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Points  and  Views  on  the 


Serum  Therapy  of  Pneumonia 

“Treatment  of  pneumonia  has  always  been  full  of 
dangers.  It  has  today,  though  new  hopes  exist,  even 
more  dangers.  The  dangers  of  delay  in  diagnosis,  of 
incorrect  typing,  of  sensitivity  of  patient,  of  over- 
shadowing of  other  care  by  serum  therapy,  of  failure 
to  regard  the  disease  as  an  emergency;  all  these  dan- 
gers have  been  added.” 

IRVING,  NEW  YORK  STATE  JOURNAL  OF  MEDICINE, 

JAN.  15,  1938 


Get  its  number! 

All  pneumococcus  pneumonias 
should  be  promptly  typed  to  the 
point  of  affirmatively  establish- 
ing the  specific  type  number. 

“pneumococcus  typing  sera 
(rabbit)  Lederle"  are  available 
for  all  32  listed  types  of  pneu- 
mococcus pneumonias. 


jQederle 

Lederle  Laboratories,  inc. 
30  ROCKEFELLER  PLAZA  NEW  YORK,  N.Y. 


“The  traditional  distinction  between  lobar  and 
broncho-pneumonia  is  important  as  far  as  the  niceties 
of  accurate  anatomical  physical  diagnosis  are  con- 
cerned. However,  the  etiological  diag- 
nosis is  much  more  important  since  the 
intelligent  treatment  of  the  patient  de- 
pends upon  it.” 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE, 

JAN.  15,  1938 


“The  effectiveness  of  serum  therapy 
is  multiplied  by  early  administration 
and  it  is  not  wise  to  delay  its  use  ‘to  see 
if  it  should  become  necessary.’  A posi- 
tive blood  culture  of  Type  1 or  Type  2 
pneumococci  renders  serum  therapy 
nearly  obligatory.” 

- — HINSHAW,  JOURNAL-LANCET, 
AUGUST  1937 


Y ou  are  cordially  invited  to  visit,  in  1939, 
t the  Lederle  exhibit  on  Pneumonia  ( Booths 
& 45)  at  the  Golden  Gate  Inter na- 
*e«  tbontij-  Exposition. 
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Editorial 


Salutatory 

Our  publication  herewith  appears  in  its  new  form.  The  Society 
will  hereafter  publish  its  organ  of  expression.  Vous  Vavez  voulu. 

We  greet  our  new  obligations  with  emotions  of  deep  responsibility. 
Hoping  truly  to  express  the  opinions  of  organized  medicine  in  this 
state,  our  endeavors  will  be  to  so  mold  public  opinion  that  it  will 
better  comprehend  its  own  interests  in  medical  matters.  For  if  it  is 
true  that  the  society  which  medicine  serves  usually  molds  the  form 
which  the  practice  of  medicine  takes,  so  it  must  follow  that  society 
itself  needs  authoritative  opinion  and  advice  before  making  vital 
decisions  on  the  manner  and  the  way  it  wants  medical  care  delivered 
to  it.  We  represent  neither  the  methods,  nor  hold  to  the  concepts 
of  a trade  union,  nor  of  a guild.  While  it  is  axiomatic  that  the  doc- 
tor must  live,  and  from  the  exercise  of  those  privileges  which  the 
practice  of  medicine  imposes,  he  must  maintain  social  and  economic 
standards  equal  to  those  of  the  majority  of  the  people  he  serves,  yet 
the  doctor’s  personal  economic  status  is  not  our  first  and  paramount 
concern.  The  public  welfare  is  our  primary  concern. 

Our  endeavor  will  be  that  these,  our  pages,  shall  carry  the  newly 
discovered,  the  freshly  devised,  and  the  clinically  proved  advances 
in  medicine.  We  envisage  that  our  pages  may  become  an  open  forum 
where  differing  viewpoints  will  be  presented,  not  so  much  with  the 
heat  of  debate  as  with  the  illuminating  suffusion  of  light  from  the 
scholar’s  lamp.  Constructive  criticism  is  solicited.  We  desire 
nothing  so  much,  in  this  our  work,  as  that  our  readers  shall  take  us 
into  their  confidence  and  write  us  that  which  we  shall  want  to  pub- 
lish. No  topic  is  tabooed  nor  do  we  espouse  any  partisanship. 

We  bespeak  indulgence  during  our  formative  stage.  We  will 
grow,  with  your  help,  into  a journal  of  opinion  not  alone  on  matters 
of  scientific  import,  but  also  on  the  casual  happenings  in  the  environ- 
ments of  medical  practice. 

To  the  professions  allied  to  medicine  we  offer  our  pages  too.  For 
what  vitally  affects  them  concerns  us  also — all  to  the  end  that  the 
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people  of  our  state  will  be  better  served,  have  better  doctors,  finer 
hospitals,  the  best  possible  dental  and  nursing  care,  and  they — our 
people — enjoy  the  pursuit  of  happiness  in  healthier  surroundings  and 
in  fine,  robust  health. 


Many-Sided  Truth 

“The  British  Experience”  as  described  by  Douglass  W.  Orr  and 
Jean  Walker  Orr  in  their  book,  Health  Insurance  with  Medical  Care, 
is  at  marked  variance  with  the  experience  of  A.G.P.,  a British  physi- 
cian, as  recorded  in  a volume  entitled  This  Panel  Business.  A.G.P., 
although  strongly  in  favor  of  the  principle  of  National  Health  In- 
surance, sees  many  serious  flaws  in  its  operation.  The  Orrs,  who 
were  sent  to  Great  Britain  by  a group  in  favor  of  compulsory  in- 
surance here,  find  general  satisfaction  with  this  system  among  all 
classes  of  the  population,  including  the  medical  profession.  Truth 
is  indeed  in  the  eye  of  the  beholder! 

The  Orrs  find  little  to  criticize  in  the  quality  of  service  rendered 
under  National  Health  Insurance.  They  discount  the  charge  that 
examinations  are  hurried  and  superficial  and  stress  the  advantage  of 
early  recourse  to  medical  care.  To  A.G.P.  any  such  advantage  is 
lost  because  of  the  fact  that  “panel  practice  as  it  is  known  today 
is  medical  practice  in  a desperate  hurry.”  In  a typical  morning’s 
panel  work,  he  complains,  only  about  four  minutes  can  be  allotted 
to  each  patient:  often  there  is  not  even  time  for  the  latter  to  un- 
dress. It  is  a generally  admitted  fact  that  the  preventive  potentiali- 
ties attributed  to  National  Health  Insurance  have  so  far  failed  to 
materialize. 

The  Orrs  refer  frequently  to  the  financial  benefits  to  the  medical 
profession  from  National  Health  Insurance.  One  or  two  doctors 
whom  they  cite  earn  $9,000  and  $12,000  a year,  live  on  small  estates, 
and  have  two  cars.  A maximum  panel  of  2,500  would  bring  in  ap- 
proximately $5,000  a year,  leaving  $4,000  to  $8,000  more  to  be 
earned  by  these  fortunate  physicians  in  private  practice.  And  yet 
these  men,  with  2,500  panel  patients  and  an  additional  private 
practice  bringing  in  $4,000  to  $8,000  are  not  too  rushed  to  give  careful 
service,  if  the  Orrs’  observations  are  to  be  accepted  without  question. 

Fortunately  or  unfortunately,  their  cases  are  hardly  typical,  ac- 
cording to  A.G.P.  A panel  with  the  theoretical  average  of  976  in- 
sured persons  brings  in  less  than  $2,000  a year,  out  of  which  the 
practitioner  must  pay  his  rent  and  all  other  expenses.  He  is,  of 
course,  permitted  to  treat  private  patients  too — if  he  can  get  any — 
but  it  must  be  born  in  mind  that  three-eighths  of  England’s  popula- 
tion is  insured.  The  dependents  of  this  group  constitute  a slightly 
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larger  fraction,  many  if  not  most  of  whom  apply  to  public  agencies 
for  medical  care.  About  3.2  per  cent  of  the  population  is  entirely  on 
relief,  leaving  a very  small  class  from  which  additional  private  prac- 
tice can  be  obtained. 

If  National  Health  Insurance  were  extended  to  dependents,  as  the 
Orrs  say  most  people  desire,  the  additional  capitation  fee  would  be 
very  low.  A.G.P.  estimates  that  coverage  of  the  entire  population 
would  yield  physicians  an  average  net  income  of  no  more  than  $1,775 
— hardly  a fair  return  on  the  long  and  costly  preparation  for  medical 
practice  and  the  hard  work  and  heavy  responsibility  it  imposes. 

The  Orrs  accept  the  viewpoint  that  National  Health  Insurance 
has  improved  the  lot  of  labor  in  Great  Britain  but  they  cite  no  con- 
crete supporting  proofs.  Perhaps  the  reason  for  this  is,  as  A.G.P. 
asserts,  that  there  are  no  convincing  statistics  to  show  that  twenty - 
five  years  of  compulsory  insurance  has  improved  the  health  of 
British  workers. 


Doctors  Agree 

The  recent  meeting  of  the  New  York  State  Temporary  Com- 
mission to  Formulate  a Health  Program  disclosed  almost  complete 
agreement  among  the  medical  men  who  testified.  Both  public 
health  officers  and  representatives  of  organized  medicine  endorsed 
voluntary  health  insurance  as  a means  of  supplying  low-cost 
medical  care  to  the  medically  indigent.  Both  public  health  officers 
and  the  spokesmen  of  private  practice  agreed  that  compulsory  in- 
surance is  unnecessary  and  would  jeopardize  the  standards  of 
medical  care. 

The  arguments  of  organized  medicine  against  obligatory  prepay- 
ment are  too  well  known  to  the  profession  to  require  repetition  here. 
It  is  significant  to  find  a similar  point  of  view  in  public  health  officers 
in  close  daily  contact  with  the  needs  of  the  poor  and  known  for  their 
progressivism. 

Dr.  S.  S.  Goldwater,  Commissioner  of  Hospitals  of  the  City  of 
New  York,  called  attention  to  a fact  which  is  frequently  ignored  by 
advocates  of  compulsory  sickness  insurance.  Speaking  for  his  own 
community,  he  asserted  that  medical  service  is  “more  readily  ac- 
cessible to  the  underprivileged  . . . than  proper  shelter,  health- 
sustaining  food,  suitable  clothing  and  facilities  for  recreation.”  This 
is  true  almost  everywhere.  “For  the  low-income,  not  quite  indigent 
group  unrealized  benefits  are  available  through  voluntary  insurance 
which  should  be  developed  further.  Independent  self-help  probably 
suits  the  American  character  better  than  dependence  on  government 
aid.” 
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Similarly  State  Health  Commissioner  Edward  F.  Godfrey  agreed 
that  “some  kind  of  insurance  is  desirable’  ’ but  there  is  no  necessity 
for  compulsory  insurance.  It  cannot  be  overemphasized  that  these 
men  know  both  the  needs  of  the  poor  and  the  available  machinery 
to  supply  them.  They  do  not  speak  from  sentiment  or  theory  but 
from  knowledge. 

In  view  of  the  unanimity  of  opinion  among  responsible  public 
health  officers  and  the  representatives  of  private  practice,  the  State 
Temporary  Commission  must  hesitate  to  throw  its  influence  behind 
compulsory  sickness  insurance.  This  system  is  like  the  Old  Man 
of  the  Sea.  Once  it  gets  a hold  on  the  taxpayer,  it  bears  down  on 
him  even  more  heavily  and  is  almost  impossible  to  dislodge.  The 
benefits,  European  experience  has  shown,  are  incommensurate  with 
the  heavy  burden. 

The  Bronx  County  Medical  Society’s  Twenty-Fifth  Anniversary 
A Tribute  to  Dr.  Nathan  B.  Van  Etten 

The  Medical  Society  of  the  Bronx,  on  January  7,  will  celebrate 
its  twenty-fifth  anniversary  with  a dinner  at  the  Waldorf-Astoria. 
The  event  takes  the  form  of  a tribute  of  esteem  to  Dr.  Nathan  B. 
Van  Etten — the  outstanding  leader  in  organized  medicine  of  that 
county. 

Dr.  Van  Etten  was  the  first  president  of  the  newly  organized 
Medical  Society  of  the  Bronx,  when  it  separated  from  the  Medical 
Society  of  the  County  of  New  York  twenty-five  years  ago  and  be- 
came a component  unit  of  the  State  Society.  Since  that  time  Dr. 
Van  Etten  has  continuously  been  a leader  in  organized  medicine. 
As  President  of  the  State  Society,  as  editor  of  this  Journal,  and  more 
recently,  as  Speaker  of  the  House  of  Delegates  of  the  A.M.A.,  his 
face  and  figure  are  familiar  to  us  all.  His  wisdom  in  council,  his 
poise  and  philosophic  calm  in  debate,  as  well  as  his  tolerance  for 
the  inferior  intellect  and  man  of  smaller  stature,  brought  him  re- 
spect from  everyone  and  love  from  many. 

During  his  whole  career,  he  has  practiced  medicine  in  the  high 
traditions  of  his  calling,  and  in  his  public  appearances  and  addresses 
he  consistently  championed  the  practicing  physician  and  the  im- 
portant r61e  he  plays  in  the  health  of  the  community. 

To  the  many  voices  which  will  bring  deserved  tributes  to  Dr. 
Van  Etten,  we  would  add  ours.  We  delight  to  say  to  sentient  ears 
the  well  merited  word  of  praise,  admiration,  and  commendation. 
In  the  years  which  are  still  before  him,  we  look  to  this  wise  coun- 
cilor for  such  guidance  as  a wisdom  born  of  years  of  public  official- 
dom and  private  medical  practice  has  endowed  him.  Whether  he 
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holds  public  office  or  not,  Dr.  Van  Etten  remains  a valuable  force, 
and  a potent  factor  in  our  Society.  Congratulations! 


A Tribute  to  Dr.  Ellsworth  Eliot,  Jr. 

The  painter  Sargent,  hearing  a lady  commenting  on  one  of  his 
canvasses  and  doubting  the  authenticity  of  the  colors  with  which 
he  had  painted  some  cows,  facetiously  replied  to  her  remark  that 
she  had  never  seen  cows  of  such  color,  “Well,  wouldn’t  you  like  to 
have  seen  some!”  In  life  things  often  happen  which  fulfill  so  useful 
and  important  a role  that  had  they  not  happened  they  surely  would 
have  had  to  be  invented.  This  is  also  true  in  medicine.  The  evolu- 
tion of  progress  creates  so  pressing  a need  that,  if  authoritative 
sources  do  not  respond  to  the  urge,  some  one  arises  and  creates  the 
very  situation  which  supplies  the  needs. 

We  are  prompted  to  these  observations  because  of  a small  book 
which  recently  came  to  hand  from  the  pen  of  Dr.  Howard  Fox,  now 
president  of  the  Medical  Society  of  the  County  of  New  York,  a 
distinguished  son  of  a former  president  of  our  State  Society.  This 
book,  entitled  Eliot's  Quiz , is  a tribute  to  an  outstanding  teacher  of 
medicine  in  New  York — Dr.  Ellsworth  Eliot,  Jr. 

Medicine  was  not  taught  in  Eliot’s  day.  Yet  the  necessity  for 
teaching  medicine  was  being  keenly  felt.  Dr.  Eliot  characterizes  the 
teaching  of  his  day  as  both  elementary  and  rudimentary.  The  in- 
struction was  given  chiefly  by  didactic  lectures  and  weekly  clinics. 
There  were  neither  conferences  nor  obligatory  recitations.  At  the 
college  clinics  the  student  actually  was  little  more  than  a spectator. 
Attendance  at  clinics  and  lectures  was  voluntary. 

Strange  as  it  may  seem,  it  was  not  the  knowledge  of  its  shortcomings 
on  the  part  of  the  college  authorities,  nor  the  desire  to  produce  better 
doctors  which  became  the  inciting  motive  which  wrought  changes 
in  the  medical  educational  system,  but  rather  the  urge  of  the  student 
body  to  supplement  the  paucity  of  recitations  and  classroom  in- 
struction that  resulted  in  the  establishment  of  the  Quiz  Classes.  In 
the  student  body  those  whose  ambitions  led  them  particularly  to 
seek  positions  on  the  interne  staffs  of  great  hospitals  were  the  real 
urge  which  not  only  made  necessary  this  supplemental  instruction, 
but  was  the  most  important  factor  in  elevating  the  standards  of 
medical  education  in  the  last  generation. 

There  is  an  old  Hebraic  legend  which  tells  that  King  Solomon, 
desiring  to  know  the  one  most  responsible  for  the  building  of  the 
Temple,  asked  claimants  for  this  distinction  to  state  the  basis  of 
their  claims  when  applying  for  his  regal  honors.  Masons,  carpenters, 
decorators,  and  artisans  of  all  types  and  descriptions  applied,  and 
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each  stressed  the  importance  of  his  own  particular  work  in  the  build- 
ing of  the  Temple.  A hitherto  inconspicuous  man  also  pressed  his 
claim.  He  demanded  the  supreme  honor,  because  he  said  that  he 
made  the  tools  with  which  all  the  others  worked.  Without  tools 
their  work  would  have  been  impossible.  Solomon,  in  his  wisdom, 
granted  this  man  the  much  desired  honors. 

Dr.  Eliot  made  the  medical  tools  with  which  the  current  genera- 
tion of  physicians  works.  He  made  teachers  of  medicine  of  the  cur- 
rent generation.  Quietly  and  inconspicuously  he  worked.  He  at- 
tracted talent,  taught  it,  guided  it,  and  prepared  it  to  teach  others 
in  turn.  Look  at  the  list.  Six  deans  of  medical  schools,  112  pro- 
fessorships in  medicine,  111  instructors,  100  visiting  physicians,  and 
104  visiting  surgeons;  forty-four  visiting  specialists,  and  161  con- 
sultants to  medical  institutions.  This,  besides  two  Directors  of 
the  New  York  Academy  of  Medicine,  in  addition  to  other  important 
positions  his  students  hold!  One  cannot  scan  such  a list  without  ac- 
cording high  honor  to  this  teacher  of  teachers.  This  is  a man  who 
truly  left  his  imprint  on  American  Medicine.  We  are  proud  of  the 
record,  and  hope  that  Dr.  Eliot  may  continue  to  enjoy  the  evening 
of  life  in  quiet  contemplation  of  his  fine  efforts  and  enjoy  watching 
the  spread  of  his  influence  no  less  than  the  continued  love  and  ad- 
miration of  his  students. 


Modern  Antiluetic  Therapy 

The  problem  of  syphilis  control  presents  many  ramifications.  By 
no  means  has  a successful  solution  for  its  complete  eradication  been 
put  into  effect  despite  state  acceptance  of  the  responsibility  of  guard- 
ing its  citizens  against  the  disease.  Prophylaxis,  and  by  that  we 
mean  prophylaxis  on  the  part  of  the  individual,  has  not  been  taught 
as  intensively  as  it  should  be.  Stress  has  been  laid  more  on  the 
early  recognition  of  syphilis  and  the  adequate  treatment  of  the 
malady,  and,  until  such  time  as  preventive  measures  will  have  be- 
come common  knowledge,  these  are  our  only  potent  weapons  to 
combat  its  spread,  reduce  its  incidence,  and  decrease  organic  lesions. 

With  the  exception  of  those  specially  skilled  in  the  management 
of  syphilis,  the  treatment  ordinarily  administered  is  more  or  less 
haphazard  in  the  hands  of  the  average  practitioner.  True,  antiluetic 
remedies  are  given,  according  to  some  formula  or  regime,  and  the 
patient’s  serology  is  checked  at  intervals,  but  rarely  is  treatment  for 
a patient  individualized  so  that  the  maximum  benefit  can  be  ob- 
tained. The  series  of  articles  by  Dr.  A.  Benson  Cannon,  the  first  of 
which  appears  in  this  issue,  is  therefore  a timely  contribution.  It 
represents  a synopsis  of  the  methods  he  has  found  from  his  own  ex- 
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perience  to  be  the  most  effective  in  the  treatment  of  syphilis,  and 
which  were  developed  in  the  Department  of  Dermatology  of  the 
Vanderbilt  Clinic. 

From  the  numerous  factors  which  he  considers,  we  call  attention 
to  but  a few.  Continuous  treatment  is  far  superior  to  intermittent 
treatment,  since  it  keeps  the  patient  at  all  times  under  the  influence 
of  an  antiluetic  drug.  “Of  the  arsphenamine  series,  the  one  which 
has  maintained  its  superiority  so  far  against  all  new  comers  is  Old 
Arsphenamine,  or  simply  arsphenamine,  originally  elaborated  by 
Ehrlich  as  ‘Salvarsan’  or  ‘606.’  ” This  drug,  despite  former  prej- 
udice against  its  use  because  of  pain  and  local  necrosis,  heals  lesions 
quicker  and  produces  a negative  Wassermann  in  a shorter  time.  A 
safe,  simple  technic  for  its  use  is  described. 

Every  phase  of  the  subject  is  thoroughly  covered,  and  the  indi- 
vidual variations  indicated  for  the  therapy  of  syphilis  in  pregnancy, 
aortitis,  nephritis,  anemia,  and  other  conditions  are  detailed.  Treat- 
ment of  early  and  late  neurosyphilis,  and  the  technic  of  intraspinal 
and  malarial  therapy  are  described  concisely.  Furthermore,  since 
most  reactions  to  arsphenamine  are  preventable,  Cannon  furnishes 
the  data  which  will  enable  one  to  avoid  them  and  indicates  the 
“warning  symptoms”  to  be  looked  for. 

This  series  of  articles  by  Cannon  furnishes  a compendium  of  the 
therapy  of  syphilis  which  will  serve  the  physician  as  a reference  and 
guide.  It  lacks  nothing  in  the  way  of  completeness,  from  the 
minutest  details  of  technic  to  the  answer  to  what  one  can  expect 
from  treatment. 


Significance  of  Hoarseness 

We  have  previously  commented  in  this  Journal  upon  the  im- 
portance of  hoarseness  as  a symptom  in  the  early  detection  of 
laryngeal  carcinoma.  Its  significance,  however,  is  far  wider — in 
that  often  it  is  the  sole  precursory  evidence  of  other  diseases  which, 
when  diagnosed  quickly,  respond  readily  to  measures  adequately 
instituted.  Mr.  Victor  E.  Negus,  in  his  address  before  our  State 
Society  in  May,  1938,  the  text  of  which  is  published  on  page  6,  has 
clearly  defined  the  various  causes  of  hoarsness  at  different  ages. 

In  children,  acute  inflammations  are  largely  responsible  for  the 
appearance  of  this  symptom.  Diphtheria,  of  course,  is  the  most 
dangerous  of  the  etiologic  factors,  but  vegetable  foreign  bodies  and 
papilomata  may  in  addition  cause  stridor  and  dyspnea  which  may 
require  operative  intervention.  In  the  young  adult,  the  hoarseness 
of  simple  chronic  laryngitis  is  usually  the  result  of  faulty  use  of 
the  voice,  or  a purulent  focus  in  the  nasopharynx.  One  must,  how- 
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ever,  be  extremely  suspicious  of  early  laryngeal  tuberculosis  in  every 
young  adult  whose  voice  remains  persistently  husky.  Timely  recog- 
nition of  the  laryngeal  lesion  will  lead  to  therapeutic  means  for 
checking  the  disease.  Hoarseness  in  elderly  people,  men  particularly, 
should  be  regarded  with  utmost  gravity.  “An  elderly  man  with 
gradually  increasing  hoarseness  must  be  suspected  of  having  a 
carcinoma  of  the  vocal  cord  unless  it  can  be  proved  otherwise.” 
Negus  emphasizes  that  a complete  examination  by  a skilled  laryn- 
gologist should  be  performed  in  every  instance  where  a person  is 
continuously  hoarse  for  more  than  three  weeks.  By  close  super- 
vision of  the  hoarse  patient,  the  general  practitioner  will  be  able  to 
arrive  at  an  early  diagnosis  of  many  serious  ailments  before  they 
have  passed  beyond  the  curative  stage. 


Current  Comment 


“The  power  to  tax  plus  the  power  to 
regulate  may  destroy  the  freedom  of  pub- 
lic opinion  and  make  a dictatorship  in- 
evitable, because  it  may  be  necessary  for 
Government  to  take  over  all  agencies  of 
public  opinion  in  order  to  maintain  its 
power  to  tax  and  to  regulate.”  Carl  W. 
Ackerman,  Columbia  University  Dean,  at 
the  National  Municipal  League’s  con- 
ference on  government  in  Baltimore, 
quoted  in  part  by  the  New  York  Sun  of 
Dec.  3,  1938. 

“The  almost  obstreperously  obvious 
lesson  of  current  international  history  is 
that  the  world  belongs  to  the  man  who  has 
a program .”  To  be  found  in  the  Dec., 
1938,  issue  of  the  Westchester  Medical 
Bulletin. 

“. . . The  medical  profession  is  the  most 
powerful  and  coherent  of  any  of  the  pro- 
fessional groups.  With  its  definite  pro- 
fessional preparation  and  objectives,  the 
considerable  background  of  general  edu- 
cation that  is  now  prescribed  and  the 
code  that  it  professes,  it  comes  nearer 
meeting  the  technical  definition  of  a 
profession  than  any  other  major  profes- 
sion. ...”  Excerpts  from  an  address  by 
Guy  Stanton  Ford,  Ph.D.,  Dean  of  Uni- 


versity of  Minnesota  Graduate  School 

“Families  living  in  small  midwestern 
cities  ‘are  more  likely  to  economize  by 
not  seeing  the  dentist,  the  oculist,  or  even 
the  doctor  than  by  not  buying  supplies  for 
the  family  medicine  chest,  when  funds  run 
low.’ 

‘ ‘This  is  the  announced  conclusion  of  a 
survey  made  under  the  direction  of  Dr. 
Louise  Stanley,  chief  of  the  Bureau  of 
Home  Economics  of  the  Department  of 
Agriculture. 

“The  survey  was  made  of  3,118  native 
nonrelief  families  living  in  Lincoln,  111., 
Boone,  Iowa,  Columbia  and  Moberly, 
Mo.,  Mount  Vernon  and  New  Philadel- 
phia, Ohio,  and  Beaver  Dam,  Wis. 

“Not  until  the  family  income  reached 
the  $500  per  year  level  did  the  reports 
show  as  many  as  half  the  families  con- 
sulting a physician.  Incomes  were  nearly 
three  times  this  ($1,250  to  $1,499)  before 
half  the  families  spent  money  for  den- 
tists.” Interesting  facts  to  be  found  in 
the  St.  Louis  County  (Kan.)  Medical 
Society  Bulletin  for  Dec.  9,  1938. 

“The  physician  is  the  flower  of  our 
civilization”  claimed  Robert  Louis  Ste- 
venson, and  we  feel  it  fitting  to  quote  him. 
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Hoarseness  is  so  common  a symptom 
of  many  diseases  of  the  larynx  that 
its  study  entails  an  examination  of  prac- 
tically all  the  pathological  conditions 
affecting  the  organ.  The  recognition  of 
the  cause  is  of  great  importance,  and  a full 
knowledge  of  the  subject  is  well  worth 
the  study  of  all  practitioners.  In  many 
cases  hoarseness  is  merely  an  incon- 
venience of  no  great  import;  but  it  may 
be  an  early  symptom  of  progressive  dis- 
ease which  will  kill  the  patient  if  not 
arrested. 

The  definition  of  hoarseness  is  a patho- 
logical alteration  of  the  sound  produced 
at  the  larynx.  This  sound  consists  of  a 
fundamental  and  overtones.  The  word 
does  not  refer  to  alterations  in  the  reso- 
nating cavities,  with  changes  in  the 
quality  or  character  of  the  voice,  such  as 
those  peculiarities  of  nasal  tone  due  to 
obstruction  of  the  nasal  fossae,  or  to  de- 
fective closure  of  the  nasopharyngeal 
sphincter. 

Nor  does  it  refer  to  disorders  of  articula- 
tion, such  as  slurring,  stuttering,  and 
stammering,  which  are  due  to  incoordina- 
tion of  the  muscles  concerned  in  respira- 
tion, phonation,  or  articulation,  with  no 
discoverable  organic  changes. 

It  will  simplify  the  discussion  if  the 
disorders  occurring  at  different  ages  are 
considered  separately;  the  incidence  of 
disease  varies  considerably  according  to 
the  time  of  life. 

Hoarseness  in  Children 

An  important  cause  of  hoarseness  in 
children  is  diphtheria , the  first  symptom 
of  which  is,  generally,  sore  throat.  Local 
inspection  and  bacteriological  examina- 
tion establish  the  diagnosis.  Associated 
dyspnea,  pyrexia,  and  severe  illness 
would  afford  further  evidence. 


Simple  acute  laryngitis  in  children  is  of 
sudden  onset  and  usually,  but  not  always, 
associated  with  pyrexia  and  signs  of  in- 
flammation in  the  nose  and  pharynx; 
there  is  an  absence  of  true  membranous 
deposits  and  Kleb’s  Loeffer  bacilli.  Dysp- 
nea is  a possible  symptom,  but  not  so 
commonly  as  in  marked  diphtheric  types 
of  infection.  The  significance  of  in- 
creasing hoarseness  in  such  cases  is  im- 
portant, as  it  gives  warning  that  obstruc- 
tion may  follow,  with  the  necessity  for 
bronchoscopic  aspiration,  intubation,  or 
tracheotomy. 

A third  type  of  acute  inflammation 
causing  sudden  change  in  the  voice  follows 
the  inhalation  of  a vegetable  foreign  body, 
with  consequent  acute  tracheobronchitis 
and  inflammatory  swelling  below  and 
around  the  glottis. 

Gradually  increasing  hoarseness,  un- 
associated with  fever,  is  not  common  in 
children;  but  when  present  it  has  two 
main  causes.  One  is  chronic  laryngitis  of 
simple  or  atrophic  type,  and  the  other  is 
the  presence  of  papillomata. 

Chronic  laryngitis  may  be  caused  by 
misuse  or  overuse  of  the  voice;  it  is  fre- 
quently associated  with  nasal  obstruc- 
tion or  with  inflammatory  changes  in  the 
nose,  postnasal  space,  sinuses,  or  pharynx. 
There  is  no  laryngeal  obstruction.  The 
most  common  cause  in  childhood  is  ca- 
tarrhal infection  of  adenoids. 

Papillomata,  on  the  other  hand,  are 
purely  local  and  produce  stridor  or  dysp- 
nea if  at  all  large,  sometimes  sufficient 
to  require  tracheotomy.  The  results  of 
this  operation  may  perpetuate  the  symp- 
tom of  hoarseness  if  the  cannula  has  been 
inserted  too  near  the  cricoid  cartilage, 
with  production  of  perichondritis  or 
cicatricial  stenosis,  or  with  fixation  of  the 
arytenoid  cartilages.  The  cause  of  stenosis 
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is  readily  ascertainable  from  the  history, 
but  the  treatment  is  difficult. 

Laryngismus  stridulus  and  congenital 
laryngeal  stridor  produce  temporary 
changes  in  the  voice,  but  are  not  likely  to 
be  confused  with  the  conditions  men- 
tioned above. 

Hoarseness  in  Young  Adults 

Acute  laryngitis , diphtheria , and  vege- 
table foreign  bodies  affect  others  besides 
those  of  youthful  years,  but  less  fre- 
quently as  regards  the  two  latter  com- 
plaints. Hoarseness,  here  again,  may  be 
due  to  fixation  of  the  cricoarytenoid  joints , 
following  diphtheria  or  high  tracheotomy, 
as  in  children.  The  majority  of  such 
cases  are  of  long  standing  and  their  rec- 
ognition is  easy.  Breaking  of  the  voice 
in  youths  at  puberty  must  be  distin- 
guished from  vocal  defects  of  pathological 
type. 

Simple  chronic  laryngitis  may  cause  a 
change  of  voice  and  is  particularly  liable 
to  affect  teachers;  as  at  a younger  age, 
some  cause  in  the  nose,  sinuses,  or  throat 
will  give  a clue  as  to  the  diagnosis.  Ex- 
cessive smoking  may  be  a cause  of  huski- 
ness. Young  women  with  soprano  voices 
may  develop  Singers'  Nodes  on  the  vocal 
cords,  or  they  may  be  due  to  small  sub- 
mucous hemorrhages  resulting  from  faulty 
voice  production.  The  node  is  readily 
seen  but  not  so  easily  cured;  an  improved 
method  of  singing  must  be  taught  after 
the  node  has  disappeared  as  a result  of 
rest  or  operation. 

A serious  condition  to  be  suspected  in  a 
young  adult  whose  voice  is  husky  is 
laryngeal  tuberculosis.  The  pathological 
cause  may  be  little  more  than  weakness  of 
the  intrinsic  laryngeal  muscles,  secondary 
to  general  asthenia;  or  to  a mild  ca- 
tarrhal inflammation  of  the  cords  at  their 
posterior  extremities.  When  advanced, 
there  may  be  tuberculous  deposits  in  the 
interarytenoid  region  or  infiltration  and 
ulceration  of  the  vocal  cords.  The  signifi- 
cance of  persistent  hoarseness  in  such  a 
case  must  not  be  overlooked,  because  of 
the  gravity  of  the  disease  and  the  neces- 
sity of  early  and  prolonged  treatment; 
in  fact,  it  is  the  habit  in  most  sanatoria 


to  examine  the  larynx  of  all  patients  suf- 
fering from  pulmonary  tuberculosis. 
Early  signs  of  disease  may  thus  be  dis- 
covered and  checked,  even  before  the 
patient  has  become  aware  of  any  obvious 
change  in  the  voice. 

The  prognosis  in  a case  of  pulmonary 
tuberculosis  is  made  considerably  worse 
if  the  larynx  is  affected;  a patient  with 
affection  of  part  of  one  lobe  only,  who 
would  otherwise  be  classed  in  Group  1 is 
placed  in  Group  2 if  laryngeal  tubercu- 
losis is  discovered. 

The  treatment  is  affected  by  this  com- 
plication and  must  be  prolonged  and 
thorough.  Collapse  of  the  lung  by  arti- 
ficial pneumothorax  gives  good  results. 
The  prospect  of  cure  of  the  larynx  depends 
primarily  on  the  progress  of  the  pulmo- 
nary and  general  systemic  condition.  Rest 
of  the  vocal  cords  is  essential  if  the  tuber- 
culous deposits  are  to  heal.  It  is  impor- 
tant also  to  forbid  use  of  the  arms  for  such 
exercises  as  golf  or  digging  in  a garden; 
most  actions  which  necessitate  fixation  of 
the  chest  during  use  of  the  pectoral  mus- 
cles are  accompanied  by  closure  of  the 
vocal  cords. 

Even  when  the  laryngeal  disease  is 
healed  the  prognosis  for  the  future  is 
serious.  Recurrent  roughness  or  weak- 
ness of  the  voice  must  be  taken  as  a danger 
signal  and  should  direct  attention,  not 
only  to  the  larynx  but  also  to  the  lungs 
and  the  resistance  generally. 

If  hoarseness  is  associated  with  dys- 
phagia the  outlook  is  gloomy,  as  there  is 
then  a probability  of  involvement  of  the 
aryepiglottic  folds,  possibly  with  ulcera- 
tion; this  points  not  only  to  widespread 
tuberculous  infiltration,  but  also  to  the 
danger  of  lack  of  nourishment  because  of 
pain  on  swallowing. 

Hoarseness  in  Adults 

Inflammatory  diseases,  both  acute  and 
chronic,  may  occur  at  any  age,  and  suffi- 
cient has  been  said  already  about  those 
of  simple  and  tuberculous  type.  Tobacco, 
alcohol,  misuse,  or  overuse  of  the  voice 
are  important  factors.  Syphilitic  laryn- 
gitis is,  at  the  present  day,  rare  in  the 
south  of  England;  in  the  course  of  the 
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year  many  patients  with  tuberculosis 
of  the  larynx  are  seen  but  few  with  syphi- 
lis, either  of  the  tertiary  or  secondary 
type.  A robust  man  is  the  most  likely 
subject,  and  the  voice  is  strong  but  rough; 
other  signs  of  the  disease  may  be  found  in 
the  pharynx,  while  blood  tests  give  con- 
firmatory evidence.  Syphilitic  affections 
of  the  larynx  are  usually  tertiary,  while 
the  pharynx  is  more  often  involved  during 
the  secondary  stage.  Malignant  neo- 
plasms are  rare,  except  in  elderly  indi- 
viduals ; the  subject  will  be  dealt  with  in  a 
separate  section  below.  Simple  neo- 
plasms are  uncommon  but  sometimes  oc- 
cur as  fibromata,  papillomata,  or  cysts. 
The  only  means  of  diagnosis  is  visual  ex- 
amination, followed  if  necessary  by 
biopsy. 

Neurological  disorders  appear  in  con- 
siderable variety,  but  not  with  frequency. 
Bulbar  palsy  is  perhaps  more  often  seen 
than  are  other  types,  but  syringomyelia , 
disseminated  sclerosis , tabes,  and  general 
paralysis  may  all  appear.  The  changes 
of  voice  are  due  in  part  to  affection  of  the 
intrinsic  laryngeal  musculature,  but  there 
generally  are  in  addition  characteristic 
disorders  of  articulation,  caused  by  weak- 
ness or  paralysis  of  the  muscles  of  the 
pharynx,  lips,  and  tongue.  The  voice  in 
bulbar  palsy  has  so  peculiar  a slurring 
quality  that  once  heard  it  is  not  forgotten. 

There  may  be  associated  symptoms  of 
difficulty  in  swallowing,  with  collection  of 
saliva  in  the  pharynx,  which  makes  the 
diagnosis  easy.  As  well  as  these  central 
diseases  affecting  the  nucleus  ambiguus 
there  are  many  cases  of  hoarseness  due  to 
peripheral  lesions  of  the  recurrent  laryn- 
geal nerves.  If  one  nerve  is  out  of  action, 
with  paralysis  of  the  intrinsic  muscles  on 
that  side,  the  voice  is  husky,  but  there  is 
no  dyspnea,  except  on  extreme  exertion, 
unless  there  is  some  associated  lesion  in 
the  thorax.  Examination  will  reveal  the 
immobile  vocal  cord  either  in  the  ad- 
ducted or  in  the  cadaveric  position ; 
search  must  then  be  made  for  a tumor  at 
the  base  of  the  skull,  a malignant  growth 
in  the  esophagus,  enlarged  glands  in  the 
neck,  or  something  in  the  mediastinum  as 
the  cause  of  pressure.  If  there  is  a large 


mediastinal  tumor  or  aneurysm  there  may 
be  difficulty  in  breathing  and  often  a 
brassy  cough;  dysphagia,  also,  may  be 
present.  Neuritis  may  cause  the  lesion 
and  may  follow  diphtheria,  influenza,  or 
some  other  fevers,  or  may  be  due  to 
metallic  poisoning,  as  by  lead. 

It  is  possible  for  the  recurrent  nerve  to 
be  caught  up  in  scar  tissue  after  thyroid 
operations.  If  one  cord  only  is  affected 
the  patient  does  not  suffer  any  serious 
disability,  but  if  both  sides  are  paralyzed 
there  is  extreme  dyspnea  with  stridor, 
requiring  tracheotomy  as  an  emergency 
measure.  Luckily  this  accident  is  infre- 
quent. 

Hoarseness  Affecting  Women 

In  addition  to  the  many  causes  men- 
tioned as  affecting  young  adults  of  both 
sexes,  women  are  the  subjects  of  certain 
other  affections  of  the  larynx.  One  of 
considerable  importance  is  functional 
aphonia.  It  may  give  a breathy  tone  to 
the  voice  or  may  even  make  the  patient 
completely  voiceless.  The  reason  for 
the  upset  is  inability  to  bring  the  vocal 
cords  together  on  attempted  phonation; 
when  air  is  expelled  from  the  lungs  it 
escapes  through  the  partially  or  com- 
pletely open  glottis  with  the  production  of 
no  more  than  a feeble  whisper,  accom- 
panied by  considerable  air  waste. 

There  is  no  difficulty  in  respiration,  as 
the  vocal  cords  can  separate  normally; 
and  there  is  no  inability  to  cough — a 
test  of  some  value — or  to  close  the  larynx 
during  swallowing.  Laryngeal  tuber- 
culosis must  be  excluded;  the  remedy 
then  consists  in  mild  electrical  stimulation 
combined  with  suggestion  and  reassur- 
ance. Occasionally  the  exact  opposite  is 
met  with,  the  patient  experiencing  diffi- 
culty in  speaking  because  of  excessive 
closure  of  the  glottis;  the  condition  may 
well  be  described  as  hyperphonia. 

Another  complaint  affecting  women 
more  frequently  than  men  is  postcricoid 
carcinoma.  The  neoplasm  may  start 
at  the  mouth  of  the  esophagus  and  in 
time  may  spread  up  on  the  posterior  sur- 
face of  the  larynx.  Edematous  swelling 
of  the  arytenoepiglottic  folds  is  produced, 
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with  some  impairment  of  movement  of 
the  arytenoid  cartilages.  Defective  move- 
ment of  the  vocal  cords,  together  with 
associated  inflammatory  swelling  in  the 
posterior  part  of  the  larynx,  causes  hoarse- 
ness. This  symptom  is  associated  with 
difficulty  in  swallowing  and  sometimes  with 
pain  referred  to  the  ear.  The  significance 
of  hoarseness  in  such  a case  must  not  be 
overlooked,  as  on  early  diagnosis  depends 
the  possibility  of  cure,  either  by  excision 
of  the  growth  or  by  irradiation. 

A precursor  of  this  type  of  growth  is 
chronic  inflammation  of  the  cricopharyn- 
geal fold,  sometimes  known  as  chronic 
hypo-pharyngitis . This  affection  some- 
times leads  to  changes  in  the  voice,  even 
when  no  malignant  changes  are  visible. 

Hoarseness  Affecting  Elderly  Men 

A condition  of  the  utmost  significance 
must  now  be  considered  and  that  is 
intrinsic  carcinoma  of  the  larynx.  Men. 
around  sixty  years  of  age  are  the  chief 
victims,  but  others  as  young  as  forty- 
five  or  as  old  as  eighty  may  be  affected. 
It  is  of  great  importance  to  establish  an 
early  diagnosis,  if  cure  is  to  be  attained. 
The  results  of  treatment  of  localized 
growths  are  so  satisfactory  as  to  reward  to 
the  full  the  practitioner  who  recognizes 
the  disease  before  it  has  spread  widely. 
An  elderly  man  with  gradually  increasing 
hoarseness  must  be  suspected  of  having  a 
carcinoma  of  the  vocal  cord  unless  it  can 
be  proved  otherwise.  Skilled  examina- 
tion will  establish  a diagnosis.  The  cause 
of  the  vocal  disorder  may  be  simple  laryn- 
gitis, in  which  case  a cause  may  be  pres- 
ent in  the  nose,  sinuses,  or  pharynx; 
even  if  this  is  the  case  there  may  still  be 
malignant  changes  commencing  in  the 
chronically  inflamed  mucosa.  Treat- 
ment must  be  instituted  to  improve  the 
inflammation  in  the  nose  and  pharynx, 
and  vocal  rest,  with  avoidance  of  smoking, 
must  be  insisted  upon  for  at  least  three 
weeks.  If  the  inflammatory  laryngeal 
changes  disappear  or  improve  consider- 
ably it  will  then  be  possible  to  say  whether 
a neoplasm  is  present. 

Greater  difficulty  is  experienced  when 
hyperkeratosis  is  present,  as  the  chronic 


thickening  of  the  mucous  membrane  does 
not  respond  well  to  treatment.  As  with 
other  types  of  chronic  laryngitis,  the 
patient  must  rest  the  voice,  using  only  a 
gentle  whisper  or,  better  still,  maintaining 
complete  silence.  He  should  be  given 
small  doses  of  potassium  iodide  and  a 
nebulizer  producing  a fine  cloud  of  mild 
sedative  oils  in  a base  of  paraffin  or  ben- 
zoin. Failure  to  improve  suggests  the 
desirability  of  further  investigation,  if 
necessary  by  biopsy.  It  must  always  be 
in  the  forefront  of  the  medical  practi- 
tioner’s mind  that  intrinsic  carcinoma  of 
the  larynx  commences  on  the  anterior 
part  of  the  vocal  cord,  while  keratosis 
has  a more  diffuse  distribution.  The 
localized  form  of  keratosis,  known  as 
pachydermia  laryngis,  is  confined  mainly 
to  the  region  of  the  vocal  processes  of  the 
arytenoid  cartilages  and  is  therefore 
generally  distinguishable  from  the  early 
stages  of  carcinoma.  An  extrinsic  car- 
cinoma of  the  larynx,  involving  the  ary- 
epiglottic  fold  or  epiglottis,  will  cause 
hoarseness  if  it  invades  the  laryngeal 
aperture,  or  causes  secondary  swelling. 
Associated  symptoms  of  difficulty  in  swal- 
lowing and  pain  referred  to  the  ear  help 
to  establish  the  diagnosis. 

Conclusion 

The  object  of  this  paper  has  been  to 
give  a general  and  necessarily  superficial 
review  of  the  conditions  producing  hoarse- 
ness and  to  stress  the  significance  of  the 
symptom,  particularly  as  regards  the 
possibility  of  early  and  therefore  curable 
tuberculosis  and  malignant  disease.  It 
is  the  general  practitioner’s  privilege  and 
duty  to  save  many  lives  by  early  recogni- 
tion of  these  serious  complaints  in  their 
early  stages.  No  individual  should  be 
continuously  hoarse  for  more  than  three 
weeks  without  obtaining  the  benefit  of  a 
skilled  report  on  the  condition  of  his 
larynx. 

I am  extremely  grateful  to  Sir  St.  Clair 
Thomson  for  reading  and  correcting  this 
paper  and  for  offering  many  criticisms  of 
great  value. 
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IT  is  well  within  the  memory  of  many  in 
this  audience  that  the  occurrence  of  a 
surgical  lesion  in  a diabetic  was  regarded 
as  heralding  the  approach  of  dissolution. 
At  that  time  diabetics  were  regarded  as 
extremely  bad  surgical  risks,  operations 
were  undertaken  mostly  for  emergencies, 
always  with  much  trepidation  and  ended 
only  too  frequently  in  death  from  coma 
and  acidosis.  Today  with  the  help  of 
insulin  and  modern  knowledge  concerning 
perverted  metabolism  and  the  means  for 
its  correction  not  only  emergency  surgery 
but  that  looking  toward  repair  and 
prophylaxis  is  done  with  reasonable  assur- 
ance of  success. 

As  a result  of  modern  methods,  more 
diabetics  are  reaching  adult  life  and  more 
advanced  years  and,  being  subject  to  the 
surgical  conditions  of  the  respective  age 
levels,  they  show  an  increased  percentage 
in  surgical  practice.  In  well-organized 
clinics  with  close  co-operation  between 
the  medical  and  surgical  staffs  the  mor- 
tality from  operations  on  diabetics  com- 
pares very  favorably  with  that  for  similar 
lesions  in  corresponding  age  levels  on  non- 
diabetics. That  such  has  been  made 
possible  represents  a triumph  for  modern 
medicine  but  its  accomplishment  necessi- 
tates meticulous  care  in  carrying  out  the 
various  details  of  treatment  and  in  the 
exercise  of  medical  and  surgical  judgment. 

While  diabetics  can  be  prepared  for 
surgical  procedures  certain  factors  com- 
bine to  make  them  potentially  poor  surgi- 
cal risks:  These  .are  an  increased  sus- 
ceptibility to  shock,  intolerance  to  trauma, 
cardiorenal  lesions,  lessened  recupera- 
tive and  reparative  powers,  the  ever 
present  threat  of  acidosis,  co-existant 
arteriosclerotic  changes,  depletion  and 
dehydration  from  the  effects  of  starva- 
tion, diarrhea,  and  vomiting,  and  the  dis- 


turbing effect  upon  metabolism  exerted 
by  fever  and  infection.  In  estimating 
the  surgical  risk  of  a patient  with  diabetes 
these  problems  must  be  borne  in  mind  in 
addition  to  the  immediate  surgical  condi- 
tion presented  and  further  consideration 
given  to  (1)  complications,  (2)  hazards 
peculiar  to  the  abnormal  metabolism  of 
diabetes,  (3)  the  effects  of  insulin,  and  (4) 
the  pathology  associated  with  diabetes. 
In  general,  it  is  true  that  the  higher  the 
blood  sugar,  the  graver  the  prognosis 
although  the  extent  of  hyperglycemia  is 
not  always  an  absolute  index  of  the  se- 
verity of  the  disease. 

Routine  urine  examinations  are  usually 
relied  upon  to  exclude  diabetes  before 
operations  and  while  glycosuria  is  usually 
present  in  hyperglycemia  exceptions  are 
not  infrequently  noted  in  surgical  cases: 
Certainly  the  correlation  between  the 
amount  of  sugar  in  the  urine  and  in  the 
blood  is  not  a close  one.  Hypoglycemia 
may  be  noted  in  debilitated,  emaciated 
patients  and  must  needs  be  corrected  be- 
fore operation  is  undertaken.  Acidosis 
greatly  increases  the  risk  to  the  surgical 
patient:  while  emergency  operations  can 
and  must  be  done  in  the  presence  of 
acidosis,  operations  of  choice  should  be 
deferred  until  the  urine  is  free  of  ketone 
bodies. 

The  hazards  peculiar  to  the  abnormal 
metabolism  of  the  diabetic  are  to  be 
found  in  the  increased  metabolism  of 
hyperthyroidism,  infection,  and  overfeed- 
ing and  in  the  decreased  metabolism  of  ex- 
haustion from  undernourishment.  The 
more  rapid  and  more  recent  the  exhaus- 
tion, the  graver  the  condition  of  the  pa- 
tient. The  use  of  insulin  plays  an  im- 
portant part  in  estimating  the  danger  to 
the  patient  and  the  suitability  of  the  lat- 
ter for  operation.  The  common  mode  of 
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death  of  surgical  diabetics  before  the 
introduction  of  insulin  was  acidosis  or 
coma : Today  this  is  rarely  seen,  the  cause 
of  death  being  directly  attributable  to  the 
surgical  lesion.  Insulin  prevents  or  cures 
acidosis  and  enables  the  patient  to  take  a 
fuller  diet,  promoting  increased  resistance 
and  favoring  recovery. 

The  pathology  associated  with  diabetes 
that  is  important  from  a surgical  stand- 
point is  to  be  found  in  the  arteries  of  the 
extremities,  particularly  of  the  legs. 
The  vast  majority  of  diabetics  coming  to 
operation  are  above  forty  years  of  age 
with  a high  percentage  of  these  between 
the  ages  of  fifty  and  sixty,  at  which 
period  of  life  arteriosclerosis  is  a common 
finding.  In  the  nondiabetic  the  changes 
in  the  arteries  of  the  extremities  are 
largely  found  in  the  middle  coat  consisting 
of  calcification  with  thickening  of  the 
intima  and  deposit  of  atheromatous  ma- 
terial. In  addition  to  this  typical  arterio- 
sclerosis Warren  and  Smith  have  de- 
scribed another  type  of  arterial  lesion  in 
the  diabetic  consisting  of  endothelial 
proliferation  and  fatty  deposition  in  the 
intima.  This  type  may  develop  fairly 
rapidly  or  may  be  present  for  long  periods 
before  gangrene  supervenes.  In  the 
slowly  developing  cases  of  both  types  the 
best  development  of  collateral  circulation 
was  found  while  in  some  cases  of  short 
duration  advanced  intimal  change  and 
absence  of  compensatory  collateral  circu- 
lation obtained.  Diabetic  gangrene  is 
rare  in  the  youthful  patient,  being  most 
common  after  the  age  of  fifty.  Doubt- 
less its  frequency  at  and  after  this  age  is 
associated  with  the  increased  incidence  of 
general  arteriosclerosis  at  this  age.  The 
effect  of  chronic  hyperglycemia  and  the 
disturbance  in  the  metabolism  of  fats,  par- 
ticularly the  results  of  long  continued 
hypercholesterolemia,  which  is  said  to  pro- 
mote calcification  and  obliteration  of  the 
lumina  of  the  vessels,  are  factors  which 
are  believed  by  many  to  be  of  great 
importance. 

The  preparation  of  diabetic  patients  for 
operation  will  vary  with  the  absence  or 
presence  of  infection  in  the  lesion  for  the 
relief  of  which  the  operation  is  to  be  un- 


dertaken. In  the  absence  of  infection  the 
time  element  is  not  a factor,  consequently 
the  surgical  procedure  can  be  deferred 
until  such  time  as  the  objectives  of  pre- 
paratory treatment  are  attained:  these 
are,  first,  freedom  from  acidosis  and 
glycosuria  on  a diet  providing  at  least  15 
calories  per  pound  of  body  weight  with  or 
without  the  use  of  insulin  and,  second,  the 
procurement  of  the  most  advantageous 
conditions  for  operation  both  as  regards 
the  nutrition  of  the  patient  and  protection 
from  infection.  In  the  elective  cases  that 
permit  of  such  preparation  the  results  at 
the  present  time  are  uniformly  satisfac- 
tory, the  control  of  the  diabetes  allowing 
the  case  to  pursue  its  ordinary  surgical 
course.  While  the  practice  of  starving 
patients  before  operation  has  largely  been 
discarded,  it  certainly  has  no  place  in  the 
preparation  of  the  diabetic:  adequate 
reserve  of  glycogen,  fluids,  and  salts  are 
essential  and  these  can  be  maintained 
only  by  proper  nutrition,  hence,  feedings 
should  be  continued  until  a few  hours 
before  operation.  In  the  cases  in  which 
insulin  is  employed  in  the  preparatory 
treatment,  it  should  be  discontinued 
when  the  feedings  are  discontinued:  to 
give  it  after  this  time  raises  the  danger  of 
hypoglycemia  and  of  increasing  the  sus- 
ceptibility to  shock. 

In  the  presence  of  surgical  emergencies 
nothing  is  to  be  gained  by  delay:  in  fact 
when  these  possess  infection  as  a feature, 
delay  may  be  actually  harmful.  Infec- 
tion tends  to  increase  the  sugar  content  of 
the  blood  and  to  act  as  an  inciting  cause  of 
acidosis  and  coma;  furthermore  it  limits 
the  efficacy  of  insulin,  hence  the  necessity 
for  its  control  or  elimination  without  de- 
lay. After  the  administration  subcutane- 
ously of  20  to  30  units  of  insulin  and  of 
1,000  cc.  of  saline  solution  intravenously 
the  operative  procedure  is  carried  out, 
after  which  the  further  treatment  of  the 
diabetes  is  based  on  the  blood  and  urine 
findings.  The  operation  should  be  car- 
ried out  as  expeditiously  as  is  consistent 
with  thorough  work,  accurate  hemostasis, 
and  the  minimizing  of  trauma.  It  is 
rarely  necessary  to  give  insulin  during  an 
operation : The  dehydration  resulting  from 
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the  acute  illness  should  be  combated  by 
the  administration  of  fluids,  preferably 
saline,  which  may  be  started  during  the 
operation.  The  choice  of  supplying  it 
subcutaneously  or  intravenously  will  be 
made  upon  the  condition  of  the  patient, 
particularly  the  cardiovascular  system 
since  it  is  advisable  to  avoid  placing  an 
undue  strain  on  a weakened  or  damaged 
heart.  While  intravenous  and  subcu- 
taneous administration  of  glucose  is  fre- 
quently necessary,  oral  feeding  should 
be  started  as  soon  as  the  patient’s  condi- 
tion allows  since  glucose,  given  parenter- 
ally,  escapes  the  glycogen  barrier  of  the 
liver  and  is  in  part  excreted  in  the  mine, 
rendering  urinalysis  useless  as  a gauge  of 
the  patient’s  progress. 

The  selection  of  the  anesthetic  will  de- 
pend on  the  surgical  lesion  and  its  loca- 
tion. General  anesthetics,  notably 
chloroform  and  ether,  produce  some  de- 
gree of  hyperglycemia  and  acidosis  in 
normal  persons  which  postoperative  vom- 
iting and  food  restriction  intensify.  In- 
filtration anesthesia  with  novocain  when 
the  lesion  is  accessible  to  this  method,  is 
ideal.  Spinal  anesthesia  is  satisfactory 
when  the  lesion  involves  the  pelvis  or  legs : 
some  surgeons  prefer  it  for  all  abdominal 
lesions,  while  others  feel  that  the  in- 
creased dose  demanded  for  upper  ab- 
dominal operations  makes  it  more  danger- 
ous than  inhalation  anesthesia.  Ethyl- 
ene and  nitrous  oxide  produce  but  little 
increase  in  the  blood  sugar  content  and  as 
a rule  cause  but  little  nausea,  allowing  the 
patient  to  take  and  retain  food  compara- 
tively early.  If  abdominal  relaxation  is 
essential  to  expediting  and  shortening  the 
time  of  operation  or  to  reducing  the  de- 
gree of  surgical  trauma  the  addition  of  a 
small  amount  of  ether  to  the  ethylene  or 
nitrous  oxide  will  secure  it  with  a risk  less 
than  that  entailed  by  prolonged  manipu- 
lation. The  after  care  as  well  as  the  pre- 
liminary preparation  of  the  diabetic 
should  be  entrusted  to  one  thoroughly 
conversant  with  the  management  and 
treatment  of  diabetes. 

The  successful  solution  of  the  perplex,- 
ing  problem  presented  by  the  surgical  dia7 
betic  hinges  upon  the  co-operation; of  the 


internist  and  the  surgeon,  each  of  whom 
must  be  qualified  in  this  particular  field, 
since  the  joint  knowledge  and  service  of 
both  are  essential  to  it.  The  frequency 
with  which  gallbladder  disease  is  associ- 
ated with  diabetes  has  inclined  many  to 
the  view  that  a causal  relationship  exists 
between  the  two,  the  disease  in  the  pan- 
creas being  held  secondary  to  that  in  the 
gallbladder.  The  most  frequent  age  for 
the  onset  of  diabetes  is  fifty  years  or  well 
within  the  common  age  incidence  of  gall- 
stones while  the  longer  duration  of  dia- 
betes under  the  present  regime  of  treat- 
ment allows  greater  opportunity  for  the 
development  of  gallbladder  disease  as 
well  as  increased  occasion  for  its  recogni- 
tion. Regardless  of  this  observation  the 
improvement  and,  at  times,  disappearance 
of  diabetic  symptoms  noted  following  the 
removal  of  diseased  gallbladders,  whether 
or  not  due  to  the  favorable  influence 
which  the  clearing  up  of  foci  of  infection 
in  general  exerts  upon  this  metabolic  dis- 
order, would  seem  to  justify  surgical  inter- 
vention both  as  a prophylactic  and  cura- 
tive measure. 

The  relationship  of  hyperthyroidism  to 
diabetes  presents  points  both  of  interest 
and  difficulty.  That  the  assimilation  of 
glucose  is  disturbed  in  hyperthyroidism  is 
shown  by  the  glucose  tolerance  test  and 
by  the  frequency  with  which  glycosuria  is 
noted  both  in  primary  hyperthyroidism 
and  in  adenomata  with  secondary  hyper- 
thyroidism. It  is  at  times  difficult  to  say 
whether  or  not  the  disturbed  metabolism 
represents  a true  diabetes.  Joslin  and 
Lahey  offer  a somewhat  different  stand- 
ard for  the  diagnosis  of  true  diabetes  in 
the  presence  of  hyperthyroidism  in  re- 
quiring a higher  blood  sugar  than  for  the 
standard  diabetic.  The  dietary  control 
in  such  cases  is  manifestly  trying  on  ac- 
count of  the  augmented  metabolism  due 
to  the  increase  in  thyroxin.  The  latter 
increases  the  danger  of  diabetic  acidosis 
and  renders  insulin  less  effective,  a situa- 
tion analogous  to  that  presented  by  infec- 
tion. On  a low  carbohydrate  diet  there 
is  gnt  increase  in  the  amount  of  acetone 
bodies'1  in  the  blood:  on  a high  carbo- 
hydrate diet  it'  may  not  be  possible  to 
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attain  the  objective  of  keeping  the  urine 
sugar  free  but  it  is  possible  and  important 
to  prevent  the  appearance  of  the  acetone 
bodies.  Insulin,  diet,  and  iodine  may  be 
simultaneously  employed  in  carrying  such 
patients  through  operation  after  which 
they  respond  more  readily  to  the  diabetic 
regime. 

The  group  of  diabetics  showing  the 
greatest  mortality  is  the  one  in  which 
complications  arise  as  a result  of  infec- 
tion, cellulitis,  carbuncles,  and  gangrene. 
Here,  as  elsewhere,  an  ounce  of  prevention 
is  worth  a pound  of  cure.  The  practice  in 
some  clinics  of  giving  diabetic  patients 
printed  instructions  regarding  the  hygiene 
of  their  bodies  is  a commendable  one  and 
could  well  be  extended  by  the  practicing 
physician  to  his  known  diabetic  patients. 
Scrupulous  body  cleanliness  is  of  para- 
mount importance  and  is  to  be  attained 
by  daily  bathing  with  soap  and  water, 
avoiding  too  vigorous  rubbing.  When 
the  skin  is  unduly  dry,  emollients  in  the 
shape  of  oil  or  lanoline  are  useful.  Light 
woolen  socks  or  stockings,  neither  too 
short  to  produce  pressure  nor  too  long  to 
allow  wrinkling,  should  be  worn  with  well- 
fitting  shoes.  Extremes  of  heat  and  cold 
are  to  be  avoided.  The  care  of  blisters, 
minor  skin  injuries,  corns,  bunions,  and 
ingrown  nails  should  become  the  duty  of 
the  doctor,  not  of  the  patient.  Chronic 
infections  about  the  feet,  bacterial  and 
parasitic,  should  be  searched  for  and 
treated.  The  subjective  symptoms  of 
deficient  circulation  in  the  feet  and  legs 
are  discoloration,  coldness,  numbness, 
and  pain:  regardless  of  the  presence  or 
absence  of  these  warning  symptoms,  a 
determination  of  circulatory  efficiency 
should  be  made  in  every  diabetic,  par- 
ticularly if  the  patient  has  attained  the 
age  of  fifty.  The  x-ray  is  of  value  in  re- 
vealing the  calcification  of  the  larger 
arteries  but  does  not  show  the  condition 
of  the  capillary  bed  upon  which  the  de- 
velopment of  collateral  circulation  de- 
pends. There  is  no  test,  chemical  or 
laboratory,  which  gives  an  accurate  esti- 
mate of  efficiency  of  collateral  circulation. 
This  is  to  be  determined  \ by*  cfiificgl  ex- 
amination of  the  a,rtoria!  pulsation,  the 


color,  the  temperature,  and  the  reaction 
to  various  positions  of  the  affected  leg. 
Arterial  pulsation  may  be  absent  in  a foot 
in  which  collateral  circulation  adequately 
compensates  for  it.  Such  a foot,  how- 
ever, lives  under  a continual  threat  of 
disaster.  In  the  light  of  the  knowledge 
that  practically  all  diabetics  at  or  above 
fifty  show  some  change  in  the  peripheral 
arteries  it  would  seem  advisable  to  at- 
tempt by  exercises  similar  to  those  of 
Buerger  or  by  passive  mechanical  means 
to  stimulate  collateral  circulation  before 
the  advent  of  complications. 

Gangrene  complicating  diabetes  occurs 
clinically  in  three  groups,  one  in  which  the 
condition  is  primarily  due  to  deficient 
circulation,  one  in  which  the  condition  is 
primarily  due  to  infection,  and  one  in 
which  a spreading  infection  is  engrafted 
or  superimposed  upon  deficient  circula- 
tion. Three  types  of  gangrene  are  ob- 
served, the  arteriosclerotic,  the  embolic, 
and  what  may  be  termed  diabetic  gan- 
grene. The  arteriosclerotic  is  similar  to 
the  senile  gangrene  of  nondiabetic  pa- 
tients. 

The  embolic  or  thrombotic  results  from 
an  embolus  or  occluding  thrombus  due 
to  an  acute  infection.  In  the  so-called 
diabetic  gangrene,  arterial  occlusion  has 
occurred  slowly  and  adequate  circula- 
tion has  developed : A minor  injury  pro- 
vides the  wound  of  entry  for  infection,  the 
resultant  swelling  shutting  off  so  much 
of  the  blood  supply  as  to  cause  gangrene. 
The  deficient  circulation  is  inadequate  to 
a localization  of  the  infection,  its  spread 
occurring  along  the  cellular  planes,  veins, 
and  lymphatics.  In  this  group  septicemia 
frequently  occurs  with  high  mortality. 
With  the  exception  of  the  embolic  or 
thrombotic  type  arteriosclerosis  of  both 
common  and  distinctive  character  forms 
the  background  of  all  diabetic  gangrene. 
Aside  from  producing  arteriosclerosis, 
diabetes  prepares  the  soil  for  gangrene  by 
its  influence  on  the  nutrition  and  me- 
tabolism of  the  tissues,  the  actual  precipi- 
tation being  due  often  to  what  might  seem 
,qn  inconsequential  trauma.  The  treat- 
ment will  depend  upon  its  extent,  dis- 
abling ^paip,  determination  of  collateral 
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circulation,  and  the  pressure  and  degree  of 
infection. 

Time  does  not  permit  of  a detailed  dis- 
cussion of  the  factors  influencing  choice 
of  operation  but  they  may  be  generalized 
as  follows:  (1)  incision  and  drainage  is 
rarely  indicated  alone  but  may  be  com- 
bined with  amputation  of  a toe  in  cases  in 
which  collateral  circulation  is  sufficient  to 
localize  the  infection  to  the  region  of  the 
toe;  (2)  amputation  of  gangrenous  toes 
may  be  undertaken:  (a)  when  there  is  a 
good  pulsation  in  the  dorsalis  pedis  artery; 
(b)  when  the  gangrene  is  fairly  well  de- 
marcated in  the  absence  of  pulsation  in 
the  dorsalis  pedis  artery  providing  the 
foot  is  warm  and  of  good  color  especially 
when  dependent;  (c)  when  the  diabetes  is 
mild,  the  pain  in  foot  is  negligible  and  the 
gangrene  and  accompanying  infection 
remain  localized.  Major  amputations 
are  indicated  in  cases  presenting:  (1) 
definite  gangrene  of  one  or  more  toes  in 
the  absence  of  a dorsalis  pedis  pulse  pro- 
vided the  foot  or  a part  of  the  foot  is  cold 
and  of  poor  color  or  provided  there  is  a 
definite  point  of  temperature  change  in 
the  lower  leg;  (2)  beginning  gangrene 
with  spreading  infection  involving  the 
deeper  structures  of  the  foot;  (3)  defi- 
cient blood  supply  without  actual  gan- 
grene in  which  pain  is  not  relieved  by 
conservative  measures;  (4)  a viable  foot 
as  far  as  circulation  is  concerned  but  in 
which  prolonged  sepsis  endangers  life  be- 
cause of  diabetes  or  complicating  condi- 
tions. One  may  be  pardoned  for  reiterat- 
ing the  statement  as  to  the  importance  of 
mutual  understanding  and  close  co- 
operation of  surgeon  and  internist  in  the 
treatment  of  surgical  diabetics  since  such 
is  probably  the  most  important  single 
factor  in  the  successful  management  of 
diabetic  gangrene. 

Carbuncles  in  nondiabetics  usually 
are  present  as  localized  areas  of  infection : 
when  death  follows  it  is  due  to  septi- 
cemia, metastatic  abscesses  and  exhaus- 
tion. Localization  of  the  infection  de- 
pends upon  the  vitality  and  resistance  of 
the  patient.  The  relation  between  dia- 
betes and  infection  is  such  that  these  pro- 
tective qualities  are  deficient  in  the  dia- 


betic with  the  result  that  localization  is 
absent  or  imperfect,  large  areas  becoming 
involved  in  the  septic  process,  from  which 
the  absorption  of  huge  amounts  of  toxins 
augment  the  diabetic  disorder  with  a 
breakdown  of  the  patient’s  local  and 
general  resistance.  Early  and  efficient 
treatment  are  imperative,  this  implies: 
(a)  rational  treatment  of  diabetes,  (b)  the 
proper  use  of  heat  to  hasten  localization, 
(c)  operation  properly  done.  Operation 
is  indicated  as  soon  as  the  central  portion 
of  the  lesion  has  softened.  We  employ  a 
crucial  incision,  each  limb  of  which  ex- 
tends to  the  margin  of  the  infiltration. 
The  skin  flaps  are  undermined  and  the 
tissue  showing  purulent  infiltration  is  ex- 
cised. The  remaining  cavity  is  charred 
with  the  actual  cautery,  the  point  of 
which  is  thrust  well  out  into  the  surround- 
ing indurated  tissue  until  its  margin  is 
reached.  The  resulting  wound  is  packed 
with  vaseline  gauze  and  changed  as 
needed  for  cleanliness.  When  the  result- 
ing defect  is  unusually  large,  pinch  grafts 
are  employed  to  facilitate  healing  when 
the  granulations  have  become  healthy. 
We  have  not  employed  vaccines,  autoge- 
nous blood  injections,  methenamin,  or  x- 
ray  therapy  in  the  treatment  of  diabetic 
carbuncles  and  believe  that  if  used  at  all, 
such  usage  should  be  in  conjunction  with 
the  above  outlined  treatment. 


The  writer  desires  to  acknowledge  his 
indebtedness  to  the  authors  whose  arti- 
cles are  listed  in  the  bibliography  and  in 
particular  to  Drs.  McKittrick  and  Root 
from  whose  book,  Diabetic  Surgery,  he 
has  liberally  and  literally  quoted. 
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DIET  AND  DENTAL  CARIES 


Russell  W.  Bunting,  D.D.S.,  The  School  of  Dentistry,  University  of  Michigan 


As  we  review  the  various  pathologic 
conditions  which  commonly  occur  in 
the  oral  field,  the  treatment  of  which  is 
specifically  within  the  province  of  dental 
practice,  we  realize  that  of  them  all  den- 
tal caries  is  the  most  important.  If  dental 
caries  were  a malignant  disease  terminat- 
ing in  the  death  of  the  individual,  practi- 
cally the  entire  population  of  the  civilized 
world  would  long  since  have  been  wiped 
out.  All  that  would  remain  would  be 
about  5 per  cent  of  civilized  mankind,  who 
seemingly  are  immune  to  the  disease,  and 
the  inhabitants  of  uncivilized  countries 
who  notably  are  free  from  it.  This 
scourge  of  mankind  is  not  malignant.  It 
does  not  kill  but  it  does  cripple  and  in- 
capacitate a large  proportion  of  people. 
Its  effects  are  not  confined  to  the  teeth 
themselves  but  may  also  produce  serious 
disturbances  of  the  general  health.  It 
constitutes  the  almost  sole  avenue  by 
which  pathogenic  bacteria  may  enter  the 
tooth  and  pass  through  the  pulp  canal  to 
invade  the  periapical  tissue,  thereby  giv- 
ing rise  to  foci  of  infection  at  that  point. 
These  root-end  foci  resulting  from  caries 
invasion  undoubtedly  are  the  most  signifi- 
cant sources  of  systemic  infection  from  the 
oral  field.  Concerning  them  Dr.  John 
A.  Kolmer,  professor  of  Medicine  in 
Temple  University,  in  discussing  the 
causes  of  disease  recently  made  this  state- 
ment: “Without  doubt,  the  systemic  dis- 
eases that  may  arise,  secondarily,  from 
primary  foci  of  infection  about  the  tooth 
and  gingivaetake  first  place  in  importance. 

. . . Suffice  it  to  say  that  at  least  the 
majority  of  physicians  and  dentists  be- 
lieve such  foci  to  be  responsible  for  dis- 
ease in  many  other  parts  of  the  body, 
without  inferring  that  the  latter  are  always 
and  solely  due  to  focal  infection.” 

The  late  Sir  William  Osier  also  made 
this  significant  statement:  “There  is  not 
one  single  thing  in  preventive  medicine 


that  equals  mouth  health  and  the  preserva- 
tion of  the  teeth.” 

If  dental  caries  could  be  prevented  or 
adequately  controlled,  the  most  signifi- 
cant forms  of  dental  foci  of  infection 
would  be  prevented  and  the  problems  of 
medicine  and  dentistry  relating  to  those 
forms  of  arthritis,  nephritis,  cardiovascu- 
lar diseases,  and  diseases  of  the  gastro- 
intestinal tract  which  so  often  arise  from 
such  foci  would  be  wholly  eliminated. 
The  significance,  therefore,  of  the  study 
of  dental  caries  and  the  means  of  its  pre- 
vention cannot  be  overestimated. 

So  many  contradictory  statements 
have  been  made  regarding  the  nature  of 
this  dental  disease  and  the  means  of  its 
control  that  the  present  state  of  confusion 
of  thought  and  uncertainty  is  quite  under- 
standable. It  is  apparent  that  many  or 
all  of  the  theories  advanced  have  been 
wrong  and  serve  only  to  add  to  the  con- 
fusion. In  order  that  we  may  have  a 
clear  understanding  of  the  basic  principles 
involved,  we  must  realize  that  dental 
caries  is  wholly  unlike  other  pathologic 
processes.  In  no  other  part  of  the  body 
are  exposed  calcic  structures  decalcified  by 
extraneous  acids.  It  is  a unique  disease 
which  does  not  follow  the  usual  course 
of  inflammatory  reaction  and  tissue  de- 
fense that  are  manifested  by  other  dis- 
eases. The  tooth  plays  an  almost  passive 
role  in  the  process.  Dental  caries  is  in 
reality  an  injury,  a progressive  destruc- 
tion of  the  tooth  with  the  formation  of 
cavity-like  lesions  which  involve  first  the 
enamel  and  later  the  dentin.  This  de- 
struction of  dental  tissues  is  not  general 
but  distinctly  localized  to  those  surfaces 
of  the  tooth  where  stagnation  of  the  en- 
vironmental fluids  is  favored.  It  never 
occurs  on  a continuously  clean  tooth  sur- 
face. The  active  destructive  principle 
is  unquestionably  some  form  of  organic 
acid.  These  acids  are  not  resident  in  the 
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saliva  but  are  formed  on  the  tooth  itself 
by  the  products  of  localized  fermentation 
of  carbohydrate  food  debris.  There  are 
many  types  of  acidogenic  bacteria  in  the 
saliva  capable  of  breaking  down  carbo- 
hydrates to  lactic  acid  but  there  are  only 
a few  that  are  also  sufficiently  aciduric 
to  live  in  their  acid  products.  Of  these 
the  most  prominent  is  the  oral  L.  aci- 
dophilus. 

This  organism  has  such  a high  correla- 
tion with  the  activity  of  dental  caries  that 
it  may  well  be  regarded  as  the  specific 
bacterial  factor.  It  is  always  present  in 
the  salivas  of  individuals  having  active 
caries,  often  in  extremely  high  counts, 
and  is  consistently  absent  or  extremely 
low  in  numbers  when  caries  is  inactive. 
The  degree  of  such  correlation  is  approxi- 
mately 90  per  cent.  So  close  is  this  re- 
lationship that  the  L.  acidophilus  counts 
are  now  being  used  as  a dental  caries  index 
with  a very  high  degree  of  accuracy. 

The  activity  of  dental  caries  is  variable. 
It  occurs  most  commonly  among  civilized 
people.  Many  primitive  races  living  on 
native  foods  are  practically  free  from  the 
disease.  That  immunity  to  the  disease  is 
not  a racial  characteristic  is  indicated  by 
the  fact  that  when  such  native  tribes 
migrate  into  so-called  civilized  areas  and 
adopt  the  diet  of  modern  man,  their  teeth 
begin  to  decay  with  alarming  rapidity. 

Dental  caries  varies  with  age.  It  is 
most  common  during  childhood  and  de- 
creases in  activity  after  the  age  of  twenty. 
Dental  caries  is  not  determined  by  the 
hardness  or  softness  of  the  teeth.  The 
strongest  teeth  cannot  successfully  with- 
stand the  acids  of  caries  if  continually 
subjected  to  them,  and  soft  teeth  never 
decay  solely  because  they  are  poorly 
formed.  Many  hypoplastic  and  imperfect 
teeth  remain  free  from  caries  throughout 
the  life  of  the  individual.  The  structure  of 
the  tooth  may  have  a relative  effect  on  the 
process  in  that  it  may  impede  or  ac- 
celerate the  rate  of  caries,  but  it  does  not 
determine  the  occurrence  of  the  disease. 

Dental  caries  is  not  determined  by  the 
degree  of  cleanliness  of  the  mouth.  In 
the  human  mouth  cleanliness  is  never 
absolute  but  relative  only.  As  a rule,  the 


cleaner  the  teeth  the  less  active  caries  will 
be,  but  filth  alone  will  not  induce  the  dis- 
ease. The  presence  of  an  aciduric  bac- 
terial flora  is  necessary  to  the  process. 

Dental  caries  is  definitely  controlled  by 
certain  unknown  inherent  characteristics 
of  the  individual.  A small  percentage  of 
people  are  apparently  immune  to  the  dis- 
ease. In  them  L.  acidophilus  is  seldom 
found  in  the  saliva  and  if  implanted  therein 
it  soon  disappears.  As  yet  no  immuno- 
logic principle  antagonistic  to  the  organ- 
ism has  been  found  in  the  saliva,  but 
Philip  Jay  of  Michigan  has  demonstrated 
in  the  blood  of  caries  immunes  a high 
agglutinin  titer  against  it.  This  titer  is 
low  or  absent  in  the  caries  susceptible 
individuals.  Skin  reactions  to  acido- 
philus filtrates  have  also  been  demon- 
strated in  caries  susceptibles.  The  great 
majority  of  people  are  more  or  less  subject 
to  the  disease,  especially  during  child- 
hood. In  them  L.  acidophilus  grows  in 
the  saliva  with  varying  degrees  of  activ- 
ity somewhat  proportional  to  caries  acti- 
vity. 

The  activity  of  dental  caries  is  not 
associated  with  either  a low  calcium  or  low 
phosphorus  intake  or  with  deficiencies  of 
these  substances  in  either  the  blood  or  the 
saliva.  Immunity  to  caries  is  not  associ- 
ated with  consistently  higher  blood  or 
salivary  calcium  and  phosphorus  values. 
The  feeding  of  these  inorganic  salts  for 
the  prevention  of  dental  decay  is  there- 
fore wholly  unsupported  by  the  bio- 
chemical findings. 

The  opinion  has  been  held  by  many 
that  decay  of  the  teeth  is  a localized  evi- 
dence of  dietary  inadequacy  and  nutri- 
tional unbalance.  A variety  of  hypothe- 
ses have  been  advanced  in  which  cer- 
tain food  factors  have  been  considered  to 
be  most  important  in  this  regard:  avita- 
minosis, especially  vitamins  D and  C, 
low  calcium  and  phosphorus,  and  low 
alkalinity  have  each  been  advanced  as 
most  responsible  for  dental  disease.  It  is 
claimed  that  by  the  feeding  of  any  one 
or  combinations  of  these  food  factors  the 
teeth  may  be  protected  against  caries. 

Many  feeding  experiments  have  been 
conducted  in  which  children  have  been 
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fed  food  concentrates  in  which  one  or  the 
other  of  the  so-called  protective  foods 
have  been  accentuated  and  variable  de- 
grees of  dental  caries  reduction  have  been 
reported.  At  Michigan  we  have  fed 
viosterol,  calcium  and  phosphorus,  and 
vitamin  C to  children  under  carefully 
controlled  conditions,  but  we  were  unable 
to  discern  any  appreciable  reduction  of 
caries.  Furthermore,  the  salivary  Lacto- 
bacillus counts,  instead  of  dropping  as  a 
result  of  such  feeding  measures,  increased 
at  first  and  then  receded  to  their  former 
levels. 

For  the  most  part,  the  objective  of  such 
feeding  programs  is  the  increasing  of  the 
resistance  of  the  teeth  against  dental 
caries.  This  hypothesis  is  untenable. 
Dental  caries  is  not  determined  by  the 
strength  or  resistance  of  the  tooth  itself. 
Furthermore,  we  frequently  see  children 
who  have  been  raised  on  the  most  ade- 
quate and  well-balanced  diets  who  have 
from  earliest  infancy  had  all  the  protective 
foods  which  could  be  recommended  by 
pediatricians  and  yet  their  teeth  have 
suffered  from  extensive  caries.  Con- 
versely, many  children  who  have  been  mal- 
nourished throughout  life  may  have  little 
or  no  decay  of  the  teeth.  In  our  experi- 
mentations we  have  observed  an  almost 
complete  arrest  of  dental  caries  in  a group 
of  over  300  children  who  have  been  raised 
on  inadequate  diets  which  were  low  in  all 
the  vitamins,  low  in  calcium  and  phos- 
phorus, and  low  in  calories.  Certainly, 
for  them  the  control  of  dental  disease 
could  not  be  attributed  to  the  protective 
effect  of  any  of  these  substances.  It  is 
because  of  these  facts  that  we  have  been 
unable  to  accept  the  dictum  that  dental 
caries  is  a deficiency  disease  or  that  the 
provision  of  an  adequate  nutrition  will 
necessarily  insure  a freedom  from  that 
disease.  Unquestionably,  during  the  de- 
velopmental period  at  least,  the  provision 
of  adequate  amounts  of  inorganic  salts 
and  activators  of  inorganic  salt  metabo- 
lism such  as  sunlight,  viosterol,  and 
cod-liver  oil  is  highly  important  for  the 
formation  of  good  bones  and  teeth,  but 
there  is  no  adequate  evidence  that  the 
provision  of  any  or  all  of  these  principles 
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is  of  any  practical  value  in  the  prevention 
of  dental  caries. 

Although  the  Michigan  group  were  un- 
able to  obtain  any  appreciable  control  of 
dental  disease  by  the  addition  of  minerals 
and  vitamins  to  the  diet,  they  have  ob- 
tained striking  and  highly  gratifying  re- 
sults by  the  elimination  of  sugar  and 
starch  from  the  daily  dietary  intake.  In 
this  manner  the  Lactobacillus  count  may 
be  promptly  lowered  and  dental  caries 
may  be  definitely  arrested  in  a great 
majority  of  cases.  In  some  the  with- 
holding of  sugar  alone  will  suffice,  but 
in  others  it  is  necessary  also  to  reduce  the 
starch.  As  previously  mentioned,  we 
have  observed  over  a period  of  several 
years  a group  of  approximately  300 
children  in  an  institution  where  the  feed- 
ing is  closely  supervised.  These  children 
have  received  a diet  that  was  nutritionally 
unsatisfactory  and  did  not  contain  ade- 
quate amounts  of  the  protective  food  fac- 
tors. Although  the  total  diet  was  nearly 
50  per  cent  starch,  practically  all  free 
sugar  was  eliminated.  No  sugar  was 
allowed  on  cereals  or  in  beverages  and 
only  a minimum  amount  was  used  in 
cooking  to  make  foods  palatable.  All 
forms  of  candy  and  sweetened  desserts 
were  prohibited.  It  was  found  that  the 
children  so  fed  were  in  good  physical 
condition  with  but  slight  evidences  of 
undernutrition  and  that  80  to  90  per  cent 
of  them  were  practically  free  from  oral 
acidophilus  and  dental  caries.  These 
figures  are  much  higher  than  any  other 
human  experimentation  in  caries  control 
thus  far  reported.  A small  number,  prob- 
ably those  who  were  highly  susceptible, 
continued  to  have  a moderate  growth  of  L. 
acidophilus  and  occasional  dental  caries. 
The  great  majority  showed  every  evidence 
of  an  arrest  of  dental  disease. 

When  candy  and  free  sugar  were  fed  to 
a group  of  these  children  the  salivary 
acidophilus  was  immediately  excited  to  a 
high  degree  of  activity  and  after  a period 
of  several  months  new  dental  caries  ap- 
peared. In  a few  individuals  who  were 
definitely  caries-free,  the  acidophilus 
counts  remained  low  in  spite  of  the  in- 
creased carbohydrate  intake.  In  them 
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dental  caries  did  not  occur.  These  same 
observations  have  been  made  on  children 
in  other  institutions  and  in  private  homes. 

From  these  and  other  evidences  which 
we  have  elsewhere  reported  we  are  led  to 
the  conviction  that  the  most  important 
etiologic  factor  of  dental  caries  is  the 
presence  in  the  mouth  of  specific  types  of 
acid-producing  bacteria  which  determine 
its  occurrence  irrespective  of  all  other 
factors.  It  is  true  that  cleanliness,  hard- 
ness of  teeth,  the  physical  qualities  of  the 
diet,  and  certain  other  considerations  may 
determine  the  rate  and  extent  of  the  dis- 
ease, but  the  initial  onset  and  the  prog- 
ress of  the  disease  are  determined  most 
of  all  by  the  degree  of  activity  of  the  oral 
bacterial  factors  without  which  dental 
caries  apparently  cannot  occur.  Further- 
more, in  the  control  of  dental  caries  we 
have  as  yet  found  but  one  method  of  re- 
ducing the  specific  oral  bacteria,  namely, 
the  reduction  of  sugars  and  starches  in  the 
diet. 

We  recognize  the  definite  limita- 
tions of  this  procedure  in  any  wide- 
spread control  of  the  disease.  Although 
the  elimination  of  sugar  alone  from  the 
diet  will  in  a large  majority  of  cases 
greatly  reduce  or  entirely  arrest  caries, 
it  has  but  a limited  usefulness  as  a pre- 
ventive measure.  When  we  realize  the 
extent  to  which  sugar  has  been  incorpo- 
rated into  the  daily  dietary  habits  of 
civilized  man,  we  must  admit  that  the 
possibility  of  any  national  movement  to 
forego  the  use  of  sugar  and  candy  is  quite 
remote.  During  the  past  year  there  has 
been  a substantial  increase  in  sugar  con- 
sumption in  this  country  and  it  is  reported 
that  over  two  billion  pounds  of  candy 
have  been  sold  to  the  American  people. 


Even  the  fear  of  dental  caries  will  not 
combat  an  enterprise  of  such  magnitude 
as  this. 

That  such  a high  sugar  consumption 
is  not  necessary  to  life  and  health  is 
indicated  by  the  fact  that  our  forefathers 
who  pioneered  the  land  in  which  we  live 
were  raised  on  an  annual  consumption  of 
a paltry  twelve  pounds  of  sugar  per  capita. 

For  those  individuals  who  are  deeply 
concerned  over  the  rapid  destruction  of 
their  teeth  by  caries  and  who  are  willing 
to  forego  the  eating  of  sugars  and  highly 
fermentable  starches,  one  tangible  means 
of  relief  is  offered.  At  Michigan  a caries- 
control  clinic  is  now  in  operation  where 
patients  are  advised,  under  the  direction 
of  their  physician,  to  reduce  their  sugar 
and  starch  intake  and  the  effectiveness  of 
such  procedures  is  determined  by  bacterial 
counts  of  oral  acidophilus.  This  pro- 
cedure has  been  very  effective  when  pa- 
tients have  co-operated  in  carrying  out  the 
dietary  prescriptions.  This  service  has 
even  been  extended  to  those  at  some  dis- 
tance from  Ann  Arbor  by  the  examina- 
tion of  salivary  samples  sent  to  the  labora- 
tory by  air  mail.  Those  who  wish  to 
avail  themselves  of  this  aid  to  caries  pre- 
vention may  do  so  by  writing  the  School 
of  Dentistry,  University  of  Michigan. 

W e sincerely  hope  and  expect  that 
through  further  study  and  experimenta- 
tion some  other  more  practical  method 
may  be  found  by  which  L.  acidophilus 
overgrowths  can  be  reduced  or  eliminated 
from  the  mouth  without  such  drastic 
dietary  restrictions.  In  our  opinion  the 
greatest  hope  of  caries  control  lies  in  the 
development  of  some  more  practicable 
means  of  limiting  the  growth  of  the  spe- 
cific organisms  in  the  mouth. 


THE  END  OF  A DREAM 

Last  vestiges  of  the  Federal  resettlement  ad- 
ministration’s experiment  with  co-operative 
health  groups  in  Los  Angeles  County  have  dis- 
appeared into  thin  air,  according  to  the  Los  An- 
geles papers.  Two  starts  with  two  different 
groups  have  been  made  since  1936,  with  persons 
who  had  borrowed  money  from  the  AAA  privi- 


leged to  pay  $2  a month  for  group  medical  care. 
The  $2  monthly  was  to  be  paid  by  the  Govern- 
ment, and  later  repaid  by  the  beneficiary  along 
with  his  original  loan.  Private  concerns  were 
to  provide  the  medical  aid,  but  insufficient  re- 
muneration brought  about  dissolution  of  the 
health  groups  and  apparently,  the  whole  idea. 


TYPE  III  PNEUMOCOCCUS  PNEUMONIA 

The  Effect  of  Para-Aminobenzenesulphonamido  Pyridine  in  Treatment 

Edgar  A.  Lawrence,  M.D.,  New  York  City 


Since  the  introduction  of  M & B 693, 
para  - (aminobenzenesulphonamido) 
pyridine  by  Whitby,1  there  have  been  a 
number  of  reports  concerning  its  effect 
both  clinically  and  in  vitro.  Fleming2 
has  described  its  antibacterial  action  in 
vitro  and  points  out  that  probably  the 
best  results  would  be  obtained  in  the 
presence  of  immunized  blood.  Telling 
and  Oliver3  point  out  that  the  effect  of 
the  drug  in  the  human  is  to  cause  a de- 
capsulation of  the  pneumococci  and  thus 
loss  of  type  specificity.  They  were  able 
to  restore  type  specificity  by  repeated 
mouse  passage. 

In  reporting  the  two  following  cases, 
we  are  attempting  to  show  both  the  clini- 
cal and  bacteriological  effects  of  M & B 
693,  and  also  to  demonstrate  that  the 
type  specificity  of  the  pneumococcus  is 
lost  prior  to  its  decapsulation.  Sputa 
were  examined  at  intervals  during  the 
administration  of  the  drug  and  the  fol- 
lowing procedures  on  each  specimen  were 
carried  out: 

1.  Quellung  reaction  with  the  fresh 
specimen  of  sputum. 

2.  Direct  smears  and  culture  of  fresh 
sputum  on  artificial  media. 

3.  Mouse  inoculation. 

4.  Quellung  reaction  with  the  mouse’s 
peritoneal  exudate. 

5.  Repeated  mouse  passage  to  deter- 
mine the  effects  on  the  organism. 

Case  Reports 

Case  1.  A white  male,  aged  78,  was 
first  seen  on  October  23,  1938,  complain- 
ing of  an  acute  coryza.  His  past  history 
was  essentially  negative  save  for  an  attack 
of  Type  III  pneumococcus  pneumonia  in 
1935,  involving  both  the  left  upper  and 
lower  lobes,  from  which  he  made  a slow 
but  uneventful  recovery.  Since  that  time 


he  has  shown  pneumococcus  Type  III  on 
several  occasions  both  in  the  sputum  and 
in  the  throat.  He  has  always  been  a 
moderate  drinker  of  alcohol. 

The  present  illness  started  with  an 
acute  upper  respiratory  infection  which 


finally,  on  October  25,  1938,  led  to  in- 
volvement of  the  left  lower  lobe,  with 
rusty  and,  at  times,  bloody  sputum, 
fever  of  102.2°  F.,  rapid  shallow  respira- 
tions, and  a pulse  rate  of  96. 

On  physical  examination,  he  was 
acutely  ill.  Signs  were  entirely  localized 
in  the  left  lower  lobe  where  there  was 
suppression  of  breath  sounds  and  many 
fine  moist  r&les.  The  diagnosis  of  lobar 
pneumonia  was  made  and  confirmed  by 
a portable  x-ray  which  showed  mottling 
and  early  consolidation  of  the  affected 
lobe.  The  urine  was  negative  and  there 
was  a relative  leukopenia  of  5,300. 
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The  sputum  was  tenacious,  frankly 
bloody,  and  yielded  pneumococcus  Type 
III  by  the  Quellung  reaction  and  also  by 
mouse  inoculation.  The  organisms  were 
present  in  large  numbers,  and  culture  on 
blood  agar,  a pure  growth  of  Type  III 
pneumococcus  was  obtained  in  20  hours. 
M & B 693  was  started  on  the  second  day 
of  the  pneumonia;  the  patient  received 
1 gram  (grains  XV)  of  M & B 693  every 
four  hours  until  a total  dose  of  19  grams 
had  been  given.  He  received  no  other 
medication  other  than  codeine  grain  l/\  to 
allay  the  persistent  cough. 

The  clinical  course  of  the  patient  was 
dramatic.  After  4 grams  of  M & B 693 
had  been  given,  the  temperature  dropped 
from  102.2°  F.  to  normal  by  crisis,  the 
pulse  returned  to  normal  levels,  the 
respirations  which  had  been  as  high  as 
40  per  minute  returned  more  slowly  to 
normal  and  the  patient  was  entirely  com- 
fortable. There  was  no  further  elevation 
of  the  temperature  and  the  recovery  was 
uneventful.  The  only  untoward  results 
noted  from  the  administration  of  M & B 
693  was  a slight  cyanosis,  nausea,  and 
hiccough  after  12  grams  had  been  given. 
The  nausea  abated  with  continuance  of 
the  drug  but  the  hiccough  continued. 
Within  24  hours  of  cessation  of  the  drug, 
the  hiccough  and  cyanosis  had  entirely 
cleared  up. 

After  4 grams  of  the  drug  had  been 
administered,  the  sputum,  which  was 
now  rusty,  was  re-examined  by  the 
Quellung  method.  Though  the  organ- 
isms were  still  present  in  abundance, 
there  was  no  Quellung  reaction  with  any 
of  the  diagnostic  sera.  The  capsules 
were  present.  On  blood  agar,  after  an 
incubation  of  48  horns,  one  colony  of 
pneumococcus  was  found,  which  on  sub- 
culture in  blood  broth  still  failed  to  reveal 
a positive  Quellung  reaction  in  any  of 
the  diagnostic  sera.  The  capsules  were, 
however,  demonstrable  by  a Hiss  capsule 
stain. 

After  9 grams  of  M & B 693  had  been 
administered,  the  sputum  was  less  rusty 
and  fewer  organisms  were  seen.  The 
capsule  now  was  not  demonstrable,  the 
organisms  were  pleomorphic  and  the 


Quellung  reaction  was,  therefore,  entirely 
negative.  There  was  no  growth  on  any 
artificial  media  but  on  mouse  inoculation, 
death  was  produced  in  40  hours.  A posi- 
tive culture  of  pneumococcus  was  ob- 
tained from  the  mouse’s  peritoneum, 
heart,  and  brain.  The  colonies  were  of 
the  dew  drop  variety  and  typical  of 
pneumococcus  Type  III;  however,  though 
a capsule  was  demonstrable,  no  Quellung 
reaction  was  obtained.  0.2  cc.  of  the 
peritoneal  exudate  was  injected  into  a 
second  mouse,  death  occurring  in  9 hours. 
However,  the  Quellung  was  still  negative. 
With  subsequent  subinoculation,  the  or- 
ganisms from  the  third  mouse  showed  an 
occasional  positive  Quellung  with  type 
specific  antipneumococcus  Type  III 
serum.  Mouse  4,  which  died  in  10  hours, 
revealed  organisms  that  were  practically 
all  positive  by  the  Quellung  reaction  with 
diagnostic  Type  III  antiserum. 

After  19  grams  of  the  drug  had  been 
administered,  the  sputum  was  thin  and 
watery  with  only  an  occasional  purulent 
fleck.  Only  an  occasional  organism  was 
demonstrable.  On  blood  agar  no  growth 
of  pneumococci  occurred.  The  virulence 
of  the  organism  was  apparently  so  low 
that  on  mouse  inoculation  no  death 
occurred.  The  first  mouse  was  killed 
and  the  peritoneal  exudate  was  injected 
into  a second  mouse  that  showed  appar- 
ently no  ill-effects  whatsoever. 

Case  2.*  A white  male,  aged  65,  was 
seen  on  October  26,  1938,  by  his  private 
physician  complaining  of  feeling  chilly 
and  uncomfortable.  His  past  history 
revealed  chronic  bronchial  asthma  and  a 
long-standing  hypertension  (B.P.  180/70) 
complicated  by  intermittent  attacks  of 
auricular  fibrillation.  He  was  an  in- 
veterate smoker  and  addicted  to  alcohol 
in  large  quantities.  The  onset  of  the 
present  illness  was  hard  to  determine  but 
apparently  he  noticed  extreme  dyspnea 
during  one  of  his  usual  asthmatic  attacks 
that  failed  to  subside. 

On  physical  examination,  he  was 
acutely  ill,  cyanosis  was  mild  but  definite, 

* I am  indebted  to  Dr.  Leo  Price  for  allowing 
me  permission  to  report  this  case  that  was  seen  by 
me  in  consultation. 
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the  breathing  was  shallow  and  rapid. 
Auricular  fibrillation  was  found  to  be 
present.  Apart  from  the  loud  moist 
r&les  and  rhonci  all  over  the  chest,  signs 
were  localized  over  the  left  lower  lobe 
where  there  was  dullness  and  many  fine 
crepitant  rdles.  A diagnosis  of  lobar 
pneumonia  was  made.  The  sputum  re- 
vealed a Type  III  pneumococcus  and  it 
was  decided  to  administer  both  M & B 


693  and  Type  III  Antipneumococcus 
Rabbit  Serum.  The  skin  and  ophthalmic 
tests  were  negative  and  there  was  no 
demonstrable  sensitivity  by  the  intra- 
venous test.  However,  after  only  1.0  cc. 
of  the  rabbit  serum  had  been  adminis- 
tered, marked  urticarial  wheals  appeared 
and  a short  time  later  profound  dyspnea, 
substernal  pain,  and  urinary  urgency  were 
noted  in  spite  of  repeated  injections  of 
adrenalin.  It  was  thought  advisable  to 
discontinue  serum  therapy.  M & B 693 
was  given  in  an  initial  dose  of  2 grams 
(grains  XXX)  and  1 gram  (grains  XV) 
every  four  hours  until  a total  dose  of  25 
grams  had  been  administered.  Oxygen 
was  used  for  some  12  hours  early  in  the 
disease  to  combat  the  cyanosis. 

The  pulse  during  the  first  day  of  the 
disease  ranged  between  118  and  140,  the 


temperature  remained  constantly  between 
102.2°  F.  and  103°  F.  and  the  respirations 
between  30  and  36.  M & B 693  was 
started  late  in  the  first  day  of  the  disease. 
Crisis  occurred  after  10  grams  of  M & B 
693  had  been  given  and  the  temperature 
on  the  third  day  of  the  disease  was  97°  F., 
pulse  88,  and  respirations  22.  The  tem- 
perature continued  to  be  flat,  the  pulse 
slowly  dropped  to  72  and  the  respirations 
to  19.  Convalescence  was  uneventful. 
Digitalis  was  given  in  view  of  the  fibril- 
lation but  no  other  drug  was  used  in  con- 
junction with  the  M & B 693.  Only 
slight  nausea  was  observed  during  the 
administration  of  the  drug. 

A similar  study  was  done  with  the 
sputum  as  in  Case  No.  1.  The  sputum 
was  rusty  and  large  numbers  of  Type  III 
organisms  were  found  by  the  Quellung 
reaction.  It  is  interesting  to  note  that 
after  3 grams  of  M & B 693  had  been 
given,  the  Quellung  reaction  was  still 
positive  and  the  temperature  remained 
high.  After  10  grams  had  been  given, 
crisis  occurred  and  it  was  found  that  the 
Quellung  had  now  become  negative  for 
any  type.  Following  the  loss  of  type 
specificity,  the  capsule  disappeared  in 
subsequent  specimens  and  was  restored 
first  by  repeated  mouse  passage  and 
followed  by  the  re-establishment  of  the 
type  specificity  in  precisely  the  same 
manner  as  in  Case  1. 

Comment 

The  use  of  M & B 693  in  the  treatment 
of  these  two  cases  of  Type  III  pneumo- 
coccus pneumonia  appears  to  possess 
definite  value.  In  both  cases  crisis  oc- 
curred with  rapid  abatement  of  symptoms 
and  recovery  was  uneventful.  It  is  of 
note  that  both  cases  occurred  in  men  over 
the  age  of  65,  both  were  addicted  to 
alcohol  and,  in  Case  2,  hypertension, 
auricular  fibrillation,  and  chronic  bron- 
chial asthma  complicated  the  picture. 

It  is  interesting  that  crisis  occurred 
after  only  a small  quantity  of  the  drug 
had  been  administered,  possibly  demon- 
strating the  direct  action  of  the  drug  on 
the  invading  organism  regardless  of  the 
concentration  of  the  drug  in  the  blood 
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(Case  1 received  only  1 gram  as  an  initial 
dose).  The  only  untoward  symptoms 
produced  by  the  drug  were  nausea,  hic- 
coughing, and  mild  cyanosis,  all  of  which 
rapidly  cleared  upon  cessation  of  the  drug. 
The  toxicity  of  the  drug,  as  far  as  our 
present  knowledge  is  concerned,  appears 
to  be  much  less  than  that  experienced  in 
the  use  of  sulphanilamide. 

Bacteriologically,  in  the  reported  cases, 
the  main  action  of  the  drug  is  first  to 
cause  the  loss  of  type  specificity  of  the 
pneumococcus  which  is  then  followed  by 
complete  decapsulation  of  the  organism 
and  finally  by  its  inability  to  grow  either 
on  artificial  media  or  in  the  mouse’s 
peritoneum.  We  are  unable  to  state 
whether  this  apparent  inability  of  the 
organism  to  grow  is  due  to  a bacterio- 
static or  bacteriocidal  action  of  the  drug. 
It  would  seem,  however,  that  there  is  a 
definite  bacteriostatic  action  since  im- 
provement is  noted  so  early  in  the  disease. 
On  mouse  passage  the  reverse  process  is 
noted,  first  the  reappearance  of  the  cap- 
sule and  second  the  re-establishment  of 
type  specificity.  There  was  no  demon- 
strable change  in  the  type  of  the  original 
organism  in  spite  of  the  complete  de- 
capsulation and  mouse  passage. 


Summary 

1.  Two  cases  of  Type  III  lobar  pneu- 
monia are  reported  with  recovery. 

2.  M & B 693  in  the  above  two  cases 
appears  to  possess  definite  value  in  the 
treatment  of  Type  III  pneumonia  and 
deserves  further  clinical  trial  in  the 
therapy  of  not  only  Type  III  pneumonia, 
but  of  other  types  as  well. 

3.  The  action  of  M & B 693  on  the 
pneumococcus  is  first  to  produce  the  loss 
of  type  specificity  and  then  complete  de- 
capsulation. This  process  is  reversed 
with  repeated  mouse  inoculation,  the 
capsule  reappearing  first,  and  finally, 
type  specificity. 

4.  No  transmutation  of  pneumococcus 
type  was  noted  during  this  loss  and  re- 
establishment of  type  specificity. 

I am  indebted  to  Miss  M.  E.  Wilder, 
A.B.,  for  her  assistance  and  originality  in 
carrying  out  the  bacteriological  studies. 

33  East  61st  St. 
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REAL  MEDICINE  STILL  WINNING 

The  voters  of  California  and  Colorado,  No- 
vember 8,  by  overwhelming  majorities  emphati- 
cally rejected  proposals  made  in  those  states  to 
undermine  the  structure  of  scientific  medicine, 
as  reported  in  the  A.  M.  A.  Journal.  In  Cali- 
fornia an  initiative  humane  pound  law,  so-called, 
proposing  to  cripple  scientific  research  by  ham- 
pering animal  experimentation,  was  decisively 
defeated.  In  Colorado  an  initiative  measure 
proposed  by  a group  of  chiropractors,  to  debase 
the  quality  of  medical  care  in  the  state  by  repeal- 
ing the  basic  science  act  and  by  destroying  other 
safeguards  that  have  been  erected  to  assure  ade- 
quate and  scientific  medical  service,  was  met  by 
an  avalanche  of  negative  votes,  running  as  high 
as  ten  to  one  in  some  counties. 

In  Oklahoma  an  initiative  measure  that  would 
have  sanctioned  practices  not  conducive  to  pub- 
lic welfare  failed  to  get  on  the  ballot,  because  of 
court  action  instituted  by  the  medical  profession. 
In  Ohio  a chiropractic  initiative  somewhat  simi- 
lar to  the  Colorado  initiative  died  aborning,  the 


cultist  sponsors  apparently  becoming  disheart- 
ened shortly  after  the  proposal  was  submitted  to 
the  attorney  general  for  his  approval  as  to  form. 
Petitions  in  Ohio  were  not  circulated  and  the 
proposed  initiative  measure  was  not  submitted  to 
the  people  for  a vote. 

The  medical  associations  in  the  states  named 
assumed  the  lead  in  thwarting  the  selfish  inter- 
ests behind  these  proposals,  interests  that  would 
subordinate  the  public  welfare  to  their  own  pri- 
vate ends. 

In  California  and  Colorado  the  state  medical 
associations,  aided  by  many  lay  and  other 
professional  groups  and  by  public-spirited 
citizens,  informed  the  people  fully  of  the  dangers 
implicit  in  the  proposals.  To  bring  these  dan- 
gers to  the  attention  of  the  voters  necessitated 
great  sacrifices  of  time  and  money,  but  the  results 
show  that  such  sacrifices  were  well  worth  while 
and  indicate  that  an  informed  electorate  will 
support  scientific  medical  care  under  proper 
legal  and  ethical  safeguards. 


BLOOD  CULTURE:  AN  AID  IN  DETERMINING 
TYPE  IN  LOBAR  PNEUMONIA 

With  a Note  on  Sulfanilyl-Sulfanilamide  in  Type  III  Lobar  Pneumonia 
and  Septicemia 

R.  D.  Roecker,  M.D.,  and  Joseph  Millett,  M.D., 

Meadowbrook  Hospital,  Hempstead,  New  York 


All  cases  of  lobar  pneumonia  admitted 
to  the  medical  service  of  the  Meadow- 
brook  Hospital  within  ninety-six  hours 
after  onset  of  symptoms  are  treated  as 
emergencies.  The  sputum  is  immedi- 
ately typed,  a blood  culture  is  taken,  and 
routine  treatment — consisting  of  forcing 
of  fluids,  oxygen,  sedative,  etc. — is  insti- 
tuted. If  the  sputum  reveals  Type  I,  II, 
V,  or  VII  organisms,  the  appropriate 
serum  is  given  intravenously  in  the  rec- 
ommended doses  immediately  after  skin 
and  ophthalmic  tests  for  sensitivity  have 
been  done.  Severely  toxic  patients  have 
been  benefited  by  serum  even  ninety-six 
hours  after  onset.  Our  results  have  been 
uniformly  good  and  correspond  to  the 
results  reported  by  other  workers  in 
larger  series  of  cases.10 

Pneumococcus  Type  III  has  generally 
been  recognized  as  producing  a lobar 
pneumonia  of  marked  severity.  At  the 
present  time,  there  is  no  specific  horse 
serum  available  for  the  treatment  of  this 
disease.  Rabbit  serum  which  has  given 
such  great  promise  as  a more  potent  agent 
in  the  serum  treatment  of  pneumonia 
has  been  found  ineffective  in  treating 
Type  III  lobar  pneumonia.11  Because 
of  the  results  obtained  in  the  last  case6  of 
Type  III  pneumonia  admitted  to  the 
Meadowbrook  Hospital  in  the  spring  of 
1937,  it  was  decided  that  all  subsequent 
Type  III  pneumonias  would  be  treated  by 
chemotherapy.  The  scope  of  these  in- 
vestigations was  also  extended  to  include 
Group  IV  cases  for  which  serum  was  not 
available.  (Those  sputums  containing 
pneumococci  which  showed  no  capsule 
swelling  with  Type  I,  II,  III,  V,  VII,  and 
VIII  antisera  are  classified  as  Group  IV.) 
Disulon  was  chosen  as  the  chemothera- 


peutic agent  in  a selected  series  of  Group 
IV  cases  because  of  its  reported  low 
toxicity. 

Hoerlein1  was  the  first  to  point  out 
the  efficacy  of  original  Prontosil 
against  the  Type  III  pneumococcus  and 
suggested  that  these  organisms  might  be 
chemotherapeutically  classified  as  strep- 
tococci. Using  sulfanilamide  in  experi- 
mental intraperitoneal  Type  III  infec- 
tions in  mice,  Rosenthal2  and  Cooper, 
Gross,  and  Mellon3  reported  distinctly 
encouraging  results.  Cooper  and  Gross4 
were  able  to  save  a large  majority  of  their 
rats  with  a Type  III  lobar  pneumonia 
experimentally  induced. 

Clinically,  the  results  were  equally  en- 
couraging. In  a series  of  nineteen  Type 
III  lobar  pneumonias,  which  carries  a high 
mortality  in  the  Pittsburgh  area,  Heint- 
zelman,  Hadley,  and  Mellon5  reported 
that  of  nine  patients  receiving  sulfanila- 
mide seven  lived  and  two  died,  while  of 
the  remaining  untreated  cases  eight  died 
and  two  recovered.  Millett,6  at  the 
Meadowbrook  Hospital,  induced  a crisis 
with  sulfanilamide  in  a Type  III  lobar 
pneumonia  twenty-four  hours  after  on- 
set, which  was  contrary  to  the  general 
experience  with  this  disease  in  a series 
covering  two  winters  since  the  estab- 
lishment of  the  hospital. 

Gray,  Buttle,  and  Stephenson7  reported 
that  sulfanilyl-sulfanilamide  was  one-half 
as  toxic  and  just  as  effective  as  sulfanila- 
mide against  streptococcal  infections  in 
mice.  Rosenthal,8  reporting  on  the  effi- 
cacy and  toxicity  of  a series  of  closely 
related  chemotherapeutic  agents  of  the 
sulfonamide  type,  found  that  4 (4 '-amino- 
benzol-sulfonamide)  -benzol  sulfonamide 
(sulfanilyl-sulfanilamide)  was  one-fifth  as 
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toxic  and  just  as  effective  as  sulfanilamide 
against  experimentally  induced  strepto- 
coccic and  meningococcic  infections  in 
mice.  Sulfanilamide  was  superior  to 
sulfanilyl-sulfanilamide  against  Type  I, 
II,  and  III  pneumococcal  infections  in 
rats  and  mice.  Barlow9  confirmed  Rosen- 
thal’s results  regarding  the  toxicity  of 
Disulon  and  its  efficacy  in  streptococcal 
infections. 

The  formula  of  sulfanilyl-sulfanilamide 
compared  to  sulfanilamide  is  as  follows : 

sulfanilamide:  NH2<^  ^>SQ2NH2 

sulfanilyl-sulfanilamide : 

nh2<^>so2nh<3so2nh2 

It  is  a white  crystalline  compound,  diffi- 
cultly soluble  in  cold  water  (0.01  per 
cent),  but  much  more  soluble  in  hot  water. 

The  following  case  of  Type  III  lobar 
pneumonia  and  septicemia  is  reported 
from  the  medical  service  because  of  a 
dramatic  result  in  a dangerous  infection 
treated  with  a new  chemotherapeutic 
agent. 

Case  Report 

A fifty-eight-year-old  white  female  was 
admitted  with  the  complaint  of  stabbing 
pain  in  the  right  chest,  aggravated  on 
breathing  and  coughing,  of  12  hours’ 
duration. 

The  present  illness  dates  back  to  three 
weeks  ago  when  she  had  a sore  throat 
which  lasted  for  two  weeks  and  appar- 
ently responded  to  home  remedies.  At 
2 a.m.  of  the  day  of  admission,  the  patient 
was  awakened  from  her  sleep  by  a stab- 
bing pain  in  the  right  chest  beneath  her 
breast.  She  felt  feverish  and  began  to 
cough.  In  a few  hours  she  had  a tempera- 
ture of  104°  followed  by  a severe  chill. 
The  patient  had  a severe  headache  and 
vomited  once  before  admission. 

Past  history  revealed  that  the  patient 
had  moderate  dyspnea  on  exertion — 
climbing  one  flight  of  stairs — and  orthop- 
nea requiring  two  pillows.  There  was 
no  history  of  peripheral  edema.  Many 
years  ago  she  had  had  double  pneumonia. 
She  was  Gravida  IX,  Para  VIII.  A mis- 
carriage 15  years  ago  was  carried  through 


without  complications.  The  cause  was 
unknown.  System  review  and  family 
history  were  noncontributory. 

Physical  examination  revealed  a white, 
thin,  moderately  developed,  Polish  fe- 
male, with  evidence  of  recent  loss  of  weight. 
She  appeared  acutely  ill.  There  was  a 
short,  hacking,  slightly  productive  cough 
which  aggravated  the  pain  in  the  right 
chest.  The  lips  were  cyanotic.  The 
teeth  were  markedly  carious  and  the 
pharynx  was  acutely  injected.  The  thy- 
roid was  palpable. 

Examination  of  the  chest  revealed  a 
heart  within  normal  limits  by  percussion. 
There  were  no  murmurs  heard.  The 
rhythm  was  regular.  The  rate  was 
rapid,  110,  and  the  blood  pressure  was 
120/?.  Examination  of  the  right  chest 
posteriorly  revealed  dullness  to  percus- 
sion from  the  angle  of  the  scapula  to  the 
base  with  diminished  breath  sounds  and 
numerous  medium  moist  crepitant  rdles 
at  the  base  and  in  axilla.  The  left  chest 
was  not  impaired  to  percussion  and  there 
were  numerous  coarse  r&les  at  the  base. 
The  abdomen  was  somewhat  distended 
but  otherwise  negative.  The  extremities 
were  negative. 

Laboratory  (. December  21,  1937) 

Urine:  Sp.  Gr.  1.020,  acid,  sugar,  and  albumen 

negative.  The  microscopic  was  nega- 
tive. 

Blood:  Hb  —68% 

Leukocytes  — 11,250 
Polynuclears  — 76% 

Lymphocytes — 21  % 

Monocytes  — 3% 

Throat  swab  and  sputum:  A few  Group  IV 


pneumococci 

Blood  chemistry: 

N.  P.  N. 

43 

Creatinine 

1.5 

Sugar 

118 

Chlorides 

428 

Wassermann  and  Kahn: 

Negative 

Clinical  Course:  The  patient  was  acutely 
ill.  She  was  given  routine  treatment  for 
pneumonia.  Sulfanilyl-sulfanilamide  was 
given  in  doses  of  ten  grains  four  times  a 
day.  The  temperature  was  septic  in 
character  ranging  from  99°  to  104°. 
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A portable  x-ray  of  the  chest  revealed 
pneumonic  consolidation  of  the  lower 
portion  of  the  right  upper  lobe  with  a 
bronchiolar  pneumonia  of  the  right  lower 
lobe. 


Plate  I 


On  the  morning  of  the  fourth  day 
(Dec.  24),  it  was  noted  that  a routine 
blood  culture  had  not  been  taken  on  ad- 
mission and  one  was  taken  immediately. 
The  laboratory  report  of  the  blood  culture 
by  Miss  Irene  Kirkman,  M.S.,  was  as 
follows : 

There  was  no  growth  on  the  plate. 
The  broth  showed  a profuse  growth  of 
long  heavy  filaments.  These  filaments 
stained  solidly  with  Gram  stain.  In  a few 
places  there  seemed  to  be  heavy  counter- 
stained  strands  with  small  particles  of 
Gram  stain  which  suggested  the  possibility 
of  pneumococci  (Plate  I).  For  this  rea- 
son the  Quellung  typing  was  set  up.  The 
strands  stained  just  as  heavily  with 
methylene  blue  and  suspicion  that  they 
were  fungi  was  entertained. 

Sub-cultures  were  made  to  study  the 
organism  further.  The  next  day  typical 
colonies  of  pneumococci  were  found.  On 
typing,  these  were  found  to  be  Type  III 
pneumococci  (Plate  II).  The  dose  of 
sulfanilyl-sulfanilamide  was  increased  to 
60  grains  per  day  on  December  25  and 


[N.  V.  State  J.  M. 

was  continued  up  to  and  including  De- 
cember 30. 

The  seventh  day  after  admission  and 
the  institution  of  sulfanilyl-sulfanilamide 
therapy  and  two  days  after  the  dose  of  the 
drug  had  been  increased,  the  temperature 
dropped  to  100°  and  remained  at  100°  to 
100.4°  for  twelve  more  days.  Subse- 
quent sputum  typings  still  revealed 
Group  IV  pneumococci.  Three  more  x- 
rays  of  the  chest,  taken  several  days 
apart,  revealed  a slowly  resolving  pneu- 
monia. Two  more  blood  cultures  taken 
subsequently  revealed  no  growth. 

Discussion 

The  case  illustrates  quite  well  the  im- 
portance of  following  a definite  routine  in 
lobar  pneumonia  from  the  standpoint  of 
diagnosis,  treatment,  and  prognosis.  Be- 
cause a blood  culture  was  not  taken  on 
admission,  it  is  impossible  to  tell  when  in- 
vasion of  the  blood  stream  took  place. 
The  severity  of  the  clinical  picture  and 
the  septic  temperature  lead  us  to  believe 
that  the  blood  stream  was  infected  from 


Plate  II 


the  onset  of  symptoms.  Fortunately  for 
the  patient,  she  received  sulfanilyl-sulf- 
anilamide from  the  time  of  admission. 
The  mortality  of  Type  III  septicemia 
(98  per  cent)  and  the  remarkably  heavy 
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growth  in  the  blood  culture  leads  one  to 
believe  that  the  recovery  was  due  to  the 
chemotherapeutic  agent  and  not  to  mere 
fortuitous  circumstances. 

The  patient  received  a total  of  550 
grains  of  Disulon  over  a period  of  10  days 
with  no  ill  effects.  With  continued 
clinical  improvement  the  cyanosis  of  the 
lips  disappeared  in  spite  of  continued  sulf- 
anilyl-sulfanilamide  therapy.  There  were 
no  skin  reactions.  The  CO2  combin- 
ing power  of  the  blood  was  43  vol.  per 
cent  on  the  completion  of  drug  therapy. 
A blood  count  taken  two  days  later 
showed  9,900  white  blood  cells,  with  78 
per  cent  Polys.,  20  per  cent  Lymphocytes, 
1 per  cent  Monocytes,  and  1 per  cent 
Eosinophils.  The  urine  was  negative. 
No  subjective  symptoms  such  as  loss  of 
appetite,  nausea,  or  vomiting,  and  dizzi- 
ness were  elicited.  A neurological  ex- 
amination 21  days  after  cessation  of  treat- 
ment revealed  no  subjective  symptoms  of 
the  extremities,  or  objective  findings  such 
as  sensory  or  motor  changes,  in-co-ordina- 
tion,  paralysis,  or  changes  in  reflexes. 
The  neurological  examination  was  under- 
taken because  we  were  informed  that 
Rosenthal  had  reported  a small  number  of 
cases  of  peripheral  neuritis  in  a limited 
series  of  gonorrhea  cases  treated  with  60 
grains  of  sulfanilyl-sulfanilamide  a day 
for  a period  of  10  days.  The  symptoms  in 
his  cases  appeared  one  to  two  weeks  after 
cessation  of  treatment. 

There  were  30  cases  of  Group  IV  lobar 
pneumonias  treated  with  sulfanilyl-sulf- 
anilamide. The  average  dose  per  patient 
in  this  series  was  300  grains  for  an  average 
of  7 days.  The  only  complication  noted 
was  a rather  intense  cyanosis  in  five  cases. 
There  was  no  alteration  in  the  red  or  white 
count,  fever,  or  dermatitis.  No  periphe- 
ral neuritis  was  noted  in  these  cases. 
The  CO2  combining  power  in  several 
cases  had  dropped  to  45  volumes  per  cent. 
This  was  easily  counteracted  by  sodium 
bicarbonate.  A series  of  20  cases  of 
Group  IV  pneumonias  treated  with  sulf- 
anilamide revealed  approximately  the 
same  result.  We  are  able  to  state  that 
neither  sulfanilyl-sulfanilamide  nor  sulf- 
anilamide, in  a small  series  of  cases  of 


Group  IV  pneumonias,  had  any  marked 
toxic  effects.  We  also  found  that  both 
compounds  had  no  influence  on  the 
clinical  course  of  Group  IV  pneumonia. 

Bacteremia  influences  the  prognosis  of 
lobar  pneumonia  unfavorably.  Cecil12 
found  that  the  death  rate  for  all  bacte- 
remic  cases  (Type  I,  II,  and  III)  was  defi- 
nitely higher  than  for  the  cases  with 
sterile  blood  cultures. 

Tighlman  and  Finland13  analyzed  1,586 
cases  of  lobar  pneumonia  associated  with 
specific  pneumococci  of  Type  I to  XXXII 
(Cooper)  in  which  cultures  of  the  blood 
were  made  during  the  acute  state  of  the 
disease  or  at  autopsy.  In  their  extensive 
and  interesting  study  they  found  that  for 
each  type  the  death  rate  in  the  cases  in 
which  the  blood  cultures  were  positive 
was  two  or  more  times  as  high  as  in  the 
cases  in  which  the  blood  cultures  were 
sterile,  and  for  all  types  it  averages  almost 
three  times  as  high.  There  were  118 
cases  of  Type  III  lobar  pneumonia  with 
septicemia  in  their  series  with  a mortality 
rate  of  98  per  cent.  One  hundred  and 
forty-four  cases  of  Type  III  lobar  pneu- 
monia with  negative  blood  cultures 
showed  a mortality  rate  of  40  per  cent. 
Solomon  and  Curphey14  have  stressed  the 
importance  of  the  blood  culture  in  the 
diagnosis  of  streptococcus  septicemia  as  a 
late  complication  of  pneumococcus  lobar 
pneumonia,  when  other  causes  for  rise  in 
temperature  have  been  ruled  out.  The 
importance  of  this  test  from  a prognostic 
standpoint  is  impressive  inasmuch  as 
seven  out  of  eight  patients  with  this  com- 
plication died. 

In  lobar  pneumonia,  blood  cultures  are 
always  not  only  necessary  for  prognosis 
but  frequently  they  are  necessary  for 
diagnosis.  This  is  borne  out  most  strik- 
ingly in  this  case,  where  the  throat  swab 
and  sputum  revealed  Group  IV  pneumo- 
cocci, while  the  blood  culture  showed  a 
heavy  growth  of  Type  III.  Doskof15 
at  the  Meadowbrook  Hospital  reported  a 
similar  occurrence.  A patient  recovering 
from  a nonspecific  infection  of  the  throat, 
whose  temperature  was  flat  at  8 p.m.,  had 
a sudden  chill,  temperature  104°,  and 
pain  in  the  right  chest  on  breathing. 
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Physical  signs  at  the  right  base  were  sug- 
gestive, the  sputum  sent  to  the  laboratory 
for  typing  revealed  Group  IV  pneumo- 
cocci. A blood  culture  was  taken  rou- 
tinely. 

The  next  morning  the  laboratory 
reported  the  blood  culture  to  contain  a 
pure  growth  of  Type  II  pneumococci. 
Intravenous  treatment  was  immediately 
instituted  with  New  York  State  Type  II 
serum  and  in  12  hours  the  temperature 
fell  from  104°  to  normal.  Type  II  septi- 
cemia has  a mortality  rate  of  76  per 
cent. 

In  the  spring  of  1938  a twenty-five- 
year-old  Negro  was  admitted  with  a right 
lower  lobe  pneumonia  of  twenty-four 
hours  duration  and  a temperature  of  104°. 
The  sputum  contained  Group  IV  pneu- 
mococci. 

The  routine  blood  culture  revealed 
a Type  I septicemia.  Eight  hours  after 
the  administration  of  150,000  units  of 
New  York  State  Type  I serum  the 
temperature  was  normal  and  the  clinical 
course  was  uneventful. 


Summary 

1.  A severe  case  of  Type  III  lobar 
pneumonia  and  septicemia,  a disease 
which  carries  a mortality  rate  of  98  per 
cent,  is  reported  having  recovered  after 
the  blood  stream  had  been  sterilized  by  a 
new  chemotherapeutic  agent — sulfanilyl- 
sulfanilamide  (Disulon). 

2.  Blood  cultures  are  necessary  fre- 
quently as  diagnostic  procedures,  always 
for  prognosis.  Where  the  sputum  typing 
may  be  of  no  assistance  in  diagnosis,  the 
blood  culture  may  reveal  an  infection 
which  can  be  specifically  treated.  The 
early  diagnosis  may  mean  the  difference 
between  death  or  recovery. 

3.  The  importance  of  careful  labora- 
tory evaluation  of  atypical  material  is 
stressed. 

4.  Sulfanilamide  and  sulfanilyl-sulf- 
anilamide  (Disulon)  did  not  influence  the 
clinical  course  in  a small  series  of  Group 
IV  pneumonias. 

5.  New  chemotherapeutic  agents 
should  be  used  with  caution,  until  clinical 
evaluation  is  complete. 
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THE  RHEIN  MEMORIAL  LECTURE 

Dr.  Walter  E.  Dandy,  Adjunct  Professor  of 
Neurological  Surgery,  The  Johns  Hopkins  Uni- 
versity Medical  School  and  Hospital,  Baltimore, 
Md.,  has  been  selected  to  deliver  the  Rhein 
Memorial  Lecture  before  the  Pathodontia  Sec- 
tion, First  District  Dental  Society,  New  York 
City;  at  the  Academy  of  Medicine,  2 East  103d 
Street,  on  January  16. 


Lecture  title:  “Pains  in  the  Head  and  Face.” 
An  informal  dinner  in  honor  of  the  essayist 
will  be  given  at  the  Academy  of  Medicine  prior 
to  the  scientific  session.  Time:  6:30  p.m. 

Dining  accommodations  at  the  academy  are 
limited.  To  avoid  disappointment  please  mail 
your  reservation  and  check  for  $1.50  immediately 
to  Dr.  Daniel  M.  Kollen,  Secretary,  24  West  59th 
Street.  Telephone:  Wickersham  2-2670. 


TONICS  AND  SEDATIVES  IN  NEUROLOGIC  PRACTICE 

Hubert  S.  Howe,  M.D.,  New  York  City 


The  term  “tonic”  has  a rather  nebu- 
lous meaning  and  the  common  ques- 
tion, “Doctor,  what  is  a good  tonic?” 
is  about  as  easily  answered  by  a physician 
as  the  query,  “What  is  a good  tool?” 
would  be  by  a mechanic. 

A tonic  measure  may  be  defined  as  an 
undertaking  designed  to  produce  a nor- 
mal degree  of  vigor  and  well-being. 

Before  effective  tonic  measures  can  be 
applied  it  is  necessary  to  determine  the 
cause  of  the  depletion  and  lack  of  stam- 
ina. Is  the  cause  of  the  patient’s 
frailty  a constitutional  disease  or  local 
infection,  the  depletion  following  an  ill- 
ness, an  anemia,  malnutrition,  vitamin 
deficiency,  or  an  abnormal  mental  state? 

The  purpose  of  this  paper  is  primarily 
to  describe  briefly  the  so-called  tonic  and 
sedative  remedies  of  use  in  neurologic 
practice,  with  some  reference  to  their 
indications,  contraindications,  and  idio- 
syncrasies. 

Tonics 

When  the  specific  indication  for  a tonic 
is  not  clear,  refuge  is  frequently  taken  in 
the  syrup  of  hypophosphites.  The  virtue 
of  the  hypophosphites  seems  to  have 
little  pharmacologic  basis,  but  they  have 
the  value  of  popular  conviction,  a virtue 
which  cannot  be  entirely  disregarded. 

The  accelerated  metabolism  and  height- 
ened nervous  irritability  produced  by 
thyroid  overcome  fatigue  and  produce 
a feeling  of  increased  efficiency  welcomed 
by  many  debilitated  individuals.  Pa- 
tients with  a mild  depression  severe 
enough  to  interfere  with  the  pursuit  of 
their  occupation  may  be  sufficiently 
stimulated  by  thyroid  so  that  they  can 
return  to  work.  Small  doses  of  thyroid 
will  cause  an  increase  in  physical  vigor 
and  mental  activity,  but  thyroid  should 
not  be  used  for  this  purpose  except  for 
periods  of  short  duration.  Thyroid  ad- 
ministration causes  an  increased  excretion 


of  calcium  and  magnesium  and  may  thus 
produce  a negative  calcium  balance. 
Instances  of  thyroid  addiction  are  oc- 
casionally encountered,  and,  while  easily 
recognized,  if  the  symptoms  are  pro- 
nounced may  escape  detection  when  the 
complaints  are  mainly  excitability,  lack  of 
stamina,  and  an  increased  tendency  to 
fatigue. 

Intravenous  injections  of  suprarenal 
cortex  hormone  have  been  recommended 
by  Leyton  for  the  treatment  of  debilitated 
individuals  with  low  temperature,  blood 
sugar,  and  blood  pressure.  I have  had 
no  personal  experience  with  this  prepara- 
tion as  a tonic,  but  have  never  observed 
benefit  resulting  from  the  use  of  supra- 
renal gland  substance  by  mouth. 

The  tonic  action  of  insulin  is  of  value 
for  increasing  the  weight  of  persistently 
thin  people.  For  this  purpose  ten  units 
is  given  fifteen  to  thirty  minutes  before 
each  meal.  This  must,  of  course,  be 
accompanied  by  a liberal  diet.  Insulin  is 
not  as  valuable  in  producing  a weight 
increase  in  individuals  of  normal  standard 
as  in  those  who  are  underweight. 

Strychnine  has  considerable  value  in 
increasing  muscular  tone  and  the  activity 
of  the  spinal  reflexes.  It  is  useful  there- 
fore in  weakness  of  the  bladder  and  rectal 
sphincters  due  to  lowered  activity  of  their 
respective  centers  in  the  spinal  cord  and 
in  the  impotence  encountered  in  individu- 
als using  alcohol  or  barbituric  prepara- 
tions. 

Strychnine  is  of  value  in  some  debili- 
tated patients  with  poor  muscular  tone 
and  decreased  deep  reflexes.  The  sul- 
phate is  the  salt  usually  employed,  but 
ordinarily  in  insufficient  dosage.  The 
average  single  dose  should  be  V30  of  a 
grain,  with  x/4  (one-quarter)  grain  as  the 
maximum  daily  dose. 

Caffeine  is  of  value  as  a stimulant  for 
some  depressed  and  debilitated  individu- 
als. The  depression  experienced  on 
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awakening  after  the  use  of  hypnotic 
drugs,  overindulgence  in  alcoholic  stimu- 
lants, or  the  low  spirits  of  patients  with 
a depressive  psychosis  are  alleviated  by 
two  or  three  grains  of  caffeine  citrate  ad- 
ministered on  awakening. 

Caffeine  is  of  some  use  for  the  preven- 
tion of  the  dizziness,  disturbances  of 
consciousness,  or  convulsive  attacks  of 
cerebral  arteriosclerosis.  In  clinical  ex- 
perience caffeine  causes  little  if  any  eleva- 
tion of  blood  pressure  and  is  not  contra- 
indicated in  hyperpiesis. 

In  doses  of  5 to  71/z  grains  caffeine 
citrate  is  of  use  for  the  relief  of  the  fatigue 
' type  of  headache  and  also  for  the  allevia- 
tion of  some  cases  of  migraine. 

Caffeine  has  a stimulating  effect  on  the 
^ centers  of  the  spinal  cord  exactly  similar, 
but  not  as  pronounced,  as  that  of  strych- 
nine. 

Benzedrine  sulphate  is  an  important 
stimulant.  It  has  a distinct  effect  on  the 
vegetative  nervous  system  and  particu- 
larly upon  the  pulse  rate  and  blood  pres- 
sure. Individuals  who  do  not  take  this 
drug  constantly  may  have  an  increase  in 
blood  pressure  (both  systolic  and  dias- 
tolic) of  10  to  30  mm.  which  does  not 
return  to  normal  for  several  hours.  On 
continued  administration  less  marked  or 
negligible  elevations  occur.  The  pulse 
rate  acceleration  averages  20  to  40 
beats,  and  continues  high  after  constant 
administration  for  many  months.  Many 
patients  are  aware  of  palpitation  and 
state  that  exertion  which  did  not  for- 
merly produce  fatigue  and  dyspnea  is 
noted  while  they  are  using  benzedrine. 
Diminished  tone  is  noted  in  the  gastro- 
intestinal tract.  Many  patients  com- 
plain of  its  constipating  effects,  whereas 
the  spastic  and  cramp-like  contractions 
are  relieved.  A loss  of  appetite  and 
dryness  of  mouth  are  frequently  ex- 
perienced. 

The  principal  beneficial  effects  are  due 
to  its  psychic  action,  which  are  frequently 
dramatic.  Subjectively  there  is  a change 
of  mood,  which  tends  to  euphoria.  The 
patient  notes  increased  self-confidence, 
initiative,  and  mental  poise.  Depression 
is  lessened  and  there  is  a pronounced 


impulse  to  talk.  The  processes  of  thought 
are  accelerated  and  some  patients  com- 
plain of  a blunting  of  memory  for  recent 
events.  Stimulation  of  the  cerebral  cen- 
ters produces  insomnia  and  restlessness. 
Sargent  and  Blackburn  have  shown  an 
improvement  of  intelligence  test  scores, 
and  Bradley  has  observed  better  per- 
formances in  children  with  behavior 
disorders. 

Many  individuals  are  unable  to  take 
benzedrine,  as  even  small  doses  (5  mg.) 
produce  extreme  nervousness,  palpita- 
tion, vertigo,  and  excitement  which  have 
been  described  by  one  patient  as  “going 
crazy.”  It  is  recommended  in  nar- 
colepsy, depression  (without  anxiety  or 
restlessness),  exhaustion,  seasickness; 
for  the  sleep  disorders,  oculogyric  crisis 
and  tremor  in  patients  with  encephalitis, 
and  as  a substitute  for  alcohol  in  chronic 
alcoholism.  The  euphorizing  effects  are 
lessened  on  continuous  administration, 
but  many  patients  find  them  sufficiently 
desirable  to  continue  its  use  for  many 
months.  No  instance  of  true  addiction 
has  come  to  my  attention,  though  many 
authors  express  warnings  of  this  possi- 
bility. 

Benzedrine  should  not  be  used  indis- 
criminately or  without  observation  of  the 
patient.  It  is  a comparatively  new  drug 
and  there  is  much  to  be  learned  about  it. 

Further  experience  will  doubtless  show 
its  value  to  be  principally  in  occasional 
use. 

The  most  important  of  all  tonics  is  a 
well-balanced  diet.  Of  all  animals  man 
has  probably  the  poorest  diet  as  the  food 
consumed  depends  almost  entirely  upon 
/the  caprices  of  his  appetite.  Barring 
J accidents,  longevity  is  principally  a 
matter  of  nutrition.  Biologists  attribute 
the  long  life  of  the  Sequoia  trees  in 
California  to  the  fact  that  in  that  locality 
they  have  been  able  to  obtain  sufficient 
rootage  to  furnish  the  necessary  nourish- 
ment. A diet  having  an  energy  value  of 
3,000  calories  should  contain  398  grams 
of  carbohydrate,  112  grams  of  fat,  and 
90  grams  of  protein.  In  caloric  percent- 
age this  is  stated  as  carbohydrate  53  per 
cent,  fat  35  per  cent,  and  protein  12  per 
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cent.  In  addition  to  these  main  con- 
stituents it  should  contain  3,000  to 
5,000  International  Units  of  vitamin  A, 
200  International  Units  of  vitamin  B,  250 
International  Units  of  vitamin  C,  and  an 
undetermined  amount  of  vitamin  D. 
The  calcium  intake  should  be  .90  gram, 
phosphorus  1.25  grams,  and  iron  15  to 
20  mg.  Wolff  determined  that  16  per 
cent  of  the  population  of  the  Netherlands 
and  24  per  cent  of  those  suffering  from 
chronic  diseases  have  definitely  subnor- 
mal vitamin  A reserves.  Bernheim,  from 
studies  of  the  average  diet  in  America, 
and  Waller,  from  observations  of  the 
diets  of  the  “poorer  classes”  in  England, 
believe  that  calcium  deficiency  is  frequent 
and  has  serious  consequences.  A more 
or  less  continued  hunger  and  fatigue 
may  be  experienced  by  a diet  too  high  in 
carbohydrates  with  insufficient  fat.  This 
latter  form  of  unbalanced  diet  is  en- 
countered in  many  of  our  women  patients. 
They  are  continually  hungry  and  are 
always  eating  between  meals.  The  cure 
of  this  condition  consists  in  a balanced 
diet  with  adequate  fat  content  and  no 
indulgence  except  at  regular  meal  times. 

Lack  of  appetite  and  atony  of  the 
gastrointestinal  tract  is  a well-known  re- 
sult of  vitamin  B deficiency.  Individuals 
with  gastrointestinal  atony,  and  particu- 
larly those  with  an  achlorhydria,  may 
suffer  from  vitamin  deficiency  in  spite  of 
an  adequate  intake.  This  was  first 
demonstrated  by  Hurst  and  Bell,  who 
found  that  some  individuals  with  sub- 
acute combined  sclerosis  could  be  cured 
by  the  administration  of  hydrochloric 
acid. 

Vitamin  Bi  has  recently  been  so  lauded 
in  the  daily  press  that  one  would  believe 
it  to  be  a new  elixir  of  life,  and  the  ap- 
preciation of  its  true  value  may  suffer 
some  from  the  extravagant  claims  made 
for  it.  Nevertheless,  vitamin  Bi  is  of 
value  in  the  relief  of  anorexia  and  it  also 
aids  in  the  utilization  of  food.  It  is  of 
advantage  in  promoting  the  normal 
growth  in  infants  and  essential  in  the 
prevention  and  treatment  of  some  forms 
of  polyneuritis. 

Vitamins  are  only  of  use,  however, 


when  there  is  a deficiency,  but  excessive 
intake  has  been  shown  to  be  harmless 
(except  for  the  toxic  effects  associated 
with  vitamin  A sources) . 

The  soluble  calcium  ions  are  present 
in  all  the  body  tissues,  and  have  an  im- 
portant function  in  maintaining  the 
proper  permeability  of  the  cell  membrane 
and  the  normal  neuromuscular  excit- 
ability. Calcium  deficiency  gives  rise 
to  poor  appetite  and  defective  nutrition, 
as  well  as  increased  neural  and  muscular 
irritability. 

Many  high-strung,  nervous  patients, 
who  have  hyperactive  reflexes,  crave 
stimulation.  They  frequently  overin- 
dulge in  coffee  and  caffeine-containing 
beverages,  take  thyroid  or  stimulating 
hydrotherapy.  Some  of  these  individu- 
als are  benefited  by  taking  calcium 
although  the  calcium  level  in  the  blood  is 
normal. 

Sedatives 

Sedatives  and  hypnotics  are  among  the 
most  frequently  prescribed  remedies, 
and  pharmaceutic  firms  keep  offering 
new  synthetics  and  new  compounds  with 
bewildering  rapidity. . Practicing  physi- 
cians have  considerable  difficulty  in 
determining  the  desirable  and  undesir- 
able effects  of  these  preparations.  I will 
attempt  therefore  to  outline  briefly  some 
of  the  important  characteristics  of  this 
group. 

Bromides  were  discovered  by  Balard 
in  1826  and  Graf  in  1840  introduced 
them  into  medical  therapy.  Though 
the  pharmacologic  action  of  bromides  has  ^ 
been  well  known  for  over  half  a century, 

I believe  that  the  general  practitioner  of 
today  is  not  well  informed  as  to  the  dis- 
advantages and  dangers  of  this  drug. 

An  investigation  in  1928  of  52,000,000 
prescriptions  issued  under  the  English 
national  health-insurance  medical  scheme 
demonstrated  that  about  one-tenth  of 
these  prescriptions  contain  bromide  as 
the  principal  ingredient,  and  that  bromide 
ranked  fifth  in  the  list  of  the  most 
commonly  prescribed  drugs.  It  was 
surpassed  only  by  sodium  bicarbonate, 
ammonium  carbonate,  sodium  salicylate, 
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and  tincture  of  nux  vomica.  Reports 
of  admission  to  mental  hospitals  show 
that  bromides  cause  an  appreciable  per- 
centage of  the  toxic  psychoses,  and 
there  is  little  question  that  the  bromides 
prescribed  by  physicians  and  consumed 
in  proprietary  nostrums  produce  much 
chronic  ill  health. 

Bromides  act  by  replacing  the  chlorides 
of  the  body  and  this  accounts  for  the 
fact  that  a single  dose  of  20  to  30  grains 
will  have  no  effect  in  a normal  individual. 
The  principal  effect  of  the  bromides  is  a 
reduction  of  the  irritability  of  the  motor 
area  of  the  brain.  In  ordinary  doses 
bromides  have  almost  no  sedative  action 
upon  the  intellectual  functions.  In 
higher  concentrations  in  the  blood  they 
have  a slight  hypnotic  action,  but  this  is 
due  entirely  to  a blunting  of  the  general 
sensibilities  so  that  the  patient  is  less 
distracted  by  extraneous  stimuli. 

Barbour,  Pilkington,  and  Sargent  dem- 
onstrated that  fatal  intoxication  occurred 
in  rabbits  when  bromide  replaced  40  per 
cent  of  the  chlorides.  These  authors 
believe  that  it  is  impossible  to  accurately 
correlate  symptoms  with  the  bromide 
levels  in  the  blood,  but  are  of  the  opinion 
that  quantities  less  than  100  mg.  per  cent 
do  not  cause  toxic  symptoms.  Between 
100  and  200  mg.  per  cent  toxic  symptoms 
are  likely  to  occur  in  patients  with  im- 
paired cardiovascular  and  renal  efficiency, 
and  bromide  levels  above  200  mg.  per 
cent  produce  toxic  manifestations  in  most 
instances.  One  of  the  most  serious  fea- 
tures of  bromide  administration  is  the 
difficulty  in  ascertaining  the  proper  dose. 
The  rate  of  substitution  of  bromides  for 
the  chlorides  depends  upon  four  factors, 
viz.,  the  bromide  intake,  the  chloride  in- 
take, the  water  intake,  the  renal  effi- 
ciency. As  three  of  these  factors  usually 
are  undetermined  the  actual  dose  of  bro- 
mide retained  by  the  patient  is  unknown. 
Continued  administration  of  bromides 
has  decided  dangers  if  given  in  doses 
which  have  sedative  effects  and  their 
use  should  be  controlled  by  frequent 
determinations  of  the  bromides  and  chlo- 
rides of  the  blood.  Bromides  should  never 
be  administered  to  elderly  patients  or  to 


individuals  with  arteriosclerosis  or  im- 
paired kidney  function,  as  under  these 
circumstances  excretion  is  lessened  and 
lower  levels  of  bromide  retention  produce 
confusional  states  and  other  toxic  and 
psychotic  manifestations. 

Were  bromides  the  only  sedative  at  our 
disposal  there  would  be  reasons  for  their 
use,  but  as  we  have  much  more  efficient 
and  less  dangerous  remedies  we  should 
welcome  the  day  when  bromides  are  as 
little  used  for  sedation  as  chloroform  is  for 
anesthesia. 

In  an  effort  to  overcome  the  toxic  effects 
of  the  inorganic  bromides  a number  of 
organic  bromine  compounds  are  sup- 
plied. Brometone  and  Calbroben  or 
Sabromin  are  those  most  frequently  used. 
The  sedative  effects  of  these  drugs  does 
not  depend  entirely  upon  the  bromine 
content  as  they  are  effective  in  smaller 
doses  than  the  alkaline  bromides.  Large 
doses  of  Calbroben  are  said  to  have  in- 
jurious effects  on  the  kidneys  and  none 
of  these  preparations  are  beneficial  in 
convulsive  states.  They  are  useful  as 
sedatives  for  individuals  who  have  idio- 
syncrasies for  the  barbiturates. 

Chloral  hydrate  is  a valuable  sedative 
and  hypnotic  which  is  not  used  as  fre- 
quently as  it  should  be.  Being  very 
soluble  it  is  readily  absorbed  and  the 
initial  effects  are  manifest  in  five  to  ten 
minutes,  and  even  sooner  with  large 
doses.  The  sleep  produced  by  chloral 
more  nearly  resembles  physiologic  sleep 
than  that  induced  by  any  other  hypnotic 
drug.  While  under  its  influence  the 
patient  is  easily  aroused,  and  on  awaken- 
ing does  not  have  the  lethargy  noted 
with  other  drugs.  In  doses  of  15  to  30 
grains  there  is  slight  slowing  of  the  pulse 
and  respiration,  and  lowering  of  the  blood 
pressure  and  temperature,  but  little  if 
any  more  than  is  present  in  normal  sleep. 
The  principal  disadvantages  are  the 
pungent  taste  and  gastric  irritation  which 
definitely  contraindicates  its  use  in  gas- 
tric ulcer.  Large  doses,  viz.,  over  45 
grains,  are  required  to  produce  sleep  of 
more  than  three  or  four  hours’  duration 
and  to  quiet  excitement.  Doses  of  this 
magnitude  do  depress  the  vasomotor  and 
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respiratory  centers  and  should  be  used 
with  caution.  When  chloral  is  adminis- 
tered during  the  day  as  a sedative  the 
possibility  of  addiction  should  always  be 
kept  in  mind.  When  used  as  a hypnotic 
the  preferable  method  is  to  give  an 
amount  which  will  induce  sleep  for  three 
or  four  hours  and  then  to  repeat  the  dose, 
rather  than  prescribing  a single  dose 
large  enough  to  produce  sleep  of  much 
longer  duration.  The  average  fatal  dose 
is  150  grains  and  the  average  anesthetic 
dose  is  50  grains,  which  gives  a wide 
therapeutic  margin. 

Paraldehyde  has  two  principal  indica- 
tions. First  as  a comparatively  safe 
hypnotic  in  acute  mania,  delirium  tre- 
mens, and  other  agitated  conditions 
which  would  otherwise  require  danger- 
ously large  doses  of  chloral  or  barbitu- 
rates. Second  for  the  relief  of  status 
epilepticus,  whether  idiopathic,  uremic, 
eclamptic,  or  the  spinal  convulsions  of 
strychnine  poisoning.  In  these  condi- 
tions paraldehyde  administered  by  rec- 
tum is  a most  valuable  remedy.  It 
should  never  be  administered  intraven- 
ously as  thromboses  are  likely  to  occur. 
Continued  administration  as  either  a 
sedative  or  hypnotic  is  dangerous  as 
personality  changes  may  occur,  as  well 
as  loss  of  appetite,  dyspepsia,  muscular 
weakness,  and  tremors.  Addiction  is 
easily  produced  and  its  results  are  serious, 
frequently  ending  fatally  in  three  or  four 
hours. 

In  1903  Emil  Fischer  and  von  Mering  in- 
troduced diethylmalonylurea  (or  veronal) 
as  a sedative  and  paved  the  way  for 
the  large  group  of  ureides  which  com- 
prise the  principal  sedative  and  hypnotic 
agents  used  at  the  present  time. 

There  are  two  principal  groups  of 
ureides,  the  acetylurea  derivatives  com- 
prising Brom-diethyl-acetylurea  (Car- 
bromal  or  Adalin),  Acetyl-brom-diethyl- 
acetylurea  (Abasin),  and  Allyl-isopropyl- 
acetylurea  (Sedormid);  and  the  larger 
malonylurea  group  which  are  the  barbi- 
turates. There  is  one  valerylurea  deri- 
vative, viz.,  Alpha-monobrom-iso-valeryl- 
urea  (Bromural). 

The  acetureides  and  the  valeralurea 


derivatives  seem  to  be  quite  similar  in 
action.  It  will  be  seen  that  three  of  these 
preparations  contain  bromine,  but  the 
bromide  ion  is  present  in  comparatively 
small  quantity  and  in  therapeutic  doses 
can  have  no  appreciable  action.  These 
drugs  are  said  to  have  no  notable  action 
upon  the  gastrointestinal,  genitourinary, 
respiratory,  or  circulatory  systems  when 
used  in  recommended  doses.  The  prin- 
cipal advantage  of  these  preparations  is 
their  mild  sedative  and  hypnotic  action 
without  depression  or  other  unpleasant 
results.  Thrombocytopenic  purpura  oc- 
casionally follows  the  administration 
of  allyl-isopropyl-acetylurea  (Sedormid) — 
(Hoffman,  Kahn,  and  Fitzgibbon). 

The  malonylurea  or  barbituric  acid 
derivatives  are  the  principal  sedative  and 
hypnotic  drugs  used  at  the  present  time. 
The  acids  themselves  are  but  slightly 
soluble  in  water  and  their  hypnotic 
properties  are  about  double  those  of  their 
salts.  The  salts  are  readily  soluble  in 
water,  but  these  solutions  are  unstable. 
Barbiturates  are  incompatible  with 
chloral  hydrate,  acids,  and  ammonium 
salts,  and  as  a rule  they  should  be  ad- 
ministered alone. 

The  principal  advantage  of  this  group 
may  be  summarized  briefly.  They  are 
useful  in  reducing  nervousness  and  pro- 
moting sleep,  in  reducing  the  frequency 
of  convulsive  seizures,  and  for  the  pro- 
duction of  partial  or  complete  anesthesia. 
Serious  local  irritation  is  not  produced, 
and  administration  may  be  by  the  oral, 
rectal,  or  intravenous  routes.  The  effect 
starts  within  twenty  to  thirty  minutes  on 
oral  administration,  in  less  time  when 
given  rectally  (when  in  solution),  and 
immediately  when  introduced  by  vein. 
When  used  in  therapeutic  dosage  there 
is  no  serious  disturbance  of  respiration, 
circulation,  or  smooth  muscle  action, 
and  the  after  effects  are  not  particularly 
unpleasant  or  distressing. 

Pharmacological  Action  of  the 
Barbiturates 

Effect  on  Respiration. — The  respiratory 
system  is  depressed,  even  by  hypnotic 
doses.  The  rate  may  be  diminished, 
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though  it  is  frequently  increased,  and  the 
excursion  is  more  shallow.  In  prolonged, 
deep  narcosis,  cyanosis  frequently  occurs 
and  there  may  be  pulmonary  edema. 
Toxic  doses  produce  death  either  by 
paralysis  of  respiration  or  more  fre- 
quently by  pulmonary  edema  and  sub- 
sequent pneumonia.  If  administered  in- 
travenously, unless  given  slowly,  death 
may  be  produced  by  respiratory  paralysis 
even  in  hypnotic  doses.  Featherstone 
stressed  the  risk  of  using  the  barbiturates 
as  basal  anesthetics  in  the  presence  of 
catarrhal  conditions  of  the  bronchial  and 
upper  air  passages. 

Effect  on  Circulation. — There  is  a fall 
in  the  systolic  blood  pressure  within  the 
first  two  hours  after  administration. 
This  is  usually  unimportant,  but  severe 
drops  have  been  reported  in  individuals 
with  hypertension  or  following  rapid 
intravenous  introduction  of  the  soluble 
barbiturates.  The  pulse  rate  is  in- 
creased and  may  be  100  or  over  in  indi- 
viduals taking  barbiturates  in  the  day 
as  well  as  at  night.  Dilatation  of  the 
peripheral  vessels  occurs  and  capillary 
permeability  is  increased.  The  tonus 
of  the  heart  muscle  is  decreased.  This  is 
sufficient  to  produce  decompensation 
when  patients  have  taken  barbiturates 
in  large  doses  for  extended  periods.  I have 
seen  alarming  symptoms  produced  by  a 
single  dose  of  sodium  amytal  in  a patient 
with  myocardial  insufficiency. 

Effects  on  Blood  Chemistry—  Blood  cal- 
cium and  phosphorus  are  decreased. 
The  carbon  dioxide  tension  is  increased  as 
a result  of  the  respiratory  depression, 
but  the  carbon  dioxide  combining  power 
is  unaffected. 

Effect  on  Genitourinar  v Function. — A 
slight  decrease  in  the  urinary  output  is 
noted  for  six  to  twelve  hours  but  returns 
to  normal  later.  This  fact  may  be 
utilized  in  patients  with  troublesome 
nocturia.  There  is  no  evidence  of  renal 
damage  except  in  cases  of  fatal  poisoning. 
Willcox  reports  four  cases  of  fatal  urinary 
suppression  following  doses  of  less  than  10 
grains  of  nembutal.  The  smooth  muscu- 
lature of  the  bladder  is  relaxed  and  there 
is  inhibition  of  voluntary  urination. 


Large  doses  of  the  barbiturates  frequently 
make  catheterization  necessary.  Even 
small  doses  of  barbiturates  may  produce 
impotence  through  inhibition  of  the 
spinal  reflexes. 

Effects  on  the  Gastrointestinal  Tract. — 
The  tone  of  the  smooth  musculature  of 
the  gastrointestinal  tract  is  relaxed. 
The  emptying  time  of  the  stomach  is 
delayed  and  the  barbiturates  may  cause 
indigestion  if  administered  immediately 
before  or  after  meals.  Postanesthetic 
nausea  and  vomiting  are  diminished  when 
anesthesia  is  preceded  by  barbituric 
medication.  It  is  well  known  that  the 
barbiturates  are  the  most  effective  drugs 
to  control  the  pain  and  vomiting  in  the 
gastric  crisis  of  tabes.  Secretions  of  the 
gastric  and  other  digestive  juices  are 
inhibited.  On  account  of  this  effect, 
Zerfas  has  recommended  the  use  of  the 
barbiturates  in  the  treatment  of  gastric 
and  duodenal  ulcer. 

Effects  on  the  Skin  and  Mucous  Mem- 
brane.— The  sensitiveness  of  the  cornea 
and  mucous  membrane  of  the  pharynx 
is  diminished.  For  this  reason  the  bar- 
biturates are  of  use  in  reducing  coughs 
produced  by  pharyngeal  irritation.  Many 
types  of  skin  eruptions  may  be  produced 
by  the  barbiturates.  The  most  frequent 
are  urticaria,  morbiliform  or  scarletina- 
form  erythema,  macular,  vesicular,  or 
bullous  eruptions.  Phenobarbital  and 
some  of  the  other  members  of  this  group 
may  produce  necrotic  ulcers  of  the  mouth 
and  tongue.  Poole  reports  desquamative 
dermatitis  with  sloughing,  necrosis,  edema, 
and  leucocytic  infiltration  of  the  bronchial 
mucosa  in  fatal  barbiturate  poisoning. 
Skin  eruptions  seem  to  be  most  common 
in  individuals  with  an  allergic  tendency. 
Individuals  allergic  to  protein  substances 
are  frequently  allergic  to  drugs.  The 
important  difference  between  drug  allergy 
and  protein  allergy  is  that  drug  allergy 
exists  to  only  one  chemical  group  (for 
example  the  phenyl  or  ethyl  group),  and 
not  to  the  entire  molecule  as  is  the  case 
with  protein  sensitization.  Therefore  a 
person  allergic  to  one  barbiturate  may 
take  another  derivative  with  impunity, 
providing  it  does  not  contain  the  allergic 
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principle.  In  my  experience  skin  erup- 
tions more  frequently  result  from  barbi- 
turates containing  the  ethyl  radical,  as 
barbital,  phenobarbital,  and  maytal,  than 
from  those  which  do  not,  as  for  example 
alurate  and  dial. 

Effects  on  Metabolism. — Dameshek,  Lo- 
man,  and  Myerson  found  that  sodium 
amytal  produced  a rapid  and  marked 
fall  in  basal  metabolism.  The  average 
fall  was  26  per  cent,  with  a range  from 
7 to  70  per  cent.  The  utilization  of 
oxygen  and  dextrose  by  the  brain  is 
definitely  diminished.  The  average  fall 
in  temperature  was  1.1  F.  Underhill 
and  Sprunt  found  a distinct  hypergly- 
cemia in  rabbits  anesthetized  with 
sodium  amytal.  Weiss  determined  this 
hyperglycemia  to  be  80  to  150  per  cent 
in  the  dog,  and  100  to  250  per  cent 
in  the  cat.  Metabolism  of  glycogen  in 
the  liver  is  reduced  50  per  cent  by  sodium 
amytal  anesthesia  (Hines,  Leese,  and 
Barer).  Fontes  and  Trivolle  demon- 
strated a marked  hypoglycemia  resulting 
from  the  use  of  allyl-isopropyl  barbi- 
turic acid  (alurate). 

Effects  on  the  Nervous  System. — The 
presence  of  barbiturates  in  the  nervous 
system  have  been  demonstrated  by 
many  workers.  In  the  brain  it  has  been 
found,  particularly  in  the  midbrain  and 
thalamus,  which  areas  are  of  significance 
in  the  production  of  sleep.  Barbiturates 
have  been  found  in  the  medulla,  and 
particularly  in  the  spinal  cord,  which 
doubtless  accounts  for  the  changes  in  the 
reflexes  and  ataxia.  Even  small  doses 
of  the  barbiturates  may  produce  vertigo, 
muscular  inco-ordination,  nyxtagmus,  and 
double  vision.  The  pupils  are  at  first 
somewhat  dilated,  but  in  stupor  are 
contracted  and  less  responsive  to  light. 
The  deep  reflexes  are  at  first  exaggerated 
but  later  are  diminished  or  absent.  Ab- 
sent ankle  jerks  are  not  infrequently 
found  in  individuals  who  take  barbitu- 
rates continuously.  In  deep  narcosis  Bab- 
inski  reflexes  may  be  present,  the  rectal 
sphincter  may  be  relaxed,  and  the  dimin- 
ished bladder  tone  and  absence  of  the 
micturation  reflex  make  catheterization 
necessary.  When  phenyl,  ethyl,  or 


methyl  groups  are  combined  in  the  for- 
mation of  a barbiturate,  the  resulting 
drug  has  special  action  on  the  motor 
cortex  which  inhibits  cerebral  convulsive 
seizures  (phenobarbital,  mebaral,  and 
rutonal). 

Psychologic  effects  of  small  doses  of 
the  barbiturates  are  of  considerable 
interest  and  importance.  Sedative  doses 
of  the  barbiturates,  particularly  pheno- 
barbital and  amytal,  give  definite  changes 
in  the  emotional  sphere.  Fear  and  appre- 
hension are  decreased  and  there  is  a 
feeling  of  serenity  and  well-being.  Ex- 
pression becomes  freer  and  assumes  a 
sense  of  warmth  and  even  inspiration. 
Self  absorption  is  decreased  and  a 
friendly  outlook  is  promoted. 

Disadvantages , Idiosyncrasies , and  Toxic 
Effects. — The  pharmacologic  response  to 
barbituric  medication  is  rather  variable, 
not  alone  in  different  individuals,  but  in 
the  same  individual  at  separate  times. 
The  hypnotic  stage  may  be  preceded  by 
stimulation  and  excitement,  which  in 
the  short  action  group  may  proceed 
from  inebriation  even  to  delirium  The 
idiosyncrasies  encountered  are  mainly 
symptoms  of  acute  or  chronic  intoxica- 
tion, but  induced  by  doses  which  are 
ordinarily  innocuous.  In  my  experi- 
ence the  alarming  symptoms  are  most 
frequently  encountered  in  individuals 
with  myocardial  weakness,  respiratory 
difficulties,  arteriosclerosis,  very  high  or 
low  blood  pressure,  or  in  children.  Toxic 
symptoms  may  be  acute  or  chronic. 
Serious  acute  symptoms  may  be  a 
marked  fall  of  temperature  and  blood 
pressure,  depression  of  respiration  with 
cyanosis  and  pulmonary  edema,  or  res- 
piratory paralysis.  Chronic  poisoning 
occurs  when  the  longer  acting  barbitu- 
rates are  administered  at  too  frequent 
intervals.  The  most  prominent  mani- 
festations of  chronic  poisoning  are  mental 
symptoms,  which  may  be  excessive  fa- 
tigue, debility,  and  retardation,  impair- 
ment of  ethical  and  moral  appreciation, 
with  muscular  inco-ordination  and  speech 
defects,  epileptiform  convulsions  may 
occur,  or  an  acute  toxic  psychosis  with 
confusion,  hallucinations,  and  excitement. 
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Pathologic  Changes  in  Fatal  Cases. — 
The  depression  of  cell  function  caused  by 
the  lipolytic  narcotics  is  believed  to  re- 
sult from  alterations  in  the  colloidal 
systems  of  the  cell  surface.  In  narcotic 
concentration  these  alterations  result  in  a 
definite  decrease  in  the  permeability  of 
the  cell  membrane.  Toxic  concentra- 
tions of  narcotic  drugs  increase  the  per- 
meability of  the  cell  membrane  and  thus 
alter  the  cell  substance  which  may  be- 
come disorganized,  injured,  or  killed. 
The  pathologic  findings  in  fatal  cases 
of  barbiturate  poisoning  are  in  general 
what  would  be  expected  of  an  agent  which 
causes  an  increased  permeability  of  the 
cell  membrane  and  destruction  of  the  cell 
protoplasm.  These  findings  as  reported 
are  cloudy  swelling  of  the  parenchymatous 
organs  with  perivascular  hemorrhages. 
Small  hemorrhages  are  found  particularly 
in  the  brain,  heart,  lungs,  kidneys,  liver, 
and  the  submucosa  of  the  gastrointestinal 
tract.  The  cells  of  the  cerebral  cortex, 
brain  stem,  and  cerebellum  show  an 
absence  of  Nissl  bodies  and  other  evi- 
dences of  disintegration  including  rup- 
ture of  the  cell  membrane  and  the  pres- 
ence of  granular  products  of  degenera- 
tion. Congestion  of  the  lungs  is  a 
constant  finding  and  usually  there  are 
evidences  of  bronchopneumonia. 


A full  description  of  the  individual 
properties  of  each  of  the  barbiturate 
preparations  is  not  within  the  scope  of 
this  paper,  but  a brief  statement  of  some 
of  the  little  emphasized  advantages  or 
disadvantages  may  be  given. 

Isopropyl-ethyl  barbituric  acid  (Ipral) 
is  the  least  hypnotic  of  the  barbiturates, 
and  complete  recovery  from  the  sedative 
effects  is  delayed  longer  than  any  other 
member  of  this  group.  The  anesthetic 
dose  is  about  80  per  cent  of  the  fatal  dose, 
and  continued  administration  of  small 
doses  frequently  produces  stuttering. 

Isoamyl-ethyl  barbituric  acid  (Amy- 
tal) causes  increased  muscle  tension  and 
has  the  tendency  to  produce  tremor  in 


normal  individuals  When  administered 
to  patients  with  paralysis  agitans  it 
lessens  the  tremor  of  the  disease  by 
greatly  increasing  the  rigidity.  This 
rigidity  may  be  so  marked  that  the 
patients  are  rendered  completely  helpless. 

Cyclo-hexyl-ethyl  barbituric  acid  (Cy- 
clobarbital Phanadorn)  is  an  effective 
hypnotic,  though  somewhat  variable  in 
action.  It  has  less  depressing  effects 
upon  respiration  and  has  the  least  ten- 
dency of  any  of  the  barbiturates  to  pro- 
duce muscular  rigidity  and  trembling. 

The  sodium  salt  of  normal  hexyl-ethyl 
barbituric  acid  (Ortal  Sodium,  Hebaral 
Sodium)  has  very  little  hypnotic  effect 
in  recommended  dosage  but  it  is  a good 
euphoric  sedative. 

Diallyl  barbituric  acid  (Dial)  has  pro- 
nounced toxic  effects.  Transient  vertigo 
and  nausea  are  frequent.  Tolerance 
rapidly  develops  but  there  is  much  indi- 
vidual difference  in  tolerance  and  action. 
Toxic  doses  cause  muscular  inco-ordina- 
tion and  trembling,  convulsions,  and 
delirium. 

Sodium  propyl-methyl-carbinyl-allyl 
barbiturate  (Seconal)  is  an  excellent 
short  action  hypnotic.  The  sleep  in- 
duced by  iy2  to  3 grains  of  this  drug  is  of 
very  brief  duration,  but  there  is  no  de- 
pression of  other  unpleasant  after-effect. 
Tolerance  is  not  easily  acquired. 

The  therapeutic  breadth  or  therapeutic 
index  is  the  figure  obtained  by  dividing 
the  minimal  fatal  dose  by  the  minimal 
anesthetic  dose.  The  results  of  these 
experiments  vary  somewhat,  depending 
upon  the  animals  used  and  on  other  con- 
ditions. Nevertheless,  these  figures  give 
some  idea  as  to  the  comparative  safety 
or  dangers  of  these  preparations.  A list 
of  the  therapeutic  indices  of  the  principal 
barbiturates  in  order  of  decreasing  tox- 
icity is  as  follows : 
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Chemical  name 

Trade  name 

Index 

Isopropyl-ethyl  barbituric  acid 

Ipral 

1.22 

Phenyl-ethyl  barbituric  acid 

Phenobarbital,  Luminal 

1.5 

Diethyl  barbituric  acid 

Barbital,  Veronal 

1.63 

Sodium  ethyl  (I-methyl  butyl)  barbiturate 

Phenobarbital  Sodium,  Nembutal 

1.7 

Sodium  isoamyl-ethyl  barbiturate 

Sodium  salt  of  secondary  isobutyltetrabrom-proprynal 

Amytal  Sodium 

1.79 

barbituric  acid 

Pernoston 

2.1 

N-methyl-ethyl-phenyl  barbituric  acid 

Mebaral,  Prominal 

2.3 

N-butyl-ethyl  barbituric  acid 

Neonal,  Soneryl 

2.3 

Allyl-isopropyl  barbituric  acid 

Alurate 

2.43 

Cyclo-hexyl-ethyl  barbituric  acid 

Cyclobarbital,  Phanadorn 

2.44 

Isoamyl-ethyl  barbituric  acid 

Amytal 

2.45 

Diallyl  barbituric  acid 

Dial 

2.5 

Sodium  propyl-methyl-carbinyl-allyl  barbiturate 

Seconal 

2.7 

Sodium  N-methyl-cyclo-hexenyl  barbituric  acid 

Cyclural,  Evipal,  Evipan 

3.3 

Sodium  hexyl-ethyl  barbiturate 

Ortal  Sod.,  Hebaral  Sod. 

4.0 

A glance  at  these  figures  shows  that 
the  minimal  anesthetic  dose  of  the  first 
five  of  these  preparations  is  uncomfort- 
ably close  to  the  minimal  fatal  dose. 

In  classifying  the  barbiturates  I would 
like  to  divide  them  into  three  groups : 

1.  Barbiturates  useful  .as  sedatives: 
Phenyl-ethyl  barbituric  acid  (Phenobarbital) 

in  doses  not  exceeding  3 grains  daily 
N-methyl-ethyl-phenyl  barbituric  acid(Meb- 
aral)  in  doses  not  exceeding  6 grains 
daily 

Allyl-isopropyl  barbituric  acid  (Alurate) 
Sodium  hexyl-ethyl  barbituric  acid  (Ortal 
Sodium) 

2.  Barbiturates  useful  as  hypnotics: 
Isoamyl-ethyl  barbituric  acid,  and  the  so- 
dium salt  (Amytal  and  Sodium  Amytal) 

Cyclo-hexyl-ethyl  barbituric  acid  (Cyclo- 
barbital) 

Sod. -ethyl  (I-methyl  butyl)  barbiturate 
(Phenobarbital  Sod.,  Nembutal) 

Sodium  propyl-methyl-carbinyl-allyl  barbi- 
turate (Seconal) 

N-methyl-cyclo-hexenyl  barbituric  acid 
(Cyclural,  Evipal,  Evipan) 

Isobutyl-allyl  barbituric  acid  (Sandoptal) 

3.  Preparations  not  recommended  for  ordi- 
nary use  because  of  prolonged  action  or 
toxic  effects: 

Barbiturates  combined  with  amidopyrine 
(Allonal,  Paralgia,  Dormalgin) 

Diethyl  barbituric  acid  and  its  sodium  salt 
(Barbital,  Veronal,  Medinal) 

Diallyl  barbituric  acid  (Dial) 
Isopropyl-ethyl  barbituric  acid  (Ipral) 
Sodium  salt  of  secondary  isobutyl-tetra- 
brom -propry  nal  barbituric  acid  (Per- 
noston) 


Diethyl  barbituric  acid  and  allyl-isopropyl 
barbituric  acid  (Somnifene) 

In  conclusion  I wish  to  plead  for  the 
discontinuance  of  the  use  of  the  inorganic 
bromides  except  in  convulsive  states.  As 
usually  prescribed  bromides  have  little  or 
no  beneficial  action  and  may  cause  serious 
ill  health.  Chloral  hydrate  is  an  excel- 
lent sedative  and  hypnotic  and  deserves 
more  frequent  use.  The  barbiturates 
are  valuable  sedative  and  hypnotic  drugs, 
but  their  use  should  be  limited  and  their 
indications  and  toxic  effects  thoroughly 
understood.  Anesthetic  doses  are  danger- 
ous and  require  the  careful  supervision  and 
precautions  used  in  general  anesthesia. 
115  East  61st  Street 
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Discussion 

Harold  T.  Hyman,  M.D.,  New  York  City. — 
Dr.  Howe  has  clearly  delineated  a most  com- 
prehensive and  practical  discussion  of  the  use  of 
the  tonic  and  sedative  drugs  in  neurologic  prac- 
tice. There  are  a few  variants  that  might  merit 
a word  of  discussion. 

In  the  use  of  thyroid  extract  as  a tonic,  I am 
insistent  on  estimations  of  the  basal  metabolic 
rate.  I do  not  prescribe  thyroid  extract,  except 
in  rare  instances,  unless  the  rate  is  depressed. 
I insist  upon  check-up  rates  to  alter  to  a mainte- 
nance dosage  that  amount  which  is  necessary  to 
correct  the  obviously  low  rate.  Only  in  this  way, 
may  adequate  dosage  be  insured  and  toxic  symp- 
toms prevented.  Apart  from  the  classically 
obese  flabby  hypothyroid  group,  there  is  a sec- 
ond visceroptotic  asthenic  group,  strikingly 
underweight,  who  paradoxically  not  infrequently 
has  a low  basal  metabolic  rate.  Such  patients 
may  also  have  amenorrhea,  oliguria,  and  sterility, 
and  are  sometimes  referred  to  the  internist  by 
the  gynecologist.  These  patients,  I believe,  may 
best  be  classified  as  forme  fruste  of  pituitary 
cachexia.  The  basal  metabolic  rate  is  often  done 
with  the  expectation  of  finding  that  it  will  be 
high  and,  to  our  great  amazement,  it  will  be  found 
significantly  low,  and  thyroid  extract  may  be  pre- 
scribed with  tonic  and  adjuvant  effect. 

I can  also  confirm  what  Dr.  Howe  has  said 
about  the  use  of  hypophosphites,  glycerophos- 
phites,  glycerophosphates,  and  arsenicals  such 
as  cacodylate  of  soda.  Pharmacologically,  they 
are  completely  inert  and  may  well  be  classified 
as  useless  drugs.  In  the  early  years  of  my  prac- 
tice, I prescribed  them  through  sheer  despair 
and  as  a placebo.  While  the  tonic  effect  of  these 
drugs  is  by  no  means  constant,  it  is  certainly 
commented  upon  with  sufficient  frequency  by 
patients  so  that  I gain  the  impression  that  there 
must  be  some  beneficial  metabolic  alteration  that 
occurs  of  which  we  are  still  ignorant. 

The  use  of  suprarenal  cortex  in  any  form  is 
completely  disappointing,  as  Dr,  Howe  has  re- 


ported; but  I can  confirm  his  favorable  results, 
particularly  in  the  underweight  asthenic  patient, 
from  small  doses  of  insulin. 

Personally,  I never  use  strychnine,  caffeine,  or 
benzedrine  sulfate  as  tonics.  In  point  of  fact, 
S I am  opposed  to  their  use,  for  I think  that  this 
type  of  artificial  stimulation  is  a mirage  and  holds 
much  greater  potential  for  damage  than  benefit. 

The  use  of  the  balanced  diet  with  particular 
emphasis  on  high  vitamin  intake,  both  in  the 
diet  and  artificially,  I can  confirm  with  great 
vigor.  This  is  particularly  true  in  alcoholics 
and  those  foolish  females,  of  whom  we  all  see 
our  share,  whose  goal  with  regard  to  their  weight 
and  figure  seems  to  be  the  approach  to  the  ap- 
pearance of  tuberculous  cachexia. 

To  the  tonic  preparations  that  Dr.  Howe  has 
mentioned,  I would  add  the  much  more  potent 
tonic  measures  of  exercise  either  by  walking, 
dancing,  the  indulgence  in  sports,  or  conducted 
calisthenics,  particularly  in  flabby  and  over- 
weight individuals. 

For  the  tense,  high-strung  individual  who  is 
enmeshed  in  situational  difficulties,  I am  a great 
believer  in  the  old  fashioned  Wier-Mitchell  rest 
cure,  followed  by  a regimen  including  physical 
activity. 

I am  also  a great  advocate  of  the  tonic  effect  of 
whisky  or  a cocktail,  particularly  for  older 
patients,  taken  some  time  in  the  late  afternoon. 

I have  been  very  much  impressed  with  the 
tonic  effect  of  ultraviolet  radiation,  which  is 
now  available  to  patients  in  their  own  homes 
with  reasonably  low  priced  sources  of  true  ultra- 
violet radiation. 

With  regard  to  the  sedatives,  I can  echo  what 
Dr.  Howe  has  said  concerning  bromides.  I 
doubt  whether  I ever  prescribe  a bromide  pre- 
ascription,  mainly  because  of  the  great  frequency 
of  dermatitis  medicamentosa. 

Like  Dr.  Howe,  I believe  that  there  is  still  no 
sedative  or  hypnotic  to  compare  with  chloral 
hydrate,  though  I must  confess  that  I use  much 
lesser  dosage  than  does  Dr.  Howe. 

Paraldehyde  is  also  a great  favorite  of  mine. 
It  is  not  used  nearly  as  frequently  as  it  should 
be  used.  I believe  it  is  superior  in  every  way  to 
the  more  widely  publicized  and  expensive  prepa- 
rations such  as  avertin.  I have  no  fears  about 
its  intravenous  injection,  particularly  in  the 
maniacal  states  that  are  associated  with  ominous 
medical  conditions  such  as  pneumonia,  nephritis, 
eclampsia,  and  the  various  cardiac  psychoses. 
While  nothing  can  be  done  about  the  odor  of  the 
drug,  its  taste  may  be  well  and  conveniently  dis- 
guised in  ice-cold  beer.  I have  never  seen  a 
paraldehyde  addict. 

Concerning  the  barbiturates,  I have  very  defi- 
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nite  principles.  I never  prescribe  veronal  be- 
cause of  its  tendency  to  addiction.  I completely 
avoid  sedormid  because  of  three  instances  of 
thrombocytopenic  purpura  with  which  I am 
familiar.  I avoid  all  of  the  barbiturates  except 
those  which  have  been  approved  by  the  Council 
of  the  American  Medical  Association,  for  I think 
we  should  firmly  support  the  Council  in  its  at- 
titude toward  these  preparations.  I think  that 
the  by-effects  on  circulation,  metabolism,  etc., 
are  purely  academic  in  interest  except  in  instances 
of  massive  poisoning.  I make  every  effort-  to 


avoid  the  prescription  of  any  of  the  barbiturates, 
always  trying  sedative  measures  that  do  not 
involve  the  use  of  drugs.  These  measures  would 
include:  exercise;  simple  hydrotherapy  in  the 

ordinary  bathtub  by  means  of  a luke-warm  bath, 
or  a shock  bath,  or  a pine-needle  bath;  the  use  of 
warm  milk  at  bed-time;  a quieting  massage,  or 
the  soothing  effects  of  heat  in  the  form  of  a hot- 
water  bottle  or  an  electric  pad.  These  measures 
failing,  a simple  chloral  preparation,  in  increas- 
ing dosage,  is  probably  the  least  noxious  and  most 
effectual  prescription. 


DOCTORS  SAVE  MORE  MEN  IN  MODERN  WARS 


Another  great  war  in  Europe  would  produce 
fewer  deaths  from  wounds,  fewer  maiming  in- 
juries and  less  disease  per  man-power  than  in 
any  major  conflict  of  the  world’s  history,  military 
medical  experts  say. 

Despite  improvements  in  the  art  of  killing 
during  the  past  twenty  years,  modern  medical 
practice  in  most  countries  has  advanced  even 
faster,  they  declare,  and  physicians  and  surgeons 
are  better  equipped  than  ever  before  to  prevent 
illness  and  care  for  wounded  men. 

Among  recent  advances  which  would  protect 
the  soldier  against  sickness  and  care  for  him 
when  wounded  are  new  vaccines  and  serums  to 
prevent  or  aid  in  curing  such  diseases  as  tetanus 
poisoning,  scarlet  fever,  diphtheria,  and  measles; 
knowledge  of  food  needs  to  prevent  the  “de- 
ficiency diseases,”  such  as  scurvy  and  beriberi; 
new  drugs  and  anesthetics;  improved  surgical 
technics,  particularly  in  repairing  bone  and  head 
injuries  and  in  plastic  surgery,  and  fast  automo- 
bile and  airplane  ambulances. 

Major  Isaac  J.  Frisch,  medical  corps  officer 
with  the  Illinois  National  Guard,  declared  in  an 
article  in  The  Military  Surgeon,  official  journal 
of  the  Association  of  Military  Surgeons,  that 
“medical  science  has  in  i'.s  grasp  the  power  to 
control  and  crush  the  diseases  which  in  former 
wars  decimated  armies  and  populations. 


“Smallpox,  typhoid,  typhus,  dysentery,  chol- 
era, malaria,  and  scurvy  can  be  controlled,”  he 
added,  as  well  as  many  other  diseases  of  the  camp 
and  battlefield. 

Dr.  Charles  R.  Reynolds,  surgeon-general  of 
the  army,  added  that  “preventive  medicine  is 
our  great  field.  Through  advances  in  medicine 
it  is  now  possible  to  salvage  more  human  beings 
in  wartime  than  ever  before.” 

The  new  health  protective  measures  would  keep 
more  effective  men  in  the  field  with  a lower  cost 
in  maintaining  hospital  and  medical  facilities 
behind  the  lines  and  a lessened  drain  on  the 
civilian  population  for  fresh  troops.  During 
the  World  War  approximately  eighty  per  cent  of 
all  American  injured  men  were  returned  to  duty. 

Orthopedic  surgery  to  repair  broken  bones 
without  malformation  has  made  rapid  strides, 
indicating  fewer  permanent  injuries;  and  many 
operations  on  the  heart  and  brain,  previously  con- 
sidered impossible,  have  proved  successful. 
Many  such  procedures  including  plastic  surgery, 
received  their  greatest  impetus  during  the  World 
War,  army  surgeons  declared,  and  have  resulted 
in  the  saving  of  thousands  of  lives  in  peacetime. 

One  of  the  few  advantages  of  war  is  the  rapid 
development  of  medicine  and  surgery  during  the 
conflict  and  immediately  afterward,  government 
surgeons  agreed. 


RED  HAIR  AND  ANESTHESIA 

Speaking  at  the  British  Medical  Association 
conference  Dr.  C.  J.  M.  Dawkins  (London)  asked 
why  it  was  more  difficult  to  maintain  a smooth 
anesthesia  with  patients  with  red  hair  than  with 
those  with  fair  hair  or  dark  hair. 

On  seeing  a patient  with  red  hair  come  into 
the  gas  room,  one  instinctively  prepared  for 
difficulty  in  maintaining  a smooth  anesthesia,  and 
this  fact  was  borne  out  by  investigations,  as 


0.13  per  cent  of  red-haired  persons  required  re- 
straint, compared  with  only  0.05  per  cent  of  fair- 
haired patients  and  0.04  per  cent  of  dark-haired 
patients. 

Turning  to  induction  time,  it  was  found  that 
fair-haired  people  were  induced  on  an  average 
in  fifty-two  seconds,  dark-haired  people  in  sixty- 
two  seconds,  and  red-haired  people  in  sixty- 
eight  seconds. 
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We  are  indebted  to  Mr.  Theodore  B.  Wallace 
of  the  Smith,  Kline  and  French  Laboratories 
(Philadelphia,  Pa.)  for  the  benzedrine  sulfate 
employed  in  our  own  studies. 

During  the  past  two  years,  benzedrine 
sulfate — (beta-phenylisopropylamine 
sulfate)  an  epinephrine-series  derivative 
which  stimulates  the  central  as  well  as 
the  sympathetic  nervous  system — has 
been  presented  to  the  medical  profession 
as  a therapeutic  agent  for  a variety  of 
physical  and  mental  conditions.  A review 
of  the  status  of  the  drug  is  essential  in 
order  to  (1)  clarify  the  extensive  litera- 
ture which  has  accumulated;  (2)  re-em- 
phasize the  occurrence  of  untoward 
effects,  a danger  to  which  we  have  pre- 
viously directed  attention;1  (3)  discour- 
age physicians  from  administering  the 
drug  indiscriminately  for  symptomatic 
relief  without  adequate  supervision  or 
thorough  investigation;  and  (4)  particu- 
larly stress  the  fact  that  many  of  the 
reports,  still  experimental  in  nature,  are 
unconfirmed  and  controversial. 

Widely  disseminated  newspaper  mis- 
interpretation of  such  data  unfortunately 
has  led  to  promiscuous  and  dangerous 
self-medication  by  the  misinformed  lay- 
man. Such  publicity  and  its  pernicious 
concomitants  cannot  be  condemned  too 
strongly. 

PHARMACOLOGY 

A review  of  the  pharmacology  of  ben- 
zedrine sulfate,  particularly  in  regard  to 
the  conflicting  data,  is  a necessary  pre- 
requisite for  understanding,  defining,  and 
limiting  the  therapeutic  application  of 
this  pseudo-sympathomimetic  drug. 


I.  Effect  on  Nervous  System  and 
Mental  Functions 

(a)  Neurological  and  Mental  Status: 
In  1933,  Alles2  observed  that  benzedrine 
compounds  had  a tendency  to  awaken 
animals  from  barbital  anesthesia.  Shortly 
after,  an  insominia-producing  effect  was 
noted  in  man  by  Alles  and  Prinzmetal,3 
and  in  1935,  Prinzmetal  and  Bloomberg4 
utilized  this  effect  in  the  treatment  of 
narcolepsy.  Since  that  time  the  stimulat- 
ing action  on  the  central  nervous  system 
has  been  demonstrated  by  many  observ- 
ers. L5-24 

In  general,  the  major  effects  on  the 
mental  state  of  normal  individuals  include 
increase  in  alertness,  initative,  general 
efficiency,  motor  and  speech  activity  and 
irritation,  elevation  of  mood,  decrease  in 
fatigue,  and  insomnia.  In  addition,  we 
have  observed1  with  some  regularity  par- 
adoxical effects  such  as  increase  in  fa- 
tigue, depression,  agitation,  dullness, 
transitory  delirium,  dizziness,  and  vaso- 
motor reactions.  In  general,  increase  in 
motor  and  speech  activity  was  more  pro- 
nounced than  eleva  don  of  mood.  Bradley 16 
found  that  the  drug  had  the  appar- 
ently paradoxical  effect  of  subduing  chil- 
dren with  aggressive  behavior  traits. 
From  a study  of  the  toxic  effects  pro- 
duced by  prolonged  continuous  inhala- 
tion, Waud  concluded25  that  the  stimula- 
tion of  the  central  nervous  system  is 
striking  but  relatively  temporary,  and  is 
always  followed  by  marked  fatigue  and 
mental  depression  when  toxic  doses  of 
benzedrine  are  absorbed. 

( b ) Intelligence  tests:  Objective  stud- 
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ies  of  mental  performance  were  first 
reported  by  Sargent  and  Blackburn26 
who  found  an  average  increase  of  ap- 
proximately eight  per  cent  in  intelligence 
test  ratings  following  benzedrine  sulfate. 
These  findings  have  been  confirmed  by 
Molitch  and  associates27,28  and  Brad- 
ley.16 The  improved  responses  were 
thought  to  be  due  to  relief  from  unpleas- 
ant somatic  sensations,  increased  mental 
activity,  and  increased  decisiveness,  al- 
though headache  or  indifference  unfavor- 
ably influenced  some  of  the  scores.  The 
studies  of  Barmack29  seem  to  indicate 
that  benzedrine  sulfate  increases  the  in- 
clination rather  than  the  ability  to  do 
work.  In  our  experience,  persons  with 
inherently  low  mental  levels  showed 
little  alteration  in  intelligence  scores  after 
the  drug,  although  patients  with  early 
toxic  or  infectious  psychoses  were  apt  to 
increase  their  rating  as  the  abnormal 
mental  state  cleared. 

II.  Cardiovascular  System 

(a)  Blood  Pressure:  Most  observers 

admit  that  benzedrine  sulfate  in  sufficient 
dosage  by  mouth  usually  produces  eleva- 
tion of  the  systolic  and  the  diastolic  blood 
pressure.  Along  with  Anderson  and 
Scott30  we  have  called  attention31  to  the 
diastolic  elevations  or  depressions.  Some 
observers  feel  that  little  effect  on  the 
blood  pressure  is  noted  with  doses  of 
less  than  20  mg.  However,  we  have 
witnessed  significant  variations  following 
doses  of  10  mg.  and  less.  In  one  patient 
the  levels  rose  from  142/92  to  210/120 
one  hour  after  10  mg.  In  addition,  we 
have  frequently  noted  paradoxical  falls 
in  blood  pressure ; for  example,  from 
125/88  to  98/60.  We  have  found  unpre- 
dictable increase  or  decrease  in  both  the 
systolic  and  diastolic  levels  occurring 
singly  or  in  combination.  As  we  have 
previously  pointed  out,1  the  blood  pres- 
sure effect  is  independent  of  the  mental 
stimulation,  and  therefore  blood  pressure 
change  is  not  a criterion  for  estimating 
the  psychologic  response.  Within  limits, 
increasing  doses  produce  greater  varia- 
tions in  blood  pressure.  The  pressor 
effect  appears  not  infrequently  to  be 


diminished  following  several  days  of 
repeated  doses.  Storz  and  Kirk13  found 
a fall  in  blood  pressure  with  10  mg.  and 
a rise  with  20  mg.  After  continuous 
inhalation  of  benzedrine  for  four  to  six 
hours,  Waud25  noted  orthostatic  hypo- 
tension on  several  occasions.  The  in- 
fluence of  posture  and  exercise  on  the 
variations  in  blood  pressure  following  ben- 
zedrine sulfate  has  not  been  thoroughly 
investigated. 

With  subcutaneous  administration, 
Myerson,  Loman,  and  Dameshek32  found 
a rise  in  the  systolic  pressure  in  all  but 
one  of  eighteen  patients.  There  was  a 
noncommensurate  increase  in  the  dia- 
stolic level  of  the  blood  pressure. 

We  have  given  benzedrine  sulfate  in- 
travenously 33-37  to  a number  of  patients. 
Immediately  following  10  mg.  doses  we 
frequently  observe  a fluctuation  of  10 
to  30  mm.  of  mercury  in  the  systolic 
pressure  which  makes  accurate  determi- 
nation of  the  level  difficult.  In  general, 
20  to  30  mg.  of  benzedrine  sulfate  raised 
the  systolic  level  30  to  50  mm.  with  a 20 
to  30  mm.  increase  in  the  diastolic  level. 
The  maximum  elevation  was  usually  ob- 
tained within  thirty  to  sixty  minutes.  In 
one  case,  10  mg.  of  the  drug  elevated  the 
blood  pressure  from  110/60  to  200/100 
in  five  minutes.  In  two  patients  who  had 
received  1 Gm.  of  sodium  amytal  in- 
travenously, 105  and  130  mg.  of  benze- 
drine sulfate  intravenously  caused  the 
following  variations:  90/64  to  220/114 
and  70/50  to  188/102.  In  some  cases 
there  was  a fall  after  the  intravenous  ad- 
ministration. We  have  previously  re- 
ported33 that  benzedrine  sulfate  intra- 
venously in  10  mg.  doses  restores  to 
prenarcosis  levels,  blood  pressures  which 
have  been  depressed  by  0.5  Gm.  of 
sodium  amytal  intravenously.  One  patient 
in  collapse  from  sodium  amytal  with  a 
blood  pressure  of  50/0  experienced  an 
immediate  rise  to  140/90  following  10 
mg.  of  benzedrine  sulfate  intravenously. 

(i b ) Pulse. — Several  observers  have 
noted  that  benzedrine  sulfate  makes  the 
pulse  labile  and  easily  influenced  by  ex- 
ertion. This  may  account  for  many  of 
the  increased  pulse  rates  reported  fol- 
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lowing  oral  administration  of  the  drug, 
where  presumably  the  patients  were  up 
and  about.  However,  inconsistently, 
even  in  patients  at  rest  we  have  wit- 
nessed increases  in  pulse  rate  as  well  as 
slow  rates  in  patients  who  were  active. 
Following  subcutaneous32  and  intrave- 
nous administration33-37  of  the  drug  in 
patients  who  are  kept  quiet  in  bed,  the 
pulse  rate  frequently  falls.  Elevation 
of  the  pulse  rate  is  prone  to  occur  in 
patients  who  exhibit  little  alteration  of 
the  blood  pressure.  Following  the  in- 
halation of  toxic  doses  of  the  drug 
Waud25  found  a bounding  pulse  at  rest 
and  a weak,  thready  pulse  on  exertion; 
while  slight  exercise  produced  marked 
tachycardia.  Bradycardia  was  observed 
once.  The  influence  of  posture  and  ex- 
ercise on  the  variations  in  pulse  rate  has 
not  been  thoroughly  investigated. 

(c)  Heart. — Following  oral  administra- 
tion of  benzedrine  sulfate,  observers 
have  occasionally  noted  sinus  arrhythmia, 
extrasystoles,  paroxysmal  tachycardia, 
palpation,  and  bradycardia.  Anderson 
and  Scott30  mentioned  six  cases  with 
cardiovascular  reaction — four  had  pre- 
cordial pain,  one  had  extrasystoles,  and 
one  had  collapse  with  precordial  pain,  a 
drop  of  thirty  beats  in  pulse  rate,  and  a 
one  to  four  heart  block.  Following 
subcutaneous  administration  of  the  drug, 
Dameshek,  Loman,  and  Myerson38  noted 
very  little  effect  on  the  electrocardio- 
gram in  eight  patients  except  for  slight 
increase  or  decrease  in  the  size  of  the  T 
wave. 

III.  Gastrointestinal  System 

The  controversial  nature  of  the  re- 
ports on  the  action  of  benzedrine  sulfate 
is  nowhere  more  evident  than  in  those 
relating  to  the  gastrointestinal  system. 

(a)  Stomach. — Reports  on  the  effect 
of  benzedrine  sulfate  on  the  human 
stomach  as  observed  by  roentgenographic 
study  have  been  published  by  Myerson 
and  Ritvo,39  Smith  and  Chamberlin,40 
and  Van  Liere  and  Sleeth.41  There  is 
general  agreement  that  benzedrine  sul- 
fate decreases  peristaltic  activity  of  the 
stomach  in  hypertonic  states,  has  little 


effect  on  it  in  normal  tonic  states,  and 
increases  it  in  hypotonic  states.  Myerson 
and  Ritvo39  claim  that  “the  stomach 
actually  empties  more  rapidly  than  nor- 
mally under  the  influence  of  the  drug.” 
Smith  and  Chamberlin40  and  Van  Liere 
and  Sleeth,41  however,  report  that  the 
stomach  empties  less  rapidly  than  nor- 
mally. Beyer  and  Meek42  correlate 
these  opposing  statements  by  animal 
fluoroscopic  studies  which  revealed  a more 
rapid  initial  emptying  with  a delayed 
final  emptying  of  the  stomach.  Myerson 
and  Ritvo  state  that  the  drug  decreases 
the  tonus  in  a hypertonic  stomach,  but 
has  little  if  any  effect  on  a stomach  with 
normal  tone  or  hypotonicity.  Van  Liere 
and  Sleeth  agree  that  benzedrine  sulfate 
is  capable  of  relaxing  gastric  musculature. 
Beyer  and  Meek  in  animals  found  that  in- 
creased tonus  and  rate  of  activity  ap- 
peared in  about  eight  minutes,  but  that 
inhibition  of  activity  even  to  cessation 
with  or  without  slight  loss  of  tonus  took 
place  within  forty  minutes.  Myerson 
and  Ritvo  claim  that  the  drug  produces 
relaxation  of  the  pyloric  sphincter,  but 
Van  Liere  and  Sleeth  do  not  believe  that 
this  has  been  demonstrated  to  date, 
pointing  out  in  passing  the  uncertainty 
of  the  action  of  epinephrine  on  the  py- 
lorus. Ritvo43  states  that  the  use  of 
atropine  and  benzedrine  together  in  the 
gastrointestinal  tract  was  distinctly  less 
effective  than  benzedrine  alone. 

Myerson,  Rinkel,  and  Dameshek44 
found  that  benzedrine  sulfate  either 
slightly  diminished  or  did  not  affect  the 
amount  of  gastric  juice,  but  definitely 
and  regularly  increased  the  free  hydro- 
chloric acid  and  the  pepsinogenic  activity 
of  the  gastric  secretion.  Smith  and 
Chamberlin40  reported  that  the  drug  in- 
creased gastric  acidity  to  a slight  extent 
in  normal  persons  but  to  an  insignificant 
degree  in  patients  with  spastic  condi- 
tions of  the  stomach  and  the  duodenum. 

(b)  Duodenum , Small  Intestine , and 
Colon. — Myerson  and  Ritvo39  and  Smith 
and  Chamberlin40  agree  that  benzedrine 
sulfate  relaxes  the  smooth  muscle  of  the 
duodenum,  the  small  intestine,  and  the 
colon.  However,  the  latter  observers 
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noted  a moderate  amount  of  to-and-fro 
churning  and  an  occasional  peristaltic 
rush  in  the  proximal  small  intestine.  Van 
Liere  and  Sleeth41  postulate  that  the  peri- 
staltic activity  of  the  small  intestine 
might  be  lessened,  at  times  sufficiently 
to  produce  intestinal  stasis.  Starr45  re- 
ported that  increased  peristaltic  activity 
in  the  terminal  small  intestine  produced 
by  barium  ceased  after  the  injection  of 
benzedrine  sulfate  subcutaneously.  In 
contrast  to  these  findings,  Beyer  and 
Meek,42  in  animals,  were  unable  to  demon- 
strate any  constant  effect  on  the  intestinal 
tract  of  benzedrine  orally,  subcutane- 
ously, intravenously,  or  by  direct  infusion 
into  intestinal  fistulae. 

(c)  Gallbladder. — Schube,  Ritvo,  Myer- 
son,  and  Lambert,46  as  a result  of  fluoro- 
scopic studies,  reported  that  benzedrine 
sulfate  did  not  cause  the  gallbladder  to 
co'ntract.  The  organ  emptied  normally 
in  response  to  a fat  meal  given  thirty 
minutes  after  the  administration  of  the 
drug,  but  failed  to  evacuate  when  the  fat 
meal  was  given  two  hours  after  the  benze- 
drine sulfate.  They  implied  a delayed 
effect  on  the  gallbladder.  Smith  and 
Chamberlin40  employing  biliary  drainage 
confirmed  these  observations  except  that 
they  did  not  study  the  effect  of  a fat  meal 
two  hours  after  the  drug  had  been  ad- 
ministered. In  cats,  Flexnor,  Bruger,  and 
Wright47  reported  that  benzedrine  sulfate 
produced  immediate  relaxation  in  gall- 
bladders that  previously  had  been  con- 
tracted by  acetyl-beta-methyl-choline 
chloride. 

(i d ) Clinical  Observations. — Along  with 
other  observers,  we  have  noted  the  fol- 
lowing clinical  effects  of  benzedrine  sul- 
fate on  the  gastrointestinal  tract : 
anorexia,  nausea,  belching,  abdominal 
cramps,  flatulence,  increase  or  decrease  in 
frequency  of  bowel  action,  and  increase 
or  decrease  in  amount  of  stool.  We  have 
been  particularly  impressed  by  the  un- 
predictable appearance  of  diarrhea  or  con- 
stipation in  our  patients.  Vomiting15  and 
spasm  of  the  rectal  sphincter48  have  been 
reported  by  others.  Jaundice  appearing 
during  the  administration  of  benzedrine 
sulfate  was  recorded  by  Donley.18 


IV.  Genitourinary  System 

(a)  Urinary  Tract. — We  have  noted  an 
increase  or  a decrease  in  the  frequency  of 
urination  with  either  an  increase  or  a 
decrease  in  the  total  daily  urinary  output 
after  benzedrine  sulfate  administration. 
Other  observers  have  reported  dysuria,9 
difficulty  in  initiating  micturition,48  and 
aggravation  of  pre-existing  frequency  and 
urgency.49  Myerson50  has  stated  that 
benzedrine  sulfate  relaxes  the  urinary 
bladder.  Waud25  reported  that  toxic 
doses  of  the  drug  by  inhalation  pro- 
duced: marked  shrinkage  of  the  exter- 
nal urethra,  immediate  diuresis  of  500 
to  2,000  cc.  in  4 to  6 hours,  and  moderate 
suppression  of  urine  after  8 horns  for 
one  day. 

( b ) Genital  Tract. — Ulrich  et  al.6  ob- 
served an  additional  menstrual  period 
in  an  adolescent  girl  following  the  daily 
administration  of  50  mg.  of  the  drug. 
Solomon  et  al.15  reported  an  increase  in 
sexual  potency  in  two  male  patients. 
After  toxic  doses  by  inhalation,  Waud25 
found  increased  libido  for  a short  period 
followed  by  decreased  libido  for  two 
hours  to  four  days. 

V.  Upper  Respiratory  Tract 

Inhalation  of  the  vapor  of  benzedrine 
has  been  reported  to  produce  shrinkage 
of  the  mucous  membranes  and  diminu- 
tion of  nasal  secretion.51-64  Toxic  doses 
have  produced  paradoxical  effects.25 

Along  with  other  investigators  we  have 
observed  that  internal  administration  of 
benzedrine  sulfate  may  cause  increase  or 
decrease  of  nasal  secretion,  parching  of 
the  mouth  and  throat  or  increased  saliva- 
tion, and  a peculiar  “metallic”  taste. 

VI.  Respiration 

All  investigators  are  agreed  that  ben- 
zedrine sulfate  in  the  usual  therapeutic 
doses  has  little  effect  on  respiration. 
Following  toxic  doses  by  inhalation, 
Waud25  observed  dyspnea,  foamy  sputum, 
emphysema,  and  moist  r&les  in  the  lungs 
for  one  to  three  days.  In  animals  some 
investigators2’65  have  found  stimulation 
of  respiration  by  the  drug  while  others 
have  observed  no  effect.66  We  have 
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found  that  the  depression  of  respiration 
produced  by  large  doses  of  sodium  amytal 
is  little  if  at  all  influenced  by  benzedrine 
sulfate. 

VII.  Bronchi 

Although  a definite  but  poor  broncho- 
dilator  effect  from  benzedrine  sulfate 
has  been  observed  in  animals,67-70  no 
studies  have  been  reported  on  this  action 
in  the  human  subject. 

VIII.  Eye 

Myerson  and  Thau71  have  reported 
that  solutions  of  benzedrine  sulfate  of 
Vs  to  one  per  cent  instilled  in  the  eye 
produced  a dilation  to  complete  mydriasis 
in  from  fifteen  to  thirty  minutes,  and 
an  increase  of  2 to  4 mm.  in  intra- 
occular  tension.  Atropine  and  its  deriva- 
tives appear  synergistic  to  benzedrine 
sulfate  when  instilled  in  the  eye,72-75  pro- 
ducing cyclopelegia  with  reduced  doses 
which  is  rapidly  induced  in  one-half  to 
one  hour  and  quickly  dissipated  in  five  to 
seven  hours.  Myerson  and  Thau71,76  also 
reported  that  benzedrine  solution  caused 
the  reappearance  of  the  reaction  to  light 
in  Argyll-Robertson  pupils. 

Internal  administration  of  benzedrine 
sulfate  has  been  found  by  us  to  produce 
injection  of  the  conjunctivae  and  dilation 
of  the  pupils.  Blurred  vision  has  been 
mentioned  by  others.23  In  postence- 
phalitic Parkinsonism,  oculogyric  crises 
have  been  reported  to  disappear,  or  to  be 
reduced  in  severity  and  number.15,77-79 

IX.  Weight 

During  the  administration  of  benze- 
drine sulfate  we  have  frequently  noted 
an  initial  moderate  loss  of  weight  in 
some  subjects,  and  after  the  drug  was 
discontinued,  a marked  gain  in  weight 
in  others.  Loss  of  weight  has  been  ob- 
served by  Shapiro,10  Nathanson,9  Schube 
et  al.80  and  Ulrich.49  The  loss  has  vari- 
ously been  explained  as  due  to  anorexia 
and  lessened  appetite,  increase  in  physi- 
cal activity,  moderate  increase  in  basal 
metabolic  rate  and  loss  of  fluid  through 
increased  sweating,  urination,  and  de- 
fectation.  Ehrich  and  Krumbhaar81  found 


that  rats  receiving  20  mg.  or  less  of 
the  drug  daily  stopped  growing  for 
three  weeks  and  then  began  to  grow 
again,  while  those  receiving  larger  doses 
continued  to  lose  weight.  They  demon- 
strated a marked  diminution  in  food  in- 
take in  these  animals.  Wilbur  et  al. 11,12 
however,  observed  loss  of  weight  in  only 
two  of  twenty-three  patients  with 
“chronic  exhaustion.”  Lesses  and  My- 
erson82 reported  considerable  decrease  of 
weight  in  sixteen  of  seventeen  patients 
treated  over  periods  of  six  to  twenty- 
five  weeks  with  a diet  of  1,400  calories 
and  benzedrine  sulfate.  Two  patients 
lost  forty-eight  and  fifty-four  pounds,  re- 
spectively, and  five  others  more  than 
twenty  pounds.  However,  most  of  the 
patients  were  obese  psychoneurotic  indi- 
viduals. The  loss  was  attributed  to  the 
reduced  food  intake  and  the  amelioration 
by  benzedrine  of  the  desire  to  overeat. 
Waud25  reported  that  toxic  doses  by  in- 
halation produced  an  average  loss  of  ten 
to  fourteen  pounds  in  three  to  four  days, 
after  which  the  weight  was  quickly  re- 
stored to  normal. 

X.  Cellular  Elements  of  the  Blood 

In  eleven  of  fifteen  patients,  Myerson 
et  al.32  found  an  increase  of  at  least  one 
million  in  the  total  number  of  erythro- 
cytes per  cubic  mm.  within  two  hours 
after  a subcutaneous  injection  of  40 
mg.  of  benzedrine  sulfate.  In  one  pa- 
tient the  count  reached  nearly  eleven  mil- 
lion. They  also  observed  an  increase  to 
as  much  as  four  times  the  original  level 
in  the  leukocyte  count,  particularly  in  the 
polymorphonuclear  cells.  No  immature 
cells  were  found.  They  assumed  these  al- 
terations to  be  due  to  an  effect  on  the 
hematopoietic  reservoirs,  such  as  the 
spleen,  rather  than  to  stimulation  of  the 
bone-marrow.  We  have  been  unable  to 
produce  such  striking  alterations  in  the 
blood  picture  with  doses  as  high  as  30 
mg.  daily,  orally  or  intravenously.  Don- 
ley18 and  Bradley16  also  observed  no  sig- 
nificant changes  in  the  blood.  Davies83 
reported  the  occurrence  of  acute  aplastic 
anemia  following  190  mg.  of  the  drug  by 
mouth  taken  in  a period  of  nineteen  days. 
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Schube,  Raskin,  and  Campbell84  made 
studies  of  the  blood  in  a series  of  pa- 
tients who  six  months  previously  had 
been  given  the  drug  orally  or  subcutane- 
ously for  a considerable  period,  and  they 
concluded  that  in  these  cases  benzedrine 
sulfate  produced  no  permanent  altera- 
tions in  the  hematopoietic  system. 

XI.  Chemical  Elements  of  the  Blood 

Along  with  Peoples  and  Guttmann,5 
Myerson  et  al,32  and  Donley,18  we  have 
observed  no  alterations  in  the  blood 
sugar  level  following  benzedrine  sulfate. 
However,  Storz  and  Kirk,13  using  the 
German  benzedrine  compound,  found  a 
fifteen  to  twenty  per  cent  increase  in  the 
sugar  level  two  to  four  hours  after  ad- 
ministration. We  noted  no  change  in 
the  nonprotein  nitrogen  level  of  the  blood 
in  ten  cases. 

XII.  Basal  Metabolic  Rate 

We  have  observed  a transitory  increase 
in  the  basal  metabolic  rate  in  some  cases 
following  benzedrine  sulfate,  but  have 
noted  frequently  a decrease  in  the  rate, 
and  have  not  been  convinced  that  there  is 
a consistent  variation.  In  our  experience 
an  elevated  rate  was  more  apt  to  obtain 
in  patients  with  originally  low  levels. 
Similar  observations  on  three  cases  have 
been  reported  by  Lagen,  Soley,  and 
Leake.85  Ulrich49  has  found  a temporary 
moderate  increase  in  rate  but  no  perma- 
nent alteration  even  after  prolonged  use. 
A moderate  elevation  of  rate  which  was 
progressively  increased  by  fractional  oral 
doses  up  to  40  mg.  and  which  reached 
maximum  about  two  hours  after  admin- 
istration was  reported  by  Molitch  and 
Poliakoff.86  The  alteration  varied  be- 
tween three  and  fourteen  per  cent. 
Myerson  et  al,  32  Nathanson,9  and  Don- 
ley18 observed  no  change  in  the  basal 
level  following  the  drug. 

XIII.  Miscellaneous 

(a)  Spinal  Fluid. — Myerson  et  al32 
recorded  a moderate  rise  in  the  spinal 
fluid  pressure  coincident  with  the  rise  in 
blood  pressure  in  fourteen  cases. 

( b ) Skin. — We  have  observed  that 


benzedrine  sulfate  may  produce  the  fol- 
lowing effects  on  the  skin:  flushing  of 
the  face,  urticaria,  pustular  eruption,  cutis 
anserina,  sensations  of  warmth,  exces- 
sive sweating  with  a peculiar  odor  to 
perspiration,  greasiness,  dermatographia, 
circumoral  pallor,  cyanosis,  dryness,  cold- 
ness and  clamminess  of  the  hands,  and 
occasional  paresthesias.  Similar  effects 
have  been  reported  by  others. 

(< c ) Reflexes. — We  have  noted  that  the 
deep  reflexes  are  occasionally  increased 
following  benzedrine  sulfate  particularly 
in  patients  who  exhibit  tremulousness. 

{d)  Urine  and  Stool. — Except  for  in- 
creases or  decreases  in  amount  of  urine 
or  of  stool  we  have  found  no  patho- 
logical variations  in  the  excreta.  Similar 
observations  have  been  reported  by 
others.  Following  toxic  doses  by  inhala- 
tion Waud25  observed  no  abnormal  find-  * 
ings  in  the  urine. 

(e)  Temperature. — We  have  noticed  a 
variation  of  approximately  one  degree  in 
the  temperature  of  most  patients  receiv- 
ing benzedrine  sulfate  and  have  observed 
that  patients  with  initial  subnormal  levels 
tend  to  have  an  increase.  Storz  and 
Kirk13  recorded  a rise  in  temperature  of 
one  degree  in  three  of  fourteen  cases. 

(/)  Carotid  Sinus. — Robinson87*88  has 
reported  that  benzedrine  sulfate  will  di- 
minish or  eliminate  induced  and  sponta- 
neous syncope  due  to  a hyperactive 
carotid  sinus  reflex. 

(g)  Constitution  and  Habitus. — Asthe- 
nic individuals  appeared  to  us  to  be  more 
sensitive  to  benzedrine  sulfate  than  pyk- 
nic types.  We  have  made  no  effort  to 
correlate  the  asthenic  habitus  with  the 
so-called  vagotonic  states  because  we  are 
impressed  by  the  amphotonic  nature  of 
the  reactions  of  most  individuals.  We 
have  noted  that  persons  with  vasomotor 
instability  are  more  sensitive  to  the  drug, 
particularly  those  with  low  and  labile 
blood  pressure.  Peoples  and  Guttmann5 
and  Shapiro10  have  reported  similar  ob- 
servations. We  are  not  able  to  agree  with 
Guttmann  and  Sargent14  that  persons  with 
cyclothymic  tendencies  have  the  most  con- 
stant favorable  reaction  to  the  drug.  Hill2 1 
stated  that  benzedrine  sulfate  had  a 
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greater  beneficial  effect  in  those  cases  of 
seasickness  in  which  there  were  signs  of 
excessive  vagus  activity.  Woolley22  re- 
ported no  difference  in  the  response  of 
vagotonic  and  sympatheticotonic  pa- 
tients. 

(h)  Enuresis. — In  boys  who  had  noc- 
turnal enuresis,  Molitch  and  Poliakoff89 
found  benzedrine  sulfate  of  value  in  de- 
creasing the  depth  of  the  slumber,  thus 
increasing  the  response  to  the  call  to 
urination. 

XIV.  Posology 

(a)  Onset  and  Duration  of  Effect , and 
Dosage. — In  general,  following  oral  ad- 
ministration of  benzedrine  sulfate  in  doses 
of  10  to  30  mg.  effects  of  the  drug  begin 
to  appear  in  from  forty-five  minutes  to 
two  hours.  When  the  drug  is  injected 
subcutaneously,  the  pressor  response  is 
usually  apparent  in  five  minutes.  With 
intravenous  administration,  responses  ap- 
pear at  times  immediately  or  within  five 
minutes. 

The  maximum  response  of  a given  in- 
dividual dose  depends  to  some  extent 
upon  the  particular  pharmocologic  re- 
action evaluated,  but,  in  general,  the 
maximum  blood  pressure  response  from 
oral  administration  appears  in  two  to 
four  hours.  Following  subcutaneous  in- 
jection, Myerson32  reported  that  the 
blood  pressure  reached  the  highest  level 
in  eleven  to  eighty-five  minutes.  We 
have  observed  maximal  alterations  in 
blood  pressure  within  thirty  to  sixty 
minutes  following  intravenous  admin- 
istration. 

Following  oral  administration  of  a 
single  dose,  blood  pressure  variations  were 
usually  found  to  disappear  in  four  to 
eight  hours.  Subjective  reactions  such  as 
insomnia  may  persist  for  seven  to  six- 
teen hours  after  administration.  Blood 
pressure  elevations  produced  by  subcu- 
taneous injection  were  found  to  disap- 
pear in  one  and  one-half  to  eight  hours. 
We  have  found  that  blood  pressure  ele- 
vations produced  by  intravenous  admin- 
istration of  the  drug  have  returned  to 
normal  in  eighty-five  minutes  to  seven 
hours. 


A number  of  patients  have  tolerated 
large  doses  of  the  drug.  We  have  given 
a patient  200  mg.  orally  in  one  day  with- 
out untoward  effects.  Carlisle  and  Hec- 
ker90  gave  four  patients  60  mg.  of  the 
drug  by  mouth  daily  for  sixty-five  days 
(3,900  mg.)  without  untoward  effects. 
Patients  with  orthostatic  hypotension 
have  received  150  mg.  of  the  drug  daily 
for  six  months.91  Subcutaneously  Piness, 
Miller,  and  Alles92  and  Myerson32  in- 
jected 50  mg.  without  harm.  We  have  in- 
jected intravenously  40  mg.  as  a single 
dose  and  a total  of  105  and  130  mg.  over  a 
period  of  an  hour  in  two  patients  without 
alarming  reaction. 

In  certain  types  of  illness,  benzedrine 
sulfate  has  continued  to  prove  effective 
over  long  periods  of  time.  Narcoleptics 
are  continuing  to  receive  benefit  after 
a period  of  more  than  three  years  of 
daily  administration.  In  orthostatic  hy- 
potension the  drug  has  remained  effective 
for  over  six  months.91  The  unpleasant 
effects  disappeared  after  a few  days  in 
some  cases,  but  appeared  to  accumulate 
in  others.  Wilbur  et  al. 11,12  have  ob- 
served that  certain  patients  develop 
tolerance  to  the  drug  and  therefore  sug- 
gested intermittent  administration  to  pre- 
vent this.  Some  observers11,12,22  feel 
that  the  response  of  the  patient  on  the 
initial  day  of  treatment  is  an  index  of 
the  effect  that  can  be  expected  from  the 
drug.  However,  we  have  observed  cases 
of  mental  illness  in  which  the  response 
to  prolonged  administration  could  not 
have  been  predicted  on  the  first  days  of 
medication.  This  has  made  us  feel  that 
a delayed  response  to  the  drug  occurs. 
Donley18  noted  the  sudden  development 
of  marked  hypertension  and  jaundice 
after  two  weeks  of  uneventful  administra- 
tion. 

The  determination  of  the  minimal 
effective  dose  of  benzedrine  sulfate  de- 
pends upon  what  criterion  is  used  for 
estimating  the  response  to  the  drug.  We 
have  found  that  definite  blood  pressure 
variations  can  be  produced  by  doses  of 
5 mg.  and  in  some  cases  by  doses  of 
2 mg.  However,  many  observers  feel 
that  doses  of  10  to  20  mg.  are  necessary 
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to  produce  blood  pressure  alterations. 
We  are  convinced  that  doses  which  ap- 
pear to  produce  no  effect  on  the  blood 
pressure  may  cause  definite  effects  in 
the  mental  status.  In  this  respect  in 
certain  sensitive  persons  doses  as  low  as 
1 mg.  have  produced  such  a response. 
Psychological  stimulation  from  doses  of 
2V2  mg.  has  been  reported  by  others.10-12,24 
However,  we  have  found  a few  patients 
unresponsive  to  doses  as  high  as  70  mg. 
Subcutaneously  9 mg.  and  intravenously 
5 mg.  are  effective  in  elevating  the  blood 
pressure.  No  smaller  doses  have  been 
reported  to  date. 

(b)  Toxic  Effects. — It  is  difficult  to 
draw  the  fine  between  beneficial  and 
harmful  effects  of  the  drug  because  a 
reaction  such  as  disturbance  of  the  sleep 
mechanism  might  be  favorable  at  one 
time  (as  in  narcolepsy)  and  unfavorable 
at  another  (as  in  insomnia  occuring  in 
orthostatic  hypotension).  Many  authors 
have  mentioned  such  situations  in  which 
excessive  psychic  stimulation  was  cor- 
rected by  reduction  in  dosage.  We  have 
summarized  the  untoward  effects  in  a 
previous  publication.1  Toxic  effects  may 
be  considered  to  be  an  aggravation  of 
the  usual  reaction  to  the  drug  from  ex- 
cessive dosage;  the  occurrence  of  alarm- 
ing and  harmful  reactions  from  small 
dosage  (idiosyncrasy) ; and  the  occur- 
rence of  unpredictable  or  paradoxical 
responses  which,  because  of  their  severity, 
are  dangerous  to  the  patient.  We  have 
observed  at  times  that  overdosage  has 
produced  assaultiveness,  confusion,  hal- 
lucinations, and  delirium;  that  dementia 
praecox  patients  have  been  precipitated 
into  panic ; that  mentally  ill  persons  have 
made  suicidal  or  homicidal  attempts  ; 
that  a few  patients  have  shown  cardiac 
and  vasomotor  collapse  associated  with 
paradoxical  falls  in  blood  pressure  and 
pulse.  Similar  observation  has  been 
reported  by  Anderson  and  Scott.30  Pre- 
cordial pain  and  disturbances  of  rhythm 
and  conduction  were  recorded  by  them. 
Aggravation  of  psychoses  was  also  noted 
by  other  observers.22, 80 

The  toxic  effects  of  continuous  inhala- 
tion of  benzedrine  were  reported  by 


Waud25  to  include  sympathomimetic  exci- 
tation, stimulation  of  the  central  nervous 
system  which  is  marked  but  relatively 
temporary  and  always  followed  by  fatigue 
and  mental  depression,  marked  but  tem- 
porary pressor  effect,  diuresis,  and  de- 
pression of  the  cardiac  muscle.  He  con- 
cluded that  permanent  organic  changes 
are  probably  negligible  with  normal  doses 
of  benzedrine  over  long  periods  of  time, 
and  that  the  margin  of  safety  is  great 
in  normal  persons. 

Eight  cases  of  severe  reactions  have 
been  reported. 

1 . Davies’  patient83  developed  aplastic 
anemia  with  cardiovascular  colipase  from 
190  mg.  during  nineteen  days. 

2.  Extreme  panic  in  a student  three 
hours  after  30  mg.  was  reported  by 
Ulrich.49 

3.  Meerloo’s  student19  became  violent 
after  taking  90  mg.  daily  for  three  weeks. 

4.  Donley’s  patient18  developed  hy- 
pertension and  jaundice  after  receiving 
20  mg.  daily  for  two  weeks  and  expired 
one  week  later  from  pneumonia. 

5.  6.  Two  of  Finkelman  and  Shapiro’s 
patients78  died  from  pneumonia  during 
an  influenza  epidemic  while  receiving  10 
to  20  mg.  of  the  drug  for  postencephalitic 
Parkinson’s  syndrome. 

7.  Unconsciousness  and  clonic  convul- 
sions nine  hours  after  30  mg.  were  re- 
ported by  Smith  and  Chamberlin.40 

8.  The  ingestion  of  a single  dose  of  140 
mg.  with  suicidal  intent  by  Appelberg’s 
patient93  resulted  in  coma  of  thirty-six 
hours  duration,  convulsions,  circulatory 
collapse,  signs  of  cerebral  irritation  and 
depression,  and  eventual  recovery.  This 
person  also  developed  pneumonia  and  four 
subcutaneous  abscesses.  The  occurrence 
of  infection  of  the  upper  respiratory  tract 
and  the  skin  is  worthy  of  comment. 

Although  many  untoward,  paradoxi- 
cal, and  unpredictable  effects  of  benze- 
drine sulfate  occur,  the  exceedingly 
alarming  reactions  just  mentioned  must 
be  considered  to  represent  idiosyncrasy 
to  the  drug  or  the  result  of  gross  over- 
dosage because  of  the  large  number  of 
patients  in  whom  no  such  serious  effects 
have  appeared. 
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(c)  Habituation. — A number  of  our 
patients  have  enjoyed  the  sensations  pro- 
duced by  benzedrine  sulfate,  and  have 
requested  further  doses  of  the  drug.  This 
was  particularly  true  of  those  who  had  a 
liking  for  spirituous  liquors.  Some  in- 
dividuals compared  their  sensations  with 
those  of  a mild  state  of  alcoholic  intoxi- 
cation. We  are  convinced  that  in  certain 
persons  at  least,  benzedrine  sulfate  is 
habit-forming.  We  have  noticed  this 
tendency  in  individuals  addicted  to  alco- 
hol, morphine  and  other  drugs,  in  neurotic 
persons  who  crave  medication,  and  in 
people  who  work  under  excessive  strain 
such  as  actors,  students,  nurses,  and 
physicians.  The  benzedrine  habit  ap- 
pears to  be  similar  to  the  daily  use  of 
moderate  amounts  of  caffeine,  nicotine, 
and  alcohol.  At  present  there  is  insuffi- 
cient evidence  to  definitely  establish 
whether  the  patient  is  worse  after  benze- 
drine has  been  discontinued  than  he  was 
prior  to  its  administration.  The  develop- 
ment of  tolerance,  which  has  been  men- 
tioned,11’ 12  is  consistent  with  habit 
formation. 

Byrne53  in  1933  commented  on  the 
similarity  to  cocainism  of  the  effects  pro- 
duced by  excessive  benzedrine  inhalation. 
Peoples  and  Guttmann5  early  called  at- 
tention to  the  danger  of  addiction,  and 
Guttmann  and  Sargent14  later  mentioned 
individuals  who  were  buying  the  drug  at 
pharmacies  without  medical  supervision. 
They  felt  that  the  preponderance  of  dis- 
quieting somatic  symptoms  and  the  in- 
somnia would  tend  to  make  addiction 
rare.  Hill21  made  similar  comments. 
Ulrich,49  Meerloo,19  and  Davies83  have 
reported  cases  of  students  who  have  taken 
the  drug  for  aid  during  examinations.  In 
a series  of  147  students,  Gwynn  and 
Yater23  found  that  thirty-eight  had  a 
definite  desire  to  continue  taking  the 
drug.  Reports  of  promiscuous  use  of 
the  drug  by  students  in  at  least  two  of 
our  large  universities  have  appeared 
in  the  lay  press.94-96  Numerous  edi- 
torials97-104 in  the  American  and  British 
medical  journals  have  warned  against 
such  practices.  Reiter20  has  pointed  out 
that  in  Germany  the  drug  has  been  widely 


advertised  in  newspapers  as  producing 
“the  same  effect  as  a two  month  vaca- 
tion.” Waud25  has  informed  us105  that 
the  person  in  whom  he  studied  the  effect 
of  continuous  inhalation  was  very  re- 
luctant to  give  up  taking  the  drug,  in 
spite  of  the  marked  toxic  manifestations 
that  had  been  produced.  This  person 
developed  a definite  tolerance  to  the 
drug.  Myerson,  however,  has  stated106 
that  the  drug  does  not  cause  addiction, 
because  “it  does  not  leave  the  patient  at 
a lower  level  when  the  effects  wear  off.” 

XV.  Summary  of  Pharmacologic  Physi- 
ology of  Benzedrine  Sulfate 

An  analysis  of  the  foregoing  review  of 
the  pharmacologic  physiology  of  benze- 
drine sulfate  reveals  considerable  con- 
troversial and  unconfirmed  data.  The 
pattern  of  reaction  is  variable,  uncertain, 
unpredictable,  and,  at  times,  paradoxical 
depending  upon  the  individual  medicated 
and  the  opinion  of  the  investigator. 

The  need  for  further  investigation  is 
apparent.  The  effect  of  the  drug  on  the 
genitourinary  tract  and  the  renal  func- 
tion, the  mode  of  excretion  of  the  drug, 
and  the  concentration  of  the  drug  in 
various  body  fluids  are  among  the  many 
problems  that  suggest  themselves. 

THERAPEUTIC  APPLICATION 

A review  of  clinical  experiences  with 
the  drug  in  the  treatment  of  various  dis- 
eases and  conditions  will  now  be  pre- 
sented. 

I.  Nervous  and  Mental  Disease 

( a ) Narcolepsy. — In  1935  Prinzmetal 
and  Bloomberg4  reported  the  first  use 
of  benzedrine  sulfate  in  narcolepsy.  They 
found  oral  doses  of  10  to  90  mg.  daily 
satisfactory  in  nine  patients  and  con- 
cluded that  benzedrine  was  three  times 
as  effective  as  ephedrine.  Bloomberg107 
in  a later  report  states  that  thirty-five 
cases  of  narcolepsy  treated  by  him  have 
received  complete  relief  from  attacks  of 
sleep  and  cataplexy.  Since  these  reports 
numerous  investigators6, 7* 9>  10, 14»  15,  17,  37,  49, 
have  recorded  a total  of  fifty-eight 
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patients  with  narcolepsy  who  have  been 
treated  with  benzedrine  sulfate.  Of  these 
ninety-eight  per  cent  obtained  relief  from 
the  attacks  of  narcolepsy.  Davidoff7  re- 
ported a narcoleptic  patient  with  a 
psychotic  state  who  showed  improvement 
of  the  narcolepsy  but  an  aggravation  of 
the  delusions  and  hallucinations.  A simi- 
lar experience  was  mentioned  by  Solomon, 
Mitchell,  and  Prinzmetal.15  We  ob- 
served that  benzedrine  sulfate  had  no 
effect  on  the  narcoleptic  attacks  of  a 
patient  who  subsequently  was  proved  at 
postmortem  to  have  Wilson’s  disease. 

(b)  Postencephalitic  Parkinsonism. — 
In  March  1936,  Solomon  and  Prinz- 
metal108 reported  a series  of  eighteen 
cases  of  postencephalitic  Parkinsonism 
who  showed  beneficial  responses  to  benze- 
drine sulfate.  Bloomberg107  and  David- 
off7 shortly  after  mentioned  that  such 
patients  showed  a favorable  response  to 
benzedrine  sulfate  and  stramonium  or 
scopolamine.  Later  Solomon,  Mitchell, 
and  Prinzmetal15  presented  a series  of 
twenty-eight  cases  and  reported  that 
fifty-three  per  cent  were  benefited  by 
benzedrine  alone,  while  ninety-three  per 
cent  were  improved  on  a combination  of 
benzedrine  sulfate  and  stramonium  or 
scopolamine.  The  dosage  required  was 
10  to  160  mg.  daily.  The  improvement 
was  observed  chiefly  in  the  subjective 
symptoms  and  to  a lesser  extent  in  the 
tremor  and  rigidity.  These  authors  found 
benzedrine  sulfate  of  no  value  in  cases  of 
arteriosclerotic  Parkinsonism.  To  date 
one  hundred  fifty-nine  cases  of  posten- 
cephaltic  Parkinsonism  have  been  re- 
ported37, 77 ~79,  109  as  treated  with  ben- 
zedrine sulfate  combined  with  scopola- 
mine, stramonium,  or  atropine.  Of  these, 
eighty-five  per  cent  showed  improvement. 
Beneficial  response  has  been  recorded 
in  ninety-five  per  cent  of  twenty-one 
cases  with  oculogyric  crises. 

In  our  experience  benzedrine  sulfate 
has  been  a beneficial  adjuvant  to  stra- 
monium, scopolamine,  or  atropine  in  four 
of  six  patients  with  postencephalitic 
Parkinsonian  syndrome  when  there  were 
minimal  organic  defects  and  personality 


changes.  However,  patients  with  demon- 
strable psychotic  states  were  not  as 
favorably  influenced. 

(c)  Myasthenia  Gravis. — Fraser,  Mc- 
George,  and  Murphy110  briefly  mentioned 
some  beneficial  effect  from  benzedrine 
given  in  combination  with  prostigmin  in 
one  case  of  myasthenia  gravis.  Thorner 
and  Yaskin111  treated  five  cases  of  this 
disease.  Three  patients  showed  a more 
satisfactory  response  to  a combination 
of  benzedrine  sulfate  and  prostigmin 
than  to  either  drug  alone. 

id)  Alcoholism . — In  states  of  alco- 
holic intoxication  without  psychosis  we 
have  found  that  benzedrine  sulfate  usually 
produced  a very  satisfactory  response. 
The  headache,  fatigue,  languor,  and 
mental  retardation  characteristic  of  a 
“hangover”  were  rapidly  dissipated  by 
10  mg.  A similar  response  has  been  men- 
tioned by  Wilbur  et  al.11*  12  We  have 
been  able  to  arouse  within  thirty  minutes 
several  patients  with  alcoholic  stupor  by 
injection  of  10  to  30  mg.  of  the  drug 
intravenously. 

(e)  Barbiturates  and  Morphine. — We 
have  found33  that  benzedrine  sulfate  will 
quickly  arouse  patients  intoxicated  with 
mild  doses  of  barbiturates.  However, 
in  poisoning  from  massive  doses  results 
have  not  been  as  favorable  because  of  the 
physiologic  depression  by  the  barbitu- 
rate of  the  respiratory  center  which  is 
unresponsive  to  benzedrine,  and  because 
of  the  extent  of  the  toxic  pathologic 
process.  There  is  some  evidence  to  in- 
dicate a synergy  of  harmful  effect  in 
combined  massive  doses  of  both  drugs. 
In  stupors  due  to  morphine,  benzedrine 
sulfate  appears  to  be  of  value  in  shorten- 
ing the  comatose  period  when  used  in 
conjunction  with  the  other  recognized 
procedures.  The  drug  appears  to  be  of 
value  in  counteracting  withdrawal  symp- 
toms. 

(/)  Organic  Psychoses. — In  our  experi- 
ence,35 in  the  organic  psychoses  charac- 
terized by  depression  the  states  of 
intoxication  were  more  favorably  influ- 
enced than  those  of  infectious  or  trau- 
matic origin.  In  alcoholic  psychoses  of 
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recent  onset  ninety-three  per  cent  of 
twenty-eight  cases  were  benefited.36 
Fifty  per  cent  improvement  was  observed 
in  psychoses  of  recent  onset  due  to 
encephalitis.  Sixty-seven  per  cent  of 
the  early  traumatic  cases  showed  im- 
provement. In  organic  psychoses  where 
defects  of  the  sensor ium,  deterioration,  or 
personality  alteration  had  developed,  the 
response  was  unsatisfactory.  In  psy- 
choses resulting  from  intoxication  with 
barbiturates  and  morphine  we  have  noted 
results  comparable  to  those  of  the  alco- 
holic group. 

(g)  Dementia  Praecox. — For  over  two 
years  we34  have  been  using  benzedrine 
sulfate  orally  in  the  treatment  of  self- 
absorbed  dementia  praecox  patients. 
Thirty-three  per  cent  of  forty-five  cases 
showed  improvement  as  compared  with 
twenty-four  per  cent  in  a control  group  of 
300  cases.  However,  of  nineteen  recent 
cases  forty-seven  per  cent  improved  in 
contrast  to  fifteen  per  cent  of  twenty- 
six  cases  ill  longer  than  two  years.  Re- 
cently we  have  been  employing  in  all 
types  of  dementia  praecox  a procedure 
which  combines  on  alternate  days  nar- 
cosis with  sodium  amytal  orally  and 
stimulation  with  30  mg.  of  benzedrine 
sulfate  intravenously.  To  date  sixteen 
cases  have  been  treated  and  of  these  eight 
have  been  discharged  to  their  homes. 

Myerson,24  Carlisle  and  Hecker,90 
and  Schube  et  al.80  have  reported  no  im- 
provement in  patients  with  dementia 
praecox,  while  Guttmann  and  Sargent,14 
Donley,18  and  Bloomberg107  have  re- 
ported transitory  improvement  in  a 
limited  number  of  cases.  Woolley22 
found  improvement  in  eleven  out  of 
forty-four  cases. 

We  have  concluded  that  in  those  cases 
of  schizophrenia  which  are  inherently 
capable  of  being  stimulated  to  some 
degree  of  improvement,  benzedrine  sul- 
fate may  initiate,  accelerate,  augment, 
and/or  indicate  such  improvement.  Long 
continued  observations  of  a large  series  of 
patients  correlated  with  adequate  con- 
trol studies  will  be  necessary  before  we 
can  determine  the  value  of  the  benzedrine 


sulfate  procedures  in  the  treatment  of 
dementia  praecox.  Until  recoveries  from 
this  mental  illness  are  recorded  as  “five 
and  ten  year  cures,”  as  is  done  in  esti- 
mating response . in  neoplastic  disease, 
we  will  be  unable  to  evaluate  properly 
the  worth  of  any  of  the  pharmacothera- 
peutic  procedures  now  in  vogue. 

(h)  Manic  Depressive  Psychosis,  De- 
pressed Type. — Guttmann  and  Sargent14 
reported  encouraging  results  in  mild  de- 
pression but  noted  little  effect  in  severe 
depression  or  stupor.  Myerson24  stated 
that  in  mild  psychoses  associated  with  de- 
pression, fatigue,  and  anhedonia,  benze- 
drine sulfate  acted  as  an  ameliorative 
influence.  In  a later  communication 
Schube  et  al.80  reported  that  the  drug 
had  no  value  in  the  alleviation  of  a series 
of  thirty-two  patients  with  depression 
of  the  manic-depressive  type. 

We  have  found  the  rate  of  improvement 
apparently  accelerated  in  thirty  per  cent 
of  twenty  patients  with  this  psychosis.  In 
half  of  the  cases  a state  of  increased  irrita- 
tion was  produced,  while  in  only  six  was 
there  an  elevation  of  mood.  Because  of 
the  inherent  tendency  of  this  group  to  im- 
prove, it  was  difficult  to  evaluate  the 
effect  of  the  drug.  Wilbur  et  al.11, 12 
found  that  seventy  per  cent  of  patients 
with  depression  were  benefited  immedi- 
ately by  the  drug,  but  over  periods  of  one 
to  eight  months  only  twenty-five  per 
cent  continued  to  show  improvement. 
Donley18  reported  transitory  improve- 
ment in  two  cases ; Reiter20  found  marked 
improvement  in  five  of  twenty-six  cases; 
and  Woolley22  observed  a favorable  re- 
sponse in  four  of  seventeen. 

We  do  not  consider  that  any  of  the 
investigators  to  date  have  sufficiently 
studied  the  possibilities  of  benzedrine  sul- 
fate in  this  psychosis.  Adequate  control 
data  are  also  needed.  We  feel  that  theo- 
retically the  drug  is  not  suitable  for  use 
in  severe  states  of  depression  because 
of  our  previous  observations  that  the 
drug  has  less  effect  in  elevating  mood 
than  in  producing  acceleration  of  motor 
and  speech  activity. 

(i)  Psychoneuroses. — Myerson24  re- 
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ported  that  benzedrine  sulfate  has  an 
ameliorative  influence  on  the  morning 
apathy  occurring  in  certain  cases  of  psy- 
choneurosis associated  with  depression, 
fatigue,  and  anhedonia.  Nathanson9 
found  that  the  drug  acted  favorably  in 
eighty  per  cent  of  states  of  “persistent 
exhaustion”  and  in  individuals  who  be- 
came easily  fatigued.  Wilbur  et  al. 11,12 
also  stated  that  eighty  per  cent  of  patients 
with  “chronic  nervous  exhaustion”  re- 
ceived immediate  benefit  which  was  main- 
tained over  a period  of  one  to  eight 
months  in  only  fifty  per  cent.  These 
observations  of  Nathanson  and  Wilbur 
have  been  included  by  us  under  the  head- 
ing of  psychoneuroses  because  we  believe 
that  when  underlying  organic  disease  or 
excessive  physical  strain  cannot  be  un- 
covered as  the  cause  of  the  persistent 
fatiguability,  a psychoneurosis  exists. 
We  have  previously  advised  caution  in 
administering  the  drug  in  states  of 
asthenia  associated  with  malnutrition,  ex- 
haustion, anemia,  debility,  and  lowered 
bodily  resistance.  If  these  authors  are 
including  in  this  group  of  patients  those 
exhibiting  the  ill-defined  concept  of  vaso- 
motor instability,  we  will  agree  that 
people  with  a labile  vasomotor  system 
are  more  sensitive  to  the  drug  as  we  have 
pointed  out  along  with  Peoples  and 
Guttmann,5  Shapiro,10  and  Hill.21 

We  encountered  the  greatest  difficulty 
in  evaluating  the  effect  of  benzedrine  sul- 
fate in  the  psychoneurotic  group.  Most 
striking  was  the  lack  of  consistent  im- 
provement in  all  phases  of  response  in 
any  given  case.  Amelioration  of  the 
predominant  psychoneurotic  complaint 
was  found  in  only  twenty-seven  per  cent 
of  fifteen  cases.  Elevation  of  mood 
occurred  in  the  same  percentage.  Solo- 
mon et  al.15  found  improvement  in  only 
two  of  twenty-two  patients  with  psycho- 
neurosis. Wilbur  et  al. 11,12  in  a group 
of  thirty-five  patients  whom  they  diag- 
nosed as  psychoneurotics  observed  im- 
provement in  forty-seven  per  cent. 
Reiter20  reported  improvement  in  ten 
of  sixteen  cases,  with  marked  improve- 
ment in  only  three.  Woolley22  noted 
favorable  response  in  one  of  five  patients. 


We  have  observed,  as  have  Guttmann 
and  Sargent14  and  Shapiro,10  that  anxiety 
states  are  usually  aggravated  by  the  drug. 
For  this  reason  we  hestitate  to  administer 
the  drug  to  persons  with  anxiety  neuroses, 
involution  melancholia,  and  mixed  manic 
psychoses. 

II.  Cardiovascular  Disease 

In  one  case  of  orthostatic  hypotension 
Korns  and  Randall91  found  that  divided 
doses  of  benzedrine  sulfate  totaling  100  to 
150  mg.  daily  were  adequate  to  give  relief 
of  symptoms  over  a period  of  six  months. 
Davis  and  Shumway-Davis112  noted  simi- 
lar results  in  two  cases  with  divided  doses 
totaling  55  to  75  mg.  daily.  Wilbur  et 
al. 11,12  reported  a satisfactory  response 
in  one  case,  and  we  have  seen  one  mild 
case  that  was  favorably  influenced. 

Tovell113  found  the  drug  of  some  value 
in  combating  shock  and  hypotension  dur- 
ing operations  under  spinal  anesthesia. 
In  a series  of  patients33  in  whom  sodium 
amytal  narcosis  was  experimentally  in- 
duced, we  found  that  benzedrine  sulfate 
intravenously  consistently  elevated  the 
blood  pressure.  One  patient  in  collapse 
with  a blood  pressure  of  50/0  experi- 
enced an  immediate  rise  to  140/90. 

Benzedrine  sulfate  therefore  appears 
to  be  of  some  value  and  worthy  of  further 
clinical  trial  in  orthostatic  hypotension 
and  in  hypotension  due  to  shock.  In 
other  syndromes  associated  with  hypoten- 
sion, the  underlying  causative  pathology 
must  be  carefully  determined  before  it 
can  be  decided  whether  the  drug  should 
be  tried  for  its  pressor  effect.  It  must 
be  remembered  that  paradoxical  depres- 
sor responses  have  frequently  occurred, 
even  though  the  drug  usually  produces 
elevation,  particularly  when  the  initial 
blood  pressure  is  low. 

III.  Gastrointestinal  Disease 

Although  considerable  controversy  ex- 
ists over  the  action  of  benzedrine  sul- 
fate on  the  gastrointestinal  tract,  as  has 
been  mentioned,  most  investigators  agree 
that  the  drug  is  of  value  in  selected  cases 
in  relaxing  the  spasm  of  hypertonic  states 
of  the  stomach,  the  duodenum,  the  small 
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intestine,  and  the  colon  to  aid  inroentgeno- 
graphic  study  of  these  organs.  To  date 
there  is  insufficient  data  to  warrant  the  use 
of  the  drug  in  the  treatment  of  pylorus 
spasm  and  spastic  colitis.  It  must  be 
pointed  out  that  as  yet  the  drug  cannot  be 
advocated  for  routine  use  in  roentgeno- 
graphic  study  of  the  gastrointestinal  tract 
because  of  the  occurrence  at  times  of  in- 
creased peristalsis,  peristaltic  rushes,  to- 
and-fro  churning,  and  occasionally  suffi- 
cient relaxation  to  produce  stasis  with 
flatulence  and  uncomfortable  distension. 
The  increase  in  gastric  acidity  reported 
by  one  observer  would  make  the  use  of 
the  drug  undesirable  in  patients  who  are 
already  afflicted  with  hyperacidity,  as  in 
gastric  ulcer. 

IV.  Upper  Respiratory  Tract  Diseases 

The  value  of  benzedrine  vapor  by  in- 
halation from  the  “Benzedrine  Inhaler” 
in  diseases  of  the  upper  respiratory  tract 
is  too  well  known  to  need  comment  here. 
Internally  the  effect  of  benzedrine  sul- 
fate on  this  system  is  too  uncertain  to 
merit  therapeutic  application. 

V.  Ophthalmological  Applications 

The  beneficial  effects  of  benzedrine 
sulfate  internally  on  the  oculogyric  crises 
of  postencephalitic  Parkinsonism  have 
been  previously  mentioned.  The  instilla- 
tion of  benzedrine  solution  in  the  eye  in 
combination  with  homatropine  or  atro- 
pine to  produce  a rapid  cycloplegia  of 
short  duration  is  a procedure  which  ap- 
pears to  have  considerable  merit. 

VI.  Weight  Reduction 

The  use  of  benzedrine  sulfate  for  the 
reduction  of  weight  has  been  advocated 
by  Myerson  and  his  associates.82  How- 
ever, in  their  study  the  drug  was  used 
in  combination  with  a marked  restric- 
tion of  diet  in  obese  psychoneurotic 
patients.  On  the  basis  of  the  existing 
data  of  other  observers,  we  feel  that 
there  is  doubtful  value  in  the  use  of  ben- 
zedrine sulfate  as  a routine  medication  to 
induce  weight  reduction  in  office  or  clinic 
practice,  particularly  in  view  of  the  rela- 


tively mild  initial  loss  of  weight  which 
occurs  and  which  is  frequently  not  main- 
tained ; and  further  that  there  is  possible 
harm  in  view  of  the  untoward  effects  which 
may  ensue.  In  institutions  where  a defi- 
nite routine  and  proper  precautions  can  be 
employed,  the  drug  may  be  used  during 
a short  period  of  administration  to  initi- 
ate a loss  of  weight  maintained  by  the 
establishment  in  the  mind  of  the  patient 
of  a psychologic  state  which  enables  him 
to  adhere  to  the  regime. 

VII.  Miscellaneous  Therapeutic  Appli- 
cations 

Hill21  used  benzedrine  sulfate  in  treat- 
ing one  hundred  cases  of  seasickness  with 
satisfactory  results  in  thirty-nine,  and 
doubtful  improvement  in  an  additional 
forty.  He  stated  that  the  drug  has  great 
possibilities  of  usefulness  in  certain  cases 
of  seasickness  in  which  there  are  signs 
of  excessive  vagus  activity.  Robinson87,88 
in  four  cases  found  that  doses  of  20  to  30 
mg.  of  benzedrine  sulfate  at  four  hour 
intervals  were  usually  effective  in  pre- 
venting induced  and  spontaneous  syncope 
resulting  from  a hyperactive  carotid 
sinus  reflex  (Stokes-Adams  attacks). 
Poole  and  Wilkinson114  reported  the 
disappearance  of  heart  block  in  one 
case  following  small  doses  of  the  drug. 
On  the  basis  of  the  report  of  Molitch  and 
Poliakoff89  there  may  be  a restricted  use 
for  the  drug  in  overcoming  nocturnal  en- 
uresis when  associated  with  deep  slumber. 
Heisch115  suggested  that  benzedrine  sul- 
fate internally  in  combination  with  bel- 
ladonna may  have  a beneficial  effect  in 
hay  fever.  Nathanson9  reported  a favor- 
able response  from  the  drug  in  four  cases 
of  migraine. 

We  are  at  present  studying  the  effect 
of  benzedrine  sulfate  in  asthma  and  in 
the  vomiting  of  pregnancy.  Theoretically 
the  drug  may  have  usefulness  in  all  cases 
where  ephedrine  has  previously  appeared 
to  be  of  value. 

Contraindications 

The  following  are  definite  contraindica- 
tions to  the  administration  of  benzedrine 
sulfate : 
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1.  Hypertension. 

2.  Coronary  artery  disease. 

3.  A state  of  excitement. 

In  addition,  there  are  a number  of  cir- 
cumstances in  which  benzedrine  sulfate 
should  be  administered  with  consider- 
able caution,  because  of  possible  harmful 
effects.  We  include  among  these  the 
following : 

1.  Indiscriminate  use  of  the  drug  for 
symptomatic  relief  without  adequate 
supervision  or  thorough  investigation. 

2.  Outpatient  practice. 

3.  Idiosyncrasy  to  small  doses  of  the 
drug,  or  the  early  appearance  of  alarming 
untoward  effects. 

4.  More  severe  forms  of  vasomotor 
instability. 

5.  Wide  daily  fluctuations  in  the  blood 
pressure  or  pulse  rate. 

6.  Generalized  arteriosclerosis. 

7.  Senility. 

8.  Atonic  states  of  the  gastrointestinal 
system. 

9.  Hepatic  insufficiency  and  thyroid 
hyperfunction. 

10.  Tendency  to  physical  overactiv- 
ity. 

11.  Agitated  depression. 

12.  History  of  previous  excitement,  as 
in  mental  deficiency  and  epilepsy. 

13.  History  of  homicidal  or  suicidal 
tendencies. 

14.  History  of  convulsive  seizures. 

15.  Anorexia. 

16.  Insomnia. 

17.  States  of  asthenia  associated  with 
exhaustion,  debility,  anemia,  and  lowered 
bodily  resistance. 

18.  Psychopathic  personalities  and 
other  individuals  where  habituation  is 
apt  to  occur. 

19.  Persons  who  request  the  drug. 

The  increased  sensitivity  of  individuals 
with  asthenic  habitus  should  be  con- 
sidered, particularly  in  unsupervised  re- 
gimes. It  has  been  our  opinion  that 
this  drug  should  not  be  used  in  cardiac 
and  vascular  disease  until  more  is  known 
of  its  action.  For  reasons  now  apparent, 
we  must  condemn  the  use  of  benzedrine 
sulfate  in  preparing  individuals  for  periods 


of  excessive  physical  or  mental  exertion. 
In  severe  depressions  the  possibility  of 
suicide  must  always  be  borne  in  mind. 
Habituation,  which  definitely  occurs  in 
some  individuals,  demands  constant  vigi- 
lance. 

Indications 

Benzedrine  sulfate  as  an  internal  medi- 
cation is  best  established  in  the  treatment 
of  narcolepsy.  On  the  basis  of  the  in- 
sufficiently confirmed  reports  in  the  litera- 
ture to  date,  the  drug  also  appears  to  have 
some  therapeutic  usefulness,  subject  to 
the  limitations  previously  pointed  out, 
in  the  following  conditions:  (1)  posten- 

cephalitic Parkinsonism,  but  only  as  an 
adjuvant  to  stramonium,  scopolamine,  or 
atropine  and  (2)  states  of  hypotension,  as 
orthostatic  hypotension,  and  hypoten- 
sion due  to  shock. 

Additional  therapeutic  suggestions  in 
need  of  much  confirmatory  data  include: 

1 . Spasm  of  the  gastro-intestinal  tract, 
but  only  as  an  aid  to  roentgenographic 
visualization. 

2.  States  of  depression  of  recent  onset 
due  to  drugs,  particularly  alcohol  and 
moderate  doses  of  barbiturates. 

3.  States  of  depression  of  recent  onset 
due  to  infection  or  trauma. 

4.  Self-absorbed  states  of  dementia 
praecox  of  recent  onset  where  it  may, 
initiate,  accelerate,  augment,  and/or  indi- 
cate improvement  which  is  inherently 
present,  and  where  it  may  act  as  an  ad- 
juvant to  other  psychotherapeutic  pro- 
cedures. 

5.  Manic-depressive  psychoses  of  the 
depressive  type. 

6.  Psychoneuroses. 

7.  States  of  vagus  overactivity,  as 
seasickness  or  hyperactive  carotid  sinus 
reflex  (Stokes- Adams  syndrome). 

8.  Weight  reduction,  but  only  as  an 
initial  procedure  in  an  institutional  re- 
gime. 

9.  Myasthenia  gravis. 

Benzedrine  sulfate  can  be  more  safely 
prescribed  when  the  patient  is  under  ob- 
servation in  a hospital,  but  may  be  satis- 
factorily administered  in  outpatient  prac- 
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tice  when  given  with  great  caution  under 
the  most  favorable  circumstances  and 
careful  supervision. 

Benzedrine  by  inhalation  or  local  ap- 
plication is  well-established  as  an  astrin- 
gent of  the  upper  respiratory  tract.  Its 
use  as  a solution  to  produce  cycloplegia 
seems  to  have  considerable  merit. 

Summary 

1.  The  present  status  of  benzedrine 
sulfate  therapy  based  on  a review  of  the 
literature  and  on  the  experience  of  the 
authors  is  herein  presented. 

2.  The  pharmacologic  physiology  of 
the  drug  is  discussed. 

3.  The  various  therapeutic  applica- 
tions that  have  been  made  of  the  drug  are 
described. 

4.  Emphasis  is  placed  on  the  uncon- 
firmed and  controversial  nature  of  much 
of  the  reported  data,  on  the  occurrence 
of  untoward  effects  and  habituation,  on 
the  danger  of  indiscriminate  use,  and  on 
the  necessity  of  administering  the  drug 
with  caution. 

5.  The  present  indications  and  contra- 
indications of  benzedrine  sulfate  are  out- 
lined. 

708  Irving  Ave. 
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A FEW  TIMELY  DON’TS 

The  committee  on  fractures  of  the  American 
College  of  Surgeons  has  announced  a series  of 
rules  for  laymen  and  physicians  to  follow  in  first 
aid  to  victims  of  injuries  to  the  spine.  Among  the 
rules  are: 

Unless  there  is  imperative  need  to  move  an 
individual  suspected  of  having  a spinal  injury 
to  a zone  of  safety  the  injured  is  best  not  moved 
or  lifted  until  medical  aid  reaches  him.  If  the 
injured  must  be  moved,  the  committee  proposes 
the  following  first-aid  methods. 

If  a patient  complains  of  pain  in  his  back, 
he  may  have  a broken  back.  If  he  complains  of 
pain  in  his  neck,  he  may  have  broken  his  neck. 
Never  lift  an  injured  person  or  his  head  until 
he  has  told  you  whether  he  can  move  his  legs  or 
fingers.  If  he  cannot  move  his  legs,  his  back  is 
broken.  If  he  cannot  move  his  fingers,  his  neck 
is  broken.  In  both  cases  the  spinal  cord  is  in- 
jured. If  you  lift  his  head  to  give  him  a drink 
of  water  or  if  you  fold  him  up  to  carry  him, 
you  inevitably  grind  the  injured  spinal  cord  be- 
tween parts  of  the  broken  spine  and  destroy  any 
useful  remnant  of  the  spinal  cord  which  may 
have  escaped  injury  in  the  accident.  Do  not 
allow  the  victim  to  sit  up. 


On  leaving  school  every  Scottish  boy  and  girl 
will  be  presented  with  a copy  of  “The  Rules  of 
Health,”  an  attractively  printed  booklet  issued 
by  the  Department  of  Health.  There  are 
six  short  paragraphs  under  the  headings  “Fresh 
Air  and  Exercise,”  “Rest,”  “Food,”  “Care  of  the 
Body,”  “Medicines,”  and  “Care  of  the  Mind.” 


SUPERSTITIONS  NEVER  DIE 

Some  of  the  money  being  raised  for  the  volun- 
tary hospitals  by  the  United  Hospital  Campaign 
Committee  will  be  used  to  rid  patients  of  their 
superstitions. 

Every  day  in  the  hospital  clinics  some  age-old 
superstition  turns  up.  And  it  isn’t  only  the  il- 
literate who  believe  in  them. 

Here  are  a few  revealed  in  a survey  by  the 
campaign  committee: 

A junior  at  Columbia  University  came  to  one 
of  the  clinics  for  an  earache.  In  the  ear  the  doc- 
tor found  a small  piece  of  garlic  which  the  student 
had  placed  there  in  the  hope  it  would  drive  away 
the  ache.  It  was  a variation  of  the  old  device 
of  hanging  a bag  of  garlic  around  the  neck. 

Then  there  is  the  professor  of  metallurgy  who 
from  October  1 to  May  1 always  wears  a girdle  of 
two  thicknesses  of  red  flannel,  ten  inches  wide, 
around  his  waist  to  ward  off  colds.  The  profes- 
sor told  the  Medical  Center  doctor  that  the  band 
works. 

, Another  doctor  at  one  of  New  York’s  largest 
voluntary  hospitals  said  a patient  from  one  of  the 
wealthiest  sections  of  the  city  came  to  him  for 
treatment  for  dog  bite. 

Under  the  bandages  the  doctor  found  a long 
black  hair — the  hair  of  the  dog  that  bit  the  man. 


Assemblyman  Irwin  Steingut,  of  Brooklyn, 
has  announced  that  he  will  introduce  a bill  at 
this  session  of  the  legislature  to  set  up  a system 
of  state  health  insurance,  according  to  the  New 
York  papers. 


THE  TRYPTOPHAN  REACTION 

An  Aid  to  the  Early  Diagnosis  of  Meningeal  Tuberculosis 

J.  Arthur  Buchanan,  M.D.,  and  Harry  Ballweg,  M.D.,  Brooklyn 


The  diagnosis  of  meningeal  tubercu- 
losis in  adults  offers  a difficult  prob- 
lem in  many  instances.  The  tryptophan 
reaction  as  modified  by  Baxter  of  Glas- 
gow offers  assistance.1  We  report  the 
following  case  which  was  positively 
diagnosed  prior  to  death  by  the  use  of  the 
Baxter  modification.  The  test  is  used 
in  other  countries,  but  rarely  in  the 
United  States.2-9 

Case  Report 

On  November  6,  1937,  a twenty-seven- 
year-old  white,  married,  somewhat  obese 
female  entered  Wyckoff  Heights  hospital 
with  stiffness  and  aching  pain  in  the  neck. 
For  about  two  weeks  previously  there  had 
been  general  malaise,  headache,  and 
weakness.  During  the  week  previous  to 
admission  there  had  been  frequent  vomit- 
ing of  a regurgitant  nature,  and  moderate 
diarrhea,  both  of  which  ceased  before 
admission.  For  two  days  before  admis- 
sion, the  patient  had  experienced  general- 
ized abdominal  cramps.  The  nuchal  ri- 
gidity and  pain  developed  on  the  day  of 
admission.  Past  medical  and  family 
history  were  entirely  negative. 

The  patient  appeared  listless,  but 
oriented  and  mentally  clear.  Rectal 
temperature  was  100.4°  F.,  pulse  ninety- 
two,  respirations  twenty-four.  There 
was  marked  nuchal  rigidity,  positive 
Kemig’s  sign  bilaterally,  and  right  Babin- 
ski.  Abdominal  reflexes  were  absent, 
likewise  the  knee  jerks  and  other  tendon 
reflexes.  There  was  generalized  skin 
hyperesthesia.  The  fundi  showed  all 
details  of  eye  grounds  hazy  and  some- 
what obliterated.  The  discs  were  not 
swollen,  but  the  margins  were  somewhat 
indistinct.  The  retinal  vessels,  especially 
the  veins,  were  overfilled  and  tortuous. 

The  urine  analysis  was  negative.  The 
hemogram  showed  a moderate  polymor- 
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phonuclear  leukocytosis.  The  spinal 
fluid  showed  a pressure  of  forty  mm.  of 
mercury.  The  fluid  was  clear  and  con- 
tained 450  white  blood  cells  per  cu.  mm., 
of  which  ninety-five  per  cent  were  lym- 
phocytes. The  globulin  was  increased 
and  sugar  absent.  No  organisms  were 
seen  on  Gram  stain,  Ziehl-Neelsen  stain, 
or  in  culture.  The  blood  and  spinal 
fluid  Wassermann  reactions  were  nega- 
tive. A nontypical  fibrin  web  developed 
in  the  spinal  fluid  on  standing. 

Tuberculous  meningitis  was  suspected, 
although  there  was  nothing  in  the  history 
or  the  nutrition  of  the  patient  to  sub- 
stantiate the  diagnosis.  The  organisms 
could  not  be  demonstrated  microscopi- 
cally in  the  spinal  fluid.  A guinea  pig  was 
inoculated  with  the  fluid.  While  waiting 
for  the  results  of  the  inoculation  the 
tryptophan  reaction  as  modified  by 
Baxter  was  carried  out  and  yielded  a 
positive  result  on  November  10. 

The  patient  became  more  drowsy, 
stuporous,  developed  ocular  palsies,  be- 
came comatose,  and  died  November  17. 
Spinal  puncture  had  been  performed 
daily  and  a steady  increase  in  the  fluid 
pressure  was  noted.  Except  for  minor 
changes  in  the  spinal  fluid  cell  count  from 
day  to  day,  the  findings  were  stationary. 
The  tryptophan  reaction  was  positive  the 
second  time  on  November  14,  but  the 
reaction  was  not  studied  on  the  inter- 
vening days.  The  test  when  carried  out 
as  described  by  Aiello  gave  negative 
results.10 

At  autopsy,  a glary  mucoid  fibrinous 
exudate  was  found  attached  to  the  dura 
mater  at  the  base  of  the  brain.  Similar 
plaques  were  found  on  the  superior  sur- 
face of  the  cerebrum.  The  bacillus  of 
tuberculosis  was  demonstrated  in  this 
exudate.  At  the  hilus  of  the  left  lung  a 
small  lymph  node,  one  cm.  in  diameter 
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was  found.  It  was  undergoing  caseous 
necrosis  and  evidently  was  the  disseminat- 
ing focus. 

Technic  of  Test 

Reagents  needed:  (1)  Hydrochloric 

acid  (concentrated).  (2)  Two  per  cent 
formalin  solution.  This  is  made  by 
diluting  formaldehyde  1:20  with  distilled 
water.  (3)  0.06%  sodium  nitrite  solu- 
tion. 

Steps:  Place  two  or  three  cc.  of  spinal 
fluid  in  a large  test  tube.  Add  fifteen  to 
eighteen  cc.  of  hydrochloric  acid  and  two 
or  three  drops  of  two  per  cent  formalin. 
Shake  well  and  let  stand  for  four  minutes. 
Carefully  layer  with  one  or  two  cc.  of 
sodium  nitrite  solution,  and  let  stand  for 
two  minutes. 

Reaction:  The  test  is  considered  posi- 
tive when  a delicate  violet  ring  is  ap- 
parent at  the  juncture  of  the  mixture 
and  the  sodium  nitrite  solution.  Brown 
rings  are  to  be  considered  as  negative. 


Blood  stained  or  frankly  purulent  fluids 
are  apt  to  give  pseudo-positive  reactions. 

Note:  In  the  test  as  described  by 

Aiello10  0.5  to  0.8  cc.  of  concentrated 
hydrochloric  acid  were  used. 


Summary 

The  tryptophan  test  as  modified  by 
Baxter  should  be  used  as  a diagnostic  aid 
in  the  study  of  otherwise  undiagnosable 
cases  of  meningitis.  This  case  is  reported 
to  stimulate  interest  in  its  use,  as  it  is  not 
in  common  use  at  the  present  time. 

510  Ocean  Ave. 
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Every  dollar  contributed  goes  toward  the 
maintenance  and  comfort  of  our  guests.  Join  with 
us  in  remembering  your  less  fortunate  colleagues. 

Make  checks  payable  to:  PHYSICIANS  HOME  52  East  66lh  St.,  New  York  City 


SURGICAL  TREATMENT  OF  DISEASES  OF  THE  COLON 

Thomas  E.  Jones,  M.D.,  Cleveland,  Ohio 


IN  this  communication,  only  the  more 
common  conditions  of  the  colon  which 
require  surgical  treatment  will  be  con- 
sidered, namely,  diverticulitis,  polyposis, 
chronic  ulcerative  colitis,  regional  ileitis, 
and  cancer  of  the  colon. 

Diverticulitis 

The  surgical  problems  which  are  present 
in  the  treatment  of  diverticulitis  do  not,  I 
believe,  parallel  those  in  acute  appendi- 
citis. In  reading  case  reports  in  the  litera- 
ture, one  is  impressed  by  the  number  in 
which  exploratory  operation  was  done  in 
the  acute  phase  of  the  disease  with  termi- 
nation in  death  due  to  peritonitis  within  a 
few  days.  One  is  justified  in  wondering 
whether  or  not  a certain  percentage  of 
these  cases  might  have  localized  in  a 
period  of  days  and  surgical  intervention 
later  might  have  been  safer.  Personally, 

I think  that  this  condition  calls  for  more 
individualization  than  does  acute  appendi- 
citis and,  while  one  may  make  generalized 
rules,  each  case  must  be  studied  carefully. 

One  clinical  fact  is  outstanding — even 
though  the  diverticula  may  be  very  exten- 
sive and  invade  the  entire  colon,  diverticu- 
litis with  its  complications  is  practically 
always  confined  to  the  sigmoid  colon. 
This  is  probably  due  to  the  smaller  caliber 
of  the  bowel  and  the  firmer  stool  in  the 
sigmoid  area. 

The  symptoms  of  diverticulitis  vary 
greatly  according  to  the  pathologic  condi- 
tion found.  There  may  be  only  mild  at- 
tacks of  pain  in  the  left  lower  quadrant  or 
there  may  be  any  graduation  up  to  the 
signs  and  symptoms  arising  from  the 
graver  complications,  namely,  perforation 
with  peritonitis,  obstruction,  or  localized 
abscess  with  eventual  formation  of  a fis- 
tula. An  accurate  history  is  invaluable  in 
establishing  a correct  diagnosis.  Differ- 
ential diagnosis  will  not  be  discussed  here. 
Any  given  case  in  which  operation  is 


not  performed  will  terminate  in  one  of  the 
following  ways : 

1.  It  may  completely  resolve,  but  this 
does  not  militate  against  subsequent  at- 
tacks either  in  the  same  diverticulum  or 
in  others  in  the  same  segment.  This  is  the 
chronic  variety  and  strict  medical  man- 
agement should  be  instituted  to  prevent 
recurrence. 

2.  Perforation  may  occur: 

(a)  Into  the  rectum  with  discharge  of 
pus.  This  is  a fortunate  and  happy 
sequel. 

(b)  Into  the  bladder.  This  is  an  un- 
fortunate complication. 

(c)  Into  the  surrounding  tissues  where 
it  generally  is  walled-off. 

(d)  Without  becoming  walled-off  but 
is  generalized  with  resultant  peritonitis. 
This  is  the  exceptional  case  and  not  the 
rule. 

3.  Obstruction  may  result  where  the 
process  is  not  resolved.  This  is  due  to  the 
great  thickening  of  the  mesentery  and  all 
coats  of  the  bowel. 

The  problem  that  confronts  us  then  is, 
should  we  operate,  and,  if  so,  when  is  the 
optimum  time?  The  fulminating  cases 
are  so  rare  that  the  diagnosis  is  seldom 
made  until  a well-advanced  peritonitis  has 
developed  for  which  surgery  is  of  no  value. 
Most  of  the  cases  are  of  the  subacute  va- 
riety and,  as  the  problem  does  not  consti- 
tute an  emergency,  sufficient  time  may  be 
taken  to  make  a more  accurate  diagnosis. 
Roentgen  examination  is  of  great  assist- 
ance in  localizing  the  diverticula  and  their 
extent,  so  with  this  knowledge,  a well- 
planned  operative  procedure  may  be  car- 
ried out. 

In  cases  where  the  symptoms  of  ob- 
struction are  predominant  and  there  is 
little  or  no  rise  in  temperature  and  a 
mass  is  detected  either  by  bimanual  or 
abdominal  palpation,  operation  must  be 
performed  for  the  relief  of  the  obstruc- 
tion. If  roentgen  examination  has  shown 
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the  diverticula  to  be  limited  to  one  seg- 
ment of  the  bowel  and  if  no  abscess  is 
present,  then  that  segment  may  be  re- 
moved by  an  operation  of  the  Mikulicz 
type.  This  will  insure  the  patient  against 
future  attacks.  If,  however,  roentgen 
examination  shows  extensive  diverticula 
in  the  sigmoid,  the  patient  still  may  expe- 
rience attacks  in  the  remaining  diverticula, 
so  that,  in  this  type  of  case,  I believe  a 
colostomy  should  be  performed  well  above 
the  involved  area.  This  will  remove  the 
symptoms  of  obstruction  and  allow  the 
inflammatory  process  in  the  affected  area 
to  subside.  The  patient  should  keep  the 
colostomy  for  at  least  six  months  and 
preferably  one  year;  in  the  meantime, 
through  and  through  irrigation  of  the  dis- 
tal segment  should  be  carried  out.  After 
subsidence  of  all  symptoms,  the  colostomy 
may  be  closed  but  the  patient  must  be  in- 
formed that  a recurrence  is  always  pos- 
sible unless  he  follows  a strict  medical 
management  of  his  bowel. 

If  a surgeon  inadvertently  discovers 
this  condition  during  an  exploratory  opera- 
tion for  an  acute  abdomen,  extensive 
surgery  is  contraindicated.  A colostomy 
should  be  done  well  above  the  inflamed 
area  and  resection  with  anastomosis  may 
be  performed  at  a later  date  after  the  in- 
flammatory process  subsides. 

In  dealing  with  the  subacute  variety 
where  the  outstanding  features  are  pain 
and  temperature  up  to  100  or  101°,  I am 
a firm  believer  in  conservative  manage- 
ment. If  perforation  into  the  rectum 
occurs,  the  problem  is  solved.  If  an  ab- 
scess forms,  it  is  generally  lateral  to  the 
sigmoid  and  may  be  opened  when  the 
tumefaction  appears,  very  much  as  an  ap- 
pendiceal abscess  is  evacuated.  If  symp- 
toms of  obstruction  intervene  during  this 
period  of  waiting,  a cecostomy  or  trans- 
verse colostomy  should  be  done. 

Following  evacuation  of  the  abscess,  a 
fistula  may  result  which  may  or  may  not 
close  spontaneously.  After  a time,  the 
fistula  will  be  only  a small  sinus  tract  and 
I have  seen  closure  occur  as  late  as  nine 
months  after  operation.  Such  a fistula 
causes  little  inconvenience  to  the  patient 
and  he  should  be  encouraged  to  keep  it  be- 


cause its  closure  is  not  a simple  matter. 
Excision  of  the  sinus  with  inversion  of 
the  bowel  is  very  difficult  to  do  and  the 
fistula  will  recur  in  most  cases,  so  that  to 
obtain  a cure  it  becomes  necessary  to  do  a 
resection  of  that  segment  of  the  bowel  con- 
taining the  fistula.  That  involves  a three- 
stage  procedure  which  is  not  often  justi- 
fiable. 

Particularly  distressing  are  those  di- 
verticula which  have  become  fastened  to 
the  bladder  and  which  result  in  a vesico- 
colic  fistula.  Obviously  something  must 
be  done  surgically,  but  I feel  very  strongly 
that  the  surgeon  should  not  go  in,  resect 
the  fistula,  close  the  bladder,  and  close  the 
bowel  in  one  stage.  The  mortality  from 
peritonitis  or  reformation  of  the  fistula 
under  such  circumstances  will  be  high.  It 
is  eminently  more  satisfactory  to  do  a pre- 
liminary colostomy  and  free  the  urinary 
tract  from  infection  which  has  resulted 
from  the  fistula  before  the  secondary 
operation  is  undertaken  for  repair  of  the 
fistula  by  whatever  means  may  be  indi- 
cated. 

In  a review  of  the  last  twelve  cases 
which  have  come  under  my  observation, 
I find  that  treatment  varied  to  some  de- 
gree so  that  I cannot  present  any  definite 
plan  which  may  be  followed.  The  under- 
lying principle  of  conservatism,  however, 
could  be  traced  throughout  the  series. 

Polyposis 

Polyposis  of  the  colon  may  be  either  of 
two  types — the  congenital  or  familial  type 
or  the  acquired  or  inflammatory  type. 
The  inflammatory  type  is  the  most  com- 
mon and  is  generally  associated  with 
ulcerative  colitis.  My  discussion  of  this 
subject  will  be  confined  to  the  congenital 
or  familial  type. 

Congenital  or  familial  polyposis  is  a 
relatively  rare  condition  but  very  impor- 
tant from  the  standpoint  of  incapacity  of 
the  individual  and  also  because,  if  un- 
treated and  if  the  patient  lives  to  adult 
life,  100  per  cent  of  the  polypi  invariably 
become  malignant.  Adenomatosis  is  a 
more  descriptive  term  than  polyposis  for 
this  condition.  These  adenomata  are 
found  chiefly  in  the  rectum  and  sigmoid 
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but  may  invade  the  entire  mucosa  from 
the  rectum  to  the  ileocecal  valve  and 
sometimes  beyond  that.  It  is  definitely 
familial  in  type  and  has  been  traced 
through  three  generations  in  many  fami- 
lies and  anywhere  from  forty  to  eighty 
per  cent  of  the  offspring  will  be  afflicted. 
McKenney1  of  Buffalo  has  done  a mag- 
nificent piece  of  work  along  these  lines 
by  tracing  it  through  many  families. 

Ewing2  states  that  nowhere  else  can  the 
change  from  normal  mucosa  to  gland  cell 
hypertrophy,  adenoma,  and  adenocarci- 
noma be  so  clearly  demonstrated  as  it  may 
in  this  disease.  Malignant  degeneration 
of  these  adenomata  may  be  single  or  may 
occur  simultaneously  in  many,  as  demon- 
strated in  several  of  our  cases. 

From  the  standpoint  of  diagnosis,  I 
should  like  to  warn  against  a feeling  of 
security  when  a biopsy  report  shows  no 
malignancy.  This  is  very  misleading,  for 
it  may  well  be  that  a polyp  higher  up  and 
out  of  sight  is  malignant. 

The  original  treatment  advised  was 
ileostomy  wdth  complete  colectomy,  this 
being  the  only  thing  that  would  insure 
against  malignant  degeneration.  This  was 
a very  formidable  procedure  and  the  mor- 
tality was  high.  Furthermore,  ileostomy 
with  its  continuous  liquid  drainage  is  far 
more  distressing  than  colostomy  with 
solid  stool.  For  these  reasons,  patients 
were  frequently  neglected.  A report  of  the 
following  case  will  serve  to  illustrate  what 
I believe  is  a better  procedure  for  the 
handling  of  this  condition : 

In  1926  I was  consulted  by  a twenty- 
five-year-old  woman  who  was  suffering 
from  multiple,  congenital  adenomatosis. 
The  diagnosis  was  made  elsewhere  and 
surgical  treatment  advised.  This  was  re- 
fused when  the  patient  learned  of  the  per- 
manent ileostomy.  When  she  consulted 
me  months  afterward,  she  was  having 
considerable  hemorrhage,  diarrhea,  and 
pain  which  indicated  the  presence  of  ob- 
struction. She  was  very  anemic  and  there 
was  a marked  loss  in  weight.  After  con- 
siderable urging,  she  finally  consented  to 
a cecostomy  which  I told  her  would 
probably  be  temporary  and  could  be 
closed  after  the  symptoms  of  obstruction 


had  disappeared.  During  the  next  few 
months  she  had  gained  considerable 
weight  and  the  symptoms  of  toxemia  dis- 
appeared following  through  and  through 
irrigation  of  the  colon.  Bleeding  still 
occurred,  however.  On  proctoscopic  ex- 
amination I noted  that  the  size  of  the 
adenomata  had  decreased  considerably 
from  that  seen  at  the  original  examination. 
Much  of  the  edema  and  inflammatory  re- 
action had  disappeared  due  to  less  infec- 
tion. In  order  to  stop  the  bleeding,  I 
began  to  fulgurate  these  adenomas  of 
which  there  were  hundreds  in  the  rectum 
and  sigmoid.  This  was  repeated  monthly 
for  many  months,  fifteen  to  twenty  adeno- 
mas being  destroyed  at  each  time.  The 
patient  felt  so  well  and  happy  that  I con- 
fess that  I did  not  concern  myself  with 
the  future. 

Suddenly  it  occurred  to  me  that  I had 
cleared  the  way  high  enough  so  that  I 
could  make  an  anastomosis  between  the 
ileum  and  the  sigmoid  and  remove  the  re- 
maining colon  from  the  sigmoid  to  the 
cecum,  thereby  preserving  the  rectum 
where  none  of  the  adenomas  had  recurred. 
Why  this  did  not  occur  to  me  before  I do 
not  know  because  it  would  have  saved 
valuable  time.  However,  when  I ap- 
proached her  with  what  I thought  was  a 
splendid  idea,  she  was  feeling  so  well  that 
she  declined  operation.  Finally,  however, 
after  about  six  months’  urging  and  also 
due  to  the  fact  that  there  was  still  some 
bleeding  from  the  adenomas  out  of  reach, 
she  decided  to  submit  to  operation.  I 
performed  an  ileosigmoidostomy  below 
the  point  where  I could  feel  the  adenomas, 
and  six  weeks  later  removed  the  colon 
which  contained  hundreds  of  polypi  from 
the  cecum  to  the  sigmoid,  many  being 
ulcerated.  She  made  an  uneventful  re- 
covery, gained  sixty  pounds  in  six  months, 
and  felt  well  for  nearly  four  years.  Then 
she  came  in  complaining  of  a mass  in  the 
left  lower  abdomen.  Proctoscopic  ex- 
amination revealed  no  adenomas  in  the 
rectum.  Exploration  revealed  a hard 
mass  of  glands  retroperitoneally  which 
proved  to  be  adenocarcinoma  of  the  mu- 
coid type.  What  had  happened,  of 
course,  was  that  one  of  these  many  adeno- 
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mas  had  become  malignant  and  there  was 
glandular  involvement,  although  not  ap- 
parent at  the  time  of  the  colectomy. 
Obviously  it  was  impossible  to  make  sec- 
tions of  all  these  adenomas  from  the  speci- 
mens removed. 

The  moral  of  this  casev  of  course,  is  to 
perform  the  colectomy  earlier.  Here  we 
lost  about  three  years  of  valuable  time. 
In  recent  cases  we  have  sent  the  patients 
to  the  hospital  and,  under  spinal  anes- 
thesia, cleared  up  the  condition  in  the  rec- 
tum and  sigmoid  in  one  or  two  sittings, 
then  performed  the  operation  I have  just 
described  as  soon  as  possible.  I believe 
that  by  this  method  of  treatment  where 
we  can  promise  restoration  of  the  con- 
tinuity of  the  bowel,  we  will  be  able  to 
secure  these  patients’  co-operation  earlier 
and  the  future  should  be  much  brighter. 

Chronic  Ulcerative  Colitis 

Chronic  ulcerative  colitis  has  been  at- 
tacked perhaps  by  more  different  types  of 
therapeutic  agents  than  any  other  disease 
with  the  possible  exception  of  pruritis  ani. 
It  has  always  been  recognized  as  a des- 
perate condition  when  it  necessitated 
surgical  intervention,  for  many  of  these 
patients  were  moribund  when  they  arrived 
for  surgery.  The  older  surgical  method 
was  that  of  ileostomy  to  sidetrack  the 
fecal  stream  and  thereby  put  the  colon  at 
rest.  By  this  procedure  and  the  use  of 
irrigations,  a certain  number  of  individu- 
als could  be  salvaged.  Surgery,  due  to  the 
failure  of  medical  means,  was  making 
progress  and  patients  were  treated  earlier 
until  Bargen  ascribed  the  etiology  to  an 
organism  of  the  diplostreptococcus  va- 
riety. This  again  stimulated  medical  men 
to  use  sera  and  vaccines,  and  again  the 
only  patients  the  surgeon  saw  were  those 
who  could  not  come  into  the  office  for 
more  injections.  Again  the  mortality  of 
ileostomy  took  a sudden  rise,  for  many  of 
these  patients  had  perforations  and  peri- 
tonitis. 

From  what  information  I have,  it  seems 
that  the  new  sera  and  vaccines  have  been 
disappointing  in  the  hands  of  most  medi- 
cal men  and,  until  the  time  when  some- 
thing more  promising  comes  along,  I be- 


lieve we  must  go  back  to  surgery  in  the 
earlier  cases.  I am  sure  no  surgeon  rel- 
ishes these  cases  but  we  would  rather 
have  early  ones  than  late.  I think  the 
medical  man  must  be  fair  in  the  evalua- 
tion of  his  treatment  and,  if  it  fails,  he 
must  admit  it  early  and  refer  his  patients 
to  the  surgeon  before  months  or  years 
have  elapsed.  It  must  be  borne  in  mind 
that  many  of  these  patients  have  spon- 
taneous remissions  from  recurring  attacks, 
which  may  be  attributed  to  the  therapy 
instituted,  but  yet  on  proctoscopic  ex- 
amination there  may  be  little  or  no  change 
in  the  gross  appearance  of  the  bowel  wall. 
The  remission  from  symptoms  merely 
means  that  the  acute  flare-up  higher  in  the 
bowel  has  become  chronic  and  with  suc- 
ceeding attacks  more  of  the  bowel  wall 
becomes  involved  so  that  eventually  the 
whole  colon  from  the  rectum  to  the  cecum 
is  affected.  It  is  generally  conceded  that 
this  disease  begins  in  the  rectum  in  at 
least  ninety  per  cent  of  the  cases  and  ex- 
tends upward  with  each  succeeding  exac- 
erbation. I think  that  we  are  again  at 
the  place  where  we  must  advocate  early 
diversion  of  the  fecal  stream  to  put  the 
bowel  at  rest  and  then  carry  on  such  medi- 
cal measures  as  are  indicated. 

From  the  surgical  point  of  view,  early 
operation  is  the  only  alternative  in  cases 
where  it  is  hoped  that  the  ulcerative 
process  will  subside  so  that  the  ileostomy 
can  be  closed  at  a later  date.  In  the  long- 
standing, neglected  cases,  the  ulcerative 
process  has  destroyed  the  mucosa  and  in- 
filtrated the  muscularis  with  so  much 
fibrous  tissue  that  the  lumen  becomes 
greatly  constricted,  so  that  when  ileostomy 
is  done  at  this  stage,  one  can  never  hope 
for  physiological  and  anatomical  restora- 
tion of  the  bowel  sufficient  to  close  the 
ileostomy  with  safety. 

In  some  cases,  ileostomy  is  sufficient  for 
complete  relief  of  symptoms.  However, 
in  a certain  number  of  cases,  the  patient 
does  not  thrive  and  gain,  due  to  absorp- 
tion from  the  infected,  ulcerated  colon  left 
in  place,  and  colectomy  becomes  necessary. 
In  view  of  the  fact  that  these  patients  are 
a bad  risk  due  to  their  poor  physical  con- 
dition, colectomy  should  be  a graded  pro- 
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cedure.  The  colon  should  be  removed  in 
either  two  or  three  stages,  removing  the 
right  half  around  to  the  mid  transverse 
colon  first,  then  the  remainder  down  to 
the  sigmoid  and,  lastly,  the  rectum.  In 
about  ten  per  cent  of  the  cases,  the  dis- 
ease may  be  segmented;  that  is,  it  may 
be  limited  to  the  ascending  colon  or  the 
transverse  or  descending  colon  or  the  sig- 
moid and  yet  the  proctoscopic  examina- 
tion will  give  entirely  negative  findings. 
I think  that  in  the  segmental  variety  the 
treatment  of  choice  is  early  ileostomy  or 
colostomy  with  resection  of  the  affected 
area  after  a period  of  rest  and  irrigation. 
In  this  manner  the  continuity  of  the  bowel 
may  be  preserved. 

Heretofore,  in  the  treatment  of  ulcera- 
tive colitis,  the  theme  has  been  medical 
treatment  versus  surgical  treatment  when, 
as  a matter  of  fact,  it  proves  to  be  a bigger 
job  than  both  can  handle  together.  The 
internist,  the  surgeon,  and  the  proctolo- 
gist must  collaborate  from  the  onset  of  the 
disease  if  better  end  results  are  to  be  ob- 
tained. 

Regional  Ileitis 

This  disease  entity,  which  was  origi- 
nally described  as  affecting  the  terminal 
ileum  only,  has  been  definitely  shown  to 
involve  the  colon  also.  To  Crohn3  of 
New  York  belongs  the  credit  for  stimulat- 
ing our  interest  in  this  condition.  In  my 
experience,  when  the  colon  was  involved, 
the  ileum  was  involved  also,  and  it  may 
have  been  and  probably  was  the  original 
sight  of  the  pathology.  The  symptoms  at 
£he  onset  closely  simulate  those  of  ap- 
pendicitis and,  in  seventy-five  per  cent 
of  our  cases,  the  appendix  had  been  re- 
moved. In  fifty  per  cent  of  our  cases,  the 
patient  came  in  because  of  fistula  after  the 
appendectomy.  Formation  of  a fistula, 
either  external  or  between  the  coils  of 
intestine,  is  a characteristic  of  this  disease. 

If  a diagnosis  of  acute  appendicitis  has 
been  made  and  the  findings  at  operation 
are  not  in  keeping  with  that  diagnosis, 
it  is  a good  principle  to  examine  the  lower 
few  feet  of  the  ileum.  If  this  acute  in- 
flammatory condition  is  found,  I would 
advise  against  appendectomy  because  it 


will  frequently  result  in  a fistula.  Surgery 
on  the  ileum  is  not  advised  during  this 
acute  phase — rather  nothing  should  be 
done  and  the  ileum  removed  after  the  in- 
flammation has  subsided  and  reached  the 
chronic  state.  If,  however,  there  is  some 
obstruction,  an  Ueocolostomy  can  be  made, 
using  a loop  of  ileum  at  least  two  feet 
away  from  the  disease  process. 

When  the  colon  has  been  involved  in 
the  cases  I have  seen,  it  has  always  been 
adherent  and  densely  adherent  to  the 
small  intestine  with  resulting  fistulae  be- 
tween the  coils. 

The  treatment  is  surgery  which  consists 
of  wide  removal  of  the  pathologic  process, 
great  care  being  taken  during  the  pro- 
cedure not  to  contaminate  healthy  struc- 
tures. The  general  principles  underlying 
intestinal  surgery  apply  here  and,  inas- 
much as  the  surgical  removal  of  certain 
segments  will  be  referred  to  when  malig- 
nancies of  the  colon  are  considered,  I shall 
not  discuss  them  here  on  account  of  their 
similarity. 

Cancer  of  the  Colon 

In  recent  years,  many  factors  have  con- 
tributed to  encourage  surgeons  to  attack 
the  problem  of  cancer  of  the  colon — im- 
provements in  technic,  better  pre-  and 
postoperative  care  in  hospitals,  better  se- 
lection of  cases,  all  of  which  have  in- 
creased the  horizon  of  operability  and 
lowered  the  mortality  rate.  But  there  is 
small  question  that  the  greatest  advance 
in  surgery  of  the  colon  has  come  from 
the  hands  of  the  roentgenologist  because 
the  increased  diagnostic  efficiency  has 
made  for  earlier  recognition  of  organic 
lesions  in  this  portion  of  the  gastrointes- 
tinal tract.  It  is  regrettable,  however, 
that  this  efficiency  has  made  too  many  of 
us  lazy.  It  has  become  too  easy  or  perhaps 
too  cheap  to  say  “have  an  x-ray”  without 
doing  the  simple  digital  and  proctoscopic 
examinations  which  will  establish  the 
diagnosis  in  seventy-five  per  cent  of  the 
malignant  lesions  of  the  colon  and  rectum. 
This  is  even  more  regrettable  because  a 
negative  x-ray  report  on  this  particular 
location — the  rectum  and  rectosigmoid — 
is  absolutely  unreliable  on  account  of  the 
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size  of  the  rectal  ampulla  and  the  many 
coils  which  may  obscure  an  accurate  view. 
For  his  own  protection,  I would  be  happy 
to  see  the  time  come  when  a roentgenolo- 
gist would  refuse  to  do  an  examination  of 
the  colon  unless  the  patient  had  had  digi- 
tal and  proctoscopic  examinations.  A 
roentgenologist  sit-down  strike  here  would 
be  invaluable  to  us  all  and  would  render  a 
real  service  to  the  patient. 

Cecum  and  Ascending  Colon. — A one-  or 
two-stage  operation  may  be  used  for 
cancer  of  the  cecum  and  ascending  colon. 
In  the  two-stage  procedure,  the  first  stage 
consists  in  a side-to-side  anastomosis  of 
the  ileum  to  the  transverse  colon.  It  is 
obvious  that  an  end-to-side  anastomosis 
cannot  be  made  because,  if  something 
happens  which  delays  the  second  stage  for 
some  time,  the  closed  distal  end  of  the 
ileum  may  blow  out  if  obstruction  inter- 
venes. The  second  stage  consists  of  the 
removal,  being  sure  not  to  leave  too  large 
a blind  pouch  in  the  colon.  I have  always 
done  the  one-stage  in  all  cases  except  the 
occasional  one  where  the  ileum  is  dilated. 
The  ileum  is  cut  off  and  an  end-to-side 
anastomosis  made  into  the  transverse 
colon.  The  Rankin  clamp  is  very  useful 
for  this  procedure,  for  a closed  operation 
may  be  performed  by  its  use.  In  the  one- 
stage  operation  it  is  essential  or  at  least 
advisable  to  insert  a catheter  in  the  ileum 
about  eight  inches  from  the  anastomosis. 
This  remains  in  place  for  five  or  six  days 
and  acts  as  a safety  valve. 

Resection  of  the  transverse  colon  may 
be  done  in  many  ways : 

1.  Resection  with  end-to-end  anasto- 
mosis. This,  however,  is  not  a safe  pro- 
cedure in  one  stage. 

2.  Mikulicz  type  of  operation.  This  is 
not  entirely  satisfactory  because  of  the 
liquid  contents  in  the  transverse  colon.  It 
seldom  closes  spontaneously  and  repair 
must  be  done  before  it  is  eventually 
closed.  Furthermore,  incisional  hernia 
generally  results,  which  must  be  repaired 
later. 

The  preferable  operation  is  to  put  a 
large  tube  into  the  cecum  and  ten  to  four- 
teen days  later  do  a resection  by  the  closed 
method  with  end-to-end  anastomosis, 


using  either  the  Rankin  clamp  or  the  Karr 
basting  stitch.  If  the  tube  is  properly 
sewn  into  the  cecum,  the  sinus  will  close 
itself. 

Fortunately,  carcinoma  of  the  splenic 
flexure  is  rare.  I think  it  is  probably  the 
most  difficult  of  all  the  segments  to  re- 
move, because  of  the  hip  fixation.  A 
Mikulicz  type  of  operation  may  be  per- 
formed or  better  cecostomy  with  end-to- 
end  anastomosis  later. 

In  cancer  of  the  descending  colon  and 
sigmoid , the  Mikulicz  operation  or  Ran- 
kin’s modification  of  it  has  been  in  great 
favor,  chiefly  because  of  its  safety  as  a 
one-stage  procedure.  However,  it  has 
many  shortcomings.  It  seldom  closes 
spontaneously  so  that  another  operation  is 
generally  required  for  closure  because  the 
mucosa  soon  becomes  adherent  to  the  skin 
thus  preventing  its  closure.  In  the  per- 
formance of  this  operation,  one  is  apt  to 
remove  insufficient  involved  mesentery 
and,  if  this  occurs,  there  is  transplantation 
into  the  abdominal  wall  which  eventually 
results  in  open  ulceration.  Because  I have 
seen  many  cases  end  this  way,  it  has  dis- 
couraged me  from  its  use.  To  me  it  seems 
preferable  to  do  a transverse  colostomy 
and  in  two  weeks,  do  a clean,  radical 
operation  with  anastomosis.  The  colos- 
tomy is  then  closed  in  about  two  weeks. 

Cancer  of  the  Rectum 

When  a patient  with  rectal  bleeding 
presents  himself  for  examination,  don’t  be 
content  with  a visual  inspection  of  the 
anus  to  determine  whether  hemorrhoids 
are  present,  but  do  a digital  examination 
and  if  negative,  a proctoscopic  examina- 
tion. You,  as  well  as  the  patient,  will  be 
relieved  if  a malignancy  is  not  found. 
Only  after  this  procedure  has  been  car- 
ried out  should  the  roentgen  examination 
be  done.  I know  a physician  in  a com- 
munity not  far  from  mine  who  made  a 
reputation  years  ago  because  he  made  the 
patient  take  off  his  coat  and  vest  before 
examining  the  chest  with  a stethoscope. 

I am  sure  that  you  will  be  amply  re- 
warded if  you  make  this  simple  routine  of 
digital  and  proctoscopic  examinations  for 
rectal  bleeding. 
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If  a lesion  is  found  and  you  are  not 
certain  of  its  nature,  the  next  question 
that  presents  itself  is,  shall  we  do  a biopsy? 
That  depends  entirely  upon  your  expe- 
rience. In  case  of  any  doubt,  by  all  means 
do  a biopsy.  I feel  that  a great  deal  of 
harm  was  done  ten  or  twelve  years  ago  by 
those  who  advocated  that  cancer  would  be 
spread  by  biopsy.  Do  not  be  intimi- 
dated. Far  less  harm  is  done  by  taking 
a biopsy  than  by  sitting  idly  by  and 
watching  the  cancer  grow  to  such  propor- 
tions that  its  margins,  elevations,  and  its 
craters  may  even  spell  the  word  cancer. 
Furthermore,  a hundred  and  fifty  dollar 
electrocautery  machine  is  not  required  to 
do  a biopsy.  The  scissors,  snare,  or  knife 
will  be  sufficient. 

The  diagnosis  having  been  made  and 
the  procedure  decided  upon,  the  patient 
should  be  told  that  he  has  a serious  dis- 
ease which  requires  immediate  surgical 
attention.  I do  not  think  it  is  fair  to 
minimize  the  complaint  for  fear  of  shock- 
ing the  patient.  I have  seen  too  many  of 
these  patients  delay  operation  for  months 
because,  just  to  save  his  feelings,  the  doc- 
tor told  him  he  had  a little  ulcer.  Natu- 
rally, the  patient  does  not  see  why  he  has 
to  have  a major  operation  for  a little 
ulcer,  so  he  tries  some  medicine  for  a 
while  and,  even  in  this  enlightened  age, 
many  doctors  give  medicine  for  such  a 
lesion. 

It  is  appropriate  at  this  time  to  speak 
of  gradation  of  tumors  because,  when  the 
diagnosis  of  carcinoma  comes  back  to 
you,  it  will  be  followed  with  the  nota- 
tion, Grade  I,  II,  III,  or  IV.  Grade  I is 
supposed  to  be  a good  cancer,  Grade  IV 
a bad  cancer.  Word  seems  to  have  gotten 
around  that  cancers  of  Grades  I and  II, 
are  to  be  attacked,  but  that  it  is  not  good 
cricket  to  attack  Grades  III  and  IV — these 
should  be  relegated  either  to  radiation  or 
some  other  nonsurgical  treatment.  With 
this  opinion,  I wholeheartedly  disagree. 

I am  in  sympathy  with  everything  that 
increases  our  knowledge  relative  to  can- 
cer and  I think  that  grading  of  tumors  is 
an  excellent  thing  from  an  academic 
standpoint,  but  I am  distinctly  opposed 
to  guiding  therapeutic  effort  merely  on 


a pathologist’s  statement  that  this  is  grade 
so  and  so.  At  the  present  time,  clinical 
judgment  surpasses  any  laboratory  test 
so  far  as  the  decision  of  treatment  is  con- 
cerned. The  shortcomings  of  the  grad- 
ing of  tumors  as  a criterion  for  the  treat- 
ment to  be  used  are  too  numerous  to 
mention  here.  If  a cancer  of  the  rectum 
is  clinically  operable,  operate  regardless 
of  whether  it  is  Grade  I or  Grade  IV  and 
you  will  be  doing  the  best  thing  for  your 
patient. 

The  treatment  having  been  decided 
upon,  the  patient  should  be  encouraged 
to  enter  the  hospital  as  soon  as  possible. 
Here,  further  investigations  should  be 
carried  out  and  on  the  thoroughness  of 
these  examinations  and  adequate  preop- 
erative care  depend  the  success  of  the 
operation.  A thorough  physical  exami- 
nation is  essential.  Studies  of  blood 
chemistry  and  tests  of  kidney  function  are 
important  in  order  to  ascertain  the  risks. 
In  all  men  over  sixty  years  of  age,  if 
they  have  any  urinary  disturbance  what- 
soever, a cystoscopic  examination  is  nec- 
essary because  of  the  possibility  of  as- 
sociated prostatic  hypertrophy  which  may 
prove  disastrous  if  not  recognized.  In 
many  of  our  patients,  it  has  been  nec- 
essary to  do  a resection  of  the  prostate 
either  before  or  after  resection  of  the 
rectum.  During  the  stay  in  the  hospital, 
a high  calorie,  nonresidue  diet  is  given. 
Glucose  intravenously  is  administered  to 
build  up  the  glycogen  reserve  of  the  liver 
because  many  of  the  patients  have  been 
dieting  for  some  time  on  account  of  bowel 
disturbance,  the  chief  symptom  of  which 
has  been  diarrhea.  This  is  not  a true 
diarrhea,  however;  rather  it  is  the  fre- 
quent emission  of  pus,  mucus,  and  blood 
from  the  ulcerated  area.  As  a matter  of 
fact  in  most  cases  of  so-called  diarrhea, 
the  colon  is  filled  with  hard,  dry  feces  and 
many  days  are  required  to  empty  the 
colon.  For  this  purpose  we  give  mag- 
nesium sulphate  daily  in  divided  doses 
for  five  or  six  days  prior  to  operation. 
By  this  measure,  it  is  felt  that  we  can 
decompress  the  bowel  in  all  cases  of 
chronic  obstruction  just  as  well  as  by  pre- 
liminary colostomy. 
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In  the  preoperative  treatment  the  ques- 
tion of  intraperitoneal  vaccine  naturally 
comes  under  discussion.  I have  never 
been  impressed  with  its  value  when  deal- 
ing with  cancer  of  the  rectum  because 
peritonitis  as  a cause  of  death  has  played 
a minor  role  in  our  series  of  cases.  To 
inject  vaccine  routinely  in  a large  num- 
ber of  cases  seems  to  me  an  unwarranted 
procedure.  It  must  be  remembered  that 
the  use  of  vaccine  does  not,  by  any  means, 
eliminate  peritonitis.  It  has  been  re- 
ported to  lower  the  incidence.  Meticu- 
lous technic  is  still  far  more  important 
than  intraperitoneal  vaccine  in  its  present 
form. 

Operations  for  carcinoma  in  the  vari- 
ous segments  of  the  colon  have  been 
fairly  well  standardized  but  there  is  con- 
siderable discussion  regarding  those  for 
the  rectum  and  rectosigmoid.  Many  dif- 
ferent types  of  operation  are  advocated. 
The  chief  reason  for  this  is  the  contro- 
versy over  the  undesirability  of  the 
colostomy.  Posterior  resection  with  peri- 
neal anus  still  has  its  supporters  and  many 
different  varieties  of  operations  have 
been  designed.  Now,  other  types  of  seg- 
mental resection  are  being  tried  anew. 
However,  one  has  only  to  look  over  the 
records  of  older,  just  as  able  surgeons,  and 
from  them  these  facts  are  learned — viz., 
that  the  operability  was  low,  the  mor- 
tality high,  and  the  curability  rate  low. 
Such  is  the  story  from  smaller  operations 
or  operations  devised  to  save  the  sphinc- 
ter. I am  not  one  who  believes  in  the 
statement  handed  down  from  textbook  to 
textbook  that  cancer  of  the  rectum  is 
different  from  cancer  elsewhere,  that  it 
tends  to  remain  localized  for  long  periods 
of  time,  and  that  glandular  involvement 
occurs  late.  If  that  were  true,  why  has 
the  curability  rate  been  so  miserably  low? 

Cancer  of  the  rectum  and  rectosigmoid 
demands  just  as  radical  a procedure  as 
does  cancer  of  the  breast  if  we  are  to  im- 
prove our  curability  rate — and  radicalism 
from  the  standpoint  of  the  rectum  is  best 
attained  by  the  combined  abdomino- 
perineal operation  which  was  described 
by  Miles4  of  London  and  which  should 
bear  his  name  regardless  of  a few  varia- 


tions in  technic  described  by  different 
operators. 

This  operation  may  be  done  in  one  or 
two  stages  and  a surgeon  must  use  that 
with  which  he  is  most  familiar  and  which 
is  best  suited  to  the  available  facilities  at 
his  command.  The  name  “two-stage”  ob- 
viously carries  with  it  the  implication  of 
the  factor  of  safety  but  this  does  not 
necessarily  follow.  It  must  be  remem- 
bered that,  when  two  major  procedures 
are  performed  on  persons  in  this  age 
group,  the  hazards  of  accidental  death 
are  increased  beyond  our  control  by  two 
times.  Emboli,  pneumonia,  and  unex- 
plained sudden  death  are  a source  of  an- 
noyance to  all  of  us. 

Then  again,  many  things  may  happen 
during  the  first  stage  which  may  delay 
the  second  operation  for  a long  time  or 
may  give  rise  to  complications  which  may 
lead  to  abandonment  of  the  second  stage, 
such  as  pneumonia  with  empyema,  severe 
infection  of  the  abdominal  wall,  or  phle- 
bitis. 

In  addition,  technical  difficulties  are 
encountered  in  the  second  stage  which 
do  not  pertain  to  the  one-stage.  Finally, 
the  combined  mortalities  from  the  first 
and  second  stage  will  be  greater  than  from 
the  one-stage.  For  these  many  reasons, 
I personally  have  favored  the  one-stage 
procedure  because,  in  a series  of  more 
than  350  cases,  the  mortality  has  been 
under  ten  per  cent. 

After  preoperative  preparation  which 
averages  about  seven  days  and  to  which 
I attribute  no  little  amount  of  success, 
anesthesia  is  the  next  thing  of  importance 
to  be  considered.  I still  favor  spinal 
anesthesia  because  it  induces  relaxation 
and  a quiet  abdomen  which  lends  itself 
to  a more  rapid  performance  of  the  op- 
eration. The  deep  Trendelenburg  posi- 
tion is  invaluable  on  account  of  the  deep 
pelvic  dissection  which  is  necessary.  The 
abdominal  part  of  the  operation  consists 
of  about  nine  simple,  straightforward 
maneuvers  which,  if  carried  out  methodi- 
cally, simplify  an  otherwise  laborious, 
time-consuming  task.  The  perineal  part 
of  the  operation  is  expeditiously  done  pro- 
vided the  abdominal  dissection  has  been 
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thorough;  otherwise,  it  likewise  will  be 
too  time-consuming. 

Blood  transfusion  is  routine  either  be- 
fore or  after  operation,  sometimes  before 
and  after,  depending  upon  the  condition 
of  the  patient.  Postoperative  treatment 
is  symptomatic. 

The  colostomy  is  opened  on  the  second 
or  third  postoperative  day  depending 
upon  the  gas  pains  the  patient  experi- 
ences. The  wound  is  protected  with  vase- 
line gauze  over  which  rubber  tissue  is 
placed.  I feel  that  infected  wounds  occur 
at  the  time  of  operation  and  are  not  caused 
by  early  opening  of  the  colostomy,  pro- 
vided ordinary  care  is  exercised.  About 
ten  days  after  operation,  the  colostomy 
is  trimmed  down  to  about  one-quarter  of 
an  inch  above  the  level  of  the  skin  so 
that  the  healed  wound  is  just  about  at 
the  skin  level  or  slightly  above  it. 

In  the  last  200  cases,  we  have  been 
bringing  the  colostomy  out  at  the  midline 
and  have  found  it  infinitely  better  from 
many  standpoints.  First , it  saves  time 
during  the  operative  procedure;  second, 
if  a colostomy  bag  is  worn,  the  patient 
looks  symmetrical  and  not  lopsided  as  is 
the  case  with  the  inguinal  colostomy.  This 
is  very  important  in  the  care  of  the  woman 
patient.  Again,  if  an  inguinal  colostomy 
is  used  and  the  patient  wears  a colostomy 
bag,  it  generally  rubs  the  crest  of  the 
ilium  which  leads  to  irritation  and  also 
leakage  in  case  of  accident  due  to  im- 
proper fitting. 

The  care  of  the  bladder  is  very  im- 
portant in  these  cases.  Since  extensive 
pelvic  dissection  is  required,  many  sympa- 
thetic nerve  fibers  which  innervate  the 
bladder  are  destroyed  and  about  seventy- 
five  per  cent  of  the  patients  will  have 
some  bladder  disturbance  for  a month  or 
two.  Formerly  we  used  a retention 
catheter  for  six  or  seven  days  but  ex- 
perience has  taught  us  that  it  is  better 
to  catheterize  the  bladder  three  or  four 
times  a day,  which  practice  has  resulted 
in  fewer  complications.  From  twenty- 
five  to  thirty  per  cent  of  the  patients  will 
void  spontaneously  and  cystitis  will  be 
avoided  in  at  least  this  number,  whereas 
it  might  have  been  contracted  had  a re- 


tention catheter  been  left  in  place.  In 
only  one  instance  have  we  had  permanent 
damage  to  the  bladder  and  that  occurred 
in  a case  where  it  was  necessary  to  re- 
move part  of  the  prostate  due  to  fixation. 
Probably  the  sphincter  itself  was  inter- 
fered with  here.  Urinary  antiseptics  and 
frequent  irrigations  of  the  bladder  are 
used  to  treat  the  infected  bladder. 

The  rubber  dam  and  gauze  pack  em- 
ployed to  support  the  new  pelvic  floor 
and  prevent  oozing  at  the  time  of  opera- 
tion are  removed  partly  on  the  second, 
third,  and  fourth  postoperative  days,  after 
which  the  cavity  is  irrigated  with  saline 
solution  or  sterile  water  until  most  of  the 
discharge  has  subsided.  After  this,  it  is 
merely  swabbed  out  with  cotton  pledgets. 
This  is  a simple  procedure  which  is  taught 
to  some  member  of  the  family  when  the 
patient  is  discharged,  for  ten  to  twelve 
weeks  are  required  for  this  posterior 
wound  to  fill  in. 

In  a normal  convalescence,  the  patient 
is  allowed  out  of  bed  in  twelve  to  four- 
teen days.  This  permits  the  new  peri- 
toneal pelvic  floor  to  sag  a little  and 
thereby  hastens  the  obliteration  of  this 
large  cavity. 

The  performance  of  a successful  op- 
eration does  not  mean,  however,  that  the 
surgeon’s  obligation  has  been  fulfilled. 
He  must  take  time  to  instruct  the  patient 
regarding  the  care  of  the  colostomy  and 
on  this  instruction  depends  the  happiness 
of  the  patient.  The  usual  instruction  is 
to  tell  the  patient  to  go  to  a surgical  sup- 
ply house  and  buy  a colostomy  bag.  That 
is  a sure  way  to  make  him  a social  out- 
cast. The  odor  from  the  rubber  is  far 
worse  than  the  odor  of  the  stool.  Per- 
sonally, in  my  preliminary  instruction,  I 
do  not  even  mention  that  there  is  such  a 
thing  as  a colostomy  bag.  The  patient  is 
taught  to  irrigate  the  colostomy  himself, 
not  to  have  some  member  of  the  family 
do  it  because  this  is  always  embarrassing 
to  the  patient.  Many  good  types  of  ap- 
paratus are  on  the  market,  the  only  ob- 
jection to  them  being  the  cost.  All  that  is 
necessary  is  the  ordinary  enema  apparatus 
with  a little  rubber  disk  on  the  enema 
tip  which,  when  placed  tightly  against 
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the  colostomy,  will  make  it  water  tight. 

Experience  has  taught  us  that  daily 
irrigations  are  too  frequent.  The  colon 
will  be  kept  too  clean  and  soon  the  patient 
will  complain  that  he  cannot  get  his  bowels 
to  move.  We  have  found  it  best  to  irri- 
gate every  second  day  and  in  a few 
months,  if  this  routine  is  carried  out  at 
the  same  time,  the  bowel  will  become 
practically  an  automaton. 

Accidents  between  irrigations  rarely 
occur  and  patients  wear  only  a small  pad 
under  an  abdominal  binder  suited  to  their 
individual  tastes.  Our  instructions  and 
demonstrations  regarding  the  care  of  the 
colostomy  are  more  time-consuming  than 
the  performance  of  the  operation  itself. 

I have  never  been  impressed  with  the 
desirability  of  giving  the  patient  a con- 
stipating diet.  Such  a diet  may  cause 
diarrhea  in  another  patient,  so  I tell  them 
to  follow  the  diet  they  have  been  accus- 
tomed to  and  eliminate  from  time  to  time 
such  things  as  disagree  with  them. 

The  question  of  postoperative  radiation 
is  always  a pertinent  one.  If  the  proper 
operation  has  been  performed,  there  will 
be  nothing  left  in  the  pelvis  except  small 
intestines,  and  I do  not  think  it  is  a good 
policy  to  radiate  them  routinely. 

In  this  group,  we  have  operated  on  pa- 
tients in  an  age  range  from  twenty-six  to 
seventy-four  years.  Five  per  cent  of  our 
patients  have  been  seventy  or  over,  and 
the  mortality  in  this  group  is  the  same 
relatively  as  in  the  other  age  groups.  Age 
alone  is  not  a contraindication  to  opera- 
tion. Many  patients  at  seventy  are  bet- 
ter risks  than  some  at  sixty  but  I do  think 
that  good  kidney  function  is  essential  in 
patients  over  seventy.  Hypertension, 
arteriosclerosis,  diabetes,  and  obesity 
have  not  deterred  us  from  the  perform- 
ance of  this  operation. 


Palliative  operations  are  essential  in  a 
certain  group  of  inoperable  cases.  Some 
patients  are  not  benefited  a great  deal  by 
colostomy,  and  it  is  important  to  study 
these  carefully  and  make  a distinction  be- 
tween the  pain  of  obstruction  and  the  pain 
of  metastasis.  Routine  colostomy  in  the 
latter  group  will  only  add  to  the  patient’s 
misery  and,  in  my  estimation,  is  contra- 
indicated unless  there  is  obstruction. 

Operability  percentage  is  always  of 
great  interest  and,  with  this  in  mind,  I 
reviewed  one  hundred  consecutive  cases 
of  cancer  of  the  rectum  as  the  patients 
presented  themselves  for  examination  be- 
ginning July  1,  1937  and  going  back  until 
100  consecutive  cases  had  been  reviewed. 
Table  1 is  quite  informative  and  gives  one 
a comprehensive  picture  of  what  happens 
in  a definite  group. 

Euclid  Ave.  at  93rd  St. 

(Cleveland  Clinic) 
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TABLE  1 


Total  cases 

T)iH  tint  rpfnrn  

100 

10 

Inoperable: 

90 

no  treatment 

9 

palliative 

11 

20 

(77%) 

70 

Inoperable  liver 

Inoperable  local  fixation 

13 

57 

Combined  one-stage 

54 

Other  operations 

3 

57 

Deaths  4 — 7 . 2 per  cent 
Operability — 63  per  cent 
Mortality  4 — 7.2  per  cent 
2 peritonitis 
1 embolus 
1 pneumonia 


EXPLOSION  RISKS  AT  OPERATIONS 
The  danger  of  explosions  in  the  operating 
room,  resulting  from  a union  of  static  electricity- 
in  the  atmosphere  and  anesthetic  mixtures,  has 
been  eliminated  largely  as  the  result  of  a new 
device  which  determines  the  exact  amount  of 
static  electricity  present,  it  is  reported  by  Dr. 


Horatio  B.  Williams,  before  the  Congress  of 
Anesthetists  in  New  York  City. 

When  the  new  device  shows  that  a dangerous 
amount  of  static  electricity  is  in  the  air,  more 
humidity,  which  counteracts  the  electricity  is 
pumped  into  the  operating  room  by  ventilation 
and  water  vapor. 
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Introduction 

This  outline  is  a r£sum£  of  the  methods 
which  the  author  has  found  from  his  own 
experience  to  be  the  most  effective  in  the 
treatment  of  syphilis.  The  methods  are 
in  the  main  those  worked  out  in  the  De- 
partment of  Dermatology  of  the  Vander- 
bilt Clinic.  The  conclusions  presented 
were  reached  after  many  trials  of  different 
drugs,  dosages,  and  systems  of  treatment, 
extending  over  a period  of  more  than 
twenty  years.  No  responsibility  is  as- 
sumed for  reviewing  methods  in  use  in 
other  treatment  centers,  in  this  country 
or  elsewhere. 

Although  treatment  alone  is  discussed 
here,  it  goes  without  saying  that  a diag- 
nosis of  syphilis  must  be  definitely  es- 
tablished before  a patient  is  permitted 
to  embark  upon  any  course  of  antiluetic 


treatment.  Every  patient,  on  his  first 
visit,  is  given  a thorough  physical  and 
neurologic  examination.  Usually  a car- 
diogram also  is  taken  at  this  time.  In 
every  case  suspected  of  being  early 
syphilis,  the  clinical  diagnosis  must  be 
confirmed  by  a laboratory  diagnosis — 
either  a positive  Wassermann  confirmed 
by  a second  test,  or  the  demonstration  of 
Treponema  pallidum  in  the  secretion 
taken  from  the  initial  lesion,  or  from  a 
skin  papule  or  a gland  puncture. 

Once  the  diagnosis  is  established,  the 
patient  should  be  given  instructions  in 
regard  to  diet,  rest,  exercise,  and  personal 
hygiene.  Patients  with  early  syphilis  in 
particular  should  be  warned  to  take  pre- 
cautions against  infecting  others.  If  the 
patient  is  married,  the  wife  or  husband 
and  any  minor  children  should  be  exam- 
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ined.  In  case  of  extra-marital  exposure, 
an  effort  should  be  made  to  induce  the 
patient  to  send  his  partner  to  a phy- 
sician. 

Every  patient  should  have  explained 
to  him  the  nature  of  his  disease,  the 
necessity  for  regular  treatment  over  a 
considerable  period  of  time,  and  the  im- 
portance of  a follow-up  at  regular  inter- 
vals after  the  completion  of  the  pre- 
scribed treatment.  He  should  not  be 
left  with  the  illusion  that  the  clearing  up 
of  external  lesions  or  the  first  negative 
blood  test  indicates  a cure;  but  he  may  be 
reassured  that  his  chances  of  an  ultimate 
cure  are  at  a maximum  if  he  follows 
faithfully  the  plan  of  treatment  outlined 
for  him  by  his  physician. 

It  is  recommended  that  the  physician, 
having  studied  his  case  and  established 
his  diagnosis,  make  out  in  advance  for  the 
year  a scheme  of  treatment  suited  to  the 
needs  of  his  patient.  If  the  patient  is  a 
young  healthy  adult  with  early  syphilis, 
the  physician  will  do  well  to  follow  one  of 
the  routine  plans  of  treatment  outlined 
in  the  following  pages.  If  the  patient  is  in 
a more  advanced  stage  of  the  disease, 
or  if  allowance  must  be  made  for  age  or 
constitutional  disability,  a plan  is  equally 
important,  but  it  must  be  adjusted  to 
individual  requirements.  In  this  way 
the  physician  will  avoid  the  responsibility 
for  haphazard  and  desultory  treatment, 
which  has  given  evidence  of  being  worse 
than  none  at  all. 

It  is  not  claimed  that  this  is  the  last 
word  in  antiluetic  therapy.  I believe 
that  we  are  still  far  from  having  an  ideal 
treatment  plan,  and  that  continued  study 
and  experiment  will  make  possible  many 
improvements.  The  following  plan  is 
submitted  because  it  represents  the  best 
that  we  have  been  able  to  devise  up  to  the 
present  moment. 

I freely  acknowledge  my  obligation 
to  colleagues  in  this  and  other  institu- 
tions with  which  I am  or  have  been  con- 
nected, particularly  to  members  of  my 
staff  at  the  Vanderbilt  Clinic,  whose  co- 
operation has  made  possible  a more  com- 
prehensive trial  of  drugs  and  methods 
than  would  have  been  otherwise  possible. 


When  and  How  to  Treat: 

General  Instructions 

Beginning  Treatment. — Without  ques- 
tion the  most  gratifying  rewards  are  to 
be  had  when  treatment  is  begun  within 
the  first  year  of  a syphilitic  infection: 
The  patient  can  quickly  be  rendered  non- 
inf  ectious — the  most  important  considera- 
tion from  the  standpoint  of  public 
health;  and  since  most  patients  with 
freshly  acquired  syphilis  are  young  healthy 
adults,  it  is  usually  possible  to  carry 
out  a regular  plan  of  vigorous  and  thor- 
ough treatment,  which  provides  the 
maximum  chance  for  a cure  with  a mini- 
mum of  risk.  This  early  treatment  is 
the  surest  preventive  of  the  disabling 
forms  of  late  syphilis,  involving  the 
cardiovascular  and  nervous  systems. 
When  once  these  vital  structures  have 
been  damaged,  treatment  must  be  largely 
palliative,  and  limited  to  checking  fur- 
ther advances  of  the  parasite.  In  studies 
of  early  syphilis,  our  own  records  have 
shown  that  the  highest  percentage  of 
satisfactory  results  (over  90  per  cent) 
were  secured  among  patients  whose  infec- 
tion was  diagnosed  from  the  primary 
lesion  and  the  presence  of  Treponema 
pallidum,  and  who  began  treatment 
immediately,  before  the  blood  Wasser- 
mann  had  become  positive.  Patients 
with  primary  sores  and  a positive  Wasser- 
mann  but  with  no  secondary  skin  mani- 
festations as  yet,  achieved  the  next  high- 
est percentage  of  satisfactory  results, 
while  patients  whose  treatment  was  not 
begun  until  a secondary  eruption  had 
appeared  showed  the  least  satisfactory 
response  among  the  early  cases. 

Continuous  vs.  Intermittent  Treatment. — 
Comparison  of  results  achieved  both  in 
this  clinic  and  elsewhere,  under  different 
systems  of  treatment,  has  amply  demon- 
strated the  superiority  of  continuous  over 
intermittent  treatment.  The  ideal  is  to 
keep  the  patient  at  all  times  under  the 
influence  of  either  arsphenamine  or  a 
heavy  metal,  and  during  the  initial  attack, 
in  early  syphilis,  it  is  an  additional  ad- 
vantage if  both  arsphenamine  and  the 
heavy  metal  courses  can  be  given  con- 
currently; thereafter  they  may  alternate 
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or  overlap . When  the  patient  is  receiving 
only  the  heavy  metal  he  should  also  be 
given  potassium  iodide  by  mouth.  No 
“rest  periods”  should  be  prescribed  in 
early  syphilis;  if  the  patient  must  miss 
treatment,  as  for  example,  when  traveling, 
he  should  take  mixed  treatment  by  mouth, 
or  mercury  rubs,  or  arrangements  should 
be  made  with  a local  physician  or  clinic 
to  continue  the  treatment  which  has 
already  been  initiated. 

The  Choice  of  Drugs. — Of  all  anti- 
syphilitic remedies  so  far  tried,  the  ars- 
phenamines  are  generally  acknowledged 
by  syphilologists  to  be  the  most  active  of 
those  tolerated  in  therapeutic  doses.  Of 
the  arsphenamine  series,  the  one  which 
has  maintained  its  superiority  so  far 
against  all  newcomers  is  old  arsphena- 
mine, or  simply  “arsphenamine,”  origi- 
nally elaborated  by  Ehrlich  as  “salvarsan” 
or  “606”  (known  also  in  France  and  Eng- 
land as  “arsenobenzol”  or  “arsenobillon”). 
In  our  comparative  studies  of  old,  silver, 
and  neo-arsphenamine,  old  arsphenamine 
was  shown  to  bring  about  the  healing  of 
lesions  and  the  reduction  of  a positive 
Wassermann  to  negative  in  a shorter  time 
and  with  a smaller  amount  of  the  drug 
than  did  either  neo-  or  silver  arsphena- 
mine. There  were  also  fewer  relapses 
and  a higher  percentage  of  satisfactory 
end  results  in  our  series  under  old  ars- 
phenamine than  under  either  of  the  other 
arsphenamines  tried,  and  despite  much 
prejudice  to  the  contrary,  there  were 
fewer  serious  reactions  following  its  use. 

Silver  arsphenamine  (arsenic  19  to  20 
per  cent,  silver  12  to  14  per  cent)  has 
proved  useful  as  a substitute  for  old 
arsphenamine  in  certain  cases  where  the 
latter  is  not  well  tolerated,  or  where  there 
is  a suspicion  of  drug-fastness.  Neo- 
arsphenamine  and  sulpharsphenamine  we 
do  not  recommend;  we  have  found  them 
too  toxic  when  given  in  doses  high  enough 
to  be  therapeutically  active,  and  we  con- 
sider fallacious  the  argument  that  the 
lower  therapeutic  value  of  these  prepara- 
tions can  be  offset  by  giving  larger  doses. 

Concerning  bismuth  and  mercury,  our 
fairly  extensive  comparative  trials  of 
different  preparations  of  the  two  metals 


have  not  disclosed  any  striking  advantage 
of  one  group  over  the  other,  except  the 
lower  incidence  of  immediate  ill  effects 
under  bismuth  (but  bismuth  seemed  to 
contribute  to  more  delayed  reactions  than 
did  mercury).  Both  are  valuable  ad- 
juncts to  arsphenamine,  but  neither 
should  be  expected  to  replace  arsphena- 
mine, except  of  necessity  in  cases  where 
an  arsphenamine  is  definitely  contraindi- 
cated. The  preparations  recommended 
in  this  outline  are  limited  to  those  actually 
tried  out  in  this  clinic  and  found  generally 
satisfactory. 

Dosage. — The  dosage  recommended  in 
the  following  treatment  schedules  is  in- 
tended for  the  patient  of  average  weight 
and  generally  sound  physique,  and  should, 
of  course,  be  modified  when  necessary,  to 
suit  the  individual  case.  It  is  often 
advocated  that  the  dosage  be  based  on 
body  weight  (0.05  Gm.  to  0.1  Gm.  of 
arsphenamine  per  25  pounds).  I do  not 
believe  that  dosage  should  be  determined 
by  arbitrary  standards  of  either  weight 
or  age.  A strong  muscular  active  indi- 
vidual of  145  pounds  with  healthy  excre- 
tory mechanism  will  be  able  to  tolerate 
a higher  dose  than  a 200-pound  subject 
who  is  fat,  flabby  and  inactive,  and  has 
sluggish  excretion.  Likewise  a healthy, 
well-developed  child  of  fourteen  may 
easily  tolerate  more  of  the  drug  than  a 
poorly  nourished,  anemic  adult. 

It  will  be  noted  that  the  total  dosage 
of  the  arsphenamine  course  is  increased 
as  the  injections  are  more  widely  spaced. 
This  increase,  however,  is  subject  to 
rather  narrow  limitations,  because  of  the 
danger  of  exceeding  the  patient’s  toler- 
ance. This  needs  to  be  taken  into  ac- 
count particularly  during  the  first  few 
injections  of  a course.  For  this  reason  I 
consider  that  0.2  Gm.  or  0.25  Gm.  given 
twice  a week  is  better  than  double  the 
amount  given  once  a week.  Even  when 
obliged  to  give  the  treatment  once  a 
week  throughout  the  course,  the  physi- 
cian will  find  it  safer  to  begin  with  the 
smaller  doses  and  increase  them  during 
the  latter  half  of  the  course. 

For  modifications  in  dosage  and  other 
particulars  of  treatment  for  elderly  pa- 
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TOTAL 

for 

1-YEAR 


ARSPHENAMINE 

3 Courses  (30  Injections)  _ ■ _ 

BISMUTH  sr  MERCURY  F I KST 

3 Courses  (45  Injections) 
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BISMUTH  or  MERCURY 
^2  Course  (7  or  8 Injections) 
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ARSPHENAMINE 


d!)RSI 


aasiiaiifci! 


POTASSIUM  IODIDE 


IF  PHYSICAL  EXAMINATION  , BLOOD  WASSERMANN  SPINAL 
FLUID  ARE  NEGATIVE  AT  THE  END  of  THE  FIRST  YEAR  and 
THERE  HAS  BEEN  NO  RECENT  SEROLOGICAL  or  CLINICAL 
RELAPSE  , THE  PATIENT  MAY  STOP  TREATMENT 


No  Treatment  here 
it  fetient  ha>  atten- 
ded regularly  and 
completed  3 courses 
ofARSPHENAMINE 
and  3 of  BI5MUTH 
or  MERCURY 
If  Attendance  has 
been  irregular. 
Treatment  is  con- 
tinued until  at 
least  the  minimum 
total  has  been 
given 


Fig.  1. — Outline  of  treatment  for  early  syphilis 


tients,  those  in  the  later  stages  of  syphilis, 
and  those  with  constitutional  disabilities 
of  various  kinds,  also  for  special  dosages 
for  children  and  pregnant  women,  see 
under  appropriate  topics. 

Treatment  Schedules. — The  plan  for  the 
treatment  of  early  syphilis  forms  the 
backbone  of  any  treatment  system. 
Hence  plans  outlined  here  for  other 
stages  of  the  disease  may  properly  be 
considered  simply  as  modifications  of  this 
basic  outline  for  treatment. 

For  patients  with  primary  or  secondary 
syphilis  one  year  of  regular  and  con- 
tinuous treatment  is  recommended,  as 
follows:  a total  of  three  courses,  of  ten 
injections  each  of  an  arsphenamine,  pref- 
erably old  arsphenamine,  and  three 
courses  of  fifteen  injections  each  of  a 
mercury  or  bismuth  preparation.  Dur- 
ing the  first  month  the  arsphenamine  and 
mercury  or  bismuth  courses  run  concur- 
rently; thereafter  they  alternate  or  over- 
lap, so  that  the  patient  is  continuously 
under  treatment  with  one  or  the  other,  or 
both. 


The  preferred  (“3-2”)  plan  calls  for 
three  arsphenamine  injections  a week  for 
the  first  six  injections,  the  remaining  four 
injections  to  be  given  at  3-,  4-,  5-,  and 
6-day  intervals  to  complete  the  first 
course.  In  the  second  and  subsequent 
courses  the  first  six  injections  should  be 
given  twice  a week  and  the  following 
four,  weekly. 

An  alternate  (“2-1”)  plan  may  be 
substituted  for  patients  who  must  attend 
less  frequently.  This  calls  for  two  ars- 
phenamine injections  a week  for  the  first 
six  injections,  and  the  following  four  at 
weekly  intervals.  In  the  second  and  sub- 
sequent courses,  give  one  injection  per 
week  throughout  the  course.  In  this  plan, 
the  dosage  is  slightly  increased  to  com- 
pensate for  the  wider  spacing  of  injec- 
tions. 

The  Treatment  Chart  reproduced  on 
this  page  represents  a compromise  be- 
tween the  preferred  and  alternate  plans 
for  the  treatment  of  early  syphilis.  In 
clinic  practice  especially,  it  is  often  pos- 
sible to  induce  a patient  to  come  at  fre- 
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Outline  of  Treatment  for  Early  Syphilis — The  Preferred  (“3-2”)  Plan 

First  6 Arsphenamine  Injections  3 Times  a Week  for  the  First  Course 
First  6 Arsphenamine  Injections  2 Times  a Week  for  the  Second  and  Subsequent  Courses 


Old  Arsphenamine 


Mercury 


Bismuth 


Dosage 

Dosage 

Intervals 

Dosage*  for 

Dosage  f for 

for 

for 

between 

Men  and 

Men  and 

Dose 

Men 

Women 

Injections 

Women 

Women 

Dose 

1st 

0.2  Gm. 

0.15  Gm. 

V4  gr.  Hg 

or 

1 

cc.  Bi 

1st 

2nd 

V 0.2  Gm. 

[ 0.15  Gm. 

}■ Wed. 

3rd 

i 0.25  Gm. 

0.2  Gm. 

Fri 

*/4  gr.  Hg 

or 

1 

cc.  Bi 

2nd 

4th 

i 0.3  Gm. 

0.2  Gm. 

5th 

[ 0.35  Gm. 

0.25  Gm. 

Wed 

3 A gr.  Hg 

or 

D/2 

cc.  Bi 

3rd 

6th 

i 0.35  Gm. 

0.25  Gm. 

Fri. 

7th 

0.4  Gm. 

0.3  Gm. 

3A  gr.  Hg 

or 

D/2 

cc.  Bi 

4th 

8th 

0.4  Gm. 

0.3  Gm. 

1 gr.  Hg 

or 

2 

cc.  Bi 

5th 

9th 

0.4  Gm. 

0.3  Gm. 

Wed 

1 gr.  Hg 

or 

2 

cc.  Bi 

6th 

10th 

0.4  Gm. 

0.3  Gm. 

1 gr.  Hg 

or 

2 

cc.  Bi 

7th 

, Total 

3.25  Gm. 

2.40  Gm. 

IV*  gr.  Hg 

or 

2 

cc.  Bi 

8th 

Four  weeks’  interval  be- 

tween 1st  and  2nd  ars- 

Weekly  

IV2  gr.  Hg 

or 

2 

cc.  Bi 

9th 

phenamine  courses 

Dose 

IV*  gr.  Hg 

or 

2 

cc.  Bi 

10th 

1st  ) 

0.2  Gm. ) 

i 0.15  Gm.) 

IV2  gr.  Hg 

or 

2 

cc.  Bi 

11th 

2nd  j 

0.25  Gm.  j 

i 0.2  Gm.  ) 

3rd 

0.3  Gm.  1 

| 0.2  Gm.  ) 

IV2  gr.  Hg 

or 

2 

cc.  Bi 

12th 

4th  j 

0.35  Gm.  j 

1 0.2  Gm.  j 

5th) 

0.4  Gm.  ) 

0.25  Gm.  ) 

IV2  gr.  Hg 

or 

2 

cc.  Bi 

13  th 

6th  j 

0.4  Gm.  j 

0.25  Gm.  I 

7th 

0.4  Gm. 

0.35  Gm.  | 

IV2  gr.  Hg 

or 

2 

cc.  Bi 

14th 

8th 

0.4  Gm. 

0.35  Gm. 

IV2  gr.  Hg 

or 

2 

cc.  Bi 

15th 

9th 

0.4  Gm. 

0.35  Gm. 

Weekly 

10th 

0.4  Gm. 

0.35  Gm. 

Total  Hg  = 

18  grams 

— 

— 

Total  Bi  = 

27  cc. 

= 1,350  mg. 

l Total 

3.50  Gm. 

2.65  Gm.  t 

elemental  bismuth 

Six  weeks’  interval  between  2nd  and  3rd  arsphenamine 
courses. 

Third  arsphenamine  course:  Repeat  dosage  and  inter- 
vals of  2nd  course. 

Arsphenamine  should  total  30  injections  (3  courses  of 
10  injections  each)  in  the  first  year. 

* Dosage  based  on  mercury  salicylate,  f Dosage  based  on  preparations  representing  50  mg.  of  elemental  bismuth 
in  1 cc. 


As  soon  as  2nd  arsphenamine  course  is  completed,  resume 
mercury  or  bismuth  and  give  2 more  courses  of  15 
injections  each  at  weekly  intervals,  dosage  as  above. 

Mercury  or  bismuth  should  total  45  injections  (3  courses 
of  15  injections  each)  in  the  first  year. 


Outline  of  Treatment  for  Early  Syphilis — Alternate  (“2-1”)  Plan 


First  6 Arsphenamine  Injections  Twice  a Week  for  the  First  Course 
All  Arsphenamine  Injections  Once  a Week  for  Second  and  Subsequent  Courses 


Old  Arsphenamine 

Mercury 

Bismuth 

Dosage 

Dosage 

Intervals 

Dosage*  for 

Dosage  f for 

for 

for 

BETWEEN 

Men  and 

Men  and 

Dose 

Men 

Women 

Injections 

Women 

Women 

Dose 

1st) 

0.2  Gm. ) 

1 0.15  Gm.) 

3A  gr.  Hg 

or 

1 cc.  Bi 

1st 

2nd] 

0.25  Gm.  j 

1 0.2  Gm.  ) 

3A  gr.  Hg 

or 

1 cc.  Bi 

2nd 

3rd] 

1 0.3  Gm.  ) 

1 0.2  Gm.  ) 

3 A gr.  Hg 

or 

DA  cc.  Bi 

3rd 

4th  ! 

1 0.35  Gm.] 

[ 0.2  Gm.  ] 

3A  gr.  Hg 

or 

l1/*  cc.  Bi 

4th 

5th) 

0.4  Gm.  ) 

1 0.25  Gm.  ) 

1 gr.  Hg 

or 

2 cc.  Bi 

5th 

6th  ) 

[ 0.4  Gm.  ] 

1 0.25  Gm.  | 

[ Thurs 

1 gr.  Hg 

or 

2 cc.  Bi 

6th 

7th 

0.4  Gm. 

0.35  Gm.  1 

1 gr.  Hg 

or 

2 cc.  Bi 

7th 

8th 

0.4  Gm. 

0.35  Gm. 

1 Weekly 

DA  gr.  Hg 

or 

2 cc.  Bi 

8th 

9th 

0.4  Gm. 

0.35  Gm. 

IV*  gr.  Hg 

or 

2 cc.  Bi 

9th 

10th 

0.4  Gm. 

0.35  Gm. 

1 

IV*  gr.  Hg 

or 

2 cc.  Bi 

10th 

l Total 

3.50  Gm. 

2.65  Gm. 

\ 

IV2  gr.  Hg 

1 

or 

2 cc.  Bi 

11th 

Four  weeks’  interval  be- 

IV2 gr.  Hg 

or 

2 cc.  Bi 

12  th 

tween  1st  and  2nd  ars- 
phenamine courses 

DA  gr.  Hg 

or 

2 cc.  Bi 

13th 

Dose 

14th 

1st 

2nd 

3rd 

0.2  Gm. 
0.25  Gm. 
0.3  Gm. 

0 . 2 Gm. 1 

l1/*  gr.  Hg 
IV2  gr.  Hg 

or 

2 cc.  Bi 

0.25  Gm. 
0.3  Gm. 

or 

2 cc.  Bi 

15th 

4th 

0.35  Gm. 

0.3  Gm. 

Total  Hg-18  grains 

5th 

0.4  Gm. 

0.35  Gm. 

Total  Bi-27  cc.  (1,350  mg.  ele- 

6th 

7th 

0.4  Gm. 
0 . 5 Gm. 

0 35  Gm 

Weekly 

mental  bismuth) 

0.4  Gm. 

8th 

0.5  Gm. 

0.4  Gm. 

9th 

0.5  Gm. 

0.4  Gm. 

10th 

0.5  Gm. 

0.4  Gm.  1 

Total 

3.90  Gm. 

3.35  Gm. 

Four  to  six  weeks’  interval  between  2nd  and  3rd  ars- 
phenamine courses. 

Third  arsphenamine  course:  Repeat  dosage  and  intervals 
of  2nd  course. 

Arsphenamine  should  total  30  injections  (3  courses  of 
10  injections  each)  in  the  first  year. 


As  soon  as  second  arsphenamine  course  is  completed, 
resume  mercury  or  bismuth  and  give  two  more  courses 
of  15  injections  each,  at  weekly  intervals,  dosage  as 
above. 

Mercury  or  bismuth  should  total  45  injections  (3  courses 
of  15  injections  each)  in  the  first  year. 


* Dosage  based  on  mercury  salicylate. 

t Dosage  based  on  preparations  containing  50  mg.  of  elemental  bismuth  in  1 cc. 
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quent  intervals  during  the  first  course, 
but  difficult  or  impossible  to  keep  him 
coming  oftener  than  once  a week  during 
subsequent  courses.  The  interval  be- 
tween the  first  and  second  courses  of 
arsphenamine  should  be  four  weeks, 
between  subsequent  courses,  six  weeks. 

The  first  course  of  fifteen  injections  of 
mercury  or  bismuth  is  given  at  four-  or 
five-day  intervals  for  the  first  six  injec- 
tions and  weekly  for  the  following  injec- 
tions of  the  course.  Both  intravenous 
and  intramuscular  injections  may  be 
given  at  the  same  visit  for  the  conven- 
ience of  the  patient,  except  that  during 
the  first  two  weeks  the  patient  receives 
four  to  six  injections  of  arsphenamine 
and  only  three  or  four  of  mercury  or 
bismuth.  Between  arsphenamine  courses 
and  while  the  patient  is  receiving  only  the 
heavy  metal,  he  is  also  given  potassium 
iodide  by  mouth.  A urinalysis  should  be 
done  every  one  or  two  weeks,  and  a com- 
plete blood  count  as  well  as  a bile  index 
should  be  taken  once  a month.  For 
deviations  from  normal,  see  “Prevention 
of  Reactions  to  Arsphenamine,”  and 
“Complications  Due  to  Bismuth  and 
Mercury.”*  A test  of  the  spinal  fluid 
should  be  performed  at  the  end  of  the 
first  year,  and  preferably  also  at  the  end 
of  the  first  course  of  treatment. 


Outline  of  Treatment  for 
Syphilis  in  Pregnant  Women 

When  a pregnant  woman  is  found  to 
have  syphilis,  treatment  must  be  directed 
primarily  toward  securing  a healthy  in- 
fant. The  possibility  of  delivering  a 
healthy  infant  is  in  direct  proportion  to 
the  promptness  with  which  antiluetic 
treatment  is  instituted,  and  the  thorough- 
ness with  which  it  is  carried  out.  If  in- 
fection has  taken  place  at  or  around  the 
time  of  conception,  and  treatment  is  be- 
gun within  the  first  month  and  continued 
throughout  the  pregnancy,  the  chances  of 
securing  a healthy  full-term  infant  are 
practically  as  good  as  for  the  nonsyphi- 
litic woman.  If  treatment  is  delayed  until 
after  the  fifth  month,  the  chances  for  a 
healthy  infant  are  slight. 

For  the  pregnant  woman  with  early 
syphilis,  the  best  plan  is  to  follow  through 
the  routine  treatment  for  early  syphilis, 
making  whatever  modification  may  be 
necessary  to  give  the  last  arsphenamine 
course — or  as  much  of  it  as  possible — just 
preceding  delivery. 

For  the  pregnant  woman  with  tertiary 
or  latent  syphilis,  follow  the  special  plan 
outlined  here,  arranging,  if  possible,  to  give 
an  arsphenamine  course  just  preceding 
delivery.  The  pregnant  syphilitic  woman 
who  is  under  such  serious  constitutional 


Outline  of  Treatment  for  Tertiary  and  Latent  Syphilis 


Old  Arsphenamine  Mercury  Bismuth 


Dosage 

Dosage 

Intervals 

Dosage*  for 

Dosage  f for 

for 

for 

BETWEEN 

Men  and 

Men  and 

Men 

Women 

Injections 

Women 

Women 

Dose 

All  injections  at  weekly 

V4  gr.  Hg 

or 

1 

cc.  Bi 

1st 

intervals 

3/4  gr.  Hg 

or 

1 

cc.  Bi 

2nd 

3/4  gr.  Hg 

or 

D/2  cc.  Bi 

3rd 

Iodides  10-30  drops  t.i.d. 

3/4  gr.  Hg 

or 

D/2  cc.  Bi 

4th 

while  patient  is  on  mer- 

1  gr.  Hg 

or 

2 

cc.  Bi 

5th 

cury  or  bismuth  alone 

1 gr.  Hg 

or 

2 

cc.  Bi 

6th 

1 gr.  Hg 

or 

2 

cc.  Bi 

7th 

Dose 

DA  gr.  Hg 

or 

2 

cc.  Bi 

8th 

1st 

0 . 2 Gm. 

0.15  Gm.. 

.D/2  gr.  Hg 

or 

2 

cc.  Bi 

9th 

2nd 

0 . 2 Gm. 

0.15  Gm.. 

. IV2  gr.  Hg 

or 

2 

cc.  Bi 

10th 

3rd 

0.25  Gm. 

0.2  Gm.. 

. IV2  gr.  Hg 

or 

2 

cc.  Bi 

11th 

4th 

0.25  Gm. 

0 . 2 Gm. . 

. IV2  gr.  Hg 

or 

2 

cc.  Bl 

12th 

5th 

0.3  Gm. 

0.25  Gm.. 

. IV2  gr.  Hg 

or 

2 

cc.  Bi 

13th 

6th 

0.3  Gm. 

0.25  Gm.. 

. IV2  gr.  Hg 

or 

2 

cc.  Bi 

14th 

7th 

0.35  Gm. 

0.3  Gm.. 

. I1/*  gr.  Hg 

or 

2 

cc.  Bi 

15th 

8th 

0.35  Gm. 

0.3  Gm. 

9th 

0.35  Gm. 

0.3  Gm. 

10th 

0.35  Gm. 

0.3  Gm. 

As  soon  as  arsphenamine  course  is  completed,  resume  mercury  or  bismuth,  with  iodides,  and  continue  alternating 
courses  of  arsphenamine  with  mercury  or  bismuth  for  at  least  one  year,  with  dosage  and  intervals  as  indicated 
above. 

All  tertiary  cases  should  have,  at  the  first  visit,  in  addition  to  complete  physical  and  neurological  examination,  tests 
of  both  blood  and  spinal  fluid.  No  arsphenamine  should  be  given  to  persons  over  50  years  of  age  unless  stage  of 
disease  requires  it  and  general  physical  condition  permits  it. 

* Dosage  based  on  mercury  salicylate. 

t Dosage  based  on  preparations  representing  50  mg.  of  elemental  bismuth  in  1 cc. 


To  be  published,  in  the  next  issue. 
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disability — either  from  syphilis  or  some 
other  cause — that  she  cannot  tolerate 
antiluetic  treatment  adequate  to  insure 
a healthy  infant,  should  have  her  preg- 
nancy interrupted. 

For  women  who  have  been  thoroughly 
and  adequately  treated  for  syphilis  prior 
to  the  pregnancy  in  question,  whose 
Wassermann  has  remained  consistently 
negative,  and  who  for  practical  purposes 
are  considered  cured,  I can  see  nothing 
to  be  gained  by  treatment  throughout 
pregnancy.  The  Wassermann  should  be 
taken  frequently  (once  a month  is  ad- 
visable) and  at  any  appearance  of  a posi- 
tive serology,  or  if  there  is  for  any  other 
reason  a doubt  about  the  patient’s  “cure,” 
it  is  better  to  play  safe  by  treating  as  in 
known  cases  of  syphilis.  The  husband,  if 
infected,  should,  of  course,  have  received 
thorough  treatment,  and  be  clinically  and 
serologically  negative. 

Resumption  of  T reatment  after  Delivery. 
— Treatment  as  outlined  may  be  resumed 
within  two  or  three  weeks  after  delivery. 
It  is  of  special  advantage  to  the  infant  for 
nursing  mothers  to  receive  treatment,  as 
arsenic  has  been  shown  to  appear  in  the 
milk  of  mothers  receiving  arsphenamine 
treatment.  Treatment  should  be  con- 
tinued until  at  least  the  minimum  re- 
quired amount  has  been  given,  or  for  at 
least  six  months  after  the  blood  Wasser- 
mann has  become  negative. 

For  early  syphilis  in  pregnant  women 
use  the  same  treatment  as  for  nonpreg- 
nant women.  For  tertiary  and  latent 
syphilis  treat  as  shown  at  bottom  of  page. 

Special  Precautions. — Before  each  in- 
jection, take  blood  pressure  and  test 


urine  for  albumen.  If  blood  pressure  is 
above  150,  or  if  urine  shows  heavy  trace 
of  albumen,  withhold  injection,  have 
complete  urinalysis  and  blood  chemistry 
done,  and  direct  patient  to  obstetrician. 
A gradually  increasing  blood  pressure, 
even  though  still  below  150,  should  be 
regarded  with  suspicion,  and  the  patient 
should  be  closely  questioned  for  signs  of 
excessive  nervousness  and  reactions  of  all 
kinds,  in  order  to  prevent  eclampsia. 

Treatment  for  Children  of  Syphilitic 
Mothers. — See  “Treatment  of  Congenital 
Syphilis.” 

Outline  of  Treatment  for 
Congenital  Syphilis 

Children  of  syphilitic  mothers  are  not 
treated  unless  the  child  has  two  or  more 
positive  Wassermanns,  or  a Wassermann 
supported  by  one  or  more  precipitation 
tests,  or  unless  the  child  has  clinical  mani- 
festations of  syphilis.  Tests  are  made 
from  the  cord  blood  of  the  infant  at  birth, 
from  the  infant’s  blood  at  six  weeks, 
three  months,  six  months,  and  annually 
up  to  three  or  four  years.  Ideally,  it 
would  be  better  to  repeat  the  test  annu- 
ally until  the  age  of  puberty.  Late 
manifestations  will  nearly  always  have 
made  their  appearance  by  this  time.  If  a 
positive  serology  is  found  at  any  time, 
and  is  confirmed  by  a second  test,  treat- 
ment is  begun  immediately. 

Choice  of  Drugs  and  Methods. — Syphilis 
in  infants  and  children  is  treated  in  the 
main  like  syphilis  in  adults,  except  for  the 
modifications  in  dosage  and  technic  ex- 
plained hereinafter. 

Arsphenamine  is  the  drug  of  choice,  to 


Outline  of  Treatment  for  Tertiary  and  Latent  Syphilis  in  Pregnant  Women 


Old  Arsphenamine 


Dose 

Dosage 

1st 

0.15  Gm. 

2nd 

0.15  Gm. 

3rd 

0.2  Gm. 

4th 

0.2  Gm. 

5th 

0.25  Gm. 

6th 

0.25  Gm. 

7th 

0.3  Gm. 

8th 

0.3  Gm. 

Four  weeks’  interval  between  1st  and 
2nd  arsphenamine  courses 


Intervals  between 
Injections 

Weekly 

Twice  a week 
Twice  a week 
Weekly 


Mercury 

Dosage 


or 

or 

or 

or 

or 

or 


Bismuth 

Dosage 


Dose 

1 

cc. 

Bi 

lst| 

1 

cc. 

Bi 

2nd 

1 

cc. 

Bi 

3rd 

1 

cc. 

Bi 

4th 

2 

cc. 

Bi 

5th 

2 

cc. 

Bi 

6th 

f Vs  gr.  Hg 
1 i/s  gr-  Hg 
j V*  gr.  Hg 
( 1/2  gr.  Hg 
1 to  1V2  gr.  Hg 
1 to  IV2  gr.  Hg 


Begin  second  arsphenamine  course  here  and  continue  alternating  arsphenamine  courses  with  bismuth  or  mercury 
courses  until  delivery,  dosage  and  intervals  as  indicated  (above.  If  possible,  arrange  to  give  last  arsphenamine 
course  just  before  delivery. 
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DOSAGE  SCHEDULE  FOR  INFANTS  AND  CHILDREN 

Birth  to 

6 Months  to 

1 Year  to 

6 to  14 

Dose 

6 Months 

1 Year 

6 Years 

Years 

Old 

1st 

0.075  Gm. 

0.1  Gm. 

0.1  Gm. 

0.15  Gm. 

Arsphenamine 

2nd 

0.075  Gm. 

0.1  Gm. 

0.1  Gm. 

0.15  Gm. 

3rd 

0.075  Gm. 

0.1  Gm. 

0.1  Gm. 

0.15  Gm. 

4th 

0.1  Gm. 

0.15  Gm. 

0.15  Gm. 

0.2  Gm. 

5th 

0.1  Gm. 

0.15  Gm. 

0.15  Gm. 

0 . 2 Gm. 

6th 

0.1  Gm. 

0.15  Gm. 

0.15  Gm. 

0.2  Gm. 

7th 

0.1  Gm. 

0.15  Gm. 

0.2  Gm. 

0.25  Gm. 

8th 

0 . 1 Gm. 

0.15  Gm. 

0.2  Gm. 

0.25  Gm. 

9th 

0.1  Gm. 

0.15  Gm. 

0.2  Gm. 

0.25  Gm. 

10th 

0.1  Gm. 

0.15  Gm. 

0.2  Gm. 

0.25  Gm. 

Mercury 

Begin  with  Vio 

Begin  with  1/i 

Begin  with  V* 

grain 

and  increase 

grain  and  in- 

grain and  in- 

gradually to  1 

grain* 

crease  gradually 

crease  gradually 

to  V*  grain* 

to  */*  grain* 

Bismuth 

Begin  with  cc. 

Begin  with  x/^  cc. 

Begin  with  1 cc.  : 

and  increase  gradually 

and  increase 

and  increase 

to  IV2  cc.f 

gradually  to  1 

gradually  to  1 

cc.f 

cc.f 

* Dosage  based 

on  mercury  salicylate. 

t Dosage  based  on  preparations  representing  50  mg.  of  elemental  bismuth  in  1 cc. 


be  supplemented  by  the  heavy  metals  as 
in  the  treatment  of  adults.  Where  arm 
veins  are  difficult  to  enter,  one  may  use 
ankle  veins  or  jugular  or  scalp  veins.  In 
the  latter  case,  place  rubber  band  or  tourni- 
quet around  base  of  skull  to  make  veins 
stand  out.  If  the  operator  is  not  suffi- 
ciently skilled  in  giving  arsphenamine 
intravenously  to  infants,  it  is  permissible 
to  give  it  intramuscularly  in  concentra- 
tions of  1 to  2 cc.  per  decigram,  following 
the  usual  dosage  for  infants,  and  observ- 
ing the  technic  outlined  for  the  adminis- 
tration of  the  heavy  metals.  It  should 
be  stressed  that  freedom  from  reactions  to 
intramuscular  injections  of  arsphenamine 
will  be  in  direct  proportion  to  the  thor- 
oughness with  which  the  parts  are  mas- 
saged after  the  injection. 

Bismarsen  (bismuth  arsphenamine  sul- 
phonate,  bismuth  sulpharsphenamine) . 
If  an  infant  proves  intolerant  to  arsphen- 
amine, one  may  give  bismarsen  intra- 
muscularly (never  intravenously).  This 
preparation  probably  stands  somewhere 
between  arsphenamine  and  the  heavy 
metals  in  therapeutic  efficacy.  We  have 
never  found  it  necessary  to  use  this  or 
other  arsphenamine  substitutes  for  infants 
in  this  clinic. 

Neoarsphenamine  we  have  found  to 


have  low  therapeutic  efficacy  coupled 
with  high  toxicity,  and  when  given  intra- 
muscularly causes  just  as  much  local  dis- 
comfort as  arsphenamine. 

Sulpharsphenamine  (except  in  the  form 
of  bismarsen)  we  do  not  advocate,  be- 
lieving it  to  be  less  effective  than  the  other 
arsphenamines  and  far  more  toxic. 

Bismuth  and  mercury  should  be  given 
as  usual  to  supplement  arsphenamine 
courses,  with  modifications  of  dosage  ac- 
cording to  the  following  schedules.  In 
poorly  developed  and  undernourished  in- 
fants or  those  in  a lowered  state  of  vitality 
at  birth,  it  is  advisable  to  give  injections 
of  a heavy  metal  only,  or  even  mercury 
inunctions  alone,  until  the  child  becomes 
stronger. 

Fever  Therapy. — Since  in  congenital 
syphilis,  especially  in  the  late  forms,  it  is 
difficult  and  frequently  impossible  to  ob- 
tain a negative  Wassermann,  it  may  be 
advisable  to  give  fever  treatment,  either 
malaria,  fever-box,  or  typhoid  vaccine, 
in  cases  which  have  failed  to  respond  to 
the  usual  treatment  continued  over  two 
years  or  more,  and  also  in  cases  of  inter- 
stitial keratitis  after  the  acute  stage  has 
passed. 

[To  be  continued  in  the  next  issue.} 


A novel  plea  was  made  by  a California  chiro- 
practor arrested  for  speeding.  He  urged  that 
instead  of  being  fined  for  going  one  mile  at  60, 
his  miles  should  be  averaged,  and  the  result 


would  be  found  well  within  the  law.  When  this 
was  refused,  he  offered  to  pay  his  fine  in  treat- 
ments for  the  judge.  This  was  also  firmly  de- 
clined. 


Society  Activities 


Changes  in  Group  Plan  Rates  and  Coverage  for  Malpractice  Insurance 


Important  and  valuable  modifications 
in  both  the  rates  and  coverage  of  the 
State  Society’s  Group  Plan  of  mal- 
practice defense  and  indemnity  have  been 
reported  by  the  Insurance  Committee  and 
accepted  by  the  Council  at  its  November 
meeting.  These  changes  were  fore- 
shadowed three  years  ago  when  the 
master  policy  was  transferred  to  the  York- 
shire Indemnity  Company  of  New  York. 
At  that  time  the  carrier  had  demanded  an 
increase  in  rates  which  the  Society  was 
unwilling  to  approve,  believing  that  it 
was  not  justified  by  the  experience  under 
the  terms  of  the  carrying  agreement  exist- 
ing between  the  Society  and  the  com- 
pany. In  addition  to  avoiding  what  the 
Society  believed  to  be  an  unwarranted 
rate  increase,  it  was  desired  to  redraft 
the  coverage  so  as  to  provide  members 
with  protection  on  account  of  the  acts 
of  temporary  substitutes  which  prior 
thereto  had  never  been  available.  Also, 
it  was  felt  necessary  to  revise  the  cost 
accounting  system  so  as  to  furnish  a more 
accurate  and  satisfactory  method  of  de- 
termining cost  and  computing  rates  in  the 
future. 

The  transfer  was  approved  by  the 
House  of  Delegates  and  put  into  effect 
January  1,  1936.  Now  after  three  years 
of  operation  under  the  new  arrangement, 
the  Society  is  able  to  announce  a reduc- 
tion on  all  rates  and  a broader  form  of 
coverage.  Since,  during  these  three  years, 
there  has  been  no  diminution  in  the 
number  or  cost  of  suits  and  claims  charge- 
able to  the  Group  Plan,  the  wisdom  of  the 
transfer  is  fully  demonstrated. 

The  changes  will  apply  to  all  new 
certificates  and  to  renewals  dated  on  and 
after  January  1,  1939.  They  represent 
concrete  benefits  for  all  members  and  are 
as  follows : 

1.  The  base  rate  has  been  reduced  to 
$28.00. 


2.  A sliding  scale  of  reduction  has 

been  made  in  rates  for  all  limits 
of  insurance  in  excess  of  the 
minimum. 

3.  The  surcharge  for  x-ray  therapy 

has  been  reduced  from  $40.00  to 
$30.00,  making  a minimum  rate 
to  include  that  specialty  $58.00 
instead  of  $70.00  as  heretofore. 

4.  Members  desiring  protection  on  ac- 

count of  x-ray  therapy  only 
may  now  have  their  certificates 
so  endorsed  and  issued  at  the 
surcharge  rate  only. 

5.  Protection  on  account  of  temporary 

substitutes,  permanent  assistants, 
and  licensed  or  specially  quali- 
fied technicians  has  been  in- 
cluded in  the  base  policy  with- 
out additional  charge,  provided 
that  medical  substitutes  and 
assistants  are  members  of  the 
State  Medical  Society  and  in- 
dividually insured  under  its  mas- 
ter policy. 

6.  Limit  No.  1 in  the  amount  of 

insurance  has  been  changed  to 
apply  to  any  one  suit  or  claim 
regardless  of  the  number  grow- 
ing out  of  any  one  cause  or  ac- 
tion. This  is  a return  to  the 
former  provision  of  the  policy 
contract. 

7.  The  exclusions  on  account  of  un- 

lawful acts  have  been  combined 
in  one  paragraph  and  the  word- 
ing changed  so  as  to  indicate 
clearly  that  they  apply  only 
when  it  has  been  established 
that  an  unlawful  act  has  been 
committed  and  not  to  a mere 
allegation  of  such  an  act.  This 
has  always  been  the  intent  and 
it  has  always  been  so  construed, 
therefore,  this  change  is  only  a 
clarification  of  phraseology. 
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8.  The  exclusion  on  account  of  the 

use  of  x-ray  therapy  has  been 
extended  to  include  the  detailed 
prescription  of  x-ray  therapy 
dosage  for  some  other  person  to 
carry  out. 

9.  Heretofore,  the  policy,  as  it  applies 

to  any  one  Assured,  has  been 
noncancellable  except  for  non- 
payment of  premium  or  failure 
of  an  Assured  to  maintain  in 
good  standing  his  membership 
in  the  State  Society.  In  addi- 
tion, there  has  been  added  a 
provision  that  a certificate  may 
be  cancelled  at  any  time  at  the 
request  of  the  Assured  upon  the 
customary  short  rate  basis. 

The  importance  of  these  changes  is 
far  reaching  and  promises  well  for  the 
future.  The  rate  reductions  alone  will 
save  nearly  $40,000  a year  in  the  bill 
which  members  pay  for  malpractice  in- 
demnity and  defense.  It  may  be  more 
important,  however,  to  stress  the  point 
that  members  will  now  be  able  to  increase 
the  amount  of  their  protection  under  a 
broader  form  of  coverage  without  increase 
in  cost.  This  view  will  not  escape  the 
consideration  of  prudent  members  who 
have  watched  with  apprehension  the 
growing  size  of  suits  and  the  tendency 
of  all  juries  to  return  higher  verdicts. 

It  is  sometimes  asked  why  the  Society 
has  a Group  Plan  of  indemnity  and  de- 
fense and  why  members  are  not  en- 
couraged to  buy  their  protection  as  in- 
dividuals from  any  company  willing  to 
insure  them.  The  older  members  know 
the  answer  to  that,  of  course.  But  next 
May  the  Group  Plan  will  be  eighteen 
years  old  and  during  those  years  a whole 
generation  of  men  and  women  have  grown 
up  and  come  into  the  practice  of  medicine, 
having  no  knowledge  whatever  of  the 
chaotic  conditions  immediately  follow- 
ing the  war  which  finally  impelled  the 
State  Society  to  take  command  of  the 
situation  in  this  state.  So,  for  the  bene- 
fit of  the  younger  members  coming  into 
the  Society,  this  question  should  be 
answered  clearly  at  least  once  every  year. 


Briefly  stated,  the  system  of  individual 
buying  of  malpractice  protection  from 
freely  competing  insurance  companies 
and  having  to  deal  individually  with  those 
companies,  proved  a complete  failure  in 
New  York  State  after  a long  and  un- 
trammeled test.  It  failed  to  provide 
doctors  with  competent  and  satisfactory 
legal  defense.  It  failed  to  maintain  the 
cost  of  indemnity  and  defense  within  the 
reach  of  the  average  member.  It  failed 
to  provide  a united  and  effective  check 
to  the  constantly  increasing  threat  of 
malpractice  claims.  And  it  denied  or- 
ganized medicine  an  opportunity  to  exert 
its  influence  upon  the  trend  of  events  or 
to  intervene  with  the  companies  when 
necessary  to  protect  the  interest  of  its 
members. 

Medical  men  had  learned  from  bitter 
experience  that,  in  a malpractice  action, 
expert  legal  defense  for  the  protection  of 
their  professional  standing  and  reputa- 
tion in  their  communities  is  usually  far 
more  important  than  the  amount  of 
money  at  stake.  While  the  insurance 
companies  had  the  facilities  for  supplying 
indemnity  none  of  them  had  attorneys 
with  sufficient  medicolegal  experience  or 
possessing  enough  knowledge  of  medicine 
or  its  practice  to  furnish  expert  and  com- 
petent defense.  On  the  other  hand,  the 
State  Society  has  developed  the  most 
expert  and  successful  legal  defense  to  be 
found  any  place  in  the  country,  but  had 
no  facilities  for  supplying  indemnity. 
Obviously  some  plan  for  bringing  these 
two  services  together  in  one  undertaking 
was  the  logical  solution. 

The  Society  took  the  initiative  and 
worked  out  all  of  the  details  of  such  a 
combination  to  be  operated  under  the 
supervision  and  control  of  the  Society. 
It  became  known  as  the  Society’s  Group 
Plan  of  Malpractice  Indemnity  and  De- 
fense and  was  put  into  operation  on  May 
10,  1921.  It  was  a unique,  astute, 

and  timely  action  which  immediately 
cured  the  intolerable  conditions  which 
existed  at  that  time  and  has  prevented  a 
return  of  them. 

During  the  years  which  have  intervened 
since  its  organization,  it  has  supplied, 
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through  the  legal  counsel  of  the  Society 
the  most  competent  and  able  legal  defense 
available  in  the  country.  It  has  pre- 
vented high  rates,  and  saved  members  a 
total  of  over  a million  and  a half  in  premi- 
ums for  minimum  policies  alone.  It  has 
provided  a united  front  to  combat  unjust 
malpractice  suits  or  claims  and  is  effectu- 
ally educating  the  suing  public  and  its 
attorneys  to  the  understanding  that  they 
must  have  sound  and  honest  claims  before 
they  can  hope  to  translate  them  into 
money  damages  through  the  courts.  In 
fact,  without  this  united  front  no  com- 
pany would  or  could  afford  to  insure  the 
members  of  the  State  Society.  Last  but 
not  least,  it  has  helped  to  support  and 
has  made  possible  the  continuance  of 


free  malpractice  defense  of  uninsured 
members.  Certainly  no  activity  of  the 
Society  is  more  worthy  of  the  active  sup- 
port of  every  member. 

In  publishing  to  the  Society  the  new 
rates  and  coverage  which  will  be  avail- 
able beginning  January  1,  a word  of  ap- 
preciation should  be  said  on  behalf  of 
the  Yorkshire  Indemnity  officials  whose 
co-operation  and  assistance  have  made 
the  changes  possible. 

Council  Committee  on  Malpractice  De- 
fense and  Insurance: 

Clarence  G.  Bandler,  M.D.,  Chairman 
Arthur  S.  Driscoll,  M.D. 

George  W.  Kosmak,  M.D. 


THE  ANSWER  TO  THE  DOCTOR’S 
PRAYER 

Unfortunately,  too  many  addresses  at  medical 
meetings  are  of  little  practical  value  to  the 
physician  in  his  daily  practice,  thinks  the  Ohio 
State  Medical  Journal. 

A physician  who  takes  time  off  from  his  prac- 
tice or  gives  up  an  evening  at  home  to  attend  a 
medical  meeting  does  not  want  to  hear  an  ultra- 
scientific  paper,  hurriedly  read.  He  wants  a 
well-prepared  practical  talk,  delivered  informally 
and  interestingly  and  comprised  of  understand- 
able term.  In  other  words  he  wants  to  hear  some- 
thing which  will  stay  with  him  and  give  him 
suggestions  he  can  use  in  his  daily  practice.  He 
wants  authoritative,  up-to-date  information, 
based  on  the  speaker’s  experience,  which  will 
make  his  diagnosis  more  accurate  and  his  treat- 
ment more  effective.  Of  course,  there  is  a place 
for  the  highly  technical  treatise  on  recent  ex- 
periments and  unusual  cases,  but  that  place  is 
in  the  literature  where  it  can  be  read  and  digested 
during  leisure  moments. 

The  speaker  who  “hits  ’em  between  the  eyes” 
with  something  practical,  stripped  of  a top-coat 
of  big  and  unnecessary  words  and  phrases,  is 
the  chap  who  answers  the*  average  doctor’s 
prayer. 


Patient:  “I  have  an  awful  rumbling  in  my 

stomach,  Doctor.” 

Doctor:  “Hmm!  Probably  that  truck  you  ate 
last  night.” 

— Wichita  Med.  Bulletin 


PENALTIES  OF  FEMINIST  MUTINY 
In  Australia  thirty-one  per  cent  of  all  first 
births  are  the  result  of  extramarital  conception. 
Also,  during  the  last  twenty  years,  says  a report 
in  the  Journal  of  the  A.M.A.,  the  percentage  of 
deaths  from  illegal  operations  has  been  multiplied 
by  four;  it  now  represents  twenty  per  cent  of 
total  maternal  deaths.  These  facts  point  to  a 
loosening  of  moral  standards,  with  consequent 
increase  in  intemperate  contraception  and  crimi- 
nal abortion  for  the  failure  of  contraception. 
Intemperate  contraception  and  criminal  abortion 
have  destroyed  and  are  destroying  the  health  of 
thousands  of  women.  In  the  opinion  of  Dr.  Mc- 
Lelland  man  is  the  defaulter.  He  considers  that 
the  feminist  movement  was  a frank  mutiny  con- 
ditioned by  man’s  failure  in  the  primary  duty  of 
sustenance  and  protection  of  woman.  The  in- 
creasing extent  to  which  women  are  employed  in 
industry  and  commerce,  the  increasingly  high 
wages  paid  to  women  and  their  insistent  demands 
for  independence,  and  the  consequent  unwilling- 
ness of  young  women  in  employment  to  enter 
matrimony  are  important  factors  in  the  increase 
of  abortion.  Added  to  these  is  the  changed 
attitude  of  men  toward  women. 


A doctor  received  this  note: 

“Please  call  and  see  my  husband.  It’s  his 
head.  He’s  had  it'off  and  on  all  yesterday,  and 
today  he’s  sitting  with  it  in  his  hands  between 
his  knees.” 

— Montreal  Star 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Questions  and  answers  appear  to 
be  the  order  of  the  day.  Individu- 
als, the  press,  the  radio,  and  the  mail, 
each  contributes  its  share. 

Why  are  you  an  Auxiliary  member? 
How  does  the  Auxiliary  function  ? 

What  are  the  purposes  of  the  Aux- 
iliary? 

What  are  the  Auxiliary’s  policies,  plans, 
and  activities? 

What  is  necessary  for  the  Auxiliary’s 
progress  and  growth? 

These  are  but  a few  of  the  questions  to 
which  we  endeavor  to  reply. 

While  ever  vigilant  of  the  trend  of 
affairs,  traditions  and  ancient  philoso- 
phies still  guide  and  inspire  us.  “Know 
thyself,’’  a slogan  of  the  early  Greeks, 
continues  to  be  as  applicable  now  as  then. 
It  might  well  be  adopted  as  our  own,  so 
completely  does  it  serve.  More  than  the 
study  of  self,  such  introspection  would 
disclose  our  power  and  our  abilities. 

The  appreciation  of  which  appears  as 
the  initial  step  toward  the  achievement 
of  the  Auxiliary’s  aims  and  purposes. 
Comprehending  these  qualities,  confu- 
sion in  the  minds  of  many  would  disap- 
pear, along  with  their  apparent  lethargy. 
There  being  no  further  inquiries  about 
the  functions  of  the  Auxiliary,  every 
doctor’s  wife  would  welcome  the  oppor- 
tunity of  taking  part  in  a program  of 
health  education.  Extending  the  aims 
of  the  medical  profession  to  all  other  or- 
ganizations interested  in  health  education 
is  a big  endeavor  and  necessarily  must 
be  carried  on  only  under  advisement. 

The  activities  of  the  Auxiliary  encom- 
pass every  phase  of  woman’s  organization 
work  and  are  therefore  of  interest  to  all. 
Health  education,  legislation,  public  re- 
lations, philanthropic,  and  social,  each 
has  a part  and  in  turn  holds  the  atten- 
tion. 


While  we  are  the  natural  allies  of  the 
medical  profession,  to  be  worthy  repre- 
sentatives, self-education  must  play  a 
major  r61e. 

As  we  are  active  in  our  various  com- 
munity organizations,  we  can  serve  best 
by  guiding  and  directing  the  health  pro- 
grams of  these  groups.  It  is  here  that 
the  Speakers’  Bureau  of  the  Medical 
Society  assists.  Public  Health  Institutes 
and  health  programs  given  by  the  Aux- 
iliary have  proved  of  interest  to  the  lay- 
men. Active  participation  in  many 
health  matters  such  as  maternal  welfare, 
cancer  control,  and  the  fight  to  control 
tuberculosis  have  kept  the  Auxiliary  oc- 
cupied. 

The  promotion  of  Hygeia  is  urged,  since 
it  is  an  official  and  authentic  health  pub- 
lication, readily  understood  by  all.  It  is 
apparent  that  it  is  the  most  valuable 
weapon  with  which  to  combat  cultist 
propaganda.  These  are  mentioned  as 
but  a few  of  the  Auxiliary’s  health  inter- 
ests. 

Studying  the  legislative  program  of  the 
Medical  Society  has  kept  the  Auxiliary 
abreast  of  all  legislation  affecting  the 
public  health  and  medical  profession. 
While  always  alert,  no  action  is  ever 
taken,  unless  it  is  requested.  Legisla- 
tion is  a common  denomination  of  all 
interests  and  occupies  a prominent  part 
of  our  concern. 

Each  community  supplies  its  own  phil- 
anthropic needs  and  problems,  along  with 
those  of  larger  appeal.  With  the  serious- 
ness of  our  objectives,  the  social  side  is 
never  neglected.  The  gains  of  friend- 
liness and  good-fellowship  are  most  in- 
valuable aids. 

The  universal  plea  for  understanding 
interest  and  co-operation  is  also  the 
Auxiliary’s.  These  are  vital  factors, 
necessary  to  progress  and  growth.  A 
large  membership,  for  its  numerical 
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value  alone,  holds  no  interest,  save  as  a 
necessary  medium  to  successful  achieve- 
ment. 

There  is  no  wish  to  break  with  tradi- 
tion, but  rather  do  we  strive  to  uphold  it. 
It  is  evident  that  the  economics  of  yester- 
day is  not  today’s,  nor  will  it  hold  for 
tomorrow.  What  then  is  more  natural 
than  the  desire  to  help  preserve  our  hearth 
and  economic  future? 

It  is  to  the  County  Auxiliary  to  whom 
we  must  look  for  the  visual  means  where- 
by the  steady  growth  of  the  whole  may  be 
maintained. 

As  we  carry  on  with  our  unselfish  en- 
deavors, remember  always,  we  are  but 
an  Auxiliary. 

County  News 

Albany:  A meeting  of  the  Woman’s 

Auxiliary  was  held  on  Tuesday,  Nov. 
30,  in  the  auditorium  of  the  Albany 
Hospital.  The  meeting  was  well  at- 
tended and  the  members  enjoyed  listen- 
ing to  Mrs.  Lou  Void,  Field  Represen- 
tative of  the  American  Red  Cross  of 
Washington,  D.  C.,  who  spoke  on  “The 
Red  Cross  in  Action.” 

Onondaga:  Mrs.  Winthrop  Pennock 

was  elected  president  and  Mrs.  Horace 


Whitley  first  vice-president  at  the  an- 
nual meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Onondaga  held  on  Tuesday,  Dec.  6,  in 
the  home  of  Mrs.  Frances  Irving,  Wen- 
dell Terrace,  Syracuse.  Mrs.  Catherine 
Scott  Sykes  gave  a very  interesting  pro- 
gram of  play  reviews.  A social  hour 
followed  the  executive  session  and  pro- 
gram. 

Queens:  Mrs.  William  Lavelle  was 

elected  president  and  Mrs.  .Raymond 
Murphy  president-elect  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Queens  at  the  annual  meeting 
held  on  Nov.  30,  in  the  Medical  Society 
Building. 

Mrs.  Kleefield  entertained  her  Execu- 
tive Board  and  the  new  officers  at  a tea 
on  Dec.  6. 

Mrs.  John  Mahoney  is  chairman  of 
the  installation  party  to  be  held  on 
Wednesday,  Dec.  28,  1938,  in  the  Medi- 
cal Society  Building. 

Schenectady:  The  Woman’s  Auxil- 

iary to  the  Medical  Society  of  the  County 
of  Schenectady  held  a buffet  luncheon 
and  bridge  at  the  Mohawk  Golf  Club  on 
Tuesday,  Nov.  13. 


GETTING  DOWN  TO  BRASS  TACKS 

The  sharp  points  of  some  of  the  brass  tacks  of 
socialized  medicine  are  well  brought  out  by  Dr. 
E.  Wayne  Stratford,  of  Portland,  Oregon,  in  a 
letter  to  Medical  Economics. 

Why,  he  asks,  should  medically-trained  poli- 
ticians seek  to  destroy  confidence  in  private 
doctors  when  the  indigent  sick  are  sick  because 
of  bad  diet,  dirt,  dark  houses,  and  defunct  in- 
comes? 

Why  create  medical  surveys  for  investigators 
who  do  not  know  and  probably  can  never  know 
the  medical  problems  to  be  surveyed? 

Why  destroy  pigs  when  children  of  the  indi- 
gent go  without  meat  because  meat  is  too  ex- 
pensive? 

Why  rave  about  incompetent  doctors  when 
the  children  “they  are  neglectfully  treating”  are 
mostly  in  need  of  potent  cod-liver  oil,  safe  milk, 
edible  eggs,  clean  meat,  and  vitamin  C? 


I see  the  families  of  the  poor.  The  children  are 
scorbutic  because  of  lack  of  oranges ; are  rachitic 
because  19^-a-pint  cod-liver  oil  does  not  cure 
rickets;  have  terrible  dental  caries  because  of 
lack  of  minerals  and  vitamins;  have  colds,  flu, 
sinusities,  and  scabies  because  of  damp,  dark, 
dirty*  stinking  homes  with  inadequate  clothing, 
fuel,  food,  and  baths. 

Why  should  public  officials  undermine  these 
people’s  confidence  in  me  when  I am  the  one  who 
will  sit  down  and  listen  to  their  plight,  get  them 
calcium  salts,  cod-liver  oil,  vitamin  C,  and  try 
to  ward  off  preventable  diseases  which  strike  the 
indigent  and  help  to  keep  them  indigent? 

Why  publicize  the  ideas  of  medical  politicians 
who  conceal  (or  are  ignorant  of)  the  true  status 
of  medical  care  of  the  underprivileged  and  who 
throw  sand  in  the  newsprint  to  blind  the  public 
in  regard  to  this  question? 


Medical  News 


Bronx  County 

The  Bronx  County  Medical  Society 
will  celebrate  its  twenty-fifth  anniversary 
with  a dinner,  dance,  and  entertainment 
at  the  Waldorf-Astoria  Hotel  on  Satur- 
day, Jan.  7.  The  guest  of  honor  will  be 
Dr.  Nathan  B.  Van  Etten,  first  President 
of  the  Bronx  County  Medical  Society, 
Past  President  of  the  State  Society,  and 
Past  Speaker  of  the  House  of  Delegates 
of  the  A.  M.  A. 

The  North  Bronx  Medical  Society  met 
on  Dec.  1 at  Elsmere  Hall  and  listened  to 
papers  by  Drs.  Aaron  N.  Gorelik,  Henry 
Wincor,  Solomon  Ginsburg,  and  William 
Bierman. 

Dr.  Sidney  P.  Schwartz  will  lecture  at 
the  Montefiore  Hospital  Auditorium  on 
Jan.  12  and  19  at  3 : 30  p.m.  on  Electro- 
cardiography. 

The  lectures  are  free  to  physicians  and 
medical  students. 

Erie  County 

Dr.  L.  Franklin  Anderson,  chairman  of 
the  economics  committee  of  the  Medical 
Society  of  the  County  of  Erie,  declared 
in  a recent  report  that  the  756  active  prac- 
titioners enrolled  in  the  county  society 
have  given  to  the  needy  in  the  past  year, 
without  any  compensation,  medical  ser- 
vices representing  approximately  $2,532,- 
466. 

He  listed  33,900  free  operations,  3,010 
obstetrical  deliveries,  and  approximately 
510,000  home  and  office  calls. 

It  is  expected  that  Buffalo  physicians 
and  dentists  will  receive  compensation  for 
treating  patients  on  relief  after  Jan.  1. 

The  members  of  the  Erie  County  So- 
ciety have  voted  to  raise  the  dues  from  $8 
to  $10. 

Dr.  Howard  B.  Sprague,  of  Boston, 
addressed  the  Buffalo  Academy  of  Medi- 
cine on  Dec.  14  on  “What  Price  Coronary 
Thrombosis?”  Dr.  David  E.  Robertson, 
of  Toronto,  addressed  the  Academy  on 
Dec.  7 on  “The  Treatment  of  Infantile 
Paralysis.” 


Fulton  County 

Dr.  D.  Ewen  Cameron,  psychiatrist-in - 
chief  of  the  Albany  hospital,  was  guest 
speaker  at  the  meeting  of  the  Medical 
Society  of  Fulton  County  held  on  Nov.  17 
at  Hotel  Johnstown.  “The  Insulin  and 
Metrazol  Treatment  of  Dementia  Prae- 
cox”  was  the  subject  of  his  address.  The 
attendance  was  the  largest  of  the  year. 

Kings  County 

At  a meeting  of  the  Ocean  Medical 
Society  of  Brooklyn  on  Nov.  21,  Dr. 
Philip  I.  Nash,  president-elect  of  the 
Kings  County  Medical  Society,  who 
spoke  on  “The  Future  of  American  Medi- 
cine,” told  the  300  surgeons  and  physi- 
cians present  that  while  he  does  not  favor 
socialization  of  medicine  he  recognizes 
the  trends  leading  to  it. 

“Investigation  leads  me  to  a firm  belief 
that  the  Government  would  have  to  inter- 
vene to  enable  a large  mass  of  indigent 
people  to  avail  themselves  of  adequate 
medical  care,”  he  said. 

“However,  I do  oppose  any  scheme 
which  does  not  allow  patients  a free 
choice  of  physicians,  as  this  might  lead  to 
an  opportunity  for  political  meddling.” 

Dr.  Frederic  E.  Elliott,  former  chair- 
man of  the  economics  committee  of  the 
New  York  State  Medical  Society  and 
proponent  of  the  Elliott  plan  of  co-opera- 
tive medical  care  for  low-income  patients, 
explained  the  operation  of  his  plan. 

A symposium  on  pneumonia  control 
was  the  feature  of  the  meeting  of  the 
Medical  Society  of  the  County  of  Kings 
on  Nov.  15.  The  speakers  were  Drs. 
Wheelan  D.  Sutliff,  Tasker  Howard, 
Russell  L.  Cecil,  and  Richard  H.  Bennett. 

Dr.  J.  Hamilton  Crawford  will  speak 
on  Jan.  11  on  “Cardiac  Arrhythmias,” 
and  on  Jan.  18  on  “Myocardial  and 
Coronary  Disease,”  in  Hoagland  Labora- 
tory, Long  Island  College  of  Medicine,  at 
4:30  p.m.  Physicians  and  medical  stu- 
ents  are  invited. 
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Livingston  County 

Dr.  Edward  Windsor  Southall,  eighty- 
eight-year-old  physician  of  Geneseo,  an- 
nounces that  he  is  retiring  after  sixty 
years  of  service.  Dr.  Southall  believes 
that  walking  is  the  most  stimulating  and 
beneficial  of  exercises  and  has  continued 
to  use  that  method  of  travel  in  visiting  his 
patients. 

Madison  County 

The  Madison  County  Medical  Society 
presented  an  excellent  course  of  lectures 
in  November  and  December  under  the 
auspices  of  the  Committee  on  Medical 
Education  of  the  State  Society.  The 
topics  and  speakers:  “Scarlet  Fever,”  by 
Dr.  A.  C.  Silverman,  Syracuse;  “Ane- 
mia,” by  Dr.  K.  R.  McAlpin,  New  York 
City;  “Asthma,”  by  Dr.  Albert  Vander 
Veer,  New  York  City;  “Nephritis,”  by 
Dr.  J.  D.  Lyttle,  New  York  City;  and 
“Diabetes  Mellitus,”  by  Dr.  David  D. 
Moore,  New  York  City. 

Monroe  County 

United  efforts  by  physicians  and  phar- 
macists to  end  “useless  and  frequently 
harmful  consumption  of  drugs”  by  gul- 
lible Americans  who  spend  $360,000,000  a 
year  on  self-medication  were  urged  by 
Dean  A.  B.  Lemon  of  the  School  of 
Pharmacy,  University  of  Buffalo,  on 
Nov.  15,  at  a joint  meeting  of  the  Monroe 
County  Medical  Society  and  the  Roches- 
ter Pharmaceutical  Association  in  the 
Rochester  Academy  of  Medicine.  Dean 
Lemon  declared  that  20  per  cent  of  the 
nation’s  adult  population  attempts  self- 
diagnosis  of  illness  and  practices  home 
treatment  with  patent  medicines. 

He  claimed  that  organized  pharmacists 
were  squarely  behind  any  movement  to 
stamp  out  the  practice,  and  advised  a 
continuous  program  of  education  and  re- 
strictive legislation  “to  save  the  public 
from  their  own  folly.” 

Monroe  County  doctors  and  pharma- 
cists also  viewed  a sound  motion  picture 
at  the  Nov.  15  meeting,  illustrating  the 
work  of  the  Army  Medical  Service  in  war 
time;  and  the  Maternal  Mortality  Analy- 


sis Committee  discussed  “A  Review  of 
Maternal  Death  Case  Records.” 

Medical,  civic,  industrial,  and  religious 
leaders  in  Monroe  County  are  contemplat- 
ing the  advisability  of  setting  up  a “Non- 
profit Medical  Expense  Indemnity  Insur- 
ance Association,”  a plan  for  wage-earn- 
ers, as  stated  by  the  County  Medical 
Society,  “wherein  an  individual,  by  mak- 
ing payments  of  stated  premiums,  makes 
available  to  himself  a definite  sum  of 
money  for  the  payment  of  his  physician’s 
charges  for  professional  service.” 

Dr.  Alva  P.  Maine,  92,  of  Webster, 
whose  birthdays  have  been  celebrated  by 
a town  clambake  for  the  past  nineteen 
years,  died  on  Nov.  7. 

Nassau  County 

More  than  three  hundred  physicians, 
dentists,  and  teachers  listened  to  an  ad- 
dress by  Dr.  Hiram  A.  Jones,  of  the  State 
Department  of  Education,  at  Hempstead 
on  Nov.  21,  on  the  subject  of  school 
health.  Dr.  Louis  H.  Bauer,  President 
of  the  Medical  Society  of  Nassau  County 
and  of  the  Second  District  Medical  So- 
ciety, also  spoke  in  the  discussion. 

Surgery  was  the  topic  at  the  meeting 
of  the  Medical  Society  of  Nassau  County 
at  Mineola  on  Nov.  29.  The  speakers: 
Dr.  A.  C.  Martin,  Dr.  O.  C.  Hudson,  Dr. 
Richard  Derby,  and  Dr.  A.  S.  Warinner. 

New  York  County 

At  the  133rd  Annual  Meeting  of  the 
Medical  Society  of  the  County  of  New 
York  on  Nov.  28,  Dr.  Walter  P.  Anderton 
was  chosen  president-elect.  His  term 
will  start  Jan.  1,  1940.  He  will  succeed 
Dr.  Howard  Fox,  whose  term  begins 
Jan.  1,  1939. 

Alfred  M.  Heilman  was  named  first  vice- 
president,  Maximilian  A.  Ramirez  second 
vice-president,  B.  Wallace  Hamilton  sec- 
retary, Joseph  A.  Devlin  assistant  secre- 
tary, Kirby  Dwight  treasurer,  Edward  C. 
Brenner  assistant  treasurer,  and  Albert 
H.  Aldridge,  George  Baehr,  and  J.  Stanley 
Kenney  censors. 

Samuel  B.  Burk  was  elected  chairman 
of  the  committee  on  legislation;  Harold 
B.  Davidson,  chairman  of  the  committee 
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on  civic  policy;  Roy  B.  Henline,  chair- 
man of  the  committee  on  economics,  and 
Francis  N.  Kimball,  chairman  of  the 
committee  on  membership. 

Dr.  Bandler  was  named  a trustee  and 
the  following  were  named  delegates  to  the 
Medical  Society  of  the  State  of  New  York : 
Samuel  B.  Burk,  Alfred  A.  Cinelli,  B. 
Wallace  Hamilton,  Alfred  M.  Heilman, 
David  J.  Kaliski,  J.  Stanley  Kenney, 
Francis  N.  Kimball,  Samuel  J.  Kopetzky, 
James  Alexander  Miller,  Peter  M.  Mur- 
ray, and  Edward  K.  Barsky. 

Dr.  Malcolm  Goodridge,  Professor  of 
Clinical  Medicine  at  the  Cornell  Univer- 
sity Medical  School,  was  elected  President 
of  the  New  York  Academy  of  Medicine 
for  two  years  beginning  on  Jan.  1,  at  the 
annual  election  of  officers  at  the  Acad- 
emy’s headquarters  on  Dec.  1. 

Dr.  Rufus  I.  Cole,  former  director  of 
the  hospital  of  the  Rockefeller  Institute 
and  past  president  of  the  American  As- 
sociation of  Physicians,  was  elected  vice- 
president  of  the  academy  for  three  years. 

Dr.  Bernard  Sachs,  past  president  of 
the  academy,  was  elected  treasurer  for 
three  years.  Dr.  James  Alexander  Mil- 
ler, retiring  president,  and  Dr.  Charles  F. 
Tenney  were  elected  trustees  for  five 
years.  Dr.  Carl  G.  Burdick  was  elected 
trustee  to  fill  the  unexpired  term  of  the 
late  Dr.  Frederick  Tilney,  running 
through  December,  1940. 

Dr.  S.  S.  Bauch  was  elected  president 
of  the  New  York  Physicians  Art  Club  at 
the  annual  dinner  of  the  organization  on 
Nov.  26  at  the  National  Arts  Club. 
Other  officers  elected  were  Dr.  Alfred 
Braun,  vice  president;  Dr.  J.  R.  Gudger, 
secretary,  and  Dr.  I.  Rosen,  treasurer. 
Dr.  Percy  Fridenberg  was  reappointed 
publicity  secretary. 

Dr.  Walter  C.  Alvarez,  of  the  Uni- 
versity of  Minnesota  School  of  Medicine, 
will  speak  at  the  New  York  Academy  of 
Medicine  on  Jan.  12,  at  8:15  o’clock,  on 
“Emergence  of  Modern  Medicine  from 
Ancient  Folkways,”  one  of  the  series  of 
“Lectures  to  the  Laity.” 

Drs.  Rudolf  Schindler  and  Burrill  B. 
Crohn  will  speak  at  the  New  York  Acad- 
emy of  Medicine  on  Jan.  5 on  the  diag- 


nosis and  medical  treatment  of  peptic 
ulcer. 

Dr.  Arthur  M.  Master  will  give  two  ad- 
dresses on  Electrocardiography  in  Room 
20,  New  York  Academy  of  Medicine,  at 
3 :30  o’clock  on  Jan.  10  and  24. 

Onondaga  County 

The  Maternal  Welfare  Committee  of 
the  Onondaga  County  Medical  Society 
held  a one-day  Institute  on  Obstetrics  on 
Dec.  8,  with  a distinguished  list  of  speak- 
ers. The  committee  paints  a somber  pic- 
ture of  the  county  situation,  with  the 
maternal  death  rate  over  50  per  cent 
above  the  figure  for  the  state,  and  urges 
the  physicians  to  “honestly  assume  our 
real  responsibility  and  lead  Onondaga 
County  out  of  the  dark  situation  in  which 
we  find  ourselves.” 

Putnam  County 

In  place  of  the  regular  monthly  meet- 
ing, the  Putnam  County  Medical  Society 
held  a fellowship  dinner  at  the  Carmel 
Country  Club  on  Nov.  9,  at  which  time  the 
physicians  were  hosts  to  the  twenty  prac- 
ticing lawyers  of  the  County.  Dr.  Ralph 
M.  Hall  of  Cold  Spring,  President  of  the 
Society,  presided  and  the  speakers  were 
Hon.  Lee  Parsons  Davis,  Justice  of  Su- 
preme Court,  9th  District,  Dr.  Joseph  S. 
Lawrence,  Executive  Officer,  and  Dr. 
Theodore  West,  President  of  First  Dis- 
trict Branch. 

At  the  October  meeting,  at  Carmel 
Country  Club,  the  speaker  was  Dr.  Wal- 
ter Timme  and  the  subject,  “Recent 
Advances  in  Endocrinology.” — -Reported 
by  John  T.  Jenkin,  M.D.,  Sec. 

Queens  County 

Dr.  Henry  Eichacker  of  Ridgewood, 
president  of  the  Queens  County  Medical 
Society,  won  a sweeping — though  pos- 
sibly temporary — victory  in  his  long 
drawn-out  battle  with  the  New  York 
Telephone  Company,  on  Nov.  17. 

The  Appellate  Division  of  the  Supreme 
Court,  ruling  on  an  appeal  made  by  the 
physician,  unanimously  reversed  the  ver- 
dict by  which  Dr.  Eichacker  last  year  lost 
his  suit  to  recover  $209  from  the  company. 
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The  amount  represented,  he  contended, 
the  difference  between  office  and  home 
rates  charged  by  the  company.  His 
counsel  argued  that  the  company  had  no 
right  to  charge  the  higher  office  rates  for 
use  of  a residence  phone. 

Dr.  Eichacker’s  office  is  in  his  home. 

The  telephone  company,  faced  with  the 
prospect  of  a barrage  of  similar  suits 
should  the  physician’s  case  be  upheld, 
battled  the  issue  vigorously  until  decision 
Was  rendered  in  its  favor  in  June,  1937. 

Justice  Harold  J.  Crawford  in  Ridge- 
wood Municipal  Court  held  that  the  com- 
pany had  a right  to  charge  business  rates 
for  a telephone  used  for  such  purposes,  al- 
though installed  in  a residence.  The 
Appellate  reversal,  in  part,  reads : 

“Plaintiff  made  out  a prima  facie  case. 
The  undisputed  testimony  shows  that  the 
plaintiff  conducted  his  medical  business  in 
his  residence.  Under  such  circumstances 
he  was  entitled  to  the  benefit  of  the  tariff 
filed  with  the  Public  Service  Commis- 
sion.” 

The  telephone  company  must  now  pay 
the  $209  judgment  plus  $30  costs,  or  take 
the  case  to  the  Court  of  Appeals. 

The  Kew-Forest  Medical  Association, 
composed  of  surgeons  and  physicians  in 
Forest  Hills,  Kew  Gardens,  and  Richmond 
Hill,  held  an  organization  meeting  on 
Nov.  21  in  the  Forest  Hills  Inn. 

Plans  for  a new  hospital  in  Forest  Hills, 
which  the  association  is  working  for,  were 
discussed. 

Rensselaer  County 

Dr.  John  F.  Erdmann  of  New  York 
City,  was  guest  speaker  at  the  annual 
banquet  of  the  Rensselaer  County  Medi- 
cal Society,  at  the  Hendrick  Hudson 
Hotel,  in  Troy,  on  Dec.  14. 

Richmond  County 

Dr.  A.  C.  De  Graff  will  give  two  ad- 
dresses on  Electrocardiography  at  the 
Richmond  Borough  Health  Center  at  St. 
George,  S.  I.,  at  4:30  o’clock  on  Jan.  9 and 
16.  Physicians  and  medical  students  are 
invited. 


Rockland  County 

An  interesting  course  of  lectures  on 
internal  medicine  was  arranged  by  the 
Rockland  County  Medical  Society  in 
November  and  December,  at  the  Summit 
Park  Sanitarium  at  Pomona.  The  speak- 
ers were  from  the  Long  Island  College  of 
Medicine. 

Suffolk  County 

At  the  one  hundred  and  thirty-third 
annual  meeting  of  the  Suffolk  County 
Medical  Society  on  Oct.  26  at  the  Crescent 
Athletic  Club,  Huntington,  Dr.  Willetts 
W.  Gardner  of  Patchogue  was  elected 
president.  Doctor  Gardner  will  take 
office  at  the  January  meeting,  succeeding 
Dr.  Earl  McCoy  of  Central  Islip. 

Other  officers  elected  were  Dr.  J.  L. 
Sengstack  of  Huntington,  first  vice-presi- 
dent; Dr.  George  P.  Bergman  of  Matti- 
tuck,  second  vice-president;  Dr.  Edwin 
P.  Kolb  of  Holtsville,  secretary;  and  Dr. 
Grover  A.  Silliman  of  Sayville,  treasurer. 
The  censors  elected  were  Dr.  Paul  Nugent 
of  East  Hampton,  chairman ; Dr.  Warren 
Eller  of  Sayville,  Dr.  Frank  McGilvery  of 
Smithtown,  Dr.  Leon  Barber  of  Patch- 
ogue, and  Dr.  Victor  K.  Young  of  River- 
head. 

Westchester  County 

The  need  of  a national  program  for 
medical  care  under  the  leadership  of  the 
A.  M.  A.  was  stressed  by  several  speakers 
at  the  annual  meeting  of  the  Westchester 
County  Medical  Society  at  White  Plains 
on  Nov.  15.  Dr.  Ralph  T.  B.  Todd,  of 
Tarry  town,  was  elected  president,  Dr. 
Henry  J.  Vier,  White  Plains,  first  vice- 
president;  Dr.  Reginald  A.  Higgons, 
Port  Chester,  second  vice-president;  Dr. 
Robert  B.  Archibald,  Bedford  Hills,  secre- 
tary; and  Dr.  James  G.  Morrissey,  Yon- 
kers, treasurer. 

Drs.  Restin,  Romeo  Roberto,  Yonkers, 
and  Robert  W.  Helm,  Ossining,  were 
elected  to  the  Board  of  Censors,  and  Drs. 
Arthur  F.  Heyl  and  George  C.  Adie,  New 
Rochelle,  and  Edward  C.  Wood,  White 
Plains,  delegates  to  the  State  Society. 


Hospital  News 

An  Obstetrical  “Flying  Squad” 


The  emergency  service,  or  so-called 
“flying  squad,”  is  now  “an  essential 
part  of  a modern  maternity  service,” 
said  E.  Farquhar  Murray,  M.D.,  F.R. 
C.S.,  Professor  of  Midwifery  and  Gyne- 
cology, University  of  Durham  College 
of  Medicine,  in  a paper  read  in  the  Section 
of  Obstetrics  and  Gynecology  at  the 
Annual  Meeting  of  the  British  Medical 
Association,  Plymouth,  and  now  pub- 
lished in  the  British  Medical  Journal. 

The  emergency  service,  which  is  every- 
where adopted  in  the  Newcastle  area, 
is  a something  by  itself.  The  essential 
points  are  that  expert  attention  is  imme- 
diately forthcoming,  while  the  outfit, 
which  is  accompanied  by  a nurse,  con- 
tains all  reasonable  surgical  requirements 
and  also  those  things  which  are  often 
lacking  in  an  industrial  household,  such 
as  blankets,  hot- water  bottles,  basins, 
and  so  on.  It  is  especially  designed  to 
deal  with  those  acute  crises  which  may 
occur  in  the  most  carefully  supervised 
case  but  are  more  liable  to  happen  in 
the  present  somewhat  disjointed  system 
of  maternity  service.  Shock  and  post- 
partum or  antepartum  hemorrhage  are 
typical  examples  of  the  cases  most 
urgently  in  need  of  such  a service,  but 
threatened  or  actual  eclampsia  and 
difficult  labors  or  “failed  forceps”  cases 
would  derive  benefit  also. 

How  the  Service  Works 

It  is  obvious  that  expert  service  given 
on  the  spot  to  a patient  who  is  shocked 
and  collapsed  from  postpartum  hemor- 
rhage and  with  a retained  placenta  is 
preferable  to  the  delay  and  handling  of  a 
desperately  ill  woman  entailed  by  sending 
her  in  an  ambulance  to  hospital.  For 
local  calls  the  service  can  be  in  the 
patient’s  house  as  soon  as  an  ambulance 
would  be  likely  to  arrive,  and  for  distant 
calls  long  before  the  patient  could  have 
reached  a hospital. 


A doctor  faced  with  an  emergency 
sends  a message  to  the  maternity  hospital 
giving  his  name,  the  name  and  address 
of  the  patient,  and  the  name  of  the  con- 
sultant on  the  panel  he  wishes  to  attend. 
He  may  also  give  some  details  of  the 
nature  of  the  case.  This  message  is  sent 
by  private  telephone  or  by  a telephone 
kiosk,  or  by  one  of  the  police-box  tele- 
phones. On  receipt  of  the  message  the 
hospital  telephones  for  a taxi  and  details 
a nurse  to  go  with  the  outfit,  which  is 
kept  packed  and  ready.  The  consultant 
is  telephoned,  and  if  he  is  not  in  then 
the  others  on  the  panel  are  approached. 
When  one  is  obtained  he  goes  to  the 
patient’s  house,  taking  his  usual  outfit. 

There  is  a friendly  rivalry  as  to  whether 
the  nurse  or  the  consultant  will  reach 
the  patient  first.  On  arrival  at  the  case 
the  nurse  discharges  the  taxi,  which  can 
be  sent  for  when  necessary.  For  cases 
over  five  miles  from  Newcastle  the  con- 
sultant calls  at  the  maternity  hospital 
and  takes  the  nurse  and  outfit  with  him 
in  order  to  save  needless  transport 
charges  The  nurse  detailed  is  usually 
one  of  the  district  staff  nurses,  but  a 
more  junior  nurse  is  occasionally  sent. 
It  is  most  important  that  the  outfit 
should  be  clearly  labeled  with  details 
of  the  contents  of  each  package  so  that 
a nurse  unacquainted  with  its  contents 
can  find  them  readily.  The  Newcastle 
outfit  consists  of  a large  tin,  a large 
package,  a drum,  and  some  oddments 
such  as  a cylinder  of  oxygen  and  a con- 
tainer of  gum  saline.  It  can  easily  be 
carried  in  the  boot  of  a motor  car. 

The  panel  of  four  is  composed  of  those 
engaged  in  private  consulting  practice 
in  the  city.  For  consultations  other 
than  emergency,  doctors  make  their  own 
arrangements  direct  with  the  consultant. 

The  outfit,  with  a nurse  in  attendance, 
has  been  placed  at  the  disposal  of  the 
Newcastle  doctors,  since  it  contains 
many  things  that  might  be  most  useful 
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in  a difficult  case  and  yet  not  one  that 
requires  the  presence  of  an  expert.  Those 
doctors  using  it  have  to  be  responsible 
for  the  fee  for  the  use  of  the  outfit  and  for 
transport  charges. 

A Steadily  Growing  Demand 

The  service  started  in  October,  1935, 
and  there  was  only  one  call  that  year. 
In  1936  there  were  eleven  calls,  and  in 
1937  twenty-one  calls.  There  were  thir- 
teen calls  in  the  first  half  of  1938.  A 
steadily  increasing  demand  is  made  on 
the  service,  but  not  nearly  as  large  as  it 
should  be.  Badly  shocked,  exsangui- 
nated, and  sometimes  moribund  women 
are  still  sent  to  hospital  from  time  to 
time:  in  1936  eleven  women  were  ad- 
mitted suffering  from  shock  and  loss  of 
blood,  mostly  due  to  placenta  praevia, 
and  died  within  a few  hours  of  admission. 
It  is  impossible  to  believe  that  some  of 
these  deaths  could  not  have  been  avoided 
had  the  emergency  service  been  called 
in. 

Certain  of  these  disappointments  are 
explained  by  failure  of  the  authorities 
to  give  the  service  sufficient  publicity. 
The  profession  is  a constantly  changing 
one,  and  annual  reminders  should 
be  sent  out.  There  is  also  the  instinc- 
tive tendency  to  ignore  literature  re- 
ceived in  open  envelopes  with  half- 
penny stamps.  Other  disappointments 
are  due  to  the  deep-rooted  belief  in 
hospitals  and  the  marvels  that  they 
can  accomplish  held  by  the  relatives, 
who  no  doubt  bring  pressure  to  bear. 
They  are  unaware  that  the  residential 
staff  may  only  be  a very  junior  house- 
surgeon. 

Another  factor  is  a dread  on  the  part 
of  certain  doctors  that  the  patient  will 
be  required  to  pay  a part  or  the  whole 
of  the  charges  incurred  by  calling  in 
what  is  believed  to  be  a free  service. 
Whatever  the  explanation,  my  colleagues 
and  I are  convinced  that  we  have  saved 
a number  of  lives — and  in  just  such  cases 
as  those  which  simply  cannot  be  saved 
when  first  seen  at  the  maternity  hos- 
pital. 


Expenses  and  Fees 

As  for  expenses,  there  is  a charge  of 
one  guinea,  or  about  $5,  for  the  use  of 
the  outfit  with  the  nurse  in  attendance. 
The  fees  payable  to  the  consultant  are 
based  on  arrangements  with  local  au- 
thorities. The  Northumberland  County 
Council  pays  these  fees: 

A primary  consulting  fee  of  two 
guineas,  or  about  $10,  with  a mileage 
rate  for  every  mile  traveled,  going  and 
coming,  of  2s6d  (about  sixty  cents)  or 
3s  (about  seventy-five  cents)  at  night. 
Operative  fees  are  additional,  and  range 
from  6 guineas  ($30)  for  an  abdominal 
operation  to  2 guineas  ($10)  for  a trans- 
fusion. Forceps  deliveries,  repairs,  ver- 
sions, and  removal  of  placentae  are 
intermediate  in  cost. 

The  operation  of  the  service  is  sim- 
plicity itself,  but  for  efficiency  there  must 
be  a central  call  office  responsible  for 
receiving  the  messages.  The  panel 
should  consist  of  all  the  recognized 
consultants  in  the  work  in  any  area  who 
care  to  serve.  In  more  outlying  areas 
the  panel  could  comprise  practitioners 
conversant  with  obstetrics  who  commend 
themselves  to  their  local  colleagues. 

What  the  Outfit  Contains 

The  details  of  the  outfit  can  be  elabo- 
rated or  amended  according  to  the  wishes 
of  those  who  use  it.  A modified  outfit 
should  be  at  the  disposal  of  every  doctor 
and  midwife,  to  make  good  the  de- 
ficiencies of  many  industrial  homes. 
Some  emergencies  are  preventable,  and 
will  tend  to  be  eliminated  by  the  im- 
proved standard  of  medical  and  nursing 
supervision  which  is  being  developed  and 
by  the  closer  co-operation  which  will 
result  between  the  two  services. 

This  outfit  is  contained  in  (1)  a bundle, 
(2)  a square  case,  (3)  a drum,  and  (4) 
oddments,  with  contents  as  follows: 

Bundle  (weight 21  lb.,  measurements 20  X 10  X 10 in.): 

2 brown  blankets  Bed-pan 

2 sheets  Rectal  saline  appa- 

4 hot-water  bottles  ratus 

2 mackintoshes  (1  sheet,  1 Tin  containing  1 oz. 

apron)  glucose 
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Square  case  (weight  27  lb.,  measurements  20  X 10  X 10 
in.): 

2 pint  measure 

1 small  and  2 large  basins 
Obstetric  straps 
Flask  of  sterile  water 
Saline  tablets 
Lotion  thermometer 

2 sterile  dressing  towels  and 
mackintosh 


1 hand  towel 
1 pair  of  sterile  gloves 

1 bag  of  sterile  swabs 

2 pairs  dissecting  forceps 
6 pairs  artery  forceps 

3 scalpels 
Needles 

Aneurysm  needle 


Sims’s  speculum 

Catgut 

Silkworm- gut 

Rubber  catheter 

Dettol 

Pituitary 

Erbolin 

Morphine,  digitalis, 
strychnine,  lobeline 
Atropine 
Brandy 
Adrenaline 
Camphor  in  oil 
Tinct.  iodine 
Spirit  soap 
Anesthetic  mask 


Newsy  Notes 

The  income  from  patients’  fees  at  the 
Lutheran  Hospital  of  Manhattan,  144th 
Street  and  Convent  Avenue,  in  1937  was 
the  highest  in  the  history  of  the  institu- 
tion, Charles  O.  Pauly,  managing  director, 
reported  in  his  annual  statement  to  the 
board  of  directors.  The  number  of 
patients,  he  said,  rose  from  2,982  in 
1936  to  3,563  in  1937.  The  gross  income 
from  fees  increased  from  $199,561.63  to 
$258,933.60.  The  highest  previous  an- 
nual income  was  $244,983  in  1926. 


The  plan  to  have  the  Department  of 
Agriculture  divert  surplus  farm  products 
to  voluntary  hospitals  has  received  the 
support  of  Bert  W.  Caldwell,  executive 
secretary  of  the  American  Hospital 
Association. 

Dr.  Caldwell  states  the  voluntary 
hospitals  of  the  country  are  caring  for  an 
average  of  more  than  20  per  cent  charity 
patients  and  that  another  40  per  cent  of 
their  patients  pay  less  than  the  cost  of 
their  care.  Stating  many  of  the  hospitals 
are  finding  it  difficult  to  carry  this  bur- 
den, he  pointed  out  the  diversion  of 
surplus  products  to  the  hospitals  would 
be  a great  help  in  the  care  of  indigent 
patients. 


Trinity  Hospital,  Brooklyn,  will  be 
forced  out  by  the  creation  of  a new  public 
square  that  will  include  its  site.  Other 
sites  are  being  considered  for  its  new 
location. 


Following  the  presentation  of  a paper 
on  the  “Preserving  of  Placental  Blood 


Sassors  _ Methylated  spirit 

Kidney  dish  Coramine 

Nail  brush  Minim  measure 

Intravenous  saline  apparatus  2 oz.  measure 

Intra-uterine  douche  apparatus  Novocain 

with  Bozeman’s  nozzle  Chloroform 

Hypodermic  syringe  Ether 

10  cc.  Record  syringe  Drop  corks 

Drum  (weight  12  lb.,  height  101/t  in.,  circumference  321/* 
in.): 

Wool  2 sterile  gowns 

Gauze  (2  rolls)  2 sterile  masks 

Lint  _ Doctor’s  hand  towe 

Gloves  (2  pairs)  4 dressing  towels 

Oddments: 

Oxygen  cylinder  with  tubing  Flask  of  gum  saline 

and  funnel  CO2  apparatus  for 

babies 


for  Transfusions,”  given  by  Drs.  Charles 
A.  Gwynn  and  John  B.  Alsever  at  a 
meeting  on  October  7,  1938,  the  Syracuse 
Memorial  Hospital  Staff  decided  to 
establish  a Blood  Bank  for  use  in  emer- 
gency transfusions. 


Loomis  Sanatorium,  in  Sullivan 
County,  forced  into  a suspension  by  a 
financial  crisis,  has  received  aid  from  the 
Bernarr  Macfadden  Foundation,  and 
will  probably  reopen  in  May. 


The  Junior  Auxiliary  have  made  more 
than  20,000  pads,  bandages,  etc.,  for 
the  Peekskill  Hospital  during  the  past 
year,  and  have  donated  a respirator, 
food-warmers,  sterilizers,  stretcher,  and 
other  appliances  costing  over  $1,200. 


The  formation  of  a hospital  council 
of  Greater  New  York  to  co-ordinate 
hospital  services  is  announced  by  David 
H.  McAlpin  Pyle,  vice-chairman  of  the 
Hospital  Survey  for  New  York.  Seven- 
teen organizations  have  become  members 
of  the  council,  which  has  headquarters 
at  370  Lexington  Avenue. 


The  first  undertaking,  it  is  stated, 
will  be  to  consider  plans  for  the  expansion 
or  curtailment  of  services  by  mergers, 
rebuilding  or  abolition  of  obsolete  plants, 
and  to  check  the  proposals  on  an  actuarial 
basis  for  financial  solvency  in  operation. 
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Improvements 

New  York  City’s  new  $8,000,000 
Welfare  Hospital  for  Chronic  Diseases, 
on  Welfare  Island,  will  be  equipped  and 
ready  for  emergency  service  about  April 
1,  although  the  official  opening  date  is 
set  for  next  July  1,  it  is  announced  by 
Dr.  S.  S.  Gold  water,  Commissioner  of 
the  Department  of  Hospitals. 


Construction  contracts  aggregating 
$2,099,115  for  the  new  administration 
building  at  Bellevue  Hospital  have  been 
approved  by  the  PWA,  Mayor  La 
Guardia  announces.  Awarding  of  the 
contracts  will  set  under  way  the  last 
principal  unit  in  the  long-range  program 
of  development  at  the  hospital. 

Pressure  on  the  facilities  of  Kings 
County  Hospital,  which  receives  many 
patients  from  Queens,  will  be  relieved  by 
the  erection  of  four  new  buildings  ad- 
joining present  facilities. 

The  City  Planning  Commission  has 
included  in  its  budget  for  1939  completion 
of  a new  building  for  chronic  patients  at 
a cost  of  $2,735,500.  Another  institution 
for  patients  with  emotional  or  mental 
disturbances  is  proposed  at  $1,430,000. 
To  relieve  overcrowding  of  clinics,  an 
expenditure  of  $1,087,500  is  proposed. 
A central  hospital  laboratory,  with  facili- 
ties for  the  Medical  Examiner’s  office  of 
the  county,  is  planned  at  a cost  of 
$400,000. 

The  Veterans  Administration  in  Wash- 
ington has  approved  three  contracts 
totaling  more  than  $2,000,000  for  work 
on  an  addition  to  the  U.  S.  Veterans 
Base  Hospital  81,  Sedgwick  and  Uni- 
versity Aves.,  New  York  City. 

Plans  for  a $500,000  hospital  in  Forest 
Hills,  with  145  to  150  beds  and  all  modern 
scientific  equipment,  have  been  an- 
nounced by  Dr.  Albert  E.  Man  of  Forest 


Hills,  president  of  the  newly  organized 
Kew-Forest  Medical  Association. 

Tentative  plans  for  a five-story  build- 
ing already  have  been  drawn  up,  Dr. 
Man  said,  and  a site  is  expected  to  be 
chosen  soon. 

The  Schenectady  City  Council  is 
seeking  a PWA  grant  for  the  construction 
of  a new  wing  at  the  city  hospital. 

Ossining  Hospital  is  making  a drive  for 
$30,000  to  cover  the  cost  of  a new  x-ray 
department  and  other  expenses. 

Dr.  F.  Dickson  Brown  is  building  a 
new,  modern  hospital  at  Hobart,  Dela- 
ware County,  to  accommodate  six  adult 
and  two  child  patients. 

Additions,  alterations,  repairs,  and 
landscaping,  costing  over  a half  million 
dollars,  will  be  made  by  the  Works 
Progress  Administration  at  the  Neponsit 
Beach  Hospital  for  Crippled  and  Tuber- 
cular Children. 

Additions  to  the  hospital  of  the  Home 
of  the  Daughters  of  Jacob,  in  the  Bronx, 
New  York  City,  have  increased  the  beds 
by  86  to  a total  of  255. 

At  the  Helm 

These  hospital  officials  have  been 
chosen : 

Dr.  William  J.  Ryan,  of  the  Summit 
Park  Sanitarium,  to  be  president  of  the 
New  York  State  Association  of  Superin- 
tendents and  Managers  of  Tuberculosis 
Sanitariums. 

Sister  M.  Angela,  to  be  superintendent 
of  St.  Francis  Hospital  at  Poughkeepsie. 

Henry  K.  Leworthy,  to  be  president  of 
the  directors  of  Brooks  Memorial  Hos- 
pital at  Dunkirk;  re-elected. 

Harold  G.  Metcalf  to  be  president,  and 
Lawrence  E.  Kresge  to  be  superintendent, 
of  Auburn  City  Hospital. 
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Dr.  Robert  B.  Manning,  to  be  presi- 
dent of  the  medical  board  of  Peekskill 
Hospital;  re-elected. 

Mrs.  Alfred  E.  Frieman,  to  be  general 
chairman  of  the  auxiliaries  of  Southside 
Hospital,  at  Bay  Shore. 

Lincoln  Cromwell,  to  be  president  of 
St.  Luke’s  Hospital,  New  York  City. 


OUR  GREAT  MEDICAL  MOVIE  THRILLER 

It’s  like  a movie,  the  great  national  medical 
drama  that  is  marching  across  our  stage,  with 
its  heroes,  villain,  and  everything.  “The  audi- 
ence is  the  public,”  remarked  Dr.  Peter  Irving 
the  other  day  in  an  address  in  Syracuse  at  a 
Conference  of  Social  Agencies.  He  went  on: 

“Legislators  sit  in  the  mezzanine.  Many  of 
the  doctors  have  aisle  seats  so  they  can  leave 
quickly  in  case  of  fire.  Scenes  in  the  picture 
which  show  an  improved  public  health  service 
are  pleasing  to  the  doctor.  He  applauds  as  he 
views  more  satisfactory  handling  of  the  health 
of  the  indigent,  insurance  for  workmen’s  com- 
pensation, voluntary  insurance  for  hospitaliza- 
tion and  for  budgeting  the  doctor’s  bill.  But 
he  has  only  hisses  for  the  villain  in  the  piece, 
compulsory  health  insurance.  As  he  looks  upon 
the  screen,  he  hopes  that  the  play  will  come  out 
well  for  the  audience,  who  are  paying  then- 
money  to  see  it,  so  that  he  and  his  patients  can 
enjoy  the  full  benefit  of  each  other’s  confidence, 
thus  enabling  him  to  give  all  that  he  can  give — 
‘his  very  best.’  ” 

We  must  not  suppose  that  the  doctor  is  against 
all  socialization  in  medicine,  Dr.  Irving  keenly 
pointed  out  in  another  address  before  the  Rotary 


Dr.  Joseph  D’Errico,  to  be  president 
of  the  medical  staff  of  the  De  Graff 
Memorial  Hospital  at  Tonawanda. 

Dr.  Joseph  Baum,  to  be  president  of 
the  medical  board  of  St.  Joseph’s  Hos- 
pital, at  Far  Rockaway. 

Miss  Beatrice  Spargo,  superintendent 
of  the  Samaritan  Hospital  at  Troy. 


Club  of  New  York  City.  “In  many  ways,”  he 
remarked,  “medicine  is  now  and  for  a long  time 
has  been  socialized.  Sometimes,  I think,  people 
lose  sight  of  that  fact.  The  term  ‘socialization’ 
I am  using  to  imply  the  use  of  community 
property,  in  this  case  tax  funds,  to  pay  doctors. 

“All  public  health  service  rendered  by  depart- 
ments of  health  is  an  example  of  socialization  in 
medicine,  and  it  has  had  thorough  acceptance 
by  the  private  practitioner  over  the  course  of 
years.  What  is  more,  he  considers  it  a very 
bright  spot.  Particularly,  in  New  York  State 
he  is  enthusiastic  over  its  accomplishments. 
I would  point  to  the  drop  in  mortality  rate  from 
tuberculosis  and  the  advances  in  treatment  of 
pneumonia  as  typical  instances.  The  practi- 
tioner has  said  as  recently  as  Sept.  17,  1938, 
through  the  formal  action  of  the  American 
Medical  Association,  that  he  would  like  to  see 
this  service  extended  in  several  ways. 

“But,  should  the  State  endeavor  to  extend  its 
medical  activities  to  accompany  the  doctor 
across  the  threshold  of  the  sick  room,  and  place 
the  hand  of  government  upon  the  patient’s 
pulse,  then  would  the  organized  practitioners  say, 
as  at  Verdun,  ‘They  shall  not  pass.’  ’ ’ 


“MUTUAL”  MEDICAL  PLAN  FOR  DISTRICT  OF  COLUMBIA 


A proposal  to  provide  a “mutual  health  ser- 
vice” for  low-income  groups  on  a small  monthly 
payment  basis  has  been  submitted  by  the 
Medical  Society  of  the  District  of  Columbia  to 
its  members  for  approval  or  rejection. 

As  the  basic  features  of  the  program  were 
adopted  by  the  Society  in  October,  it  is  predicted 
the  detailed  plan  will  likewise  be  accepted. 

Indicated  to  be  an  outcome  of  repeated  charges 
that  the  private  medical  profession  is  not  properly 
serving  the  low-income  groups,  the  new  plan  is 
advanced  as  an  experiment  to  be  tried  for  a year 
if  5,000  persons  subscribe  to  the  service. 

To  be  eligible  for  the  service  subscribers  must 
have  incomes  of  $2,000  or  less  a year  if  single 
and  of  $2,500  or  less  for  husband  and  wife,  with 


$200  additional  for  each  dependent.  They  must 
also  be  employed  persons  under  60  years  old, 
and  in  sound  body  and  mind  and  with  no  known 
pending  medical  need. 

Subscribers’  dues  are  $1.50  a month  for  a 
single  person,  $2.50  for  husband  and  wife,  and 
$3.50  a month  for  a family. 

A subscriber  may  have  his  choice  of  a physician 
among  participating  members  of  the  Society  and 
a physician  may  decline  such  selection. 

The  doctors,  subject  to  the  Society’s  ethical 
code,  must  conform  with  the  rules  of  the  Mutual 
Health  Service,  accept  a fee  schedule  now  being 
prepared,  and  agree  to  deduction  of  20  to  40  per 
cent  of  their  fees  during  the  experimental  period 
to  maintain  a cash  reserve  for  the  service. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


“Cancer  Cure” — Responsibility  of  Physician  and  Hospital 


Avery  unusual  case  recently  came 
before  the  Court  of  Appeals  of  this 
state  in  which  the  question  arose  of  the 
responsibility  of  both  a physician  and  a 
private  hospital  in  connection  with  the 
use  of  a so-called  cure  for  cancer.* 

The  facts  in  the  case  were  quite  ex- 
traordinary, and  to  appreciate  the  effect 
of  the  decision  of  the  court  it  is  necessary 
to  relate  in  some  detail  the  story  of  the 
case  as  it  was  developed  by  the  evidence 
upon  the  trial. 

The  plaintiff  in  the  case,  one  H,  was 
a truck  driver  who  had  suffered  for  some 
time  from  a sore  on  his  lower  lip.  He 
had  received  various  forms  of  treatment 
for  it  but  it  continued  to  trouble  him. 
He  heard  of  the  defendant  D,  a chauffeur 
who  had  sold  certain  remedies  to  cure 
skin  ailments.  It  seems  that  D had 
recently  been  in  Ireland  where  he  had 
obtained  a remedy  for  the  cure  of  cancer 
which  was  said  to  have  been  there  used 
in  his  family  for  over  two  hundred  years. 
D met  with  H and  made  representations 
concerning  cures  by  the  use  of  the  remedy, 
which  was  in  the  form  of  a salve.  He 
displayed  Irish  newspapers  containing 
accounts  of  such  cures,  and  told  him  that 
the  ailment  could  be  cured  by  the  salve 
in  thirty-one  days.  H apparently  re- 
mained somewhat  skeptical,  and  further 
meetings  were  had  with  D.  H’s  brother 
was  brought  into  the  matter  for  the 
purpose  of  financing  the  treatment,  and 
it  was  decided  upon  his  suggestion  that 
a doctor  should  first  approve  and  super- 
vise the  treatment. 

Finally,  D told  H that  he  had  secured 
a doctor,  and  took  H to  the  office  of  Dr. 
E,  a practicing  physician.  E made  a 
superficial  examination  of  H,  and  ex- 
pressed the  opinion  that  the  case  was  a 
very  serious  one,  the  cure  for  which 
* 276  N.  Y.  252. 


would  cost  $10,000.  The  fee  was  later 
reduced  to  $3,000.  After  arrangements 
were  made  with  D and  the  doctor,  H 
was  taken  to  the  P Hospital  by  D.  Upon 
arrival,  they  met  Dr.  E who  introduced 
D to  the  superintendent  and  executive 
manager  of  the  hospital  as  “the  man  who 
has  the  cure.” 

H was  placed  in  bed  and  D,  in  the 
presence  of  Dr.  E proceeded  to  grind  a 
compound  of  arsenic  and  make  a paste. 
Dr.  E indicated  the  place  on  the  patient’s 
chin  where  the  paste  should  be  applied 
by  a plaster,  but  he  was  told  by  D,  “No, 
I don’t  want  it  that  way.  I want  it 
my  way.”  Dr.  E then  answered,  “All 
right,  go  ahead,”  and  left  the  room.  He 
did  not  return  to  see  H for  over  two 
weeks. 

D proceeded  to  apply  the  paste,  in 
the  presence  of  a hospital  nurse  to  whom 
he  explained  that  he  was  not  a doctor. 
He  further  told  her  that  the  paste  con- 
tained “the  most  powerful  poison  in  the 
world”  but  that  it  was  controlled  by  his 
herbs.  D’s  name  and  telephone  number 
were  written  on  the  hospital  record  as 
the  person  to  notify  in  the  event  of  com- 
plaints of  pain.  Subsequent  develop- 
ments were  referred  to  in  the  opinion  of 
the  Court  of  Appeals  as  follows: 

“In  two  or  three  days  appellant  com- 
menced to  suffer  pain  and  his  face  com- 
menced to  swell.  D put  new  skin  on  the 
lip  where  the  abrasion  was,  in  an  effort  to 
stop  the  flow  of  saliva.  He  told  the 
nurses  to  administer  aspirin  and  whisky 
in  case  of  pain,  and  they  did  so.  D was 
present  most  of  the  time,  ‘in  and  out  all 
day  long.’  He  told  the  nurse  how  to 
put  the  bandage  back  on  if  it  fell  off. 
Every  day  D brought  as  many  as  eight 
or  ten  people  into  the  room,  took  off  the 
bandage  and  demonstrated  his  treatment, 
gave  a talk  on  his  cure,  exhibited  pictures 
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of  S (a  previous  patient  of  his),  and  clip- 
pings from  the  papers  in  the  presence  of 
the  nurse.  After  appellant  had  been  in 
the  hospital  two  or  three  weeks,  Dr.  E 
came  into  his  room  with  Mr.  G.  (the 
superintendent)  and  a hospital  doctor. 
He  said,  ‘I  will  show  you  this  . . . and 
see  how  he  is  progressing.’  He  took  the 
outer  bandage  off  and  pulled  down  a 
part  of  the  bandage  with  the  paste  on. 
He  said,  ‘I  don’t  know  a darn  thing  about 
this  . . . this  is  all  new  to  me.’  The 
hospital  physician  asked  him,  ‘Didn’t 
you  have  that  analyzed  or  looked  into?’ 
He  replied,  ‘No.  It  is  his  secret.  The 
only  one  that  knows  anything  about  it 
is  him  (D).’  He  said  he  could  not  have 
it  analyzed  because  there  are  herbs  in 
it  and  you  could  not  find  out  what  the 
herbs  are.  ‘The  herbs  nobody  can  find 
out.  He  is  the  only  one  that  can  get  it.’ 
Mr.  G,  the  superintendent  said : ‘We 

will  have  to  play  along  with  him  (D). 
If  everything  comes  out  all  right,  we 
will  all  be  taken  care  of.’  One  night 
appellant  suffered  a hemorrhage  and  the 
nurse  telephoned  D.  On  one  occasion 
when  appellant  had  a hemorrhage,  a house 
physician  was  called  in  to  stop  it.  The 
paste  was  allowed  to  remain  on  appel- 
lant’s face  for  twenty-one  days,  although 
medical  experts  testified  that  it  should 
never  be  allowed  to  remain  on  over 
eighteen  hours.  Appellant  remained  in 
the  hospital  fifty-nine  days,  at  the  end 
of  which  period  his  hospital  bill  was  in 
arrears,  and  G,  the  superintendent,  in- 
sisted upon  his  leaving.  When  appellant 
left  the  hospital  the  flesh  had  been  eaten 
away  from  the  lip  and  chin.  There  was 
no  lip  or  chin  left,  and  his  teeth  fell  out. 
It  is  not  necessary  to  give  the  horrible 
details  of  his  condition.” 

H instituted  an  action  against  D,  Dr. 
E,  and  the  P Hospital  to  recover  damages 
for  the  injuries  that  he  had  sustained. 
Upon  the  trial  there  was  expert  medical 
testimony  to  the  effect  that  the  injuries 
were  caused  by  the  administration  of 
the  salve.  The  jury  rendered  a sub- 
stantial verdict  in  favor  of  the  plaintiff 
against  all  of  the  defendants. 

Of  all  of  the  defendants  the  hospital 


alone  appealed  from  the  judgment. 
When  the  case  came  before  the  Appellate 
Division,  that  Court  divided  three  to 
two  ordered  a reversal  as  to  the  hospital. 
A dissenting  opinion  was  handed  down 
in  which  the  following  was  said: 

‘‘Defendant  D,  who  had  no  license  to 
practice  medicine,  was  a fraud  and  a 
quack.  His  alleged  cancer  cure  had  no 
merit  whatsoever.  On  the  contrary,  it 
was  dangerous  to  human  life.  The 
results  show  that.  Defendant  E knew 
nothing  about  the  cure.  He  made  no 
investigation  of  it.  The  facts  fully 
justify  the  inference  that  his  sole  interest 
was  the  receipt  of  the  $3,000.00  fee; 
that  he  was  as  indifferent  to  results  as 
he  was  to  method,  and  that  he  permitted 
his  position  in  the  hospital  to  be  used  as 
a cloak,  cover,  or  pretense  for  the  treat- 
ment of  the  patient  by  D,  who  applied 
the  treatments  during  his  almost  every 
day  visits  to  the  hospital.  The  nurses 
of  defendant  hospital  knew  the  treatment 
was  in  the  hands  of  defendant  D,  and 
not  of  defendant  E.  They  accepted 
orders  from  defendant  D.  Nurses  are 
not  expected  to  advise  the  administration 
if  they  are  of  opinion  that  a doctor  is 
not  using  proper  methods,  for  they  are 
under  the  supervision  of  the  doctors. 
But  here  they  observed  that  it  was  not 
a doctor  who  was  treating  the  patient, 
although  the  doctor  was  engaged  for 
that  purpose.  This  was  a concern  of 
administration  and  not  of  medical  care.” 

The  matter  was  taken  to  the  Court  of 
Appeals  by  the  plaintiff,  and  he  succeeded 
in  finally  obtaining  a reversal  of  the  order 
of  the  Appellate  Division  and  a reinstate- 
ment of  the  judgment  of  the  Trial  Court 
against  the  hospital,  as  well  as  against 
the  defendants,  Dr.  E and  D.  The 
Court  of  Appeals  in  so  ruling  said,  in  part, 
in  the  opinion : 

“The  evidence  introduced  by  the  ap- 
pellant, if  believed  by  the  jury,  as  we 
must  assume  that  it  was,  justified  the 
jury  in  finding  that  the  hospital  admitted 
appellant  knowing  that  the  purpose  of 
his  being  there  was  for  an  improper 
treatment  by  a layman,  ‘the  man  who 
has  the  cure,’  as  stated  by  Dr.  E when 
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he  introduced  D to  Mr.  G,  the  super- 
intendent; that  the  hospital  records 
showed  that  D actually  personally  treated 
appellant;  that  nurses,  hospital  physi- 
cians and  the  superintendent  and  execu- 
tive manager  knew,  during  the  period 
that  appellant  was  in  the  hospital,  that 
appellant  was  being  treated  by  D,  not 
under  the  supervision  of  a doctor;  that 
the  superintendent,  G,  knowing  all  about 
what  was  going  on,  stated,  ‘We  will  have 
to  play  along  with  him.  If  everything 
comes  out  all  right,  we  will  all  be  taken 
care  of.’  The  superintendent  knew  that 
the  paste  being  applied  was  a secret 
preparation,  its  contents  known  only 
to  D. 

“G,  the  superintendent,  knew  or  should 
have  known  that  D was  engaged  in  the 
commission  of  a crime  and  that  the 
hospital,  in  affording  its  facilities  for 
pay,  was  aiding  and  abetting  him  in  the 
performance  of  such  criminal  act 

“In  the  case  at  bar  the  basis  of  liability 
is  not  the  negligence  of  the  doctor  or 
nurse  in  charge,  but  the  wrongful  conduct 
of  the  executive  manager  and  superin- 
tendent acting  within  the  scope  of  his 
authority  in  affording  for  pay  the  use  of 
the  hospital  and  its  facilities  for  the  pur- 
pose of  the  commission  of  acts  which 
constitute  a tort  and  a crime  in  violation 
of  a duty  owed  a patient.” 

Broken  Anesthesia  Needle 

A middle-aged  man  was  referred  to  a 
general  surgeon  for  possible  surgery.  The 
doctor  found  that  he  was  suffering  from  a 
fissure  in  ano,  a small  fistula,  and  external 
and  internal  hemorrhoids.  An  operation 
was  advised  and  the  patient  entered  a 
hospital  for  the  purpose.  The  surgeon 
concluded  that  the  general  condition  of 
the  patient  indicated  that  the  operation 
be  done  under  a caudal  anesthetic. 
Using  a steel  needle  about  three  or  four 
inches  long,  the  surgeon  located  the 
sacral  hiatus  and  introduced  the  needle 
through  the  skin  and  sacrococcygeal 
membrane  into  the  sacral  canal.  One 
syringe  full  was  injected  and  then  in 
the  course  of  discharging  the  second 


syringe  full,  a slight  swelling  of  the  tissues 
in  the  lower  sacral  area  was  noted  at  a 
point  above  the  introduction  of  the 
needle.  The  surgeon  discontinued  the 
injection  and  withdrew  the  needle  and 
found  that  about  an  inch  of  the  point 
was  missing. 

It  was  determined  to  make  an  imme- 
diate attempt  superficially  to  try  to  find 
the  broken  fragment.  Using  novocaine, 
an  incision  was  made  over  the  sacro- 
coccygeal junction  at  the  midline,  and 
deepened  to  about  one-half  inch.  The 
search  was  unsuccessful,  and  after  a 
half-hour  of  careful  work  the  wound  was 
closed.  Thereupon,  under  a general  an- 
esthesia, the  originally  contemplated 
operation  was  uneventfully  performed. 

After  the  operation  the  patient  was 
advised  of  the  breaking  of  the  needle, 
and  after  a week  had  elapsed  and  x-rays 
had  been  taken,  the  surgeon  undertook 
the  removal  of  the  fragment  under  an 
anesthetic  of  gas  oxygen.  An  incision 
was  made  beginning  at  about  the  base 
of  the  coccyx,  extending  upward  in  the 
midline  over  the  dorsal  surface  of  the 
sacrum.  The  incision  was  carried 
through  the  subcutaneous  tissues  down 
through  the  sacral  hiatus,  exposing  the 
canal.  The  lower  end  of  the  canal  was 
carefully  examined  and  the  needle  was 
not  found.  Using  a rongeur  forceps,  a 
portion  of  the  roof  of  the  sacral  canal 
was  removed.  Not  more  than  an  inch 
in  length  of  bone  was  removed,  about 
one-fourth  to  one-half  inch  in  width. 
The  needle  not  being  promptly  found, 
an  x-ray  machine  was  brought  to  the 
operating  room,  and  additional  pictures 
taken  with  a probe  lying  in  the  canal. 
After  the  x-ray  was  taken  showing  the 
relation  of  the  foreign  body  in  position 
to  the  probe  and  to  the  parts,  further 
search  then  located  the  foreign  body  in 
the  canal,  and  it  was  removed.  The 
wound  was  then  closed. 

Following  the  operation  the  recovery 
of  the  patient  was  complicated  by  in- 
ability to  void  normally.  Frequent 
catherizations  were  necessary  for  several 
weeks  until  the  ability  to  pass  urine 
normally  returned.  At  that  point  the 
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patient  left  the  hospital  under  the  care 
of  the  family  doctor.  Convalescence 
although  somewhat  prolonged  was  satis- 
factory. 

The  patient  brought  a malpractice 
action  against  the  surgeon,  charging 
negligence  in  breaking  the  needle  and 
also  generally  throughout  the  care  ren- 
dered by  the  surgeon. 

Upon  the  trial  of  the  action  before  the 
court  and  a jury  the  issues  primarily 
resolved  themselves  into  where  the  needle 
was  located  after  its  breaking.  Plaintiff’s 
expert  claimed  that  the  x-rays  showed 
that  it  was  outside  of  the  sacral  canal 


lying  in  the  superficial  tissues,  and  that 
the  search  made  by  the  defendant  was 
not  justified. 

On  the  contrary  the  defendant  and 
numerous  witnesses  whose  testimony 
obviously  impressed  the  jury  as  being 
of  a most  trustworthy  nature,  stated 
that  the  needle  was  in  fact  in  the  position 
above  mentioned,  and  that  the  defend- 
ant’s procedure  was  in  all  respects  proper 
and  fully  justified. 

The  jury  rendered  a verdict  in  favor 
of  the  defendant  doctor,  thereby  com- 
pletely exonerating  him  of  all  charges 
of  negligence  and  malpractice. 


ANNOUNCEMENT 

Pneumonia  Control  Program 

Post-graduate  Educational  Institute  in  Pneumonia  for  the  General  Practitioner 


Announcement  is  made  of  a post-graduate 
educational  Institute  in  Pneumonia  for 
the  general  practitioner,  to  be  sponsored 
by  the  Bureau  of  Pneumonia  Control  of 
the  New  York  State  Department  of 
Health,  the  Medical  Society  of  the  State 
of  New  York,  and  the  Medical  Society 
of  the  County  of  Erie.  The  Institute 
will  cover  the  subject  of  the  Diagnosis 
and  Treatment  of  Pneumonia,  with 
special  emphasis  on  serum  therapy.  The 
educational  facilities  of  this  Institute 
will  be  extended  to  the  physician  who  is 
desirous  of  learning  more  in  detail  about 
the  recent  advances  in  the  diagnosis  and 
treatment  of  pneumonia  and  who  is  anxi- 
ous to  familiarize  himself  with  the  exact 
technic  of  serum  therapy.  The  In- 
stitute will  consist  of : 

1.  Talks  by  outstanding  authorities 
on  pneumonia,  i.e. ; on  the  various 
aspects  of  the  diagnosis  and  treat- 
ment of  the  disease  with  special 
reference  to  serum  therapy. 

2.  Small  group  demonstrations  on 
blood  donors  of  the  actual  tech- 
nic used  in  the  administration  of 


serum ; the  taking  of  blood  cultures 
and  the  performance  of  sensitivity 
tests. 

3.  Lectures  and  demonstrations  on  the 
use  of  oxygen. 

4.  Informal  discussions  with  the  speak- 
ers and  other  authoritative  physi- 
cians, regarding  individual  prob- 
lems. 

5.  Sound  moving  pictures,  illustrative 
of  the  technical  aspects  of  the 
serum  treatment  and  the  nursing 
care  in  the  home,  will  also  be  shown. 

This  Institute  will  be  held  in  one  of  the 
hospitals  in  the  City  of  Buffalo,  shortly 
after  January  1.  No  fee  will  be  charged 
to  those  attending  the  Institute.  Physi- 
cians in  counties  adjacent  to  Erie  County 
are  invited  to  apply  for  admission  to  the 
Institute  Applications,  which  will  be 
accepted  in  the  order  in  which  they  are 
received,  should  be  sent  to  the  Chairman 
of  the  Public  Health  Committee  of  the 
Medical  Society  of  the  County  of  Erie, 
Room  1810,  Hotel  Statler,  Buffalo.  Cards 
of  admission  will  be  issued  after  the  final 
arrangements  have  been  made. 


Across  the  Desk 


Why  Europe’s  “Health  Insurance”  Does  Not  Insure  Health 


Every  morning  a street  sweeper,  with 
his  little  refuse  cart,  stops  at  the 
public  drinking  fountain  just  outside  the 
Bank  of  England,  in  the  heart  of  London, 
takes  a cloth  from  that  cart  and  polishes 
the  cups.  Then,  with  another  cloth  from 
the  same  cart,  he  wipes  them  out  and 
stands  them  on  the  lip  of  the  fountain. 
All  clean  for  the  day!  In  America  the 
health  officer  would  have  the  cups  re- 
moved within  24  hours.  In  spotless 
Stockholm,  too,  you  will  see  a public 
drinking  fountain  in  the  beautiful  new 
railway  station  with  six  glasses  in  con- 
stant use. 

These  are  but  two  vivid  glimpses  of 
health  practices  in  lands  with  health 
insurance  systems  that  we  are  being  urged 
to  imitate.  They  are  recorded  by  J.  G. 
Crownhart,  Secretary  of  the  State  Medi- 
cal Society  of  Wisconsin,  who  was  sent  to 
Europe  by  his  Society  last  summer  to 
study  state  medicine  on  the  spot  and  re- 
port his  findings.  His  report  is  now 
published,  and  may  be  put  in  a nutshell 
by  saying  that  he  finds  the  care  of  the 
sick  under  state  medicine  lags  as  far  be- 
hind American  practice  as  their  common 
drinking  cup  is  behind  our  sanitary  drink- 
ing fountains.  He  finds,  in  fact,  that 
health  insurance  in  Europe,  instead  of 
insuring  health,  insures  hasty  and  inade- 
quate examination  and  diagnosis,  scant 
attention,  poor  treatment,  and  routine 
medication.  Nor  is  the  drinking  cup  the 
only  sign  of  backward  health  usage. 

“Staff  of  Life”  Open  to  Germs  of  Death 

All  over  Europe,  bread  is  marketed 
without  wrapping  and  without  even  the 
ordinary  precautions  against  contamina- 
tion. Bread  and  rolls  are  carried  in  boxes 
on  bicycles,  open  to  the  dust  and  insects 
of  the  street.  Meats  are  sold  on  open 
counters  with  no  refrigeration  or  protec- 
tion from  contamination,  and  are  often 
exposed  on  shelves  facing  the  street,  free 
to  the  dust  of  every  wind.  Americans 


going  to  Europe  rightly  take  inoculation 
against  smallpox,  typhoid,  and  paraty- 
phoid, but  probably  few  of  them  realize 
the  actually  inferior  health  conditions  in 
Europe  that  make  it  imperative.  Our 
superiority  in  health  matters  is  unknown 
to  our  own  people,  or  they  would  never 
lend  an  ear  to  the  agitation  for  foreign 
health  insurance  schemes  that  only  insure 
poor  health  instead  of  good  health. 
Europe  would  do  much  better  to  adopt 
American  ideas  and  practices. 

Secretary  Crownhart  was  impressed 
again  and  again  by  the  fact  that  Europe’s 
medical  and  hospital  standards  are  not 
those  of  America.  This  was  indeed  con- 
fessed by  the  director  of  one  of  the  large 
public  health  institutes  in  Denmark. 
“Sickness  insurance  is  a leveling  device,” 
he  said.  “It  assures  the  mediocre  physi- 
cian just  about  the  same  rewards  as  he 
who  would  give  an  outstanding  service  if 
he  were  to  have  time  ....  But  the  incen- 
tive is  gone,  and  we  develop  fewer  brilliant 
minds  in  our  teaching  centers  and 
America  captures  the  lead  in  health  and 
in  methods  to  regain  it.” 

The  Brick  That  Was  Dropped 

The  Wisconsin  Secretary  sensed  that  he 
had  “dropped  a brick”  when  he  modestly 
told  various  hospital  authorities  over  there 
that  he  had  “come  to  learn.”  He  had 
figured  this  as  a good  introductory  re- 
mark, but  somehow  it  failed  to  strike  the 
right  key.  He  couldn’t  understand  why, 
until  finally  a superintendent  in  the 
Midlands  remarked : 

“You  said  when  you  came  to  see  this 
hospital  that  you  had  come  to  learn.  N ow 
what  have  you  learned? 

“You  have  learned  that  in  the  expan- 
sion we  are  planning  we  will  use  plans 
from  your  American  hospital  magazines. 

“You  have  learned  that  in  hospital  ad- 
ministration I was  sent  to  your  cities  to 
learn  of  their  advanced  methods. 

“You  have  learned  that  the  medical 
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students  prefer  American  textbooks  for 
their  clarity  and  fine  illustrations. 

“You  have  learned  that  the  equipment 
that  we  are  proud  of  is  either  American 
or  modeled  after  it. 

“You  have  learned  that  our  hospital  is 
old  and  without  adequate  building  funds. 

“What,  exactly,  do  you  mean  when  you 
say  you  have  come  ‘to  learn?’  ” 

This  superintendent  put  the  statement 
more  baldly  than  others  but  not  more  so 
than  the  physician  in  Sweden  who  said, 
“Now  that  you  had  studied  the  operation 
of  sickness  insurance,  tell  me  one  thing — 
how  is  it  that  something  so  good  in  theory 
can  be  so  bad  in  practice?” 

What  this  physician  meant  by  “bad  in 
practice,”  says  Mr.  Crownhart,  was  not  a 
failure  to  deliver  a service  of  what  we 
might  term  “relief  medical  attention,” 
but  its  failure  to  deliver  a service  in  any 
way  comparable  to  that  he  personally  had 
observed  as  general  in  practice  in  both  the 
United  States  and  Canada. 

When  Patient  and  Doctor  Meet — 

What  Then? 

Many  a dazzling  scheme,  as  we  too 
sadly  know,  often  fades  into  futility  in 
the  inexorable  test  of  actual  practice, 
so  what  we  really  need  to  learn  about  state 
medicine  is  what  happens  when  patient 
and  doctor  meet.  Does  the  patient  re- 
ceive the  right  medical  attention?  If  he 
does,  then  the  scheme  is  a success — if  not, 
it  is  a failure.  All  the  rest  is  trimmings. 
Well,  our  Wisconsin  secretary  applied  this 
test.  He  visited  British  panel  physicians 
during  their  office  hours,  observed  the 
patients,  and  gives  us  the  picture.  In 
ninety  minutes  in  the  evening  the  doctor 
usually  must  see  from  twenty  to  thirty 
people.  It  is  clear,  he  says,  that  in  such 
circumstances,  “there  can  be  no  physical 
examination  in  the  sense  of  the  common 
and  accepted  practice  in  our  own  coun- 
try,” and  in  fact,  “there  was  not,  in  the 
observation  of  the  writer.” 

Part  of  the  few  minutes  for  each  patient 
had  to  be  given  to  making  out  the  records 
required  by  the  system,  but  these  were  so 
sketchy  that  “their  worth  from  the  view- 
point of  clinical  records  approximates 


zero.”  Even  the  report  of  the  British 
Health  Services  admits  that  the  panel 
doctor  “often  enough  tends  to  become 
little  more  than  an  agent  for  signing 
certificates,”  and  “for  operating  some- 
thing more  like  a sickness  licensing  and 
registration  system  than  a health  service.” 

It  was  well  summed  up  by  a man  at 
Manchester,  obviously  trying  to  do  his 
best — obviously  disturbed  by  his  in- 
ability to  make  adequate  examinations 
when  he  had  a waiting  room  full  of  pa- 
tients, and  finally  turning  to  the  American 
observer  and  saying,  “I  know  what  you 
are  thinking,  but  what  would  you?  I 
do  my  best  and  simply  must  get  on  with 
it.”  That  is  why  the  panel  practice  is 
sometimes  described  as  “a  look  and  a 
bottle.” 

French  Give  the  Pay  to  Patient 

County  societies  contemplating  “medi- 
cal indemnity  insurance  plans”  will  be 
interested  in  the  French  scheme,  pat- 
terned similarly  to  pay  the  doctor’s 
fee.  The  French  plan  hands  the  cash 
to  the  patient  and  lets  him  pay  his  doctor, 
any  doctor  he  selects.  The  patient  is 
entitled  to  medical  benefit  for  six  months, 
and  may  have  not  only  general  practi- 
tioner service,  but  specialist  treatment, 
obstetrical  services,  and  dental  care. 
Any  qualified  general  practitioner  or 
specialist  may  be  called  in,  but  the  fee 
schedule  is  fixed  by  the  rules.  The  fund 
pays  80  per  cent  of  the  physician’s  fee  to 
the  patient,  who  must  pay  the  other  20 
per  cent  himself,  and  must  also  pay  any 
excess  fee  charged  by  the  doctor  above  the 
schedule.  This  prevents  unnecessary 
running  to  the  doctor.  In  addition,  the 
system  has  elaborate  “controls”  for  visit- 
ing the  patient,  inspection,  rediagnosis, 
etc.,  to  prevent  abuses. 

Here  we  have,  then,  a plan  that  gives 
the  patient  free  choice  of  physician  and 
that  tries  to  avoid  the  evils  of  other  sys- 
tems. It  has  been  operating  so  few 
years,  however,  remarks  the  American  in- 
vestigator, “that  it  well  may  be  that  only 
future  experience  will  provide  a back- 
ground on  which  sound  conclusions  may 
be  drawn.  ’ ’ Perhaps  it  is  worth  watching. 
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The  Sore  Spot 

Why  Europe’s  “health  insurance”  plans 
are  delivering  Grade  B,  C,  and  sometimes 
Z,  medical  service  was  discovered  by  the 
Wisconsin  secretary.  Briefly,  the  in- 
surance system  is  concerned  chiefly  in 
maintaining  the  integrity  of  its  own  fund 
against  the  tendency  of  the  doctors  and 
patients  to  run  up  expenses.  The  British 
doctor  is  accordingly  given  a handbook  of 
standard  medical  prescriptions,  and  if  he 
ventures  to  prescribe  something  not  in 
the  book  that  costs  more,  he  may  be  called 
upon  the  carpet  and,  if  not  found  war- 
ranted, made  to  pay  for  it  out  of  his  own 
pocket.  In  the  official  book  of  instruc- 
tions to  German  doctors,  too,  is  a sen- 
tence, “the  thought  of  which  permeates 
the  entire  German  sickness  insurance  sys- 
tem,” declares  Mr.  Crownhart.  It  re- 
minds the  doctor  that  “the  cost  of  medi- 
cines in  sickness  insurance  is  main  y at 
the  charge  of  a third  party,  the  sickness 
fund,”  and  cautions  him  that  “this  par- 
ticular feature  ....  should  always  be  kept 
in  mind.”  Thus  the  manager  of  the  sys- 
tem “becomes  an  agent  to  protect  the 
financial  integrity  of  the  fund  for  the 
98  per  cent  of  the  insured  who  are  not  ill 
at  a given  time  against  what  he  fears  to  be 
the  otherwise  uncontrolled  inroads  of  the 
2 per  cent  of  the  patients  who  are  ill.” 

This  blighting  feature  runs  through 
practically  all  the  sickness  insurance  sys- 
tems of  Europe,  and  Mr.  Crownhart 
studied  them  all  on  the  spot.  He  inter- 
viewed not  only  the  administrators  in  the 
various  countries,  but  spokesmen  for 
labor,  the  farm,  the  hospital,  the  physi- 
cian, and  the  patient.  He  found  that 


the  sore  spot  is  the  irreconcilable  conflict 
between  the  expense  of  proper  medical 
service  and  the  efforts  of  the  managers  to 
fight  all  payments  down  to  the  last 
penny.  Every  new  medical  and  surgical 
advance  saves  life,  but  costs  money,  and 
the  sickness  insurance  systems  make  no 
provision  for  anything  of  the  sort.  The 
urge  to  pinch  every  cent  paralyzes  all 
advance.  The  doctor  who  dares  to  use 
his  own  judgment  does  so  at  his  peril. 
As  one  administrator  flatly  declared  at 
an  insurance  conference  in  Vienna,  “the 
risk  is  shifted  from  the  insurance  system 
to  the  doctor,”  and  Mr.  Crownhart  adds 
that  the  doctor  is  loaded  “beyond  his 
capacity  to  render  a sound  quality  of 
sickness  care,”  and  then  “the  system  is 
insured — not  the  needs  of  the  sick.” 
In  other  words,  the  entire  scheme  is  so 
planned  that  it  defeats  its  own  pur- 
pose, and  the  elaborate  “health  insur- 
ance” plans  insure  everything  except 
health. 

Take  Mr.  Punch’s  Advice 

Has  America  anything  to  learn  from 
Europe  in  health  matters?  We  may  well 
ask  it  as  we  survey  this  scene  with  the 
keen  Wisconsin  investigator,  from  the  ref- 
use collector  rubbing  the  public  drinking 
cup  to  the  hurried  and  harried  panel 
doctor  giving  “a  look  and  a bottle.” 

Shall  we  imitate  Europe’s  example? 

The  answer  seems  to  be  along  the  line 
of  Mr.  Punch’s  celebrated  “advice  to 
those  about  to  marry.” 

“Don’t!” 

W.  S.  W. 


WHO  TIED  THEM? 

New  discoveries  amaze  us.  The  other  day  in 
a New  York  City  court  a quack,  described  as  a 
“swanky  chiropractor,”  hurriedly  paid  a $100 
fine  after  admitting  that  last  September  he  wrote 
a prescription  for  one  of  the  women  detectives 
and  charged  her  a big  fee  in  his  offices  in  the 
Madison  Hotel,  for  diagnosing  her  pretended 
ailment  as  due  to  “knotted  nerve  ends.” 


A FEW  MORE  BILLIONS 

It  would  cost  the  Government  $4,000,000,000 
a year  to  establish  a system  of  socialized  medi- 
cine for  the  care  of  indigents,  according  to  Dr. 
Charles  G.  Heyd,  professor  of  clinical  surgery. 
New  York  Postgraduate  School  of  Columbia 
University,  addressing  the  annual  banquet  of 
the  Buffalo  Academy  of  Medicine  and  the  Erie 
County  Medical  Society  in  Hotel  Statler,  Buffalo. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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of  1014  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1938.  Cloth,  $10.00. 

Clinics  on  Secondary  Gastro-Intestinal  Dis- 
orders; Reciprocal  Relationships.  By  Julius 
Friedenweld,  M.D.,  Theodore  H.  Morrison, 
M.D.,  and  Samuel  Morrison,  M.D.  Octavo  of 
251  pages.  Baltimore,  William  Wood  & Com- 
pany, 1938.  Cloth,  $3.00. 

Text-Book  of  Nutrition.  By  J.  A.  Nixon, 
M.D.  and  Doreen  G.  C.  Nixon,  M.B.  Oc- 
tavo of  219  pages.  New  York,  Oxford  Univer- 
sity Press,  1938.  Cloth,  $2.75. 


The  Harvey  Lectures.  Delivered  under  the 
auspices  of  The  Harvey  Society  of  New  York. 
Series  XXXIII.  Octavo  of  275  pages.  Balti- 
more, The  Williams  & Wilkins  Company,  1938. 
Cloth,  $4.00. 

Aids  to  Bacteriology.  By  William  Part- 
ridge, F.I.C.  Sixth  edition  revised  by  H.  W. 
Scott-Wilson,  B.  M.  16mo  of  300  pages. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $1.50. 

Aids  to  Biochemistry.  By  E.  A.  Cooper, 

D. Sc.  and  S.  D.  Nicholas,  B.A.  Second  edition. 
16mo  of  213  pages.  Baltimore,  William  Wood 
& Company,  1938.  Cloth,  $1.50. 

Aids  to  Embryology.  By  Richard  H.  Hun- 
ter, M.D.  Third  edition.  16mo  of  178  pages, 
illustrated.  Baltimore}  William  Wood  & Com- 
pany, 1938.  Cloth,  $1.25. 

The  Foot.  By  Norman  C.  Lake,  M.D. 
Second  edition.  Octavo  of  366  pages,  illus- 
trated. Baltimore,  William  Wood  & Company, 
1938.  Cloth,  $4.50. 

Illustrations  of  Anatomy  for  Nurses.  By 

E.  B.  Jamieson,  M.D.  Octavo  of  62  pages, 
illustrated.  Baltimore,  William  Wood  & Com- 
pany, 1938.  Paper,  $3.00. 


REVIEWED 


Clinical  Endocrinology.  By  Samuel  A.  Loe- 
wenberg,  M.D.  Octavo  of  825  pages,  illus- 
trated. Philadelphia,  F.  A.  Davis  Company, 
1937.  Cloth. 

Although  but  little  new  is  furnished  by 
this  volume  its  conciseness,  orderliness, 
and  completeness  make  it  a welcome  ad- 
dition to  the  physician’s  library.  Written 
by  an  internist  for  clinicians  and  students 
it  becomes  more  comprehensive  and  ap- 
proaches the  subject  with  a much  broader 
viewpoint  than  many  of  its  predecessors. 
The  various  glands  are  viewed  as  units 
and  as  parts  of  a great  system.  A wel- 
come inclusion  is  a fairly  complete  ex- 
position of  the  mysterious  pineal  body. 


“Cognizance  has  been  taken  of  the  debat- 
able questions  as  well  as  the  known  facts, 
and  controversial  problems  are  treated 
as  such,  care  being  taken  to  cite  the  out- 
standing opinions  and  their  authors — the 
predominating  opinions  on  questionable 
subjects  are  given  at  the  end  of  each  dis- 
cussion.” The  clinical  discussions  are 
clear  and  well  illustrated.  A valuable 
addition  is  the  chapter  on  the  significance 
of  laboratory  findings. 

The  print  is  clear  and  readable.  The 
reviewer  recommends  the  book  for  both 
reading  and  ready  reference. 

Charles  S.  Byron,  M.D. 
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The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  Morris  Piersol,  M.D.  New 
Series  One,  Volume  1,  March,  1938.  Octavo  of 
322  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1938.  Cloth,  $3.00. 

In  this  volume  of  the  “Clinics,”  which 
is  some  300  pages  long,  a remarkably  com- 
prehensive series  of  articles  have  been  as- 
sembled. Each  article  seems  to  have  been 
selected  judiciously  and  with  great  care. 
The  experimental  work  reported  is  sound 
and  conclusive.  There  seems  to  be  little, 
if  any,  excessive  verbiage.  If  the  follow- 
ing issues  of  this  new  series  are  of  the  same 
caliber,  the  publication  will  be  one  that 
every  scientifically  ambitious  physician 
will  wish  to  acquaint  himself  with  very 
thoroughly. 

George  Webb 

Surgical  Anatomy  of  the  Head  and  Neck. 
By  John  F.  Barnhill,  M.D.  Quarto  of  921 
pages,  illustrated.  Baltimore,  William  Wood 
& Company,  1937.  Cloth,  $20.00. 

As  a result  of  his  many  years  as  a clini- 
cian and  a teacher  of  otolaryngologic  anat- 
omy, Dr.  Barnhill  has  produced  a work 
of  merit.  It  is  an  excellent  guide  for  the 
otolaryngologist,  dental  surgeon,  and  oph- 
thalmologist who  may  have  the  oppor- 
tunity to  work  in  the  morgue  or  the  ana- 
tomic laboratory.  Its  greatest  value  lies 
in  the  references  to  clinical  symptomatol- 
ogy as  related  to  the  structures  under 
consideration. 

The  value  of  the  text  is  greatly  en- 
hanced by  431  illustrations,  many  of 
which  are  unsurpassed  and  most  of  which 
are  original  in  their  conception.  The 
publishers  as  well  as  the  author  are  to  be 
congratulated  on  the  make-up  of  the  book. 
The  fine  paper  and  the  large  type  used  in 
its  preparation  are  advantages. 

Mervin  C.  Myerson 


Management  of  the  Sick  Infant  and  Child. 
By  Langley  Porter,  M.D.  and  William  E.  Carter, 
M.D.  Fifth  edition,  revised.  Octavo  of  874 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1938.  Cloth,  $10.00. 

This  is  the  fifth  edition  of  an  already 
well-received  volume.  A book  dealing 
with  pediatrics  becomes  almost  obsolete 
every  four  or  five  years,  so  rapid  have  been 
the  strides  during  the  past  fifteen  years. 
The  authors  have  realized  this  fact  in 
presenting  this  revision.  A vast  amount 
of  pediatric  literature  has  been  scrutinized 
in  a painstaking  manner.  Heavy  print 
and  italics  are  well  timed  as  aids  for  the 
busy  practitioner. 

The  first  part  is  devoted  to  handling  of 
symptoms,  such  as  pain,  tenderness,  fever, 
diarrhea,  cough,  etc.  The  second  part  is 
taken  up  with  a more  or  less  orthodox 
discussion  of  the  various  diseases  by 
systems.  The  third  part  is  given  to  meth- 
ods, formulas,  recipes,  drugs,  and  poisons. 

This  volume  is  an  excellent  book  on 
pediatric  management. 

Thurman  B.  Givan 

Workbook  in  Elementary  Diagnosis  for 
Teaching  Clinical  History  Recording  and  Physi- 
cal Diagnosis.  By  Logan  Clendening.  Quarto 
of  167  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1938.  Cloth,  $1.50. 

With  the  appearance  of  this  orderly, 
sound,  and  interesting  volume,  a handy, 
brief  guidebook  is  offered  students  of 
physical  diagnosis.  There  is  no  elaborate 
discussion  of  the  physics  of  sound  produc- 
tion nor  any  labored  review  of  regional 
differential  diagnosis,  but  rather  a brief 
presentation  of  the  essential  of  history 
taking  and  physical  examination  of  the 
patient.  Many  fundamental  signs  are 
defined  in  the  words  of  the  original  de- 
scription. A number  of  helpful  pen  and 
ink  drawings  add  to  the  value  of  the  book. 

Andrew  M.  Babey 
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Editorial 


The  Indictment  of  the  A.M.A. 

As  a loyal  constituent  body  of  the  American  Medical  Associa- 
tion we  would  be  less  than  human  did  we  let  the  implication  and  the 
threat  inherent  in  the  finding  of  the  District  of  Columbia  grand  jury 
pass  into  history  without  a word  of  comment. 

The  great  daily  newspapers  have  given  the  details,  and  also  have 
voiced  their  opinions  editorially.  As  far  as  the  majority  of  them 
did  express  themselves,  we  are  gratified  in  the  evidence  of  their 
confidence,  in  us.  The  issues  are  fairly  met  and  however  much  we 
may  deprecate  the  propaganda  value  of  finding  indictments  to 
coerce  acceptance  of  a method  of  medical  practice,  it  is  not  our  de- 
sire to  enter  into  the  details  of  this  controversy  at  this  time. 

We  may,  however,  emphasize  our  position.  It  is  our  deep  con- 
cern that  all  schemes  and  plans  shall  be  so  devised  that  the  quality 
of  medical  care  shall  not  be  sacrificed  to  the  cheapness  of  the  care, 
and  the  profession  shall  remain  free  of  political  supervision  and  con- 
trol. The  necessity  of  providing  adequate  and  high  quality  medi- 
cal care  to  the  needy  without  resort  to  compulsory  health  insurance 
is  our  immediate  problem,  and  we  are  on  the  road  to  its  solution. 
We  desire  to  work  out  our  solutions  gradually,  nor  does  any  stringent 
urgency  exist  in  this  state  which  needs  compel  haste  and  hurry. 

We  contend  that  we  are  not  “in  trade,”  and  our  members  who 
practice  the  art  and  science  of  medicine  individually  are  not  working 
at  a trade.  Were  we  for  a moment  to  assume  the  contrary,  then  the 
corollary  would  confront  us,  and  the  practices  and  usages  of  trade 
unionism  would  be  ready  at  hand  for  our  use  in  striving  for  eco- 
nomic goals.  Organized  medicine  has  never  contended  that  it  was 
a trade  union  or  a guild.  Our  primary  concern  is  not  our  individual 
economic  advantages,  but  that  the  people  we  are  organized  to  serve 
shall  receive  a better  quality  and  a higher  grade  of  medical  care. 

A great  record  of  achievement  is  ours:  the  lowest  mortality  and 
morbidity  record  anywhere,  with  hospitals  and  colleges  maintaining 
standards  which  are  the  envy  and  the  admiration  of  the  world;  a 
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record  of  co-operation  with  public-health  agencies  that  is  reflected 
in  the  fine  health  statistics  of  our  people.  We  can  afford  to  go  to 
court  and  abide  the  issue.  We  have  clean  hands. 


Medicine  Looks  Ahead 

Events  of  the  past  two  months  furnish  concrete  proof  that  the 
face  of  medicine  is  turned  toward  the  future.  In  at  least  two  states 
and  six  large  cities  elsewhere  prepayment  plans  are  afoot  to  provide 
medical  care  for  low-income  groups. 

In  California  and  Utah  state-wide  programs  will  be  launched  by 
organized  medicine  within  the  next  two  or  three  months.  New 
York  City,  Washington,  D.  C.,  Kansas  City,  Buffalo,  Detroit,  and 
Milwaukee  are  formulating  the  details  of  plans  soon  to  be  an- 
nounced. If  these  projects  are  successful  they  will  speedily  be  adap- 
ted to  the  needs  of  other  communities. 

The  method  of  local  selection  is  far  more  practicable  than  nation- 
wide compulsory  insurance.  In  a country  as  large  as  this  the 
available  medical  facilities  differ  from  county  to  county,  from  state 
to  state.  Climatic  variations,  industrial  conditions,  divergences  in 
income  produce  totally  different  medical  requirements  in  different 
sections  of  the  country. 

Under  the  system  favored  by  organized  medicine,  the  profession 
in  each  locality  would  determine  community  needs  and  base  its 
program  thereon.  Voluntary  nonprofit  prepayment  plans  would 
supply  services  which  the  low-income  groups  are  unable  to  purchase 
on  an  individual  basis.  Government  funds  would  provide  for  both 
domiciliary  care  of  the  indigent  by  the  physicians  of  their  choice  and 
institutional  treatment. 

The  broad  and  flexible  program  favored  by  the  profession  entails 
a minimum  of  bureaucracy  and  a maximum  of  actual  medical  care 
for  each  dollar  spent.  It  retains  the  virtues  of  private  medical 
practice  at  the  same  time  that  it  makes  the  great  resources  of  gov- 
ernment available  for  individual  health  services. 


In  a Nutshell 

In  a defense  of  the  course  pursued  by  the  District  of  Columbia 
Medical  Society,  Dr.  Thomas  E.  Mattingly,  a member  of  its  Com- 
mittee on  Economics,  summarizes  the  motives  and  policies  of  the 
organized  medical  profession  in  terms  that  any  layman  can  under- 
stand. He  lays  no  claim  to  perfection  of  method  for  the  profession, 
but  reminds  the  public  “that  our  social  objectives  are  just  as  al- 
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truistic  though  infinitely  less  speculative  than  those  who  seek  our 
indictment/ ’ 

The  advocates  of  compulsory  insurance  try  to  make  up  for  the 
weakness  of  their  factual  arguments  by  bitter  attacks  upon  the 
motives  of  organized  medicine.  Dr.  Mattingly  reminds  the  public 
that  the  foes  of  the  existing  American  system  of  practice  have  not 
a monopoly  on  altruism.  For  thousands  of  years  physicians  have 
fought  for  the  betterment  of  human  health.  They  cannot  be  ac- 
cused of  abandoning  this  fight  merely  because  they  refuse  to  sub- 
scribe to  schemes  which  their  experience  and  professional  convictions 
reject. 

Contrary  to  a prevalent  impression,  sedulously  fostered  by  the 
proponents  of  compulsory  insurance,  medicine  does  not  condemn 
all  prepayment  plans.  Dr.  Mattingly  lays  down  four  principles 
under  which  voluntary  insurance  is  entirely  acceptable  to  the 
profession : 

1 . The  patient  must  have  the  right  to  choose  his  own  physicians. 

2.  No  tax  subsidies  should  be  granted  to  one  class  of  citizens 
which  are  not  available  to  every  other  citizen  in  the  same  cir- 
cumstances. 

3.  There  should  be  free  competition  within  the  profession;  and 
the  physician’s  success  should  depend  on  merit  rather  than 
political  favor. 

4.  “.  . .Under  no  plea  of  emergency  should  the  patient  be  per- 
suaded to  delegate  the  control  of  medical  practice  to  those 
who  promise  more  than  reason  and  experience  tell  us  they  can 
deliver^ 

As  Dr.  Mattingly  succinctly  observes,  “whatever  the  faults  of  the 
present  system  of  medical  care,  ...  it  at  least  has  the  virtue  of  paying 
its  way.”  The  coming  generation  in  this  country  will  bear  the  bur- 
den of  enough  half-baked  reforms  without  adding  to  the  load  with 
compulsory  health  insurance. 

Those  who  oppose  this  scheme  are  not  necessarily  hard-hearted 
reactionaries  or  rogues,  and  the  government  should  abandon  the 
policy  of  treating  them  as  such.  There  are  “grave  dangers  . . . 
terrifying  potentialities,”  in  allowing  “any  agency  of  government 
other  than  the  lawmaker  to  legislate  through  subterfuge.” 

The  state  can  effect  many  beneficial  changes  in  the  distribution 
of  medical  care  by  consultation  and  co-operation  with  the  medical 
profession.  It  will  not  effect  any  lasting  medical  good  by  starving 
or  coercing  physicians  into  acceptance  of  schemes  in  which  they  do 
not  believe. 
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The  Suprarenal  Cortex 

In  the  domain  of  research,  the  extirpation  of  organs  remains  one 
of  the  important  means  for  the  study  of  physiologic  activity  and 
endocrine  therapy.  As  a by-product  it  has  contributed  immensely 
to  the  more  exact  evaluation  of  clinical  signs  and  symptoms  which 
in  turn  has  led  to  the  transplantation  of  the  physiologic  chemist  from 
the  laboratory  to  the  bedside.  Many  clinical  phenomena  hitherto 
inexplainable  are  now  known  to  be  the  result  of  a slight  dysfunction 
of  one  of  the  glands  of  internal  secretion. 

The  destruction  of  the  suprarenal  cortex  has  always  been  asso- 
ciated with  the  entity  known  as  Addison’s  disease.  It  is  only  within 
recent  years  that  extirpation  studies  of  the  suprarenal  cortex  have 
furnished  us  with  a knowledge  of  the  multiplicity  of  bodily  functions 
which  are  dependent  upon  its  normal  activity.  The  metabolism 
of  the  mineral  salts,  particularly  sodium  and  potassium,  is  pro- 
foundly affected  by  its  removal;  the  viscosity  of  the  blood  is  in- 
creased; and  alterations  are  noted  in  carbohydrate,  fat,  and  nitro- 
gen metabolism.  Clinically,  early  evidences  of  disturbed  neuro- 
muscular function  are  noted.  Each  and  all  of  these  phenomena  can 
be  corrected  by  supplying  to  the  experimental  animal  an  active 
extract  of  the  cortical  substance. 

Confusion,  however,  still  exists  concerning  the  earliest  sign  or 
symptom  of  adrenal  cortical  dysfunction  in  humans.  This  is  but 
natural  since  in  the  various  animals  used  for  research,  some  appear 
earlier  in  one  species  while  different  ones  have  been  reported  to  be- 
come manifest  sooner  in  others.  From  all  the  experimental  data 
at  hand,  we  may  expect  soon  a clearer  clinical  concept  of  the  effects 
of  disturbed  suprarenal  function.  Rhinologists,  for  example,  have 
reported  decided  benefit  in  vasomotor  rhinitis  from  the  use  of  ex- 
tracts of  the  suprarenal  cortex  administered  together  with  dilute 
hydrochloric  acid.  Hislop1  has  found  that  the  intramuscular  in- 
jection of  cortin  gave  good  results  in  marasmus.  All  indications 
point,  therefore,  to  a broadening  of  the  scope  of  the  use  of  suprarenal 
cortex  as  a therapeutic  agent. 


The  Diabetic  Situation 

It  is  interesting  to  reflect  upon  the  changes  which  have  resulted  in 
the  diabetic  situation  since  the  introduction  of  insulin.  With  the 
marked  increase  in  the  diabetic  population  which  has  been  brought 
about  by  the  reduction  in  fatalities  there  have  arisen  problems  in 
the  prevention  of  diabetes  and  management  of  the  mounting 


1.  Hislop:  Lancet,  2:  308  (1938). 
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number  of  diabetics.  Joslin1  estimates  this  number  as  three  times 
that  which  existed  fifteen  years  ago.  Because  the  disease  is  of  such 
nature  that  at  the  present  time  it  can  only  be  controlled  rather  than 
cured,  the  care  of  the  patient  should  logically  fall  to  the  family 
doctor  rather  than  to  the  specialist.  The  dietary  regime  is  simple 
of  application  and  the  rules  for  insulin  medication  are  standardized. 
The  addition  of  protamine  zinc  insulin  has  further  simplified  treat- 
ment, so  that  with  this  armamentarium,  the  general  practitioner  is 
competent  to  guide  a diabetic  along  a successful  course. 

The  attention  of  the  metabolists  is  now  being  directed  more  toward 
the  field  of  prevention.  Only  recently  has  the  significance  of  hered- 
ity been  realized  as  an  important  factor  in  the  development  of  this 
fundamental  metabolic  defect.  This  follows  the  laws  governing 
the  transmission  of  recessive  traits.  It  is  strongly  urged  that  two 
known  diabetics  should  not  marry  and  have  children,  nor  should  a 
diabetic  marry  a person  of  diabetic  heredity.2  The  avoidance  of 
obesity  in  a predisposed  individual  and  a measured  daily  carbo- 
hydrate intake  in  an  otherwise  average  normal  diet  are  recom- 
mended as  preventive  measures.  Finally,  recent  experiments  have 
proved  that  diabetes  can  be  artificially  produced  by  the  injection  of 
anterior  pituitary  hormone  in  animals  without  injury  to  the  pan- 
creas.1 This  result,  achieved  by  means  of  a hormone,  leads  to  the 
belief  that  there  exists  within  the  body  a counterprinciple  that  is  ca- 
pable of  preventing  one  from  having  the  disease. 

Until  such  time  as  the  treatment  of  diabetes  will  be  altered  we  are 
still  confronted  with  the  increased  number  of  living  diabetics  whose 
best  assurance  for  their  continued  well-being  lies  in  the  efficient, 
scientific  control  of  their  malady  by  their  family  doctors. 


A Service  to  the  Rochester  Community 

Public  minded  and  civically  inclined  laymen  have  just  made  a 
contribution  to  the  whole  Rochester  community  by  dedicating  to 
the  Rochester  Academy  of  Medicine  a new  auditorium,  library,  and 
museum.  The  ceremonies  took  place  from  January  11  to  13,  and 
were  of  intense  interest  to  both  the  local  profession  and  the  public. 

The  function  of  an  Academy  of  Medicine  in  the  co-ordinated  ranks 
of  medicine  carries  out  a different  function  than  that  performed  by 
the  units  of  organized  medicine.  Largely  its  function  is  of  educa- 
tional import  and  dependent  upon  the  success  with  which  it  carries 
out  this  function,  it  stands  in  a given  community  as  a symbol  of 
progress  in  medicine.  But  in  addition — because  the  teacher  has 


1.  Joslin,  E.  P.:  N.  Eng.  J.  Med.,  219:  547  (Oct.  13),  1938. 

2.  Adlersberg,  D.,  and  Siegal,  S.:  N.  Eng.  J.  Med.,  219:  194  (Aug.  11),  1938. 
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always  held  a place  of  high  esteem  and  because  his  role  is  obviously 
unselfish,  an  Academy  of  Medicine  has  come  to  represent  to  the 
public  the  unselfish  and  unself -seeking  side  of  the  medical  profes- 
sion. It  is  a source  of  information  on  the  past  history  of  the  roman- 
tic rise  of  medicine — from  a priestly  cult  to  a science  and  an  art. 
It  is  a center  of  ready  reference  to  answer  perplexing  problems  that 
occur  in  so  many  elements  of  life,  and  as  one  contemplates  its  ac- 
tivities one  realizes — when  it  has  finally  established  itself — that  the 
community  could  hardly  get  along  without  it. 

The  Medical  Society  of  the  State  of  New  York  congratulates  the 
City  of  Rochester  for  having  made  possible  to  itself  this  educational 
service  which  we  feel  sure  the  Rochester  Academy  of  Medicine  will 
fulfill  for  it. 


Current  Comment 


. . Man  is  mortal;  man  is  frail.  It 
may  be  that  some  fine  day  we  shall  all 
work  for  the  pure  joy  of  effort,  that  we 
shall  strive  and  struggle  with  only  the 
prod  of  the  desire  for  efficient  achieve- 
ment. But  that  day  is  not  yet.  If  I 
have  to  have  a sawbones  look  me  over, 
give  me  one  who  has  some  slight  interest 
in  getting  me  back  into  the  pink.  Put 
ten  doctors — or  ten  men  of  any  profes- 
sion— in  one  organization,  pay  them  all 
approximately  the  same,  make  it  difficult 
if  not  impossible  for  any  one  to  get  fired. 
In  a month,  two  are  doing  all  the  work, 
while  the  others  play  golf.  . . Quoting 
from  “State  Medicine,  Navy  Style,”  an 
article  from  an  anonymous  contributor,  in 
the  January  American  Mercury. 

“Most  of  the  idealism,  the  self-sacri- 
fice, the  unselfishness,  the  burning  pas- 
sionate interest  in  the  welfare  of  humans, 
the  unflinching  devotion  to  their  duty, 
and  the  deepest  religious  convictions  that 
exist  in  the  young  men  who  begin  their 
lives  in  America,  you  will  find  in  those 
young  men  who  enter  medical  schools.  . . . 
We  believe  that  Thurman  Arnold  has 
unwittingly  raised  an  issue  that  lawyer- 
politicians  would  prefer  to  keep  quiet : 

How  much  more  of  our  freedom  of  ac- 


tion, of  our  liberties  to  engage  in  the  ex- 
change of  goods  and  services,  must  we 
sacrifice  to  the  obsessions  of  legalistic  de- 
partment dictators  in  Washington  who 
have  unlimited  power  to  regulate  a pro- 
ductive system  which  they  do  not  under- 
stand?” From  the  editorial  page  of  the 
New  York  Daily  Mirror  of  December  22, 
1938. 

“.  . . If  the  case  is  fought  through  the 
courts,  as  the  medical  association  prom- 
ises that  it  will  be,  it  must  end  either  in  a 
victory  for  them,  which  would  leave 
everything  as  before,  or  a defeat  which 
might  very  gravely  jeopardize  their  in- 
valuable function  of  generally  policing 
the  profession.  ...”  “The  Doctors  Are 
Indicted,”  and  the  Herald  Tribune  of 
December  22,  1938,  comments  editori- 
ally thereon. 

“We  all  know  we  are  too  self-willed 
and  impatient  and  lazy  to  follow  a doc- 
tor’s directions.  We  all  know  that  co- 
operation and  obedience  are  the  rarest 
virtues  known  to  mankind.  Until  we 
Americans,  rich  and  poor,  agree  to  co- 
operate with  our  medical  adviser  and 
obey  his  decrees,  discussion  of  bigger  and 
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better  medical  attention  is  just  so  much 
piffle.  ...  As  a matter  of  fact,  most  of 
us  think  we  know  more  about  ourselves, 
than  the  doctor  possibly  can.  At  least, 
if  we  do  not  think  so,  we  give  a letter- 
perfect  imitation  of  thinking  so.  To  this 
fact  is  due  a great  deal  of  the  enormous 
cost  for  medical  attention  in  the  United 
States  which  is  the  fundamental  basis  from 
which  those  who  would  socialize  medicine 
bring  their  argument. 

Frankly,  the  nation  needs  socialized 
medicine  much  less  than  common  sense. 
If  patients  had  more  of  that  commodity, 
and  realized  the  folly  of  seeing  a physician 
and  then  stubbornly  refusing  to  follow  his 
instructions,  there  would  be  less  serious 
illness  and  fewer  premature  departures 
from  this  vale  of  tears  by  persons  who  are 
really  ill  but  knew  entirely  too  much  to 
follow  their  doctor’s  advice.”  A clipping 
from  the  San  Bernardino  (Calif.)  Telegram. 

“There  is  this  difference  between  the 
two  temporal  blessings — health  and 
money;  money  is  the  most  envied,  but 
the  least  enjoyed;  health  is  the  most  en- 
joyed, but  the  last  envied;  and  this  su- 
periority of  the  latter  is  still  more  obvious 
when  we  reflect  that  the  poorest  man 
would  not  part  with  health  for  money, 
but  that  the  richest  would  gladly  part 
with  all  his  money  for  health.” — Colton. 

• • • 

“.  . . As  to  how  many  people  can  be 
included  in  the  ‘medically  indigent’  group, 
there  is,  of  course,  no  definite  standard. 
It  is  a strange  coincidence  that  on  one  hand 
we  hear  loud  cries  of  inability  to  pay 
medical  fees  after  meeting  the  ‘necessities 
of  life,’  and  on  the  other  hand  equally 
loud  cries  from  Health  Conferences  that 
medical  services  are  so  great  a necessity 
of  life  as  to  require  a special  social  service 
plan.  ‘Consistency,  thou  art  a jewel.’  ” 
Recently  published  comment  in  the 
Columbus  Academy  of  Medicine  Bulletin. 

• • • 

“The  Medical  Trades  Assembly  is  busy 
these  days  with  matters  of  jurisdiction. 
There  is  still  the  question  of  where  gastro- 


enterology leaves  off  and  proctology  be- 
gins, whether  the  application  of  hot  stupes 
is  physiotherapeutic  or  in  the  realm  of 
the  internist,  whether  paracentesis  ab- 
dominalis  is  a medical  or  a surgical  meas- 
ure, whether  eczema  is  dermatologic  or 
allergic,  etc.,  etc. 

“This  confusion  is  the  result  of  the 
loose  methods  and  unfair  practices  that 
existed  before  the  entrance  of  medicine 
into  craft  unions. 

“In  those  ancient  days  it  was  not  an 
uncommon  experience  to  find  an  obstetri- 
cian prescribing  a feeding  formula  for  a 
baby,  an  abdominal  surgeon  reducing  a 
fracture,  or  an  internist  ordering  a hot 
water  bottle. 

“In  those  benighted  times  there  were 
even  those  who  called  themselves  general 
practitioners  and  who  transgressed  with 
impunity  the  field  of  the  obstetrician,  the 
orthopedist,  the  pediatrician,  and  even 
the  dermatologist.  Since  medicine  has 
unionized,  such  doings  are  a thing  of  the 
past  but  the  echoes  of  those  days  may  still 
be  heard. 

“Joe  Bruznoski,  business  agent  for 
Obstetric  Local  No.  24,  calls  attention  to 
the  new  rule  that  goes  into  effect  Nov.  2, 
whereby  all  obstetricians  are  required  to 
have  helpers.  Fine  idea!  More  union 
members  at  work. 

“We  wish  to  call  attention  again  to  the 
rules  as  to  working  hours.  No  work  may 
be  done  before  8 a.m.  or  after  5 p.m.  and 
no  work  on  Saturdays,  Sundays,  or  holi- 
days. Exceptions  to  this  may  be  made 
only  with  the  consent  of  the  Committee 
of  your  Local.  If  a condition  arises 
where  you  feel  that  something  should  be 
done  outside  regular  working  hours  take 
it  up  with  your  Committee  which  meets 
every  Thursday  at  8 p.m.  Under  no 
circumstances  are  you  to  do  anything 
until  their  approval  has  been  secured. 

“The  question  of  jurisdiction  in  the 
present  epidemic  of  scarlet  fever  has  been 
referred  to  the  International  Union  for 
settlement.”  “Union  News  from  the 
Organized  Medical  and  Surgical  Crafts” 
heads  the  amusing  satire  to  be  found  in 
the  Peoria  Medical  News  of  recent  date, 
from  which  we  have  quoted  in  part. 


SURGERY  IN  HYPERTHYROIDISM 

Frank  H.  Lahey,  M.D.,  Boston 


Since  we  have  now  performed  17,388 
operations  for  goiters,  of  which  76 
per  cent  have  been  for  hyperthyroidism, 
it  seems  probable  to  me  that  the  chair- 
man of  your  program  committee  assigned 
the  subject  of  surgery  in  hyperthyroidism 
to  me  with  the  idea  that  from  this  large 
experience  certain  practical  convictions 
and  deductions  must  have  been  drawn. 
In  presenting  this  subject  I am  less  in- 
terested in  the  technical  side  of  the  sub- 
ject, although  that  is  of  real  importance, 
than  in  deductions  in  this  experience  as 
relate  to  other  aspects  of  surgery  in  hy- 
perthyroidism, such  as  the  diagnosis  of 
borderline  cases  of  hyperthyroidism,  the 
avoidance  of  complications,  the  amount 
of  thyroid  tissue  to  remove,  the  control 
of  mortality,  and  anesthesia  in  hyper- 
thyroidism. 

Any  discussion  of  established  and  frank 
hyperthyroidism  would  be  a complete 
waste  of  time  since  the  diagnosis  in  these 
phases  of  toxic  thyroid  states  is  so  self- 
evident.  This  is  not  the  case,  however, 
in  many  of  the  borderline  states  in  which 
it  is  extremely  perplexing  to  separate 
those  nervous  states  of  nonthyroid  origin 
from  those  of  thyroid  origin.  As  yet 
there  are  available  no  measures  by  which 
this  segregation  can  be  quickly  and 
certainly  made.  Determinations  of  basal 
metabolic  rate,  blood  cholesterol,  and 
blood  iodine  lend  us  little  or  no  positive 
aid  in  separating  these  vague  borderline 
states  into  those  groups  of  thyroid  origin 
in  which  surgery  is  justifiable  and  those  of 
nonthyroid  origin  in  which  surgery  is  dis- 
astrous. 

It  is  in  this  group  of  cases  that  ill  ad- 
vised surgery  does  much  harm  since  not 
only  is  the  gratifying  improvement  lack- 
ing which  is  so  typical  of  subtotal  thy- 
roidectomy in  hyperthyroidism  but  the 
already  nervously  shaken  individual  suf- 
fers greater  intensification  of  this  state. 


As  a result  of  this  experience  which  we 
have  had  there  is  nothing  which  has  been 
more  strikingly  impressed  upon  us  than 
the  fact  that  when  a patient  suspected  of 
having  hyperthyroidism  is  a borderline 
case  there  is  not  the  slightest  danger  of 
him  going  into  a thyroid  crisis.  There  is 
not  the  slightest  danger  of  this  group  of 
patients  dying  from  delay.  The  history 
of  practically  every  case  of  true  hyper- 
thyroidism is  that  with  time  it  will  reveal 
itself  clinically  as  a definite  hyperthyroid- 
ism, or  in  failing  to  do  so  will  reveal 
itself  as  some  other  state.  One  can,  I be- 
lieve, state  with  reasonable  assurance 
that  a majority  of  the  patients  suspected 
of  borderline  hyperthyroidism  will  prove 
to  be  patients  whose  symptoms  are  of 
nonthyroid  origin,  and  I would  particu- 
larly stress  what  I have  repeatedly  stated, 
that  is,  when  there  is  doubt  of  the  diag- 
nosis of  hyperthyroidism  that  doubt 
should  never  be  settled  by  operation  but 
by  delay  and  by  permitting  the  individual 
by  his  clinical  appearance  to  prove  the 
presence  or  absence  of  hyperthyroidism. 
There  will  be  few  cases  in  our  experience 
in  which  this  proof  will  not  eventually 
demonstrate  itself  one  way  or  the  other. 

We  have  for  a number  of  years  privately 
stated  that  there  are  definitely  patients 
with  low-grade,  chronic  hyperthyroidism, 
possibly  in  temporary  remissions  who 
show  normal  basal  metabolic  readings. 
We  have  refrained  from  making  this 
statement  publicly  because  we  believe 
it  to  be  a most  dangerous  teaching  and 
one  which  tends  to  lend  itself  to  indis- 
criminate subtotal  thyroidectomy.  We 
have  seen  so  many  gratifying  results 
following  subtotal  thyroidectomy  in  a 
number  of  these  cases  that  it  now  seems 
worthwhile  to  call  attention  to  the 
possibilities  of  this  situation. 

The  diagnosis  of  hyperthyroidism  and 
the  submission  of  such  patients  to  sub- 
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total  thyroidectomy  in  the  presence  of  a 
normal  basal  metabolic  rate  require  a high 
degree  of  conscientious  clinical  acumen 
to  properly  select  those  cases  in  which 
the  conditions  are  truly  due  to  a hyper- 
thyroidism often  recurring  in  character, 
and  to  reject  those  cases  in  which  symp- 
toms are  of  non  thyroid  origin.  We  feel 
that  the  outstanding  clinical  factor  which 
must  be  present  in  this  group  of  cases 
is,  in  the  majority  of  instances,  an  en- 
largement of  the  thyroid  gland,  but  in  all 
cases,  firmness  of  the  thyroid  gland 
when  it  is  of  the  primary  hyperthyroid 
type.  Rarely  will  there  be  absent  in  the 
histories  of  such  patients  reports  of  long- 
standing symptoms  of  hyperthyroidism 
with  repeated  periods  of  remission.  The 
condition  which  will  be  most  confusing 
in  this  situation  which  can  be  settled  only 


by  those  who  have  had  a large  experience 
in  interpreting  toxic  thyroid  states  is  that 
of  thyroiditis  associated  with  nonthyroid 
neurogenic  states. 

Because  we  have  considered  it  like- 
wise a dangerous  teaching  for  general  dis- 
semination we  have  never  before  called 
attention  to  the  fact  that  there  are  oc- 
casional patients  with  multiple  colloid 
adenomas  of  the  thyroid  which  have  be- 
come semicystic  or  seminecrotic  with 
normal  metabolisms  in  whom,  following 
the  removal  of  these  adenomas,  general 
improvement  appears  similar  to  that 
following  subtotal  thyroidectomy  in  pri- 
mary hyperthyroidism,  with  weight  gain, 
pulse  drop,  restoration  of  pulse  rhythm, 
and  elimination  of  cardiac  symptoms. 
We  realize  again  in  making  this  state- 
ment that  it  can  be  sadly  misapplied  and 
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lend  support  to  the  indiscriminate  em- 
ployment of  subtotal  thyroidectomy  in 
patients  with  multiple  adenomatous  goi- 
ters which  do  not  possess  the  least  degree 
of  toxicity.  I believe  nevertheless  since 
it  is  my  duty  to  make  deductions  from 
this  large  experience  that  I should  frankly 
state  that  such  experiences  have  led  me 
to  believe  this  to  be  r fact.  Some  of  the 
most  brilliant  results  which  we  have  ob- 
tained by  subtotal  thyroidectomy,  though 
relatively  few  in  number,  are  in  those 
older  patients  who  have  chronic,  recurring, 
low-grade  types  of  hyperthyroidism  in 
which  a very  low  or  at  times  normal 


metabolic  rate  has  been  found.  Likewise 
striking  results,  as  already  stated,  have 
to  our  surprise  occasionally  followed  sub- 
total thyroidectomy  in  patients  with  the 
necrotic  or  semicystic  type  of  multiple 
colloid  adenomatous  goiter. 

Since  a majority  of  thyroid  operations 
will  be  done  upon  the  feminine  sex  it  is 
but  natural  that  considerable  interest 
should  relate  itself  to  the  scar.  It  is 
unfortunate  that  the  gain  * in  weight, 
drop  in  pulse  rate,  and  loss  of  nervous 
symptoms  in  patients  who  have  had  sub- 
total thyroidectomy  do  not  produce  in 
patients  the  most  lasting  gratitude.  Pa- 
tients soon  become  adjusted  to  these  im- 
provements and  forget  that  they  were 
ever  otherwise.  A bad  scar,  however, 
makes  an  impression  which  is  lasting  and 
distressing. 


Little  need  be  said  regarding  the  type 
of  incision  for  thyroid  operations.  Con- 
cerning that  there  is  almost  universal 
agreement.  The  important  point  which 
we  wish  to  make  as  a result  of  our  ex- 
perience with  goiter  scars  in  patients  with 
prominent  goiters  is  the  compensatory 
placing  of  the  scar  at  a higher  level  than 
it  is  desired  to  be,  and  the  compensatory 
tilting  of  the  skin  incision  when  one  side 
of  the  neck  is  more  prominent  than  the 
other. 

As  is  shown  in  the  diagrammatic  illus- 
trations 1 and  2 of  prominent  thyroid 
glands,  there  will  be  considerable  slipping 
of  the  skin  following  the  subtotal  thy- 
roidectomy with  the  result  that  when  the 
original  incision  is  made  at  the  desired 
level  due  to  slippage  this  incision  may 
well  migrate  down  over  the  front  of  the 
chest,  a most  undesirable  level  where  it 
cannot  be  concealed  by  any  neck  decora- 
tion. In  those  unilateral  prominences  of 
the  thyroid,  when  a well  balanced  incision 
is  made  at  the  proper  level  following  the 
skin  slippage  on  one  side  the  original 
symmetrically  placed  incision  may  be  so 
tilted  as  the  result  of  the  unilateral 
slippage  that  a most  awkward  and  unde- 
sirable scar  will  result.  As  is  shown  in 
the  diagrammatic  illustrations,  in  most 
patients  having  large  prominent  thyroids 
the  skin  incision  should  in  a compensa- 
tory manner  be  placed  at  a higher  level 
than  it  is  desired  to  be  following  the 
removal  of  the  thyroid,  and,  in  those  pa- 
tients with  unilateral  enlargements  of 
the  thyroid,  the  portion  of  the  incision 
over  the  enlarged  lobe  of  the  thyroid 
should  be  elevated  compensatorily  as 
compared  with  the  opposite  side  so  that 
following  the  removal  of  the  thyroid  tu- 
mor slippage  will  result  in  a symmet- 
rical scar. 

Tetany  is  undoubtedly  one  of  the  most 
distressing  complications  associated  with 
the  surgery  of  hyperthyroidism.  It 
should,  however,  we  believe,  be  largely  a 
matter  of  the  past.  As  evidence  of  this 
is  the  fact  that  out  of  this  entire  group 
of  cases  there  have  been  but  fifteen  cases 
of  permanent  tetany  and  no  permanent 
tetany  has  now  occurred  in  this  clinic 
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in  the  past  two  years.  These  results  have 
not  been  obtained  by  a single  surgeon 
but  by  a group  of  surgeons  operating  upon 
these  patients,  and  they  are  related  in 
our  opinion  to  the  following  factors:  (1) 
adequate  exposure  which  we  believe  can 
be  obtained  only  by  severing  the  prethy- 
roid muscle;  (2)  a completely  dry  field; 
(3)  an  intense  light  obtainable  only  by 
special  concentrated  illumination  of  the 
posterior  aspect  of  the  thyroid ; (4)  a well 
developed  anatomic  knowledge  of  the 
color,  shape,  position,  and  possible  rela- 
tionship of  the  superior  and  inferior  para- 
thyroid glands.  We  are  by  no  means  cer- 
tain that  the  autogenous  transplantation 
of  any  parathyroids  found  upon  the 
specimen,  as  we  have  suggested,  into  the 
stemomastoid  muscle  plays  or  has  played 
a real  part  in  the  production  of  this  low 
incidence  of  tetany.  We  do  know  that 
it  has  been  proved  that  a patient’s  own 
parathyroid  glands  can  be  transplanted 
into  his  own  tissue  and  there  is  no  doubt 
in  our  minds  that  a parathyroid  gland 
found  on  the  removed  specimen  at  the 
operating  table  is  better  off  in  a dry  hole 
in  the  patient’s  stemomastoid  muscle 
than  it  is  in  a pathologic  laboratory. 

When  a successful  accomplishment  of 
tissue  culture  parathyroid  grafts  immu- 
nized to  the  host’s  serum  was  reported  by 
Dr.  Harvey  B.  Stone  of  Baltimore,  we 
were  thrilled  by  the  possibility  of  cross- 
grafting hitherto  considered  impossible. 
We  have  done  tissue  culture  cross  grafts 
in  six  cases  with  ultimate  failure  to  main- 
tain elevations  of  blood  calcium  in  the 
entire  group.  Drs.  Coffer  and  Maddock, 
of  Ann  Arbor,  have  likewise  reported  un- 
successful end  results  in  similar  cases. 
The  end  results  of  the  tissue  culture  para- 
thyroid grafts  originally  reported  by 
Drs.  Stone,  Bowing,  and  Guy  have  as 
yet  not  been  reported.  The  delay  in 
reporting  end  results  in  this  group  of 
cases,  together  with  our  end  results  and 
those  of  Drs.  Coffer  and  Maddock,  makes 
it  seem  possible  that  the  biologic  law 
hitherto  accepted  that  failure  will  follow 
cross  grafting  will  in  all  probability  be 
maintained.  A.  T.  10,  which  can  be 
taken  by  mouth,  developed  by  Holtz  of 


Berlin  and  now  available  in  this  coun- 
try, has  greatly  simplified  the  manage- 
ment of  parathyroid  tetany  when  it  has 
occurred. 

It  has  always  been  of  interest  to  me 
that  certain  procedures  in  surgery  become 
traditional,  are  accepted  without  ques- 
tion, and  are  handed  down  unchanged 
from  one  generation,  to  another.  One  of 
these  has  been  the  management  of  the 
recurrent  laryngeal  nerve  in  subtotal 
thyroidectomy  for  hyperthyroidism.  It 
has  been  handed  down  from  Kocher’s  time 
that  the  recurrent  laryngeal  nerve  should 
not  be  seen  and  that  sufficient  thyroid 
tissue  should  be  left  over  the  recurrent 
laryngeal  nerve  so  that  there  will  be  no 
danger  of  injuring  it. 

Three  years  ago  I became  convinced 
that  this  was  not  the  best  way  of  avoiding 
injury  to  this  structure.  I have  repeat- 
edly stated  that  it  seems  to  me  that  the 
question  of  injury  to  the  recurrent  laryn- 
geal nerve  is  similar  to  the  question  of 
injury  to  the  ureter  in  hysterectomy. 
When  the  ureters  were  avoided  by  not 
demonstrating  them  but  by  placing 
clamps  close  on  the  side  of  the  cervix 
many  ureters  were  undoubtedly  injured. 
When  the  method  of  dissecting  and 
demonstrating  ureters  developed  and 
when  surgeons  became  expert  in  this  pro- 
cedure, injuries  to  the  ureter  became  less 
in  number. 

Three  years  ago  I instituted  in  our 
clinic  the  plan  of  exposing  the  recurrent 
laryngeal  nerve  in  practically  every  op- 
eration upon  the  thyroid  gland.  I have 
purposely  refrained  from  remarks  on  this 
subject  up  to  lately  until  a sufficient 
length  of  time  had  passed  and  until  a 
sufficient  number  of  cases  had  been  done 
so  that  a positive  statement  based  upon 
a large  number  of  cases  over  a long  enough 
period  of  time  could  be  made. 

The  reported  incidence  of  recurrent 
laryngeal  nerve  injuries  in  the  literature 
from  several  clinics  has  been  around  3 
per  cent.  Our  incidence  of  recurrent 
laryngeal  nerve  injury  up  to  three  years 
ago  was  1.6  per  cent.  In  the  past  three 
years  well  over  3,000  recurrent  laryngeal 
nerves  have  been  exposed  and  the  per- 
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centage  of  recurrent  laryngeal  nerve 
injury  in  that  period  has  dropped  to  0.3 
per  cent.  We  believe  as  a result  of  this 
good-sized  experience  with  exposure  of 
the  recurrent  laryngeal  nerve  one  may 
safely  say  that  exposure  of  the  nerve  in 
itself,  provided  it  is  handled  with  rea- 
sonable gentleness,  will  not  result  in  in- 
jury to  that  structure.  The  course  of  the 
recurrent  laryngeal  nerve  is  extremely 
constant.  It  not  infrequently  runs  over 
the  inferior  thyroid  artery  rather  than 
under  it  and  may  easily  be  pinched  in 
clamping  bleeding  vessels  at  the  lower  pole 
of  the  gland.  It  not  infrequently  runs 
beneath  the  thyroid  tissue  which  overlies 
the  part  of  the  thyroid  cartilage  where  the 
nerve  becomes  intralaryngeal  so  that  the 
introduction  of  hemostats  at  this  point  to 
control  bleeding  vessels  frequently  causes 
it  to  be  pinched  at  this  level.  It  is  to  be 
recalled,  as  shown  in  the  illustration,  that 
the  recurrent  laryngeal  nerve  occasionally 
does  not  descend  into  the  chest  to  recur 
but  passes  directly  from  the  vagus  nerve 
into  the  upper  pole.  Failure  to  dissect 
and  demonstrate  this  abnormal  position 
will  result  in  its  injury.  As  a result  of 
this  experience  we  feel  that  we  may  safely 
say  that  the  recurrent  laryngeal  nerve 
should  be  demonstrated  in  all  cases  and 
that  when  it  is  demonstrated  and  its 
course  outlined  injury  to  it  can  be  suc- 
cessfully avoided  If  it  has  been  injured 
it  should  be  dissected  and  if  severed  its 
end  united.  We  have  easily  found  and 
sutured  three  such  nerves  cut  elsewhere 
and  sent  to  us  for  repair.  The  attitude 
that  a cut  recurrent  laryngeal  nerve  can- 
not be  found  and  sutured  is  a wrong  one. 

There  is  no  place  in  surgery  where 
anesthesia  and  anesthetists  play  a more 
important  part  than  in  the  surgery  of 
hyperthyroidism.  In  our  experience  in  a 
large  group  of  patients  upon  whom  par- 
tial thyroidectomy  has  been  done,  we 
have  been  fortunate  in  having  associated 
with  us  throughout  the  entire  time  a 
competent  group  of  men  whose  entire  time 
and  interest  have  been  devoted  to  anes- 
thesia. We  have  passed  through  the 
employment  of  various  agents  to  bring 
about  anesthesia  in  thyroid  operations, 


beginning  with  ether.  This  was  soon 
supplanted  by  local  anesthesia,  which  in 
turn  was  supplanted  by  nitrous  oxide,  in 
turn  being  supplanted  by  ethylene  which 
in  turn  has  now  been  supplanted  by  cyclo- 
propane. In  the  course  of  this  experi- 
ence we  have  arrived  at  certain  quite  defi- 
nite deductions  regarding  anesthesia  in 
thyroid  operations.  Of  all  the  anesthet- 
ics, ether  is  the  most  undesirable  anes- 
thetic agent.  Its  induction  is  slow,  it 
produces  marked  excitation,  recovery 
from  it  is  delayed  and  with  it  is  associated 
not  infrequently  prolonged  vomiting,  a 
most  undesirable  complication  in  pa- 
tients operated  upon  for  hyperthyroidism. 
Vomiting  limits  the  patient’s  attempt  to 
maintain  his  metabolic  balance  and  there 
is  no  single  factor  with  which  we  are 
familiar  which  is  better  calculated  to 
intensify  toxic  thyroid  states  than  pro- 
longed vomiting. 

Local  anesthesia  we  believe  is  unde- 
sirable because  it  makes  the  operation 
an  emotional  ordeal  for  patients  to  en- 
dure, because  it  disturbs  the  anatomy  of 
the  operating  field,  because  it  limits  ac- 
curacy of  exposure  and  anatomic  dis- 
section and  finally  because  the  mortality 
figures  reported  by  those  who  employ 
it  are  no  better  than  those  using  some 
form  of  inhalation  anesthesia. 

Nitrous  oxide  has  the  advantage  of 
being  almost  foolproof  from  the  point  of 
view  of  depth  of  anesthesia,  since  when 
patients  are  carried  too  deeply  with  this 
anesthetic,  jactitation  occurs.  It  has  the 
further  advantage  that  it  is  not  explosive. 
The  disadvantages,  however,  in  the  sur- 
gery of  hyperthyroidism  more  than  out- 
weigh its  advantages.  The  particular 
objection  to  nitrous  oxide  as  an  anesthetic 
is  that  there  is  frequently  associated  with 
it  in  anesthetic  mixtures  but  10  per  cent 
or  less  oxygen.  A degree  of  anoxemia 
which  can  result  in  cerebral  changes  as 
sometimes  occur  with  nitrous  oxide 
anesthesia  makes  it  certainly  an  unde- 
sirable anesthetic  in  patients  with  hyper- 
thyroidism in  whom  there  exists  such  high 
demands  for  oxygen  (500  to  800  cc.  per 
minute  as  compared  with  250  cc.  in  the 
average  individual). 
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Ethylene  anesthesia,  while  a great  im- 
provement over  nitrous  oxide  in  the  sur- 
gery of  hyperthyroidism,  is  open  to  the 
same  criticism  as  nitrous  oxide  in  that  in 
ethylene  anesthetic  mixtures  there  is 
present  usually  but  15  per  cent  or  less  of 
oxygen. 

Cyclopropane  possesses  all  of  the  de- 
sirable qualities  lacking  in  these  other 
anesthetic  mixtures.  It  is  as  powerful  an 
anesthetic  agent  as  ethylene,  it  is  not  un- 
duly expensive,  and  in  anesthetic  mixtures 
contains  from  10  to  15  per  cent  cyclo- 
propane, leaving  a remaining  volume  of 
85  to  90  per  cent  which  may  be  replaced 
with  oxygen.  In  actual  practice,  cyclo- 
propane mixtures  probably  contain  about 
50  to  60  per  cent  oxygen.  We  have  now 
employed  cyclopropane  almost  exclusively 
in  thyroid  surgery  since  Nov.,  1934,  and 
have  administered  it  in  literally  thous- 
ands of  cases.  In  the  beginning  of  our 
experience  with  it,  it  seemed  an  ideal 
anesthetic  particularly  for  thyroid  sur- 
gery. After  wider  experience  with  it, 
however,  we  are  conscious  of  the  fact  that 
it  too  possesses  certain  defects  from  which 
the  patient  must  be  protected.  It  is  par- 
ticularly likely  to  bring  about  cardiac 
irregularities  when  patients  are  deeply 
anesthetized  with  it  and  when  patients 
are  carried  into  deep  anesthesia  under 
cyclopropane  it  must  be  realized  that 
after  the  administration  of  the  gas  is 
discontinued  the  depth  of  anesthesia 
may  still  progress  several  minutes.  Thus, 
precautions  must  be  taken  lest,  particu- 
larly in  cardiac  cases,  undesirable  ir- 
regularities be  brought  about  and  pre- 
cautions likewise  must  be  taken  lest 
dangerous  depths  of  anesthesia  be  ob- 
tained. Our  anesthetists  have,  in  pa- 
tients with  hyperthyroidism  and  severe 
cardiac  lesions,  combined  cyclopropane 
and  nitrous  oxide  to  lessen  the  concen- 
tration of  cyclopropane  in  such  cases. 

The  employment  of  helium  mixed  with 
oxygen  as  first  proposed  by  Barach  for 
asthma  and  applied  by  our  anesthetists 
to  anesthesia  has  been  of  great  aid  in 
managing  the  anesthesia  of  some  of  the 
patients  with  severe  hyperthyroidism. 
Helium,  a metabolically  inert  gas,  when 


mixed  with  oxygen  has  the  property  of  so 
thinning  oxygen  that  it  will  pass  through 
a smaller  aperture.  In  the  mixtures 
of  80  per  cent  helium  with  20  per  cent 
oxygen  it  is  possible  to  get  in  twice  as 
much  oxygen  as  can  be  introduced  with 
oxygen  undiluted  with  helium.  In  this 
large  experience  with  subtotal  thyroidec- 
tomy for  hyperthyroidism  we  have  often 
had  forcibly  impresssed  upon  us  the  un- 
desirability of  prolonged  laryngeal  spasms 
and  how  disastrous  are  such  interfer- 
ences with  breathing  during  the  subtotal 
thyroidectomy  when  patients  cannot  re- 
ceive adequate  anesthetic  and  oxygen 
mixtures.  It  is  in  these  cases  that  the 
employment  of  cyclopropane,  oxygen, 
and  helium  mixtures  has  so  frequently 
proved  of  great  value. 

Another  point  which  we  wish  particu- 
larly to  stress  as  relates  to  anesthesia  is 
that  if  in  the  beginning  of  an  operation 
for  subtotal  thyroidectomy  there  be 
difficulty  with  anesthesia,  particularly 
as  relates  to  breathing,  an  intratracheal 
catheter  should  immediately  be  passed. 
We  have  repeatedly  had  it  demonstrated 
to  us  particularly  in  extremely  toxic 
thyroids  with  marked  thyroid  vascularity 
that  the  combination  of  technical  diffi- 
culties in  the  thyroidectomy  with  anes- 
thesia difficulties,  particularly  as  related 
to  interference  with  breathing,  can  to- 
gether bring  about  a fatality.  It  is 
infinitely  better  to  take  the  time  before 
the  subtotal  thyroidectomy  is  begun  in 
these  cases  to  introduce  an  intratracheal 
catheter,  thus  insuring  a free  airway, 
than  to  get  into  these  airway  complica- 
tions in  the  midst  of  a difficult  and  bloody 
thyroidectomy.  Still  another  point 
which  we  have  always  stressed  and  con- 
cerning which  we  still  feel  strongly  is 
that  anesthetists  should  observe  each  pa- 
tient upon  whom  the  anesthesia  is  to  be 
given  preoperatively  and  postoperatively 
in  order  that  they  may  develop  clinical 
judgment  as  to  the  degree  of  toxicity  and 
as  to  the  need  of  limiting  the  opera- 
tive procedure,  since  once  the  operation 
is  underway  they  are  to  be  the  ones  to 
estimate  the  patient’s  condition. 

Perhaps  one  of  the  most  important 
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factors  in  the  surgery  of  hyperthyroidism 
is  the  amount  of  thyroid  tissue  to  remove. 
No  specific  statement  can  be  made  re- 
garding this  decision.  It  is  here  that 
one  may  safely  state  that  in  surgery  as  a 
whole  it  can  always  be  said  that  there  can 
be  no  substitute  for  experience.  This  is, 
however,  particularly  true  in  this  situa- 
tion. The  experience  gained  from  re- 
moving too  much  thyroid  and  from  re- 
moving too  little  thyroid  and  the  ob- 
servation of  such  cases  postoperatively 
is  the  only  real  way  by  which  correct 
estimations  can  be  made.  There  are, 
however,  certain  useful  factors  related  to 
these  decisions.  The  principal  one  is 
the  individual’s  general  reactions  to  iodine 
and  the  thyroid  reaction  to  iodine.  In 
those  patients  whose  thyroid  gland  will 
involute  well  under  iodine  there  will  be 
drops  in  metabolism,  gain  in  weight,  drops 
in  pulse  rate,  and  improvement  in  ner- 
vous symptoms.  When  the  thyroid  gland 
of  such  a patient  is  under  direct  vision 
and  an  incision  made  in  it,  it  will  be  found 
to  be  firm,  pale  in  color,  and  of  diminished 
vascularity.  In  those  patients  whose 
thyroid  does  not  involute  under  iodine 
there  will  be  little  if  any  drop  in  metabo- 
lism, in  fact,  metabolism  may  rise,  there 
will  be  no  drop  in  pulse  rate,  no  gain  in 
weight,  and  no  improvement  in  nervous 
symptoms  and  the  thyroid  gland  of  such 
patients  will  be  soft,  uninvoluted,  red,  and 
extremely  vascular.  In  the  involuted 
cases  relatively  large  amounts  of  thyroid 
may  be  left  with  safety.  In  the  unin- 
voluted cases,  the  latter  group,  radical  re- 
moval must  be  done,  otherwise  persistent 
hyperthyroidism  or  recurrent  hyperthy- 
roidism will  occur.  In  addition  to  the 
above,  blood  iodine  studies  which  we 
have  now  conducted  over  the  past  four 
years,  which  will  be  reported  upon  at 
this  Congress  by  Dr.  R.  B.  Cattell  and 
Mr.  H.  J.  Perkin,  have  conclusively  dem- 
onstrated an  increased  incidence  of 
recurrent  hyperthyroidism  in  those  pa- 
tients with  long  standing  hyperthyroidism 
who,  as  the  result  of  a negative  iodine  bal- 
ance, have  so  exhausted  their  body  iodine 
that  instead  of  having  the  typical  eleva- 
tion of  blood  iodine,  as  is  so  frequently 


associated  with  an  elevated  metabolism, 
show  a low  or  normal  blood  iodine.  When, 
as  reported  by  Dr.  Cattell  and  Mr. 
Perkin,  in  those  patients  having  ele- 
vated metabolism  and  elevated  blood 
iodine  there  is  an  incidence  of  0.5  per  cent 
recurrent  hyperthyroidism,  and  when  in 
those  cases  with  elevated  basal  metabo- 
lism and  normal  or  below  normal  blood 
iodine,  there  are  22  per  cent  recurrent 
hyperthyroidism,  it  becomes  evident  that 
radical  subtotal  thyroidectomy  should  be 
done  in  those  patients  with  hyperthy- 
roidism and  low  blood  iodine. 

Perhaps  the  most  important  single  fac- 
tor in  the  surgery  of  hyperthyroidism  is 
the  control  of  mortality.  Our  mortality 
figure  for  the  entire  17,388  goiters  is  0.76 
per  cent.  We  have  been  able  to  main- 
tain a mortality  rate  ranging  below  1 per 
cent  constantly  even  in  our  worst  years 
in  all  of  our  cases  of  primary  hyperthy- 
roidism. In  toxic  adenoma  we  have 
been  able  to  maintain  a mortality  rate 
slightly  above  1 per  cent. 

Control  of  mortality  in  our  opinion  has 
to  do  with  preoperative  preparation,  the 
division  of  the  operation  into  stages,  the 
avoidance  of  postoperative  complications, 
and  the  character  of  the  postoperative 
treatment.  There  is  little  range  of  varia- 
tion in  the  possibilities  of  patients’  con- 
trol in  the  preoperative  preparation. 
One  is  limited  in  the  control  of  the  me- 
tabolism by  rest  and  by  attempting  to 
accomplish  involution  of  the  thyroid 
gland  by  iodine  and  is  likewise  limited  in 
the  attempt  to  balance  metabolism  by 
the  amount  of  carbohydrate  which  can 
be  gotten  in  by  mouth  and  by  vein. 

Mortality  is,  we  believe,  more  defi- 
nitely controlled  by  multiple  stage  pro- 
cedures than  by  any  other  single  factor 
in  the  surgery  of  hyperthyroidism.  The 
available  stages  are  ligation  of  the  su- 
perior thyroid  arteries,  first  stage  hemi- 
thyroidectomy  followed  by  second  stage 
hemithyroidectomy.  It  has  always  been 
our  experience  as  has  been  proved  by 
articles  which  we  have  published  on  this 
subject  that  when  we  diminish  the  num- 
ber of  multiple  stage  operations  which 
we  do  in  a given  year,  the  mortality 
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rate  immediately  rises.  We  have  dem- 
onstrated in  reporting  113  consecutive 
pole  ligations  that  in  66  per  cent  of  these 
cases  there  was  an  immediate  drop  in 
metabolic  rate,  a drop  in  pulse  rate,  and  a 
gain  in  weight.  When  one  realizes  that 
a procedure  of  such  little  magnitude  as 
pole  ligation  will  accomplish  this  improve- 
ment in  two- thirds  of  the  cases,  it  is  a 
measure  to  be  seriously  considered  in  any 
patient  in  whom  there  is  doubt  of  his  or 
her  ability  to  withstand  a first  stage 
hemithyroidectomy.  When  one  realizes 
likewise,  that  in  85  per  cent  of  the  cases  in 
which  first  stage  hemithyroidectomy  has 
been  done  there  was  an  immediate  drop 
in  metabolic  rate,  a drop  in  pulse  rate,  and 
a gain  in  weight  one  must  seriously  con- 
sider that  in  any  patient  in  whom  it  is 
suspected  that  complete  subtotal  thy- 
roidectomy may  be  dangerous,  an  85  per 
cent  chance  of  improvement  in  an  opera- 
tion of  definitely  less  magnitude  than 
subtotal  thyroidectomy  is  to  be  con- 
sidered. 

The  preoperative  factors  which  would 
lead  one  to  employ  multiple  stage  pro- 
cedures are  marked  weight  loss,  the  oc- 
currence of  the  disease  in  patients  over 
fifty,  in  patients  who  have  had  the  disease 
over  a year  or  longer,  in  patients  with 
low  blood  iodines,  and  with  apathetic 
thyroid  states.  It  should  be  realized 
that  basal  metabolism  is  the  poorest 
criterion  of  operability  of  all  of  the  fac- 
tors associated  with  thyroid  disease. 
The  factors  on  the  operating  table  which 
indicate  severity  of  intoxication  and 
danger  of  a fatality  are  the  consumption 
of  large  amounts  of  oxygen,  a progres- 
sively rising  pulse  pressure,  and  the  oc- 
currence of  technical  difficulties  particu- 
larly with  bleeding. 

The  two  outstanding  postoperative 
complications  which  in  our  opinion  bring 
about  fatalities  in  hyperthyroidism  are 
postoperative  hemorrhage  and  respira- 
tory difficulties.  Postoperative  hemor- 
rhage is  a most  undesirable  complication 
to  have  associated  with  the  surgery  of 
hyperthyroidism.  Postoperative  hemor- 
rhage produces  fatalities  because  it  occurs 
most  often  either  on  the  same  day  of  op- 


eration when  the  patient  has  already 
been  through  a considerable  ordeal  or  on 
the  following  day  when  they  are  in  the 
stage  of  postoperative  reaction.  When 
it  is  necessary  at  such  times  to  give  these 
toxic  patients  an  anesthetic  to  reopen 
their  wounds  and  to  put  them  through 
another  operative  ordeal,  the  additional 
burden  is  often  just  enough  to  bring 
about  a fatality.  It,  therefore,  is  of  ex- 
treme importance  we  believe  to  ligate 
every  vessel  in  subtotal  thyroidectomy 
with  the  idea  in  one’s  mind  that  caution 
is  to  be  employed  so  that  postoperative 
hemorrhages  do  not  occur. 

Another  postoperative  complication 
which  plays  a very  great  part,  we  believe, 
in  the  production  of  thyroid  mortality  is 
interference  with  breathing  postopera- 
tively.  We  have  repeatedly  stated  that 
when  patients  have  breathing  difficulties 
while  still  on  the  operating  table  after  the 
wound  has  been  closed,  the  wound  should 
then  and  there  be  reopened,  that  the 
difficulty  should  be  found  and  corrected, 
and  that  such'patients  should  not  be  sent 
back  to  bed  with  insufficient  oxygenation. 

To  permit  a patient  after  subtotal  thy- 
roidectomy for  hyperthyroidism  to  pass 
through  his  first  night  after  operation  a 
little  husky  and  a little  hampered  for 
air  is  to  invite  a fatality.  Postopera- 
tive suboxygenation  in  patients  who 
have  been  operated  upon  for  hyperthy- 
roidism often  swings  the  balance  in  favor 
of  a fatality.  We  have  repeatedly  writ- 
ten that  when  one  begins  to  debate 
whether  or  not  a tracheotomy  should  be 
done  postoperatively  in  patients  with  hy- 
perthyroidism showing  postoperative 
breathing  difficulties,  that  is  the  time  to 
do  it.  There  is  no  great  disadvantage 
in  tracheotomy  provided  the  trache- 
otomy is  properly  done  and  placed  at  a 
proper  level  and  it  is  often  the  procedure 
which  swings  the  balance  in  favor  of  a 
recovery.  Our  laryngologists  have  dem- 
onstrated to  us  that  there  is  a tendency 
on  the  part  of  surgeons  to  make  trache- 
otomies too  high.  The  easiest  place  to  do 
a tracheotomy  is  relatively  high,  close 
to  the  cricoid.  This  is  the  point  at  which 
the  trachea  is  narrowest  and  where 
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strictures  are  most  likely  to  result.  If 
tracheotomies  are  made  lower  in  the 
tracheal  ring  there  is  no  tendency  to 
narrowing  and  immediate  and  sponta- 
neous closure  of  the  air  fistula  occurs  as 
soon  as  the  tube  is  removed.  It  is  im- 
portant we  believe  in  patients  with  hyper- 
thyroidism having  postoperative  obstruc- 
tion to  breathing  to  do  early  rather  than 
late  tracheotomy. 

Conclusions 

There  is  no  serious  aspect  in  the  pa- 
tient with  borderline  hyperthyroidism. 
The  condition  will  settle  itself  much 
better  with  time  and  observation  than 
with  hasty  surgery. 

There  are  definitely  patients  with  low 
grade  chronic  hyperthyroidism  and  with 
multiple  colloid  adenomas  in  whom  sub- 
total thyroidectomy  even  in  the  presence 
of  a normal  metabolism,  will  give  good 
results.  These  cases  are,  however,  rare 
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and  require  most  conscientious  discrimi- 
nation. 

The  reports  up  to  the  present  of  tissue 
culture  cross  grafting  of  parathyroids  for 
tetany  show  little  encouragement  that  it 
will  be  a successful  procedure. 

The  incidence  of  injury  to  the  recur- 
rent laryngeal  nerves  is  too  high  and  can 
be  materially  lessened  by  the  demonstra- 
tion and  dissection  of  nerves  in  every 
subtotal  thyroidectomy. 

Anesthesia  is  an  extremely  important 
factor  in  the  surgery  of  hyperthyroidism. 
Intratracheal  anesthesia,  cyclopropane, 
and  the  employment  of  helium  have 
marked  real  advance  in  anesthesia  for 
thyroid  disease. 

Indications  for  the  radical  and  conserva- 
tive removal  of  thyroid  tissue  in  hyper- 
thyroidism are  discussed,  as  also  is  the  re- 
lation of  multiple  stage  measures  to  mor- 
tality. The  relation  of  hemorrhage  and 
respiratory  difficulty  to  mortality  is  also 
discussed. 


A DOCTORS’  CLUB  AT  THE  BIG  FAIR 

Physicians  and  public  health  workers  will 
have  their  own  Professional  Club,  an  incor- 
porated organization,  at  the  New  York  World’s 
Fair  of  1939,  it  is  announced.  Housed  in  the 
fair’s  Medical  and  Public  Health  Building,  the 
Professional  Club  will  be  the  first  of  its  kind  at 
any  international  exposition. 

The  Professional  Club  will  occupy  5,000 
square  feet  on  the  main  floor  of  the  Medical  and 
Public  Health  Building,  devoted  to  scientific 
and  educational  exhibits. 

Accredited  members  of  the  American  Medical 
Association  and  the  American  Public  Health 
Association  will  be  eligible  for  membership  in 
the  Professional  Club.  It  is  expected  that 
membership  will  be  extended  to  other  profes- 
sional groups. 

The  incorporators  of  the  Professional  Club 
are  Dr.  James  R.  Reuling,  Jr.,  who  has  been 
elected  president;  Dr.  Edward  R.  Cunniffe  and 
Dr.  Matthias  Nicoll,  vice-presidents;  Mrs. 
W.  R.  Walsh,  secretary,  and  Dr.  B.  Wallace 
Hamilton,  treasurer.  Dr.  Alfred  Hallman  is 
chairman  and  Dr.  John  Bauer  vice-chairman  of 
the  board  of  directors. 


PROGRAM  FOR  SOCIAL  HYGIENE  DAY, 
FEBRUARY  1 

The  Bureau  of  Social  Hygiene  invites  physi- 
cians to  participate  in  the  activities  of  Social 
Hygiene  Day,  February  1. 

All  sessions  of  diagnostic  and  treatment  sta- 
tions, and  central  office  will  be  open  to  physicians 
who  are  invited  to  visit  them.  The  facilities 
available  to  physicians  in  practice  will  be  fully 
explained. 

The  special  emphasis  which  the  Bureau 
places  on  physicians’  share  in  the  control  of 
Venereal  Disease  will  be  reviewed.  Staff  mem- 
bers of  the  Bureau  will  be  available  to  answer 
questions  and  to  explain  any  problems  arising 
in  the  routine  of  drug  requisitions  and  consulta- 
tion appointments. 

A meeting  will  be  held  at  125  Worth  Street, 
New  York  City,  Department  of  Health  Build- 
ing Conference  Room,  second  floor  at  8:30  p.m. 
Prominent  guest  speakers  will  participate. 

Addresses  of  Social  Hygiene  centers  and  copies 
of  the  program  may  be  secured  by  writing  the 
Bureau  of  Social  Hygiene,  125  Worth  Street, 
New  York  City,  or  by  phoning  WOrth  2-6900, 
Extension  252. 


THE  KIDNEY  FUNCTION  IN  HYPERTHYROIDISM 


Elmer  C.  Bartels,  M.D.,  Boston 


Hyperthyroidism  does  not  cause  any 
important  anatomic  changes  in  the 
kidneys  and  the  possibility  of  changes  in 
function  has  received  little  attention. 
Yet  the  profound  effects  of  thyrotoxi- 
cosis on  other  vital  organs  points  to  the 
need  for  careful  scrutiny  of  changes  in 
renal  physiology  under  the  metabolic 
strain  of  this  disorder. 

Mention  of  the  effects  of  thyroid  disease 
on  the  kidneys  has  been  found  in  only 
three  publications.  In  Means’  recent 
book  on  Diseases  of  the  Thyroid , he 
stated  that  pathologic  changes  were  not 
noted  in  his  cases  except  for  slight  vas- 
cular changes  and  an  occasional  hyalinized 
glomerulus.  Observations  on  renal  func- 
tion were  reported  in  two  earlier  papers. 
Lawrence  and  Rowe  reported  without 
comment  the  results  of  the  phenolsul- 
phonphthalein  tests  in  a comparative 
study  of  hyperthyroidism  and  myxe- 
dema. In  the  former  the  average  phthal- 
ein  excretion  in  two  hours  was  59  per 
cent,  in  the  latter  53  per  cent.  Lerman 
and  Brogan  found  that  the  results  of  this 
test  were  negative  in  seventy-five  cases 
of  exophthalmic  goiter,  except  for  a slight 
diminution  in  excretion  with  older  pa- 
tients. 

Further  study  of  the  problem  was  un- 
dertaken for  two  reasons.  An  effort  was 
made  primarily  to  obtain  additional  data 
concerning  the  metabolic  effects  of  hy- 
perthyroidism by  using  a more  sensitive 
method  to  detect  less  apparent  changes 
in  renal  function.  Secondly,  the  infor- 
mation was  desired  to  aid  in  interpreting 
the  results  of  studies  of  the  hepatic  func- 
tion recently  made  at  the  Lahey  Clinic, 
using  the  hippuric  acid  excretion  test  of 
Quick.  Briefly,  this  test  consists  of  the 
administration  of  5.9  Gm.  of  sodium 
benzoate,  followed  by  the  quantitative 


collection  of  the  urine  for  the  next  four 
hours  and  the  determination  of  the  hip- 
puric acid  in  the  specimen  obtained. 
This  study  indicated  that  liver  func- 
tion undergoes  a change  in  the  presence 
of  hyperthyroidism  more  frequently  and 
to  a greater  extent  than  has  previously 
been  shown.  Alter  publication  of  these 
data  the  possibility  that  changes  in  renal 
function  might  affect  results  was  sug- 
gested. 

Kohlstaedt  and  Helmer  studied  the 
latter  question.  In  a series  of  cases  of 
hepatic  disease  they  determined  both 
the  hippuric  acid  excretion  and  the  urea 
clearance.  They  concluded  that  with  a 
normal  urea  clearance  test,  a low  output 
of  hippuric  acid  indicated  impairment 
of  hepatic  function.  However,  if  the 
urea  clearance  was  less  than  50  per  cent 
of  normal,  the  diminished  output  of  hip- 
puric acid  might  be  influenced  by  renal 
damage  as  well  as  hepatic  disturbance. 
They  stressed  the  advisability  of  perform- 
ing both  the  urea  clearance  and  hippuric 
acid  tests  so  that  the  significance  of  the 
latter  might  be  judged  clearly. 

Method 

The  urea  clearance  test  was  selected 
for  this  study  because  it  apparently  gives 
accurate  and  complete  information  re- 
garding the  functional  ability  of  the  kid- 
neys. The  urea  clearance  test  of  Van 
vSlyke  was  used;  values  between  75  and 
125  per  cent  represent  the  normal  range. 

Twenty-three  cases  of  hyperthyroidism 
were  included  in  this  study  (Table  1). 
The  only  criterion  for  selection  was  ab- 
sence of  discernible  renal  or  vascular 
disease,  including  hypertension.  In  all 
these  cases  the  kidneys  had  the  power 
to  concentrate  normally.  Freyberg  has 
shown  that  the  value  of  the  urea  clear- 
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TABLE  1 


Type  of 

Hyper-  Weight  Basal  Urea 

Age,  thyroid-  Dura-  Loss,  Metabolic  Clearance,  Blood 


Case  Years  Sex 

ISM 

TION 

Pounds 

Rate 

Per  Cent 

Blood 

Pressure 

Type  of  Operation 

1 

24 

F 

P.H.* 

2 

years 

None 

+54; 

+20 

94 

Normal 

130/70 

Subtotal  thyroidectomy 

2 

52 

F 

A.D.f 

4 

years 

30 

+39; 

+ 52 

89 

Normal 

150/70 

Hemithyroidectomy 

3 

55 

F 

P.H. 

6 

months 

13 

+75; 

+59 

66;  72 

Slight 

anemia 

176/80 

Pole  ligation 

4 

29 

F 

A.D. 

IV2  years 

16 

+21; 

+20 

97 

Normal 

136/78 

Subtotal  thyroidectomy 

5 

57 

F 

A.D. 

1 

year 

20 

+49; 

+46 

72 

Normal 

166/68 

Hemithyroidectomy 

6 

54 

F 

A.D. 

3 

months 

15 

+38; 

+29 

108 

Slight 

anemia 

136/70 

Subtotal  thyroidectomy 

7 

52 

F 

A.D. 

2 

years 

25 

+27 

74 

Normal 

150/90 

Subtotal  thyroidectomy 

8 

37 

F 

P.H. 

2 

months 

None 

+32 

104 

Normal 

120/70 

Subtotal  thyroidectomy 

9 

62 

F 

A.D. 

1 

year 

None 

+48; 

+43 

70 

Normal 

180/90 

Hemithyroidectomy 

10 

40 

F 

P.H. 

2 

years 

15 

+53; 

+36 

68 

Normal 

130/70 

Hemithyroidectomy 

11 

51 

F 

A.D. 

3 

years 

40 

+22; 

+21 

81 

Slight 

anemia 

170/80 

Subtotal  thyroidectomy 

12 

27 

M 

P.H. 

8 

years 

32 

+ 56; 

+ 25 

105 

N ormal 

150/60 

Hemithyroidectomy 

13 

39 

F 

P.H. 

4 

months 

26 

+30; 

+ 21 

89 

Normal 

130/70 

Hemithyroidectomy 

14 

53 

F 

A.D. 

4 

years 

30 

+32; 

+32 

65 

Normal 

122/70 

Hemithyroidectomy 

15 

47 

F 

P.H. 

4 

years 

20 

+74; 

+38 

85 

Normal 

160/80 

Hemithyroidectomy 

16 

28 

F 

P.H. 

3 

months 

None 

+47; 

+ 38 

74 

Normal 

150/70 

Hemithyroidectomy 

17 

49 

F 

P.H. 

1 V2  years 

22 

+34; 

+29 

80 

Normal 

130/80 

Subtotal  thyroidectomy 

18 

40 

F 

P.H. 

6 

months 

20 

+37; 

+32 

110 

Normal 

140/80 

Subtotal  thyroidectomy 

19 

34 

F 

P.H. 

1 

year 

10 

+32; 

+28 

92 

Normal 

116/60 

Subtotal  thyroidectomy 

20 

24 

F 

P.H. 

4 

years 

10 

+37; 

+ 16 

118 

Normal 

120/70 

Subtotal  thyroidectomy 

21 

58 

F 

P.H. 

1 

year 

20 

+71; 

+ 32 

100 

Normal 

150/70 

Hemithyroidectomy 

22 

40 

M 

P.H. 

8 

months 

35 

+82; 

+29 

117 

Slight 

anemia 

150/70 

Pole  ligation 

23 

51 

M 

P.H. 

8 

months 

55 

+ 75; 

+ 54 

126 

Slight 

anemia 

130/50 

Pole  ligation 

* Exophthalmic  goiter. 

t Adenomatous  goiter  with  hyperthyroidism. 


ance  test  is  lessened  in  many  cases  after 
the  concentrating  ability  of  the  kidney 
is  diminished.  This  factor  did  not  come 
into  consideration  in  our  series. 

The  test  was  made  during  the  period 
of  preoperative  management.  In  a few 
instances  two  tests  were  made  but  usually 
one  test  sufficed  as  the  results  of  repeated 
tests  seemed  to  agree  with  those  obtained 
first.  Of  the  twenty-three  patients,  only 
three  were  males.  Fifteen  patients  had 
exophthalmic  goiter  and  eight  patients, 
adenomatous  goiter  with  hyperthyroid- 
ism. 

Results 

The  results  of  a comparative  study  of 
those  patients  over  fifty  years  of  age  and 
those  forty  years  of  age  and  under  are 
given  in  Table  2.  One  half  of  those  over 
fifty  years  had  determinations  below  the 
accepted  normal  of  75  per  cent,  only 
three  being  over  100  per  cent.  The 
average  was  85  per  cent.  In  the  group 


forty  years  or  under,  only  one  patient 
had  a determination  under  75  per  cent, 
with  five  over  100  per  cent.  The  aver- 
age was  100  per  cent.  These  results  com- 
pare with  those  obtained  in  the  study  of 
Lerman  and  Brogan  who  found  a dimi- 
nution in  the  output  of  phenolsulphon- 
phthalein  in  older  patients. 

In  Table  3 are  shown  separately  the  re- 
sults of  urea  clearance  in  cases  of  ex- 
ophthalmic goiter  and  adenomatous  goiter 
with  hyperthyroidism.  Although  the 
average  urea  clearance  is  somewhat  differ- 
ent in  the  two  groups,  94  per  cent  and  82 
per  cent,  respectively,  this  difference  may 
be  related  to  differences  in  the  ages  of  the 
patients;  the  average  age  of  the  patients 
with  exophthalmic  goiter  was  thirty-nine 
years  as  compared  to  fifty-one  years  in  the 
group  with  adenomatous  goiter.  Thus, 
there  does  not  appear  to  be  any  signifi- 
cant difference  in  the  urea  clearance  in 
the  two  groups  of  patients. 

In  Tables  4 and  5 the  results  of  the 
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urea  clearance  in  groups  divided  ac- 
cording to  the  duration  of  hyperthy- 
roidism and  amount  of  weight  loss  during 
the  disease  are  given.  Apparently  nei- 
ther of  these  factors  played  a role  in  the 
alteration  of  renal  function.  Likewise,  no 
apparent  relationship  was  found  to  exist 
between  the  level  of  the  basal  metabolic 
rate  and  the  urea  clearance,  as  indicated 
in  Table  6.  Five  patients  had  mild 
grades  of  secondary  anemia  (cases  3,  6,  11, 
22,  and  23)  but  this  did  not  seem  to  hinder 
the  normal  renal  function  as  some  of 
the  highest  urea  clearance  determina- 
tions were  obtained  in  those  patients 


TABLE  2 — Comparison  of  Urea  Clearance  with 
the  Age 


Age, 

Urea  Clearance 

Case 

Years 

Per  Cent  of  Normal  Average 

9 

62 

70 

21 

58 

106 

5 

57 

72 

3 

55 

66;  72 

6 

54 

108 

14 

53 

65 

7 

52 

74 

2 

52 

89 

11 

51 

81 

23 

51 

126  84  per  cent 

1 

24 

94 

20 

24 

118 

12 

27 

105 

16 

28 

74 

4 

29 

97 

19 

34 

92 

8 

37 

104 

13 

39 

89 

18 

40 

110 

22 

40 

117  100  per  cent 

with  low  grades  of  anemia.  The  pulse 
pressure  had  no  direct  relation  to  the 
urea  clearance  as  judged  by  a rough  com- 
parison. 

It  is  of  greatest  interest  to  see  if  there 
is  impairment  of  renal  function  in  the 
most  severe  cases  of  hyperthyroidism. 
The  severity  of  the  illness  is  indicated  by 
the  type  of  operative  procedure  selected. 
Subtotal  thyroidectomy  in  one  operation 
is  employed  in  most  cases.  Subtotal 
hemithyroidectomy  in  two  stages,  is  em- 
ployed in  the  more  serious  cases  and  this 
is  preceded  by  pole  ligation  in  a few  of  the 
most  desperately  ill  patients.  There- 
fore, if  there  is  any  change  in  renal  func- 
tion at  all,  one  should  look  for  it  in  the 
latter  cases.  Table  7 shows,  however, 
that  the  type  of  operative  treatment  had 


TABLE  3 — Comparison  of  Urea  Clearance  with 
Type  of  Hyperthyroidism 


Urea  Clearance 

Urea  Clearance 

Per  Cent 

Per  Cent 

of  Normal 

of  Normal 

Adenomatous 

Exophthalmic 

Goiter  with 

Case  Goiter  Case  Hyperthyroidism 

1 

94 

2 

89 

3 

66  72 

4 

97 

8 

104 

5 

72 

10 

68 

6 

108 

12 

105 

7 

74 

13 

89 

9 

70 

15 

85 

11 

81 

16 

74 

14 

65 

17 

80 

18 

110 

19 

92 

20 

118 

21 

106 

22 

117 

23 

126 

Average,  94  per  cent 

82  per  cent 

Average  age,  39  years 

51  years 

no 

relation  to  the 

result 

of  the  urea 

clearance  test.  In 

the  two  cases  in 

which  preliminary  pole  ligation  was  re- 
quired before  thyroidectomy  was  done, 
renal  function  was  unimpaired;  in  fact, 
in  these  cases  the  urea  clearance  was  high- 
est. 


Summary  and  Conclusions 

This  study  presents  evidence  to  show 
that  hyperthyroidism,  as  such,  no  mat- 
ter how  severe,  does  not  affect  or  alter 
renal  function  as  determined  by  the  urea 
clearance  test.  In  only  six  cases  out  of 
twenty-three  was  the  determination  be- 


TABLE  4 — Comparison  of  Urea  Clearance  with 
Duration  of  Hyperthyroidism 


Urea  Clearance 


Duration  of 

Per  Cent 

Case 

Hyperthyroidism 
1 year  or  less 

of  Normal 

Average 

8 

2 months 

104 

6 

3 months 

108 

16 

3 months 

74 

13 

4 months 

89 

3 

6 months 

66-72 

18 

6 months 

110 

22 

8 months 

117 

23 

8 months 

126 

5 

1 year 

72 

9 

1 year 

70 

19 

1 year 

92 

21 

1 year 
over  1 year 

106 

92  per  cent 

4 

l1/*  years 

97 

17 

IV2  years 

80 

7 

2 years 

74 

10 

2 years 

68 

1 

2 years 

94 

11 

3 years 

81 

2 

4 years 

89 

14 

4 years 

65 

15 

4 years 

85 

20 

4 years 

118 

12 

8 years 

105 

87  per  cent 
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TABLE  5 — Comparison  of  Urea  Clearance  with 
Amount  of  Weight  Loss 


Urea  Clearance 

Weight  Loss, 

Per  Cent 

Case 

Pounds 

of  Normal  Average 

0 to  15  pounds 

1 

None 

94 

8 

None 

104 

9 

None 

70 

16 

None 

74 

19 

10 

92 

20 

10 

118 

3 

13 

66-72 

6 

15 

108 

87  per  cent 

25  pounds  and  over 

7- 

25 

74 

13 

26 

89 

2 

30 

89 

14 

30 

65 

12 

32 

105 

22 

35 

117 

11 

40 

81 

23 

55 

126 

93  per  cent 


low  the  range  of  normal.  In  all  cases  the 
change  was  of  a minor  degree;  since  five 
of  the  six  occurred  in  patients  over  fifty 
years  of  age,  this  change  can  be  explained 
as  some  minor  vascular  renal  disturbance 
common  to  patients  of  this  age.  No  re- 
lationship was  found  between  the  urea 
clearance  and  the  type  of  hyperthyroid- 
ism (either  exophthalmic  goiter  or  from 
adenomatous  goiter),  duration  of  dis- 


TABLE 

6 — Comparison  of  Urea  Clearance  with 
Level  of  Basal  Metabolic  Rate 

Basal  Urea  Clearance 

Metabolic 

Per  Cent 

Case 

Rate 

of  Normal  Average 

Rates  less  than  30  per  cent 

20 

+ 16 

118 

1 

+20 

94 

4 

+20 

97 

13 

+21 

89 

11 

+21 

81 

12 

+25 

105 

7 

+27 

74 

19 

+ 28 

92 

22 

+29 

117 

6 

+29 

108 

17 

+29 

80 

96  per  cent 

Rates  over  30 

per  cent 

8 

+32 

104 

14 

+ 32 

65 

18 

+32 

110 

21 

+ 32 

106 

10 

+36 

68 

15 

+38 

85 

16 

+38 

74 

9 

+43 

70 

5 

+ 46 

72 

2 

+ 52 

89 

23 

+ 54 

126 

3 

+ 59 

66-72 

85  per  cent 

ease,  weight  loss,  level  of  the  basal  meta- 
bolic rate  or  severity  of  the  disease  as  in- 
dicated by  the  type  of  operative  procedure 
employed. 

This  conclusion  seems  to  bear  out  the 
clinical  opinion  that  patients  with  hyper- 
thyroidism in  the  absence  of  cardiac 
failure  or  pre-existing  nephritis  tolerate 
an  abundance  of  fluid  given  by  the  intra- 
venous route.  The  results  also  probably 
disprove  the  presence  of  an  hepatic-renal 
syndrome  for  in  spite  of  severe  degrees  of 


TABLE  7 — Comparison  of  Urea  Clearance  with 
Type  of  Operation 


Urea 

Clearance 

Per  Cent 

Case 

Operation 

of  Normal 

Average 

3 

Pole  ligation 

66-72 

22 

Pole  ligation 

117 

23 

Pole  ligation 

126 

106  per  cent 

2 

Hemithyroidectomy 

89 

5 

Hemithyroidectomy 

72 

9 

Hemithyroidectomy 

70 

10 

Hemithyroidectomy 

68 

12 

Hemithyroidectomy 

105 

13 

Hemithyroidectomy 

89 

14 

Hemithyroidectomy 

65 

15 

Hemithyroidectomy 

85 

16 

Hemithyroidectomy 

74 

21 

Hemithyroidectomy 

106 

82  per  cent 

1 

Subtotal  thyroidectomy 

94 

4 

Subtotal  thyroidectomy 

97 

6 

Subtotal  thyroidectomy 

108 

7 

Subtotal  thyroidectomy 

74 

8 

Subtotal  thyroidectomy 

104 

11 

Subtotal  thyroidectomy 

81 

17 

Subtotal  thyroidectomy 

80 

18 

Subtotal  thyroidectomy 

110 

19 

Subtotal  thyroidectomy 

92 

20 

Subtotal  thyroidectomy 

118 

94.8  per  cent 

changes  in  hepatic  function  which  have 
been  found  in  cases  studied  at  the  Lahey 
Clinic,  the  kidney  has  escaped  alteration 
in  its  function. 
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“I  am  a great  believer  in  luck.  The  harder  I work  the  more  luck  I seem  to 
have.” — From  Fifty  Years  a Country  Doctor. 


CONCERNING  OXYGEN-WANT 

IN  PILOTS  FLYING  AT  12,000  FEET  ALTITUDES 

Alvan  L.  Barach,  M.D.,  New  York  City 


The  effects  of  moderately  high  alti- 
tudes, such  as  are  used  frequently  in 
civil  and  military  aviation,  on  the  pilot’s 
judgment  and  other  mental  functions 
have  been  recently  made  the  subject  of 
discussion  and  supposed  controversy  be- 
tween investigators  in  this  field.1  In 
the  interest  of  a more  correct  interpreta- 
tion of  the  evidence  and  the  views  of  the 
investigators  involved,  the  following  ex- 
cerpt from  an  article  published  in  the 
official  journal  of  the  Aero  Medical 
Association  of  the  United  States  is 
presented2 : 

“The  present  study  is  concerned  with 
the  effects  of  a 4-hour  sojourn  in  a 
simulated  high  altitude  of  approximately 

12,000  feet  (low  oxygen  chamber)  on 
a complex  mental  function,  as  solving 
problems  on  a slide  rule.  Such  an  in- 
vestigation seemed  relevant  to  the  pos- 
sible effects  of  oxygen-want  on  reasoning 
and  judgment.  The  physiologic  and 
psychologic  effects  of  relatively  mild 
degree  of  anoxemia  have  been  made  the 
basis  for  the  suggestion  by  Barach  that 
oxygen  inhalation  be  employed  at  alti- 
tudes of  10,000  and  12,000  feet  or  over  in 
aviation.  It  is  now  recognized  that  the 
rebreathing  tests  on  pilots  during  the 
World  War  gave  a distorted  impression 
of  the  effects  of  oxygen  deprivation  on 
mental  reactions.  In  these  tests  each 
pilot  rebreathed  a certain  amount  of 
oxygen,  so  that  the  point  of  collapse  was 
reached  within  twenty  to  thirty  minutes. 
By  exerting  great  effort,  the  average 
pilot  would  not  show  marked  impairment 
until  just  previous  to  collapse,  thereby 
giving  a false  impression  as  to  the  altitude 
which  might  be  tolerated  over  several 
hours.  . . . 

“Numerous  experiments  in  low  oxygen 


and  low  pressure  chambers  and  with  re- 
breathing devices  at  sea  level  have 
demonstrated  that  mental  impairment 
is  manifested  at  oxygen  partial  pressures 
corresponding  to  relatively  low  altitudes, 
well  in  advance  of  impending  collapse 
as  stated  by  Dunlap.  In  a low  pressure 
chamber  Wilmer  and  Berens  found  that 
there  was  slight  impairment  in  the  more 
delicate  visual  functions  at  12,000  to 

15.000  feet.  This  has  recently  been  con- 
firmed in  experiments  involving  the 
photographing  of  eye  movements  under 
anoxemia.  Tanaka,  working  with  Hal- 
dane in  a low  pressure  chamber  at  Oxford, 
observed  a sudden  decrease  in  efficiency 
in  mental  and  physical  work  at  15,000 
feet,  or  428  mm.  of  pressure.  In  Bar- 
croft’s  low  oxygen  chamber  at  Cam- 
bridge, Lowson  found  a significant 
decrease  in  mental  tests  when  the  diminu- 
tion of  oxygen  reached  approximately 
50  per  cent  of  the  normal,  or  15,000 
feet.  ...  In  trans-Andean  flights,  during 
one-half  an  hour  at  14,000  and  16,500 
feet  without  oxygen,  McFarland  observed 
a decrease  in  mental  flexibility  and  in 
capacity  for  simple  mathematical  prob- 
lems. In  a more  extensive  investigation 
of  the  effects  of  prolonged  flights  at 
altitudes  ranging  between  8,000  and 

12.000  feet  on  trans-Pacific  flights, 
McFarland  and  Edwards  found  only 
slight  impairment  in  the  crew  of  eight 
airmen  at  the  highest  altitude  reached. 
The  observed  differences  did  not  show 
statistical  reliability.  They  attribute  the 
high  degree  of  mental  alertness  in  the 
airmen  at  those  altitudes  to  the  accli- 
matization attained  during  the  long 
flight  of  126  hours  in  the  air,  covering 

14.000  nautical  miles.  Flack  suggested 
to  members  of  the  Royal  Air  Force  that 
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oxygen  should  be  inhaled  even  at  rela- 
tively low  altitudes  to  prevent  fatigue 
during  military  operations.  ...” 

The  final  conclusion  of  this  paper  was 
as  follows : 

“There  were  perceptible  differences  in 
behavior  and  a greater  frequency  of 
subjective  ailments  in  the  low  oxygen 
series  compared  with  air.  The  two 
subjects  who  were  physically  unfit  ex- 
perienced numerous  ailments  such  as 
headaches  and  dizziness  and  they  had 
greater  difficulty  in  concentrating.  They 
worked  very  quietly  throughout  all  of 
the  series.  The  other  two  subjects, 
who  were  in  good  physical  condition, 
were  more  boisterous  and  talkative  in 
the  low  oxygen  series  compared  with  air. 

“The  results  of  these  experiments  and 
the  others  reviewed  above  suggest  that 
airmen  would  be  benefited  by  inhaling 
oxygen  at  12,000  feet  or  over  in  main- 
taining a higher  degree  of  mental  effi- 
ciency. Since  men  in  poor  physical 
and  mental  condition  are  especially  sensi- 
tive to  anoxemia,  the  inhalation  of 
oxygen  would  be  especially  indicated  in 
those  instances.” 

In  the  report  referred  to  of  McFarland 
and  Edwards3  the  average  altitude  was 
9,460  feet.  Evidence  of  acclimatization 
was  proved  by  the  increase  in  the  number 
of  red  blood  cells  found  in  these  airmen. 
However,  the  Brightness  Discrimination 
Test  which  gives  an  objective  measure 
of  diminished  sensitivity  of  the  retina  to 
light  stimulation  under  anoxemia  showed 
a “slight  yet  consistent  diminution  at 

10.000  to  12,000  feet,  similar  to  results 
obtained  in  chamber  studies  at  sea- 
level.”  The  existence  of  slight  degrees  of 
impairment  at  altitudes  of  8,000  to 

12.000  feet  is  consistent  with  the  view 
that  a high  degree  of  mental  efficiency 
may  be  maintained  under  the  most 
favorable  conditions,  in  pilots  who  have 
had  the  opportunity  to  acclimatize. 
However,  this  does  not  indicate  that 
these  airmen  maintain  the  highest  degree 
of  mental  efficiency.  Furthermore,  it  is 
freely  acknowledged  that  the  acclima- 
tized airman  only  shows  a favorable 
response  to  tests  of  his  mental  and  bodily 


functioning  when  he  remains  at  rest3: 
“If  one  engages  in  overt  physical  activity, 
as  may  be  observed  in  a steward  while 
actively  engaged  in  serving  meals,  at 

11.000  to  12,000  feet,  the  pulse  rate  may 
be  considerably  increased,  slight  cyanosis 
and  fatigue  may  be  observed,  as  well  as 
heightened  temperamental  reactions.” 

Conclusions 

1.  In  short  flights,  both  in  military 
and  commercial  aviation,  no  evidence  of 
acclimatization  to  low  oxygen  atmos- 
pheres 4as  been  demonstrated.  The 
exposure  of  pilots  to  altitudes  of  10,000 
to  12,000  feet  produces  an  anoxemia 
which  may  be  compared  to  intermittent 
carbon  monoxide  poisoning,  such  as 
may  occur  in  poorly  ventilated  garages. 

2.  The  damaging  effects  on  the  mental 
and  bodily  functions  of  the  unacclima- 
tized individual  after  exposure  to  an 
altitude  of  15,000  feet,  in  which  the 
oxygen  pressure  of  the  atmosphere  is 
approximately  50  per  cent  of  the  normal, 
have  been  described  by  many  physio- 
logic investigators.  More  sensitive  tests 
of  cerebral  function  at  altitudes  of 

12.000  feet  reveal  that  judgment  and 
emotional  control  may  be  distinctly  im- 
paired with  this  degree  of  oxygen-want, 
and,  furthermore,  that  this  type  of  im- 
pairment is  aggravated  by  (a)  physical 
activity,  (b)  physical  unfitness,  (c)  ner- 
vous conditions,  especially  in  psycho- 
neurotic individuals,  and  (d)  the  inges- 
tion of  alcohol. 

3.  A review  of  the  experimental  data 
now  available  leads  to  the  conclusion 
that  pilots,  both  those  engaged  in 
military  as  well  as  civil  aviation,  de- 
serve protection  from  repeated  exposure 
to  that  degree  of  oxygen-want  which  is 
experienced  at  altitudes  of  10,000  to 

12,000  feet  and  over  by  suitable  ad- 
ministration of  oxygen.  The  point  of 
view  which  denies  the  advisability  of 
oxygen  administration  until  such  alti- 
tudes are  reached  which  seriously  threaten 
the  conscious  mental  functions  seems 
opposed  in  principle  to  our  present 
program  of  public  health  in  other  in- 
dustries. These  considerations  do  not 
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apply  to  the  average  passenger  but  only 
to  those  in  whom  the  presence  of  certain 
types  of  cardiac  and  pulmonary  disease 
interferes  with  their  capacity  to  acquire 
additional  oxygen  from  a rarefied  atmos- 
phere. 
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FRANCE  DWINDLING 

If  the  present  drop  in  the  national  birth  rate 
continues,  the  population  of  France  in  fifty  years 
will  drop  from  40,000,000  to  28,000,000.  Deaths 
exceeded  births  by  14,000  in  1937,  when  foreign- 
ers were  included  in  the  tabulation,  and  by  30,000 
for  French  families  alone.  The  national  birth 
rate  in  1876  was  more  than  1,000,000  as  compared 
with  616,000  in  1937.  During  this  period  the 
average  duration  of  life  has  increased  from  forty- 
five  to  sixty  years.  At  the  present  rate  France 
will  lose  100,000  inhabitants  a year  and  in  another 
twenty  years  the  loss  will  reach  200,000  a year. 
Meanwhile,  in  the  totalitarian  states  the  birth 
rate  is  increasing.  There  were  861,000  more 
births  than  deaths  in  1937  in  Italy. — J.A.M.A. 


ARE  WE  CIVILIZED,  OR  WHAT? 

The  qualifications  of  a quack  recently  arrested 
in  Connecticut  “consisted  entirely  in  his  double 
and  triple  joints,  together  with  the  fact  that  he 
was  the  son  of  a seventh  son  and  born  under  a 
veil,  known  in  the  old  vernacular  as  a caul,”  re- 
ports the  New  England  Journal  of  Medicine.  He 
had  supplemented  his  natural  proficiency  with 
some  reading  in  books  obtained  through  cor- 
respondence courses  and  was  said  to  have  taken 
a one-year  course  in  a so-called  “medical  school” 
in  Chicago,  but  he  obtained  most  of  his  knowl- 
edge from  a manual  published  by  a nationally 
known  patent  medicine  company.  His  diagnoses 
were  of  course  guesswork;  his  favorite  verdicts 
were  high  blood  pressure  and  gastric  ulcers. 


REPORT  OF  A CASE  OF  BOECK’S  SARCOID  WITH 
CONSTITUTIONAL  SYMPTOMS,  EYE,  GLANDULAR, 
PULMONARY,  AND  SKIN  LESIONS 

Lewis  Fox  Frissell,  M.D.,  and  William  T.  Medl,  M.D.,  New  York  City 


This  patient  was  first  seen  on  May  4, 
1934,  in  the  eye  clinic  complaining 
that  she  had  had  pain  and  poor  vision 
in  the  right  eye  for  two  weeks.  She 
was  found  to  have  iritis,  sinusitis,  and 
abscessed  teeth.  Her  tooth  was  pulled 
and  her  sinuses  irrigated  in  the  clinic 
but  her  iritis  becatne  no  better. 

She  was  admitted  to  the  eye  service 
on  May  28,  1934.  Her  ear  drum  was 
incised  because  of  bulging  but  no  pus 
was  obtained.  X-rays  of  her  sinuses 
were  negative.  Right  mastoid  looked 
congested.  Her  eye  showed  iritis  with 
posterior  synechiae.  Her  temperature 
over  an  eleven-day  period  ranged  up  to 
101  F.  daily.  She  was  discharged  to  be 
again  followed  in  the  clinic. 

She  was  admitted  to  the  medical  ward 
on  June  16,  1934.  She  complained  of 
vague  abdominal  pains  and  pains  in 
her  right  knee,  shoulder,  and  elbow. 
She  had  continued  to  have  difficult  vision 
and  headache.  Her  past  history  and 
family  history  were  completely  negative. 

Physically  she  was  a well-developed 
and  nourished  young  adult  female  who 
was  very  apprehensive.  Pupils  were 
large  and  fixed.  There  was  slight  con- 
junctival congestion  and  vessels  could 
be  seen  in  the  iris.  There  was  tenderness 
over  the  frontal  and  maxillary  sinuses 
and  over  the  tooth  socket  from  which 
three  weeks  before  an  abscessed  tooth 
had  been  removed.  There  was  slight 
enlargement  of  all  the  cervical  glands 
and  slight  general  abdominal  tenderness 
especially  in  both  lower  quadrants.  No 
skin  lesions  or  joint  tenderness  were 
manifested. 

Temperature  ran  from  100  F.  to  101  F. 
daily.  Urine  was  clear.  Red  cell  counts 
and  hemoglobin  were  4.7  million  and  83 
per  cent.  White  count  was  6,500  with 
74  per  cent  polys.,  22  per  cent  lympho- 


cytes, 2 per  cent  eosinophiles,  and  2 
per  cent  monocytes.  Sedimentation 
rate  was  normal.  Sinuses  were  clear  on 
x-ray.  The  tooth  socket  was  irrigated 
and  was  negative  on  x-ray.  X-ray  of 
the  chest  showed  enlarged  glands  in 
each  hilar  region  which  were  interpreted 
by  the  roentgenologist  as  suggesting  the 
possibility  of  Hodgkin’s  disease. 

Agglutinations  were  negative  for  ty- 
phoid, paratyphoid  A and  B,  abortus, 
and  mellitensis.  Wassermann  and  G.  C. 
fixation  tests  were  normal.  Tuberculin 
tests  with  human  and  avian  tuberculin 
were  negative.  Urinalyses  were  con- 
sistently negative.  Leucocyte  counts 
were  on  the  low  side  of  normal  usually 
being  below  7,000,  with  usual  poly,  per- 
centage of  65.  Eosinophiles  averaged 
about  2 per  cent  but  ranged  from  none 
to  ten.  Blood  chemistry  was  normal 
including  total  protein,  serum  albumin, 
and  globulin  ratio.  Stools  contained  no 
pathogenic  bacteria,  ova  or  parasites 
and  no  occult  blood.  Repeated  x-rays 
of  sinuses  and  mastoids  showed  nothing. 
Gastrointestinal  x-ray  series  were  normal. 
X-ray  of  chest  showed  no  change  in  three 
months. 

During  her  stay  of  five  months,  her 
temperature  fluctuated  up  to  101  F.  for 
the  first  three  months  and  gradually 
came  down  to  normal.  She  was  given 
typhoid  vaccine  intravenously  resulting 
in  three  chills,  with  no  effect.  Her  eyes 
were  aching  this  whole  period  and  she 
was  partially  blind.  She  was  given  deep 
x-ray  therapy  to  her  mediastinal  nodes 
to  see  if  they  were  radiosensitive  but  no 
change  was  noticed.  After  five  months, 
she  was  discharged  with  some  improve- 
ment in  her  vision  but  with  fixed  pupils 
and  posterior  synechiae,  and  floating 
opacities  in  the  vitreous. 

In  December,  1934,  and  January  of 
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1935,  the  patient  was  again  in  the  eye 
ward  with  flare-up  of  her  iritis.  X-ray 
of  her  chest  at  this  time  showed  that  her 
hilar  glands  had  receded  but  that  the 
hilar  markings  were  accentuated.  She 
was  then  not  seen  until  May,  1936,  one 
year  and  four  months  later.  She  com- 
plained of  a swelling  in  her  inguinal  re- 
gion and  came  to  the  hospital  for  a 
hernia  repair. 


August  17,  1934 


Because  of  her  previous  history,  she  was 
admitted  to  the  medical  ward  for  check- 
up. Some  skin  lesions  were  noted  which 
had  been  present  for  some  time  but  no 
exact  time  was  remembered  by  the  pa- 
tient. They  were  scattered  over  her 
arms  and  legs  with  a few  on  her  forehead. 
They  were  bluish-red,  firm,  nontender, 
and  varied  in  size  from  one-half  to  one 
cm.  Her  eyes  were  as  on  her  previous 
admissions,  fixed  pupils,  vitreous  opaci- 
ties and  posterior  synechiae.  She  had 
some  abdominal  tenderness  in  her  right 
lower  quadrant.  X-ray  of  the  chest 
showed  a shotty  infiltration  throughout 
both  lung  fields  and  no  evidence  of  the 
enlarged  hilar  nodes  previously  seen. 


July  18,  1936 

Diagnosis  of  Boeck’s  Sarcoid  was  made 
and  confirmed  by  biopsy  of  a nodule 
on  the  forearm. 

Her  hernia  was  repaired  under  local 
anesthesia. 

Boeck1  described  the  condition  in  1899 
and  made  histologic  examination.  He 
gave  the  disease  the  name  of  sarcoid  on 
account  of  its  resemblance  to  the  small 
cells  of  sarcoma,  he  later  believed  that 
the  disease  was  a peculiar  form  of  tuber- 
culosis and  termed  it  “benign es  miliar- 
lupoid.” 

Not  until  after  the  turn  of  the  century, 
however,  was  it  recognized  that  this 
disease  did  not  affect  the  skin  alone. 
Kienbock2  in  1902  described  bone  changes 
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due  to  this  disease  which  is  more  elabo- 
rately described  by  Jungling3  in  1925. 
Benzancon  and  Labbe4  in  1911  first  de- 
scribed lesions  in  the  lymphatic  system, 
particularly  of  the  lymph  nodes,  while 
Kuznitzky5  in  1915  first  described  lung 
changes.  While  since  this  time,  sarcoid, 
as  a generalized  disease,  has  been  thor- 
oughly recognized,  this  knowledge  has 
perhaps  not  been  as  widely  disseminated 
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being  arrived  at  only  upon  a second  ad- 
mission to  the  hospital  a year  later, 
when  she  came  in  for  operative  hernia 
repair,  and  incidentally  the  typical  viola- 
ceous, firm,  nontender  skin  lesion  was 
discovered  and  the  correct  diagnosis 
made  by  pathologic  examination. 

Our  case  illustrates  admirably  the 
febrile  type  with  eye,  lung,  and  deep 
gland  involvement  but  did  not  show  the 
bone  changes  which  are  said  to  resemble 


as  the  literature  deserved.  Many 
clinicians  still  regard  it  as  a skin  disease. 
The  case  we  have  presented  admirably 
illustrates  a disease  starting  with  an 
iridocyclitis,  affecting  the  mediastinal 
lymph  nodes  and  later  the  lung,  showed 
no  skin  lesions  until  long  after  her  con- 
valescence from  the  acute  febrile  process, 
which,  in  itself,  lasted  four  months, 
during  which  time  many  erroneous  sug- 
gestions were  made  as  to  the  cause  of 
the  fever : sinus,  ear,  tuberculosis,  Hodg- 
kin’s disease;  the  correct  conclusion 
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a leprous  bone  more  than  any  other 
condition  or  the  final  stage  presenting 
the  punched-out  appearance  in  the  plate 
which  is  commonly  associated  with 
gout.  It  also  did  not  show  the  super- 
ficial glandular  enlargement  except  for 
very  slight  involvement  of  the  cervical 
glands  on  her  first  admission  to  the 
hospital,  which  was  thought  to  be 
secondary  to  tooth  infection.  Etio- 
logically,  dating  from  Boeck,1  largely 
on  the  ground  of  the  resemblance  of  the 
lesion  to  tubercles,  the  disease  has  been 
considered  a form  of  tuberculosis.  Ex- 
cept for  this,  however,  as  admirably 
described  by  Longcope6  there  is  little 
evidence  definitely  implicating  the 
tubercle  bacillus.  Tuberculin  reactions, 
human,  bovine,  and  avian  are  negative 
and  injections  into  guinea  pigs  do  not 
produce  tuberculosis. 

Led  by  analogy  to  lymphogranuloma 
inguinal,  Williams  and  Nickerson7  pre- 
pared an  antigen  from  the  sarcoid  tissue 
which  in  four  cases  produced  skin  re- 
actions within  twenty-four  hours,  by 
intradermal  test.  The  diagnosis  of  sar- 
coid was  proved  in  two  cases  by  splenec- 
tomy and  in  the  other  two  cases  by  re- 
sections of  the  intestine,  which  micro- 
scopically showed  the  characteristic  sar- 
coid lesion.  These  authors  suggest  that, 
as  in  the  case  of  lymphogranuloma  in- 
guinal, sarcoid  is  probably  also  a virus 


disease  and  if  this  work  be  substantiated 
on  a larger  series  of  cases,  it  would  seem 
a far  more  rational  explanation  than  an 
atypical  tuberculosis.  The  use  of  this 
antigen  may  also  enable  us  to  make  a 
positive  diagnosis  before  the  appearance 
of  skin  lesions  and  puzzling  pictures 
such  as  is  presented  in  our  case  with 
prolonged  fever,  be  diagnosed  by  a skin 
test.  The  diagnosis,  at  present,  is  easy 
if  the  skin  lesions  are  present.  These 
are  characteristic  violaceous,  nontender 
skin  lesions  and  show  no  tendency  to 
break  down  and  can  be  readily  proved 
by  biopsy.  The  glandular  enlargement, 
however,  can  readily  be  mistaken  for 
Hodgkin’s  disease,  lymphosarcoma,  or 
tuberculous  glands. 

The  pulmonary  complications  can  be 
readily  taken  for  tuberculosis,  frequently 
of  the  miliary  type.  The  eye  condition 
can  be  readily  mistaken  for  any  toxic  or 
tuberculous  lesion  causing  similar  symp- 
toms. 
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EXAMINATIONS  IN  OPHTHALMOLOGY 
CHANGED 

The  American  Board  of  Ophthalmology  an- 
nounces an  important  change  in  its  examina- 
tion of  candidates  for  the  Board’s  certificate. 

Examinations  will  be  divided  into  two  parts. 
Candidates  will  be  required  to  pass  a written 
examination  held  simultaneously  in  cities 
throughout  the  country  on  March  15  and  August 
5.  Oral  examinations  will  be  held  at  St.  Louis, 
May  15;  Chicago,  October  6. 

Applications  for  permission  to  take  the  written 
examination  March  15  must  be  filed  not  later 
than  February  15.  Application  forms  and  de- 
tailed information  should  be  secured  at  once 
from  Dr.  John  Green,  Secretary,  6830  Waterman 
Ave.,  St.  Louis,  Mo. 


RUSTICATING  THE  YOUNGSTERS 

Poland  has  passed  a law  regulating  the  practice 
of  newly  graduated  physicians  whereby  for  two 
years  they  may  practice  only  in  rural  areas  or  in 
towns  with  a population  less  than  5,000. 

The  purpose  is  to  relieve  the  congestion  of 
physicians  in  the  large  centers. 


The  Sixteenth  Annual  Meeting  of  The  Ameri- 
can Orthopsychiatric  Association,  an  organiza- 
tion for  the  study  and  treatment  of  behavior  and 
its  disorders,  will  be  held  at  the  Commodore 
Hotel,  Lexington  Avenue  and  42nd  Street,  New 
York,  N.  Y.,  on  February  23,  24,  and  25,  1939. 
Dr.  Norvelle  C.  LaMar,  Secretary,  149  East 
73rd  Street,  New  York.  N.  Y. 


DRUG  THERAPY  IN  SOME  COMMON 
OTOLARYNGOLOGIC  CONDITIONS 

Ralph  Almour,  M.D.,  F.A.C.S.,  New  York  City 


This  century  has  witnessed  a rapid 
advance  in  the  therapy  of  disease. 
The  gains  have  been  accomplished  mostly 
in  fields  far  removed  from  drug  therapy. 
The  more  exact  knowledge  of  the  uses 
to  which  the  biologic  preparations  lend 
themselves  has  resulted  in  the  removal  of 
many  diseases  from  the  list  of  hitherto 
incurable  lesions.  The  enormous  strides 
which  have  been  made  in  vitamin  therapy 
have  further  reduced  materially  the 
incidence  of  such  maladies  as  rickets, 
scurvy,  beriberi,  pellagra,  etc.,  and  have 
furnished  the  physician  with  additional 
armamentarium  in  his  treatment  of  the 
sick.  All  this  has  to  a large  extent  tended 
to  throw  into  disrepute  the  use  of  drugs 
in  the  treatment  of  disease.  Intimate 
contact  with  the  more  recent  graduates  in 
medicine  has  convinced  us  that  they  have 
but  a limited  knowledge  of  the  efficacy 
of  drugs.  On  the  other  hand  it  often 
has  been  a source  of  amazement  to  us  to 
see  the  beneficial  results  of  a little-known 
drug  suggested  during  consultation  with 
an  older  practitioner  rich  in  bedside 
experience.  “Conclusions  on  its  effec- 
tiveness are  largely  a matter  of  clinical 
interpretation,  with  all  the  opportunities 
for  error  which  one  may  attribute  to 
personal  equation,  and  perhaps  to  per- 
sonal prejudice.  Drug  therapy  is  largely 
bedside  therapy,  where  the  life  involved 
is  a human  life,  where  phenomena,  of 
which  we  may  know  but  little,  occur  in  a 
variable  subject,  the  human  individual 
with  a disease.”1  In  order  that  otolaryn- 
gology may  not  completely  discard  the 
efficient  service  which  certain  drugs  in 
the  past  have  rendered  it,  this  paper 
sets  forth  the  personal  experiences  of  the 
writer  with  some  of  them.  There  is 
herein  contained  nothing  which  is  new, 
even  though  to  some  it  may  appear  new. 
It  will  be  based  largely  upon  clinical  ob- 


servations; pharmacologic  substantia- 
tion, where  available,  will  be  presented. 
It  is  hoped  that  others  will  detail  their 
observations  along  similar  lines  to  the 
end  that  this  valuable  branch  of  therapeu- 
sis  may  be  perpetuated. 

Tonsillectomy  in  Rheumatics. — One  is 
frequently  called  upon  to  remove  the 
tonsils  in  a person  suffering  from  sub- 
acute or  chronic  rheumatic  fever.  In 
such  cases  it  has  been  established  pre- 
viously that  the  tonsils  are  the  source  of 
infection.  Any  disturbance  of  the  local 
focus  of  infection,  such  as  may  occur  dur- 
ing surgery,  is  apt  to  liberate  into  the 
system  a large  amount  of  toxins  which 
will  cause  an  acute  exacerbation  of  the 
disease.  To  forestall  this,  it  is  advisable 
to  administer  sodium  salicylate  on  the 
evening  before  tonsillectomy.  Two  hun- 
dred grains  (200)  dissolved  in  boiled 
starch  solution  should  be  administered 
by  rectum.1  This  should  be  continued 
for  five  to  seven  days  postoperatively. 
Despite  the  fact  that  the  use  of  salicylates 
in  rheumatic  fever  and  its  allied  condi- 
tions is  still  empirical,  its  value  in  this 
connection  has  convinced  us  of  its  ability 
to  obviate  flare-ups  of  the  disease  due  to 
tonsillectomy. 

Small  Doses  of  Quinine. — Following 
mastoidectomy  for  acute  suppuration,  it 
sometimes  happens  that  a low-grade  tem- 
perature associated  with  a secondary 
anemia  will  persist  for  several  weeks. 
We  have  found  that  this  can  be  corrected 
quickly  by  the  use  of  small  doses  of 
quinine.  In  a child  below  five  years  of 
age,  quinine  sulfate,  grains  V2,  t.i.d., 
and  in  older  persons  grains  1,  t.i.d.,  will 
result  in  a return  of  the  temperature  to 
within  normal  range  and  an  increase  of 
the  red  cell  and  hemoglobin  content  of 
the  blood.  While  here  used  also  em- 
pirically, clinical  trial  has  demonstrated 
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that  quinine  does  stimulate  the  hemato- 
poietic function  of  the  marrow.  In  adults, 
the  addition  of  thyroid  extract,  grains 
Vio  per  dose,  stimulates  metabolic  func- 
tion, and  enhances  convalescence. 

Dermatitis  Following  Mastoidectomy .— 
The  irritation  of  the  skin  surrounding 
the  postauricular  incision  which  is  so 
often  noted  following  mastoidectomy  is 
the  result  of  irritation  due  to  the  exudate 
coupled  with  the  lack  of  evaporation  of 
the  sweat  due  to  the  applied  bandage. 
A foul  odor  develops  within  twenty-four 
hours  after  the  change  of  bandage.  All 
this  can  be  obviated  by  the  use  of  a 
liberal  application  of  lanolin  ointment 
before  a new  outer  dressing  is  applied. 
Better  still  is  a boric  acid  ointment  with 
a lanolin  base.  An  excellent  prepara- 
tion, one  which  has  given  us  uniform 
satisfaction,  is  Borofax. 

Drugs  in  Tinnitus. — While  we  know 
fully  well  that  tinnitus  cannot  be  cured 
by  the  administration  of  drugs,  never- 
theless there  are  instances  where  it  is 
possible  to  achieve  an  appreciable  diminu- 
tion in  the  intensity  of  the  head  noises 
with  the  aid  of  drugs.  The  older  litera- 
ture is  full  of  references  to  the  value  of 
certain  preparations  which  have  now 
largely  been  discarded.  The  writer’s 
experience  is  limited  to  the  use  of  a few 
of  them  in  certain  types  of  tinnitus. 

Where,  either  through  overwork  or 
because  of  a secondary  anemia,  tinnitus 
has  become  unbearable,  a striking  im- 
provement will  in  some  instances  be 
obtained  by  minute  doses  of  quinine. 
This  is  preferably  administered  in  cap- 
sules, as  follows : 

1$.  Quinine  hydrochloride  0.1 

Sacch.  lactis  q.s. 

m.  et  f.  cap.  no.  X. 

Sig.  One  t.i.d. 

This  was  first  suggested  by  Jacobson.2 
Caution  must  be  exercised  in  giving 
quinine  to  a deafened  person  for  the 
relief  of  tinnitus.  If,  instead  of  a re- 
duction in  intensity,  the  tinnitus  be- 
comes aggravated,  the  drug  should  be 
stopped  immediately.  In  this  connection, 
it  is  of  interest  to  note  that  Urbant- 


schitsch3  brought  about  an  immediate 
cessation  of  a severe  tinnitus  due  to 
quinine  ingestion  by  the  use  of  amylni trite. 

The  bromides  have  been  more  generally 
used  for  the  relief  of  annoying  tinnitus. 
With  these,  the  writer  has  obtained  his 
best  results  with  dilute  hydrobromic  acid. 
This  can  be  given  in  10  to  15  drop  doses 
three  times  daily,  in  a half  tumbler  of 
water.  Since  even  in  this  dilution  there 
is  danger  of  injury  to  the  enamel  of  the 
teeth,  it  is  advisable  to  rinse  the  mouth 
with  a dilute  solution  of  sodium  bicar- 
bonate. There  is  some  pharmacologic 
basis  for  the  use  of  quinine  and  bromides 
in  tinnitus.  The  former  has  a definite 
effect  on  the  cochlear  end  organs,  and 
will  produce  a nerve  deafness  when 
given  in  large  doses.  Its  favorable  action 
on  tinnitus,  when  given  in  minute  quanti- 
ties, may  be  the  result  of  a sedative 
action  on  the  nerve  endings.  Bromides 
act  directly  on  the  nerve  mechanisms 
and  diminish  the  symptoms  of  nervous 
irritation. 

Following  the  favorable  results  ob- 
tained by  Furstenburg  in  the  management 
of  Meniere’s  disease  by  alteration  of  the 
water  metabolism,  the  writer  has  em- 
ployed ammonium  chloride  in  some  cases 
of  intractable  tinnitus  with  a resultant 
marked  diminution  in  intensity  of  the 
subjective  headnoises.  Twenty  (20) 
grains,  three  times  daily,  may  be  tried. 
In  otosclerotics,  this  should  be  com- 
bined with  potassium  iodide,  15  grains 
daily. 

In  older  people,  particularly  in  those 
who  complain  of  a pulsating  type  of 
tinnitus,  tincture  of  digitalis,  10  drops 
three  times  daily,  often  results  in  com- 
plete cessation  of  the  symptom.4 

Acute  Laryngotracheitis. — This  is  an 
inflammatory  disease  of  the  larynx, 
most  commonly  met  with  as  a complica- 
tion of  the  common  cold.  Very  often, 
however,  as  happens  in  singers,  teachers, 
and  others  who  are  apt  to  overuse  their 
voice,  a hyperemia  of  the  mucosal  lining 
of  the  larynx  and  subglottic  regions 
occurs  with  a resultant  hoarseness,  pain- 
ful phonation,  and  extremely  irritative 
cough.  In  the  early  stage  of  the  disease, 
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the  violent  expulsive  efforts  of  this  dry, 
hacking  cough  exhaust  the  patient  and 
produce  severe  discomfort.  The  usual 
treatment  of  rest  in  bed,  inhalations  of 
medicated  steam,  and  the  external  appli- 
cation of  cold  to  the  throat  will  bring 
about  relief  in  three  days. 

It  is,  however,  possible  to  bring  relief 
within  a short  period  of  the  onset  of  the 
disease  by  the  following  therapeutic 
regime.  During  the  past  ten  years,  the 
writer  has  followed  the  recommendations 
of  Neff1  for  the  early  stages.  He  pre- 
scribes “V8  grain  of  pilocarpine  nitrate 
in  1 oz.  of  distilled  water.  Give  one 
teaspoonful  every  hour  for  three  doses, 
then  every  four  hours  for  three  more 
doses,  and  stop.  It  will  begin  to  produce 
moisture  of  the  mucous  membranes  of 
the  larynx,  relieve  the  pain,  and  promote 
expectoration  within  one  hour  from  the 
initial  dose.,,  To  allay  the  irritating 
cough  during  this  period  of  medication, 
codeine  may  be  given  in  addition. 

Once  secretion  has  been  established 
and  the  cough  has  become  productive, 
the  facilitation  of  expectoration  and  the 
relief  of  spasm,  preferably  without  the 
use  of  narcotics  or  the  barbiturates, 
should  be  started.  Here,  the  more 
drastic  expectorants,  such  as  the  emetics 
(apomorphine,  ipecac,  or  antimony)  need 
not  be  used  because  they  stimulate 
secretion  from  not  only  the  laryngeal  and 
bronchial  glands,  but  also  the  salivary 
and  sweat  glands  are  stimulated  either 
by  direct  action  on  their  centers,  or 
reflexly.5  For  the  purpose  of  promoting 
expectoration,  an  excellent  drug  is  the 
fluid  extract  of  thyme. 

Following  the  stopping  of  pilocarpine, 
should  be  given : 

1$.  FI.  Ext.  Thyme  1 drachm 
Syr.  Pruni  Virg. 

Aqua  Dist.  aa  V2  drachm 
D.  T.  D.  in  doses  no.  xxiv 
Sig.  5h  q.  2.  h. 

Clinically,  this  drug,  when  given  before 
the  bronchial  secretions  become  thickened 
by  the  exudation  of  the  products  of 
inflammation,  will  ease  the  efforts  needed 
to  expel  the  secretions.  It  prevents  the 


appearance  of  a viscous  discharge  which 
clings  to  the  walls  of  the  larynx  and 
trachea,  and  makes  the  cough  spas- 
modic. The  cough  thus  becomes  an 
act  of  volition,  resembling  more  the 
ordinary  clearing  of  the  throat. 

The  exact  pharmacology  of  thyme  is 
still  a matter  of  dispute,  and  un- 
fortunately little  interest  has  been  dis- 
played in  its  use  during  the  past  few 
years,  although  it  had  been  widely 
prescribed  by  physicians  during  the 
past  few  decades;  its  presence  in  the 
proprietary  cough  remedy  Pertussin  may, 
to  a large  extent,  have  prejudiced  many 
doctors.  Busby,  Bliss,  and  Ballard6  con- 
sider it  an  antispasmodic.  Gordonoff 
and  Janett7  have  demonstrated  by  animal 
experimentation  that  thyme  in  large 
doses  acts  both  as  a secretomotor  and 
secretolytic  drug.  Misgeld,8  on  the  other 
hand,  disagrees  with  Gordonoff’s  investi- 
gation since  he  feels  that  no  exact 
method  at  present  is  at  hand  to  de- 
termine experimentally  the  value  of  an 
expectorant.  Only  clinical  trial,  he  feels, 
will  determine  the  secretomotor  or  lytic 
effect  of  a drug  used  for  the  symptom  of 
cough.  With  this  the  writer  is  in 
thorough  accord.  As  Neff  states:  “At 
present,  it  cannot  be  required  that  all 
drugs  used  in  clinical  practice  have  a 
justification  for  their  use  in  accurate 
laboratory  experimentation.  Where  such 
a basis  is  available,  well  and  good ; 
where  it  is  not,  the  clinician  must,  as  of 
old,  use  as  his  own  laboratory,  his  patient, 
with  his  own  equipment,  namely,  his 
senses  and  reasoning  power.”  In  the 
drug  regime  outlined  for  the  rapid  relief 
and  the  shortening  of  the  course  of  acute 
laryngotracheitis,  there  are  combined  a 
drug  (pilocarpine)  whose  pharmacologic 
action  is  known  experimentally  as  well  as 
clinically,  and  another  drug  (thyme),  the 
efficacy  of  which  as  a medicament  to 
keep  the  laryngeal  secretions  liquefied, 
can  be  proved  by  clinical  trial  (Beck,9 
Saphra10). 

In  singers  and  public  speakers,  the 
combination  of  pilocarpine  nitrate  and 
fluid  extract  of  thyme  from  the  onset, 
discarding  the  first  drug  after  the  sixth 
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dose,  will  materially  enhance  the  return 
of  the  normal  voice.  Where  the  disease  is 
afebrile  and  is  due  to  irritation  alone,  a 
return  to  normal  can  usually  be  expected 
within  forty-eight  hours  or  less.  In  ad- 
dition, of  course,  the  usual  local  methods 
of  therapy  should  be  utilized. 

Otomycosis. — This  lesion  of  the  external 
auditory  canal  will  usually  respond  to  a 
2 per  cent  solution  of  salicylic  acid  in 
alcohol.  In  a case  which  did  not  react 
favorably  to  this  after  a two  weeks’  trial, 
the  writer  obtained  a cure  with  a 3 per 
cent  solution  of  copper  sulfate  in 
distilled  water,  instilled  into  the  external 
canal  after  removal  of  the  secretion  and  a 
thorough  drying  of  the  lining  skin.  This 
was  first  suggested  by  Valentin.11  The 
canal  was  filled  with  the  solution  which 
was  allowed  to  remain  in  situ  for  one-half 
hour,  four  times  daily.  Repeated 
mechanical  cleansing  of  the  canal  each 
day  and  continued  use  of  the  copper 
solution  resulted  in  a cure  in  five  days. 

To  Check  the  Common  Cold. — Until 
the  exact  determination  of  the  cause  of  the 
common  cold  is  known,  there  will  be  no 
specific  remedy  to  preventit.  Fortunately, 
however,  it  manifests  itself  very  early 
by  a dryness  of  the  mouth,  tickling  sensa- 
tion in  the  oropharynx,  and  a feeling  of 
pressure  over  the  glabella  and  frontal 
sinuses.  When  seen  during  this  stage  in 
an  adult,  it  can  usually  be  aborted  by 
the  following  measures : rye  whisky, 

U.S.P.,  4 ounces,  should  be  mixed  with  an 
equal  part  of  lemonade  (juice  of  one  and 
one-half  lemons),  and  the  rest  water. 
This  should  be  thoroughly  chilled  with- 
out the  addition  of  ice.  With  the  feet  in 
a hot  mustard  bath,  the  patient  should  be 
instructed  to  drink  half  of  this  mixture 
leisurely  over  a fifteen  minute  period. 
Then  Dover’s  powder,  grains  v,  should 
be  taken  internally,  followed  in  the  next 
ten  minutes  by  the  rest  of  the  alcoholic 
beverage.  He  should  then  go  to  bed, 
adequately  covered.  This  remedy  is  not 
only  effective  by  virtue  of  its  stimulation 


of  the  sweat  glands,  but,  because  of  its 
soporific  effect,  it  enables  the  body  forces 
to  concentrate  on  the  local  infection  in  the 
rhinopharynx.  Furthermore,  the  patient 
experiences  no  discomfort  from  the  sweat- 
ing since  he  will  be  in  a sound  sleep  while 
this  is  going  on. 

Should  the  patient  be  first  seen  where 
the  pharyngeal  irritation  has  produced 
an  irritative  cough,  the  following  pre- 
scription will  be  found  of  value  in  allay- 
ing the  cough  and  dryness  of  the  throat: 

Codein  Sulfate  gr.  vi 

FI.  Ext.  Thyme  iy2  oz. 

Syr.  Pruni  Virg. 

Aqua  Menthi  Pip.  aa  q.  s.  ad  3 oz. 

M.  et  Sig. : — 5i  T 3 h. 

In  this  brief  summary  of  some  useful 
drugs  in  otolaryngology,  the  writer  has 
merely  presented  the  high  lights  in  their 
use  in  certain  common  conditions  met 
with  in  everyday  practice.  Many  others 
in  our  field  have  had  similar  experiences 
with  these  and  other  remedies,  and  the 
writer  feels  that  they  should  be  more 
fully  emphasized.  The  custom,  lately, 
it  seems,  is  to  delegate  to  the  “detail  man” 
of  a pharmaceutic  concern  the  instruction 
of  the  coming  generations  of  physicians 
in  the  use  of  drugs  in  the  treatment  of 
disease.  This  can  only  be  stopped  by  a 
free  interchange  of  our  clinical  experiences 
in  practical  therapeutics. 
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“STATUS  THYMICOLYMPHATICUS” 

Unusual  Clinicopathologic  Observations 


Tyree  C.  Wyatt,  M.D.,  Syracuse 


The  term  “status  thymicolymphati- 
cus” is  usually  used  as  an  anato- 
mic diagnosis  of  the  pathologist  to  in- 
dicate, for  want  of  a better  and  more 
accurate  way  of  description,  a group  of 
anatomic  findings  in  individuals  who 
have  suddenly  and  unexpectedly  died. 
This  occasionally  occurs  in  young  adults 
but  is  strikingly  much  more  common  in 
infants  and  children  who  have  given  no 
recognized  indication  of  the  impending 
tragedy. 

The  first  two  cases  which  I shall  briefly 
review  represent  this  group  and  are  re- 
ported only  because  of  the  fact  that  they 
occurred  in  the  same  family,  at  about  the 
same  age.  The  multiple  occurrence  in 
families  is  not  uncommon  in  the  litera- 
ture, and  this  in  itself  is  an  interesting 
fact  so  far  as  suggesting  possible  under- 
lying mechanisms. 

Case  Reports 

Cases  1 and  2.  J.W.,  age  five  months 
and  N.W.,  age  six  months  (28.15  and  P.A. 
32.IV2),  females,  died  suddenly  four  years 
apart  without  evidence  of  previous  illness. 
The  histories  of  an  older  male  child,  the 
father,  and  the  mother  have  failed  to  re- 
veal any  facts  which  seemed  important 
in  this  connection.  There  were  patho- 
logic examinations  on  both  infants  at 
the  request  of  the  parents  and  the  sole 
findings  of  lymphoid  hyperplasia  and 
small  adrenals  were  recorded  as  status 
lymphaticus.  The  thymus  in  neither  in- 
fant was  strikingly  large. 

The  next  two  cases  I wish  to  describe 
in  some  detail  for  three  reasons:  (1) 

They  also  were  female  infants  of  about 
the  same  age  in  the  same  family.  (2) 
One  of  them  was  observed  over  a period 
of  two  months  because  of  attacks  of  un- 


consciousness and  collapse  and  finally  was 
found  dead  in  its  carriage.  (3)  The  sec- 
ond baby  at  the  age  of  3V2  months,  nine- 
teen months  after  the  first  baby’s  death, 
began  to  have  the  same  kind  of  attacks 
as  the  first,  but  still  survives. 

Case  3.  The  history  of  the  first  baby 
(N.L.)  is  as  follows:  At  about  four 

months  she  showed  signs  of  a rather 
marked  coryza  which  later  developed  into 
definite  pertussis.  After  four  weeks  the 
cough  had  markedly  subsided.  At  about 
that  time  (about  five  months  of  age),  she 
began  to  have  periods  of  unconsciousness 
which  the  mother  called  “fainting  spells.” 
These  came  on  suddenly  and  lasted  ap- 
proximately from  one  to  ten  minutes. 
Their  onset  was  evidenced  by  a gasping 
cry  which  would  attract  the  mother’s  at- 
tention even  in  another  room,  then  the 
baby  would  lapse  into  unconsciousness 
associated  with  pallor  and  flaccidity  but 
no  cyanosis.  As  consciousness  returned 
after  a period  of  one  to  ten  minutes,  there 
was  always  marked  flushing  and  profuse 
perspiration.  When  seen  at  the  end  of 
one  attack  there  was  no  evidence  of  dis- 
turbance of  cardiac  rate  or  rhythm. 
Sugar  determination  on  defibrinated 
blood  taken  at  this  time  (21/2  hours  after 
formula  feeding)  was  73  mg.  The  test 
was  repeated  at  a later  time  when  she 
had  no  seizure  and  was  found  to  be  72 
mg. 

After  the  seizures  the  baby  would  seem 
a little  dull  and  listless  for  a few  hours  and 
then  would  appear  normal.  She  continued 
to  have  these  spells  over  the  next  two 
months,  as  many  as  two  or  three  on  some 
days.  There  was  nothing  unusual  about 
the  blood  count.  X-ray  showed  a thymus 
which  was  perhaps  somewhat  larger  than 
average  but  not  strikingly  so.  However, 
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we  were  already  impressed  with  the  pos- 
sibility of  any  of  these  attacks  terminat- 
ing fatally  and  it  seemed  advisable  to 
radiate  the  thymic  area.  One  treatment 
was  given  in  the  hospital  but  they  did 
not  report  for  more  treatments.  The  at- 
tacks continued  after  leaving  the  hospital 
but  seemed  somewhat  less  numerous  and 
perhaps  somewhat  shorter,  although  the 
mother’s  observations  may  not  be  entirely 
reliable.  She  was  inclined  to  minimize 
them  and  my  contact  with  the  case  during 
the  next  six  weeks  was  not  very  close. 
The  report  was  that  in  the  week  before 
the  baby  was  found  dead  it  had  seemed 
normal  except  for  one  short  attack.  At 
no  time  in  any  of  the  attacks  was  there 
any  suggestion  of  choking.  At  the  time 
of  death  it  was  seven  months  of  age. 

Pathologic  Findings  ( P.A . 33.2). — ■ 

Generalized  prominence  of  lymphoid 
tissue  in  lymph  nodes,  intestine,  and 
spleen.  Thymus  weighed  27  Gm.  Irregu- 
lar bluish  red  area  of  apparent  atelectasis 
in  right  upper  lobe.  No  foreign  material 
in  bronchi.  Adrenals  seemed  smaller  than 
usual  and  quite  thin.  Brain  and  pitui- 
tary and  thyroid  without  gross  lesion. 

Microscopic  Findings. — Lymphoid  hy- 
perplasia. Very  slight  inflammatory  re- 
action in  lung  in  the  area  of  atelectasis 
in  right  upper  lobe.  No  definite  changes 
in  adrenals. 

Case  4.  J.L.,  the  second  baby,  born 

sixteen  months  later,  also  began  to  have 
periods  of  unconsciousness  at  the  age  of 
3V2  months  which  the  mother  felt  were 
identical  in  every  way  with  those  of  the 
first  baby.  The  subsequent  flushing  and 
perspiration  were  also  present.  The  age 
of  onset  in  each  was  about  the  same. 
X-rays  of  chest  did  not  show  any  evidence 
of  enlarged  thymus.  Blood  chlorides  480 
mg.  NaCl,  Ca  10.3  mg.,  sugar  113  mg. 
During  ten  days’  observation  in  the  hos- 
pital there  were  four  x-ray  treatments  of 
the  thymic  area  (V 4 skin  unit  at  each 
dose).  She  continued  to  have  periods  of 
unconsciousness  after  she  went  home, 
perhaps  averaging  two  or  three  a week, 
lasting  from  five  to  forty  minutes.  They 
moved  from  Syracuse  when  the  baby  was 


about  one  year  old,  but  the  mother  has 
written  that  her  last  and  longest  attack 
was  about  one  year  ago.  She  is  now  3V2 
years  old  and  is  reported  to  appear  nor- 
mal in  every  way. 

The  next  two  cases  are  infants  in  the 
third  year  of  life  who  came  to  autopsy 
after  having  been  ill  only  a few  hours, 
presenting  an  obscure  clinical  picture 
characterized  by  convulsions  and  vomit- 
ing. 

Case  5.  The  first  of  these  was  ad- 
mitted to  Syracuse  Memorial  Hospital 
four  hours  before  death.  Past  history  was 
negative  except  for  convulsions  which 
began  on  the  third  day  after  birth  and 
continued  on  the  next  day.  There  were 
some  twitchings  on  the  fifth  day  but  after 
that  she  seemed  normal  in  every  way. 
Spinal  puncture  showed  a bloody  fluid. 
Since  that  time  she  had  seemed  well  and 
normal  in  every  way  until  the  day  of  ad- 
mission at  two  years  of  age  when  she 
had  eight  convulsions  and  vomited  several 
times.  During  the  four  hours  in  the  hos- 
pital before  death  she  was  in  almost  con- 
tinuous convulsions.  Temperature  was 
normal.  Acetonuria  four  plus. 

Pathologic  Findings . — Thymus 
weighed  twenty-two  Gm.  There  was 
moderate  prominence  of  the  mesenteric 
lymph  nodes.  Both  adrenals  were  enlarged 
and  nodular  and,  microscopically,  showed 
extensive  replacement  of  the  central  por- 
tion with  necrotic  material  which  was 
partially  calcified  and  in  places  showed 
true  bone  formation  with  bone-marrow 
spaces.  There  was  considerable  yellowish 
brown  pigment,  probably  hemosiderin, 
which  suggested  that  there  had  been  at 
some  time  previously,  presumably  at 
birth,  a large  hemorrhage  into  the  central 
portions.  Around  this  central  mass  there 
was  an  irregular  zone  of  cortical  tissue, 
although  in  certain  places  it  was  very 
narrow  or  absent.  No  medullary  tissue 
whatsoever  was  seen  in  the  sections  (Fig. 
1).  The  lungs  showed  slight  bronchitis 
and  bronchiolitis  with  slight  evidence  of 
bronchopneumonia.  Neither  the  spleen 
nor  the  lymph  nodes  showed  any  evidence 
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Fig.  1.  Case  5 


Photomicrograph  of  adrenal.  Zone  A consists  of  the  remnants  of  the  cortical  layer  which  in  places 
was  entirely  missing.  Zone  B consists  of  fibrous  connective  tissue  with  bone  formation  and  scattered 
phagocytes  containing  hemosiderin.  The  upper  portion  of  the  section  consists  of  structureless  necrotic 
material.  The  dark  mass  represents  calcification.  (X  54) 


of  toxic  necrosis  in  the  lymphoid  nodules. 
There  was  some  edema  of  the  brain,  but 
no  evidence  of  birth  trauma.  The  thy- 
roid, pituitary,  pancreas,  and  thymus 
sections  showed  no  definite  variation  from 
the  normal. 

Because  it  is  almost  identical  with  the 
above  case,  I wish  to  refer  briefly  to  a 
case  which  Drs.  Wolbach  and  Wilson 
studied  at  autopsy  at  the  Boston  Chil- 
dren’s Hospital  in  1922.  Dr.  Wilson  has 
kindly  given  me  permission  to  review  the 
case  record.  Both  of  these  cases  may  be 
reported  in  more  detail  by  him  at  a later 
time. 

Case  6.  This  baby  was  a female,  age 
two  years  and  seven  months.  Her  history 
was  unimportant  until  the  morning  of  the 


day  of  admission  to  the  Children’s  Hos- 
pital. She  waked  at  7 a.m.,  stood  up  in 
bed,  and  fell  unconscious.  She  remained 
unconscious  until  death  fourteen  hours 
later.  There  were  numerous  generalized 
clonic  convulsions  before  and  after  ad- 
mission to  the  hospital  at  noon.  The 
physical  examination  was  essentially  nega- 
tive. Temperature  and  spinal  fluid 
were  normal,  and  blood  pressure  was 
60/40.  Death  occurred  nine  hours  after 
admission.  The  pathologic  findings  of  a 
twenty  Gm.  thymus,  prominence  of  lymph- 
oid tissue,  calcification  and  ossification 
of  the  central  portions  of  the  adrenals, 
with  a thinned  or  absent  cortex  in  places, 
are  almost  identical  with  those  of  the 
preceding  case,  except  that  in  the  lymph- 
oid nodules  in  the  various  lymphoid 
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Fig.  2.  Case  7 

Photomicrograph  of  adrenal.  At  the  extreme  right  is  thickened  fibrous  capsule.  The  diagonal, 
finely  dotted  zone  running  across  the  right  center  of  the  field  represents  remains  of  the  cortex  with 
scattered  leucocytic  reaction.  The  remaining  portion  to  the  left  of  this  zone  is  medulla.  (X  120) 


tissues  of  this  case,  there  was  evidence 
of  toxic  injury  to  cells. 

Case  7.  The  last  case  is  that  of  B.B., 
male,  age  eleven  whose  past  history  seems 
interesting  in  several  ways.  He  had  had 
the  usual  childhood  diseases,  always  with 
a tendency  to  vomit  in  connection  with 
the  acute  stages ; also  bronchopneumonia 
six  years  previously  and  a moderately 
severe  attack  of  rheumatic  fever  five  years 
previously.  About  two  years  previously 
he  had  had  a severe  illness  characterized 
by  vomiting  of  unknown  cause.  He  was 
visiting  with  relatives  at  the  time  so  the 
details  of  this  illness  are  not  known.  For 
several  weeks  prior  to  the  present  illness 
his  appetite  had  been  unusually  large,  but 
with  a violent  dislike  for  carbohydrates. 
The  present  illness  began  two  days  before 


his  death  with  an  attack  of  vomiting  with- 
out abdominal  pain  and  without  fever. 
This  occurred  during  the  night.  The 
next  morning  the  vomiting  was  more 
severe  and  there  was  generalized  ab- 
dominal pain.  In  the  middle  of  the 
morning  he  went  into  collapse. 

It  was  obvious  that  he  was  desperately 
ill,  apparently  in  marked  collapse,  with 
poor  color,  very  rapid  and  thready  pulse, 
and  marked  listlessness.  There  seemed  to 
be  no  important  findings  in  the  abdomen 
and  the  physical  examination  was  essen- 
tially negative  except  for  the  signs  of  col- 
lapse. After  administration  of  adrenalin, 
whiskey,  and  l/m  gr.  atropine  his  color 
improved  and  his  circulation  was  obvi- 
ously better.  I saw  him  about  three 
hours  later  when  his  condition  seemed 


136 


TYREE  C.  WYATT 


[N.  Y.  State  J.  M. 


Fig.  3.  Case  7 


Another  photomicrograph  of  the  adrenal  showing  in  the  lower  central  section  a portion  of  the  cor- 
tex with  numerous  scattered  leucocytes  similar  to  the  diagonal  zone  in  Fig.  2.  Upper  and  left  portion 
is  medulla.  The  extreme  right  upper  corner  is  an  island  of  surviving,  relatively  normal,  cortex. 
(X  120) 


much  improved  and  again  about  eight 
hours  later  when  he  was  comfortable,  his 
color  and  pulse  good.  Temperature  was 
still  normal.  He  apparently  slept  fairly 
well  that  night  but  at  intervals  was  some- 
what restless.  He  did  not  vomit  again 
until  the  next  morning,  when  he  was  seen 
by  his  physician,  Dr.  Dewitt  Brougham, 
through  whose  kindness  I am  reporting 
the  case.  He  apparently  was  fairly  com- 
fortable and  in  good  condition  until  that 
night,  roughly  forty-eight  hours  after  the 
onset,  when  he  fainted  as  he  was  being 
taken  to  the  bathroom.  He  was  seen 
again  by  Dr.  Brougham  who  apparently 
found  him  in  very  much  the  same  state 
of  collapse  as  that  in  which  I had  seen 


him  the  preceding  day.  He  was  admitted 
to  the  hospital  at  10  o’clock  that  night  at 
which  time  his  temperature  was  101°. 
He  was  extremely  restless,  completely  dis- 
oriented, cyanotic,  and  pulseless.  With 
sedatives  he  became  fairly  quiet  after  ad- 
mission, although  he  vomited  at  times 
during  the  night.  Fluids  were  given  by 
vein  with  some  response  but  he  expired 
eight  hours  after  admission. 

Pathologic  Findings  (. M.A . 35.38). — 
Autopsy  was  performed  by  the  writer 
two  hours  after  death.  Thymus  weighed 
twenty-five  Gm.  The  mesenteric  lymph 
nodes  were  moderately  enlarged.  There 
was  slight  smooth  thickening  of  the  mitral 
valve  leaflets  with  considerable  patchy 
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Fig.  4.  Case  7. 

Photomicrograph  of  adrenal.  Higher  magnification  showing  boundary  line  between  cortical  zone 
and  medulla.  The  right  three  quarters  in  the  section  shows  degenerating  cortex  with  scattered  leuco- 
cytes. The  zone  on  the  left  is  medulla.  ( X 500) 


yellowish  intimal  thickening  just  above 
the  aortic  valve.  In  the  left  lateral  wall 
of  the  left  ventricle  there  was  a distinct 
area  of  fibrosis  about  six  mm.  in  diameter. 
Adrenals  weighed  2.2  Gm.  On  section 
they  were  firm  in  consistency,  rather  gray- 
ish in  color,  and  without  the  usual  adrenal 
markings.  The  urine  in  the  bladder  failed 
to  show  acetone  or  sugar.  Aorta  seemed 
distinctly  small  and  thin- walled.  Thyroid 
not  remarkable. 

Microscopic  Findings. — Area  of  fibrosis 
in  the  myocardium.  Necrosis  and  in- 
flammatory reaction  in  the  centers  of  the 
lymphoid  nodules  of  the  spleen  and  lymph 
nodes.  The  adrenal  sections  showed  strik- 
ing absence  of  normal  cortical  tissue  with 
diffuse  infiltration  of  this  zone  with  lymph- 
oid and  plasma  cells  and  a few  mono- 


cytes and  polymorphonuclears.  The 
medullary  tissue  seemed  larger  in  amount 
than  is  usually  seen  and  extended  in  places 
out  to  the  fibrous  capsule  without  any 
cortical  zone  between.  A few  small  foci 
of  cells  which  appeared  to  be  remaining 
cortical  cells  were  found  (Figs.  2,  3,  and  4). 
Sections  of  the  pancreas,  pituitary,  thy- 
roid, liver,  and  kidneys  did  not  seem  un- 
usual. Brain  sections  showed  considerable 
edema  without  inflammatory  reaction. 

Summary  and  Comment 

The  first  two  infants  presented  the 
usual  story  of  sudden  death  without  pre- 
ceding symptoms  and  represent  the  group 
of  cases  with  which  you  are  all  familiar. 
Pathologic  findings  described  as  “status 
thymicolymphaticus”  with  small  adrenals 
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were  present.  The  interesting  fact  was 
that  they  were  both  in  the  same  family, 
both  females,  and  both  died  suddenly  at 
about  the  same  age  of  unknown  cause. 

Cases  3 and  4 were  also  in  the  same 
family  and  of  about  the  same  age  as 
cases  1 and  2.  The  noteworthy  and  un- 
usual fact  about  case  3 was  that  it  was 
observed  over  a period  of  two  months  with 
attacks  of  syncope  of  undetermined  cause, 
then  died  suddenly  and  the  pathologic 
findings  were  those  of  status  thymico- 
lymphaticus. This  would  suggest  that 
the  mechanism  which  causes  the  sudden 
deaths  of  this  type  may  in  certain  in- 
stances operate  to  cause  sudden  attacks 
of  obscure  collapse  with  recovery.  Case 
4,  the  sister  of  case  3,  at  about  the  same 
age  began  to  have  attacks  of  the  same 
sort,  but  still  survives. 

Cases  5 and  6,  ages  two  and  two  and  a 
half  years,  are  apparently  cases  of  acute 
adrenal  insufficiency  on  a basis  of  old 
calcified  pigmented  lesions,  probably  an 
old  hemorrhage.  Otherwise  the  pathologic 
findings  were  those  of  status  thymico- 
lymphaticus. Both  had  been  well  since 
the  neonatal  period  until  convulsions  and 
collapse  occurred  a matter  of  hours  before 
death.  Such  old  lesions  in  the  adrenals 
have  been  given  fairly  often  as  incidental 
findings  in  routine  autopsies  with  other 
adequate  causes  for  death.  The  clinical 
history  of  convulsions  and  sudden  collapse 
in  these  two  cases  is  especially  interesting 
in  connection  with  the  acute  crises  which 
may  occur  in  connection  with  chronic 
Addison’s  disease  and  the  therapy  of  those 
crises. 

An  eleven  year  old  boy  (case  7),  who 
presented  for  two  days  marked  collapse, 
conceivably  might  have  died  suddenly  at 
any  time,  showed  at  autopsy  hyperplasia 
of  thymus  and  lymphoid  tissues  and 
marked  atrophy  and  degeneration  of  the 
adrenal  cortex.  This  type  of  nontubercu- 
lous  adrenal  atrophy  has  frequently  been 
described  in  adult  cases  of  Addison’s 
disease,  but  to  my  knowledge  has  not  been 
described  in  children.  Its  cause  is  un- 
known but  it  has  been  compared  to  the 
various  types  of  liver  degeneration  and 
necrosis  of  unknown  etiology. 


These  clinical  and  pathologic  observa- 
tions with  regard  to  acute  adrenal  insuf- 
ficiency (either  on  a functional  or  anato- 
mic basis,  or  both),  seem  interesting  to 
us  in  the  light  of  recent  progress  in  our 
knowledge  of  the  adrenals.  They  have 
prompted  us  to  undertake  a study  of  elec- 
trolyte metabolism  particularly  that  of 
sodium  and  potassium  in  apparently  nor- 
mal and  sick  children,  hoping  that  it  may 
offer  an  approach  to  the  so-called  thymi- 
colymphatic  problem.  That  work  is  in 
progress. 

Discussion 

Dr.  George  R.  Murphy,  Elmira — Let  me 
congratulate  Dr.  Wyatt  on  his  excellent  paper 
and  case  studies.  I am  delighted  to  see  that  he 
hopes  to  be  able  to  study  some  of  the  cases  in 
which  he  suspects  sudden  death  may  occur. 

Unfortunately  so-called  status  thymicolym- 
phaticus has  been,  and  still  is,  the  waste  basket 
for  cases  in  which  there  are  no  obvious  causes  of 
death.  Careful  research  into  the  history,  study 
of  the  clinical  findings,  and  complete  necropsy 
will  tend  to  make  these  diagnoses  fewer  each  year. 

It  is  interesting  to  note  that  in  New  York 
State,  exclusive  of  New  York  City,  during  the 
past  seven  years  there  have  been  reported  a total 
of  cases  each  year  from  seventy-one  to  one  hun- 
dred seventeen  as  being  caused  by  either  status 
lymphaticus  or  thymus  gland.  Seventy-five  per 
cent  of  these  cases  were  in  children  under  one 
year. 

A study  of  the  literature  on  this  subject  re- 
veals an  amazing  situation:  Status  lymphaticus 
has  been  given  as  the  cause  of  sudden  death  since 
Plater’s  case  in  1614.  Attempts  have  been  made 
to  diagnose  this  condition  during  life,  and  Norris 
of  Bellevue  described  a definite  type  in  certain 
males,  who  were  said  to  have  an  “angelic”  body, 
whatever  that  may  be ! 

The  association  of  status  lymphaticus  and 
emotional  instability  has  been  suggested  by 
many  observers ; and  one  of  the  causes  of  sudden 
death  ascribed  to  this  condition  is  that  of  suicide. 
In  fact,  even  gunmen  who  met  death  by  violence 
were  said  to  have  shown  evidence  of  status  lym- 
phaticus. This  peculiar  reasoning  which  ascribes 
death  by  violence  to  a condition  which  is  not 
particularly  easy  to  diagnose,  and  which  is  based 
merely  upon  certain  findings  at  autopsy  makes 
one  feel  that  status  thymicolymphaticus  has  been 
so  impressed  on  the  medical  profession,  that  even 
when  they  have  an  obvious  cause  of  death  they 
are  inclined  to  suggest  that  the  thymus  is  in- 
volved. 
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In  reviewing  various  charts  at  our  two  local 
hospitals  (Arnot-Ogden  Memorial  and  St. 
Joseph’s  hospitals,  Elmira),  I have  frequently 
found  that  the  resident  has  signed  the  death 
certificate  as  status  thymicolymphaticus  in  cases 
when  there  was  an  obvious  pneumonia  meningi- 
tis, or  congenital  heart  condition,  etc.,  because 
he  was  apparently  impressed  by  the  supposedly 
large  thymus  found  at  autopsy. 

Dr.  Helen  Ingleby  of  Philadelphia,  Pa.,  has 
listed  six  general  causes  of  sudden  death  with 
about  fifty  subdivisions.  These  general  causes 
are  included  in  the  following  groups: 

1.  Circulatory  failure 

2.  Cerebral  death 

3.  Respiratory  death 

4.  Shock 

5.  Neuro-endocrino-humoral  death 

6.  Intoxication 

One  of  her  subdivisions  under  the  fifth  heading 
is  known  as  “reflex  inhibition,”  a term  much 
favored  by  the  Germans,  and  to  me  about  as 
valuable  as  the  term  of  status  thymicolympha- 
ticus. 

Those  of  us  who  have  been  in  practice  long 
enough  have  all  seen  cases  of  sudden  death  and 
have  experienced  the  terrific  emotional  strain  of 
trying  to  explain  the  situation  to  the  parents  of 
the  child.  On  May  21,  1935,  I was  called  at 
6 a.m.  by  an  excited  father.  I arrived  at  the  house 
within  five  minutes  to  find  the  child,  age  two 
months  to  the  day,  dead.  This  child  had  been 
under  my  care  since  two  weeks  of  age,  had  been 
a full  term  baby  with  a normal  delivery,  weighing 
eight  pounds  at  birth.  He  was  on  an  evaporated 
milk  formula;  he  had  done  very  well  and  weighed 
a little  over  twelve  pounds  at  time  of  death.  An 
autopsy  was  performed  and  we  found  a thymus 
which  weighed  39.5  Gm.,  a patent  foramen  ovale, 
and  a patent  ductus  arteriosus.  There  was  some 
mesenteric  adenitis,  and  microscopic  examina- 
tion of  the  pancreas  showed  very  few  islands  of 
Langerhans’ ; and  in  these  the  cell  nuclei  stained 
poorly.  I do  not  know  what  caused  this  baby’s 
death;  one  can  speculate  and  that  is  about  all. 

In  two  other  cases  which  were  diagnosed  as 
enlarged  thymus  prior  to  death,  one  showed  a 
neoplasm  of  the  lungs  and  the  other  multiple 
lung  abscesses. 

I have  seen  also  two  cases  which  were  given  six 
to  ten  doses  of  x-ray  soon  after  birth.  They 
failed  to  grow  in  weight  or  length  and  at  time  of 
death  weighed  less  than  at  birth.  The  ages  at 
death  were  six  and  eight  months,  respectively. 

There  is  no  question  that  one  sees  certain  types 
of  cases  in  which  irradiation  of  the  thymus  does 
seem  to  aid  the  clinical  symptoms.  Possibly 


these  symptoms  would  have  disappeared  if  a 
period  of  watchful  waiting  ensued.  I do  know 
that  I find  it  much  less  necessary  to  request  ir- 
radiation now  than  I did  earlier  in  my  practice. 
If  it  is  necessary,  I request  not  more  than  two 
exposures  with  an  interval  of  two  weeks. 

A.  Graeme  Mitchell  says:  “The  theory  of 

suprarenal  deficiency  has  much  in  its  favor  and 
is  supported  by  certain  physiological  and  phar- 
macological facts.  Suprarenal  insufficiency  seems 
to  be  a possible  explanation  of  certain  cases  of 
sudden  death  which  can  be  accounted  for  in  no 
other  way.  What  this  has  to  do  with  the  thymus 
is  another  matter,  although  there  may  be  an 
associated  thymic  and  lymphoid  hyperplasia; 
and  it  is  interesting  that  in  suprarenalectomized 
animals  there  follows  a hypertrophy  of  the  thy- 
mus, according  to  Marine  et  al.! 

J.  F.  Caffey  presents  a personal  case  of  a child 
eight  months  old  who  died  suddenly  and  on 
whom  a diagnosis  at  necropsy  of  status  thymi- 
colymphaticus was  made.  Twenty-four  hours 
later  a blood  culture  grew  meningococci. 

Conclusion 

1 . There  is  little  sound  basis  for  the  associa- 
tion of  an  enlarged  thymus  and  sudden  death. 

2.  Diagnosis  of  enlarged  thymus  is  to  be 
made  by  exclusion  plus  careful  x-ray  studies  in 
both  lateral  and  A.P.  planes  and  in  both  phases 
of  respiration. 

3.  It  probably  does  no  harm  to  give  one  or 
at  most  two  x-ray  treatments  especially  if  the 
parents  have  been  frightened  by  a possible 
accident. 

4.  It  is  sometimes  necessary  to  use  the  diag- 
nosis of  status  lymphaticus  when  trying  to  con- 
sole parents.  Let  us  be  most  careful  to  be 
honest  with  ourselves,  however,  and  admit  that 
we  do  not  know  the  cause  of  death  in  a given 
case. 

5.  All  cases  of  sudden  death  should  auto- 
matically be  investigated  by  careful  study  of  the 
history,  examination  of  the  patient’s  environ- 
ment, and  a thorough,  complete  autopsy. 

713  E.  Genessee  St. 

Dr.  Reginald  A.  Higgons,  Port  Chester — 
The  subject  of  “thymic  death”  is  one  which  must 
interest  all  pediatricians,  if  for  no  other  reason 
than  it  is  ever  being  brought  forcibly  to  our  at- 
tention by  an  apprehensive,  and  only  partly  in- 
formed laity. 

Unfortunately  even  our  own  group  is  divided 
into  many  camps,  both  as  to  the  true  pathogene- 
sis, and  also  the  proper  treatment  of  the  state 
called  “status  thymicolymphaticus.” 
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Back  in  1614,  Felix  Plater  described  the  pres- 
ence of  a large  thymus  gland  in  a case  of  sudden 
death,  and  in  1830,  Kopp  first  attributed  sudden 
death  to  the  pressure  of  an  enlarged  thymus. 

Many  workers  have  described  the  relative 
hypoplasia  of  the  adrenals,  which  accompanies 
the  hyperplasia  of  the  lymphatic  system  in  these 
cases. 

In  1914,  Cannon  demonstrated  the  relationship 
of  diminished  epinephrin  production  to  the  blood 
sugar  level,  and  the  consequent  inability  of 
muscles  to  withstand  fatigue. 

In  1917,  Symmers  first  suggested  an  allergic 
basis  for  the  symptoms.  He  thought  that  the 
body  might  be  sensitized  to  the  nucleoproteins 
of  the  disintegrating  lymph  follicles. 

In  1928,  Zeek  reported  two  “thymic  deaths” 
as  due  to  rupture  of  hypoplastic  cerebral  arteries. 

In  1932,  Boyd  reported  an  exhaustive  study  of 
the  size  and  weight  of  the  thymus,  with  the 
opinion  that  there  was  a great  variation  normally 
and  that  the  size  always  decreased  rapidly  before 
death,  in  the  presence  of  any  illness  of  more  than 
twenty-four  hours  duration. 

Rowntree  reports  no  increased  susceptibility 
^to  shock  in  rats  receiving  continuous  injection  of 
thymic  extracts,  although  these  rats  showed 
marked  structural  changes. 

Greenthal  reports  no  thymic  deaths  in  2,000 
surgical  anesthesias  where  all  cases  showing  any 
increased  thymic  shadows  were  treated  by  x-ray 
before  operation. 

On  the  other  hand,  a study  of  31,163  tonsillec- 
tomies at  the  New  York  Eye  and  Ear  Infirmary, 
showed  only  three  deaths  which  could  be  classi- 
fied as  “thymic  deaths.” 

Nesbit  suggests  a diminished  parathyroid 
function  in  these  cases,  with  a consequent  fall 
in  serum  calcium  levels.  He  thinks  radiation  may 
benefit  through  increasing  the  calcium  level. 


The  above  are  only  a few  of  the  thousands  of 
conflicting  observations  upon  this  subject  in  our 
current  literature.  Time  does  not  permit  a fuller 
review. 

At  present  I am  more  impressed  by  the  work 
which  suggests  an  allergic  state  in  these  cases. 

Tumpeer  (1934)  found  enlarged  thymic  shad- 
ows in  158  of  183  so-called  allergic  children. 

Waldbott  studied  thirty  children  who  had 
previously  been  treated  by  radiation  for  enlarged 
thymic  shadows.  He  found  twenty-five  of  these 
children  to  be  allergic  as  indicated  by  skin  testing. 

He  also  reported  evidence  of  an  allergic  shock 
reaction  from  nonprotein  substances  administered 
otherwise  than  by  injection.  These  included 
reactions  to  ether  and  to  local  anesthetics. 

Finally  he  compared  the  pathological  findings 
in  so-called  thymic  deaths,  sudden  deaths  from 
asthma,  and  deaths  from  anaphylactic  shock. 
The  three  groups  showed  the  same  characteristics 
with  regard  to  the  lymphoid  tissues  and  the 
adrenals.  He  felt,  however,  that  the  primary 
pathological  change  was  in  the  lungs.  These 
showed  edema,  petechial  hemorrhages,  capillary 
dilatation  and  eosinophilia,  with  some  organization, 
or  even  early  necrosis  in  cases  which  lived  long 
enough.  He  felt  that  the  edema  was  the  primary 
pathology  with  death  resulting  from  asphyxia. 

In  Dr.  Wyatt’s  cases,  the  familial  tendency, 
the  repeated  mild  attacks  before  death,  the  rela- 
tive lack  of  response  to  radiation,  the  temporary 
benefit  of  adrenalin,  the  resemblance  of  many 
of  the  symptoms  to  those  of  anaphylactic  shock, 
and  the  findings  of  edema  of  the  lung  tissue,  all 
suggest  an  allergic  shock  reaction. 

It  appears  to  me  that  the  states  of  status 
thymicolymphaticus,  allergy,  hypoadrenal  func- 
tion, may  all  be  different  manifestations  of  a com- 
mon basic  cellular  pathology,  the  cause  of  which 
is  still  unknown. 


FORTY  DOCTORS  ON  FAIR  STAFF 

When  the  World’s  Fair  opens  next  April  a 
staff  of  forty  physicians  and  seventy  nurses  will 
be  on  hand  to  administer  first  aid,  Dr.  Joseph 
C.  Hoguet,  director  of  the  medical  department  of 
the  World’s  Fair,  discloses. 

A special  x-ray  mounted  on  a truck  will  be 
ready  for  any  emergency.  Equipped  with  a 
darkroom,  the  automobile  will  answer  calls  from 
any  of  the  eight  first-aid  stations. 


In  addition,  the  medical  unit  is  planning  to 
have  a speed  boat,  fully  equipped  with  hospital 
and  surgical  instruments,  to  be  used  in  such 
emergencies  as  drowning  or  gas  asphyxiation. 
Several  obstetricians  will  be  on  the  staff  to  be 
ready  for  the  dozen  or  more  births  expected  dur- 
ing the  six  months’  period. 

Besides  the  visitors,  the  medical  staff  will  have 
to  take  care  of  a permanent  body  of  about  50,000 
fair  employees. 


Mt.  Sinai  Hospital  offers  an  eight-week’s  ad-  Doctor  (inquiring  after  boy  who  has  swallowed 
vanced  course  in  neuro-ophthalmology  from  a half  dollar) : “How  is  the  boy  today,  nurse?” 
February  6 to  March  31.  Details  on  application.  Nurse:  “No  change  yet,  doctor.” — Firfax. 


“GET  THEM  BACK” — 

Surgical  Lessons  from  the  War 


Condict  W.  Cutler,  Jr.,  M.D.,  The  Roosevelt  Hospital,  New  York  City 


Twenty  years  ago  the  war  to  end 
war  came  to  its  abrupt  conclusion. 
No  one  could  have  been  happier  to  see  it 
finished  than  the  surgeons  and  nurses 
whose  lives,  for  two  years,  had  been  lived 
in  an  atmosphere  of  human  misery  which 
they  had  tried — how  often  ineffectively — 
to  alleviate.  War  to  them  could  mean 
but  one  thing — human  wreckage.  Peace 
brought  a cessation  of  injury,  but,  for 
many  long  months,  the  battle  for  life  and 
health  still  went  on  in  the  hospital  wards. 
Even  today,  it  is  still  going  on  for  some 
of  the  wounded — twenty  years  after. 

How  often  we  have  heard  it,  in  these 
intervening  years,  that  familiar  exclama- 
tion: “What  a wonderful  experience  it 
must  have  been  for  you  to  be  a doctor  in 
the  war!”  We  have  learned  to  agree 
pleasantly  with  this  observation.  For, 
though  we  know  all  too  well,  we  cannot 
convey  to  one  who  has  not  shared  it 
what  that  experience  really  meant.  Pro- 
fessionally speaking,  our  experience  was 
dearly  bought,  and  hardly  worth  the 
price  we  and  our  patients  paid  for  it. 

Perhaps  it  may  be  well  to  try  to 
evaluate  that  experience,  from  the  pro- 
fessional aspect  solely,  looking  back 
through  the  years  of  civilian  practice 
with  an  appraising  eye.  What  did  we 
learn  in  those  bitter  days?  How  much 
have  we  kept  and  valued  for  the  better 
application  of  our  art  to  the  problem  of 
healing  in  a community  at  peace? 

From  the  point  of  view  of  one  who 
was  ordered  as  a Casual  Officer  to  fill 
a place  in  the  Roosevelt-Mackey  Unit — 
Base  Hospital  15 — , who  was  side-tracked 
to  the  front  where  the  need  was  greater, 
and  who  served  with  a combat  division, 
in  many  capacities,  for  some  months  be- 
fore reaching  the  original  destination,  it 
is  possible  to  give  a brief  cross  section 


of  surgical  service  to  the  wounded  from 
its  crude  beginnings  to  its  termination. 


It  is  a gray,  wet  dawn  in  the  trenches 
of  the  front  line.  The  flame  and  crash 
of  the  barrage  is  spreading  forward  across 
the  enemy  wire.  Poised  and  ready,  the 
men  are  waiting  for  the  whistle  that  will 
send  them  over  the  top.  The  medical 
officer  is  there.  His  men  know  what 
they  will  have  to  do.  He  knows  the 
objectives  of  the  attack  in  his  sector,  and 
something  of  the  terrain,  the  lay  of  the 
trenches,  roads,  and  paths.  Perhaps 
at  the  jumping-off  place,  perhaps  some- 
where out  in  the  fields  or  woods  ahead, 
still  in  enemy  hands,  he  must  find  a spot 
accessible  to  the  wounded,  yet  providing 
them  some  shelter.  A dugout,  the  cellar 
of  a ruined  house,  the  lee  of  an  embank- 
ment, perhaps  only  a shell  crater  must 
serve  his  purpose.  There,  as  the  attack 
sweeps  forward,  his  first-aid  station  is  set 
up  and  marked.  And  now  the  wreckage 
of  the  attack  drifts  back  to  him.  The 
wounded  come,  some  walking  singly, 
some  in  pairs,  helping  one  another,  some 
carried  on  the  backs  of  comrades  or  by 
prisoners,  a few  on  stretchers  manned  by 
sanitary  corps  men  or  by  bandsmen  whose 
duty  now  is  quite  different  from  that  on 
parade. 

Faced  with  every  type  of  injury  that 
gas,  shrapnel,  high- explosive  shell,  rifle 
bullet,  machine-gun  bullet,  rifle-butt,  and 
bayonet  can  produce,  what  can  the 
surgeon  and  his  handful  of  men  accom- 
plish for  the  aid  of  the  wounded?  Very 
little  to  be  sure,  especially  if  the  casual- 
ties be  heavy  and  the  work  is  hampered 
by  shelling,  gas,  mud,  and  rain.  But  he 
can  and  must  get  them  back,  back  to 
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relative  safety  and  to  better  care  than  he 
can  give  now.  A crude  dressing  here,  an 
improvised  splint  there,  a tourniquet 
for  this  one,  morphine  for  that,  tetanus 
antitoxin  if  it  holds  out.  Then  a tag, 
hastily  scrawled  and  attached  to  a but- 
ton. But  always — get  them  back.  Some 
can  still  walk  or  be  helped  to  a com- 
munication trench  or  road,  some  must 
be  carried.  Some  must  stay  where  they 
are,  sheltered  as  best  they  can  be,  and 
eased  when  opportunity  affords.  Some 
of  them  will  not  need  to  be  moved.  The 
burial  squad  will  take  care  of  them  later. 

Back  at  the  road,  better  shelter  may 
be  found,  possibly  another  dressing 
station,  but  here,  still,  the  slogan  is : 
“Get  them  back.”  A dressing  renewed, 
a tourniquet  eased,  antitoxin  or  morphine 
administered,  a splint  readjusted,  perhaps 
the  luxury  of  a cigarette  until  the  ambu- 
lance can  get  through. 

But  the  ambulance  company,  under 
its  surgeon  commander,  has  but  one 
purpose  and  one  idea — get  them  back. 
Over  shell  torn  roads,  often  hardly 
passable,  after  dark,  usually,  and  with- 
out lights,  the  faithful  creaking  Fords 
jounce  and  sway  and  rattle,  carrying  their 
loads  of  wounded.  Some  sit  on  the 
tail-board,  holding  on  precariously,  others 
lie  on  the  floor  or  on  the  stretchers  in 
their  racks  against  the  sides.  Speed  is 
the  watchword,  not  comfort,  for  there 
are  many  to  evacuate,  and  all  night 
long  the  drivers  must  slam  their  cars 
back  and  forth  over  these  roads  with 
troops  and  guns  and  ammunition  mov- 
ing up  along  them,  giving  them  no  right 
of  way.  The  wounded  must  get  back. 

Some  kilometers  back,  the  ambu- 
lances drop  their  loads.  Perhaps  it 
is  at  a divisional  field  hospital  housed 
in  huts,  or  Bessoneau  tents,  or  pos- 
sibly in  an  abandoned  chateau.  Such 
a hospital  moves  with  its  division,  locat- 
ing where  it  can.  Its  trucks  stand  some- 
where nearby.  It  may  be  here  to  day 
and  gone  tomorrow,  but  now  it  is  pre- 
pared for  the  business  in  hand.  Probably 
here  there  will  be  cots,  certainly  blankets, 
a hot  drink  for  those  who  may  be  given 
it,  a respite  of  rest.  Here,  too,  there  are 


surgeons,  an  improvised  operating  room. 
One  or  more  of  the  mobile  operating  units 
may  give  it  additional  capacity  for  the 
care  of  the  wounded. 

Now  one  can  begin  to  consider  a little 
such  problems  as  the  combating  of 
shock,  the  replenishment  of  depleted 
body  fluids,  the  nature  of  the  wounds 
and  their  demand  for  immediate  surgical 
intervention.  Here,  dressings  and  cloth- 
ing can  be  removed,  a little  cleaning  up 
done,  and  wounds  appraised.  The  less 
seriously  wounded,  their  pain  eased, 
may  sleep  a little  in  their  exhaustion. 

But,  as  the  wounded  keep  pouring 
in  from  the  hurrying  ambulances,  there 
is  not  much  time  for  refinements  of  care. 
The  operating  rooms,  lit  by  flaring 
lamps,  will  run  all  night,  perhaps  all  day. 
Debridement  of  compound  fractures  and 
the  application  of  Thomas  splints.  Am- 
putation sometimes.  Exploration  of  ab- 
dominal wounds  and  repair  of  visceral 
injuries.  Exploration  of  head  wounds 
and  the  elevation  of  bone  fragments  and 
extraction  of  metal.  Closure  of  chest 
wounds.  Debridement  of  the  worst  soft 
part  wounds.  These  are  the  operating 
room  activities,  repeated  over  and  over 
again.  Always  more  wounded  await 
their  turn,  driving  the  surgeons  on  hour 
after  hour.  And  meanwhile,  among  the 
cots,  there  are  dressings  and  still  more 
dressings  to  be  done.  There  may  be 
nurses  here,  probably  not. 

Or,  instead  of  at  a divisonal  field 
hospital,  the  ambulances  may  have  dis- 
charged their  loads  at  an  evacuation 
hospital,  located  more  or  less  permanently 
at  some  convenient  crossroads,  not  too 
far  from  the  front.  Here,  because  of  its 
greater  permanence  of  locale,  housed  in 
a cluster  of  wooden  buildings  designed 
and  erected  for  the  purpose,  the  facilities 
for  handling  a peak  load  of  wounded  may 
be  somewhat  more  elaborate  than  in 
the  wandering  field  hospital.  But  the 
nature  of  the  work  is  much  the  same, 
and  here  the  wounded  may  be  dressed 
and  operated  upon  by  the  operating 
teams  much  as  in  the  field  hospital. 

In  either  hospital  of  this  type,  as  the 
wounded  pour  in,  each  bringing  its 
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special  problem  of  treatment,  driving 
the  staff  to  the  limit  of  their  physical 
endurance,  we  learn  anew,  and  of  neces- 
sity, the  lessons  of  serious  acute  trau- 
matic surgery.  We  learn  the  need  of 
combating  hemorrhage  and  shock,  and 
come  to  appreciate,  as  never  before,  the 
values  of  infusions  and  of  transfusions — 
though  the  facilities  for  the  latter  are 
much  less  than  we  could  wish  under 
these  circumstances.  We  learn  that  in- 
jured and  exhausted  men  will  survive 
much  better  the  ordeal  of  operation, 
even  though  their  wounds  seem  urgent, 
if  given  a few  hours  of  rest  and  relief 
from  pain  beforehand.  We  learn  the 
need  of  the  radical  surgical  cleansing  of 
wounds  of  all  dirt,  clothing,  metal,  bone 
fragments,  and  devitalized  tissue,  even 
though  the  debridement  may  be  mutilat- 
ing. Life  itself  may  hang  upon  an 
apparent  ruthlessness,  and  may  be  lost 
for  the  lack  of  it.  We  learn  the  necessity 
of  early  closure  of  chest  wounds,  of  early 
exploration  and  repair  within  the  pene- 
trated abdomen,  of  the  dreadful  urgency 
of  spreading  gas  gangrene.  We  learn 
the  destructive  effect  of  transportation 
without  adequate  splinting  of  compound 
fractures.  And,  guided  by  these  stern 
lessons,  our  help  to  the  wounded  becomes, 
by  degrees,  more  intelligent  and  more 
effective.  We  of  Base  15  know  all  this 
well,  for  our  own  unit  served  as  an 
evacuation  hospital  during  the  offensive 
in  the  Argonne. 

But  the  journey  of  the  wounded  is 
not  yet  done.  A field  hospital  must 
maintain  its  mobility  and  cannot  har- 
bor patients  for  long.  An  evacuation 
hospital  must  always  make  room  for 
fresh  influx  of  wounded  and  must  not 
remain  filled.  Its  very  name  indicates 
its  purpose — to  get  them  back.  So 
day  by  day,  for  some  of  the  wounded, 
the  weary  pilgrimage  to  the  rear  goes 
on.  Sometimes  by  ambulance,  some- 
times by  hospital  train,  they  are  moved 
back  to  the  base  hospitals,  their  im- 
mediate problems  having  been  dealt 
with  as  well  as  could  be  done  in  the 
feverish  haste  of  the  advance  zone.  At 
last,  they  will  be  away  from  the  unceas- 


ing thunder  of  the  front,  from  the 
menace  of  gas  and  of  air-raids.  But 
the  stream  that  flows  back  has  thinned 
out  a little.  The  slightly  wounded  have 
returned  to  their  regiments  or  have  been 
sent  to  convalescent  camps.  Sepsis,  pneu- 
monia, hemorrhage,  peritonitis,  too,  have 
taken  their  toll  all  along  the  way.  And 
yet  the  receiving  base  hospitals  are  filled 
and  stretcher  bearers,  surgeons,  and 
nurses  must  work  night  and  day  when 
the  trains  come  in. 

But  here,  at  the  base  hospital,  for 
all  the  overwork,  there  is  still  time  for 
nursing  care  to  bring  comfort  and  ease. 
Problems  of  treatment  may  be  reviewed, 
laboratory  and  x-ray  work  brought  to 
the  patient’s  aid,  fractures  reset  and 
arranged  with  traction  and  suspension, 
overlooked  metal  fragments  removed, 
repair  of  tissue  damage  begun  and  the 
slow  business  of  healing  and  recuperation 
promoted  by  careful  dressings  and  medical 
care.  We  learn  what  may  be  accom- 
plished in  fractures  by  the  proper  applica- 
tion of  the  principles  of  suspension  and 
skeletal  traction,  as  we  spend  long  hours 
in  the  wards  forested  with  Balkan 
frames.  We  learn  how  sloughs  will 
separate  and  wounds  grow  clean,  healthy, 
and  relatively  free  of  bacteria  under  the 
conscientious  application  of  the  Carrel- 
Dakin  treatment,  and  can  even  make 
secondary  closures  of  many  of  them  and 
see  them  completely  heal.  We  learn  by 
observation,  and  to  our  amazement, 
that  long-neglected  wounds,  badly  con- 
taminated and  swarming  with  maggots 
will  appear  more  healthy  and  heal  more 
kindly  than  similar  wounds  not  thus 
infested.  We  even  attempt  some  plastic 
surgery  to  restore  to  a degree  of  useful- 
ness extremities  crippled  by  injury,  and 
to  bring  some  semblance  of  order  out  of 
the  chaos  of  damaged  features. 

When  all  that  we  can  do  has  been 
done,  our  wounded  leave  us,  some  to 
return  eagerly  to  duty,  others  regret- 
fully to  continue  their  long  journey  home, 
incapacitated  for  further  fighting.  For 
these,  the  war  is  over.  For  many,  their 
days  of  active  life  are  over  too.  But,  as 
the  convalescents  leave,  other  trainloads 
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arrive  to  take  their  places,  and  the  work 
goes  on  and  on.  Such  are  the  experiences 
of  war-time  surgery. 

What  did  we  bring  back  from  all  of 
this?  Not  much,  it  must  be  admitted, 
that  would  add  greatly  to  our  skill  and 
knowledge  in  civil  practice;  a good  deal, 
perhaps,  in  familiarity  with  the  problems 
of  traumatic  surgery.  Into  our  inter- 
rupted practices  and  to  our  hospitals, 
we  brought  back  from  war  days  the 
principles  of  the  management  of  patients 
in  shock,  of  the  debridement  of  lacerated, 
contaminated  wounds,  of  the  application 
of  the  Carrel- Dakin  treatment,  of  the 
maggot  treatment  of  suppurating  wounds 
and  osteomyelitis,  of  the  uses  of  suspen- 
sion and  skeletal  traction  in  the  manage- 
ment of  fractures,  of  the  rudiments  of 
plastic  surgery.  With  these  and  other  les- 
sons learned  we  have  been  better  equipped 
to  serve  the  rarer  injuries  of  civil  practice 
that  require  them.  Some  of  the  things  we 
were  taught  in  the  hard  school  of  war  ex- 
perience have  been  superseded  by  better 


methods  in  the  twenty  intervening  years, 
some  have  gone  on  to  development  and  im- 
provement, some  are  falling  into  disuse, 
but  they  served  our  need  in  their  time. 
The  science  of  surgery  must  advance, 
but  one  thing  our  experience  has  taught 
us,  if  no  other — that  warfare  is  not  the 
best  way  to  advance  it. 

We  have  forgotten,  happily  perhaps, 
much  that  happened  twenty  years  ago, 
but  one  bright  memory  remains  with  all 
of  us  who  spent  our  days  and  nights  in 
work  with  the  wounded.  It  is  the 
recollection  of  the  bravery  and  fortitude 
and  spirit  of  the  American  citizen  soldier, 
shown  not  alone  on  the  field  of  action, 
but  in  the  long  tedious  battle  for  life  and 
health  fought  out  hour  by  hour  and  day 
after  day  through  the  ordeals  of  injuries, 
operations,  and  dressings.  Often,  we 
rejoiced  in  his  victorious  recovery,  some- 
times we  mourned  his  defeat,  but  whether 
winning  or  losing  his  fight,  his  courage 
never  failed.  This,  at  least,  we  cannot 
forget. 


HALF  THE  "DIABETICS”  CALLED  "JUST  FATTIES” 


A press  dispatch  from  Winnipeg  reports  that 
Professor  L.  H.  Newburgh,  of  the  University  of 
Michigan,  told  the  Manitoba  Medical  Associa- 
tion’s annual  convention  that  fifty  per  cent  of 
the  persons  diagnosed  as  suffering  from  dia- 
betes are  “just  gluttons,  only  they  won’t  admit 
it.” 

“According  to  life  insurance  statistics,”  he 
continued,  “there  are  2,000,000  middle-aged 
obese  individuals  in  the  United  States  with 
diabetic  symptoms.” 


"They’re  not  diabetics  at  all,  they’re  just 
fatties,”  he  added. 

He  recommended  a milk,  vegetable,  and 
fruit  diet,  and  declared  the  “meat  eating  fallacy 
started  in  Germany  years  ago,  when  a German 
concluded  the  way  to  be  strong  and  healthy  was 
to  eat  meat. 

"The  result  was  the  Germans  thought  they 
could  lick  the  world  if  they  built  their  diet 
around  meat,  and  that  idea  was  absorbed  by 
other  countries.” 


"THROW  AWAY”  MAIL 

In  addition  to  “throw  away”  journals  there  is 
much  “throw  away”  mail  that  comes  to  a 
physician’s  or  dentist’s  desk,  remarks  the 
American  Journal  of  Medical  Jurisprudence. 
“Throw  away”  is  what  this  mail  deserves. 
Drugs,  books,  pills,  equipment,  shirts,  socks, 
and  more  pills  and  ointment,  sales  copy,  as  well 
as  samples,  clutter  the  professional  man’s  mail. 
Rightly,  all  this  junk  reaches  its  proper  destiny, 
the  waste  basket,  unopened.  Secretaries  rightly 


direct  such  consignment  and  conserve  the  time 
of  their  employers,  as  well  as  relieving  the  doctor 
of  this  modern  mail  annoyance. 

Some  communities  have  ordinances  pro- 
hibiting doorstep  distributing  of  circulars  and 
samples.  Hail  to  the  federal  legislator  who 
obtains  the  passage  of  a law  prohibiting  pro- 
miscuous mail  circularization  until  a permit  is 
obtained  and  control  is  exercised  over  this 
nuisance. 
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The  Administration  of  Arsphenamine. 
Preparation  of  Patient  and  Drug; 
Technic  of  Injection 

Of  all  antisyphilitic  remedies  so  far 
tried,  old  arsphenamine  is  generally  ac- 
knowledged by  syphilologists  to  be  the 
most  active  of  those  tolerated  in  thera- 
peutic doses.  Its  universal  adoption  has 
been  delayed  chiefly  by  the  lack  of  a safe 
and  simple  technic  of  administration.  In 
the  early  experimental  period  it  was  given 
subcutaneously  and  intramuscularly,  but 
on  account  of  the  severe  pain  and  local 
necrosis  which  it  caused,  these  meth- 
ods were  soon  abandoned  in  favor  of  the 
intravenous  route.  Until  recently  the 


use  of  old  arsphenamine  has  been  prac- 
tically limited  to  the  larger  clinics,  be- 
cause of  technical  difficulties  involved  in 
its  preparation  and  administration.  The 
original  acid  solution  is  highly  toxic  and 
must  be  alkalinized  before  injection. 
This  alkalinized  solution  is  unstable  and 
so  far  no  satisfactory  method  has  been 
devised  for  preparing  it  in  advance  for 
commercial  distribution.  Furthermore, 
the  high  dilutions  generally  advocated 
necessitate  the  setting  up  of  a gravity 
apparatus.  These  combined  difficulties 
have  led  the  general  practitioner  to  fall 
back  on  preparations  which  are  easier  to 
administer,  such  as  neoarsphenamine, 
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despite  the  fact  that  this,  like  other  sub- 
stitutes, is  relatively  inactive  in  small 
doses,  and  too  toxic  in  doses  high  enough 
to  be  therapeutically  active. 

A simplified  technic  has  now  been  de- 
vised whereby  the  principal  drawbacks  to 
the  administration  of  old  arsphenamine 
have  been  overcome.  The  tedious  and 
uncertain  method  formerly  in  use,  of 
alkalinizing  the  acid  arsphenamine  solu- 
tion with  sodium  hydroxide  solution  pre- 
pared in  bulk  and  added  drop  by  drop, 
has  been  replaced  by  the  introduction  of 
arsphenamine  in  ampules  of  different 
sizes,  each  accompanied  by  an  ampule  of 
sodium  hydroxide  solution  of  the  exact 
strength  required  to  alkalinize  the  corre- 
sponding dose  of  arsphenamine.  In  place 
of  the  old  cumbersome  gravity  apparatus, 
the  syringe  may  be  used  to  administer 
the  drug  provided  certain  simple  precau- 
tions are  observed. 

A three-year  trial  of  this  method  at  the 
Vanderbilt  Clinic,  in  the  treatment  of  all 
forms  of  syphilis  including  syphilis  in 
infants  and  children,  has  proved  it  to  be 
almost  as  simple  as  the  technic  used  in  the 
administration  of  neoarsphenamine  or 
silver  arsphenamine.  It  is  particularly 
useful  in  private  practice,  where  ordinarily 
only  a few  cases — sometimes  not  more 
than  one  or  two — are  treated  at  a time. 
It  is  believed  that  this  method  will  make 
available  to  the  general  practitioner  a 
rational  treatment  plan  hitherto  prac- 
ticable only  in  the  larger  clinics  and  in 
the  office  of  the  specialist.  For  details 
of  the  method,  see  section  entitled  “Prep- 
aration of  Drug  and  Technic  of  Injec- 
tion.’ ’ 

Instructions  for  Patient. — Give  the  pa- 
tient the  following  written  instructions  in 
advance : 

1.  Take  a mild  cathartic  the  night  before 

the  injection  (cascara  or  milk  of 
magnesia). 

2.  Take  no  food  for  four  hours  before  the 

injection,  except  a cup  of  tea  or 
coffee  or  a glass  of  milk,  and  a slice 
of  dry  toast. 

3.  Take  no  food  for  five  hours  after  the 

injection;  then  a cup  of  tea  or 


coffee  or  a glass  of  milk,  with  dry 
toast  or  saltine  crackers. 

4.  Rest  for  fifteen  to  thirty  minutes  after 
each  injection. 

Preparation  of  Drug. — 

1.  Pour  sterile  distilled  water  at  room 

temperature  into  sterile  Erlenmeyer 
flask,  5 to  10  cc.  for  each  decigram 
of  the  drug.  Children  tolerate 
easily  down  to  5 cc.  per  decigram. 

2.  Use  old  arsphenamine  marketed  in 

ampules  of  different  sizes,  each  ac- 
companied by  an  ampule  of  sodium 
hydroxide  solution  of  the  exact 
strength  required  to  alkalinize  the 
corresponding  dose  of  arsphena- 
mine. * 

3.  Immerse  ampules  of  arsphenamine  in 

alcohol  to  detect  cracks.  Do  not 
use  if  the  ampule  is  cracked,  or  if 
the  powder  is  off-color  (it  should  be 
pale  yellow  or  lemon-colored). 

4.  Dissolve  the  arsphenamine  by  sprink- 

ling the  powder  on  surface  of  water. 
Avoid  lumps,  as  they  will  not  dis- 
solve easily. 

5.  Allow  the  solution  to  clear;  be  sure 

there  are  no  gelatinous  masses. 

6.  Alkalinize  the  solution  by  adding  the 

correct  amount  of  sodium  hydroxide 
from  ampule  packed  with  the  corre- 
sponding dose  of  arsphenamine. 

7.  Rotate  the  flask  gently;  allow  to  stand 

until  flocculation  has  cleared — at 
least  15  minutes;  up  to  two  hours  at 
room  temperature  covered  will  do  no 
harm. 

8.  Test  for  alkalinity  with  litmus  paper; 

if  red  litmus  turns  blue,  the  solution 
is  ready  to  inject. 

Equipment  for  Intravenous  Injection. — 
Use  a 20-  to  23-gage  Fordyce  needle  with 
corrugated  wing,  and  an  all-glass  syringe. 
The  needle  may  be  attached  to  the 
syringe,  or  may  be  entered  first  into  vein 
and  the  syringe  then  attached.  It  is 
better  to  use  an  adapter,  even  when  not 
strictly  necessary,  as  the  adapter  will  pro- 
tect the  nozzle  of  the  syringe  against 

* If  not  obtainable  locally , they  may  be  ordered 
from  Dermatological  Research  Laboratories,  1720 
Lombard  Street,  Philadelphia,  Pa. 
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chipping  or  breaking.  If  a syringe  of 
more  than  20  cc.  capacity  is  used,  or  if  the 
syringe  and  the  needle  do  not  fit  perfectly, 
an  adapter  will  be  necessary.  Needles 
should  be  sharpened  smooth  and  both 
needle  and  syringe  sterilized  by  boiling. 
After  filling  syringe  with  arsphenamine 
solution,  be  sure  to  expel  air  from  syringe, 
in  order  to  avoid  danger  of  embolism. 


Figure  1.  Technic  of  intravenous  injection: 
tourniquet  applied,  operator’s  left  hand  steady- 
ing patient’s  forearm,  and  right  hand  holding 
needle  and  syringe  ready  to  enter  vein. 


Preparation  of  Patient. — With  the  pa- 
tient lying  down,  expose  his  arm,  fully 
extended.  Tie  a rubber  tourniquet  well 
above  the  elbow,  making  it  tight  enough 
to  stop  the  venous  circulation  but  not  so 
tight  as  to  obstruct  the  arterial  flow. 
Point  the  ends  of  the  tourniquet  up  the 
arm,  out  of  the  field  of  operation.  The 
tourniquet  should  be  removed  just  before 
the  injection  is  started.  Any  vein  in  the 
anterior  cubital  region  may  be  used  for 
the  injection.  To  make  the  veins  stand 
out  a hot  towel  may  be  applied,  or  the 
vein  slapped,  or  the  patient  is  told  to 
clench  and  open  his  fist  several  times. 
Clean  the  skin  over  the  vein  with  cotton 
moistened  in  alcohol. 

Technic  of  Intravenous  Injection. — With 
the  left  hand  steadying  the  patient’s  fore- 
arm, and  with  the  right  hand  holding  the 
needle  in  line  with  the  vein  and  nearly 
parallel  to  the  surface,  dip  the  point 
slightly  (bevel  edge  up),  thrust  the  needle 
quickly  through  the  .skin  and  venous 


wall,  and  then  straighten  and  advance  it 
1 to  2 cm.  within  the  lumen  of  the  vessel, 
in  the  direction  of  the  venous  flow.  One 
can  usually  tell  when  the  needle  is  in  the 
vein  by  the  flow  of  blood  from  the  needle, 
or,  if  attached  to  a syringe,  by  the  ap- 
pearance of  blood  therein.  If  a small- 
gage  needle  and  small  syringe  are  used, 
it  may  be  necessary  to  aspirate  by  draw- 
ing back  slightly  on  the  piston  before 
blood  will  appear.  With  a needle  of 
larger  caliber,  blood  usually  flows  out 
spontaneously. 

If  the  operator  distrusts  his  technic  and 
wishes  to  take  additional  precautions 
against  paravenous  infiltration  of  the 
arsphenamine,  he  may  have  at  hand  an 
extra  syringe  containing  warm  sterile 
water  or  physiologic  saline,  from  which  he 
injects  a few  cc.  after  the  needle  is  in 
place.  If  infiltration  occurs,  no  harm  is 
done,  and  another  site  can  be  tried;  if  no 
signs  of  infiltration  appear,  the  syringe  is 
replaced  by  another  containing  the  ars- 


Figure  2.  Technic  of  intravenous  injection; 
tourniquet  off,  needle  in  vein,  held  steady  by 
corrugated  wing ; slight  show  of  blood  in  syringe, 
injection  proceeding  slowly. 


phenamine  solution  and  replaced  in  the 
needle.  During  these  manipulations,  care 
must  be  taken  not  to  displace  the  needle 
in  the  vein. 

Inject  the  solution  slowly — not  more 
than  10  cc.  and  preferably  not  more  than 
5 cc.  per  minute.  Watch  the  patient  for 
flushing  of  the  face  and  other  signs  of  un- 
favorable reaction.  When  the  injection 
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has  been  completed  and  the  needle  with- 
drawn, have  the  patient  press  down  over 
the  site  of  injection  for  several  minutes 
with  a cotton  or  gauze  swab  dipped  in 
alcohol,  and  then  cover  it  with  adhesive 
tape.  It  is  better  to  use  alternate  arms 
for  subsequent  injections.  If  patient 
complains  of  pain  or  discomfort  at  point 
of  the  needle  or  up  the  course  of  the  vein 
after  the  arsphenamine  injection  is  begun, 
remove  the  needle,  even  if  no  local  swell- 
ing or  infiltration  can  be  detected,  and 
reinsert  it  in  another  vein.  If  an  infiltra- 
tion is  present,  or  if  there  is  pain  up  the 
arm,  massage  the  area  at  and  around  the 
puncture  wound  deeply  and  thoroughly 
for  five  or  ten  minutes,  and  then  apply 
hot  compresses  to  the  arm  for  about  half 
an  hour.  This  treatment  will  usually 
prevent  necrosis  and  will  greatly  mini- 
mize the  subsequent  discomfort  and  local 
redness.  The  hot  compresses  may  be 
continued  four  or  five  times  a day  if  neces- 
sary, and  if  local  redness  and  swelling 
do  take  place,  a thick  dressing  of  ichthyol 
ointment  may  be  applied  between  hot 
applications.  Thorough  massage  at  the 
time  the  infiltration  occurs  is  the  best 
remedy  of  all. 

If  the  arm  veins  are  difficult  to  enter,  any 
other  vein  (including  varicosities)  may  be 
used.  In  difficult  cases,  or  in  areas  sensi- 
tive to  puncture,  it  is  well  to  spray  the  skin 
with  ethyl  chloride  to  deaden  the  superficial 
nerve  endings,  before  attempting  entry. 
In  treating  children  whose  arm  veins  are 
difficult  to  enter,  one  may  use  ankle,  jugu- 
lar, or  scalp  veins.  In  the  latter  case, 
place  a rubber  tourniquet  around  the  base 
of  the  skull  to  make  the  veins  stand  out. 

Reactions  to  Arsphenamine. — Immedi- 
ate and  Early  (Slightly  Delayed) 
Reactions  : 

1.  Nitritoid  crisis  and  mild  vasomotor 
and  anaphylactoid  reactions.  These  are 
due  chiefly  to  too  rapid  administration 
of  the  drug.  They  occur  during  or  im- 
mediately after  the  injection. 

2.  General  malaise,  headache,  nausea, 
vomiting,  and  diarrhea.  These  reactions 
are  usually  due  to  dietary  indiscretions  of 
the  patient.  When  accompanied  by  chills 
and  fever,  they  may  be  the  “tubing  reac- 


tion” or  may  be  due  to  contamination  from 
impurities  in  the  water  or  to  faulty 
technic.  They  occur  within  twenty-four 
hours  after  the  injection. 

3.  Mild  and  transitory  skin  eruptions. 
Urticaria,  scarlatiniform,  and  morbilli- 
form rashes.  Some  rashes  are  possibly 
due  to  the  reactivation  of  latent  infections 
by  the  drug.  They  usually  occur  within 
twenty-four  to  forty-eight  hours  after  the 
injection.  Urticaria  may  occur  during 
the  injection,  with  or  without  other 
symptoms. 

4.  Herxheimer’s  reaction.  A flare-up 
of  syphilitic  lesions  following  the  first 
injection  of  an  arsphenamine;  especially 
serious  in  cardiovascular  syphilis.  Occa- 
sionally, meningeal  symptoms  and  cranial 
nerve  palsies  occur  in  patients  with  early 
subthreshold  involvement  of  the  nervous 
system. 

5.  Pain  in  the  chest  and  back,  cough, 

pallor,  collapse,  and  cardiac  failure. 
These  are  due  to  the  injection  of  a con- 
centrated solution  of  unneutralized  (acid) 
arsphenamine:  “Doctor  or  attendant 

mistook  it  for  neoarsphenamine.” 

Delayed  Reactions  : 

1.  Skin  (exfoliative  dermatitis) . Gener- 
alized, vesicular,  exudative  dermatitis, 
frequently  associated  with  grave  constitu- 
tional symptoms,  and  characterized  by 
scaling  and  extensive  exfoliation  in  the 
later  stages.  It  is  usually  preceded  and 
accompanied  by  intense  itching.  It  is 
caused  by  idiosyncrasy  to  arsenic  com- 
pounds and  undue  retention  of  arsenic  in 
the  system.  Its  occurrence  bears  no  re- 
lation to  the  number  of  injections. 

2.  Liver  (jaundice).  Varies  from  mild 
hepatitis  resembling  catarrhal  jaundice  to 
acute  yellow  atrophy,  the  latter  usually 
fatal.  It  is  probably  due  to  retention  of 
arsenic,  superimposed  on  damage  by 
syphilis  and / or  intercurrent  infection.  It 
may  occur  as  late  as  several  months  after 
the  last  arsphenamine  injection. 

3.  Kidney  (nephritis).  The  usual 
clinical  manifestations,  with  albuminuria 
and,  occasionally,  hematuria.  It  is  more 
marked  when  mercury  or  bismuth  is  used 
concurrently  with  arsphenamine.  It  is 
rarely  caused  by  arsphenamine  alone,  but 
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when  it  is,  it  is  far  more  likely  to  occur  as 
a complication  of  dermatitis,  jaundice,  or 
neuritis.  It  should  not  be  confused  with 
syphilitic  nephritis,  which  clears  miracu- 
lously under  specific  treatment. 

4.  Nervous  system.  Peripheral  neu- 
ritis, ranging  from  mild  forms  (numbness, 
tingling,  paresthesias)  to  severe  forms  fol- 
lowed by  muscular  atrophy;  hemorrhagic 
encephalitis,  which  is  comparatively  rare 
in  the ‘United  States  and  is  more  likely  to 
occur  after  neoarsphenamine  or  sulfars- 
phenamine  in  high  dosage. 

5.  Blood  dyscrasias.  Aplastic  anemia, 
agranulocytic  angina,  usually  with  sto- 
matitis of  varying  degrees,  and  purpura 
hemorrhagica.  These  are  comparatively 
rare,  but  serious  and  sometimes  fatal. 

Prevention  of  Reactions  to  Arsphena- 
mine. — Most  reactions  are  preventable, 
being  due  to  faulty  technic,  inadequate 
preparation  of  the  patient,  too  high 
dosage,  too  abrupt  initiation  of  arsphena- 
mine  therapy  especially  in  the  later 
stages  of  syphilis,  or  to  neglect  of  warning 
symptoms. 

1.  Technic.  Give  careful  attention  to 
details  of  preparation  of  drug  and  appa- 
ratus; avoid  paravenous  infiltration; 
inject  solutions  slowly,  and  in  adequate 
dilution. 

2.  Preparation  of  patient.  If  possible, 
give  written  or  printed  instructions  in 
advance,  as  outlined  on  page  146  and 
inquire  before  injection  whether  instruc- 
tions have  been  followed.  In  case  the 
patient  is  known  to  be  a reactor,  inquire 
for  special  symptoms  following  the  last 
injection.  If  the  patient  was  previously 
treated  elsewhere,  inquire  carefully  for 
any  history  of  reactions  to  treatment;  if 
possible  get  the  record  from  physician  or 
clinic  where  the  patient  was  last  treated 
for  syphilis. 

3.  Dosage.  Do  not  attempt  to  sterilize 
the  patient  with  a single  dose  of  arsphena- 
mine.  Begin  the  course  with  the  mini- 
mum dose  and  increase  gradually  to  the 
maximum.  If  a reaction  occurs,  reduce 
the  next  dose  slightly.  If  the  patient 
lapses  before  the  course  is  completed, 
start  again  on  reduced  dosage  when  the 
course  is  resumed,  and  increase  as  before. 


4.  Age  of  patient  and  stage  of  disease. 
Do  not  give  arsphenamine  to  persons 
over  fifty  years  of  age  unless  the  clinical 
symptoms  require  it  and  the  general 
physical  condition  permits  it.  In  these 
and  in  all  cases  of  late  syphilis  in  which 
arsphenamine  is  indicated,  give  pre- 
liminary injections  of  mercury  or  bismuth 
before  beginning  the  arsphenamine  course 
in  order  to  avoid  therapeutic  shock  to 
vital  structures. 

5 . Observe  special  precautions  in  treat- 
ing pregnant  women,  and  note  dosage  for 
infants  and  children  (see  “Treatment 
Schedule,”  under  these  headings).  See 
also  “Modifications  of  Routine  Treat- 
ment for  Special  Types  of  Cases.” 

6.  Heed  warning  symptoms:  (a) 

Nitritoid  Crisis.  On  appearance  of  early 
symptoms  (flushing  of  face,  suffusion  of 
eyes,  slightly  labored  breathing),  stop  the 
flow  of  arsphenamine  and  wait  for  the 
symptoms  to  subside.  Resume  injection 
after  five  minutes  if  the  symptoms  have 
subsided,  and  give  still  more  slowly  until 
the  injection  is  completed.  A confirmed 
reactor  should  be  given  10  cc.  of  calcium 
intravenously  just  before  the  syringe  is 
attached  for  the  arsphenamine  injection; 
or  else  adrenalin  (10  minims)  subcutane- 
ously, or  ephedrine  (1  cc.)  intramuscu- 
larly 10-15  minutes  before  the  arsphena- 
mine injection.  Smelling  salts  are  some- 
times effective.  It  is  well  to  check  the 
blood  pressure  before  giving  adrenalin  to 
obese  patients. 

(b)  Skin.  Inquire  of  the  patient  before 
each  injection  whether  he  had  a skin  rash 
or  any  other  untoward  effects  following 
the  previous  injection.  If  any  of  the 
mild  skin  eruptions  have  occurred — urti- 
carial, scarlatiniform,  morbilliform,  or 
slightly  dry,  red,  scaly  patches — skip  one 
injection  and  then  resume  treatment  on 
slightly  reduced  dosage,  giving  sodium 
thiosulfate  between  arsphenamine  in- 
jections. These  rashes  are  not  a contra- 
indication to  further  treatment,  but  call 
for  caution.  Any  suggestion  of  a moist, 
swollen  exudative  dermatitis  indicates  a 
true  idiosyncrasy  to  arsphenamine  and 
calls  for  immediate  cessation  of  treatment. 

(c)  Liver.  Jaundice  is  usually  preceded 
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by  anorexia,  nausea  and  vomiting.  Pal- 
pate for  enlarged  liver  and  take  blood  for 
bile  index  (above  15  is  suspicious).  Look 
for  jaundiced  urine:  when  urine  is 

shaken  in  test  tube  the  foam  is  icteric.  In 
colored  patients  especially,  watch  for 
icteric  sclerae.  Discontinue  arsphena- 
mine  temporarily  in  the  presence  of  other 
symptoms  without  waiting  for  clinical 
jaundice  to  appear. 

(d)  Kidney.  Make  frequent  urinaly- 
ses (every  one  or  two  weeks) . If  a heavy 
trace  of  albumin  is  found,  stop  all  treat- 
ment and  give  sodium  thiosulfate.  Use 
mercury  and  bismuth  preparations  with 
caution  in  patients  with  a history  of  renal 
symptoms. 

(e)  Nervous  system.  Moderate  dos- 
age, alternating  of  arsphenamine  with 
bismuth  or  mercury  courses,  and  avoid- 
ance of  neoarsphenamine  and  sulfars- 
phenamine  will  avert  a majority  of  acci- 
dents to  the  nervous  system.  If  minor 
symptoms  appear,  discontinue  arsphen- 
amine temporarily  and  give  mercury  or 
bismuth,  with  iodides.  Do  not  begin 
arsphenamine  without  preliminary  in- 
jections of  mercury  or  bismuth  if  there 
is  any  reason  to  suspect  early  involvement 
of  the  nervous  system,  in  order  to  avoid 
Herxheimer’s  reaction. 

(f)  Blood  dyscrasias.  Take  blood 
counts  at  frequent  intervals  (a  complete 
blood  count  once  a month).  Eliminate 
foci  of  infection,  especially  in  the  mouth. 
Note  any  history  of  hemorrhagic  diathesis 
in  the  patient  or  his  family.  A consistently 
falling  leukocyte  count,  even  if  still  within 
the  lower  limits  of  “normal”  should  be 
looked  upon  with  suspicion,  especially  if 
there  is  a disproportionate  fall  in  the 
number  of  polymorphonuclear  cells.  A 
total  white  count  of  3,000  or  less,  with 
both  absolute  and  relative  decrease  in  the 
granular  leukocytes,  calls  for  prompt 
cessation  of  all  treatment.  Endeavor  to 
eliminate  arsenic  by  injections  of  calcium 
or  sodium  thiosulfate,  force  fluids,  and 
proceed  as  in  heavy  metal  intoxication. 
This  technic  is  designed  to  prevent 
agranulocytosis.  The  red  cell  count  is 
rarely  if  ever  affected  enough  to  require 
cessation  of  arsphenamine  treatment. 


More  often  than  not,  arsphenamine,  if 
given  in  small  to  moderate  doses,  will 
stimulate  erythrocyte  production  and 
hemoglobin. 

Treatment  of  Reactions  to  Arsphen- 
amine.— (a)  Nitritoid  crisis.  For  a true 
nitritoid  reaction  subcutaneous  injection 
of  adrenalin  (10  minims)  is  usually  recom- 
mended, but  I have  found  the  best  remedy 
for  the  milder  reactions  to  consist  in  low- 
ering the  patient’s  head  and  having  him 
alternately  take  repeated  long  breaths 
and  hold  his  breath.  Smelling  salts  also 
help.  If  the  reaction  is  severe,  and  the 
patient  unconscious  and  pulseless,  give 
adrenalin  intravenously  (5  to  10  minims) 
and  keep  the  patient  warm  with  a blanket 
and  hot-water  bottle,  as  in  treatment  of 
shock. 

(b)  Exfoliative  dermatitis.  At  the 
first  signs  of  an  eruption  of  the  exudative 
type,  stop  all  treatment  and  aid  elimina- 
tion of  arsenic  by  giving  calcium  or 
sodium  thiosulfate,  both  intravenously 
(daily  injections)  and  by  mouth.  Have 
the  patient  rest  in  bed,  force  fluids,  and 
give  a saline  laxative  daily.  For  local 
treatment  in  the  exudative  stage,  dust 
cornstarch  powder  over  the  skin.  When 
exfoliation  begins,  apply  boric  acid  oint- 
ment or  some  other  oily  preparation. 
Continuous  cornstarch  baths  may  be 
given,  or  the  patient  may  take  a bath 
every  few  days.  If  the  patient  shows 
signs  of  dehydration,  glucose  injections 
may  be  given,  either  intravenously  or 
by  hypodermoclysis.  A patient  who  has 
once  had  a true  exfoliative  dermatitis  is 
rarely  able  to  tolerate  further  arsphen- 
amine treatment,  but  it  is  permissible  to 
try,  after  an  interval  of  six  months  or 
more,  giving  0.05  Gm.  of  a different 
arsphenamine  preparation  (silver  ars- 
phenamine is  usually  well  tolerated). 
This  is  a more  reliable  guide  to  further 
treatment  than  either  the  patch  or  the 
intradermal  skin  tests. 

(c)  Jaundice.  Stop  all  treatment  and 
put  the  patient  on  a fat-free  diet,  giving 
especially  fruits  and  sour  foods  (sauer- 
kraut, buttermilk).  Hasten  the  elimina- 
tion of  arsenic  by  the  methods  suggested 
for  dermatitis.  Do  not  resume  arsphen- 
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amine  for  at  least  six  months  after  the 
jaundice  has  cleared,  and  then  only  in 
small  doses  at  weekly  intervals.  Heavy 
metals  and  the  iodides  may  be  given  after 
the  jaundice  has  cleared  and  until  arsphen- 
amine  is  begun.  The  bile  index  should 
be  taken  weekly,  on  both  blood  and 
urine,  during  arsphenamine  courses,  in 
order  to  prevent  a recurrence  of  the 
hepatitis. 

(d)  Nephritis.  Stop  all  treatment  and 
give  calcium  or  sodium  thiosulfate. 

(e)  Neuritis.  Stop  all  treatment.  Use 
massage,  hot  baths,  and  baking  with  elec- 
tric heaters.  Aid  the  elimination  of 
arsenic  as  in  dermatitis  or  jaundice. 

(f)  Blood  dyscrasias.  No  cure  is 
known  for  conditions  resulting  from  the 
serious  damage  to  the  blood-forming  ap- 
paratus caused  by  arsphenamine.  The 
best  treatment  is  prevention.  See  meas- 
ures described  under  this  heading. 

Silver  Arsphenamine 

Occasionally  it  becomes  necessary  to 
replace  old  arsphenamine  with  a substi- 
tute, either  because  the  patient  has  shown 
himself  intolerant  to  old  arsphenamine, 
or  because  the  Wassermann  proves  un- 
usually resistant  and  a drug-fastness  is 
suspected.  In  such  cases  I have  found 
silver  arsphenamine  to  be  the  drug  of 
choice. 

Silver  arsphenamine  is  marketed  in  the 
form  of  a dark  brown  powder,  freely 
soluble  in  water  and  alkaline  in  reaction. 
It  contains  approximately  19  per  cent 
arsenic  and  12  to  14  per  cent  silver.  It 
is  administered  intravenously,  usually 
by  syringe,  but  may  be  given  by 
gravity. 

Preparation  of  Drug  and  Technic  of  In- 
jection.— 

1.  Break  the  ampule  in  the  usual  way 

and  dissolve  the  powder  in  sterile 
distilled  water  at  room  tempera- 
ture, 10  cc.  to  1 decigram  of  the 
drug  (children  tolerate  down  to 
5 cc.). 

2.  Observe  the  same  precautions  as  in 

the  preparation  of  old  arsphen- 


amine, except  that  alkalinization 
is  omitted.  Sprinkle  (do  not 
dump)  the  powder  on  the  surface 
of  the  water,  and  allow  the  solution 
to  clear.  The  flask  may  be  rotated 
gently  to  hasten  solution,  but  do 
not  shake. 

3.  The  solution  should  be  used  within  20 

minutes,  as  it  deteriorates  on  ex- 
posure to  carbon  dioxide. 

4.  Do  not  inject  unless  the  solution  is 

clear,  like  back  coffee. 

Silver  arsphenamine  has  one  disad- 
vantage, in  that  the  dark  color  of  the 
solution  makes  it  difficult  to  distinguish 
the  presence  of  blood  when  aspirated  into 
the  syringe.  There  are  several  ways  in 
which  the  operator  may  verify  the  posi- 
tion of  the  needle  in  the  vein  and  avoid 
a paravenous  infiltration : 

(a)  He  may  perform  the  venipuncture 

before  attaching  the  syringe. 

(b)  He  may  puncture  with  the  syringe 

attached,  and  if  difficulty  is  en- 
countered, detach  the  syringe  and 
allow  the  blood  to  flow  out  from  the 
needle. 

(c)  He  may  have  at  hand  an  extra 

syringe  containing  a solution  of 
physiologic  saline  into  which  he 
aspirates  for  blood;  as  soon  as 
blood  is  obtained,  substitute  the 
syringe  containing  the  silver  ars- 
phenamine solution  to  be  in- 
jected. 

(d)  He  may  puncture  with  attached  syr- 

inge containing  a few  cc.  of  physio- 
logic saline,  aspirate  for  blood  into 
this,  then  detach,  fill  same  syringe 
with  silver  arsphenamine  solution, 
and  replace  in  needle. 

Reactions  to  Silver  Arsphenamine. — We 
have  found  reactions  after  silver  arsphen- 
amine to  be  less  numerous  and  less  severe 
than  after  either  old  or  neoarsphenamine. 
Argyria  sometimes  develops,  however, 
especially  in  elderly  patients,  if  the  drug 
is  continued  over  long  periods.  Hence 
the  total  dosage  should  not  exceed  eight 
grams. 
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DOSAGE  SCHEDULE  FOR  SILVER 
ARSPHENAMINE 


For  Preferred  or  For  Alternate  or 
“3-2”  Plan  “2-1”  Plan 


Dosage 

Dosage 

Dosage 

Dosage 

for 

for 

for 

for 

Dose 

Men 

Women 

Men 

Women 

1st 

0.15  Gm. 

0.1  Gm. 

0.15  Gm. 

0.1  Gm. 

2nd 

0.15  Gm. 

0.1  Gm. 

0.2  Gm. 

0.15  Gm. 

3rd 

0.2  Gm. 

0.15  Gm. 

0.25  Gm. 

0.15  Gm. 

4th 

0.25  Gm. 

0.2  Gm. 

0.25  Gm. 

0.2  Gm. 

5th 

0.25  Gm. 

0.2  Gm. 

0.3  Gm. 

0.2  Gm. 

6th 

0.25  Gm. 

0.2  Gm. 

0.3  Gm. 

0.25  Gm. 

7th 

0.3  Gm. 

0.25  Gm. 

0.3  Gm. 

0.25  Gm. 

8th 

0.3  Gm. 

0.25  Gm. 

0.3  Gm. 

0.25  Gm. 

9th 

0.3  Gm. 

0.25  Gm. 

0.3  Gm. 

0.25  Gm. 

10th 

0.3  Gm. 

0.25  Gm. 

0.3  Gm. 

0.25  Gm. 

Total  for 
Course 

2.45  Gm. 

1.95  Gm. 

2.65  Gm. 

2.05  Gm. 

For  subsequent  courses  under  either  plan  re- 
peat the  dosage  of  the  first  coutse. 


The  Administration  of  Bismuth  and 
Mercury  Preparations:  Drugs  and 
Dosage;  Technic  of  Intramuscular 
Injection 

Drugs  and  Dosage. — In  view  of  the 
many  preparations  of  bismuth  and  mer- 
cury on  the  market,  and  of  the  high-pres- 
sure sales  methods  employed  in  their  dis- 
tribution, it  is  advisable  for  the  general 
practitioner  to  confine  his  choice  to  the 
relatively  few  products  which  have  al- 
ready received  a fair  trial  in  the  larger 
clinics,  and  to  watch  for  reports  appearing 
from  time  to  time  in  the  J.A.M.A.  on 
the  newer  products.  The  use  of  products 
marketed  by  a few  reliable  drug  manu- 
facturers will  reduce  to  a minimum  the 
chances  of  administering  preparations  of 
uncertain  toxicity  and  substandard  thera- 
peutic potency.  If  any  lot  or  prepara- 
tion gives  trouble,  samples  from  it  should 
be  sent  to  the  manufacturers  and  to  the 
Laboratory  of  the  National  Institute  of 
Health  in  Washington  for  testing. 

A.  Bismuth  Preparations.  The  effi- 
cacy of  bismuth  preparations  appears  to 
be  proportional  to  the  amount  of  elemen- 
tal bismuth  which  they  contain.  For 
this  reason  it  is  best  to  use  preparations 
containing  not  less  than  50  mg.  of  ele- 
mental bismuth  in  1 cc.  Two  of  the 
preparations  which  meet  this  and  other 
requirements  are: 

1.  Bismo-Cymol  (NNR):  a basic 

bismuth  salt  of  campho -carboxylic  acid, 
in  solution  in  olive  oil.  The  salt  contains 
between  37  and  40  per  cent  of  elemental 
bismuth,  and  1 cc.  of  the  oil  solution  con- 
tains 50  milligrams  of  bismuth. 


2.  Sodium  Potassium  Bismuth  Tar- 
trate: A suspension  in  olive  and  almond 
oils  with  butyn,  each  cc.  containing  50 
milligrams  of  elemental  bismuth. 

Either  of  the  above  preparations, 
given  in  initial  doses  of  1 cc.,  increased 
after  a few  injections  to  2 cc.,  will  give 
the  patient  a total  of  approximately  1,350 
mg.  of  elemental  bismuth  per  course  of 
15  injections. 

B.  Mercury  Preparations.  The  solu- 
ble mercurials  act  more  promptly  than 
the  insoluble  ones  but  are  eliminated  so 
rapidly  that  injections  must  be  given 
daily  or  at  most  every  other  day,  while 
with  insoluble  compounds  suspended  in 
oil,  one  or  two  injections  a week  will 
suffice.  The  preparations  recommended 
here  are : 

1.  Mercury  Salicylate,  insoluble,  con- 
taining about  55  per  cent  of  mercury, 
suspended  in  a vegetable  oil.  The  initial 
dose  is  3/4  grain,  which  comes  prepared 
in  a 1 cc.  ampule;  this  dose  is  increased 
to  1 grain  and  later  to  iy2  grains  (some 
patients  will  tolerate  2 grains) . This  gives 
the  patient  about  18  grains  of  the  mercury 
salt  per  course  of  fifteen  injections. 

2.  Mercury  Bichloride,  water  soluble, 
containing  about  73  per  cent  of  mercury. 

3.  Mercury  Succinimide,  water  solu- 
ble, containing  about  50  per  cent  of 
mercury. 

The  dosage  for  either  soluble  prepara- 
tion is  Ve  grain  increased  to  y4  grain.  At 
least  five  times  as  many  injections  of  the 
soluble  preparations  would  be  required  in 
order  to  provide  the  equivalent  of  a fifteen- 
injection  course  of  the  insoluble  salicylate. 

Mercury  Rubs.  Mercury  may  be  given 
by  inunction,  in  the  form  of  blue  oint- 
ment, put  up  in  cascarets,  one  cascaret 
to  be  rubbed  into  one  part  of  the  body 
once  a day  after  a hot  bath.  Rub  for 
twenty  to  thirty  minutes  and  change  the 
site  daily.  Give  in  courses  of  thirty  rubs. 

Mercury  by  Mouth  is  less  efficacious 
than  by  injection  or  inunction  but  may 
be  used  in  late  forms  of  syphilis,  especially 
for  elderly  persons,  or  for  those  tempo- 
rarily out  of  reach  of  a physician.  The 
following  are  recommended: 
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(1)  Hydrarg.  Chlor.  Corros.  gr.  iii 

Potassium  Iodide  5 ss 

Elix.  Lactopep.  q.s.  ad  5 vi 

(2)  Pills  each  containing  grain  of 

mercury  bichloride  and  5 grains 
of  potassium  iodide 


One  teaspoonful  t.i.d.  in  glass  of  water 
fifteen  to  twenty  minutes  before  meals. 
Sometimes  better  tolerated  with  pinch 
of  sodium  bicarbonate  in  each  dose. 

One  pill  t.i.d.  preferably  dissolved  in  a 
glass  of  water  before  meals. 


Mercury  is  not  recommended  for  intravenous  injection. 


Technic  of  Intramuscular  Injection. — 
Bismuth  and  mercury  preparations  are 
injected  intramuscularly  into  the  buttock, 
the  preferred  site  being  at  or  near  the 
center  of  the  upper  inner  quadrant. 


* 


Figure  3.  Sites  for  intramuscular  injection. 


Other  sites  which  may  be  used  are,  in  the 
order  of  preference  (1)  at  or  near  the  center 
of  the  lower  inner  quadrant  (2)  the  upper 
outer  portion  of  the  upper  outer  quadrant. 

With  patient  lying  face  downward  on 
table,  select  the  site  of  injection  and 
clean  the  part  with  cotton  saturated  with 
70  per  cent  alcohol.  Use  a 19-  to  20- 


gage  needle  about  21/2  inches  long.  Hold- 
ing the  hub  of  the  needle  between  the 
index  finger  and  the  thumb,  with  a quick 
wrist  motion  thrust  the  needle  iy2  to  2 
inches  into  the  gluteal  muscle.  The  dose 
to  be  injected  is  then  collected  in  the 
syringe,  and,  while  the  hub  of  the  needle  is 
held  with  the  index  finger  and  the  thumb, 
the  syringe  is  attached  and  the  contents 
injected  slowly. 

Without  removing  the  syringe,  wet  a 
cotton  swab  with  alcohol  and  press  it  down 
firmly  beside  the  puncture  site,  withdraw- 
ing the  needle  at  the  same  time.  Massage 


Figure  4.  Sites  for  intramuscular  injection, 
showing  needle  in  place. 
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vigorously  and  deeply  without  moving  the 
fingers  from  the  spot.  Then  using  the 
outer  part  of  the  palm  massage  so  as  to 
move  the  entire  buttock.  Now  put  a small 
piece  of  cotton  over  the  puncture  wound 
and  hold  it  firmly  in  place  with  a V^inch 
strip  of  adhesive  tape.  Use  alternate  but- 
tocks for  subsequent  injections. 

WARNING!  Before  attaching  the 
syringe,  be  sure  to  allow  the  needle  to 
remain  in  place  for  30  to  60  seconds,  to 
determine  whether  or  not  the  needle  is 
in  a blood  vessel.  If  blood  appears,  with- 
draw the  needle  and  puncture  a short 
distance  away.  If  an  embolism  occurs, 
the  patient  will  cough  and  complain  of 
pain,  and  chill  and  fever  will  follow.  In 
severe  cases  an  infarct  will  develop.  If 
the  infarct  is  large  enough,  a mild  pneu- 
monia will  follow.  Roentgen  rays  will 
usually  confirm  these  findings. 

Complications  Due  to  Bismuth  and 
Mercury:  Their  Prevention  and 
Treatment 

A patient  usually  tolerates  the  heavy 
metals  in  proportion  to  the  cleanliness 
of  the  mouth.  We  advocate  having  the 
teeth  cleaned  by  a dentist  and  kept  clean 
by  brushing  and  the  use  of  dental  floss. 
It  is  also  important  to  begin  the  course 
of  injections  with  small  doses  and  in- 
crease the  dosage  gradually.  By  this 
means  much  larger  amounts  can  be  given, 
whereas  a high  initial  dosage  is  likely  to  be 
poorly  tolerated.  The  bowels  should  be 


kept  open  and  fluids  taken  freely  through- 
out the  course. 

If  the  gums  show  signs  of  irritation  dur- 
ing the  treatment,  massage  the  gums 
several  times  a day,  using  table  salt  on 
the  end  of  the  finger.  The  appearance 
of  a blue  line  during  a bismuth  course  is 
not  a contraindication  to  further  treat- 
ment, but  calls  for  more  careful  hygiene 
of  the  mouth  and  a reduction  in  the  dose 
for  the  next  few  injections. 

If  a stomatitis  appears,  stop  treatment 
immediately  and  irrigate  the  mouth  with 
hot  saline  (several  gallons  a day);  paint 
the  gums  daily  with  a 2 per  cent  solution 
of  chromic  acid,  and  as  soon  as  tenderness 
has  subsided  sufliciently,  massage  the 
gums.  Force  fluids,  keep  the  bowels  open 
by  means  of  daily  saline  laxative,  and 
give  sodium  thiosulfate  as  for  arsenic 
poisoning. 

Kidney  complications.  Albumin  and 
occasional  casts,  and  (rarely)  hematuria 
may  occur  under  heavy  metal  therapy. 
In  such  cases  it  is  best  to  discontinue  all 
treatment  for  two  or  three  weeks,  and 
then  change  to  the  other  heavy  metal  or 
to  arsphenamine. 

If  the  red  blood  count  or  hemoglobin 
becomes  low  under  heavy  metal  therapy, 
it  is  better  to  change  to  arsphenamine, 
giving  small  doses  not  oftener  than  once 
a week,  and  increasing  the  dose  gradually. 

For  complications  due  to  faulty  tech- 
nic of  injection,  see  “Technic  of  Intra- 
muscular Injection/’ 


[To  be  continued  in  the  next  issue.] 


POSTGRADUATE  MEDICAL  EDUCATION 

A course  on  general  medicine  has  been  arranged,  for  the  spring  term,  by  Dr.  William  S.  Ladd, 
New  York  City,  for  the  Columbia  County  Medical  Society,  Hudson,  New  York. 

January  24.  Practical  Endocrinology.  Dr.  Samuel  H.  Geist,  100  East  74th  Street,  New  York  City. 

February  7.  The  Significance  of  Laboratory  Tests  and  Methods  in  the  Practice  of  Medicine. 
Dr.  Ralph  G.  Stillman,  New  York  Hospital,  New  York  City. 

February  21.  Dehydration,  Acidosis,  and  Shock.  Dr.  A.  B.  Gutman,  620  West  168th  Street,  New 
York  City. 

March  7.  Abdominal  Pain.  Dr.  Edward  M.  Livingston,  100  Central  Park  South,  New  York  City. 


Preventive  Medicine 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “transition  cases”  from  the  serv- 

ice of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descriptions  are 
not  complete  clinical  studies,  hut  will  accentuate  situations  from  the  point  of  view  of  individual 
mental  hygiene  such  as  crop  up  in  the  everyday  practice  of  medicine. 


The  Deserter 

Woman  of  thirty-five  with  two  chil- 
dren, nine  and  six. 

Both  her  husband  and  her  mother, 
who  accompany  her,  praise  her.  She 
had  been  a good  child,  later  a serious 
girl  who  worked  as  a bookkeeper  before 
her  marriage.  She  was  active,  efficient, 
and  well  liked  by  her  employer.  Six 
years  ago,  after  the  youngest  child’s 
birth,  she  “broke  down”  mentally,  being 
depressed  for  about  four  weeks,  but  was 
“completely  cured.”  The  same  thing 
happened  two  years  ago  for  a few  weeks. 

Now,  for  the  last  half  year,  she  is  all 
changed.  Her  present  condition  began 
gradually  and  slowly  became  worse. 
She  is  restless  and  has  lost  interest  in  her 
family  surroundings.  From  a lively, 
keen,  nice  mother  and  wife  she  has  been 
transformed  into  a person  who  is  neglect- 
ful about  her  dearest  people  and  also 
about  herself,  her  appearance  and  wel- 
fare. There  are  many  moments  when 
she  fears  “she  is  going  to  die”  or  “she  is 
going  insane.”  She  feels  “weak  and 
weaker,”  physically  and  mentally.  Her 
weight,  while  still  within  normal  limits, 
has  decreased.  She  left  the  children 
with  her  husband  and  his  widowed  and 
childless  sister  and  is  staying  with  her 
mother,  a kind,  serious,  and  reasonable- 
looking  person. 

“Yes,  I love  my  children,”  patient  says, 
“they  are  so  wonderful,  but  I cannot 
say  that  I am  anxious  to  see  them.  I 
hug  them,  but  it  is  a strained  feeling. 
When  I look  at  them  I say  to  myself, 
why  don’t  I want  to  run  to  them?  I 


am  unable  to  take  care  of  them.  I 
want  to  be  happy,  there  are  many  good 
things  happening  in  our  family,  one  of 
my  sisters  is  getting  married,  another 
is  graduating  from  college  and  so  on, 
but  I am  unhappy.  No,  I don’t  know  of 
any  reason  why  I became  that  way. 
It  is  true  that  our  economic  condition  is 
bad,  maybe  that  is  the  cause  but  I am 
not  sure.  My  husband  has  always 
treated  me  well,  but  without  love  or 
warmth.  We  rarely  quarrel  and  then  it 
is  because  he  belongs  to  several  clubs  and 
comes  home  late  from  meetings.  Some- 
times he  leaves  the  house  quietly  when 
I am  asleep,  at  about  eleven.  I am 
not  jealous,  he  has  no  other  women. 
I had  nobody  else  before  my  marriage. 
No,  I have  no  visions  and  hear  no  ex- 
traordinary sounds.  I do  have  thoughts, 
but  they’re  not  thoughts,  it’s  as  if  they’re 
speaking.”  (A  beginning  of  hallucina- 
tion.) “I  try  to  do  some  work  in  my 
mother’s  house,  but  it  is  under  strain 
and  I must  stop  soon.  My  head  is  so 
dull.  I keep  thinking  about  myself 
only.  From  time  to  time  I get  an 
unexpected  scare.  Something  looks  like 
a coffin — and  so  on.  I am  hazy,  in  a 
daze,  in  a cloud  or  rather  like  in  a net, 
outside  the  world,  not  part  of  it,  not 
interested  in  it.  I don’t  feel  like  doing 
anything.  I like  to  see  the  day  fly,  but 
when  I was  well  I liked  to  see  the  day 
linger.  When  people  come  to  the  house 
I don’t  care  to  see  them.  I don’t  enjoy 
any  kind  of  company.  The  other  day 
was  my  birthday  and  I was  sure  that  it 
was  my  last  one.  I am  fighting  this 
idea,  but  it  is  there.” 
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At  a given  moment  she  says:  “Don’t 
I know  that  my  fears  are  not  real?” 

No,  she  does  not,  not  completely. 
Consciousness  is  side  by  side  with 
unreality. 

In  some  of  the  phases  in  this  case,  as 
in  many  others,  mental  depression  and 
schizophrenia  meet,  and  we  must  diag- 
nose between  both. 

Save  the  spells  of  six  and  two  years 
ago,  the  personal  history  of  this  patient 
is  negative  in  regard  to  disease.  The 
childbirths  were  normal.  There  is  no 
one  in  the  family  suffering  from  any  mind 
disturbance.  Both  parents  are  alive 
and  active. 

Patient  speaks  well,  in  a perfectly 
coherent  and  intelligent  manner.  Her 
memory  and  attention  are  good.  She  is  a 
fine,  cultured  person.  Officially  she  has 
finished  high  school,  but  is  well  read  in 
addition  to  that.  She  is  outwardly 
quiet  both  at  home  and  in  the  examiner’s 
presence,  but  cannot  control  her  tears. 

She  does  not  remember  her  dreams 
very  well.  In  one  that  she  recently  had 
she  was  at  home  and  preparing  cereal  for 
her  children.  It  is  natural  that  that 
should  be  a wish.  In  another  her  hus- 
band was  petting  her  and  she  “felt  like 
nailed  down  through  both  ovaries” — 
an  expression  which  is  at  variance  with 
her  usual  way  of  talking. 

Her  menses  are  normal.  Her  blood 
pressure,  heart  function,  and  entire  physi- 
cal make-up  show  nothing  abnormal. 
She  is  gyn ecologically  normal.  Does  not 
complain  about  the  sex  relations,  but 
says  husband  is  cold:  “I  don’t  know 

why.”  She  adds:  “I  am  faithful,  have 
always  been  and  have  never  gone  out  galli- 
vanting. ...  Yes,  even  when  I was  well 
and  the  few  times  I had  a smile  across 
my  face,  his  contact  was  like  embracing 
a lamp  post  ...  Of  course,  now  I don’t 
care.  Everything  seems  slow  motion 
and  futile  and  irrelevant.  I have  quit 
the  field  like  a deserter .” 

The  management  of  this  case  demands, 
not  only  talks  to  the  patient,  but  serious 
conversations  to  the  family,  whose  be- 
havior is  the  opposite  of  what  it  should 


be.  It  must  be  explained  that  just  now, 
until  some  improvement  is  seen,  it  is 
bad  to  force  this  patient  with  her  tired 
mind  to  see  people  or  to  be  socially 
active;  that  it  is  wrong  to  ask  her  to 
make  an  effort  to  act  differently  than 
she  does  and  so  to  fatigue  herself  mentally 
even  more;  that  it  would  never  do  to 
blame  her  for  her  condition  or  to  tell  her 
“it  is  nothing,”  etc.  She  needs  kindness, 
understanding,  hope  for  the  future.  No- 
body around  her  should  cry  or  show 
despondency.  Nor  should  anyone  be 
too  boisterous  or  elated.  One  friend 
and  frequent  visitor  wants  patient  to 
“crush  her  annoying  thoughts.”  This 
is  erroneous.  All  we  can  expect  is  that 
she  pay  no  attention  to  them.  They 
cannot  disappear.  They  must  be  ignored 
if  possible. 

The  husband  must  be  told  in  which 
way  he  has  erred  and  how  he  is  to  behave 
in  the  future. 

The  patient  may  be  truthfully  told 
that  she  is  sure  to  get  well,  as  the  prog- 
nosis in  these  cases,  for  the  near  future 
at  least,  is  favorable.  But  at  the  same 
time  she  should  be  watched,  as  an  attempt 
at  suicide  or  harmful  action  is  not  ex- 
cluded. 

She  is  at  the  brink  of  a psychosis, 
but  she  has  not  passed  the  threshold. 

It  has  no  sense  to  send  her,  as  the 
family  desired,  to  a lonely  country  place, 
which  would  do  her  harm.  Her  bowel 
movements  must  be  under  control.  Some 
hydrotherapy,  perhaps  in  the  form  of 
quiet,  protracted  lukewarm  baths,  is 
indicated.  As  long  as  she  sleeps  well 
and  eats  some  food,  there  is  no  need  of 
coaxing  or  forcing  her  or  prescribing 
unnecessary  medication. 

The  effect  of  her  talks  with  her  doctor 
was  rapid  and  was  evident  from  the 
first  session,  which,  alas,  does  not  happen 
often.  The  examiner  felt  it  in  the 
patient’s  hand — a response  to  his  own 
clasp.  He  was  pressing  gentle  friend- 
ship indirectly  into  her  quivering  and 
wounded  mind. 


207  W,  106  St, 


Presidential  Address 

IS  THE  PRACTICE  OF  MEDICINE  BECOMING  TOO  SCIENTIFIC? 


William  A.  Groat,  M.D.,  Syracuse 
President  Medical  Society  of  the  State  of  New  York 


Some  twenty  years  ago  Southard,  one 
of  the  first  of  the  modern  medical 
psychologists,  chose  for  his  topic  for  a 
speech  of  the  day,  “Is  the  Practice  of 
Medicine  Becoming  More  Scientific?” 
He  talked  with  considerable  insight  and 
most  interestingly;  but  in  the  end  he  was 
unable  to  answer  the  question,  apparently 
because  he  found  in  some  ways  it  had  be- 
come more  scientific  and  in  other  ways  it 
had  not.  When  he  had  added  the  plus 
and  minus  items  he  found  no  measurable 
gain  to  science.  I am  not  merely  para- 
phrasing his  topic  when  I choose  for  mine, 
“Is  the  Practice  of  Medicine  Becoming 
Too  Scientific?”  We  might  agree  that 
the  reframed  question  is  the  more  suitable 
for  today. 

For  many  years  medicine  was  comfort- 
ingly divided  into  the  science  and  the  art. 
Clinical  medicine  as  we  now  understand 
it  was  still  another  thing  in  the  minds  of 
many.  We  had  professorships  such  as 
“Professor  of  the  Science  and  Art  of 
Medicine  and  Clinical  Medicine.”  Was 
that  title  a declaration  that  the  science  of 
medicine  and  the  art  of  medicine  were 
separable  and  that  there  might  be  a third 
component,  the  application  of  these 
things  clinically?  If  that  were  true  could 
the  clinical  application  of  the  science  of 
medicine  and  the  art  of  medicine  be  made 
separately,  or  must  they  be  used  together? 

Gradually  the  idea  developed  that  the 
science  of  medicine  was  a thing  apart  and 
the  great  progress  in  medicine  must  be 
along  wholly  so-called  scientific  lines. 
Scientific  medicine  was  thought  to  be 
cold,  dispassionate,  beyond,  or  above,  this 
matter  of  human  interest.  The  art  of 
medicine  was  accepted  as  a necessary  evil, 


or  as  something  for  the  relatively  poorly 
trained  or  incompetent  individuals  to 
practice.  It  was  a field  which  might  be 
invaded  with  impunity  by  the  quack,  the 
poorly  educated,  the  various  cults,  and 
other  aberrant  groups.  It  might  even 
be  mixed  with  religion.  The  science  of 
medicine  should  not  be  linked  with  it! 

George  Sarton,  in  his  essay  on  the 
History  of  Civilization,  was  quoted  by 
Millikan  before  a recent  forum  on  current 
problems,  as  saying:  “The  main  purpose  of 
man  is  to  create  beauty,  justice,  truth.” 
He  recognized  that  “there  have  been  in 
all  times  at  least  some  men  who  were  ob- 
sessed by  the  idea  of  creating  beautiful 
things,  which  is  art;  of  improving  social 
conditions,  which  is  philanthropy  and 
righteousness;  of  discovering  and  dis- 
seminating truth,  which  is  science.” 
This  is  the  summation  of  George  Sarton’s 
philosophy,  and,  as  Millikan  has  said,  “it 
is  a philosophy  with  which  most  thought- 
ful men  agree.” 

It  is  Sarton’s  idea  of  the  “mission  of 
mankind”;  and  art,  philanthropy,  and 
science  were  thought  to  be  independent 
of  one  another.  Millikan  was  willing  to 
agree  that  so  far  as  the  first  of  them,  art,  is 
concerned  it  may  still  be  regarded  as 
independent,  as  something  probably  sepa- 
rate and  distinct.  He  doesn’t  agree, 
however,  that  justice  and  truth  can  be 
separated.  Science  is  truth,  and  “without 
truth  social  justice  is  meaningless.  ’ ’ With- 
out the  scientific  background  of  truth,  “de- 
votees” with  what  they  would  call  ideas  for 
“social  justice”  are  “just  as  likely  to  exert  a 
socially  pernicious  influence  as  a whole- 
some one.”  Millikan  directs  attention  to 
the  fact  that  even  “with  the  best  of  in- 
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tentions  they  have  done  so  repeatedly”  all 
through  history  and  that  “they  are  doing  so 
today  because  they  do  not  know  enough  of 
the  truth,  the  basis  for  all  straight  think- 
ing, to  bend  their  efforts  to  what  is  actu- 
ally in  the  interest  of  social  well-being.” 

I think  that  we  as  physicians  may  well 
consider  that,  for  I think  we  will  agree 
that  science  and  the  seeking  after  truth 
cannot  be  divorced  from  those  things 
which  are  philanthropic,  charitable,  and 
righteous. 

Indeed,  “both  good  will  and  knowledge 
are  vital  to  human  progress.”  Is  it  not 
true,  much  as  Millikan  has  said,  that 
knowledge  is  the  more  important,  “for  do 
not  most  people  mean  well ; few  are  suffi- 
ciently well  informed  to  do  well?”  Prog- 
ress depends  upon  the  spread  of  knowl- 
edge and  that  knowledge  must  be  a 
broad  base  under  all  that  we  call  phi- 
lanthropy and  all  that  we  call  righteous- 
ness, and  from  these  there  must  be  an 
equal  return  to  science.  It  seems  clear, 
too,  that  the  increase  of  knowledge  just 
as  it  increases  the  extent  of  the  universe 
increases  the  beauty,  the  scope,  the 
progress,  the  betterments,  the  artistic 
attainments  and  strengthens  the  social 
fabric. 

But  what  about  art?  Is  art  really 
independent?  As  the  art  of  medicine,  can 
it  possibly  be  divorced  from  righteousness 
and  philanthropy  or  from  science? 

In  thinking  of  medicine  and  medical 
progresses  based  upon  its  science  and  in 
neglecting  to  think  of  the  progress  of 
medicine  as  also  based  upon  its  art,  we 
may  have  overlooked  the  fact  that  what 
we  call  the  art  of  medicine  is  the  backbone 
of  the  theory  that  doctors  should  be  in- 
terested in  all  the  humanities  of  medicine. 

We  may  have  failed  to  realize  that  the 
serving  of  human  needs  through  any  medi- 
cally connected  agency  should  be  under 
the  direction  and  control  of  those  who 
have  knowledge,  those  who  know  what 
they  are  doing.  The  humanities  of 
medicine,  if  for  no  other  reason,  cannot 
be  left  to  those  who  lack  scientific  knowl- 
edge and  scientific  training.  It  is  possible 
that  those  things  which  we  call  social 
benefits  and  our  community  obligations 


offer  the  greatest  field  for  scientific  prog- 
ress in  medicine. 

We  may  divide  medicine  into  its  parts. 
We  have  what  we  call  the  pure  science 
part,  so  closely  allied  to  the  basic  sciences, 
and  we  have  the  science  laboratory  re- 
searcher who  never  sees  a whole  human 
being,  merely  a piece  or  a slice  of  him, 
and  may  not  even  be  a doctor.  Many 
extremely  valuable  contributions  have 
been  made  by  this  group.  Their  work 
sounds  like  strictly  systematic  science 
but  human  interest  is  involved  in  it 
otherwise  it  would  not  be  medicine.  Re- 
mote as  it  may  seem  to  the  capable 
workers  in  this  narrowed  field,  the  human 
contacts  are  there. 

We  have  another  important  group,  the 
experimental  medical  group.  These  men 
are  wholly  detached  from  the  medical  care 
or  treatment  of  human  beings.  They  are 
the  ones  who  carefully  try  out  theories, 
evaluate  new  methods,  discover  new 
hormones,  explain  the  hitherto  unknown 
in  the  functions  of  the  human  body;  but 
they  do  not  treat.  Their  observations 
on  the  living  are  on  the  experimental 
animals.  These  groups  too  have  thought 
that  they  are  wholly  detached  from  medi- 
cal practice;  but  so  many  are  connected 
with  hospitals  and  with  schools  where 
practitioners  are  taught,  so  many  of 
them  although  they  may  never  have 
practiced  medicine  have  worked  out  such 
marvelous  medical  things  for  humanity, 
that  much  as  they  may  shake  their  heads, 
the  human  interest  obviously  is  there. 
They  have  been  attached  to  the  art  of 
medical  practice  for  they  see  in  their 
minds  the  clinical  picture. 

There  is  still  another  scientific  group 
which  has  greatly  aided  in  the  discovery 
of  new  facts  and  has  been  a valuable 
connecting  link  between  the  fundamental 
medical  sciences,  experimental  medicine, 
and  the  practice  of  medicine.  These  are 
clinical  investigators. 

A clinical  investigator  customarily 
works  in  hospital  wards  and  laboratories. 
He  sees  sick  people,  he  welcomes  them, 
talks  with  them,  treats  them  as  patients 
and  all  the  time  with  advantage  to  them, 
keeps  fine  clinical  records  which  he  studies 
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carefully.  He  watches  the  clinical  indices 
of  disease  under  controlled  conditions,  he 
weighs  the  food,  he  examines  the  fluids 
and  the  outputs,  he  analyzes  the  gases, 
but  he  is  aware  of  human  relations.  He 
must  practice  the  art  of  medicine  not  only 
in  order  to  get  the  co-operation  of  his 
patient  but  in  order  to  have  knowledge  of 
what  may  be  going  on  in  the  mind  of  that 
patient  and  what  psychologic  disturb- 
ances are  to  be  pictured  therein. 

In  clinical  investigation  unless  the  ex- 
periment is  well  conceived,  unless  the 
conditions  of  the  experiment  are  main- 
tained, unless  the  observations  are  care- 
fully recorded,  there  can  be  no  final  con- 
siderations, deductions  or  conclusions 
acceptable  in  form  as  something  to  be 
added  to  the  total  of  medical  knowledge. 
There  are  plenty  of  men  interested  in 
medicine  in  one  way  or  another  along 
these  scientific  lines,  who  may  be  devot- 
ing their  entire  lives  to  it.  Medicine  as 
a pure  science,  as  an  experimental  science, 
and  as  a clinically  investigative  science 
indubitably  has  become  more  scientific. 
It  cannot  be  in  these  relations  too  scienti- 
fic, too  careful,  too  painstaking.  Medi- 
cine must  not  make  rash  experiments, 
rush  to  ill-conceived  conclusions,  or  yield 
to  lay  impatience,  for  the  welfare  of 
masses  of  human  beings  is  at  stake. 

There  are  those  that  would  have  the 
government  take  over  the  financial  con- 
trol of  medical  research  and  medical 
teaching.  Were  such  a thing  to  happen  in 
its  entirety  the  loss  to  education  would  be 
serious.  Lay  control  can  be  most  help- 
ful, such  associations  most  stimulating. 
There  are  lay  persons  and  groups  taking 
interest  in  medical  science  and  teaching, 
who  have  the  wisdom  to  devise  large 
sums  of  money  under  private  control  in 
such  a way  that  scientific  thought  is 
stimulated  and  work  may  be  performed  in 
comfort,  unhurried,  free  from  investiga- 
ting commissions  and  bureaucratic  busy- 
bodies.  Governmental  control  with  its 
political  preferments  can  and  has  pro- 
duced that  type  of  scientists  who  conched 
in  marble  halls  become,  as  Hans  Zinsser 
has  said,  “As  unproductive  as  a hen 
sitting  on  a china  egg.” 


We  have  in  the  practice  of  medicine  the 
large  group  to  which  you  and  I belong, 
and  it  includes  those  who  appreciate  as 
far  as  they  are  scientifically  able  the  work 
of  the  investigator  and  the  researcher. 
We  try  to  evaluate  things  after  the  clinical 
investigator  has  gotten  through  with  them 
and  make  use  of  them  for  our  patients. 
We  give  the  clinical  trial.  The  art  of 
medicine  is  the  making  of  that  which  is 
necessary  for  the  patient  to  have,  do,  or 
have  done  for  him  as  agreeable  to  him  as 
possible.  Until  we  carefully  grade  our 
work,  until  we  are  wholly  resistant  to  the 
detail  men,  until  we  have  been  entirely 
purged  of  the  desire  to  buy  some  new, 
shiny  device  which  either  whirs  or  spins, 
in  order  to  impress  our  patients,  we  have 
not  become  too  scientific. 

Should  every  doctor  be  a researcher? 
Must  every  patient  be  treated  as  a sub- 
ject for  clinical  investigation  of  research 
type?  Must  an  elaborate  control  be 
attempted,  elaborate  equipment  supplied, 
repetition  after  repetition  made  of  what 
should  otherwise  have  been  a once  or 
twice  rechecked  simple  procedure?  If  so, 
it  would  be  unscientific.  The  saying  is 
that  everything  in  this  life  worth-while 
is  either  wrong,  expensive,  or  injurious. 
The  quasi  scientific  mode  of  procedure  is 
wrong,  expensive,  and  injurious.  It  is 
all  of  these  to  both  patient  and  physician. 
Too  much  of  the  cost  of  medical  care  is 
of  the  unnecessary  type  and  the  whole 
science  and  art  of  medicine  suffers  be- 
cause of  it.  No  need  to  apologize  for  or 
qualify  this  statement.  You  know  what 
I refer  to  and  that  no  slighting  of  the 
interests  of  the  patient  is  to  be  counte- 
nanced. 

This  overgrowth  and  emphasis  leans 
toward  disparagement  of  the  honest  ef- 
forts of  well-informed  men  to  care  for 
patients  as  simply,  as  efficiently,  and  as 
carefully  as  can  be,  and,  we  may  add,  as 
cheaply  as  possible  for  the  good  services 
to  be  rendered.  What  is  more,  much  of 
the  criticism  of  medicine  today  both  true 
and  false  has  come  to  it  through  the  un- 
necessary costs,  the  unnecessary  pro- 
cedures, and  the  thoughtlessness  which 
has  entered  into  a noble  profession. 
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Those  who  talk  of  full  governmental  con- 
trol desire  to  make  the  practice  of  medi- 
cine seem  as  complicated  and  costly  as 
possible,  then  to  turn  about  and  offer 
bureaucratic  control  as  the  only  recourse. 

The  transition  which  has  come  and  the 
degradation  of  those  almost  holy  things 
in  the  practice  of  medicine  in  its  purity 
and  simplicity  are  what  brings  the 
scientific  average  down.  There  is  lacking 
that  union  of  the  creation  of  beauty, 
justice,  and  truth  which  is  the  destiny  of 
man.  There  is  distinct  scientific  loss 
here.  This  defect  is  being  recognized  by 
medical  schools  and  remedied.  Not  only 
must  the  student  of  today  go  to  the 
laboratories  and  the  basic  sciences,  he 
must  also  make  contacts  with  patients  in 
the  wards  as  clinical  clerks  or  whatever 
they  may  be  called,  and  as  seniors  they 
follow  the  patient  into  the  home,  they 
study  his  family,  his  surroundings,  his  job. 
They  try  to  know  these  things  about  him 
as  a whole  and  to  determine  the  clinical 
status  of  the  patient  by  such  an  evalua- 
tion of  him  and  his  environments.  Like 
the  family  physician  of  old  he  becomes  an 
adviser,  a counselor,  and  an  altogether 
friendly  influence.  When  he  studies 
medical  psychology,  public  relations,  and 
the  obligations  of  the  physician  as  a 
citizen,  he  finds  that  these  too  are  inter- 
woven into  the  fabric  of  medicine.  He 
may  now  practice  with  the  erudition  of 
today  and  the  tenets  of  the  Greeks,  the 
tenets  of  his  father  and  of  his  grandfather 
who  preceded  him  in  practice,  and  be 
truly  scientific. 

Medicine  has  been  unscientific  as  we 


have  thrown  away  so  much  of  the  human 
relation  stuff,  just  as  we  threw  away  the 
vitamins  in  what  was  thought  to  be  the 
useless  husk,  the  essential  minerals  which 
were  in  the  pot  liquor.  Major  effects  are 
frequently  produced  by  the  smallest 
ingredient. 

It  is  those  seemingly  small  but  very 
precious  things  which  we  have  turned  over 
to  the  inexperienced  intern,  the  nurse, 
the  social  worker,  the  record  keeper,  the 
switchboard  operator;  the  pharmaceutic 
houses,  the  prepared  food  merchandisers, 
the  medical  machinery  manufacturer; 
the  dietitian,  the  laboratory  technician, 
the  x-ray  technician;  the  physiothera- 
pist, the  masseur,  that  has  left  the  or- 
dinary practice  of  medicine  so  unscien- 
tific and  so  tasteless.  We  have  put  the 
things  which  should  have  been  treated 
with  great  scientific  care  into  the  hands 
of  the  less  expert,  even  of  the  inexpert, 
the  ignorant,  the  willfully  exploiting. 
They  increase  the  costs  and  they  help  us 
to  make  tons  and  tons  of  our  records  just 
so  much  wastepaper. 

The  destiny  of  medicine  is  to  march 
with  the  advance  of  civilization  and  is 
one  of  the  strongest  forces  in  it.  There- 
fore its  main  purpose  is  to  create  beauty, 
justice,  truth.  There  must  be  at  all 
times  in  the  practice  of  medicine  at  least 
some  men  who  are  obsessed  by  the  idea 
of  creating  beautiful  things,  which  is  its 
art;  of  improving  social  conditions,  which 
is  its  philanthropy  and  righteousness ; 
and  of  discovering  and  disseminating 
truth,  which  is  its  science;  and  the  three 
are  one. 


1939  ANNUAL  MEETING;  ANNOUNCEMENT  OF  AN  INNOVATION 


At  the  forthcoming  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  the 
newly  formed  Section  on  Gastroenterology  and 
Proctology  will  hold  its  first  session  and  for  its 
first  day  has  decided  to  conduct  a type  of  meet- 
ing new  to  our  Society,  but  which  has  proved  of 
interest  in  other  similar  organizations  in  the  past 
few  years. 

The  morning  will  be  devoted  to  a Round 
Table  discussion  of  subjects  to  be  submitted 
in  advance  by  any  members  of  the  State 
Society  who  expect  to  attend  the  meeting.  A 


round  table  group  of  speakers,  consisting  of  two 
gastroenterologists,  an  internist,  a surgeon,  and 
a roentgenologist  will  discuss  the  previously  sub- 
mitted subjects  in  turn,  supplemented  by  brief 
discussions  from  the  floor.  This  type  of  meeting 
should  provide  an  interesting  innovation. 

It  will  be  much  appreciated  by  the  officers  if 
members  of  the  Society  will  send  in  questions 
for  discussion  either  to  the  Chairman,  Dr. 
A.  F.  R.  Andreson,  88  Sixth  Avenue,  Brooklyn, 
or  to  the  Secretary,  Dr.  John  L.  Kant  or, 
145  West  86th  Street,  New  York  City. 


Public  Health  News 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 

Our  Part  in  the  Control  of  Cancer 


On  Nov.  28  and  29,  the  district  health 
officers  and  the  directors  of  the 
several  divisions  in  the  central  office 
met  in  conference  at  the  State  Institute 
for  the  Study  of  Malignant  Diseases  at 
Buffalo. 

Doctor  Godfrey  gave  two  reasons  for 
calling  this  meeting.  He  told  the  health 
officers  that  he  did  not  want  them  to  for- 
get that  they  are  doctors.  He  does  not 
expect  public  health  administrators  to  be 
at  the  same  time  specialists  in  ortho- 
pedics, in  cancer,  in  syphilis,  and  in 
tuberculosis ; but  they  must  know  what  is 
going  on  in  these  fields.  There  are  public 
health  problems  which  lie  outside  the 
realm  of  vital  statistics.  Our  job  is  to 
reduce  morbidity  and  to  postpone  death. 

In  the  second  place,  Doctor  Godfrey 
said,  he  wanted  the  officers  of  the  Insti- 
tute to  know  that  the  Department  has 
an  organization  in  the  field  which  may  be 
of  service  to  them.  Education  of  the 
public  in  cancer  is  just  one  thing.  Another 
is  help  that  may  be  afforded  in  the  follow- 
up of  cases  that  have  been  under  treat- 
ment. He  forsaw  the  eventual  estab- 
lishment in  each  district  of  a register  of 
cancer  cases,  just  as  at  present  there  are 
registers  of  the  cases  of  syphilis  and  of 
tuberculosis. 

The  policy  of  the  Institute  is  to  con- 
centrate on  the  treatment  of  primary  can- 
cer, to  eliminate  all  hopeless  cases,  post- 
operative cases  with  no  recurrence,  and 
benign  cases  where  feasible.  Treatment 
is  free  to  residents  of  New  York  State. 
Residents  of  other  states  are  not  ac- 
cepted for  treatment  or  examination. 
Each  patient  must  be  referred  by  a 
physician  who  is  requested  to  make  ap- 
plication for  admission,  giving  the  follow- 
ing information : 


1.  Name,  address,  age  of  patient 

2.  Location  of  lesion  and  extent  of 

disease 

3.  Physical  condition  of  patient  (state 

whether  or  not  patient  is  ambula- 
tory) 

4.  Factors  and  dates  of  treatment,  if 

irradiation  has  been  given 

5.  Operative  findings  and  slide,  if 

operation  has  been  done  (state 
extent  of  recurrence) 

6.  Biopsy  report  and  slide,  if  biopsy 

has  been  done  and  tissue  has 
not  been  sent  to  our  laboratory 

Although  too  many  cases  still  arrive 
at  the  doors  of  the  Institute  in  a late, 
incurable  stage,  Doctor  B.  T.  Simpson 
told  us  that  there  is  encouraging  evidence 
that  family  physicians  do  make  early  diag- 
noses when  they  are  given  the  chance. 
Three  cases  of  cancer  of  the  cervix  have 
recently  been  referred  in  a stage  so  early 
that  the  Institute’s  experts  could  not 
make  a clinical  diagnosis,  but  in  each 
case  biopsy  proved  the  presence  of  malig- 
nant growth.  There  was  some  discus- 
sion in  the  conference  on  possible  danger 
of  spreading  cancer  cells  by  performing 
biopsies,  a danger  which  had  been  im- 
pressed on  several  of  us  in  our  surgical 
adolescence.  Dr.  Simpson  stated  cate- 
gorically that  at  the  Institute  they  have 
never  observed  any  detrimental  effect 
from  biopsies.  The  use  of  Lugol’s  solu- 
tion on  the  cervix  was  recommended  as 
a screen  process  though  it  was  pointed 
out  that  any  morbid  condition  that  will 
remove  glycogen  from  the  epithelial  cells 
will  show  an  area  that  fails  to  take  the 
iodine  stain.  In  making  biopsy  sections 
we  were  advised  to  select  tissue  from  the 
edge  of  the  suspected  area  so  as  to  in- 
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elude  some  normal  tissue  in  the  stage  of 
invasion. 

The  question  of  preoperative  radia- 
tion was  brought  up  by  Doctor  Godfrey. 
Doctor  Simpson  pointed  out  that  some 
of  the  surgical  difficulties,  especially  in 
skin  suture,  caused  by  preoperative 
radiation  are  due  to  faulty  technic.  The 
Institute  favors  preoperative  radiation 
but  recommends  that  subsequent  sur- 
gery should  not  be  delayed. 

We  were  privileged  to  make  a tour  of 
the  Institute  and  to  view  its  facilities. 
One  could  not  help  being  impressed  with 
the  thorough  organization  as  a result  of 
which  radium  and  x-ray  plants  are  kept 
in  almost  perpetual  therapeutic  use.  The 
essential  place  taken  by  the  resident 
physicist  in  controlling  by  constant 
checking  of  apparatus  the  exact  dosage 
of  radiation  administered  was  also  im- 
pressive. Finally  one  could  not  help 
wishing  that  where  public  money  is  being 
so  efficiently  spent  there  might  be  no 
stringency  due  to  lack  of  capital  outlay. 
Of  the  three  high-power  x-ray  machines 
one  is  seventeen  years  old,  another 
eighteen  years  old.  The  Institute  needs 
two  new  machines  of  200,000  volts  each, 
two  of  550,000  volts,  and  one  of  1,000,000 
volts.  An  important  research  problem 
is  the  determination  of  biologic  advan- 
tages of  the  new  one-million-volt  plants 
which  have  now  become  available  at  a 
price  within  the  purchasing  power  of  a 
state. 

Of  What  Kind  Should  State 
Medicine  Be? 

“Medical  care  for  persons  on  relief  has 
frequently  been  largely  emergency  treat- 
ment for  acute  illness  and  has  all  too  often 
been  predominantly  palliative.’  ’ This 
complaint  was  registered  by  Dr.  Ernest 
L.  Stebbins,  Assistant  Commissioner  for 
Preventable  Diseases,  New  York  State 
Department  of  Health,  at  a public  dinner 
meeting  held  in  the  Onondaga  Hotel  at 
Syracuse  on  December  14.  By  consider- 
ing the  number  of  persons  gainfully  em- 
ployed in  this  State  who  are  not  required 
to  file  income  tax  reports  because  of  in- 


sufficient income  and  from  the  records 
of  T.E.R.A.,  Dr.  Stebbins  made  a rough 
estimate  that  there  are  some  two  million 
people  in  the  State  of  New  York  who  have 
insufficient  income  to  make  their  own 
provision  for  medical  care.  The  amount 
of  disabling  illness  may  be  reduced  by 
preventive  measures:  immunizations,  in- 
dustrial and  environmental  hygiene.  The 
need  for  long  continued  palliative  treat- 
ment may  sometimes  be  avoided  if  fa- 
cilities for  adequate  therapy  are  promptly 
available.  For  public  medical  service 
whether  preventive  or  curative,  the 
family  should  be  considered  as  a unit. 
Health  supervision  must  be  maintained 
at  all  ages  and  for  both  sexes.  In  the  pro- 
vision of  diagnostic  facilities  and  for  hos- 
pital care  existing  centers  should  be  used 
to  the  fullest  possible  extent.  Similar 
centers  should  be  developed  in  rural 
areas  not  now  supplied.  The  centers 
could  be  used  for  general  health  super- 
vision, operated  by  the  local  medical 
profession  with  provision  for  reasonable 
compensation.  In  answer  to  a question 
the  speaker  made  it  clear  that  he  favored 
routine  medical  examinations.  There 
should  be  a system  of  “screening”  to  pre- 
vent overcrowding  of  the  diagnostic  cen- 
ters where  detailed  case  study  would  be 
undertaken.  Government  subsidy  will 
be  needed  if  free  hospital  beds  are  to  be 
available  in  all  areas.  Special  hospitals 
and  treatment  centers  are  needed  if  the 
control  of  cancer  is  to  progress.  Hos- 
pitals, treatment,  and  training  facilities 
are  needed  for  care  of  physically  handi- 
capped children,  especially  those  in  need 
of  orthopedic  care  or  suffering  from  heart 
disease.  Dr.  Stebbins  concluded  with 
the  following  caution: 

“The  development  of  a program  of 
medical  care  for  the  medically  indigent  is 
an  undertaking  of  such  magnitude,  and 
experience  in  this  field  is  so  limited  and  the 
disastrous  effect  of  failure  due  to  inade- 
quate planning  is  so  obvious  that  it  seems 
definitely  desirable  that  any  plan  for  the 
development  of  a system  of  medical  care 
for  the  medically  indigent  be  started  on 
a small  scale  or  in  a limited  area  and  that 
it  be  expanded  gradually  as  experience 
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and  knowledge  of  administration  is  gained 
through  actual  practice.” 

The  dinner  was  sponsored  by  the 
Health  Division,  Syracuse  Council  of 
Social  Agencies  and  was  addressed  first 
by  Dr.  Peter  Irving  and  then  by  Dr. 
Stebbins.  A short  discussion  followed. 

Operative  Obstetrics  and  Stillbirths 

Seven  years  ago  J.  V.  de  Porte1  ob- 
served that  babies  in  upstate  New  York 
are  subject  to  a greater  risk  of  being  still- 
born if  they  arrive  between  3 p.m.  and 
6 p.m.  than  if  they  are  born  at  any  other 
hour  of  the  day  or  night.  His  study  was 
made  on  statistics  recorded  during  the 
year  1929.  J.  Yerushalmy  who  has 
recently  left  our  department  to  work 
for  the  U.  S.  Public  Health  Service  con- 
firmed Dr.  de  Porte’s  earlier  observa- 
tions working  with  statistics  for  1936. 2 
He  found  that  both  neonatal  deaths  and 

1.  de  Porte,  J.  V.:  Am.  J.  Obst.  and  Gynec.,  23:31 
(January,  1932). 

2.  Child  Development  (in  press). 


stillbirths  struck  with  greatest  force  the 
infants  born  between  3 p.m.  and  5 p.m. 
Since  in  the  meanwhile  various  obstetri- 
cians had  suggested  that  the  afternoon 
hours  might  be  loaded  with  an  extra 
number  of  operative  deliveries,  Dr.  Yer- 
ushalmy also  investigated  this  point. 
Through  the  co-operation  of  Dr.  Archi- 
bald Dean,  District  Health  Director  for 
western  New  York  and  Dr.  Thomas  J. 
Duffield,  Registrar  of  Records  for  the 
New  York  City  Department  of  Health, 
he  was  able  to  draw  up  tables  showing 
the  frequency  of  operative  procedure  by 
hour  of  birth.  Operative  obstetrics  it 
seems  are  most  frequent  at  two  different 
periods  in  the  day:  one  around  eleven  in 
the  morning  and  the  other  between  3 
p.m.  and  5 p.m.  Dr.  Yerushalmy  is  care- 
ful to  say  that  a correlation  does  not 
prove  cause  and  effect.  The  statistics 
do,  however,  accord  with  certain  pre- 
conceptions which  some  obstetricians 
have  advanced. 


TYPHOID  MARY  DIES 

The  death  on  November  11  of  Mary  Mallon, 
aged  seventy,  who  achieved  notoriety  as  the 
first  typhoid  carrier  recognized  in  the  United 
States,  brings  to  a close  a strange  history, 
observes  the  J.A.M.A.  “Typhoid  Mary”  was 
a cook  whose  employment  was  almost  invariably 
accompanied  by  an  outbreak  of  typhoid.  Her 
role  in  the  spread  of  this  disease  was  finally 
recognized  in  1907  and  she  was  forcibly  kept  out 
of  circulation  at  the  Detention  Hospital  of  the 
Health  Department  for  three  years.  Following 
her  voluntary  release  in  1910  she  disappeared 
for  five  more  years  and,  although  her  history 
neither  before  her  first  detention  nor  after  her 
disappearance  could  be  learned  completely, 
she  was  known  to  have  caused  at  least  ten  out- 
breaks of  typhoid  with  fifty-one  cases.  From 
1915  until  her  recent  demise  she  was  held  by  the 
New  York  City  Department  of  Health  in  the 
Riverside  Hospital  on  North  Brother  Island. 
She  became  reasonably  adapted  to  her  changed 
status,  and  her  stools  were  constantly  used  by 
the  health  department  as  a control  for  mediums 
used  in  the  culture  of  typhoid  bacilli.  “Typhoid 
Mary”  will  be  known  forever  in  association  with 
the  typhoid  carrier  problem. 


BLOOD  BANKS  ARE  SAVINGS  BANKS  TOO 

Blood  banks  in  New  York  City  hospitals  have 
developed  into  one  of  the  least  expensive  of  life- 
saving measures,  representing  savings  of  more 
than  $200,000  a year  for  the  taxpayers. 

Storage  of  different  types  of  blood  by  means  of 
a harmless  chemical  and  refrigeration  make 
possible  the  development  of  the  so-called  blood 
banks. 

Friends  and  relatives  of  patients  needing 
transfusions  volunteer  the  blood. 

So  excellent  has  been  the  response  that  the 
estimated  cost  of  blood  transfusions  for  a year 
will  be  reduced  from  $225,000  to  $20,000  a year 
or  less.  Instead  of  giving  money  for  taxes  to 
support  the  cost  of  blood  transfusions,  the  tax- 
payer may  now  give  of  himself. 

With  the  cost  of  transfusion  becoming  a 
negligible  item,  its  therapeutic  use  has  widely 
expanded.  Instead  of  being  a measure  used  in 
the  last  extremity,  blood  transfusions  are  used 
to  hurry  convalescence  thus  making  further 
savings  in  decreased  hospitalization  days. 

This  has  already  been  indicated  by  the  num- 
ber of  transfusions  in  1938,  which  totaled  10,465 
for  the  first  eleven  months  compared  to  8,943 
for  all  of  1937. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
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Kings 

Mrs.  Milton  Bergmann  was  elected 
president  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Kings,  at  the  meeting  held  in  the  Medical 
Society  Building  on  December  13,  1938. 
Mrs.  George  Clark  former  president  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  Indiana  was  an  hon- 
ored guest.  Mrs.  Bergmann,  the  new 
president,  spoke  on  the  meaning  of  the 
caduceus.  Another  interesting  feature 
of  the  afternoon  program  was  the  show- 
ing of  baby  pictures  of  the  members  of  the 
auxiliary  and  an  exhibit  of  their  needle- 
work and  hobbies.  A social  hour  followed 
the  executive  session  and  program. 

Rensselaer 

Mrs.  James  Donnelly,  president  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Rensselaer,  was 
elected  for  a second  term  at  the  annual 
meeting,  held  in  the  Samaritan  Hospital 
on  Dec.  13,  1938.  Miss  Grace  E.  Allison, 
Superintendent  of  the  Hospital,  spoke  on 
"Ideal  Hospitals  and  Social  Welfare.” 

Queens 

The  installation  of  the  officers  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Queens  took  place 
on  Wednesday  Evening,  December  28, 
in  the  Medical  Society  Building,  Forest 
Hills.  Dr.  Henry  Eichacher,  retiring 


"CHEAPER”  IS  RIGHT 

The  headline,  "Eight  States  Get  Cheaper 
Medical  Care,”  which  one  Ohio  daily  used  on  an 
article  regarding  various  medical  service  plans, 
seems  to  summarize  just  what  is  likely  to  hap- 
pen— cheaper  medical  care — if  the  crack-pot 
schemes  which  are  being  suggested  by  some  re- 
formers ever  take  root. — Ohio  State  M.J. 


president  of  the  Medical  Society  greeted 
the  guests  and  presented  Mrs.  Elmer 
Kleefield  retiring  president  of  the  auxil- 
iary with  her  pin.  Dr.  Joseph  Wrana, 
newly  elected  president  of  the  Medical 
Society  welcomed  Mrs.  William  Lavelle 
and  her  new  board.  Dr.  Wrana  spoke 
of  the  work  the  auxiliary  had  done  and 
of  the  value  of  an  auxiliary  to  its  Medical 
Society  and  to  the  Medical  Profession. 

Mrs.  John  Mahoney  was  in  charge  of 
arrangements. 

Saratoga 

Mrs.  Mark  Nettles  was  elected  presi- 
dent of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Sara- 
toga at  the  annual  meeting  held  on 
December  5.  She  succeeds  Mrs.  G. 
Scott  Towne  first  County  Auxiliary  presi- 
dent who  is  now  president-elect  of  the 
State  Auxiliary  and  who  takes  office  as 
president  at  the  Annual  Convention  of 
the  State  Auxiliary  to  be  held  in  April, 
1939,  in  Syracuse. 

Mrs.  Leslie  Sullivan,  president  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Schenectady  was 
the  guest  speaker.  She  gave  an  inter- 
esting account  of  the  activities  of  her 
own  auxiliary. 


The  article  which  appeared  in  the  January  1 
issue  was  written  by  Mrs.  Luther  Rice,  Organiza- 
tion Chairman  of  the  State  Auxiliary. 


NO  "DOCTOR  IN  THE  HOUSE” 

The  cry  “Is  there  a doctor  in  the  house?” 
will  not  get  a ripple  in  either  branch  of  the  1939 
Legislature.  Not  a physician  is  seated  in  either 
chamber,  says  an  Albany  dispatch.  If  any 
physicians  ran  for  the  legislature,  the  voters 
paid  them  the  delicate  compliment  of  deciding 
they  could  not  be  spared  from  the  home  town. 
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Allegany  County 

The  new  officers  of  the  Allegany  County 
Medical  Society  for  1939  are  as  follows: 
president,  Phillips  L.  Morrison,  Bolivar; 
vice-president,  J.  Paul  Rems,  Belmont; 
secretary,  Edwin  F.  Comstock,  Wells- 
ville;  treasurer,  Roger  W.  Blaisdell, 
Wellsville. 

The  following  were  re-elected  to  the 
Board  of  Censors : George  W.  Batt,  Han- 
ford K.  Hardy,  William  F.  Reedy,  Sam 

B.  Scott,  and  Elmer  S.  Webster. 

Delegate  to  the  State  Society:  Lyman 

C.  Lewis,  Belmont;  alternate  to  the  State 
Society:  N.  H.  Fuller,  Friendship. 

Bronx  County 

The  scientific  program  of  the  Bronx 
County  Medical  Society  on  December  21 
was  as  follows : 

Symposium  on  Voluntary  Health  In- 
surance: (A)  Cooperative  Health  Associ- 
ations, Dr.  Kingsley  Roberts;  (B)  The 
Next  Step,  Dr.  Chas.  Gordon  Heyd;  (C) 
Discussion,  Dr.  M.  J.  Goodfriend,  Dr. 
Solomon  Krell,  and  Mr.  James  R.  Gar- 
rett. 

The  North  Bronx  Medical  Society  on 
January  5 listened  to  addresses  on 
“Anxiety  Hysteria,”  by  Dr.  Jacob  H. 
Friedman;  “Coronary  Thrombosis,”  by 
Dr.  Herman  L.  Frosch;  “Beta-Hemo- 
lytic Streptococcal  Meningitis  and  Septi- 
cemia of  Otitic  Origin  Treated  by  Sul- 
fanilamide,” by  Dr.  David  L.  Frey,  and 
“Impotence  and  Sterility  in  the  Male,” 
by  Dr.  Max  Huhner. 

Broome  County 

These  officers,  chairmen  of  committees, 
censors,  delegates,  and  compensation 
board  were  elected  at  the  Annual  Meeting 
of  the  Broome  County  Medical  Society, 
on  December  13:  president,  Charles  L. 
Pope,  Binghamton ; vice-president, 
Charles  M.  Allaben,  Binghamton;  Secre- 
tary, Rolland  C.  Bates,  Binghamton; 
asst,  secretary,  Mark  H.  Williams,  Bing- 
hamton; treasurer,  Elton  R.  Dickson, 


Binghamton;  asst,  treasurer,  Edward  M. 
Jones,  EndicotL 

Chairmen  of  Committees:  Economics, 
Harry  I.  Johnston,  Binghamton;  Legis- 
lation, Chalmer  J.  Longstreet,  Bingham- 
ton; Library  and  History,  Stuart  B. 
Blakely,  Binghamton;  Membership,  Clif- 
ton H.  Berlinghof,  Binghamton;  Milk 
Committee,  Perry  H.  Shaw,  Binghamton; 
Public  Relations,  Blinn  A.  Buell,  Bing- 
hamton; Public  Health,  George  S.  Lape, 
Binghamton. 

Censors:  Stuart  B.  Blakely,  Bingham- 
ton; John  J.  Cunningham,  Binghamton; 
Frank  M.  Dyer,  Binghamton;  Silas  D. 
Molyneaux,  Binghamton;  Charles  D. 
Squires,  Binghamton. 

Delegates:  Samuel  M.  Allerton,  Bing- 
hamton; George  C.  Vogt,  Binghamton. 

Alternates:  Clifton  H.  Berlinghof, 
Binghamton;  Charles  M.  Allaben,  Bing- 
hamton. 

Compensation  Board:  Harry  I.  John- 
ston, Binghamton;  Frank  M.  Dyer, 
Binghamton;  Lionel  O.  Smith,  Johnson 
City.  Howard  P.  Griffin  (one  year)  to  re- 
place Frederick  M.  Miller,  resigned. 

Chautauqua  County 

Dr.  Howard  L.  Prince,  chief  of  staff, 
Rochester  General  Hospital,  spoke  on 
“The  Diagnosis  and  Treatment  of  Intes- 
tinal Obstruction”  at  the  December  dinner 
meeting  of  the  Jamestown  Medical  So- 
ciety at  Hotel  Jamestown.  Dr.  Homer 
M.  Wellman  presided  and  introduced  the 
speaker.  Dr.  George  W.  Cottis  opened 
the  discussion  period. 

Chemung  County 

The  Chemung  County  Medical  Society 
elected  officers  and  voted  a constitutional 
change  lightening  the  restriction  on  mem- 
bership of  foreign-born  physicians  at  its 
annual  meeting  on  December  7 at  the 
Arnot-Ogden  Memorial  Hospital. 

The  constitutional  change  was  made 
because  of  the  persecution  in  other 
countries  of  physicians  who  may  wish  to 
become  U.  S.  citizens.  In  the  past,  it  has 
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been  necessary  for  a physician  to  have  his 
final  citizenship  papers,  involving  resi- 
dence of  at  least  five  years,  before  becom- 
ing eligible  for  membership  in  the  county 
society. 

In  the  future  he  will  be  eligible  for 
membership  if  he  has  taken  out  his  first 
citizenship  papers. 

The  following  officers  were  elected,  all 
of  Elmira : president,  Rene  Breguet ; vice- 
president,  George  R.  Murphy;  secretary, 
Robert  J.  Lawler;  treasurer,  Sven  L. 
Larson;  delegate  to  state  society,  Elliot 
T.  Bush;  alternate,  John  F.  Lynch; 
delegate  to  6th  district,  Donald  J.  Tillou; 
alternate,  Floyd  E.  Woodhouse;  member 
board  of  censors,  Alfred  J.  Westlake; 
member  board  of  trustees,  Charles  F. 
Abbott. — Reported  by  Robert  J.  Lawler, 
M.D. , Secretary. 

Erie  County 

Dr.  Howard  B.  Sprague,  of  Boston, 
addressed  the  Buffalo  Academy  of  Medi- 
cine on  December  14  on  “What  Price 
Coronary  Thrombosis  ?” 

Franklin  County 

Dr.  Edward  R.  Baldwin,  dean  of  the 
Saranac  Lake  medical  profession,  has  an- 
nounced his  retirement  as  director  of  the 
Trudeau  foundation  and  Trudeau  school 
after  22  years  of  service. 

Although  head  of  the  foundation  since 
its  beginning  in  1916,  Dr.  Baldwin  has 
been  identified  with  Trudeau  sanatorium 
since  1893  when  he  came  to  Saranac  Lake 
and  has  played  the  major  role  in  the  his- 
tory and  development  of  the  institution, 
as  a colleague  of  the  late  Dr.  Edward 
Livingston  Trudeau. 

At  the  same  time,  Dr.  Baldwin  an- 
nounced that  Dr.  LeRoy  U.  Gardner, 
director  of  the  Saranac  Laboratory,  will 
succeed  him  as  director  of  the  foundation 
and  the  school. 

It  was  also  announced  that  Dr.  Francis 
B.  Trudeau,  vice-president  of  the  sana- 
torium, will  serve  as  chairman  of  the 
medical  board  and  Dr.  F.  H.  C.  Heise  will 
continue  in  office  as  medical  director. 


Genesee  County 

The  Annual  Meeting  of  the  Genesee 
County  Medical  Society  was  held  Decem- 
ber 8.  There  were  twenty-five  physicians 
present. 

The  paper  was  given  by  Dr.  R.  Plato 
Schwartz  of  Rochester,  on  “Backache  and 
Sacroiliac  Lesions.” 

The  following  officers  were  elected  for 
1939:  president,  G.  Henry  Knoll,  LeRoy; 
vice-president,  Eugene  G.  Ribby,  Byron; 
secy. -treasurer,  Peter  J.  Di  Natale,  Ba- 
tavia; delegate,  Peter  J.  Di  Natale, 
Batavia,  elected  last  year  for  two  years. 

Steps  are  going  ahead  for  survey  of 
medical  needs. — Reported  by  Peter  J.  Di 
Natale,  M.D.,  Secretary. 

Jefferson  County 

At  a meeting  of  the  Jefferson  County 
Medical  Society  on  Nov.  10,  the  following 
officers  were  elected:  president,  James  E. 
McAskill,  Watertown;  vice-president, 
Harold  L.  Gokey,  Alexandria  Bay;  secre- 
tary, Charles  A.  Prudhon,  Watertown; 
treasurer,  Walter  F.  Smith,  Watertown. 

Board  of  Censors:  Harlow  E.  Ralph 
(Belleville),  Carl  B.  Alden  (Adams), 
Jesse  R.  Pawling  (Watertown),  David  G. 
Gregor  (Watertown),  and  Murray  M. 
Gardner  (Watertown). 

Delegate  to  the  State  Society:  C.  A. 
Prudhon,  Watertown;  alternate  to  the 
State  Society:  Norman  L.  Hawkins, 

Watertown. 

Delegate  to  the  Fifth  District  Branch: 
Howard  N.  Cooper,  Watertown;  alter- 
nate to  the  Fifth  District  Branch:  S.  E. 
Douglas,  Adams. 

Members  of  the  Medical  Society  of 
Jefferson  County  gave  five-minute  re- 
sumes of  “What’s  New  in  1938”  in  various 
fields  of  medical  science  at  the  regular 
monthly  meeting  of  the  society  on  Decem- 
ber 8 at  the  Black  River  Valley  club. 
Discussion  and  questions  followed  pres- 
entation of  each  report. 

Those  reporting  on  the  year’s  scientific 
gains  and  their  topics  were  as  follows: 
“Surgery,”  Dr.  H.  N.  Cooper;  “Obstet- 
rics and  Gynecology,”  Dr.  W.  D.  George; 
“Internal  Medicine,”  Dr.  W.  W.  Hall; 
“Pediatrics,”  Dr.  Norman  L.  Hawkins; 
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“Ophthalmology,”  Dr.  L.  E.  Henderson; 
“Roentgenology,”  Dr.  T.  N.  Sickels; 
“Otolarynology,”  Dr.  C.  A.  Prudhon; 
“Tuberculosis,”  Dr.  S.  E.  Simpson; 
“Urology,”  Dr.  W.  W.  Young;  “Social 
Diseases,”  Dr.  L.  R.  Smith. 

The  meeting  was  preceded  by  dinner  at 
6:30  p.m. 

Kings  County 

Twelve  Brooklyn  physicians,  members 
of  the  Red  Hook-Gowanus  Health  Center 
Advisory  Board  of  the  Board  of  Health, 
have  resigned  in  a body  from  that  board 
as  the  result  of  differences  with  Health 
Commissioner  John  L.  Rice.  Dr.  Pas- 
quale  J.  Imperato,  member  of  the  board, 
in  an  address  at  the  twelfth  annual  meet- 
ing of  the  South  Brooklyn  Medical  So- 
ciety said  the  resignations  were  presented 
to  protest  “incompetent  treatment”  of 
syphilis  patients  at  the  center,  which  has 
a capacity  of  1,000  patients  and  treats 
4,500.  He  said  Dr.  Rice  had  rejected  a 
suggestion  that  volunteer  private  physi- 
cians be  called  in  to  treat  the  cases  at  $1 
each  to  relieve  the  center’s  staff. 

Fifty  years  of  medical  practice  by  Dr. 
J.  Richard  Kevin  of  Brooklyn  were  cele- 
brated by  his  friends  at  a dinner  at  the 
Hotel  St.  George  on  December  10. 

Dr.  Laura  M.  Riegelman,  of  Brooklyn, 
who  is  retiring  from  the  Department  of 
Health  after  thirty-one  years  of  service, 
was  honored  at  a dinner  on  December  7, 
attended  by  more  than  two  hundred 
medical  inspectors,  health  officers,  and 
friends. 

The  Richmond  Hill  High  School  is 
giving  a semi-professional  course  to  train 
doctor’s  office  assistants. 

Monroe  County 

Three  days,  January  11,  12,  and  13, 
were  devoted  to  dedication  ceremonies, 
open  house,  and  special  meetings  in  con- 
nection with  the  opening  of  the  new  home 
and  auditorium  of  the  Rochester  Acad- 
emy of  Medicine  at  1441  East  Avenue. 


New  York  County 

“Vitamins,  with  Special  Reference  to 
Therapy”  will  be  the  topic  at  the  meeting 
of  the  New  York  Academy  of  Medicine  on 
February  2.  The  speakers  will  be  Drs. 
Arthur  M.  Yudkin,  Norman  Jolliffe,  and 
Gilbert  Dalldorf.  Discussion  by  Arthur 
J.  Patek,  Jr.,  Soma  Weiss,  and  Philip 
Finkle. 

Topics  and  speakers  at  the  Friday  aft- 
ernoon lectures  at  4:30  at  the  New  York 
Academy  of  Medicine  will  be:  January 
20,  “Breast  Cancer,”  Dr.  Frank  E.  Adair; 
January  27,  “Toxemias  of  Pregnancy,” 
Dr.  Arthur  M.  Fishberg;  February  3, 
“Laboratory  Aids,”  Dr.  William  S.  Tillet. 

On  December  20,  1938,  the  Council  of  the 
City  of  New  York  adopted  the  following: 

RESOLUTION  OF  RECOGNITION  OF  THE 
PART  PLAYED  BY  THE  SEVEN  THOU- 
SAND PHYSICIANS  OF  THE  CITY  OF  NEW 
YORK  FOR  PROTECTION  OF  THE  PUBLIC 
HEALTH 

which  was  presented  by  Messrs.  Sharkey  and 
Cashmore — 

Whereas,  In  the  City  of  New  York  there 
are  7,000  physicans  working  day  and  night 
to  keep  people  well;  and 

Whereas,  They  have  no  cornerstone  to 
lay  nor  a public  official  to  praise  with  florid 
speeches  their  deeds.  These  are  limited  to 
praise  of  municipal  health  agencies;  and 
Whereas,  Emphasis  is  laid  on  the  City 
work  in  reducing  mortality  and  sickness 
through  units  sponsored  by  the  City  with  a 
woeful  disregard  of  the  part  played  by  the 
private  practitioner;  and 

Whereas,  It  is  considered  unethical  for 
individual  medical  men  to  publicize  them- 
selves, nor  have  they  inclination  or  opportunity 
to  sing  their  own  praises;  now  therefore  be  it 
Resolved , That  we  members  of  the  City 
Council  do  hereby  take  official  cognizance  of 
the  great  part  played  by  the  forgotten  7,000 
private  practitioners  in  this  city  in  the  reduc- 
tion of  sickness,  disease,  and  the  death  rate 
and  deplore  any  attempts  which  may  be  made 
to  minimize  their  great  contributions;  and  be 
it  further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  the  official  medical  society  in  each 
County  of  the  City  of  New  York. 

Referred  to  Committee  on  Rules. 
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Dr.  Maurice  J.  Sittenfield,  of  New  York 
City,  who  died  on  December  1,  was  one 
of  the  first  to  introduce  x-ray  therapy  into 
this  country  and  one  of  the  first  to  use 
x-ray  and  radium  in  the  treatment  of  can- 
cer. 

Dr.  William  Miller  Ford,  surgeon, 
former  president  of  the  St.  Vincent’s 
Hospital  medical  board,  and  director  of 
the  gynecology  and  obstetrics  depart- 
ments at  St.  Vincent’s  since  1927,  died  of 
a heart  ailment  at  his  home,  55  E.  86th 
St.,  in  November,  aged  sixty. 

Dr.  Ford,  a native  of  Brooklyn,  was 
consulting  gynecologist  for  the  New  York 
Hospital  for  the  Ruptured  and  Crippled 
for  seventeen  years,  and  was  chief  surgeon 
and  director  of  the  Manhattan  Maternity 
Hospital  when  it  was  merged  with  the 
New  York  Hospital  group.  He  was  also 
consulting  gynecologist  for  St.  Clare’s 
Hospital,  and  a former  professor  of  ob- 
stetrics at  New  York  University. 

Niagara  County 

The  Niagara  County  Medical  Society 
has  approved  in  principle  the  medical 
indemnity  insurance  plan. 

Oneida  County 

A series  of  six  lectures  on  heart  disease, 
under  the  auspices  of  the  Medical  Society 
of  the  County  of  Oneida,  have  been  given 
by  authoritative  speakers  from  New 
York  City  at  the  Utica  State  Hospital 
from  November  30  to  January  4. 

Five  district  meetings  have  been  held 
in  various  parts  of  Oneida  County,  in  co- 
operation with  the  County  Medical  So- 
ciety, in  an  educational  campaign  against 
pneumonia. 

Ontario  County 

Advances  in  treatment  of  cancer  were 
listed  and  described  on  November  17  by 
Dr.  George  T.  Pack,  of  New  York  City, 
speaking  before  the  16th  annual  dinner 
meeting  of  the  Geneva  Academy  of  Medi- 
cine at  the  Hotel  Seneca. 

Dr.  E.  C.  Merrill  was  host  to  the 
Canandaigua  Medical  Society  on  Novem- 
ber 17,  in  the  Canandaigua  Hotel.  Dr. 


Adrian  S.  Taylor  of  Clifton  Springs  read  a 
paper  on  “Empyema.” 

Otsego  County 

The  Otsego  County  Medical  Society 
has  endorsed  the  movement  for  seven 
more  public-health  nurses  in  the  county, 
in  addition  to  the  two  now  on  duty. 

Putnam  County 

Dr.  John  E.  Heslin,  Professor  of  Urol- 
ogy at  Albany  Medical  College,  ad- 
dressed the  Putnam  County  Medical 
Society  upon  “Urological  Problems  in 
General  Practice,”  at  the  monthly  meet- 
ing on  December  7 at  Carmel  Country 
Club. — Reported  by  John  T.  Jenkin , M.D., 
Secretary. 

Queens  County 

Queens  physicians  gave  a testimonial 
dinner  at  the  Pomonock  Country  Club  in 
Flushing  on  December  14  to  celebrate  the 
fifty-two  years  of  medical  service  of  Dr. 
George  K.  Meynen,  of  Jamaica. 

These  officers  were  elected  at  the  annual 
meeting  of  the  Medical  Society  of  the 
County  of  Queens  on  November  29: 
president-elect,  William  T.  Berry,  Long 
Island  City;  secretary,  Frank  R.  Maz- 
zola,  Jamaica;  asst,  secretary,  Chester  L. 
Davidson,  Jamaica;  treasurer,  Daniel  J. 
Swan,  Flushing;  asst,  treasurer,  Bernard 
Davidoff,  Long  Island  City;  historian, 
Carl  Boettiger,  Flushing;  directing  li- 
brarian, Carl  Boettiger,  Flushing;  asst., 
William  Benenson,  Flushing;  censors, 
Edward  C.  Veprovsky  (3rd  district), 
Leo  G.  Goldberg  (4th  district),  Samuel 
Dillon  (5th  district),  Jacob  Werne  (at 
large);  trustees,  James  M.  Dobbins, 
William  J.  Lavelle,  James  R.  Reuling, 
Jr.;  delegates,  W.  Guernsey  Frey,  Jr., 
H.  P.  Mencken;  alternates,  Elmer  A. 
Kleefield,  William  Benenson,  John  J. 
Sheehy. 

The  following  will  remain  in  office : 
delegates,  James  M.  Dobbins,  Frank  R. 
Mazzola,  James  R.  Reuling,  Jr.,  Joseph 
Wrana;  alternates,  Walter  L.  Lynn, 
Charles  S.  Miller,  Daniel  J.  Swan; 
trustees,  Thomas  M.  d’Angelo,  Henry  C. 
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Courten,  Herbert  L.  Langer,  Francis  G. 
Riley,  Albert  L.  Voltz;  censors,  Raymond 

L.  H.  Murphy  (2nd  district),  Edward  C. 
Steiner  (1st  district),  John  F.  Wolfram 
(6th  district),  Robert  R.  Yanover  (at 
large). — Reported  by  Frank  R.  Mazzola, 

M. D.,  Secretary. 

The  Medical  Society  of  the  County  of 
Queens  is  giving  a free  course  in  medical 
Italian  at  the  Society’s  building  at  Forest 
Hills. 

Richmond  County 

The  Annual  Meeting  of  the  Richmond 
County  Medical  Society  was  held  on 
December  14,  at  the  Richmond  County 
Health  Center,  and  the  following  officers 
were  elected:  president,  Frederick  M. 
Schwerd,  M.D.;  vice-president,  Herbert 
A.  Cochrane,  M.D.;  secretary,  John  K. 
Lucey,  M.D.;  treasurer,  Curtis  J.  Becker, 
M.D.;  censors:  Charles  E.  Pearson, 

M.D.,  Andrew  J.  McGowan,  M.D.,  Na- 
thanael Fedde,  M.D.;  delegates  to  state 
society:  Arthur  S.  Driscoll,  M.D.,  Stan- 
ley C.  Pettit,  M.D.;  alternates:  Erna  S. 
Enderle,  M.D.,  Else  T.  Marcus,  M.D., 
Christopher  J.  DiCrocco,  M.D.;  dele- 
gates to  1st  district  branch:  Robert  M. 
Shields,  M.D.,  Florence  T.  Donovan, 
M.D.;  alternate:  Christopher  J.  Di- 
Crocco, M.D. 

The  presidential  address  given  by  Dr. 
Schwerd  was  on  medical  economics,  and 
Dr.  Becker  submitted  his  treasurer’s 
report  from  December  3,  1937,  to  Decem- 
ber 1,  1938,  showing  total  receipts  of 
$2,622.09  and  disbursements  of  $2,644.57. 

The  New  York  City  Department  of 
Health  has  given  the  Society  the  use  of 
the  auditorium  in  the  Richmond  County 
Health  Center  for  meetings,  and  has  also 
provided  the  Society  with  an  office  for  its 
own  use  in  the  building. 

Rockland  County 

These  officers  were  elected  at  the  an- 
nual meeting  of  the  Medical  Society  of  the 
County  of  Rockland  on  Dec.  6 : president, 
Julius  Pomerantz,  Spring  Valley;  vice- 
president,  Russell  E.  Blaisdell,  Orange- 
burg; treasurer,  Dean  Miltimore,  Nyack; 


secretary,  William  J.  Ryan,  Pomona. 
Chairmen  of  committees:  membership, 

John  W.  Sansom,  Sparkill;  legislative, 
John  C.  Dingman,  Spring  Valley;  public 
health  and  public  relations,  George  M. 
Richards,  Stony  Point;  scientific  work, 

E.  Hall  Kline,  Nyack;  medical  eco- 
nomics, Harold  S.  Heller,  Spring  Valley. 

The  following  were  elected  at  the  an- 
nual meeting  on  December  1,  1937, 

Spring  Valley,  N.  Y.,  for  two  years: 
board  of  censors,  1938  and  1939:  chair- 
man, Alexander  N.  Selman,  Spring  Valley; 
vice-chairman,  George  W.  Unsworth, 
Suffern;  Russell  E.  Blaisdell,  Orangeburg 
(Dr.  Blaisdell  replaced  by  Matthew  J. 
Sullivan  of  Haverstraw  12/6/38),  Royal 

F.  Sengstacken,  Suffern,  Orville  N.  Lewis, 
Haverstraw.  Delegate  to  State  Society, 
Stephen  R.  Monteith,  Nyack,  1938  and 
1939;  alternate  delegate,  William  J.  Ryan, 
Pomona,  1938  and  1939. 

St.  Lawrence  County 

Dr.  Jay  E.  Meeker  was  elected  presi- 
dent of  the  St.  Lawrence  County  Medical 
Society  at  the  annual  meeting  at  the  Cres- 
cent Hotel  in  Ogdensburg  on  November  22. 
Dr.  Meeker  succeeds  Dr.  S.  Pope  Brown 
of  Potsdam  and  presided  in  the  absence 
of  the  president.  Other  officers  chosen 
were: 

Dr.  David  M.  Mills,  Gouvemeur,  vice- 
president;  Dr.  Samuel  W.  Close,  Gouver- 
neur,  secretary-emeritus;  Dr.  Robert  J. 
Reynolds,  Potsdam,  secretary;  Dr.  Lloyd 
T.  McNulty,  Potsdam,  treasurer;  cen- 
sors, Dr.  Paul  G.  Taddiken,  Dr.  M.  J. 
Steams,  Ogdensburg,  and  Dr.  F.  C. 
Mason,  Massena;  delegate  to  House  of 
Delegates,  1939^10,  Dr.  W.  Grant 
Cooper,  Ogdensburg;  alternate,  Dr.  T.  M. 
Watkins,  Potsdam;  delegate  to  district 
branch,  Dr.  John  E.  Free,  Ogdensburg; 
alternate,  Dr.  C.  F.  Prairie,  Massena. 

Following  the  dinner  Dr.  Grant  C. 
Madill,  guest  speaker,  delivered  an  inter- 
esting talk  on  “Socialized  Medicine.” 

A testimonial  dinner  was  tendered  Dr. 
Close  at  the  St.  Lawrence  Inn  at  Gouver- 
neur  on  December  4 in  honor  of  his  fifty- 
one  years  of  service  as  secretary  of  the 
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society.  At  the  annual  meeting  he  was 
made  secretary  emeritus  for  life. 

Schenectady  County 

At  the  Annual  Meeting  of  the  Schenec- 
tady County  Medical  Society  at  the 
Mohawk  Golf  Club  on  December  8,  the 
following  officers  were  elected:  president, 
John  R.  Schermerhorn ; vice-president, 
Frank  L.  Sullivan;  secretary,  Joseph  H. 
Naumoff;  treasurer,  Charles  E.  Wieden- 
man.  Board  of  censors,  Albert  S.  Fay, 
Arnaldo  A.  Samorini,  E.  MacDonald 
Stanton,  delegate  to  the  state  convention, 
Frank  L.  Sullivan;  alternate,  Harry  E. 
Reynolds;  delegate  to  the  Fourth  Dis- 
trict Branch,  Charles  F.  Rourke;  alter- 
nate, Isaac  Shapiro.  Representatives  to 
board  of  managers  of  Ellis  Hospital; 
A.  B.  Van  Vranken,  Ex-President;  J.  H. 
Cornell,  County  Soc.  at  Large;  A.  Gruss- 
ner,  Staff. — Reported  by  Joseph  H.  Nau- 
moff, Secretary. 

Steuben  County 

Dr.  D.  Roger  Haggerty  of  Arkport  was 
elected  president  of  the  Steuben  County 
Medical  Society,  succeeding  Dr.  A.  E. 
Richmond  of  Wayland,  as  the  Society 
held  its  annual  meeting  in  Bath  on 
November  8. 

Coming  physicians  were  named  to  the 
two  other  executive  offices.  Dr.  Richard 
A.  O’Brien  is  the  new  vice-president,  re- 
placing Dr.Haggerty  who  moved  up  to  the 
presidency.  Re-elected  secretary-treas- 
urer was  Dr.  R.  J.  Shafer. 

Dr.  H.  B.  Smith,  also  of  Coming,  is 
again  delegate  to  the  State  Society,  and  as 
alternate,  Dr.  Guy  M.  Parkhurst  of  Bath 
was  chosen. 

The  Board  of  Censors  was  re-elected. 
They  are:  Dr.  M.  A.  Place,  Homell;  Dr. 
J.  J.  Sanford,  Bath;  Dr.  L.  A.  Thomas, 
Painted  Post;  Dr.  Stuart  H.  Bean,*  Addi- 
son; Dr.  E.  P.  Smith,  Cohocton. 

Two  Syracuse  men,  Dr.  Springer  and 
Dr.  Hyde,  presented  medical  papers. 

Sullivan  County 

The  following  members  were  elected 
to  office  in  the  Medical  Society  of  Sullivan 
County  at  the  annual  meeting  on  October 


17:  president,  Harry  Golembe,  Liberty; 
vice-president,  Ralph  S.  Breakey,  Monti- 
cello;  secy.-treas.,  Deming  S.  Payne, 
Liberty. 

Board  of  Censors:  Deming  S.  Payne 
(Liberty),  Cornelius  Duggan  (Bethel), 
Jacob  Kornblum  (Monticello),  Louis 
Launer  (Liberty),  J.  M.  Rosenthal  (Mon- 
ticello), and  J.  Stanley  Woolley  (Liberty). 

Compensation  Committee:  Ralph  S. 
Breakey,  Monticello,  and  Harry  Jacobs, 
Hurleyville. 

Alternates:  Harry  Golembe,  Liberty, 
and  George  Seiken,  Liberty;  delegate  to 
the  State  Society:  Victor  G.  Bourke, 
Livingston  Manor;  alternate  to  the  State 
Society:  Deming  S.  Payne,  Liberty. 

A physician  whose  simple  mode  of  life 
and  office  fees  of  fifty  cents  a visit  led  to  a 
popular  belief  that  he  was  a poor  and 
humble  country  practitioner  was  recently 
revealed  to  have  left  an  estate  of  more 
than  a quarter  of  a million  dollars.  An 
appraisal  of  the  estate  of  Dr.  Frederick  A. 
McWilliams,  of  Monticello,  who  died  in 
August,  aged  eighty-seven,  was  filed  with 
Surrogate  George  L.  Cooke  by  Roy  C. 
Johnston,  Sullivan  County  Treasurer. 

Dr.  McWilliams  practiced  in  Monti- 
cello for  sixty  years.  He  maintained  a 
modest  two-room  office  in  the  Masonic 
Building,  near  the  center  of  the  town,  and 
lived  in  a small  apartment  behind  his 
office.  He  customarily  ate  in  a lunch 
wagon  next  door  and  although  he  aban- 
doned his  night  practice  ten  years  ago,  he 
made  perhaps  a half  dozen  calls  a day  and 
treated  ten  or  twelve  office  patients  each 
afternoon. 

Dr.  McWilliams’  property  previously 
had  been  assessed  at  $1,469,  but  the  list 
filed  included  stocks  and  bonds  amount- 
ing to  $140,477.73;  mortgages,  notes,  cash, 
and  insurance,  $112,401.02,  and  miscel- 
laneous accounts  totaling  $2,512.  He 
was  one  of  the  wealthiest  men  in  Sullivan 
County. 

Tioga  County 

These  officers  were  elected  at  the  an- 
nual meeting  of  the  Medical  Society  of 
the  County  of  Tioga  on  December  6: 
president,  Corbet  S.  Johnson,  Spencer; 
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vice-president,  Charles  J.  V.  Redding, 
Owego;  secy. -treasurer,  Ivan  N.  Peter- 
son, Owego;  alt.  delegate,  Arthur  C. 
Hartnagle,  Berkshire;  censors,  Frederick 
A.  Carpenter,  Waverly,  F.  Hallett  Spen- 
cer, Waverly,  Edward  S.  Beck,  Owego. 

The  term  of  Dr.  Moulton  as  delegate 
does  not  expire  this  year  and  he  thus 
continues  in  that  office. 

Dr.  G.  S.  Carpenter  reported  that  a 
Post  Graduate  Course  under  the  direction 
of  Dr.  John  Moorhead  of  the  Columbia 
Post-Graduate  Medical  School  has  been 
arranged  for  March  and  April. 

Dr.  Redding,  chairman  of  the  program 
committee,  introduced  Dr.  A.  D.  Long- 
muir,  assistant  director  of  the  Bureau  of 
Pneumonia  Control,  who  addressed  the 
society  on  “Modern  Trends  in  Pneu- 
monia Treatment.”  He  also  showed 
“New  Day,”  an  educational  film  on  pneu- 
monia for  lay  consumption. — Reported  by 
I.  N.  Peterson , M.D.,  Secretary . 

Warren  County 

The  new  officers  of  the  Medical  Society 
of  the  County  of  Warren  are  as  follows: 
president,  Dwight  M.  Sawyer,  Glens 
Falls;  vice-president,  Patrick  H.  Hunt- 
ington, Warrensburg;  secy. -treasurer, 
Jesse  S.  Parker,  Glens  Falls;  Board  of 
Censors,  Herbert  A.  Bartholomew,  John 
E.  Cunningham,  Roger  S.  Mitchell. 
Delegate  to  State  Society,  Morris  Maslon. 

The  following  Committee  Chairmen 
have  been  appointed  by  Dr.  Sawyer  for 
the  year:  legislative,  E.  Burton  Pro- 

basco;  public  health,  Morris  Maslon; 
public  relations,  James  B.  Shields;  work- 
men’s compensation,  Leonard  A.  Hulse- 
bosch. — Reported  by  Jesse  S.  Parker , M.D., 
Secretary. 


Wayne  County 

The  Annual  Meeting  of  the  Wayne 
County  Medical  Society  was  held  in 
Lyons,  Tuesday,  December  6.  The 
following  officers  were  elected  for  1939: 
president,  Dr.  Edward  S.  Platt;  1st  vice- 
president,  Dr.  Charles  L.  Steyaart;  2nd 
vice-president,  Dr.  James  L.  Davis; 
secy,  and  treasurer,  Dr.  James  L.  Davis; 
censors,  Dr.  M.  E.  Carmer,  Dr.  Arthur 
Besemer,  Dr.  George  Allen;  delegate, 
Dr.  Ralph  Sheldon;  alternate,  Dr.  Sam 
Houston. 

Sherman  W.  Meech,  managing  director 
of  the  Rochester  Hospital  Service  Cor- 
poration explained  in  detail — Hospital 
Non-profit  Insurance  Plans.  The  subject 
was  of  especial  interest  because  the 
Rochester  Corporation  has  just  received 
a charter  to  extend  its  services  into  seven 
counties  surrounding  Rochester.  Wayne 
County  is  included.  The  Society  passed 
a resolution  unanimously  favoring  Non- 
profit Hospital  Insurance  Plans  and  a 
committee  is  to  be  appointed  to  study  and 
report  at  a next  meeting. — Reported  by 
James  L.  Davis , M.D. , Secretary. 

Wyoming  County 

The  following  are  the  officers  of  the 
Wyoming  County  Medical  Society  for 
1939 : president,  George  G.  Davis,  Arcade ; 
vice-president,  G.  Stanley  Baker,  Castile; 
secy.-treas.,  Oliver  T.  Ghent,  Warsaw. 

Board  of  Censors:  Mary  T.  Greene 
(Castile),  Lester  H.  Humphrey  (Silver 
Springs),  and  M.  Jean  Wilson  (Warsaw). 

Delegate  to  State  Convention,  Henry 
S.  Martin,  Warsaw;  alternate  delegate, 
Richard  B.  Bean,  Castile. 


OLIN  MILLER  SAYS: 

From  Dixie  Dew  Drops  in  the  Atlanta  Journal 
Relayed  by  A.  C.  S.,  Elberton,  Ga. 

A government  bureau  may  be  making  a dread- 
ful mistake  in  trying  to  purge  the  American 
Medical  Association.  It  is  messing  around  with 
a bunch  of  boys  who  know  a thing  or  two  about 
purgatives  themselves. — J.  A.  M.  A. 


Warnings  have  been  sent  out  by  the  Food  and 
Drug  Administration  against  the  indiscriminate 
public  use  of  sulfanilamide,  cinchophen,  neo- 
cinchophen,  aminopyrine,  and  related  drugs,  and 
it  is  announced  that  drug  preparations  contain- 
ing them  and  marketed  and  labeled  for  general 
public  use  “are,  when  found  in  interstate  com- 
merce, actionable.” 


Hospital  News 


Those  Hospital  Visitors! 


They  mean  well.  Their  intentions 
are  good.  But  we  have  all  heard  that 
the  road  to  a certain  place  is  paved  with 
good  intentions.  They  mean  all  right, 
but  the  result  is  all  wrong.  They  wish 
the  patient  well,  but  leave  him  worse 
than  before  they  came.  Nor  is  that  all. 
They  have  a tendency,  “like  bananas  and 
street  cars,  to  come  in  bunches,”  re- 
marks Miss  Alice  L.  Price,  R.  N.,  B.  S., 
of  Grant  Hospital,  Chicago,  in  Hospital 
Management.  “So,”  she  adds  “often 
patients  who  are  permitted  visitors  from 
two  to  four  o’clock  in  the  afternoon  will 
be  alone  until  three-thirty  only  to  find 
themselves  in  the  midst  of  a traffic  jam 
of  well  meaning  friends  during  the  last 
half  hour.  Seldom,  if  ever,  does  one 
visitor  leave  when  another  arrives.  They 
stay  on  and  on,  believing  that  there  is 
‘always  room  for  one  more’  until  the  walls 
of  the  room  fairly  bulge.” 

It  is  hard  to  tell  which  is  the  worst, 
the  “Cheery  Visitors,”  the  “Saddened, 
Long-Faced  Visitor,”  the  “Complaining 
Visitor,”  the  “Timid  Visitor,”  the  “I’ve- 
Had-It-Too  Visitor,”  or  the  “Curious” 
or  “Nosey  Visitor.”  There  is  not  room 
here  to  pass  all  these  pests  in  review,  as 
they  are  described  in  Miss  Price’s  vastly 
entertaining  article,  but  she  places  at  the 
head  of  the  parade  the  “Cheery  Visitor,” 
who  is  “probably  not  the  most  sinister, 
but  certainly  one  of  the  most  annoying.” 
Here  she  is : 

“She  comes  with  great  long  strides 
head  up,  chest  out,  and  breathing  deeply, 
her  face  set  in  a grimly  determined  smile. 
She  enters  the  victim’s  room  at  the  most 
inopportune  times,  pointedly  ignores  the 
fact  that  the  patient  is  perched  on  the 
bedpan  or  has  just  been  given  a sedative, 
and  goes  into  action,  ‘cheering  up’  the 
sick.  She  is  secretly  pleased  at  the  con- 
trast of  her  own  breeziness  with  the 
patient’s  wan  listlessness;  she  fairly 
screams  of  robustness  and  energy.  She 
gloatingly  asks,  ‘How  are  youV  when 
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what  she  really  means  is  ‘Look,  see  how 
strong  and  healthy  I am.’  She  does  all 
the  talking  so  the  poor,  dear  patient 
won’t  have  to  exert  herself.  She  is 
simply  thrilled  at  how  much  better  the 
patient  looks.  Why,  she’s  ‘practically 
out  of  the  hospital  already,’  and  how 
‘ lucky  she  is  to  have  nothing  to  do  but 
rest  in  such  a lovely  room  with  nurses 
and  interns  to  wait  on  her.’  Why, 
being  in  the  hospital  is  a 'treat;'  she  just 
believes  she  ‘will  go  out  and  get  herself  a 
cute  little  germ  so  she  can  come  in  for  a 
rest  in  this  very  hospital.’  She  just 
bets,  too,  that  the  patient  ‘isn’t  really 
sick’  because  she  ‘looks  so  well.’  And 
she  knows  that  soon  after  being  dis- 
missed the  unfortunate  convalescent  will 
be  ‘as  strong  and  healthy’  as  she  is.  This 
type  of  visitor  when  ready  to  withdraw 
makes  doubly  sure  that  her  visit  has  not 
been  in  vain  by  repeating,  in  a manner 
which  underlines  each  word,  the  admoni- 
tion to  ‘Don’t  worry  about  a thing,  and 
never  say  die.’  She  then  leaves  the  sick- 
room, satisfied  that  her  little  visit  has 
brightened  the  day  for  the  wretched 
woman  who  ‘anyone  can  see  at  a glance 
is  not  going  to  recover.’  The  patient 
feels  too  that  recovery  is  doubtful  if  she 
has  to  endure  another  such  visit.  The 
visitor,  so  obviously  rugged  and  active, 
has  taken  with  her  the  small  amount  of 
strength  the  patient  did  possess.” 

Next  on  the  nuisance  list  is  the  long- 
faced type,  “who  shower  the  patient  with 
sympathy  and  try  their  best  to  make 
him  feel  worse  than  he  already  does.” 
They  halt  abruptly  on  entering  the  room, 
and  give  the  patient  a glare  full  of 
meaning : 

“They  are  shocked  by  the  way  he  looks 
and  tell  him  so.  If  he  insists  that  he  feels 
pretty  good,  they  shake  their  heads 
ominously  and  remind  him  that  ‘Jim 
felt  pretty  good  too  just  before  he  died.’ 
They  ask  in  a worried  tone  if  the  doctor 
has  been  in  yet  this  morning  and  hadn’t 
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he  better  be  notified?  They  wouldn’t 
think  of  staying  very  long;  if  they  had 
known  the  real  circumstances,  they 
wouldn’t  have  called  at  all.  They  do 
hope  the  patient  will  soon  be  out  of  the 
hospital  (their  tone  of  voice  conveys  their 
skepticism)  because  hospitals  are  ‘so 
gloomy  and  depressing.’ 

“The  nurse  who  enters  the  room  after 
this  type  of  visitor  has  departed  may 
find  the  patient  worriedly  counting  his 
own  pulse  or  trying  to  catch  a glimpse  of 
himself  in  the  mirror.  He’s  sure  he  is 
suffering  a relapse  because  he  suddenly 
feels  so  much  worse,  and  he  is  so  very 
anxious  to  have  his  doctor  come  immedi- 
ately.” 

Skipping  several  other  entertaining 
types,  we  come  to  the  “Curious”  or 
“Nosey”  Visitor.  Their  questions  come 
like  shots  from  a machine  gun.  “How 
did  you  happen  to  come  to  this  hospital?” 
“Why  is  Dr.  Green  taking  care  of  you 
instead  of  Dr.  Brown?”  “Do  you  trust 
your  doctors  and  nurses?”  “Why?” 
“How  much  are  you  paying?”  And  so 
on,  and  so  on.  Often  this  Mrs.  Probe  is 
really  a scandalmonger — “the  most 

deadly  of  all  visitor  species” — and  she 
tries  to  nose  out  some  choice  morsel  of 
poison.  For  instance : 

“Mrs.  Probe  puts  on  her  most  friendly 
manner  and  her  highly  confidential  tone 
of  voice  and  pretending  to  be  the  very 
dear  friend  of  ‘that  poor  lady  in  325,’ 
will  ask  for  full  information  regarding 
her  condition,  et  cetera.  She  remarks, 
‘Of  course,  my  dear,  we  both  realize  that 
the  hokum  in  the  newspapers  about 
“appendicitis”  is  all  right  for  the  general 
public,  but,  as  for  us,  we  both  know  that 
the  real  cause  of  the  illness  is  something 
more  than  that.’  She’s  long  been  aware 
of  the  fact  that  ‘dear  Susan’  hasn’t  been 
spending  all  her  evenings  at  the  library 
as  she  claimed.  And  of  course,  she's  had 
her  suspicions  for  a long  while  now. 
Just  what  did  the  doctors  find  out?  You 
can  be  sure  she  won’t  breathe  it  to  a soul. 

“The  supervisor  informs  Mrs.  Probe 
that  all  information  about  patients  has  to 
be  given  out  by  the  patient’s  doctor. 
Mrs.  Probe  splutters  with  anger,  and 


departs  in  a cloud  of  dust,  convinced 
that  there  is  something  wrong,  or  the 
nurses  wouldn’t  be  so  noncommittal. 

“The  most  virulent  type  of  Mrs. 
Probe  has  even  gone  so  far  as  to  offer  to 
pay  for  knowledge  of  the  hospitalized 
‘friend,’  especially  if  it  promises  to  be 
good  material  for  a class- A scandal.” 

But  after  poking  fun  at  all  these 
pestiferous  callers,  Miss  Price  has  to 
admit  that  not  all  the  visitors  are  like 
that.  In  fact : 

“There  is  a kind  of  visitor  who  is  most 
welcome  to  hospital  patients.  He  is  as 
rare  as  a snowstorm  in  July  but  may  be 
found  occasionally.  He  visits  patients 
at  a sensible  time.  He  stays  only  a 
short  while.  He  talks  of  things  that 
really  interest  the  patient,  and  he  does 
not  sit  on  the  bed.  Hospitals  should 
encourage  such  a visitor  to  call  again, 
for  his  effect  on  the  patient  is  beneficial 
and  may  lead  to  direct  physical  improve- 
ment. 

“There  is  no  doubt  that  the  problem  of 
visitors  is  becoming  acute,  and  like  other 
problems  that  have  presented  themselves 
from  time  to  time,  this  one  will  eventually 
be  solved.  The  solution  will  likely  be 
found  in  training  hospital  visitors  rather 
than  in  eliminating  or  further  restricting 
them.  If  we  can  make  all  visitors  the 
type  that  are  an  asset  instead  of  a liability, 
the  kind  who  work  with  the  hospital 
staff  instead  of  against  it,  then  we  do  not 
need  to  limit  their  number  or  their  hours 
of  calling.” 

London’s  “Emergency  Hospital  Bed 
Service” 

An  important  advance  in  hospital 
administration  has  been  made  in  the 
London  area  by  the  opening  of  “the 
emergency  hospital  bed  service.”  Here- 
tofore the  8,000  physicians  practicing  in 
London  have  lost  much  time  in  telephon- 
ing from  hospital  to  hospital  in  search  of 
a bed  for  an  emergency  case.  The  new 
service,  as  described  in  the  J.A  .M.A . is  a 
central  clearing  house  for  all  the  volun- 
tary hospitals,  at  which  information  can 
at  once  be  obtained. 
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When  a physician  has  an  emergency 
or  acute  case  which  he  wants  to  be  ad- 
mitted he  rings  up  this  service  and  is 
asked  his  name  and  telephone  number, 
the  patient’s  name,  age  and  sex,  and  the 
diagnosis..  If  he  states  the  hospital  to 
which  he  wishes  the  patient  to  be  ad- 
mitted, the  service  will  tell  him  whether 
a bed  is  vacant  and  if  it  is  will  book  it 
for  him. 

If  there  is  no  vacancy  he  will  be  asked 
to  state  his  next  preference,  and  so  on 
until  his  requirement  is  met.  In  the  case 
of  certain  hospitals  which  have  under- 
taken to  bear  the  cost  of  an  ambulance, 
the  service  will  also  book  this.  The 
service  will  be  open  every  day  from  8 a.m. 
to  10  p.m.,  and  it  is  intended  to  extend  it 
in  due  course  to  the  twenty-four  hours. 

By  a system  of  colored  disks  on  an 
indicator  board,  the  staff  members  of  the 
service  are  able  to  tell  at  a glance  whether 
a bed  is  free  at  a particular  hospital  for  a 
man,  woman,  or  child  or  for  what  particu- 
lar type  of  treatment  it  is  available.  A 
preliminary  working  test  showed  that 
there  are  likely  to  be  sufficient  beds 
available  to  meet  the  requirements  of 
physicians,  and  in  most  cases  admission 
was  obtained  for  the  patient  within 
fifteen  minutes. 

No  charge  is  made  for  the  service, 
since  the  cost  is  met  by  King  Edward’s 
Hospital  Fund  for  London.  It  should  be 
noted  that  the  service  is  for  the  London 
voluntary  hospitals,  which  all  work  as 
independent  units.  It  is  not  required  for 
the  36,000  beds  of  the  London  municipal 
hospitals,  which  are  under  the  single  con- 
trol of  the  county  council  and  therefore 
already  have  a co-ordinated  system. 

Ethics  in  Hospital  Solicitation 

He  admits  that  he  dare  not  sign  his 
name — a manufacturer  who  supplies  items 
used  by  hospitals,  who  writes  to  The 
Modern  Hospital  to  protest  against  the 
practice  of  some  hospitals  that  ask 
manufacturers  to  contribute — under  a 
veiled  threat,  “or  else!”  And  the  editor 
of  the  hospital  magazine  endorses  his 
protest  and  reports  that  this  “pernicious” 


practice  ‘ ‘seems  to  be  spreading. ’ ’ Manu- 
facturers and  hospital  associations 
“should  take  a firm  stand  “against  this 
sort  of  thing,  urges  the  editor — “a  pussy- 
footing policy  will  no  longer  be  effective.” 
The  anonymous  manufacturer  signs  him- 
self “One  Who  Would  Like  to  See  all 
Hospital  Contacts  above  Reproach,” 
and  his  letter  reads : 

“We  are  manufacturers  of  certain 
items  used  by  hospitals.  After  you  have 
read  this  letter,  you  will  understand, 
and  we  trust,  appreciate  why  it  is  that 
we  write  you  incognito,  for  while  we 
have  the  full  courage  of  our  convic- 
tions, after  all,  we  get  our  bread  and 
butter  from  hospitals.  While  this  letter 
criticizes  the  action  of  some  hospitals, 
of  course  it  doesn’t  criticize  all  of  them. 

“The  solicitation  of  contributions  by 
hospitals  from  companies  which  are 
serving  them  with  merchandise  is  one 
of  the  greatest  evils  existing  in  the 
hospital  field  today.  We  can  under- 
stand thoroughly  how  patients,  who 
have  received  excellent  treatment,  would 
gladly  contribute  to  requests  for  funds. 
We  think  solicitations  from  people  like 
that  are  fully  warranted.  Those  living 
in  the  territory  served  by  an  important 
hospital,  who  have  been  or  could  be 
patients  of  that  hospital  at  any  time, 
could  be  asked  with  dignity  for  assist- 
ance in  maintaining  the  proper  activities 
of  hospitals,  which  have  been  so  affected 
by  present  and  past  economic  conditions. 

“But,  any  hospital  superintendent  who 
approaches  a manufacturer  who  furnishes 
the  hospital  with  merchandise  with  the 
implication,  ‘You  had  better  come 
through  here,  or  else  there’s  a chance 
you  won’t  get  a continuation  of  our 
patronage,’  is  doing  his  own  hospital  and 
all  hospitals  a great  injustice.  Any 
company  that’s  in  business  has  got  to 
make  a profit  to  stay  in  business.  If 
we  who  furnish  hospitals  are  obliged  day 
after  day  to  make  contributions  of  this 
sort,  there  is  just  one  place  that  they  are 
ultimately  going  to  come  from,  an  in- 
creased price  to  the  hospital  consumer. 

“This  situation  has  existed  so  long 
partly  because  of  the  fear  on  the  part 
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of  the  manufacturer  that  his  business 
would  be  greatly  injured  if  it  were 
known  that  he  publicly  expressed  dis- 
approval of  such  procedure.  We  are 
frank  to  admit  that  we  cannot  initiate 
an  active  measure  of  any  sort  against 
such  procedure,  but  certainly  you,  as 
the  editor  of  the  leading  hospital  publi- 
cation of  the  country,  must  recognize  that 
what  we  are  telling  you  is  the  truth.” 

Injection  Risks 

A patient  in  a German  hospital,  suffer- 
ing from  a serious  case  of  pneumonia,  was 
given  an  injection  of  luminal  into  the 
thigh,  developed  gas-gangrene,  and  died. 
The  assumption  of  the  doctors  who  discuss 
it  in  a Munich  medical  journal  {Munch. 
Med.  Wschr.  85:  125  (1938))  is  that  gas- 
gangrene  began  at  the  site  of  injection  and 
quickly  caused  death. 

The  interesting  point  is  that  typical 
Cl.  welchii  were  found  in  the  70  per  cent 
alcohol  in  -which  the  syringe  was  kept. 
As  related  in  the  British  Medical  Journal , 
an  inquiry  at  many  hospitals  showed 
that  in  Germany  syringes  and  needles  are 
kept  in  alcohol  as  a routine  in  the  wards, 
being  boiled  between  successive  injec- 
tions or  sometimes  merely  washed  with 
alcohol. 

As  this  method  has  the  authority  of  a 
number  of  text-books  and  was  taught  in 
many  universities,  the  medical  man  was 
finally  exculpated.  It  is  emphasized  in 
the  report  that  Kock  as  long  ago  as  1881 
showed  that  anthrax  spores  resist  alcohol, 
and  that  Wanke  in  1926  traced  a death 
from  gas-gangrene  to  Cl.  welchii  spores 
which  were  present  in  the  alcohol  in 
which  the  syringe  had  been  stored. 
Dalrymple-Champneys  and  Garrod  and 
Keynes  have  pointed  out  the  danger 
of  trusting  to  alcohol  for  disinfection ; 
in  certain  conditions  staphylococci  may 
survive  even  for  several  hours,  and  spores 
have  been  found  in  material  which  had 
been  immersed  in  spirit  for  twenty  years. 
C.  G.  Coulthard  and  G.  Sykes,  in  a re- 
view of  the  literature  recording  infection 
by  spore-bearing  bacteria,  stress  the 
failure  of  ordinary  alcohol  to  kill  spores. 


They  found  that  by  adding  1 per  cent  of 
various  acids  or  alkali,  or  a cresol  deriva- 
tive, the  destructive  power  for  spores  was 
considerably  increased. 

Jungmichel  and  his  colleagues  state 
that  the  risk  of  gas-gangrene  must  be 
small,  for  though  many  deaths  from  gas- 
gangrene  or  tetanus  following  hypo- 
dermic injection  are  recorded,  cases  of 
this  kind  are  very  rare  in  the  myriads  of 
injections  carried  out  all  over  the  world. 
They  mention  that  to  every  experienced 
hospital  superintendent  the  occurrence 
of  local  sepsis  after  injection  is  a well- 
known  phenomenon.  They  further  con- 
clude that  since  the  spores  of  Cl.  welchii 
occur  in  all  garden  soil  and  dust  they  must 
be  injected  very  often  by  patients  or  by 
doctors  in  private  practice  away  from  the 
sterilization  resources  of  a big  hospital, 
and  that  the  spores  do  not  germinate 
unless  the  condition  of  the  tissue  favors 
this. 

They  therefore  warn  doctors  against 
repeated  injections  at  the  same  spot,  or 
injection  into  the  buttock  at  a place 
where  the  muscle  is  subject  to  injury  in 
ordinary  life. 

The  question  then  arises,  what  should 
replace  the  condemned  practice  of  storing 
syringes  and  needles  in  alcohol?  The 
ideal  is  to  autoclave  every  syringe  and 
needle  after  every  injection — an  ideal  un- 
attainable in  practice.  The  authors  sug- 
gest that  in  hospitals  syringes  and  needles 
should  be  autoclaved  or  sterilized  by  dry 
heat,  and  each  one  stored,  until  used,  in 
a dust-proof  package.  For  the  doctor  in 
practice  the  problem  is  a difficult  one; 
ordinary  boiling  in  water  is  not  sufficient, 
and  the  authors  finally  recommend  boiling 
for  ten  or  fifteen  minutes  in  water  con- 
taining 3 per  cent  soda. 

Most  bacteriologists  will  agree  with 
the  general  argument  of  the  German 
writers,  and  will  advise  the  prudent 
practitioner  who  consults  them  to  boil 
the  syringe  and  needle  for  a few  minutes 
in  water  containing  a little  sodium  bi- 
carbonate, sodium  hydroxide,  or  lysol, 
and  thoroughly  to  wash  the  syringe 
through  with  sterile  water  before  drawing 
up  the  solution  to  be  injected. 
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Newsy  Notes 

The  16th  annual  “hundred-dollar-a- 
plate  dinner  for  the  benefit  of  Israel  Zion 
Hospital  in  December  in  the  Hotel  St. 
George  realized  about  $40,000,  according 
to  David  N.  Katz,  chairman  of  the  event. 
Close  to  2,000  persons,  including  jurists, 
industrialists,  business  and  professional 
men,  were  among  those  present. 

The  money  raised  will  go  toward 
furnishing  the  new  wing  of  the  institution 
at  49th  St.  and  10th  Ave.,  Brooklyn. 
The  eight-story  building,  when  opened, 
will  add  some  250  beds  to  the  facilities 
of  the  hospital,  which  at  the  present  time 
takes  care  of  between  460  and  480 
patients. 

X-ray  therapy  facilities,  creating  a 
Dutchess  County  Tumor  clinic,  donated 
by  Herrman  A.  Schatz  in  memory  of  the 
late  Dr.  James  E.  Neighbors,  were 
dedicated  formally  on  December  9 with 
the  unveiling  of  a tablet  at  Vassar 
Brothers’  Hospital  in  Poughkeepsie  by 
Dr.  Scott  Lord  Smith.  Inscribed  on  the 
tablet  is:  “A  memorial  to  Dr.  James 

Edward  Neighbors  who  was  associated 
with  Vassar  Brothers’  Hospital  from 
July  1,  1920,  to  September  13,  1938.  By 
one  who  loved  him. 

Edward  Benedict  Cobb,  retired  New 
York  and  Washington  lawyer,  who  died 
at  Pittsfield,  Mass.,  in  November  at 
the  age  of  eighty-nine,  left  $100,000  to 
the  Tarry  town  Hospital  Association  un- 
der the  terms  of  his  will,  filed  at  Wash- 
ington. 

A campaign  has  been  started  to  reopen 
St.  Marks  Hospital,  at  Eleventh  Street 
and  Second  Avenue,  New  York  City  as  a 
free  maternity  center  and  baby  health 
station. 


POLAND  POINTS  THE  WAY 
Smallpox  has  become  an  extinct  disease  in 
Poland,  where  the  law  on  compulsory  vaccination 
and  revaccination  is  strictly  enforced.  Complica- 
tions of  vaccination  are  rare,  and  no  cases  of 


Improvements 

A movement  is  under  way  to  secure  a 
Veterans’  Facility  Hospital  for  the  Glens 
Falls  area.  The  Federal  Government 
has  assured  those  fostering  the  move- 
ment that  such  a hospital  will  be  built  if 
the  need  can  be  proved. 

Modernized  and  enlarged  facilities  are 
expected  to  be  ready  at  the  House  of  St. 
Giles  the  Cripple  in  Brooklyn  by  April  1, 
it  is  announced  by  Juan  C.  Butts,  general 
manager  of  the  administrative  staff. 

Of  the  $25,000,000  worth  of  public 
buildings  to  be  erected  in  a program 
of  state  projects  now  being  planned, 
Utica  State  Hospital  will  receive  $206,- 
000,  according  to  a Utica  paper.  J.  B. 
Fordham,  steward  at  the  Utica  State 
Hospital,  when  informed  of  the  appro- 
priation, said  his  advices  were  that  the 
hospital  would  receive  an  allotment  of 
$196,000,  including  $120,000  for  a shop 
building  50  by  300  feet  to  contain  the 
print  shop  and  an  addition  to  the  cold 
storage  plant  at  $76,000. 

The  Board  of  Zoning  Appeals  of  the 
Town  of  Hempstead  has  granted  the 
application  of  the  board  of  trustees  of 
Mercy  Hospital  for  the  erection  of  a new 
building  on  the  east  side  of  Mill  Road, 
south  of  the  Southern  State  Parkway, 
in  South  Hempstead.  The  trustees  plan 
to  erect  a modern  four-story  hospital 
building  on  the  site. 

Construction  and  maintenance  of  a 
new  tuberculosis  sanatorium  by  Orange 
County  is  urged  by  Newburgh’s  City 
Council  in  a resolution  adopted  at  the 
suggestion  of  Dr.  Anthony  J.  Manzella, 
city  health  officer. 

postvaccinial  encephalitis  have  so  far  been  re- 
ported in  Poland.  In  many  towns  where  im- 
munization against  diphtheria  is  also  compulsory, 
protection  against  the  two  diseases  is  carried  out 
at  the  same  time. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Practice  of  Medicine  by  Chiropractor 

A decision  rendered  a few  weeks  ago  by 
one  of  the  magistrates  of  the  City  of 
New  York  in  a proceeding  brought  charg- 
ing violations  of  the  Medical  Practice  Act 
is  of  considerable  interest. 1 

The  Attorney  General  acting  on  behalf 
of  the  People  of  the  State  of  New  York 
charged  the  defendant  with  the  crimes  of 
having  unlawfully  practiced  medicine  and 
having  unlawfully  designated  himself  as  a 
practitioner  of  medicine. 

The  matter  came  up  before  the  magis- 
trate upon  an  application  on  behalf  of  the 
defendant  to  dismiss  the  complaint  on  the 
grounds  that  the  facts  charged  in  the  com- 
plaint would  affirmatively  show  that  the 
defendant  was  not  guilty  of  the  crimes 
charged. 

In  order  to  understand  the  ruling  made 
by  the  Court  it  is  necessary  to  trace  in 
some  detail  the  allegations  of  the  com- 
plaint. It  seems  that  the  defendant 
maintained  an  office,  in  the  windows  of 
which  the  title  “chiropractor”  was  dis- 
played. Said  title  also  appeared  with  his 
name  on  his  letter  box.  Certificates  were 
hung  in  his  office  issued  to  him  by  the 
Palmer  School  of  Chiropractic,  repre- 
senting him  to  be  a “D.C.”  and  a Doctor 
of  Chiropractic. 

Similarly  he  was  also  listed  in  the  tele- 
phone directory  as  a chiropractor. 

It  seems  that  three  investigators  were 
sent  to  the  office  of  the  defendant  for  the 
purpose  of  investigating  his  activities. 
It  was  charged  that  when  the  first  inves- 
tigator visited  the  “doctor”  she  com- 
plained of  pains  in  her  back  and  frequent 
headaches,  and  was  told  by  the  defendant 
that  “he  doesn’t  practice  medicine,  diag- 
nose, or  prescribe  medicines,  but  all  he  did 
was  to  give  chiropractic  treatments  and 
adjustments.”  However  he  applied  an 

1 People  vs.  Zinke 

Decided  November  18,  1938. 


instrument  known  as  a neurocalometer  to 
her  back  and  jerked  her  head  from  side  to 
side  and  manipulated  her  spine  and  made 
arrangements  for  a series  of  treatments. 

During  the  course  of  said  treatments 
the  defendant  was  told  of  the  investiga- 
tor’s complaints,  including  nausea  and 
vomiting  and  he  told  her  that  he  did  not 
believe  the  nauseousness  was  caused  by 
his  treatment;  that  she  must  have  upset 
her  stomach;  that  the  pain  in  her  back 
would  right  itself,  and  that  a preparation 
which  she  was  using  could  do  no  harm. 
She  also  asked  him  about  a tumor  on  her 
back  and  after  examining  it  he  told  her 
it  was  not  the  cause  of  her  backaches  and 
headaches.  She  also  complained  to  him 
of  a painful  injury  to  her  foot  and  a swol- 
len ankle  and  he  then  pressed  along  her 
spine  and  inquired  as  to  whether  her  foot 
felt  any  better  to  which  she  answered  in 
the  affirmative. 

According  to  the  complaint  a second 
investigator  called  upon  the  defendant 
with  complaints  of  severe  headaches,  a 
clogged  nose,  and  Sleepless  nights  because 
of  difficulty  in  breathing  and  because  of 
pains  “from  her  nose  through  her  eyes  up 
to  the  top  of  her  head.” 

The  chiropractor  inquired  concerning 
possible  connections  between  her  head- 
aches and  her  menstrual  periods  and  in  the 
course  of  his  conversation  with  her  he  told 
her  not  to  worry  “and  that  she  would  leave 
his  place  minus  the  headache.”  He  like- 
wise applied  the  neurocalometer  against 
her  back  and  manipulated  her  spine  and 
on  a subsequent  occasion  he  explained 
that  her  pain  came  from  “nervous  pres- 
sure.” He  refused  to  suggest  a diet  for 
her  but  advised  other  forms  of  relief  and 
told  her  to  patiently  continue  with  his 
treatments. 

A third  investigator  went  to  him  with 
complaints  of  pains  in  her  back  and  was 
told  that  he  would  not  diagnose  her  case 
but  would  give  her  adjustments  because 
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it  was  against  the  law  to  tell  her  what  was 
wrong  with  her,  or  to  tell  her  that  he  could 
help  her.  She  told  him  that  she  had 
pains  in  her  back  and  wanted  him  to  help 
her  and  he  likewise  administered  to  her  a 
treatment  which  included  jerking  her 
head  from  side  to  side  and  manipulations 
of  her  spine  with  his  hands.  A fee  was 
charged  for  three  treatments  and  on  a 
later  visit  the  investigator  told  the  de- 
fendant that  she  had  been  quite  sick  and 
was  assured  by  him  that  she  must  have 
patience  and  that  everything  “would 
work  out  all  right.’ ’ 

She  also  complained  to  the  chiropractor 
on  one  occasion  of  the  fact  that  she  was 
suffering  from  bleeding  hemorrhoids  and 
that  she  expected  her  menstrual  period 
any  day  and  asked  if  it  would  be  all  right 
to  be  treated  under  such  circumstances. 
She  was  told  that  on  the  contrary  his 
treatment  would  help  her  and  as  to  clear- 
ing up  the  hemorrhoids  she  should  “just 
wait  and  see.”  A stomach  complaint  was 
also  called  to  the  attention  of  the  chiro- 
practor by  the  third  investigator  and  she 
was  told  that  it  might  be  gas  but  that  she 
should  not  worry  about  it  as  he  was  sure 
she  would  be.all  right. 

The  foregoing  summarizes  the  salient 
features  of  the  complaint.  The  defendant 
claimed  that  from  the  complaint  it  did  not 
appear  that  he  had  held  himself  out  as 
able  to  diagnose,  treat,  operate,  or  pre- 
scribe for  any  human  disease,  pain,  in- 
jury, deformity,  or  physical  condition. 
He  contended  that  the  charges  actually 
negated  the  violation  charged  since  it  ap- 
peared from  the  charges  that  he  had  in- 
formed the  investigators  that  he  didn’t 
practice  medicine  and  that  he  did  not 
diagnose  cases  but  would  just  give  adjust- 
ments. The  court,  however,  ruled  that 
the  complaint  sufficiently  charged  the 
defendant  with  the  crimes  of  illegally  prac- 
ticing medicine  so  that  he  should  stand 
trial  for  the  offenses  charged.  In  so  ruling 
the  Court  said  in  the  opinion : 

“The  Court  finds  that  there  was  directly  and 
by  inference  a holding  out  by  defendant  that  he 
was  able  to  perform  one  or  more  of  the  prohib- 
ited acts.  He  displayed  certificates  bearing  his 
name  as  a “Doctor  of  Chiropractic”  and  signs 


bearing  his  name  as  a “chiropractor”  and  he 
listed  himself  as  a chiropractor  in  the  telephone 
directories.  These  signs  and  certificates  are  in 
themselves  presumptive  evidence  of  a holding 
out  under  the  statutory  presumption  above  set 
forth — the  titles  “doctor”  and  "chiropractor” 
carry  with  them  definite  implications  that  the 
possessor  of  those  titles  is  able  to  treat  bodily 
conditions. 

“The  whole  set  up  of  defendant’s  office,  attend- 
ant, dressing  rooms  and  split-back  robes,  neu- 
rocalometer,  and  articulated  table,  all  have  a di- 
rect bearing  on  the  holding  out — they  consisted 
of  equipment  of  one  who  uses  same  as  preliminary 
to  and  in  the  actual  treatment  of  physical  condi- 
tions. One  of  the  investigators  inquired  of  de- 
fendant whether  she  had  sinus  and  he  told  her 
that  she  should  not  worry  and  she  would  leave 
his  place  “minus”  the  headache  and  she  should 
continue  with  his  treatments  and  have  patience — 
certainly  thereby  he  represented  he  was  able  to 
treat  her  conditions.  He  told  another  investiga- 
tor that  his  treatment  would  not  harm  her  men- 
strual condition  but  would  help  her  and  as  to  her 
hemorrhoid  condition  she  should  just  wait  and 
see,  and  that  she  should  not  worry,  for  he  was 
sure  she  would  be  all  right — one  making  such 
statements  must  be  deemed  to  have  held  himself 
out  as  being  able  to  make  that  person  “all  right” 
by  his  treatments. 

“Aside  from  the  direct  holding  out,  there  is  an 
implied  holding  out  from  the  acts  performed. 
From  the  taking  of  the  histories  of  the  patients 
and  his  subsequent  treatments  and  the  accept- 
ance of  compensation  therefor,  there  is  an  infer- 
ence of  a holding  out.  The  Court  of  Appeals  has 
held,  in  a case  involving  the  practice  of  chiroprac- 
tic, that  in  offering  to  treat  a person,  the  practi- 
tioner holds  himself  out  as  qualified  to  give 
treatment.  . . . 

“In  view  of  the  statements  made  by  defendant 
and  his  acts,  all  constituting  a holding  out,  any 
negation  of  a holding  out  by  defendant  cannot  be 
viewed  seriously.  If  any  such  negation  were 
considered  controlling  in  the  circumstances  here 
existent,  the  medical  regulations  could  readily  be 
nullified  and  rendered  a dead  letter.  To  this 
Court,  the  negation  is  but  a false  pretense,  for 
defendant  proceeded  to  perform  the  very  acts 
which  he  pretended  he  did  not  perform.  And  de- 
fendant’s use  of  the  terms  “chiropractic  treat- 
ment” and  “adjustments”  is  nothing  more  than 
an  effort  to  evade  the  statute  and  the  Court  will 
not  be  taken  in  thereby  ( Kuechler  vs.  Volgman, 
192  N.W.  1015).  In  that  case,  the  Supreme 
Court  of  Wisconsin,  after  holding  that  the  defend- 
ant-chiropractor undertook  to  diagnose  and 
treat,  said  ‘Diagnosis  is  ordinarily  assumed  and 
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performed  by  licensed  medical  or  osteopathic 
physicians.  But  it  may  be  assumed  by  others, 
and  it  is  held  that  the  practice  of  chiropractic  is 
the  practice  of  medicine.  And  the  fact  that 
chiropractors  abstain  from  the  use  of  words  like 
“diagnosis,”  “treatment,”  or  “disease”  is  imma- 
terial. What  they  hold  themselves  out  to  do 
and  what  they  do  is  to  treat  disease,  and  the  sub- 
stitution of  words  like  “analysis,”  “palpation,” 
and  “adjustment”  does  not  change  the  nature 
of  their  act.* 

“Defendant  diagnosed.  His  history  taking, 
examination  with  the  use  of  a neurocalometer, 
and  his  statements  as  to  the  causes  of  conditions 
of  the  investigators  show  that  he  had  made  a de- 
termination which  he  deemed  sufficient  for  the 
purposes  of  treatment.  The  term  “diagnosis”  is 
derived  from  the  Greek  prefix  “dia”  meaning  be- 
tween, and  “gignoskein”  meaning  to  discern. 
It  is,  in  modern  terminology,  a “sizing  up”  or  a 
comprehending  of  the  physical  or  mental  status 
of  a patient.  It  is  the  conclusion  itself  rather 
than  the  procedures  upon  which  the  conclusion  is 
based  which  constitutes  a diagnosis  per  se.  No 
particular  language  need  be  used  and  no  disease 
need  be  mentioned,  for  the  diagnostician  may 
make  or  draw  his  conclusion  in  his  own  way.  . . . 

“Defendant  undertook  and  offered  to  treat. 
The  definition  of  the  practice  of  medicine  states 
that  the  treatment  may  be  by  “any  means  or 
method.”  Defendant’s  method  was  manipula- 
tion of  the  spine — what  is  known  as  the  practice 
of  chiropractic.  In  11  Corpus  Juris  758,  chiro- 
practic is  defined  as  ‘A  system  of  healing  that 
treats  disease  by  manipulation  of  the  spinal 
column.’  It  is  said  in  Brown  vs.  Shyne,  242 
N.Y.  176,  183,  ‘We  readily  see,  therefore,  that 
the  chiropractic  doctor  holds  himself  out  to  treat 
and  cure  sickness  and  disease  by  the  readjust- 
ment of  the  spinal  column  and  the  proper  align- 
ment of  the  vertebrae.  . . .’ 

“This  court  is  not  concerned  on  defendant’s 
motion  to  dismiss,  with  whether  chiropractic 
treatments  are  beneficial  or  injurious.  The  only 
question  is  whether  the  facts  stated  in  the  com- 
plaint show  that  defendant  violated  the  law. 
The  proof  at  the  trial  will  necessarily  be  con- 
fined to  the  particular  acts  which  it  is  claimed 
constitute  a violation.  But  in  view  of  conten- 
tions of  defendant  as  to  the  purpose  of  the  stat- 
utes regulating  the  practice  of  medicine,  this 
Court  desires  to  emphasize  that  the  legislature 
of  this  State  has  in  its  wisdom  recognized  the 
necessity  of  protecting  the  people  by  prohibiting 
those  not  licensed  from  meddling  with  their 
health.  Especially  is  that  important  as  to  female 
sufferers  who  enter  the  office  of  an  unlicensed 
practitioner  where  they  are  required  to  partly 


disrobe  and  then  submit  to  various  forms  of 
bodily  manipulations.” 


X-Ray  Treatment  of  Psoriasis 

A man  about  forty  years  of  age  con- 
sulted a physician  who  specialized  in  der- 
matology with  respect  to  a condition  of 
psoriasis  from  which  he  had  been  suffer- 
ing for  approximately  eighteen  years. 
He  told  the  doctor  that  he  had  used  vari- 
ous types  of  medication  in  the  treatment 
of  the  condition  and  that  when  it  had  be- 
come severe  he  had  used  chrysarobin  on 
his  right  arm.  The  examination  showed 
an  irritation  due  to  chrysarobin  on  the 
right  arm  and  that  the  patient  was  suffer- 
ing from  psoriasis  all  over  his  body  mani- 
fested by  whitish,  raised  lesions  covered 
by  scales. 

The  doctor  administered  a series  of 
x-ray  treatments  to  the  patient  which  were 
continued  from  time  to  time  over  a pe- 
riod of  about  five  weeks.  These  treat- 
ments were  administered  to  various  parts 
of  the  body  but  at  no  time  was  any  x-ray 
therapy  given  to  the  right  arm  where 
chrysarobin  had  been  applied.  After  the 
x-ray  treatments,  the  patient  developed 
exfoliative  dermatitis  on  his  back,  flanks, 
and  right  shoulder.  The  defendant  un- 
dertook to  treat  the  condition  on  two  oc- 
casions following  the  last  of  which,  al- 
though he  was  instructed  to  return,  he 
never  again  appeared  for  treatment.  It 
was  ascertained,  thereafter,  that  the  pa- 
tient was  hospitalized  for  a period  of 
about  six  weeks  for  the  purpose  of  under- 
going treatment  for  exfoliative  dermatitis. 

A malpractice  action  was  instituted 
against  the  physician  in  which  the  charge 
was  made  that  the  defendant  had  negli- 
gently administered  the  x-ray  treatment 
to  the  patient  causing  the  exfoliative  der- 
matitis to  develop. 

The  case  came  on  for  trial  before  the 
Court  and  a jury  and  the  plaintiff  claimed 
that  the  defendant  had  improperly  super- 
imposed x-ray  therapy  upon  a region  pre- 
viously treated  with  chrysarobin  and 
that  as  a result  of  such  alleged  improper 
treatment  exfoliative  dermatitis  de- 
veloped. The  defendant  denied  the  claim 
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and  asserted  that  he  had  never  applied 
x-ray  therapy  to  the  portion  of  the  body  in 
question.  The  issues  in  the  case  were  sub- 
mitted to  the  jury  and  a verdict  in  favor 
of  the  defendant  was  returned  thereby 
exonerating  him  of  all  charges  of  mal- 
practice. 


Removal  of  Scar  by  Plastic  Surgery 

An  ex-soldier,  thirty-six  years  of  age, 
consulted  a surgeon  who  specialized  in 
plastic  surgery  with  respect  to  the  re- 
moval of  two  scars.  The  doctor  found  a 
small  scar  below  his  lower  eye-lid  and  a 
scar  7V2  cm.  long  by  41/ 2 cm.  wide,  flat 
and  introverted,  on  his  neck  at  the  junc- 
tion of  the  lower  mandible. 

The  doctor  had  the  patient  enter  a 
hospital  where,  under  a local  anesthesia, 
he  excised  the  neck  scar  and  drew  the 
edges  together  and  with  silk  paraffin  su- 
tured the  edges  together.  The  patient 
remained  in  the  hospital  ten  days  and  the 


surgeon  attended  him  during  that  time 
following  which  at  his  office  he  excised 
the  eye-lid  scar,  drew  the  edges  together, 
and  sutured  them.  He  saw  the  patient 
from  time  to  time  over  the  following  pe- 
riod of  three  months  and  at  the  end  of  that 
time  the  scars  were  healed  and  nothing 
was  present  at  the  site  of  the  scars  except 
two  fine  lines. 

A malpractice  action  was  brought 
against  the  doctor  in  which  the  charge  was 
made  that  by  reason  of  the  negligent  man- 
ner in  which  the  operations  had  been  per- 
formed, the  plaintiff  was  caused  to  suffer 
severe  pains  throughout  his  body  and 
limbs  and  to  suffer  from  nervousness, 
dizziness,  and  weakness.  The  case  came 
on  for  trial  before  a Court  and  jury  and 
the  plaintiff  failed  to  establish  that  in  any 
respect  the  defendant  had  failed  to  follow 
proper  practice  in  the  treatment  ren- 
dered. At  the  conclusion  of  the  testi- 
mony on  behalf  of  the  plaintiff,  the  case 
was  dismissed  on  the  motion  of  the  attor- 
ney for  the  defendant. 


THE  LONG- WHISKERED  DOCTOR  OF  THE  STORY  BOOKS 


An  English  journal  which  calls  itself  “The 
Economist”  ends  a short  article  on  “Doctors 
and  the  Public”  with, 

“The  doctors  will  enjoy  the  respect  of  the 
public  to  precisely  the  same  degree  that  they  do 
not  behave  like  a commercial  vested  interest.” 

It  is  said  the  whole  world  loves  a lover,  but 
apparently  if  any  such  regard  is  held  for  the 
doctor  in  this  country  as  in  Great  Britain,  it  is 
a very  special  type  of  doctor,  replies  the  Journal 
of  the  Indiana  State  Medical  Association.  He 
is  the  country  or  city  practitioner  with  a full 
beard  who  answers  all  calls  day  and  night,  keeps 
no  books,  sends  no  bills,  dies  at  fifty-five  of  a 
coronary  occlusion,  and  leaves  to  his  wife  and 
children  a doubtful  future. 

A physician  has  no  right,  it  seems,  to  watch 
after  his  own  interests  and  make  himself  an 
income  sufficient  to  take  care  of  his  overhead 
and  have  a little  left  over  for  life  insurance. 
Strangely,  no  patient,  even  if  he  doesn’t  intend 
to  pay,  wants  to  have  a doctor  drive  up  to  his 
place  in  a jalopy  car.  His  doctor  must  maintain 
a good  looking  car  and  a properly  furnished 


office.  However,  if  such  is  the  appearance  of 
prosperity,  the  patient  figures  that  the  doctor 
must  not  need  the  money  and  worries  not  when 
he  pays. 

The  public  has  taken  to  itself  the  picture  of 
the  self-sacrificing,  charitable  physician  and  does 
not  care  to  lose  it.  This  is  proper  and  we  as 
physicians  should  do  our  best  to  maintain  this 
picture  of  charitable  self-sacrifice,  but  we  have  a 
right  and  a duty  to  be  practical  business  men  as 
well. 

Recently  a physician  told  of  meeting  a nurse 
who  had  been  with  him  on  an  obstetrical  case 
many  months  previously.  She  asked,  “Doctor, 
did  you  ever  get  any  pay  for  that  case  I helped 
you  with  last  year?” 

“No!”  was  his  reply.  “I  haven’t  heard  from 
them  since.  Did  you  get  your  money?” 

“No,  doctor,  I didn’t  either,”  she  answered. 
“And  I heard  later  that  the  husband  was  worried 
as  to  whether  you  got  home  all  right.  It  seems 
that  while  we  were  in  the  house  delivering  the 
baby,  he  was  outside  siphoning  the  gasoline  out 
of  your  car!” 


Across  the  Desk 

“ Syphilitic  Scars  of  the  Spirit” 


The  success  or  failure  of  a life  may 
hang  on  the  attitude  of  the  doctor 
at  the  first  visit  of  a patient  with  syphi- 
lis, declared  Dr.  Austin  W.  Cheever, 
of  the  Harvard  Medical  School,  in  a pa- 
per with  the  above  title  read  at  the  an- 
nual meeting  of  the  Massachusetts  Medi- 
cal Society.  And  that  is  a thousand 
times  more  important  than  the  mere  sue-, 
cess  of  the  medical  procedure.  The 
man  or  woman  is  more  than  the  disease, 
and  the  treatment  should  be  more  than 
“just  what  can  be  pressed  through  a 
needle  into  a vein.” 

One  attitude  by  the  doctor,  and  the 
patient  is  encouraged  to  face  life  with 
hope  and  win  the  battle;  another  at- 
titude, and  he  or  she  jumps  in  the  river. 
“By  all  odds,  the  most  important  contact 
between  patient  and  physician  is  the  first 
one,”  declares  Dr.  Cheever,  and  “in  a 
busy  practitioner’s  office,  regardless  of 
the  dozen  patients  in  the  waiting  room, 
the  one  with  suspected  syphilis  must  be 
considered  that  day’s  emergency.”  Fail- 
ure may  ruin  a life. 

How  Not  to  Do  It 

Take  the  brutal  remark  of  a doctor  to  a 
young  woman  whose  infection  turned  out 
to  be  a wedding  present  from  her  husband. 
The  doctor,  however,  made  no  effort  to 
find  how  she  came  by  it.  He  told  her  the 
treatment  would  cost  a thousand  dollars, 
and  when  she  said  she  could  not  possibly 
afford  it,  he  retorted: 

“Go  out  on  the  street  and  earn  the 
money  the  same  way  you  got  the  dis- 
ease!” 

The  result  was  that  she  fled  from  his 
office,  and  it  was  three  months  before  she 
could  muster  the  courage  to  go  to  an- 
other doctor.  By  good  fortune  it  was  Dr. 
Cheever.  But  three  months  had  been 
lost,  and  an  extremely  disfiguring  rash 
had  developed. 

The  golden  opportunity  of  the  first 
consultation  had  been  mishandled. 


At  the  first  visit,  says  Dr.  Cheever : 

“One  must  explain  in  simple,  straight- 
forward language  what  is  ahead  of  the 
patient : that  the  recurrences,  disap- 
pointments, chances  of  infection  of  the 
mate,  danger  of  having  congenital  sy- 
philitic children,  and  serious  or  even 
tragic  late  complications,  such  as  ac- 
tually used  to  occur  not  rarely  under  the 
old  mercury  regime,  can  all  be  controlled 
now,  provided  adequate  treatment  is 
given  and  the  patient  does  his  part  by 
co-operating  and  taking  treatment  prop- 
erly. Even  the  seemingly  worst  situa- 
tions, such  as  a young  couple  with  early 
syphilis  and  the  girl  pregnant,  need 
cause  but  little  alarm,  for  if  the  case  is 
properly  handled  the  probability  is  that 
the  parents  will  be  cured  and  the  fetus 
saved.” 

Danger  of  Explosions 

An  emotional  explosion  may  occur 
when  the  patient  learns  the  diagnosis,  and 
threats  of  suicide  are  sometimes  uttered — 
but  seldom  carried  out.  Another  reac- 
tion, “What’s  the  use?  Why  try  to  be 
good  any  more?”  may  lead  to  moral 
and  physical  disaster.  Has  the  physi- 
cian no  duty  in  such  cases?  Dr.  Cheever 
relates  an  instance  that  came  under  his 
own  observation : 

“A  very  highstrung  but  likable  boy 
had  been  coming  to  the  hospital  clinic 
for  several  years  for  treatment  of  con- 
genital syphilis.  When  he  became  a 
college  freshman  he  happened  by  accident 
to  see  the  diagnosis  on  his  record.  He 
said  nothing  to  anyone  of  his  discovery, 
nor  did  he  give  a hint  that  he  was  upset 
by  it,  but  went  immediately  to  a ticket 
office  of  one  of  the  air  lines  and  bought  a 
ticket  home  to  a far-western  state. 

“Very  fortunately  he  talked  in  his  sleep. 
His  room-mate  heard  him  and  found  out 
what  the  boy  planned  to  do,  namely  to  go 
home  and  kill  his  father.  The  room-mate 
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tried  to  argue  him  out  of  it,  and  when  this 
did  not  work  tried  to  get  the  air  line  to 
cancel  the  passage.  They  refused,  think- 
ing it  was  some  college  prank.  Thqre 
was  only  one  course  left  for  the  room- 
mate, and  he  took  it. 

“Both  boys  went  to  the  airport;  there 
the  room-mate  staged  such  a row  that 
the  pair  were  arrested,  and  naturally  the 
passage  was  canceled.  Later  an  under- 
standing doctor  took  this  boy  in  hand  and 
explained  the  entire  case  to  him  so  care- 
fully that  he  was  able  to  realize  just  how 
hot-headed  and  foolish  his  previous  at- 
titude had  been.” 

Making  the  Flesh  Creep 

Then,  too,  the  popular  mind  is  filled 
with  wrong  ideas  and  old  prejudices, 
handed  down  from  bygone  years  of  ig- 
norance. Grandma’s  “doctor  book” 
reeks  with  lurid  tales  of  the  horrors  of 
syphilis  as  they  occurred  seventy-five 
years  ago,  when  cases  were  recognized 
only  by  the  ravages  of  the  disease,  and 
when  a victim  happens  to  open  it  at  that 
page,  the  hair  rises,  shivers  chase  up  and 
down  the  spine,  and  the  flesh  creeps. 
Even  patients  waiting  in  the  clinic  seem 
to  delight  in  exchanging  remarks  that 
would  give  anyone  the  horrors. 

Years  ago,  Dr.  Cheever  recalls,  a young 
woman  came  to  the  clinic  with  secon- 
dary syphilis,  stating  that  there  was  a 
history  of  just  one  contact,  her  fianc£. 
Examination  of  the  fiance  “revealed  an 
accidental  syphilis  with  a trivial  pri- 
mary lesion  of  the  lip  and  a rash  so  faint 
that  its  significance  had  never  dawned 
on  him.”  Both  remained  under  treat- 
ment and  subsequent  semiannual  ex- 
amination six  or  seven  years,  when  it  was 
noticed  that  the  woman  was  losing  weight 
rapidly.  Questioning  revealed  that  she 
had  heard  people  say  that  syphilitics 
should  never  marry.  She  was  encour- 
aged to  marry  at  once,  her  weight  re- 
turned to  normal,  and  she  seemed  to 
grow  ten  years  younger.  “I  believe,” 
says  Dr.  Cheever,  “we  had  failed  dis- 
mally on  our  first  contact  with  that  pa- 
tient.” 


A Word  to  Employers 

Another  widespread  error  is  the  preju- 
dice against  employing  those  who  have 
had  syphilis.  “A  known  syphilitic  under 
treatment  is  of  no  possible  danger  to  his 
fellow  man,”  says  Dr.  Cheever,  and  he 
believes  (and  hopes)  that  many  such  are 
employed  in  the  Massachusetts  General 
Hospital  and  other  hospitals,  for  it  is  now 
the  accepted  policy  to  try  to  find  them 
employment.  He  adds: 

“How  unfair  is  the  refusal  of  a house- 
wife to  give  work  to  a nursemaid  with 
congenital  syphilis,  whose  infectiousness 
was  spontaneously  cleared  up  perhaps 
twenty  years  ago  while  she  was  still  an 
infant!  Yet  do  we  do  all  we  can  to 
explain  such  circumstances  to  the  lay- 
man? 

“A  case  in  point,  occurring  about  two 
years  ago,  remains  in  my  memory,  for 
though  the  girl  was  not  badly  marked, 
any  third-year  student  would  have  recog- 
nized her  Hutchinsonian  teeth  and  hazy 
corneas. 

“The  prospective  employer  had  a fit 
of  terror  and  even  threatened  fumi- 
gation of  the  house  after  the  first  few 
minutes  of  the  interview.  The  family 
physician  seems  to  have  agreed  with  the 
employer;  her  pediatrist  tried  to  make 
her  see  the  light,  but  to  no  avail.  The 
young  woman  has  since  proved  her  lack 
of  infectiousness  by  marrying  and  having 
a perfectly  healthy  baby.” 

One  Guess  Allowed 

The  impressive  statement  that  syphilis 
could  be  stamped  out  in  this  country  by 
an  expanded  public  health  program  cost- 
ing $25,000,000  a year  for  ten  years  is 
made  in  a pamphlet  called  “Behind  the 
Syphilis  Campaign.”  In  contrast,  it  now 
costs  $41,000,000  a year  to  care  for  the 
victims,  or  more  than  is  needed  to  stamp 
it  out. 

But  will  Congress,  strewing  its  bil- 
lions here  and  there,  like  an  inebriated 
mariner,  appropriate  the  $25,000,000  to 
do  it? 

You  guessed  right  the  first  time. 

W.S.W. 
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REVIEWED 


Essentials  of  Psychiatry.  By  George  W. 
Henry.  Third  edition.  Octavo  of  465  pages. 
Baltimore,  Williams  & Wilkins  Company,  1938. 
Cloth,  $5.00. 

This  book  covers  the  essentials  of  psy- 
chiatry in  a simple,  comprehensive  man- 
ner that  should  appeal  to  either  a student 
or  practitioner.  In  this  third  edition  there 
is  considerable  new  material  which  brings 
it  up  to  date.  Personality  development 
and  disorders  of  the  personality  pave  the 
way  for  the  study  of  the  more  specific 


mental  reactions,  and  the  actual  case  rec- 
ords that  are  exhibited  serve  to  illustrate 
the  practical  application  of  psychiatric 
principles.  The  author’s  extensive  ex- 
perience in  hospital  practice  enables  him 
to  cite  many  cases  that  show  the  constant 
close  relationship  of  psychiatry  and  gen- 
eral medicine.  Other  outstanding  chap- 
ters are  those  on  treatment,  nursing, 
psychopathology  of  the  normal,  disorders 
of  childhood,  and  psychiatry  in  general 
hospital  practice.  The  subject  is  well 
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rounded  out,  and  the  book  should  be  a 
distinct  help  to  the  student  and  practi- 
tioner. 

A.  E.  Soper 

A Textbook  of  Clinical  Pathology.  Edited 
by  Roy  R.  Kracke.  Octavo  of  567  pages, 
illustrated.  Baltimore,  William  Wood  & Com- 
pany, 1938.  Cloth,  $6.00. 

This  textbook  of  clinical  pathology  is 
written  by  a group  of  experts,  teachers, 
and  practitioners  of  laboratory  medicine, 
and  each  a specialist  in  the  topic  under 
discussion.  The  text  is  clearly  written 
and  profusely  illustrated.  It  correlates 
the  laboratory  findings  with  the  diseased 
processes,  and  should  be  of  great  aid  to 
practicing  physicians  and  students  in  the 
diagnosis  and  treatment  of  disease. 

Edward  H.  Nidish 

Materia  Medica,  Pharmacology,  Therapeutics 
and  Prescription  Writing  for  Students  and  Prac- 
titioners. By  Walter  A.  Bastedo,  M.D.  Fourth 
edition.  Octavo  of  778  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1937.  Cloth, 
$6.50. 

As  a standard  textbook  for  students 
and  a reference  book  for  practitioners  the 
author  of  this  work,  now  in  its  fourth  edi- 
tion, is  to  be  complimented  for  its  ex- 
cellence. Since  its  first  edition,  it  has 
ranked  foremost  in  books  on  this  subject 
because  of  Dr.  Bastedo’s  rich  experience 
in  the  fields  of  pharmacy,  medicine,  and  as 
a teacher  of  pharmacology.  The  splendid 
way  in  which  the  various  topics  are  pre- 
sented adds  much  to  its  practical  value  as 
a reference  book.  The  entire  text  has 
been  revised  and  many  of  the  newer  drugs 
have  been  included  among  which  are 
coramine,  cyclopropane,  dinitrophenol, 
mandelic  acid,  metrasol,  pentnucleotide, 
progestimine,  protamine-insulin  and  its 
zinc  compounds,  sulfanilamide  (pron- 
tylin),  and  other  remedies.  The  toxic 
effects  of  the  more  recent  drugs  are  also 
included  such  as  aminopyrine,  cincho- 
phen,  dinitrophenol,  and  others.  The 
chapter  on  prescription  writing  is  not  as 
complete  as  it  might  be  and  could  be  im- 
proved upon  for  the  benefit  of  those  who 


lack  fundamental  training  in  pharma- 
ceutics which  is  sadly  omitted  in  the  cur- 
riculums  of  most  of  our  medical  schools. 
It  would  be  impossible  to  comment  upon 
the  many  drugs  considered  in  this  work 
but  outstanding  is  that  of  digitalis  in  con- 
nection with  which  are  many  electro- 
cardiographic illustrations  showing  the 
effect  of  over  dosage,  heart  block,  extra- 
systoles and  auricular  flutter,  auricular 
fibrillation,  and  other  disturbances  caus- 
ing cardiac  dysfunction.  This  volume, 
written  in  the  usual  clear,  simple  style  of 
the  author,  is  highly  recommended  to 
those  who  desire  an  authoritative  work 
on  this  subject. 

F.  SCHROEDER 


The  Therapeutic  Problem  in  Bowel  Obstruc- 
tions. A Physiological  and  Clinical  Considera- 
tion. By  Owen  H.  Wangensteen,  M.D.  Quarto 
of  360  pages,  illustrated.  Springfield,  Charles 
C.  Thomas,  1937.  Cloth,  $6.00. 

It  is  easy  to  see  why  the  first  part  of 
this  book  received  the  Gross  Prize  from 
the  Philadelphia  Academy  of  Surgery. 
It  is  not  only  interesting  to  read,  but  is 
one  of  the  most  important  books  pub- 
lished in  a long  time.  It  summarizes  the 
enormous  amount  of  experimental  work 
on  intestinal  obstruction  done  by  the 
author  and  his  associates,  and  describes  in 
detail  the  procedures  necessary  to  insure 
a lower  mortality  in  the  treatment  of  this 
so  usually  fatal  condition. 

Part  I is  largely  devoted  to  reports  of 
researches  indicating  that  the  two  im- 
portant factors  in  obstruction  are  the 
effects  of  distention  on  the  viability  of  the 
bowel  and  the  loss  of  fluids  due  to  vomit- 
ing, failure  of  absorption  and  blood  loss. 
Criteria  for  recognition  of  obstruction  are 
described,  and  treatment — by  saline, 
blood  transfusion,  decompression  by  duo- 
denal tube  and  operation — is  dealt  with 
in  detail.  Part  II  takes  up  general  con- 
siderations of  diagnosis  and  treatment  of 
bowel  obstructions,  covering  every  sub- 
ject in  clear  and  minute  detail.  Part  III 
includes  a discussion  of  each  of  the  many 
causes  of  obstruction  and  the  special 


January  15,  1939] 


BOOKS 


185 


diagnostic  and  therapeutic  measures  indi- 
cated in  each  type. 

This  book  is  an  extremely  valuable  ref- 
erence work,  and  should  be  owned  and 
frequently  referred  to  by  the  general 
practitioner  as  well  as  by  the  specialist. 

A.  F.  R.  Andresen 


A Diabetic  Manual  for  the  Mutual  Use  of 
Doctor  and  Patient.  By  Elliott  P.  Joslin,  M.D. 
Sixth  edition.  Octavo  of  219  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1937.  Cloth,  $2.00. 


Again  we  welcome  an  edition,  the  sixth, 
of  this  most  popular  volume  on  diabetes. 
Meant  for  the  doctor  as  well  as  the  pa- 
tient, this  little  book  gives  an  excellent 
bird’s-eye  view  of  the  disease  and  its 
treatment  in  simple  intelligible  form.  It 
breathes  into  the  patient,  by  its  dramatic 
handling  of  cold  statistics  and  its  numer- 
ous diabetic  parables,  a sense  of  encour- 
agement^to  effort  and  a reassurance  that 
all  will  be  well  if  he  but  “plays  ball”  with 
his  doctor. 

Questions  and  answers  typical  of  those 
between  patient  and  physician  are  pre- 
sented. “Diabetic  arithmetic”  is  ex- 
plained. Diet,  hygiene,  urinalysis,  insu- 
lin administration,  and  diabetic  complica- 
tions are  well  presented  for  the  patient’s 
use.  Prognosis,  etiological  factors,  and 
preventive  measures  are  duly  covered. 
Twenty  pages  are  devoted  to  tables  of 
composition  of  common  foods= 

George  E.  Anderson 


anfM’s  havp  he 


Manual  of  Human  Dissection.  By  Edwin  M. 
Shearer,  Ph.D.  Quarto  of  321  pages,  illustrated. 
Philadelphia,  P.  Blakiston’s  Son  and  Company, 
1937.  Cloth,  $4.25. 

Dr.  Shearer  has  achieved  an  unusual 
clarity  in  his  conveniently  sized  Manual  of 
Human  Dissection.  The  work  is  ably 
brief.  It  provides  at  the  same  time  a co- 
ordinated view  of  areas  to  be  studied  and 
a guide  to  the  laying  bare  of  individual 
structures.  The  book  is  sturdy  and  has  a 
washable  binding.  The  print  is  of  restful 
size.  A helpful  diagrammatic  clarity 
characterizes  the  ample  illustrations. 
Dr.  Shearer  has  removed  the  need  for 
struggling  with  his  subject  matter  because 


of  his  decisive  writing  and  splendid  teach- 
ing ability. 

Carleton  Campbell 

A Practice  of  Orthopaedic  Surgery.  By  T.  P. 

McMurray,  M.B.  Octavo  of  471  pages,  illus- 
trated. Baltimore,  William  Wood  & Company, 
1937.  Cloth,  $5.00. 

Dr.  McMurray  describes  orthopedic 
surgery  as  the  surgery  of  the  framework 
of  the  body — a rather  new  and  expressive 
thought.  He  comments  on  the  difficulty 
of  outlining  the  scope  of  this  specialty, 
but  reduced  to  its  simplest  terms  it  is, 
says  the  author,  the  surgery  “concerned 
with  injury,  deformity,  or  disease  of  the 
spine  and  extremities.”  He  is  conserva- 
tive in  his  therapy,  urging  that  “extensive 
operations  be  avoided  as  far  as  possible.” 
His  broad  concept  of  medicine  is  the  key- 
note of  the  volume.  The  gentle  approach 
of  the  physician  to  his  patient  is  also  em- 
phasized, a theme  which  even  in  this  day 
and  age  of  practical  psychology  bears 
repetition. 

A chapter  on  splints  clearly  demon- 
strates the  depth  of  sentiment  and  loyalty 
which  he  has  nurtured  for  the  memory  of 
Owen  Thomas  and  Sir  Robert  Jones. 
The  principles  are  sound,  and  the  brace 
construction  simple,  which,  after  all  is 
what  one  wants. 

The  problem  of  adhesions  about  joints 
is  well  presented,  and  the  note  of  warning 
sounded  again  against  “free  manipulation 
of  the  stiffened  elbow  or  finger.”  This 
chapter  is  replete  with  aphorisms  quite 
aSke  the  one  quoted. 

■ Five  chapters  are  devoted  to  tubercu- 
lous arthritis,  with  the  orthodox  plea  for 
obtaining  ankylosis  to  insure  a cure. 
This  lesion  of  the  bones  is  fast  disappear- 
ing from  clinics  in  this  country,  probably 
due  to  our  meticulous  system  of  regulation 
of  the  milk  supply,  but  abroad  it  is  still  a 
problem  of  magnitude.  The  arthridites, 
rheumatoid,  and  chronic  hypertrophic 
arthritis,  are  appraised  briefly.  Spinal 
conditions  are  presented  in  an  inviting 
and  understandable  manner. 

The  chapters  on  obstetrical  paralysis, 
p'  liomyelitis,  and  congenital  dislocation 
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of  the  hip  are  well- worth  reading. 
rather  clever  manipulative  measure  for 
the  relief  of  pain  in  tennis  elbow  is  de- 
scribed under  affections  of  the  muscles 
and  tendons.  Rickets,  Paget's  disease, 
osteomyelitis,  and  bone  tumors  are  also 
discussed. 

The  scope  of  this  volume  is  broad,  the 
text  full  of  splendidly  condensed  fact,  and 
the  treatment  practical,  and  in  the  main, 
simple.  This  is  a very  good  book  by  a 
disciple  of  the  Dean  of  English  Orthope- 
dists, Sir  Robert  Jones,  and  should  be  a 
valuable  adjunct  to  any  library. 

Donald  E.  McKenna 

A Monograph  on  Veins.  By  Kenneth  J. 
Franklin,  M.D.  Octavo  of  410  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1937. 
Cloth,  $6.00. 

This  excellent  monograph  presents  a 
comprehensive  survey  of  the  heretofore 
inadequately  summarized  knowledge  of 
the  anatomy,  physiology,  and  pathology 
of  the  veins.  The  information  given  is 
most  complete,  yet  the  style  of  presenta- 
tion is  simple  and  readable.  This  book  is 
recommended  to  all  those  interested  in 
the  veins,  whether  they  be  anatomists, 
physiologists,  or  clinicians. 

An  excellent  bibliography  is  given. 

G.  B.  RaY 

Medico-Legal  Aspects  of  the  Ruxton  Case. 

By  John  Glaister,  M.D.,  and  James  C.  Brash, 
M.D.  Quarto  of  284  pages,  illustrated.  Balti- 
more,  William  Wood  & Company,  1937.  Cloth, j 
$6.00. 

This  book  is  unique  in  medicolega^ 
history.  We  have  never  read  nor  seen, 
murder  handled  with  such  meticulous  care., 
Every  piece  of  human  remains,  every 
article  of  clothing,  in  fact  any  material 
that  might  shed  light  on  the  reconstruc-! 
tion  of  the  crime  was  used  to  the  utmost. 
That  the  dead  can  be  made  to  speak  and 
speak  the  truth  is  certainly  well  illus- 
trated. “Dead  men  are  made  to  tell 
tales."  It  is  a book  that  is  of  peculiar 
interest  to  the  coroners’  physicians,  medi 
cal  examiners,  police  prosecutors,  and 
lawyers,  illustrating  the  modern  methods^ 


and  application  of  newer  knowledge  to  the 
detection  of  crime.  The  book  is  pro- 
fusely illustrated  by  finely  detailed  pic- 
tures. There  is  an  excellent  account  of 
reconstruction  of  human  remains;  the 
careful  preservation  of  evidence;  how  sex, 
age,  and  stature  of  bodies  may  be  deter- 
mined; and  methods  used  in  establishing 
the  identity  of  the  bodies  by  fingerprints, 
dental  evidence,  and  other  special  mark- 
ings. 

It  gives  in  detail  what  advantage  may 
be  obtained  from  blood  examination  by 
application  of  serologic  precipitation  tests 
and  how  evidence  is  best  presented  at 
murder  trials.  We  are  sure  that  after 
reading  this  remarkable  book,  those 
immediately  interested  in  forensic  medi- 
cine cannot  help  but  be  stimulated  by  this 
to  more  careful  work  and  better  effort. 

M.  Edward  Marten 


Modem  Dietary  Treatment.  By  Margery 
Abrahams,  M.A.,  and  Elsie  M.  Widdowson, 
Ph.D.  Duodecimo  of  328  pages.  Baltimore, 
William  Wood  and  Company,  1937.  Cloth, 
$3.25. 

This  book  written  by  practicing  dieti- 
tians presents  the  subject  of  nutrition  in 
health  and  disease  in  simple  easy  English. 
The  first  part  is  devoted  to  the  general 
principles  of  dietetics;  the  second  part 
touches  on  various  pathological  states  in,, 
which  dietary  treatment  may  be  indicate#*  > 
with  both  the  “wky".  s»nrl  thp  “how 

The  third  part  gives  specific  diets  appli- 
cable to  these  diseased  states  together 
with  many  recipes.  Tables  of  chemical 
composition  of  foods  are  appended. 

There  is  nothing  unique  in  form  or  sub- 
ject matter.  The  book  is  recommended 
as  a good  elementary  text  on  the  subject 
of  nutrition  and  dietetics. 

George  E.  Anderson 


A Primer  for  Diabetic  Patients.  An  Outline 
of  Treatment  for  Diabetes  with  Diet,  Insulin  and 
Protamine  Zinc  Insulin.  By  Russell  M.  Wilder, 
M.D.  Sixth  edition,  reset.  Duodecimo  of 
191  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1937.  Cloth,  $1.75. 
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Every  effort  made  to  popularize  the 
knowledge  of  the  diabetic  state  will  meet 
with  the  approval  of  the  conscientious 
practitioner.  Dr.  Wilder’s  sixth  edition 
of  his  Primer  includes  mention  of  prota- 
mine zinc  insulin  and  also  the  hereditary 
aspects  of  diabetes.  Special  mention  is 
deserved  by  the  quiz  section  at  the  end  of 
each  chapter,  a feature  which  makes  more 
compulsory  the  reviewing  of  the  material 
read  previously.  The  special  section  by 
Paul  L.  Tarara,  Chiropodist  to  the  Mayo 
clinic,  on  the  importance  of  the  care  of  the 
feet  is  also  a feature  frequently  over- 
looked. 

David  Glusker 

Approved  Laboratory  Technic.  Clinical  Patho- 
logical, Bacteriological,  Mycological,  Parasito- 
logical, Serological,  Biocherrfical  and  Histologi- 
cal. By  John  A.  Kolmer,  M.D.,  and  Fred  Boer- 
ner,  V.M.D.  Second  edition.  Quarto  of  893 
pages,  illustrated.  New  York,  D.  Appleton- 
Century  Company,  1938.  Cloth,  $8.00. 

The  first  edition  of  this  book  enjoyed 
wide  popularity,  especially  among  patholo- 
gists and  laboratory  technicians.  The 
second  edition  deserves  even  greater  use- 
fulness because  of  its  completeness.  In 
this  edition,  the  authors  have  covered  the 
laboratory  field  widely  and  well,  and  in 
the  compass  of  a single  volume  have  been 
able  to  supply  both  detail  and  quantity. 

In  addition  to  a revision  of  the  older 
text,  there  have  been  many  additions. 
New  chapters  have  been  added  on — the 
methods  for  the  hormone  diagnosis  of 
early  pregnancy;  hydatidiform  mole; 
chorionepithelioma;  teratoma  of  the  tes- 
tis; on  diagnostic  mycological  methods; 
on  methods  of  examination  of  the  skin 
and  mucous  membranes  for  animal  para- 
sites; on  methods  for  conducting  tests  for 
allergy,  and  on  histological  methods  of 
preparation  of  museum  specimens.  A 
departure  from  the  first  edition  is  the 
preparation  of  many  of  the  chapters  by  a 
group  of  collaborators  who  are  recognized 
authorities  in  the  fields  about  which  they 
write.  Special  commendation  is  due  to 
the  authors  for  the  stress  laid  on  the  field 
of  mycology  and  parasitology,  a branch  of 


laboratory  medicine  that  has  until  now 
received  but  scant  attention  in  volumes  of 
this  kind. 

A chapter  worthy  of  mention  is  the  one 
dealing  with  the  methods  for  examining 
feces.  This  is  singularly  complete  and  is 
adequately  illustrated  by  many  actual 
photographs  of  the  various  parasites 
found  in  the  stool. 

The  section  dealing  with  general  bac- 
teriologic  methods  will  be  found  to  be  very 
useful,  and  the  various  tables  dealing  with 
the  identification  of  the  common  patho- 
genic anaerobes  will  no  doubt  be  a great 
help  to  the  bacteriologist.  It  is  unfortu- 
nate that  such  scant  information  is  pro- 
vided in  the  section  dealing  with  the 
serological  types  of  pneumococci,  and 
there  has  not  been  sufficient  stress  laid  on 
the  importance  of  the  so-called  Group  IV 
pneumococci  as  virulent  pathogenic  types 
producing  typical  and  often  fatal  pneu- 
monia. The  reviewer  feels  that  it  is  er- 
roneous to  state  that  strains  belonging  to 
Group  IV  are  the  least  virulent.  Simi- 
larly, in  the  Neufeld  reaction,  little  or  no 
stress  is  laid  on  the  significance  of  cross 
reactions. 

All  in  all,  the  authors  are  to  be  com- 
mended on  the  thorough  revision  of  what 
is  already  becoming  a standard  text. 
This  volume  deserves  a place  in  the  li- 
brary of  every  clinical  laboratory,  and 
will  be  found  useful  by  practicing  physi- 
cians who  perform  the  simpler  laboratory 
tests  for  themselves. 

Theodore  J.  Curphey 


An  Introduction  to  Dermatology.  By  Richard 

L.  Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr., 

M. D.  Third  edition.  Octavo  of  666  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1937.  Cloth,  $5.00. 

This  is,  indeed,  an  excellent  introduc- 
tion to  dermatology,  for,  despite  the  fact 
that  it  is  a fairly  small  book,  it  is  quite 
complete.  If  one  wishes  to  get  something 
of  the  groundwork  of  this  subject — to 
quickly  and  surely  obtain  the  basic  facts 
of  anatomy,  and  physiology  of  the  skin, 
the  general  outlines  of  etiology  and 
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therapy,  and  to  learn  the  primary  and 
secondary  lesions  of  the  skin,  together 
with  the  distribution  of  lesions  according 
to  type  and  topography,  he  will  read 
carefully  the  first  eighty-five  pages  of 
text. 

Following  this  we  find  descriptions  of 
the  various  cutaneous  maladies  that  have 
been  grouped  under  a more  modern  classi- 
fication, wherein  the  diseases  due  to 
viruses,  bacteria,  plant,  and  animal  para- 
sites, etc.,  have  been  removed  from  their 
old  arrangement  and  honored  with  sepa- 
rate groupings.  Modern  understanding 
of  dermatology  is  evidenced  clearly  by  the 
rewritten  portions  of  the  book,  by  the  in- 
clusion of  a number  of  diseases  previously 
omitted,  and  by  the  revision  of  the  ther- 
apy of  syphilis  to  conform  with  the  find- 
ings of  the  Cooperative  Clinical  Group. 

Numerous  excellent  photographs,  many 
of  them  new,  are  scattered  throughout  the 
text.  For  clarity  of  presentation  and 
comprehensiveness,  this  book  is  worthy  of 
inclusion  in  any  library. 

E.  Almore  Gauvain 

The  Surgery  of  the  Sympathetic  Nervous 
System.  By  George  E.  Gask,  F.R.C.S.,  and  J. 
Paterson  Ross,  M.S.  Second  edition.  Quarto 
of  191  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1937.  Cloth,  $4.50. 

This  book  is  a second  edition  setting 
forth  some  of  the  further  experiences  of 
the  authors  in  the  surgery  of  the  sympa- 
thetic nervous  system.  As  in  the  first 
edition  there  is  a good,  briefly  stated 
account  of  the  Anatomy  and  Physiology 
of  the  Sympathetic  System,  however,  no 
comparable  description  of  the  so-called 
parasympathetic  system.  In  turn  there 
are  chapters  on  Sympathectomy  for  Dis- 
orders of  the  Circulation,  Sympathec- 
tomy for  Disorders  of  the  Visceral  Motor 
Mechanism  and  Sympathectomy  for  pain. 
Approximately  two-thirds  of  the  book  is 
given  to  a discussion  of  the  surgical  treat- 
ment of  vascular  disorders  of  the  extremi- 
ties. The  methods  used  for  sorting  out 
the  particular  circulatory  disturbances 
that  respond  favorably  to  operations  on 
the  sympathetic  system,  have  been  dealt 


with  in  considerable  detail.  An  opinion 
has  been  expressed  by  the  authors  that 
the  late  results  of  sympathectomy  de- 
pend mostly  upon  the  nature  of  the  dis- 
ease and  not  upon  the  powers  of  the  sym- 
pathetic nerves  to  regenerate.  This  con- 
tribution represents  the  advancements 
that  are  being  made  in  this  particular 
branch  of  surgery  and  it  is  recommended 
as  an  objective  presentation  of  the  present 
day  knowledge  on  the  subject. 

Jefferson  Browder 

Physicians’  Vitamin  Reference  Book.  Pre- 
senting to  the  Clinician  a Useful  Compendium 
of  the  Latest  Facts  About  Vitamins.  By  the 
Medical  Division,  Professional  Service  Depart- 
ment, E.  R.  Squibb  & Sons.  Duodecimo  of  126 
pages,  illustrated.  New  York,  E.  R.  Squibb  & 
Sons,  1938. 

This  is  a well  arranged  small  book  of 
the  present  day  clinical  thoughts  on  the 
vitamins.  At  the  beginning  of  each  sec- 
tion for  the  vitamin  considered  is  a full 
page  summary  with  the  headings  syno- 
nyms: chief  deficiency  symptoms  and 
signs;  diagnostic  methods : Average  Daily 
Requirement;  Sources  (Foods  and  Phar- 
maceutical Products);  Uses;  Chemical 
Formula;  Stability;  Precursor;  and  Unit 
of  Potency.  These  and  the  well  balanced 
list  of  reference  headings  given  at  the 
bottom  of  each  page  of  text  add  to  the 
value  of  this  work. 

It  can  be  recommended  as  an  up  to 
date  reference  on  the  vitamins  for  the 
medical  practitioner. 

Paul  C.  Eschweiler 

Personality  and  Other  Things  (a  Semi-Auto- 
biography). By  Harold  Hays,  M.D.,  Octavo  of 
163  pages.  New  York,  The  American  Physi- 
cian, Inc.,  1937. 

Dr.  Hays  is  a well  known  otolaryngolo- 
gist who  has  many  interests  outside  of  his 
own  particular  field,  among  these  are 
psychology  and  writing. 

The  present  book  is  his  own  views  on 
personality  and  how  to  lead  a happy  and 
contented  medical  life.  The  book  is 
essentially  autobiographic  in  character, 
but  is  written  with  a view  of  pointing  out 
little  things  in  life  that  spell  success  or 
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failure  to  the  average  physician.  It  is 
written  from  a human  angle,  and  relates 
experiences  of  the  author  as  well  as  those 
of  other  physicians,  many  of  whom  have 
achieved  fame  and  reputation.  There  is 
much  in  the  book  that  may  be  read  with 
profit  not  only  by  the  doctor  but  also  by 
the  layman.  There  is  an  appended  story 
written  by  the  author  in  1917  while  he 
was  in  the  front  lines  with  a field  ambu- 
lance of  the  British  Army,  which  adds  to 
the  interest  of  the  book  especially  in  view 
of  the  modern  undeclared  wars. 

The  book  is  recommended  as  a valuable 
manuscript — both  entertaining  and  in- 
structive. 

Irving  J.  Sands 

Disease  and  the  Man.  By  Roger  Lapham, 
M.D.  Octavo  of  143  pages.  New  York,  Oxford 
University  Press,  1937.  Cloth,  $2.00. 

This  is  an  interesting  contribution  to 
the  ethics  and  etiquette  of  medicine.  It 
should  appeal  particularly  to  the  younger 
groups  of  medical  men  in  their  earlier 
years  of  a career,  which,  perhaps  more 
than  any  other,  is  in  touch  with  a com- 
bination of  the  frailty  of  human  nature 
and  a science  which  is  ever  struggling 
toward  exactness.  The  author  has  vi- 
sion, clarity  of  expression,  and  high  ideals, 
which  give  evidence  of  a cultural  back- 
ground. In  145  pages  he  presents  clear 
pictures  of  the  relationship  between  pa- 
tient and  doctor  from  many  angles,  and 
suggests  practical  methods  in  the  hand- 
ling tactfully  of  difficult  situations.  The 
book  is  full  of  good,  sound  common  sense 
and  should  be  a welcome  addition  to  the 
libraries  of  physicians  who,  for  lack  of 
experience  which  time  only  can  bring, 
find  themselves  in  need  of  reliable  advice. 

J.  M.  Van  Cott 

Obstetrics  for  Nurses.  By  Joseph  B.  DeLee, 
M.D.,  and  Mabel  C.  Carmon,  R.N.  Eleventh 
edition.  Duodecimo  of  659  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1937. 
Cloth,  $3.00. 

This  standard  and  practically  univer- 
sally accepted  American  text  on  obstetrics 
for  nurses  has  recently  appeared  in  its 
eleventh  edition.  As  Dr.  DeLee  states 


in  the  preface,  “it  is  now  thirty- three 
years  since  the  first  edition  of  this  work.” 
The  eleventh  edition  has  been  notably 
enlarged  by  the  collaboration  of  Miss 
Carmon,  Instructress  in  the  birth-rooms 
of  the  Chicago  Lying-in  Hospital.  It  is 
of  interest  to  note  that  Dr.  DeLee  states 
that  he  obtained  this  collaboration  “be- 
cause of  the  growing  hospitalization  of 
maternity  cases  and  the  need  of  a fuller 
consideration  of  institutional  technic.” 

The  fundamentals  of  nursing  obstetrics 
are  presented  in  the  clear  and  concise 
manner  so  characteristic  of  Dr.  DeLee  as 
a teacher  and  author.  The  portion  of  the 
text  devoted  to  nursing  during  labor  and 
in  the  puerperium  warrants  special  com- 
ment because  of  the  complete  manner  in 
which  surgical  aseptic  technic  from  the 
nursing  standpoint  is  presented. 

This  edition  brings  up  to  date  the  al- 
ready established  reputation  of  the  text  as 
a foundation  work  for  nurses.  It  must 
occupy  a prominent  place  in  the  list  of 
required  reading  in  all  training  schools  for 
nurses.  It  may  well  be  read  carefully  by 
every  hospital  obstetrician. 

Onslow  A.  Gordon,  Jr. 

A Method  of  Anatomy.  Descriptive  and  De- 
ductive. By  J.  C.  Boileau  Grant,  M.B., 
F.R.C.S.  Quarto  of  650  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1937. 
Cloth,  $6.00. 

In  view  of  the  fact  that  so  much  has 
been  said  in  praise  of  this  book,  it  is 
possible  that  an  initial  and  cursory  ex- 
amination may  for  some  be  a little  dis- 
appointing. However,  further  examina- 
tion of  the  text,  and  a little  study  of  the 
illustrations  will  soon  change  any  disap- 
pointment to  an  enthusiastic  appreciation 
of  what  the  book  contains. 

The  descriptions  are  unique  and  won- 
derfully concise.  They  cover  matter 
that  is  not  readily  found  elsewhere.  The 
manner  of  emphasizing  the  logical  ar- 
rangement and  the  positions  of  various 
structures,  in  describing  relations,  makes 
the  study  of  anatomy  less  of  a memoriz- 
ing task  and  more  of  a reasoning  process. 

The  illustrations  serve  their  purpose 
almost  perfectly.  They  are  noteworthy 
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in  that  all  material  extraneous  to  the  parts 
under  consideration  is  omitted  and  hence 
does  not  tend  to  confuse  the  picture. 
They  are  extremely  helpful  in  visualizing 
relations  that  are  not  nearly  so  well  ex- 
pressed by  much  more  elaborate  illustra- 
tions contained  in  the  commonly  used 
textbooks  in  anatomy. 

For  reviewing  the  anatomy  of  some  par- 
ticular part  of  the  body,  whether  for 
teaching  or  for  clinical  application,  refer- 
ence to  this  book  will  be  well  repaid. 

Walter  H.  Schmitt 

Muir’s  Bacteriological  Atlas.  Atlas  Enlarged 
and  Text  Rewritten  by  C.  E.  van  Rooyen,  M.D. 
Octavo  of  90  pages,  illustrated.  Baltimore, 
William  Wood  & Company,  1937.  Cloth,  $5.25. 

This  is  an  expanded  edition  of  the 
teaching  atlas  originally  derived  from  the 
didactic  plates  of  the  late  Dr.  Richard 
Muir.  His  drawings  have  been  mostly 
retained,  but  ten  years  of  advancement 
since  their  first  publication  has  made 
necessary  additional  material  and  illus- 
trations in  addition  to  a thorough  revision 
of  text.  Criticisms  of  artificiality  and 
exaggerations  of  detail  are  minimized  by 
the  splendid  reproductions.  Illustrations 
of  bacteriologic  findings  in  various  virus 
infections  are  of  particular  interest.  The 
purpose  of  portraying  to  the  beginner 
what  may  be  seen  when  properly  focused 
on  specific  material  is  well  met  and  not 
hampered  by  the  simple  descriptive  text. 
The  student  and  instructor  will  be  well 
repaid  by  the  union  of  this  volume  with 
his  selected  textbook. 

Irving  M.  Derby 

Pre-Natal  and  Post-Natal  Management.  By 

J.  St.  George  Wilson,  M.B.,  F.R.C.S.  Octavo 
of  206  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1937.  Cloth,  $4.00. 

The  medical  supervision  of  expectant 
mothers  should  be  preventative  in  out- 
look and  educative  in  scope.  The  author 


of  this  small  volume  has  admirably  shown 
how  both  these  desirable  objects  may  be 
attained. 

Prenatal  care  per  se  will  never  mate- 
rially lower  maternal  morbidity  and  mor- 
tality, but  it  will  reduce  to  a considerable 
extent,  or  even  perhaps  eliminate,  the 
complications  of  pregnancy,  and  help  to 
ameliorate  the  symptoms  of  those  lesions 
already  existing  when  the  pregnancy 
began.  Indeed,  it  will  tell  when  to 
terminate  the  pregnancy  where  alarming 
symptoms  are  impending  or  actually 
present. 

We  may  well  ask,  what  is  adequate  pre- 
natal care  without  good  intrapartum 
management?  Very  little.  The  ad- 
monitions given  by  Dr.  Wilson  for  the 
management  of  the  intrapartum  period 
are  sound  and  practical,  and  if  heeded  by 
every  practitioner  would  greatly  reduce 
the  existing  rather  high  maternal  mor- 
bidity and  mortality  rates. 

Your  reviewer  must  take  issue  with  the 
author  (Chapter  XI)  in  regards  to  the 
induction  of  abortion  and  labor.  The  use 
of  Lamanaria  tents,  “stomach  tubes"  or 
bougies,  withdrawal  of  the  liquor  amnii, 
etc.,  are  of  questionable  value.  This  is 
true  because  we  believe  that  the  likelihood 
of  infection  from  such  methods,  not  to 
mention  the  pain  and  discomfort  to  the 
patient,  far  outweighs  the  ease,  on  the 
part  of  the  physician,  with  which  these 
procedures  are  carried  out.  Other  meth- 
ods, particularly  surgical,  are  far  more 
satisfactory.  If  the  practitioner  is  not 
capable  of  performing  these  surgical 
procedures  he  should  put  his  patient  in 
contact  with  some  one,  not  necessarily  a 
specialist,  who  is  capable. 

All  in  all,  this  volume  is  informative, 
authentic,  well  written,  and  up  to  date, 
and  can  without  hesitation,  be  recom- 
mended to  the  profession. 

Harvey  B.  Matthews 
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Editorial 


A Deliberate  Foul 

It  is  interesting  to  observe  the  unanimity  of  editorial  opinion 
throughout  the  country  on  the  indictment  of  the  A.  M.  A.  for  “re- 
straint of  trade.”  Even  papers  favorable  to  socialized  medicine 
admit  that  the  government’s  action  is  a subterfuge  to  create  propa- 
ganda for  the  National  Health  Program  soon  to  be  submitted  to 
Congress  and  to  force  the  profession  into  submission.  With  few  ex- 
ceptions the  press  condemns  this  flagrant  misuse  of  the  Anti-Trust 
Laws. 

The  impending  trial  raises  many  interesting  points,  not  least  among 
them  whether  the  practice  of  medicine  is  to  be  removed  from  the 
ranks  of  the  learned  professions  and  classed  henceforth  as  a trade. 
If  the  latter,  it  will  furnish  an  argument  for  trade-union  methods 
by  the  profession  to  obtain  better  working  conditions  and  a greater 
measure  of  economic  security. 

A closed  shop  is  one  of  the  first  demands  of  organized  labor. 
Under  the  Roosevelt  Administration  the  government  has  thrown 
its  influence  behind  this  principle.  Presumably  if  the  doctors  had  a 
union  the  closed  shop  would  be  all  right  for  them  too.  At  present, 
however,  it  is  “restraint  of  trade”  when  the  profession  prescribes 
ethical  and  scientific  standards  for  medical  practice. 

Maybe  the  profession  would  be  better  off  if  it  were  officially  desig- 
nated as  a trade  and  received  the  right  to  bargain  collectively  and 
perhaps  engage  in  a sit-down  strike  or  two  to  obtain  shorter  hours 
and  better  pay.  It  is  true  the  public  might  suffer  if  physicians  in- 
sisted on  a forty -hour  week,  with  time-and-a-half  for  overtime, 
but  the  Administration  would  be  bound  to  sympathize  with  the 
latter’s  aims  and  methods  once  they  were  officially  classed  as 
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“labor.”  What  is  unlawful  “restraint  of  trade”  in  a professional 
association  is  approved  policy  for  trade  unions. 

Under  the  circumstances,  the  government  may  find  itself  with  a 
Pyrrhic  victory  on  its  hands  if  it  wins  its  case  against  the  A.  M.  A. 
Fortunately,  victory  is  far  from  assured. 

When  we  say  “fortunately,”  we  are  thinking  of  the  public  no  less 
than  the  profession.  Even  if  Mr.  Arnold  obtained  only  a con- 
sent decree  covering  the  situation  in  Washington,  it  would  give  the 
Department  of  Justice  Gestapo-like  powers  over  medical  practice 
which  it  is  in  no  way  qualified  to  exercise. 

The  Administration’s  underhanded  attack  upon  the  organized 
profession  is  hardly  less  of  a disservice  to  the  public  than  to  physi- 
cians. In  the  last  analysis,  the  success  of  any  health  program  de- 
pends upon  the  willing  co-operation  of  the  profession  and  the  un- 
shaken confidence  of  the  people  in  its  doctors.  How  can  the  Ad- 
ministration expect  either  when  it  has  gone  out  of  its  way  to  mis- 
represent the  views  and  impugn  the  good  faith  of  the  profession? 

Win  or  lose,  the  government  will  find  that  it  has  paid  a high  price 
for  the  fun  of  throwing  mud  at  the  country’s  physicians  because  of 
their  refusal  to  assume  the  role  of  yes-men  in  violation  of  their  pro- 
fessional convictions. 


Familiar  Complaints 

The  results  of  the  Regents’  Inquiry  Into  the  Character  and  Cost  of 
Public  Education  throw  cold  water  upon  the  hopes  of  those  who 
believe  that  state  control  of  medicine  would  improve  the  public 
health.  According  to  a recently  published  report,  the  health  pro- 
gram in  many  of  the  school  systems  in  New  York  State  is  decidedly 
inferior,  with  waste  and  incompetence  actually  endangering  the 
welfare  of  millions  of  pupils. 

Dr.  C.  E.  A.  Winslow,  Professor  of  Public  Health  at  Yale,  and  a 
noted  advocate  of  state  medicine,  conducted  the  Regents’  Inquiry 
into  the  School  Health  Program.  He  surely  cannot  be  accused  of 
prejudice  against  public  medicine.  Yet  he  reports  substantially  the 
same  failures  as  organized  medicine  attributes  to  state-controlled 
practice. 

Physical  examinations  in  many  schools  (as  in  many  panel  prac- 
tices) are  practically  worthless  because  of  the  pressure  of  time.  In 
some  schools  the  unfortunate  doctor  is  obliged  to  examine  fifty 
children  in  an  hour — and  this  is  not  a maximum  figure.  It  goes 
without  saying  that  early  or  hidden  defects  cannot  be  unearthed. 

Dr.  Winslow  finds  a serious  danger  to  the  mental  health  of  school 
children  in  the  retention  of  teachers  who  are  unsuited  for  their  work. 
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Neurotic,  maladjusted  teachers  produce  neurotic,  maladjusted 
pupils ; but  it  is  almost  impossible  to  oust  teachers  for  this  reason. 

It  cannot  be  said  that  the  authorities  have  had  no  knowledge  of 
these  evils.  Organized  medicine  has  repeatedly  called  attention  to 
the  futility  of  hasty  mass  examinations  of  school  children  by  physi- 
cians with  no  knowledge  of  the  past  or  familial  medical  history  of 
their  patients.  The  Chief  Medical  Examiner  of  the  Board  of  Educa- 
tion in  New  York  City  has  crusaded  for  years  against  the  reten- 
tion of  neurotic  teachers  in  classroom  positions. 

The  fact  is  that  the  public  purse  is  not  unlimited,  any  more  than 
the  private  purse  is.  In  a family  the  parents’  only  concern  is  to  get 
the  best  possible  medical  service  out  of  available  funds.  Under 
governmental  systems,  the  administrative  bureaucracy  must  be  pro- 
vided for  first;  and  what  remains  for  actual  medical  care  is  often 
very  meager.  Add  political  interference  to  bureaucratic  costs,  and 
you  have  a fair  explanation  of  why  most  state  systems  of  individ- 
ual health  service  fail  to  come  up  to  popular  expectations. 

As  the  Winslow  report  states:  “In  many  localities  the  school 

health  service  is  operated  in  spite  of  open  opposition  on  the  part  of 
the  doctors.  If  this  opposition  has  been  considered  at  all  it  has  been 
only  to  have  it  dismissed  as  being  due  to  jealousy,  lack  of  vision,  and 
lack  of  co-operation  on  the  part  of  the  doctors  engaged  in  private 
practice.  Little  thought  has  been  given  to  the  contention  that  the 
medical  profession , in  its  routine  practice,  could,  if  unhampered  by 
unfair  tactics,  definitely  improve  the  health  not  only  of  the  school 
children  but  of  the  whole  community.  ’ ’ 


On  the  Witness  Stand 

Let  the  doctor  say  whether  he  wants  to  be  healer  or  “heeler.” 
Let  the  patient  answer  whether  he  wants  to  be  considered  a sick 
and  suffering  individual  or  “a  statistical  item.”  Shall  our  citizen 
remain  the  potent  factor  in  our  electorate,  or  will  he  become  in- 
stead a cog  in  the  mechanism  of  a medico-political  bureaucracy 
which  will  control  him,  and  the  state  too,  eventually.  Shall  thrift, 
initiative,  and  self-reliance  give  way  to  tax  burdens  which  neu- 
tralize thrift,  prevent  savings,  and  destroy  initiative;  and  our  pro- 
fession, by  and  large,  become  a job -hunting  and  job -holding  frater- 
nity. Shall  the  stress  in  the  education  of  our  youth  entering  into 
the  study  of  medicine  be  changed  from  the  search  for  the  secrets  of 
Nature  to  alleviate  suffering,  to  that  of  training  to  become  a 
properly  subservient  official  to  the  bosses  in  the  scheme;  and  the 
sick,  a suspect  always  under  the  scrutiny  of  medical  officers  on  the 
watch  for  malingering,  or  fearing  that  in  some  medical  official  the 
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healer  had  not  quite  been  killed,  and  the  patient  was  therefore 
getting  better  service  than  the  scheme  allowed! 

Working  from  source  material  comprising  many  books,  hundreds 
of  pamphlets  and  the  reports  of  foundations  and  committees,  in 
addition  to  making  summations  from  questionnaires  sent  to  gover- 
nors, state  health  departments,  local  health  officers,  college  profes- 
sors, hospital  executives,  and  private  physicians,  J.  Weston  Walch 
presents  the  interested  public  with  a new  edition  of  his  little  pamph- 
let, On  the  Witness  Stand. 

It  is  interesting  to  note,  in  passing,  that  the  stand  on  the  question 
of  compulsory  health  insurance  which  Mr.  Walch  takes  was  no  pre- 
conceived one.  Engaged  as  he  was  in  furnishing  to  young  debaters 
and  their  teacher-coaches  material  from  which  they  could  as- 
semble their  arguments  both  pro  and  con,  and  realizing  that 
they  want  to  consider  the  facts  dispassionately  and  are  not 
swayed  by  emotion,  he  soon  found,  in  spite  of  his  evident  desire 
to  be  neutral,  that  the  very  assembling  of  the  facts  inevitably  pointed 
to  two  outstanding  features,  namely:  that  the  people  of  America 
were  healthier  than  the  people  of  countries  with  compulsory  health 
insurance,  and  that  there  was  very  distinct  evidence  plainly  indi- 
cating that  the  system  of  compulsory  health  insurance  does  not 
render  efficient  and  satisfactory  medical  service. 

We  agree  with  Mr.  Walch  that  the  American  prople  are  facing  a 
very  important  decision,  and  that  compulsory  health  insurance 
with  its  inferior  medical  service  and  its  inevitable  burden  of  bureauc- 
racy would  do  irreparable  damage  to  America,  and  we  know  that 
he  is  right  when  he  says,  “.  . . I also  feel  that  if  the  American  people 
learn  the  facts,  unprejudiced,  there  will  be  no  question  as  to  their 
reactions.” 

In  the  interest  of  supplying  the  public  with  the  facts  in  a short, 
easily  read  little  pamphlet,  our  Society  has  the  newly  revised  edition 
of  On  the  Witness  Stand  available.  Every  one  of  us  should  read  it 
carefully,  and  pass  it  on  to  our  nonmedical  friends;  for  if  Eliot’s 
five-foot  shelf  carried  the  essence  of  a college  education,  this  little 
pamphlet  carries  not  only  the  mastery  of  this  topic  of  the  hour,  but 
it  poses  certain  questions  which  must  be  answered.  This  little 
pamphlet  gives  some  of  the  answers. 


Forensic  Neuropsychiatry 

In  no  branch  of  forensic  medicine  is  expert  testimony  open  to  so 
much  question  as  in  the  field  of  neuropsychiatry.  Not  only  in  the 
evaluation  of  responsibility  for  antisocial  acts,  but  in  the  deter- 
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mination  of  casual  relationship  between  trauma  and  nervous  dis- 
orders as  it  affects  the  just  decisions  of  claims  at  law,  forensic  neuro- 
psychiatry is  at  a distinct  disadvantage.  So  evident  is  this  fact 
that,  as  Keschner  points  out  in  his  article  on  page  218  of  this  issue, 
many  physicians  with  high  professional  standards  voluntarily  exclude 
themselves  from  the  field  of  compensation  practice. 

Keschner  points  out  that  the  profession  is  to  a degree  at  fault,  but 
that  the  larger  fault  lies  in  what  law  expects  from  the  expert.  This 
Keschner  discusses  thoroughly  and  indicates  clearly  the  remedies 
for  the  correction  of  these  errors.  Were  these  carried  out  fully, 
forensic  neuropsychiatry  would  then  be  established  as  having  a 
definite  function  in  the  administration  of  the  law,  instead  of  the 
haphazard  one  it  now  has.  This  article  merits  careful  study  by 
both  the  legal  and  the  medical  professions. 


Medicolegal  Problems  of  Carbon  Monoxide 

Poisoning  by  carbon  monoxide  has  assumed  added  significance 
from  a medicolegal  aspect  as  clinical  observation  and  experimental 
studies  have  contributed  to  a broader  understanding  of  the  action  of 
this  gas  on  the  human  mechanism.  According  to  Beck,*  there  are 
three  phases  which  carbon  monoxide  poisoning  can  assume.  Acute 
asphyxiation  is  the  result  of  an  attempt  at  suicide  or  it  is  accidental, 
and  so  presents  no  difficult  medicolegal  problem.  Where,  however, 
following  acute  asphyxiation,  recovery  ensues,  there  may  develop 
within  a week  after  the  incident  severe  cardiac  or  cerebral  symptoms 
due  to  the  anoxemia.  The  signs  of  myocardial  insufficiency  or 
coronary  occlusion  may  become  manifest  or  the  picture  may  be  that 
of  an  encephalitis.  In  this  group  there  often  arise  claims  for  dis- 
ability, and  unless  a careful  history  is  taken  and  a knowledge  pos- 
sessed of  the  pathology  of  anoxemia,  carbon  monoxide  may  not  be 
considered  as  the  etiologic  factor  and  thus  a just  claim  be  denied  at 
law. 

It  is  in  the  third  group,  comprising  the  chronic  poisoning,  that  the 
greatest  medicolegal  controversy  exists.  It  is  not  yet  generally  ac- 
cepted by  the  medical  profession  that  disability,  and  even  death, 
may  be  the  result  of  slow,  persistent  poisoning  from  the  inhalation 
of  carbon  monoxide.  Such  sequelae  are  apt  to  occur  in  persons  who 
work  or  live  in  places  where  there  are  open  gas  heaters  but  no  flue  for 
ventilation.  They  may  also  happen  from  the  exposure  to  sublethal 
quantities  of  the  gas  while  driving  in  a closed  automobile  which 


* Beck,  H.  G.:  Am.  J.  Med.  Jurisprud.,  l:  145  (Nov.),  1938. 
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has  a defective  engine  or  exhaust.  While  the  most  common  symp- 
toms here  are  those  usually  associated  with  the  mere  want  of  oxy- 
gen, it  is  possible  for  one  so  exposed  to  suffer  the  same  ill  effects  as 
those  noted  subsequent  to  recovery  from  acute  asphyxiation. 

Beck  feels  that  the  recognition  of  these  factors  is  essential  in  order 
that  the  benefits  from  workmen’s  compensation  and  other  dis- 
ability insurance  may  be  broadened  to  include  these  little  recognized 
complications  which  may  be  either  late  manifestations  of  acute  poison- 
ing or  the  result  of  prolonged  exposure  to  small  quantities  of  carbon 
monoxide.  From  the  medicolegal  standpoint,  experts  at  law  cannot 
be  expected  to  establish  new  standards  for  compensable  disease  until 
such  standards  have  been  generally  accepted  as  facts  by  the  ex- 
perts in  medicine  upon  whom  they  depend  for  the  solution  of  such 
problems. 


The  Distribution  of  Physicians  in  the  State  of  New  York 

Elsewhere  in  this  issue  is  a fine,  carefully  made  study  of  the  dis- 
tribution of  physicians  in  our  state.  Dr.  Joseph  Lawrence,  our 
energetic  executive  officer,  has  compiled  the  results  of  his  continuing 
studies  of  this  problem  since  his  last  report  made  in  1929.  This  type 
of  survey  has  had  publication  each  decennium  since  1878. 

It  would  detract  somewhat  from  the  interest  our  readers  would 
have  in  the  perusal  of  Lawrence’s  masterly  work,  did  we  attempt  to 
summarize  it.  It  deals  with  nurses,  hospitals,  and  maternity  homes, 
as  well  as  laboratory  facilities,  communications,  and  sanitary  condi- 
tions as  well  as  with  the  distribution  of  doctors  and  the  ratios  they 
hold  to  both  urban  and  rural  populations. 

The  density  of  the  population  somehow  seems  to  regulate  the 
numbers  of  resident  physicians,  and  it  is  interesting  to  note  the  lag 
which  is  evident  in  the  trek  of  physicians  away  from  localities  where 
population  decreases.  The  doctor  is  prone  to  delay  uprooting  him- 
self and  moving  on,  as  the  density  of  population  decreases.  Eventu- 
ally, however,  he  follows  the  population’s  trend. 

One  outstanding  factual  observation  and  conclusion  is  especially 
noteworthy,  and  social  workers  and  legislators  would  do  well  to 
study  this  survey  and  mark  this  fact.  There  is  no  area  in  this  state 
without  medical  care. 

We  heartily  commend  this  survey  and  recommend  its  perusal  by 
all.  It  comes  advantageously  timed,  when  there  are  those  who 
would  saddle  our  state  with  a heavy  burden  to  support  a medico- 
political  bureaucracy  to  handle  a compulsory  health  insurance 
scheme,  somewhat  predicated  on  the  absence  of  available  medical 
care  in  our  state. 
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. The  more  we  cultivate  truth  our- 
selves, mix  with  truthful  men,  test  the 
accuracy  of  our  words  before  we  speak 
them  and  of  our  writings  before  we  let 
them  go  abroad,  develop  in  our  conscious- 
ness by  the  study  of  writings  that  time 
has  shown  to  be  redolent  of  truth,  not 
alone  those  of  surgical  masters  but  of  all 
great  men,  an  orientation  that  will  lead 
us  to  truth  as  the  pigeon  is  led  to  his  own 
cote,  the  more  certain  will  be  our  instinct, 
the  more  direct  our  intuition.  Blessed 
are  the  truthful,  for  they  shall  see  truth.” 
We  have  quoted  from  “Truth,”  a disserta- 
tion by  W.  H.  Ogilvie  of  Guy’s  Hospital, 
London,  which  can  be  read  in  its  excellent 
entirety  in  the  November,  1938,  issue  of 
Surgery , Gynecology  and  Obstetrics. 


“ ‘It  is  our  business,’  said  the  Attorney 
General,  ‘to  see  that  restraints  of  trade 
and  coercive  practices  are  stopped.  . . 
Certainly  a sentiment  laudable  in  motive, 
don’t  you  agree?  Whether  applied  to  a 
professional  association  or  a labor 
union  . . .? 

“At  the  moment,  Sir,  we  do  roast  upon 
the  spit  before  the  hot  fire  of  political 
righteousness.  But  when  our  alleged 
‘coercive  practices’  shall  have  been  thus 
purified,  what  then?  Who  next  shall  be 
skewered?  You,  Sir,  are  as  good  a 
prophet  as  I,  who  am  no  Daniel!  And  so 
a friendly  word  of  warning,  with  the  com- 
pliments of  the  holiday  season.  Watch 
your  step!  It  is  barely  possible  that  the 
Attorney  General  means  what  he  says.” 
From  a letter  written  by  Laurence  D. 
Redway,  M.D.,  editor  of  the  West- 
chester Medical  Bulletin,  to  Mr.  John  L. 
Lewis,  and  to  be  found  in  full  in  the 
January,  1939,  issue  of  that  bulletin. 


. . If,  perhaps,  the  monetary  rewards 
for  services  have  not  been  as  great  as  in 
more  prosperous  years,  physicians  have 
at  least  the  satisfaction  of  knowing  that 


much  of  their  work  has  made  the  lot  of 
many  beings  more  livable;  and  that 
thought,  alone,  should  bring  gladness  to 
the  heart. 

The  healing-art  guild  is  truly  a noble 
one,  and  its  faithful  disciples  are  fortunate 
in  being  able  to  render  that  peculiar  aid 
which  makes  the  world,  for  a host  of  per- 
sons, a far  brighter  and  more  attractive 
place. 

May  the  physicians  of  California,  there- 
fore, in  the  year  to  come,  be  recipients 
of  the  kindest  thoughts  and  expressions 
from  grateful  patients,  and  may  they  also 
ever  be  animated  by  an  earnest  desire 
to  move  forward,  shoulder  to  shoulder,  in 
meeting  the  problems  which  confront 
both  scientific  medicine  and  modern  day 
civilization.  . . ” New  year’s  greetings 
from  the  editors  of  California  and  Western 
Medicine  to  the  practitioners  of  Califor- 
nia, in  the  December  issue  of  that  jour- 
nal. 


“Everybody  is  in  favor  of  better  health 
conditions,  but  it  is  important  to  keep  in 
mind  as  discussion  of  a new  national 
health  program  continues,  that  political 
or  bureaucratic  control  is  not  essential  to 
those  better  conditions.  ...”  The  Kan- 
sas City  Star,  recently. 


“We  admire  and  respect  honest  union- 
ism for  its  fight  to  raise  the  standards  of 
American  workingmen.  Since  no  one 
can  say  what  the  future  holds  for  medi- 
cine, it  is  possible  that  the  time  may  come 
when  physicians  themselves  will  have  to 
call  upon  labor  to  aid  them  in  a battle  to 
raise  their  own  standards  of  living.  We 
already  have  the  horrible  example  in  some 
of  the  European  state-controlled  systems 
where  neither  the  patient  nor  the  doctor 
receives  what  is  justly  due  him.  . . .” 
From  a current  issue  of  the  Milwaukee 
Medical  Times. 
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(The  five  counties  of  New  York  City — Bronx,  New  York,  Kings,  Queens,  and  Richmond — are  not  included) 


A STUDY  OF  THE  DISTRIBUTION  OF  PHYSICIANS 
IN  NEW  YORK  STATE 

Joseph  S.  Lawrence,  M.D.,  Albany,  N.  Y. 


This  report  is  made  as  the  continua- 
tion of  a study*  reported  ten  years  ago 
by  the  author  on  the  distribution  of 
physicians  in  New  York  State  compared 
at  ten-year  intervals  from  1878.  The 
former  study  was  inspired  by  a multi- 
plicity of  comments  from  the  press, 
public  speakers  on  public  health,  and 
representatives  of  certain  philanthropic 
agencies  to  the  effect  that  the  rural  dis- 
tricts were  inadequately  supplied  with 
medical  service  and  that  which  was  avail- 
able was  of  markedly  inferior  quality. 
The  data  for  that  study  were  collected 
from  the  Medical  Directory  of  New 
York,  the  Medical  Directory  of  the 
American  Medical  Association,  and  rec- 
ords from  the  State  Departments  of 
Health,  Education,  and  Highways,  and 
the  Federal  Census  Bureau.  The  same 
sources,  supplemented  by  material  from 
the  State  Department  of  Social  Welfare, 
were  used  in  this  study.  The  former 
study  showed  that  the  ratio  of  physicians 
to  population  in  New  York  State  was 
higher  than  in  other  states  and  much 
higher  than  in  European  countries;  that 
the  average  rural  resident  physician  was 
but  slightly  older  than  the  urban  resident 
physician,  and  that  where  the  physicians 
were  leaving  rural  practice  for  urban 
residence  they  were  simply  following  the 
trend  of  the  population  of  those  coun- 
ties. It  was  observed  that  the  decreases 
in  the  population  were  noticeable  a dec- 
ade or  more  before  there  was  an  ap- 
preciable reduction  in  the  number  of 
physicians.  The  reduction  was  so  gradual 
that  it  was  apparent  it  was  not  occa- 
sioned by  any  great  number  of  physicians 
suddenly  changing  their  fields  of  prac- 
tice, but  more  likely  due  to  the  death  of 
the  older  men  and  the  disinclination  of 
young  men  to  locate  where  the  popula- 

* New  York  State  Journal  of  Medicine,  August 
15,  1929. 


tion  was  fading.  This  study  confirms 
those  findings  and  shows  that  the  same 
factors  are  still  operating. 

Scientific  advancement  in  medicine 
is  promoting  specialization  and  special- 
ists must  depend  upon  concentrated 
population  for  sufficient  practice,  and 
such  specialized  hospital  and  laboratory 
facilities  which  they  require  can  be  had 
only  in  the  larger  cities.  This  is  a newer 
factor  that  helps  give  a higher  concentra- 
tion of  physicians  in  the  urban  districts, 
but  it  is  the  general  practitioner  who  is 
first  called  by  the  sick;  and  while  there 
are  no  data  available  to  prove  the  point, 
it  is  conceivable  that  the  ratio  of  popula- 
tion to  general  practitioners  may  not  be 
any  lower  in  the  cities  than  in  the  rural 
areas. 

In  the  entire  state  the  population  has 
increased  167  per  cent  in  the  last  sixty 
years,  while  the  number  of  physicians  has 
increased  477  per  cent.  In  upstate 
areas  the  increases  have  been  86  per  cent 
and  256  per  cent,  respectively.  The  ratio 
of  physician  to  population  in  the  entire 
state  is  1:576,  while  in  upstate  alone  it 
is  1:720.  In  Greater  New  York  the 
ratio  is  1:497  and  in  Manhattan  and 
Brooklyn,  where  there  is  the  greater  con- 
centration of  specialists,  the  ratio  is 
1:387.  The  increase  in  the  population 
of  these  two  boroughs  in  the  last  sixty 
years  is  146  per  cent,  while  the  physicians 
increased  581  per  cent.  While  the  physi- 
cians increased  much  more  rapidly  than 
the  population,  the  increase  in  some  rural 
counties  was  much  greater;  for  example, 
Orange  County,  where  the  population 
increased  but  50  per  cent,  the  physicians 
increased  more  than  five  times  that 
much,  288  per  cent;  Rockland,  popula- 
tion increased  124  per  cent  and  physicians 
693  per  cent;  Warren,  population  in- 
creased 40  per  cent  and  physicians  319 
per  cent. 
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Among  the  factors,  aside  from  the 
population,  which  have  a bearing  on  the 
quantity  and  quality  of  medical  service 
in  the  rural  districts  of  the  state,  are 
living  conditions  for  the  doctor  and  his 
family,  and  means  of  transportation  and 
communication. 

One  of  the  greatest  deterrents  to  a 
young  physician  locating  in  a rural  area 
a few  years  back  was  the  inability  to 
provide  satisfactory  educational  facili- 
ties for  his  children,  but  the  rapid  ex- 
tension of  the  Central  High  School  in  rural 
districts  and  free  transportation  for  the 
children  have  removed  that  difficulty. 
He  can  readily  equalize  the  other  living 
conditions. 

Communications 

In  1878,  the  principal  highways  were 
turnpikes  on  which  tolls  were  collected 
and  efforts  were  made  to  keep  them  open 
in  winter,  but  by  far  the  largest  propor- 
tion of  the  roads  over  which  the  doctor 
had  to  travel  day  and  night,  summer  and 
winter,  were  soft  dirt  roads  that  were 
almost  impassable  in  winter  and  spring. 
Today  62  per  cent  have  a hard- top  finish 
and  are  kept  usable  in  all  seasons.  Even 
the  byways  into  the  farms  are  far  su- 
perior to  what  they  were  sixty  years  ago. 
It  can  safely  be  said  that  because  of  the 
improved  highways  95  per  cent  of  the 
population  of  rural  New  York  live  within 
fifteen  minutes’  travel  of  a resident 
physician. 

In  these  sixty  years,  in  addition  to  the 
automobiles  and  good  roads,  the  tele- 
phone has  materially  reduced  the  distance 
between  the  patient  and  the  doctor.  A 
large  percentage  of  the  population  have 
telephones,  and  although  every  family 
does  not  possess  a telephone,  a neighbor 
is  sure  to  have  one. 

Sanitary  Conditions 

In  these  sixty  years  miraculous  hygienic 
changes  have  occurred  in  the  living  condi- 
tions of  the  state  and  some  of  the  benefits 
have  extended  to  the  most  remote  farm 
or  camp.  Water  and  milk  supplies  are 
kept  pure  and  epidemiologists  from  the 
Department  of  Health  ferret  out  the 


source  of  every  communicable  disease 
immediately  that  it  is  discovered  and 
establish  suitable  conditions  of  quaran- 
tine. In  1878  there  were  annually 
in  every  district  of  the  state  quantities 
of  cases  of  typhoid  fever,  diphtheria, 
dysentery,  smallpox,  and  tuberculosis, 
while  in  1937 — the  latest  figures  avail- 
able— the  reports  showed  that  in  the 
entire  state  for  that  year  there  were  only 
576  cases  of  typhoid  fever,  1,387  of 
diphtheria,  1,066  of  dysentery,  72  of 
smallpox,  and  16,051  of  all  forms  of  tuber- 
culosis. These  are  all  troublesome  dis- 
eases requiring  much  time  from  the  at- 
tending physician.  The  extent  of  their 
presence  or  absence  must  surely  affect 
the  demand  for  the  physician’s  services. 

Irregular  Practitioners 

Of  course,  these  records  relate  only 
to  the  licensed  physicians,  since  there 
is  no  way  of  accurately  ascertaining  the 
number  of  irregular  or  unlicensed  prac- 
titioners. Probably  they  were  more  nu- 
merous then  than  today,  but  it  does  not 
seem  likely,  for  they  find  conditions  im- 
prove for  their  practice  as  the  popula- 
tion grows  in  density. 

Age  of  Physicians 

Commentators  today  are  less  fre- 
quently heard  to  speak  disparagingly 
of  the  age  and  scientific  qualifications 
of  the  rural  physician,  but  some  of  them 
still  advocate  that  the  state  should  be 
responsible  for  bringing  more  physicians 
into  the  rural  districts.  In  this  state 
the  means  of  communication  are  so  su- 
perior that  the  city  physician  does  not 
hesitate  to  cultivate  a more  or  less  rural 
practice  and  the  rural  resident  physician 
frequently  extends  his  practice  into  the 
city.  Laboratory  and  hospital  facilities 
are  readily  available  to  the  rural  resident 
physician,  and  journals  and  county  medi- 
cal society  postgraduate  courses  help 
him  keep  abreast  of  the  times  as  well  as 
the  urban  resident  physician. 

The  conditions  and  opportunities  of 
the  rural  and  urban  physicians  being  so 
nearly  equal,  one  might  expect  the  periods 
of  practice  to  bear  a close  resemblance, 
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and  they  do.  Approximately  25  per 
cent  of  the  physicians  in  both  areas  have 
been  in  practice  less  than  ten  years  and 
another  20  per  cent  to  25  per  cent  have 
been  in  practice  less  than  twenty  years. 
The  assumption  that  the  recent  graduate 
shuns  rural  practice  is  only  partly  cor- 
rect. Many  seek  rural  locations  but, 
not  being  successful,  are  eventually 
obliged  to  locate  in  the  cities.  But  there 
is  another  factor  operating.  Not  a few 
physicians,  seeing  their  most  prosperous 
families  forsake  the  farms  for  the  cities, 
have  followed  them  advantageously. 

Distribution  of  Hospitals  and 
Maternity  Homes 

Modern  practice  requires  readily  avail- 
able hospital  and  laboratory  service. 
There  is  only  one  county  in  the  state, 
namely,  Hamilton,  which  does  not  have  a 
hospital,  but  it  is  largely  included  in  the 
Adirondack  Park  and  has  a resident  popu- 
lation of  less  than  five  thousand  people. 
It  is  estimated  that  85  per  cent  to  90  per 
cent  of  the  population  of  the  state  are 
within  an  hour’s  drive  of  a well-equipped 
hospital.  The  hospitals  are  supplemented 
by  many  maternity  homes.  There  are 
distributed  throughout  the  state,  at 
strategic  places,  maternity  homes  where 
physicians  can  take  a woman  whose 
home  facilities  are  not  satisfactory  or  who 
does  not  want  to  go  to  a hospital  to  be 
delivered.  Many  of  these  homes  are 
provided  by  graduate  nurses  who  equip 
their  homes  with  a bed  or  two  and  proper 
sterilizing  facilities  and  serve  as  the 
nurse. 

Besides  the  laboratory  facilities  pro- 
vided by  the  hospitals,  the  Division  of 
Laboratories  of  the  State  Department  of 
Health  has  approved  more  than  thirty- 
five  laboratories  where  examinations  for 
communicable  diseases  are  made  and 
pathologic  tissue  studied.  The  facili- 
ties of  these  laboratories  are  available 
to  all  doctors  and  examinations  are  free. 
Through  the  laboratories  the  Department 
of  Health  also  distributes  free  of  charge 
to  the  physicians  certain  therapeutic 
agents,  such  as  vaccines,  antitoxins  for 
diphtheria  and  tetanus,  serums  for  pneu- 


monia, and  drugs  used  in  the  treatment  of 
syphilis  and  prevention  of  ophthalmia 
neonatorum. 

Nurses 

There  are  between  1,700  and  1,800 
nurses  in  upstate  engaged  in  some  form  of 
public-health  work.  Approximately  one- 
third  of  these  are  employed  by  boards  of 
education  to  care  for  the  pupils  and  to 
assist  in  giving  courses  in  health  educa- 
tion. Only  about  one-fifth  are  employed 
by  boards  of  health.  The  full  benefits 
of  adequate  public  nursing  services  and 
the  part  nurses  can  take  in  the  develop- 
ment of  a public-health  program  are  not 
thoroughly  understood  as  yet.  The  State 
Department  of  Health  is  giving  especial 
attention  to  this  problem.  The  work  now 
is  spotty;  some  counties  are  doing  splen- 
did work  while  others,  for  reasons  of  their 
own,  principally  financial,  are  showing 
very  little  interest. 

In  this  study  the  number  of  nurses 
employed  by  the  state  and  municipali- 
ties are  particularly  indicated.  The 
others  are  employed  by  such  agencies 
as  the  Red  Cross,  industries,  insurance 
companies,  and  voluntary  groups  inter- 
ested in  some  form  of  health  work,  as  com- 
mittees on  tuberculosis,  maternity,  and 
cancer. 

Deductions 

1.  Resident  physicians  and  hospitals 
are  distributed  throughout  the  state  in 
such  fashion  that  no  area  is  without 
medical  service.  Schuyler  County  has 
the  lowest  ratio  of  physician  to  popula- 
tion, 1 : 1,298,  and  the  highest  is  in  Dutchess 
County,  1 :478.  In  the  relation  of  general 
hospital  beds  to  the  population,  the 
lowest  is  found  in  Livingston  County, 
1:1,644,  and  the  highest  ratio  exists  in 
Ontario  County,  1:84.  In  evaluating 
these  figures,  it  must  be  borne  in  mind 
that  no  county  is  an  isolated  unit,  so 
that  the  services  of  physicians  and  hos- 
pitals of  neighboring  counties  are  always 
available. 

2.  Improved  conditions  for  trans- 
portation and  communications  in  the 
rural  districts  have  increased  the  useful- 
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ness  of  the  physician  many  times  over 
what  it  was  just  ten  years  ago. 

3.  The  same  conditions  have  led  the 
rural  resident  to  seek  the  services  of  the 
city  physician  except  for  emergencies. 
In  some  instances  this  trend  has  induced 
rural  physicians  to  move  to  the  cities, 
at  the  same  time  retaining  their  rural 
practices. 

4.  None  the  less  improved  living  con- 
ditions are  attracting  young  men  to  locate 
in  the  rural  areas. 


5.  There  is  no  marked  difference  in 
the  ages  of  the  men  practicing  in  the 
rural  districts  as  compared  with  those 
in  the  urban  districts. 

6.  Decreases  in  population  must  be 
marked  and  prolonged  before  there  is  any 
effect  upon  the  number  of  physicians. 
Areas  of  growing  population  have  larger 
proportions  of  young  physicians. 

7.  Nursing  service  as  a part  of  a 
public-health  program  demands  prompt 
study. 


Ratio  of  Population  to  Physician* 


Entire  State 


Year 

Population 

Percentage 

Physicians 

Percentage 

Ratio 

1878 

5,082,982 

4,089 

1,243 

1888 

5,996,754 

+ 18 

5,541 

+ 35 

1,082 

1899 

7,268,894 

+ 21 

9,199 

+ 66 

790 

1908 

9,113,614 

+ 25 

12,711 

+ 38 

717 

1918 

10,385,227 

+ 14 

14,323 

+ 13 

725 

1928 

11,466,169 

+ 9 

17,652 

+ 23 

649 

1938 

13,572,225 

+ 18 

23,578 

+ 33 

576 

1878-1938 

+ 167 

+477 

Upstate 

1878 

3,276,856 

2,387 

1,373 

1888 

3,642,906 

+ 11 

2,843 

+ 19 

1,281 

1899 

3,851,205 

+ 5 

4,729 

+ 63 

814 

1908 

4,346,731 

+ 13 

6,069 

+ 28 

715 

1918 

4,765,179 

+ 9 

6,402 

+ 5 

744 

1928 

5,495,387 

+ 11 

6,778 

+ 5 

812 

1938 

6,080,444 

+ 16 

8,498 

+ 25 

720 

1878-1938 

+86 

+256 

1878 

1888 

1,806,126 

2,353,848 

New  York  and  Kings  Counties 

1,702 

+ 30  2,698 

+ 58 

1,061 

872 

1899 

3,417,689 

+ 45 

4,470 

+ 65 

765 

1938 

4,482,369 

1878-1938 

+ 146 

11,584 

+581 

387 

Greater  New  York 

1908 

4,766,883 

6,642 

718 

1918 

5,620,048 

+ 17 

7,921 

+ 19 

709 

1928 

5,970,782 

+ 6 

10,874 

+ 37 

549 

1938 

7,491,781 

+25 

15,080 

+ 39 

497 

1908-1938 

+ 57 

+ 127 

* Data  from  Vital  Statistics  Division  of  State  Department  of  Health  as  of  July  1,  1938. 
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Ratio  of  Population  to  Beds  in  General  Hospitals 


County 

Persons  per  bed 

County 

Persons  per  bed 

County 

Person  per  bed 

Albany 

244 

Hamilton 

0 

Rockland 

466 

Allegany 

514 

Herkimer 

688 

St.  Lawrence 

386 

Broome 

163 

Jefferson 

322 

Saratoga 

611 

Cattaraugus 

363 

Lewis 

589 

Schenectady 

525 

Cayuga 

296 

Livingston 

1,644 

Schoharie 

0 

Chautauqua 

537 

Madison 

333 

Schuyler 

464 

Chemung 

207 

Monroe 

221 

Seneca 

525 

Chenango 

448 

Montgomery 

349 

Steuben 

285 

Clinton 

251 

Nassau 

605 

Suffolk 

329 

Columbia 

410 

Niagara 

400 

Sullivan 

425 

Cortland 

249 

Oneida 

192 

Tioga 

464 

Delaware 

957 

Onondaga 

288 

Tompkins 

350 

Dutchess 

289 

Ontario 

84 

Ulster 

403 

Erie 

284 

Orange 

239 

Warren 

441 

Essex 

334 

Orleans 

298 

Washington 

406 

Franklin 

334 

Oswego 

558 

Wayne 

633 

Fulton 

464 

Otsego 

325 

Westchester 

242 

Genesee 

366 

Putnam 

600 

Wyoming 

256 

Greene 

519 

Rensselaer 

233 

Yates 

373 

Entire  State:  316  general  hospitals  with  52,245  beds;  ratio — 1 bed  to  259  population. 

New  York  City:  125  general  hospitals  with  32,722  beds;  ratio — 1 bed  to  229  population. 

Upstate:  191  general  hospitals  with  19,523  beds;  ratio — 1 bed  to  311  population. 


These  ratios  are  prepared  on  the  hospitals  listed  in  The  Journal  of  the  American  Medical  Association  for  March  26, 
1938.  There  are  a number  of  hospitals  doing  general  work  acceptable  to  the  communities  that  are  not  in  this  list. 


Distribution  by  Counties* 


Albany  County 

Area-527  Square  Miles 

Highways-1,178  Miles;  Improved- 1,1 04  Miles 
Population-223,058  Increased  44  per  cent  in  last  sixty 
years 

Physicians-361  Increased  69  per  cent  in  last  sixty  years 

Ratio  of  physician  to  population  in  county-1: 618 
Ratio  of  physician  to  population  in  city  -1 : 468 
Ratio  of  physician  to  population,  rural  -1:1,179 
Physicians  reside  in  19  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 
Albany  Rural  Albany  Rural 


1-10 

68 

19 

24 

25 

11-20 

85 

17 

30 

22 

21-30 

70 

9 

24 

12 

31-40 

34 

11 

12 

15 

41- 

28 

20 

10 

26 

Total 

285 

76 

100 

100 

Hospitals 

4 General  with  913  beds  and  66  bassinets 
9 other  hospitals  and  homes  with  435  beds  and  60  bassinets 

Nurses 

65  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
22  are  paid  by  boards  of  education 
14  are  paid  by  boards  of  health 
26  are  paid  by  private  agencies 


Allegany  County 

Area-1,047  Square  Miles 

Highways- 1,975  Miles;  Improved- 1,045  Miles 
Population-38,531  Decreased  8 per  cent  in  last  sixty  years 
Physicians-36  Decreased  10  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,070 
Physicians  reside  in  15  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 


1-10  9 25 

11-20  10  28 

21-30  7 19 

31-40  3 9 

41-  7 19 

Total  36  100 


Hospitals 

3 General  with  75  beds  and  20  bassinets 

4 Nursing  and  maternity  homes  with  6 beds 


Nurses 

9 nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
6 are  paid  by  boards  of  education 


* Data  on  distribution  of  nurses  from  the  Department  of  Health  as  of  October  1,  1938. 
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Broome  County 


Cayuga  County 


Area-705  Square  Miles 

Highways-1,562  Miles;  Improved-711  Miles 

Population-158,610  Increased  221  per  cent  in  last  sixty 
years 

Physicians-239  Increased  327  per  cent  in  last  sixty  years 
Ratio  physician  to  population  in  county  -1 : 663 
Ratio  physician  to  population  in  Binghamton-1 : 465 
Ratio  physician  to  population,  rural  -1 : 1,133 

Physicians  reside  in  12  different  communities 


Area-703  Square  Miles 

Highways-1,520  Miles;  Improved-1,131  Miles 
Population-63,110  Decreased  3 per  cent  in  last  sixty  years 
Physicians-115  Increased  174  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 549 
Physicians  reside  in  13  different  communities 


No.  OF 

Years  Since  Graduation  Physicians  Percentage 


No.  OF 

Years  Since  Graduation  Physicians  Percentage 


Bing-  Bing- 

hamton Rural  hamton  Rural 


1-10 

47 

25 

28 

35 

11-20 

47 

21 

28 

30 

21-30 

27 

10 

16 

14 

31-40 

19 

11 

11 

15 

41- 

28 

4 

17 

6 

Total 

168 

71 

100 

100 

Hospitals 

4 General  with  975  beds  and  124  bassinets 

5 others  with  188  beds  and  14  bassinets 

1  State  Hospital  for  Insane  with  2,736  beds 


1-10 

17 

15 

11-20 

25 

22 

21-30 

22 

19 

31-40 

25 

22 

41- 

26 

22 

Total 

115 

100 

Hospitals 

2  General  with  213  beds  and  36  bassinets 
2 Maternity  homes  with  4 beds 


Nurses 

67  nurses  are  engaged  in  public  work 
17  are  paid  by  boards  of  education 
8 are  paid  by  boards  of  health 
28  are  paid  by  industries 
14  are  paid  by  private  agencies 


Nurses 

19  nurses  are  engaged  in  public  work 

2 are  paid  from  state  funds 

3 are  paid  by  boards  of  health 

7 are  paid  by  boards  of  education 
7 are  paid  by  private  agencies 


Cattaraugus  County 


Chautauqua  County 


Area-1,343  Square  Miles 
High ways-2, 129  Miles;  Improved-638  Miles 
Population-73 ,0 1 5 Increased  3 1 per  cent  in  last  sixty  years 
Physicians-79  Increased  155  per  cent  in  last  sixty  years 

Ratio  physician  to  population- 1 : 924 
Physicians  reside  in  15  different  communities 


Area-1,069  Square  Miles 

Highways-1,988  Miles;  Improved- 1,371  Miles 
Population-132,618  Increased  103  per  cent  in  last  sixty 
years 

Physicians-130  Increased  210  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,020 
Physicians  reside  in  25  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

19 

24 

11-20 

22 

28 

21-30 

14 

18 

31-40 

11 

14 

41- 

13 

16 

— 

— 

Total 

79 

100 

Hospitals 

5 General  with  201  beds  and  60  bassinets 
4 others  with  13  beds  and  6 bassinets 
2 Tuberculosis  with  522  beds 

Nurses 

22  nurses  are  engaged  in  public  work 
17  are  paid  by  boards  of  health 
3 are  paid  by  boards  of  education 
2 are  paid  by  private  agencies 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

25 

19 

11-20 

24 

19 

21-30 

27 

21 

31-40 

28 

21 

41- 

26 

20 

— 

— 

Total 

130 

100 

Hospitals 

3 General  with  247  beds  and  54  bassinets 
1 County  Tuberculosis  with  180  beds 

4 Maternity  homes  with  9 beds 

Nurses 

25  nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 

6 are  paid  by  boards  of  health 

8 are  paid  by  boards  of  education 

7 are  paid  by  private  agencies 
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Chemung  County 


Clinton  County 


Area-407  Square  Miles 
Highways-912  Miles;  Improved-522  Miles 
Population-76,973  Increased  78  per  cent  in  last  sixty  years 
Physicians-96  Increased  174  per  cent  in  last  sixty  years 


Area-1,049  Square  Miles 
High ways-1, 457  Miles;  Improved-851  Miles 
Population-45,537  Decreased  15  per  cent  in  last  sixty  years 
Physicians-52  Increased  174  per  cent  in  last  sixty  years 


Ratio  physician  to  population-1 : 802 
Physicians  reside  in  7 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

24 

25 

11-20 

20 

20 

21-30 

16 

17 

31-40 

18 

19 

41- 

18 

19 

— 

— 

Total 

96 

100 

Hospitals 

2 General  with  372  beds  and  57  bassinets 

4 others  with  146  beds 

Elmira  Reformatory  with  100  beds 

Nurses 

22  nurses  are  engaged  in  public  work 

2 are  paid  from  state  funds 

3 are  paid  by  boards  of  health 

6 are  paid  by  boards  of  education 
11  are  paid  by  private  agencies 


Ratio  physician  to  population-1 : 876 
Physicians  reside  in  10  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

14 

27 

11-20 

10 

19 

21-30 

9 

18 

31-40 

10 

19 

41- 

9 

17 

— 

— 

Total 

52 

100 

Hospitals 

2 General  with  181  beds  and  33  bassinets 
1 Army  with  64  beds  and  2 bassinets 
1 State  Prison  hospital  with  235  beds 

Nurses 

9 nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 
4 are  paid  from  city  or  village  funds 
1 is  paid  by  insurance  company 


Chenango  County 

Area-894  Square  Miles 

High  ways-1, 790  Miles;  Improved-762  Miles 
Population-34,540  Decreased  13percentinlast  sixty  years 
Physicians— 34  Decreased  39  per  cent  in  last  sixty  years 


Columbia  County 

Area-644  Square  Miles 

High  ways-1, 390  Miles;  Improved-973  Miles 
Population-42 ,247  Decreased  12  per  cent  in  last  sixty  years 
Physicians— 42  Increased  56  per  cent  in  last  sixty  years 


Ratio  physician  to  population-1 : 1,016  Ratio  Physician  to  population-1 : 1,006 

Physicians  reside  in  9 different  communities  Physicians  reside  in  14  different  communities 


No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

8 

23 

11-20 

5 

15 

21-30 

6 

18 

31-40 

10 

29 

41- 

5 

15 

Total 

34 

100 

Hospitals 

2 General  with  77  beds  and  19  bassinets 
1 County  Tuberculosis  with  33  beds 
4 Maternity  homes  with  11  beds 

Nurses 

7 nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
5 are  paid  by  boards  of  education 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

12 

29 

11-20 

5 

12 

21-30 

10 

23 

31-40 

5 

12 

41- 

10 

24 

— 

— 

Total 

42 

100 

Hospitals 

1 General  with  103  beds  and  15  bassinets 

2 Tuberculosis  with  131  beds 

1 Maternity  Home  with  4 beds 

Nurses 

13  nurses  are  engaged  in  public  work 
7 are  paid  by  boards  of  health 
4 are  paid  by  boards  of  education 
2 are  paid  by  private  agencies 
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Cortland  County 

Area-503  Square  Miles 

Highways-1,055  Miles;  Improved-454  Miles 
Population-32,817  Increased  27  per  centin last  sixty  years 
Physicians-41  Increased  37  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 800 
Physicians  reside  in  8 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

7 

17 

11-20 

13 

32 

21-30 

5 

12 

31-40 

7 

17 

41- 

9 

22 

— ■ 

— 

Total 

41 

100 

Hospitals 

2  General  with  132  beds  and  25  bassinets 
Nurses 

10  nurses  are  engaged  in  public  work 
5 are  paid  by  boards  of  health 
4 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 

Delaware  County 

Area-1,449  Square  Miles 
Highways-2,470  Miles;  Improved-873  Miles 
Population-41,163  Decreased  4 per  cent  in  last  sixty  years 
Physicians-47  Increased  28  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 :876 
Physicians  reside  in  19  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

17 

36 

11-20 

5 

10 

21-30 

6 

13 

31-40 

3 

6 

41- 

16 

35 

— 

— 

Total 

47 

100 

Hospitals 

3  General  with  43  beds  and  11  bassinets 

I County  Tuberculosis  with  32  beds 

7 Maternity  Homes  with  24  beds  and  3 bassinets 

Nurses 

II  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 

2 are  paid  by  boards  of  health 
5 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Dutchess  County 

Area-806  Square  Miles 

High ways-1, 657  Miles;  Improved-707  Miles 
Population-102,932  Increased  30  per  cent  in  last  sixty 
years 

Physicians-215  Increased  176  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 478 
Physicians  reside  in  24  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 


1-10  68  32 

11-20  49  22 

21-30  27  12 

31-40  45  22 

41-  26  12 

Total  215  100 


Hospitals 

4 General  with  357  beds  and  76  bassinets 
1 County  Tuberculosis  with  135  beds 

5 Psychopathic  with  14,108  beds 
7 others  with  719  beds 

Nurses 

30  nurses  are  engaged  in  public  work 

5 are  paid  from  state  funds 

8 are  paid  by  boards  of  health 
11  are  paid  by  boards  of  education 

6 are  paid  by  private  agencies 


Erie  County 

Area-1,034  Square  Miles 

High ways-2 ,449  Miles;  Improved-2,214  Miles 

Population-813,786  Increased  270  per  cent  in  last  sixty 
years 

Population  of  Buffalo-599,273  Increased  292  per  cent  in 
last  sixty  years 

Population  outside  of  Buffalo-214,513  Increased  231 
per  cent  in  last  sixty  years 

Physicians  in  County-1,178  Increased  833  per  cent  in 
last  sixty  years 

Physicians  in  Buffalo-996  Increased  896  per  cent  in  last 
sixty  years 

Physicians  outside  of  Buffalo-182  Increased  600  per 
cent  in  last  sixty  years 

Ratio  physician  to  population  in  County  -1 : 692 

Ratio  physician  to  population  in  Buffalo  -1 : 602 

Ratio  physician  to  population  outside  Buffalo-1 : 1,192 
Physicians  reside  in  39  different  communities 


No.  OF 

Years  Since  Graduation 

Physicians 

Percentage 

Buffalo  Rural 

Buffalo  Rural 

1-10 

247 

44 

25 

24 

11-20 

260 

48 

26 

27 

21-30 

207 

35 

21 

19 

31-40 

154 

26 

15 

14 

41- 

128 

29 

13 

16 

Total 

996 

182 

100 

100 

Hospitals 

13  General  with  2,866  beds  and  333  bassinets 
1 State  Hospital  for  Insane  with  2,049  beds 
8 others  with  532  beds  and  86  bassinets 

Nurses 

200  nurses  are  engaged  in  public  work 
5 are  paid  from  state  funds 
37  are  paid  by  boards  of  health 
22  are  paid  by  boards  of  education 
56  are  visiting  nurses 
40  are  industrial  nurses 
40  are  paid  by  private  agencies 
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Essex  County  Fulton  Comity 


Area-1,836  Square  Miles 

High ways-1  ,433  Miles;  Improved-1,432  Miles 
Population-35, 102  Increased  2 per  cent  in  last  sixty  years 
Physicians— 54  Increased  80  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 650 
Physicians  reside  in  21  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

12 

22 

11-20 

13 

24 

21-30 

8 

15 

31-40 

13 

24 

41- 

8 

15 

— 

— 

Total 

54 

100 

Hospitals 

5 General  with  105  beds  and  19  bassinets 
3 Tuberculosis  with  525  beds 
5 Maternity  Homes  with  13  beds 

Nurses 

12  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
6 are  paid  by  boards  of  education 
3 are  paid  by  private  agencies 


Area-516  Square  Miles 
Highways-798  Miles;  lmproved-214  Miles 
Population— 47,320  Increased  52  per  cent  in  last  sixty  years 
Physicians-64  Increased  170  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 740 
Physicians  reside  in  6 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

20 

31 

11-20 

9 

14 

21-30 

17 

26 

31-40 

12 

19 

41- 

6 

10 

— 

— 

Total 

64 

100 

Hospitals 

1 General  with  102  beds  and  18  bassinets 

2 Maternity  Homes  with  6 beds 

Nurses 

14  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
5 are  paid  by  boards  of  education 
1 is  paid  by  board  of  health 
5 are  paid  by  private  agencies 


Franklin  County 

Area-1,678  Square  Miles 
Highways-1,383  Miles;  Improved-844  Miles 
Population-46,741  Increased  44  per  cent  in  last  sixty  years 
Physicians-78  Increased  290  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 600 
Physicians  reside  in  16  different  communities 


Genesee  County 

Area-496  Square  Miles 
Highways-921  Miles;  Improved-903  Miles 
Population-47,249  Increased  45  per  cent  in  last  sixty  years 
Physicians-46  Increased  53  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,027 
Physicians  reside  in  9 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

15 

19 

11-20 

18 

23 

21-30 

12 

16 

31-40 

18 

23 

41- 

15 

19 

— 

— 

Total 

78 

100 

Hospitals 

3  General  with  140  beds  and  24  bassinets 
13  Tuberculosis  with  1,182  beds 

Nurses 

9 nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
3 are  paid  by  boards  of  education 

1 is  paid  by  board  of  health 

2 are  paid  by  private  agencies 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

7 

15 

11-20 

15 

33 

21-30 

7 

15 

31-40 

9 

19 

41- 

8 

18 

— 

— 

Total 

46 

100 

Hospitals 

2 General  with  129  beds  and  25  bassinets 
1 Maternity  Home  with  2 beds 
1 Veterans'  with  297  beds 

Nurses 

8 nurses  are  engaged  in  public  work 
2 are  paid  by  boards  of  health 
2 are  paid  by  boards  of  education 
4 are  paid  by  private  agencies 
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Greene  County 

Area-643  Square  Miles 

Highways-1,101  Miles;  Improved-445  Miles 
Population-25,960  Decreased  2 1 per  cent  in  last  sixty  years 
Physicians-36  Same  number  as  sixty  years  ago 

Ratio  physician  to  population-1 : 720 
Physicians  reside  in  17  different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

9 

25 

11-20 

4 

11 

21-30 

7 

20 

31-40 

4 

11 

41- 

12 

33 

Total 

36 

100 

Herkimer  County 

Area— 1,459  Square  Miles 
Highways-1,532  Miles;  Improved-887  Miles 
Population-64,624  Increased  51  per  cent  in  last  sixty  years 
Physicians-62  Increased  63  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,042 
Physicians  reside  in  14  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

14 

23 

11-20 

12 

19 

21-30 

15 

24 

31-40 

8 

13 

41- 

13 

21 

— 

— 

Total 

62 

100 

Hospitals 

1 General  with  50  beds  and  12  bassinets 
1 Maternity  Home  with  2 beds 


Nurses 

6 are  engaged  in  public  work 
3 are  paid  from  state  funds 
2 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Hospitals 

3 General  with  94  beds  and  25  bassinets 

1 County  Tuberculosis  with  90  beds 

2 Maternity  Homes  with  4 beds 

Nurses 

18  nurses  are  engaged  in  public  work 
1 is  paid  from  state  funds 

6 are  paid  by  boards  of  health 

7 are  paid  by  boards  of  education 
4 are  paid  by  private  agencies 


Hamilton  County 

Area-1,700  Square  Miles 

Highways-443  Miles;  Improved-197  Miles 

Population-3,929 

Physicians-6 

Ratio  of  physician  to  population-1 : 655 
Physicians  reside  in  5 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

3 

50 

11-20 

0 

0 

21-30 

1 

16 

31-40 

1 

17 

41- 

1 

17 

Total 

6 

100 

Hospitals 

None 


Nurses 


Jefferson  County 

Area-1,274  Square  Miles 

Highways-2,259  Miles;  Improved-1,715  Miles 
Population-84,141  Increased  27  per  centin  last  sixty  years 
Physicians-99  Increased  50  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 850 
Physicians  reside  in  26  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

19 

20 

11-20 

22 

22 

21-30 

16 

16 

31-40 

18 

18 

41- 

24 

24 

— 

— 

Total 

99 

100 

Hospitals 

4 General  with  263  beds  and  38  bassinets 
1 County  Tuberculosis  with  78  beds 

1 County  Home  with  30  beds 

2 Convalescent  Homes  with  20  beds  and  12  bassinets 
4 Maternity  Homes  with  10  beds 

1 Army  Station  with  30  beds 

Nurses 

15  nurses  are  engaged  in  public  work 
3 are  paid  by  boards  of  health 
6 are  paid  by  boards  of  education 
6 are  paid  by  private  agencies 


None 
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Lewis  County 

Area-1,270  Square  Miles 
High ways-1  ,467  Miles;  Improved-710  Miles 
Population-23,574  Decreased27  percentinlast  sixty  years 
Physicians-19  One  more  than  sixty  years  ago 

Ratio  physician  to  population-1: 1,241 
Physicians  reside  in  9 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

5 

26 

11-20 

8 

42 

21-30 

3 

16 

31-40 

1 

5 

41- 

2 

11 

Total 

19 

100 

Hospitals 

1  General  with  40  beds  and  9 bassinets 
1 Maternity  Home  with  3 beds 

Nurses 

3 nurses  are  engaged  in  public  work 

1 is  paid  from  state  funds 

2 are  paid  by  boards  of  education 


Livingston  County 

Area-631  Square  Miles 

Highways-1,320  Miles;  Improved-1,044  Miles 
Population-36, 168  Decreased  9 per  cent  in  last  sixty  years 
Physicians-57  Increased  68  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 635 
Physicians  reside  in  12  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

18 

32 

11-20 

16 

28 

21-30 

6 

11 

31-40 

5 

9 

41- 

12 

20 

— 

— 

Total 

57 

100 

Hospitals 

1 General  with  22  beds  and  4 bassinets 
1 Tuberculosis  (State)  with  250  beds 
1 Maternity  with  5 beds 
1 Psychopathic  with  2,186  beds 

Nurses 

10  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
3 are  paid  by  boards  of  health 
3 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Madison  County 

Area-650  Square  Miles 

Highways-1,464  Miles;  Improved-650  Miles 
Population-39,900  Decreased  10  per  cent  in  last  sixty  years 
Physicians-53  Increased  51  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 753 
Physicians  reside  in  12  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

15 

28 

11-20 

6 

11 

21-30 

7 

13 

31-40 

9 

17 

41- 

16 

31 

Total 

53 

100 

Hospitals 

3  General  with  120  beds  and  27  bassinets 
7 Maternity  Homes  with  18  beds 

Nurses 

10  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
5 are  paid  by  boards  of  education 
2 are  paid  by  private  agencies 


Monroe  County 

Area-663  Square  Miles 

High  ways-1  ,476  Miles;  Improved- 1,458  Miles 

Population-452,666  Increased  208  per  cent  in  last  sixty 
years 

Population  of  Rochester-339,563  Increased  280  per 
cent  in  last  sixty  years 

Population  outside  of  Rochester-113,103  Increased 
104  per  cent  in  last  sixty  years 

Physicians  in  County-652  Increased  515  per  cent  in  last 
sixty  years 

Physicians  in  Rochester-604  Increased  716  per  cent  in 
last  sixty  years 

Physicians  outside  of  Rochester-48  Increased  50  per 
cent  in  last  sixty  years 

Ratio  physician  to  population  in  County  -1 : 694 
Ratio  physician  to  population  in  Rochester  -1 : 562 
Ratio  physician  to  population  outside  Rochester-1 : 2,355 
Physicians  reside  in  18  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 


Roches- 

Roches- 

ter 

Rural 

ter 

Rural 

1-10 

148 

13 

24 

27 

11-20 

157 

12 

26 

25 

21-30 

126 

6 

21 

13 

31-40 

100 

9 

17 

19 

41- 

73 

8 

12 

16 

Total 

604 

48 

100 

100 

Hospitals 

8 General  with  2,049  beds  and  262  bassinets 

6 Convalescent  Homes  and  Private  Hospitals  with  160 
beds  and  17  bassinets 

1 Tuberculosis  with  400  beds 
1 State  Hospital  for  Insane  with  3,085  beds 

7 Maternity  Homes  with  29  beds 

Nurses 

156  nurses  are  engaged  in  public  work 
80  are  paid  by  boards  of  health 
11  are  paid  by  boards  of  education 
65  are  paid  by  private  agencies 
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Montgomery  County 

Area-398  Square  Miles 
Highways-887  Miles;  Improved-741  Miles 
Population-61,006  Increased  59  percent  in  last  sixty  years 
Physicians-59  Increased  136  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,034 
Physicians  reside  in  9 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

14 

24 

11-20 

11 

19 

21-30 

16 

27 

31-40 

7 

12 

41- 

11 

18 

— 

— 

Total 

59 

100 

Hospitals 

2 General  with  175  beds  and  37  bassinets 
2 Tuberculosis  with  80  beds 
2 Maternity  Homes  with  2 beds 

Nurses 

32  nurses  are  engaged  in  public  work 
7 are  paid  from  state  funds 
3 are  paid  by  boards  of  health 
11  are  paid  by  boards  of  education 
11  are  paid  by  private  agencies 


Niagara  County 

Area-522  Square  Miles 

Highways-951  Miles;  Improved-869  Miles 

Population-162,446  Increased  200  per  cent  in  last  sixty 
years 

Physicians-161  Increased  310  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,015 
Physicians  reside  in  14  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

38 

24 

11-20 

45 

28 

21-30 

27 

17 

31-40 

24 

15 

41- 

27 

16 

— 

— 

Total 

161 

100 

Hospitals 

4 General  with  406  beds  and  72  bassinets 
1 General,  not  listed,  with  32  beds  and  6 bassinets 
1 County  Tuberculosis  with  200  beds 
1 Maternity  Home  with  3 beds 

Nurses 

54  nurses  are  engaged  in  public  work 

1 is  paid  from  state  funds 

12  are  paid  by  boards  of  health 
12  are  paid  by  boards  of  education 
10  are  paid  by  Red  Cross 
17  are  paid  by  industries 

2 are  paid  by  private  agencies 


Nassau  County 


Oneida  County 


Area-274  Square  Miles  Area-1,250  Square  Miles 

Highways-1,949  Miles;  Improved-1,898  Miles  Highways-2,372  Miles;  Improved-1,066  Miles 


Population-381,051  Increased  587  per  cent  in  last  thirty 
years 


Population-199,498  Increased  82  per  cent  in  last  sixty 
years 


Physicians-524  Increased  1,441  per  cent  in  last  thirty 
years 

Ratio  physician  to  population-1 :727 
Physicians  reside  in  51  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

173 

33 

11-20 

170 

33 

21-30 

77 

14 

31-40 

67 

13 

41- 

37 

7 

Total 

524 

100 

Physicians-280  Increased  208  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 7 12 
Physicians  reside  in  29  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

64 

23 

11-20 

63 

23 

21-30 

54 

19 

31-40 

51 

18 

41- 

48 

17 

Total 

280 

100 

Hospitals 


Hospitals 

6 General  with  665  beds  and  104  bassinets 
3 General,  not  listed,  with  53  beds  and  27  bassinets 

1 Army  Station  with  35  beds 

2 Maternity  Homes  with  7 beds 


9 General  with  1,035  beds  and  122  bassinets 
4 Psychopathic  with  7,628  beds  and  24  bassinets 
1 Tuberculosis  (County)  with  180  beds 
3 Maternity  Homes  with  7 beds 
1 Orthopedic  with  40  beds 
1 Eastern  Star  Home  with  82  beds 

Nurses 


Nurses 

121  nurses  are  engaged  in  public  work 

20  are  paid  by  County  Board  of  Health 
61  are  paid  by  boards  of  education 
40  are  paid  by  private  agencies 


64  nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 
10  are  paid  by  boards  of  health 
21  are  paid  by  boards  of  education 
29  are  paid  by  private  agencies 
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Onondaga  County 

Area-781  Square  Miles 

Highways-1,708  Miles;  Improved-1,555  Miles 

Population-311,877  Increased  165  per  cent  in  last  sixty 
years 

Population  of  Syracuse-220,811  Increased  326  percent 
in  last  sixty  years 

Population  outside  of  Syracuse-91,066  Increased  38 
per  cent  in  last  sixty  years 

Physicians  in  County-464  Increased  440  per  cent  in  last 
sixty  years 

Physicians  in  Syracuse-403  Increased  923  per  cent  in 
last  sixty  years 

Physicians  outside  of  Syracuse-61  Increased  30  per 
cent  in  last  sixty  years 

Ratio  of  physician  to  population  in  County  -1 : 672 
Ratio  of  physician  to  population  in  Syracuse  -1 : 548 
Ratio  of  physician  to  population  outsideSyracuse-1 : 1,493 
Physicians  reside  in  25  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 


Syra- 

cuse 

Rural 

Syra- 

cuse 

Rural 

1-10 

65 

20 

16 

33 

11-20 

110 

10 

27 

16 

21-30 

102 

7 

26 

11 

31-40 

65 

12 

16 

20 

41- 

61 

12 

15 

20 

— 

— — 

— 

— 

Total 

403 

61 

100 

100 

Hospitals 

8 General  with  1,080  beds  and  169  bassinets 
5 Maternity  Hospitals  and  Homes  with  45  beds  and  29 
bassinets 

2  Psychopathic  with  48  beds 
1 Tuberculosis  with  255  beds 
1 City  Isolation  with  84  beds 

Nurses 

127  nurses  are  engaged  in  public  work 
5 are  paid  from  state  funds 
43  are  paid  by  boards  of  health 
28  are  paid  by  boards  of  education 
51  are  paid  by  private  agencies 


Ontario  County 

Area-649  Square  Miles 

Highways-1,376  Miles;  Improved-1,225  Miles 
Population-54,972  Increased  11  per  centinlast  sixty  years 
Physicians-93  Increased  158  per  cent  in  last  sixty  years 


Ratio  physician  to  population-1 : 591 
Physicians  reside  in  13  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

24 

26 

11-20 

23 

25 

21-30 

8 

9 

31-40 

20 

21 

41- 

18 

19 

— 

• 

Total 

93 

100 

Hospitals 

3  General  with  714  beds  and  47  bassinets 

2 Tuberculosis  with  67  beds 
1 Veterans’  with  1,115  beds 

3 Maternity  Homes  with  25  beds  and  3 bassinets 
1 Health  Home  with  21  beds 

1 Psychophathic  with  79  beds 

Nurses 

17  nurses  are  engaged  in  public  work 
5 are  paid  from  state  funds 

5 are  paid  by  boards  of  education 
1 is  paid  by  board  of  health 

6 are  paid  by  private  agencies 


Orange  County 

Area-834  Square  Miles 

Highways-1,754  Miles;  Improved-1,754  Miles 
Population-132,152  Increased  50  per  cent  in  last  sixty 
years 

Physicians-186  Increased  288  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 710 
Physicians  reside  in  26  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

44 

24 

11-20 

42 

22 

21-30 

39 

21 

31-40 

33 

18 

41- 

28 

15 

— 

— 

Total 

186 

100 

Hospitals 

9 General  with  551  beds  and  93  bassinets 
3 Tuberculosis  with  448  beds 
2 Psychopathic  with  3,289  beds 
1 Maternity  Home  with  4 beds 
1 Army  Station  with  158  beds  and  8 bassinets 

Nurses 

29  nurses  are  engaged  in  public  work 
5 are  paid  from  state  funds 
13  are  paid  by  boards  of  health 
7 are  paid  by  boards  of  education 
4 are  paid  by  private  agencies 

Orleans  County 

Area-396  Square  Miles 
Highways-752  Miles;  Improved-426  Miles 
Population-28,905  Decreased  4 per  cent  in  last  sixty  years 
Physicians-33  Increased  22  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 :876 
Physicians  reside  in  7 different  communities 


No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

5 

15 

11-20 

4 

12 

21-30 

6 

18 

31-40 

8 

24 

41- 

10 

31 

Total 

33 

100 

Hospitals 

3 General  with  97  beds  and  23  bassinets 

Nurses 

4 nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 

2 are  paid  by  boards  of  education 
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Oswego  County 

Area-966  Square  Miles 

Highways-1,750  Miles;  Improved-1,087  Miles 
Population-69,7  11  Decreased  12per  cent  in  last  sixty  years 
Physicians-64  Increased  16  per  cent  in  last  sixty  years 


Ratio  physician  to  population-1 : 1,090 
Physicians  reside  in  17  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

18 

30 

11-20 

14 

22 

21-30 

5 

8 

31-40 

15 

22 

41- 

12 

18 

— 

— 

Total 

64 

100 

Hospitals 

2 General  with  125  beds  and  22  bassinets 
1 County  Tuberculosis  with  111  beds  and  4 bassinets 

1 Army  Station  with  30  beds 

2 Community  Maternity  with  6 beds 

Nurses 

15  nurses  are  engaged  in  public  work 

2 are  paid  from  state  funds 

3 are  paid  by  boards  of  health 

4 are  paid  by  boards  of  education 
6 are  paid  by  private  agencies 

Otsego  County 

Area-1,009  Square  Miles 

Highways-2,218  Miles;  Improved-1,065  Miles 
Population— 47,198  Decreased  8 per  cent  in  last  sixty  years 
Physicians-67  Increased  72  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 704 
Physicians  reside  in  16  different  communities 


Putnam  County 

Area-233  Square  Miles 
Highways-543  Miles;  Improved-292  Miles 
Population-15,004  Decreased  1 per  cent  in  last  sixty  years 
Physicians-23  Increased  44  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 652 
Physicians  reside  in  6 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

3 

13 

11-20 

5 

22 

21-30 

2 

9 

31-40 

5 

22 

41- 

8 

34 

Total 

23 

100 

Hospitals 

1 General  with  25  beds  and  6 bassinets 

2 Convalescent  Homes  with  40  beds 
1 Emergency  Home  with  3 beds 

Nurses 

7 nurses  are  engaged  in  public  work 
6 are  paid  by  the  county 
1 is  paid  by  board  of  education 

Rensselaer  County 

Area-663  Square  Miles 
Highways-1,448  Miles;  Improved-483  Miles 
Population-122,690  Increased  6 per  cent  in  last  sixty 
years 

Physicians-145  Increased  174  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 846 
Physicians  reside  in  16  different  communities 

No.  OF 

Years  Since  Graduation  Physicians  Percentage 

1-10  35  24 

21 
24 
16 
15 


Years  Since  Graduation 

1-10 

11-20 

21-30 

31-40 

41- 


No.  OF 
Physicians 

12 

15 

12 

10 

18 


Percentage 

18 

22 

18 

15 

27 


ii— 

21-30 

31-40 

41- 


ou 

35 

23 

22 


Total 


67 


100 


Hospitals 

2 General  with  145  beds  and  17  bassinets 
2 Tuberculosis  with  276  beds 
1 Maternity  Home  with  3 beds 


Nurses 

12  nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
9 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Total  145  100 

Hospitals 

3 General  with  525  beds  and  60  bassinets 
1 Maternity  with  30  beds  and  28  bassinets 
1 County  Tuberculosis  with  152  beds 
1 Psychopathic  with  60  beds 
1 Convalescent  with  53  beds 
1 Orphans’  with  31  beds 

1 Health  Center  with  12  beds  and  7 bassinets 
Nurses 

29  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
8 are  paid  by  boards  of  health 
6 are  paid  by  boards  of  education 
12  are  paid  by  private  agencies 
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Rockland  County 

Area-183  Square  Miles 
Highways-435  Miles;  Itnproved-426  Miles 
Population-62,082  Increased  124  per  cent  in  last  sixty 
years 

Physicians-111  Increased  693  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 568 
Physicians  reside  in  19  different  communities 


Years  Since  Graduation 

No.  of 
Physicians 

Percentage 

1-10 

34 

31 

11-20 

35 

31 

21-30 

15 

13 

31-40 

13 

12 

41- 

14 

13 

— 

— 

Total 

Ill 

100 

Hospitals 

2 General  with  133  beds  and  26  bassinets 
1 County  Tuberculosis  with  74  beds 

1  State  Psychopathic  with  4,700  beds 

3 Convalescent  with  173  beds  and  2 bassinets 
1 Orthopedic  with  300  beds 

3 Maternity  Homes  with  12  beds 

Nurses 

21  nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
1 is  paid  by  board  of  health 
12  are  paid  by  boards  of  education 
6 are  paid  by  private  agencies 

St.  Lawrence  County 

Area-2,701  Square  Miles 

Highways-3,261  Miles;  Improved-2,121  Miles 
Population-90,012  Increased  4 per  cent  in  last  sixty  years 
Physicians-84  Increased  65  per  cent  in  last  sixty  years 


Ratio  physician  to  population-1 : 1,072 
Physicians  reside  in  27  different  communities 


Years  Since  Graduation 

No.  of 
Physicians 

Percentage 

1-10 

24 

29 

11-20 

9 

12 

21-30 

14 

16 

31-40 

14 

16 

41- 

23 

27 

— 

— 

Total 

84 

100 

Hospitals 

3 General  with  233  beds  and  48  bassinets 
1 Tuberculosis  with  45  beds 
1 Psychopathic  with  2,141  beds 
6 Maternity  Homes  with  9 beds 

Nurses 

20  nurses  are  engaged  in  public  work 
12  are  paid  from  state  funds 

3 are  paid  by  boards  of  health 

4 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Saratoga  County 

Area-823  Square  Miles 

Highways-1,575  Miles;  Improved-749  Miles 
Population-64,830  Increased  18  per  cent  in  last  sixty  years 
Physicians-86  Increased  126  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 :754 
Physicians  reside  in  17  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

19 

22 

11-20 

18 

21 

21-30 

18 

21 

31-40 

10 

12 

41- 

21 

24 

— 

— 

Total 

86 

100 

Hospitals 

2  General  with  106  beds  and  23  bassinets 

1 General,  not  listed,  with  36  beds  and  6 bassinets 

2 Tuberculosis  with  450  beds 

3 Convalescent  with  61  beds 
2 Maternity  with  6 beds 

Nurses 

17  nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
1 is  paid  by  board  of  health 
7 are  paid  by  boards  of  education 
7 are  paid  by  private  agencies 

Schenectady  County 

Area-206  Square  Miles 
Highways-482  Miles;  Improved-401  Miles 
Population-131,729  Increased  459  per  cent  in  last  sixty 
years 

Physicians-157  Increased  582  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 839 
Physicians  reside  in  4 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

43 

28 

11-20 

32 

20 

21-30 

35 

22 

31-40 

27 

17 

41- 

20 

13 

— 

— 

Total 

157 

* 100 

Hospitals 

1 General  with  251  beds  and  34  bassinets 
3 Maternity  with  25  beds  and  14  bassinets 
1 Tuberculosis  with  126  beds 
1 Orthopedic  with  35  beds 
1 County  Home  with  65  beds 
1 Isolation  with  35  beds 
1 Industrial  with  13  beds 

Nurses 

56  nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
12  are  paid  by  boards  of  health 
26  are  paid  by  boards  of  education 
16  are  paid  by  private  agencies 
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Schoharie  County 

Area-642  Square  Miles 

Highways-1,244  Miles;  Improved-625  Miles 
Population— 1 9 ,7 46  Decreased  40  per  cent  in  last  sixty  years 
Physicians-21  Decreased  5 per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 940 
Physicians  reside  in  9 different  communities 


No.  OF 

Years  Since  Graduation  Physicians  Percentage 
1-10  2 9 

11-20  4 19 

21-30  3 14 

31-40  6 29 

41-  6 29 

Total  21  100 

Hospitals 

1 General,  not  listed,  with  6 beds  and  2 bassinets 

2 Maternity  with  2 beds 

Nurses 

7 nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
4 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Seneca  County 

Area-336  Square  Miles 
Highways-745  Miles;  Improved-669  Miles 
Population— 22,560  Decreased  23  per  cent  in  last  sixty  years 
Physicians-34  Increased  17  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 664 
Physicians  reside  in  7 different  communities 


No.  OF 

Years  Since  Graduation  Physicians  Percentage 
1-10  11  32 

11-20  10  29 

21-30  2 6 

31-40  5 15 

41-  6 18 

Total  34  100 

Hospitals 

2 General  with  43  beds  and  12  bassinets 
1 Psychopathic  with  2,909  beds 

Nurses 

5 nurses  are  engaged  in  public  work 
1 is  paid  from  state  funds 
3 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Schuyler  County 

Area-336  Square  Miles 
Highways-778  Miles;  Improved-459  Miles 
Population-12,982  Decreased  3 1 per  cent  in  last  sixty  years 
Physicians-10  Decreased  64  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 1,298 
Physicians  reside  in  5 different  communities 


Steuben  County 

Area-1,398  Square  Miles 

Highways-3,191  Miles;  Improved- 1,600  Miles 
Population-83,007  Increased  7 per  cent  in  last  sixty  years 
Physicians-89  Increased  68  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 933 
Physicians  reside  in  20  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

2 

20 

1-10 

21 

24 

11-20 

3 

30 

11-20 

19 

21 

21-30 

2 

20 

21-30 

16 

18 

31-40 

3 

30 

31-40 

15 

17 

* 41- 

0 

0 

41- 

18 

20 

Total 

10 

100 

Total 

89 

100 

Hospitals 

1 General  with  28  beds  and  8 bassinets 
1 Psychopathic  with  200  beds 
1 Maternity  Home  with  3 beds 


Hospitals 

5 General  with  291  beds  and  62  bassinets 
1 Tuberculosis  with  59  beds 
1 Veterans’  with  395  beds 


Nurses 

4 nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
1 is  paid  by  board  of  education 
1 is  paid  by  private  agency 


Nurses 

20  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
5 are  paid  by  boards  of  health 
7 are  paid  by  boards  of  education 
5 are  paid  by  private  agencies 
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Suffolk  County 

Area-920  Square  Miles 

Highways-2,787  Miles;  Improved-1,972  Miles 
Population— 169,067  Increased  213  per  cent  in  last  sixty 
years 

Physicians-307  Increased  703  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 551 
Physicians  reside  in  57  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

99 

32 

11-20 

79 

26 

21-30 

51 

17 

31-40 

41 

13 

41- 

37 

12 

— 

— 

Total 

307 

100 

Hospitals 

9 General  with  514  beds  and  104  bassinets 
5 Psychopathic  with  20,319  beds 

1 Tuberculosis  with  162  beds 

2 Army-Veterans’  with  1,458  beds 

3 Maternity  Homes  with  16  beds 

2 Community  Hospitals  with  37  beds  and  14  bassinets 
Nurses 

47  nurses  are  engaged  in  public  work 
17  are  paid  by  boards  of  health 
21  are  paid  by  boards  of  education 
9 are  paid  by  private  agencies 


Sullivan  County 

Area-1,002  Square  Miles 

Highways-1,891  Miles;  Improved-1,088  Miles 
Population-36,176  Increased  11  per  cent  in  last  sixty  years 
Physicians-59  Increased  211  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 613 
Physicians  reside  in  25  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

21 

36 

11-20 

15 

25 

21-30 

11 

19 

31-40 

6 

10 

41- 

6 

10 

Total 

59 

100 

Hospitals 

4  General  with  85  beds  and  17  bassinets 

1 General,  not  listed,  with  24  beds  and  5 bassinets 
4 Tuberculosis  with  255  beds 

2 Maternity  with  5 beds 

1 Psychopathic  with  750  beds 

Nurses 

8 nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 
4 are  paid  by  boards  of  education 


Tioga  County 

Area-520  Square  Miles 

Highways-1  ,088  Miles;  Improved-443  Miles 
Population-26,023  Decreased  20  per  cent  in  last  sixty  years 
Physicians-40  Increased  43  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 650 
Physicians  reside  in  8 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

9 

23 

11-20 

5 

12 

21-30 

2 

5 

31-40 

8 

20 

41- 

16 

40 

Total 

40 

100 

Hospitals 

1 General  with  56  beds  and  12  bassinets 
1 Psychopathic  with  50  beds 
1 Maternity  Home  with  2 beds 

Nurses 

3 nurses  are  engaged  in  public  work 
2 are  paid  by  boards  of  education 
1 is  paid  by  Red  Cross 


Tompkins  County 

Area-476  Square  Miles 

High  ways- 1,1 08  Miles;  Improved-710  Miles 
Population-44 , 1 48 1 ncreased  28  per  cent  in  last  sixty  years 
Physicians-79  Increased  193  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 559 
Physicians  reside  in  9 different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

18 

23 

11-20 

19 

24 

21-30 

14 

18 

31-40 

15 

19 

41- 

13 

16 

— 

— 

Total 

79 

100 

Hospitals 

3 General  with  126  beds  and  23  bassinets 
2 Tuberculosis  with  280  beds 
1 Orthopedic  with  80  beds 

Nurses 

14  nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 

3 are  paid  by  boards  of  health 

4 are  paid  by  boards  of  education 
3 are  paid  by  private  agencies 


216 


JOSEPH  S.  LAWRENCE 


[N.  Y.  State  J.  M. 


Ulster  County  Washington  Comity 


Area-1,137  Square  Miles 
Highways-1,854  Miles;  Improved-570  Miles 
Population-81  ,405  Decreased  5 per  cent  in  last  sixty  years 
Physicians-104  Increased  73  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 782 
Physicians  reside  in  27  different  communities  ' 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

20 

19 

11-20 

27 

26 

21-30 

19 

18 

31-40 

14 

14 

41- 

24 

23 

— 

— 

Total 

104 

100 

Hospitals 

2  General  with  202  beds  and  31  bassinets 
1 Veterans’  with  14  beds  and  5 bassinets 
1 County  Tuberculosis  with  56  beds 

1 Psychopathic  with  100  beds 

2 Convalescent  with  49  beds 

Nurses 

17  nurses  are  engaged  in  public  work 
4 are  paid  from  state  funds 
4 are  paid  by  boards  of  health 
6 are  paid  by  boards  of  education 
3 are  paid  by  private  agencies 


Area-837  Square  Miles 

Highways-1,589  Miles;  Improved— 472  Miles 
Population— 45,862  Decreased  4 per  cent  in  last  sixty  years 
Physicians— 46  Increased  39  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 997 
Physicians  reside  in  1 1 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

8 

17 

11-20 

9 

20 

21-30 

7 

15 

31-40 

9 

20 

41- 

13 

28 

Total 

46 

100 

Hospitals 

2 General  with  113  beds  and  21  bassinets 

3 Maternity  Homes  with  8 beds 

Nurses 

10  nurses  are  engaged  in  public  work 

4 are  paid  from  state  funds 

5 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 


Warren  County 

Area-876  Square  Miles 

Highways-1,039  Miles;  Improved-292  Miles 
Population-35,245  Increased  40  per  cent  in  last  sixty  years 
Physicians-67  Increased  319  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 526 
Physicians  reside  in  11  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

15 

22 

11-20 

10 

15 

21-30 

13 

20 

31-40 

14 

21 

41- 

15 

22 

— 

— 

Total 

67 

100 

Hospitals 

1 General  with  80  beds  and  15  bassinets 
1 County  Tuberculosis  with  52  beds 

Nurses 

12  nurses  are  engaged  in  public  work 
3 are  paid  from  state  funds 
3 are  paid  by  boards  of  health 
3 are  paid  by  boards  of  education 
3 are  paid  by  private  agencies 


Wayne  County 

Area-599  Square  Miles 

Highways-1,401  Miles;  Improved-1,303  Miles 
Population— 49,380  Decreased  4 per  cent  in  last  sixty  years 
Physicians-65  Increased  71  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 759 
Physicians  reside  in  15  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

17 

26 

11-20 

13 

20 

21-30 

6 

9 

31-40 

12 

19 

41- 

17 

26 

Total 

65 

100 

Hospitals 

3  General  with  78  beds  and  16  bassinets 
1 General,  not  listed,  with  27  beds  and  4 bassinets 
1 Psychopathic  with  2,156  beds 

Nurses 

9 nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
1 is  paid  by  board  of  health 
5 are  paid  by  boards  of  education 
1 is  paid  by  private  agency 
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Westchester  County  Wyoming  County 


Area-448  Square  Miles 

Highways-1,096  Miles;  Improved-744  Miles 
Population-593,744  Increased  445  per  cent  in  last  sixty 
years 

Physicians-998  Increased  1,412  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 595 
Physicians  reside  in  49  different  communities 


Years  Since  Graduation 

No.  OF 
Physicians 

Percentage 

1-10 

254 

26 

11-20 

320 

32 

21-30 

185 

18 

31-40 

127 

13 

41- 

112 

11 

— 

— 

Total 

998 

100 

Hospitals 

16  General  with  2,449  beds  and  332  bassinets 

3 Tuberculosis  wdth  388  beds 

9 Nervous  and  Mental  with  758  beds 

4 Convalescent  with  328  beds 
2 Cardiac  with  135  beds 

1  Orthopedic  with  73  beds 
1 Communicable  Disease  with  87  beds 

Nurses 

181  nurses  are  engaged  in  public  work 
59  are  paid  by  boards  of  health 
61  are  paid  by  boards  of  education 
61  are  paid  by  private  agencies 


Area-601  Square  Miles 

Highways— 1,094  Miles;  Improved-594  Miles 
Population— 28,754  Decreased  7 per  cent  in  last  sixty  years 
Physicians— 40  Increased  43  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 719 
Physicians  reside  in  13  different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

8 

20 

11-20 

8 

20 

21-30 

4 

10 

31-40 

6 

15 

41- 

14 

35 

Total 

40 

100 

Hospitals 

1 General  with  112  beds  and  23  bassinets 
1 Convalescent  Home  with  40  beds 
1 Nursing  Home  with  2 beds 

Nurses 

5  nurses  are  engaged  in  public  work 

2 are  paid  from  state  funds 

3 are  paid  by  boards  of  health 


Yates  County 

Area-343  Square  Miles 
Highways-814  Miles;  Improved-649  Miles 
Population-17, 196  Decreased  18  per  cent  in  last  sixty  years 
Physicians-26  Increased  53  per  cent  in  last  sixty  years 

Ratio  physician  to  population-1 : 699 
Physicians  reside  in  5 different  communities 

No.  OF 


Years  Since  Graduation 

Physicians 

Percentage 

1-10 

3 

12 

11-20 

3 

12 

21-30 

5 

19 

31-40 

9 

34 

41- 

6 

23 

Total 

26 

100 

Hospitals 

1 General  with  46  beds  and  10  bassinets 
Nurses 

4  nurses  are  engaged  in  public  work 
2 are  paid  from  state  funds 
2 are  paid  by  boards  of  health 


FORENSIC  NEUROPSYCHIATRY 

Moses  Keschner,  M.D.,  New  York  City 


In  view  of  the  frequency  with  which 
neuropsychiatric  problems  are  impor- 
tant issues  in  criminal,  testamentary, 
negligence,  and  workmen’s  compensation 
cases,  it  is  difficult  to  explain  the  lack  of 
interest  in  this  subject  on  the  part  of  most 
neuropsychiatrists  in  this  country.  The 
possible  reasons  for  this  attitude  may  be : 
(1)  the  erroneous  belief  held  by  some  that 
the  practice  of  forensic  neuropsychiatry 
demands  contacts  with  lawyers  and  poli- 
ticians— contacts  generally  regarded  un- 
pleasant and  distasteful  to  scientifically 
minded  individuals ; (2)  the  general  lack 

of  interest  in  forensic  medicine — especi- 
ally in  forensic  neuropsychiatry — by 
medical  educators  in  this  country. 

Most  medical  schools  fail  to  provide 
well  organized  instruction  in  these  sub- 
jects. In  a recently  established  course  in 
forensic  medicine  in  one  of  the  metro- 
politan medical  schools  the  only  reference 
in  the  curriculum  to  forensic  neuropsychi- 
atry reads  as  follows : “Some  facts  relat- 

ing to  the  medicolegal  aspects  of  mental 
disease  are  discussed  and  instruction  is 
given  in  the  examination  and  commitment 
of  the  mentally  sick.”  Since  the  World 
War  the  general  public  has  become  more 
or  less  mental-hygiene  conscious  with  the 
result  that  several  of  our  educational  insti- 
tutions became  interested  in  criminology, 
and  some  excellent  courses  are  now  offered 
in  this  subject;  most  of  these,  however, 
are  devoted  more  to  the  sociologic  than  to 
the  biologic  aspects  of  the  problem. 

Forensic  psychiatry  in  its  relation  to 
criminology  pivots  around  the  question  of 
mental  responsibility  of  an  individual 
charged  with  the  commission  of  an  anti- 
social act.  Psychiatrists  encounter  great 
difficulty  in  attempting  to  reconcile  the 
psychiatric  with  the  legal  point  of  view  as 
to  mental  responsibility.  It  is  high  time 
that  the  meaningless  terms  of  legal  in- 
sanity and  medical  insanity  be  discarded. 
That  this  view  is  also  held  by  some  en- 


lightened judges  is  well  exemplified  by  the 
following  statement  by  Judge  Doe  in  a 
recent  case:  “That  cannot  be  a fact  in 

law  which  is  not  a fact  in  science;  that 
cannot  be  health  in  law  which  is  disease 
in  fact.  And  it  is  unfortunate  that  courts 
should  maintain  a contest  with  science 
and  the  laws  of  nature  upon  a question 
of  fact  which  is  within  the  province  of 
science  and  outside  the  domain  of  law.” 
The  determination  of  mental  responsi- 
bility should  not  be  a matter  of  law. 
Mental  responsibility  is  a matter  of  fact 
to  be  determined  by  those  trained  in  ob- 
taining and  interpreting  the  facts  regard- 
ing human  behavior. 

The  legal  standard  of  knowledge  of 
right  and  wrong  as  a yardstick  for  meas- 
uring mental  responsibility  does  not  con- 
form to  the  facts  as  psychiatrists  see  them. 
The  law  is  interested  in  the  criminal  act, 
whereas  psychiatry  is  chiefly  concerned 
with  the  individual  who  commits  it  and 
with  the  determination  of  the  presence  or 
absence  of  organic  brain  disease  or  of  a 
personality  defect  that  may  account  for 
the  commission  of  the  crime  and  the  un- 
conscious motivation  of  the  act. 

The  law  still  adheres  tenaciously  to 
concepts  of  mental  responsibility,  guilt, 
and  punishment  formulated  centuries 
ago.  Most  of  these  formulations  are 
based  on  old  concepts  of  lack  of  cognition, 
irresistible  impulse,  delusion,  and  mono- 
mania. Sheldon  Glueck  justly  criticizes 
these  concepts  as  tests  of  mental  responsi- 
bility in  “that  their  employment  as  such 
neglects  the  fundamental  notion  of  the 
unity  of  mind  and  interrelationship  of 
mental  processes  and  the  fact  that  a dis- 
turbance in  the  cognitive,  volitional,  or 
emotional  sphere,  as  the  case  may  be,  can 
hardly  occur  without  its  affecting  the 
personality  as  a whole  and  the  conduct 
flowing  from  that  personality.” 

It  is  to  the  credit  of  psychiatrists  that 
they  are  taking  the  initiative  in  the  read- 
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justment  of  society’s  attitude  toward  the 
crime  problem  but,  as  with  all  reorienta- 
tions in  subjects  which  concern  both  the 
individual  and  society,  there  are  many 
obstacles  to  overcome.  One  of  these  is 
that  society  has  not  as  yet  learned  how 
to  relate  crime  to  biology  and  to  social 
and  psychologic  factors.  Another  ob- 
stacle is  the  law’s  cautiousness  in  accept- 
ing modern  psychiatric  formulations  ow- 
ing to  the  uncertainty  of  the  psychia- 
trist’s knowledge  in  this  field.  It  is  this 
uncertainty  of  knowledge,  which  must  be 
admitted  to  exist,  that  causes  many  mis- 
informed persons  to  criticize  adversely  the 
integrity  of  psychiatric  experts  who  do  not 
agree.  These  critics  forget  that  honest 
differences  of  opinion  are  encountered 
daily  in  various  walks  of  life  and  that  the 
judges  of  the  United  States  Supreme 
Court  are  not  always  unanimous  in  their 
opinions.  Many  of  the  disagreements  by 
medical  witnesses  are  more  apparent  than 
real;  they  are  in  most  cases  due  to  the 
absurd  method  of  legal  procedure  during 
which  evidence  is  attempted  to  be  ob- 
tained by  insisting  that  the  witness  “an- 
swer the  question  yes  or  no,”  without  giv- 
ing him  an  opportunity  to  explain  his 
views  and  reasons  for  the  answer. 

Another  legal  absurdity  which  casts 
discredit  on  the  medical  witness  and 
especially  the  psychiatrist,  exposing  him 
not  infrequently  to  ridicule,  is  the  hypo- 
thetical question.  In  most  instances 
the  amount  of  valuable  information  ob- 
tained from  answering  a hypothetical 
question  may  be  said  to  be  in  an  inverse 
proportion  to  its  length.  The  hypo- 
thetical question  has  been  properly  char- 
acterized as  a vehicle  affording  opportuni- 
ties for  lawyers  and  experts  to  engage  in 
matching  wits  and  in  a metaphysical  dis- 
cussion of  nonsensical  and  obscure  ques- 
tions. The  most  serious  objection  to  the 
hypothetical  question  is  that  it  may  in- 
clude the  assumption  of  only  such  facts 
as  have  been  proved  or  are  expected  to 
be  proved  as  favorable  only  to  the  case 
of  the  proponent  of  the  question.  More- 
over, the  expert  himself  may  not  believe 
in  the  truth  of  the  facts  assumed.  Chief 
Justice  Emery  of  the  Supreme  Court  of 


Maine,  in  commenting  on  expert  evidence 
as  a necessary  evil  “ not  much  praised  or 
welcomed,”  speaks  of  the  hypothetical 
question  as  follows:  “Often  the  data 

given  are  conflicting  and  even  impossible, 
presenting  cases  never  met  with  in  medi- 
cal experience.  In  fine,  the  hypothetical 
question  rarely  presents  a case  as  it  is 
and  answers  confined  to  it  are,  therefore, 
misleading.  So  convinced  am  I of  the 
justice  of  this  complaint  that  I have  never 
required  an  answer  to  a hypothetical 
question  but  have  left  it  to  the  medical 
witness  to  answer  or  not  as  he  pleased.” 

It  has  been  suggested  that  the  hypo- 
thetical question  should  be  abolished  alto- 
gether, or  if  it  must  remain,  that  it  con- 
tain only  such  facts  as  have  been  elicited 
in  the  evidence  and  that  the  expert  be 
permitted  reasonable  latitude  in  rejecting 
inconsistencies  and  in  evaluating  evi- 
dence which  is  confirmed  by  other  evi- 
dence and,  furthermore,  that  the  question 
be  prepared  in  chambers  or  in  court  by 
the  judge  and  opposing  counsel  to  the  ex- 
clusion of  the  jury  and  all  witnesses  in  the 
case. 

Forensic  psychiatry  is  not  infrequently 
discredited  on  account  of  the  carelessness 
with  which  some  psychiatrists  approach 
the  problem  and  on  account  of  the  igno- 
rance and  dishonesty  of  others.  The  lat- 
ter has  recently  been  caustically  com- 
mented upon  by  John  Clarke  Knox  as 
follows:  “But  the  practice  of  medicine 

like  the  practice  of  law  and  other  profes- 
sions is  sometimes  accursed  by  men  of 
base  natures  and  of  the  character  of 
charlatans.  These  sometimes  subject  the 
art  to  the  suspicion  that  it  is  but  little 
more  than  a mercenary  trade.  The 
quack  and  the  fraud  is  to  be  found  both 
within  and  without  the  court  room.  On 
the  highways  and  byways  of  life  he  preys 
upon  the  ignorant  and  the  unwise.  With- 
in the  halls  of  justice  he  perjures  himself 
upon  the  altar  of  truth  and  reflects  dis- 
credit upon  the  guild  in  which  he  claims 
membership.  At  times  he  raises  doubts 
in  the  minds  of  intelligent  men  as  to 
whether  medicine  in  general,  and  psychia- 
try in  particular,  have  any  real  claim  to 
a scientific  basis.  Day  after  day  we  find 
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physicians  arrayed  on  opposite  sides  of  a 
law  suit;  each  will  be  given  the  same  set 
of  facts,  and  asked  to  draw  a reasonable 
conclusion  from  the  evidence  before  him. 
Very  often  the  opinions  expressed  by  the 
opposing  physicians  are  as  far  apart  as 
the  poles;  and  in  all  too  many  instances 
the  opinions  are  determined  not  by  the 
facts  but  by  the  necessities  of  the  litigant 
retaining  the  physicians  who  gave  them 
utterance.  A doctor,  it  is  true,  is  under 
great  obligation  to  his  patient,  and  a 
lawyer,  undoubtedly,  owes  an  understand- 
ing duty  to  his  client,  but  the  obligation  of 
one,  and  the  duty  of  the  other  is  no  justi- 
fication for  the  prostitution  of  the  law  and 
the  rightful  expectations  of  organized 
society.” 

Unfortunately  this  severe  arraignment 
of  medical  experts  is,  in  no  few  instances, 
well  deserved.  It  is  not  an  uncommon  ex- 
perience to  see  in  court  that  medical — and 
especially  psychiatric — experts  forget  that 
they  are  witnesses  who,  after  obtaining 
the  facts,  are  expected  to  deduce  from 
them  as  a result  of  special  knowledge  and 
experience,  certain  definite  conclusions 
regardless  of  the  effect  that  these  may 
have  on  the  legal  issues  of  the  case. 
Whenever  an  expert  ceases  to  adhere 
rigidly  to  this  principle  he  assumes  the 
double  r61e  of  physician  and  lawyer.  In 
commenting  on  this  attitude  of  some  ex- 
perts Roscoe  Pound  has  said:  “It  has 

become  their  job  to  work  out  and  ex- 
pound ingenious  theories  to  make  every 
one  understand  that  for  other  purposes 
and  for  other  occasions  the  man  was  un- 
doubtedly sane.” 

These  defects  in  the  method  of  legal 
procedure  are  gradually  being  eliminated 
by  the  psychiatrists  themselves.  One 
significant  step  in  this  direction  has  been 
the  creation  of  Boards  of  Certification  in 
Psychiatry  and  Neurology  whose  duty  it 
is  to  certify  as  to  the  satisfactory  moral 
and  ethical  standing  and  to  the  compe- 
tency of  experts.  Although  these  Boards 
have  been  functioning  only  for  a relatively 
short  time  the  justification  for  their  exist- 
ence is  becoming  more  manifest  every  day 
by  the  unusually  high  type  of  expert  who 
is  beginning  to  appear  in  the  courts. 


The  so-called  “battle  of  experts”  is 
gradually  being  eliminated  by  the  adop- 
tion in  many  jurisdictions  of  a new  pro- 
cedure in  the  method  of  determining  the 
mental  condition  of  an  individual  accused 
of  having  committed  a crime.  The  gen- 
eral basis  for  this  new  method  is  a statu- 
tory provision  for  the  examination  of  the 
offender  by  a board  or  commission  of  im- 
partial experts  appointed  by  the  court  in 
each  case  or  by  a standing  committee  in 
a state  hospital  for  mental  disease.  Such 
boards  or  commissions  are  empowered 
to  investigate  thoroughly  the  details  of 
the  crime  alleged,  the  offender’s  family 
and  developmental  history,  his  physical 
condition  including  laboratory  findings, 
environment,  intelligence,  emotional  re- 
actions, and  degree  of  responsibility  to  be 
attributed  to  him.  The  report  and  con- 
clusions are  then  submitted  to  the  court 
but  they  are  also  accessible  to  the  prose- 
cuting officer,  the  defendant’s  attorney, 
and  the  probation  officer.  Massachusetts 
was  the  first  state  in  the  Union  to  enact 
such  a law,  the  so-called  Brigg’s  Law. 
This  statute  is  admitted  by  most  psychia- 
trists and  by  many  legal  authorities  to  be 
the  most  progressive  piece  of  legislation 
yet  enacted  to  secure  impartial  and  un- 
biased opinions  as  to  the  mental  condition 
of  those  accused  of  crime.  It  is  hoped 
that,  when  similar  methods  of  determin- 
ing the  mental  condition  of  those  accused 
of  crime  will  have  been  adopted  by  the 
various  states,  the  function  of  the  jury 
will  be  limited  to  the  determination  as  to 
whether  the  criminal  act  was  committed, 
as  charged,  by  the  accused  and  that  his 
responsibility,  total  or  partial,  which  in 
the  ultimate  analysis  is  a question  of 
psychiatric  diagnosis,  will  be  determined 
by  nonpartisan  physicians  intensively 
trained  in  neuropsychiatry. 

As  ideal  and  consistent  as  this  method 
of  procedure  is  with  modern  psychiatric 
thought,  yet  there  is  a legal  obstacle 
which  may  sometimes  defeat  both  the 
intent  and  purpose  of  such  a method. 
This  obstacle  is  the  constitutional  right 
of  the  accused  to  have  his  defense  of  in- 
sanity tried  by  a jury  of  his  peers.  The 
average  jury  is  usually  unable  to  dis- 
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tinguish  between  competent  and  incompe- 
tent experts,  and  the  common  law  allows 
experts  to  be  called  on  behalf  of  the  inter- 
ested parties  so  that  it  may  sometimes  be 
impossible  to  present  to  the  jury  clear, 
unbiased,  and  impartial  evidence.  Still, 
it  may  not  be  too  optimistic  to  hope, 
even  without  depriving  the  accused  of 
his  constitutional  and  common  law  rights, 
that  lawyers,  judges,  and  the  public  at 
large  may  learn  to  realize  that  true  justice 
will  be  best  subserved  by  the  universal 
adoption  of  some  such  method  of  impar- 
tial determination  of  an  offender’s  mental 
condition  as  is  at  present  in  operation  in 
Massachusetts  and  in  a few  other  states. 

It  must,  however,  be  borne  in  mind  that 
while  this  reorientation  as  to  procedure  is 
progressing,  psychiatrists  must  not  assume 
an  attitude  of  self-sufficiency  as  to  their 
knowledge  of  this  branch  of  psychiatry. 
There  are  in  this  field  many  problems  for 
the  solution  of  which  the  law  looks  to 
psychiatry.  Thus  a fruitful  field  for 
study  would  be  the  various  types  of  so- 
called  psychopathy.  From  35  to  40  per 
cent  of  the  inmates  of  prisons  and  re- 
formatories are  classified  as  psychopaths, 
yet  we  have  very  little  definite  knowledge 
about  delinquent  psychopaths.  Studies 
like  those  of  dementia  praecox  should  be 
undertaken  from  every  possible  angle. 
The  data  obtained  from  such  investiga- 
tions could  then  be  correlated  and  so  inte- 
grated that  they  would  be  helpful  in  our 
orientation  as  to  the  causes  of  crime  and 
recidivism  with  a view  of  a possible  modi- 
fication of  the  personality  of  these  indi- 
viduals. 

These  and  similar  problems  merit  the 
attention  of  psychiatry,  which  should  be  an 
auxiliary  to  the  legal  machinery  concerned 
with  the  detection  of  criminals,  probation, 
parole,  and  penology  in  general. 

The  neuropsychiatrist  also  plays  an  im- 
portant role  in  the  administration  of  the 
law  of  accidental  injuries. 

Injuries  to  the  nervous  system  result- 
ing from  the  increasing  use  of  mechanical 
devices  in  industry  and  everyday  life  are 
undoubtedly  on  the  increase.  This  in- 
crease is  reflected  by  a corresponding  in- 
crease in  the  number  of  litigated  cases 


under  the  Workmen’s  Compensation 
Laws  and  in  suits  for  personal  injuries  in 
negligence  cases.  In  the  adjudication  of 
these  cases,  juries,  judges,  and  referees 
look  to  the  neuropsychiatrist  for  a deter- 
mination of  the  causal  relationship  be- 
tween the  accident  and  the  injury  as  well 
as  for  an  estimation  of  the  degree  of  dis- 
ability and  of  the  amount  of  compensation 
or  money  damages,  as  the  case  may  be. 

In  view  of  the  law’s  demand  that  these 
determinations  be  based  on  reasonable 
probabilities  and  not  on  possibilities,  the 
neuropsychiatrist  is  not  infrequently  con- 
fronted with  difficult  problems. 

Cases  in  which  an  accident  has  pro- 
duced structural  changes  in  the  injured 
parts  present,  as  a rule,  the  least  difficul- 
ties. The  presence  of  objective  evidence 
of  disease  in  these  cases  makes  a reason- 
able estimation  of  causal  relationship 
and  degree  of  disability  a relatively 
simple  matter.  The  problem,  however, 
becomes  much  more  intricate  in  cases  in 
which,  though  there  is  no  doubt  that  the 
patient  had  sustained  a severe  injury, 
there  are  no  objective  evidences  of  the 
presence  of  a pathologic  process  as  far  as 
can  be  determined  by  our  present  methods 
of  investigation.  This  is  especially  the 
case  in  patients  who  have  sustained  a 
head  injury  with  or  without  fracture  of 
the  skull,  and  with  or  without  a history 
of  disturbance  of  consciousness.  In  these 
patients  the  symptomatology  may  be  en- 
tirely subjective  and  the  clinical  picture 
so  strikingly  uniform  that  it  is  regarded 
as  a clinical  entity  to  which  the  designa- 
tion of  “postconcussion  syndrome’’  has 
been  attached.  In  spite  of  the  unusually 
large  number  of  these  cases  and  of  the 
extensive  experiences  gained  during  the 
World  War,  as  well  as  from  experimental 
investigations  in  animals,  our  knowledge 
concerning  this  group  of  cases  is  still 
nebulous.  The  reaction  of  these  patients 
to  trauma,  the  element  of  claims  for  com- 
pensation or  money  damages  in  negligence 
cases  are  all  additional  factors  in  obscur- 
ing many  of  the  medical  issues  involved. 
Without  prolonged  observation  it  may  at 
times  be  impossible  to  determine  with  any 
degree  of  reasonable  probability  whether 
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one  is  dealing  with  structural  changes, 
functional  disturbances,  psychogenic  fac- 
tors, or  with  deliberate  simulation,  or  with 
all  of  these. 

Much  of  the  existing  confusion  about 
these  cases  is  attributable  to  the  fact  that 
the  technical  designations  of  traumatic 
conditions  encountered  in  practice  change 
so  rapidly  in  their  current  significance  in 
the  mouths  of  judges,  referees,  lawyers, 
and  physicians  that  it  is  at  times  impos- 
sible to  know  whether  we  all  mean  the 
same  thing  when  we  attach  a given  name 
to  it.  Take,  for  example,  the  term  cere- 
bral concussion;  in  some  cases  this  term  is 
applied  to  convey  the  idea  that  the  patient 
is  suffering  from  the  effects  of  diffuse 
petechial  hemorrhages  in  the  brain;  in 
others  from  diffuse  edema,  in  others  from 
changes  in  the  hydrodynamics  of  the 
cerebrospinal  fluid  in  the  cranial  cavity, 
in  others  from  vascular  spasm  and  inter- 
ference with  the  intracranial  circulation, 
and  in  still  others  from  contusions  in  the 
so-called  silent  areas  of  the  brain.  Our 
knowledge  of  the  mechanism  of  cerebral 
concussion  is  inadequate,  and  it  is  impera- 
tive that  neurologists  direct  their  atten- 
tion to  an  accurate  investigation  of  brains 
that  have  been  subjected  to  trauma,  tak- 
ing into  consideration  the  nature  of  the 
violence  that  has  produced  the  pathologic 
changes  in  them. 

There  is  no  less  confusion  about  the 
designation  “traumatic  neurosis.”  Some 
neuropsychiatrists  employ  this  term  to 
designate  a type  of  reaction  to  terror  and 
anxiety  and  to  an  emotional  state  ac- 
companying a life-threatening  situation. 
Others  deny  the  existence  of  a traumatic 
neurosis  altogether,  because  they  say 
that  in  such  cases  one  is  dealing  only  with 
hysteria,  or  with  neurasthenia  or  with  a 
psychoneurosis  indistinguishable  from 
these  conditions  when  they  are  due  to 
other  causes  than  trauma.  Still  others 
believe  that  in  these  cases  the  trauma 
serves  as  an  apparent  reason  for  a dis- 
tress which  may  actually  be  due  to  a pre- 
existing, though  not  recognizable,  mental 
or  physical  disorder,  or  to  conflicts  under 
which  the  patient  was  laboring  and  was, 
as  Reichardt  says,  “just  about  to  break.” 


There  seems  to  be  no  general  agreement 
as  to  the  use  of  the  designation  “trau- 
matic encephalopathy.”  Some  employ 
this  term  to  designate  only  cases  in  which 
there  are  clinical  evidences  that  struc- 
tural changes  have  occurred  in  the  brain 
following  a trauma  to  it.  Others  apply 
this  designation  to  all  cases  in  which 
physiologic  disturbances  of  cerebral 
mechanisms  are  present  although  no 
organic  changes  are  demonstrable,  where- 
as still  others  prefer  to  designate  these 
cases  as  litigation  or  compensation  neu- 
roses and  regard  the  symptoms  as  reac- 
tions to  the  hope  for  recompense  and  de- 
sire for  revenge. 

There  is  no  unanimity  of  opinion  as  to 
the  significance  of  a positive  encephalo- 
gram in  cases  following  head  trauma. 
Some  observers  are  certain  that  a positive 
encephalogram  is  indicative  of  structural 
changes  in  the  brain.  Other  equally  reli- 
able observers  hesitate  to  attach  such 
definite  significance  to  positive  intra- 
cranial aerograms  because  they  claim 
that  thus  far  no  norms  for  encephalograms 
have  been  established  as  too  few  controls 
have  been  studied,  although  all  observers 
agree  that  a positive  encephalogram  is  of 
diagnostic  significance  only  when  taken 
in  conjunction  with  the  entire  clinical 
picture. 

As  one’s  experience  with  these  cases 
becomes  more  extensive  and  he  is  offered 
the  opportunity  to  study  and  observe 
them  for  a prolonged  period,  the  convic- 
tion is  forced  upon  him  that  in  all  prob- 
ability too  many  cases  are  pronounced  as 
being  psychogenic  when  they  are  in  fact 
functional — they  are  probably  due  to  dis- 
turbances in  nerve  cell  function  which  are 
not  necessarily  registered  by  detectable 
histologic  changes. 

The  neuropsychiatrist  is  not  infre- 
quently confronted  with  a most  perplex- 
ing problem  when  he  is  called  upon  to  ex- 
press an  opinion  with  a reasonable  degree 
of  certainty  as  to  the  causal  relationship 
between  a given  injury  and  the  develop- 
ment or  aggravation  of  tumor  of  the 
brain,  or  of  the  spinal  cord,  or  of  a pri- 
mary degenerative  disease  of  the  nervous 
system  or  of  an  endogenous  psychosis. 
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An  opinion  is  presumed  to  be  based  on 
factual  knowledge  and  not  merely  on  a 
guess.  Who  has  sufficient  factual  knowl- 
edge of  the  causation  of  any  of  the  condi- 
tions mentioned  above  to  enable  him  to 
give  under  oath  an  opinion  with  a reason- 
able degree  of  certainty  or  even  probabil- 
ity, affirming  or  denying  the  causal  rela- 
tionship between  a trauma  and  any  one 
of  these  conditions?  Animal  experiments 
have  yielded  no  satisfactory  information 
on  this  subject.  As  a matter  of  fact,  ex- 
cept for  the  convulsive  state  following 
blows  to  the  head  and  possibly  some 
tumors,  none  of  the  conditions  under  dis- 
cussion have  ever  been  produced  experi- 
mentally in  animals.  The  literature  con- 
tains as  many  expressions  by  authors  af- 
firming the  production  of  some  of  these 
conditions  by  trauma  as  it  does  by  other 
equally  eminent  authorities  denying  such 
occurrence.  Various  hypotheses  are  offered 
by  the  former  in  substantiation  of  their 
opinions.  Some  would  attribute  the  ap- 
pearance of  some  of  these  conditions  to 
vascular  damage,  others  to  changes  in  the 
cerebrospinal  fluid  circulation  leading  to 
molecular  disintegration,  and  still  others 
to  a tearing  of  the  lymph  spaces  leading  to 
necrobiotic  processes  in  the  nerve  paren- 
chyma, etc. 

Hypotheses  are  not  facts,  and  opinions 
based  on  hypotheses  are  not  opinions  but 
mere  guesses.  On  what  hypothesis  or 
theory  can  one  explain  the  occurrence  or 
aggravation  of  a disease  like  amyotrophic 
lateral  sclerosis  with  its  progressive  selec- 
tive involvement  of  anterior  horn  cells 
and  the  pyramidal  tracts,  following  an 
injury  to  the  back  so  slight  that  the  in- 
jured man  was  able  to  continue  his  work 
uninterruptedly  during  the  next  five  days 
when  it  was  noted  for  the  first  time  that 
the  man’s  gait  was  spastic?  Yet  I heard 
a neurologist  testify  under  oath  that  in 
his  opinion  the  amyotrophic  lateral  scler- 
osis was  due  to  the  injury.  The  truth  of 
the  matter  is  that  our  present  knowledge 
of  the  facts  of  causal  relationship  in  such 
cases  is  so  inadequate  that  any  opinion 
expressed  concerning  it  is  of  no  scientific 
value,  and  wholly  within  the  realm  of 
speculation. 


In  view  of  what  has  been  said  so  far,  I 
believe  that  until  such  time  as  the  neuro- 
psychiatrist will  possess  more  and  definite 
knowledge  as  to  the  etiology  and  patho- 
genesis of  these  conditions,  he  should  not 
be  required  to  give  an  opinion  as  to  causal 
relationship.  All  that  the  neuropsychia- 
trist can  offer  to  the  law  is  the  determina- 
tion of  the  existence  of  the  condition  in 
question  and  the  degree  of  disability 
therefrom.  The  causal  relationship  will 
then  have  to  be  determined  by  some  arti- 
ficial standard  based  on  some  such  tests 
as  these:  (1)  Was  the  injured  person 

able  to  carry  on  his  usual  occupation  in  a 
regular  manner  immediately  prior  to  the 
receipt  of  the  injury?  (2)  Was  the  in- 
jured person  free  from  symptoms  of  the 
disease  from  which  he  is  suffering  prior 
to  the  injury?  (3)  What  was  the  tem- 
poral relationship  between  the  appearance 
of  the  first  symptoms  of  the  disease  and 
the  time  of  the  injury?  (4)  Is  the  injured 
person  incapacitated  as  a result  of  the 
disease,  and  if  so,  to  what  extent? 

So  that,  if  the  injured  person  was  able 
to  carry  on  before  the  accident,  and  was 
free  from  symptoms,  and  if,  during  a 
period,  not  too  short  nor  too  long,  follow- 
ing the  accident  there  developed  the 
physical  or  mental  condition  from  which 
he  is  suffering,  and  as  a result  of  which  he 
is  incapacitated  from  carrying  on  his 
regular  occupation,  he  is  entitled  to  com- 
pensation or  damages  as  the  case  may  be. 
Some  such  test  as  this,  though  not  scien- 
tific, would  in  the  present  state  of  knowl- 
edge obviate  the  bugbear  of  causal  rela- 
tionship. Adjudications  based  on  such 
a test  would  be  more  just  and  would  ful- 
fill the  meaning  and  the  spirit  of  the  law 
of  negligence  and  of  the  Workmen’s 
Compensation  Act. 

It  has  been  remarked  by  persons  ad- 
ministering the  compensation  laws  that 
they  are  surprised  that  physicians  with 
high  professional  standards  have  excluded 
themselves  from  and  been  excluded  from 
the  field  of  compensation  practice.  I 
believe  that  if  the  principles  that  I have 
suggested  were  put  into  effect  many  more 
physicians  of  known  integrity  and  ability 
would  be  attracted  to  this  type  of  work. 
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Most  of  the  evils  popularly  associated 
with  expert  medical  testimony  would  be 
overcome  and  the  latter  would  be  raised 
to  a higher  level.  This  would  inevitably 
lead  to  a better  system  of  justice,  and  jus- 
tice as  Plato  says  “does  not  simply  mean 
the  virtue  of  rendering  to  all  their  due, 
but  stands  for  that  harmonious  and  pro- 
portional development  of  the  inner  man, 
by  means  of  which  each  faculty  of  his 


soul  performs  its  own  functions  without 
interfering  with  the  others.  Just  or 
virtuous  actions  consist  in  the  perform- 
ance of  actions  agreeable  to  the  nature  of 
the  soul,  whereas  the  contrary  comprise 
such  as  are  discordant  to  a right  nature 
and  productive  of  mental  disturbance 
and  agitation.” 

451  West  End  Avenue 


CONGRESS  ON  OBSTETRICS  AND  GYNECOLOGY 


The  first  American  Congress  on  Obstetrics  and 
Gynecology  will  be  held  in  Cleveland  on  Septem- 
ber 11-15.  The  preliminary  outline  of  the  pro- 
gram for  the  medical  section  is  as  follows: 
Monday,  September  11,  1939 
The  Thyroid  and  Pregnancy 
Heart  Disease  and  Pregnancy 
Diabetes  and  Pregnancy 
Tuberculosis  and  Pregnancy 
Nutritional  Factors  and  Pregnancy 
The  Surgical  Abdomen  Complicated  by  Preg- 
nancy 

The  Treatment  of  Abortions 
Tuesday,  September  12,  1939 
The  New  Conception  of  Ovarian  Neoplasms 
Carcinoma  of  the  Uterus 
Endometriosis 
Ectopic  Pregnancy 
Sterility  in  the  Female 
Wednesday,  September  13,  1939 
Reduction  of  the  Operative  Incidence  in  Ob- 
stetrics 

Labor  Complicated  by  the  Contracted  Pelvis 
Dystocia  Due  to  Soft  Parts 
Pathology  and  Treatment  of  the  Third  Stage  of 
Labor 

Thursday,  September  14, 1939 
Present  Day  Fundamental  Knowledge  of  Hor- 
mones and  Endocrine  Glands 
Problems  of  Adolescence 
Problems  of  Menopause 
Diseases  of  the  Mammary  Gland 
Friday,  September  15,  1939 
Sulfanilamide  in  Obstetrics  and  Gynecology 
Pyelitis 

Chronic  Pelvic  Infections 


Immediate  and  Remote  Complications  Following 
Labor 

ROUND  TABLES 

Running  concurrently  each  day  11:45  to  1:15 
The  Toxemias  of  Pregnancy 
Genital  Infections 

Obstetric  and  Gynecologic  Hemorrhages 
The  Fetus  and  the  Newborn 
Forceps,  Occiput-Posterior,  and  Breech  Presenta- 
tion 

Anesthesia,  Analgesia,  and  Amnesia  in  Labor 
JOINT  AFTERNOON  SESSIONS 

Monday,  September  11,  1939 
Neonatal  Care 
Tuesday,  September  12,  1939 
Plans  for  Prevention  and  Control  of  Uterine 
Cancer 

Wednesday,  September  13,  1939 
Extension  Education  on  Maternal  and  Neo- 
natal Care 

Thursday,  September  14,  1939 
Economic  Aspects  of  Maternal  Care 
Friday,  September  15,  1939 

Correlation  of  and  Attempt  to  Digest  all  Pro- 
ceedings 

JOINT  EVENING  SESSIONS 

Monday,  September  11,  1939 
Legal  Aspects  of  Maternity 
Tuesday,  September  12,  1939 
Humanitarian  Aspects 
Wednesday,  September  13,  1939 
Sociologic  Aspects 
Thursday,  September  14,  1939 
Ethical  Aspects 


It  is  figured  that  hospital  bills  amounting  to  mothers  in  New  York  State  will  be  paid  through 

$1,000,000  for  about  12,000  babies  and  their  the  Associated  Hospital  Service  this  year. 


PNEUMONIA  IN  THE  WESTCHESTER  COUNTY  (NEW  YORK) 
HEALTH  DISTRICT,*  1931-1935 

Edward  A.  Lane,  M.D.,  White  Plains,  N.  Y. 

{Director  Division  of  Communicable  Diseases,  Westchester  County  Department  of  Health ) 


The  general  interest  in  pneumonia 
that  has  been  aroused  in  New  York 
State  by  the  campaign  to  reduce  the 
mortality  from  that  disease  through  the 
more  extensive  and  more  adequate  use 
of  antipneumococcic  serum  led  the  writer 
to  assemble  some  statistical  data  con- 
cerning the  recent  prevalence  of  pneu- 
monia in  the  Westchester  County  Health 
District.  It  was  thought  that  such  a 
study  might  serve  to  outline  the  problem 
a little  more  clearly  at  least  in  so  far  as 
the  Westchester  County  Health  District 
is  concerned  and  that  a base  line  would 
thus  be  obtained  against  which  to  meas- 
ure local  results. 

The  data  here  presented  were  obtained 
from  the  routine  office  records.  Such 
material  while  readily  accessible,  offers 
but  limited  possibilities  for  study  and 
lends  itself  more  readily  to  descriptive 
than  to  analytic  treatment.  In  the 
case  of  pneumonia  there  is  a further 
limitation  due  to  the  fact  that  all  forms 
of  the  disease  are  reportable  with  no  dis- 
tinction made  between  primary  and 
secondary  infections.  Since  broncho- 
pneumonia occurs  as  a secondary  infec- 
tion much  more  frequently  than  does  lo- 
bar pneumonia,  it  would  be  of  some  in- 
terest to  be  able  to  assign  quantitative 
values  to  each  of  the  pathologic  varieties 
on  this  basis. 

Morbidity 

The  seasonal  distribution  of  pneumonia 
morbidity  with  the  greatly  augmented 
numbers  of  cases  in  the  winter  and  the 
spring  is  familiar  to  everyone.  Expressed 
in  terms  of  incidence  in  the  Westchester 
Health  District  (Table  I),  2,581  cases, 
representing  80  per  cent  of  the  total  for 
the  five-year  period  1931-1935,  were  re- 


ported during  the  seven  months  from 
November  to  May.  While  for  five- 
year  monthly  totals,  the  largest  number  of 
cases  occurred  in  January,  for  individual 
years,  the  largest  monthly  total  fell  in 
January  twice,  in  March  twice,  and  in 
February  once. 

Figure  1 is  a composite  presentation  of 
prevalence  for  the  five-year  period  from 
July,  1930,  to  June,  1935,  showing  the 

TABLE  I — Reported  Cases  of  Pneumonia  (All 
Forms) 

Westchester  County  Health  District 


AlONTH 

1931 

1932 

1933 

1934 

1935 

Total 

January 

140 

79 

147 

64 

74 

504 

February 

149 

97 

85 

51 

39 

421 

March 

108 

138 

65 

129 

37 

477 

April 

68 

56 

47 

74 

60 

305 

May 

38 

69 

55 

39 

53 

254 

June 

25 

34 

34 

39 

24 

156 

July 

19 

35 

23 

12 

13 

102 

August 

18 

8 

21 

13 

20 

80 

September 

28 

14 

29 

13 

24 

108 

October 

26 

36 

35 

‘ 19 

35 

151 

November 

47 

57 

85 

34 

26 

249 

December 

80 

99 

94 

69 

29 

371 

TOTAL 

746 

722 

720 

556 

434 

3,178 

Figure  1.  Pneumonia  morbidity,  all  forms, 
July,  1930  to  June,  1935.  Westchester  county 
health  district. 


* Westchester  County  exclusive  of  Mount  Vernon,  New  Rochelle,  and  Yonkers.  The  population 
of  the  District  for  1933,  the  midyear  of  the  period  undet  consideration,  was  estimated  to  be  289,414. 
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TABLE  II — Pneumonia  Morbidity  by  Date  of  Onset 
Westchester  Health  District,  1931-1935 


Broncho-  Lobar 

pneumonia  Pneumonia  Total 

Per-  Per-  Per- 
cent- cent-  cent- 


Month 

Number 

age 

Number 

age 

Number 

age 

January 

191 

15 

246 

15 

437 

15 

February 

172 

14 

220 

14 

392 

14 

March 

143 

11 

220 

14 

363 

13 

April 

99 

8 

185 

12 

284 

10 

May 

79 

6 

103 

6 

182 

6 

June 

47 

4 

46 

3 

93 

3 

July 

57 

5 

34 

2 

91 

3 

August 

35 

3 

37 

2 

72 

3 

September 

62 

5 

47 

3 

109 

4 

October 

81 

6 

76 

5 

157 

5.5 

November 

122 

10 

151 

9 

273 

9.5 

December 

162 

13 

249 

15 

411 

14 

TOTAL 

1,250 

100 

1,614 

100 

2,864  100 

Figure  2.  Percentage  distribution  of  pneu- 
monia morbidity,  by  months,  by  date  of  onset. 
Five  year  totals,  1931-1935. 
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mean,  maximum,  and  minimum  numbers 
of  cases  for  each  month.  This  type  of 
graph  is  useful  for  comparing  current 
incidence  with  past  experience.  It  brings 
out  for  the  data  here  presented  the 
gradual  and  prolonged  nature  of  the  sea- 
sonal increase  with  a plateau  effect  from 
January  to  March.  The  graph  was  con- 
structed on  the  basis  of  a July-to-June 
year  to  preserve  the  upward  sweep  of  the 
curve  in  an  unbroken  contour. 

When  the  seasonal  incidence  of  pneu- 
monia is  presented  separately  for  the  lobar 
and  the  bronchial  forms  (Table  II, 
Figure  2),  the  former  is  found  to  exhibit 
a somewhat  greater  variation  between 
seasons  of  maximum  and  of  minimum 
prevalence.  That  is  to  say,  there  is  a rela- 
tively larger  number  of  lobar  pneumonia 
cases  in  the  spring  and  a relatively  smaller 
number  in  the  summer  and  early  autumn. 


This  suggests  that  lobar  pneumonia  is 
affected  to  a greater  degree  by  seasonal 
changes. 

Because  of  the  closer  conformity  of 
lobar  pneumonia  to  the  status  of  a pri- 
mary infectious  disease,  it  might  be  ex- 
pected that  the  incidence  of  that  form 
would  be  affected  to  a greater  degree  than 
bronchial  pneumonia  by  density  of  popu- 
lation. A rough  attempt  was  made  to 


TABLE  III — Pneumonia  Mortality 
Westchester  Health  District,  1931-1935 


Broncho- 

pneumonia 

Lobar 

Pneumonia 

Total 

Num- 

Per- 

cent- 

Num- 

Per- 

cent- 

Num- 

Per- 

cent- 

Month 

ber 

age 

ber 

age 

ber 

age 

January 

57 

15.0 

99 

15.6 

156 

15.4 

February 

50 

13.1 

88 

13.9 

138 

13.6 

March 

46 

12.1 

82 

12.9 

128 

12.6 

April 

31 

8.1 

61 

9.6 

92 

9.1 

May 

31 

8.1 

64 

10.1 

95 

9.4 

June 

15 

3.9 

27 

4.3 

42 

4.1 

July 

17 

4.5 

16 

2.5 

33 

3.2 

August 

14 

3.7 

20 

3.2 

34 

3.3 

September 

15 

3.9 

16 

2.5 

31 

3.1 

October 

30 

7.9 

36 

5.7 

66 

6.5 

November 

35 

9.2 

51 

8.0 

86 

8.5 

December 

40 

10.5 

74 

11.7 

114 

11.2 

TOTAL 

381 

100 

634 

100 

1,015 

100 

Figure  3.  Pneumonia  morbidity,  county 
health  district,  1931-1935.  For  town,  village, 
and  city  groups. 


discover  whether  the  effect  of  such  an 
influence  could  be  demonstrated  in  West- 
chester by  computing  the  percentage  dis- 
tribution of  cases  of  each  form  among  the 
municipalities  arranged  in  three  groups, 
i.e.,  city  of  White  Plains,  twenty-four 
villages,  and  the  unincorporated  portions 
of  the  sixteen  towns.  The  result  is 
shown  in  Figure  3.  Since  actual 
density  figures  for  these  groups  are  not 
known,  comparison  between  White  Plains 
and  the  village  group  cannot  be  made. 
There  is,  however,  no  question  about  the 
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fact  that  the  group  of  towns  has  a much 
smaller  density  than  either  of  the  other 
two  groups.  It  is  therefore  interesting 
to  note  that  the  number  of  cases  of  lobar 
pneumonia  was  actually  as  well  as  rela- 
tively smaller  in  the  town  group  whereas 
the  reverse  was  true  in  the  village  group 
with  denser  population.  The  absence  of 
the  anticipated  disparity  in  the  relative 
prevalence  of  the  two  forms  in  White 
Plains  may  be  due  to  the  occurrence  in 
1934  of  a large  measles  epidemic  in  that 

TABLE  IV — Pneumonia  Mortality — By  Age 
Westchester  Health  District,  1931-1935 


Bronchopneumonia  Lobar  Pneumonia 
Age  Number  Percentage  Number  Percentage 


Under  1 year  72 

0-  4 118 

5-14  13 

15-24  14 

25-34  12 

35-44  12 

45-54  33 

55-64  56 

65-74  60 

75-Up  108 

TOTAL  426 


17 

25 

4 

28 

50 

9 

3 

24 

4 

3 

25 

4 

3 

54 

9 

3 

86 

15 

8 

93 

16 

13 

107 

18 

14 

83 

14 

25 

63 

11 

100 

585 

100 

Figure  4.  Pneumonia  morbidity,  county 
health  district,  1931-1935.  Percentage  distri- 
bution of  lobar  and  bronchopneumonia  by  age 
groups. 


city  numbering  about  1,300  cases.  There 
was  a corresponding  increase  in  broncho- 
pneumonia to  the  extent  of  about  40 
per  cent  over  the  number  of  cases  for  the 
next  highest  year  in  the  1931-1935  period. 

Of  the  five-year  total  number  of  cases 
of  all  forms,  61  per  cent  occurred  in  vil- 
lages, 24  per  cent  in  towns  (unincorporated 
portions),  and  15  per  cent  in  the  city  of 
White  Plains. 

The  age  distribution  of  pneumonia  is  of 
little  value  unless  considered  for  the  lobar 


Figure  5.  Pneumonia  mortality,  by  months, 
by  date  of  death.  Five  year  totals,  1931-1935. 


and  bronchial  forms  separately.  The  pre- 
dilection of  the  latter  for  the  very  young 
and  the  very  old  and  the  more  frequent 
occurrence  of  the  former  in  early  and 
middle  adult  life  are  well  known.  In  the 
absence  of  population  figures  by  age 
groups,  the  age  distribution  of  cases  is 
shown  (Figure  4)  by  computing  the  per- 
centage of  each  of  the  two  forms  in  the 
total  number  of  cases  at  each  age  group. 
Lobar  pneumonia  is  thus  found  to  have 
constituted  approximately  three-quarters 
of  the  pneumonia  cases  at  ages  15-24, 
25-34,  and  35-44.  While  this  represents 
the  greatest  preponderance  of  cases  of  this 
form,  lobar  pneumonia  exceeded  broncho- 
pneumonia at  all  ages  except  under  5 
years  and  at  75  years  and  over.  The 
difference  in  age  group  65-74  was,  how- 
ever, very  slight.  Of  the  total  number  of 
cases  for  which  this  information  is  avail- 
able (2,858),  it  will  be  noted  that  56  per 
cent  were  of  the  lobar  form. 

It  was  also  found  that  whereas  the 
cases  of  bronchopneumonia  were  evenly 
divided  between  the  two  sexes,  58  per  cent 
of  the  lobar  variety  occurred  in  males. 

Mortality 

The  seasonal  distribution  of  pneumonia 
deaths  (Table  III,  Figure  5)  corresponds 
in  a general  way  for  both  the  lobar  and  the 
bronchial  forms  with  the  morbidity  dis- 
tribution. There  is  the  same  gradual 
decline  during  the  winter  and  spring  to  a 
prolonged  low  level  in  the  summer  which 
is  followed  by  a more  abrupt  rise  in  the 
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Figure  6.  Pneumonia  mortality,  1931-1935, 
county  health  district.  For  town,  village  and 
city  groups. 


fall.  The  peak  of  mortality  for  both 
forms  is  in  January. 

The  distribution  of  deaths  from  each 
form  by  town,  village,  and  city  (White 
Plains)  groups  shows  (Figure  6),  when 
compared  with  a similar  arrangement  of 
cases  (Figure  3),  a very  marked  relative 
excess  of  deaths  over  cases  in  the  town 
group.  While  this  holds  true  for  both 
forms  it  is  more  pronounced  for  broncho- 
pneumonia of  which  the  town  (rural) 
group  of  municipalities  had  50  per  cent 
of  the  deaths  but  only  29  per  cent  of  the 
cases.  For  lobar  pneumonia  the  per- 
centages are  28  and  21,  respectively.  Two 
possible  explanations  for  this  inequality 
suggest  themselves;  either  that  cases  of 
pneumonia  are  not  recognized  or  are  not 
reported  with  the  completeness  that 
prevails  in  the  village  group  and  in  White 
Plains  or  that  medical  care  in  its  broadest 
sense,  including  nursing  service  and  facili- 
ties for  hospitalization,  is  not  as  adequate. 
Possibly  both  are  factors.  It  will  be 
noted,  however,  that,  in  addition  to  the 
relatively  higher  mortality  in  the  towns, 
the  percentage  of  deaths  from  broncho- 
pneumonia for  that  group  actually  ex- 
ceeds the  corresponding  percentage  for 
the  villages  in  which  both  the  population 
and  the  percentage  of  cases  are  much 
larger  than  in  the  town  group.  It  does 
not  seem  probable  that  this  preponder- 
ance of  mortality  in  the  towns  could  be 
due  solely  to  incomplete  case  reporting. 

The  age  distributions  of  mortality  from 
bronchial  and  lobar  pneumonias  (Table 
IV)  show  the  characteristic  way  in  which 


each  form  levies  its  toll  with  heavy  con- 
centrations of  deaths  from  the  bronchial 
form  in  the  early  and  later  years  of  life 
and  with  the  larger  percentages  of  deaths 
from  lobar  pneumonia  in  the  four  decades 
from  35  to  74  years.  The  most  favorable 
age  from  the  point  of  view  of  low  mortal- 
ity from  both  forms  is  the  period  from 
5 to  24. 

In  this  series  of  1,011  deaths,  42  per 
cent  were  due  to  bronchopneumonia 
leaving  58  per  cent  caused  by  lobar  pneu- 
monia. Whereas  the  distribution  by  sex 
of  the  former  was  52  per  cent  males  to 
48  per  cent  females,  56  per  cent  of  the 


Figure  7.  Pneumonia  as  primary  cause  of 
death,  county  health  district,  1931-1935.  Dura- 
tion of  illness. 


deaths  from  lobar  pneumonia  were  in 
males. 

The  duration  of  the  illness  was  tabu- 
lated from  the  death  certificates  for  355 
fatal  cases  of  primary  bronchopneumonia 
and  493  fatal  cases  of  primary  lobar  pneu- 
monia. Of  the  former,  59  per  cent  of  the 
deaths  occurred  during  the  first  week  of 
the  illness  and  19  per  cent  during  the 
second  week.  For  the  lobar  form  the 
corresponding  percentages  were  66  and  23, 
respectively,  thus  indicating  a shorter 
course  in  general  for  the  latter.  The  dis- 
tribution by  days,  of  deaths  occurring 
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during  the  first  two  weeks  of  the  illness 
is  shown  in  Figure  7 as  percentage  of 
total  deaths  for  each  form.  The  in- 
fluence of  selection  is  seen  in  the  peaks 
that  occur  on  the  third,  seventh,  tenth, 
and  fourteenth  days.  The  tendency 
shown  in  these  curves  to  a longer  dura- 
tion of  the  illness  in  the  lobar  form  may  be 
due  to  the  more  insidious  nature  of  the 
onset  in  bronchopneumonia. 

Of  714  deaths  from  bronchopneumonia, 
this  form  of  the  disease  was  assigned  as  a 
primary  cause  of  death  in  60  per  cent  and 
as  a contributory  cause  of  death  in  40  per 
cent.  This  is,  of  course,  in  sharp  contrast 
to  lobar  pneumonia  which  in  a total  of 
642  deaths  was  given  as  a primary  cause 
of  death  in  91  per  cent  and  as  a contribu- 
tory cause  in  only  9 per  cent.  Separated 
by  sex,  pneumonia  occurred  as  a primary 
cause  of  death  more  frequently  in  males 
by  55  to  45  per  cent,  while  as  a contribu- 
tory cause  the  division  between  the  two 
sexes  is  about  equal.  This  is  a reflection 
of  the  greater  prevalence  of  lobar  pneu- 
monia among  males. 

Annual  Rates 

While  the  curves  of  morbidity  and  of 
mortality  (Figure  8)  both  show  a de- 
cided downward  trend,  the  former  has 
fallen  to  a somewhat  greater  degree  than 
has  the  latter.  During  the  period  from 
1922  to  1935  the  morbidity  rate  decreased 
from  323  to  158,  a drop  of  51  per  cent, 
while  the  mortality  rate  fell  from  114  to 
61,  a decrease  of  46  per  cent.  The  peak 
in  the  mortality  curve  for  1918  was,  of 
course,  due  to  the  epidemic  prevalence  of 
influenza  at  that  time.  These  rates  in- 
clude both  forms  of  pneumonia  and,  in  the 
case  of  the  morbidity  rates,  both  primary 
and  secondary  infections  whereas  the 
mortality  rates  are  for  primary  cause  of 
death  only. 

The  average  annual  morbidity  rates 
were  computed  for  certain  subdivisions 
of  the  health  district  for  the  1931-1935 
period  on  the  basis  of  the  mid-year  popu- 
lation. According  to  these  computations 
the  rate  for  the  district  as  a whole  was  222, 
that  for  the  city  of  White  Plains,  240,  and 
the  rate  for  the  rural  area  including  the 


Figure  8.  Pneumonia  death  rates,  county 
health  district.  Primary  cause  of  death,  only; 
both  bronchopneumonia  and  lobar  pneumonia. 


unincorporated  portions  of  the  towns  and 
five  small  villages,  201.  There  was  a 
wide  variation  in  the  rates  for  the  re- 
maining nineteen  villages  ranging  from 
57  for  Irvington  to  480  for  Mt.  Kisco. 
The  grouping  of  these  villages  by  mag- 
nitude of  rate  is  as  follows : 


Rate 


Number  of  Villages 


0-100  4 
101-200  4 
201-300  8 
301^400  2 
401-500  1 


It  is  not  possible  from  the  available 
office  records  to  determine  a satisfactory 
fatality  rate  for  pneumonia.  As  has  pre- 
viously been  mentioned,  the  morbidity 
records  include  both  primary  and  second- 
ary infections  with  no  way  to  distinguish 
between  these  two  groups  of  cases. 
Pneumonia,  especially  of  the  bronchial 
form,  occurs  frequently  as  a secondary  or 
complicating  infection  and  thus  contrib- 
utes indirectly  to  the  death  rates  of  other 
diseases.  While  this  is  in  itself  of  con- 
siderable importance,  we  are  here  more 
concerned  with  the  fatality  rate  of  pneu- 
monia per  se.  Lobar  pneumonia  is 
known  to  occur  most  frequently  as  a 
primary  infection  and  this  is  bom  out  by 
the  returns  on  the  death  certificates  for 
that  form  of  the  disease.  In  only  9 per 
cent  of  the  fatal  cases  in  which  lobar 
pneumonia  was  involved  was  it  listed  as  a 
contributory  cause  of  death.  It  would 


230 


EDWARD  A.  LANE 


[N.  Y.  State  J.  M. 


seem,  therefore,  that  a fatality  rate  for 
lobar  pneumonia  based  on  total  reported 
cases  (which  include  both  primary  and 
secondary  infections)  and  total  deaths 
(both  as  primary  and  contributory  cause 
of  death)  would  represent  primary  infec- 
tions to  so  great  a degree  that  a fairly 
accurate  picture  would  be  obtained  of  the 
death  dealing  propensities  of  this  form  as 
a distinct  disease.  Such  a computation 
gave  the  following  results  by  age  groups : 

Lobar  Pneumonia 


Age 

Fatality  Rate 

Under  1 yr. 

39 

0-  4 

23 

5-14 

11 

15-24 

20 

25-34 

35 

35-44 

46 

45-54 

54 

55-64 

66 

65-74 

68 

75  & over 

77 

All  Ages 

40 

The  fatality  rates  for  lobar  pneumonia  by 
sex  were  39  for  males  and  41  for  females  in 
totals  of  1,613  cases  and  642  deaths. 

Prevalence  of  Types 

During  the  period  1931-1935  the  serum 
treatment  of  pneumonia  was  confined 
very  largely  to  type  I.  Although  serum 
for  type  II  had  been  supplied  by  commer- 
cial laboratories  for  some  time  prior  to 
that  date,  it  was  not  made  available  by 
the  State  Department  of  Health  until 
about  January,  1937.  Differentiation  of 
type  of  pneumococcus  was  therefore 
limited  very  largely  to  the  original  group- 
ing of  types  I,  II,  and  III  and  a fourth 
group  that  included  all  pneumococci  not 
belonging  to  one  of  these  three  types. 


Year 

I 

II 

III 

IV* 

Total 

1931 

25 

14 

27 

104 

170 

1932 

32 

9 

22 

162 

225 

1933 

41 

6 

21 

125 

193 

1934 

30 

8 

10 

131 

179 

1935 

25 

7 

16 

153 

201 

Total  153  44  96  675 

* All  types  other  than  I,  II,  and  III. 

968 

Typing  examinations  by  the  various 
laboratories  for  patients  in  the  health 
district  showed  the  foregoing  results. 

But  16  per  cent  of  the  cases  were  of  the 
type  for  which  state  antipneumococcic 
serum  was  available.  The  inclusion  of 
type  II  cases  for  which  commercial  serum 
could  be  obtained  would  raise  the  per- 
centage of  cases  that  could  have  been 
treated  with  antipneumococcic  serum  to 
only  20.  With  serum  now  being  sup- 
plied for  additional  types,  the  scope  of  the 
typing  examination  has  been  corre- 
spondingly extended  and  the  possibilities 
of  serum  treatment  increased. 

One  laboratory  has  reported  examina- 
tions in  1934  and  1935  for  types  V,  VII, 
and  VIII  with  a total  for  these  three  types 
of  only  18  cases  out  of  a group  of  135 
representing  types  other  than  I,  II,  and 
III.  Since  state  serum  is  now  available 
for  these  additional  types,  the  limited 
experience  of  this  one  laboratory  (total 
of  166  positive  examinations  for  the  two 
years)  would  indicate  that  only  about  30 
per  cent  of  the  lobar  pneumonia  cases  are 
of  a type  for  which  state  serum  is  now 
being  distributed. 

The  foregoing  data  suggest  the  in- 
advisability of  becoming  over  optimistic 
regarding  the  results  to  be  anticipated 
from  the  current  campaign  to  promote  the 
use  of  pneumonia  serum.  A good  index 
of  the  effectiveness  of  our  activities  along 
this  line  would  be  the  relative  prevalence 
of  the  different  types  in  fatal  cases. 
This  information  for  the  health  district  is 
not  now  available.  It  is,  however,  some 
consolation  to  note  in  the  above  tabula- 
tion that  type  III,  an  especially  virulent 
variety  of  organism  for  which  an  effective 
serum  is  not  yet  available,  occurred  in 
only  about  10  per  cent  of  the  cases. 

Use  of  Antipneumococcic  Serum 

There  is  no  way  of  determining  how 
many  pneumonia  patients  received  serum 
during  the  five-year  period  under  con- 
sideration. The  information  cannot  be 
got  even  indirectly  since  we  know  neither 
the  amount  of  serum  that  was  obtained 
from  the  commercial  laboratories  nor  the 
average  dosage  administered. 


* All  types  other  than  I,  II,  and  III. 
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The  record  of  state  serum  distributed 
through  the  Westchester  County  Health 
Department  which  is  the  central  distrib- 
uting agency  for  the  health  district  is  as 
follows : 


Year 

Number  Packages 

1931 

13 

1932 

45 

1933 

14 

1934 

52 

1935 

47 

Total  171 

During  these  years  the  supply  was  limited 
to  unconcentrated,  type  I serum  put  up 
in  50  cc.  packages. 

A comparison  of  the  foregoing  figures 
with  the  numbers  of  type  I examinations 
previously  given  fails  to  disclose  any 
obvious  relationship  between  the  two. 

Summary 

1.  Eighty  per  cent  of  a total  of  3,178 
cases  were  reported  during  the  seven 
months  from  November  to  May  with  the 
largest  number  of  reports  falling  in 
January.  The  peak  of  the  mortality 
curve  for  each  form  is  in  January,  also. 

2.  Lobar  pneumonia  morbidity  ap- 
pears to  be  affected  by  seasonal  changes 
to  a greater  degree  than  does  broncho- 
pneumonia. 

3.  The  incidence  of  lobar  pneumonia 
appears  to  be  influenced  by  density  of 
population,  becoming  greater  with  in- 
creased density. 

4.  Of  a total  of  2,858  cases,  56  per 
cent  were  lobar  and  44  per  cent,  broncho- 
pneumonia. Of  a total  of  1,011  deaths, 
58  per  cent  were  due  to  lobar  pneumonia 
and  42  per  cent  to  bronchopneumonia. 

5.  Whereas  bronchopneumonia  is 
evenly  divided  between  the  two  sexes, 
lobar  pneumonia  is  more  prevalent  in 
males.  There  is  a similar  distribution  of 
deaths. 


6.  Bronchopneumonia  occurs  more  fre- 
quently than  lobar  pneumonia  under  5 
years  of  age  and  at  75  years  and  over; 
the  latter  predominates  from  15  to  44 
years  of  age. 

7.  The  mortality  from  both  forms  is 
relatively  greater  in  the  towns  (rural)  than 
in  the  villages  (suburban)  or  in  White 
Plains  (urban). 

8.  The  larger  percentages  of  broncho- 
pneumonia deaths  are  in  the  early  and 
later  years  of  life;  lobar  pneumonia 
deaths  are  most  numerous  from  35  to  75 
years. 

9.  In  fatal  bronchopneumonia  41 
per  cent  of  the  illnesses  lasted  more  than 
one  week  and  22  per  cent,  more  than  two 
weeks.  Corresponding  percentages  for 
fatal  lobar  pneumonia  are  34  and  11, 
respectively. 

10 . Bronchopneumonia  was  designated 
as  a primary  cause  of  death  in  60  per  cent 
and  as  a contributory  cause,  in  40  per 
cent  of  the  deaths  from  that  form.  Cor- 
responding percentages  for  lobar  pneu- 
monia are  91  and  9,  respectively. 

11.  From  1922  to  1935  the  morbidity 
rate  decreased  by  51  per  cent  and  the 
mortality  rate  by  46  per  cent. 

12.  The  average  annual  morbidity 
rate  for  the  health  district  for  the  1931- 
1935  period  was  222  per  100,000. 

13.  The  approximate  fatality  rate  for 
lobar  pneumonia  during  1931-1935  was 
40  for  all  ages.  It  was  highest  (77)  at 
75  years  and  over  and  lowest  (11)  at  5 to 
14  years.  By  sex  the  fatality  rates  were 
39  for  males  and  41  for  females. 

14.  Not  more  than  20  per  cent,  at 
most,  of  the  968  cases  for  which  results  of 
typing  examinations  are  available  could 
have  been  treated  with  serum  (I  and  II). 

15.  The  numbers  of  patients  treated 
with  serum  from  1931-1935  cannot  be 
determined. 


Pollution  of  the  waters  of  the  Hudson  River 
Valley  by  sewage  from  towns  along  its  shores  or 
on  its  tributaries  is  rapidly  decreasing.  Thirty 
communities  now  have  sewage  treatment  plants 


in  operation  and  many  more  are  under  construc- 
tion in  the  valley.  Only  fourteen  communities 
along  the  Hudson  and  three  on  its  tributaries 
have  taken  no  action. 


THE  RESPONSIBILITY  OF  THE  PHYSICIAN  IN 
PREVENTIVE  PROCTOLOGY 

Louis  A.  Buie,  M.D. 

(Section  on  Proctology,  The  Mayo  Clinic,  Rochester,  Minnesota ) 


Cursory  investigation  of  the  indices 
of  medical  publications  reveals  that 
on  an  average  of  at  least  once  every  two 
days  in  the  past  ten  years  a paper  on  the 
subject  of  diseases  of  the  colon,  rectum,  or 
anus  has  appeared  in  some  accredited 
medical  journal.  Further,  at  least  once 
every  week  during  the  same  period,  an 
article  on  hemorrhoids  has  been  pub- 
lished and  40  per  cent  of  these  articles 
have  dealt  with  nonsurgical  treatment. 
Many  of  these  writings  are  fundamentally 
sound.  Also,  in  some  textbooks  is  given 
dependable  material  based  on  dependable 
experience.  On  the  other  hand,  a great 
deal  of  what  has  been  published  has  no 
value  and  some  of  it  is  productive  of 
harm  because  the  ideas  presented,  al- 
though erroneous,  seem  plausible. 

There  are  many  so-called  practical 
manuals  which  deal  with  the  treatment 
of  hemorrhoids.  Often  they  are  short 
and  easy  to  read  and  some  of  them  present 
alluring  schemes  which  the  authors  have 
developed  after  personal  experience  which 
they  consider  valuable.  In  some  such 
manuals  are  found  facts  but  in  addition 
often  there  are  descriptions  of  methods 
which  may  be  productive  of  disaster. 
Some  individuals  who  rely  on  such  sources 
of  information  concerning  proctology, 
after  a few  years’  experience  become  im- 
bued with  the  idea  that  they  must  limit 
their  work  to  the  treatment  of  “rectal” 
diseases.  One  such  person  wrote  that 
all  hemorrhoids  could  be  cured  by  in- 
jection. Imagine  what  may  happen  when 
such  measures  are  attempted  by  those 
who  have  had  little  or  no  experience.  I 
venture  to  say  that  it  is  not  by  seeking 
the  startling  or  bizarre  but  by  attending 
to,  and  educating  patients  in,  well  recog- 
nized aspects  of  rectal  and  anal  disease, 


that  the  physician  can  contribute  most  to 
preventive  proctology.  Thought  and  ef- 
fort expended  on  some  of  the  minor 
anorectal  disorders  with  which  the  suc- 
ceeding paragraphs  deal  often  will  fore- 
stall serious  illness. 

The  Patient’s  Complaint  and 
Its  Significance 

The  physician  makes  a troublesome 
error  in  handling  the  simpler  types  of 
anorectal  disorders  when  he  minimizes  the 
significance  of  the  disease.  In  the  first 
place  the  problem  appears  much  more 
significant  to  the  patient  and  he  may  im- 
mediately regard  the  physician  with 
suspicion,  and  besides,  he  is  surprised 
later,  when  a throbbing  pain  sends  him 
home  and  to  bed.  His  disillusionment  is 
complete  if  the  wound  becomes  infected 
and  days  drag  on  before  he  is  able  to  give 
full  time  to  his  business  activities. 

A patient  may  believe  he  has  hemor- 
rhoids and  his  grounds  for  this  belief 
may  be  that  he  suffers  with  any  one  or 
any  combination  of  the  following  condi- 
tions: backache,  indefinite  pain  up  in- 

side the  pelvis,  constipation,  general  in- 
efficiency and  fatigue,  insomnia,  and  so 
forth.  The  misfortunes  of  such  an  in- 
dividual may  be  increased  when  hemor- 
rhoids are  found  and  removed  without 
further  search  for  the  cause  of  the  trouble. 
It  never  occurs  to  the  patient,  later,  when 
his  back  still  continues  to  incapacitate 
him,  that  it  was  his  statement  which 
implanted  in  the  physician’s  mind  the 
thought  that  hemorrhoids  might  be  the 
cause  of  the  backache.  As  a matter  of 
fact,  it  is  unfair  to  allow  such  a patient  to 
go  through  an  operation  on  the  basis  of 
his  own  belief  as  to  what  the  trouble  is. 
Usually  it  is  some  type  of  discomfort 
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which  brings  the  patient  to  the  physi- 
cian’s office.  Many  times  a patient  who 
finds  that  something  is  wrong  with  his 
habits  will  pass  the  matter  by,  try  to 
make  the  best  of  it,  and  wait  to  see  what 
will  happen.  He  may  make  use  of  some 
home  remedy.  When  pain  develops  and 
he  is  unable  to  obtain  relief  from  it  he  will 
usually  consult  a physician.  It  is  in  this 
particular  that  the  physician  is  confronted 
by  the  most  tragic  circumstance.  Due 
to  the  peculiarity  of  the  nerve  supply  of 
the  rectum,  malignant  lesions  involving 
it  never  produce  pain  early  unless  they 
extend  low  enough  to  involve  the  tissues 
of  the  anus  as  well. 

Patients  may  present  themselves  with  a 
complaint  of  hemorrhoids;  some  have 
them  but  many  have  not.  Both  types 
may  arrive  at  their  conclusion  because 
of  the  presence  of  blood  and  the  physician 
is  unpardonable  who  prescribes  laxa- 
tives, ointments,  or  suppositories  without 
first  making  the  proper  investigation. 
Even  if  the  patient  is  examined  superfi- 
cially and  it  is  found  that  he  has  hemor- 
rhoids, and  even  if  these  hemorrhoids  are 
found  to  exist  in  profusion,  he  should  not 
be  sent  away  until  it  has  been  deter- 
mined, if  possible,  if  a more  serious  lesion 
is  lurking  in  the  upper  recesses  of  the 
rectum  or  lower  part  of  the  sigmoid. 
The  obvious  explanation  must  not  be 
accepted  until  it  can  be  proved  that  the 
other  more  serious  possibility  does  not 
exist. 

The  physician  should  be  on  guard  for 
the  case  in  which  a troublesome  fre- 
quency of  stool,  accompanied  by  the 
discharge  of  blood  and  pus,  is  associated 
with  a carcinoma  of  the  rectum  or  sig- 
moid. This  condition  should  of  course 
be  discovered  by  careful  digital  examina- 
tion and  a proctoscopic  examination 
certainly  will  dispel  all  doubt.  It  is  well 
known  that  patients  who  have  rectal 
disease  will  defer  consultation  with  the 
physician  as  long  as  possible  and  this 
is  one  of  the  chief  reasons  why  proctolo- 
gists are  so  handicapped  in  their  attempts 
to  deal  with  the  cancer  problem.  Al- 
though bleeding,  protrusion,  and  pain 
figure  prominently  as  accompaniments  of 


hemorrhoidal  disease,  they  are  not  al- 
ways productive  of  enough  inconvenience 
to  cause  undue  concern.  It  is  not  sur- 
prising, therefore,  to  find  that  32  per  cent 
of  our  patients  know  of  their  trouble  for  at 
least  ten  years  and  that  80  per  cent  allow 
at  least  a year  to  elapse  before  coming  for 
examination.  When  the  significance  of 
the  lapse  of  a year  in  the  development  of  a 
rectal  carcinoma  is  considered,  especially 
when  the  physical  evidence  of  such  a 
lesion  begins  only  after  it  has  reached  a 
stage  when  it  will  bleed  or  produce  signs 
of  relatively  advanced  development,  the 
importance  of  seizing  the  first  oppor- 
tunity to  make  a thorough  investigation 
should  be  appreciated.  It  should  be 
strongly  urged  that  all  patients  who  have 
symptoms  referable  to  the  rectal  outlet 
be  considered  to  have  carcinoma  until  it 
is  proved  that  such  a lesion  does  not  exist. 
If  a patient  would  only  greet  the  physician 
with  the  statement  that  he  has  cancer 
instead  of  hemorrhoids  the  physician 
would  regard  his  problem  more  seriously 
and  if  the  patient  actually  believed  that 
he  harbored  a cancer  he  would  come 
earlier  and  demand  exhaustive  examina- 
tion. 

One  of  every  seventeen  patients  who 
come  to  the  Mayo  Clinic  complaining  of 
rectal  trouble,  has  cancer  of  the  terminal 
colon  or  anus,  and  one  of  every  four  of 
these  patients  who  have  cancer  has  re- 
ceived treatment  for  some  other  supposed 
rectal  condition  during  the  period  of  his 
chief  illness,  the  cancer  remaining  undis- 
covered. This  failure  is  owing  to  the 
attitude  of  the  two  chief  parties  con- 
cerned, namely,  the  physician  and  the 
patient,  and  can  be  corrected  by  the 
proper  alteration  of  this  attitude.  It  is 
difficult  to  convince  the  patient  that  as 
soon  as  he  notices  any  peculiarity  of  func- 
tion of  his  bowel  he  should  consult  his 
physician. 

The  Patient’s  Reluctance  to  Seek  Ex- 
amination and  the  Physician’s  Re- 
sponsibility 

The  moment  a patient  is  willing  to 
present  himself  for  the  consideration  of 
some  disorder  pertaining  to  the  function 


234 


LOUIS  A.  BUIE 


[N.  Y.  State  J.  M. 


of  the  anus,  rectum,  or  colon,  he  is  en- 
titled to  most  careful  attention,  the  most 
significant  part  of  which  is  thorough 
examination  with  the  proctoscope. 

During  proctoscopy,  the  physical  and 
mental  condition  of  the  patient  should  be 
determined  and  efforts  in  his  behalf  should 
be  modified  by  these  factors.  There  are 
two  circumstances  of  which  the  examiner 
may  be  sure,  namely,  either  the  patient 
has  had  a proctoscopic  examination  pre- 
viously or  he  has  not.  In  the  latter  in- 
stance he  knows  little  of  what  will  happen 
to  him  and  the  idea  which  he  has  formed 
of  what  is  in  store  for  him,  gained  either 
from  his  own  imagination,  or  as  a result  of 
experiences  which  have  been  recounted 
to  him  by  friends  who  have  already  been 
through  the  examination,  leaves  him  in  a 
confused  and  often  skeptical  state.  Those 
who  have  already  been  subjected  to 
proctoscopy  seldom  have  had  their  co- 
operative abilities  improved  by  the  ex- 
perience. Rarely  one  finds  an  individual 
who  has  neither  been  examined  in  this 
manner,  nor  has  he  any  information 
regarding  it.  Success  with  this  patient 
will  depend  on  his  nervous  make-up,  on 
the  presence  or  absence  of  a pathologic 
condition,  and  on  the  capabilities  of  the 
physician.  These  factors,  of  course,  ap- 
ply to  all  types  but  the  additional  fea- 
tures just  mentioned  exert  a significant 
influence.  More  rarely  will  the  patient 
be  that  phlegmatic  person  who,  knowing 
nothing  of  proctoscopic  examination, 
also  has  no  concern  about  it,  and  more- 
over harbors  no  pathologic  or  anatomic 
condition  which  makes  painless  examina- 
tion impossible. 

A physician  should  encourage  those 
afflicted  with  rectal  disorders  to  present 
themselves  for  examination  as  early  as 
possible  and  teach  them  to  be  unashamed. 
They  should  be  told  of  the  painlessness  of 
early  rectal  carcinoma  and  of  the  grave 
significance  of  the  passage  of  blood  be- 
fore, during,  or  after  defecation.  Only 
in  this  manner  will  it  be  possible  to  lessen 
the  period  of  uncertainty  which  is  so 
costly  and  which  many  patients  will 


avoid  if  they  know  how.  They  neglect 
their  condition  because  they  do  not 
realize  its  significance  and  because  they 
possess  a sense  of  modesty  which  should 
not  be  considered  false.  It  is  a character- 
istic which  is  possessed  by  many  who  have 
come  under  the  influence  of  social  re- 
finement. They  often  fear  medical  at- 
tention, not  only  if  an  operation  is  re- 
quired but  even  during  an  examination, 
and  it  is  lamentable  that  their  fears  are 
often  justified.  They  have  learned  the 
truth  from  those  who  have  had  similar 
conditions  and  have  sought  cures  ad- 
vertised in  journals,  circulars,  and  news- 
papers. They  see  a refuge  in  the  glowing 
descriptions  of  the  various  “painless  pile 
dissolvents”  and  “cures”  of  fissures, 
fistulas,  papillae,  prolapse  and  pockets, 
without  the  knife.  Theirs  is  a normal 
response  when  they  embrace  such  meas- 
ures and  the  physician  should  not  be 
dismayed  at  the  popularity  of  those  who 
are  the  authors  of  such  schemes. 

I would  not  carry  the  impression  that  a 
proctoscopic  examination  as  a rule  is 
difficult  to  perform.  Even  the  most  ex- 
perienced examiner  may  occasionally 
find  himself  involved  in  a series  of  “im- 
possible” cases.  This  happens  in  all 
branches  of  medicine.  However,  if  due 
consideration  is  given  to  the  patient  and 
if  the  examiner  possesses  the  proper  tech- 
nical skill,  nine  out  of  ten  proctoscopic 
examinations  should  be  performed  with- 
out difficulty.  No  prescribed  technic 
can  be  followed  during  proctoscopy. 
After  the  salient  anatomic  features  have 
been  described  and  the  psychologic  factors 
have  been  discussed,  practically  every- 
thing else  must  be  left  to  the  capability 
and  ingenuity  of  the  examiner. 

Too  much  consideration  cannot  be 
given  to  those  factors  which  concern  the 
attitude  of  the  patient  preceding,  during, 
and  immediately  following  an  examina- 
tion. It  is  surprising  how  important 
are  the  simplest  little  details  and  it  is  not 
unusual  for  the  examiner’s  entire  effort  to 
be  rendered  useless  by  failure  to  observe 
some  apparently  inconsequential  fea- 
ture of  the  management  of  the  patient. 
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Constipation,  Hemorrhoids,  and 
Laxatives 

The  proper  function  of  one  machine 
cannot  always  be  considered  a criterion 
of  the  normal  functions  of  all.  Some 
people  are  normally  fat,  others  are  nor- 
mally thin  and  many  people  make  a great 
mistake  when  they  attempt  to  make  their 
figures  fit  the  dimensions  and  weights  of 
some  published  chart.  It  is  like  this  with 
the  activity  of  the  colon.  Whereas  it  is 
generally  considered  normal  for  an  in- 
dividual to  have  one  evacuation  of  the 
bowel  each  day,  it  is  by  no  means  unusual 
to  find  perfectly  well  persons  who  have  a 
movement  every  other  day  or  every 
third  day,  and  sometimes  even  a week 
may  elapse  between  defecations.  Cer- 
tain primitive  people  go  a week  or  two, 
regularly,  without  emptying  the  colon, 
and  there  are  authentic  instances  wherein 
patients  have  been  known  to  go  as  long 
as  a month,  two,  and  even  three  months 
with  no  movement  of  the  bowel.  On  the 
other  hand,  there  are  individuals  who  can 
be  considered  normal  who  have  two  or 
three  stools  a day.  So  that,  in  taking  any 
history,  it  should  first  be  ascertained  what 
is  the  regular,  normal  bowel  habit  of 
that  particular  individual,  or  what  it 
was  before  he  considered  it  necessary  to 
seek  medical  care,  and  then  the  physician 
should  proceed  to  find  out  when  and  in 
what  manner  this  habit  has  been  altered. 

The  use  of  laxatives,  or  possibly  I 
should  say  their  misuse,  probably  is  re- 
sponsible for  the  development  of  hemor- 
rhoids as  frequently  as  any  other  single 
factor.  When  patent  medicines  are  ex- 
ploited by  an  array  of  competitive  ad- 
vertising organizations  for  purely  com- 
mercial reasons,  one  who  considers  the 
present  problem  would  shirk  his  re- 
sponsibility if  he  should  pass  the  sub- 
ject without  comment.  The  question  as 
to  whether  hemorrhoids  cause  constipa- 
tion or  whether  constipation  causes 
hemorrhoids  can  be  answered  correctly 
by  an  affirmative  response  to  either  in- 
quiry. By  merely  regarding  the  com- 
parative ages  of  patients  who  have  the 
two  conditions,  I feel  that  a significant 
clue  is  available.  Hemorrhoids  rarely 


afflict  youths,  but  constipation,  especially 
among  those  who  have  trouble  overcom- 
ing the  habit,  frequently  begins  in  the 
early  years  of  adolescence.  Many  per- 
sons begin  the  use  of  laxatives  while  in 
their  “teens”  and  often  indiscreet  parents 
give  them  laxatives  while  they  are  yet 
babies  or  young  children.  When  these 
individuals  reach  adult  years,  often 
they  cannot  remember  when  they  could 
get  along  without  the  use  of  some  laxa- 
tive, and  many  cannot  remember  ever 
having  had  a normal  bowel  movement. 
There  are  thousands  of  patented  remedies 
and  the  baneful  effect  of  many  of  them 
cannot  be  overstated.  It  is  unfortunate 
that,  in  the  constant  endeavor  to  popular- 
ize use  of  his  products  and  to  increase  his 
income,  man  deliberately  will  sacrifice 
the  physical  comfort  and  safety  of  his 
neighbor,  by  propaganda  and  misrepre- 
sentation. 

Cleanliness  in  Health  and  in  Disease 

It  would  be  desirable,  were  it  possible, 
to  establish  a routine  of  personal  cleanli- 
ness in  regard  to  the  care  of  the  rectal 
outlet.  There  are  few,  even  among  the 
most  refined  people,  who  realize  how 
inadequate  are  the  methods  usually  em- 
ployed in  cleaning  the  part  following 
defecation,  and  the  task  of  correcting  this 
is  insuperable.  If  an  individual  will  use 
any  of  the  usual  types  of  toilet  paper  after 
defecation  and  then  will  cleanse  the 
parts  further  with  a piece  of  moist  cotton 
or  gauze,  invariably  he  will  note  a con- 
siderable residue  of  bowel  discharge  and 
fecal  stain  on  the  fabric.  Probably 
healthy  tissues  are  able  to  withstand  any 
effect  which  might  be  produced  by  con- 
stant exposure  to  filth  of  this  type,  but  it 
cannot  be  denied  that  when  tissues  are 
subjected  to  any  strain  which  is  sufficient 
to  produce  solution  in  their  continuity, 
they  will  be  rendered  more  vulnerable 
and  much  more  likely  to  succumb  to  in- 
vasion by  micro-organisms. 

The  application  of  active  therapeutic 
measures  begins  with  those  simple  meth- 
ods employed  to  prevent  the  spread  of 
infection  in  cases  in  which  the  crypts  and 
papillae  have,  at  the  beginning,  become 


236 


LOUIS  A.  BUIE 


[N.  Y.  State  J.  M. 


involved  by  mild  inflammatory  disease. 
In  such  cases  an  irrigation,  or  a small, 
warm  enema  of  plain  water  or  saline 
solution  should  be  used  daily  following 
evacuation  of  the  bowel.  The  purpose 
of  this  procedure  is  to  cleanse  the  lower 
rectum  and  the  anal  canal  in  such  a man- 
ner as  to  prevent  their  exposure  to  fecal 
discharges ; therefore,  the  accumulation  of 
large  quantities  of  the  solution  in  the 
lower  colon  should  be  avoided  because, 
unless  this  precaution  is  taken,  the  peri- 
staltic activity  of  the  bowel  will  be 
stimulated  and  further  evacuation  of  the 
colon  will  result.  This  will  make  an 
endless  task  of  each  session  and,  in  addi- 
tion, may  produce  irregularity  in  the 
bowel  habit,  which  is  undesirable.  Pa- 
tients can  be  carefully  instructed  re- 
garding this  part  of  the  treatment,  so 
that  they  can  take  care  of  it  themselves 
while  seated  on  the  toilet,  and  by  using  a 
small,  well-lubricated  catheter  they  can 
move  its  tip  back  and  forth  within  the 
anal  canal,  thereby  cleansing  the  parts 
with  little  difficulty.  Following  this, 
they  can  lubricate  the  parts  by  applying  a 
little  white  vaseline  with  the  finger  tip, 
covered  with  an  ordinary  finger  cot,  and 
often  such  treatment  will  suffice. 

It  may  be  advisable,  in  addition,  to 
have  the  patient  report  each  day,  fol- 
lowing such  treatment,  and  he  can  then 
be  assisted  by  irrigating  the  anal  canal 
and  lower  rectum  with  an  aqueous  solu- 
tion of  metaphen,  witch  hazel,  or  some 
other  suitable  medicated  solution.  The 
physician  should  not  merely  prescribe 
ointments,  or  suppositories,  to  be  ap- 
plied by  the  patient  himself,  and  ex- 
pect a satisfactory  result.  It  should 
be  apparent  that  little  can  be  ex- 
pected in  the  way  of  relief,  by  the  ap- 
plication of  such  medicaments,  if  they 
are  administered  in  the  presence  of  bowel 
discharges.  If  they  are  used,  as  is  often 
the  case,  before  the  bowel  is  evacuated, 
they  will  only  stimulate  defecation  and 
thus  destroy  any  helpful  effect  which 
might  have  been  produced  had  they  been 
applied  at  the  proper  time.  All  medical 
types  of  treatment,  thus  outlined,  should 
be  accompanied  by  suitable  examinations 


in  order  to  determine  the  response  to 
treatment  and  in  order  to  alter  the  char- 
acter of  treatment  when  necessary. 

Complete  and  Incomplete 
Hemorrhoidectomy 

Physicians  should  not  follow  old- 
fashioned  schemes,  without  regard  to  the 
problems  involved  in  any  individual  in- 
stance. It  is  said,  for  example,  that 
hemorrhoids  develop  in  three  main 
groups:  one  on  the  left  and  two  on  the 

right  side  of  the  rectal  outlet.  It  is  said 
also,  that  hemorrhoids  should  be  re- 
moved in  three  main  groups,  “being  sure 
to  leave  a strap  of  mucous  membrane” 
between  the  points  where  the  hemor- 
rhoids were  removed.  The  caution  also 
has  been  given  that  these  three  straps 
should  represent  no  less  than  a third  of  the 
circumference  of  the  anorectal  outlet,  in 
order  to  avoid  the  development  of  stric- 
ture, but  the  ever-present  group  of  post- 
operative marginal  external  tags  and  de- 
formities proves  the  faithfulness  with 
which  such  teachings  have  been  observed. 
It  might  have  been  better  if  such  methods 
never  had  been  taught  because  we  are 
still  operating  on  patients  who  under- 
went hemorrhoidectomy  thirty  years  or 
more  ago  and,  worse  than  that,  we  are 
operating  on  patients  who  have  had  these 
obsolete  methods  applied  to  them  more 
recently. 

It  should  be  understood  that  by  care- 
ful technic  and  the  proper  regard  for 
sound  principles  in  the  care  of  infected 
wounds,  all  of  the  hemorrhoids  can  be 
removed  without  producing  undesirable 
distortion  or  disturbing  the  function  of 
the  parts.  Following  a properly  per- 
formed hemorrhoidectomy,  hemorrhoids 
will  not  recur  and  it  is  only  when  all 
hemorrhoids  have  not  been  removed  that 
they  do  recur.  The  surgeon’s  fear  of 
causing  stricture  is  the  reason  why,  in 
some  cases,  hemorrhoidectomy  is  incom- 
plete and  when  operation  on  some  of  the 
more  complicated  types  of  hemorrhoids 
is  considered,  it  is  easy  to  understand  why 
inexperienced  persons  should  entertain 
this  fear.  However,  experience  has 
proved  that  such  fear  is  unfounded  if  the 
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operation  is  properly  performed  and  if  the 
parts  remain  in  place,  as  they  were  at  the 
conclusion  of  the  operation,  undisturbed 
by  the  sloughing  which  complicates 
wounds  which  do  not  receive  proper 
attention. 

Prerequisites  to  General  Improvement 
in  Proctologic  Work 

The  medical  profession  has  discharged 
well  its  duty  to  the  public,  and  to  point 
out  something  that  needs  further  atten- 
tion by  members  of  the  profession  is  not 
to  condemn  the  profession  or  to  minimize 
its  efforts.  Nevertheless,  to  some  physi- 
cians it  has  been  a matter  for  boasting 
that  they  cannot  be  bothered  with  “rec- 
tal cases”;  to  many  more  it  has  been  a 
matter  of  regret.  As  long  as  some  mem- 
bers of  the  medical  profession  are  will- 
ing to  pass  lightly  over  rectal  problems, 
they  may  expect  those  who  employ  busi- 
ness methods  in  medical  practice  to 
flourish. 

Whenever  a patient  with  rectal  trouble 
consults  these  so-called  charlatans,  the 
utmost  consideration  is  given  to  the 
problem  presented.  The  experience  of 
many  such  practitioners  is  broad  and  their 
skill  in  conducting  examinations  and  ad- 
ministering treatment  is  often  better 
than  that  of  many  who  shun  them. 
Therefore,  as  physicians  review  the  his- 
tory of  medical  practices  and  observe 
the  type  of  rectal  surgery  that  has  been 


approved  by  some  legitimate  surgeons; 
when  they  consider  the  lack  of  equipment 
for  diagnosis  and  treatment  of  anal  and 
rectal  disease  which  some  of  their  col- 
leagues possess;  when  they  consider  the 
indifferent  attitude  toward  anorectal  dis- 
ease of  some  who  are  at  the  head  of  hos- 
pitals and  teaching  institutions;  and 
when  they  realize  the  horror  of  “pile,” 
fissure,  and  fistula  operations,  which 
has  been  passed  on  from  one  generation 
of  laymen  to  another,  the  evils  should  be 
recognized  and  knowledge  gained  which 
should  reveal  the  remedy. 

This  remedy  will  come  only  through  a 
proper  alteration  in  the  present  attitude 
of  the  representative  men  in  the  medical 
profession.  Those  who  have  ability  must 
interest  themselves  sufficiently  in  this 
type  of  work.  Some  should  do  the  work 
as  a part  of  their  general  practice  or  as  a 
part  of  their  duties  as  internists  and  sur- 
geons; some  should  go  a step  further  and 
carry  on  this  work  more  intensively; 
while  others  should  limit  their  work  to 
proctology  and  proceed  not  only  to  care 
for  patients  but  to  seek  to  increase  the 
facilities  for  the  teaching  of  proctology 
both  in  undergraduate  and  in  postgradu- 
ate institutions.  Most  of  all,  it  is  neces- 
sary that  those  who  are  at  the  head  of 
hospitals  and  teaching  institutions  give 
opportunity  to  those  who  are  interested 
in  the  work  and  are  ambitious  to  help  with 
its  advancement. 


MYSTERIOUS  HUMAN  BAROMETERS 
A St.  Louis  doctor  has  a patient  who  “predicts 
rain  accurately  every  time,”  by  a severe  attack 
of  insommia  about  twenty-four  to  twenty-eight 
hours  before  the  storm.  Many  people  and 
animals  exhibit  this  mysterious  excitability  and 
irritability  as  storms  approach,  remarks  the 
J.A.M.A.  Some  believe  that  “a  real  tissue 
swelling  occurs  as  outside  pressures  are  reduced 
and  the  cells  imbibe  free  water  from  their  sur- 
rounding medium  (much  as  does  a sponge). 
Many  people  have  a severe  headache,  which  is 
relieved  as  soon  as  the  pressure  begins  to  rise 
again.  Some  others  with  sclerotic  changes  ex- 
hibit a distinct  tendency  to  convulsions  and  un- 
consciousness during  periods  of  rapidly  declining 
pressure.” 


POSTGRADUATE  SCHOLARSHIPS 

The  New  York  Postgraduate  Medical  School, 
Columbia  University,  has  a scholarship  fund 
which  is  available  for  qualified  graduates  in  medi- 
cine who  wish  to  take  postgraduate  courses  at 
this  school. 

For  further  information  and  application  forms, 
address  the  Director,  New  York  Postgraduate 
Medical  School,  303  East  20th  Street,  New  York 
City. 


The  suppression  of  Jewish  doctors  in  Germany 
has  resulted  in  “a  definite  lack  of  physicians,” 
according  to  reports  to  the  J.A.M.A. 


THE  PROGNOSIS  OF  INSURED  NEUROTICS 

A Study  of  1,000  Disability  Insurance  Claims 


Peter  G.  Denker,  M.D.,  New  York  City 
{Assistant  Visiting  Neurologist , Bellevue  Hospital) 


IT  is  probably  true  that  “psychoneuro- 
sis” is  the  most  frequently  made 
diagnosis  in  medical  practice.  Culpen  and 
Smith,1  in  a routine  examination,  found 
that  about  50  per  cent  of  factory  workers, 
and  70  per  cent  of  students  had  neurotic 
symptoms,  16  to  20  per  cent  of  these 
symptoms  being  of  fairly  severe  degree. 
Cassidy,2  in  his  consulting  cardiologic 
practice,  notes  that  29  V2  per  cent  of  per- 
sons seen  by  him  are  neurotic  and  show 
no  evidence  of  organic  heart  disease,  and 
this  estimate  is  even  exceeded  by  Hous- 
ton,3 who  believes  that  at  least  half  of 
these  patients  presenting  themselves  as 
suffering  from  heart  disease  are  cardiac 
neurotics.  Of  2,000  consecutive  ambula- 
tory cases  in  the  Boston  dispensaries,  45 
per  cent  were  psychoneurotic4  and  Lock- 
hart, quoted  by  Gillespie,5  would  have 
us  believe  that  “as  much  as  60  per  cent 
of  the  time  lost  through  sickness  in  certain 
industries  is  lost  through  psychoneurotic 
illness  of  some  kind  or  another.”  The 
neurosis  is  not  only  frequent  but  is  often 
prolonged  in  its  course.  Thus,  Halliday,6 
as  Regional  Medical  Officer  for  Scotland 
under  the  Insurance  Acts,  found  that 
one-third  of  1,000  patients  referred  to 
him  due  to  prolonged  incapacity,  and 
supposed  to  be  suffering  from  organic 
disease,  were  in  fact  ill  from  neurosis.  All 
these  patients  were  rechecked  by  special- 
ists 'and  an  independent  observer.  Simi- 
larly, Hoare,7  in  his  analysis  of  the  dis- 
ability claims  of  the  Penn  Mutual  Life 
Insurance  Company  found  that  next  to 
diseases  of  the  heart,  the  most  frequent 
cause  of  disability  was  disorder  of  the 
nervous  system,  constituting  16  per  cent 
of  their  claimants.  It  is  interesting  to 
note  that  the  claim  of  longest  duration 


(twelve  years)  in  his  series  was  due  to  a 
neurosis  resulting  from  a fracture  of  the 
skull.  Furthermore,  in  an  analysis  made 
according  to  duration  of  illness,  the  cases 
due  to  nervous  system  disease  were  found 
to  constitute  40  per  cent  of  the  total  num- 
ber of  claims,  in  this  respect  leading  the 
field  by  a large  margin.  The  economic 
loss  to  the  individual  and  to  industry  due 
to  this  impairment  is,  therefore,  obviously 
severe. 

Outline  of  Study 

It  was  thought  that  a follow-up  study  of 
1,000  consecutive  disability  claims  due 
to  psychoneurosis  might  add  some  en- 
lightenment to  this  complex  problem. 
These  claimants  were  all  insured  in  the 
Equitable  Life  Assurance  Society  of  the 
United  States,  and  if  totally  disabled  re- 
ceived varying  amounts  of  money  in 
monthly  payments  depending  on  the 
amount  of  insurance  carried.  Most  of 
these  policies  were  issued  between  the 
years  1915  and  1930,  the  inception  of  their 
disability  occurring  from  one  to  twenty 
years  after  issue.  The  diagnosis  in  all 
instances  was  made  by  a physician  and 
often  corroborated  by  a nerve  specialist 
or  psychiatric  hospital,  and  in  the  New 
York  area  most  of  the  cases  were  per- 
sonally examined  by  the  writer.  Total 
disability  was  only  recognized  after  the 
insured  had  been  ill  for  at  least  three 
months  and  to  an  extent  that  would  pre- 
vent him  from  engaging  in  any  occupa- 
tion for  remuneration  or  profit.  The 
milder  or  more  transient  neurotic  disturb- 
ances are,  therefore,  automatically  ex- 
cluded from  this  study.  Lastly,  the  fol- 
low-up study  was  made  at  least  five  years 
and,  in  many  cases,  ten  to  fifteen  years 
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after  disability  had  commenced,  results 
being  obtained  by  correspondence  with 
the  insured  or  his  physician,  examination 
by  the  Society’s  examiners,  personal  in- 
terviews or  inspection  reports.  Due  to 
the  co-operation  of  these  various  inform- 
ants, 100  per  cent  of  the  cases  were  traced 
and  brought  up  to  date. 

Great  Frequency  of  Error  in  Diagnosis 

The  great  risk  of  error  in  too  glibly 
labeling  a patient  a neurotic  was  apparent 
early  in  the  study.  On  following  the 
cases  it  was  found  that  293,  or  29.3  per  cent 
of  the  total  1,000  cases  had  been  errone- 
ously diagnosed  as  “psychoneurosis,”  the 
true  nature  of  the  illness  manifesting  it- 
self in  most  cases  within  one  year,  as  some 
organic  disorder.  There  were  62  deaths 
in  this  group  of  293  cases,  an  unusually 
high  percentage.  It  is  interesting  to  note 
that  in  a follow-up  study  of  100  patients 
diagnosed  as  “neurosis,”  Comroe1 2 3 4 5 6 7 8  found 
that  -24  per  cent  showed  definite  evidence 
of  organic  disease  within  an  average 
period  of  eight  months,  never  after  two 
years,  figures  closely  approximating  ours. 
In  most  instances  rechecking  of  the  origi- 
nal hospital  records  of  these  patients  re- 
vealed that  symptoms  suggesting  the 
organic  disease  were  present  during  the 
original  admission.  He  likewise  experi- 
enced a high  mortality  rate,  7 of  the  24 
cases  dying  within  two  years.  A tabula- 
tion of  these  293  cases  erroneously  diag- 
nosed neurosis  follows : 


TABLE  1 — "End  Results  of  Cases  Erroneously 
Diagnosed  Neurosis” 


1.  Psychosis  (manic-depressive,  schizo- 

phrenia, involutional  melancholia,  gen- 
eral paresis,  etc.  (suicides,  20)  149 

2.  Cerebral  arteriosclerosis  and  hemorrhage  21 

3.  Other  organic  brain  disease  25 

4.  Pulmonary  tuberculosis  or  lung  abscess  17 

5.  Organic  cardiac  disease  13 

6.  Hypertension  and  nephritis  14 

7.  Cancers  7 

8.  Cholecystitis  or  cirrhosis  of  liver  8 

9.  Duodenal  ulcer  4 

10.  Chronic  arthritis  7 

11.  Miscellaneous  28 

293  cases 


It  cannot,  therefore,  be  too  frequently 
emphasized  that  the  pitfalls  in  diag- 
nosing a “neurosis”  are  deep  and  that  the 
diagnosis  should  only  be  made  after  a 
most  meticulous  exclusion  of  organic 
disease  has  been  carried  out.  It  would 
probably  be  wise  not  to  insure  an  indi- 
vidual for  at  least  six  months  to  one  year 
after  recovery  from  a neurosis. 

It  might  be  appropriate  at  this  point  to 
mention  the  extreme  difficulty  which  is 
occasionally  encountered  in  differentiat- 
ing between  the  neurotic  and  the  mal- 
ingerer. The  malingerer  realizes  he  is  not 
ill  and  consciously  simulates  his  symp- 
toms, whereas,  the  neurotic  is  genuinely 
convinced  that  he  is  sick  and  is  usually 
unaware  of  the  emotional  factors  related 
to  his  difficulties  or  the  purpose  that  his 
symptoms  are  serving.  The  inconsisten- 
cies in  history  and  examination,  as  well 
as  the  frequent  exaggeration  of  symptoms 
or  signs  by  the  malingerer,  help  in  diag- 
nosis. To  make  matters  more  difficult 
the  two  conditions  may  coexist.  Foster 
Kennedy9 10 11  has  aptly  described  this  state, 
“hysteria  and  malingering  are  often  dove- 
tailed and  come  together  in  one  mind, 
and  many  symptoms  begun  as  malinger- 
ing end  as  hysteria  by  suggestion.  In  the 
great  majority  of  cases,  one  cannot  tell 
easily  what  is  virtue  and  what  is  vice. 
Just  as  few  of  us  know  if  we  are  all  good 
or  all  evil,  we  are  in  truth  neither  black 
nor  white,  just  gray.” 

The  remainder  of  this  paper  will  concern 
itself  with  an  analysis  of  the  707  true 
neurotics  in  this  series. 

Age 

The  age  of  onset  encountered  in  the 
study  varied  widely  from  19  to  59  years, 
the  average  age  being  37.2  years.  This 
is  in  contrast  to  the  slightly  higher  age 
average  of  the  erroneously  diagnosed 
group  in  which  40.8  years  was  obtained. 
The  chances  of  error  in  diagnosis  is,  there- 
fore, somewhat  greater  at  the  higher  ages. 
It  would  seem  that  middle  age  in  the 
male  produces  the  greatest  neuroses, 
possibly  because  his  responsibilities  are 
greatest  and  his  career  made  or  broken  at 
this  period.  In  the  female  this  age  inci- 
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TABLE  2- 

—Age  at 

Onset  of  Disability 

Age  at  Onset 

Male 

Female 

Both  Sexes 

-19 

2 

2 

20-24 

17 

38 

55 

25-29 

43 

61 

104 

30-34 

64 

82 

146 

35-39 

67 

55 

122 

40-44 

75 

33 

108 

45-49 

57 

30 

87 

50-54 

39 

19 

58 

55-59 

20 

5 

25 

Total 

384 

323 

707 

dence  is  somewhat  lower.  As  Halliday6 
puts  it:  “he  tends  to  look  before  and 

after  and  pine  for  what  is  not,  and  by 
means  of  an  illness  escapes  the  responsibil- 
ities of  an  immediate  or  future  environ- 
ment hard  to  contemplate  steadily.” 
Burns  expressed  the  mood  when  he  wrote, 
“But,  oh,  I backward  cast  my  ee  on 

prospects  drear; 

An’  forward  tho’  I canna  see,  I guess  and 

fear.” 

Sex 

Of  the  707  cases,  384  were  males  and 
323  females.  Forty-five  per  cent  of  these 
claimants  were,  therefore,  females,  as  con- 
trasted to  the  fact  that  only  12-14  per 
cent  of  the  insurance  policies  during  these 
years  were  held  by  women.  Neuroses 
were,  therefore,  3 to  4 times  as  frequent 
among  females  as  male  insureds,  which 
corresponds  with  the  clinical  frequency 
of  female  neurotics.  Of  100  neurotics 
studied  by  Bennet  and  Semrad,10  73  per 
cent  were  females  and  27  per  cent  males, 
and  61  per  cent  of  Luff  and  Garrod’s11 
series  were  females. 

Occupation 

Occupationally  claimants  might  be 
classified  roughly  as  follows : 


TABLE  3 — Occupation  of  Disability  Claimants 


Clerical  workers 

185 

Executives 

170 

Teachers 

132 

Merchants 

88 

Professional  workers 

54 

Farmers 

33 

Nurses 

23 

Students 

13 

Manual  workers 

7 

Housewives 

2 

707 

No  definite  conclusions  can  be  drawn, 
but  the  high  incidence  among  clerical 
workers,  executives,  teachers,  and  pro- 
fessional people  contrasts  forcefully  with 
the  greatly  diminished  number  of  manual 
workers  and  housewives.  On  looking 
over  the  case  histories,  one  was  often 
struck  by  the  monotonous  existence  of 
the  occupational  misfit,  the  clash  of 
temperament  and  intelligence,  etc. 
“Blessed  is  he  who  has  found  his  work; 
let  him  ask  no  other  blessedness,”  wrote 
Carlyle,  and  Huddleson12  has  worded  the 
problem  well:  “whatever  his  personal 

and  family  histories  have  been,  any  in- 
dividual may  find  himself  in  a situation 
that  tends  to  become  progressively  more 
unbearable  and  so  predisposes  to  psy- 
choneurotic conduct.  A man  working  at 
tasks  beyond  his  intellectual  or  physical 
capacity,  or  his  emotional  endurance,  and 
harassed  by  obligations  to  carry  on  ex- 
hausting work  without  being  able,  from 
whatever  ultimate  maladjustments,  to 
derive  satisfaction  from  his  work,  this 
man  is  becoming  predisposed  toward  a 
neurosis.  Bare  failure  is  intolerable;  but 
failure  camouflaged  and  compensated 
for  by  an  illness  that  brings  attention, 
sympathy,  rest,  and  often  an  indemnity 
or  wages  without  work  is  far  from  in- 
tolerable.” 

Family  or  Past  History  of 
Mental  Disease 

Though  a history  of  familial  mental 
taint  is  frequently  obtained  in  the  private 
neurotic  patient,  such  a history  was  only 
rarely  given  in  this  series.  Thus,  there 
were  only  45  individuals  of  the  707  who 
presented  a history  of  nervous  or  mental 
disease  in  either  themselves  or  their  fam- 
ily, an  incidence  of  about  5 per  cent. 
Yaskin13  in  a review  of  100  psychoneurot- 
ics obtained  a positive  family  history 
of  neuropathy  in  60  per  cent.  This  dis- 
crepancy is  probably  explained  by  the 
absence  of  a special  question  on  the  in- 
surance application  as  to  mental  disease 
in  the  family,  as  well  as  by  the  fact  that  the 
average  insurance  examiner  is  not  neuro- 
logically  minded.  Lastly,  lack  of  candor 
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on  the  part  of  the  applicant  plays  an  im- 
portant role. 

Life  Expectancy 

A thorough  search  of  the  literature  re- 
vealed no  accurate  mortality  study  of 
people  who  have  suffered  from  a neurosis. 
The  following  table  expresses  our  ex- 
perience in  this  series  of  707  cases. 

TABLE  4 — Mortality  Study  of  Neuroses 


Males 

Attained  Actual  Expected  Mortality 

Age  Deaths  Deaths  Ratios 


U.  S. 

E.  L.  A.  S. 

U.  S. 

E.  L.  A.  S. 

Table 

Table 

Table 

Table 

-39 

4 

5.36 

3.42 

75% 

117% 

40-49 

5 

9.62 

7.13 

52 

70 

50-59 

8 

12.08 

10.96) 

57 

62 

60 

1 

3.70 

3.65) 

18 

30.76 

25.16 

59% 

72% 

Females 

-39 

6.24 

4.62 

40-49 

2 

4.48 

4.28 

50-59 

1 

3.85 

4.62 

60 

1 

.71 

.87 

4 

15.28 

14.39 

26% 

28% 

This  study  was  made  from  the  incep- 
tion of  the  disability  to  the  date  as  of 
which  we  were  last  able  to  trace  them. 
There  was  a minimum  of  at  least  five 
exposure  years  for  each  case,  with  a total 
of  2,981  exposure  years  for  the  384  male 
cases  and  2,526  years  for  the  323  female 
lives.  The  average  number  of  years  of 
follow-up  was,  therefore,  7.6  years.  The 
expected  deaths  were  calculated  by  three 
mortality  tables:  (1)  a table  representing 
the  Society’s  own  experience  between 
1928  and  1932  on  standard  insurance 
policies  in  force  more  than  ten  years  (this 
was  applied  to  both  the  male  and  female 
experience);  (2)  the  U.  S.  White  Males 
Table  representing  the  experience  during 
the  period  1928-1931  of  the  total  white 
male  population  of  the  continental  U.  S. ; 
and  (3)  the  U.  S.  White  Females  Table  cor- 
responding to  the  Males  Table.  Each 
of  these  two  tables  was  applied  to  the 


corresponding  sex  in  this  present  study. 

There  was  a total  of  18  male  and  4 
female  deaths  in  the  entire  series,  death 
being  due  to  various  causes.  The  ex- 
pected number  of  male  deaths  was  30.76 
deaths  according  to  the  U.  S.  Table  and 
25.16  deaths  in  the  Equitable  Life  Assur- 
ance experience,  giving  a favorable 
mortality  ratio  for  the  entire  male  group 
of  59  per  cent  and  72  per  cent,  respectively . 
In  the  female  group  only  4 deaths  were 
experienced,  giving  a mortality  ratio  of 
27  per  cent.  It  is,  therefore,  evident 
that  psychoneurotics  have  a life  expec- 
tancy which  is  better  than  normal.  This 
is  probably  due  to  the  excessive  care  and 
pampering  they  usually  undergo,  their 
escape  from  the  winter  rigors  to  southern 
climates,  long  vacations,  frequent  rest 
periods,  etc.  There  would  thus  seem  to 
be  statistical  proof  for  the  opinion 
that  neurotics  are  more  likely  to  wear  out 
their  families  and  friends  rather  than 
themselves. 

A word  as  to  the  frequency  of  suicide 
among  neurotics.  Though  the  fear  of 
committing  suicide  is  a frequent  symptom 
in  patients  suffering  from  anxiety  states, 
and  hysterics  often  threaten  to  do  so, 
the  risk  of  a person  committing  suicide 
who  is  suffering  from  a true  neurosis'  is 
very  small,  and  the  old  saying  that  these 
patients  are  too  fond  of  themselves  for 
this  to  be  a serious  risk  is  a true  one.  In 
the  22  deaths  in  this  series  there  were  3 
suicides.  Jamieson14  in  a study  of  100 
suicidal  deaths  found  only  4 in  psycho- 
neurotics ; these  were  in  the  acute  phase, 
with  morbid  fears,  depression,  and  various 
hypochondriacal  symptoms  resembling  a 
mixed  manic-depressive  reaction.  It  is 
interesting  to  note  that  over  two-thirds 
of  his  100  cases  occurred  in  the  course  of  a 
psychosis  of  the  manic-depressive  type. 
T.  A.  Ross,15  in  an  experience  of  over 
1,000  cases  of  neurosis,  encountered  only 
7 suicides;  once  again  the  accuracy  of 
diagnosis  must,  therefore,  be  stressed. 
The  psychoneurotic  should  be  carefully 
differentiated  from  the  psychotic.  The 
small  suicide  hazard  in  the  neurotic  is  in 
marked  contrast  to  the  much  greater  risk 
of  this  tragedy  in  the  psychotic.  Strecker 
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TABLE  5 — Monthly  Disability  Income  Group 


Duration  of  Disability 

All  Claims 

Waiver  Only  Less  Than  $50 

$50-$99 

$100-$199 

$200 

Percentage 

Percentage 

Percentage 

Percentage 

Percentage 

Percentage 

Less  than  1 year 

45.4 

31.6 

47.4 

43.4 

45.8 

41.9 

1 year  or  more 

54.6 

68.4 

52.6 

56.6 

54.2 

58.1 

2 years  or  more 

27.4 

36.8 

25.0 

30.2 

23.6 

35.5 

3 years  or  more 

18.3 

26.3 

16.8 

18.7 

16.7 

25.8 

4 years  or  more 

14.0 

15.8 

12.2 

14.8 

12.5 

24.2 

5 years  or  more 

10.3 

15.8 

8.2 

11.0 

8.3 

22.6 

and  Palmer16  have  clearly  differentiated 
the  two,  “a  psychoneurosis  is  essentially 
different  from  a psychosis.  The  psychotic 
is  profoundly  shaken  in  his  whole  person- 
ality and  sometimes  disintegrated;  there 
is  a deep  cleft  between  self  and  environ- 
ment, and  reality  for  him  is  disturbed, 
distorted,  and  even  abolished.  In  the 
neurotic  there  is  only  a partial  personality 
altering  and  environmental  contacts  re- 
main real  and  relatively  undisturbed. 
Meyer  sees  the  psychoneurosis  as  part 
reactions,  halfway  places  between  normal 
and  psychotic,  maladaptions  to  be  sure, 
but,  nevertheless,  compromises  that  rec- 
ognize and  concede  the  claims  of  reality. 
Finally  from  the  standpoint  of  insight, 
the  capacity  to  ‘stand  off’  and  ‘look 
in,’  survey  and  judge,  even  if  not  under- 
stand, here  the  psychoneurotic  over- 
whelmingly demonstrates  his  freedom 
from  the  psychosis.” 

Duration  of  Neurosis 

Of  the  total  of  707  cases: 

45.4  per  cent  terminated  within  1 year 
of  onset 

27.2  per  cent  terminated  during  2nd 
year 

9.1  per  cent  terminated  during  3rd 
year 

4.3  per  cent  terminated  during  4th 
year 

3.7  per  cent  terminated  during  5th 
year 

10.3  per  cent  were  still  disabled  5 years 
after  onset. 

Approximately  three-fourths  of  all  cases, 
therefore,  recover  within  two  years  of  the 
onset  of  disability  and  a little  less  than 


half  within  the  first  year.  In  the  follow-up 
series  of  Luff  and  Garrod,11  three  years 
after  the  patients  had  been  discharged 
from  the  clinic,  55  per  cent  were  found 
to  be  in  good  health,  the  results  being 
more  or  less  identical  for  all  therapeutic 
methods  used,  including  analysis.  In 
our  series,  20  cases  had  been  treated  by 
lengthy  analysis  with  approximately  the 
same  degree  of  success  as  the  remainder 
of  the  cases  treated  according  to  various 
other  procedures,  making  one  doubt  the 
peculiar  therapeutic  efficacy  of  this  pro- 
cedure. Yaskin13  in  his  series  of  100 
neurotics,  found  that  41  recovered,  41  im- 
proved, and  18  had  not  been  benefited 
by  treatment  in  hospital  or  clinic.  He 
likewise  felt  that  for  most  of  the  patients, 
suggestion,  encouragement,  medication, 
and  partial  analysis  of  the  precipitating 
conflict  was  sufficient. 

It  was  thought  interesting  to  attempt  to 
ascertain  if  any  relationship  existed  be- 
tween the  amount  of  disability  income 
and  the  duration  of  the  illness.  The 
table  above  shows  the  persistency 
of  these  claims  over  a five-year  period 
from  the  initial  date  of  the  disability,  ex- 
pressed on  the  basis  of  percentage  of  the 
total  claims  in  each  category. 

It  can  readily  be  seen  that  in  the  higher 
disability  income  brackets  the  duration 
of  the  claim  is  likely  to  be  longer.  Thus, 
whereas  only  10.3  per  cent  of  all  claims 
lasted  five  years  or  more,  in  the  disability 
income  group  receiving  $200  or  more  per 
month,  22.6  per  cent  of  the  cases  lasted 
this  length  of  time.  Furthermore,  itv 
would  seem  that  after  the  third  year  in 
this  higher  income  group  the  percentage 
remains  almost  constant,  so  that  it  is  fair 
to  say  that  neurotics  receiving  $200  or 
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more  per  month,  who  have  been  ill  for 
three  years,  practically  never  get  well. 
It  would  seem  that  the  monthly  disability 
check  eliminates  the  incentive  to  get  out 
and  fight  life’s  struggles,  and,  in  addition, 
it  acts  as  a constant  reminder  to  the 
highly  suggestible,  mentally  ill  patient 
th^t  he  is  disabled,  and  an  invalid,  and 
recognized  as  such  by  the  outside  world. 
Instead  of  helping  to  rehabilitate  the 
neurotic,  we  are  doing  the  worst  thing 
possible  for  his  mental  health;  con- 
stantly impressing  upon  him  that  society 
looks  upon  him  as  useless  and  unable  to 
carry  on.  How  much  wiser  we  would 
be,  to  pay  these  claims  by  some  form  of 
lump-sum  settlement  at  the  end  of  the 
first  year  of  disability  or  sooner. 

Lump-Sum  Settlements 

In  the  last  few  years,  much  has  been 
written  pro  and  con  about  “lump-sum 
settlements.”  In  Denmark,  compensation 
is  paid  in  a lump  sum  at  an  early  stage 
of  the  incapacity  and  93.6  per  cent  of  the 
injured  recover  from  what  in  this  country 
would  be  called  a traumatic  neurosis.  On 
the  other  hand,  the  sick  man  in  Germany 
is  entitled  to  a monthly  pension  and  only 
9.3  per  cent  recover  from  the  same 
disease.17  Jolly18  has  had  a similar  ex- 
perience with  industrial  hysterics,  find- 
ing the  percentage  of  cures  high  when 
lump-sum  settlement  is  speedily  made, 
whereas  it  is  low  where  the  individual 
draws  weekly  compensation.  Foster  Ken- 
nedy9 quotes  Dr.  Lewy,  who  is  chief 
medical  examiner  for  the  compensation 
commission  of  the  State  of  New  York  as 
saying  that  he  has  “never  known  of  a 
single  case  from  my  very  large  material, 

N which  was  ever  disposed  of,  unless  the  in- 
dividual received  a monetary  remunera- 
tion to  his  own  satisfaction.”  Norcross,19 
on  the  other  hand,  in  a follow-up  study 
of  compromise  agreements,  settled  by 
lump  sum  in  New  York  State,  found  the 
system  used  did  not  produce  successful 
results,  in  that,  in  most  cases,  the  claim- 
ant’s physical  health  or  mental  attitude 
was  not  improved,  nor  did  it  stimulate 
him  to  find  work  or  aid  in  the  conserva- 
tive expenditure  of  his  compensation 


money.  Marked  improvement  resulted 
from  the  settlement  in  only  17  of  64  cases. 
He  attributes  most  of  the  failures  to  un- 
necessary delay  in  the  compensation 
rooms,  extended  litigation  and  unwise 
handling  of  these  cases  by  the  insurance 
carrier  or  their  representatives.  “The 
group  which  understands  this  type  of 
man  best,  namely  the  State  Compensa 
tion  Medical  Staff,  often  makes  recom- 
mendations which  are  not  followed.’’ 
He  recommends  that  the  interval  between 
the  onset  of  neurosis  and  the  settlement 
should  be  shortened,  investigations  should 
be  speeded  up,  and  neurotic  claimants 
should  not  be  given  copies  of  their  medical 
reports  or  hear  medical  testimony  which 
might  cause  them  further  anxiety  or 
worry.  They  should  not  be  advised  that 
it  is  legally  possible  to  reopen  their  cases 
at  a later  date  if  their  conditions  change 
for  the  worse,  since  such  knowledge  is 
harmful  to  the  neurotic  patient.  “Work 
of  any  kind  is  the  best  therapy,”  and 
better  co-operation  from  the  insurance 
companies  would  return  more  claimants 
to  work  much  sooner. 

The  medical  literature  is  full  of  warn- 
ings about  the  futility  of  closing  neurotic 
cases  a long  time  after  the  accident. 
Though  writers  differ  as  to  the  manner 
in  which  claims  should  be  settled,  all 
agree  they  should  be  settled  promptly  and 
be  rather  small,  and  that  prolonged 
litigation  and  appeals  are  the  worst  things 
that  can  happen  to  a psychoneurotic. 
All  the  emphasis  is  on  early  closure. 
Huddleson12  writes:  “If  the  final  settle- 
ment is  delayed  for  a number  of  months, 
the  neurosis  is  not  immediately  alleviated 
by  the  indemnity  and  may  become  quite 
unaffected.”  Sir  John  Collie20  refers  to 
the  protracted  legal  delays  relevantly  by 
saying,  “In  cases  which  are  contested,  the 
‘Law’s  Delay’  accounts  for  a great  deal 
of  prolonged  disability,  and  the  develop- 
ment meantime  of  functional  disease. 
The  close  questioning,  often  repeated, 
as  to  the  exact  details  of  the  accident  and 
his  feelings,  by  both  lawyers  and  doctors, 
and  the  everlasting  inquiries  of  well  mean- 
ing but  injudicious  friends  and  acquaint- 
ances, all  help  to  rivet  the  man’s  atten- 
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tions  on  his  internal  anatomy.  Too  often 
his  abnormal  mental  condition  will  remain 
until  the  dispute  arising  from  the  accident 
is  settled,  and  generally,  so  far  as  recovery 
is  concerned,  it  matters  less  than  one 
would  expect  whether  the  claimant  wins 
or  loses.”  An  educational  campaign 
whereby  the  legal  profession,  insurance 
adjustors,  and  legislative  arbitrators  and 
physicians  could  grasp  the  conception  of 
neurosis,  and  learn  to  realize  the  advan- 
tages the  neurotic  obtains  by  being  ill 
would  go  a long  way  toward  intelligent 
handling  of  these  cases. 

In  this  series,  15  claims  were  settled  by 
compromise  and  lump-sum  payment; 
usually  this  included  the  repurchase  of 
the  disability  clause  by  the  Society.  In 
5 of  the  15  cases,  no  clear-cut  opinion 
could  be  rendered  as  to  whether  or  not 
benefit  had  been  obtained  by  this  form 
of  procedure.  Seven  cases,  however, 
were  followed  by  distinctly  favorable  re- 
sults, the  patients  recovering  rapidly  and 
remaining  in  good  health  for  a long  period 
of  years.  In  the  3 remaining  cases,  no 
beneficial  effect  was  obtained,  the  dis- 
abling neurotic  symptoms  persisting  for 
long  periods  following  settlement.  An 
attempt  was  made  to  analyze  the  reasons 
for  the  success  in  some  cases  and  failure 
in  others,  and  the  following  table  lists  the 
results  in  those  cases  where  a definite 
opinion  could  be  offered: 


TABLE  6 


Cases  Successfully  Terminated  by  Lump  Sum 


Age  at  Onset 
of  Disease 

Duration  of  Amount  of 

Disability  before  Disability 

Settlement  Income  Received 

No.  of  Years 

Monthly 

28 

5 

$ 50 

33 

1 

$100 

29 

2 

$500 

31 

U/2 

$ oO 

33 

l1/* 

$400 

43 

11/2 

$840 

37 

6 months 

$250 

Cases  Unsuccessfully  Terminated 

by  Lump  Sum 

44 

3 

$100 

48 

41/2 

$ 65 

42 

3 

$250 

It  is  clearly  seen  from  the  above  tabula- 
tion, that:  (1)  cases  in  the  younger  age 
groups  (roughly  under  40)  are  more  favor- 
able for  lump-sum  settlements,  and  (2)  the 
shorter  the  duration  of  disability  before 
settlement  is  made,  the  better  the  outlook 
of  success.  It  would  also  seem  from  the 
above  that  the  amount  of  disability  in- 
come is  not  as  important  a factor  as  are 
the  two  previously  mentioned.  A claim- 
ant receiving  $840  a month,  who  had  been 
ill  for  one  and  one  half  years,  was 
promptly  cleared  up  of  mental  symptoms 
by  settlement  of  the  case  in  one  sum,  and 
was  soon  back  at  work  functioning  nor- 
mally. Experiences  of  this  type  make  one 
feel  that  the  situation  with  the  disabled 
neurotic  is  far  from  hopeless,  and  that 
intelligent  handling  of  this  form  of  dis- 
ability could  go  a great  way  toward 
minimizing  the  severity  of  the  problem. 

Summary 

1.  A follow-up  study  of  1,000  consecu- 
tive disability  claims  for  psychoneuro- 
sis was  made,  at  least  five  years  after 
disability  had  commenced. 

2.  Almost  30  per  cent  were  found  to 
have  been  incorrectly  diagnosed,  the  true 
nature  of  the  illness  manifesting  itself 
within  one  year. 

3 A mortality  study  of  the  series 
shows  that  neurotics  have  a distinctly 
greater  life  expectancy  than  normal.  The 
rarity  of  suicide  in  this  group  is  stressed. 

4.  The  duration  of  neurosis  in  relation 
to  disability  income,  type  of  therapy,  age, 
sex,  and  other  factors  is  discussed. 

. 5.  The  cases  settled  by  lump-sum  com- 
promise are  analyzed,  and  this  method  of 
terminating  neurotic  claims  is  reviewed 
in  the  light  of  our  experience  as  well  as 
others. 
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SOCIALIZED  MEDICINE  IS  BAD  BUSINESS,  TOO 


A strong  letter  has  been  sent  by  the  Bronx 
Chamber  of  Commerce  to  the  two  U.  S.  Senators 
from  New  York  State  and  to  the  three  Bronx 
members  of  Congress,  expressing  opposition  to 
certain  phases  of  the  Administration’s  Health 
Program.  It  is  based  on  sound  reasons  that 
would  appeal  to  all  business  bodies,  and  runs 
thus: 

“While  thoroughly  sympathetic  with  any  wel- 
fare measures  that  may  be  promulgated  in  the 
interest  of  the  general  health  of  our  community, 
it  is  not  difficult  to  realize  that  under  present 
economic  conditions  any  attempt  on  the  part  of 
the  Federal  government  to  launch  a compulsory 
health  insurance  program  estimated  to  cost 
$850,000,000  per  year  for  ten  years,  with  an 
ultimate  cost  of  approximately  close  to  $2,000,- 
000,000,  would  constitute  a boomerang  so  far  as 
general  conditions  are  concerned.  It  certainly 
would  increase  both  direct  and  indirect  taxes 
which  are  already  bordering  on  being  unbearable, 
and  it  would  likewise  lead  to  greater  invasion  of 
private  enterprise  by  the  Government. 

“In  expressing  our  position,  we  should  like  to 


point  out  that  the  medical  fraternities  in  various 
States,  including  this  one,  are  working  out  plans 
for  professional  attention  similar  to  that  now 
available  under  the  hospitalization  plan  which 
costs  three  cents  a day,  which  would  be  supple- 
mented by  medical  care  for  an  additional  two  or 
three  cents  a day.  Under  such  an  arrangement, 
all  persons  with  a stated  income  would  be  able  to 
insure  themselves  so  as  to  be  free  from  worry  of 
fees  for  doctors,  laboratory  examination,  hospital 
charges  and  other  considerations  which  go  to 
make  up  a health  insurance  program. 

“Those  in  the  lower  brackets  of  income  would 
of  course  have  to  be  taken  care  of  through  the 
regular  public  hospital  facilities.  It  would  seem 
common  sense  for  the  government  to  encourage 
this  type  of  social  security  in  which  everyone 
who  can  afford  to  will  pay,  rather  than  embark 
upon  further  tax  burdening  projects. 

“It  is  earnestly  requested  that  you  be  guided 
in  your  deliberations  by  the  facts  presented 
herein  and  which  we  believe  will  be  accepted  as 
sound  and  desirable  for  the  best  interest  of  the 
greatest  number  of  our  people.” 


A TIP  FROM  THE  SIDELINES 

They  say  the  looker-on  sees  most  of  the  game, 
and  some  of  the  comments  by  press  writers  on 
socialized  medicine  reveal  “how  it  looks  to  the 
man  on  the  fence.”  Thus  a writer  in  the  New 
York  Daily  News,  after  summarizing  the  points 
for  and  against,  gives  a tip  to  the  medical  pro- 
fession. He  says : 

What  all  the  doctors  had  better  bear  heavily 
in  mind,  we  think,  is  this:  That  if  they  don’t 
get  together  and  agree  to  support  one  or  more 
forms  of  doctor-controlled  collectivized  medicine, 
the  politicians  may  take  the  whole  play  away 
from  them. 


The  President  is  expected  to  lay  a huge  na- 
tional health  scheme  before  the  coming  Congress. 
It  is  a fact  that  too  many  Americans  get  too  little 
of  the  medical  service  that  is  now  available  or 
could  be  made  available;  and  that  more  and 
more  people  are  coming  to  demand  adequate 
medical  care  as  a right. 

It  looks  as  if  the  only  choice  left  to  the  doctors 
is  whether  to  run  some  expanded  public  health 
system  intelligently  and  expertly,  or  to  be  them- 
selves run  by  a lot  of  politicians  and  social  serv- 
ice workers  trying  clumsily  and  ignorantly  to 
make  an  expanded  public  health  system  work. 
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The  late  Sir  James  Mackenzie,  the 
great  Scotch  cardiologist  and  phy- 
sician, who  was  keenly  interested  in  the 
behavior  of  the  heart  during  gestation, 
opened  his  book  with  these  words : 
“There  are  few  subjects  in  medicine  of 
which  an  accurate  knowledge  is  more 
urgently  required  than  that  of  a woman’s 
fitness  for  childbearing.”  It  is  at  once 
apparent  that  the  physician,  in  express- 
ing his  opinion  on  this  point,  must  per- 
force have  an  exact  knowledge  of  the 
status  of  heart,  for  the  burdens  of  preg- 
nancy on  the  circulation  are  great  ones. 
Only  too  often  does  the  extra  work  re- 
sulting from  the  pregnancy  amount  to 
more  than  the  heart  can  do,  and  the  final 
outcome  is  disastrous. 

The  problem  of  handling  the  pregnant 
cardiac  patient  is  not  an  easy  one.  It  is 
not  one  to  be  decided  by  the  obstetrician 
alone  or  by  the  internist  alone.  The 
best  interests  of  the  patient  are  served  by 
the  combined  effort  of  the  two.  At  The 
Johns  Hopkins  Hospital  an  attempt  has 
been  made  to  solve  the  medical  difficulties 
arising  in  the  course  of  pregnancy  by  ap- 
pointing a medical  consultant  to  the  de- 
partment of  obstetrics.  One  of  his  duties 
is  to  visit  the  obstetrical  outpatient  de- 
partment on  a regular  day  for  the  specific 
purpose  of  discussing  with  the  obstetri- 
cians the  management  of  their  medically 
complicated  cases.  In  this  way  the  prob- 
lem can  be  threshed  out  in  situ , and  the 
plan  of  the  follow-up  care  of  the  patient 
be  determined.  The  nature  of  the  com- 
plication is  the  deciding  factor  governing 
the  frequency  of  the  return  visits.  Some 
patients  are  seen  weekly,  while  a monthly 
visit  may  suffice  for  the  care  of  others. 
If  the  condition  is  grave  or  puzzling,  the 


patient  is  admitted  to  the  obstetrical 
wards  for  further  medical  and  obstetrical 
study. 

An  opportunity,  therefore,  has  been 
afforded  for  close  personal  observation  of 
a number  of  cardiac  patients  registered 
in  the  obstetrical  dispensary  of  The  Johns 
Hopkins  Hospital.  The  content  of  this 
paper  has  been  based  to  a large  extent 
upon  the  study  of  this  group  of  patients. 

Although  some  women  present  them- 
selves to  their  physicians  for  the  deliber- 
ate purpose  of  obtaining  an  estimate  of 
their  physical  fitness  to  bear  a child,  this 
occurrence  is  comparatively  an  infre- 
quent one.  This  is  especially  true  of  the 
dispensary  type  of  patient.  The  vast 
majority  of  complicated  cases  are  seen  by 
the  doctor  after  the  pregnancy  has  become 
a reality  and  in  many  instances  after  two, 
three  four,  or  more  months.  By  this 
time  the  physiologic  influences  of  the 
pregnancy  itself  upon  the  general  con- 
dition of  the  individual  and  especially 
upon  the  circulation  have  probably  made 
themselves  manifest,  and  the  diagnosis  of 
organic  heart  disease  as  well  as  the  plan 
of  care  are  frequently  rendered  very  dif- 
ficult. 

If  a pregnant  patient  is  suspected  of 
having  a cardiac  abnormality  it  is  ob- 
viously desirable  and  indeed  necessary  to 
establish  this  fact  as  early  as  possible. 
In  making  a definite  diagnosis,  the  clini- 
cian must  take  cognizance  of  the  physio- 
logic changes  per  se  occurring  with 
pregnancy,  lest  he  be  led  into  serious 
error.  What,  then,  are  some  of  the 
changes  influencing  the  cardiac  status 
that  one  observes  in  pregnant  women? 

One  feature  that  occurs  with  great  regu- 
larity during  pregnancy  is  the  simple 
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gain  in  body  weight.  Even  laymen  are 
perfectly  familiar  with  the  puffing  and 
blowing  exhibited  by  the  fat  woman  when 
she  exerts  herself.  The  addition  of  some 
twenty  pounds  or  more  during  pregnancy 
may  often  be  an  adequate  explanation  of 
the  dyspnea  and  fatigability  complained 
of  by  certain  obstetrical  patients.  One 
must  not  be  too  hasty  in  accepting  a his- 
tory of  exertional  dyspnea  as  an  indica- 
tion of  circulatory  insufficiency. 

It  must  be  the  rare  case  in  which  the 
diaphragm  is  not  elevated  due  to  upward 
pressure  exerted  by  the  enlarged  uterus. 
In  determining  the  size  and  position  of 
the  heart,  whether  by  percussion  or  by 
teleo-roentgenogram  measurement,  it  is 
of  the  utmost  importance  to  know  the  ex- 
tent of  the  abdominal  distention  before 
deciding  that  the  heart  is  enlarged. 
Moreover,  the  effect  of  the  upward  pres- 
sure of  the  elevated  diaphragm  does  more 
than  cause  a simple  lateral  displacement 
of  the  heart ; the  heart  is  also  twisted  and 
rotated,  a feature  of  importance  that  will 
be  discussed  later. 

Moreover,  the  enlarged  uterus  does 
more  than  raise  the  diaphragm.  There  is 
the  direct  pressure  exerted  upon  the  iliac 
and  pelvic  vessels.  In  the  normal  non- 
pregnant subject,  the  venous  pressures 
in  the  arm  and  in  the  leg  are  approxi- 
mately identical.  If  one  compares  the 
venous  pressure  readings  taken  in  the 
femoral  veins  with  the  readings  in  the 
antecubital  veins  in  the  normal  pregnant 
woman,  one  will  find  the  arm  vein  pres- 
sure to  be  quite  normal  whereas  that  in 
the  femoral  vein  is  usually  100  to  200 
mm.  of  water  higher  than  in  the  arm,  i.e., 
from  two  to  three  times  normal. 

In  many  patients  the  result  of  the  in- 
creased venous  pressure  in  the  legs,  with 
the  stasis  in  the  pelvis  (the  latter  on  a 
purely  mechanical  basis)  is  the  production 
of  edema  of  the  feet  and  ankles.  Again, 
then,  the  observation  of  dependent  edema 
does  not  suffice  to  establish  this  oc- 
currence as  having  pathologic  significance. 

Aside  from  these  purely  mechanical  ef- 
fects of  the  gravid  uterus,  there  are  de- 
mands made  upon  the  circulation  and  the 


normal  heart.  The  circulatory  adjust- 
ment during  pregnancy  must  compensate 
for  the  following : 

1.  Pulse  rate — this  is  usually  elevated 
some  ten  to  twenty  beats  per  minute. 

2.  Arterial  blood  pressure — there  is 
an  increase  in  the  width  of  the  pulse  pres- 
sure, so  that  the  pulse  feels  more  collaps- 
ing, and  this  change  is  due  to  a decrease 
in  the  diastolic  level  to  an  extent  slightly 
more  than  the  decline  in  the  systolic  pres- 
sure. 

3.  Circulation  rate — this  is  variable 
during  the  different  stages  of  the  preg- 
nancy, but  on  the  whole  there  is  a slight 
speeding  up  of  the  circulation. 

4.  Vital  capacity — there  is  no  signi- 
ficant change. 

5.  Oxygen  absorption — the  total  oxy- 
gen absorbed  by  the  maternal  lungs  is  in- 
creased, usually  nearly  15  to  20  per  cent 
above  the  nonpregnant  level. 

6.  Total  blood  volume — this  is  in- 
creased in  some  cases  as  much  as  40  per 
cent. 

7.  Cardiac  output,  i.e.,  the  minute  vol- 
ume output  of  the  heart — this  increases 
frequently  50  per  cent  above  normal  from 
the  fourth  to  the  eighth  month  and  during 
the  last  month  may  return  to  the  normal 
level  or  it  may  remain  elevated  for  four 
weeks  after  delivery. 

From  the  foregoing  then  it  is  apparent 
that  one  may  expect  several  physiologic 
physical  signs  to  appear  during  the  course 
of  the  pregnancy,  which,  without  ade- 
quate knowledge  of  the  normal  preg- 
nancy changes,  would  lend  confusion  in 
making  a diagnosis  of  organic  heart  dis- 
ease. Perhaps  the  most  important  of 
these  physiologic  physical  signs  is  the 
occurrence  of  a systolic  murmur.  Vari- 
ous observers  have  estimated  that  it  is 
present  in  from  10  per  cent  to  75  per  cent 
of  all  pregnant  women,  even  in  those  with 
normal  hearts.  This  systolic  murmur  is 
most  frequently  heard  over  the  pulmonic 
region,  and  the  explanation  for  its  pres- 
ence depends  upon  a consideration  of  all 
the  physiologic  circulatory  changes  above 
enumerated.  The  distortion  of  the  pul- 
monary conus,  the  venous  congestion  re- 
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suiting  from  elevation  of  the  diaphragm, 
the  slight  anemia  not  uncommonly  ob- 
served in  pregnancy,  the  increased  cir- 
culation time,  etc.,  are  adequate  reasons 
for  the  appearance  of  such  a murmur. 
Along  the  same  line  of  reasoning  one  may 
readily  explain  the  accentuation  of  the 
second  pulmonic  sound  that  is  demonstra- 
ble in  a very  high  percentage  of  normal 
pregnant  women.  A third  physiologic 
physical  sign,  and  sometimes  the  cause  of 
distressing  symptoms,  is  the  occurrence 
of  extra-systoles  or  premature  beats. 
These  are  especially  common  in  the 
later  months  of  pregnancy  and  unless 
they  are  associated  with  definite  signs  of 
organic  heart  disease,  have  no  clinical 
significance.  The  probable  explanation 
of  the  extra-systoles  is  the  distortion  and 
rotation  of  the  heart  and  the  consequent 
production  of  foci  of  irritability  outside 
the  sino-auricular  node. 

After  one  has  examined  the  heart  of  a 
pregnant  woman  and  taken  full  account 
of  all  the  physiologic  phenomena  occur- 
ring in  every  pregnancy,  one  is  left  with 
the  difficult  task  of  stating  whether  or 
not  there  is  organic  cardiac  disease. 

Proceeding  now  to  a consideration  of 
true  heart  disease  in  pregnancy,  one  is,  of 
course,  at  the  outset,  interested  in  know- 
ing the  incidence  and  significance  of 
heart  disease  among  pregnant  women. 
It  is  fair  to  state  that  at  least  1 per 
cent  of  all  pregnant  women  have  some 
form  of  heart  disease.  As  a cause  of  ma- 
ternal death,  cardiac  disease  follows  in 
importance  only  puerperal  infection  and 
eclampsia.  From  the  figures  reported  in 
the  literature,  maternal  deaths  attribut- 
able to  heart  disease  would  be  between 
5 and  8 per  cent,  or  since  some  18,000 
women  die  yearly  in  the  U.  S.  A.  during 
pregnancy  or  the  puerperium,  this  would 
mean  about  1,000  deaths  annually  from 
heart  disease  complicated  by  pregnancy. 
Heart  disease  with  a superimposed 
pregnancy  is  a formidable  complication. 

During  the  childbearing  age  one  has 
relatively  few  etiologic  considerations 
in  heart  disease.  The  patient  is  too 
young  for  arteriosclerotic  heart  disease. 


Hypertensive  and  syphilitic  heart  dis- 
ease are  not  commonly  encountered.  A 
patient  with  subacute  bacterial  endocar- 
ditis rarely  becomes  pregnant.  Various 
cardiac  arrhythmias  are  observed  during 
pregnancy,  but  their  occurrence  is  so  in- 
frequent that  space  in  this  paper  will  not 
permit  a discussion  of  their  management. 
One  is  left  then  with  rheumatic  heart 
disease,  congenital  heart  disease,  and 
heart  disease  resulting  from  thyrotoxi- 
cosis. By  far  the  most  important  of 
these  is  rheumatic  heart  disease,  which 
accounts  for  90  to  95  per  cent  of  the 
lesions  seen  during  pregnancy.  The  en- 
suing remarks  are  therefore  most  per- 
tinent to  the  rheumatic  form  of  cardiac 
disease.  The  valve  lesion  per  se  is  of  less 
importance  than  the  functional  ability 
of  the  myocardium,  and  no  analysis  of 
the  relative  frequency  or  performance  of 
the  heart  with  the  various  valve  lesions 
will  be  undertaken  in  this  paper. 

The  criteria  used  in  establishing  a diag- 
nosis of  heart  disease  in  the  nonpregnant 
are  likewise  applied  to  the  pregnant 
woman.  There  are  certain  physical  signs 
pathognomonic  of  organic  heart  disease, 
e.g.,  diastolic  murmurs,  rough  and  trans- 
mitted systolic  murmur,  unmistakable 
cardiac  enlargement,  cardiac  arrhyth- 
mia, other  than  extra-systoles,  and  un- 
mistakable signs  or  history  of  cardiac 
failure.  Moreover,  a history  of  acute 
rheumatic  fever  or  chorea  or  a history 
suspicious  of  congenital  cardiac  state 
are  most  useful. 

When,  on  the  basis  of  these  criteria,  one 
is  able  to  establish  a diagnosis  of  heart 
disease,  one  has  fulfilled  only  part  of  his 
duty.  The  issue  then  resolves  itself  into 
estimating  the  ability  of  the  heart  to 
carry  on  during  pregnancy  and  delivery, 
and  a decision  of  the  best  way  to  manage 
the  delivery.  It  is  here  that  it  becomes 
most  essential  to  have  the  opinion  both  of 
the  obstetrician  and  of  the  internist.  Ob- 
viously the  whole  scheme  of  the  medical 
man  might  be  undone  by  the  discovery 
later  of  a borderline  or  a contracted 
pelvis,  from  which  one  would  naturally 
expect  a lengthy  and  difficult  labor.  It 
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is  at  this  stage  that  the  debate  in  situ 
of  the  medical  consultant  and  the  ob- 
stetrician is  most  fruitful  in  outlining  the 
best  plan  of  treatment  of  the  pregnant 
cardiac  patient. 

Everyone  interested  in  the  problem  of 
heart  disease  and  pregnancy  has  advanced 
beyond  the  point  of  diagnosis  of  the  type 
of  heart  disease  by  making  a classification 
of  the  functional  ability  of  the  diseased 
heart.  Useful  as  these  classifications  may 
be,  there  is  none  flexible  enough  to  fit 
every  case.  Every  pregnant  cardiac 
patient  is  an  entity  that  must  be  con- 
sidered as  such,  and  each  patient  war- 
rants a consideration  of  the  social  and 
economic  factors  of  her  case,  as  well  as 
the  pertinent  medical  and  obstetrical 
data.  Whether  the  cardiac  patient  can 
enjoy  the  luxury  of  a servant  or  whether 
she  herself  be  the  servant  in  the  house  is 
too  obvious  a point  to  require  more  than 
mere  mention. 

For  purposes  of  discussion,  however, 
one  does  have  to  subdivide  the  cardiac 
cases  in  respect  to  their  prognosis  in  preg- 
nancy. The  classification  advanced  by 
the  New  York  Heart  Association  is  very 
useful  in  keeping  clearly  in  mind  the  func- 
tional state  of  the  myocardium. 

Into  Class  I are  grouped  the  patients 
with  organic  heart  disease  able  to  carry 
on  ordinary  physical  activity  without  dis- 
comfort. Many  times  patients  in  this 
group  will  give  no  history  of  rheumatic 
fever,  and  indeed  the  fact  that  they  have  a 
cardiac  lesion  may  be  brought  to  their 
attention  for  the  first  time  with  the  physi- 
cal examination  during  pregnancy.  In 
other  words  this  type  of  patient  may  have 
been  so  well  compensated  that  she  had 
no  reason  to  consult  a physician.  For 
this  patient  the  ordinary  day’s  work  has 
caused  no  symptoms,  no  undue  fatigue, 
palpitation,  dyspnea,  and  so  on.  On  ex- 
amination one  finds  the  characteristic 
signs  of  well  advanced  mitral  stenosis  or 
combined  mitral  stenosis  and  aortic  in- 
sufficiency, but  rarely  any  real  cardiac 
enlargement.  Such  a patient  does  not 
show  the  physical  signs  of  congestive 
heart  failure. 


Patients  in  Class  I rarely  cause  any 
concern  during  pregnancy.  If  the  pelvic 
measurements  are  normal,  a patient  in 
Class  I may  be  expected  to  go  through  the 
course  of  normal  spontaneous  delivery, 
just  as  a noncardiac  patient  would  do. 
These  patients,  whether  primipara  or 
multipara,  should  be  admitted  to  the 
hospital  several  days  or  a week  before  the 
expected  date  of  delivery.  If  the  second 
stage  of  labor  threatens  to  be  lengthy,  it 
is  usually  desirable  to  shorten  it  by  the  ap- 
plication of  forceps. 

The  Class  II  cardiac  group  includes  the 
patients  with  organic  heart  disease  in 
whom  the  ordinary  physical  activities 
produce  symptoms  or  discomfort.  It  is 
necessary  to  subdivide  Class  II.  Class  II 
A embraces  the  patients  with  mild  symp- 
toms and  patients  who  are  quite  com- 
fortable when  their  activity  is  slightly 
limited.  They  may  have  had  one  or  more 
previous  deliveries  without  cardiac  em- 
barrassment, yet  on  climbing  stairs  or  do- 
ing some  of  the  heavier  forms  of  their 
housework  they  experience  shortness  of 
breath.  By  increasing  the  amount  of  rest 
and  restricting  their  physical  activity, 
patients  in  Class  II  A usually  go  safely 
through  pregnancy  and  the  puerperium. 
These  patients  also  should  be  admitted 
to  the  hospital  and  their  delivery  governed 
exactly  as  the  Class  I patients. 

Class  II  B includes  patients  with  or- 
ganic heart  disease  where  their  activity 
must  be  greatly  limited  and  where  cardiac 
failure  is  imminent.  These  patients  fre- 
quently have  failed  in  previous  pregnan- 
cies. It  is  often  a striking  observation  that 
the  second  pregnancy  may  have  been  a 
Class  II  A in  the  last  two  or  three  months 
before  term  and  in  the  third  pregnancy 
dyspnea  on  slight  effort  may  appear  as 
early  as  the  fourth  month.  The  prog- 
nosis in  this  group  is  serious.  The  Class 
II  B patients  should  do  no  work. 

The  Class  II  patients  confront  the  ob- 
stetrician and  the  internist  with  the  very 
practical  and  important  problem  of  de- 
ciding how  many  pregnancies  the  heart 
can  stand  before  the  cardiac  grouping 
must  be  advanced.  When  one  considers 
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that  the  Class  II  B patients  are  on  the 
borderline  of  failure  one  has  no  alter- 
native in  forbidding  the  patient  to  have 
further  pregnancies.  How  to  prevent 
further  pregnancies  depends  upon  many 
factors,  chiefly  the  intelligence  of  the  pa- 
tient in  following  contraceptive  advice 
and  the  general  philosophic  outlook  of 
the  patient  on  childbearing.  It  is  fre- 
quently desirable  to  sterilize  such  a patient 
and  sterilization  may  be  done  at  the  time 
of  delivery  by  cesarean  section  or  during 
the  puerperium.  In  patients  above  forty 
with  organic  heart  disease  sterilization 
by  x-ray  is  frequently  a satisfactory 
method.  If  the  Class  II  B patient  is  a 
multipara  with  a normal  pelvis  it  may  be 
permissible  to  deliver  her  normally  and 
sterilize  her  in  the  puerperium.  On  the 
other  hand  if  the  pelvis  is  of  borderline 
dimensions,  and  the  patient  has  had  dif- 
ficulty in  previous  deliveries,  cesarean 
section  may  be  the  procedure  of  choice 
and  section  would  carry  with  it  the  added 
feature  of  tubal  sterilization.  The  Class 
II  A patient  offers  more  difficulty  in  the 
decision  of  the  number  of  the  children  she 
should  bear.  If  she  desires  more  than 
one  child  she  certainly  should  space  her 
pregnancies  with  a period  of  at  least  two 
to  three  years  between  gestations.  It  is 
my  personal  opinion  that  the  Class  II  A 
patients  usually  bear  two  children  with- 
out particular  difficulty  but  with  subse- 
quent pregnancies  they  advance  to  the 
Class  II  B or  Class  III.  Therefore,  I 
recommend  that  a patient  in  Class  II  A 
limit  her  pregnancies  to  two. 

Class  III  patients  are  those  with  or- 
ganic heart  disease  with  frank  cardiac 
failure,  unable  to  carry  on  any  physical 
activity.  Their  treatment  is  essentially 
the  treatment  of  heart  failure.  The  prog- 
nosis in  this  group  is  very  grave  and  al- 
most regardless  of  the  course  pursued 
obstetrically,  the  maternal  mortality  is 
approximately  50  per  cent.  It  is  an  ab- 
solute rule  that  the  heart  failure  be  the 
prime  consideration,  and  rest  in  bed, 
digitalis,  and  other  well-known  cardiac 
measures  be  instituted  as  early  as  pos- 
sible. With  this  treatment,  if  there  is 


improvement,  the  patient  should  be  kept 
in  bed  and  digitalis  continued  through 
the  pregnancy. 

When  to  interrupt  the  pregnancy  is  one 
of  the  most  difficult  problems  encountered 
in  obstetrics.  The  pregnancy  should  not 
be  interrupted  until  after  cardiac  ther- 
apy has  been  instituted  and  a sufficient 
period  of  time  has  elapsed  for  the  pa- 
tient to  regain  full  or  at  least  part  com- 
pensation. If  the  patient  is  seen  suffi- 
ciently early  in  pregnancy  the  interrup- 
tion of  the  pregnancy  may  be  carried  out 
by  cervical  dilatation  and  curettage. 
Such  interruption  is  highly  advisable 
when  heart  failure  has  become  manifest 
during  the  first  three  months  of  preg- 
nancy. If,  on  the  other  hand,  the  preg- 
nancy is  of  four  or  more  months  duration, 
when  dilatation  and  curettage  cannot  be 
carried  out,  it  may  be  wisest  to  allow  the 
patient  to  continue  with  her  pregnancy 
until  the  fetus  is  viable.  The  risk  of 
operation  would  be  essentially  the  same 
at  either  time.  Frequently  a cardiac 
patient  in  this  class  will  fall  into  labor 
and  abort  spontaneously  and  Nature 
solves  the  problem.  If,  however,  the 
pregnancy  is  allowed  to  continue  and  its 
duration  becomes  sufficient  to  insure  a 
viable  child,  one  is  faced  with  the  dilemma 
of  a pelvic  delivery  or  interruption  by 
cesarean  section. 

There  are  many  questions  yet  to  be  an- 
swered and  there  are  many  interesting 
points  upon  which  there  is  not  time  for 
discussion.  Before  closing,  I should  like 
to  mention  one  or  two  things  about  the 
general  care  of  all  pregnant  cardiac  pa- 
tients regardless  of  whether  they  are 
Class  I,  II,  or  III.  Every  cardiac  pa- 
tient should  be  followed  regularly  through- 
out pregnancy  and  the  puerperium.  She 
should  be  examined  at  least  every  two 
weeks.  She  should  have  impressed  upon 
her  at  every  visit  the  importance  of 
adequate  rest  and  the  avoidance  of  in- 
fection. I believe  every  cardiac  patient 
should  be  delivered  in  a hospital  and  a 
medical  man  as  well  as  an  obstetrician 
should  be  responsible  for  her  care. 
Ideally,  admission  to  a hospital  no  less 
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than  one  week  before  the  expected  date 
of  confinement  is  desirable.  Under  no 
circumstances  should  a patient  with 
heart  disease  be  submitted  to  the  Trendel- 
enburg position.  If  cesarean  section  is 
to  be  done,  it  is  my  opinion  that  open 
ether  is  the  anesthesia  of  choice.  If  the 
heart  failure  is  so  severe  that  an  inhala- 
tion anesthesia  cannot  be  given,  I would 
substitute  morphine  and  local  anesthesia. 


The  cardiac  patient  desirous  of  having 
more  than  one  child  will  do  best  by  spac- 
ing her  pregnancies  over  a long  period  of 
time  with  at  least  two  to  two  and  a half 
years  between  each  pregnancy. 

In  closing  I should  like  again  to  em- 
phasize the  value  of  the  joint  opinion  of 
the  obstetrician  and  the  internist  in  the 
care  of  the  pregnant  cardiac  patient. 


INCREASE  IN  SINUS  INFECTION  CURES 
PREDICTED 

Because  allergy  has  been  found  to  be  one  of  the 
primary  causes  of  sinusitis  (inflammation  of  a 
sinus),  the  number  of  cured  cases  will  increase  in 
the  future,  Herman  Semenov,  M.D.,  Los  Angeles, 
states  in  the  J.A  .M.A.  for  December  10. 

His  observations  on  1,000  cases  of  sinusitis 
gave  conclusive  evidence  of  allergy  in  17  per  cent, 
while  in  35.4  per  cent  the  history  of  allergy  was 
not  conclusive  and  in  47.6  per  cent  the  inflamma- 
tions were  of  nonallergic  origin. 

Other  important  causative  agents  of  the  ail- 
ment include  colds,  injuries,  and  bacterial  in- 
vasions. 

In  sinusitis  the  mucous  membranes  of  the 
sinuses  become  thickened  and  the  mucus  more 
sticky  and  elastic  than  it  is  normally,  thus  caus- 
ing obstructions  of  the  nasal  passages.  Success- 
ful treatment  of  chronic  sinusitis  obviously  re- 
quires the  removal  of  offending  obstructions  and 
elimination  of  the  allergic  agents.  Simple 
drainage  rarely  provides  satisfactory  results  in 
cases  of  pronounced  thickening  of  the  mucous 
membrane.  Surgical  measures  generally  are 
necessary. 

In  cases  involving  the  chronic  discharging  of 
pus,  the  failure  of  conservative  drainage  methods 
invariably  indicates  that  there  is  a deep-seated 
infection  of  the  glands  and  a degeneration  of  a 
cyst  beneath  the  mucous  membrane. 

Surgery  rarely  is  necessary  in  cases  of  sinusitis 
where  there  is  no  pus  or  thickening  of  the  mem- 
branes. Nearly  two-thirds  of  such  cases  are 
due  to  allergy,  especially  when  both  sinuses  are 
involved. 

Hypersensitive  individuals  are  highly  subject 
to  inflammation  and  degenerative  changes  of  the 
mucous  membrane  of  all  the  facial  sinuses. 
Thus  the  underlying  allergic  condition  must  first 
be  treated  before  surgery  is  considered. 


A NEW  JOB  FOR  THE  HUMBLE  PIN 
A simple  and  effective  eye-dropper  for  oily 
preparations  is  described  in  the  British  Medical 
Journal.  “It  is  an  ordinary  domestic  pin  fixed 
in  a suitable  handle,  and  the  whole  chromium 
plated.  If  the  head  only  of  the  pin  be  dipped 
into  the  oil  it  will  lift  a globule  of  the  right 
volume,  which  by  a touch  on  the  mucosa  of  the 
lower  lid  is  transferred  to  the  eye.  The  dropper 
can  be  boiled.”  It  avoids  messiness,  and  ob- 
viates “too  much  being  put  into  the  eye  by  using 
a glass  rod  or  dropper.” 


AESCULAPIUS  TRUMPS 
Oh  spare  me  from  the  blatherings 
Of  those  who,  while  at  gatherings 
For  bridge,  discuss  their  appendectomies. 

I’ll  rate  as  four-star  minuses, 

Those  sufferers  with  sinuses 

Who  jeer  with  scorn  mere  tonsilectomies. 

From  those  whose  pet  psychosis 
Is  their  grandpappy’s  thrombosis 
Or  a recently  discovered  allergy; 

Who  discuss  their  rheumatism, 

And  their  aunties’  aneurysm, 

May  I forevermore  delivered  be! 

To  those  whose  whole  exterior, 

Both  frontal  and  posterior, 

Is  seamed  with  stitches  large  and  stitches  small, 
May  I say  that  operations 
Forming  inter-deal  orations 
Have  most  decidedly  begun  to  pall. 

Come,  let  us  in  the  future 

Have  our  bridge  without  the  suture, 

The  scalpel,  and  the  therapeutic  ray. 

If  you  wish,  before  and  after, 

Diagnose  and  heave  the  rafter. 

But  while  the  game  is  on,  SIT  IN  AND  PLAY! 
— Helen  Hawthorne  in  McLean's  Magazine. 
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What  to  Expect  from  Treatment: 

Criteria  of  Progress  and  Cure 

The  time  is  rapidly  disappearing  when 
it  was  necessary  to  issue  a warning  not 
to  dismiss  the  patient  on  the  day  his  last 
visible  lesion  was  healed,  or  his  first  nega- 
tive Wassermann  was  returned.  Even 
so,  the  clearing  up  of  external  manifesta- 
tions and  the  reduction  of  a positive  se- 
rology to  negative  remain  the  principal 
criteria  of  a patient’s  progress  under 
antisyphilitic  treatment.  We  have 
merely  arrived  at  a more  critical  inter- 
pretation of  these  signs  of  progress.  Just 
how  much  to  expect  from  a given  treat- 
ment scheme  applied  to  a particular 
patient  is  difficult  to  determine  without 
some  standards  of  comparison.  I am 
strongly  inclined  to  believe,  in  the  light  of 
comparative  studies  carried  out  in  the 
Vanderbilt  Clinic  and  elsewhere,  that  the 
widespread  use  of  substitutes  for  ars- 
phenamine,  the  more  or  less  haphazard 
methods  of  planning  treatment,  or,  even 
more,  the  lack  of  planning,  have  tended 
to  obscure  the  standard  of  what  one  has 
a right  to  expect  from  the  treatment  of 
syphilis,  particularly  in  its  early  stages. 
The  physician  who  is  satisfied  with  the 
results  he  has  obtained  with  neoarsphena- 
mine  is  likely  to  be  unaware  of  the  fact 
that  he  might  in  all  probability  have 
secured  the  same  results  in  little  more 
than  half  the  time  with  another  arsphena- 
mine  preparation;  and  that  many  a 
“resistant”  case  is  only  a poorly  treated 
one.  The  tendency  to  keep  a patient 
under  treatment  for  periods  of  two,  three, 
five  years,  or  even  longer,  can  be  traced 
in  large  part  to  the  uncertainties  inherent 
in  treating  with  arsphenamine  substitutes, 
and  to  having  no  definite  plan. 

The  Clinical  Response. — A chancre, 
if  of  fairly  recent  origin  and  uncompli- 
cated by  some  other  infection,  will  gener- 
ally heal  after  a very  few  injections  of 
arsphenamine,  in  a young  and  otherwise 
healthy  subject.  Mucous  patches  and 
condylomata  disappear  with  astonishing 
rapidity,  while  the  early  generalized 
macular  eruption  will  usually  clear  within 
two  or  three  days  after  one  injection, 
and  almost  always  after  two  injections  of 


arsphenamine.  The  late  secondary  erup- 
tion is  generally  more  resistant.  Gum- 
mata  respond  quickly  to  arsphenamine, 
often  melting  away  completely  after  a few 
injections;  the  ulcerative  processes  re- 
quire more  time. 

Marked  subjective  improvement  is  com- 
mon within  twenty-four  to  forty-eight 
hours  after  the  first  arsphenamine  injec- 
tion, and  continued  treatment  is  nearly  al- 
ways paralleled  by  a gain  in  weight  and 
improvement  in  the  general  physical 
condition.  This  improvement  will  be 
more  substantial  if  the  specific  treatment 
has  been  buttressed  by  a diet  nourishing 
and  rich  in  vitamins,  which  is  especially 
necessary  to  offset  dietary  restrictions 
on  treatment  days,  and  by  additional  rest 
and  moderate  exercise. 

The  following  results  obtained  in  the 
treatment  of  fifty-eight  patients  with 
primary  syphilis,  under  clinic  conditions, 
show  the  relative  efficacy  of  three  differ- 
ent arsphenamine  preparations: 


Old 

Arsphena- 
mine 
20  Cases 

Average  time  12 . 5 days 
and  injections  3.1injs. 
required  for 
complete  in- 
volution of 
chancre 


Silver  Neo- 

Arsphena-  Arsphena- 
mine mine 

25  Cases  13  Cases 
18.4  days  21.3  days 
5.4  injs.  4.8injs. 


The  Serologic  Response:  Tests  of  Blood 
and  Spinal  Fluid. — During  treatment  of 
early  syphilis  we  recommend  that  a 
blood  Wassermann  be  taken  once  a week, 
before  the  injection,  and  never  less  often 
than  once  a month.  In  early  syphilis  a 
positive  blood  Wassermann  may  be  ex- 
pected to  become  negative  by  the  end  of 
the  first  course  or  during  the  early  part 
of  the  second  course  of  arsphenamine; 
if  it  does  not,  at  least  one  full  course  of 
arsphenamine  and  one  full  course  of  a 
heavy  metal  should  be  given  after  the 
first  negative.  The  fact  that  in  some 
early  cases  the  Wassermann  will  become 
negative  after  the  first  few  injections 
should  not  lead  one  to  shorten  the  pre- 
scribed course  of  treatment.  Conversely, 
the  temporary  positive  which  occasion- 
ally supervenes  in  the  seronegative  pri- 
mary stage  after  treatment  is  begun 
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should  not  be  construed  as  a relapse; 
it  indicates  that  the  patient’s  blood  was 
on  the  verge  of  a positive  reaction  when 
treatment  was  initiated,  and  that  the 
first  arsphenamine  injection  acted  as  a 
provocative. 

It  should  be  understood  that  for  pa- 
tients with  early  syphilis  the  minimum 
standard  treatment  outlined  should  be 
pursued  regardless  of  serologic  reactions 
during  the  first  year;  but  upon  these 
serologic  reactions  depends  to  a large 
extent  the  disposal  of  the  case  at  the  end 
of  the  year.  If  the  spinal  fluid  should  be 
found  positive  at  any  time  during  the 
first  six  months  of  the  syphilitic  infec- 
tion, treated  or  untreated,  but  no  symp- 
toms of  neurosyphilis  are  in  evidence,  it 
is  best  to  carry  out  the  regular  treatment 
for  early  syphilis  to  the  end  of  the  year 
and  then  re-check.  For  the  occurrence 
of  a positive  blood  or  spinal  fluid  beyond 
the  first  year  of  treatment,  see  under  the 
topics  “Wassermann-Resistant  and  Re- 
lapsing Cases”  and  “Neurosyphilis.” 

During  the  treatment  of  late  syphilis 
a Wassermann  test  should  be  done  once 
a month,  and  never  at  longer  intervals 
than  three  or  four  months.  Barring 
some  definite  indication  to  the  contrary, 
treatment  for  tertiary  and  latent  cases 
should  be  pursued  for  at  least  one  year, 
as  outlined,  regardless  of  serologic  re- 
sponse. A positive  Wassermann  per- 
sisting beyond  this  time  calls  for  special 
consideration,  as  explained  in  subsequent 
topics. 

Criteria  of  Cure.- — We  are  now  to  sup- 
pose that  the  patient  admitted  with  early 
syphilis  has  pursued  the  standard  course 
of  treatment  for  one  year,  as  outlined. 
To  be  eligible  for  discharge,  he  must  have 
fulfilled  the  following  requirements : 

1.  He  must  have  completed  one  year 
(never  less  than  eleven  months)  of 
regular  and  continuous  treatment  accord- 
ing to  plan. 

2.  He  must  have  been  free  from  both 
external  and  serologic  evidences  of  syphi- 
lis for  not  less  than  six  months,  and  he 
must  have  received  not  less  than  one 
complete  course  of  arsphenamine  and  one 


complete  course  of  bismuth  or  mercury 
after  the  first  negative  Wassermann. 

3.  The  spinal-fluid  test  (Wassermann, 
colloidal  gold  and  cell  count)  must  be 
negative  at  the  end  of  the  first  year.  A 
negative  spinal  fluid  at  the  end  of  the 
first  course  of  treatment  serves  as  an  ad- 
ditional guarantee  against  neurosyphilis. 

4.  A complete  physical  and  neuro- 
logic examination,  supplemented  by  roent- 
genograms of  heart  and  aorta,  and  by 
electro-cardiogram,  must  disclose  no  evi- 
dence of  syphilis  at  the  completion  of  the 
prescribed  treatment. 

The  Follow-Up. — When  a patient  has 
completed  the  first  year  of  standard  treat- 
ment and  has  fulfilled  the  requirements 
for  discharge,  he  should  be  told  to  return 
for  a blood  test  at  intervals  of  three 
months  during  the  next  year.  If  these 
trimestrial  tests  are  consistently  nega- 
tive, he  should  return  during  the  next 
two  or  three  years  at  six-month  intervals, 
and  thereafter  at  yearly  intervals. 

A complete  physical  examination,  in- 
cluding tests  of  blood  and  urine,  should 
be  given  not  less  than  once  a year,  and 
preferably  every  six  months,  after  the 
patient  has  been  discharged  from  treat- 
ment. Since  the  periodic  physical  ex- 
amination is  generally  recommended, 
even  for  persons  without  a history  of 
syphilis,  it  is  obviously  all  the  more  im- 
portant for  those  who  do  have  such  a 
history.  The  patient  can  easily  arrange 
for  a blood  Wassermann  to  be  added  to 
the  usual  annual  or  semiannual  physical 
examination,  if  this  is  not  already  a part 
of  the  routine  procedure. 

Permission  to  Marry. — A patient  who 
has  completed  the  required  treatment 
and  has  remained  free  from  symptoms 
of  any  kind  for  one  year  after  discharge 
may  be  permitted  to  marry,  upon  the 
understanding  that  he  adhere  scrupu- 
lously to  the  follow-up  policy  outlined 
above. 

In  most  of  the  above  discussion  we  have 
assumed  that  the  patient  pursued  the 
prescribed  treatment  for  one  year,  and 
that  his  response  was  satisfactory  enough 
to  make  him  eligible  for  discharge  on 
probation  at  the  end  of  the  year.  If  the 
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patient  has  not  responded  favorably  to 
regular  and  continuous  treatment  as 
outlined,  or  if  he  has  been  irregular  in 
attendance,  or  unable  to  tolerate  average 
doses  of  the  preferred  drugs,  treatment 
must  then  be  continued  into  the  second 
year,  with  modifications  to  suit  the  in- 
dividual case. 

Wassermann-Resistant  and  Relapsing 
Cases. — A small  percentage  of  early  cases 
and  a larger  percentage  of  tertiary  and 
latent  cases,  including  the  congenital 
ones,  will  fail  to  show  a serologic  response 
to  the  routine  forms  of  treatment,  or  will 
fluctuate  unaccountably  between  positive 
and  negative.  In  such  cases  the  spinal 
fluid  test,  advocated  as  a routine  measure 
at  the  end  of  the  first  year  of  treatment,  is 
likely  to  be  particularly  revealing.  If 
the  spinal  fluid  is  positive,  the  patient 
should  be  treated  for  neurosyphilis,  even 
though  no  clinical  symptoms  are  as  yet 
in  evidence.  If  the  spinal  fluid  is  nega- 
tive and  the  patient  symptom-free,  one 
may  properly  suspect  drug  fastness,  and 
a change  from  one  arsphenamine  prepara- 
tion to  another — also  a change  from  mer- 
cury to  bismuth  or  vice  versa — will  often 
bring  results.  In  congenital  syphilis  and 
in  some  forms  of  neurosyphilis  which  have 
been  treated  by  the  usual  methods  over 
long  periods  of  time  without  a negative 
Wassermann  having  been  obtained,  it  is 
permissible  to  try  malaria,  typhoid  vac- 
cine, or  fever-box  therapy. 

When  a patient  previously  discharged 
and  under  observation  shows  a single 
positive  Wassermann  after  a series  of 
negatives,  it  is  best  to  wait  a few  weeks 
and  then  repeat  the  test,  sending  samples 
to  two  or  more  laboratories  for  compari- 
son. This  precaution  is  all  the  more 
necessary  if  the  Wassermann  is  only  par- 
tially positive.  Meanwhile  a careful 
search  should  be  made  for  any  clinical 
signs  which  may  possibly  have  been  over- 
looked in  the  routine  physical  examina- 
tion. If  any  such  signs  are  detected,  or  if 
the  patient  presents  any  lesion  which 
might  be  thought  to  be  syphilitic,  or  if 
several  Wassermann  tests,  preferably 
made  by  different  laboratories,  have  in 
the  interim  been  declared  positive,  a pro- 


vocative injection  of  arsphenamine  is  in 
order.  This  treatment  should  be  followed 
by  a series  of  Wassermann  tests  at  inter- 
vals of  forty-eight  hours,  three  days,  five 
days,  seven  days,  ten  days,  and  two  weeks. 
If  a strongly  positive  Wassermann  de- 
velops under  these  conditions,  it  may  be 
construed  as  an  indication  for  specific 
treatment.  Without  these  safeguards,  I 
should  consider  it  unjustifiable  to  resume 
treatment  on  the  evidence  of  a single  posi- 
tive Wassermann,  after  a patient  has 
fulfilled  the  prescribed  requirements  for  a 
cure. 

Cure  and  Reinfection. — It  should  not  be 
forgotten  that,  contrary  to  what  happens 
in  most  other  infectious  diseases,  im- 
munity in  syphilis,  so  far  as  is  known, 
lasts  only  as  long  as  the  disease.  Once 
he  is  cured  the  patient  may  acquire  a 
fresh  syphilitic  infection,  in  which  case  he 
should  be  treated  as  for  the  original  in- 
fection. Many  of  the  so-called  “rein- 
fections’’ reported  in  the  literature,  and 
adduced  as  proof  of  cure,  are  in  all  prob- 
ability relapses  in  patients  inadequately 
treated.  Not  until  a patient  has  fulfilled 
strictly  the  requirements  outlined  above, 
and  has  remained  clinically  and  sero- 
logically negative  over  a period  of  years, 
is  one  entitled  to  speak  of  a “cure.” 

Modifications  of  Routine  Treatment  for 
Special  Types  of  Cases 

Aortitis  and  Hypertension. — The  usual 
treatment  for  late  syphilis  may  be  given 
if  special  pains  are  taken  to  avoid  reac- 
tions. 

Aneurysm , Myocarditis , and  Cardio- 
valvular  Disease. — These  diseases  call  for 
rest  in  bed  and  sharp  limitation  of  physi- 
cal activity.  Only  patients  with  special 
types  of  aneurysm  should  receive  ars- 
phenamine, and  then  only  in  small  doses, 
not  oftener  than  once  a week,  and  pref- 
erably while  resting  in  bed.  In  general, 
for  patients  with  aneurysm,  myocarditis, 
or  cardiovalvular  disease  it  is  best  to  use 
bismuth  and  mercury  in  alternating 
courses,  along  with  potassium  iodide. 

WARNING!  Antisyphilitic  treatment 
of  all  kinds  should  be  avoided  in  cardiac 
cases  with  decompensation. 
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Nephritis.- — Nephritis  responds  best  to 
arsphenamine  alone.  The  dose  and  in- 
tervals should  be  modified  according  to 
the  requirements  of  the  particular  case, 
though  moderate  doses  at  weekly  in- 
tervals are  usually  found  to  suffice. 
Syphilitic  nephritis  clears  up  with  sur- 
prising rapidity  under  antisyphilitic  treat- 
ment. 

Hepatitis. — Treat  preferably  with 
heavy  metals  and  the  iodides.  It  is 
better  not  to  give  arsphenamine  to  pa- 
tients with  hepatitis,  especially  in  tile 
first  few  months  of  treatment,  and  then 
only  after  careful  tests  have  been  made  of 
the  functional  capacity  of  the  liver. 
These  tests  should  include  the  bile  index, 
the  Van  den  Bergh  test,  and  tests  for 
blood  arsenic,  and  should  be  repeated  at 
least  every  two  weeks,  and  preferably 
every  week. 

Tuberculosis  and  Syphilis. — No  pa- 
tient with  actively  progressing  tuber- 
culosis should  receive  antisyphilitic  treat- 
ment unless  he  has  infectious  syphilitic 
lesions,  in  which  case  just  enough  treat- 
ment should  be  given  to  clear  up  the  open 
lesions;  usually  a very  few  injections  of 
arsphenamine  will  suffice  for  this.  Cau- 
tion should  be  observed  in  the  treatment 
of  syphilitic  patients  with  arrested  tuber- 
culosis. Small  doses  of  arsphenamine 
should  be  given  at  weekly  intervals,  not 
more  than  six  or  eight  injections  in  a 
course,  followed  by  a course  of  bismuth. 
Mercury  and  iodides  should  be  avoided. 
Special  pains  should  be  taken  to  prevent 
reactions  of  all  kinds.  Any  untoward 
symptoms  or  loss  of  weight  should  be 
taken  as  an  indication  to  stop  treatment. 
When  the  usual  treatment  for  tubercu- 
losis does  not  bring  the  expected  results, 
especially  in  cases  in  which  the  diagnosis 
is  open  to  question,  and  the  patient  has  a 
history  of  syphilis  or  a positive  serology, 
one  is  justified  in  treating  him  for  syphilis, 
observing  the  precautions  outlined  above. 
Some  of  the  cases  originally  diagnosed  as 
tuberculosis  are  in  all  probability  syphilis 
of  the  lung.  These  show  striking  im- 
provement under  specific  therapy. 

Anemias  respond  well  to  small  to 
moderate  doses  of  arsphenamine  given  at 


five-  to  seven-day  intervals.  Courses  of 
arsphenamine  should  be  followed  by  bis- 
muth and  potassium  iodide.  Mercury  is 
usually  contraindicated.  Special  care 
should  be  taken  to  build  up  the  blood  by 
means  of  a diet  rich  in  vitamins,  plus  iron 
and  liver  extract. 

Special  Cases  for  Malaria  T reatment. — 
In  addition  to  its  use  in  neurosyphilis, 
malaria  may  be  used  to  advantage  in  the 
following  types  of  cases : 

a.  Wassermann-resistant  cases:  all 

forms,  including  congenital. 

b.  Interstitial  keratitis:  in  the  acute 
stage  give  regular  treatment  for  early 
syphilis,  and  then  follow  with  malaria. 

c.  Early  syphilis : in  cases  in  which  the 
time  element  is  important,  as  in  transients 
in  city  institutions  who  cannot  be  kept 
long  enough  to  complete  the  usual  rou- 
tine treatment,  malaria  has  the  advan- 
tage of  keeping  the  patient  hospitalized 
long  enough  so  that  at  least  one  and 
usually  two  complete  courses  of  arsphena- 
mine can  be  given. 

Kyrle  of  Vienna,  treating  patients  with 
early  syphilis,  found  that  by  using  ars- 
phenamine, supplemented  by  malaria, 
he  was  able  to  achieve  a satisfactory 
clinical  cure  and  to  prevent  neuro- 
syphilis. 

Outline  of  Treatment  for  Neurosyphilis 

Of  all  the  forms  of  syphilis,  none  is  so 
insidious  in  onset,  so  deceptive  in  mani- 
festations— or  lack  of  them — and  so  un- 
predictable in  its  course,  as  that  involving 
the  nervous  system.  By  the  time  clinical 
symptoms  are  fully  apparent  to  the 
diagnostician,  the  disease  has  usually  pro- 
gressed so  far  that  the  most  to  be  hoped 
for  is  a temporary  arrest  of  the  process 
and  relief  from  the  more  troublesome  of 
the  symptoms.  It  is  therefore  doubly 
important  to  detect,  if  possible,  the  first 
advance  of  the  parasite  upon  the  nervous 
system,  which  may  occur  even  before  the 
secondary  skin  eruption  has  appeared. 

Early  Neurosyphilis. — A.  Asympto- 

matic.— The  first  evidence  of  involve- 
ment of  the  nervous  system  is  to  be  found 
in  the  altered  reaction  of  the  spinal  fluid : 
a marked  increase  in  the  cell  count  and 
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globulin,  and  the  more  or  less  strongly 
positive  Wassermann  and  colloidal  tests 
(gold  or  mastic).  For  this  reason  the 
ideal  procedure  would  be  to  make  a rou- 
tine test  of  the  spinal  fluid  of  every  pa- 
tient admitted  for  the  treatment  of 
syphilis,  of  whatever  stage.  Practically, 
however,  this  early  preclinical  neuro- 
syphilis is  almost  certain  to  involute  by 
the  time  the  patient  has  completed  the 
first  course  of  regular  treatment  for  early 
syphilis.  A test  of  the  spinal  fluid  per- 
formed at  this  time  will  serve  to  confirm 
this  in  the  great  majority  of  instances; 
while  in  the  occasional  case  with  positive 
findings  the  physician  will  be  on  his  guard 
throughout  the  subsequent  courses.  In 
any  case,  then,  in  which  the  blood  and 
spinal  fluid  are  both  found  to  be  strongly 
positive  within  the  first  six  months  of  a 
syphilitic  infection,  treated  or  untreated, 
and  there  are  no  clinical  manifestations 
of  neurosyphilis,  one  may  safely  proceed 
with  the  usual  treatment  for  early 
syphilis.  If  at  the  end  of  the  first  year  of 
regular  treatment  for  early  syphilis,  a 
patient  shows  a positive  blood  and  a 
positive  spinal  fluid,  even  though  no 
symptoms  of  neurosyphilis  are  in  evi- 
dence, a more  radical  form  of  treatment  is 
indicated,  as  for  late  neurosyphilis. 

B . Meningeal. — In  early  neurosyphilis 
of  the  meningitic  type  which  has  de- 
veloped within  the  first  two  years  of  in- 
fection but  which  has  as  yet  shown  no 
evidence  of  degenerative  processes  in 
brain  or  cord,  intraspinal  therapy  should 
be  given.  Sometimes  one  or  two  treat- 
ments are  sufficient  to  bring  about  a re- 
versal of  the  positive  spinal  fluid  and  a 
disappearance  of  symptoms.  One  may 
then  proceed  with  the  standard  treatment. 

Late  Neurosyphilis.- — The  majority  of 
cases  of  advanced  neurosyphilis  will  be 
found  either  in  persons  who  have  never 
received  any  antisyphilitic  treatment  or 
in  those  who  have  been  inadequately 
treated  at  some  more  or  less  remote 
period.  In  all  cases  of  late  neurosyphilis 
except  those  in  which  the  patient  has  re- 
ceived fairly  recent  treatment — that  is, 
within  the  past  two  years — it  is  safer  to 
begin  with  the  heavy  metals  and  iodides, 


pursuing  the  standard  treatment  plan 
used  in  tertiary  syphilis  for  several 
months,  and  examining  the  spinal  fluid 
at  least  every  four  to  six  weeks.  If 
there  is  no  appreciable  change  in  the 
serologic  or  clinical  findings  after  four  to 
six  months  of  the  standard  treatment  for 
tertiary  syphilis,  it  is  then  incumbent 
upon  the  physician  to  make  a choice  from 
among  the  various  types  of  treatment  spe- 
cially adapted  to  neurosyphilis,  namely, 
intraspinal  therapy,  malaria,  or  other 
forms  of  fever  therapy,  and  tryparsamide, 
supplemented  by  the  heavy  metals  and 
iodides.  From  the  following  outline  it 
can  be  seen  which  of  the  special  types  of 
treatment  are  best  suited  to  each  of  the 
different  forms  of  advanced  neurosyphilis : 

A.  Malaria  is  indicated  in: 

1.  All  cases  of  general  paralysis  and 
preparetic  states. 

2.  All  cases  of  neurosyphilis  in  con- 
genital syphilitics. 

Malaria  is  contraindicated  in  elderly 
patients  and  those  with  cardiac  disease, 
nephritis,  or  other  serious  constitutional 
disability. 

B.  Intraspinal  therapy  is  indicated  in : 

1.  All  tabetic  types:  in  patients  suf- 
fering from  shooting  pains  or  gastric 
crises,  intraspinal  therapy  not  only  brings 
down  a positive  spinal  fluid  but  frequently 
gives  marked  relief  from  symptoms. 

2.  Optic  atrophy : intraspinal  therapy 
will  often  arrest  the  process  and  maintain 
vision  stationary;  if  treatment  is  per- 
sisted in  long  enough,  the  spinal  fluid  may 
become  negative. 

3.  Elderly  persons  with  active  neuro- 
syphilis, and  patients  with  cardiac  dis- 
ease, nephritis,  or  other  serious  constitu- 
tional disability  in  whom  malaria  would 
be  dangerous. 

4.  Patients  with  active  neurosyphilis 
who  have  already  had  malaria  treatment 
and  who  do  not  react  to  subsequent  in- 
oculations. 

C.  Tryparsamide  is  indicated  as  fol- 
lows: 

1.  One  course  before  beginning  ma- 
laria treatment,  and  another  afterward, 
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Figure  1.  The  Cannon  Needle  for  Lumbar 
Puncture : long-sleeved  stylet  partly  withdrawn, 

uncovering  inner  sheath  of  hub,  which  is  pro- 
tected from  contamination  when  stylet  is  in  place. 


alternating  courses  of  tryparsamide  with 
heavy  metals  and  the  iodides. 

2.  In  rare  cases  of  tabes,  where  the 
patient  is  below  par  physically  and  pain 
persists  in  spite  of  intraspinal  therapy. 

D.  Tryparsamide  is  contraindicated 
in: 

1.  Optic  atrophy  and  cranial  nerve 
deafness. 

2.  Tabetics  with  marked  ataxia  and 
those  with  bladder  and  rectal  symptoms; 
tryparsamide  sometimes  increases  these 
symptoms. 

3.  Early  syphilis.  Tryparsamide  is 
not  a treponemicidal  drug,  and  should 
never  be  used  in  routine  treatment  of 
early  syphilis,  but  in  neurosyphilis  it 
often  brings  about  a gain  in  weight  and 
improvement  in  the  patient’s  general 
condition. 

WARNING!  Tryparsamide  often 
causes  optic  neuritis,  hence  the  eyes 
should  be  examined  before  and  at  inter- 
vals during  courses  of  treatment.  The 
drug  should  be  discontinued  at  once  if  the 
patient  becomes  aware  of  any  visual  dis- 
turbances, however  slight.  The  first 
abnormality  detected  by  the  ophthalmolo- 
gist is  usually  a contraction  of  the  visual 
fields,  but  this  is  frequently  preceded  by 
subjective  symptoms.  The  patient,  if 
questioned,  will  complain  of  seeing  black 
and  yellow  dots  or  streaks,  or  of  letters 
running  together,  while  as  yet  no  objec- 
tive changes  can  be  detected.  Stopping 
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the  drug  at  this  point  reduces  the  danger 
to  a minimum. 

A positive  spinal  fluid  is  always  an 
indication  for  treatment,  even  when  no 
symptoms  are  in  evidence.  If  the  pa- 
tient remains  untreated  it  is  only  a matter 
of  time  before  symptoms  will  appear; 
but  treatment,  in  the  majority  of  cases, 
will  serve  to  forestall  the  appearance  of 
symptoms.  The  age  of  the  patient,  his 


Figure  2.  The  Camion  Needle  for  Lumbar 
Puncture : long-sleeved  stylet  locked  into  position, 
ready  for  puncture. 


earning  capacity  and  life  expectancy, 
number  of  dependents,  etc.,  should  be 
taken  into  consideration  before  the  more 
radical  forms  of  treatment  for  neuro- 
syphilis, particularly  fever  therapy,  are 
undertaken.  If  the  patient  is  a fairly 
vigorous  person  in  the  forties  or  early 
fifties,  active  treatment  for  neurosyphilis 
may  add  many  years  to  his  business, 
family,  and  social  life.  But  if  he  is  well 
on  into  the  sixties  or  beyond,  is  not  very 
vigorous,  and  has  no  immediate  depend- 
ents, it  is  usually  best  to  limit  oneself  to 
the  milder  forms  of  treatment. 

Technic  of  Lumbar  Puncture 

The  essentials  of  a successful  lumbar 
puncture  may  be  reduced  to  the  following : 
(1)  proper  selection  and  care  of  instru- 
ments, (2)  preparation  of  patient,  (3) 
determination  of  puncture  site,  and  (4) 
technic  of  puncture. 

Selection  and  Care  of  Instruments. — 
Strict  asepsis  is  imperative  in  any  opera- 
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tion  involving  the  spinal  canal.  At  the 
same  time,  the  formidable  array  of  equip- 
ment pictured  in  most  textbooks  is  likely 
to  deter  the  practitioner  from  making  a 
spinal  test  or  from  instituting  treatment 
which  is  of  vital  importance  to  his  pa- 
tient. In  performing  a spinal  puncture, 
the  chief  possibility  of  contamination 
lies  in  the  needle,  which  must  be  handled 
directly  by  the  operator.  Some  of  the 
escaping  fluid  will  dribble  over  the  edge  of 
the  hub  previously  handled.  This  is 
especially  dangerous  when  fluid  is  being 
withdrawn  for  treatment,  for  a few  drops 
of  this  contaminated  fluid  may  easily  be 
washed  back  into  the  spinal  canal  and 
cause  infection. 

To  obviate  this  danger  a special  needle 
was  devised.  This  needle  has  a cylin- 
drical-hub made  in  concentric  parts,  chief 
of  which  are  a long  smooth  inner  sheath 
continuous  with  the  hollow  shaft  of  the 
needle,  and  a short  corrugated  outer 
sheath  or  hilt,  by  which  the  needle  is 
grasped  when  the  stylet  is  not  in  place. 
The  stylet  is  capped  with  a long  cylindri- 
cal sleeve  which  fits  down  over  and  com- 
pletely covers,  without  touching,  the 
inner  sheath  of  the  hub,  being  locked  to 
the  outer  sheath  by  a notch-and-pin 
device.  In  performing  a spinal  punc- 
ture with  this  needle,  the  operator’s 
fingers  do  not  come  in  contact  either  with 
the  shaft,  or  with  that  inner  part  of  the 
hub  which  receives  the  spinal  fluid.  The 
hub  is  somewhat  heavier  than  that  of  the 
ordinary  needle,  and  thus  helps  to  direct 
the  course  of  the  needle  in  its  passage 
into  the  canal.  The  additional  protec- 
tion provided  by  this  comparatively 
simple  arrangement  reduces  the  risk  of 
infection  to  a minimum  and  makes  it 
possible  to  perform  the  operation,  for 
either  diagnostic  or  therapeutic  purposes, 
in  a private  office,  with  a minimum  of 
equipment.  * 

In  the  usual  spinal  puncture  for  with- 
drawal of  fluid  only,  a 21 -gage  needle  is 
used;  for  intraspinal  therapy  a slightly 
larger  bore  (19  or  20-gage)  is  preferable. 

* The  Cannon  needle  for  lumbar  puncture  is 
manufactured  by  Becton,  Dickinson  and  Co., 
Rutherford,  N.  J. 


Figure  3.  Determination  of  site  for  lumbar 
puncture.  If  tip  of  third  or  index  finger  is  placed 
on  superior  iliac  crest  and  thumb  is  extended  at 
right  angles,  thumbnail  will  be  in  position  to 
mark  third  or  fourth  lumbar  interspace  (either 
may  be  used).  For  details,  see  text,  page  262. 


Each  needle  must  be  sharpened  to  a very 
fine  point;  bevel  edge  and  point  must  be 
absolutely  smooth  and  free  from  rust. 
Needles  should  be  thoroughly  washed 
with  soap  and  water,  then  allowed  to 
stand  in  olive  oil,  the  oil  removed  with 
ether  (alcohol  will  corrode),  and  the 
needles  sterilized  with  dry  heat.  For 
sterilizing,  the  needle  is  placed  in  a test 
tube  with  cotton  at  the  closed  end,  and 
the  tube  is  then  plugged  with  cotton  or 
gauze.  It  should  be  left  in  the  dry 
sterilizer  for  two  and  a half  to  three  hours 
at  a constant  temperature  of  212  F. 

Preparation  of  Patient. — The  patient 
should  lie  on  his  side,  with  knees  flexed 
over  the  abdomen,  head  bent  down  as 
close  to  the  knees  as  possible,  and  resting 
comfortably  on  small  flat  pillow.  If  the 
patient  is  nervous,  his  hands  may  be 
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Figure  4.  Technic  of  lumbar  puncture  show- 
ing patient  and  operator  in  position.  The  patient 
lies  on  her  side,  with  knees  flexed  over  abdomen, 
head  bent  down  as  close  to  knees  as  possible, 
and  upper  shoulder  inclined  slightly  forward; 
lumbar  region  is  at  edge  of  bed,  in  a vertical 
plane.  Note  comfortable  relaxed  position  of 
operator,  who  sits  well  away  from  patient,  so 
that  when  the  arm  is  extended,  the  forearm  is  on 
a line  with  the  site  selected  for  puncture. 


locked  over  his  knees.  When  the  pa- 
tient is  in  position,  the  lumbar  region 
should  be  at  the  edge  of  the  bed,  in  a ver- 
tical plane.  To  avoid  twisting  of  the 
spinal  column  incline  the  upper  shoulder 
slightly  forward.  It  is  better  for  the 
physician  or  nurse  to  make  minor  adjust- 
ments, encouraging  the  patient  to  relax. 

Determination  of  Puncture  Site. — If  the 
tip  of  the  third  or  index  finger  is  placed 
on  the  superior  iliac  crest  and  the  thumb 
is  extended  at  right  angles,  the  thumb- 
nail will  be  in  position  to  make  a hori- 
zontal mark  in  the  third  or  fourth  lumbar 
interspace  (either  may  be  used).  Now 
release  the  index  finger  and  allow  it  to 


slip  forward  over  the  fourth  or  fifth  verte- 
bral process  (whichever  forms  the  lower 
boundary  of  the  interspace  to  be  punc- 
tured). Just  proximal  to  the  bony  ridge, 
make  a vertical  mark  with  finger  nail. 
The  intersection  of  the  two  nail  marks 
indicates  the  site  to  be  punctured.  This, 
the  distal  portion  of  the  groove  or  inter- 
space, is  preferable  to  the  exact  center,  in 
case  a sudden  straightening-out  move- 
ment on  the  part  of  the  patient  should 
close  the  groove. 

Technic  of  Puncture. — As  a routine 
measure  the  operator  washes  his  hands 
thoroughly  with  soap  and  water,  followed 
by  70  per  cent  alcohol.  The  puncture 
site  should  be  thoroughly  wiped  off  with 
iodine,  followed  by  70  per  cent  alcohol, 
and  then  anesthetized  with  a 2 per  cent 
solution  of  procaine  hydrochloride,  in- 
jected through  a small  hypodermic 
needle.  Infiltration  of  the  skin  will  be 
marked  by  the  appearance  of  a pea-sized 
wheal.  Without  withdrawing  the  needle, 
the  syringe  should  be  elevated  and  the 
remainder  of  the  procaine  hydrochloride 
injected  slowly,  right  up  to  the  hub  of  the 
needle.  Besides  anesthetizing  the  skin 
and  underlying  tissues,  this  will  serve  as 
a guide  in  performing  the  lumbar  punc- 
ture. 

The  operator  now  adjusts  his  position 
by  sitting  well  away  from  the  patient — 
almost  at  arm’s  length — so  that  when  the 
arm  is  extended,  the  forearm  is  on  a line 
with  the  site  selected  for  puncture.  The 
needle  is  grasped  by  the  exposed  portion 
of  the  hub,  and  the  stylet,  after  being 
moved  up  and  down  to  make  sure  that  the 
lumen  is  patent,  is  locked  into  position. 
The  hub  (now  protected  by  the  long  sleeve 
of  the  stylet  as  previously  described)  is 
taken  between  thumb  and  index  finger, 
and  allowed  to  rest  on  the  middle  finger. 
The  operator,  thoroughly  relaxed,  flexes 
the  wrist  in  order  to  get  a straight  align- 
ment with  the  mark,  making  sure  that  the 
point  of  the  needle  is  directed  straight  in 
and  slightly  cephalad.  The  patient  is 
then  asked  to  take  a deep  breath,  and  at 
the  height  of  inhalation,  the  operator,  by 
a quick  wrist  motion,  thrusts  the  needle 
in  l3/4  to  2 inches.  The  depth  will  de- 


February  1,  1939] 


TREATMENT  FOR  SYPHILIS 


263 


pend  upon  the  amount  of  adipose  tissue; 
on  very  obese  patients  it  may  be  necessary 
to  thrust  needle  in  five  or  occasionally 
even  six  inches.  The  sudden  feel  of 
lessened  resistance,  sometimes  audible  as 
a slight  snap,  indicates  that  the  point  has 
penetrated  the  dura  and  is  in  the  canal. 
The  operator  should  at  once  remove  the 
stylet  and  allow  a few  drops  of  fluid  to 
escape.  As  soon  as  it  is  apparent  that  the 
fluid  is  clear,  5 to  8 cc.  is  collected  in  one 
test  tube  for  the  Wassermann  and 
colloidal  gold  tests,  and  2 cc.  in  another 
tube  for  the  cell  count  and  globulin  deter- 
mination. 

The  patient  should  lie  face  downward 
for  at  least  half  an  hour,  preferably  for 
one  or  two  hours  afterward. 

The  Management  of  Difficulties. — If 
the  preliminary  instructions  for  placing 
the  patient  and  selecting  the  site  for 
puncture  have  been  carefully  followed, 
any  failure  that  occurs  can  usually  be 
attributed  to  faulty  posture  on  the  part  of 
the  operator.  A cramped  position,  with 
elbow  bent  and  wrist  tense,  and  introduc- 
tion of  the  needle  by  a slow  boring  motion, 
makes  the  operation  needlessly  difficult. 
It  is  of  the  utmost  importance  that  the 
operator  be  seated  in  a comfortable 
position,  with  wrist  and  forearm  com- 
pletely relaxed.  If  the  wrist  is  tense,  it 
should  be  shaken  out  and  flexed  back  and 
forth  several  times  to  get  the  alignment 
before  the  needle  is  thrust  in.  The  needle 
should  be  allowed  to  take  the  course  of 
least  resistance. 

When  the  operator  estimates  that  he 
has  gone  the  proper  distance,  but  is 
uncertain  whether  the  canal  has  been 
entered,  he  should  remove  the  stylet, 
taking  care  not  to  allow  it  to  touch  any- 
thing. If  no  fluid  appears,  he  should  re- 
insert the  stylet  and  advance  1/6  to  y4 
inch  farther,  repeating  the  process  until 
he  either  obtains  fluid  or  strikes  bone.  If 
bone  is  struck  the  needle  should  be  with- 
drawn almost  to  skin  level  and  redirected 
laterally  up  or  down.  If  blood  is  ob- 
tained, the  needle  should  be  rotated  half- 
way around.  If  the  fluid  does  not  be- 
come clear  after  a few  drops  have  been 
allowed  to  run  out,  it  should  be  with- 


drawn completely  and  a puncture  made 
in  the  adjoining  interspace. 

Technic  of  Intraspinal  Treatment 

Preparation  of  Serum. — The  patient  is 
given  the  usual  dose  of  arsphenamine. 
One-half  hour  later,  under  sterile  precau- 
tions, approximately  50  cc.  of  blood  is 
withdrawn  in  a small-necked  centrifuge 
tube,  using  the  McRae  needle  or  a syr- 
inge. A sterile  cork  is  inserted,  covered 
with  sterile  gauze,  and  fastened  on  with  a 
rubber  band.  The  tube  of  blood  is  kept 
in  the  icebox  overnight.  The  blood  is 
then  centrifuged  for  thirty  minutes  to 
separate  clot  from  serum.  The  serum  is 
then  pipetted  off  into  another  tube  and 
centrifuged  in  order  to  remove  all  blood 
cells.  It  is  pipetted  off  a second  time 
into  another  sterile  tube.  The  amount  at 
this  point  will  average  about  20  to  25  cc. 
This  is  now  placed  in  a water-bath  and 
maintained  at  a temperature  of  56  to 
57 V2  C.  for  thirty  minutes  in  order  to 
destroy  complement  (serum  is  about 
twenty  times  more  treponemicidal  when 
complement  is  destroyed).  The  serum  is 
now  ready  for  injection  at  body  tempera- 
ture. 

Technic  of  Treatment. — A spinal  punc- 
ture is  done  in  the  usual  way.  Five  to  8 
cc.  of  spinal  fluid  is  collected  in  one  test 
tube  for  the  Wassermann  and  colloidal 
gold  tests,  and  in  another,  2 cc.  for  cell- 
count  and  globulin  determination.  To  the 
spinal  needle  a Snyder  gravity  tube  is  now 
attached  (the  barrel  of  a 50  cc.  syringe  or 
a buret  may  also  be  used)  by  means  of 
a section  of  rubber  tubing  18  to  24  inches 
long,  with  male  adapter  at  end.  By 
lowering  the  Snyder  tube,  30  to  40  cc.  of 
spinal  fluid  is  allowed  to  gravitate  into 
it.  It  will  often  happen  that  a patient 
will  complain  of  severe  headache  after 
about  30  cc.  of  fluid  has  been  withdrawn. 
In  this  case  stop  at  once;  but  if  the  pa- 
tient does  not  have  too  severe  a headache, 
the  tube  may  be  allowed  to  fill  to  within 
y4  inch  from  the  top.  The  Snyder  tube 
is  now  elevated  and  as  the  spinal  fluid 
begins  to  gravitate  slowly  back  into  the 
canal,  the  serum  is  added  drop  by  drop. 
This  insures  a thorough  mixture  outside 
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Figure  5.  Close-up  of  operator  performing 
lumbar  puncture.  Hub  of  needle  is  grasped  be- 
tween thumb  and  index  finger  and  allowed  to 
rest  on  middle  finger;  point  of  needle  is  directed 
straight  in  and  slightly  cephalad.  Needle  is 
thrust  in  l3/4-2  in.  on  patient  of  average  build. 


the  body,  and  in  such  a way  that  the  first 
of  the  fluid  to  be  returned  contains  the 
lowest  concentration  of  the  medicated 
(and  potentially  irritating)  serum,  the 
concentration  increasing  as  the  tube  is 
emptied.  When  the  tube  is  empty, 
milk  down  the  remaining  fluid  through  the 
rubber  tubing  and  needle.  If  possible, 
about  20  cc.  more  of  the  mixture  is  in- 
troduced than  the  amount  of  fluid  with- 
drawn, in  order  to  produce  an  increase  in 
intraspinal  pressure.  Withdraw  the 
needle  in  usual  way  and  put  on  dressing. 
The  patient  may  go  home  in  twenty- 
four  hours. 

Courses  of  eight  to  ten  injections  at 
two-week  intervals  are  given  in  cases  of 
cerebrospinal  syphilis  and  in  early  tabes. 
There  should  be  an  interval  of  one  and 


one-half  to  three  months  between  courses. 
In  advanced  tabes  with  marked  functional 
disorders,  such  as  pronounced  ataxia, 
incontinence  of  bladder,  anesthesias,  etc., 
treatments  are  spaced  at  longer  intervals 
(three  to  six  weeks). 

Prevention  of  Reactions  to  Intraspinal 
Treatment 

Care  of  Patient. — After  the  injection 
have  the  patient  lie  face  downward  for 


Figure  6.  Lumbar  puncture  completed ; stylet 
withdrawn  and  fluid  being  collected  for  tests. 


at  least  one-half  hour.  If  a reaction 
occurs  after  the  first  injection  the  pa- 
tient is  usually  given  aspirin  (10  grains), 
phenacetin  (10  grains)  and  codeine  (V2 
grain)  one-half  to  three-quarters  of  an 
hour  before  the  next  anticipated  reac- 
tion. This  will  either  prevent  or  greatly 
modify  attacks  of  pain.  Avoid  all  hypo- 
dermic medication  unless  absolutely  nec- 
essary. 

Timing  of  Blood  Withdrawal. — In  gen- 
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eral,  the  incidence  of  reactions  after  intra- 
spinal  treatment  is  proportional  to  the  dose 
of  arsphenamine  which  the  patient  has  re- 
ceived intravenously,  and  to  the  interval 
which  is  allowed  to  elapse  before  the  blood 
is  withdrawn.  Serum  from  blood  with- 
drawn within  ten  to  fifteen  minutes  after 
the  injection  of  a full-sized  dose  of  ars- 
phenamine is  highly  toxic,  and  almost 
certain  to  cause  a reaction.  Unfortu- 
nately, as  the  dose  is  decreased  and  the 
interval  lengthened,  the  serum  tends  to 
lose  not  only  its  toxicity  but  also  its 
therapeutic  properties  as  well.  I have 
found  thirty  minutes  after  the  arsphena- 
mine injection  to  be  the  best  average 
time  for  the  withdrawal  of  blood,  as 
advocated  in  the  Swift- Ellis  procedure. 
When  there  is  marked  involvement  of  the 
posterior  nerve  roots,  as  evidenced  by 
ataxia,  anesthesias,  and  irritability  of  the 
bladder  and  rectum,  it  is  necessary  to 
compromise  by  giving  relatively  smaller 
doses  of  arsphenamine  and  delaying  with- 
drawal of  blood  until  one  hour  afterward. 
Various  studies  indicate  that  the  bene- 
ficial effect  is  due,  not  to  the  direct  action 
of  the  arsphenamine  itself,  but  to  anti- 
bodies produced  in  the  serum,  probably 
by  the  arsphenamine  or  the  syphilitic 
infection,  or  both. 

Therapeutic  Malaria 

Malarial  treatment  should  not  be  at- 
tempted unless  the  patient  can  be  hospi- 
talized under  close  medical  supervision. 
Under  no  circumstances  should  it  be  in- 
stituted without  establishing  in  advance 
that  the  patient’s  general  physical  condi- 
tion justifies  the  risk  involved  (see  “Con- 
traindications to  Malaria”  under  “Out- 
line of  Treatment  for  Neurosyphilis”). 

Technic  of  Inoculation. — Blood  should 
be  taken  from  a patient  infected  with 
Plasmodium  vivax,  the  parasite  of  benign 
tertian  malaria.  Suitable  patients  can 
be  found  in  most  neurologic  and  psy- 
chiatric institutions.  Patients  infected 
with  tropical  malaria  should  not  be  used. 
Withdraw  2 cc.  of  blood  from  the  malaria 
patient,  preferably  an  hour  or  so  after  the 
chill,  at  the  height  of  the  fever.  One  or 
two  cc.  (never  more  than  two)  of  the 


whole  blood  is  given  to  the  syphilitic 
patient  as  soon  afterward  as  possible. 
If  it  is  not  to  be  used  immediately,  the 
blood  must  be  citrated  by  adding  to  it 
an  equal  quantity  of  a 0.5  per  cent  solu- 
tion of  sodium  citrate.  When  blood  is 
transported  from  the  donor  to  the  recipi- 
ent, the  tube  should  be  carried  in  the 
inside  vest-pocket  to  keep  it  warm.  It 
may  be  kept  for  a day  or  two  in  an  incuba- 
tor. In  order  to  be  sure  of  a “take,” 
in  addition  to  injecting  1 or  2 cc.  intra- 
venously, one  may  inject  1 cc.  of  the  ma- 
larial blood  intramuscularly  in  the  same 
patient.  Typing  of  blood  is  not  neces- 
sary when  such  small  quantities  are  in- 
jected. 

Management  of  the  Patient. — The  first 
chills  and  fever  usually  occur  five  to  seven 
days  after  an  intravenous  injection,  and 
ten  to  fourteen  days  after  an  intramuscular 
injection.  If  the  patient  does  not  de- 
velop symptoms  of  malaria  within  three 
or  four  days  after  the  expected  time,  the 
attack  may  be  induced  by  intramuscular 
injections  of  milk,  colloidal  manganese,  or 
typhoid  vaccine.  The  paroxysms  of 
chill  and  fever  last  for  several  hours,  and 
may  occur  daily  or  every  three  or  four 
days.  The  temperature  should  be  taken 
every  few  hours  between  paroxysms,  and 
every  half-hour  during  the  fever;  it 
should  not  be  allowed  to  exceed  106  F. 
The  attack  may  be  broken  off  at  any 
time,  or  reduced  in  severity,  by  the  ad- 
ministration of  quinine — 10  grains  every 
four  horns  for  three  to  five  days.  During 
the  course  of  the  malaria  a careful  record 
should  be  kept  of  temperature,  pulse,  and 
respiration,  and  of  fluid  intake  and  out- 
put. Frequent  red  blood  counts  and 
urinalyses  should  be  made,  and  the  blood 
pressure  taken  daily,  both  during  and 
between  paroxysms.  The  heart  and 
spleen  should  also  be  examined  frequently, 
and  from  time  to  time  the  blood  should  be 
examined  for  malaria  parasites.  During 
the  periods  of  normal  temperature  it  is 
advisable  to  give  a nutritious  diet,  be- 
cause on  the  days  of  chill  and  fever  there 
is  usually  a complete  loss  of  appetite. 
After  the  termination  of  the  course  a 
nutritious  diet,  cod  liver  oil,  and  iron  are 
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Sample  Form  for  One- Year  Treatment  Plan  for  Individual  Patient 


Name Diagnosis 


Arsphenamine 

Mercury 

Bismuth 

Other 

Medication 

Laboratory  Reports 
and  Remarks 

Date  |Amt. 

Date  |Amt. 

1 | 

1 | 

2 1 

2 I 

3 1 

3 1 

4 | 

4 I 

5 1 

5 1 

6 1 

6 1 

7 1 

7 1 

8 1 

8 1 

9 1 

9 I 

10  1 

10  | 

11  1 

12  | 

13  | 

14  | 

15  | 

Arsphenamine 

Mercury 

Bismuth 

Date  |Amt. 

Date  |Amt. 

1 | 

1 | 

2 1 

2 I 

3 1 

3 1 

4 1 

4 I 

5 1 

5 1 

6 1 

6 1 

7 1 

7 | 

8 1 

8 1 

9 1 

9 1 

10  1 

10  | 

11  1 

12  | 

13  | 

14  | 

15  | 

Arsphenamine 

Mercury 

Bismuth 

Date  |Amt. 

Date  |Amt. 

1 | 

1 | 

2 1 

2 I 

3 1 

3 1 

4 1 

4 

5 1 

5 I 

6 1 

6 I 

7 1 

7 1 

8 1 

8 1 

9 1 

9 1 

10  1 

10  I 

11  1 

12  | 

13  | 

14  | 

15  | 

prescribed.  The  patient  should  be  kept 
in  bed  for  a week  or  ten  days,  and  then, 
if  possible,  sent  on  a holiday,  preferably 
to  the  mountains,  for  a complete  con- 
valescence from  malaria.  After  this  rest 
period  he  should  receive  another  course  of 
arsphenamine. 

Length  of  Siege. — The  ideal  course  of 


therapeutic  malaria  is  generally  thought 
to  consist  of  eight  to  ten  elevations  of 
temperature  above  101  F.  and  not  ex- 
ceeding 106  F.  In  reality,  different  in- 
dividuals react  to  the  infection  in  dif- 
ferent ways.  Some  will  have  a severe 
paroxysm  with  high  fever  for  the  first 
two  or  three  times,  after  which  the  rises 
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Table  of  Antisyphilitic  Drugs 


Drug 

Metallic 

Content 

Medium 

Dilution 

Route 

Dosage 

Old 

Ar  sphen  amine 
(“Salvarsan”) 
(“606”) 

Arsenic 

31% 

Water  or 
Physiologic 
Saline 

(Solution  must 
be  alkalinized 
before  injection) 

For  Syringe 
5 to  10  cc. 
per  decigram 
of  drug 

Intravenous 

Men: 

Women: 

0.2  to  0.5  Gm. 
0.15  to  0.4  Gm. 

Silver 

Arsphenamine  ^ 

1 

[ Arsenic 
| 19  to  20% 

1 Silver 
[ 12  to  14% 

Water 

with  or  without 
Physiologic 
Saline 

As  above 

Intravenous 

Men  & 
Women 

} 0.15  to  0.3  Gm. 

Mercury 

Salicylate 

Mercury 

55% 

Vegetable  Oil 
(Suspension) 

None 

Intramuscular 

Men  & 
Women 

| * A to  l1/*  grains 

Bichloride 

Succinimide 

73.8%  ) 
50%  ) 

Water  or 
Physiologic 
Saline 

None  ) 
None  ) 

Intramuscular 

Men  & 1 
Women  J 

^ V6  to  1 /i  grain 

Bismuth 
Bismo-cymol 
Sodium  potassium 
Bismuth  tartrate 

Bismuth 
50  mg. 
per  cc. 
50  mg. 
per  cc. 

Olive  Oil 
(Solution) 
Olive  and 
Almond  Oils 
(Suspension) 

None'! 

None/ 

Intramuscular 

Men  & i 
Women  J 

| 1 to  2 cc. 

in  temperature  will  gradually  limit  them- 
selves to  100  or  101  F.  for  the  remaining 
attacks.  In  still  other  cases  the  attacks 
throughout  do  not  exceed  101  F.  I have 
noted  just  as  much  clinical  and  serologic 
improvement  in  those  patients  who  run  a 
mild  febrile  course  as  in  those  who  run  a 
high  temperature.  Hence  it  seems  ques- 
tionable what  influence  the  fever  itself 
actually  has  on  the  course  of  the  disease. 
For  all  practical  purposes,  if  the  patient 
develops  malaria  with  parasites  demon- 
strable in  his  blood,  and  runs  eight  to 
ten  successive  paroxysms  of  fever  with 
or  without  chills,  one  will  have  met  the 
requirements. 

Failure  of  Inoculation. — A certain  num- 


ber of  patients,  including  not  only  those 
who  have  had  malaria  before  but  also 
some  with  no  previous  history  of  malaria, 
will  be  refractory  to  malaria.  If  either 
donor  or  recipient  has  recently  been 
treated  with  quinine,  inoculation  may  fail. 
In  such  cases  one  must  resort  to  typhoid 
intravenously,  fever-box,  or  intraspinal 
therapy. 

The  cost  of  malarial  therapy  may  be 
cut  down  by  allowing  the  patient  to  delay 
entering  the  hospital  until  three  or  four 
days  after  inoculation. 


The  “Outline  of  Treatment  for  Syphilis,”  which  has 
been  published  serially,  is  concluded  in  this  issue. 


HOW  ILLINOIS  DOES  IT 
The  Illinois  State  Department  of  Public 
Health  has  announced  that  sulfanilamide  is 
available  free  on  requests  of  physicians  for  the 
treatment  of  patients  suffering  from  gonorrhea. 
The  only  requirement  is  that  the  request  be 
accompanied  by  a report  of  the  cases  for  which 
the  drug  is  desired.  Cases  may  be  reported  by 


either  name  or  code  number.  Any  physician 
in  Illinois  may  obtain  sulfanilamide  sufficient  to 
treat  any  and  all  gonorrhea  patients  under  his 
care  who  in  the  physician’s  judgment  will  be 
benefited  thereby. 

The  drug  is  distributed  in  vials  of  100  tablets 
of  5 grains  each. 


“QUO  VADIS?” 


Special  Article 


Address  by  Leo  F.  Simpson,  M.D.,  on  the  occasion  of  the  Dedicatory  Dinner,  Rochester 
Academy  of  Medicine,  held  at  the  Oak  Hill  Country  Club,  January  12,  1939 


As  you  possibly  suspect,  we  are  here 
l tonight  to  participate  in  the  in- 
augural ceremonies  of  our  new  home,  and 
to  again  congratulate  Dr.  Albert  D. 
Kaiser.  The  members  of  the  Rochester 
Academy  of  Medicine,  together  with  all 
other  physicians  in  Monroe  County, 
must  indeed  have  feelings  both  of  thanks- 
giving and  of  responsibility. 

Our  heartfelt  gratitude  goes  out  to  the 
daughters  of  Mr.  and  Mrs.  Edmund  Lyon 
who  have,  by  their  generosity,  carried  on 
into  the  future  years,  the  charity,  the 
thoughtfulness  for  the  unfortunate,  and 
the  high  sense  of  civic  responsibility,  so 
nobly  exemplified  by  their  parents  during 
their  stay  on  earth. 

We  are  also  deeply  indebted  to  those 
public-spirited  citizens  of  Rochester  who 
contributed  two-thirds  of  our  endowment 
fund  of  $150,000.  This  was  indeed  an  in- 
telligent vote  of  confidence. 

Such  generosity  and  such  confidence 
carry  with  them  the  implication  of  a 
faith  and  a trust  that  must  be  lived  up 
to  to  the  limit  of  our  capacity.  Our 
service  to  the  individual,  and  to  the  com- 
munity, must  be  revitalized  by  such  a 
manifestation  of  confidence,  else  their 
gifts  become  but  funny  shapes  of  brick 
and  mortar — nothing  more.  We  have 
little  doubt  that  with  these  increased 
facilities  for  its  library,  for  its  meetings, 
for  its  various  groups  of  specialized  study, 
that  the  Rochester  Academy  of  Medicine, 
in  the  years  to  come,  will  amply  repay 
this  community  in  ever  greater  divi- 
dends of  health,  and  relief  from  suf- 
fering. 

It  is  not  to  the  generous  people  of  whom 
I have  spoken  that  medicine  must  make 
a new  appeal.  They  have  a sense  of 
real  values.  Their  emotional  tone  is  of 
the  highest  quality  and  is  guided  by 


keen  intellect.  They  know  what  organ- 
ized medicine  has  done  for  the  com- 
munity, and  they  would  have  it  live  and 
carry  on. 

But  it  is  a coincidence  that  the  Roches- 
ter Academy  of  Medicine  should  have 
come  into  possession  of  the  home,  now  be- 
ing dedicated,  at  a time  when  the  results 
of  the  efforts  of  a self-governing  profession 
in  the  care  of  the  sick  of  this  country,  are 
being  called  into  question. 

Medicine  is  now  on  trial  before  the  bar 
of  public  opinion.  We  seem  at  present 
to  be  a profession  peevishly  scolded, 
criticized  as  reactionary,  suspected  of 
keeping  back  invaluable  secrets,  callous 
to  the  poor  and  the  underpriviledged — a 
monopoly  in  restraint  of  trade. 

The  members  of  the  Academy  of  Medi- 
cine have  risen  to  their  present  promi- 
nence in  this  community  because  in  spite 
of  little  jealousies  among  ourselves,  each 
man  put  forth  his  best  as  an  individual, 
and  hoped  always  to  be  rewarded  by  in- 
dividual recognition.  As  a result,  people 
of  all  classes  have  reaped  the  reward  of 
our  individual  striving.  There  is  no  other 
force  on  earth  that  could  call  forth  such 
efforts. 

We  know  that  as  a result  of  his  educa- 
tion and  training,  the  doctor  is  psycho- 
logically conditioned  to  heal.  His  great- 
est satisfaction  lies  first  and  foremost  in 
healing.  The  will  to  heal  becomes  part 
of  him.  On  the  other  hand,  there  is  de- 
veloped in  the  patient  who  has  freedom, 
individual  responsibility  and  rewards, 
the  will  to  get  well.  Bring  these  forces 
together — the  will  to  heal  and  the  will 
to  get  well — and  you  have  the  power  that 
has  made  American  medicine  great.  Take 
away,  under  bureaucratic  supervision  and 
interference,  the  will  to  heal,  and  take 
away,  with  liberty,  the  will  to  get  well  and 


268 


February  1,  1939] 


QUO  VADIS 


269 


replace  it  with  the  will  to  malinger — and 
the  result  is  government  medicine 

In  the  study  of  disease  and  in  the  medi- 
cal care  of  the  individual,  whether  pre- 
ventive, curative,  or  palliative  of  incur- 
able disease,  medicine  has  been  in  part 
socialized  for  a long  time — using  the  word 
to  imply  the  use  of  tax  funds  to  pay  doc- 
tors for  the  work  they  do.  We  agree  that 
much  of  it,  especially  in  public  health 
work,  in  the  care  of  the  insane,  in  tuber- 
culosis, etc.,  is  justifiable.  But  when  the 
state  endeavors  to  extend  its  medical 
activities  to  accompany  the  doctor  across 
the  threshold  of  the  sick  room  and  place 
the  government’s  hand  on  the  patient’s 
pulse,  and  demand  a record  in  triplicate 
of  his  ills  and  possible  sins — then  organ- 
ized medicine  says  “no.”  Then  it  is  time 
for  medicine  to  become  truly  militant. 

Let  the  business  man  know  in  no  un- 
certain terms  that  if  the  sacred  private 
practice  of  medicine  be  socialized,  then 
his  taxes  are  only  beginning,  and  that  his 
business  structure  itself  is  next  because 
he  is  accused  also  of  failure  in  caring  for 
the  “submerged  third.”  Let  the  press 
as  it  recognizes  the  ultimate  dangers  to 
its  own  freedom,  inherent  in  this  mani- 
festation of  public  policy,  come  to  our 
assistance  wholeheartedly  and  without 
hesitation.  Let  the  fathers  and  mothers 
whom  you  have  served  so  well  be  roused 
from  their  apathy,  and  straighten  out 
their  sense  of  relative  values.  Let  the 
lawyers  join  in,  for  if  there  are  to  be  no 
individual  rights,  what  need  will  there  be 
for  lawyers?  And  what  say  the  clergy? 

Go  to  the  people  and  be  not  afraid.  Do 
not,  however,  assume  that  the  people 
know  what  you  have  done,  and  will  never 
desert  you.  Let  the  medical  society,  if 
it  has  to,  peddle  from  door  to  door  the 
priceless  things  that  the  private  practice 
of  medicine  has  given  them  in  the  past. 
The  people  themselves  are  not  asking  for 
a change.  The  simple  fact  is  that  the  re- 
sults obtained  in  America  under  this  sys- 
tem far  exceed,  by  whatever  standards 
measured,  those  secured  in  any  other 
country  whose  methods  we  are  now  asked 
to  copy. 

Why  is  medicine  now  being  used  as  a 


“whipping  boy?”  Is  it  really  at  fault? 
Or  does  the  fault  lie  deeper?  Let  us 
make  a possible  diagnosis,  and  suggest 
treatment. 

We  are  living  in  an  age  of  tremendous 
unrest  and  change.  Formidable  forces 
are  at  work  with  devastating  rapidity. 
New  instrumentalities  of  science  and  in- 
vention are  transforming  our  lives.  Our 
efforts  to  keep  our  place  in  the  modern 
and  bewildering  parade  have  left  too 
large  a portion  of  our  people  confused, 
frustrated,  insolvent,  and,  I fear,  rebel- 
lious. Government  has  attempted  to  re- 
lieve and  to  stem  this  flood  of  dissatisfac- 
tion with  sandbags  of  money.  If  the 
flood  rises,  other  sandbags,  made  of  the 
practice  of  medicine  will  be  thrown  in, 
and  others  can  be  made. 

All  is  changing  but  man  himself.  In 
the  mass  he  is  essentially  as  he  was  cen- 
turies ago,  and  as  one  index  of  his  strug- 
gle, we  have  the  record  of  over  55  per  cent 
of  our  hospital  beds  in  the  United  States 
occupied  by  the  insane.  This  is  indeed 
a choice  indictment.  If  this  gives  any 
indication  of  our  future  trend,  we  must 
quickly  decide  whether  the  happiness 
of  man,  or  his  prosperity,  should  be  our 
goal. 

The  problem,  as  I have  said,  is  man 
himself — the  comparatively  unchanging, 
limited  human  being.  The  doctors’ 
problem  is  how  to  keep  him  sane  and  con- 
tented in  the  future.  To  center  on  ma- 
terial prosperity  alone,  and  to  assume  off- 
hand, that  the  majority  of  men  have  the 
power  of  unlimited  rational  adjustment 
to  these  ever  increasing  complexities  of 
life,  is  to  court  disaster.  With  the 
possible  exception  of  a small  percentage, 
man  has  no  such  power,  and  he  auto- 
matically will  escape  when  any  situation 
becomes  intolerable. 

As  an  individual  he  will  escape  with 
alcohol,  with  repudiation  of  obligations, 
even  with  suicide.  In  the  mass  he  will 
escape  with  calm  repudiation  of  all  debts, 
as  we  witnessed  in  Europe,  or  turn  to  a 
dictator  when  his  load  of  responsibility 
becomes  too  heavy.  But  escape  he  will, 
even  though  he  pull  our  pretty  house 
down,  and  even  though  his  apparent  rem- 
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edy  will  prove  to  be  worse  than  his  disease. 

A Utopian  scheme  suggests  itself. 
How  would  it  be  if  the  doctors  themselves 
took  over  the  task  of  advising  the  nation, 
and  were  able  to  back  their  advice  with 
the  force  of  law.  The  doctors  are  mildly 
fatigued  at  being  advised  from  every 
quarter.  It  would  seem  rational  for  a sick 
nation,  on  the  grounds  of  efficiency,  to 
be  treated  by  doctors,  and  not  to  be 
treating  itself  as  it  is  now  doing.  There 
is  an  old  saying  that  the  man  who  doc- 
tors himself  has  a fool  for  a patient. 

At  the  present  time  the  patient  is  treat- 
ing himself  by  means  of  his  own  image— 
the  government — and,  as  usual,  he  is 
taking  patent  medicines  because  they 
taste  sweet  and  are  guaranteed  to  cure. 
What  he  really  needs  is  a doctor  who  can, 
by  the  force  of  law,  compel  him  to  take 
the  bitter  pill  of  self-discipline  all  through 
life;  who  can  teach  him  that  emotions 
uncontrolled  by  intellect  make  for  chaos; 


who  would  counsel  the  immediate  relief 
of  his  dropsy  of  debt,  and  who  would  at- 
tempt the  seemingly  impossible  task  of 
trying  to  preserve  his  biological,  intellec- 
tual, and  financial  sanity  in  the  future  as 
his  seductive  comforts  and  leisure  con- 
tinue to  increase.  In  other  words,  he 
would  supplement  and  modify  the  laws 
that  are  now  in  force  with  others  designed 
to  enable  little  men  to  live  in  the  future 
with  peace,  happiness,  and  patriotism. 

We  cannot  have  this  Utopia  as  yet, 
but  it  indicates  that  the  time  has  come 
when  the  American  physician  can  no 
longer  neglect  being  a citizen.  How  can 
the  medical  profession  expect  considera- 
tion from  our  lawmakers  while  the  physi- 
cian stands  aloof  from  the  actual  exercise 
of  citizenship?  He  should  become  more 
articulate  and  more  militant,  not  only 
for  his  own  rights,  but  for  the  rights  of 
his  people  who  have  learned  to  love 
him. 


ANNUAL  MEETING 
1939 

On  April  24,  25,  26,  and  27,  1939,  there  will  be  held  the  133rd 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York. 
Both  the  Hotel  Syracuse  and  the  Hotel  Onondaga  will  house  the 
various  assemblies,  the  general  sessions,  and  the  sections;  also 
scientific  and  technical  exhibits. 

The  House  of  Delegates  will  convene  on  Monday  morning,  April 
24,  in  the  Hotel  Syracuse. 

The  meeting  will  last  the  full  four  days  with  the  general  session 
on  Tuesday  afternoon  and  Thursday  afternoon.  One  half  of  the 
sections  will  hold  a morning  meeting  on  Tuesday  and  an  afternoon 
meeting  on  Wednesday.  The  other  sections  will  meet  Wednesday 
and  Thursday  mornings. 


Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


New  Zealand  Ponders  Health  Insurance 


While  visiting  this  country  last 
December,  Dr.  M.  H.  Watt,  Com- 
missioner of  Health  for  the  Dominion  of 
New  Zealand  paid  a visit  to  us  at  Albany 
and  gave  an  interesting  account  of  the 
“Social  Security  Act”  adopted  by  that 
country  in  the  late  summer  of  1938.  The 
act  is  broadly  divided  under  two  heads: 
pensions  and  health.  That  part  which 
deals  with  health  provides  a distinctly 
comprehensive  scheme  of  benefits  in- 
cluding universal  free  general  practitioner 
service,  free  medicines  and  surgical  ap- 
pliances, free  hospital  benefits,  free  trans- 
portation, and  free  nursing.  All  of  this 
will  cost  a good  deal  of  money  and  it  was 
not  certain  last  year  whether  New  Zea- 
land could  afford  to  do  all  that  the  law 
authorized. 

Discussion  of  the  scheme  by  the  medi- 
cal profession  resulted  in  recommenda- 
tions : 

1.  That  there  should  be  freedom  of 
choice  between  patient  and  doctor;  that 
is,  the  patient  would  be  able  to  select  the 
doctor  and  the  doctor  would  be  able  to 
reject  a patient. 

2.  There  should  be  disciplinary  con- 
trol exercised  by  members  of  the  pro- 
fession. 

3.  The  medical  profession  should  be 
consulted  in  the  general  administration 
of  the  scheme  and  before  any  further 
regulations  are  introduced  or  the  law 
altered. 

These  points  were  freely  conceded  by 
the  government. 


On  other  points  agreement  had  not 
been  reached.  However,  Dr.  Watt  be- 
lieved that  no  difficulty  would  be  ex- 
perienced in  putting  into  effect  two  of  the 
benefits,  viz.,  those  for  maternity  and  for 
hospitalization.  The  expectant  mother 
will  have  her  choice  of  four  kinds  of 
confinement.  She  may  go  to  an  institu- 
tion where  normal  deliveries  are  conducted 
by  midwives,  but  obstetricians  attend 
all  complicated  cases;  she  may  go  to 
either  a state  or  a private  hospital  and  be 
attended  by  her  own  physician ; or  she  may 
be  confined  in  her  home.  The  State  will 
pay  the  usual  obstetric  fee  but  if  a 
specialist  is  employed  the  patient  must 
contribute  the  difference.  Similarly,  the 
State  will  pay  toward  hospitalization  in  a 
private  hospital  the  cost  incurred  for 
similar  service  in  a state  hospital. 

Eighty-five  per  cent  of  the  hospitals 
in  New  Zealand  belong  to  the  public 
hospital  system.  Under  the  new  law  it 
is  expected  that  the  hospitals  will  employ 
some  physicians  on  full-time  salaries  and 
some  on  part-time  salaries. 

For  general  practitioner  service  it  is 
proposed  to  pay  fifteen  shillings  per 
annum  for  each  person  on  the  doctor’s 
panel.  This  compares  with  nine  shillings 
per  annum  in  Great  Britain.  Specialists 
would  be  paid  on  a fee  for  service  basis. 
Panels  would  be  limited  to  a maximum 
of  2,000.  “The  government  has  af- 
firmed,” says  Dr.  Watt,  “that  under  this 
system  they  have  no  intention  of  lowering 
either  standards  of  remuneration  or  of 
medical  work.” 


Whether  the  following  selection  from  II, 
Chronicles,  xvi,  is  to  be  taken  as  intentional  or 
unintentional  humor,  we  leave  to  the  discernment 
of  our  readers: 

And  Asa  in  the  thirty  and  ninth  year  of  his 
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reign  was  diseased  in  his  feet,  until  his  disease 
was  exceeding  great ; yet  in  his  disease  he  sought 
not  to  the  Lord,  but  to  the  physicians. 

And  Asa  slept  with  his  fathers. 

— Medical  Times 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Albany  County 

The  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  County  of  Albany  held 
its  annual  luncheon  and  meeting  at  the 
Albany  Country  Club  on  December  13, 
1938.  Mrs.  Albert  Vander  Veer  presided 
and  welcomed  the  members  and  guests 
among  whom  were  Mrs.  G.  Scott  Towne 
of  Saratoga,  president-elect  of  the  Wom- 
an’s Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York,  Dr.  Otto  Faust, 
president  of  the  Medical  Society  of  the 
County  of  Albany,  and  Dr.  James 
Lyons,  president-elect. 

Mr.  Dwight  Anderson,  Director  of  the 
Public  Relations  Bureau  of  the  Medical 
Society  of  the  State  of  New  York,  was 
the  guest  speaker  and  had  as  his  topic 
“What  Every  Woman  Knows.” 

Nassau  County 

The  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Nassau  was  held  in  the 
auditorium  of  the  Nassau  Hospital, 
Mineola,  L.  I.  on  December  27,  1938. 
Mrs.  Luther  Kice  was  elected  president 
and  Mrs.  Arthur  C.  Martin  first  vice- 
president.  The  Auxiliary  voted  to  give 
each  high  school  in  Nassau  County  one 
year’s  subscription  to  Hygeia.  After  the 
business  session  the  members  enjoyed  a 
Christmas  party.  Mrs.  Lally  was  hostess. 

Onondaga  County 

The  first  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 


County  of  Onondaga  was  held  in  the 
recreation  room  of  University  Hospital 
on  January  10.  Mrs.  Winthrop  Pen- 
nock,  newly  elected  president  presided. 
Dr.  Lopo  de  Mello  of  Buffalo  was  the 
guest  speaker.  A social  hour  followed 
the  business  session. 

Queens  County 

The  first  meeting  of  the  year  of  the 
Executive  Board  of  the  Woman’s  Aux- 
iliary to  the  Medical  Society  of  the 
County  of  Queens  was  held  in  the  Medi- 
cal Society  Building  on  January  3. 
Mrs.  William  Lavelle  greeted  the  mem- 
bers and  asked  for  the  co-operation  of 
each  member  in  order  that  the  Auxiliary 
may  carry  on  its  work  successfully. 
Plans  and  programs  for  the  year  were 
discussed. 

Kings  County 

Our  president,  Mrs.  Daniel  Swan,  was 
a guest  at  the  installation  of  officers  of 
the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Kings,  held  in 
the  Medical  Society  Building  on  January 
10. 


Announcement 

The  next  meeting  of  the  executive 
board  of  the  Woman’s  Auxiliary  of 
the  State  of  New  York  will  be  held  in 
Albany  at  the  Hotel  Ten  Eyck  on  Febru- 
ary 16,  at  one  o’clock. 


MILK  ESSENTIAL  IN  A REDUCING  DIET 
One  of  the  main  ingredients  of  a successful 
reducing  diet  is  a pint  of  milk  daily,  E.  M. 
Geraghty,  Baltimore  dietitian,  points  out  in  her 
article,  “Reducing  Diets,”  in  the  January  issue 
of  Hygeia. 

Often  when  a person  decides  to  reduce  his 
weight,  he  eliminates  milk  as  one  of  the  first 


items,  because  he  erroneously  believes  it  is 
fattening.  This  is  not  true,  the  author  indicates. 
Instead,  it  furnishes  needed  vitamins  and  min- 
erals for  repairing  body  tissues. 

A pint  of  whole  milk,  skimmed  milk,  or  butter- 
milk or  the  equivalent  should  be  averaged  for 
daily  intake,  but  butter,  cream,  and  other  fats 
should  be  kept  at  a minimum. 
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Allegany  County 

Dr.  Jasper  W.  Coller,  of  Wellsville, 
who  died  on  December  29  at  the  age  of 
eighty-six  had  practiced  medicine  there 
for  fifty-eight  years.  He  was  a former 
president  of  the  Allegany  County  Medi- 
cal Society. 

Broome  County 

An  interesting  address  on  “Higher 
Types  of  Pneumonia”  was  given  before 
the  Broome  County  Medical  Society  on 
January  10  by  Dr.  A.  D.  Langmuir, 
Assistant  Director,  Bureau  of  Pneumonia 
Control,  New  York  State  Department  of 
Health.  He  discussed  the  use  of  rabbit 
serum,  sulfanilamide,  and  other  refine- 
ments in  modern  treatment  of  pneumonia. 

Cayuga  County 

The  following  officers  were  elected  at 
the  annual  meeting  of  the  Medical  Society 
of  the  County  of  Cayuga,  December  15, 
1938:  president,  Louis  F.  O’Neill,  Au- 
burn; vice-president,  H.  Donald  Stuard, 
Genoa;  secretary,  Stephen  J.  Karpenski, 
Auburn;  treasurer,  Robert  J.  Thomas, 
Auburn;  delegate  to  state  convention, 
Harry  S.  Bull,  Auburn;  alternate,  Asel  J. 
Bennett,  Auburn;  delegate  to  7th  dis- 
trict branch,  Donald  M.  Green,  Auburn; 
alternate,  Walter  B.  Wilson,  Auburn; 
board  of  censors,  Lillian  A.  Treat,  Au- 
burn; Asel  J.  Bennett,  Auburn;  Howard 
I.  Davenport,  Auburn ; Frank  L.  Okoniew- 
ski,  Auburn;  Roland  J.  Walker,  Au- 
burn. 

The  guest  speaker  was  Judge  Richard 
C.  S.  Drummond.  His  subject  was  “Old 
Auburn,”  and  he  gave  an  interesting  talk 
on  the  founding  of  the  settlement  by  Col. 
John  Hardenburgh,  which  later  developed 
into  the  City  of  Auburn.  He  also  com- 
plimented the  society  on  the  historical 
data  it  has  amassed,  one  of  the  most  com- 
plete collections  in  the  state. 

Chautauqua  County 

The  annual  election  of  officers  of  the 
Chautauqua  County  Medical  Society  on 


December  14  resulted  as  follows:  presi- 
dent, Dr.  DeF.  W.  Buckmaster  of  James- 
town; vice-president,  Dr.  Harry  E. 
Wheelock  of  Fredonia;  secretary,  Dr. 
Edgar  Bieber  of  Dunkirk;  treasurer, 
Dr.  Frederick  J.  Pfisterer  of  Dunkirk; 
Dr.  Clive  E.  Hallenbeck  of  Dunkirk;  the 
retiring  president,  presided.  A lecture 
on  head  injuries  was  delivered  by  Dr. 
Robert  P.  Dobbie  of  Buffalo. 

Chemung  County 

The  Chemung  County  Medical  Society, 
in  co-operation  with  the  Elmira  Council  of 
Social  Agencies,  is  making  an  exhaustive 
survey  to  determine  the  needs  and  extent 
of  medical  and  dental  care  throughout 
the  county. 

Questionnaires  have  gone  to  physicians, 
dentists,  hospitals,  industries,  schools, 
public  and  private  relief  agencies,  phar- 
macists, and  lodges. 

More  than  500  information  sources  will 
be  contacted  in  the  survey,  to  be  con- 
ducted in  connection  with  the  national 
movement  of  the  American  Medical 
Association. 

The  survey  will  seek  to  obtain  a com- 
posite picture  of  the  adequacy  of  medical 
and  dental  services.  Co-operation  of 
those  to  receive  schedules  is  requested 
by  Dr.  Elliot  T.  Bush,  president  of  the 
County  Medical  Society,  in  a letter 
accompanying  the  questionnaires. 

Chenango  County 

The  following  officers  were  elected  for 
1939  at  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Chenango  on 
December  13:  president,  Don  U.  Gould, 
Sherburne;  vice-president,  Mat  G.  Bon- 
ame,  Oxford;  secretary-treasurer,  John 
H.  Stewart,  Norwich;  legislative  com- 
mittee, George  I.  Manley,  Norwich; 
economics,  Edward  Danforth,  Bain- 
bridge;  public  health,  Albert  H.  Evans, 
Guilford;  maternal  welfare,  Eugene  A. 
Hammond,  New  Berlin.  Dr.  Stewart  has 
served  as  secretary  and  treasurer  since 
1917.  At  the  scientific  session  a review 
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of  recent  literature  on  “The  Use  of 
Sulfanilamide”  was  presented  by  Dr. 
Lyster.  Professor  F.  J.  O’Connor  of  the 
Syracuse  Medical  College  discussed  “Otitis 
Media  in  Children.” 

Clinton  County 

At  the  monthly  meeting  of  the  Clinton 
County  Public  Health  Nursing  com- 
mittee of  the  Board  of  Supervisors,  Dr. 
Elmer  Wessell,  recently  elected  president 
of  the  Clinton  County  Medical  Society, 
spoke  on  the  care  of  the  expectant  mother 
and  the  unborn  child. 

In  presenting  the  problem,  Dr.  Wessell 
said:  “It  is  common  knowledge  that 

Clinton  County  has  the  highest  per  capita 
birth  rate  and  it  has  also  fallen  heir  to  the 
highest  infant  death  rate  in  the  State  of 
New  York. 

“If  this  state  of  affairs  is  not  necessary, 
it  is  abominable,  and  some  attempt  should 
be  made  to  try  to  correct  it,  not  for  the 
sake  of  the  figures,  and  the  position  of 
Clinton  County,  but  because  these  figures 
mean  that  prospective  mothers  and  the 
prospective  children  do  not  even  get  as 
good  a chance  as  the  worst  in  the  rest  of 
the  state.  It  means  that  our  wives  and 
future  children  have  less  chance  of  mak- 
ing the  grade  in  confinement  and  birth 
than  those  living  under  the  physical  and 
educational  environment  at  its  worst 
elsewhere.  The  problem  and  the  chal- 
lenge to  us  and  to  the  general  public,  the 
medical  profession,  hospitals,  town  and 
county  organizations,  is  to  do  something 
to  improve  this  sorry  circumstance.” 

Cortland  County 

Dr.  Merle  R.  French,  county  health 
officer,  was  elected  president  of  the  Cort- 
land County  Medical  Society  at  the 
annual  meeting  held  at  Cortland  Free 
Library  on  December  16. 

Other  officers  elected  for  the  year  are: 
Dr.  Robert  Fairchild  of  Marathon,  vice- 
president;  Dr.  D.  R.  Reilly,  re-elected 
secretary;  and  Dr.  B.  R.  Parsons,  treas- 
urer. Members  of  the  board  of  censors 
are:  Dr.  Hugh  Frail  of  Marathon,  Dr. 
J.  E.  Wattenberg,  Dr.  F.  F.  Sornberger, 
Dr.  C.  E.  Chapin,  and  Dr.  A.  M.  Loope. 


Dr.  Reilly  was  elected  delegate  to  the 
New  York  State  Medical  Society.  Dr. 
William  A.  Wall  was  elected  alternate. 

Erie  County 

A warning  to  physicians  that  their 
economic  destiny  depends  upon  their 
success  in  the  coming  year  in  working  for 
“free  choice  of  physician  and  less  practice 
of  medicine  by  hospitals”  was  sounded  by 
Dr.  Harry  C.  Guess,  retiring  president  of 
the  Medical  Society  of  the  County  of 
Erie,  in  his  farewell  address  at  the 
society’s  meeting  in  Hotel  Statler,  Buf- 
falo, on  December  19. 

“Free  choice  of  physician  and  less 
practice  of  medicine  by  hospitals  must  be 
our  aim,  not  alone  in  staff  room  talk,  but 
in  fact,”  Dr.  Guess  said.  “It  behooves 
every  member  to  give  this  some  thought. 

“Regarding  the  care  of  the  certified 
medical  indigent,  we  will  be  on  the  spot, 
and  many,  not  too  friendly,  will  watch 
with  particular  interest  the  working  of 
our  plan. 

“Each  member  of  this  Society  must 
remember  that  he  is  acting  for  the  whole 
profession  as  well  as  his  own  livelihood. 

“Free  choice  of  physician  is  the  crux  of 
our  future  destiny.  Lose  that  and  we 
lose  all. 

“Indigency  is  here  to  stay;  let  us  do 
our  part  as  always,  for  the  care  and 
comfort  of  the  unfortunate.  By  the 
same  token,  we  should  not  play  ostrich 
when  some  with  a socialized  think-tank 
would  classify  us  as  everything  but  what 
we  are.” 

The  following  officers  were  elected  for 
1939:  president,  Carlton  E.  Wertz, 

Buffalo;  first  vice-president,  Herbert  E. 
Wells,  Lackawanna;  second  vice-presi- 
dent, Nelson  W.  Strohm,  Buffalo;  sec- 
retary, Louise  W.  Beamis,  Buffalo;  treas- 
urer, Roy  I.  Scott,  Buffalo;  board  of 
censors:  Harold  F.  R.  Brown,  Buffalo; 
E.  Dean  Babbage,  Buffalo;  Joseph  D. 
Godfrey,  Buffalo;  Frank  Meyers,  Buffalo; 
Charles  W.  Bethune,  Buffalo.  Joseph 
C.  O’Gorman,  Buffalo,  was  named  chair- 
man on  legislation;  John  D.  Naples, 
Buffalo,  public  health ; Harvey  P.  Hoffman 
Buffalo,  economics;  and  Allen  R.  Long, 
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Buffalo,  membership.  Delegates  to  state 
convention:  Harry  C.  Guess,  Buffalo; 
Harvey  P.  Hoffman,  Buffalo;  Alfred  H. 
Noehren,  Buffalo;  Thurber  Le  Win, 
Buffalo.  Alternates:  David  Brumberg, 

Buffalo;  Mary  J.  Kazmierczak,  Buffalo; 
Patrick  H.  J.  Buckley,  Buffalo;  Harry 
J.  Hammond,  Buffalo. 

Dr.  William  J.  Orr  took  office  January  1 
as  president  of  the  Medical  Union  of  Buf- 
falo. He  succeeds  Dr.  Milton  G.  Potter. 

Other  officers  are:  Dr.  L.  Maxwell 

Lockie,  first  vice-president,  and  Dr. 
Nelson  W.  Strohm,  secretary- treasurer. 

Organized  in  1883,  the  Medical  Union 
is  the  oldest  private  medical  club  in  this 
section  of  the  state.  Its  membership  is 
restricted  to  thirty-six. 

Dr.  Herbert  U.  Williams,  former  dean 
and  professor  of  pathology  and  bacteri- 
ology at  the  University  of  Buffalo  Medical 
School,  died  in  Buffalo  on  December  10 
at  the  age  of  seventy- two.  He  was  a 
former  president  of  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists. 

Essex  County 

The  following  officers  were  elected  at 
the  annual  meeting  of  the  Medical  Society 
of  the  County  of  Essex : president, 

Violet  R.  McCasland,  Moriah;  vice- 
president,  John  S.  Miller,  Jr.,  Crown 
Point;  secretary- treasurer,  Harold  J. 
Harris,  Westport;  delegate  to  state 
convention,  Harold  J.  Harris,  Westport; 
alternate,  James  M.  Walsh,  Ticonderoga; 
delegate  to  fourth  district,  Joseph  Geis, 
Lake  Placid;  alternate,  Samuel  A.  Vol- 
pert,  Lake  Placid;  censors,  Thomas  J. 
Cummins,  Mineville;  Martin  E.  Sargeant, 
Ticonderoga;  L.  Herbert  Gaus,  Ticon- 
deroga. 

Fulton  County 

The  following  officers  of  the  Medical 
Society  of  the  County  of  Fulton  were 
chosen  at  the  annual  meeting  on  Decem- 
ber 15  at  the  Hotel  Kingsborough  at 
Gloversville : president,  John  A.  Shan- 
non, Johnstown;  vice-president,  William 
J.  Kennedy,  Gloversville;  secretary, 
Louis  Tremante,  Gloversville;  treasurer, 


Daniel  M.  McMartin,  Johnstown.  Board 
of  censors:  Claude  Bledsoe,  chairman, 
Gloversville;  Avery  H.  Sarno,  Johns- 
town; Byron  E.  Chapman,  Broadalbin. 
Delegate  to  state  convention:  Sylvester 
C.  Clemans,  Gloversville.  Alternate: 
Homer  H.  Oaksford,  Gloversville. 

Greene  County 

Dr.  Lyle  B.  Honeyford,  who  has  re- 
signed as  town  health  officer  of  Catskill, 
had  held  that  post  eighteen  years. 

Herkimer  County 

Political  organization  for  medical  socie- 
ties was  urged  by  Dr.  James  F.  Gallo, 
retiring  president  of  the  Herkimer  County 
Medical  Society,  in  his  address  featuring 
the  132nd  annual  session  at  the  Mohawk 
Valley  Country  Club  on  December  13. 

The  Herkimer  physician  told  his  fellow 
practitioners  there  is  a growing  need  for 
medical  groups  to  be  ready  for  political 
action  in  fields  affecting  their  interests. 
No  action  was  taken  although  the  talk 
was  favorably  received. 

These  officers  were  elected  for  1939: 
president,  G.  A.  Burgin,  M.D. ; first  vice- 
president,  G.  J.  Frank,  M.D.;  second 
vice-president,  H.  D.  Vickers,  M.D.; 
third  vice-president,  B.  G.  Shults,  M.D.; 
secretary,  F.  C.  Sabin,  M.D.;  treasurer, 
A.  L.  Fagan,  M.D.;  librarian:  U.  G. 
Williams,  M.D. ; censors : J.  J.  McEvilly, 
M.D.,  F.  B.  Conterman,  M.D.,  J.  F. 
Gallo,  M.D.,  H.  F.  Buckbee,  M.D., 
H.  J.  Sheffield,  M.D.;  delegate  to  the 
Medical  Society  of  the  State  of  New  York : 
G.  A.  Burgin,  M.D.;  alternate:  G.  J. 
Frank,  M.D. 

Dolgeville  doctors  have  arranged  their 
hours  so  that  at  least  one  of  them  will  be 
in  town  every  day. 

The  system  works  alphabetically,  ac- 
cording to  the  Sunday  or  holiday  in  the 
month,  Dr.  Buckbee  on  the  first  Sunday, 
Dr.  Griffith  on  the  second,  Dr.  Leventhal 
on  the  third,  and  Dr.  Hill  on  the  fourth. 
In  the  months  that  have  five  Sundays 
and  no  holidays  the  order  will  be  rotated, 
Dr.  Buckbee  taking  the  duty  on  the  first 
fifth  Sunday  or  holiday,  Dr.  Griffith  the 
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next  extra  Sunday  or  holiday  and  so  on 
down  the  list. 

A call  to  any  doctor’s  office  will  be  re- 
layed to  the  one  in  town. 

Kings  County 

These  officers  were  chosen  for  1939  at 
the  annual  meeting  of  the  Medical  Society 
of  the  County  of  Kings  on  December  20 : 
president-elect,  Daniel  A.  McAteer;  vice- 
president,  Albert  F.  R.  Andresen;  secre- 
tary, Thomas  B.  Wood;  associate  secre- 
tary, Benjamin  M.  Bernstein;  treasurer, 
Maurice  J.  Dattelbaum;  associate  treas- 
urer, Benjamin  Koven;  directing  libra- 
rian, Jaques  C.  Rushmore;  associate 
directing  librarian  and  curator,  Edwin  P. 
Maynard,  Jr.;  trustees  for  five  years, 
Charles  A.  Anderson,  John  J.  Masterson, 
John  B.  D’Albora.  Dr.  Philip  I.  Nash, 
president-elect,  became  president  on  Jan- 
uary 1,  and  will  be  succeeded  ne^t  year  by 
Dr.  McAteer. 

The  program  at  the  scientific  session 
included : 

Address:  “The  Diagnosis  and  Manage- 
ment of  Breech  Presentation  and  De- 
livery,” Norris  W.  Vaux,  M.D.,  Phila- 
delphia. 

Address:  “The  Diagnosis  and  Treat- 
ment of  Menorrhagia  and  Metrorrhagia,” 
Joseph  L.  Baer,  M.D.,  F.A.C.S.,  Chicago, 
111. 

The  South  Brooklyn  Medical  Society 
held  its  twelfth  annual  meeting  on  Decem- 
ber 8 at  Felzmann’s,  39th  St.  and  4th 
Ave.  Eighty -five  physicians  held  a scien- 
tific session,  elected  officers  for  1939,  and 
feasted  on  beefsteak.  Dr.  Harold  T. 
Hyman,  Dr.  John  J.  Hauff,  and  Dr. 
Lowell  B.  Eckerson  provided  the  speeches 
for  the  scientific  program.  The  officers 
elected  were  Dr.  L.  Walter  Pearson, 
president;  Dr.  George  Sheehan,  vice- 
president;  Dr.  Julius  Schlein,  secretary; 
Dr.  J.  Parker  Talmadge,  treasurer;  S. 
Peter  Barracca,  counsel.  The  beefsteak 
supper  was  served  through  the  courtesy 
of  William  Neegaard,  South  Brooklyn 
pharmacist. 

Seventy  physicians  attended  the  De- 
cember meeting  of  the  Ridge  Boro  Medical 


Society  at  the  Shore  Road  Hospital. 
Dr.  M.  C.  Myerson  and  Dr.  M.  S.  Ittleson 
provided  the  subject  of  discussion  for  the 
scientific  session. 

The  business  session  included  election 
of  officers  and  committees  for  the  coming 
year,  discussion  of  community  economic 
and  welfare  conditions,  selection  of  topics 
and  speakers  for  the  scientific  sessions,  and 
reports  on  the  annual  dinner  dance 
and  reception  which  is  to  be  held  at  the 
Murray  Hill  Hotel  on  February  18.  Part 
of  the  proceeds  of  the  dance  is  to  be  donated 
to  the  Physicians  Home  of  New  York. 

The  election  of  officers  resulted  as 
follows:  Dr.  William  Ostrow,  president; 
Dr.  Moses  Silverman,  vice-president; 
Dr.  Robert  Princer,  treasurer;  Dr.  Er- 
mente  Torregrossa,  recording  secretary, 
and  Dr.  Marcus  Wiener,  corresponding 
secretary. 

In  recognition  of  his  thirty  years  prac- 
tice as  a physician  and  surgeon  in  the 
Saratoga  and  Bushwick  sections,  Dr. 
Philip  E.  Smith,  of  705  Macon  street, 
was  given  a testimonial  dinner,  Wednes- 
day evening,  January  18,  at  the  Hotel 
Martinique,  33rd  Street  and  Broadway, 
Manhattan.  Members  of  the  surgical 
staffs  of  the  hospitals  with  which  Dr. 
vSmith  is  affiliated,  including  the  Bushwick 
and  Evangelical  Deaconess  Hospitals, 
arranged  the  affair.  Assisting  were  a 
legion  of  his  friends  active  in  fraternal, 
veteran,  and  social  circles. 

Madison  County 

In  spite  of  vigorous  protests  by  the 
officers  and  members  of  the  Madison 
County  Medical  Society  and  by  repre- 
sentatives of  the  Home  Bureau  units, 
Stockbridge  Valley  P.  T.  A.,  organized 
labor,  Madison  County  League  of  Wo- 
men Voters,  county  dependent  children’s 
committee,  and  Madison  County  Tuber- 
culosis and  Public  Health  Committee, 
the  appropriation  for  continuing  the  pub- 
lic health  nursing  service  in  1939  was  j 
eliminated  in  December  by  the  county 
Board  of  Supervisors. 

Dr.  Richard  B.  Cuthbert,  Canastota, 
president  of  the  Medical  Society,  said  that 
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the  Society  was  in  deep  sympathy  with 
economy,  “but  we  do  not  feel  it  is  econ- 
omy when  its  starts  with  public  health. 
That  is  false  economy.  To  eliminate  the 
service  means  that  expenses  of  welfare, 
hospitalization,  pneumonia  campaign  and 
treatment  of  tuberculosis  will  be  in- 
creased.” 

Dr.  Lynn  B.  Chase,  Morrisville,  Chair- 
man of  the  County  Public  Health  Nurs- 
ing Committee,  said:  “Loss  of  the 

nursing  service  would  put  the  public 
health  program  back  twenty-five  years.” 
As  to  tuberculosis  work,  he  said:  “It 
means  the  work  will  revert  back  to  where 
only  advanced  cases  are  discovered.  It 
is  hard  for  physicians  to  diagnose  early 
stages  of  the  disease  without  the  x-ray. 
This  has  been  done  through  the  clinics. 
It  also  means  no  patients  will  be  returned 
from  hospitals  as  cured.  Patients  will 
also  be  obliged  to  look  after  their  own 
care  or  that  which  the  Welfare  Depart- 
ment will  give.” 

The  nursing  committee  was  organized 
in  1932.  It  went  out  of  existence  Decem- 
ber 31. 

Clinics  to  be  given  up  because  of  no 
nurses  to  assist,  according  to  the  com- 
mittee’s statement,  are:  Tuberculosis, 

toxoid  for  immunization  against  diph- 
theria and  small-pox,  maternity,  prenatal, 
preschool,  nutrition,  vaccinations,  ortho- 
pedic, mental,  child  guidance,  social 
hygiene,  group  education,  and  pneumonia 
control. 

Monroe  County 

Dr.  Clarence  V.  Costello  was  made 
president  of  the  Medical  Society  of  the 
County  of  Monroe  as  successor  to  Dr. 
Leo  F.  Simpson  at  the  annual  meeting  on 
December  20. 

Other  officers  elected  are:  vice  presi- 
dent, Dr.  Albert  D.  Kaiser;  secretary, 
Dr.  William  A.  MacVay,  and  treasurer, 
Dr.  John  J.  Rooney.  Serving  with  the 
officers  on  the  board  of  governors  will  be 
Drs.  Warren  Woodin,  Benjamin  J.  Slater, 
Joseph  P.  Henry,  John  J.  Finigan,  and 
Edward  G.  Whipple.  Drs.  Paul  Beaven 
and  H.  C.  Soule  were  named  members  of 
the  Medical  Milk  Commission. 


Dr.  E.  T.  Wentworth,  reporting  on  a 
study  being  carried  on  concerning  non- 
profit medical  care  insurance,  said  the 
county  society  will  co-operate  with  the 
State  Medical  Society  in  seeking  amend- 
ments to  the  insurance  laws  to  provide 
for  medical  care  through  insurance. 

He  declared  the  physicians  are  not 
going  to  be  stampeded  by  talk  of  com- 
pulsory health  insurance — that  a pro- 
gram will  be  worked  out. 

Guest  speakers  were  Dr.  William  A. 
Groat,  of  Syracuse,  president  of  the  State 
Society,  Dr.  Peter  Irving,  secretary  and 
general  manager,  and  Dr.  Joseph  Law- 
rence of  Albany,  executive  officer. 

Rochester  needs  a permanent  eye  clinic 
for  poor  children  and  others  who  are  un- 
able to  pay. 

This  declaration  is  made  by  Dr.  John 
F.  Gipner,  chairman  of  the  committee  on 
eye  defects  of  the  County  Medical  So- 
ciety. He  said  the  $2,000  authorized  by 
the  city  to  pay  the  cost  of  1,000  children’s 
eye  examinations  is  inadequate.  Con- 
tinuing, he  said : 

“During  the  past  year  the  County 
Medical  Society  for  the  fourth  year  in 
succession  made  a contract  with  the  city 
government  to  examine  the  eyes  of  1,000 
indigent  school  children  referred  by 
Health  Bureau  nurses. 

“Seventeen  physicians  engaged  in  this 
service,  completed  December  1,  and  al- 
already  the  hospital  eye  clinics  report  a 
growing  waiting  list  for  appointments. 

“It  is  evident  that  the  present  eye- 
clinic  service  cannot  meet  the  need,  and 
therefore  the  need  for  a permanent,  rather 
than  an  emergency  plan,  is  being  called  to 
the  attention  of  the  city  manager,  the 
health  officer,  and  the  commissioner  of 
public  welfare.” 

Plans  for  a medical  museum  in  the  new 
building  of  the  Rochester  Academy  of 
Medicine  are  in  process  of  formation. 
Committees  have  been  formed  to  develop 
divisions  dealing  with  rare  books  and 
documents,  plastic  and  graphic  arts, 
instrument  making  and  historical  develop- 
ment, and  pathologic  anatomy.  Courses 
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of  instruction  for  the  committees  have 
been  arranged  with  the  librarians  of  the 
city,  and  the  university  and  the  Rochester 
Museum  of  Arts  and  Sciences  is  co-operat- 
ing. The  academy  wishes  especially  to 
compile  the  medical  history  of  Monroe 
County.  Dr.  Morris  E.  Missal  is  secre- 
tary of  the  museum  committee. 

Montgomery  County 

The  following  officers  were  elected  for 
1939  at  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Montgomery, 
held  December  14,  1938:  president,  Lew 

H.  Finch,  Amsterdam;  vice-president, 
Seymour  L.  Homrighouse,  Amsterdam; 
treasurer,  Roger  Conant,  Amsterdam; 
secretary,  William  R.  Pierce,  Amster- 
dam; censors,  Robert  C.  Simpson,  Am- 
sterdam, William  H.  Seward,  Amsterdam, 
William  R.  Rathbun,  Canajoharie. 

Says  the  Amsterdam  Recorder  Democrat: 
“The  re-election  of  Dr.  Pierce  recalls  that 
for  thirty-five  years  he  has  served  the  so- 
ciety as  secretary  in  a thorough  and  efficient 
manner,  his  painstaking  efforts  being  in  a 
large  measure  responsible  for  the  success 
of  all  undertakings  of  the  society  and 
prominence  given  activities  of  the  organi- 
zation. Dr.  Pierce  richly  deserves  the 
fine  appreciation  his  colleagues  always 
express  in  return  for  his  constant  labors 
well  done  in  the  office  he  has  held  so  long.” 

Nassau  County 

The  Nassau  Surgical  Society  met  at 
Meadowbrook  Hospital  on  January  9 
and  listened  to  the  following  program: 

I.  Case  Reports:  (a)  Total  Colectomy 
for  Carcinoma  and  Polyposis,  C.  A. 
Hettesheimer,  M.D.,  Discussion  opened 
by  M.  R.  Jackson,  M.D.;  (b)  Congenital 
Stenosis  of  the  Bile  Ducts,  C.  A.  Hette- 
sheimer, M.D.,  Discussion  opened  by 

J.  W.  Bulmer,  M.D.;  (c)  Horseshoe 

Fistula,  G.  L.  Fair,  M.D.,  Discussion 
opened  by  E.  W.  Barber,  M.D.;  (d) 

Extensive  Avulsion  of  Skin,  Muscle  and 
Bones  of  Foot,  G.  L.  Fair,  M.D.,  Dis- 
cussion opened  by  W.  L.  Sneed,  M.D.; 
(e)  Foreign  Body  in  the  Intestinal  Tract, 
J.  B.  Conolly,  M.D.,  Discussion  opened 
by  C.  B.  Corbett,  M.D. 


2.  Paper:  Osteomyelitis  of  the  Skull 
and  Brain  Abscess,  J.  E.  J.  King,  M.D. 

New  York  County 

The  New  York  County  Medical  So- 
ciety, at  its  December  meeting,  adopted 
a resolution  indorsing  the  Burke  bill  to 
provide  salaries  of  $680  a year  for  the  500 
or  more  interns  in  the  city  hospitals. 

The  resolution,  adopted  by  a more 
than  two-thirds  majority,  put  the  society 
on  record  to  “indorse  the  Burke  bill  for 
interns,  prevail  upon  the  co-ordinating 
council  to  have  other  county  societies  in 
the  greater  city  to  pass  similar  resolutions 
of  indorsement,  and  employ  its  good 
offices  in  persuading  the  Council,  Board 
of  Estimate  and  the  Mayor  to  carry  into 
life  this  adopted  principle  of  the  society.” 

Interns  in  city  hospitals  now  receive 
only  $15  a month  and  maintenance. 

Dr.  Roy  Graham  Hoskins,  of  the  Har- 
vard Medical  School,  will  speak  on  “The 
Story  of  Mental  Diseases”  at  the  New 
York  Academy  of  Medicine  on  February 
9 at  8:15. 

Dr.  Eugene  F.  Traub  addressed  the 
Society  of  Medical  Jurisprudence  at  the 
New  York  Academy  of  Medicine  on 
January  9,  on  “Dermatology  in  Court.” 

Dr.  Louis  I.  Harris,  formerly  Health 
Commissioner  of  New  York  City,  died  on 
January  6 at  the  age  of  fifty-six.  He 
founded  the  department’s  division  of 
Industrial  Hygiene. 

Dr.  George  Van  Ness  Dearborn,  a 
neuropsychiatrist  who  for  many  years  was 
connected  with  the  Veterans’  Administra- 
tion, died  on  December  12  of  a heart 
attack.  He  was  sixty-nine  years  old. 

Dr.  Henry  W.  Berg,  an  authority  on 
diphtheria  and  smallpox,  died  on  Decem- 
ber 22  at  the  age  of  seventy-nine.  He  had 
practiced  medicine  in  New  York  City 
fifty-seven  years. 

Dr.  Henry  B.  Cogswell,  who  had  prac- 
ticed medicine  for  fifty-five  years,  fifty 
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of  them  in  New  York  City,  died  on 
Thursday,  January  5,  of  a heart  attack  at 
229  West  Seventy-eighth  Street,  where  he 
lived  and  had  offices.  He  was  seventy- 
seven  years  old.  He  was  active  until  the 
day  before  his  death,  having  treated  a 
number  of  patients  in  his  office  on  Wed- 
nesday. 

Niagara  County 

The  following  officers  were  elected  for 
1939  at  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Niagara,  held 
in  Lockport  on  December  13,  1938: 
president,  Harley  U.  Carmer,  Lockport; 
vice-president,  Robert  P.  Reagan,  North 
Tonawanda;  secretary- treasurer,  Forrest 
W.  Barry,  Lockport.  Board  of  censors: 
Robert  R.  B.  FitzGerald,  Chairman, 
Lockport;  Russel  H.  Wixson,  Niagara 
Falls;  Emil  T.  Mueller,  North  Tona- 
wanda. Delegates:  Guy  S.  Philbrick, 
Niagara  Falls;  Richard  H.  Sherwood, 
Niagara  Falls.  Alternates:  Forrest  W. 
Barry,  Lockport;  Raymond  W.  Holt, 
Niagara  Falls.  The  guest  speaker,  Dr. 
Renshaw,  of  the  Cleveland  Clinic,  de- 
scribed the  use  of  the  gastroscope. 

Onondaga  County 

The  following  officers  were  elected  for 
the  year  1939  at  the  annual  meeting  of  the 
Onondaga  County  Medical  Society  held 
at  the  Onondaga  Golf  and  Country  Club 
on  December  6,  1938:  president,  Leon  E. 
Sutton,  Syracuse;  vice-president,  Brew- 
ster C.  Doust,  Syracuse;  secretary, 
Dwight  V.  Needham,  Syracuse;  treas- 
urer, A.  Carl  Hofmann,  Syracuse. 

The  program  of  the  Onondaga  County 
Medical  Society  on  January  3 included 
the  following  papers:  “Infectious  Mono- 
nucleosis,’ ’ Dr.  Earle  E.  Mack,  Discussion 
opened  by  Dr.  Albert  A.  Getman; 
“Filtrable  Virus  Diseases,”  Dr.  Arthur 
E.  Harris,  Discussion  opened  by  Dr. 
A.  C.  Silverman. 

Dr.  Brooks  W.  McCuen  was  elected 
president  of  the  Syracuse  Academy  of 
Medicine  to  succeed  Dr.  D.  F.  Gillette 
at  a meeting  on  December  20  in  the 
University  Club.  Other  officers  elected 


are:  Dr.  P.  K.  Menzies,  vice-president; 
Dr.  Floyd  R.  Parker,  secretary;  Dr.  C. 
E.  McElwain,  treasurer;  Dr.  S.  C.  Ruli- 
son,  Dr.  Mortimer  G.  Brown  and  Dr. 
Carlton  F.  Potter,  trustees;  and  Dr. 
Gillette,  Dr.  Leo  E.  Gibson  and  Dr. 
Clyde  O.  Barney,  council  members. 

“Collection  and  Preservation  of  Placen- 
tal Blood  for  Tranfusion  Purposes”  was 
discussed  by  Dr.  Charles  A.  Gwynn  and 
Dr.  John  B.  Alsever.  An  experiment  on 
this  line  is  now  being  undertaken  at 
Syracuse  Memorial  Hospital. 

Praise  for  the  physicians  and  nurses 
of  Syracuse  for  their  work  in  the  treat- 
ment of  pneumonia  has  been  received  by 
Dr.  H.  Burton  Doust,  commissioner  of 
health,  in  a letter  from  Dr.  Alexander  D. 
Langmuir,  consultant  of  the  bureau  of 
pneumonia  control  of  the  state  depart- 
ment of  health. 

After  praising  the  splendid  work  done 
by  Syracuse  doctors  and  the  Visiting 
Nurses  Association,  Dr.  Langmuir  wrote: 

“We  are  now  analyzing  the  records  re- 
ceived in  the  past  year  and  I am  sure  you 
will  be  interested  in  learning  that  the 
standards  of  pneumonia  care  in  Syracuse 
are  among  the  highest  in  the  state,  as 
measured  by  the  percentage  of  cases 
typed,  the  amount  of  serum  given  and  the 
number  of  treated  cases  in  which  blood 
cultures  are  taken.” 

Dr.  Doust  said  the  physicians  deserve 
the  lion’s  share  of  the  credit  for  this  re- 
port, although  much  of  the  pneumonia 
control  work  is  co-ordinated  by  the  de- 
partment of  health. 

Ontario  County 

The  meeting  of  the  Ontario  County 
Medical  Society  on  January  10  at  the 
U.  S.  Veterans’  Hospital  in  Canandaigua 
was  featured  by  quizzes  on  “Affections  of 
Skin  and  Mucous  Membranes”  and 
“Sedatives,”  each  lasting  forty  minutes. 
The  questions  were  handed  in  by  the 
members.  The  leader  of  the  first  discus- 
sion was  Dr.  A.  M.  Crance,  of  Geneva, 
and  of  the  second,  Dr.  Robert  J.  Stein,  of 
Canandaigua. 
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Orange  County 

Dr.  H.  F.  Morrison,  of  Tuxedo  Park, 
was  made  president  of  the  Orange  County 
Medical  Society  at  the  annual  election  on 
December  13,  followed  by  the  selection  of 
Dr.  Daniel  I.  O’Leary  as  vice  president, 
and  the  re-election  of  Dr.  Earl  C.  Water- 
bury  as  secretary-treasurer.  Other  elec- 
tions were:  Board  of  censors:  Drs.  Ed- 
gar Cuddeback  of  Port  Jervis,  S.  B. 
Schleiermacher  of  Newburgh  and  Walter 
Hiresmann  of  Central  Valley;  delegates 
to  state  society:  Dr.  M.  R.  Bradner  of 
Warwick  and  Dr.  H.  H.  Snyder  of  New- 
burgh; delegates  to  first  district  branch: 
Dr.  R.  W.  Thompson  of  Cornwall-on- 
Hudson  and  Dr.  Frank  Myers  of  Slate  Hill. 

More  than  seventy-five  members  heard 
Dr.  Frederick  Elliott  of  Brooklyn,  secre- 
tary of  the  Medical  Research  Association, 
speak  on  “Prepayment  for  Medical  Care  by 
Insurance,”  a plan  similar  to  the  United 
Hospital  Fund.  Dr.  Theodore  West  of 
Port  Chester,  president  of  the  First 
District  Branch,  was  also  a speaker. 

Oswego  County 

Dr.  K.  Wood  Jarvis,  newly  re-elected 
president  of  Oswego  County  Medical 
society,  has  called  the  attention  of  the 
members  to  an  address  given  by  Dr.  Peter 
Irving,  secretary  of  New  York  State 
Medical  Society,  before  the  Rotary  Club 
of  New  York  City.  In  this  talk  Dr. 
Irving  advocated  medical  indemnity  in- 
surance for  voluntary  prepayment  of 
doctors’  bills,  as  an  alternative  to  state- 
controlled  compulsory  health  insurance. 
This  expresses  the  policy  of  the  Oswego 
county  society,  Dr.  Jarvis  explained. 

At  the  December  meeting  of  the  county 
society,  Dr.  Jarvis  stressed  the  importance 
of  all  physicians  being  more  active  as 
citizens  in  their  respective  communities, 
and  taking  more  interest  in  civic  affairs. 
There  was  discussion  on  methods  of 
improving  distribution  of  medical  care, 
not  only  to  the  indigent,  but  also  to  the 
economic  middle  class,  to  whom  serious 
illness  has  become  a difficult  burden. 
The  present  American  system  of  medicine 
can  be  retained,  and  better  distribution  of 
care  can  be  given  without  resorting  to 


state  control,  the  association  members 
believe. 

Otsego  County 

The  Otsego  County  Board  of  Super- 
visors in  December  vetoed  the  proposed 
appropriation  of  $28,000  for  additional 
public  health  nursing  service,  after  listen- 
ing to  Dr.  F.  L.  Winsor  of  Laurens,  who 
told  them  that  nearly  90  per  cent  of  the 
doctors  in  the  county  were  against  it, 
and  that  the  public  health  nurses,  under 
the  plan,  would  only  instruct  the  family 
in  what  to  do  for  the  sick,  and  would 
themselves  give  little  or  no  actual  bedside 
care. 

Putnam  County 

The  new  officers  of  the  Putman  County 
Medical  Society  for  1939  are  as  follows: 
president,  Ralph  M.  Hall,  Cold  Spring; 
vice-president,  Henry  W.  Miller,  Brew- 
ster; secretary,  John  T.  Jenkin,  Lake 
Mahapoc;  treasurer,  Alexander  Vander- 
burgh, Brewster;  delegate,  Henry  W. 
Miller,  Brewster;  alternate,  E.  Roberts 
Richie,  Brewster;  censors,  Garrett  W. 
Vink,  Carmel,  James  L.  New,  Carmel, 
Frank  C.  Genovese,  Patterson. 

Queens  County 

Trustees  of  the  Queens  County 
Medical  Society  honored  their  chairman, 
Dr.  Edward  A.  Flemming  of  Forest 
Hills,  with  a testimonial  dinner  at  a res- 
taurant in  Richmond  Hill,  on  December 
15. 

Dr.  Flemming  has  been  a trustee  for 
ten  years  and  has  served  as  chairman  of 
the  board  for  eight  years.  This  was  the 
first  time  in  the  history  of  the  board  that 
a chairman  has  been  so  honored. 

Dr.  Fleming  is  a former  president  of 
the  medical  society  and  of  the  Queens 
County  Surgical  Society. 

A demonstration  in  the  diagnosis  and 
treatment  of  pneumonia  is  being  given  at 
the  Queens  General  Hospital  by  Dr.  Wil- 
liam Benenson  and  staff,  commencing 
Tuesday,  January  10,  and  every  Tuesday 
thereafter  to  and  including  Tuesday, 
February  28,  between  3 and  5 p.m.  A 
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maximum  of  five  registrants  are  received 
at  each  demonstration. 

Rensselaer  County 

The  Rensselaer  County  Medical  So- 
ciety opened  its  program  for  the  year  on 
December  14  with  a dinner  at  The 
Hendrick  Hudson  at  which  the  officers 
were  installed  and  an  illustrated  talk  on 
“Surgical  Curiosities’ ’ was  given  by  Dr. 
John  F.  Erdmann  of  New  York. 

The  officers  inducted  are : Dr.  William 
T.  Shields,  Jr.,  president;  Dr.  Charles  W. 
Hamm,  vice  president;  Dr.  John  F. 
Russell,  treasurer;  Dr.  Leo  S.  Weinstein, 
secretary;  Dr.  Stephen  H.  Curtis,  Dr. 
John  D.  Carroll,  delegates  to  the  House  of 
Delegates  of  the  New  York  State  Medical 
Society;  Dr.  Clement  J.  Handron,  Dr. 
George  F.  Reed,  alternate  delegates; 
Dr.  William  Trotter  and  Dr.  Charles  H. 
Sproat,  censors. 

Dr.  Hugh  V.  Foley,  outgoing  president 
and  toastmaster,  acted  as  installing 
officer. 

Sullivan  County 

The  medical  survey  of  Sullivan  County, 
made  by  the  County  Medical  Society, 
shows  that  no  person  is  more  than  seven 
miles  from  a physician.  Lack  of  ade- 
quate care  is  only  due  to  failure  of  pa- 
tients to  use  available  facilities.  As  to 
cost,  in  one  week  in  1937,  17  per  cent  of 
the  patients  who  received  any  form  of 
medical  service  in  home  or  office  were 
treated  entirely  without  charge,  and 
thirteen  free  surgical  operations  were 
performed. 

Tompkins  County 

The  following  officers  were  elected  at 
the  annual  meeting  of  the  Tompkins 
County  Medical  Society,  December  20, 
1938:  president,  Hudson  J.  Wilson, 

Ithaca;  vice-president,  Harry  G.  Bull, 
Ithaca;  secretary- treasurer,  Willets  Wil- 
son, Ithaca;  delegate,  Norman  S.  Moore, 
Ithaca;  alternate,  Leo  P.  Larkin,  Ithaca; 
censors,  C.  Stewart  Wallace,  Dryden; 
H.  L.  Van  Pelt,  Ithaca;  David  Robb, 
Ithaca;  John  F.  W.  Allen,  Ithaca;  J. 
Wesley  Judd,  Ithaca. 


Mr.  Carl  Snavely,  football  coach  at 
Cornell  University,  showed  technicolor 
movies  of  the  Dartmouth-Cornell  and 
Columbia-Cornell  football  games. 

Buffet  lunch  was  served. 

Warren  County 

That  Warren  County  has  an  infant 
mortality  rate  of  fifty-five  per  100,000,  or 
an  average  of  twenty  deaths  per  100,000 
over  the  general  state  rate,  was  revealed 
by  Dr.  Morris  Maslon,  director  of  the 
Warren  County  health  activities,  at  a 
meeting  of  the  Board  of  Supervisors  on 
December  19. 

Dr.  Maslon  attributed  the  condition  to 
lack  of  supervision  and  education  of  the 
public  and  said  that  a reduction  of  this 
rate  is  one  of  the  main  objectives  of  the 
1939  county  health  program. 

An  increase  in  the  treatment  of  com- 
municable diseases  such  as  tuberculosis, 
syphilis,  cancer,  and  pneumonia  was  re- 
ported and  an  even  more  strenuous  pro- 
gram was  outlined  for  this  year. 

Dr.  Arthur  W.  Chapman  was  elected 
president  of  the  Glens  Falls  Academy  of 
Medicine  at  a meeting  at  the  Crandall 
Library  on  December  30. 

Other  officers  elected  are:  vice  presi- 
dent, Dr.  J.  Leonard  Byrnes;  trustees, 
Dr.  Harold  Peck  and  Dr.  Edgar  Birdsall; 
committee  on  admission,  Dr.  Stanley  L. 
Edmunds,  Dr.  John  Canaday,  and  Dr. 
Saul  Yafa;  committee  on  public  relations, 
Dr.  Leonard  A.  Hulsebosch,  Dr.  James 
Shields,  and  Dr.  Dwight  M.  Sawyer; 
library  committee,  Dr.  John  Griffin; 
program  committee,  Dr.  William  W. 
Bowen,  Dr.  Irving  Juster,  and  Dr.  Morris 
Maslon. 

The  secretary-treasurer  is  elected  for 
five  years  and  Dr.  William  Bowen  was 
elected  to  that  office  last  year. 

Westchester  County 

Four  important  scientific  presentations 
are  being  given  at  the  regular  meetings  of 
the  Westchester  County  Medical  Society. 
On  January  17,  Dr.  Byron  Stookey  pre- 
sented a paper  on  “Herniation  of  the 
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Nucleus  Pulposis,”  a clinical  study  with 
lantern  slides.  Discussion  of  Dr.  Stoo- 
key’s  paper  was  opened  by  Dr.  Joseph  E. 
J.  King  of  Bronxville. 

On  February  21,  Dr.  Samuel  A.  Levine 
of  Boston  will  offer  a paper  on  “The  Value 
of  Auscultation  of  the  Heart.” 

On  March  21,  Dr.  A.  H.  Aaron  of  Buf- 
falo will  address  the  Society  on  “The 
Treatment  of  Selected  Gastrointestinal 
Conditions  from  the  Viewpoint  of  the 
General  Practitioner.”  Dr.  Aaron,  who 
is  the  president  of  the  Buffalo  Academy 
of  Medicine,  presented  this  same  paper 
last  spring  before  the  Ontario  County 
Medical  Society  and  it  was  called  one  of 
the  greatest  presentations  ever  given  be- 


fore that  Society.  Dr.  Aaron  also  pre- 
sented the  same  paper  last  summer  at  the 
seventh  annual  summer  meeting  of  the 
Medical  Society  of  Chautauqua  County 
at  Chautauqua  Lake  on  a special  program 
in  which  he  was  followed  by  Dr.  Men- 
ninger  of  Kansas  and  Dr.  Lahey  of  Bos- 
ton. 

In  April,  Dr.  Perrin  H.  Long  of  The  Johns 
Hopkins  Hospital,  Baltimore,  will  address 
the  Society  on  “Sulfanilamide,”  a sub- 
ject in  which  Dr.  Long  is  nationally 
recognized  as  a leading  authority.  This 
meeting  will  be  held  on  April  18. 

All  these  meetings  are  at  New  York 
Hospital,  Westchester  Division,  on  the 
third  Tuesday  of  the  month. 


SUCCESSFUL  WEIGHT  REDUCTION  OF  239  POUNDS 


How  a 32-year-old  woman  reduced  from  395 V2 
pounds  to  156V2  pounds  in  twenty  months  by 
dieting,  with  “progressive  improvement  in 
health,”  is  related  in  the  Journal  of  the  American 
Medical  Association. 

The  woman  had  reached  a top  weight  of  402 
pounds  before  she  underwent  treatments  at  New 
York’s  Medical  Center  of  Presbyterian  Hospital, 
168th  St.  and  Broadway. 

In  addition  to  the  diet,  which  permitted  her  a 
wide  variety  of  nonfattening  foods,  the  only 
treatment  administered  by  Dr.  James  J.  Short, 
of  502  Park  Ave.,  was  a daily  dosage  of  thyroid 
extract. 

Because  of  the  239-pound  reduction  in  weight, 
an  “apron  of  skin”  was  left  over  the  woman’s 
abdomen.  Dr.  Short  pointed  out,  adding  that  this 
excess  skin,  measuring  241/4  by  121/4  inches  and 
weighing  5V2  pounds,  was  removed  by  surgery. 

“The  patient’s  health  remained  excellent 
throughout  the  entire  period  of  reduction,” 
declared  Dr.  Short,  assistant  clinical  professor  of 
medicine  at  the  New  York  Post-Graduate  Med- 
ical School  of  Columbia  University.  “At  no 
time  did  she  complain  of  hunger  or  weakness.” 

The  secret  of  his  success,  Dr.  Short  indicated, 
lay  in  the  correct  and  varying  dosages  of  thyroid 
extract,  which  he  determined  by  mathematical 
computation  of  the  woman’s  “total  heat  produc- 
tion,” or  energy  output. 

Doctors,  treating  overweight  patients,  often 
consider  only  the  person’s  “basal  metabolism,” 
which  relates  to  heat  production  per  unit  of  body 
surface.  Dr.  Short  said. 


It  is  essential,  he  asserted,  that  the  area  of  the 
patient’s  body  surface  be  taken  into  considera- 
tion in  administering  the  thyroid  extract. 

“The  extent  to  which  the  metabolism  rises 
depends  on  the  degree  of  overweight  and  the 
consequent  increase  of  surface  area,”  his  report 
stressed. 

For  the  guidance  of  other  physicians,  Dr. 
Short  presented  a chart  outlining  his  metabolism 
studies. 

“The  case  would  indicate,”  he  said,  “that  there 
is  no  limit  in  the  extent  to  which  excess  weight 
may  be  removed  by  submaintenance  diets,  pro- 
vided such  diets  contain  adequate  protein,  min- 
erals and  vitamins,  together  with  moderate 
amounts  of  carbohydrate. 

“Dairy  products,  such  as  skim  milk  and  cottage 
cheese,  are  valuable  in  providing  adequate  cal- 
cium and  phosphorus.” 

The  patient  was  given  no  butter  or  bread  and 
no  sugar. 

Dr.  Short  emphasized  that  the  woman’s  over- 
weight was  not  the  result  of  any  glandular  or 
other  physical  disability.  Her  father  had  been  of 
normal  weight,  but  her  mother  weighed  300 
pounds,  and  one  brother  weighed  230  pounds. 

She  was  under  Dr.  Short’s  treatment  from 
March  22,  1935,  until  November  17,  1936. 


There  was  no  scurvy  in  the  Italian  Army  during 
the  Ethiopian  campaign,  according  to  official 
reports.  Every  soldier  was  given  a lemon  a day. 
Ethiopian  forces,  on  the  other  hand,  are  said  to 
have  had  30,000  cases. 


Hospital  News 

Million  Volt  X-ray  for  “Resistant”  Cancer 


Anew  x-ray  outfit,  small  enough  for 
installation  in  existing  hospital  build- 
ings, but  designed  to  operate  at  1,000,000 
volts,  has  been  completed  by  the  General 
Electric  Company  at  Schenectady,  for 
cancer  research  at  the  new  Memorial 
Hospital  building  at  Sixty- Eighth  Street 
and  York  Avenue,  New  York  City.  This 
new  kind  of  x-ray  tube,  equal  to  $90,000,- 
000  worth  of  radium,  is  the  result  of  dis- 
covery of  a new  electrical  principle,  say 
reports  from  Schenectady. 

The  tube  was  made  for  treatment  of 
human  cancer,  but  is  also  designed  for 
industry,  and  gives  both  a new  tool. 
In  cancer  it  furnishes  an  amperage,  or 
volume  of  current,  far  in  excess  of  any- 
thing previously  known. 

For  industry  it  is  the  first  of  these 
million-volt  giants  that  can  be  carried  on 
a truck.  Such  rays,  useful  for  looking 
through  steel,  have  been  available  only 
for  “jobs”  which  could  be  transported  to 
them. 

But  the  million-volt  “eye”  could  be 
backed  up  to  a structure  like  the  Empire 
State  Building,  or  taken  inside,  and  could 
look  into  the  interior  of  the  huge  steel, 
concrete,  and  stone  foundations  that  carry 
the  load  of  the  world’s  tallest  skyscraper. 

Effect  Unknown  As  Yet 

The  tube  was  built  by  scientists  of  the 
General  Electric  Company’s  research 
laboratory  for  installation  by  the  General 
Electric  X-ray  Corporation.  It  will  be 
placed  this  spring  in  the  new  $4,000,000 
Memorial  Hospital,  now  nearing  comple- 
tion. This  hosital  is  designed  to  be  the 
world’s  most  completely  equipped  cancer 
institute. 

The  director,  Dr.  James  Ewing,  one  of 
the  nation’s  ranking  cancer  scientists, 
says  that  the  great  amperage  will  be  use- 
ful to  try  on  “resistant”  types  of  cancer. 
“No  one,”  he  explained,  “knows  what  the 
effect  will  be  because  no  such  amperage 
has  been  available.” 


The  completed  tube  is  a steel  pill-box, 
less  than  a man’s  height,  with  a lead  tail 
projecting  from  its  bottom.  This  tail  is 
the  lower  end  of  a lead-encased  bottle, 
which  is  the  vacuum  tube  in  which  the 
rays  are  made.  The  bottle  is  4 feet  8 
inches  long,  much  of  it  housed  inside  the 
pill-box.  The  tail  is  the  working  end, 
where  the  rays  come  out  for  human  use 
and  industrial  photography. 

The  new  electrical  principle  enables 
this  tube  to  use  ordinary  low-frequency 
current.  That  is,  it  could  be  plugged  in 
on  an  ordinary  sixty-cycle  electric  light 
socket.  Previous  tubes  have  required 
high-frequency  current,  needing  bulky 
apparatus  to  transform  the  power. 

Old,  Yet  New 

This  one  is  really  an  old-fashioned 
transformer,  built  on  a new  idea.  Inside 
are  more  than  100  thin,  flat  coils  of  wire, 
built  like  huge  pancakes  with  holes  in 
their  centers.  They  are  stacked  around 
the  bottle-shaped  tube. 

In  the  old  transformers  the  space  oc- 
cupied by  the  tube  had  to  be  taken  up  by 
a solid  iron  core.  The  core  is  eliminated 
by  a new  principle  of  balancing  the  num- 
ber of  coils  with  the  frequency,  that  is, 
number  of  cycles  per  second,  of  the  elec- 
tric current  used. 

The  result  is  a tube  whose  total  weight 
is  4,000  pounds.  Gone  are  hundreds  of 
pounds  of  iron,  thousands  of  pounds  of 
the  lead  formerly  needed  to  shield  the 
tube  and  12,000  pounds  of  oil  which  used 
to  be  required  as  insulation  inside  such  a 
transformer.  The  oil  is  replaced  by  100 
pounds  of  the  same  gas  used  in  mechanical 
refrigerators. 

The  first  giant  tube,  ten  years  ago, 
developing  only  half  a million  volt  x- 
rays,  at  California  Institute  of  Technol- 
ogy, was  nearly  three  stories  high.  In 
1933,  General  Electric  made  an  800,000 
volt  tube  which  required  a room  62  feet 
long,  32  wide,  and  36  high. 
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When  the  Lights  Go  Out 


What  then?  How  many  hospitals 
are  ready  with  emergency  lighting? 
One  of  the  leaders  in  hospital  administra- 
tion recently  brought  this  vital  point  to 
the  attention  of  the  editor  of  Hospital 
Management , who  declares  this  matter 
“should  receive  the  attention  of  every 
administrator  who  has  not  yet  made  pro- 
vision for  an  alternate  source  of  light  in 
case  of  power  failure.”  We  all  know,  he 
adds,  that  this  emergency  may  arise,  and 
fear  that  we  may  have  a patient  in  the 
operating  or  delivery  room  for  whom 
treatment  cannot  be  interrupted.  Yet 
many  have  failed  to  provide  any  emer- 
gency lighting  because  they  cannot  afford 
the  more  elaborate  equipment.  This 
course  of  action  cannot  be  justified. 
There  is  more  than  one  way  of  solving  the 
problem. 

Portable  Lights 

1.  Candles  and  coal  oil  lamps.  Can- 
dles can  always  be  used  and  in  some  loca- 
tions coal  oil  lamps  are  available.  Both 
have  the  advantages  of  economy  but 
neither  can  be  used  in  operating  and 
delivery  rooms  or  in  the  emergency  de- 
partment because  of  the  danger  of  ex- 
plosion. They  are,  however,  serviceable 
in  wards. 

2.  Lights  operated  by  dry  cell  bat- 
teries. I do  not  mean  the  ordinary  flash- 
light because  the  small  battery  plays 
out  too  quickly.  There  are,  however, 
larger  lights  operated  by  the  standard  dry 
cell  which  give  a good  light  for  quite  a 
long  time.  They  are  suitable  for  operat- 
ing and  delivery  rooms  and  for  the  emer- 
gency department  if  no  better  light  can 
be  provided.  If  supplied,  they  should 
not  be  neglected.  They  should  be  fre- 
quently inspected;  at  least  three  should 
be  provided  where  two  are  necessary  and 
there  should  be  a supply  of  dry  cells 
quickly  available  for  changing.  The 
reasons  for  these  precautions  are  obvious. 

3.  Portable  lights  operated  by  stor- 
age batteries.  These  are  next  in  in- 
creasing value  of  service.  I do  not 


agree  with  those  who  advise  compara- 
tively high  voltage  for  such  outfits.  The 
essential  points  are  that  the  light  is  of 
correct  power  for  the  battery  and  that 
reflectors  are  of  proper  type,  kept  clean. 
Precautions  to  be  taken  are  similar  to 
those  for  dry  cell  lights.  They  should 
be  inspected  frequently  and  there  should 
be  a surplus  of  outfits  for  standby.  In 
addition  there  should  be  provision  for  re- 
charging the  storage  battery.  This  may 
be  done  in  the  hospital  or,  with  the 
universal  provision  for  recharging  auto 
batteries,  it  may  be  safer  and  cheaper  to 
use  a regular  recharging  service. 

Central  Systems 

4.  Central  system  energized  by  stor- 
age battery.  This  is  an  elaboration  of 
the  portable  system  discussed  in  the 
preceding  paragraph.  A central  set  of 
batteries  furnishes  the  voltage  required 
and  the  current  is  carried  to  the  points 
selected  by  a standard  system  of  wiring. 
The  system  should  be  equipped  with  a 
recharging  device  and  a voltmeter.  An 
automatic  switch  puts  the  system  into 
operation  in  case  of  failure  of  power. 

5.  Central  generator  plants.  There 
are  so  many  of  these  that  any  detailed 
discussion  on  this  page  is  impossible. 
They  vary  from  the  large  steam-driven 
plant  to  gas-powered  equipment,  the 
water  wheel  and  the  windmill  type. 
Most  have  the  advantages  that  many 
areas  can  be  lighted  at  small  cost,  the 
plant  can  be  run  for  an  indefinite  period 
in  case  of  a long  shutdown  of  the  main 
source  of  power,  and  most  of  them  can  be 
automatically  switched  on.  Their  initial 
cost  is  not  so  great  as  is  generally  thought. 
Look  into  the  possibility  of  one  of  these 
sources  of  emergency  lighting  with  a local 
dealer. 

The  above  is  written  merely  to  direct 
attention  again  to  this  important  mat- 
ter. I hope  in  the  near  future  to  present 
a full  discussion  of  the  whole  subject 
by  an  expert,  lighting  engineer. 
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Now  a “One-Cent-a-Day”  Nursing  Plan 


Amid  all  the  other  “plans”  to  pay 
hospitals  and  doctors  at  a few  cents 
a day,  Westchester  County  is  shaping  a 
plan  to  provide  home  nursing  at  $3  a 
year  per  family,  or  a shade  under  one  cent 
a day.  Charles  F.  Neergaard,  hospital 
consultant  of  New  York  City,  tells  about 
it  in  the  Modern  Hospital.  It  sprang 
from  a gathering  of  leading  spirits  from 
various  parts  of  the  county,  and  is  the 
fruit  of  more  than  a year  of  investigation, 
consultation,  and  constructive  thought. 

The  program  is  tentative  but,  based  on 
exhaustive  findings,  it  is  like  this : 

The  Program 

1.  To  offer  a family  membership  with 
service  to  all  members  irrespective  of  age. 

2.  To  limit  service  to  patients  at- 
tended by  a private  physician,  which 
should  effectively  control  abuse. 

3.  To  furnish  care  to  maternity  pa- 
tients for  all  illness  irrespective  of  the 
stage  of  the  disease. 

4.  To  provide  ten  visits  per  family 
at  an  annual  family  subscription  rate  of 
$3  a' year  (based  on  an  average  estimated 
need  of  two  visits  per  year  at  $1.40  each, 
plus  administrative  costs). 

While  the  study  indicates  that  the 
group  plan  applied  to  visiting  nursing  is 
needed,  is  desirable,  and  probably  would 
be  saleable,  it  has  been  felt  from  the 
beginning  that  it  would  be  practical  only 
if  organized  and  offered  to  the  public  on  a 
family  basis  as  an  extension  of  the  bene- 
fits of  the  group  hospitalization  plan. 

While  the  plan  for  visiting  nursing 
service  has  not  been  officially  presented 
to  the  trustees  of  the  Associated  Hospital 
Service,  its  director  has  participated  in 
and  several  of  its  executives  have  kept  in 
touch  with  the  study,  endorsed  its  objec- 
tives, and  discussed  ways  and  means  of 
carrying  out  an  experimental  program 
to  test  its  practicality. 

To  further  the  plan,  the  Westchester 
County  Nursing  Council  has  been  in- 
corporated with  a board  of  trustees  com- 
posed of  representatives  of  the  various 


visiting  nurse  agencies  who  will  furnish 
the  service  as  required. 

What  the  Doctors  Think 

The  secretary  of  the  county  medical 
society  writes: 

“The  report  and  its  conclusions  have 
aroused  a marked  interest  in  the  program 
on  the  part  of  all  members  of  the  Comitia 
Minora  and  an  equally  strong  realization 
of  the  far-reaching  importance  of  your 
program  and  the  potential  benefits  of  a 
successful  trial  of  the  idea.  In  view  of  the 
importance  of  this  proposal  and  the  desira- 
bility of  its  receiving  the  most  careful 
consideration,  the  Comitia  Minora  desires 
to  devote  considerable  time  to  the  study 
of  this  project  through  a special  committee 
to  be  appointed  in  the  immediate  future.” 
At  its  September  meeting  the  society 
approved  of  the  plan  for  the  purpose 
of  an  experiment  and  requested  the  co- 
operation of  its  members. 

As  Nurses  View  It 

The  private  duty  nursing  group,  district 
No.  13,  writes: 

“Several  members  of  our  board  of 
directors  have  expressed  interest  and  a 
desire  to  study  the  report.  We  would 
like  to  go  on  record  as  being  interested 
in  any  future  program  which  may  be  out- 
lined as  a result  of  this  study.” 

A public  health  nursing  executive  writes : 

“Aside  from  the  value  for  its  intended 
purpose  it  is  certainly  a most  enlighten- 
ing study  of  our  county  work  and  brings 
to  view  many  needs.  I hope  there  will  be 
tangible  results  in  better  nursing  service 
for  the  people  not  only  in  Westchester 
but  in  many  other  communities.” 

Practical  Details 

Legal  aspects  are  being  investigated 
and  a joint  committee  representing  the 
nursing  and  hospital  interests  is  to  con- 
sider the  many  practical  details  that 
must  be  settled  before  it  can  be  deter- 
mined whether  such  a group  prepayment 
plan  can  be  offered  to  the  public. 

We  are  plowing  a new  field:  there  are 


286 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


many  unknown  factors,  and  definite 
actuarial  figures  are  essential  to  any 
general  adoption  of  the  plan.  It  is  the 
hope  that,  with  Westchester  County  as 
a proving  ground,  a year’s  experiment 


may  be  carried  on  with  5,000  of  the  22,000 
families,  now  members  of  the  3-cents-a- 
day  hospital  plan,  to  yield  definite  facts 
on  demand,  use,  cost,  and  value  of  group 
prepayment  nursing  in  the  home. 


Can  the  Very  Small  Hospital  Be  Justified? 


Sometimes  it  can,  but  sometimes  it  is 
a menace,  replies  Hospital  Manage- 
ment. “It  is  not  the  bed  capacity  which 
makes  a hospital,”  the  editor  declares, 
“but  rather  the  efficiency  of  the  service 
it  can  render.” 

If  it  is  to  claim  that  it  is  a hospital,  he 
goes  on  to  say,  there  are  certain  pre- 
requisites which  cannot  be  ignored  and 
among  the  first  of  these  is  laboratory  and 
x-ray  service.  Modern  diagnosis  and 
treatment  of  any  but  minor  disease  con- 
ditions demand  facilities  and  personnel 
in  these  specialty  departments  which  are 
not  economically  possible  in  the  very 
small  hospital.  If  communication  with  a 
large  center  is  good,  this  difficulty  can  be 
partially  overcome,  but  the  minimum  that 
a hospital  must  have  locally  is  a properly 
qualified  technician  for  these  departments. 

Of  even  greater  importance  is  the  per- 
sonnel. Nurses  would,  of  course,  be  all 
graduate  and,  regardless  of  the  number  of 
beds,  we  think  we  are  being  conservative 
when  we  state  four  as  a minimum  if  the 
institution  is  to  function  as  a hospital. 
As  a rule,  nurses  of  experience  will  not 
go  to  the  small  community,  but  we  believe 
the  nursing  profession  will  furnish  the 
supply  if  such  institutions  are  established 
only  where  there  is  an  acute  need. 

The  Greatest  Problem 

The  greatest  problem  is  the  medical 
staff.  The  community  which  needs  a 
hospital  of  less  than  twenty-five  beds 
usually  has  only  one  or  two  physicians, 
but  a surgical  team  for  major  surgery 
requires  three  physicians,  an  anesthetist, 
a surgeon,  and  an  assistant.  From  the 
point  of  view  of  competence,  the  physician 


in  so  small  a community  is  not  justified 
in  attempting  major  surgery.  He  may 
have  the  best  of  training  and  may  keep 
up-to-date  in  his  theory,  but  he  cannot 
have  the  continued  and  consistent  prac- 
tice which  gives  the  necessary  dexterity 
and  judgment. 

It  is  quite  true  that  these  principles 
are  often  ignored  in  the  larger  community 
but  this  does  not  negative  the  fact  that 
they  are  right  and  should  be  observed. 

Undoubtedly  there  are  many  isolated 
communities  having  a scanty  population 
in  which  some  provision  should  be  made 
for  the  care  of  certain  types  of  illness, 
and  it  will  require  a great  deal  of  pro- 
fessional honesty  and  strength  of  character 
to  limit  service  to  that  type  of  patient 
whose  best  interest  is  served  by  the  small 
local  institution  rather  than  by  sending 
him  to  the  large  center.  This  will  in- 
clude many  medical  cases,  ordinary 
obstetrics,  and  surgery  which  is  not  com- 
plicated or  extremely  hazardous. 

Put  the  Patient  First 

Our  conclusion,  based  on  experience 
and  taking  the  above  and  other  factors 
into  consideration,  is  that  occasionally  a 
very  small  hospital  is  needed,  but  the  best 
interests  of  the  patient  must  be  carefully 
considered  in  the  decision  to  establish  it 
and  in  its  operation  afterward.  It  is 
more  than  a first  aid  station,  but  it  is  not 
a hospital  in  the  modern  acceptance  of 
the  term.  If  it  strictly  limits  its  work  to 
its  capabilities,  it  will  be  a boon  to  the 
isolated  community,  but  if  it  is  allowed  to 
become  overambitious  and  unscrupulous, 
it  will  constitute  a definite  menace. 
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Newsy  Notes 

New  York  City  hospitals  and  health 
are  declared  by  Dr.  Haven  Emerson,  of 
the  New  York  Board  of  Health,  to  be 
without  equal  anywhere  in  the  world. 

Dr.  Emerson,  former  New  York  City 
Health  Commissioner,  made  his  claims 
on  Dec.  16  in  reply  to  charges  of  over- 
crowding and  bad  working  conditions 
before  the  final  session  of  the  New  York 
State  Temporary  Commission  to  Formu- 
late a Health  Program,  in  the  headquar- 
ters of  the  Association  of  the  Bar  of  the 
City  of  New  York,  42  W.  44th  St. 

At  a previous  session,  Mary  Luciel 
McGorkey,  chairman  of  the  health  com- 
mittee of  the  New  York  Industrial  Coun- 
cil, had  charged  bad  conditions  and  over- 
crowding in  city  hospitals. 

Fourteen  New  York  city  hospitals — 
public  and  private — will  be  serviced  this 
year  by  a central  council  of  hospital  librar- 
ies, the  first  organization  of  its  kind  to  be 
staffed  almost  completely  by  volunteer 
workers.  The  set-up  is  the  work  of  the 
Junior  League  of  New  York  in  co-opera- 
tion with  the  hospitals  which  will  benefit 
by  the  services  of  sixty  trained  young 
women  who  combine  a knowledge  of  the 
routine  of  book  circulation  with  the  more 
highly  technical  grasp  of  bibliotherapy. 

In  the  Mental  Health  Clinic  at  Belle- 
vue Hospital,  New  York  City,  the  staff 
are  now  using  metrazol  in  early  cases  of 
schizophrenia.  “If  it  should  become 
possible  to  use  metrazol  extensively  in 
out-patient  clinics  for  early  cases  of 
schizophrenia,”  the  report  declares,  “the 
result  would  be  to  revolutionize  the 
whole  treatment  of  this  mental  disease 
which  alarmingly  fills  one-fourth  of  all 
hospital  beds  throughout  the  country. 
Such  treatments  are  relatively  inexpen- 
sive and  are  far  simpler  than  time-con- 
suming shock  treatments  with  insulin.” 

An  important  change  in  the  Associated 
Hospital  Service  of  Western  New  York 


has  been  made.  While  formerly  twenty- 
one  days  of  free  hospitalization  service  were 
given  to  patients,  with  a 25  per  cent  dis- 
count on  additional  days  in  the  hospital, 
the  allotted  period  has  now  been  extended 
to  thirty  days  with  an  allowance  of  33  l/z 
per  cent  granted  on  the  bill  for  the  re- 
maining time  that  the  patient  is  confined 
to  the  hospital. 


The  bequest  of  $100,000  to  the  Tarry- 
town  Hospital  in  the  will  of  the  late 
Edward  Benedict  Cobb,  former  resident 
of  Tarry  town,  who  died  on  November  24, 
must  be  used  for  the  endowment  of  beds 
in  the  maternity  ward  for  charity  pa- 
tients. 

Persons  close  to  the  hospital  expressed 
regret,  after  studying  the  will,  that  the 
institution’s  Board  of  Directors  had  not 
been  given  some  discretion  in  the  use  of 
the  $100,000.  A new  maternity  ward  is 
badly  needed. 


The  threatened  closing  of  Oak  Mount 
Sanatorium  at  Canandaigua  has  been 
averted  and  it  will  remain  open  for  at 
least  another  year. 


Establishment  of  a cancer  clinic  at 
Oneida  County  Hospital  is  recommended 
by  Dr.  Robert  L.  Bartlett,  superintendent 
of  the  institution.  Dr.  Bartlett  has  in- 
formed the  board  of  managers  that  the 
new  annex  contains  ample  room  for  in- 
stallation of  x-ray  equipment,  and  ade- 
quate accommodations  for  patients  be- 
fore and  after  treatments. 


A new  respirator  has  been  presented  to 
the  Schenectady  City  Hospital  by  the 
auxiliary  of  General  Eugene  Griffin  Camp, 
United  Spanish  War  Veterans. 


The  Hudson  City  Hospital’s  request 
for  an  increase  in  the  day  rate  for  Co- 
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lumbia  County  patients  from  $3.50  to 
$4.50  has  been  granted  by  the  Board  of 
Supervisors. 

The  late  Mr.  George  Doheny  of  Syra- 
cuse, a former  president  of  Syracuse 
Savings  Bank,  willed  $147,932.93,  which 
represents  one  ninth  of  his  residuary  estate, 
to  St.  Joseph’s  Hospital  in  Syracuse. 
Other  institutions,  which  shared  equally 
in  the  residuary  of  Mr.  Doheny’s  gross 
estate  of  $1,200,000,  are  Syracuse  Me- 
morial Hospital,  House  of  Providence,  St. 
Vincent’s  Asylum,  Syracuse  Free  Dis- 
pensary, General  Hospital  of  Syracuse, 
St.  Mary’s  Maternity  Hospital  and  In- 
fants’ Asylum,  Onondaga  Orphans’  Home, 
and  Syracuse  Home  Association. 

Justice  Cr egg  of  Syracuse  has  ruled  that 
the  gift  to  St.  Joseph’s  Hospital  was  an 
outright  gift,  thereby  permitting  the 
hospital  to  use  the  bequest  for  the  pur- 
poses stated  in  its  charter  instead  of  hold- 
ing the  fund  as  an  endowment  and  being 
limited  to  use  of  the  income  for  ordinary 
expenses  of  maintenance.  The  institu- 
tion had  made  an  application  for  a de- 
claratory judgment  that  the  bequest  was 
an  unrestricted  gift,  indicating  at  the 
same  time  that  the  hospital  board  desires 
to  use  some  of  the  money  for  a reduction 
of  a $175,000  mortgage  executed  last 
year. 

From  now  on,  a subscriber  to  a non- 
profit hospital  care  plan  in  the  states  of 
Illinois,  Missouri,  Kansas,  and  Kentucky 
will  not  have  to  be  a stay-at-home  to 
derive  full  benefit  from  his  membership. 
He  can  fall  ill  in  any  one  of  these  four 
states,  in  any  city  in  which  there  is  a 
member  hospital,  with  the  comforting 
knowledge  that  he  will  be  provided  with 
the  hospital  care  to  which  he  is  entitled. 

The  Mississippi  Valley  conference  of 
nonprofit  hospital  care  plans,  organized 
in  Decatur,  111.,  on  July  30,  drew  up  its 
interchange  care  system,  and  the  idea  will 
be  submitted  to  the  American  Hospital 
Association  convention  for  possible  adop- 
tion on  a national  basis. — Hospital  Topics 
and  Buyer. 


Improvements 

Utica  State  Hospital  will  construct  a 
new  printing  shop  and  cold  storage  plant 
to  cost  $200,000. 


The  Swedish  Hospital  of  Brooklyn 
will  be  the  sole  beneficiary  of  a three-day- 
and-night  fair  and  bazaar  to  be  held  in 
the  106th  Regiment  Armory,  Bedford  and 
Atlantic  Aves.,  on  February  16,  17,  and 
18,  under  the  auspices  of  fifty-one 
Swedish  societies  of  Brooklyn  in  particu- 
lar and  the  metropolitan  area  in  general. 
Proceeds  of  the  fair  will  be  turned  over 
to  the  officers  and  board  of  directors  of  the 
Swedish  Hospital,  to  be  used  to  complete 
the  reconstruction  of  the  six-story  apart- 
ment house  building  at  Bedford  Ave.  and 
Dean  St.  as  a new  home  for  the  institu- 
tion. 


A $57,000  addition  to  the  Kingston 
city  laboratory  marks  the  high  spot  in  a 
WPA  winter  construction  program  for 
that  city  and  Ulster  County  just  an- 
nounced by  Lester  W.  Herzog,  State 
WPA  Administrator. 

The  laboratory  was  erected  in  1936  by 
WPA  and  already  has  outgrown  its 
quarters,  so  great  have  been  the  demands 
made  on  it  not  only  by  Kingston  Hospital 
but  other  hospitals  of  Ulster  County. 

The  addition  will  be  of  reinforced 
concrete  and  strictly  fireproof. 


The  Board  of  Estimate  of  New  York 
City  has  voted  an  appropriation  of  $75,- 
000  for  reconstruction  of  the  children’s 
contagious  disease  building  at  the  Queens 
General  Hospital. 

The  action  of  the  Board  was  taken 
after  Dr.  S.  S.  Goldwater,  Commissioner 
of  Hospitals,  stated  that  the  present  over- 
crowded quarters  “are  absolutely  dan- 
gerous to  the  lives  of  the  young  patients.” 


February  1,  1939] 


HOSPITAL  NEWS 


289 


Columbia  County  veterans  have  started 
agitation  for  a Veterans  Hospital  in  that 
area. 

A new  nurses’  home  and  female  dor- 
mitory is  to  be  added  to  the  Neponsit 
Hospital  in  Queens. 

Samaritan  Hospital  in  Troy  has  a new 
Cadillac  ambulance. 

Dr.  F.  Dixon  Brown  of  Hobart  is 
building  a new  hospital  to  accommodate 
six  adults  and  two  children. 

Westmount  Sanatorium  at  Troy  ex- 
pects to  put  in  new  x-ray  equipment. 

Columbus  Hospital,  New  York  City, 
has  begun  construction  work  on  a new 
$100,000  addition.  Dr.  Charles  R.  Bor- 
zilleri,  president  and  founder  of  the 
thirty-year-old  hospital,  turned  the  first 
spadeful  of  earth.  The  new  fireproof 
wing  will  contain  three  operating  rooms 
equipped  with  the  latest  facilities,  new 
electric  elevators,  and  modernly  furnished 
private  and  semi-private  rooms.  The 
capacity  of  the  hospital  will  be  increased 
to  150  beds. 

At  the  Helm 

These  hospital  officials  have  been 
chosen : 

W.  W.  Smith,  to  be  president  of  the 
Malone  Hospital  Board,  re-elected. 

Dr.  Wayne  B.  Henning,  to  be  medical 
director  of  Stony  Wold  Sanatorium  at 
Lake  Kushaqua. 

Dr.  Glenn  R.  Ford,  to  be  president, 
and  Dr.  Roger  D.  Meod,  to  be  chief  of 
the  surgical  staff,  of  the  Ideal  Hospital 
at  Binghamton. 

Dr.  B.  A.  Fedde,  to  be  president  of  the 
Norwegian  Hospital  of  Brooklyn,  re- 
elected. 


Dr.  Charles  W.  Knapp,  to  be  chief  of 
staff  of  the  Greenwich  Hospital,  reap- 
pointed. 

John  G.  Nelson,  to  be  president  of  the 
Lutheran  Hospital  Association  of  Brook- 
lyn. 

Dr.  E.  P.  Russell,  to  be  president  of  the 
staff  of  the  Rome  and  Murphy  Memorial 
Hospitals  at  Rome. 

Dr.  Gregory  L.  Robillard,  to  be  surgical 
director  of  the  Brooklyn  Cancer  Hospital. 

William  H.  Barber,  to  be  president  of 
the  directors  of  the  Glens  Falls  Hospital. 

Harry  Weinberg,  to  be  president  of 
Beth-El  Hospital,  re-elected. 

Dr.  F.  R.  Driesbach,  to  be  president  of 
the  general  board  of  the  Dansville  Hospi- 
tal. 

Dr.  Robert  J.  Wren,  to  be  president  of 
the  medical  staff  of  Ossining  Hospital. 

Dr.  E.  A.  Hammond,  to  be  president  of 
the  board  of  managers  of  Brookside 
Crest  Sanitarium  at  Sherburne. 

Mrs.  Rachael  Israel,  to  be  president 
of  the  Westchester  County  Hospital  Asso- 
ciation. 

John  Crane,  to  be  superintendent  of 
Physicians’  Hospital,  Jackson  Heights. 

William  D.  Entley,  to  be  superintend- 
ent of  the  Arnot-Ogden  Hospital  at 
Elmira. 

Dr.  Francis  Giammattei,  to  be  presi- 
dent of  the  medical  staff  of  the  Tarry- 
town  Hospital. 

Dr.  H.  J.  Knickerbocker,  to  be  presi- 
dent of  the  medical  staff  of  the  Geneva 
General  Hospital. 

Dr.  Victor  A.  Bacile,  to  be  chief  of 
staff  at  St.  Francis  Hospital  in  Pough- 
keepsie. 

Mrs.  E.  C.  Hayward,  to  be  president 
of  the  women’s  auxiliary  of  the  Mount 
Vernon  Hospital. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Malpractice-Failure  of  Proof  in  Fracture  Case 


The  highest  court  of  one  of  the  western 
states  very  recently  passed  upon  a 
case  which  was  brought  against  two  phy- 
sicians charging  them  with  malpractice 
in  the  treatment  of  a fractured  arm.* 
The  fact  situation  involved  presented  a 
typical  example  of  the  results  which  may 
follow  where  in  a difficult  case  the  full 
co-operation  of  the  patient  is  not  ob- 
tained by  the  physician. 

A six-year-old  boy,  while  playing,  fell 
and  sustained  fractures  of  both  the  radius 
and  ulna  of  the  left  arm,  and  was  shortly 
thereafter  taken  to  a Dr.  B.  He  re- 
quested x-rays  and  suggested  that  a Dr. 
A.  who  maintained  a hospital  also  be 
called  in  the  case.  That  day  after  x-rays 
were  taken,  Dr.  A assisted  by  Dr.  B. 
set  the  arm  and  applied  a molded  plaster- 
of-Paris  splint,  with  the  arm  at  about 
a right  angle.  X-rays  after  operation 
showed  good  position  of  bones. 

Although  advised  to  leave  the  child  at 
the  hospital,  the  parent  took  the  boy  home 
the  same  day.  The  father  was  told  to  get 
in  touch  with  Dr.  B.  for  anything  that 
might  be  needed.  The  second  and  third 
days  after  the  cast  was  applied,  Dr.  B. 
did  attend  the  patient  and  administered 
hypodermics  for  pain.  He  did  not  loosen 
or  remove  the  splint.  On  the  fourth  day 
the  child  was  taken  back  to  Dr.  A.  and 
the  cast  was  removed.  Some  blisters 
were  found  which  were  treated  and  the 
splint  was  replaced.  Again  hospitaliza- 
tion was  requested  by  Dr.  A.  but  de- 
clined by  the  father.  Finally  two  days 
later  (six  days  after  original  injury)  the 
child  was  allowed  to  remain  at  the  hos- 
pital under  Dr.  A.’s  care.  While  there 
the  splint  was  removed  and  the  arm 
dressed  and  placed  on  a pillow.  There 
was  good  circulation  and  movement  in  the 
wrist  and  fingers.  A high  temperature 
receded  practically  to  normal.  However, 


at  the  end  of  forty-eight  hours,  the  father 
insisted  upon  taking  the  patient  home, 
although  advised  that  the  patient  was 
not  ready  for  discharge.  Dr.  A.  dressed 
the  arm  so  that  he  could  be  moved,  and 
from  that  time  when  taken  from  the 
hospital,  Dr.  A.  saw  nothing  further  of  the 
patient. 

Dr.  B.  apparently  had  little  or  nothing 
to  do  with  the  case  from  then  on,  and  in 
ten  days  a third  physician,  Dr.  C.,  was 
consulted  by  the  parent.  From  that 
time  he  remained  under  the  care  of  Dr.  C. 
and  later  also  of  a Dr.  S.  who  treated  him 
from  time  to  time  for  a condition  of  os- 
teomyelitis which  developed.  The  event- 
ual result  was  a bad  one,  involving  par- 
alysis and  contracture. 

A malpractice  action  was  brought  on 
behalf  of  the  infant  and  the  father  against 
Dr.  A.  and  Dr.  B.  in  which  the  charges 
of  neglect  were:  (1)  negligence  in  at- 

tempting to  set  the  broken  bones,  (2) 
that  the  flesh  was  not  protected  when  the 
cast  was  applied,  (3)  that  the  arm  was 
bound  too  tightly,  stopping  circulation, 
(4)  that  the  cast  was  permitted  to  cut 
into  the  flesh,  (5)  that  unskillful  care  of 
the  arm  caused  it  to  become  diseased  and 
inflamed,  and  (6)  that  defendants  refused 
to  properly  treat  and  dress  the  arm. 

Upon  the  trial,  numerous  witnesses 
were  called  on  both  sides.  There  was  a 
dispute  as  to  whether  the  cast  when  ap- 
plied was  applied  directly  to  the  arm  or 
whether  it  was  lined  (as  defendants  con- 
tended) with  gauze.  Of  particular  im- 
portance was  the  testimony  of  Dr.  S., 
the  orthopedic  specialist  who  finally  cared 
for  the  child.  He  said  in  the  course  of 
his  testimony : 

“ . . . I was  present  in  the  court  room 
when  Dr.  A.  testified,  and  heard  his 
testimony.  His  testimony  indi- 
cated proper  treatment  for  the 


* Brown  vs.  Dark;  119  S.W.  (2nd)  529. 
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type  of  injury  involved.  Gauze  or 
padding  between  the  splint  and 
arm  is  not  always  used.  In  apply- 
ing casts  in  the  last  eight  or  ten 
years,  we  have  been  using  skin- 
tight casts — a cast  which  is  applied 
directly  to  the  skin  This  is  well 
recognized  in  Europe  and  this 
country,  and  we  used  it  ourselves. 

“Q.  What  would  you  say,  Doc- 
tor, if  there  had  been  no  gauze  be- 
tween the  splint,  and  the  arm — 
would  you  say  this  is  proper? 

“A.  I would  say  that  it  would, 
and  has  been  customary  for  me  to 
use  it  in  many  cases. 

“...  Volkman’s  paralysis  is  a 
degenerative  change  which  takes 
place  in  the  muscles  and  nerves  and 
soft  tissues  of  the  arm  and  results 
in  damage  to  circulation  as  a general 
rule.  This  paralysis  can  result  from 
a number  of  different  causes.  It  may 
be  the  result  of  a direct  injury  to  the 
blood  vessels  of  the  arm  when  the 
blood  supply  is  cut  off  to  the  muscles ; 
this  degenerative  change  occurs  fol- 
lowing that.  It  may  be  due  to  hemor- 
rhage or  swelling  within  the  fascia 
covering  of  the  arm.  Muscles  and 
deep  structure  are  cased  in  a fasciae 
formation  which  binds  them  to- 
gether. It  may  be  due  to  stricture, 
due  to  splinting,  or  pressure. 

“From  the  condition  of  the  pa- 
tient disclosed  by  the  testimony, 
and  from  the  condition  which  I saw 
on  May  16th,  I would  not  be  able  to 
tell  the  original  cause  of  the  trouble. 
Assuming  the  important  conditions 
which  have  been  mentioned  in  re- 
gard to  the  circulatory  condition — 
presence  of  radial  pulse,  which  in- 
dicates blood  is  being  supplied  to 
the  parts,  and  movement  of  the 
fingers — I would  say  that  at  the 
time  the  boy  left  the  hospital  there 
had  been  no  serious  or  permanent 
interference,  and  with  proper  care 
from  then  on,  the  condition  should 
have  improved,  and  the  patient 
would  have  recovered.  The  con- 
dition that  caused  permanent  im- 


pairment of  the  arm  could  have  de- 
veloped after  March  12th  (the  date 
child  left  Dr.  A’s  hospital).  From 
the  testimony  of  Dr.  A.  it  is  my 
opinion  that  this  case  was  handled 
well  by  him  throughout  the  treat- 
ment of  the  fracture,  both  regarding 
the  x-raying  of  it,  the  reduction  of 
the  fracture,  the  apposition  of  the 
bones,  the  type  of  immobilization 
which  was  used,  and  the  instructions 
which  were  given  with  regard  to  the 
kind  of  precautions  necessary.” 

The  Trial  Court  permitted  the  jury  to 
pass  upon  the  case,  and  there  was  a ver- 
dict and  judgment  in  favor  of  the  plain- 
tiffs, from  which  the  defendants  appealed. 
The  Appellate  Court  reversed  the  ruling 
below  and  directed  that  the  complaint 
should  be  dismissed.  With  reference  to 
the  sixth  charge  listed  above,  which  made 
a claim  of  refusal  to  properly  treat,  the 
Court  said : 

“There  is  no  proof  of  refusal  by 
either  appellant  to  treat  the  pa- 
tient. On  the  contrary,  appellee 
says  Dr.  B.  continued  his  services. 
On  Saturday  and  Sunday  nights 
hypodermics  were  administered  by 
Dr.  B.  and  he  also  loosened  the 
bandages.  A liberal  construction 
of  the  allegation  might  be  that  in 
failing,  prior  to  Saturday,  to  re- 
move or  loosen  the  cast,  there  was 
declination  to  give  treatment,  but 
it  can  hardly  be  said,  in  the  light  of 
appellee’s  own  testimony,  that  Dr. 
B.  was  not  exercising  his  best  pro- 
fessional judgment,  even  though  he 
may  and  perhaps  was  in  error  in 
not  undertaking  to  give  other  re- 
lief. Certainly  Dr.  A.  is  not  to  be 
charged  with  a failure  to  render  serv- 
ices when  appellee  regarded  the 
one  treatment  or  operation  at  Jones- 
boro as  the  final  services  A.  was  to 
render,  and  so  testified.” 

The  Court  noted  that  each  of  the  other 
charges  in  the  complaint  related  to  the 
treatment  rendered  by  defendants  on  the 
first  day,  and  said  with  respect  thereto: 
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“There  is  testimony  in  the  record 
to  show  that  the  cast  was  too  tight 
when  first  applied.  There  is  testi- 
mony that  within  a short  time  swell- 
ing occurred,  and  that  proper  treat- 
ment probably  would  have  been  to 
loosen  the  tension.  Dr.  A.  cannot 
be  charged  with  such  failure,  for  he 
had  no  opportunity  to  act.  Ap- 
pellee says  he  regarded  Dr.  A.’s 
services  as  having  ended  March 
4th.  His  entire  case,  as  reflected 
by  his  instructions,  is  predicated 
upon  appellants’  negligence  and 
want  of  skill  when  the  operation  was 
performed. 

“Our  conclusion  is  that  appellee 


has  failed  to  support  his  allegations 
with  substantial  evidence.  This  is  a 
case  where  a layman  took  chances 
and  experienced  misfortune  of  a 
tragic  nature.  If  the  doctrine  res 
ipsa  loquitur  applied,  the  judgments 
might  be  sustained.  But  it  does 
not.  Medicine  and  surgery  are  in- 
exact sciences,  and  physicians  are 
not  guarantors  of  results.  Our  view 
is  that  permanent  injuries  to  ap- 
pellee’s son  were  occasioned  by  ap- 
pellee’s own  negligence  or  error 
of  judgment  in  not  leaving  the 
patient  with  Dr.  A.  when  it  be- 
came apparent  infection  had  de- 
veloped.’’ 


JUST  WONDERING 

“We  are  wondering,”  remarks  the  editor  of 
The  Journal  of  the  Arkansas  Medical  Society, 
“if  other  members  recall  the  statement  made  in 
an  address  by  President  Roosevelt  at  the  dedica- 
tion of  the  Jersey  City  Medical  Center  on  Octo- 
ber 2,  1936: 

“The  medical  profession  can  rest  assured  that 
the  Federal  Administration  contemplates  no 
action  detrimental  to  their  interests.  . . . The 
overwhelming  majority  of  doctors  of  the  nation 
want  medicine  kept  out  of  politics.  On  occasions 
in  the  past  attempts  have  been  made  to  put 
medicine  into  politics.  Such  attempts  have 
always  failed  and  always  will  fail.” 

Cheering  words  then;  remarks  the  Arkansas 
editor,  shall  we  derive  the  same  comfort  from 
them  but  two  years  later?  While  we  cannot 
say  that  we  give  their  opinions  unswerving  be- 
lief, it  is  of  interest  in  this  connection  to  note  the 
following  news  comments: 

“You  can  count  on  F.  D.  R.  to  push  these 
pieces  of  legislation  next  session;  administrative 
reorganization,  part  or  all  of  the  National  Health 
Program  ....  Results  of  the  fall  elections  will 
determine  whether  certain  of  the  measures  will 
be  moderate  or  sweeping  but  unless  Democrats 
take  an  unexpectedly  harsh  licking,  all  will  be 
pushed  in  one  form  or  another” — Newsweek. 

Has  anyone  heard  from  the  Republican  party? 
“Put  it  down  that  a long  step  toward  establishing 
permanent  free  public  medical  relief  will  be 
taken  by  Congress,  regardless  of  the  elections. 
The  drive  for  federal-state  aid  of  ‘medically 
needy*  is  backed  by  all  the  forces  that  make  for 
success.  The  administration  is  behind  it.  Con- 


gress has  already  blazed  the  trail.  . . . The 
opposition  is  not  only  unorganized,  but  demoral- 
ized and  bewildered.” — Washington  Whirligig. 

How  do  you,  as  an  organized  medical  profes- 
sion, react  to  those  words,  “unorganized,  de- 
moralized, bewildered,”  continues  this  editor, 
and  he  asks : 

Have  you  made  a complete  inventory  of  medi- 
cal needs  and  care  in  your  -county  as  the  survey 
contemplates?  Have  you,  as  individuals  and  as 
county  society  organizations,  approached  your 
legislative  representatives  in  an  effort  to  present 
to  them  the  viewpoint  of  organized  medicine? 
Are  the  people  of  your  county  informed  as  to  the 
disadvantages  inherent  in  any  plan  for  govern- 
mental intervention  in  medical  care?  Are  you 
taking  steps  to  preserve  your  rights  and  privi- 
leges as  a private  practitioner  of  medicine? 


FOR  FEMININE  M.D.’S 

The  Woman’s  Medical  Association  of  the  City 
of  New  York  announces  that  the  Mary  Putnam 
Jacobi  Fellowship  of  $1,000  for  one  year  post- 
graduate work  is  now  open  to  women  graduates 
of  medical  schools.  Dr.  Annie  S.  Daniel  of  the 
New  York  Infirmary,  321  East  Fifteenth  Street, 
is  chairman  of  the  committee.  The  fellowship  is 
open  to  any  woman  graduate  of  an  approved 
medical  school.  Applications  for  1939-40  should 
be  filed  with  the  chairman  of  the  committee  on 
or  before  April  1,  1939 


Across  the  Desk 


Discomfort  or  Malaise  from  Bullets  and  Buzz  Saws  in  the  Brain 


This  is  as  good  a time  as  any  to  remind 
a hasty  and  careless  populace  in 
stern  tones  that  firing  bullets  into  the 
brain  or  ripping  it  up  with  buzz  saws  may 
bring  on  a headache  or  cause  a vague 
feeling  of  discomfort  or  malaise.  True, 
cases  are  on  record  where  the  victim  has 
seemed  better,  more  cheerful,  than  before. 
People  used  to  say  that  a man  with  a men- 
tal quirk  had  “a  maggot  in  his  brain,”1 
and  it  may  be  in  such  cases  that  the  bullet 
hit  the  maggot. 

But  no  one  should  be  misled  by  these 
instances.  A maggot  is  after  all  a small 
target,  and  firing  at  him  may  only  rouse 
him  to  greater  fury.  Policemen,  of 
course,  have  training  in  marksmanship, 
and  Da  Costa2  tells  of  an  Atlantic  City 
officer,  suffering  from  melancholia,  who 
fired  a .32  caliber  bullet  into  his  brain  in 
December,  1909,  three  days  before  Christ- 
mas, and  by  Washington’s  Birthday  his 
melancholia  had  disappeared.  A little 
later  he  felt  strong  enough  to  give  up  his 
constabulary  strolls  and  go  into  real  work 
as  a stevedore. 

Not  Always  Improvement 

But  he  was  a policeman.  A Kansas 
physician,  Dr.  Cyril  V.  Black,  reports  in 
the  November,  1938,  issue  of  the  Journal 3 
of  his  state  medical  society  the  case  of  a 
young  man  who  entered  the  hospital  in 
1935  and  remarked  casually:  “I  have 
been  shot.”  He  walked  into  the  emer- 
gency room,  climbed  upon  the  operating 
table,  and  was  about  the  coolest  person 
present.  His  pulse  and  blood  pressure 
were  normal.  It  seems  he  had  dropped 
his  rifle  while  hunting;  it  had  gone  off 
and  the  bullet  had  penetrated  his  brain, 
breaking  into  several  fragments.  These 
were  not  removed,  but  there  has  never 
been  any  evidence  of  infection,  and  he  is 
now  able  to  earn  his  living,  three  years 
after  the  accident,  by  ordinary  labor,  al- 

1 Mentioned  somewhere  in  Shakespeare? 

2  J.  C.  Da  Costa,  N.  Y.  Med.  Jour.,  Oct.  29,  1910. 

3  Jour,  of  the  Kan.  Med.  Soc.,  November,  1938,  p.  464. 


though  his  manual  skill  is  not  what  it  was. 
We  must  not  always  expect  improvement. 

Some  readers  may  remember  the  case 
of  the  young  woman  in  Nevada,  recorded 
here  a few  years  ago,  who  fired  a bullet 
directly  through  the  frontal  part  of  the 
brain,  entering  at  one  side  and  coming 
out  at  the  other.  She  lost  consciousness 
for  a few  hours,  it  is  true,  but  in  three  or 
four  weeks  she  was  out  of  the  hospital, 
and  a little  later  was  up  and  around  the 
house,  performing  her  household  duties  as 
usual.  She  has  fired  no  more  bullets,  so 
the  maggot  is  perhaps  stunned  or  dis- 
abled. 

Brain  Not  So  Important,  After  All? 

Really  serious  injuries  are  quite  differ- 
ent. The  January  News  Letter  of  one  of 
the  county  medical  societies  makes  this 
clear.  A small  boy,  we  are  told,  ran  a 
splinter  into  his  toe  and  died  in  a few 
days ; a barefoot  girl  stepped  on  a nail  and 
met  the  same  fate;  a dairyman  slammed 
a door  on  his  finger  and  was  dead  in  a 
week.  Accidents  like  these  should  have 
attention  at  once.  Health  advisers  on 
the  radio  warn  us  that  everyone  with  the 
sniffles  should  get  medical  aid. 

A cold  in  the  head  may  portend 
tragedy,  but  a piece  of  cold  lead  or  steel 
in  the  cranium  may  be  merely  a bother. 
Thus,  in  1884,  Noyes4  removed  the  breech 
pin  of  a gun  44/2  inches  long,  1/2  inch  wide, 
from  a patient’s  nose  orbit  and  brain, 
where  “it  had  remained  five  months  with- 
out producing  serious  disturbance.”  Per- 
haps the  man  hadn’t  noticed  it.  Dr.  G. 
W.  H.  Kemper  relates  the  case  of  a breech 
pin  of  a gun  l1/2  inches  long  removed 
from  the  brain,  with  complete  recovery. 
It  is  not  at  all  rare,  in  fact,  for  a surgeon 
to  remove  a large  section  of  the  brain, 
and  the  patient  feels  better  than  he  did 
before. 

All  this  casts  a bit  of  doubt  on  the  real 
importance  of  our  organ  of  intelligence. 


4  H.  D.  Noyes,  Am.  J.  Med.  Sciences,  July,  1884. 
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If  we  can  let  various  objects  go  tearing 
through  it  without  making  any  particular 
difference,  and  if  the  surgeon’s  knife  can 
lop  off  a piece  here  and  there  with  actual 
benefit,  is  it  perhaps  possible  that  we  are 
neglecting  to  use  considerable  areas,  and 
are  fumbling  our  way  through  life  at  only 
one-half  or  one-third  brain  power?  Cer- 
tain it  is  that  our  great  geniuses,  our  men 
of  volcanic  mental  force,  wear  hats  little 
or  no  larger  than  the  rest  of  us.  What, 
then,  is  going  on  inside  their  skulls  so  dif- 
ferent from  run-of-the-mine  mortals?  If 
we  could  only  find  that  out!  The  x-ray 
shows  us  where  lie  the  bullet  and  the 
tumor  in  the  brain,  but  the  divine  spark  of 
genius  eludes  our  search,  and  leaves  no 
trace  on  the  film.  Perhaps  these  mental 
giants  use  all  the  brain,  where  the  rest  of 
us  are  content  to  use  a fraction.  This 
hints  at  interesting  intellectual  possibili- 
ties for  all  of  us  if  we  could  learn  how  to 
bring  the  fallow  areas  into  productivity. 

Butting  a Buzz  Saw 

A bullet  in  the  brain  is  after  all  only  a 
small  piece  of  metal.  It  may  be  self- 
inflicted,  or  fired  by  a'  loved  one  of  regu- 
lar or  casual  status,  a sort  of  bullet-doux, 
so  to  speak.  But  when  a man  bangs  his 
head  against  a buzz  saw  and  it  rips  his 
skull  open  for  eight  inches  and  sprays  his 
brains  all  over  the  place,  we  might  think 
that  would  be  “something  else  again.” 
Not  at  all.  A little  mishap  like  that  can- 
not keep  the  American  worker  from  his 
toil. 

It  was  “J.  P.,”5  aged  28,  an  American 
planing-mill  hand  in  North  Carolina  who 
crawled  under  the  table  of  a rip-saw  to 
adjust  a set-screw.  The  story  doesn’t 
say  if  the  set-screw  was  adjusted  satis- 
factorily, which  was  the  important  thing 
at  the  time,  but  J.  P.  forgot  the  saw  mak- 
ing 2,500  revolutions  a minute.  He 
never  forgot  it  again,  for  his  head  struck 
it  full  force,  and  it  “literally  split  his  head 
open  from  well  down  on  the  forehead  di- 
agonally across  the  head,  a distance  of 
eight  inches,  cutting  through  the  scalp, 
bone,  superior  longitudinal  sinus,  mem- 

k 8 S.  L.  Stringfield,  J.  A.  M.  A.,  Sept.  19,  1914,  p.  1,025. 


branes  of  the  brain,  and  considerable 
brain  tissue.”  The  cut  was  a quarter  of 
an  inch  wide.  J.  P.  came  out  from  under 
the  table,  rose  to  his  feet,  and  walked 
about  one  hundred  yards  before  he  col- 
lapsed. 

Dr.  Stringfield  reached  him  within 
four  or  five  minutes,  and  with  the  aid  of 
another  doctor  dressed  the  cut,  and  he 
was  removed  to  a hospital,  where  “con- 
siderable brain  tissue  oozed  from  the 
wound.”  If  he  had  had  a really  serious 
accident,  he  might  have  been  kept  in  the 
hospital  for  quite  a time,  but  as  he  had 
had  only  his  head  ripped  open  by  a circu- 
lar saw  and  his  organ  of  thought  whipped 
up  as  an  egg-beater  stirs  eggs  for  frosting 
a cake,  he  “made  an  uninterrupted  re- 
covery, and  left  the  hospital  the  fifth 
week.”  He  also  “suffered  very  little  . . . 
showed  no  signs  of  paralysis  or  any  bad 
after-effects,”  and  “returned  to  work  the 
eighth  week  after  the  injury.” 

The  brain  contains  considerable  albu- 
men, so  that  a man  who  uses  his  brain 
well  is  called  a “good  egg,”  and  one  who 
uses  it  wrongly  is  called  a “bad  egg.” 
Why  the  whirling  saw  did  not  beat  up  the 
albumen  and  cover  J.  P.’s  head  with  icing 
was  apparently  not  investigated. 

The  Classic  Case 

Many  readers  by  now  are  thinking  of 
the  classic  “American  crowbar  case.” 
It  wasn’t  a crowbar,  but  a tamping  iron, 
3 feet,  7 inches  long,  H/4  inches  in  diame- 
ter, and  weighing  13V4  pounds.  A pre- 
mature explosion  drove  it  completely 
through  the  head  of  Phineas  P.  Gage,  a 
foreman  of  the  Rutland  Railroad,  on 
September  13,  1847,  while  he  was  charging 
a hole  with  powder  for  a blast.  The  iron 
was  round,  smooth,  and  pointed,  and  en- 
tered the  brain  behind  the  left  eye,  com- 
ing out  through  the  dome  of  the  skull. 
Earlier  paragraphs  may  lead  some  to 
think  that  Phineas  paid  no  attention  to 
it  and  went  on  with  his  work,  or  laughed 
it  off,  but  the  truth  is  our  watchword,  so  it 
must  be  recorded  that  “he  was  slightly 
dazed,  but  not  at  all  unconscious.”  A 
bit  surprised,  maybe,  but  didn’t  want  to 
miss  anything.  Taken  to  a hotel,  he 
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dismounted  from  the  conveyance  with- 
out assistance  and  walked  up  a long  flight 
of  stairs.  In  the  evening,  after  his  wound 
was  dressed,  he  was  perfectly  rational, 
but  later,  when  the  excitement  was  over, 
he  was  delirious  a few  days.  After  that, 
his  recovery  was  rapid.  He  lost  his  left 
eye,  but  otherwise  was  as  good  as  ever. 
No  one,  however,  has  tried  to  imitate  him. 

Hitch  up  the  Horse  and  Buggy 

The  question  of  the  proper  procedure 
in  cases  of  brain  injury  like  these  is  in- 
triguing. When  the  doctor  asks : “Have 
you  any  headache  or  dizziness?”  and  the 
patient  shakes  his  head,  if  there  is  a sound 
like  castanets,  it  may  be  the  fragments  of 
a bullet  rattling  around  in  the  skull.  An 
entire  change  in  the  doctor’s  manner  of 
approach  may  well  be  worth  considering, 
too.  Public  taste,  as  revealed  in  the  list 
of  “best  sellers,”  has  had  a strange  trans- 
formation or  throwback,  and  has  “gone 
ga-ga”  over  the  old  family  doctor  of  the 
time  of  Rutherford  B.  Hayes.  This 
shift  of  the  wind  must  not  be  ignored. 
The  profession  must  keep  public  favor  at 
this  time  when  it  is  standing  at  the  cross- 
roads. A hasty  survey  of  the  current 
magazines  shows  “America  at  the  Cross- 
roads,” “Europe  at  the  Crossroads,” 
“Democracy  at  the  Crossroads,”  etc.,  so 
that  pretty  much  everybody  is  there  now, 


and  there  is  no  danger  of  being  lonesome. 

But  the  old  long-whiskered  doctor  of 
horse- and-buggy  days  is  now  the  favorite 
figure  of  popular  fancy,  and  the  doctor 
who  wishes  to  set  his  sails  to  the  breeze 
of  the  hour  will  perhaps  do  well  to  drive 
up  to  the  patient’s  door  in  a vehicle  of  the 
vintage  of  1880,  rush  into  the  house,  lay 
the  patient  out  on  the  kitchen  table,  boil 
the  family  axe,  bucksaw,  carving  knife 
and  fork,  sheepshears  and  Aunt  Tibby’s 
darning  needle  in  the  wash-boiler,  and  go 
at  it  in  the  style  everybody  seems  to  like 
so  much.  Don’t  forget  to  have  the 
scene  illuminated  by  grampa  holding  a 
kerosene  lantern. 

Another  fine  old  custom  was  to  pay  the 
doctor  in  produce.  Cabbages  are  now 
fetching  S3. 50  a ton  at  the  farm,  and  if 
the  doctor’s  bill  runs  to  $70,  say,  the 
grateful  patient  can  appear  at  the  door  to 
pay  up  with  twenty  tons  of  this  delicate 
vegetable.  It  might  not  be  such  a bad 
bargain,  either,  for  an  inquiry  at  a New 
York  City  market  the  other  day  revealed 
that  the  retail  price  of  cabbage  on  upper 
Broadway  is  six  cents  a pound.  A re- 
sourceful doctor  could  certainly  find 
someone  to  market  his  cabbages,  and 
how  much  would  he  receive?  $2,400! 
A return  to  the  good  old  days  might  be 
worth  while. 

W.  S.  W. 


FOR  BETTER  NURSING  SERVICE 

A thorough  study  of  the  professional  nurses 
registries  throughout  the  state,  for  the  purpose 
of  improving  nursing  service  in  the  promotion 
of  better  individual  and  community  health,  is 
the  objective  of  the  1939  program  of  the  New 
York  State  Nurses  Association,  according  to  an 
announcement  by  Marguerite  K.  Jacobsen, 
associate  executive  secretary  of  the  association. 

The  study  will  be  conducted  by  an  experienced 
field  worker  supplied  by  the  American  Nurses 
Association  which  is  the  parent  organization  of 
the  State  Association. 

“We  are  seeking  ways  and  means  to  improve 
the  service  we  give  to  the  public  through  the 
elevation  of  our  own  standards,”  Miss  Jacobsen 
said.  “To  carry  out  this  work  we  recently  held 
two  institutes  for  registrars. 


“Registries  are  developing  hourly  nursing 
service  in  many  communities  in  the  state  be- 
cause it  is  found  that  often  a patient  needs  only 
an  hour  or  two  of  skilled  care  and  may  then  be 
left  quite  safely  to  members  of  a household. 
There  is  a growing  demand  for  this  type  of  serv- 
ice. 

“If  a nurse  goes  into  a home  from  a profes- 
sional registry  the  family  may  feel  that  she  is 
all  that  she  claims  to  be.  These  registries  or 
bureaus  are  nonprofit  organizations  and  they  seek 
constantly  to  be  of  assistance  to  the  nurse  and 
the  patient.  In  many  instances  they  provide 
lectures  and  demonstrations  in  nursing  technic 
to  keep  the  nurses  informed  of  the  best  methods 
for  caring  for  the  sick.  This  is  done  in  co-opera- 
tion with  doctors  and  hospitals.” 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


Clinical  Laboratory  Methods  and  Diagnosis. 

A Textbook  on  Laboratory  Procedures  With 
Their  Interpretation.  By  R.  B.  H.  Gradwohl, 
M.D.  Second  edition.  Quarto  of  1,607  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1938.  Cloth,  $12.50. 

Classic  Descriptions  of  Disease.  With  Bio- 
graphical Sketches  of  the  Authors.  By  Ralph 
H.  Major,  M.D.  Second  edition.  Quarto  of 
727  pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1938.  Cloth,  $5.50. 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
IV,  New  Series  One.  Octavo  of  349  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1938.  Cloth,  $3.00. 

Control  of  Conception.  By  Robert  L.  Dick- 
inson, M.D.  Second  edition.  Octavo  of  390 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1938.  Cloth,  $3.50. 

Manual  of  Public  Health  Hygiene.  By  J.  R. 
Currie,  M.A.  Octavo  of  324  pages,  illustrated. 


Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $5.00. 

Biology  for  Pharmaceutical  Students  and 
Others.  By  S.  Mangham,  M.A.  and  A.  R. 
Hockley,  B.Sc.  Octavo  of  613  pages,  illustrated. 
Baltimore,  William  Wood  and  Company,  1938. 
Cloth,  $6.50. 

Illustrated  Primer  on  Fractures.  Prepared  by 
the  Special  Exhibit  Committee  on  Fractures  in 
Co-operation  with  the  Committee  on  Scientific 
Exhibit  of  the  American  Medical  Association. 
Fourth  edition.  Octavo  of  95  pages,  illustrated. 
Chicago,  American  Medical  Association,  1938. 
Cloth. 

Outline  of  Roentgen  Diagnosis.  An  Orienta- 
tion in  the  Basic  Principles  of  Diagnosis  by  the 
Roentgen  Method.  Student’s  edition.  Octavo 
of  212  pages.  $3.00.  Atlas  edition,  octavo  of 
212  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1938. 

A Synopsis  of  Physiology.  By  A.  Rendle 
Short,  M.D.  and  C.  L.  G.  Pratt,  M.D.  Third 
edition.  Duodecimo  of  325  pages,  illustrated. 
Baltimore,  William  Wood  and  Company,  1938. 
Cloth,  $3.50. 


REVIEWED 


Modern  Surgical  Technic.  By  Max  Thorek, 
M.D.  Three  volumes.  Quarto  of  2,045  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1938.  Cloth,  $33.00. 

Volume  I deals  with  general  operative 
considerations  such  as  the  attitude  of  the 
surgeon  to  his  art,  postoperative  con- 
siderations, sterilization,  and  anesthesia. 
Part  two  deals  with  surgery  of  the  head 
and  neck  and  plastic  surgery.  Volume  II 
divided  into  Part  three  and  Part  four 
deals  with  surgery  of  the  nerves,  vessels, 
bones,  breast,  and  chest,  and  Volume  III 
divided  into  Part  five  and  Part  six  covers 
the  surgery  of  the  abdomen  and  the  pelvic 
region.  This  work  is  intended  to  stand 
between  voluminous  systems  which  often 
prove  confounding  and  single  volumes  too 
abridged  to  offer  detailed  information 


sufficient  for  the  student  and  general 
surgeon.  As  the  author  states,  there 
seems  to  be  a genuine  need  for  a succinct 
work  on  surgical  operations;  one  which 
includes  important  advances  in  surgical 
technic  and  is  sufficiently  detailed  to 
describe  the  procedures  in  all  commonly 
performed  operations.  It  is  intended 
particularly  for  students,  for  general 
surgeons,  and  for  those  general  practi- 
tioners who  are  occasionally  called  upon 
to  perform  emergency  operations.  His- 
torical notes  are  included  and  the  essen- 
tials of  surgical  anatomy  are  given  pre- 
ceding operative  procedures.  The  opera- 
tions are  described  by  the  step-by-step 
method  for  the  benefit  of  the  student. 
There  is  an  abundance  of  illustrations 
which  elucidate  the  text  and  which  make 
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clearer  the  author’s  intentions.  The 
operative  procedures  are  selected  from  an 
enormous  number  of  surgical  procedures, 
and  these  give  a comprehensive  and 
authoritative  picture  of  the  status  of 
modern  surgical  technic.  A compre- 
hensive Subject  Index  to  the  text  and 
figures  is  appended  to  each  volume.  This 
work  should  thus  be  an  invaluable  refer- 
ence for  all  general  surgeons  and  to  those 
limiting  their  practice  to  particular  fields. 

Emil  Goetsch 

Pharmaceutical  Latin.  For  Pharmaceutical, 
Medical,  Dental  and  Veterinary  Students  and 
Practitioners,  by  Jacob  S.  Dorfman.  Second 
edition.  Octavo  of  146  pages.  Philadelphia, 
Lea  & Febiger,  1938.  Cloth,  $2.00. 

This  book  contains  one  hundred  and 
forty  pages  of  declensions,  conjugations, 
and  vocabularies — specifically  written  for 
pharmacists,  physicians,  dentists,  etc., 
who  have  no  preliminary  knowledge  of 
Latin.  A perusal  of  it  by  the  practicing 
physician  would  discourage  rather  than 
encourage  the  use  of  Latin  in  prescription 
writing.  It  is,  however,  the  most  thor- 
ough treatment  of  the  subject,  and  would 
serve  as  a splendid  reference  book. 

Charles  Solomon 

The  Chemistry  of  the  Sterids.  By  Harry 
Sobotka.  Octavo  of  634  pages.  Baltimore, 
Williams  & Wilkins  Company,  1938.  Cloth, 
$8.50. 

The  present  book  is  the  second  of  two 
companion  volumes.  The  first  reviewed 
the  physiology  of  the  bile  acids  and  lip- 
ides,  and  this  one  discusses  the  chemical 
aspects  of  the  subject.  The  term  “sterid’ ’ 
is  meant  to  comprise  sterols  and  ster- 
oids, i.e.,  sterol-like  substances. 

After  an  historical  introduction,  the 
author  describes  various  methods  of 
structural  research  of  sterids.  These 
chapters  are  of  especial  interest  to  the 
investigator  in  organic  chemistry.  In 
the  next  chapters  the  chemical  properties 
of  various  sterids,  i.  e.,  bile  acids,  sterols, 
hormones,  carcinogens,  are  described. 
Over  400  structural  formulas  serve  to 
illustrate  the  text. 


The  second  part  of  the  book  is  taken 
up  with  a classified  catalogue  of  the 
sterids  and  their  derivatives.  This  oc- 
cupies 336  pages  of  the  book,  comprising 
its  main  bulk.  The  properties  of  over 
3,000  substances  are  described.  An  ex- 
cellent bibliography,  covering  over  68 
pages,  with  an  author  and  subject  index 
completes  the  book. 

This  book  is  essentially  a storehouse  of 
information  for  the  research  worker,  es- 
pecially for  those  attacking  chemical 
phases  of  the  problem.  The  compilation 
of  this  information  will  save  hours  of 
tedious  search  through  the  literature,  for 
which  the  author  deserves  our  gratitude. 

Albert  E.  Sobel 

A Synopsis  of  the  Diagnosis  of  the  Acute 
Surgical  Diseases  of  the  Abdomen.  By  John 
A.  Hardy,  M.D.  Duodecimo  of  345  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company,  1938. 
Cloth,  $4.50. 

In  this  small  volume  which  is  in  the 
nature  of  a synopsis  the  author  has  dis- 
cussed in  a concise  fashion  the  acute 
surgical  diseases  of  the  abdomen.  Al- 
though references  to  the  literature  have 
been  omitted,  the  book  should  appeal  to 
the  general  medical  profession. 

There  are  chapters  on  chronic  disease 
of  the  intra-abdominal  organs  which  per- 
haps cannot  be  considered  acute  surgical 
disease. 

The  author  has  drawn  largely  from  his 
own  extensive  experience,  and  has  covered 
the  subject  in  a manner  which  will  meet 
with  the  approval  of  the  profession. 

Perhaps  a chapter  or  two  on  diseases 
of  the  chest,  especially  referable  to  the 
heart,  might  have  been  added  in  order  to 
make  this  volume  complete.  The  dif- 
ferential diagnosis  between  acute  surgical 
disease  of  the  upper  abdomen  and  coron- 
ary artery  occlusion  is  not  uncommon  and 
should  receive  consideration. 

Irving  Gray 

Practical  Otology,  Rhinology  and  Laryngol- 
ogy* By  Adam  E.  Schlanser,  M.D.  Octavo 
of  315  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $4.50. 

The  author  is  a Colonel  in  the  Medical 
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Corps  of  the  United  States  Army.  With 
military  dispatch  he  proceeds  with  clarity 
yet  brevity  to  cover  a very  difficult  spe- 
cialty? of  medicine.  Every  phase  of 
otolaryngology  is  considered,  and  the 
author’s  attempt  at  brevity  makes  this 
work  so  much  the  more  illuminating  and 
instructive.  The  book  was  written  pri- 
marily to  fill  a clinical  need,  and  this  is 
admirably  done.  To  his  brother  medical 
officer,  stationed  at  some  out-lying  camp 
or  district,  the  Colonel  offers  this  work 
as  a guide  and  for  consultation. 

The  author  purposely  omits  details  of 
anatomy  and  pathology,  and  concen- 
trates his  efforts  in  making  this  volume 
a clinical  work  which  will  fill  the  need 
so  keenly  felt  by  those  who  would  ren- 
der the  patient  a maximum  service. 
Throughout  this  volume  one  can  sense 
the  clinical  experience  of  the  author  as  he 
guides  the  reader,  and  lends  a helping 
hand  to  avoid  the  pitfalls  in  the  actual 
practice  of  otolaryngology  and  in  com- 
bating the  always  present  malingerer. 
The  discussion  of  deafness  and  the  testing 
of  hearing  is  unusually  complete  and  well 
done,  yet  simple  and  readily  understand- 
able. As  a civilian  we  recommend  this 
book  to  the  general  practitioner,  the 
medical  student,  and  to  the  otolaryngolo- 
gist. As  a medical  officer  we  suggest 
that  this  volume  occupy  as  conspicuous  a 
place  as  Army  Regulations. 

Samuel  Zwerling 

The  Pituitary  Gland.  An  Investigation  of  the 
Most  Recent  Advances.  Volume  XVII  of  a 
Series  of  Research  Publications  of  the  Associa- 
tion for  Research  in  Nervous  and  Mental  Dis- 
ease. Octavo  of  764  pages,  illustrated.  Balti- 
more, Williams  and  Wilkins  Company,  1938. 
Cloth  $10.00 

This  volume  is  divided  into  three 
general  subdivisions,  dealing  with  a- 
natomy,  physiology,  and  general  con- 
siderations. Sections  dealing  with  anat- 


omy and  physiology  are  particularly 
good.  The  late  Frederick  Tilney  has 
contributed  a chapter  on  “The  Glands  oi 
the  Brain”  with  special  reference  to  the 
pituitary  gland. 

Virtually  every  possible  phase  of  pitui- 
tary relationships  is  discussed.  The  boob 
is  unusually  well  illustrated,  160  illusj 
trations  and  53  tables,  being  nicely 
spaced  in  slightly  over  700  pages  of  read- 
ing matter. 

It  is  perhaps  inadvisable  in  dealing 
with  a subject  concerned  with  endocrine 
factors  to  state  that  it  is  “up  to  datfeJ 
We  feel  quite  sure,  however,  that  any 
purchaser  of  the  book  would  feel  well  re- 
warded, in  adding  such  a detailed  analysis 
of  “The  Master  Gland”  to  his  collection, 
Harold  R.  MerwarthH 

Tuberculosis  Among  Children  and  YouJ 
Adults.  By  J.  Arthur  Myers,  M.D.  Second 
edition.  Octavo  of  401  pages,  illustralM 
Springfield,  Charles  C.Thomas,  1938.  Cloth, $4^ 

Dr.  Myers  has  so  firmly  established 
himself  as  one  of  the  foremost  authorities 
on  tuberculosis  that  any  additional  con- 
tribution to  the  literature  by  him  must  pi 
eagerly  welcomed.  This  latest  bool 
Tuberculosis  Among  Children  and  Yount 
Adults  fully  lives  up  to  expectations.  Ii 
develops  most  clearly  and  logically  tjj 
relationship  between  primary  tubercu- 
losis infection  and  the  various  paths  alon^ 
which  such  infection  travels  and  its  ulti- 
mate denouement  in  secondary  reinfe<| 
tion,  or  adult  tuberculosis.  The  book  enl 
bodies  all  the  latest  concepts  of  the  pathd 
genesis  of  tuberculosis  in  childhood  an 
adult  life;  and,  of  course,  is  most  corn 
plete  in  its  description  of  the  symptom 
and  management  of  each  specific  type 
Any  practitioner  of  medicine  wh 
wishes  to  keep  abreast  with  the  risinj 
tide  of  knowledge  on  this  complex  subjec 
cannot  afford  to  be  without  this  book . 

Foster  Murray 


ORDERING  BOOKS 


As  a service  to  our  readers,  books  listed  in  this  issue  or  any  other  medical  book  in  print  may 
be  ordered  through  T.  H.  McKENNA,  INC.,  878  Lexington  Avenue,  New  York  City.  Phone 
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Editorial 


The  State  Meeting 


Judging  by  the  interest  already  evinced  in  the  Annual  Meeting 
by  physicians  all  over  the  state,  it  is  advisable  for  those  who  plan 
to  attend  to  make  their  reservations  now.  The  State  Meeting  always 
brings  a gathering  of  the  membership  in  force.  For  many  reasons 
this  year  should  set  a record  attendance. 

The  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New 
York  is  one  of  those  rare  occasions  which  may  truthfully  promise 
all  things  to  all  men.  To  those  primarily  interested  in  scientific 
study  it  offers  a program  of  outstanding  excellence,  with  lectures, 
clinical  demonstrations,  and  technical  exhibits  combined  to  impart 
a maximum  of  practical  instruction  in  the  brief  time  available. 

Politically  minded  members  who  desire  to  study  the  currents 
which  are  pushing  practice  in  new  directions  and  to  participate  in 
the  formulation  of  professional  policy  will  have  ample  opportunity  to 
satisfy  their  interests  at  the  State  Meeting.  At  the  Annual  Dinner 
this  year  Dr.  Irving  Abell,  President  of  the  American  Medical  Associa- 
tion, will  discuss  national  medical  problems.  Dr.  William  A. 
Groat,  President  of  the  State  Society,  will  present  the  situation  in 
New  York  and  outline  the  policies  which  will  govern  his  administra- 
tion. 

It  has  not  been  forgotten  that  a large  number  of  physicians  view 
the  State  Meeting  as  an  opportunity  for  relaxation  and  play.  For 
them  and  their  ladies  golf,  card  parties,  and  other  social  events  have 
been  arranged. 

In  addition,  the  Society  will  have  two  distinguished  guests  at  the 
Annual  Dinner  who  are  incapable  of  instructing  without  entertain- 
ing or  vice  versa.  Dr.  Logan  Clendening  has  made  the  romance 


300 


EDITORIAL 


[N.  Y.  State  J.  M. 


of  medicine  live  for  the  laity  without  sacrifice  or  distortion  of  scientific 
fact.  Alexander  Woollcott — dramatic  critic,  author,  actor— un- 
forgettably enriches  every  subject  on  which  he  turns  the  brilliant 
light  of  his  multi-faceted  wit. 

For  those  who  have  not  yet  noted  the  date  in  their  diaries,  the 
Annual  Meeting  will  be  held  in  Syracuse  from  the  24th  to  the  28th 
of  April. 


Monopoly  by  the  Inferior 

In  the  January  issue  of  America's  Future,  Dr.  Charles  Gordon 
Heyd  asks  the  American  public  what  kind  of  medicine  it  wants.  “Do 
You  Want  Your  Own  Doctor — or  a Job  Holder?”  asks  Dr.  Heyd; 
and  in  the  asking  he  tells  the  laity  what  it  may  expect  if  compulsory 
health  insurance  drives  out  the  private  practice  of  medicine  in  this 
country. 

For  sooner  or  later  compulsory  insurance  does  drive  out  private 
practice,  with  the  inevitability  with  which  “bad  money  drives  out 
good”  under  Gresham’s  Law.  As  the  compulsory  insurance  system 
is  expanded  to  bring  in  ever  new  classes  of  the  population — and  it 
must  be  so  expanded  to  remain  solvent — it  becomes  less  and  less 
possible  for  private  practice  to  compete  with  cheap  state  services. 
In  the  end,  the  government  exercises  “a  complete  monopoly  in  dis- 
tribution of  medical  services” — a monopoly  which  is  more  real  and 
more  dangerous  than  the  spurious  charge  trumped  up  against  the 
American  Medical  Association  by  Assistant  Attorney  General 
Thurman  Arnold  and  his  cohorts. 

As  Dr.  Heyd  truly  observes,  compulsory  health  insurance  is  a 
political  expedient  rather  than  a scientific  attempt  to  satisfy  the 
medical  needs  of  the  public  on  a quality  basis.  It  promises  service 
that  it  cannot  possibly  deliver,  for  while  it  undoubtedly  spreads 
the  cost  of  medical  care,  it  can  buy  no  more  of  the  latter  than  “is 
provided  by  the  premiums  less  the  cost  of  administration.  ...  The 
tax  dollar  for  compulsory  health  insurance  cannot  possibly  buy  a 
dollar’s  worth  of  medical  service  . . . for  the  solvency  of  the  insurance 
system  will  eventually  regulate  costs  at  the  expense  of  medical 
benefits.” 

The  proponents  of  compulsory  health  insurance  proselytize  for 
their  scheme  by  hammering  away  at  a few  striking  sets  of  statistics. 
Upon  close  examination,  however,  most  of  their  figures  are  seen  to 
be  more  sensational  than  accurate.  For  example,  they  point  to  the 
number  of  deaths  from  tuberculosis  in  a given  year  as  a sample  of 
the  inadequacy  of  our  system  of  medical  care;  but  they  do  not 
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say  that  the  League  of  Nations’  statistics  show  a more  rapid  decline 
of  the  tuberculosis  death  rate  in  noninsurance  than  in  insurance 
countries.  As  a matter  of  fact,  they  avoid  all  mention  of  the  tre- 
mendous drop  in  tuberculosis  mortality  which  has  taken  place  every- 
where in  the  past  quarter  century,  and  which  may  reasonably  be  ex- 
pected to  continue. 

On  the  subject  of  costs  the  friends  of  compulsory  health  insurance 
are  equally  vague,  not  to  say  misleading.  Dr.  Heyd  quotes  Bower 
Aly,  who  promises  complete  medical  care  for  only  ten  cents  a day 
per  person.  That  sounds  cheap,  doesn’t  it? — until  a little  multipli- 
cation brings  the  figure  to  $146  a year  for  the  average  American 
family  of  four  persons. 

It  must  be  emphasized  in  this  connection  that  the  money  for  com- 
pulsory health  insurance  would  come  in  the  main  from  the  workers 
themselves.  “There  is  no  such  thing  as  free  medical  service”  under 
state  control.  “Taxes,”  generally  speaking,  “are  paid  by  all  of  the 
people  and  not  by  the  rapidly  disappearing  rich  class.  Every  cent 
taken  from  the  dollar  for  taxes  is  just  that  amount  abstracted  from 
the  standard  of  living.”  If  longer  life  and  better  health  resulted 
from  this  sacrifice,  it  would  be  worth  while ; but  the  inescapable  fact 
remains  that  on  the  whole  the  United  States  and  Canada  have  lower 
morbidity  and  mortality  rates  than  any  country  with  compulsory 
insurance. 

This  is  primarily  because  “the  practice  of  medicine  in  America  . . . 
is  a diagnostic  practice,  . . . based  upon  complete  physical  examina- 
tion and  scientific  laboratory  determinations.  . . ” In  panel  practice, 
with  few  exceptions,  ambulatory  medical  care  consists  of  “a  brief 
visit  to  the  doctor,  an  inadequate  scant  history  and  a prescription 
or  the  dispensing  of  a bottle  of  medicine.” 

Any  system  of  state  medical  aid  to  be  acceptable  to  the  medical 
profession  must  conserve  the  best  standards  of  private  practice. 
“Organized  medicine  believes  the  health  of  the  citizens  is  one  of  the 
primary  interests  of  government.  It  does  not  believe,  however,  that 
the  government  can  function  in  the  distribution  of  medical  services 
as  well  as  those  trained  to  render  that  service.” 


High  Incidence  of  Unrecognized  Trichiniasis 

From  several  extremely  mpressive  studies  during  recent  years 
concerning  the  incidence  of  human  infestation  with  the  Trichinella 
spiralis,  it  is  evident  that  this  remains  high  despite  the  painstaking 
govermental  inspection  of  meat  which  has  been  in  force  for  the  past 
forty  years.  Queen,*  who  conducted  his  survey  in  Rochester  (New 

* Queen,  F.  B.:  J.  Pamsitol.,  17:  128  (1931). 
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York)  and  Boston,  found  it  to  be  18.7  per  cent.  McNaught  and 
Anderson*  report  the  occurrence  in  their  series  as  24  per  cent, 
while  Pote,t  working  in  St.  Louis,  found  the  larvae  in  15.4  per  cent 
of  the  1,060  unselected  autopsies.  These  figures  are  much  higher 
than  those  existing  in  all  reports  prior  to  1901,  and  therefore  some 
important  conclusions  can  be  drawn  from  the  work  of  these  investi- 
gators. 

In  Pote’s  163  positive  observations  there  were  instances  of  infesta- 
tion to  a severe  degree,  yet  in  no  case  was  there  any  evidence  of 
trichiniasis  to  be  found  either  in  the  clinical  picture  or  in  the  history. 
This  is  in  accord  with  the  findings  of  others  who  have  conducted 
similar  studies.  Furthermore,  the  occurrence  of  the  Trichinella  was 
not  found  to  be  either  a direct  or  a contributing  factor  in  the  death 
of  these  163  patients.  During  the  five-year  period  of  Pote’s  study, 
only  seven  cases  of  trichiniasis  had  been  reported  to  the  Health  De- 
partment of  the  St.  Louis  area,  despite  the  large  number  in  whom 
the  parasite  was  found  at  postmortem  examination. 

Since  in  packing  houses  under  Federal  supervision,  the  law  com- 
pels the  processing  of  all  pork  products  to  destroy  the  Trichinella 
where  there  is  a possibility  that  the  pork  may  be  eaten  without  cook- 
ing, the  source  for  this  high  incidence  of  infestation  must  be  sought 
for  elsewhere.  In  all  probability  it  is  the  “country  pork”  prepared 
on  the  farms  and  in  unsupervised  local  slaughter  houses  that  is  re- 
sponsible for  the  wide  extent  of  trichinella  infestation  in  man.  Con- 
sumers of  pork,  regardless  of  its  place  of  preparation  should  be 
warned  to  cook  all  pork  thoroughly,  since,  in  the  last  analysis,  they 
alone  can  completely  eradicate  trichiniasis  by  strictly  observing 
this  counsel.  A casual  hint  from  the  doctor  to  his  patient  will  help 
a great  deal. 

Fresh  Blood  vs.  Bank  Blood 

The  clinician  has  never  concerned  himself  to  any  degree  with  the 
details  surrounding  the  administration  of  blood  by  transfusion.  In 
the  numerous  conditions  for  which  he  prescribes  blood  he  rarely 
interests  himself  beyond  determining  the  need  for  such  medication. 
Yet  there  are  instances  in  which  the  direct  transfusions  of  whole 
blood  is  infinitely  preferable  and  of  more  therapeutic  value  than 
the  use  of  citrated  blood.  Because  of  the  widely  spreading  institu- 
tion of  “blood  banks”  in  our  hospitals,  a tendency  to  use  this  source 
of  supply  as  a routine  one  for  all  cases  may  manifest  itself.  As 
Rhoads  and  Panzer*  point  out,  this  stored  blood  is  not  equivalent  to 
freshly  drawn  blood  in  all  respects. 


* McNaught,  J.  B.,  and  Anderson,  E.  V.:  107:  1,446  (1936). 

t Pote,  B.:  Am.  J.  Med.  Sc.,  197:  47  (Jan.),  1939. 

t Rhoads,  J.  E.,  and  Panzer,  L.  M.:  J.A.M.A.,  112:  309  (Jan.  28),  1939. 
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Using  a modification  of  Quick’s*  method  in  order  to  determine 
the  prothrombin  time  of  blood  stored  in  the  bank,  samples  were 
examined  ranging  in  age  from  three  to  ten  days  following  withdrawal 
from  the  donor.  It  was  found  that  the  older  the  specimen,  the 
greater  the  prolongation  of  the  prothrombin  time.  This  ranged  from 
17  per  cent  increase  on  the  third  day  to  40  per  cent  on  the  tenth  day. 
They  conclude  from  their  observations  that  the  use  of  blood  which 
has  been  in  the  bank  more  than  a week  is  almost  valueless  in  the  treat- 
ment of  diseases  having  an  acute  prothrombin  deficiency.  Where, 
for  instance,  it  is  desired  to  combat  hemorrhagic  tendencies  in 
jaundiced  patients  both  pre-  and  postoperatively,  the  transfusion 
of  stored  blood  is  decidedly  less  effective  than  freshly  drawn  blood 
even  where  bile  salts  and  vitamin  K had  been  given. 

It  is  obvious,  therefore,  that  the  clinician  must  in  the  future  be 
aware  of  the  fact  that  the  mere  prescribing  of  blood  is  no  indication 
that  his  patient  will  receive  the  quality  of  blood  needed  to  meet  the 
given  situation.  He  must  indicate  the  kind  he  wants  administered, 
and,  until  the  laboratory  provides  additional  data  on  the  compara- 
tive values  and  curative  properties  of  bloods  differently  prepared, 
he  will  have  to  be  guided  by  his  bedside  observations. 


Current  Comment 


“The  general  idea  of  creating  a big 
general  fund  through  which  the  masses 
could  get  medical  treatment  at  low  cost  is 
okay,  and  a humane  proposition,  if  politics 
is  kept  out  of  the  business  of  getting  a 
doctor  in  a hurry ....  The  danger  is  that 
you’d  phone  the  Federal  bureau  for  a 
bonesetter  and  get  an  eye  doctor.  And 
even  then  you  might  have  to  wait  until 
eight  or  ten  healthy  bureaucrats  got 
around  to  investigate  your  case  to  see  if 

you  were  really  sick And  if  there  is  one 

thing  most  people  would  be  scared  stiff  by, 
it’s  the  possibility  of  the  Government  ever 
being  the  one  to  see  that  the  right  labels 
get  on  the  medicine  bottles.’’  The  fore- 
going is  from  the  column  “Dave  Boone 
Says”:  in  the  January  25,  1939  issue  of 
the  New  York  Sun. 


“If  we  have  a system  of  socialized 
medicine,  we  cannot  exclude  the  son  or 
daughter  of  any  politician.  We  will  have 


candidates  for  medical  schools  suggested 
by  politicians. . .”  from  an  address  by  Dr. 
Charles  Gordon  Heyd. 

• • • 

“The  chief  protection  of  the  American 
medical  profession  against  becoming 
pawns  in  the  hands  of  political  strategists 
is  the  assumption  by  its  members  of  roles 
of  social  leadership.  Physicians  have 
always  been  considered  as  insulated 
against  all  extra-professional  contacts, 
barred  to  civic  interests,  poor  business 
men,  impractical  idealists,  sentimentalists 
who  are  mercilessly  exploited  by  profes- 
sional welfare  organizations.  But  they 
themselves  are  chiefly  responsible  for 
these  poor  opinions  of  them;  they  have 
been  so  busy  in  their  own  kitchen  gardens 
that  they  have  seldom  looked  upon  the 
outside  fields. 

The  earnest  thought  and  endeavor  of 
physicians  will  still  be  engaged  with 
adolescence,  senescence,  casualties,  and 
malignities ; but  these  will  not  claim  their 


* Quick,  A.  J.:  Am.  J.  Physiol.,  114:  282  (1936). 
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entire  attention.  Sickness  and  death  are 
important,  but  not  so  much  as  life.  Even 
life  itself  is  not  so  important  as  its  quality. 
. . . Theoretical  and  applied  science  must 
now  be  used  not  for  the  satisfaction  of 
curiosity,  but  for  the  betterment  of  self 
and  for  the  construction  of  truly  civilized 
man.”  “Doctors  Must  Grow  Up”  is  the 
title  of  an  editorial  in  the  Medical  Record 
of  January  18,  1939,  from  which  we  have 
quoted  in  part. 


“.  . . He  (the  doctor)  is  the  man,  at  long 
last,  who  will  be  called  upon  to  deliver  the 
medical  care  which  is  the  subject  matter 
of  proposed  legislation,  and  if  he  knows 
good  reasons  why  certain  laws  will  work 
and  others  will  not,  he  may  properly  see 
to  it  that  they  are  presented  to  the  men 
who  make  our  laws.  In  fact,  it  may  even 
be  that  his  Senator  and  Congressmen  are 
waiting  to  hear  from  him.”  “Write 
Your  Congressman  Immediately,”  recom- 
mends Dwight  Anderson,  Director  of  the 
Public  Relations  Bureau  of  the  Medical 
Society  of  the  State  of  New  York,  in  the 
January,  1939,  issue  of  The  Public  Opinion 
Quarterly , published  by  the  School  of 
Public  Affairs  of  Princeton  University. 


“Is  medicine  a philanthropy  depending 
for  its  support  upon  gratuities,  or  is  it  a 
profession  at  which  the  practitioner  must 
work  for  his  livelihood  and  economic 
position?  ...  It  has  been  said  ‘By  their 
works  ye  shall  know  them.’  Upon  that 
thesis  medicine  ought  not  to  have  to 
stand  before  the  bar  to  plead.  But  the 
fact  is,  it  must.  Let  us,  then,  be  stiff- 
jointed  advocates,  who  see  the  right, 
and  speak  with  authority,  unani- 
mously. ...”  This  time  the  call  to  stand 
together  comes  from  the  Toledo  Academy 
of  Medicine’s  Bulletin. 


“.  . . It  is  probable  that  to  the  lack  of 
careful  thinking,  or  maybe  the  inability  to 


think  clearly,  a common  fault  these  days, 
the  world  owes  its  present  distresses, 
social  and  individual,  a term  too  mild  to 
apply  to  the  upheaval  which  is  taking 
place.  If  the  task  of  bringing  things  into 
something  like  order  is  not  taken  in 
hand,  and  if  force  triumphs  everywhere, 
the  world  will  not  only  be  unfit  for  heroes 
to  live  in  but  for  ordinary  people  as  well.” 
From  an  editorial  on  “Our  Civilization” 
in  the  Medical  Record  of  January  4,  1939. 


“. . .The  fact  of  the  matter  is  that  un- 
less there  is  strict  medical  control  of  con- 
tract practice  it  is  bound  to  be  of  an  infe- 
rior type,  employing  unskilled  or  inexperi- 
enced physicians.  It  stands  to  reason 
that  a system  which  pays  enough  to  at- 
tract qualified  physicians  cannot  be  as 
cheap  as  interested  persons  would  have  us 
believe. 

Medical  service  of  a high-grade  type 
cannot  be  ‘thrown  in’  as  a premium  to 
promote  sales  memberships  or  circulation 
— as  some  newspapers,  for  example,  have 
attempted  to  do.  Neither  can  it  be  fur- 
nished at  bargain  prices  of  fifteen  or 
twenty  cents  a call.  It  is  distinctly  not  a 
mass  production  industry.  . . .The  point 
is  that  group  payment  plans  must  observe 
the  same  ethical  rules  as  govern  the  prac- 
titioner’s relations  to  his  privately  paying 
patients.  This  entails  fair  payment  for 
the  doctor,  avoidance  of  unethical  ad- 
vertising and  soliciting  and  strict  control 
of  standards  by  organized  medicine 
An  opinion  expressed  by  the  editors  of  the 
St.  Louis  County  Medical  Society  Bulletin 
of  January  20,  1939. 


“.  . . So  long  as  we  find  it  necessary  to 
invest  sixty  or  eighty  millions  in  a 
battleship  which  is  obsolescent  even  be- 
fore it  is  completed,  and  grant  only  a few 
millions  for  the  study  of  cancer  or  mental 
diseases,  militant  science  has  a case.” 
From  an  editorial  in  the  New  York  Times 
of  January  4,  1939- 


TREATMENT  OF  DERM ATOPHYTO SIS  WITH  TRICHOPHYTIN, 
CONVALESCENT  OR  IMMUNE  SERUM,  AND  VACCINES 

Eugene  F.  Traub,  M.D.,  and  Jesse  A.  Tolmach,  M.D.,  New  York  City 


It  is  our  belief  that  at  this  time  der- 
matologists should  come  to  an  agree- 
ment as  to  the  efficacy  of  the  various 
biologic  methods  of  treatment  of  derma- 
tophytosis.  We  are  all  aware  that  vac- 
cine and  extract  treatment  of  this  dis- 
ease has  received  wide  use  on  the  part  of 
physicians  on  the  basis  of  overenthusias- 
tic  reports  partly  in  the  medical  litera- 
ture and  partly  from  commercial  adver- 
tising. Perhaps  a critical  resume  of  most 
of  this  work  done  to  date  would  serve  to 
stimulate  dermatologists  to  take  a more 
uniform  attitude  toward  such  treatment. 
After  all,  it  is  to  the  dermatologist  that 
the  general  physician  turns  for  the  last 
word  in  the  treatment  of  skin  diseases. 

It  was  logical  that  dermatophytosis, 
which  is  so  prevalent  and  so  persistent 
and  which  causes  systemic  reactions, 
should  have  been  given  thorough  study 
from  an  immunologic  standpoint.  All  of 
us  have  experienced  difficulty  in  clearing 
up  some  of  the  mycotic  eruptions  with 
which  we  have  been  confronted  and  it  is 
an  even  more  common  experience  to  see 
many  of  our  “cured”  cases  return  quickly 
with  what  were  formerly  believed  to  be 
fresh  infections  but  which  probably  rep- 
resent a relapse  of  a previously  arrested 
but  dormant  infection.  Therefore,  tricho- 
phytin,  when  first  used  in  this  country 
as  a therapeutic  agent  by  Van  Dyck, 
Kingsbury,  Throne,  and  Myers,1  ap- 
peared to  place  at  our  disposal  a valuable 
form  of  desensitization  therapy.  They 
stated  that  “during  this  investigation,  it 
was  noted  that  recurrences  or  exacerba- 
tions were  uniformly  seen  when  the  cura- 
tive injections  were  not  continued  until 
there  no  longer  appeared  any  reaction  at 
the  sites  of  injection;  or,  in  other  words, 
until  a general  desensitization  had  de- 
veloped.” Also  that  “sufficient  time  has 


not  elapsed  to  allow  any  conclusions  as  to 
the  duration  of  the  immunity  which  this 
method  of  treatment  may  produce.” 
They  apparently  assumed  that  the  desen- 
sitization and  immunity  paralleled  one 
another.  One  hundred  cases  of  “mycotic- 
like  eruptions  which  gave  a positive  reac- 
tion to  trichophytin”  were  selected  and 
given  trichophytin  injections  together 
with  the  usual  local  measures.  They  re- 
ported 32  per  cent  of  their  cases  as  ap- 
parently cured,  28  per  cent  greatly  im- 
proved, 21  per  cent  slightly  improved,  and 
19  per  cent  unimproved. 

Sulzberger  and  Wise2  following  along 
the  same  lines  asserted:  “Since  the  der- 
matophytids  are  today  usually  the  most 
important  therapeutic  problem  in  the 
common  tinea  infections  . . . and  since 
these  “ids”  are  dependent  on  the  hyper- 
sensitiveness of  the  skin  for  their  exist- 
ence, attempted  desensitization  therapy 
was  indicated.  In  18  cases  of  probable 
“ids”  desensitization  by  means  of  intra- 
dermal  injections  of  trichophytin  was  at- 
tempted. While  complete  or  relative  de- 
sensitization could  be  achieved  in  15  cases, 
only  about  two-thirds  of  this  number 
seemed  benefited  by  the  treatment,  these 
showing  either  long  remissions  or  marked 
improvement  or  apparent  cure.”  They 
selected  18  cases  of  “probable  ids”  (no 
microscopic  or  cultural  identification  hav- 
ing been  done)  and  treated  them  with 
trichophytin  and  in  all  but  2 or  3 cases 
with  the  usual  local  remedies  as  well. 

Kerr,  Pascher,  and  Sulzberger3  re- 
ported on  6 cases  selected  in  the  following 
manner:  “Eczematous  hand  and  foot 

eruptions  clinically  called  dermatophyte' 
sis  and  dermatophytid  (in  the  large  ma- 
jority of  which  it  may  be  assumed  that 
both  the  omnipresent  Monilia  and  the  al- 
most omnipresent  epidermophyton  could 
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have  been  found  by  careful  mycologic  in- 
vestigation of  the  feet,  toenails,  mouth,  et 
cetera).  There  were  none  with  skin  re- 
actions to  trichophytin  alone,  8 cases 
with  reactions  to  both  trichophytin  and 
oidiomycin,  and  4 cases  with  reactions  to 
oidiomycin  alone.”  In  other  words  all  12 
were  positive  to  oidiomycin.  These  pa- 
tients were  treated  with  either  trichophy- 
tin, oidiomycin,  or  with  both.  Addi- 
tional local  treatment  may  have  been  em- 
ployed, its  use  is  not  denied.  Four  of  the 
cases  were  improved  after  varying  num- 
bers of  injections  (11-20);  1 case  marked 
“cured”  after  ten  injections  had  a re- 
lapse in  six  months  and  had  improved 
after  seventeen  more  injections.  The  last 
case  also  “cured”  after  five  injections  re- 
turned after  eight  months  to  receive  eight 
more  at  which  time  the  patient  was  dis- 
charged from  treatment.  Actually  then, 
one  of  their  cases  may  have  been  “cured” 
yet  their  conclusions  were  that  “satisfac- 
tory therapeutic  results,  through  desensi- 
tization either  with  oidiomycin  alone  or 
with  oidiomycin  plus  trichophytin  are 
reported  in  6 persistent  cases  of  clinical 
dermatophytosis  and  dermatophytid.” 
Apparently  they  too,  like  Van  Dyck,  et 
al.,  thought  that  immunity  and  desensi- 
tization were  necessarily  one  and  the  same 
process — to  quote:  “moreover,  just  as  in 
other  active  immunization  procedures,  we 
observed  that  in  oidiomycin  desensitiza- 
tion the  active  immune  or  desensitized 
stage  may  sometimes  be  reached  by  pass- 
ing through  a stage  of  increased  hyper- 
sensitivity.” 

We  found  desensitization4  with  tricho- 
phytin a very  temporary  affair.  In  a se- 
ries of  135  patients  treated  with  this 
agent,  all  of  the  patients  whom  we  suc- 
ceeded in  desensitizing  and  who  returned 
to  us  with  recurrences  showed  the  same 
reaction  to  trichophytin  that  they  had 
shown  before  the  first  treatment  was  in- 
stituted. In  our  comments  we  said: 
“We  feel  that  desensitization  as  mani- 
fested by  the  failure  to  react  to  tricho- 
phytin, had  little  or  no  effect  on  the 
course  of  the  disease.  There  was  cer- 
tainly no  evidence  to  encourage  us  in  the 
hope  that  immunity  can  be  induced  by 


means  of  injections  of  trichophytin.  On 
the  whole,  trichophytin  had  as  little  ef- 
fect on  the  “ids,”  in  which  improvement 
might  have  been  expected  theoretically, 
as  on  the  mycotic  foci,  in  which  it  was  not 
expected.” 

Osborne,  Putnam,  and  Rickloff5  treated 
more  than  100  proved  cases  of  dermato- 
phytosis with  trichophytin  and  monilia 
extracts.  Unfortunately  they  did  not 
state  whether  or  not  local  remedies  were 
also  used.  Despite  the  fact  that  this  ar- 
ticle was  published  before  our  study, 
which  was  done  at  the  same  time,  we  over- 
looked this  report  because  it  was  buried  in 
an  extensive  review  dealing  with  other 
phases  of  dermatophytosis.  It  is  signifi- 
cant, therefore,  that  our  conclusions  and 
theirs,  independently  arrived  at,  are 
identical.  They  concluded,  “our  results 
have  been  sporadic  and,  we  believe,  no  bet- 
ter than  could  have  been  expected  with- 
out trichophytin.  In  chronic  relapsing 
mycoses  of  the  hands  and  feet  our  results 
have  been  very  disappointing.  Appar- 
ently good  results,  in  most  instances, 
proved  later  to  be  temporary.  We 
should  never  forget  the  natural  tendency 
to  improve  and  relapse,  depending  upon 
the  environment,  and  especially  under 
mild  antiseptic  applications.  We  can 
find  no  theoretical  reason  for  expecting 
that  desensitization  would  effect  a cure 
of  a primary  focus.  Local  flare-ups  of  foci 
and  widespread  dermatophytids,  asthma, 
and  urticaria  have  been  observed  follow- 
ing trichophytin  and  in  one  instance  a 
severe  vesiculopustular  exfoliative  der- 
matitis.” 

Templeton6  also  warned  that  when 
using  trichophytin,  caution  was  neces- 
sary and  he  reported  cases  with  severe 
local,  focal,  and  general  reactions  to  the 
orthodox,  strong  concentrations  usually 
employed. 

We7  discussed  fully  in  another  study 
the  dissociation  of  hypersensitivity  (al- 
lergy)  and  immunity,  and  advised,  for  pur- 
poses of  clarity,  the  restriction  of  the  term 
allergy  to  the  following  definition  of  Rich : 
“that  state  of  specific  hypersensitivity 
which  develops  as  a result  of  the  entry  of 
foreign  protein  into  the  tissues,  and  which 
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manifests  itself  locally  by  the  occurrence 
of  tissue  damage  and  inflammation  wher- 
ever the  foreign  protein  or  even  a specific 
fraction  of  the  sensitizing  molecule  (hap- 
tene)  lodges  in  the  previously  sensitized 
tissues.”  Probably  only  the  word  “pro- 
tein” in  this  definition  might  be  subject  to 
revision.  This  dissociation  of  allergy  and 
immunity  noted  by  Rich,  Kahn,  C.  A. 
Stewart,  Cross,  C.  M.  Williams,  and  others 
was  demonstrated  by  the  results  we  ob- 
tained in  the  treatment  of  our  patients 
with  trichophytin.  In  83  of  our  cases  in 
which  microscopic  identification  was  ob- 
tained we  were  able  to  desensitize  23  com- 
pletely, but  we  did  not  effect  a cure  in  a 
single  instance.  Sixteen  patients  in  this 
series  gave  no  reaction  to  trichophytin  at 
any  time,  despite  the  positive  mycologic 
findings  and  in  this  group  there  were  2 
apparently  “cured”  cases,  and  5 patients 
who  showed  improvement.  In  52  cases  in 
which  microscopic  identification  was  lack- 
ing, we  were  able  to  desensitize  17  pa- 
tients, only  2 of  whom  were  apparently 
cured. 

It  should  be  evident  from  the  foregoing 
that  even  the  most  optimistic  did  not  ex- 
pect trichophytin  to  destroy  the  primary 
mycotic  focus,  but  it  was  hoped  that  it 
might,  by  desensitizing  the  skin,  elimi- 
nate the  dermatophytid.  This  hope  was 
not  realized. 

Our7  next  step  was  to  attempt  treat- 
ment with  what  we  chose  to  call  “conva- 
lescent or  immune  serum.”  It  had  been 
shown  by  some  investigators,  though  not 
unqualifiedly  confirmed,  that  there  are 
fungicidal  elements  in  the  blood  of  these 
patients.  Per  and  Braude8  stated  that 
“parasitic  fungi  ceased  growing  within 
two  days  after  being  mixed  in  vitro  with 
blood  serum  of  allergic  subjects.”  Jess- 
ner9  also  described  “growth-inhibiting 
antibodies  in  the  blood  serum  of  patients 
hypersensitive  to  fungi.”  Ayres  and 
Anderson10  reported  a study  which  indi- 
cated the  presence  of  circulating  fungi- 
cidal antibodies  in  the  serum  of  patients 
having  “phytid”  lesions  associated  with 
dermatophytosis.  The  latter  authors  con- 
tended that  the  presence  of  the  antibodies 
was  proved  by  the  failure  of  growth  of 


fungi  isolated  from  the  primary  focus  of 
infection  inoculated  in  Sabouraud’s  me- 
dium mixed  with  8 per  cent  of  the  pa- 
tient’s serum. 

Assuming  the  presence  of  these  ele- 
ments in  the  blood  and  assuming  too, 
that  there  are  not  enough  of  these  reach- 
ing the  skin  to  prevent  the  growth  of  fungi 
in  cases  of  dermatophytosis,  we  decided  to 
attempt  to  put  these  hypotheses  to  a 
practical  application. 

We  selected  14  cases  of  clinically  typi- 
cal and  microscopically  confirmed  derma- 
tophytosis with  dermatophytids.  We 
also  selected  4 cases  of  confirmed  derma- 
tophytosis of  the  feet  alone.  The  dura- 
tion of  the  disease  in  these  cases  varied 
from  a few  weeks  to  several  years.  To 
each  of  these  patients  we  gave  subcutane- 
ous injections  of  serum  obtained  from 
patients  with  fungus  infections  of  the  feet 
accompanied  by  dermatophytids,  whom 
we  had  completely  cleared  of  the  eruption 
with  the  usual  topical  remedies.  All  the 
blood  to  be  used  for  treatment  purposes 
was  first  checked  with  Wassermann  and 
Kahn  tests.  The  blood  was  withdrawn 
just  as  soon  as  the  eruption  cleared.  This 
was  done  for  two  reasons.  First,  we  as- 
sumed that  at  this  point  the  fungicidal 
elements,  if  present,  would  be  at  their 
maximum  quantity.  Second,  we  did  not 
know  how  long  they  remained  after  the 
eruption  cleared. 

The  serum  was  kept  on  ice  and  no  pre- 
servative was  added.  After  a period  of 
two  weeks,  the  serum  was  discarded  be- 
cause of  the  possible  deterioration  of  these 
elements.  The  injections  were  given  sub- 
cutaneously in  doses  of  1 to  3 cc.  every  five 
to  seven  days  and  an  average  of  six  in- 
jections was  given  to  each  patient.  No 
local  applications  were  prescribed.  These 
considerations  were  entirely  arbitrary. 

The  results  proved  of  some  interest. 
Three  of  the  14  cases  of  dermatophytosis 
with  dermatophytids  were  completely 
cleared.  Two  of  the  4 cases  of  foot  infec- 
tion alone  were  completely  cleared. 
There  were  recurrences  within  a period  of 
three  weeks  to  two  months  in  4 of  the  5 
cleared  cases.  The  fifth  case  disappeared 
from  our  clinic.  In  16  of  the  18  cases, 
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there  was  noted  a very  definite  clinical 
improvement  in  both  the  hand  and  foot 
lesions  after  the  first  to  the  third  injec- 
tions. Also,  it  was  noted  that  in  most 
of  the  cases,  after  this  initial  improve- 
ment, the  condition  remained  stationary. 
In  2 cases,  no  changes  were  noted. 

The  number  of  cases  was  obviously 
small.  The  difficulty  of  obtaining  serum 
and  having  suitable  subjects  on  hand  at 
the  same  time  is  evident.  The  conclu- 
sions to  be  drawn  from  this  experiment 
can  only  be  speculative.  It  is  possible 
that  the  few  temporary  cures  and  the  gen- 
eral marked  improvement  after  the  first 
few  injections  were  the  result  of  supply- 
ing needed  immune  antibodies  to  the  pa- 
tients. It  is  conceivable  that  better  re- 
sults might  have  been  obtained  if  larger 
doses  of  serum  had  been  given.  It  is  also 
possible  that  the  early  improvements 
were  due  to  psychic  factors,  i.e.,  sugges- 
tion. In  the  latter  respect,  it  might  be 
pointed  out  that  in  the  treatment  of  this 
disease  with  trichophytin  injections  we 
encountered  many  cases  of  early  improve- 
ment followed  by  a more  stationary  course 
and  even  exacerbation.  We  observed 
this  type  of  response  in  one  case  in  which 
we  injected  only  normal  saline  solution. 
Some  of  the  improvement  may  have  been 
due  to  nonspecific  action.  The  answer  to 
these  speculations  will  depend  on  further 
painstaking  investigations  of  this  prob- 
lem. 

At  the  same  time  Robinson  and 
Grauer11  were  treating  mycotic  infections 
with  autogenous  or  stock  fungus  vaccines. 
In  all,  66  cases  were  studied  with  the  fol- 
lowing results — cured,  50,  improved,  9, 
and  unimproved,  7.  Positive  cultures 
were  obtained  in  all  but  13  of  their  cases 
so  that  their  patients  were  carefully  se- 
lected, but  no  mention  was  made  about 
the  all  important  point  as  to  whether  or 
not  local  treatment  had  been  used  to- 
gether with  their  vaccine  therapy. 

Fonseca  and  Leao12  produced  a poly- 
valent vaccine  which  they  claimed 
aroused  antibody  production  and  in  turn 
stimulated  a general  immune  mechanism. 
Their  highly  favorable  results  were  sub- 
stantiated in  part  by  Motta.13 


Eller  and  Kazan jian 14  compared  the  re- 
sults obtained  by  treating  50  patients 
with  dermatomycol  added  to  the  regime 
and  50  patients  that  had  been  previously 
treated  with  similar  local  remedies 
but  without  the  dermatomycol.  They 
“gained  the  impression  that  the  Fonseca 
vaccine  did  shorten  the  course  of  disease 
somewhat,  but  the  results  so  far  are  by 
no  means  as  striking  and  miraculous  as 
reported  in  the  literature.” 

Recently  we15  studied  another  large 
series  of  cases  of  dermatophytosis,  derma- 
tophytosis  with  “ids,”  and  tinea  capitis. 
Sixty-five  of  these  had  been  reported  in 
detail.  We  used  three  different  vaccines, 
all  of  which  have  been  described  in  the 
literature.  Our  results  were  far  from 
gratifying.  Over  60  per  cent  of  the  cases 
were  entirely  uninfluenced  by  the  treat- 
ment. About  9 per  cent  were  apparently 
cured.  It  is  our  belief  that  the  terms 
“cured”  and  “improved”  in  this  disease 
are  subject  to  question.  This  work  con- 
vinced us  that  vaccine  treatment  of  der- 
matophytosis is  not  yet  practical  and  that 
further  experiments  are  necessary. 

Comment 

It  is  immediately  apparent  from  this 
review  of  the  literature  that  a number  of 
authors  have  reported  high  percentages  of 
good  results  or  “cures”  with  the  various 
types  of  fungus  extracts  while  a minority 
have  found  such  preparations  practically 
valueless.  We  question,  in  the  first 
place,  the  advisability  of  using  the  term 
“cure”  because  only  prolonged  observa- 
tion and  repeated  microscopic  and  cul- 
tural studies  could  determine  this  point. 
The  difficulty  of  following  up  such  cases  is 
obvious. 

We  believe  that  only  those  experiments 
can  be  accepted  where  the  authors  ac- 
tually proved  that  they  were  dealing  with 
cases  of  dermatophytosis.  “Mycotic- 
like”  eruptions  with  a positive  trichophy- 
tin test,1  cases  of  probable  “ids,”2  and 
eczematous  hand  and  foot  eruptions 
clinically  called  dermatophytosis  and 
dermatophytid  (in  the  large  majority  of 
which  it  may  be  assumed  that  both  the 
omnipresent  Monilia  and  the  almost  om- 
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nipresent  epidermophyton  could  have 
been  found  by  careful  mycologic  investi- 
gation)3 ( but  were  not)*  are  not  the  care- 
fully selected  type  of  cases  on  which  we 
believe  such  a study  should  be  based. 

Everyone  is  well  aware  of  the  fact 
that  it  is  difficult  to  evaluate  accurately 
the  results  of  therapy  in  dermatophyto- 
sis,  which  even  if  left  untreated  runs  a 
most  capricious  course  of  improvement, 
apparent  cure,  and  relapse.  Therefore,  we 
believe  it  doubly  difficult  to  judge  the 
value  of  the  biologic  remedies  where  the 
authors  used  local  measures  in  addition 
to  the  injections. 

Conclusions  drawn  from  a small  series 
of  cases  even  if  carefully  controlled  other- 
wise are  often  fallacious.  As  we  have 
mentioned,  one  of  our  cases  improved 
materially  after  placebo  injections  of  a 
normal  saline  solution.  We  cannot  con- 
clude from  such  an  experience,  however, 
that  saline  might  be  expected  to  be  of 
value  or  that  the  result  in  the  one  case 
was  anything  but  a coincidence. 

Regardless  of  the  type  of  vaccine  or  the 
type  of  case,  we  believe  the  number  of 
patients  entirely  uninfluenced  by  treat- 
ment remains  high  and  approximately  the 
same — in  our  experience  over  60  per  cent 
— and  the  number  of  cured  or  improved 
cases  relatively  low  and,  in  fact,  much 
lower  than  our  figures  indicated.  We 
found  that  the  longer  we  followed  our  pa- 
tients, the  smaller  grew  the  number  of 
cases  we  were  able  to  report  as  “cured”  or 
“improved.” 

We  do  not  feel  that  vaccine,  trichophy- 
tin,  or  convalescent  serum  treatment  of 
dermatophytosis  should  be  discarded. 
We  feel  rather  that  we  should  take  stock 
of  these  agents.  We  feel  that  the  biologic 
methods  of  treatment  still  belong  in 
the  laboratory  and  should  not  yet  be  ad- 
vocated for  general  use.  Some  good  re- 
sults in  a small  number  of  cases  have  been 
reported,  but  the  reasons  for  the  small 
percentage  of  good  results  regardless  of 
the  methods  of  biologic  treatment  should 
be  investigated.  Perhaps  the  soil  on 
which  the  fungi  grow  is  altered  by  factors 
which  we  have  not  taken  into  account  and 


which,  if  understood,  might  help  us  in  con- 
trolling the  disease.  Certainly  the  gen- 
eral health  of  the  patient  is  a factor.  In 
one  instance  a long  standing  proved  case 
of  dermatophytosis  was  completely 
cleared  up  following  a thyroidectomy. 
The  patient  has  been  observed  for  six  to 
seven  years  since  operation  and  the  erup- 
tion has  not  recurred.  Other  such  ex- 
amples are  not  uncommon.  Other  meth- 
ods of  preparation  of  the  vaccines  and  ex- 
tracts must  be  considered  too — and  these 
methods  tried  out.  The  question  of  dos- 
ages must  also  be  further  studied.  At  the 
present  time  it  is  our  belief  that  the  usual 
local  remedies,  Whitfield’s  ointment,  x- 
rays,  boric  acid  ointment,  wet  dressings 
with  boric  acid,  Burow’s  solution  or  po- 
tassium permanganate,  et  cetera,  are 
still  the  most  practical  and  useful  agents 
at  hand. 

It  is  evident,  therefore,  that  it  should 
be  agreed  that  the  routine  use  of  fungus 
extracts  and  vaccines  by  the  dermatolo- 
gist and  general  practitioner  is  not  yet 
justified  by  the  results  obtained.  The 
further  work  that  must  be  done  in  this 
field  should  still  be  considered  experimen- 
tal only. 
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Discussion 

Dr.  Samuel  M.  Peck,  New  York  City — The 
paper  of  Dr.  Traub’s  is  very  timely.  It  is  grati- 
fying to  see  one  of  the  experienced  investigators 
in  this  field  take  stock  of  the  present  status  of  the 
biologic  methods  of  treating  fungus  infections. 
While  the  average  case  of  dermatophytosis  with 
and  without  “ids”  is  not  a very  difficult  thera- 
peutic problem,  nearly  every  dermatologist  sees 
enough  cases,  especially  those  with  “ids,”  which 
are  not  only  difficult  to  cure,  but  are  very  often 
almost  impossible  to  control.  The  use  of  tricho- 
phytin  of  all  types  has  proved  very  disappointing 
in  my  experience.  Local  and  general  reactions 
are  often  met  with,  especially  focal  reactions  in 
the  very  lesions  which  we  hope  to  control.  When 
apparent  “cures”  are  obtained,  recurrences  were 
fairly  frequent.  I agree  with  Dr.  Traub  that  one 
must  differentiate  between  desensitization  or 
suppression  of  a positive  trichophytin  test  and  a 
real  immunity. 

Very  few  of  the  investigators  have  pointed  out 
that  the  type  of  infectious  organism  should  be 
borne  in  mind  in  evaluating  results  of  biologic 
methods  of  treatment.  In  the  majority  of  in- 
stances in  the  trichophytin  test  we  are  dealing 
with  a group  reaction  to  fungi.  In  many  cases  a 
more  specific  trichophytin  or  vaccine  might  be 
necessary.  It  is  for  this  reason  that  the  poly- 
valent vaccine  of  Fonseca  and  Leao  which  con- 
tained many  strains  seems  to  be  a more  practical 
form  of  therapy.  But  due  to  its  very  contents  of 
about  100  and  more  strains,  there  results  a dilu- 
tion of  the  individual  organism  or  toxin.  This  in 
turn  seems  to  me  in  the  end  to  defeat  the  purpose 
of  using  such  a polyvalent  vaccine. 

More  critical  choice  of  cases  both  as  far  as  diag- 
nosis and  suitability,  as  far  as  the  use  of  tricho- 
phytin for  therapeutic  purposes  is  concerned,  is 
necessary.  It  seems  to  me  that  the  treatment  of 
fungus  infections  to  be  successful  must  be  of  the 
type  which  results  in  the  eradication  of  foci  of 
infection  and  thus  prevents  the  formation  of 
hypersensitivity  on  the  one  hand  and  disappear- 
ance of  the  “ids”  on  the  other.  We  must  admit 
that  the  present  chemotherapeutic  methods  for 
treatment  of  fungus  infections  are  most  unsatis- 
factory. 

Dr.  Marion  B.  Sulzberger,  New  York  City — 
We  are  all  surely  indebted  to  Drs.  Traub  and 
Tolmach  for  this  presentation.  It  should  be 
pointed  out  that  this  paper  is  valuable  in  that  it 
compiles  the  previous  results  of  trichophytin 
therapy  of  dermatophytids  at  the  hands  of 
various  investigators,  adds  a new  series  of  cases, 
and  again  emphasizes  the  fact  that  this  form  of 


treatment  is  not  indicated  as  a routine  measure. 
This  last  is  precisely  the  conclusion  Wise  and  I 
reached  at  the  close  of  our  first  investigation  of 
this  particular  problem.  In  this  connection  it  is 
noteworthy  that  all  previous  workers  since 
Plato-Neisser  had  employed  trichophytin  not  in 
the  treatment  of  the  allergic  eczematous  secon- 
dary “ids”  but  in  an  entirely  different  manner, 
namely,  as  a stimulating  measure  to  be  used  in 
the  attempt  to  accelerate  the  cure  of  primary  in- 
flammatory foci  of  tinea  infections.  Wise  and  I, 
after  more  than  two  years’  study  completed  in 
May,  1931,  reported  the  following  results  of 
these  first  investigations  on  the  possible  value 
of  trichophytin  desensitization  in  the  treatment  of 
eczematous  dermatophytids. 

First,  we  noted  the  new  and  biologically  im- 
portant fact  that  repeated  intracutaneous  tricho- 
phytin injections  almost  regularly  succeed  in  re- 
ducing the  skin’s  “tuberculin- type”  hypersensi- 
tivity to  trichophytin.  At  approximately  the 
same  time  and  independently.  Van  Dyck,  Kings- 
bury, Throne,  and  Myers  succeeded  in  reducing 
the  skin’s  hypersensitivity  to  trichophytin  in  a 
similar  manner.*  These  results  have  been  con- 
firmed repeatedly  and  may  now  be  regarded  as  an 
established  proof  of  a general  and  basic  immuno- 
logic phenomenon  which  may  acquire  significance 
in  other  fields,  particularly,  for  example,  in 
tuberculosis.  However,  Wise  and  I came  to  the 
conclusion  that,  “The  method  we  have  employed 
is  by  no  means  suitable  for  general  treatment. 
At  present  we  can  recommend  it  only  as  an  ulti- 
mate measure  in  severe  and  refractory  cases  oc- 
curring in  co-operative  patients.  Nevertheless, 
the  results  do  not  discourage  further  attempts  in 
this  direction.  Modifications  of  our  methods 
may  improve  the  results.”  f 

Wise  and  I have  discussed  in  some  detail  the 
possible  causes  for  some  of  the  many  failures  of 
trichophytin  treatment,  and  indicated  some  of 
the  directions  in  which  improvements  and  modi- 
fications might  be  sought,  t 

It  is  to  be  regretted  that  none  of  us,  including 
Dr.  Traub  and  Dr.  Tolmach,  has  as  yet  been 
able  to  develop  these  hoped-for  modifications 
which  might  improve  the  results. 

I say  this  in  spite  of  the  fact  that  Dr.  Traub’s 
and  Dr.  Tolmach’s  results,  even  with  the  old 
method,  seem  somewhat  better  than  those  at  our 
hands.  (If  I recall  correctly  they  speak  of  45  per 
cent  improved  and  10  per  cent  “cured.”)  I be- 
lieve that  this  slight  difference  in  results  may  be 
based  upon  the  fact  that  our  criteria  for  estab- 

* New  York  State  J.  of  Med.,  31:  611  (1931). 

t Quoted  from  an  article  submitted  May  19,  1931,  and 
appearing  in  the  J.A.M.A.,  99:  1,759  (1932). 

J Year  Book  of  Dermatology  and  Syphilology,  pp.  23— 
26,  1937. 
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lishing  the  diagnosis  of  dermatophytid  and  for 
reaching  conclusions  as  to  therapeutic  tricho- 
phytin-effect  were  stricter  than  those  in  the 
present  series.  It  was  for  this  reason  that  out 
of  a large  series  of  treated  cases  only  16  remained 
which  could  be  considered  satisfactory.  For  ex- 
ample, we  reported  only  on  cases  of  previous 
known  unfavorable  course  and  known  refractori- 
ness to  all  treatment  for  periods  varying  from 
one  and  one-half  to  fifteen  years.  This  was  done 
in  order  to  exclude  as  far  as  possible  the  error  due 
to  possible  spontaneous  remissions.  Second,  we 
chose  only  cases  in  which  all  other  possible  causes 
could  be  excluded  as  far  as  possible,  cases,  for 
example,  with  negative  patch  tests  to  eczematous 
contact  allergies,  cases  without  remissions  when 
away  from  external  contact  excitants  (change  of 
exposures,  constant  occlusive  gloves,  etc.),  cases 
without  other  demonstrable  foci  of  infection 
(tonsils,  teeth,  sinuses),  and  cases  with  proved 
foci  of  dermatophytosis.  Only  16  cases  of  more 
than  100  studied  eventually  satisfied  these  rigid 
criteria;  and  even  these  we  called  only  “prob- 
able ids.”  Moreover,  we  did  not  allow  ourselves 
to  fall  into  the  all  too  common  error  of  consider- 
ing a case  of  probable  “id”  because  the  patient 
had  a hypersensitivity  to  trichophytin  or  because 
Trichophyton  fungi  were  demonstrable  in  a skin 
or  nail  lesion.  These  criteria  are  of  relatively 
little  value  since  it  is  established  that  in  New 
York  City  at  least  70  per  cent  of  adults  will  have 
such  skin  reactions  to  trichophytin  and  will  have 
such  fungi  present  in  skin  or  nails.  Furthermore, 
we  deliberately  allowed  our  patients  to  continue 
with  that  form  of  local  therapy  which  had  previ- 
ously been  employed  without  beneficial  effect. 
We  believed  this  to  be  an  essential  to  the  correct 
evaluation  of  the  possible  beneficial  effects  of  the 
additional  trichophytin  therapy.  For  it  is  only 
too  well  known  that  cases  of  dermatophytosis 
and  “ids”  may  persist  because  of  the  irritating 
and  other  effects  of  local  applications.  So  that 
if  we  had  stopped  the  usual  local  applications  we 
might  have  attributed  to  trichophytin  effect  a 
good  result  which  was  actually  due  to  the  cessa- 
tion of  irritating  treatment.  And  in  spite  of 
these  and  similar  differences  in  details  of  selec- 
tion and  of  criteria  for  cure,  etc.,  the  results  in 
the  ultra  carefully  selected  and  controlled  series 
of  Wise  and  myself  were  so  close  to  those  today 
that  our  conclusions  were  almost  verbatim  those 
of  the  present  authors. 

In  closing,  I should  like  to  thank  Dr.  Traub 
and  Dr.  Tolmach  for  devoting  their  time  and 
energy  to  further  statistical  studies  with  this 
method ; and  particularly  for  once  again  stressing 
what  I think  is  an  extremely  important  and  ur- 
gently necessary  practical  conclusion:  namely, 


trichophytin  therapy  of  dermatophytosis  and 
dermatophytids  is  not  at  present  suitable  as  a 
routine  or  general  therapeutic  measure.  It 
seems  to  me  that  this  method  stands  today  pre- 
cisely where  it  was  when  introduced  in  1931 ; 
that  is  as  Wise  and  I stated:  “The  method  we 
have  employed  seems  to  meet  with  success  in  the 
treatment  of  a comparatively  small  number  of 
cases.  However,  these  permit  the  hope  that 
modifications  may  improve  the  results ” 

Dr.  Herman  Goodman,  New  York  City — 
Sometime  in  1917  I saw  a patient  in  consultation 
whose  lesion  on  the  forehead  I diagnosed  as  terti- 
ary syphilis  (gumma) . My  colleague  in  this  case 
insisted  that  the  lesion  was  due  to  ringworm.  A 
culture  was  made  and  organisms  recovered.  A 
Wassermann  test  was  made  and  reported  four- 
plus.  The  lesions  disappeared  completely  under 
the  influence  of  antisyphilitic  intravenous  treat- 
ment without  external  applications  of  any  kind.* 

A group  of  silk  handlers  who  were  diagnosed 
by  specialists  in  skin  diseases  for  the  Compen- 
sation Bureau  of  the  State  Insurance  Fund  some 
years  ago  as  having  ringworm  of  the  hands,  were 
refused  industrial  compensation.  On  mature 
study  and  after  visits  to  the  silk  throwing  mills, 
it  was  determined  that  the  lesions  of  the  hands, 
which  had  been  diagnosed  as  ringworm,  were  due 
to  some  element  in  the  solutions  used  in  the  fac- 
tory. This  group  of  patients  has  since  been  re- 
ported. f 

I wish  to  call  attention  of  the  members  of  this 
section  to  the  report  made  by  Dr.  Irving  Marks 
and  me  some  years  ago : 

“Groups  of  patients  with  ringworm,  clinically 
and  bacteriologically  were  given  intradermal 
tests  with  varied  combinations  of  trichophytin, 
vaccines  of  streptococci,  staphylococci,  colon,  and 
tuberculin.  It  was  found  that  some  patients  re- 
acted to  all  of  these  intradermal  injections. 
Other  patients  responded  to  none.  At  the  time 
of  reporting  these  findings  there  was  much  dis- 
cussion as  to  their  validity.  I have  not  found 
any  report  in  recent  literature  which  contradicts 
these  findings.”]: 

The  next  observation  concerned  75  women  who 
were  completely  free  of  evidence  of  tinea  infec- 
tion. They  were  selected  because  they  were  not 
exposed  to  any  obvious  industrial  or  household 
irritant.  This  group  of  women  was  diagnosed 
clinically  as  showing  hand  lesions  which  were 
indistinguishable  from  those  occurring  in  persons 


* Gumma  of  the  Forehead  with  Ringworm,  J.A.M.A., 
79:  200  (1922). 

f Silkhandler’s  Disease  of  the  Skin  bound  with  B 
Ramazzini,  Medical  Lay  Press,  New  York,  1933. 

t Reactions  to  Trichophytin  Compared  with  Reactions 
to  Other  Bacterial  Products,  Arch.  Derm.,  31  : 818  (1935). 
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with  definite  ringworm  infection.  This  group  of 
patients  indicates  that  clinical  diagnosis  is  not 
sufficient  to  classify  patients  in  a group  of  tricho- 
phytid.* 

My  last  observation  concerns  a chemist  who 
was  treated  by  many  physicians  with  topical 
applications  and  x-ray  to  no  avail.  Although  he 
gave  no  clinical,  microscopic,  or  cultural  evidence 
of  ringworm,  this  patient  was  completely  cured 
by  the  administration  of  four  doses  of  tricho- 
phytin  intradermally  at  intervals  of  one  week,  and 
has  remained  well  for  about  seven  years. 

These  observations  indicate  the  difficulties 
which  beset  the  study  of  ringworm  and  ringworm 
reactions. 

Dr.  Paul  Gross,  New  York  City — I was  very 
much  impressed  with  Drs.  Traub  and  Tolmach’s 
paper,  and  particularly  by  the  unavoidable  con- 
clusions about  the  doubtful  value  of  trichophytin 
in  the  treatment  of  dermatophytosis.  It  is  true, 
as  Dr.  Lewis  said,  that  the  results  with  tricho- 
phytin treatment  were  good  prior  to  1930,  but 
this  is  due  to  the  fact  that  it  was  used  for  those 
conditions  for  which  it  had  been  devised,  namely, 
deep  trichophytosis  of  the  bearded  region  and 
kerion  celsi.  Before  we  go  on  to  improve  our 
methods  with  trichophytin  treatment,  we  should 
first  consider  the  fundamental  reasons  why  fun- 
gus infections  of  the  Trichophyton  group,  which 
give  rise  to  deep  tissue  reactions  and  even  sys- 
temic symptoms,  respond  to  trichophytin  treat- 
ment, while  eczematoid  ringworm  (to  use  Dr. 
Fordyce’s  name)  does  not.  It  seems  to  me  that 
we  have  a good  parallel  in  gonorrhea  where  the 
cases  complicated  with  acute  prostatitis,  epi- 
didymitis, etc.,  are  an  excellent  field  for  vaccine 
therapy,  while  the  simple  urethritis  does  not 
respond  to  the  treatment.  The  desensitizing 
effect  of  trichophytin  on  the  trichophytin  reac- 
tion itself,  as  pointed  out  by  Dr.  Sulzberger,  is  an 
encouraging  fact,  but  only  shows  how  complicat- 
ing the  problem  is  even  without  the  assumption 
of  the  well-known  multiple  sensitization  in  der- 
matophytosis. That  spontaneous  immunization 
can  take  place  is  best  demonstrated  by  those 
cases  of  dermatophytosis  who  show  extensive 
dermatophytid  reactions  with  systemic  symp- 
toms. I would  mention  particularly  cases  with 
severe  involvement  of  the  feet,  and  lichen  tricho- 
phytic-like  eruption  on  the  body,  and  secondly, 
some  cases  who  develop  erysipelas-like  dermato- 
phytid without  recurrences.  Such  cases  at  a 
certain  point  make  a prompt  recovery,  and  can 
be  observed  for  years  without  showing  any  signs 
of  dermatophytosis.  Whether  experience  with 


* Eczema  of  the  Hands,  Amer.  Med.,  p.  186  (1932). 


such  cases  can  give  us  any  hope  that  a real  im- 
munity can  be  produced  by  some  improved 
technic  of  trichophytin  treatment  is  at  least 
very  doubtful,  especially  after  one  has  listened  to 
this  excellent  paper. 

Dr.  Eugene  F.  Traub,  New  York  City — The 
interest  displayed,  if  I may  judge  by  the  number 
of  men  who  discussed  the  subject,  shows  that 
this  is  a matter  of  vital  interest  to  all.  I am  par- 
ticularly grateful  and  thankful  that  there  seems 
to  be  quite  a general  agreement  with  the  result  as 
presented  in  our  study. 

To  answer  several  of  the  “discussers,”  I might 
say  that  we  realize  that  the  finding  of  fungi 
does  not  necessarily  prove  the  eruption  to  be  a 
dermatophytosis.  The  eruption  might  be  a syphi- 
litic one  and  the  fungi  might  simply  be  a casual 
superimposed  finding  of  no  significance,  on  the 
other  hand,  the  failure  to  find  fungi  or  the  failure 
to  culture  fungi,  leaves  anyone  doing  experimen- 
tal work  with  only  a clinical  guess  in  place  of  a 
diagnosis.  The  statistical  studies  of  the  vast  ex- 
perimental work  done  in  our  various  series  of 
cases,  to  which  Dr.  Sulzberger  has  repeatedly  re- 
ferred, is  no  doubt  staggering  to  him  when  he 
compares  it  to  his  report  of  16  cases  which  he 
believes  were  tinea,  although  he  had  no  proof  of 
the  point.  As  I stressed  in  the  beginning  of  our 
presentation,  that  while  the  finding  of  the  fungi 
is  most  essential,  the  eruption  must  also  conform 
to  one  of  the  usual  types  regularly  recognized  as  a 
manifestation  of  dermatophytosis.  Dr.  C.  M. 
Williams,  who  was  one  of  the  most  careful  and 
painstaking  of  observers,  refused  to  accept  a 
diagnosis  of  dermatophytosis  in  which  the  pres- 
ence of  the  organism  could  not  be  proved. 

The  question  concerning  the  advisability  of 
studying  a large  series  of  cases  perhaps  can  best 
be  answered  by  telling  you  an  experience  of  Dr. 
Williams.  A number  of  years  ago  he  treated  a 
series  of  5 or  6 patients  with  juvenile  flat  warts 
with  protoiodide  mercury  pills.  In  each  case  the 
eruption  promptly  disappeared.  He  was  in- 
clined to  report  his  experience  but  thought  it  best 
to  get  a larger  series  of  cases  before  doing  so. 
Over  the  next  few  years  he  failed  to  find  another 
case  in  which  he  had  the  slightest  response  to  this 
type  of  therapy.  Needless  to  say  his  report 
never  went  to  press.  No  doubt  every  one  else 
has  had  a similar  experience.  Great  inaccura- 
cies and  misleading  reports  thus  frequently  get 
into  the  literature  where  the  results  of  thera- 
peutic experiences  are  reported  on  a small  series 
of  cases,  regardless  of  how  well  these  cases  may 
have  been  studied. 

The  point  made  about  continuing  local  treat- 
ment on  cases  in  which  the  results  of  specific 
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vaccine  therapy  is  being  evaluated  is  obviously 
not  well  taken.  We  sincerely  hope  that  the  local 
treatment  used  by  the  various  authors,  as  sug- 
gested by  Dr.  Sulzberger,  was  not  intended  by 
them  to  irritate  the  process,  but  rather  was  given 


with  an  honest  intention  to  promote  improve- 
ment. Such  being  the  case,  it  is  naturally  utterly 
impossible  to  judge  the  relative  value  of  either 
the  local  or  the  internal  treatment  when  both  are 
employed  simultaneously. 


PRIZE  ESSAYS 

of  the  Medical  Society  of  the  State  of  New  York 

The  Merrit  H.  Cash  Prize  will  be  open  for  competition  at  the 
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of  the  best  original  essay  on  some  medical  or  surgical  subject. 

Competition  is  limited  to  the  Members  of  the  Medical  Society  of 
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the  same  motto  or  device  and  containing  the  name  and  address  of  the 
writer. 
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of  the  prize,  it  will  not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  1939,  and  sent 
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"PAY-YOUR-DOCTOR-WEEK”  IN 
LOS  ANGELES 

Recognizing  the  fairly  widespread  tendency  on 
the  part  of  the  public  to  regard  physicians’ 
bills  as  obligations  that  can  wait  indefinitely  or  at 
least  until  after  all  other  bills  have  been  paid, 
California  Bank,  Los  Angeles,  during  the  week 
of  Oct.  3 1-No v.  5,  inaugurated  “Pay-Your- 
Doctor-Week,”  with  3-column  6-inch  ads  in  local 
daily  newspapers  and  reprints  of  the  ad  in  ap- 
proximately 35,000  month-end  checking  account 
statements  calling  attention  to  the  dedicated 
week  and  to  the  bank’s  personal  loan  plan  for 
paying  physicians  and  other  bills. 


UNCLE  SAM  GROWING  OLD  AND 
FOOLISH? 

By  1960  the  amount  of  mental  disease  in  the 
nation  will  be  double  what  it  now  is,  if  it  pro- 
gresses at  the  same  rate  as  at  the  present,  Harold 
F.  Dorn,  statistician  of  the  United  States  Public 
Health  Service,  predicts  in  a survey  of  the 
situation  published  by  the  federal  health  serv- 
ice. 

Increasing  age  of  the  population,  and  not  the 
stress  and  strain  of  modern  life,  is  the  factor  that 
will  double  the  amount  of  mental  disease  in  the 
nation,  according  to  the  findings  of  Mr. 
Dorn. 


A STUDY  OF  INFANT  WELFARE  IN  ST.  LAWRENCE 
COUNTY  IN  1935 

Stanley  W.  Sayer,  M.D.,  Gouverneur,  New  York 


In  July,  1934,  Dr.  Thomas  Parran, 
then  Commissioner  of  Health  of  New 
York  State,  addressed  letters  to  the  ad- 
ministrative and  health  authorities  as 
well  as  to  the  medical  societies  of  the  ten 
cities  and  the  ten  counties  which  had 
had  consistently  higher  infant  mortality 
rates  than  for  the  state  at  large,  with  the 
purpose  of  encouraging  concentrated  ef- 
forts to  reduce  these  rates.  As  a result 
of  this  stimulation,  the  St.  Lawrence 
Medical  Society  eo-operated  with  the 
Division  of  Maternity,  Infancy,  and  Child 
Hygiene  of  the  New  York  State  Depart- 
ment of  Health  in  a detailed  study  of  all 
the  live  births  that  occurred  in  the  county 
in  1935.  Assistance  for  this  study  has 
also  been  given  by  the  T.E.R.A.  which 
furnished  the  services  of  a physician  for 
four  months. 


Method 

The  study  was  conducted  by  means  of 
personal  interviews.  All  the  live  births 
between  January  1 and  December  31, 
1935,  were  followed  for  a period  of  twelve 
months  or  such  part  of  it  as  the  infant 
lived.  First,  a staff  physician  inter- 
viewed the  attending  physician  and  re- 
corded the  information  concerning  pre- 
natal care  and  delivery,  at  the  same  time 
securing  the  attending  physician’s  per- 
mission for  home  visits  by  public  health 
nurses.  These  nurses  made  periodic 
visits  to  the  home  and  recorded  the 
general  care  given  to  the  infant,  the  his- 
tory of  the  mother’s  previous  pregnancies, 
and  the  economic  status  of  the  family. 
They  assisted  the  mothers  in  carrying 
out  the  physician’s  instructions  and  at- 
tempted to  be  of  service  in  the  promotion 
of  better  care  for  the  infants. 


Limitations 

The  method  outlined  above,  that  is, 
that  of  following  all  the  births  in  a given 
locality  for  a definite  period  of  time  and 
securing  pertinent  information  for  the 
surviving  infants  as  well  as  for  those  who 
died,  is  without  a doubt  the  best  available 
method  which  might  throw  light  on  the 
complex  problem  of  the  variations  of  in- 
fant mortality.  However,  in  order  to 
obtain  maximum  results  it  is  essential  to 
have  complete  co-operation  of  all  partici- 
pants in  the  study.  It  is  of  utmost  im- 
portance that  the  interval  between  the 
birth  and  the  first  interview  with  the 
physician  be  as  short  as  possible  so  that 
in  case  the  physician  does  not  keep  a 
written  record,  the  case  will  be  fresh  in 
his  mind. 

It  is  unfortunate  that  due  to  certain 
administrative  complications  (arising 
mostly  from  the  difficulty  of  securing  the 
services  of  the  T.E.R.A.  physician)  the 
study  did  not  get  under  way  until  the 
middle  of  July  so  that  in  many  cases  the 
information  concerning  the  births  that 
occurred  six  or  seven  months  previously 
was  given  by  memory.  Furthermore,  the 
schedule  in  many  instances  was  not  as 
complete  and  as  clearly  worded  as  might 
be  desired.  Moreover,  most  of  the  fac- 
tors which  might  affect  infant  mortality 
are  very  strongly  intercorrelated,  so  that 
in  order  to  isolate  any  required  factor  and 
study  its  effect  independently  of  the  other 
factors  a much  larger  number  of  births 
than  the  one  on  which  this  study  is  based 
is  required.  The  results  of  the  study 
must,  therefore,  be  considered  merely  as 
indications  and  suggestions.  They  must 
be  substantiated  by  more  careful  study  of 
a much  greater  number  of  births  before 
real  significance  can  be  attached  to  them. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  New  York  City, 

May  12,  1938 
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General  Facts  Concerning  St. 

Lawrence  County 

St.  Lawrence  County  is  located  in  the 
northern  part  of  New  York  State  on  the 
Canadian  border.  It  is  predominantly 
rural.  It  covers  an  area  of  2,701  square 
miles  and  its  population,  estimated  as  of 
July  1,  1935,  was  89,549.  This  gives  an 
average  density  of  33  persons  per  square 
mile  compared  with  an  average  density 
of  120  persons  per  square  mile  for  upstate 
New  York.  There  is  one  city  in  the 
county  (Ogdensburg)  with  an  estimated 
population  of  15,277  and  four  villages  of 
from  2,500  to  10,000  population. 

The  principal  occupation  is  agriculture, 
32.7  per  cent  of  the  male  population  over 
10  years  of  age  in  the  county  being  en- 
gaged in  it  compared  with  12.5  per  cent 
in  upstate  New  York  (1930  census). 

Persons  of  Canadian  birth  or  parentage 
formed  8.2  per  cent  of  the  county’s  popu- 
lation (1930  census). 

The  birth  rate  in  the  county  was  con- 
siderably higher  than  in  the  upstate  area. 
The  average  rate  for  the  five-year  period 
1931-1935  was  19.3  as  against  the  aver- 
age rate  of  15.0  in  the  state.  The  aver- 
age death  rate  for  the  same  period  was 
14.1  in  the  county  and  12.2  in  upstate 
New  York.  The  stillbirth  and  infant 
mortality  rates  were  consistently  and 
considerably  higher  in  the  county  than 
in  the  upstate  area.  The  excess  in  the 
average  rate  for  the  five-year  period  1931- 
1935  was  over  30  per  cent.  The  county 
compares  most  unfavorably  with  the 
state  in  deaths  of  infants  aged  one  month 
to  one  year,  the  excess  in  the  average 
rate  for  the  five-year  period  being  49  per 
cent.  This  excess  was  present  for  prac- 
tically all  causes.  The  rate  was  especially 
high  for  the  group  of  gastrointestinal 
diseases  (10.8)  which  was  more  than  two 
and  one-half  times  the  rate  for  the  up- 
state area  (4.0). 

General  Results 

Between  January  1 and  December  31, 
1935,  there  occurred  in  St.  Lawrence 
County  1,647  live  births.  For  82  of  these 
births  no  information  could  be  secured 
either  because  the  mother  moved  out  of 


Chart  1. — Annual  infant  mortality  rates  per 
1,000  live  births,  St.  Lawrence  County,  1930- 
1936. 


the  county  (65)  or  because  she  could  not 
be  located  for  other  reasons  (17).  This 
study  is  concerned,  therefore,  with  the 
remaining  1,565  infants.  Of  these,  91 
died  before  reaching  their  first  birthday. 
The  true*  infant  mortality  rate  for  the 
county  was,  therefore,  58.1  per  1,000 
live  births. 

Infant  mortality  in  the  county  dropped 
considerably  during  the  year  of  study  as 
is  shown  in  the  following  table : 


Year 

Infant  Mortality  Rate 

1930 

82.9 

1931 

87.9 

1932 

67.3 

1933 

77.6 

1934 

69.3 

1935 

50. Of 

1936 

66.3 

1937 

59.8 

t The  ordinary  rather  than  the  true  rate  is  used  in  the 
table  since  the  rates  for  the  other  years  are  on  the  same 
basis. 


This  drop  in  the  rate  during  the  year 
of  the  study,  in  a sense,  complicates  the 

* The  true  rate  differs  from  that  given  ordinarily  for 
infant  mortality  in  that  it  is  obtained  from  the  deaths 
occurring  among  the  infants  born  in  a certain  year,  irre- 
spective of  the  calendar  year  in  which  they  died,  while 
the  ordinary  rate  is  obtained  by  dividing  the  number 
of  deaths  occurring  in  a given  year  by  the  number  of  live 
births  in  the  same  year.  The  ordinary  rate  in  St.  Law- 
rence County  for  1935  was  50.0. 
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Primary  and  Contributory  Causes  of  Infant  Deaths,  St.  Lawrence  County — 1935 


- — 

-Contributory  Cause  of  Deaths— 

— „ 

Primary  Cause  of  Deaths 

Total 

Pre- 

mature 

Birth 

Respira- 

tory 

Dis- 

eases 

Congeni- 

tal 

Malfor- 

mations 

Dis- 
eases 
of  Early 
infancy 

Gastro- 

intestinal 

Dis- 

eases 

Other 

Dis- 

eases 

Total 

Total 

91 

5 

4 

4 

7 

11 

31 

Premature  birth 

27 

2 

1 

1 

4 

Respiratory  diseases 

17 

4 

7 

11 

Congenital  malformations 

15 

2 

2 

2 

6 

Diseases  of  early  infancy 

13 

1 

i 

2 

Gastrointestinal  diseases 

9 

2 

2 

4 

Other  diseases 

10 

2 

2 

4 

conclusions  that  may  be  drawn  from  such 
a study.  However,  this  in  itself  is  an 
important  result  especially  since  it  is 
found  to  occur  also  in  other  studies  now 
carried  on  in  various  parts  of  the  state. 

Causes  of  Death 

The  primary  and  contributory  causes 
of  death  as  given  on  the  death  certifi- 
cates are  shown  in  the  table  above. 

Premature  birth  was  given  as  a primary 
cause  of  death  in  27  or  30  per  cent  of  the 
deaths.  There  were  11  other  prema- 
turely born  infants  who  died.  In  5 of 
these,  premature  birth  was  given  as  a 
contributory  cause  of  death  and  in  the 
remaining  6,  prematurity  was  not  re- 
corded on  the  death  certificate. 

It  is  of  interest  to  note  that  the  death 
rate  from  gastrointestinal  disease  (5.8) 
was  much  lower  in  the  year  of  the  study 
than  in  previous  years  and  was  not  higher 
to  a considerable  degree  than  the  rate  in 
the  state  at  large. 

On  only  31  of  the  91  death  certificates 
was  a secondary  cause  given.  The  dis- 
tribution of  these  by  primary  cause  is 
shown  in  the  above  table.  The  group  of 
respiratory  diseases  had  the  largest  pro- 
portion of  secondary  causes ; on  1 1 of  the 
17  certificates,  a second  cause  was  given. 
The  group  of  diseases  of  early  infancy  was 
the  most  common  contributory  cause  ac- 
counting for  7 of  the  31  secondary  causes. 

The  table  on  the  opposite  page  gives  the 
distribution  of  the  91  deaths  by  age  at 
death  and  primary  cause  of  death. 

More  than  one-half  of  the  deaths  oc- 
curred while  the  infant  was  less  than  one 
month  old  and  more  than  one-fourth  of 
them  occurred  in  less  than  twenty-four 
hours  after  delivery.  Practically  all  these 
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Chart  2. — Percentage  distribution  of  infant 
deaths  by  primary  cause  and  by  age  at  death, 
Infant  Welfare  Study,  St.  Lawrence  County — 
1935. 


deaths  were  recorded  as  due  to  premature 
birth,  malformations,  and  diseases  of 
early  infancy.  A disproportionate  num- 
ber of  deaths  occurred  when  the  infant 
was  in  its  sixth  month  (a  total  of  9 deaths, 
while  in  the  total  period  of  6 to  1 1 months, 
there  were  only  10  deaths).  Six  of  these 
infants  died  from  a respiratory  disease 
and  one  additional  had  a respiratory 
disease  as  a contributory  cause.  Most 
of  these  deaths  were  due  to  pneumonia. 
A checkup  of  the  certificates  showed  that 
they  were  not  especially  concentrated 
either  in  locality  or  in  month  of  death. 

The  largest  number  of  deaths  occurred 
in  February  (14);  the  lowest  number  of 
deaths  took  place  in  October  (2) . Deaths 
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Infant  Mortality  by  Age  at  Death  and  by  Primary  Cause  of  Death,  St.  Lawrence  County — 1935 


Age  at  Death 

Total 

Percentage 
of  Total 
Deaths 

^Pre- 

mature 

Birth 

Pr 

Respira- 

tory 

Diseases 

IMARY  CAU 

Malfor- 

mations 

SE  OF  De/ 

Early 

Infancy 

lTH 

Gastro- 

intestinal 

Diseases 

Other 

Disease: 

Under  1 day 

24 

26.4 

16 

3 

5 

I day  to  1 week 

13 

14.3 

5 

"l 

4 

3 

1 week  to  1 month 

11 

12.1 

3 

4 

2 

*i 

i 

Total  under  1 month 

48 

52.7 

24 

i 

11 

10 

1 

1 

1 month 

8 

8.8 

1 

2 

1 

2 

1 

1 

2 months 

7 

7.7 

1 

1 

1 

3 

1 

3 months 

5 

5 . 5 

1 

1 

3 

4 months 

4 

4.4 

*i 

1 

i 

1 

5 months 

9 

9.9 

6 

2 

1 

6 months  and  over 

10 

11.0 

6 

i 

1 

2 

Total 

91 

100.0 

27 

17 

15 

13 

9 

10 

from  respiratory  diseases  were  concen- 
trated in  the  winter  and  spring  while 
those  from  gastrointestinal  diseases  were 
more  frequent  in  the  summer  months. 
Infants  born  in  December  had  the  highest 
death  rate  (100.8);  those  born  in  May, 
the  lowest  (33.6). 

Place  of  Birth 

There  was  no  significant  difference  in 
the  infant  mortality  rate  for  the  rural 
and  urban  residents.  However,  when 
the  rural  births  were  classified  according 
to  whether  they  were  easily  accessible 
(type  of  roads  and  distance  from  nearest 
physician)  or  inaccessible,  the  rate  for 
the  latter  (65.9)  was  higher  than  that  for 
the  easily  accessible  group  (47.1) 

Two  out  of  every  three  births  in  St. 
Lawrence  County  occurred  at  home  while 
only  39  per  cent  of  the  births  in  upstate 
New  York  were  home  births.  The  in- 
fant mortality  rates  for  home  and  hos- 
pital births  do  not  differ  significantly. 
However,  when  the  hospital  births  were 
classified  by  residence  of  mother;  whether 
it  was  in  the  same  or  in  a different  town 
than  the  hospital,  the  rate  for  the  latter 
was  significantly  high. 


Infant  Mortality  for  Hospital  Births  by 
Residence  of  Mother 


Residence  of  Mother 

Births 

Deaths 

Rate* 

Same  town  as  hospital 

315 

12 

38 

Different  town  than  hospital 

194 

17 

88 

* Per  1,000  live  births. 


This  cannot  be  explained  entirely  by  the 
fact  that  the  more  difficult  deliveries  are 


hospitalized.  Since  the  excess  of  the 
deaths  occur  mostly  from  respiratory, 
gastrointestinal,  and  other  causes  which 
are  presumably  less  affected  by  difficult 
delivery  than  the  group  of  premature 
birth,  malformations,  and  diseases  of 
early  infancy. 

The  figures,  however,  are  too  small  to 
allow  valid  conclusions  and  a study  of  this 
point  for  all  the  births  in  the  state  is  being 
done  now  by  the  Division  of  Maternity, 
Infancy,  and  Child  Hygiene  of  the  State 
Department  of  Health. 

Age  of  Mother,  Order  of  Birth,  and 
Racial  Stock 

The  welfare  of  infants  is  known  to  de- 
pend to  a considerable  degree  on  the  order 
of  birth,  the  size  of  the  family,  and  age  of 
the  mother.  These  factors  are  strongly 
intercorrelated  and  because  of  the  small 
number  of  births  on  which  this  study  is 
based,  only  a crude  analysis  measuring 
their  combined  effect  is  possible. 

The  women  of  childbearing  age  in  St. 
Lawrence  County  are  on  the  whole 
younger  than  in  upstate  New  York.  A 
comparison  of  the  age  distribution  of  the 
mothers  of  the  1935  infants  in  St.  Law- 
rence County  and  upstate  New  York 
shows  that  the  women  in  St.  Lawrence 
County  begin  bearing  children  on  an  aver- 
age sooner  and  continue  to  bear  them 
for  a longer  period  than  the  women 
in  upstate  New  York  with  result  that  the 
size  of  the  family  must  be  much  larger  in 
St.  Lawrence  County.  A rough  estimate 
shows  that  the  average  number  of  chil- 
dren in  a completed  fruitful  family  in  St. 
Lawrence  County  is  3.9  while  in  the  up- 
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Chart  3. — Infant  mortality  rates  per  1,000  live 
births  by  age  of  mother,  Infant  Welfare  Study, 
St.  Lawrence  County — 1935. 


state  area  it  is  only  2.8.  The  following 
tables  showed  infant  mortality  rates  by 
age  of  mother  and  order  of  birth. 

It  will  be  noticed  that  the  rate  starts 
high  for  first  births  as  well  as  for  young 
mothers.  There  was  a drop  to  a mini- 
mum for  second  births  as  well  as  for 
mothers  aged  20  to  24.  From  then  there 
was  a continuous  rise  in  mortality  with 
order  of  birth  as  well  as  with  age  of 


Infant  Mortality  by  Age  of  Mother,  St.  Lawrence 
County — 1935 


Age  of  Mother 

Births 

Deaths 

Rate* 

Under  20  years 

175 

14 

80.0 

20-24  years 

471 

21 

44.6 

25-29  years 

407 

24 

59.0 

30-34  years 

276 

14 

50.7 

35-39  years 

161 

11 

68.3 

40-44  years 

71 

7 

98.6 

45-49  years 

4 

* Per  1,000  live  births. 


Infant  Mortality  by  Order  of  Birth,  St.  Lawrence 
County — 1935 


Order  of  Birth 

Births 

Deaths 

Rate| 

1st 

402 

30 

74.6 

2nd 

310 

10 

32.3 

3rd 

236 

8 

33.9 

4th 

162 

10 

61.7 

5 and  over 

455 

33 

72.5 

Chart  4. — Infant  mortality  rates  per  1,000  live 
births  by  order  of  birth,  Infant  Welfare  Study, 
St.  Lawrence  County — -1935. 


mother.  This  is  in  agreement  with 
other  studies  on  this  point. 

The  presence  in  St.  Lawrence  County 
of  a considerable  number  of  French- 
Canadians  presented  the  possibility  of 
determining  whether  there  is  a consider- 
able variation  of  infant  mortality  by  ra- 
cial stock.  The  results  show  that  al- 
though there  is  a very  slight  increase  in 
the  rate  for  the  infants  of  the  French- 
Canadian  stock,  it  is  not  of  a significant 
magnitude. 

History  of  Previous  Pregnancies 

The  history  of  mothers’  previous  preg- 
nancies had  a great  effect  on  the  chances 
of  survival  of  the  infants  born  in  1935  as 
is  shown  in  the  following  table. 


Infant  Mortality  Rates  by  History  of 
Previous  Pregnancies 


Previous 

Previous 

Previous 

Comp,  in 
Previous 

Still- 

Mis- 

Infant 

Preg- 

birth 

carriages 

Deaths 

nancies 

None 

44.4 

46.7 

44.4 

41.4 

At  least 
one 

101.4 

145.5 

72.9 

69.0 

Infants  born  to  mothers  who  have  had 
previously  at  least  one  stillbirth  or  a mis- 


t Per  1,000  live  births. 
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Infant  Mortality  by  Month  of  Mother’s  First  Visit  to  Physician  for  Prenatal  Care,  St.  Lawrence  County — 

1935 


Percentage 

Month  of  First  Visit 

Births 

of  Total 

Deaths 

Rates* 

No  visits 

274 

17.5 

23 

83.9 

1st  month  of  pregnancy 

24 

1.5 

1 

2nd  month  of  pregnancy 

120 

7.7 

9 

75lo 

3rd  month  of  pregnancy 

190 

12.1 

9 

47.4 

4th  month  of  pregnancy 

162 

10.4 

12 

74.1 

5th  month  of  pregnancy 

247 

15.8 

17 

68.8 

6th  month  of  pregnancy 

159 

10.2 

6 

37.7 

7th  month  of  pregnancy 

187 

11.9 

11 

58.8 

8th  month  of  pregnancy 

162 

10.4 

3 

18.5 

9th  month  of  pregnancy 

40 

2.6 

* Per  1,000  live  births. 


carriage  or  a child  who  died  in  infancy,  or, 
if  they  had  some  complication  in  a pre- 
vious pregnancy,  had  a considerably 
higher  mortality  than  the  infants  of  moth- 
ers who  had  had  no  such  complications. 

The  mothers  of  the  1,565  infants  had 
4,041  previous  pregnancies.  The  number 
of  stillbirths  was  47.8  per  1,000  total 
births  and  68.5  per  1,000  live  births  died 
in  infancy. 

Of  the  3,957  previous  deliveries  which 
terminated  either  in  a live  or  stillbirth,  78 
per  cent  were  home  deliveries;  for  12  per 
cent  of  them  instruments  were  used,  and 
for  55  per  cent  of  them  the  mother  stated 
that  she  had  had  some  prenatal  care  be- 


Previous Previous  Previous  Computations 

Stillbirths  Miscarrages  Infant  Deaths  of  Previous 

Pregnancies 


Mi  At  least  one  IZD  None 

Chart  5. — Infant  mortality  rates  per  1,000  live 
births  by  history  of  previous  pregnancies.  Infant 
Welfare  Study,  St.  Lawrence  County — 1935. 


ginning  at  least  with  the  seventh  month 
of  pregnancy. 

The  advantage  of  prenatal  care  may  be 
seen  from  the  fact  that  the  infants  of  the 
mothers  who  had  had  prenatal  care  had  a 
stillbirth  rate  of  34.5  and  an  infant  mor- 
tality rate  of  53.3  as  against  a stillbirth 
rate  of  64.0  and  an  infant  mortality  rate 
of  82.0  for  infants  of  mothers  who  had 
had  no  prenatal  care. 

Prenatal  Care 

The  table  above  shows  the  distribu- 
tion of  births  and  infant  deaths  by  the 
month  of  pregnancy  in  which  the  mother 
first  visited  her  physician. 


Month  of  first  visit 

Chart  6. — Percentage  distribution  of  births  by 
month  of  mother’s  first  visit  to  physician  for 
prenatal  [care,  Infant  Welfare  Study,  St.  Law- 
rence County — 1935. 
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■ Abnormal  i J Normal 

Chart  7. — Infant  mortality  rates  per  1,000 
live  births  by  results  of  physical  examination, 
Infant  Welfare  Study,  St.  Lawrence  Co. 

Nearly  18  per  cent  of  the  mothers  did  not 
go  to  a physician  before  delivery.  An 
additional  25  per  cent  did  not  see  a phy- 
sician before  the  seventh  month  of  preg- 
nancy. The  274  infants  whose  mothers 
did  not  visit  a physician  during  preg- 
nancy had  a mortality  rate  of  83.9  com- 
pared with  the  rate  of  52.7  for  all  the 
other  infants.  The  comparatively  low 
rate  of  infants  whose  mothers  did  not  visit 
a physician  until  the  late  months  of  preg- 
nancy is  due  to  the  fact  that  they  consist 
of  full  term  infants  only,  the  premature 
infants  having  been  eliminated  in  the 
previous  months. 

The  type  of  care  that  the  physicians  in 
St.  Lawrence  County  gave  to  the  1,291 
expectant  mothers  who  visited  them  dur- 
ing pregnancy  can  be  seen  in  the  follow- 
ing: in  92  per  cent  of  the  cases,  urin- 

alysis was  stated  to  have  been  done;  89 
per  cent  was  stated  to  have  had  their 
blood  pressure  taken;  64  per  cent  were 
known  to  have  had  pelvic  measurements 
taken;  however,  only  21  per  cent  of 
primiparae  did  not  have  these  measure- 
ments taken;  and  only  8 per  cent  were 
stated  to  have  had  a Wassermann  tesrt. 

The  proportion  of  abnormalities  ob- 
served in  those  stated  to  have  had  ex- 


aminations made  were  as  follows:  Was- 
sermann, 16.3  per  cent;  blood  pressure, 
12.6  per  cent;  urinalysis,  8.3  per  cent; 
pelvis,  8.3  per  cent.  The  difference  in 
infant  mortality  in  the  normal  and  ab- 
normal groups  as  shown  in  the  following 
table  is  striking ; although  they  are  based 
in  some  instances  on  a rather  small  num- 
ber of  births. 


Infant  Mortality  Rates  by  Results  of  Physical 
Examination 


Urin- 

Blood 

Wasser- 

alysis 

Pressure 

mann 

Pelvis 

Normal 

48.6 

46.6 

69.0 

40.8 

Abnormal 

90.9 

89.0 

117.6 

144.9 

Complications  of  Last  Pregnancy 

Of  the  1,315  mothers  for  whom  this 
item  was  recorded,  271  or  21  per  cent  had 
complications  during  their  last  preg- 
nancy. The  total  number  of  complica- 
tions reported  was  349  of  which  194  were 
puerperal  in  nature  and  151  nonpuer- 
peral.  The  most  frequent  puerperal  com- 
plication was  mild  toxemia  and  edema 
(80)  followed  by  hemorrhage  (28).  In 
the  nonpuerperal  the  most  common  com- 
plication was  chronic  organic  conditions 
(43),  followed  by  mental  and  nervous 
conditions  (24). 

The  mortality  of  infants  whose  mothers 
had  complications  during  pregnancy  was 
four  times  as  high  as  that  of  infants  whose 
mothers  had  no  complications;  the  rates 
being  136.5  and  33.5,  respectively.  The 
excess  was  mainly  due  to  prematurity  as 
seen  from  the  table  on  the  opposite  page. 

Labor  and  Delivery 

In  80  per  cent  of  the  births,  labor  and 
delivery  were  spontaneous.  In  16  per 
cent  of  them  forceps  were  used.  There 
were  13  deliveries  by  caesarean  operation, 
12  were  version  extraction,  and  35  were 
breech  presentations. 

Mortality  for  version  was  highest. 
Four  of  the  12  infants  thus  delivered 
died.  High  forceps  came  next  with  3 
deaths  out  of  12.  Two  of  the  13  infants 
delivered  by  caesarean  operation  died 
and  4 of  the  35  breech  presentations. 
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Causes  of  Infant  Deaths  by  Complications  during  Pregn\ncy 


Pre-  Early  Malfor-  Respira-  Gastro- 
Total  mature  Infancy  mations  tory  intestinal  Other 
Mother  had  complications  37  16  7 3 6 2 3 

Mother  had  no  complications  35  5 3 11  8 4 4 


On  only  16  births  was  it  stated  that 
labor  was  induced.  Of  these,  2 infants 
died.  It  is  of  interest  to  note  that  13  of 
these  deliveries  were  operative. 

The  average  duration  of  labor  was  8.8 
hours. 

The  average  weight  at  birth  was  7 lbs. 
There  were  67  infants  weighing  less  than 
5 lbs.  of  whom  30  died.  The  lowest  in- 
fant mortality  was  recorded  for  infants 
weighing  8 lbs.  (31.0). 

The  following  table  shows  the  distribu- 
tion of  births  and  deaths  resulting  from 
them  by  period  of  gestation. 


Infant  Mortality  by  Period  of  Gestation,  St. 
Lawrence  County — 1935 


Period  of 
Gestation 

Births 

Deaths 

Rate* 

Full  term 

1,496 

53 

35.4 

Premature  (total) 

69 

38 

550.7 

6 months  or  less 

18 

14 

777.8 

7 months 

27 

21 

777.8 

8 months 

24 

3 

125.0 

* Per  1,000  live  births. 


There  were  69  infants  born  prematurely 
of  whom  38  died.  The  infant  mortality 
for  premature  infants  was  550.7  as  com- 
pared with  a mortality  of  35.4  for  full- 
term  infants.  Thus,  if  all  infants  were 
carried  to  full  term,  the  total  infant  mor- 
tality would  be  reduced  by  over  40  per 
cent. 

For  only  a small  number  of  births  was 
the  condition  at  birth  given  as  “fair”  or 
“poor.”  Of  the  41  births  whose  condi- 
tion was  given  as  “fair,”  10  died  and  33  of 
the  50  infants  born  in  “poor”  condition 
eventually  died.  A larger  proportion  of 
these  infants  than  of  the  infants  born  in 
good  condition  were  first  births.  The  re- 
spective proportions  of  first  births  were 
37  per  cent  for  the“fair”  group,  34  per 
cent  for  the  “poor”  group,  and  26  per 
cent  for  the  total.  Similarly,  a larger 
proportion  of  the  “fair”  and  “poor” 
groups  were  prematurely  born.  The  re- 
spective percentages  were  44  for  “fair,” 
52  for  “poor,”  and  4 for  total.  Also  the 


proportion  of  mothers  with  abnormal 
pelvis  was  much  higher  for  the  “poor” 
group  than  for  total.  The  respective  per- 
centages were  33  and  9. 

For  175,  or  11  per  cent  of  the  infants, 
some  unusual  condition  at  birth  was  noted 
on  the  schedule.  The  number  of  such 
conditions  was  242  as  shown  in  the  follow- 
ing table : 


Unusual  Conditions  of  Child  at  Birth,  St.  Lawrence 
County — 1935 


Unusual  Conditions 

Births 

Deaths 

Cyanosis 

54 

27 

Premature 

69 

38 

Birth  injury 

20 

4 

Multiple  birth 

27 

5 

Artificial  respiration 

10 

1 

Jaundice 

10 

3 

Hernia 

21 

2 

Congenital  heart  malformations 

4 

3 

Other  congenital  malformations 

11 

6 

Monstrosity 

2 

2 

Other  unusual  conditions 

14 

4 

The  mortality  of  these  infants  was  much 
higher  than  for  the  infants  presenting  no 
unusual  condition  at  birth.  The  respec- 
tive rates  were  337.1  and  22.9.  One-half 
of  the  cyanotic  infants  and  over  one-half 
of  the  premature  infants  died  in  infancy. 

Care  of  Infant 

The  information  required  on  the  sched- 
ule concerning  the  care  of  the  infant  in 
his  first  year  of  life  consisted  of  the  follow- 
ing items : when  seen  by  physician ; how 
many  months  was  the  infant  breast  fed; 
when  did  artificial  feeding  begin;  reason 
for  weaning;  kind  of  milk  used;  the  use 
of  cod-liver  oil,  orange  or  tomato  juices, 
cereals,  and  vegetables;  number  of  visits 
by  the  public  health  nurse ; gain  in 
weight;  feeding  supervision  by  physician ; 
bowel  habits  and  the  use  of  laxatives. 

Since  there  was  no  question  on  the 
schedule  concerning  illnesses,  and  since 
the  question  with  respect  to  physician’s 
visits  and  supervision  of  feeding  were  not 
definite  enough,  it  is  impossible  to  deter- 
mine whether  these  visits  were  for  the 
purpose  of  check-up  or  due  to  illnesses  of 
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Chart  8. — Percentage  distribution  of  infants 
by  type  of  feeding  and  month  of  life,  Infant 
Welfare  Study,  St.  Lawrence  County — 1935. 

the  infant.  This  seems  to  explain  the 
reason  why  the  rate  for  infants  whose  feed- 
ing was  supervised  by  a physician  (43.1) 
was  higher  than  the  rate  for  the  group  of 
infants  whose  feeding  was  not  supervised 
(19.3).  Similarly,  little  significance  can 
be  placed  on  the  answers  to  the  questions 
of  gain  in  weight,  bowel  habits,  and  the 
use  of  laxatives  either  because  the  ques- 
tion was  not  stated  conclusively  enough 
or  because  of  the  incomplete  answers. 

Type  of  Feeding. — A number  of  studies 
have  shown  that  breast-fed  infants  have 
tremendous  advantages  in  terms  of  their 
infant  mortality  rate  and  the  incidence  of 
various  diseases  over  those  artificially 
fed.  It  is  probably  true  that  breast  feed- 
ing is  very  advantageous  for  the  infant. 
However,  the  differences  in  the  rates  are 
not  of  such  high  order  of  magnitude  as 
most  of  the  studies  indicate.  The  reason 
is  that  in  almost  all  of  the  studies  the 
group  of  the  artificially  fed  and  the  group 
of  the  breast-fed  infants  are  not  strictly 
comparable.  The  group  of  artificially 
fed  infants  contains  a number  who  are 
artificially  fed  because  they  are  unable  to 
nurse  due  to  a weakening  condition  at 


birth  (mostly  premature).  The  mor- 
tality in  this  group  is,  of  course,  very  high. 
Moreover,  a number  of  them  are  weaned 
because  they  are  doing  poorly  on  breast 
feeding.  These  two  reasons  tend  to  raise 
the  mortality  of  the  artificially  fed  group. 
A careful  study  of  this  question  can  be 
made  only  when  all  the  pertinent  factors 
are  taken  account  of.  This  it  is  impos- 
sible to  do  with  the  small  number  of 
births  on  which  this  study  is  based.  It 
is  hoped  when  the  results  of  the  studies 
now  carried  on  throughout  the  state  are 
accumulated,  a more  thorough  study  of 
this  point  will  be  made. 

The  following  table  gives  the  percent- 
age distribution  of  the  infants  by  the  type 
of  feeding  they  received  in  the  various 
months  of  their  lives. 


Percentage  Distribution  of  Infants  by  Type  of 
Feeding  and  Month  of  Life 


Exclusively 

Partly 

Artificially 

Breast  Fed 

Breast  Fed 

Fed 

Month 

During 

During 

During 

of 

Specified 

Specified 

Specified 

Life 

Month 

Month 

Month 

1st 

73.5 

11.0 

15.5 

2nd 

61.2 

7.7 

31.1 

3rd 

53.2 

8.7 

38.1 

4th 

47.2 

8.4 

44.4 

5th 

42.7 

9.3 

48.0 

6th 

35.6 

13.1 

51.3 

7th 

29.8 

16.0 

54.2 

8th 

26.1 

16.8 

57.1 

9th 

10th  and 

20.1 

18.6 

61.3 

over 

7.8 

24.9 

67.3 

Three  out  of  every  four  infants  were 
breast  fed  for  the  first  month  of  their  lives. 
The  proportion  of  exclusively  breast-fed 
infants  dropped  with  the  age  of  infants  so 
that  when  they  were  6 months  old  only  a 
little  over  a third  of  them  and  at  age  10 
to  12  months  only  8 per  cent  of  them  were 
fed  only  breast  milk.  The  group  that 
was  only  partly  breast  fed  formed  an  es- 
sentially constant  proportion  up  to  the 
sixth  month  of  life  and  rose  gradually 
thereafter.  The  percentage  of  the  artifi- 
cially fed  group  rose  sharply  at  the  second 
month  from  16  per  cent  to  31  per  cent 
and  from  then  on  rose  continuously.  At 
the  age  of  6 months  a little  over  one-half 
of  the  infants  were  artificially  fed  and  to- 
ward the  end  of  the  first  year  of  life,  the 
proportion  rose  to  over  two-thirds. 

Out  of  the  total  number  of  months  lived 
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Monthly  Infant  Mortality  Rates  by  Type  of  Feeding 


Exclusively  Breast  Fed 


Months  of  Life 

No. 

Deaths 

Rate 

1st 

1,120 

9 

8.0 

2nd 

925 

2 

2.2 

3rd 

800 

4th 

706 

5th 

636 

6th 

530 

4 

7.5 

7th 

440 

8th 

386 

9th 

296 

10th  and  over 

115 

i 

8.7 

by  the  infants  a little  over  a third  were 
exclusively  breast  fed,  about  one-sixth 
were  partly  breast  fed,  and  one-half  of 
them  were  exclusively  artificially  fed. 

The  table  above  shows  the  infant 
mortality  rates  for  the  above  three  groups. 
It  shows  for  each  month  of  life  the  num- 
ber of  infants  who  took  the  specified  feed- 
ing during  that  month  and  the  deaths 
that  resulted  among  them. 

The  rate  for  the  artificially  fed  group 
during  the  first  month  of  life  is  considerably 
higher  than  for  the  breast-fed  group. 
The  figures  are  not  large  enough  for  com- 
parison of  the  other  monthly  rates.  It 
is  in  the  accumulated  experience  of  the 
various  months  that  the  advantage  of 
breast  feeding  appears.  In  the  period 
from  the  second  to  the  ninth  month,  in- 
clusive, there  were  4,719  months  of  ex- 
clusive breast  feeding,  1,463  months  of 
mixed  feeding,  and  5,736  months  of  ex- 
clusively artificial  feeding.  There  were 
six  deaths  in  the  first  group,  three  in  the 
second,  and  twenty-six  in  the  third.  The 
corresponding  rates  per  1,000  months 
were  1.27,  2.10,  and  4.53.  Thus,  roughly, 
the  rate  for  the  artificially  fed  group  was 
3.6  times  that  of  the  breast-fed  group. 

Only  a little  over  one-fourth  of  the 
infants  used  pasteurized  milk  while 
nearly  one-half  of  them  drank  raw  milk. 
The  death  rate  for  the  latter  was  slightly 
but  not  significantly  higher  than  for  the 
former. 


Partly  Breast  Fed  Artificially  Fed 


No. 

Deaths 

Rate 

No. 

Deaths 

Rate 

• 167 

237 

5 

21.1 

116 

i 

8.6 

469 

5 

10.7 

130 

1 

7.7 

572 

5 

8.7 

125 

665 

5 

7.5 

138 

717 

3 

4.2 

195 

i 

5 A 

763 

4 

5.2 

237 

802 

2 

2.5 

248 

843 

2 

2.4 

274 

905 

367 

993 

4 

4.0 

A negligible  proportion  of  the  infants 
received  cod-liver  oil  or  fruit  juices  early 
enough.  Only  27  per  cent  of  the  infants 
had  these  foods  for  six  or  more  months  of 
the  first  12  months  of  their  lives.  Over 
one-third  of  the  infants  had  no  cod-liver 
oil  at  all.  Another  third  had  a very  in- 
adequate amount  of  it. 

Economic  Factors 

The  questions  on  the  schedule  concern- 
ing the  economic  condition  of  the  family 
consisted  of  the  following : a general 

statement  as  to  the  apparent  economic 
status  rated  by  a nurse  as  “good,”  “fair,” 
and  “poor”;  the  presence  of  a bathroom 
in  the  house;  crowding,  cleanliness,  and 
ventilation ; the  kind  of  water  supply;  the 
occupation  and  employment  status  of 
father  and  relief  status  of  the  family. 
Most  of  the  questions  requested  the 
opinion  of  the  nurse  and  as  such  are  sub- 
ject to  variation  in  personal  judgment. 
On  the  whole  the  study  confirms  the  re- 
sults of  other  surveys:  infant  mortality 
rises  with  poorer  economic  conditions. 

The  following  table  gives  the  distribu- 
tion of  infants  and  the  infant  mortality 
rates  by  economic  status  of  the  family 
for  full-term  and  premature  infants. 

Those  in  “good”  economic  condition 
form  21  per  cent  of  the  total,  42  per  cent 
were  in  the  “fair”  group,  and  35  per  cent 
were  in  “poor”  economic  status.  The  in- 
fant mortality  rate  was  lowest  for  the  group 


Infant  Mortality  by  Economic  Status  for  Full-Term  and  Premature  Infants 


Economic  Status 

Births 

Percentage  of 
Total  Births 

Total 

— Infant  Mortality  Rates ■> 

Full  Term  Infants  Premature  Infants 

Good 

326 

20.8 

33.8 

12.3 

21.5 

Fair 

661 

42.3 

43.9 

30.3 

13.6 

Poor 

551 

35.2 

78.1 

47.2 

30.9 

Not  stated 

27 

1.7 
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Chart  9. — Infant  mortality  per  1,000  live 
births  by  economic  status.  Infant  Welfare  Study, 
St.  Lawrence  County — 1935. 


in  “good”  economic  condition.  The 
rate  in  the  “fair”  group  was  40  per 
cent  higher  than  that  of  the  “good” 
group.  Infants  born  in  families  of  “poor” 
economic  condition  suffered  a risk  of 
death  which  was  over  two  times  as  high  as 
those  born  in  “good”  economic  condition. 

The  variations  of  infant  mortality 
with  economic  status  were  due  almost 
entirely  to  full-term  infants.  In  fact, 
after  the  “fair”  and  “poor”  groups  are 
combined  for  the  premature  infants,  the 
rate  for  this  total  group  is  the  same  as 
that  for  the  group  in  “good”  economic  con- 
dition, while  the  mortality  for  combined 
group  of  “fair”  and  “poor”  among  the 
full-term  infants  was  three  times  as  high 
as  that  in  the  “good”  economic  condition. 

This  is  not  surprising  since  the  prema- 
ture infants  die  at  an  early  age  and  are, 
therefore,  not  subject  to  the  environment 
of  the  family  and  to  the  discrepancies  in 
care  to  the  same  degree  as  the  full-term 
infants  are. 

The  same  remarks  apply  for  the  other 
factors  which  are  closely  associated  with 
economic  condition,  such  as  presence  of 
bathroom,  water  supply,  ventilation, 
crowding,  and  cleanliness. 


The  table  on  the  opposite  page  gives  the 
distribution  of  infants  and  infant  mortality 
rates  by  occupation  of  father  for  full-term 
and  premature  infants. 

The  largest  group  of  fathers  consisted  of 
unskilled  laborers  who  formed  42  per  cent 
of  all  fathers.  Farmers  were  next  with 
21  per  cent.  Skilled  workers  formed  13 
per  cent  of  the  total.  Infant  mortality 
was  lowest  for  infants  of  farmers  followed 
by  infants  of  skilled  workers. 

The  groups  of  skilled  and  unskilled 
workers  show  a remarkable  difference 
with  respect  to  full-term  and  premature 
infants,  for  while  the  infant  mortality  for 
full-term  infants  is  considerably  higher 
for  the  unskilled  group,  the  reverse  is 
true  for  premature  infants.  However, 
the  figures  are  much  too  small  for  any 
valid  conclusions.  Only  a little  over  a 
half  of  the  fathers  were  employed  full 
time,  an  additional  18  per  cent  were  em- 
ployed part  time,  and  16  per  cent  were  on 
work  relief.  Nearly  one-third  of  the 
families  were  receiving  home  relief. 
Emergency  relief  provided  prenatal  care 
for  19  per  cent  of  the  families.  The  infant 
mortality  in  the  group  receiving  relief 
(67.5)  was  considerably  higher  than  for 
the  families  not  receiving  relief  (46.7). 

Illnesses  of  Child 

The  schedule  did  not  include  a specific 
question  about  illnesses  of  child.  There 
was  one  question  which  read  “illnesses 
prior  to  that  causing  death”  and  it  re- 
ferred, therefore,  only  to  infants  who  died. 
However,  on  many  of  the  schedules  under 
“remarks”  the  nurse  noted  some  illnesses. 
It  is  felt  that  the  item  was  not  filled  out 
completely.  This  was  substantiated  by 
a check  of  the  files  of  the  Division  of  Com- 
municable Diseases  which  revealed  a 
number  of  names  of  infants  of  the  study 
on  whose  schedule  no  mention  was  made 
of  disease. 

Of  the  1,474  surviving  infants,  531  or 
36  per  cent  were  recorded  to  have  had  at 
least  one  illness.  On  the  bulk  of  the  re- 
maining 943  schedules  no  mention  of  any 
illness  was  made  but  there  was  no  state- 
ment that  the  infants  completed  the  year 
without  being  ill.  The  531  children 
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Infant  Mortality  by  Occupation  of  Father,  for  Full  and  Premature  Infants 
St.  Lawrence  County — 1935 


Percentage  Infant  Mortality  Rates- 


Father’s  Occupation  Births 

Farmer  331 

Skilled  worker  195 

Unskilled  worker  664 

Tradesman,  employed  by  others  109 

Tradesmen,  own  business  48 

Professional  44 

Others  23 

Father  deceased,  ill,  or  child 

illegitimate  35 

No  occupation  22 

Not  stated  94 


of  Total 
Births 

Total 

Full-Term 

Infants 

Premature 

Infants 

21.2 

42.3 

27.2 

15.1 

12.5 

46.2 

10.3 

35.9 

42.3 

52.8 

37.7 

15.1 

7.0 

55.0 

27.5 

27.5 

3.1 

* 

♦ 

2.8 

1.5 

2.2 

* 

* 

* 

1.4 

* 

* 

* 

6.0 

* 

* 

* 

* Rate  not  computed  if  number  of  births  in  the  group  is  less  than  100. 


stated  to  have  been  ill  had  732  infections 
or  1.38  infections  per  ill  child.  There 
were  166  infants  or  31  per  cent  of  those 
reported  ill  who  had  more  than  one  illness 
or  had  a repetition  of  the  same  illness. 

Since  the  date  of  illness  was  generally 
not  stated,  it  was  not  possible  to  show  the 
prevalence  rate  by  the  type  of  feeding  at 
the  time  of  illness.  Comparing  the  whole, 
however,  the  group  that  was  not  breast 
fed  at  all  with  that  which  was  breast  fed 
at  least  one  month,  it  was  noticed  that 
the  infants  who  were  artificially  fed  from 
the  start  were  ill  more  often.  This  was 
true  for  all  causes  except  respiratory  dis- 
eases. The  difference  in  the  rate  was 
slight.  Infants  using  raw  cow’s  milk  had 
a higher  prevalence  of  practically  all 
causes  than  those  using  pasteurized  milk. 

The  incidence  of  disease  was  much 
greater  in  the  rural  than  in  the  urban 
part  of  the  county. 

There  is  little  difference  in  the  rates  for 
the  two  sexes.  However,  it  is  noteworthy 
that  while  males  had  a slightly  higher  inci- 
dence for  most  causes,  the  reverse  is  true 
for  communicable  diseases  in  which  group 
the  female  incidence  was  higher. 

Maternal  Deaths 

There  were  nine  mothers  who  died  be- 
fore their  infants  were  one  year  old.  The 
infants  of  these  mothers  all  survived. 
The  interval  between  date  of  delivery 
and  date  of  death  was  as  follows : 


Maternal  Deaths  by  Interval  after  Delivery 


Interval 

Number  of 
Deaths 

Under  1 month 

5 

1 month 

1 

2 months 

1 

7 months 

1 

8 months  ' 

1 

On  four  of  the  death  certificates  of  the 
five  mothers  who  died  in  less  than  one 
month  after  delivery,  puerperal  causes 
were  given  as  primary  and  on  the  fifth,  the 
puerperal  cause  was  secondary  to  chronic 
nephritis.  On  the  other  four  certificates 
no  mention  was  made  of  the  delivery. 
Two  mothers,  one  dying  at  six  weeks  and 
the  other  at  nine  weeks  after  delivery, 
died  of  pneumonia.  One  of  the  remaining 
two  mothers  died  of  acute  endocarditis 
and  the  other  of  disease  of  the  pancreas. 

Three  of  the  mothers  who  died  were 
primiparae.  Their  ages  were  16,  17, 
(an  illegitimate  birth),  and  20.  Three 
others  had  had  13  or  more  pregnancies. 
Three  mothers  had  had  a total  of  7 
previous  stillbirths  and  5 infant  deaths. 
Their  ages  were  35,  40,  and  41. 

Some  pertinent  facts  concerning  the 
history  of  the  mothers  who  died  is  pre- 
sented in  the  table  on  page  326. 

Summary 

1.  The  infant  mortality  rate  dropped 
during  the  year  of  study  and  has  not  re- 
turned to  previous  high  rate. 

2.  Prenatal  care  favorably  influenced 
infant  mortality  rates.  Previous  infant 
deaths  and  stillbirths  increased  likelihood 
of  higher  rates. 

3.  Mortality  rate  was  higher  in  families 
in  poor  economic  state  than  in  good. 

4.  Racial  stock,  especially  French- 
Canadian,  apparently  had  little  influence 
on  rate. 

5.  Infants  born  in  hospitals  located  in 
different  town  than  mother’s  residence 
had  higher  mortality  rate  than  infants 
born  in  same  town  as  mother’s  residence. 
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History  of  Pregnancy  and  Delivery  of  Maternal  Deaths 
St.  Lawrence  County — 1935 
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Discussion 

Dr.  Leo  F.  Schiff,  Plattsburg — A study  similar 
to  the  one  in  St.  Lawrence  County  was  conducted 
in  Clinton  County  for  all  live  births  in  1935. 
The  two  counties  are  very  similar  in  many  re- 
spects. They  are  close  together  in  geographical 
location,  have  approximately  the  same  com- 
position of  population,  and  both  have  had  con- 
sistently high  infant  mortality  rates.  Unfor- 
tunately, the  study  in  Clinton  County  was  not 
begun  until  the  late  months  of  1935,  continuing 
through  1936,  and  was  to  a great  extent  retro- 
active, the  information  about  most  of  the  infants 
being  obtained  almost  a year  after  birth.  The 
investigation  was  done  mostly  by  local  nursing 
personnel  who  were  not  especially  trained  for 
this  work  nor  thoroughly  conversant  with  the 
purpose  of  the  investigation,  and  the  forms  often 
were  filled  out  rather  routinely  without  sufficient 
questioning,  and  as  a matter  of  fact  the  actual 
form  of  the  questionnaire  could  have  been  im- 
proved upon.  It  is  interesting  to  note  that  even 
under  these  conditions  the  infant  mortality  rate 
in  the  county  dropped  to  its  lowest  point  (below 
60)  during  1936,  the  year  in  which  most  of  the 
nurses’  visits  were  made  in  following  up  the  sur- 
vey, and  that  the  following  year,  after  comple- 
tion of  the  study  and  the  extra  visits,  the  rate,  as 
in  St.  Lawrence  County,  rose  again  to  its  former 
level.  Since  we  have  been  told  of  the  same  re- 
sults in  other  localities  where  studies  of  this  sort 
were  inaugurated,  we  may  rule  out  the  possibil- 
ity of  the  reduction  being  accidental.  We  may 


also  reasonably  conclude  that  such  studies  to  be 
effective  should  continue  for  more  than  just  one 
year.  The  Clinton  County  study  was  based  on 
1,021  live  births,  of  whom  78  died  under  one  year 
of  age,  giving  a true  infant  mortality  rate  of  76.4. 

The  influence  of  age  of  mother  and  order  of 
birth  upon  infant  mortality  was  shown  in  the 
Clinton  County  study  as  in  the  one  in  St.  Law- 
rence County,  the  rate  being  high  for  young 
mothers,  at  a minimum  at  ages  20  to  24,  and  in- 
creasing thereafter.  Infants  born  to  mothers 
who  had  previously  had  an  infant  death  in  the 
family  showed  a higher  mortality  than  those  in 
other  families.  Again  the  Clinton  County  study 
agrees,  as  might  be  expected,  with  that  of  St. 
Lawrence  County  in  the  influence  of  abnormalities 
in  the  mother  during  pregnancy  on  infant  mor- 
tality. Prenatal  care  was  far  from  ideal.  The 
proportion  of  physicians  taking  Wassermanns  as 
a routine  in  pregnancy  was  low  in  Clinton 
County,  as  it  was  in  St.  Lawrence  County. 
The  mortality  of  infants  where  the  mother  did 
not  see  a physician  until  the  time  of  delivery 
was  much  higher  than  that  of  infants  whose 
mothers  had  received  prenatal  care.  There 
was  the  same  high  proportion  of  premature 
births  and  high  mortality  rate  of  prematurely 
born  infants. 

In  reviewing  the  findings  in  the  two  counties, 
even  though  the  surveys  were  not  as  complete  or 
as  long-continued  as  they  might  have  been,  cer- 
tain points,  nevertheless,  stand  out  as  being  im- 
portant factors ; particularly  the  high  percentage 
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of  deaths  due  to  prematurity ; the  larger  families, 
the  longer  period  of  childbearing  for  women,  the 
rural  character  of  the  county,  making  nursing 
supervision  more  difficult  and  decreasing  the 
availability  of  prenatal  care;  the  increase  in  the 
mortality  rate  in  families  in  the  lower  brackets  of 
economic  status.  These  all  indicate  where  efforts 
to  reduce  infant  mortality  should  be  directed. 

I would  make  a special  plea  to  physicians  to 


refer  prenatal  cases  to  the  public  health  nurse  as 
early  as  possible.  If  we  are  to  reduce  stillbirths 
and  neonatal  mortality  rates,  mothers  should 
have  help  and  advice  early  in  pregnancy,  not 
just  before  the  time  of  delivery.  Hand  in  hand 
with  these,  if  we  are  to  achieve  results,  must  go 
further  efforts  in  public  health  education  to  reach 
those  who  are  going  to  need  this  help  and  advice 
before  the  necessity  is  upon  them. 


THE  GROSS  PRIZE  ESSAYS 

The  Philadelphia  Academy  of  Surgery  announces  that  essays  for  the  Samuel 
D.  Gross  Prize  of  fifteen  hundred  dollars  will  be  received  in  competition  for  the 
prize  until  January  1,  1940. 

The  conditions  annexed  by  the  testator  are  that  the  prize  “shall  be  awarded 
every  five  years  to  the  writer  of  the  best  original  essay,  not  exceeding  one  hundred 
and  fifty  printed  pages,  octavo,  in  length,  illustrative  of  some  subject  in  Surgical 
Pathology  or  Surgical  Practice  founded  upon  original  investigations,  the  candi- 
dates for  the  prize  to  be  American  citizens. ” 

It  is  expressly  stipulated  that  the  competitor  who  receives  the  prize  shall 
publish  his  essay  in  book  form,  and  that  he  shall  deposit  one  copy  of  the  work 
in  the  Samuel  D.  Gross  Library  of  the  Philadelphia  Academy  of  Surgery,  and  that 
on  the  title  page  it  shall  be  stated  that  to  the  essay  was  awarded  the  Samuel  D. 
Gross  Prize  of  the  Philadelphia  Academy  of  Surgery. 

The  essays,  which  must  be  written  by  a single  author  in  the  English  language, 
should  be  sent  to  the  “Trustees  of  the  Samuel  D.  Gross  Prize  of  the  Philadelphia 
Academy  of  Surgery,  care  of  the  College  of  Physicians,  19  S.  22d  St.,  Philadel- 
phia,” on  or  before  January  1,  1940. 

Each  essay  must  be  typewritten,  distinguished  by  a motto,  and  accompanied 
by  a sealed  envelope  bearing  the  same  motto,  containing  the  name  and  address 
of  the  writer.  No  envelope  will  be  opened  except  that  which  accompanies  the 
successful  essay. 

The  Committee  will  return  the  unsuccessful  essays  if  reclaimed  by  their  re- 
spective writers,  or  their  agents,  within  one  year. 

The  Committee  reserves  the  right  to  make  no  award  if  the  essays  submitted 
are  not  considered  worthy  of  the  prize. 


CO-OPERATIVE  MEDICAL  TRYOUT  IN  WISCONSIN 


An  experiment  worth  watching  has  been 
started  at  Superior,  Wisconsin,  by  the  County 
Medical  Society  there,  in  co-operation  with  the 
State  Medical  Society.  The  doctors  of  the 
County  Society  are  to  give  complete  medical 
and  surgical  care  to  the  members  of  the  Co- 


operative Health  Association  of  Superior  on  a 
prepayment  basis  for  a period  of  trial  and 
study.  The  patient  has  free  choice  of  any  doc- 
tor in  the  county  society,  and  the  J.A.M.A. 
reports  that  “$3  a month  for  an  entire  family 
has  been  tentatively  considered”  for  the  dues. 


A NEGLECTED  ENTITY  IN  ABDOMINAL  PAIN 

AND  A COMMON  DISEASE— CICATRIZING  ENTERITIS 

Elliott  C.  Cutler,  M.D.,  Boston 

( From  Peter  Bent  Brigham  Hospital,  Boston.  Moseley  Professor  of  Surgery,  Harvard  Medical  School ) 


The  disorder  of  cicatrizing  enteritis 
presents  a clinical  entity  charac- 
terized by  bouts  of  diarrhea,  fever,  and 
attacks  of  colicky  abdominal  pain,  last- 
ing over  many  years,  ending  with  weight 
loss,  and  frequently  forcing  patients  on 
the  advice  of  their  family  doctors  to  seek 
surgical  relief.  The  observation  of  sev- 
eral cases  over  a period  of  years  seems  to 
indicate  that  surgery  is  not  a cure,  that 
recurrence  following  radical  surgery  is 
frequent,  and  that  patients  may  recover 
spontaneously.  It  is  our  hope  that  the 
evidence  is  now  sufficient  to  justify  the 
retention  of  patients  with  this  disease  in 
the  hands  of  the  family  physician  and 
thus  avoid  the  suffering  and  dangers 
which  accompany  surgical  therapy. 

The  disease  has  been  variously  called 
terminal  ileitis,  interstitial  enteritis, 
Boeck’s  sarcoid,  and  chronic  granuloma 
of  the  intestine.  Its  etiology  is  unknown ; 
investigators  have  been  unable  to  transfer 
the  disease  to  animals,  and  bacteria  or 
virus  as  a cause  are  not  indicated  by  lab- 
oratory studies.  It  is,  however,  a defi- 
nite clinical  entity  and  should  be  identi- 
fied as  easily  in  our  day  as  were  the  dis- 
orders described  by  Addison,  Hodgkin, 
Basedow,  Paget,  and  von  Recklinghausen 
in  their  day. 

The  disease  is  a chronic,  nonspecific, 
inflammatory  lesion  of  the  intestine : 
chronic,  because  it  exists  in  individuals 
over  many  years — present  twenty-three 
years  in  one  case  in  this  proved  group 
(Z.S.  below) ; nonspecific,  because  inocu- 
lation of  histologically  involved  lymph 
nodes  has  given  no  growth  on  culture 
media  and  no  “takes”  in  any  laboratory 
animal ; inflammatory,  because  local 
cellular  reaction  and  fever  accompany 
acute  exacerbation  of  the  disease. 


It  more  commonly  and  usually  involves 
the  terminal  ileum  but  has  occurred  in- 
dependently in  the  jejunum  and  the  large 
intestine.  It  usually  commences  in 
youth.  In  this  series  of  1 1 cases  certified 
by  histologic  study,  the  average  age  was 
34  years  when  recognized;  34.2  years  in 
6 males,  and  33.2  years  in  5 females. 
The  average  age  of  onset  was  27  years. 
The  occurrence  in  youth  may  suggest 
bacterial  etiology,  i.e.,  a disease  arising 
before  immunity  is  fully  established.  It 
has  been  more  frequently  reported  in 
Jewish  people — in  this  series  7 of  11  cases; 
the  other  racial  divisions  are  as  follows : 1 
negress,  1 Armenian,  1 Italian,  1 Irish. 
This  preponderance  of  the  Jewish  race 
may  only  reflect  the  fact  that  the  chief 
studies  thus  far  have  come  from  large 
urban  centers  where  the  concentration  of 
Jewish  people  is  relatively  high. 

A study  of  the  literature  is  of  interest 
since  it  reveals  that  sporadic  cases  have 
been  reported  for  twenty-five  to  thirty 
years  and  curious  granulomata  of  the 
large  bowel,  even  longer.  In  1913,  under 
the  title,  “Chronic  Interstitial  Enteritis,” 
Dalziel  of  Glasgow  presented  typical 
cases  and  he  referred  to  the  similarity  of 
his  pathologic  findings  to  those  of 
Johne’s  disease  in  cattle.  Moschcowitz 
and  Wilensky  of  New  York  in  1923  under 
the  title,  “Nonspecific  Granulomata  of  the 
Intestine,”  reported  4 cases  where  the 
lesion  seemed  restricted  to  the  terminal 
ileum  and  cecum.  But  it  was  not  until 
the  paper  by  Crohn,  Ginzburg,  and  Op- 
penheimer  entitled  “Regional  Ileitis”  in 
1932  that  the  attention  of  the  profession 
was  seriously  awakened.  These  authors 
gave  the  first  clear  description  of  the  dis- 
ease, defining  a symptom-complex  and 
pathologic  entity  out  of  that  hodgepodge 


Presented  in  part  before  the  Interstate  Postgraduate  Medical  Assembly  of  North  America,  St.  Louis, 
October  19, 1937,  and  before  the  Rochester  Academy  of  Medicine,  Rochester,  New  York,  November  4,  1937 
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and  melting-pot  of  benign  granulomata  of 
the  intestine  in  which  lie  tuberculosis, 
Hodgkin’s  disease,  lymphogranuloma,  etc. 
They  emphasized  the  acute,  subacute,  and 
chronic  process  with  tubercle  formation; 
they  pointed  out  that  patients,  if  they  fell 
into  the  hands  of  surgeons  early  in  the 
disease,  usually  lost  their  appendices; 
and  they  defined  the  clinical  course  of 
bouts  of  diarrhea  and  abdominal  pain 
usually  beginning  in  young  adults  and 
accompanied  by  chills  and  fever.  These 
authors  believed  that  the  disorder  was 
confined  to  the  terminal  ileum  and  ad- 
vised surgery.  A voluminous  literature, 
largely  case  reports  with  clinical  studies, 
has  appeared,  at  least  eighty-four  papers 
in  the  last  ten  years.  The  experimental 
studies  of  Reichert,  who  injected  sclerosing 
solutions  into  the  mesenteric  lymphatics 
and  produced  tissue  changes  similar  in 
many  ways  to  those  seen  in  this  disease, 
are  illuminating  but  give  us  no  further 
clue.  These  reports  have  added  nothing 
to  our  knowledge  of  the  etiologic  factors. 
Some  authors  report  complete  cure  by 
surgical  means  but  follow-up  studies  in 
our  patients  and  in  certified  cases  in  the 
hands  of  colleagues  lead  us  to  feel  that 
the  recurrence  is  a frequent  happening. 

Pathologic  Considerations 

The  initial  histologic  lesion  seems  to  be 
a generalized  inflammatory  reaction  with 
increased  vascularity  and  swelling  of  the 
involved  tissues  with  edema  and  cellular 
infiltration ; the  cellular  infiltration  is 
largely  lymphocytic  with  plasma  cells 
and  eosinophils  in  moderate  numbers. 
Eventually  the  acute  reaction  is  followed 
by  fibrosis  and  invasion  by  giant  cells, 
and  a more  chronic  process  occurs  as  a 
part  of  the  attempted  healing  process. 
The  reactive  areas  now  appear  as  small 
tubercles  similar  histologically  to  what 
appear  in  tuberculosis.  An  essential  dif- 
ference from  tuberculosis  is  that,  though 
both  lesions  show  tubercles  composed  of 
epithelioid  cells  and  giant  cells  with  lym- 
phocytic reaction,  the  lesion  in  cicatrizing 
enteritis  never  contains  the  tubercle  ba- 
cillus and  never  goes  on  to  caseation.  As 
the  fibrosis  increases,  constriction  of  the 


bowel  results  and  the  wall  of  the  intestine 
becomes  a stiff  tube  with  variable  areas 
of  greater  constriction  which  may  almost 
totally  obstruct  the  lumen  of  the  bowel. 
In  the  large  intestine  the  fibrous  tissue 
reaction  tends  to  be  greater  than  in  the 
small  intestine,  and  actual  tumor  masses 
which  are  palpable  and  even  visible 
through  the  abdominal  wall  may  result. 
In  the  small  bowel,  as  the  constriction 
progresses  and  as  the  blood  supply  and 
lymphatic  drainage  are  interfered  with, 
ulceration  of  the  mucosa  results.  This 
ulceration  has  a highly  characteristic 
appearance  being  located  at  the  mesen- 
teric side  of  the  gut,  often  as  a long  ir- 
regular ulceration  about  which  the  gut  is 
constricted.  The  majority  of  the  re- 
ports agree  that  the  terminal  ileum  is  by 
far  the  most  frequently  involved  area. 

Clinical  Considerations 

The  pathologic  process  gives  us  ample 
and  complete  understanding  of  the  clini- 
cal course  of  such  cases.  Clinically,  the 
history  is  that  of  young  people  with  at 
first  intermittent  bouts  of  diarrhea  and 
vague  abdominal  distress,  such  bouts 
often  accompanied  by  fever.  If  the 
abdominal  distress  is  considerable,  at- 
tention is  called  usually  to  the  right  lower 
quadrant,  since  the  chief  focus  in  most 
cases  is  the  terminal  ileum.  It  is  be- 
cause of  this  that  so  many  of  the  cases 
have  had  their  appendices  removed  dur- 
ing an  early  attack — in  our  series,  5 of 
the  11  cases.  Once  the  disease  is  estab- 
lished, the  bouts  of  diarrhea,  pain,  or  in- 
digestion repeat  themselves  and  even- 
tually the  diarrhea  results  in  considerable 
loss  of  weight.  In  6 of  our  11  cases  the 
weight  loss  averaged  23  pounds  before 
the  diagnosis  was  made.  Gradually  steno- 
sis of  the  bowel  occurs  and  the  patient, 
perhaps  long  treated  as  a case  of  tuber- 
culosis of  the  intestine  or  ulcerative 
colitis,  falls  into  the  hands  of  the  surgeon 
and  usually  exploration  reveals  the  dis- 
ease. 

More  rarely  there  is  a seemingly  acute 
onset  as  perforation  occurs.  In  a review 
of  our  cases  many  of  the  patients  upon 
early  admissions  were  diagnosed  as  tuber- 
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culosis  by  the  roentgenologist  as  well  as 
the  physician.  Others  were  thought  to 
be  suffering  from  ulcerative  colitis.  One 
patient  had  been  in  the  hospital  five 
times  previously  for  study;  3 patients, 
four  times;  1,  three  times;  1,  twice;  and 
1,  once;  and  3 of  the  11  patients  had  been 
in  sanatoriums  for  tuberculosis.  We 
must  remember  that  clinically  they  pre- 
sented themselves  as  wasted  young 
people  with  diarrhea,  and  that  the  x-ray 
studies  revealed  an  irritated  terminal 
ileum  and  cecum  so  frequently  the  seat 
of  intestinal  tuberculosis  or  chronic 
ulcerative  colitis. 

If  we,  as  surgeons,  are  to  be  critical  of 
others,  we  must  be  equally  critical  of 
ourselves  for  not  recognizing  the  disease 
earlier.  Of  course  all  surgeons  have 
handled  this  entity  and  we  feel  chagrined 
at  our  failure  to  have  noted  the  disorder 
until  colleagues  had  published  their 
studies.  But  if  we  as  surgeons  have  been 
guilty,  surely  our  pathologic  and  roent- 
genologic confreres  are  in  a similar  pre- 
dicament. An  industrious  search  among 
our  cases  of  so-called  chronic  appendicitis 
by  Dr.  Orville  Bailey  yielded  only  one 
case  (Z.S.,  reported  below)  in  which  the 
excised  specimen  suggested  the  disease 
on  histologic  grounds,  and  a careful 
follow-up  on  patients  in  whom  there  was 
evidence  of  irritability  of  the  terminal 
ileum  and  cecum  and  in  whom  tuber- 
culosis has  been  suspected  but  not  proved 
yielded  no  case  of  this  disease  and  only 
two  changes  in  diagnosis,  one  from  tuber- 
culosis to  cancer,  and  the  other  from 
tuberculosis  to  amebic  dysentery.  These 
studies  seem  to  suggest  an  increasing 
incidence  of  the  disease. 

Case  Reports  (See  chart,  opposite  page.) 

Case  1. — M.M.G.*  Jan.  3,  1925.  Original 
admission  when  25  years  old  with  a complaint 
of  diarrhea  of  eight  months’  duration.  No 
blood  in  stools,  slight  abdominal  cramps.  In 
spite  of  diet  there  had  been  a loss  of  30  lbs.  in 
weight.  For  five  months  before  admission  he 
was  kept  to  his  bed.  In  the  hospital  his  diet 


* Previously  reported  by  Dr.  John  Homans  and  Dr. 
George  M.  Haas. 


was  changed  and  he  was  discharged  improved. 
Impression:  chronic  colitis.  April  7,  1926, 

re-admitted.  This  time  there  was  fever  in 
addition  to  diarrhea.  He  had  gained  some 
weight.  There  was  occasional  nausea  and 
vomiting  and  a relative  mononucleosis.  Tem- 
perature gradually  fell.  Discharged.  Im- 
pression: infectious  mononucleosis.  June  29, 

1926,  re-admitted  for  tonsillectomy.  Jan.  6, 
1929,  re-admitted  for  fever  of  unknown  origin; 
diarrhea  had  continued.  X-ray  studies  (barium 
enema)  suggested  tuberculosis  of  the  cecum. 
Sept.  11,  1931,  re-admitted.  Again  there  was 
diarrhea,  lower  abdominal  pain,  and  fever. 
The  patient  was  explored  and  the  cecum,  ascend- 
ing colon,  and  120  cm.  of  terminal  ileum  re- 
moved (Sept.  15,  1931).  Diagnosis:  terminal 
ileitis.  April  5,  1933,  in  for  check-up  on  condi- 
tion. Bowel  movements  had  decreased  for 
several  months  following  operation  but  grad- 
ually increased  thereafter  until  he  had  as  many 
as  30  movements  a day.  No  gross  blood  in 
stools.  Barium  enema  studies  showed  colon  to 
fill  normally,  the  hepatic  flexure  to  regurgitate 
promptly  into  ileum,  the  distal  ileum  to  appear 
irregular  and  irritable.  Recurrence  of  disease 
suspected.  Sept.  2,  1933,  patient  again  sub- 
mitted to  surgery  after  study.  This  time  a 
good  deal  of  the  terminal  ileum  was  again  in- 
volved and  it  looked  as  if  it  would  be  impossible 
to  resect.  Picking  up  a piece  of  ileum  some  15 
cm.  away  from  the  present  stoma,  a new  ileo- 
transverse  colostomy  was  done  close  to  the 
splenic  flexure,  leaving  a loop  of  ileum  and  a 
segment  of  transverse  colon  in  the  patient 
through  which,  however,  the  intestinal  stream 
did  not  necessarily  have  to  pass.  The  patient 
made  a good  postoperative  recovery  and  then 
moved  to  New  York  where  in  March,  1934, 
he  was  operated  upon  again.  The  proximal 
ileum  between  the  two  ileotransverse  colos- 
tomies was  excised  after  the  proximal  ileo- 
transverse colostomy  was  taken  down  and  the 
opening  into  the  transverse  colon  closed  off. 
July,  1935,  and  May,  1936,  he  was  again  back 
in  this  hospital.  He  had  gained  weight,  but 
diarrhea  and  abdominal  pain  gave  evidence 
that  the  disease  was  still  present.  Nov.,  1936, 
check-up  showed  he  had  gained  30  lbs.,  but  still 
had  abdominal  discomfort  and  diarrhea.  Barium 
enema  showed  recurrence  in  the  ileum.  A 
check-up  in  April,  1937,  showed  the  same  results 
as  in  November,  with  6 stools  a day.  Oct.  13, 
1937,  gave  his  weight  as  137  lbs.  stripped.  He 
had  3 stools  a day.  Barium  enema  showed  40 
cm.  of  terminal  ileum  rigid  and  constricted, 
average  lumen  only  8 mm.  Impression:  disease 
still  present  and  active. 
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SUMMARY  OF  CASES 


Date  and 
Age  at 
Recognition 


Presenting 
Symptoms  and 
Duration 


Hospital 

Admis- 

sions 


Recog- 

nition 


Pre- 

ceding 

Appen- 

dectomy 


M.M.G. 

male 

1931 
31  yrs. 

Diarrhea,  abd. 
pain  7 yrs.,  wt. 
loss  30  lbs. 

4 

0 

G.B. 

female 

1933 
26  yrs. 

Diarrhea,  abd. 
pain  2 yrs. 

0 

0 

A.S. 

male 

1934 
60  yrs. 

Abd.  pain  10  yrs., 
wt.  loss  20  lbs. 

0 

0 

D.A.R. 

female 

1935 
20  yrs. 

Diarrhea,  abd. 
pain  2 yrs. 

3 

1934 

(Tb.?) 

A.crw. 

female 

1935 
47  yrs. 

Diarrhea  5 mos. 
wt.  loss  24  lbs. 

0 

0 

E.D>W. 

male 

1936 
25  yrs. 

Diarrhea  5 yrs. 

2 

0 

D.S. 

male 

1936 
27  yrs. 

Diarrhea,  abd. 
pain  5 yrs.,  wt. 
loss  26  lbs. 

4 

1927 

(acute) 

z.sN 

male 

1936 
33  yrs. 

Abd.  pain,  diar- 
rhea 23  yrs. 

4 

1921 

(incidental) 

N.W. 

male 

1937 
29  yrs. 

Diarrhea,  abd. 
pain  5 yrs.,  wt. 
loss  16  lbs. 

5 

1928 

(acute) 

T.F. 

female 

1937 
20  yrs. 

Diarrhea,  abd. 
pain  3^2  yrs., 
wt.  loss  21  lbs. 

0 

0 

L.N. 

female 

1937 
53  yrs. 

Diarrhea  1 yr., 
RLQ  pain  7 mos. 

0 

0 

Operation*  y 

1.  9/15/31  Resec.  4 foot 
ileum,  append,  ascend, 
colon;  ileotrans.  colos- 
tomy 

2.  10/2/33  Sidetracking 
ileotrans.  colostomy 

3/18/33  Resec.  2 foot 
ileum,  append,  cecum 
ascend,  colon;  ileo- 
trans. colostomy 

5/12/31  Resec.  2*  A foot 
ileum,  cecum,  ascend, 
colon;  ileotrans.  colos- 
tomy ; evisceration  6 
days.  Repair.  Death. 

12/5/35  Resec.  2 foot 
ileum,  cecum;  ileo- 
trans. colostomy 


Follow-Up 

1.  1 yr.  later  more  ileum 
excised  (N.  Y.)  re- 
ported "cured” 

2.  10/13/37  gained  30 
lbs.  “frequent  stools” 
x-ray  narrowing  ter- 
minal ileum.  Impres- 
sion: disease  still  pres- 
ent 

2/7/34  B. -enema  nega- 
tive. 

9 /2  /37  Occasional  diar- 
rhea. Impression:  dis- 
ease still  present 

Dead 


1/ 

1.  2/18/36  Resec.  trans. 
colon ; Mikulicz  type 

2.  2/2/37  Resec.  2 foot 
terminal  ileum,  append, 
cecum,  ascend,  colon, 
trans.  colon;  ileostomy 

10/16/36  Resec.  2 foot 
ileum,  cecum,  append, 
ascend,  colon; ileotrans. 
colostomy 

11/23/36  Resec.  H/*  foot 
ileum,  cecum,  ascend, 
colon  trans.  colon,  1 /•> 
desc.  colon;  ileosig- 
moidostomy 

1928  Exploration  at  out- 
side hospital.  Pericecal 
adhesions  separated 

1/23/37  Exploration.  In- 
operable. Small  intes- 
tines matted  together 


1/16/37  Resec.  2 foot 
ileum,  append.,  cecum 
ascend,  colon,  1 /t  trans. 
colon;  ileotrans.  colos- 
tomy 

4/24/37  Exploration:  in- 
cidental appendectomy ; 
ileum  showed  cicatriz- 
ing enteritis 


* These  cases  were  operated  upon  by  Drs.  John  Homans,  Robert  Gross,  Carl  Walter, 
Peter  Bent  Brigham  Hospital  Surgical  Staff. 


4/26/37  B. -enema — in- 
volvement ascend, 
colon;  gained  30  lbs. 
diarrhea,  ? mass.  Im- 
pression : disease  still 

present 

8/1/37  gained  49  lbs. 
B. -enema  = normal 
rectum  and  desc.  colon. 
Impression:  no  evi- 

dence disease 

(/  4 /16  /37  gained  30  lbs. 
occasional  diarrhea. 
Impression:  disease 

still  present 

1/6/9/37  motility  series 
suggests  partial  obstr., 
mild  diarrhea.  Impres- 
sion: disease  present 

? if  active 

4 /17 /37  x-ray  evidence 
disease  terminal  ileum. 
I mpression : disease 

still  present 

9/16/37  involvement 
small  intestine  diar- 
rhea decreased,  wt. 
normal . I mpression : 
improved  but  disease 
still  present 

9/2/37  x-ray  — normal 
ileum;  gained  27  lbs. 
Impression:  no  evi- 

dence disease 

10/11/37  B. -enema — as- 
cend colon  less  involved 
than  previously,  slight 
diarrhea,  ? mass  RLQ. 
Impression:  ? if  dis- 

ease still  present 
and  Elliott  Cutler,  of  the 


Case  II. — G.B.f  March,  1933,  patient  26 
years  old,  with  history  of  recurrent  left  lower 
quadrant  pain  and  diarrhea  of  two  years’  dura- 
tion. Spasm,  tenderness  in  right  lower  quad- 
rant. X-ray  studies  showed  terminal  ileum 
narrow  and  constricted  over  several  inches, 
ileocecal  valve  tender.  Impression:  probably 
tuberculosis.  Operation  revealed  lower  3 cm. 
of  ileum  much  thickened,  edematous,  and  con- 
stricted. Coils  adherent,  enlarged  retro-peri- 

t Previously  reported  by  Dr.  John  Homans  and  Dr. 
George  M.  Haas. 


toneal  glands.  Excision  lower  5 cm.  ileum, 
appendix,  cecum,  and  ascending  colon;  lateral 
anastomoses  to  transverse  colon.  Feb.  28, 

1936,  check-up  showed  no  discomfort,  gaining 
weight,  occasional  attack  of  diarrhea.  Feb.  7, 

1937,  barium  enema  showed  large  bowel  normal 
to  ileocolostomy ; barium  could  be  forced  into 
ileum  which  seemed  normal.  Feb.  14,  1937, 
week  preceding  had  had  attack  of  severe  right 
lower  thoracic  pain,  radiating  to  back.  No 
previous  gallbladder  history,  but  this  was  con- 
sidered. Feb.  25,  1937,  cholecystograms  showed 


332 


ELLIOT  C.  CUTLER 


[N.  Y.  State  J.  M. 


normal  gallbladder.  Feb.  28,  1937,  no  return 
of  pain.  Sept.  2,  1937,  occasionally  had  formed 
stools  with  3 to  4 bowel  movements  a day.  Ap- 
peared well,  abdomen  negative.  Impression: 
disease  still  present. 

Case  III. — A.S.  May,  1934,  patient  60  years 
old.  For  ten  years  had  had  attacks  of  pain  in 
the  right  lower  quadrant  with  some  loss  of 
appetite  and  weight.  Physical  examination 
showed  tenderness  in  the  right  lower  quadrant; 
barium  enema  showed  narrowing,  irritability, 
and  distortion  of  the  ascending  colon,  the 
terminal  ileum  appearing  normal.  Patient  ex- 
plored. Ileocolostomy,  sidetracking  operation 
carried  out.  He  was  not  a good  risk.  The 
wound  eviscerated  and  the  patient  died  six  days 
postoperatively.  Histologic  report:  cicatrizing 
enteritis. 

Case  IV. — D.A.R.  Oct.,  1935,  patient  a 20- 
year-old  student  nurse.  Admitted  complaining 
of  intermittent  pain  of  one  year’s  duration. 
Two  years  previously  had  intractable  diarrhea, 
blood,  and  mucous,  which  gradually  became 
worse,  accompanied  by  dull  right  lower  quadrant 
pain,  distention,  and  gas.  Diagnosis:  chronic 
appendicitis.  Operation  performed  elsewhere 
one  year  after  onset.  Diagnosis  of  intestinal 
tuberculosis  made,  not  proved  histologically. 
Diarrhea  first  improved,  then  an  ischio-rectal 
abscess  developed.  The  sinus  had  been  present 
about  eight  months.  X-ray  studies,  barium 
enema,  showed  irritable  lesion  in  terminal  ileum. 
Under  spinal  anesthesia  ischiorectal  fistulous 
tract  excised:  proved  tuberculous.  Fever  and 
bowel  complaints  continued.  Because  of  proved 
tuberculosis  of  the  fistula  and  the  fact  that 
tubercle  bacilli  were  said  to  have  been  found  in 
the  stool  on  occasions,  and  because  the  appendix 
was  thought  to  be  tuberculous,  the  diagnosis  of 
cecal  tuberculosis  was  made.  Patient  explored 
Dec.  5,  1935.  Terminal  ileum  was  found  to  be 
repeatedly  kinked  and  adherent  upon  itself,  and 
there  were  greatly  enlarged  lymph  nodes  in  its 
mesentery.  Tubercles  were  seen  on  the  surface 
of  the  large  bowel.  No  free  fluid.  Resection 
5 cm.  terminal  ileum,  cecum,  and  part  of  ascend- 
ing colon,  end  to  side  anastomosis.  Good  re- 
covery, steady  gain  of  weight,  30  lbs.  by  Nov. 
5,  1936,  at  which  time  anal  wound  was  still 
open.  There  was  some  diffuse  lower  abdominal 
tenderness,  occasional  bouts  of  diarrhea.  His- 
tologic report:  cicatrizing  enteritis,  not  tuber- 
culosis. April  26,  1937,  office  examination  a 
week  previously  showed  a gain  in  weight  to 
I66V2  lbs.,  but  there  was  a tender  mass  in  the 
right  lower  quadrant  and  patient  still  had  bouts 
of  diarrhea.  Rectal  examination  inconclusive; 
rectal  wound  well  healed,  pilonidal  sinus  quiet. 


Barium  enema  on  April  26  showed  definite 
involvement  of  small  fragment  of  ascending 
colon.  Terminal  ileum  was  un  ile  to  be  filled 
with  barium.  Recurrence  . ^ ,y,  1937,  diar- 
rhea continued.  Oct.,  1 , uiarrhea  still  con- 

tinued. Patient  had  gained  more  weight.  She 
was  working  as  a nurse.  Impression:  recur- 

rence of  disease. 

Case  V. — A.C.W.  Dec.,  1935,  colored  female 
of  47  years  entered  the  medical  service  com- 
plaining of  shortness  of  breath  and  loss  of  voice 
of  one  week’s  duration.  For  three  months  there 
had  been  unproductive  cough,  occasional  fever, 
and  poor  appetite.  There  had  been  diarrhea 
for  five  months,  and  she  had  lost  29  lbs.  in 
five  months.  As  a part  of  the  general  check-up 
on  her  condition  a barium  enema  was  done  which 
to  everyone’s  surprise  showed  an  obstructive 
lesion  at  the  midtransverse  colon.  The  diag- 
nosis of  obstructing  carcinoma  was  made. 
Transferred  to  surgery.  Exploratory  laparo- 
tomy revealed  a peculiar  inflammatory  ob- 
structing area  in  the  midtransverse  colon  region, 
which  certainly  was  not  a typical  carcinoma. 
Because  of  uncertainty  of  type  of  lesion,  it 
seemed  unwise  to  resect  and  perform  a primary 
suture.  Most  of  the  transverse  colon  was 
dragged  out  of  wound,  and  the  loop  containing 
the  lesion  removed  with  its  web  of  mesentery. 
The  two  loops  of  bowel  were  then  approximated 
and  a Mickulicz  procedure  carried  out.  Con- 
valescence uneventful.  Histologic  studies 
proved  entity  to  be  cicatrizing  enteritis.  Pa- 
tient made  a good  recovery.  Was  well  until 
Oct.,  1936,  when  there  was  pain  about  umbilicus 
and  a tender  lump  at  the  bottom  of  the  scar. 
Nov.  30,  1936,  re-admitted  to  surgical  service 
but  preferred  to  go  home  for  Christmas.  X-ray 
studies  showed  constant  irritability  at  transverse 
colon  at  point  of  previous  operation  suggesting 
that  the  disease  was  still  present  at  this  point. 
Jan.  4,  1937,  re-entered.  Old  wound  re-opened. 
At  bottom  of  wound  the  bowel  was  firmly  ad- 
herent to  the  scar,  and  the  mass  which  had  been 
felt  seemed  to  be  an  extension  of  the  disease  into 
the  subcutaneous  tissues.  The  scar  itself, 
therefore,  was  left  on  the  bowel  mass.  Ex- 
ploration revealed  that,  although  this  had  not 
been  seen  a year  before,  the  disease  now  in- 
volved the  cecum,  the  appendix,  and  about  3 
cm.  of  the  ileum.  There  were  involved  lymph 
nodes  in  the  mesentery,  the  gut  was  thickened, 
puckered  and  edematous,  and  in  part  stenosed. 
Radical  removal  decided  upon.  Ileum  divided 
5 cm.  from  ileocecal  valve,  and  terminal  ileum, 
appendix,  cecum,  ascending  and  transverse 
colons  excised,  cutting  across  the  mid-descending 
colon  It  was  then  found  that  the  entire  sig- 
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moid  was  involved,  and  the  patient  was  left 
with  a perman  t ileostomy  closing  off  the  distal 
end  of  the  yided  sigmoid.  Patient  seen 
March  5,  193/ . gaining  weight  rapidly. 

By  April  20,  1937,  she  had  gained  43  lbs.,  the 
ileostomy  worked  well,  and  there  were  no  com- 
plaints. Three  enemas  were  given  after  leaving 
hospital  but  only  slimy  material  had  come  away. 
Felt  better  than  ever  and  ate  well.  Barium 
enema,  which  included  only  sigmoid  since  that 
was  the  only  fragment  of  large  bowel  remaining, 
showed  large  bowel  pliable,  movable,  haustra- 
tions  re-appearing  in  contrast  to  a fixed  stiff 
tube  seen  previously.  The  small  perforation 
seen  before  the  last  operation  when  the  barium 
tended  to  escape  into  the  left  iliac  fossa,  had  dis- 
appeared. Great  improvement.  On  Sept.  30, 
1937,  barium  enema  showed  normal  rectum  and 
descending  colon.  Patient  had  gained  49  lbs. 
Ileostomy  moved  twice  a day.  She  felt  fine. 
Impression:  excellent  result.  No  evidence  of 

recurrence. 

Case  VI. — E.D.W.  Feb.  2,  1932,  21  years 
old,  came  to  hospital  complaining  of  intermittent 
bouts  of  diarrhea  for  six  months.  Barium 
x-ray  studies  seemed  practically  normal.  Placed 
on  a diet.  July  14,  1936,  re-admitted  com- 
plaining of  abdominal  pain  of  greater  intensity 
than  usual  for  two  days  before  admission. 
White  count  had  risen  to  14,200.  Barium 
studies  disclosed  an  irritable  terminal  ileum. 
Diagnosis:  regional  ileitis.  Dietary  regime 

ordered  to  be  continued.  On  Oct.  13,  1936, 
re-entered  hospital  because  of  two  attacks  of 
severe  abdominal  pain  with  fever  and  diarrhea. 
A fusiform  nontender  mass  was  felt  in  right 
iliac  fossa.  Operation  Oct.  16,  1936,  resection 
of  terminal  ileum  and  cecum  for  typical  cicatriz- 
ing enteritis.  By  Dec.,  1936,  he  had  gained 
from  126  lbs.  to  144  lbs.  Condition  excellent. 
Belladonna  taken  in  small  amounts.  One  stool 
daily,  sometimes  every  other  day.  Check-up 
on  April  16,  1937,  patient  had  been  to  Florida. 
Had  gained  30  lbs.  since  operation  but  still  had 
attacks  of  diarrhea  and  abdominal  pain,  without 
chills  or  fever.  No  x-ray  check-up  made. 
Impression:  disease  still  present. 

Case  VII. — D.S.  Oct.  6,  1927,  entered  the 
Peter  Bent  Brigham  Hospital  at  18  years  of  age. 
Apparently  typical  attack  of  acute  appendicitis; 
operative  findings  compatible  with  acute  appen- 
dicitis; histology  showed  acute  appendicitis. 
Not  seen  again  until  Aug.  2,  1933,  when  he 
entered  the  medical  service  with  complaint  of 
diarrhea  of  one  and  one-half  years’  duration, 
cramplike  pains  over  whole  abdomen,  occasional 
nausea  and  vomiting,  loss  of  26  lbs.  Stools 
negative  for  typhoid,  paratyphoid,  and  dysen- 


tery. X-ray  enema  showed  some  delay  at 
splenic  flexure,  and  remaining  colon  and  distal 
ileum  was  filled  with  difficulty.  Impossible  to 
outline  cecum.  Impression:  tuberculosis  of 

the  terminal  ileum  and  colon.  Studies  repeated, 
and  it  was  thought  that  the  too  oblique  appear- 
ance of  terminal  ileum  with  irritability  and  with 
general  narrowing  of  colon  suggested  ileitis  and 
colitis,  probably  nontuberculous.  Discharged 
on  bland  diet.  Nov.  4,  1933,  re-entered  medical 
service  with  diarrhea  worse  than  ever  in  spite 
of  carrying  out  dietary  orders.  Given  emetine 
therapy  with  negative  results.  In  spite  of  x- 
ray  opinions,  medical  service  felt  the  disease 
might  be  acid-fast  enteritis  and  the  patient  was 
transferred  to  the  Lakeville  Tuberculosis  Sana- 
torium where  he  remained  from  Dec.  19,  1933, 
to  April  15,  1934.  All  this  time  he  was  bothered 
with  bouts  of  diarrhea  and  abdominal  com- 
plaints. Re-entered  the  surgical  service  on 
Nov.  19,  1936.  Symptoms  had  returned,  and 
continued.  Just  before  admission,  sharp  right 
lower  quadrant  pain  on  several  occasions. 
Surgery  advised.  At  operation  definite  evi- 
dence of  chronic  cicatrizing  enteritis  over  the 
lower  40  cm.  of  the  small  intestine.  Cecum 
and  ascending  colon  were  fixed,  thickened,  and 
firm,  and  there  was  some  involvement  of  the 
whole  transverse  colon.  The  lower  60  cm.  of 
the  small  intestine  with  cecum,  ascending  colon, 
transverse  colon,  and  half  of  descending  colon 
were  removed,  and  a side  to  side  ileocolostomy 
carried  out.  By  Feb.  12,  1936,  patient  weighed 
147  lbs.  and  felt  fine,  two  or  three  stools  a day, 
no  pain,  abdomen  soft.  He  was  working.  On 
Feb.  17,  1936,  a barium  enema  showed  no  evi- 
dence of  disease.  Check-up  on  March  1,  1937, 
showed  patient  was  working,  that  he  felt  fine, 
had  liquid  stools,  but  no  abdominal  discomforts. 
Haliveroil  and  yeast  prescribed.  From  May 
28  to  June  12,  1937,  patient  was  in  hospital  for 
diarrhea,  7 per  day.  Barium  enema  suggested 
partial  obstruction  at  various  parts  of  small 
intestine.  By  June  22,  1937,  he  was  having  3 
stools  a day.  Impression:  recurrent  disease, 

? inactive. 

Case  VIII. — Z.S.  Aug.,  1921,  patient  18 
years  old,  came  to  hospital  complaining  of  at- 
tacks of  abdominal  pain.  Had  had  malaria 
nine  years  previously  and  an  attack  of  jaundice 
two  years  previously.  Bouts  of  abdominal  pain 
had  been  present  for  eight  years  occurring  every 
four  to  five  months,  i.e.,  began  at  10  years  of 
age.  Physical  examination  negative  except 
for  umbilical  hernia.  Explored  Aug.  26,  1921, 
routine  appendectomy.  Appendix  normal, 
findings  quite  normal,  except  for  umbilical 
hernia.  Patient  was  not  improved  by  surgery 
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and  in  Dec.,  1926,  was  back  in  hospital  in  the 
medical  service  with  same  complaint,  though 
in  addition  he  had  noticed  bouts  with  more 
pain  and  sometimes  chills,  fever,  and  diarrhea. 
It  was  suggested  that  he  had  mucous  colitis. 
Cholecystograms  and  G.I.  x-ray  studies  were 
negative.  In  medical  record  on  Feb.  6,  1928, 
a letter  from  D.H.J.  said  this  patient  went  to 
Dr.  H.H.G.  who  explored  him  finding  a peculiar 
condition  with  inflammation  of  the  lower 
abdomen  involving  cecum.  Some  adhesions 
were  cleared  and  after  a strenuous  convalescence, 
patient  recovered.  Letter  from  patient’s  New 
York  doctor  April  13,  1937,  said  x-rays  in  New 
York  showed  an  apparent  narrowing  of  the 
terminal  ileum  a few  inches  distal  from  the 
ileocecal  valve.  Oct.  13,  1937,  correspondence 
revealed  that  in  another  x-ray  series  in  June, 
1937,  the  irritability  seen  previously  had  dis- 
appeared, but  patient  still  had  bouts  of  diarrhea. 
Impression:  disease  still  present. 

Case  IX. — N.W.  In  1928,  when  20  years 
old,  had  appendectomy  at  the  Harley  Hospital. 
Apparently  no  complaints  preceding  the  acute 
story.  In  Sept.,  1935,  at  the  Beth  Israel 
Hospital,  because  of  left-sided  pain  in  abdomen, 
was  proctoscoped  and  studied,  and  discharged 
without  diagnosis.  He  came  to  the  Peter 
Bent  Brigham  Hospital  in  Oct.,  1935,  com- 
plaining of  lower  abdominal  pain.  Barium 
studies  revealed  irritable  cecum.  He  was 
admitted  to  the  surgical  service  at  this  hospital 
in  March,  1936,  complaining  of  hemorrhoids 
and  rectal  pain,  also  a left  inguinal  hernia.  At 
this  time  careful  questioning  elicited  the  story 
that  for  at  least  four  years  he  had  been  troubled 
with  bouts  of  diarrhea  and  dull  pain  in  the  left 
flank,  and  ? blood  and  pus  in  stool.  Anal 
sphincter  was  dilated  for  cure  of  fissure.  In 
June,  1936,  he  was  admitted  to  medical  service 
with  constant  diarrhea.  Carefully  studied, 
proctoscoped,  and  x-rayed,  and  sent  out  with 
the  questionable  diagnosis  of  ulcerative  colitis 
or  psychoneurosis.  Barium  studies  on  the 
surgical  service  in  August,  1936,  suggested 
disease  about  the  cecum.  Operation  was  per- 
formed: adhesions  were  found  about  the  seat 
of  the  old  appendix  scar  but  the  intestines  them- 
selves appeared  absolutely  normal.  Resection 
not  carried  out.  By  Jan.,  1937,  he  was  back 
on  the  surgical  service  for  repair  of  ventral 
hernia  in  the  scar  through  which  the  appendix 
had  been  removed  in  1928.  In  spite  of  the 
fact  that  at  the  preceding  operation  in  Aug. 
his  intestines  had  appeared  normal,  the  lower 
3/ 4 of  the  small  intestines  were  now  found  densely 
matted  together,  fixed,  and  beyond  all  thought 
of  surgical  removal.  Wound  closed.  Feb.  26, 


1937,  he  weighed  151  lbs.  had  many  abdominal 
cramps,  was  using  enemas  for  bowel  movements. 
Patient  brought  back  on  medical  service  in 
March  for  an  attempt  to  study  his  reaction  to  a 
foreign  serum,  Coley’s  serum  being  administered 
at  that  time.  His  weight  was  153  lbs.  He 
was  using  oil  to  move  bowels,  1 to  2 stools  a 
day,  no  cramps.  March  8,  first  injection  Coley’s 
vaccine  0.06  cc.  in  1 cc.  salt  solution  first,  then 
1 cc.  in  buttock,  followed  by  dizzy  spell.  By 
March  10,  1937,  diffuse  pains,  chills,  and  fever 
to  101  F.  March  12,  1937,  had  diarrhea  for 
one  day.  March  26  entered  hospital  and  that 
day  and  as  follows  (March  30,  April  1,  4,  6,  9, 
12,  and  14)  Coley’s  serum  intramuscularly. 
Injections  1,  6,  9,  12,  and  14  accompanied  by 
chills  and  high  rise  in  temperature.  Mean- 
while he  had  no  diarrhea.  Looked  well.  Ab- 
domen seemed  distended  but  not  tender  and 
except  for  complaints  which  might  have  been 
due  to  the  injected  material,  seemed  well. 
Agglutinations  for  Brucella  abortus,  negative. 
By  April  27,  1937,  there  was  obvious  involve- 
ment of  the  transverse  colon  and  terminal  ileum 
though  terminal  ileum  peculiarly  enough  seemed 
wider,  more  flexible,  and  less  involved  than  at 
the  previous  examinations.  From  Sept.  10  to 
18,  1937,  patient  was  in  hospital  for  abscess  in 
axilla  and  diarrhea.  Barium  enema  and  mo- 
tility series  showed  some  healing  in  terminal 
ileum,  transverse  colon  normal.  Impression: 
improved  but  disease  still  present. 

Case  X. — T.F.  Jan.,  193J,  a 20-year-old 
single  female  cosmetic  worker  entered  the 
medical  service  in  this  hospital  with  the  com- 
plaint that  for  three  and  one-half  years  she  had 
had  recurrent  attacks  of  right  lower  quadrant 
pain,  recently  more  severe,  accompanied  by 
diarrhea  and  loss  of  weight  to  83  lbs.  On  ad- 
mission a mass  was  felt  in  right  lower  quadrant. 
Barium  studies  both  by  enema  and  by  mouth 
showed  inflammatory  lesion  involving  terminal 
ileum,  cecum,  and  ascending  colon.  Operation: 
resection  5 cm.  terminal  ileum,  cecum,  appendix, 
ascending  colon,  and  one-half  transverse  colon; 
end  to  side  anastomosis.  On  March  15,  1937, 
motility  x-ray  series  of  2-  to  3-hour  films  showed 
an  irregular  loop  of  terminal  ileum  in  the  right 
lower  quadrant  about  10  cm.  in  length  which 
did  not  show  normal  mucosal  markings.  Pa- 
tient had  gained  3 lbs.  in  previous  week.  March 
26,  1937,  she  weighed  99  lbs.,  was  having  stools 
about  three  times  a day ; improved.  September 
2,  1937,  a barium  enema  was  normal.  She 
had  gained  27  lbs.  now  weighing  110  lbs.  Im- 
pression: no  evidence  disease;  ? cured. 

Case  XI. — L.N.  April  21,  1937,  a 54-year- 
old  female  entered  the  hospital  because  of  a 


February  15,  1939] 


CICATRIZING  ENTERITIS 


335 


nagging  pain  in  the  right  flank  and  right  lower 
quadrant  of  seven  or  eight  months’  duration. 
The  pain  had  not  been  severe  enough  to  interfere 
with  her  routine  activities  and  was  characterized 
as  being  a rather  dull  ache  with  a sharp  stabbing 
exacerbation  on  numerous  occasions.  The  pa- 
tient had  tended  to  have  diarrhea  during  the 
past  few  years  but  it  had  not  been  enough  to 
bother  her.  No  chills,  no  fever,  no  weight  loss. 
The  patient  had  had  repeated  barium  enemas 
and  abdominal  plates  in  our  O.D.D.,  the  results 
of  which  were  equivocal.  She  entered  the 
hospital  for  intestinal  motility  series.  The 
physical  examination  revealed  a well-developed, 
somewhat  obese,  white  female,  in  no  distress. 
Examination  was  unremarkable  except  for  the 
abdomen  which  revealed  generalized  right -sided 
tenderness,  more  in  the  right  lower  quadrant, 
ill-defined  tender  mass,  freely  movable  in  the 
right  lower  quadrant.  Impression:  chronic 

cicatrizing  enteritis,  ? tuberculosis  of  cecum, 
? carcinoma  of  cecum.  X-ray  report  April  22, 
hourly  films  after  30  grams  of  barium  by  mouth 
showed  fairly  rapid  progression  of  the  barium 
through  the  small  bowel  filling  the  cecum  and 
ascending  colon  at  four  hours.  As  far  as  seen 
the  loops  of  ileum  were  quite  normal.  Cecum 
and  ascending  colon  again  appeared  irritable. 
Findings  negative  except  for  irritability  in  the 
ileocecal  region.  On  April  24,  1937,  a lapa- 
rotomy was  carried  out.  Cecum  and  terminal 
ileum  extensively  involved  with  cicatrizing 
enteritis;  routine  appendectomy  carried  out. 
Appendix  failed  to  show  histologic  proof  of 
gross  diagnosis.  On  Oct.  11,  1937,  a barium 
enema  showed  cecum  and  ascending  colon 
ragged  and  irregular  but  more  tolerant,  ap- 
parently improved.  Impression:  disease  still 

present. 

Discussion 

A study  of  these  cases  seems  to  make 
the  symptom-complex  one  we  all  should 
recognize.  Both  the  clinical  and  patho- 
logic findings  are  highly  suggestive  of  a 
definite  entity  and  we  can  only  wonder 
why  this  awaited  recent  times  for  recogni- 
tion. The  disease  is  characterized  by  a 
nonspecific  inflammatory  reaction  in  the 
intestines  which  usually  begins  in  youth 
and  goes  on  for  years  and  years.  It  re- 
sults in  bouts  of  diarrhea  and  abdominal 
discomfort,  bouts  which  in  advanced  cases 
are  frequently  accompanied  with  chills 
and  fever.  The  chronicity  of  the  disorder 
is  visualized  in  the  patient  Z.S.  (see 


above)  where  the  disease  has  caused 
symptoms  for  twenty-seven  years. 
Finally,  as  the  pathologic  process  goes  on 
to  cicatrization,  a variable  stenosis  of  the 
bowel  which  seems  to  justify  mechanical 
intervention  results. 

In  our  complete  hospital  series  of  11 
certified  cases,  all  but  2 cases  show  active 
disease  following  surgery.  The  period  of 
postoperative  observation  averages  over 
three  years.  We  have  as  controls  for 
this  series  of  cases  treated  by  surgery  not 
only  the  case  Z.S.  cited  above  in  whom 
only  incidental  appendectomy  was  carried 
out  and  L.N.  cited  above  in  whom  ap- 
pendectomy alone  seemed  wise,  but  also 
four  other  patients  in  whom  the  diagnosis 
was  confirmed  by  both  clinical  appraisal 
and  x-ray  studies.  Note  that  in  the  case 
of  Z.S.  the  disorder  has  been  present  for 
twenty-seven  years,  yet  the  patient  is  ac- 
tive and  well  except  for  occasional  bouts 
of  diarrhea  and  colic. 

Of  our  unoperated  cases,  E.P.  is  the 
most  enlightening,  for  the  therapeutic 
test  was  formidable,  surgery  being  with- 
held because  the  patient’s  condition  was 
so  critical.  The  story  is  as  follows : E.P., 
married  woman  of  52,  admitted  for  study 
March  20,  1933,  complaining  of  epigastric 
distress  and  colic  for  four  months,  tender- 
ness right  lower  quadrant;  cholecystog- 
raphy, pyelography,  and  gastrointestinal 
barium  studies,  negative.  Dec.  24,  1936, 
re-admitted.  In  interim  had  suffered 
from  bouts  of  crampy,  colicky  pain,  most 
severe  attack  day  of  admission;  T.P. 
and  R.  elevated;  WBC  12,000;  90  per 
cent  polys.;  abdomen  generally  tender 
and  spastic.  Condition  gradually  quieted 
down  and  x-ray  showed  irritable  ileum 
with  multiple  constrictions.  Surgery 
withheld.  Condition  slowly  improved, 
abdominal  signs  disappeared.  Repeated 
x-ray  studies  have  visualized  the  progress. 
October  7,  1937,  third  motility  series  re- 
vealed a definitely  more  normal  appear- 
ance of  loops  of  small  intestine,  irregular 
appearance  gone,  some  areas  of  constric- 
tion remaining.  General  condition  ex- 
cellent, holding  weight,  active  and  except 
on  rare  occasions,  no  abdominal  signs  or 
symptoms.  Impression : marked  im- 
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provement,  though  disease  still  present. 

A critical  survey  of  our  experience 
leaves  us  dubious  about  the  value  of  sur- 
gery. Sidetracking  procedures  both  in 
our  hands  and  others  have  proved  of  little 
value.  In  this  series  9 of  the  11  cases 
were  submitted  to  radical  surgery  with 
removal  of  variable  lengths  of  both  small 
and  large  bowels.  Appendectomy  alone 
was  used  in  two  cases ; one  where  the  dis- 
order was  unrecognized  (Z.S.)  and  the 
other  where  radical  surgery  seemed  im- 
possible (L.N.).  Radical  removal  usually 
ended  with  recurrence  except  in  the  most 
severe  case  of  A.C.W.  when  ileostomy, 
even  with  evidence  of  disease  in  the  seg- 
ment of  sigmoid,  brought  prompt  relief. 
It  is  unfortunate  that  we  have  had  no  fur- 
ther experience  with  permanent  ileos- 
tomy, because  the  course  of  this  disease 
and  chronic  ulcerative  colitis  are  so  alike 
and  because  permanent  ileostomy  in  some 
hands  has  proved  the  most  efficacious 
treatment  for  this  latter  condition.  The 
apparent  relief  in  L.N.  when  the  appendix 
alone  was  removed  may  be  only  a tem- 
porary result.  In  the  hands  of  others  the 
simple  procedure  has  not  brought  relief. 

Throughout  the  citation  of  the  cases  we 
have  spoken  of  an  x-ray  “motility  series.” 
This  method  has  long  been  employed  for 
the  study  of  disorders  of  the  small  bowel, 
and  consists  of  giving  to  the  patient  30 
grams  of  barium  and  then  taking  hourly 
films  for  eight  to  ten  hours.  This  seems  to 
bethe  best  method  for  evaluating  disorders 
of  the  small  intestine  and  is  an  interesting 
example  of  the  beneficial  resurrection  of  a 
neglected  method  of  study.  For  the  ade- 
quate study  of  this  particular  entity  it 
seems  to  be  of  the  greatest  value.  Bar- 
ium enemata  may  not  pass  the  ileocecal 
valve  and  thus  will  fail  to  reveal  disease 
in  the  terminal  ileum.  Considerable 
evidence,  however,  as  we  have  seen,  may 
be  derived  from  this  simple  method,  the 
motility  series. 

In  the  literature  are  cited  cases  where 
rupture  has  occurred  and  fistulous  tracts 
have  followed  surgery.  This  has  not  oc- 
curred in  our  experience  in  spite  of  fre- 
quent re-involvement  at  the  site  of  sur- 
gical intervention.  In  fact  our  only  ex- 


perience with  fistulae  was  in  a case  not 
reported  here,  carried  in  our  files  for  two 
years  as  cicatrizing  enteritis,  finally  proved 
to  be  the  seat  of  malignant  disease. 

It  has  been  suggested  that  we  are  deal- 
ing with  a new  disease  or  an  endemic  dis- 
order recently  transported  among  us. 
This  does  not  hold  when  we  consider  the 
evidence  of  its  presence  long  ago  as  seen 
in  the  literature.  Its  similarity  to 
Johne’s  disease  of  cattle  led  us  not  only 
to  fruitless  attempts  to  transplant  it  di- 
rectly to  calves  but  to  carry  out  skin  sen- 
sitization tests  with  Johnin,  a byproduct 
of  the  growth  of  the  pseudotubercle  ba- 
cillus of  cicatrizing  enteritis  of  cattle  put 
out  by  the  U.  S.  Dept,  of  Agriculture  for 
animal  testing.  We  gave  intradermal  in- 
jections of  this  preparation  to  five  pa- 
tients with  proved  cicatrizing  enteritis 
and  four  normal  individuals,  using  tuber- 
culin, salt  solution,  horse  serum,  cow 
serum,  and  tetanus  antitoxin  for  control 
of  the  zone  of  reaction. 

Severe  abnormal  reactions  occurred  in 
only  two  cases;  one  patient  with  a proved 
tuberculous  fistula  showed  a positive  reac- 
tion to  tuberculin,  and  another  patient  re- 
cently given  a prophylactic  dose  of  tetanus 
antitoxin  showed  a positive  reaction  to  tet- 
anus antitoxin.  The  patient  sensitive  to 
tuberculin  was  also  sensitive  to  Johnin, 
and  three  other  patients  with  cicatrizing 
enteritis  and  three  of  our  normal  controls 
were  sensitive  to  both  Johnin  and  tuber- 
culin. Obviously  there  is  no  relationship 
between  skin  sensitivity  to  Johnin  and  to 
cicatrizing  enteritis  of  man,  though  there 
is  a positive  correlation  between  skin  sen- 
sitivity to  tuberculin  and  skin  sensitivity 
to  Johnin. 

Therapy  other  than  surgery  has  con- 
sisted only  of  a simple  bland  diet.  Drugs 
have  not  been  of  great  value.  Liquid 
petrolatum  has  helped  where  there  have 
been  signs  of  obstruction,  and  in  the  acute 
phase  frequent  small  feedings  have  allevi- 
ated the  difficulties  and  fear  of  a large 
food  intake. 

Coley’s  serum  was  given  in  one  case 
without  great  change. 

Reactions  to  Brucella  abortus  and  the 
Frei  test  have  been  negative. 
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Summary. — 1.  Cicatrizing  enteritis  is 
a striking  clinical  entity  characterized  by 
bouts  of  diarrhea  and  colicky  pain,  and 
often  accompanied  by  chills  and  fever. 

2.  Eleven  surgically  treated  and  his- 
tologically certified  cases  of  cicatrizing 
enteritis  are  discussed,  with  citation  of 
nonopera  ted  cases  with  the  same  disease. 

3.  Nine  patients  show  recurrence, 
after  radical  surgery.  Some  patients 
have  had  multiple  operations.  One  case 
with  severe  recurrence  has  been  cited  by 
his  previous  physician  as  cured. 

4.  Two  patients  with  simple  appen- 
dectomy and  proved  disease  are  still  the 
seat  of  disease,  one  after  twenty-seven 
years,  but  both  are  active  and  in  good 
general  condition.  One  patient  with  the 
most  extensive  evidence  of  involvement 
by  x-ray  is  steadily  improving  without 
surgery. 

5.  A “motility”  x-ray  series  is  the 
most  important  method  for  the  proper 
evaluation  of  this  disease  in  the  small  in- 
testine. 

6.  We  advise  against  surgery  unless 


action  is  forced  by  obstruction  or  perfora- 
tion. 

7.  If  surgery  seems  necessary,  per- 
manent ileostomy  may  be  the  best  proce- 
dure. 

8.  We  feel  patients  with  the  seat  of 
this  disease  should  be  recognized  by  family 
physicians  who  should  keep  such  patients 
under  their  care  on  a simple  diet  rather 
than  turn  these  patients  over  to  their  sur- 
gical colleagues. 
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THEY  ARE  DISCOVERING  THE  SNAGS 

It  is  doubtful  if  the  health-insurance  scheme 
enacted  in  Australia  a few  months  ago  will  ever 
go  into  effect,  says  a letter  from  that  country  to 
the  J.A.M.A.  The  medical  profession  there  is 
strongly  against  it,  not  merely  on  financial 
grounds,  but  because  it  will  not  provide  a satis- 
factory medical  service.  Apart  from  the  opposi- 
tion of  the  medical  profession,  the  government 
is  meeting  severe  criticism  from  other  quarters: 
First,  from  a strong  federal  labor  opposition; 
second,  from  a section  of  employers  who  regard 
with  misgiving  the  extra  cost  that  they  will 
have  to  carry  as  contributors  to  the  scheme  on 
behalf  of  their  employees;  third,  from  a body  of 
rural  opinion  which  voices  the  grievances  of  small 
farmers,  who  will  be  required  to  pay  contribu- 
tions for  persons  they  employ  but  who  will  not 
themselves,  as  self -employing  persons,  be  eligible 
to  become  insured,  and,  finally,  from  the  exist- 
ing friendly  societies. 


FIGHTING  PNEUMONIA  BY  MOVIE 

A movie  is  the  newest  weapon  of  the  New  York 
State  Department  of  Health  in  its  war  on  pneu- 
monia. It  is  titled,  “Serum  to  Windham,” 
and  is  being  shown  at  local  movie  theaters 
throughout  the  state. 

“Serum  to  Windham”  is  a true  story  based  on 
an  actual  happening  in  the  Catskill  Mountains 
where  a youth  was  striken  with  a rarer  type  of 
pneumonia.  Realizing  the  importance  of  the 
prompt  diagnosis  and  treatment,  a country 
doctor  set  emergency  wheels  in  motion.  Labora- 
tory, New  York  City  police,  railroad  workers, 
state  troopers,  and  others  participated  in  getting 
the  serum  to  Windham  in  time  to  save  the  youth’s 
life.  Blizzards,  snow  drifts,  and  sub-zero  weather 
faced  the  men  delivering  the  serum. 

Some  of  the  persons  who  took  part  in  the  real- 
life  drama  are  included  in  the  cast  of  the  film, 
which  was  produced  by  the  Division  of  Public 
Health  Education,  State  Department  of  Health. 


SURGICAL  TREATMENT  OF  SPASTIC  PARALYSIS 

Fremont  A.  Chandler,  M.D.,  Chicago 


The  term  “spastic  paralysis”  refers 
to  a greatly  varied  symptom  com- 
plex, in  which  the  hypertonicity  of  the 
skeletal  muscles  and  distorted  muscle 
control  are  the  outstanding  features.  Be- 
cause of  the  wide  variety  of  classifications, 
considerable  confusion  has  resulted  in  the 
various  terminologies.  By  general  usage, 
the  term  “spastic  paralysis”  is  applied  to 
that  paralysis  resulting  from  birth  injury 
or  prenatal  pathology.  In  this  paper, 
however,  the  spastic  picture  following 
trauma  or  the  result  of  other  pathologic 
processes  will  be  touched  upon. 

The  statements  made  by  W.  J.  Little 
in  1843  in  his  publication,  Nature  and 
Treatment  of  the  Deformities  of  the  Human 
Frame,  still  hold  true. 

“The  effects  of  the  derangement  of  the 
brain  or  cord  may  be  limited  to  the  func- 
tions of  a single  muscle  . . . . or  a larger 
number  of  filaments  and  more  muscles 
maybe  affected  . . . .” 

“May  present  itself  as  a congenital  af- 
fection or  as  a result  of  disease  during  in- 
fancy. It  is  often  difficult  and  sometimes 
impossible  to  discriminate ...” 

“In  some  instances,  however,  the  weak- 
ness of  intellect  appeared  to  result  less 
from  permanent  injury  to  the  brain  than 
from  want  of  sufficient  training  and  edu- 
cation ...” 

“The  deteriorated  health  of  the  parent 
had  directly  impaired  the  nutrition  of  the 
fetus,  and  both  directly  and  indirectly  the 
healthy  development  of  the  nervous  sys- 
tem . . .” 

“An  infant  prematurely  born  ...  in- 
adequately prepared  to  contend  against 
the  operation  of  external  agents  ...  al- 
tered function,  congestion,  or  disease  of 
the  most  susceptible  of  the  infant’s  or- 
gans, those  of  the  nervous  system  should 
occur.” 

What  can  modern  science  add  to  these 


statements  of  nearly  a century  ago? 

In  general,  spastic  paralysis,  or  Little’s 
disease,  may  be  described  as  a disease, 
congenital  or  acquired,  resulting  from 
sclerosis  of  cells  of  the  upper  motor  neu- 
rone, varying  in  degree  and  usually  caus- 
ing a hypertonicity  of  the  muscles  of  the 
part  affected.  Orderly  inhibitory  stimuli 
of  central  origin  do  not  reach  the  primary 
reflex  arcs.  In  contrast  to  the  more  or 
less  constant  picture  of  hypertonic  muscle 
reaction  are  the  bizarre  entities  which  we 
group  under  the  general  term  of  choreo- 
athetosis.  In  these,  control  of  purposeful 
motion  is  distorted.  Little’s  disease  pre- 
sents a picture  of  disturbed  function  of 
the  corticospinal  (pyramidal)  tracts 
whereas  the  latter  group  presents  dis- 
turbed function  of  the  tracts  from  basalar 
nuclei  (extrapyramidal)  tracts.  An  over- 
lapping of  these  clinical  pictures  occasion- 
ally occurs. 

The  gross  or  histopathology  of  spastic 
paralysis  which  has  been  described  by 
many  writers  may  be  summarized  as 
follows:  When  associated  with  brain  in- 
jury the  lesion  is  usually  found  located  on 
one  or  both  sides  of  the  brain  and  consists 
of  a sclerosis  or  softening  of  the  area  in- 
volved, resulting  in  a degeneration  of  the 
cortical  spinal  tracts.  When  due  to  ar- 
rested development,  the  gross  evidence  is 
prominent  in  the  cortex  as  shown  by  a 
more  primitive  convolution  pattern.  Fre- 
quently this  is  absent  and  the  pathologic 
picture  is  present  only  on  microscopic  ex- 
amination. When  associated  with  a dis- 
ease such  as  syphilis,  there  is  an  associated 
meningomyelitis  of  vascular  origin  with  a 
resulting  scarring  and  adhesions  of  the 
membranes  and  invasion  of  the  brain  and 
cord  substance. 

When  seen  at  postmortem,  the  brain 
surface  presents  a picture  of  neuroblastic 
death  as  evidenced  by  atrophic  sclerosis 
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and  degeneration  of  the  brain  substance 
as  a secondary  gliosis. 

1.  A localized  lesion  of  the  brain  cor- 
tex or  a small  lesion  involving  the  con- 
verging cortical  spinal  tract  may  be  lo- 
cated at  or  near  the  internal  capsule. 
These  small  localized  lesions  will  give 
focal  symptoms  involving  one  or  part  of 
any  of  the  extremities  and  trunk. 

2.  Scattered  pathology.  This  is 
chiefly  prefrontal  in  origin  in  the  temporal 
or  parietal  lobe  and  is  more  frequently  as- 
sociated with  gross  mental  defects. 

3.  A diffuse  (walnut)  brain  in  which 
the  frontal  and  occipital  gyri  are  hard, 
shrunken,  and  leathery.  The  cerebellum 
is  usually  normal.  It  may  be  associated 
with  cavity  formations  within  the  brain 
substance  or  marked  enlargement  of  the 
ventricles,  probably  a process  which  starts 
in  the  deeper  cortical  layers  and  is  prob- 
ably a manifestation  of  embryologic  vas- 
cular rests. 

4.  Corpus  striatum  changes,  confined 
to  the  caudate  nucleus  and  putamen  and 
the  basal  ganglia,  causing  bilateral  athe- 
tosis and  chorea.  They  are  thought  to  be 
a prenatal  process.  A similar  lesion  in 
the  premotor  area  is  usually  responsible 
for  the  choreiform  athetoid  movement 
found  in  so  many  spastics. 

5.  A vascular  change  is  often  encoun- 
tered and  is  evidenced  by  scarring  follow- 
ing a periarteritis  or  a cortical  venous 
thrombosis. 

Any  one  or  all  of  the  above  complica- 
tions may  be  present  in  the  same  indi- 
vidual, each  resulting  in  a loss  of  the  in- 
hibitory function  of  the  upper  motor 
neuron. 

The  title  of  this  presentation,  “Sur- 
gical Treatment  of  Spastic  Paralysis,” 
would  better  read,  “Surgical  Phases  of 
the  Treatment  of  Spastic  Paralysis,”  for 
in  the  consideration  of  these  pathetic 
patients  the  many  phases  of  treatment 
should  be  kept  in  mind.  Surgery  plays 
but  a minor  role,  serving  to  overcome 
some  of  the  otherwise  insurmountable  ob- 
stacles of  the  more  normal  development 
and  functioning  of  the  spastic  patient. 
When  confronted  with  a spastic  patient, 
the  orthopedic  surgeon  must  control  his 


urge  to  resort  to  surgery.  He  must  evalu- 
ate the  possibilities  of  the  improvement 
which  always  accompany  growth,  the  po- 
tentialities of  mental  development,  the 
general  state  of  health  of  the  patient  and 
the  possibilities  of  improvement  under  a 
strict  regime  of  physical  therapy.  Other 
than  in  the  rare  instance  where  heroic 
measures  are  indicated  to  remove  cerebral 
blood  clots,  no  surgery  should  be  resorted 
to  until  the  patient  reveals  some  manifes- 
tation of  co-ordination  of  muscle  action. 

During  this  stage,  which  may  last  from 
a few  weeks  to  several  years,  treatment 
should  consist  of  general  nursing  and  the 
establishment  of  a proper  medical  regime 
as  well  as  properly  directed  physical  ther- 
apy. Probably  nothing  is  more  impor- 
tant in  this  phase  than  the  adjustment  of 
the  parents  to  the  burden  that  confronts 
them.  Firm  but  guarded  assurance  that 
muscle  control  will  definitely  improve 
with  growth  may  be  given.  All  reason- 
able attempts  of  improvement  of  nutri- 
tion and  the  correction  of  other  path- 
ology, such  as  hypertrophied  tonsils,  etc., 
should  be  carried  out.  Correction  of 
ocular  defects  by  the  use  of  lenses  is  highly 
advisable  if  the  patient’s  condition  will 
permit  the  wearing  of  glasses.  In  our 
clinic  all  spastic  cases  are  examined  by 
the  Department  of  Ophthalmology  and 
the  results  are  most  gratifying. 

Open  surgery  is  not  indicated  except 
for  the  correction  of  some  definite  ob- 
stacles of  progress.  As  spontaneous  mus- 
cular co-ordination  advances,  character- 
istic deformities  become  manifest.  If 
these  are  constant  and  progressive  in  de- 
gree, their  correction  by  surgery  should 
be  contemplated.  Surgery  in  spastic 
paralysis  should  be  carried  out  according 
to  the  following  axioms : 

1.  The  deformity  or  disability  must  be 
static,  progressive,  or  diminishing  so 
slowly  that  recovery  is  not  to  be  expected. 

2.  The  disability  must  be  constant  in 
its  manifestations. 

3.  The  interrelationship  of  multiple  de- 
formities must  be  understood. 

4.  The  benefit  to  be  had  by  surgery 
must  justify  the  risk. 

5.  Sufficient  time  must  elapse  between 
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surgical  procedures  to  permit  the  re- 
establishment of  a constant  clinical  pic- 
ture. 

6.  Methods  of  treatment  other  than 
surgical  should  not  be  neglected. 

7.  The  patient  should  be  fortified  for 
surgery  by  every  means  possible. 

Overactivity  of  the  adductor  muscles 
of  the  thighs  is  undoubtedly  of  first  im- 
portance in  its  effect  upon  the  function  of 
the  lower  extremities.  Scissors’  gait  or 
position  of  the  legs  is  indeed  an  obstacle 
to  progression  as  well  as  a definitely  con- 
tributing factor  to  flexion  deformity  of 
the  knee.  Over  activity  of  the  adductor 
groups  is  indirectly  associated  with  the 
production  of  gross  deformities  of  the 
feet,  for,  with  the  foot  fixed  by  weightbear- 
ing, adductor  action  results  in  pronation 
and  a gradual  breaking  down  of  structures 
supporting  the  longitudinal  arch.  In  ex- 
treme instances,  this  resultant  force  is  re- 
flected in  the  development  of  severe 
hallux  valgus  deformity.  Each  of  these 
deformities  is,  of  course,  influenced  by 
overactivity  of  the  internal  rotators  and 
muscle  imbalance  about  the  knee  and 
ankle  as  well.  Because  of  the  major  role 
of  adductor  overactivity  in  distorting  the 
entire  weightbearing  line  of  the  leg,  its 
correction  is  of  first  importance.  In  our 
experience,  stretching  of  the  adductor 
group  of  muscles  gives  only  temporary 
benefit  at  best.  The  same  may  be  said 
of  tenotomy  or  myotomy  of  the  origin  or 
upper  part  of  the  adductor  groups.  It  is 
obvious  that,  when  contractures  have 
developed  rendering  active  or  passive 
abduction  impossible,  these  later  proce- 
dures must  be  employed.  Conversion 
of  the  spastic  paralysis  of  this  muscle 
group  to  a flaccid  paralysis  by  neurectomy 
is  most  beneficial.  This  is  done  most  fre- 
quently by  locating  the  anterior  and  pos- 
terior branches  of  the  obturator  nerve  by 
dissection  between  the  uppermost  por- 
tions of  the  adductor  longus  and  the  pec- 
tineus.  The  anterior  branch  lies  in  front 
of  the  adductor  brevis  muscle  while  the 
posterior  branch  lies  behind  it.  If  both 
of  these  branches  are  divided,  a satisfac- 
tory result  is  obtained.  The  posterior 
branch  penetrates  the  external  obturator 


muscle  at  various  levels  and  because  of 
this,  may  be  difficult  to  locate.  Our  re- 
sults with  this  operation  were  fairly  satis- 
factory. This  procedure  has  been  aban- 
doned for  the  simpler  and  more  uniformly 
successful  resection  of  the  main  obturator 
nerve  just  proximal  to  the  obturator 
fascia  (Selig  operation).  This  procedure 
is  simple  and  most  effective  when  care- 
fully done. 

In  bilateral  resections  a transverse 
(Pfannenstiel)  incision  is  made  in  the 
lowest  transverse  skin  crease  just  above 
the  pubis  exposing  the  anterior  sheaths  of 
the  rectus  abdominis  muscles.  The 
sheath  of  the  rectus  is  then  split  vertically 
over  the  center  of  the  distal  portion  of  the 
muscle.  The  lateral  portion  of  the  rectus 
sheath  is  then  reflected  and  the  lateral 
margin  of  the  muscle  outlined.  This  is 
retracted  medially.  The  index  finger  is 
used  as  a blunt  dissector  following  the 
posterior  surface  of  the  rectus  to  its  in- 
sertion in  the  horizontal  ramus  of  the 
pubis,  then  more  deeply  and  laterally  dis- 
placing the  bladder  and  peritoneum  pos- 
teriorly until  the  obturator  nerve  is  pal- 
pated as  it  lies  within  the  pelvic  wall. 
Flat  retractors  are  then  inserted  and  the 
fatty  areola  tissue  is  gently  opened.  The 
nerve  is  easily  located  and  may  be  identi- 
fied by  its  position  as  it  enters  the  neural 
foramen  of  the  obturator  fascia  or  by 
stimulation  of  the  nerve.  The  nerve  is 
then  separated  from  the  blood  vessels 
that  accompany  it  by  means  of  a blunt 
hook.  A ligature  is  placed  at  each  of  two 
levels  along  the  nerve  and  a section  of  the 
nerve  is  excised.  Care  must  be  taken  not 
to  tear  any  of  the  many  small  veins  and 
the  possibility  of  anomalous  arteries  should 
be  kept  in  mind.  The  peritoneum  is  per- 
mitted to  fall  back  into  place  and  the 
rectus  fascia  and  skin  sutured.  No  cast 
or  apparatus  is  employed.  In  a consecu- 
tive series  of  resections  of  seventy- 
four  nerves  by  this  method,  no  compli- 
cations of  any  nature  have  developed. 
The  relaxation  of  the  adductor  group 
in  this  manner  is  more  satisfactory  than 
other  methods  we  have  employed.  In 
no  case  have  we  had  abduction  deformi- 
ties develop.  Some  adduction  persists 
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due  to  secondary  innervation  from  the 
sciatic  nerve. 

Flexion  deformity  of  or  inability  to  ex- 
tend the  knee  completely  is  next  in  im- 
portance. Here  again,  stretching  is  of 
only  temporary  benefit  and  more  radical 
measures  are  justifiable.  Lengthening  of 
the  hamstring  muscles,  stripping  of  the 
posterior  capsule,  supra  condylar  oste- 
otomy or  neurectomy  of  the  hamstring 
branches  of  the  sciatic  nerve  may  relieve 
the  active  deforming  factor  in  properly 
selected  cases.  Too  frequently,  however, 
complete  active  extension  with  or  with- 
out weightbearing  is  lacking  even  though 
passive  extension  of  the  knee  is  possible. 
In  many  of  these  cases  an  abnormally 
high  position  of  the  patella  is  found. 
This  observation  was  recorded  and  a cor- 
rective operation  outlined  in  a paper  en- 
titled, “Re-establishment  of  Normal  Lev- 
erage of  the  Patella  in  Knee  Flexion  De- 
formity in  Spastic  Paralysis,”  which  was 
published  in  1933.  In  order  to  lower  the 
patella  to  a position  at  the  level  of  the 
knee  joint,  the  insertion  of  the  patellar 
tendon  is  transplanted  distally  on  the  an- 
terior aspect  of  the  tibia.  In  some  cases 
in  which  the  spasm  of  the  quadriceps  is  es- 
pecially pronounced,  difficulty  in  main- 
taining the  reinsertion  has  been  encoun- 
tered. Several  valuable  suggestions  have 
been  made  to  improve  the  original  tech- 
nique. Carrell  encircles  the  patella  with 
wire  which  is  fixed  to  the  tibia.  Burns 
transfixes  the  patella  with  a Kirschner 
wire  and  fixes  it  in  the  cast  so  as  to  aid  in 
maintaining  advancement.  Many  other 
possible  variations  of  technique  are  ob- 
vious. The  possibility  of  arrested  growth 
of  the  anterior  portion  of  the  upper  tibial 
epiphysis  must  not  be  overlooked.  This 
is  especially  true  if  this  operation  is  under- 
taken in  young  children.  A plastic  opera- 
tion on  the  patellar  tendon  will  accom- 
plish advancement  more  safely.  Cleve- 
land, Wagner,  Speed,  and  many  others 
have  reported  successful  results  with  the 
basic  principle  of  patellar  advancement. 

Transplantation  of  the  biceps  tendon  to 
the  patella  has  been  practiced  widely  but 
this  should  supplement  patellar  advance- 
ment to  give  the  best  results.  Equinus 


deformity  of  the  foot  comes  next  in  im- 
portance in  the  consideration  of  spastic 
disabilities  of  the  lower  extremities.  The 
relation  of  this  deformity  to  the  stabiliza- 
tion of  the  knee  must  be  kept  in  mind. 
Lengthening  of  the  tendo  Achilles  results 
in  good  correction  in  many  cases  but  in 
others  greater  disability.  Resection  of 
the  motor  branches  of  the  popliteal  nerve 
is  also  effective  but  difficulty  is  encoun- 
tered in  estimating  the  degree  of  neurec- 
tomy. 

A fixed  equinus  deformity  is  frequently 
observed  when  the  knee  is  held  extended 
although  a satisfactory  dorsiflexion  is  ob- 
tained when  the  knee  is  flexed.  This  in- 
dicates a contracture  of  the  gastrocnemius 
portion  of  the  calf  rather  than  of  the  en- 
tire calf  group.  Sherb  recognized  this 
fact  and  in  1935  published  a paper  de- 
scribing an  operation  of  multiple  fascioto- 
mies  of  the  fascia  of  the  gastrocnemius 
muscle.  This  procedure  has  been  called 
the  herringbone  fasciotomy  because  of 
the  alternating  incisions  used  in  lengthen- 
ing this  fascia.  The  large  amount  of 
muscle  tissue  in  the  soleus  renders  it  more 
amenable  to  stretching  as  compared  with 
the  gastrocnemius. 

H.  A.  Durham  recently  reported  a 
simple  but  effective  operation  to  correct 
internal  rotation  of  the  thigh.  In  this, 
the  anterior  portion  of  the  gluteus  medius 
is  divided  at  its  insertion  into  the  greater 
trochanter.  A cast  holding  the  legs  ex- 
ternally rotated  is  employed  postopera- 
tively.  Instability  of  the  foot  presents  a 
greatly  varied  problem  and  methods  of 
correction  should  be  adapted  to  each  in- 
dividual deformity.  In  our  experience, 
tendon  transplant  alone  does  not  prove 
as  satisfactory  as  when  combined  with 
arthrodesis  of  the  posterior  tarsus.  In 
equinovarus  deformity,  lengthening  of 
the  posterior  tibial  tendon  is  helpful. 
Reinsertion  of  the  anterior  tibial  tendon 
into  the  dorsum  of  the  tarsus  has  given 
good  results  in  a small  number  of  cases. 
Overactivity  of  the  peroneus  longus  mus- 
cle with  valgus  deformity  of  the  forefoot 
responds  favorably  to  lengthening  of  the 
peroneal  tendon  combined  with  a medial 
cuneiform  osteotomy  which  includes  the 
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scapho-cuneiform  joint.  The  relation  of 
adductor  spasm  of  the  hip  to  this  particu- 
lar deformity  bears  re-emphasis. 

Correction  of  extension  deformities  of  the 
toes  should  not  be  attempted  until  the 
tarsus  itself  is  properly  corrected.  Inser- 
tion of  the  long  toe  extensors  into  the 
metatarsals  is  the  procedure  of  choice. 
Arthrodesis  of  the  interphalangeal  joint 
of  the  first  toe  is  done  to  prevent  hammer- 
toe deformity. 

Disability  due  to  spastic  paralysis  of 
the  upper  extremity  resists  correction  to  a 
much  greater  degree  than  that  of  the 
lower.  This  is  probably  due  to  the  finer 
movements  which  normal  function  im- 
plies as  well  as  the  greater  degree  of  non- 
use that  occurs  in  the  upper  extremity 
in  the  presence  of  any  malfunction.  Pro- 
nation of  the  forearm  associated  with 
flexion  of  the  wrist  is  usually  the  outstand- 
ing deformity. 

Treatment  of  this  condition  by  con- 
stant stretching  and  splinting  is  dis- 
couraging and  surgical  measures  are  jus- 
tifiable. An  understanding  of  the  inter- 
relationship of  these  deformities  is  es- 
sential. An  attempt  at  correction  of  the 
pronation  of  the  forearm  without  correc- 
tion of  the  wrist  deformity  invites  fail- 
ure, for  the  flexed  wrist  and  dependent 
hand  act  to  pronate  the  forearm  when  the 
patient  is  in  the  upright  position,  thereby 
offsetting  the  benefits  of  any  correction 
that  may  have  been  accomplished.  Cor- 
rection of  flexion  deformity  of  the  wrist  is 
therefore  the  key  to  this  complex  dis- 
ability. This  may  be  accomplished  by 
transplantation  of  the  carpal  flexors  to 
the  extensors  or  better,  especially  in  older 
patients,  by  arthrodesis  of  the  radio- 
carpal articulation  holding  the  hand  in 
fifteen  to  twenty  degrees  of  extension. 
Due  to  the  presence  of  motion  between 
the  carpal  bones,  wrist  fusion  alone  is  only 
partially  successful.  To  obviate  this 
factor,  we  have  used  a heavy  cortical 
graft  inserted  subperiosteally  on  the 
dorsum  of  the  radius,  bridging  the  wrist- 
joint  and  fixed  in  a deep  cleft  in  both  rows 
of  carpal  bones,  at  times  reaching  to  the 
metacarpals.  This  graft  is  effective  in 
immobilizing  the  wrist  as  well  as  the  car- 


pus, itself.  The  function  of  the  fingers  is 
greatly  enhanced  by  the  improved  posi- 
tion of  the  wrist.  With  the  wrist  in  good 
position,  correction  of  the  pronation  may 
be  accomplished  by  division  of  the  prona- 
tor teres  and  pronator  quadratus,  or  pos- 
sibly by  converting  the  pronator  teres  into 
a supinator  (Tubby  operation).  Our  re- 
sults in  section  of  the  branches  of  the 
median  nerve  have  been  uniformly  poor. 

We  have  had  little  occasion  to  employ 
the  thumb-check  operation  or  alter  the 
function  of  the  finger  flexors  by  tendon 
lengthening.  Deformities  of  the  shoulder 
and  elbow  rarely  necessitate  surgical  in- 
tervention. 

In  spastic  paraplegia  resulting  from 
permanent  cord  damage  of  acquired  na- 
ture, similar  surgical  procedures  have 
been  employed.  The  extraperitoneal  ob- 
turator and  popliteal  neurectomies  are 
most  useful.  The  sensory  and  trophic 
changes  which  accompany  these  types  of 
pathology  limit  the  scope  of  surgery  con- 
siderably. 

Choreoathetosis  is  probably  the  most 
distressing  clinical  entity  met  in  dealing 
with  spastic  paralysis  in  the  wider  mean- 
ing of  the  term.  These  patients,  who  are 
of  more  normal  mentality  than  are  those 
of  Little’s  disease,  present  an  ever  vary- 
ing picture  of  irregular  muscular  control 
involving  a single  extremity  or  all  of  the 
body.  Distortion  of  function  of  the 
facial  muscles  associated  with  attempts  of 
speech  are  especially  distressing.  No 
consistency  of  disability  is  present  and, 
therefore,  most  usual  surgical  procedures 
are  of  little  or  no  avail.  Intensive  physi- 
cal therapy  carried  out  along  the  usual 
line  of  repeated  exercises  intensifies  the 
condition  rather  than  improves  it.  A 
large  variety  of  drugs  have  been  employed 
in  treatment  without  distinct  results. 
Occasionally  improvement  in  gait  follows 
stabilization  of  the  feet.  This  is  due  to 
the  lessening  of  effort  in  the  maintenance 
of  balance  and  the  relative  simplification 
of  pattern  of  nerve  stimuli.  The  bizarre 
ineffective  movements  are  best  explained 
by  altered  stimuli  arising  in  the  basalar 
nuclei,  especially  Deiters’  nucleus  and  the 
red  nucleus  as  well  as  in  Corpus  striatum. 
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The  majority  of  these  efferent  stimuli 
pass  along  the  rubrospinal  tract  which 
lies  deep  in  the  anterolateral  portion  of 
the  cord.  Putnam  approached  this  prob- 
lem by  dividing  the  rubrospinal  tract  by 
anterolateral  cordotomy.  His  results 
were  encouraging.  Stimulated  by  his  re- 
port, we  selected  seven  cases  of  choreo- 
athetosis  for  a trial  of  this  procedure. 
Dr.  Eric  Oldberg  performed  cordotomies 
high  in  the  cervical  cords  of  these  patients 
with  definite  but  limited  improvement  in 
all  cases.  I have  followed  these  cases  to 
date  and  feel  that  the  procedure  fully 
justifies  the  risks  involved.  This  type  of 
surgery  should  be  done  by  a well-trained 
neurosurgeon  rather  than  by  one  whose 
training  has  been  in  orthopedic  surgery. 

Conclusions: 

1.  The  surgical  treatment  of  spastic 
paralysis  has  been  presented  in  an  at- 
tempt to  evaluate  the  procedures  most 
useful  in  bringing  relief  to  a large  group 
of  unfortunate  individuals. 

2.  The  need  of  continuation  of  less 
radical  means  of  therapy  is  recognized. 

Discussion 

Dr.  Mather  Cleveland,  New  York  City — We 
are  indebted  to  Dr.  Chandler  for  a restatement 
of  Little’s  classic  description  of  the  disease  which 
so  frequently  bears  his  name. 

In  describing  the  underlying  pathology  of 
spastic  paralysis  a proper  emphasis  is  placed  on 
the  loss  of  inhibitory  action  of  the  upper  motor 
neurone.  The  actions  of  these  patients  are 
neither  purposeful  nor  effective. 

Dr.  Chandler  is  quite  correct  in  suggesting  that 
a better  title  would  be  “Surgical  Phases  in  the 
Treatment  of  Spastic  Paralysis.”  Surgery  is 
only  a small  part  of  the  picture.  There  is,  un- 
fortunately, as  yet  no  treatment,  surgical  or 
medical,  which  is  successful  in  combating  the 
underlying  pathology. 

My  conception  of  the  use  of  surgery  on  these 
patients  is  that  it  is  an  attempt  to  make  it  easier 
for  the  spastic  to  bear  his  burden. 

At  St.  Luke’s  Hospital  surgical  intervention  in 
spastic  paralysis  has  been  confined  largely  to 
the  lower  extremities,  in  an  effort  to  overcome 
deformities  and  restore  balance  at  the  hips,  knees, 
and  feet. 

To  overcome  adductor  spasm  or  scissors  gait 
we  have  usually  divided  the  adductor  longus  and 


brevis  and  divided  the  anterior  division  of  the 
obturator  nerve.  This  has  been  adequate.  I 
am  very  much  interested  in  Dr.  Chandler’s 
approach  for  bilateral  complete  division  of  the 
obturator  nerves.  I can  only  wonder  if  it  is 
not  too  final  a step  to  take  before  trying  the  ef- 
fect of  partial  division. 

The  advancement  of  the  patella  as  described 
by  Chandler  has  in  our  hands  been  a very  success- 
ful procedure.  It  takes  the  spastic  out  of  the 
“jump”  position  and  improves  his  gait.  There 
is  usually  a slight  tendency  for  the  knee  flexion  to 
recur,  and  this  happens  because  a little  knee 
flexion  and  adduction  is  at  times  necessary  to 
enable  the  spastic  to  balance  himself.  With  com- 
pletely straight  knees  and  wide  stance,  he  may 
fall  or  totter  badly. 

In  some  of  these  badly  flexed  knees,  we  have 
had  to  precede  the  advancement  of  the  patella  by 
posterior  capsulotomy  of  the  knee  joints  and  by 
injection  of  the  nerves  to  the  hamstrings  with 
absolute  alcohol  or  at  times  by  partial  resection 
of  these  nerves. 

The  foot  deformities  of  equinovarus  or  equino- 
valgus  are  best  controlled  by  subastragaloid 
arthrodesis  and  posterior  ankle  block.  Length- 
ening of  the  heel  cords  is  a procedure  with  some 
risk  as  it  may  increase  knee  flexion  deformity. 
We  have  at  times  paralyzed  the  calf  muscles 
temporarily  by  alcohol  injection  of  the  nerves. 

Our  experience  with  surgical  intervention  on 
the  spastic  deformities  of  the  upper  extremity  is 
limited.  Here  stability  is  no  longer  required  but 
rather  a fine  co-ordination  of  movement  is  needed 
which  the  underlying  spastic  condition  defeats. 
We  have  occasionally  fused  in  dorsiflexion  a 
badly  flexed  wrist-joint  to  allow  the  hand  and 
fingers  to  grasp.  This  is  only  worth-while  if 
there  is  fairly  good  motor  control  at  shoulder  and 
elbow. 

Dr.  Chandler  has  wisely  emphasized  the  fact 
that  surgical  intervention  is  but  a small  part  in 
the  training  of  spastics.  Endless  patience  is  re- 
quired to  educate  them  to  use  their  muscles  so 
they  may  assume  as  nearly  a normal  role  in  the 
community  as  possible. 

Dr.  Lewis  Clark  Wagner,  New  York  City — I 
am  very  much  impressed  with  Dr.  Chandler’s 
statement  that  operation  can  be  considered  only 
as  a step  in  the  treatment  of  spastic  paralysis. 
Education — mental,  physical,  and  moral — is  the 
first  and  most  important  step  in  the  rehabilita- 
tion of  those  affected  with  this  type  of  disease. 
A great  deal  more  research  must  be  done  on  the 
etiology  of  spastic  paralysis  and  I sometimes 
wonder  whether  it  should  be  classed  as  a birth 
injury,  exclusively.  I have  had  the  opportunity 
to  observe  this  disease  in  twins  delivered  by 
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caesarian  section.  Certainly,  the  changes  in 
the  central  nervous  system  must  have  antedated 
the  birth  of  the  children. 

Dr.  Thibodeau,  Dr.  Carr,  and  I have  re- 
viewed 554  operations  for  the  relief  of  deformi- 
ties of  patients  affected  with  spastic  paralysis, 
and  we  have  been  surprised  at  the  figures  of  the 
failures  in  standardized  procedures.  Briefly, 
operations  for  stretchings  of  the  deformities  of 
spastic  paralysis  were  90  per  cent  failures. 
Lengthening  of  the  tendo  Achilles  resulted  in  66 
per  cent  failures  because  of  recurrence  of  the  de- 
formity. Resections  of  the  nerve  to  the  gastro- 
cnemius without  contraction  of  the  muscular 
groups  were  70  per  cent  successful.  In  the 
groups  where  contractures  of  the  gastrocnemius 
group  were  noted,  lengthening  of  the  tendo 
Achilles  and  resection  of  the  nerves  to  the  gastro- 
cnemius group  were  pretty  nearly  always  success- 
ful. 

I agree  with  Dr.  Chandler  that  bony  operations 
associated  with  tendon  transplantation  about  the 
foot  give  the  best  results.  The  posterior  bone 
block  which  he  has  not  mentioned  for  spastic 
equinus  in  the  older  individuals  has  been  very 
satisfactory  in  our  hands.  Dr.  Chandler’s 
operation  for  advancement  of  the  patellar  ten- 
don deserves  special  mention  and,  after  correc- 
tion of  the  flexion  deformity  by  manipulation  or 
osteotomy  of  the  femur,  it  is  the  operation  of 
choice  for  restoration  of  normal  leverage  of  the 
knee. 

My  statistics  of  the  operations  performed  dur- 
ing the  period  from  1926  to  1937  show  seven 
cases  of  this  type,  all  with  good  results,  and  I 
am  sure  that  in  the  last  year,  we  have  augmented 


this  series  by  many  other  successful  cases.  I 
can  recommend  the  operation  wholeheartedly 
and  know  that  the  number  of  biceps  femoris 
transplantations  will  be  greatly  lessened  in  the 
future  because  of  the  use  of  this  operation.  I 
have  had  no  experience  with  the  “herring-bone 
fasciotomy,”  but  I welcome  any  procedure  that 
can  be  done  without  the  necessity  of  lengthening 
the  tendo  Achilles. 

I have  not  performed  the  intra-abdominal 
neurectomy  of  the  obturator  nerve,  as  I have  been 
content  with  the  old  method  of  Stoffel,  but  I 
hope  to  try  it  in  the  future.  Once  the  technique 
is  mastered,  I am  sure  it  will  prove  very  simple. 
Operations  on  the  spinal  cord  in  our  series  have 
not  been  successful  enough  to  warrant  the  pro- 
cedure, as  the  paralyses  resulting  from  section 
of  the  spinal  tracts  have  been  worse  than  the 
athetoid  manifestations.  Sympathetic  rami- 
section  or  a ganglianectomy  is  mentioned  only 
to  be  condemned.  Our  eight  cases,  two  per- 
formed by  Royle  himself,  showed  all  to  be  fail- 
ures. 

In  conclusion,  the  surgical  treatment  of  spastic 
paralysis  should  not  be  the  correction  of  deform- 
ity so  much  in  the  greater  part,  but  the  removal 
of  the  separate  offending  obstacles  which  produce 
the  retardation  of  function  to  an  individual 
part.  We  cannot  expect  to  make  these  afflicted 
persons  perfect,  to  “leap  as  a hart,”  as  the  saying 
goes,  but  we  can  help  a great  many  to  be  useful 
citizens  by  removing  obstructions  to  locomotion 
and  function.  By  removing  these  obstacles, 
greater  attention  can  be  given  to  the  re-education 
with  associated  relief  of  spasticity,  which  is  most 
desired. 


FACING  PEONAGE 

The  fighting  line  against  major  epidemics  in 
this  country  has  been  the  body  of  physicians  in 
private  practice. 

They  have  been  the  infantry  in  the  army  of 
health  preservation  and  restoration.  They  have 
battled  at  the  bedside  while  politicians  organized 
such  manifest  futilities  as  shotgun  quarantines, 
and  subjected  traveling  families  to  inhuman 
hardships. 

It  is  this  body  of  veterans  of  thousands  of 
battles  against  death  and  disease  who  are  today 
threatened  with  the  degradation  of  their  pro- 
fession on  one  hand  and  gathering  economic 
difficulties  on  the  other. 


It  is  this  group  of  devoted  men  who  face  that 
peonage  into  which  government  has  already 
forced  the  far  too  large  labor  surplusage,  and  is 
seeking  now  to  constrain  the  professions. 

Are  you  and  I going  to  let  the  doctors  fight 
alone,  or  are  we  going  to  tell  our  Assemblymen 
and  Senators  to  follow  the  recommendations 
of  the  Medical  Society  of  the  State  of  New 
York? 

You  have  a vital  concern.  Do  you  want  to 
be  your  family  doctor’s  patient,  or  case  No. 
17521? — John  A.  Heffeman,  in  the  Brooklyn 
Eagle. 


TREATMENT  OF  PNEUMOCOCCUS  III  PNEUMONIA 
WITH  RABBIT  SERUM  AND  SULFANILAMIDE 


Robert  T.  Garrett,  M.D.,  Southampton,  and  John  Russell  Twiss,  M.D.,  New 
York  City 

( From  the  Department  of  Medicine  of  the  New  York  Post  Graduate  Hospital ) 


The  treatment  of  pneumococcus  III 
pneumonia  is  of  great  practical  im- 
portance because  of  its  prevalence,  high 
mortality,  and  the  resistance  of  bactere- 
mic  cases  to  our  present  horse  serum. 
In  view  of  this  fact  there  is  urgent  need 
of  further  study  of  specific  methods  of 
treatment.  As  a contribution  to  this 
investigation  we  are  here  reporting  a series 
of  8 cases  of  pneumococcus  III  pneumonia 
treated  by  specific  rabbit  serum  and  sul- 
fanilamide. Of  the  4 cases  treated  with 
rabbit  serum,  1 with  bacteremia,  all  re- 
covered. Of  those  treated  with  sulfanil- 
amide, there  were  two  recoveries,  one  fail- 
ure to  respond  to  treatment,  and  one  death. 

The  history  of  pneumococcus  III 
(formerly  called  streptococcus  mucosus) 
begins  with  its  classification  by  Dochez 
and  Avery1  in  1913.  A review  of  cases 
reported  in  the  literature  shows  certain 
clinical  characteristics  of  pneumococcus 
III  pneumonia  which  are  of  interest. 
Bullowa2  found  this  type  to  be  exceeded  in 
prevalence  only  by  Type  I pneumococcus 
pneumonia.  Finland  and  Sutliff 3 report  an 
incidence  of  bronchopneumonia  of  21  per 
cent  in  pneumococcus  III  pneumonia,  in 
contradistinction  to  3 to  5 per  cent  inci- 
dence in  Types  I and  II. 

Pneumococcus  III  pneumonias  occur 
quite  commonly  in  the  aged.  Cecil, 
Plummer,  and  McCall4  have  reported  65 
per  cent  of  their  patients  with  pneumo- 
coccus III  pneumonia  over  the  age  of  40. 
Cecil,  Baldwin,  and  Larsen5  found  that 
34  per  cent  of  all  their  pneumonias  in 
patients  over  the  age  of  60  were  caused  by 
the  pneumococcus  III  organism,  this  inci- 
dence being  about  twice  that  of  Types  I 
and  II.  All  of  these  investigators  have 
stressed  the  importance  of  predisposing 
factors  such  as  age,  debility,  chronic 
alcoholism,  and  cardiovascular  disease. 


Seasonal  variations  are  striking ; mostof  the 
cases  occur  between  December  and  March. 

The  onset  of  pneumococcus  III  pneu- 
monia is  variable.  According  to  Bul- 
lowa2 the  characteristic  symptoms  of  the 
lobar  type  are  the  abrupt  onset,  fre- 
quently with  chills,  fever,  pain  in  the 
side,  cough,  or  rusty  sputum.  Finland 
and  Sutliff,3  however,  state  that  with 
bronchopneumonia  the  onset  is  frequently 
gradual  and  there  may  be  none  of  the 
characteristic  symptoms.  Both  types  are 
apt  to  terminate  by  lysis,  the  average 
duration  of  fever  being  nine  days.  The 
average  stay  in  the  hospital  is  reported 
by  Millett6as  being  twenty- two  to  twenty- 
three  days. 

The  average  mortality  in  pneumococcus 
III  pneumonia  is  high,  the  rate  of  40  to  60 
per  cent  in  various  groups2*3'4  being  ex- 
ceeded only  by  Type  II  pneumonia.  Ad- 
vanced age  and  chronic  disease  are  con- 
ceded to  be  a factor  in  this  high  mortality. 
Cecil,  Plummer,  and  McCall4  reported 
that  in  pneumococcus  III  pneumonia  the 
mortality  rate  in  chronic  alcoholics  was 
50  per  cent,  in  patients  with  cardiovascu- 
lar disease,  77  per  cent.  Most  important, 
however,  seems  to  be  the  bacteremia 
which  occurs  in  about  one  third  of  the 
patients.  Finland  and  Sutliff3  reported  a 
100  per  cent  mortality  in  46  cases  of  bac- 
teremia. Blake7  reports  one  recovery  in 
21  cases.  Bullowa’s2  series  showed  a 
mortality  of  96  per  cent.  Cecil,  Baldwin, 
and  Larsen5  give  the  average  mortality  as 
being  approximately  90  per  cent. 

The  previous  specific  methods  of  treat- 
ment of  pneumococcus  III  pneumonia 
have  proved  almost  uniformly  unsatisfac- 
tory. The  ineffectiveness  of  horse  serum 
has  been  mentioned.  Among  the  meth- 
ods of  treatment  tried  without  results 
are  pneumococcus  vaccine,  convalescent 
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serum,  Huntoons  pneumococcus  antibody 
serum,  and  Felton’s  concentrated  serum. 
The  use  of  donors  immunized  with  pneu- 
mococcus vaccine  was  tried  in  6 cases  by 
Barach,8  who  reported  no  apparent  effect 
from  this  treatment,  his  4 cases  of  bac- 
teremia all  resulting  fatally.  The  pri- 
mary problem  as  stated  by  Cecil,4  et  al. 
is  the  stimulation  of  a high  titer  of  immune 
bodies  by  the  injection  of  killed  or  living 
Type  III  pneumococci. 

In  approaching  the  problem  of  making 
a satisfactory  antipneumococcus  serum, 
Horsfall,  Goodner,  MacLeod,  and  Harris9 
claim  that  there  are  certain  disadvantages 
in  using  horses  for  this  purpose,  such  as 
their  expense,  the  uncertainty  of  produc- 
ing a potent  serum,  the  limited  serum 
strength,  the  anaphylactic  reactions  which 
so  frequently  follow  the  use  of  horse 
serum,  and  the  subsequent  serum  sick- 
ness. They  therefore  made  a refined 
rabbit  serum,  which  they  considered  less 
subject  to  these  objections,  by  the  re- 
peated intravenous  injections  of  pneumo- 
cocci, filtering  the  serum  and  absorbing 
with  sterile  washed  kaolin. 

Among  the  advantages  of  rabbit  serum 
over  horse  serum,  as  stated  by  Horsfall9 
and  his  associates,  are  the  smaller  size  of 
the  antibody  (which  allows  the  greater 
penetration  into  tissues)  and  the  concen- 
tration which  they  obtained  of  2,000  units 
per  cc.  Practically  all  rabbits  inoculated 
produced  potent  serum,  the  cost  for 
equivalent  amounts  of  antibody  being 
therefore  less  than  that  of  horse  serum. 
Little  or  no  reaction  was  said  to  result 
from  the  use  of  this  serum  in  22  patients 
with  lobar  pneumonia  of  Types  I,  II,  VII, 
and  VIII.  Recovery  from  the  pneu- 
monia occurred  in  all  cases,  notwithstand- 
ing the  presence  of  bacteremia  in  12  pa- 
tients. 

Studies  on  the  immunity  of  the  rabbit 
to  pneumococcus  III  pneumonia  infec- 
tions have  been  made  by  Tillett,10  who 
explains  the  failure  of  horse  serum  in  treat- 
ment as  being  due  either  to  the  inagglutin- 
ability  of  the  organisms  having  a mucoid 
capsule  or  to  the  absence  of  agglutinins 
in  the  serum.  Tillett,10  however,  found 
that  the  injection  of  pneumococcus  III 


antigen  into  a series  of  rabbits  failed  to 
produce  specific  agglutinins  in  86  per 
cent.  Further  studies,  however,  showed 
that  the  intravenous  injection  of  large 
doses  of  encapsulated  pneumococcus  III 
organisms  failed  in  most  cases  to  kill 
rabbits,  which  Tillett10  explained  as 
being  due  to  antibody  action  destroying 
the  protective  capsules.  Active  immuni- 
zation against  virulent  strains  of  the  en- 
capsulated pneumococcus  III  was  finally 
accomplished  in  rabbits  by  the  repeated 
injections  of  heat-killed  cultures  of  pneu- 
mococci. An  excellent  discussion  of  the 
use  of  rabbit  serum  has  been  published 
by  Bullowa.2 

Through  the  kindness  of  Dr.  Jesse 
G.  M.  Bullowa  we  were  able  to  obtain 
Type  III  antipneumococcus  rabbit 
serum11  for  treatment  in  4 critical  cases  of 
pneumococcus  III  pneumonia  at  the  New 
York  Post  Graduate  Hospital.  A skin 
test  was  found  to  be  negative  in  each  case. 
Owing  to  a severe  degree  of  shock  which 
followed  a single  intravenous  injection 
(which  we  are  given  to  understand  does 
not  occur  with  the  purified  product  now 
available),  all  serum  was  given  intramus- 
cularly. No  reactions  of  any  consequence 
occurred  after  the  intramuscular  injec- 
tions. The  dosage  varied  from  80,000  to 
104,000  units,  the  serum  being  started  on 
the  second,  third,  and  .sixth  days  of  illness. 

Case  Reports 

Case  1. — V.L.,  female,  age  60,  was  admitted 
with  a history  of  four  days’  duration  of ' chills, 
fever,  cough,  hemotysis,  nausea,  and  vomiting. 
Previous  history  of  asthma,  pneumonia  three 
years  before  admission.  The  initial  physical 
examination  showed  the  patient  to  be  extremely 
toxic  and  irrational,  temperature  102  F,  pulse  1 10. 
Signs  of  dullness  and  diminished  breath  sounds  of 
the  right  lower  lobe.  The  x-ray  diagnosis  (by 
Dr.  William  H.  Meyer)  was  a bronchopneumonic 
infiltration  of  right  lower  lobe.  Sputum  showed 
pneumococcus  III.  Blood  cultures  were  re- 
ported by  Dr.  Adele  Sheplar  to  be  negative. 
Blood  count:  leucocytes  13,000,  polymorpho- 
nuclears  89  per  cent.  Urinalysis:  numerous 

granular  casts.  Blood  chemistry : normal.  Be- 

ginning the  sixth  day,  antipneumococcus  Type 
III  was  given,  15  to  20  cc.  every  three  hours  intra- 
muscularly. A total  of  80,000  units  were  given 
in  twenty-four  hours.  A severe  chill  followed  the 
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first  dose  of  15  cc.  but  not  subsequent  injections. 
The  clinical  condition  of  the  patient  after  twenty- 
four  hours  of  serum  treatment  was  improved; 
the  temperature  and  pulse  fell  gradually  to 
normal  over  a period  of  four  days.  The  succeed- 
ing course  was  essentially  uneventful,  the  patient 
being  discharged  thirty- two  days  after  admission. 

Case  2. — A.W.,  male,  age  61,  was  admitted 
with  a history  of  two  days’  duration  of  pain  in 
the  chest,  malaise,  cough,  chills,  and  fever.  Dysp- 
nea on  day  of  admission.  Previous  history  of 
cardiac  disease,  probably  arteriosclerotic.  Physi- 
cal examination  showed  an  acutely  ill  patient 
with  respiratory  distress,  having  dullness,  dimin- 
ished breath  sounds,  bronchial  breathing,  and 
scattered  moist  rales,  mostly  in  the  right  lower 
chest  posteriorly.  X-ray  studies  later  showed  a 
diffuse  bronchial  infiltration  of  both  central 
lung  fields,  with  lobar  consolidation  of  the  right 
lower  lobe,  where  there  was  concomitant  pleural 
thickening.  Sputum  examinations  taken  on  ad- 
mission showed  Type  III  pneumococci,  blood 
culture  was  negative.  Blood  count  showed 
39,800  white  blood  cells,  polymorphonuclears  95 
per  cent. 

The  skin  tests  and  dilute  serum  intravenously 
giving  no  reactions,  5 cc.  of  Type  III  rabbit 
serum  was  given  intravenously.  Twenty  min- 
utes later  the  patient  developed  a severe  chill 
with  a temperature  of  104.5  F.,  became  cyanotic 
and  cold,  pulse  rate  about  160,  radial  pulse  almost 
imperceptible.  Blood  pressure  dropped  from 
96/60  to  50/30.  While  the  patient  was  in  shock 
auricular  fibrillation  developed  (as  proved  by 
the  electrocardiogram).  The  patient  gradually 
responded  to  shock  treatment  and  large  doses  of 
digitalis,  the  fibrillation  stopped  and  there  was 
definite  clinical  improvement  on  the  second  day. 
The  blood  culture  at  this  time  showed  pneumo- 
coccus III  (Dr.  Sheplar).  At  this  time  there 
was  an  elevation  in  the  temperature  to  103  F., 
pulse  rate  being  110.  Upon  the  recommenda- 
tion of  Dr.  Bullowa,  who  saw  the  patient  in  con- 
sultation, Type  III  rabbit  serum  was  given  intra- 
muscularly in  doses  of  10  to  30  cc.  After  40,000 
units  had  been  given  there  was  clinical  improve- 
ment, the  blood  culture  was  at  this  time  sterile. 
The  subsequent  clinical  course  of  the  patient 
was  characterized  by  extreme  toxemia  and  ab- 
dominal distention,  hiccoughs,  intermittent 
fibrillation,  and  heart  block.  The  temperature 
fell  by  lysis,  becoming  normal  two  days  after 
the  cessation  of  serum  treatment.  The  subse- 
quent course  was  again  uneventful,  the  patient 
being  discharged  on  the  twenty-seventh  hospital 
day  in  good  condition. 

Case  3. — M.D.,  female,  age  43,  was  admitted 
October  4,  1937,  for  a radical  left  mastectomy, 


which  was  performed  by  Dr.  John  F.  Erdmann. 
The  patient  had  had  three  attacks  of  pneumonia 
in  the  ten  years  previous  to  admission.  The  day 
following  operation  the  patient  developed  chills 
and  fever  of  105  F.,  pulse  was  130,  respirations  40. 
There  were  definite  signs  of  consolidation  by 
x-ray.  Sputum  examination  showed  a pneumo- 
coccus III,  blood  culture  was  sterile.  Leuco- 
cytes were  12,000,  polymorphonuclears  95  per 
cent.  The  patient  was  placed  immediately  in 
an  oxygen  tent,  where  she  remained  for  six  days. 
Sulfanilamide  was  given,  80  grains  the  first  day, 
70  grains  the  second,  with  no  appreciable  effect 
upon  the  temperature,  pulse,  or  respiration. 
The  patient  was  restless,  delirious,  and  cyanotic 
during  this  period.  Rabbit  serum  was  begun 
the  third  day,  the  skin  test  being  negative. 
The  serum  was  given  entirely  intramuscularly,  an 
initial  dose  of  1/2  cc.  being  doubled  every  forty 
minutes  until  a maximum  of  55  cc.  was  given. 
The  total  dosage  of  serum  was  104,000  units. 
During  six  hours  after  completing  the  serum,  the 
patient  began  to  improve,  have  less  respiratory 
distress,  the  temperature  dropping  to  102  F., 
the  pulse  rate  decreasing  from  a rate  of  140  to 
120.  The  temperature  again  went  to  104  F. 
twenty-four  hours  later,  but  gradually  fell  by 
lysis,  returning  to  normal  in  eleven  days.  The 
patient  was  discharged  eighteen  days  after  the 
onset  of  the  pneumonia. 

Case  4. — M.S.,  male,  age  43,  was  admitted 
January  26,  1938,  and  was  seen  in  consultation 
with  Dr.  Charles  Poindexter.  There  was  a 
history  of  indigestion  and  intermittent  attacks 
of  colic  in  the  right  upper  quadrant,  of  six  weeks 
duration.  Past  history  of  migraine,  Type  II 
pneumococcus  pneumonia  four  years  before  ad- 
mission. Physical  examination  showed  some 
tenderness  in  the  right  upper  quadrant,  tempera- 
ture was  99.5  F.,  pulse  rate  90,  respirations  22. 
Leucocytes  were  11,600,  polymorphonuclears 
55  per  cent.  A diagnosis  of  acute  cholecystitis 
was  made  and  an  inflamed  edematous  gallbladder 
and  a diseased  appendix  were  removed  by  Dr. 
John  F.  Erdmann.  A cough  developed  ten  hours 
after  operation,  examination  at  this  time  showing 
diminished  breath  sounds  in  the  right  base  pos- 
teriorly with  a small  area  of  bronchial  breath 
sounds.  The  temperature  was  101.5  F.,  pulse 
rate  120,  respirations  40.  Sputum  examination 
showed  pneumococcus  III,  blood  cultures  were 
sterile.  The  intradermal  test  being  negative, 
V 2 cc.  of  rabbit  serum  was  given  intramuscularly, 
doubling  the  dose  every  forty  minutes.  A total 
of  92,000  units  were  given  in  five  hours,  without 
reaction.  The  temperature  began  to  fall  twelve 
hours  after  beginning  the  serum,  the  tempera- 
ture becoming  normal  the  fifth  postoperative  day. 
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While  the  use  of  sulfanilamide  in  the 
treatment  of  pneumococcus  III 
pneumonia  has  been  extensively  discussed, 
there  are  few  reports  of  results  following 
this  method  of  treatment.  Heintzelman, 
Hadley,  and  Mellon12  call  attention  to 
the  high  incidence  of  lobar  and  influenzal 
pneumococcus  III  pneumonias  in  eastern 
cities  during  1937  and  report  9 cases  of 
this  character  treated  by  sulfanilamide. 
Of  the  11  cases  treated,  1 with  bac- 
teremia and  1 without  bacteremia  died, 
giving  a mortality  of  18  per  cent.  In  a 
control  series  of  12  untreated  cases, 
2 with  bacteremia  and  8 without  bac- 
teremia died,  giving  a mortality  of  83  per 
cent.  The  same  authors  quote  Robinson 
of  the  Allegheny  General  Hospital,  whose 
7 cases  of  pneumococcus  III  pneumonias 
with  bacteremia  all  died.  Millett6  has 
reported  1 case  of  pneumococcus  III 
pneumonia  recovering  following  the  use 
of  sulfanilamide. 

The  4 cases  of  pneumococcus  III  pneu- 
monia here  presented  had  in  each  case  a 
negative  blood  culture  and  were  treated 
with  sulfanilamide  by  mouth,  supple- 
mented in  several  instances  by  Prontylin 
given  intramuscularly.  The  first  case 
was  relatively  mild  and  was  treated 
promptly,  making  a good  recovery.  Two 
patients  having  indefinite  and  atypical 
symptoms  making  a differential  diagnosis 
difficult  were  treated  on  the  second  and 
third  days  of  their  illness,  one  recovering 
and  a woman  of  53  dying  on  the  seventh 
day  of  her  illness.  The  fourth  case  was 
treated  for  forty-eight  hours  with  sul- 
fanilamide, which  was  then  discontinued 
in  favor  of  rabbit  serum  because  of  the 
critical  condition  of  the  patient  and  her 
complete  lack  of  response  to  sulfanil- 
amide. 

Case  1. — L.M.,  male,  age  60,  was  seen  outside 
in  consultation  with  Dr.  Peter  Irving  in  April, 
1937.  Chills  and  prostration  twenty-four  hours 
before  admission  were  followed  by  a productive 
cough  and  sense  of  oppression  in  the  chest. 
Physical  examination  showed  diminished  breath 
sounds  in  the  left  base,  where  x-ray  showed  a 
bronchopneumonic  consolidation.  Blood  culture 
was  negative.  Leucocytes  were  6,800,  poly- 
morphonuclears  74  per  cent.  Sulfanilamide  10 


grains  were  given  by  mouth  every  four  hours  for 
forty-eight  hours,  20  cc.  of  Prontylin  being  given 
twice  hypodermically  the  first  day,  10  cc.  three 
times  the  second  day.  Within  twelve  hours 
there  was  a drop  in  temperature  from  104.6  F. 
to  99  F.,  the  pulse  rate  being  reduced  from  108 
to  84.  The  sulfanilamide  was  continued  for  a 
week,  10  grains  three  times  daily.  The  tempera- 
ture remained  relatively  low  for  three  days,  be- 
coming, however,  103  F.  the  seventh  day.  After 
this  there  was  a fall  by  lysis,  the  temperature  be- 
coming normal  on  the  nineteenth  hospital  day. 
At  the  end  of  the  first  week  of  treatment  it  be- 
came evident  that  the  patient  was  unable  to 
empty  his  bladder  and  that  obstruction  with 
overflow  was  present.  This  was  due  to  a pro- 
static hypertrophy,  without  infection,  for  which 
a prostatectomy  was  later  successfully  per- 
formed. 

Case  2. — H.B.,  male,  age  32,  was  admitted  on 
the  Surgical  Service,  November  2,  1937,  seen  by 
courtesy  of  Dr.  Reynold  Church.  There  was  a 
history  of  epigastric  pain  of  thirty  hours  duration, 
associated  with  chills,  fever,  nausea,  vomiting, 
and  faintness;  no  cough.  Physical  examination 
showed  an  acutely  ill  male  with  normal  lung 
resonance,  scattered  moist  rales  of  the  right  base, 
and  generalized  abdominal  tenderness  which 
was  most  marked  in  the  right  lower  quadrant. 
A diagnosis  of  acute  appendicitis  with  bronchitis 
was  made,  followed  by  an  appendectomy  under 
spinal  anesthesia. 

The  day  following  operation  the  patient  be- 
came cyanotic  and  perspired  freely,  a cough  being 
associated  with  hemoptysis.  Sputum  examina- 
tion showed  pneumococcus  III;  the  blood  cul- 
ture was  sterile.  The  x-ray  showed  a broncho- 
pneumonic infiltration  of  the  right  lower  lobe. 
The  patient  was  given  15  grains  of  sulfanil- 
amide every  four  hours,  1 ampule  of  Prontysil 
intramuscularly  three  times  daily.  Oxygen  was 
given  by  nasal  catheter  the  first  day.  After 
thirty-six  hours  of  sulfanilamide  treatment 
there  was  clinical  improvement,  with  reduction 
in  the  fever,  pulse,  and  respiratory  rate.  The 
dosage  of  sulfanilamide  was  gradually  reduced. 
The  temperature  became  normal  in  the  tenth 
day  after  admission  and  the  patient  was  dis- 
charged in  good  condition  on  the  seventeenth 
day. 

Case  3. — S.C.,  female,  age  53,  was  admitted  on 
the  Surgical  Service,  November  20,  1937,  with  a 
history  of  pain  in  the  right  upper  quadrant,  with 
nausea,  vomiting,  and  fever,  of  one  day’s  duration. 
The  tentative  diagnosis  was  empyema  of  the 
gallbladder,  the  physical  examination  revealing 
no  chest  signs  but  tenderness  and  spasm  in  the 
right  upper  quadrant.  The  leucocyte  count  was 
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15,000,  polymorphonuclears  88  per  cent.  On 
the  third  day  of  her  illness  the  patient  developed 
a respiratory  rate  of  36  per  minute,  cyanosis,  and 
cough.  There  was  dullness  with  diminished 
breath  sounds  in  the  right  base,  the  x-ray  showing 
a consolidation  of  the  right  middle  lobe  with 
intralobular  involvement.  Sputum  typing 
showed  the  infection  to  be  due  to  pneumococcus 
III.  Blood  culture  was  sterile. 

The  patient  having  on  the  third  day  a tem- 
perature of  103  F.  and  a pulse  of  120,  with  cyan- 
osis and  labored  respirations,  was  put  into  an 
oxygen  tent.  Since  the  tablets  of  sulfanilamide 
were  refused,  30  grains  of  sulfanilamide  were 
given  in  a clysis  the  first  day.  Prontysil  was 
also  given  intramuscularly : 40  cc,  the  first  day, 

60  cc.  the  second.  The  second  and  third  days  60 
grains  of  sulfanilamide  were  given,  dissolved  in 
clyses.  During  this  period  the  polymorphonu- 
clear cells  dropped  from  4 to  3.5  million,  the 
hemoglobin  from  80  per  cent  to  70  per  cent,  the 
leucocytes  rose  from  11,600  to  28,000.  The 
blood  culture  was  sterile.  The  condition  of  the 
patient  became  progressively  worse,  her  coma 
and  toxemia  increasing  notwithstanding  the 
treatment.  Her  death  occurred  seven  days 
after  the  onset  of  pneumonic  symptoms. 

Case  4. — M.D.,  female,  age  43,  is  discussed 
under  Case  3,  treated  by  rabbit  serum.  The 
patient  previously  described  as  toxic  and  criti- 
cally ill  was  treated  in  an  oxygen  tent  for  two  days, 
being  given  80  grains  of  sulfanilamide  the  first 
day  and  70  grains  the  second  day.  The  blood 
culture  was  sterile.  There  being  no  apparent 
effect  clinically  or  upon  the  temperature,  pulse  or 
respirations,  the  sulfanilamide  was  stopped  and 
rabbit  serum  begun  on  the  third  day.  About 
twenty-four  hours  after  the  beginning  the  rabbit 
serum  the  patient  began  to  show  clinical  improve- 
ment, making  eventually  an  uneventful  recovery. 

Discussion 

Pneumococcus  III  pneumonia  is  one 
of  the  most  common  and  most  frequently 
fatal  types.  It  is  common  in  the  aged, 
and  in  those  with  chronic  disease.  The 
incidence  of  bronchopneumonia  is  usu- 
ally high,  up  to  a fifth  of  the  reported 
cases  showing  no*  lobar  consolidation. 
The  mortality  in  the  nonbacteremia  cases 
is  about  40  per  cent,  with  bacteremia  the 
estimated  average  mortality  is  96  per 
cent. 

Although  conclusions  cannot  be  drawn 
from  a limited  number  of  cases,  4 patients 
(1  with  bacteremia)  are  here  reported  who 


recovered  following  the  intramuscular 
use  of  relatively  small  doses  of  rabbit 
serum,  80,000  to  104,000  units.  Most 
investigators,  however,  favor  larger  doses 
by  the  intravenous  route,  as  explained  by 
Bullowa  in  his  Management  of  the  Pneu- 
monias.2 

A further  series  of  4 cases  of  pneumo- 
coccus III  pneumonia  is  presented  which 
were  treated  with  sulfanilamide.  Two  of 
these  patients  recovered.  One  patient 
treated  with  sulfanilamide  without  ap- 
parent effect  for  a period  of  forty-eight 
hours  finally  recovered  following  the  use 
of  rabbit  serum.  One  patient  who  re- 
fused medication  by  mouth  became  pro- 
gressively worse  and  died  notwithstanding 
the  use  of  Prontysil  intramuscularly  and 
sulfanilamide  by  clysis. 

The  impressions  gained  by  these  stud- 
ies were  that  pneumococcus  III  rabbit 
serum  given  intramuscularly  had  a bene- 
ficial effect  upon  4 patients  who  were  ex- 
tremely toxic  and  critically  ill.  Sulfanil- 
amide given  under  the  same  circum- 
stances showed  no  apparent  effect  in  2 
cases,  in  2 others  less  severe  improvement 
followed  its  use.  Our  limited  experience 
with  this  drug  would  seem  to  indicate 
that  if  no  response  occurs  within  forty- 
eight  hours  of  treatment  the  sulfanilamide 
should  be  discontinued. 

Since  the  onset  of  the  disease  in  most  of 
the  patients  here  presented  was  atypical, 
having  no  really  diagnostic  symptoms  or 
findings  in  some  cases  until  the  third  or 
fourth  day  of  their  illness,  the  importance 
of  considering  pneumonia  in  differential 
diagnosis  is  stressed.  All  suspicious  cases 
of  this  character  should  be  in  our  opinion 
hospitalized  and  have  sputum  typing  and 
blood  cultures  done,  as  well  as  having  an 
x-ray  of  the  chest. 
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NEW  YORK  CITY  DEPARTMENT  OF  HEALTH 


The  Bureau  of  Social  Hygiene  of  the  Depart- 
ment of  Health,  New  York  City,  announces 
Part  One  of  a course  in  “Social  Hygiene.”  It  is 
offered  to  physicians  and  other  interested  persons 
as  part  of  the  educational  efforts  in  modern 
syphilis  and  venereal  disease  control. 

Lectures,  which  were  started  February  4,  are 
given  on  Saturday  mornings,  at  10:30  in  the 
Department  of  Health  Building,  125  Worth 
Street,  Conference  Room,  second  floor.  Each 
lecture  is  repeated  on  the  following  Tuesday 
afternoon,  at  4:00  at  130  Leonard  Street 
(Department  of  Health  Building),  clinic  waiting 
room.  Two  opportunities  to  hear  each  lecture 
are  offered. 

The  seminar  will  include  discussions  of  the 
history  of  syphilis,  the  past  and  contemporary 
venereal  disease  control  programs.  Emphasis 
will  be  on  public  health,  laboratory  diagnosis, 
clinical  interpretation  of  syphilis,  and  nonsyphi- 
litic venereal  diseases. 

Stress  will  be  laid  on  the  importance  in  the 
modern  control  effort  of  the  physician,  epidemi- 
ologist, social  worker,  nurse,  and  investigator. 

Lantern  slides  and  motion  pictures  will  be 


shown  and  literature  distributed.  Free  discus- 
sion from  the  floor  will  be  encouraged. 

PART  ONE 

Department  of  Health  Aspects  of  Syphilis,  by 
Dr.  Theodore  Rosenthal  was  given  on  Feb.  4 and 
7.  Mythology  and  History  of  Syphilis  (to  20th 
Century),  by  A.  A.  Brown,  Jr.,  was  given  on 
Feb.  11  and  14. 

Below  is  the  schedule  for  the  remaining  lectures 
of  Part  One:  Feb.  18  and  21:  Modern  History 
and  Present  Needs,  by  Dr.  Herman  Goodman. 
Feb.  25  and  28:  Cause  and  Epidemiology,  by 

Dr.  Daniel  F.  Crowley.  Mar.  4 and  7 : Symp- 
tomology  and  Dangerous  Lesions,  by  Dr.  Louis 
Chargin.  Mar.  11  and  14:  Syphilis  in  Preg- 

nancy, Family  Consequences,  Early  Congenital 
Syphilis,  by  Dr.  Margaret  Davis.  Mar.  18  and 
21:  Congenital  Syphilis:  Late  Disabling  Per- 

manent Changes,  by  Dr.  Nathan  Sobel.  Mar.  25 
and  28:  The  Burden  of  Syphilis  on  Society, 
Cost  of  Medical  Care,  Direct  and  Indirect,  by 
Mr.  Philip  S.  Broughton. 

Subjects  and  speakers  for  Part  Two  will  be 
announced  early  in  March. 


PNEUMONIA  INSTITUTE  PLANNED  FOR  TROY 


The  Medical  Society  of  the  County  of  Rens- 
selaer, in  collaboration  with  the  New  York  State 
Medical  Society,  the  State  Department  of 
Health,  and  one  of  the  hospitals  in  Troy,  will 
sponsor  a graduate  institute  for  physicians  on 
the  “Diagnosis  and  Treatment  of  Pneumonia,” 
to  be  held  March  2. 

A full  day  will  be  devoted  to  the  clinical  and 
therapeutic  aspects  of  pneumonia.  Lectures 
on  the  early  symptoms  and  signs,  bacteriologic 
diagnosis,  serum,  and  chemotherapy  will  be 


given  by  nationally  known  authorities  on  the 
subject.  Practical  demonstrations  of  the  tech- 
nique of  serum  administration  and  oxygen  ther- 
apy will  be  given.  Ample  time  will  be  allowed 
for  questions  and  discussion. 

Physicians  in  counties  adjacent  to  Rensselaer 
are  invited  to  attend.  Applications  should  go 
at  once  to  the  Chairman  of  the  Public  Health 
Committee  of  the  Rensselaer  County  Medical 
Society,  Troy,  New  York.  Registration  will 
close  February  23. 


The  British  Medical  Association  is  forming  a 
central  medical  film  library  to  lend  films  for  local 
meetings.  Practitioners  who  have  made  films 


of  medical  interest  have  been  asked  to  con- 
tribute copies  to  the  library,  which  is  expected 
to  prove  of  great  value  to  the  profession. 


THE  ECONOMIC  STATUS  OF  PATIENTS 

ADMITTED  TO  TUBERCULOSIS  CLINICS 

OF  THE  NEW  YORK  CITY  DEPARTMENT  OF  HEALTH 


H.  R.  Edwards,  M.D.,  Director  of  the  Bureau  of  Tuberculosis 
HAZEL  D.  Connell,  Secretary,  Tuberculosis  Records 


The  continued  expansion  of  clinic  serv- 
ices within  recent  years  in  New 
York  City  has  caused  some  alarm  among 
physicians  engaged  in  the  private  prac- 
tice of  medicine.  There  has  been  criti- 
cism to  the  effect  that  free  clinics  are  ac- 
cepting for  diagnosis  and  supervision 
many  patients  able  to  pay  for  such  serv- 
ices under  private  medical  care.  Re- 
cently medical  societies  have  attempted  to 
set  up  certain  standards  of  income  as  a 
basis  for  admission  to  free  or  pay  clinics 
and  to  establish  standards  for  fees  charged 
by  clinics.  Consequently,  it  is  important 
to  make  available  information  concerning 
the  economic  status  of  cases  admitted  to 
the  tuberculosis  clinics  of  the  New  York 
City  Department  of  Health.  This  paper, 
therefore,  sets  forth  the  results  of  a careful 
study  of  the  income  status  of  a representa- 
tive sample  of  clinic  patients. 

Tuberculosis  Clinics  in  New  York  City 

Preliminary  to  the  discussion  of  income 
status,  it  seems  suitable  to  give  a brief 
description  of  the  clinics.  The  Depart- 
ment of  Health  operates  twenty-two 
tuberculosis  clinic  stations  in  the  five 
boroughs.  In  these  stations  three  dis- 
tinct services  are  rendered,  all  of  which 
are  entirely  free.  They  are  (1)  diagnos- 
tic, (2)  consultation,  and  (3)  pneumo- 
thorax. All  of  these  services  are  open  to 
any  resident  of  the  City  of  New  York 
regardless  of  income,  in  accordance  with 
statutes  of  the  State  of  New  York  for  the 
control  of  communicable  diseases. 

The  purpose  of  the  diagnostic  clinic  is 
to  examine  for  tuberculosis  anyone  who 
applies  for  examination,  to  arrange  suit- 
able care  for  those  in  need,  and  to  examine 
and  supervise  contacts  of  diagnosed  cases 
over  a period  sufficient  to  assure  their 


ultimate  safety.  These  clinics  supervise 
also  the  ex-sanatorium  case  discharged 
for  ambulant  care 

There  are  nine  consultation  clinics,  and 
their  purpose  is  to  render  chest  consulta- 
tion service  to  private  physicians  who 
have  cases  unable  to  pay  for  x-rays  or  to 
pay  standard  fees  charged  by  chest  special- 
ists. This  service  is  free  both  to  the 
patient  and  to  the  physician.  The  work 
of  two  of  these  clinics  has  been  recently 
reported  in  the  literature.1*2 

There  are  six  pneumothorax  services 
operated  in  selected  clinics  in  the  city. 
They  are  for  the  supervision  of  ambulant 
pneumothorax  cases  discharged  from  the 
various  city  hospitals.* 

However,  the  Department  of  Health 
does  not  render  all  tuberculosis  service  in 
the  city.  The  city  is  subdivided  into 
Health  Center  Districts  which  comprise 
approximately  250,000  to  300,000  popula- 
tion each.  In  general,  tuberculosis  serv- 
ices are  set  up  to  conform  to  these  dis- 
tricts. In  some  districts  the  routine 
diagnostic  and  pneumothorax  services  are 
available  in  the  outpatient  services  of 
public  or  private  hospitals.  The  com- 
bined services  as  indicated  in  the  above 
three  categories  (diagnostic,  consultation, 
and  pneumothorax)  total  sixty-two  for  the 
city.  Thirty-six,  or  58  per  cent,  are  un- 
der the  Department  of  Health;  fourteen 
or  23  per  cent,  are  under  the  Department 
of  Hospitals;  and  twelve,  or  19  per  cent, 
are  under  private  hospitals  or  agencies. 

The  percentage  varies  according  to 
type  of  service.  Thus,  the  Department 
of  Health  operates  80  per  cent  of  the 
diagnostic,  90  per  cent  of  the  consulta- 
tion, and  31  per  cent  of  pneumothorax. 


* Initial  pneumothorax  is  not  attempted  in  any  of  these 
clinics. 
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Table  1.  Distribution  of  Families  Studied  for  Eco- 
nomic Status  in  the  Various  Boroughs  of  New  York 
Contrasted  with  the  Total  Admissions  to  Clinics — 
July-December,  1936 


Sample 

Total  Admissions 
to  Clinics,  July- 

Studied 

December,  1936 

Boroughs 

■Percentage ■. 

Total  New  York 

100.1 

100.0 

Manhattan* 

22.6 

30.7 

Bronx 

14.3 

14.8 

Brooklyn 

45.0 

39.8 

Queens 

15.5 

12.2 

Richmond 

2.7 

2.5 

* Excluding  New  York  Hospital,  Vanderbilt  and 
Meinhard  Clinics.  The  New  York  Hospital  and  Vander- 
bilt Clinics  are  supported  in  part  by  Department  funds 
and  serve  designated  districts.  They  are  not  included 
in  this  study  because  the  returns  were  not  as  complete 
as  in  those  clinics  completely  under  our  control.  At  the 
time  of  this  study  Meinhard  Clinic  was  used  as  a survey 
station  for  families  on  home  relief.  It  is  believed  that 
the  income  status  in  these  clinics  do  not  vary  from  the 
findings  in  our  regular  clinics. 

In  the  latter  clinics  we  carry  approxi- 
mately 45  per  cent  of  the  ambulant  clinic 
case  load. 

Income  Status  of  Patients  Admitted  to 
Diagnostic  Clinics  and  Pneumothorax 
Service 

This  study  of  income  status  of  clinic 
patients  consists  of  records  for  5,963 
individuals,  admitted  to  the  diagnostic 
clinics  and  280  individuals  admitted  to 
the  pneumothorax  services  during  the 
latter  half  of  the  year  1936.  Each  new 
case  admitted  was  interviewed  by  the 
nurse  in  order  to  determine  the  source  and 
amount  of  the  total  income  from  all  wage- 
earners  in  the  family  at  that  time.  A 
record  of  the  number  of  individuals  in  the 
family  was  also  secured  from  the  patient 
so  that  income  might  be  considered  in 
relation  to  size  of  family.  The  data  were 
carefully  reviewed  for  uniformity  and 
completeness  of  recording. 

Diagnostic  Clinics. — It  is  believed  that 
the  sample  described  above  is  representa- 
tive of  the  Department  of  Health  Clinics 
for  the  city  as  a whole.  Table  1,  above, 
shows  for  the  sample  drawn  from  the 
diagnostic  clinics  the  proportion  of  per- 
sons from  each  borough  compared  with 
the  distribution  of  total  admissions  to 
clinics  by  borough.  The  sample  contains 
a slightly  higher  proportion  of  persons 
from  Brooklyn  clinics  and  fewer  from 
Manhattan  clinics  than  does  the  propor- 


tion of  total  admissions  shown.  However, 
the  sample  described  in  this  study  may  be 
considered  as  fairly  representative  of  the 
persons  admitted  to  the  tuberculosis 
clinics  of  the  Department  of  Health  in 
every  borough  of  the  city. 

Table  2,  page  353,  shows  for  each  bor- 
ough the  income  classification  for  persons 
admitted  to  diagnostic  clinics.  For  the 
total  city,  36.1  per  cent  reported  no 
income.  They  were  either  on  home  relief 
or  supported  by  a charitable  agency  or 
some  other  form  of  assistance.  The  pro- 
portion falling  into  this  class,  no  income, 
varied  in  each  borough,  from  25  per  cent 
in  Queens  to  44  per  cent  in  Manhattan. 
If  to  this  class  be  added  those  whose  in- 
come was  less  than  $1,000  per  year,  the 
result  is  69  per  cent  for  the  total  city  who 
had  either  no  income  (except  charitable 
or  relief  assistance)  or  had  less  than 
$1,000  per  year.  By  borough,  the  propor- 
tions in  this  class  vary  from  55  per  cent 
for  Queens  to  71  for  Brooklyn  and  83  per 
cent  for  Manhattan.  It  can  be  readily 
seen  that  a relatively  small  proportion  of 
persons  coming  to  the  diagnostic  clinics 
reported  an  income  of  over  $1,000  per 
year.  The  proportion  which  reported  an 
annual  income  of  $2,000  or  more  varied 
from  1.6  per  cent  in  Manhattan  to  6 per 
cent  in  the  Bronx  and  6.7  in  Queens. 

The  data  shown  above  indicated  that 
the  persons  admitted  to  the  diagnostic 
clinics  came  mainly  from  families  of  low 
economic  status  judged  by  normal  income. 
Income  taken  in  relation  to  size  of  family 
is  even  more  enlightening.  Table  3,  page 
353,  shows  the  average  size  of  family  and 
the  number  of  persons  per  wage-earner 
for  each  income  class,  also  the  average 
size  of  families  with  no  wage-earners. 
For  families  where  there  were  wage- 
earners,  the  average  size  of  family  in- 
creased steadily  with  income,  from  3.1 
persons  per  family  for  those  in  the  income 
class  of  under  $500  per  year  to  5.3  persons 
per  family  for  those  where  income  was 
$2,000  or  more  per  year.  For  all  income 
groups  except  the  lowest  the  average  size 
of  family  was  well  above  the  median  size 
of  family,  3.36  for  New  York  City  as  a 
whole.  The  persons  per  wage-earner 
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TABLE  2.  Persons  Attending  Diagnostic  Clinics  Classified  According  to  Amount  of  Family  Income  for 

Each  Borough  of  New  York  City 


Total 

Less  Than 

Incom 

[e  Based  on  Wage  I 

Earners 

$2,000  and 

Boroughs 

Families 

$500 

$500-999 

$1,000-1,499 

$1,500-1,999 

Over 

Percentage 

Total — City 

100.1 

4.9 

28.4 

18.8 

7.8 

4.1 

Manhattan 

100.1 

5.9 

33.2 

12.1 

3.6 

1.6 

Bronx 

99.9 

2.4 

24.5 

21.6 

9.8 

6.0 

Brooklyn 

99.9 

5.4 

28.3 

18.7 

6.9 

3.8 

Queens 

100.0 

4.9 

26.0 

24.2 

13.7 

6.7 

Richmond 

99.9 

1.9 

27.7 

25.2 

10.3 

3.9 

Number 

Total — City 

5,530 

270 

1,572 

1,037 

429 

226 

Manhattan 

1,196 

70 

397 

145 

43 

19 

Bronx 

777 

19 

190 

168 

76 

47 

Brooklyn 

2,540 

136 

718 

476 

176 

96 

Queens 

862 

42 

224 

209 

118 

58 

Richmond 

155 

3 

43 

39 

16 

6 

,T  —T  „ ^ 

Income 

Home 

Charity 

Family 

Living  on 

Status 

Boroughs 

Relief 

Agencies 

Assistance 

Savings 

Institutions 

Unknown 

Percentage 

Total — City 

28.0 

4.6 

1.4 

1.3 

0.8 

Manhattan 

37.8 

3.5 

1.2 

1.2 

Bronx 

26.1 

5.5 

2.2 

1.8 

Brooklyn 

28.9 

4.5 

1.5 

1.5 

0.4 

Queens 

16.2 

5.8 

0.6 

0.7 

1.2 

Richmond 

12.9 

4.5 

13.5 

Number 

Total — City 

1,549 

257 

75 

73 

42 

433 

Manhattan 

452 

42 

14 

14 

149 

Bronx 

203 

43 

17 

14 

78 

Brooklyn 

734 

115 

39 

39 

11 

142 

Queens 

140 

50 

5 

6 

10 

60 

Richmond 

20 

7 

21 

4 

varied  from  2.4  in  families  with  an  annual 
income  of  $2,000  or  more  to  3.6  persons 
in  those  where  annual  income  was  from 
$500  to  $999.  The  conclusion  may  be 
drawn  that  these  families  on  the  whole  are 
relatively  large  families  and  that  the  earn- 
ings of  the  working  members  must  be 
spread  to  include  support  for  a number  of 
persons. 

Pneumothorax  Service. — During  the 
period  of  this  study  the  Department  of 
Health  did  not  operate  pneumothorax 
clinics  in  the  five  boroughs  of  the  city. 


The  Department  of  Hospitals  rendered 
this  service  for  the  Boroughs  of  Brooklyn 
and  Richmond.  Therefore,  Table  4, 
page  354,  shows  for  the  remaining  three 
boroughs  the  income  classification  for 
patients  admitted  to  pneumothorax  clin- 
ics. The  individuals  reporting  no  wage- 
earners  in  family  comprised  32.9  per  cent 
of  the  sample  studied.  Borough  classi- 
fication of  this  group  showed  the  following 
variations  from  30  per  cent  in  Manhattan 
to  31  in  Queens  and  39  per  cent  in  the 
Bronx.  For  the  total  city  57  per  cent 


TABLE  3.  Diagnostic  Clinics:  Average  Size  of  Family  According  to  Income  Class,  and  Number  of  Persons 

per  Wage  Earner 


Average  Num- 

Number of 

Number 

Total 

Total 

Income  Class 

ber  Persons 

Persons  per 

OF 

Persons  in 

Wage  Earners 

(Annual  Basis) 

per  Family 

Wage  Earner 

Families 

Families 

in  Families 

Families  with  Earnings 

$ 0-499 

3.1 

2.9 

270 

828 

281 

500-999 

4.1 

3.6 

1,572 

6,514 

1,805 

1,000-1,499 

4.5 

3.1 

1,037 

4,683 

1,500 

1,500-1,999 

4.7 

3.1 

429 

2,017 

648 

2,000  and  over 

5.3 

2.4 

226 

1,195 

484 

Families  with  No  Earnings 

Home  Relief 

3.9 

1,549 

6,118 

Charity  Agencies 

4.3 

257 

1,111 

Family  Assistance 

2.3 

75 

169 

Living  on  Savings 

2.6 

73 

189 

Institutions 

42 

42 
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TABLE  4.  Persons  Attending  Pneumothorax  Clinics  Classified  According  to  Amount  of  Family  Income 

for  each  Borough  of  New  York  City 


Total 

Less  Than 

Income 

Based  on  Wage 

i Earners 

$2,000  and 

Boroughs 

Families 

$500 

$500-999 

$1,000-1,499 

$1,500-1,999 

Over 

Percentage 

Total — City 

100.0 

3.0 

21.1 

23.0 

12.8 

7.2 

Manhattan* 

100.0 

5.2 

28.8 

21.6 

9.3 

5.2 

Bronx 

100.1 

1.5 

14.5 

23.2 

11.6 

10.1 

Queens 

100.0 

2.0 

18.2 

24.2 

17.2 

7.1 

Number 

Total — City 

265 

8 

56 

61 

34 

19 

Manhattan 

97 

5 

28 

21 

9 

5 

Bronx 

69 

1 

10 

16 

8 

7 

Queens 

99 

2 

18 

24 

17 

7 

Boroughs 

Home 

Relief 

No 

Charity 

Agencies 

Wage  Earners 
Family 
Assistance 

in  Family 

Living  on 
Savings 

Institutions 

Income 

Status 

Unknown 

Total — City 

24.2 

3.4 

Percentage 
1.9  .8 

2.6 

Manhattan* 

22.6 

5.2 

2.1 

.0 

0.0 

Bronx 

36.2 

0.0 

1.5 

1.5 

0.0 

Queens 

17.2 

4.0 

2.0 

1.0 

7.1 

Total — City 

64 

9 

5 

Number 

2 

7 

15 

Manhattan 

22 

5 

2 

0 

0 

5 

Bronx 

25 

0 

1 

1 

0 

5 

Queens 

17 

4 

2 

1 

7 

5 

* Excluding  Central  and  Vanderbilt  Clinics.  The  Central  Pneumothorax  Clinic  was  established  later  in  1936  and 
sufficient  material  was  not  available  at  the  time  of  this  study.  For  Vanderbilt  Clinic  see  footnote  Table  1. 


reported  no  income,  or  an  income  under 
SI, 000  per  year.  Borough  distribution 
of  this  group  ranges  52  per  cent  for 
Queens,  55  for  the  Bronx,  and  64  per  cent 
for  Manhattan.  The  total  family  income 
for  persons  attending  the  pneumothorax 
clinics  is  considerably  higher  than  for 
those  persons  in  attendance  at  the  diag- 
nostic clinics  especially  in  the  S2,000  or 
more  income  group. 

However,  in  this  sample  too,  it  is  neces- 
sary to  relate  income  with  size  of  family. 
Table  5,  below,  shows  the  average  size 
of  family  and  number  of  persons  per  wage- 
earner  for  each  income  class,  also  the 
average  size  of  families  with  no  wage- 
earners. 


Discussion 

The  New  York  County  Medical  Society 
has  for  several  years  given  consideration 
to  eligibility  of  patients  for  dispensary 
care  on  the  basis  of  income.  Various 
recommendations  have  been  made,  the 
most  recent  was  in  1936  when  the  preced- 
ing schedule  was  revised  downward  10 
per  cent  and  was  adopted  as  follows3 : 

Number  of  Annual 

Individuals  Income 

Single  $ 900.00 

Family  of  two  1,260 . 00 

Family  of  three  1,485.00 

Family  of  four  1,710.00 

Family  of  five  1,935  00 


TABLE  5.  Pneumothorax  Clinics:  Average  Size  of  Family  According  to  Income  Class,  and  Number  of 

Persons  per  Wage  Earner 


Average  Num- 

Number of 

Number 

Total 

Total 

Income  Class 

ber  Persons 

Persons  per 

OF 

Persons  in 

Wage  Earners 

(Annual  Basis) 

per  Family 

Wage  Earner 

Families 

Families 

in  Families 

Families  with  Earnings 

$ 0-499 

2.9 

2.8 

8 

22 

8 

500-999 

3.2 

3.1 

56 

180 

59 

1,000-1,499 

5.0 

3.3 

61 

247 

75 

1,500-1,999 

4.7 

2.8 

34 

155 

55 

2,000  and  over 

5.6 

2.3 

19 

107 

47 

Families  with  No  Earnings 

Home  Relief 

4.3 

64 

275 

Charity  Agencies 

4.2 

9 

38 

Family  Assistance 

2.6 

5 

13 

Living  on  Savings 

2.5 

2 

5 

Institutions 

7 

7 
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The  total  family  income  is  to  be  considered 
where  patients  and  children  are  working. 

$250  to  be  added  for  each  additional  depen- 
dent. 

“Where  the  individual  has  had  no  medical  at- 
tention during  the  year  and  it  is  estimated  that 
the  cost  will  be  over  $25.00  with  a local  doctor — 
in  other  words,  where  the  ailment  is  not  a serious 
or  chronic  one,  the  applicant  is  referred  to  a local 
physician.  Where  the  needs  of  the  patient  are, 
in  the  opinion  of  a physician,  indicative  of  expen- 
sive medical  investigation,  this  economic  stand- 
ard may  be  waived  at  the  option  of  the  institu- 
tion.” 

In  the  recent  Hospital  Survey  of  New 
York,4  under  Out-Patient  Service,  Mac- 
Curdy  recommended  the  adoption  of  the 
above  schedule;  he  stated  further: 
“There  is  common  consent  among  all  who 
meet  the  problems  of  the  outpatient 
applicant  that  stress  should  be  laid  pri- 
marily upon  medical  needs  and  their 
urgency  and  that  the  economic  deter- 
mination should  be  secondary.” 

In  consideration  of  the  aforementioned 
economic  standards  for  admission  of  pa- 
tients to  clinic  care  it  becomes  immedi- 
ately apparent  that  tuberculosis  is  a 
problem  somewhat  apart  from  general 
medical  service.  It  is  a communicable 
disease  characterized  by  its  chronicity 
and  debilitating  effects.  It  usually 
strikes  hardest  among  the  adult  popula- 
tion and  therefore  the  wage-earning 
classes.  The  problem  of  tuberculosis  in 
the  family  is  much  greater  than  the  indi- 
vidual afflicted  because  the  problem  of 
contact  supervision  is  a continuous  one 
over  a long  period  of  time.  Thus  the 
need  of  x-rays  is  multiplied  by  the  number 
of  contacts.  The  problem  in  families 
where  pneumothorax  care  is  needed  is 
even  greater  because  refills  are  needed  on 
an  average  of  once  every  two  weeks.  The 
fluoroscope  must  be  available  at  the  time 
of  each  refill  and  the  x-rays  are  more 
numerous  than  in  the  average  diagnostic 
clinic  case. 

Thus  while  the  total  family  income  for 
persons  attending  our  pneumothorax 
clinics  is  higher  than  in  the  diagnostic 
clinics,  it  is  not  sufficiently  greater  com- 
pared to  the  extra  cost  of  treatment  to 


indicate  any  abuse  of  the  service.  Fur- 
thermore it  will  be  noted  that  the  size  of 
the  family  in  pneumothorax  cases  is  pro- 
portionately higher  than  in  diagnostic 
cases. 

It  is  the  general  feeling  among  workers 
in  our  clinics  that  the  economic  level  of 
patients  has  always  been  comparable  to 
the  present.  Patients  able  to  pay  for 
private  care  as  a rule  do  not  seek  admis- 
sions to  our  clinics.  It  is  a policy  in  our 
work  to  examine  all  persons  coming  to  the 
clinic  the  first  time.  If  they  are  found  to 
be  able  to  pay  for  private  care  they  are 
urged  to  make  such  arrangements  but 
noncompliance  will  not  debar  them.  We 
also  find  that  occasionally  when  patients 
attending  our  clinics  have  increased  their 
income  to  a point  that  will  permit  private 
care  they  leave  the  clinic,  and  conversely 
when  the  economic  pressure  becomes 
greater  they  are  likely  to  return.  In 
many  instances  this  change  from  the 
clinic  to  the  practitioner  does  not  work  to 
the  best  interest  of  the  patient,  as  the 
supervision  including  periodic  x-rays  are 
not  likely  to  be  as  frequent  when  the 
patient  must  pay  standard  fees. 

The  Chest  Consultation  Services  oper- 
ated by  the  Department  of  Health  have, 
we  believe,  been  a factor  in  keeping  a 
certain  number  of  cases  away  from  the 
regular  clinics.  We  make  no  financial 
investigation  of  these  cases  when  referred 
by  the  physician.  It  has  been  agreed 
that  he  will  request  examination  only  for 
those  who  in  his  opinion  are  unable  to  pay 
standard  consultation  fees  for  chest  diag- 
nosis. Any  abuse  of  this  service  by  the 
practitioner  will  in  the  end  be  reflected  in 
his  own  practice  as  well  as  that  of  his 
colleagues.  While  the  prime  function  of 
these  stations  is  diagnostic,  we  do  on 
occasion  re-examine  and  make  recom- 
mendations for  ambulant  patients  super- 
vised by  the  practitioner. 

Conclusions 

The  income  status  of  5,963  individuals 
representing  family  units  admitted  to  the 
tuberculosis  clinics  of  the  New  York  City 
Department  of  Health  in  1936  has  been 
analyzed. 
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In  the  diagnostic  clinics  36.1  per  cent 
reported  no  income  and  69  per  cent  either 
had  no  income  or  less  than  $1,000  per 
year.  A relatively  small  proportion  re- 
ported income  of  $2,000  or  more  per 
annum. 

In  the  pneumothorax  clinic  both  the 
income  and  the  size  of  the  family  were 
higher  than  the  same  units  in  the  diag- 
nostic clinics. 

Considering  the  chronic  nature  of  tu- 
berculosis, the  need  for  long-term  super- 
vision, and  repeated  x-rays  for  the  case, 
as  well  as  contacts,  it  is  not  believed  that 
our  clinics  are  being  used  by  those  able 
to  pay  standard  fees. 

The  Consultation  Service  for  prac- 
titioners operated  by  the  Department 
helps  to  keep  a large  number  of  cases 
under  private  care.  They  are  not  clinic 


cases  and  yet  they  are  unable  to  pay  for 
consultation  service  at  existing  fees  in 
private  - practice.  This  clinic  provides 
the  specialistic  service  needed  without 
cost.  The  patient  can  afford  ordinary 
medical  fees  and  therefore  has  a complete 
service  under  the  private  doctor. 


The  authors  wish  to  acknowledge  the 
assistance  and  suggestions  of  Miss  Jean 
Downes  of  the  Milbank  Foundation  in  the 
handling  of  the  material  presented. 
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HEALTH  IMPROVING?  OF  COURSE! 

That,  in  essence,  was  the  comment  of  Surgeon 
General  Thomas  Parran  on  our  steadily  rising 
national  health  figures,  as  expressed  in  his  ad- 
dress at  the  meeting  of  the  American  Public 
Health  Association  in  Kansas  City  a few  weeks 
ago.  He  admitted  that  “in  discussing  public 
health  in  the  United  States  it  is  tempting 
to  dwell  upon  past  accomplishments.  It  is 
pleasant  to  point  with  pride  to  the  lowest  gen- 
eral mortality  on  record;  to  a further  decline  in 
the  tuberculosis  death  rate,  now  less  than  50 
per  100,000;  to  a continually  lower  infant 
mortality  and  a significant  reduction  in  the 
mortality  of  women  during  childbirth,  which  is 
15  per  cent  lower  this  year  than  last.  Similar 
satisfaction  could  be  taken  in  the  low  level  of 
death  rates  from  typhoid  fever,  diphtheria, 
and  many  other  preventable  diseases. 

“Such  rates,  however,”  he  added,  “are  based 
upon  past  records  and  compared  with  death 
rates  of  earlier  days.  If  medical  science  were 
static,  past  records  would  be  a useful  yardstick. 
Medical  science,  however,  is  not  static.  Al- 


“You must  be  on  a war  diet.” 

“Why  on  a war  diet?” 

“Because  all  of  your  food  goes  to  the  front.” 

— Medical  Record 


most  every  year  additions  are  made  to  scientific 
knowledge  which  make  it  possible  for  us  to  do 
more  than  previously  was  possible  in  the  pre- 
vention of  disease.  Many  tools  for  better  health 
are  being  forged  in  our  scientific  laboratories. 

“There  is  every  reason  why  we  should  ac- 
complish more  now  than  in  the  past.  More- 
over, an  awakening  public  sentiment  and  the 
increasing  interest  of  doctors  in  disease  pre- 
vention as  well  as  cure,  make  it  possible  for  us 
to  do  far  more  than  has  yet  been  done  in  putting 
medical  science  to  work  for  all  of  the  people. 
Sickness  and  death  rates  of  previous  years, 
therefore,  are  inadequate  yardsticks  for  the 
present  and  are  useless  as  goals  for  the  future. 

Public  health  is  a dynamic  science.  The 
horizon  of  knowledge  is  being  extended  year  by 
year.  Our  plans  for  its  application  should  em- 
brace not  only  the  knowledge  we  now  have  but 
should  forcast  the  inevitable  accretions  to 
knowledge  which  year  by  year  will  make  it  pos- 
sible to  prevent  deaths  now  considered  in- 
evitable.” 


The  incidence  of  diphtheria  is  a direct  reflec- 
tion of  the  efficiency  of  the  medical  profession 
of  any  civilized  community. — Pittsburgh  Medical 
Bulletin. 


RESTORATION  OF  MUSCLE  BALANCE 

IN  THE  TREATMENT  OF  OBSTETRICAL  PARALYSIS 

J.  B.  L’Episcopo,  M.D.,  Brooklyn 


This  contribution  is  a report  on  the 
progress  of  the  restoration  of  muscle 
balance  at  the  shoulder  since  the  first 
publication  on  this  subject  in  1934. 

Although  we  would  like  to  discuss  ob- 
stetrical paralysis  thoroughly,  we  cannot 
do  so  because  of  the  limited  time  allotted 
to  its  discussion  at  this  time.  Therefore, 
we  will  only  take  up  the  so-called  upper- 
arm  type.  . 

In  order  to  properly  understand  the 
treatment,  a brief  description  of  the  path- 
ologic anatomy  seen  in  that  type  of  case, 
I believe,  is  essential. 

First,  let  us  consider  the  muscles  about 
the  shoulder.  We  have  all  noticed  that 
there  is  an  early  tendency  for  certain 
muscles,  adductors,  and  internal  rotators 
of  the  shoulder  to  shorten  or  contract. 
These  are  essentially  the  subscapularis, 
the  pectoralis  major,  teres  major,  and 
the  latissimus  dorsi.  These  produce  an 
internal  rotation  of  the  humerus,  causing 
the  head  of  the  humerus  to  lie  posteriorly 
in  the  glenoid  cavity  and,  as  the  humerus 
grows,  a torsion  deformity  of  the  entire 
bone  tends  to  develop.  As  the  humerus 
is  maintained  and  grows  in  the  internally 
rotated  position,  it  also  causes  a change  of 
direction  of  the  muscle  fibers  of  some  of 
the  muscles  attached  to  that  bone,  parti- 
cularly the  deltoid,  so  that  instead  of  the 
fibers  of  this  muscle  going  straight  down- 
ward and  outward,  they  are  directed 
downward  and  inward.  Consequently, 
when  this  muscle  contracts,  instead  of 
the  arm  going  outward  at  right  angles  to 
the  trunk,  the  muscle  tends  to  bring  the 
arm  mostly  forward  and  somewhat  out- 
ward. This  is  especially  evident  in 
cases  where  the  passive  scapulohumeral 
motion  is  very  good.  Nevertheless,  the 
active  abduction  is  very  poor,  because 
the  deltoid  fibers,  being  wrongly  directed, 


pull  the  arm  forward  instead  of  laterally. 
Because  of  the  malposition  at  the 
shoulder,  the  glenoid,  as  well  as  the  head 
and  anatomic  neck  of  the  humerus,  do 
not  develop  properly.  The  glenoid  tends 
to  be  shallow.  There  is  a torsion  growth 
of  the  neck  and  head  of  the  humerus,  so 
that  the  head  points  posteriorly.  This 
position,  which  is  at  first  simply  postural, 
and  is  easily  corrected  in  the  early  stages, 
later  becomes  fixed. 

We  believe  that  all  these  changes  are 
secondary  to  posture,  although  Scag- 
lietti  contends  that  the  majority  are  due 
to  a separation  of  the  epiphysis  during 
delivery.  We  are  not  convinced  yet 
that  his  theory  explains  adequately  these 
late  changes  that  are  found,  particularly 
if  we  include  deformities  of  the  elbow  and 
forearm,  where  there  is  often  definite 
contracture  of  the  biceps  and  pronator 
radii  teres  muscles,  and,  occasionally, 
the  flexors  of  the  wrist,  especially  the 
flexor  carpii  ulnaris,  although  the  latter 
very  rarely  persists  after  the  first  or  sec- 
ond year.  Because  of  the  constant  pull 
of  the  internal  rotators  of  the  shoulder, 
the  external  rotators  are  stretched  and 
further  weakened. 

It  will  be  seen  from  this  brief  descrip- 
tion of  the  pathologic  anatomy  that  the 
extremity  must  be  maintained  in  a posi- 
tion of  deformity.  The  arm  is  held  in 
internal  rotation  and  slight  abduction. 
Most  men  have  hitherto  described  the 
arm  as  being  adducted,  but  if  we  look 
carefully  at  the  shoulder,  we  will  see  that 
it  really  is  in  slight  abduction.  We  have 
all  made  this  mistake  because  we  have 
noticed  the  limited  abduction  and  there- 
fore have  erroneously  concluded  that  the 
arm  must  be  adducted.  The  forearm  is 
pronated  and  the  elbow  flexed.  We  feel 
that  the  abduction  is  due  to  partial  poste- 
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rior  dislocation  of  the  shoulder,  in  spite 
of  the  contracted  adductors.  We  have 
described  the  pathologic  anatomy  only 
briefly  and  grossly;  we  feel  that  the  finer 
and  more  complete  details  are  not  yet 
known  and  that  more  study  and  research 
is  necessary.  We  have  never  had  the 
opportunity  to  study  a case  in  the  autopsy 
room.  We  feel  that  postmortem  studies 
of  this  lesion  will  help  us  in  determining 
the  exact  and  minute  details  of  the  pathol- 
ogy- 

Treatment 

This  may  be  conveniently  considered 
under  two  headings:  the  early  or  con- 

servative treatment,  and  the  late  or  sur- 
gical treatment.  We  are  of  the  opinion 
that  early  treatment  should  be  conserva- 
tive, in  spite  of  the  reports  of  a number  of 
authors  who  advise  surgical  repair  of  the 
brachial  plexus  within  the  first  few 
months  of  life.  Our  experience  has  shown 
us  that  cases  so  treated  have  not  been 
benefited  sufficiently  to  warrant  surgical 
intervention  and  that  those  cases  that 
have  shown  improvement,  to  our  mind, 
have  not  shown  any  better  improvement 
than  other  cases  treated  conservatively. 
On  the  other  hand,  we  have  seen  cases 
that  were  left  with  a completely  flail, 
flaccid  paralysis  of  the  extremity  follow- 
ing early  surgical  intervention,  but  we 
have  never  seen  a case  conservatively 
treated  that  was  left  with  a completely 
flail  arm. 

It  is  our  practice  to  place  the  arms  of 
these  infants,  soon  after  birth,  in  abduc- 
tion and  external  rotation.  In  the  new- 
born this  can  very  easily  be  accomplished 
by  making  a tightly  fitting  cap  for  the 
baby  and  pinning  the  sleeve  of  the  shirt 
to  this  cap,  on  the  side  of  the  head.  After 
a few  months  a molded  plaster-of-Paris 
splint  is  applied  in  this  position.  Both 
these  methods  make  it  easy  to  move  the 
child  about,  particularly  in  nursing,  with- 
out disturbing  the  position  of  the  arm. 
If  contractures  tend  to  occur  after  the 
first  few  months,  daily  manipulations  are 
advised  to  stretch  the  contracting  mus- 
cles. The  mother  can  usually  be  easily 


taught  how  to  do  this.  We  want  to  give 
a word  of  warning  in  the  application  of 
the  abduction  splint.  The  arm  should 
be  placed  in  about  70°  of  abduction  from 
the  trunk.  Elevation  of  the  shoulder 
should  be  avoided  as  we  have  seen  sub- 
glenoid dislocations  occur  when  the  arm 
has  been  elevated  for  too  long  a period. 
This  conservative  treatment  should  be  fol- 
lowed for  a relatively  long  period;  five 
or  six  years.  Many  children  will  have 
good,  useful  arms  by  that  time  with  little 
or  no  deformity.  However,  if  deformities 
should  persist  or  tend  to  increase,  then 
surgery  is  indicated. 

If  we  admit  that  the  deformities  are 
due  to  a loss  of  muscle  balance  between 
antagonistic  muscles,  which  we  think  is 
the  case,  our  first  concern  should  be  to 
re-establish  this  muscle  balance  to  ap- 
proach the  normal  as  much  as  possible. 
As  mentioned  above,  the  most  imbalance 
is  between  the  internal  and  external  rota- 
tors of  the  shoulder,  the  internal  rotators 
being  contracted  and  apparently  more 
powerful  than  the  external  rotators. 
This  can  be  overcome  by  releasing  the 
tight  internal  rotators,  that  is,  the  sub- 
scapularis,  pectoralis  major,  the  latis- 
simus  dorsi,  and  teres  major,  as  advocated 
by  Sever.  This  is  a very  satisfactory 
operation  but  in  many  cases  it  has  only  a 
temporary  effect,  as  the  deformity  tends 
to  recur.  The  same  may  be  said  for  the 
osteotomy  of  the  humerus  as  practiced 
mostly  in  Europe.  These  operations,  of 
course,  simply  correct  the  deformity  but 
make  no  attempt  to  restore  muscle  bal- 
ance. By  that  we  mean  that  no  attempt 
is  made  to  strengthen  the  weaker  ex- 
ternal rotators  and  to  weaken  the  strong 
internal  rotators. 

For  the  past  seven  years  we  have  been 
transplanting  the  teres  major  and  latis- 
simus  dorsi  muscles  from  the  medial  as- 
pect of  the  humerus  to  the  lateral  aspect, 
thus  changing  the  action  of  these  muscles 
from  internal  rotators  to  external  rota- 
tors, thus  weakening  the  internal  rotators 
as  a group  and  strengthening  the  external 
rotators  as  a group.  The  reason  we 
picked  out  these  two  muscles  is  that  they 
lend  themselves  to  transplantation  more 
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Figure  1.  A:  Shows  the  anterior  incision. 

B : Shows  the  exposure  of  the  deeper  structures 

and  the  capsule  of  the  shoulder  with  the  pec- 
toralis major  tendon  cut  near  its  insertion.  C: 
Shows  the  latissimus  dorsi  tendon  completely 
exposed  and  the  subscapularis  tendon  re- 


leased by  cutting  the  capsule  of  the  joint.  D: 
Shows  the  latissimus  dorsi  and  teres  major  ten- 
dons being  sutured  before  cutting.  E:  Shows 

the  latter  two  tendons  cut  and  being  held 
by  sutures  before  they  are  transposed  pos- 
teriorly. 


easily  than  some  of  the  other  internal 
rotators. 

Before  doing  any  muscle  transplanta- 
tion, however,  we  must  bear  in  mind 


that  no  transplanted  muscle  will  work 
efficiently  in  the  presence  of  deformity 
which  would  mechanically  interfere  with 
its  function  at  its  new  insertion.  There- 
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fore,  we  must  correct  any  existing  de- 
formity by  releasing  the  internal  rotators, 
but  instead  of  cutting  the  subscapularis 
according  to  the  method  of  Sever,  we  cut 
the  capsule  of  the  joint  according  to  the 
method  of  Fairbank,  as  this  releases  not 
only  the  subscapularis  but  also  the  con- 
tractures of  the  capsule.  The  pectoralis 
major  is  also  cut.  In  the  very  late  cases 
where  there  is  torsion  of  the  upper  end 
of  the  humerus  and  the  fibers  of  the  del- 
toid are  directed  downward  and  medially, 
a circular  osteotomy  is  done  at  the  upper 
end  of  the  humerus.  This  must  be  done 
above  the  insertion  of  the  deltoid  muscle 
so  that  as  the  lower  fragment  of  the  hu- 
merus is  rotated  outward,  the  fibers  of  the 
deltoid  muscle  are  directed  straight  down- 
ward. The  combination  of  these  proce- 
dures not  only  corrects  the  deformities 
and  restores  muscle  balance,  but  this 
muscle  balance  is  maintained  by  the 
transplantation  of  the  two  internal  rota- 
tor muscles. 

The  lower  arm  often  requires  correc- 
tion of  the  flexion  of  the  elbow  and  prona- 
tion of  the  forearm.  The  flexion  of  the 
elbow  is  not  sufficiently  troublesome,  as 
a rule,  to  interfere  very  much  with  func- 
tion, but  the  pronation  fs  at  times  quite 
disabling.  This  we  have  corrected  by 
doing  a subperiosteal  resection  of  the 
pronator  quadratus  muscle  from  the 
ulnar  side  of  the  wrist  and  a transplanta- 
tion of  the  pronator  radii  teres  muscle. 
As  we  all  know,  this  muscle  starts  at  the 
medial  condyle  of  the  humerus,  and  then 
goes  downward  and  outward  and  wraps 
itself  around  the  middle  of  the  radius 
from  without  inward.  The  insertion  of 
this  muscle  is  completely  stripped,  taking 
some  periosteum  at  the  same  time  so  that 
the  tendon  will  be  sufficiently  long.  Then 
the  lower  end  of  the  muscle  is  wrapped 
around  the  radius,  from  within  out  and 
inserted  at  its  original  insertion  on  the 
back  of  the  radius.  In  other  words,  the 
tendon  is  pulled  out  and  then  passed  be- 
tween the  radius  and  ulna,  after  making 
an  opening  through  the  interosseous 
membrane  close  to  the  radius,  so  that  the 
muscle  insertion  now  wraps  around  the 
radius  in  the  opposite  direction  to  its 


normal  one,  thus  acting  as  a supinator  in- 
stead of  a pronator  of  the  forearm. 

Technique  of  Operation 

The  operation  as  described  originally 
has  been  somewhat  modified  and,  we  be- 
lieve, simplified.  Only  the  modifications 
will  be  described  here. 

We  are  using  the  same  anterior  and 
posterior  skin  incisions.  The  tendons  of 
the  latissimus  dorsi  and  teres  major  mus- 
cles are  now  cut  through  the  anterior  in- 
cision, as  close  to  their  insertion  as  pos- 
sible. They  are  ligatured,  passed  poste- 
riorly by  means  of  the  ligature  and  su- 
tured under  a thin  osteoperiosteal  flap, 
just  above  or  at  the  origin  of  the  outer 
head  of  the  triceps  muscle,  as  in  the  orig- 
inal operation,  except  that  no  heavy  bone 
flap  with  drill  holes  is  made.  The  trans- 
planted tendons  seem  to  hold  just  as  well 
as  they  did  under  the  heavy  bone  flap. 

Since  1931,  we  have  performed  this 
operation  on  16  patients.  Fifteen  of 
these  had  obstetrical  paralysis  and  1 had 
a spastic  hemiplegia.  The  latter  case 
was  done  because  he  maintained  the  arm 
in  extreme  internal  rotation,  although 
this  could  be  overcome  passively.  We 
felt  that  weakening  the  internal  rotators 
and  strengthening  the  external  rotators 
might  improve  function.  The  result  was 
not  very  satisfactory  to  us  as  far  as  func- 
tional improvement  was  concerned,  but 
there  was  some  cosmetic  improvement  in 
that  the  arm  was  not  maintained  in  ex- 
treme internal  rotation.  The  15  cases 
of  obstetrical  paralysis  have  all  been  defi- 
nitely improved  functionally. 
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Discussion 

Dr.  Leo  Mayer,  New  York  City — Dr.  L’Epis- 
copo has  presented  a thoughtful  paper  which  can 
be  divided  into  three  parts.  The  first  deals  with 
the  pathological  changes  in  birth  paralysis. 
These  are  of  the  utmost  importance  since  the 
more  accurate  our  knowledge  of  pathology  the 
more  exact  can  be  the  indications  for  treatment. 

The  second  part  deals  with  the  conservative 
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'of  triceps. 
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long  head  of  triceps 
Lateral  head  of  triceps 


Figure  2:  A:  Shows  the  posterior  skin 

incision  parallel  to  the  posterior  fibers  of  the 
deltoid  muscle.  B : The  deltoid  and  long 

head  of  the  triceps  muscles  are  shown  exposed 
and  the  relaxed  teres  major  muscle  visible. 
The  teres  major  and  latissimus  dorsi  tendons 
pulled  out  of  the  posterior  incision  by  means  of 
ligatures. 


D:  Teres  major  and  latissimus  dorsi  being 

passed  under  the  long  head  of  the  triceps 
and  the  deltoid  retracted  out  of  the  way.  The 
osteoperiosteal  incision  at  the  attachment  of 
the  lateral  head  of  the  triceps  is  shown  before 
the  transplanted  muscles  are  sutured  in  place. 
E:  The  transplanted  muscles  are  shown  sutured 

under  the  periosteal  flap. 
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J.  B.  L’EPISCOPO 


[N.  Y.  State  J.  M. 


method  of  treatment.  He  calls  attention  to  the 
abduction  contracture  which  may  develop  as  a 
result  of  the  use  of  an  abduction  brace.  My 
experience  shows  that  this  contracture  may 
develop  very  early  and  that  it  is  only  by  the 
early  use  of  massage  and  manipulation  that  it 
can  be  avoided.  Important  though  it  is  to  over- 
come the  internal  rotation  contracture,  this 
should  not  be  done  at  the  expense  of  developing 
an  equally  undesirable  abduction  contracture. 
In  many  patients  who  are  referred  to  me,  an 
abduction  splint  has  been  left  on  for  many 
months  at  a time.  In  these  patients  it  is  par- 
ticularly difficult  to  overcome  the  abduction 
contracture  and  in  some  cases  operative  pro- 
cedures have  been  necessary  before  a normal 
alignment  between  the  shoulder  and  scapula  can 
be  established. 

The  third  portion  of  the  paper  deals  with  the 
operative  correction.  Dr.  L’Episcopo  has  made 
an  important  contribution  to  this  field.  Al- 
though the  release  of  the  internal  rotators  has 
helped  many  patients,  their  transference  to  the 
posterior  aspect  of  the  humerus  adds  consider- 
ably to  the  strength  of  the  external  rotators. 
In  the  cases  in  which  I have  used  this  method, 
the  results  have  been  gratifying.  To  overcome 
pronation  contracture  I find  the  following  pro- 
cedure more  effective  than  the  Tubby  operation 
which  Dr.  L’Episcopo  has  mentioned:  The 

tendons  of  the  flexor  carpi  radialis  and  pronator 
radii  teres  are  cut  away  from  their  insertion, 
freed  as  far  upward  as  possible,  fastened  to  one 
another  by  a few  silk  sutures  and  then  brought 
over  the  ulnar  side  of  the  forearm  in  a spiral 
line  downward  and  backward  to  the  posterior 
surface  of  the  radius  just  above  the  wrist.  Here 
they  are  fastened  to  the  bone  through  a drill- 
hole passing  from  behind  forward. 

May  I also  call  attention  to  the  excellent 
correction  of  severe  internal  rotation  contracture 
by  the  stripping  operation  of  Dr.  Kleinberg. 

Dr.  J.  E.  Milgram,  Brooklyn — Dr.  L’Epis- 
copo’s  contribution  to  the  surgery  of  the  obstet- 
rical internal  rotation  contracture  at  the  shoulder 
is  of  major  significance.  Its  very  simplicity  of 
plan  and  execution  (transformation  of  deforming 
internal  rotators  into  badly  needed  external 
rotators)  was  enough  to  earmark  his  first  publi- 
cation for  all  of  us.  I will,  if  I may,  confine  my 
discussion  to  the  shoulder  and  the  elbow  of 
Erb’s  Palsy.  I was  much  gratified  to  hear  Dr. 
L’Episcopo’s  remark  that  while  most  men  have 
hitherto  described  the  arm  as  being  adducted — 
“it  is  really  in  slight  abduction.” 

The  abduction  contracture  of  the  shoulder  is 
frequent  (16  of  23  cases),  real,  severe,  persistent, 
disabling,  deforming,  and  what  is  most  impor- 


tant, as  a rule  unnecessary.  There  is  an  increas- 
ing number  of  cases  in  which  the  conservative 
treatment  is  overdone  and  an  additional  de- 
formity has  resulted.  It  is  usually  associated 
with  a contracture  of  the  backward  extensors  of 
the  shoulder.  The  arm,  at  rest,  hangs  away 
from  the  side  and  even  passively  cannot  be 
brought  to  the  side  without  making  the  scapula 
poke  out  awkwardly.  If  the  arm  is  brought 
forward  in  the  horizontal  plane,  the  scapula  is 
dragged  with  it  in  unison  so  it  comes  to  lie 
almost  on  top  of  the  shoulder,  again  in  awkward 
fashion. 

In  1932,  I stressed  the  recognition  and  causa- 
tion of  the  abduction  contracture  and  urged  an 
operative  plan  which  has  since  been  performed 
on  several  patients  at  the  Hospital  for  Joint 
Diseases,  with  moderate  success.  It  consists 
essentially  of  elongation  of  the  deltoid  and  the 
superior  shoulder  joint  capsule.  The  first  patient 
I operated  lost  some  abduction  as  a consequence 
of  overcorrection.  The  next  two  patients  whom 
Dr.  Leo  Mayer  operated  were  less  radically  cor- 
rected and  the  end  results  were  better.  I had 
hoped  that  Dr.  Mayer  would  find  time  to  relate 
attempts  by  operative  methods  to  correct  the 
abduction  contracture.  They  are  essential  but 
have  not  been  an  unalloyed  joy.  The  deformity 
is  preventable  and  I would  here  stress  prevention. 

May  I call  your  attention  to  the  fact  that  the 
abduction  contracture  is  really  an  orthopedic 
deformity  resulting  from  overtreatment.  In 
time  the  original  abduction  external  rotation 
deformity  changes  to  an  abduction  internal 
rotation  deformity,  as  the  brace  is  left  off  and 
the  active  internal  rotators  come  into  play. 
The  shortened  deltoid  and  upper  shoulder  cap- 
sule, however,  maintain  the  abductor  com- 
ponent. 

We  were  all  taught  to  keep  the  arm  in  the 
flagman’s  position  until  the  nerves  grow  back, 
months  and  years,  if  necessary.  In  a newborn 
child  with  a traumatized  shoulder,  even  three 
weeks  of  this  position  will  result  in  a contracture 
easily  recognizable,  and  difficult  to  undo. 

I have,  therefore,  employed  the  following 
schedule : 

1.  The  arm  is  supported,  instead,  in  the 
military-salute  position  from  birth,  using  a light 
wire  padded  splint  (in  90°  abduction,  45°  for- 
ward flexion,  90°  external  rotation  of  the  fore- 
arm). 

2.  After  two  weeks,  the  arm  is  left  free  for 
several  short  periods,  to  fall  to  the  side. 

3.  As  return  occurs,  the  splint  is  more  fre- 
quently left  off  during  the  day  although  the 
child  sleeps  with  it  at  night. 
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4.  Passively  the  shoulder  is  regularly  brought 
through  all  ranges  of  passive  motion  after  the 
third  week.  If  the  nurse  or  physiotherapist  can 
recognize  the  abduction  contracture,  it  will  not 
be  added  to  those  unpreventable  deformities  for 
which  Dr.  L’Episcopo’s  operation  is  of  such  value. 

A word  as  to  the  elbow : 

1.  Long  routine  brace  fixation  of  the  infant’s 
elbow  in  flexion  must  be  employed  only  with 
understanding  and  periodic  stretching  into  ex- 
tension. Otherwise  permanent  loss  of  terminal 
extension  will  develop  regularly  and  persist  al- 
most indefinitely. 

2.  Limitation  of  elbow  extension  later  occurs 
when  the  arm  hangs  in  abduction  and  internal 
rotation.  Gravity  flexes  the  elbow,  and  bone 
growth  fixes  and  limits  the  ranges  of  terminal 
extension  in  time. 

If  active  flexion  is  absent  at  the  elbow  and 
the  biceps  is  gone,  the  Steindler  flexor  shift  up- 
ward of  the  forearm  flexors  has  proved  of  im- 
mediate value. 

In  a few  cases  a peculiar  asynergia  of  the 
elbow  flexor  and  extensor  appears.  In  three 
such  cases  under  my  care,  each  patient  has 
shown  a weak  biceps  and  a stronger  triceps. 
When  he  tries  to  bring  his  hand  to  his  mouth, 
it  becomes  rigid  at  a variable  degree  of  flexion, 


the  triceps  contracting  synchronously  with  the 
biceps  and  freezing  the  latter’s  effect  so  that  the 
patient  is  unable  to  bring  his  hand  to  his  mouth. 

In  one  case,  after  a preliminary  test  of  anaes- 
thetizing the  triceps  by  novocaine,  I performed 
a triceps  tenotomy.  Since  then  the  patient  has 
been  able  to  voluntarily  bring  his  hand  to  his 
mouth  with  ease. 

Such  disturbances  of  reciprocal  innervation  of 
opposing  groups  of  muscles  in  Erb’s  Palsy  prob- 
ably exists  frequently  about  the  shoulder  and 
makes  one  wonder  whether  avulsion  of  the  roots 
from  the  spinal  cord  has  not  interfered  with 
upper  motor  neurone  control  at  local  levels  in 
the  cord.  I am  not  aware  of  cord  studies  which 
might  settle  this  point. 

As  Dr.  L’Episcopo  reminds  us,  we  have  yet 
much  to  learn  about  the  true  pathology  of  ap- 
parently simple  Erb’s  Palsy. 

Lantern  slides  are  presented  of  (1)  an  abduc- 
tion contracture  in  a three  weeks’  old  infant; 
(2)  a persistent  abduction  contracture  in  a three- 
year-old  child;  (3)  an  abduction  contracture  in  a 
three-month-old  infant  and  the  corrected  con- 
tracture at  the  age  of  three  years,  the  result  of 
almost  two  and  one-half  years  of  continuous 
stretching  indicating  that  prevention  would 
have  been  easier  than  cure. 


BIG  NICK  IN  GRIM  REAPER’S 
SICKLE 

The  first  full  year  of  organized  battle  against 
pneumonia  in  New  York  City  under  the  auspices 
of  the  Health  Department’s  pneumonia  control 
bureau  was  concluded  on  December  31. 

Exact  figures  on  the  bureau’s  accomplish- 
ments will  not  be  available  for  some  time,  but 
estimates  show  that  the  use  of  serum  to  fight  the 
60  per  cent  of  pneumonia  cases  for  which  serum 
can  be  used,  has  been  doubled. 

A rough  estimate  on  the  number  of  lives  saved 
would  indicate  that  somewhere  between  700  and 
1,000  persons  with  pneumonia  who  would  have 
died  in  1938  are  now  alive,  thanks  to  serum  and 
its  increased  use  under  the  pneumonia  bureau. 


LOOPHOLE  BADLY  IN  NEED 
OF  A STOPPER 

By  a strange  anomaly,  a layman  cannot  pre- 
scribe for  one  patient,  but  he  can  prescribe  for  a 
million.  A leading  New  York  City  doctor 
held  in  his  hand  the  other  day  the  circular  of 
a medical  preparation  put  out  by  a manufacturer 
who  made  no  claim  to  be  a physician.  The 
preparation  had  in  it  liver  extract,  ascorbic  acid, 
vitamin  B,  copper  citrate,  oil  of  peppermint, 
ferrous  sulfate,  and  cottonseed  oil.  “No  chem- 
ist would  fill  that  prescription  if  it  were  written 
by  a layman,”  said  the  doctor,  “but  a layman 
can  put  it  up  and  prescribe  it  for  thousands 
and  millions  of  people  he  never  saw!”  There  is 
a legal  loophole  badly  in  need  of  a stopper. 


“What  did  the  doctor  do  for  your  absent- 
mindedness?” 

“He  prescribed  some  pills.” 

“Did  they  help?” 

“I  forgot  to  take  them.” — Rocky  Mt.  Med.  J. 


Freshman  (preparing  an  essay):  “What  do 

they  call  those  tablets  the  Gauls  used  to  write 
on?” 

Roommate:  “Gaul  stones.” — Kentucky  Gro- 


cer. 


SULFANILAMIDE  IN  THE  TREATMENT  OF  CHANCROID 


B orris  A.  Kornblith,  M.D.,  Adolph  Jacoby,  M.D.,  and 
Michael  Wishengrad,  M.D.,  New  York  City 

( From  the  Central  Clinic,  Bureau  of  Social  Hygiene,  Department  of  Health,  City  of  New  York) 


The  causative  agent  in  chancroid  is 
the  Ducrey  organism;  a gram  nega- 
tive streptobacillus  of  moderate  viru- 
lence. The  very  good  results  obtained 
by  the  use  of  sulfanilamide  in  the  treat- 
ment of  streptococcus  infections  suggested 
its  trial  in  chancroid  infections.* 

The  results  of  the  use  of  sulfanilamide 
in  a series  of  10  cases  at  the  Central 
Clinic  have  been  so  consistently  gratify- 
ing that  they  warrant  this  preliminary 
report.  Among  the  10  cases  here  re- 
ported, there  were  9 men  and  1 woman. 
The  lesions  ranged  from  one  ulceration  on 
the  shaft  of  the  penis  to  six  ulcerations  on 
the  prepuce  and  a complete  sloughing  of 
the  glans  penis.  The  duration  of  the  le- 
sions varied  from  three  weeks  to  fifteen 
months. 

The  criteria  used  for  diagnosis  were: 

1.  A reasonably  adequate  lesion. 

2.  A positive  smear  for  Ducrey  organ- 
isms. 

3.  A positive  Ducrey  skin  reaction. 

4.  A negative  dark  field  examination. 

5.  A negative  Wassermann  reaction. 

6.  A negative  Frei  test. 

Seven  of  the  cases  reported  conformed 
to  the  above  criteria.  In  3 patients,  in 
whom  syphilis  was  also  present,  the  luetic 
etiology  of  the  local  lesion  was  ruled  out — 
one  was  a congenital  luetic  and  the  other 
two  had  been  under  antiluetic  treatment 
for  about  one  year,  prior  to  the  onset  of 
the  present  disease.  The  last  patient 
(Case  No.  10)  appeared  at  the  clinic  with 
an  acute  lesion  and  a three  plus  Wasser- 
mann on  three  different  occasions.  The 
dark  field  examination,  however,  was  nega- 
tive and  the  Ducrey  smear  was  repeatedly 
positive. 


* We  are  indebted  to  Dr.  Gregory  Shwartzman  of  the 
Mount  Sinai  Hospital  for  this  suggestion  which  we  fol- 
lowed through. 


Therapy  also  helps  to  differentiate 
chancroid  from  a luetic  lesion.  A pri- 
mary luetic  lesion  does  not  respond  to 
sulfanilamide  and  takes  its  natural  course. 
This  has  been  shown  in  experimental 
work  done  on  rabbits,1  and  in  our  own 
experience,  in  one  patient.  This  patient, 
a twenty- two-year-old  negro,  appeared 
with  a flat  2 cm.  ulceration  at  the  coronal 
sulcus.  The  Wassermann  test,  smear  for 
Ducrey  bacillus,  and  dark  field  examina- 
tion were  negative.  Inasmuch  as  the 
lesion  appeared  clinically  like  a chancroid, 
sulfanilamide  was  given  for  five  days. 
Despite  this  treatment  the  lesion,  which 
had  been  present  for  six  weeks,  spread, 
became  indurated,  and  was  then  diagnosed 
as  a primary  chancre  due  to  syphilis.  A 
dark  field  examination  at  this  time  showed 
numerous  spirochete  pallida.  While  sul- 
fanilamide has  no  effect  on  luetic  lesions, 
antiluetic  therapy  has  no  beneficial  effect 
upon  concomitant  chancroidal  lesions 
developing  during  the  course  of  anti- 
syphilitic treatment.  Thus,  antiluetic 
medications  and  sulfanilamide  may  be 
given  simultaneously.  The  last  patient 
(Case  No.  10)  responded  favorably  to 
sulfanilamide. 

An  inguinal  adenitis  which  was  discrete 
and  nonsuppurative  was  present  in  6 of 
the  10  cases  reported. 

A smear  for  Ducrey  bacilli  was  positive 
in  all  cases.  Whereas  it  was  possible  to 
demonstrate  the  organisms  consistently 
before  treatment  was  begun,  the  organ- 
isms were  not  demonstrable  after  forty- 
eight  hours  of  treatment  with  sulfanil- 
amide. The  Una  Pappenheim  stain, 
methylene  green  pyronene,  was  found 
most  satisfactory.  The  organisms  stand 
out  as  red  streptobacilli  arranged  in 
streaks  and  parallel  rows. 

The  material  for  skin  testing2  was  ob- 
tained from  Case  No.  1,  from  a bubonulus 
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on  the  shaft  of  the  penis.  It  was  pre- 
pared in  the  same  way  as  Frei  antigen. 
This  material  gave  positive  results  in 
chancroid  cases  and  negative  tests  in 
cases  of  lymphogranuloma  venereum  or 
lues. 

Method  of  Treatment  and  Results 

For  the  first  five  days,  the  patient  was 
given  80  grains  of  the  drug  per  day — 20 
grains  after  each  meal  and  before  bed- 
time. From  the  sixth  to  the  fifteenth  day, 
inclusive,  40  grains  per  day  were  adminis- 
tered— 10  grains  after  each  meal  and  10 
grains  before  bedtime.  After  this  period, 
treatment  was  stopped  whether  or  not  the 
lesion  was  healed.  The  entire  treatment 
was  ambulatory. 

No  untoward  effects  were  noted  in  this 
group  of  cases.  The  patients  were  cau- 
tioned to  stop  the  drug  if  a diarrhea  de- 
veloped, and  in  case  of  constipation  not 
to  use  a saline  cathartic.  They  were 
likewise  instructed  not  to  drink  more  than 
one  quart  of  fluid  during  a twenty-four- 
hour  period.  The  only  other  treatment 
advised  was  the  use  of  soap  and  water  to 
cleanse  the  local  lesion  twice  daily. 

The  average  duration  for  treatment  was 
fifteen  days  and  an  average  amount  of  690 
grains  of  sulfanilamide  was  given.  The 
average  time  for  healing  was  about  two 
weeks.  The  fact  that  there  were  no 
complications  due  to  treatment,  also  the 
fact  that  all  of  the  cases  responded  favor- 
ably, seems  somewhat  unusual.  There 
will  probably  be  cases  with  complications 
and  resistance  to  treatment  but  up  to  the 
present  we  have  not  encountered  them. 

It  is  hoped  that  in  the  near  future  a 
larger  group  will  be  available  for  study 
and  give  us  a broader  base  for  more  accu- 
rate evaluation  of  this  therapy. 

A table  and  brief  description  of  these 
10  cases  follows. 
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Case  Reports 

Case  1. — J.M.,  26,  white,  male,  complained  of 
small  ulcerations  on  the  shaft  of  his  penis,  ac- 
companied by  enlarged  inguinal  glands  in  both 
groins,  of  five  weeks’  duration.  The  ulcerations 
progressed  and  the  glands  became  painful. 
Four  weeks  after  the  onset,  he  developed  a soft 
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'ase  7.  Under  antiluetic  treatment  for  fourteen  months  before  sulfanilamide  treatment  was  begun.  Old  case  of  lymphogranuloma  venerum. 

'ase  8.  Under  antiluetic  treatment  for  nine  months  before  present  lesion  appeared. 

iase  9.  Case  of  congenital  lues.  Developed  present  lesion  while  under  antiluetic  therapy. 

iase  10.  Asymptomatic  lues.  Dark  field  negative — at  time  of  admission. 
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boggy  swelling  about  the  size  of  a hazel  nut  on 
the  dorsum  of  the  shaft  of  the  penis.  In  addition, 
he  developed  three  separate  large  ulcerations 
around  the  corona. 

Examination:  A ragged  ulceration  was  pres- 

ent under  the  prepuce,  this  measured  4X2  cm. 
There  was  a bilateral  slightly  tender  inguinal 
adenopathy.  The  nodes  were  discrete,  and  there 
was  no  evidence  of  breaking  down.  A 2 cm. 
bubonulus  was  present  on  the  dorsum  of  the 
shaft  of  the  penis.  This  was  fluctuant.  After 
three  days  observation  this  bubonulus  was 
aspirated  and  5 cc.  of  pus  obtained.  The  skin 
over  the  bubonulus  broke  down  and  left  a ragged 
ulceration  about  2 cm.  in  diameter. 

Laboratory  Findings:  The  Wassermann  was 
negative;  the  Frei  test  was  negative;  smears  from 
the  ulceration  for  Ducrey  bacilli  were  positive. 
The  pus  aspirated  from  the  bubonulus  was  treated 
at  60  C.  for  two  hours  on  two  successive  days, 
(fractional  inactivation,  similar  to  the  prepara- 
tion of  Frei  material).  This  material  was  used 
for  the  skin  testing.  It  proved  to  be  a potent 
antigen,  giving  positive  reactions  in  proved  cases 
of  chancroid  disease  and  negative  intradermal 
reactions  in  control  cases.  (Luetics  and  lympho- 
granuloma cases.)  Dark  field  examinations 
were  repeatedly  negative. 

Treatment:  For  five  days  the  patient  was 

given  two  doses  of  5 cc.  of  1 per  cent  potassium 
antimony  tartrate.  His  lesion  progressed  un- 
abated. At  this  point  sulfanilamide  was  given, 
80  grains  for  a period  of  four  days  and  40  grains 
for  an  additional  period  of  nine  days.  The  only 
other  treatment  given  consisted  in  cleansing  the 
local  lesion  with  soap  and  water.  The  total 
duration  of  treatment  with  sulfanilamide  was 
thirteen  days ; the  total  amount  of  sulfanilamide 
used  was  680  grains  or  40.8  grams.  The  patient 
made  a rapid  recovery,  signs  of  recession  were 
evident  as  early  as  forty-eight  hours  after  sulf- 
anilamide treatment  was  begun.  All  ulcera- 
tions healed  completely.  The  swelling  of  the 
inguinal  nodes  receded. 

Follow-Up:  The  patient  was  seen  again  in 

January,  1938,  three  months  after  the  onset. 
There  was  no  evidence  of  any  recurrence. 

Comment:  The  history  and  progress  of  this 

case  are  particularly  noteworthy.  The  lesion 
including  a bilateral  adenopathy  and  the  forma- 
tion of  a bubonulus  on  the  shaft  resembled 
lymphogranuloma  more  than  anything  else. 
The  further  course,  however,  established  a correct 
diagnosis. 

Case  2. — G.F.,  24,  Puerto  Rican  male,  com- 
plained of  ulcerations  on  the  shaft  of  his  penis  of 
two  months’  duration. 

Examination:  The  patient  had  two  separate 


ulcerations  on  the  dorsum  of  the  shaf^’of  his 
penis  near  the  corona.  These  measured  2 cm. 
and  IV2  cm.  in  diameter,  respectively.  He  like- 
wise had  a bilateral  moderate  discrete  inguinal 
adenopathy. 

Laboratory  Findings:  The  Wassermann  test 
was  negative,  the  Frei  test  was  negative,  the 
Ducrey  skin  test  was  positive.  Smears  for  Du- 
crey bacilli  were  positive.  A dark  field  examina- 
tion was  negative. 

Treatment:  The  patient  was  given  a total 

of  660  grains,  or  57.6  grams  of  sulfanilamide  in 
nineteen  days.  His  ulcers  had  healed  completely 
at  the  end  of  two  weeks. 

Follow-Up:  The  patient  was  seen  again  at 

the  end  of  one  month,  entirely  well.  There  was 
no  evidence  of  recurrence. 

Case  3. — H.S.,  27,  negro  male,  had  an  ulcera- 
tion on  the  corona  of  one  month’s  duration. 

Examination:  The  patient  had  a single  dis- 

crete ulceration  on  the  right  side  of  the 
corona  measuring  1 cm.  in  diameter.  There 
was  no  evidence  of  inguinal  adenopathy. 

Laboratory  Findings:  The  Wassermann  was 
negative,  the  Frei  test  was  negative,  the  Ducrey 
skin  reaction  was  positive.  A dark  field  ex- 
amination was  negative. 

Treatment:  The  patient  was  given  a total 

of  440  grains  dr  26.4  grams  of  sulfanilamide  in 
ten  days.  At  the  end  of  ten  days  the  lesion  had 
healed  completely. 

Case  4. — R.W.,  36,  male  negro,  complained  of 
ulcerations  on  his  penis  of  three  weeks’  duration. 

Examination:  A single  flat  8 mm.  ulceration 

was  present  on  the  dorsum  of  the  shaft  of  the 
penis.  A left  inguinal  adenopathy  was  present. 

Laboratory  Findings:  The  Wassermann  was 

negative  on  two  occasions  in  the  interval  of  one 
month.  The  Frei  test  was  negative,  the  dark 
field  examination  was  negative,  the  Ducrey  skin 
reaction  was  positive,  and  smear  for  Ducrey 
bacilli  was  positive. 

Treatment : The  patient  was  given  a total  of 

720  grains  or  43.2  grams  of  sulfanilamide  in 
fourteen  days.  At  the  end  of  two  weeks  the 
lesion  had  entirely  healed. 

For  two  weeks  before  the  patient  appeared  at 
this  clinic,  he  had  received  iodoform  in  ether  for 
local  application  to  his  lesion.  This  produced 
no  good  effect. 

Follow-Up:  The  patient  was  seen  two  weeks 

later,  no  evidence  of  recurrence. 

Case  5. — J.B.,  22,  colored  male,  complained  of 
many  small  ulcerations  on  his  penis. 

Examination:  Six  distinct  ulcerations  were 

found  on  the  penis,  three  on  the  prepuce,  each 
measuring  8 mm.  in  diameter;  2 ulcerations  were 
present  on  the  glans  penis  near  the  urethra,  these 
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measu  ^d  6 mm.;  one  large  oval  shaped  under- 
mined ulceration  was  present  on  the  penis  on  the 
dorsal  surface  of  the  glans  at  the  coronal  sulcus. 
The  inguinal  glands  were  shotty  in  both  groins. 

Laboratory  Findings:  The  Wassermann  was 

negative,  the  dark  field  examination  was 
negative,  the  Ducrey  smears  were  positive,  the 
Ducrey  skin  test  was  positive.  The  Frei  test 
was  negative. 

Treatment:  The  patient  was  given  a total 

of  1,020  grains  or  60.2  grams  of  sulfanilamide  in 
nineteen  days.  At  the  end  of  two  weeks,  how- 
ever, the  lesions  had  completely  healed. 

Case  6. — J.M.,  27,  negro  male,  had  a sore  on  his 
penis  of  four  weeks’  duration. 

Examination:  Two  ulcerations  were  found 

on  the  prepuce  2 cm.  and  1 cm.  in  diameter, 
respectively. 

Laboratory  Findings:  The  Wassermann  was 

negative,  dark  field  examination  was  negative, 
smears  for  Ducrey  bacilli  were  positive,  Ducrey 
skin  test  was  positive.  The  Frei  test  was  nega- 
tive. 

Treatment:  The  patient  was  given  a total 
of  640  grains  or  38.4  grams  of  sulfanilamide  in 
fourteen  days.  At  the  end  of  this  period  both 
ulcerations  had  completely  healed. 

Follow-Up : The  patient  was  seen  three  weeks 

later,  no  evidence  of  recurrence. 

Case  7. — S.E.,  39,  negro  male,  was  ad- 
mitted for  antiluetic  treatment  on  July  8, 
1936.  At  that  time  his  Wassermann  reaction 
was  4 plus.  On  June  1,  1936,  he  noticed  a small 
pustule  at  the  urethral  opening.  In  spite  of  anti- 
luetic treatment,  this  lesion  enlarged  and  covered 
at  least  one-third  of  the  glans  penis.  In  July,  one 
month  after  the  onset,  he  developed  a marked 
paraphymosis. 

Examination:  After  three  months’  observa- 

tion, the  urethra  beginning  at  the  meatus  and 
extending  1 cm.  proximally  was  entirely  eroded, 
the  glans  penis  itself  was  practically  entirely 
sloughed.  A deep  ragged  ulceration  replaced 
the  tip  of  his  penis.  This  was  surrounded  by  a 
hard  indurated  edge  and  surmounted  by  a very 
tense  paraphymosis.  The  lesion  resembled  a 
carcinoma  of  the  glans  penis. 

Laboratory  Findings:  The  Wassermann  in 

July,  1936,  was  4 plus.  A smear  for  Ducrey 
bacilli  was  positive,  the  Frei  test  was  positive. 
A dark  field  examination  was  negative. 

Treatment:  The  patient  was  given  intensive 
antiluetic  therapy  between  July,  1936,  and  Sep- 
tember, 1937.  This  had  no  effect  upon  his  local 
lesion.  In  view  of  his  positive  Frei  reaction,  in- 
travenous injections  of  Frei  antigen  were  given 
for  a period  of  eight  months.  This  produced  no 
improvement.  A course  of  tartar  emetic  was 


given,  likewise  six  injections  of  fuadin  produced 
no  improvement.  In  September,  1937,  fourteen 
months  after  his  original  admission,  the  local 
lesion  had  receded  somewhat,  but  refused  to  heal 
in  spite  of  all  the  treatments  given  above. 
Smears  for  Ducrey  organisms  were  persistently 
positive.  At  this  point  it  was  decided  to  use 
sulfanilamide.  The  patient  was  given  80  grains 
a day  for  five  days,  and  40  grains  a day  for  ten 
succeeding  days.  The  patient  took  a total  of  800 
grains  in  fifteen  days.  In  the  course  of  thirty- 
nine  days  after  the  beginning  of  this  treatment, 
the  patient’s  lesion  healed  completely.  His 
glans  penis,  although  much  smaller  and  deformed, 
showed  a pale  white  epithelium  which  was  firm 
and  clean  and  showed  no  tendency  to  breaking 
down. 

Follow-Up:  The  patient  was  followed  for 

three  months  after  healing  took  place,  there  was 
no  evidence  of  recurrence. 

Case  8. — E.G.,  26,  colored  male,  had  ulcera- 
tions on  the  frenlum  of  three  months’  duration. 

Examination:  The  patient  showed  two  ulcera- 
tions, each  2 cm.  in  diameter,  one  on  the  dorsum 
of  the  penis  and  the  other  at  the  frenlum. 

Laboratory  Findings:  The  Wassermann  was 

4 plus,  the  patient  had  been  under  antiluetic 
treatment  since  January,  1936.  The  Frei  test 
was  negative,  the  smears  for  Ducrey  bacilli  were 
positive.  A dark  field  examination  was  negative. 

Treatment:  The  patient  was  given  a total  of 
800  grains,  or  48  grams  of  sulfanilamide  in  thirty- 
four  days.  The  ulceration  healed  completely  at 
the  end  of  three  weeks. 

Follow-up:  The  patient  was  seen  one  month 

after  treatment  without  evidence  of  recurrence. 

Case  9. — H.J.,  31,  male  negro,  who  was  under 
treatment  for  congenital  syphilis  complained  of 
ulceration  on  his  genitalia  and  large  inguinal 
glands  of  one  month’s  duration. 

Examination:  Three  small  flat  5 mm.  ulcera- 

tions were  present  on  the  prepuce  in  addition  to 
a right  inguinal  adenopathy. 

Laboratory  Findings:  The  Wassermann  re- 

action was  4 plus,  a dark  field  examination  was 
negative,  the  smears  for  Ducrey  bacilli  positive, 
the  Ducrey  skin  test  was  positive,  the  Frei  test 
was  negative. 

Treatment : The  patient  was  given  a total  of 

560  grains  or  33.6  grams  of  sulfanilamide  in 
nine  days.  At  the  end  of  this  time,  all  the  lesions 
were  healed  completely  and  the  inguinal  adeno- 
pathy had  receded. 

Follow-Up:  The  patient  was  seen  two  weeks 

later,  no  evidence  of  recurrence. 

Case  10. — A.B.,  37,  negress,  complained  of  a 
painful  ulceration  on  her  genitalia  of  three  weeks’ 
duration. 
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Examination:  A punched  out  irregular  3 cm. 

ulceration  was  present  on  the  right  labium 
minorum  at  a distance  of  1 cm.  from  the  external 
urethral  meatus.  Shotty  inguinal  nodes  were 
present  in  the  right  groin. 

Laboratory  Findings:  The  Wassermann  re- 

action was  3 plus,  a dark  field  examination  was 
negative  repeatedly,  smears  for  Ducrey  bacilli 
were  positive,  the  Ducrey  skin  reaction  was  posi- 
tive, the  Frei  test  was  negative. 

Treatment:  The  patient  was  given  a total 

of  640  grains,  or  38.4  grams  of  sulfanilamide  in 
thirteen  days.  At  the  end  of  eleven  days  the 
lesion  had  completely  healed. 

Follow-Up : The  patient  was  seen  two  months 

later,  there  was  no  evidence  of  recurrence.  Anti- 
luetic  therapy  was  begun  after  sulfanilamide 
was  given. 

Summary  and  Conclusions 

1.  Ten  cases  of  chancroid  infections 
treated  by  sulfanilamide  are  presented. 

2.  All  of  these  cases  responded  favor- 
ably to  this  method  of  treatment. 

3.  All  cases  healed  after  an  average  of 
fifteen  days’  treatment  with  the  adminis- 
tration of  800  grains  of  sulfanilamide  in 
divided  doses. 

4.  Sulfanilamide  therapy  may  possibly 


be  used  as  a means  of  differential  diag- 
nosis of  genital  lesions. 

5.  Since  this  series  is  small,  further 
study  is  necessary  with  larger  groups  of 
cases  to  determine  the  presence  of  resist- 
ant cases  and  for  confirmation  of  our 
present  findings. 

Addendum 

Since  this  report  was  submitted  for  pub- 
lication, 65  proved  cases  of  chancroid 
have  been  followed.  The  results  have 
been  uniformly  excellent.  There  has 
been  no  failure  or  recurrence.  All  of  the 
cases  were  healed  after  two  weeks  of 
treatment  with  sulfanilamide  alone. 

The  first  24  cases  were  discussed  (case 
presentation)  before  the  Section  of  Der- 
matology and  Syphilis  at  the  New  York 
Academy  of  Medicine  in  March,  1937. 
At  that  time  the  literature  contained  no 
previous  reports  of  similar  findings.3 
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LECTURES  ON  OBSTETRICS 

A series  of  lectures  on  practical  obstetrics  will 
be  given  at  the  Academy  on  Wednesda}’’  after- 
noons at  4:30  o’clock,  under  the  joint  sponsor- 
ship of  the  New  York  Academy  of  Medicine  and 
the  Medical  Society  of  the  County  of  New  York. 

March  1.  The  use  of  analgesics  in  labor 

Thaddeus  L.  Montgomery, 
Philadelphia 

March  8.  Syphilis  in  pregnancy 

Joseph  N.  Nathanson 

March  15.  Principles  of  hormone  diagnosis  and 
theories  of  endocrine  therapy  in 
pregnancy 

Howard  C.  Taylor,  Jr. 


March  22.  Management  of  pregnancy  compli- 
cated by 

(a)  Tuberculosis 

J.  Burns  Amberson,  Jr. 

(b)  Heart  disease 

Edwin  P.  Maynard,  Jr. 

March  29.  Recognition  and  management  of 
abnormal  presentations 
Albert  H.  Aldridge 

April  5.  Sulfanilamide  and  other  therapy  in 
the  treatment  of  postabortal 
sepsis,  postpartum  sepsis,  and 
pyelitis 

Edward  G.  Waters,  Jersey  City 


Doctor:  “When  do  you  sweat  mostly?” 

Patient:  “When  I have  to  pay  a note.” 

— Medical  Record 


Scotsman  (to  office  nurse):  “Does  the  Doctor 
have  anyone  who  needs  a transfusion?  My  nose 
is  bleeding.” — Medical  Record 


A CASE  OF  A COMMON  DUCT  STONE 
IN  AN  EARLY  TYPHOID  CARRIER 

Harry  Dan  Vickers,  M.D.,  Little  Falls,  New  York 


There  have  been  reported  many 
cholecystectomies  performed  for  the 
cure  of  the  typhoid  carrier  state.  The 
procedure  is  recognized  and  accepted  not 
only  in  the  treatment  of  the  carrier  state, 
but  also  as  a public  health  practice  in  the 
prevention  of  the  spread  of  typhoid  fever. 
The  gallbladder  presents  the  typhoid 
bacilli  with  an  excellent  culture  medium 
under  conditions  of  poor  drainage  and 
stagnation  from  which  the  bacilli  are  fed 
continually  into  the  intestinal  tract. 
Poor  drainage  and  stagnation  result 
when  the  gallbladder  becomes  inflamed, 
as  it  does  in  a considerable  percentage  of 
typhoid  fever  cases.  Furthermore,  the 
presence  of  stones,  porous  in  nature,  offers 
a perfect  haven  for  the  bacilli,  and  further 
interferes  with  drainage.  Thus,  chole- 
cystectomy removes  a stagnant  pool  of 
culture  media  from  which  typhoid  bacilli 
are  fed  into  the  intestinal  tract. 

The  following  is  the  report  of  a case 
whose  gallbladder  had  been  removed 
prior  to  an  attack  of  typhoid  fever,  but 
who  nevertheless  became  a typhoid 
carrier.  This  was  most  puzzling  until 
she  came  down  with  the  classical  signs  and 
symptoms  of  a common  duct  stone.  It 
was  reasoned  that  there  was  an  obstruc- 
tion of  the  biliary  tree  by  one  or  more 
calculi,  which  was  reproducing  the  stag- 
nant conditions  of  the  carrier  gallbladder 
in  the  bile  ducts,  and  had  made  easy  the 
development  of  the  carrier  state.  In 
this  instance  there  was  no  focus  on  infec- 
tion to  remove,  but  it  was  assumed  that 
if  free  drainage  of  the  obstructed  ducts 
could  be  effected  the  bacilli  would  soon 
be  washed  out  of  the  biliary  tree  and  a 
cure  would  result. 

The  patient,  M.  S.,  age  49,  entered  the 
Little  Falls  Hospital  December  23,  1935, 
with  a fever  of  undetermined  origin. 
The  history  was  that  she  had  gradually 
developed  fever  a week  previous.  She 


had  chills,  sweats,  anorexia,  headache, 
constipation,  and  frequent  epistaxis,  a 
combination  of  symptoms  very  sugges- 
tive of  typhoid.  She  became  weaker  and 
was  hospitalized  by  her  local  physician. 
Her  past  history  was  of  interest  in  that 
she  had  had  a cholecystectomy  in  1925. 
At  that  time  she  had  had  right  upper 
quadrant  pain  which  radiated  to  the 
shoulder,  indigestion,  aversion  to  fats, 
belching,  and  constipation.  She  had  not 
been  jaundiced.  Postoperatively,  how- 
ever, she  was  jaundiced  for  six  days,  but 
made  a complete  recovery.  She  remained 
in  good  health  until  1933  when  she  had 
an  attack  similar  to  the  above,  except 
that  she  had  chills,  fever,  and  sweats, 
and  had  to  have  hypodermics  for  the 
pain.  She  has  had  several  milder  attacks 
since. 

Physical  examination  on  admission 
was  negative  for  any  remarkable  findings. 
The  patient  was  of  the  short  plump  type. 
There  was  no  rash,  or  palpable  spleen. 
There  was  a healed  right  upper  rectus 
scar,  but  there  was  no  tenderness  in  its 
vicinity.  A diagnosis  of  typhoid  fever 
was  made  by  agglutination  tests  and  iso- 
lation of  the  typhoid  bacillus  by  blood 
cultures.  Treatment  was  symptomatic 
and  supportive.  The  disease  as  measured 
by  the  fever  continued  for  about  three 
weeks.  The  temperature  continued  at 
about  100  F.  for  another  week,  then 
spiked  between  99  F.  and  103  F.  for  a 
week.  For  the  next  four  weeks  she  ran  a 
low  grade  fever,  but  her  general  health 
was  good.  During  this  time  the  stools 
were  positive  for  typhoid  organisms. 

On  February  20,  the  patient  became 
acutely  ill  with  what  appeared  to  be  a 
common  duct  obstruction.  She  had 
right  upper  quadrant  pain  of  a stabbing 
nature  which  radiated  to  the  back, 
chills,  a temperature  of  103  F.,  and  sweats. 
There  developed  a deepening  icterus. 
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The  attack  subsided  in  a week,  though 
there  remained  a varying  amount  of 
residual  pain.  At  this  time  her  urinalysis 
was  normal;  rbc  4,300,000;  wbc  7,000; 
hemoglobin  63  per  cent;  differential, 
polys.  62  per  cent,  monocytes  37  per  cent, 
basophiles  1 per  cent.  Icteric  index  35. 
Van  den  Bergh — delayed  direct  over  four 
minutes,  indirect  3 mgm.  per  100  cc.  A 
flat  abdominal  plate  was  negative  for 
calculi.  Duodenal  drainages  were  done 
on  two  successive  days  and  the  specimens 
cultured  for  typhoid  bacilli.  Both  were 
positive.  A gastric  specimen  was  nega- 
tive. Stool  cultures  were  still  positive. 

The  presence  of  typhoid  bacilli  in  the 
upper  intestinal  tract  as  indicated  by  the 
positive  duodenal  drainage  specimens 
seemed  to  indicate  that  the  bacilli  were 
being  harbored  in  the  biliary  tree.  Since 
it  was  established  that  the  patient  had  a 
common  duct  stone  which  was  interfering 
with  the  free  drainage  of  bile  from  the 
hepatic  ducts,  it  was  assumed  that  this 
condition  was  the  cause  of  the  patient 
being  an  early  typhoid  carrier.  This 
would  be  an  especially  strong  assumption 
if  the  bacilli  disappeared  after  surgical 
drainage  of  the  biliary  tract. 

At  operation  on  March  8,  a 3.5  cm. 
gallbladder  stump  was  found  to  remain. 
Two  small  stones  were  embedded  in  its 
fibrous  wall.  A considerably  dilated 
thickened  common  duct  was  explored, 
and  a round  calculus,  1 cm.  in  diameter, 
was  removed  from  the  region  of  the  am- 
pulla of  Vater.  A No.  18  F catheter  was 
sutured  in  the  distal  portion  of  the  duct 
and  the  abdomen  closed.  Recovery  was 
uneventful,  the  tube  being  removed  on  the 
eighth  postoperative  day.  Cultures  of  the 
gallbladder  wall  were  positive  for  B. 


typhosus,  as  were  a cystic  duct  node,  a 
specimen  of  common  duct  bile,  and  the 
unsterilized  common  duct  stone.  The 
sterilized  stones  from  the  gallbladder 
stump  were  negative. 

Cultures  were  taken  almost  every  day 
of  the  bile  escaping  from  the  tube,  and 
later  from  the  sinus  until  it  healed,  April 
3.  Stool  cultures  were  taken  at  intervals, 
and  finally  of  bile  obtained  by  duodenal 
drainage.  The  cultures  of  the  bile  from 
the  wound  were  constantly  positive,  there 
being  18  in  all.  There  were  11  positive 
stool  cultures  before  the  first  negative 
on  April  10,  thirty-three  days  after  the 
operation.  There  were  then  four  nega- 
tive stool  cultures,  but  on  April  27  there 
was  one  positive.  Following  this  positive 
culture  the  stools  were  consistently  nega- 
tive, there  being  fifteen  in  number. 
Four  duodenal  drainage  cultures  in  the 
early  part  of  May  were  negative.  Cul- 
tures of  the  urine  were  also  negative. 
On  her  discharge  from  the  hospital  May 
16,  the  patient  had  almost  regained  her 
former  weight,  and  had  no  symptoms 
referable  to  her  digestive  or  biliary  sys- 
tems. vShe  was  considered  cured  of  being 
a typhoid  carrier. 

About  one  month  later  the  patient 
developed  a painful  subcutaneous  swell- 
ing beneath  her  left  breast.  She  was 
admitted  to  the  hospital,  and  the  abscess 
opened  and  drained.  A culture  of  the 
pus  was  positive  for  B.  typhosus.  Her 
stools  at  that  time  were  negative.  The 
infection  on  the  chest  wall  was  very  stub- 
born and  drained  for  about  six  weeks. 
It  eventually  healed  solidly  and  there 
has  been  no  recurrence  in  over  eighteen 
months. 

25  Jackson  Street 


WELL,  MAKE  UP  YOUR  MIND 

A picture  of  a child  playing  in  the  snow  appears 
in  Hygeia  with  the  caption:  “Exposure  to  cold  is 
one  of  the  several  factors  that  are  associated  with 
the  cause  of  acute  rheumatic  fever  in  young 
children,”  while  Neighborhood  Health,  published 


by  the  New  York  City  Health  Department, 
carries  a picture  of  three  children  playing  in  the 
snow,  with  the  title:  “Healthful  outdoor  play 
helps  build  bodily  resistance.”  Further  advice 
is  anxiously  awaited. 


MEDICAL  MOTION  PICTURES  AVAILABLE  FOR  LOAN 

American  Medical  Association 


Motion  pictures  on  various  scientific 
subjects  are  available  on  a loan 
basis.  The  material  falls  into  two  groups : 
1.  Pictures  for  medical  societies  and 
other  scientific  organizations; 

2.  Pictures  for  the  public. 

Requests  for  films  should  be  instituted 
as  far  in  advance  as  possible,  so  that 
the  proper  reservations  can  be  made. 
The  exact  shipping  addresses  and  dates 
should  be  given  at  the  time  of  the  request; 
also  the  type  of  apparatus  in  which  the 
film  is  to  be  run.  Responsibility  for  the 
projection  and  care  of  the  film  must  be 
borne  by  the  individual  or  organization 
which  is  borrowing  it.  The  American 
Medical  Association  does  not  have  projec- 
tors available  for  loan. 

The  only  expense  incurred  is  that  of 
transportation  both  ways.  However, 
careless  handling  resulting  in  serious 
damage  may  be  charged  to  the  borrower. 

A brief  description  of  each  film  is  given 
in  the  following  list.  Notation  is  made 
as  to  the  size  of  the  film — 16  mm.  or  35 
mm.,  and  silent  or  sound. 

Apply  to : Director,  Scientific  Exhibit, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois. 

Motion  Pictures  for  Medical  Societies 
and  Other  Scientific  Organizations 

Syphilis  (A  Motion  Picture  Clinic). — 
Sound.  35  mm.,  9 reels;  also  16  mm.,  2 
large  reels,  1,600  ft.  each.  Running 
time:  about  H/2  hours. 

The  diagnosis  and  treatment  of  syphilis 
presented  by:  Dr.  John  H.  Stokes,  diag- 
nosis of  early  syphilis;  Dr.  Harold  N. 
Cole,  treatment  of  syphilis;  Dr.  Paul  A. 
O’Leary,  latent  syphilis;  Dr.  James  R. 
McCord,  treatment  of  syphilis  in  preg- 
nancy; Dr.  Philip  C.  Jeans,  congenital 
syphilis;  Dr.  Joseph  Earle  Moore,  late 
manifestations  and  neurosyphilis.  Short 
talks  also  given  by  Dr.  Chas.  Gordon 
Heyd,  Dr.  Morris  Fishbein,  Dr.  Thomas 


Parran,  and  Dr.  R.  A.  Vonderlehr. 
(Script  is  available  in  a 40-page  pamphlet; 
the  price  is  ten  cents.) 

Audience:  medical. 

Cancer  ( Canti  Cancer  Film). — Silent. 
35  mm.,  3 reels.  Running  time:  about  45 
minutes. 

A film  demonstrating  the  proliferation 
of  cell  tissue  and  the  formation  of  cancers. 

Audience:  medical 

Blood  Circulation  {Harvey  Blood  Film). 
— Silent.  35  mm.,  3 reels.  Running  time  : 
about  45  minutes. 

Audience:  medical. 

Blood  Transfusion. — Silent.  16  mm., 
1 large  reel,  1,200  ft.  Running  time: 
about  45  minutes. 

Three  methods  of  blood  transfusion 
illustrated  in  detail. 

Audience:  medical. 

Comparative  Physiology  of  Labor. — 
Silent.  16  mm.,  4 reels,  total  about  1,400 
feet.  Running  time:  about  1 hour. 

Demonstration  of  normal  labor  in  the 
human,  the  horse,  the  cow,  the  sheep,  the 
dog,  the  pig,  and  the  rabbit. 

Audience:  medical. 

Effects  of  Heat  and  Cold  on  the  Circula- 
tion of  the  Blood. — Silent.  16  mm.,  1 reel, 
300  feet.  Running  time:  12  minutes. 

Demonstration  of  the  effect  of  heat 
and  cold  on  circulation  as  seen  through  a 
glass  chamber  installed  in  a rabbit’s  ear. 

Audience:  medical. 

Effects  of  Massage  on  Circulation  of 
Blood. — Silent.  16  mm.,  1 reel,  200  feet. 
Running  time:  8 minutes. 

Demonstration  of  the  effect  of  massage 
on  circulation  as  seen  through  a glass 
chamber  installed  in  a rabbit’s  ear. 

Audience:  medical. 
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Contraction  of  Arteries  and  Arterio- 
venous Anastomoses. — Silent.  16  mm.,  1 

reel,  250  feet.  Running  time:  10  min- 
utes. 

This  film  visualizes  the  contraction  of 
arteries  and  arteriovenous  anastomoses 
as  seen  through  a glass  chamber  installed 
in  a rabbit’s  ear. 

Audience:  medical. 

Therapeutic  Exercises  for  the  Shoulder 
Joint  Following  Dislocation. — Silent.  16 
mm.,  1 reel,  250  feet.  Running  time: 
10  minutes. 

Audience:  medical. 

Treatment  of  Compression  Fracture  of 
the  First  Lumbar  Vertebrae. — Silent.  16 
mm.,  1 reel,  300  feet.  Running  time: 
about  12  minutes. 

Audience:  medical. 

Aids  in  Muscle  Training. — Silent.  16 
mm.,  1 reel,  300  feet.  Running  time: 
about  12  minutes. 

Demonstration  of  sling  suspension  exer- 
cises for  the  upper  and  lower  extremities, 
graded  exercises  on  a powdered  board  for 
the  lower  extremities,  and  three  kinds  of 
“walkers”  for  re-education  exercises. 

Audience:  medical. 

Underwater  Therapy. — Silent.  16  mm., 
1 reel,  400  feet.  Running  time:  about  16 
minutes. 

Presentation  of  therapeutic  use  of  large 
and  small  exercise  pools,  Hubbard  tanks, 
and  homemade  tanks,  and  demonstra- 
tion of  types  of  exercises  given  in  cases 


such  as  infantile  paralysis,  cerebral 
palsy,  and  postoperative  congenital  dis- 
location of  the  hip. 

Audience:  medical. 

Occupational  Therapy. — Silent.  16 

mm.,  1 reel,  300  feet.  Running  time:  12 
minutes. 

This  film  demonstrates  occupations  to 
motivate  and  control  the  desired  physical 
or  mental  activity  and  assist  in  adjust- 
ment to  long  hospitalization.  A section 
on  cerebral  palsy  is  included  picturing 
indirect  muscle  training. 

Audience:  medical. 

Massage. — Silent.  16  mm.,  1 reel,  100 
feet.  Running  time:  4 minutes. 

Audience:  medical. 

Motion  Pictures  for  the  Public 

A New  Day. — Sound.  16  mm.,  1 reel, 
400  feet.  Running  time:  about  12  min- 
utes. 

A dramatized  film  on  the  prevention 
and  treatment  of  pneumonia. 

Audience:  public. 

Prevention  of  Burns. — Silent.  16  mm., 
V^reel.  Running  time:  about  7 minutes. 

Audience:  public. 

Men  of  Medicine. — Sound.  16  mm.,  1 
reel,  800  feet.  Running  time:  about  30 
minutes. 

“The  March  of  Time” — produced  by 
the  Editors  of  Time  and  Life.  Released 
by  RKO  Radio  Pictures. 

Audience:  public. 


“Sir,  do  you  realize  to  whom  you  are  speaking? 
I am  the  daugher  of  an  English  peer.” 

“So  what?  I’m  the  son  of  an  American  doc.” 
— Rocky  Mt.  Med.  J. 

Complaining  Patient:  “This  liniment  makes 
my  arm  smart.” 

Fed-Up  Doctor:  “Rub  some  of  it  on  your 
head!” — Rocky  Mt.  Med.  J. 


Doctor  (commenting  on  lawyer  who  has  just 
concluded  his  speech  to  the  jury):  “If  he 

had  his  conscience  taken  out  it  would  be  a minor 
operation.” — Rocky  Mt.  Med.  J. 

The  68th  Annual  Meeting  of  the  American 
Public  Health  Association  will  be  held  in  Pitts- 
burgh, Pa.,  October  17-20,  1939,  with  head- 
quarters at  the  William  Penn  Hotel. 


THE  PHYSICIAN’S  INCOME  TAX— 1939 


Prepared  by  the  Bureau  of  Legal  Medicine  and  Legislation 


This  discussion  relates  only  to  the  re- 
quirements of  the  federal  income  tax 
law.  Information  with  respect  to  the  re- 
quirements of  state  income  tax  laws 
should  be  obtained  from  responsible  state 
sources. 

The  Revenue  Act  of  1938  amended  in 
numerous  respects  the  prior  income  tax 
law,  but  none  of  the  changes  made  relate 
to  physicians  as  a class  distinct  from  the 
main  body  of  federal  income  taxpayers. 

Every  one  who  is  required  to  make  a 
federal  income  tax  return  must  do  so  on 
or  before  March  15,  unless  an  extension 
of  time  for  filing  his  return  has  been 
granted.  For  cause  shown,  the  collector 
of  internal  revenue  for  the  district  in  which 
the  taxpayer  files  his  return  may  grant 
such  an  extension,  on  application  filed 
with  him  by  the  taxpayer.  This  applica- 
tion must  state  fully  the  causes  for  the  de- 
lay. Failure  to  make  a return  may  sub- 
ject the  taxpayer  to  a penalty  of  25  per 
cent  of  the  amount  of  the  tax  due. 

The  normal  rate  of  tax  on  residents 
of  the  United  States  and  on  all  citizens 
of  the  United  States  regardless  of  their 
places  of  residence  is  4 per  cent  on  net 
income  in  excess  of  the  exemptions  and 
credits. 

Who  Must  File  Returns 

1 . If  gross  income  was  less  than  $5,000 
during  1938,  a return  must  be  filed  (a)  by 
every  unmarried  person,  and  by  every 
married  person  not  living  with  her  hus- 
band or  his  wife,  whose  net  income  was 
$1,000  or  more,  and  (b)  by  every  married 
person  living  with  her  husband  or  his 
wife,  whose  net  income  was  $2,500  or 
more.  If  the  aggregate  net  income  of 
husband  and  wife,  living  together,  was 
$2,500  or  more,  each  may  make  a return 
or  the  two  may  unite  in  a joint  return. 

2.  Returns  must  be  filed  by  every 
person  whose  gross  income  in  1938  was 
$5,000  or  more,  regardless  of  the  amount 


of  his  net  income  and  of  his  marital  status. 
If  the  aggregate  gross  income  of  husband 
and  wife,  living  together,  was  $5,000  or 
more,  they  must  file  either  a joint  return 
or  separate  returns,  regardless  of  the 
amounts  of  their  joint  or  individual  net 
incomes. 

If  the  status  of  a taxpayer,  so  far  as  it 
affects  the  personal  exemption  or  credit 
for  dependents,  changed  during  the  year, 
the  personal  exemption  and  credit  must 
be  apportioned,  under  rules  and  regula- 
tions prescribed  by  the  Commissioner  of 
Internal  Revenue  with  the  approval  of 
the  Secretary  of  the  Treasury,  in  accord- 
ance with  the  number  of  months  before 
and  after  such  change.  For  the  purpose 
of  such  apportionment  a fractional  part 
of  a month  should  be  disregarded  unless 
it  amounts  to  more  than  half  a month,  in 
which  case  it  is  to  be  considered  as  a 
month. 

As  a matter  of  courtesy  only,  blanks 
for  returns  are  sent  to  taxpayers  by  the 
collectors  of  internal  revenue,  without  re- 
quest. Failure  to  receive  a blank  does  not 
excuse  any  one  from  making  a return; 
the  taxpayer  should  obtain  the  necessary 
blank  from  the  local  collector  of  internal 
revenue. 

The  following  discussion  covers  only 
matters  relating  specifically  to  physicians. 
Full  information  concerning  questions  of 
general  interest  may  be  obtained  from  the 
official  return  blank  and  from  the  collec- 
tors of  internal  revenue. 

Gross  and  Net  Incomes: 

What  They  Are 

Gross  Income. — A physician’s  gross  in- 
come is  the  total  amount  of  money  re- 
ceived by  him  during  the  year  for  pro- 
fessional services,  regardless  of  the  time 
when  the  services  were  rendered  for  which 
the  money  was  paid,  plus  such  money  as 
he  has  received  as  profits  from  invest- 
ments and  speculation  and  as  compensa- 
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tion  and  profits  from  other  sources. 

Net  Income. — Certain  professional  ex- 
penses and  the  expenses  of  carrying  on 
any  enterprise  in  which  the  physician 
may  be  engaged  for  gain  may  be  sub- 
tracted as  “deductions”  from  the  gross 
income,  to  determine  the  net  income  on 
which  the  tax  is  to  be  paid.  An  “ex- 
emption” is  allowed,  the  amount  depend- 
ing on  the  taxpayer’s  marital  status  dur- 
ing the  tax  year  as  stated  before.  These 
matters  are  fully  covered  in  the  instruc- 
tions on  the  tax  return  blanks. 

Earned  Income. — In  computing  the 
normal  tax,  but  not  the  surtax,  there  may 
be  subtracted  from  net  income  from  all 
sources  an  amount  equal  to  10  per  cent 
of  the  earned  net  income,  except  that  the 
amount  so  subtracted  shall  in  no  case 
exceed  10  per  cent  of  the  net  income  from 
all  sources.  Earned  income  means  pro- 
fessional fees,  salaries  and  wages  received 
as  compensation  for  personal  services,  as 
distinguished  from  receipts  from  other 
sources. 

The  first  $3,000  of  a physician’s  net  in- 
come from  all  sources  may  be  regarded 
under  the  law  as  earned  net  income, 
whether  it  was  or  was  not  in  fact  earned 
within  the  meaning  set  forth  in  the  pre- 
ceding paragraph.  Net  income  in  excess 
of  $3,000  may  not  be  claimed  as  earned  un- 
less it  in  fact  comes  within  that  category. 
No  physician  may  claim  as  earned  net  in- 
come any  income  in  excess  of  $14,000. 

Deductions  for  Professional  Expenses 

A physician  is  entitled  to  deduct  all 
current  expenses  necessary  in  carrying  on 
his  practice.  The  taxpayer  should  make 
no  claim  for  the  deduction  of  expenses  un- 
less he  is  prepared  to  prove  the  expen- 
diture by  competent  evidence.  So  far  as 
practicable,  accurate  itemized  records 
should  be  kept  of  expenses  and  substanti- 
ating evidence  should  be  carefully  pre- 
served. The  following  statement  shows 
what  such  deductible  expenses  are  and 
how  they  are  to  be  computed : 

Office  Rent. — Office  rent  is  deductible. 
If  a physician  rents  an  office  for  profes- 
sional purposes  alone,  the  entire  rent  may 
be  deducted.  If  he  rents  a building  or 


apartment  for  use  as  a residence  as  well 
as  for  office  purposes,  he  may  deduct  a 
part  of  the  rental  fairly  proportionate  to 
the  amount  of  space  used  for  professional 
purposes.  If  the  physician  occasionally 
sees  a patient  in  his  dwelling  house  or 
apartment,  he  may  not,  however,  deduct 
any  part  of  the  rent  of  such  house  or 
apartment  as  professional  expense;  to 
entitle  him  to  such  a deduction  he  must 
have  an  office  there,  with  regular  office 
hours.  If  a physician  owns  the  building 
in  which  his  office  is  located,  he  cannot 
charge  himself  with  “rent”  and  deduct 
the  amount  so  charged. 

Office  Maintenance. — Expenditures  for 
office  maintenance,  as  for  heating,  light- 
ing, telephone  service,  and  the  services  of 
attendants  are  deductible. 

Supplies. — Payments  for  supplies  for 
professional  use  are  deductible.  Supplies 
may  be  fairly  described  as  articles  con- 
sumed in  the  using;  for  instance,  dress- 
ings, clinical  thermometers,  drugs,  and 
chemicals.  Professional  journals  may  be 
classified  as  supplies,  and  the  subscription 
price  deducted.  Amounts  currently  ex- 
pended for  books,  furniture,  and  profes- 
sional instruments  and  equipment,  “the 
useful  life  of  which  is  short,”  generally  less 
than  one  year,  may  be  deducted;  but  if 
such  articles  have  a more  or  less  perma- 
nent value,  their  purchase  price  is  a capital 
expenditure  and  is  not  deductible. 

Equipment. — Equipment  comprises 

property  of  a more  or  less  permanent  na- 
ture. It  may  ultimately  wear  out,  de- 
teriorate, or  become  obsolete,  but  it  is  not 
in  the  ordinary  sense  of  the  word  “con- 
sumed in  the  using.” 

The  cost  of  equipment,  such  as  is  de- 
scribed above,  for  professional  use,  cannot 
be  deducted  as  expense  in  the  year  ac- 
quired. Examples  of  this  class  of  prop- 
erty are  automobiles,  office  furniture, 
medical,  surgical,  and  laboratory  equip- 
ment of  more  or  less  permanent  nature, 
and  instruments  and  appliances  con- 
stituting a part  of  the  physician’s  profes- 
sional outfit,  to  be  used  over  a consider- 
able period  of  time,  generally  over  one 
year.  Books  of  more  or  less  permanent 
nature  are  regarded  as  equipment  and  the 
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purchase  price  is  therefore  not  deductible. 

Although  the  cost  of  such  equipment  is 
not  deductible  in  the  year  acquired, 
nevertheless  it  may  be  recovered  through 
depreciation  reductions  taken  year  by 
year  over  its  useful  life,  as  described  be- 
low. 

No  hard  and  fast  rule  can  be  laid  down 
as  to  what  part  of  the  cost  of  equipment  is 
deductible  each  year  as  depreciation. 
The  amount  depends  to  some  extent  on 
the  nature  of  the  property  and  on  the  ex- 
tent and  character  of  its  use.  The  length 
of  its  useful  life  should  be  the  primary 
consideration.  The  most  that  can  be 
done  is  to  suggest  certain  average  or  nor- 
mal rates  of  depreciation  for  each  of 
several  classes  of  articles  and  to  leave  to 
the  taxpayer  the  modification  of  the  sug- 
gested rates  as  the  circumstances  of  his 
particular  case  may  dictate.  As  fair, 
normal,  or  average  rates  of  depreciation 
the  following  have  been  suggested : auto- 
mobiles, 25  per  cent  a year;  ordinary 
medical  libraries,  x-ray  equipment,  phy- 
sical therapy  equipment,  electrical  steri- 
lizers, surgical  instruments,  and  diag- 
nostic apparatus,  10  per  cent  a year; 
office  furniture,  5 per  cent  a year. 

The  principle  governing  the  determina- 
tion of  all  rates  of  depreciation  is  that  the 
total  amount  claimed  by  the  taxpayer  as 
depreciation  during  the  life  of  the  article, 
plus  the  salvage  value  of  the  article  at 
the  end  of  its  useful  life,  shall  not  be 
greater  than  its  purchase  price  or,  if  pur- 
chased before  March,  1913,  either  its  fair 
market  value  as  of  that  date  or  its  original 
cost,  whichever  may  be  greater.  The 
physician  must  in  good  faith  use  his  best 
judgment  and  claim  only  such  allowance 
for  depreciation  as  the  facts  justify.  The 
estimate  of  useful  life,  on  which  the  rate  of 
depreciation  is  based,  should  be  carefully 
considered  in  his  individual  case. 

In  a Treasury  Decision,  approved  Feb- 
ruary 28,  1934,  No.  4422,  it  is  held,  among 
other  things,  that : 

1.  The  cost  to  be  recovered  shall  be 
charged  off  over  the  useful  life  of  the  prop- 
erty; 

2.  The  reasonableness  of  any  claim  for 
depreciation  shall  be  determined  on  the 


conditions  known  to  exist  at  the  end  of 
the  period  for  which  the  return  was  made ; 

3.  Where  the  cost  or  other  basis  of  the 
property  has  been  recovered  through  de- 
preciation or  other  allowances,  no  further 
deduction  for  depreciation  shall  be 
allowed; 

4.  The  burden  of  proof  will  rest  on  the 
taxpayer  to  sustain  the  deduction 
claimed; 

5.  The  deduction  for  depreciation  in 
respect  to  any  depreciable  property  for 
any  taxable  year  shall  be  limited  to  such 
ratable  amount  as  may  reasonably  be 
considered  necessary  to  recover  during 
the  remaining  life  of  the  property  the  un- 
recovered cost  or  other  basis. 

Particular  attention  is  called  to  the 
last  of  the  foregoing  provisions.  If,  in 
prior  years,  rates  have  been  claimed 
which,  if  continued,  will  fully  depreciate 
the  cost,  less  salvage,  before  the  end  of  its 
useful  life,  based  on  conditions  now 
known,  a re-estimate  of  the  remaining 
useful  life  should  now  be  made  and  the 
portion  of  the  cost  that  had  not  been  de- 
preciated at  the  beginning  of  the  year 
1938  (for  a return  for  the  year  1938) 
should  be  spread  over  this  re-estimated 
life. 

Medical  Dues. — Dues  paid  to  societies 
of  a strictly  professional  character  are 
deductible.  Dues  paid  to  social  organ- 
izations, even  though  their  membership  is 
limited  to  physicians,  are  personal  ex- 
penses and  not  deductible. 

Postgraduate  Study. — The  Commis- 

sioner of  Internal  Revenue  holds  that  the 
expense  of  postgraduate  study  is  not  de- 
ductible. 

Traveling  Expenses. — Traveling  ex- 

penses, including  amounts  paid  for  trans- 
portation, meals,  and  lodging,  necessarily 
incurred  in  professional  visits  to  patients, 
and  in  attending  medical  meetings  for  a 
professional  purpose,  are  deductible. 

Automobiles. — Payment  for  an  auto- 
mobile is  a payment  for  permanent  equip- 
ment and  is  not  deductible.  The  cost  of 
operation  and  repair,  and  loss  through 
depreciation,  are  deductible.  The  cost  of 
operation  and  repair  includes  the  cost  of 
gasoline,  oil,  tires,  insurance,  repairs, 
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garage  rental  (when  the  garage  is  not 
owned  by  the  physician),  chauffeurs’ 
wages,  and  the  like. 

Deductible  loss  through  depreciation  of 
an  automobile  is  the  actual  diminution  in 
value  resulting  from  obsolescence  and  use 
and  from  accidental  injury  against  which 
the  physician  is  not  insured.  If  deprecia- 
tion is  computed  on  the  basis  of  the  aver- 
age loss  during  a series  of  years,  the  series 
must  extend  over  the  entire  estimated 
life  of  the  car,  not  merely  over  the  period 
in  which  the  car  is  in  the  possession  of  the 
present  taxpayer. 

If  an  automobile  is  used  for  professional 
and  also  for  personal  purposes — as  when 
used  by  the  physician  partly  for  recrea- 
tion, or  so  used  by  his  family — only  so 
much  of  the  expense  as  arises  out  of  the 
use  for  professional  purposes  may  be  de- 
ducted. A physician  doing  an  exclusive 
office  practice  and  using  his  car  merely 
to  go  to  and  from  his  office  cannot  deduct 
depreciation  or  operating  expenses;  he  is 
regarded  as  using  his  car  for  his  personal 
convenience  and  not  as  a means  of  gain- 
ing a livelihood. 

What  has  been  said  in  respect  to  auto- 
mobiles applies  with  equal  force  to  horses 
and  vehicles  and  the  equipment  incident 
to  their  use. 

Miscellaneous 

Contributions  to  Charitable  Organiza- 
tions.— For  detailed  information  with  re- 
spect to  the  deductibility  of  charitable 
contributions  generally,  physicians  should 
consult  the  official  return  blank  or  ob- 
tain information  from  the  collectors  of  in- 
ternal revenue  or  from  other  reliable 
sources.  A physician  may  not,  however, 
deduct  as  a charitable  contribution  the 
value  of  services  rendered  an  organiza- 
tion operated  for  charitable  purposes. 

Social  Security  Taxes. — The  excise  taxes 
imposed  on  employers  by  section  804, 
title  VIII,  and  section  901,  title  IX,  of 
the  Social  Security  Act,  commonly  re- 
ferred to  ' as  old  age  and  unemployment 
benefit  taxes,  are  deductible  annually  by 
employers  in  computing  net  income  for 
federal  income  tax  purposes.  If  the  tax- 
payer’s return  is  made  on  a cash  basis,  as 


are  the  returns  of  practically  all  physi- 
cians, the  taxes  are  deductible  for  the 
year  in  which  they  are  actually  paid. 
If  the  return  is  made  on  an  accrual  basis, 
the  taxes  are  deductible  for  the  year  in 
which  they  accrue,  irrespective  of  when 
they  are  actually  paid.  Employees,  in- 
cluding physicians  whose  employment 
brings  them  within  that  category,  may 
not  deduct  the  tax  imposed  on  them  by 
section  801,  title  VIII,  of  the  Social  Se- 
curity Act,  generally  referred  to  as  the 
old  age  benefits  tax.  If,  however,  the 
employer  assumes  payment  of  the  em- 
ployee’s tax  and  does  not  withhold  the 
amount  of  the  tax  from  the  employee’s 
wages,  the  amount  of  the  tax  so  assumed 
may  be  deducted  by  the  employer,  not 
as  a tax  paid,  but  as  an  ordinary  business 
expense. 

Laboratory  Expenses. — The  deducti- 
bility of  the  expenses  of  establishing  and 
maintaining  laboratories  is  determined 
by  the  same  principles  that  determine  the 
deductibility  of  corresponding  profes- 
sional expenses.  Laboratory  rental  and 
the  expenses  of  laboratory  equipment  and 
supplies  and  of  laboratory  assistants  are 
deductible  when  under  corresponding 
circumstances  they  would  be  deductible 
if  they  related  to  a physician’s  office. 

Losses  by  Fire  or  Other  Causes. — Loss  of 
and  damage  to  a physician’s  equipment 
by  fire,  theft,  or  other  cause,  not  compen- 
sated by  insurance  or  otherwise  recover- 
able, may  be  computed  as  a business  ex- 
pense and  is  deductible,  provided  evidence 
of  such  loss  or  damage  can  be  produced. 
Such  loss  or  damage  is  deductible,  how- 
ever, only  to  the  extent  to  which  it  has 
not  been  made  good  by  repair  and  the 
cost  of  repair  claimed  as  a deduction. 

Insurance  Premiums. — Premiums  paid 
for  insurance  against  professional  losses 
are  deductible.  This  includes  insurance 
against  damages  for  alleged  malpractice, 
against  liability  for  injuries  by  a physi- 
cian’s automobile  while  in  use  for  pro- 
fessional purposes,  and  against  loss  from 
theft  of  professional  equipment  and  dam- 
age to  or  loss  of  professional  equipment 
by  fire  or  otherwise.  Under  professional 
equipment  is  to  be  included  any  auto- 
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mobile  belonging  to  the  physician  and 
used  for  strictly  professional  purposes. 

Expense  in  Defending  Malpractice 
Suits. — Expense  incurred  in  the  defense 
of  a suit  for  malpractice  is  deductible  as  a 
business  expense. 

Sale  of  Spectacles. — Oculists  who  furnish 


spectacles,  etc.,  may  charge  as  income 
money  received  from  such  sales  and  de- 
duct as  an  expense  the  cost  of  the  article 
sold.  Entries  on  the  physician’s  account 
books  should  in  such  cases  show  charges 
for  services  separate  and  apart  from 
charges  for  spectacles,  etc. — J.A.M.A. , 
Jan.  14, 1939. 


ANNUAL  MEETING 
1939 

On  April  24,  25,  26,  and  27,  1939,  there  will  be  held  the  133rd 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York. 
Both  the  Hotel  Syracuse  and  the  Hotel  Onondaga  will  house  the 
various  assemblies,  the  general  sessions,  and  the  sections;  also 
scientific  and  technical  exhibits. 

The  House  of  Delegates  will  convene  on  Monday  morning,  April 
24,  in  the  Hotel  Syracuse. 

The  meeting  will  last  the  full  four  days  with  the  general  session 
on  Tuesday  afternoon  and  Thursday  afternoon.  One  half  of  the 
sections  will  hold  a morning  meeting  on  Tuesday  and  an  afternoon 
meeting  on  Wednesday.  The  other  sections  will  meet  Wednesday 
and  Thursday  mornings. 


WHAT  A LITTLE  CARE  CAN  DO 

Eleven  thousand  fewer  people  were  killed  in 
accidents  of  all  kinds  in  the  United  States  during 
1938  than  in  1937 — a decline  of  more  than  10 
per  cent,  notes  the  Statistical  Bulletin  of  the 
Metropolitan  Life.  Present  indications  are 
that  the  number  of  deaths  resulting  from  acci- 
dental injuries  will  run  around  95,000  in  1938, 
which  figure  compares  with  106,000  deaths. 


approximately,  in  1937,  and  with  110,000  deaths, 
the  all-time  high  figure,  in  1936.  The  1938 
loss  was  the  lowest  since  the  deep  depression 
years  of  1932  and  1933,  when  the  number  of 
deaths  totaled  89,000  and  91,000,  respectively. 

Motor  vehicle  fatalities  decreased  about  8,000, 
or  from  about  40,000  in  1937  to  between  31,000 
and  32,000  deaths  in  1938. 


Some  of  the  incurable  patients  of  yesterday  curable  patients  of  today  will  be  the  curable 

are  the  curable  patients  of  today.  It  is,  there-  patients  of  tomorrow. — E.  M.  Bluestone,  M.D., 

fore,  reasonable  to  expect  that  some  of  the  in-  in  Hospitals. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Kings  County 

A meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Kings  was  held  in  the  County  Society 
Building  on  January  17,  1939.  The  presi- 
dent, Mrs.  Milton  Bergmann,  introduced 
Dr.  John  L.  Rice,  Commissioner  of 
Health,  who  spoke  on  “Public  Health.” 
Mrs.  Mary  E.  Lewis,  president  of  the 
National  Doll  and  Toy  Collectors  Club, 
exhibited  her  collection  of  dolls  and  spoke 
on  “Doll  Collecting  and  Where  It  Has 
Taken  Me.”  Among  the  guests  of  the 
auxiliary  was  Mrs.  Daniel  Swan,  our 
State  President,  who  congratulated  the 
auxiliary  on  the  work  it  has  done  and  on 
its  growth  of  membership.  At  the  close 
of  the  executive  session  and  program  tea 
was  served. 

Onondaga  County 

A Membership  Tea  was  held  by  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Onondaga  on 
January  31,  1939,  at  the  Sedge  wick  Farm 
Club.  Invitations  were  extended  to  all 
women  who  are  eligible  to  become  mem- 
bers of  the  auxiliary.  The  president, 
Mrs.  Winthrop  Pennock,  welcomed  the 
members  and  guests. 

Dr.  William  A.  Groat,  President  of  the 
Medical  Society  of  the  State  of  New  York, 
addressed  the  members  of  the  auxiliary 
and  their  guests.  On  the  program  for  the 
afternoon  was  Mrs.  Dorothy  Kelley  Carr 
who  gave  a series  of  recitations. 

Mrs.  Francis  O.  Harbach,  chairman  of 
arrangements,  was  assisted  by  an  able 
committee. 


Queens  County 

Mrs.  William  Lavelle  greeted  the  mem- 
bers of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Queens 
at  the  first  meeting  held  on  January  31, 
1939.  Mrs.  Lavelle  asked  for  the  co- 
operation of  all  the  members  in  the  activi- 
ties of  the  auxiliary.  Chairmen  of  com- 
mittees reported  that  their  committees 
were  organized  and  their  work  for  the 
year  was  being  planned.  Mrs.  Robert 
Yanover,  chairman  of  entertainment, 
said  that  final  plans  had  been  made  for 
the  bridge  and  tea  given  on  February  8 
in  the  Medical  Society  Building.  The 
auxiliary  enjoyed  a film  entitled  “Eighty 
Years  in  Business”  given  by  the  Borden 
Company. 

After  the  meeting  a collation  was 
served. 


Mrs.  George  A.  Green,  122  South  Sec- 
ond Avenue,  Mechanicville,  N.  Y.,  state 
chairman  of  program,  has  on  hand  sev- 
eral valuable  manuscripts  published  by 
the  Public  Relations  Bureau  for  county 
chairmen  of  program  who  request  them. 
In  writing  to  Mrs.  Green,  kindly  state  the 
date  of  meeting  for  which  pamphlets  are 
desired. 

Headquarters  for  the  Annual  Conven- 
tion of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York 
will  be  in  the  Hotel  Syracuse,  Syracuse, 
New  York.  Reservations  may  be  made 
now. 


JEFFERSON  MEDICAL  COLLEGE  OF  PHILADELPHIA 

The  William  Potter  Memorial  Lecture  will  be  cine’s  Debt  to  the  United  States  Army,”  at 
delivered  by  M.  W.  Ireland,  M.D.,  A.M.,  LL.D.,  the  College  Building,  1025  Walnut  Street,  Phila- 
Major  General,  U.  S.  Army,  Retired,  on  “Medi-  delphia,  Thursday,  February  23,  at  8:15  p.m. 
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Albany  County 

Dr.  Walter  E.  Dandy  of  the  Johns 
Hopkins  Medical  School  who  was  to  ad- 
dress the  Medical  Society  of  the  County 
of  Albany  on  January  25  on  “The  Diag- 
nosis and  Treatment  of  Lesions  of  the 
Cranial  Nerves,”  was  taken  suddenly  ill, 
and  the  committee  was  fortunate  to  ob- 
tain Dr.  Donald  McEachern,  Neurologist 
at  McGill  University  to  substitute  for 
Dr.  Dandy.  His  subject  was  “Unusual 
States  of  Hypotension  and  Hypertension 
and  Their  Treatment.” 

The  new  officers  for  1939  are:  presi- 

dent, Dr.  James  S.  Lyons;  vice-president, 
Dr.  Philip  L.  Forster;  secretary,  Dr. 
Homer  L.  Nelms;  treasurer,  Dr.  Francis 
E.  Vosburgh;  historian,  Dr.  Charles  K. 
Winne,  Jr.;  censors,  Dr.  Otto  A.  Faust, 
Dr.  Thomas  O.  Gamble,  Dr.  L.  Prescott 
Brown,  Dr.  John  J.  Phelan,  and  Dr.  Wil- 
liam C.  Rausch;  delegates,  Dr.  Stanley 
E.  Alderson,  Dr.  Frederic  C.  Conway,  and 
Dr.  W.  Burgess  Cornell;  alternate  dele- 
gates, Dr.  Emerson  C.  Kelly,  Dr.  Ray- 
mond G.  Leddy,  and  Dr.  Charles  A. 
Perry. 

Broome  County 

“Saturday  evening,  January  21,  was 
the  scene  of  the  annual  dinner  of  the 
legislative  committee  of  the  Broome 
County  Medical  Society,  having  as  guests 
the  Honorable  Bert  Lord,  Representative 
of  the  34th  Congressional  District,  State 
Senator  Roy  M.  Page,  and  Assemblyman 
Edward  Vincent.  Unfortunately,  Mr. 
Walters,  our  other  Assemblyman,  was  ill 
and  could  not  be  with  us. 

“This  dinner  is  primarily  intended  for  a 
get-together  and  social  evening.  Same 
has  been  held  for  some  years  early  in 
the  session  of  the  Legislature.  Due  to  the 
fact  that  few  bills  of  direct  interest  to  the 
physicians  have  been  introduced  at  this 
time,  very  little  of  a legislative  nature 
was  undertaken  beyond  the  expression 
of  views  on  some  of  our  perennial  bills 
which  we  expect  to  see  introduced  soon. 


“The  legislative  committee  of  the 
County  Society  consists  of  the  Comita 
Minora,  which  combination  we  have 
found  very  satisfactory  during  the  few 
years  this  policy  has  been  followed.” 

Clinton  County 

In  a county-wide  pneumonia-control 
program  in  January,  members  of  the 
Clinton  County  Medical  Society  gave 
public  addresses  on  the  control  of  pneu- 
monia to  fourteen  Home  Bureau  groups. 

Columbia  County 

A course  on  general  medicine  has  been 
arranged  for  members  of  the  Columbia 
County  Medical  Society  for  alternate 
Tuesdays  which  opened  on  January  10 
and  will  continue  until  March  7,  at  the 
Hudson  City  Hospital.  Details  have 
been  arranged  by  Dr.  William  S.  Ladd, 
Dean  of  Cornell  University  Medical 
College. 

On  January  10  the  subject  was  “Physio- 
logical Interpretation  of  the  Clinical 
Manifestations  in  Renal  Diseases  and 
Hypertension.”  The  speaker  was  Dr. 
William  Goldring  of  New  York. 

January  24,  the  subject  was  “Practical 
Endocrinology.”  The  speaker,  Dr.  Sam- 
uel H.  Geist  of  New  York. 

February  7,  the  subject  was  “The  Sig- 
nificance of  Laboratory  Tests  and  Meth- 
ods in  the  Practice  of  Medicine.”  The 
speaker,  Dr.  Ralph  G.  Stillman,  New 
York. 

February  21,  the  subject  will  be  “De- 
hydration, Acidosis,  and  Shock.”  The 
speaker,  Dr.  Alexander  B.  Gutman,  New 
York. 

March  7,  the  subject  will  be  “Abdom- 
inal Pain.”  The  speaker,  Dr.  Edward  M. 
Livingston,  New  York. 

Dutchess  County 

Dr.  Everett  D.  Kiefer,  department  of 
Gastro-enterology  of  the  Lahey  Clinic, 
Boston,  Mass.,  was  the  speaker  at  a 
meeting  of  the  Dutchess  County  Medical 
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Society  on  January  11  at  St.  Francis’ 
hospital  auditorium. 

He  discussed  “Functional  Disorders  of 
the  Gastrointestinal  Tract.  Colitis — Its 
Managements  and  Treatment.” 

At  the  December  meeting  the  following 
officers  were  elected : Dr.  Scott  Lord 

Smith,  president;  Dr.  Gilbert  S.  Tabor, 
vice-president;  Dr.  L.  S.  Stoller,  secre- 
tary-treasurer; Dr.  Edgar  F.  Powell  and 
Dr.  James  J.  Toomey,  censors;  Dr.  Aaron 
Sobel,  delegate;  Dr.  Samuel  E.  Appel, 
alternate  delegate;  and  Mayor  Spratt, 
counselor. 

Erie  County 

The  Buffalo  Academy  of  Medicine, 
Section  of  Pathology,  listened  on  Janu- 
ary 25  to  a paper  on  “Non-Caseating 
Tuberculosis,”  by  Dr.  Max  Pinner,  New 
York  City. 

The  Section  of  Surgery  heard  on  Febru- 
ary 1 a paper  on  “Surgical  Treatment  of 
Peptic  Ulcer,”  by  Dr.  Howard  K.  Gray, 
Mayo  Clinic,  Rochester,  Minn. 

Greene  County 

The  Medical  Society  of  Greene  County 
met  at  the  Memorial  Hospital  in  Catskill 
on  January  10.  Dr.  George  L.  Branch, 
newly  elected  president,  presided,  and 
during  the  absence  of  Secretary  Dr.  Wil- 
liam M.  Rapp,  Dr.  M.  H.  Atkinson  acted 
as  secretary.  A large  attendance  was 
present. 

Dr.  Gates,  of  Coxsackie,  gave  a short 
talk  on  the  treatment  of  pneumonia. 

Jefferson  County 

The  monthly  meeting  of  the  Jefferson 
County  Medical  society  was  held  on 
January  12  at  the  Black  River  Valley 
club.  Dinner  was  served  at  6 : 30. 

Dr.  Charles  M.  Carpenter,  associate 
professor  of  bacteriology  at  the  School  of 
Medicine  and  Dentistry  of  the  University 
of  Rochester,  discussed  “The  Cultural 
Method  of  the  Diagnosis  of  Gonococcal 
Infection.”  Miss  Helen  Osterbur,  nutri- 
tionist of  the  Jefferson  County  Tubercu- 
losis and  Public  Health  association,  de- 
scribed her  work. 

At  5 p.m.  a tumor  conference  was  held 


at  the  House  of  the  Good  Samaritan. 
Cases  were  presented  for  discussion. 

Kings  County 

The  chief  features  of  the  program  of  the 
Medical  Society  of  the  County  of  Kings  on 
January  17  were: 

Inaugural  Address:  “Present  Day 

Problems  in  Medicine,”  Philip  I.  Nash, 
M.D.,  F.A.C.P.,  Brooklyn. 

Address:  “The  Surgical  Treatment  of 

Peptic  Ulcer,”  George  P.  Muller,  M.D., 
F.A.C.S.,  Philadelphia,  Pa. 

Dr.  William  S.  Collens,  Chairman,  an- 
nounces that  the  Clinical  Committee  has 
discussed  the  problem  of  making  the  Fri- 
day Afternoon  Lecture  series  as  practical 
and  informative  as  is  possible.  One  of 
the  recommendations  that  has  been  ac- 
cepted in  line  with  the  plan  is  to  offer  a 
clinical  demonstration  by  the  speaker  for 
one-half  hour  before  the  scheduled  lecture 
on  the  subject  about  which  he  will  speak. 
Ambulatory  clinical  material  will  be  fur- 
nished to  the  speaker  and  it  is  hoped  that 
the  speaker  will  then  be  able  to  demon- 
strate to  the  members  of  the  audience  his 
own  methods  of  examining  the  patient 
and  discuss  the  differential  diagnosis  dur- 
ing his  examination.  Such  clinical  dem- 
onstrations should  furnish  concrete  ex- 
amples for  the  elucidation  of  the  speaker’s 
subsequent  dissertation. 

The  program  for  the  month  of  March 
is  already  tentatively  arranged  and  will 
include  such  subjects  as:  (1)  Recent 

Contributions  to  the  Aid  of  the  Cardiac 
Examination;  (2)  The  Clinical  Diagnostic 
Aspects  of  the  Early  Diagnosis  of  Pulmo- 
nary Tuberculosis;  (3)  The  Diagnostic  and 
Therapeutic  Aspects  of  Subdeltoid  Bursitis. 

It  is  also  planned  that  no  formal  papers 
will  be  read  and  that  the  talks  will  be  in- 
formal. If  time  can  be  arranged  for,  it  is 
also  likely  that  questions  and  discussion 
will  be  permitted  for  approximately  ten 
minutes. 

If  there  are  any  additional  suggestions 
that  any  member  of  the  Society  may  have 
to  help  to  still  further  improve  the  Friday 
Afternoon  Lectures,  the  Clinical  Com- 
mittee will  enjoy  receiving  them. 
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The  Doctors’  Musical  Society  of  Brook- 
lyn announces  these  organizations: 

Doctors'  Orchestra — meets  Wednesday 
evenings,  47  Flatbush  Ave.,  Brooklyn 
(Wurlitzer  Bldg.),  8:30-11:00  p.m.  We 
need  more  men  and  women  who  can  play 
instruments. 

Doctors'  Choir — is  rehearsing  at  614 
Eastern  Parkway  every  Friday  evening, 
8:30  to  11:00.  Additional  doctors,  who 
can  sing,  wanted. 

Doctors'  Theater — the  first  play,  “ In- 
stant Relief”  a satire  on  Quicures  and 
Quacks  is  in  process  of  casting — doctors 
who  wish  to  act  may  apply. 

Music  Lovers — who  don’t  play  or  sing, 
may  give  us  their  support  by  joining. 

For  further  information  communicate 
with  Dr.  H.  Tevel  Zankel,  614  Eastern 
Parkway,  Brooklyn,  PResident  2-3443. 

The  Brooklyn  Thoracic  Society  pre- 
sented this  program  on  January  20: 

1.  “The  Acute  Abdomen  during 
Pneumothorax  Therapy,”  Dr.  Benjamin 
Burbank;  2.  “Mediastinal  Flutter,” 
Dr.  Daniel  A.  Mulvihill;  3.  “Clinical 
Pathological  Conference,”  Dr.  Charles 
Ford  Warren. 

Dr.  John  B.  D’Albora,  president  of  the 
Kings  County  Medical  Society  last  year, 
was  given  a dinner  at  the  Waldorf-Astoria, 
50th  St.  and  Park  Ave.,  Manhattan, 
Wednesday,  January  25,  by  the  Italian 
Medical  Society  of  Brooklyn  in  recog- 
nition of  his  services  to  the  borough  and 
the  medical  profession. 

Monroe  County 

A “highlight”  of  the  dedication  of  the 
new  home  of  the  Rochester  Academy  of 
Medicine  was  the  presentation  to  Dr. 
Albert  D.  Kaiser,  former  academy  presi- 
dent and  chairman  of  the  fund-raising 
drive,  of  the  first  Albert  David  Kaiser 
medal. 

The  award  was  in  “recognition  of  com- 
munity service  and  outstanding  contribu- 
tion to  the  Academy  of  Medicine.”  Dr. 
David  B.  Jewett,  academy  president, 
made  the  presentation  speech. 

Dr.  Harry  L.  Segal  and  Dr.  George  V. 


Taplin  received  the  annual  academy 
prizes  for  original  medical  theses.  Sub- 
ject of  Dr.  Segal’s  thesis  was  “Cigarette 
Smoke:  As  the  Cause  of  Fatigue  and  Its 
Effect  on  the  Electrocardiogram.”  Dr. 
Taplin’s  was  “Revised  Technique  for 
Laboratory  Diagnosis,  and  Control  of 
Serum  Therapy  in  Pneumonia.” 

Principal  speaker  at  the  ceremonies 
was  Dr.  John  F.  Fulton,  physiology  pro- 
fessor at  Yale  University’s  school  of  medi- 
cine. 

Dr.  Fulton  paid  tribute  to  Dr.  George 
W.  Goler,  retired  Rochester  health  officer, 
and  presented  the  academy’s  20,000  vol- 
ume library  an  early  volume  from  the  first 
medical  journal,  Miscellanea  Curiosa. 

Dr.  William  A.  Groat,  President  of  the 
State  Society,  in  congratulating  the 
Academy  on  its  enlarged  capacity  for 
scientific  medical  work,  took  occasion  to 
commend  warmly  Governor  Lehman’s  use 
of  the  scientific  approach  to  insurance 
questions  as  recommended  in  his  recent 
message  to  the  Legislature. 

Nassau  County 

Dr.  Alexander  Langmuir,  of  the  state 
bureau  of  pneumonia  control,  visited 
Nassau  County  on  February  1,  2,  and  3, 
at  the  invitation  of  the  County  Medical 
Society,  and  gave  twelve  illustrated  lec- 
tures on  pneumonia. 

New  York  County 

The  program  of  the  Medical  Society  of 
the  County  of  New  York  on  January  23 
included:  1.  Address  of  the  Retiring 

President,  Dr.  Clarence  Bandler;  2. 
Inaugural  Address  of  the  President, 
Dr.  Howard  Fox;  3.  “The  Sinister 
Menace  of  Narcotic  Drugs,”  Dr.  Arthur 
La  Roe,  President  of  the  American 
Narcotic  Defense  Association. 

The  New  York  Heart  Association  will 
hold  its  annual  meeting  to  be  followed  by 
a scientific  session,  which  will  be  open  to 
physicians  and  medical  students,  at  the 
New  York  Academy  of  Medicine,  Room 
20,  on  Tuesday,  February  28,  at  8:30  p.m. 
The  following  program  has  been  arranged : 
“Review  of  the  Year’s  Activities,”  Dr. 
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Ernst  P.  Boas,  chairman  of  the  associa- 
tion; “Description  of  the  New  ‘Criteria,’  ” 
Dr.  Harold  E.  B.  Pardee;  “Treatment 
of  Peripheral  Vascular  Disease,”  Dr. 
Hugh  Montgomery,  University  of  Penn- 
sylvania, Discussion  by  Dr.  Irving  S. 
Wright;  “The  Ballistocardiogram:  Im- 
provements on  and  Experience  with  an 
Old  Physiological  Method  for  Investigat- 
ing the  Heart  and  Circulation  of  Man,” 
Dr.  Isaac  Starr,  University  of  Pennsyl- 
vania School  of  Medicine,  Discussion  by 
Dr.  Harry  Gold. 

The  annual  meetings  of  the  New  York 
Tuberculosis  and  Health  Association  and 
of  the  Tuberculosis  Sanatorium  Confer- 
ence of  Metropolitan  New  York  will  be 
held  at  the  Hotel  Pennsylvania,  New 
York  City,  Thursday,  March  2.  The 
morning  session  under  the  auspices  of  the 
Sanatorium  Conference,  Dr.  Foster  Mur- 
ray, chairman,  presiding,  will  be  held  in 
the  hotel’s  banquet  room,  starting  at 
9:30  a.m. 

“The  National  Health  Program”  will 
be  discussed  at  the  12:45  p.m.  luncheon 
session,  held  under  the  auspices  of  the 
New  York  Tuberculosis  and  Health 
Association,  Dr.  I.  Ogden  Woodruff, 
president,  presiding.  Dr.  Abel  Wolman, 
president  of  the  American  Public  Health 
Association,  will  discuss  the  extent  and 
magnitude  of  the  national  health  program 
and  Dr.  George  Baehr,  chairman,  Tech- 
nical Advisory  Board,  Committee  on 
Neighborhood  Health  Development,  New 
York  City,  will  give  the  viewpoint  of 
the  practicing  physician.  Following  the 
luncheon  the  Board  of  Directors  of  the 
New  York  Tuberculosis  and  Health  Asso- 
ciation will  hold  its  annual  meeting. 

At  the  morning  session  community 
control  of  tuberculosis  will  be  discussed. 
The  program  of  the  morning  session  is  as 
follows:  Dr.  Allan  J.  Hruby,  Secretary, 

Board  of  Directors,  Chicago  Municipal 
Tuberculosis  Sanitarium,  and  Dr.  H. 
McLeod  Riggins,  Assistant  Visiting 
Physician,  Bellevue  Hospital  Tubercu- 
losis Service,  will  talk  on  “Collapse  Ther- 
apy in  the  Control  of  Tuberculosis,”  dis- 
cussion to  be  led  by  Dr.  Herbert  R.  Ed- 


wards, head  of  the  Bureau  of  Tuberculosis 
of  the  New  York  City  Health  Depart- 
ment. Dr.  Esmond  R.  Long,  director, 
Henry  Phipps  Institute  of  Philadelphia 
will  talk  on  “Is  the  Tuberculin  Test 
Worth  While  in  Case  Finding?”  which 
will  be  discussed  by  Dr.  Bela  Schick, 
director,  Pediatric  Division,  Seaview  Hos- 
pital, Dr.  Robert  E.  Plunkett,  General 
Superintendent  of  Tuberculosis,  New 
York  State  Department  of  Health,  and 
Dr.  Benjamin  S.  Poliak,  Medical  Direc- 
tor, Hudson  County  Tuberculosis  Hos- 
pital. Tuberculosis  statistics  for  the 
Metropolitan  area  of  New  York  for  1938 
will  be  discussed  by  Godias  J.  Drolet  of 
the  New  York  Tuberculosis  and  Health 
Association,  and  Miss  Jessamine  S.  Whit- 
ney of  the  National  Tuberculosis  Associa- 
tion. At  this  morning  session  the  Tuber- 
culosis Sanatorium  Conference  of  Metro- 
politan New  York  will  elect  officers  for 
the  ensuing  year. 

For  additional  information,  address 
Bernard  S.  Coleman,  Secretary,  Tubercu- 
losis Committee  of  the  New  York  Tuber- 
culosis and  Health  Association,  386 
Fourth  Avenue,  New  York  City.  Reser- 
vations for  the  luncheon  ($1.50)  should 
be  made  before  February  25. 

Dr.  Karl  M.  Bowman  will  speak  at  4: 30 
on  February  17  at  the  New  York  Acad- 
emy of  Medicine  on  “The  Newer  Methods 
of  Treatment  of  Schizophrenia,”  and  Dr. 
Malcolm  F.  Campbell  will  speak  at  4:30 
on  February  24  on  “Non-tuberculous 
Urinary  Infections.” 

The  program  of  the  stated  meeting  of 
the  New  York  Academy  of  Medicine  on 
March  2 will  be  a symposium  on  arthritis. 
The  speakers:  Dr.  Philip  S.  Hench,  of 

Rochester,  Minn.,  Dr.  Walter  Bauer,  of 
Boston,  Dr.  Ralph  H.  Boots.  Discussion 
by  Drs.  Philip  D.  Wilson,  Edward  F. 
Hartung,  and  Albert  B.  Ferguson. 

Niagara  County 

Dr.  Walter  L.  Machemer  of  Buffalo  ad- 
dressed the  Niagara  County  Medical 
Society  on  January  10  in  Lockport  at  the 
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Tuscarora  Club  on:  “The  Diagnosis  and 
Treatment  of  Bowel  Obstruction.” 

Oneida  County- 

Nonprofit  medical  indemnity  insurance 
was  approved  by  the  Oneida  County 
Medical  Society  at  its  meeting  in  Utica 
on  January  10.  Dr.  Herbert  N.  Squier, 
retiring  president  of  the  county  society, 
appointed  a committee  of  ten  to  work  out 
details  on  the  basis  of  plans  now  under 
way  in  Monroe,  Erie,  and  Metropolitan 
counties. 

Dr.  Paul  P.  Gregory,  Rome,  was  elected 
president  of  the  county  body.  Others 
elected:  vice-president,  Dr.  Frank  J. 
Rossi;  secretary,  Dr.  James  I.  Farrell; 
treasurer,  Dr.  Howard  D.  McFarland; 
librarian,  Dr.  T.  Wood  Clarke;  board  of 
censors,  Dr.  William  B.  Roemer,  Dr. 
James  B.  Lawler,  Dr.  W.  C.  Schintzin, 
Dr.  Herbert  N.  Squier  and  Dr.  Martin  T. 
Powers. 

Delegates  for  two  years,  Dr.  William 
Hale,  Jr.  and  Dr.  Kelley;  alternates,  two 
years,  Dr.  Dan  Mellen,  Dr.  Arthur  F. 
Gaffney;  for  one  year  to  succeed  Dr. 
Kelly,  Dr.  Bradford  F.  Golly. 

Dr.  William  B.  Roemer  spoke  before 
the  Utica  Medical  Club  when  it  met  with 
Dr.  John  Gromann  on  January  12. 

His  topic  was  “Zinc  Peroxide  in  the 
Treatment  of  Wounds.”  A social  hour 
and  refreshments  followed.  The  club 
has  entered  its  48th  year.  It  has  a 
membership  of  20. 

Orange  County 

Dr.  Alexander  J.  Barclay  is  the  new 


president  of  the  Newburgh  Bay  Medical 
Society,  elected  at  the  annual  dinner 
meeting  in  the  Palatine  Hotel  on  Janu- 
ary 10.  Dr.  Barclay  succeeds  Dr.  John 
F.  Mars.  Dr.  Charles  E.  Lane  and  Dr. 
Leo  C.  DuBois  were  re-elected  as  secretary 
and  treasurer,  respectively. 

Dr.  George  H.  Gehrmann,  medical  di- 
rector of  E.  I.  du  Pont  de  Nemours,  & 
Co.,  Inc.,  was  the  featured  speaker  at  the 
meeting  and  explained  the  welfare  plans 
of  his  company  in  its  relation  to  the  em- 
ployees. 

Washington  County 

The  program  of  the  Medical  Society  of 
the  County  of  Washington  on  January  10 
included:  “Foreign  Protein  Therapy  in 

General  Practice,”  Dr.  Michael  A.  Mas- 
trianni,  Whitehall;  and  “Some  Problems 
in  Thyroid  Disease,”  Dr.  George  E. 
Beilby,  Albany,  F.A.C.S.,  Asst.  Surgeon, 
Albany  Hospital;  Surgeon,  St.  Peters 
Hospital. 

Westchester  County 

Dr.  W.  Godfrey  Childress,  of  White 
Plains,  is  beginning  his  second  term  as 
president  of  the  Westchester  Tuberculosis 
and  Health  Association,  Inc.,  after  being 
re-elected  to  the  post  at  the  annual  meet- 
ing in  New  York  City  on  January  12. 

Edward  M.  Ames,  treasurer  for 
eighteen  years,  was  re-elected,  as  was 
James  E.  Bryan,  executive  secretary  of 
the  Westchester  County  Medical  Society, 
who  is  secretary.  Mr.  Bryan  has  served 
the  association  for  three  years  in  this 
capacity. 


REFRIGERATED  BLOOD  FOR  ARMIES 
The  war  clouds  hanging  over  European  coun- 
tries have  given  an  impetus  to  the  study  of 
whether  refrigerated,  or  conserved,  blood  can  be 
used  on  a large  scale  at  or  near  the  front.  The 
employment  of  such  blood  during  the  present 
civil  war  in  Spain  has  shown  that  it  is  an  impor- 
tant addition  to  the  resources  of  the  military 
surgeon.  Extensive  studies  cited  in  a Paris 
letter  to  the  A.M.A.  Journal  have  shown  that 
blood  kept  at  a temperature  of  4 C.  retains  all 


its  therapeutic  qualities  for  from  ten  to  fifteen 
days.  Refrigerated  blood,  at  least  during  the 
first  week,  resembles  so  closely  fresh  blood  as  to 
make  it  safe  to  use  as  a substitute.  The  authors 
cited  the  use  of  refrigerated  blood  during  the  civil 
war  in  Spain.  The  government  surgeons  use  a 
citrated  blood,  whereas  in  the  insurgent  armies 
the  whole  blood  method  as  advocated  by  Yudin 
of  Moscow  is  employed.  The  results  have  been 
equally  satisfactory. 
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Curing  the  Chaos  in  Hospital  Drug  Therapy 


A “deplorable  condition”  exists  in  the 
pharmacies  of  “the  best  hospitals  in 
the  country,”  as  shown  by  their  own  re- 
ports, we  are  informed  in  a paper*  now 
published  in  Hospital  Management , by 
M.  S.  Dooley,  M.D.,  and  E.  C.  Reifen- 
stein,  M.D.,  of  the  Department  of 
Pharmacology,  Pharmacy  of  the  Uni- 
versity Hospital,  and  the  Department 
of  Medicine,  College  of  Medicine,  Syra- 
cuse University.  In  fact,  they  quote  an- 
other writer  as  saying  that  “the  shelves 
of  some  hospital  pharmacies  remind  one  of 
the  exhibits  of  proprietary  medicines  in 
a chain-drug-soda-fountain-lunch-room.  ’ ’ 
They  frankly  confess  that  this  caustic 
remark  “is  well  illustrated  by  our  ex- 
perience in  the  University  Hospital,” 
for  “when  we  reorganized  our  pharmacy 
system,  we  discarded  a large  proportion 
from  a total  of  about  1,000  preparations. 
Those,  whether  official  and  otherwise, 
were  not  necessarily  condemned,  although 
many  were  poor  duplicates  of  approved 
preparations  and  others  were  harmful  or 
valueless.  Only  pseudo-science  and  tra- 
dition declared  them  indispensable.” 

A World-Wide  Condition 

Were  this  a purely  local  state  of  af- 
fairs, it  would  not  be  a problem,  but  re- 
ports from  the  best  hospitals  in  the  coun- 
try show  a similar  deplorable  condition, 
we  are  told.  For  example,  one  hospital 
had  1,500  drugs  in  stock,  another  1,600; 
others  reported  removal  of  300  to  500 
items.  Judging  from  the  literature,  ad- 
vertising, and  the  mass  of  unworthy,  un- 
necessary drugs  imported,  this  condition 
is  not  only  world-wide,  but  is  possibly 
worse  elsewhere  than  in  the  United  States. 

The  question  is,  can  any  hospital  staff 
intelligently  prescribe  1,600,  1,500,  or 
even  500  drugs,  including  diagnostic 
agents?  Although  any  one  member  may 
order  only  a fraction  of  them  in  practice, 

* Presented  at  the  21st  Annual  Hospital  Standardiza- 
tion Conference,  New  York  City,  October  17-21,  1938. 


as  a student  and  subsequently,  he  had 
the  ordeal  of  trying  to  learn  all  of  them. 
Experience  teaches  that  he  obviously 
misses  adequate  knowledge  of  the  few  of 
merit.  Such  defective  and  thinly  spread 
teaching  about  drugs  permeates  the  whole 
present-day  medical  curriculum.  This 
kind  of  thing  goes  on  daily  in  spite  of  the 
fact  that  there  are  now  many  scientific 
criteria  for  charting  drug  actions  in  the 
clinic,  making  it  easily  possible  in  most 
instances  to  detect  poor  kinds  and  quali- 
ties of  drugs. 

Medical  responsibility  for  unreliable 
preparations  remaining  in  the  market 
needs  to  be  realized  if  drug  therapy  is  to 
keep  pace  with  exactness  of  diagnosis. 
Notwithstanding  the  truth  of  this,  the 
staff  member’s  main  contribution  to  the 
size  and  efficacy  of  hospital  drug  stocks 
now,  as  in  the  past,  is  an  unchallenged  se- 
lection of  drugs,  and  there  is  little  realiza- 
tion of  the  continuing  blight  on  rational 
therapy  resulting  from  this  age-long  pre- 
rogative. 

The  Syracuse  Plan 

Having  stated  the  unenviable  status  of 
present-day  drug  therapy  as  reflected  in 
pharmacy  stocks,  we  now  describe  the 
plan,  ten  years  in  operation,  based  on 
ward  experiences,  consultations,  staff 
conferences,  pharmacy  control,  country- 
wide inquiries,  which  has  obviated,  in 
University  Hospital,  many  of  the  bad 
features  of  the  drug  problem.  While 
widely  gathered  information  has  been 
helpful,  a continued  exacting  drive  on  our 
own  drug  stock  has  resulted  in  the  almost 
exclusive  use  of  drugs  of  established  value. 
Therapeutic  advance,  we  believe,  awaits 
general  adoption  of  this  or  some  similar 
plan. 

The  chairman  of  the  staff  pharmacy 
committee  took  seriously  the  admonition 
to  find  “a  way  out  of  the  chaotic  drug 
situation  in  our  hospital.”  The  com- 
mittee’s efforts  finally  led  to  publication 
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of  The  Interns  Handbook,  which  contained, 
as  a major  feature,  a sharply  limited  list 
of  drugs  rigorously  selected  because  of 
pharmaceutic  adaptability,  pharmacologic 
soundness,  and  therapeutic  usefulness, 
and  using  the  U.S.P.,  the  N.F.,  New  and 
Non-Official  Remedies,  Useful  Drugs,  and 
pharmacology  texts  as  a basis. 

The  staff  voted  adoption  of  this  selec- 
tion of  drugs  without  serious  thought  of 
its  effects  on  prescribing  habits;  but  it  is 
one  thing  to  adopt  a drug  list,  quite  an- 
other to  maintain  it,  especially  in  an  open- 
staff  hospital.  Emotions  have  played 
their  part  in  our  work,  some  staff  mem- 
bers having  adjusted  slowly  to  a restricted 
list  of  drugs,  not  in  hostility  but  as  if  it 
were  somebody’s  “hobby.”  With  pre- 
scription pad  in  hand,  the  physician  is 
prone  to  obey  time-worn  habits  and  for- 
get a drug  list  he  helped  to  select.  To 
maintain  such  a stock  in  any  hospital  re- 
quires, not  the  mere  setting  up  of  a list 
and  rules,  but  the  constant  intelligent 
vigilance  of  an  outwardly  undiscourage- 
able  person  who  must  be  fairly  conver- 
sant with  pharmacy,  able  to  brush  aside 
pseudo-science,  and,  above  all,  to  speak 
the  language  of  the  therapist.  Indeed, 
it  is  unsafe  to  go  into  the  drug  market 
without  the  pharmacologic  and  thera- 
peutic knowledge  possessed  only  by  a 
physician.  In  our  work,  medical  ad- 
ministrative and  nursing  support  has  been 
limited  only  by  our  ability  to  impress  our 
objectives  with  consideration  and  clarity. 

Medication  Simplified 

It  may  be  helpful  to  give  some  further 
details  of  operation  and,  finally,  to  suggest 
some  far-reaching  possibilities,  could  a 
similar  plan  be  generally  adopted. 

The  variety  of  drugs  available  is  de- 
termined by  the  medical  director  and  the 
pharmacy  committee  with  the  aid  of  the 
pharmacist,  the  latter  then  maintaining 


Surgeon  General  Thomas  Parran  in  his  an- 
nual report  says:  “A  greater  advance  has  been 

made  in  public  health  in  the  United  States  dur- 
ing the  past  two  years  than  ever  before  within  a 
comparable  period.” 


appearance,  freshness  and  potency  of 
stocks,  exactness  of  solutions,  titration, 
sterilization,  preservation,  and  labeling. 
Although  recently  the  Council  on  Medical 
Education  and  Hospitals,  at  the  initiative 
of  the  American  Pharmaceutical  Associa- 
tion, wisely  approved  full-time  pharma- 
cists, this  does  not  qualify  pharmacists  to 
select  the  drugs  for  hospital  needs,  a 
crucial  duty,  which,  if  assumed  intelli- 
gently by  physicians,  would  add  greatly 
to  the  welfare  of  patients,  quickly  reduce 
the  scope,  and  increase  the  quality  of 
drugs.  Once  they  come  to  recognize 
reliable  information  about  drugs,  as  about 
methods  of  diagnosis,  commercial  pros- 
titution of  drugs  will  cease. 

On  this  basis,  our  pharmacy  is  no  longer 
a vague  institution  to  staff  members  but 
is  a part  of  the  clinical  laboratory  sys- 
tem which  frees  it  from  serving  merely 
at  the  dead  level  of  pill  counting,  dispens- 
ing nostrums,  specialties,  and  ready- 
made proprietaries. 

Needless  to  say,  the  plan  as  outlined 
has  strongly  influenced  the  therapy  of 
private  patients.  These  pay  for  unap- 
proved drugs  as  purchased  on  the  outside. 
Excessive  costs  of  such  items  discourage 
ill-founded  medication  and  stock  ac- 
cumulations. Thus,  without  coercive  in- 
tent, an  ideal  is  held  before  the  prescriber. 

New  drugs  present  another  problem. 
These  are  issued  as  are  other  unapproved 
items  after  the  usual  reminder,  but  come 
at  once  before  the  pharmacy  committee 
for  review.  The  service  involved  is  in- 
formed of  findings  as  a basis  for  joint  ap- 
proval or  rejection.  Pertinent  bulletins 
on  these  and  other  drug  questions  are 
posted  from  time  to  time  in  the  staff  room. 

It  will  be  seen  from  this  brief  outline 
that  medication  can  be  simplified  to  the 
advantage  of  patients  and  the  hospital 
budget,  the  essential  requisite  being  a 
sustained  interest  of  the  staff  in  the  care- 
ful selection  of  each  drug  used. 


The  bulletins  issued  by  the  Educational 
Committee  of  the  Illinois  State  Medical  Society 
are  so  good  that  teachers  and  hospital  directors 
are  asking  for  copies  to  give  to  pupils  and 
patients. 
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Buffalo’s  Hospital  Scout  Troop 


A boy  scout  troop  that  does  its  scout- 
ing in  a hospital — that  is  boy  scout 
troop  No.  144  of  Buffalo,  New  York. 
Its  locale  is  the  Children’s  Hospital. 

The  troop  was  originated  a year  ago, 
reports  Moir  P.  Tanner  in  The  Modern 
Hospital.  It  has  aroused  the  interest  of 
the  boys  who  are  patients,  the  hospital 
personnel,  and  the  community.  Mem- 
bers of  the  scout  headquarters  staff  aided 
in  the  organization,  assisted  in  the  open- 
ing meeting,  and  since  then  have  given 
their  full  co-operation  to  all  activities. 
Thus  they  have  overlooked  technicalities 
regarding  age,  chiefly  because  they  can 
visualize  the  value  of  scout  training  to 
these  youngsters.  The  advantage  is  not 
one-sided,  however.  Discipline  of  these 
youngsters  has  ceased  to  be  a prob- 
lem. 

As  they  become  familiar  with  the  boy 
scout  creed  we  find  the  boys  in  our  troop 
doing  their  best  to  be  of  as  little  trouble 
as  possible.  Their  school  work  has  im- 
proved immeasurably. 

The  other  day  one  of  the  staff  doctors 
said  to  a lad:  “Well,  Dickie,  you  can  go 
home  Tuesday.”  Instead  of  the  ex- 
pected glee,  the  doctor  saw  two  large 


A Beauty  Parlor 

Two  years  ago  a hospital  in  New 
York  City  began  to  visualize  the 
value  of  beauty  service  for  its  patients 
as  well  as  for  its  entire  staff.  Assuming 
that  there  is  truth  in  the  statement,  “We 
feel  as  well  as  we  look,”  this  institution  de- 
cided to  experiment  and  find  out  if  mod- 
ern scientific  treatment  of  the  hair,  skin, 
and  nails  would  not  actually  hasten  the 
patient’s  convalescence  and  also  develop 
a better  morale  among  the  personnel. 
The  decision  was  reached,  says  Raymond 
P.  Sloan  in  The  Modern  Hospital , after  a 
careful  examination  and  study  of  the  at- 
titudes of  patients,  doctors,  nurses,  and 
beauticians. 

Doctors  admitted  that  the  idea  had 


tears  roll  down  the  boy  s cheeks  as  he 
stammered,  “Gee,  doc,  can’t  you  make 
it  Friday,  ’cause  scout  meeting  is  on 
Thursday?” 

To  many  it  might  appear  that  a scout 
would  need  much  wit  and  ingenuity  to 
find  a good  turn  to  do  every  day  in  a hos- 
pital. But  such  is  not  the  case.  It  is 
amazing  how  many  good  turns  scout- 
trained  eyes  can  see  to  do. 

“If  you’re  busy  I’ll  feed  Joe,”  offers 
a scout  as  he  sees  a nurse  about  to  serve  a 
patient  who  cannot  manage  alone.  Per- 
haps a comrade  is  tired  and  uncomfortable 
and  bored.  “I’ll  read  to  Pete  awhile,” 
offers  a scout,  alert  to  do  his  good  turn. 

Meetings  are  held  on  Thursday  nights. 
Some  of  the  boys  wear  their  scout  uni- 
forms and  all  of  them  wear  scout  necker- 
chiefs. As  the  meeting  opens  the  colors 
are  raised,  the  court  of  honor  gives  ex- 
aminations and  awards  merit  badges. 

Our  scout  troop  has  opened  up  a new 
life  for  these  boys.  In  the  future  it  seems 
likely  that  more  troops  will  be  located  in 
places  in  which  boys  are  cared  for.  For 
boys  who  cannot  go  out  into  the  world  of 
scouting,  this  greatest  of  all  boys’  organi- 
zations can  come  to  them! 


in  the  Hospital 

possibilities;  patients  and  nurses  alike 
were  enthusiastic;  a beautician  of  na- 
tional reputation  was  discovered  who  en- 
visioned in  the  project  opportunities  for 
raising  the  standards  of  his  profession. 
So  it  happened  two  years  ago  that  Man- 
hattan General  Hospital  announced  a new 
service,  thoroughly  modern  beauty  fa- 
cilities for  patients  and  employees.  Time 
has  brought  even  stronger  conviction  that 
a well  organized  and  carefully  supervised 
beauty  salon  can  and  should  play  a part 
in  the  convalescent  care  of  patients  in  our 
hospitals  today. 

Treatments  of  the  skin,  scalp,  and  nails 
are  administered  in  a suite  of  eight  com- 
modious rooms  at  Manhattan  General 
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Hospital  to  those  patients  who  have  re- 
ceived the  approval  of  their  doctors,  also 
to  nurses  and  other  members  of  the  staff. 
Some  of  the  work  is  carried  on  at  the  bed- 
side, always  with  the  doctors’  permis- 
sion, by  operators  carefully  selected  and 
especially  trained.  The  girls  must  have 
a sympathetic  nature,  present  a good  ap- 
pearance, and,  most  important  of  all, 
talk  only  when  spoken  to. 

Walk  down  the  main  corridor  on  the 
first  floor  and  turn  to  the  left.  The 
visitor  enters  a small  foyer  containing  an 
appointment  desk  and  a glass  showcase  in 
which  are  displayed  numerous  silver 
trophies  awarded  to  Adolph,  the  beauti- 
cian who  eight  times  has  received  the  na- 
tional prize  for  hair  dressing  and  who  for 
three  years  in  succession  has  won  the  in- 
ternational prize. 

It’s  a “Real  Occasion’’ 

A capital  outlay  of  between  $6,000  and 
$7,000  is  represented  for  the  equipment. 
It  includes  portable  machines  that  may 
be  rolled  alongside  the  bed  for  facials,  as 
well  as  dryers  and  lights.  Then  there  are 
the  treatment  chairs  and  other  furniture. 

Newsy 

Statistics  compiled  by  the  Associated 
Hospital  Service  of  New  York  show  that 
the  average  married  woman  passes  twice 
as  many  days  each  year  in  a hospital  as 
does  her  husband,  Frank  Van  Dyk,  ex- 
ecutive director  of  the  service,  reported  at 
a dinner  of  the  American  Statistical  As- 
sociation. 

Memberships  more  than  doubled  dur- 
ing 1938  in  the  Central  New  York  Hos- 
pital Service  Corporation,  according  to 
reports  presented  at  the  annual  meeting 
in  Utica.  On  December  31,  1938,  member- 
ship numbered  30,090,  showing  an  in- 
crease of  18,848  during  the  year.  Seven 
new  district  offices  were  added  to  make  a 
total  of  11,  and  seven  new  hospitals, 
which  brought  their  number  to  15. 

Claiming  general  financial  distress, 


With  such  facilities  available,  it  is  not 
surprising  that  the  patients  enjoy  the 
variety  of  being  wheeled  down  to  Adolph’s 
to  get  “fixed  up.”  It  becomes  a real  oc- 
casion to  which  they  look  forward,  a wel- 
come interruption  to  hospital  routine. 

Just  as  relaxing  and  beneficial  are  the 
treatments  given  those  patients  who  are 
confined  to  their  beds.  While  their 
bodies  are  rebuilding,  their  hair  and  skin 
likewise  are  being  properly  nourished. 
Following  the  call  of  the  young  lady  at- 
tendant, the  sanction  of  the  doctor  is  ob- 
tained and  an  appointment  is  made. 
Soon  the  necessary  equipment  is  rolled  up 
to  the  bed  and  the  treatment  starts — a 
dry  shampoo,  perhaps,  or  a facial  or  a 
manicure.  As  she  finishes,  the  operator 
takes  the  machine  and  gives  the  patient 
a light  arm  and  hand  massage,  which  is 
soothing  and  relaxing.  In  consequence, 
the  hair  soon  regains  its  luster,  the  skin 
takes  on  the  glow  of  health,  and  the  nails 
become  smooth  and  strong.  Many  a 
doctor  confesses  that  he  has  to  be  intro- 
duced to  his  patient  all  over  again.  And 
the  patient  admits  that  she  feels  like  a 
different  person. 

Notes 

five  hospitals  in  Rochester  are  asking  an 
advance  in  the  flat  rate  provided  for  in- 
digent sick.  The  hospitals  claim  indi- 
gent sick  are  carried  at  a loss  of  $1  per 
patient  under  present  city  allowance. 
The  city  allows  an  average  of  $4  per  day 
with  the  cost  running  to  $5,  doctors  said 

At  a meeting  of  the  Employees  As- 
sociation of  the  New  York  State  Hospital 
at  Dannemora  it  was  voted  to  have  a bill 
introduced  in  the  State  Legislature  to 
permit  employees  of  the  State  Hospital  to 
board  outside  the  institution,  and  to  re- 
ceive in  lieu  of  board  the  money  now  de- 
ducted from  their  salaries.  Claude  Bige- 
low, president  of  the  Employees  Associa- 
tion, said  he  expected  the  bill  to  pass. 

It  was  urged  at  the  annual  meeting  of 
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the  Memorial  Hospital  of  Ithaca  that  the 
city  take  it  over  “or  give  us  more  sup- 
port.” 

“The  time  has  come  for  the  city  and 
county  to  pay  their  just  share  of  our 
budget  and  losses,”  D.  A.  Saperstone, 
chairman  of  the  credit  committee,  told 
them.  “We’re  losing  money  and  uncol- 
lected accounts  are  piling  up.” 

Urging  definite  city  support,  he  pointed 
out  “this  hospital  can  no  longer  be  called 
a private  or  even  a semiprivate  institu- 
tion. We  are  operating  for  the  good  of 
all  our  citizens,  the  same  as  some  of  our 
other  city  institutions.” 

Arrangements  for  the  Jamaica  Hos- 
pital Circus  are  rapidly  nearing  comple- 
tion, under  the  leadership  of  David  Ket- 
cham.  A circus  headquarters  office  has 
been  opened  at  90-32  Union  Hall  St., 
Jamaica.  Advance  tickets  are  being 
sold.  The  circus  will  play  the  week  of 
April  17.  There  will  be  thirteen  com- 
plete shows;  two  daily  and  three  on 
Saturday.  Daily  matinees  will  start  at 
4 p.m.  and  the  evening  performance  at 
8:15  p.m.,  except  Saturday  when  there 
will  be  a special  show  for  children  at  10 
a.m.  and  a matinee  at  2:30  p.m.  There 
will  be  a boys  or  girls  bicycle  awarded 
at  each  matinee. 

The  armory  on  168th  St.  near  Jamaica 
Ave.,  will  be  transformed  into  an  am- 
phitheatre, with  a seating  capacity  of 
1,200  for  the  circus.  Three  rings  and  two 
platforms  will  be  used  in  presenting  the 
performers,  many  of  them  making  their 
first  appearance  after  closing  winter 
quarters.  Other  acts,  the  committee 
announces,  will  come  from  abroad  and 
are  making  their  first  American  bow. 

A reduction  in  rates  has  been  an- 
nounced by  the  Hospital  Service  Corpora- 
tion of  Jefferson  County.  The  individual 
rate  will  be  $8  a year  instead  of  $9  and 
the  family  rate  $20  instead  of  $24. 

Because  of  the  abuse  of  the  Medina 
Memorial  Hospital  special  clinic  service 


for  the  poor  by  persons  able  to  afford 
regular  medical  and  hospital  fees,  the 
medical  staff  of  the  hospital  has  voted  to 
discontinue  the  clinics,  according  to  an 
announcement  made  following  the  an- 
nual staff  meeting. 


After  ninety  young  women  of  the  Au- 
gustana  Hospital  chorus  took  their  seats 
at  the  Sunday  Evening  club  session,  the 
singing  director  suggested  the  audience 
rise  and  sing  “God  Send  Us  Men.” — 
Chicago  Tribune. 

Flying  hospitals — speediest  and  newest 
of  Uncle  Sam’s  medical  aids — are  main- 
tained at  eight  air  bases  along  both  coast- 
lines and  the  Gulf  of  Mexico,  according 
to  an  article  by  S.  R.  Winters,  of  Washing- 
ton, D.  C.,  in  the  February  issue  of  Hy- 
geia , The  Health  Magazine. 

Twenty-one  seaplanes  are  poised  ready 
to  answer  medical  calls  from  ships  at  sea. 
Aid  to  injured  sailors  and  passengers  and 
removal  of  persons  from  disabled  vessels  are 
the  usual  services  they  render.  “NCU,” 
meaning  “any  Coast  Guard  unit,”  is 
the  radio  call  that  summons  one  of  these 
planes.  This  request  for  medical  assist- 
ance is  given  right-of-way. 

The  idea  was  first  put  into  practice  a 
few  years  ago  when  five  seaplanes,  known 
as  flying  lifeboats,  began  their  task  of 
rescuing  human  lives  out  at  sea.  The 
planes  carry  a crew  of  four,  and  twenty 
passengers  may  be  accommodated  in  an 
emergency.  They  are  constructed  to 
make  landings  on  rough  seas  if  necessary. 
Each  one  is  equipped  with  a collapsible 
lifeboat  and  has  stretchers  for  removing 
the  injured  from  ships.  The  planes  are 
met  at  their  landing  field  by  ambulances 
to  rush  the  patients  to  the  nearest  hos- 
pital. 

In  addition  to  these  services  the  planes 
endeavor  to  warn  people  of  impending 
danger  and  assist  extensively  during 
floods  and  other  disasters  by  trans- 
porting serums  and  biologic  supplies  and 
scouting  the  afflicted  areas  for  purposes 
of  operation  planning. 
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Improvements 


The  year  just  closed  witnessed  nearly 
a 50  per  cent  increase  in  the  value  of  new 
hospital  building  projects  authorized. 
Nearly  $149,000,000  of  new  projects  were 
started,  as  reported  in  The  Modern  Hos- 
pital, compared  with  $103,500,000  for 
1937.  The  1936  figure  was  $96,000,000; 
in  1935  it  was  $41,000,000;  and  in  1934 
only  $39,000,000.  So  1938  constitutes 
the  largest  post-depression  year  by  a wide 
margin.  Most  of  the  actual  construction, 
of  course,  will  not  be  completed  until 
some  time  in  1939  as  over  $60,000,000 
was  authorized  in  October,  November, 
and  December. 

Up-to-date  figures  on  the  number  of 
beds  added  are  not  available  at  this  time 
but  it  is  doubtful  if  the  increased  con- 
struction has  been  sufficient  to  overcome 
the  deficit  piled  up  during  the  depression 
years  when  construction  did  not  keep  pace 
with  growth  of  population,  obsolescence 
of  buildings,  and  scientific  advances  in 
hospital  service. 

The  first  therapeutic  pool  in  the  Bronx 
for  aftercare  of  infantile  paralysis  victims 
was  dedicated  in  January  at  Bronx  Hos- 
pital, 1276  Fulton  Ave. 

The  need  of  a new  main  building  for  the 
Hudson  City  Hospital  was  expressed  and 
plans  were  revealed  for  a new  addition  to 
the  operating  room,  by  Surrogate  Robert 
G.  Patrie,  president  of  the  hospital  Board 
of  Trustees,  at  the  annual  meeting  of  the 
board. 

Trustees  of  St.  John’s  Riverside  Hos- 
pital are  planning  to  enlarge  facilities  at 
the  institution  within  the  near  future, 
Dr.  Robert  H.  Shanahan,  newly  re-elected 

At 

These  hospital  officials  have  been 
chosen : 

Dr.  Frank  H.  Herrington,  to  be  chair- 


president  of  the  board,  announced  at  the 
annual  meeting. 

The  memory  of  Peter  David  Levine, 
twelve-year-old  victim  of  the  sensational 
kidnap-murder  case,  will  be  perpetuated 
in  the  furnishing  of  a room  in  the  new 
addition  to  New  Rochelle  Hospital  by 
the  boy’s  friends.  “This  room  furnished 
in  memory  of  Peter  D.  Levine  by  his 
friends,”  will  be  the  text  of  a bronze 
plaque  on  the  door  of  the  room.  Marked 
progress  in  erection  of  the  extensive  addi- 
tion is  being  made,  the  hospital  reports. 
Opening  of  the  new  addition  is  forecast  for 
July1. 

The  Leonard  Hospital,  Troy,  has 
bought  the  McKean  residence,  long  one 
of  the  city’s  show  places,  as  living  quarters 
for  staff  members  of  the  hospital.  A 
large  living  room,  reception  hall,  dining 
room,  and  kitchen  are  contained  on  the 
first  floor.  The  second  floor  has  four 
baths,  eight  bedrooms,  and  a large,  en- 
closed sleeping  porch. 

Mercy  Hospital  in  Buffalo,  conducted 
by  the  Sisters  of  Mercy,  has  installed  a 
new  220, 000- volt  x-ray  machine  which 
cost  more  than  $10,000.  In  co-operating 
in  the  statewide  campaign  for  the  eradica- 
tion of  cancer,  the  hospital  has  estab- 
lished a new  department  of  x-ray  therapy. 
The  staff  is  progressing  with  the  establish- 
ment of  a separate  clinic  in  which  early 
diagnosis  of  cancer  will  be  stressed.  The 
hospital  has  a well-equipped  laboratory 
in  which  specimens  can  be  examined.  If 
necessary,  the  service  will  be  enlarged  and 
definite  days  will  be  specified  for  tumor 
cases.  Before  the  new  equipment  could 
be  installed,  an  entire  section  of  the  hos- 
pital building  had  to  be  remodeled. 

Helm 

man  of  the  medical  staff  of  Horton  Me- 
morial Hospital,  Middletown. 

Dr.  J.  E.  Canfield,  to  be  chief  of  staff 


At  the  Helm 
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of  Herkimer  Memorial  Hospital  and 
president  of  the  Herkimer  Academy  of 
Medicine. 

Allan  B.  Williams,  to  be  president  of  the 
Olean  General  Hospital ; re-elected. 

Frank  B.  Twining,  to  be  president  of 
the  board  of  managers  of  the  Leonard 
Hospital  at  Troy;  re-elected. 

M.  M.  Feustmann,  to  be  president  of 
the  Saranac  Lake  General  Hospital;  re- 
elected. 

W.  G.  Hollands,  to  be  president  of 
Bethesda  Hospital  at  North  Hornell. 

Dr.  Grace  N.  Kimball,  to  be  president 
of  the  trustees  of  Bowne  Memorial  Hos- 
pital at  Poughkeepsie ; re-elected. 

Henry  W.  Bridges,  to  be  president  of 
the  Richmond  Memorial  Hospital,  Staten 
Island;  re-elected. 

John  W.  Appel,  Jr.,  to  be  president  of 
the  governors  of  the  White  Plains  Hos- 
pital Association. 

Edward  Crippen,  to  be  president  of  the 
directors  of  the  Fox  Hospital  at  Oneonta. 

Dr.  A.  E.  Maines,  to  be  president  of  the 
staff  of  the  Medina  Memorial  Hospital. 


Miss  Martha  Wetherley,  to  be  superin- 
tendent of  the  Ludington  Hospital  at 
Ticonderoga. 

Mason  B.  Coger,  to  be  president  of  the 
Corning  Hospital  board;  re-elected  for 
the  ninth  term. 

Harry  Pelham  Robbins,  to  be  president 
of  the  Memorial  Hospital,  New  York 
City;  re-elected  for  the  seventh  year. 

Dr.  Robert  H.  Shanahan,  to  be  presi- 
dent of  the  trustees  of  St.  John’s  Hospital 
at  Yonkers. 

Dr.  Francis  J.  McMahon,  to  be  presi- 
dent of  the  medical  board  of  St.  Joseph’s 
Hospital  at  Y onkers. 

Frederick  P.  King,  to  be  president  of 
the  Tarrytown  Hospital  Association. 

Dr.  T.  F.  Reszel,  to  be  president  of  the 
board  of  managers  of  the  Niagara  Sana- 
torium. 

Mrs.  Arnold  Downing,  to  be  president 
of  the  Women’s  Guild  of  the  Norwegian 
Hospital  of  Brooklyn. 

Dr.  F.  W.  Goodrich,  to  be  president  of 
the  Medical  Board  of  the  Memorial  Hos- 
pital of  Greene  County. 


TOO  GOOD  TO  BE  TRUE 

“What  conditions  are  your  capsules  good  for?” 
“Stomach,  liver,  and  kidneys.” 

“Are  they  of  any  value  in  treating  gallbladder 
trouble?” 

“Absolutely!” 

“What  effect  do  they  have  on  gall  stones?” 
“Dissolve  them!” 

This  little  talk  resulted  in  an  order  from  the 
Minnesota  State  Board  of  Medical  Examiners 
to  the  “Kru  Gon  Company,”  of  Muncie,  Ind., 


to  cease  operations  in  the  state.  The  inquirer 
was  an  agent  of  the  State  Board,  and  the  glib 
capsule  merchant  was  a man  who  had  no  license 
to  practice  any  kind  of  healing,  who  confessed 
he  didn’t  know  what  was  in  the  capsules  and  had 
never  even  visited  the  company’s  home  office. 
He  was  operating  in  a drug  store  which  received 
20  per  cent  of  his  take.  Other  states  may  now 
be  invaded  by  this  cure-all,  and  may  well  be  on 
guard  for  this  sort  of  thing. 


WHEN  TO  SELECT  A PHYSICIAN 

Before  any  medical  emergency  knocks  at  your 
door,  become  acquainted  with  a physician  you 
know  is  reliable  and,  above  all,  who  knows  you, 
is  the  advice  given  by  Edward  D.  Nix,  Chicago, 
in  “Beating  Trouble  to  the  Punch,”  appearing 
in  the  January  issue  of  Hygeia,  the  Health  Mag- 
azine. 

To  you  who  have  moved  into  a strange  com- 
munity since  you  last  saw  your  doctor,  the 
author  says,  get  acquainted  with  a physician 


while  you  and  your  family  are  all  well.  A letter 
to  your  last  doctor,  a nearby  hospital,  or  the  local 
medical  society  will  give  you  the  names  of  two 
or  three  good  physicians. 

Then  call  one  of  them  to  your  home  to  meet 
your  family.  When  the  need  arises,  often  so 
unexpectedly,  he  knows  w'ith  whom  he  is  dealing 
and  thus  is  immeasurably  better  equipped  to 
meet  any  situation  with  a quick  and  accurate 
definition  of  the  best  plan  of  battle. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Physicians  and  Surgeons — Fee  for  Professional  Services 


IN  one  of  the  western  states  very  re- 
cently a decision  was  handed  down  by 
the  courts  in  a situation  which  undoubt- 
edly arises  from  time  to  time  in  connec- 
tion with  the  collection  of  a physician’s 
fee  for  professional  services.* 

The  matter  arose  out  of  an  automobile 
accident  in  which  a Mrs.  S.  ran  over  a 
little  girl  and  caused  the  child  to  sustain 
certain  injuries.  Upon  the  happening  of 
the  accident  the  child  was  taken  immedi- 
ately to  a hospital  where  emergency 
treatment  was  rendered.  The  same  night 
Mrs.  S.  went  with  her  husband  to  the 
child’s  home  and  took  along  their  family 
physician  to  examine  her.  A tentative 
diagnosis  of  spinal  injury  was  made.  The 
next  day  S.  personally  got  in  touch  with 
Dr.  P.,  an  orthopedic  specialist,  and 
brought  him  to  the  home  of  the  little  girl. 
After  examination  Dr.  P.  expressed  the 
opinion  that  there  was  a spinal  fracture 
and  advised  hospitalization.  The  child 
was  admitted  to  a hospital  where  x-ray 
examination  revealed  a fracture  of  the 
spine.  Dr.  P.  then  informed  S.  of  the 
course  of  treatment  which  he  felt  was  nec- 
essary and  explained  his  idea  as  to  the 
length  of  time  necessary  to  recovery.  S. 
then  told  Dr.  P.  to  proceed  with  the  out- 
lined treatment,  and  that  he  would  pay 
both  the  hospital  bills  and  the  bills  for 
professional  services.  Apparently  he 
made  the  same  promise  to  the  parents. 
After  treatment,  the  child  recovered  com- 
pletely. 

Later  Dr.  P.  demanded  payment  of  his 
fee,  and,  when  no  payment  was  made, 
brought  an  action  to  recover  the  amount 
of  the  bill.  The  case  was  tried  without  a 
jury  and  the  facts  were  shown  to  be  ap- 
proximately as  already  outlined.  Judg- 
ment was  directed  in  favor  of  the  doctor. 
The  defendant  took  an  appeal  to  the 

* Proctor  v.  Sisler  78  Pac.  2nd  802. 


highest  court  in  the  state,  but  was  unsuc- 
cessful, as  that  court  approved  the  ruling 
of  the  lower  court. 

It  was  argued  upon  the  appeal  that  the 
promise  was  not  sufficient  to  form  a basis 
for  an  enforceable  contract  but  lacked 
valid,  legal  consideration.  The  Court  in 
deciding  the  appeal  said  with  respect  to 
the  contention. 

“There  can  be  no  doubt  that  the 
evidence  reasonably  sustains  the 
finding  by  the  trial  Judge  that  the 
promise  was  made,  and  that  it  was 
direct,  that  is,  that  the  promise  was 
made  directly  to  the  plaintiff,  with 
no  conditions  or  contingencies  at- 
tached to  it  whatever.  The  plain- 
tiff so  testified,  and  the  reasonable 
probabilities,  in  view  of  all  the  cir- 
cumstances, gave  further  corrobora- 
tion and  credence  to  his  testimony.  ” 

“Considering  the  question  whether 
there  was  a consideration  for  the 
promise,  we  believe  it  clear  that 
the  plaintiff’s  promise  to  perform  the 
services,  followed  by  the  perform- 
ance, is  a sufficient  consideration  for 
the  promise  to  pay.  It  matters  not 
that  the  child  was  not  defendant’s. 
Nor  is  the  question  whether  de- 
fendant was  under  any  legal  or 
moral  obligation  to  the  child  or  its 
parents  to  furnish  medical  attention 
conclusive  of  the  case.  The  im- 
portant fact  is  that,  regardless  of 
the  foregoing,  the  plaintiff  did  per- 
form professional  services  and  hos- 
pitalization, in  reliance  upon  de- 
fendant’s promise  to  pay  therefore.” 

It  was  argued  that  there  was  evidence 
to  the  effect  that  defendant  had  under- 
taken to  pay  the  bills  upon  a verbal  prom- 
ise by  the  parents  that  they  would  not  sue 
him,  and  that  since  an  infant’s  action 
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could  not  be  so  barred,  the  agreement 
with  the  doctor  was  likewise  invalid. 
The  Court  said  however : 

“Assuming  for  the  sake  of  reasoning 
that  such  promise  was  unenforce- 
able, still  the  fact  remains  that  the 
doctor  did  not  make  him  any  unen- 
forceable promise,  and  his  promise 
to  the  doctor  to  pay  for  the  services 
was  not  dependent  upon  the  en- 
forceability of  the  parents’  promise 
to  him.  Nor  was  it  necessary  that 
any  benefit  accrue  to  the  defendant 
personally  in  order  that  it  may  be 
said  there  was  consideration;  the 
plaintiff’s  performance  of  services 
for  which  he  was  by  defendant  en- 
gaged was  clearly  a sufficient  con- 
sideration for  the  defendant’s  prom- 
ise to  pay.” 

It  was  further  contended  that  the  con- 
tract was  not  enforceable  as  it  was  a con- 
tract to  answer  for  the  debt  or  default  of 
another  which  under  the  Statute  of 
Frauds  should  be  in  writing.  The  Court 
dismissed  that  theory  of  nonliability, 
quoting  from  an  earlier  case  as  follows : 

“A  person  who  promises  to  pay 
physician’s  and  surgeon’s  fees  and 
hospital  expenses  for  one  injured  by 
a son  of  the  promisor  is  bound 
thereby;  and  when  this  state  of 
facts  if  found  by  the  Court,  trying 
the  case  without  a jury,  no  other 
primary  liability  or  promise  appear- 
ing, the  promise  is  not  within  the 
Statute  of  Frauds.” 

Removal  of  Superfluous  Hairs 

A young  woman  consulted  a physician 
specializing  in  dermatology  with 
respect  to  a condition  of  coarse  hairs 
which  she  had  on  her  chin  and  upper  lip, 
with  a view  toward  removing  the  same. 

The  doctor  suggested  treatment  by 
electrolysis  and  proceeded  over  a year  and 
a half  to  render  such  treatments  to  her  on 
numerous  occasions.  On  each  of  said 
occasions,  from  approximately  forty  to 
forty-five  hairs  were  removed.  The  pa- 


tient came  for  such  treatments  approxi- 
mately twice  a week.  At  the  end  of  the 
period  of  treatment  the  coarse  hairs  had 
been  practically  all  removed  and  the  pa- 
tient was  discharged. 

Some  years  later  she  returned  to  the 
physician  and  examination  showed  that 
the  coarse  hairs  which  had  been  removed 
were  permanently  gone  without  any 
scars  or  marks  but  that  there  were  present 
normal  fine  hairs  such  as  are  found  on  the 
skin  of  a normal  woman  and  she  was  ad- 
vised that  no  treatment  should  be  given 
for  those  hairs  although  she  seemed  to  feel 
that  further  treatment  was  required. 
Sometime  later  an  action  was  brought 
against  the  defendant  physician,  making 
the  charge  that  the  defendant  had  failed 
to  properly  carry  out  the  contractual 
obligations  which  he  had  entered  into 
with  the  patient  when  he  undertook  to 
treat  her.  The  case,  however,  was  never 
brought  on  for  trial  and  after  some  time  a 
motion  to  dismiss  for  lack  of  prosecution 
was  made  with  the  result  that  the  plain- 
tiff’s attorney  consented  to  discontinue 
the  action. 

Treatment  of  Potts’  Fracture 

A physician,  whose  practice  was  gen- 
eral surgery,  was  consulted  with 
respect  to  certain  injuries  received  by  a 
middle-aged  woman  when  she  had  fallen 
down  a flight  of  stairs.  She  was  admitted 
to  a hospital  under  his  care  and  he  found 
that  she  was  suffering  from  a fractured 
leg.  She  was  a very  obese  person  and  he 
learned  that  she  had  suffered  for  some 
time  from  a condition  known  as  Dercum’s 
disease. 

X-rays  showed  an  oblique  fracture  at 
the  lower  end  of  the  left  fibula  about  two 
inches  above  the  joint  and  a fracture  of 
the  external  malleolus  of  the  tibia  with  dis- 
placement of  the  fragments.  There  was 
marked  swelling  and  damage  to  soft  tis- 
sues. The  day  after  the  injury  the  physi- 
cian attempted  to  reduce  the  fracture  by 
putting  the  leg  in  acute  flexion  with  in- 
ward rotation  of  the  foot  and  applied  a 
plaster  cast.  X-rays  a day  or  so  later 
showed  the  position  was  not  satisfactory 
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and  another  attempt  to  obtain  a better 
reduction  was  made,  at  which  time  the 
best  possible  position  under  the  circum- 
stances was  obtained,  which,  although  not 
perfectly  satisfactory,  was  maintained  as 
a corrective  position  by  a temporary  plas- 
ter cast.  At  that  time  edema  was  still 
present  and  the  doctor  intended  a further 
attempt  to  improve  the  position  of  the 
fragments.  However,  the  patient  eight 
days  after  sustaining  the  original  injury, 
at  her  own  request,  was  discharged  from 
the  hospital  and  never  returned  to  the 
doctor  for  treatment. 

It  appeared  that  later  on  she  went  to 
another  surgeon  who  performed  an  open 


operation  and  obtained  an  end  result 
which  was  described  as  good  as  could  be 
expected  for  this  patient. 

A malpractice  action  was  brought 
against  the  general  surgeon  claiming  that 
he  had  improperly  treated  the  fractured 
leg. 

The  case  came  on  for  trial  before  a 
court  and  jury.  The  plaintiff’s  witnesses 
failed  to  establish  that  the  defendant 
departed  from  proper  and  approved  prac- 
tice during  the  short  period  of  time 
that  the  plaintiff  was  under  his  care,  and 
consequently  at  the  close  of  the  plaintiff’s 
case  on  motion  of  the  attorney  for  the 
defendant  the  complaint  was  dismissed. 


PAINLESS  CHILDBIRTH 

“An  expectant  mother  should  pay  greater  at- 
tention to  the  means  of  keeping  herself  in  good 
condition,”  said  Dr.  George  W.  Kosmak,  Chair- 
man of  the  Maternity  Association’s  Medical 
Board,  in  a recent  radio  broadcast,  “than  she 
should  to  desire,  for  example,  painless  labor. 

“Labor  pains  are  essential  and  necessary. 
Without  them  a baby  cannot  well  be  born  by 
natural  means.  Efforts  to  assuage  them,  how- 
ever, are  perfectly  legitimate,  but  these  efforts 
must  not  endanger  the  life  of  the  mother  and  of 
the  unborn  child.  Therefore,  resort  to  any  one 
routine  treatment  of  pain  relief  is  not  advisable. 
Each  case  must  be  studied  during  labor  itself 


and  that  method  of  pain  relief  used  which  is  most 
suitable. 

“It  must  not  be  forgotten,  however,  that 
many  of  the  powerful  drugs  which  have  come  into 
use  in  recent  years  may  delay  the  birth  or  may 
make  it  necessary  to  resort  to  instruments,  and 
while  the  mother  may  perhaps  be  unaware  of 
what  is  going  on  or  have  no  recollection  sub- 
sequently, the  life  of  the  child  may  become 
seriously  endangered.  Physicians  have  en- 
deavored to  respond  to  women’s  demands  for 
painless  childbirth,  although  many  of  them 
question  the  safety  and  value  of  the  indiscrimi- 
nate drugging  so  often  resorted  to.” 


TRANSMISSION  OF  DISEASE  BY  BOOKS 

Although  communicable  diseases  are  trans- 
mitted mainly  by  persons  rather  than  by  inani- 
mate objects,  books  that  have  been  handled  re- 
cently by  patients  suffering  from  smallpox, 
scarlet  fever,  or  diphtheria  may  transmit  such 
infections  to  susceptible  persons,  the  J.A.M.A. 
for  December  31  says. 

Usually  board  of  health  regulations  would  re- 
quire such  books  to  be  destroyed.  There  is 
scant  likelihood  that  common  colds,  tubercu- 
losis, or  typhoid  would  be  transmitted  by  li- 


brary books  or  magazines.  In  most  instances 
pathogenic  organisms  that  might  contaminate 
books  soon  cease  to  live  outside  the  body. 

Ordinarily  libraries  and  book  stores  do  not 
disinfect  books  returned  by  customers. 

The  Illinois  Health  Messenger  for  September  15, 
1938,  reported  that  Dr.  Arthur  H.  Bryan  of 
Baltimore  City  College  made  laboratory  tests 
on  books  recently  used  by  students  and  found 
few  germs  of  any  kind ; those  present  were  mostly 
of  a harmless  variety. 


Across  the  Desk 


Are  We  Ready  for  Air  Raids? 


With  air  bombs  crashing  on  the  cities 
of  Spain  and  China,  and  with  every 
capital  in  Europe  digging  underground 
shelters  and  making  gas  masks  by  the 
million,  what  are  we  doing,  or  even  plan- 
ning, to  be  ready  for  possible  air  raids 
here?  The  Army  has  a plan  for  meeting 
the  enemy,  but  has  the  medical  profes- 
sion one  for  meeting  the  needs  of  the 
injured? 

It  was  only  a few  days  ago  that 
Brigadier  General  George  J.  Marshall, 
Deputy  Chief  of  our  General  Staff,  told 
the  House  Military  Affairs  Committee 
that  the  defense  plans  of  the  Staff  are 
built  around  the  assumption  that  an  in- 
vasion of  this  country  will  start  in  the  air, 
and  that  the  public  will  demand  protec- 
tion against  enemy  aircraft. 

We  can  form  some  idea  of  the  formi- 
dable attack  expected  in  such  a case  from 
the  General’s  statement  that  to  meet  it 
the  Staff  desires  to  organize  a total  force 
of  thirty-four  mobile  antiaircraft  regi- 
ments to  rush  to  the  relief  of  any  threat- 
ened point  and  co-operate  with  batteries 
of  antiaircraft  guns.  We  now  have  five 
such  regiments  in  the  regular  Army  and 
ten  in  the  National  Guard.  Nineteen 
more  are  needed.  In  such  a terrific 
encounter,  a few  first-aid  regiments,  too, 
would  seem  to  be  called  for. 

Some  may  pooh-pooh  the  idea  that 
another  great  war  is  imminent,  but  not 
those  who  are  at  the  centers  of  interna- 
tional information.  Our  Ambassadors 
summoned  from  Europe  for  information 
and  advice  told  the  leaders  of  Congress 
that  war  may  be  only  four  or  five  months 
away,  and  the  President  in  a message  to 
Congress  in  January  declared  that  “it  has 
become  increasingly  clear  that  world 
peace  is  not  assured,”  and  that  “the 
world  has  grown  so  small  and  the  weap- 
ons of  attack  so  swift  that  no  nation  can 
be  safe  in  its  will  to  peace  so  long  as  any 
other  single  powerful  nation  refuses  to 
settle  its  grievances  at  the  council  table.” 


It  Is  Nothing  to  Smile  at 

It  will  not  do,  either,  to  smile  at  the 
idea  of  hostile  planes  crossing  the  Atlantic 
or  the  Pacific,  for  airplane  carriers  can 
bring  them  by  the  hundred,  and  the 
seizure  of  a mere  foothold  anywhere  along 
our  coasts  or  in  Canada  or  Mexico  would 
afford  a base  of  operations  for  bombing 
all  our  coastal  cities. 

The  General  Staff  of  the  Army  seems 
to  be  awake  to  this  situation,  and  is  pre- 
paring to  meet  any  attack  that  may  come, 
and  repulse  it  with  counterattacks  in  the 
air  and  from  the  ground.  But  there  is 
another  aspect  of  it  to  be  met,  and  we  may 
ask  if  we  are  equally  prepared  to  handle 
it.  It  is  the  certainty  that  a raid  by 
scores  or  hundreds  of  planes,  roaring  over 
our  busy  towns,  raining  tons  of  high  ex- 
plosives and  poison  gas  on  crowded 
tenements,  factories,  schools,  hospitals, 
railroad  terminals,  and  open  streets, 
would  wreck  and  fire  countless  buildings 
and  cause  great  loss  of  life  and  many  casu- 
alties. 

Have  we  planned  for  that? 

Have  we  even  sketched  any  kind  of 
first-aid  force,  any  system  of  medical  or 
surgical  aid  to  cope  with  such  a catastro- 
phe ? Where  would  the  gassed  and 
wounded  be  taken  for  treatment?  The 
hospitals  would  be  filled,  clogged,  over- 
whelmed, in  an  hour.  How  would  the 
victims  be  transported?  All  our  present 
ambulances  could  not  take  a tenth  of 
them.  If  the  raid  came  tonight,  would 
our  medical,  surgical,  and  hospital  serv- 
ices work  smoothly,  efficiently,  splen- 
didly, or  break  down  in  chaos? 

London’s  Plan 

Is  it,  or  is  it  not,  time  that  we  began 
to  think  about  it?  It  would  not  be  any 
superhuman  task  for  a committee  of 
our  best  minds  at  least  to  make  plans, 
draw  the  blueprints,  organize  the  forces. 
The  “dew  of  death”  from  the  midnight 
skies  may  never  come,  but  if  it  does,  it  is  a 
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thousand  times  better  to  be  ready  for  it. 

London  has  a plan.  It  may  be  worth 
looking  at.  It  is  built  along  the  lines 
used  at  the  front  in  the  war;  founded  on 
experience;  tested  by  fire.  It  begins 
with  first-aid  parties,  working  in  teams 
of  four  men  each,  with  a motor  car,  to 
collect  casualties  and  give  elementary 
first  aid.  They  will  send  the  slightly  in- 
jured home,  , the  walking  wounded  to  the 
first-aid  posts,  and  the  stretcher  cases 
by  ambulance  to  the  casualty  clearing 
hospitals.  These  workers  are  not  medical 
men,  but  have  had  training  in  first-aid 
work  and  know  precisely  what  to  do  in  an 
air  raid.  The  parties  number  twelve  to 
fifteen  teams  per  100,000  population,  with 
a 25  per  cent  reserve. 

The  first-aid  posts  are  spaced  two  miles 
apart  throughout  the  city  to  receive  the 
walking  wounded  and  gassed.  They  are 
staffed  by  specially  trained  workers,  but 
have  no  doctors,  who  are  reserved  for 
more  vital  tasks.  These  posts  are  im- 
portant in  two  ways — first,  to  give  prompt 
aid  to  lesser  casualties,  and,  secondly,  to 
shield  the  casualty  clearing  hospitals  and 
keep  them  from  being  overrun  and 
clogged  with  trivial  cases.  No  one  knows, 
of  course,  how  many  casualties  an  air 
raid  will  produce;  extreme  estimates  in 
London  run  as  high  as  100,000  every 
twenty-four  hours  of  attack.  Whatever 
the  figure,  the  medical  and  hospital  prepa- 
rations are  in  little  danger  of  being  too 
big. 

The  casualty-clearing  hospitals  are  the 
chief  link  in  London’s  scheme.  They  are 
the  local  hospitals,  where  operating 
theaters  and  beds  are  available  for  the 
more  serious  cases.  “Casualty-clearing 
hospitals  should  be  in  the  area  where 
casualties  are  likely  to  occur,”  says  the 
official  statement,  and  “it  is  proposed  that 
on  a threat  of  air  attack,  beds  in  these 
hospitals  should  be  freed  by  the  evacua- 
tion to  outlying  hospitals.  . . .of  all  pa- 
tients who  can  be  removed  with  safety.” 

Where  to  Put  the  Best  Men 

Here,  then,  is  where  the  best  medical 
and  surgical  skill  will  be  located,  for 
judgment  has  to  be  instant  and  accurate. 


Some  of  the  injured  can  be  given  first 
aid  and  sent  home,  some  can  go  home 
after  dressing  and  suturing  of  a wound, 
some  can  be  sent  immediately  to  base  hos- 
pitals outside  the  city.  All  these  relieve  the 
demand  on  the  precious  bed  space  in  the 
casualty-clearing  hospitals,  reserved  for 
those  who  need  immediate  operation  or 
other  emergency  treatment.  It  has  been 
found  in  Spain  that  the  sorting  cannot 
be  left  to  the  junior  surgeon  or,  vastly 
worse,  to  the  semiskilled  first-aid  man. 
The  best  man  available  is  none  too  good 
for  this  task. 

What  is  more,  adequate  floor  space  is 
necessary.  If  attempted  in  the  usual 
out-patient  department  of  the  hospital, 
crowded  with  walking  wounded,  confu- 
sion will  result,  the  orderly  flow  of  ex- 
amination and  evacuation  will  jam  and 
choke,  and  valuable  time,  and  perhaps 
lives,  be  wasted.  It  will  not  do,  either,  to 
encroach  upon  the  bed  space  when  every 
bed  is  needed;  room  for  this  vital  work 
should  be  devised  in  advance. 

Danger  of  Ambulance  Shortage 

A shortage  of  ambulances  is  another 
danger.  London  has  about  two  hundred 
ambulances  taking  four  stretchers  each, 
and  ninety  ambulance  omnibuses  taking 
about  seven  hundred  stretchers  more.  It 
is  planned  to  convert  some  four  hundred 
other  buses  into  ambulances,  and  to 
modify  ordinary  delivery  automobiles  to 
carry  four  stretchers.  All  ambulances  are 
to  be  controlled  from  a central  head- 
quarters. 

To  remedy  the  shortage  of  ambulances 
and  to  bridge  the  difficulty  of  bringing  the 
victims  to  the  surgeon,  a London  labora- 
tory has  devised  and  is  building  a mobile 
surgical  unit,  in  the  form  of  a trailer,  to 
bring  the  surgeon,  nurses,  and  operating 
room  to  the  victims.  It  is  29  feet  long, 
11  feet  wide,  and  71/%  feet  high,  and  costs 
about  $4,500,  plus  equipment.  It  is 
light  enough  to  be  towed  by  an  ordinary 
automobile,  and  when  not  in  use  can  be 
knocked  down  for  storage.  It  has  a room 
7'  X 11',  with  operating  table  and  equip- 
ment, and  a smaller  room  equipped  to 
treat  lesser  injuries.  There  is  cupboard 
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space  for  dressings  and  instruments, 
sterilizers,  twenty  gallons  of  sterilized 
water,  etc.  The  unit  carries  its  own 
lighting  and  heating  arrangements.  It 
also  has  twelve  stretcher  places  and  sitting 
accommodation  for  twelve  more.  The 
same  laboratory  is  building  a collapsible 
ambulance  trailer  to  carry  twelve 
stretchers. 


That,  in  brief,  is  London’s  plan. 
Where  is  ours? 

It  would  be  absurd  to  think  that 
American  intelligence  cannot  make  plans 
for  our  own  cities  that  will  be  equally 
good — and  perhaps  better.  The  danger 
looms  darkly  on  our  horizon. 

Why  wait  for  it  to  strike  us  unpre- 
pared? W.  S.  W. 


WARNED  IN  TIME 

[“Herr  Julius  Streicher,  addressing  a thousand  members 

of  the  Nazi  Welfare  Medical  Administration  at  Munich, 

suggested  that  Herr  Hitler  and  Signor  Mussolini  were  great 

because  they  were  non-smokers.” — News  item.] 

Tobacco  is  a noisome  weed  (Herr  Streicher  he  has 
said  it), 

And  from  its  victims  there  proceed  no  men  of 
worth  and  credit; 

Though  Bismarck  puffed,  and  even  snuffed,  and 
kept  cigars  a-going. 

He  was  a dud — his  name  is  mud  on  Streicher’s 
latest  showing. 

The  men  of  State,  the  good  and  great,  avoid  those 
hideous  vapours; 

Their  names  appear  all  bright  and  clear  on  His- 
tory’s page  and  papers. 

Tobacco  jars  and  fat  cigars  both  fall  beneath  their 
veto; 

They  scorn  all  types  from  fags  to  pipes,  like 
Adolf  and  Benito. 

And  yet  beware — if  that  bright  pair  of  dictatorial 
jokers 

Now  represent  the  mood  and  bent  achieved  by 
staunch  non-smokers, 

Why,  some  may  flock  to  fill,  restock  their  smok- 
ing store  or  larder. 

Resolved  to  miss  that  doubtful  bliss  by  smoking 
all  the  harder. 

— Manchester  Guardian. 


ANALYSIS  OF  THREE  KICKERS 

“I  cannot  understand  why  so  few  men  at- 
tend their  county  and  state  medical  society 
meetings.  It  is  not  because  they  are  so  busy, 
as  the  busiest  physicians  are  always  found 
where  there  is  a chance  to  learn.  After  years 
of  observation  I have  reached  the  conclusion 
that  there  are  three  kinds  of  physicians  who 
don’t  attend  meetings — (1)  the  person  who  has 
not  the  ability  to  plan  his  work  so  that  he  can 
have  an  evening  for  recreation  at  the  meeting; 
(2)  the  man  who  thinks  he  knows  it  all,  has  not 
read  a new  book  since  leaving  school,  and  has  no 
time  for  reading  the  Journal  or  other  publica- 
tions ; and  (3)  the  man  who  is  afraid  he  might  lose 
a patient  should  he  leave  his  office.  These  three 
types  form  the  fault-finding  group ; they  complain, 
but  will  not  come  to  the  meetings  and  put  their 
shoulders  to  the  wheel,  clarify  their  visions,  help 
remove  the  faults  they  see,  and  become  what  is 
most  needed  by  the  society  and  always  welcomed 
by  its  officers — workers  instead  of  drones  or 
complainers. 

“Yes,  the  opportunity  for  the  present-day 
physician  to  be  an  up-to-date  physician  is  right 
at  his  door,  and  I am  not  only  sorry  for  those 
who  are  missing  these  opportunities,  but  for 
their  patients.” — John  A.  Hawkins,  M.D., 
Pittsburgh  Medical  Bulletin. 


ELECTROLYSIS  ONLY  SAFE  WAY  TO 

Electrolysis  is  the  only  method  for  permanent 
and  safe  removal  of  unwanted  hairs  or  abnormal 
growths  of  hair  on  various  parts  of  the  body, 
Anthony  C.  Cipollaro,  M.D.,  New  York,  de- 
clares in  an  article  published  by  the  Council  on 
Physical  Therapy  in  the  J.  A.  M.  A.  for  Decem- 
ber 31. 

It  is  also  the  best  method  for  treating  many 
other  conditions  of  the  skin.  However,  it  is  far 


REMOVE  HAIR 

from  being  a safe  procedure  in  unskilled  hands. 
Carelessness  and  ignorance  when  applied  to 
electrolysis  may  cause  injuries  to  the  skin  which 
are  objectionable,  disfiguring,  painful  and  even, 
at  times,  dangerous. 

Electrolysis  can  be  used  properly  only  by 
physicians  qualified  by  training,  education  and 
experience  and  with  a thorough  knowledge  of  the 
anatomy  of  the  skin. 


The  Women’s  Medical  Society  of 
New  York  State 


Two  meetings  a year  are  held  by  the 
Women’s  Medical  Society  of  New 
York  State,  all  of  whose  members  must 
belong  to  the  component  county  societies 
of  the  Medical  Society  of  the  State  of 
New  York.  The  next  annual  meeting 
will  occur  in  New  York  City  on  May  8 
and  9,  1939. 

The  midyear,  semiannual  meeting  was 
held  in  New  York  City  January  7 and  8, 
1939,  conjointly  with  the  New  York  In- 
firmary and  the  Woman’s  Medical  So- 
ciety of  New  York  City. 

On  Saturday  morning,  January  7,  there 
was  a Councilors’  Meeting  in  the  Board 
Room  of  the  Lenox  Hill  Hospital.  There 
was  an  interesting  scientific  session  at 
eleven  o’clock,  followed  by  luncheon.  All 
women  physicians  were  welcomed. 

That  evening  there  was  a dinner  at  the 
Town  Hall  Club,  in  conjunction  with  the 


Woman’s  Medical  Society  of  New  York 
City.  Dr.  Kate  B.  Karpeles  and  Dr. 
Elizabeth  Kittredge  extended  the  greet- 
ings of  the  American  Medical  Women’s 
Association.  Presidents  of  several  state 
societies  were  present.  On  Sunday,  Jan- 
uary 8,  an  afternoon  tea  for  members  and 
their  guests  was  given  by  the  president, 
Dr.  Madge  C.  L.  McGuinness. 

The  program  of  the  scientific  session 
held  on  Saturday  morning  was  as  follows : 

“The  Relation  of  Infant  Nurture  to 
Mental  Health,”  by  Dr.  Margarethe  A. 
Ribble;  “Five  Year  Follow-Up  of  Fifty 
Cases  of  Varicose  Veins  Treated  by  In- 
jection,” by  Frances  H.  Bogatko;  “Dif- 
ficulties of  Parents  in  Understanding 
Their  Children,” by  Dr. Mary  M. Thomas; 
“Recent  Advances  in  the  Treatment 
of  Pulmonary  Tuberculosis,”  by  Dr. 
Theresa  Scanlan. 


Officers  of  the  Women’s  Medical  Society 


Honorary  Presidents 
Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 
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RECEIVED 


Internal  Medicine.  Its  Theory  and  Practice  in 
Contributions  by  American  Authors.  Edited  by 
John  H.  Musser,  M.D.  Third  edition.  Quarto 
of  1,428  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $10.00. 

The  Etiology  of  Trachoma.  By  Louis  A. 
Julianelle.  Octavo  of  248  pages,  illustrated. 
New  York,  The  Commonwealth  Fund,  1938. 
Cloth,  $3.25. 

Biography  of  the  Unborn.  By  Margaret  S. 
Gilbert.  Octavo  of  132  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1938.  Cloth,  $1.75. 

The  Pneumonias.  By  Hobart  A.  Reimann, 
M.D.  Octavo  of  381  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1938. 
Cloth,  $5.50. 

Diseases  of  the  Chest  and  the  Principles  of 
Physical  Diagnosis.  By  George  W.  Norris, 
M.D.,  and  H.  R.  M.  Landis,  M.D.  Sixth  edition. 
Octavo  of  1,019  pages,  illustrated.  Philadelphia, 
WjB.  Saunders  Company,  1938.  Cloth,  $10.00. 


A Textbook  of  Histology.  Functional  Sig- 
nificance of  Cells  and  Intercellular  Substances. 
By  E.  V.  Cowdry.  Second  edition.  Quarto  of 
600  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $7.00. 

Insomnia.  Its  Causes  and  Treatment.  By 
John  A.  P.  Millet,  M.D.  Duodecimo  of  195 
pages.  New  York,  Greenberg  Publisher,  1938. 
Cloth,  $1.75. 

The  Practice  of  Medicine.  By  Jonathan  C. 
Meakins,  M.D.  Second  edition.  Quarto  of 
1,413  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1938.  Cloth,  $12.50. 

Big  Fleas  Have  Little  Fleas  or  Who’s  Who 
Among  the  Protozoa.  By  Robert  Hegner. 
Quarto  of  285  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1938.  Cloth,  $3.00. 

Plastic  Surgery.  By  Arthur  J.  Barsky,  M.D. 
Octavo  of  355  pages,  illustrated.  Philadelphia. 
W.  B.  Saunders  Company,  1938.  Cloth,  $5.75, 


REVIEWED 


The  Radiology  of  Pulmonary  Tuberculosis. 

By  J.  E.  Bannen,  M.B.  Octavo  of  156  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1937.  Cloth,  $4.50. 

In  the  publication  of  this  volume  the 
author  has  had  a worthwhile  purpose; 
i.e.,  the  inclusion  within  its  pages  of  the 
requisites  for  a knowledge  necessary  for 
the  proper  interpretation  of  the  radio- 
graph of  the  lungs.  The  contents  deal 
with  the  technical  aspects  of  roentgenog- 
raphy of  the  chest,  radiologic  considera- 
tion of  the  normal  and  pathologic  lung, 
the  pathogenesis,  medical  and  surgical 
aspects  of  pulmonary  tuberculosis.  Un- 
fortunately, however,  the  discussion  of 
these  topics  is  much  too  brief  to  serve  the 
purpose. 

Richard  A.  Rendich 


The  Infant.  A Handbook  of  Modern  Treat- 
ment. By  Eric  Pritchard,  M.D.  Octavo  of 
744  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1938.  Cloth,  $6.00. 

This  is  “not  a textbook  or  dictionary 
of  treatment,”  it  is  rather  a handbook  for 
reference.  It  contains,  in  almost  ver- 
batim report,  a series  of  lectures  given 
by  the  author  at  the  Infants  Hospital, 
London,  of  which  he  was  for  a number  of 
years  medical  director. 

The  book  covers  the  treatment  of  those 
diseases  affecting  the  infant  up  to  the 
fifth  year  of  life.  It  contains  a selection 
of  the  methods  with  which  the  author  in 
his  extensive  hospital  practice  has  had 
personal  experience  and  which  he  be- 
lieves the  best  and  the  most  reliable. 
Certain  of  the  measures  advocated,  the 
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author  properly  states  are  both  new  and 
original.  Among  these,  particular  men- 
tion should  be  made  of  the  intensive 
treatment  of  pulmonary  tuberculosis  by 
creosote,  the  prophylactic  use  of  Koch’s 
old  tuberculin  for  the  production  of 
immunity  to  this  infection  in  young 
infants,  and  the  treatment  of  celiac  dis- 
ease without  the  exclusion  of  fats  from  the 
diet.  This  book  contains  much  of  inter- 
est, and  it  is  characterized  throughout  by 
originality  of  thought,  keen  observation, 
clear  and  logical  deductions.  For  these 
reasons  and  because  of  the  large  clinical 
experience  of  the  author  it  is  to  be  ex- 
pected that  this  work  will  receive  a cordial 
reception.  It  is  beyond  doubt  a most 
useful,  valuable,  and  modern  contribution 
to  pediatric  literature. 

Joseph  C.  Regan 

The  Biology  of  Arteriosclerosis.  By  M.  C. 
Winternitz,  M.D.,  R.  M.  Thomas,  M.D.,  and 
P.  M.  LeCompte,  M.D.  Octavo  of  139  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1938.  Cloth,  $4.00. 

The  authors  of  this  monograph  hope  to 
establish  a better  foundation  on  which 
to  base  future  study  of  vascular  diseases. 
By  the  use  of  the  long  known  methods  of 
injection  and  tissue  clearing  they  have 
worked  out  the  pattern  of  the  origin  and( 
distribution  of  blood  vessels  in  the  walls 
of  the  arteries.  He  correlates  the  gross 
and  microscopic  changes  in  blood  vessels, 
demonstrates  that  tissue  changes  here 
are  by  no  means  different  from  that 
found  elsewhere  in  the  body,  and  decries 
the  term  “degeneration”  as  applied  to 
arteriosclerosis. 

Sam  P.  Bailey 

Symptoms  of  Visceral  Disease.  A Study  of] 
the  Vegetative  Nervous  System  in  Its  Relation- 
ship to  Clinical  Medicine.  By  Francis  M.  Pot- 
tenger,  M.D.  Fifth  edition.  Octavo  of  442 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosbyi 
Company,  1938.  Cloth,  $5.00. 

This  is  the  fifth  edition  of  a work  that 
first  appeared  in  1919.  Dr.  PottengerJ 
was  among  the  first  to  grasp  the  signifi- 
cance of  the  implications  of  the  autonomic; 
nervous  system  in  medicine  in  general, 
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r As  a textbook,  and  as  a reference,  this 
work  will  be  an  addition  to  the  library 
of  all  those  who  are  interested  in  this 
specialty. 

William  Sidney  Smith 


The  Life  of  Chevalier  Jackson.  An  Auto- 
biography. Octavo  of  229  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1938. 
Cloth,  $3.50. 

We  have  pondered  for  many  days  in 
attempting  to  put  down  in  words  our  im- 
pressions and  reactions  to  a wonderful 
story  of  an  illustrious  man  and  famous 
physician. 

In  order  to  do  justice  to  the  author  and 
his  story,  a review  should  really  be  a copy 
of  the  entire  book.  Dr.  Chevalier  Jack- 
son  sets  a remarkable  precedent  as  an 
author,  as  one  follows  with  intense  in- 
terest the  unfolding  of  a life  so  rich  and 
full  in  the  manifold  accomplishments  and 
; benefits  to  humanity.  Fascinating  in- 
deed is  the  story  of  the  life  of  Chevalier 
Jackson  from  his  ancestry  through  the 
decades  to  maturity  when  the  great  edi- 
fice of  accomplishments  was  so  firmly 
constructed  on  a foundation  built  of  ma- 
I terial — hard  work  closely  cemented  by 
the  sweetness  and  gentility  of  character 
molded  by  heritage,  training,  and  study. 

To  the  layman  The  Life  of  Chevalier 
Jackson  is  a novel  classed  with  the  best; 
to  the  physician,  not  only  is  this  fruitful 
life  a story  but  a pattern  on  which  many 
have  tried  to  mold ; to  the  bronchoscopist, 
the  author  actually  steps  out  of  print  and 
is  viewed  with  respect  and  love,  as  the 
reader  sees  the  master  himself  traveling 
hundreds  of  miles  to  lecture  and  teach  his 
fellow  physicians : and  this  all  for  the 

glory  and  welfare  of  man — the  patient. 

Samuel  Zwerling 
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Editorial 


Support  the  Lien  Act 

The  Hanley-Mailler  Act  gives  physicians  no  more  than  the  vast 
majority  of  honest  people  would  agree  that  they  are  entitled  to  re- 
ceive. The  lien  bill  does  not  guarantee  payment  for  all  emergency 
care  or  all  treatment  to  victims  of  accidents.  It  merely  gives  the 
profession  a means  of  collecting  its  bills  when  the  patient  actually 
receives  cash  to  pay  for  medical  and  other  expense  connected  with 
his  injuries. 

Awards  for  personal  injuries  are  computed  largely  on  the  basis  of 
medical  expenditures  and  loss  of  income  occasioned  by  the  accident. 
There  is  no  justification  for  failure  to  pay  doctor  bills  when  damages 
are  granted;  yet  this  is  a common  occurrence. 

When  a physician  is  summoned  to  attend  an  accident  case,  he  does 
not  stop  to  inquire  into  the  patient’s  ability  to  pay.  Very  often, 
after  he  has  given  his  service,  he  finds  there  is  no  likelihood  of  ever 
collecting  a fee.  All  the  more  reason  why  payment  of  the  doctor 
should  be  assured  when  the  patient  actually  receives  money  for  this 
purpose. 

The  law  protects  hospitals  and  lawyers  against  chiselers  by  grant- 
ing them  a lien  on  damage  awards.  The  Hanley-Mailler  Bill  confers 
similar  protection  on  physicians.  Obviously  the  services  of  the  lat- 
ter are  entitled  to  the  same  safeguards  as  attorneys’  and  hospitals’. 

In  the  past  few  years  physicians’  lien  bills  similar  to  the  pending 
one  have  failed  of  adoption  in  spite  of  the  obvious  justice  of  their 
provisions.  The  Legislature,  like  many  patients,  sees  no  need  to 
hurry  where  the  payment  of  doctors  is  concerned.  There  is  much 
favorable  sentiment  for  this  legislation,  however;  and  the  Hanley- 
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Mailler  Act  stands  a good  chance  if  enough  physicians  get  behind 
it  and  show  they  are  behind  it  by  letters,  telegrams,  and  telephone 
calls  to  their  representatives  in  Albany. 


Some  Legal  Facts 

Physicians  of  all  political  complexions  are  agreed  in  condemning 
the  pending  monopoly  suit  against  the  A.M.A.  There  is  a general 
conviction,  even  among  opponents  of  A.M.A.  policy,  that  this  ac- 
tion is  nothing  other  than  a club  to  force  the  profession  to  accept 
compulsory  health  insurance. 

In  these  circumstances  the  profession  has  no  doubts  of  the  ethical 
strength  of  its  position.  To  many  physicians  who  are  wondering 
about  its  legal  status,  an  article  in  the  Fordham  Law  Review  offers 
some  enlightening  facts.  First  of  all,  the  article  in  question  casts 
serious  doubts  on  whether  the  practice  of  medicine  comes  within  the 
purview  of  the  antitrust  laws.  The  Clayton  Act  specifically  states 
that  labor  is  not  a commodity  and  reserves  for  it  the  right  to  organize 
for  mutual  help  and  assistance.  In  a case  squarely  in  point,  the  courts 
have  held  that  medical  service  is  labor  rather  than  a commodity.  It 
does  not  seem,  therefore,  that  medical  practice  comes  within  the 
scope  of  the  antitrust  laws,  or  that  medical  organization,  any  more 
than  labor  organization,  can  be  considered  in  restraint  of  trade. 
This  point  of  view  is  strengthened  by  the  fact  that  the  adminis- 
tration of  medical  care  is  a local  and  not  an  interstate  act. 

There  are  also  explicit  court  decisions  on  the  right  of  a medical 
organization  to  discipline  members  who  violate  its  rules.  “ ....  It 
has  very  constantly  been  held  that  the  rules  and  bylaws  ....  are  an 
agreement  which  (the  member)  expressly  or  impliedly  accepts,  and 
by  which  he  agrees  to  govern  his  professional  conduct.  ...  A society’s 
only  means  of  keeping  erring  members  in  line  are  censure,  suspension, 
and  expulsion.  These  weapons  are  legally  recognized  checks  on 
straying  members  . . . .” 

An  extremely  interesting  and  important  feature  of  the  article 
quoted  is  its  disagreement  with  a recent  decision  of  Justice  Bailey 
in  the  United  States  District  Court.  Justice  Bailey  held  that  the 
Group  Health  Association  of  Washington,  D.  C.,  is  not  practicing 
medicine.  According  to  the  writer  in  the  Fordham  Law  Review , since 
the  corporation,  through  its  agents,  gives  medical  treatments,  it  is 
in  effect  practicing  medicine,  for  “it  is  generally  recognized  that  a 
licensed  practitioner  of  a profession  cannot  practice  his  profession 
as  an  employee  of  an  unlicensed  person  or  corporation,  and  if  he 
does  so  the  unlicensed  person  or  corporation  is  guilty  of  practicing 
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that  profession  . . . The  law  does  not  divide  the  practice  of  a 
profession  “into  departments,  on  one  side  the  actual  performance  of 
the  professional  services,  and,  on  the  other,  the  business  side.”  If 
the  courts  adopt  Justice  Bailey’s  ruling  it  will  lay  all  professions,  not 
merely  medicine,  open  to  the  grossest  form  of  commercial  exploita- 
tion. 

As  a matter  of  fact,  the  nonmedical  implications  of  the  case  against 
the  A.M.A.  are  disturbing  thoughtful  persons  in  all  fields.  If  the 
government  wins  its  suit  against  the  A.M.A.,  not  only  will  corpora- 
tions be  empowered  to  invade  the  professions,  but  the  scope  of  the 
antitrust  laws  will  be  broadened  to  include  almost  every  type  of 
contract  and  every  form  of  business  and  professional  relationship. 
The  Department  of  Justice  will  exercise  virtually  unlimited  power 
over  American  business  and  professional  life. 

A hint  of  what  might  lie  ahead  is  found  in  Assistant  Attorney 
General  Thurman  Arnold’s  pronouncements  on  the  monopolistic 
aspects  of  advertising.  Even  more  illuminating  is  his  willingness,  in 
the  case  against  the  A.M.A. , to  accept  a consent  decree  “in  the  event 
that  voluntary  co-operation  results  in  constructive  proposals  going 
far  beyond  the  elimination  of  illegal  practices  . . . .”  As  an  editorial 
in  America's  Future  observes,  “this  is  government  by  blackjack — 
It  substitutes  Thurman  Arnold  for  the  Congress  of  the  United 
States.” 

The  outcome  of  the  Administration’s  action  against  the  A.M.A.  is 
of  prime  importance  to  the  entire  people  of  this  country,  to  industry 
and  the  other  professions  no  less  than  to  medicine.  As  the  Fordham 
Law  Review  article  concludes,  a decision  adverse  to  the  A.M.A. 
would  radically  upset  all  our  concepts  of  the  purpose  and  scope  of 
antitrust  legislation  and  alter  the  whole  structure  of  industrial  and 
professional  relations  with  the  public  and  the  state. 


Herpes  from  Vitamin  Bi 

The  public  in  general  has  become  “vitamin-minded.”  What  with 
all  the  proud  advertising  claims  of  cough  drops,  candies,  and  even 
beer,  vitamins  are  being  consumed  by  the  carload  in  the  belief  that 
only  benefit  can  be  derived  from  their  use.  It  is  inconceivable  that 
the  vitamins,  which  are  necessary  in  definite  amounts  for  the  main- 
tenance of  health  and  when  deficient  produce  disease,  do  not  also 
produce  toxic  phenomena  when  overabundantly  present  in  the  hu- 
man body.  Therefore,  the  report  of  Steinberg’s1  observations  on 
the  untoward  effects  resulting  from  the  use  of  large  doses  of  vitamin 
Bi  is  a timely  one. 


1.  Steinberg,  C.  L.:  Am.  J.  Digestive  Diseases,  5:  680  (Dec.),  1938. 
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He  has  treated  over  300  cases  of  chronic  arthritis  with  various 
preparations  of  vitamin  B complex  together  with  vitamin  Bi,  and 
in  three  of  this  number  herpes  zoster  occurred  during  the  course  of 
treatment.  That  vitamin  Bx  was  the  sole  responsible  factor  was  evi- 
dent from  the  fact  that  in  one  patient  herpes  was  made  to  recur 
upon  resumption  of  the  vitamin  therapy.  In  other  instances,  Stein- 
berg noted  symptoms  suggestive  of  smooth  muscle  spasm.  These 
findings  strongly  suggest  that  unusually  large  doses  of  vitamin  Bi 
may  produce  an  irritation  of  the  peripheral  nerve  plates. 

Clinically  one  should  suspect  such  irritation  when  the  patient  be- 
gins to  complain  of  burning  pain  in  some  portion  of  the  skin.  The 
use  of  the  vitamin  should  be  stopped,  and  after  a period  of  time  re- 
sumed only  in  smaller  amounts. 

Vitamin  therapy,  like  all  other  forms  of  medication,  requires 
medical  supervision.  Their  use  for  self-medication  should  be  re- 
stricted since  an  adequate  diet  furnishes  the  amounts  necessary  for 
normal  metabolic  activity.  The  need  for  supplemental  vitamin 
dosage  indicates  a disturbance  of  metabolism  which  only  a doctor 
can  detect  and  manage  properly. 


Sulfapyridine 

Since  the  establishment  of  the  efficacy  of  sulfanilamide  in  the  con- 
trol of  streptococcus  infections,  biochemists  have  been  hard  at  work 
to  find  a chemical  preparation  which  would  be  equally  effective  in 
the  pneumonias.  Sulfanilamide  itself  has  been  found  to  have  favor- 
able action  on  Type  III  pneumonia.1 2 3 4 5  Both  bacteriostatic  and  bac- 
tericidal effects  have  also  been  reported  on  Types  I,  II,  and  IV.2,3 
From  clinical  observations,  it  appears  that  in  the  chrysoidin  com- 
pounds we  have  a drug  capable  of  controlling  pneumonia. 

Recently,  sulfanilamide  and  pyridine  have  been  synthesized  and 
the  resultant  compound  is  known  in  England  as  Dagenan,  here  as 
sulfapyridine.  The  early  investigations  yielded  promising  results 
but  unfortunately  the  cases  of  pneumonia  subjected  to  this  treat- 
ment were  not  typed.  More  has  since  been  learned  concerning  the 
effectiveness  and  toxicity  of  sulfapyridine  in  various  types  of  pneu- 
monias.4,5 Dramatic  clinical  results  have  been  reported,  but  the 
use  of  the  chemical  seems  to  be  attended  with  marked  gastric  dis- 
comfort even  though  it  is  about  one-fourth  as  toxic  as  sulfanilamide. 


1.  Sadusk:  New  Eng.  J.  Med.,  219:  787  (1938). 

2.  Britton:  Brit.  J.  Exp.  Path.,  19:  140  (1938). 

3.  Rosenthal:  U.  S.  Pub.  H.  Ser.  Reports,  37:  205  (1937). 

4.  Wein:  Qusit,  J.  Pharmacy  and  Pharmacology,  11:  217  (1938). 

5.  Whitby:  Lancet,  1:  1,210  (1938). 
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At  the  present  time,  intensive  studies  are  under  way  in  all  medical 
centers  and,  pending  authoritative  reports,  sulfapyridine  will  not 
be  available  for  general  use.  Studies  of  its  value  both  in  comparison 
to  serum  therapy  and  in  conjunction  with  it  are  awaited. 


Current  Comment 


“Politics,  politics  and  more  politics 
would  be  the  rule  of  each  and  every 
official  and  department  of  any  federal  or 
state  organization,  if  compulsory  health 
insurance  is  made  a reality.  . . Dr. 
Clyde  P.  Dyer,  writing  in  the  St.  Louis 
County  Medical  Society  Bulletin , Feb- 
ruary 3,  1939. 


“If  people  generally  would  visualize 
medical  societies  as  groups  composed  of 
their  own  personal  physicians,  there 
would  in  most  instances  be  no  need  for 
further  assurance  that  the  interests  of 
patients  will  always  remain  their  first 
consideration. 

“Improved  methods  are  needed  in 
distributing  medical  care  and  no  one 
realizes  more  fully  than  doctors  them- 
selves the  peculiar  requirements  for  pro- 
viding adequate  medical  service.”  From 
the  Pittsburgh  Medical  Bulletin  in  a recent 
issue. 


“There  are  many  kinds  of  success  (in 
medicine)  and  no  one  winner,  and  per- 
haps it  is  not  so  much  where  you  come  in 
as  how  you  ran  that  matters.”  Dr. 
Robert  Hutchison,  president  of  the  Royal 
College  of  Physicians  of  London,  recently 
quoted  in  Medical  Record. 


“ ‘A  people  thoroughly  informed  is  a 
people  armed  against  tyranny.  . . .’  said 
Mr.  Robert  Lund  at  the  recent  meeting 
of  the  National  Association  of  Manu- 
facturers. While  theoretically,  knowledge 


is  power,  the  informed  scientist  as  well 
as  the  educated  proletariat  may  find 
themselves  at  a disadvantage  before  a 
well  implemented  group  of  politicians.  . . . 
The  surest  protection  for  the  institution 
and  practice  of  medicine  is  an  informed 
public  opinion.  ...  We  believe  a great 
deal  more  time,  money  and  energy  must 
be  spent  to  acquire  an  enlightened  and 
favorable  public  opinion  at  least  for 
medicine.  ...  For  public  opinion,  if  not 
openly  hostile  at  the  moment,  is  at  least 
inimical. 

“For  this  situation  we  have  ourselves 
largely  to  blame.  Medicine  has  not  at 
any  time  courted  public  opinion.  It  has 
been  secretive  and  reticent  as  to  its  aims 
and  purposes.  And  people  fear  the  thing 
they  do  not  understand.  . . . The  meas- 
ure of  our  stupidity  as  physicians  is  our 
failure  to  educate  the  public  to  an  under- 
standing of  the  aims  of  medicine.  . . . The 
outlook  for  a reasonable  and  controlled 
public  educational  policy  for  medicine 
seems  bright.  As  far  as  we  can  see,  the 

only  stumbling  block  is  the  physicians ” 

The  foregoing  is  from  an  editorial  “The 
Public  Will  Decide,”  which  we  found 
difficult  not  to  reproduce  in  its  entirety. 
It  may  be  found  in  the  February  West- 
chester Medical  Bulletin. 


“To  indulge  in  an  immense  new  outlay 
of  funds  for  public  health  such  as  can  be 
financed  only  by  depriving  people  of 
needed  housing,  food,  and  clothing  is  to 
apply  merely  palliative  methods  while 
aggravating  the  real  causes  of  the 
malady.”  S.  Q.  Lapius,  in  the  West- 
chester Medical  Bulletin  of  recent  date. 


TOPICAL  APPLICATION  OF  VITAMIN  A 


Efficiency  Judged  by  Growth  Stimulation 


Walter  H.  Eddy,  Ph.D.,  and  Joan  L.  Howell,  New  York  City 
( From  the  Laboratory  of  Physiological  Chemistry,  Teachers  College,  Columbia  University ) 


IT  is  generally  agreed  that  vitamin  D 
may  be  absorbed  through  the  skin  and 
function  in  the  correction  of  rickets  when 
so  administered.  The  question  of  vitamin 
A absorption  is  not  so  clearly  demon- 
strated and  the  following  tests  were  con- 
ducted to  obtain  definite  evidence  on  this 
point. 

Six  series  of  tests  are  reported  con- 
ducted at  different  time  intervals  during 
1937  and  1938.  In  each  series  the  rats 
used  were  first  depleted  of  vitamin  A by 
use  of  the  U.S.P.  basal  diet  and  started 
on  the  test  only  when  the  weight  was  less 
than,  or  equal  to,  that  of  seven  days 
previous.  In  the  topical  applications, 
hair  was  removed  from  the  back  of  the 
neck  of  the  rat  by  clipping  to  expose  an 
area  of  about  one  square  centimeter, 
clipping  done  with  care  not  to  break  the 
skin.  The  vitamin  product  was  rubbed 
into  the  skin  of  this  area  and  allowed  to 
remain  for  a specified  number  of  minutes 
(four  minutes  in  all  but  the  first  series). 
During  this  period  the  rat  was  held  and 
prevented  from  reaching  the  area  with 
either  front  or  hind  paws.  Before  it  was 
released  the  inunction  was  washed  off 
with  soap  and  water. 

Applications  by  mouth  or  inunction 
were  made  daily  for  twenty-eight  days 
following  depletion. 


Experimental  Data 

Series  I.  In  this  preliminary  study 
six  rats  were  used  to  determine  the  rela- 
tive effect  of  two-,  four-,  and  six-minute 
topical  applications  daily.  In  this  series 
2 of  the  rats  failed  to  show  any  growth 
response  and  died  of  A deficiency.  One 
showed  a delayed  response.  A beta- 
carotene  emulsion  in  a cocoa-butter  base 
was  used  in  this  series. 

Since  in  this  series  no  advantage  ap- 
peared from  the  longer  period  of  applica- 
tion, we  standardized  succeeding  tests 
at  four  minutes  daily  for  topical  applica- 
tion. 

Series  II.  In  this  series  we  contrasted 
the  effect  of  feeding  0.24  mg.  beta-carotene 
emulsion  in  cocoa-butter  daily  with  the 
same  amount  topically  applied  daily  in 
the  manner  described  in  Series  I (four- 
minute  application).  This  amount  of 
emulsion  assayed  6 U.S.P.  units  of  vita- 
min A.  The  following  were  the  results 
obtained : 

The  behavior  of  the  “rubbed”  group  in 
this  series  showed  conclusively  that  the 
vitamin  A applied  as  beta-carotene  emul- 
sion topically  did  induce  growth  stimula- 
tion and  must  have  been  absorbed.  The 
same  amount  by  mouth  induced  greater 
growth  effect,  the  ratio  of  body  weight 
gain  being  46.5/26.1. 


TABLE:  Series  I 


Rat  Wt. 


Time 

Length 

When 

Net 

of 

Units 

Age 

Weight 

of 

Applica- 

Weight 

Wt.  at 

Change 

Applica- 

A 

at 

at 

Clearing 

tion 

7 Days 

End  of 

in 

Rats 

tion 

Daily 

Start 

Start 

Period 

Began 

BEFORE 

28  Days 

Weight 

Minutes 

Days 

Gm. 

Days 

Gm. 

Gm. 

Gm. 

Gm. 

41561m 

2 

6 

28 

45 

34 

130 

130 

died 

41594f 

2 

6 

27 

46 

34 

92 

130 

138 

+46 

41559m 

4 

6 

28 

50 

35 

141 

92 

124 

-17 

41621f 

4 

6 

28 

40 

33 

104 

102 

120 

16 

41514m 

6 

6 

28 

49 

34 

134 

134 

died 

41560m 

6 

6 

28 

40 

38 

106 

86 

136 

+30 
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TABLE:  Series  II* 


Rat  Wt. 
Length  when 


U.S.P. 

Age 

Weight 

OF 

Applica- 

Weight 

Wt.  at 

Net 

Method  of 

Units 

at 

at 

Clearing 

tion 

7 Days 

End  of  Change  in 

Rats 

Application 

Daily 

Start 

Start 

Period 

Began 

before 

28  Days 

Weight 

Days 

Gm. 

Days 

Gm. 

Gm. 

Gm. 

Gm. 

43125m 

Rubbed 

6 

28 

40 

36 

115 

118 

128 

+ 13 

43195m 

Rubbed 

6 

23 

50 

36 

121 

123 

146 

25 

43122m 

Rubbed 

6 

28 

48 

40 

121 

124 

135 

14 

43448m 

Rubbed 

6 

28 

45 

35 

116 

119 

141 

25 

43377m 

Rubbed 

6 

24 

43 

41 

133 

136 

154 

21 

42858f 

Rubbed 

6 

28 

43 

43 

106 

113 

133 

27 

42234f 

Rubbed 

6 

26 

47 

31 

99 

99 

129 

30 

43089f 

Rubbed 

6 

28 

45 

38 

114 

115 

152 

38 

43615f 

Rubbed 

6 

28 

44 

30 

103 

104 

156 

53 

43587f 

Rubbed 

6 

22 

46 

30 

117 

118 

132 

15 

Av.  (12-60) 

26.1 

43233m 

Fed 

6 

26 

43 

38 

120 

121 

191 

(71) 

43283m 

Fed 

6 

26 

49 

39 

138 

139 

died 

43376m 

Fed 

6 

24 

44 

39 

126 

126 

178 

52 

43419m 

Fed 

6 

28 

44 

35 

125 

125 

181 

56 

43449m 

Fed 

6 

27 

44 

37 

114 

114 

173 

59 

43247f 

Fed 

6 

24 

45 

42 

111 

114 

147 

36 

43126f 

Fed 

6 

27 

46 

45 

104 

108 

151 

47 

43452f 

Fed 

6 

27 

40 

33 

103 

104 

140 

37 

43327f 

Fed 

6 

25 

43 

42 

114 

115 

158 

44 

43614f 

Fed 

6 

28 

44 

35 

108 

108 

149 

41 

Av.  (12-60) 

46.5 

42634m 

Controls 

0 

27 

43 

40 

136 

136 

died 

42929m 

Controls 

0 

28 

44 

32 

107 

113 

103 

—4 

42914m 

Controls 

0 

27 

46 

39 

116 

117 

died 

42123m 

Controls 

0 

27 

47 

36 

113 

115 

83 

-30 

43196m 

Controls 

0 

23 

43 

35 

118 

119 

died 

42819f 

Controls 

0 

28 

40 

29 

103 

105 

105 

2 

42712f 

Controls 

0 

28 

40 

42 

114 

119 

99 

-15 

43087f 

Controls 

0 

28 

47 

29 

89 

94 

94 

5 

42860f 

Controls 

0 

28 

41 

39 

120 

120 

94 

-26 

43249f 

Controls 

0 

24 

42 

40 

105 

111 

110 

5 

* See  also  Chart  1. 


In  a feeding  test  run  at  the  same  time 
with  2 mg.  U.S.P.  Reference  Oil  daily, 
we  got  the  following  gains:  70,  62,  49, 

49,  48,  48,  42,  34.  Average  for  rats  mak- 
ing 12  to  60  grams  gain:  45  grams. 

This  indicated  that  we  had  actually  fed 
6 U.S.P.  units  daily  in  the  0.24  mg.  of  the 
beta-carotene  emulsion. 

In  the  same  period  we  got  the  following 
gains  with  0.6  mg.  of  U.S.P.  Reference  Oil 
daily:  31,  31,  31,  26,  24,  23,  20,  20. 

Average  26  grams.  From  the  growth  re- 
sponse of  the  “rubbed”  rats  (average  26 
grams)  it  would  follow  that  the  topical 
application  of  6 units  of  beta-carotene 
A emulsion  daily  produced  the  growth 
effect  of  1.8  U.S.P.  units  of  vitamin  A 
fed  by  mouth  in  form  of  U.S.P.  Reference 
Oil.  The  ratio  of  6/1.8  = 3.3.  On  this 
basis  of  comparison,  the  topical  applica- 
tion was  one-third  as  efficient  in  growth 
stimulation  as  when  the  same  amount  of 
A source  was  fed  by  mouth. 


Series  III. — This  series  was  run  to 
determine  whether  beta-carotene  in  na- 


Chart  1.  Contrast  between  the  effect  of  beta- 
carotene  by  mouth  and  by  inunction. 
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TABLE:  Series  III 


Rats 

Emulsifier 

Method  of 
Application 

Units 

A 

Age 

at 

Start 

44639m 

Nat.  Wax 

Topical 

6 

Days 

28 

44877f 

Nat.  Wax 

Topical 

6 

26 

44671m 

Cocoa-B. 

Topical 

6 

28 

44805f 

Cocoa- B. 

Topical 

6 

25 

44822m 

Nat.  Wax 

By  mouth 

6 

26 

44865f 

Nat.  Wax 

By  mouth 

6 

28 

44807m 

Cocoa-B. 

By  mouth 

6 

25 

44804f 

Cocoa-B. 

By  mouth 

6 

25 

Weight 

Length 

Rat  Wt. 

Wt.  7 

Net 

Weight  Change  in 

AT 

Clear- 

at Begin- 

Days 

after 

Wt.  in 

Start 

ing 

ning 

before 

28  Days 

28  Days 

Gm. 

Days 

Gm. 

Gm. 

Gm. 

Gm. 

40 

35 

106 

110 

120 

+ 14 

40 

29 

95 

98 

died 

40 

34 

96 

98 

died 

43 

29 

103 

103 

106 

+ '3 

42 

29 

122 

122 

174 

52 

47 

28 

99 

103 

156 

57 

45 

30 

112 

114 

142 

30 

45 

20 

95 

99 

died 

tural  waxes  behaved  the  same  as  beta- 
carotene  in  cocoa-butter,  the  product 
being  available  in  both  forms.  The  test 
results  were  as  follows : 

From  the  viewpoint  of  the  objective 
of  the  series  it  was  evident  that  with 
natural  waxes  as  emulsifier,  the  beta- 
carotene  by  mouth  or  inunction  behaved 
quite  as  efficiently  as  in  cocoa-butter. 
The  series  again  demonstrated  that  for 
growth  effect,  feeding  was  more  efficient 
than  inunction,  but  that  the  topically 
applied  vitamin  was  absorbed. 

Series  IV. — In  this  series  we  repeated 
the  test  of  beta-carotene  but  with  the 
natural  waxes  as  emulsifier.  The  results 
as  affecting  growth  response  are  shown  in 
the  table  below: 

In  this  series  again,  feeding  produced 
better  growth  than  did  inunction. 

To  determine  the  effect  on  the  skin  it- 
self, we  selected  the  following  rats,  re- 
moved a layer  of  skin  from  the  back  of 
the  neck  of  each,  and  made  a histologic 
study  of  sections  of  these  skins.  Rats 


45813m  and  45726f  were  killed  on  de- 
pletion to  serve  as  controls , and  to  deter- 
mine the  degree  of  A deficiency  in  the 
skin  at  that  time.  Presumably,  this  repre- 
sented the  condition  of  all  the  rats  at  the 
end  of  the  depletion  period. 

From  the  “rubbed”  rats  we  selected 
45551m,  45608f,  and  45397f  as  represent- 
ing rats  which  by  growth  response 
(47, 18,  22  grams,  respectively,  in  28  days) 
showed  variation  from  good  to  low  re- 
sponse. The  2 “fed”  rats,  45381m  and 
45609f,  were  used.  They  differed  also  in 
growth  response  (64  and  23  grams,  respec- 
tively). Rats  46142f  and  46029f  were 
rubbed  with  the  waxes  used  in  emulsifying 
beta-carotene,  but  not  with  carotene.  As 
they  lived  through  depletion,  and  twenty- 
eight  days  after,  they  represented  still 
more  severe  deficiency  than  rats  45813m 
and  45726f,  having  been  sixty-four  and 
seventy-two  days  on  an  A-free  diet. 

Rat  45245m  was  added  as  a rat  on  the 
basal  A-free  diet  only  that  had  lived 
sixty-three  days. 


TABLE:  Series  IV  A 


Length 

Rat 

Net 

Amt. 

Age 

Weight 

Clear- 

Wt. at 

Wt.  7 

Weight 

Change  in 

A 

Method  of 

at 

at 

ing 

Begin- 

Days 

after 

Wt.  in 

Rats 

Units 

Application 

Start 

Start 

Period 

ning 

BEFORE 

28  Days 

28  Days 

Days 

Gm. 

Days 

Gm. 

Gm. 

Gm. 

Gm. 

45332m 

6 

Rubbed 

27 

42 

35 

123 

125 

115 

-8 

45395m 

6 

Rubbed 

27 

45 

36 

140 

143 

died 

45551m 

6 

Rubbed 

26 

44 

32 

134 

136 

181 

+47 

45250f 

6 

Rubbed 

25 

40 

42 

103 

103 

85 

-18 

456081 

6 

Rubbed 

26 

48 

33 

116 

118 

134 

+ 18 

45397f 

6 

Rubbed 

27 

41 

41 

126 

129 

128 

+ 2 

45381m 

6 

Fed 

28 

50 

32 

117 

122 

181 

+ 64 

45609f 

6 

Fed 

26 

45 

33 

104 

104 

137 

+23 

46474m 

0 

Rubbed  with 

27 

41 

41 

118 

118 

died 

46142f 

0 

waxes  used 

28 

43 

36 

113 

113 

92 

-21 

46029f 

0 

to  emulsify 
carotene 

28 

42 

44 

113 

119 

133 

+20 

45813m 

0 

Controls 

27 

40 

33 

116 

116 

Killed  to 

determine 

45726f 

0 

Controls 

28 

40 

39 

106 

108 

condition  of  skm  at 

45245m 

0 

Controls 

depletion 

March  1,  1939] 


VITAMIN  A AND  GROWTH  STIMULATION 


409 


TABLE:  Series  IV  B 


Rats 

Degree  of 
Severity  of 
Avitaminosis 

Method  of 
Application 
of  A 

Weight 
Gains  in 
28 

Days 

Units 

A 

Applied 

Daily 

Autopsy  Findings 

45551m 

A 

Least  (1) 

Rubbed 

Gm. 

47 

6 

No  pus 

45608f 

2 

Rubbed 

18 

6 

Pus  in  tongue 

45397f 

4 

Rubbed 

2 

6 

Pus  in  tongue  and  ears 

45381m 

3 

Fed 

64 

6 

No  pus 

45609f 

5 

Fed 

23 

6 

No  pus 

45813m 

6 

33  days  depletion 

0 

Pus  in  tongue 

45726f 

7 

39  days  depletion 

0 

Rt.  eye  badly  affected 

46029f 

8 

Solvents 

+20 

0 

Both  eyes  badly  affected 

46142f 

9 

Solvents 

-21 

0 

Both  eyes,  and  pus  in  tongue 

45245m 

10  most  severe 

63  days  depletion 

-51 

0 

Pus  in  tongue,  ears,  and  left  eye 

The  above  summary  gives  the  out-  These  results  indicate  that  both  caro- 


standing  features  of  the  comparison : 

These  results  show  that,  in  general,  the 
skin  in  the  rubbed  area  showed  better 
recovery  from  depletion  than  skin  from 
the  same  area  in  the  fed  rats  with  one 
exception.  Also  that  in  a group  the  rats 
gaining  most  weight  showed  best  re- 
covery. 

Series  V. — Carotene  vs.  Fish  Oil  A 
Absorption.  In  this  series  we  contrasted 
the  absorption  of  topically  applied  caro- 
tene vs.  fed  carotene,  with  the  absorption 
of  similarly  applied  Fish  Liver  Oil  A. 
The  carotene  used  was  beta-carotene 
emulsion  in  natural  waxes  of  the  Ameri- 
can Chlorophyll  Co.  The  A used  was 
that  of  the  American  Research  Products ; 
1.2  mg.  of  the  beta-carotene  emulsion 
and  0.15  mg.  of  A.R.P.I.’s  A were  used 
(equivalent  to  30  U.S.P.  units  A)  daily. 


tene  and  vitamin  A were  absorbable  by 


Chart  2.  Contrast  in  the  growth  effect  of 
carotene  and  fish  oil  vitamin  A ester  when  fed 
by  mouth  and  applied  by  inunction. 


TABLE:  Series  V* 


Rat 


U.S.P. 

Age 

Weight 

Length 

Wt.  at 

Wt.  7 

Weight 

Net 

Method  of 

Units 

at 

at 

Clear- 

Begin- 

Days 

AFTER 

Change 

Rats 

Form  of  A 

Application 

Applied 

Start 

Start 

ing 

ning 

Previous  28  Days 

in  28  Days 

Days 

Gm. 

Days 

Gm. 

Gm. 

Gm. 

Gm. 

48059m 

Beta-C 

Fed 

30 

28 

41 

38 

112 

109 

165 

53 

48326m 

Beta-C 

Fed 

30 

27 

44 

34 

100 

100 

168 

68 

48295f 

Beta-C 

Fed 

30 

23 

44 

42 

127 

129 

184 

57 

48368f 

Beta-C 

Fed 

30 

23 

47 

40 

130 

131 

170 

40 

48060m 

A.R.P.I-A 

Fed 

30 

28 

40 

42 

115 

125 

182 

67 

48410m 

A.R.P.I-A 

Fed 

30 

29 

45 

33 

106 

106 

162 

56 

48331f 

A.R.P.I-A 

Fed 

30 

27 

43 

37 

98 

99 

148 

50 

48332f 

A.R.P.I-A 

Fed 

30 

27 

41 

39 

82 

88 

died 

48329m 

Beta-C 

Rubbed 

30 

27 

46 

33 

96 

96 

died 

48411m 

Beta-C 

Rubbed 

30 

28 

42 

29 

91 

92 

128 

37 

48366m 

Beta-C 

Rubbed 

30 

23 

43 

36 

112 

112 

159 

47 

48294f 

Beta-C 

Rubbed 

30 

23 

44 

40 

106 

106 

140 

34 

48377f 

Beta-C 

Rubbed 

30 

28 

46 

36 

106 

106 

inc. 

48378f 

Beta-C 

Rubbed 

30 

28 

45 

41 

105 

106 

inc. 

48412m 

A.R.P.I-A 

Rubbed 

30 

28 

40 

28 

87 

87 

104 

17 

48328m 

A.R.P.I-A 

Rubbed 

30 

27 

41 

37 

100 

104 

97 

-3 

48472m 

A.R.P.I-A 

Rubbed 

30 

28 

49 

35 

139 

142 

inc. 

48330f 

A.R.P.I-A 

Rubbed 

30 

27 

45 

39 

102 

109 

120 

18 

48062f 

A.R.P.I-A 

Rubbed 

30 

28 

42 

43 

104 

105 

127 

23 

48369f 

A.R.P.I-A 

Rubbed 

30 

23 

46 

44 

117 

117 

inc. 

* See  also  Chart  2. 
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intact  rat  skin  in  sufficient  amount  to 
stimulate  growth,  but  that  the  carotene 
was  better  absorbed  than  vitamin  A is 
also  indicated  in  this  test. 


That  this  was  not  due  to  difference  of  A 
unitage  in  the  sources  applied,  is  shown 
by  the  similar  effect  of  the  two  sources 
when  fed. 


\ 


EXAMINATIONS— AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


Application  for  admission  to  the  Group  A, 
May,  1939,  Board  examinations  must  be  on  file 
in  the  Secretary’s  Office  not  later  than  March  15, 
1939. 

The  general  oral,  clinical,  and  pathologic 
examinations  for  all  candidates,  Part  II  Examina- 
tions (Groups  A and  B),  will  be  conducted  by  the 
entire  Board,  meeting  in  St.  Louis,  Missouri,  on 
May  15  and  16,  1939,  immediately  prior  to  the 
annual  meeting  of  the  American  Medical  Asso- 
ciation. Notice  of  time  and  place  of  these 
examinations  will  be  forwarded  to  all  candidates 
well  in  advance  of  the  examination  dates. 

Candidates  for  re-examination  in  Part  II 
(Groups  A and  B),  must  request  such  re-examina- 


tion by  writing  the  Secretary’s  Office  before 
April  1,  1939.  Candidates  who  are  required  to 
take  re-examinations  must  do  so  before  the 
expiration  of  three  years  from  the  date  of  their 
first  examination. 

The  annual  dinner  meeting  of  the  Board  to 
which  all  diplomats  and  candidates  are  invited, 
as  well  as  their  wives  and  others  interested  in  the 
work  of  the  Board,  will  be  held  at  the  Congress 
Hotel,  St.  Louis,  on  Wednesday  evening,  May 
17,  following  the  close  of  the  examinations. 

Application  blanks  and  booklets  of  informa- 
tion may  be  obtained  from  Dr.  Paul  Titus, 
Secretary,  1015  Highland  Building,  Pittsburgh, 
Pennsylvania. 


MEDICO-MILITARY  PREPAREDNESS  EXHIBIT 


On  Monday,  April  10,  1939,  there  will  be  held 
at  the  Seventy-First  Regiment  Armory,  in  New 
York  City,  the  second  exhibit  on  Medico-Mili- 
tary Preparedness.  This  exhibit  is  being  pre- 
pared under  the  auspices  of  the  medical  officers 
of  the  organized  reserve  of  the  metropolitan  area. 
The  committee  in  charge  consists  of  Lt.  Col. 
Edgar  W.  White,  Col.  Harry  C.  Saunders,  secre- 
tary, and  Col.  John  L.  Kant  or,  chairman. 

Among  the  exhibits  shown  by  the  regular  army 
last  year  was  the  experimental  four-wheel  drive 
ambulance  which  can  climb  a forty-five  degree 
grade  with  ease  in  rainy  weather;  the  new  ambu- 
lance body  invented  by  the  Research  Laboratory 
at  Carlisle  Barracks,  convertible  so  as  to  carry 
easily  four  litter  cases  or  five  ambulatory  cases; 
an  airplane  crash  outfit;  and  an  arctic  rescue 
unit.  These  contributions  were  demonstrated 
by  regular  army  officers  detailed  from  the 
Medical  Field  Service  School  at  Carlisle  Barracks, 
Pa.  There  will  be  a similar  display  this  year. 

The  original  exhibits  made  by  reserve  officers 


included  training  planes  of  typical  units  and  in- 
stallations, administrative  charts,  tables,  dia- 
grams, models,  sanitary  installations,  and  war 
problems  with  their  solutions.  An  interesting 
group  of  demonstrations  illustrated  the  progress 
of  a wounded  soldier  from  the  front  line  to  the 
General  Hospital  in  the  rear.  These  items  were 
prepared  by  medical,  dental,  and  medical  ad- 
ministrative officers  of  the  Reserve  Corps. 

This  year  the  exhibits  by  this  group  of  officers 
promise  to  be  still  more  numerous,  interesting, 
and  instructive.  It  is  planned  to  have  entirely 
novel  presentations  by  veterinary  and  chemical 
warfare  (gas)  officers.  The  coming  exhibit  will 
be  publicized  so  that  not  only  all  reserve  officers 
but  all  National  Guard  officers  and  officers  of 
the  regular  army  stationed  in  the  metropolitan 
area  will  be  invited  to  attend.  In  addition,  the 
exhibit  will  be  open,  as  it  was  last  year,  to  the 
entire  medical,  dental,  and  veterinary  professions, 
to  medical  students  and  nurses,  and  to  the  general 
public.  No  tickets  of  admission  will  be  required. 


AFTERPAINS 


Stuart  B.  Blakely,  M.D.,  Binghamton,  New  York 


Iower  abdominal  pains  after  labor 
u caused  by  intermittent  uterine  con- 
tractions are  called  “afterpains.”  Under 
the  term  “tranchees,”  French  obstetri- 
cians have  written  of  them  in  considerable 
detail.  They  are  intermittent;  are  asso- 
ciated with  visible  and  palpable  uterine 
contractions  as  evidenced  by  hardening, 
rounding,  and  elevation  of  that  organ; 
and  are  localized  in  the  lower  abdomen 
and  (occasionally)  the  upper  thighs,  but 
rarely — possibly  never — felt  in  the  sacral 
area.  It  is  not  necessary  to  labor  the 
point  that  they  are  caused  by  uterine  con- 
tractions. In  genesis  and  character  they 
are  like  first  stage  labor  pains,  though 
usually  of  longer  duration. 

A study  was  made  of  50  puerperal 
patients  who  recorded  1,529  afterpains — 
there  were  probably  more.  On  the  aver- 
age, they  began  between  five  and  six 
hours  postpartum.  Afterpains  rarely  be- 
gin immediately  after  labor;  a patient’s 
complaint  of  lower  abdominal  pain  at 
that  time  should,  until  proved  otherwise, 
be  considered  under  some  other  and  occa- 
sionally a more  serious  diagnosis.  Their 
frequency  was  absolutely  irregular,  rang- 
ing from  a few  minutes  to  hours.  It 
would  seem  that  pain  does  not  accompany 
every  postpartum  uterine  contraction. 
The  duration  of  the  greatest  number  was 
between  one  and  three  minutes.  Fifteen 
per  cent  lasted  less  than  one  minute  (over 
half  of  this  figure  was  furnished  by  3 
patients) ; 4 per  cent  lasted  ten  minutes  or 
more,  in  2 cases  over  thirty  minutes. 
They  rarely  continued  beyond  forty-eight 
hours . A good  yardstick  for  their  severity 
is  not  at  hand. 

Afterpains  vary  from  a vague  discom- 
fort to  an  unnerving  agony,  severe  enough 
to  induce  even  vomiting  and  shock.  Not 
only  do  patients  themselves  present  great 
variations  in  psychic  reaction  to  pain  in 


general;  but  uteri,  also,  exhibit  a wide 
range  of  sensitiveness  and  reaction  to  lo- 
cal and  other  stimuli — something  not 
easily  explained  by  such  ignorance  con- 
cealing terms  as  “pain  threshold”  and 
“adequate  stimuli.”  The  fundus  is  the 
most  sensitive  part  of  the  uterus  and 
sometimes  the  slightest  touch  upon  it 
provokes  or  augments  afterpains.  Less 
frequently,  irritation  anywhere  in  the  geni- 
tal tract,  a full  bowel  or  bladder,  the  tak- 
ing of  food  or  drink,  or  even  turning  in 
bed  are  initiating  causes. 

Afterpains  are  frequently  started  or 
made  worse  by  suckling  or  any  stimula- 
tion of  the  nipple.  In  some  patients  they 
occur  only  at  that  time,  and  are  occa- 
sionally severe  enough  to  make  the 
woman  dread  or  even  refuse  to  nurse. 

Afterpains  are  stated  to  be  favored  by 
exaggerated  uterine  distension,  as  after 
twins  or  polyhydramnios;  long  difficult 
labor;  rapid  labor  with  hard  pains;  pre- 
mature separation  of  the  placenta;  large 
placenta ; uterine  atony  ( ?) ; foreign  body 
in  the  uterus ; slight  infection  of  the 
uterus  (any  infection  more  than  slight 
stops  them,  particularly  streptococcic). 

Finally,  afterpains  are  rare  in  primip 
arae,  but  almost  the  rule  in  multiparae 
This  fact  has  been  expressed  by  two  axi- 
oms : (1)  the  greater  the  parity,  the  greater 
the  pains ; (2)  a diagnosis  of  afterpains  in 
a primipara  is  always  doubtful — state- 
ments essentially  though  not  entirely 
true.  On  close  questioning  a fair  percent- 
age of  primiparae  will  admit  to  at  least 
some  lower  abdominal  discomfort  for  the 
first  day  or  two  postpartum  caused  by 
uterine  contractions,  which  they  ascribe 
to  “gas”  or  some  mysterious  “normal” 
postpartum  process.  Multiparae  occa- 
sionally suffer  a great  deal  of  pain  after 
some  of  their  labors,  after  others  little  or 
none  at  all.  One  X-para  claimed  that 
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she  had  never  had  any  pain  after  any  of 
her  babies.  The  causal  factors  in  these 
variations  are  not  easily  identified.  It  is, 
however,  entirely  true  that  severe  after- 
pains  are  rare  in  primiparae. 

The  foregoing  comprises  nearly  all  that 
is  definitely  known  about  the  subject 
under  discussion,  i.e.,  afterpains.  Two 
points  are  of  outstanding  interest:  (1) 

the  relation  between  nipple  stimulation 
and  afterpains ; (2)  the  frequency  of  after- 
pains  in  multiparae,  in  contrast  with 
their  relative  rarity  in  primiparae.  Were 
these  two  satisfactorily  explained,  after- 
pains  would  present  far  less  mystery. 
Thirty-three  years  ago  Joseph  Halban10 
wrote  a remarkable  paper  bearing  on  one 
of  these  problems  under  the  title  “The 
Internal  Secretion  of  the  Ovary  and  Pla- 
centa and  Its  Significance  for  the  Func- 
tion of  the  Mammary  Gland.”  It  was 
almost  prophetic,  and  the  result  of  pure 
clinical  observation  and  inductive  reason- 
ing. Few  can  hope  to  even  approach  the 
extent  and  thoroughness  of  his  investiga- 
tions or  the  brilliance  of  his  logic.  That 
article  is  still  distinctly  worth  reading. 
The  writer  of  the  present  paper  wishes  to 
subject  the  old  accepted  theories  about 
the  two  phenomena  above  mentioned  to  a 
critical  examination ; and,  on  the  basis  of 
the  study  of  the  scanty  literature  and  an 
analysis  of  afterpains  occurring  in  50 
patients,  to  offer  a more  reasoned  explana- 
tion for  their  occurrence.  By  no  means 
does  he  claim  to  have  all  the  answers,  or 
to  know  all  the  factors  involved.  One  of 
the  most  common,  but  obscure  and  neg- 
lected, postpartum  complaints  merits 
some  study  and  thought.  The  conclu- 
sions must  be  somewhat  speculative  and 
not  completely  susceptible  to  scientific 
proof.  This  weakness  is  inherent  in  the 
nature  of  the  subject. 

Nipple  Stimulation  and  Afterpains 

To  properly  approach  the  first  prob- 
lem, i.e.,  the  relation  between  nipple 
stimulation  and  afterpains,  it  is  neces- 
sary to  speak  briefly  of  the  modem  and 
intriguing  theories  of  lactation.5*  19>20> 26 
The  obstetrician  is  familiar  with  three 


physiologic  phenomena  of  the  breasts  and 
nipples. 

1.  The  growth  and  development  of 
the  breasts  during  pregnancy.  Estrin, 
produced  by  the  placenta,  provides  the 
stimulus.  This  hormone  is  believed  also 
to  inhibit  the  pituitary  (and  possibly  the 
breasts  directly),  and  to  sensitize  the 
uterine  muscle  to  “oxy toxin,”  a general 
term  applied  to  postpituitary  secretion 
or  other  uterine  stimulating  substance. 
With  the  expulsion  of  the  placenta  the 
high  level  of  blood  estrin  falls  rapidly,  and 
its  restraining  action  on  the  pituitary 
ceases. 

2.  Lactation.  Suckling  causes  the 
flow  of  milk  from  the  breasts;  if  nursing 
stops,  milk  secretion  also  stops.  There 
is  ample  experimental  and  clinical  evi- 
dence that  this  action,  both  centripetal 
and  centrifugal,  is  hormonal  and  not  a 
nervous  reflex.  W*24*26*28* 29  Nipple  stimu- 
lation produces  in  the  breast  tissue  a 
hormone,  still  hypothetic,  that  is  carried 
by  the  blood  to  the  anterior  pituitary. 
Acted  upon  by  this  breast  hormone,  the 
anterior  pituitary  secretes  the  well  at- 
tested galactin  or  prolactin  which,  carried 
in  turn  to  the  breasts,  functionally  stimu- 
lates milk  production.  The  classic  ex- 
ample in  man  was  the  pygopagus  female 
Blazek  twins.  One  of  them  became 
pregnant ; during  the  pregnancy  the 
other  twin  menstruated  till  the  eighth 
month;  after  delivery  both  twins  nursed 
the  child.6 

3.  The  relation  between  suckling  and 
afterpains — our  first  problem.  It  is  a 
well-known  clinical  observation  that  me- 
chanical stimulation  of  the  nipples  fre- 
quently causes  or  intensifies  afterpains, 
i.e.,  uterine  contractions.  It  is,  of  course, 
obvious  that  this  is  effected  either 
through  the  nervous  system,  a nervous 
reflex,  or  through  the  medium  of  the  cir- 
culating blood,  a hormonal  action.  The 
usual  explanation  is  a nervous  reflex. 
There  are  two  great  and  (to  the  writer) 
insurmountable  objections  to  this  idea: 

(1)  the  nervous  pathways  between  the 
breasts  and  the  uterus  have  never  been 
traced,  not  even  well  guessed  at;  and 

(2)  the  time  response,  usually  more  than 
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two  minutes,  is  longer  than  any  known 
nervous  reflex.  It  is  also  reasonably  cer- 
tain that  all  other  growth  and  functions 
of  the  breasts  are  under  endocrine  control, 
and  it  is  hard  to  believe  that  suckling  pro- 
duces one  effect  by  hormone  action  and 
another  through  the  nervous  system. 
Finally,  the  only  known  method  of  stimu- 
lating uterine  contraction  is  hormonal. 
The  weight  of  evidence  is  for  hormonal 
actions. 

The  possible  hormones  concerned  in  the 
production  of  afterpains  by  nipple  stimu- 
lation are  a postulated  “mammin”  from 
breast  tissue,  or  an  oxytoxin  from  the 
pituitary  or  elsewhere.  Mammin  is  stated 
to  be  antagonistic  to  estrin  and  postpitui- 
tary,  but  stimulating  to  the  anterior 
pituitary.  There  is  some  evidence  that 
mammary  substance  or  extract  has  an 
inhibiting  effect  or  influence  on  the  ovaries 
and  the  uterine  mucosa  and  causes  the 
uterine  muscle  to  contract.6  There  is  a 
considerable  literature  (predominantly 
Italian)  on  the  good  results  obtained  with 
this  preparation  in  uterine  bleeding.  One 
writer  uses  what  he  terms  “automam- 
minization”  through  hot  mud  stimulation 
of  the  breasts  in  the  treatment  of  this  con- 
dition.25 In  favor  of  an  oxytoxin  from 
the  pituitary  is  the  fact  that  suckling 
stimulates  at  least  one  portion  of  that 
gland,  and  also  the  fact  that  pituitrin  is 
not  only  oxytoxic  but  also  has  a markedly 
stimulating  effect  on  milk  expulsion  from 
the  breasts.5 

To  recapitulate — the  production  or  in- 
tensification of  afterpains  by  nipple 
stimulation,  e.g.,  the  act  of  nursing,  is 
hardly  a nervous  reflex  but  probably  the 
result  of  hormonal  action.  The  source 
of  the  oxytoxic  hormone  is  possibly  the 
breasts,  but  more  likely  the  pituitary 
gland.  It  is,  however,  well  to  remember 
that  there  are  still  many  large  and  impor- 
tant hiatuses  in  our  knowledge  of  the  en- 
docrines.  We  yet  do  not  know  what 
makes  the  uterus  contract,  nor  do  we 
know  that  pituitrin  or  any  other  oxytoxin 
is  the  cause  of  the  onset  or  the  continua- 
tion of  labor.23*27 


Cause  of  Afterpains  and  Greater 
Frequency  in  Multiparae 

Rythmic  uterine  contractions  are  nor- 
mal in  all  puerperal  uteri,  after  all  labors. 
They  serve  to  empty  the  uterus,  to  pre- 
vent bleeding,  to  hasten  involution,  and 
to  prevent  infection.  They  represent  a 
conservative  process  which  is  definitely 
aided  by  the  good  physiologic  act  of  nurs- 
ing. The  older  practitioners  held  that 
strong  afterpains  were  of  good  prognostic 
significance  because  any  serious  infection 
in  the  uterus  stops  them,  though  slight 
infection  seems  to  make  them  worse.  We 
come  now  to  our  second  problem.  Why 
are  these  uterine  contractions,  normal 
after  all  labors  and  conservative  in  pur- 
pose painful  at  all,  and  why  are  they 
usually  painful  in  multiparae  and  only 
rarely  so  in  primiparae?  The  following 
conventional  explanations  are  quoted  from 
three  well-known  obstetric  textbooks. 

Williams30:  “In  primiparous  women 

the  puerperal  uterus  remains  in  a state  of 
tonic  contraction  and  retraction,  unless 
it  has  been  subjected  to  unusual  disten- 
sion, or  blood  clots  or  other  foreign  bodies 
have  been  retained  in  its  cavity,  as  a con- 
sequence of  which  active  contractions  oc- 
cur in  the  effort  to  expel  them.  In  the 
multiparous  woman,  on  the  other  hand, 
the  uterus  has  lost  part  of  its  initial  ton- 
icity so  that  persistent  contraction  and  re- 
traction cannot  be  maintained  and  conse- 
quently it  contracts  and  retracts  at  inter- 
vals, the  contractions  giving  rise  to  pain- 
ful sensations  which  are  known  as  after- 
pains.” 

Irving12:  “Afterpains  are  due  to  the 
presence  of  clots  in  the  uterus  and  result 
from  the  contractions  set  up  to  expel 
them.  They  are  more  in  multiparae  be- 
cause their  uteri  are  more  relaxed  and  a 
moderate  amount  of  bleeding  is  more 
likely  to  occur.” 

DeLee7:  “Multiparae  suffer  more  with 
painful  uterine  contractions  than  do 
primiparae.  Occurring  in  the  latter  they 
give  rise  to  the  suspicion  of  infection  or  of 
the  retention  of  clots  or  placental  frag- 
ments in  the  uterus.  They  are  due  to  lack 
of  tonus  of  the  uterine  muscle.” 
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Let  us  combine  these  explanations  into 
a series  of  statements  upon  which  com- 
ment may  be  made,  in  agreement  or  in 
disagreement,  or  in  calling  their  accuracy 
or  plausibility  into  question. 

Statement  1.  Afterpains  are  caused  by 
contractions  of  the  uterus.  Comment: 
With  this  there  is  complete  agreement. 

Statement  2.  The  primiparous  uterus 
remains  postpartum  in  a state  of  tonic 
contraction  and  retraction.  Comment: 
This  is  not  true,  for  all  uteri,  both  primip- 
arous and  multiparous,  exhibit  rythmic 
contractions  and  relaxations  after  labor. 
Incidently,  the  process  of  retraction  does 
not  continue  postpartum  for  the  term  im- 
plies the  presence  of  something  over 
which  or  from  which  to  retract. 

Statement  3.  The  postpartum  multip- 
arous uterus  has  lost  part  of  its  initial 
tonicity.  Comment:  There  seems  to  be 
no  question  but  that  all  uteri  lose  tone  or 
tonus  very  rapidly  after  delivery.  An- 
toine1 has  demonstrated  this,  and  also 
that  the  uterus  contracts  very  forcibly 
after  labor,  the  amplitude  of  the  contrac- 
tions often  being  greater  than  at  any 
other  time  of  its  activities.  But  there  is 
no  evidence,  experimental  or  clinical, 
with  which  the  writer  is  familiar,  that  the 
multiparous  uterus  postpartum  shows 
greater  loss  of  tone  or  less  tendency  to 
contract  than  the  primiparous  uterus,  or 
that  its  contractions  are  less  strong,  or 
less  firm  or  different  in  any  way. 

Statement  4.  The  alleged  loss  of  tone 
allows  more  bleeding  into  the  uterine 
cavity  and  the  uterus  is  thereby  stimu- 
lated to  contract.  Comment:  Does  any 
such  bleeding  occur?  Do  multiparae 
have  more  clots  or  more  bleeding  post- 
partum? Do  multiparae  with  placenta 
praevia  have  less  afterpains,  because  in 
that  condition  the  chief  bleeding  area  is 
not  within  the  contractile  portion  of  the 
uterus? 

Statement  5.  Afterpains  are  due  to  the 
efforts  of  the  uterus  to  expel  blood,  clots 
(particularly  incriminated),  or  other  for- 
eign body.  Comment:  While  it  is  true 
that  most  smooth  muscle  pain  with  which 
we  are  familiar  is  the  result  of  muscular 
contraction  against  resistance,  it  is  also 


true  that  a normal  hollow  muscular  or- 
gan, not  in  the  presence  of  inflammation, 
expels  its  contents  without  pain  unless  it 
meets  resistance  or  obstruction.  Is  the 
uterus  an  exception?  What  and  where  is 
the  resistance  in  the  birth  tract  that  pro- 
duces any  obstruction?  The  lower  uter- 
ine segment  and  cervix  certainly  offer  no 
resistance  during  the  usual  period  of 
afterpains.  On  the  third  day  postpar- 
tum two  fingers  can  be  passed  into  the 
uterus.  The  expulsion  of  the  placenta 
from  the  contractile  portion  of  the  uterus 
in  the  third  stage  of  labor  rarely  seems  as 
painful  as  most  afterpains.  Retained 
placenta  and  postabortal  and  postpartum 
intrauterine  packing  rarely  cause  pain 
severe  enough  to  require  their  removal  for 
that  reason  alone.  Afterpains  last  longer 
than  is  necessary  for  the  expulsion  of  a 
clot,  and  they  cease  gradually  and  not 
suddenly,  as  they  would  were  an  obstruc- 
tion overcome.  The  frequency  of  the 
pains  do  not  show  a corresponding  num- 
ber of  clots.  Why  does  the  blood  not 
simply  run  out,  why  must  it  clot?  Is  the 
presence  of  clots,  each  time,  the  cause  of 
the  pains  that  so  often  follow  nursing? 
Why  do  not  ergot  and  pituitrin  stop 
afterpains  when  the  alleged  clots  are  ex- 
pelled, instead  of  making  them  worse  for 
some  time  afterward?  It  is  true,  of 
course,  that  the  expulsion  of  larger  for- 
eign bodies  such  as  placental  fragments 
and  larger  clots  do  cause  pain  though 
rarely  severe,  but  in  this  case  there  is 
definite  resistance  due  to  their  size. 

The  foregoing  analysis  seems  to  force 
the  conclusion  that  the  usual  explanation 
of  the  cause  of  afterpains  and  their 
greater  frequency  in  multiparae  is  inade- 
quate, is  wide  open  to  criticism,  and  rests 
on  traditional  statements  and  not  much 
scientific  evidence. 

Two  modem  viewpoints,  the  one  physio- 
logic and  the  other  anatomic,  seem  to 
furnish  the  clue  to  a truer  or  better  ex- 
planation. 

1.  The  probable  cause  of  pain  in  any 
contracting  muscle,  possibly  not  even 
excluding  inflammation,  is  ischaemia  of 
that  muscle,  whatever  the  cause  of  the 
ischaemia.  This  is  the  best  explanation 
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of  the  pain  of  skeletal  muscles  under  con- 
trolled experimental  ischaemia,  of  inter- 
mittent claudication,  of  coronary  throm- 
bosis.15*17* 2 2 Lackner14  and  Lubin  have 
suggested  this  possibility  in  reference  to 
uterine  muscle.  Moir, 18  in  studying  dys- 
menorrhea by  intrauterine  bag,  demon- 
strated that,  when  the  intrauterine  pres- 
sure exceeded  the  systolic  blood  pressure, 
the  patient  felt  pain  in  the  uterus.  We 
are  not  interested  in  the  mechanism  or 
chemistry  of  this  phenomenon,13  but  in 
the  fact  that,  to  the  best  of  today’s  belief, 
pain  occurs  in  an  exercising  muscle  when 
it  is  deprived  of  blood. 

2.  There  is  considerable  evidence  that 
the  structure  of  the,  uterus  is  profoundly 
altered  by  pregnancy.4*21  Grossly,  mul- 
tiparous uteri  are  thicker  and  harder. 
Anemia  is  the  basal  factor  in  involution, 
and  the  blood  vessels,  particularly  the 
arteries,  are  the  center  of  these  changes. 
According  to  Goodall9  the  majority  of 
the  uterine  arteries  are  obliterated  post- 
partum, new  vessels  being  later  formed  in 
these  areas.  In  and  about  these  areas 
are  deposited  large  amounts  of  “elastoid” 
material,  preceded  and  followed  by  vari- 
ous types  of  degenerative  processes. 
This  so-called  “pregnancy  sclerosis”  rep- 
resents a permanent  and  characteristic 
change  in  the  vessels  of  the  uterus,  and 
renders  possible  the  differential  diagnosis 
by  the  microscope  between  primiparous 
and  multiparous  uteri.  It  seems  reason- 
able that  these  extensive  changes  result 
in  a relatively  poor  circulation  in  the 
multiparous  uterus.  To  this  add  the 
fact  that  all  uteri  are  more  or  less  “blood- 
tight”  directly  postpartum.  Conse- 
quently, uterine  contractions  of  a given 
intensity,  while  not  able  to  produce  an 
ischaemia  sufficient  to  cause  afterpain  in 
a primiparous  uterus,  would  do  so  in  a 
multiparous  uterus. 

To  recapitulate:  Ischaemia  of  the  uter- 
ine muscle  is  the  probable  cause  of  after- 
pains.  Their  greater  incidence  in  mul- 
tiparae  seems  best  explained  by  the  fact 
that  the  circulation  in  their  uteri  has  been 
compromised  by  involutionary  vascular 
changes  in  and  about  the  blood  vessels, 


and  a pain-producing  ischaemia  is  more 
easily  induced. 

Now  a few  miscellaneous  things 
about  afterpains,  and  finally  and  briefly 
their  treatment.  The  greater  frequency  , 
of  afterpains  following  excessive  uterine 
distension  may  be  due  to  a more  severe 
immediate  damage  to  the  intimate  blood 
supply.  The  higher  incidence  of  after- 
pains  in  the  presence  of  uterine  fibroids 
may  be  explained  on  the  basis  of  local 
ischaemia,  in  or  about  the  tumors,  or  be- 
cause the  fibroids  stimulate  the  uterus  to 
stronger  contractions.  The  lag  or  delay 
in  the  appearance  of  the  pains  postpartum 
may  be  due  to  the  possibility  that  the 
uterine  circulation  at  first  may  be  ade- 
quate to  prevent  sufficient  ischaemia,  or 
that  the  oxytoxin  has  not  yet  been  se- 
creted in  sufficient  quantity.  Why  do 
afterpains  cease  after  about  forty-eight 
hours?  The  high  estrin  blood  content 
during  late  pregnancy  has  sensitized  the 
uterine  muscle  to  oxytoxin,  and  it  may  be 
that,  as  the  estrin  falls,  the  uterus  reacts 
less  strongly  to  that  stimulus. 

Some  interesting  observations  were 
made  by  several  careful  and  intelligent 
patients  among  those  studied.  They 
noted  that,  at  times,  one  or  more  of  the 
following  phenomena  accompanied  their 
afterpains,  set  down  here  in  the  order  of 
frequency:  (1)  Increased  vaginal  flow — 
this  is  a common  feature  of  afterpains 
which  does  not  at  all  prove,  however, 
that  the  expulsion  of  the  blood  or  clots  is 
directly  from  the  contractile  portion  of 
the  uterus,  or  that  the  increased  flow 
means  bleeding  into  the  uterus  from 
which  it  is  expelled  by  that  individual 
contraction;  (2)  “gas,”  slight  abdominal 
pain  with  rumbling  and  expulsion  of 
flatus;  (3)  slight  frontal  headache — it  is 
interesting  to  speculate  if  the  headache  so 
commonly  complained  of  by  puerperal 
patients  might  be  of  pituitary  origin,  due 
to  increased  activity  of  that  gland;  (4) 
nausea;  (5)  desire  to  urinate;  (6)  desire 
to  move  the  bowels.  Four  of  these 
symptoms — “gas,”  headache,  desire  to 
urinate,  and  desire  to  move  the  bowels — 
may  be  due  to  increased  secretion  of  oxy- 
toxin. As  might  be  expected,  the  more 
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severe  the  pains,  the  more  apt  were  the 
symptoms  to  occur. 

In  contrast  to  the  pain  caused  by  nurs- 
ing, some  few  women  derive  considerable 
% pleasure,  described  as  sexual,  from  the 
act.  The  nipple  and  breast  form  an  eroge- 
nous zone.  The  pleasurable  sensation 
may  result  from  a combination  of  some 
curious  psychic  reaction,  uterine  contrac- 
tions and  other  genital  phenomena  set  up 
by  the  act  of  nursing,  or  factors  yet  un- 
known. 

Relief  of  Afterpains 

In  various  parts  of  Europe  it  was  an 
old  belief  that  some  of  the  lochial  blood 
swallowed  by  the  woman  would  stop 
afterpains,  which  were  thought  to  be  due 
to  the  animal  nature  of  the  uterus  seeking 
wildly  for  the  child  it  had  lost.  Hobbs,11 
believing  that  afterpains  are  due  to  clots 
and  lack  of  drainage,  states  that  the  in- 
jection of  glycerin  into  the  uterus  through 
an  inlaid  catheter  prevented  them  in  75 
per  cent  of  his  cases.  According  to  Moir, 
such  procedure  has  no  effect  on  uterine 
contractions.  Contrary  to  a prevalent 
idea — and  formerly,  at  least,  taught — 
ergot  does  not  help  afterpains,  or  at  least 
did  not  do  so  in  the  series  studied  by  the 
writer.  Those  women,  who  received  er- 
got preparations  at  the  end  of  the  third 
stage  of  labor,  had  more  severe  afterpains 
than  those  who  did  not  receive  them; 
also,  the  administration  of  ergot  for  the 
relief  of  afterpains  failed  to  do  so,  but  in- 
variably made  them  worse.  Pituitrin 
and  pitocin  seemed  to  have  the  same 
worsening  effect,  though  the  evidence  is 
less  convincing.  Adrenalin  in  1.0  cc. 
doses  usually  gave  more  or  less  temporary 
relief,  but  the  most  of  those  receiving  this 
drug  complained  of  palpitation  of  the 
heart.  Whatever  relief  is  experienced  by 
the  application  of  an  icebag  would  seem 
to  be  due  to  the  local  effect  on  the  skin 
and  not  to  stimulation  of  the  uterus. 
Lubin16  claims  that  progestin  in  a single 
dose  relieved  89.6  per  cent  of  his  pa- 
tients. Whether  due  to  a less  potent 
preparation  or  what  not,  only  a few  of 
the  patients  were  helped  by  this  product, 
although  the  effect,  in  some  cases,  was 


striking.  Concerning  other  medicaments, 
such  as  prostigmin,  atropine,  and  the  bar- 
biturates, there  is  no  report.  For  real  re- 
lief, opium  in  some  form,  usually  mor- 
phine, proved  to  be  the  bulwark. 

Summary  and  Conclusion 

Afterpains  are  caused  by  uterine  con- 
tractions. The  pain  itself  is  probably 
due  to  an  ischaemia  of  the  uterine  muscle. 

Their  greater  frequency  in  multiparae 
is  due  to  the  probability  that  the  circula- 
tion in  their  uteri  has  been  compromised 
by  the  involutional  structural  changes 
about  the  blood  vessels,  so  that  an  ischae- 
mia sufficient  to  cause  pain  is  more  easily 
produced  by  uterine  contraction. 

Several  factors,  some  of  a circulatory 
nature  and  others  that  increase  the  in- 
tensity of  the  contractions,  favor  their 
occurrence. 

Afterpains  set  up  or  augmented  by 
nipple  stimulation,  such  as  nursing,  are 
apparently  not  the  result  of  a nervous  re- 
flex but  probably  result  from  hormonal 
action.  The  oxy toxic  hormone  is  pro- 
duced in  the  breasts  themselves  (a  hypo- 
thetic “mammin”),  or  indirectly  in  the 
pituitary  or  elsewhere. 

In  general,  known  oxytoxics  make 
afterpains  worse,  i.e.,  more  severe.  While 
other  medication  and  treatments  are  help- 
ful, morphine  is  the  most  dependable,  sat- 
isfactory and  the  cheapest  remedy. 

All  pain  is  a complicated  phenomenon, 
whose  complete  solution  and  understand- 
ing is  still  far  off.  It  is  especially  elusive 
in  the  physiologic  storm  of  the  puer- 
perium. 

16  Stratford  Place 
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Discussion 

Dr.  Irving  W.  Potter,  Buffalo — The  theories 
advanced  as  to  the  cause  of  afterpains  can  be 
discussed  from  various  angles  but  the  practical 
part  of  this  subject  is  the  treatment  of  the 
patient  for  the  relief  of  the  pain. 

First  we  must  bear  in  mind  that  the  uterus  is 
a hollow  muscular  organ  with  thick  walls,  and 
like  every  other  muscle  becomes  tired  when 
subjected  to  too  long  a period  of  contraction  and 
relaxation.  Realizing  this,  it  becomes  our  duty 


to  cut  the  second  stage  of  labor  to  as  short  a 
time  as  possible,  better  still  to  eliminate  it  en- 
tirely, thus  relieving  the  uterus  of  the  long 
period  of  strain. 

A uterus  that  has  experienced  a long  period  of 
contraction  and  relaxation  has  not  the  strength 
to  hold  itself  firm,  thereby  preventing  the  ac- 
cumulation of  blood  which  causes  pain  to  expel. 
Therefore  let  us  treat  this  condition  by  preven- 
tive means  by  trying  to  eliminate  the  cause. 

That  brings  us  to  the  question  we  have  always 
raised ; that  at  the  end  of  the  first  stage  of  labor 
the  patient  should  be  delivered.  We  are  par- 
tial to  version  and  extraction  under  surgical 
anesthesia,  preferably  using  chloroform  admin- 
istered by  an  experienced  anesthetist.  The 
uterus  then  contracts  and  stays  contracted  in 
the  pelvis,  involution  proceeds  and  we  do  not 
have  the  conditions  found  where  the  second  stage 
of  labor  is  prolonged. 

This  lack  of  tone  and  possible  anemia  of  the 
uterine  muscle  are  reasons  why,  in  cases  of  over- 
distension of  the  uterus,  the  afterpains  are  more 
in  evidence,  as  the  essayist  has  stated. 

I cannot  agree  that,  in  cases  where  fibroids 
complicate  labor,  the  afterpains  are  greater. 
In  our  experience  that  does  not  occur. 

I agree  that  the  best  treatment  is  morphine  in 
doses  large  enough  to  quiet  the  patient ; that  is, 
grains  l/i  by  hypo.  This  should  not  be  given 
until  the  child  has  finished  nursing,  so  as  not  to 
affect  the  child. 

Emptying  the  bowels  by  free  catharsis  is  also 
an  aid  in  quieting  these  pains,  and  the  bladder 
should  be  emptied  at  regular  intervals,  by 
catheter  if  necessary. 


WRITE  IT  RIGHT,  AND  SAVE  REGRETS 

Doctors  who  write  papers  are  usually  very 
busy  men  and  have  many  interferences  when 
composing  their  manuscripts.  This  is  taken  into 
consideration  by  the  publisher,  who  has  his 
troubles  and  weak  places.  “Our  experience,”  re- 
marks the  editor  of  The  Mississippi  Doctor,  “has 
indicated  that  about  nine-tenths  of  the  essayists 
desire  to  make  changes  by  the  time  the  proof 
gets  back  to  them,  take  out  words  and  sentences 
or  phrases  and  put  in  others.  This  causes  much 
delay  and  much  expense  to  the  publisher.  Under 


the  masthead  of  a journal  of  national  circulation 
we  find:  ‘Changes  other  than  the  correction  of 
errors  will  not  be  permitted  after  the  article  has 
been  set  in  type,  so  be  sure  to  write  your  paper 
the  way  you  want  it  printed.’  The  writer  who 
has  had  no  experience  around  a print  shop  finds 
it  easy  to  blame  the  linotype  man  for  making 
errors,  but,  in  truth,  the  greatest  difficulty  comes 
because  so  many  essayists  do  not  have  their 
articles  exactly  as  they  want  them  to  appear  and 
do  not  have  their  copy  double  spaced  and  typed.” 


CLINICAL  EXPERIENCES  WITH  SULFANILAMIDE  THERAPY 

With  Special  References  to  Toxic  Effects 

Reuben  Ottenberg,  M.D.,  New  York  City 
( From  the  Mount  Sinai  Hospital) 


There  are  two  stages  in  the  intro- 
duction of  a new  mode  of  therapy — 
the  experimental  and  the  clinical.  After 
the  fundamental  experimental  work  has 
been  done,  each  individual  group  of 
physicians  has  to  learn  from  its  own 
practical  experience  in  what  clinical 
conditions  the  drug  is  of  use,  which  is  the 
best  mode  of  administration,  and  what 
are  the  accompanying  dangers  and  toxic 
effects. 

I have  followed  approximately  200 
hospitalized  cases  treated  with  sulfanila- 
mide. In  addition  to  these  a considerable 
number  of  cases  have  been  studied  and 
reported  to  me  by  colleagues  in  several  of 
the  specialties.  From  this  experience  I 
have  been  able  to  draw  some  definite 
conclusions.  For  statistical  purposes 
this  experience  is  of  limited  value  because 
the  number  of  cases  of  any  one  kind  is 
small  and  because  it  was  impossible,  on 
account  of  the  varied  nature  of  the  cases 
and  the  necessity  for  surgical  or  other 
forms  of  treatment,  to  assemble  a series 
of  suitable  control  cases.  I shall  present 
the  experience  of  the  group  which  I 
represent  but  my  conclusions  will  be 
made  with  due  reference  to  the  literature. 
I have  recently  reviewed  this  literature 
in  a paper  before  the  Academy.* 

Sulfanilamide  was  introduced  as  a 
specific  chemotherapeutic  agent  for  hemo- 
lytic streptococcus  infections.  Further 
experimental  and  clinical  trials  showed 
that  it  had  a wide,  but  peculiarly  selec- 
tive, effectiveness.  Certain  organisms 
are  influenced  by  it  while  closely  related 
organisms,  for  reasons  which  at  present 
cannot  be  appreciated,  are  entirely  un- 
affected. 

The  diseases  in  which  the  drug  has 
been  used  may  be  divided  into  three 
general  groups:  (1)  those  in  which  it  is 


definitely  indicated,  (2)  those  in  which  it 
may  sometimes  be  useful,  and  (3)  those 
in  which  it  is  of  doubtful  or  no  use. 

CHART  I 

Cases  in  Which  Sulfanilamide  Is  Certainly  Useful 
Acute  Hemolytic  Streptococcus  Infections 
Streptococcus  Meningitis 
Primary  Streptococcus  Peritonitis 
Erysipelas 

Streptococcus  Septicemia  from  any  source 
Puerperal  Infections 

Colon  Bacillus  Infections — particularly  of  the  Urinary 
Tract 

Meningococcus  Meningitis  and  Meningococcemia 
Gonococcus  Infections 
Undulant  Fever  (Brucellosis) 

Chancroid  (Ducrey’s  Bacillus) 

The  most  convincing  demonstration  of 
the  therapeutic  effect  of  sulfanilamide 
has  been  in  hemolytic  streptococcus  menin- 
gitis. Our  experience  has  been  small 
but  conclusive.  All  4 of  the  cases  of 
streptococcus  meningitis  of  otitic  origin 
treated  by  Dr.  Maybaum  in  the  last  year 
have  recovered.  Also,  in  a fifth  case  in 
which  a hemolytic  streptococcus  menin- 
gitis developed  as  a complication  from 
accidental  opening  of  the  meninges  in  an 
operation  for  thoracoplasty,  the  drug  was 
successful  in  curing  the  meningitis.  On 
the  other  hand,  in  hemolytic  strep- 
tococcus meningitis  resulting  from  sinus 
disease,  the  results  were  not  favorable. 
Two  cases  of  this  kind  were  treated  and 
both  died.  Another  case  of  hemolytic 
streptococcus  infection  occurring  as  a 
terminal  event  in  a child  with  hydro- 
cephalus was  also  unsuccessfully  treated. 

The  difference  in  the  therapeutic  re- 
sults in  the  cases  of  meningitis  of  otitic 
origin  and  those  of  sinus  origin  is  possibly 
due  to  the  greater  ease  with  which  the 
cases  of  otitic  origin  can  be  adequately 
drained  by  the  surgeon.  In  all  the  men- 
ingitis cases  sulfanilamide  therapy  was 
very  intensive  and  protracted.  The  drug 
was  given  in  large  doses  by  mouth  and  in 
many  of  the  instances  it  was  also  given 


* Delivered  at  a meeting  of  the  New  York  Academy  of  Medicine,  October  6,  1938 
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intravenously  or  subcutaneously.  It  was 
not  used  intraspinally  but  frequent  spinal 
punctures  for  the  relief  of  pressure  were 
made.  An  attempt  was  made  to  main- 
tain the  concentration  of  sulfanilamide  in 
the  blood  and  in  the  spinal  fluid  well 
above  10  mg.  per  100  cc.  over  a long 
period  of  time.  We  are  in  doubt  whether 
this  is  necessary  but  it  apparently  did  no 
harm. 

The  results  in  primary  hemolytic 
streptococcus  peritonitis  were  as  good  as 
those  in  hemolytic  streptococcus  menin- 
gitis. All  4 of  the  * ‘primary”  cases 
treated  recovered.  In  2 of  the  cases 
convalescent  scarlet  fever  serum  was  also 
administered,  but  the  impression  from 
the  prompt  recoveries  was  that  the  sulfa- 
nilamide was  the  effective  agent.  It 
may  well  be  that  the  combination  of  the 
two  methods  of  treatment  (a  combination 
to  which  I refer  again  in  the  latter  part 
of  this  paper)  may  be  advantageous. 

On  the  other  hand,  in  3 cases  in 
which  a hemolytic  streptococcus  perito- 
nitis was  a late  complication  of  some 
other  disease,  the  results  were  unfavor- 
able and  the  patients  died.  One  of  these 
was  a case  of  generalized  tuberculosis 
with  amyloidosis.  Another  was  a case  of 
post-tonsillitis  septicemia  occurring  in  a 
patient  twelve  days  after  a gastrectomy. 
This  patient  apparently  recovered  from 
the  general  peritonitis  but  subsequently 
died  from  a residual  subphrenic  abscess. 
The  third  case  was  one  of  congenital 
syphilis  in  an  infant  with  a complicating 
hemolytic  streptococcus  peritonitis.  This 
instance  might  be  regarded  as  a partial 
success  since  the  peritoneum  became 
sterilized  long  before  the  death  by  ex- 
haustion of  the  patient. 

In  erysipelas  our  material  is  too  small 
for  conclusions  but  the  clinical  impression 
is  extremely  favorable.  In  14  of  the  16 
cases  there  was  prompt  subsidence  of  the 
fever  and  cessation  of  the  spread  of  the 
lesion  under  sulfanilamide  therapy.  In 
1 of  these  cases  it  must  be  pointed  out, 
however,  that  the  patient  had  done 
equally  well  on  ultraviolet  therapy  alone 
in  two  previous  attacks.  Also,  none  of 
the  cases  was  extremely  grave  or  had 


positive  blood  cultures.  In  all  of  these 
cases  the  dosage  was  moderate ; the  blood 
level  of  sulfanilamide  was  generally 
brought  up  to  only  2 to  6 mg.  per  100  cc. 
It  is  difficult  to  assess  the  value  of  sulfa- 
nilamide in  our  erysipelas  cases  be- 
cause the  results  in  previous  years,  be- 
fore the  introduction  of  sulfanilamide, 
have  often  been  very  good.  However, 
the  fact  that  all  16  cases  recovered, 
including  3 or  4 very  young  infants 
(in  whom  the  high  mortality  of  the  dis- 
ease is  universally  acknowledged)  as  well 
as  prompt  response  to  treatment  in  the 
majority  of  these  cases,  convinced  the 
clinicians  that  the  drug  had  been  effective. 

Of  the  septicemia  cases  those  with 
sinus  thrombosis  offered  the  best  oppor- 
tunity for  judging  the  effect  of  the  drug. 
It  is  well  known  that  with  suitable  surgi- 
cal intervention  the  majority  of  these 
cases  recover.  There  were  8 cases  in 
the  present  series  and  7 of  them  re- 
covered. All  of  them,  of  course,  received 
surgical  treatment.  In  2 of  them  it 
was  the  impression  that  the  drug  was  un- 
doubtedly of  great  help.  The  1 who 
died  was  a very  complicated  case,  having 
had  Grave’s  disease  at  the  time  of  in- 
fection, and  was  further  complicated  by 
suppurative  sphenoethmoiditis  with  local- 
ized meningitis. 

There  were  2 cases  of  very  severe 
streptococcus  septicemia  from  finger  in- 
fections. Both  of  them  ultimately  re- 
covered, and  unmistakably  as  a result  of 
the  drug  therapy.  One  of  them,  a child 
of  five  years,  also  received  120  cc.  of 
scarlet  fever  convalescent  serum.  Both 
of  them  happen  to  illustrate  an  important 
point  in  the  mode  of  administration  of  the 
drug  (under  which  caption  I shall  refer 
to  them  again). 

Besides  the  case  of  sinus  thrombosis  the 
only  absolute  failure  of  the  drug  in 
hemolytic  streptococcus  septicemia  was 
in  a young  woman  in  whom  the  blood 
invasion  resulted  from  an  acute  tonsillitis. 
She  was  intolerant  of  the  drug  which  was 
therefore  used  only  in  restricted  doses 
(less  than  3 grams  a day).  I shall  return 
to  this  case  later  in  discussing  toxic 
manifestations  of  the  drug. 
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A related  and  most  significant  case  was 
one  of  suppurative  cervical  adenitis 
complicated  by  thrombophlebitis  of  the 
jugular  vein.  The  blood  culture  showed 
500  colonies  of  hemolytic  streptococci 
per  cc.  During  two  weeks  the  number  of 
circulating  organisms  diminished  pro- 
gressively under  sulfanilamide  therapy 
but  the  clinical  manifestations  of  sepsis 
persisted  until  resection  of  the  internal 
jugular,  subclavian,  and  innominate 
veins.  After  this  the  patient  recovered. 
This  case  brings  out  the  very  important 
point  (which  was  illustrated  in  many 
other  cases)  that  a persisting  focus  not 
freely  accessible  to  the  circulation  may  be 
unaffected  by  sulfanilamide  in  spite  of 
the  valuable  effect  of  the  sulfanilamide  on 
the  general  spread  of  the  infection. 

Puerperal  Sepsis  was  the  earliest  and 
has  been  one  of  the  most  important 
clinical  applications  of  this  new  chemo- 
therapy. I have  had  the  opportunity  to 
follow  only  1 case.  In  this  instance 
high  fever  persisted  for  fourteen  days  in 
spite  of  sulfanilamide  and  then  dropped 
suddenly  when  sulfanilamide  administra- 
tion was  stopped.  It  is  difficult  to  in- 
terpret this.  The  most  likely  explanation 
is  that  the  sepsis  subsided  but  that  the 
fever  was  maintained  by  the  sulfanilamide 
and  this  stopped  abruptly  when  the 
sulfanilamide  was  stopped.  This  will  be 
discussed  under  the  heading  of  toxic 
effects. 

There  were  3 cases  of  postabortive 
sepsis  with  positive  blood  cultures,  1 
due  to  the  B.  coli  and  2 due  to  the 
anaerobic  streptococcus  putridus  (Veil- 
Ion).  The  B.  coli  case  recovered  gradu- 
ally. It  is  difficult  to  say  whether  the 
result  was  due  to  sulfanilamide  or  not. 
In  1 of  the  anaerobic  streptococcus 
cases  there  was  a prompt  drop  in  tem- 
perature after  two  days  of  sulfanilamide 
therapy.  In  the  other  case,  as  in  the 
postpartum  case  described  already,  there 
was  no  apparent  effect  on  the  tempera- 
ture during  sulfanilamide  administration. 
It  rose  to  105 V2  F.  the  day  after  the  drug 
was  stopped  and  then  dropped  to  normal 
in  twenty-four  hours  and  remained  nor- 
mal. Again  it  is  difficult  to  interpret  the 


result.  It  is  possible  that  an  explanation 
similar  to  that  offered  in  the  case  of 
postpartum  sepsis  may  be  valid. 

In  meningococcus  meningitis  the  results 
reported  in  the  literature  have  been  ex- 
tremely favorable.  Our  own  experience 
consists  of  only  2 cases.  In  both  of 
them  the  results  were  favorable.  In 
both  cases  treatment  for  the  first  two 
days  was  limited  to  the  administration 
of  serum  alone  with  no  improvement. 
Further  administration  of  serum  was  then 
stopped  and  both  patients  made  a good 
recovery  on  sulfanilamide.  In  1 of  the 
cases  the  drug  was  given  intraspinally  as 
well  as  by  mouth,  but  the  intraspinal 
injections  caused  shock  and  were  aban- 
doned. 

In  undulant  fever  the  results  in  the 
literature  are  increasingly  favorable.  Our 
material  consists  of  only  1 case.  In 
this  case  sulfanilamide  was  given  ap- 
proximately in  the  ninth  week  of  the 
disease.  A positive  blood  culture  had 
been  reported  in  the  third  week  of  the 
illness.  The  drug  was  given  rather  in- 
tensively, 330  grains  in  three  days.  The 
patient  thereupon  developed  dizziness, 
disorientation,  and  an  eruption  on  the 
face  and  neck.  The  administration  of  the 
drug  was  stopped.  The  temperature 
gradually  came  down  to  normal  during 
and  after  the  administration  of  the  drug. 
While  it  is  probable  that  sulfanilamide 
did  exert  a therapeutic  (as  well  as  a toxic) 
effect  in  this  case,  this  is  not  certain  since 
spontaneous  improvement  sometimes  oc- 
curs about  this  stage  of  the  disease. 

The  use  of  sulfanilamide  in  the  treat- 
ment of  gonococcus  infections  is  very  im- 
portant. Dr.  Lewis  Mann  has  analyzed 
the  results  in  47  cases  of  gonococcus  in- 
fection in  the  male  treated  in  the  out- 
patient department.  Of  the  total  cases 
there  were  29  cures,  16  failures,  an  aver- 
age of  60  per  cent  cures.  The  cures  were 
obtained  in  chronic  as  well  as  acute  cases. 
The  average  duration  of  treatment  was 
twenty-eight  days  which  is  somewhat 
shorter  than  with  previous  methods  of 
treatment.  In  all  cases  the  drug  was 
continued  at  least  a week  after  the  dis- 
appearance of  the  gonococci.  The  dosage 
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was  small,  usually  2 grams  a day,  and 
there  were  no  serious  reactions  observed. 
In  12  additional  cases  sulfanilamide  was 
tried  as  an  irrigation  solution  exclusively 
without  internal  administration.  Used 
in  this  way  it  was  absolutely  valueless. 
As  the  result  of  the  failure  of  sulfanila- 
mide treatment  in  40  per  cent  of  the 
cases,  subsequent  cases  have  been  treated 
with  a combination  of  the  usual  local 
treatment  and  sulfanilamide  by  mouth, 
since  it  is  impossible  to  determine  whether 
a given  case  will  be  influenced  by  sulfa- 
nilamide or  not.  This  experience  confirms 
that  reported  in  the  literature,  except 
that  the  period  of  treatment  in  our  clinic 
does  not  seem  to  have  been  shortened 
as  much  as  in  the  case  of  other  workers. 

There  were  2 cases  of  severe  gonococ- 
cal polyarthritis.  In  neither  of  them  was 
there  a striking  therapeutic  effect.  One 
patient  (who  also  received  a hyper- 
thermia treatment  while  receiving  sulfa- 
nilamide) was  1 of  the  cases  (see  be- 
low) which  developed  intense  jaundice 
and  a moderate  grade  of  acute  hemolytic 
anemia.  It  is  possible  that  the  addition 
of  the  hyperthermia  may  have  pre- 
cipitated the  blood  destruction.* 

Chancroid. — Although  I have  not  had 
the  opportunity  personally  to  follow  any 
cases  of  chancroid  under  sulfanilamide 
therapy,  Dr.  Kornblith,2  who  was  the 
first  to  treat  these  cases  with  this  drug, 
has  given  me  the  privilege  of  mentioning 
his  series  of  50  completely  diagnosed 
cases  with  100  per  cent  cures.  Forty-nine 
of  the  50  cases  were  cured  within  two 
weeks  and  the  other  case  was  cured  within 
three  weeks.  The  effect  on  the  Ducrey 
bacillus  is  remarkable  and  specific.  These 
cases  with  our  best  previous  treatment 
usually  dragged  on  from  three  months  to 
several  years. 

Miscellaneous  Urinary  Infections. — 
Since  Helmholtz3  showed  it  to  be  effective 
against  the  colon  bacillus,  bacillus  muco- 
sus  capsulatus,  and  the  proteus  bacillus, 
the  use  of  sulfanilamide  in  the  treatment 
of  urinary  infections  has  become  ex- 


*  The  combination  of  sulfanilamide  and  hyperthermia 
therapy  has  been  recommended  in  gonorrhea  by  Bal- 
lenger,  Elder,  and  McDonald.4 


tremely  important.  In  urinary  infections 
the  drug  has  been  given  in  moderate 
doses,  most  commonly  30  grains  (2 
grams),  occasionally  45  grains  (3  grams), 
a day.  This  results  in  a sufficiently  high 
concentration  in  the  urine  (60  to  100  mg. 
per  100  cc.).  Dr.  Lewis  Mann  has  been 
kind  enough  to  analyze  49  cases  of  renal, 
bladder,  and  prostatic  infections  for  me. 
The  use  of  the  drug  locally  as  an  irrigant 
is  ineffective.  It  obviously  works  pri- 
marily on  the  organisms  in  the  tissues, 
although  it  may  have  a sterilizing  effect 
on  the  urine. 

CHART  II 

Urinary  Tract  Infections  According  to  Organisms 


Cases  Cured 

B.  Coli  29  22 

B.  Proteus  12  2 

B.  Friedlander  2 0 

B.  Pyocyaneus  2 1 

Staphylococcus  Aureus  2 1 

Nonhemolytic  Streptococcus  2 2 

Enterococcus  combined  with  B.  Coli  3 1 

52  29 


The  strikingly  good  results  in  the  cases 
infected  only  with  the  colon  bacillus 
confirm  the  experience  of  all  who  have 
written  on  the  subject.  The  failure  to 
cure  most  of  the  cases  of  B.  proteus  in- 
fection is  contrary  to  the  results  reported 
in  the  literature  and  is  hard  to  explain. 
Possibly  more  intensive  dosage  should  be 
used  in  these  cases.  The  results  with  all 
the  other  organisms  are  of  little  signifi- 
cance because  of  the  small  number  of 
cases.  Surgical  measures  used  along  with 
sulfanilamide  may  well  have  been  re- 
sponsible for  cures  in  some  of  the  in- 
stances. 

The  best  results  were  obtained  in  cases 
of  cystitis  of  which  there  were  33;  20  of 
these  were  cured.  The  results  in  pro- 
statitis were  also  good,  7 cases  with  5 
cures.  The  results  in  renal  infections 
were  less  encouraging,  9 cases  with  only 
3 cured.  In  the  presence  of  renal  calculi 
there  were  no  successes.  Dr.  Mann  was 
able  to  follow  up  many  of  the  cases  for 
long  periods  up  to  a year  and  found  that 
in  general  if  the  mechanical  conditions 
were  satisfactory  the  cures  were  per- 
manent. Four  cases  of  cystitis  and  pro- 
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statitis  were  outstanding,  all  being  in- 
fected with  the  colon  bacillus  and  1 of 
them  having  an  enterococcus  in  addition. 
They  were  of  13  years,  8 years,  6 
years,  and  4 years  standing  and  had 
been  unsuccessfully  treated  with  every 
conceivable  form  of  therapy.  They  were 
treated  with  sulfanilamide  and  prostatic 
massage  in  1937.  The  cures  were  prompt 
and  when  the  patients  were  examined  in 
1938  the  cures  were  found  to  be  per- 
manent. In  general  our  urologists  be- 
lieve that  the  introduction  of  sulfanila- 
mide has  given  them  a higher  percentage 
of  cures  in  urinary  infections  than  any 
previous  form  of  drug  therapy. 

CHART  III 

Cases  in  Which  Clinical  Results  Are  Less  Certain 
but  in  Which  the  Drug  May  Be  of  Value 

Acute  Streptococcus  Infections 

Tonsillitis  Bronchopneumonia 

Otitis  Empyema 

Mastoiditis  Cellulitis 

Sinusitis  Adenitis 

Scarlet  Fever  Cholecystitis 

Pneumococcus  Infections 

Urinary  Infections  with  B.  Proteus,  B.  Typhosus, 
Staphylococcus  Aureus  and  possibly  other  organisms 
Gas  Bacillus  Gangrene 
Ludwig’s  Angina 
Nonspecific  Colitis 
Malaria 
Trachoma 

Should  one  use  sulfanilamide  in  every 
case  of  hemolytic  streptococcus  infection 
whether  mild  or  severe?  The  question  is 
an  important  and  difficult  one  and  the 
answer  depends  to  a large  extent  on  a 
consideration  of  the  possible  untoward 
effects  of  the  drug.  This  I shall  discuss 
in  detail  before  the  end  of  this  paper. 
On  account  of  these  effects  there  is  doubt 
regarding  its  use  in  the  milder  cases  of 
streptococcus  infection ; this  is  a question 
for  further  clinical  study  before  we  can 
accurately  demarcate  where  the  line  is 
to  be  drawn.  This  applies  to  such  con- 
ditions as  tonsillitis,  otitis,  and  mas- 
toiditis. 

On  the  subject  of  simple  otitis  and 
acute  tonsillitis , I cannot  present  any 
evidence  because  all  the  cases  treated  in 
the  hospital  were  complicated  by  more 
serious  diseases.  Of  11  such  cases  of 
tonsillitis  there  were  only  2 in  which  the 
clinicians  felt  that  the  result  on  the  ton- 
sillitis was  prompt  and  striking.  It  is 


very  important  that  someone  in  a position 
to  collect  information  accurately  should 
make  an  intensive  study  of  the  results  in 
tonsillitis  and  otitis,  because  the  drug  is 
being  prescribed  (often  without  bac- 
teriologic  control)  in  an  enormous  number 
of  such  cases  in  private  practice. 

Cases  have  been  reported  elsewhere  in 
which  mastoiditis  subsided5  with  no  other 
treatment  than  the  administration  of 
sulfanilamide;  and  trial  of  the  drug 
would  seem  fully  warranted  in  any  case 
not  showing  urgent  indications  for  opera- 
tion. It  is  difficult  to  evaluate  the  results 
in  our  cases  of  mastoiditis  because  all  of 
them  were  admitted  to  the  hospital  for 
the  purpose  of  being  operated  upon. 
Of  the  8 cases  in  which  the  drug  was  used 
there  were  only  3 in  which  the  clinical 
impression  was  that  the  use  of  sulfanila- 
mide had  a decided  influence  in  hastening 
recovery.  One  of  these  was  a case  com- 
plicated by  an  extra-dural  abscess.  Sulfa- 
nilamide may  well  have  had  a bene- 
ficial result  in  all  the  other  cases  but  it  is 
impossible  from  the  nature  of  the  clinica- 
evidence  to  say  so  with  certainty. 

An  important  group  of  cases  are  those 
with  streptococcus  bronchopneumonia  and 
particularly  cases  complicated  by  strep- 
tococcus empyema.  There  was  1 case 
of  very  severe  and  protracted  bilateral 
streptococcus  bronchopneumonia  in  an 
adult  with  recovery  on  sulfanilamide 
treatment.  There  were  8 cases  of 
infected  pleural  effusions  in  which  strep- 
tococci and  a smaller  or  larger  number  of 
pus  cells  were  found  in  the  pleural  effu- 
sion. Of  these  3 recovered  under 
sulfanilamide  treatment,  without  opera- 
tion. The  other  5 cases  either  had  such 
large  effusions  or  were  so  toxic  that  it 
was  not  considered  safe  to  avoid  opera- 
tion. Of  these,  2 were  extremely  sick 
and  the  impression  gained  was  that  in 
these  2 cases  the  detoxifying  effect  of 
the  sulfanilamide  played  an  essential 
role  in  the  recovery,  even  though  opera- 
tion was  subsequently  done.  In  one  such 
case  the  empyema  became  sterile  before 
operation  was  done.  In  the  other  3 
sulfanilamide  may  or  may  not  have  been 
of  use. 
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There  were  also  2 cases  of  empyema 
complicating  putrid  lung  abscesses  in  both 
of  which  in  addition  to  anaerobes,  hemo- 
lytic streptococcus  was  demonstrated. 
In  both  of  them  the  impression  was  that 
the  administration  of  sulfanilamide  did 
have  a salutory  effect  on  the  temperature 
curve. 

Miscellaneous  forms  of  cellulitis  due  to 
hemolytic  streptococcus  were  treated  by 
sulfanilamide  in  many  instances.  They 
were  all  subjected  to  the  usual  surgical 
therapy  and  in  most  of  them  it  was  im- 
possible to  draw  definite  conclusions  as 
to  the  effect  of  the  drug. 

Sulfanilamide  was  used  in  only  a few 
cases  of  pneumonia , because  the  clinicians 
were  unwilling  to  give  up  serum  in  the 
types  for  which  serum  was  available. 
It  was  used  without  serum  in  3 cases 
of  Type  III  pneumonia.  Of  these,  2 
recovered,  but  it  is  difficult  from  the  study 
of  the  temperature  curves  to  decide 
whether  sulfanilamide  played  a role  in 
the  recovery  or  not.  In  an  additional 
case  of  Type  III  pneumonia  the  drug  was 
administered  simultaneously  with  Type 
III  antipneumococcus  rabbit  serum,  and 
the  patient  recovered.  This  was  a desper- 
ate case  and  it  is  difficult  to  decide  which 
of  the  two  methods  of  treatment  was 
responsible  for  the  rather  rapid  de- 
fervescence. Sulfanilamide  was  also  tried 
in  3 other  cases  of  miscellaneous  types 
of  pneumonia,  IV,  VII,  and  XI.  Two  of 
them  died,  1 of  them  after  the  develop- 
ment of  empyema.  Our  very  small  ex- 
perience hardly  justifies  us  in  expressing 
any  opinion  of  the  use  of  sulfanilamide  in 
pneumococcus  infections. 

Pylephlebitis . — We  have  used  sulfanila- 
mide therapy  in  3 cases  of  suppurative 
phlebitis  of  the  portal  vein.  Two  of  these 
cases  recovered.6  A case  with  blood  cul- 
ture showing  the  Friedlander  bacillus 
was  fatal.  Of  the  2 cases  which  re- 
covered 1 was  proved  by  exploratory 
operation  to  be  a typical  case  in  which 
the  infecting  organism  was  the  colon 
bacillus.  The  other  case  developed  char- 
acteristic symptoms  following  an  op- 
eration for  infected  hemorrhoids  but  as 


the  patient  recovered  the  diagnosis  was 
never  confirmed  by  operation. 

In  nonspecific  colitis  trial  with  sulfa- 
nilamide is  not  illogical  since  the  colon 
bacillus  undoubtedly  plays  a role  in  the 
toxicity  of  many  cases,  even  though  the 
nonhemolytic  streptococcus  according  to 
Bargen  may  also  be  an  important  factor. 
Dr.  Winkelstein  who  is  studying  these 
cases  reports  that  5 cases  thoroughly 
treated  with  sulfanilamide  showed  no 
decided  results:  2 of  them  showed  tran- 
sient subjective  improvement.  Since 
the  introduction  of  soluble  prontosil  in 
tablet  form  for  oral  use  under  the  name 
of  neoprontosil,  4 cases  have  been  treated 
following  the  dosage  recommended  at  the 
Mayo  Clinic.7  It  is  too  soon  to  speak  of 
results  but  1 case  has  shown  remark- 
able improvement  and  1 case,  encourag- 
ing improvement. 

CHART  IV 

Cases  in  Which  Sulfanilamide  Is  of  Doubtful  or  No 
Value 

Most  forms  of  Infectious  Arthritis 
Rheumatic  Fever 
Staphylococcus  General  Infections 
Influenza  Bacillus  Meningitis 
Friedlander  Bacillus  Infections 
Putrid  Lung  Abscess 

Urinary  Infections  with  Streptococcus  Fecalis 
Subacute  Bacterial  Endocarditis 

On  account  of  the  adverse  reports  ap- 
pearing in  the  literature  there  were  very 
few  trials  with  sulfanilamide  in  arthritis. 
I have  records  of  only  1 case  of  non- 
specific infectious  arthritis  and  1 of 
rheumatic  fever  treated  with  it.  In  neither 
case  was  there  evidence  of  any  thera- 
peutic effect. 

In  4 cases  of  subacute  bacterial 
endocarditis  the  drug  received  a thorough 
trial  with  no  effect  on  the  temperature 
curve  or  the  number  of  bacteria  in  the 
blood. 

Sulfanilamide  therapy  was  tried  in  4 
cases  of  meningitis  due  to  the  influenza 
bacillus.  Two  of  the  cases  were  treated 
in  addition  with  anti-influenza  serum 
intrathecally.  All  4 cases  died  and  there 
was  no  decisive  influence  on  the  course 
of  the  disease. 

On  account  of  the  recovery  of  1 case 
of  influenza  meningitis,  reported  by  Neal 
and  Applebaum,8  with  a combination  of 
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serum  and  sulfanilamide  we  believe  that 
this  combination  should  receive  further 
trial.  The  drug  was  also  tried  in  1 case 
of  tuberculous  meningitis  with  a negative 
result. 

Staphylococcus  Aureus  Infections. — 
From  the  experimental  work  and  the 
literature  it  is  probable  that  sulfanilamide 
has  little  effect  on  staphylococcus  aureus 
infections.  On  the  10  cases  in  which  it  was 
tried,  5 were  local  infections,  carbuncles 
or  cellulitis,  and  though  all  of  these  ulti- 
mately recovered  it  is  uncertain,  from  the 
clinical  course,  whether  the  drug  played 
any  part.  A sixth  case  was  undoubtedly 
a septicemia  following  an  axillary  lymph- 
adenitis, although  no  positive  blood  cul- 
ture was  obtained.  The  patient  gradually 
recovered  and  we  are  likewise  unable  to 
express  a definite  opinion  as  to  whether 
the  drug  played  a role.  In  2 of  the 
cases  of  staphylococcus  aureus  septicemia 
following  osteomyelitis  the  drug  had  no 
influence  and  the  patients  died.  In  a 
third  case  of  staphylococcus  osteomyelitis 
but  without  blood  invasion  there  was  a 
rather  rapid  drop  in  temperature  and  the 
drug  may  have  had  some  effect. 

In  a case  of  staphylococcus  aureus 
septicemia  with  cortical  kidney  abscesses 
and  multiple  lung  abscesses  all  conse- 
quent on  furuncles  of  the  leg,  the  patient, 
previously  regarded  as  hopeless,  began  to 
improve  as  soon  as  sulfanilamide  adminis- 
tration was  begun  and  made  a complete 
recovery  without  operation.  In  evaluat- 
ing this  we  must  remember  that  such 
cases  occasionally  (though  rarely)  recover 
spontaneously. 

In  1 case  of  apparent  thrombosis  of 
the  cavernous  sinus  consequent  on  a 
furuncle  of  the  nose  showing  a positive 
blood  culture  with  staphylococcus  aureus 
the  patient  made  an  astonishing  recovery. 
This  patient  also  received  staphylococcus 
antitoxin.  This  is  a disease  from  which 
recovery  is  extraordinarily  rare.*  In 
spite  of  the  failure  of  sulfanilamide 
generally  in  staphylococcus  infections 


* MacNeal  and  Cavallo  have  reported  a similar  re- 
covery with  sulfanilamide  in  a case  due  to  the  hemolytic 
streptococcus.® 


the  possibility  must  be  held  in  mind  that 
the  drug  may  have  a greater  effect  in 
human  beings  than  in  experimental 
animals.  I believe  it  is  worthy  of  a 
further  trial. 

Ludwig  Angina. — On  account  of  recent 
reports  of  brilliant  success  in  2 cases  of 
Ludwig’s  angina10  in  which  the  hemolytic 
streptococcus  was  the  infecting  organism, 
it  is  worth  mentioning  our  1 case  of 
this  disease  in  which  the  drug  was  used. 
The  patient  died.  The  majority  of  cases 
are  due  to  anaerobes  but  a hemolytic 
streptococcus  is  sometimes  also  present 
and  the  drug  seems  worthy  of  trial  in 
these  desperate  cases. 

Toxic  Effects 

CHART  V 

I.  Common  and  Not  Very  Serious 

1.  Anorexia,  nausea,  vomiting,  sense  of  oppression 

2.  Dizziness,  somnolence,  slight  mental  confusion 

3.  Acidosis,  hyperpnea 

4.  Secondary  fever 

5.  Secondary  anemia 

6.  Moderate  leukopenia 

7.  Scarlatiniform  or  morbiliform  rashes  (5  cases) 

II.  Rare  but  at  Times  Dangerous 

1.  Disorientation  or  actual  psychosis  (4  cases) 

2.  Toxic  encephalopathy— 1 case  (died) 

3.  Diplopia — 1 case  (transient) 

4.  Severe  dermatosis — 1 case  (died) 

5.  Albuminuria  (1  case) 

6.  Acute  hemolytic  anemia  with  hemoglobinuria, 

renal  insufficiency,  and  jaundice  (2  cases) 

7.  Hemolytic  anemia  with  severe  jaundice  (toxic 

hepatitis)  (4  cases) 

8.  Agranulocytosis  (2  cases — 1 died) 

It  is  difficult  to  estimate  the  real  de- 
gree of  danger  associated  with  the  drug. 
The  difficulty  is  that  it  has  almost  no 
ordinary  toxicity  in  the  sense  of  symp- 
toms which  can  be  relied  on  to  appear 
with  progressively  increasing  doses  in 
human  beings.  Its  toxic  results  in  clini- 
cal practice  are  almost  all  in  the  nature  of 
idiosyncrasies.  People  who  tolerate  a 
moderate  dose  usually  can  stand  enor- 
mous dosage  without  further  symptoms. 
On  the  other  hand  the  few  really  serious 
toxic  results  come  on  often  with  lightning- 
like  suddenness  in  persons  who  have  had 
relatively  small  doses.  This  gives  the 
physician  a certain  feeling  of  anxiety  in 
instituting  the  administration  of  the  drug 
and  is  a reason  for  the  careful  considera- 
tion of  the  indications  in  the  relatively 
less  dangerous  types  of  disease. 

Cyanosis. — The  cyanosis  which  so  often 
occurs  is  to  be  regarded  as  a normal  ac- 
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companiment  of  sulfanilamide  therapy 
rather  than  as  toxic  manifestation.  It 
occurs  in  all  the  cases  which  receive  large 
doses  and  in  many  of  those  which  receive 
small  doses.  It  is  harmless,  is  not  ac- 
companied by  anoxemia,  diminished 
oxygen  carrying  power  of  the  blood,  or 
dyspnea.11’12  It  is  probably  not  altogether 
due  to  the  methemoglobin  which  fre- 
quently is  found  in  small  amounts,  but  is 
caused  in  part  by  a staining  of  the  red 
blood  cells  with  a blue  oxidation  product 
of  the  drug  formed  spontaneously  in  the 
body.  This  substance  can  be  demon- 
strated experimentally  in  vitro  if  a dilute 
solution  (1-10,000)  of  sulfanilamide  is 
exposed  for  one  minute  to  ultraviolet 
light.13 

Certain  subjective  symptoms  which  are 
not  very  rare  are  nausea,  loss  of  appetite, 
occasional  vomiting.  These  seldom  inter- 
fere with  the  administration  of  the  drug 
which  can  always  be  given  parenterally  if 
necessary.  The  same  may  be  said  of 
dizziness  and  slight  mental  confusion 
which  a few  patients  complain  of.  This 
whole  group  of  symptoms  are  seldom  the 
precursors  of  more  serious  toxic  symp- 
toms. 

In  a few  patients,  however,  the  confu- 
sion goes  on  to  a more  serious  mental 
state  with  disorientation,  mania,  or  other 
signs  of  a toxic  psychosis.  We  have  had  4 
such  cases,  1 of  them  fatal.  This  was 
a man  of  51,  with  bilateral  pyelonephritis, 
in  whom  progressive  toxic  encephalo- 
pathy appeared  two  weeks  after  the  sulfa- 
nilamide had  been  discontinued;  it  is 
possible  that  the  death  may  have  been 
due  to  cerebral  softening  from  some  other 
cause.  There  was  unfortunately  no  post- 
mortem examination.  In  the  other  cases 
the  psychotic  symptoms  appeared  during 
the  administration  of  the  drug  and  cleared 
up  promptly  when  the  drug  was  dis- 
continued. 

A generalized  skin  eruption , usually 
morbiliform  or  somewhat  scarlatinal  in 
character  (in  one  case  accompanied  by 
vesicles  and  in  another  by  bullae),  oc- 
curred in  6 of  our  cases.  In  most  iri- 
stances  it  appeared  after  the  drug  had 
been  given  for  a considerable  time  in 


fairly  large  doses.  In  the  majority  of 
cases  it  was  accompanied  by  a recrudes- 
cence of  fever  and  disappeared  in  a few 
days  when  the  drug  was  stopped.  Usu- 
ally the  eruption  does  not  need  to  be  re- 
garded as  a serious  complication  of  the 
disease. 

The  only  instance  in  which  the  skin 
eruption  was  of  grave  significance  was 
the  case  of  streptococcus  septicemia  from 
tonsillitis  already  referred  to.  This 
young  woman  was  very  intolerant  to  the 
drug.  She  vomited  after  the  first  35 
grains  (2  Vs  grams)  and  the  drug  was 
stopped.  A week  later  she  developed  a 
measles-like  eruption.  Because  the  septi- 
cemia was  getting  worse  the  drug  was 
resumed,  only  40  grains  (22/3  grams)  a day 
being  given  for  four  days.  The  eruption 
developed  great  intensity  and  acquired  a 
bullous  character  and  extensive  lesions 
appeared  in  the  mouth  and  throat.  The 
patient  died  three  days  after  the  drug 
had  been  stopped.  While  the  death  was 
primarily  due  to  streptococcus  septicemia, 
the  drug  contributed  an  important  toxic 
factor. 

Because  of  the  bullous  character  of  the 
skin  eruption  in  this  case  I was  uncertain 
at  the  time  if  the  eruption  was  due  to 
sulfanilamide.  But  recently  Dr.  B.  Korn- 
blith  has  told  me  of  a case  of  gonorrhea 
which  under  treatment  with  neoprontosil 
tablets  developed  an  extensive  rash  re- 
sembling erythema  multiforme  and  show- 
ing numerous  bullae. 

Secondary  Fever. — Another  of  the  less 
grave  toxic  effects  is  the  secondary  fever 
due  to  the  drug.  There  were  a few  such 
cases;  it  is  difficult  to  say  how  many 
because  the  diagnosis  was  so  often  in 
doubt.  In  all  of  them  the  drug  had  been 
given  a considerable  time,  one  or  more 
weeks,  and  the  evidences  of  the  original 
febrile  infection  were  usually  subsiding  or 
had  completely  subsided,  when  a second- 
ary rise  of  temperature  occurred.  In 
the  cases  which  developed  extensive  skin 
eruptions,  secondary  fever  was  the  rule. 
In  nearly  all  instances  the  fever  dis- 
appeared promptly  when  the  drug  was 
stopped.  The  chief  importance  of  the 
fever  lies  in  the  difficulty  in  determining 
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whether  the  fever  is  due  to  the  drug  or  to 
a recrudescence  of  the  original  infection. 

Another  relatively  minor  complication 
of  which  I have  no  personal  experience  is 
acidosis.  There  were  no  pronounced 
cases  of  it  on  the  adult  services  but  Dr. 
Jerome  Kohn  tells  me  that  on  the  pedi- 
atric service  many  of  the  younger  children 
receiving  sulfanilamide  showed  mild 
grades  of  acidosis.  The  low  CO2  com- 
bining power  of  the  blood  was  formerly 
attributed  to  acidosis,  but  according  to 
the  more  recent  work  of  Hartman14  it  may 
be  due  to  an  actual  alkalosis  the  result  of 
hyperpnea  which  has  to  be  regarded  as  a 
direct  effect  of  the  drug. 

The  two  really  dangerous  complications 
of  the  drug  are  blood  injuries,  the  acute 
hemolytic  anemia  and  the  agranulocytosis. 
The  acute  hemolytic  anemia  cases  grade 
gradually  into  the  jaundice  cases  which 
are  apparently  a milder  form  of  the  same 
hemolytic  process. 

I have  seen  2 cases  of  acute  hemolytic 
anemia  of  the  severe  type.  The  2 
cases  showed  an  extraordinary  resem- 
blance to  each  other.  Both  were  young 
men  in  whom  the  drug  was  taken  for 
ordinary  sore  throats.  In  both  the  dos- 
age was  very  small.  In  1 case  the 
total  amount  of  drug  given  was  between  2 
and  4 grams;  in  the  other  the  total 
amount  was  2.3  grams  of  sulfanilamide  by 
mouth  and  4 cc.  of  prontosil  intramuscu- 
larly. In  both  cases  there  was  a free 
interval  of  well-being  with  normal  tem- 
perature lasting  two  days  before  the  onset 
of  severe  toxic  symptoms.  Then  with 
great  suddenness  began  hyperacute  diar- 
rhea, vomiting  of  coffee  colored  fluid, 
hemoglobinuria,  increasing  jaundice,  and 
rapidly  progressing  anemia.  The  blood 
hemoglobin  in  both  cases  fell  to  32  per 
cent  in  spite  of  one  transfusion  in  the  one 
and  four  transfusions  in  the  other  case. 
There  was  a striking  increase  in  leukocytes 
and  in  blood  platelets  (41,000  white  blood 
cells  and  1,100,000  platelets  in  one  case)  as 
well  as  marked  outpouring  of  reticulocytes 
and  nucleated  red  blood  cells.  The 
amount  of  urine  decreased  progressively 
in  both  cases  and  1 patient  had  a com- 
plete anuria  for  twenty-four  hours. 


There  was  a marked  nitrogen  retention  in 
both  cases  and  the  urine  contained  large 
amounts  of  albumin,  red  blood  cells,  and 
granular  casts.  Both  patients  were  very 
desperately  sick,  in  fact  nearly  died;  but 
both  did  ultimately  recover. 

Of  4 cases  of  jaundice , the  first  oc- 
curred in  a woman  with  a primary  strep- 
tococcus peritonitis;  the  jaundice  was 
relatively  mild,  was  not  accompanied  by  a 
severe  anemia,  and  disappeared  when  the 
drug  was  stopped.  The  second  was  more 
severe;  the  hemoglobin  dropped  to  38 
per  cent,  numerous  nucleated  red  blood 
cells  were  seen  in  the  blood  smears,  and 
transfusion  was  needed.  In  this  case  the 
original  disease  was  saphenous  thrombo- 
phlebitis and  inguinal  adenitis  and  the 
total  dose  taken  was  only  9 grams  in  five 
days. 

The  third  and  fourth  cases  were  still 
more  serious ; they  showed  marked 
anemia  but  no  hemoglobinuria.  Both  of 
them  had  repeated  vomiting  and  were 
extremely  toxic.  The  dosages  of  the  drug 
which  produced  these  cases  were  not  very 
large. 

In  the  third  case,  a man  of  45  with 
gonococcus  arthritis,  the  jaundice  de- 
veloped after  a total  dosage  of  56  grams  in 
two  weeks.  It  appeared  immediately 
after  a hyperthermia  treatment.  The 
patient’s  hemoglobin  dropped  to  45  per 
cent  and  he  developed  profound  jaundice 
with  blood  bilirubin  of  3.8  mg.,  a normal 
total  blood  cholesterol  of  225  mg.,  but 
cholesterol  esters  of  only  37  mg.  per  100 
cc.  On  blood  transfusion  and  intrave- 
nous glucose  he  recovered. 

The  fourth  patient,  a man  of  35,  with  a 
recurrence  of  a chronic  prostatitis  and 
pyelonephritis  developed  a very  severe 
jaundice  after  receiving  either  6V2  or  9 
grams  of  sulfanilamide.  (The  uncer- 
tainty is  due  to  ignorance  as  to  whether 
he  took  5-  or  772-grain  tablets.)  The 
toxic  symptoms  were  so  profound  that  for  a 
while  it  was  feared  that  he  was  developing 
an  acute  yellow  atrophy  of  the  liver. 
The  icterus  index  reached  200.  For  a 
number  of  days  the  stools  were  acholic. 
There  were  heavy  traces  of  albumin  in  the 
urine  and  15  to  20  granular  casts  per  high 
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power  field.  The  total  blood  cholesterol 
dropped  to  1 1 1 mg.  and  the  hemoglobin  to 
55  per  cent. 

This  patient  was  a chronic  alcoholic 
and  had  had  a mild  attack  of  jaundice 
four  years  before.  Although  apparently 
well  he  is  still  (21/2  months  after  the  acute 
attack)  slightly  jaundiced  with  an  icterus 
index  of  15  and  is  probably  developing 
toxic  cirrhosis  of  the  liver. 

In  none  of  these  anemia  or  jaundice 
cases  was  there  any  depressing  effect  on 
the  leukocyte  picture.  On  transfusion, 
liberal  venous  infusion,  and  high  carbohy- 
drate diet  all  of  the  patients  finally  re- 
covered. 

Leukopenia  and  A granulocytosis. — There 
were  a number  of  cases  of  moderate 
grades  of  leukopenia  (4,000-5,000  or  6,000 
white  blood  cells)  with  no  striking  changes 
in  the  differential  blood  count.  In  all  of 
these  instances  the  drug  was  promptly 
stopped  and  it  was  never  certain  whether 
the  leukopenia  was  due  to  the  drug  itself. 

There  were  2 cases  of  true  agranulo- 
cytosis. The  1 was  a very  severe  case 
of  otitic  sepsis  complicated  by  sinus 
thrombosis  and  metastatic  osteomyelitis. 
He  developed  an  extreme  grade  of  agranu- 
locytosis after  having  received  enor- 
mous amounts  of  the  drug.  The  drug 
was  stopped  and  with  numerous  trans- 
fusions he  gradually  overcame  the  agranu- 
locytosis and  after  a long  and  compli- 
cated course  is  now  slowly  recovering. 

The  other  case  of  agranulocytosis  de- 
veloped in  a man  of  22  who  had  a bi- 
lateral bronchopneumonia  due  to  pneumo- 
coccus Type  VII,  complicated  by  an  acute 
pericarditis.  Because  of  the  isolation  of  a 
hemolytic  streptococcus  from  the  sputum 
(on  admission  and  before  identification  of 
the  pneumococcus)  he  was  given  6 grams 
of  sulfanilamide  during  the  first  day. 
When  the  pneumococcus  was  found  the 
sulfanilamide  was  stopped  and  serum  was 
given.  It  was  two  weeks  after  the 
administration  of  the  sulfanilamide  that 
the  agranulocytosis  appeared.  It  came 
on  suddenly,  there  having  been  a normal 
blood  count  five  days  before.  The  pa- 
tient died  two  days  later  in  spite  of  blood  • 
transfusions  and  other  therapy.  On  ac- 


count of  the  two  weeks’  interval  between 
the  rather  small  doses  of  sulfanilamide 
and  the  appearance  of  agranulocytosis  in 
this  case  it  is  not  absolutely  certain  that 
the  agranulocytosis  was  due  to  the  drug. 
However,  the  clinical  picture  of  agranulo- 
cytosis is  always  the  result  of  degenera- 
tion of  the  bone  marrow;  when  it  oc- 
curs after  other  poisons  such  as  benzol, 
salvarsan,  or  amidopyrine,  there  usually 
is  a free  interval  which  in  some  cases  is  of 
many  weeks’  duration.* 

Albuminuria. — Because  kidney  damage 
is  not  mentioned  in  the  literature  as  one 
of  the  toxic  manifestations  of  sulfanila- 
mide, I wish  to  record  1 case  of 
marked  albuminuria.  It  occurred  in  a 
young  woman  with  a very  severe  recur- 
rent uveitis.  This  was  a case  (as  so 
often)  of  unknown  etiology  in  which  all 
possible  foci  of  infection  had  been  looked 
for  without  success.  There  was  a normal 
urine  examination  immediately  before 
sulfanilamide  therapy  was  started.  After 
one  week  of  sulfanilamide  treatment  there 
was  a very  marked  (four  plus)  albumi- 
nuria. Unfortunately  the  patient  had 
been  treated  at  the  same  time  with  intra- 
muscular injections  of  boiled  milk  and  it 
was  impossible  to  be  certain  whether  the 
albuminuria  was  due  to  the  milk  injec- 
tions or  to  the  sulfanilamide.  Both 
forms  of  treatment  were  continued  for  a 
week  longer  and  as  the  albuminuria  per- 
sisted the  sulfanilamide  was  then  stopped. 
The  milk  injections  were  continued  for 
another  month.  At  this  time  the  albu- 
min in  the  urine  was  found  to  be  only  a 
trace.  There  was  then  a flare-up  of  the 
uveitis  and  the  patient  was  put  on  sulfa- 
nilamide again  (3  grams  a day  as  previ- 
ously). After  four  days  of  sulfanilamide 
the  urine  again  showed  three  plus  albumin 
and  this  time  also  showed  a few  red  blood 
cells  (1  to  3 per  high  power  field  in  a 
centrifuged  specimen).  The  sulfanila- 
mide was  again  stopped  and  four  days 
later  the  albumin  had  again  dropped  to 
a trace,  although  a few  red  blood  cells 
were  still  present.  When  seen  a month 


* Since  writing  the  above  I have  seen  another  fatal 
case  of  agranulocytosis.  It  occurred  after  one  week  of 
sulfanilamide  therapy  for  gonorrhea  of  the  cervix  uteri. 
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later  she  still  had  a faint  trace  of  albumin 
but  no  formed  elements.  At  no  time  were 
casts  seen;  nor  did  the  patient  ever  have 
an  elevation  of  blood  pressure  or  any 
other  clinical  manifestation  of  nephritis. 
With  regard  to  the  eye  condition  the  pa- 
tient was  subjectively  convinced  that  she 
had  improved  more  rapidly  than  in  her 
previous  attacks,  although  the  ophthal- 
mologist who  watched  her  was  uncon- 
vinced of  any  unusual  objective  improve- 
ment. 

Reviewing  all  the  toxic  effects  there  were 
three  instances  in  which  toxic  manifesta- 
tions may  possibly  have  contributed  to 
death:  the  case  of  skin  eruption  compli- 
cating tonsillar  septicemia,  the  case  of 
agranulocytosis  complicating  pneumonia, 
and  the  case  of  toxic  encephalopathy  com- 
plicating calculus  pyelonephritis.  There 
were  4 cases  in  which  toxic  blood  de- 
struction beyond  a doubt  nearly  killed  the 
patients.  These  were  the  2 cases  of 
acute  hemolytic  anemia  complicating 
tonsillitis,  the  case  of  jaundice  (subacute 
yellow  atrophy  of  the  liver  in  all  likelihood) 
complicating  pyelonephritis,  and  the  case 
of  agranulocytosis  with  sinus  throm- 
bosis. It  may  or  may  not  be  significant 
that  3 of  these  7 most  severe  toxic  cases 
occurred  in  instances  of  tonsillitis. 

It  is  possible  that  my  experience  repre- 
sents a somewhat  one-sided  picture  of  the 
frequency  of  toxic  manifestations  since 
(because  I was  known  to  be  interested  in 
the  drug)  I was  usually  asked  to  see  the 
toxic  cases,  while  a large  number  of  cases 
under  treatment  which  ran  a normal 
course  failed  to  come  under  my  observa- 
tion. 

It  is  evident,  however,  that  we  are 
dealing  with  a treacherous  drug — one 
which  has  enormous  therapeutic  value 
and  therefore  cannot  be  abandoned,  but 
which  nevertheless,  on  rare  occasions,  due 
to  idiosyncrasies  which  have  as  yet  no 
explanation,  may  develop  the  most  de- 
structive effects.  In  this  regard  sulfanila- 
mide is  in  the  same  class  as  salvarsan 
and  cinchophen.  I feel,  therefore,  that 
in  spite  of  the  rapid  and  brilliant  cures 
which  can  usually  be  effected,  the  physi- 
cian should  not  be  tempted  to  give  the 


drug  for  minor  infections  such  as  ordinary 
tonsillitis,  otitis,  and  well-localized  cellu- 
litis. The  need  for  watchfulness  during 
administration  of  the  drug  is  obvious. 
Ambulant  patients  should  receive  it  only 
if  they  can  be  observed  frequently. 

Mode  of  Administration. — In  all  cases 
where  oral  administration  is  possible  it  is 
the  method  of  choice.  In  adults  the  tab- 
let form  is  most  convenient  and  .in  chil- 
dren the  powdered  drug  can  be  adminis- 
tered in  orange  juice.  When  oral  ad- 
ministration is  not  possible  or  when  it  is 
desired  to  give  a very  large  dose  within  the 
first  twenty-four  hours,  subcutaneous  or 
intravenous  administration  of  0.8  per  cent 
sulfanilamide  or  of  prontosil  can  be  sub- 
stituted. Except  in  such  emergencies 
intravenous  use  of  the  drug  is  to  be 
avoided  because  it  leads  to  rapid  excre- 
tion and  does  not  lend  itself  so  readily  to 
the  maintainance  of  a high  blood  concen- 
tration of  the  drug  set  up  as  an  objective 
of  therapy  by  Marshall15  and  by  Long  and 
Bliss.16  On  the  pediatric  service  on  ac- 
count of  the  greater  tendency  of  infants  or 
young  children  to  acidosis  the  sulfanila- 
mide when  given  by  injection  has  been 
dissolved  in  Ringer’s  solution  made 
alkaline  by  adding  0.6  per  cent  of  sodium 
lactate.  Fluids  are  administered  freely 
to  the  patients  except  in  the  urinary  infec- 
tions when  the  amount  of  fluid  is  limited 
moderately  in  order  to  favor  a high  con- 
centration of  the  drug  in  the  urine. 

Dosage. — There  is  as  yet  no  universally 
accepted  standard  dosage.  We  have 
generally  adhered  to  that  worked  out  by 
Colebrook  and  by  Long  and  Bliss.  The 
pediatric  service,  however,  has  usually 
given  a proportionately  larger  dose, 
namely,  0.2  gram  per  kilo.  This  is 
almost  2 grams  for  every  20  pounds  body 
weight,  or  about  twice  the  usual  dose  for 
adults.  Since  we  have  had  Marshall’s 
method  of  determining  the  concentration 
of  the  drug  in  the  blood  and  urine  we  have 
made  the  effort  in  the  severer  cases  to 
keep  the  blood  concentration  up  to  about 
10  mg.  per  100  cc.  of  blood  (1-10,000). 
In  most  of  the  milder  cases  we  have  been 
satisfied  with  a concentration  of  3 to  6 mg. 
per  100  cc. 
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In  cases  with  any  impairment  of  kidney 
function,  moderation  in  dosage  and 
the  frequent  use  of  the  Marshall -method 
to  check  up  on  the  blood  concentration  of 
the  drug  are  essential. 

On  the  ear  service  the  dosage  has  been 
very  intensive  and  particularly  in  the 
meningitis  cases  the  blood  concentrations 
were  kept  to  at  least  15  mg.  or  more  per 
100  cc.  It  is  not  yet  certain  whether  this 
is  necessary;  good  results  have  been  re- 
ported elsewhere  from  much  smaller 
dosage.  The  only  case  in  which  it  may 
have  done  harm  was  one  of  the  cases  of 
agranulocytosis  already  referred  to. 

On  the  genitourinary  service  the  dos- 
age has  generally  been  much  smaller  than 
on  the  other  services,  usually  a maximum 
of  3 grams  a day  for  adults.  This  has 
generally  produced  sufficient  concentra- 
tion in  the  urine  (75  to  100  mg.  per  100 
cc.).  In  all  the  departments  the  usual 
procedure  has  been  followed  of  dividing 
the  total  daily  dose  into  4,  5,  or  6 parts 
and  giving  it  at  uniform  intervals  during 
the  twenty-four  hours  so  as  to  keep  the 
concentration  of  the  drug  in  the  body  as 
nearly  as  possible  at  a constant  level.  In 
all  very  severe  cases  such  as  meningitis 
and  septicemia  the  effort  has  been  made 
to  bring  the  blood  concentration  up  to  the 
desired  level  in  the  first  twenty-four 
hours.  This  generally  required  either 
double  dosage  by  mouth  or  the  adminis- 
tration of  the  drug  both  by  mouth  and  by 
vein. 

During  subsiding  periods  of  infection 
the  dosage  is,  as  a rule,  gradually  cut 
down.  It  is  always  advisable  to  continue 
the  drug  for  a variable  period,  at  least  for 
some  days  after  the  temperature  has 
reached  normal  and  the  infection  has 
subsided.  This  is  particularly  important 
in  very  menacing  types  of  infection  such 
as  streptococcus  meningitis  in  which  the 
survival  of  only  a few  micro-organisms 
in  the  tissues  might  have  a disastrous 
result. 

There  were  very  many  instances  in  our 
experience  in  which  the  administration  of 
the  drug  was  stopped  too  soon  and  in 
which  the  disease  recurred  after  an  in- 
terval of  a few  days.  In  one  such  ex- 


ample, a case  of  septicemia  from  a finger 
infection,  it  recurred  twice  and  after  the 
third  plateau  of  fever  sulfanilamide  was 
continued  for  a month  in  order  to 
make  certain  that  there  would  be  no 
recurrence. 

Prolonged  ingestion  of  sulfanilamide 
seems  to  be  harmless.  Some  of  our  pa- 
tients took  it  for  months.  Toxicity,  if  it 
occurs,  usually  occurs  early. 

Other  methods  of  treatment  should  not 
be  neglected  because  reliance  is  placed  on 
sulfanilamide.  There  is  experimental  evi- 
dence that  sulfanilamide  and  immune  sera 
have  a mutually  intensifying  (what  Mel- 
lon10 calls  a potentiating)  effect.  In  many 
of  our  most  severe  cases,  scarlet  fever 
convalescent  serum  (undoubtedly  the 
most  effective  and  widely  valent  serum 
for  hemolytic  streptococci)  was  used. 
For  grave  infections  with  meningococcus, 
pneumococcus,  gas  bacillus,  influenza 
bacillus,  or  staphylococcus  aureus  the 
simultaneous  use  of  sera  seems  wise. 

In  many  of  the  cases  supportive  treat- 
ment with  blood  transfusion  was  used 
freely  and  was  of  the  greatest  value. 

Precise  bacteriologic  diagnosis  should 
be  made  in  every  case,  but  in  a serious  ill- 
ness treatment  often  has  to  be  started 
without  waiting  for  the  laboratory  report. 
When  the  cultures  show  mixed  infections 
and  one  of  the  germs  is  known  to  be  sus- 
ceptibly to  the  drug  (as  in  empyema  due 
to  anaerobes  and  hemolytic  streptococ- 
cus, urinary  infections  due  to  colon  bacil- 
lus and  enterococcus)  the  results  are  often 
very  good.  Possibly  in  these  cases  the 
drug  helps  to  suppress  a symbiosis.  In 
the  sore  throats  of  children  accurate  and 
rapid  bacteriology  is  especially  important. 
Many  of  these  cases  are  due  to  the  staphy- 
lococcus aureus  and  do  not  respond  to 
sulfanilamide. 

In  occasional  cases  in  which  a bacterio- 
logic diagnosis  is  not  possible  it  may  be 
justifiable  to  try  sulfanilamide.  We  had 
one  such  case  of  very  high  fever  (104  F.  to 
105  F.  daily)  lasting  for  21/i  months  and 
defying  every  possible  method  of  diagnosis. 
When  the  patient  was  almost  moribund 
he  was  cured  in  a few  days  by  sulfanila- 
mide. 
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It  is  important  in  using  sulfanilamide 
not  to  relax  vigilance  when  the  patient  is 
doing  well.  It  has  happened  to  us  re- 
peatedly that  while  the  temperature  was 
coming  down,  or  even  after  it  had  been 
normal  for  some  time  and  all  toxic  symp- 
toms had  subsided,  insidious  localizations 
of  pus  or  metastatic  foci  appeared. 

Sulfanilamide  seems  to  be  most  effec- 
tive against  micro-organisms  which  are 
rapidly  spreading,  are  more  or  less  free  in 
the  tissues,  or  are  in  the  general  circula- 
tion. It  undoubtedly  reaches  closed 
cavities,  such  as  nasal  accessory  sinuses 
and  walled-off  abscesses,  but  perhaps  in 
lesser  concentration.  In  these  cases  more 
prolonged  treatment  and,  in  most  in- 
stances, surgical  intervention,  are  neces- 
sary. 
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1939  ANNUAL  MEETING;  ANNOUNCEMENT  OF  AN  INNOVATION 


At  the  forthcoming  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  the 
newly  formed  Section  on  Gastroenterology  and 
Proctology  will  hold  its  first  session  and  for  its 
first  day  has  decided  to  conduct  a type  of  meet- 
ing new  to  our  Society,  but  which  has  proved  of 
interest  in  other  similar  organizations  in  the  past 
few  years. 

The  morning  will  be  devoted  to  a Round 
Table  discussion  of  subjects  to  be  submitted 
in  advance  by  any  member  of  the  State 
Society  who  expects  to  attend  the  meeting.  A 


round  table  group  of  speakers,  consisting  of  two 
gastroenterologists,  an  internist,  a surgeon,  and 
a roentgenologist  will  discuss  the  previously  sub- 
mitted subjects  in  turn,  supplemented  by  brief 
discussions  from  the  floor.  This  type  of  meeting 
should  provide  an  interesting  innovation. 

It  will  be  much  appreciated  by  the  officers  if 
members  of  the  Society  will  send  in  questions 
for  discussion  either  to  the  Chairman,  Dr. 
A.  F.  R.  Andresen,  88  Sixth  Avenue,  Brooklyn, 
or  to  the  Secretary,  Dr.  John  L.  Kantor, 
145  West  86th  Street,  New  York  City. 


HEALTH  INSURANCE  FAVORED  BY  MILLIONS 


Millions  of  Americans  are  interested  in  volun- 
tary health  insurance — according  to  a nation- 
wide cross-section  survey  by  the  American 
Institute  of  Public  Opinion,  of  which  George 
Gallup  is  director. 

The  Institute’s  study,  which  comes  after 
months  of  debate  on  the  merits  of  health  insur- 
ance by  physicians,  medical  economists,  and 
government  officials,  indicates  that  approxi- 
mately 25,000,000  persons  would  be  interested 
in  paying  as  much  as  $3  a month  for  complete 
medical  and  hospital  protection,  as  reported  in 
the  New  York  Times. 

This  is  a figure  that  many  economists  believe 
would  be  “the  top”  for  guaranteed  medical  care. 


Some  existing  insurance  plans  are  providing  such 
care  for  as  little  as  $2  a month. 

If  the  cost  were  limited  to  this  latter  figure, 
the  Institute  survey  indicates  that  approximately 
32,000,000  persons  would  take  advantage  of  it. 

The  survey  indicates  that  the  bulk  of  the 
potential  customers  for  medical  and  hospital 
insurance  comes  from  the  upper  and  middle 
economic  groups.  They  come,  in  other  words, 
from  those  earning  at  least  $20  a week. 

But  a large  group  of  Americans  earning  less 
than  $20  a week  say  the  cost  would  still  be  too 
high;  they  could  afford  to  pay  only  $2  to  $3  a 
month,  “if  the  whole  family  can  be  included  for 
that.” 


GENERAL  PARESIS 

Biologic  and  Serologic  Variants  Affecting  the  Results  of  Treatment 

Benjamin  Pollack,  M.D.,  Rochester 

( Senior  Assistant  Physician,  State  of  New  York,  Department  of  Mental  Hygiene,  Rochester  State  Hospital) 


IN  considering  the  results  of  any  form 
of  treatment,  usually  the  organic  and 
objective  signs  are  considered  rather  than 
a survey  of  the  entire  individual — the 
product  of  his  heredity  and  environment. 
There  are  individuals  who  are  born  of 
sound  stock  whom  no  acquired  condition, 
extrinsic  or  intrinsic,  can  apparently  ren- 
der psychotic.  However,  there  are  others 
whose  mental  equilibrium  may  be  dis- 
turbed by  any  one  of  many  conditions 
without  apparent  cause  except  the  physio- 
logic processes  associated  with  puberty 
and  adolescence,  reproduction,  and  the 
menopause.  It  is  now  well  recognized 
that  fairly  definite  abnormalities  of  bio- 
logic psychodynamics  can  be  discovered 
in  a majority  of  cases.  Between  the  two 
extremes  of  normal  behavior  and  psy- 
chotic behavior  may  be  found  all  grada- 
tions of  mentality. 

Every  case  of  mental  disease  must  be 
regarded  as  a biologic  problem  so  that 
the  study  resolves  itself  into  the  accumu- 
lation of  a knowledge  of  what  the  indi- 
vidual is  born  with — nature,  and  what  has 
happened  after  birth — nurture.  The 
former  can  be  approximately  probed  only 
by  a study  of  the  individual’s  ancestry 
especially,  together  with  a study  of  the 
immediate  family  history  in  both  the  di- 
rect and  collateral  lines  by  which  many 
important  facts  relating  to  the  transmis- 
sion of  a psychopathic  taint  may  be  dis- 
covered. It  must  also  be  borne  in  mind 
that  this  psychopathic  tendency  may  be 
expressed  in  various  types  of  manifesta- 
tions such  as  neurosis,  chorea,  epilepsy, 
migraine,  hypochondriasis,  or  it  may  be 
demonstrated  by  temperamental  eccen- 
tricities such  as  undue  optimism,  depres- 
sion, or  by  an  “inborn”  lack  of  moral  sense 
or  feeble  will-power.  It  may  also  be  re- 
vealed by  the  frequency  of  crime,  suicide, 


or  drunkenness  in  members  of  the  same 
stock.  It  is  not  at  all  unusual  to  find 
both  genius  and  psychopathic  tainting 
in  members  of  the  same  ancestry. 

Inherited  tendencies,  of  course,  may  be 
modified  by  proper  nurture  associated 
with  a good  environment  with  adequate 
suggestion  and  imitation,  or  they  may  be 
allowed  greater  play  by  exposure  to  poor 
companionship,  unemployment,  or  temp- 
tations such  as  drink.  It  is  exceedingly 
difficult  to  estimate  the  exact  part  which 
heredity  plays  in  the  production  of  the 
fixed  psychotic  types  as  we  see  them. 
There  is,  however,  no  doubt  that  certain 
types  of  mental  disease  may  be  trans- 
mitted with  greater  frequency  than  others 
such  as  manic  depressive  psychosis.1 
However,  it  would  appear  that  the  gen- 
eral rule  is  for  the  different  types  to 
appear  in  different  generations. 

It  is,  however,  evident  that  nature,  by 
intensifying  the  disease,  crystallizes  the 
unsound  portions  of  the  stock  into  one 
of  the  offspring.  The  latter,  becoming 
psychotic,  is  frequently  unable  to  propa- 
gate his  stock.  It  seems  that  in  this 
way  nature  tends  to  end  or  mend  the 
degenerate  stock  although  it  is  recog- 
nized that  the  psychopathic  tendency  may 
be  revised  in  strains  undergoing  purifi- 
cation. Morel  has  held  that  in  irritable 
cases,  weakness,  such  as  neurasthenia, 
may  serve  as  a starting  point  for  the  de- 
generacy of  the  stock.  Added  to  this 
unstable  mechanism  are  other  factors,  i.e., 
alcoholic  abuse,  sexual  excesses,  ungrati- 
fied sexual  instincts,  stress  of  city  life, 
religious  fervor,  competitive  examina- 
tions, the  imposition  of  celibacy  on  large 
numbers  of  men  and  women,  and  the 
physiologic  conditions  of  sexual  life 
whereby  the  maternal  or  paternal  in- 
stincts are  starved.  Again,  all  forms  of 
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TABLE  I — Analysis  of  Cases  of  General  Paresis  on  a Chronic  Service 


Case 

Age 

Adm. 

Wass. 
B.  S. 

On  Admission 

Reac- 

Colloidal  Cell  tion 

Gold  Count  Type 

Wass. 
B.  S. 

February,  1937 
Reac- 

Colloidal  Cell  tion  Con- 

Gold  Count  Type  dition 

Treatment 

1 

40 

1929 

4+4  + 

0001100000 

1 

S 

0 + 0 + 

0000000000 

0 

S 

u 

T.  B. 

2 

35 

1932 

4 + 4 + 

1112110000 

5 

S 

4 + 4 + 

5555551100 

15 

s 

UD 

T.  B. 

3 

54 

1917 

4 + 4 + 

0555542100 

11 

S 

4+4  + 

5555543000 

0 

s 

U 

T.  B.  (1  yr.) 

4 

54 

1924 

4 + 4 + 

5533311000 

7 

M 

0 + 0 + 

0001111000 

0 

M 

U 

M.  T.  B. 

5 

48 

1925 

4+2  + 

0112110000 

0 

S 

2+0  + 

0142221100 

0 

S 

UD 

T.  B. 

6 

50 

1923 

4 + 4 + 

5555222210 

31 

s 

0 + 0 + 

0122200000 

0 

s 

UD 

T.  B. 

7 

39 

1930 

3 + 2 + 

0033211000 

1 

s 

0 + 0 + 

0001210000 

0 

s 

UD 

T.  B. 

8 

45 

1930 

4+4  + 

5555110000 

56 

s 

0 + 0 + 

0123210000 

0 

s 

UD 

T.  B. 

9 

52 

1930 

4 + 4 + 

5554332100 

20 

s 

0 + 0 + 

0023100000 

0 

s 

U 

T.  B. 

10 

43 

1930 

4 + 4 + 

1224443311 

15 

GC 

3 + 1 + 

0001100000 

0 

M 

u 

N.  T.  B. 

11 

39 

1931 

4 + 4 + 

1444554111 

10 

GS 

4+4  + 

0002220000 

0 

S 

UD 

D.  T.  B. 

12 

52 

1931 

4+4  + 

5554410000 

18 

GM 

4 + 4 + 

5554311000 

0 

S 

U 

T.  B. 

13 

28 

1934 

4 + 4 + 

5555321000 

0 

S 

4 + 4 + 

5555422000 

S 

U 

N.  T.  B. 

14 

45 

1934 

4 + 4 + 

5555543210 

3 

SM 

4 + 4 + 

5555553100 

0 

S 

u 

T.  B. 

15 

50 

1934 

0 + 3 + 

0112210000 

0 

c 

0+2  + 

0114310000 

0 

SC 

UD 

T.  B. 

16 

39 

1934 

4 + 1 + 

0011000000 

0 

S 

4 + 0 + 

0012221000 

0 

S 

UD 

T.  B. 

17 

23 

1929 

4 + 4 + 

5555555421 

22 

S 

0+0  + 

0112110000 

0 

s 

UD 

4 D.  B. 

S — Schizophrenic  C — Confused  T — Tryparsamide  M — Malaria 

G — Grandiose  U — Unimproved  B — Bismuth  D — Diathermy 

M — Manic  D — Deteriorated  or  at  a lower  level  N — Neoarsphenamine 


emotional  stress,  psychic  as  well  as  physi- 
cal trauma,  and  depressive  after-effects 
of  various  infectious  diseases,  may  result 
in  an  exacerbation  of  a latent  or  dormant 
psychopathic  taint  in  the  previously 
sound  individual. 

The  recognition  of  these  facts  is  im- 
portant, not  only  from  the  eugenic  point 
of  view,  but  also  for  an  etiologic  study  of 
many  of  our  so-called  organic  psychoses. 
While  we  recognize  that  organic  diseases 
are  not  hereditary,  we  must  realize  that 
there  is  a survivance  of  the  hereditary 
tainting  in  each  individual  which  will  be 
given  fuller  play  if  faced  with  obstacles 
or  traumata  of  an  infectious  or  non- 
inf  ectious  origin.  Kraepelin  has  ade- 
quately stated  that  the  people  them- 
selves, their  mode  of  life,  and  their  habits 
play  an  important  role  causing  variegated 
modes  of  reaction  to  “psychic  insults.” 

Out  of  the  chaos  and  confusion  of  the 
interpretation  of  the  results  obtained  of 
the  treatment  of  syphilitic  meningoen- 
cephalitis,2*3 (general  paresis)  has  come  one 
salient  point — namely,  that  no  adequate 
study  can  be  made  of  the  various  methods 
of  treatment  without  a study  of  the  af- 
fected individual’s  previous  personality 
and  the  reaction  type  which  he  mani- 
fested during  the  initial  psychosis  and 
its  subsequent  course.4  It  is  with  this 
thought  in  mind  that  investigators  today 
are  gradually  interpreting  their  results 


from  the  standpoint  of  six  chief  person- 
ality divisions: 

1.  Simple  dementing 

2.  Schizophrenic 

3.  Manic  or  expansive 

4.  Depressive 

5.  Agitated 

6.  Confused 

It  is  gradually  becoming  evident  that 
the  results  of  treatment  depend  upon  (1) 
personality  type,  (2)  age  of  onset,  (3) 
early  treatment,  and  (4)  type  of  treat- 
ment. 

Various  workers,  among  them  C.  W. 
Hutchings  as  well  as  Hinsie,5-8  have 
shown  that  the  best  prognosis  occurs,  as 
might  be  expected,  in  the  confused,  the 
manic  or  expansive  type,  and  the  de- 
pressed and  agitated  forms.  The  simple 
dementing  types  have  the  poorest  prog- 
nosis. To  illustrate  some  of  the  inter- 
pretive factors  in  the  failures  of  various 
treatments  of  general  paresis,  a study 
was  made  of  all  the  cases  of  this  type  pres- 
ent in  one  of  the  buildings  caring  for  the 
chronic  patients.  Only  cases  which  have 
had  at  least  two  years  of  treatment  were 
included  in  this  group.  The  majority  of 
cases,  however,  had  treatment  for  a much 
longer  period  and  1 has  had  continued 
hospital  residency  from  as  far  back  as  1917. 
All  have  had  at  one  time  fairly  typical 
blood  and  spinal  serology.  However, 
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only  the  serology  determined  at  this  hos- 
pital is  given  in  the  statistical  study. 
Practically  all  the  patients  have  had  at 
least  100  grams  of  tryparsamide  therapy 
intravenously  as  well  as  bismuth  intra- 
muscularly, while  some  have  had  malaria 
or  other  hyperthermic  methods  of  treat- 
ment. A record  was  made  of  the  person- 
ality type  at  the  time  of  admission.  The 
present  serology  obtained  in  February, 
1937,  is  also  given,  together  with  their 
present  mental  condition.  Of  the  17 
cases  quoted  it  was  found  that  12 
were  described  on  admission  as  the  schizo- 
phrenic type,  3 of  a manic  type,  and 
2 of  a grandiose  type.  At  present  the 
condition  of  some  of  these  patients  is 
described  as  slightly  improved  but  the 
majority  are  unchanged  or  worse.  At 
present,  15  are  of  the  schizophrenic 
type  and  only  2 of  a manic  type.  Ten 
are  described  as  definitely  unimproved 
and  1 is  unchanged.  (Table  I.) 

The  remainder  are  slightly  more  amen- 
able to  the  hospital  routine.  Fifty  other 
similarly  treated  chronic  cases  were 
studied  in  the  same  way  with  essentially 
the  same  findings.  It  is  noted  that  many 
of  the  individuals  showed  schizoid  trends 
while  others  showed  a mixture  of  schizoid 
and  the  grandiose  or  manic  tendencies. 
With  no  exceptions  all  these  cases  have 
now  changed  into  a definite  schizophrenic 
pattern.  There  did  not  appear  to  be  any 
parallelism  between  the  mental  picture 
and  whether  or  not  the  treatment  had 
been  continued  or  interrupted.  Neither 
did  the  treatment  with  malaria  or  other 
hyperthermic  methods  appear  to  cause 
any  change  in  the  ultimate  picture  to  any 
greater  extent  than  that  of  tryparsamide 
therapy  alone.  The  serology  in  most  of 
them  was  improved  and  in  the  majority 
of  cases  the  increased  globulin  had  dis- 
appeared as  had  the  increased  cell  count. 
Table  I is  markedly  similar  to  that  of  a 
serologic  study  shown  in  Table  II,  a 
group  of  much  improved  patients  who  are 
now  at  home.  It  is  also  interesting  to 
note  that  1 case  (Table  I,  case  3)  was 
admitted  to  another  hospital  in  1917 
and  to  the  Rochester  State  Hospital  in 
1919.  Apparently  at  this  time  it  was  not 


the  custom  to  take  a routine  Wassermann 
except  in  a suspected  case.  Two  years 
ago  this  patient  had  a convulsion  follow- 
ing which  he  developed  physical  signs  of 
taboparesis.  The  blood  and  spinal  serol- 
ogy were  shown  to  be  positive.  This  case 
is  interesting  in  view  of  the  oft- quoted 
statement  that  general  paresis,  if  not 
treated,  is  uniformly  fatal  within  eighteen 
to  thirty-six  months  after  its  diagnosis. 
Examining  this  patient’s  history  in  retro- 
spect, it  can  be  seen  that  the  symptoms 
would  originally  have  been  diagnosed  as 
general  paresis  had  the  serology  been 
determined.  However,  at  that  time  only 
his  personality  reaction  grouping  was 
determined  and  he  was  classified  as  a case 
of  dementia  praecox,  paranoid  type. 
Today,  however,  he  still  maintains  a fair 
personality,  although  his  general  reaction 
type  is  still  the  same.* 

A review  by  Reed9  of  230  cases  of 
general  paresis  following  malaria  therapy 
is  interesting  from  the  serologic  view- 
point. His  findings  more  or  less  sub- 
stantiate those  previously  made,17  that 
the  serology  plays  little  or  no  part  in  the 
prognosis  or  interpretation  of  the  results 
of  the  therapy.  He  presents  a chart  of 
14  patients  who  had  been  paroled  and 
who  had  apparently  made  a satisfactory 
adjustment  at  home.  This  is  reproduced 
in  Table  II. 


TABLE  II 


Ross- 

JONES 

Pandy 

Cell 

Wasser- 

mann 

Colloidal 

Gold 

Col- 

loidal 

Gam- 

boge 

Re- 

Test 

Test 

Count 

Reaction 

Reaction 

action 

1 

Neg. 

Neg. 

1.6 

+ 

0011000000 

100000 

2 

Neg. 

Neg. 

6.0 

Doubtful 

0121000000 

100000 

3 

+ 

+ 

16.6 

+ 

0122000000 

200000 

4 

Neg. 

Neg. 

2.6 

Neg. 

0011000000  000000 

5 

+ 

+ 

2.6 

+ 

0011000000  000000 

6 

+ 

+ 

2.3 

+ + + 

0122000000 

100000 

7 

Neg. 

Neg. 

0.6 

Neg. 

0011000000 

000000 

8 

Neg. 

Neg. 

0.6 

Neg. 

0011000000  000000 

9 

Neg. 

Neg. 

0.3 

+ + + 

0011000000 

000000 

10 

+ 

+ 

3.0 

Neg. 

5554210000 

210000 

11 

+ 

+ 

4.0 

Neg. 

5543200000 

221000 

12 

+ 

+ 

2.0 

Doubtful 

0022100000 

221000 

13 

+ 

+ 

5.0 

+ + + 

5554320000 

221000 

14 

+ 

+ 

5.3 

Weak  + 

1122000000 

100000 

A study  of  Tables  I and  II  shows  no  es- 
sential differences  in  spite  of  the  fact  that 
the  first  table  is  the  serologic  study  of 

* Since  this  paper  was  written,  this  patient  died  of 
general  paresis  confirmed  by  autopsy. 
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unimproved  cases  while  the  second  is  of 
those  who  would  be  placed  in  our  im- 
proved or  recovered  group. 

From  the  first  table  it  is  quite  obvious 
that  the  serology  plays  only  a minor  part 
in  an  evaluation  of  the  methods  of 
treatment.  Seven  of  the  17  cases 
quoted  have  now  a negative  blood  and 
spinal  Wassermann  and  a negative  or  very 
slightly  positive  colloidal  curve,  and  yet 
their  mental  status  in  the  majority  of 
cases  is  much  worse  than  during  the 
positive  serology.  In  3 cases  there 
have  been  little  or  no  changes  while  in 
the  remainder  there  has  been  some  im- 
provement in  the  serologic  picture  but  no 
improvement  in  the  mental  picture. 
The  importance  of  the  Wassermann  test, 
especially  the  blood  serology  in  neuro- 
syphilis, is  shown  in  Table  III,  taken  from 
250  cases  of  untreated  late  syphilis  by 
DesBrisay.3 


TABLE  III 


Cases 

Positive 

Percent- 

age 

Visceral 

18 

18 

100.0 

Latent 

49 

46 

93.8 

Cardiovascular 

20 

17 

85.0 

Osseous 

19 

16 

84.2 

Cutaneous 

22 

18 

81.2 

Mucous  membrane 

10 

8 

80.0 

Neurosyphilis 

. . . 144 

47 

41.2 

It  is  quite  evident  from  a study  of  this 
survey  that  there  is  a more  or  less  natural 
tendency  to  a negativity  of  the  blood  in 
neurosyphilis.  Stokes  maintains  that 
only  60-70  per  cent  of  positive  reactions 
may  be  expected  in  treated  and  untreated 
cases  of  late  syphilis  as  it  passes  through  a 
general  diagnostic  clinic.  It  is  therefore 
evident  that  as  a diagnostic  aid  in  latent 
and  late  syphilis  the  positive  blood  Was- 
sermann reaction  alone  leaves  much  to  be 
desired  and  puts  a premium  on  the.clinical 
knowledge  of  the  disease,  making  neces- 
sary, in  addition,  more  complex  diagnostic 
methods  such  as  provocative  procedures 
and  spinal  fluid  examinations.  However, 
it  must  be  emphasized  that  serologic  tests 
are  no  aid  whatsoever  in  the  prognosis  or 
the  progress  of  treatment.  It  is  with  this 
thought  in  mind  that  the  results  of  treat- 
ment by  various  methods  are  evaluated. 
As  might  be  expected,  results  of  cases 


treated  early  show  the  most  hopeful  signs. 
In  a group  of  such  cases  reported  from  the 
Buffalo  State  Hospital,10  over  50  per  cent 
of  the  cases  apparently  showed  a complete 
remission  when  treatment  was  instituted 
at  least  six  months  after  the  onset  of  the 
disease.  In  this  study  the  personality 
factors  are  not  mentioned.  The  results 
of  treatment  are  based  upon  the  improve- 
ment in  the  behavior  pattern  more  than 
on  the  physical  well-being.  The  follow- 
ing classifications  are  usually  adopted. 

1.  Complete  Remission 

Here  apparently  all  abnormal  psychotic  trends 
have  disappeared  and  the  patient  has  returned  to 
his  former  mental  state.  An  additional  criterion 
is  that  he  has  improved  to  such  an  extent  that  he 
is  able  to  resume  his  former  occupation  or  one 
of  the  same  level.  He  must  also  be  able  to 
resume  his  former  level  in  society.  Should  this 
definition  of  a complete  remission  be  strictly 
adhered  to,  the  number  of  cases  falling  into  this 
group  would  be  very  small.  It  is  difficult  to 
estimate  the  previous  level  since  most  of  the 
information  must  be  obtained  from  members  of 
the  family  or  friends.  In  a similar  way  the 
behavior  pattern  after  treatment  is  difficult  to 
follow  unless  the  individual  is  under  the  observa- 
tion of  a skilled  psychiatrist  most  of  the  time,  as 
little  peculiarities  which  may  be  of  vast  im- 
portance are  frequently  dismissed  as  of  no 
consequence  by  friends  or  relatives.  It  is  also 
at  times  unfair  to  state  that  the  person  has  not 
made  a complete  remission  because  he  has  been 
unable  to  return  to  his  former  position,  since  it 
must  be  recognized  that  patients  as  a rule  are 
retained  in  the  hospital  for  treatment  for  periods 
varying  from  one  year  to  several  years.  This 
results  in  a difficulty  in  adjustment  for  a time. 
Also,  because  of  present  economic  conditions  it 
may  be  impossible  to  obtain  a position  equal  to 
the  former,  especially  if  it  is  known  that  at  one 
time  he  was  in  a hospital  for  treatment  of  the 
mentally  ill. 

2.  Incomplete  Remission 

Here  is  included  the  large  majority  of  patients 
who  have  improved  enough  physically  and 
mentally  to  be  able  to  engage  in  some  type  of 
useful  occupation,  either  inside  or  outside  of  the 
hospital,  but  who  have  not  improved  to  such  an 
extent  that  they  can  return  to  their  former 
occupations.  There  may  be  permanent  defects 
such  as  lack  of  judgment  or  insight  and  also 
subsequent  relapses.  Another  subgroup  is  a 
type  which  has  made  more  physical  gain  than 
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psychiatric.  This  includes  by  far  the  largest 
number  of  patients  in  Table  I in  this  article. 
The  mental  condition  appears  to  be  stationary 
for  years  although  they  are  still  in  need  of 
hospital  care.  As  was  quoted  previously,  a 
large  proportion  of  this  group  belong  to  the 
schizophrenic  reaction  type. 

3.  Unimproved 

Here  there  is  no  improvement  in  the  mental 
condition  which  becomes  either  slowly  or  rapidly 
worse  in  the  same  manner  as  may  occur  in  cases 
which  have  had  no  treatment. 

4.  Death 

Here  death  occurs  during  or  shortly  after 
treatment,  frequently  in  a very  malignant  and 
rapid  fashion. 

The  aims  of  the  treatment  may  be 
briefly  stated  as : relief  of  symptoms  with 
an  attempt  to  restore  any  individual  to 
his  usual  standard  or,  failing  this,  to  arrest 
or  retard  the  process  as  well  as  to  make 
the  individual  noninfectious.  Serologic 
normality  is  only  a byproduct  of  the 
treatment  and  not  a guide  to  the  value  of 
the  treatment.  It  is  interesting  to  note 
that  the  two  chief  methods  of  treatment 
in  vogue  at  present  began  in  1917  when 
Wagner  Von  Jauregg  of  Vienna  published 
his  first  results  with  malaria  and  two  other 
workers,  Jacobs  and  Heidelberger  of  the 
Rockefeller  Institute,  first  created  an 
arsenobenzol  compound  called  trypars- 
amide  which  had  only  a 25  per  cent  arsenic 
content  but  a low  toxicity  and  a marked 
power  of  penetration  into  the  nervous 
tissue.  Since  then  a controversy  has 
arisen  as  to  the  best  methods  of  treat- 
ment. Analysis  of  results  of  the  various 
workers  must  be  viewed  from  several 
angles.  There  is  always  the  personal  equa- 
tion to  be  considered,  also  varied  opinions 
as  to  what  constitutes  a complete  or  par- 
tial remission.  Since  it  is  only  recently 
that  the  results  have  been  studied  from 
the  standpoint  of  reaction  patterns,  the 
factor  of  tissue  destruction  from  old 
processes  must  also  be  considered.  Sta- 
tistics taken  from  literature  of  the  last 
few  years  regarding  the  results  of  treat- 
ment therefore  show  considerable  varia- 
tions because  of  the  numerous  factors  in- 
volved.11-14 One  worker  reports  results 


of  the  malaria  therapy  alone  in  100  cases 
and  then  compares  it  with  another  un- 
selected group  of  100  cases  treated  by 
both  malaria  and  tryparsamide.  This 
worker  is  in  general  agreement  with  other 
investigations  in  that  he  believes  that  the 
better  results  are  obtained  with  the  latter 
group.  However,  other  workers  report 
equally  good  results  with  various  methods 
of  artificial  hyperpyrexia.15-17  The  feel- 
ing is  present  that  results  depend  to  a 
great  extent  upon  the  selected  clinical 
material.  No  one  at  the  present  time 
knows  what  a course  of  tryparsamide  con- 
sists of.  Some  feel  the  60  to  70  grams  are 
sufficient  while  others  give  as  high  as  300 
grams  or  more.  Similarly,  we  have  no 
clinical  basis  for  claims  made  that  a fever 
of  1021/2  F.  for  seventy  hours  will  ac- 
complish as  much  as  a higher  fever  for  a 
more  prolonged  period.  One  worker 
(Dr.  S.  L.  Warren,  Rochester,  N.  Y.) 
reports  very  good  results  in  untreated 
cases  with  the  use  of  the  prolonged  higher 
fever  therapy  followed  by  no  chemother- 
apy. Some  clinics  prefer  immediate  ma- 
laria treatment  while  others  give  initial 
course  of  tryparsamide  followed  by  tryp- 
arsamide and  malaria.18-19  Stokes20  gives 
the  following  indications  and  contraindica- 
tions for  malaria  therapy: 

Indications 

1.  Early  paresis  and  preparesis  in  young 
robust  persons. 

2.  The  same  conditions  in  older  patients 
without  contraindications. 

3.  Presence  of  neurosyphilitic  or  other  optic 
nerve  disease  contraindicating  tryparsamide. 

4.  Resistant  nonparetic  asymptomatic  neuro- 
syphilis (in  late  latency,  not  early  syphilis) . 

5.  Where  a reasonable  trial  of  tryparsamide 
has  failed  (one  year)  and  no  contraindications  to 
malaria  appear. 

6.  Optic  atrophy  (probably  inferior  to  intra- 
spinal  therapy)  and  gastric  crises,  persistent 
lightning  pains  when  not  otherwise  contra- 
indicated. 

Contraindications 

1.  Decentralized  inexpert  control  and  in- 
adequate facilities  (not  a practitioner’s  method). 

2.  Unsatisfactory  strain  of  malarial  organism. 

3.  Donor  of  same  blood  group  as  patient 
(Wagner  Von  Jauregg). 


436 


BENJAMIN  POLLACK 


[N.  Y.  State  J.  M. 


4.  Old  age.  Age  limit  should  be  based  on 
physical  status  rather  than  years  (probably  not 
over  45). 

5.  Definite  cardiovascular  disease,  especially 
coronary  and  myocardial  and  including  arterio- 
sclerosis. 

6.  Pulmonary  tuberculosis,  latent  or  active. 

7.  Chronic  alcoholism. 

8.  Marked  diabetes  (mild  is  not). 

9.  Severe  anemia. 

10.  Obesity. 

11.  Persistent  thymus. 

12.  “Galloping”  paresis. 

13.  Advanced  tabes  with  severe  ataxia,  de- 
cubitus, pyelonephritis. 

14.  Pregnancy. 

15.  Kidney  disease. 

16.  Marked  hepatic  disease  or  insufficiency,  or 
splenic  disease. 

17.  Severe  debility. 

18.  “Last  stages.” 

Discussion 

1.  Advantages  of  Malarial  Therapy. — 
On  the  whole,  probably  the  highest  effec- 
tiveness, risks  disregarded,  of  any  single 
form  of  treatment  for  neurosyphilis ; 
accomplishes  much  in  a short  time;  in- 
stitutional features  control  therapeutic 
flare-up  without  family  and  social  diffi- 
culties; places  responsibility  and  control 
in  hands  of  experts ; the  best  single  chance 
for  results  in  cases  un-co-operative  and 
difficult  to  control. 

2.  Disadvantages  of  Malarial  Therapy. 
— A “center”  or  institutional  method  for. 
the  experienced  only,  not  always  avail- 
able ; mortality  0.5  to  10+  per  cent ; tem- 
porary dislocation  of  occupation  and 
economic  status ; some  stigmatization ; 
difficulty  of  maintaining  safe  strains  of 
organism  in  small  institutions;  discom- 
forts of  stormy  course ; not  adapted  to  the 
debilitated,  complicated  case. 

Reviewing  the  results  obtained  from 
malaria  therapy  in  60  cases  of  general 
paresis,  Russman21  reported  27.7  per  cent 
complete  remissions  and  noted  that  Ray- 
nor had  reported  a normal  spontaneous 
remission  of  3.5  per  cent.  There  were  12.9 
per  cent  of  his  patients  who  belonged  to  the 
group  of  partial  remissions  while  18.5  per 
cent  were  classified  as  improved.  The  un- 
improved group  consisted  of  22.2  per  cent. 


He  again  shows  that  the  serologic  changes 
were  not  consistent  with  the  clinical 
changes  but  demonstrated  that  there  was 
a tendency  to  weaker  Wassermann  and 
Kahn  reactions  after  treatment  with  a 
lessening  of  the  cell  count  and  a decrease 
in  globulin.  In  most  of  his  cases  the 
colloidal  gold  curve  dropped  and  became 
less  typical.  This  was  well  shown  in  the 
writer’s  cases.  It  is  interesting  to  note 
that  a review  of  the  literature  shows  a 
death  rate  varying  from  a fraction  of  a 
per  cent  to  as  high  as  12  per  cent  in  the 
series  of  580  cases  reported  by  Kamosh 
and  Williams  of  the  Cleveland  State 
Hospital. 22  Kuhns23  surveyed  the  present 
status  of  hyperpyrexial  therapy  in  the 
various  state  hospitals  in  Illinois  and  his 
tables  are  herein  reproduced  (Tables  IV 
and  V). 

TABLE  IV — Evaluation  of  Artificial  Pyrexia  in 
500  Patients 


Im-  Unim- 

Therapy  Patients  proved  proved  Worse 

Typhoid  vaccine 100  52%  28%  20% 

Sulfur  in  oil 100  58%  21%  21% 

Malaria 100  66%  20%  14% 

Diathermy 100  72%  11%  17% 

Electric  blanket 100  78%  15%  7% 


TABLE  V — Different  Methods  of  Fever  Treatment 
and  Results  Obtained 


Im- 

Unim- 

Re- 

Therapy 

Patients  proved 

proved 

lapsed 

Died 

Malaria 

96 

68% 

16% 

4% 

12% 

Sulfur  in  oil  ...  . 

60 

35% 

55% 

0% 

10% 

Electric  blanket. 

40 

60% 

28% 

12% 

0% 

Typhoid  vaccine 

27 

74% 

26% 

0% 

0% 

Combined  forms 

24 

46% 

42% 

4% 

8% 

Total 

247 

58% 

30% 

4% 

8% 

Hutchings5  in  a study  of  182  cases  re- 
ported 66  as  much  improved,  54  as 
improved,  62  as  unimproved,  and  of 
the  group  25  went  home.  He  studied 
the  personality  type  and  found  that  82 
per  cent  of  the  confused  type  and  67 
per  cent  of  the  depressed  type  had 
been  discharged  while  only  20  per  cent 
of  the  schizophrenic  type  or  simple  type 
were  discharged  following  treatment  with 
malaria  and  tryparsamide.  It  is  interest- 
ing to  note  that  in  56  of  these  cases 
the  spinal  fluid  cleared  up  completely 
while  in  72  it  showed  some  improvement.. 
However,  in  these  groups  less  than 
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half  were  discharged.  Paradoxically,  in 
19  cases  in  which  the  spinal  fluid  had 
not  changed,  17  were  discharged. 

Paulian,  Fortunesco,  and  Tudor  of 
Bucharest24  report  the  results  of  malaria 
in  100  cases.  There  were  40  per  cent  re- 
missions, while  42  per  cent  showed  some 
improvement. 

Barnacle,  Ebaugh,  and  Ewalt  of  the 
Colorado  Psychopathic  Hospital25  report 
the  results  of  the  hyperpyrexia  treatment 
of  two  series  of  patients.  A group  of 
30  were  treated  with  the  Kettering 
hypertherm  at  a temperature  of  105  F.  to 
106  F.  for  an  average  of  44.5  hours  and 
10.4  treatments  per  patient.  In  addition 
to  this  treatment  each  patient  was  given  2 
grams  of  tryparsamide  at  the  height  of 
each  fever  and  following  the  hyperpyrex- 
ial  treatment,  tryparsamide  was  given  at 
regular  intervals,  in  3 gram  doses. 
Another  group  of  30  was  treated  with 
benign  tertian  malaria.  There  was  an 
average  of  9.9  febrile  periods  per  patient 
and  an  average  number  of  8.2  chills. 
These  patients  were  later  given  neoars- 
phenamine  and  tryparsamide.  In  the 
first  group  treated  by  mechanical  hyper- 
pyrexia and  tryparsamide,  70  per  cent  of 
the  patients  appeared  benefited,  while  in 
the  second  group  treated  by  malaria  and 
tryparsamide,  64  per  cent  of  the  patients 
were  improved.  The  results  showing 
only  a difference  of  improvement  in  2 
cases  cannot  be  interpreted  as  favoring 
one  method  or  the  other.26-28 

The  various  results  quoted  would  in- 
dicate that  there  probably  is  very  little 
difference  in  the  results  obtained  by  the 
various  methods  of  hyperpyrexia,  whether 
produced  by  malaria  or  by  other  types  of 
hyperpyrexial  methods,  i.e.,  diathermy 
and  heat  cabinets.  It  is,  however,  felt 
that  chemotherapy  should  be  given  fol- 
lowing all  the  pyrexial  treatments.  A re- 
view of  the  literature  would  seem  to  indi- 
cate a consistent  marked  improvement 
when  this  mode  of  procedure  is  used.* 


* Since  this  article  was  written,  Dussik  and  Wortis, 
co-workers  of  Sakel,  have  indicated  that  favorable  results 
might  be  obtained  by  treating  these  cases  with  hypo- 
glycemic shock  after  initial  malaria  and  tryparsamide 
treatment.  They  mention  schizophrenic  types  of  general 
paresis  which  have  improved  under  this  treatment.*9 


Summary 

1.  The  results  of  various  methods  of 
treatment  in  neurosyphilis  are  difficult  to 
evaluate  unless  viewed  from  the  stand- 
point of  personality  patterns,  the  duration 
of  the  disease,  and  the  type  of  treatments. 

2.  Hyperpyrexia  and  chemotherapy 
appear  to  be  the  most  efficient  present 
methods  of  treatment. 

3.  Serologic  and  clinical  changes 
show  no  parallelism.  The  laboratory 
tests  for  syphilis  should  not  be  used  as  a 
prognostic  indication  or  a guide  to  further 
treatment.  In  all  cases  the  present  ac- 
cepted method  of  treatment  should  be 
carried  out  to  the  full  extent,  even  if  the 
patient  has  shown  a marked  clinical  or 
serologic  improvement  before  the  treat- 
ment is  called  adequate. 

4.  A study  of  the  cases  of  general 
paresis  who  have  been  in  the  chronic 
service  of  a State  Hospital  for  at  least 
two  years  after  fairly  adequate  treatment 
shows  a preponderance  of  schizophrenic 
reaction  pattern  types.  It  is  also  noted 
that  the  majority  of  these  showed  a 
schizoid  trend  at  the  time  of  admission. 

1600  South  Ave. 
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A HOME  VIEW  OF  THE  CITADEL 

The  award  of  the  highest  American  honor  for 
a 1938-made  film  in  the  English  language  to  the 
production  adapted  from  Dr.  A.  J.  Cronin’s 
“best  seller”  has  naturally  a special  interest  for 
the  medical  profession,  remarks  The  British 
Medical  Journal,  because  of  the  predominantly 
medical  implications  of  the  plot.  Exactly  how 
far,  if  at  all,  the  author  of  the  book  intended  his 
work  of  fiction  to  be  regarded  as  a tract  has 
been  the  subject  of  widely  differing  views. 

The  public  greedily  absorbed  the  notion, 
probably  fostered  by  the  publisher  and  his  ad- 
vertising agents,  that  it  was  meant  as  a genuine 
and  savage  satire  on  “Harley  Street”  and  all  its 
ways — by  which  term  they  understand  the  whole 
body  of  London  consultants,  regardless  of  the 
fact  that  the  geographical  area  in  question  houses 
types  of  practitioner  as  far  asunder  as  the  poles 
in  scientific  distinction  and  in  devotion  to  the 
public  weal. 

The  public  was  probably  wrong;  just  as  Dr. 
Cronin  would  not  pretend  to  have  produced  a 
literary  masterpiece  or  an  important  work  of 
propaganda.  He  is  first  and  foremost  a story- 
teller— and  at  the  moment  has  few  superiors  in 
that  craft  in  England;  and  in  The  Citadel  he 
used  his  medical  training  and  experience  to  aid 
him  in  telling  a story  which  has  had  a most  re- 
markable success.  Fiction  is  not  evidence  on 
oath ; and  we  cannot  demand  of  a medical 
novelist  that  he  shall  subordinate  his  plot  or 
his  “local  colour”  to  accuracy  in  matters  of 
detail. 

The  main  fault  with  this  very  readable  book 
was  the  way  in  which  the  exceptional  was  over- 
emphasized so  as  to  make  it  appear  the  usual. 
When  the  film  magnates,  in  their  turn,  commis- 
sion a producer  to  turn  a novel  into  a talking 
film,  their  aim  is  neither  instruction  nor  political 
propaganda  but  the  more  commercial  aim  of 
amusing  and  interesting  their  patrons;  these 


include  all  classes,  and  among  them  the  unso- 
phisticated are  in  an  immense  majority.  It  is 
box-office  returns,  not  art  or  literature,  or  edu- 
cation or  social  betterment,  that  the  film  industry 
is  after;  whether  in  the  process  the  public  gets 
right  or  wrong  impressions  on  this  or  that  subject 
is  of  small  importance  compared  with  the  finan- 
cial results,  which  in  turn  depend  on  tickling  the 
ears  (and  eyes)  of  the  groundlings. 

Thirty  years  or  more  ago  one  remembers  that 
Mr.  Somerset  Maugham  (a  medical  man)  put 
on  the  stage  a scene  in  which  a young  consulting 
physician  in  “Harley  Street,”  hard  put  to  it 
because  his  practice  was  very  meager,  contem- 
plated scattering  orange  peel  on  the  pavement 
outside  his  rooms  in  the  hope  of  getting  some 
sprains  or  broken  legs  to  treat  as  a result.  The 
playwright,  of  course,  had  his  tongue  in  his 
cheek,  as  the  medical  members  of  his  audiences 
knew,  but  the  rest  of  the  world  saw  nothing 
abnormal  in  the  incident.  Similarly,  the  film 
version  of  Dr.  Cronin’s  book  abounds  in  glaring 
and  much  more  serious  medical  solecisms,  which 
will  go  unperceived  by  the  laity,  though  his 
professional  brethren  detect  them  easily  enough. 

The  question  is  not  whether  this  film  is  well 
produced  and  well  acted,  but  whether  it  gives  a 
distorted  view  of  medical  life  and  medical  morals, 
and,  if  so,  how  far  it  is  calculated  to  lower  our 
profession  in  the  eyes  of  the  public.  Its  qualities 
as  a film  are  a matter  for  cinema  critics;  they 
have  been  discussed  in  all  the  lay  papers  and  do 
not  much  concern  doctors  as  doctors.  In  our 
view  declares  The  British  Medical  Journal,  The 
Citadel  film,  apart  from  its  absurdities,  gives  a 
false  impression  of  British  medicine  and  British 
doctors,  which  in  the  long  run  will  do  harm  unless 
the  public  regard  it  merely  as  entertainment. 
Anything  that  lowers  prestige  by  so  much  lowers 
confidence,  and  confidence  is  the  chief  element 
in  the  doctor-patient  relationship. 


TIME  TO  KICK 

Our  businesses,  our  recreations,  our  everyday 
existence,  our  every  move,  almost,  have  all  been 
subjected  to  regimentation.  But  we  should  kick, 


and  kick  plenty,  when  our  lawmakers  try  to  sub- 
ject even  our  health  and  physical  well-being 
to  regimentation. — Goshen  ( N . F.)  Independent. 


CARCINOMA  OF  RECTUM  AND  COLON 

Early  Diagnosis  and  Treatment 

Frank  C.  Yeomans,  M.D.,  F.A.C.S.,  New  York,  N.  Y. 


Symptoms 

The  colon  is  divisible  into  two  seg- 
ments, right  and  left,  which  have 
different  embryology,  anatomy,  and  func- 
tion. The  right  colon,  as  far  as  the  mid- 
dle of  the  transverse  colon,  together  with 
the  small  intestine,  is  developed  from  the 
midgut;  its  blood  supply  is  from  the  su- 
perior mesenteric  artery  which  is  the 
artery  to  the  midgut,  and  its  function  is 
digestion  and  absorption.  The  left  colon, 
left  half  of  transverse,  splenic  flexure,  de- 
scending and  pelvic  colon,  is  derived  from 
the  hindgut,  and  is  supplied  by  its  ar- 
tery, the  inferior  mesenteric.  The  func- 
tion of  the  left  colon  is  storage  and  pro- 
pulsion of  the  fecal  column. 

These  differences  in  origin  and  function 
give  rise,  in  general,  to  different  sets  of 
symptoms  which  vary  with  the  situation 
of  the  neoplasm  and  the  extent  of  involve- 
ment. 

Early  symptoms  are  usually  vague  but 
have  serious  import. 

Carcinoma  of  Cecum  and  Ascending 
Colon. — As  the  bowel  lumen  is  largest  in 
this  segment  of  the  colon  and  its  contents 
liquid,  an  early,  small  tumor  may  give 
few  or  no  symptoms  unless  it  encroaches 
upon  the  ileocecal  valve.  Discovery  of  a 
tumor  by  the  patient  or  examiner  may  be 
the  first  sign. 

Discomfort  for  several  months  in  the 
right  lower  abdomen  is  the  chief  early 
complaint  in  90  per  cent  of  patients.  Re- 
curring attacks  of  pain  frequently  lead  to 
the  erroneous  diagnosis  of  subacute  or 
chronic  appendicitis.  The  appendix  had 
been  removed  without  benefit  in  15 
of  100  cases  studied  by  Priestley  and 
Bargen.1  Reflex  disturbances  to  the 
upper  portions  of  the  digestive  tract  caus- 
ing anorexia,  fulness  after  meals  and 
eructations,  frequently  divert  attention 
from  the  primary  lesion.  Diarrhea  and 


constipation  are  not  characteristic  and 
gross  bleeding  is  seldom  observed.  How- 
ever, in  advanced  lesions,  anemia,  weak- 
ness, and  loss  in  weight  may  suggest  per- 
nicious anemia  until  the  blood  picture  of 
secondary  anemia  directs  attention  to  the 
right  colon. 

Transverse  Colon. — Due  to  the  nar- 
rower lumen  of  this  segment  and  its  more 
formed  content,  intestinal  colic  and  pain, 
relieved  by  the  passage  of  gas  or  feces,  is  a 
characteristic  early  symptom.  With  in- 
creasing involvement,  constipation  is 
progressive  and  is  an  important  symptom 
in  persons  of  previous  normal  bowel  habit. 
Complete  obstruction  is  prone  to  super- 
vene, especially  when  the  annular  con- 
stricting growth  is  at  the  splenic  flexure. 
The  latter  is  seldom  palpable  but  a mid- 
colon tumor,  which  may  be  felt  early  in  50 
per  cent  of  cases  as  a movable  mass,  may 
later  involve  the  stomach  in  a rather  fixed 
tumefaction  and  cause  severe  gastric 
symptoms.  Bleeding  and  anemia  occur 
in  about  20  per  cent  of  cases.  Massive 
hemorrhage  was  the  initial  symptom  in  a 
man,  age  52,  whom  I saw  with  cancer  of 
the  transverse  colon. 

Descending  Colon  and  Sigmoid. — Dis- 
turbance of  motor  function  occurs  in 
three-fourths  of  the  cases.  Progressive 
constipation  is  usual  with  periods  of  diar- 
rhea in  about  20  per  cent;  less  often, 
alternating  constipation  and  diarrhea. 
Later,  obstruction  develops  with  classic 
symptoms.  Pain  of  some  type  is  usual, 
manifesting  itself  at  first  as  discomfort  in 
the  left  lower  quadrant  of  the  abdomen 
and  radiating  across  to  the  right  side. 
Rectosigmoid al  involvement  usually  ends 
in  stenosis  evidenced  by  abdominal  dis- 
tention, borborygmi,  frequent  small  bowel 
evacuations,  and  reflex  digestive  disturb- 
ances. Gross  blood  in  the  stool  occurs  in 
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50  per  cent  or  more  of  cases.  Anemia 
and  weight  loss  are  less  than  for  neo- 
plasms of  the  right  colon.  A tumor  of  the 
descending  colon,  especially  in  a stout 
person,  is  rarely  palpable  but  approxi- 
mately one-third  of  those  in  the  sigmoid 
can  be  felt.  The  error  of  diagnosing  feces 
impacted  above  an  obstructing  tumor  as  a 
neoplasm  is  rather  common. 

Rectosigmoid  and  Rectum. — The  earliest 
symptoms  are  constipation,  bleeding,  and 
discomfort  in  the  rectum.  Onset  of 
obstinate  constipation  in  a person  of 
cancer  age;  urgency  to  defecate  on  rising 
in  the  morning,  with  no  result  or  only  the 
passage  of  flatus  and  blood-tinged  mucus, 
or  a vague  feeling  that  something  is  radi- 
cally wrong  in  the  lower  abdomen,  or  a 
feeling  of  fulness  and  obstruction  in  the 
rectum,  occurring  separately  or  in  com- 
bination, form  a symptom-complex  that 
is  present  in  nearly  every  case  of  carci- 
noma of  the  rectosigmoid  or  rectum.  A 
tumor  in  the  large  rectal  ampulla  may  be 
virtually  “silent”  until  far  advanced. 
Tenesmus  occurs  only  with  neoplasms 
situated  low  in  the  rectum.  Indigestion, 
anemia,  and  weakness  are  not  character- 
istic of  the  early  stages  of  malignancy  of 
the  distal  bowel. 

In  summary:  The  symptoms  of  early 
malignancy  of  the  colon  are  vague — for 
the  right  colon  “indigestion,”  abdominal 
unrest,  intestinal  colic,  and  secondary 
anemia;  for  the  left  colon,  progressive 
constipation,  spurious  diarrhea,  gas  pains, 
and  gross  rectal  bleeding.  The  symptom- 
complex  of  carcinoma  of  the  rectosigmoid 
and  rectum  is  distinctive. 

Diagnosis 

Error  in  diagnosis  of  colonic  lesions,  as 
proved  by  operation  or  autopsy,  ranges 
from  20  to  40  per  cent. 

The  two  chief  reasons  why  there  is  an 
average  interval  of  six  to  eleven  months 
after  the  earliest  symptoms  until  the  pa- 
tient with  cancer  of  the  large  bowel  comes 
under  treatment  are:  first,  failure  of  the 
patient  to  obtain  competent  medical  ad- 
vice until  the  growth  is  far  advanced,  as 
evidenced  by  pain,  bleeding  or  obstruc- 
tion, and,  second,  omission  of  a thorough 


examination  by  the  physician  first  con- 
sulted. 

The  periodic  health  examination , espe- 
cially after  the  fortieth  year,  should  include 
palpation  and  endoscopy  of  the  terminal 
bowel.  Early  cancer  would  thus  be  dis- 
covered and  the  precancerous  adenomata 
detected  and  destroyed  before  they  had 
undergone  malignant  degeneration. 

The  early  symptoms  noted,  when  elici- 
ted while  taking  a complete  history  of  the 
patient,  should  impress  the  clinician  with 
the  possibility  of  cancer. 

Unfortunately,  several  other  organic 
lesions  of  the  large  bowel  give  symptoms 
and  signs  simulating  malignancy.  Not- 
able among  these  are  nonmalignant  tum- 
ors, appendiceal  abscess,  bleeding  internal 
hemorrhoids,  segmental  cicatrizing  enter- 
itis, chronic  ulcerative  colitis,  diverticul- 
itis, lymphosarcoma,  and  the  specific 
granulomata,  i.e.,  tuberculosis,  syphilis, 
amebiasis,  actinomycosis  and  venereal 
lymphogranuloma. 

Examination 

It  is  essential  that  the  physical  exami- 
nation be  methodical  and  in  the  following 
order : 

1.  General  and  abdominal.  In  women, 
vaginal  examination  should  precede 
rectal  palpation  to  determine  the  size, 
position,  flexion,  and  mobility  of  the 
uterus,  and  the  state  of  its  adnexa;  the 
condition  of  the  rectovaginal  septum,  and 
to  detect  pathology  in  the  pouch  of  Doug- 
las. 

2.  Digital  palpation  of  the  rectum, 
which  detects  practically  100  per  cent  of 
rectal  carcinomas.  As  a result  of  neglect 
of  this  simple  procedure,  many  patients 
are  treated  for  months  for  “dysentery”  or 
“bleeding  piles”  without  having  a proper 
examination.  From  10  to  18  per  cent  of 
patients  with  carcinoma  of  the  rectum  or 
rectosigmoid  have  been  treated  or  oper- 
ated upon  for  hemorrhoids  within  the 
period  of  active  cancer  symptoms.  The 
peritoneal  culdesac  should  always  be 
palpated.  Detection  of  induration  at 
this  site  frequently  indicates  a hopeless 
metastasis  from  a carcinoma  higher  in  the 
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abdomen,  usually  of  the  stomach  or  colon. 

3.  Proctosigmoidoscopy  reveals  ul- 
cerative lesions,  strictures,  benign  and 
malignant  growths  of  the  rectum  and,  in 
about  75  per  cent  of  cases,  similar  lesions 
of  the  distal  pelvic  colon.  Material  is 
obtained  for  smears  and  cultures  and 
biopsy  specimens  are  taken  when  indi- 
cated. Failure  to  pass  the  tube  through 
the  rectosigmoid  is  usually  due  to  an 
angulation  caused  by  adhesions  of  the 
sigmoid  or  an  organic  obstruction — 
stricture,  neoplasm,  or  diverticulitis — the 
nature  of  which  can  frequently  be  deter- 
mined by  the  endoscopy. 

4.  Roentgen  ray  study.  The  data  ob- 
tained by  sigmoidoscopy  should  be  given 
to  the  roentgenologist  before  his  examina- 
tion. The  x-ray  cannot  and  should  not 
be  expected  to  demonstrate  ulcers,  small 
benign  tumors,  or  early  carcinoma  of  this 
difficult  bowel  segment  situated  within 
the  bony  pelvic  girdle  which  is  so  accessi- 
ble to  direct  inspection.  However,  for 
the  colon  proper,  fluoroscopy  and  roent- 
genography with  the  barium  enema  is  the 
most  valuable  diagnostic  procedure  for 
detecting  carcinoma  and  other  lesions  of 
the  colon  or  excluding  them  from  the 
picture. 

5.  Laboratory.  Routine  laboratory 
tests  may  include  (a)  urinalysis,  ( b ) rou- 
tine blood  picture  and  type,  ( c ) Wasser- 
mann  test  of  the  blood  for  syphilis,  (d) 
sedimentation  rate,  ( e ) Frei  antigen  skin 
test  for  venereal  lymphogranuloma  in 
suspicious  cases,  and  (/)  examination  of 
feces  foi;  gross  and  occult  blood,  parasites, 
and  ova. 

Differential  Diagnosis — Right  Colon 

The  clinical  course  may  greatly  aid  in 
the  differentiation  of  the  commoner  condi- 
tions of  the  right  colon,  although  the  co- 
existence of  multiple  lesions  must  be  kept 
in  mind. 

In  carcinoma , weakness,  weight  loss 
and  secondary  anemia  are  progressive. 

The  roentgen  filling  defect  is  usually 
irregular  and  its  margins  definitely  rough. 

Hyperplastic  tuberculosis  has  a predilec- 
tion for  and  frequently  involves  a long 


stretch  of  the  ileocecum  and  ascending 
colon,  and  occurs  especially  as  a secondary 
manifestation  of  pulmonary  tuberculosis 
in  persons  under  the  “cancer  age”  of  forty 
years.  Of  66  cases  reviewed  by  F.  C. 
Herrick,  54  (82  per  cent)  occurred  be- 
fore the  fortieth  year.  Hyperplastic 
tuberculosis  has  a protracted  course,  thus 
contrasting  with  the  steady  progress  of 
carcinoma. 

Actinomycosis  of  the  abdomen  is  rather 
common  in  some  parts  of  Europe  and  in 
the  northwestern  section  of  the  United 
States.  In  New  York  City  the  disease  is 
so  rare  that  it  may  not  be  suspected  and 
the  correct  diagnosis  not  be  made  until 
the  chronic  inflammatory  process  is  far 
advanced,  and  then  only  by  biopsy,  at 
operation,  or  at  autopsy.  During  the  six- 
year  period  (1929-1935)  the  records  of  the 
Department  of  Health  of  the  City  of  New 
York  show  only  9 cases  of  actinomy- 
cosis, only  1 being  abdominal.  The  2 
cases  I have  seen  were  (1)  a girl,  aged 
19  years,  with  involvement  of  the  adnexa 
and  rectum,  and  (2)  a man,  aged  32,  with 
primary  involvement  of  the  cecum  and 
secondary  abscess  formation  in  the  right 
lobe  of  the  liver  and  the  right  lung. 
Cecal  actinomycosis  tends  to  invade  the 
anterior  abdominal  wall  and  form  one  or 
more  fistulas.  The  course  is  chronic  and 
febrile  after  secondary  infection  has  oc- 
curred. Discovery  of  the  specific  sulfur 
granules  in  scrapings  from  a sinus  wall 
clinches  the  diagnosis. 

Frequently  appendectomy  has  been 
performed  in  tuberculosis  and  in  actino- 
mycosis of  the  cecum,  the  true  nature  of 
the  process  being  discovered  only  when  a 
fecal  fistula  formed  several  weeks  later. 

Localized  cicatrizing  ileocolitis  produces 
a tender  tumefaction  in  the  right  lower 
quadrant,  is  marked  by  frequent  febrile 
episodes  resembling  acute  appendicitis, 
and  usually  presents  a characteristic 
roentgenogram — a narrow,  string-like  lu- 
men of  the  terminal  ileum. 

An  amebic  granuloma  may  develop  in 
any  segment  of  the  large  bowel.  Except 
for  its  shorter  duration,  *the  symptoms 
frequently  mimic  carcinoma  and  under 
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this  erroneous  diagnosis  resections  have 
been  performed,  nearly  always  with  fatal 
issue.  Roentgenograms  do  not  show  the 
clear-cut  picture  of  carcinoma.  From 
my  experience  with  4 cases  of  amebic 
granuloma,  1 of  the  transverse  colon 
and  3 of  the  rectum,  I feel  convinced 
that  proctosigmoidoscopy  is  invaluable  in 
obtaining  from  the  pathognomonic  ulcers 
material  in  which  the  specific  amebas  may 
be  demonstrated  on  the  warm  stage  of  a 
microscope,  thus  establishing  the  diag- 
nosis. 

Localized  lymphosarcoma  often  presents 
a baffling  picture  of  intestinal  colic  and 
obstruction,  without  bleeding.  When 
this  condition  is  suspected,  deep  roentgen 
ray  therapy  will  temporarily  shrink  the 
lymph  nodes,  ameliorate  symptoms,  and 
thus  suggest  the  true  nature  of  the  lesion. 

Appendix. — Either  of  two  pathologic 
conditions  of  the  appendix  may  produce  a 
tumefaction.  One  is  a large,  thick,  retro- 
cecal appendix,  frequently  tuberculous, 
adherent  to  the  posterior  abdominal  wall ; 
the  other  an  appendiceal  abscess,  enlarg- 
ing slowly,  with  or  without  slight  rise  in 
temperature  and  leukocytosis.  In  either 
instance  the  patient  is  usually  younger 
than  the  patient  with  cancer. 

Differential  Diagnosis — Left  Colon 

In  the  left  half  of  the  colon,  diverticulitis 
of  the  sigmoid  is  the  chief  organic  lesion  to 
be  differentiated  from  cancer.  The  ob- 
structive and  other  symptoms  are  much 
the  same,  but  gross  bleeding  is  rare  in 
diverticulitis  unless  cancer  coexists. 
There  is  a slight  rise  of  the  evening  tem- 
perature and  moderate  leukocytosis,  and 
the  tumor  is  not  fixed  unless  it  has  fused 
by  inflammatory  adhesions  into  the  an- 
terior abdominal  wall  or  the  bladder. 
The  x-ray  study  shows  a spindle-shaped 
filling  defect,  due  in  part  to  spasm,  and 
usually  shadows  of  extra-luminal  diver- 
ticula which  confirm  the  diagnosis. 

The  occurrence  of  cancer  in  patients 
beyond  the  fortieth  year  having  diver- 
ticulosis  or  diverticulitis  is  not  unusual. 
The  coexistence  has  been  observed  in 
from  4 to  30  per  cent  of  operated  cases. 


The  association  seems  to  be  coincidental 
and  not  causal.  The  x-ray  and  proctos- 
copy are  our  chief  reliances  for  their 
recognition. 

Hyperplastic  T uberculosis. — The  site 
of  the  lesion  in  the  100  cases  col- 
lected by  Lockhart-Mummery  was:  ce- 
cum or  cecocolon,  90;  whole  colon,  4; 
sigmoid,  only  6.  No  tuberculous  foci 
were  found  elsewhere  in  76  of  these  cases, 
but  the  lungs  of  18  showed  tuberculous 
lesions.  The  majority  of  cases  develop 
between  the  twentieth  and  the  fortieth 
years  of  life.  The  correct  diagnosis  of 
hyperplastic  tuberculosis  of  the  sigmoid  is 
seldom  made  before  surgical  intervention 
to  relieve  obstruction  or  for  the  removal  of 
a tumor,  presumably  malignant. 

Differential  Diagnosis — the  Rectum 

As  regards  carcinoma  of  the  rectosig- 
moid and  the  rectum,  two  outstanding 
facts  are  not  fully  appreciated.  First, 
the  neoplasm  is  in  a field  accessible  to 
both  palpation  and  inspection;  and, 
second,  that  approximately  75  per  cent  of 
rectocolonic  malignancies  involve  this 
bowel  segment. 

Our  statistics  at  the  New  York  City 
Cancer  Institute  illustrate  well  the  seg- 
mental incidence  of  carcinoma  of  the 
digestive  tract  as  determined  by  the  ac- 
curate diagnosis  on  discharge.  For  the 
years  1931-1937,  inclusive,  the  patients 
discharged  numbered  4,673. 

Alimentary  canal  involvements  were: 
esophagus  148,  stomach  484,  cecum  16, 
colon  46,  sigmoid  and  rectosigmoid  78, 
rectum  360,  anus  4,  a total  of  1,136.  Of 
the  500  malignant  neoplasms  of  the  large 
bowel,  360,  or  72  per  cent,  were  in  the 
rectum. 

This  predominant  incidence  of  cancer 
in  the  accessible  terminal  bowel  places  a 
grave  responsibility  upon  the  clinician  for 
its  early  detection  or  the  discovery  of 
other  lesions  giving  rise  to  similar  symp- 
toms. A carcinoma  of  the  rectum  is  felt 
on  digital  palpation  as  (a)  a polypoid, 
intraluminal  growth  of  small  or  large  size, 
at  onset  movable  with  the  rectal  mucosa, 
and  relatively  benign  in  that  few  or  no 
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lymph-nodes  are  involved;  ( b ) a crater- 
like excavated  growth  with  an  indurated, 
ulcerated  base  and  nodular  margins,  in- 
filtrating the  musculature  and  permeating 
the  lymphatics  early;  and  ( c ) an  annular 
constricting  growth  with  indurated  base 
and  nodular  margins,  rather  definitely 
limited  to  the  bowel  wall  and  tending  to 
produce  early  stenosis,  especially  in  the 
rectosigmoid. 

These  details  of  size,  position,  mobility, 
or  fixity  of  the  tumor,  its  involvement  of 
adjacent  organs  and  metastasis,  are  all 
prime  factors  in  determining  operability 
and  prognosis. 

Direct  inspection  through  the  procto- 
scope reveals  the  findings  of  palpation 
which  in  doubtful  cases  are  confirmed  by 
biopsy. 

Unless  they  can  be  extruded,  bleeding 
internal  hemorrhoids  are  recognized  not  by 
palpation  but  by  anoscopy,  which  is  al- 
ways to  be  followed  by  sigmoidoscopy  to 
rule  out  other  sources  of  bleeding  before 
the  hemorrhoids  are  treated. 

This  procedure  differentiates  simple 
polypoid  tumors,  such  as  single  and  multi- 
ple adenomata,  and  the  rare  villous  papil- 
loma. 

Inflammatory  stricture  generally  pre- 
sents as  a smooth,  funnel-shaped,  cica- 
tricial, annular  constriction,  usually  felt 
just  above  the  anal  canal.  Its  surface  is 
ulcerated,  its  course  is  longer  than  that  of 
cancer  and,  in  the  vast  majority  of  cases, 
the  Frei  antigen  skin  reaction  is  positive, 
thus  proving  the  lesion  to  be  venereal 
lymphogranuloma.  The  Frei  test  should 
be  done  in  every  case  of  stricture  or 
ulceration  of  the  rectum,  and  the  Wasser- 
mann  blood  test  in  every  case  of  tumor, 
stricture,  or  ulcer. 

If  a thorough  clinical  and  laboratory 
study  does  not  lead  to  a satisfactory  con- 
clusion, laparotomy  is  indicated,  as  the 
risk  of  diagnostic  incision  is  minimal  com- 
pared to  the  policy  of  “watchful  waiting” 
until  an  operable  lesion  has  reached  a 
hopeless  stage. 

Prognosis 

The  operative  prognosis  of  lesions  of  the 
right  colon  is  technically  better  than  for 


those  of  the  left  because  the  blood  supply 
through  the  ileocolic  artery  to  the  right 
half  is  more  constant,  obstruction  is  sel- 
dom present  and  the  bowel  contents  are 
less  septic.  In  practice,  results  may  be 
the  reverse. 

Metastasis  from  rectocolonic  carcinoma 
occurs  relatively  late  but  it  increases  with 
the  duration  of  the  disease.  The  poor 
late  operative  results,  due  to  visceral 
metastases,  are  in  direct  ratio  to  lym- 
phatic permeation  and  intravascular  (cap- 
illaries and  veins)  invasion.2  Regional 
lymph  node  permeation  occurs  later  from 
right  than  from  left  colonic  cancers  and 
metastases  to  the  liver  are  comparatively 
rare.  Since  dissemination  occurs  rela- 
tively late,  early  discovery  and  wide  re- 
moval of  the  primary  growth  afford  the 
possibility  of  cure  in  many  cases. 

The  American  College  of  Surgeons  has 
complete  records  of  a total  of  29,195  five- 
year  cures  of  proved  cancer  of  which  3,151 
are  of  the  colon  and  rectum.4  Although 
these  figures  represent  only  a fraction  of 
five-year  cures  that  have  been  obtained, 
they  are  very  significant  and  encouraging. 
They  should  serve  to  supplant  optimism 
for  the  pessimism  all  too  prevalent  in  both 
the  professional  and  lay  mind.  Pessi- 
mism is  based  largely  on  the  inevitably 
poor  results  of  late  and  emergency  opera- 
tions. 

Treatment 

Limitations  of  time  make  only  the 
briefest  outline  of  treatment  possible. 
Radium,  the  cautery,  and  surgical  dia- 
thermy are  limited  in  their  application  to 
tumors  below  the  peritoneal  reflection 
and  are  indicated  chiefly  for  radically  in- 
operable carcinomas  of  the  rectum.  The 
accessible  rectal  carcinomas  are  usually 
grade  II  and  radium-resistant,  while  the 
rectal  mucosa  is  radium-sensitive. 

When  warranted  by  the  general  condi- 
tion of  the  patient,  radical  surgical  exci- 
sion in  one  or  more  stages,  including  the 
adjacent  zones  of  lymphatic  spread, 
yields  the  best  results  and  the  highest  per- 
centage of  five-year  cures. 

For  tumors  of  the  cecum,  ascending 
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colon  and  hepatic  flexure,  a right  colec- 
tomy is  performed  with  end-to-side  or 
lateral  anastomosis  of  the  terminal  ileum 
and  the  transverse  colon,  thus  establish- 
ing continuity. 

With  tumors  of  the  left  colon  and 
splenic  flexure  which  tend  to  obstruction, 
the  radical  excision  in  one  or  two  stages  is 
usually  preceded  by  a cecostomy  to  de- 
compress the  bowel.  A small  cancer  in  a 
long  sigmoid  may  then  occasionally  be 
resected  with  end-to-end  anastomosis. 
As  a rule  a safer  procedure  is  the  exteriori- 
zation maneuver  in  two  or  three  stages 
(Paul,  Mikulicz). 

For  a neoplasm  situated  in  the  pel- 
vic colon,  the  bowel  may  be  divided  be- 
tween clamps  below  the  growth.  The  distal 
end  is  inverted,  the  tumor-bearing  seg- 
ment excised,  and  a permanent  colostomy 
established  with  the  proximal  end.  This 
procedure  has  yielded  me  excellent  re- 
sults, and  several  patients  are  well  with- 
out recurrence  over  five  years.  Rarely 
the  proximal  end  can  be  invaginated  into 
the  rectal  stump  and  sutured,  thus  estab- 
lishing continuity,  after  the  method  of 
Balfour. 

For  cancers  of  the  rectosigmoid  and 
upper  rectum  the  Miles  procedure  is  the 
best — permanent  sigmoidostomy  with  ex- 
cision of  the  entire  bowel  beyond  the 
stoma  in  one  stage. 

Rectal  growths,  the  upper  margin  of 
which  can  be  reached  by  the  finger,  can  be 
removed  safely  by  perineal  excision,  with 
or  without  permanent  colostomy.  Peri- 
neal excision  is  especially  indicated  and 
gives  good  results  in  the  aged,  the  debili- 
tated, and  in  obese  patients. 

Epithelioma  of  the  anus  should  be  im- 
planted with  gold  seeds  of  radon  and  proc- 
tectomy performed  six  weeks  later.  Ir- 
radiation alone  is  successful  in  some  in- 
stances. Two  of  my  patients  treated 
with  radium  for  epithelioma  over  ten 
years  ago  are  well. 

Summary 

1.  The  early  symptoms  of  cancer  in 
each  segment  of  the  large  bowel  are  pre- 
sented. 


2.  The  differential  diagnosis  of  other 
lesions  preventing  similar  symptoms  is 
discussed. 

3.  The  methodical  sequence  of  the 
physical  examination  is  stressed  and  the 
required  laboratory  data  stated. 

4.  Anatomic  conditions  favoring  oper- 
ation are  mentioned  and  metastases  as 
affecting  the  late  prognosis  are  noted. 

5.  The  operative  procedure  indicated 
for  cancer  of  each  rectocolonic  segment  is 
outlined  briefly. 
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Discussion 

Dr.  William  H.  Stewart,  New  York  City — The 
statement  has  been  made,  which  is  probably 
true,  that  lesions  of  the  colon  are  more  often  over- 
looked roentgenographically  than  in  any  other 
portion  of  the  gastrointestinal  tract.  Any  at- 
tempt to  discuss  the  roentgenographic  aspect  of 
malignancies  of  the  entire  colon  in  the  time  al- 
lotted would  obviously  be  impossible.  I there- 
fore have  limited  my  remarks  to  the  pelvic  por- 
tion. 

The  differential  diagnosis  of  lesions  of  the  sig- 
moid presents  one  of  the  most  important  and  of- 
ten one  of  the  most  difficult  problems  in  roent- 
genology. It  is  important  because  cases  of 
carcinoma  and  diverticulitis  of  the  sigmoid  are  of 
frequent  occurrence  and  important  because  the 
treatment  in  the  two  conditions  is  so  different 
that  serious  consequences  result  in  almost  every 
case  where  an  error  in  diagnosis  is  made. 

In  many  cases  the  differentiation  of  benign  and 
malignant  colon  lesions  offers  unusual  difficulties, 
as  carcinoma  may  be  present  in  a patient  with 
diverticulitis  and  in  another  patient  inflamma- 
tory changes  secondary  to  a diverticulitis  may 
produce  a tumor  mass  which  has  many,  if  not  all, 
of  the  roentgen  features  of  carcinoma. 

It  is  unreasonable,  therefore,  to  expect  a diag- 
nosis in  every  case  on  the  x-ray  studies  alone. 
The  problem  is  a difficult  one  and  the  roentgen- 
ologist is  entitled  to  all  the  clinical  and  laboratory 
information  available,  in  addition  to  his  roent- 
genographic information.  In  almost  all  cases 
when  all  of  the  available  material  is  considered,  a 
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Cancer  op  the  Sigmoid 

1.  Canalization 

2.  Mucosal  pattern  destroyed 

3.  Filling  defects  show  as  lobulated  cauliflower  masses 
with  irregular  ragged  lumen  and  showing  fingerprint 
deformity 

4.  There  are  two  special  types.  The  napkin  ring 
deformity  with  minimum  involvement  and  the 
massive  deformity  with  crater  formation 

5.  Usually  a sharp  sudden  demarcation  between 
normal  and  pathologic  involvement 

6.  Haustral  markings  destroyed 

7.  Persistent  unilateral  deformity  in  some  types 

8.  No  evidence  of  diverticuli 

9.  Constancy  to  the  character  of  the  deformity 

10.  Rigidity  with  fixation  and  a frozen  mass 

11.  No  masses  of  barium  seen  outside  the  lumen  of  the 
gut 

12.  Usually  intraluminal  unless  accompanied  by  peri- 
sigmoidal  inflammatory  mass 

13.  The  sigmoid  is  liable  to  maintain  its  patency  through 
canalization  and  fixation.  The  proximal  colon  is 
dilated.  Sudden  destruction  may  occur 

14.  Spasm  of  the  colon  is  more  likely  to  occur  at  the  site 
of  the  lesion 


reasonable  diagnosis  can  be  made.  Before 
arriving  at  a definite  conclusion,  however,  I 
should  like  to  emphasize  the  necessity  of  obtain- 
ing adequate  film  studies.  The  tendency  is  to 
limit  the  roentgenographic  examination  in  the 
diagnosis  of  colonic  lesions  while  in  gastric  in- 
vestigations unlimited  films  are  the  rule.  There 
is  no  set  pattern  for  the  colon  and  there  is  conse- 
quently no  routine  position  or  set  of  positions 
that  will  yield  diagnostic  films.  Every  patient 
requires  careful  individual  consideration  and 
fluoroscopic  examination.  The  x-ray  apparatus 
should  be  equipped  with  a spot  film  device  which 
permits  the  production  of  films  at  any  time  dur- 
ing the  fluoroscopy.  In  many  patients  a single 
film  of  the  sigmoid  made  with  the  patient  in  the 
left  posterior  supine  oblique  position  will  yield 
all  the  information  necessary.  This  must  be 
made  with  the  bowel  only  partially  filled  and  the 
position  carefully  checked  by  fluoroscopy.  Just 
any  left  posterior  oblique  of  the  sigmoid  will  not 
do.  In  some  cases  five  or  six  films  of  this  region 
are  not  too  many  to  establish  a diagnosis.  If 
only  supine  or  prone  films  are  taken  or  if  the  en- 
tire bowel  is  filled  before  the  sigmoid  studies  are 
made  redundancies  are  almost  sure  to  obscure  a 
portion  of  the  sigmoid.  In  fact,  one  of  the  rea- 
sons we  miss  is  that  small  lesions  in  the  sulcus  of 
the  haustral  contractions  are  overshadowed  by 
the  distended  portion  of  the  bowel. 

The  fluoroscopic  examination  is  not  only  of 
importance  as  far  as  positioning  is  concerned. 
Palpation  with  the  direct  vision  thus  afforded  can 
give  much  information  as  to  tenderness,  fixation 
of  the  bowel,  and  location  of  tumor  masses. 

In  the  differentiation  between  benign  and  ma- 
lignant lesions  of  the  sigmoid  we  have  made  the 
above  comparison. 

Acknowledging  the  vast  superiority  of  the 
proctoscopic  over  the  roentgenographic  examina- 


Diverticulitis 

1.  Not  present 

2.  Mucosal  pattern  still  incompletely  seen 

3.  Filling  defect  consists  of  a serrated  irregular  “picket 
fence”  appearance 

4.  Massive  involvement.  No  crater  formation.  Never 
napkin  ring  deformity 

5.  No  distinct  demarcation  between  normal  and 
pathologic  involvement 

6.  Haustral  markings  still  in  evidence.  Points  at 
depth  of  indentations  widened 

7.  No  unilateral  deformity  in  any  type 

8.  Bud-like  shadows  present  indicating  diverticuli 

9.  Changing  character  to  the  defects 

10.  Maintenance  of  flexibility 

11.  Masses  of  barium  may  be  seen  outside  the  outline 
of  the  colon  from  ruptured  diverticuli 

12.  Extraluminal.  The  lesion  is  always  in  the  wall  or  in 
the  perisigmoid  structures 

13.  Intestinal  obstruction  from  inflammatory  swelling 
and  edema  frequently  occurs.  Dilatation  of  the 
proximal  colon  not  so  extensive 

14.  Spasm  of  the  colon  is  more  frequently  seen  away  from 
the  site  of  the  lesion 


tion  in  lesions  of  the  rectum,  nevertheless  in 
pathology  of  the  rectosigmoid  and  sigmoid  the 
roentgenographic  findings  are  often  much  more 
satisfactory  than  those  discovered  by  the  sig- 
moidoscope. Sigmoidoscopy  requires  skill  and 
experience.  Not  everyone  can  pass  a sigmoido- 
scope satisfactorily  and  recognize  what  he  sees. 
However,  as  the  author  states,  the  roentgenolo- 
gist and  surgeon  should  work  hand  in  hand  in  an 
endeavor  to  make  a diagnosis  which  is  difficult 
at  the  best. 

Dr.  Henry  W.  Cave,  New  York  City — There 
are  many  points  worthy  of  comment  in  this  ex- 
cellent presentation  of  Dr.  Yeomans’. 

He  has  emphasized  and  rightly  so,  the  symp- 
toms and  signs  of  early  malignancy  of  the  colon 
and  rectum.  He  has  stressed  the  vague  symp- 
toms of  early  growths  of  the  right  colon;  pro- 
gressive constipation,  spurious  diarrhea,  gas 
pains,  and  gross  rectal  bleeding  that  point  to  left 
colon  involvement.  The  symptom-complex  of 
rectosigmoid  and  rectal  growths  he  emphasizes  is 
distinctive.  My  only  comment  on  this  section  of 
his  paper  is  that  a large  percentage  of  patients 
suffering  from  this  disease  of  the  colon,  recto- 
sigmoid, and  rectum  in  the  early  stages  complain 
of  nothing  more  than  a feeling  of  abdominal  dis- 
comfort, irregular  bowel  movements,  and,  in  some, 
bleeding. 

The  three  most  valuable  aids  in  the  diagnosis 
of  cancer  of  the  large  bowel  and  rectum  are:  (1) 
Digital  examination  which  in  many  instances  is 
more  satisfactorily  carried  out  with  the  patient 
in  the  squatting  posture;  there  have  been  many 
tumors  of  the  lower  sigmoid  that  have  been 
missed  because  the  patient  was  examined  in  the 
Sims’  or  in  the  knee-chest  positions.  (2)  The 
proctoscope  is  invaluable  in  determining  the  site, 
the  size  of  the  growth,  and  in  obtaining  sections 
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for  microscopic  study  which  should  be  done  in 
every  instance,  and  should  the  first  biopsy  return 
negative,  other  specimens  should  be  obtained. 
(3)  Fluoroscopy  and  x-ray  study  following 
barium  enema  is  absolutely  necessary  if  early 
growths  of  the  cecum,  ascending,  transverse,  and 
descending  colon  are  to  be  recognized. 

As  Dr.  Yeomans  has  pointed  out,  “from  10  to  18 
per  cent  of  the  patients  with  carcinoma  of  the 
rectum  or  the  rectosigmoid  have  been  treated  or 
operated  upon  for  hemorrhoids  within  the  period 
of  active  cancer  symptoms.”  Should  not  a 
barium  enema  be  given  every  patient  who  comes 
in  complaining  of  a bloody  discharge  from  the 
anal  opening,  no  matter  what  they  or  their  medi- 
cal adviser  think  is  the  origin?  May  I re- 
emphasize the  importance  of  turning  over  to  the 
roentgenologist  the  data  obtained  by  sigmoid- 
oscopy. In  some  instances,  let  it  be  stated  that 
cancer  of  the  colon  and  sigmoid  is  discoverable 
only  when  roentgenograms  have  been  taken  in 
the  various  oblique  positions. 

The  opportunity  will  now  be  taken  to  empha- 
size important  features  which  have  proved  bene- 
ficial in  our  hands  in  the  treatment  of  cancer  of 
the  colon  and  rectum. 

(1)  Preoperative  preparation,  at  least  one 
week,  should  be  required  in  properly  preparing 
these  patients  for  operation.  This  in  detail 
consists  in  cleansing  the  bowel  thoroughly  with 
Epsom  salt,  one-half  an  ounce  twice  a day,  rectal 
and  colonic  irrigations  with  warm  saline  solu- 
tions, intravenous  5 per  cent  glucose  in  saline 
2,000  to  3,000  cc.  daily,  and  low  or  nonresidue 
diets.  Three  days  prior  to  operation  the  cleans- 
ing process  may  be  stopped;  lead  and  opium 
pills,  and  paregoric,  one  dram,  three  times 
a day  may  then  be  administered  with  the 
idea  of  constricting  the  bowel,  making  it 


technically  easier  to  handle  at  the  time  of  opera- 
tion. We  are  convinced  that  the  mortality  rate 
will  be  reduced  if  these  measures  are  carried  out 
preoperatively. 

(2)  The  employment  of  cecostomy  for  decom- 
pression purposes  is  of  extreme  importance  if  the 
slightest  obstruction  is  present.  In  a recent 
article  by  Sir  Hugh  Devine  in  the  February 
number  of  Surgery  he  has  brought  forth  the  most 
hopeful  procedure  of  so-called  operation  on  de- 
functioned  distal  colon.  His  plan  is  through  a 
small  upper  right  rectus  incision  to  explore  the 
liver,  to  establish  a complete  diversion  of  the 
fecal  current  in  the  transverse  colon,  to  then 
later  treat  the  left  colon  by  warm  irrigations,  and 
in  this  way  prepare  the  completely  disfunctioned 
colon  for  operation,  and  in  growths  of  the  left 
colon  and  rectosigmoid  he  has  been  able  to  resect 
with  restoration  of  the  fecal  stream. 

During  the  last  two  years  following  Cattell’s 
suggestion  we  have  made  an  attempt  to  close  the 
perineal  wound  following  combined  abdomino- 
perineal resection  of  the  rectum  and  we  believe 
unquestionably  it  has  shortened  the  convales- 
cence of  these  patients.  We  believe  the  ideal 
operation  for  growths  in  the  right  colon  is  a two- 
stage  procedure  in  the  majority  of  instances: 
side-to-side  or  end-to-side  ileotransverse  colos- 
tomy; later,  at  a second  stage,  resection.  We 
believe  that  the  safest  and  most  satisfactory 
procedure  on  the  left  colon  is  an  exteriorization 
method,  provided  that  the  entire  gland-bearing 
area  can  be  removed.  Although  the  Lahey  two- 
stage  operation  for  cancer  of  the  rectum  is  not 
only  helpful  but  necessary  in  the  larger  growths, 
there  is  unquestionably  a definite  trend  among 
the  majority  of  rectal  surgeons  toward  the  com- 
bined abdomino-perineal  resection  in  one  stage 
after  the  Miles  technic. 


441  FOREIGN  DOCTORS  FAIL  IN  STATE  TESTS 


Results  of  the  State  medical  examinations  for 
1937-38,  announced  January  28  by  the  State 
Education  Department,  showed  that  of  1,063 
foreign  doctors  who  tried  the  tests,  441  failed  to 
pass.  According  to  the  department,  1,836  candi- 
dates took  the  examinations — 1,063  from  foreign 
schools,  285  from  schools  of  other  states,  and 
488  from  New  York  medical  schools. 

The  report  showed  that  5.5  per  cent  of  the 
New  York  educated  doctors  failed  in  the  tests 
and  24.9  per  cent  from  other  states  failed. 

Listed  by  country,  number  of  candidates,  and 


number  of  failures,  results  of  the  examinations 
follow : 

Austria,  112  candidates,  35  failures;  Germany, 
422  candidates,  210  failures;  Czechoslovakia,  12, 
9 failures;  England,  12,  no  failures;  France,  36, 
14  failures;  Hungary,  12,  8 failures;  Ireland,  7. 
5 failures;  Russia,  10,  9 failures;  Scotland,  88, 
14  failures;  Switzerland,  181,  66  failures;  Syria, 
2,  no  failures;  Italy,  103,  58  failures;  Turkey,  1, 
1 failure;  Cuba,  2,  no  failures;  Canada,  62,  11 
failures;  Mexico,  1,  1 failure. 


CHANCROID:  A COMPARATIVE  STUDY  OF  THE 
ITO  TEST  MADE  WITH  THREE  VACCINES 


Harry  C.  Saunders,  M.D.,  Orlando  Canizares,  M.D.,  and 
Reuben  Frank  Reider,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology  and  Sy philology.  New  York  University  College  of  Medicine  and 
the  Dermatologic  Service  of  Bellevue  Hospital,  Service  of  Drs.  Howard  Fox  and  Edward  R.  Maloney) 


The  I to  test,  performed  with  vaccines 
of  Ducrey  streptobacilli  injected 
intradermally,  has  been  used  extensively 
in  foreign  countries,  since  its  discovery 
and  has  been  universally  considered  satis- 
factory. 

In  Europe,  the  most  widely  used  Du- 
crey vaccine  is  the  French  commercial 
preparation,  “Dmelcos,”  which  is  pre- 
pared according  to  the  method  of  Nicole. 
Dmelcos  vaccine  has  also  been  employed 
in  this  country  as  stated  by  Wise  and 
Sulzberger15  but  its  routine  use  has  been 
impossible  owing  to  the  difficulty  in  ob- 
taining it. 

For  some  unaccountable  reason,  a satis- 
factory culture  of  Ducrey  streptobacilli 
for  preparation  of  a vaccine  has  not  been 
successful  in  this  country  until  quite 
recently.  In  this  paper  we  give  the  re- 
sults of  our  study  with  intradermal  in- 
jections of  Ducrey  vaccines  for  the  diag- 
nosis of  chancroid  and  compare  the  re- 
sults of  two  American  vaccines  with 
Dmelcos  vaccine. 

One  of  the  American  vaccines  was  pre- 
pared by  Greenblatt  and  Sanderson1  at 
the  University  of  Georgia.  The  other  is  a 
commercial  preparation  made  by  Lederle 
Laboratories. 

Ito,2  working  under  the  supervision  of 
Bruck  at  the  clinic  of  Neisser,  was  the 
first  to  prepare  a vaccine  from  cultures  of 
Ducrey  streptobacillus.  He  used  it  for 
diagnosis  and  treatment  of  chancroid. 
Reenstierna3,  Frei,4  Nicole,5  and  Rivalier6 
corroborated  his  results.  Frei4  obtained 
positive  intradermal  tests  in  cases  of 
chancroid  with  pus  from  chancroidal 
buboes.  The  value  of  this  test  was  con- 
firmed by  Bratzlavskij  and  Moreinis,7  and 


Cole  and  Levin.8  In  America,  Teague 
and  Deibert,9  Bram10  and  Saelhof11 
have  experimented  with  cultures  of  Du- 
crey streptobacilli.  Recently  Hunt, 12  Du- 
laney,13 and  Greenblatt  and  Sanderson14 
have  cultured  the  streptobacillus  and 
prepared  vaccines.  The  last  mentioned 
authors  compared  the  diagnostic  value  of 
their  Ducrey  vaccine  with  that  of  pus 
from  chancroidal  buboes  and  found  the 
vaccine  more  satisfactory. 

The  test  is  performed  on  the  flexor  sur- 
face of  the  forearm  with  0.1  cc.  of  vaccine 
injected  intradermally.  To  obtain  uni- 
form dosage,  it  is  important  to  mix  the 
vaccine  by  shaking  before  injecting.  In 
cases  of  chancroid,  an  erythematous 
papule  appears  within  twenty-four  hours ; 
occasionally  on  the  second  or  third  day. 
This  is  sometimes  slightly  tender.  An 
erythematous  areola,  varying  in  size, 
may  be  present  but  usually  disappears 
after  two  or  three  days.  The  test  should 
be  read  on  the  third  or  fourth  day  but 
when  positive  may  remain  for  weeks.  A 
reaction  of  short  duration  has  little  or  no 
value.  The  papule  should  be  8 mm.  or 
more  in  diameter.  Papulovesicular,  papu- 
lopustular,  or  nodular  types  of  reaction 
may  be  present. 

In  controls,  a small  papule  or  area  of 
erythema  may  develop  during  the  first 
twenty-four  hours  but  usually  disappears 
on  the  second  or  third  day. 

For  the  proper  interpretation  of  the  Ito 
test,  several  points  should  be  borne  in 
mind.  The  test  usually  becomes  positive 
during  the  first  or  second  week  after 
development  of  the  infection,  but  some- 
times not  until  the  sixth  week  or  later. 
It  is  incorrect,  therefore,  to  speak  of  the 
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RESULTS  OF  THE  ITO  TEST  WITH  DMELCOS  VACCINE 


Cases — Cases — 

No.  of  No.  of  Positive  Negative 

Cases  Tests  Reactions  Reactions  Remarks 


Chancroid 


With  buboes 

22 

22 

22 

Without  buboes 

85 

105 

76 

History  of  chancroid 
or  bubo 

28 

28 

24 

Cases  with  buboes 
and  positive  Frei 
tests 
Controls 

27 

27 

6 

No  history  of 

chancroid  or  bubo 

117 

140 

3 

Nine  cases  gave  negative  tests  throughout  their 
stay  in  the  hospital.  One  of  these  was  tested 
9 10  months  later  and  still  gave  a negative  reac- 

tion. 

4 Cases  with  negative  Frei  tests  only  were  in- 
cluded. 

21  The  six  cases  giving  positive  Ito  tests  were 
clinically  mixed  infections. 


114  Three  normal  individuals  gave  positive  Ito  tests. 

One  of  these  also  gave  similar  reactions  to 
Frei  antigen  (mouse  brain)  and  normal  mouse 
brain  emulsion. 


percentage  of  positive  tests  without  speci- 
fying the  duration  of  the  infection.  The 
test  is  practically  always  positive  when 
chancroidal  buboes  are  present.  Once 
the  test  has  become  positive,  it  remains  so 
throughout  life  but  in  several  instances 
the  test  has  become  negative  following  in- 
travenous injections  of  Ducrey  vaccine 
for  therapy. 

We  believe  the  test  to  be  specially 
valuable  in  longstanding  chancroids. 
In  the  majority  of  these  phagedenic  le- 
sions where  autoinoculations  are  usually 
negative,  the  Ito  test  is  always  positive. 
The  negative  autoinoculations  in  these 
cases  is  probably  due  to  the  overgrowth 
of  the  Ducrey  streptobacillus  by  common 
pyogenic  bacteria. 

A study  of  our  cases  substantiates  the 
opinions  of  other  observers  that  the  vac- 
cine is  satisfactory  as  a diagnostic  test  in 
the  majority  of  cases  as  is  shown  in  the 
above  table. 

The  results  of  the  comparison  of  the 
three  vaccines  are  as  follows : 

Group  1:  Comparison  of  Greenblatt’s 
Vaccine  with  Dmelcos. — One  hundred  and 
eighty  tests  were  performed  on  86  individ- 
uals. In  44  cases  the  tests  were  positive 
and  in  46  cases  negative  to  both  vaccines. 
In  26  of  the  positive  cases,  the  two  vac- 
cines gave  equal  reactions.  Greenblatt’s 
vaccine  gave  stronger  reactions  than 
Dmelcos  in  4 cases  and  weaker  reactions 
in  16  cases. 

Group  2:  Comparison  of  the  American 
Commercial  Vaccine  with  Dmelcos. — 
Sixty-two  tests  were  performed  on  27 
persons.  Nineteen  tests  were  negative 
and  12  positive  with  both  vaccines.  In  5 


of  the  positive  cases,  the  two  vaccines 
gave  equal  reactions.  The  commercial 
vaccine  was  stronger  in  1 case  and  weaker 
in  6 cases. 

Group  3:  Comparison  of  the  Three 
Vaccines. — Three  hundred  and  sixty  tests 
were  performed  on  112  persons.  Seventy- 
six  gave  negative  reactions  to  all  vaccines. 
Forty-four  cases  gave  positive  reactions, 
of  which  26  were  of  equal  intensity,  8 gave 
the  strongest  reaction  with  Dmelcos,  4 
with  Greenblatt’s,  and  4 with  the  commer- 
cial vaccine. 

When  the  reaction  to  Dmelcos  vaccine 
was  negative,  the  other  two  vaccines  also 
gave  negative  reactions  in  all  the  cases. 
The  differences  in  the  positive  reactions 
were  slight  and  in  no  case  of  such  a degree 
as  to  be  of  any  practical  value.  Some  of 
these  may  have  been  due  to  differences  in 
the  age  of  the  vaccines. 

Summary  and  Conclusions 

In  107  cases  of  chancroid,  28  cases  with 
a history  of  previous  chancroidal  infec- 
tion, 27  cases  with  buboes  and  positive 
Frei  test,  and  117  controls,  tests  were 
made  with  322  intradermal  injections  of 
Dmelcos  vaccine,  210  of  Greenblatt’s  vac- 
cine, and  151  of  an  American  commercial 
vaccine. 

Attention  is  drawn  to  the  fact  that  early 
cases  of  chancroid  may  give  negative 
reactions  for  a few  weeks.  The  reactions 
are  practically  always  positive  when 
buboes  are  present. 

The  test  is  of  special  value  in  long- 
standing chancroids  where  other  diag- 
nostic measures  fail. 

The  two  American  Ducrey  vaccines 


March  1,  1939] 


CHANCROID 


449 


gave  reactions  equal  to  those  with  Dmel- 
cos  vaccine.  The  tests  with  these  vac- 
cines confirm  their  specificity  for  diag- 
nosis of  chancroidal  infections  and  are  as 
useful  as  the  accepted  Dmelcos. 
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Discussion 

Dr.  David  Bloom,  New  York  City — It  is  grati- 
fying to  know  that  at  last  streptobacilli  were 
successfully  cultured  and  that  a vaccine  could  be 
prepared  in  this  country.  Chancroid  is  an  im- 
portant venereal  disease  because  of  the  frequently 
destructive  form  which  it  assumes  and  particu- 
larly because  it  is  to  be  differentiated  from 
syphilis  and  other  important  affections. 

The  investigations  carried  out  by  Dr.  Saunders 
and  his  collaborators  are  valuable  and  necessary, 
for  they  show  that  the  commercial  vaccine  and 
the  vaccine  prepared  by  Sanderson  and  Green- 
blatt of  Georgia  compare  well  with  the  French 
preparation  called  Dmelcos.  This  latter  prepa- 
ration we  have  been  forced  to  use  for  many 
years  in  this  country,  in  spite  of  the  difficulties 
associated  with  the  importation  of  this  vaccine 
into  the  United  States. 

This  intradermal  test  has  been  worked  out  in 
1913  by  Ito  in  Neisser’s  Clinic  at  Breslau  under 
the  direction  of  Bruck  on  a small  number  of  pa- 
tients. In  1923,  Reenstierna  at  Pasteur’s  Insti- 
tute in  Paris  continued  this  work  and  confirmed 
it  on  a much  greater  material.  It  is,  therefore, 
also  called  the  Ito-Reenstierna  test.  This  test  is 
recognized  by  all  investigators  as  specific.  It  has 
proved  its  value  for  many  years  in  differentiating 
chancroid  from  other  diseases  and  particularly  in 
investigations  of  lymphogranuloma  venereum. 
About  eight  days  after  the  infection  this  reaction 
becomes  positive  and  increases  in  intensity  with 
the  duration  of  the  chancroid.  The  presence  of  a 


bubo  favors  an  intense  reaction.  The  following 
points  have  to  be  kept  in  mind  when  evaluating 
the  test:  The  test  becomes  positive  about  eight 
to  ten  days  after  the  infection,  sometimes  later. 
Some  chancroid  patients  do  not  develop  any 
positive  skin  reaction.  This  is,  however,  excep- 
tional, occurring,  according  to  Rivalier,  in  one 
among  two  hundred  patients.  Certain  non- 
chancroid patients  may  be  hypersensitive  to  any 
foreign  protein  and  react,  therefore,  to  this  intra- 
dermal test  with  erythema  or  a papule.  But  this 
simple  protein  reaction  develops  early,  a few 
hours  after  infection  and  disappears  or  diminishes 
in  size  within  twenty-four  hours,  while  the  specific 
reaction  in  the  chancroid  patient  appears  late, 
develops  to  maximum  size  in  forty-eight  hours 
and  persists  for  one  to  two  weeks  or  longer.  If 
in  forty-eight  hours  there  is  no  distinct  papular 
reaction,  the  test  may  be  considered  negative. 
One  should  also  know  that  after  intensive  intra- 
venous treatment  with  the  vaccine  the  hyper- 
sensitivity of  the  skin  may  be  changed,  mani- 
festing itself  by  the  earlier  appearance  of  the  skin 
reaction  and  its  quicker  disappearance.  Of 
great  importance  is  the  fact  that  this  intradermal 
test  produces  a positive  reaction  long  after  the 
infection  has  taken  place.  Frei  has  observed  a 
positive  test  in  a man  twenty-eight  years  after 
infection,  and  Reenstierna  fifty  years  after  infec- 
tion. This  fact  diminishes  the  value  of  the  test. 
For  the  positive  test  may  also  indicate  past  chan- 
croidal infection  and  thus  does  not  decide  the 
nature  of  a lesion.  In  such  cases  the  autoinocu- 
lation test  is  of  immense  value  and  the  combina- 
tion of  both  tests  has  been  used  at  our  wards  in 
Bellevue  Hospital  with  great  benefit.  The  fear 
of  some  authors  about  the  danger  of  persistence 
and  extension  of  this  inoculation  chancroid  seems 
to  be  without  any  grounds,  according  to  our  ex- 
perience. 

While  the  clinical  features  of  many  cases  of 
chancroid  are  fairly  characteristic,  we  do  not  rely 
on  clinical  observation.  For  it  may  be  a mixed 
chancre  or  may  assume  atypical  form  like  the 
elevated,  nodular,  miliary,  and  serpiginous 
chancroid,  which  require  differentiation  from 
syphilis,  granuloma  inguinale,  and  other  diseases. 

The  direct  microscopic  examination  of  the 
stained  material  from  chancroid  is  not  as  easy 
and  practical  as  many  writers  make  one  believe. 
For  even  if  the  lesion  is  cleaned  and  material  re- 
moved for  examination  from  underneath  the 
borders,  there  are  rarely  streptobacilli  in  typical 
chain  form  present.  They  may,  therefore,  be 
confused  with  the  contaminating  bacteria,  like 
staphylococci  and  gram  negative  bacilli  (bacillus 
coli  and  bacillus  pyocyaneus).  According  to 
Queyrat  the  Ducrey  bacillus  may  also  assume  the 
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form  of  a coccus  which  makes  it  still  more  diffi- 
cult to  recognize.  There  are  also  present 
different  gram  positive  germs  which  may  be  con- 
fused with  the  streptobacilli,  like  the  enterococci 
which  are  identical  with  the  streptobacilli  ureth- 
ras of  Pfeiffer,  and  rods  of  the  group  of  vibrio- 
form  bacilli  found  in  balanitis  circinata  and  ulcus 
gangrenosum.  It  is,  therefore,  necessary,  when 
Ducrey  bacilli  are  arranged  in  short  chains,  to 
use,  besides  the  Pappenheim  stain  which  is  a fine 
double  stain  but  not  a differential  stain,  also  the 
gram  stain.  For  these  obvious  reasons  we  have 
discarded  at  Bellevue  Hospital  the  method  of 
examination  by  smear  and  rely  only  on  the  intra- 
dermal  and  autoinoculation  tests. 

Dr.  Helen  O.  Curth,  New  York  City — I also 
want  to  report  favorably  on  the  use  of  the  Ducrey 
vaccine  (Lederle)  in  chancroidal  infections.  For 
years,  in  the  Vanderbilt  Clinic,  New  York,  the 
Ito  test  was  performed  with  the  French  Dmelcos 
vaccine  alone  and  was  satisfactory.  Lately,  the 
Ducrey  antigen  (Lederle)  was  also  used.  The 
two  reactions  were  checked  against  each  other. 
There  was  agreement  between  the  two  reactions 
not  only  in  strength  but  also  in  character.  The 
resulting  erythema  in  positive  tests  in  both  in- 
stances was  either  without  marked  infiltration, 
or  infiltrated  or  follicular  or  follicular-pustular. 
In  one  case  blotchy  redness  resulted  from  either 
test.  The  reaction  was  considered  doubtful. 
The  resulting  erythema  in  positive  cases  was  per- 


POSTGRADUATE MEDICAL  EDUCATION 

A course  on  general  medicine  is  being  given 
this  spring  at  the  Auburn  City  Hospital,  Auburn, 
N.  Y.,  for  the  Cayuga  County  Medical  Society. 
On  March  2,  Dr.  Clayton  W.  Greene,  of  Buffalo, 
will  lecture  on  Nephritis;  Dr.  Greene  is  Clinical 
Professor  of  Medicine,  Buffalo  University.  On 
March  9,  Dr.  Will  Cook  Spain  of  New  York  City 
will  lecture  on  Asthma;  Dr.  Spain  is  Physician, 
Post-Graduate  Hospital.  On  March  16,  Dr. 
Charles  B.  F.  Gibbs,  of  Rochester  will  lecture 
on  Diabetes  Mellitus;  Dr.  Gibbs  is  Associate 
Professor  of  Medicine,  Rochester  University. 


haps  slightly  larger  in  size  with  the  Ducrey  vac- 
cine (Lederle)  than  with  the  Dmelcos  vaccine. 
I want  to  mention  that  even  a strongly  positive 
Ito  test  is  no  proof  that  the  present  condition 
of  the  patient  is  chancroid. 

In  our  opinion  the  American  commercial  Duc- 
rey vaccine  (Lederle)  is  fully  able  to  replace  the 
French  vaccine  which  could  be  obtained  only 
with  great  difficulties  in  this  country. 

Dr.  Orlando  Canizares,  New  York  City — I wish 
to  thank  Drs.  Bloom  and  Curth  for  their  discus- 
sions. I am  glad  that  Dr.  Curth’s  experience 
agrees  with  ours. 

We  believe  that  there  are  only  two  reliable 
diagnostic  procedures  in  chancroidal  infections — 
autoinoculation  and  Ito  test.  Both  are  used  as  a 
routine  in  Bellevue  Hospital.  The  autoinocula- 
tion is  not  by  any  means  dangerous.  This  pro- 
cedure is  of  great  value  in  early  cases;  when 
positive  it  is  a definite  proof  of  the  chancroidal 
etiology  of  the  lesion.  However,  if  the  auto- 
inoculation obtained  is  small  and  dries  up  spon- 
taneously it  should  be  considered  negative. 

The  Ito  test  is  extremely  useful,  but  its  value 
in  early  stages  is  limited.  Therefore,  in  the  diag- 
nosis of  chancroid  both  procedures  should  always 
be  used  as  their  value  depends  upon  the  duration 
of  the  lesion. 

159  W.  87th  Street 
601  W.  113th  Street 
30  E.  40th  Street 


W.P.A.  X-RAY  TO  K.O.  T.B. 

A mass  effort  to  curb  tuberculosis  among 
poverty-stricken  families,  through  x-ray  exami- 
nations of  the  529,000  men,  women,  and  children 
on  home  relief  in  New  York  City  was  announced 
recently  by  Mayor  LaGuardia.  No  campaign 
of  equal  magnitude  has  ever  been  attempted  in 
the  past,  the  mayor  told  reporters  after  he 
watched  four  persons  a minute  pass  before  the 
x-ray  machines  at  a W.P.A.  tuberculosis  clinic. 
The  records  kept  will  be  “unusually  complete,” 
the  mayor  said,  and  a full  checkup  will  be  made 
on  families  and  friends  of  those  found  infected. 


“SKIN”  REMEDY  IS  REMEDIED 
Ten  cents  a bottle  was  the  cost  of  a marvelous 
ointment  sold  for  one  dollar  by  a quack  just 
sent  to  the  penitentiary  as  the  result  of  an 
investigation  by  Dr.  Harold  Rypins,  Secretary 
of  the  State  Board  of  Medical  Examiners.  He 
did  not  claim  it  was  an  “old  Indian  remedy”  or 


“a  gypsy  discovery,”  but  merely  touted  and 
tooted  it  as  a “secret  ointment,  discovered  by 
monks  in  Ireland  700  years  ago  and  inherited 
by  him  through  his  family  in  1932.” 

Quite  appropriately,  it  was  a “skin  rem- 
edy.” 


THERAPEUTIC  USE  OF  BACTERIOPHAGES, 
PARTICULARLY  IN  SEPSIS 


Ward  J.  MacNeal,  M.D.,  New  York 

( From  the  Department  of  Pathology  and  Bacteriology,  New  York  Post-Graduate  Medical  School  and 

Hospital,  Columbia  University ) 


Since  the  pioneer  observations  of 
transmissible  bacteriolysis  by  Hankin, 
Twort,  and  d’Herelle  and  the  recognition 
of  the  agent  as  a filterable  virus  by  Twort, 
the  further  biologic  studies  have  added 
much  confirmatory  evidence  in  favor  of 
this  view.  The  name  bacteriophage  was 
bestowed  by  d’Herelle  and  to  him  we  owe 
a large  part  of  our  present  knowledge  of 
these  viruses  which  attack,  derange,  and 
destroy  bacteria.  From  the  work  of 
numerous  investigators,  the  bacterio- 
phage particles  are  known  to  range,  in 
general,  from  10  to  100  micro-mu  in  dia- 
meter. Borrel,1  in  1928,  succeeded  in 
staining  minute  granules  which  had  been 
set  free  by  bacteriophage  lysis.  Schles- 
inger,2  in  1933,  was  able  to  recognize  the 
particles  of  coliphage  in  their  native  state 
by  use  of  the  dark-field  microscope  and 
to  determine  their  form  and  to  count  them 
in  a satisfactory  manner.  By  use  of  the 
centrifuge  he  was  able  to  ascertain  their 
size.  He  also  has  observed  the  aggluti- 
nation of  the  particles  by  suitable  an- 
tiserum. In  a discussion  of  somewhat 
similar  results  in  the  centrifugation  of 
herpes  virus,  Bechhold  and  Schlesinger3 
say  that  the  significance  of  their  observa- 
tions is  the  same  as  would  be  the  demon- 
stration by  the  microscope  of  uniformly 
alike  bodies  of  a diameter  of  0.2  micro- 
mu  and  their  identification  as  the  virus 
elements.  In  1937,  MacNeal,  Frisbee, 
and  Krumwiede,4  employing  a technic 
similar  to  that  used  by  Castaneda  for 
staining  the  virus  bodies  of  typhus  fever, 
were  able  to  demonstrate  differentially 
stained  particles  in  the  interior  of  bac- 
terial cells  undergoing  lysis  by  bacterio- 
phage, particles  of  such  size  as  to  conform 
to  the  measurements  of  bacteriophage 


particles  derived  from  filtration  experi- 
ments. It  seems,  therefore,  that  the  de- 
signation of  “invisible”  cannot  longer 
survive  in  the  descriptions  of  the  rickett- 
sias,  bacteriophages,  or  indeed  of  many 
other  viruses  in  the  filterable  group. 
d’Herelle  early  recognized  a distinction 
between  the  bacteriophage  particle,  the 
essential  reproductive  element,  and  its 
ferments  or  enzymes.  The  validity  of 
the  pioneer  experiments  on  which  this 
recognition  was  based  has,  on  subsequent 
examination,  seemed  rather  insecure. 
More  recently,  however,  Sertic5  and  his 
associates  have  found  important  new 
evidence,  indicating  quite  clearly  the 
existence  of  soluble,  diffusible  and  non- 
reproductive  enzymes  elaborated  by  the 
relatively  nondiffusible  bacteriophage 
particles,  which  latter  are  endowed  with 
the  (vital)  property  of  unlimited  re- 
productivity. Gratia,6*  by  use  of  cen- 
trifuge of  high  velocity,  has  been  able  to 
concentrate  the  bacteriophage  particles 
and  Girard  and  Sertic,5  by  using  a cen- 
trifugal force  of  300,000  G,  were  able  to 
destroy  a large  part  of  the  bacteriophage 
particles  without  reducing  the  concen- 
tration of  the  lysine.  Stanley,  Wyckoff, 
and  Northrop7  have  applied  chemical  and 
physical  methods  to  the  study  of  viruses, 
including  bacteriophage,  and  have  been 
able  to  concentrate  the  virus  proteins 
which  possess  the  properties  of  enzymes. 
These  authors  seem  not  to  distinguish 
between  the  living  virus  particles  and 
the  chemical  enzymes  produced  by  living 
cells,  a distinction  which  interests  the 
biologist.  Studies  in  this  field  are  ob- 
viously of  great  fundamental  and  theo- 
retic interest. 

Of  greater  practical  importance,  how- 
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Fig.  1.  Response  of  the  blood  of  a healthy 
person  to  intravenous  injection  of  5 cc.  staphylo- 
coccus bacteriophage.  The  control  normal 
leukocytes  and  normal  pooled  serum  showed  an 
activity  against  the  bacterial  suspension  indi- 
cated by  ingestion  of  490  bacterial  cells  by  100 
polynuclear  leukocytes.  The  experimental  sub- 
ject, designated  as  P,  had  a blood  serum  which 
at  the  start  was  slightly  below  the  control  in 
opsonic  effect,  PS,  440  bacterial  cells  per  100 
leukocytes.  In  15  minutes  after  injection  of 
bacteriophage  this  opsonic  power  was  increased, 
giving  560  phagocyted  bacteria  and  at  one  hour 
it  was  still  higher,  620  bacteria,  declining  after 
that  time.  The  activity  of  the  phagocytic  cells 
of  the  experimental  subject  is  indicated  by  the 
line  PC.  This  activity  remained  below  the 
normal  average  for  the  first  hour,  but  it  was 
markedly  elevated  at  the  end  of  two  hours  and 
remained  high  at  24  hours.  The  behavior  of  the 
white  cells,  WBC,  polynuclears  neutrophilic 
leukocytes  and  of  the  eosinophiles  is  also  indi- 
cated. 


ever,  are  those  studies  which  are  con- 
cerned with  the  preparation  of  bac- 
teriophages8 in  such  form  that  they  may 
be  safely  used  to  combat  infection  in  the 
body.  Ordinary  broth  filtrates  are  useful 
for  application  to  surface  lesions,  includ- 
ing those  of  the  skin,  intestine,  and  even 
of  the  urinary  tract.  For  injection  into 
the  tissues  and  into  the  blood  stream  the 
bacteriophages  are  developed  in  a more 
bland  medium  in  which  the  amino-acid 
asparagin  is  the  only  source  of  food  nitro- 
gen. Relatively  large  quantities  of  such 
preparations  may  be  injected  intrave- 
nously without  untoward  effects  due  to 
the  medium  itself,  and  we  have  gradually 
come  to  the  exclusive  use  of  these  for 
injection  into  the  tissues  as  well. 

The  early  observations  of  d’Herelle 
suggested  that  bacteriophages  aid  in  the 
treatment  of  bacterial  infections  by 
killing  and  dissolving  the  infectious 
microbes,  and  it  still  seems  that  such 
destruction  actually  takes  place  in  the 
lumen  of  the  intestine  and  of  the  urinary 


tract.  However,  further  studies  have 
clearly  shown  that  this  mechanism  is  not 
effective  in  the  presence  of  blood,  blood 
serum,  or  purulent  exudate  and  hence  of 
no  use  in  the  interior  of  the  body  tissues. 
As  early  as  1925,  Bazy9  employed  the 
staphylococcus  bacteriophage  of  Gratia 
in  the  treatment  of  all  sorts  of  so-called 
pyogenic  surgical  conditions,  sometimes 
by  encircling  the  lesion  with  a series  of 
injections  and  in  other  cases  by  sub- 
cutaneous injection  at  a distance.  By 
either  method,  equally  good  results  were 
obtained  and  the  lesion  progressed  rapidly 
to  healing.  The  mechanism  of  action 
was  not  in  accord  with  the  theory  of 
d’Herelle.  In  fact,  some  lesions  healed 
rapidly  under  bacteriophage  treatment, 
while  the  staphylococci  isolated  from  the 
lesion  proved  more  or  less  resistant  to  the 
bacteriophage  in  the  test-tube  experi- 
ment. Occasionally  the  response  to 
treatment  with  staphylococcus  bacterio- 
phage was  favorable,  although  the  in- 
fecting organism  proved  to  be  a strepto- 
coccus or  some  other  germ.  Bacterial 
extracts  which  did  not  contain  bacterio- 
phage and  bacterial  lysates  obtained  by 
various  other  procedures  gave  similar 
therapeutic  results.  Bazy  concluded 
that,  in  the  therapeutic  use  of  staphylo- 
coccus bacteriophage,  events  proceed  as 
if  the  lytic  principle  played  no  part  at  all 
and  the  curative  effect  were  due  essen- 
tially to  the  soluble  products  of  the  bac- 
teria, stimulating  hyperactive  digestive 
function  of  the  leukocytes.  Subsequently, 
studies  of  many  workers,10  some  in  our 
own  laboratory,  have  now  made  it  quite 
clear  that  the  bacteripohage  preparation 
exerts  other  effects  besides  that  of  bac- 
teriolysis, and  that  some  of  these  come 
into  play  in  the  circulating  blood  and  in 
the  tissues.  The  most  immediate  of  these 
is  an  opsonic  effect  which  can  be  demon- 
strated in  the  test  tube  in  the  presence  of 
serum,  in  the  experimental  animal,  and 
also  in  the  blood  of  the  human  individual 
within  fifteen  minutes  after  use  of  bac- 
teriophage. 

One  experiment,  done  in  collaboration 
with  Miss  McRae,  may  serve  to  illus- 
trate. In  this  instance  blood  was  drawn 
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from  the  elbow  vein  of  a healthy  person 
for  determination  of  opsonic  and  phago- 
cytic index.  A white  and  differential 
blood  count  was  taken.  Then  an  in- 
travenous injection  of  5 cc.  asp ar agin 
staphylococcus  bacteriophage  was  given. 
After  lapse  of  5 minutes,  another  sample 
of  blood  was  taken  for  determination  of 
opsonic  and  phagocytic  index;  again  at 
15  minutes,  at  60  minutes,  and  at  120 
minutes  after  the  injection.  Blood  counts 
were  taken  at  60  minutes  and  at  120 
minutes.  These  examinations  were  re- 
peated again  at  the  end  of  24  hours.  In 
15  minutes  after  the  phage  injection  the 
opsonic  activity  of  the  serum  was  in- 
creased to  560  as  compared  with  440  at 
the  start  and  it  rose  to  620  at  60  minutes, 
declining  in  the  later  examinations. 
These  figures  represent  the  absolute  num- 
bers of  phagocyted  cocci  counted  in  100 
leukocytes  on  the  microscopic  prepara- 
tions. The  phagocytic  index  remained 
nearly  at  the  same  level  for  the  first  hour 
and  was  more  than  doubled  at  the  end  of 
the  second  hour  and  it  remained  almost  as 
high  at  24  hours.  The  total  white  cells 
and  the  polynuclear  leukocytes  showed 
minor  alterations  suggesting  a mild  tem- 
porary stimulation.  Of  greater  interest, 
perhaps,  was  the  behavior  of  the  eosino- 
philes,  which  numbered  53  per  cubic 
millimeter  at  the  start,  diminished  to  28 
at  the  hour,  rose  to  215  at  two  hours  and 
221  at  24  hours.  We  do  not  wish  to 
ascribe  too  much  importance  to  these 
observations  until  more  experimental 
facts  have  been  accumulated.  However, 
it  is  interesting  and  somewhat  suggestive 
to  compare  these  observations  on  a 
healthy  person  with  the  somewhat  similar 
studies  on  the  septic  patients  mentioned 
farther  along  in  this  communication. 
Obviously  the  opsonic  effect  is  much  more 
prompt  than  any  lytic  effect  and  it  could 
hardly  be  a reaction  of  immunity.  There 
can  be  little  or  no  doubt  that  it  is  due  to 
enzymes  in  the  bacteriophage  preparation 
which  immediately  attack  the  respective 
bacteria  and  render  them  more  suscep- 
tible to  phagocytosis  by  the  wandering 
leukocytes  and  by  the  fixed  phagocytic 
cells  of  the  reticulo-endothelial  system. 


After  two  hours  the  leukocytes  them- 
selves ordinarily  become  more  actively 
phagocytic,  apparently  because  they  have 
taken  up  the  bacteriophage  particles  and 
enzymes.  Furthermore  the  experimental 
evidence  indicates  that  such  phagocytic 
cells  are  now  able  to  destroy  and  digest 
the  phagocyted  bacteria  more  efficiently 
with  the  aid  of  the  bacteriophage  and  its 
enzymes.  Subsequently,  as  pointed  out 
by  Albee  and  Patterson11  and  later  em- 
phasized by  the  work  of  Hoder,12  those 
bacteria  which  escape  destruction  are 
often  altered  in  their  character  and  es- 
pecially in  respect  to  their  virulence  by 
action  of  the  bacteriophage,  so  that  the 
severity  of  the  infection  is  ameliorated. 
These  properties  of  the  bacteriophage 
preparation  thus  permit  it  to  bring  im- 
mediate help  to  the  patient  who  is  fighting 
against  a bacterial  infection  threatening 
to  overwhelm  him.  If  the  acute  emerg- 
ency is  successfully  met  it  must  be  evident 
that  some  degree  of  immunity,  such  as 
follows  an  unaided  recovery  from  in- 
fection, may  have  been  achieved  by  the 
natural  resources  of  the  patient. 

The  technical  methods  of  applying 
bacteriophage  are  of  some  importance  for 
success  and  there  is  need  for  still  further 
improvement  in  this  field.  At  present  we 
rely  chiefly  upon  intravenous  injection  of 
the  bacteriophage  in  the  asparagin  me- 
dium. If  there  are  readily  accessible 
lesions,  these  are  treated  by  application 
of  the  phage  to  the  surface,  by  irrigation 
with  phage,  and  by  injection  of  it  through 
a fine  needle  into  the  lymph  spaces  by 
multiple  punctures  encircling  the  lesion. 
We  prefer  to  avoid  all  elaborate  or 
possibly  injurious  instrumentation,  par- 
ticularly in  the  air  passages,  the  intestine, 
and  the  urinary  tract,  relying  upon  the 
hematogenous  route  to  bring  the  bac- 
teriophage to  internal  lesions.  When  the 
bacteria  are  present  in  the  circulating 
blood,  the  intravenous  administration  of 
bacteriophage  is  imperative  and  the 
patient  should  be  spared  all  operative 
procedures  and  especially  the  adminis- 
tration of  anesthetics,  until  the  infection 
of  the  blood  stream  has  been  brought 
under  control.  This  is  emphatically  true 
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Fig.  2.  Condensed  clinical  record  of  L.  T., 
white  male,  aged  15  years.  Note  absence  of 
response  to  enormous  doses  of  bacteriophage,  a 
total  of  210  cc.  on  December  1 and  775  cc.  on 
December  2.  This  boy  had  large  bacterial 
vegetations  on  the  valves  of  the  heart  and 
embolic  lesions  in  the  brain. 


in  the  invasive  stage  of  hematogenous 
osteomyelitis13  but  is  also  not  to  be  for- 
gotten when  the  supposed  “focus  of  in- 
fection” is  located  elsewhere.  In  these 
septic  conditions  the  intravenous  in- 
jections are  given  at  intervals  of  45 
minutes  in  gradually  increasing  amounts 
until  the  patient  goes  into  a chill.  In  the 
typical  reaction,  the  distressing  rigor 
lasts  from  5 to  50  minutes,  during  which 
the  temperature  usually  rises  to  104  to  108 
degrees,  sometimes  higher.  Following 
this  the  patient  becomes  rosy  and  there  is 
profuse  perspiration  with  fall  in  tempera- 
ture during  the  next  six  to  ten  hours  to  a 
much  lower  level,  sometimes  below  99. 
One  then  continues  smaller  intravenous 
injections  of  the  bacteriophage  twice  daily 
until  the  blood  culture  is  negative,  then 
once  daily  until  recovery  is  complete  and 
then  twice  a week  for  some  months  to 
forestall  recedi  ve.  In  staphylococcus 
bacteremia  the  initial  dose  of  bacterio- 
phage is  ordinarily  0.5  to  2 cc.  In  bac- 
teremia due  to  the  colon  bacillus,  typhoid 
bacillus,  or  other  related  organisms  the 
initial  dose  is  0.1  to  0.3  cc.  If  the  shock 
reaction  is  not  obtained  the  prognosis  is 
not  so  favorable.  One  therefore  persists 
in  the  serial  injections  in  such  cases  until 
a total  amount  of  100  to  300  cc.  of  bac- 
teriophage has  been  administered.  Fail- 
ing to  obtain  a reaction  in  a patient  with 
persistent  positive  blood  culture,  one 
tries  again,  after  three  or  four  days,  with 
a second  series  of  increasingly  large 
doses.  When  the  staphylococcemia  per- 
sists, one  suspects  the  presence  of  bac- 


terial growth  on  the  valves  of  the  heart 
or  in  a thrombus  in  one  or  more  of  the 
larger  veins.  The  intravenous  injection 
of  neoarsphenamine  appears  to  supple- 
ment the  action  of  bacteriophage  in  such 
instances.  In  streptococcus  infection, 
on  the  other  hand,  one  places  chief  re- 
liance on  sulfanilamide  and  antistrepto- 
coccus serum  and  employs  the  strepto- 
coccus bacteriophage,  when  found  potent 
by  laboratory  tests,  to  supplement  these 
agents. 

Our  experience  in  bacteriologic  study 
and  preparation  of  bacteriophage  for 
treatment  of  septicemia  has  now  extended 
to  more  than  300  patients.  In  some  in- 
stances these  patients  have  been  seen  in 
consultation  and  in  a few  instances  we 
have  carried  out  the  bacteriophage  treat- 
ment ourselves.  Consideration  of  the 
summarized  records  of  a few  of  these  may 
help  to  illustrate  the  actual  methods  em- 
ployed in  treatment. 

L.  T.,  white  male,  aged  15,  born 
October  4,  1922,  gave  history  of  rheu- 
matic fever  with  severe  cardiac  difficulty 
at  the  age  of  5 years.  Since  then  he  had 
developed  into  a vigorous  athletic  boy. 
On  Wednesday,  November  24,  1937, 
while  engaged  in  a strenuous  hockey 
game,  he  suffered  a slight  abrasion  of  the 
left  ankle,  which  received  little  or  no 
attention.  On  Friday,  November  26,  he 
developed  a severe  head  cold  with  fever, 
headache,  vomiting,  and  epistaxis.  On 
the  next  day  he  complained  of  blurred 
vision  and  double  vision.  The  physician 
who  had  cared  for  him  as  a child  was 
called  and  a trained  nurse  was  placed  on 
duty  on  Sunday.  Twitching  of  left  side 
of  the  face  was  noted  on  this  day.  He 
was  transferred  to  the  hospital  on  Mon- 
day, November  30,  with  admission  tem- 
perature 103  F.,  pulse  116,  respirations  26, 
at  which  time  general  hyperesthesia, 
slight  general  cyanosis,  twitching  of  left 
side  of  face,  slight  irregularity  of  pupils 
and  sluggish  reaction  to  light,  and  a blow- 
ing systolic  murmur  at  the  heart  apex 
were  noted.  A diagnosis  of  acute  nasal 
sinusitis  with  possible  encephalitis  and 
possible  septicemia  was  recorded.  A 
blood  count  taken  at  7:40  p.m.  showed  a 
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leukocytosis  of  9,500  with  87  per  cent 
(8,265)  polynuclears.  A blood  culture 
taken  at  the  same  time  showed  positive 
growth  of  staphylococcus  at  11:30  a.m., 
December  1,  and  subsequently  there 
developed  on  the  plates  colonies  of 
Staphylococcus  aureus  too  numerous  to 
be  counted,  but  estimated  at  more  than 
1,000  per  cc.  of  blood. 

At  the  request  of  the  attending  phy- 
sician we  undertook  bacteriophage  treat- 
ment at  once.  A specimen  of  blood  was 
taken  at  11:31  a.m.,  December  1,  for 
blood  culture,  opsonic  index,  and  phago- 
cytic index.  Then  an  intravenous  in- 
jection of  2 cc.  stock  asparagin  staphylo- 
coccus bacteriophage  was  given,  followed 
at  intervals  of  approximately  45  minutes 
by  intravenous  injections  of  4-6-8-10- 
15-20-25-30-40  and  50  cc.,  the  last  in- 
jection at  7 : 26  p.m.  The  total  amount  of 
bacteriophage  was  210  cc.  There  was  no 
reaction.  The  opsonic  index  showed 
little,  if  any,  change.  The  condition  was 
recognized  as  desperate.  On  the  next 
morning  a second  series  of  intravenous 
phage  injections  was  begun  with  25  cc. 
at  8 a.m.,  followed  at  fairly  regular  inter- 
vals by  progressively  larger  doses  up  to 
75  cc.  until  a total  amount  of  775  cc. 
had  been  given  by  5:20  p.m.  There  was 
no  reaction.  The  patient  continued  in  a 
state  of  low  delirium  from  which  he  could 
be  aroused  to  rational  response  by 
moderate  effort.  During  the  night  he 
sank  into  a coma  and  could  not  be  aroused 
after  2:30  a.m.  Respirations  ceased  at 
8:10a.m.,  December  3 . Blood  films  taken 
at  9:40  a.m.,  December  2,  showed  phago- 
cyted  diplococci  within  the  polynuclear 
leukocytes  of  the  circulating  blood. 

Necropsy  at  10:15  a.m.  revealed  large 
friable,  blood-stained  vegetations  on  the 
mitral  and  aortic  valves  and,  behind  the 
posterior  leaflet  of  the  tricuspid  valve, 
a firmly  attached,  ragged,  grayish  yellow 
vegetation,  measuring  10  X 5 X 2 mm. 
The  stained  sections  showed  massive 
collections  of  Gram-positive  cocci  in  the 
superficial  layers  of  these  vegetations. 
The  kidneys  contained  multiple  small 
pyemic  abscesses  and  there  was  a large 
infarct  of  the  spleen.  Within  the  skull 


Fig.  3.  Condensed  clinical  record  of  G.  S., 
white  male,  aged  8,  with  persistent  staphylo- 
coccus bacteremia,  osteomyelitis  of  left  tibia  and 
clinical  signs  of  cardiac  involvement.  On  Janu- 
ary 1 1 , at  the  time  of  the  sharp  reaction  to  bac- 
teriophage, there  was  a marked  decrease  in  the 
circulating  leukocytes.  Low  phagocytic  index 
persisted  until  the  blood  culture  became  negative. 
The  epsonic  index  remained  high  after  the  re- 
action on  January  11.  Neoarsphenamine  was 
used  as  an  adjunct  to  the  bacteriophage  therapy. 


there  was  a sub-dural  clot  over  the  left 
fronto-parietal  region,  measuring  80  X 
100  X 10  mm.,  apparently  originating 
from  a ruptured  pial  vessel  weakened  by 
mycotic  aneurysm.  Another  hemorrhage 
was  found,  apparently  originating  in  the 
left  occipital  lobe,  infiltrating  the  brain 
substance  and  rupturing  into  the  sub- 
arachnoid space  and  into  the  posterior 
cornu  of  the  lateral  ventricle  to  fill  the 
ventricles  with  blood. 

G.  S.,  white  male,  aged  8,  born  March 
31,  1929,  kicked  himself  on  the  left  ankle 
with  roller  skate  about  December  27, 
1937,  producing  a small  abrasion.  On 
Thursday,  January  6,  he  turned  his  ankle 
while  skating  but  gave  the  injury  no  par- 
ticular attention  until  Saturday,  January 
8,  when  the  entire  left  leg  became  painful 
and  his  temperature  rose  to  105  F. 
He  vomited  several  times.  He  was  seen 
by  a physician  on  Sunday  and  was  ad- 
mitted to  the  hospital  at  3:20  p.m.  on 
Monday,  January  10,  1938,  with  diag- 
nosis of  cellulitis  of  left  calf  and  in- 
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fected  abrasion  of  ankle.  Roentgenologic 
examination  revealed  soft-tissue  thicken- 
ing in  the  lower  third  of  the  left  leg  with- 
out gross  osseous  or  articular  abnormalcy. 
Blood  culture  was  taken  at  1 a.m.,  Janu- 
ary 11.  At  7: 30  a.m.  the  boy  complained 
of  pain  in  right  upper  arm  and  in  left 
leg.  At  11 : 32  on  this  day,  incision  of  the 
left  leg  revealed  a thickened  periosteum. 
This  was  incised  and  drill  holes  were  made 
into  the  lower  anteromedial  aspect  of  the 
tibia  above  the  epiphyseal  line.  Micro- 
scopic examination  of  the  hemorrhagic 
exudate  from  the  surgical  wound  revealed 
an  occasional  clump  of  cocci  and  the 
cultures  subsequently  gave  abundant 
growth  of  Staphylococcus  aureus.  Mean- 
while the  blood  culture  taken  at  1 a.m. 
showed  many  small  colonies  and  a ten- 
tative diagnosis  of  staphylococcus  bac- 
teremia was  communicated  to  the  attend- 
ing sturgeon  at  4:50  p.m.,  who  at  once  re- 
quested bacteriophage  therapy,  which  was 
administered  by  our  own  group. 

A blood  count  was  taken  at  5:03  p.m. 
and  another  blood  culture  at  5:04  p.m. 
Then  at  5:05  an  intravenous  injection  of 
2 cc.  stock  asparagin  staphylococcus 
bacteriophage  was  given,  followed  by 
similar  injections  of  3-5-7  and  10  cc.  at 
approximate  intervals  of  40  minutes,  the 
last  injection  at  7:47  p.m.  At  8:20  p.m. 
the  chill  began,  at  which  time  his  tem- 
perature was  102  and  pulse  rate  132.  It 
lasted  18  minutes  and  was  only  moder- 
ately severe.  At  the  end  of  the  chill, 
8:38  p.m.,  the  rectal  temperature  was 
104.6  F.  The  patient  vomited  about  300 
cc.  at  8:41  p.m.  Blood  for  opsonic  and 
phagocytic  study  was  obtained  at  the 
start  of  the  phage  injections,  at  the  be- 
ginning of  the  chill,  8:24  p.m.,  and  again 
at  8:45  p.m.  after  the  termination  of  the 
chill.  The  blood  count  was  taken  again 
at  9 : 03  p.m.  about  half  an  hour  after  the 
chill  had  ceased.  These  laboratory  ex- 
aminations were  repeated  the  next  morn- 
ing, January  12,  at  8:10  a.m. 

The  behavior  of  the  blood  count,  the 
opsonic  index,  and  the  phagocytic  index 
in  relation  to  the  chill  reaction  and  the 
reduction  of  bacteria  in  the  blood  is  of 
peculiar  interest.  Before  the  phage  in- 


jections were  started  the  white  blood 
cells  were  10,050  and  the  polynuclears 
8,894;  the  opsonic  index  was  1.8  and  the 
phagocytic  index  0.6  Four  minutes  after 
start  of  the  chill  the  opsonic  index  was 
2.1  and  the  phagocytic  index  1.6.  At 
8:45  p.m.,  seven  minutes  after  the  chill 
terminated,  the  opsonic  index  had 
dropped  to  1.1  and  the  phagocytic  index 
to  0.8.  Even  more  remarkable  was  the 
drop  in  white  blood  cells.  The  count  at 
9:03  p.m.,  25  minutes  after  termination 
of  the  chill,  was  1,550  white  cells  per  cubic 
millimeter  and  992  polynuclear  leuko- 
cytes. From  our  earlier  studies  of  the 
internal  organs  of  rabbits  injected  in- 
travenously with  staphylococci  and  bac- 
teriophage it  is  not  difficult  to  visualize 
the  phagocytosis  of  bacteria  and  of  in- 
jured leukocytes  which  was  taking  place 
in  the  endothelial  cells  of  this  boy’s 
spleen,  liver,  lymph  nodes,  and  bone 
marrow  between  5 p.m.  and  9 p.m.  on  this 
day. 

The  patient  was  distinctly  improved 
after  this,  but  his  condition  was  far  from 
satisfactory.  At  8:05  a.m.,  January  12, 
his  blood  pressure  was  110  systolic  and  40 
diastolic.  The  heart  apex  beat  was 
visible  well  out  beyond  the  nipple  line 
and  the  first  sound  was  muffled.  The 
liver  margin  gradually  extended  below 
the  costal  margin  and  became  tender  and 
on  January  14  it  was  continuously  painful. 
The  cardiac  dilatation  may  have  been 
temporarily  aggravated  by  the  trans- 
fusion on  January  13,  although  this  was 
very  carefully  given  by  the  fractional 
method  to  safeguard  the  weak  heart. 
Perhaps  the  most  ominous  sign  was  the 
persistence  of  a small  number  of  staphylo- 
cocci in  the  circulating  blood.  By  Janu- 
ary 17  the  circulation  was  improved; 
the  heart  apex  was  palpable  about  5 mm. 
mesial  to  the  nipple  line  in  the  fifth  inter- 
costal space.  The  liver  margin  was  still 
below  the  costal  margin.  On  January  21, 
because  of  apprehension  in  regard  to  the 
mitral  valve,  we  gave  him  0.2  gram  of 
neoarsphenamine  intravenously  and  this 
was  followed  by  0.3  gram  on  January  25 
and  29.  As  shown  at  the  bottom  of  the 
chart  he  received  intravenous  bacterio- 
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phage  twice  daily  and  a larger  series  of 
doses  on  January  14,  15,  18,  20,  and  24. 
These  more  heroic  doses  produced  no  evi- 
dent reactions,  which  behavior  tended  to 
increase  our  concern  about  the  cardiac 
valves.  The  opsonic  index  assumed  and 
maintained  a high  level  but  the  phago- 
cytic index  remained  consistently  below 
0.5  until  the  blood  culture  became  nega- 
tive. This  seems  to  be  in  accord  with 
theoretical  expectation  because  active 
phagocytes  would  tend  to  be  used  up  in 
the  presence  of  opsonized  bacteria.  The 
phagocytic  index  rose  to  1.3  on  January 
24,  when  the  blood  culture  first  became 
negative  and  was  1.6  on  January  31. 
The  blood  culture  on  January  26  again 
became  positive,  showing  one  colony  per 
4 cc.  of  blood  and  after  that  it  was  not 
again  found  positive.  The  upset  on 
February  9 and  10  caused  some  alarm 
but  it  was  apparently  due  to  a dietary 
indiscretion.  The  patient  was  discharged 
on  March  19,  1938.  He  is  walking  with- 
out crutch  or  cane  and  there  remains  only 
a small  crust  on  the  tibial  wound.  In- 
travenous bacteriophage  is  being  con- 
tinued three  times  per  week. 

Our  series  of  patients  with  infection  of 
the  urinary  tract  with  colon  bacilli  is 
also  large  but  the  cases  of  colon  bacillus 
infection  of  the  blood  stream  are  rather 
few,  probably  less  than  25  in  our  series. 
An  example  of  each  may  serve  for  illus- 
tration. 

C.  A.,  white  female,  aged  31,  had  been 
ailing  for  some  time  and  on  August  26, 
1935,  she  was  admitted  to  hospital  on 
account  of  fever  and  irritation  of  the 
urinary  tract.  Blood  culture  taken  at 
4 p.m.,  August  26,  gave  positive  growth 
of  colon  bacilli.  After  a chill  her  tem- 
perature reached  105  F.  at  8 p.m. 
On  August  27  cystoscopic  examination 
added  no  important  information.  Upon 
recognition  of  the  growth  in  the  blood 
culture  on  this  day  a grave  prognosis  was 
given.  On  August  28  culture  of  the  urine 
yielded  12  billion  colonies  of  colon  bacilli 
per  cubic  centimeter  of  urine.  It  was 
decided  to  try  bacteriophage  therapy. 
Two  intravenous  injections  were  given, 
0.2  cc.  at  3:30  p.m.  and  0.3  cc.  at  4:15 
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Fig.  4.  Condensed  clinical  record  of  C.  A., 
white  female,  aged  31,  with  pyelonephritis  and 
colonbacillus  bacteremia.  Intravenous  injec- 
tion of  coli  bacteriophage  on  August  28,  was  fol- 
lowed by  a definite  reaction  with  chill  and  tem- 
perature rise  to  108  F.  With  continuation  of 
the  intravenous  phage  therapy  there  was  rapid 
progress  to  clinical  recovery  and  complete  sterili- 
zation of  the  urinary  tract. 


p.m.  About  half  an  hour  later,  the  patient 
developed  a chill  and  her  temperature 
rose  to  108  F.  at  6 p.m.  and  then  de- 
clined rapidly  to  97  F.  at  12:30  mid- 
night. This  appears  to  have  been  a fairly 
typical  severe  bacteriophage  reaction. 
On  August  29  an  intravenous  injection  of 
0.1  cc.  bacteriophage  was  given  at  10:40 
a.m.  and  a second  intravenous  injection 
of  0.15  cc.  at  3 p.m.  There  was  a slight 
chill  after  each  of  these  injections  and  the 
temperature  rose  to  105.4  F.  at  4 p.m.  On 
August  30  a blood  culture  was  taken  early 
in  the  morning  and  this  culture  remained 
sterile.  On  this  day  an  intravenous  in- 
jection of  0.15  cc.  bacteriophage  was  given 
in  the  morning  and  again  in  the  afternoon 
without  reaction  and  on  August  31  the 
same  treatment  caused  no  reaction.  On 
September  1 the  intravenous  dose  was 
increased  to  0.2  cc.  twice  a day  and  this 
was  continued  through  September  3. 
The  patient  improved  rapidly  and  was 
discharged  from  hospital  on  September  4. 
It  is  of  interest  that  the  urine  specimens 
obtained  on  September  2 and  September 
4 contained  bacteriophage,  illustrating 
the  well-known  ready  passage  through 
the  kidney  of  bacteriophage  injected 
intravenously.  On  September  18  a speci- 
men of  urine  was  found  to  be  free  from 
bacteria  and  bacteriophage.  The  patient 
appeared  entirely  well. 

M.  G.,  white  female,  aged  36,  had  an 
attack  of  “grippe”  about  March  14,  1936, 
which  was  accompanied  by  some  dysuria 
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Fig.  5.  Condensed  clinical  record  of  M.  G., 
white  female,  aged  36,  with  pyelonephritis  and 
signs  of  peri-nephritic  abscess.  Enormous  num- 
bers of  colon  bacilli  were  present  in  the  urine  on 
March  24.  Intravenous  injection  of  0.2  cc.  of 
the  asparagin  preparation  of  coli  bacteriophage 
on  March  26,  was  followed  by  a mild  chill  and 
temperature  rise  to  only  103.6  F.  The  intra- 
venous injections  of  bacteriophage  were  con- 
tinued. Clinical  improvement  was  almost  im- 
mediate and  the  urinary  tract  was  bacteria-free 
on  April  20. 


and  frequency.  She  recovered  promptly 
and  was  free  from  symptoms  until  March 
21,  when  she  became  aware  of  a dull  pain 
in  the  right  flank  radiating  toward  the 
pubes.  On  March  23  she  had  a severe 
chill  and  her  temperature  rose  to  103.6  F., 
with  renewal  of  urinary  frequency  and 
dysuria.  There  was  a normal  menstrual 
period  March  14.  Physical  examination 
was  essentially  negative  except  for 
marked  tenderness  and  spasticity  in  right 
flank  and  over  the  right  kidney  anteriorly. 
Roentgenologic  examination  on  March 
24  showed  enlargement  of  the  right  kidney 
with  inconclusive  suggestion  of  peri- 
nephritic  abscess.  The  urologic  con- 
sultant, on  March  25,  advised  conserva- 
tive treatment  by  intravenous  injection 
of  mercurochrome,  production  of  a ketosis, 
or,  preferably,  in  his  opinion,  the  in- 
travenous injection  of  bacteriophage,  if 
the  urine  culture  should  reveal  the  pres- 
ence of  colon  bacilli.  Fortunately,  a speci- 
men of  urine  for  bacteriologic  study  had 
been  taken  on  March  24,  and  the  cultures 
of  this  yielded  colon  bacilli,  approxi- 
mately 17  billion  colonies  per  cc.  of  urine. 

On  March  26,  at  11:37  a.m.,  a speci- 
men of  blood  was  taken  for  culture. 
This  gave  a negative  result.  Then  at 
11:40  a.m.  an  intravenous  injection  of  2 
cc.  of  1:10  dilution  stock  asparagin  coli- 
phage  was  given.  At  12:40  p.m.  the 
patient  went  into  a chill,  with  chattering 
of  teeth  and  moderate  cyanosis.  The 


chill  lasted  20  minutes  and  the  tempera- 
ture at  its  termination  was  103.8  F.  It 
was  followed  by  profuse  perspiration.  At 
4:52  p.m.  a smaller  intravenous  injection, 

0.5  cc.  of  1:10  dilution,  of  the  same  bac- 
teriophage was  given.  Subsequently  the 
phage  injections  were  continued  twice 
daily.  The  patient  improved  almost  at 
once  and  was  discharged  from  the  hos- 
pital on  April  3,  1936.  The  urine  speci- 
men of  the  previous  day  still  contained 
colon  bacilli,  yielding  2,160  colonies  per 
cc.  on  culture.  Another  urine  specimen 
obtained  on  April  20  was  found  free  from 
bacteria. 

Summary 

1.  Bacteriophages  are  evidently  vi- 
ruses which  cause  derangement  and 
destruction  of  certain  bacteria.  The 
exact  nature  of  these  viruses  is  still  de- 
bated but  it  now  seems  almost  certain 
that  a bacteriophage  is  a minute  particle 
of  living  matter  capable,  among  other 
functions,  of  producing  potent  enzymes. 

2.  It  is  possible  to  make  preparations 
of  bacteriophages  which  are  suitable  for 
injection  into  the  tissues  and  into  the 
blood  stream.  A protein-free  asparagin 
medium  has  been  found  useful  for  this 
purpose. 

3.  Bacteriophages  may  dissolve  bac- 
teria in  the  urine  or  within  the  lumen  of 
the  intestine  but  they  appear  unable  to 
bring  about  such  direct  solution  of  bac- 
teria in  the  blood  or  in  exudates.  In  these 
latter  situations,  the  bacteriophage  prepa- 
rations exert  a pronounced  and  almost 
immediate  opsonic  effect  and  subse- 
quently play  a part  in  aiding  the  phago- 
cytic cells  to  ingest  and  destroy  the 
bacteria.  Bacteria  which  escape  destruc- 
tion may  also  undergo  alteration  in 
character  and  partial  loss  of  virulence  as 
a result  of  bacteriophage  action. 

4.  The  technic  of  bacteriophage  ther- 
apy is  of  some  importance  for  success. 

5.  Summarized  clinical  records  of 
severe  infections  with  staphylococcus  and 
with  colon  bacillus  have  been  presented 
as  examples  of  bacteriophage  therapy. 
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Discussion 

Dr.  Morris  L.  Rakieten,  Brooklyn — Dr. 
MacNeal  and  his  associates  have  been  investi- 
gating certain  phases  of  bacteriophagy  for  the 
past  several  years.  Out  of  their  studies  have 
appeared  results  that  have  proved  of  practical 
value  in  the  therapeutic  use  of  bacteriophages. 
The  inhibitory  power  of  pus  and  whole  blood  on 
certain  phages  was  reported  from  his  laboratory 
in  1931.  More  recently  he  has  made  some  inter- 
esting observations  on  what  may  be  termed  the 
indirect  action  of  phages,  that  is,  the  increased 


susceptibility  of  bacteria  to  white  blood  cells  in 
the  presence  of  phage.  He  has  also  had  an  un- 
usually large  experience  with  severe  cases  of  in- 
fection in  which  he  has  administered  bacterio- 
phage. Undoubtedly  many  in  this  audience  are 
familiar  with  some  of  the  reports  that  have  ap- 
peared under  his  name.  Our  interest  in  bacterio- 
phage— covering  a period  of  some  ten  years — has 
been  away  from  the  clinical  application,  being 
concerned  chiefly  with  the  biologic  aspects. 
However,  no  one  can  have  any  considerable  ex- 
perience with  phages  without  being  called  upon 
from  time  to  time  for  phages  to  be  used  thera- 
peutically. 

Bacteriophagy  in  the  test  tube  is  a relatively 
simple  and  clear-cut  phenomenon.  In  a medium 
containing  actively  growing  susceptible  culture 
the  addition  of  unbelievably  small  amounts  of 
active  phage  results,  over  a variable  period  of 
time,  in  the  complete  dissolution  of  the  culture. 
Under  these  highly  artificial  conditions,  with  the 
odds  in  favor  of  the  lytic  agent,  it  is  little  wonder 
that  for  many  years  a good  deal  of  energy  has 
been  spent  in  attempting  to  reproduce  these 
conditions  in  vivo.  And  when  there  has  been 
failure,  a large  outcry  has  been  raised  regarding 
the  inefficacy  of  bacteriophage  in  the  treatment 
of  infections.  In-vivo  conditions  are  much  more 
complex  than  the  simple  broth  test  tube,  and 
with  conditions  now  favoring  the  growth  of  the 
bacteria  the  task  of  destroying  them,  by  any 
means,  is  a very  difficult  one. 

Many  bacteriophages  may  be  able  to  effect 
complete  lysis  of  a bacteria  in  the  test  tube  and 
prove  to  be  absolutely  worthless  as  a therapeutic 
agent.  Most  races  of  staphylococcus  phages 
will  lyse  hemolytic  strains  of  staphylococci  in 
vitro,  but  there  are  only  a very  few  races  of 
staphy  phages  that  can  bring  about  lysis  of 
staphylococci  in  the  presence  of  serum  or  pus. 
However,  if  one  adapts  a staphylococcus  phage 
to  increasing  concentrations  of  pus  and  serum, 
one  can  finally  produce  a phage  that  will  dissolve 
susceptible  culture  in  concentrations  of  pus  and 
serum  that  inhibit  nonadapted  phages.  Such  a 
phage  may  now  be  regarded  as  a virulent  phage. 
d’Herelle,  in  all  of  his  studies  dealing  with  the 
therapeutic  application,  has  insisted  on  using  only 
those  phages  of  maximum  virulence.  In  many 
instances  he  has  used  phages  that  have  been 
isolated  from  convalescent  cases;  such  phages 
have  actually  demonstrated  their  ability  to  act 
in  diseased  tissue.  It  is  highly  important  to 
remember  that  not  all  phages  are  equally  good. 
Care  in  the  selection  of  highly  active  races  of 
phages;  their  further  development  and  main- 
tenance, for  possible  therapeutic  application,  is  a 
fair-sized  job  in  itself.  Laboratories  in  which 
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investigative  work  with  phages  is  being  carried 
out,  generally  have  on  hand  such  selected 
races. 

If  phage  is  to  be  used  therapeutically  care 
must  be  taken  by  the  individual  administering 
it  to  attempt  as  best  he  can  to  get  the  phage  in 
as  close  contact  with  the  infected  tissue  as  pos- 
sible. That  means  removing  tissue  debris; 
irrigating  sinus  tracts  with  saline  thoroughly  to 
remove  the  accumulated  exudate  and  so  forth. 
If  one  neglects  these  points  one  is  likely  to  have 
the  phage  (staphylococcus  phages  particularly) 
inactivated  before  it  reaches  the  seat  of  infection. 
With  regard  to  the  amount  of  phage  to  use  there 
are  no  standard  doses  to  go  by.  Our  practice, 
following  d’Herelle,  has  been  to  use  larger  doses 
of  phage  initially  than  those  described  by  Dr. 
MacNeal.  In  cases  of  sepsis  our  initial  dose  is 
usually  not  less  than  10  cc.  diluted  in  50-100  cc. 
of  physiologic  saline,  given  intravenously  and 
very  slowly.  If  no  reaction  occurs  in  three  hours 
this  dose  is  repeated.  Failure  to  get  a reaction 
after  three  injections,  in  our  experience,  always 
resulted  in  failure  with  that  phage.  Indeed  it  is 
difficult  for  us  to  understand  why  repeated  intra- 
venous injections  of  phage  over  a long  period  of 
time  should  ever  be  used.  Since  phage  is  anti- 
genic, antibody  against  the  phage  develops  after 
5-6  days  when  it  is  given  parenterally,  and  when 
antibodies  are  present  (antiphagic  antibody)  the 
phage  is  neutralized  very  rapidly,  when  it  is  in- 
jected. The  only  method  of  circumventing  this 
antiphagic  action  of  the  serum  is  to  use  a phage 
that  is  antigenically  different  from  the  one  re- 
sponsible for  the  production  of  the  antiphage. 
But  for  all  practical  purposes  intravenous  phage 


therapy  in  order  to  be  effective  should  show  a 
good  result  early  in  the  treatment. 

One  of  the  reasons  for  some  of  the  failures 
charged  to  bacteriophage,  and  only  because 
phage  was  given,  is  that  too  often  it  is  the  last 
material  used.  My  own  experience  in  cases  of 
staphylococcus  sepsis  has  been  with  cases  that 
have  been  on  the  wards  for  many  days,  and  only 
when  multiple  transfusions  and  other  thera- 
peutic measures  have  failed  bacteriophage  is  tried. 
By  this  time  the  spleen,  kidneys,  and  heart 
muscle  may  be  riddled  with  miliary  abscesses, 
and  even  if  the  blood  stream  could  be  freed  of 
organisms,  enough  damage  to  vital  organs  has 
occurred  to  bring  about  the  death  of  the  patient. 
I am  certain  that  Dr.  MacNeal’s  experience 
parallels  mine  in  this  respect. 

Finally,  in  chronic  cases  of  infection  that  are 
to  be  treated  with  bacteriophage,  the  physician 
should  understand  that  he  is  dealing  with  living 
agents,  the  bacteria,  and  the  phage ; that  as  the 
organism  attempts  to  and  often  is  successful  in 
adapting  itself  to  a phage,  it  is  necessary  to  re- 
isolate another  phage  to  take  care  of  the  changing 
organism.  All  of  which  means  a good  deal  of 
co-operation  and  understanding  between  the 
physician  and  the  laboratory.  Bacteriophage 
has  value  in  the  treatment  of  infections.  Its 
effectiveness  is  directly  proportional  to  the  qual- 
ity of  the  phage,  the  time  when  it  is  utilized,  and 
the  experience  of  the  one  who  is  to  administer  it. 

The  presentation  of  Dr.  MacNeal  has  pointed 
out  certain  valuable  criteria  for  determining  the 
effectiveness  of  phage  when  it  is  to  be  used 
therapeutically.  More  studies  along  these  lines 
will  be  very  helpful. 


“ONE  IN  TEN” — PROPHECY,  NOT  FACT 
One  person  out  of  every  hundred  in  the  United 
States  is  infected  with  syphilis  and  nine  more 
out  of  every  hundred  will  acquire  syphilis  at 
some  time  in  life  if  present  rates  prevail,  Miss 
Lida  J.  Usilton,  Senior  Statistician  of  the  United 
States  Public  Health  Service,  declared  on  Janu- 
ary 18  at  a meeting  of  the  New  York  Chapter  of 
the  American  Statistical  Association  at  the  Hotel 
Woodstock,  in  New  York  City.  In  discussing 


the  subject,  “Do  10  in  100  Have  Syphilis?” 
Miss  Usilton  stated:  “The  estimate  on  the 

number  who  have  acquired  syphilis  is  1 in 

100. 

The  estimate  on  the  number  who  under  exist- 
ing detection  and  treatment  facilities  will  acquire 
syphilis  at  some  time  in  life  is  10  in  100.  This 
has  been  aptly  expressed  as  ‘syphilis  strikes  one 
out  of  every  ten  adults.’  ” 


Following  the  report  of  a recent  death  of  an 
infant  from  lead  poisoning  traced  to  the  use,  by 
the  child’s  mother,  of  a lead  nipple-shield,  the 
Public  Health  Council  has  adopted  an  amend- 


ment to  the  State  Sanitary  Code  which  prohibits 
the  sale  or  use  of  such  shields,  according  to  an 
announcement  by  Dr.  Edward  S.  Godfrey,  Jr., 
State  Commissioner  of  Health. 


Preventive  Medicine 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “transition  cases”  from  the  serv- 

ice of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descriptions  are 
not  complete  clinical  studies,  hut  will  accentuate  situations  from  the  point  of  view  of  individual 
mental  hygiene  such  as  crop  up  in  the  everyday  practice  of  medicine. 


Psychosis  and  Marital  Troubles 

There  are  happy,  unhappy,  and  in- 
different marriages.  The  ideal  mar- 
riage, which  is  rather  the  exception  than 
the  rule,  is  the  one  in  which  the  par- 
ticipants are  well  adjusted  to  one  another 
and  where  they  are  real  partners,  com- 
panions, friends.  If  a man  and  a woman 
associate  without  caring  much  for  one  an- 
other, but  at  least  are  not  enemies  and 
show  no  active  hatred  toward  each  other, 
they  can  live  together  indefinitely  if  they 
are  at  least  sexually  adjusted.  When, 
however,  there  is  no  sexual  compatibility 
or  enjoyment,  the  marriage  will  eventu- 
ally be  destroyed  or  is  practically  dis- 
rupted even  if  life  continues  under  the 
same  roof,  though  there  may  be  complete 
agreement  or  community  of  ideas  in  many 
respects. 

...Marriage,  in  one  form  or  another,  is 
purely  human.  It  demands  in  theory  an 
adaptation  that  in  practice  is  feasible 
under  certain  conditions  only  and  it  pro- 
vokes an  infinite  kaleidoscope  of  con- 
flicts and  therefore  of  direct  and  indirect, 
causes  of  mental  difficulties  leading  to 
mental  disorders,  in  certain  minds  more 
than  in  others.  Religion,  social  and 
economic  conditions,  the  partners’  up 
bringing,  their  heredity,  their  original 
mental  state,  complicate  the  situation  to  a 
high  degree  and  make  married  life  even 
more  absurd.  Sometimes  it  is  to  be 
wondered  at  that  there  still  are  so  many 
human  minds  which,  in  spite  of  badly 


unadjusted  marriages,  have  escaped  in- 
sanity. 

. . . And  yet,  in  their  purified  and  highly 
civilized  as  well  as  in  their  simplest 
forms,  wherever  concessions  are  in- 
stinctively or  deliberately  made,  both 
sexual  life  and  marriage  could  be  and 
sometimes  are  the  most  beautiful  things 
in  our  existence. 

. . . There  are  all  sorts  of  married  rela- 
tionships, but  some  are  more  typical  than 
others. 

Usually  man  dominates  or  leads  and 
woman  follows.  This  may  be  truly  so 
or  in  appearance  only.  Whoever  is  the 
dominating  partner  does  not  matter  if 
the  other  accepts  the  situation.  Trouble 
brews  when  both  are  equal  in  strength  and 
ambition  and  neither  can  endure  the  yoke 
of  the  other.  The  best  arrangement,  the 
greatest  harmony  results  when  they  both 
find  and  keep  their  places,  knowing  their 
respective  ability  and  value,  leading  in 
those  matters  in  which  he  or  she  is 
superior  and  yielding  in  those  in  which 
she  or  he  is  inferior.  That  is  true  ad- 
justment. 

We  see  the  submissive,  weak-willed 
male  tugged  along  by  the  energetic, 
despotic  female,  who  talks  for  him,  de- 
cides for  him,  acts  for  him,  protects  him, 
much  like  the  mother-spider,  except  that 
she  does  not  chew  him  up.  Or  the  force- 
ful male  who  never  admits  that  the  wife 
knows  anything,  who  bullies  and  intimi- 
dates her  and  to  whom  she  admiringly 
looks  up  for  wisdom  and  guidance.  In 


{Excerpts  from  a lecture  delivered  on  November  2,  1938  before  the  East  Flatbush  Medical 
Society,  Brooklyn,  New  York) 
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the  extreme  cases  or  among  very  igno- 
rant people  she  is  not  only  respectful  and 
obedient  but  does  not  mind  being  physic- 
ally mishandled.  She  anticipates  blows 
from  him  and  concedes,  like  in  antiquity, 
his  right  to  do  anything  he  desires  with 
her.  She  may  adopt  the  attitude  of  the 
wife  in  one  of  Moliere’s  comedies  where 
she  resents  being  defended  against  her 
husband  by  anyone:  “ Et  je  veux  qu'il 

me  batte  . . . .”  In  one  case  he  may  need 
such  a wife,  in  the  other  just  such  a hus- 
band is  necessary  to  her. 

A highly  cultured,  impetuous  Ameri- 
can married  and  divorced  four  wives  be- 
cause he  was  arrogant  to  all  of  them  and 
mistreated  them  all  and  none  of  them 
stood  for  his  fanciful  caprices  and  bru- 
tality. As  far  as  is  known  they  did  not 
remarry,  were  acquainted  between  them- 
selves and  Mrs.  X Number  One,  the 
the  oldest  in  line,  met  on  the  most  friendly 
terms  Mrs.  X Number  Two,  Three, 
and  Four.  But  X,  now  on  the  shady  side 
of  fifty,  took  to  himself  a very  young  and 
splendid-looking  girl,  with  whom  he  lived 
in  peace,  “because  there  was  no  wedlock,” 
as  he  explained.  While  he  had  no  child- 
ren with  the  legitimate  wives,  his  mistress 
became  a mother,  he  esteemed  her  highly 
all  around  and  treated  her  with  re- 
spect. He  was  even  somewhat  afraid 
of  her,  because  as  he  said,  “she  had  no 
obligations  toward  him,  she  was  giving 
herself  freely  and  willingly.”  No  mental 
disturbance  resulted  either  for  him  or 
for  any  of  the  five  numbers — for  several 
years,  at  least,  as  far  as  is  known.  But 
there  was  enough  tinder  to  set  a fire 
blazing,  there  were  enough  conflicts  to 
cause  mental  trouble  in  less  resistant 
minds. 

A fine  symbiosis  was  present  between 
a merchant  whose  life  consisted  of  at- 
tending to  his  store  until  late  in  the 
evening,  lying  down  comfortably,  going 
to  sleep  before  finishing  his  paper  and  not 
minding  and  not  questioning  what  his 
wife  was  doing.  She,  grateful  for  her 
freedom,  used  it  out  to  the  full,  by  going 
away  when  he  was  nicely  tucked  in  and 
coming  home  and  slipping  quietly  into 
the  bed  before  he  awoke.  She  made  a 


good  housewife,  attended  to  his  needs 
as  carefully  as  the  best  and  permitted  him 
even  the  sex  relations  when  he  desired  it, 
about  once  a month.  Never  a hitch  in 
this  perfect  idyllic  adaptation  and  never 
any  mental  disorder  of  any  sort.  But 
possibilities  for  mental  conflicts  existed 
and  mental  disorder  would  have  been 
rife  if  latent  causes  had  been  present  in 
this  couple. 

The  situation  was  different  in  the  case 
of  a chemist  who  was  always  aware  of  his 
importance — nay,  greatness — and  never 
lost  a chance  to  arrogantly  show  it  to 
his  wife,  either  in  the  form  of  didactic 
instruction  or  in  ordering  her  to  do  as  she 
was  told  without  protest  or  whimper. 
It  so  happened,  however,  that  she  too 
thought  she  was  or  could  be  something 
Each  time  she  made  an  attempt  to  mani- 
fest her  individuality,  to  do  something 
original  and  entirely  apart  from  his  field, 
he  fatherly  came  upon  the  scene,  oc- 
cupied it  all  and  began  his  “teaching” 
even  where  he  knew  nothing.  Result: 
the  woman,  tired  of  fighting,  broke  down 
mentally  and  the  marriage  went  on  the 
rocks. 

One  political  leader  lived  for  thirty 
years  with  his  wife.  They  had  a daugh- 
ter. I knew  them  fairly  well  and  I felt 
that  there  was  something  the  matter 
with  their  marriage,  without  guessing 
just  what.  In  the  presence  of  strangers 
they  were  nice  to  one  another.  But  the 
war  between  them — albeit  silent — broke 
out  late  in  life  and  then  I learned  about 
the  trouble.  The  woman  was  entirely 
opposed  to  having  sex  intercourse  with 
him — “with  any  one,”  she  said,  and  their 
relations  occurred  very  rarely  and,  on  her 
side,  reluctantly.  She  was  not  a homo- 
sexual. She  was  asexual,  although  ana- 
tomically, as  far  as  could  be  ascer- 
tained, normally  built.  She  told  him 
repeatedly  to  look  for  another  woman. 
She  would  have  had  no  objection  to  his 
having  one  more  apartment  for  that 
purpose.  There  had  been  no  quarrels. 
She  claimed  to  have  nothing  but  friend- 
ship for  him.  But  he  could  not  think  of 
another  woman  and  finally  he  became 
mentally  sick. 
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A man  of  fifty  whose  wife,  much  older, 
had  deceived  him  successfully  from  the 
beginning  as  to  her  age.  He  had  been 
happy  with  her.  She  always  mothered 
him.  He  was  her  creation,  her  toy.  Al- 
though the  sex  life  she  gave  him  was 
never  exciting,  that  did  not  matter,  as  he 
did  not  know  any  better.  But  as  soon  as 
she  stopped  receiving  him  at  all  he  made  a 
discovery:  “what  sex  relations  really 

meant.”  He  discovered  this  in  the 
arms  of  a much  younger  female  who 
seemed  to  be  versed  in  all  the  devices  and 
artifices  of  the  trade.  There  was  zest 
and  enthusiasm.  He  became  cold  to 
his  wife — indeed,  he  resented  her  having 
kept  him  in  too  great  decency  and  having 
denied  to  him  the  Elysian  delights.  She 
was  the  one  to  collapse  mentally.  It  was 
interesting  to  watch,  not  only  her  psychic 
change,  but  her  physical  metamorphosis 
as  well.  She  had  had  a well  formed  body 
and,  long  ago,  an  attractive  face.  Her 
smile  had  been  her  forte.  Her  poise  had 
enmeshed  her  partner  more  than  any- 
thing else.  Her  facial  adaptation  to  a 
previous  age,  for  the  last  twenty  years, 
was  her  own  special  secret — a studied 
work  of  art.  But  now  it  could  be  seen 
how  superficial  it  was  after  all  and  how 
transparent  the  disguise.  Unhappiness 
tore  down  the  mask — and  her  wrinkles 
were  there.  Her  cheeks  were  sucked  in 
and  her  lips  pouted  out,  and  a fine 
tremoulousness  of  her  fingers  betrayed 
her  age  more  than  other  symptons.  Re- 
member Goya’s  caricature?  . . . But  she 
cured  herself  quickly.  She  did  not 
want  her  husband  to  leave  entirely. 
So  she  gave  one  leap,  made  a somersault, 
and  was  her  old  self  again.  Her  face  be- 
came cheerful  as  before  and  she  assumed 
her  previous  patronizing  attitude  toward 
him.  Without  a word  she  made  him  under- 
stand that  she  approved  of  his  departure 
and  that  she  was  willing  to  let  him  take 
elsewhere  what  she  could  not  give  him. 
He  was  thankful,  interpreting  her  be- 
havior as  devotion  derived  from  real  love. 

A woman  complained  of  various  in- 
coherent symptoms  which,  upon  thorough 
investigation,  were  found  to  be  due  to  lack 
of  sexual  satisfaction.  Intercourse  was 


gratifying,  but  it  occurred  at  very  rare 
intervals.  She  had  been  treated  for  all 
sorts  of  nonexisting  illnesses  and  finally, 
when  a neurologist  correctly  diagnosed 
hysteria , the  work  stopped  there.  As  no 
ailment  can  be  treated  with  a mere 
diagnosis,  this  patient  went  from  bad  to 
worse.  She  suffered  more  because  she 
expected  frequent  intercourse  than  be- 
cause she  needed  it — more  because  she 
felt  neglected  than  because  she  desired 
the  contact  so  often.  Her  husband, 
when  confronted  with  her,  was  astonished. 
He  never  suspected  that  he  could  be  the 
cause  of  her  suffering.  Then  he  showed 
how  impossible  it  was  for  him  to  act 
otherwise.  Ever  since  he  had  his  new 
job,  he  said,  he  left  very  early  in  the 
morning,  worked  hard  a long  day,  came 
home  exhausted  in  the  evening,  and 
promptly  went  to  bed  and  to  sleep. 
On  Sundays  he  was  still  tired  from  the 
entire  week.  This  explanation  started 
the  cure  which  made  rapid  progress  until 
the  patient  was  almost  normal. 

Among  the  many  practical  things 
which  can  find  no  place  here  but  which 
can  keep  people  away  from  serious  pit- 
falls,  I wish  to  emphasize  the  following 
few  facts  that  may  have  their  share  in 
preventing  mental  maladjustment  : 

Mostly  an  interval  of  a few  days  be- 
tween one  intercourse  and  the  next  is 
advisable.  Not  merely  for  the  sake  of 
health  is  it  necessary  to  avoid  too  fre- 
quent intercourse,  but  also  for  the  pur- 
pose that  the  intercourse  itself  be  more 
passionate  and  more  satisfactory  for  both 
participants. 

Even  the  most  normal  person  may  need 
a temporary,  more  or  less  protracted, 
rest  from  intercourse.  This  should  not 
be  interpreted  as  impotence.  On  the 
contrary,  its  natural  aim  is  to  prevent 
impotence,  by  rest,  by  shunning  excess, 
and  coitus  during  fatigue  or  exhaustion. 

The  necessity  for  rest  may  arise  from: 
actual  excess  or  sufficiency  of  the  inter- 
course itself;  the  desire  of  a temporary 
mental  dissociation  from  one’s  partner; 
an  existing  transient  unfriendliness  or 
enmity  between  partners;  or,  finally, 
concentration  in  another  direction,  as 


464 


B.  LIBER 


[N.  Y.  State  J.  M. 


for  the  purpose  of  social  activity,  study, 
invention,  writing  literature  or  poetry. 

Of  course,  such  a cessation  of  sex 
intercourse,  while  necessary  to  one  part- 
ner, may  be  disagreeable  to  the  other. 
Or  there  may  be  a misunderstanding, 
the  other  partner,  or  even  the  one 
principally  involved,  believing  that  the 
condition  is  permanent.  Therefore,  a 
frank,  intelligent  talk  on  the  question 
between  the  partners  may  be  of  great 
help.  If  not,  very  unpleasant  and  some- 
times unalterable,  diastrous,  results  may 
follow. 

But,  as  already  previously  implied, 
not  only  do  unadjusted  marriages  pro- 
voke conflicts  that  lead  to  mental  dis- 
orders or  awaken  dormant  or  potential 
tendencies  to  mental  trouble,  the  re- 
verse is  also  true.  Psychopathic  in- 
dividuals in  married  life  may  cause  its 
disruption,  a cause  which  is  so  self- 
evident  that  it  needs  no  further  emphasis. 

Or  we  see  cases  where  both  situations 
may  coexist  and  destroy  a marriage  as 
as  well  as  a mind.  One  example  will  suf- 
fice to  illustrate  this  state  of  affairs. 

He  is  a recognized  and  professional 
writer.  She — an  amateur  and  unknown 
would-be  or  real  composer,  always 
haunted  by  paranoid  thoughts — has  never 
succeeded  in  having  anybody  but  herself 
play  her  compositions.  When  she  does 
so  in  the  presence  of  others,  some  of  her 
friends  have  a meaningful  smile  and, 
when  pressed  to  offer  an  opinion,  say, 
“Cute.”  It  is  true  that  she  has  been 
constantly  and  energetically — perhaps 
cruelly — discouraged  by  her  husband. 
He  is  always  telling  her  that  she  is  wasting 
her  time,  that  she  has  no  talent  at  all,  and 


that  she  is  making  a fool  of  herself. 
He  often  forbids  her  to  touch  the  piano 
and  relegates  her  to  the  kitchen.  Gradu- 
ally, and  after  her  hopes  to  get  a public 
hearing  have  waned,  she  develops  her 
pre-existing  mental  abnormality  into  a 
full  psychosis:  “Her  husband,  who  is 

applauded  in  the  press,  well  rewarded  by 
publishers  of  books  and  periodicals,  and 
adulated  by  admirers,  is  jealous  of  her 
greatness.  He  is  afraid  that  if  she  be- 
comes famous,  she  might  obscure  him  by 
overshining.”  From  this  to  the  belief 
that  “he  has  other  women,  that  he  is 
using  some  poison  to  get  rid  of  her  or  at 
least  to  make  her  insane  and  commit  her 
to  an  asylum,”  there  is  but  one  step. 
Inner  voices  begin  to  confirm  this  con- 
viction and  she  wavers  between  killing  her 
partner  or  committing  suicide.  Could 
this  illness  have  been  prevented?  While 
her  innate  trends  were  incurable  they 
might  have  never  extended  very  far  if 
this  patient’s  husband  had  treated  her 
in  a more  sympathetic  and  encouraging 
manner.  Why  not  praise  anybody  who 
is  making  a sincere  effort?  Why  not 
allow  anybody  to  unfold  any  capacity? 

I have  seen  somewhere  a statement  to 
the  effect  that  it  is  better  to  fail  in  every- 
thing else  and  to  succeed  in  home  life 
than  to  succeed  in  everything  else  and 
fail  in  home  life.  This  may  be  exag- 
gerated, but  it  contains  much  truth. 
I would  rather  put  it  this  way : inability 

to  make  marital  life  a success,  where  it  is 
due  to  neglect  or  ignorance  and  not  to  dis- 
ease or  to  social  conditions,  is  at  least  as 
important  a failure  as  any  other  great 
failure  in  life. 

207  West  106th  Street 


BEAUTY  ON  THE  BUDGET 

The  following  bit  of  sarcasm  appeared  in 
Claude  Callan’s  column,  “Folks  and  Foibles,” 
in  a recent  issue  of  the  Kansas  City  Times • 

“Why  can’t  we  have  government  beauty 
parlors  furnished  equally  to  all  women?  The 
government  is  planning  to  take  charge  of  the 
health  of  the  whole  people,  and  surely  no  woman 
considers  health  as  important  as  beauty.  Under 
the  present  system  of  private  ownership  of 


beauty  parlors  and  private  manufacture  of 
beauty  sauces,  some  women  are  able  to  buy  all 
the  beauty  on  the  market,  while  some  must  be 
satisfied  with  soap  and  water  on  their  faces. 
As  a result  some  are  always  in  the  happy  disposi- 
tion of  being  beautiful  enough  to  break  up  homes, 
while  others  are  in  danger  of  having  their  homes 
broken  up.  Let  the  government  take  over 
beauty  and  dispense  it  with  a lavish  and  impartial 
hand.” 
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Report  for  1938 


It  is  usually  well  into  the  second  half  of 
the  year  before  our  annual  report  for 
the  preceding  year  can  be  printed.  The 
Commissioner  of  Health  is,  however,  re- 
quired by  law  to  submit  annually  on  or 
before  the  first  of  March  a report  to  the 
Governor  which  shall  set  forth  the  action 
of  the  department  . t . . and  other 

useful  information.  This  typewritten 
brief  contains  several  noteworthy  items. 

In  the  field  of  sanitation,  Mr.  C.  A. 
Holmquist  reports  that  work  has  been 
commenced  in  52  new  sewage  treatment 
works  while  10  such  projects  were  com- 
pleted during  the  year.  When  the  new 
works  are  in  operation  78.4  per  cent  of  our 
upstate  population  will  have  their  sewage 
properly  treated.  This  is  more  than 
double  the  population  that  was  so  served 
only  ten  years  ago.  Another  year  has 
passed  without  any  outbreak  of  typhoid 
fever  being  traced  to  a public  water  sup- 
ply. The  slate  has  been  clean  in  this 
respect  for  ten  successive  years.  The 
milk  supply  is  not  yet  so  safe.  An  out- 
break of  typhoid  fever  at  Esperance  re- 
sulted in  a local  ordinance  requiring  the 
pasteurization  of  all  milk  and  cream  to  be 
sold  or  offered  for  sale. 

The  Tuberculosis  Division  reports  a de- 
cline in  the  tuberculosis  death  rate  from 
42  per  100,000  in  1937  to  39  in  1938. 
They  make  the  following  recommenda- 
tions for  more  complete  control  of  this 
disease : 

1.  Some  form  of  financial  assistance  to 
families  in  which  there  is  tuberculosis. 
Poverty  fosters  disease  both  by  reducing 
the  budget  for  food  and  by  the  worry 
which  it  promotes  in  the  whole  family. 

2.  Progressive  case  finding  by  means 
of  x-ray  examination  of  the  adult  popula- 
tion, especially  persons  between  the  ages 
of  twenty  and  forty.  It  is  in  these  age 


groups  that  tuberculosis  is  still  the  leading 
cause  of  death,  being  responsible  for  more 
deaths  than  heart  disease  and  pneumonia 
combined. 

3.  Liberalization  of  the  policy  govern- 
ing payment  for  hospitalization.  The 
pauperization  of  families  resulting  from 
the  method  of  payment  adopted  in  some 
localities  at  the  present  time  for  hospital 
treatment  of  persons  who  need  such  care 
and  who  are  segregated  for  the  protection 
of  others,  is  a menace  to  public  health  and 
is  poor  economic  practice. 

4.  Provision  for  the  re-absorption  into 
industry  of  patients  who  have  recovered. 
More  complete  rehabilitation  and  more 
suitable  working  opportunities  and  condi- 
tions should  be  made  available. 

5.  More  intensive  public  health  edu- 
cation. This  is  vitally  needed  if  super- 
stition and  ignorance  are  to  be  replaced 
by  an  intelligent  public  attitude  toward 
the  prevention  and  curability  of  the  dis- 
ease. 

6.  More  public  health  nurses.  Addi- 
tional personnel  of  this  type  is  essential  in 
the  prevention  and  control  of  tuberculosis 
in  the  home. 

7.  Extension  of  research  to  include  all 
administrative  and  scientific  phases  of 
the  tuberculosis  problem.  Economies 
cannot  be  realized  in  the  future  unless 
further  knowledge  of  the  factors  influenc- 
ing the  disease  is  made  available. 

Pneumonia  cases  and  deaths  both  de- 
creased markedly,  and  a consideration  of 
the  case  fatality  rates  indicates  that  the 
reporting  of  pneumonia  has  improved  and 
perhaps  also  that  treatment  has  been 
more  successful.  The  program  of  pro- 
fessional education  carried  out  in  co- 
operation with  the  State  Medical  Society 
has  been  continued.  One  hundred  and 
thirteen  meetings  have  been  held,  at 
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which  there  was  a total  attendance  of 
1,958  physicians.  There  has  been  an  in- 
crease in  the  use  of  type  specific  serums. 

Forty-three  new  typhoid  carriers  have 
been  added  to  the  register.  Twenty- 
seven  of  these  were  discovered  through 
epidemiologic  investigation  of  sporadic 
cases;  10  by  means  of  release  cultures;  3 
through  attacks  of  acute  cholecystitis;  1 
through  an  attack  of  acute  cystitis;  1 
through  a costal  osteomyelitis  with  ty- 
phoid bacilli  present  in  the  discharging 
pus;  and  1 through  investigation  follow- 
ing the  discovery  of  a positive  Widal 
reaction  in  a specimen  of  blood  submitted 
for  another  purpose.  The  total  number 
of  carriers  on  the  register  is  now  412. 

The  number  of  cases  of  diphtheria  re- 
ported in  1938  is  the  smallest  on  record. 
Thirty  counties  have  no  cases  as  com- 
pared with  18  such  counties  in  1937.  In 
the  large  cities  diphtheria  is  almost  under 
control.  Buffalo  had  12  cases  and  Ro- 
chester 7 ; in  1927  there  were  737  cases  in 
Buffalo  and  505  in  Rochester.  Of  74,586 
individuals  reported  as  having  received 
active  immunization,  45,915  were  chil- 
dren under  5 years  of  age.  The  figures  in 
this  paragraph  are  subject  to  revision  in 
the  final  report. 

Since  the  enactment  of  the  Desmond 
and  Twomey  bills  requiring  submission  of 
specimens  from  applicants  for  marriage 
licenses  and  from  pregnant  women,  the 
number  of  serologic  examinations  made 
in  the  laboratory  has  increased  by  63  per 
cent. 

At  the  end  of  the  year  170  cases  of 
syphilis  had  been  discovered  upstate  as  a 
result  of  premarital  examinations,  and 
reports  on  85  patients  were  pending. 
One  hundred  and  twenty-six  cases  had 
been  found  as  a result  of  prenatal  ex- 
aminations, and  reports  were  pending  on 
23.  There  were  4,860  new  admissions  for 
syphilis  to  upstate  clinics  during  the  year. 

The  State  Institute  for  the  Study  of 
Malignant  Disease  has  provided  diagnosis 
or  treatment  for  38,628  patients,  and  has 
submitted  reports  on  10,623  specimens  of 
tissue  sent  to  it  by  physicians  throughout 
the  state.  They  have  carried  on  an  ex- 


tensive educational  campaign  having 
provided  lectures  on  cancer  to  popular 
audiences  totaling  about  25,000  people. 

The  Narcotics  Bureau  has  also  engaged 
in  an  educational  campaign,  using  films 
to  demonstrate  to  audiences  of  specially 
interested  individuals  the  characteristics 
of  the  hemp  weed.  Seventy-two  thou- 
sand, three  hundred  and  twelve  pounds  of 
Cannabis  have  been  destroyed;  2,000 
pounds  of  viable  seeds  have  been  confis- 
cated, and  more  than  4,000  marihuana 
cigarettes  have  been  seized.  In  the  years 
1935  to  1938  inclusive,  458  tons  of  mari- 
huana have  been  destroyed. 

The  Public  Health  Nursing  Division 
reports  an  increase  of  only  28  nurses  em- 
ployed by  county  boards  of  supervisors. 
Although  this  leaves  the  service  disap- 
pointingly inadequate,  Miss  Sheahan  be- 
lieves that  there  is  a better  understanding 
throughout  the  state  of  the  handicap 
which  all  public  health  work  must  suffer 
through  this  deficiency. 

Lead  Nipple  Shields  Prohibited 

On  January  20  the  Public  Health  Coun- 
cil amended  the  Sanitary  Code  by  insert- 
ing a regulation  which  prohibits  the  sale 
or  use  of  metal  or  foil  breast  nipple 
shields  made  of  or  containing  lead.  The 
regulation  went  into  effect  on  February  1. 

“Health  News”  announced  that  this 
regulation  had  been  passed  “following  the 
death  of  an  infant  from  lead  encephalitis.” 
The  authorities  at  one  hospital  where  lead 
shields  are  used  have  expressed  some  sur- 
prise that  so  drastic  an  action  should  have 
been  taken  on  the  basis  of  a single  case. 
The  case  in  question  was,  however,  quite 
definite.  It  will  be  published  shortly  by 
Dr.  Murray  H.  Bass,  whose  report  will 
show  that  lead  was  found  in  large  amounts 
in  the  infant’s  blood  and  urine.  The 
death  of  a child  was  hardly  necessary  to 
prove  the  existence  of  a hazard  of  lead 
poisoning.  The  manufacturers  claim  for 
the  shields  that  they  prevent  and  cure 
sore  nipples  by  means  of  a solution  of  lac- 
tate of  lead  in  which  the  nipple  is  im- 
mersed. If  the  mother’s  nipple  is  im- 
mersed in  lactate  of  lead  it  is  quite  evident 
that  her  child  is  in  danger  of  absorbing 
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lactate  of  lead  with  the  mother’s  milk. 
Colic,  even  convulsions,  in  an  infant 
would  not  readily  be  attributed  to  lead 
poisoning,  especially  if  the  attending 


physician  is  unaware  that  a lead  nipple 
shield  is  in  use.  The  hazard  is  certainly 
present  and  poisoning  may  have  been 
more  frequent  than  anyone  knows. 


DOCTORS  URGED  NOT  TO  OVERDO  SCIENTIFIC  TESTS 


Dr.  Walter  C.  Alvarez,  of  the  Mayo  Clinic, 
Rochester,  Minn.,  warned  300  of  his  colleagues 
on  January  13  that  the  “greatest  curse”  of 
modem  medicine  is  the  desire  of  many  doctors 
to  employ  elaborate  laboratory  tests  and  x-rays 
to  detect  ailments  when  the  simple  process  of 
talking  to  patients,  observing  their  symptoms 
and  studying  their  case  histories  would  often 
accomplish  the  same  or  even  better  results.  He 
spoke  before  a regular  Friday  afternoon  meeting 
at  the  New  York  Academy  of  Medicine,  2 East 
103rd  Street. 

Dr.  Alvarez,  who  is  regarded  as  one  of  Ameri- 
ca’s outstanding  diagnosticians,  attacked  the 
belief  which  he  said  was  current  among  medical 
men  that  “all  sorts  of  laboratory  tests  must  be 
done  for  every  case  that  comes  our  way.”  He 
urged  doctors,  instead,  to  “use  your  eyes,  ears, 
fingers,  and  wits  and  you  will  often  find  there  is 
no  need  to  waste  time  and  patients’  money  in 
elaborate  clinical  explorations.” 

“I  spend  a great  part  of  my  time  fighting  with 
young  physicians  and  assistants  who  have  been 
trained  in  the  best  medical  schools  of  the  country 
to  keep  them  from  giving  patients  complete 
overhaulings  where  they  are  not  necessary. 
This  laboratory  examination  technique  is  often 
valuable,  but  there  are  definite  common-sense 
limits  to  its  use.  Many  diagnosticians  who  use 
it  extensively  would  do  better  to  go  back  to  the 
medicine  of  their  fathers.” 


Dr.  Alvarez’s  subject  was  “Functional  Diges- 
tive Disturbances,”  and  he  outlined  the  case 
histories  of  many  of  his  patients  whom  labora- 
tory tests  showed  to  be  suffering  from  ulcers, 
gallstones,  colitis,  and  similar  digestive  tract 
ailments.  He  recalled  dozens  of  these  cases 
where  dangerous  and  expensive  operations  to 
relieve  these  troubles  would  not  or  did  not 
materially  help  the  patients. 

“By  simple,  oldfashioned  diagnosis — conver- 
sation and  probing  of  family  and  individual 
history — I have  found  many  of  these  people  to 
have  nervous  breakdowns,  neuroses,  or  even 
marital  troubles  which  led  to  their  suffering. 
Removing  the  minor  functional  ailments  shown 
up  by  x-rays  and  laboratory  tests  could  do 
nothing  to  relieve  the  fundamental  causes  of 
their  complaints,”  he  said. 

Dr.  Alvarez  recalled  a story  about  the  reaction 
of  Dr.  Oliver  Wendell  Holmes  when  he  found  one 
of  his  patients  reading  a medical  book  in  a Boston 
library.  Dr.  Holmes,  according  to  Dr.  Alvarez, 
tapped  the  man  on  the  shoulder  and  remarked: 
“You  had  better  not  do  that,  old  fellow;  some 
day  you’ll  die  of  a misprint.” 

“Many  people  are  dying  today  from  misprints, 
in  the  form  of  misleading  laboratory  diagnoses,” 
Dr.  Alvarez  added.  “Disease  and  functional 
troubles  which  might  never  cause  trouble  are 
brought  to  light  and  nervous  patients  worry 
themselves  to  death.” 


NEW  FILM  GLORIFIES  THE  RURAL  M.D. 

The  country  doctor,  who  has  won  the  public’s 
heart  in  recent  “best  sellers,”  is  now  making  his 
appearance  in  the  flickering  films.  The  courage, 
unselfishness,  and  public  spirit  of  an  unassuming 
rural  physician,  and  his  effect  on  a little  town 
after  twenty  years  of  ministering  to  it,  forms  the 
principal  theme  of  a new  RKO  Radio  Picture 
entitled  “A  Man  To  Remember.”  Edward  Ellis, 
one  of  the  screen’s  best  known  character  actors, 
has  the  finest  role  of  his  career  as  the  doctor 
hero  of  this  unusual  story  based  on  Katherine 
Haviland  Taylor’s  “Failure.” 


The  contrast  between  the  doctor’s  generosity 
and  the  penny-pinching,  short-sightedness  of  the 
town’s  business  leaders,  coupled  with  the  romance 
between  the  doctor’s  ambitious  son  and  his  ward, 
are  two  phases  of  the  story  that  help  make  up 
its  general  human  appeal.  Various  incidents  of 
the  doctor’s  career  are  dramatized  in  what 
might  be  termed  “chapters,”  each  suggested  by 
some  paper  found  among  his  possessions  when 
he  dies,  and  each  leading  up  to  the  final  triumph 
of  his  life  in  the  little  town  that  learned  to  love 
him. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Nassau  County 

The  regular  monthly  meeting  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Nassau  was  held  in 
the  Auditorium  of  the  Nassau  Hospital  on 
January  31,  1939.  Mrs.  Luther  Kice  of 
Garden  City  presided.  Each  committee 
chairman  reported  on  the  work  her  com- 
mittee was  doing.  Following  the  business 
session,  Mr.  Dwight  Anderson,  Director  of 
the  Public  Relations  Bureau  of  the  Medi- 
cal Society  of  the  State  of  New  York,  gave 
an  interesting  talk  on  “What  Every 
Woman  Knows.” 

Mrs.  T.  Maloney  and  Mrs.  Henry 
Smith  were  hostesses  at  the  tea  which 
followed  the  meeting. 

Onondaga  County 

A meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Onondaga  was  held  on  February  7,  1939, 
in  the  home  of  Mrs.  H.  G.  Weiskotten. 
The  guest  speaker  was  Dr.  C.  Grove 
Haines  of  the  history  department  of  Syra- 
cuse University.  His  subject  was  “Italy 
of  Today.”  An  interesting  discussion 
followed. 

Queens  County 

A dessert-bridge  was  held  by  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Queens  on  Febru- 
ary 8,  1939.  The  auxiliary  members  and 
their  friends  enjoyed  a very  delightful 
afternoon  party  arranged  by  Mrs.  Robert 
Yanover,  chairman  of  entertainment,  and 
her  committee.  It  was  gratifying  to  the 
president,  Mrs.  William  Lavelle  to  see  so 
many  present  for  it  was  the  first  social 
function  of  the  year.  Mrs.  Lavelle  spoke 
a few  words  of  greeting  to  the  members 
and  guests  and  hoped  that  she  would 
welcome  them  again  at  other  affairs. 

Rockland  County 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 


Rockland  was  held  on  January  17, 1939,  at 
the  home  of  Mrs.  S.  W.  Toms  in  Nyack. 
Mrs.  J.  C.  Dingman  presided  for  the  first 
time.  Reports  of  the  year’s  work  were 
given  by  the  various  committee  chairmen. 
Subscriptions  to  the  magazine  Hygeia  had 
been  placed  in  nine  libraries  in  the  county 
by  the  Auxiliary.  The  guest  speaker  of 
the  afternoon  was  Dr.  Harold  Heller, 
chairman  of  Economics  of  the  Medical 
Society  of  the  County  of  Rockland,  who 
discussed  “Socialized  Medicine  and  Its 
Effect  upon  Doctors.” 

The  Auxiliary  sponsored  an  essay  on 
“Cancer  Control”  in  the  high  schools  of 
the  County  and  gave  three  prizes. 

A social  hour  followed  the  business 
meeting  and  program. 

Schenectady  County 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Schenectady  met 
at  Sunny  View  on  January  24,  1939. 
Mrs.  W.  Howard  Pillsbury  gave  a talk  on 
‘ ‘ Current  Literature. ’ ’ 

On  February  6,  Mrs.  A.  H.  Congdon 
was  hostess  to  the  Executive  Board  of  the 
Auxiliary.  Programs  for  the  February 
meeting  were  discussed. 


Letter  from  Mrs.  John  J.  Buettner, 
Chairman  of  Convention: 

“With  spring  but  a few  weeks  away,  the 
time  has  come  to  remind  you  of  the  con- 
vention of  the  Woman’s  Auxiliary,  to  be 
held  in  the  Onondaga  Hotel,  Syracuse, 
April  24-26,  in  conjunction  with  the  133rd 
Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York. 

“The  wintry  days  have  found  us  busy 
in  preparation,  and  we  have  planned 
many  attractive  and  enjoyable  events. 
You  will  find  meetings  profitable  to  at- 
tend, and  of  course  you  will  want  to  de- 
vote some  time  to  the  Hobby  Show,  which 
each  year  includes  a wide  range  of  inter- 
ests. Why  not  send  us  an  exhibit? 
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“On  the  evening  of  April  24  will  be  the 
delegates’  dinner,  to  which  we  cordially  in- 
vite all  physicians’  wives  and  their  friends. 

“This  will  be  a delightful  evening,  es- 
pecially with  such  an  outstanding  enter- 
tainer as  Henry  Scott,  pianist  and  humor- 
ist. A product  of  Syracuse  University, 
Mr.  Scott  has  met  with  acclaim  in  many 
cities. 


“There  are  several  other  features  about 
which  we  will  tell  you  later. 

“Mrs.  Daniel  J.  Swan,  your  state  presi- 
dent, will  be  happy  to  greet  you  and  all 
physicians’  wives,  and  you  will  meet 
many  friends,  old  and  new. 

“Please  come,  and  do  not  fail  to  register 
with  the  Woman’s  Auxiliary  of  the  Medi- 
cal Society  of  the  State  of  New  York.” 


“BEST  HEALTH  RECORD  IN  HISTORY” 
A record  low  death  rate  of  10.8  per  1,000 
population  and  the  highest  birth  rate  in  four 
years  gave  New  York  in  1938  what  the  State 
Department  of  Health  terms  its  “best  health 
record  in  history.” 

Dr.  J.  V.  De  Porte,  director  of  the  State  Bu- 
reau of  Vital  Statistics,  reported  a 1938  birth 
rate  of  14  per  1,000  population  and  said  births 
increased  3,000  over  the  previous  year,  while 
deaths  dropped  7,000. 

“The  absence  of  extremes  in  weather,  despite 
the  tropical  hurricane  of  September  21,  and  the 
relatively  low  occurrence  of  most  of  the  serious 
communicable  diseases,”  he  added,  “were  main 
factors  in  the  uncommonly  high  level  of  the 
physical  well-being  of  the  people  of  the  state.” 
Dr.  De  Porte  said  infant  mortality  last  year, 
forty-one  deaths  per  1,000  live  births,  was  9 per 
cent  under  the  1937  record  while  maternal  mor- 
tality, thirty-six  deaths  per  10,000  total  births, 
represented  a 41  per  cent  decline  over  five  years. 


Discussing  deaths  from  causes  associated  with 
childbirth,  Dr.  De  Porte  said,  “it  is  impossible  to 
ascertain  all  of  the  causes  of  the  recent  precipi- 
tous drop  in  the  New  York  State  rate.” 

“There  is  general  agreement  that  newly  de- 
veloped procedures  in  the  treatment  of  morbid 
puerperal  conditions  were  responsible  for  a con- 
siderable share  of  the  improvement,”  he  added, 
“and  that  without  doubt  better  obstetrical  prac- 
tice has  also  been  a factor  of  decided  importance.” 
He  said  the  heart  disease  group,  with  a record 
high  mortality  rate  of  350.4  per  100,000  popula- 
tion, was  the  leading  cause  of  death  “at  all  ages” 
in  1938,  with  cancer,  148.9,  also  a record  mark, 
second  in  importance. 

The  death  rate  from  influenza,  3.5,  was  a 
record  low,  while  pneumonia,  61.3,  was  27  per 
cent  below  the  1937  rate.  Other  low  marks  were 
reported  for  tuberculosis,  all  forms,  48.2 ; typhoid 
and  paratyphoid  fever,  0.4;  and  homicides,  3.1. 
Suicides  were  15.8,  the  same  mark  as  in  1937. 


ANNOUNCEMENT  OF  VAN  METER  PRIZE  AWARD 


The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award  of 
Three  Hundred  Dollars  and  two  honorable  men- 
tions for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid 
gland.  The  award  will  be  made  at  the  annual 
meeting  of  the  association  which  will  be  held  in 
Cincinnati,  Ohio,  on  May  22,  23,  and  24,  1939, 
providing  essays  of  sufficient  merit  are  presented 
in  competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations;  should  not  exceed 
three  thousand  words  in  length;  must  be  pre- 
sented in  English;  and  a typewritten  double 


spaced  copy  sent  to  the  Corresponding  Secretary, 
Dr.  W.  Blair  Mosser,  133  Biddle  Street,  Kane, 
Pennsylvania,  not  later  than  April  15,  1939. 
The  Committee,  which  will  review  the  manu- 
scripts, is  composed  of  men  well  qualified  to 
judge  the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author,  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in 
the  annual  Proceedings  of  the  Association.  This 
will  not  prevent  its  further  publication,  however, 
in  any  journal  selected  by  the  author. 


Medical  News 


General 

The  radio  listeners  had  an  opportunity 
to  hear  a fine  discussion  of  the  subject: 
“Do  We  Need  a National  Health  Pro- 
gram?” on  February  5.  What  is  known 
as  the  “People’s  Platform,”  under  the 
leadership  of  Lyman  Bryson,  brought 
together  Dr.  Clarence  G.  Bandler,  past 
president  of  the  New  York  County  Medi- 
cal Society;  Dr.  Thomas  P.  Farmer,  of 
Syracuse,  chairman  of  the  Public  Health 
Committee  of  the  Medical  Society  of  the 
State  of  New  York ; Dr.  Michel  M.  Davis, 
chairman  of  the  National  Committee  on 
Research  and  Medical  Economics;  and 
Dr.  Kingsley  Roberts,  director  of  the 
Bureau  of  Co-operative  Medicine. 

Mr.  Bryson  directed  the  discussion  by 
saying  that  “What  the  public  wants  to 
know  is  whether  we  are  as  healthy  as  we 
might  be.  They  have  a suspicion  that 
the  people  could  be  healthier  if  American 
resources  for  health  were  used  better.” 
Dr.  Roberts  agreed,  and  said:  “Why 
not  try  some  method  for  doing  it?” 

To  this  Dr.  Bandler  replied:  “That,  of 
course,  is  the  great  aim  of  the  entire 
medical  profession.  We  are  elaborating 
plans,  we  have  been  elaborating  plans.” 
America’s  unrivaled  health  record  was 
then  cited  by  Dr.  Farmer,  who  added 
that  “despite  what  we  have  accom- 
plished, we  should  nevertheless  try  to  do 
more.  On  the  other  hand,  with  this 
record,  we  should  be  very  very  careful  in 
making  any  change.” 

A widespread  “dissatisfaction  with  the 
financial  aspects  of  medical  service”  was 
brought  up  by  Dr.  Davis,  who  had  found 
a feeling  that  “the  present  system  of  pay- 
ing for  medical  care  doesn’t  deliver  the 
service,  despite  the  fact  that  we  all  know 
the  doctor  wants  to  give  it.”  There  is  an 
undeniable  “need  for  expansion  of  medi- 
cal care,”  stated  Dr.  Roberts. 

This  was  frankly  admitted  by  Dr. 
Bandler,  but  he  pointed  out  that  “the 
facilities  throughout  these  United  States, 
in  every  one  of  the  48  states  and  terri- 


tories, are  there,  and  doctors  can  very 
well  distribute  those  services  largely 
through  the  medium  of  their  county 
societies  and  their  state  organizations,  and 
I feel  that  we  do  not  need  any  further 
supervision  for  the  purpose  of  dispensing 
more  service.” 

“Why  is  it,”  asked  Dr.  Roberts,  “that 
organized  medicine,  or  whatever  you 
want  to  call  it,  constantly  has  fought 
attempts  at  new  methods  to  bring  medical 
care  to  the  lower  income  groups?” 

“That  is  a very  unfair  statement,”  ex- 
claimed Dr.  Farmer.  “I  don’t  think 
organized  medicine  has  ever  fought  new 
methods.  It  wants  the  American  people 
to  have  the  best  medical  care  possible. 
It  does  not  want  to  give  up  a method  it  is 
using  now,  which  has  produced  such  fine 
results,  for  some  untried  system  that 
worked  well  in  some  foreign  country 
different  from  ours.” 

“As  for  a national  health  program,  we 
have  one  now,”  remarked  Dr.  Farmer  a 
little  later:  “We  do  have  a national 
health  program.  This  is  an  expansion  of 
our  present  program,  and  that  is  some- 
thing the  public  really  ought  to  realize, 
and  I am  afraid  they  are  forgetting.  One 
of  the  first  duties,  I think,  in  our  national 
health  program  should  be  a co-ordination 
of  all  present  agencies  that  we  have  to  deal 
with  health  and  disease,  and  that  should 
be  the  first  step  in  any  program  we  have.” 
“I’m  surprised,”  put  in  Mr.  Bryson, 
“that  the  issue  of  the  personal  service  of 
the  physician  to  his  patient  doesn’t  arise 
in  a conversation  of  this  kind.” 

“Well,  Mr.  Bryson,”  replied  Dr.  Band- 
ler, “at  the  present  time  physicians  are 
contributing  in  service,  summed  up  in 
dollars  and  cents,  about  a million  dollars 
worth  of  service,  each  and  every  day. 
They’re  doing  that  voluntarily.  They’re 
doing  that  through  the  medium  of  existing 
agencies,  and  by  their  own  personal  effort. 
If  there  were  a form  of  compulsory  health 
insurance,  or  any  compulsion,  I doubt 
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very  much  if  that  voluntary  one  million 
dollars  worth  of  service  each  day  would 
still  be  forthcoming.  It  would  have  to 
be  paid  for  by  the  government.” 

“That  would  raise  the  cost  of  service 


to  the  people,”  remarked  Dr.  Farmer. 
“Undoubtedly,”  agreed  Dr.  Roberts. 
The  broadcast  lasted  thirty  minutes, 
and  only  the  high  spots  of  the  discussion 
are  given  here. 


Counties  of  New  York  State 


Albany  County 

Dr.  Russell  L.  Cecil,  Professor  of 
Clinical  Medicine,  Cornell  University 
Medical  College  and  Associate  Visiting 
Physician,  New  York  Hospital,  spoke  on 
“The  Modem  Aspects  of  Pneumonia 
Therapy,”  before  the  Medical  Society, 
County  of  Albany,  on  February  15. 

Cattaraugus  County 

The  first  of  a series  of  lectures  and 
demonstrations  on  pediatrics  and  special- 
ized subjects  of  medicine  was  held  on 
January  15  in  the  staff  room  at  St. 
Francis  Hospital,  Olean,  under  the  aus- 
pices of  the  Cattaraugus  County  Medical 
Society,  arranged  by  its  Maternal  Welfare 
Committee. 

The  County  Medical  Society  has  ex- 
tended an  invitation  to  all  members  of 
nearby  societies  to  attend  the  series,  at 
which  the  lectures  will  be  given  by  out- 
standing authorities  of  the  State  Society. 

The  subject  discussed  on  January  15 
dealt  with  the  responsibility  of  the  family 
physician  in  preventing  behavior  prob- 
lems. Dr.  Marvin  Israel,  Buffalo,  was 
the  lecturer. 

Dr.  Jacob  E.  K.  Morris,  of  Olean,  died 
at  his  home  there  on  January  23,  at  the 
age  of  eighty- two.  The  Olean  Times- 
Herald  concludes  an  editorial  tribute  by 
saying : 

“He  was  a good  citizen — an  American 
gentleman  in  every  sense  of  the  term. 
Olean  will  miss  him.  Another  ‘beloved 
physician’  has  passed  on.” 

He  began  practice  there  in  1886. 

Chautauqua  County 

“Mental  Diseases  and  Their  Manage- 
ment,” was  discussed  by  Dr.  Earle  V. 
Gray,  superintendent  of  the  Gowanda 
State  Homeopathic  Hospital,  at  a dinner 


meeting  of  the  Jamestown  Medical  So- 
ciety on  January  28  at  the  Hotel  James- 
town. Dr.  Homer  M.  Wellman,  presi- 
dent, presided.  A discussion  followed  the 
address. 

“Social  Medicine,”  was  discussed  on 
February  23  by  Dr.  Joseph  S.  Lawrence, 
state  executive  officer,  New  York  State 
Medical  Society. 

Other  # meetings  of  the  society  are 
scheduled  as  follows : 

March  30 — “Common  Abnormalities 
Seen  in  Patients  before  and  after  Opera- 
tions,” Dr.  Frederick  A.  Coller,  pro- 
fessor of  surgery,  University  of  Michigan, 
Ann  Arbor. 

April  25 — “Gynecology,”  speaker  to  be 
announced. 

May  25 — “Urinary  Infections  and 
Their  Management,”  Dr.  Oscar  J.  Ober- 
kircher,  Buffalo. 

June  29 — Spring  golf  tournament,  elec- 
tion of  officers,  Moon  Brook  Country 
Club. 

All  meetings,  with  the  exception  of  the 
last  named,  are  scheduled  for  the  Hotel 
Jamestown. 

Officers  of  the  society  are:  president, 
Dr.  Homer  M.  Wellman;  vice-president, 
Dr.  Henry  G.  Morris;  secretary-treas- 
urer, Dr.  Darwin  C.  Perkins. 

Erie  County 

The  following  program  for  this  year 
was  presented  by  Dr.  Carlton  E.  Wertz, 
the  new  president  of  the  Medical  Society, 
County  of  Erie,  in  his  inaugural  address 
before  the  society  on  January  16: 

1.  To  create  fellowship  and  under- 
standing among  our  members. 

2.  To  create  a better  feeling  with  the 
public. 

3.  To  encourage  and  co-operate  with 
the  Buffalo  Department  of  Health  in  all 
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public  health  matters  and  preventive 
medicine. 

4.  To  encourage  postgraduate  in- 
struction. 

5.  To  put  into  operation  as  soon  as 
possible  the  nonprofit  Medical  Indemnity 
Insurance. 

6.  To  continue  efforts  to  obtain  com- 
pensation for  the  care  of  the  medically 
indigent  as  voted  by  the  society. 

7.  To  enlarge  the  society’s  office,  pro- 
vide needed  new  equipment,  and  full 
time  help  in  order  to  provide  members 
with  more  and  better  services. 

8.  To  establish  a lay  grievance  board 
to  listen  to  and  settle  in  friendly  manner 
all  disputes  in  regard  to  bills  or  other 
complaints. 

9.  To  counteract  the  unwarranted 
attacks  on  the  profession,  the  need  for  a 
publicity  agent  is  great  to  keep  the  public 
informed  as  to  the  good  work  being  done 
by  organized  medicine  in  education, 
preventive  medicine,  higher  educational 
and  postgraduate  standards,  and  its 
willingness  to  punish  its  own  members  if 
the  occasion  arises.  This  is  all  being  done 
for  the  welfare  of  the  general  public. 

10.  To  oppose  further  progress  of  the 
hospitals  in  the  practice  of  medicine. 
Hospitals  should  assist,  not  compete  with 
private  physicians. 

Some  of  the  groups  advocating  govern- 
mental control  of  the  practice  of  medicine 
are  sincere,  but  others  are  “very  definitely 
crackpots,”  Dr.  Arthur  W.  Booth  of  El- 
mira told  the  Erie  County  Medical 
Society  at  a meeting  in  Buffalo,  on  Janu- 
ary 16,  as  reported  in  the  Elmira  Star- 
Gazette. 

Dr.  Booth,  a trustee  of  the  American 
Medical  Association  and  former  president 
of  the  Medical  Society  of  the  State  of  New 
York,  was  the  principal  speaker  at  the 
Buffalo  meeting, 

“The  recent  proposal  of  governmental 
control  of  the  practice  of  medicine  as  an 
efficient  means  of  providing  what  is  lightly 
called  ‘adequate  medical  care  for  all  the 
people’  is  the  culmination  of  several  years 
of  discussion  and  agitation  by  various 
groups  of  ambitious  welfare  workers  and 


professional  social  uplifters,”  declared 
Dr.  Booth. 

“Some  of  them  are  sincere  and  others 
very  definitely  crackpots.” 

Already  beset  by  controversy  which  has 
impeded  progress,  the  Erie  county  welfare 
department’s  elaborate  $245,000  plan  to 
pay  Buffalo  physicians  for  treatment  of 
the  indigent  sick  has  struck  another  snag 
threatening  to  disrupt  the  scheme,  reports 
the  Buffalo  Courier-Express. 

The  local  relief  administration  dis- 
closes that  the  state  welfare  department 
has  served  notice  it  will  not  reimburse  the 
county  for  a large  portion  of  the  projected 
expense.  Thomas  W.  H.  Jeacock,  county 
welfare  commissioner,  revealed  that  he 
has  been  so  informed  by  Harold  S.  Tolley 
who  is  local  area  director  for  the  state 
agency. 

At  the  same  time,  Mr.  Jeacock  warned 
that  the  ultimate  result  of  the  state’s 
stand  may  be  scrapping  of  the  whole  pro- 
posal. He  expressed  the  hope  that  such 
an  end  could  be  avoided  by  adoption  of  a 
different  scheme. 

From  sources  close  to  the  Board  of 
Supervisors  came  strong  indications  that 
the  board  would  not  approve  any  setup 
which  carried  such  a large  part  of  non- 
reimbursable cost. 

Briefly,  the  plan  contemplates  the  pay- 
ment of  doctors  for  services  given  to  the 
city’s  85,000  home  relief  clients  at  definite 
rates  of  $2  per  home  call  and  $1  per  office 
call.  No  practitioner  would  be  paid  more 
than  a total  of  $50  in  any  one  month. 

Welfare  recipients  in  Buffalo  are  now 
treated  free  by  the  medical  profession, 
although  doctors  in  the  rest  of  the  county 
have  been  receiving  fees  from  the  welfare 
administration  for  some  time. 

Dr.  Louis  Hamman,  of  Baltimore, 
addressed  the  Section  of  Medicine  of  the 
Buffalo  Academy  of  Medicine  on  Febru- 
ary 8 on  “Chronic  Infections  at  the 
Bases  of  the  Lungs,”  and  on  February  15 
the  Section  of  Obstetrics  and  Gynecology 
heard  Dr.  A.  D.  Campbell  of  Montreal, 
on  “The  Damaged  Birth  Canal  and  Its 
Repair,”  and  Dr.  Milton  E.  Kahn,  on 
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“Recently  Recognized  Special  Ovarian 
Tumors.” 

Fulton  County 

Dr.  Edward  K.  Cravener,  of  Schenec- 
tady, was  guest  speaker  at  a meeting  of 
the  Medical  Society  of  Fulton  County, 
held  in  the  Hotel  Johnstown,  on  January 
19.  He  spoke  on  “Treatment  of  Frac- 
tures of  the  Forearm.” 

Dr.  James  A.  Shannon,  newly  elected 
president,  conducted  a brief  business 
session  and  introduced  the  visiting  phy- 
sician. 

Refreshments  were  served.  There  were 
thirty-five  members  in  attendance. 

Greene  County 

The  proposed  public  health  nurse  pro- 
ject for  Greene  County  was  endorsed  for 
a trial  period  of  one  year  at  the  meeting 
of  the  Greene  County  Medical  Society 
on  January  10. 

Sponsored  by  the  Greene  County 
Tuberculosis  Association,  of  which  Miss 
Mary  A.  Deady  is  now  president,  the 
public  health  nurse  program  calls  for 
three  nurses  to  be  employed  by  the 
county,  in  addition  to  the  two  now  on 
duty. 

The  Medical  Society  discussed  the 
situation  with  Dr.  Ingraham,  local  repre- 
sentative of  the  State  Department  of 
Health,  and  decided  to  recommend  to 
the  Board  of  Supervisors  the  plan  of 
employing  the  three  public  nurses  for  a 
trial  period  of  one  year,  at  the  end  of 
which  time  the  real  value  of  their  serv- 
ices will  have  been  determined. 

Kings  County 

Dr.  Philip  I.  Nash,  newly  installed 
president  of  the  Kings  County  Medical 
Society,  condemns  the  present  procedure 
of  naming  laymen  to  lunacy  commissions, 
and  urges  the  society  to  take  the  initia- 
tive in  the  drive  to  have  the  panel  com- 
posed only  of  medically  trained  men. 

Addressing  more  than  500  doctors  in 
the  association’s  headquarters,  1313  Bed- 
ford Ave.,  on  January  17,  Dr.  Nash  said 
that  the  borough  medical  group  must 
take  the  lead  in  the  matter  and  not  wait 


for  the  laity  to  introduce  laws  that  be- 
come strictly  medical. 

“The  system  in  our  courts  by  which 
lunacy  commissions  are  appointed,”  he 
said — “namely,  one  psychiatrist,  one 
attorney  and  one  layman — has  not  only 
been  disapproved  by  the  Brooklyn  Bar 
Association  but  also  by  legislators  and 
physicians  acquainted  with  this  subject. 

“It  is  my  belief  that  this  commission 
should  consist  of  a panel  made  up  en- 
tirely of  medically-trained  men,  equally 
divided  between  qualified  psychiatrists 
and  other  medical  men  who  have  had 
experience  in  the  examination  of  mental 
cases.” 

Dr.  Nash,  outlining  a comprehensive 
program  for  organized  medicine  in  Brook- 
lyn, recommended  establishment  of  a 
voluntary  health  indemnity  plan  which 
would  adequately  furnish  medical  care 
to  borough  residents  and  at  the  same  time 
protect  the  interests  of  the  doctor.  He 
also  suggested  other  public  health  ac- 
tivities, including  an  increase  in  the 
supervision  of  the  milk  supply  of  the 
underprivileged  class. 

Reasserting  his  platform  of  progressiv- 
ism  which  elected  him  in  the  first  con- 
tested election  in  more  than  a score  of 
years,  Dr.  Nash  criticized  the  operation 
of  the  city’s  health  centers  and  proposed 
remuneration  and  pensions  for  doctors 
rendering  services  in  dispensaries  and 
clinics. 

Dr.  Judson  P.  Pendleton  was  given  a 
dinner  at  the  Hotel  St.  George  on  January 
21  on  his  retirement  as  visiting  pediatrist 
at  the  Coney  Island  Hospital  and  the 
Kingston  Avenue  Hospital  after  he  had 
reached  the  age-limit  of  65.  The  staffs 
of  the  two  hospitals  joined  with  the 
Coney  Island  Hospital  Alumni  Associa- 
tion in  the  testimonial. 

The  Doctors’  Club  of  Brooklyn  held  its 
annual  dinner-dance  in  the  ballroom  of 
The  Towers  Hotel  on  January  29. 

Installation  of  the  following  newly 
elected  officers  took  place:  Dr.  Edwin 

A.  Griffin,  president;  Dr.  Harry  Mandel- 
baum,  vice-president;  Dr.  Frank  Mosko- 
witz,  secretary;  Dr.  Siegfried  Block, 
treasurer;  Dr.  Leo  Loewe,  chairman  of 
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the  board  of  directors  and  Dr.  Karl 
Kaplan,  vice-chairman  of  the  board. 

Members  of  the  Brooklyn  Academy  of 
Pediatrics  attended  a dinner  on  January 
25  in  the  Hotel  Granada.  The  dinner  was 
followed  by  a scientific  session  in  the 
Kings  County  Medical  Society  building, 
1313  Bedford  Ave. 

Speakers  included  Dr.  Dorothy  Ander- 
sen of  the  Babies  Hospital,  Manhattan; 
Dr.  Cornelius  P.  Rhoads  of  the  Rocke- 
feller Institute,  Manhattan;  Dr.  Sidney 
V.  Haas  of  Manhattan  and  Dr.  Bernard 
Benjamin  of  Brooklyn.  Dr.  Miner  C. 
Hill,  president  of  the  group,  presided. 

Dr.  John  Bion  Bogart,  former  president 
of  the  Brooklyn  Surgical  Society,  and  a 
founder  of  the  American  College  of  Sur- 
geons, died  in  Middleton,  Nova  Scotia, 
Tuesday,  January  17.  Dr.  Bogart  was 
seventy-nine. 

For  twenty-five  years  Dr.  Bogart  was 
one  of  the  leading  consulting  surgeons  of 
Brooklyn,  serving  in  that  capacity  at  the 
Methodist  Episcopal  Hospital,  where  he 
was  directing  surgeon;  at  Kings  County 
Hospital,  at  Coney  Island  Hospital,  at 
Jewish  Hospital,  at  the  Brooklyn  Home 
for  Consumptives,  at  the  Unity  Hospital, 
and  at  the  Wyckoff  Heights  Hospital,  all 
in  Brooklyn.  Seven  years  ago  he  gave  up 
practice  in  Brooklyn,  returning  to  his 
native  Nova  Scotia. 

Among  the  subjects  upon  which  he 
published  studies  were  the  Aachen  treat- 
ment of  syphilis,  empyema  of  the  thorax 
in  children,  spinal  anesthesia,  and  mam- 
mary tumors  with  metastases.  One  of 
his  most  notable  achievements  was  the 
location  of  the  point  of  entry  of  the  scarlet 
fever  germ  in  1918. 

Since  1926,  when  throat  trouble  made 
it  necessary  that  his  vocal  chords  be  re- 
moved in  a rare  and  delicate  operation, 
Dr.  Bogart  had  appeared  before  scientific 
groups  at  intervals  demonstrating  a 
mechanical  reed  device  for  speaking  on 
which  he  and  the  Bell  Telephone  Labora- 
tories of  New  York  collaborated.  The 
device  cost  $50,000  and  made  normal 
speaking  possible. 


Nassau  County 

The  Nassau  County  Medical  Society 
on  January  31  heard  an  address  on 
“Serum  Therapy  and  Chemotherapy  in 
Pneumonia,”  by  Dr.  Jesse  G.  M.  Bul- 
lowa,  physician,  Harlem  and  Willard 
Parker  Hospitals;  consulting  physician, 
New  York  Infirmary  for  Women  and 
Children ; Consultant  in  Serum  Therapy, 
Long  Beach  Hospital. 

New  York  County 

Dr.  Leopold  Jaches,  professor  of  radi- 
ology at  Columbia  University,  who 
founded  and  later  directed  for  thirty 
years  the  x-ray  department  at  Mount 
Sinai  Hospital,  Fifth  Avenue  and  100th 
Street,  died  on  January  23  at  Mount 
Sinai  Hospital  after  an  illness  of  four 
months.  He  was  sixty-six. 

The  Society  of  Medical  Jurisprudence, 
on  February  13,  discussed  the  question: 
“Should  Euthanasia  Be  Made  Lawful?” 
Speakers  were  Foster  Kennedy,  M.D., 
Oscar  Riddle,  Ph.D.,  and  Charles  E. 
Nixdorff,  Esq. 

The  Patrolman’s  Benevolent  Associa- 
tion of  New  York  City,  Joseph  J.  Bur- 
kard,  President,  has  granted  to  Dr. 
Charles  J.  Dillon,  chief  surgeon,  $6,000 
for  the  modernization  of  the  x-ray  plant 
at  Police  Headquarters. 

Onondaga  County 

The  feature  of  the  February  7 meeting 
of  the  Onondaga  County  Medical  Society 
was  a moving  picture  entitled  “A  Trip 
Around  the  World,”  taken  by  Dr. 
Marshall  W.  Dyer  on  his  recent  trip. 

A full  page  article  concerning  the  medi- 
cal profession  will  appear  in  the  Centen- 
nial Edition  of  the  Syracuse  Journal  in 
April. 

Ontario  County 

Recommendations  that  the  Ontario 
County  Medical  Society  support  a radio 
program  over  a two  months’  period,  pre- 
sented by  the  public  relations  committee, 
were  approved  at  the  first  quarterly 
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meeting  of  the  year,  held  at  the  U.  S. 
Veterans’  Hospital  on  January  10,  with 
Dr.  Hans  Hansen  manager,  and  Dr. 
Parker  G.  Borden,  clinical  director,  as 
hosts.  Dr.  A.  W.  Armstrong,  newly 
elected  president,  presided. 

Short  talks  by  society  members,  with 
possible  dramatizations,  will  be  included 
in  the  10-minute  programs  to  be  pre- 
sented weekly  over  Station  WMBO, 
Auburn,  in  the  near  future.  Dr.  Bryant 
C.  Hurlbutt,  of  Seneca  Castle,  chairman, 
Dr.  Don  M.  Griswold,  district  state 
health  officer,  and  Dr.  Chauncey  W. 
Grove,  both  of  Geneva,  are  the  public 
relations  committee  investigating  and 
promoting  the  project. 

The  next  meeting,  April  11,  will  be  in 
Clifton  Springs,  and  the  July  meeting  in 
Geneva. 

Dr.  William  A.  Groat  of  Syracuse, 
president  of  the  Medical  Society  of  the 
State  of  New  York,  was  the  speaker  at 
the  meeting  of  the  Geneva  Academy  of 
Medicine,  at  the  Geneva  Country  Club 
on  February  16.  Dr.  Groat’s  subject  was : 
“Home  Treatment  of  Diabetes  Using 
the  Newer  Types  of  Insulin.” 

Dr.  John  H.  Pratt,  of  Manchester, 
was  elected  president  of  the  Canandaigua 
Medical  Society  on  January  12  at  the 
annual  meeting  in  the  home  of  the  re- 
tiring president,  Dr.  Robert  M.  Ross,  at 
Brigham  Hall.  Dr.  Margaret  T.  Ross 
remains  vice-president  and  Dr.  James  F. 
Maltman  succeeds  Dr.  C.  Harvey  Jewett 
as  secretary  and  treasurer. 

Following  the  business  meeting  and 
dinner,  served  to  17  members  and  one 
guest,  Dr.  Robert  J.  Stein,  assistant 
physician  at  the  Hall,  Dr.  Ross  gave  the 
president’s  address.  His  topic  was  “Im- 
portance of  the  Emotions.” 

Putnam  County 

Dr.  Frank  Vero,  assistant  derma- 
tologist, Vanderbilt  Clinic,  addressed  the 
Putnam  County  Medical  Society  at  the 
January  meeting  upon  the  subject  “Com- 
mon Skin  Diseases  in  General  Practice.” 
The  discussion  was  opened  by  Dr.  Camille 


Kereszturi  and  the  meeting  was  held  at 
the  offices  of  Dr.  Donald  W.  Richie, 
Croton  Falls,  N.  Y. 

— Reported  by  John  G.  Jenkin , M.D.,  Sec. 

Queens  County 

The  Medical  Society  of  the  County  of 
Queens,  on  January  31,  listened  to  ad- 
dresses on  “Current  Economic  Trends  in 
Medical  Practice”  by  Dr.  George  D. 
Wolf,  author  of  The  Physician' s Busi- 
ness, and  on  “Refugees  Unlimited” 
by  William  Alan  Richardson,  Esq.,  Man- 
aging Editor  of  Medical  Economics.  Re- 
cent Friday  afternoon  talks : February  3 — 
“Adolescent  Fractures  of  the  Radius  and 
Ulna  and  Their  Treatment,”  by  Dr. 
Donald  Esterbrook  McKenna,  Ortho- 
pedic Surgeon  at  Brooklyn  and  M.E., 
Consultant  Orthopedist  at  Swedish  Hos- 
pital. February  17 — “Diagnostic  Factors 
in  the  Disease  of  Gallbladder  and  Bile 
Ducts,”  by  Dr.  Charles  Gordon  Heyd, 
Surgeon  at  Postgraduate  Hospital. 

Dr.  John  H.  Barry,  who  retired  last 
fall  after  more  than  thirty  years’  service 
as  Queens  Sanitary  Superintendent  of  the 
Department  of  Health,  was  the  guest  of 
honor,  February  2,  at  the  Long  Island 
Medical  Society’s  annual  dinner  at  the 
Hotel  Commodore,  Manhattan. 

The  Rockaway  Medical  Society  gave 
an  old  fashioned  beefsteak  dinner  on 
Thursday  night,  February  2,  in  the 
Lawrence  Country  Club. 

Dr.  Carl  Boettiger,  president  of  the 
medical  board  and  director  of  medicine 
at  the  Queens  General  Hospital,  and 
president  of  the  Queens  Borough  Tuber- 
culosis and  Health  Association,  died  on 
February  1 at  his  home,  22  DeKoven  St., 
Forest  Hills,  after  a brief  illness.  He  was 
a former  president  of  the  Queens  County 
Medical  Society  and  of  the  Second  Dis- 
trict branch  of  the  State  Medical  Society. 

Rensselaer  County 

At  the  January  meeting  of  the  Rens- 
selaer County  Medical  Society  Dr.  Hugh 
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V.  Foley,  retiring  president,  delivered 
his  farewell  address. 

A paper  on  “Common  Macrocytic 
Anemias”  was  read  by  Dr.  Crawford  R. 
Green. 

Schenectady  County 

The  Schenectady  County  Medical  So- 
ciety has  been  invited  by  the  directors  of 
Sunnyview  Hospital  to  hold  its  meetings 
in  the  auditorium  of  the  institution.  At 
a recent  directors’  meeting  it  was  decided 
to  take  the  action  in  appreciation  of  the 
co-operation  of  members  of  the  medical 
society  in  the  work  for  crippled  children 
at  the  hospital.  Many  members  of  the 
society  are  connected  with  the  Sunnyview 
surgical  and  medical  staffs. 

Warren  County 

Members  of  the  Glens  Falls  Academy 
of  Medicine  participated  in  a program  on 
“Osteogenic  Sarcoma,”  on  January  26  in 
the  Crandall  Library  Auditorium.  The 
meeting  was  preceded  by  a dinner  at  The 
Queensbury. 

Dr.  Herbert  A.  Bartholomew  pre- 
sented two  cases  of  “Osteogenic  Sar- 
coma.” One  of  these  cases  Dr.  Bartholo- 
mew had  followed  after  the  death  of  Dr. 
Conrad  Hoffman,  a fellow  of  the  local 
Academy  of  Medicine.  Dr.  John  H. 
Sheldon  also  presented  a case  of  the  same 
disease. 

Continuation  of  the  subject  was  given 
by  Dr.  Morris  Maslon  from  the  point  of 
view  of  the  pathologist;  and  by  Dr. 
Edgar  Birdsall  from  the  point  of  view  of 
the  roentgenologist.  Slides  and  x-ray 
studies  on  the  screen  were  shown  in 
connection  with  these  presentations. 

General  discussion  on  the  subject  was 
given  by  Dr.  Leroy  J.  Butler,  Dr.  Jesse 
S.  Parker,  and  Dr.  Irving  R.  Juster. 
Thirty-five  physicians  attended,  most  of 
them  from  the  Glens  Falls  vicinity. 

Westchester  County 

Dr.  Samuel  A.  Levine  of  Boston  ad- 
dressed the  Medical  Society  of  the  County 
of  Westchester  on  February  21  on  “The 
Value  of  Auscultation  of  the  Heart.” 
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Discussion  was  led  by  Dr.  Arthur  F. 
Heyl,  of  New  Rochelle. 

Members  of  the  Westchester  County 
Medical  Society,  meeting  on  January  17, 
were  informed  of  the  development  of  a 
three-point  program  for  the  improvement 
and  extension  of  medical  welfare  service 
to  needy  and  low  income  groups. 

The  comitia  minora  announced  ap- 
proval of  a plan  of  medical  welfare  ad- 
ministration for  relief  clients  to  be  put 
into  effect  in  any  and  every  welfare 
jurisdiction  in  the  county  where  the 
local  welfare  officer  and  town  board 
subscribes.  This  program  provides  for 
more  general  participation  of  physicians 
in  welfare  service  and  supervision  of 
medical  service  by  the  County  Medical 
Society,  and  it  establishes  a protected 
freedom  of  choice  of  physician  for  the 
welfare  clients. 

The  executive  committee  also  an- 
nounced that  representatives  of  the 
society  had  presented  its  proposal  for 
direct  medical  aid  to  needy  citizens  and 
a plan  of  voluntary  medical  expense  in- 
surance comparable  to  the  hospital  in- 
surance plan  at  a public  hearing  of  the 
State  Temporary  Legislative  Commission 
to  formulate  a state  health  program  in 
New  York  City  on  December  13,  1938. 

Dr.  Ralph  T.  B.  Todd,  of  Tarrytown, 
the  society’s  new  president,  announced 
steps  to  form  a citizens’  advisory  council 
to  confer  with  representatives  of  the 
society.  The  personnel  of  the  council 
has  not  been  announced. 

The  White  Plains  Medical  Society  held 
a special  meeting  at  the  Gedney  Country 
Club  on  January  24.  Dr.  Robert  C. 
Towse  was  elected  president,  succeeding 
Dr.  Robert  B.  Hammond.  Dr.  John  R. 
Emery  was  elected  vice-president  and 
Dr.  Harry  Klapper  was  re-elected  secre- 
tary and  treasurer.  Doctors  Dominic  C. 
McElligott  and  Robert  B.  Hammond 
were  elected  to  the  Board  of  Governors 
for  two  year  terms,  and  Dr.  Granville  F. 
Knight  was  elected  a governor  for  one 
year  to  complete  the  unexpired  term  of 
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Dr.  Emery.  The  guest  speaker  of  the 
evening  was  Mr.  Clyde  Trees,  who  pre- 
sented an  interesting  discussion  of  the 
art  and  science  of  making  medals. 

At  a stated  meeting  of  the  Yonkers 
Academy  of  Medicine,  held  at  the 
Amackassin  Club,  Wednesday  evening, 
January  18,  Dr.  Wilfred  D.  Wingebach,  of 
New  York  City  and  Bronxville,  dis- 
cussed the  “Care  and  Treatment  of  Head 
Injuries.” 

In  the  executive  session  preceding  Dr. 
Wingebach’s  paper,  the  Board  of  Gover- 
nors announced  that  a committee  of  three 
members  of  the  Academy  is  to  be  ap- 
pointed to  confer  with  the  Commissioner 
of  Welfare  and  to  seek  a legal  opinion 
from  the  Corporation  Counsel  as  to  the 
availability  of  city  clinics  for  people  of 
means,  and  also  to  determine  what  steps 
may  be  taken  to  put  an  end  to  what  is 
considered  the  abuse  of  public  medical 


facilities  by  persons  who  can  afford  pri- 
vate medical  attention. 

The  Academy  contends  that  free  medi- 
cal services  have  been  made  available  to 
persons  with  both  political  influence  and 
financial  means  to  the  detriment  of  truly 
needy  persons. 

Dr.  William  Clarkson  Waggoner,  fifty- 
seven,  noted  eye  surgeon  and  resident  of 
Ossining  for  the  past  11  years,  died  sud- 
denly at  his  home,  “The  Locusts,”  on 
Spring  Valley  Road,  from  a heart  attack, 
on  January  27. 

Dr.  George  Quincy  Johnson,  who  was 
medical  officer  of  schools  at  Ardsley, 
N.  Y.,  died  on  January  23  at  the  Dobbs 
Ferry  Hospital,  Ardsley,  where  he  had 
been  president  of  the  medical  staff.  He 
was  seventy-nine  years  old. 

Dr.  Johnson  had  practiced  medicine 
since  1882. 


PREMEDICAL  STUDY  VIEWED  AS  WASTE 


The  lack  of  stringent  educational  standards  in 
secondary  schools  and  colleges  is  tending  to 
produce  doctors  of  “limited  quality,”  with  the 
result  that  the  medical  profession  “has  almost 
ceased  to  be  a learned  profession  and  has  become 
instead  a union  of  gadgeteers,”  Professor  Foster 
Kennedy  of  Cornell  University  Medical  School 
told  a gathering  of  neurologists  on  February  7 
at  the  New  York  Academy  of  Medicine. 

“Everywhere  in  the  country  we  are  teaching 
young  men  and  women  between  the  ages  of 
eighteen  and  twenty-two  matters  which  should 
have  been  learned  between  the  ages  of  fourteen 
and  eighteen,”  Dr.  Kennedy  said.  “Our  col- 
leges, too,  are  not  sufficiently  high-minded  in 
their  requirements.  The  obligatory  premedical 
B.A.  has  outlived  its  usefulness,  and  its  ubiquity 
has  led  to  its  degradation.” 

Dr.  Kennedy  urged  the  elimination  of  the 
present  college  course  for  men  and  women  seeking 
to  enter  medicine.  He  said  an  examination  that 
would  eliminate  the  unfit  and  that  would  point 
to  the  men  and  women  of  high  qualifications 
might  serve  as  a means  to  choose  qualified  en- 


trants for  medical  school.  By  saving  the  four 
years  now  expended  in  college  courses,  the 
medical  man,  when  ready  to  practice  medicine, 
would  be  able  to  do  so  at  an  earlier  age  than  is 
now  possible  and  would  have  a longer  time  to 
make  use  “of  superior  brains,”  Dr.  Kennedy 
declared. 

He  said  he  was  “distressed”  by  the  advanced 
age  of  those  now  beginning  medical  careers.  He 
characterized  as  “imposed  infantalism”  the 
present  “prolonged  sojourn  in  the  nurseries  of 
the  medical  profession.”  He  argued  that  schools 
and  universities  had  been  sacrificing  quality 
standards  to  duration  and  that  “ritual  education 
is  devouring  our  youth  by  its  great  prolongation 
and  intellectual  sterilization.” 

Dr.  Kennedy  concluded  that  the  principal  aim 
of  education  should  be  not  toward  “factual 
stuffing,”  but  toward  a higher  development  of 
the  thinking  powers  of  men  and  women.  For 
the  prospective  medical  man  sound  principles, 
cultured  on  a scientific  outlook,  are  “far  more 
important”  than  any  store  of  knowledge,  he 
held. 


Pneumonia  Control 


It  the  regular  monthly  meeting  of  the 
Nassau  County  Medical  Society, 
January  31,  1939,  Doctor  Jesse  G.  M. 
Bullowa  read  a paper  on  “Serum  Therapy 
and  Chemotherapy  in  Pneumonia.’ ’ The 
discussion  of  this  paper  was  opened  by 
Dr.  Alexander  D.  Langmuir,  Medical 
Consultant,  Division  on  Pneumonia  Con- 
trol of  the  New  York  State  Department 
of  Health.  On  February  1 Doctor  Lang- 
muir held  dry  clinics,  illustrated  by  mo- 
tion pictures,  before  medical  groups  at  the 
Nassau  Hospital  in  Mineola,  and  the 
North  Country  Community  Hospital  in 
Glen  Cove.  At  noon  he  spoke  to  the 
Floral  Park  Lions  Club  which  had  in- 
vited other  civic  organizations  of  the 
community.  In  the  evening  he  addressed 
the  regular  monthly  meeting  of  the  Nas- 
sau County  Public  Health  Nurses  Associa- 
tion. 

On  February  2 Doctor  Langmuir  con- 
ducted dry  clinics  at  the  South  Nassau 
Communities  Hospital  in  Rockville  Cen- 
tre, and  the  Long  Beach  Hospital,  and 
addressed  a meeting  of  the  Hempstead 
Kiwanis  Club. 

On  February  3 there  was  held  at  the 
Meadowbrook  Hospital  a pneumonia 
seminar  consisting  of  ward  and  laboratory 
demonstrations  covering  the  field  of 
clinical  and  laboratory  diagnosis,  serum 
therapy  and  chemotherapy,  a discussion 
of  the  care  of  the  patient  during  the 


course  of  the  disease  and  convalescence, 
as  well  as  the  diagnosis  and  treatment  of 
complications.  The  seminar  was  con- 
cluded with  a luncheon  meeting  at  which 
Doctor  Langmuir  made  an  address. 
More  than  fifty  doctors  registered  for  this 
seminar. 

In  addition  to  this  activity,  the  new 
drug  sulfapyridine  (m-b  693)  is  being 
used  experimentally  under  carefully  con- 
trolled conditions  in  Meadowbrook,  Nas- 
sau, and  North  Country  Community 
Hospitals,  and  the  Pneumonia  Committee 
is  engaged  in  an  attempt  to  work  out  a 
co-operative  program  with  the  Rocke- 
feller Institute  in  the  matter  of  virus  type 
pneumonia. 

As  a preliminary  to  this  program,  Doc- 
tor Raymond  E.  Lease,  of  Oyster  Bay, 
addressed  the  Glen  Cove  Rotary  Club  on 
January  31  on  the  pneumonia  control 
program,  and  the  front  page  editorial  of 
the  Nassau  Medical  News  consisted  of  an 
article  by  Doctor  Langmuir  with  an  edi- 
torial comment  calling  attention  to  the 
fact  that  the  New  York  State  Pneumonia 
Control  program  originated  as  a project 
of  the  State  Medical  Society.  The  fact 
was  commented  on  that  this  elaborate 
program  is  an  answer  to  the  propaganda 
which  charges  that  only  through  the 
communization  of  the  profession  can  the 
doctors  be  made  to  interest  themselves  in 
the  problem  of  preventing  needless  deaths 


MICHIGAN  ACTS  ON  MEDICAL  CARE  PLANS 


The  House  of  Delegates  of  the  Michigan  State 
Medical  Society,  at  a special  session  in  Detroit 
on  January  9,  approved  the  principles  of  group 
hospitalization  and  group  medical  service  and 
empowered  the  Society’s  Council,  in  co-operation 
with  hospitals  and  civic  groups,  to  proceed  with 
plans  for  the  formation  of  nonprofit  organizations 
to  provide  these  two  types  of  service. 

The  group  protection  would  take  the  form  of 
insurance  with  rates  and  benefits  fixed  according 
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to  actuarial  studies.  Rates  for  the  hospitaliza- 
tion plan  would  probably  range,  for  care  in  a 
ward,  from  sixty  cents  a month  for  a single 
subscriber  to  $1.25  for  a family.  Benefits  would 
include  twenty-one  days’  hospital  care  for  the 
first  year. 

For  the  suggested  medical  service  plan,  an 
employed  subscriber  would  be  entitled  to  a 
maximum  block  of  units  of  service,  with  an 
alternative  plan  based  on  a time  consideration. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


An  Unlicensed  Practitioner  of  Medicine  on  Trial  for  Manslaughter 


IN  A case  before  the  courts  of  one  of  the 
states  on  the  Pacific  coast,  the  ques- 
tion up  for  consideration  was  the  circum- 
stances under  which  a person  not  licensed 
to  practice  medicine,  but  assuming  to  do 
so,  could  be  convicted  of  manslaughter 
when  a patient  under  his  care  died.* 

The  defendant,  one  K.,  was  charged  in 
two  counts,  first,  with  having  unlawfully, 
feloniously,  and  through  gross  negligence 
and  ignorance  caused  the  death  of  one 
H.,  and  second,  with  having  unlawfully 
engaged  in  the  practice  of  medicine  in 
treating  the  said  H.  without  being  licensed 
so  to  do.  The  case  was  tried  by  the  court 
sitting  without  a jury,  trial  by  jury  hav- 
ing been  waived,  and  K.  was  found  guilty 
of  manslaughter,  and  also  of  the  mis- 
demeanor of  practicing  medicine  without 
a license.  He  was  sentenced  to  a peni- 
tentiary term  for  a maximum  period  of 
twenty  years.  The  defendant  appealed 
from  the  convictions. 

The  evidence  as  developed  upon  the 
trial  indicated  that  the  following  was  the 
fact  situation : 

The  defendant  was  a so-called  drugless 
healer,  who  held  no  state  license  to  prac- 
tice medicine.  He  used  the  title  of 
“doctor”  which  he  derived  from  schools 
of  drugless  healing  which  he  had  attended. 
It  was  his  practice  to  prescribe  various 
medicines  prepared  by  some  company  out- 
side the  state,  which  he  sold  in  the  origi- 
nal package. 

One  H.,  a robust  man  of  thirty-three 
years,  who  was  engaged  in  heavy  manual 
labor  had  been  for  three  years  a patient 
of  a Dr.  A.,  a regular  practitioner,  for 
the  care  and  treatment  of  the  disease  of 
diabetes  mellitus  from  which  he  suffered. 
He  had  been  required  to  follow  a strict 
diet  regulating  the  intake  of  carbohy- 
drates, and  had  taken  daily  injections  of 

* State  v.  Karsunky,  84  Pac.  (2nd)  390. 


about  fifteen  units  of  insulin.  He  had 
seen  the  said  physician  every  two  weeks. 

H.  called  to  see  K.,  the  defendant,  and 
became  his  patient.  He  was  given  no 
physical  examination  but  was  questioned, 
and  he  told  the  drugless  healer  that  he 
desired  to  discontinue  the  insulin  treat- 
ments for  his  diabetes.  He  was  told 
that  K.  could  cure  the  disease  by  his 
medicine,  and  that  he  should  discontinue 
the  insulin  as  his  medicine  would  not  mix 
with  insulin.  A new  diet  was  prescribed 
by  K.  which  did  not  regulate  the  intake 
of  carbohydrates.  K.  remarked  upon  the 
trial  that  “insulin  is  not  human — it  is 
not  fit  for  any  dog.” 

The  same  day  as  that  visit,  H.  went  to 
Dr.  A.  and  learned  that  he  was  at  the 
time  “sugar  free.”  He  promptly  dis- 
continued using  insulin,  and  two  days 
later  commenced  taking  K.’s  medicines, 
in  accordance  with  instructions  furnished 
to  him.  In  five  days  he  was  too  ill  to 
leave  his  home,  and  in  another  day  he 
was  in  bed  complaining  of  general  numb- 
ness. The  next  morning  Dr.  A.  was 
called  in  and  found  him  in  a serious  con- 
dition. He  was  hospitalized,  placed  in 
an  oxygen  tent,  given  glucose  and  saline 
with  insulin.  Blood  sugar  tests  were 
taken,  which  proved  to  be  so  high  that  a 
reading  could  not  be  obtained.  The  pa- 
tient died  the  following  evening  in  spite 
of  the  efforts  to  save  him,  and  his  autopsy 
gave  the  cause  of  death  as  diabetic  coma. 

Upon  the  trial  five  experienced  men 
from  the  medical  profession  testified  that 
insulin  with  restricted  intake  of  carbo- 
hydrates is  the  only  known  and  accepted 
form  of  treatment  for  diabetes  mellitus, 
and  that  H.  could  not  live  without  such 
treatment.  K.’s  own  testimony  was  the 
only  support  given  to  the  method  he  had 
pursued. 

The  Appellate  Court  in  reviewing  the 
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case  upon  appeal  stated  in  the  course  of 
its  opinion : 

“The  practice  of  medicine,  includes 
the  advice,  whether  oral  or  in  the 
form  of  a written  prescription,  of  a 
physician  to  his  patient  as  to  what 
to  do  or  what  the  patient  should  re- 
frain from  doing.  Diagnosing, 
prescribing  (orally  or  in  writing), 
and  treating  patients  are  constitu- 
ent parts  of  ‘practicing  medicine.’ 
If  one  is  so  engaged,  or  holds  him- 
self out  as  being  so  engaged,  he  is 
guilty  of  violating  the  statute  if 
‘at  the  time  of  so  doing’  he  does  not 
have  ‘a  valid,  unrevoked  certificate’ 
authorizing  him  to  practice  medi- 
cine and  surgery  in  this  state. 

“If  the  proximate  cause  of  the  death 
of  H.  was  the  advice  and  treatment 
given  by  appellant  to  H.,  unless 
H.’s  death  was  justifiable  or  excus- 
able, appellant  is  guilty  of  man- 
slaughter.” 

The  Court  further  said: 

“When  appellant  was  prescribing 
for  H.  and  attempting  to  treat  him 
for  the  disease  of  diabetes,  without 
having  a license  to  do  so,  he  was 
engaged  in  an  unlawful  act.  He 
was  grossly  negligent  in  the  matter 
of  furnishing  to  a diabetic  patient 
like  H.  a diet  list  permitting  the 
patient  to  eat  unrestricted  quanti- 
ties of  carbohydrates  and  at  the 
same  time  advising  and  inducing 
the  patient  to  dispense  with  the 
use  of  insulin.  Prior  to  the  time 
appellant  commenced  to  advise  and 
treat  H.,  the  condition  of  the  latter 
for  three  years  under  the  treatment 
of  a skillful  physician  had  im- 
proved. The  properly  controlled 
carbohydrate  diet  and  use  of  in- 
sulin prescribed  by  Dr.  A.  had  H. 
sugar  free  and  able  to  take  care  of 
his  affairs  in  life  like  any  other 
man. 

“Appellant  assumed  to  treat  H. 


for  the  disease  of  diabetes  mellitus, 
therefore  he  was  found  to  know  the 
nature  of  the  remedies  he  prescribed 
and  also  the  treatment — this  in- 
cludes advice  respecting  use  or 
nonuse  of  anything — he  adopted 
(discontinuance  of  use  of  insulin 
and  unrestricted  intake  of  carbo- 
hydrates), and  he  is  responsible 
criminally  for  the  death  resulting 
to  the  patient  from  gross  ignorance 
in  the  application  of  the  treat- 
ment. 

“The  weight  of  authority  is  to  the 
effect  that  criminal  negligence  ex- 
ists where  the  physician  or  person 
assuming  to  act  as  such  exhibits 
gross  lack  of  competency  and  that 
this  may  arise  from  his  gross  igno- 
rance of  the  science  of  medicine  and 
of  the  effect  of  the  remedy  em- 
ployed or  through  his  gross  neg- 
ligence in  the  application  and  se- 
lection of  remedies.  Criminal  neg- 
ligence may  arise  form  failure  to 
give  proper  instructions  to  the 
patient,  or  the  giving,  as  in  the 
case  at  bar,  of  improper  instruc- 
tions to  the  patient.  To  induce 
H.  to  refrain  from  the  use  of  in- 
sulin, which  was  necessary  to  pre- 
serve his  life,  is  no  different  in 
principle  than  withholding  the  in- 
sulin from  him  by  physical  force. 
Whether  by  strength  of  mind  or  by 
physical  power  appellant  prevented 
H.  from  using  insulin,  the  principle 
is  the  same. 

“There  is  ample  evidence  from 
which  a jury  would  be  authorized 
reasonably  to  conclude  that  death 
resulted  in  the  manner  charged  in 
the  information.” 

While  the  Appellate  Court  so  held  with 
respect  to  the  merits  of  the  case,  it  found 
that  it  was  necessary  to  send  the  matter 
back  for  a jury  trial,  since  under  the  cir- 
cumstances it  was  found  that  the  de- 
fendant had  not  properly  waived  trial  by 
jury,  and  was  entitled  to  have  a jury 
pass  upon  the  question  of  his  guilt. 
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Treatment  of  Obesity 


A physician  whose  practice  primarily 
consisted  of  obstetrics  and  gynecology 
was  consulted  by  a woman  about  forty 
years  of  age  who  complained  of  gaining 
weight  and  being  troubled  by  a tired 
feeling.  An  examination  showed  that  the 
patient  weighed  160  pounds  which  was 
an  excess  weight  for  her  height  and  over  a 
period  of  three  months  he  prescribed 
for  her  condition.  The  medication,  which 
he  advised  her  to  take,  included  lutein 
tablets,  thyroidvarian  compound,  and 
alphadinitrophenol.  With  respect  to  the 
use  of  dinitrophenol,  the  physician  gave 
her  careful  instructions  as  to  the  method 
of  taking  the  capsules  and  the  number 
of  capsules  to  be  taken.  The  patient 
finally  came  to  the  doctor  and  her  weight 
was  down  to  143  pounds.  She  told  him 
she  was  going  to  Europe  and  he  advised 
her,  at  the  time,  that  her  weight  was 
down  far  enough  and  she  should  dis- 
continue taking  the  capsules  as  soon  as 
she  had  finished  using  a prescription  for 
fifty  such  capsules  which  he  gave  to  her 
that  day.  He  never  saw  the  patient 
thereafter. 

About  two  and  one-half  years  later,  a 
malpractice  action  was  instituted  against 
the  physician  in  which  the  charge  was 
made  that  the  defendant  had  been  neg- 
ligent in  prescribing  alphadinitrophenol 
for  the  plaintiff.  She  claimed  that  at 
the  time  she  left  his  care,  he  gave  her  a 
prescription  for  the  said  drug  and  that  he 
advised  her  to  have  the  same  filled  from 
time  to  time,  as  necessary,  and  to  con- 
tinue the  use  of  the  said  drug.  She 


claimed  in  her  complaint  that  the  use  of 
alphadinitrophenol  in  accordance  with 
the  defendant’s  instructions  continued 
for  a period  of  nine  months  coming  within 
the  two-year  period,  before  the  case  was 
commenced.  It  was  further  claimed  that 
the  drug  caused  injuries  to  her  eyes 
requiring  operative  removal  of  cata- 
racts. 

Application  was  made  to  the  Court  at 
Special  Term  on  behalf  of  the  defendant 
to  dismiss  the  complaint  on  the  grounds 
that  the  action  was  barred  by  the  two- 
year  Statute  of  Limitations  applicable  to 
malpractice  actions.  The  plaintiff’s  at- 
torney contended  that,  although  the  de- 
fendant had  not  actually  seen  the  plain- 
tiff within  the  two-year  period,  the  plain- 
tiff had  taken  the  drug  pursuant  to  his 
prescription  well  within  said  period  of 
time  and  that  under  such  circumstances 
the  action  had  been  commenced  timely. 
The  Court  at  Special  Term  ruled  that, 
if  the  defendant  in  the  case  should  be 
found  guilty  of  malpractice,  such  mal- 
practice occurred  and  was  complete 
when  the  instructions  were  given  and, 
therefore,  dismissed  the  complaint. 

An  appeal  was  taken  on  behalf  of  the 
plaintiff  to  the  Appellate  Division  from 
the  said  dismissal  and  said  Court  affirmed 
the  decision  of  the  lower  Court.  The 
plaintiff  also  applied  for  permission  to 
carry  the  matter  to  the  Court  of  Appeals 
but  said  Court  declined  to  consider  the 
matter  further,  thereby  successfully  ter- 
minating the  litigation  in  favor  of  the 
physician. 


CORRESPONDENCE 

To  the  Editor  of  the  New  York  State 

Journal  of  Medicine, 

I was  very  much  interested  in  the  article 
“Across  the  Desk”  by  W.  S.  W.  in  our  last 
Journal. 

I began  my  practice  in  1879,  and  am  familiar 
with  some  of  the  happenings  of  those  days,  be- 
fore we  became  acquainted  with  the  different 
breeds  of  Streptococcus,  etc. 

But  W.  S.  W.  in  the  last  part  under  the  head- 
ing of  “Hitch  up  the  Horse  and  Buggy”  made 


a very  serious  mistake  when  he  speaks  about 
boiling  up  Aunt  Tibby’s  instruments.  In  fact 
no  instruments  were  ever  so  honored  as  to  be 
boiled.  Most  of  the  instruments  used  in  those 
days  were  made  with  hard  rubber  handles  and 
would  have  been  twisted  out  of  shape  if  boiled. 

I trust  that  you  will  pardon  me  for  the  above 
correction,  but  it  seemed  necessary  in  order  to 
uphold  the  dignity  of  our  Professional  Ancestors. 

Fort  Edward,  N.  Y. 

Feb.  3,  1939 


S.  J.  Banker,  M.D. 


Across  The  Desk 


The  Dragoons  Are  Riding 


When  everything  else  fails,  call  out 
the  dragoons.  That  is  what  Louis 
XIV  did  when  any  of  his  subjects  did  not 
agree  with  him.  He  “dragooned”  them 
into  submission,  and  his  forcible  persua- 
sions were  called  the  “dragonnades.” 
The  dragoons  were  so  named  because  they 
carried  “dragoons,”  a kind  of  carbine 
“breathing  fire,”  like  a dragon. 

That  was  over  two  hundred  years  ago, 
and  Louis  the  Magnificent  is  dead  and 
gone;  but  the  method  still  lives.  When 
people  disagree  “dragoon”  them,  breathe 
a little  fire  on  them,  “turn  on  the  heat,” 
as  we  say  now. 

Few  in  this  part  of  the  country  realize 
that  while  we  are  talking  about  social 
medicine,  an  agency  of  the  Washington 
Administration  has  already  set  up  such 
systems  in  no  less  than  twenty  states. 
While  we  debate,  social  medicine  is  spring- 
ing into  actuality.  The  dragoons  are 
riding. 

Galloping  into  the  Farm  States 

It  is  the  Farm  Security  Administration, 
formerly  Rex  Tugwell’s  Resettlement 
Administration,  that  is  setting  up  social 
medicine  all  through  the  farming  areas. 
It  is  financing  what  amounts  to  state 
medicine  for  more  than  100,000  families, 
as  a part  of  its  farm  aid.  In  the  Dakotas 
alone  it  is  giving  to  about  77,000  clients 
medical,  surgical,  dental,  and  hospital 
care  at  $2  a month  a head,  which  the 
Farm  Administration  pays  on  an  insur- 
ance plan.  About  3,000  country  doctors 
are  enlisted  and  get  51  per  cent  of  the 
money;  hospitals  receive  37  per  cent, 
druggists  4,  and  dentists  8. 

All  this  was  told  some  weeks  ago  by 
Samuel  Lubell  and  Walter  Everett  in  an 
article  in  the  Saturday  Evening  Post 
(December  17),  entitled  “Rehearsal  for 
State  Medicine.”  It  was  confirmed  on 
December  15  when  four  officials  of  the 
Farm  Security  Administration  presented 
themselves  before  the  Council  of  the 


Minnesota  State  Medical  Association  in 
St.  Paul.  Says  Minnesota  Medicine , 
organ  of  the  Association:  “These  officials 
confirmed  the  astonishing  extent  of  vari- 
ous types  of  medical  services  for  Farm 
Security  clients  described  in  the  article — 
declared  that  in  each  case  the  plan  em- 
ployed had  been  worked  out  by  the  local 
county  or  state  medical  society — asked 
the  Council  to  work  out  some  similar  plan 
for  care  of  the  farm  families  of  Minnesota 
who  are  now  receiving  loans  from  the 
Farm  Security  Administration.” 

The  “Four  Horsemen,, 

Perhaps  we  may  call  these  four  officials 
the  dragoons,  or  “four  horsemen,”  of 
social  medicine  riding  into  Minnesota. 
Their  spokesman  was  Dr.  H.  V.  Meri- 
wether, of  the  U.  S.  Public  Health  Service, 
and  he  gave  figures  differing  from  those  in 
the  Saturday  Evening  Post.  There  are 
now  “thirty- two  different  plans  in  opera- 
tion in  thirty- two  states,”  he  said — an 
increase  of  twelve  states  since  the  Post 
article  was  written.  That’s  speed.  The 
plans  vary,  he  explained,  because  the 
medical  societies,  in  each  case,  dictated 
them,  and  he  asked  the  Minnesota  State 
Medical  Association  to  devise  a plan  for 
Minnesota. 

His  reason,  as  he  stated  it,  was  finan- 
cial. Many  farm  families  in  the  lower 
income  brackets,  he  said,  lack  medical 
and  dental  care,  and  when  such  families 
fail  to  make  payments  on  their  loans,  “we 
find  medical  and  dental  problems  in  every 
case.”  “Clearly,”  he  declared,  “we  can- 
not continue  our  program  successfully 
without  provision  for  medical  service  for 
these  farmers.”  Health  is  wealth,  and 
the  farmer  who  is  able  to  work  can  pay 
something  on  his  loans.  Otherwise, 
otherwise. 

Who  Pays,  and  How 

Thirty- two  different  plans  may  seem 
like  confusion,  disorder,  chaos;  but  it 
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seems  that  they  really  crystallize  into  two 
types — (a)  individual  arrangements,  and 
(b)  “pool,”  “insurance,”  or  “cash  in- 
demnity” plans. 

For  an  individual  arrangement,  there  is 
Ohio.  In  that  state  the  list  of  doctors 
who  wish  to  participate  goes  to  the  farm 
clients,  the  client  selects  his  doctor,  and 
he  and  the  doctor  get  together  to  find 
what  the  client  needs.  The  Farm  Ad- 
ministration provides  the  funds.  In 
Logan  County,  Ohio,  said  Dr.  Meri- 
wether, all  of  the  money  is  put  in  the 
hands  of  the  Logan  County  Medical 
Society,  and  the  Society’s  custodian  of 
funds  pays  the  doctors’  fees  on  a pre- 
arranged schedule  until  the  money  runs 
out.  “From  then  on  it  is  between  doctor 
and  patient,”  but  “the  doctor  must  con- 
tinue in  attendance,  no  matter  how  the 
funds  hold  out.” 

Turning  to  the  “pool”  or  common-fund 
plan,  the  farmer  pays  a definite  sum, 
about  $12  a year  in  the  South,  $20  to  $30 
in  the  Northwest,  and  he  may  call  any- 
body in  the  Medical  Society  to  take  care 
of  him.  Once  a month  the  doctor  sub- 
mits his  normal  fee,  and  if  enough  money 
is  in  hand,  he  is  paid  in  full;  if  not,  it  is 
prorated.  In  actuality,  about  72  per 
cent  of  normal  fees  have  been  paid.  In 
several  Iowa  counties,  the  doctor  submits 
to  the  County  Society  only  an  account  of 
his  services  and  the  County  Society  sets 
the  amount.  Everything,  in  fact,  is 
arranged  by  the  County  Society,  “and  I 
personally  believe,”  declared  Dr.  Meri- 
wether, “that  all  of  these  matters  should 
remain  in  County  Medical  Society 
hands.”  “I  like  the  Iowa  plan,”  he  re- 
peated later,  “by  which  the  County 
Medical  Society  receives  the  money,  pro- 
rates it  to  members,  and  disciplines  its 
own  members.” 

A separate  problem  is  presented  in 
North  and  South  Dakota,  for  in  those 
states  “the  doctors,  as  well  as  the  pa- 
tients, needed  rehabilitation  if  the  doctors 
were  to  remain  in  practice  there.”  So 
the  doctors  suggested  a plan,  and  the  plan 
has  been  changed  three  times,  and  the 


money  appropriated  has  been  increased 
three  times.  Medical  bills  are  being  paid 
on  a 66  per  cent  basis.  The  doctors  them- 
selves believe,  we  are  assured,  that  “they 
are  going  to  work  out  something  in 
Dakota  that  may  ultimately  be  of  benefit 
to  all  medical  societies.”  With  this  pref- 
ace, the  spokesman  for  the  Farm  Security 
Administration  asked  the  Minnesota 
State  Medical  Association  to  work  out  a 
plan  for  the  medical  care  of  its  Minnesota 
clients.  The  Council  referred  the  request 
for  action  to  the  Committee  on  Low  In- 
come and  Indigent  Problems,  and  we  may 
hear  more  about  it  later. 

The  Vital  Flaw 

However,  even  a layman  can  see  the 
vital  difference  between  this  plausible  set- 
up and  the  medical  insurance  plans  now 
being  started  by  the  doctors  themselves  in 
various  states.  The  California  Medical 
Association  is  launching  one,  and  a keen 
editorial  writer  of  the  Los  Angeles  Times 
pierces  to  the  heart  of  the  whole  matter  in 
these  trenchant  words: 

“The  immediate  difference  between 
state  medicine  as  so  practiced  [by  the 
Farm  Administration]  and  the  medical 
insurance  plan  which  is  being  pioneered 
by  the  doctors  and  hospitals  in  California 
is  that  in  the  former  the  cost  is  defrayed 
in  whole  or  large  part  by  the  government, 
and  in  the  latter  by  the  individual  bene- 
ficiaries themselves. 

Actually,  the  difference  is  that  between 
political  paternalism  on  the  one  hand, 
and  independent  self-help  on  the  other. 
The  one  is  open  to  all  the  political  abuses 
and  chiseling  which  have  made  govern- 
ment relief  a national  scandal;  the  other, 
while  yet  to  be  tried  on  a large  scale,  is 
at  least  an  intelligent  effort  to  help  the 
poor  to  help  themselves. 

The  first  would  turn  the  Hippocratic 
profession  into  another  tax-financed  gov- 
ernment bureau ; the  second  would  extend 
its  benefits  to  everyone  without  the  taint 
of  politics  or  charity.” 


W.  S.  W. 
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The  last  edition  of  this  well-known  work 
came  out  15  years  ago.  Since  that  time 
changes  and  revisions  in  psychoanalytic 
concepts  have  been  made,  but  none  as  to 
the  fundamentals.  All  of  Dr.  Jones’ 
papers  have  appeared  in  medical  and 
other  scientific  journals.  It  would  be 
impossible  to  single  out  any  one  particu- 
lar article  as  especially  praiseworthy. 
Jones  is  in  the  forefront  of  the  psychoan- 
alytic movement,  and  he  has  enriched 
the  psychoanalytic  literature  by  many 


original  contributions.  His  learning  is 
prodigious,  and  there  is  scarcely  a do- 
main in  psychology,  anthropology,  and 
sexology  which  did  not  benefit  by  his 
writings. 

However,  there  are  many  mooted  ques- 
tions in  psychoanalysis  and  many  a theory 
which  rests  on  debatable  ground.  It  is  here 
where  one  may  disagree  with  Jones.  As 
an  illustration  one  may  refer  to  the  chap- 
ter entitled  “The  Theory  of  Symbolism.” 
Jones  adheres  to  the  view  that  the  origin 
of  symbolism  goes  far  back  into  antiq- 
uity, in  primeval  times.  Those  savages 
possessed  the  faculty  of  discrimination, 
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recognized  similarities  in  things  first  be- 
cause similarities  are  easier  to  grasp  and 
cognize.  Similarities  are  withal  more 
interesting  and  being  interesting,  follow 
the  pleasure-pain  principle. 

Now,  all  this  is  highly  speculative. 
We  can  picture  to  ourselves  the  first  re- 
action of  the  primitive  man  to  a new  ex- 
perience. If  not  fear-inspiring,  it  will 
arouse  curiosity.  If  a similar  experience 
occurs  later,  a warm  feeling  of  intimacy 
and  understanding  results.  Interest  can 
attach  itself  only  to  experiences  which 
are  pleasure  producing.  Interest  is  likely 
to  shift  from  similar  objects  or  qualities 
to  dissimilar  things.  Dissimilarities  are 
often  more  striking  than  similarities  and 
curiosity  is  more  likely  to  be  aroused  in 
strange  than  in  familiar  things.  All  this 
is  interesting  reading  even  if  not  always 
convincing. 

Joseph  Smith 

Claude  Bernard  Physiologist.  By  J.  M.  D. 

Olmsted.  Octavo  of  272  pages,  illustrated. 
New  York,  Harper  & Brothers,  1938.  Cloth, 
$4.00. 

There  has  long  been  a real  need  for  a 
booklength  biography  of  Claude  Bernard 
in  English.  The  only  other  English  ac- 
count of  Bernard’s  life  was  written  by  Sir 
Michael  Foster  toward  the  end  of  the  last 
century,  and  was  rather  sketchy.  Dr. 
Olmsted’s  book  fills  this  need  completely. 
It  is  divided  into  three  parts,  the  first 
dealing  with  Bernard’s  life  and  his  per- 
sonal affairs.  In  the  second  his  con- 
tributions to  physiology  are  discussed, 
and  the  third  section  sums  up  his  more 
general  speculative  and  theoretic  generali- 
zations. 

Dr.  Olmsted’s  work  is  the  result  of  a 
great  deal  of  meticulous  research.  Not 
only  did  he  study  Bernard’s  scientific 
writings  thoroughly  and  critically,  but 
he  also  examined  sources  which  had  never 
been  utilized,  in  particular  the  Raf- 
falovich  correspondence.  In  addition, 
Dr.  Olmsted  also  visited  the  birthplace  of 
Claude  Bernard,  and  examined  the  relics 
of  the  great  physiologist  still  to  be  found 
there.  The  author  succeeds  in  evoking  a 
clear  and  human  picure  of  Bernard  as  a 


man  and  a scientist.  The  clarity  with 
which  he  presents  the  scientific  accom- 
plishments of  the  French  physiologist 
and  the  critical  acumen  with  which  he 
evaluates  these  discoveries  combine  to 
give  an  admirable  account  of  Bernard’s 
work. 

Dr.  Olmsted  has  definitely  written  a 
first-rate  biography,  which  can  be  highly 
recommended  to  every  physician. 

George  Rosen 

The  New  International  Clinics.  Original 
Contributions : Clinics ; and  Evaluated  Reviews 
of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
II,  New  Series  One,  1938.  Octavo  of  315  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1938.  Cloth,  $3.00. 

This  volume  of  The  New  International 
Clinics  contains  many  well  written  ar- 
ticles on  various  subjects.  Each  article 
is  of  value,  and  the  titles  include  a large 
field:  heart  surgery,  hypertension,  en- 
cephalitis, insulin  treatment  in  dementia 
praecox,  the  foot  in  general  practice, 
and  other  subjects.  The  section  devoted 
to  clinics  gives  valuable  presentations  on 
such  subjects  as  the  anemias,  cortical  ad- 
renal tumors,  some  cases  of  Bright’s  dis- 
ease, renal  carbuncles,  spontaneous  hy- 
poglycemia, and  presents  a surgical  clinic 
on  retroperitoneal  tumors,  sarcoma  of  the 
chest  wall,  and  mixed  tumors  of  the  pa- 
rotid. This  volume  is  another  valuable 
addition  to  the  series. 

Henry  M.  Moses 

Sulfanilamide  Therapy  of  Bacterial  Infections. 

With  Special  Reference  to  Diseases  Caused  by 
Hemolytic  Streptococci,  Pneumococci,  Meningo- 
cocci, and  Gonococci.  By  Ralph  R.  Mellon, 
M.D.,  Paul  Gross,  M.D.,  and  Frank  B.  Cooper, 
M.S.  Octavo  of  398  pages.  Springfield,  Charles 
C.  Thomas,  1938.  Cloth,  $4.00. 

Within  the  past  few  years  a multitude 
of  clinical  and  laboratory  reports  have 
disseminated  widespread  cognizance  of 
the  value  of  sulfanilamide  in  the  manage- 
ment of  infections.  This  volume  unifies 
such  knowledge  as  completely  as  the  rela- 
tively early  history  of  the  drug  permits. 
The  authors  are  of  the  pioneer  American 
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investigators,  one  of  them  probably  the 
first  treated  in  this  country.  Their  own 
experimental  accomplishments  furnish 
much  material,  but  the  entire  field  of  the 
sulfanilamide  compounds  is  exceptionally 
surveyed.  Even  the  very  recent  de- 
velopments are  included  by  adding  a late 
section.  A useful  reference  and  stimulus 
for  chemotherapeutic  research  has  been 
furnished,  but  its  greater  appeal  may  be 
as  an  authoritative  review  and  summary 
to  the  practitioner  using  this  form  of 
chemotherapy. 

Irving  M.  Derby 

A Textbook  of  Physiology.  By  William  D. 
Zoethout,  Ph.D.  Sixth  edition.  Octavo  of  714 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1938.  Cloth,  $4.00. 

This  book  represents  scarcely  any 
change  from  the  preceding,  that  is  the 
fifth,  edition.  In  general,  it  is  not  a 
textbook  of  physiology  to  interest  the 
practitioner  of  medicine. 

G.  B.  Ray 

Nervous  and  Mental  Diseases  for  Nurses. 

By  Irving  J.  Sands,  M.D.  Third  edition,  12  mo. 
of  321  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1937.  Cloth,  $2.00. 

In  the  third  edition  of  this  text,  the 
author  has  rewritten  many  of  the  chap- 
ters and  has  included  new  methods  and 
improvements  in  the  care  of  mental 
and  nervous  diseases.  Such  revisions  and 
additions  have  not  increased  the  size  of 
the  book.  Each  disease  or  disorder  is 
clearly  discussed,  and  sufficient  material 
is  included  to  provide  the  nurse  with 
what  she  should  know  about  mental  and 
nervous  diseases  and  their  nursing  care. 
This  is  an  excellent  textbook,  fulfiling 
the  purpose  for  which  it  was  written  and 
we  do  not  hesitate  to  recommend  it. 

O.  C.  Perkins 

Aids  to  Physiology.  By  Henry  Dryerre,  Ph.D. 
Second  edition.  16  mo.  of  295  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1937. 
Cloth,  $1.25. 

This  little  volume  is  a compendium 
containing  the  essential  facts  found  in 
larger  works.  It  can  be  recommended, 


especially  to  students  and  practitioners 
who  wish  to  review  briefly  the  subject  of 
physiology  without  consuming  consider- 
able time. 

Morris  Ant 

Surface  and  Radiological  Anatomy.  For 

Students  and  General  Practitioners.  By  Arthur 
B.  Appleton,  M.D.,  William  J.  Hamilton,  M.D., 
and  Ivan  C.  C.  Tchaperoff,  M.D.  Quarto  of 
311  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1938.  Cloth,  $5.50. 

This  book  is  most  timely,  arriving  as 
it  does,  at  a time  when  many  medical 
colleges  have  supplemented  their  courses 
in  anatomy  with  roentgenologic  instruc- 
tion. Heretofore,  the  student  in  anat- 
omy dealt  mainly  with  the  cadaver. 
With  the  addition  of  roentgenologic  anat- 
omy, he  has  the  opportunity  of  correlat- 
ing his  knowledge  acquired  from  dissec- 
tion with  the  wealth  of  undistorted  in- 
formation gathered  from  the  examination 
of  the  living  subject.  Therefore,  such 
study  gives  not  only  a clearer  concept  of 
anatomy  and  physiology,  but  also  lays  a 
solid  foundation  for  an  understanding 
and  interpretation  of  roentgenology  in 
health  and  disease.  By  the  same  token, 
the  general  practitioner  who  seeks  a basic 
knowledge  of  the  subject,  as  well  as  the 
embryo  roentgenologist,  will  profit  by 
the  study  of  this  short,  compact  volume. 

Although  the  parts  devoted  to  surface 
anatomy  are  in  the  main  adequate  for  the 
scope  of  the  book,  much  important  ma- 
terial has  been  omitted  in  the  sections  on 
roentgenologic  anatomy.  This  is  prob- 
ably due  to  the  authors’  desire  to  limit 
the  size  of  the  volume.  Unfortunately, 
in  a few  places  the  old  and  new  nomencla- 
tures are  confused  and  used  interchange- 
ably. 

On  the  whole,  this  book  represents  a 
concise,  although  elementary,  presenta- 
tion of  the  subject  matter  which  is  well 
printed  and  orderly  arranged,  and  ad- 
mirably serves  the  purpose  of  a textbook. 
Liberally  illustrated  with  colored  plates 
for  the  anatomic  drawings  and  with  rep- 
resentative roentgenograms  which  are 
clearly  labeled,  the  volume  promises  to 
fulfil  a distinct  need.  It  is  probably  a 
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forerunner  of  larger  and  more  advanced 
works  on  roentgen  anatomy  and  physi- 
ology. 

Samuel  George  Schenck 

Chronic  Intestinal  Toxemia  and  Its  Treatment 
with  Special  Reference  to  Colonic  Therapy. 

By  James  W.  Wiltsie,  M.D.  Duodecimo  of  268 
pages.  Baltimore,  William  Wood  & Company, 
1938.  Cloth,  $3.00. 

It  is,  perhaps,  a good  thing  that  the 
subjects  of  “alimentary  toxemia”  and 
“colonic  stasis”  are  reviewed  from  time 
to  time.  Often  we  are  inclined  to  doubt 
their  existence,  particularly  in  view  of  the 
work  of  Hurst  and  Alvarez  which  ap- 
peared to  show  that  mere  insertion  of  a 
ball  of  cotton  into  the  rectum  reproduced 
most  of  the  symptoms  of  “toxemia.” 
Dr.  Wiltsie,  in  his  small  book  on  the  mani- 
fold functions  and  certain  disorders  of  the 
colon,  proves  himself  a firm  believer  in 
the  theories  of  chronic  intestinal  toxemia 
for  which  he  advocates,  among  other  pro- 
cedures, a course  of  colonic  irrigations 
properly  done  with  competent  guidance. 
Case  reports  are  cited  to  prove  the  value 
of  his  procedure. 

Whether  the  beneficial  results  be  at- 
tributed to  psychic  cleansing  or  altera- 
tive effects,  there  is  no  doubt  that  such 
irrigations  often  are  helpful.  To  those 
interested  in  knowing  more  about  suitable 
equipment  and  the  best  technic,  this 
book  can  certainly  be  recommended. 

Andrew  M.  Babey 

The  Culture  of  Organs.  By  Alexis  Carrel, 
and  Charles  A.  Lindbergh.  Octavo  of  221  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1938.  Cloth,  $4.50. 

The  problem  of  maintaining  the  via- 
bility of  organs  in  vitro , has  concerned 
investigators  for  many  years.  The  first 
report  on  this  subject  was  made  by  Le 
Gallois  in  1812.  The  final  success  in 
vitro  culture  of  whole  organs  was  made 
possible  with  the  invention  by  Charles  A. 
Lindbergh  of  a coil  apparatus  in  which 
was  incorporated  a pulsating  mechanism. 
This  apparatus  is  a device  for  furnishing 
an  organ  with  a pulsating  perfusion  of 
nutrient  material  under  sterile  conditions. 


In  the  first  experiment  the  authors  suc- 
ceeded in  keeping  a thyroid  gland  of  a 
cat  alive  for  eighteen  days.  Subsequent 
investigations  had  resulted  in  maintain- 
ing the  viability  of  whole  organs  for  as 
long  as  forty  days.  One  of  the  most  re- 
markable observations  that  the  authors 
have  made  consisted  of  alterations  in  the 
structural  pattern  of  organs  as  influenced 
by  varying  the  constituents  of  the  per- 
fusion media.  They  were  able  to  demon- 
strate hyperplasia  of  cells  and  growth  of 
organs  in  vitro. 

Lindbergh’s  experience  and  mechanical 
ingenuity  are  seen  in  the  construction  of 
the  apparatus.  It  consists  of  two  parts: 
a perfusion  apparatus  and  a mechanism 
for  driving  the  perfusion  fluid  by  means 
of  pulsating  gas  pressure. 

The  chapters  concerned  with  the  biol- 
ogy and  physiology  of  organs  are  con- 
tributed by  Alexis  Carrel.  In  them  one 
finds  a fascinating  concept  of  anatomic 
structures  in  their  relationship  to  physio- 
logic time.  Carrel  considers  the  func- 
tions of  organs  as  the  fourth  dimension 
in  viewing  the  anatomic  structure  of  an 
organ.  The  chapters  concerned  with  the 
mechanical  development  and  construc- 
tion of  the  pulsating  perfusion  device 
are  contributed  by  Lindbergh. 

William  S.  Collens 

A Text-book  of  Pharmaceutics.  By  Arthur 
O.  Bentley.  Fourth  edition.  Octavo  of  1,001 
pages,  illustrated.  Baltimore,  William  Wood 
and  Company,  1937.  Cloth,  $5.00. 

This  book,  as  its  name  implies,  is  de- 
voted exclusively  to  pharmacy  and  phar- 
maceutic processes.  Unfortunately,  it 
is  based  on  the  British  Pharmacopeia. 
The  names  of  preparations  and  their 
standardization  are  different  from  those 
used  by  American  pharmacists  and  physi- 
cians who  adhere  to  the  United  States 
Pharmacopeia.  One  can  recommend, 
however,  the  section  on  biologic  assay, 
which  is  a clear  and  comprehensive  de- 
scription of  the  physiologic  standardiza- 
tion of  hormones,  vitamins,  digitalis,  and 
arsphen amine  compounds. 

Charles  Solomon 
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The  Better  Way 

Nonprofit  voluntary  cash  indemnity  insurance  combines  the  best 
features  of  private  practice  and  state  health  insurance.  It  preserves 
free  choice  of  physicians  and  leaves  the  important  intangible  ele- 
ments in  healing  intact.  It  protects  small  wage-earners  against  the 
financial  consequences  of  prolonged  or  serious  illness.  It  leaves  the 
responsibility  for  the  standards  of  medical  practice  with  the  pro- 
fession, where  it  belongs,  and  retains  the  incentives  for  continuous 
self-improvement  by  physicians.  By  making  it  easier  for  the  low 
income  class  to  go  to  the  doctor,  it  promises  to  better  the  public 
health. 

What  it  does  not  do,  is  equally  important.  It  does  not  set  up 
two  kinds  of  medical  practice,  a superior  grade  for  the  well-to-do 
and  an  inferior  one  for  the  small  wage-earner.  It  does  not  reduce 
the  sick  worker  to  the  status  of  a case  number;  neither  does  it  de- 
prive him  of  the  right  to  select  his  own  physician  or  to  enjoy  the 
privileges  of  professional  confidentiality.  It  does  not  set  up  a politi- 
cal bureaucracy  in  control  of  medical  care  and  subject  the  prac- 
titioner to  lay  supervision  and  restraints.  It  does  not  burden  the 
taxpayer  with  levies  for  medical  care,  of  which  administrative  ex- 
penses consume  a considerable  portion. 

The  Piper  bill  (Assembly  Introductory  No.  500)  permits  the 
establishment  of  nonprofit  medical  cash  indemnity  insurance  in  this 
state.  While  the  State  Insurance  Law  would  regulate  financial 
details,  medical  principles  would  dictate  the  medical  rules.  Un- 
ethical solicitation  of  patients  would  be  forbidden.  Medical  service 
associations  would  be  kept  separate  and  distinct  from  hospital 
service  groups. 
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The  last  provision  is  extremely  important.  A bill  sponsored  by 
Assemblyman  Downing  would  permit  hospital  service  organizations 
to  provide  medical  care.  This  is  in  clear  violation  of  the  condition 
on  which  the  profession  supported  group  hospitalization. 

Hospital  service  associations  are  firmly  established  in  this  state, 
thanks  in  large  part  to  the  support  of  organized  medicine.  To  per- 
mit them  to  include  physicians’  services  in  their  contracts  would 
give  them  a virtual  monopoly  of  medical  care.  This  they  are  in  no 
way  qualified  to  exercise — even  if  the  principle  of  such  a monopoly 
were  sound,  which  it  is  not. 

The  management  of  group  hospitalization  is  in  predominantly 
lay  hands.  Lay  executives,  no  matter  how  experienced  in  social 
service  and  hospital  administration,  are  not  equipped  for  the  direc- 
tion of  a vast  medical  service  plan. 

The  Piper  bill  is  superior  to  the  Downing  bill  by  virtue  of  its 
detailed  grasp  of  the  problem  of  medical  care  and  its  separation  of 
medical  and  hospital  service.  It  has  all  the  good  points  of  the 
Downing  bill  and  none  of  its  faults.  Enactment  of  Assembly 
Introductory  No.  500  would  set  New  York  State  on  the  way  to 
providing  its  working  population  with  a sound,  simple  means  of 
budgeting  for  health. 


A Notable  Program 

The  scientific  program  of  the  State  Society  this  year  emphasizes 
early  recognition  of  disease  to  prevent  complications  and  chronicity 
and  save  life.  There  are  two  chief  factors  in  failure  to  secure  early 
treatment.  Often  the  sick  postpone  going  to  a doctor  until  they 
have  tried  out  various  widely  advertised  proprietary  remedies. 
Sometimes  the  fault  lies  with  the  physician,  who  does  not  recognize 
early  symptoms. 

Education  of  the  public  to  seek  medical  care  promptly  is  an  es- 
sential element  in  preventive  medicine.  Toward  the  same  end,  the 
profession  is  constantly  seeking  more  accurate  diagnostic  procedures 
and  a higher  development  of  the  clinical  diagnostic  faculties.  The 
Scientific  Program  of  the  State  Society  responds  to  this  need. 

On  April  25  the  general  scientific  session  will  be  given  over  to 
the  early  recognition  and  treatment  of  emergencies.  A series  of 
thirty-minute  talks,  practical  in  nature,  will  clarify  fine  diagnostic 
points  and  clear  up  any  commonly  held  misconceptions.  Dr.  Thew 
Wright,  Professor  of  Surgery  at  the  University  of  Buffalo,  will  take 
up  “The  Acute  Abdomen.”  “Obstetrical  Emergencies”  will  be 
covered  by  Dr.  Edward  A.  Schumann,  Professor  at  the  University 
of  Pennsylvania.  Dr.  Orman  C.  Perkins,  Professor  of  Clinical 
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Neurology  at  the  Long  Island  College  of  Medicine,  will  present  the 
subject  of  “Acute  Cerebral  Emergencies”;  and  Dr.  Edward  C. 
Reifenstein,  Professor  of  Medicine  at  Syracuse,  “Cardiac  Emergen- 
cies.” 

The  recognition  of  chronic  disease  in  its  first  stages  will  be  covered 
in  similar  fashion  on  the  27th  of  April.  Dr.  Samuel  A.  Levine, 
Assistant  Professor  of  Medicine  at  Harvard,  will  describe  “The 
Early  Evidence  of  Cardiovascular  Disease.”  “Early  Diagnosis  and 
Treatment  of  Pulmonary  Tuberculosis”  will  be  discussed  by  Dr. 
James  Alexander  Miller,  Professor  of  Clinical  Medicine  at  Columbia. 
Dr.  Clarence  O.  Cheney,  Professor  of  Clinical  Psychiatry  at  Cornell, 
will  take  up  the  “Early  Recognition  of  Mental  Diseases  and  Their 
Treatment.”  The  A.  Walter  Suiter  Lecture  this  year  will  be  de- 
voted to  “The  Early  Diagnosis  of  Cancer.”  Dr.  Francis  Carter 
Wood,  Professor  of  Cancer  Research  at  Columbia,  will  deliver  it. 

In  these  eight  half-hour  lectures,  registrants  will  get  a compre- 
hensive, practical  review  of  diagnostic  and  therapeutic  procedure 
from  the  point  of  view  of  early  detection  and  timely  attack.  The 
Annual  Meeting  of  the  State  Society  is  little  more  than  a month  off 
now.  Members  should  start  planning  their  calendars  so  they  will 
be  free  to  attend. 


Prevention  of  Deafness 

The  problem  of  deafness  still  awaits  solution.  However,  the 
outlook  now  appears  considerably  more  favorable  than  it  did  even 
as  recently  as  ten  years  ago.  The  amelioration  of  hearing  loss 
naturally  interests  both  the  afflicted  and  the  physician,  but  a far 
greater  need  is  the  early  recognition  of  the  causes  of  deafness  and 
their  removal  so  that  a subsequent  diminution  in  hearing  may  be 
forestalled.  The  increase  in  the  number  of  deafened  individuals  so 
concerned  our  legislature  that  the  examination  of  the  hearing  of 
children  in  our  schools  has  been  made  a compulsory  measure. 

It  has  long  been  known  that  a continued  obstruction  of  the 
eustachian  tubes  results  in  a permanent  impairment  of  hearing.  In 
children,  this  is  most  frequently  due  to  abnormal  amounts  of  lymph- 
oid tissue  in  the  nasopharynx.  Otolaryngologists  have  always 
recommended  the  removal  of  adenoids  as  a prevention  against 
otitic  suppuration  and  deafness,  and  unquestionably  this  procedure 
has  had  its  successes.  But,  according  to  Crowe  and  Baylor1  this 
does  not  always  relieve  the  tubal  obstruction,  since  nodules  of  hyper- 
plastic lymphoid  tissue  may  remain  or  develop  after  a cold  and 
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cause  partial  obstruction  of  the  eustachian  tube.  Over  a period  of 
ten  years,  these  observers  have  carefully  studied  sixty  children  up*  to 
fifteen  years  of  age  and  conclude  that  the  “most  common  type  of 
middle  ear  deafness  in  adults  begins  between  the  ages  of  five  and 
ten  years,”  and  is  the  result  of  hyperplastic  lymphoid  tissue  around 
the  pharyngeal  orifice  of  the  tube.  Its  early  manifestation  is  re- 
traction of  the  drum,  impairment  of  hearing  for  the  high  tones,  and 
good  hearing  for  the  low  tones. 

When  the  condition  is  recognized,  this  lymphoid  tissue  should  be 
kept  in  abeyance  during  the  period  of  most  active  growth.  The  use 
of  small  doses  of  radium,  as  described  by  Crowe  and  Baylor,  before 
permanent  middle  ear  changes  have  taken  place,  will  not  only  pre- 
vent future  development  but  will  restore  to  normal  the  hearing  loss 
already  present  in  children  below  the  age  of  fifteen.  “We  feel  that 
if  school  children  in  the  primary  grades  were  examined  with  a 
nasopharyngoscope  at  least  once  a year,  and  those  with  hyperplastic 
lymphoid  tissue  in  and  around  the  orifice  of  the  eustachian  tubes 
were  treated  with  radiation  as  often  as  necessary  to  insure  normal 
functioning  of  the  tubes,  the  number  of  deaf  adults  in  the  next 
generation  could  be  reduced  by  50  per  cent.” 


Stammering  and  Allergy 

It  seems  a far  cry  between  stammering  and  allergic  diathesis. 
Commonly  it  is  assumed  that  this  type  of  speech  impediment  has  a 
psychologic  background — a sense  of  guilt,  inferiority,  fear — or  it  is 
the  result  of  imitation.  Kennedy  and  Williams,1  however,  in  a 
study  of  100  consecutive  cases  of  stammering  children,  found  that 
52  had  a personal  history  of  allergic  manifestations.  Of  the  re- 
maining 38,  there  was  a family  history  of  allergy  in  all  but  one. 

It  is  also  significant  that  a family  history  of  stammering  was  ob- 
tained in  65  of  the  cases  observed  by  Kennedy  and  Williams.  This 
almost  constant  association  of  allergic  manifestations  and  stammer- 
ing as  reported  in  their  presentation  warrants  further  investigation 
by  allergists,  psychologists,  and  those  who  treat  speech  defects. 
Many  conditions  hitherto  unexplainable  have  been  found  to  be  the 
result  of  allergic  disorder.  Such  conditions,  when  present,  require 
individual  types  of  treatment  for  their  alleviation.  Perhaps  this 
is  the  reason  why  no  universal  form  of  therapy  is  applicable  to  all 
cases  of  stammering.  Latif,2  in  this  connection,  considers  no  treat- 
ment of  stammering  effective  unless  both  primary  and  secondary 
factors  are  taken  into  account.  This  large  series  of  cases  suggests 


1 Kennedy,  A.  M.,  and  Williams,  D.  A.:  Brit.  Med.  J.,  2:  1306  (1938). 

2 Latif,  I.:  Brit.  M.  Med.  Psychol.,  17:  307  (1938). 
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that  there  may  be  more  than  a casual  relationship  between  allergy 
and  this  variety  of  speech  defect. 


Current  Comment 


“Medicine  is  a living,  vital  science, 
constantly  moving  to  attack  new  prob- 
lems that  arise.  It  has  given  vastly  of  it- 
self to  mankind  in  the  past,  and  it  stands 
ready  to  give  more,  if  it  can,  in  the  future. 
It  makes  to  mankind  no  promise  of  im- 
mortality or  even  of  eternal  youth;  but 
it  does  offer  to  those  who  are  ready  to 
receive  its  gifts,  increasing  years  of  use- 
fulness.” From  an  article  in  the  St. 
Louis  County  Medical  Society  Bulletin 
of  February  17,  1939. 


“The  American  people  for  two  or  three 
federal  elections  past  have  had  the  ques- 
tion, ‘Do  you  want  socialism?’  put  to 
them  in  the  form  of  a socialist  candidate 
for  president.  The  answer  by  and  large 
has  been  most  emphatically,  No!  and 
yet  it  would  appear  that  the  very  thing 
which  the  American  people  in  mass  turn 
down,  they  are  willing  to  swallow  if  given 
to  them  piecemeal. 

“There  is  an  old  Latin  saying,  ‘divide 
and  conquer,’  which  carried  with  it  a 
moral.  Any  task  which  appears  to  be 
huge  in  its  totality  may  be  accomplished 
by  dividing  and  attempting  a little  at  a 
time.  Compulsory  health  insurance  rep- 
resents one  of  these  divisions.”  Ex- 
change. 


“And  in  spite  of  all  this  we  think  that 
we,  as  a nation,  are  smart.  Tell  the 
underprivileged  of  this  nation  that  the 
government  is  going  to  give  them  $50,- 
000,000  for  medical  care  for  the  coming 
year  and  the  giver  gets  the  votes.  On  the 
other  hand,  tell  each  one  of  these  40,- 
000,000  persons  individually  that  the 
government  is  going  to  give  him  $1.25 


for  sickness  during  the  next  year  and  the 
giver  is  a louse! 

“Yes  sir!  Fifty  million  dollars,  if  all 
spent  for  medical  care,  will  give  each  of 
the  forty  millions  now  receiving  in- 
adequate care  exactly  $1.25  a year  addi- 
tional care — the  price  of  one  single  hair- 
cut and  shampoo.”  Sedgwick  Co.  (Kan.) 
Medical  Bulletin. 


“It  has  been  definitely  determined  by 
certain  of  the  governmental  agencies  that 
the  reason  some  of  our  people  are  poor  is 
because  they  have  no  money.  Having  no 
money,  it  follows  they  have  poor  housing, 
insufficient  food,  lack  of  proper  clothing, 
and  inadequate  medical  attention.  The 
whole  thing  is  now  clear.  It  has  not  been 
emphasized,  however,  that  the  propor- 
tion of  medical  care  they  do  have  is 
higher  than  the  proportion  of  these 
other  necessities,  due  to  the  philanthropic 
character  of  the  physicians.  If  the 
purveyors  of  the  other  commodities  were 
as  generous,  the  entire  problem  would  be 
ameliorated  and  there  would  then  be  less 
demand  for  more  medical  service.  . . . 
The  time  is  not  yet  ripe  to  release  over  a 
broad  area  a type  of  medical  practice 
which  has  been  shown  to  be  definitely 
inadequate.  Also  until  all  human  beings 
are  cast  in  the  same  mold,  like  peas,  it  is 
questionable  whether  that  time  will  ever 
arrive. 

“The  sociologists  after  all  merely  aim 
for  a more  adequate  distribution  of  in- 
adequate medical  service  to  those  in  the 
lower  financial  brackets.  This  will  keep 
them  sick  and  keep  them  poor,  but  it  will 
make  a lot  of  new  jobs,  and  that’s  some- 
thing!” The  Weekly  Roster  and  Medical 
Digest  of  Philadelphia  presents  “Some  of 
the  Other  Sides.” 
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“The  future  is  unpredictable,  but  come 
what  may,  the  treasured  invisible  em- 
blem which  physicians’  shingles  have 
borne  through  the  years  must  be  guarded 
carefully  against  any  blighting  effect  of 
the  hysterical  paternalism  which  is  sweep- 
ing the  world.  It  must  never  be  be- 
smirched or  obliterated  by  the  long, 
crooked,  slimy  fingers  of  politics.”  Elmer 
H.  Bobst,  in  Roch.  Review,  recently. 


“ ‘Free  Medicine  for  All’ — such  is  the 
caption  of  an  article  in  one  of  the  popular 
magazines.  On  seeing  this  we  were  re- 
minded of  the  man  who  went  into  a 
tavern  optimistically  and  left  it  misty 
optically.  The  writer  in  his  enthusiasm 
for  his  subject  forgot  that  medical  care 
under  any  system  must  be  paid  for. 
This  mistiness,  we  have  noticed,  is  quite 
characteristic  of  many  social  reform- 
ers. ...”  A “Timely  Brevity”  in  the 
Milwaukee  Medical  Times  for  February. 


“An  intensified  public  relations  cam- 
paign explaining  medicine  and  its  works 
to  the  laity  is  needed  now.  It  would  be 
an  eleventh  hour  remedy  but  it’s  worth 
the  trying  before  the  great  and  gullible 
American  public  is  sold  completely  and 
irretrievably  down  the  river  of  socialized 
medicine.  . . .”  The  Illinois  Medical 
Journal  desires  that  we  “Educate  the 
Laity  as  to  the  Evil  of  Tax  Supported 
Medical  Practice,”  and  discusses  this 
question  in  its  February  issue. 


“Doctors  Aren’t  Villains,”  states  an 
editorial  in  The  Katonah  Record,  from 
which  we  quote  in  part.  “Indictment  of 
these  doctors  seems  like  a very  drastic 
and  ‘cocusy’  performance  as  a prelude  to 
a new  national  health  movement.  It 
naturally  clouds  the  movement.  The 
nation’s  doctors  are  intimately  connected 
with  the  home  life  of  the  American  people. 
Notwithstanding  this  fact  they  are  in- 
dicted like  deep-dyed  villains.  As  a 
matter  of  fact  there  is  no  profession  that 


stands  higher  in  the  estimation  of  the  Ameri- 
can public  than  our  doctors .”  (Italics  ours.) 


“I,  for  one,  would  like  to  have  the 
American  people  know  that  I personally, 
as  a physician,  feel  that  I have  been  in- 
dicted by  the  United  States  government; 
that  the  impugned  reflection  on  the  in- 
tegrity of  the  American  Medical  Associa- 
tion is  considered  by  me  as  a reflection 
upon  myself.  I should  like  to  have  every 
citizen  of  the  United  States  know  that  his 
family  physician  has  been  indicted. 
Under  our  American  system  the  medical 
profession  has  never  defaulted  an  obliga- 
tion nor  proved  unfaithful  to  a trust.” 
How  Dr.  Henry  A.  Luce,  President  of 
the  Michigan  State  Medical  Society,  feels 
about  the  matter. 


“The  fight  against  mental  disease  is  a 
totalitarian  war  in  which  all  elements  in 
the  population  must  take  their  part. 
Propaganda  must  be  employed,  but  what 
we  want  to  propagate  is  the  truth.  It  is 
the  special  role  of  those  who  are  most 
closely  associated  with  this  special  field  of 
medicine  to  increase  our  body  of  knowl- 
edge as  rapidly  as  possible,  to  give  addi- 
tional precision  to  the  general  principles 
which  are  gradually  being  outlined  to 
bring  the  facts  within  this  field  of  medi- 
cine into  their  natural  relationship  with 
other  branches  of  science.”  C.  Macfie 
Campbell,  quoted  in  “The  Gist  of  It,” 
a reprint  of  the  results  of  the  symposium 
on  mental  health  held  recently  by  the 
American  Association  for  the  Advance- 
ment of  Science. 


“The  standard  of  knowledge  of  the 
general  practitioner  of  today  often  sur- 
passes the  peak  of  certain  specialists 
twenty  or  twenty-five  years  ago.”  Com- 
ment in  the  Edinburgh  Medical  Journal. 
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The  finding  of  calcification  within  the 
cerebral  hemispheres  is  of  great  im- 
portance from  the  diagnostic,  etiologic, 
and  therapeutic  points  of  view.  Nor- 
mally, in  adults,  calcium  deposition  often 
occurs  in  the  pineal  body,  the  choroid 
plexus,  the  falx  cerebri,  and  occasionally 
in  the  meninges.  Aside  from  these  usual 
sites,  any  roentgenographic  evidence  of 
calcium  deposits  within  the  cranium 
should  lead  one  to  suspect  either  de- 
generative or  neoplastic  disease. 

As  is  well  known,  calcification  may  occur 
in  mongolism  and  cretinism, 1 old-standing 
chorea,  tuberose  sclerosis,2  cranial  pharyn- 
giomas,  various  forms  of  gliomata,  angio- 
mata,3 tubercles,  meningiomata,  subdural 
hematomata,4  intracerebral  hemorrhage, 
aneurysms,5  cysts,  old  abscesses,  arterio- 
sclerotic changes  in  vessels,  old  meningeal 
disease,6  cholesteatomata,  chronic  enceph- 
alitis,7 etc.  In  most  of  these  conditions 
it  is  unusual  to  find  more  than  one  focal 
area  of  calcification,  and  the  x-ray  charac- 
teristics are  quite  distinctive  from  the 
lesions  discussed  in  this  paper. 

Multiple  areas  of  calcification  within 
the  brain  are  not  found  frequently. 
When  present,  they  have  not  been  as- 
sociated with  similar  deposits  elsewhere 
in  the  body.  Weimann,8  in  1921,  de- 
scribed an  extremely  interesting  case  of 
calcification  of  cerebral  vessels.  In  his 
case  there  were  extensive  and  multiple 
lesions  of  the  vessels  and  corresponding 
brain  tissue.  In  1929,  Parkes  Weber9 
described  multiple  calcium  lesions  within 
the  brain  associated  with  cutaneous 
manifestations  such  as  nevi.  These  brain 
lesions  were  easily  demonstrated  by 
roentgenograms  as  rather  shadowy  images 
within  the  cerebral  hemisphere  which 
seemed  to  follow  the  course  of  the  af- 


fected gyri.  The  calculi  were  of  con- 
siderable diameter,  and  were  patterned 
in  the  form  of  layers  corresponding  to  the 
surface  of  the  brain.  The  histologic  study 
of  such  cases  by  Krabbe10  demonstrated 
the  deposits  of  calcium  to  be  within  the 
second  and  third  layers  of  the  cerebral  cor- 
tex together  with  atrophic  and  sclerotic 
changes  within  the  gray  matter  of  the 
area  involved.  In  addition,  Krabbe 
found  associated  slight  angiomatous  modi- 
fications of  the  pia  mater,  and  angiomata 
of  the  face  in  the  cases  he  described. 

Dimitri10  and  others  have  reported 
somewhat  similar  clinical  cases. 

In  the  disorder  known  as  Krabbe’s 
disease,  and  sometimes  as  Parkes  Weber’s 
disease,  one  finds  mental  disturbances, 
convulsive  disorders,  vascular  alterations 
in  various  parts  of  the  cerebrospinal  axis, 
and  cutaneous  manifestations,  together 
with  definite  x-ray  evidence  of  calcifica- 
tion within  the  brain.  The  vascular  dis- 
turbances were  very  slight  in  the  brains 
of  these  cases  studied  histologically,  and 
furthermore  the  changes  within  the  brain 
could  not  be  attributed  to  vascular  origin. 

An  entity  described  by  Geyelin  and 
Penfield11  is  closely  related  to  Krabbe’s 
disease,  and  it  is  probably  difficult  to 
distinguish  between  them  by  x-ray  evi- 
dence alone.  In  the  condition  described 
by  Geyelin  and  Penfield  as  “endarteritis 
cerebri  calcificans,”  changes  were  be- 
lieved to  be  present  in  the  terminal 
blood  vessels  of  the  cerebral  hemi- 
spheres, and  to  have  produced  calcium 
deposits  in  the  cortical  substance.  Geye- 
lin and  Penfield  felt  that  the  histologic 
appearance  of  the  brain  was  the  result  of 
alterations  of  the  blood  vessels,  and 
possibly  due  to  an  altered  metabolism  of 
calcium.  Their  cases,  familial  in  type, 
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showed  multiple  calcium  deposits  in 
various  regions  of  the  brain,  especially 
the  occipital  lobe.  X-ray  photographs 
showed  the  concretions  to  be  egg-shaped, 
somewhat  umbilicated  in  appearance,  and 
following  or  symmetrical  to  the  marginal 
gyrations.  Their  group  of  cases  is  related 
to  Krabbe’s  disease,  the  distinguishing 
features  of  “endarteritis  cerebri  cal- 
cifieans”  being  the  absence  of  cutaneous 
lesions  and  angiomatous  malformations 
of  the  cerebral  blood  vessels.  Further- 
more, their  histopathologic  report  lends 
great  weight  to  the  thesis  that  the  pri- 
mary cause  is  a vascular  disturbance. 

Bassoe  and  Hassin12  reported  a case 
of  pseudo-tumor,  in  which  multiple  areas 
of  calcification  were  noted  by  x-ray. 
Pathologic  studies  revealed  the  sites  of 
the  calcium  deposits  to  be  in  the  tissue 
spaces  of  the  cerebral  cortex,  and  also  in 
the  smaller  and  larger  blood  vessels. 

In  their  case  the  usual  changes  were 
primarily  within  the  cerebral  vessels, 
with  secondary  changes  in  the  cortical 
substance.  The  degree  of  calcium  in- 
filtration of  the  cortex  was  minimal  com- 
pared with  that  of  the  blood  vessels. 

The  clinical  features  of  Bassoe’s  case 
simulated  brain  tumor,  and  did  not  in  any 
way  resemble  the  symptomatology  of  the 
cases  reported  by  Krabbe,  and  Geyelin 
and  Penfield.  Operative  procedures  on 
two  occasions  on  the  left  hemisphere  of 
Bassoe’s  patient  gave  evidence  of  a 
deeply  situated  hard  mass.  Histologic 
study  proved  a peculiar  type  of  encephal- 
itis, a localized  indurated  calcified  area, 
and  a certain  amount  of  generalized 
encephalitis  in  distant  parts  as  well. 
The  capillaries  and  smaller  vessels  were 
infiltrated  with  a colloid  substance  found 
as  droplets  on  the  walls,  or  totally  en- 
veloping them. 

Careful  x-ray  studies  of  intracranial 
calcifications  have  been  made  by  Camp,13 
of  the  Mayo  Clinic. 

There  have  been  various  suggestions 
offered  to  explain  the  etiology  of  calcium 
deposits  within  the  brain.  Rukstinat14 
and  others  believe  they  are  due  to  birth 
injury  and  internal  hydrocephalus.  Buck- 
ley16  concludes  that  intracerebral  calculi 


may  be  associated  with  a previous  intra- 
cranial injury  or  with  an  existing  vascular 
hypertension,  and  feels  that  they  most 
probably  represent  the  end  result  of  cere- 
bral hemorrhage  or  degeneration.  Bassoe 
and  Hassin  believe  that  calcification  of 
the  cerebral  vessels  themselves  are  re- 
sponsible for  the  changes  within  the  hemi- 
spheres. Wells16  is  of  the  opinion  that 
metastatic  calcification  is  probably  the 
cause  of  the  formation  of  calculi  in  the 
brain. 

Whatever  the  etiology  may  be  in  the 
groups  of  cases  mentioned  above,  the  dis- 
turbance is  either  in  the  cortical  sub- 
stance itself,  with  secondary  or  minimal 
pathologic  changes  of  the  vascular  sys- 
tem, or  the  pathologic  focus  lies  within  the 
vessels  of  the  brain  with  secondary  altera- 
tions in  the  cortical  substance. 

The  absence  of  altered  calcium  me- 
tabolism elsewhere  in  the  body,  and  the 
normal  content  of  calcium  in  the  blood 
and  spinal  fluid  point  to  a localized  altera- 
tion in  the  brain. 

Our  case  reports  may  further  compli- 
cate the  clinical  interpretation  of  multiple 
calcifications  within  the  brain  substance, 
but  there  are  certain  points  of  interest  in 
these  3 cases  that  are  stimulating,  not 
only  from  the  diagnostic  point  of  view, 
but  also  from  the  therapeutic  angle. 

Case  Reports 

Case  1. — A white  female,  aged  12,  came  for 
office  consultation  on  February  17,  1937.  The 
patient’s  mother  described  the  following  com- 
plaints : the  child  had  spells  of  unconsciousness, 

and  nocturnal  attacks  of  bizarre  behavior,  last- 
ing a few  minutes.  She  would  often  sing  mean- 
ingless words  and  apparently  absurd  phrases,  or 
would  arise  from  bed  in  a daze  and  walk  about, 
occasionally  sinking  to  the  floor  rather  helplessly. 
Often  she  would  crawl  without  apparent  cause  on 
her  hands  and  knees.  She  had  injured  her  hand 
in  some  of  these  performances.  Immediately 
following  such  episodes,  the  patient  would  open 
her  eyes,  look  at  her  mother,  and  become  fully 
conscious,  but  with  no  memory  of  her  imme- 
diately preceding  bizarre  behavior.  In  one  at- 
tack, she  put  her  head  on  her  mother’s  shoulder, 
and  her  head  seemed  to  shake,  and  “she  felt  so 
cold  along  her  spine,”  and  then  suddenly  went  to 
sleep. 
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On  November  29,  1936,  the  child  seemed  in- 
disposed, and  stayed  in  bed.  The  next  morning 
she  felt  well  and  went  to  school.  During  that 
afternoon  she  was  seen  by  one  of  us  (McK.) 
because  she  had  been  hit,  during  play,  by  a light 
dodge-ball,  and  her  head  had  struck  an  adjacent 
wall.  The  patient  rubbed  her  head,  and  con- 
tinued playing  ball  for  five  or  ten  minutes, 
although  she  appeared  markedly  pale  to  one  of 
her  schoolmates.  Suddenly  she  went  over  to  a 
ledge  and  sat  down,  and  did  not  offer  to  join 
the  new  game  that  was  starting.  When  in- 
vited, she  said  that  she  felt  tired.  She  sat  still 
for  about  five  minutes,  and  when  the  game  was 
over  she  was  observed  sitting  with  her  head  be- 
tween her  hand.  A teacher  observed  “that  one 
of  her  hands  was  shaking  somewhat.”  She  was 
carried  to  a couch,  her  talk  in  reply  to  questions 
was  unintelligible,  and  she  became  unconscious 
and  remained  so  for  several  minutes.  There 
was  no  incontinence  of  the  sphincters,  and  no 
biting  of  the  tongue.  The  pupils  were  widely 
dilated  but  reacted  to  light.  One  hour  later,  the 
patient  was  able  to  return  to  her  home  in  a cab. 
She  appeared  normal  in  every  way,  but  rested 
at  home  for  a few  days. 

Six  weeks  later,  in  the  classroom,  the  patient 
felt  queer,  and  said  to  a girl  sitting  next  to  her: 
“I  can’t  see.  Tell  the  teacher  I want  to  go  to  the 
hospital  room.”  Almost  immediately  there- 
after, she  fell  to  the  floor  unconscious,  had  no 
motor  convulsive  movements,  and  remained  un- 
conscious for  five  or  six  minutes.  On  first  re- 
covering consciousness,  she  did  not  recognize 
the  nurse,  but  soon  became  mentally  clear,  and 
complained  only  of  fatigue. 

On  two  occasions,  the  mother  heard  the 
patient  cry  out  in  her  restless  sleep,  sit  up  in  bed, 
and  move  her  lower  extremities.  When  aroused, 
she  expressed  fears  that  her  mother  was  dead, 
and  other  definite  anxieties. 

Past  History.  The  patient  was  a normal  birth. 
She  had  always  been  nervous  as  evidenced  by 
picking  or  biting  her  nails.  The  child  began  to 
walk  at  sixteen  months,  and  spoke  at  two  and 
one-half  years.  Her  general  health  had  been  ex- 
cellent. 

The  menstrual  periods  began  at  eleven,  oc- 
curring at  intervals  of  21  to  31  days,  lasting  five 
days,  rather  profuse  in  amount,  without  special 
discomfort. 

She  had  chicken-pox,  measles,  mumps,  per- 
tussis, and  mild  influenza,  in  childhood,  with  no 
neurologic  complications. 

There  were  no  hay  fever  or  asthma  allergic 
manifestations,  but  the  child  had  idiosyncrasies 
to  carrots,  orange  juice,  and  egg  yolk. 


Both  tonsils  and  adenoids  were  removed  at  the 
age  of  three. 

Family  History.  The  family  history  was  nega- 
tive for  convulsive  states.  The  mother  had 
passed  through  a short  period  of  a situational 
depression  following  the  patient’s  birth.  The 
parents  were  divorced,  and  the  patient  was  an 
only  child. 

Physical  Examination.  The  physical  exami- 
nation showed  a well-developed  girl  of  twelve, 
weighing  123  pounds  and  being  623/4  inches  tall. 
No  abnormalities  of  any  kind  were  found  in  a 
detailed  physical,  neurologic,  and  mental  ex- 
amination. Laboratory  studies  showed  the 
following: 

Blood:  urea  nitrogen  11.5;  urea  24.6;  uric 

acid  2.5;  cholesterol  187.5  and  203  mg. 
per  cent;  calcium  in  serum  10.9;  inorganic 
phosphorus  4.4;  Wassermann  negative. 
Complete  blood  count  and  differential 
normal. 

Urine:  negative  on  2 occasions. 

Basal  metabolism:  minus  18  per  cent. 

Spinal  fluid:  clear;  5 lymphocytes;  total 

protein  28;  globulin  not  increased;  col- 
loidal gold  0000000000;  Wassermann  nega- 
tive; in  both  alcoholic  and  cholesterolized 
antigens;  calcium  4.4  mg.  per  100  cc. 
Pressure  and  dynamics  entirely  normal. 

Ophthalmologic  study  showed  the  visual  fields, 
fundi,  and  acuity  normal  in  April  and  September, 
1937. 

Intensive  psychologic  and  psychometric  tests 
were  made  during  the  early  part  of  1937. 

The  new  Stanford-Binet  test  gave  an  I.Q.  of 
1.07. 

The  Herring-Binet  test  gave  an  I.Q.  of  1.05. 

The  Arthur  test  gave  0.80. 

There  were  no  particularly  significant  re- 
actions in  the  Jung  association  test. 

The  Pressey  X-0  test  showed  a possible 
emotional  reaction  to  an  unhappy  social  situa- 
tion. 

X-rays  of  the  skull,  made  in  March,  1937,  by 
Dr.  C.  G.  Dyke,  were  reported  as  follows: 

“Single  A.P.,  P.A.,  and  lateral  views  of  the  skull 
show  the  vault  to  be  of  average  thicknesss  and 
not  unusual  in  size  or  shape.  There  is  no  evi- 
dence of  increased  intracranial  pressure  and  the 
sella  turcica  is  normal  in  size  and  shape.  There 
are  multiple  areas  of  calcification  which  vary  in 
size  from  a few  millimeters  to  close  to  a centi- 
meter, scattered  on  the  surface  and  in  the  sub- 
stance of  the  brain.  The  left  hemisphere  con- 
tains more  of  these  shadows  than  the  opposite 
side.  The  calcified  areas  tend  to  accumulate 
in  the  temporal,  parietal,  and  frontal  regions. 
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Fig.  1,  Case  1.  Lateral  view  showing  mul- 
tiple areas  of  intracerebral  calcification. 


The  central  areas  of  the  brain  are  practically 
not  involved.  The  sphenoid  and  petrous  ridges 
appear  normal.” 

Impression:  Endarteritis  calcificans  cerebri. 

Skull  x-rays  of  the  father  and  mother  of  the 
patient  were  absolutely  normal. 

Follow-up  Course:  the  patient  has  done  ex- 

tremely well  in  school  since  thyroid  and  pheno- 
barbital  medications  were  given.  Her  general 
attitude  has  improved,  she  is  more  alert,  more 
social,  in  spite  of  her  awareness  that  she  is  liable 
to  have  "a  spell.” 

There  was  one  severe  attack  in  August,  1937, 
which  was  characterized  chiefly  by  over-talka- 
tiveness and  overactivity  followed  by  a period 
of  dizziness,  unconsciousness,  and  violent  jactita- 
tion. This  phase  lasted  twenty  minutes.  Upon 
recovery,  there  was  continued  vomiting  and  a 
severe  headache  that  lingered  for  about  an  hour. 
Upon  being  carried  to  bed,  the  patient  fell 
asleep. 

There  have  been  several  occasions  during 
which  the  patient  said  her  head  felt  queer,  ached, 
and  she  was  tired.  She  occasionally  has  some 
transitory  difficulty  in  focusing  on  near-by  ob- 
jects, and  on  one  occasion,  she  experienced  sen- 
sations of  colors  like  a rainbow  that  “moved 
around  and  suddenly  disappeared.” 

It  should  be  noted  that  medication  by  thyroid 
extract  and  small  doses  of  phenobarbital  was  of 
much  value  in  this  case. 

Summary.  This  patient  showed  the  follow- 
ing: 


Fig.  2,  Case  1.  A.P.  view  of  skull  showing 
multiple  areas  of  intracerebral  calcification. 


1.  Multiple  areas  of  calcification  within  both 
hemispheres  of  the  brain. 

2.  Convulsions  (petit-mal,  grand-mal,  and 
epileptic  equivalents). 

3.  Metabolic  rate  below  normal. 

4.  Scholastic  difficulties  (before  medication). 

5.  Visual  hallucinations  (once). 

6.  Preservation  of  normal  visual  function. 

7.  No  cliniconeurologic  signs. 

8.  Normal  laboratory  studies  of  cerebro- 
spinal fluid,  blood,  and  urine. 

Case  2. — N.I.  (29830)  D.D.,  white,  schoolgirl, 
aged  16^  years,  entered  the  Neurological  In- 
stitute on  February  9,  1937,  with  the  chief  com- 
plaints of  poor  vision,  mental  sluggishness,  head- 
aches, and  convulsive  seizures. 

Present  Illness.  The  mother  stated  that  the 
patient  was  a normal  birth  and  normal  in  de- 
velopment until  the  age  of  three,  when  it  was 
noticed  that  the  child  was  unaware  of  move- 
ments about  her  and  failed  to  grasp  objects 
brought  within  view.  Since  then,  the  patient’s 
vision  had  become  progressively  impaired  so 
that  at  the  present  time  she  has  remaining  only 
moderate  perception  for  light,  color,  and  printed 
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words,  and  is  barely  able  to  recognize  people 
about  her. 

The  mother  said  that,  in  comparison  with 
other  children,  her  daughter  appeared  retarded 
in  speech  and  motor  accomplishments.  At  the 
age  of  16  months,  the  child  fell  and  struck  the 
left  side  of  her  head,  and  her  mother  believes 
that  since  that  time,  the  patient  has  been  slug- 
gish, both  mentally  and  physically.  However, 
there  was  no  peculiar  behavior  disorder  noticed 
following  this  slight  trauma.  As  the  patient 
became  older,  she  appeared  to  be  inferior  to 
children  of  her  own  age  and  disliked  educational 
subjects  because  she  could  not  retain  informa- 
tion. She  preferred  to  do  gymnastics  because 
she  could  compete  quite  well  with  her  com- 
panions in  spite  of  her  visual  handicap. 

The  patient  stated  that  she  began  to  have 
headaches,  located  across  the  forehead  and  at 
times  in  both  temporal  regions,  at  the  age  of  13. 
These  headaches  were  of  a dull,  aching  and 
throbbing  character,  lasting  for  six  or  more  hours, 
accompanied  by  nausea  and  dizziness,  but  with- 
out vomiting.  They  have  occurred  only  in 
association  with  the  menstrual  periods.  In  ad- 
dition, she  noticed  at  various  intervals  faint 
streaks  or  flashes  of  red  or  blue  light  in  either 
visual  field  which  persisted  for  a few  seconds  and 
were  relieved  by  closing  the  eyes.  They  were 
often  noted  prior  to  the  onset  of  her  headaches 
and  became  more  frequent  and  profound  at  the 
time  of  the  first  convulsive  attack. 

Approximately  ten  months  prior  to  her  ad- 
mission to  the  hospital,  she  experienced  her  first 
convulsive  seizure.  There  was  a general  feel- 
ing of  dizziness  prior  to  the  attack,  followed  by 
rigidity  with  unconsciousness,  stertorous  breath- 
ing, sialorrhea,  biting  of  the  tongue,  and  gen- 
eralized tonic  and  clonic  movements,  always 
with  greater  involvement  of  the  right  half  of  the 
body.  This  was  followed  by  generalized  head- 
aches lasting  one-half  hour.  There  was  no 
urinary  or  rectal  incontinence.  She  had  had 
five  such  attacks  before  her  admission  to  the 
hospital  and  one  preceded  by  remarkable 
“streaks  and  flares  of  light.”  There  were  no 
petit-mal  or  jacksonian  episodes. 

Her  menstrual  periods  had  been  regular  until  a 
year  ago,  when  the  duration  of  the  flow  became 
shortened  and  the  interval  period  lengthened. 

Past  History.  She  had  had  chicken-pox  and 
diphtheria  as  a child,  with  no  neurologic  compli- 
cations. 

Family  History.  There  is  an  older  sister  and 
a younger  brother  who  are  well.  No  history  of 
consanguinity,  epilepsy,  psychoses,  or  familial 
hereditary  diseases  of  the  central  nervous  system 
in  either  the  maternal  or  paternal  lineage. 


Physical  Examination.  This  revealed  a fairly 
well-nourished  and  developed  white  female  of 
hypopituitary  habitus,  weighing  104.5  pounds, 
and  being  151.5  cm.  tall.  The  cranium  was  of  the 
microcephalic  type  with  a circumference  of  49  cm. 
There  were  no  abnormalities  of  the  cardio- 
vascular, respiratory,  gastrointestinal,  or  skeletal 
systems. 

Neurologic  Examination.  This  showed  no 
abnormalities  of  gait  or  co-ordination.  There  was 
a marked  tremor  of  coarse  type  on  extension  of 
the  hands,  with  some  athetoid  posturing  of  the 
right  hand.  The  deep  reflexes  were  equal  and 
very  active,  the  superficial  reflexes  were  normal 
except  for  the  plantar  response  on  the  left. 
The  grip  of  both  hands  was  of  good  strength. 
There  were  no  changes  noted  in  the  muscular 
system.  Sensation  was  intact.  There  was  a 
definite  lag  in  the  ability  to  move  her  fingers 
at  command,  although  she  moved  them  promptly 
upon  touch  and  was  able  to  perform  complex 
acts,  such  as  intertwining  the  fingers  in  normal 
or  reversed  manner. 

The  cranial  nerves  showed  the  following  altera- 
tions: inequality  of  the  pupils,  the  left  being 

larger  than  the  right,  with  good  reaction  to  light, 
direct  and  indirect;  responses  on  accommoda- 
tion and  convergence  could  not  be  elicited  due 
to  nystagmus.  The  nystagmus  was  of  a rolling, 
rhythmic,  inco-ordinate  type  easily  elicited 
when  the  patient  moved  her  eyes  in  any  direc- 
tion. There  was  full  excursion  of  ocular  move- 
ments in  all  directions.  These  movements, 
however,  could  not  be  maintained  due  to  the  lack 
of  power  to  fix  the  gaze.  The  palpebral  fissures 
were  equal. 

The  fundi  were  the  seat  of  multiple  areas  of 
old  chorioretinitis  with  pigmentary  degenera- 
tion of  the  retina  and  optic  atrophy.  There 
were  opacities  of  the  vitreous.  The  arteries 
were  reduced  to  mere  threads,  this  being  more 
noticeable  in  the  left  fundus.  The  discs  were 
pale  and  there  was  no  evidence  of  edema.  The 
visual  acuity  averaged  4/200  in  each  eye.  She 
was  able  to  discern  color.  Due  to  the  lack  of 
central  vision,  examination  of  the  visual  fields 
could  not  be  accomplished.  Other  cranial 
nerves  were  normal. 

Mental  examination  showed  a very  responsive, 
suggestible  individual  with  childlike  behavior, 
perhaps  the  result  of  insecurity  and  inferiority. 
She  was  emotionally  unstable,  showed  impair- 
ment of  memory  for  recent  and  remote  events 
and  inability  to  do  simple  calculations.  Given 
the  Irwin-Hayes  revision  of  the  Binet-Simon 
tests,  standardized  for  blind  subjects,  she  showed 
an  intelligence  quotient  of  0.68.  Laboratory 
findings  were  as  follows: 
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Fig.  1,  Case  2.  Lateral  view  of  skull.  Ar- 
rows point  to  calcified  areas. 


Blood  count:  Hb  88;  color  index  0.89; 

RBC  4,980,000;  WBC  8,500;  polynuclears 
48;  lymphocytes  50;  eosinophiles  2; 
morphology,  normal. 

Blood  chemistry:  urea  N 13.6;  uric  acid  3.2; 
sugar  96;  chlorides  515;  calcium  10.1; 
phosphorus  3.9;  cholesterol  132. 

Blood  Wassermann:  negative. 

Urinalysis:  turbid,  amber;  reaction  acid; 

sp.  gr.  1,027;  albumin,  a faint  trace; 
sugar  negative;  pus  cells,  many. 

Spinal  fluid:  cells  0;  globulin  0;  protein 

36;  gold  curve  1110000000;  Wasser- 
mann negative. 

Basal  metabolism:  BMR-  minus  15. 

X-ray  stereoscopic  views  of  the  skull  showed 
the  bones  of  the  vault  somewhat  thickened  and 
the  size  of  the  vault  smaller  than  normal.  The 
sella  turcica  was  normal  in  size  and  appearance. 
Multiple  areas  of  calcification  were  seen  within 
the  cerebrum,  several  areas  being  in  the  left 
parietal  region,  a single  area  in  the  right  frontal, 
and  one  in  the  right  occipital  region. 

Encephalographic  studies  performed  on  the 
third  and  ninth  day  after  admission  revealed 
normal  cerebral  structures. 

Course  in  hospital.  The  patient’s  general 
course  in  the  hospital  was  uneventful.  She  ex- 
hibited childish  attitudes  and  cried  upon  the 
least  provocation.  No  convulsive  seizures  oc- 
curred during  her  stay,  and  she  was  discharged 
11  days  after  admission,  unimproved.  The  pa- 
tient was  seen  again  in  April  1,  1937,  and  on 


Fig.  2,  Case  2.  A.P.  view  of  skull.  Arrow 
points  to  areas  of  calcification  within  the  brain 
substance. 


May  6,  1937,  and  during  the  interval,  had  had 
only  one  seizure.  Her  general  mental  attitude 
and  behavior  remained  the  same.  Her  school- 
work  is  generally  poor  and  she  has  difficulty  in 
her  association  with  other  children. 

Summary.  This  patient  showed  the  following: 

1.  Multiple  areas  of  calcification  within  the 
brain  substance. 

2.  Chorioretinitis,  optic  atrophy,  and  nys- 
stagmus. 

3.  Convulsive  attacks  of  the  grand-mal 
type,  preceded  by  visual  hallucinations  of 
“flares  and  streaks  of  light.” 

4.  Mental  deficiency. 

5.  Definite  but  moderately  low  basal  me- 
tabolism. 

6.  Normal  encephalograms  on  two  oc- 
casions. 

Case  3. — M.N.,  a white  adult,  married,  female, 
aged  39,  was  admitted  to  the  Bellevue  Hospital, 
Neurologic  Department,  on  April  9,  1936, 

with  the  complaints  of  poor  vision,  generalized 
convulsive  seizures,  and  right  temporal  head- 
aches, of  seven  years’  duration. 

Present  Illness.  This  patient  was  first  seen 
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Fig.  1,  Case  3.  Lateral  view  of  skull  which 
shows  the  intracerebral  areas  of  calcifica- 
tion. 


Fig.  2,  Case  3.  Ventriculogram  showing 
areas  of  calcification  and  moderate  dilatation 
of  ventricular  system. 


in  the  Neurological  Outpatient  Department,  in 
June,  1931,  at  which  time  she  told  of  having 
had  generalized  convulsive  seizures  for  the  pre- 
ceding two  years,  during  which  “everything 
would  turn  black,  and  my  head  would  turn  to 
the  right  side.”  She  would  be  unconscious  for 
15  minutes  and  occasionally  bite  her  tongue. 
She  was  given  sedative  medication  and  followed 
in  the  O.P.D.  for  several  years;  and  preceding 
this  last  admission  to  the  hospital,  she  com- 
plained of  pain  in  the  right  temporal  region. 
Occasionally  her  convulsions  started  with  left- 
sided clonic  twitches.  Her  fits  occurred  twice 
weekly.  In  addition,  she  has  noticed  progressive 
difficulty  with  vision  which  extended  over  a 
period  of  7 or  8 years. 

Past  History.  Birth  and  early  development 
were  normal.  Appendectomy  at  the  age  of  24, 
operation  for  abdominal  adhesions  at  27,  acute, 
purulent  otitis  media,  which  subsided  completely 
with  conservative  treatment,  at  the  age  of  38. 

Physical  Examination.  A well-nourished  adult 
female,  weighing  140  pounds,  and  5 feet  8 
inches  tall,  of  asthenic  habitus;  cranium  of 
normal  size  and  shape;  no  abnormalities  of  the 
cardiovascular,  respiratory,  gastrointestinal, 
muscular,  or  skeletal  systems.  Blood  pressure, 
120/74. 

Neurologic  Examination.  Cranial  nerves — 
no  defect  in  smell.  There  is  bilateral  atrophic 
chorioretinitis  with  mottled  black  pigment  de- 


position, bilateral  optic  atrophy,  and  associated 
visual  defect.  The  left  pupil  was  irregular  but 
both  reacted  to  light  and  on  accommodation. 
There  was  slight  limitation  of  left  lateral  gaze 
with  the  left  eye.  Otherwise  the  cranial  nerves 
were  normal. 

Motor  power — good  in  all  extremities,  no  focal 
atrophies  or  fibrillations;  co-ordination:  normal 
of  station,  limb,  and  gait;  reflexes:  deep — all 

present  and  equal,  superficial — all  normal,  no 
sphincteric  difficulty ; sensation : entirely  normal 
to  all  forms  of  stimuli;  speech:  normal. 

Mental  status:  patient  was  slow  and  child- 

like in  responding  to  questions;  speech  was  not 
spontaneous,  but  apt  to  be  only  in  response  to 
questions.  There  was  no  distractibility,  scatter- 
ing, or  blocking;  mood  statement:  “feel  al- 

right, not  sad  or  happy”;  no  paranoid  trends, 
compulsions,  delusions,  or  hallucinations. 

Orientation  and  memory  were  poor,  especially 
memory  for  recent  events.  Retention,  poor; 
she  could  remember  only  1 or  3 objects  after 
5 minutes;  could  not  repeat  4 digits  backwards. 
Calculations,  poor. 

General  information — poor  with  a tendency 
to  talk  in  general  terms  or  circumlocution  or 
ramble  when  asked  specific  questions.  The 
patient  had  insight  into  her  disabilities  and  ill- 
ness. Laboratory  data:  blood  count:  Hb  60 

per  cent,  RBC  4,000,000,  normal  white  count  and 
differential  smear;  blood  chemistry:  normal 
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Fig.  3,  Case  3.  Ventriculogram,  A.P.  view. 


sugar,  urea  nitrogen,  uric  acid,  chlorides,  calcium, 
phosphorus,  and  cholesterol;  blood  Wassermann: 
negative;  urinalysis:  entirely  normal  with  spe- 
cific gravity  of  1,020;  spinal  fluid:  pressure  and 
dynamics  normal,  clear,  colorless,  5 mononuclears 
per  cu.  mm.,  total  protein  60  mg.  per  cent,  col- 
loidal gold  0011000000,  Wassermann,  negative; 
basal  metabolism:  minus  13  per  cent. 

X-rays  of  the  skull  showed  scattered  discrete 
foci  of  calcification  measuring  1 to  3 mm.  in 
diameter,  chiefly  located  in  both  occipital  lobes, 
also  present  in  both  frontal  and  parietal  lobes. 

Ventriculograms  showed  considerable  sym- 
metrical dilatation  of  the  entire  ventricular  sys- 
tem with  no  tendency  to  displacement  to  either 
side. 

Course  in  Hospital.  Uneventful.  Her  con- 
vulsive seizures  were  controlled  by  Luminal 
medication,  1/2  gr.  three  times  a day.  She  was 
also  given  vitamin,  liver  extract,  and  iron  therapy, 
to  alleviate  her  anemia.  Mentally,  she  remained 
dull,  at  times  overtalkative,  but  had  no  periods 
of  confusion  aside  from  those  associated  with 
her  postconvulsive  state. 

Summary.  This  patient  showed  the  following : 
(1)  multiple  small  areas  of  calcification 
throughout  the  brain,  especially  in  the  occipital 
lobes;  (2)  Bilateral  chorioretinitis;  (3)  General- 
ized convulsive  seizures,  starting  with  focal  clonic 
seizures  in  the  left  leg;  (4)  Mental  signs  of  an 


organic  (anergasic)  syndrome;  (5)  Evidence  of 
moderate  symmetrical  internal  hydrocephalus. 


Summary 

Three  cases  are  described  wherein 
multiple  areas  of  intracerebral  calcifica- 
tion were  associated  with  paroxysmal  con- 
vulsive disorders.  The  subjects  were  12, 
16,  and  39  years  of  a g&.  All  had  low  basal 
metabolic  readings.  Two  of  our  patients 
showed  atrophic  chorioretinitis,  with  optic 
atrophy.  We  believe  these  cases  repre- 
sent a clinical  group  in  which  several  of 
the  outstanding  phenomena  are  due  to 
faulty  calcium  metabolism. 
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PANHYSTERECTOMY 

A Study  Based  on  2,773  Consecutive  Hysterectomies 


Edward  P.  McDonald,  M.D.,  F.A.C.S.,  Albany,  New  York 
( From  the  Gynecologic  Department  of  the  Albany  Hospital  and  the  Albany  Medical  College) 


The  primary  object  of  this  paper  is  to 
present  to  this  section  the  conclusions 
we  have  drawn  from  a study  of  2,773 
consecutive  hysterectomies.  The  second- 
ary object  is  to  place  our  clinic  on  record 
as  advocating  complete,  total,  or  pan- 
hysterectomy as  a routine  operative  pro- 
cedure of  choice  in  benign  conditions  of 
the  uterus. 

Many  are  of  the  opinion  that  statistics 
mean  but  little  and  probably  there  is  some 
justification  for  the  belief.  Faulkner,  in 
presenting  1,554  cases  of  hysterectomy, 
states:  “If  there  is  any  value  in  figures,  it 
is  in  those  from  a large  series  of  consecu- 
tive operations,  done  on  young  and  old, 
good  cases  and  bad,  by  experienced  and 
inexperienced  operators,  that  is,  hysterec- 
tomy as  it  is,  not  hysterectomy  as  it 
might  be.”  This  we  have  done. 

These  operations  were  all  performed  in 
the  Albany  Hospital  on  the  gynecologic 
service  by  five  members  of  the  gyneco- 
logic staff  and  five  resident  gynecologists, 
over  a period  of  ten  years,  from  January  1, 
1926,  to  December  31,  1935.  This  study 
represents  all  of  our  cases  over  this 
period,  good  risks  and  poor  ones,  done 
principally  by  staff  members,  but  with  a 
large  percentage  of  the  service  cases  per- 
formed by  resident  gynecologists.  The 
operations  done  by  the  residents  were 
under  the  direct  supervision  of  one  of  the 
staff  members. 

Of  the  total  number  of  operations  per- 
formed there  were  but  145  or  5.52  per 
cent  of  subtotal,  incomplete,  or  supra- 
vaginal hysterectomies,  with  a mortality 
of  2.75  per  cent;  whereas,  2,628  or  94.48 
per  cent  were  total,  complete,  or  pan- 
hysterectomies, with  a mortality  of  1.02 
per  cent.  The  general  operative  mor- 


tality of  all  cases,  total  and  subtotal,  was 
1.11  per  cent. 

We  are  interested  in  presenting  our  re- 
sults in  support  of  our  contention  that 
panhysterectomy  is  a justifiable  routine 
in  benign  conditions  of  the  uterus.  Of 
the  2,773  cases,  274  presented  malignant 
disease;  of  these,  11  died  with  an  opera- 
tive mortality  of  4.01  per  cent.  There 
were  2,499  in  benign  conditions  of  the 
uterus,  with  20  deaths  and  an  operative 
mortality  of  0.80  per  cent.  Of  the  2,499 
cases  of  benign  conditions  of  the  uterus, 
2,355  had  complete  hysterectomies  with 
16  deaths  and  an  operative  mortality  of 
0.67  per  cent. 

The  trend  among  American  gynecolo- 
gists seems  to  be  more  and  more  toward 
complete  hysterectomy.  Until  recent 
years  there  were  few  clinics  doing  total 
hysterectomies  except  in  carefully  se- 
lected cases,  such  as  carcinoma  of  the 
body  of  the  uterus  or  extensive  laceration 
of  the  cervix,  and  the  high  operative  mor- 
tality was  used  as  an  argument  against 
complete  removal  in  benign  conditions. 
Time  was  spent  in  amputation,  repair,  or 
cauterization  of  the  cervix  preceding  the 
supravaginal  removal  of  the  uterus.  In 
other  words,  time  was  spent  so  that  the 
diseased  cervix  could  be  preserved,  rather 
than  spending  the  time  in  its  removal  and 
the  elimination  of  its  potential  dangers. 
Men  trusted  to  their  gross  observation  of  a 
cervix  in  determining  a “normal”  from  a 
“diseased”  organ.  The  fact  is,  that  a 
uterus  sufficiently  diseased  to  warrant  its 
removal  seldom  if  ever  contains  a ‘ ‘normal 
cervix.”  The  cervix  left  in  situ  is  always 
potentially  dangerous;  it  is  always  a lia- 
bility to  a patient,  never  an  asset.  Cut- 
ting across  a diseased  organ  with  its 
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CHART  I:  Hysterectomies  for  Ten  Years:  (2,773) 
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indications  for  removal,  leaving  a useless 
portion  of  it  in  place  would  not  be  ac- 
cepted as  good  technic  in  any  other 
part  of  the  body.  Why  should  it  be  done 
as  a general  routine  in  this  particular  pro- 
cedure? Why  are  pelvic  surgeons  so 
hesitant  in  accepting  complete  hysterec- 
tomy as  a procedure  of  choice? 

In  the  past,  total  hysterectomy  has 
been  loudly  condemned  by  some  as  a 
routine  procedure,  and  those  advocating 
it  were  branded  as  radical.  The  opposing 
group,  or  those  favoring  supravaginal 
hysterectomy,  boasted  of  a lessened  mor- 
tality, lessened  morbidity,  lessened  opera- 
tive time  factor,  less  complication,  and  less 
danger  of  injury  to  surrounding  struc- 
tures. They  argued  that  the  cervix  in 
situ  helped  to  support  the  vaginal  vault; 
that  by  its  removal,  the  vaginal  canal  was 
shortened ; that  the  peril  of  stump  cancer 
was  not  a justifiable  reason  for  pan- 
hysterectomy, the  percentage  of  stump 
cancer  being  almost  negligible,  or  so  small 
as  not  to  warrant  complete  removal  with 
its  increased  mortality. 

We  cannot  subscribe  to  the  belief  that 
panhysterectomy  carries  with  it  an  in- 
creased mortality.  In  the  last  five  years 
of  our  study  there  were  performed  1,681 
complete  hysterectomies  with  a mortality 
of  0.88  per  cent.  In  the  same  period  of 
time,  we  performed  but  42  supravagi- 
nal hysterectomies,  with  3 deaths,  the 
mortality  being  0.7  per  cent.  This  is 


not  a good  comparative  mortality,  how- 
ever, because  the  proportion  is  about 
forty  to  one  complete  hysterectomies. 

We  do  not  believe  that  the  morbidity  of 
panhysterectomy  is  a factor.  We  do  not 
believe  that  the  operative  time  factor  is  a 
legitimate  argument  for  supravaginal 
hysterectomy,  as  much  or  more  time 
could  be  spent  in  dealing  with  a cervix  so 
that  it  might  be  left  as  would  be  required 
in  removing  it.  Faulkner  in  his  report 
found  a difference  of  but  six  minutes  in 
anesthesia  time  between  the  two  types  of 
hysterectomy.  Goodall  states  that  the 
average  difference  of  time  in  the  two 
operations  is  between  five  and  fifteen 
minutes,  and  with  this  we  agree.  Cer- 
tainly time  is  not  the  factor  in  the  average 
case.  If  time  looms  up  during  the  opera- 
tion as  an  important  factor,  judgment 
then  is  an  even  more  important  one.  To 
insist  on  doing  a complete  hysterectomy 
on  a patient  “going  bad”  is  poor  surgery 
in  any  case.  Judgment  develops  with 
experience;  it  teaches  one  when  to  pro- 
ceed, and,  equally  important,  when  to 
stop. 

One  cannot  deny  that  panhysterec- 
tomy may  be  more  formidable  than  supra- 
vaginal removal,  but  is  it  too  much  to 
expect  of  one  doing  pelvic  surgery  that  he 
master  the  pelvic  anatomy  and  the  steps 
of  at  least  one  of  the  accepted  procedures 
for  hysterectomy,  both  complete  and 
supravaginal? 
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CHART  II:  Causes  of  Death 


Supravaginal  Hysterectomy 

Operation  performed  for:  Cause  of  death: 

1.  Acute  and  chronic  pelvic  inflammatory  disease General  toxemia — 44  years  of  age 

2.  Cesarian  section Pulmonary  embolus — 38  years  of  age 

3.  Myomatous  uterus Myocardial  insufficiency — 63  years  of  age 

4.  Carcinoma  of  ovary Bronchopneumonia — 35  years  of  age 


Operation  performed  for: 

Carcinoma  of  body  of  uterus 

Carcinoma  of  body  of  uterus 

, Carcinoma  of  body  of  uterus 

' Carcinoma  of  body  of  uterus 

Carcinoma  of  body  of  uterus 

( Carcinoma  of  body  of  uterus 

2.  Carcinoma  of  tube 

o ( Leiomyomatous  uterus 

' { Leiomyomatous  uterus  (ovarian  cyst) . 

[ Pelvic  inflammatory  disease 

) Pelvic  inflammatory  disease 

4.  | Pelvic  inflammatory  disease 

Pelvic  inflammatory  disease 

I Pelvic  inflammatory  disease 

c | Relaxed  pelvic  floor 

( Relaxed  pelvic  floor 

6 Hyperplastic  endometrium  (bleeding) 

7.  Ovarian  cyst. . 

8.  Tbc.  salpingitis  with  obstruction 


Panhysterectomy 

Cause  of  death: 

Myocardial  insufficiency,  2 cases,  62  years  of  age 

With  metastasis,  3 cases,  60,  48,  66  years  of  age 

Bronchopneumonia  and  paralytic  ileus,  56  years  of  age 

Pulmonary  embolus,  67  years  of  age 

Paralytic  ileus,  69  years  of  age 

Paratyphoid  infection,  65  years  of  age 

Metastasis,  60  years  of  age 

Bronchopneumonia,  3 cases,  45,  40,  41  years  of  age 

Septicemia,  45  years  of  age 

Myocardial  insufficiency,  23  years  of  age 

General  toxemia,  21  years  of  age 

Paralytic  ileus,  3 cases  34,  35,  26  years  of  age 

Lobar  pneumonia,  32  years  of  age 

General  peritonitis,  21  years  of  age 

Hem.  strep,  peritonitis,  33  years  of  age 

Paralytic  ileus,  2 cases,  42  years  of  age 

Septicemia,  28  years  of  age 

Paralytic  ileus,  48  years  of  age 

Peritonitis,  28  years  of  age 


Thirty-one  deaths  (11  in  patients  with  malignancy,  20  in  patients  with  benign  disease). 
Twenty-one  cases  were  autopsied. 


CHART  III:  Operative  Indications 
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Richardson,  in  one  of  his  papers,  gives 
good  advice:  “Complete  mastery  of  a 
satisfactory  technic  for  total  removal  of 
the  uterus  by  both  the  abdominal  and  the 
vaginal  routes  is  a minimum  standard  of 
operative  skill  that  every  gynecologist 
should  exact  of  himself  as  early  in  his 
career  as  the  circumstances  of  his  period  of 
apprenticeship  will  permit.  Otherwise, 
he  will  find  himself  frequently  confronted 
with  situations  in  which  the  best  interests 
of  his  patients  cannot  be  served  because  of 
his  lack  of  proficiency  in  executing  the 
operation  that  is  best  adapted  to  their 
needs.”  I am  certain  that  in  the  hands 
of  untrained  men,  the  minor,  but  often 


times,  major,  operation  of  appendectomy 
might  carry  with  it  an  alarming  mortality. 

The  danger  of  injury  to  surrounding 
structures  is  in  direct  proportion  to  the 
care,  skill,  and  ability  of  the  operator.  I 
do  not  mean  to  infer  that  all  operative 
accidents  are  avoidable.  The  size  of  the 
patient,  the  depth  of  the  pelvis,  the  lack 
of  proper  exposure,  and  the  type  of  pelvic 
disease,  are  all  factors  which  predispose 
to  accident. , 

In  our  series  of  cases,  2 deaths  are 
directly  due  to  just  such  accidents.  One 
died  of  peritonitis.  At  autopsy,  a small 
perforation  was  found  in  the  anterior 
rectal  wall.  It  was  a case  of  pelvic  in- 
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flammatory  disease  with  large,  adherent, 
bilateral  tube-ovarian  masses.  I am  sure 
that  if  we  did  then  what  we  do  now  in  all 
cases  where  there  is  even  a possibility  of 
bowel  injury,  that  is,  fill  the  rectum  with 
water  before  closing  the  abdomen,  the 
injury  would  have  been  discovered  and 
repaired,  and  possibly  the  patient’s  life 
would  have  been  saved.  The  second  case 
was  an  injury  to  the  fundus  of  the  bladder 
sustained  during  the  difficult  removal  of  a 
leiomyomatous  uterus.  The  injury  was 
repaired  at  the  time,  but  the  patient  died 
of  peritonitis  and  septicemia.  However, 
one  must  keep  in  mind  that  exactly  the 
same  accidents  could  happen  during  the 
procedure  of  supravaginal  hysterectomy. 

In  panhysterectomy,  where  the  bladder 
is  freed  from  the  cervix,  I believe  the 
chance  of  injury  to  it  is  less  than  in  supra- 
vaginal hysterectomy.  Injury  to  the 
ureters  can  frequently  be  avoided  by  a 
thorough  knowledge  of  the  pelvic  ana- 
tomy and  the  ligation  of  the  uterine  arter- 
ies close  to  the  cervix.  If  there  is  any 
question,  locating  the  ureters  is  no  prob- 
lem. Injury  to  the  rectum  is  possible  in 
both  procedures,  but  probably  more  so  in 
complete  removal.  We  do  not  fear  this 
in  the  average  case.  Where  there  is  any 
question  of  injury,  we  test  the  large  bowel 
as  stated  above. 

There  is  no  sound  anatomic  reason  to 
support  the  statement  that  “the  cervix 
left  in  situ  supports  the  vaginal  vault.” 
I have  solicited  the  opinion  of  anatomists 
on  this  point  and  they  are  not  willing  to 
subscribe  to  it.  We  do  know,  however, 
that  the  cervix  left  in  place  frequently 
serves  as  an  excellent  runner  for  the  blad- 
der to  slide  down  upon,  and  that  varying 
degrees  of  bladder  prolapse  are  not  un- 
commonly found  after  supravaginal  hys- 
terectomy. 

We  do  not  feel  that  removal  of  the 
cervix  shortens  the  vaginal  canal.  Cor- 
rect utilization  of  the  round  ligaments  will 
more  often  lengthen  the  canal.  It  is 
difficult  to  see  how  the  removal  of  a large 
lacerated  cervix  is  going  to  lessen  the 
capacity  or  length  of  a vaginal  canal. 
The  cervix  is  potentially  dangerous,  both 
from  the  standpoint  of  possible  malig- 


nancy and  of  the  more  common  finding, 
chronic  and  acute  infection,  specific  and 
nonspecific,  with  its  distressing  vaginal 
discharge.  Chronic  infection  has  long 
been  accepted  as  a predisposing  factor  in 
carcinoma.  The  disadvantages  of  a re- 
maining cervix  are  obvious;  the  advan- 
tages we  have  yet  to  find. 

Cancer  of  the  cervical  stump  does  oc- 
cur, perhaps  more  often  than  we  suppose. 
In  a review  of  the  literature,  von  Graff 
found  that  in  4,269  cases  of  cancer  of  the 
cervix,  4.1  per  cent  present  were  stump 
cancers.  The  percentage  usually  given  is 
between  2 and  6 per  cent.  Perhaps  3 or  4 
per  cent  comes  closer  to  the  real  figure. 

The  association  of  cervical  cancer  with 
leiomyomata  deserves  careful  thought. 
It  has  been  stated  that  the  cervix  in  3 to  5 
per  cent  of  fibroid  tumors  has  or  develops 
malignancy,  and  that  two-thirds  of  all 
stump  cancers  follow  supravaginal  hys- 
terectomy for  uterine  tumors.  And  yet, 
some  believe  that  a leiomyomatous  uterus 
in  a nulliparous  woman  is  an  indication  for 
supravaginal  hysterectomy.  The  feeling 
that  cervical  cancer  is  rare  in  the  nullip- 
arous woman  has  long  ago  been  proved 
incorrect. 

Coring  or  cauterization  of  the  endo- 
cervix  is  no  guarantee  against  carcinoma. 
The  fact  is  the  squamous  portion  of  the 
cervix  is  the  most  frequent  sight  of  the 
growth  (von  Graff,  80  per  cent).  As  high 
as  14  per  cent  cures  have  been  reported  in 
cases  of  stump  cancer  which  developed  in 
less  than  three  years  after  the  supra- 
vaginal hysterectomy.  We  feel  that  the 
true  progress  in  malignant  disease  should 
follow  the  road  of  prophylaxis  rather  than 
that  of  treatment,  at  least  until  the  etio- 
logic  factor  is  established. 

I am  not  unmindful  of  the  fact  that  if 
panhysterectomy  is  done  promiscuously 
by  those  untrained  in  pelvic  surgery,  the 
mortality  will  be  high.  Certainly  it  is 
not  the  object  of  this  paper  to  advocate 
the  acceptance  of  this  procedure  by  men 
who  do  but  an  occasional  hysterectomy, 
neither  is  it  intended  to  give  the  impres- 
sion that  a supravaginal  hysterectomy  in 
selected  cases  is  wrong.  The  operator 
must  select  the  type  of  operation  which  he 


March  15,  1939] 


PA  NH  YSTERECTOM  Y 


507 


feels  is  to  the  best  interest  of  the  patient 
and  proceed  accordingly.  We  feel  that 
complete  hysterectomy  is  the  operative 
procedure  of  choice,  not  only  in  malig- 
nant, but  also  in  benign,  conditions  of  the 
uterus. 

Conclusions 

1.  The  report  of  a study  of  2,773  con- 
secutive hysterectomies,  94.4  per  cent  of 
which  were  total  hysterectomies. 

2.  Cervical  stump  cancer  is  not  as  rare 
as  it  was  formerly  supposed  to  be. 

3.  A cervical  stump  is  a menace  to  the 
•individual  both  from  the  standpoint  of 
malignancy  and  of  infection.  It  is  a lia- 
bility, never  an  asset. 

4.  In  the  hands  of  a competent  oper- 
ator, we  unhesitatingly  recommend  total, 
complete,  or  panhysterectomy  as  the 
operative  procedure  of  choice. 
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Discussion 

Dr.  Frederick  C.  Holden,  New  York — We  have 
just  listened  to  a very  interesting  paper  on  the 
operative  results  of  2,628  complete  hysterec- 
tomies done  by  five  well  trained  gynecologists, 
and  five  residents  operating  under  their  direction 
during  a ten-year  period  from  1926  to  1935. 

Of  these  cases,  274  were  done  for  malignant 
diseases  with  an  operative  mortality  of  4.01  per 
cent.  In  2,355,  complete  hysterectomies  were 
done  for  nonmalignant  pathology  with  an  opera- 
tive mortality  of  0.67  per  cent.  I agree  with 
Dr.  McDonald  that  the  trend  among  American 
gynecologists  seems  to  be  more  toward  complete 
hysterectomy.  It  goes  without  saying  that  a 
retained  cervix  may  at  some  time  become  malig- 
nant, but  Dickinson  and  I have  yet  to  see  car- 
cinoma develop  in  a cervix  whose  pathology  we 
have  cleared  up  with  the  electrocautery  as  we 
use  it. 

I take  exception  to  Dr.  McDonald’s  statement 
that  complete  hysterectomy  does  not  shorten  the 
vagina.  Given  a nulliparous  woman  with  a 
short  vagina,  complete  hysterectomy  will  increase 
the  possibility  of  further  shortening  with  a re- 
sultant incurable  dyspareunia.  Dr.  McDonald 
makes  the  statement,  “we  cannot  subscribe  to 
the  belief  that  panhysterectomy  carries  with  it 


an  increased  mortality.”  This  statement  is  true 
only  when  the  operation  is  done  by  as  competent 
a group  as  the  gynecologists  of  the  Albany 
Hospital,  who  have  perfected  their  technic  by 
doing  a tremendous  number  of  such  cases. 
Even  in  the  hands  of  most  competent  operators, 
the  morbidity  and  mortality  are  undoubtedly 
greater  in  the  panhysterectomy  than  in  the 
supracervical  hysterectomy.  In  this  connection 
it  is  interesting  to  note  that  in  1927,  of  the  149 
complete  hysterectomies  done,  the  mortality  was 
2.34  per  cent.  Eight  years  afterward  in  1934, 
372  complete  hysterectomies  were  done  by  this 
same  group  with  a mortality  of  0.80  per  cent — 
two-thirds  less.  Two  thousand  six  hundred  and 
twenty-eight  complete  hysterectomies  in  ten 
years  is  a very  large  number,  ranging  from  130 
in  1926  to  372  in  1934.  Only  the  same  staff 
operating  such  a very  large  number  of  cases 
could  present  results  as  good  as  these.  How- 
ever, there  are  definite  indications  for  supra- 
vaginal hysterectomy  and  for  complete  hysterec- 
tomy. I therefore  cannot  subscribe  to  94.5  per 
cent  choice  of  complete  hysterectomy  as  a 
routine  procedure. 

Will  Dr.  McDonald  please  tell  us  what  is  his 
preoperative  preparation?  Also,  given  a woman 
with  an  adipose  abdominal  wall  and  a deep 
pelvis,  does  Dr.  McDonald  free  the  cervical 
mucous  membrane  per  vaginum  first  to  facilitate 
the  subsequent  operative  procedure  above? 

In  reading  over  the  paper  I was  unable  to  find 
any  mention  made  of  ureteral  injuries  and  only 
one  case  each  of  injury  to  bladder  and  rectum. 
The  use  of  the  “internal  hot  water  bag”  of  Dr. 
John  Clarke  to  determine  whether  or  not  there 
has  been  any  bowel  injury,  is  an  excellent  plan, 
as  it  definitely  will  indicate  if  the  bowel  has 
been  injured,  and  if  so,  this  can  be  repaired  before 
abdominal  closure.  I recommend  this  procedure 
highly. 

Murphy  of  the  Woman’s  Hospital,  reported 
that  during  the  last  eight  years,  438  complete 
hysterectomies  were  done  at  this  hospital,  with 
3 vesicovaginal  fistulas  resulting.  During  this 
same  period,  1,229  supracervical  hysterectomies 
were  done.  Urinary  infections  occurred  three 
times  more  frequently  following  complete  hys- 
terectomy, and  ureteral  and  bladder  injuries 
occurred  ten  times  more  often  in  the  total 
hysterectomy  group.  These  are  figures  from  an 
excellent  gynecologic  service. 

I do  not  think  it  is  unfair  to  say  that,  if  all 
hysterectomies  done  were  of  the  complete  type, 
the  total  death  rate  would  be  greater  compared 
with  what  it  is  now  with  supracervical  hysterec- 
tomies, plus  subsequent  cancer  deaths  resulting 
from  the  retained  cervix.  If  the  cervix  had 
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proper  postoperative  care,  these  cancer  deaths 
could  undoubtedly  be  greatly  reduced. 

In  closing  I must  offer  my  hearty  congratula- 
tions to  the  Albany  Hospital  group  who  have  so 
perfected  their  technic  as  to  reduce  their 
operative  mortality — the  total  hysterectomy 
group  of  2,628  consecutive  cases  to  1.11  per  cent, 
and  that  they  are  able  to  report  operative  injury 
only  once  each  to  bladder  and  rectum,  no  ureteral 
injuries,  and  no  vesicovaginal  fistulas.  I do  not 
know  of  any  other  clinic  able  to  report  such 
excellent  results. 

I trust  this  paper  will  not  be  the  cause  of  an 
increased  operative  mortality  by  other  groups 
not  so  well  trained,  but  we  all  should  be  inspired 
to  emulate  McDonald  and  his  confreres  in  their 
perfection  of  the  operative  technic  of  complete 
hysterectomies . 

Dr.  Erwin  von  Graff,  New  York  City — As  a 
pupil  of  the  late  Ernst  Wertheim,  I have  always 
been  in  favor  of  the  total  hysterectomy  and 
advocated  it  as  the  procedure  of  choice. 

The  main  reason  for  this  attitude  has  been  the 
appalling  number  of  stump  cancers  I have  ob- 
served, both  in  Vienna  and  in  the  State  of  Iowa, 
with  its  unusually  high  rate  of  malignant  tumors. 
Eight  per  cent  of  all  the  cervical  cancers  had 
developed  on  cervical  stumps  following  subtotal 
hysterectomies. 

By  the  most  efficient  combined  treatment  with 
operation  and  irradiation,  we  are  able  to  cure 


only  24  per  cent  of  cervical  cancers.  The  elimi- 
nation of  an  added  8 per  cent  of  stump  cancers 
therefore  constitutes  an  important  gain  and 
deserves  serious  consideration. 

As  to  Dr.  F.  C.  Holden’s  remark  concerning 
the  possibility  of  preventing  the  development  of 
cancer  by  proper  treatment  of  the  cervical  stump, 
I must  report  that  there  were  37  cases  among  the 
material  I published  five  years  ago,  in  which 
cancer  appeared  in  spite  of  coning  out,  plastic 
repair,  carbolization  cautery,  and  application  of 
radium.  Technical  difficulties  in  obese  women 
can,  in  most  instances,  be  circumvened  by  the 
vaginal  approach. 

My  own  operative  results,  with  a mortality  of 
1.4  per  cent  in  480  abdominal  total  hysterec- 
tomies, are  not  as  good  as  those  reported  by  Dr. 
McDonald.  In  spite  of  this,  the  potential 
danger  of  malignancy  and  the  many  advantages 
stressed  by  the  speaker  have  convinced  me  once 
more  of  the  superiority  of  the  total  over  the 
subtotal  hysterectomy. 

The  subtotal  has,  and  always  will  have,  its 
place  in  selected  cases.  I certainly  do  not 
recommend  the  more  radical  procedure  in  the 
hands  of  unskilled  operators.  However,  I feel 
very  strongly  that  any  pelvic  surgeon  who 
accepts  the  responsibility  of  performing  a sub- 
total should  be  sufficiently  competent  and  ex- 
perienced to  perform  a total  hysterectomy  if  the 
necessity  arises. 


A RECORD  YEAR  IN  SOCIAL  HYGIENE 

New  York  City  has  taken  a place  in  the  fore- 
front of  the  nationwide  effort  to  reduce  syphilis 
and  gonorrhea,  says  the  report  of  the  city  Bureau 
of  Social  Hygiene.  The  individuals  treated  in 
1938  totalled  31,109,  an  increase  of  41  per  cent 
over  1937.  Treatments  administered  totalled 
501,265,  an  increase  of  24  per  cent  over  1937. 
The  decrease  in  the  number  of  treatments  per 
patient  has  been  brought  about  by  consulta- 
tion and  improved  treatment,  and  represents 
increased  clinical  efficiency.  Delinquent  cases 
are  followed  up  by  social  service  workers;  in 
1938,  16,712  lapsed  cases  were  returned  to  treat- 
ment. In  addition,  8,308  contacts  and  804 
named  sources  of  infection  were  brought  in  for 
examination;  of  these,  11.5  per  cent  and  20.5 
per  cent,  respectively,  were  found  diseased. 

To  aid  private  physicians  in  discovering,  treat- 
ing, and  controlling  syphilis  among  their  patients, 
free  blood  tests,  darkfield  examinations,  smears 
and  intradermal  tests  for  lymphogranuloma  in- 
guinale are  performed.  The  services  of  medical 


and  nurse  epidemiologists  and  investigators  are 
available  to  private  physicians  for  consultation, 
to  follow  up  lapsed  cases,  and  to  locate  sources  of 
infection  and  contacts.  During  1938,  1,009 
physicians  were  visited  and  interviewed. 

To  enable  as  many  patients  as  possible  to  con- 
tinue under  the  care  of  private  physicians,  529,- 
500  doses  of  drugs  for  the  treatment  of  syphilis 
were  distributed  during  1938  to  private  physi- 
cians and  hospitals.  Of  these,  426,130  or  80 
per  cent  were  distributed  to  private  physicians 
and  the  remainder  to  hospitals.  The  amount 
distributed  to  private  physicians  is  equivalent  to 
the  439,620  syphilis  treatments  given  by  Health 
Department  clinics  during  1938. 

Private  physicians  have  been  co-operating 
with  the  Bureau  in  its  effort  to  have  syphilis  and 
gonorrhea  reported  properly.  During  1938, 
37,077  cases  of  syphilis  and  12,935  cases  of  gonor- 
rhea were  reported.  This  is  over  four  times  as 
many  as  were  reported  in  1937.  Private  physi- 
cians reported  40  per  cent  of  the  total  cases. 


DOSAGE  SPECIFICATIONS  IN  X-RAY  THERAPY 


Edith  H.  Quimby,  New  York  City 
{Associate  Physicist,  Memorial  Hospital ) 


IN  general,  when  a new  form  of  therapy 
is  discovered,  there  is  a period  during 
its  gradual  acceptance  when  the  expres- 
sion of  its  dosage  undergoes  develop- 
ment. Various  schemes  or  methods  may 
be  suggested,  tried  out,  and  discarded. 
Finally  one  is  adopted,  becomes  familiar, 
its  use  becomes  routine,  and  precautions 
necessary  to  its  correct  employment  are 
taken  automatically. 

The  expression  of  dosage  in  radiation 
therapy  is  still  in  the  developmental  stage, 
although  during  the  past  year  steps  have 
been  taken  to  stabilize  it  by  the  adoption 
of  a satisfactory  unit. 

Time  does  not  permit  any  historical 
consideration  of  the  development  of  vari- 
ous methods  of  dosage  specification;  the 
purpose  of  the  present  paper  is  to  discuss 
the  unit  recently  adopted,  point  out  the 
precautions  which  must  be  observed  in  its 
use,  and  note  its  limitations. 

Almost  ten  years  ago,  at  the  meeting 
of  the  Second  International  Congress  of 
Radiology,  the  roentgen  was  adopted  as 
the  unit  of  quantity  of  x-rays.1  As  de- 
fined at  that  time,  this  unit  could  be  used 
correctly  only  for  the  measurement  in  air 
of  quantity  of  x-rays,  over  a limited  range 
of  quality.  During  the  next  nine  years, 
efforts  were  made  continually  to  extend 
its  use  both  to  higher  voltage  x-rays  and 
gamma  rays  in  air,  and  to  all  qualities 
of  radiation  in  tissue.  Finally,  at  the 
Fifth  International  Congress,  in  1937,  the 
definition  of  the  roentgen  was  changed  to 
facilitate  its  use  in  these  aspects  of  the 
problem.2  The  roentgen  is  now  defined 
as  that  quantity  of  radiation  whose  cor- 
puscular emission  produces  in  0.001293 
Gm.*  of  dry  air  one  electrostatic  unit  of 

* 0.001293  Gm.  is  the  mass  of  1 cc.  of  dry  air  under 
standard  conditions. 

t Experiments  are  being  conducted  to  determine  the 
extent  of  the  differences  between  ionization  in  air  and 
in  gases  having  the  same  composition  as  tissue.3 


charge  of  either  sign.  Nothing  is  said 
about  the  manner  in  which  the  measure- 
ment shall  be  made,  the  necessary  pre- 
cautions, or  the  limitations  of  the  results. 
Such  measurement,  for  hard  radiations, 
and  for  radiations  in  tissues,  is  one  of  the 
problems  occupying  radiologic  physicists 
at  the  present  time.  It  is  being  necessary 
to  develop  special  types  of  ionization 
chambers  to  be  sure  that  all  the  ions  cor- 
rectly included  are  measured,  and  that  no 
extraneous  ones  are  introduced.  The  de- 
velopment of  correct  measuring  methods 
is  the  problem  of  the  physicist  rather  than 
that  of  the  practicing  radiologist;  ac- 
cordingly, a discussion  of  this  aspect  of  the 
problem  is  hardly  desirable  at  the  present 
time. 

Assuming  that  a correct  measurement 
is  possible,  let  us  consider  what  is  actually 
meant  when  one  speaks  of  air  dose  or 
of  tissue  dose  in  terms  of  roentgens. 
Throughout  any  beam  of  x-rays,  the  mat- 
ter traversed  is  being  ionized.  It  is  as- 
sumed that  biologic  reactions  are  a direct 
consequence  of  this  ionization,  and  that  a 
definite  relation  exists  between  the  amount 
of  ionization  and  the  effect  to  be  expected. 
Ionization  in  the  tissues  cannot  be  meas- 
ured directly  at  the  present  time;  how- 
ever, under  proper  conditions  the  ioniza- 
tion in  an  extremely  small  volume  of  air 
in  the  midst  of  tissue  can  be  determined. 
Since  the  composition  of  air  and  that  of 
tissue  are  quite  similar,  it  may  be  assumed 
for  dosage  purposes  that  equal  ionization 
is  produced  in  equal  masses  of  air  and 
of  tissue,  f 

For  the  calibration  of  the  x-ray  tube, 
on  which  rests  the  determination  of  the 
dose  in  air  in  any  particular  case,  a par- 
ticular small  volume  of  air  is  selected,  in 
the  center  of  the  beam  and  at  a definite 
distance  from  the  target,  and  the  number 
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TABLE  I — Number  of  Roentgens  Delivered  at  Center  of  Various  Skin  Fields  for  100  Roentgens  in  Air 


Half  Value  . Area  of  Field,  Sq.  Cm. 


Voltage  Kv. 

Filter 

Layer 

5 

10 

25 

50 

100 

200 

400 

(Const.  Pot.) 

Mm. 

Mm.  Cu. 

No.  of  r for  100 

r in  Air 

100 

0 

0.035 

110 

114 

117 

121 

124 

126 

128 

150 

5 A1 

0.3 

114 

118 

124 

130 

134 

140 

147 

200 

0.5  Cu. 

1.0 

114 

118 

124 

130 

136 

143 

149 

200 

2.0  Cu. 

2.0 

109 

112 

117 

121 

126 

131 

136 

of  ions  produced  in  it  is  measured.  The 
weight  of  this  small  volume  of  air  can  be 
found  from  standard  tables,  and  the  num- 
ber of  ions  per  0.001293  Gm.  determined. 
One  electrostatic  unit  of  charge  consists 
of  4.19  X 1010  ions;  that  is,  they  repre- 
sent the  effect  in  this  amount  of  air  of  one 
roentgen.  The  number  of  roentgens  thus 
determined  is  spoken  of  as  the  output  of 
the  tube. 

If  the  attention  be  concentrated  on  a 
minute  volume  of  air  in  the  x-ray  beam, 
which  may  be  taken  as  representative  of  a 
minute  volume  of  tissue,  the  discussion  of 
the  meaning  of  dosage  specifications  will 
be  facilitated.  Consider,  first,  this  vol- 
ume in  air,  as  the  calibration  is  made. 
Every  roentgen  passing  through  it  pro- 
duces ions  in  it  at  the  rate  specified  by  the 
calibration;  this  is  the  result  of  the  air 
dose.  If,  now,  a patient  is  brought  di- 
rectly under  this  small  volume  of  air,  the 
ionization  in  it  is  markedly  increased,  be- 
cause, in  addition  to  the  primary  beam, 
there  is  now  radiation  scattered  back  by 
the  body  of  the  patient.  The  amount  of 
this  scatter  will  depend,  among  other 
things,  on  the  size  of  the  irradiated  area. 
It  is  well  known  that,  whereas  the  size  of 
the  diaphragm  in  general  has  little  or  no 
influence  on  the  ionization  at  the  center 
of  the  beam  in  air,  the  size  of  the  field  is 
very  important  in  a consideration  of  back- 
scatter.  With  a small  one,  very  little  of 
the  patient’s  body  contributes  to  the 
effect,  so  that  the  increase  in  ionization 
will  be  slight,  whereas  with  a large  one  it 
will  be  greater.  Actually,  with  a very 
large  field  it  may  amount  to  more  than  50 
per  cent  of  that  caused  by  the  primary 
beam.  It  is  the  sum  of  the  primary  and 
back-scattered  radiation,  represented  by 
this  total  ionization,  which  is  effective  in 
the  patient’s  skin  in  the  region  repre- 


sented by  the  minute  volume  of  air  under 
consideration. 

It  is  evident  that  if  only  a thin  part  of 
the  body  is  irradiated — a hand,  for  in- 
stance— less  back-scatter  will  result,  for 
any  size  of  field,  than  for  a thick  part. 

Moreover,  it  is  true  that  different 
qualities  of  radiation  are  scattered  differ- 
ently. The  maximum  back-scatter  is  ob- 
tained with  radiation  having  a half  value 
layer  of  about  half  a millimeter  of  copper ; 
this  is  obtained  at  about  150  kv.  and  4 or 
5 mm.  of  aluminium  filter  (so-called  “in- 
termediate voltage”) ; for  either  harder  or 
softer  radiation  it  becomes  progressively 
less. 

From  these  considerations  it  is  evident 
that,  whereas  a dose  of  radiation  in  air 
can  be  determined  simply  from  the  calibra- 
tion of  the  machine,  the  dose  effective  on 
the  surface  of  the  body  can  be  found  only 
when  the  back-scatter  factor  is  known  for 
the  proper  quality  of  radiation,  size  of 
field,  and  thickness  of  underlying  ma- 
terial. Of  course,  if  a properly  designed 
ionization  chamber  could  be  put  on  the 
skin  at  the  center  of  the  field,  the  number 
of  roentgens  passing  through  that  region 
could  be  read  directly.  Unfortunately, 
most  of  the  available  small  chambers 
have  wall  effects  and  other  peculiarities 
which  make  them  inaccurate.  However, 
with  the  extensive  tables  which  are  now 
available,  it  is  a simple  matter  to  deter- 
mine the  skin  dose  when  the  air  dose  and 
treatment  details  are  known.  Table  I 
shows  the  skin  dose,  for  100  roentgens  in 
air,  for  four  qualities  of  radiation  com- 
monly used,  for  a wide  range  of  fields,  as- 
suming enough  underlying  material  to 
assure  the  maximum  back-scatter.  Com- 
prehensive tables  of  this  sort  are  pub- 
lished elsewhere.4 

It  should  be  stated  that  distance  from 


March  15,  1939]  DOSAGE  SPECIFICATIONS  IN  X-RA  Y THERAPY 


511 


TABLE  II — Number  of  Roentgens  Delivered  at  Various  Depths  in  Fields  of  Various  Sizes,  for 

100  Roentgens  in  Air 


200  Kv.  (Const.  Pot.)  0.5  Mm.  Cu.  Filter.  H.  V.  L.  1.0  Mm.  Cu. 

Area  of  Field,  Sq.  Cm. 

5 10  25  50  100  200  400 

Depths Number  of  Roentgens  for  100  Roentgens  in  Air — ^ 

Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm.  50  Cm.  70  Cm. 
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118 
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111 
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43 
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50 
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45 

53 

10 

17 

19 

19 

21 

26 

29 

32 

15 

6 

7 

8 

9 

11 

13 

16 

the  source  (at  least  within  the  limits  used 
in  therapy)  has  no  effect  on  the  relation  of 
skin  dose  to  air  dose.  Of  course  the  dis- 
tance affects  the  amount  of  radiation 
reaching  a given  point  in  a given  time; 
the  farther  away  the  source  the  longer  it 
takes  to  deliver  a given  amount  of  radia- 
tion. But  for  the  same  irradiated  area 
and  the  same  quality  of  radiation,  sub- 
stantially the  same  percentage  is  scattered 
back. 

In  the  measurement  of  dosage  within 
the  body,  the  number  of  ions  produced 
per  0.001293  Gm.  in  a vanishingly  small 
volume  of  air  in  the  location  under  con- 
sideration must  be  determined,  in  order 
to  obtain  what  at  present  appears  to  be 
the  most  direct  measure  of  tissue  dose. 
Obviously  in  general  even  if  the  skin  dose 
could  be  obtained  by  direct  measurement 
on  the  patient,  the  depth  dose  could  not, 
since  only  rarely  can  the  measuring  instru- 
ment be  introduced  into  the  body.  How- 
ever, with  suitable  chambers  and  phan- 
toms it  is  possible  to  make  measurements 
which  can  be  used  to  express  the  tissue 
dose  under  any  given  set  of  conditions. 
Table  II  shows  the  number  of  roentgens 
delivered  at  various  depths  in  fields  of 
various  sizes,  per  100  roentgens  in  air,  for 
radiation  at  200  kv,  0.5  mm.  copper  filter, 
half  valuelayer  1 mm.  copper,  for  50  and  70 
cm.  target-skin  distances.  Of  course  the 
values  for  zero  depth  are  the  same  as 
those  for  the  skin  dose  in  Table  I,  for  this 
quality  of  radiation. 

Although  the  distance  makes  no  differ- 
ence in  the  relation  of  the  skin  dose  to  the 
air  dose,  it  does  make  a considerable  dif- 
ference in  the  relation  of  the  depth  dose 
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to  either  the  skin  or  the  air  dose.  This  is 
purely  a matter  of  geometry;  for  this 
reason,  when  depth  doses  have  been 
found  for  one  distance,  they  may  be  calcu- 
lated for  others,  within  reasonable  limits. 

It  is  important  that  measurements  used 
for  determining  tissue  doses  shall  have 
been  made  in  phantoms  comparable  in 
size  with  the  part  of  the  body  undergoing 
treatment.  The  use  of  data  obtained 
with  large  phantoms  to  specify  doses  in 
smaller  portions  of  the  body,  such  as  the 
limbs  or  neck,  may  introduce  errors  be- 
cause of  the  difference  in  the  actual 
amounts  of  scattering  material  in  the  two 
cases.  Tables  will  be  available  in  the  near 
future  for  depth  doses  for  various  fields, 
distances,  qualities  of  radiation,  and  parts 
of  the  body. 

Consider  now  what  is  really  meant 
when  the  dose  of  radiation  delivered  to 
the  patient  is  expressed  in  roentgens, 
both  on  the  skin  and  in  the  tumor.  It  is 
the  amount  of  radiation  passing  through 
the  region  which  is  specified;  it  is,  how- 
ever, the  resulting  ionization  which  is  im- 
plicitly thought  of.  For  example,  sup- 
pose that  a lesion  is  so  situated  that  it  can 
be  irradiated  through  an  anterior  and  a 
lateral  field,  being  10  cm.  below  the  sur- 
face in  the  former  and  7 cm.  in  the  latter 
case.  Using  200  kv.,  0.5  mm.  copper,  and 
a 50  cm.  distance,  1,000  r measured  in  air 
are  given  to  a 100  sq.  cm.  anterior  port 
and  to  a 50  sq.  cm.  lateral  one.  The 
amount  of  radiation  effective  on  the  skin 
can  be  determined  from  Table  I,  1,360  r 
for  the  larger,  and  1,300  r for  the  smaller 
field.  This  means  that  ionization  is  pro- 
duced in  these  two  regions  as  already  dis- 
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cussed.  As  the  two  beams  pass  through 
the  body,  each  produces  ions  throughout 
its  path — the  manifestation  of  the  depth 
dose.  This  becomes  less  per  unit  volume 
as  the  depth  increases,  because  of  the  ab- 
sorption and  scattering  of  the  radiation 
as  well  as  because  of  the  geometric 
spreading  of  the  rays.  For  any  depth  in 
either  field,  in  this  particular  case,  the 
depth  dose  can  be  determined  from  Table 
II.  In  the  region  of  the  tumor,  where  the 
beams  cross,  the  ionization  produced  by 
each  is  independent  of  the  other,  and  the 
total  effect  is  due  to  their  sum.  In  this 
instance,  at  the  center  of  the  tumor,  the 
depth  dose  is  410  r from  the  larger  beam 
and  530  r from  the  smaller  (the  depth  for 
this  latter  being  less) , 940  r altogether. 

It  is  evident  that,  while  it  is  correct  to 
add  the  doses  to  the  tumor  from  two  (or 
more)  different  ports,  and  state  the  tumor 
dose  as  the  total,  it  is  not  correct  to  add 
the  doses  to  all  the  skin  fields  and  state 
this  as  the  dose  administered  to  the 
patient.  As  a matter  of  fact,  the  main 
reason  for  stating  the  skin  dose  is  to  give 
some  idea  of  the  skin  reaction  to  be  ex- 
pected. This  cannot  be  had  from  a mere 
knowledge  of  the  total  number  of  roent- 
gens; it  is  necessary  to  know  also  the 
number  of  ports  and  the  division  of  the 
roentgens  among  them.  One  would  not 
say  that  a patient  received  four  erythema 
doses  to  his  skin,  if  he  actually  received 
one  erythema  dose  to  each  of  four  fields; 
the  statement  of  total  skin  dose  in  roent- 
gens has  just  as  little  meaning. 

It  has  been  customary  in  this  country 
to  express  tissue  doses  in  terms  of  some 
form  of  erythema  dose.  The  transition 
to  roentgens  is  not  difficult,  but  there  are 
some  errors  which  must  be  avoided.  The 
relation  between  the  two,  for  the  standard 
threshold  erythema  dose  and  a particular 
field  and  quality  of  radiation,  is  given  in 
Table  III.  One  threshold  erythema  dose, 
in  air , for  the  specified  field,  is  500  r ; this 
means  680  r on  the  skin  (36  per  cent  back- 
scatter).  Of  this  skin  dose,  percentage 
depth  doses  can  be  taken  as  usual.  But 
percentage  depth  dose,  based  on  100  per 
cent  at  the  surface,  cannot,  of  course,  be 
applied  to  the  roentgen  dose  as  specified 


TABLE  III. — Relation  between  Threshold 
Erythema  Doses  and  Roentgens 

200  Kv.  0.5  Mm.  Cu.  Filter.  1.0  Mm.  Cu.  H.V.L. 
100  Sq.  Cm.  Field.  50  Cm.  Target-Skin  Distance. 
1 T.  E.  D.  = 500  Roentgens  in  Air 


Number 

Percentage 

of 

Percentage 

OF 

Depth 

Roentgens 

of 

Surface 

Cm. 

to  Tissue 

Air  Dose 

Dose 

T.E.D. 

0 

680 

136 

100 

1 

1 

665 

133 

98 

0.98 

2 

605 

121 

89 

0.89 

3 

535 

107 

79 

0.79 

5 

400 

82 

60 

0.60 

7 

305 

61 

45 

0.45 

10 

205 

41 

30 

0.30 

15 

110 

22 

16 

0.16 

in  air.  On  the  other  hand,  if  the  tissue 
dose  has  been  worked  out  in  roentgens 
from  the  start,  and  it  is  desired  to  trans- 
late this  into  erythema  doses  for  the  sake 
of  comparison  with  old  data,  it  must  be 
remembered  that  the  number  of  roentgens 
to  be  taken  for  the  erythema  dose  is  that  in- 
cluding back-scatter , not  that  in  air.  In 
other  words,  to  translate  the  roentgen 
doses  in  Table  II  into  threshold  erythema 
doses,  for  the  100  sq.  cm.  field,  the  ery- 
thema dose  is  680  r,  not  500  r,  for  this 
particular  quality  of  radiation.  (This 
applies  strictly  only  to  radiation  delivered 
at  a fairly  high  rate  and  in  one  sitting.  If 
the  treatment  is  protracted  or  fraction- 
ated, the  number  of  roentgens  per  actual 
erythema  dose,  whether  specified  in  air 
or  on  the  skin,  will  be  greater.  However, 
in  practice  the  total  radiation  delivered  is 
often  specified  in  terms  of  a total  number 
of  erythema  doses,  no  allowance  being 
made  for  a time  factor.  In  such  a case  it 
is  most  important  to  state  the  magni- 
tudes of  the  individual  doses  and  the  in- 
tervals between  them.) 

In  any  complete  scheme  of  specifica- 
tion of  radiation  dosage,  it  is  necessary  to 
state  the  quality  as  well  as  the  quantity 
of  the  radiation.  This  is  conventionally 
done  by  the  half  value  layer  of  the  radia- 
tion in  some  convenient  metal — alumi- 
nium, copper,  or  tin,  depending  on  the 
voltage  range.  Such  measurements  are, 
of  necessity,  made  on  the  primary  beam 
in  air. 

If  the  quality  of  the  radiation  had  no 
influence  on  the  biologic  result  to  be  ex- 
pected, it  could  be  ignored;  a given  num- 
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ber  of  ions  produced  in  a certain  region 
would  produce  the  same  effect,  regardless 
of  the  wave  length  of  the  rays  producing 
them.  In  such  a case,  if  a lesion  were 
treated  with  a combination  of  soft  x-rays 
and  gamma  rays,  it  would  be  legitimate 
to  express  the  total  dose  by  a direct  addi- 
tion of  the  numbers  of  roentgens  in  the 
two  cases.  However  it  is  not  at  all  certain 
that  this  is  the  case  in  general,  and  it  is 
well  known  that  in  some  instances,  especi- 
ally in  the  skin  reaction,  the  effect  pro- 
duced by  a given  dose  is  dependent  on  the 
quality  of  the  primary  beam. 

As  the  radiation  passes  through  the 
body,  its  average  quality  changes;  it  be- 
comes softer.  As  energy  from  the  rays  is 
used  up  in  producing  ionization,  that  re- 
maining becomes  steadily  less,  on  the 
average.  Even  if  the  beam  is  fairly  homo- 
geneous as  it  enters  the  body,  it  becomes 
more  and  more  heterogeneous  as  its  com- 
ponent rays  undergo  varying  amounts  of 
absorption  and  scattering.  It  is  evident, 
therefore,  that  if  a lesion  is  at  quite  differ- 
ent distances  from  various  skin  portals, 
the  quality  of  radiation  it  receives  may  be 
different  for  different  beams,  even  if  the 
initial  qualities  were  the  same.  For  deep- 
seated  tumors  this  difference  is  probably 
not  enough  to  be  significant.  There  is, 
however,  one  case  in  which  attention  might 
well  be  paid  to  it,  and  that  is  in  connection 
with  the  exit  dose.  This  is  the  amount  of 
radiation  delivered  on  any  skin  surface  by 
a beam  which  has  previously  traversed 
the  body;  for  example,  the  amount  de- 
livered on  one  side  of  the  neck  by  the 
beam  which  was  incident  on  the  other 
side.  With  penetrating  radiation  and 
small  body  thickness,  this  contribution 
may  be  considerable.  It  consists  of 
radiation  definitely  softer  than  the  pri- 
mary beam,  and  hence  more  effective  in 
producing  skin  reaction.  Simple  addition 
of  the  numbers  of  roentgens  in  the  two 
parts  of  the  dose  on  this  skin  field  might 
give  a false  idea  of  the  reaction  to  be  ex- 
pected. The  portion  which  is  due  to  the 
exit  dose  may  exert  an  unduly  large  influ- 
ence. This  is  one  good  reason  for  so  ar- 
ranging the  fields  (when  possible)  that  the 


port  of  exit  does  not  coincide  with  the 
port  of  entry  of  another  beam. 

In  addition  to  all  these  physical  con- 
siderations, it  must  not  be  lost  sight  of 
that  certain  biologic  considerations  are 
significant.  The  intrinsic  factors  of  rela- 
tive sensitivity  of  various  organs  and 
various  types  of  diseased  tissue,  as  well  as 
of  the  whole  individual,  are  matters  for 
the  radiologist  to  consider  in  any  plan  of 
treatment.  The  extrinsic  factors  con- 
cerned with  the  rate  of  administration  of 
the  radiation,  that  is,  the  fractionation 
and  the  protraction,  play  an  important 
part.  In  order  to  specify  the  biologically 
effective  dose  over  a period  of  time,  some 
means  must  be  found  to  express  the  net 
biologic  effect,  allowing  for  tissue  recov- 
ery. This  is  not  a simple  problem,  nor 
can  results  obtained  for  any  one  organ 
or  tissue  be  applied  to  any  other  without 
further  investigation.  Experimental  work 
on  laboratory  biologic  media  has  no  direct 
application  to  human  reactions.  Obser- 
vations on  the  behavior  of  the  human  skin 
form  the  basis  for  most  of  the  systematic 
study  of  recovery  up  to  the  present  time. 
Early  efforts  along  these  lines  were  di- 
rected toward  the  finding  of  a constant 
daily  recovery  factor,  which  was  de- 
pendent on  the  quality  of  the  radiation. 
Later  it  was  shown  experimentally  that, 
during  a series  of  treatments,  much 
greater  recovery  takes  place  in  the 
twenty-four  hours  following  the  first  one 
than  in  any  subsequent  equal  period. 
Previously  unirradiated  skin  combats  the 
action  of  the  rays  more  strongly  than  that 
which  has  undergone  any  degree  what- 
ever of  radiation  damage.  During  a 
course  of  repeated  irradiations,  recovery 
on  successive  days  is  progressively  less 
until  a point  is  reached  (if  the  treatment 
is  carried  on  long  enough)  after  which 
damage  is  permanent.  There  are,  how- 
ever, no  very  definite  data  on  the  rate  of 
recovery  of  other  tissues.  Probably 
under  certain  conditions  each  tissue  has 
its  own  recovery  rate. 

In  some  cases  the  accumulated  dose  in 
the  skin  can  be  satisfactorily  calculated 
on  the  basis  of  published  tables,  but  this 
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work  is  still  incomplete.  No  data  are  as 
yet  available  for  determining  the  accumu- 
lation of  dosage  in  any  other  human 
tissues. 

Since  the  method  of  dosage  specifica- 
tion in  radiation  therapy  is  still  definitely 
in  the  developmental  stage,  it  should  be 
urged  upon  all  radiologists  in  recording 
their  treatments,  to  note  all  possible  fac- 
tors, both  physical  and  biologic.  With 
these  available,  the  data  will  be  useful  at 
any  future  time,  even  though  units  may 
still  undergo  considerable  change. 

References 

1.  Report  of  the  International  X-Ray  Unit  Com- 
mittee, after  the  Second  International  Congress  of 
Radiology,  Am.  J.  Roentgenol,  and  Rad.  Ther.,  20:  470 
(1928). 

2.  Report  of  the  International  Committee  for  Radio- 
logical Units,  after  the  Fifth  International  Congress  of 
Radiology,  Radiology,  29:  634  (1937). 

3.  Naidu,  R.:  Ionization  in  Air  and  in  Gas  Mixtures 

Approximating  Composition  of  Tissues.  To  be  pub- 
lished in  Am.  J.  Roentgenol,  and  Rad.  Ther.,  1939. 

4.  Quimby,  Edith  H.,  Marinelli,  L.  D.,  and  Farrow, 

J.  H. : A Study  of  Back-Scatter.  Am.  J.  Roentgenol, 

and  Rad.  Ther.  39:799  (1938). 

Discussion 

Dr.  Harriet  C.  McIntosh,  New  York  City — 
While  current  schemes  of  dosage  administration 
might  go  on  about  as  well  measured  in  per- 
centages as  in  roentgens,  the  enlarged  and  clarified 
picture  of  what  we  are  actually  doing,  as  illus- 
trated by  this  paper,  has  certainly  put  us  another 
good  step  forward  in  our  attack  on  the  dosage 
problem,  and  correspondingly  narrowed  the  No 
Man’s  Land  that  still  exists.  It  is  striking  to 
realize  how  much  of  this  mapping  and  surveying 
of  uncharted  territory  Mrs.  Quimby  herself  is  re- 
sponsible for,  but  there  is  still,  as  we  know,  much 
undiscovered  or  incompletely  surveyed.  Mrs. 
Quimby’s  contribution  today  is  based  on  single 
doses,  or  closely  massed  fractions.  What  about 
the  values  obtained  in  ionizing  a fragment  of  car- 
cinoma tissue  in  the  center  of  the  pelvis  by  inter- 
mittent treatments,  a few  minutes  or  an  hour  per 
day  out  of  40  successive  twenty-four-hour  days? 
We  are  in  acute  need  of  knowing  more  about 
that.  What  if  ionization  at  depth,  while  physi- 
cally quantitative,  is  in  as  yet  unmeasured  ways 
biologically  qualitative — in  other  ways,  I mean, 
than  the  matter  of  the  exit  dose?  We  need  to 
know  about  that,  just  as  badly. 

One  minor  but  practical  suggestion  occurs  to 
me  about  this  most  interesting  paper.  I won- 
der if  Mrs.  Quimby  will,  when  this  paper  is 
published,  or  as  soon  as  possible  thereafter,  give 
us  the  equivalents  of  these  tables  with  several 


other  of  the  filters  commonly  used,  such  as  1 mm. 
of  copper,  or  the  Thoraeus  ? 

But  sufficient  unto  the  day  is  the  illumination 
thereof.  I wish  to  express  my  great  appreciation 
of  the  privilege  of  listening  to,  and  of  discussing, 
Mrs.  Quimby’s  most  valuable  paper. 

I have  had  the  privilege  of  intermittent  asso- 
ciation with  Mrs.  Quimby  for  a goodly  number  of 
years,  and  to  my  immeasurable  advantage. 
Through  countless  visits  and  telephone  conversa- 
tions she  has  resolved  for  me  many  perplexities, 
and  eased  many  emergency  tight-spots,  always 
with  kindness  and  patience,  occasionally  with  a 
firm  hand.  And  one  of  the  most  firm-handed  of 
her  precepts  was  this:  “Remember,  we  have  no 
right  at  present  to  try  to  express  depth  doses  in 
roentgens.”  I have  felt  the  weight  of  this  dic- 
tum in  various  cross-firing  problems,  particu- 
arly  in  some  studies  I made  correlating  depth 
dose  with  lung  changes  in  pulmonary  radiation. 
Now  I rejoice  that  she  has  arrived  at  the  point  of 
permitting  herself  and  us  to  measure  depth 
doses  in  roentgens.  Most  of  us  have  done  it, 
roughly  and  in  contraband  fashion  I imagine,  to 
express  relative  values  to  ourselves  or  make 
them  more  graphic  to  a clinician.  And  I wonder, 
in  passing,  how  many  of  us  have  exemplified 
cultural  lag  by  doing  this  without  stopping  to 
think  about  back-scatter? 

Suppose  we  are  going  to  do  a little  mild  ionizing 
of  the  pituitary  (I  refrain  from  calling  it  stimula- 
tion, or  depression),  in  an  amenorrhea  case.  We 
say  “300  r through  a lateral  port,  head  16  cm. 
thick  laterally,  pituitary  at  8 cm.,  value  with 
such  and  such  factors  of  30  per  cent  at  depth  of 
8 cm. — about  90  r.”  Whereas  from  Mrs.  Quim- 
by’s chart  it  would  be  114  r.  Not  a great  error, 
perhaps,  in  this  low  dose  radiation,  but  a danger- 
ous example  of  loose  thinking.  How  much 
sounder  ground  are  we  on  now  that  we  have  a 
proved  right  to  say,  “I  will  ionize  such  and  such 
tissue  at  such  and  such  depths  to  the  value  of  so 
many  roentgens.” 

Dr.  Carl  B.  Braestrup,  Physicist,  New  York 
City — Dr.  Quimby  has  very  completely  covered 
the  important  subject  of  dosage  expression  as 
well  as  the  significance  of  the  various  physical 
factors  applied  in  roentgen  therapy. 

The  described  method  of  dosage  specification 
deserves  particular  attention  as  it  conforms 
closely  to  that  of  the  Standardization  Committee 
of  the  Radiological  Society  of  North  America. 
Its  recommendations  were  published  in  the  form 
of  standard  dosage  charts  in  the  May,  1937, 
issue  of  Radiology.  The  general  adoption  of 
these  charts  would  assure  a more  uniform  method 
of  dosage  expression,  with  ample  accuracy  for 
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clinical  purposes.  I believe  Dr.  Quimby’s  clear 
exposition  will  do  much  to  encourage  the  em- 
ployment of  all  dosage  factors. 

However,  a distinction  should  be  made  be- 
tween the  factors  controlling  the  incident  radia- 
tion and  the  dose  of  the  skin  or  underlying  tissue. 
The  quality  and  quantity  of  the  primary  beam 
have  been  determined  with  accuracy  for  the  past 
eight  or  ten  years.  On  the  other  hand,  the  meas- 
urement of  the  surface,  and  particularly  of  the 
depth  dose,  is  still  in  the  experimental  stage. 
Varying  results  have  been  reported  for  identical 
conditions,  depending  upon  the  method  of  meas- 
urements. While  the  figures  shown  today  may 
be  the  ultimate — although  no  such  claim  is 
made — there  is  still  the  possibility  of  further  im- 
provement in  the  determination  of  the  tissue 
dose.  Its  evaluation,  therefore,  should  serve 
mainly  as  a guide  to  the  most  effective  treatment 
plan.  For  the  duplication  of  technics,  the 
factors  of  the  incident  radiation  are,  in  my 
opinion,  more  important. 

For  instance,  even  if  the  tables  of  the  latest 
book  on  dosimetry  are  used,  the  values  of  back- 
scattering  are  different  from  the  factors  shown 
today.  Dr.  Quimby’s  table,  as  well  as  our  own 
measurements,  indicated  a definite  decrease  in 
back-scattering,  with  increased  ray  quality  in  the 
range  of  deep  therapy.  Yet,  in  this  recent  publi- 
cation no  such  change  is  shown.  We  found  a 
somewhat  less  decrease  than  Dr.  Quimby  re- 
ported but  that  may  be  explained  by  the  fact  that 
our  measurements  were  made  with  pulsating  po- 
tential. I understand  that  Dr.  Quimby  used  con- 
stant potential  and  therefore  possibly  with  a 
radiation  of  greater  homogeneity  for  the  same 
half -value  layer. 

It  is  stated  that  if  only  a thin  part  of  the  body, 
the  hand,  for  instance,  does  the  scattering  less 
radiation  will  be  scattered  back.  This,  of  course, 


is  true,  but  only  if  the  hand  is  held  free  in  air 
without  any  support  of  underlying  scattering 
material.  Such  a procedure  is  not  usually 
applied. 

This  brings  up  the  question  of  the  exit  dose. 
We  have  found  it  possible  to  reduce  this  factor 
by  about  8 per  cent,  by  removing  the  underlying 
scattering  mattress.  The  following  factors  were 
used:  200  kv.  peak,  1 mm.  cu.  filter,  H.V.L.  = 1.3 
mm.  cu,  50  cm.  F.S.D.,  10  X 15  cm.  field,  and 
21  cm.  thickness.  This  would  suggest  that  where 
the  exit  dose  is  high,  such  as  with  400  kv.  and 
with  long  focal  distances,  the  patient  could  be 
treated  advantageously  on  a bed  with  a canvas 
top  instead  of  a wooden  table  and  mattress.  Also 
that  the  head  and  neck  could  be  treated  with  less 
exit  dose  when  the  patient  is  sitting  up. 

In  Table  II  was  shown  the  tissue  dose  in  terms 
of  the  incident  radiation  rather  than  in  percen- 
tage of  the  surface  dose.  This  method  has  the 
advantage  that  the  tissue  roentgens  can  be  de- 
rived directly  from  the  r/min.  in  air.  However, 
as  the  skin  dose  usually  is  the  limiting  factor, 
such  figures  do  not  indicate  directly  the  relative 
advantages  of  different  technics. 

Finally,  may  I ask  whether  Dr.  Quimby  in 
general  by  kv.  refers  to  the  peak  or  to  the  con- 
stant potential  equivalent  value  of  the  tube 
voltage?  Also  whether  the  indicated  filters  in- 
clude the  filtration  of  the  tube  and  tube  holder? 
In  the  self-contained  apparatus  neither  factor 
can  be  determined  directly  and  there  seems  to  be 
some  discrepancy  between  the  manufacturer’s 
value  and  those  obtained  by  absorption  measure- 
ments. 

In  conclusion,  I wish  to  emphasize  the  im- 
portance of  Dr.  Quimby’s  paper  which  so  clearly 
demonstrates  the  application  of  accurate  dosage 
expression. 


COURSE  IN  TRAUMATIC  SURGERY 
A spring  course  in  traumatic  surgery  has  been 
arranged  by  Dr.  John  J.  Moorhead,  of  New  York 
City,  for  the  Tioga  County  Medical  Society. 
The  lectures  at  Waverly,  N.  Y.,  will  be  held  at 
6:30  p.m.  at  the  Jenkins  Inn.  At  Owego,  N.  Y., 
the  lectures  will  be  held  at  the  Green  Lantern 
Inn  at  the  same  hour.  On  March  22,  at  Wav- 
erly, Dr.  Henry  H.  Ritter  will  be  heard  on  “Burns 


and  Hand  Infections”;  on  March  29,  at  Owego, 
Dr.  H.  M.  Bergamini,  on  “Care  of  Head  In- 
juries”; on  April  5,  at  Waverly,  Dr.  Willis  W. 
Lasher,  on  “Joint  Injuries”;  on  April  12,  at 
Owego,  Dr.  Emmett  A.  Dooley,  on  “Fractures 
of  the  Forearm  and  Leg”;  and  on  April  19, 
at  Waverly,  Dr.  David  Goldblatt,  on  “Fractures 
of  the  Humerus  and  Femur.” 


GALLBLADDER  DISEASE 

Optimum  Time  for  Operation 

Howard  L.  Prince,  M.D.,  Rochester,  New  York 


AS  I look  back  to  my  internship, 
^ thirty  years  ago,  the  change  in 
surgery  of  gallbladder  disease  is  most 
striking.  At  that  time,  cholecystectomy 
was  an  unusual  operation.  This  was 
because  the  mortality  was  high  as  com- 
pared with  cholecystostomy.  Drainage 
of  the  gallbladder  was  the  general  pro- 
cedure; it  was  applied  to  three  classes  of 
cases : first,  the  normal  gallbladder  which 
was  considered  pathologic  when  the  bile 
was  dark  and  concentrated.  Biopsies 
from  these  bladders  were  practically 
negative.  In  the  second  class  was  the 
slightly  diseased  gallbladder,  with  or 
without  stones ; “strawberry”  gallbladder 
was  a favorite  diagnosis  in  this  class. 
Biopsies  from  these  gallbladders  showed  a 
variable  amount  of  round  cell  infiltration 
and  fibrosis.  In  the  third  class  were  the 
badly  diseased  gallbladders,  usually  with 
hepatitis;  frequently  with  stones  in  the 
ducts,  many  adhesions,  and  often  with 
jaundice.  This  last  class  of  cases  did 
badly.  They  had  fever;  were  dehy- 
drated and,  inasmuch  as  the  preoperative 
and  postoperative  treatment  at  that  time 
usually  led  to  an  increase  in  dehydration, 
many  died.  Cholecystectomy  was  con- 
sidered the  height  of  rashness  in  these 
cases.  The  fact  that  practically  all  of 
the  patients  belonging  to  the  second  class 
— where  the  microscope  showed  definite 
pathologic  changes — had  recurrences  in 
from  one  to  four  years  was  overlooked  be- 
cause patients  were  followed  up  in  only 
occasional  places.  Once  a patient  had 
been  operated  upon  and  developed  a re- 
currence of  symptoms — whether  in  the 
upper  abdomen  or  in  the  lower  abdomen— 
he  was  assured  by  his  lay  and  medical 
friends  that  the  symptoms  were  due  to 
adhesions.  The  first  class — those  we 


now  know  to  have  been  normal  gall- 
bladders— usually  did  well  and  added  to 
the  successful  statistics  of  those  times. 

One  of  the  first  patients  I saw,  on  re- 
turning to  the  small  town  to  take  my 
father’s  practice,  was  a woman  of  eighty- 
four  on  whose  farm  I had  played  as  a boy. 
For  twenty  years,  father  had  known  that 
she  had  gallbladder  disease  and  her  his- 
tory went  back  probably  fifty  years. 
Surgery  had  been  considered  inadvisable 
because  of  the  risks  attendant  on  her 
age.  At  this  time,  her  attacks  of  severe 
pain,  nausea,  vomiting,  and  slight  jaun- 
dice were  following  each  other  so  closely 
as  to  be  almost  continuous.  She  insisted 
upon  the  operation,  regardless  of  risk, 
and  on  the  next  Sunday  morning — be- 
cause Sunday  was  the  day  for  operating 
in  the  country — on  the  kitchen  table  in 
the  farmhouse,  we  removed  the  gall- 
bladder under  local  anesthesia  with  the 
help  of  a few  whiffs  of  chloroform  at  one 
stage.  This  woman  recovered  and  was 
perfectly  well  until  she  died  of  pneumonia 
three  years  later.  In  consultation,  a few 
months  ago,  I saw  a woman  with  a long 
history  of  irregular  indigestion  with 
occasional  attacks  of  severe  pain,  nausea, 
and  vomiting.  About  six  months  before, 
she  had  been  examined  by  a recent  gradu- 
ate of  a very  modem  medical  school  with 
two  years’  hospital  training  behind  him. 
He  had  recognized  the  condition  and 
naively  said  to  me,  “I  told  her  she  might 
have  to  have  something  done  some  time.” 
The  time  had  not  only  arrived  but  the 
boat  had  pulled  out  from  the  dock.  She 
was  intensely  jaundiced,  with  a high 
fever,  and  in  addition  to  chronic  chole- 
cystitis with  stones,  she  had  a carcinoma 
of  the  gallbladder  with  metastases  in  the 
glands  and  in  the  liver. 
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This  shows  that  the  state  of  the  medical 
mind  concerning  gallbladder  disease  has 
not  changed  so  much  as  would  seem  de- 
sirable. The  well  known  ability  of  the 
gallbladder  to  withstand  repeated  attacks 
or  more  or  less  acute  inflammation  has 
clouded  our  perspective.  Thirty  years 
ago,  surgery  had  not  advanced  to  the 
point  of  successfully  handling  the  condi- 
tion; at  present  it  is  capable  of  meeting 
the  situation  successfully  except  in  a few 
instances.  Colp  and  Ginsberg,  in  Annals 
of  Surgery , January,  1937,  remark  that  a 
consideration  of  the  causes  of  death  in 
gallbladder  disease  immediately  discloses 
that,  from  the  practical  standpoint,  they 
fall  in  three  major  groups.  The  first 
group  is  the  one  to  which  we  should  give 
a maximum  amount  of  attention,  for  here 
the  disease  itself  is  the  ultimate  cause  of 
the  fatal  issue.  This  too  large  group  ex- 
ists because  the  opinion  that  cholecystitis 
and  cholelithiasis  are  relatively  benign 
and  harmless  conditions,  subjecting  the 
patient  to  minor  digestive  disturbances 
and  an  occasional  severe  attack  of  colic, 
readily  controlled  by  morphine,  is  still 
too  widely  held.  The  knowledge  that 
cholelithiasis  and  biliary  infection  are 
actually  treacherous  foci  of  chronic  infec- 
tion and  obstruction  should  be  more 
widely  diffused.  The  knowledge  that  a 
prolonged  period  of  persistent  low  grade 
infection  and  of  partial  obstruction  in- 
duces local  changes  which  weigh  the  odds 
heavily  against  successful  surgery  should 
be  more  generally  realized  and  applied. 
Through  all  the  mass  of  literature  there 
is  this  one  point  of  agreement — that  there 
is  a certain  mortality  comprising  a rather 
high  percentage  of  the  total  mortality 
which  is  due  to  delay  in  resorting  to  sur- 
gery. This  delay  is  due  to  the  persistence 
of  the  teachings  of  many  surgeons  of 
years  ago,  driven  to  their  opinions  by 
their  results  at  that  time.  Surgery  was 
struggling  for  its  place  in  the  upper  abdo- 
men. Langenbush  had  done  the  first 
cholecystectomy  in  1882  which  was  char- 
acterized by  the  great  Lawson  Tait  as  an 
operation  “intrinsically  absurd.”  Very 
much  later,  some  eminent  surgeons  scoffed 
about  the  activities  of  their  confreres 


among  the  “cobwebs  in  the  attic.”  All 
this  background  has  had  great  influence  in 
forcing  patients  with  gallbladder  disease 
into  the  upper  age  groups,  by  which  time 
they  have  developed  most  of  the  com- 
plications of  gallbladder  disease  as  well 
as  the  handicapping  features  of  years. 
Years  ago  stones  were  the  most  important 
thing  to  the  surgeon  and  the  contents  of 
every  gallbladder  were  carefully  counted ; 
the  count  was  given  the  patient  and  Mrs. 
Jones  with  four  hundred  gallstones  was  a 
much  more  important  person  than  Mrs. 
Smith  with  two  hundred  gallstones. 

Kehr,  the  Mayos,  Moynihan,  and  many 
others  began  preaching  the  importance  of 
infection  in  the  gallbladder  wall  which 
demanded  removal  of  the  gallbladder 
rather  than  drainage.  As  the  importance 
of  the  patient’s  general  condition  became 
appreciated  and  his  disturbed  physiology 
considered,  cholecystectomy  began  to 
come  into  its  own  as  the  procedure  of 
choice  in  the  handling  of  gallbladder  dis- 
ease. Nevertheless,  it  has  taken  years 
more  to  bring  the  question  as  to  the  best 
time  for  operation  to  the  fore.  Earlier, 
the  high  mortality  of  surgery  had  made 
delay  advisable.  If  the  patient  died  un- 
operated, it  was  an  act  of  God.  Only  the 
toughest  and  best  able  to  survive  ever 
arrived  at  the  operating  table.  In  the 
last  fifteen  years,  more  and  more  men 
have  been  thinking  and  writing  about  the 
desirability  of  early  operation  during  the 
acute  attacks  of  gallbladder  disease.  A 
study  of  the  literature  is  fascinating  and 
thought-provoking — fascinating  in  the 
complexity  of  the  findings.  Anyone  can 
find  numerous  statistics,  researches,  ani- 
mal experiments,  opinions,  etc.,  to  sup- 
port whatever  ideas  he  may  have.  To 
articles  arriving  at  diametrically  op- 
posed conclusions  will  be  attached  long 
bibliographies  surprisingly  alike.  It  is 
thought-provoking  in  that  it  makes  one 
wonder  how  supposedly  equally  intelli- 
gent men  can  arrive  at  such  opposite  no- 
tions based  on  the  same  procedures  in  the 
experimental  laboratory.  My  own  fancy 
is  that  the  true  research  mind  is  very 
much  rarer  than  the  ambitious  research- 
doing body.  The  result  of  this  great  urge 
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to  seek  truth  and  to  publish  it  puts  the  poor 
clinician  further  in  the  fog  in  which  the 
investigator  has  always  considered  him. 
Knowledge  as  to  the  conditions  back  of 
gallbladder  disease  is  about  as  compli- 
cated as  that  back  of  thyroid  disease. 
It  is  time  for  a Huxley;  inasmuch  as  I am 
not  one,  it  will  be  as  an  individual  that  I 
am  going  to  express  my  ideas  as  to  the 
timing  of  surgery  for  gallbladder  disease. 

The  comparison  of  the  diseased  appen- 
dix to  the  diseased  gallbladder  is  not  en- 
tirely justified.  It  is  true  that  both 
conditions  are  dependent  upon  varying 
degrees  of  obstruction  and  infection.  It 
seems  probable  that  disturbed  metabolic 
conditions  have  a more  direct  connection 
with  disease  of  the  gallbladder  than  with 
disease  of  the  appendix.  The  element  of 
bacterial  infection  in  disease  of  the  appen- 
dix has,  undoubtedly,  a more  prominent 
part  than  it  has  in  gallbladder  disease. 
However,  they  have  one  feature  in  com- 
mon that  practically  all  of  us  admit, 
namely : no  one  can  be  certain  of  the  out- 
come of  a given  acute  attack.  The 
chances  of  the  gallbladder’s  coming 
through  without  perforation  are  probably 
better  than  those  of  the  appendix.  On 
the  other  hand,  the  deleterious  effects  of 
continuing  appendiceal  attacks  are  much 
less  devious,  far-reaching,  and  less  de- 
structive of  normal  physiology  than  are 
those  of  continuing  gallbladder  disease. 
That  the  gallbladder  is  of  more  functional 
importance  to  the  body  than  the  appendix 
seems  probable. 

Considering  these  conditions,  it  seems 
to  me  that  we  should  take  a leaf  from  the 
book  of  appendicitis.  We  have  lowered 
the  mortality  and  morbidity  in  disease  of 
the  appendix  by  educating  ourselves  to 
remove  the  appendix  before  the  complica- 
tions of  appendicitis  develop.  We  have 
long  realized  that,  if  we  let  appendicitis 
go  on  to  the  point  where  surgery  is  impera- 
tive, there  is  an  unsavable  minority  be- 
cause of  the  complications  that  have  de- 
veloped which  are  beyond  surgical  con- 
trol. I believe  that  we  should  educate 
ourselves  to  a similar  degree  as  regards 
disease  of  the  gallbladder. 

The  medical  management  of  gallbladder 


disease  has  always  puzzled  me.  Why,  if 
fat  causes  the  gallbladder  to  empty  itself, 
is  it  not  the  logical  diet  to  use?  The  lay 
popularity  of  olive  oil,  years  ago,  was 
empirically  along  this  line.  On  the  other 
hand,  most  patients  with  gallbladder  dis- 
ease tell  us  that  fatty  and  fried  foods  tend 
to  upset  them.  Mock,  Brand,  and  Dol- 
hart,  in  an  article  published  recently,  have 
advised  the  use  of  a fat  diet  in  the  treat- 
ment of  gallbladder  disease,  along  with  a 
cholagogue,  and  some  other  measures. 
They  make  a strong  case  for  the  medical 
treatment  in  quoting  a 33  per  cent  failure 
for  surgical  treatment.  I wonder  about 
this — it  seems  a bit  high. 

I believe  that  once  the  definite  diag- 
nosis of  gallbladder  disease  is  made,  the 
patient  should  be  urged  to  have  surgery 
rather  than  wait  for  the  condition  to  ac- 
quire one  or  all  of  its  complications  and 
force  surgery.  A reasonable  period  of 
medical  treatment  can  be  allowed,  always 
keeping  in  mind  what  has  been  mentioned 
before — that  cholelithiasis  and  biliary 
infection  are  treacherous  foci  of  chronic 
infection  inducing  local  changes  which 
render  medical  care  unavailing  and  weigh 
the  odds  heavily  against  the  success  of 
surgery.  The  experience  of  my  medical 
friends,  in  the  treatment  of  definite  gall- 
bladder disease  is  that,  while  the  patient 
may  be  temporarily  made  more  comfort- 
able, he  still  has  irregular  gassy  indiges- 
tion and,  sooner  or  later,  attacks  of  colic. 
One  doctor  expressed  his  feelings  to  me 
recently  in  these  words,  “You  feel  like  the 
ostrich  with  his  head  in  the  sand.” 

By  definite  diagnosis  of  gallbladder  dis- 
ease, I mean  the  history  of  gassy  indiges- 
tion and  of  strikingly  irregular  type  of 
dyspepsia,  in  the  course  of  which  virtue 
does  not  seem  to  get  its  reward  as  it  is 
supposed  to  do.  Usually  there  are  at- 
tacks of  colicky  pain  in  the  upper  abdo- 
men, perhaps  going  through  to  the  back; 
severe  in  degree;  with  or  without  jaun- 
dice, checked  up  with  a satisfactory  dye 
test  showing  a nonfunctioning  gallbladder 
or  stones — in  other  words,  a complete  pic- 
ture. The  interpretation  of  inconclusive 
dye  tests  is  fraught  with  peril — not  so 
that  of  conclusive  ones.  If,  at  operation, 
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a normal  looking  gallbladder  is  found,  let 
it  alone.  Many  will  not  complain  after- 
wards. It  makes  very  little  difference  to 
the  patient  whether  a functional  gall- 
bladder disease  is  cured  by  Christian 
Science,  drainage,  or  psychoanalysis. 
There  are  times  when  the  most  able  sur- 
geon is  going  to  be  misled  by  a perfect 
history.  Years  ago,  I assisted  the  late 
Dan  Jones  at  an  operation  on  a man  with 
a perfect  picture  of  gallstone  colic;  he 
searched  an  hour  and  a half  and  despite 
the  fact  that  there  were  no  great  mechani- 
cal difficulties,  he  never  did  find  a trace  of 
the  gallbladder.  The  man  lived  for  many 
years  without  having  a recurrence  of 
symptoms.  If  there  is  evidence  of  dis- 
ease, remove  the  gallbladder.  The  ob- 
servation that  gallbladders,  drained  years 
ago,  function  normally  with  a dye  test  is, 
I believe,  explained  by  the  fact  that  many 
normal  gallbladders  were  drained  years 
ago.  On  the  other  hand,  the  observation 
that  gallbladders  drained  years  ago  do 
not  function  by  dye  test  is,  I believe, 
dependent  upon  the  fact  that  the  diseased 
gallbladder  was  drained  when  it  should 
have  been  removed. 

As  to  the  procedure  in  those  cases  seen 
in  a severe  acute  attack,  my  belief  is  that 
they  should  be  operated  upon  immedi- 
ately, unless  their  general  condition  first 
needs  attention.  If  symptoms — tender- 
ness and  muscle  spasm — are  not  greatly 
ameliorated  by  the  end  of  twenty-four 
hours  after  their  onset,  immediate  surgery 
should  be  employed.  If  the  patient  is 
dehydrated,  enough  time  should  be  taken 
to  correct  this  condition,  in  part,  before 
operation.  The  extent  of  the  operative 
procedure  will  be  determined  by  compli- 
cations found ; in  general,  it  will  be  chole- 
cystectomy ; in  particular,  it  will  be 
whatever  is  necessary  because  of  the  com- 
plications of  gallbladder  disease.  Again, 
I wish  to  say  that  no  man  can  foretell  the 
course  of  any  given  attack  of  acute  gall- 
bladder disease.  Waiting  is  generally 
relatively  safe  but  it  is  highly  dangerous 
in  those  cases  where  we  guess  wrong.  In 
those  cases  which  survive,  a more  debris- 
covered  field  is  left  to  be  cleaned  up  next 


time  and  there  is  practically  always  a next 
time. 
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Discussion 

Dr.  Henry  F.  Graham,  Brooklyn — I am  in 
hearty  accord  with  the  opinions  that  have  been 
expressed  in  this  splendid  paper.  The  facts 
now  available  for  study  confirm  us  in  the  belief 
that  a prompt  operation  is  indicated  in  gall- 
bladder disease  whenever  the  condition  of  the 
patient  will  permit  it. 

In  an  analysis  of  100  consecutive  cholecystec- 
tomies for  acute  cholecystitis  from  the  First 
Surgical  Service  of  the  Methodist  Hospital, 
Hoefle  found  a total  mortality  of  9 per  cent. 
When  the  operation  was  performed  within 
forty-eight  hours  of  the  onset  of  the  attack  the 
mortality  was  less  than  4 per  cent.  Between 
two  and  five  days  the  deaths  were  7.4  per  cent 
and  after  five  days  the  fatalities  were  22.7  per 
cent.  Or,  to  put  it  another  way,  5 out  of  the  9 
deaths  were  in  cases  that  had  a gangrenous  or 
perforated  gallbladder  at  the  time  of  operation. 
It  is  generally  admitted  that  the  incidence  of 
gangrene  in  acute  cholecystitis  is  20  per  cent. 

I have  recently  collected  167  cases  of  acute 
cholecystitis  that  were  operated  upon  within 
forty-eight  hours  of  the  onset  of  the  acute  attack. 
Seventy-one  cases  were  from  the  Methodist 
Hospital  and  50  from  the  New  York  Hospital. 
The  remainder  were  found  in  the  literature  and 
contributed  by  Stone  and  Walters  by  letter. 
The  mortality  was  3.59  per  cent  for  operation 
within  forty-eight  hours.  Compare  this  with 
the  results  of  conservative  treatment  as  shown 
in  the  splendid  paper  by  Pennoyer  in  the  April 
number  of  the  Annals  of  Surgery,  namely,  10  per 
cent  mortality  in  300  cases.  This  is  not  a criti- 
cism of  the  treatment  given  to  his  cases,  merely 
a plea  for  promptness  in  advising  operation  by 
both  family  physician  and  surgeon. 

Goldish  and  Gillespie  have  shown  that  those 
who  die  following  operation  for  gallbladder 
disease  average  ten  years  older  than  those  who 
live.  Glenn  gives  many  interesting  figures  in 
the  April  number  of  the  American  Journal  of 
Surgery.  He  reports  170  consecutive  cases  of 
acute  cholecystitis  treated  at  the  New  York 
Hospital  by  early  operation  with  a mortality  of 
3.57  per  cent.  In  about  50  cases  of  acute  chole- 
cystitis under  40  years  of  age  there  were  no 
deaths.  In  69  patients  with  symptoms  for  less 
than  one  year  no  postoperative  deaths  occurred. 
With  a history  of  more  than  five  years  of  gall- 
bladder disease  the  mortality  after  operation 
was  15  per  cent.  He  states  that  the  two  factors 
most  responsible  for  mortality  after  operation 
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are  the  “duration  of  symptoms  referable  to  the 
gallbladder  before  the  onset  of  the  acute  attack 
and  the  age  of  the  patient  at  the  time  of  opera- 
tion.” 

I wish  that  some  influential  organization  would 
wage  an  active  campaign  to  bring  these  well 
established  facts  to  the  attention  of  the  medical 
profession.  Many  lives  could  thus  be  saved. 

Dr.  Thew  Wright,  Buffalo — Dr.  Prince’s  views 
and  mine  on  the  subject  of  gallbladder  disease 
and  its  management  are  so  similar  that  in  dis- 
cussion of  his  paper  I can  do  little  more  than  lay 
additional  emphasis  upon  some  of  the  points  he 
has  called  to  our  attention. 

The  unfortunate  results  of  delay  in  bringing 
the  patient  to  surgery  should,  I think,  be  stressed. 
To  operate  upon  early  and  mild  cases  of  gall- 
bladder dysfunction  is  no  more  called  for  than 
in  the  case  of  peptic  ulcer.  Sane  and  carefully 
managed  medical  care  has  cured  many  a patient 
of  both  of  these  conditions.  Such  treatment  is 
justified  and  I believe  should  be  tried  in  all 
cases  of  mild  or  so-called  chronic  cholecystitis 
without  stones  and  with  only  an  occasional 
attack  of  colic.  I believe  that  medical  treat- 
ment as  outlined  by  Mock,  Brown,  and  Dolkart 
to  which  the  doctor  has  referred  will  give  far 
better  results  than  the  older,  more  accepted 
methods.  But  to  persist  in  any  form  of  medical 
treatment  that  does  not  give  complete  relief,  and 
that  continuously,  is,  I believe,  unwise.  Cases 
with  proved  stones  I feel  are  surgical,  and  medi- 
cal treatment  is  merely  a makeshift  that  subjects 
the  patient  to  the  probability  of  serious  trouble 
and  offers  no  assurance  of  prolonged  health. 

The  dangerous  effect  of  chronic  biliary  infec- 
tion and  intermittent  obstruction  should,  as  Dr. 
Prince  has  said,  be  more  generally  appreciated. 
I agree  with  him  that  there  are  some  differences 
between  a diseased  gallbladder  and  a diseased 
appendix,  but  I have  stated  many  times  that  as 
no  one  has  ever  died  from  simple  appendicitis. 


no  one  has  ever  died  from  simple  cholecystitis. 
It  is  the  complications  due  to  procrastination 
and  delay  in  bringing  the  patient  to  surgery 
that  cause  the  mischief  in  both  diseases.  Cases 
of  cholelithiasis  and  cholecystitis  are  allowed  to 
go  from  year  to  year  without  surgery  until  com- 
plications arise  that  demand  surgery  in  a patient 
whose  resistance  has  been  lowered  and  who  pre- 
sents a condition  which  demands  the  highest 
surgical  skill  and  is  often  beyond  human  power 
successfully  to  combat.  I agree  wholeheartedly 
with  the  doctor  that  cases  of  acute  cholecystitis 
should  be  promptly  operated  upon.  For  more 
than  twenty-five  years  I have  practiced  and 
taught  early  operation  in  this  condition.  During 
a large  part  of  this  time  it  has  seemed  to  me  that 
eminent  surgeons  whose  vision  was  clear  on  most 
subjects  have  been  befogged  in  this  through  an 
ungrounded  fear  of  the  danger  in  operating  on 
cases  of  acute  cholecystitis  and  have  advised  an 
attitude  of  watchful  waiting,  permitting  the  more 
serious  complications  of  gangrene  and  perfora- 
tion of  the  gallbladder,  suppurative  cholangitis, 
pyelophlebitis,  and  damage  to  the  liver  itself  to 
be  superimposed  upon  a condition  that  early 
operation  would  have  cured  promptly.  It  is  a 
source  of  gratification  to  me  to  see  the  steadily 
increasing  number  of  leaders  of  surgical  thought 
whose  views  coincide  with  those  that  I have  held 
for  many  years.  Time  should,  of  course,  be 
taken  to  overcome  dehydration  and  to  properly 
prepare  the  patient  for  operation,  which  pro- 
cedure rarely  necessitates  more  than  a few  hours’ 
delay.  Fortunately,  in  the  vast  majority  of 
cases,  progress  to  perforation  or  gangrene  is 
slower  in  the  gallbladder  than  in  the  appendix 
so  that  the  necessity  of  immediate  operation  may 
not  be  quite  so  urgent. 

As  Dr.  Prince  says,  “No  man  can  foretell  the 
course  of  any  given  attack  of  gallbladder  disease.” 
When  we  educate  the  internist  and  the  laity  to 
look  upon  acute  cholecystitis  as  we  do  upon 
appendicitis  we  will  greatly  lessen  the  mortality 
of  this  disease. 


SULFANILAMIDE  MAY  DAMAGE  LIVER 
Sulfanilamide  may  cause  severe  damage  to  the 
liver,  Curtis  F.  Garvin,  M.D.,  Cleveland,  says  in 
the  J.A.M.A.  for  December  17.  He  cites  five 
cases  of  inflammation  of  the  liver  that  occurred 
from  the  therapeutic  use  of  sulfanilamide. 


Three  of  these  cases  showed  an  associated  scaly 
skin  infection.  One  case  ended  fatally.  The 
other  patient,  with  a simultaneous  occurrence  of 
jaundice  and  abnormal  accumulation  of  fluid  in 
the  abdominal  cavity,  recovered. 
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Rate  of  Occurrence  and  Difficulties  in  Diagnosis 
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This  communication  is  the  report  of  a 
study  of  the  cases  diagnosed  as  pig- 
ment cirrhosis  at  the  New  York  City 
Hospital  from  January  1,  1920,  to  Decem- 
ber 31,  1937.  During  that  time  there 
were  7 such  cases  recorded  and  there  were 
124,600  admissions  to  the  hospital. 

We  use  the  term  pigment  cirrhosis  in 
preference  to  either  hemochromatosis  or 
bronze  diabetes  because  we  feel  that  it  is 
the  most  inclusive  of  the  three  designa- 
tions. The  deposit  of  pigment  in  the 
parenchymatous  and  other  cells  of  the 
liver  is  generally  accepted  as  the  primary 
essential  lesion  and  this,  with  the  accom- 
panying cirrhosis,  is  the  one  finding  com- 
mon to  all. 

Pigment  cirrhosis  is  generally  consid- 
ered to  be  a rare  disease.  Sheldon,1  after 
a very  exhaustive  search  of  the  literature, 
concluded  that  311  positive  cases  had 
been  reported  by  1935.  He  refused  to 
accept  34  because  they  lacked  reliable 
evidence  for  the  diagnosis.  He  consid- 
ered it  a rarity  but  thought  it  was  prob- 
ably more  common  than  is  usually  be- 
lieved. Althausen  and  Kerr2  quote  3 
cases  in  60,000  admissions  to  the  Uni- 
versity of  California  Hospital  (0.005  per 
cent),  and  there  were  3 in  106,000 
admissions  to  The  Johns  Hopkins  Hos- 
pital (0.003  per  cent).3  These  are  close 
to  the  percentage  we  found  (0.0056  per 
cent) . Butt  and  Wilder4  stated  that  they 
had  been  able  to  recognize  30  cases 
during  life  at  the  Mayo  Clinic  in  fifteen 
and  one-half  years  and  confirmed  their 
diagnosis  by  skin  biopsies. 

Sheldon  advised  the  use  of  postmortem 
figures  in  estimating  the  frequency  of  the 
disease.  He  quotes  Stewart’s  figures 
which  give  52  cases  in  38,096  autopsies  in 
the  British  hospitals  with  13  cases  in  six- 


teen years  in  his  own  hospital  in  Leeds. 
At  Boston,  Rowen  and  Mallory6  found  3 
cases  in  6,508  autopsies  (0.05  per  cent), 
Blanton  and  Healy6  found  4 cases  in 
5,000  postmortems  in  twenty-eight  years 
at  Bellevue  Hospital  (0.08  per  cent),  Mills7 
met  with  16  cases  in  3,760  autopsies  dur- 
ing twenty-six  years  (0.4  per  cent),  and 
Krall  and  Ginsburgh8  found  3 cases  in 
1,435  autopsies  (0.2  per  cent).  There 
were  3,621  postmortems  at  the  New  York 
City  Hospital  during  the  eighteen  years 
considered  in  this  paper.  Only  4 of  the  7 
reported  cases  came  to  autopsy  however, 
which  gives  us  a percentage  of  0.11. 

The  diagnosis  of  pigment  cirrhosis  is 
difficult  to  make.  In  the  final  analysis  no 
case  can  be  considered  positive  without  a 
biopsy  of  the  liver.  Even  here,  error  may 
enter.  There  must  be  a cirrhosis  and 
there  must  be  a pigment  within  the  con- 
nective tissue.  A differential  diagnosis 
from  biliary  cirrhosis  is  essential.  In  this 
case  there  may  be  marked  pigmentation 
in  the  parenchymal  cells  and  the  bile  duct 
epithelium  but  there  is  little  or  none  to  be 
found  in  the  connective  tissue.  Mallory9 
thinks  that  in  the  early  stages  even  the 
pathologist  may  occasionally  miss  it. 

A clinical  diagnosis  may  be  erroneous 
either  by  commission  or  by  omission. 
The  presence  of  diabetes  and  cirrhosis  in 
the  same  patient  is  not  commonly  seen, 
but  when  it  does  occur  it  usually  draws 
the  attention  of  the  clinician  to  pigment 
cirrhosis.  Calling  such  a combination 
pigment  cirrhosis  without  further  proof  is 
probably  the  commonest  error  of  com- 
mission. Mistaking  other  forms  of  skin 
discoloration  for  the  pigmentation  of  this 
condition  explains  the  remaining  errors  in 
this  group.  The  skin  changes  seen  in 
Addison’s  disease,  argyria,  and  some  of 
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the  darker  forms  of  jaundice  may  closely 
simulate  those  of  pigment  cirrhosis. 
Then,  as  the  disease  may  be  present  in  the 
absence  of  any  or  all  of  the  recognized 
triad  of  clinical  signs,  it  is  not  difficult  to 
see  that  errors  of  omission  are  frequent  in 
the  diagnosis. 

A diagnosis  of  pigment  cirrhosis  based 
upon  the  clinical  interpretation  of  a pig- 
mented skin  is  of  very  little  value.  If  the 
case  is  seen  in  the  late  stages  there  may 
be  a bronze  to  a dirty  gray  pigmentation 
with  a metallic  sheen  most  prominent 
over  the  external  genitalia,  the  exposed 
parts  of  the  body,  or  in  scars.  When  seen 
in  the  early  stages,  however,  these  charac- 
teristics are  rarely  evident.  Here  the 
skin  usually  cannot  be  differentiated  from 
the  pigmented  skin  commonly  seen  in  the 
aged  and  those  with  chronic  diseases. 

A positive  diagnosis  from  sections  of 
excised  skin  or  glands  can  be  made  under 
certain  conditions.  The  presence  of  pig- 
ment granules  localized  around  the  sweat 
glands  in  the  corium  is  generally  accepted 
as  typical  of  pigment  cirrhosis.  Less 
frequently,  hemosiderin  granules  may  be 
found  in  large  quantities  in  the  connective 
tissue  cells  and  still  less  frequently,  they 
may  be  seen  in  the  endothelium  of  the 
capillaries  and  small  vessels.  In  the 
lymph  nodes  the  pigment  is  not  so  con- 
stant, its  presence  depending  on  the  area 
they  drain.  When  present  there  is  nearly 
always  a naked  eye  pigmentation,  being  a 
deep  brown  color  which  becomes  bright 
yellow  on  section.  In  the  mildly  involved 
specimens  the  reticulo-endothelial  cells  of 
the  sinusoids  are  most  pigmented.  Later 
the  cortex  becomes  more  pigmented  than 
the  medulla,  and  in  the  severe  cases  the 
gland  is  so  thoroughly  saturated  that  the 
anatomy  is  obscured. 

A certain  percentage  of  cases,  however, 
may  not  show  pigmentation.  In  235 
cases  collected  by  Sheldon,  38,  or  16.2  per 
cent,  gave  a negative  history.  Again,  in 
214  cases  pigmentation  of  the  skin  was  the 
first  complaint  in  55,  or  25.7  per  cent. 
He  feels  that  16  per  cent  of  the  cases  will 
fail  to  show  the  positive  skin  test  through- 
out their  course  and  this  may  go  as  high  as 
75  per  cent  in  early  cases.  Yet  he  be- 


lieves that  with  better  reporting  it  will  be 
found  that  pigmentation  of  the  skin  will 
have  the  greatest  chance  of  being  the 
primary  symptom. 

Case  Reports 

In  2 of  our  cases  the  diagnosis  was 
proposed  during  life.  In  each  one  it  was 
based  entirely  on  a clinical  estimate,  as  no 
positive  skin  biopsy  or  autopsy  was  ob- 
tained. Two  left  the  hospital  after  a 
short  stay  and  1 died  of  pneumonia. 
In  1 case  there  was  cirrhosis,  diabetes, 
and  pigmentation  together.  We  could 
hardly  call  any  of  these  undoubted  cases 
of  pigment  cirrhosis,  and  therefore  they 
are  not  used  in  the  final  statistics. 

The  three  case  histories  follow : 

J.  J.,  male,  49  years  old,  was  admitted  April 
26,  1923,  as  carcinoma  of  the  liver  and  diabetes 
mellitus.  His  chief  complaints  were  pain  and 
swelling  in  the  abdomen.  Six  months  before 
admission  he  was  in  good  health.  Swelling 
of  the  abdomen  began  first,  and  at  that  time  he 
was  told  by  a physician  that  he  had  diabetes. 
The  liver  became  tender  and  he  noticed  that  the 
exposed  part  of  his  skin  was  getting  darker.  He 
claimed  a good  appetite  with  no  vomiting  or  gas, 
yet  he  lost  27  pounds  in  a year.  On  examination 
he  showed  a “dusky  red”  tint  to  the  skin  and  the 
pigment  of  the  skin  of  the  legs  was  “like  that  of 
the  face.”  The  abdomen  showed  marked  ascites 
and  the  liver  was  stated  to  be  two  fingers  below 
the  margin  of  the  ribs.  The  spleen  was  not  felt. 
There  was  edema  of  the  ankles.  On  the  7th  of 
May,  there  was  4 per  cent  sugar  in  the  urine. 
On  the  11th  the  sugar  was  1 per  cent  and  on  the 
14th  it  was  negative.  On  the  24th  it  was  noted 
that  the  color  of  the  skin  was  getting  deeper  and 
on  the  27th  it  was  a deep  bronze  color.  He 
signed  out  of  the  hospital  on  the  27th  of  May. 
He  denied  venereal  disease  and  his  Wassermann 
was  negative.  All  other  laboratory  tests  were 
negative.  A biopsy  of  the  skin  showed  moderate 
hyperkeratinization  with  moderate  atrophy  of 
the  epidermis  and  thickening  of  the  dermis. 
There  was  no  evidence  of  pigment. 

Wm.  J.  M.,  male,  53  years  old,  was  admitted 
August  4,  1933,  as  a case  of  chronic  lead  poison- 
ing. His  ward  diagnosis  was  cirrhosis  of  the 
liver,  chronic  cardiovascular  disease,  and  cerebro- 
spinal lues.  His  chief  complaints  were  disten- 
tion of  the  abdomen  and  retention  of  the  urine. 
He  was  a painter  by  trade  and  had  a history  of 
lead  colic.  He  was  told  twelve  years  previously 
that  his  liver  was  below  the  costal  margin.  He 
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had  been  tapped  three  weeks  earlier  and  two 
gallons  of  fluid  were  removed.  He  always  had  a 
dark  complexion  but  it  seemed  to  him  to  have 
increased  in  the  last  seven  years.  It  came  first 
on  the  hands  and  feet  and  then  on  the  whole 
body.  On  examination  he  showed  a generalized 
pigmentation  of  the  skin.  The  liver  was  pal- 
pable four  fingers  below  the  ribs,  was  hard  and 
nodular  but  not  tender.  There  was  evidence  of 
fluid  in  the  abdomen  and  the  legs  showed  edema. 
The  urine  contained  two  plus  sugar  and  the 
blood  sugar  was  100  mg.  before  breakfast.  All 
other  laboratory  tests  were  negative. 

On  August  8th  the  attending  physician  said 
“General  pigmentation  of  an  olive-brown  type 
as  distinguished  from  negro  color.  Face  almost 
greenish  gray  and  much  darker  than  any  other 
part  of  the  body.  No  color  to  conjunctiva  al- 
though the  eyeballs  are  somewhat  blue.  Lips 
pigmented,  looking  cyanotic.  Hard  palate  and 
throat  the  same  tint.  No  excess  of  color  on 
knees  or  elbow.”  A skin  biopsy  was  ordered. 
The  patient  asked  for  a release  on  August  13, 
1938. 

T.  E.,  male,  55  years  old,  was  admitted 
October  27,  1936,  as  a diabetic  with  cirrhosis  of 
the  liver.  He  had  known  of  his  diabetes  for 
three  years.  His  abdomen  first  distended  five 
months  previously  and  he  had  been  tapped  six 
times  before  he  entered.  He  claimed  to  have 
lost  twenty  to  thirty  pounds  in  the  last  two 
years.  He  denied  venereal  disease  and  excessive 
drinking.  On  physical  examination  there  was 
fluid  in  the  abdomen  and  the  liver  edge  was  felt 
four  fingers  below  the  ribs.  It  was  reported  as 
smooth.  There  was  no  statement  of  pigmenta- 
tion in  the  clinical  history.  The  Wassermann 
was  negative.  He  was  on  a diabetic  tray  and 
45  units  of  insulin  a day.  He  died  of  pneumonia 
on  January  10,  1937.  There  was  no  autopsy 
performed. 

The  remaining  4 cases  of  the  series  were  not 
recognized  clinically  as  pigment  cirrhosis.  They 
were  the  4 that  came  to  autopsy  and  the 
diagnosis  was  made  unexpectedly  in  each  case 
upon  the  histologic  examination  of  the  liver. 
The  histories  of  these  cases  follow. 

Autopsy  1950.  A.  K.,  a white  male,  54  years 
old,  was  admitted  to  the  hospital  November  29, 
1922,  as  a paraplegic.  He  had  been  a dish- 
washer of  late  but  had  worked  as  a farmer, 
painter,  and  carpenter.  He  had  measles  twice 
and  mumps  once  in  childhood.  He  had  three 
attacks  of  erysipelas  at  22,  29,  and  51  years, 
respectively.  At  34  he  had  an  attack  of  broncho- 
pneumonia from  which  he  recovered  in  three 
weeks.  At  45  he  had  a bilateral  herniorrhaphy. 
He  lost  about  25  pounds  in  the  last  two  years. 


He  denied  venereal  disease  but  admitted  being 
a heavy  beer  drinker. 

On  November  3rd  he  suffered  a stroke  of 
apoplexy  which  left  him  with  a total  right-sided 
paralysis  and  a marked  speech  defect.  His 
course  was  uneventful  until  February  7,  1923, 
when  he  had  an  epileptiform  seizure.  On  July 
5th  he  became  comatose  and  death  occurred  that 
evening.  The  autopsy  showed  a slightly  en- 
larged liver  with  cirrhosis.  The  histologic  ex- 
amination disclosed  a Laennec’s  cirrhosis  with  a 
very  dense  deposit  of  golden  brown  pigment  in 
the  connective  tissue.  There  was  also  a pri- 
mary carcinoma  of  the  liver  recognized. 

Autopsy  2888.  D.  C.,  male,  47  years  old, 
entered  the  hospital  April  3,  1928,  as  a cardiac 
in  decompensation.  The  heart  sounds  were 
weak  and  distant  but  no  murmurs  were  found. 
The  liver  was  down  three  to  four  fingers  below 
the  costal  margin,  extended  across  the  abdomen, 
and  was  hard.  There  were  no  ascites  or  edema. 
On  April  6,  1928,  the  day  he  died,  he  was  noted 
to  have  a slight  icterus.  All  his  laboratory  re- 
ports were  negative. 

At  autopsy  the  liver  weighed  1,700  grams, 
the  capsule  was  smooth  and  shiny,  and  the  tissue 
beneath  presented  a smooth,  yellow-brown  ap- 
pearance. It  was  firm  in  consistency  and  was 
normal  in  shape  and  size.  On  section  it  pre- 
sented a moderate  sclerosis  and  a chronic  passive 
congestion.  The  heart  showed  an  acute  rheu- 
matic myocarditis  and  pericarditis. 

The  histologic  examination  of  the  liver  showed 
a marked  increase  in  the  periportal  connective 
tissue  and  these  areas  were  heavily  infiltrated 
with  hemosiderin-bearing  phagocytes.  The 
areas  also  had  a marked  lymphocytic  infiltration. 
The  nodules  showed  extreme  fatty  changes. 
The  spleen  contained  a large  number  of  hemo- 
siderin-bearing cells,  most  marked  in  the  pulp 
and  in  the  trabecular  and  central  areas.  There 
was  a marked  fibrosis  and  a moderate  diminution 
in  cellular  elements.  The  capsule  was  markedly 
thickened. 

There  was  no  evidence  in  any  other  organ. 
At  the  time  of  the  autopsy  the  skin  was  noted 
as  being  white.  The  anatomic  cause  of  death 
was  acute  rheumatic  carditis. 

Autopsy  4685.  L.  K.,  a male,  50  years  old, 
was  admitted  March  19,  1936,  and  died  March 
20,  1936.  On  admission  he  was  considered  to  be 
a possible  secondary  carcinoma  of  the  liver.  His 
chief  complaints  were  lumbar  and  sacral  pain 
with  weakness  and  loss  of  weight  for  a year.  On 
examination  he  was  found  to  be  slightly  jaun- 
diced. The  liver  was  below  the  umbilicus, 
regular  and  firm.  There  was  no  ascites.  The 
spleen  was  very  large.  There  is  no  record  of 
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sugar  in  the  urine  but  a fasting  blood  sugar  was 
121  mg.  The  Wassermann  was  negative.  There 
was  no  statement  of  pigmentation  of  the  skin. 
On  autopsy  a Laennec’s  cirrhosis  was  found. 
There  was  an  enlarged  spleen.  Histologically 
the  liver  showed  pigment  cirrhosis.  His  icteric 
index  was  15. 

Autopsy  4892.  C.  K.,  a white  male,  71,  was 
admitted  April  19,  1937,  and  died  April  21,  1937. 
His  chief  complaints  were  difficulty  in  swallowing 
and  breathing  with  marked  loss  of  strength. 
The  entrance  diagnosis  was  possible  carcinoma 
of  the  esophagus.  He  admitted  being  a heavy 
drinker  and  said  the  illness  began  one  year 
ago.  The  only  relevant  finding  was  a mass 
in  the  abdomen.  There  was  no  clinical  history 
of  cirrhosis  or  diabetes  or  pigmentation.  The 
autopsy  showed  a “white”  skin,  a small  cirrhotic 
liver,  and  a small  spleen.  The  histologic  diag- 
nosis was  pigment  cirrhosis. 

Discussion 

From  our  findings  in  this  series  it 
would  seem  that  pigment  cirrhosis  is  a 
rare  disease.  Estimating  its  occurrence 
from  the  clinical  standpoint  we  note  that 
in  124,600  admissions  to  the  hospital 
there  were  only  2 cases  in  which  it  was 
suspected  during  the  patient’s  stay. 
Relevant  to  this  is  the  fact  that  the  New 
York  City  Hospital  has  a large  chronic 
population  with  a full  quota  of  diabetics 
and  cirrhotics.  Furthermore,  these  cases 
give  ample  opportunity  for  observation 
as  they  stay  in  the  hospital  comparatively 
long  periods  of  time.  On  the  other  hand, 
if  we  estimate  from  the  postmortem 
figures,  we  find  our  percentage  about  the 
average  given  in  the  literature.  With 
4 positive  cases  in  3,621  postmortems, 
we  run  0.11  per  cent  which  comes  close  to 
the  idea  of  Poison10  that  1 case  is  found 
in  each  1,000  autopsies.  From  our  study 
we  have  become  impressed  with  the  ad- 
visability of  using  postmortem  statistics 
as  the  basis  for  establishing  the  occur- 
rence. 

The  clinical  diagnosis  in  our  cases 


proved  very  difficult  to  make.  One 
diagnosis,  made  before  the  patient  was 
removed  from  the  medical  service,  be- 
came unacceptable  after  a negative  skin 
biopsy.  It  showed  that  a noticeable  pig- 
mentation of  the  skin  associated  with  dia- 
betes and  cirrhosis  does  not  necessarily 
mean  pigment  cirrhosis.  Another  gave 
no  evidence  in  the  history  that  it  was 
considered  pigment  cirrhosis.  From  all 
appearances,  the  diagnosis  was  written  at 
the  discharge  and  here  the  resident 
physician,  apparently  influenced  by  the 
presence  of  diabetes  and  cirrhosis  in  the 
same  case,  recorded  pigment  cirrhosis  in 
the  history. 

Skin  biopsies  are  noticeable  by  their 
absence.  Evidently  cases  of  pigmented 
skin  suggesting  a skin  biopsy  were  very 
rare  in  the  hospital  during  the  sixteen 
years. 

The  diagnoses  in  the  cases  that  came  to 
autopsy  were  made  on  the  histologic 
examination  of  the  liver.  With  the  ex- 
ception of  a spleen  showing  pigmentation, 
there  was  no  evidence  from  the  reports 
that  any  other  organs  were  involved. 

Conclusions 

1.  Pigment  cirrhosis  is  of  rare  occur- 
rence. 

2.  A clinical  diagnosis  is  difficult. 
Errors  are  due  to  both  commission  and 
omission. 

3.  The  final  diagnosis  rests  on  the 
histologic  changes  of  the  liver. 

4.  A biopsy  of  the  skin  is  of  value  only 
when  positive  findings  are  obtained. 
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Young  doctor  (flattered):  “Why?” 

Inmate:  “You  seem  just  like  one  of  us.” — 

Rocky  Mt.  Med.  J. 


Inmate  of  an  insane  asylum  (to  young  doctor) : 
“You  are  the  only  doctor  in  this  institution  that 
we  like.” 


CLINICAL  COMPARATIVE  STUDY  OF  ANESTHETICS  IN  1,370 
CASES  OF  THORACIC  SURGERY 

Cyclopropane,  Evipal,  Avertin,  Gas-Oxygen,  Regional  and  Local 

Pol.  N.  Coryllos,  M.D.,  F.A.C.S.,f  and  Sara  Bass,  M.D. 

( Director  of  Surgery  and  Chief  Anesthetist,  Sea  View  Hospital,  Staten  Island,  New  York ) 


IN  thoracic  surgery  anesthesia  is  a fac- 
tor of  greater  importance  in  the  out- 
come of  the  operation  than  in  any  other 
branch  of  surgery.  Patients  with  chronic 
suppuration  of  the  lung,  such  as  pulmo- 
nary tuberculosis,  bronchiectasis,  ab- 
scesses, are  cases  of  chronic  anoxemia  who 
cannot  stand  any  further  decrease  of 
oxygen  unsaturation.  The  latter  may 
occur  either  during  the  operation  or  dur- 
ing the  postoperative  period.  The  most 
frequent  cause  of  increased  anoxemia  is 
retention  of  exudate  with  or  without 
bronchial  obstruction,  atelectatic  and  in- 
flammatory consolidation  of  the  lung  or 
spread  of  the  infection  in  the  healthy 
lobes  of  the  lung. 

In  cases  without  chronic  suppuration, 
such  as  tumors  of  the  lung  or  the  medi- 
astinum, or  operation  upon  the  esophagus, 
the  problems  are  different.  Keeping 
respiration  quiet — so  as  to  allow  sufficient 
collapse  of  the  lung  and  room  for  the  opera- 
tion— inducing  apnea  when  necessary, 
and  at  the  same  time  insuring  satisfactory 
oxygenation  for  a long  period  of  time,  are 
the  main  problems  of  anesthesia.  It  is 
obvious  that  although  the  anesthetic 
used  is  of  less  importance  than  the  skill 
and  experience  of  the  anesthetist,  we 
should  not  neglect  the  advantages  offered 
by  each  of  the  special  agents  at  our  dis- 
posal. Therefore,  perfect  knowledge  of 
their  respective  physiologic  action,  their 
special  advantages  and  shortcomings  is 
necessary  in  order  to  choose  the  right 
anesthetic  for  each  individual  case. 

Our  aim  in  this  study  is  to  report  our 
experience  with  different  anesthetics  on 
1,370  chest  cases,  most  of  which  were 

t Died  July  26,  1938 


patients  with  pulmonary  tuberculosis. 
For  purposes  of  comparison,  we  have 
added  100  nonthoracic  cases  operated 
upon  under  cyclopropane  anesthesia. 
These  anesthesias  were  administered  at 
Sea  View  Hospital  from  December,  1932, 
to  March,  1938.  Of  the  1,370  chest 
cases,  300  had  cyclopropane;  212,  gas- 
oxygen;  226,  avertin;  605,  evipal;  and  27, 
regional  and  local. 

Cyclopropane 

We  became  interested  in  cyclopropane 
as  an  anesthetic  agent  because  of  the 
high  oxygen  concentrations  possible  with 
this  gas.  During  operation  for  thoraco- 
plasty, the  anoxemic  condition  is  ag- 
gravated as  the  patient  lies  on  his  sound 
side,  thus  limiting  respiratory  excursions. 
By  relieving  this  condition  of  anoxemia 
during  operation  with  an  anesthetic  gas 
that  offers  a high  concentration  of  oxygen, 
we  hoped  to  reduce  the  morbidity  and 
mortality  resulting  from  postoperative 
pulmonary  complications. 

Cyclopropane,  C3H6,  an  isomer  of  prop- 
ylene, was  investigated  by  von  Freund1 
in  1882;  but  not  until  1929  was  its  anes- 
thetic possibility  considered.  At  that 
time  Henderson  and  Lucas2  published 
their  results  on  animal  experimentation 
with  the  gas  which  was  then  in  a some- 
what impure  form.  Waters3  of  the  Uni- 
versity of  Wisconsin  received  the  gas  in 
purified  form  and  continued  the  experi- 
mentation on  animals  and  was  the  first  to 
use  it  clinically.  We  are  indebted  to  him 
for  his  excellent  work  which  paved  the 
way  for  a widespread  clinical  application 
of  this  valuable  addition  to  the  armamen- 
tarium of  the  anesthetist. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  11,  1938 
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TABLE  1 — Average;  Duration  of  Operations 
Performed  under  Cyclopropane  Anesthesia 


Type  of  Operation 

No. 

Average 
Oper.  Time 

Thoracic — 

1st  stage  thoracoplasty 

148 

1 hr.  10  min. 

2nd  stage  thoracoplasty 

45 

50  min. 

3rd  stage  thoracoplasty 

12 

51  min. 

3rd  stage  and  revision  thor. 

8 

1 hr.  16  min. 

3rd  stage  and  Schede 

6 

1 hr.  12  min. 

Revision  of  thoracoplasty 

33 

1 hr.  30  min. 

Schede 

27 

1 hr.  11  min. 

Sinus  revision 

15 

1 hr.  17  min. 

Lobectomy 

4 

1 hr.  32  min. 

Pneumonectomy 

1 

2 hr.  23  min. 

Subtotal  scapulectomy 

1 

49  min. 

Orthopedic — 
Spine  fusion 

34 

1 hr.  15  min. 

. Joint  fusion 

12 

50  min. 

Miscellaneous 

34 

30  min. 

Nephrectomy 

6 

1 hr.  20  min. 

Suprapubic  cystotomy 

1 

50  min. 

Excision  of  glands 

5 

20  min. 

Appendectomy 

2 

43  min. 

Laparotomy 

2 

55  min. 

Incision  and  drainage  chest  wall 

1 

11  min. 

Biopsy  cervix 

1 

15  min. 

Dilatation  and  curettage 

1 

11  min. 

Vaginal  hysterotomy 

1 

45  min. 

Several  reports4,6,6  have  appeared  in 
the  literature  concerning  cyclopropane 
anesthesia  in  thoracic  surgery.  Eversole 
and  Overholt4  consider  cyclopropane  the 
most  satisfactory  anesthetic  agent  for 
operations  on  the  chest.  Rovenstine,6 
in  a review  of  160  thoracic  operations 
with  cyclopropane  anesthesia,  concludes 
with  the  statement  that  somewhat  better 
surgical  results  may  be  obtained  with 
this  anesthesia  than  with  other  agents  in 
common  use. 

In  this  report,  we  present  the  results 
obtained  with  400  cases  of  cyclopropane 
anesthesia,  300  of  which  were  given  for 
thoracic  surgery  and  100  for  mainly 
orthopedic  surgery.  We  used  the  cyclo- 
propane manufactured  by  E.  R.  Squibb 
& Sons  for  all  of  our  cases. 

In  Table  1 we  have  enumerated  the 
various  types  of  operations  for  which  we 
used  this  gas,  and  the  average  operative 
time  for  each.  Our  patients  ranged  in 
age  from  2 to  65  years. 

The  patients  undergoing  thoracic  sur- 
gery received  Ve  to  1/s  grain  of  pantopon 
and  those  for  the  nonthoracic  operations, 
morphine  sulfate,  gr.  1/li  to  V4,  and 
atropine  sulfate,  gr.  l/ 80o  to  l/ 150,  one  to  one 
and  one-half  hour,  preoperatively. 

In  all  patients  who  expectorated  more 
than  one  ounce  of  sputum  in  twenty-four 


hours  we  used  the  endotracheal  catheter 
so  that  we  could  aspirate  any  excessive 
secretions  from  the  respiratory  airways 
before,  during,  and  after  the  operation; 
our  procedure  has  been  described  in  de- 
tail elsewhere.7  For  the  same  reason  we 
used  the  catheter  in  cases  with  empyema 
and  open  bronchopleural  fistula  and  in 
the  cases  of  pneumonostomy,  lobectomy, 
and  pneumonectomy.  In  this  way  the 
anesthetist  has  direct  control  of  the 
anesthesia  and  of  the  degree  of  the  in- 
flation of  the  lungs  at  all  times. 

In  administering  cyclopropane  we  used 
the  closed  carbon  dioxide  absorption 
technic.  We  prefer  the  slow  induction 
with  the  soda-lime  filter  included  in  the 
circuit  from  the  very  beginning  of  anes- 
thesia. The  bag  is  filled  with  oxygen  and 
the  mask  is  then  applied  to  the  patient’s 
face.  The  patient  takes  several  breaths 
of  oxygen  while  the  mask  is  adjusted  and 
tested  for  leaks.  An  airtight  connection 
is  desirable  for  a smooth  course  of  anes- 
thesia. Cyclopropane  is  introduced  at 
the  rate  of  300  to  400  cc.  per  minute  and 
the  oxygen  flow  is  decreased  to  about 
400  cc.  per  minute.  After  three  to  five 
minutes,  the  lid  reflex  is  lost  and  the 
cyclopropane  flow  is  entirely  shut  off  and 
anesthesia  is  maintained  with  a constant 
flow  of  oxygen  approximating  as  closely 
as  possible  the  metabolic  needs  of  the 
patient.  If  anesthesia  becomes  too  light, 
cyclopropane  is  added  at  intervals  as 
needed.  In  two-thirds  of  our  cases,  we 
used  the  interrupted  method  as  described 
above  and  in  one-third  the  continuous 
flow  method  of  administration  as  de- 
scribed by  Burford.8 

For  the  thoracic  and  orthopedic  opera- 
tions, anesthesia  in  most  instances  was 
carried  on  in  the  first  plane  and  upper 
level  of  the  second  plane  of  anesthesia  as 
no  marked  degree  of  muscular  relaxation 
is  required.  It  was  necessary  to  supple- 
ment a small  amount  of  ether,  from  a few 
drops  to  one  ounce,  in  six  of  the  300 
thoracic  operations,  whereas  in  the  non- 
thoracic cases,  12  patients  required  ether, 
from  a few  drops  to  two  ounces. 

Induction  is  usually  quite  rapid  and 
remarkably  smooth.  Such  an  induction 
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is  a distinct  advantage  in  thoracic  sur- 
gery as  it  precludes  the  possibility  of 
further  damage  to  the  involved  lung 
parenchyma  as  well  as  the  danger  of 
spread  of  disease  to  the  healthy  portions 
of  the  lungs.  However,  some  degree  of 
excitement  was  encountered  in  12  per 
cent  of  our  cases.  In  only  1 case  was  it 
violent. 

Cyclopropane  is  not  a respiratory 
stimulant.  During  induction  there  is  no 
increase  in  rate  and  minute  volume 
respiration,  as  found  with  other  inhalation 
agents.  The  quiet  respiration  which  pre- 
vails throughout  the  anesthesia  is  of 
great  aid  to  the  surgeon  operating  on  the 
open  chest  and  lung. 

Apnea  occurred  in  59  (19.7  per  cent)  of 
the  thoracic  cases ; in  9 of  these  the  period 
of  apnea  took  place  during  induction,  and 
in  27  it  occurred  when  the  periosteum  of 
the  rib  was  being  removed  by  the  perios- 
teal elevator.  We  have  long  observed 
that  respirations  are  irregular  and  labored 
during  scraping  of  the  periosteum  no 
matter  what  anesthesia  is  used.  This 
phenomenon  occurs  just  as  frequently 
under  local  anesthesia  as  under  general 
anesthesia.  The  period  of  apnea  that 
takes  place  at  the  time  of  removal  of  the 
periosteum  is  usually  of  short  duration, 
lasting  from  a few  seconds  to  a minute. 
Respirations  recur  spontaneously.  How- 
ever, if  breathing  is  not  resumed  spon- 
taneously in  a few  seconds,  we  maintain 
artificial  respiration  by  rhythmic  pressure 
of  the  breathing  bag  in  order  to  prevent 
any  extreme  fatigue  of  the  respiratory 
center. 

It  was  necessary  to  resort  to  mouth-to- 
mouth  insufflations  in  6 of  the  instances 
of  apnea  in  order  to  restore  respiration. 
In  1 case,  anesthesia  was  proceeding 
uneventfully  when  suddenly  the  patient 
stopped  breathing.  There  was  no  change 
in  pulse.  This  dramatic  cessation  of 
respiration  supervened  as  a direct  result 
of  manipulation  of  the  mediastinum  dur- 
ing decollation  of  the  lung  in  a first-stage 
thoracoplasty.  Immediate  mouth-to- 
mouth  insufflations  were  instituted  and 
in  about  one  minute  the  patient  began  to 
breathe  and  anesthesia  was  continued 


with  no  other  untoward  complications. 
This  is  but  one  example  of  the  importance 
of  constant  attention  on  the  part  of  the 
anesthetist  during  anesthesia  for  thoracic 
surgery. 

During  anesthesia  with  cyclopropane 
for  the  nonthoracic  operations,  short 
periods  of  apnea  were  encountered  in 
7 per  cent  of  the  cases.  In  only  1 
patient,  an  obese  negro  woman  of  48,  was 
it  in  any  degree  alarming.  Apnea  oc- 
curred a few  minutes  after  anesthesia 
was  begun.  Rhythmic  pressure  on  the 
breathing  bag  and  artificial  respiration  by 
rhythmic  pressure  on  the  chest  did  not 
restore  respiration.  The  mask  was  re- 
moved, rhythmic  pressure  on  the  chest 
was  continued,  and  in  one  minute  full 
consciousness  returned.  The  operation 
which  was  for  excision  of  a chest  wall 
sinus,  was  carried  out  under  local  anes- 
thesia. 

Of  interest  is  the  marked  rise  in  blood 
pressure  that  occurs  during  cyclopropane 
anesthesia.  There  was  an  average  rise  in 
systolic  blood  pressure  of  27  mm.  of 
mercury  in  our  series  of  cases.  In  42  per 
cent  the  systolic  rise  was  30  points  or 
more  with  no  change  in  pulse  pressure. 
Two  or  three  minutes  after  induction,  the 
systolic  pressure  rises  20,  30,  or  more 
points,  and  is  maintained  at  that  level  for 
approximately  one-half  hour  and  then,  if 
operative  shock  sets  in,  from  bleeding  or 
any  other  cause,  the  pressure  starts  to 
fall,  sometimes  quite  rapidly.  Replace- 
ment of  fluids  lost  from  the  tissues  usually 
prevents  the  rapid  fall  in  blood  pressure. 
It  has  been  our  custom  in  long,  severe 
operations  and  in  poor  risk  cases  to  start 
an  infusion  of  5 per  cent  dextrose  im- 
mediately preoperatively  and  to  continue 
it  throughout  the  operation.  If  much 
bleeding  takes  place,  a transfusion  of 
citrated  blood  can  be  given  at  any  time 
during  the  operation.  This  procedure 
has  markedly  lessened  the  shock  in  many 
of  our  poor  risk  patients. 

In  a few  cases,  the  blood  pressure  rose 
toward  the  end  of  the  operation  rather 
than  during  induction.  In  these  in- 
stances, there  was  usually  a marked  drop 
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in  blood  pressure  as  soon  as  the  mask  was 
removed. 

Rowbotham,9  in  a series  of  250  cases, 
found  a rise  in  systolic  pressure  of  10  to 
30  mm.  of  mercury  shortly  after  induc- 
tion. He  states  that  the  higher  the  con- 
centration of  cyclopropane,  the  higher 
the  elevation  of  the  blood  pressure,  even 
when  the  anesthesia  reaches  almost  to  the 
stage  of  respiratory  arrest.  Bogan10  re- 
ports a definite  rise  of  10  to  20  points 
above  the  preoperative  systolic  pressure, 
usually  without  change  in  pulse  pressure, 
throughout  the  anesthesia  in  one-half  of 
his  series  of  315  anesthesias  with  cyclo- 
propane. In  his  experience  the  rise  in 
blood  pressure  was  accompanied  by  a 
slowing  of  pulse.  We  noticed  this  con- 
comitant slowing  of  pulse  in  some,  but 
not  in  all  of  our  cases.  Contrary  to 
Rowbotham’ s findings,  we  had  no  lower- 
ing of  systolic  pressure  when  we  de- 
creased the  concentration  of  cyclopro- 
pane. 

Waters11  reports  an  occasional  rise  in 
blood  pressure  after  induction.  He  can 
find  no  clinical  or  experimental  evidence 
to  support  the  belief  that  cyclopropane 
raises  blood  pressure.  He  points  out  that 
the  common  causes  of  an  elevated  systolic 
pressure  in  anesthesia  are  carbon  dioxide 
excess,  oxygen  want,  or  respiratory  ob- 
struction. He  adds  that  careful  consider- 
ation should  be  given  to  possible  technical 
errors  and  particularly  to  the  likelihood 
of  inefficient  carbon  dioxide  control. 

We  are  of  the  belief  that  more  bleeding 
and  capillary  ooze  take  place  under 
cyclopropane  anesthesia.  This  is  in  dis- 
agreement with  the  statements  of  Waters3 
and  others,  who  believe  that  the  bright 
red  color  of  the  blood  simulates  an  actual 
increase  in  the  amount  of  blood.  Row- 
botham,9 however,  finds  a definite  in- 
crease in  capillary  bleeding  with  cyclo- 
propane anesthesia.  Griffith, 12  likewise,  is 
convinced  that  there  is  a greater  tendency 
to  capillary  oozing  and  he  believes  it  is 
due  to  a vasomotor  effect  on  the  smaller 
arteries  and  not  to  any  chemical  change 
in  the  blood  affecting  coagulability  or 
viscosity. 


Schmidt  and  Waters,13  in  reviewing 
2,200  cases  of  cyclopropane  anesthesia 
at  the  Wisconsin  General  Hospital,  found 
a larger  proportion  of  circulatory  dis- 
turbances with  this  gas  than  with  others. 
In  a later  report14  from  the  same  institu- 
tion, embracing  5,889  cases  of  cyclo- 
propane anesthesia,  the  same  conclusion 
is  arrived  at.  Likewise,  they  found  that 
arrhythmia  was  diagnosed  more  than 
twice  as  often  with  cyclopropane  than 
with  ether,  and  that  arrhythmias  occur 
more  frequently  with  deep  than  with 
light  cyclopropane  anesthesia.  EKG 
studies  by  Kurtz  et  al .,15  made  on  44 
cases  during  anesthesia  with  cyclopro- 
pane, show  cardiac  involvement  in  all 
but  18  per  cent  of  the  cases.  We  did  no 
EKG  studies  in  our  series  during  anes- 
thesia but,  by  palpation  of  the  temporal 
artery,  noticed  cardiac  irregularity  in 
10  per  cent  of  the  cases.  It  is  our  habit 
to  keep  the  finger  on  the  temporal  pulse 
throughout  the  anesthesia;  thus  we  feel 
that  we  did  not  overlook  any  irregularity 
of  the  peripheral  pulse.  The  arrhythmias 
we  noticed  lasted  from  a few  seconds  to 
about  ten  minutes.  In  only  1 patient 
did  we  note  any  postoperative  arrhyth- 
mia. Throughout  the  anesthesia  his 
pulse  remained  regular,  but  four  hours 
following  the  cessation  of  anesthesia  he 
developed  skipped  beats  with  a 3 to  4 
rhythm.  The  irregularity  lasted  two 
hours,  during  which  time  an  EKG  re- 
vealed premature  auriculoventricular  ex- 
trasystoles. EKG’s  taken  on  this  patient 
several  days  preoperatively  and  six  days 
postoperatively  were  interpreted  as  nor- 
mal. 

Several  observers  consider  arrhythmia 
as  a danger  signal  of  overdosage  of  cyclo- 
propane. In  our  experience,  we  could  not 
consider  it  as  such  because  the  arrhyth- 
mia in  every  instance  occurred  during  the 
stage  of  induction  or  light  anesthesia. 

During  the  early  period  of  anesthesia, 
slowing  of  the  pulse  is  a fairly  constant 
finding  with  cyclopropane  anesthesia ; 
as  anesthesia  progresses,  the  pulse  rate 
always  rises.  Waters3  considers  a rate 
below  50  one  of  the  danger  signals  of 
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overdosage  of  the  anesthetic  agent.  We 
had  no  instance  of  marked  slowing  of  the 
pulse  rate.  Conversely  we  are  in  agree- 
ment with  Waters  that  a definite  in- 
crease in  rate  is  a danger  sign.  In  our 
series  of  cases,  the  pulse  rose  from  a pre- 
operative average  of  108  to  an  average 
high  of  133.  At  the  end  of  the  operation, 
the  average  pulse  rate  was  128. 

Cyclopropane  is  not  an  irritant.  There- 
fore an  extremely  high  concentration  can 
be  inhaled  without  producing  laryngo- 
spasm.  We  had  no  instance  of  laryngo- 
spasm  in  our  series. 

We  noticed  that  cyclopropane  does  not 
depress  the  cough  reflex.  This  is  of  dis- 
tinct advantage  in  thoracic  surgery  as  the 
bronchial  secretions  can  be  expelled,  thus 
reducing  the  danger  of  postoperative 
bronchial  obstruction.  We  made  a note 
of  every  instance  of  cough,  even  when  it 
occurred  only  once,  and  found  that  22 
per  cent  of  the  patients  coughed  during 
the  operation.  In  none  was  cough 
troublesome  enough  to  interfere  either 
with  the  operation  or  the  anesthesia. 
As  would  be  expected,  cough  occurred 
less  frequently  (8  per  cent)  in  the  non- 
thoracic  operations.  In  the  former, 
manipulation  of  the  pleura  and  lung, 
especially  of  the  diseased  apex,  often  pro- 
duced cough. 

In  many  cases  there  was  a marked  drop 
in  blood  pressure  with  coincident  shock 
as  soon  as  the  mask  was  removed  at  the 
end  of  the  operation.  This  sudden  drop 
in  blood  pressure  averaged  17  mm.  of 
mercury.  It  was  suggested  by  Dr. 
Neff16,17  that  this  might  be  due  to  a 
sudden  withdrawal  of  a humid  and  warm 
atmosphere,  rich  in  oxygen,  and  that  if  we 
diluted  the  anesthetic  mixture  with  air  or 
nitrous  oxide  toward  the  end  of  the 
operation,  we  might  avoid  this  alarming 
symptom.  We  adopted  his  suggestion, 
and  in  a series  of  27  cases  we  diluted  the 
anesthetic  mixture  with  nitrous  oxide 
during  the  last  20  to  30  minutes  of  anes- 
thesia. The  systolic  pressure  in  these 
cases  fell  from  106  mm.  of  mercury  to  95 
mm.  of  mercury,  a drop  of  11  points. 
Air  was  used  in  the  same  diluting  manner 
in  194  cases  and  the  systolic  pressure 


TABLE  2 — Postoperative  Complications  Following 
Cyclopropane  Anesthesia 


300  Thor. 

100  Nonthor. 

Operations 

Operations 

Nausea  or  emesis 

No. 

Per  Cent 

No. 

Per  Cent 

(once)  O.D. 
Emesis  (2  to  several 

73 

24.3 

23 

23 

times)  O.D. 

45 

15.0 

21 

21 

Emesis  (two  days) 

5 

1.7 

1 

1 

Emesis  (three  days) 

1 

0.3 

2 

2 

Emesis  (total) 

124 

41.3 

47 

47 

Restlessness 

84 

28.0 

38 

38 

Headache 

Acute  parotitis  (uni- 

3 

1.0 

1 

1 

lateral) 

1 

0.3 

0 

0 

Retention  of  urine 

1 

0.3 

0 

0 

Shock — mild 

45 

15.0 

13 

13 

moderate 

45 

15.0 

5 

5 

severe 

16 

5.3 

1 

1 

Shock — total 

106 

35.3 

19 

19 

dropped  from  117  mm.  of  mercury  to  99 
mm.  of  mercury,  a drop  of  18  points. 
From  these  figures  we  can  conclude  that 
nitrous  oxide  is  preferable  to  air  as  a 
diluting  medium. 

We  felt,  however,  that  this  drop  in 
blood  pressure  as  soon  as  the  mask  was 
removed  was  not  due  entirely  to  the 
action  of  cyclopropane,  but  that  shock 
and  loss  of  blood  were  important  con- 
tributory factors.  Our  belief  was  con- 
firmed when  we  compared  these  results 
with  those  found  following  evipal-gas- 
oxygen  anesthesia.  In  a series  of  71 
cases  with  the  latter  anesthetic  agent,  the 
systolic  blood  pressure  fell  from  113  to  93 
mm.  of  mercury,  an  even  greater  fall  than 
that  occurring  with  cyclopropane. 

One  of  the  advantages  of  cyclopropane 
is  a rapid  return  to  consciousness.  The 
majority  of  our  patients  were  awake  two 
to  fifteen  minutes  after  anesthesia  was 
discontinued.  In  only  a few  cases  was 
there  a delay  of  one  to  two  hours.  This 
rapid  awakening  is  of  distinct  advantage 
in  patients  with  pulmonary  tuberculosis, 
as  it  enables  them  to  cough  and  eliminate 
bronchial  secretions  early,  thus  reducing 
the  possibility  of  postoperative  pul- 
monary complications. 

Postoperative  complications  are  recorded 
in  Table  2.  In  many  instances,  several 
complications  occurred  in  the  same  pa- 
tient. Vomiting  occurred  in  41.3  per  cent 
of  the  thoracic  cases  and  in  47  per  cent  of 
the  nonthoracic  cases.  These  figures  are 
slightly  higher  than  those  found  with  our 


530 


CORYLLOS  AND  BASS 


[N.  Y.  State  J.  M. 


evipal  series18  (39  per  cent).  However, 
only  2 per  cent  of  the  total  number  of 
patients  vomited  more  than  one  day. 

Upon  casual  observation,  it  may  ap- 
pear that  operative  shock  occurred  in 
rather  a large  percentage  (35.3)  of  pa- 
tients following  thoracic  surgery.  This 
may  be  readily  understood  when  we  con- 
sider that  all  our  cases  have  far-advanced 
pulmonary  tuberculosis  and  many  are 
complicated  by  contralateral  involve- 
ment, contralateral  pneumothorax,  and 
empyemata  of  tuberculous  or  mixed 
origin.  They  are  in  poor  physical  condi- 
tion, having  spent  long  periods  of  time 
in  bed;  secondary  anemia  is  a common 
finding,  and  not  infrequently  is  amyloi- 
dosis a complicating  factor.  In  addition, 
they  have  undergone  a long  and  severe 
operation. 

The  most  alarming  and  sometimes 
fatal  complication  we  have  experienced 
is  the  sudden  onset  of  convulsions. 
Generalized  convulsions  occurred  in  5 
of  the  300  anesthesias  given  for  thoracic 
surgery;  none  took  place  in  the  non- 
thoracic  series.  Twitchings  of  the  eye- 
lids and  facial  muscles  were  seen  in  2 
other  cases  and  carpopedal  spasms  in  1 
other.  We  deem  it  of  interest  to  present 
a short  resume  of  these  cases. 

Case  1.  B.  S.,  age  42,  white  male.  Seventeen 
minutes  following  induction,  marked  generalized 
convulsions  set  in  with  cyanosis,  weak  and  slow 
pulse,  40  per  minute,  and  the  blood  pressure 
could  not  be  recorded.  E & J resuscitator  was 
applied.  Respiration  was  maintained  but  there 
were  repeated  convulsions  until  death  ensued 
50  minutes  following  induction.  Vessels  of  the 
head  and  neck  were  engorged.  Postmortem 
examination  revealed  cerebral  edema,  pulmonary 
caseous-pneumonic  tuberculosis,  dilatation  of  the 
right  auricle  and  ventricle  with  myocardial 
fibrosis. 

Case  2.  A.  C.,  age  25,  white  female.  One 
hour  and  seven  minutes  following  induction  for 
a first  stage  thoracoplasty,  there  was  a sudden 
occurrence  of  generalized  convulsions.  The 
mask  was  removed  and  oxygen  was  given  through 
the  endotracheal  catheter.  There  was  a series 
of  four  convulsions  lasting  30  seconds  each  with 
intervals  of  15  seconds.  Three  ampules  of 
coramine  were  injected  intramuscularly.  Res- 
piration became  very  shallow,  slow  and  laborious, 


so  mouth-to-mouth  insufflations  were  instituted 
and  an  infusion  of  5 per  cent  saline  begun. 
Convulsions  continued  at  frequent  intervals  until 
patient  died  45  minutes  following  the  first  con- 
vulsion. Veins  of  the  neck  were  markedly  dis- 
tended and  clinical  diagnosis  was  pulmonary 
embolism.  At  postmortem,  caseous  pneumonic 
tuberculosis,  tuberculous  empyema,  dilatation 
of  all  the  heart  chambers,  patent  foramen  ovale, 
and  tuberculous  myocarditis  were  found.  Brain 
was  not  examined. 

Case  3.  A.  McD.,  age  47,  white  female. 
Second  stage  thoracoplasty  was  performed. 
Anesthesia  was  uneventful  and  patient  was 
conscious  six  minutes  following  removal  of  the 
mask.  Eight  hours  postoperatively  patient 
went  into  coma  and  developed  stiffness  of  the 
neck,  twitching  of  eyelids  and  spasticity  of  the 
arms.  Legs  were  flaccid  and  all  deep  reflexes 
but  the  plantar  were  absent.  Three  and  a half 
hours  later  she  had  a generalized  convulsion. 
She  died  one  and  a half  hours  later.  No  autopsy 
was  performed.  Clinical  impression  favored 
cerebral  embolism  as  the  cause. 

Case  4.  S.  T.,  age  33,  negro  female.  Opera- 
tion was  for  revision  of  thoracoplasty  and  pack- 
ing of  cavity  with  muscle  flap.  Infusion  of  5 
per  cent  saline  and  transfusion  were  administered 
throughout  the  operation.  Anesthesia  was  un- 
eventful until  one  hour  and  forty-two  minutes 
following  induction,  when  two  convulsive  seizures 
occurred  each  lasting  a few  seconds.  The  mask 
was  immediately  removed,  two  cc.  of  bloody 
mucus  were  aspirated  through  the  endotracheal 
catheter,  and  carbon  dioxide-oxygen  was  given  by 
mask.  The  operation  was  quickly  completed. 
No  further  convulsions  occurred  and  she  was 
conscious  forty  minutes  postoperatively  (one 
hour  following  the  convulsions).  Recovery  was 
uneventful. 

Case  5.  M.  V.,  age  12,  negro  female.  Second 
stage  thoracoplasty.  Anesthesia  was  uneventful 
until  forty-eight  minutes  following  induction 
when  a generalized  convulsion  took  place.  The 
mask  was  removed  and  oxygen  was  adminis- 
tered. Convulsion  lasted  one  minute.  Two 
minutes  before  the  onset  of  the  convulsion,  3 cc. 
of  metrazol  had  been  injected  intravenously  for 
falling  blood  pressure.  Operation  was  com- 
pleted and  the  patient  was  conscious  23  minutes 
following  the  onset  of  the  convulsion.  There 
were  no  after-effects.  It  is  interesting  to  note 
that  a convulsion  occurred  two  minutes  after 
intravenous  injection  of  metrazol.  In  the  light 
of  recent  experimentation  with  metrazol  in  the 
production  of  convulsions  in  cases  of  dementia 
praecox,19  we  are  led  to  the  conclusion  that 
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TABLE  3 — Postoperative  Deaths  in  300  Thoracic  Operations:  Cyclopropane  Anesthesia 


No. 

Kind  of  Operation 

Time  of  Death 
after  Operation 

Cause 

Clinical  Diagnosis 

of  Death •> 

Autopsy 

1 

No  operation 

50  min.  after 
induction 
35  min.  p.  o. 

Cyclopropane  poisoning  (?) 

Cerebral  edema 

2 

Thoracopl.,  1st  stage 

Cerebral  embolism  (?) 

Tbc.  myocarditis 

3 

Thoracopl.,  1st  stage 
Thoracopl.,  1st  stage 

1 hour  p.  o. 

Oper.  shock 

Patent  foramen  ovale 
No  autopsy 

4 

3 hours  p.  o. 

Oper.  shock 

Far  advanced  pulm.  tbc.,  bilat.; 

5 

Thoracopl.,  1st  stage 

12  hours  p.  o. 

Cerebral  edema 

tbc.  empyema 

Edema  brain,  bilateral  empyema 

6 

Thoracopl.,  1st  stage 

24  hours  p.  o. 

Hyperpyrexia 

Hematogenous  tbc. 

7 

Thoracopl.,  1st  stage 

24  hours  p.  o. 

Anoxemia  (?) 

No  autopsy 

8 

Thoracopl.,  1st  stage 

2 days  p.  o. 

Bronchopneumonia 

Bronchopneumonia 

9 

Thoracopl.,  1st  stage 

3 days  p.  o. 

Atelectasis 

Atelectasis 

10 

Thoracopl.,  1st  stage 

6 days  p.  o. 

Acute  tbc.  pneumonia 

Mixed  infect,  tbc.  empyema; 

11 

Thoracopl.,  1st  stage 
Thoracopl.,  1st  stage 

9 days  p.  o. 

Pulm.  edema 

gelatinous  tbc.  pneumonia 
No  autopsy 

12 

13  days  p.  o. 

Spontaneous  contralat.  pnx. 

Spontaneous  pnx.;  atelectasis 

13 

Thoracopl.,  1st  stage 

15  days  p.  o. 

Spontaneous  contralat.  pnx. 

No  autopsy 

14 

Thoracopl.,  1st  stage 

18  days  p.  o. 

Toxemia  (mixed  infect. 

No  autopsy 

15 

Thoracopl.,  2nd  stage 

12  days  p.  o. 

empyema 
Embolism  (?) 

No  autopsy 

16 

Thoracopl.,  3rd  stage 

2 days  p.  o. 

Bronchopneumonia 

Bronchopneumonia 

17 

Thoracopl.,  3rd  and  Schede 

67  min.  p.  o. 

Acute  bronchial  obstruction 

Mixed  infect,  tbc.  empyema 

18 

Revision  and  Schede 

24  hours  p.  o. 

Oper.  shock 

No  autopsy 

19 

3rd  stage  and  revision 

8 days  p.  o. 

Hemoptysis 

No  autopsy 

20 

Revision  and  muscular  flap 

6 days  p.  o. 

Tbc.  bronchopneumonia 

Tbc.  bronchopneumonia 

21 

Revision  and  muscular  flap 

30  days  p.  o. 

Bronchopneumonia 

No  autopsy 

22 

Pneumonectomy 

17  V2  hours  p.  0. 

Shock 

No  autopsy 

metrazol  may  have  been  the  causative  factor  of 
the  convulsion  in  this  case. 

Case  6.  A.  W.,  age  33,  negro  male.  Opera- 
tion for  lobectomy.  Anesthesia  was  uneventful 
and  patient  was  conscious  25  minutes  post- 
operatively.  Four  minutes  later,  twitching  of 
the  right  side  of  the  mouth  and  right  eyelid  set 
in  and  lasted  one  hour  and  forty-five  minutes. 
Recovery  was  uneventful.  It  is  interesting  to 
note  that  following  a previous  operation  for 
revision  of  thoracoplasty,  this  patient  developed 
a right  facial  paralysis  on  the  first  postoperative 
day.  It  cleared  up  entirely  and  it  was  thought 
that  he  had  had  a cerebral  thrombus  that  had 
been  absorbed. 

Case  7.  A.  S.,  age  26,  white  male.  First 
stage  thoracoplasty.  Eight  minutes  following 
the  completion  of  an  uneventful  anesthesia,  we 
noticed  twitching  and  a droop  of  the  right  side  of 
the  mouth  with  occasional  shaking  of  the  head 
from  side  to  side.  Eight  minutes  later,  he  an- 
swered questions  by  nodding  his  head  and  four 
minutes  following  this  he  was  fully  conscious 
and  able  to  talk.  He  complained  of  right-sided 
headache.  Superficial  neurologic  examination 
revealed  a suggestive  left-ankle  clonus.  Thirty- 
five  minutes  following  the  onset,  all  symptoms 
had  cleared.  Uneventful  recovery. 

Case  8.  A.  J.,  age  37,  negro  female.  Eleven 
minutes  following  an  induction  during  which  the 
patient  coughed  spasmodically  and  respirations 
were  jerky  and  shallow,  carpopedal  convulsive 
spasms  ensued.  Oxygen  was  given  and  the 
spasms  ceased  in  about  one  minute.  There  were 
no  further  untoward  manifestations.  We  believe 
these  muscular  spasms  were  a manifestation  of 


an  anoxemic  state  resulting  from  the  insufficient 
respiratory  exchange  during  induction. 

In  our  previous  experiences  with  other 
anesthetic  agents,  such  as  nitrous  oxide- 
oxygen-ether,  avertin-nitrous  oxide-oxy- 
gen, evipal  and  local  and  paravertebral, 
embracing  over  1,600  administrations  for 
thoracic  surgery,  we  had  only  1 patient 
that  developed  convulsions  during  anes- 
thesia with  nitrous  oxide.  This  case 
proved  fatal.  With  300  cases  of  cyclo- 
propane anesthesia  for  thoracic  surgery, 
we  had  8 cases  of  muscular  twitchings 
or  convulsions  with  3 deaths.  In 
view  of  our  experience,  we  must  conclude 
that  cyclopropane  is  a contributory  factor 
in  the  production  of  convulsions.  For  the 
pathogenesis  of  these  convulsions  differ- 
ent theories  have  been  proposed,  but  none 
seems  completely  satisfactory. 

Mortality. — In  Table  3 we  have  re- 
corded all  the  deaths  in  the  thoracic 
surgery  series  that  occurred  within  thirty 
days  of  operation,  no  matter  what  the 
cause.  In  1 case  death  occurred  follow- 
ing induction  before  operation.  Table  4 
includes  the  deaths  in  our  nonthoracic 
series  of  operations  occurring  within 
seven  weeks  of  operation.  We  have  in- 
cluded the  postmortem  findings  when 
available.  (See  page  532  for  Table  4.) 
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TABLE  4 — Postoperative  Deaths  in  100  Nonthoracic  Operations:  Cyclopropane  Anesthesia 


No. 

Operation 

Death — Time 

Cause 

Autopsy  Findings 

1 

Spine  fusion 

1 hour  45  min.  p.  o. 

Operative  shock 

Cardiac  dilatation  and  hypertrophy; 
paravertebral  and  psoas  abscesses 
Pott’s  dis.;  pulm.  tbc. 

2 

Spine  fusion 

6 hours  p.  o. 

Pulm.  embolus  (?) 

No  autopsy 

3 

Amputation  leg 

24  hours  p.  o. 

Cerebral  embolus 

No  autopsy 

4 

Nephrectomy 

24  hours  p.  o. 

Operative  shock 

No  autopsy 

5 

Sp.ine  fusion 

5 days  p.  o. 

Acute  pyelitis  and 
cystitis 

Acute  pyelitis  and  cystitis;  chr. 
hematogenous  tbc.;  paravertebral 
abscess 

6 

Amputation  leg  and  finger 

5 weeks  p.  o. 

Tbc.  peritonitis 

No  autopsy 

7 

Spine  fusion 

7 weeks  p.  o. 

Tbc.  meningitis 

No  autopsy 

TABLE  5 — Comparative  Studies  of  Various  Anesthetic  Agents  for  Thoracic  Surgery 


CsHe 

N2O-O2 

Avertin 

Evipal 

Local  and 
Paravertebral 

No.  Cases 

300 

212 

226 

605 

27 

During  Anesthesia 

Fall  in  B.P.  in  mm. 

17 

17 

20 

40 

24 

Rise  in  pulse  per  min. 

26 

46 

22 

50 

50 

Rise  in  resp.  per  min. 
Cyanosis 

11 

23 

22 

25 

14 

15% 

60%  (approx.) 

40% 

12.2% 

22% 

Postoperative 

Return  to  consciousness 

Immed.  p.  o. 

Immed.  p.  o.  5 

to  12  hrs. 

5 mm.  to  5v2 

• • • • 

Vomiting 

to  2 hr.  15 
min. 

41.3% 

to  2 hrs. 

31.6% 

12.3% 

27.4% 

hrs. 

29.7% 

40.7% 

Restlessness 

28.0% 

23.9% 

29.7% 

40.7% 

Psychosis 

0 

0.9% 

0.4% 

0.3% 

0 

Shock — mild 

15.0% 

10.8% 

7.1% 

5.6% 

33.3% 

moderate 

15.0% 

13.7% 

18.1% 

6.3% 

11.1% 

severe 

5.3% 

2.4% 

7.1% 

2.0% 

0 

Shock — total 

35.3% 

26.9% 

32.3% 

8.4% 

13.9% 

44.4% 

Deaths 

7.3% 

7.5% 

6.4% 

7.4% 

Other  Anesthetics 

Table  5 is  a study  of  results  with 
various  anesthetic  agents  we  have  used 
for  thoracic  surgery. 

(1)  Nitrous  oxide  necessitates  high  con- 
centrations to  produce  relaxation,  there- 
fore not  sufficient  oxygen  is  available  to 
the  pulmonary  ventilation.  Cyanosis  is 
a prominent  feature  in  a large  percentage 
of  cases.  Other  disadvantages  include 
struggling  during  induction,  marked  in- 
crease in  the  pulse  rate,  and  deep,  forceful 
respirations.  Postoperative  restlessness 
was  less  marked  with  nitrous  oxide  and, 
with  the  exception  of  evipal,  fewer  pa- 
tients were  in  shock  at  the  end  of  the 
operation  with  this  agent  than  with  the 
others. 

(2)  Avertin  (tribromethanol)  was  used 
in  226  cases.  The  average  dose  we  used 
was  60  to  80  mg.  per  kilogram.  With 
avertin  as  a basal  anesthetic,  a greater 
proportion  of  oxygen  could  be  adminis- 
tered in  the  supplementary  gas-oxygen 
mixture.  Another  advantage  is  the 
smooth  induction.  However,  the  dis- 


advantages offset  the  advantages. 
Shortly  after  induction,  respiration  be- 
comes very  shallow,  and  sometimes  al- 
most imperceptible,  and  cyanosis  ensues 
in  a large  percentage  of  cases.  Post- 
operatively  the  patient  is  drowsy,  respira- 
tions are  shallow,  cyanosis  is  present, 
and  the  cough  reflex  is  depressed  for 
hours.  Contralateral  spread  of  the  dis- 
ease occurred  postoperatively  in  11  cases 
(4.9  per  cent);  6 of  these  cleared,  the 
other  5 terminated  in  death.  This  com- 
plication occurred  with  avertin  much 
more  frequently  than  it  did  with  any  of 
the  other  anesthetic  agents  we  used. 
There  were  2 deaths  due  to  avertin 
shock.  Another  case  of  shock  that  did 
not  terminate  fatally  is  worthy  of  men- 
tion. 

This  patient,  a 31 -year-old  white  female,  was 
given  80  mg.  per  kilogram  of  avertin  for  a second 
stage  thoracoplasty.  Five  weeks  previous  to 
this,  she  had  undergone  a first  stage  thoraco- 
plasty; avertin  (80  mg.  per  kilogram)  and  gas- 
oxygen  had  been  administered  with  no  untoward 
effects.  At  the  time  of  the  second  administra- 
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TABLE  6 — Postoperative  Deaths  with  Various  Anesthetic  Agents  for  Thoracic  Surgery 


Cases 

Total  Deaths 
Mortality  Per  Cent 

T ime  of  Death 

CsHe 

300 

22 

7.3 

Cases  % 

N2O-O2 

212 

16 

7.5 

Cases  % 

Avertin 

226 

19 

8.4 

Cases  % 

Evipal 

605 

39 

6.4 

Cases  % 

Local  and 
Paravertebral 
27 
2 

7.4 

Cases  % 

Operative  day 

7 

2.3 

4 

1.9 

4 

1.8 

11 

1.8 

0 

0 

1st  day  p.  o. 

4 

1.3 

2 

0.9 

0 

0 

2 

0.3 

0 

0 

2nd-3rd  day  p.  o. 

3 

1.0 

1 

0.5 

0 

0 

1 

0.2 

1 

3.7 

4th-7th  day  p.  o. 

2 

0.7 

4 

1.9 

4 

1.8 

4 

0.7 

1 

3.7 

2nd  week 

3 

1.0 

3 

1.4 

4 

1.8 

8 

1.3 

0 

0 

2nd-4th  week 

3 

1.0 

1 

0.5 

7 

3.1 

13 

2.1 

0 

0 

Cause  of  Death 

Pneumonia 

5 

1.7 

2 

0.9 

2 

0.9 

1 

0.2 

0 

0 ' 

Acute  bronchial 
obstruction 

1 

0.3 

0 

0 

0 

0 

1 

0.2 

0 

0 

Atelectasis 

1 

0.3 

3 

1.4 

1 

0.4 

2 

0.3 

0 

0 

Spontaneous  pnx. 

2 

0.7 

0 

0 

0 

0 

6 

1.0 

0 

0 

Spread  of  disease 

0 

0 

4 

1.9 

5 

2.2 

3 

0.5 

0 

0 

Pulmonary  edema 

1 

0.3 

0 

0 

0 

0 

0 

0 

0 

0 

Anoxemia 

1 

0.3 

0 

0 

0 

0 

0 

0 

0 

0 

Hemoptysis 

1 

0.3 

0 

0 

0 

0 

0 

0 

0 

0 

Shock 

4 

1.3 

4 

1.9 

2 

0.9 

5 

0.8 

0 

0 

Embolus 

2 

0.7 

3 

1.4 

2 

0.9 

3 

0.5 

0 

0 

Cerebral  edema 

1 

0.3 

0 

0 

0 

0 

0 

0 

0 

0 

Hyperpyrexia 

1 

0.3 

0 

0 

0 

0 

0 

0 

0 

0 

Toxemia 

1 

0.3 

0 

0 

4 

1.8 

8 

1.3 

2 

7.4 

Anesthesia 

1 

0.3 

0 

0 

2 

0.9 

0 

0 

0 

0 

Others 

0 

0 

0 

0 

1 

0.4 

10 

1.7 

0 

0 

tion,  there  were  no  unusual  manifestations  until 
one  to  two  minutes  following  induction  with  gas- 
oxygen.  Suddenly  the  patient  lapsed  into  deep 
shock  with  very  slow  respirations  accompanied 
by  cyanosis.  Stimulants  were  given,  but  30 
minutes  later  respirations  ceased.  Mouth-to- 
mouth  insufflations  and  manual  artificial  res- 
piration were  instituted.  Shortly  thereafter  the 
heart  ceased  to  beat.  Adrenalin  (20  minims) 
was  injected  intracar dially;  immediately  the 
heart  began  to  beat  strongly  and  soon  respira- 
tions resumed.  Further  stimulants  were  given 
and  consciousness  returned  four  hours  and 
fifteen  minutes  following  the  onset  of  shock. 
She  was  extremely  restless  and  vomited  several 
times  that  night.  She  was  disoriented,  hysteri- 
cal, and  had  a bilateral  Babinski,  numbness  of 
the  left  thumb  and  a left  lateral  nystagmus. 
She  lapsed  into  a cataleptic  state.  Spinal  fluid 
was  negative.  These  symptoms  lasted  for  ten 
weeks,  at  the  end  of  which  time  her  mental  state 
was  normal  and  all  abnormal  neurologic  signs 
had  disappeared.  We  do  not  believe  that  these 
symptoms  can  be  attributed  to  avertin. 

(3)  Evipal.  The  results  we  obtained 
with  300  cases  of  evipal  anesthesia  have 
appeared  in  two  previous  articles.18,20 
In  Table  5 are  recorded  the  results  ob- 
tained with  605  administrations  which 
were  given  from  August,  1934,  to  Septem- 
ber, 1936.  It  will  be  noted  that  there  is 
an  average  drop  in  systolic  blood  pres- 
sure of  40  mm.  of  mercury  and  a marked 


rise  in  pulse  rate.  There  were  11  cases 
(1.8  per  cent)  that  developed  apnea 
shortly  following  the  injection  of  evipal. 
Respiration  in  all  of  these  cases  returned 
to  normal  after  resuscitative  measures 
had  been  instituted.  Postoperative  shock 
occurred  in  a much  smaller  proportion  of 
cases  (13.9  per  cent)  than  with  any  of  the 
other  anesthetic  agents.  In  contradis- 
tinction to  avertin,  postoperative  exuda- 
tive spread  occurred  in  only  4 cases 
(0.7  per  cent),  3 of  whom  died  later; 
in  the  other,  the  disease  was  reabsorbed. 

(4)  Local  and  paravertebral  anesthesia 
was  used  in  27  cases.  These  were  selected 
cases  that  we  deemed  poor  risks  for 
general  anesthesia.  Pain  during  opera- 
tion was  complained  of  in  10  cases;  in 
1 of  these  it  was  necessary  to  supple- 
ment with  gas-oxygen.  Cyanosis  during 
operation  occurred  in  6 cases  and  it  was 
necessary  to  administer  carbon  dioxide- 
oxygen  to  all  of  these.  There  was  1 
case  of  novocaine  shock : 23  minutes 
following  the  injection  of  1 per  cent 
novocaine  (8  ounces)  respiration  was 
shallow,  the  blood  pressure  could  not  be 
recorded  and  the  patient  did  not  respond 
to  external  stimulation.  The  operation 
was  postponed  and  stimulants  given.  In 
a short  time,  respirations  became  normal 
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and  the  blood  pressure  rose  to  the  pre- 
operative level.  We  believe  that  our 
series  of  cases  is  too  small  to  draw  any 
definite  conclusions  as  to  the  advantages 
of  local  and  paravertebral  anesthesia  for 
thoracic  surgery.  However,  we  have 
noted  that  postoperatively  the  patients 
are  much  brighter  and  that  they  seem  to 
run  a smoother  postoperative  course 
than  those  undergoing  general  anesthesia. 

General  Results  of  All  Anesthetics 
in  Thoracic  Cases 

(1)  Mortality. — In  Table  6 are  recorded 
all  deaths  with  the  various  anesthetic 
agents;  the  time  and  cause  of  death  are 
included.  It  will  be  seen  that  the  greatest 
mortality  (8.4  per  cent)  followed  avertin 
anesthesia  and  the  least  (6.4  per  cent), 
evipal  anesthesia;  whereas  the  mor- 
tality percentages  following  cyclopropane, 
nitrous  oxide,  and  local  and  paravertebral 
differed  only  very  slightly. 

(2)  Morbidity. — Schmidt  and  Waters,13 
in  their  review  of  2,200  cases  of  cyclo- 
propane anesthesia,  found  fewer  respira- 
tory complications  with  this  gas  than 
with  others.  In  our  series  postoperative 
respiratory  complications  occurred  in 
3.7  per  cent  of  the  cyclopropane  anes- 
thesias, 5.2  per  cent  with  nitrous  oxide, 
6.6  per  cent  with  avertin,  2.3  per  cent 
with  evipal,  and  in  none  of  the  local  and 
paravertebral  cases. 

Conclusions 

The  results  obtained  with  different 
anesthetics  in  thoracic  surgery  have  been 
presented.  Almost  all  the  patients  under- 
going thoracic  surgery  had  chronic  pul- 
monary tuberculosis;  of  these  70  per 
cent  had  bilateral  disease. 

Our  results  with  cyclopropane  anes- 
thesia are  presented  in  detail.  For  com- 
parison, we  included  100  cases  which  had 
other  than  thoracic  operations,  but  who 
were  anesthetized  with  cyclopropane. 
Convulsions  and  muscular  twitchings  as 
a complication  of  cyclopropane  anes- 
thesia for  thoracic  surgery  occurred  in 
8 patients.  We  had  no  convulsions 


in  the  nonthoracic  series.  In  our  pre- 
vious experience  in  chest  surgery  with 
other  anesthetic  agents,  we  had  only  1 
case  of  convulsions. 


Of  the  1,370  thoracic  cases  studied  and 
analyzed,  cyclopropane  anesthesia  was 
used  in  300  cases,  gas-oxygen  in  212, 
avertin  in  226,  and  evipal  in  605.  Local 
and  paravertebral  anesthesia  was  used  in 
27  selected  cases.  A detailed  report  of 
our  results  with  these  various  agents  is 
given,  and  a study  of  the  morbidity  and 
mortality  rates  is  included. 


We  wish  to  express  our  appreciation  and 
gratitude  to  Miss  Mary  Norton,  Records 
Librarian,  and  her  staff  for  their  co-opera- 
tion. 
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PREVENTION  OF  MATERNAL  DEATHS 


Charles  A.  Gordon,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 


Maternal  welfare  has  to  do  with  the 
well-being  of  mothers,  their  social 
and  economic  condition,  their  willingness 
as  well  as  their  physical  capacity  to  bear 
children — a full  family  life.  No  matter 
how  perfect,  preparation  falls  short  if  the 
end  result  of  labor  is  stillbirth  or  neonatal 
death. 

It  has  to  do  with  the  whole  concept  of 
preventive  medicine,  which,  though  not 
built  around  obstetrics,  might  very  well 
be  so  far  as  mothers  are  concerned.  Not 
a simple  problem  at  all,  their  health  truly 
depends  upon  environment;  death  often 
harks  back  to  the  rickets  of  infancy,  the 
rheumatism  of  childhood,  and  the  dys- 
functions of  youth.  The  skill  and  ex- 
perience of  the  obstetrician  is  an  im- 
portant factor  in  the  prevention  of 
maternal  death,  yet  women  who  are 
barely  able  to  eke  out  a living,  willing  to 
exchange  food  and  rest  for  the  clothes 
and  diversion  they  desire  so  much — 
women  who  rarely  see  the  sun,  overtired 
and  overconscious  of  the  stress  of  life, 
are  not  good  subjects  for  parturition. 
The  changes  associated  with  the  vastly 
accelerated  speed  of  modem  life  have 
been  gradual,  somewhat  vague  it  is  true, 
difficult  of  appraisal,  but  none  the  less 
real.  More  and  more,  simple  failure  of 
the  forces  of  labor  simulates  dispropor- 
tion, and  women  who  should  have  normal 
labor  delay  so  long  that  intervention 
becomes  necessary.  It  is  certain  that 
childbirth  has  become  more  difficult. 

Too  long  birth  has  been  looked  upon 
as  a simple  physiologic  process  which 
may  become  pathologic,  it  is  true,  yet 
remain  a safe  undertaking.  No  func- 
tion of  the  human  body  is  ever  subjected 
to  a stress  at  all  comparable  with  partu- 
rition ; even  in  its  simplest  form,  childbirth 
is  never  free  of  danger.  Told  that  com- 
plications are  preventable,  women  expect 


none.  This  time-wom  platitude  should 
be  summarily  discarded,  and  women  told 
that  most  of  their  hazards  may  be  fore- 
seen and  controlled.  That  is  quite  differ- 
ent. 

There  has  been  considerable  decline  in 
maternal  mortality  in  the  last  ten  years. 
The  trend  is  downward.  That  childbirth 
has  actually  become  safer  may  deserve 
no  emphasis  by  governmental  agencies — 
certainly  it  has  had  none.  For  some 
reason,  it  has  seemed  better  to  say  that 
in  1936  there  were  more  than  14,000 
deaths  of  women  associated  with  preg- 
nancy or  childbirth  than  to  point  out 
that  there  were  but  12,182  puerperal 
deaths  in  1936,  or  362  less  than  in  1935. 
Would  it  not  be  better  to  say  that  child- 
birth ranks  third  as  a cause  of  death  in 
women  between  the  ages  of  15  and  45? 
We  are  told  that  ten  million  people 
in  the  United  States  live  more  than  thirty 
miles  from  an  approved  hospital,  but  it  is 
a fact  that  only  about  1 per  cent  of  births 
were  unattended. 

It  should  be  clearly  understood  that 
the  maternal  mortality  rate  shows  the 
number  of  maternal  deaths  in  relation  to 
live  births ; deaths  from  ectopic,  abortion, 
and  many  general  causes  are  included. 
Acute  respiratory  diseases  may  seriously 
affect  these  figures,  for  deaths  from  in- 
fluenza and  bronchopneumonia,  with  in- 
tercurrent abortion  or  labor  or  even 
pregnancy  undelivered,  are  assigned  to 
the  maternal  mortality  column ; even 
lobar  pneumonia,  unless  its  time  relation- 
ship to  the  puerperal  state  is  clearly 
stated  on  the  certificate,  meets  the  same 
fate.  This  method  satisfies  the  statisti- 
cian very  well,  but  the  obstetrician  not  at 
all.  Contraception,  abortions  increasing 
by  tens  of  thousands,  a higher  proportion 
of  primiparas,and  the  growing  age  of  primi- 
parity  itself  must  be  taken  into  account 
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when  comparisons  are  made  with  older 
figures.  Improvement  in  mortality  rates 
is  more  real  than  apparent. 

International  comparisons  are  par- 
ticularly futile.  Propagandists  love  to 
tell  us  that  the  United  States  has  the 
highest  rate,  yet  it  has  been  shown  that 
if  international  assignment  of  puerperal 
and  nonpuerperal  causes  were  uniform, 
our  place  would  be  fifth  from  the  highest. 
No  doubt  it  would  be  better  still,  if 
major  factors  like  race,  age,  and  parity, 
urbanization  and  relative  incidence  of 
acute  respiratory  infection  had  been 
given  any  consideration.  Furthermore, 
all  statistics  depend  upon  the  accuracy 
of  the  original  record,  and  comparability 
can  be  questioned  until  we  can  more 
honestly  evaluate  the  importance  of  the 
contributory  causes  of  death.  The  arbi- 
trary method  of  the  “Manual  of  Joint 
Causes  of  Death”  is  not  satisfactory.  It 
is  obviously  unfair  to  infer  that  the 
quality  of  medical  care  is  inferior  in  the 
United  States.  Such  propaganda  is 
demoralizing,  tends  to  increase  fear,  and 
is  of  itself  a cause  of  mortality. 

Obstetricians  have  shown  that  the 
only  effective  method  of  analysis  is  by 
their  own  critical  review  of  the  actual 
certificates  of  death  in  co-operation  with 
local  health  departments  and  the  physi- 
cians concerned.  This  has  been  done  so 
well  in  many  communities  that  now  we 
are  repeatedly  told  that  one-half  to  two- 
thirds  of  all  maternal  deaths  are  prevent- 
able. 

A very  large  proportion  of  these  deaths 
is  inevitable.  In  our  zeal  some  of  us  have 
gone  too  far  in  assessing  preventability. 
Perhaps  it  would  be  better  to  discuss 
deaths  as  associated  with  controllable 
causes.  Certainly  it  is  impossible  to 
define  preventability  exactly.  Antepar- 
tum hemorrhage  cannot  be  prevented 
nor  will  good  management  ensure  safe 
delivery.  Placenta  praevia  and  abruptio 
are  formidable  complications  which  tax 
the  skill  of  the  most  expert  obstetrician. 
Even  the  less  common  presentations  of 
the  fetus  increase  maternal  as  well  as 
fetal  mortality.  Eclampsia  may  occur 
in  spite  of  excellent  antepartum  super- 


vision. The  diagnosis  of  moderate  dis- 
proportion is  not  simple,  and  its  manage- 
ment, whether  by  trial  labor  or  test, 
difficult  forceps  or  easier  cesarean,  in- 
volves considerable  risk.  The  skill  and 
judgment  required  for  operative  delivery 
are  just  as  necessary  when  we  allow 
women  to  remain  long  in  labor  with  the 
hope  of  avoiding  intervention.  That 
our  decisions  are  often  reached  under 
pressure  of  very  trying  circumstances 
unfortunately  receives  little  attention  in 
reports. 

Certainly  the  majority  of  deaths  from 
intentional  abortion  are  beyond  our  con- 
trol. The  majority  of  abortions  are  in- 
duced, yet  only  the  mortality  of  proved 
criminal  abortion  is  assigned  to  homicide 
in  our  statistics.  Taussig  estimates  that 
nearly  700,000  abortions  occur  every 
year  in  this  country,  that  60  per  cent  of 
them  are  induced  in  women  who  are  un- 
aware or  careless  of  the  risk.  Abortion 
accounts'  for  one-quarter  of  all  our 
maternal  deaths,  nearly  half  of  the  deaths 
from  septicemia,  the  greatest  cause. 
These  are  the  figures  which  need  pub- 
licity, one  good  reason  why  the  death 
rate  from  sepsis  has  not  yielded.  Their 
importance  cannot  be  overemphasized, 
for  thousands  who  recover  pay  then- 
pelvic  debt  later  in  ectopic,  placenta 
praevia,  accreta,  abruptio,  sterility,  and 
more  abortions.  Women  contribute  vol- 
untarily to  their  own  death  rate.  There 
is  very  little  that  we  can  do  about  it 
except  to  await  public  education  which  is 
sadly  needed.  In  the  meantime  it  is  well 
to  remember  that  even  therapeutic  abor- 
tion, an  operation  which  is  intended  to 
save  life,  carries  with  it  its  own  mor- 
tality. It  would  be  best  to  consider  all 
incomplete  abortions  potentially  septic, 
advise  hospital  treatment  in  all  cases 
with  any  untoward  symptoms,  and  weigh 
well  the  risk  of  simple  curettage. 

Though  puerperal  infection  is  largely 
associated  with  operative  interference, 
the  problem  is  not  as  simple  as  it  would 
appear.  It  is  difficult  to  trace  infection 
to  its  source.  In  the  majority  of  in- 
stances it  is  introduced  during  examina- 
tion or  operation,  but  often  delivery  has 
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been  spontaneous,  and  there  has  been  no 
examination  whatever.  Recent  investi- 
gations, however,  have  shown  that  autoge- 
nous infection  is  not  an  important  cause. 
Casual  streptococci  in  the  throats  of 
attendants  are  not  very  harmful,  but 
carriers  who  have  not  fully  recovered 
from  acute  respiratory  infections,  those 
with  coughs,  colds,  and  hoarseness,  are 
very  dangerous,  whether  attendants,  rela- 
tives, or  other  visitors.  Mild  forms  are 
common  and  the  clinical  course  of  the 
fever  depends  upon  virulence  of  the  organ- 
ism and  resistance  of  the  patient.  No 
perfect  antiseptic  is  available,  and  treat- 
ment is  largely  symptomatic.  Though 
often  ineffective,  preventive  measures 
are  highly  desirable.  Those  new  amend- 
ments to  the  Sanitary  Code  of  the  City  of 
New  York  which  make  limitation  of  visi- 
tors and  general  use  of  masks  compulsory 
in  every  lying-in  institution  in  the  city, 
might  well  be  adopted  everywhere. 

I would  not  have  you  think  for  a 
moment  that  I look  upon  the  situation 
with  satisfaction,  or  that  we  have  reached 
that  irreducible  minimum  which  we  feel 
sure  exists.  Not  at  all.  The  death  rate 
would  fall  at  once  if  all  the  factors  could 
be  controlled.  It  is  not  alarming,  how- 
ever, and  obviously  no  spectacular  solu- 
tion of  the  problem  is  possible.  Tax-paid 
medicine  is  certainly  not  the  answer. 

Education  is  the  key  to  the  problem, 
but  of  necessity  it  is  time-consuming  and 
difficult.  In  spite  of  great  national  effort 
the  gospel  of  prenatal  care  has  not  fully 
reached  the  public.  At  any  rate,  a great 
many  women  pay  no  attention  to  it, 
even  those  who  have  had  repeated 
dystocia.  We  agree  on  the  advantages  of 
good  antepartum  care,  yet  probably  half 
of  our  maternal  deaths  occur  in  women 
who  have  had  no  examination  or  advice 
of  any  kind  from  a physician  during 
pregnancy.  There  is  good  reason  to  be- 
lieve, however,  that  we  are  at  fault  too. 
For  nearly  half  of  those  who  do  register 
with  a physician  receive  inadequate  or 
poor  care.  There  can  be  no  excuse  for 
this. 

About  half  of  our  puerperal  deaths  are 
preceded  by  an  operation  like  forceps, 


dilatation  of  the  cervix,  manual  removal 
of  the  placenta,  version,  extraction,  or 
cesarean.  Often  the  physician  has  not 
seen  the  patient  until  an  emergency  has 
arisen,  yet  we  are  not  without  blame  in 
this  matter.  Even  the  experienced  gen- 
eral practitioner  needs  help  in  the  manage- 
ment of  eclampsia  and  the  hemorrhages 
of  pregnancy.  Forceps  and  version  are 
not  for  the  novice,  nor  should  cesarean 
be  done  by  the  inexpert  or  the  interested- 
at-the-moment  sturgeon,  no  matter  how 
skillful  he  may  be,  for  the  risk  is  so  great 
that  all  indications  for  the  operation 
should  be  subjected  to  the  closest  scru- 
tiny. Even  in  the  perfect  case  danger  of 
death  from  peritonitis  or  anesthesia  can- 
not be  eliminated.  The  lower  segment 
operation  and  radical  cesarean  carry  no 
assurance  of  safety,  even  if  there  is  no 
evidence  of  infection  present.  Mortality 
in  all  types  of  operation  depends  upon  the 
same  factors.  The  tremendous  contribu- 
tion made  by  cesarean  section  to  our 
mortality  figures  is  a cause  of  grave  con- 
cern. 

Less  operations  would  appear  to  be  the 
answer,  yet  women  ask  that  labor  be 
shortened  and  the  pains  lessened.  And 
so  would  the  most  conservative  among 
us,  even  though  we  had  made  up  our 
minds  to  use  better  judgment.  Obste- 
tricians know  that  normal  labor  cannot 
be  improved  upon,  yet  a strong  move- 
ment for  more  or  less  radical  obstetrics 
has  thoroughly  involved  the  entire  pro- 
fession. Many  who  are  extraordinarily 
well  qualified  to  give  women  what  they 
desire,  have  imparted  their  views  to  the 
multitude,  but  unfortunately  not  their 
skill.  Whether  we  are  conservative 
minded  or  not,  whether  we  call  this 
meddlesome  midwifery,  as  some  do,  or 
not,  makes  very  little  difference  at  pres- 
ent. We  must  cope  with  the  situation  as 
we  find  it.  It  is  likely  that  this  modern 
idea  has  come  to  stay,  and  it  is  at  least 
doubtful  if  many  of  us  will  be  willing  to 
force  our  patients  to  accept  the  hard 
way.  Aside  from  analgesia,  anesthesia 
itself  is  clearly  a definite  hazard.  Clearly 
only  those  who  have  been  well  trained  in 
these  new  methods  should  practice  them. 
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Hospitals  admit  a steadily  increasing 
number  of  women  for  delivery.  In  1936, 
71  per  cent  of  all  births  in  urban  areas 
occurred  in  hospitals,  while  in  rural 
areas  only  14  per  cent  were  institutional. 
In  1937  in  New  York  City,  89  per  cent 
of  all  women  were  delivered  in  the  hos- 
pital. Our  maternal  mortality  rate  is  36 
per  cent  higher  in  urban  districts,  yet  it 
has  been  found  impossible  to  calculate 
rates  comparing  delivery  in  the  hospital 
with  the  home.  The  comfort  and  advan- 
tages of  the  hospital  should  be  obvious, 
yet  some  have  said  that,  since  interfer- 
ence may  be  easier  there,  home  delivery 
should  be  encouraged.  At  any  rate  this 
is  no  time  to  discuss  that  question,  for 
hospitalization  is  steadily  increasing.  We 
are  confronted  with  a fact,  not  a theory, 
and  this  very  definite  trend  should  be 
recognized  by  public-health  authorities. 
It  would  certainly  seem  better  to  bring 
patients  to  a well-equipped  center  than 
to  send  public-health  nurses  out  to  them. 

Every  hospital  should  be  a safe  place 
for  delivery.  That  is  what  every  woman 
has  a right  to  expect;  the  best  interests 
of  all  concerned  demand  it.  Large  or 
small,  the  hospital  has  very  positive 
obligations.  It  must  control  and  closely 
supervise  its  obstetrics,  for  responsibility 
for  the  patients’  welfare  does  not  rest 
entirely  with  the  physician.  Nothing 
need  be  done  to  discourage  that  intimate 
relationship  between  patient  and  physi- 
cian which  is  so  essential,  yet  the  patient 
must  be  protected  and  the  physician  sup- 
ported whether  they  wish  it  or  not. 
Facilities  must  be  mobilized  for  advice 
and  help,  and  consultation  must  be  easily 
obtained  when  indicated.  Not  only 
should  general  practitioners  be  afforded 
opportunities  to  do  good  work,  but  they 
must  be  made  to  feel  that  they  are  an 
important  part  of  the  obstetrical  service 
in  the  hospital. 

Since  obstetrics  is  an  art,  it  will  never 
be  possible  to  teach  more  than  obstetrical 
catechism  in  the  medical  school.  No 
revision  of  the  undergraduate  curriculum 
will  ever  do  more  than  train  the  student 
in  the  management  of  normal  cases. 
There  is  neither  time  nor  opportunity 


to  teach  that  which  must  be  learned  by 
practice — not  precept.  The  young  gradu- 
ate has  been  largely  left  to  his  own  re- 
sources, forced  to  grow  in  experience  and 
judgment  under  the  spur  of  necessity 
and  expediency.  When  the  intern  years 
become  a more  definite  part  of  the 
medical  curriculum,  some  progress  will 
be  made. 

Postgraduate  education  is  the  master 
key  to  happier  results.  The  problem 
will  be  solved  only  when  the  education 
of  everyone  who  practices  obstetrics  is 
made  continuous.  Not  by  refresher 
courses  and  lectures  which,  though  de- 
sirable, are  not  very  effective.  Not  by 
insisting  that  the  general  practitioner 
take  postgraduate  courses,  for  he  will 
not,  nor  can  he  get  what  he  needs.  Not 
by  belaboring  him  with  statistics,  or 
viewing  with  alarm  preventability  per- 
centages, but  by  providing  for  him  wide 
opportunities  for  easy  continuous  contact 
with  the  form  and  substance  of  good 
obstetrics  in  well-staffed  hospitals.  These 
institutions  need  have  no  fear  for  their 
own  results,  for  properly  controlled  and 
supervised  the  average  man  is  an  ex- 
cellent practitioner  of  midwifery. 

If  you  think  this  Utopian,  though  I 
maintain  it  is  not,  we  have,  in  the  com- 
mittee on  analysis  of  maternal  deaths, 
another  perhaps  more  quickly  available 
method  of  education.  In  many  of  our 
large  cities  committees  of  obstetricians 
have  provided  us  with  comparable  sta- 
tistics and  conclusions,  which  they  have 
arrived  at  after  searching  examination  of 
the  circumstances  surrounding  every  ma- 
ternal death  in  their  own  communities. 
The  high  educational  value  of  their  dis- 
cussions, however,  has  been,  for  the  most 
part,  completely  overlooked,  for  com- 
paratively few  have  taken  part  in  these 
committee  deliberations.  Many  of  us 
have  become  maternal -mortality  con- 
scious, and  we  have  been  made  aware 
that  a great  many  maternal  deaths  are 
preventable,  yet  individual  interest  on  a 
large  scale  must  be  excited,  and  every 
physician  made  to  feel  that  he  himself  can 
make  an  important  contribution.  This 
is  essential.  If  inquiry,  discussion,  and 


March  15,  1939] 


PREVENTION  OF  MATERNAL  DEATHS 


539 


investigation  are  the  basis  of  the  modern 
synthesis  of  education,  the  committee 
on  analysis  will  provide  us  with  a nearly 
perfect  mechanism. 

Review  committees,  consisting  of  physi- 
cians representing  every  hospital  which 
admits  women  for  delivery,  ectopic,  and 
abortion,  should  be  set  up  everywhere  by 
county  medical  societies.  It  is  important 
that  hospitals  be  invited  to  name  their 
own  representatives,  the  society  appoint- 
ing members  to  inquire  into  home  de- 
livery. Local  health  officers  will  be  more 
than  willing  to  provide  transcripts  of  the 
certificates  of  death.  With  this  basic 
material,  all  the  pertinent  facts  and 
circumstances  will  be  minutely  explored 
by  that  member  to  whom  it  may  be 
properly  assigned  for  inquiry,  and  re- 
corded in  detail.  When  the  committee 
meets,  which  will  be  as  often  as  is  neces- 
sary to  suit  local  conditions,  all  deaths 
are  examined,  and  all  controllable  factors 
developed  by  wide-open  discussion.  Hos- 
pitals or  individuals  should  not  be  identi- 
fied, their  names  being  known  only  to  the 
recorder  or  secretary  of  the  committee, 
who  reports  the  case  for  consideration. 
To  arouse  vigorous  discussion  it  is  best 
to  assign  responsibility,  but  percentages 
quickly  arrived  at  need  not  find  publica- 
tion. 

No  criteria  for  preventability  need  be 
set  up  other  than  those  which  occur  about 
the  case  material.  Conscience  will  grow 
with  consciousness  of  individual  responsi- 
bility. For  continued  education,  group 
discussion  of  personal  experience  is  better 
than  the  scientific  address  and  the  sym- 
posium. If  county  organization  is  not 
always  practicable,  adjacent  counties 


may  operate  jointly.  If  well-qualified 
obstetricians  are  not  available,  consult- 
ants provided  by  a state  medical  society 
or  some  other  agency  may  attend  the 
meetings. 

This  method  of  approach  to  the  prob- 
lem has  been  highly  developed  in  Brook- 
lyn. Attendance  is  excellent,  interest 
high  and  steadily  growing.  Forty-eight 
hospitals  have  co-operated  perfectly  in 
the  analysis  of  maternal  deaths.  A card 
of  admission  is  required,  since  none  but 
physicians  may  participate.  Perfect  ano- 
nymity has  overcome  all  possible  objec- 
tions. Specialist  and  general  practitioner 
have  profited  alike.  Abortion,  ectopic, 
cesarean,  hemorrhage,  toxemia — all  the 
causes  of  death  in  the  rubrics,  have  been 
repeatedly  discussed  as  actual  cases  with 
their  practical  implications.  Nor  has 
the  widespread  knowledge  that  every 
maternal  death  in  Brooklyn  is  closely 
scrutinized  done  any  harm. 

The  medical  profession  is  keenly  in- 
terested in  this  problem  and  aware  of  its 
responsibility  in  the  training  of  physi- 
cians. Education  of  the  public,  no  less 
important,  is  a tremendous  task  which 
calls  for  more  thoroughly  organized  effort 
than  we  are  able  to  carry  on  ourselves. 
In  the  face  of  severe  social  and  economic 
maladjustment,  for  which  we  certainly 
are  not  responsible,  thousands  of  women 
far  and  wide  throughout  the  nation  have 
been  taken  care  of  in  childbirth  by  physi- 
cians with  no  thought  whatever  of  their 
own  economic  problem.  We  are  doing 
more  than  discuss  the  problem,  for  child- 
birth has  become  safer. 

256  Jefferson  Avenue 


“The  most  dangerous  period  in  an  individual’s 
life  is  during  the  first  twenty-four  hours  after 
birth,”  said  Dame  Louise  Mcllroy  in  a recent 
speech.  Aren’t  the  last  twenty-four  a bit  risky? 
— Punch. 


“Alcoholic  intoxication  is  a predisposing  cause 
of  pneumonia  and  the  death  rate  in  pneumonia 
in  alcoholic  addicts  is  definitely  higher  than  that 
of  abstainers  from  alcohol,”  the  J.A.M.A.  says 
in  an  editorial. 


TREATMENT  OF  LOBAR  PNEUMONIA  WITH  SULFAPYRIDINE 


W.  L.  Whittemore,  M.D.,  F.A.C.P.,  C.  L.  Royster,  M.D.,  and 
Paul  A.  Riedel,  Ph.D.,  New  York  City 

( From  the  New  York  City  Hospital,  Welfare  Island) 


Through  the  courtesy  of  the  manu- 
facturer in  supplying  a quantity  of 
sulfapyridine,  an  opportunity  was  afforded 
us  to  study  further  the  action  of  this 
drug  at  City  Hospital,  New  York  City. 
With  this  supply  an  attempt  was  made 
to  evaluate  the  effects  of  sulfapyridine  in 
lobar  pneumonia.  Observations  were 
made  concerning  dosage,  blood  concen- 
tration of  the  drug,  therapeutic  response 
and  untoward  reactions  when  these  oc- 
curred. 

Our  series  of  cases  comprises  30  un- 
selected patients,  with  pneumococcus 
lobar  pneumonia,  treated  in  the  wards  of 
City  Hospital  between  January  1,  and 
February  25,  1939.  The  age  of  the 
patients  treated  varied  between  15  and 
75  years,  with  an  average  age  of  36  years. 
There  were  20  males  and  10  females. 
Twenty-three  of  the  patients  presented 
no  evidence  of  complicating  illness  on 
admission.  The  complications  found  are 
listed:  (1)  1 patient,  seven  months 

pregnant,  who  had  a premature  labor 
during  the  course  of  her  Type  III  pneu- 
monia ; (2)  2 rheumatic  cardiacs,  in 

one  of  whom  the  process  was  inactive 
and  in  the  other  the  process  was  ques- 
tionably active;  (3)  1 patient  with 

aortic  aneurism  and  luetic  heart  disease; 
(4)  2 patients  with  hypertensive  and 
arteriosclerotic  heart  disease,  one  of 
whom  had  severe  heart  failure;  (5)  1 
with  beginning  empyema  and  bacteri- 
emia,  Type  I,  admitted  on  the  seventh 
day  of  illness. 

The  history  of  illness  on  admission 
varied  from  four  hours  to  seven  days. 
The  average  of  all  was  three  days.  The 
types  of  pneumococcus  encountered  were : 

Type  I 10  patients 

Type  II  1 patient 

Type  III  4 patients 

Type  V 1 patient 


Type  VII  2 patients 

Type  XII  1 patient 

Type  XIV  1 patient 

Type  XVI  1 patient 

Type  XVIII  2 patients 

Type  XXXII  1 patient 

In  planning  the  administration  of  the 
drug  we  referred  ourselves  to  the  plan 
followed  by  Evans  and  Gaisford,  who 
suggested  the  following  dosage:  “One 

tablet  four-hourly  for  three  to  four  days, 
followed  by  1 tablet  twice  daily  for  a 
further  two  or  three  days,  giving  an 
average  total  of  12  grams.  Later,  it  was 
decided  to  administer  large  doses  during 
the  seventy-two  hours  immediately  fol- 
lowing the  admission,  the  routine  being 
to  give  2 grams  statim,  and  1 gram 
four-hourly  thereafter,  making  an  average 
total  intake  in  the  later  cases  of  about 
25  grams.”* 

The  dosage  used  in  the  treatment  of 
our  first  8 cases  closely  followed  this 
routine.  On  admission,  the  patients  were 
given  sulfapyridine  by  mouth  in  doses  of 
1 gram  every  four  hours  for  two  days. 
This  was  then  reduced  to  1 gram  every 
six  hours  for  two  days,  and  then  1 gram 
every  eight  hours  for  two  days.  Later 
in  our  series,  2 grams  were  given  initially, 
followed  by  1 gram  every  four  hours  for 
seven  days. 

Our  study  of  these  patients  comprises 
in  all,  a determination  of  blood  levels,  free 
and  total  sulfapyridine,  blood  cultures, 
sputum  typing,  blood  counts,  icteric  in- 
dices, x-ray  examination  of  the  chest, 
routine  and  microscopic  examination  of 
urine,  Wassermann  reaction  and  blood 
chemistry,  and,  in  some  cases,  sedimenta- 
tion rates.  In  estimating  the  blood  levels 
of  the  drug,  readings  were  taken  at  the 
end  of  twelve,  twenty-four,  forty-eight, 

* Evans  and  Gaisford.  (London  Lancet,  July  2, 
1938.) 
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ninety-six,  and  one  hundred  and  forty- 
four  hours. 

The  method  used  in  the  determination 
of  the  total  and  free  sulfapyridine  was 
that  described  by  Marshall.  In  short,  it 
consists  of  the  deproteinization  of  the 
blood  with  p- toluene  sulfonic  acid.  Mar- 
shall used  saponin  solution  to  hemolize 
the  blood  but  this  was  omitted  and 
distilled  water  substituted.  Two  filtra- 
tions  were  found  necessary  to  obtain  a 
clear  filtrate.  For  the  determination  of 
the  free  sulfapyridine,  a measured  amount 
of  the  filtrate  was  diazotized  with  sodium 
nitrite  and  a color  developed  with  an 
alcoholic  solution  of  dimethylnaphthyl- 
amine.  For  the  determination  of  the 
total  sulfapyridine  a measured  amount 
of  the  filtrate  was  hydrolyzed  by  placing 
it  in  a boiling  water  bath.  It  was  then 
cooled  and  diazotized  and  coupled  in  the 
same  manner  as  in  the  determination  of 
the  free  sulfapyridine.  It  was  found 
that  it  was  essential  to  keep  all  the  re- 
agents at  icebox  temperature  to  avoid 
decomposition. 

The  total  dosage  in  our  first  group  of 
8 patients  varied  from  16  to  34  grams, 
and  was  continued  to  50  grams  in  one 
instance.  On  this  regime  an  average 
drop  in  temperature  to  101  F.  from  an 
average  of  103  F.  was  observed  in 
twelve  to  twenty-four  hours,  and  down 
to  between  99  and  100  F.  at  the  end  of 
forty-eight  hours,  with  marked  signs  of 
clinical  improvement,  decreased  toxicity 
and  pulse  rate.  Subjective  response  was 
equally  marked,  many  of  the  patients 
feeling  so  well  that  they  wanted  to  be  up 
and  about.  Cyanosis  decreased  as  rapidly 
as  did  dyspnea,  although  the  actual 
respiratory  rate  frequently  remained  rapid 
until  signs  of  resolution  occurred.  This 
took  place  around  the  fourth  or  fifth  day 
of  treatment  corresponding  to  the  average 
time  for  this  phenomenon  in  pneumonias 
treated  with  other  methods.  Methylene 
blue  was  not  used  in  any  of  our  cases. 
All  of  these  patients,  except  1 who  devel- 
oped further  involvement  on  the  fourth 
day  with  marked  nervous  system  de- 
pression, bilateral  papilloedema,  and  pro- 
nounced personality  changes,  proceeded 


to  convalesce  uneventfully,  but  continued 
to  maintain  temperatures  of  100  F.  to 
100.5  F.  up  to  the  sixth  or  seventh  day 
of  treatment.  By  the  seventh  day  all  of 
this  group  had  a normal  temperature 
except  the  1 patient  noted  above. 

Hepatitis  has  been  mentioned  as  a 
complication  and  so  icteric  indices  were 
recorded  before  the  drug  was  administered 
and  repeated  at  frequent  intervals.  This 
was  done  in  an  endeavor  to  determine  if 
liver  damage  was  increased  or  produced 
by  the  drug.  It  was  noted  that  in  7 of 
the  8 cases  the  icteric  index  decreased 
during  treatment.  Nausea  and  vomiting 
were  present  in  only  2 of  the  patients  and 
in  none  was  any  dose  missed  or  lost  be- 
cause of  this  reaction.  No  other  com- 
plications or  side  reactions  were  noted. 

This  incidence  of  nausea  and  vomiting 
seems  to  be  much  smaller  th^n  has  been 
recorded  by  other  observers,  or  noted  by 
us  subsequently  when  our  dosage  was 
increased.  We  found  that  the  blood 
concentration,  as  has  been  confirmed  by 
others,  varied  greatly,  the  total  amount 
of  free  and  combined  sulfapyridine  rang- 
ing from  0.7  to  3.5  mg.  per  cent.  In 
spite  of  this  variation  in  concentration, 
there  was  a uniform  clinical  response  to 
a constant  dose  of  the  drug,  with  the 
exception  of  the  1 patient  noted  who 
developed  a spread  of  his  disease. 

In  perusing  the  current  literature  we 
find  Flippin,  et  al*  noted,  “There  was  a 
great  variability  in  the  concentration  of 
free  sulfapyridine  among  individuals  re- 
ceiving the  same  dose  schedule.  The 
lowest  estimate  was  1 mg.  per  100  cc., 
and  the  highest  was  18  mg.”  Although 
our  highest  reading  reached  only  one- 
third  of  this  highest  figure,  the  variation 
still  was  marked.  Flippin,  et  al.  also 
noted,  “Many  patients  with  blood  levels 
which  apparently  remained  below  3 mg. 
per  100  cc.  enjoyed  satisfactory  recoveries 
from  pneumonia.  The  blood  levels  in  3 
of  the  patients  who  died  were  12,  1.5,  and 
5 mg.,  respectively,  per  100  cubic  centi- 
meters.” It  was  not  felt  that  in  any  of 
the  patients  of  our  first  group  an  inade- 
quate dose  of  the  drug  was  given  and  our 

* Feb.  11,  1939. 
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Fig.  1.  Composite  Temperature  Curve 
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Fig.  2.  Blood  Concentration  Curve 


findings  are  in  agreement  with  Flippin’s 
findings. 

Figure  1 indicates  the  typical  response 
to  sulfapyridine  therapy  and  is  a com- 
posite grouping  of  the  temperatures  of 
our  30  patients.  The  dose  of  the  drug  for 
22  patients  varied  from  21  to  40  grams. 
The  average  was  30  grams.  The  total 
blood  levels  in  this  group  varied  from  3.5 
to  7.2,  and  the  free  varied  from  2.5  to 
6.4  mg.  per  100  cc. 

We  noted  a secondary  rise  in  tempera- 
ture in  the  first  group  of  cases  after  the 
initial  drop  and,  for  that  reason,  the 
subsequent  22  were  given  larger  doses  of 
sulfapyridine  in  the  hope  of  eliminating 
this  low-grade  secondary  rise.  These 
patients  received  an  initial  dose  of  2 
grams  and  then  1 gram  every  four  hours 
for  seven  days. 

The  clinical  results  in  this  group 
closely  approximated  those  in  the  8 pre- 
viously considered  with  the  secondary 
rise  still  present,  unaffected  by  the  in- 
creased dosage.  In  considering  the  possi- 
ble causes  of  this,  it  was  noted  that  P.  H. 


Long,  in  1937,  stated  that  neoprontosil  in 
a single  dose  of  100  cc.  of  a 2.5  per  cent 
solution  administered  subcutaneously,  or 
in  repeated  small  doses  might  produce 
fever.  We  offer  no  explanation  at  this 
time,  nor  have  we  found  this  important, 
though  1 patient  did  exhibit  a sharp 
forty-eight-hour  febrile  reaction  to  106  F. 
with  delirium.  His  abrupt  second  drop 
on  discontinuing  the  drug  was  followed 
by  normal  temperature  and  normal 
clinical  course.  Vomiting  was  noted  in 
this  patient  before  administration  of  the 
drug.  In  contrast  to  the  infrequency  of 
nausea  and  vomiting  in  the  lower  dosage 
group,  we  encountered  marked  gastric 
disturbance  in  14  of  the  22  in  the  higher 
dosage  group.  In  persisting  with  the 
treatment,  save  in  2 exceptions,  we  found 
that  the  nausea  and  vomiting  ceased. 

Complications. — From  this  group  of  30 
patients,  1 patient  aged  76  with  hyper- 
tensive and  arteriosclerotic  heart  disease 
died.  She  was  a Type  XII,  right  lower 
lobe  pneumonia  with  a history  of  head 
injury  followed  by  signs  of  concussion 


TABLE  I — Secondary  Rise — Temperature  Curve 
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10  days  previous  to  admission.  X-ray 
diagnosis  was  confirmatory  of  her  pneu- 
monia. She  appeared  to  be  recovering 
from  her  pneumonia  when  she  suddenly 
went  into  a coma  and  died. 

Three  patients  (2  in  the  higher  dosage 
group)  when  apparently  recovering  had 
an  extension  of  their  pneumonia  necessi- 
tating a second  course  of  treatment. 

One  patient  (in  the  higher  dosage 
group)  who  two  years  previously  had 
had  intensive  arsenical  therapy  for  syphi- 
lis, had  the  usual  initial  drop,  then  be- 
came jaundiced  (icteric  index,  40),  de- 
veloped a large  liver  and  spleen  with 
secondary  anemia,  and  ran  a febrile 
course  for  another  14  days  before  entering 
normal  convalescence.  He  had  received 
9 grams  of  sulfapyridine  before  this  was 
noted.  One  patient  was  admitted  on  the 
tenth  day  of  illness  with  a Type  I pneu- 
monia of  the  entire  right  lung.  A Type  I 
bacteriemia  was  present  and  signs  of 
fluid  were  present.  He  had  the  usual 
initial  response  to  the  drug  but  on  the 
fourth  day  became  febrile  and  this  con- 


tinued until  drainage  was  instituted.  A 
Type  I pneumococcus  was  found  in  the 
chest.  He  had  an  uneventful  recovery. 

It  was  noted  that  1 girl  with  a Type 
III  pneumonia  and  a Grade  I rheumatic 
heart  had  a prolonged  period  of  resolution. 

One  boy  with  persistent  vomiting  from 
onset  was  given  the  usual  dosage  by 
rectum.  His  temperature  drop  occurred 
in  forty-eight  hours.  It  was  noted  on  the 
fourth  day  that  the  drug  level  in  his 
blood  was  3.2  total  and  0.8  free. 

Summary. — Thirty  lobar  pneumonia 
patients  who  had  x-ray  confirmation  of 
diagnosis,  sputum  typing  (6  of  whom 
were  negative),  blood  cultures,  blood 
counts,  total  and  free  sulfapyridine  blood 
level  determinations,  icteric  indices,  blood 
Wassermanns  and  chemistry,  and  routine 
urinalyses,  were  treated  with  sulfapyri- 
dine. Of  the  30  patients,  29  recovered 
and  1 died.  These  patients  were  un- 
selected save  for  the  elimination  of  several 
patients  admitted  who  were  obviously  on 
the  point  of  recovery.  There  were  no  un- 
usual blood-count  changes. 


NOTICE  OF  TEMPERATURE  SYMPOSIUM 

A symposium  on  “Temperature  and  Its  Meas- 
urement in  Science  and  Industry”  will  be  held 
under  the  auspices  of  the  American  Institute  of 
Physics,  probably  next  fall,  the  dates  to  be 
announced  later.  Consistent  with  the  title,  the 
symposium  will  broadly  cover  many  fields,  its 
primary  purposes  according  to  present  plans 
being  to  (1)  co-ordinate  the  treatment  of  the 
subject  in  the  sciences  and  branches  of  engi- 
neering, (2)  review  principles  and  bring  up  to 
date  the  record  of  recent  work,  (3)  accumulate 
contributions  for  a comprehensive  text,  to  be 
published  as  soon  as  possible  after  the  sym- 
posium is  held,  (4)  reveal  the  subject  as  an  im- 
portant branch  of  physics,  and  (5)  supply  schools 
with  the  information  required  for  the  improve- 
ment of  curricula.  The  Institute  confidently 
expects  that  a stimulating,  valuable,  and  unified 
program  will  be  arranged,  an  aim  which  will 
require  the  help  of  many  contributors. 

A representative  steering  committee  has  been 
formed  consisting  of  the  Chairman,  C.  O.  Fair- 
child,  Director  of  Research,  C.  J.  Tagliabue 


Mfg.  Co. ; Dr.  E.  F.  DuBois,  Medical  Director, 
Russell  Sage  Institute  of  Pathology  and  Pro- 
fessor of  Medicine,  Cornell  University  Medical 
College;  Dr.  Gustav  Egloff,  Director  of  Re- 
search, Universal  Oil  Products  Co.;  Dr.  John 
Johnston,  Director  of  Research,  U.  S.  Steel 
Corporation;  Dr.  Walter  G.  Whitman,  Head, 
Department  of  Chemical  Engineering,  Massa- 
chusetts Institute  of  Technology;  and  Dr.  H.  A. 
Barton,  Director,  American  Institute  of  Physics. 

Those  who  are  interested  in  taking  part  in  this 
symposium  should  communicate  with  the  Insti- 
tute at  an  early  date,  giving  information  regard- 
ing their  field  of  work  and  the  subject  of  the  con- 
tribution they  wish  to  make.  Such  contribu- 
tions will  be  co-ordinated  with  the  subjects  of  a 
group  of  invited  papers,  and  assignments  and 
divisions  made.  Further  information  for  con- 
tributors will  be  available  shortly. 

American  Institute  of  Physics 
175  Fifth  Avenue, 

New  York,  N.  Y. 


Syracuse  Memorial  Hospital 


( Descriptions  of  the  above  and  following  photographs  may  be  found  on  page  548.) 
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The  History  of  Syracuse 

With  the  arrival  of  Champlain  in  the  locality,  began  the  history  of 
what  is  now  a prosperous  and  beautiful  city.  The  hostility  of  the 
Indians  and  the  devastation  of  the  French  and  Indian  War  of  1744  did  not 
dissuade  the  settlers  from  this  promising  region.  The  first  pioneers  to 
settle  permanently  were  Ephraim  Webster  in  1786  and  Major  Danforth 
two  years  later. 

With  the  discovery  of  salt  springs,  Syracuse’s  first  industry,  there  was 
a great  increase  in  the  population.  The  production  of  salt  was  its  major 
industry  until  1862.  Better  means  of  transportation  were  needed  with 
the  growth  of  the  entire  area,  and  in  1817  the  Erie  Canal  was  begun — an 
important  factor  in  the  progress  of  the  future  city. 

The  village  was  incorporated  in  1825.  The  construction  of  plank  roads 
and  stagecoach  lines  was  the  beginning  of  Syracuse  as  an  important  rail- 
road center.  The  first  railroad  appeared  in  1834.  The  rapidly  growing 
town  was  merged  with  Salina  and  became  incorporated  as  a city  in  1844. 
The  city  of  Syracuse  received  its  name,  not  only  due  to  the  fact  that  the 
ancient  city  of  Syracuse  had  salt  springs  but  also  because  there  was  an  adja- 
cent town  of  Salina. 

In  1867  Genesee  College  was  brought  from  Lima,  New  York,  to  Syracuse 
and  renamed  Syracuse  University  in  1871.  Its  first  enrollment  was  41 
students;  today  it  is  over  6,000. 

The  manufacture  of  salt  as  a major  industry  was  replaced  by  many  new 
products  of  which  chemicals,  electric  washing  machines,  typewriters,  elec- 
trical appliances,  and  air-conditioning  appliances  are  but  a few. 

Today,  Syracuse  is  a progressive  and  important  city  in  the  heart  of  up- 
per New  York  State.  The  village  of  4,000  has  become  a metropolis  of 
over  200,000.  Within  the  past  few  years  many  new  improvements  have 
been  made  to  beautify  the  city.  Its  parks  are  numerous  and  conveniently 
located.  The  schools  are  available  to  all  and  the  Syracuse  Museum  of 
Fine  Arts  is  a center  for  the  study  and  appreciation  of  art.  It  is  hoped  that 
the  years  will  bring  as  many  important  changes  and  that  the  past  will  be 
mirrored,  magnified  many  times  in  Syracuse’s  future. 


Medical  Syracuse 

The  College  of  Medicine  of  Syracuse  University  is  the  oldest  of  its 
colleges.  It  was  founded  in  1834  in  Geneva,  New  York,  as  the  Geneva 
Medical  College,  and  came  to  Syracuse  in  1872,  where  it  became  the  Col- 
lege of  Medicine  of  Syracuse  University.  It  was  located  for  many  years 
in  Orange  Street,  later  McBride  Street,  where  in  1896  a new  building  was 
erected.  Then  in  1937  a magnificent  new  plant  was  occupied  which  had 
been  built  in  the  Yates  Castle  grounds  of  the  campus  of  Syracuse  Univer- 
sity at  a cost  of  $825,000,  modem  and  complete  in  every  particular.  The 
College  of  Medicine  has  always  been  given  highest  rating  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  American  Medical  Associa- 
tion. It  is  a member  of  the  Association  of  American  Medical  Colleges. 
A matter  of  historical  interest  is  the  fact  that  it  gave  the  first  medical  de- 
gree to  a woman  in  the  United  States  when  it  graduated  Elizabeth  Black- 
well  in  1847.  The  College  of  Medicine  has  a faculty  membership  of  215 
and  a student  body  of  177.  (See  page  546  for  photograph  of  the  building.) 
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Medical  Syracuse  ( Continued ) 


The  Syracuse  Memorial  Hospital  was  founded  in  1887  as  “The 
Syracuse  Hospital  for  Women  and  Children.”  It  was  organized  by  leading 
women  of  the  city  and  is  still  run  by  a Board  of  Trustees  consisting  en- 
tirely of  women.  Although  the  original  plan  was  to  limit  the  hospital  to 
obstetric  and  pediatric  service,  it  has  been  a general  hospital  throughout 
its  history.  In  1929  the  present  building  was  erected  through  popular 
subscription.  It  is  one  of  the  most  complete  and  beautiful  hospital  struc- 
tures in  America.  There  is  a large  training  school  for  nurses  in  the 
Nurses’  Home  adjoining  the  hospital.  The  bed  capacity  of  the  hospital 
is  250.  The  obstetric,  pediatric,  and  gynecologic  teaching  of  the  College 
of  Medicine  is  done  in  these  wards. 


The  General  Hospital  of  Syracuse  was  organized  in  1895  as  the 
Syracuse  Homeopathic  Hospital,  but  many  years  ago  became  a general 
hospital  of  both  schools.  In  1903  it  moved  to  its  present  location,  where 
it  has  been  entirely  rebuilt  and  now  has  an  excellent  modem  plant.  It 
has  a bed  capacity  of  110.  There  is  also  a School  of  Nursing. 


The  Crouse-Irving  Hospital  was  founded  in  1912  and  has  grown 
rapidly  to  its  present  bed  capacity  of  240.  It  is  well  equipped  to  do  work 
in  all  fields  of  medicine.  The  School  of  Nursing  has  eighty  pupils  and 
there  is  a staff  of  fifty. 


The  Hospital  of  the  Good  Shepherd,  Syracuse  University,  was  organized 
in  1873  by  Bishop  F.  D.  Huntington  and  the  Episcopal  Deaconesses  and  it 
was  used  primarily  for  the  care  of  the  aged  and  indigent  sick.  In  1885  a 
Nurses’  Training  School  was  established  with  an  enrollment  of  six  students. 
The  hospital  has  been  several  times  enlarged  and  improved  and  now  has  a 
great  and  modern  plant.  In  1916  it  was  taken  over  by  Syracuse  Univer- 
sity and  it  has  since  been  the  chief  teaching  unit  of  the  College  of  Medicine. 
Its  Training  School  is  also  affiliated  with  Syracuse  University.  It  has  a 
bed  capacity  of  280. 


Other  hospitals  and  medical  institutions  of  Syracuse  are  as  follows: 
Syracuse  State  School  for  Mental  Defectives,  1,068  patients;  Onondaga 
County  Sanitorium  (Tuberculosis),  255  beds;  Onondaga  General  Hospital, 
75  beds;  Syracuse  Psychopathic  Hospital  (State),  60  beds;  City  Hospital 
for  Contagious  Diseases,  84  beds;  People’s  Hospital,  43  beds;  St.  Mary’s 
Maternity  Hospital  and  Infant  Asylum,  29  beds. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

1938-1939 


Report  of  the  President 


To  the  House  of  Delegates 
Gentlemen: 

A year  ago  as  President-elect  in  the 
address  customary  at  such  a time,  I 
took  up  more  particularly  the  necessity 
for  economy.  During  the  ensuing  year 
that  necessity  has  impressed  all  of  us; 
and,  I believe,  our  definite  efforts  to  be 
economical,  to  conserve  our  resources 
and  to  preserve  our  savings  will  be  ap- 
preciated. 

While  I did  not  make  any  definite 
recommendations  at  that  time,  I did 
state  that  it  was  my  opinion  that  the  new 
form  of  government  which  had  been  set 
up  was  capable  of  development  into  a 
good  and  consistent  form  of  control.  I 
am  committed  to  the  idea  and  I believe  that 
a Council,  composed  of  men  selected  on 
the  basis  of  fitness  and  availability,  which 
is  self-continuing  and  has  general  broad 
policies  capable  of  normal,  conservative 
growth,  can  direct  the  business  of  the 
Society  in  a satisfactory  and  consistent 
manner.  It  has  the  elasticity  necessary 
for  its  own  preservation.  It  has  the  firm- 
ness requisite  for  a definite  policy.  It 
has  the  continuity  so  valuable  in  making 
our  work  run  smoothly.  It  can  be  modi- 
fied when  you  in  your  wisdom  direct  it 
without  destroying  its  usefulness. 

This  year  has  been  a busy  one.  The 
committees  have  worked  well,  the  har- 
monious action  of  the  Council  in  impor- 
tant matters  has  been  noteworthy,  and 
we  all  have  a better  understanding  of 
what  we  should  do  and  how  we  should  do 
it  than  we  had  a year  ago. 


It  is  with  the  highest  respect  that  I 
commend  my  associates  for  their  judg- 
ments based  on  experience  and  for  the 
way  in  which  they  have  served  us  at  con- 
siderable sacrifice  to  themselves  for  the 
good  of  all.  There  is  no  occasion  to 
single  out  any  committee  or  individual 
for  special  commendation;  rather  would 
I speak  now  gratefully  and  appreciatively 
of  each  of  them.  Their  work  is  described 
in  the  report  of  the  Council.  It  need  not 
be  repeated  here.  It  is  of  the  new  things 
that  I may  speak  briefly  because  you  are 
not  acquainted  with  them  as  you  will 
come  to  be  as  the  future  unfolds. 

The  launching  of  the  New  York  State 
Journal  of  Medicine  under  our  own  con- 
trol and  management  has  been  accom- 
plished. The  selection  of  a Publication 
Committee,  the  setting  up  of  the  manage- 
ment of  our  Journal  and  the  merging 
of  this  work  with  that  of  the  Public 
Relations  Bureau,  and  the  management 
of  the  exhibits  according  to  your  in- 
structions was  no  small  matter.  This 
work  requires  judgment  and  experience. 
We  are  fortunate  that  we  had  within  the 
Society  men  who  were  by  training  and 
inclination  suited  to  that  work.  They 
had  the  judgment  and  they  had  ex- 
perience. The  result  is  a Journal  that  is 
a credit  to  the  Society  and  will  spread  our 
fame.  It  will  stand  as  long  as  we  pre- 
serve our  faith  in  ourselves  and  in  the 
capability  of  expressing  our  own  ideas. 

The  Public  Relations  Bureau  has  not 
lost  its  identity  as  a bureau,  but  the  work 
is  administered  through  the  committee 
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as  a whole  and  each  member  is  familiar, 
or  is  familiarizing  himself,  with  this 
branch  of  our  activities.  It  is  a union  of 
similar  interests  to  their  mutual  ad- 
vantage. It  will  save  expense. 

I am  sure  you  like  the  Journal  in  its 
new  dress  and  format.  It  will  steadily 
grow  and  improve  as  it  fully  settles  in  its 
stride  and  has  had  time  to  grow  to  suit 
its  clothes. 

This  is  a momentous  year  in  medicine. 
Many  things  have  transpired  and  are  to 
transpire.  We  have  been  harassed,  be- 
smirched, but  it  has  made  us  strong. 
It  has  united  medicine  by  welding  its 
parts.  Men  of  science  and  thoughtful- 
ness generally  look  askance  at  what  has 
been  done  to  us,  sympathize  with  us, 
support  us.  We  have  been  stimulated 
and  our  ideas  clarified  by  the  injustices 
which  we  have  suffered.  Let  us  never  be 
downhearted.  Let  us  look  with  hope  and 
trustfulness  on  the  future  which  shows 
the  streaks  and  highlights  of  the  dawn  of 
reason. 

It  will  require  many  years  to  evaluate 
things  and  bring  us  to  a clear  under- 
standing of  what  we  have  been  trying  to 
do  and  how  honestly  we  have  been  doing 
it. 

During  this  period  of  tribulation  which 
has  involved  everybody  to  varying  de- 
grees, engineers  have  not  chosen  the 
engineering  projects,  economists  have 
not  directed  the  economic  activities,  and 
finances  have  not  been  controlled  by 
watchdogs  of  the  treasury.  Those  who 
believe  in  thrift  and  that  one  of  the  re- 
wards of  labor  is  the  pride  of  accomplish- 
ment have  not  had  much  to  say  about  it; 
politics  has,  of  course,  permeated  all  of 
the  fantastic  schemes  in  new  and  strange 
ways,  and  all  scientific  attainment  has 
been  more  or  less  discredited  by  one 
group  or  another.  The  science  and  art 
of  medicine  have  suffered  very  definitely 
along  with  all  other  scientific  groups 
through  the  combined  or  mass  attack  by 
what  is  really  a heterogeneous  array  of 
critics  ranging  from  the  fatuous  to  the 
atrocious. 

We  have  now  reached  a phase  in  which 
Congress  is  really  turning  a little  toward 


economy;  the  former  Director  of  the 
WPA  expresses  disapproval  of  acts  which 
brought  relief  into  politics  and  vote- 
getting; the  Secretary  of  the  Treasury 
doubts  whether  the  processing  tax  really 
helps  the  farmer  and  that  it  is  a very 
poor  system  of  taxation  anyway;  non- 
medical science  as  a whole  stands  firmly 
with  us  in  the  attacks  on  medicine  both 
as  a science  and  as  an  art;  the  President 
of  the  United  States  in  a recent  message 
to  Congress  seems  to  hope  that  we  are 
through  with  panaceas;  sound-thinking 
welfare  groups  and  public-health  officials 
are  disinclined  to  rush  onward  in  the 
entanglement  of  private  medicine  with 
party  politics;  and  the  Governor  of  the 
State  of  New  York  advises  that  in  at 
least  his  state,  careful  studies  be  made  of 
insurance  plans  before  hastily  conceived 
laws  are  passed.  Perhaps  we  may  all  be 
thinking  more  clearly  as  time  goes  on  and 
will  return  to  calm  straight  thinking 
which  will  enable  us  to  reason  peaceably 
with  one  another. 

The  Interdepartmental  Committee  re- 
ported to  a handpicked  but  ungraded 
gathering,  some  of  whom  were  earnest  in 
their  wishful  thinking,  but  it  included 
others  who  by  the  creation  of  confusion 
and  the  spread  of  misinformation  would 
destroy  democratic  principles  of  govern- 
ment, and  only  pitifully  few  who  had  some 
conception  of  what  medical  care  really  is. 
The  action  of  the  House  of  Delegates  of 
the  American  Medical  Association,  which 
met  in  special  session  to  consider  this 
report,  found  a controversy  by  no  means 
insoluble  if  it  were  to  be  taken  up  in  a 
truly  co-operative  spirit.  Both  groups 
declare  that  the  sick,  whether  they  are 
indigent,  semi-indigent,  or  able  to  pay  in 
whole  or  in  part,  should  receive  the  best 
and  ever  better  medical  care.  There  may 
be  disagreement  as  to  the  numbers  of 
those  who  are  able  to  get  good  medical 
care  and  no  evidence  to  show  why  some 
of  them  do  not  get  it  when  it  is  available, 
but  that  they  should  have  it  is  sound 
medicine.  There  is  agreement  that  tax 
money  should  be  utilized  for  public- 
health  projects  and  for  new  hospitals 
and  other  physical  paraphernalia,  but 
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only  as  the  need  be  shown  and  only  after 
what  is  already  available  has  been  util- 
ized. In  all  probability  neither  group 
really  wants  great  structures  of  brick  and 
mortar  in  the  wilderness.  The  adequate 
comfortable  care  of  the  sick  in  most  in- 
stances is  a relatively  simple,  individual 
problem. 

There  is  agreement  that  unbudgetable, 
unpredictable  expenses  of  illness  can  best 
be  handled  by  people  through  some  form 
of  insurance.  One  group  would  have  it 
compulsory  and,  of  course,  paid  for  by  the 
people  whether  they  want  it  or  not;  but 
the  doctors  strongly  advise  a blending  of 
the  old  relationship  so  valuable  to  people 
when  they  are  sick  with  the  inclusion  of 
insurance  in  some  way  or  in  some  such 
manner  that  the  patient  may  choose  Ins 
doctor,  his  dentist,  his  nurse,  his  hos- 
pital ; things  which  are  very  personal 
matters  with  most  people.  His  individual 
rights  must  be  respected. 

There  is  much  misunderstanding  about 
what  socialized  medicine  really  is.  Medi- 
cine has  always  been  a social  agency,  one 
of  the  most  powerful,  and  by  all  means 
the  oldest.  When  Hippocrates  wrote  a 
social  code  for  medicine  among  the 
Greeks,  he,  at  the  same  time,  wrote  of 
the  ancient  physicians  from  which  he 
derived  so  much  knowledge  only  to  trans- 
mit it  as  a “modem”  commentator! 
Socialized  medicine  is  older  than  history. 

Group  medicine  is  not  new  if  by  group 
medicine  it  be  understood  as  those  who 
created  the  term  understand  it,  that  is, 
the  physicians  themselves.  Group  medi- 
cine is  joint  enterprise  of  practitioners 
with  various  aptitudes  practicing  medi- 
cine as  an  individual  might  practice  it 
and  utilizing  the  special  aptitudes  when, 
as,  and  if  needed.  It  is  an  ethical  form  of 
medical  practice  familiar  to  all  of  us. 
On  the  other  hand,  when  groups  of  indi- 
viduals are  treated  by  contract  by  a 
doctor  or  a group  of  doctors,  it  is  nothing 
more  than  the  old  lodge  practice  idea 
which  has  been  with  us  but  not  growing 
or  benefiting  the  people  very  much, 
withal  a rather  poor  grade  of  medicine. 

So-called  co-operative  medicine  can  be 


in  the  form  of  co-operative  insurance; 
but  when  it  is  in  the  form  of  co-operation 
to  hire  doctors  cheaply  it  makes  for  a 
cheapened  imperfect  application  of  medi- 
cal principles  which  becomes  expensive 
to  the  individuals  who  purchase  it. 

It  would  be  fine  indeed  if  the  era  of 
panaceas  for  everything  could  be  ended. 
Medicine  has  suffered  greatly  from  within 
as  well  as  from  without,  over  the  centuries, 
because  of  panaceas.  We  must  resist  the 
temptation  to  grasp  at  something  as  a 
cure-all,  as  a panacea,  as  something  that 
will  solve  the  difficulty  without  further 
thought  or  labor.  We  hear  of  the  great 
accomplishments  of  medicine;  but  medi- 
cine itself  is  cognizant  of  the  great  gaps, 
the  great  opportunities  which  may  come 
from  filling  them,  the  greater  usefulness 
through  a better  understanding  of  things 
medical  by  the  doctors  themselves.  It 
would  not  pause  here  with  complacency. 
It  has  better  and  greater  things  to  do. 

Along  with  other  trained  minds,  the 
men  of  medicine  appreciate  the  value  of 
study  and  careful  planning  and  they  hope 
to  reap  benefits  through  co-operation  be- 
tween various  healing  and  social  agencies. 
It  can  come  only  through  scientific  study 
and  careful  planning.  It  cannot  be 
achieved  by  the  antagonistic  attitudes 
and  “smart  alec”  methods  of  the  loose- 
thinking, quick-acting,  quack-coddling 
people  who  would  plan  our  lives.  This 
is  the  time  of  all  times  when  the  scientific 
method  of  study  should  he  applied  to  all  our 
government  activities , our  social  better- 
ments, our  ventures  into  the  unknown . 

At  this  early  writing,  for  in  order  to 
have  the  report  of  the  President  printed 
it  must  be  submitted  on  this  11th  day  of 
February,  there  is  no  assurance  that  our 
troubles  are  over;  no  assurance  of  peace; 
no  promise,  if  promises  are  worth  any- 
thing, that  we  can  safely  trust ; but  there 
are  good  omens.  Our  strength  is  in 
our  own  honesty  of  purpose.  Medicine 
is  a science  which  recognizes  that  it 
can  be  wrong.  It  is  always  self -critical. 
It  has  an  insatiate  avidity  for  the  bet- 
terment of  mankind.  It  has  striven 
for  it  and  sacrificed  for  it  down  through 
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the  centuries.  Nothing  can  exhaust 
our  expectations  for  better  things,  better 
manners  of  healing,  better  control  of 
sickness  in  its  many  phases  and  in  the 
prevention  of  disease.  It  can  never  be 


good  enough.  Nothing  must  deviate  us 
in  our  quest  for  truth. 

Respectfully  submitted, 
William  A.  Groat,  President 
March  15,  1939 


Report  of  Secretary 


To  the  House  of  Delegates 
Gentlemen: 

The  administrative  year  that  has 
passed  since  your  last  meeting  on  May 
9-10,  1938,  has  been  an  exceptionally 
busy  one  for  the  Society ; and  the  work  of 
the  headquarters  office  has  been  in- 
creased correspondingly.  The  member- 
ship has  continued  to  grow.  Also  there 
has  been  an  unprecedented  and  rapid 
succession  of  events  in  this  country  bear- 
ing on  the  social  and  economic  aspects  of 
medicine.  In  many  of  these  matters 
emergent  activity  has  been  needed. 

Membership. — There  were  elected 
1,176  new  members  in  1938.  As  shown 
in  the  following  table,  the  net  change  in 
the  total  roster  as  of  December  31,  1938, 
was  648. 


Membership — December  31, 

1937 14,935 

New  Members— 1938 1 , 176 

Reinstated  Members — 1938. . . 234  16,345 


Deaths 180 

Resignations 86  266 


16,079 

Dropped  for  nonpayment  of 

dues — December  31,  1938.. . 353 


15,726 

Elected  and  reinstated  after 
October  1,  1938,  and  dues 
Credited  to  1939 451 


16,177 


Honor  counties  include  Chenango,  Clinton, 
Columbia,  Cortland,  Essex,  Fulton,  Genesee, 
Herkimer,  Lewis,  Orange,  Putnam,  Rockland, 
Schoharie,  Schuyler,  Steuben,  Sullivan,  Tioga, 
Tompkins,  Washington,  and  Yates. 

The  comparative  totals  for  the  five  years  1934 
to  1938  follow: 


1934 

13,172 

1935 

14,064 

1936 

14,662 

1937 

15,529 

1938 

16,177 

As  provided  in  the  Bylaws,  the  roster 
of  all  physicians  registered  in  the  state 
has  been  kept  up  to  date,  adding  new 
names,  removing  names  of  those  who 
have  died  or  moved  from  the  state. 
This  work  proceeds  steadily  through  the 
year,  with  greatest  pressure  on  the  clerical 
force  when  the  flow  of  returning  direc- 
tory cards  is  at  its  height  soon  after 
they  have  been  mailed  to  the  physicians. 

In  previous  years  there  has  always  gone 
with  these  cards  notice  of  date  of  ap- 
pearance of  the  next  edition  of  the  Direc- 
tory. In  1938  no  cards  were  sent  out  be- 
cause of  the  action  of  the  House  in  post- 
poning publication  until  the  fall  of  1939. 
This  year,  however,  the  information  is 
greatly  needed  to  bring  the  files  up  to 
date. 

Because  there  will  come  to  the  House 
on  April  24,  1939,  a recommendation 
for  omitting  publication  altogether,  there 
has  gone  this  year  to  the  physicians 
with  the  usual  card  the  following  differ- 
ent notice: 
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Dear  Doctor: 

Kindly  fill  out  the  enclosed  card  or  make  cor- 
rections that  may  be  needed  in  the  data  which 
appeared  under  your  name  in  the  1938  Medical 
Directory  of  New  York,  New  Jersey,  and  Con- 
necticut. 

Please  return  at  your  earliest  convenience. 
This  information  will  be  for  our  files  and  for  use 
in  another  edition  of  the  Directory  should  the 
Medical  Society  of  the  State  of  New  York  de- 
cide at  its  next  Annual  Meeting  on  April  24, 
1939,  to  continue  publication. 

Very  truly  yours, 
Medical  Society  of  the  State  of  New  York 

In  this  manner  there  will  be  secured  the 
usual  information  for  the  files,  as  re- 
quired by  the  Bylaws,  without  commit- 
ting the  Society  one  way  or  another  as  to 
publication  of  a Directory.  If  the  House 
decides  to  have  a 1939  edition  the  pub- 
lication date  will  not  be  delayed  due  to 
this  timely  assembly  of  information. 

Co-ordination  of  Activities. — The  recom- 
mendation for  a health  program  made  by 
the  Federal  Interdepartmental  Commit- 
tee to  Coordinate  Health  and  Welfare 
Activities  in  July,  1938,  started  a train 
of  circumstances  that  has  meant  a very 
great  deal  of  work.  The  action  of  the 
Special  Session  of  the  House  of  Delegates 
of  the  American  Medical  Association  in 
September,  1938  (described  in  the  Coun- 
cil Report),  brought  the  Society’s  nine- 
teen delegates  to  Chicago.  Thereafter 
the  Council  took  action  at  several  differ- 
ent meetings. 

The  Council’s  Committee  on  Public 
Relations  and  Economics  in  its  confer- 
ences with  the  State  Department  of 
Social  Welfare  on  Medical  Relief  has 
stressed  the  fact  that  arrangements  now 
to  be  made  for  the  care  of  the  indi- 
gent should  be,  instead  of  temporary  in 
nature,  definitely  permanent  and,  there- 
fore, beyond  any  doubt,  sound.  The 
State  Society’s  officers  have  accepted 
many  invitations  to  address  the  public  at 


gatherings  interested  in  “Socialized  Medi- 
cine” and  over  the  radio.  Publicity 
in  the  press  has  been  given  to  these  talks ; 
several  of  them  have  been  printed  in  vari- 
ous magazines. 

The  production  of  the  Journal  from 
the  headquarters  office  of  the  Society 
in  all  regards  excepting  printing  and 
mailing  has  imposed  an  extra  burden 
which  has  called  for  increase  of  clerical 
staff  and  even  overtime  work.  It  is 
obvious  that  more  space  will  be  needed, 
and  under  instructions  of  the  Council 
your  General  Manager  has  looked  over  a 
considerable  number  of  buildings  cen- 
trally located  near  the  Grand  Central 
Station.  Certainly  greater  efficiency  and 
saving  of  time  could  be  accomplished  by 
centralizing  the  different  units  of  the 
office  that  are  now  separated.  The 
Council  will  be  in  possession  of  data  for  a 
decision  in  the  near  future. 

It  has  been  a great  satisfaction  to  take 
part  in  the  work  bearing  on  public  health, 
malpractice  insurance,  preparations  for 
the  annual  meeting,  Journal  publica- 
tion, medical  publicity,  the  medical  care 
survey,  medical  relief,  medical  expense,  and 
indemnity  insurance.  It  has  taken  many 
meetings,  some  in  the  office  and  others 
through  the  state,  to  bring  these  affairs 
into  shape.  Your  Secretary  wishes  to 
commend  the  industry,  efficiency,  and 
co-operation  of  the  committee  members 
and  the  officers.  He  hopes  sincerely  that 
his  efforts  to  help  have  been  equally 
successful. 

It  is  a pleasure  to  register  the  thanks 
of  the  General  Manager  to  the  clerical 
staff  for  its  unfailingly  efficient  and  de- 
voted work  under  the  able  supervision  of 
Miss  Dougherty.  The  tradition  of  many 
years  of  meeting  extra  calls  cheerfully, 
smoothly,  and  effectually  has  been  main- 
tained. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 
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Report  of  the  Council 


Parti 

To  the  House  of  Delegates 
Gentlemen ; 

Your  Council  has  the  honor  to  report 
on  its  administration  of  the  activities  of 
the  Society  during  the  period  that  has 
passed  since  your  last  meeting  on  May  9- 
10,  1938.  This  report  will  show  how 
your  established  policies  have  been  car- 
ried out  and  how  new  situations  and  mat- 
ters have  been  met  and  studied  and  the 
actions  taken  thereon. 

To  achieve  its  purposes  the  Council  has 
continued  the  custom  of  assigning  regular 
duties  to  small  committees  which  have 
supervised  the  work  of  the  Legislative 
Bureau,  the  Workmen’s  Compensation 
Bureau,  the  Public  Relations  Bureau, 
publications,  postgraduate  medical  edu- 
cation, matters  relating  to  public  health, 
malpractice  insurance,  and  arrangements 
scientific  and  otherwise  for  the  annual 
meeting.  It  has  found  it  possible  to  con- 
centrate the  work  so  that  the  total  mem- 
bership of  its  working  committees  has 
been  less  than  half  that  of  the  previous 
year. 

For  the  committees  retained  the  per- 
sonnel has  been  much  the  same  with, 
however,  less  need  for  advisory  commit- 
tees. 

Regular  meetings  have  been  held  on 
the  second  Thursday  of  each  month  ex- 
cept July  and  August.  One  telephonic 
meeting  was  found  necessary. 

The  custom  has  been  continued  of  in- 
viting to  the  meetings  the  Second  Vice- 
President,  the  Vice-Speaker,  the  As- 
sistant Secretary,  the  Trustees,  the  Ex- 
ecutive Officer,  the  Director  of  the  Pub- 
lic Relations  Bureau,  the  Director  of  the 
Workmen’s  Compensation  Bureau,  and 
the  Legal  Counsel.  The  matters  studied 
and  the  actions  taken  are  here  submitted 
under  subject  titles. 

In  arriving  at  its  decisions  in  some  of 
these  matters  the  Council  found  inspira- 
tion in  the  policies  set  by  the  House  of 
Delegates  of  the  American  Medical  As- 


sociation at  the  Special  Session  held  in 
Chicago  on  September  16-17,  1938. 

The  Council  had  requested  the  nineteen- 
man  delegation  from  this  Society  to 
caucus  and  elect  a chairman  who  would 
report  back  to  the  Council  the  action  of 
the  Special  Session.  This  was  done  and 
the  following  report  went  to  the  mem- 
bers of  the  Council  under  date  of  Sep- 
tember 21,  1938,  from  Dr.  Winslow  as 
chairman,  and  Dr.  Irving  as  secretary  of 
the  delegation. 

The  following  delegates  and  alternate  delegates 
who  had  been  officially  designated  were  all 
present : 


Floyd  S.  Winslow 
William  D.  Johnson 
Thomas  P.  Farmer 
Edward  R.  Cunniffe 
Grant  C.  Madill 
Terry  M.  Townsend 
George  W.  Kosmak 

James  R.  Reuling  Jr.  f 
Robert  F.  Barber 
Joseph  S.  Lawrence 

B.  Wallace  Hamilton 
H.  Wolcott  Ingham 
George  A.  Newton 


Samuel  J.  Kopetzky 
Frederic  E.  Sondern 
James  M.  Flynn 
Thomas  A.  McGoldrick 
George  M.  Fisher 
Peter  Irving 


(Charles  H.  Goodrich) 
(Frederick  H.  Flaherty) 
(Thomas  H.  Cunning- 
ham) 

(Carl  Boettiger) 

(James  H.  Bori;ell) 
(Adolph  G.  DeSanctis) 


“Dr.  Lawrence  and  Dr.  Ingham,  who  were 
not  on  the  list  of  elected  alternates,  were  ap- 
pointed under  the  bylaws  by  the  president 
because  the  list  of  alternates  was  exhausted  in 
the  effort  to  fill  these  two  places. 

“The  delegation  held  a caucus  at  the  first 
recess  after  the  House  of  Delegates  came  to 
order  on  September  16,  with  all  members  present, 
and  in  addition  by  invitation.  Dr.  Arthur  J. 
Bedell,  delegate  from  the  Section  on  Ophthal- 
mology of  the  American  Medical  Association. 

“Dr.  Floyd  S.  Winslow  was  elected  chairman 
of  the  delegation;  Dr.  Peter  Irving,  secretary. 

“The  House  had  previously  heard  addresses 
by  the  speaker,  Dr.  H.  H.  Shoulders;  the 
president,  Dr.  Irvin  Abell;  the  president-elect, 
Dr.  Rock  Sleyster;  and  the  president  of  the 
Board  of  Trustees,  Dr.  Arthur  W.  Booth,  which 
clearly  defined  the  purpose  for  which  the  Special 
Session  was  called  and  the  unusual  importance 
of  the  situation. 
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"Briefly,  as  presented  by  Dr.  Booth,  certain 
specific  proposals  (to  be  embodied  later  in 
legislation  for  submission  to  Congress)  had  been 
formulated  by  the  National  Health  Conference 
which  met  in  Washington  July  18,  19,  and  20, 
1938.  The  Board  of  Trustees  considered  it 
imperative  that  the  House  of  Delegates  establish 
a policy  relative  to  these  various  proposals. 

“The  proposals  fell  into  the  following  groups: 

“1.  Expansion  of  public  health  service. 

“2.  Increase  of  hospital  facilities. 

“3.  Medical  care  for  the  medically  indigent. 

“4.  A general  program  for  medical  care. 

“5.  A program  for  compulsory  sickness 
insurance  covering  the  entire  population  of  the 
United  States. 

“With  the  approval  of  the  House,  a Reference 
Committee  of  twenty-five  was  set  up.  This 
was  divided  into  five  separate  sections,  each  one 
of  which  considered  in  detail  the  lengthy  pro- 
posals of  the  Washington  Conference  under  the 
headings  listed  above.  The  five  chairmen  of 
these  sections  or  subcommittees  were: 

Walter  E.  Vest  of  West  Virginia 
Walter  F.  Donaldson  of  Pennsylvania 
Fred  W.  Rankin  of  Kentucky 
Frederic  E.  Sondern  of  New  York 
Henry  A.  Luce  of  Michigan 

“These  five  chairmen  constituted  a guiding 
committee  to  receive  reports  from  the  five  sec- 
tions and  formulate  a final  report  to  the  House. 

“Each  of  the  five  subcommittees  read  its 
report  to  the  House  for  discussion  and  amend- 
ment before  submission  to  the  guiding  com- 
mittee. The  final  report  of  the  guiding  com- 
mittee with  some  few  amendments  was  unani- 
mously adopted  by  the  House.” 

There  followed  in  the  delegation’s  re- 
port a digest  of  the  action  of  the  Special 
Session  for  which  there  are  here  substi- 
tuted the  verbatim  minutes  as  printed 
showing  the  recommendations  that  were 
adopted  by  the  Special  Session.* 

Since  it  is  evident  that  the  physicians  of  this 
nation,  as  represented  by  the  members  of  this 
House  of  Delegates,  convened  in  special  session, 
favor  definite  and  decisive  action  now,  your 
committee  submits  the  following  for  your 
approval : 

1.  Under  Recommendation  I on  Expansion 
of  Public  Health  Services:  (1)  Your  committee 
recommends  the  establishment  of  a federal  de- 

*  Excerpt — Minutes  of  Special  Session  of  A.  M.  A: 
3:  No.  13,  1215  (Sept.  24),  1938. 


partment  of  health  with  a secretary  who  shall 
be  a doctor  of  medicine  and  a member  of  the 
President’s  Cabinet.  (2)  The  general  principles 
outlined  by  the  Technical  Committee  for  the 
expansion  of  Public  Health  and  Maternal  and 
Child  Health  Services  are  approved  and  the 
American  Medical  Association  definitely  seeks 
to  co-operate  in  developing  efficient  and  eco- 
nomical ways  and  means  of  putting  into  effect 
this  recommendation.  (3)  Any  expenditures 
made  for  the  expansion  of  public  health  and 
maternal  and  child  health  services  should  not 
include  the  treatment  of  disease  except  so  far  as 
this  cannot  be  successfully  accomplished  through 
the  private  practitioner. 

2.  Under  Recommendation  II  on  Expansion 
of  Hospital  Facilities:  Your  committee  favors 
the  expansion  of  general  hospital  facilities  where 
need  exists.  The  hospital  situation  would  in- 
dicate that  there  is  at  present  greater  need  for 
the  use  of  existing  hospital  facilities  than  for 
additional  hospitals. 

Your  committee  heartily  recommends  the 
approval  of  the  recommendation  of  the  Technical 
Committee  stressing  the  use  of  existing  hospital 
facilities.  The  stability  and  efficiency  of  many 
existing  church  and  voluntary  hospitals  could 
be  assured  by  the  payment  to  them  of  the  costs 
of  the  necessary  hospitalization  of  the  medically 
indigent. 

3.  Under  Recommendation  III  on  Medical 
Care  for  the  Medically  Needy:  Your  Committee 
advocates  recognition  of  the  principle  that  the 
complete  medical  care  of  the  indigent  is  a re- 
sponsibility of  the  community,  medical,  and 
allied  professions,  and  that  such  care  should  be 
organized  by  local  governmental  units  and 
supported  by  tax  funds. 

Since  the  indigent  now  constitute  a large 
group  in  the  population,  your  committee  recog- 
nizes that  the  necessity  for  state  aid  for  medical 
care  may  arise  in  poorer  communities  and  the 
federal  government  may  need  to  provide  funds 
when  the  state  is  unable  to  meet  these  emer- 
gencies. 

Reports  of  the  Bureau  of  the  Census,  of  the 
U.  S.  Public  Health  Service  and  of  life  insurance 
companies  show  that  great  progress  has  been 
made  in  the  United  States  in  the  reduction  of 
morbidity  and  mortality  among  all  classes  of 
people.  This  reflects  the  good  quality  of  medical 
care  now  provided.  Your  committee  wishes 
to  see  continued  and  improved  the  methods  and 
practices  which  have  brought  us  to  this  present 
high  plane. 

Your  committee  wishes  to  see  established  well 
co-ordinated  programs  in  the  various  states  in 
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the  nation,  for  improvement  of  food,  housing, 
and  the  other  environmental  conditions  which 
have  the  greatest  influence  on  the  health  of  our 
citizens.  Your  committee  wishes  also  to  see 
established  a definite  and  far  reaching  public 
health  program  for  the  education  and  informa- 
tion of  all  the  people  in  order  that  they  may  take 
advantage  of  the  present  medical  service  avail- 
able in  this  country. 

In  the  face  of  the  vanishing  support  of  phil- 
anthropy, the  medical  profession  as  a whole 
will  welcome  the  appropriation  of  funds  to 
provide  medical  care  for  the  medically  needy, 
provided  first,  that  the  public  welfare  adminis- 
trative procedures  are  simplified  and  co-ordi- 
nated ; and,  second,  that  the  provision  of  medical 
services  is  arranged  by  responsible  local  public 
officials  in  co-operation  with  the  local  medical 
profession  and  its  allied  groups. 

Your  committee  feels  that  in  each  state  a 
system  should  be  developed  to  meet  the  recom- 
mendation of  the  National  Health  Conference 
in  conformity  with  its  suggestion  that:  “The 
role  of  the  federal  government  should  be  prin- 
cipally that  of  giving  financial  and  technical 
aid  to  the  states  in  their  development  of  sound 
programs  through  procedures  largely  of  their 
own  choice.” 

4.  Under  Recommendation  IV  on  a General 
Program  of  Medical  Care:  Your  committee 
approves  the  principle  of  hospital  service  in- 
surance which  is  being  widely  adopted  through- 
out the  country.  It  is  susceptible  of  great 
expansion  along  sound  lines,  and  your  com- 
mittee particularly  recommends  it  as  a com- 
munity project.  Experience  in  the  operation 
of  hospital  service  insurance  or  group  hospitali- 
zation plans  has  demonstrated  that  these  plans 
should  confine  themselves  to  provision  of  hospital 
facilities  and  should  not  include  any  type  of 
medical  care. 

Your  committee  recognizes  that  health  needs 
and  means  to  supply  such  needs  vary  throughout 
the  United  States.  Studies  indicate  that  health 
needs  are  not  identical  in  different  localities 
but  that  they  usually  depend  on  local  conditions 
and  therefore  are  primarily  local  problems. 
Your  committee  therefore  encourages  county 
or  district  medical  societies,  with  the  approval 
of  the  state  medical  society  of  which  each  is  a 
component  part,  to  develop  appropriate  means 
to  meet  their  local  requirements. 

In  addition  to  insurance  for  hospitalization, 
your  committee  believes  it  is  practicable  to 
develop  cash  indemnity  insurance  plans  to 
cover,  in  whole  or  in  part,  the  costs  of  emer- 
gency or  prolonged  illness.  Agencies  set  up 


to  provide  such  insurance  should  comply  with 
state  statutes  and  regulations  to  insure  their 
soundness  and  financial  responsibility  and  have 
the  approval  of  the  county  and  state  medical 
societies  under  which  they  operate. 

Your  committee  is  not  willing  to  foster  any 
system  of  compulsory  health  insurance.  Your 
committee  is  convinced  that  it  is  a complicated, 
bureaucratic  system  which  has  no  place  in  a 
democratic  state.  It  would  undoubtedly  set 
up  a far-reaching  tax  system  with  great  increase 
in  the  cost  of  government.  That  it  would  lend 
itself  to  political  control  and  manipulation 
there  is  no  doubt. 

Your  committee  recognized  the  soundness  of 
the  principles  of  Workmen’s  Compensation  laws 
and  recommends  the  expansion  of  such  legis- 
lation to  provide  for  meeting  the  costs  of  illness 
sustained  as  a result  of  employment  in  industry. 

Your  committee  repeats  its  conviction  that 
voluntary  indemnity  insurance  may  assist 
many  income  groups  to  finance  their  sickness 
costs  without  subsidy.  Further  development 
of  group  hospitalization  and  establishment  of 
insurance  plans  on  the  indemnity  principle  to 
cover  the  cost  of  illness  will  assist  in  solution  of 
these  problems. 

5.  Under  Recommendation  V on  Insurance 
against  Loss  of  Wages  during  Sickness:  In 
essence,  the  recommendation  deals  with  compen- 
sation of  loss  of  wages  during  sickness.  Your 
committee  unreservedly  endorses  this  principle, 
as  it  has  distinct  influence  toward  recovery  and 
tends  to  reduce  permanent  disability.  It  is, 
however,  in  the  interest  of  good  medical  care 
that  the  attending  physician  be  relieved  of  the 
duty  of  certification  of  illness  and  of  recovery, 
which  function  should  be  performed  by  a qualified 
medical  employee  of  the  disbursing  agency.” 

The  Council  had  received  in  October, 
1938,  a suggestion  from  the  Medical 
Society  of  the  county  of  Westchester  in 
the  form  of  a resolution  as  follows : 

“Resolved,  that  the  County  So- 
ciety take  such  steps  as  may  be  re- 
quired to  cause  a special  meeting  of 
the  House  of  Delegates  to  be  held  at 
the  earliest  possible  date  for  the  sole 
purpose  of  formulating  and  expressing 
its  attitude  toward  the  medical  eco- 
nomic prolems  which  are  now  being 
brought  to  the  attention  of  the  public 
by  the  activities  of  legislative  bodies 
and  government  agencies  and  by  ex- 
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tensive  publicity  in  newspapers  and 
periodicals.” 

After  full  consideration  the  Council 
directed  that  all  the  county  societies  be 
officially  advised  of  the  following  actions 
of  the  Council : 

“Placing  the  Society  on  record  as  in 
full  accord  with  the  recommendations 
adopted  by  the  Special  Session  of  the 
House  of  Delegates  of  the  American 
Medical  Association  of  September  16, 
17,  1938,  including  that  favoring  cash 
indemnity  insurance  for  medical  ex- 
pense. 

“Approval  of  the  principle  of  non- 
profit cash  indemnity  medical  insur- 
ance. 

“Instructions  to  the  Legislative  Com- 
mittee to  support  legislation  for  amend- 
ment of  the  insurance  laws  which  would 
permit  nonprofit  cash  indemnity  med- 
ical insurance. 

“Advice  from  the  Council  that  if  in 
the  rapidly  moving  field  of  medical 
economics  new  matters  come  up  they 
will  be  as  promptly  handled  as  pos- 
sible in  a Special  Session  of  the  House.” 

This  information  was  sent  to  the  sec- 
retaries of  the  county  societies  under 
date  of  November  26,  1938. 

In  addition  to  its  routine  minor  work 
the  Council  has  given  attention  to  the 
following  major  subjects. 

Postgraduate  Medical  Education 

Through  its  Committee  on  Public 
Health  and  Education: 

Thomas  P.  Farmer,  M.D.,  Chairman.  . . 

Syracuse 

O.  W.  H.  Mitchell,  M.D Syracuse 

George  Baehr,  M.D New  York 

the  Council  has  arranged  courses  in  the 
following  counties  during  the  current 
year: 

Cattaraugus Pediatrics 

Cayuga General  Medicine 

Chemung General  Medicine 

Clinton General  Medicine 

Columbia General  Medicine 

Franklin General  Medicine 

Genesee General  Medicine 


J eff erson  * Heart  Disease 

Madison General  Medicine 

Monroe General  Medicine 

Oneida Heart  Disease 

Rockland General  Medicine 

St.  Lawrence* Heart  Disease 

Schoharie* General  Medicine 

Steuben General  Medicine 

Sullivan General  Medicine 

Tioga Traumatic  Surgery 

There  is  a continually  increasing  in- 
terest manifested  by  county  medical  so- 
cieties in  these  yearly  postgraduate 
courses.  During  the  current  year,  this 
has  been  evidenced  by  good  attendance 
at  the  lectures  and  comments  received 
from  county  societies  regarding  these 
talks,  but  most  especially  by  the  fact 
that  county  medical  societies  have  placed 
their  applications  with  the  committee 
for  these  lectures  much  earlier  than  has 
been  our  experience  in  the  past.  There 
is  no  doubt  that  an  attempt  should  be 
made  to  expand  our  program  of  postgrad- 
uate education,  whereby  resident  courses 
of  short  duration  would  be  set  up  in  a 
limited  number  of  centers  throughout  the 
state;  these  would  be  available  to  physi- 
cians who  would  be  willing  to  leave  their 
work  for  short  periods  of  time  and  bene- 
fit by  such  instruction.  Nevertheless, 
the  plan  now  in  practice  of  taking  lec- 
turers to  the  physicians  offers  a wider 
opportunity  of  instruction  than  any 
other  method  suggested.  Regardless  of 
any  new  plans,  the  present  postgraduate 
courses  for  county  societies  should  be 
continued. 

With  the  co-operation  of  the  State 
Department  of  Health  and  the  local 
county  medical  societies,  one-day  Pneu- 
monia Institutes  have  been  arranged  to 
be  given  in  Buffalo  for  the  Erie  County 
Medical  Society  on  February  16,  and  in 
Troy,  for  the  Rensselaer  County  Medi- 
cal Society,  on  March  2.  These  insti- 
tutes are  open  to  members  of  adjacent 
county  medical  societies  as  well.  Al- 
though the  registration  for  these  insti- 
tutes has  been  limited  to  seventy-five, 
eighty-four  applications  have  been  re- 

* To  be  given  after  the  Annual  Meeting  of  the  House  of 
Delegates  of  the  State  Society. 
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ceived  for  the  Buffalo  Institute.  As  the 
programs  of  these  institutes  have  been 
widely  publicized,  it  is  needless  to  repeat 
them  here.  In  addition  to  furnishing 
more  extended  professional  education  re- 
garding pneumonia,  these  institutes  serve 
as  a stimulus  for  further  institutes  on 
other  subjects. 

During  the  past  year,  the  work  of  the 
Medical  Society  of  the  State  of  New 
York  in  postgraduate  education  has  been 
described  in  the  Journal  of  the  American 
Medical  Association , as  has  been  the  work 
in  other  state  societies.  The  committees 
on  postgraduate  education  in  these  other 
states  have  organized  a group  known  as 
the  Associated  Postgraduate  Commit- 
tees, which  meets  at  the  time  of  the 
annual  meeting  of  the  American  Medical 
Association.  The  chairman  of  your 
committee  is  vice-chairman  of  this  group. 
The  American  Medical  Association  has 
invited  the  Medical  Society  of  the  State 
of  New  York  to  place  an  exhibit  of  its 
work  on  postgraduate  education  in  the 
scientific  exhibits  at  the  next  meeting 
of  the  American  Medical  Association. 

Public  Health  Matters 

Through  Dr.  Farmer’s  Council  Com- 
mittee the  Society  has  continued  to 
give  attention  to  various  matters  in  the 
field  of  public  health  in  the  state.  Con- 
ference and  co-operation  with  the  State 
Department  of  Health  and  other  agen- 
cies, as  well  as  with  the  county  societies 
is  an  essential  part  of  this  activity. 

Pneumonia  Control  Program. — The  So- 
ciety has  continued  to  take  an  active 
part  in  this  program  which  it  was  re- 
sponsible for  launching  in  New  York  State 
in  combination  with  the  State  Depart- 
ment of  Health,  the  State  Association  of 
Laboratories,  the  Metropolitan  Life  In- 
surance Company,  and  the  Common- 
wealth Fund. 

It  has  worked  out  with  the  State  De- 
partment of  Health  measures  for  further 
professional  and  lay  education  in  pneu- 
monia therapy. 

In  addition  to  the  Pneumonia  Insti- 
tute arrangements  described  under  the 


title  Postgraduate  Medical  Education, 
the  Society  has  collaborated  with  the 
State  Department  of  Health  in  lay  edu- 
cation. A Speakers’  Service  Bulletin 
was  issued  by  our  Public  Relations  Bu- 
reau for  county  societies  containing  refer- 
ence material  which  physicians  can  use  in 
talks  to  lay  audiences.  Information 
comes  from  Dr.  Alexander  D.  Langmuir, 
Medical  Consultant,  Bureau  of  Pneu- 
monia Control  of  the  State  Department 
of  Health,  that  this  has  been  widely  used 
by  physicians  in  addressing  meetings  of 
the  home  bureaus  through  the  state. 

Cancer  Control. — The  Society  has  been 
able  to  confer  on  a subject  of  importance 
with  the  Legislative  Cancer  Survey  Com- 
mission. The  commission,  through  its 
member,  Dr.  Floyd  S.  Winslow,  asked 
the  Society’s  attitude  on  a bill  which  it 
planned  to  introduce  making  cancer  a 
reportable  disease.  The  Council  spent 
a large  part  of  one  meeting  discussing  the 
details  and  implications  of  this  bill  with 
Dr.  Russell  S.  Ferguson  and  Dr.  Morton 
L.  Levin,  who  were  at  work  for  the  com- 
mission. The  Council  approved  the  bill 
in  principle  and  referred  it  to  the  Com- 
mittee on  Legislation  for  any  further  ac- 
tion that  might  be  necessary  during  the 
legislative  period. 

Maternal  Welfare 

The  Special  Committee  on  Maternal 
Welfare: 

Charles  A.  Gordon,  M.D.,  Chairman , 

Brooklyn 

James  K.  Quigley,  M.D Rochester 

Ferdinand  J.  Schoeneck,  M.D..  .Syracuse 

set  up  by  the  House  of  Delegates,  reports 
to  the  House,  in  the  manner  instructed, 
through  the  Council.  The  report  follows : 
The  Council  has  directed  the  Publica- 
tion Committee  to  co-operate  with  the 
Committee  on  Maternal  Welfare  in  the 
publication  of  articles  on  prenatal,  intra- 
partum, and  postpartum  care. 

We  are  aware  of  committees  on  mater- 
nal welfare  in  thirty-six  county  societies. 
A few  societies  are  interested  in  infant 
mortality,  or  include  maternal  mortality 
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in  the  general  activities  of  a public  health 
committee.  The  following  counties  have 
organized  committees:  Albany,  Broome, 
. Bronx  (Maternal  Mortality),  Cattarau- 
gus, Cayuga,  Chautauqua,  Chemung, 
Chenango,  Erie  (Obstetrical  Council), 
Herkimer,  Jefferson,  Kings,  Madison 
(Public  Health),  Monroe,  Montgomery 
! (Child  Hygiene),  Nassau,  New  York, 
Niagara,  Oneida,  Onondaga,  Ontario, 
Orange,  Queens,  Rensselaer  (Child  Wel- 
fare and  Infant  Mortality),  Richmond, 
Rockland  (Public  Health  and  Public 
Relations),  Saratoga,  Schenectady, 
Schuyler,  Steuben,  Suffolk,  Tompkins, 
Warren,  Westchester,  Wyoming  (Public 
Health  Nursing),  and  Yates. 

The  immediate  concern  of  committees 
on  maternal  welfare  is  prevention  of  ma- 
ternal death.  Fetal  and  neonatal  mor- 
tality are  closely  related  major  problems, 
which  have  received  less  attention.  Not 
a purely  medical  question  because  of  im- 
portant social  and  economic  factors,  the 
medical  problem  can  be  solved  only  by 
education  of  the  public,  the  hospital,  and 
the  physician. 

In  several  cities  of  the  state,  Brooklyn, 
Buffalo,  New  York,  Rochester,  and  Syra- 
cuse, and  in  Bronx  and  Queens  Counties, 
committees  have  conducted  searching 
inquiries  into  the  circumstances  of  every 
puerperal  death.-  They  have  shown  that 
gross  mortality  figures  are  unsatisfactory 
and  have  helped  to  make  their  communi- 
ties maternal-mortality  conscious,  yet 
for  the  most  part  the  high  educational 
value  of  discussions  of  this  valuable  case 
material  has  been  lost. 

These  committees  on  analysis  provide 
a nearly  perfect  mechanism  for  the  con- 
tinuous education  of  everyone  practicing 
obstetrics.  Current  group  review  of  per- 
sonal experience  with  actual  cases  is  ideal 
postgraduate  education  when  qualified 
obstetricians  participate  in  the  discus- 
sions. Infant  mortality  may  be  studied 
in  the  same  way  with  the  help  of  pedia- 
tricians. This  program  will  excite  indi- 
vidual interest  on  a large  scale,  and  make 
every  physician  feel  that  he  can  make 
an  important  contribution  himself. 


The  Special  Committee  on  Maternal 
Welfare  recommends  that: 

1.  A Committee  on  Maternal  Wel- 
fare be  set  up  in  every  county  medical 
society  of  the  state.  The  function  of 
these  committees  will  be  to  survey  local 
problems  and  resources,  guide  and  par- 
ticipate in  lay  education,  elevate  local 
standards  of  practice,  initiate  and  sup- 
port proper  hospital  programs,  and  most 
important  of  all,  review  in  detail  every 
puerperal  death  which  may  have  occurred 
in  the  county.  The  stillbirth  and  neona- 
tal death  problem  should  be  studied  con- 
currently, but  whether  by  another  com- 
mittee or  not  will  depend  upon  local  con- 
ditions. 

Every  hospital  in  the  county  which  ad- 
mits women  for  delivery,  ectopic,  and 
abortion  should  be  invited  by  the  presi- 
dent of  the  county  society  to  name  phy- 
sicians, not  necessarily  members  of  the 
society,  who  shall  act  as  a Committee  on 
Analysis,  with  the  Committee  on  Ma- 
ternal Welfare.  True  copies  of  certifi- 
cates of  death  will  be  made  available  by 
local  health  officers.  The  members  of 
the  committee  will  explore  the  circum- 
stances of  each  death,  and  keep  a written 
record  on  proper  forms. 

At  intervals,  every  physician  in  the 
county,  whether  members  of  the  county 
society  or  not,  should  be  invited  to  at- 
tend the  meetings  at  which  these  cases  are 
to  be  reviewed.  Hospitals  or  individuals 
should  not  be  identified,  their  names  being 
known  only  to  the  recorder  or  secretary 
of  the  committee  who  will  report  the 
cases  in  detail  for  consideration.  To 
arouse  vigorous  discussion,  it  is  best  to 
discuss  controllable  factors.  No  criteria 
for  preventability  need  be  set  up  other 
than  those  which  develop  about  the  case 
material. 

2.  Organization  of  this  program  when 
requested  by  a county  society,  shall  be 
carried  on  by  consultants  appointed  by 
the  Committeee  on  Maternal  Welfare 
of  the  Medical  Society  of  the  State  of 
New  York,  which  shall  be  authorized  to 
arrange  with  the  Council  for  an  honor- 
arium for  such  consultants. 
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3.  In  the  event  that  county  society 
committees  on  maternal  welfare  find 
themselves  in  need  of  consultants  to  par- 
ticipate in  the  meetings  of  their  commit- 
tees on  analysis,  the  Committee  on  Ma- 
ternal Welfare  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  authorized 
to  arrange  with  the  Council  for  an  honor- 
arium for  this  service. 

The  Committee  is  pleased  to  report 
considerable  decline  in  the  maternal 
mortality  rate  for  1938. 

The  medical  problem  appears  in  detail  in  an  article 
entitled  “Prevention  of  Maternal  Deaths”  in  this  issue  of 
the  New  York  State  Journal  of  Medicine  (see  page  535). 

Part  II 

Medical  Care  Surveys  in 
New  York  State 

Two  surveys  have  been  in  progress, 
the  one  by  the  county  societies  and  the 
state  society  which  was  initiated  by  the 
American  Medical  Association,  and  the 
other  by  the  New  York  State  Tem- 
porary Commission  to  Formulate  a 
Health  Program  which  was  created  by  the 
legislature  of  the  state. 

The  American  Medical  Association  Sur- 
vey.— The  Council  instructed  a com- 
mittee consisting  of  O.  W.  H.  Mitchell, 
M.D.,  Chairman,  Syracuse;  Edward  G. 
Whipple,  M.D.,  Rochester;  Walter  W. 
Mott,  M.D.,  White  Plains;  Leo  F. 
Schiff,  M.D.,  Plattsburg;  Frederic  C. 
Conway,  M.D.,  Albany;  Herbert  H. 
Bauckus,  M.D.,  Buffalo,  to  go  into  the 
various  features  of  the  study.  On  the 
advice  of  this  committee  it  was  considered 
best  that  this  survey  be  started  by  a cross 
section  of  the  sixty-two  county  societies, 
rather  than  to  advise  all  to  go  at  once  to 
work  on  this  rather  heavy  and  not  in- 
expensive task.  At  the  Conference  of 
County  Society  Secretaries  some  sixteen 
volunteered.  In  some  of  these  the  work 
is  in  progress  and  at  this  date,  February 
27,  three  are  completed;  others  are  on 
the  point  of  completion.  These  counties 
were  considered  as  representative  of  dif- 
fering distribution  of  population,  rural, 
and  metropolitan  areas,  counties  with 
many  small  towns,  and  counties  where 


the  population  is  grouped  in  cities  as  well 
as  small  towns  and  rural. 

The  State  Society  Study  relates  to  dis- 
tribution of  physicians  in  the  state,  state 
hospitals  financed  and  run  by  the  state, 
etc.  This  study  is  practically  complete 
including  the  metropolitan  area  in  New 
York  City.  In  this  connnection  Dr. 
Lawrence  brought  up  to  date  for  the 
decade  1928-1938  his  former  study  of  the 
distribution  of  physicians  in  New  York 
State  which  covered  the  sixty  years  by 
decades  from  1878.  This  was  pub- 
lished in  the  February  1,  1939,  issue  of 
the  New  York  State  Journal  of  Medicine. 
The  Council  directed  that  full  publicity 
be  given  this  article  and  the  press  took 
wide  notice  of  it  in  its  editorials  as  well 
as  news  columns.  The  conclusions  drawn 
from  the  study  were: 

Deductions 

1.  Resident  physicians  and  hospitals  are 
distributed  throughout  the  state  in  such  fashion 
that  no  area  is  without  medical  service.  Schuyler 
County  has  the  lowest  ratio  of  physician  to 
population,  1:1,298,  and  the  highest  is  in 
Dutchess  County,  1:478.  In  the  relation  of 
general  hospital  beds  to  the  population,  the 
lowest  is  found  in  Livingston  County,  1:1,644, 
and  the  highest  ratio  exists  in  Ontario  County, 
1:84.  In  evaluating  these  figures,  it  must  be 
borne  in  mind  that  no  county  is  an  isolated  unit, 
so  that  the  services  of  physicians  and  hospitals 
of  neighboring  counties  are  always  available. 

2.  Improved  conditions  for  transportation 
and  communications  in  the  rural  districts  have 
increased  the  usefulness  of  the  physician  many 
times  over  what  it  was  just  ten  years  ago. 

3.  The  same  conditions  have  led  the  rural 
resident  to  seek  the  services  of  the  city  physician 
except  for  emergencies.  In  some  instances  this 
trend  has  induced  rural  physicians  to  move  to 
the  cities,  at  the  same  time  retaining  their  rural 
practices. 

4.  Nevertheless,  improved  living  conditions 
are  attracting  young  men  to  locate  in  the  rural 
areas. 

5.  There  is  no  marked  difference  in  the  ages 
of  the  men  practicing  in  the  rural  districts  as 
compared  with  those  in  the  urban  districts. 

6.  Decreases  in  population  must  be  marked 
and  prolonged  before  there  is  any  effect  upon 
the  number  of  physicians.  Areas  of  growing 
population  have  larger  proportions  of  young 
physicians. 
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7.  Nursing  service  as  a part  of  a public- 
health  program  demands  prompt  study. 

The  Survey  hy  the  New  York  State 
Temporary  Commission  to  Formulate  a 
Health  Program. — This  commission, 

through  its  chairman,  Senator  Leon  A. 
Fischel,  invited  the  Medical  Society  of 
the  State  of  New  York,  through  its  sec- 
retary, to  attend  a hearing  which  was 
held  in  New  York  City  December  13  to 
16,  1938.  In  the  four  days  various  or- 
ganizations were  scheduled  to  appear  as 
follows : 

Morning  Session 
10:00  a.m.-1:00  p.m. 

Dec.  13  Official  governmental  agencies 
Dec.  14  Public  Health  organizations,  insurance 
companies 

Dec.  15  Philanthropic  groups 
Dec.  16  Representatives  of  industry,  funds 
and  foundations 
Afternoon  Session 
2:30  p.m.-5:00  p.m. 

Dec.  13  Medical  and  dental  societies 
Dec.  14  Citizen  groups 

Dec.  15  Labor  organizations  and  fraternal 
orders 

Dec.  16  Allied  professional  organizations 

The  invitation  asked  that  five  ques- 
tions prepared  by  the  commission  be 
answered  in  writing  and  amplified,  if 
desired,  verbally.  The  Council  directed 
that  a conference  be  sought  of  repre- 
sentatives from  the  county  societies  of 
New  York  City  and  the  surrounding 
area,  from  the  State  Society,  and  from 
the  New  York  Academy  of  Medicine. 
This  was  done,  and  the  following  answers 
were  worked  out  and  submitted  by  Dr. 
Irving.  There  was  also  handed  to  the 
commission  a copy  of  the  1938  Report  of 
the  Special  Committee  on  Matters  Per- 
taining to  Medical  Care  as  adopted  with 
amendments  by  the  House  of  Delegates. 

Question  No.  1. — The  relief  population  of  this 
state  is  receiving  some  kind  of  medical  care. 
Assuming  that  the  problems  of  medical  care 
will  exist  for  relief  recipients  over  a number  of 
years,  what  suggestions  would  you  offer  for  a 
long-range  health  program  for  this  group  of  the 
population? 

Answer. — Assuming  that  the  problems  of 
medical  care  of  the  indigent,  that  is  those  on 


relief,  will  exist  over  a number  of  years,  if  not 
permanently,  the  Medical  Society  of  the  State 
of  New  York  offers  the  following  suggestions  for 
a long-range  program  for  these  people: 

a.  That  it  be  considered  that  the  cost  of 
medical  care  to  the  indigent  is  the  obligation 
of  their  communities  and  should  be  met  by 
the  taxpayers  in  so  far  as  voluntary  phil- 
anthropy can  and  will  shoulder  some  portion 
of  the  burden. 

b.  That  it  is  the  duty  of  local  government, 
when  possible,  to  certify  indigency  and  ad- 
minister the  payments  which  will  have  to  be 
made  to  physicians  or  hospitals. 

c.  That  the  state  may  have  to  assist  the 
poorer  communities  to  such  extent  as  may 
prove  to  be  necessary. 

d.  That  the  proper  government  official 
of  the  locality  should  arrange  with  the  organ- 
ized medical  profession  to  provide  methods 
of  securing  medical  service. 

e.  That  while  it  is  recognized  that  different 
methods  may  be  needed  in  different  localities, 
an  underlying  principle  should  be  accepted 
on  all  sides;  namely,  the  retention  of  the 
freedom  of  choice  of  physician  by  the  indigent 
to  the  end  that  each  may  have  his  own  chosen 
physician. 

f.  That  with  regard  to  the  actual  medical 
care  of  the  indigent  the  organized  medical 
profession,  the  county  societies  with  the 
assistance  of  the  State  Medical  Society,  should 
accept  the  responsibility  to  see  that  this  care 
shall  be  of  the  highest  standard  and  be  kept 
at  that  level. 

g.  That  the  Medical  Society  of  the  State 
of  New  York  stands  ready  to  accept  its 
obligation  along  these  lines. 

Question  No.  2. — Perhaps  the  most  important 
problem  of  medical  care  presented  is  that  con- 
cerning the  low  income  group  of  population  of 
this  state.  There  has  been  considerable  dis- 
cussion as  to  whether  or  not  the  application  of 
the  principles  of  insurance  to  the  various  aspects 
of  this  problem  might  lead  to  a solution.  At  the 
present  time  there  are  various  voluntary  in- 
surance plans  in  effect  dealing  with  hospital 
service  insurance.  These  meet  with  the  approval 
of  the  state  and  national  medical  and  hospital 
associations.  In  addition,  the  House  of  Dele- 
gates of  the  American  Medical  Association  at 
its  special  session  on  September  16,  1938,  adopted 
the  following  statement:  “In  addition  to  in- 

surance for  hospitalization  your  committee 
believes  it  is  practicable  to  develop  cash  in- 
demnity insurance  plans  to  cover,  in  whole  or 
in  part,  the  costs  of  emergency  or  prolonged 
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illness.”  {A.  M.  A.  Journal.)  What  is  your 
opinion  as  to  the  efficacy  of  some  form  of  sick- 
ness insurance  as  a remedy  for  this  situation? 

Answer. — For  the  low  income  group,  the 
following  mechanisms  are  suggested: 

a.  Hospitalization  insurance. 

b.  Nonprofit  cash  indemnity  insurance  for 

medical  expense. 

The  Medical  Society  of  the  State  of  New  York 
believes  that  such  insurance  coverage  should 
be  on  a voluntary  and  not  a compulsory  basis. 

With  regard  to  that  portion  of  the  low  income 
group  who  are  unable  to  purchase  such  insurance, 
the  Society  believes  that  these  individuals  should 
be  classed  as  medically  indigent,  and  therefore 
come  under  the  answer  to  the  first  question. 

Question  No.  3. — Public  health  activities, 
including  public  health  nursing,  communicable 
disease  control,  and  school  examinations,  have 
been  a part  of  the  functions  of  state  and  local 
government  for  many  years.  Do  you  feel  that 
present  public  medical  and  health  facilities 
meet  the  need  for  care  of  persons  unable  to 
provide  such  care  for  themselves?  If  not, 
specify  what  needs  are  not  being  met  and 
what  methods  should  be  used  to  extend  these 
programs  or  facilities  and  under  what  official 
auspices. 

Answer. — The  Medical  Society  of  the  State 
of  New  York  considers  the  present  official  and 
professional  facilities,  in  so  far  as  they  relate  to 
the  educational,  sanitary,  and  administrative 
services  for  health  as  these  services  are  de- 
veloping, meet  the  needs  of  the  public. 

Question  No.  4. — The  Interdepartmental  Com- 
mittee presented  an  extensive  public  health 
and  medical  care  program  at  the  National 
Health  Conference  held  last  July  in  Washington. 
This  program  includes  both  preventive  and 
curative  health  measures.  From  your  experience 
and  knowledge  of  the  problems  of  health,  would 
you  agree  with  the  statement  “that  the  present 
efforts  of  the  medical  profession  in  providing 
medical  care  should  be  supplemented  by  state 
and  local  governments?” 

Answer. — The  proposals  of  the  so-called  “Na- 
tional Health  Program”  issued  by  the  Federal 
Government  officers  and  their  technical  com- 
mittee appear  to  us  to  be  based  on  estimates 
that  do  not  apply  to  conditions  in  New  York 
State;  for  this  reason,  discussion  of  their  sug- 
gestions with  reference  to  the  population  would 
serve  no  practical  or  useful  purpose  at  present. 

The  attitude  of  the  Medical  Society  of  the 
State  of  New  York  on  the  question  of  govern- 


ment participation  is  covered  in  its  answers  to 
the  previous  three  questions. 

Question  No.  5. — What  functions  do  you  think 
private  health  organizations  should  perform  in 
public  health  programs  of  the  state? 

Answer. — The  private  health  agencies  should 
function  primarily  for  the  information  of  the 
public  on  how  to  utilize  available  medical  facili- 
ties, and  secondarily  to  supplement  these  facili- 
ties by  furnishing  or  supplementing  bedside 
nursing  when  not  otherwise  available,  and  by 
furthering  the  solution  of  specific  problems,  such 
as  tuberculosis  and  cancer.  They  should 
educate  the  people  to  understand  the  scientific 
truths  back  of  proved  health  promotion  pro- 
cedures. 

The  final  report  of  the  studies  of  this 
Commission  is  at  this  date  (February  27. 
1939)  still  to  be  presented  to  the  Legisla- 
ture. 

Medical  Relief 

Through  its  Committee  on  Public  Re- 
lations and  Economics: 

Augustus  J.  Hambrook,  M.D.,  Chair- 
man   Troy 

James  M.  Flynn,  M.D Rochester 

Louis  H.  Bauer,  M.D Hempstead 

with  Dr.  Lawrence  and  Dr.  Irving  sitting 
ex-officio,  the  Council  has  conferred  at 
length  with  representatives  of  the  State 
Department  of  Social  Welfare  looking 
toward  establishment  of  suitable  rules 
and  regulations  governing  this  work. 

Probably  one  of  the  most  important 
problems  presented  to  the  members  of 
the  committee  this  year  was  that  of  medi- 
cal relief.  The  present  setup  has  been 
far  from  satisfactory  and  there  has  been 
too  much  centralization  of  authority,  and, 
as  a result,  too  many  arbitrary  decisions. 
A central  authority  cannot  have  the  nec- 
essary information  to  decide  a local 
problem.  The  medical  profession  has 
too  little  to  say  about  its  own  activities 
under  the  Social  Welfare  Act.  Admin- 
istrative rules  have  necessarily  been  too 
inelastic  and  also  there  has  been  an  ac- 
companying amount  of  annoying  red 
tape  unavoidable  under  such  a system. 

The  committee  has  had  in  mind  giving 
the  local  welfare  districts  greater  author- 


March  15,  1939] 


REPORT  OF  THE  COUNCIL 


565 


ity  in  managing  their  own  affairs.  It  has 
tried  to  set  up  a system  more  or  less  com- 
parable to  that  which  has  proved  so 
satisfactory  in  the  administration  of 
Workmen’s  Compensation.  The  pres- 
ent revised  regulations  recommend  the 
establishment  of  Professional  Advisory 
Committees  in  local  welfare  districts. 
This  has  been  done  with  great  success 
in  Nassau  County  but  probably  the  rea- 
son that  other  counties  have  not  followed 
suit  is  because  such  a committee  is  purely 
advisory  without  any  authority.  The 
Public  Relations  and  Economics  Com- 
mittee has  felt  that  the  establishment  of 
a Professional  Advisory  Committee  in 
each  county  and  giving  it  the  authority 
in  local  problems  now  vested  in  Medical 
Social  Workers  or  in  the  Department  of 
Social  Welfare  at  Albany,  would  obviate 
many  of  the  unsatisfactory  conditions  and 
criticisms  which  have  been  current  in  the 
past. 

There  are  some  thirty  situations  which 
can  be  handled  locally  by  the  committee 
which  have  heretofore  had  to  be  referred 
to  an  outside  authority.  This  will  ob- 
viate endless  delays  and  make  medical 
relief  function  more  efficiently  with  less 
red  tape  or  preparation  of  complicated 
reports.  A revised  reporting  card  is 
contemplated  which  may  contain  the 
names  of  all  being  cared  for  during  the 
month,  one  set  of  signatures  only  and  one 
notarization  only  to  be  required. 

Attached  hereto  is  a list  of  the  duties 
which  would  be  passed  over  to  Profes- 
sional Advisory  Committees.  These  com- 
mittees should  vary  in  size  depending 
upon  the  work  prevalent  in  the  county. 
We  would  suggest  three  or  more  medical 
members  nominated  by  the  Medical  So- 
ciety and  appointed  by  the  local  Com- 
missioner of  Welfare.  There  should  also 
be  at  least  one  dental  member,  and  a 
nurse  or  druggist  may  be  added  as  may  be 
deemed  necessary  or  expedient.  One  or 
more  survey  boards  may  be  designated  by 
the  committee  to  assist  it  in  the  inves- 
tigation of  the  handling  of  individual 
cases.  It  is  possible  that  in  counties 
that  have  only  a small  relief  problem, 
the  local  Compensation  Board  could 


do  double  duty.  In  counties  with  a 
large  relief  problem,  a separate  commit- 
tee would  be  essential. 

In  addition  to  the  general  medical 
problems  listed  on  the  attached  itemiza- 
tion, these  committees  would  prepare 
lists  of  those  qualified  and  desirous  of 
doing  relief  work  under  the  Act,  and  should 
have  the  power  of  disciplining  if  neces- 
sary those  who  fail  to  co-operate  in  the 
program. 

In  addition,  there  should  be  a State 
Professional  Advisory  Committee  to  co- 
ordinate the  activities  of  the  county  com- 
mittees and  act  as  a buffer  between  them 
and  the  State  Department  of  Social  Wel- 
fare. It  is  recommended  that  this  com- 
mittee be,  so  far  as  possible,  a continuing 
committee.  It  will  be  necessary  for  this 
committee  to  instruct  local  committees 
in  their  duties  and  help  them  get  organ- 
ized and  under  way.  It  would  be  disas- 
trous for  the  committee  to  be  changed 
in  toto  each  year. 

In  addition,  when  the  work  in  the  county 
is  sufficient  to  warrant  it,  there  should 
be  a part-time  or  full-time  Medical  Di- 
rector of  Relief,  appointed  on  the  recom- 
mendation of  the  local  Medical  Society 
and  such  an  appointee  should  have  the 
following  qualifications : 

1.  Graduation  from  Class  A medical 
school;  licensed  to  practice  in  the  State 
of  New  York. 

2.  At  least  two  years  and  preferably 
three  years  of  general  practice,  one  year 
of  which  should  have  included  the  care  of 
relief  recipients. 

3.  Some  administrative  experience 
preferably  in  public  welfare,  but  the  fol- 
lowing should  also  be  considered:  medi- 
cal director  or  assistant  medical  director 
in  a large  insurance  company;  medical 
supervisor  of  a public  or  private  hospital, 
dispensary,  or  Department  of  Health. 

4.  Knowledge  of  the  psychology  of  the 
relief  recipient  and  especially  the  ability 
to  analyze  medical  problems  relative 
to  that  vast  group  of  relief  patients 
whose  particular  ailments  are  minor, 
although  they  suffer  much  discomfort  as 
a result  of  improper  mental  adjustment 
and  misdirection  of  their  energies.  This 
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can  be  obtained  by  relief  work  and  by 
training  in  college  courses  in  psychology. 

The  fee  schedule  has  also  been  discussed 
very  carefully.  It  has  been  recognized 
that  the  Workmen’s  Compensation  Fee 
Schedule  is  the  lowest  schedule  of  price 
which  can  be  paid  to  insure  good  medical 
work  and  allow  the  doctor  a reasonable 
profit  for  his  efforts.  It  must  be  remem- 
bered that  the  bills  paid  under  Work- 
men’s Compensation  come  out  of  indus- 
try and  the  cost  of  Social  Welfare  is  a di- 
rect charge  on  the  public  saving  and  comes 
out  of  taxes.  To  pay  Workmen’s  Com- 
pensation Fees  on  relief  cases  would  bank- 
rupt the  state  of  New  York.  It  has,  there- 
fore, been  recommended  that  there  be  in- 
serted in  the  Manual  a statement  that 
while  this  schedule  is  recognized  as  the 
lowest  one  compatible  with  good  work, 
efficiency,  and  a reasonable  profit,  never- 
theless, it  is  impossible  to  pay  such  fees, 
and  the  doctor  is  asked  to  contribute  the 
difference  between  these  scheduled  fees 
and  the  adopted  fees  as  his  share  of  charity. 

The  Workmen’s  Compensation  Fee 
Schedule  has  been  adopted  in  toto  with 
certain  minor  exceptions  with  the  proviso 
that  a certain  percentage  of  this  schedule 
will  be  paid  for  relief  work.  This  per- 
centage will  in  general  vary  from  50  to 
75  per  cent  of  the  Workmen’s  Compen- 
sation Fee  Schedule. 

There  have  been  numerous  complaints 
that  prescribing  has  been  restricted  here- 
tofore to  the  U.  S.  Pharmacopoeia  and 
the  National  Formulary  items.  There 
are  a number  of  recognized  remedies  not 
yet  appearing  in  either  of  these  publi- 
cations which  should  be  indorsed.  The 
committee  is  preparing  a supplementary 
list  of  items  which  will  be  approved 
without  question.  Certain  other  meth- 
ods of  treatment  in  function  now  or  to  be 
used  in  the  future  can  be  approved  locally 
on  the  recommendation  of  the  Profes- 
sional Advisory  Committee. 

To  summarize,  therefore,  the  whole  re- 
lief problem  is  under  revision  to  provide  a 
system  of  administration  comparable  to 
that  Workmen’s  Compensation  with  local 
autonomy  and  with  a more  reasonable  fee 
schedule  for  payment  of  the  relief  pa- 


tients’ own  chosen  physicians.  This  pro- 
gram now  awaits  the  approval  of  the  Medi- 
cal Society  of  the  State  of  New  York  and 
the  Department  of  Social  Welfare.  It  is 
felt  that  such  approval  will  alter  the 
present  unsatisfactory  administration  of 
medical  relief  both  from  the  standpoint 
of  the  physician  and  of  the  Department 
of  Social  Welfare. 

Duties  of  the  Professional  Advisory  Committee 

Medical  problems,  needing  the  opinion  of  a 
physician  or  physicians,  may  be  referred  to  the 
local  Professional  Advisory  Committee  by  the 
local  Commissioner  of  Public  Welfare  or  the  Area 
Office  Medical  Social  Worker. 

Item  1.  Acute  Illness 

When  medical  care  has  been  given  for  a 
prolonged  period  and  physician  continues  to 
ask  for  authorization  on  an  acute  basis  (Ref.  by 
Commissioner) . 

Item  3.  Boarding  Homes 

First  three  months  of  care  refer  by  Medical 
Social  Worker  to  Committee  if  she  questions 
advisability — for  renewal  Commissioner  may 
refer  to  Committee  before  submitting  to  Medical 
Social  Work.  If  he  does  not  refer  it  to  Com- 
mittee certainly  Medical  Social  Worker  would 
see  that  this  be  done. 

Item  4.  Chronic  Illness 

Either  Commissioner  or  Medical  Social  Worker 
refer  if  renewal  is  requested.  If  Committee 
OK’s  No.  4957,  secure  from  them  at  what  period 
forms  should  again  be  referred  for  review. 

Item  5.  Consultant  or  Specialist 

Only  refer  when  Commissioner  questions 
advisability  of  request. 

Item  6.  Dental 

Commission  may  wish  to  refer  to  dentist  or 
Committee  what  seems  to  be  excessive  or  un- 
usual charges  and  necessity  of  authorizing  such 
a request.  The  cost  of  dental  surgery  is  a 
problem  to  Commissioners  and  may  often  be 
referred  to  Committee. 

Item  6g.  Chronic  Diabetes 

Refer  renewal  of  No.  4957  to  Committee  as 
routine  and  ask  for  recommendation  as  to  when 
No.  4957  should  be  referred  back  for  second 
review  by  Committee. 

Item  8.  Drugs 

Refer  to  Committee  all  requests  for  drugs  and 
sera  not  listed  as  U.S.P.  or  N.F.,  or  sera  not 
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given  by  Health  Department,  or  for  use  of  long 
time  expensive  drugs. 

Item  9.  Eye  Examinations 
Refer  problem  of  eye  specialist  or  specialists 
refusing  to  conform  with  reimbursement  price 
schedule — asking  $8.00-$10.00  for  each  exami- 
nation. 

Item  10.  Fractures 

Refer  unusual  circumstances  where  surgery 
has  been  done  at  home  or  physician’s  offices 
and  where  the  charges  for  such  services  seem 
excessive. 

Item  12.  Hospital  Care 

Refer  renewal  of  hospital  care  to  Committee. 
Item  13.  Laboratory 

Refer  requests  for  laboratory  services  in 
chronic  or  protracted  illnesses,  Committee  to 
work  out  a list  of  physicians  who  could  do  this 
work  in  their  offices  where  no  local,  or  state 
aid  laboratories  are  established. 

Item  14.  Major  Surgery  Outside  Hospital 
Such  requests  might  be  reviewed  by  Com- 
mittee if  such  requests  were  questioned  by  Com- 
missioner. 

Item  15.  Major  Surgery  in  Hospital 

Refer  for  review  those  cases  where  renewal  is 
asked  after  first  thirty  (30)  days. 

Item  16.  Medical  Attendance 

Refer  for  review  those  cases  where  renewal 
is  asked  for  after  first  thirty  (30)  days. 

Item  18.  Mileage 

Refer  all  physician’s  bills  to  Committee  where 
a dispute  arose  over  mileage. 

Item  19.  Minor  Surgery 

Refer  where  renewal  of  authorization  is 
requested  beyond  ten  days. 

Item  20.  Morphine  or  Narcotic  Addiction 
Refer  for  review  before  sending  to  Medical 
Society  Worker. 

Item  21a.  Nursing  Care 

Refer  for  decision  after  three  months  and  plan 
when  case  should  be  referred  on  second  review. 

Item  21d.  Home  Help  ( Medical ) 

Only  refer  when  Medical  Social  Worker  wishes 
to  have  problem  reviewed  for  medical  decision 
relative  as  to  whether  or  not  patient  is  in  need 
of  “Institutional  Care.” 

Item  23.  Physiotherapy 

Refer  all  requests  for  physiotherapy  after 
5 RX  have  been  authorized. 


Item  24a.  Pneumonia- Serum  (Home) 

Refer  for  opinion  when  conditional  authori- 
zation is  requested  after  thirty  (30)  days,  and 
when  type  serum  not  given  by  Health  Depart- 
ment. 

Item  24b.  Pneumonia  Where  Serum  Not  Given 
Refer  cases  where  more  than  one  visit  per 
day  or  special  circumstances  have  arisen. 

Item  27.  Radium  Therapy 

Refer  call  cases  where  renewal  is  requested 
after  10  RX. 

Item  28.  Sickroom  Supplies 

Medical  Social  Worker  may  refer  such  requests 
as  gatch  bed,  back  rests,  etc.,  if  opinion  is 
needed. 

Item  29.  Treatment  Eye  Diseases 

Refer  chronic  eye  treatment  No.  4957  for 
review  by  Committee  and  request  when  No. 
4957  should  be  referred  back  for  a second  review. 

Item  30.  Tuberculosis 

Chronic  Refer  No.  4957 — same  as  above. 
Item  31.  V.  D.- Chronic 

Refer  after  21  treatments  have  been  authorized 
and  further  authorization  is  requested. 

Item  32.  X-Ray  Diagnosis — Vol.  Hospital  and 
Physician' s Office 

Refer  when  cost  exceeds  $20.00  and  further 
authorization  is  requested. 

Item  33.  X-Ray  Treatment — Vol.  Hospital  and 
Physician' s Office 

Refer  to  Committee  for  decision  and  if  re- 
newal is  requested  refer  back  for  opinion. 

Part  III 

Nonprofit  Medical  Expense 
Indemnity  Insurance 

To  this  subject  the  Council  has  devoted 
much  time  and  thought  following  the 
declaration  of  the  Special  Session  of  the 
House  of  Delegates  of  the  American  Medi- 
cal Association  in  favor  of  voluntary 
cash  indemnity  insurance  and  against 
compulsory  health  insurance. 

After  recording  the  Society  in  full 
accord  with  the  policies  adopted  at  the 
Special  Session,  the  Council  formally  ap- 
proved “the  principle  of  nonprofit  cash 
indemnity  medical  insurance.”  It  then 
instructed  its  Committee  on  Legislation 
“to  support  legislation  for  amendment 
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of  the  insurance  laws  which  would  permit 
nonprofit  medical  insurance.’ ’ This  has 
been  done  with  respect  to  a bill  introduced 
at  request  of  the  State  Department  of 
Insurance,  amending  Article  IX-C  to  this 
effect — an  enabling  act  which  would  per- 
mit the  setting  up  of  nonprofit  organiza- 
tions and  which  would  prevent  a single 
such  corporation  from  writing  insurance 
for  both  hospital  care  and  medical  care. 

The  Council  has  been  made  aware  of 
much  interest  throughout  the  state  in 
this  subject,  and  particularly  that  certain 
of  the  existing  successful  hospital  insur- 
ance organizations  have  expressed  a de- 
sire to  extend  their  insurance  to  cover 
medical  expense  as  well  as  hospital  ex- 
pense. Conferences  have  been  held  with 
the  Directors  of  the  1,000,000  client 
Associated  Hospital  Service,  Inc.,  of 
New  York  City,  which  operates  not  only 
in  the  five  metropolitan  counties  but  in 
twelve  neighboring  counties.  The  Coun- 
cil finally  expressed  itself  as  follows: 

That  nonprofit  insurance  agencies  for  hospital 
care  should  not  undertake  to  supply  medical 
care  insurance,  either  in  or  outside  of  a hospital, 
unless  such  agencies  be  so  set  up  as  to  give  the 
medical  profession  proper  administration  over 
medical  aspects  of  this  type  of  insurance. 

That  nonprofit  insurance  agencies  supplying 
cash  indemnity  for  medical  expense  should  cover 
medical  care  in  the  home,  in  the  physician’s 
office  and  in  the  hospital. 

The  Council  has  learned  of  the  devising 
in  skeleton  form  of  various  plans  for  non- 
profit organizations  for  medical  expense 
insurance  to  be  formed  when  the  ena- 
bling act  shall  have  been  made  law.  In 
anticipation  that  the  Society’s  approval 
will  be  sought  by  such  organizations,  the 
Council  has  directed  its  Committees  on 
Public  Relations  and  on  Legislation  to  sit 
together  to  study  such  requests  and  re- 
port. One  request  for  approval  has  been 
received.  It  will  be  necessary  that  prin- 
ciples shall  be  evolved  by  which  the  mer- 
its and  working  details  of  policies  can  be 
judged. 

Workmen’s  Compensation 

Through  its  Committee  on  Workmen’s 
Compensation : 


Harry  Aranow,  M.D.,  Chairman . . Bronx 

Joseph  C.  O’Gorman,  M.D Buffalo 

David  J.  Kaliski,  M.D. . .New  York  City. 
Director  of  the  Bureau,  there  have  been, 
effected  for  the  Council  many  adjustments 
and  readjustments  of  operation  in  this 
field.  These  are  clearly  indicated  in  the 
following  report  of  the  Council  Committee, 
and  the  Bureau  of  Workmen’s  Compensa- 
tion under  its  control. 

A total  of  16,203  licensed  physicians 
were  qualified  by  the  various  county  so- 
ciety boards  up  to  February  1,  1939. 
In  addition,  a total  of  278  physicians  have 
been  qualified  by  the  Homeopathic  So- 
ciety, making  a grand  total  of  16,481 
physicians  qualified  for  Workmen’s  Com- 
pensation in  the  state. 

The  following  totals  indicate  the  num- 
ber qualified  in  each  county: 


Albany 

258 

Niagara 

149 

Allegany 

35 

Oneida 

198 

Bronx 

1,778 

Onondaga 

336 

Broome 

194 

Ontario 

89 

Cattaraugus 

70 

Orange 

133 

Cayuga 

56 

Orleans 

24 

Chautauqua 

94 

Oswego 

61 

Chemung 

90 

Otsego 

49 

Chenango 

38 

Queens 

964 

Clinton 

42 

Rensselaer 

110 

Columbia 

33 

Richmond 

103 

Cortland 

39 

Rockland 

75 

Delaware 

40 

Saratoga 

60 

Dutchess-Putnam  137 

Schenectady 

89 

Erie 

741 

Schoharie 

25 

Essex 

27 

Schulyer 

11 

Franklin 

56 

Seneca 

24 

Fulton 

60 

Steuben 

80 

Genesee 

46 

Suffolk 

163 

Greene 

35 

Sullivan 

60 

Herkimer 

50 

St.  Lawrence 

78 

Jefferson 

97 

Tioga 

32 

Kings 

3,020 

Tompkins 

59 

Lewis 

19 

Ulster 

99 

Livingston 

47 

Warren 

48 

Madison 

35 

Washington 

38 

Monroe 

431 

Wayne 

59 

Montgomery 

53 

Westchester 

628 

New  York 

4,263 

Wyoming 

34 

Nassau 

417 

Yates 

24 

Of  these  11,411  are 

registered  in 

New 

York  district, 

1,530 

in  the  Albany  dis- 

trict,  1,089  in  the  Buffalo  district,  11,155 
in  the  Syracuse  district,  and  1,018  in  the 


March  15,  1939] 


REPORT  OF  THE  COUNCIL 


569 


Rochester  district  of  the  Department  of 

I Labor. 

The  committee  or  the  Director  of 
Workmen’s  Compensation  have  partici- 
pated in  numerous  meetings,  confer- 
ences, and  hearings  before  the  Department 
of  Labor  (Commissioner,  Industrial  Coun- 
cil, etc.).  Matters  of  interest  to  the 
State  Society  or  to  a particular  region  or 
county  were  considered.  In  addition, 
numerous  informal  conferences  were  held. 
These  conferences  indicate  the  necessity 
for  continuous  contact  between  the  So- 
ciety and  the  Department  of  Labor.* 
The  proper  administration  of  the  medical 
aspects  of  the  Workmen’s  Compensation 
Law  and  the  preservation  of  the  rights 
and  privileges  of  the  medical  profession 
require  a point  of  contact  between  the 
profession  and  the  Labor  Department  and 
other  agencies  interested  in  the  various 
aspects  of  Workmen’s  Compensation. 
This  is  maintained  by  your  committee 
and  the  Director  of  Workmen’s  Com- 
pensation. 

After  nearly  four  years  of  experience 
in  this  field  the  wisdom  of  the  State 
Society  in  appointing  a special  committee 
on  Workmen’s  Compensation  and  a di- 
rector has  been  amply  demonstrated. 
We  receive  daily  numerous  communica- 
tions and  inquiries  by  letter,  telephone, 
and  in  person  not  only  from  the  Depart- 
ment of  Labor  but  also  from  insurance 
carriers,  employers  of  labor,  welfare 
organizations,  and  members  of  the  Legis- 
lature involving  the  various  aspects  of 
the  law  as  they  apply  to  physicians  and 
injured  employees.  Prompt  attention 
is  given  to  all  such  inquiries  and  requests 
for  information,  and,  when  necessary, 
personal  contact  is  made.  The  bureau 
has  been  called  upon  for  assistance  a num- 
ber of  times  by  physicians  in  various 
parts  of  the  country  who  have  treated 
compensation  claimants  injured  outside 
the  state  but  covered  by  the  New  York 
State  law. 

There  has  been  established  cordial  re- 
lationships with  the  various  groups  and 
parties  of  interest  to  the  advantage  of  the 

* If  the  interests  of  the  medical  profession  are  to  be 
safeguarded. 


medical  profession,  as  well  as  the  workers 
of  the  state. 

In  the  course  of  the  year  the  director 
has  appeared  before  the  various  county 
and  local  medical  societies  and  discussed 
Workmen’s  Compensation  in  an  effort  to 
make  better  known  the  details  of  the  law 
and  to  facilitate  its  administration.  It 
is  hoped  that  the  continuation  of  these 
personal  appearances  will  still  further 
smooth  out  any  differences  that  may  ex- 
ist and  result  in  a more  strict  com- 
pliance on  the  part  of  physicians  with  the 
requirements  of  the  law. 

The  director  appeared  before  the  an- 
nual conference  of  the  chairmen  of  the 
county  legislative  committees,  and  at 
numerous  meetings  of  the  Industrial 
Council  of  the  Department  of  Labor, 
and  at  a number  of  hearings  before  the 
Industrial  Council  affecting  the  status 
of  authorized  physicians.  He  also  con- 
sulted with  the  Workmen’s  Compensation 
Board  of  Albany  County  with  reference 
to  the  granting  by  the  Industrial  Coun- 
cil of  a qualification  in  roentgenology  to  a 
physician  who  had  been  rejected  for  this 
qualification  by  the  Workmen’s  Compen- 
sation Board  of  Albany  County.  Sug- 
gestions were  made  as  to  the  proper  pro- 
cedure to  be  followed  to  obtain  a reopen- 
ing of  this  matter  by  the  Industrial  Coun- 
cil so  that  the  local  county  society  board 
may  be  given  an  opportunity  to  present 
its  reasons  in  full  for  rejecting  this  physi- 
cian, to  the  end  that  a reversal  of  the  ac- 
tion taken  by  the  Industrial  Council 
may  be  had. 

C-4  and  C-104  Reports. — We  have  been 
informed  that  physicians  still  neglect  to 
send  in  their  reports  on  time,  and  in  some 
instances  do  not  supply  sufficient  infor- 
mation on  their  C-4  reports  to  enable 
the  referee  to  make  an  award  to  the  claim- 
ant without  postponing  the  hearing  and 
subpoenaing  the  attending  physician  to 
appear  in  person  at  another  hearing. 
This  results  in  a serious  delay  in  paying 
compensation  to  a workman  who  is  inca- 
pacitated. Undoubtedly  physicians  will 
be  more  prompt  in  their  reports  and  ex- 
plicit in  their  answers  to  the  necessary 
questions  on  the  reports,  when  they 
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know  that  in  addition  to  putting  them- 
selves in  jeopardy  in  so  far  as  their  bill 
is  concerned,  they  are  causing  great  hard- 
ship to  an  injured  workman  whose  only 
means  of  support  may  be  compensation 
for  time  lost  while  incapacitated. 

On  November  28,  1938,  a questionnaire 
concerning  the  administration  of  the 
Workmen’s  Compensation  Law  in  its 
various  aspects  was  sent  to  each  county 
society  in  the  state.  An  attempt  was 
made  thereby  to  determine  in  what  man- 
ner the  administration  of  the  local  county 
society  Workmen’s  Compensation  Com- 
mittee could  be  improved  and  the  ad- 
ministration of  the  law  facilitated.  Up 
to  the  present  time  the  committee  has 
received  replies  from  twenty  counties. 
These  indicate  that  the  majority  of  phy- 
sicians of  the  state  are  satisfied  with  the 
new  law  and  the  way  it  is  being  adminis- 
tered. They  also  indicate  that  relation- 
ships have  greatly  improved  between 
the  medical  profession  and  insurance  car- 
riers and  employers.  When  the  survey 
is  completed,  an  additional  report  will 
be  issued  to  the  Council  of  the  State 
Society  and  suggestions  based  on  the  in- 
formation elicited  as  to  the  improvement 
in  county  society  function,  and  revisions 
of  the  administrative  procedure  where  nec- 
essary will  be  recommended. 

Arbitration. — During  the  year  1938 
forty-nine  arbitration  sessions  were  held 
in  the  metropolitan  area.  Bills  amount- 
ing to  $58,611.48  were  considered,  of 
which  $45,089.72  was  in  dispute;  awards 
totaling  $28,068.32  were  made. 

Awards  were  made  in  five  hundred  and 
two  bills  under  consideration,  and  the 
physician  received  no  award  in  ninety- 
five  instances. 

Arbitrations  were  held  on  May  19, 
1938,  in  Binghamton  for  Steuben,  Che- 
mung, and  Broome  counties.  On  May  20, 
1938  in  Syracuse  for  Onondaga,  Oneida, 
and  Oswego  counties;  also  on  the  same 
day  in  Rochester  for  Monroe,  Ontario, 
and  Yates  counties.  On  May  21  in 
Buffalo  for  Erie,  Niagara,  and  Chau- 
tauqua counties.  On  October  27,  1938 
in  Kingston  for  Ulster,  Dutchess,  Sul- 
livan, Orange,  and  Greene  counties. 


At  the  May  arbitrations,  bills  amount- 
ing to  $4,252.66,  of  which  $3,754.65  were 
in  dispute;  awards  of  $2,400.66  were 
made. 

At  the  October  arbitration,  bills 
amounting  to  $3,194.60,  of  which  $1,558.00 
were  in  dispute;  awards  of  $1,033.00  were 
made. 

In  sixty-nine  bills,  no  awards  were 
made  in  four  cases;  in  forty-one  cases 
awards  were  made,  and  twenty-four  bills 
were  settled  without  a hearing. 

It  is  intended  to  hold  additional  ses- 
sions for  the  upstate  area  beginning  the 
end  of  March  and  continuing  through  the 
month  of  June.  Fortunately,  a relatively 
small  number  of  bills  have  accumulated 
which  require  arbitration.  In  the  ma- 
jority of  instances,  either  through  the 
effort  of  the  local  county  society,  or  the 
intervention  of  the  Director  of  Work- 
men’s Compensation,  a large  number  of 
dispute  bills  have  been  settled  by  mu- 
tually satisfactory  compromise.  In  many 
instances  arbitration  could  be  avoided 
and  prompt  settlement  of  a physician’s 
bill  facilitated  if  the  following  suggestions 
would  be  followed  by  practicing  physi- 
cians and  specialists. 

The  48-hour  report  (C-104)  and  the 
20-day  report  (C-4)  and  all  specialists’ 
consultation  reports  should  be  promptly 
sent  to  the  insurance  carrier,  as  well  as  to 
the  Department  of  Labor.  Physicians 
should  make  every  attempt  to  ascertain 
the  name  of  the  carrier  when  the  patient 
first  presents  himself.  Where  an  employer 
is  insured,  failure  to  notify  the  carrier 
directly  often  results  in  delay  in  the  in- 
vestigation of  the  compensation  status 
of  the  case  and  also  delay  in  medical  in- 
spection by  the  carrier  resulting  in  ob- 
jection to  or  in  delay  in  the  payment  of 
the  doctor’s  bill. 

Under  the  rules  and  regulations  of  the 
Department  of  Labor  all  specialists  and 
consultants  must  submit  a report  of  their 
findings  to  the  Industrial  Commissioner, 
the  employer  or  carrier,  and  to  the  at- 
tending physician.  In  failing  to  send 
a copy  to  the  insurance  carrier,  the  latter 
may  not  be  apprised  of  the  fact  that  con- 
sultation was  held  and  may,  when  the 
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case  is  reported,  call  in  a consultant  of  its 
own  thus  increasing  unnecessarily  costs 
of  insurance.  As  the  result  of  consulta- 
tion, the  attending  physician  may  follow 
a plan  of  treatment  to  which  the  car- 
rier after  its  medical  inspection  may  ob- 
ject. Prompt  notification  by  consult- 
ants, as  above  indicated,  would  ob- 
viate many  of  these  difficulties.  Par- 
ticularly in  chronic  cases  the  carrier 
should  be  notified  of  consultation  so  as  to 
avoid  later  arbitration  of  a bill  for  con- 
tinued treatment  based  upon  the  opinion 
of  the  consultant.  Where  a case  has  been 
previously  treated  by  another  physician 
for  the  same  injury,  the  succeeding  physi- 
cian should  always  promptly  communi- 
cate with  the  first  physician,  preferably  by 
phone  and  also  by  letter,  in  order  to  ob- 
tain a complete  record  of  the  case  in- 
cluding all  reports  of  diagnostic  pro- 
cedures regardless  of  the  lapse  of  time 
between  the  treatments  of  the  two  phy- 
sicians. This  will  avoid  in  many  in- 
stances duplication  of  laboratory  and 
x-ray  service.  Where  a considerable 
lapse  of  time  has  occurred  since  the  last 
treatment  of  the  first  physician,  it  would 
be  advisable  for  a physician  to  com- 
municate with  the  insurance  carrier  in 
order  to  determine  whether  the  case  has 
been  closed  and  to  ascertain  the  com- 
pensable status  of  the  case.  Bills  have 
been  objected  to  a number  of  times, 
especially  where  long  continued  treat- 
ment was  necessary,  because  the  physi- 
cian failed  to  call  in  a specialist  or  better 
qualified  physician  to  cope  with  a com- 
plicated or  obstinate  medical  situation. 
In  other  words,  carriers  have  frequently 
objected  to  paying  for  long  continued 
treatment  where,  in  the  opinion  of  their 
medical  examiner,  a general  practitioner 
should  have  called  in  a specialist  to  treat 
the  case.  Many  times  physicians  giving 
practically  only  physical  therapy  treat- 
ments have  failed  to  ask  for  authoriza- 
tion where  such  treatment  exceeded  the 
cost  of  $25.00.  Authorization  should  be 
requested  for  such  treatment,  as  well  as 
other  procedures  under  Section  13-a(5)  of 
the  law  when  the  total  visits  approach 
the  sum  of  $25.00.  Authorization  is  not 


required  in  an  emergency  or  may  not  be 
unduly  withheld  by  the  carrier  or  em- 
ployer, so  as  to  jeopardize  the  welfare 
of  the  patient.  Where  a claimant  in- 
forms a doctor  that  the  Labor  Depart- 
ment or  insurance  carrier  has  advised 
the  claimant  to  return  to  the  doctor  for 
further  treatment,  the  doctor  should 
check  up  to  determine  the  accuracy  of  the 
claimant’s  statement.  Where  a physi- 
cian is  unfamiliar  with  the  minimum  fee 
schedule,  his  bill  is  often  rejected  by  the 
carrier  or  employer.  If  a physician  is  in 
doubt  before  rendering  a bill,  he  should 
confer  with  the  compensation  committee 
or  board  of  his  society  for  advice.  It 
should  be  borne  in  mind  that  authoriza- 
tion should  be  obtained  for  a fee  in  ex- 
cess of  the  schedule,  but  in  any  event  it 
might  be  advisable  for  a physician  sup- 
plying unusual  or  extended  medical  care 
to  apprise  the  carrier  or  employer  of  the 
procedures  being  carried  out.  Progress 
reports  every  three  or  four  weeks  in  long 
continued  cases  often  result  in  prompt 
payment  of  bills,  where  failure  to  so  in- 
form the  carrier  of  the  progress  of  the 
case  may  ultimately  result  in  objection 
to  the  bill. 

Physicians'  Medical  Bureaus. — Under 
date  of  May  13,  1938,  the  Industrial 
Council  ruled  that  applications  for  licenses 
to  physicians  to  operate  more  than  one 
medical  bureau  should  not  be  encour- 
aged: that  the  Compensation  Boards  of 
the  various  county  medical  societies  . 
would  be  within  their  rights  in  refusing  to 
recommend  the  licensing  of  such  bureaus 
as  would  not  be  conducive  to  the  best  in- 
terests of  injured  workers  and  good  medi- 
cal practice.  In  other  words,  the  county 
society  compensation  board  may  here- 
after use  its  discretion  before  granting  a 
physician  a license  to  operate  more  than 
one  medical  bureau  other  than  his  own 
private  office. 

Amendments  to  the  Law. — The  De- 
partment of  Labor  may  this  year  intro- 
duce a bill  calling  for  a change  in  Section 
13-a(4)  to  reduce  the  time  of  sending  in 
the  C-4  report  from  twenty  days  to  fif- 
teen days.  It  is  also  considering  chang- 
ing the  procedure  to  excuse  a physician 
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for  failure  to  file  reports  which,  under 
the  present  law,  requires  action  by  the 
Industrial  Board.  It  is  contemplated 
making  failure  to  file  within  the  forty- 
eight-hour  or  proposed  fifteen-day  period 
grounds  for  objection  of  a doctor’s  bill 
by  the  employer  or  insurance  carrier. 
The  issue  as  to  whether  the  employer  or 
carrier’s  interests  were  prejudiced  by  such 
failure  to  file  on  time  is  to  be  determined 
by  the  Arbitration  Board  as  now  set  up  to 
arbitrate  medical  bills.  Although  the 
carriers  have  not  in  the  past  frequently 
taken  advantage  of  this  technicality  and 
required  a physician  to  obtain  the  excuse 
of  the  Industrial  Board,  there  is  no  ques- 
tion that  in  many  instances  failure  to  re- 
port on  time  has  resulted  in  prejudice  to 
the  employer  or  carrier  in  investigating 
the  worker’s  claim  for  compensation.  In 
some  instance  it  also  has  jeopardized  the 
interests  of  the  injured  worker  in  obtain- 
ing prompt  compensation  while  disabled. 

Your  committee  again  recommends 
an  amendment  to  the  Workmen’s  Com- 
pensation Law  to  give  the  Department  of 
Labor  authorization  to  assess  compensa- 
tion and  medical  costs  against  the  non- 
in sured  employer.  It  further  recommends 
a provision  in  the  law  definitely  to  fix  a 
penalty  for  violations  of  the  provisions  of 
the  amended  Workmen’s  Compensation 
Law,  Chapters  258  and  930  of  the  Laws 
of  1935,  applicable  to  all  interested  par- 
ties. 

• The  committee  also  recommends  that 
the  Commissioner  of  Labor  be  requested 
to  withdraw  the  provisions  under  the  fee 
schedule  which  permit  an  employer  or 
carrier  to  deduct  5 per  cent  of  any  bill  in 
excess  of  $15.00  when  paid  within  thirty 
days.  It  is  the  unanimous  opinion  of  the 
various  county  societies  of  the  state  that 
this  is  an  unreasonable  deduction  and 
not  warranted  unless  accompanied  by  a 
penalty  for  failure  to  pay  within  a similar 
or  other  reasonable  period  of  time.  No 
such  deductions  are  permitted  from  bills 
submitted  by  hospitals. 

Legislation. — The  Department  of  Leg- 
islation is  sponsoring  two  bills  which  have 
been  introduced  by  Senator  Condon, 
Senate  Int.  No.  911-912. 


The  first  bill  provides,  in  addition  to  a 
report  from  an  especially  qualified  phy- 
sician selected  as  an  impartial  examiner 
by  the  Department  of  Labor,  a new 
clause  to  require  the  testimony  of  such  im- 
partial examiner  if  required. 

The  second  bill  gives  to  an  employer 
or  laboratory  which  has  applied  to  the 
county  society  Compensation  Board  for  a 
bureau  license  and  been  rejected  the  right 
of  appeal  to  the  Industrial  Council  in 
the  same  manner  that  a physician  has  the 
right  of  appeal  over  the  decision  of  a local 
county  medical  society  Workmen’s 
Compensation  Board.  This  bill  also 
provides  authority  for  the  Industrial 
Board  to  make  an  award  of  the  reason- 
able value  of  medical  services  or  treat- 
ment rendered  to  an  injured  employee 
where  the  employer  has  failed  to  secure 
compensation  coverage. 

Both  of  these  bills  were  introduced  last 
year  with  the  approval  of  the  Medical 
Society  and  should  be  endorsed  this  year. 

Two  bills  were  introduced  by  Senator 
Washburn  relating  to  occupational  dis- 
eases, Assembly  Int.  1244-1245. 

A bill,  Assembly  Int.  1192,  was  in- 
troduced by  Assemblyman  Wilson,  who 
last  year  introduced  a similar  bill  amend- 
ing the  Workmen’s  Compensation  Law 
in  a radical  manner,  so  as  to  take  away 
from  the  medical  societies  the  respon- 
sibility of  qualifying  physicians  and  put- 
ting the  same  in  the  hands  of  a com- 
mittee of  five  physicians  to  be  appointed 
by  the  Industrial  Commissioner  for  a 
term  of  three  years. 

Under  this  bill  practically  all  the  func- 
tions now  vested,  in  the  medical  society 
would  be  served  by  this  committee.  It 
also  provides  for  the  creation  of  an  ad- 
ministration committee  of  three  mem- 
bers, one  of  whom  shall  be  a representa- 
tive of  labor,  one  a representative  of  the 
Industrial  Commissioner,  and  the  other 
a physician  who  shall  be  a representative 
of  the  employers,  to  pass  upon  all  dis- 
puted bills.  This  is  a bad  bill  and  is  being 
opposed  for  obvious  reasons. 

State  Radiology  Examining  Com- 
mittee.— During  the  past  year  the  com- 
mittee on  x-ray  examinations  set  up  by 
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the  State  Society  has  functioned  only  in 
the  metropolitan  area;  although  only  re- 
cently a request  was  received  from  an  up- 
state county  to  set  up  an  examining  com- 
mittee locally. 

Twenty-seven  candidates  have  been 
examined  during  the  past  year  and  twelve 
passed  the  examination  and  were  quali- 
fied by  their  local  county  societies  with 
the  “D”  rating.  Fifteen  failed  to  pass. 

Where  a local  county  society  is  in 
doubt  as  to  the  qualifications  of  a phy- 
sician applying  for  rating  in  roentgenology, 
the  candidate  may  be  referred  to  the  di- 
rector for  examination  by  the  special 
committee  set  up  by  the  State  Society. 
Dr.  William  A.  Stewart  served  as  chair- 
man of  this  committee  until  October, 
1938,  when,  owing  to  press  of  other  duties, 
he  resigned,  and  Dr.  Charles  W.  Schwartz 
was  appointed  as  chairman.  The  other 
members  of  the  New  York  area  com- 
mittee are  Dr.  Alfred  L.  L.  Bell  and  Dr. 
John  J.  Masterson  of  Brooklyn  and  Dr. 
E.  Forrest  Merrill  of  New  York  City. 
To  all  these  gentlemen  the  State  Society 
owes  a debt  of  gratitude. 

Subcommitteee  on  Industrial  Derma- 
toses.— A subcommittee  was  appointed 
on  industrial  dermatoses  consisting  of 
Dr.  Eugene  F.  Traub  as  chairman  and 
twelve  other  members. 

During  the  past  year  and  a half  nu- 
merous complaints  have  been  received 
about  the  operation  of  the  Workmen’s 
Compensation  law  in  respect  to  industrial 
dermatoses.  The  committee  has  been 
attempting  to  make  an  adequate  study 
of  the  situation,  but  owing  to  a failure 
thus  far  to  obtain  the  necessary  records 
from  the  Department  of  Labor,  this  work 
has  been  hampered.  The  committee  is 
of  the  opinion  (1)  that  clinics  throughout 
the  state  are  not  making  a proper  effort 
to  establish  the  presence  of  industrial 
dermatoses  among  their  patients;  (2) 
that  many  carrier  consultants  have  acted 
the  part  of  special  pleaders  rather  than 
dermatologic  experts;  (3)  that  hearings 
before  a referee  have  not  been  conducted 
in  such  a manner  as  to  enlighten  the 
officiating  referee  at  the  hearing  so  as  to 
enable  him  to  render  a just  award.  The 


committee  hopes  by  a more  complete 
study  with  the  co-operation  of  the  Work- 
men’s Compensation  Division  of  the 
Department  of  Labor  to  clarify  the  situa- 
tion and  bring  order  out  of  chaos  in  a 
very  important  sector  of  the  medical 
compensation  law. 

Injection  Treatment  of  Hernia. — During 
the  past  few  years  your  committee  has 
given  consideration  to  the  subject  of  the 
injection  treatment  of  hernia. 

The  following  rules  and  regulations 
have  been  devised  as  a guide  to  physicians 
undertaking  this  form  of  treatment. 

Injection  Treatment  of  Hernia. — The  exact 
status  of  the  injection  treatment  of  hernia  as 
a therapeutic  procedure  has  not  as  yet  been 
definitely  determined.  It  is  agreed  that  it  is 
in  a more  or  less  experimental  stage,  and  has 
not  been  established  as  a routine  method  of 
procedure.  It  should  only  be  used  in  suitable 
cases  by  surgeons  thoroughly  familiar  with  the 
anatomy  of  hernia  and  experienced  in  the 
method  of  treatment.  The  mixture  to  be 
injected  should  be  properly  standardized  and 
the  physician  using  it  should  be  thoroughly 
familiar  with  its  composition  and  the  effects 
after  injection. 

In  view  of  the  fact  that  the  injection  method 
is  being  actively  exploited  by  certain  purveyors 
of  mixtures  as  a cure  for  hernia  without  proper 
regard  to  the  indications  for  the  treatment,  the 
suitability  of  the  case,  and  the  experience  of  the 
physician  in  this  type  of  work,  it  has  been 
deemed  expedient  in  the  interest  of  the  injured 
workman  as  well  as  all  other  interested  persons 
under  the  Workmen’s  Compensation  Act  to 
set  up  certain  rules  and  regulations  for  the 
guidance  of  authorized  physicians. 

1.  The  injection  method  is  not  a substitute 
for  surgery  in  all  cases.  For  the  present, 
surgical  treatment  should  be  given  pref- 
erence unless  there  are  definite  contra- 
indications to  surgery  and  unless  the 
patient  objects  to  operation.  In  the 
latter  event  the  injection  method  should 
not  be  used  if  there  are  any  contra- 
indications to  its  use  and  if  the  case  is 
not  a suitable  one. 

2.  After  having  made  and  recorded  the 
diagnosis  of  hernia  and  before  attempting 
treatment  the  diagnosis  of  hernia  should 
be  confirmed  by  the  medical  representative 
of  the  employer  or  carrier. 

3.  Written  authorization  for  the  injection 
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treatment  should  be  obtained  from  the 
employer  or  carrier  and  a fee  for  the  treat- 
ment agreed  upon. 

4.  The  surgeon  should  record  and  keep  on 
file  the  indications  for  this  method  of 
treatment  in  preference  to  orthodox 
surgical  treatment.  All  contraindications 
to  the  new  method  should  be  considered 
before  advising  it.  The  possibility  of 
sliding  hernia  must  be  kept  in  mind.  If 
there  is  any  doubt  as  to  the  suitability 
of  the  case  for  injection,  this  method 
should  not  be  used. 

5.  Only  a physician  familiar  with  the  anat- 
omy, pathology,  diagnosis,  and  complica- 
tions of  hernia  and  one  experienced  in 
the  technic  of  the  injection  treatment 
of  hernia  should  accept  these  cases  for 
such  treatment. 

Physicians  throughout  the  state  should 
be  made  familiar  with  these  rules,  es- 
pecially with  the  necessity  of  obtaining 
authorization  for  this  experimental  pro- 
cedure before  undertaking  it. 

At  this  time  it  is  not  thought  advisable 
to  include  under  the  minor  specialties  the 
injection  treatment  of  hernia.  When 
requested  to  do  so  a local  county  society 
compensation  board  may  express  an 
opinion  as  to  the  specific  qualifications 
of  any  given  physician  in  this  field. 

Fee  Schedule. — During  the  past  year 
the  Industrial  Commissioner  promulgated 
the  Metropolitan  Fee  Schedule  for  the 
entire  state. 

The  new  schedule  has  now  been  in 
operation  officially  since  May,  1938,  and 
it  is  the  opinion  of  the  committee  that  it 
is  working  out  satisfactorily.  Replies  to 
a questionnaire  recently  sent  out  to 
every  county  in  the  state  also  indicate 
that  on  the  whole  the  schedule  is  satis- 
factory. There  seems  to  be  general  dis- 
satisfaction with  the  5 per  cent  discount 
allowed  for  payment  of  bills  within 
thirty  days.  The  Department  of  Labor 
through  its  Industrial  Council,  and  with 
the  co-operation  of  your  director  and  a 
small  committee  of  the  Compensation 
Insurance  Rating  Board,  is  undertaking 
a revision  of  the  fee  schedule  and  the 
various  rules  and  regulations  adopted 
by  the  Department  of  Labor  up  to  the 


present  time.  The  revision  is  more  of  a 
clarification  than  an  actual  revision  and 
will  be  promulgated  shortly  by  the  de- 
partment. When  revision  is  completed 
the  Department  of  Labor  expects  to  issue 
a new  schedule  in  booklet  form. 

Still  under  consideration  is  a revision  of 
the  x-ray  fees  to  include  a discount  for 
multiple  examination  at  one  time.  Where 
more  than  one  physician  treats  an  injury 
for  which  the  fee  schedule  carries  a fixed 
fee  for  a given  period  of  treatment,  it  is 
the  rule  that  such  physicians  should 
agree  among  themselves  as  to  the  prora- 
tion of  the  fixed  fee  in  accordance  with 
the  amount  and  type  of  the  treatment 
rendered  by  each.  If  the  physicians 
cannot  agree,  the  county  society  in  which 
the  original  attending  physician  resides 
and  practices  (should  the  two  physicians 
not  practice  in  the  same  county)  shall 
assist  in  the  proration.  If  a mutually 
satisfactory  agreement  cannot  be  ar- 
ranged by  these  efforts,  the  bill  is  ar- 
bitrated without  cost  to  either  party,  in 
the  same  manner  as  disputed  bills  under 
the  law.  Up  to  the  present  time  it  has 
been  necessary  in  very  few  instances  to 
resort  to  arbitration. 

Consultants  and  laboratory  fees  are 
not  included  in  the  above  proration,  as 
these  carry  an  extra  fee. 

No  provisions  were  made  in  the  up- 
state schedule  for  mileage  fees.  It  was 
agreed  that  in  ordinary  cases  mileage 
fees  would  not  be  paid,  but  that  where 
unusual  circumstances  required  an  at- 
tending physician  to  travel  unusual  dis- 
tances to  an  outlying  section,  the  em- 
ployer or  carrier  would,  as  in  the  past, 
pay  a reasonable  mileage  fee  in  addition 
to  the  scheduled  fee.  A few  instances 
have  arisen  since  the  schedule  went  into 
effect  upstate  that  required  special  at- 
tention. It  was  not  contemplated,  how- 
ever, that  where  ample  medical  service 
was  available  in  any  community  a 
physician  from  a distant  community 
would  be  paid  mileage  to  visit  a patient 
in  an  outlying  section.  In  other  words, 
if  treatment  was  rendered  first  in  one  com- 
munity and  the  patient  subsequently 
went  to  his  home  in  a distant  community, 
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the  patient  should  be  referred  to  a local 
practitioner,  preferably  of  his  own  choice, 
for  continued  care.  Only  where  a quali- 
fied physician  was  not  available  was  it 
contemplated  that  a physician  should 
travel  to  a distant  community  to  treat 
such  a patient  and  be  paid  mileage. 

X-Ray  Plates. — In  May,  1938,  the  In- 
dustrial Commissioner  issued  an  order 
requiring  physicians,  insurance  carriers, 
employers,  hospitals,  and  x-ray  labora- 
tories to  preserve  x-ray  films  for  at  least 
five  years,  and  in  no  case  are  they  to  be 
destroyed  without  a report  of  the  findings 
of  such  x-rays  being  filed  with  the  De- 
partment of  Labor  as  a permanent  record. 

It  is  to  be  noted  that  x-ray  films  are  a 
part  of  the  physician’s  record,  and  his 
property.  A carrier  or  employer  should 
be  accorded  the  courtesy  of  reviewing 
such  films  with  the  understanding  that 
they  be  returned  to  the  physician  or 
laboratory  responsible  for  their  preserva- 
tion. 

No-Lost-Time  Cases . — Considerable  dif- 
ficulty has  arisen  during  the  past  year 
in  regard  to  the  payment  of  bills  for* 
medical  services,  especially  in  no-lost- 
time cases  (a  less  than  seven  days  loss  of 
time),  where  the  claimant  fails  to  appear 
at  a hearing  before  the  Department  of 
Labor.  In  such  cases  the  department 
often  fails,  because  of  the  nonappearance 
of  the  claimant,  to  establish  causal  re- 
lationship. In  a number  of  such  in- 
stances employers  or  carriers  have  held 
up  the  payment  of  the  doctor  pending 
determination  by  the  department.  In 
many  instances  this  has  worked  a great 
hardship  to  physicians  who  have  rendered 
medical  care  to  claimants  who  have  had 
more  or  less  trivial  accidents,  which  did 
not  incapacitate  them  for  a period  of 
more  than  seven  days.  In  such  instances 
the  claimant  was  not  interested  in  appear- 
ing before  the  Department  of  Labor  be- 
cause no  compensation  to  him  was 
involved,  and  yet  the  physician  rendered 
medical  care.  Your  director  for  over  a 
year  has  been  endeavoring  to  have  the 
Department  of  Labor  change  its  pro- 
cedure, and  if  necessary  the  provisions  of 
the  law,  to  enable  the  Department  of 


Labor  to  accept  a notarized  report  of  the 
accident  by  the  employer,  and  a notarized 
report  by  the  claiment,  attesting  to  the 
fact  that  he  received  medical  care,  as 
prima  facie  evidence  in  establishing  the 
validity  of  the  physician’s  bill.  This  is  a 
procedure  comparable  to  the  acceptance 
of  the  physician’s  C-4  notarized  report  as 
prima  facie  evidence  before  a referee  in 
determining  causal  relationship.  This 
matter  will  be  pressed  for  a solution. 

Posting  of  Physicians'  Names. — The 
matter  of  the  failure  of  the  Aetna  Casu- 
alty and  Surety  Company  to  abide  by  the 
ruling  of  the  Industrial  Commissioner  to 
refrain  from  sending  out  lists  of  names  of 
qualified  physicians  to  policyholders  has 
been  the  subject  of  study  by  a committee 
appointed  by  the  Industrial  Commis- 
sioner and  is  now  in  the  hands  of  the 
Counsel  of  the  State  Society,  Mr.  Lorenz 
J.  Brosnan,  for  legal  action. 

Rule  12. — Under  date  of  June  14,  a 
bulletin  was  issued  by  this  committee 
advising  physicians  that  Rule  12  on  page 
6 of  the  minimum  fee  schedule  did  not, 
as  was  contended  by  the  insurance 
carriers’  organization,  apply  to  multiple 
x-ray  examinations.  As  indicated  else- 
where the  question  of  a discount  for 
multiple  x-ray  examinations  is  now  under 
consideration  by  the  Industrial  Council. 

State  Insurance  Fund. — It  is  well  to 
point  out  here  that  recently  there  has 
been  a reorganization  under  the  law  of 
the  State  Insurance  Fund. 

The  fund  has  been  given  a form  of  ad- 
ministration that  takes  into  account  the 
business  nature  of  the  fund,  at  the  same 
time  separating  it  more  definitely  from 
the  department  of  government  which  is 
entrusted  with  the  administration  of  the 
Workmen’s  Compensation  Law.  This 
has  been  effected  by  placing  the  adminis- 
tration of  the  fund  in  the  hands  of  a 
board  of  commissioners  of  nine,  one  of 
whom  is  the  Industrial  Commissioner  ex- 
officio,  the  other  eight  being  all  policy- 
holders in  the  fund.  An  executive  direc- 
tor and  his  deputy,  a medical  director, 
an  actuary,  and  an  attorney  are  all  ap- 
pointed by  the  commissioners.  All  ad- 
ministrative authority  is  vested  in  the 
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medical  director  under  the  authority  of 
the  commissioners.  The  management  is 
thus  made  responsive  to  the  interests  of 
the  policyholders. 

A communication  received  recently 
from  the  Deputy  Executive  Director, 
Mr.  Henry  D.  Sayer,  former  Industrial 
Commissioner  of  this  state,  among  other 
things,  states: 

“It  is  quite  needless  for  me  to  say  to  you  that 
organized  medicine  has  assumed  a grave  re- 
sponsibility in  the  administration  of  the  medical 
provisions  of  the  compensation  law.  You  are 
not  only  aware  of  that  responsibility  but  you 
have  insistently  declared  it  to  the  members  of 
your  group.  The  objectives  to  be  attained  are 
prompt  and  efficient  medical  and  surgical  care 
for  those  who  require  such  treatment  under  the 
law.  Fair  dealing  is,  of  course,  implied.  Undue 
costs  impose  an  unfair  burden  on  industry. 
Perhaps  it  is  not  always  realized  that  the  entire 
cost  of  compensation,  including  the  medical 
expense,  is  a direct  charge  on  industry  and  that 
the  insurance  carriers  are  but  the  agency  for 
collecting  and  distributing  the  cost.  To  that 
end  the  machinery  has  been  set  up  for  the 
administration  provided  by  law  for  the  deter- 
mination of  the  reasonableness  of  the  medical 
charges.  That  machinery  will  work  smoothly 
only  if  all  the  parties  in  interest  co-operate  fully. 
The  co-operation  of  the  medical  profession  is 
particularly  essential  in  connection  with  prompt- 
ness of  reporting.  Failure  to  report  promptly 
renders  the  doctor  so  failing  liable  to  have  his 
charges  rejected  unless  excused  by  the  In- 
dustrial Board  after  a hearing.  Thus  far, 
carriers,  including  the  state  fund,  have  fre- 
quently waived  the  objection  of  late  reporting. 
So  serious  is  the  matter  becoming,  however, 
that  it  is  questionable  how  long  such  waivers 
should  be  granted.  Delay  in  reporting  preju- 
dices the  injured  man;  it  is  in  his  interest 
that  prompt  reports  are  required.  Insurance 
carriers  cannot  pay  compensation  until  they 
have  medical  reports  that  warrant  such  action. 
Most  doctors,  I am  glad  to  say,  are  prompt  in 
reporting.  If  the  reasons  and  necessity  for 
prompt  reports  were  had  in  mind  by  all  doctors 
I am  sure  it  would  result  in  benefit  to  all  injured 
workers  and  would  remove  the  necessity  for 
additional  work  and  checking  up  by  the  carriers.” 

Qualification  of  Candidates. — It  was 
not  to  be  expected  that  in  the  haste  of 
qualifying  the  physicians  of  the  state 
under  the  amended  Workmen’s  Com- 


pensation Law,  necessitated  by  the  brief 
period  of  time  between  the  passage  of  the 
new  law  in  March,  1935,  and  its  going 
into  effect  in  July,  1935,  the  State  Society 
and  various  county  societies  would  be 
able  to  set  up  a perfect  administrative 
machinery  to  encompass  fully  the  purpose 
of  the  new  law.  Suffice  it  to  say  that 
under  the  circumstances  the  state  and 
county  societies  set  in  motion  a machinery 
that  operated  remarkably  well  and  in  the 
interests  of  all  concerned. 

In  the  course  of  the  past  three  years  the 
machinery  has  been  perfected  until,  at 
the  present  time,  an  applicant  to  practice 
under  the  Workmen’s  Compensation  Law 
either  as  a general  practitioner  or  a 
specialist  receives  prompt  attention  and 
his  qualifications  are  scrutinized  with 
great  care.  It  was  necessary  to  instruct 
the  various  county  medical  societies, 
especially  during  the  first  year,  as  to  the 
scope  of  a general  practitioner’s  activities 
and  in  the  use  of  the  code  symbols 
adopted  uniformly  throughout  the  state 
at  the  suggestion  of  your  committee. 

Conditions  differ  in  various  parts  of  the 
state  not  only  in  regard  to  the  standards 
of  medical  care  and  medical  specialism, 
but  in  the  availability  of  especially 
qualified  practitioners  desiring  to  practice 
under  the  Workmen’s  Compensation  Law. 

In  the  large  cities  and  counties  a 
sufficient  number  of  both  the  general 
practitioners  and  specialists  are  available, 
not  only  to  provide  adequate  care  for  the 
injured  workman  under  all  circumstances, 
but  also  to  enable  the  county  society 
Workmen’s  Compensation  Boards  to  set 
up  qualifying  committees  before  whom 
all  applicants  for  special  rating  under  the 
law  must  apply  or  appear. 

Your  committee  has  given  considerable 
attention  to  the  creation  of  such  stand- 
ards of  qualifications,  especially  in  the 
specialties  as  will  fully  protect  the  in- 
jured workers,  as  well  as  assure  govern- 
ment authorities  and  other  interested 
parties  that  the  county  and  state  societies 
are  fully  cognizant  of  their  responsibility 
in  according  a physician  either  a general 
rating  or  a specialist’s  rating.  While  it 
is  true  that  a practitioner  need  only  con- 
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form  to  the  average  level  of  qualifications 
of  medical  practitioners  in  his  com- 
munity, yet  it  has  been  felt  proper  for 
your  committee  to  suggest  a general  level 
of  qualifications  that  will  serve  not  only 
in  measuring  qualifications  of  physicians 
in  big  cities  with  university  affiliations, 
but  which  might  also,  with  perhaps  slight 
modification,  be  applicable  to  all  parts  of 
the  state. 

An  endeavor  has  been  made  to  pattern 
these  standards  of  qualification  on  those 
standards  which  have  been  adopted  by 
the  various  national  boards,  and  volun- 
tarily assumed  by  thousands  of  physicians 
throughout  the  country  who  wish  to  be 
designated  as  specialists  with  the  ap- 
proval of  these  national  boards. 

Your  committee  is  at  the  present  time 
completing  a set  of  these  standards  which 
will  shortly  be  promulgated  to  the  Work- 
men’s Compensation  committees  of  all 
the  counties  with  the  hope  that  they  will 
be  adopted,  with  modifications  where 
necessary,  in  accordance  with  the  peculiar 
circumstances  that  may  exist  in  any  given 
region  of  the  state.  While  it  is  not  to  be 
expected  that  these  rules  and  standards 
will  be  retroactive,  yet  it  is  hoped  that 
they  will  serve  in  the  future  to  guide 
those  responsible  for  the  qualifications  of 
physicians  to  practice  under  the  amended 
Workmen’s  Compensation  Law.  As  has 
been  indicated  elsewhere,  the  State  So- 
ciety has  already  set  up  a committee  of 
x-ray  specialists  to  act  in  an  advisory 
capacity  to  local  county  society  boards  in 
qualifying  radiologists  and  radiotherapists 
about  whom  there  is  a question  as  to 
qualification.  The  fact  that  this  board 
has  been  called  upon  during  the  past  year 
to  assist  the  county  societies  in  increasing 
frequency  in  the  field  of  x-ray,  indicates 
that  the  new  standards  which  will  ul- 
timately be  promulgated  will  meet  with 
similar  acceptance. 

Settlement  of  Bills. — During  the  course 
of  the  year  your  Compensation  Bureau 
has  been  called  upon  to  help  in  the 
settlement  of  doctors’  bills  and  the 
adjudication  of  other  disputes  arising 
between  the  profession  and  the  county 
society  and  between  physicians,  in- 


surance carriers,  employers  of  labor,  etc. 

The  attention  of  the  county  society 
boards  is  called  to  the  fact  that  this 
bureau  is  prepared  to  continue  in  this 
capacity  and  invites  local  county  so- 
cieties and  physicians  throughout  the 
state  to  utilize  the  services  of  the  bureau. 
Many  physicians  throughout  the  state 
write  directly  to  the  Department  of 
Labor  on  matters  pertaining  to  many  of 
the  features  of  the  new  law.  These  in- 
quiries are  almost  without  exception  re- 
ferred to  your  director  for  reply.  It 
would  be  better  if  physicians  would 
realize  that  the  court  of  first  appeal 
should  be  the  county  society  and  then 
their  State  Society  Compensation  Board, 
thus  relieving  the  Department  of  Labor  of 
a great  deal  of  unnecessary  labor. 

The  bureau  is  prepared  on  reasonable 
notice  to  participate  in  the  Workmen’s 
Compensation  problems  of  all  the  local 
county  societies,  if  necessary  by  personal 
appearance.  All  problems  affecting  the 
new  law  should  be  referred  promptly  to 
this  bureau. 

Municipalities  as  Self-Insurers. — Many 
municipalities  throughout  the  state  are 
self-insurers.  Some  of  the  smaller  com- 
munities are  covered  by  insurance  car- 
riers. All  injured  workers  employed  by 
the  local  communities  are  entitled  to  the 
same  privileges . as  provided  employees 
under  the  Workmen’s  Compensation  Law. 

A situation  arose  in  the  course  of  the 
last  year  wherein  a large  municipality 
failed  to  pay  doctors’  bills  and  refused 
arbitration.  This  matter  was  brought  to 
the  attention  of  the  Industrial  Commis- 
sioner by  your  director  with  the  request 
that  the  Attorney  General  rule  on  the 
necessity  of  arbitration  by  such  munici- 
palities. The  Attorney  General  ruled  that 
13-g  of  the  Workmen’s  Compensation 
Law  was  applicable  to  the  municipality 
and  that  this  section  of  the  law  governing 
arbitration  is  general,  statewide,  uni- 
form in  its  provisions,  and  provides  no 
exceptions.  The  constitutionality  of  the 
statute  of  which  this  is  a part  was  sus- 
tained by  the  highest  courts.  Section 
13-g  of  the  Workmen’s  Compensation 
Law  is  not  superseded  by,  nor  in  conflict 
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with,  any  law  of  a municipality.  After 
the  receipt  of  this  ruling  the  munici- 
pality in  question  proceeded  with  the 
arbitration  of  disputed  bills.  The  atten- 
tion of  physicians  throughout  the  state 
should  be  drawn  to  the  fact  that  all 
employees,  with  the  exception  of  those  on 
Work  Relief,  are  covered  by  the  Work- 
men’s Compensation  Law  of  the  state. 

Bulletins. — During  the  past  year  of 
1938  a number  of  bulletins  were  issued 
covering  arbitration  provisions  for  the 
upstate  counties. 

On  February  24,  1938,  a bulletin  was 
issued  requesting  all  county  societies  to 
contact  legislators  with  the  idea  of 
bringing  pressure  to  bear  on  the  In- 
dustrial Commissioner  to  promulgate 
the  Metropolitan  Fee  Schedule  for  the 
entire  state. 

A bulletin  was  issued  on  June  14,  1938, 
concerning  the  necessity  of  adherence  to 
the  fee  schedule  in  the  settlement  of 
bills  by  physicians. 

A bulletin  was  issued  on  March  4, 
1938,  on  the  qualification  of  physicians 
as  arbitrators. 

A bulletin  was  issued  on  May  5,  1938, 
regarding  the  preservation  of  x-ray  plates. 

Rule  21b  was  promulgated  and  a 
bulletin  issued  on  May  5,  1938,  advising 
physicians  that  any  physician,  specialist, 
or  consultant  involved  in  the  medical 
care  and  treatment  of  compensation 
cases  must  appear  at  a hearing  when 
subpoenaed  and  shall  give  his  testimony 
for  the  prescribed  fee  set  forth  in  the 
rules  and  regulations  adopted  by  the 
Industrial  Commissioner. 

This  rule  does  not  deprive  the  con- 
sultant or  specialist  applying  to  the  In- 
dustrial Commissioner  for  a higher  fee 
as  provided  by  Rule  21.  In  the  event  of 
failure  to  comply  with  this  regulation  the 
physician,  specialist,  or  consultant  will 
be  held  responsible  to  the  Industrial 
Council. 

Appreciation—  In  closing,  it  is  be- 
lieved desirable  to  call  to  the  attention 
of  the  membership  that  in  the  course  of 
the  past  year  your  committee  and  the 
bureau  have  had  the  cordial  co-operation 
of  the  Industrial  Commissioner  and  of  the 


Division  of  Workmen’s  Compensation  of 
the  Department  of  Labor.  Mr.  Hugh  J. 
Murphy  and  his  assistant,  Mr.  J.  Konesni, 
have  been  especially  helpful  in  their  co- 
operation with  the  State  Society  and  with 
numerous  physicians  who  have  applied  to 
the  Department  of  Labor  for  assistance. 

To  the  subcommittees  who  have  as- 
sisted in  special  studies  our  thanks  are 
due,  as  well  as  to  the  members  of  the 
various  qualifying  advisory  committees 
throughout  the  state  who  have  unself- 
ishly devoted  their  time  and  effort  in 
helping  to  carry  out  the  responsibilities 
of  the  state  and  county  societies. 

Our  special  thanks  are  due  to  the  office 
staff  for  their  devotion  to  their  duties. 

Part  IV 

Legislation 

The  Council  Committee  on  Legislation, 

James  H.  Borrell,  M.D.,  Chairman 

Buffalo 

B.  Wallace  Hamilton,  M.D..  .New  York 
John  L.  Bauer,  M.D Brooklyn 

makes  a preliminary  report  only  at  this 
time  with  the  understanding  that  there 
will  be  a supplementary  report  when  the 
house  meets. 

The  Constitutional  Convention,  which 
was  in  session  during  the  summer,  was 
almost  as  demanding  in  time  and  effort 
as  a regular  session  of  the  legislature. 
More  than  twenty  propositions  for 
amendments  related  directly  to  the 
practice  of  medicine  or  public  health 
activities.  These  were  finally  boiled 
down  into  three,  which  were  presented  to 
the  electorate  in  November  and  adopted. 
During  the  period  that  the  Convention 
was  in  session,  we  issued  three  bulletins 
and,  through  Dr.  Lawrence,  were  repre- 
sented at  numerous  public  and  private 
hearings  before  committees 

Subsequent  to  election  we  pursued  the 
usual  procedure  of  assisting  county  so- 
ciety legislative  committees  in  getting  in 
touch  with  their  newly  elected  legislators 
and  as  early  as  possible  reported  to  them 
the  personnel  of  the  newly  created 
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’ legislative  reference  committees.  The 
committee  personnel  in  the  Assembly 
remains  much  the  same,  except  that  there 
is  a new  chairman  for  the  Public  Health 
Committee.  The  Senate,  however,  has 
changed  its  political  aspect,  the  Repub- 
licans having  won  in  the  last  election  and, 
accordingly,  the  personnel  of  all  of  the 
committees  is  largely  changed ; especially 

I'  are  there  new  chairmen. 

The  usual  precautions  are  being  taken 
to  keep  people  informed  through  our 
bulletin  service  and  to  keep  the  county 
society  committees  and  their  legislators 
in  close  touch  with  each  other. 

Bills  relating  to  public  health  and 
medical  activity  have  not  been  so  plentiful 
the  early  part  of  this  session  as  was  the 
case  in  recent  sessions,  but  probably  this 
delay  is  due  to  the  fact  that  the  Com- 
mission to  Formulate  a Health  Program 
appointed  by  the  last  legislature,  will  not 
be  prepared  to  make  a report  before 
April  1. 

Several  bills  that  have  appeared  are 
exceedingly  important;  namely,  an 
amendment  to  the  Insurance  Law  legal- 
izing the  creation  of  nonprofit  medical 
indemnity  associations;  a full  citizenship 
bill  requiring  that  no  physicians  graduat- 
ing from  foreign  institutions  be  granted 
licenses  to  practice  medicine  in  this  state 
unless  they  are  citizens  of  the  United 
States;  and  our  Physicians’  Lien  Bill, 
reintroduced  at  our  request.  A bill  on 
radiology,  requiring  that  radiologists  be 
physicians,  has  been  reintroduced.  The 
chiropractors  have  reintroduced  a bill 
similar  to  last  year’s  except  that  they 
do  not  ask  for  the  use  of  x-ray  equip- 
ment. Several  bills  relating  to  regulating 
the  manufacture  and  sale  of  food  and 
drugs,  two  of  which  are  re-introductions, 
have  appeared;  one  or  two  that  call  for 
reorganization  of  the  public  health  pro- 
gram in  the  state,  and  one  requiring  that 
all  hospitals  receiving  assistance  from  the 
public  be  required  to  admit  any  patient 
seeking  entrance  and  to  permit  all 
physicians  to  admit  and  treat  their 
patients.  The  merit  of  some  of  these  bills 
is  highly  controversial.  A number  of 
amendments  to  the  Workmen’s  Com- 


pensation Law  have  also  been  proposed. 

This  is  likely  to  be  a prolonged  session 
and  a more  complete  report  will  be  pre- 
pared and  submitted  at  the  time  of  the 
annual  meeting. 

Publications  and  Medical  Publicity 

Beginning  January  1,  1939,  the  Coun- 
cil, at  the  suggestion  of  the  Journal  Plan- 
ning Committee,  set  up  a new  mechan- 
ism for  management  of  the  Journal, 
Directory,  Technical  Exhibits,  and  Pub- 
licity Work.  Three  Council  committees 
were  created  to  work  separately  to 
supervise  literary  work,  business  work, 
publicity  work,  and  to  act  together  as  a 
Publication  Committee.  Thus  the  Pub- 
lication Department  and  the  Bureau  of 
Public  Relations  have  been  merged,  as 
directed  by  the  House  in  1938. 

The  new  committees  are  at  present 
constituted  as  follows: 

Business  Division 


Donald  S.  Childs,  M.D.,  Chairman..  . .Syracuse 
A.  L.  Loomis  Bell,  M.D Brooklyn 


Literary  Division 

George  W.  Kosmak,  M.D.,  Chairman. .New  York 


Samuel  J.  Kopetzky,  M.D New  York 

Warren  Wooden,  M.D Rochester 


Publicity  Division 

Guy  S.  Carpenter,  M.D.,  Chairman. . . . Waverly 
Terry  M.  Townsend,  M.D New  York 

Acting  in  concert,  these  three  commit- 
tees become  the  Publication  Committee 
under  the  general  chairmanship  of  Dr. 
Peter  Irving. 

Journal. — Diming  the  calendar  year 
1938  the  Journal  was  published  as  it 
had  been  since  January  1,  1934,  under 
supervision  of  the  Journal  Management 
Committee.  The  total  cost  for  1938  was 
$14,506.17,  or  89  cents  per  member  per 
year. 

Beginning  with  the  January  1,  1939, 
issue,  arrangements  have  been  made  for 
control  in  the  headquarters’  office  of  the 
Society  at  2 East  103rd  Street,  New  York 
City,  of  all  phases  of  the  Journal  pro- 
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duction  except  the  actual  printing  and 
mailing.  Editorial  work,  advertising 
solicitation,  make-up  of  text  and  adver- 
tising pages,  and  the  business  features  are 
all  done  at  that  address  and  directly 
under  the  supervision  of  the  Publica- 
tion Committee. 

The  page  size  has  been  increased  by  y4 
inch  each  way,  making  the  new  page  7 X 
10  inches;  the  type  dimensions  are  the 
same  as  before,  thus  allowing  for  wider 
margins.  New  type  faces  are  being  used 
with  space  between  all  lines,  and  this 
with  the  monotype  printing  makes  the 
reading  matter  more  pleasing  to  the  eye. 

Because  the  change  in  the  method  of 
production  of  the  Journal  could  not  be 
definitely  arranged  until  the  end  of 
November,  after  advertisers  had  com- 
pleted their  schedules  for  1939,  the  in- 
come from  this  source  may  be  less  this 
year  and  therefore  the  final  cost  of  pub- 
lication greater.  Every  effort  is  being 
made  to  obviate  this  possibility  and  it 
can  safely  be  said  that  the  next  year 
following  should  show  marked  improve- 
ment. 

Medical  Publicity. — During  the  year 
this  work  has  been  continued  in  the 
same  fashion  as  previously.  Medical 
events,  such  as  meetings  of  the  District 
Branches,  addresses  by  officers,  Journal 
editorials,  and  news  events  of  interest,  such 
as  speeches  of  officers  of  the  Society,  have 
been  issued  and  been  given  widespread 
publication  throughout  the  state.  Pub- 
licity has  been  given  the  press  for  the  post- 
graduate courses  given  by  county  medi- 
cal societies  under  the  auspices  of  the 
Committee  on  Public  Health  and  Educa- 
tion. There  have  been  twenty-five  news- 
paper releases,  and  thousands  of  reprints 
of  articles  have  been  distributed.  Au- 
thors of  these  were:  Dr.  Nathan  B.  Van 

Etten,  Dr.  Peter  Irving,  Dr.  Joseph  S. 
Lawrence,  Dr.  Chas.  Gordon  Heyd,  Dr. 
Howard  W.  Haggard,  Dr.  Samuel  J. 
Kopetzky,  and  Dwight  Anderson. 

In  the  matter  of  Speaker’s  Service 
Bulletins  the  Council  carried  out  the 
directions  of  the  House  at  its  1938  session 
“to  make  a special  review  of  this  par- 
ticular part  of  the  Bureau’s  activities  and 


take  proper  action  as  to  its  continuation 
or  curtailment.’’ 

A questionnaire  was  mailed  from  the 
Secretary’s  office  to  the  list  of  958  physi- 
cians receiving  these  bulletins  asking  3 
questions:  (1)  “Is  the  purpose  worth- 

while?’ (2)  “Is  this  purpose  achieved?’’ 
(3)  “Do  you  benefit  by  these  bul- 
letins and  wish  them  continued?” 

Replies  were  classified  and  a report 
prepared  containing  excerpts  from  com- 
ments. This  was  made  available  to 
members  of  the  Council.  A total  of  451 
replies  were  received;  389  favorable,  38 
unfavorable,  and  24  qualified  or  doubtful. 

These  bulletins  of  various  types  form  a 
cross-section  of  public  relations  activities, 
and  the  replies  to  the  questionnaires  are 
illuminating  on  the  basic  question  of 
general  approval  of  public  relations  as 
well  as  the  special  manner  of  presenting 
its  principles  by  means  of  these  publica- 
tions. The  essence  of  the  preponderant 
point  of  view  expressed  was  that  these 
bulletins  are  widely  used,  that  the  purpose 
is  worthwhile  and  is  satisfactorily 
achieved,  and  that  all  but  a very  few  of 
the  recipients  wish  them  continued,  the 
majority  expressing  themselves  in  no 
uncertain  terms  on  the  latter  point. 
Mimeographed  copies  of  the  complete 
report  are  available  in  the  Secretary’s 
office. 

The  Public  Relations  Bureau  has  con- 
tinued the  issuance  of  the  Speaker’s 
Service  Bulletins,  which  have  appeared 
as  follows  since  the  last  Annual  Meeting : 

September  10,  1938  (No.  21),  “Patients 
Also  Treat  Doctors”;  October  20,  1938 
(No.  22),  “Group  Health  Associations”; 
December  10,  1938  (No.  23),  “Outline  for 
Talk  on  Pneumonia”;  December  28, 
1938  (No.  24),  “Editorial  Comment”; 
January  17,  1939  (No.  25),  “Second  Edi- 
tion— On  The  Witness  Stand”;  Janu- 
ary 25,  1939  (No.  26),  “Guard  Against 
Syphilis”;  February  15,  1939  (No.  27), 
“Has  Your  Congressman  Heard  from 
You?” 

The  pamphlet,  On  the  Witness  Stand , 
written  by  J.  Preston  Walch  and  pub- 
lished two  years  ago  by  the  Society,  was 
revised  and  published  again,  appearing 
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on  January  13,  1939.  Within  six  weeks 
after  publication  20,000  copies  have 
been  supplied  to  various  state  and  county 
societies  throughout  the  country.  The 
revision  was  undertaken  because  of  the 
rapidly  spreading  public  interest  in  “So- 
cialized Medicine.”  Furnishing  informa- 
tion to  the  public  on  this  subject  has  been 
one  of  the  principal  activities  of  the 
Public  Relations  Bureau;  requests  for 
these  releases  and  printed  material  have 
come  from  many  sources  within  the  state 
and  from  every  section  of  the  country. 

Directory. — In  accordance  with  the 
instructions  of  the  House  at  its  1938  ses- 
sion, the  edition  of  the  directory  which 
would  otherwise  have  appeared  at  the 
beginning  of  this  year  has  been  omitted. 

Part  V 

Annual  Meeting  Arrangements 

The  Council  this  year  directed  its 
three  committees  on  Arrangements,  Sci- 
entific Program,  and  Scientific  Exhibits 
to  act  in  concert  as  a Scientific  Assembly 
Committee,  each,  however,  carrying  out 
its  own  separate  function. 

Dr.  Albert  F.  R.  Andresen,  Chairman 
of  the  Scientific  Program  Committee, 
and  the  chairmen  of  the  Sections  and 
Sessions  have  arranged  the  scientific 
program.  In  accordance  with  the  in- 
structions of  the  House  the  new  section 
on  gastroenterology  and  proctology  came 
into  being  with  the  following  officers: 
Albert  F.  R.  Andresen,  M.D.,  Chairman , 
Brooklyn;  Harry  C.  Guess,  M.D.,  Vice- 
Chairman,  Buffalo;  John  L.  Kantor, 
M.D.,  Secretary , New  York. 

Dr.  William  A.  Krieger  has  again 
served  as  chairman  of  the  Committee  on 
Scientific  Exhibits,  and  Dr.  H.  Walden 
Retan,  of  Syracuse,  has  had  charge  of  the 
arrangements  for  the  annual  meeting. 
To  the  general  manager  was  assigned  the 
task  of  general  chairmanship  of  the  com- 
bined committees  directing  the  scientific 
assembly. 

Technical  Exhibits. — To  Dr.  A.  L. 
Loomis  Bell,  of  Brooklyn,  member  of  the 
Business  Division  of  the  Publication 


Committee,  has  been  assigned  the  task  of 
selling  space  at  the  annual  meeting  for 
technical  exhibits.  This  arrangement 
makes  unnecessary  the  employment  of  an 
outside  agent  on  commission. 

A . Walter  Suiter  Lectureship. — By 
his  last  will  and  testament  Dr.  A. 
Walter  Suiter  of  Herkimer,  New  York, 
President  of  the  Medical  Society  of  the 
State  of  New  York  in  1892,  directed  that 
out  of  his  residuary  estate,  upon  the 
death  of  his  sister,  Mary  Grace  Suiter, 
certain  bequests  be  paid  to  a number  of 
institutions  including  the  Medical  So- 
ciety of  the  State  of  New  York,  Union 
College,  the  New  York  Academy  of 
Medicine,  and  the  University  of  Michi- 
gan. 

Each  of  these  four  beneficiaries  was  to 
have  received  $6,000,  but  the  funds 
found  available  at  the  time  of  the  re- 
cent Surrogate  Court  proceedings  has 
amounted  actually  to  only  $2,450.32. 
This  amount  has  been  placed  in  a special 
fund  set  out  to  carry  out  the  purpose  of 
the  bequest. 

The  will  specifically  directed  that  the 
gift  to  the  Society  was  for  the  purpose  of 
establishing  a lectureship  to  be  known  as 
the  A.  Walter  Suiter  Lectureship  of  the 
Medical  Society  of  the  State  of  New  York. 
By  the  terms  of  the  will  the  lecturer  is  to 
be  designated  by  a committee,  to  be 
selected  by  the  Society,  which  must 
determine  the  subject  of  the  lecture  to  be 
delivered  annually  before  the  “regular 
general  meetings  of  the  Society.”  The 
lectures  are  to  be  on  subjects  relating  to 
medical  science,  to  become  the  property 
of  the  Society,  and  to  be  published. 

Arrangements  have  been  made  for  the 
1939  meeting.  Dr.  Francis  Carter  Wood 
has  been  chosen  and  has  consented  to 
deliver  the  first  lecture  which  will  be 
before  the  General  Session  on  Thursday 
afternoon.  The  title  is  to  be  “The 
Early  Diagnosis  of  Cancer.” 

The  Council  is  happy  to  report  that 
Dr.  Wood  has  graciously  proposed  that 
whatever  honorarium  would  have  been 
set  be  retained  in  the  fund.  This  sug- 
gestion has  been  gratefully  accepted. 
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In  Memoriam 

Dr.  Frederick  H.  Flaherty 

The  Council  on  October  13,  1938,  by  a 
rising  unanimous  vote,  spread  the  follow- 
ing Memorial  Resolution  on  its  minutes. 

The  Council  takes  this  opportunity  to  express 
formally  its  sense  of  loss  in  the  death  of  Doctor 
Frederick  H.  Flaherty,  of  Syracuse,  New  York, 
former  President  of  the  Medical  Society  of  the 
State  of  New  York. 

Among  such  close  associates,  there  is  no  need 
to  extol  the  activities  of  Doctor  Flaherty;  his 
achievements,  which  are  so  well  known  to  us, 
will  remain  a permanent  record.  His  surgical 
career  began  during  his  early  professional  life, 
and  he  attained  eminence  which  was  recognized 
both  by  his  confreres  and  the  public  at  large. 
He  was  always  devoted  to  whatever  was  best 
for  the  medical  profession. 

He  held  every  position  which  it  was  possible 
for  one  to  occupy  in  Organized  Medicine,  cul- 
minating in  his  election  as  President  of  our 
State  Society. 

In  addition  to  his  hospital  and  private  practice 
activities,  he  had  been  Professor  of  Clinical 
Surgery  at  Syracuse  University  and,  at  the  time 
of  his  death,  was  Professor-Emeritus.  He  had 
been  a Member  of  the  Grievance  Committee  of 
the  Board  of  Regents  since  its  organization. 
Although  he  never  occupied  public  office,  he 
was  frequently  consulted  and  willingly  served 
in  matters  of  civic  interest. 

Doctor  Flaherty  detested  sham,  deceit,  and  dis- 
honesty, and  admired  only  frankness  and 
integrity.  However,  he  was  tolerant  and 
readily  overlooked  the  foibles  of  his  friends. 

To  us,  his  close  associates,  he  will  be  long  re- 
membered as  a generous  and  loyal  friend. 

M.D.  License  Plates 

In  accord  with  the  resolutions  of  the 
House,  negotiations  with  the  Bureau  of 
Motor  Vehicles  were  carried  on  to  final 
success  in  the  late  summer  of  1938. 

Practicing  physicians  throughout  the 
state  who  desired  special  license  plates 
bearing  the  designation  “M.D.”  for  1939 
were  asked  to  apply  to  the  Secretary  of 
the  County  Medical  Society  where  they 
resided  or  had  their  principal  office,  and 
thus  have  accorded  to  them  for  the  first 
time  this  distinct  privilege.  This  work 
was  under  the  direction  of  Dr.  August  J. 
Hambrook’s  Committee  on  Public  Rela- 


tions and  Economics,  together  with  Dr. 
David  J.  Kaliski  of  the  Workmen’s 
Compensation  Bureau.  No  applications 
were  made  direct  to  the  Bureau  of  Motor 
Vehicles,  but  to  the  County  Medical 
Society  Secretary  whose  certification  of 
the  names  was  an  essential  part  of  the 
procedure.  The  names  thus  submitted 
were  transferred  to  the  New  York  office  of 
the  State  Medical  Society,  and  after 
being  checked  were  sent  to  the  Com- 
missioner of  the  Bureau  of  Motor  Vehi- 
cles. The  commissioner  mailed  official 
application  blanks  to  each  doctor,  who 
filled  them  out  and  returned  them  accord- 
ing to  directions.  The  “M.D.”  plates 
were  then  mailed  direct  to  the  doctor 
from  the  Albany  office  of  the  bureau. 
It  is  hoped  that  these  special  “M.D.” 
license  plates  accorded  the  physicians  of 
the  state  will  obviate  difficulties  occurring 
in  the  past,  and  will  accord  the  doctor, 
when  in  the  performance  of  his  pro- 
fessional duties,  less  inconvenience. 

New  York  State  Board  Nominations 

The  State  Society  during  the  year  was 
formally  requested  by  state  departments 
to  make  nominations  to  fill  vacancies. 
In  each  instance  alternates  were  also 
asked  for  and  nominated. 

To  fill  the  vacancy  on  the  Grievance 
Committee  of  the  New  York  State  De- 
partment of  Education  created  by  the 
death  of  Dr.  Frederick  H.  Flaherty,  the 
Council  nominated  Dr.  George  B.  Broad, 
of  Syracuse,  with  as  alternates  Dr. 
William  D.  Johnson,  of  Batavia,  and 
Dr.  Frederick  M.  Miller,  Sr.,  of  Utica. 

To  succeed  himself  as  a member  of  the 
Grievance  Committee  of  the  New  York 
State  Departmentof  Education,  the  Coun- 
cil nominated  Dr.  Moses  Keschner,  of 
New  York,  with  as  alternates  Dr.  Nathan 
B.  Van  Etten  and  Dr.  Chas.  Gordon 
Heyd,  also  of  New  York. 

To  succeed  himself  on  the  New  York 
State  Board  of  Examiners  of  Nurses,  the 
Council  nominated  Dr.  PaulG.  Taddiken, 
of  Ogdensburg,  with  as  alternate  Aloney 
L.  Rust,  of  Malone. 

To  succeed  himself  as  a member  of  the 
New  York  State  Board  of  Psychiatric 
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Examiners  of  the  Department  of  Mental 
Hygiene,  the  Council  again  selected  Dr. 
Israel  Strauss,  of  New  York.  In  this 
instance  the  State  Society  has  the  duty 
under  the  law  of  actual  designation. 

Malpractice  Group  Plan  Insurance 

The  Council  has  been  gratified  with 
the  results  reported  to  it  by  its  Committee 
I on  Malpractice  Defense  and  Insurance, 
consisting  of : 

Clarence  G.  Bandler,  M.D.,  Chairman. . . 

New  York 

Arthur  S.  Driscoll,  M.D Staten  Island 

George  W.  Kosmak,  M.D New  York. 

The  following  report  which  appeared  in 
the  Journal  on  January  1,  1939,  was 
adopted  by  the  Council.  Reprints  of  this 
have  been  supplied  to  Mr.  H.  F.  Wanvig, 
the  authorized  indemnity  representative 
of  the  Society  for  distribution  as  needed. 

Changes  in  Group  Plan  Rates  and 
Coverage  for  Malpractice  Insurance 

Important  and  valuable  modifications 
in  both  the  rates  and  coverage  of  the 
State  Society’s  Group  Plan  of  malpractice 
defense  and  indemnity  have  been  re- 
ported by  the  Insurance  Committee  and 
accepted  by  the  Council  at  its  Novem- 
ber meeting.  These  changes  were  fore- 
shadowed three  years  ago  when  the 
master  policy  was  transferred  to  the 
Yorkshire  Indemnity  Company  of  New 
York.  At  that  time  the  carrier  had  de- 
manded an  increase  in  rates  which  the 
Society  was  unwilling  to  approve,  be- 
lieving that  it  was  not  justified  by  the  ex- 
perience under  the  terms  of  the  carrying 
agreement  existing  between  the  Society 
and  the  company.  In  addition  to  avoid- 
ing what  the  Society  believed  to  be  an 
unwarranted  rate  increase,  it  was  de- 
sired to  redraft  the  coverage  so  as  to 
provide  members  with  protection  on  ac- 
count of  the  acts  of  temporary  sub- 
stitutes which  prior  thereto  had  never 
been  available.  Also,  it  was  felt  neces- 
sary to  revise  the  cost  accounting  sys- 
tem so  as  to  furnish  a more  accurate  and 


satisfactory  method  of  determining  cost 
and  computing  rates  in  the  future. 

The  transfer  was  approved  by  the 
House  of  Delegates  and  put  into  effect 
January  1,  1936.  Now  after  three  years 
of  operation  under  the  new  arrangement, 
the  Society  is  able  to  announce  a reduc- 
tion on  all  rates  and  a broader  form 
of  coverage.  Since,  during  these  three 
years,  there  has  been  no  diminution  in  the 
number  or  cost  of  suits  and  claims  charge- 
able to  the  Group  Plan,  the  wisdom  of  the 
transfer  is  fully  demonstrated. 

The  changes  will  apply  to  all  new  cer- 
tificates and  to  renewals  dated  on  and 
after  January  1,  1939.  They  represent 
concrete  benefits  for  all  members  and  are 
as  follows : 

1.  The  base  rate  has  been  reduced  to 

$28.00. 

2.  A sliding  scale  of  reduction  has  been 

made  in  rates  for  all  limits  of  in- 
surance in  excess  of  the  minimum. 

3.  The  surcharge  for  x-ray  therapy  has 

been  reduced  from  $40.00  to  $30.00, 
making  a minimum  rate  to  include 
that  specialty  $58.00  instead  of 
$70.00  as  heretofore. 

4.  Members  desiring  protection  on  ac- 

count of  x-ray  therapy  only  may 
now  have  their  certificates  so  en- 
dorsed and  issued  at  the  surcharge 
rate  only. 

5.  Protection  on  account  of  temporary 

substitutes,  permanent  assistants, 
and  licensed  or  specially  qualified 
technicians  has  been  included  in  the 
base  policy  without  additional 
charge,  provided  that  medical  sub- 
stitutes and  assistants  are  members 
of  the  State  Medical  Society  and 
individually  insured  under  its  mas- 
ter policy. 

6.  Limit  No.  1 in  the  amount  of  insur- 

ance has  been  changed  to  apply  to 
any  one  suit  or  claim  regardless  of 
the  number  growing  out  of  any  one 
cause  or  action.  This  is  a return 
to  the  former  provision  of  the 
policy  contract. 
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7.  The  exclusions  on  account  of  unlawful 

acts  have  been  combined  in  one 
paragraph  and  the  wording  changed 
so  as  to  indicate  clearly  that  they 
apply  only  when  it  has  been  estab- 
lished that  an  unlawful  act  has  been 
committed  and  not  to  a mere  alle- 
gation of  such  an  act.  This  has 
always  been  the  intent  and  it  has 
always  been  so  construed;  there- 
fore, this  change  is  only  a clarifica- 
tion of  phraseology. 

8.  The  exclusion  on  account  of  the  use  of 

x-ray  therapy  has  been  extended  to 
include  the  detailed  prescription  of 
x-ray  therapy  dosage  for  some  other 
person  to  carry  out. 

9.  Heretofore,  the  policy,  as  it  applies  to 

any  one  Assured,  has  been  noncan- 
cellable  except  for  nonpayment  of 
premium  or  failure  of  an  Assured  to 
maintain  in  good  standing  his 
membership  in  the  State  Society. 
In  addition,  there  has  been  added 
a provision  that  a certificate  may 
be  cancelled  at  any  time  at  the  re- 
quest of  the  Assured  upon  the  cus- 
tomary short  rate  basis. 

The  importance  of  these  changes  is  far 
reaching  and  promises  well  for  the  fu- 
ture. The  rate  reductions  alone  will  save 
nearly  $40,000  a year  in  the  bill  which 
members  pay  for  malpractice  indemnity 
and  defense.  It  may  be  more  important, 
however,  to  stress  the  point  that  mem- 
bers will  now  be  able  to  increase  the 
amount  of  their  protection  under  a 
broader  form  of  coverage  without  in- 
crease in  cost.  This  view  will  not  escape 
the  consideration  of  prudent  members 
who  have  watched  with  apprehension 
the  growing  size  of  suits  and  the  tendency 
of  all  juries  to  return  higher  verdicts. 

It  is  sometimes  asked  why  the  Society 
has  a Group  Plan  of  indemnity  and  de- 
fense and  why  members  are  not  encour- 
aged to  buy  their  protection  as  indi- 
viduals from  any  company  willing  to  in- 
sure them.  The  older  members  know 
the  answer  to  that,  of  course.  But  next 
May  the  Group  Plan  will  be  eighteen 
years  old  and  during  those  years  a whole 


generation  of  men  and  women  have 
grown  up  and  come  into  the  practice  of 
medicine,  having  no  knowledge  what- 
ever of  the  chaotic  conditions  immedi- 
ately following  the  war  which  finally  im- 
pelled the  State  Society  to  take  com- 
mand of  the  situation  in  this  state.  So, 
for  the  benefit  of  the  younger  members 
coming  into  the  Society,  this  question 
should  be  answered  clearly  at  least  once 
every  year. 

Briefly  stated,  the  system  of  individual 
buying  of  malpractice  protection  from 
freely  competing  insurance  companies 
and  having  to  deal  individually  with 
those  companies,  proved  a complete 
failure  in  New  York  State  after  a long 
and  untrammeled  test.  It  failed  to 
provide  doctors  with  competent  and  satis- 
factory legal  defense.  It  failed  to  main- 
tain the  cost  of  indemnity  and  defense 
within  the  reach  of  the  average  member. 
It  failed  to  provide  a united  and  effec- 
tive check  to  the  constantly  increasing 
threat  of  malpractice  claims.  And  it 
denied  organized  medicine  an  oppor- 
tunity to  exert  its  influence  upon  the 
trend  of  events  or  to  intervene  with  the 
companies  when  necessary  to  protect 
the  interests  of  its  members. 

Medical  men  had  learned  from  bitter 
experience  that,  in  a malpractice  action, 
expert  legal  defense  for  the  protection  of 
their  professional  standing  and  reputa- 
tion in  their  communities  is  usually  far 
more  important  than  the  amount  of 
money  at  stake.  While  the  insurance 
companies  had  the  facilities  for  supply- 
ing indemnity,  none  of  them  had  attor- 
neys with  sufficient  medicolegal  experi- 
ence or  possessing  enough  knowledge  of 
medicine  or  its  practice  to  furnish  expert 
and  competent  defense.  On  the  other 
hand,  the  State  Society  has  developed 
the  most  expert  and  successful  legal  de- 
fense to  be  found  any  place  in  the  country, 
but  had  no  facilities  for  supplying  indem- 
nity. Obviously,  some  plan  for  bringing 
these  two  services  together  in  one  under- 
taking was  the  logical  solution. 

The  Society  took  the  initiative  and 
worked  out  all  of  the  details  of  such  a 
combination  to  be  operated  under  the 
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supervision  and  control  of  the  Society. 
It  became  known  as  the  Society’s  Group 
Plan  of  Malpractice  Indemnity  and  De- 
i fense  and  was  put  into  operation  on  May 
. 10,  1921.  It  was  a unique,  astute,  and 
timely  action  which  immediately  cured 
the  intolerable  conditions  which  existed 
f at  that  time,  and  has  prevented  a return 
: of  them. 

During  the  years  which  have  inter- 
vened since  its  organization,  it  has  sup- 
plied, through  the  legal  counsel  of  the 
Society,  the  most  competent  and  able 
legal  defense  available  in  the  country. 
It  has  prevented  high  rates,  and  saved 
members  a total  of  over  a million  and  a 
half  in  premiums  for  minimum  policies 
alone.  It  has  provided  a united  front  to 
combat  unjust  malpractice  suits  or  claims 
and  is  effectually  educating  the  suing 


public  and  its  attorneys  to  the  under- 
standing that  they  must  have  sound  and 
honest  claims  before  they  can  hope  to 
translate  them  into  money  damages 
through  the  courts.  In  fact,  without 
this  united  front  no  company  would  or 
could  afford  to  insure  the  members  of  the 
State  Society.  Last  but  not  least,  it  has 
helped  to  support  and  has  made  possible 
the  continuance  of  free  malpractice  de- 
fense of  uninsured  members.  Certainly 
no  activity  of  the  Society  is  more  worthy 
of  the  active  support  of  every  member. 

In  publishing  to  the  Society  the  new 
rates  and  coverage  which  will  be  available 
beginning  January  1,  a word  of  apprecia- 
tion should  be  said  on  behalf  of  the  York- 
shire Indemnity  officials  whose  co-opera- 
tion and  assistance  have  made  the  changes 
possible. 
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Report  of  the  Treasurer 


To  the  House  of  Delegates 
Gentlemen: 

The  accompanying  statement,  taken 
from  the  auditor’s  report,  presents  in 
detail  the  financial  transactions  for  the 
last  calendar  year.  An  analysis  of  the 
same,  together  with  other  items,  will  be 
included  in  a supplementary  report  by 
the  Treasurer,  which  will  be  ready  for 


Auditor’s 


We  have  made  an  examination  of  the 
balance  sheet  of  the  Medical  Society  of 
the  State  of  New  York,  as  of  December 
31,  1938,  and  of  the  statement  of  fund 
additions  and  deductions  and  the  capital 
statement  for  the  year  then  ended.  In 
connection  therewith,  we  examined  or 
tested  accounting  records  of  the  Society 
and  obtained  information  and  explana- 
tions from  employees  of  the  Society.  We 
also  made  a general  review  of  the  ac- 
counting methods  and  of  the  income 
and  expense  accounts  for  the  year,  but  we 
did  not  make  a detailed  audit  of  the  trans- 
actions. 

The  scope  of  our  examination,  in  ac- 
cordance with  instructions  issued  to  us 
by  the  Society,  did  not  embrace  the 
auditing  of  expense  vouchers  and  invoices 
in  support  of  disbursements.  The  divi- 
sion of  assets,  liabilities,  income,  and  ex- 
penses, by  funds,  is  included  herein  as 
shown  by  the  books  of  account  without 
our  examination  of  the  minutes  of  the 


distribution  at  the  time  of  the  Annual 
Meeting. 

The  Treasurer  desires  to  acknowledge 
his  appreciation  of  the  co-operative  and 
sympathetic  attitude  of  the  Board  of 
Trustees,  and  hkewise  of  the  industry  and 
devotion  of  the  members  of  the  office 
staff. 

(Signed)  Geo.  W.  Kosmak,  M.D. 

T reasurer 


Statement 


Society  and  other  related  records,  which 
were  not  made  available  for  our  inspec- 
tion. Neither  were  we  advised  of  the 
dates  of  creation,  purposes,  and/or  re- 
strictions of  the  various  funds. 

Based  upon  such  examination  as  de- 
scribed above,  the  accompanying  balance 
sheet  and  related  statement  of  fund  ad- 
ditions and  deductions  and  fund  capital, 
in  our  opinion,  fairly  present,  in  accord- 
ance with  accepted  principles  of  account- 
ing consistently  maintained  by  the  So- 
ciety during  the  period  under  review,  its 
position  at  December  31,  1938,  and  the 
results  of  its  operations  for  the  year  then 
ended. 

Wolf  and  Company 
Certified  Public  Accountants 

Dated  at  New  York,  New  York, 

January  20,  1939 
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Balance  Sheet,  December  31,  1938 


General  Fund 
Current  Assets: 

Cash — 

Office  Fund 

On  Deposit — 

Regular  Funds 

Savings  Banks 

Publications  Account 


Assets 


$ 38.17 

15,528.01 

4,972.96 

10,000.00  $ 30,539.14 


Securities — At  Quoted  Market  Value — 

Stocks $ 69,382.82 

Bonds  and  Mortgages 166,662.25 

Accrued  Interest  on  Bonds,  etc 2,307.44  238,352.51  $268,891.65 


Inter-Society  Account 

Due  from  Publications  Account $ 119.54 

Prepaid  Value: 

Annual  Meeting  Expense — 1939 117.00 

Fixed  Asset 

Furniture  and  Fixtures — at  Memorandum  Value. . . 1.00  237.54 


Lucien  Howe  Prize  Fund 
Current  Assets: 

Cash — 

On  Deposit  in  Savings  Bank 

Securities — At  Quoted  Market  Value — 

Bonds 

Accrued  Interest  Thereon 

Merritt  H.  Cash  Prize  Fund 
Current  Assets : 

Cash — 

On  Deposit  in  Savings  Bank 

Securities — At  Quoted  Market  Value — 

Bonds 

Accrued  Interest  Thereon 


$ 1,085.74 

$ 2,681.64 

14.43  2,696.07  3,781.81 


$ 450.95 

$ 1,309.14 

7.36  1,316.50  1,767.45 


Recouping  Fund 

Cash  on  Deposit $ 616.39 

Securities — At  Quoted  Market  Value — 

Bonds $ 12,582.50 

Accrued  Interest  Thereon 197.91  12,780.41  13,396.80 


Total  Assets  All  Funds 


$288,075.25 


General  Fund 

Current  Liabilities: 

Accounts  Payable — 

Accrued  Social  Security  Taxes 
Inter-Society  Account : 

Due  to  General  Fund 


Liabilities  and  Capital 


$ 


Deferred  Income: 

Dues  for  year  1939  received  in  advance 
Capital  Account: 

Fund  Capital 


Lucien  Howe  Prize  Fund 
Capital  Account: 

Fund  Capital 

Merritt  H.  Cash  Prize  Fund 
Capital  Account: 

Fund  Capital 

Recouping  Fund 
Capital  Account: 

Fund  Capital 


Total  Liabilities  and  Capital,  All  Funds 


1,012.71 

119.54  $ 1,132.25 

3,975.00 

264,021.94  $269,129.19 

3,781.81 

1,767.45 

13,396.80 

$288,075.25 
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Statement  of  Fund  Additions  and  Deductions  for  Twelve  Months 
Ended  December  31,  1938 


General  Fund — Additions: 

Annual  Dues  Received 

Clerical  Work 

Interest  Received  from 

Bonds,  Mortgages,  etc $ 6,776.03 

Deposits  in  Savings  Banks 417.47 


Dividends  Received 

Increase  in 

Quoted  Market  Value  of  Securities 

Accrued  Interest  on  Bonds  and  Mortgages 
Net  Additions — General  Fund 


$157,674.00 

7.00 


7.193.50 

3.052.50 

5,413.40 

106.96 


General  Fund — Deductions : 

Rent 

Telephone 

Postage 

Stationery  and  Printing 

Auditing 

Custodian  Fees  (Securities) 

Office  and  Sundry 

Workmen’s  Compensation  Insurance 

Traveling 

A.M.A.  Delegates 

Council 

General 

President 

Secretary-Manager 

Committees  of  the  Council 

Council  Committees 

Public  Health  and  Education 

Committee  on  Medical  Care 

Salaries — General 

Emeritus  Office  Manager 

Secretary-Manager 

Executive  Officer — Salary 

Expenses 

Legal  Counsel — Retainer 

Expenses. 

Public  Relations  Bureau : 

Expenses 

Less : Sale  of  Pamphlets,  etc . . . 

Workmen’s  Compensation  Bureau: 

Salary 

Expenses 

Legislative  Bureau 


$ 2,600.00 

349.91 
379.44 

1,093.48 

500.00 

246.00 
1,473.88 

48.00 

$ 6,690.71 

3,748.20 

2,407.60 

1,870.58 

1,697.42 

995.91 

10,719.71 

3,019.96 

5,179.62 

123.88 

8,323.46 

19,179.00 

3.000. 00 
12,000.00 

34,179.00 

10,000.00 

1,180.32 

11,180.32 

12,000.00 

549.68 

12,549.68 

17,630.21 

1,024.44 

16,605.77 

5.000. 00 
3,391.28 

8,391.28 

7,959.88 


District  Branches 1,598.03 

Special  Appropriation 250.00 

1,848.03 

County  Secretaries  Conference 700.00 

Social  Security  Taxes 2,503.03 

Expense  Incident  to  Change  of  Method  of 

Publication  of  Journal  and  Directory.  . 4,688.52 

Journal  Planning  Committee 117.90 

Committee  on  Maternal  Welfare 50.00 

Restoration  of  Old  Photographs 21.50 

8,080.95 

Publications 

Cost  of  Journal 14,506.17 

Cost  of  Directory — Balance  of  1937. . . . 1,687.28 


$173,447.36 


16,193.45 
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Decrease  in — 

Loss  on  Sale  of  Securities $ 1,028.55 

Publications  Account 119.54 

Donation — Establish  Recouping  Fund 13,000.00 


Deduct : 

Net  Gain  on  Annual  Meeting — 

Proceeds  from  Exhibits  and  Dinner — 


Year  1938 29,700.96 

Porter  Service — Year  1937 207.60 


Less: 

Expense — Year  1938 


14,148.09 

$156,870.33 


29,908.56 

26,637.03 

3,271.53 


Net  Deductions — General  Fund 


$153,598.80 


Excess  of  Income  over  Expenses — General  Fund 


$ 19,848.56 


Lucien  Howe  Prize  Fund 
Additions: 

Interest  Received  from — Bonds $ 109.69 

Deposits 21.02 

$ 130.71 

Deductions : 

Prize  Awarded 100.00 

Decrease  in  Quoted  Market  Value  of  Securities 70.62 

Accrued  Interest  on  Bonds .59 

171.21 


$ 42.19 

8.40 

$ 50.59 


30.63 

.58 

31.21 


Recouping  Fund 
Additions : 

Interest  Received  from — -Bonds $ 275.00 

Increase  in  Quoted  Market  Value  of  Bonds 151.25 

Donation  from  General  Fund 13,000.00 


Deductions : 

Decrease  in  Accrued  Interest 


$13,426.25 

29.45 


Merritt  H.  Cash  Prize  Fund 
Additions: 

Interest  Received  from — Bonds 

Deposits 

Deductions : 

Decrease  in  Quoted  Market  Value  of  Securities 
Accrued  Interest  on  Bonds 


-40.50 


19.38 


13,396.80 


Excess  of  Income  over  Expenses — All  Funds 


$33,224.24 


Journal  Account  for  Twelve  Months  Ended  December  31,  1938 


Expenses 

Journal  Management  Committee: 


Salary $ 3,000.00 

Expenses 3,201.36 

Cost  of  Publication 8,304.81 


Total  Cost  of  Journal 


$ 14,506.17 


Respectfully  submitted, 
George  W.  Kosmak,  Treasurer 
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Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates 
Gentlemen: 

The  financial  problems  of  the  Society 
have  required  close  attention  this  year. 
The  social  influences  of  the  tragic  era  in 
which  we  live  may  increase  administrative 
expense.  The  readjustments  of  econom- 
ics affect  the  value  and  income  of  our 
investment  principal.  We  must  not  for- 
get that  the  tragic  era  influences  the  pro- 
fession of  medicine  in  many  ways.  We 
must  keep  in  mind  that  democracy  and 
American  economics  are  bound  together 
and  that  organized  medicine  cannot  per- 
mit only  theorists  to  reform  the  methods 
of  medical  care,  even  if  it  takes  more  of 
the  Society’s  money  than  expected. 

The  ratio  of  expenditures  to  income 
has  been  narrowing  for  more  than  five 
years.  While  expenditures  have  been  in- 
creasing 30  per  cent,  the  income  has  in- 
creased 10  per  cent.  We  are  spending 
faster  than  the  increase  in  membership. 

The  world  has  changed.  Apparently 
society  has  changed  faster  than  the  neces- 
sary conservatism  of  the  profession. 
Medicine  in  its  relation  to  modern  society 
must  be  given  real  thought.  The  good 
that  we  are  getting  out  of  our  activities 
must  be  considered.  Nothing  is  static. 
Every  member  should  carefully  avoid 
seeing  the  problems  of  medicine  only 
through  his  own  glasses.  If  medicine  is 
at  the  crossroads,  its  course  must  be 
directed  and  effort  made  to  place  the 
doctor  in  proper  position  in  any  service 
scheme  that  may  be  finally  established. 

Therefore,  the  House  of  Delegates 
should  be  thoughtful  in  adopting  resolu- 
tions involving  financial  support. 

Three  Divisions  of  the  Trustees’  Work 

1.  The  Usual  Appropriations  for  Ad- 
ministrative Functions. — These,  as  you 
know,  follow  recommendations  of  the 
Council  based  on  the  studies  of  its 
Finance  Committee.  The  Trustees  re- 
quest the  Council  to  be  explicit  in  its 
reasons  for  recommending  expenditures. 
Too  little  explanation  frequently  ac- 


companies recommendations.  It  is  not 
easy  to  economize  in  the  administrative 
expense.  The  central  office  is  the  boiler 
room.  It  will  not  do  to  let  the  pressure 
down  too  much.  However,  waste  can 
be  controlled,  efficient  principles  of  ad- 
ministration established,  and  activities 
dropped  if  they  are  not  doing  good. 

2.  Unusual  Expenditures. — These  were 
illustrated  this  year  by  the  problems  of 
the  Journal,  beginning  with  recommenda- 
tions of  the  Council  that  the  contracts  be 
renewed,  later,  the  request  of  the  Council 
that  the  Trustees  negotiate  with  the 
publisher  until  they  reached  an  agree- 
ment that  they  were  willing  to  sign,  and, 
finally,  the  need  of  consulting-counsel, 
audits,  and  a settlement.  All  extra 
budgetary  appropriations  come  under 
this  heading.  They  are  initiated  by  the 
Council. 

3- A.  The  Management  of  the  Invest- 
ment Principal. — 

3-B.  Consideration  of  Financial  Prob- 
lems Directed  by  the  House  of  Delegates. — 
An  illustration  this  year  is  the  mandate  of 
the  1938  House  of  Delegates  that  the 
Trustees  critically  analyze  the  expendi- 
tures of  the  last  five  years,  and  the  bene- 
fits accruing,  and  make  recommenda- 
tions to  the  1939  House  of  Delegates. 
This  story  is  incorporated  in  the  Trustees’ 
Report. 

Authority  of  Trustees  to  Make  and 
Execute  Contracts 

The  Trustees  ask  favorable  considera- 
tions on  the  amendment  to  Chapter  5, 
Section  2,  to  insert  the  sentence  “The 
Board  of  Trustees  shall  make  and  execute 
all  contracts  for  the  Society.”  The  Trus- 
tees have  found  that  contracts  are 
potentially  dangerous  instruments  and 
that  agreements  for  the  renewal  of  con- 
tracts are  especially  pernicious. 

Audits 

An  audit  is  an  instrument  of  control. 
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It  should  not  be  limited  to  a statement  of 
data  given.  Auditors  should  be  furnished 
copies  of  minutes  and  comparable  records 
that  involve  expenditures.  A joint  state- 
ment was  recently  made  by  the  American 
Institute  of  Accountants  and  the  New 
York  Society  of  Public  Accountants,  ex- 
pressing the  opinion  that  auditors  in 
business  should  be  chosen  by  the  stock- 
holders of  every  institution  instead  of  by 
the  management.  This  brings  to  mind 
again  the  statement  that  an  audit  is  an 
instrument  of  control.  The  Trustees  see 
that  auditors  assume  a large  responsi- 
bility in  auditing  the  books  of  any  organi- 
zation, and  they  recommend  that  they 
be  given  copies  of  all  resolutions  of  the 
House  of  Delegates  involving  directly  or 
remotely  the  expenditure  of  money,  and 
that  their  work  should  not  be  limited  to 
the  papers  that  our  officers  may  hand 
them.  The  Trustees  in  making  this 
statement  are  mindful  of  the  fact  that 
they  are  Trustees  of  a professional  or- 
ganization and  not  a purely  business 
organization,  but  the  financial  affairs  of 
the  State  Society  are  increasing  in  im- 
portance from  year  to  year  and  if  it 
meets  its  problems,  it  will  only  come 
about  by  competent  financial  adminis- 
tration. Keep  in  mind  that  for  several 
years  there  has  been  a relatively  increas- 
ing expenditure  to  income.  The  time  is 
near  when  we  may  have  to  select  im- 
portant activities  from  among  the  list  of 
activities.  Keep  in  mind  that  an  audit  is 
an  instrument  of  control.  There  is  a 
beginning  tide  of  opinion  among  the 
membership  regarding  the  relative  im- 
portance of  different  activities.  The 
Trustees  hope  that  hard  thinking  about 
the  relation  of  our  expenditures  to  income 
and  the  need  of  increasing  our  reserves 
will  not  be  too  painful  for  clear  action. 
The  Trustees  have  in  mind  definite 
principles  of  fiscal  administration  that 
will  let  us  live  within  our  means,  keep  our 
investment  principal  growing,  and  not 
diminish  essential  activities.  The  Trus- 
tees see  the  danger  of  too  much  optimism, 
and  they  express  the  hope  that  the  House 
of  Delegates  may  catch  the  meaning  of 
an  ever-spending  program  and  of  the 


danger  of  a narrow  balance  at  any  time 
when  an  extra  budgetary  demand  be- 
comes imperative.  An  illustration  is 
found  in  the  experience  of  the  last  year 
when  $5,000  was  needed  to  successfully 
terminate  the  claims  which  the  publisher 
of  the  Journal  had  submitted  to  the 
courts. 

Let  us  become  introspective  enough  to 
face  the  situation  in  our  spending.  The 
Trustees  are  impressed  with  the  liberality 
with  which  recommendations  for  ap- 
propriations are  made  without  always 
equal  thought  of  how  they  are  to  be  paid 
for.  While  there  has  always  been  oppor- 
tunity for  constructive  study  in  the  rela- 
tion of  cost  to  activities,  it  has  grown  less 
in  recent  years.  There  is  always  a way 
out,  and  the  Trustees  have  not  lost  sight 
of  the  fact  that  there  is  enough  fiscal 
philosophy  and  statesmanship  in  the 
House  of  Delegates  to  advise  in  fiscal 
affairs,  so  as  to  carry  on  all  the  essential 
parts  of  our  activities  without  having  to 
provide  for  an  increased  income. 

Fiscal  Adviser 

The  Trustees  have  directed  the  Treas- 
urer to  employ  a fiscal  adviser  to  aid 
both  the  Treasurer  and  the  Investment 
Committee  in  the  management  of  the 
Society’s  investment  principal  and  to 
better  understand  when  to  buy  and 
when  to  sell.  No  investment  account 
should  remain  static  in  these  days  of 
worldwide  financial  change.  An  invest- 
ment principal  should  not  be  allowed  to 
get  out  of  line  with  changing  world  con- 
ditions. Technical  advice  is  needed  to 
establish  proper  diversification,  to  deter- 
mine the  desired  period  of  maturities,  to 
avoid  optimism  regarding  appreciation, 
to  avoid  too  much  attention  to  income, 
and  to  think  first  and  at  all  times  of 
soundness  of  principal.  This  service 
costs  $300  a year  and  is  paid  for  from  the 
income  of  the  fund. 

Compensation  Bureau 

What  is  the  opinion  of  the  results  of 
the  Compensation  Bureau’s  administra- 
tion through  all  parts  of  the  state?  Is  it 
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rendering  the  service  needed?  Is  it  as 
satisfactory  in  areas  outside  of  the 
Metropolitan  District  as  it  is  in  the 
Metropolitan  District? 

The  cost  of  the  Compensation  Bureau 
in: 

1935- 1936  was  $2,140.00. 

1936- 1937  was  $6,900.00  (that  year 
the  Director  was  placed  on  a salary 
of  $5,000  a year). 

1937- 1938  was  $7,700.00  (due  largely 
to  increased  clerical  work). 

1938  was  $8,391.28  (for  the  period 
Jan.  1,  1938  to  Dec.  31,  1938). 

In  general,  half  of  their  expense  is  paid 
by  the  New  York  County  Medical  So- 
ciety, the  other  half  by  the  State  Society. 

The  Trustees  ask  your  opinion  as  to 
whether  the  Compensation  Bureau  as  now 
set  up  is  satisfactory  to  the  entire  mem- 
bership. 

Offices 

The  Trustees  see  the  opportunity  for 
economy,  efficiency  of  administration, 
convenience  of  access,  and  a saving  of 
time  to  be  had  from  a centralization  of 
offices  on  one  floor  and  as  near  the  Grand 
Central  Station  as  possible. 

The  Society  now  pays  $4,200  a year 
for  rent.  Offices  are  located  on  the 
second,  fourth,  and  sixth  floors  of  the 
Academy  of  Medicine.  More  room  is 
needed  for  the  Journal  office.  Some 
study  has  been  given  this  during  the  year. 
The  Trustees  recommend  that  the  House 
of  Delegates  think  this  over  and  tell  us 
what  they  would  like  to  have  done. 

Maintaining  a Balanced  Budget 

There  is  a steady  approach  to  an  un- 
balanced budget  based,  the  Trustees  be- 
lieve, on  the  same  sort  of  emotionalism 
in  spending  money  that  is  going  on 
throughout  the  world  today.  It  is  plain 
to  the  Trustees  that  if  the  present  trend 
of  expenditure  continues,  income  must 
be  increased  by  raising  the  dues.  This 
the  Trustees  think  should  not  be  done. 
If  this  is  not  done,  the  Trustees  may  have 
to  adopt  the  principle  of  cutting  all  ex- 


penditures at  a uniform  rate  so  as  to  keep 
within  income.  The  number  and  size 
of  committees  are  major  factors  in  un- 
balancing a budget.  All  committees  cost 
money.  The  number  of  committees  in 
1937  were  31,  with  108  members.  The 
number  of  committees  in  1938  were  13, 
with  49  members.  It  is  not  always  that 
the  number  of  committees  or  the  size 
of  committees  determines  the  efficiency 
of  administration.  There  have  been 
throughout  the  year,  as  always,  a few 
examples  of  thoughtless  spending.  There 
has  grown  up  in  the  State  Society  a loose 
financial  system.  The  Trustees  have 
therefore  set  up  a uniform  voucher 
system.  This  voucher  must  state  the 
service  rendered  and  the  expense  in- 
curred. All  bills  from  within  the  Society 
must  now  be  made  out  on  this  form. 

The  Trustees  have  been  lenient.  They 
have  paid  bills  and  advised  those  render- 
ing them  not  to  set  a precedent,  request- 
ing that  it  should  not  happen  again.  The 
Trustees  will  not  pay  bills  in  the  future 
unless  authorized  in  advance  by  recom- 
mendation from  the  House  of  Delegates 
or  the  Council,  and  with  the  approval  of 
the  Trustees.  The  custom  of  the  Presi- 
dent of  entertaining  his  officers  and 
friends  has  gradually  been  shifted  to  an 
obligation  of  the  Society.  The  Trustees 
have  paid  these  bills  under  protest  and 
hope  in  the  future  to  be  relieved  of  an 
unpleasant  situation.  The  Trustees  ask 
the  Society  how  far  it  wishes  to  go  in 
bearing  the  expense  of  officers  in  attend- 
ance at  unofficial  meetings. 

At  the  present  time  only  the  Presi- 
dent is  allowed  a per  diem  of  $15  when 
engaged  in  official  business.  All  officers 
are  allowed  traveling  expenses  when  en- 
gaged in  official  business.  Traveling 
expenses  have  been  interpreted  as  rail- 
road fare  and  hotel  bills.  Does  the 
Society  desire  to  establish  a per  diem  in 
lieu  of  expenses  other  than  railroad  fare? 

Directory 

The  experience  of  omitting  the  Direc- 
tory for  the  year  1938  has  been  satisfac- 
tory and  without  real  complaint.  It  has 
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saved  more  than  $10,000,  and  this  money 
is  needed  for  other  purposes.  The  Board 
of  Trustees  recommends  that  its  publica- 
tion be  omitted  for  the  year  1939  and 
that  the  Trustees  be  directed  to  study 
the  feasibility  of  purchasing  the  New 
York  Section  of  the  American  Medical 
Association  Directory  and  issuing  it  in 
pamphlet  form  to  our  members  at  the 
same  intervals  as  the  A.  M.  A.  Directory 
is  issued. 

District  Branches 

The  Trustees  ask  the  House  of  Dele- 
gates to  comment  upon  District  Branches 
exceeding  their  appropriations. 

A Few  Facts  from  the  Auditor’s  Report 

The  dues  collected  in  the  year  ending 
December  31,  1938,  were  $157,674.00 
(including  arrears).  The  cost  of  ad- 
ministering the  Society  in  the  year  1938 
was  $139,450.71.  Of  this  amount,  $3,- 
271.53  came  from  a net  gain  on  the  1938 
annual  meeting,  and  this  probably  will 
not  hold  at  meetings  held  elsewhere 
than  in  New  York  City.  Without  this 
item  the  cost  of  operating  the  Society  for 
the  year  1938  was  $142,722.24.  This 
leaves  apparently  a balance  of  $14,951.76. 
This  does  not  take  into  account  the  extra 
budgetary  expenses,  one  item  of  which 
was  defense  of  the  legal  claim  of  the 
publisher  of  the  Journal.  This  amount 
was  $4,688.52.  At  almost  every  meeting 
of  the  Board  of  Trustees  there  are  re- 
quests for  extra  budgetary  appropria- 
tions. For  example,  at  the  June  6/1938 
meeting,  extra  budgetary  items  to  the 
amount  of  $1,040.79  had  to  be  approved. 
Adding  this  one  alone  to  the  item  men- 
tioned of  $4,688.52,  gives  a total  of 
$5,729.31. 

This  is  not  intended  as  a complete 
statement  of  extra  budgetary  expenses, 
but  it  will  serve  to  show  the  House  of 
Delegates  how  near  operating  expenses 
may  come  to  income  from  dues,  and 
keep  in  mind  that  the  dues  were  nearly 
$5,000  greater  in  1938  because  of  arrears 
from  1937.  It  may  also  show  the  need  of 
care  on  the  part  of  every  officer  of  the 


Society  in  order  that  we  do  not  run  into 
the  red  or  dip  into  our  investment 
principal.  The  need  of  building  the  in- 
vestment principal  by  at  least  its  total 
income  each  year  is  imperative. 

The  gain  in  our  respective  funds  in  1938 
of  $33,224.24  is  due  to  the  collection  of 
dues  in  arrears  from  1937,  to  market 
appreciation  of  the  investment  principal, 
to  interest  and  dividends  on  our  invest- 
ment principal,  and  to  the  recouping 
fund  set  aside  last  year. 

May  the  Trustees,  for  the  sake  of  em- 
phasis, call  to  your  attention  again  the 
fact  that  the  minutes  of  the  Society  and 
related  records  have  not  been  available 
for  inspection  by  the  auditors,  and  it 
seems  to  the  Trustees  that  the  complexity 
of  our  financial  structure  is  so  great  that 
the  auditors  should  be  furnished  all 
records. 

The  interest  and  dividends  from  the 
investment  principal  for  1938  were 
$9,970.75;  Income  from  Savings  Banks, 
$417.47;  Lucien  Howe  Prize  Fund, 
$130.17;  Merit  H.  Cash  Fund,  $50.49; 
Recouping  Fund,  $275.00.  Total:  $10,- 
843.88. 

The  Society  has  $76,225.13  invested  in 
stocks  in  thirteen  companies.  The 
market  depreciation  in  value  of  these  is 
about  9 per  cent.  The  Society  has 
$189,793.58  invested  in  bonds.  The 
market  depreciation  of  these  is  about 
11  per  cent.  Further  details  will  be 
found  in  the  auditor’s  report,  in  the 
Treasurer’s  report,  and  in  the  Treasurer’s 
supplementary  report,  and,  if  necessary, 
in  a supplementary  Trustees’  report. 

We  repeat  that  the  income  from  dues  in 
the  year  1938,  including  arrears  for  1937, 
was  $157,674.00.  The  cost  of  operating 
the  Society  for  the  year  1938  was  $155,- 
644.16  (including  the  Journal  and  Di- 
rectory), leaving  a balance  of  $2,019.84. 
In  other  words,  we  spent  in  operating  the 
Society  all  of  our  income,  except  $2,019.- 
84  (leaving  out  of  account,  of  course,  the 
income  from  our  respective  funds,  dues 
collected  in  1938  which  were  arrears  from 
1937,  and  market  appreciation  of  our  re- 
spective funds.) 

The  depreciation  in  the  Society’s  in- 
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vestment  principal  including  its  trust 
funds  was,  on  December  31,  1937, 

$35,523.76.  On  December  31,  1938,  it 
was  $30,060.36.  This  means  that  there 
was  an  increase  in  market  value  of  $5,- 
463.40  in  the  year  1938. 

The  Society  owns  $25,125.00  of  de- 
faulted bonds.  The  interest  lost  on  these 
bonds  since  their  default  up  to  Decem- 
ber 31,  1938,  is  $5,051.17.  A problem 
that  must  be  worked  out  by  the  Treasurer 
and  Trustees  with  our  fiscal  adviser  is 
whether  to  sell  these  bonds  and  invest  the 
receipts  in  interest-bearing  securities  at 
the  present  low  rate  or  to  write  them 
down  to  market  value  and  wait  for  ap- 
preciation, which  may  be  long  in  coming, 
if  it  ever  comes  in  the  tragic  financial 
era  confronting  us. 

The  respective  fund  capital  was  $249,- 
743.76  on  December  31,  1937.  On 
December  31,  1938,  it  was  $282,968.00. 
This  shows  a gain  in  all  funds  of  $33,- 
224.24  in  1938.  Taken  alone,  the  last 
statement  is  pleasing,  but  think  deeper! 
There  are  $25,000  in  defaulted  bonds  and 
$30,000  in  market  depreciation,  and  a 
trend  toward  a diminishing  ratio  between 
expenditure  and  income. 

The  Trustees  are  not  sympathetic  with 
such  things  as  revolving  funds  or  con- 
tingent funds  unless  reappropriated. 
These  funds  are  set  aside  for  contin- 
gencies and  should  not  be  used  except 
upon  recommendation  by  the  Council 
and  specific  approval  by  the  Board  of 
Trustees.  Otherwise,  they  may  be  just 
invitations  to  spend.  Last  year  the 
Society  set  aside  $13,000,  $7,000  to  be 
used  to  advance  our  investments  toward 
purchased  value  and  $6,000  to  be  used 
for  any  extra  budgetary  expenditures, 
but  not  to  be  used  unless  needed.  We 
report  that  the  $13,000  has  been  all  used 
to  help  to  restore  our  investment  princi- 
pal. The  direction  of  the  House  of  Dele- 
gates diminished  the  available  funds  for 
budgeting  for  administrative  purposes. 
We  are  able  to  report  that  the  Society 
has  lived  within  this  restriction. 

For  the  sake  of  clarity  and  information 
the  Trustees  attach  a narrative  statement 
of  expenses  and  income  for  the  year 


July  1,  1937,  to  July  1,  1938.  (See  oppo- 
site page.)  This  gives  a different  picture 
than  the  calendar  year  January  1,  1938, 
to  December  31,  1938,  would  give. 

Now,  let  us  look  deeper  and  think  in 
the  period  January  1,  1937,  to  January  1, 
1938.  “Excess”  is  from  income  of  the 
Society’s  respective  funds,  $10,843.88 
(which  is  not  to  be  spent),  and  from 
market  appreciation  of  investments,  $5,- 
463.40  (as  of  December  31,  1938),  but 
the  latter  is  only  a “paper  profit.”  This 
totals  $16,307.28.  Deducting  this  figure 
from  $17,539.51  (Excess  of  Income  over 
Expenses)  we  have  $1,232.23.  Let  these 
figures  sink  in!  Again,  the  Trustees  ask 
that  every  officer  be  careful  in  spending 
money. 

Journal 

The  Board  has  been  engaged  in  a year- 
long negotiation  with  the  publisher  of 
the  Journal  and  Directory  and  his  coun- 
sel. 

This  involved  many  conferences,  in- 
terpretations of  audits,  the  implications 
of  sworn  statements  of  circulation  greater 
than  the  Society’s  membership,  the 
quality  of  advertising,  the  ethics  of 
medicine  in  its  relation  to  the  public,  a 
knowledge  of  contracts,  legal  defense,  and 
a settlement  after  months  of  work. 

The  Journal  was  published  by  contract 
from  January  1,  1934,  to  December  31, 
1938,  a period  of  five  years.  The  Society 
paid  fifty  cents  per  member  and  about 
fifty  cents  per  member  more  to  maintain 
the  activities  of  the  Journal  Manage- 
ment Committee,  and  the  publisher 
made  as  much  profit  as  he  could  from 
advertising,  sale  of  reprints,  and  use  of 
complexities  of  the  printing  and  publish- 
ing industry.  The  publisher  claimed  a 
loss  each  year  until  about  the  end  of  the 
fourth  year.  Then  he  asked  an  increase 
of  about  100  per  cent. 

For  the  first  six  months  of  1937  the 
Trustees  and  Council  disagreed  as  to  re- 
newing the  contracts,  because  of  increased 
cost  and  the  method  of  “farming  out  the 
Journal.” 

There  was  in  existence  an  agreement 
which  provided  that  if  the  publisher 
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Expenses:  July  1,  1937  to  July  1,  1938 


Rent  (Administrative  Offices) 

Telephone 

Postage 

Stationery  and  Printing 

Contingent  Fund 

Printing  New  Bylaws 

Custodian  Fee 

Furniture  & Fixtures 

Auditor 

Annual  Meeting 

Traveling  Expenses 

General 

A.  M.  A 

President 

Council 

Committees  of  Council 

Matters  Pertaining  to  Medical  Care 

Maternal  Welfare 

To  Confer  with  State  Hospital  Association 

Salaries 

Emeritus  Office  Manager 

Counsel — Salary 

Expenses 

General  Manager — Salary 

Expenses 

Legislative  Bureau 

Executive  Officer — Salary 

Expenses 

Medical  Education 

Workmen’s  Compensation  Bureau 

Director — Salary 

Public  Relations  Bureau 

Director — Salary 

Mr.  Gardiner — Journal  Publication 

Journal  Management  Committee 

Committee  on  Economics  (Old) 

District  Branches 

Annual  Meetings 

Postage  for  Mailing  Programs 

District  Branch  Executive  Committees 

Conference  of  County  Secretaries 

Christmas  Bonus  (Inc.  Legislative  & Pub.  Rel.  Bur 

Federal  & State  Social  Security  Tax 

Dinner  for  Sir  Henry  Brackenbury 

Notary  Public — License  Fee 

Auditing  Gardiner’s  Books 

Harris-Dibble  Co.  (Report  on  Gardiner  Setup) 

Certificate  for  Miss  Baldwin 

Restoration  of  Old  Photograph 

Delayed  Bills 

Workmen’s  Compensation  Insurance 

Injured  Employee 

Directory 

Printing  & Delivery 

Stationery  & Expenses 

Postage 


1,187.45 

2,431.30 

1,438.80 

2,708.08 


Total  Expenses 

Receipts:  July  1,  1937  to  July  1,  1938 

Annual  Dues 

Annual  Meeting 

Clerical  Work 

Sale  of  Journals 

Public  Relations  Bureau 

Interest  on  Bonds 

Dividends  on  Stocks 

Interest  Received  on  Deposits 


Total  Income 

Total  Income $193,611.11 

Total  Expenses 176,071.60 


$ 2,600.00 
454.06 
392.58 

999.34 
844.13 

150.00 

227.35 
569.50 

500.00 
27,343.13 

7,765.63 


4,359.36 

401.02 

50.00 
148.47 

20,322.50 

3.000. 00 
12,000.00 

489.12 

13.000. 00 

645.12 
7,403.28 

10.000. 00 
1,154.23 

4.549.51 
2,779.03 

5.000. 00 
9,640.10 
7,500.00 
8,112.88 
5,754.63 

10.52 

1,358.15 

521.59 

250.00 
696.05 

532.00 

1.790.52 
78.56 
15.34 

225.00 

250.00 

32.00 

10.00 

354.60 
48.00 

129.40 

10,789.60 

75.69 

749.61 


$176,071.60 


$151,617.00 
29,657.95 
3.00 
62.33 
• 1,779.80 
6,340.38 
3,476.25 
674.40 


$193,611.11 


Excess  of  Income  over  Expenses 


$ 17,539.51 
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showed  a profit  and  he  and  the  Society 
agreed  on  its  division,  the  contracts 
should  be  renewed  for  three  years.  It  did 
not  include  renewal  of  contract  for  manag- 
ing the  technical  exhibits  at  annual 
meetings. 

The  situation  regarding  unethical  ad- 
vertising came  into  serious  consideration 
in  November,  1937.  You  will  recall  the 
midnight  debate  at  the  last  session  of  the 
House  of  Delegates  about  the  Society’s 
publishing  its  own  Journal.  The  pub- 
lisher asked  early  in  the  year  1938  for 
increased  compensation.  The  Council 
recommended  several  times  by  majority 
vote  a renewal  of  the  contracts  and  re- 
quested the  Trustees  to  make  an  appro- 
priation. Therefore,  the  Trustees  laid 
the  several  recommendations  on  the  table 
month  by  month.  Finally,  the  Council 
asked  the  Trustees  to  negotiate  with  the 
publisher  until  they  reached  an  agree- 
ment which  they  were  willing  to  sign. 
Up  to  this  time  the  publisher  negotiated 
for  a renewal  of  his  contracts  with  several 
proposals  for  publishing  at  diminishing 
cost.  About  the  first  of  June,  1938,  the 
publisher  changed  his  attitude  and  noti- 
fied the  Trustees  by  letter  that  he  would 
stand  on  the  strict  legal  commitments 
embodied  in  his  present  contract  and 
agreement  for  renewal. 

The  publisher  had  shown  a loss  by 
audits  every  year  up  to  the  fifth  year. 
On  May  24,  1938,  he  submitted  a letter 
through  his  attorney  showing  that  he 
had  made  a profit  up  to  that  date  in  1938, 
and  would  make  a profit  for  the  rest  of 
1938,  and  thereby  under  the  Extension 
Agreement  must  have  his  contracts  re- 
newed. 

The  records  of  the  negotiation  cover 
500  pages.  Anyone  may  study  them. 
They  are  on  file.  We  were  fortunate  in 
having  able  consulting  counsel.  The 
publisher’s  lawyer  was  able.  After  re- 
ceiving a statement  from  consulting 
counsel,  concurred  in  by  our  counsel,  as 
to  the  enforceability  of  the  Extension  of 
Contract  Agreement  entered  into  by  the 
Society  in  1935,  the  Trustees  informed 
the  publisher  by  letter  as  follows : 


Mr.  Thomas  R.  Gardiner 
New  York  State  Journal  of  Medicine 
33  West  42nd  Street 
New  York,  New  York 

Dear  Sir: 

With  reference  to  the  letter  of  your  counsel, 
Benjamin  Shiverts,  Esq.,  dated  June  17,  1938, 
containing  a demand  that  the  Medical  Society 
of  the  State  of  New  York  furnish  you  with  copy 
for  the  publication  of  the  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  on  or 
before  August  12,  1938,  on  behalf  of  the  Medical 
Society  of  the  State  of  New  York,  I am  in- 
structed to  advise  you  that  the  Society  has 
decided  to  furnish  no  copy  for  said  publication 
of  the  Medical  Directory  in  accordance  with  the 
resolution  of  the  House  of  Delegates  of  the 
Society,  adopted  May  9,  1938,  to  omit  the  pub- 
lication of  the  Medical  Directory  for  the  year 
1938-1939. 

I advise  that  it  is  the  position  of  the  Society 
that  your  contract  for  the  publication  of  the 
Medical  Directory,  dated  June  28,  1935,  has 
terminated  upon  the  third  publication  by  you 
of  the  said  Directory.  I hereby  serve  you  with 
notice  that  it  is  the  intention  of  the  Society  not 
to  be  bound  by  a certain  “Memorandum  of 
Agreement  made  the  28th  day  of  June,  1935,” 
between  the  Medical  Society  of  the  State  of  New 
York  and  yourself,  which  said  agreement  pur- 
ports to  extend  both  the  aforesaid  contract  for 
the  publication  of  the  Medical  Directory  and 
also  a contract  likewise  dated  June  28,  1935,  for 
the  publication  of  the  New  York  State  Journal 
of  Medicine. 

The  Society  is  advised  by  counsel  that  the 
said  Memorandum  of  Agreement  purporting  to 
extend  the  two  above-mentioned  contracts  for 
a further  period  of  three  years  is  unenforceable 
and  creates  no  legal  obligation  binding  either  of 
the  parties  thereto.  Accordingly,  the  Society 
takes  the  position  that  the  aforesaid  contract  for 
the  publication  of  the  New  York  State  Journal 
of  Medicine  will  be  terminated  on  December  31, 
1938,  said  date  being  the  expiration  date  provided 
in  said  contract. 

Inasmuch  as  the  Society  takes  the  position 
that  the  Memorandum  of  Agreement  purporting 
to  extend  the  two  above-mentioned  contracts  is 
unenforceable,  it  is  of  course  unnecessary  to 
submit  to  arbitration  the  question  of  whether  or 
not  net  profits  have  been  earned  by  the  publica- 
tion of  the  Medical  Directory  and  New  York 
State  Journal  of  Medicine  during  the  three-year 
period,  1936-1938,  in  accordance  with  the  terms 
of  the  said  Memorandum  of  Agreement.  Ac- 
cordingly. I hereby  serve  you  with  notice  that 
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the  Society  does  not  intend  and  hereby  refuses 
to  submit  the  determination  of  profits  to  arbi- 
tration. 

Very  truly  yours, 

Medical  Society  of  the  State  of  New  York 
William  H.  Ross,  M.D.,  Chairman, 
Board  of  Trustees 

Notwithstanding  this,  the  publisher 
brought  suit  on  August  29,  1938.  If 
successful  this  would  have  involved  the 
Society  to  more  than  $70,000. 

The  final  chapter  is  summed  up  in  a 
report  to  the  Council  on  December  8, 
1938.  The  Board  of  Trustees  reported 
as  follows : 

“The  negotiations  with  the  publisher 
of  the  Journal  and  Directory  have  been 
finally  completed. 

“That  an  agreement  signed  by  both 
parties,  cancels  the  so-called  extension 
agreement  and  stipulates  discontinuance 
by  Gardiner  of  the  action  brought  against 
the  Society  for  a declaratory  judgment 
on  the  extension  agreement.  This  leaves 
the  Society  free  without  any  interference 
or  further  claims  from  Mr.  Gardiner  to 
publish  the  Journal. 

“That  the  Board  of  Trustees  considers 
that  this  settlement,  which  is  in  keeping 
with  mandate  of  the  House  of  Delegates, 
is  entirely  satisfactory  and  that  the  ex- 
pense incurred  is  slight  compared  to  what 
might  have  been  the  expense  of  con- 
tinued law  suits. 

“And,  that  the  Society  now  is  entirely 
free  to  publish  its  Journal  and  Directory 
from  its  own  offices  without  interference.” 

This  ends  a year  of  effort  at  clear 
thinking  and  a successful  ending  of  one 
of  the  most  controversial  matters  ever 
before  the  Society. 

The  Trustees  are  sure  that  all  who 
know  the  details,  or  who  will  inform 
themselves  from  the  records,  will  agree 
that  never  again  should  the  Society  enter 
into  a contract  pertaining  to  an  adminis- 
trative function,  not  even  for  one  year, 
let  alone  three,  and  should  never  again 
execute  an  agreement  to  become  effective 
three  years  later  which  would  then  ex- 
tend the  contracts  for  three  years.  Never 


again  should  the  Society  tie  its  hands  and 
give  up  its  freedom  to  control  its  own 
affairs. 

The  new  Journal  is  before  you.  You 
will  note  the  change  in  format  and  that 
its  pages  are  easy  to  read. 

Work  is  yet  to  be  done  to  make  its 
advertising  large  enough  in  volume  to 
carry  the  cost.  This  means  that  someone 
must  sacrifice  time  and  effort  enough  to 
bring  this  about.  Many  advisers  say 
that  there  is  no  doubt  that  this  can  be 
done  and  within  ethical  lines.  It  just 
requires  business  acumen  and  enough 
work. 

Construction  Policies 

The  Trustees  single  out  one  policy 
this  year  and  recommend  to  the  House  of 
Delegates  its  careful  consideration ; 
namely,  a policy  for  the  management  of 
the  so-called  President’s  Dinner  in  con- 
nection with  the  Annual  Meeting.  If 
not  changed,  it  should  be  discontinued, 
for  it  has  grown  to  such  proportions  and 
expensiveness  that  it  no  longer  serves 
its  purpose. 

The  situation  is  an  awkward  one  and 
it  will  not  rectify  itself.  To  make  a dis- 
tinction between  upstate  and  downstate, 
or  for  the  Society  to  give  the  dinner  on 
one  occasion  and  on  another  have  it  be 
given  by  an  individual,  is  in  no  way  bene- 
ficial to  its  members.  For  the  giving  of 
the  dinner  by  the  Society  to  depend  upon 
the  profits  of  the  particular  meeting  is 
not  sound  policy.  It  lacks  dignity  and 
it  puts  emphasis  in  the  wrong  place  for 
what  should  be  a purely  official  gathering. 
An  individual  should  not  be  asked  to  com- 
pete with  the  Medical  Society  of  the 
State  of  New  York  in  elaborateness  of 
such  a dinner.  Unless  he  has  a goodly 
income  he  cannot  afford  to  pay  several 
hundred  dollars  as  the  Society  has  spent, 
nor  should  it  be  made  a burden  that  can- 
not be  borne  by  the  ordinary  man  and 
cause  him  to  be  excluded  from  the  presi- 
dency because  of  the  expense,  or  to  be  em- 
barrassed in  any  way.  The  theory  that 
only  when  the  money  is  available  from 
the  proceeds  of  the  meeting  may  it  be 
spent  for  a dinner  is  also  a bad  policy  for 
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obvious  reasons.  The  profits,  if  any, 
belong  to  the  Society  and  should  be  ac- 
counted Tor  and  paid  in  to  it  in  regular 
form. 

The  President  has  only  minimal  con- 
trol over  the  finances  of  the  Annual  Meet- 
ing and  should  not  be  so  directly  in- 
terested in  them.  The  meetings  in  the 
smaller  centers  may  be  just  as  valuable 
to  the  Society  as  in  the  larger  ones  al- 
though not  as  profitable  financially. 

Let  the  Board  of  Trustees  decide 
whether  or  not  we  shall  have  an  adminis- 
tration dinner,  strictly  limit  the  expense 
and  declare  who  shall  be  invited.  The 
invitation  list  might  well  be  limited  to 
the  official  family,  ex-presidents  and  such 
distinguished  guests  from  outside  the 


state  as  happen  to  arrive  in  time.  Let 
it  be  a simple,  inexpensive,  and  digni- 
fied, get-together  meeting  on  the  Sunday 
night  just  prior  to  the  opening  day. 
It  should  be  an  official  function  given  in 
the  name  of  the  Society  and  the  Com- 
mittee on  Arrangements  should  have 
charge  of  it. 

Respectfully  submitted, 
Trustees 

WilliamH.  Ross,  M.D.,  Chairman, Brent- 
wood 

James  E.  Sadlier,  M.D.,  Poughkeepsie 
Harry  R.  Trick,  M.D.,  Buffalo 
James  F.  Rooney,  M.D.,  Albany 
George  W.  Corns.,  M.D.,  Jamestown 
February  15,  1939 


Report  of  the  Board  of  Censors 


To  the  House  of  Delegates 
Gentlemen: 

On  February  5,  1938,  as  reported  to  the 
House  of  Delegates,  the  Board  of  Censors 
of  the  Medical  Society  of  the  State  of 
New  York  first  heard  an  appeal  by  Dr. 
Donald  R.  Keller  of  Westhampton  Beach, 
New  York,  from  a decision  of  the  Suffolk 
County  Medical  Society  excluding  him 
from  membership. 

The  decision  of  the  Board  of  Censors 
at  that  time  was  as  follows: 

Pursuant  to  the  authority  conferred  on 
us  by  Section  6 of  Chapter  VI  of  the 
Constitution  and  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  and 
in  the  interest  of  orderly  procedure,  we 
hold  the  decision  appealed  from  should 
be  modified  to  the  extent  that  the  ap- 
pellant’s application  for  membership  in 
the  respondent  County  Society  shall  still 
be  considered  open  and  undecided,  and 
that  the  entire  matter  be  remanded  to  the 
County  Society  for  further  action  in 
accordance  with  the  mandatory  instruc- 
tions contained  in  this  decision. 

It  appears  without  dispute  that  the 
appellant  physician  duly  applied  for 


membership  in  the  respondent  County 
Medical  Society;  his  application  for 
membership  was  rejected  by  the  said 
County  Medical  Society;  that  the  re- 
spondent County  Medical  Society  has 
not  submitted  any  stenographic  data  as 
to  what  took  place  at  the  meeting  or 
meetings  of  the  Board  of  Censors  of  the 
said  Society,  nor  in  lieu  thereof  has  any 
resume  of  these  proceedings  been  sub- 
mitted. 

It  appears  further  without  dispute  that 
the  appellant  was  not  present  at  the  meet- 
ing or  meetings  of  the  Board  of  Censors, 
nor  was  he  invited  to  be  present  thereat. 

In  remanding  this  matter  to  the  County 
Society  for  further  action  we  do  so  with 
the  following  mandatory  instructions : 

“Within  one  month  from  this  date,  i.e., 
February  5,  1938,  the  respondent  County 
Medical  Society  shall  call  a meeting  of  its 
Board  of  Censors  to  which  the  appellant 
shall  be  invited. 

“Ten  days’  notice  of  the  date  and  place 
of  that  meeting  shall  be  given  to  the  ap- 
pellant by  registered  mail. 
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1“At  such  meeting  the  Board  of  Censors 
shall  have  present  a stenographer  so  that 
the  minutes  of  the  meeting  may  be 
stenographically  recorded. 

“The  Board  of  Censors  shall  have 
present  at  that  meeting  any  person  or 
i persons  who  wish  to  give  proof  of  any 
alleged  act  or  acts  of  the  appellant  which 
would  establish  his  ineligibility  for  mem- 
bership in  the  respondent  County  Society. 

“All  witnesses  shall  first  be  sworn  by  a 
notary  public,  and  their  testimony  steno- 
graphically recorded. 

“The  appellant  shall  have  the  right  to 
be  present  at  said  meeting  or  any  ad- 
journed meeting  thereof,  with  counsel  if 
he  so  desires,  and  the  appellant  or  his 
counsel  shall  have  the  right  to  cross- 
examine  any  and  all  witnesses  who  may 
appear  against  him. 

“The  appellant  shall  have  the  further 
right,  if  he  so  desires,  to  testify  under 
oath  and  to  call  any  witnesses  on  his  be- 
half who  shall  also  be  sworn  by  a notary 
public  and  testify  under  oath. 

“The  Board  of  Censors  of  the  re- 
spondent County  Society  shall  have  an 
equal  right  to  have  an  attorney  present, 
if  it  so  desires.  Such  counsel  or  any 
member  of  the  Board  of  Censors  shall 
have  the  right  to  cross-examine  the  ap- 
pellant or  any  witness  that  may  be  called 
on  his  behalf. 

“The  Board  of  Censors  shall  have  the 
right  to  adjourn  such  meeting,  but  such 
adjournment  or  adjournments  shall  not 
be  for  an  unreasonable  time. 

“When  all  of  the  testimony  both  of  the 
appellant  and  the  respondent  County 
Medical  Society  shall  be  concluded,  the 
County  Medical  Society  shall  at  the  next 
regular  meeting  following  the  conclusion 
of  the  hearings  aforesaid  submit  its 
report,  together  with  all  the  data,  to  the 
membership  of  the  respondent  County 
Medical  Society,  and  the  membership 
shall  vote  thereon.  In  doing  so,  the 
Secretary  shall  first  read  to  the  members 
attending  such  meeting  not  only  the 
report  of  the  Board  of  Censors  upon  the 
appellant’s  application,  but  also  all  of  the 
testimony  taken  at  any  hearing  or  hear- 
ings. 


“We  do  not  wish  to  be  understood  as 
passing  on  the  merits  of  the  appellant’s 
application,  but  we  do  feel  in  the  interests 
of  both  parties,  and  in  the  interests  of 
orderly  procedure,  the  matter  should  be 
disposed  of  in  this  manner.” 

This  decision  was  duly  transmitted  to 
both  appellant  and  respondent. 

In  due  course  the  Suffolk  County 
Medical  Society  obeyed  the  Board’s 
instructions  and  again  voted  on  the 
application  of  Dr.  Donald  R.  Keller  with 
the  result  that  Dr.  Keller  was  denied 
membership. 

Dr.  Keller  appealed  from  the  decision 
excluding  him  from  membership,  and  the 
Board  of  Censors  of  the  Medical  Society 
of  the  State  of  New  York  heard  this  ap- 
peal on  February  9,  1939. 

There  were  present  at  this  meeting 
Drs.  Irving  Gray,  Bertran  W.  Gifford, 
Carl  R.  Comstock,  Charles  A.  Earl, 
Reeve  B.  Howland,  Alfred  B.  Armstrong, 
Louis  Klostermyer,  the  President — Dr. 
Terry  M.  Townsend,  the  Secretary — 
Dr.  Peter  Irving,  Mr.  Lorenz  J . Brosnan, 
and  Mr.  Thomas  A.  Clearwater. 

There  appeared  Dr.  Donald  R.  Keller, 
appellant,  and  Guy  O.  Walser,  attorney 
for  the  appellant,  Dr.  Edwin  P.  Kolb, 
Secretary,  and  Dr.  John  H.  Nugent, 
Chairman  of  the  Board  of  Censors  of  the 
respondent,  Suffolk  County  Medical 
Society. 

After  full  consideration  of  the  grounds 
for  the  second  appeal  of  the  records 
furnished  by  the  Suffolk  County  Medical 
Society,  including  those  of  the  trans- 
actions in  the  matter  following  the  prior 
appeal,  the  Board  of  Censors  of  the 
Medical  Society  of  the  State  of  New  York 
came  to  the  conclusion  stated  in  the 
following  decision. 

Decision 

On  the  prior  appeal  in  this  matter  we 
modified  the  action  of  the  respondent, 
Suffolk  County  Medical  Society,  in  ex- 
cluding the  appellant  from  membership 
by  reopening  the  matter  and  remanding 
it  to  the  County  Society  with  certain 
instructions  as  to  the  procedure  to  be 
followed. 
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On  this  appeal  we  find  that  these  in- 
structions have  been  substantially  com- 
plied with  by  the  respondent,  Suffolk 
County  Medical  Society,  and  that  the 
apellant  has  been  given  a fair  oppor- 
tunity to  be  heard  as  well  as  an  oppor- 
tunity to  cross-examine,  through  counsel, 
the  witnesses  appearing  against  him.  In 
addition,  Mr.  Guy  O.  Walser,  the  at- 
torney appearing  for  the  appellant  in  this 
appeal,  stated  with  commendable  frank- 
ness that  he  did  not  wish  to  urge  any 
technical  grounds  for  reversal  but  re- 
quested a decision  on  the  merits. 

The  Board  of  Censors  has  given  careful 
consideration  to  the  arguments  advanced 
on  this  appeal  by  both  parties.  It  has 


carefully  read  the  record  which  forms  the 
basis  of  this  appeal.  Following  this  it  has 
fully  discussed  the  matters  under  con- 
sideration and  after  careful  consideration 
by  ballot  taken,  it  has  reached  the  con- 
clusion by  a vote  of  six  to  one  (the  Presi- 
dent and  Secretary  not  voting)  that  the 
judgment  appealed  from  should  be  af- 
firmed. 

This  decision  was  duly  transmitted  by 
the  Secretary  in  writing  to  both  appellant 
and  respondent. 

Respectfully  submitted, 
Peter  Irving,  Secretary 

March  15,  1939 


Report  of  the  Counsel 


To  the  House  of  Delegates 
Gentlemen: 

Your  Counsel  herewith  submits  his 
report  of  activities  of  the  Legal  Depart- 
ment of  the  Medical  Society  of  the  State 
of  New  York  for  the  period  from  Febru- 
ary 1,  1938,  to  and  including  January  31, 
1939. 

Within  the  proper  confines  of  a report 
of  this  character  it  is  not  possible  to  give 
any  adequate  idea  of  the  details  of  the 
work  done  or  the  responsibility  assumed 
by  our  department.  A report  of  this 
character  must  necessarily  state  only 
conclusions.  Some  evidence  of  how  busy 
a year  we  have  had,  both  in  court  and  in 
consultation  in  the  field  of  litigation 
alone,  is  found  in  the  fact  that  we  were 
able  to  reduce  the  pending  cases  from  493 
pending  on  January  31st  of  last  year  to 
441  pending  on  January  31st  of  this 
year— a reduction  of  52  cases,  this  despite 
the  fact  that  during  the  present  reporting 
period,  177  new  actions  were  commenced. 
This  has  only  been  accomplished  by  the 
intensive  and  loyal  co-operation  of  every 
member  of  my  office  staff. 

At  the  outset  of  this  report,  your  Coun- 
sel wishes  to  record  his  appreciation  for 


the  assistance  and  co-operation  furnished 
him  by  your  officers  and  your  committee- 
men. It  is  difficult  for  those  not  in  close 
touch  with  the  workings  of  your  Society 
to  realize  the  immense  amount  of  work 
done  and  the  responsibility  assumed  by 
your  trustees,  officers,  and  committeemen. 

In  making  his  report  your  Counsel 
adheres  to  the  convenient  category  em- 
ployed in  previous  years  whereby  his 
activities  have  been  divided  into  three 
main  divisions:  ( a ) the  actual  handling 

of  malpractice  actions  before  courts  and 
juries  and  in  the  Appellate  tribunals; 
(b)  counsel  work  with  officers,  committees, 
and  individual  members  of  the  Society; 
and  ( c ) legislative  advice  and  activities. 

Litigation 

In  his  report  of  the  last  few  years  your 
Counsel  has  had  occasion  to  point  out  to 
the  membership  of  your  Society  the  harm 
done  by  careless,  hasty,  and  unjustified 
criticism  by  one  physician  of  the  work  of 
another.  While  it  would  appear  that  this 
admonition  is  bearing  fruit,  the  situation 
in  question  still  persists.  We  therefore 
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believe  that  attention  should  again  be 
focused  upon  it.  Members  of  your  So- 
ciety should  remember  that  in  these 
parlous  times  not  much  is  needed  to 
plant  in  the  mind  of  a patient  the  seed  of 
litigation  against  another  physician. 

As  in  the  past  we  again  call  attention 
to  the  hazard  of  a malpractice  action  to  a 
practicing  physician  and  we  again  repeat 
that  it  must-be  remembered  that  the  facts 
in  any  given  malpractice  case  rest  en- 
tirely in  the  hands  of  a lay  jury. 

Fortunately  your  Society  has,  through 
the  operation  of  its  Group  Plan,  given  an 
opportunity  to  your  members  to  ade- 
quately protect  themselves  against  this 
ever-present  hazard.  The  Group  Plan 
of  insurance  has  operated  with  con- 
spicuous success  for  the  members  of  your 
Society  for  a period  of  eighteen  years. 
Through  it  and  by  presenting  a united 
front  we  have  been  able  to  successfully 
combat  the  forces  which  at  one  time 
threatened  to  engulf  the  profession  in  a 
tidal  wave  of  malpractice  actions.  The 
success  of  our  Group  Plan  is  an  estab- 
lished fact.  It  deserves  and  should  re- 
ceive the  loyal  support  of  every  member 
of  the  Society.  The  practical  application 
of  the  maxim,  “in  union  there  is  strength,” 
has  been  the  reason  for  the  conspicuous 
success  of  our  Group  Plan  during  the  past 
eighteen  years.  The  operation  of  this 
Plan  is  not  a matter  of  guessing,  specula- 
tion, or  conjecture.  It  is  predicated  on 
eighteen  years  of  actual  experience  in  this 
field. 

I have  yet  to  meet  a member  of  your 
Society  sued  for  malpractice  and  not  in- 
sured under  our  Group  Plan  who  has  not 
expressed  deep  regret  that  he  is  facing 
litigation  without  the  benefits  of  in- 
demnity. The  expression,  “I  meant  to 
insure  under  the  Group  Plan  but  some- 
how I never  got  around  to  it,”  is  some- 
thing we  have  heard  many,  many  times. 

Commencing  on  the  first  of  January  of 
this  year  important  changes,  advanta- 
geous to  the  policyholders  of  our  Group 
Plan,  have  been  put  into  operation. 
These  changes  have  already  been  pub- 
fished  by  the  Committee  on  Insurance 
and  are  familiar  to  the  members. 


Mention  should  here  be  made  of  the 
splendid  work  of  your  Insurance  Com- 
mittee headed  by  Doctor  Clarence  G. 
Bandler,  and  of  Mr.  Harry  F.  Wanvig, 
your  authorized  indemnity  representa- 
tive. With  these  gentlemen  your  Coun- 
sel has  conferred  on  a number  of  occa- 
sions during  the  reporting  period. 

Your  Counsel  wishes  to  record  his  ap- 
preciation of  the  splendid  co-operation 
of  the  officers,  agents,  and  employees  of 
the  Yorkshire  Indemnity  Company,  the 
carrier  under  our  Group  Plan.  They 
have  demonstrated  a desire  to  do  every- 
thing to  further  the  interests  of  the  Group 
Plan  and  the  members  who  have  taken 
advantage  of  it. 

My  associates,  Mr.  William  F.  Martin 
and  Mr.  Thomas  H.  Clearwater,  the 
Attorney  for  the  Society,  deserve  the 
highest  praise  for  the  splendid  work  done 
by  them.  Mr.  Martin’s  reputation  in  the 
defense  of  malpractice  actions  is  well 
known.  Eleven  years  of  intensive  ex- 
perience in  this  highly  specialized  field 
have  won  for  him  from  judges,  lawyers, 
and  doctors  in  all  parts  of  the  state  ex- 
pressions of  the  highest  approval,  not 
only  for  his  ability  as  an  advocate  but  for 
his  fine  personal  qualities  as  well. 

Mr.  Clearwater  through  the  years  has 
been  in  close  contact  not  only  with  your 
officers  and  committeemen  but  also  with 
many  individual  members  of  your  So- 
ciety. Mr.  Clearwater  is  a gentleman  of 
exceptional  ability  and  character  and 
your  Counsel  feels  fortunate  indeed  to 
have  the  benefit  of  his  services  as  one  of 
his  associates. 

We  cannot  leave  this  subject  without 
paying  tribute  to  the  splendid  spirit  of 
industry,  loyalty,  and  devotion  mani- 
fested by  your  Counsel’s  entire  staff,  both 
legal  and  clerical. 

With  this  preliminary  statement  we 
note  that  there  were  commenced  in  the 
present  reporting  period  177  actions  as 
against  175  actions  reported  during  the 
previous  reporting  period.  These  figures 
do  not,  of  course,  include  a number  of 
claims  outstanding  in  which  suit  may 
ultimately  be  brought.  Throughout  the 
year  your  Counsel  has  been  in  conference 
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TABLE  I 

Comparison  of  the  Number  of  Suits  Instituted  and  Disposed  of  en  1937-1938  and  1938-1939 


Instituted 

Disposed  of 

1937-1938 

1938-1939 

1937-1938 

1938-1939 

(12  months)  (12  months)  (12  months)  (12  months) 

1.  Fractures,  etc 

17 

22 

21 

19 

2.  Obstetrics,  etc 

12 

13 

24 

20 

3.  Amputations 

1 

3 

2 

3 

4.  Burns,  x-rays,  etc 

27 

22 

27 

33 

5.  Operations:  abdominal,  eye,  tonsil,  ear,  etc.  38 

41 

45 

52 

6.  Needles  breaking 

3 

2 

9 

2 

7.  Infections 

17 

12 

19  • 

19 

8.  Eye  infections 

6 

5 

4 

4 

9.  Diagnosis 

22 

17 

24 

24 

10.  Lunacy  commitments 

2 

1 

2 

2 

11.  Unclassified — medical 

30 

39 

40 

51 

— 

— 

— 

— 

Totals 

175 

177 

217 

229 

Actions  for  death 

Further  Comparisons 
15 

17 

26 

26 

Infants’  actions 

17 

23 

25 

27 

Totals 

32 

40 

51 

53 

Settled 

How  Disposed  of 

48 

55 

Judgment  for  defendant,  dismissed, 
or  abated 

discontinued 

165 

168 

Judgment  for  plaintiff 

4 

6 

Totals 

217 

229 

Appeals:  Judgments  for  defendant.  . 

Further  Comparisons 

3 

4 

Judgments  for  plaintiff. . . . 

Pending  on  January  31,  1938 

493 

Pending  on  January  31,  1939 

441 

and  consultation  with  many  claimants 
and  their  attorneys  and  frequently  we 
have  successfully  demonstrated  to  them 
that  in  fact  and  in  law  no  valid  claim 
exists. 

The  Table  of  Comparisons  which  is 
above,  shows  that  we  disposed  of  during 
the  present  reporting  period  229  cases  as 
against  217  cases  during  the  previous 
year.  Of  the  229  cases  disposed  of  during 
the  present  reporting  period  55  cases  were 
settled  and  168  actions  were  successfully 
terminated  in  favor  of  the  physician.  In 
6 cases  judgment  was  rendered  in  favor 
of  the  plaintiff. 

Of  the  cases  in  the  Appellate  Courts  we 
were  successful  in  four  instances. 

We  note  from  Table  I that  there  were 
pending  as  of  January  31,  1939,  441  cases 
as  against  493  cases  pending  January  31, 
1938. 


Table  II  gives  a comparison  of  the 
number  of  members  insured  in  1936, 
1937,  1938,  and  1939,  and  the  number  of 
members  in  the  county  societies  and  the 
percentage  of  insured  members  in  the 
county  societies  and  in  the  entire  State 
Society. 

Counsel  Work 

During  the  period  of  this  report  your 
Counsel  prepared  for  the  Society’s  Jour- 
nal articles  in  the  nature  of  editorial 
comment.  These  articles  have  included 
the  following : 

Professional  Misconduct — Falsely  Ad- 
vertising Cure  for  Cancer 

Physicians’  Automobiles — Right  of 
Way 

Evidence — Privileged  Communica- 

tions 

( Continued  on  page  604 ) 
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TABLE  II 

Comparison  of  the  Number  of  Members  Insured  in  1936,  1937, 1938,  and  1939  and  the  Number 
of  Members  in  the  County  Societies  and  the  Percentage  of  Insured  Members* 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess-Putnam 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


1936 


A 

B 

C 

274 

179 

65 

35 

16 

46 

1,061 

505 

48 

169 

92 

54 

60 

33 

55 

60 

45 

75 

90 

55 

61 

73 

48 

66 

35 

21 

60 

27 

17 

63 

39 

19 

49 

29 

20 

69 

28 

13 

46 

174 

85 

49 

801 

450 

56 

23 

14 

61 

52 

25 

48 

45 

27 

60 

28 

13 

46 

25 

19 

76 

48 

34 

71 

82 

48 

59 

2,319 

1,223 

53 

18 

12 

67 

44 

22 

50 

35 

19 

57 

453 

293 

65 

52 

18 

35 

291 

186 

64 

4,227 

2,427 

57 

110 

80 

73 

207 

107 

52 

342 

219 

64 

78 

39 

50 

139 

97 

70 

20 

8 

40 

55 

37 

67 

54 

29 

54 

677 

400 

59 

108 

72 

67 

111 

46 

41 

70 

31 

44 

70 

27 

39 

55 

36 

65 

134 

94 

70 

20 

12 

60 

11 

7 

64 

24 

10 

42 

68 

48 

71 

181 

84 

41 

44 

31 

70 

26 

13 

50 

60 

36 

60 

74 

41 

55 

52 

31 

60 

36 

18 

50 

53 

31 

58 

564 

322 

57 

30 

12 

40 

24 

17 

71 

14,194 

8,013 

57 

1937 


A 

B 

C 

276 

155 

56 

34 

12 

32 

1,151 

478 

42 

183 

98 

54 

58 

30 

52 

61 

43 

70 

94 

56 

60 

70 

48 

61 

32 

17 

53 

29 

19 

66 

38 

9 

24 

32 

14 

44 

31 

14 

45 

162 

24 

i5 

840 

309 

37 

29 

13 

45 

52 

25 

48 

49 

27 

55 

29 

14 

48 

31 

21 

68 

46 

29 

63 

88 

47 

53 

2,452 

1,142 

47 

16 

9 

56 

45 

15 

33 

39 

20 

51 

471 

255 

54 

52 

11 

21 

299 

185 

62 

4,411 

2,334 

53 

121 

60 

50 

216 

106 

49 

348 

201 

58 

82 

39 

48 

141 

95 

67 

18 

6 

33 

53 

34 

64 

53 

26 

49 

14 

7 

50 

739 

391 

53 

108 

54 

50 

114 

44 

39 

71 

35 

49 

69 

24 

35 

60 

35 

58 

131 

80 

61 

19 

12 

63 

10 

4 

40 

27 

12 

44 

68 

44 

65 

180 

99 

55 

46 

28 

61 

27 

11 

41 

63 

36 

57 

76 

29 

38 

60 

26 

43 

37 

13 

35 

56 

25 

45 

584 

336 

58 

35 

10 

39 

21 

17 

81 

14,856 

7,412 

50 

1938 


A 

B 

C 

285 

159 

56 

31 

12 

40 

1,238 

500 

40 

191 

100 

52 

59 

29 

49 

61 

44 

72 

96 

57 

60 

74 

43 

58 

32 

17 

53 

35 

24 

69 

36 

9 

25 

29 

16 

55 

30 

16 

53 

172 

25 

is 

857 

298 

35 

28 

13 

46 

53 

24 

45 

52 

29 

56 

34 

17 

50 

33 

21 

64 

41 

32 

80 

94 

55 

58 

2,674 

1,169 

43 

15 

10 

67 

46 

15 

33 

39 

17 

43 

473 

255 

54 

55 

13 

24 

348 

205 

59 

4,716 

2,479 

54 

124 

58 

47 

211 

107 

51 

365 

209 

57 

86 

41 

48 

155 

100 

65 

21 

6 

29 

49 

33 

67 

53 

30 

57 

15 

6 

40 

839 

401 

48 

119 

55 

46 

122 

46 

38 

77 

34 

44 

67 

28 

42 

65 

39 

60 

137 

84 

61 

18 

13 

72 

10 

2 

20 

29 

12 

41 

74 

46 

62 

203 

103 

51 

48 

31 

67 

28 

12 

43 

64 

33 

52 

81 

27 

33 

58 

27 

47 

40 

15 

38 

56 

24 

43 

608 

365 

60 

30 

12 

40 

20 

17 

85 

15,799 

7,719 

49 

1939 


A 

B 

C 

298 

166 

56 

33 

12 

36 

1,324 

503 

37 

219 

98 

45 

63 

29 

46 

63 

45 

71 

103 

56 

54 

83 

50 

60 

37 

20 

54 

37 

22 

60 

38 

8 

21 

28 

12 

43 

28 

17 

61 

174 

30 

17 

894 

305 

34 

29 

13 

45 

60 

21 

35 

54 

34 

63 

35 

20 

57 

34 

19 

56 

52 

33 

63 

94 

47 

50 

2,814 

1,160 

41 

16 

8 

50 

47 

12 

26 

41 

17 

41 

506 

257 

51 

57 

12 

21 

378 

218 

58 

4,980 

2,467 

50 

134 

59 

44 

232 

105 

45 

383 

209 

55 

89 

39 

44 

149 

95 

64 

22 

5 

23 

56 

36 

64 

63 

27 

43 

15 

6 

40 

901 

425 

46 

129 

59 

46 

132 

47 

36 

83 

33 

40 

73 

27 

37 

71 

38 

53 

145 

87 

60 

19 

14 

74 

12 

2 

17 

31 

12 

39 

81 

48 

59 

223 

109 

49 

47 

26 

55 

30 

12 

40 

70 

36 

51 

79 

25 

32 

63 

27 

43 

41 

15 

37 

57 

24 

42 

640 

370 

58 

32 

14 

44 

22 

14 

64 

16,743 

7,756 

46 

*A — number  of  members  in  County  Society;  B — number  of  members  insured;  C — percentage 
insured. 
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Surgeons’  Right  to  Discontinue  Opera- 
tion 

Validity  of  Amendments  to  Work- 
men’s Compensation  Law  Upheld 
by  Highest  Courts 

Libel  and  Slander — Authorship  of  Arti- 
cle Medical  Magazine 
Injunction  to  Restrain  Practice  of 
Medicine  without  License 
Physicians  Contract  Restricting  Prac- 
tice 

Lectures  and  Sale  of  Tablets  as  the 
Practice  of  Medicine 
Responsibility  of  Municipality  for 
Injuries  Sustained  in  Municipal 
Hospital 

An  Interesting  Fracture  Case 
A Cancer  Cure  Enjoined 
Illegal  Practice  of  Medicine  by  a 
Chiropractor 

Practice  of  Medicine  by  Corporation 
Revocation  of  Physician’s  License 
upon  Conviction  of  Crime  Involving 
Moral  Turpitude 

Cancer  Cure — Responsibility  of  Physi- 
cian and  Hospital 

Practice  of  Medicine  by  Chiropractor 

Your  Counsel  has  also  digested  case 
reports  upon  malpractice  actions  which 
were  felt  to  be  of  special  interest  to  the 
members  of  the  profession.  These  have 
been  published  in  the  State  Journal. 
The  case  reports  which  were  published 
during  the  previous  year  are  as  follows : 

Separation  of  Symphysis  Pubis 
Fistula — Following  Delivery 
Claimed  Loss  of  Sexual  Powers  Follow- 
ing Herniotomy 
Foreign  Body  in  Eye 
Claim  of  Improper  X-Ray  Treatment 
Alleged  Injury  Caused  by  X-Ray 
Machine 

Hemorrhage  Following  Removal  of 
Tumor 

Claimed  Improper  Diagnosis  of  Cancer 
of  Breast 

Foreign  Body  in  Eye 
Failure  to  Diagnose  Tuberculosis 
Death  from  Cancer  Following  Injury 
to  Knee 

Accidental  Breaking  of  Forceps 
Death  Following  Amputation  of  Leg 


Broken  Anesthesia  Needle 
X-Ray  Treatment  of  Psoriasis 
Removal  of  Scar  by  Plastic  Surgery 
It  is  pleasing  for  your  Counsel  to  learn 
from  the  members  of  your  Society 
throughout  the  state  that  they  enjoy 
reading  these  reports  and  articles  and 
that  they  find  them  to  be  interesting  and 
instructive. 

In  addition  to  his  other  duties  your 
Counsel  receives  frequent  requests  for 
opinions,  orally  and  in  writing,  on  various 
topics.  Some  of  the  matters  upon  which 
advice  has  been  given  (in  writing)  are 
the  following: 

1.  Request  for  form  of  consent  in 
connection  with  the  performance  of 
a partial  vasectomy. 

2.  Inquiry  from  a physician,  the 
director  of  a hospital,  as  to  the  method 
in  which  doctors’  orders  should  be 
recorded  in  hospital  records  and  as 
to  the  necessity  of  requiring  such 
orders  to  be  signed  by  the  physicians 
making  such  orders. 

3.  Inquiry  as  to  the  advisability  of 
forcing  a collection  of  a bill  after 
dispute  had  arisen  with  a father  con- 
cerning the  propriety  of  treatment 
rendered  by  a physician  to  his  son. 

4.  Request  from  a county  medi- 
cal society  for  information  concerning 
the  right  of  a physician  to  reveal  di- 
agnoses to  welfare  officers  in  order 
to  collect  their  fees  for  treating  wel- 
fare cases. 

5.  Inquiry  concerning  the  order  of 
right  among  surviving  relatives  to 
consent  to  the  performance  of  an 
autopsy  upon  a deceased  person. 

6.  Question  concerning  the  legal 
responsibility  of  a husband  for  medi- 
cal bills  covering  treatment  rendered 
by  a physician  to  a wife,  including  the 
question  of  whether  the  wife  has  a free 
choice  to  employ  any  physician  de- 
sired by  her  regardless  of  the  hus- 
band’s likes  or  dislikes. 

7.  Inquiry  by  a county  society 
as  to  the  proper  disposition  of  a phy- 
sician’s records  upon  his  death  when 
his  practice  has  been  sold  to  another 
physician. 
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8.  Inquiry  by  a county  society 
concerning  a physician’s  conduct  when 
requested  by  police  authorities  to  cer- 
tify that  a patient  involved  in  a motor 
accident  was  intoxicated. 

9.  A request  for  information  with 
respect  to  a physician  engaged  in  the 
business  of  manufacturing  and  pre- 
paring medicine  asserted  to  be  bene- 
ficial to  patients  suffering  from  heart 
ailments 

(a)  As  to  the  ethics  of  a physi- 
cian taking  an  active  part  in  a com- 
pany manufacturing  and  selling  such 
a preparation. 

(b)  As  to  the  propriety  of  a phy- 
sician preparing  circulars  and  litera- 
ture explaining  the  advantages  of 
such  medicine. 

10.  A request  for  information  con- 
cerning a physician’s  right  to  pub- 
licly offer  for  sale  a list  of  uncollec- 
tible accounts  of  patients. 

11.  Inquiry  as  to  whether  a phy- 
sician has  the  legal  right  to  refuse  to 
treat  a particular  person  if  he  does  not 
wish  to  do  so  providing  no  emergency 
exists. 

12.  Inquiry  from  a physician  as 
to  whether  a hospital  is  legally  re- 
quired to  see  to  it  that  a licensed 
physician  should  be  in  attendance 
during  the  rendering  of  certain  speci- 
fied care,  or  whether  such  care  could 
be  administered  with  an  intern  in 
attendance. 

13.  Request  by  a physician  for  in- 
formation as  to  the  ethical  or  legal 
problem  in  the  display  of  an  electric 
sign  bearing  the  name  of  a physician. 

14.  Inquiry  from  a county  so- 
ciety as  to  the  responsibility  of  a hos- 
pital, and  of  a physician  who  has 
permitted  a patient  to  leave  a hos- 
pital to  attend  to  a business  matter, 
prior  to  discharge  from  the  hospital. 

15.  Inquiry  from  a physician  as  to 
whether  he  was  legally  justified  in 
presenting  a bill  for  services  rendered 
to  certain  persons  while  on  ship- 
board. 

16.  Request  for  opinion  as  to  the 
responsibility  of  the  surgeon  and  the 


anesthetist,  respectively,  in  the  case  of 
an  anesthesia  accident. 

17.  Inquiry  from  a physician  as  to 
whether  he  is  entitled,  without  the 

* consent  of  the  husband  and  wife,  to 
administer  x-ray  therapy  in  an  at- 
tempt to  cure  cancer,  which  would 
render  the  patient  sterile. 

18.  Request  for  information  as  to 
whether  a physician  may  be  held  lia- 
ble in  a malpractice  suit  after  a pa- 
tient had  already  recovered  damages 
from  the  owner  of  an  automobile,  which 
caused  the  injuries  which  had  been 
treated  by  the  physician. 

19.  Inquiry  as  to  question  of  upon 
whom  legal  responsibility  rests  when 
a hospital  patient  receives  a radiation 
bum. 

20.  Request  from  a physician  for 
information  as  to  the  applicability 
of  Workmen’s  Compensation  and  Un- 
employment Insurance  to  physicians 
with  respect  to  professional  help  in 
their  employ. 

21.  Request  by  a county  society 
for  information  concerning  the  legal 
responsibility  of  a surgeon  for  the  acts 
of  a graduate  nurse. 

22.  Request  for  information  as  to 
the  Statute  of  Limitations  applicable 
to  malpractice  actions  where  various 
situations  are  present. 

23.  Request  from  a county  medical 
society  for  advice  as  to  the  propriety 
of  making  full  citizenship  a require- 
ment for  membership. 

24.  Inquiry  from  a county  society 
as  to  its  right  to  accept  a legacy. 

25.  Inquiry  from  certain  physi- 
cians who  had  formed  a hospital  cor- 
poration, concerning  certain  legal  lia- 
bility arising  out  of  the  operation  of 
said  institution. 

26.  Request  from  a county  medical 
society  for  advice  as  to  the  right  of  a 
society  to  compile  a list  for  use  of 
members  of  the  society  of  patients  who 
had  repeatedly  failed  to  make  good 
financial  obligations  to  doctors. 

27.  Request  from  county  society 
for  advice  as  to  conduct  of  a physi- 
cian who  had  given  an  opinion  with 
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respect  to  the  settlement  of  a damage 
claim,  and  whose  conduct  had  been 
criticized  by  an  attorney  interested  in 
the  matter. 

28.  Request  for  information  as  to* 
the  responsibility  of  the  state  for 
judgments  rendered  against  physi- 
cians employed  by  state  hospitals. 

29.  Inquiry  regarding  the  respon- 
sibility of  an  anesthetist  when  an  ex- 
plosion or  fire  occurs  in  the  operation 
of  anesthesia  apparatus. 

30.  Request  from  a physician  for 
information  as  to  whether  he  is  com- 
pelled by  law  to  notify  the  civil  au- 
thorities when  a case  involving  an 
obvious  assault,  comes  to  his  attention. 

3 1 . Inquiry  from  a physician  whose 
office  is  located  near  the  state  line 
as  to  his  privilege  of  practicing  across 
the  state  line. 

32.  Inquiry  from  a physician  as  to 
the  problem  presented  when  a patient 
suffering  from  a serious  neurologic 
condition  discharges  the  physician  in 
charge  of  the  case  and  refuses  to  con- 
sult a neurologic  surgeon  and  calls  in 
a chiropractor. 

33.  Inquiry  from  a physician  con- 
cerning the  legality  of  a vasectomy. 

34.  Inquiries  from  numerous  phy- 
sicians as  to  the  scope  and  general 
plan  of  malpractice  defense  afforded  to 
members  of  the  Medical  Society  of  the 
State  of  New  York  under  the  Resolu- 
tion of  the  House  of  Delegates. 

35.  Requests  from  several  physi- 
cians for  sample  forms  to  be  used  for 
the  purpose  of  obtaining  consents  to 
operations  with  a particular  view  to- 
ward guarding  against  possible  actions 
based  upon  breach  of  warranty  or 
breach  of  contract. 

36.  Request  by  a county  society 
for  advice  as  to  the  applicability  to 
such  a society  of  Social  Security 
Legislation. 

Other  Counsel  Activities 

Your  Counsel  acting  with  the  Com- 
mittee on  Bylaws  has  examined  various 
proposed  Amendments  to  the  Constitution 


and  Bylaws  of  the  State  Society  and  of  a 
number  of  component  county  societies 
and  has  rendered  advice  and  made  sugges- 
tionsin  connection  therewith. 

Your  Counsel  has  frequently  conferred 
and  given  advice  to  Doctor  Harry  Aranow 
and  Doctor  David  Kaliski  in  connection 
with  the  operation  of  the  Workmen’s 
Compensation  Law. 

Your  Counsel  is  constantly  in  commu- 
nication with  Doctor  Peter  Irving,  Sec- 
retary and  General  Manager  of  the  Medi- 
cal Society  of  the  State  of  New  York,  with 
regard  to  many  legal  questions  which 
arise  almost  daily  in  connection  with  his 
work. 

Your  Counsel  participated  in  associa- 
tion with  consulting  counsel  in  confer- 
ences and  litigation  which  led  to  the  ter- 
mination of  the  contract  between  Mr. 
Gardiner  and  the  Medical  Society  of  the 
State  of  New  York. 

In  addition,  your  Counsel  has  also 
given  legal  advice  and  opinions  to  the 
various  committees  of  your  State  So- 
ciety. 

Scarcely  a day  goes  by  without  tele- 
phone calls  to  your  Counsel  by  members 
of  your  Society  seeking  advice  and  as- 
sistance on  various  problems  in  connection 
with  their  practice. 

Legislative  Advice  and  Activities 

At  the  writing  of  this  report  the  Legis- 
lature has  been  in  session  only  about 
one  month.  Your  Counsel  has  examined 
and  given  advice  with  respect  to  the  bills 
that  have  so  far  been  introduced  affecting 
the  medical  profession. 

Conclusion 

Once  again,  in  closing  this  report  we 
do  so  by  expressing  our  deep  apprecia- 
tion for  the  generous  co-operation  in 
court  and  consultation  furnished  us  by 
many  members  of  your  Society  in  the 
defense  of  malpractice  actions.  With- 
out this  co-operation  it  would  not  have 
been  possible  to  obtain  the  results  shown 
by  this  report. 

Respectfully  submitted, 
Lorenz  J.  Brosnan,  Counsel 
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Report  of  the  Journal  Planning  Committee 


To  the  House  of  Delegates 
Gentlemen: 

The  Journal  Planning  Committee  has 
functioned  under  the  resolution  adopted 
by  the  1938  House  of  Delegates,  which 
recommended  that  the  President  with  the 
approval  of  the  Council  appoint  and  set 
up  an  appropriate  Committee  to  consider 
ways  and  means  of  carrying  out  the  rec- 
ommendations of  the  House  of  Dele- 
gates regarding  the  publication  of  the 
Journal  and  Directory  and  the  man- 
agement of  the  technical  exhibits. 

As  soon  as  the  Council  authorized  the 
Board  of  Trustees  to  negotiate  with  the 
publisher  of  the  Journal  and  as  soon  as 
they  reached  an  agreement  that  they 
could  sign,  the  Planning  Committee 
meetings  were  called  into  conference  with 
the  Trustees  for  the  purpose  of  giving 
them  a background  of  information.  The 
Committee  gave  freely  of  time  and 
thought  to  the  publishing  of  the  Journal 
by  the  State  Society.  Each  meeting  was 
attended  by  the  full  membership.  An 
agreement  for  printing  was  made  with 
the  Mack  Printing  Company  of  Easton, 
Pennsylvania.  Details  of  editorial  work, 
business  management,  the  procuring  of 
advertising,  and  the  development  of  a 
new  format  and  other  details  were  ar- 
ranged and  approved  by  the  Council. 

The  old  Journal  Management  Com- 
mittee carried  on  until  January  1,  and 
then  a new  Publication  Committee  was 
suggested  to  the  Council  to  carry  on 
when  the  Society  became  free  to  publish 
the  Journal  directly  from  its  own  offices. 

The  Bureaus  of  Public  Relations  and 


Publications  have  been  merged  into  a 
Department  of  Publication,  and  details 
have  been  arranged. 

The  Council  approved  the  personnel 
of  the  Publication  Committee  recom- 
mended by  the  Planning  Committee. 
This  Committee  has  been  given  the  task 
of  employing  such  office  force  and  using 
such  advertising  means  as  would  be 
necessary  for  the  Journal.  The  ad- 
ministration of  the  production  and  dis- 
tribution of  the  Journal  has  been  placed 
under  the  direction  of  the  General 
Manager  of  the  Society. 

The  specifications  and  changes  in  the 
format  of  the  Journal  have  been  worked 
out.  It  is  unnecessary  to  describe  them 
when  the  Society  has  the  means  of  seeing 
the  Journal  itself. 

The  new  Publication  Committee  has 
carried  out  its  work,  found  ways  of  pub- 
lishing the  Journal,  established  its  offices, 
and  arranged  for  its  business  manage- 
ment. The  Society  now  controls  and 
publishes  its  own  Journal. 

The  management  of  exhibits  will  be 
carried  on  under  the  General  Manager  by 
an  experienced  member  of  the  Publication 
Committee,  Dr.  A.  L.  Loomis  Bell  of 
Brooklyn,  at  a minimum  of  expense  to 
the  Society  without  employment  of  an 
outside  individual. 

William  H.  Ross,  Chairman 
Donald  S.  Childs 
George  W.  Cottis 
Homer  L.  Nelms 
Thomas  A.  McGoldrick 


Report  of  the  Committee  on  the 
Revision  of  the  Principles  of  Professional  Conduct 

T o the  House  of  Delegates 
Gentlemen: 

In  undertaking  this  task  your  special  studied  the  Principles  of  Professional 
committee  of  five  has  carefully  read  and  Conduct  of  the  Medical  Society  of  the 
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State  of  New  York,  and  also  of  the  Ameri- 
can Medical  Association.  There  is  much 
for  serious  thought  in  both,  but  inasmuch 
as  this  order  to  recodify  is  limited  to  the 
principles  as  adopted  by  the  Medical 
Society  of  the  State  of  New  York,  we  have 
concentrated  on  these  principles. 

The  sections  to  which  we  would  particu- 
larly like  to  call  attention  are : 

Section  31 — Relative  to  Advertising 

Section  32 — Relative  to  Commission  or 
Bonus 

Section  35 — Relative  to  Unprofessional 
Conduct 


Section  39 — Relative  to  Enforcement, 
Discipline,  and  Punishment 

We  are  convinced  that  suitable  changes 
would  be  so  far-reaching  as  to  require  a 
continued  and  careful  further  study  of 
these  sections  and  therefore  we  recom- 
mend that  this  committee  be  continued 
for  another  year  before  making  its  final 
report. 

Respectfully  submitted, 

Orrin  S.  Wightman,  M.D.,  Chairman 

Otto  A.  Faust 

Leo  F.  Simpson 

Albert  A.  Gartner 

Harry  E.  Wheelock 


Amendments  to  Constitution  and  Bylaws 


To  the  House  of  Delegates 
Gentlemen: 

Certain  amendments  and  revisions  are 
before  you  for  action  at  your  1939  Annual 
Meeting. 

The  first  was  introduced  formally  on 
May  9,  1938 , by  the  Council  at  the  sugges- 
tion of  the  Board  of  Trustees: 

Bylaws 

Chapter  I,  Section  2 

Add  to  (a)  new  sentence  following  the 
words  “and  payable”: 

“The  dues’  year  shall  coincide  with 
the  fiscal  year,  July  1st  to  June  30th 
of  the  succeeding  year.” 

Change  (b),  first  sentence,  by  deleting 
the  words  “May  31”  and  inserting  the 
words  “December  31st,”  making  it  read: 

“A  member  whose  dues  and  assess- 
ments are  unpaid  after  December  31st 
of  any  current  year  is  not  in  good 
standing.” 

Change  (c),  first  sentence,  by  deleting 
the  words  “December  31”  and  inserting 
the  words  “June  30th,”  making  it  read: 

“A  member  whose  dues  and  assess- 


ments are  unpaid  after  June  30th  of 
any  current  year  shall  automatically 
be  dropped  from  the  rolls  of  member- 
ship. . . .” 

Add  a new  portion  to  be  known  as  (d)  to 
read  as  follows: 

“The  change  of  the  dues’  year  shall 
first  become  operative  on  July  1st, 
1940,  provided,  however,  that  County 
dues  and  State  assessment  shall  be 
paid  at  half  the  annual  rate  for  the  six 
months’  period,  January  1st,  1940,  to 
June  30th,  1940,  the  full  regular  an- 
nual rate  to  be  paid  thereafter,  as 
hereinbefore  provided.” 

In  the  event  of  the  adoption  by  the  House 
of  Delegates  of  the  foregoing  sentences, 
(a),  (b),  (c),  and  (d),  it  will  be  necessary 
to  change  the  following  previously  sug- 
gested amendment  (d)  : 

“Dues  and  State  assessment  of  a 
member  elected  or  reinstated  after 
November  1st  shall  be  credited  to  the 
ensuing  calendar  year;  all  rights  and 
privileges  of  membership,  however, 
dating  from  the  time  of  election.” 
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to  read  as  follows: 

“(e)  Dues  and  State  assessment  of  a 
member  elected  or  reinstated  after 
May  1st  shall  be  credited  to  the  en- 
suing calendar  year;  all  rights  and 
privileges  of  membership,  however, 
dating  from  the  time  of  election.” 

In  the  event  that  the  amendments  chang- 
ing the  dues’  year  should  not  be  adopted, 
there  would  still  be  before  the  House  for 
action  the  previously  suggested  amend- 
ment to  Section  1,  which  would  become 
sentence  (d),  allowing  dues  collected  after 
November  1st  to  be  credited  to  the  en- 
suing calendar  year. 

The  second  was  also  submitted  by  the 
Council  amending: 

Chapter  XV 

Amend  by  adding  a new  Section  7 to  read  : 

“The  component  County  Medical  So- 
cieties, their  officers,  committeemen, 
and  members  shall  not  initiate  any 
policy,  propose  any  legislation  or 
participate  in  any  activities  that  are 
contrary  to  the  policies  of  the  Medical 
Society  of  the  State  of  New  York. 
This  shall  not  be  interpreted  to  pre- 
vent a component  County  Society 
from  initiating  any  policy  applicable 
to  the  profession  within  its  boundaries 
and  within  the  framework  of  adopted 
policy  of  the  Medical  Society  of  the 
State  of  New  York.” 

A third  amendment  was  introduced  by  the 
Board  of  Trustees: 

Amend  Section  2,  Chapter  V,  by  the  in- 
sertion before  the  last  sentence  of  the 
following : 

“The  Board  of  Trustees  shall  make  and 
execute  all  contracts  for  the  Society.” 

The  fourth  provides  for  amendments  and 
revisions  of  the  Constitution  and  Bylaws  in 
accord  with  notice  formally  given  by  Dr. 
James  F.  Rooney  to  the  1938  House  of 
Delegates  in  the  following  statement: 

“I  desire  to  give  notice  that  I propose  to 


submit  an  amendment  to  Article  IV  of  the 
Constituton  and  Chapter  IV  of  the  By- 
laws, and  to  make  such  other  changes  in 
other  Articles  and  Sections  as  to  bring 
the  whole  Constitution  and  Bylaws  into 
conformity.  In  view  of  the  fact  that  this 
will  require  quite  an  extended  survey  of 
the  interrelationship  of  all  of  the  pro- 
visions, I desire  to  give  this  verbal  notice, 
and  to  state  that  after  consultation  with 
the  Counsel  of  the  Society  I shall  submit 
the  written  proposals  in  time  to  meet  the 
requirement  of  the  Constitution  and  By- 
laws concerning  the  publication  of  pro- 
posed amendments  thereto.” 

Dr.  Rooney  has  submitted  the  following 
amendments. 

“That  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be 
amended  as  follows: 

Constitution 
Article  IV — Council 

That  Article  IV  be  deleted  and  the  follow- 
ing substituted: 

“The  Council  shall  be  composed  of 
(a)  officers  of  the  Society;  (b)  chair- 
men of  the  standing  committees  ; 
(c)  the  retiring  President  for  a term  of 
one  year  after  his  term  of  office  ex- 
pires.” 

Article  V — Officers 

That  Article  V be  amended  by  adding 
after  the  word  “Delegates,”  “five  Trustees 
and  one  Councilor  from  each  District 
Branch,  who  shall  be  the  President 
thereof”;  and  that  the  last  sentence  of 
the  present  Article  V be  deleted  and  the 
following  substituted  therefor: 

“The  officers  shall  take  office  at  the 
termination  of  the  annual  meeting  at 
which  they  were  elected  with  the  ex- 
ception of  the  Councilors  elected  by 
the  District  Branches,  who  shall  take 
office  at  the  termination  of  the  next 
annual  meeting  of  the  State  Society.” 
That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended 
to  read  as  follows : 
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Bylaws 

Chapter  II — Section  1 

That  Section  1 (c)  be  amended  by  delet- 
ing the  first  sentence,  to  wit:  “the  Presi- 
dents of  the  District  Branches  sitting  as 
District  Delegates.”  and  adding  a new 
sub-paragraph  “(d)  the  chairmen  of 
Standing  Committees.”  Section  1 will 
then  read  as  follows : 

Sec.  1.  The  House  of  Delegates 
shall  be  composed  of  (a)  Delegates 
elected  by  the  component  County 
Medical  Societies;  (b)  Officers  of  the 
Society  and  other  members  of  the 
Council  and  of  the  Board  of  Trustees; 
(c)  Past  Presidents  of  the  Society 
shall  be  life  members  of  the  House  of 
Delegates;  and  (d)  the  chairmen  of 
Standing  Committees.  Each  com- 
ponent County  Society  shall  be  en- 
titled to  elect  as  many  delegates  as 
there  shall  be  State  Assembly  Districts 
in  such  County  at  the  time  of  the 
election,  but  each  component  County 
Medical  Society  shall  be  entitled  to 
elect  at  least  one  delegate.  A com- 
ponent Society  representing  by  its 
name  more  than  one  County  shall  be 
entitled  to  as  many  delegates  as  there 
are  Assembly  Districts  in  the  Counties 
named  in  the  title  of  such  Society. 

That  Section  8 be  amended  by  changing 
item  12  to  read  “Reports  of  the  Council- 
ors,” item  13  to  read  “Reports  of  the 
Standing  Committees,”  and  renumbering 
the  balance  of  the  section.  Section  8 will 
then  read  as  follows : 

Sec.  8.  The  following  shall  be  the 
order  of  business  at  the  sessions  of  the 
House  of  Delegates: 

1 . Calling  the  meeting  to  order. 

2.  Report  of  Reference  Committee 
on  Credentials. 

3.  Roll  call  by  the  Secretary. 

4.  Reading  the  minutes  of  the 
previous  meeting. 

5.  Report  of  the  President. 

6.  Address  by  the  President-Elect. 

7.  Report  of  the  Board  of  Censors. 

8.  Report  of  the  Council. 


9.  Report  of  the  Secretary. 

10.  Report  of  the  Treasurer. 

11.  Report  of  the  Board  of  Trustees. 

12.  Reports  of  the  Councilors. 

13.  Reports  of  the  Standing  Com- 
mittees. 

14.  Reports  of  the  Special  Commit- 
tees. 

15.  Reports  of  Reference  Commit- 
tees. 

16.  Unfinished  business. 

17.  New  business. 

18.  Adjournment. 

Chapter  III 

That  Chapter  III,  Section  1 be  amended 
by  deleting  the  following  words  in  the 
first  sentence,  “members  of  the  Council” 
and  substituting  therefor,  “chairmen  of 
Standing  Committees,”  Section  1 will 
then  read  as  follows: 

Sec.  1.  The  Officers,  chairmen  of 
Standing  Committees,  and  of  the 
Board  of  Trustees  of  the  Society,  and 
the  Delegates  to  the  American  Medi- 
cal Association  shall  be  elected  as  the 
first  business  of  the  second  day’s 
session  of  the  annual  meeting  of  the 
House  of  Delegates.  No  member  of 
the  Society  who  is  in  arrears  for  county 
dues  or  State  Society  per  capita  assess- 
ment shall  be  eligible  for  any  office  or 
entitled  to  vote  for  any  officer,  mem- 
ber of  the  Council,  trustee  or  delegate. 

That  Section  2 be  amended  by  adding 
after  the  words  “Vice-Speaker  of  the 
House  of  Delegates”  the  words  “chairmen 
of  Standing  Committees”  and  that  the 
last  paragraph  of  said  Section  2,  beginning 
with  the  words  “Three  members”  and 
ending  with  the  words  “unexpired  term” 
be  deleted.  Section  2 will  then  read  as 
follows : 

Sec.  2.  The  President,  the  Presi- 
dent-Elect, who  shall  serve  as  first 
Vice-President,  the  second  Vice-Presi- 
dent, the  Secretary,  the  Assistant 
Secretary,  the  Treasurer,  the  Assistant 
Treasurer,  the  Speaker  and  the  Vice- 
Speaker  of  the  House  of  Delegates,  and 
chairmen  of  Standing  Committees 
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shall  be  elected  for  one  year  or  until 
their  successors  have  been  duly  chosen. 

That  Section  4 be  amended  by  deleting 
the  following  words  in  the  first  sentence, 
“other  members  of  the  Council”  and  the 
following  substituted  therefor,  “chairmen 
of  Standing  Committees.”  Section  4 will 
then  read  as  follows: 

Sec.  4.  The  first  order  of  business 
on  the  second  day  of  the  session  of  the 
House  of  Delegates  of  each  annual 
meeting  shall  be  the  nominations  for 
officers  of  the  Society  and  chairmen  of 
Standing  Committees,  a member  of 
the  Board  of  Trustees,  delegates  to  the 
American  Medical  Association,  and  the 
appointment  of  a sufficient  number  of 
tellers  by  the  Speaker.  After  all 
nominations  have  been  made  the 
Secretary  shall  cause  to  be  displayed  in 
full  sight  of  the  delegates  a list  of 
nominees  for  each  office  arranged  in 
alphabetical  order,  and  shall  also  cause 
to  be  distributed  a sufficient  number  of 
blank  ballots  for  the  use  of  the  House 
of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  ap- 
propriate headings  for  each  office  with 
spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or 
candidates  to  be  voted  for. 

Chapter  IV — Council 

That  the  present  Chapter  IV  be  deleted 
and  the  following  substituted  therefor: 

Chapter  IV 
Council 

Sec.  1.  The  Council  shall  meet  at 
the  close  of  the  annual  meeting  of  the 
House  of  Delegates.  The  members  of 
the  Council  shall  hold  office  until  their 
successors  are  duly  elected  and  quali- 
fied. 

Sec.  2.  It  shall  meet  twice  a year, 
the  time  and  place  to  be  selected  by 
the  President,  and  it  shall  meet  at 
other  times  upon  the  request  in  writ- 
ing of  five  members  of  the  Council,  or 
upon  the  call  of  the  President. 


Sec.  3.  A quorum  shall  consist  of 
eleven  members. 

Sec.  4.  The  Council  shall  be  the 
executive  and  administrative  body  of 
the  Society  and  shall  control  all  ar- 
rangements for  the  annual  meeting; 
shall  elect  an  Executive  Committee  of 
the  Council  to  carry  on  during  the 
interim  between  the  regular  meetings 
of  the  Council  the  affairs  and  the 
business  of  the  Society.  Its  action 
shall  be  governed  by  the  Constitution 
and  Bylaws  of  the  Society  and  the 
rules  and  regulations  of  the  House  of 
Delegates.  It  shall  have  power  to 
employ  legal  counsel. 

Sec.  5.  The  Council  shall  take 
such  action  as  is  necessary  to  carry  out 
the  Constitution  and  Bylaws  and  to 
give  full  effect  to  any  resolution  or 
vote  of  the  House  of  Delegates.  It 
shall  also  have  power  to  legislate  as  a 
House  of  Delegates,  when  the  latter 
is  not  in  session,  on  all  matters  con- 
sistent with  the  Constitution  and  By- 
laws. Such  legislative  action  of  the 
Council  shall  not  become  effective  or 
binding  on  the  Society  until  approved 
by  a majority  of  a referendum  vote  of 
the  House  of  Delegates;  provided  a 
majority  of  the  House  of  Delegates 
vote  thereon  within  fifteen  days  after 
the  mailing  of  the  question  submitted 
for  referendum.  The  Secretary  shall 
send  the  question  for  referendum  vote 
to  all  the  members  of  the  House  of 
Delegates. 

The  Council  shall  have  power  to  fill 
any  vacancies  which  may  occur  in  any 
elective  office  not  otherwise  provided 
for,  until  the  next  annual  meeting  of 
the  House  of  Delegates. 

Sec.  6.  The  following  shall  be  the 
order  of  business  at  meetings  of  the 
Council : 

1 . Calling  the  meeting  to  order. 

2.  Roll  call  by  the  Secretary. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Reports  of  chairmen  of  standing 
and  special  committees. 

6.  Unfinished  business. 

7.  New  business. 
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Chapter  V — Executive  Committee 

That  a new  chapter  reading  as  follows  be 
inserted  to  follow  the  present  Chapter  IV 
to  become  “Chapter  V”  entitled  “Execu- 
tive Committee.” 

Chapter  V 
Executive  Committee 

Sec.  1.  At  its  first  regular  meeting 
the  Council  shall  choose  by  a majority 
vote  five  members  of  the  Council, 
three  of  whom  shall  be  councilors,  who 
together  with  the  President,  the  Presi- 
dent-elect, the  Secretary,  the  Treasurer 
and  the  immediate  Past  President  shall 
constitute  the  Executive  Committee. 
Candidates  for  election  to  the  Execu- 
tive Committee  shall  be  nominated  by 
the  President,  but  other  candidates 
may  be  nominated  by  any  member  of 
the  Council.  The  Executive  Com- 
mittee shall  hold  office  until  the  follow- 
ing annual  meeting  of  the  Council  or 
until  their  successors  shall  be  duly 
chosen.  The  Executive  Committee 
shall,  when  elected,  organize  immedi- 
ately under  the  Chairmanship  of  the 
President  of  the  Society  and  proceed 
to  elect  a Vice-Chairman.  The  Execu- 
tive Committee  shall  hold  regular 
meetings  at  times  and  places  that  shall 
be  fixed  by  the  Chairman,  and  any  two 
members  of  the  Executive  Committee 
may  require  the  Chairman  thereof  to 
call  a meeting  for  such  time  and  place 
as  shall  be  designated  by  them  in 
writing,  of  which  the  members  shall 
have  at  least  two  days’  notice.  Five 
members  shall  constitute  a quorum. 
It  shall  prepare  a budget  to  be  acted 
upon  by  the  Board  of  Trustees. 

Sec.  2.  The  following  shall  be  the 
order  of  business  at  meetings  of  the 
Executive  Committee: 

1.  Calling  the  meeting  to  order. 

2.  Roll  call. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Reports  of  committees. 

6.  Unfinished  business. 

7.  New  business. 


Sec.  3.  The  Executive  Committee 
shall  superintend  all  publications  of 
the  Society  and  their  distribution  and 
shall  have  authority  to  appoint  a 
Publication  Committee,  and  Editor 
and  such  assistants  as  it  may  deem 
necessary  and  provide  for  the  publica- 
tion of  official  pronouncements  of 
component  county  societies  when  re- 
quested by  said  society.  The  Stand- 
ing and  Special  Committees  of  the 
Society  shall  report  to  the  Executive 
Committee  and  shall  be  subject  to  the 
jurisdiction  of  the  Council  or  the 
Executive  Committee  when  the  House 
of  Delegates  is  not  in  session.  No 
Standing  or  Special  Committee  shall 
inaugurate  or  initiate  any  policy  or 
commit  the  Society  to  any  policy  un- 
less the  same  has  been  expressly  ap- 
proved by  the  House  of  Delegates, 
and/or  the  Council  and/or  the  Execu- 
tive Committee.  The  Executive  Com- 
mittee shall  have  such  other  powers 
and  duties  as  may  be  delegated  to  it 
from  time  to  time  by  the  Council.  It 
shall  act  as  adviser  to  the  legal  counsel 
of  the  Society  in  suits  brought  against 
members  of  the  Society  for  alleged 
malpractice.  It  shall,  with  the  aid  of 
the  legal  counsel,  examine  the  Con- 
stitution and  Bylaws  of  component 
County  Societies  and  District  Branches, 
and  all  amendments  thereto  which  may 
be  submitted  to  the  Council  for  ap- 
proval, and  shall  report  to  the  Council 
its  approval  or  disapproval  thereof. 
The  Chairman  of  the  Executive  Com- 
mittee may  order,  or  any  two  members 
of  the  Committee  may  require  the 
Chairman  to  order,  a referendum  vote 
of  the  Council  on  any  question  that 
may  come  before  the  Executive  Com- 
mittee and  members  of  the  Council 
may  vote  thereon  by  mail,  telegram,  or 
telephone.  The  poll  on  the  question 
so  submitted  shall  be  closed  at  the  ex- 
piration of  one  week  after  the  mailing 
of  the  question  and  if  the  members 
of  the  Council  voting  shall  comprise 
a majority  of  all  the  members  of  the 
Council,  a majority  of  such  vote  shall 
determine  the  question  and  be  binding 
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upon  the  Council  and  the  Executive 
Committee. 

Sec.  4.  In  case  of  any  vacancy 
in  the  Executive  Committee  through 
death,  resignation,  disqualification,  or 
other  cause,  the  Chairman  shall  ap- 
point a successor  to  fill  such  vacancy 
until  the  next  meeting  of  the  Council. 

Sec.  5.  The  Executive  Committee 
shall  have  charge  of  the  administrative 
and  business  affairs  of  the  Society 
while  the  Council  is  not  in  session ; and 
may  adopt  rules  and  regulations  in 
conformity  with  the  Constitution  and 
Bylaws  of  the  Society  or  to  the  rules, 
regulations,  or  orders  of  the  House  of 
Delegates  or  of  the  Council. 

That  the  present  Chapter  V (Board  of 
Trustees)  be  renumbered  to  become  Chap- 
ter VI. 

That  the  present  Chapter  VI  (Censors) 
become  Chapter  IX. 

That  the  present  Chapter  VII  be  deleted 
and  the  following  substituted  therefor: 

Chapter  VII 
Duties  of  Officers 

Sec.  1.  The  President  shall  preside 
at  all  meetings  of  the  Society,  the 
Council,  and  the  Censors.  He  shall  be 
Chairman  of  the  Executive  Com- 
mittee. He  shall  be  ex-officio  member 
of  the  Board  of  Trustees  and  of  all 
committees.  He  shall  appoint  all 
committees  not  otherwise  provided  for. 
He  shall  deliver  an  address  at  the 
annual  meeting  of  the  Society.  He 
shall  perform  such  other  duties  as  the 
House  of  Delegates  or  the  Council 
shall  require.  He  shall  not  accept  any 
civic  or  public  duties  without  the  ad- 
vice and  consent  of  the  Council. 

Sec.  2.  The  ranking  Vice-President 
in  the  absence  of  the  President  shall 
perform  the  duties  of  such  officer.  In 
the  event  of  the  President’s  death, 
resignation,  removal,  incapacity  or 
refusal  to  act,  the  ranking  Vice-Presi- 
dent shall  succeed  him. 


Sec.  3.  The  President-Elect  shall 
perform  no  specific  duties  other  than 
those  of  a member  of  the  Council  and 
the  Executive  Committee.  He  shall 
not  accept  any  civic  or  public  duties 
without  the  advice  and  consent  of  the 
Council. 

Sec.  4.  The  Speaker  shall  preside 
at  all  meetings  of  the  House  of  Dele- 
gates. He  shall  appoint  all  parlia- 
mentary committees  serving  during 
the  meeting  of  the  House  of  Delegates. 

Sec.  5.  The  Vice-Speaker  shall  per- 
form the  duties  of  the  Speaker  when 
requested  by  the  Speaker  to  do  so,  or 
in  case  of  the  absence,  death,  resigna- 
tion or  refusal  of  the  Speaker  to  act. 

Sec.  6.  The  Secretary  shall  attend 
all  meetings  of  the  Society,  the  House 
of  Delegates,  the  Council,  Board  of 
Trustees,  the  Executive  Committee  of 
the  Council,  and  the  Censors,  and  shall 
keep  minutes  of  their  respective  pro- 
ceedings in  separate  records.  He  shall 
be  responsible  for  and  have  general 
charge  of  the  Society’s  offices  and  the 
employees  therein.  He  shall  be  the 
custodian  of  the  seal  of  the  Society, 
and  of  all  books  of  records  and  papers 
belonging  to  the  Society,  except  such  as 
properly  belong  to  the  Treasurer,  and 
shall  keep  an  account  of,  and  promptly 
turn  over  to  the  Treasurer,  all  funds  of 
the  Society  which  come  into  his  hands. 
He  shall  provide  for  the  registration  of 
the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  co-opera- 
tion of  the  secretaries  of  the  county 
societies,  he  shall  keep  a proper  register 
of  all  the  registered  physicians  of  the 
State  by  counties.  He  shall  aid  the 
Councilors  in  the  organization  and 
improvement  of  the  county  societies 
and  the  extension  of  the  power  and 
influence  of  the  Society.  He  shall 
conduct  the  official  correspondence, 
notifying  members  of  meetings,  officers 
of  their  election  and  committees  of 
their  appointment  and  duties.  He 
shall  affix  the  seal  of  the  Society  to  all 
credentials  issued  to  members  of  the 
Society  elected  by  the  House  of  Dele- 
gates and  to  such  other  papers  and 
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documents  as  may  require  the  same. 
He  shall  make  an  annual  report  to  the 
House  of  Delegates  and  also  the  reports 
of  the  Council  and  the  Board  of  Cen- 
sors. He  shall  supply  each  county 
society  with  the  necessary  blanks  for 
making  their  annual  reports  to  this 
Society.  Acting  in  co-operation  with 
the  Committee  on  Scientific  Work  he 
shall  prepare  and  issue  all  programs. 
He  shall  be  ex-officio  a member  of  all 
standing  committees.  He  shall  record 
the  name  and  date  of  admission  of  each 
member  of  the  Society. 

Sec.  7.  The  Assistant  Secretary 
shall  aid  the  Secretary  in  the  work  of 
his  office  and  in  the  absence  or  dis- 
ability of  the  latter,  he  shall  perform  the 
duties  of  the  office  until  the  Secretary 
resumes  the  work,  or  in  case  of  a va- 
cancy until  a successor  shall  be  elected. 
He  shall  be  entitled  to  all  the  rights  and 
privileges  of  the  office  while  acting  as 
Secretary. 

Sec.  8.  The  Treasurer  shall  keep 
accurate  books  of  accounts  of  all 
moneys  of  the  Society  which  he  may 
receive,  and  shall  disburse  the  same 
when  duly  authorized  by  the  Board  of 
Trustees;  but  all  checks  drawn  by  the 
Treasurer  upon  the  funds  of  the  Society 
shall  be  countersigned  by  the  Secretary 
of  the  Society.  He  shall  collect,  on  or 
before  the  first  day  of  June  in  each 
year,  from  the  Treasurer  of  each 
component  county  society  the  State 
per  capita  assessment.  He  shall,  at  the 
expense  of  the  Society,  give  a bond  for 
the  faithful  performance  of  his  duties, 
which  shall  be  approved  by  the  Board 
of  Trustees  as  to  amount,  form,  and 
surety.  He  shall  make  an  annual  re- 
port to  the  House  of  Delegates  and, 
whenever  requested,  to  the  Board  of 
Trustees. 

Sec.  9.  The  Assistant  Treasurer 
shall  aid  the  Treasurer  in  the  work  of 
his  office,  and  in  the  absence  or  dis- 
ability of  the  latter,  he  shall  perform 
the  duties  of  the  office  until  the  Treas- 
urer resumes  the  work,  or  in  case  of  a 
vacancy  until  a successor  shall  be 
elected.  He  shall,  at  the  expense  of 


the  Society,  give  a bond  for  the  faithful 
performance  of  his  duties,  which  shall 
be  approved  by  the  Board  of  Trustees 
as  to  the  amount,  form,  and  surety. 
He  shall  be  entitled  to  all  the  rights  and 
privileges  of  the  office  while  acting  as 
Treasurer. 

Sec.  10.  Each  District  Councilor 
shall  visit  the  counties  of  his  district  at 
least  once  a year  and  make  a careful 
inquiry  of  the  condition  of  the  profes- 
sion in  each  county  in  his  district  and 
shall  report  thereon  to  the  House  of 
Delegates. 

That  a new  chapter  to  be  entitled  “Chap- 
ter VI 1 1”  be  interpolated  between  the 
present  Chapter  VII  and  Chapter  IX  and 
to  read  as  follows  : 

Chapter  VII 
Committees 

Sec.  1.  The  Committees  shall  be 
classified  as  Standing,  Reference,  and 
Special  Committees.  Standing  and 
Special  Committees  shall  report  to  the 
Council  and/or  the  Executive  Com- 
mittee and/or  the  House  of  Delegates. 

Committee  on  Scientific  Work. 

Committee  on  Legislation. 

Committee  on  Public  Health  and 
Medical  Education. 

Committee  on  Economics  and  Public 
Relations. 

Committee  on  Arrangements. 

Sec.  2.  The  Committee  on  Scien- 
tific Work  shall  consist  of  the  Chair- 
man, a member  to  be  nominated  by  the 
President  of  the  Society  and  elected  by 
the  Council,  and  the  Chairmen  of  the 
different  sections.  It  shall  hold  meet- 
ings and  prepare  the  necessary  pro- 
grams for  the  annual  meeting  of  the 
Society  and  for  such  other  special 
meetings  as  may  be  designated  by  the 
House  of  Delegates.  It  shall  forward 
programs  in  ample  time  for  publica- 
tion, and  not  later  than  thirty  days 
before  the  annual  session  shall  send  a 
completed  program  to  the  Secretary 
for  the  printing  of  the  final  program. 

Sec.  3.  The  Committee  on  Legisla- 
tion shall  consist  of  five  members  in- 
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eluding  the  Chairman.  It  shall  be  the 
representative  of  the  Society  on  all 
matters  of  medical  legislation  and  shall 
have  charge  of  all  hearings  before  the 
Committees  of  the  Legislature.  The 
component  county  societies  and  their 
committees  on  legislation  shall  co-oper- 
ate with  this  Committee  and  act  in 
harmony  with  it  on  all  such  matters. 
It  shall  keep  in  touch  with  professional 
and  public  opinion  on  matters  relating 
to  medical  legislation.  It  shall  repre- 
sent the  Society  in  procuring  the  en- 
actment of  the  medical  laws  of  the 
State,  in  the  interest  of  public  health 
and  of  scientific  medicine  as  will  best 
secure  and  promote  the  welfare  of  the 
whole  people.  It  shall  take  all  legal 
and  honorable  means  of  opposing  and 
preventing  all  vicious  legislation  detri- 
mental to  the  best  interests  of  the  pro- 
fession and  the  welfare  of  the  public. 

Sec.  4.  The  Committee  on  Public 
Health  and  Medical  Education  shall 
consist  of  five  members  including  the 
Chairman.  It  shall  be  the  function  of 
this  Committee  to  investigate,  study, 
and  report  to  the  House  of  Delegates 
on  matters  of  public  health,  preventive 
medicine,  and  medical  education.  It 
shall  gather  facts  regarding  the  activi- 
ties of  health  organizations,  both 
official  and  nonofficial,  and  report  to 
the  House  of  Delegates  regarding  the 
same  when  it  so  deems  necessary.  It 
shall  be  the  duty  of  this  Committee  to 
advise  the  House  of  Delegates  as  to 
plans  for  postgraduate  education  for 
the  general  profession  and  shall  be  in 
charge  of  carrying  out  such  plans  as  are 
approved  by  the  House  of  Delegates. 
It  shall  co-operate  with  similar  com- 
mittees of  component  county  societies 
in  carrying  out  recommendations  of  the 
House  of  Delegates  dealing  with  public 
health  and  medical  education. 

Sec.  5.  The  Committee  on  Eco- 
nomics and  Public  Relations  shall  con- 
sist of  five  members,  including  the 
Chairman.  The  function  of  this  Com- 
mittee shall  be  to  conduct  investiga- 
tions, to  gather  facts,  to  make  studies 
or  surveys  on  the  general  subject 


of  the  relationship  of  the  physician 
individually  and  collectively  with  the 
public.  It  shall  receive  matters  of 
general  public  information  and  study 
them  both  in  regard  to  their  effect 
upon  the  practice  of  medicine  in  pri- 
vate or  institutional  work.  It  shall  con- 
cern itself  with  the  financial  aspects  of 
the  practice  of  medicine,  throughout 
the  State  of  New  York,  especially  inso- 
far as  it  affects  the  efficiency  of  medical 
service  to  the  public.  It  shall  concern 
itself  with  all  economic  phases  regard- 
ing the  practice  of  medicine  in  hos- 
pitals, private  or  public  clinics,  com- 
mercial organizations,  and  other  insti- 
tutions established  for  diagnosis  and 
treatment. 

Sec.  6.  The  Committee  on  Arrange- 
ments shall  consist  of  nine  members, 
including  the  Chairman.  It  shall  pro- 
vide suitable  accommodations  for  the 
meeting  places  of  the  Society,  the 
House  of  Delegates,  and  the  Sections 
and  shall  make  all  necessary  arrange- 
ments for  these  meetings.  The  Chair- 
man of  the  Committee  shall  send  an 
outline  of  the  arrangements  to  the 
Secretary  for  publication  in  the  pro- 
gram, and  shall  make  such  announce- 
ments during  the  session  as  occasion 
may  require. 

Sec.  7.  The  Chairman  of  all  Stand- 
ing Committees  shall  be  elected  by  the 
House  of  Delegates  unless  otherwise 
provided  for  in  the  Bylaws.  The  re- 
maining members  shall  be  elected  by 
the  Council. 

Reference  Committees 

Sec.  8.  At  least  one  month  before 
the  meeting  of  the  House  of  Delegates 
the  Speaker  shall  appoint  such  Refer- 
ence Committees  as  he  shall  deem  ex- 
pedient for  the  purposes  of  the  meeting. 
Immediately  after  the  organization  of 
the  House  of  Delegates  he  shall  form- 
ally announce  the  appointments  to  the 
Committees.  Only  members  of  the 
House  of  Delegates  are  eligible  for  ap- 
pointment on  the  Reference  Com- 
mittees. Such  Committees  shall  con- 
sist of  five  members,  three  members 
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constituting  a quorum,  and  shall  serve 
during  the  meeting  at  which  they  are 
appointed. 

Sec.  9.  Reports  of  Officers  and 
Standing  Committees  shall  be  printed 
at  least  one  month  before  the  meeting 
of  the  House  of  Delegates  and  sent  to 
the  members  of  the  Reference  Com- 
mittee appointed  according  to  Section 
9,  for  their  preliminary  consideration. 
All  recommendations,  resolutions,  meas- 
ures and  propositions  presented  to  the 
House  of  Delegates  and  which  have 
been  duly  seconded  shall  be  referred  by 
the  Speaker  to  the  appropriate  Refer- 
ence Committee. 

Sec.  10.  Each  Reference  Com- 
mittee shall,  as  soon  as  possible,  take 
up  and  consider  such  business  as  may 
have  been  referred  to  it  and  shall  report 
when  called  upon  to  do  so. 

Special  Committees 

Sec.  11.  Special  Committees  may 
be  created  by  the  House  of  Delegates 
to  perform  the  special  functions  for 
which  they  are  created.  They  shall  be 
appointed  by  the  officer  presiding  over 
the  meeting  at  which  the  committee  is 
authorized,  if  such  committee  is  to 
conclude  its  work  during  said  meeting 
of  the  House  of  Delegates.  The 
President  shall  appoint  all  other  com- 
mittees unless  otherwise  ordered  by  the 
House  of  Delegates. 

Sec.  12.  A Special  Committee  on 
Prize  Essays  consisting  of  three  mem- 
bers, including  the  Chairman,  shall  be 
appointed  by  the  President.  Its  duty 
shall  be  to  receive  all  essays  offered  in 
competition  for  prizes  which  may  be 
offered  by  this  Society.  The  Com- 
mittee shall  make  all  necessary  rules 
and  regulations  for  the  award  of  prizes 
subject  to  the  terms  of  the  deeds  of 
gift,  and  shall  report  the  result  at  the 
next  annual  meeting  of  the  House  of 
Delegates.  They  shall  give  notice 
through  the  Society’s  publication  or  by 
other  methods  within  thirty  days  after 
their  appointment,  of  the  amount  of 
the  prize  and  when  the  essays  shall  be 
submitted  to  the  Committee. 


Sec.  13.  Any  member  of  the  Society 
shall  be  eligible  to  serve  on  Standing  or 
Special  Committees.  All  members  of 
committees,  who  are  not  members  of 
the  House  of  Delegates,  shall  have  the 
right  to  present  their  reports  in  person 
to  the  House  of  Delegates  and  to 
participate  in  the  debate  thereon,  but 
shall  not  have  the  right  to  vote. 

Sec.  14.  Completion  of  Work.  In 
all  cases  where  certain  work  is  being 
performed  or  problems  studied  by 
Standing  or  Special  Committees,  such 
work  or  study  shall  not  be  considered 
finished  when  the  tenure  of  office  of 
such  Committee  ends  but  shall  be 
continued  by  the  succeeding  Commit- 
tee. 

That  the  present  Chapter  VIII  (Direction 
of  Activities)  to  become  Chapter  XII. 

That  the  present  Chapter  IX  (Meetings) 
be  renumbered  and  become  Chapter  X. 

That  the  present  Chapter  X (Expenses) 
be  renumbered  and  become  Chapter  XI. 

That  the  present  Chapter  XIII  remain 
the  same. 

That  Chapter  XIV  be  amended  to  read  as 
follows  : 

Chapter  XIV 
District  Branches 

Sec.  1.  Each  District  Branch  shall  elect 
a President  for  two  years  who  shall  be 
the  Councilor  for  that  Branch. 

Sec.  2.  Each  District  Branch  shall  elect 
such  officers  as  are  provided  for  in  its 
Bylaws  who  shall  attend  the  business 
meetings  of  the  Branch. 

That  the  present  Chapter  XV,  Chapter 
XVI,  Chapter  XVII,  and  Chapter 
XVII  remain  the  same. 

These  amendments  to  the  Bylaws  will 
take  effect  at  the  termination  of  the 
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Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  in  1940. 

All  of  the  foregoing  amendments,  having  been 
properly  introduced,  are  here  published 


as  provided  in  the  present  Bylaws,  Chapter 
XVIII. 

James  M.  Flynn,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 


Report  of  the  First  District  Branch 


T o the  House  of  Delegates 
Gentlemen: 

The  32nd  Annual  Meeting  of  the  First 
District  Branch  was  held  on  November 
17,  1938,  at  the  New  York  Hospital  and 
Cornell  Medical  School.  A full  day  was 
devoted  to  sessions  consisting  of  lectures, 
demonstrations,  operative  clinics  in  gen- 
eral surgery,  orthopedic  surgery,  pedi- 
atrics, obstetrics  and  gynecology,  hema- 
tology, diabetes  and  endocrinology,  neu- 
rology and  psychiatry,  roentgenology, 
urology,  ophthalmology,  and  otolaryn- 
gology. 

After  the  luncheon,  which  was  praised 
for  its  excellence,  the  assembled  physi- 
cians were  addressed  briefly  by  Mr.  Smith, 
chairman  of  the  New  York  Hospital 
Board,  and  by  the  medical  heads  of  the 
various  branches  and  services. 

Dr.  West  presided  at  the  regular 
business  meeting. 

This  meeting  was  addressed  by  Mr. 
Murray  Sargent,  executive  officer  of  the 
hospital,  in  the  form  of  a short  word  of 
welcome. 

This  was  followed  by  appointment  of  a 
nominating  committee,  consisting  of  Dr. 
Stanwix  of  Yonkers,  Dr.  Holman  of 
Orange,  and  Dr.  Nott,  of  Westchester, 
which  brought  in  the  following  slate: 
for  president,  Theodore  West,  West- 
chester County;  1st  vice-president,  A.  N. 
Selman,  Rockland  County;  2nd  vice- 
president,  M.  R.  Bradner,  Orange 
County;  secretary,  I,  J.  Landsman, 


Bronx  County;  treasurer,  H.  C.  Taylor, 
Jr.,  New  York  County. 

These  men  were  then  duly  elected  as 
the  officers  of  the  First  District  Branch  for 
the  ensuing  two  years.  Brief  talks  fol- 
lowed. The  President  of  the  State 
Society  took  as  his  title  “An  Optimistic 
Note  on  the  Future  of  Medicine”;  the 
Secretary  of  the  State  Medical  Society, 
Dr.  Peter  Irving,  equally  optimistic, 
spoke  on  “Cash  Indemnity  Insurance”; 
Dr.  Joseph  Lawrence,  on  “Medical  Care 
of  the  Indigent”;  and  Dr.  West  made  the 
concluding  remarks. 

The  meeting  was  well  attended,  and 
the  keen  interest  shown  by  the  member- 
ship in  the  previous  annual  meetings 
encouraged  the  officers  to  plan  this 
meeting  along  the  same  general  lines, 
and  it  is  very  obvious  that  this  one  day 
postgraduate  study  has  become  a favorite 
with  the  members  of  the  First  District 
Branch. 

The  success  of  the  annual  meetings  of 
the  past  two  years  has  demonstrated  the 
fact  that  there  is  a definite  place  for  the 
First  District  Branch  in  the  metropolitan 
district,  and  that  meetings  can  well  be 
clinical  in  character.  It  is  hoped  that  a 
similar  meeting  will  be  held  next  fall,  and 
that  it  will  continue  the  high  standards 
which  have  been  previously  set. 

Respectfully  submitted, 

Theodore  West,  President 

February  23,  1939 
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Report  of  the  Second  District  Branch 


To  the  House  of  Delegates 
Gentlemen: 

The  Annual  Meeting  of  the  Second  Dis- 
trict Branch  was  held  at  the  Garden  City 
Hotel  on  November  16,  1938.  A full 
day’s  scientific  program  on  the  subject 
of  diseases  of  the  gastrointestinal  tract 
met  with  the  approval  of  some  two 
hundred  physicians  in  attendance.  The 
morning’s  program  was  devoted  to  a 
pathologic  exhibit  on  the  various  phases 
of  diseases  of  the  gastrointestinal  tract, 
under  the  chairmanship  of  Dr.  Theodore 
J.  Curphey.  Pathologists  of  Brooklyn 
and  Long  Island  hospitals  who  partici- 
pated were:  Dr.  Alfred  Angrist,  Queens 

General  Hospital;  Dr.  Edward  J.  Bux- 
baum,  Jamaica  Hospital;  Dr.  Theodore  J. 
Curphey,  Meadowbrook  Hospital,  Medical 
Examiner,  Nassau  County;  Dr.  Earl  B. 
Erskine,  Mary  Immaculate  Hospital ; Dr. 
Harold  Fink,  Coney  Island  Hospital; 
Dr.  Louise  D.  Larimore,  North  County 
Community  Hospital,  Glen  Cove;  Dr. 
Max  Lederer,  Jewish  Hospital,  Brooklyn; 
Dr.  Lawrence  Sophian,  Nassau  Hospital. 

The  afternoon  program  was  devoted  to 
lectures  on  the  medical  and  surgical  as- 
pects of  the  subject  under  consideration. 
Physicians  in  attendance  had  the  pleasure 
of  listening  to  the  following  addresses  and 
speakers : 

“Medical  Management  of  Peptic  Ul- 
cer,” by  Dr.  Albert  F.  R.  Andresen, 
Brooklyn ; ‘ ‘Treatment  of  Gastric  Hemor- 
rhage,” by  Dr.  John  B.  D’Albora,  Brook- 
lyn; “Surgical  Indications  in  Diseases 
of  the  Gastroduodenal  Tract,”  by  Dr. 
Benjamin  W.  Seaman,  Hempstead;  “Sur- 


gical Indications  in  Diseases  of  the 
Colon,”  by  Dr.  Charles  C.  Murphy, 
Amityville;  “Gastrointestinal  Allergy,” 
by  Dr.  Matthew  Walzer,  Brooklyn;  and 
“Interesting  Gastrointestinal  X-Ray  Case 
Reports,”  by  Dr.  I.  S.  Startz,  Elm- 
hurst. 

A luncheon  at  the  hotel  was  attended 
by  approximately  175  physicians  and 
members  of  the  Woman’s  Auxiliaries  of 
the  Medical  Societies  of  the  Counties  of 
Kings,  Queens,  Nassau,  and  Suffolk. 
The  speakers’  table  was  graced  by  the 
President  of  the  State  Society  Woman’s 
Auxiliary,  Mrs.  Daniel  J.  Swan,  as  well 
as  the  past  president  of  the  State  Society 
Woman’s  Auxiliary  and  the  presidents  of 
the  County  Woman’s  Auxiliaries.  The 
officers  of  the  Second  District  Branch  are 
grateful  to  Mrs.  James  M.  Dobbins,  Chair- 
man of  the  Committee  on  Arrangements 
of  the  four  county  auxiliaries,  and  the 
members  of  her  committee  for  their  co- 
operation in  making  the  annual  meeting 
a social  success. 

We  were  honored  by  the  presence  of 
officers  of  the  State  Society — Dr.  William 
A.  Groat,  President,  Dr.  Terry  M. 
Townsend,  President-Elect,  and  Dr. 
Joseph  Lawrence,  Executive  Officer. 

The  general  enthusiasm  at  the  meeting 
and  the  opportunity  for  social  and  pro- 
fessional relationships  among  the  four 
counties  of  Long  Island  was  made  pos- 
sible only  by  the  existence  of  the  district 
branch. 

Respectfully  submitted, 

Irving  Gray,  President 
February  10,  1939 


Report  of  the  Third  District  Branch 


T o the  House  of  Delegates 
Gentlemen: 

The  Third  District  Branch,  composed 
of  the  Counties  of  Albany,  Columbia, 
Greene,  Rensselaer,  Schoharie,  Sullivan, 


and  Ulster,  held  its  Thirty-second  An- 
nual Meeting  at  the  Central  High  School 
Auditorium  in  Cobleskill,  New  York, 
September  20,  1938.  Over  a hundred 
members  were  present,  besides  several 
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guests  from  neighboring  medical  districts. 

Dr.  Carolyn  L.  Olendorf  of  Cobleskill, 
President  of  the  Schoharie  Medical 
Society,  opened  the  meeting  with  a 
hearty  address  of  welcome.  Then  followed 
an  instructive  scientific  program. 

Dr.  Frederick  A.  D.  Alexander,  Di- 
rector of  Anesthesia,  Albany  Hospital, 
spoke  on  “Modern  Anesthesia.”  A paper 
prepared  by  Morris  A.  Goldberger  of  Mt. 
Sinai  Hospital,  New  York,  on  “Modem 
Trends  in  Obstetrical  Practice”  was  read. 
Dr.  T.  Wood  Clarke  of  Utica,  spoke 
on  “Allergic  Manifestations  in  the  Central 
Nervous  System.”  Dr.  Donald  Guthrie 
of  the  Guthrie  Clinic,  Sayre,  Pa.,  spoke 
on  “The  Diagnosis  and  Surgical  Treat- 
ment of  Hyperthyroidism.”  These  papers 
were  each  followed  by  lively  discussions 
by  various  doctors  and  proved  highly 
instructive. 

At  noon  a fine  lunch  was  served  at 
Hotel  Augustan  during  which  several 
guests  were  introduced,  among  whom 
were : State  President  William  A.  Groat, 
State  Secretary  Peter  Irving,  Augustus 
J.  Hambrook,  members  of  the  Council, 
and  others. 

At  the  election  of  officers  which  fol- 


lowed the  luncheon,  Dr.  Arthur  M. 
Dickinson  of  Albany,  was  chosen  presi- 
dent; Dr.  Mahlon  H.  Atkinson  of  Cat- 
skill,  vice-president;  Dr.  Stephen  H. 
Curtis  of  Troy,  second  vice-president; 
Dr.  Wm.  Rapp  of  Catskill,  secretary,  and 
Dr.  E.  E.  Billings  of  Kingston,  treasurer. 

During  the  afternoon  scientific  session, 
Dr.  Louis  K.  Diamond  of  Harvard  Uni- 
versity spoke  on  “Anemia  in  Children,” 
and  Dr.  Chas.  Gordon  Heyd  of  New 
York  City  presented  a paper  “The 
Diagnostic  Interpretation  of  Jaundice,” 
which  was  illustrated  with  lantern  slides. 

I wish  to  thank  all  the  officers,  com- 
mittees, and  members  of  the  Third  Dis- 
trict Branch  for  their  attendance  and  for 
their  efforts  to  make  this  meeting  a suc- 
cess. I would  especially  thank  the 
speakers  who  contributed  so  much  of 
interest  and  instruction.  Also,  I wish  to 
thank  heartily  the  members  of  the 
Schoharie  Medical  Society  and  the  ladies 
of  the  local  society  who  did  so  much  to 
make  our  visit  to  Cobleskill  pleasant  and 
entertaining. 

Respectfully  submitted, 

Bertran  W.  Gifford,  President 
February  10,  1939. 


Report  of  the  Fourth  District  Branch 


T o the  House  of  Delegates 
Gentlemen: 

The  Thirty-second  Annual  Meeting  of 
the  Fourth  District  Branch  was  held  at 
the  Elks’  Club  in  Amsterdam  in  the 
afternoon  and  evening  of  Friday,  Septem- 
ber 31,  and  in  the  morning  of  Saturday, 
October  1,  1938. 

During  the  afternoon  session  the  follow- 
ing papers  were  read:  “The  Menopausal 
Syndrome,”  by  Dr.  Lyle  A.  Sutton, 
Albany;  “Menopausal  Bleeding,”  by 
Dr.  Arthur  J.  Wallingford,  Albany;  and 
“Fever  Therapy,”  by  Dr.  Stafford  L. 
Warren,  Rochester. 

These  papers  were  timely,  extremely 
well  presented  and  aroused  much  dis- 


cussion. At  the  close  of  the  scientific 
session  the  following  officers  for  1939 
and  1940  were  elected: 

President,  Dr.  Sylvester  C.  Clemans, 
Glo  versville ; first  vice-president,  Dr. 
E.  Harrison  Ormsby,  Amsterdam;  second 
vice-president,  Dr.  Warriner  Woodruff, 
Saranac  Lake;  secretary,  Dr.  Harold  A. 
Peck,  Glens  Falls;  and  treasurer,  Dr. 
John  E.  Free,  Ogdensburg. 

During  the  evening  the  members  and 
guests  of  the  Fourth  District  Branch 
were  entertained  by  the  Montgomery 
County  Society  at  a dinner  which  was 
also  held  at  the  Elks’  Club.  Among  the 
distinguished  guests  were  Dr.  William  A. 
Groat,  President  of  the  State  Medical 
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Society,  Dr.  Peter  Irving,  Secretary  of  the 
State  Society,  and  Dr.  Joseph  Lawrence, 
Executive  Secretary.  There  was  no 
stated  program  but  addresses  were  given 
by  President  Groat  and  Dr.  Irving.  In- 
formal talks  were  also  presented  by  vari- 
ous past  presidents  of  the  district. 

On  Saturday  morning  the  scientific 
schedule  was  continued  and  the  program 
was  as  follows:  “The  Diagnosis  and 

Treatment  of  Tic  Douloureux  and  Allied 
Conditions,”  by  Dr.  Eldridge  H.  Camp- 
bell, Albany;  “The  Food  Factor  in 


Allergy,”  by  Dr.  Will  Cook  Spain,  New 
York  City;  and  “Recent  Advances  in  the 
Surgical  Treatment  of  Pulmonary  Tuber- 
culosis,” by  Dr.  Edward  S.  Welles, 
Saranac  Lake. 

The  high  character  of  the  papers  was 
amply  appreciated  in  this  program  which 
was  provocative  of  much  interest  and 
discussion. 

All  meetings  were  well  attended. 
Respectfully  submitted, 

Carl  R.  Comstock,  President 
February  15,  1939. 


Report  of  the  Fifth  District  Branch 


T o the  House  of  Delegates 
Gentlemen: 

The  Thirty-second  Annual  Meeting  of 
the  Fifth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  was 
held  on  Thursday,  October  6,  1938,  at 
the  Elks’  Club,  Oneida,  New  York. 

The  meeting  was  called  to  order  at 
10:05  a.m.  The  minutes  of  the  previous 
meeting  were  read  and  approved.  Under 
the  heading  of  scientific  program  Dr.  F. 
J.  Schoenech,  of  Syracuse,  gave  a splendid 
paper  on  the  progress  of  obstetrics.  Dr. 
Robert  Sloan,  of  Utica,  gave  an  extensive 
review  of  the  abuse  of  cesarean  section, 
and  Dr.  Wendell  George,  of  Watertown, 
outlined  a technical  review  of  puerperal 
infections,  with  special  reference  to  the 
use  of  sulfanilamide.  These  three  papers 
were  discussed  by  Dr.  Francis  Irving, 
who  stressed  conservatism  and  the  low 
cesarean.  Dr.  W.  J.  Newell  considered 
our  high  mortality  statistics  might  be 
better  if  we  excluded  heart  disease,  et 
cetera,  up  to  a period  of  say  six  months, 
and  he  stressed,  particularly,  the  need  of 
consultation  before  cesarean.  Dr.  E.  H. 
Carpenter  referred  to  the  advantages  of 
prenatal  care.  Closing  remarks  were 
made  by  the  three  speakers  answering 
questions  and  elaborating  in  more  detail 
on  the  various  points  suggested.  The 


meeting  adjourned  across  the  street  to 
the  Masonic  Temple,  where  a luncheon 
was  served  by  Oneida  Chapter  No.  21. 
OES,  following  which  the  President 
called  on  Dr.  Farmer  to  introduce  Dr. 
Van  Etten,  who  paid  a splendid  tribute 
to  Dr.  Groat  as  an  exemplar  of  the  best 
in  medicine.  Dr.  O.  W.  H.  Mitchell  then 
presented  Dr.  Groat,  President  of  the 
Medical  Society  of  the  State  of  New  York 
and  past  president  of  the  Fifth  District 
Branch,  1933-1934. 

Dr.  B.  W.  McCuen  read  a resolution  of 
condolence  in  regard  to  the  death  of  Dr. 
Frederick  H.  Flaherty.  The  meeting 
stood  for  a moment  in  silence  in  respect 
to  Dr.  Flaherty.  The  president  ordered 
the  resolution  to  be  incorporated  in  the 
minutes  of  this  meeting  and  a copy  to  be 
sent  to  the  family  of  Dr.  Flaherty. 

Dr.  Russell  L.  Haden,  of  the  Cleveland 
Clinic,  spoke  on  the  mechanism  of  ane- 
mia. Accompanied  by  charts  and  lantern 
slides,  Dr.  Haden  made  a difficult  subject 
seem  very  simple.  Dr.  Ellery  G.  Allen 
discussed  Dr.  Haden’s  paper,  stressing 
several  important  points.  Dr.  Edward 
C.  Reifenstein  spoke  in  appreciation  and 
called  attention  to  the  progress  and  treat- 
ment of  aplastic  anemia,  which  he  said  is 
a very  rare  occurrence.  Dr.  William  W. 
Hall  made  reference  to  the  small  spleen, 
sometimes  found  by  x-ray  in  cases  of 
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i leukemia.  Dr.  Haden  closed  the  dis- 
1 cussion. 

Dr.  Herman  0.  Mosenthal,  of  New 
i York,  continued  the  scientific  program 
with  a discussion  of  Protamine  Zinc 
! Insulin,  illustrating  by  numerous  charts 
the  progress  made  in  New  York  City  in 
the  treatment  of  diabetes  and  the  ad- 
vantages of  this  drug  when  combined 
with  insulin.  Discussion  was  joined  in 
by  Dr.  Hall  of  Watertown,  and  Drs. 


Reifenstein,  Groat,  and  Holmes,  of  Syra- 
cuse, also  Dr.  Raymond,  of  Cazenovia, 
all  of  whom  stressed  important  points 
in  the  paper  and  asked  interesting  ques- 
tions. 

The  meeting  adjourned  at  5 p.m.  There 
were  164  present. 

Respectfully  submitted, 
Charles  A.  Earl,  President 

February  14,  1939 


Report  of  the  Sixth  District  Branch 


To  the  House  of  Delegates 
Gentlemen: 

The  Thirty-second  Annual  Meeting  of 
the  Sixth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  was 
held  at  Elmira,  New  York,  August  27, 
1938,  in  the  Hotel  Mark  Twain.  A 
goodly  number  of  physicians  were  in 
attendance — 119  from  the  District  and 
14  from  outside — a total  of  133. 

The  morning  session  was  opened 
promptly  at  ten  o’clock,  with  Dr.  Reeve 

B.  Howland,  president,  presiding.  An 
excellent  program  had  been  prepared. 
The  first  paper,  “Postoperative  Pul- 
monary Complications,”  by  Dr.  Donald 
J.  Tillou,  was  a very  interesting  dis- 
cussion of  this  interesting  subject.  The 
discussion  of  this  paper  was  opened  by 
Dr.  Mark  H.  Williams  of  Binghamton. 
A thorough  discussion  was  entered  into 
by  several  surgeons  of  the  District,  in- 
cluding Dr.  Ethan  Flagg  Butler,  F.A.C.S., 
of  Ithaca,  Dr.  John  Wattenburg,  F.A.- 

C. S.,  of  Cortland,  Dr.  Frank  M.  Dreyer, 
F.A.C.S.,  of  Binghamton. 

At  11:00  a.m.  moving  pictures  of  the 
floroscopic  image  by  Dr.  William  Stuart, 
F.A.C.R.,  Director,  Department  of  Radi- 
ology, and  Dr.  Francis  H.  Ghiselin,  As- 
sociate, Lenox  Hill  Hospital,  New  York 
City,  were  shown,  giving  vivid  pictures 
of  moving  organs  within  the  body.  These 
marvelous  pictures  were  greatly  appreci- 
ated by  the  audience.  The  discussion 


of  this  paper  was  opened  by  Dr.  Hobart 
H.  Burch,  Director,  Department  of 
Radiology,  St.  Joseph’s  Hospital,  Elmira. 
Others  taking  part  in  the  discussion  were 
Dr.  Leo  Larkin,  Ithaca,  and  Dr.  John 
Bennett,  Elmira. 

Luncheon  was  served  in  the  dining 
room  of  the  Mark  Twain  at  1:00  p.m.  to 
the  physicians  present.  The  ladies  were 
entertained  at  luncheon  at  the  Elmira 
Golf  and  Country  Club. 

At  2 : 00  p.m.  the  meeting  again  came  to 
order  and  a very  valuable  and  compre- 
hensive discussion  of  “The  Anemias  and 
their  Treatment”  with  moving  pictures 
of  “Pernicious  Anemia”  was  delivered  by 
Dr.  William  P.  Murphy  of  Boston.  His 
discussion  of  this  practical  subject  was 
listened  to  with  rapt  attention.  The 
members  greatly  appreciated  the  effort 
Dr.  Murphy  made  to  get  to  the  meeting, 
as  he  was  caught  in  the  flood  in  Massa- 
chusetts and  had  extreme  difficulty,  and 
many  extra  miles  of  driving,  in  order  to 
get  through.  The  discussion  of  his  paper 
was  opened  by  Dr.  George  MacKenzie, 
of  Cooperstown.  The  paper  was  greatly 
enjoyed  and  thoroughly  discussed. 

At  4:00  p.m.  Dr.  James  K.  Quigley, 
F.A.C.S.,  of  Rochester,  delivered  a very 
interesting  paper  “Ablatio  Placentae,” 
one  of  the  more  uncommon  accidents  in 
the  practice  of  Obstetrics.  Dr.  Stewart 
B.  Blakey,  F.A.C.S.,  of  Binghamton, 
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opened  the  discussion  of  this  paper  and 
brought  out  several  valuable  facts  rela- 
tive to  treatment. 

The  meeting  was  one  of  enthusiasm 
and  the  members  expressed  their  apprecia- 


tion to  the  speakers  for  the  efforts  they 
made  in  coming  so  far  to  Elmira. 

Respectfully  submitted, 

Reeve  B.  Howland,  President 
February  19,  1939. 


Report  of  the  Seventh  District  Branch 


To  the  House  of  Delegates 
Gentlemen: 

An  “Information  Please”  Program 

At  the  annual  meeting  of  the  Seventh 
District  Branch,  held  at  the  Oak  Hill 
Country  Club  in  Rochester  on  Thursday, 
September  22,  1938,  something  rather 
new  in  medical  programs  was  undertaken. 

An  attempt  was  made  to  attract  mem- 
bers to  the  forenoon  session  which  in 
previous  years  has  apparently  been 
difficult.  The  idea  was  to  make  the  pro- 
gram of  a popular  nature.  Therefore,  the 
session  opened  at  9:50  with  the  showing 
of  the  sound  motion  picture,  The  Birth  of 
a Baby,  produced  under  the  sponsorship 
of  the  American  Committee  on  Maternal 
Welfare.  This  showing  apparently  met 
with  unanimous  approval.  The  picture 
is  as  near  perfect  in  details  as  can  be, 
and  is  not  an  amateur  production.  It 
was  shown  under  ideal  conditions  by 
means  of  a portable  apparatus  set  up  in 
the  large  lounge  of  the  country  club. 

The  morning  session  closed  with  a 
popular  address  by  Dr.  Wm.  N.  Macart- 
ney of  Fort  Covington,  N.  Y.,  author  of 
Fifty  Years  a Country  Doctor,  a very  popu- 
lar “best  seller.” 

When  the  doctors  registered  and  pur- 
chased dinner  tickets,  they  were  offered 
a choice  of  four  luncheon-forums.  These 
forums  were  held  simultaneously  while 
the  members  were  served  luncheon  in 
different  rooms  of  the  clubhouse.  During 
the  serving  of  the  luncheon  written  ques- 
tions were  prepared  by  those  in  the  ses- 
sion, and  these  questions  were  answered 
by  a group  of  experts  who  were  specialists, 


each  in  his  own  field.  The  topics  were  as 
follows : 

“Gastrointestinal  Problems,”  with  Dr. 
A.  H.  Aaron  of  Buffalo  as  chairman; 
“Modem  Dmg  Therapy,”  with  Dr. 
James  H.  Sterner  of  Rochester  as  chair- 
man; “Children  in  Health  and  Disease,” 
with  Dr.  Albert  D.  Kaiser  of  Rochester 
as  chairman;  and  “Pneumococcal  In- 
fections,” with  Dr.  David  B.  Jewett  of 
Rochester  as  chairman. 

The  committee  of  experts  in  each 
group  included  from  three  to  twelve 
specialists.  The  most  popular  group  ap- 
parently was  the  one  on  modem  drug 
therapy,  but  it  was  surprising  how  evenly 
the  two  hundred  and  forty-nine  in  at- 
tendance were  divided  among  the  four 
groups. 

With  one  exception  this  was  the 
largest  meeting  of  the  Seventh  District 
Branch  ever  held,  this  in  spite  of  rain 
which  continued  all  day  long. 

The  success  of  this  meeting  is  attributed 
to  the  following:  (1)  early  selection  of 

the  date  of  the  meeting  and  good  pub- 
licity ; (2)  a large,  hard  working  commit- 
tee on  local  arrangements  and  program, 
headed  by  Dr.  B.  J.  Slater;  (3)  a division 
of  labor  among  a comparatively  large 
number  of  workers,  each  one  doing  his 
own  job  well;  (4)  an  attractive  program 
beginning  on  time  and  closing  promptly 
when  the  work  was  done;  and  (5)  an  at- 
tractive meeting  place  with  facilities  to 
take  good  care  of  a large  crowd. 

A high  standard  has  been  set  for  future 
meetings. 

Respectfully  submitted, 

Alfred  W.  Armstrong,  President 


March  15,  1939] 
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Report  of  the  Eighth  District  Branch 


To  the  House  of  Delegates 
Gentlemen: 

The  annual  meeting  was  the  only  sig- 
nificant activity  of  the  Eighth  District 
Branch  during  the  year  1938.  It  was 
held  at  the  City  Hospital  in  Buffalo,  Oc- 
tober 4.  Well  over  a hundred  members 
were  present  from  the  eight  component 
County  Societies. 

The  forenoon  was  devoted  to  clinics 
given  by  Staff  Members  in  various  de- 
partments of  the  hospital.  Medical 
Clinics  included  arthritis,  pneumonia, 
anemias,  tuberculosis,  and  ward  rounds 
with  bedside  demonstrations. 

The  Surgical  Department  held  opera- 
tive demonstrations,  clinics  in  urology, 
proctology,  and  fractures. 

Dermatology  and  syphilology  depart- 
ments gave  demonstrations  of  common 
skin  diseases,  all  stages  of  syphilis,  and 
discussed  problems  of  therapy.  A resume 


of  interesting  cases  was  given  by  the  De- 
partment of  Roentgenology. 

The  large  number  and  variety  of  clin- 
ics assured  each  member  the  opportunity 
to  observe  work  in  which  he  was  especially 
interested.  Many  comments  indicated 
that  the  clinic  morning  was  much  en- 
joyed. 

The  afternoon  session  was  opened  with 
a short  address  by  Dr.  William  A.  Groat, 
President  of  the  State  Society.  Two 
presentations  of  unusual  interest  com- 
pleted the  scientific  session.  Dr.  Walter 
A.  Bastedo  of  New  York  discussed  “Stom- 
ach Remedies  New  and  Old.”  “Fact 
and  Fiction  in  the  Treatment  of  Defi- 
ciency Diseases”  was  presented  by  Dr. 
William  P.  Murphy  of  Boston. 

Respectfully  submitted, 

L.  L.  Klostermyer,  President 

February  21,  1939 


Medical  Society  of  the  State  of  New  York 

Annual  Meeting,  Syracuse,  April  24,  25,  26,  27,  1939 
All  meetings  will  be  held  by  Eastern  Standard  Time 


House  of  Delegates 

The  regular  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  will  be  called  to 
order  at  10:00  a.m.  on  Monday,  April  24, 
in  the  ballroom  of  the  Hotel  Syracuse. 
James  M.  Flynn,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Tuesday,  April  25,  at  7:00  p.m., 
in  the  ballroom  of  the  Hotel  Syracuse. 
William  A.  Groat,  M.D.,  President 
Peter  Irving,  M.D.,  Secretary 

Registration 

Registration  will  be  held  in  the  Hotel 
Syracuse  for  Delegates  on  Monday,  April 
24.  Members  are  expected  and  requested 
to  register  at  either  the  Hotel  Syracuse  or 
the  Hotel  Onondaga  April  24,  25,  26,  27, 
from  9:00  a.m.  to  6:00  p.m. 

Exhibits 

Scientific  and  Technical  Exhibits  will 
be  located  in  both  hotels. 

Scientific  Sessions 

General  Sessions  on  Tuesday  and  Thurs- 
day afternoons  in  the  Hotel  Syracuse. 

Section  meetings  on  Tuesday  morning, 
Wednesday  morning  and  afternoon,  and 
Thursday  morning,  will  be  held  in  both 
the  Hotel  Syracuse  and  the  Hotel  Onon- 
daga as  shown  in  the  program. 

133rd  Annual  Meeting 

The  Hotel  Syracuse,  ballroom — Tues- 
day, April  25,  7 : 00  p.m. 

Calling  the  Society  to  order  by  the 
President,  William  A.  Groat,  M.D. 

Reading  of  the  minutes  of  the  132nd 
Annual  Meeting  by  the  Secretary,  Peter 
Irving,  M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in  the 
ballroom  of  the  Hotel  Syracuse  on  Tues- 


day, April  25,  at  7 : 00  p.m.  Addresses  will 
be  given  by : 

Alexander  Woollcott,  Guest, 

Logan  Clendening,  M.D.,  Guest, 

Irvin  Abell,  M.D.,  President  of  the 
American  Medical  Association, 

William  A.  Groat,  M.D.,  President  of 
the  Medical  Society  of  the  State  of  New 
York, 

Terry  M.  Townsend,  M.D.,  President- 
Elect  of  the  Medical  Society  of  the  State 
of  New  York. 

Requests  for  tickets  and  reservations 
should  be  sent  to  Dr.  H.  Walden  Retan, 
Chairman,  Arrangements  Committee,  713 
East  Genesee  St.,  Syracuse.  Telephone: 
Syracuse  2-1131.  Tickets  will  be  $5.00. 

Informal  Dinner  and  Entertainment 

On  the  next  evening,  Wednesday,  April 
25,  in  the  ballroom  of  the  Hotel  Syracuse 
there  will  be  an  informal  dinner,  followed 
by  an  entertainment.  Tickets  will  be 
$2.00,  to  be  obtained  from  Dr.  Retan. 

For  those  who  make  early  reservations  for 
the  banquet  and  the  dinner  the  combination 
price  will  be  $6.00.  Early  reservation  is 
strongly  advised;  and  groups  are  encour- 
aged for  tables  of  ten. 

The  Woman’s  Auxiliary 

The  headquarters  will  be  in  the  Hotel 
Onondaga,  and  the  ladies  are  asked  to 
register  at  the  registration  desk  in  the 
lobby  after  9:00  a.m.  Monday,  April  24. 

Monday  will  be  given  over  to  meetings 
of  the  Executive  Board  and  House  of  Dele- 
gates of  the  Auxiliary  in  the  Roof  Garden. 

The  dinner  will  be  held  in  the  Roof  Gar- 
den at  7:00  p.m.  Tickets  should  be  se- 
cured before  4:00  p.m.  at  the  registration 
desk. 

A Hobby  Show  will  begin  Monday  and 
continue  through  the  four  days. 

On  Tuesday  there  will  be  a luncheon  at 
the  Onondaga  Golf  and  Country  Club. 
Apply  at  registration  desk. 

On  Wednesday  there  will  be  a musicale 
at  the  Syracuse  Museum  of  Fine  Arts,  407 
James  Street,  to  be  followed  by  a tea. 


Scientific  Program 


[All  papers  read  before  the  Society  by  members  become  the  property  of  the 
Society.  The  original  copy  of  each  paper  shall  be  left  with  the  chairman  of 
the  meeting.  ] 


GENERAL  SESSIONS 


Place  of  Meeting:  Hotel  Syracuse,  Ballroom 


Tuesday,  April  25 — 2:00  P.M. 

Emergencies — Their  Recognition  and  Treatment 

As  evidenced  by  mortality  statistics,  many  of  the  emergencies  met  with 
in  daily  practice  are  still  not  being  recognized  sufficiently  early  to  save  lives, 
or  are  not  being  treated  in  the  manner  which  has  been  shown  to  be  most 
effective.  This  practical  program  of  thirty-minute  talks  should  do  much 
to  clear  up  some  popular  misconceptions. 


1.  The  Acute  Abdomen 

Thew  Wright,  M.D.,  F.A.C.S.,  Professor  of 
Surgery,  University  of  Buffalo  School  of  Medi- 
cine, Buffalo 

2.  Obstetrical  Emergencies 

Edward  A.  Schumann,  M.D.,  F.A.C.S.,  Pro- 
fessor of  Obstetrics,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia  (Invited  Guest) 


3.  Acute  Cerebral  Emergencies 

Orman  C.  Perkins,  M.D.,  F.A.C.P.,  Professor 
of  Clinica  Neurology,  Long  Island  College  of 
Medicine,  Brooklyn 

4.  Cardiac  Emergencies 

Edward  C.  Reifenstein,  M.D.,  F.A.C.P.,  Pro- 
fessor of  Medicine,  Syracuse  University  College 
of  Medicine,  Syracuse 


Thursday,  April  27 — 2:00  P.M. 

Chronic  Diseases — Their  Early  Recognition 

Unfortunately,  many  serious  chronic  diseases  are  not  recognized  until 
they  have  advanced  to  an  incurable  stage,  or  until  they  appear  as  serious 
complications  in  the  treatment  of  some  new,  acute  disease.  The  follow- 
ing program  of  thirty-minute  practical  talks  stressing  early  diagnosis 
should  prove  of  unusual  interest. 


1.  The  Early  Evidence  of  Cardiovascular 
Disease 

Samuel  A.  Levine,  M.D.,  F.A.C.P.,  Assistant 
Professor  of  Medicine,  Harvard  University 
Medical  School,  Boston  (Invited  Guest) 

2.  The  Early  Diagnosis  of  Cancer  (The 
A.  Walter  Suiter  Lectureship) 


(This  will  be  the  first  lecture  to  be  delivered 
under  this  new  lectureship  fund  set  up  for  the 
Medical  Society  of  the  State  of  New  York  by  the 
will  of  the  late  Dr.  A.  Walter  Suiter  of  Herkimer, 
President  of  the  Society  in  1892.) 

Francis  Carter  Wood,  M.D.,  Professor  of 
Cancer  Research,  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York 
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3.  Early  Diagnosis  and  Treatment  of 
Pulmonary  Tuberculosis 

James  Alexander  Miller,  M.D.,  F.A.C.P., 
Professor  of  Clinical  Medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
New  York 


4.  Early  Recognition  of  Mental  Diseases 
and  Their  Treatment 

Clarence  O.  Cheny,  M.D.,  Professor  of  Clinical 
Psychiatry,  Cornell  University  Medical  College, 
New  York 


THE  SECTIONS 


[All  papers  read  before  the  Society  by  members  become  the  property  of  the 
Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary  of 
the  Section.  Discussers  should  have  their  remarks  typed  and  hand  them  to 
the  Secretary.  Time  limits:  twenty  minutes  for  each  paper , five  minutes 
for  individual  discussion.  Section  meetings  shall  begin  promptly  at  the  hour 
specified. 

At  some  period  in  the  meetings,  an  executive  session  will  be  held  for  the 
purpose  of  electing  officers  for  the  ensuing  year.  ] 

SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 


Chairman Mark  Heiman,  M.D.,  Syracuse 

Secretary Timothy  J.  Riordan,  M.D.,  New  York 


Place  of  Meeting:  Hotal  Onondaga,  Tudor  Room 


Wednesday,  April  26 — 10:00  A.M. 


1 Bowen’s  Disease  of  the  Mucous  Mem- 
brane— Review  of  the  Literature  and 
Report  of  Two  Cases 

Anthony  C.  Cipollaro,  M.D.,  New  York, 
and  Paul  D.  Foster,  M.D.,  Los  Angeles,  Cali- 
fornia (Invited  Guest) 

Discussion:  Timothy  J.  Riordan,  M.D., 

New  York 

2.  The  Treatment  of  Roentgen  Ray  Burns 
and  Other  Superficial  Disfigurements  of 
the  Skin 

A.  Benson  Cannon,  M.D.,  New  York 
Discussion:  Earl  L.  Eaton,  M.D.,  Buffalo 

Thursday,  April 

1.  Can  Syphilis  Exist  Apart  from  Sex? 

E.  Herndon  Hudson,  M.D.,  Clifton  Springs 
Discussion:  Howard  Fox,  M.D.,  New  York 


3.  Sensitization  to  Simple  Chemicals — V: 
Comparison  between  Reactions  to  Com- 
mercial and  Purified  Dyes 

Rudolph  M.  Hecht,  M.D.,  Chicago,  Illinois 
(Invited  Guest);  Ludwig  Schwarzschild,  M.D., 
New  York;  and  Marion  B.  Sulzberger,  M.D., 
New  York 

Discussion:  Earl  D.  Osborne,  M.D.,  Buffalo 

4.  The  Role  of  Burow’s  Solution  in  Der- 
matology 

Frank  C.  Combes,  M.D.,  New  York 

Discussion:  Edward  R.  Maloney,  M.D., 
New  York 

27—10:00  A.M. 

2.  Syphilis  and  Pregnancy 

Girsch  D.  Astrachan,  M.D.,  New  York 

Discussion:  John  R.  Schermerhorn,  M.D., 
Schenectady 
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3.  Lymphogranuloma  Venereum 
Arthur  W.  Grace,  M.D.,  New  York 
Discussion:  David  Bloom,  M.D.,  New  York 

4.  Psoriasis — What  to  Do  About  It 

Herbert  H.  Bauckus,  M.D.,  Buffalo,  and 
Albin  V.  Kwak,  M.D.,  Buffalo 


Discussion:  Rudolph  Ruedemann,  Jr.,  M.D., 
Albany 

5.  The  Role  of  the  Endocrines  in  Der- 
matology 

Joseph  Jordan  Eller,  M.D.,  New  York,  and 
Lloyd  H.  Kest,  M.D.,  Cleveland,  Ohio  (Invited 
Guest) 

Discussion:  John  H.  Hunt,  M.D.,  Elmira 


SECTION  ON  GASTROENTEROLOGY  AND  PROCTOLOGY 


Chairman Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Chairman Harry  C.  Guess,  M.D.,  Buffalo 

Secretary John  L.  Kan  tor,  M.D.,  New  York 


Place  of  Meeting:  Hotel  Syracuse,  Parlors  A,  B,  and  C 


Wednesday,  April  26 — 10:00  A.M. 


Round  Table  Program 

A series,  of  questions  on  subjects  in  the  field  of  gastroenterology,  sub- 
mitted in  advance  in  answer  to  the  questionnaire  published  in  the  New 
York  State  Journal  of  Medicine , will  be  discussed  in  turn  by  the  members 
of  the  Round  Table  Group,  as  follows: 


1.  From  the  Standpoint  of  the  General 
Internist 

Alexander  Lambert,  M.D.,  New  York 

2.  From  the  Standpoint  of  the  Gastro- 
enterological Internist 

Abraham  H.  Aaron,  M.D.,  Buffalo,  and  1. 
Harris  Levy,  M.D.,  Syracuse 


3.  From  the  Standpoint  of  the  Radiologist 
James  M.  Flynn,  M.D.,  Rochester 

4.  From  the  Standpoint  of  the  Surgeon 
Robert  F.  Barber,  M.D.,  Brooklyn 

General  discussion  and  questions  from  the 
floor  will  be  encouraged. 


Thursday,  April  27 — 10:00  A.M. 


1.  Primary  Ileocecal  Tuberculosis 
Burrill  B.  Crohn,  M.D.,  New  York 

Discussion:  Homer  L.  Sampson,  Ph.D., 

Saranac  Lake  (Invited  Guest),  and  T.  Banford 
Jones,  M.D.,  Rochester 

2.  Surgical  Treatment  of  Diverticulitis 

Thomas  E.  Jones,  M.D.,  Cleveland,  Ohio 
(Invited  Guest) 

Discussion:  Frank  C.  Yeomans,  M.D.,  New 
York,  and  Frederick  S.  Wetherell,  M.D.,  Syra- 
cuse 


3.  Extra-Rectal  Metastatic  Malignancy 
Simulating  Primary  Carcinoma  of  the 
Rectum 

Harry  E.  Bacon,  M.D.,  Philadelphia  (Invited 
Guest) 

Discussion:  A.  W.  Martin  Marino,  M.D., 
Brooklyn,  and  Herbert  A.  Smith,  M.D.,  Buffalo 

4.  Treatment  of  Operable  Rectal  Cancer 
George  E.  Binkley,  M.D.,  New  York 

Discussion:  John  C.  M.  Brust,  M.D., 

Syracuse,  and  Burton  T.  Simpson,  M.D., 
Buffalo 
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SECTION  ON  INDUSTRIAL  MEDICINE  AND  SURGERY 


Chairman Dan  Mellen,  M.D.,  Rome 

Secretary Irving  Gray,  M.D.,  Brooklyn 


Place  of  Meeting:  Hotel  Syracuse,  Parlor  D 


Tuesday,  April  25 — 10:00  A.M. 


L Industrial  Experience  in  25  Cases  of 
Spontaneous  Pneumothorax 

John  L.  Norris,  M.D.,  Rochester 

2.  Tuberculosis  As  an  Occupational  Dis- 
ease among  Nurses 

Leopold  Brahdy,  M.D.,  New  York 

3.  Trauma  in  Relation  to  Pulmonary 
Tuberculosis 


Charles  E.  Hamilton,  M.D.,  Brooklyn 

Discussion:  Thomas  A.  McGoldrick,  M.D., 
Brooklyn,  and  George  G.  Omstein,  M.D.,  New 
York 

4.  The  Present  Status  of  the  Problem  of 
Silicosis 

Leonard  Greenburg,  M.D.,  New  York 
Discussion:  John  J.  Lloyd,  M.D.,  Rochester 


JOINT  MEETING 

SECTION  ON  INDUSTRIAL  MEDICINE  AND  SURGERY 
with  the 

SECTION  ON  ORTHOPEDIC  SURGERY 

Place  of  Meeting:  Hotel  Syracuse,  Ballroom 


Wednesday,  April  26 — 10:00  A.M. 

Symposium  oN  the  Industrial  Low  Back 

1.  The  Industrial  Low  Back  from  the 
Orthopedic  Standpoint 

Samuel  Kleinberg,  M.D.,  New  York 

2.  The  Neurological  Aspects  of  Backache 
Emanuel  D.  Friedman,  M.D.,  New  York 

3.  Herniations  of  the  Nucleus  Pulposus 
and  Hypertrophied  Ligamenta  Flava 

David  M.  Bosworth,  M.D.,  New  York,  and 
Clarence  C.  Hare,  M.D.,  New  York 

Discussion  on  Symposium:  Raphael  Lewy, 
M.D.,  New  York;  Lewis  Clark  Wagner,  M.D., 
New  York;  and  Edward  K.  Cravener,  M.D., 
Schenectady 
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SECTION  ON  MEDICINE 


Chairman Byron  D.  Bowen,  M.D.,  Buffalo 

Secretary Frederic  C.  Conway,  M.D.,  Albany 


Place  of  Meeting:  Hotel  Onondaga,  Roof  Garden 


Wednesday,  April  26— rl0:00  A.M. 


1.  Serological  Tests  as  Aids  to  the  Diag- 
nosis and  Prognosis  of  Syphilis 

Augustus  B.  Wadsworth,  M.D.,  Albany 

2.  Treatment  of  Delayed  Puberty  in  the 
Adolescent  Male 

Bruce  Webster,  M.D.,  New  York 

3.  Chronic  Pyelonephritis — A Cause  of 


Kidney  Insufficiency  and  Hypertension 
William  S.  McCann,  M.D.,  Rochester 

4.  A Study  of  Hypnotics — Their  Effect  on 
Blood  Pressure,  Pulse,  Respiration  and 
Sleep  Movements 

Frank  Meyers,  M.D.,  Buffalo,  and  Edward 
DeW.  Cook,  M.D.,  Buffalo 


Thursday,  April  27 — 10:00  A.M. 


1.  Giant  Follicle  Lymphoblastoma — A Be- 
nign Variety  of  Lymphosarcoma 

George  Baehr,  M.D.,  New  York,  and  Paul 
Klemperer,  M.D.,  New  York 

2.  Deleterious  Effects  of  Deep  X-Rays 
on  Lung  Structure  and  Function 

Victor  C.  Jacobsen,  M.D.,  Troy 


3.  Treatment  of  Pneumonia  with  Rabbit 
Serum 

Richard  H.  Bennett,  M.D.,  Brooklyn 

4.  Weil’s  Disease 

Elliston  Farrell,  M.D.,  Brooklyn 


SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 


Chairman Paul  H.  Garvey,  M.D.,  Rochester 

Secretary Henry  W.  Miller,  M.D.,  Brewster 


Place  of  Meeting:  Hotel  Syracuse,  Parlors  A,  B,  and  C 


Tuesday,  April  25 — 10:00  A.M. 


1.  Benign  Intraventricular  Tumors;  Their 
Diagnosis  and  Treatment 

Eldridge  H.  Campbell,  Jr.,  M.D.,  Albany 
Discussion:  John  E.  Scarff,  M.D.,  New  York 

2.  Doctors,  Lawyers,  and  Injured  Brains 
Irving.  J.  Sands,  M.D.,  Brooklyn 


Discussion:  Orman  C.  Perkins,  M.D., 
Brooklyn,  and  George  J.  Swetlow,  M.D., 
Brooklyn 

3.  Otogenous  Parietal  Cerebral  Abscess 
Due  to  Pneumococcus,  Type  III — Re- 
covery after  Drainage,  Specific  Anti- 
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SERUM  AND  SULFANILAMIDE REPORT  OF  A 

Case 

Wallace  B.  Hamby,  M.D.,  Buffalo,  and 
Clayton  W.  Greene,  M.D.,  Buffalo 

Discussion:  William  P.  Van  Wagenen,  M.D., 
Rochester,  and  J.  Worden  Kane,  M.D.,  Bing- 
hamton 


4.  The  Value  of  Blood  Sedimentation  Rate 
in  Intracranial  Tumors 

Walter  O.  Klingman,  M.D.,  New  York,  and 
Robert  W.  Laidlaw,  M.D.,  New  York 

Discussion:  Leon  H.  Cornwall,  M.D.,  New 
York,  and  Foster  Kennedy,  M.D.,  New  York 


Wednesday,  April  26 — 2:00  P.M. 


1.  The  Use  of  Amphetamine  (Benzedrine) 
Sulfate  in  Alcoholism  with  and  without 
Psychosis 

Edward  C.  Reifenstein,  Jr.,  M.D.,  Syracuse, 
and  Eugene  Davidoff,  M.D.,  Syracuse. 

Discussion:  Wardner  D.  Ayer,  M.D.,  Syra- 
cuse, and  Albert  B.  Siewers,  M.D.,  Syracuse 

2.  Anxiety  in  Relationship  to  Hyper- 
thyroidism 

Gilbert  M.  Beck,  M.D.,  Buffalo 

Discussion:  George  E.  Beilby,  M.D.,  Albany, 
and  John  J.  Rooney,  M.D.,  Rochester 


3.  Acute  Demyelinizing  Processes  in  the 
Nervous  System 

Andrew  J.  E.  Akelaitis,  M.D.,  Rochester, 
and  Paul  H.  Garvey,  M.D.,  Rochester 

Discussion:  Joseph  H.  Globus,  M.D.,  New 
York 

4.  The  Teaching  and  Practice  of  Neurol- 
ogy and  Psychiatry  in  the  Outpatient 
Department. 

Noble  R.  Chambers,  M.D.,  Syracuse. 

Discussion:  J.  G.  Fred  Hiss,  M.D.,  Syracuse, 
and  Harry  A.  Steckel,  M.D.,  Syracuse. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 


Chairman William  T.  Kennedy,  M.D.,  New  York 

Secretary Edward  P.  McDonald,  M.D.,  New  York 


Place  of  Meeting:  Hotel  Onondaga,  Roof  Garden 


Tuesday,  April  25 — 9:45  A.M. 


1.  Simple  Method  of  Roentgen  Pelvimetry 
(Lantern  Slides) 

Jacob  Fierstein,  M.D.,  New  York 

2.  Radium  in  the  Treatment  of  Cancer  of 
the  Fundus  Uteri — Isodose  Curves  with 
New  Applicators 

Hyman  Strauss,  M.D.,  Brooklyn 

Discussion:  Nelson  B.  Sackett,  M.D.,  New 
York 


3.  Study  of  Cesarean  Sections  for  Ten 
Years 

James  Knight  Quigley,  M.D.,  Rochester 

Discussion:  Edward  P.  McDonald,  M.D., 
Albany 

4.  Roentgen  Ray  Therapy  of  Acute  Masti- 
tis During  Lactation 

Harriet  C.  McIntosh,  M.D.,  New  York 
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5.  Urological  Complications  in  Gyne- 
cology 

Arthur  J.  Murphy,  M.D.,  New  York 

Discussion:  William  A.  Milner,  M.D., 

Albany 


6.  Indications  for  Oestrogen  Therapy  in 
Gynecology 

Samuel  H.  Geist,  M.D.,  New  York,  and 
Udall  J.  Salmon,  M.D.,  New  York 

Discussion:  C.  Arthur  Elden,  M.D.,  Ro- 

chester 


Wednesday,  April  26 — 2:00  P.M. 


1 . Experiences  with  Vaginal  Hysterectomy 
by  the  Clamp  Method 

Milton  G.  Potter,  M.D.,  Buffalo 

Discussion:  David  Nye  Barrows,  M.D.,  New 
York 

2.  The  Value  of  Endometrial  Biopsies  in 
Endocrine  Disorders 

Daniel  R.  Mishell,  M.D.,  Newark,  New  Jersey 
(Invited  Guest) 


3.  Congenital  Absence  of  the  Vagina — 
Features  Modifying  and  Simplifying  the 
Procedures  for  Reconstruction 

Nathan  P.  Sears,  M.D.,  Syracuse 

4.  The  Etiology  and  Treatment  of  True 
Toxemia  of  Pregnancy 

Maurice  B.  Strauss,  M.D.,  Boston,  Massachu- 
setts (Invited  Guest) 

Discussion:  Edward  C.  Hughes,  M.D., 

Syracuse 


SECTION  ON  OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


Chairman Algernon  B.  Reese,  M.D.,  New  York 

Secretary Chester  C.  Cott,  M.D.,  Buffalo 


Place  of  Meeting:  Hotel  Syracuse,  Parlor  D 


Wednesday,  April  26 — 10:00  A.M. 


Instruction  Hour  9:00  A.M.  to  10:00  A.M. 

The  Diagnsois  and  Treatment  of  Diseases 
of  the  Cornea 

Trygve  Gunderson,  M.D.,  Boston,  Massachu- 
setts (Invited  Guest) 

1.  Dacryocystitis  of  the  Newborn 

Harry  V.  Judge,  M.D.,  Albany 

Discussion:  Mortimer  A.  Lasky,  M.D., 

Brooklyn;  James  I.  Farrell,  M.D.,  Utica;  and 
Jason  L.  Wiley,  M.D.,  Auburn 


2.  The  Spasmogenic  Tendency  and  Its 
Effect  on  the  Eyes 

Robert  K.  Lambert,  M.D.,  New  York 

Discussion:  Charles  A.  Perera,  M.D.,  New 
York;  Harold  VanLammers,  M.D.,  Flushing; 
and  Macy  L.  Lerner,  M.D.,  Rochester 

3.  The  Operative  Treatment  of  Cataract 
Other  Than  the  Senile  Type 

Thurber  LeWin,  M.D.,  Buffalo 

Discussion:  Lawrence  E.  Henderson,  M.D., 
Watertown;  Walter  V.  Moore,  M.D.,  Brooklyn; 
and  Frank  M.  Sulzman,  M.D.,  Troy 
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Thursday,  April  27 — 10:00  A.M. 


1.  The  Technic  of  the  Modern  Exter- 
nal Fronto-Ethmosphenoid  Operation — an 
Anatomical  Study 

W.  Wallace  Morrison,  M.D.,  New  York 

Discussion:  Arthur  Palmer,  M.D.,  New  York; 
and  Harold  G.  Kline,  M.D.,  Syracuse 

2.  Clinical  Report  on  Eye  Lesions  Due 
to  Nasal  Sinus  Infection 

Frank  Barber,  M.D.,  Rochester,  and  Joseph 
J.  McNamara,  M.D.,  Rochester 

Discussion:  Conrad  Berens,  M.D.,  New  York; 
and  Mortimer  G.  Brown,  M.D.,  Syracuse 


3.  Some  Unusual  Conditions  Met  by  the 
Otologist 

John  D.  Carroll,  M.D.,  Troy 

Discussion:  James  M.  Dunn,  M.D.,  Sche- 
nectady, and  John  F.  Fairbairn,  M.D.,  Buffalo 

4.  Discussion  of  Some  Bronchoscopic  Prob- 
lems 

Herrmann  E.  Bozer,  M.D.,  Buffalo 

Discussion:  Clyde  A.  Heatly,  M.D.,  Roch- 
ester, and  John  D.  Kernan,  M.D.,  New  York 


SECTION  ON  ORTHOPEDIC  SURGERY 


Chairman Arthur  Krida,  M.D.,  New  York 

Secretary Joseph  B.  L’Episcopo,  M.D.,  Brooklyn 


Place  of  Meeting : Hotel  Syracuse,  Ballroom 


Wednesday,  April  26 — 10:00  A.M. 

Joint  Meeting  with  the  Section  on  Industrial  Medicine  and  Surgery 


Thursday,  April  27 — 10:00  A.M. 

Symposium  on  Surgical  Treatment  of  Chronic  Arthritis 


1.  Surgical  Treatment  of  Chronic  Ar- 
thritis 

Seth  Selig,  M.D.,  New  York 

2.  The  Present  Status  of  Arthroplasty 
Fred  H.  Albee,  M.D.,  New  York 

3.  The  Use  of  Synovectomy  in  Chronic 
Arthritis 


Paul  P.  Swett,  M.D.,  Hartford,  Connecticut 
(Invited  Guest) 

4.  Arthrodesis  in  Charcot’s  Knees 

John  C.  McCauley,  Jr.,  M.D.,  New  York 

Discussion  on  Symposium:  George  A.  L. 

Inge,  M.D.,  New  York,  and  Richard  S.  Farr, 
M.D.,  Syracuse 


SECTION  ON  PATHOLOGY  AND  CLINICAL  PATHOLOGY 


Chairman N.  Chandler  Foot,  M.D.,  New  York 

Vice-Chairman Stephen  H.  Curtis,  M.D.,  Troy 

Secretary M.  J.  Fein,  M.D.,  Brooklyn 


Place  of  Meeting : Hotel  Syracuse,  Room  224 
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Tuesday,  April  25 — 10:00  A.M. 


1.  The  Sparing  Effect  in  Experimental 
Poliomyelitis 

Gilbert  Dalldorf,  M.D.,  Valhalla 

Discussion:  Orren  D.  Chapman,  M.D., 
Syracuse,  and  James  W.  Denton,  M.D.,  New 
Rochelle 

2.  Newer  Concepts  of  Bacillary  Dysentery 
and  Other  Types  of  Intestinal  Infection 

Joseph  Felsen,  M.D.,  New  York 

Discussion:  Ernest  L.  Stebbins,  M.D., 
Albany 


3.  A Study  of  Malignant  Kidney  Tumors 
Occurring  at  the  Rochester  General 
Hospital  during  a Twelve -Year  Period 

Istvan  A.  Gaspar,  M.D.,  Rochester 

Discussion:  Alphonse  A.  Thibaudeau,  M.D., 
Buffalo  (Invited  Guest) 

4.  Late  Reactions  in  Bladder  Mucosa 
Following  Radiation  of  the  Cervix 

Charles  C.  Herger,  M.D.,  Buffalo,  and 
Alphonse  A.  Thibaudeau,  M.D.,  Buffalo  (In- 
vited Guest) 


Wednesday,  April  26 — 2:00  P.M. 


1.  Newer  Methods  of  Laboratory  Work 
Joseph  I.  Schleifstein,  M.D.,  Albany 

2.  Malignant  Tumors  in  Children  of 
Schenectady  County 

Ellis  Kellert,  M.D.,  Schenectady 


Discussion:  N.  Chandler  Foot,  M.D.,  New 
York,  and  Istvan  A.  Gaspar,  M.D.,  Rochester 

3.  Autopsy — Social,  Legal,  and  Technical 
Aspects  (Motion  Picture) 

Carl  W.  Apfelbach,  M.D.,  Chicago 
Description:  M.  J.  Fein,  M.D.,  Brooklyn 


SECTION  ON  PEDIATRICS 


Chairman Paul  W.  Beaven,  M.D.,  Rochester 

Vice-Chairman Norman  L.  Hawkins,  M.D.,  Watertown 

Secretary Leslie  O.  Ashton,  M.D.,  New  York 


Place  of  Meeting:  Hotel  Syracuse,  Banquet  Room 


Wednesday,  April  26 — 10:00  A.M. 


1.  The  Value  of  Tuberculin  Skin  Tests  in 
Pediatric  Practice 

Paul  W.  Beaven,  M.D.,  Rochester 

2.  The  Value  of  Tuberculin  Skin  Tests  in 
Young  Adults 

William  E.  Ayling,  M.D.,  Syracuse 

3.  Studies  in  the  Growth  and  Development 
of  Children 


Harry  Bakwin,  M.D.,  New  York,  and  Ruth 
M.  Bakwin,  M.D.,  New  York 

Discussion:  Daniel  B.  Peeler,  M.D.,  Roch- 

ester, and  William  S.  Lanford,  M.D.,  New 
York 

4.  Treatment  of  Pneumonia  in  Children 
by  the  Use  of  Serum  and  Sulfapyridine 

William  C.  Emm,  M.D.,  Syracuse 
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Thursday,  April  27 — 10:00  A.M. 


1.  Malignancy  in  Childhood 
Harold  W.  Dargeon,  M.D.,  New  York 
Discussion:  Ellis  Kellert,  M.D.,  Schenectady 

2.  A Case  of  Refractory  Rickets 
Hugh  F.  Leahy,  M.D.,  Albany 

3.  What  We  Have  Learned  from  the  Pro- 
gram for  the  City-Wide  Care  for  the 
Premature  Infants  in  Chicago 


Julius  H.  Hess,  M.D.,  Chicago  (Invited 
Guest) 

Discussion:  Douglas  P.  Arnold,  M.D., 

Buffalo,  and  Burtis  B.  Breese,  Jr.,  M.D.,  Roch- 
ester 

4.  The  Use  of  Sulfanilamide  in  the  Treat- 
ment of  Scarlet  Fever 

A.  Clement  Silverman,  M.D.,  Syracuse 

Discussion:  William  J.  Orr,  M.D.,  Buffalo 


SECTION  ON  PUBLIC  HEALTH,  HYGIENE,  AND  SANITATION 


Chairman Chalmer  J.  Longs treet,  M.D.,  Binghamton 

Vice-Chairman Margaret  W.  Barnard,  M.D.,  New  York 

Secretary Frank  E.  Coughlin,  M.D.,  Albany 


Place  of  Meeting : Hotel  Syracuse,  Banquet  Room 


Tuesday,  April  25 — 10:00  A.M. 


1.  Camp  Sanitation 

Charles  A.  Holmquist,  Director  of  Division 
of  Sanitation,  New  York  State  Department  of 
Health,  Albany  (Invited  Guest) 

Discussion:  W.  H.  Larkin,  District  Sanitary 
Engineer,  New  York  State  Department  of 
Health  (Invited  Guest);  and  Hollis  S.  Ingra- 
ham, M.D.,  District  Health  Officer,  Kingston 
District,  New  York  State  Department  of  Health, 
Kingston 

2.  Changing  Factors  Influencing  Diph- 
theria Immunity  Production  and  Dura- 
tion 

Ernest  L.  Stebbins,  M.D.,  Assistant  Commis- 
sioner for  Preventable  Diseases,  New  York 
State  Department  of  Health,  Albany 


Discussion:  Haven  Emerson,  M.D.,  Pro- 

fessor of  Public  Health  Practice  of  the  Dc 
Lamar  Institute  of  Public  Health  of  Columbia 
University,  New  York;  and  Archibald  S.  Dean, 
M.D.,  District  Health  Director,  Buffalo 

3.  Sulfanilamide 

Cassius  J.  Van  Slyke,  M.D.,  United  States 
Public  Health  Service,  Washington,  D.  C. 
(Invited  Guest) 

Discussion:  Josephine  B.  Neal,  M.D.,  Asso- 
ciate Director,  Bureau  of  Laboratories,  New  York 
City  Department  of  Health,  New  York;  and 
A.  Clement  Silverman,  Director,  Bureau  ol 
Communicable  Diseases,  Syracuse  Department 
of  Health,  Syracuse 


Wednesday,  April  26 — 2:00  P.M. 


1.  Clinical  Aspects  of  Syphilis  Control 

William  A.  Brumfield,  Jr.,  M.D.,  Director  of 
Division  of  Syphilis  Control,  New  York  State 
Department  of  Health,  Albany 

Discussion:  Ralph  Muckenfuss,  M.D.,  Direc- 
tor of  Bureau  of  Laboratories,  New  York  City 


Department  of  Health,  New  York  (Invited 
Guest);  and  Theodore  Rosenthal,  Director  ol 
Division  of  Syphilis  Control,  New  York  City  De- 
partment of  Health,  New  York 

2.  Epidemiology  of  Streptococcus  Infections 
John  E.  Gordon,  M.D.,  Professor  of  Preven- 
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tive  Medicine  and  Epidemiology,  Harvard 
University  Medical  School,  Boston,  Massachu- 
, setts  (Invited  Guest) 

Discussion:  George  H.  Ramsey,  M.D., 

Commissioner  of  Health,  Westchester  County 
Department  of  Health,  White  Plains;  and  Paul 
B.  Brooks,  Deputy  Commissioner  of  Health, 
New  York  State  Department  of  Health,  Albany 


3.  The  Function  of  a Child  Guidance 
Clinic 

Harry  A.  Steckel,  M.D.,  Director,  Syracuse 
Psychopathic  Hospital,  Syracuse 

Discussion:  Samuel  W.  Hartwell,  M.D., 

Professor  of  Psychiatry,  University  of  Buffalo 
Medical  School,  Buffalo;  and  Eugene  Davidoff, 
M.D.,  Syracuse  Psychopathic  Hospital,  Syracuse 


SECTION  ON  RADIOLOGY 


Chairman William  P.  Howard,  M.D.,  Albany 

Vice-Chairman Henry  K.  Taylor,  M.D.,  New  York 

Secretary Martin  T.  Powers,  M.D.,  Utica 


Place  of  Meeting:  Hotel  Syracuse,  Parlor  E 


Tuesday,  April  25 — 10:00  A.M. 


1.  Roentgen  Ray  Therapy  of  Skin  Cancer 
Overlying  Cartilage  and  Bone 

Andrew  H.  Dowdy,  M.D.,  Rochester 

Discussion:  Walter  L.  Mattick,  M.D., 

Buffalo 

2.  Some  Observations  of  the  X-Ray  Treat- 
ment of  Inflammatory  Conditions 

John  Russell  Carty,  M.D.,  New  York 

Discussion:  Sol  C.  Davidson,  M.D.,  Roch- 
ester 


3.  Cancer  of  the  Breast — Diagnostic 
Methods  and  Statistics  on  Preoperative 
Radiation 

Louis  C.  Kress,  M.D.,  Buffalo 

Discussion:  Samuel  G.  Schenck,  M.D., 

Brooklyn 

4.  The  Value  of  Irradiation  in  Cancer  of 
the  Breast 

William  J.  Hoffman,  M.D.,  New  York 

Discussion:  Edwin  Joseph  Grace,  M.D., 
Brooklyn 


Wednesday,  April  26 — 2:00  P.M. 


1.  The  Miller-Abbott  Tube  as  an  Adjunct 
to  the  Surgical  Treatment  and  the  Roent- 
genologic Diagnosis  of  Intestinal  Ob- 
struction 

Paul  C.  Swenson,  M.D.,  New  York,  Octa  C. 
Leigh,  M.D.,  New  York,  and  John  Nelson, 
M.D.,  New  York 

Discussion:  John  M.  Barnes,  M.D.,  Buf- 

falo 

2.  Post-traumatic  Condition  of  the  Cra- 
nium from  a Roentgenologic  Viewpoint 

Charles  W.  Schwartz,  M.D.,  New  York 

Discussion:  Eldridge  H.  Campbell,  Jr., 

M.D.,  Albany 


3.  X-Ray  Visualization  of  the  Soft  Tissues 
of  Advanced  Pregnancy — Normal  and 
Abnormal 

William  Snow,  M.D.,  New  York 

Discussion:  Solomon  Weintraub,  M.D., 

New  York 

4.  Contrast  Roentgenography  of  the 
Heart  and  Thoracic  Vessels — Its  Prac- 
tical Value 

Israel  Steinberg,  M.D.,  New  York,  and 
George  P.  Robb,  M.D.,  New  York 

Discussion:  Donald  S.  Childs,  M.D.,  Syra- 
cuse 
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SECTION  ON  SURGERY 


Chairman Clarence  V.  Costello,  M.D.,  Rochester 

Secretary Frederick  S.  Wetherell,  M.D.,  Syracuse 


Place  of  Meeting:  Hotel  Syracuse,  Ballroom 


Tuesday,  April  25 — 10:00  A.M. 


1.  The  Use  of  Pedicle  Flaps  for  the  Study 
of  Healing  in  Human  Skin 

Leon  E.  Sutton,  M.D.,  Syracuse 

Discussion:  Gustave  Aufricht,  M.D.,  New 
York 

2.  The  Use  of  Sulfanilamide  in  the  Treat- 
ment of  Hemolytic  Streptococcus 

Leon  J.  Leahy,  M.D.,  Buffalo 
Discussion:  William  J.  Orr,  M.D.,  Buffalo 


3.  Peritoneoscopy 

C.  Douglas  Sawyer,  M.D.,  Brooklyn 

Discussion:  Thomas  M.  Brennan,  M.D., 
Brooklyn,  and  Charles  H.  Goodrich,  M.D., 
Brooklyn 

4.  The  Advantages  of  Silk  in  General 
Surgery 

Donald  Guthrie,  M.D.,  Sayre,  Pennsylvania 
(Invited  Guest) 

Discussion:  Frank  L.  Meleney,  M.D.,  New 
York 


Wednesday,  April  26 — -2:00  P.M. 


1.  Reduce  Head  Injury  Mortality 
Fred  W.  Geib,  M.D.,  Rochester 

Discussion:  Eldridge  H.  Campbell,  Jr., 

Albany 

2.  Infections  of  the  Neck 
Albert  G.  Swift,  M.D.,  Syracuse 


Discussion:  Chas.  Gordon  Heyd,  M.D., 

New  York,  and  James  A.  Fisher,  M.D.,  Asbury 
Park,  New  Jersey  (Invited  Guest) 

3.  Acute  Pancreatitis 

John  J.  Morton,  Jr.,  M.D.,  Rochester 

Discussion:  William  Barclay  Parsons,  M.D. 
New  York 


SECTION  ON  UROLOGY 


Chairman Francis  N.  Kimball,  M.D.,  New  York 

Vice-Chairman John  E.  Heslin,  M.D.,  Albany 

Secretary Leo  E.  Gibson,  M.D.,  Syracuse 


Place  of  Meeting:  Hotel  Onondaga,  Oak  Room 


Tuesday,  April  25 — 10:00  A.M. 


1.  Serial  Pyelograms  in  Nephroptosis 

George  Aubrey  Hawes,  M.D.,  New  York 
(Invited  Guest) 

2.  The  Value  of  Stereoscopic  Pneumo- 


pyelography in  the  Diagnosis  of  Renal 
and  Ureteral  Calculi 

Winfield  W.  Scott,  M.D.,  Rochester,  and  John 
A.  Benjamin,  Jr.,  M.D.,  Rochester  (Invited 
Guest) 
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Discussion:  Elmer  Hess,  M.D.,  Erie,  Penn- 
sylvania (Invited  Guest) ; Augustus  Harris,M.D., 
Brooklyn;  Thomas  F.  Laurie,  M.D.,  Syracuse; 
and  A.  Laurence  Parlow,  M.D.,  Rochester 
3.  Clinical  Review  of  350  Consecutive 
Cases  of  Ureteral  Calculi — Symptoma- 
tology, Differential  Diagnosis,  Treat- 
ment, and  End  Results 


Charles  Clair  Higgins,  M.D.,  Cleveland,  Ohio 
(Invited  Guest) 

Discussion:  Terry  M.  Townsend,  M.D., 

New  York;  James  B.  Cross,  M.D.,  Buffalo; 
J.  Sturdivant  Read,  M.D.,  Brooklyn;  Frank  C. 
Hamm,  M.D.,  Brooklyn;  and  Francis  P.  Twi- 
nem,  M.D.,  New  York 


Wednesday,  April  26 — 2:00  P.M. 


1.  Subcaval  Ureter 

Francis  O.  Harbach,  M.D.,  Syracuse 

Discussion:  Thomas  J.  Kirwin,  M.D.,  New 
York  and  Fedor  L.  Senger,  M.D.,  Brooklyn 

2.  Prostatic  Obstruction — Medical  and 
Surgical  Aspects 


Hugh  H.  Young,  M.D.,  Baltimore,  Maryland 
(Invited  Guest) 

Discussion:  Maximilian  A.  Ramirez,  M.D., 
New  York;  Alexander  R.  Stevens,  M.D.,  New 
York;  Oswald  S.  Lowsley,  M.D.,  New  York; 
Clarence  G.  Bandler,  M.D.,  New  York;  Roy  B. 
Henline,  M.D.,  New  York;  and  John  E.  Heslin, 
M.D.,  Albany 


THE  SESSIONS 

SESSION  ON  PHYSICAL  THERAPY 


Chairman Madge  C.  L.  McGuinness,  M.D.,  New  York 

Secretary Harold  J.  Harris,  M.D.,  Westport 


Place  of  Meeting : Hotel  Onondaga,  Oak  Room 


Wednesday,  April  26 — 10:00  A.M. 


Address:  Physical  Therapy  as  a Useful 

Adjavant  in  Problems  of  Rehabilitation 

Madge  C.  L.  McGuinness,  M.D.,  New  York 

1.  Chronic  Arthritis — Differential  Diag- 
nosis— Special  Treatment  Methods:  Medi- 
cal, Orthopedic,  Physical  Therapy 

Bernard  L.  Wyatt,  M.D.,  Robert  A.  Hicks, 
M.D.,  and  Harry  E.  Thompson,  M.D.,  Tucson, 
Arizona  (Invited  Guests) 

2.  The  Role  of  Posture  in  Chronic  Ar- 
thritis 

Henry  Jordan,  M.D.,  New  York 


3.  Prophylactic  Exercises  for  Children 

Jerome  Weiss,  M.D.,  Brooklyn,  and  Hans  J. 
A.  Behrend,  M.D.,  New  York 

Discussion:  Harold  J.  Harris,  M.D.,  West- 
port;  Madge  C.  L.  McGuinness,  M.D.,  New 
York;  and  Samuel  Kleinberg,  M.D.,  New  York 

4.  Have  Spas  an  Essential  Place  in  the 
National  Economy,  and  How  Responsible 
is  Organized  Medicine  in  Efforts  to 
Promote  and  Control  Their  Activities? 

John  Carroll,  M.D.,  New  York 

Discussion:  Walter  S.  McClellan,  M.D., 

Saratoga 
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SESSION  ON  REGIONAL  AND  GENERAL  ANESTHESIA 


Chairman S.  LeRoy  Sahler,  M.D.,  Rochester 

Vice-Chairman T.  Drysdale  Buchanan,  M.D.,  New  York 

Secretary Frederick  A.  D.  Alexander,  M.D.,  Albany 


Place  of  Meeting:  Hotel  Syracuse,  Parlor  E 


Thursday,  April  27 — 9:45  A.M. 


1.  An  Evaluation  of  Intravenous  Anes- 
thesia 

Ralph  M.  Tovell,  M.D.,  Hartford,  Connecti- 
cut, and  Mario  Garofalo,  M.D.,  Hartford, 
Connecticut  (Invited  Guests) 

Discussion:  Paul  M.  Searles,  M.D.,  Buffalo 
(Invited  Guest),  and  L.  Franklin  Anderson, 
M.D.,  Buffalo 

2.  Respiratory  Disturbances  during  Anes- 
thesia Attributable  to  Sedative  Medica- 
tion— A Clinical  and  Laboratory  Study 

Charles  L.  Burstein,  M.D.,  New  York 
Discussion:  Frederick  A.  D.  Alexander, 


M.D.,  Albany,  and  Virginia  Apgar,  M.D.,  New 
York 

3.  The  Management  of  Complications  Aris- 
ing during  Cyclopropane  Anesthesia 

Harold  R.  Griffith,  M.D.,  Montreal,  Canada 
(Invited  Guest) 

Discussion:  Emery  A.  Rovenstein,  M.D., 

New  York,  and  John  C.  Dessloch,  M.D., 
Rochester 

4.  Studies  in  Resuscitation 

William  Branower,  M.D.,  New  York 

Discussion:  John  H.  Evans,  M.D.,  Buffalo, 
and  Charles  J.  Wells,  M.D.,  Syracuse 


Scientific  Exhibit 

HOTEL  onandaga 

[All  exhibits  must  be  in  place  on  Monday,  April  24,  1939, 
at  noon  and  must  remain  until  Thursday  noon,  April  27.] 

1 

Jacob  Fierstein,  M.D. 

Greenpoint  Hospital 
Brooklyn 

Rapid  Routine  Roentgen  Pelvimetry:  A simple  procedure  that  can  be  carried 
out  with  any  standard  x-ray  installation,  without  special  accessories.  No  calculation 
is  required,  although  the  procedure  is  mathematical.  It  can  be  performed  accurately 
without  extensive  experience. 
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2 

Louis  C.  Kress,  M.D. 

Division  of  Cancer  Control 
State  Department  of  Health 
State  Institute  for  the  Study  of  Malignant  Diseases 
Buffalo 

Cancer  of  the  Breast:  Transparencies  in  illuminated  frames  depicting  cancer  in 
various  stages  before  and  following  different  types  of  therapy  with  special  reference  to 
the  evaluation  of  preoperative  radiation. 


3 


Arthur  J.  Bedell,  M.D. 

Albany 

Colored  Fundus  Photographs:  150  direct  color  photographs,  covering  major 

ophthalmoscopic  changes  of  constitutional  disease,  tuberculosis,  syphilis,  pernicious 
anemia,  diabetes,  hypertension,  papillitis,  including  illustrations  from  several  types  of 
brain  tumor,  injury,  and  many  other  conditions. 


4 


New  York  State  Medical  Library 

State  Education  Department 
Albany 

Posters,  Books,  and  Journals:  A representative  of  the  library  will  be  present  to 
answer  all  questions  concerning  the  services  of  the  library.  The  New  York  State 
Medical  Library  cordially  urges  all  of  the  members  of  the  Medical  Society  of  the  State  of 
New  York  to  use  their  library  in  the  Education  Building,  Albany.  There  are  over 
45,000  volumes  in  the  Medical  Library  and  over  500  periodicals  received  currently. 
Special  books  are  sent  to  the  borrower  on  request  or  selected  material  will  be  sent  if  the 
subject  desired  is  given.  This  service  is  extended,  without  charge,  to  physicians  and 
nurses  registered  in  New  York  State.  The  only  obligation  imposed  on  the  borrower  is 
the  payment  of  the  transportation  charges  both  ways. 


5 

Maurice  L.  Malins,  M.D. 

Sydenham  Hospital 

and 

John  C.  Ruddock,  M.D. 

University  of  Southern  California 
Los  Angeles 

Peritoneoscopy:  Abstract  of  900  cases.  Description  of  procedure  by  means  of 
charts  and  diagrams.  Presentation  of  sections  from  biopsies  with  short  case  histories. 
The  value  of  the  procedure,  contraindications,  and  complications.  Demonstration  of 
special  technic  for  determining  operability  of  gastric  malignacy,  tumor  masses,  and 
ectopic  pregnancy. 
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6 

Morris  Morrison,  M.D. 

A.  A.  Sammick,  M.D. 

Jewish  Hospital 
Brooklyn 

Clinico-Hematological  Observations  of  Bone  Marrow:  A study  of  the  bone 
marrow  in  blood  dyscrasias  and  other  conditions.  The  bone  marrow  pictures  are  cor- 
related with  the  peripheral  smears.  Criteria  for  diagnosis  are  presented.  Charts 
summarizing  the  findings  in  300  normal  and  pathological  cases  are  presented. 

Motion  Picture. 


7 

Henry  C.  Bacon,  M.D. 

Henry  C.  Schneider,  M.D. 

Proctologic  Department 
Temple  University  School  of  Medicine 
Philadelphia 


Extra-Rectal  Metastatic  Growths  from  Upper  Abdominal  Malignancy: 
Frequently  misinterpreted  and  misd  agnosed  are  extra-rectal  metastatic  growths  from 
upper  abdominal  and  mammary  malignancy.  This  exhibit  presents  a diversified  series 
of  cases  in  color  photomicrographs,  x-ray  findings,  and  moulage  specimens  to  permit 
palpation  and  visualization  of  artificial  growths.  Differential  diagnosis  shown  by  illus- 
trations by  W.  B.  McNett. 


8 

C.  O.  Davison,  M.D. 

Vassar  Brothers  Hospital 
Poughkeepsie 

A Review  of  Special  Positions  in  Roentgenographic  Study  of  Bones  and 
Joints:  Films  and  diagrams  will  be  used  to  demonstrate  various  positions  that  have 
been  found  useful  in  demonstrating  fractures  and  pathology,  sometimes  overlooked  in 
standard  positions. 


9 

Samuel  E.  Last,  M.D. 

Evangelical  Deaconess  Hospital 
Brooklyn 

Radiographic  Visualization  of  Spermatocele  and  Prostatic  Abscess:  Exhibits 
consist  of  roentgenograms  visualizing  spermatocele  and  prostatic  abscess  by  means  of 
new  procedures  using  contrast  media.  Clinical  and  operative  findings  will  be  demon- 
strated. 
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10 

James  J.  Short,  M.D. 

S.  Wm.  Kalb,  M.D. 

A.  Bengelsdorf,  M.D. 

Charles  Weissberg,  M.D. 

Obesity  Clinic 

New  York  Post-Graduate  Medical  School  and  Hospital 
New  York 

Obesity,  Pathology,  Metabolism,  and  Management:  Mortality  statistics;  glu- 
cose tolerance;  basal  metabolism  and  total  heat  production;  dietary  treatment;  effect 
of  massage;  artificial  fever,  local  heat  on  blood  lipides;  electrocardiograph  findings,  etc. 

11 

Edward  F.  Hartung,  M.D. 

Louise  W.  Johnson,  A.B. 

Jessie  R.  McKelvey,  B.S. 

Arthritis  Clinic 

New  York  Post-Graduate  Medical  School  and  Hospital 
New  York 

Posture  Recording  and  Results  of  Postural  Treatment  in  Chronic  Rheuma- 
tism: A method  of  recording  posture  practicable  for  clinic  workers  is  described. 

The  results  of  corrective  measures  on  postural  defects  in  patients  with  chronic  rheuma- 
tism are  portrayed. 

12 

C.  R.  Straatsma,  M.D. 

New  York  Post-Graduate  Medical  School  and  Hospital 
and 

Manhattan  Eye,  Ear,  and  Throat  Hospital 
New  York 

Plastic  Surgery:  Exhibit  will  consist  of  photographs  and  casts  of  various  plastic 
procedures  and  results  of  the  head,  neck,  and  extremities. 


13 

Henry  M.  Johnson,  M.D. 

James  J.  Short,  M.D. 

J.  Ramser  Crawford,  M.D. 

The  Life  Extension  Examiners 
New  York 

The  Periodic  Health  Examination:  Tables,  charts,  graphs,  diagrams,  and  x-rays 
showing  types  and  incidence  of  findings  in  the  periodic  health  examination. 

14 

C.  Douglas  Sawyer,  M.D. 

Methodist  Episcopal  Hospital 
Brooklyn 

The  Clinical  Uses  of  Sodium  Hypochlorite:  A demonstration  of  methods  of  use 
in  the  prevention  of  infection  in  traumatic  cases  and  in  treating  the  various  types  of 
suppuration.  Also  a statistical  study  of  results  in  over  500  cases  treated  with  sodium 
hypochlorite  and  the  evaluation  of  the  results. 
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15 

William  A.  Howes,  M.D. 

Brooklyn  Cancer  Institute 
Brooklyn 

The  Curability  of  Skin  Cancer 


16 

Mortimer  M.  Kopp,  M.D. 

Lutheran  Hospital 
New  York 

Rhinoplastic  Surgery:  Photographic  transparencies  of  all  forms  of  rhinoplastic 
surgical  procedures.  Moulages  demonstrating  subcutaneous  structures  and  procedures. 
Motion  Picture:  Typical  Rhinoplastic  Procedure. 


17 

Henry  D.  Niles,  M.D. 

Skin  and  Cancer  Unit 

New  York  Post-Graduate  Medical  School  and  Hospital 
New  York 

Cutaneous  Manifestations  of  the  Diseases  of  the  Blood-Forming  Organs: 
Charts  and  clinical  and  microscopic  photographs  showing  skin  changes  associated  with 
the  diseases  of  the  blood-forming  organs. 


18 

Benjamin  Jablons,  M.D. 

Stuyvesant  Polyclinic  Hospital 
New  York 

Clinical  Diagnosis  and  Treatment  of  Peripheral  Vascular  Disease:  Charts 
showing  the  effect  of  organ  extracts  on  surface  temperature  of  the  extremities  and  os- 
cillometric  readings  in  vasoneuroses,  thromboangiitis  obliterans,  and  arteriosclerosis 
obliterans. 

Motion  Picture  : Color  film  containing  classification,  symptomatology,  and  methods 
of  eliciting  symptoms,  including  oscillometry,  surface  temperature  determinations, 
capillary  microscopy,  and  electromyography. 


19 

William  A.  Groat,  M.D. 

Stella  M.  ZimmerJ  R.N. 

Rachael  E.  Field,  M.A. 

College  of  Medicine,  Syracuse  University,  and 
Hazard  Memorial  Laboratory 
Syracuse  Memorial  Hospital 
Syracuse 

Acute  Basophilic  Leukemia- Development  of  the  Basophil:  Series  of  photo- 
micrographs. 2400  from  blood,  biopsy  marrow,  and  autopsy  marrow  showing  all  stages 
of  development  of  the  abnormal  basophil  from  primitive  myeloblast  to  full  maturity  are 
shown.  Charts  show  the  progress  of  the  case  and  blood  changes  from  day  to  day. 
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20 

John  B.  Alsever,  M.D. 

Charles  A.  Gwynn,  M.D. 

Department  of  Clinical  Pathology  and  Obstetrics 
College  of  Medicine,  Syracuse  University 
Hendricks  Research  Fund 
Syracuse 

The  Collection  and  Preservation  of  Placental  Blood  for  Transfusion  Pur- 
poses: Equipment  for  collection,  storage,  and  presentation  transfusion,  with  explanation 
of  technic.  Experimental  data  on  value  of  blood,  sterility,  etc.  Specimens  of  preserved 
blood.  Smears.  Icebox  in  operation. 


21 

Edward  C.  Reifenstein,  Jr.,  M.D. 

Eugene  Davidoff,  M.D. 

Carl  Whitaker,  M.D. 

Psychopathic  Hospital 
Syracuse 

The  Pharmacology  of  Amphetamine  (Benzebrine)  Sulfate:  Charts  will  be 
presented  illustrating  the  effect  of  Amphetamine  (Benzedrine)  Sulfate  on  blood  pres- 
sure, pulse,  respiration,  temperature,  blood  sugar,  basal  metabolism  rate,  cellular  ele- 
ments of  the  blood,  nervous  and  mental  status,  and  alcoholic  states  as  determined  from 
original  investigations  at  the  Syracuse  Psychopathic  Hospital  by  the  authors. 


22 

Gustave  Aufricht,  M.D. 

New  York  Post-Graduate  Medical  School  and  Hospital 
New  York 

Five  Operative  Motion  Pictures:  (1)  Large  abdominal  tube  flap  for  burn  scar 
contractions  of  chin,  cheeks,  and  neck,  (2)  mammaplastic,  (3)  construction  of  new  ear  for 
congenital  absence,  (4)  combined  plastic  for  prominent  hump  nose  and  receding  chin, 
(5)  plastic  for  saddle  nose. 

23 

A.  Benson  Cannon,  M.D. 

Vanderbilt  Clinic 
New  York 

Colored  Lantern  Slide  Demonstration  of  Skin  Diseases:  Colored  lantern 
slides  are  presented  of  some  of  the  more  common  skin  lesions,  including  x-ray  burns, 
pityriasis  rosea,  lupus,  fungus  infections,  syphilis,  etc.  In  addition  several  slides  are 
shown  illustrating  some  of  the  rare  skin  diseases,  such  as  necrobiosis  diabeticorum, 
angiokeratoma,  etc. 

24 

Bernard  L.  Wyatt,  M.D. 

The  Wyatt  Clinic 

Tucson,  Arizona 

Chronic  Arthritis:  Differential  Diagnosis;  Special  treatment  methods;  Medical, 
orthopedic,  and  physical  therapy. 


Motion  Picture 
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25 

Thomas  G.  Hull,  Ph.D. 

American  Medical  Association 
Chicago,  Illinois 

Underwater  Therapy:  Presentation  of  therapeutic  use  of  large  and  small  exercise 
pools,  Hubbard  tanks  and  home-made  tanks,  and  demonstration  of  types  of  exercise 
given  in  cases  such  as  infantile  paralysis,  cerebral  palsy,  and  postoperative  congenital 
dislocation  of  the  hip. 

Motion  Picture. 

Effects  of  Heat  and  Cold  on  the  Circulation  of  the  Blood  : Demonstration  of 
the  effect  of  heat  and  cold  on  circulation  as  seen  through  a glass  chamber  installed  in  a 
rabbit’s  ear. 

Motion  Picture. 


26 

New  York  State  Department  of  Health 
Albany 

The  Story  of  the  Pneumococcus:  The  “Story  of  the  Pneumococcus”  is  told  in  a 
series  of  five  panels.  They  illustrate,  respectively:  the  physical  characteristics  of  the 
pneumococcus;  how  it  multiplies  in  the  lungs;  its  chemical  structure  and  biological 
characteristics;  the  defense  mechanism  set  up  within  the  human  body;  and  the  reasons 
for  early  and  intensive  serum  treatment  for  those  types  of  the  disease  for  which  serum 
has  been  shown  to  be  effective.  Each  panel  is  supplemented  by  a typewritten  footnote, 
the  contents  of  which  are  not  essential  to  an  understanding  of  the  main  subject  matter 
but  which  provide  more  detailed  information  for  those  who  may  be  particularly  in- 
terested. 


27 

O.  W.  H.  Mitchell,  M.D. 

College  of  Medicine,  Syracuse  University 
Syracuse 


Incidence  of  Gas  Bacillus  Infection  in  New  York  State:  Statistical  analysis 
of  cases  of  Gas  Bacillus  Infection  (Gangrene)  in  New  York  State  in  recent  years. 


SCIENTIFIC  MOTION  PICTURE  EXHIBIT 


These  films  will  be  shown  in  the  Louis  Room  of  the  Hotel  Onondaga. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

Mrs.  Daniel  J.  Swan,  President 
Mrs.  John  J.  Beuttner,  Chairman  of  Convention 

Convention  Headquarters — Onondaga  Hotel,  Syracuse 

Only  a month  until  the  4th  convention  of  the  Woman’s  Auxiliary  of 
the  State  of  New  York  in  Syracuse.  Your  committee  plans  have  matured 
rapidly  and  we  are  now  able  to  present  the  complete  schedule  of  activities. 
Please  look  it  over  carefully  and  see  if  you  can  really  afford  to  miss  this 
convention. 

Let  me  call  your  attention  particularly  to  the  Delegates’  Dinner  on 
Monday  evening,  the  24th.  Henry  Scott,  pianist  and  humorist,  will  offer 
many  novelties  in  entertainment.  For  lovers  of  fine  renditions  of  the 
classics,  Mr.  Scott’s  educational  background  and  his  masterful  technic 
allow  him  to  satisfy  the  most  critical.  For  those  who  prefer  popular 
music,  he  gives  them  their  choice  in  the  modern  manner.  A Scott  pro- 
gram is  always  received  with  rousing  enthusiasm. 

We  are  anticipating  with  keen  interest  the  4th  Hobby  Show  and  look 
for  a large  entry  of  exhibits. 

The  musicale  and  tea  on  Tuesday,  the  25th,  offers  a charming  afternoon’s 
entertainment. 

( From  Mrs.  John  J.  Beuttner , Chairman  of  Convention) 


Convention  Program 

All  Doctors’  wives  will  please  register  at  Registration  Desk  in  lobby, 
Onondaga  Hotel. 

All  Doctors’  wives,  whether  members  of  a Woman’s  Auxiliary  to  a 
County  Medical  Society  or  not,  are  cordially  invited  to  participate  in 
all  parts  of  the  program. 


Monday,  April  24,  1939 


9:00  a.m.  Registration  of  Delegates, 
Lobby 

Mrs.  Harry  P.  Mencken,  Chairman 

Mrs.  Louis  A.  VanKleeck,  Vice- 
Chairman 

General  Registration,  for  all 
doctors’  wives  daily  to  5:00  p.m. 
throughout  the  Convention, 
Lobby 

Mrs.  Nathan  P.  Sears,  Chairman 

Mrs.  George  S.  Reed,  Vice- 
Chairman 

Registration  for  Auxiliary 
Dinner  (to  4:00  p.m.).  Lobby 

Mrs.  Frederick  J.  O’Connor,  Chair- 
man 


Registration  for  Luncheon  and 
for  Tea,  Lobby 

9:30  a.m.  Executive  Board  Meeting,  Roof 
Garden 

10:00  a.m.  House  of  Delegates  Meeting, 
Roof  Garden 


2 : 00  p.m.  Continuation  of  House  of  Dele- 
gates Meeting,  Roof  Garden 
2:30  p.m.  Hobby  Show  (to  10:00  p.m.), 
Parlor  G,  Mezzanine  Floor 
Mrs.  Raymond  J.  Pieri,  Chairman 
Mrs.  George  A.  Marsden,  Vice- 
Chairman 

7:00  p.m.  Dinner  for  Auxiliary  Members, 
all  Doctors’  Wives  and  Lay 
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Friends  (secure  tickets  before 
4:00  p.m.  at  Registration  Desk), 
Roof  Garden 

Mrs.  Francis  R.  Irving,  Chairman 


Entertainment  (following  dinner) 
— Henry  Scott,  widely  known 
Pianist-Humorist 

Mrs.  H.  Walden  Retan,  Chairman 


Tuesday,  April  25,  1939 


9:00  a.m.  Registration,  continued,  Lobby 
10 : 00  a.m.  Hobby  Show  (to  10 : 00  p.m.) , Parlor 
G,  Mezzanine  Floor 

10:00a.m.  Post-Convention  Executive 
Board  Meeting,  Room  222 
i :00  p.m.  Luncheon,  Onondaga  Golf  and 
Country  Club 

All  visiting  doctors’  wives  will  be 
guests.  For  luncheon  and  trans- 
portation, please  register  Monday 


at  Registration  Desk,  Lobby 
Mrs.  Charles  D.  Post,  Chairman 
Entertainment  (following  Lunch- 
eon) 

Mrs.  Foster  C.  Rulison,  Chairman 
Mrs.  Clyde  O.  Barney,  Vice-Chair- 
man 

7:00  p.m.  Banquet  of  the  Medical  Society 
of  the  State  of  New  York, 
Ballroom,  Hotel  Syracuse 


Wednesday,  April  26,  1939 


9:00  a.m.  Registration,  continued,  Lobby 
10:00  a.m.  Hobby  Show  (to  10:00  p.m.),  Parlor 
G,  Mezzanine  Floor 
Sightseeing  at  individual  pleas- 
ure 

3:00  p.m.  Musicale,  Syracuse  Museum  of 
Fine  Arts,  407  James  Street 
Mrs.  Harry  L.  Gilmore,  Chairman 
Mrs.  Walter  W.  Street,  Vice-Chair- 
man 


Tea  (following  Musicale),  Syracuse 
Museum  of  Fine  Arts 
Mrs.  Winthrop  Pennock,  Chairman 
Mrs.  Albert  A.  Getman,  Vice-Chair- 
man 

7:00  p.m.  Informal  Dinner  and  Entertain- 
ment 

Medical  Society  of  the  State  of 
New  York 

Ballroom,  Hotel  Syracuse 


Thursday,  April  27,  1939 


10:00  a.m.  Call  for  Hobbies  (to  12:00  M.) 

There  now — could  three  days  possibly  be  more  profitably  spent?  I 
am  sure  that  all  physicians’  wives  will  want  to  attend;  whether  members 
of  the  Auxiliary  or  not,  you  will  all  be  most  cordially  welcome.  We 
shall  be  looking  forward  to  meeting  you  all. 

Publicity 

Mrs.  Thomas  M.  d’ Angelo,-  Chairman  of  State  Auxiliary 
Mrs.  Charles  Hitchcock,  Chairman  of  Convention 
Mrs.  Henry  H.  Haft,  Co-Chairman  of  Convention 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


A meeting  of  the  Executive  Board  of 
the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York  was 
held  at  the  Hotel  Ten  Eyck  on  February 
16,  1939.  The  president,  Mrs.  Daniel 
Swan,  welcomed  the  members  and  ex- 
pressed her  pleasure  at  seeing  so  many 
present.  Those  who  attended  were : Mrs. 
Daniel  J.  Swan,  president,  Mrs.  G.  Scott 
Towne,  president-elect,  Mrs.  Edwin  A. 
Griffin,  first  vice-president,  Mrs.  Louis 
A.  Van  Kleeck,  second  vice-president, 
Mrs.  Henry  L.  Hirsch,  recording  secre- 
tary, Mrs.  Abraham  Braunstein,  corre- 
sponding secretary,  Mrs.  Carlton  Pot- 
ter, treasurer,  Mrs.  John  L.  Bauer,  Mrs. 
James  M.  Dobbins,  Mrs.  Francis  R.  Irv- 
ing, Mrs.  Herman  W.  Galster,  directors. 

Chairmen  of  standing  committees  who 
attended  were : Mrs.  John  Beuttner,  con- 
vention, Mrs.  William  Godfrey,  finance, 
Mrs.  William  Benenson,  historian,  Mrs. 
Horace  Whitely,  Hygeia , Mrs.  Royal  F. 
Sengstacken,  legislation,  Mrs.  Luther  H. 
Kice,  organization,  Mrs.  Thomas  d’An- 
gelo,  press  and  publicity,  Mrs.  Otto  Pfaff, 
printing  and  supplies,  Mrs.  George  Green, 
program,  Mrs.  J.  Emerson  Noll,  public 
relations.  The  county  presidents  who  at- 
tended were:  Mrs.  Albert  Van  De  Veer, 
2nd,  Albany,  Mrs.  Raymond  F.  Johnson, 
Cayuga,  Mrs.  Henry  J.  Noerling,  Colum- 
bia, Mrs.  H.  L.  Yokey,  Jefferson,  Mrs. 
Milton  Bergmann,  Kings,  Mrs.  Otto 
Pfaff,  Madison,  Mrs.  Luther  Kice,  Nas- 
sau, Mrs.  Harry  F.  Pohlmann,  Orange, 
Mrs.  George  F.  Marsden,  Oswego,  Mrs. 
William  J.  Lavelle,  Queens,  Mrs.  James 
H.  Donnelly,  Rennsalaer,  Mrs.  John  C. 
Dingman,  Rockland,  Mrs.  Mark  K.  Net- 
tles, Saratoga,  Mrs.  Leslie  Sullivan, 
Schenectady. 

Officers,  chairmen  of  committees,  and 
county  auxiliary  presidents  gave  their  re- 
ports on  what  they  had  done  since  the 
last  board  meeting.  Varied  and  very  in- 
teresting were  the  reports  of  county 
presidents.  The  promotion  of  Hygeia  is 


playing  an  important  part  in  the  work  of 
county  auxiliaries.  Some  auxiliaries  have 
placed  Hygeia  in  the  high  schools  and 
libraries  in  their  counties.  Other  auxil- 
iaries have  promoted  the  sale  of  Hygeia 
among  the  laymen.  One  auxiliary  has 
equipped  a camp  for  underprivileged 
children;  another  has  given  playground 
equipment  to  a boys’  camp.  Several 
auxiliaries  are  working  on  health  insti- 
tutes for  the  public  and  in  another  county 
the  auxiliary  conducted  a contest  among 
the  high-school  students  on  health  sub- 
jects. It  was  gratifying  to  our  president 
to  see  what  excellent  work  the  county 
auxiliaries  are  doing  and  how  anxious 
each  one  is  to  do  better  and  greater  things. 

Mrs.  Swan  gave  a report  of  the  meeting 
of  the  board  of  directors  of  the  National 
Auxiliary  held  in  Chicago  on  November 
11,  1938. 

Mrs.  Henry  Hirsch  told  us  of  the  ex- 
hibit she  is  planning  to  send  to  the  Con- 
vention of  the  National  Auxiliary  this 
summer.  The  pet  project  of  each  county 
auxiliary  is  to  be  represented  in  this  ex- 
hibit to  which  Mrs.  Hirsch  is  giving  a 
great  deal  of  thought  and  time. 

County  Auxiliary  News 

Albany 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Albany  was  held  on  January  25,  at  the 
Joseph  Henry  Memorial.  Dr.  Joseph 
Lawrence,  executive  secretary  of  the 
Medical  Society  of  the  State  of  New  York, 
spoke  on  “Recent  and  Pending  Legisla- 
tion.” After  the  business  session  and 
program,  the  members  of  the  entertain- 
ment committee  acted  as  hostesses  and 
served  refreshments. 

Rensselaer 

The  Woman’s  Auxiliary  to  the  Medica 
Society  of  the  County  of  Rensselaer  met 
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on  February  14,  1939,  in  the  Samaritan 
Hospital.  The  president,  Mrs.  James 
Donnelly,  introduced  Dr.  Stephen  Curtis 
who  spoke  on  “Socialized  Medicine.' ’ An 
open  forum  followed  his  talk.  Mrs. 
Arthur  Benson  discussed  bills  pending 
before  the  legislature. 

Dr.  Harry  L.  Harvie,  county  chairman 
of  the  Control  of  Cancer  has  asked  the 
members  of  the  Woman’s  Auxiliary  to 
sponsor  the  cancer  control  drive  in  the 
county.  Mrs.  Harry  P.  Van  Wagenen  of 
Kingston,  a member  of  the  Women’s  Field 
Army  of  the  American  Society  for  the 
Control  of  Cancer  met  with  members  of 
the  auxiliary  to  discuss  details  of  the 
work. 

Saratoga 

The  members  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Saratoga  and  many  guests  enjoyed  2 
interesting  films;  one  a film  of  Mexico 
taken  by  Dr.  Carl  Comstock,  who  spent 
a few  months  in  Mexico  with  Mrs.  Com- 
stock. Beautiful  colored  pictures  of  sun- 
sets, flowers,  country  scenes,  cities,  and 
palaces  were  included  in  Dr.  Comstock’s 
films.  Many  enjoyed  the  sea  fishing  pic- 
tures and  the  movie  of  a Mexican  bull- 


fight. The  second  film,  Alaskan  Adven- 
tures, was  taken  by  Dr.  G.  Scott  Towne. 
Many  interesting  phases  of  life  in  Alaska 
were  told.  Dr.  Towne  emphasized  the 
importance  of  radio  service  in  Alaska. 
He  thrilled  his  audience  with  a descrip- 
tion of  how  his  son  captured  a ferocious 
Kodiak  bear. 

Mrs.  Mark  Nettles  presided  at  the 
meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Sara- 
toga held  on  February  7,  1939.  Public 
health  nurses  and  nursing  service  in  gen- 
eral were  discussed.  Miss  Marion  Laird, 
Agent  of  the  Saratoga  County  Tubercu- 
losis and  Public  Health  Association,  spoke 
on  health  nursing  and  generalized  the 
nursing  science.  Miss  Katherine  Mezera, 
a county  nurse,  reviewed  the  activities 
in  a nurse’s  day. 

Schenectady 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Schenectady  held 
a dinner  dance  and  hobby  show  on  Satur- 
day evening,  February  18,  1939,  at  the 
Mohawk  Golf  Club. 

Mrs.  Leslie  Sullivan,  president  of  the 
auxiliary,  greeted  the  many  guests  who 
attended. 


INFECTED  JAPANESE  SHAVING  BRUSHES 

A warning  to  all  residents  of  the  State  against 
Japanese  shaving  brushes  infected  with  germs 
of  anthrax,  is  sounded  by  Dr.  Edward  S.  Godfrey, 
Jr.,  State  Commissioner  of  Health. 

These  brushes  are  of  a cheap  variety,  small 
in  size,  4V2  inches  over  all,  the  handles  3/4  of  an 
inch  in  diameter,  painted  in  two  colors.  The 


lettering,  “Japan  332,”  is  stamped  on  the  top  of 
each  brush  while  on  the  sides  appear  the  words 
‘ ' Imperial-Sterilized . ’ ’ 

The  brush  is  of  stiff  hair,  grayish  in  color,  or 
mixed  black  and  white.  Any  such  brush  dis- 
covered should  be  sent  to  the  State  Health  De- 
partment, Albany. 


At  the  forthcoming  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  the 
newly  formed  Section  on  Gastroenterology  and 
Proctology  will  hold  its  first  session  and  for  its 
first  day  has  decided  to  conduct  a type  of  meet- 
ing new  to  our  Society,  but  which  has  proved  of 
interest  in  other  similar  organizations. 

The  morning  will  be  devoted  to  a Round 
Table  discussion  of  subjects  to  be  submitted 
in  advance  by  any  member  of  the  State 
Society  who  expects  to  attend  the  meeting.  A 


round  table  group  of  speakers,  consisting  of  two 
gastroenterologists,  an  internist,  a surgeon,  and 
a roentgenologist  will  discuss  the  previously  sub- 
mitted subjects  in  turn,  supplemented  by  brief 
discussions  from  the  floor. 

It  will  be  much  appreciated  by  the  officers  if 
members  of  the  Society  will  send  in  questions 
for  discussion  either  to  the  Chairman,  Dr. 
A.  F.  R.  Andresen,  88  Sixth  Avenue,  Brooklyn, 
or  to  the  Secretary,  Dr.  John  L.  Kant  or. 
145  West  86th  Street,  New  York  City 


Medical  News 


Broome  County 

The  Broome  County  Medical  Society 
is  studying  the  possibility  of  setting  up  a 
nonprofit  organization  through  which 
county  residents  in  the  lower  income 
brackets  would  be  assured  of  proper 
medical  care  by  making  regular  monthly 
payments  in  advance. 

The  proposal  is  being  studied  by  the 
society’s  economics  committee  headed 
by  Dr.  Harry  I.  Johnston,  chairman. 
Findings  of  the  committee  with  recom- 
mendations will  be  submitted  to  the 
executive  committee  and  then  placed 
before  the  membership. 

Present  regulations  of  the  State  In- 
surance Department  are  holding  up 
phases  of  the  establishment  of  such  an 
organization  but  legislation  to  eliminate 
these  difficulties  is  being  considered  in 
Albany,  officials  of  the  society  explained. 

Dutchess  County 

At  the  regular  meeting  of  the  Dutchess 
County  Medical  Society  on  February  8, 
the  speaker  was  Dr.  John  E.  Deitrick, 
attending  physician  at  the  New  York 
Hospital,  who  gave  a paper  on  “Failure 
of  the  Peripheral  Circulation.”  The 
meeting  was  held  at  Ryon  Hall  of  the 
Hudson  River  State  Hospital. 

Erie  County 

A deadlock  developed  in  February  in 
the  plans  to  provide  medical  aid  for  re- 
lief clients  in  Erie  County.  The  plan  to 
pay  $240,000  for  their  medical  care, 
sponsored  by  Welfare  Commissioner, 
Thomas  W.  H.  Jeacock,  and  approved 
by  the  Board  of  Supervisors,  was  re- 
jected by  State  Welfare  Commissioner 
David  C.  Adie  “because  the  same  work 
could  be  done  for  $60,000.”  The  plan 
provided  for  paying  physicians  $1  an 
office  call  and  $2  a home  call,  whereas  the 
State  Welfare  authorities  say  the  relief 
clients  should  go  to  the  free  clinics. 

“To  the  State  Welfare  administration 
is  attributed  the  assertion  that  the  pro- 


posed county  plan  is  ‘designed  to  im- 
prove the  economic  status  of  the  private 
physician,  rather  than  to  provide  ade- 
quate low-cost  medical  care  for  the  relief 
clients.’  It  would  have  been  fairer,” 
observes  the  Buffalo  Courier  Express  in 
a strong  editorial,  “to  have  stated  the 
case  the  other  way  around — to  have  said 
that  Buffalo  physicians  and  Buffalo  hos- 
pitals are  giving  so  much  free  service  that 
there  is  no  need  for  state  and  county  to 
spend  large  sums  to  duplicate  this  service 
on  a paid  basis.  It  must  not  be  forgotten 
that  the  free  clinics  are  kept  going  by 
private  physicians  who  donate  unpaid 
services  thereto. 

“According  to  the  state’s  own  figures, 
this  free  clinical  service  makes  a difference 
of  $180,000 — the  discrepancy  between  the 
county  estimate  of  $240,000  and  the 
state  estimate  of  $60,000.  According  to 
medical  authorities,  the  value  of  free 
service  given  by  Buffalo  physicians  runs 
into  much  larger  figures.  In  a speech 
before  the  Buffalo  branch  of  the  American 
Association  of  Medical  Social  Workers, 
Dr.  Harry  C.  Guess,  former  president  of 
the  Erie  County  Medical  Society,  said 
that  ‘the  state  doesn’t  take  into  account 
the  fact  that,  at  present,  private  physi- 
cians in  Buffalo  annually  give  more  than 
$1,000,000  worth  of  free  medical  treat- 
ment.’ ” 

Dr.  Carlton  E.  Wertz,  President  of  the 
Medical  Society  of  the  County  of  Erie, 
said  in  a published  statement : 

“The  state’s  attitude  reeks  of  politics. 
Why  did  the  state  sit  calmly  by  while  we 
were  working  out  this  program  and  say 
nothing,  then  suddenly  announce  that  it 
would  not  reimburse?”  he  said,  in  com- 
menting on  the  action  of  the  State  Welfare 
Commissioner  requiring  welfare  clients  to 
patronize  free  clinics  paid  for  by  the  city 
of  Buffalo. 

“Not  until  a month  ago  did  we  receive 
any  inkling  that  this  was  to  be  the 
state’s  attitude.  It’s  a good  example  of 
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how  the  politicians  would  try  to  control 
any  type  of  socialized  medicine. 

“This  is  a purely  local  problem.  Now 
the  state  steps  in,  without  warning  and 
after  we  had  the  plan  nearly  perfected, 
to  make  the  arbitrary  decision  that  it 
won’t  reimburse. 

“If  the  state  is  so  dictatorial  about  this 
whole  thing,  why  has  it  been  reimbursing 
all  this  time  on  fees  paid  to  the  doctors 
these  many,  many  months  in  the  rest  of 
Erie  County?  The  state’s  policy  just 
simply  is  not  consistent. 

“The  state  seems  to  think  we  doctors 
want  to  make  a lot  of  money.  That  isn’t 
true.  We  have  been  treating  relief 
clients  in  the  city  free  of  charge  for  years. 
And  let  me  add  this : we  are  far  more  in- 
terested in  seeing  that  the  client  gets 
adequate  medical  care  than  we  are  in 
making  a few  extra  dollars. 

“Under  the  present  system  of  free 
treatment,  all  relief  clients  cannot  pos- 
sibly get  adequate  care.  Most  of  the 
clients  themselves  are  backward  in  asking 
for  medical  care,  often  when  it  is  badly 
needed. 

“I  still  believe  the  thing  can  be  worked 
out  through  our  committee.” 

Franklin  County 

Dr.  Esmond  R.  Long  of  the  Henry 
Phipps  Institute,  Philadelphia,  addressed 
more  than  fifty  members  and  guests  of 
the  Saranac  Lake  Medical  Society  in  the 
John  Black  room  at  the  Saranac  Labora- 
tory on  February  1,  on  “Some  Correla- 
tions of  Pathology  and  Epidemiology  of 
Pulmonary  Tuberculosis.” 

Jefferson  County 

Dr.  Joseph  S.  Lawrence,  Executive 
Officer  of  the  Medical  Society  of  the 
State  of  New  York,  addressed  the  Jeffer- 
son County  Medical  Society  on  February 
2 at  the  Black  River  Valley  Club,  on 
medical  conditions  in  the  county.  He 
recounted  the  striking  improvement  in 
the  rates  of  illness  and  death,  due  to  the 
advance  in  medical  science,  and  gave 
many  interesting  facts  and  figures  about 
the  doctors,  hospitals,  etc.,  in  the  county. 


Dr.  Richard  L.  Gray,  of  Clayton,  who 
died  there  on  January  28  at  the  age  of 
sixty-nine,  had  practiced  medicine  in  that 
vicinity  for  forty  years. 

Kings  County 

A number  of  women’s  groups  in  Brook- 
lyn are  urging  Governor  Lehman  to  ap- 
point Dr.  Maryland  Burns  Byrne,  lawyer 
and  physician,  to  fill  the  vacancy  in  the 
Supreme  Court,  Second  Judicial  District, 
in  Brooklyn,  caused  by  the  death  of  her 
husband,  Justice  Edward  J.  Byrne,  on 
February  7,  in  Miami. 

Mrs.  Byrne,  who  lives  at  25  Hill  St., 
Glen  Cove,  Nassau,  was  formerly  Health 
Officer  of  Glen  Cove.  She  is  a graduate 
of  Adelphi  College,  Columbia  University, 
Bellevue  Hospital  Medical  College,  and 
Brooklyn  Law  School,  and  was  admitted 
to  the  bar  in  1921. 

Livingston  County 

Dr.  N.  Stanley  Lincoln,  Superinten- 
dent of  the  Mt.  Morris  Tuberculosis 
Hospital,  spoke  to  members  of  the 
Livingston  County  Medical  Society  on 
“The  Statistical  Aspects  of  Tubercu- 
losis,” at  a meeting  held  at  the  Mt. 
Morris  Hospital  on  January  31. 

Monroe  County 

With  city  and  county  wrestling  with  a 
general  plan  for  retrenching  on  welfare 
costs,  a new  supermedical  unit  for  regu- 
lating all  handling  of  indigent  sick  would 
be  set  up  at  a cost  of  $48,100  a year  under 
a recommendation  of  Dr.  Carl  E.  Mc- 
Combs, New  York  expert  on  welfare.  Dr. 
McCombs,  in  his  report  submitted  by 
City  Manager  Harold  W.  Baker  to 
Rochester  City  Council  members,  hos- 
pital authorities,  and  Monroe  County 
officials,  claims  this  sum  could  be  saved 
on  present  overlapping  and  loose  han- 
dling of  indigent  sick. 

The  biggest  evil  to  be  removed  by  the 
new  unit  would  be  small  town  medical 
practice  with  indigent  sick. 

“Apparently  a number  of  physicians 
specialize  in  practice  among  relief  re- 
cipients in  the  several  towns,”  Dr  Mc- 
Combs reported. 
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Against  this,  he  said,  some  towns 
operate  efficiently  and  are  reimbursed  by 
the  state  to  the  full  limit  of  needs. 
Others,  he  said,  ignore  state  reimburse- 
ment altogether. 

Dr.  McCombs  would  have  the  county 
medical  bureau  a county  organization  to 
embrace  the  medical  unit  of  the  city 
welfare  bureau  as  well  as  all  the  scattered 
units  of  the  towns. 

A full-time  medical  director  would  be 
placed  at  the  head  with  a staff  of  in- 
vestigators and  assistants  with  a payroll 
that  should  be  possible  to  keep  within 
$50,000.  He  fixes  the  estimate  for 
office  administration  of  the  unit  at 
$16,000  per  year. 

This  is  exclusive  of  $33,100  to  be  paid 
a staff  of  field  physicians  as  follows : 

Eleven  physicians,  part-time,  for  the 
city,  $17,600;  one  dentist,  part-time, 
$1,500;  one  physician,  full-time,  Iron- 
dequoit,  $2,000;  eight  physicians,  part- 
time  outside  of  Irondequoit  in  the  towns, 
$12,000. 

The  office  staff  would  consist  of  a 
director  at  $5,000;  general  investigator, 
$2,400;  secretary-office  manager,  $1,800; 
statistical  clerk,  $1,500;  assistant  clerk, 
$1,040;  three  stenographers,  $936;  tele- 
phone operator,  $720. 

A strenuous  campaign  for  legislation 
to  prevent  “over  the  counter”  sale  of 
sulfanilamide,  a drug  effective  in  the 
treatment  of  gonococcal  and  other  in- 
fections when  administered  by  a physi- 
cian, will  be  pushed  by  the  Tuberculosis 
and  Health  Association,  the  Monroe 
County  Medical  Society,  and  public 
health  officials. 

Calling  attention  to  the  dangers  of 
self-medication,  Dr.  Robert  Schanz,  chair- 
man of  the  social  hygiene  committee, 
says  that  a number  of  druggists  have  al- 
ready established  the  practice  of  refusing 
to  refill  prescriptions  unless  ordered  by  a 
physician. 

Dr.  Arthur  M.  Johnson,  Rochester  city 
health  officer,  declares,  “There  has  been 
too  much  self-medication  in  the  treat- 
ment of  gonococcal  infections  and  the 
person  who  tries  unsupervised  use  of 


sulfanilamide  preparations  risks  anemia, 
which  may  be  fatal. 

“Better  druggists  have  refused  to  sell 
these  preparations  without  the  direction 
of  a physician.” 

Nassau  County 

The  Nassau  County  Medical  Society 
met  for  the  first  time  in  its  new  quarters 
in  the  Cathedral  house,  Garden  City,  on 
January  31. 

Heretofore  the  society  has  met  in  the 
Nassau  Bar  association  building  at  Mine- 
ola.  Officers  of  the  society  pointed  out 
that  greater  facilities  for  parking  and 
attendance  at  meetings  are  provided  in 
the  new  location. 

Dr.  Jesse  G.  M.  Bullowa,  physician  at 
the  Harlem  and  Willard  Parker  hospitals, 
consulting  physician  at  the  New  York 
Infirmary  for  Women  and  Children,  and 
consultant  in  serum  therapy  at  Long 
Beach  hospital,  spoke  on  “Serum  Therapy 
and  Chemotherapy  in  Pneumonia,”  dur- 
ing the  scientific  session. 

New  York  County 

Now  that  sixty- three  physicians  and 
surgeons  have  been  granted  licenses  as 
school  medical  inspectors  (personnel)  in 
the  New  York  City  school  system,  the 
Board  of  Superintendents  is  scheduled  to 
proceed  promptly  with  its  projected  re- 
organization of  the  school  medical  staff. 

Superintendent  of  Schools  Harold  G. 
Campbell  announces  that  he  intends  to 
bring  the  matter  before  the  board  in  the 
very  near  future,  so  that  details  may  be 
decided  upon  to  put  into  effect  its  general 
plan  for  an  expanded  school  medical  pro- 
gram, designed  to  raise  the  general  level 
of  teacher  and  pupil  health. 

“The  fact  that  we  have  a long  eligible 
list  gives  us  plenty  of  leeway  in  bringing 
about  any  reorganization  that  the  mem- 
bers of  the  board  may  have  in  mind,” 
Dr.  Campbell  said.  “I  intend  to  present 
the  question  as  soon  as  we  dispose  of  the 
nomination  of  new  assistant  superin- 
tendents so  that  we  can  actually  begin  the 
reorganization  we  have  been  talking 
about  for  a long  while.” 

The  purpose  of  the  reorganization, 
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according  to  its  proponents,  is  to  convert 
the  school  medical  division  from  an  office 
for  examining  sick  teachers  to  a positive 
force  for  the  improvement  of  pupil  and 
teacher  health. 

Dr.  John  A.  Hartwell,  New  York 
surgeon  and  past  president  of  the  New 
York  Academy  of  Medicine,  who  has 
been  serving  as  director  of  the  academy 
since  1934,  has  been  appointed  associate 
director  of  the  American  Society  for  the 
Control  of  Cancer,  it  is  announced  by 
Dr.  Clarence  C.  Little,  managing  director 
of  the  society.  Dr.  Hartwell  recently 
announced  his  resignation  as  director  of 
the  academy  as  of  April  1,  on  which  date 
he  will  assume  his  new  duties. 

Dr.  Walden  Evermont  Muns,  assistant 
clinical  professor  of  medicine  at  the  New 
York  Post-Graduate  Hospital,  303  East 
Twentieth  Street,  and  assistant  medical 
director  of  the  medical  division  of  the 
Federal  Reserve  Bank  of  New  York,  died 
at  Montgomery,  Ala.,  on  February  1.  He 
was  fifty-four  y$ars  old. 

Dr.  John  William  Watson,  sixty  years 
old,  a retired  New  York  physician,  died 
on  February  7 in  New  Orleans  while  on 
his  way  to  California  with  his  wife. 

Onondaga  County 

In  a resolution  adopted  unanimously, 
the  Onondaga  County  Medical  Society, 
meeting  on  February  7 at  the  College  of 
Medicine,  Syracuse  University,  com- 
mended Dr.  George  L.  Wright,  fire  de- 
partment physician,  for  his  long  hours  of 
work  during  the  Collins  Building  fire 
disaster. 

The  citation  read:  “Resolved:  That 

the  Onondaga  County  Medical  Society 
commend  Dr.  George  Lamont  Wright 
for  the  fine  example  of  devotion  to  duty 
which  he  displayed  by  his  untiring  efforts 
during  the  recent  fire  tragedy  in  Syra- 
cuse.” 

The  society  also  approved  the  principle 
of  voluntary,  nonprofit  sickness  in- 
demnity insurance  and  appointed  a com- 
mittee to  work  out  a practical  plan  of  this 


type  for  Onondaga  County  if  and  when 
the  State  Legislature  approves  such  in- 
surance. The  committee  consists  of  Dr. 
Leo  E.  Gibson,  chairman;  Dr.  Arthur 
N.  Curtiss,  Dr.  Gerald  C.  Cooney,  Dr. 
Carl  E.  Muench,  Dr.  Arthur  B.  Raffl  and 
Dr.  Ellery  G.  Allen. 

A rising  vote  of  recognition  was  given 
Dr.  Garrison  L.  Brown  of  Euclid  for  his 
fifty  years  of  membership  in  the  society. 
He  was  president  of  the  group  forty  years 
ago. 

Recommendations  of  a special  com- 
mittee appointed  by  the  Onondaga 
County  Medical  Society  to  consider  the 
problem  of  hospital  visiting  hours,  with 
a view  to  curtailing  and  standardizing 
them  are  summarized  as  follows: 

1.  That  the  Hospital  Council  be 
re-instituted  for  the  purpose  of  co-ordi- 
nating matters  of  interest  to  its  former 
constituent  institutions. 

2.  That  until  such  time  as,  in  the 
opinion  of  the  hospital  executives,  public 
acceptance  of  standardization  of  visiting 
rules  is  assured,  attending  physicians 
are  requested  to  prescribe  visiting  limita- 
tions for  all  patients  under  their  care. 

3.  That  hospital  visiting  rules  be 
standardized  as  follows: 

A.  Private  patients,  2 to  3:30,  7 to 
8 p.m.  daily. 

B.  Public  wards,  2 to  3 : 30,  7 to  8 p.m., 
three  days  weekly. 

C.  Children’s  wards,  2 to  3:30  p.m., 
parents  only,  three  days  weekly. 

D.  Maternity  wards,  2 to  3:30,  7 to 
8 p.m.,  three  days  weekly. 

E.  Where  three  visiting  days  are 
suggested,  it  is  important  that  the  days 
selected  be  specifically  agreed  upon  by 
the  Hospital  Council. 

F.  No  visitors  except  immediate  fam- 
ily upon  major  surgical  or  maternity 
cases  for  five  days  after  operation  or  de- 
livery. 

G.  Not  more  than  two  visitors,  except 
immediate  family,  be  permitted  any 
patient  at  any  one  time. 

H.  Visiting  period  to  be  limited  to 
twenty  minutes  for  any  visitor  other  than 
immediate  family. 
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I.  Except  under  unusual  circum- 
stances and  with  the  consent  of  a hos- 
pital executive,  no  children  under  fourteen 
years  of  age  to  be  admitted  as  visitors  at 
any  time. 

4.  That  Group  Hospital  Plan,  Inc., 
be  advised  it  is  the  opinion  of  this  society 
that  improperly  controlled  visiting  of  the 
hospitalized  sick  is  undoubtedly  a factor 
in  increasing  the  length  of  hospitalization. 

5.  That  when  standardized  visiting 
rules  have  been  agreed  upon  by  the  Hos- 
pital Council,  the  society  be  requested 
to  supply  suitable  notification  to  all  mem- 
ber physicians. 

During  a meeting  of  the  special  hos- 
pital committee,  it  is  said,  one  physician 
cited  an  instance  when  one  ward  in  one 
of  the  Syracuse  hospitals  had  47  visitors 
milling  around  in  the  room  at  one  time. 

Dr.  Hugo  Roesler,  internationally 
known  heart  specialist,  gave  an  illus- 
trated address  at  a dinner  meeting  under 
the  auspices  of  the  heart  committee  of 
the  Onondaga  Health  Association  at 
Hotel  Syracuse  on  February  7 on  “Some 
Aspects  of  Humor  and  Art  in  the  History 
of  Medicine.” 

Dr.  Roesler  was  in  Syracuse  as  guest 
of  the  medical  education  committee  of 
the  Onondaga  County  Medical  Society, 
under  whose  sponsorship  he  has  been  con- 
ducting clinics  and  lectures  for  small 
groups  of  local  physicians  on  the  x-ray 
interpretation  of  heart  and  lung  con- 
ditions. 

Ontario  County 

Dr.  Leon  A.  Stetson  was  host  to  the 
Canandaigua  Medical  Society,  on  Febru- 
ary 9,  at  his  home  on  North  Main  Street. 
Dr.  Frederick  C.  McClellan  was  reader. 

Queens  County 

The  Queensboro  Tuberculosis  and 
Health  Association,  in  conjunction  with 
the  Queens  Medical  Society,  is  planning 
a new  series  of  one-dollar  x-ray  clinics,  it 
is  announced  by  Martha  Rains,  Associa- 
tion supervisor. 


Richmond  County 

“Management  of  the  Diabetic  Patient” 
was  discussed  by  Dr.  Enrico  C.  Soldini, 
attending  physician  at  St.  Vincent’s 
Hospital,  West  Brighton,  at  a meeting 
of  the  Richmond  County  Medical  Society 
in  the  Richmond  Health  Center,  Stuy- 
vesant  Place,  St.  George,  on  February  8. 

Another  speaker  was  Dr.  Nathan 
Rosenthal,  attending  physician  at  Mount 
Sinai  Hospital,  Manhattan,  whose  topic 
was  “Diseases  of  the  Blood.” 

Dr.  Frederick  M.  Schwerd  presided. 
Refreshments  were  served. 

Saratoga  County 

A joint  meeting  of  the  Saratoga  County 
Medical  Society  and  the  Saratoga  Hos- 
pital staff  was  conducted  at  the  hospital 
on  January  25  with  lectures  and  practical 
demonstrations  on  subjects  of  interest. 
A lecture,  with  practical  demonstrations, 
on  diabetes  mellitus,  was  in  charge  of 
Drs.  Donald  W.  Ingham  and  Edward  J. 
Callahan.  Drs.  Carl  R.  Comstock, 
Robert  S.  Hayden,  and  H.  Dunham  Hunt 
gave  a lecture  on  heart  disease,  with 
demonstrations  of  the  use  of  the  electro- 
cardiograph. Drs.  Earl  H.  King  and 
Joseph  Lebowich  assisted  in  these  lec- 
tures, and  Dr.  G.  Scott  Towne  was  in 
charge  of  the  motion  pictures  used  in 
connection  with  them. 

Miss  Clara  F.  Sinclair,  superintendent 
of  the  hospital,  spoke  on  “What  the 
Hospital  Has  to  Offer  to  Diabetics,” 
and  Miss  Ruth  Johnson,  dietitian,  dem- 
onstrated the  use  of  diabetic  diets. 

A buffet  luncheon  was  served  by  the 
staff  in  the  nurses’  lounge.  The  program 
was  in  charge  of  Dr.  Thomas  J.  Good- 
fellow,  chairman  of  the  program  com- 
mittee of  the  staff,  and  Dr.  Edward  J. 
Callahan,  chairman  of  the  program  com- 
mittee of  the  society. 

Suffolk  County 

At  a meeting  of  the  Suffolk  County 
Medical  Society  held  recently  at  Friede’s 
Riverside  Inn  in  Smithtown,  Dr.  William 
H.  Ross  of  Brentwood,  gave  an  address 
on  “Socialized  Medicine.” 
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“The  problems  of  medical  care  are  not 
only  agitating  the  medical  profession,  but 
the  laity  of  the  whole  country,”  Dr.  Ross 
said.  “Up  to  now,  organized  medicine 
has  been  backward  in  efforts  to  improve 
its  availability.  The  time  is  at  hand  for 
the  profession  to  assume  the  leadership 
of  these  reforms.  If  it  doesn’t,  it  will 
follow  the  lead  of  those  who  know  less 
than  they.  The  socialization  of  medicine 
is  likely  to  be  an  increasingly  discussed 
issue  until  a solution  is  found.  There  is 
a wide  divergence  of  opinion  as  to  what  is 
the  best  solution.  Organized  medicine 
and  many  thoughtful  laymen  do  not  be- 
lieve that  compulsory  health  insurance 
is  the  answer.  Voluntary  hospitalization 
insurance  has  been  successfully  working 
for  several  years. 

“We,  as  a profession,  should  use  our 
leadership  to  increase  and  improve  the 
availability  of  medical  service  for  the 
entire  population  and  accept  the  fact 
that  it  requires  two  sources  of  finance; 
taxation  for  the  indigent  and  voluntary 
insurance  for  others.” 

Complaints  have  been  made  by  the 
medical  boards  of  the  Southampton 
Hospital  and  the  Eastern  Long  Island 
Hospital  that  Welfare  Commissioner  Irv- 
ing Williams  has  been  removing  children 
to  the  Suffolk  County  Home  Infirmary 
at  Yaphank  for  tonsil  operations,  in- 
stead of  having  them  treated  at  the  local 
hospitals.  The  Commissioner  defended 
his  action  at  a meeting  of  the  county 
board  of  supervisors  on  January  30  on 
the  ground  of  expense,  but  the  Suffolk 
County  Medical  Society  has  issued  a 
statement  declaring  that  “the  policy 
adopted  by  the  Welfare  Commissioner 
and  affirmed  in  his  proposals,  of  removing 
welfare  medical  and  surgical  eases  to  the 
County  Home  Infirmary  at  Yaphank  is 
not  in  the  best  interests  of  the  patients 
and  not  in  accordance  with  the  most 
efficient  medical  care  of  these  patients,” 
and  offering  “to  make  such  arrangements 
with  the  Commissioner  of  Public  Welfare, 
regarding  the  care  of  chronic  cases,  as 
may  be  legal,  and  for  the  best  medical 
interests  of  these  welfare  cases.” 


Westchester  County 

Public  welfare  officials  have  “exploited” 
medical  clinics  and  dispensaries  in  pro- 
viding care  for  the  indigent  sick  during 
the  depression,  Dr.  Ralph  T.  B.  Todd  of 
Tarry  town,  told  members  of  the  West- 
chester County  Hospital  Association  at 
a luncheon  meeting  at  the  Hotel  Commo- 
dore in  New  York. 

Dr.  Todd,  who  is  the  newly  elected 
president  of  the  Westchester  County 
Medical  Society,  declared  the  practice  of 
sending  “border  line”  cases  to  clinics 
rather  than  to  private  physicians  had 
resulted  in  apparent  “savings”  in  welfare 
budgets  for  medical  care  at  the  expense  of 
the  private  practitioners.  He  pointed 
out  that  a survey  had  shown  that,  based 
on  a moderate  standard  of  fees,  411 
doctors  in  Westchester  County  had  con- 
tributed $1,800,000  worth  of  service  to 
such  cases  in  one  year. 

To  remedy  this  situation,  he  said,  the 
County  Medical  Society  proposes  that 
ambulatory  cases  be  sent  to  private 
physicians  and  that  a standard  schedule 
of  moderate  fees  be  established.  Doctors 
will  continue  to  contribute  their  services 
to  clinics  and  dispensaries,  he  stated, 
explaining  that  they  desire  to  maintain 
their  original  purposes,  providing  facili- 
ties for  diagnosis  and  as  a training  ground 
for  young  physicians. 

New  Rochelle  will  not  join  the  County 
Health  Department,  it  was  decided  on 
February  6 at  a meeting  of  the  City 
Council.  Instead,  plans  for  reorganizing 
the  city  department,  long  the  center  of 
stormy  controversy,  will  be  submitted 
to  the  medical  society  and  then  dis- 
cussed at  a public  hearing. 

This  action  was  taken  after  a report 
from  Dr.  Clealand  A.  Sargent,  district 
state  health  officer,  had  been  revealed 
for  the  first  time,  although  it  long  has 
been  in  the  possession  of  city  officials. 

In  a sweeping  statement,  Dr.  Sargent 
held  the  facilities  quite  inadequate  for 
health  protection  and  recommended : 
1.  The  addition  of  nine  public  health 
nurses  to  the  present  staff  of  three.  2. 
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Employment  of  additional  clerical  help. 
3.  Addition  ‘ ‘of  a competent,  well-trained 
public  health  officer  to  the  staff.  ’ ’ 4.  The 
cleaning  and  repairing  of  clinic  equip- 
ment. 5.  The  renting  of  “adequate 
quarters”  to  replace  the  present  bureau 
in  an  old  school  building. 

Dr.  Theodore  A.  Jost,  of  Mt.  Vernon, 
has  been  appointed  the  city’s  first  full- 
time Public  Health  Commissioner. 

Dr.  John  A.  Knapp,  of  Mt.  Vernon, 


who  died  on  February  2 at  the  age  of 
eighty-four,  began  the  practice  of  medi- 
cine in  1888.  While  he  belonged  to  the 
“horse  and  buggy”  days,  he  was  one  of 
the  first  to  shift  from  oats  to  gasolene, 
buying  a car  in  1903.  Motor  troubles  of 
those  days,  it  is  said,  often  made  him 
doubt  the  wisdom  of  the  change. 

In  his  long  practice  of  nearly  half  a 
century,  he  delivered  more  than  1,000 
babies,  and  lost  only  one  mother. 


WITTY  M.D.’S 

Some  amusing  stories  of  famous  doctors  are 
told  by  Dr.  W.  Schweisheimer  in  The  Medical 
Record.  Undoubtedly  one  of  the  wittiest 
doctors  of  all  times  was  the  Baltimore-born 
dermatologist,  Philippe  Ricord  (1799-1889). 
Dr.  Ricord  was  for  many  years  the  head  of 
L’hopital  du  Midi  for  syphilitics  in  Paris,  and  his 
particular  specialty  made  a certain  readiness  of 
wit  and  tact  quite  necessary  at  times. 

At  a party  he  was  introduced  to  a young 
woman  who  had  been  a former  patient  of  his. 
Immediately  recognizing  him  as  her  former 
physician,  the  lady  hesitated,  and  blushed.  Her 
husband  was  surprised  at  her  strange  behavior, 
but  Ricord  saved  the  situation  by  saying : 

“Madame,  I see  that  the  reputation  of  my 
particular  profession  has  reached  your  ears. 
But  I can  give  you  my  word  of  honor  that  your 
suspicion  is  unfounded.  So  far,  I had  neither 
opportunity  nor  cause  to  treat  your  husband.” 

Ricord  had  also  a masterly  ability  for  settling 
a conflict  between  professional  secrecy  and  ethical 
obligations.  One  of  his  patients  wished  to  marry 
the  daughter  of  one  of  Ricord ’s  best  friends  in 
spite  of  the  doctor’s  opposition.  Ricord  made 
an  appointment  with  the  young  man  and,  at  the 
same  time,  with  his  friend,  the  girl’s  father. 
They  met  in  the  doctor’s  waiting  room.  But 
Ricord  had  “forgotten”  all  about  the  appoint- 
ment and  kept  them  waiting.  In  the  mean- 
while, the  two  had  sufficient  time  to  discuss 
matters.  The  marriage  never  took  place. 

Moreau,  once  surgeon  at  the  L’hopital  de  Paris, 
was  once  called  by  King  Louis  XV  because  of  a 
wound  on  his  foot.  “I  hope,”  said  the  king, 


“that  you  will  treat  me  better  than  your  patients 
at  the  hospital.” 

“Sire,”  replied  Moreau,  “I  regret  to  tell  your 
Majesty  that  it  is  impossible  to  treat  your 
Majesty  in  any  way  differently.” 

“And  why  not?” 

“Because  all  my  patients  in  the  hospital  are 
treated  like  kings!” 

Etienne  Pariset,  secretary  of  the  Parisian 
Academie  de  Medecine,  accompanied  his  teacher, 
Portal,  to  a wealthy,  stomach-disease  patient 
one  day.  Portal  was  a famous  physician,  and 
furthermore  physician  in  ordinary  of  Louis 
XIV  and  other  French  kings.  The  patient  was 
prescribed  a very  severe  diet,  approaching  a real 
hunger-diet. 

Portal  felt  the  patient’s  pulse  and  said  with 
raised  eyebrows:  “Monsieur,  you  have  eaten  a 
soft-boiled  egg  in  spite  of  my  orders.” 

‘ ‘What  ? You  can  tell  from  feeling  my  pulse  ? ’ ’ 
asked  the  astonished  patient. 

“Naturally.  The  egg  contains  sulphur,  phos- 
phorus, and  proteins  which  excite  the  stomach 
walls.  A strong  drink  of  Roman  camomiles  and 
pulverized  crayfisheyes  will  make  good  for  the 
slip.”  The  patient,  anew  convinced  of  Portal’s 
wisdom  promised  to  follow  the  doctor’s  orders 
strictly  from  now  on. 

Outside  Pariset  took  the  master’s  hand. 
“Great  man,  I humble  myself  before  you.  You 
were  able  to  recognize  that  the  patient  had 
eaten  a soft-boiled  egg,  merely  feeling  his  pulse!” 

“Moron,”  replied  Portal,  “he  had  the  yolk  on 
his  shirt.” 


Periodic  examination  of  the  adults  in  a family 
is  a simple  means  to  wipe  out  a large  and  im- 
portant sector  of  childhood  disease,  remarks 


the  New  York  Medical  Week.  Physicians  should 
not  hesitate  to  emphasize  the  importance  of  this 
to  the  parents  of  children  under  their  care. 


Hospital  News 

The  New  Nursing  Law  in  This  State 


No  little  confusion  and  misunder- 
standing attend  the  efforts  of  nurses 
and  others  to  understand  the  new  state 
nursing  law,  which  goes  into  effect  next 
year.  It  means  enrolling  some  80,000 
persons,  according  to  authorities  at 
Albany,  half  of  whom  already  have 
licenses  under  the  old  law  as  professional 
nurses.  The  new  act  provides  two  dis- 
tinct groups  of  nurses — professional  and 
practical — each  of  them  to  be  recognized 
by  the  state,  with  hospitals  and  physi- 
cians setting  the  duties  of  members  of 
each  group.  The  main  problem,  said 
Dr.  Harlan  H.  Horner,  of  the  State 
Health  Department  in  an  address  before 
the  State  Nurses  Association,  will  be  to 
organize  the  groups.  He  said  plans  are 
under  way  to  set  up  satisfactory  stand- 
ards for  instruction  in  schools,  where  one 
may  choose  whether  to  become  either  a 
professional  or  a practical  nurse.  Be- 
tween 15  and  20  such  schools  may  be 
operating  within  a year,  he  said.  Many 
hospitals,  he  predicted,  will  employ 
practical  nurses  to  work  under  direction 
of  registered  professional  nurses  in  order 
to  reduce  special  nursing  costs  to  patients. 

Clarifying  the  Confusion 

The  confusion  is  due  in  part  to  the 
length  of  the  new  law,  which  covers  24 
pages  in  small  type,  remarks  John  Hayes, 
administrator  of  Lenox  Hill  Hospital,  in  a 
clarifying  article  in  The  Modern  Hospital. 
Some  seem  to  fear  that  it  will  elevate  the 
practical  nurse  into  direct  competition 
with  the  registered  nurse,  while  others 
take  the  opposite  view — that  it  “will  put 
the  practical  nurse  out  of  business  al- 
together.” Neither  apprehension  is 
grounded  in  fact. 

Briefly,  explains  this  authority,  “after 
July  1,  1940,  every  hospital  in  New  York 
State  will  be  restricted  to  the  employment 
of  nurses  licensed  by  the  State,”  and  “no 
person  will  be  allowed  to  nurse  for  hire 
unless  he  or  she  has  one  of  the  two 


licenses  stipulated  by  the  law,”  one  for 
the  registered  nurse,  as  now,  and  the 
other  for  the  practical  nurse.  “The  most 
sweeping  change  from  the  hospital’s  point 
of  view,”  says  Mr.  Hayes,  “lies  in  the 
enforced  discontinuance  of  employment 
of  any  or  all  nurses  without  a New  York 
State  license.  The  acceptibility  of  their 
nursing  service  and  training  or  the  hold- 
ing of  a registered  license  obtained  out- 
side this  state  does  not  alter  the  case. 
To  conform  with  the  law,  the  nurse  in 
New  York  State  must  qualify  for  em- 
ployment with  a license  for  her  type  of 
nursing,  registered  or  practical.” 

Groundless  Fears 

No  fear  need  be  felt  by  the  more  than 
five  hundred  nurses,  graduates  of  courses 
in  state  institutions  now  discontinued, 
for  they  may  exchange  their  present 
licenses  for  the  new  ones,  without  ex- 
amination, before  July  1,  1940;  and 
until  that  date,  too,  the  state  will  con- 
tinue the  examinations  for  trained  nurses 
under  the  old  act,  so  that  those  who  have 
completed  their  courses  may  win  their 
trained-nurse  licenses. 

Then  there  are  the  nurses  who  were 
graduated  outside  New  York  State. 
Under  the  old  law  they  were  debarred 
from  examination  here  unless  their  nurs- 
ing schools  had  been  visited  and  ac- 
credited by  the  New  York  State  Board  of 
Nurse  Examiners.  Now,  however,  we 
are  told,  to  such  a nurse  the  new  law 
offers  an  open  door.  For  example,  she 
not  only  becomes  eligible  for  examination, 
but  under  the  qualifications  just  cited 
she  may  be  relieved  from  the  obligation 
to  take  it.  She  may  obtain  a New  York 
license  without  examination,  assuming 
that  she  meets  the  other  requirements  of 
age,  residence,  four  years  of  high  school 
or  its  equivalent,  character,  and  citizen- 
ship. 

To  other  graduate  nurses  from  out  of 
the  state  who  do  not  meet  the  residence 
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requirement,  and  whose  schools  of  nursing 
have  not  been  accredited  by  another  state, 
and  who  lack  a license  from  another 
state,  the  new  law  is  again  more  lenient 
than  the  old  act  of  1920.  The  applicant 
becomes  eligible  for  the  examination 
heretofore  closed  to  her.  She  has  only 
to  pass  it  to  obtain  a registered  license. 

Penalties 

The  penalty  for  any  person  holding  a 
practical  license  who  attempts  to  claim 
or  to  assume  any  other  title,  includes  the 
revoking  of  her  license,  thus  prohibiting 
employment.  Equally  severe  measures 
are  stipulated  for  the  holder  of  the 
registered  nurse  license.  If,  through  un- 
professional conduct  or  habits,  neglect  of 
duty,  the  use  of  liquor  or  drugs,  or  mental 
illness,  such  a nurse  is  declared  unfit,  her 
license  may  be  revoked,  again  prohibit- 
ing the  practice  of  nursing  for  hire. 

It  is  only  fair  to  add  that  physicians 
who  sign  affidavits  for  nurses  as  to 
character  and  ability  may  be  called  to 
appear  before  the  state’s  investigating 
committee  set  up  by  the  new  law,  if 
serious  charges  are  made  against  the 
applicant  as  to  violations  or  neglect  of 
duty.  In  several  cases,  the  new  law 
requires  a nurse  to  present  affidavits  from 
two  members  of  a county  medical  society. 

The  Practical  License 

Now  as  to  the  practical  license:  if  a 

practical  nurse  has  been  lawfully  and 
reputably  engaged  in  nursing  for  one 


year  prior  to  July  1,  1938,  and  has  2 
affidavits  from  physicians  who  vouch  for 
her,  she  is  eligible  for  a practical  nursing 
examination  by  the  state  for  a practical 
license.  For  her  there  are  the  require- 
ments of  citizenship,  age,  and  character, 
such  as  there  are  for  the  registered  nurse. 

If  the  practical  nurse  has  been  engaged 
in  practice  for  five  years  within  the  last 
ten  years,  no  examination  is  required. 
She  gets  her  license  if  two  physicians 
certify  to  her  practice.  If  a certificate 
for  a trained  attendant  is  held,  she  may 
exchange  it  for  a practical  license.  A 
nine-months’  course  for  a practical  nurse 
will  be  required  of  all  those  who  apply  for 
a practical  license  after  July  1,  1940. 
These  nine-months’  courses  were  an- 
nounced last  fall. 

Licensing  Orderlies 

An  interesting  byproduct  of  the  prac- 
tical license  is  that  it  will  be  required  of 
hospital  orderlies  performing  nursing 
duties.  At  the  last  state  hospital  associa- 
tion meeting,  this  was  discussed  and 
agreed  upon.  The  feeling  is  that  this 
will  do  much  to  elevate  the  standards  for 
all  orderlies  who  perform  certain  simple 
nursing  duties  for  male  patients.  In  not 
a few  hospitals  deplorably  low  standards 
in  the  selection  of  orderlies  exist.  Some 
orderlies  who  perform  nursing  duties 
would  undoubtedly  make  acceptable  male 
nurses,  given  an  opportunity  for  adequate 
training;  others,  unfortunately,  are  more 
fitted  for  the  street  from  which  they 
drifted  in. 


The  financial  condition  of  St.  Francis’ 
Hospital  in  Port  Jervis,  established  24 
years,  has  become  so  serious  that  it  may 
have  to  close  its  doors.  Unless  there  is  a 
guarantee  by  the  municipality  to  take 
responsibility  for  a reasonable  number  of 
welfare  cases,  Catholic  Charities  will 
withdraw  its  support.  Hospital  authori- 
ties are  faced  with  the  task  of  raising 


$4,000  to  meet  a deficit  for  last  year  and 
$2,000  additional  due  for  laundry  repair 
work  and  annual  interest.  The  chief 
source  of  difficulty  in  the  past  two  years, 
according  to  Sister  Francis  Xavier  of  the 
Third  Order  of  St.  Francis,  has  been 
failure  on  the  part  of  the  Port  Jervis 
Welfare  Department  to  approve  bills  of 
patients  admitted  as  public  charges. 
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The  Gray  Ladies 


“ ray  Ladies”  units  have  been  set  up 

\J  by  the  American  Red  Cross  as  a 
part  of  its  volunteer  hospital  and  recrea- 
tional service,  says  a note  in  Hospitals. 
These  young  ladies,  in  preparing  them- 
selves for  membership  in  these  units, 
together  with  many  other  requirements, 
have  to  complete  a fifteen-hour  course 
conducted  by  the  professional  staff  of  a 
recognized  hospital. 

The  “Gray  Ladies”  have  a uniform  of 
gray  dresses  and  chiffon  veils  which  iden- 
tifies them  from  uniformed  employees 
of  other  services  in  the  hospital. 

The  “Gray  Ladies”  pledge  themselves 
to  give  a minimum  of  fifty-two  hours  of 
service  a year.  The  services  include 
reading  to  patients,  shopping  for  them, 
and  rendering  any  other  nonprofessional 
aid.  Among  the  other  duties  are  handling 

Newsy 

Efforts  of  the  Mayor  of  North 
Tonawanda  to  interfere  in  the 
affairs  of  the  De  Graff  Memorial  Hospital 
there,  have  caused  the  Twin  Cities 
Academy  of  Medicine  and  the  De  Graff 
Memorial  Hospital  Staff  to  adopt  resolu- 
tions branding  his  interference  as  “dicta- 
torial, undemocratic,  and  without  bal- 
ance of  power.”  He  is  accused  of  trying 
to  act  as  “a  one-man  hospital  board,” 
usurping  the  authority  of  the  hospital 
superintendent,  deciding  alone  on  the 
purchase  of  medicines  and  equipment, 
disciplining  physicians,  and  “delving  into 
the  personal  affairs  of  our  private  pa- 
tients.” Public  sentiment  is  with  the 
doctors,  according  to  the  local  paper, 
which  says: 

“Stand  by  your  guns,  Doctors,  and 
you  will  stand  by  the  people  of  the 
Tonawandas,  who  will  stand  by  you  in 
your  battle  for  service  that  only  De  Graff 
Hospital  can  provide  in  continuing  to 
operate,  but  not  if  a ‘one  man’  institution.” 

The  crippled  and  chronically  sick 
patients  in  Montefiore  Hospital,  100 
East  Gun  Hill  Road,  New  York  City,  be- 


of  correspondence  for  patients,  providing 
lectures,  musicales,  and  theatricals,  ar- 
ranging motor  drives  for  convalescents, 
and  other  duties  helpful  to  both  the 
patient  and  the  hospital  officials. 

The  “Gray  Ladies”  were  first  es- 
tablished in  the  Walter  Reed  Hospital, 
Washington,  D.  C.  Units  are  now  being 
trained  in  various  hospitals  throughout 
the  country.  On  January  11,  the  Me- 
norah  Hospital,  Kansas  City,  Missouri, 
graduated  its  first  class  of  twenty-two 
young  ladies,  the  first  “Gray  Ladies” 
unit  established  in  the  Middle  West. 
The  Unit  is  designated  as  the  Lottie  E. 
Hurd  Unit,  in  tribute  to  the  memory  of 
the  late  Mrs.  Hurd,  who  was  the  first 
chairman  of  the  hospital  recreational 
service  of  the  Red  Cross  in  Menorah 
Hospital. 

Notes 

lieve  in  developing  their  minds  while  the 
medical  staff  develops  their  bodies. 

As  a result,  Montefiore  now  boasts  of 
one  of  the  largest  hospital  schools  in  the 
city,  with  scores  of  patients  taking  a 
variety  of  courses  under  the  aegis  of  the 
W.P.A.  adult  education  division  of  the 
Board  of  Education. 

Courses  in  art,  current  events,  pho- 
tography, drama,  and  diction  and  music 
appreciation  are  given  daily  in  a library 
that  has  been  remodelled  into  a class 
room.  Patients,  ranging  in  age  from  18  to 
70  years,  wheel  their  chairs  into  the  room 
while  others  are  carried  in  on  stretchers 
and  placed  in  a semihorizontal  position. 

“We  are  amazed  at  the  tremendous 
demand  for  these  classes,”  said  Celia  M. 
Pearson,  head  of  the  occupational  therapy 
department. 

A literary  magazine  is  published  every 
three  months  by  the  students  of  the 
story-writing  class  and  distributed  to  all 
the  patients  of  the  hospital.  The  drama 
class  is  at  present  rehearsing  a play  which 
it  intends  to  broadcast  over  a local  station. 
The  play  was  written  by  a patient  who 
is  a scenario  writer  by  profession. 
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Editorial 


The  Wagner  Health  Bill 

At  last  the  national  health  bill,  prepared  by  Senator  Wagner,  has 
seen  the  daylight.  Congress  has  it. 

Instructed  by  the  Interdepartmental  Committee  through  its 
conferences  and  the  various  addresses  of  its  chairman,  as  well  as 
through  sundry  press  releases,  as  to  what  the  national  health  pro- 
gram entails,  we  thought  that  the  propositions  the  program  em- 
braces would  be  reflected  in  the  bill  which  Senator  Wagner  was  so 
long  in  preparing. 

The  bill  is  the  epitome  of  vagueness.  It  leaves  the  control  of 
medical  practice  to  the  supervision  of  lay  political  bureau  chiefs. 
It  indicates  that  they  may  have  advisory  medical  boards,  but  it  does 
not  provide  that  these  lay  chiefs  must  take  the  advice  of  such  boards, 
nor  does  it  show  how  such  boards  are  to  be  brought  into  being,  or 
what  type  and  kind  of  man  shall  serve  on  them. 

Departments  of  the  Federal  government  have  a voice  in  the  dis- 
tribution of  funds,  which  are  held  out  to  states  to  lure  them  into  ex- 
perimentation on  ways  and  means  of  delivering  medical  care  to  the 
low  income  earning  groups  and  to  the  indigents.  The  Children’s 
Bureau,  the  Department  of  Labor,  the  Public  Health  Service,  the 
Social  Security  Board,  and  their  departmental  chiefs,  are  each  and 
all  interested  in  this  particular  part  of  the  propositions,  and,  in  the 
main,  the  act  would  function  under  them. 

The  bill  evidences  a total  lack  of  any  provision  for  establishing 
adequate  medical  standards,  and  it  seems  to  make  the  state  health 
officer  almost  the  sole  arbiter  of  the  manner  of  delivering  medical 
care  to  the  underprivileged  in  his  state.  There  is  some  vaguely 
outlined  provision  calling  for  the  development  and  education  of 
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medical  career  officials.  If  this  means  the  experimental  setup  of  an 
educational  system  to  train  men  who  will  later  be  the  means  of  de- 
livering state  medicine  to  the  people,  then  this  should  be  frankly  com- 
prehended and  our  people  must  decide  whether  or  not  they  even- 
tually want  pure  state  medicine.  This  in  itself  is  an  insidious  wedge 
which  leads  to  straight  state  medicine. 

If  the  American  people  do  not  want  straight  state  medicine,  there 
seems  little  use  in  educating  and  developing  a group  of  men  to  de- 
liver it. 

On  the  whole,  the  bill  seems  to  have  been  introduced  so  as  to  be 
amended.  It  most  certainly  needs  amendment  upon  amendment. 
Would  it  not  be  better  to  withdraw  the  bill,  rewrite  it  with  the  aid 
of  the  medical  profession,  who  must  eventually  administer  it,  and 
really  make  an  attempt  to  accomplish  some  of  the  things  that  are 
enunciated  in  the  parallelism  of  thought  and  of  ideas  of  both  the 
organized  profession  and  the  governmental  agencies  who  took  part 
in  the  various  Interdepartmental  Committee  conferences?  What 
end  have  these  so-called  conferences  had,  if  the  Wagner  bill  is  the 
outcome? 

Most  thoughtful  people  will  concede  that  there  is  actual  need  of 
medical  policy  being  determined  by  doctors.  There  is  need  for  the 
adoption  of  adequate  standards  of  care  for  the  various  groups  in  our 
national  body  politic.  There  is  a strong  desire  everywhere  to  lower 
the  expenditures  of  the  Federal  government  in  bringing  health 
measures,  and  health  agencies  together  in  useful  coordinated  work, 
where  they  are  needed — and  who  is  to  determine  the  medical  needs  of 
a community  if  not  its  doctors!  There  certainly  seems  also  to  be  a 
need  to  correlate  local  community  needs,  and  the  distributional 
agencies  for  medical  care  in  those  same  communities.  This  correla- 
tion should  not  be  placed  in  the  hands  of  a purely  political  group 
whose  “weather  eye”  never  loses  sight  of  the  effect  of  its  decisions 
on  the  electorate,  and  its  vote. 

Whatever  our  individual  opinions  may  be  anent  the  five  major 
proposals  of  the  national  health  conference — and  there  is  much  in 
them  that  even  we  deem  unnecessary  and  uncalled  for,  much  that 
would  entail  an  unjustifiable  tax  burden  on  an  already  overtaxed 
public — this  particular  Wagner  Health  bill  fails  even  to  meet  these 
propositions.  It  is  wholly  impractical,  it  is  almost  unworkable,  it  is 
certainly  extremely  vague,  and  absolutely  unsuitable  from  our 
standpoint.  If  enacted  into  law,  it  will  bring  the  medical  profession 
into  such  difficulties  that  it  will  take  decades  to  extricate  itself  from 
them.  Particularly  will  it  be  difficult  to  evade  the  bureaucratic 
interpretations  which  must  be  made,  perforce,  because  the  bill  is  full 
of  uncertain  terms,  and  contains  too  many  unprecedented  tentative 
permissive  clauses. 


April  1,  1939] 


EDITORIAL 


661 


With  all  due  respect  to  the  senior  Senator  from  New  York,  we 
would  characterize  the  Wagner  Health  bill  as  extremely  amateurish 
did  we  not  suspect  that  this  veteran  political  strategist  has  pur- 
posely drawn  it  so  vaguely  that  its  passage  through  Congress  would 
encounter  the  least  amount  of  oppositional  friction  in  its  passage 
toward  enactment.  The  program  seems  to  be : meet  opposition  with 
vagueness,  let  decisions  be  made  later.  A pres  moi,  le  dttugel 

The  public  concern  for  the  health  of  the  people  is  entitled  to  more 
than  a good  piece  of  political  strategy  in  a health  bill.  The  profes- 
sion which  will  have  to  work  under  the  bill,  the  governmental  agen- 
cies which  plan  the  measures  and  procedures  under  its  permissive 
clauses,  and  the  taxpaying  public  which  will  foot  the  bills  to  pay  for 
it — all  deserve  a precisely  drawn  hill , so  that  all  will  know  beforehand 
just  what  is  being  proposed,  what  it  will  deliver,  who  sits  at  the  con- 
trols, and  what  it  is  going  to  cost. 

It  seems  to  us  that  it  should  be  realized  that  now  is  not  the  time 
to  write  another  blank  check  on  the  Treasury  to  be  filled  in,  at  will, 
by  lay  experimenters  in  health  measures  for  the  general  public. 


Osteopathy’s  Limits 

The  Milmoe  bill,  authorizing  osteopaths  to  perform  minor  sur- 
gery and  employ  anesthetics,  antiseptics,  narcotics,  and  vaccines, 
disregards  the  inherent  limitations  of  osteopathic  theory  and  train- 
ing. Osteopathy  insists  on  the  body’s  power  to  heal  itself.  Since  it 
attributes  disease  to  dislocation  of  the  bony  structures,  its  thera- 
peutic principles  depend  on  manipulation  of  the  joints.  Other 
treatment  methods  are  inconsistent  with  osteopathic  theory — so 
much  so  that  materia  medica  is  omitted  from  even  the  best  of  os- 
teopathic courses. 

To  permit  osteopaths  to  perform  surgical  procedures  of  any  kind 
would  break  down  an  important  distinction  between  osteopaths  and 
physicians — a distinction  which  is  inherent  in  osteopathic  theory 
and  in  the  limited  educational  preparation  osteopathic  students  re- 
ceive. 

Include  surgery  and  the  administration  of  drugs  in  osteopathy  and 
for  all  practical  purposes  you  have  the  practice  of  medicine.  If 
osteopaths  desire  to  practice  medicine,  they  should  complete  the 
premedical  course  required  of  medical  students,  take  the  full  medical 
course  in  a medical  college,  and  intern  in  an  accredited  institution, 
as  physicians  do. 

The  desire  of  osteopaths  to  employ  drugs  and  perform  surgery  is 
an  admission  of  the  deficiencies  of  osteopathy  proper.  Even  the 
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best  educated  osteopaths  are  trained  in  accordance  with  this  limited, 
sectarian  theory.  They  are  not  qualified  to  embark  on  the  broader 
duties  of  medical  practice. 

Let  no  one  imagine  that  if  osteopaths  received  the  unwarranted 
privileges  accorded  them  by  the  Milmoe  bill,  they  would  be  satis- 
fied to  rest  there.  In  a very  short  time  they  would  be  back  for 
more — for  the  right  to  prescribe  all  drugs,  practice  obstetrics,  and 
perform  all  types  of  surgery.  In  short,  they  would  be  full-fledged 
medical  practitioners — in  all  but  qualifications. 

The  Milmoe  bill  opens  medical  practice  to  a sectarian  school 
which  is  antipathetic  to  essential  principles  of  modern  medicine  and 
is  not  trained  to  put  these  principles  into  effect.  The  legislature 
should  discourage  similar  attempts  to  undermine  the  standards  of 
medical  practice  by  administering  a decisive  rebuff  to  this  bill. 


Equal  Standards  for  All 

The  influx  of  foreign  physicians  into  this  country,  and  particularly 
into  this  state,  lends  special  importance  to  recent  decisions  of  the 
Appellate  Division  of  the  Supreme  Court.  In  one  case,  Dr.  G.  E. 
De  Luca,  an  Italian  physician,  had  requested  the  Regents  to  in- 
dorse his  Italian  license.  This  the  Regents  refused  to  do  without 
examination  on  the  grounds  that  there  is  considerable  uncertainty 
as  to  the  standards  of  many  European  colleges  today.  Dr.  De  Luca 
appealed  from  their  decision.  Another  ruling  concerned  two  physi- 
cians who  demanded  indorsement  of  their  German  licenses  after  fail- 
ing in  the  New  York  State  Board  Examination.  In  both  cases  the 
Court  held  that  the  Regents  are  within  their  rights  in  requiring 
foreign  applicants  to  take  the  regular  State  Board  Examination  in 
order  to  obtain  a license  to  practice  here. 

The  decay  of  educational  standards  in  certain  European  countries 
today  is  undeniable.  New  York  State  requires  its  own  citizens 
to  undergo  an  exacting  training  to  practice  medicine.  It  cannot 
be  expected  to  license  foreign  graduates  without  first  making  sure 
of  their  qualifications. 

As  the  opinion  written  by  Justice  Heffernan  sets  forth,  “The 
State  has  the  right  to  demand  that  those  who  seek  to  practice 
medicine  and  surgery.  . . . shall  pass  a satisfactory  examination  as 
evidence  of  skill  and  competency.  Such  a requirement  is  neither 
unreasonable  or  discriminatory.” 

The  medical  profession,  like  the  lay  public,  has  the  utmost  sym- 
pathy for  European  physicians  who  are  compelled  by  religious, 
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racial,  or  political  persecution  to  abandon  practices  laboriously 
built  up  and  seek  out  strange  lands  to  start  anew.  Nevertheless,  it 
cannot  sanction  destruction  of  the  standards  medicine  has  pains- 
takingly developed  in  this  country  or  the  subjection  of  native  phy- 
sicians to  unfair  competition. 

The  decisions  of  the  Appellate  Division  in  the  cases  cited  above 
set  a sound  precedent.  They  permit  qualified  practitioners  from 
other  countries  to  establish  themselves  here  without  compromising 
American  educational  standards. 


Another  Court  Decision  of  Importance 

The  organized  profession  has  always  held  as  one  of  its  fundamental 
tenets,  that  only  doctors  could  practice  medicine.  The  privilege  of 
practicing  medicine  — for  it  is  a privilege  and  not  an  inherent  right — 
was  granted  to  individuals  after  they  had  demonstrated  to  the  state, 
through  its  regularly  constituted  authority  for  ascertaining  it,  that 
they  who  held  themselves  out  as  having  the  ability  to  practice 
medicine  were  duly  educated  and  technically  qualified  to  exercise  this 
privilege. 

It  was  the  profession’s  point  of  view  that  those  having  the  ability 
to  diagnose  and  treat  the  sick  thereby  incur  an  individual  responsi- 
bility. In  the  interest  of  public  welfare,  this  policy  has  been  con- 
tinuously upheld. 

A corporation  is  a collection  of  individuals  banded  together  to 
accomplish  specific  purposes.  Legalistically,  a corporation  can  have 
no  mind,  nor  can  it  exercise  the  priceless  privileges  granted  by  the 
state  to  qualified  individuals.  By  no  process  of  reasoning  can  a cor- 
poration qualify  itself  to  practice  medicine.  There  are  in  the  record 
long  lists  of  judicial  opinions  and  decisions  which  state  that  corpora- 
tionism  cannot  apply  in  law  acts  which  require  the  functions  of  the 
mind  and  reasoning,  and  which  imply  the  use  of  individualistic  in- 
telligence. Hence,  corporations  may  not  engage  in  the  practice  of 
law  nor  can  they  practice  medicine.  Nor  for  that  matter,  can  such 
corporations  evade  the  basic  principle  of  the  law  by  hiring  licensed 
physicians  to  do  the  essential  intellectual  acts  comprising  medical 
practice.  The  long  list  of  recorded  decisions  now  finds  another  one 
written  into  the  record. 

Late  in  February,  the  newspapers  carried  reports  from  Washing- 
ton that  the  Supreme  Court  of  the  United  States  had  declined  to 
review  a decision  of  the  California  Supreme  Court  which  held  that 
the  Pacific  Health  Corporation,  operating  in  San  Francisco,  had  vio- 
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lated  the  state’s  Medical  Practice  Act,  by  hiring  licensed  physi- 
cians to  give  care  to  its  members.  The  action  of  the  highest  legal 
tribunal  of  the  country  thus  virtually  announced  that  there  is  no  need 
to  review  such  an  issue.  The  California  Supreme  Court  settled  it. 

This  is  of  special  interest  to  the  medical  profession  of  our  state, 
now  when  lay  organizations  are  attempting  to  nullify  the  law  and  are 
also  attempting  to  practice  medicine  as  corporations.  In  the  study 
of  various  schemes  for  providing  medical  care  to  the  low  income 
earning  groups  on  a voluntary  basis,  let  us  beware  that  we  do  not 
abrogate  or  negate  this  law  which  safeguards  our  privileges.  It  is 
a high  privilege  with  which  the  State  entrusts  us.  Let  us  preserve  it. 


Pneumococcus  Antigen  as  Prophylactic 

The  intensity  of  the  present  campaign  against  pneumonia  has 
proved  the  efficacy  of  the  modern  therapeutic  measures.  Further 
important  studies  are  now  appearing  which  indicate  the  value  of 
sulfapyridine  as  a potent  chemotherapeutic  agent  in  all  forms  and 
types  of  pneumonia.  Little,  however,  has  been  done  from  a clinical 
standpoint  along  the  line  of  conferring  immunity  against  this  dis- 
ease and  it  is  of  interest,  therefore,  to  call  attention  to  the  investi- 
gation of  Ekwurzel,  Simmons,  Dublin,  and  Felton1  concerning  the 
prophylactic  value  of  Felton’s  pneumococcus  antigen  for  Types  I 
and  II.  The  antigen  is  a sugar  derivative  obtained  by  the  chemical 
purification  of  the  pneumococcus  itself. 

In  the  tests  conducted  in  two  groups  of  CCC  camps,  the  incidence 
rate  of  pneumonia  in  the  New  England  group  was  7.28  cases  per 
thousand  years  of  life  in  the  uninoculated,  whereas  in  the  inoculated 
the  incidence  was  reduced  to  4.34  cases  per  thousand  years  of  life. 
On  the  West  Coast,  the  incidence  rate  of  15.69  cases  in  the  controls 
was  reduced  to  1.73  cases  per  thousand  years  of  life  in  the  inoculated 
group.  The  effectiveness  of  this  pneumococcus  antigen  was  most 
marked  in  adolescents  and  younger  men. 

This  experiment,  of  course,  is  far  from  conclusive  but  it  is  ex- 
tremely promising.  The  investigation  is  being  continued  among 
adequate  samples  of  our  population.  Information  concerning  the 
length  of  time  for  which  the  antigen  may  influence  morbidity  rates 
from  pneumonia  will  be  obtained  only  after  some  time  has  elapsed. 
The  continuance  of  this  work  is  important  and  deserves  the  encour- 
agement and  support  of  the  profession  and  the  health  groups  inter- 
ested in  the  problem  of  pneumonia. 


1.  Ekwurzel,  G.  M.,  Simmons,  J.  S.,  Dublin,  L.  I.,  and  Felton,  L.  D.:  Pub.  Health  Rep  53:  1877 
(Oct.  21),  1938. 
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The  leading  method  of  psychotherapy 
in  this  country  may  seem  to  be  ortho- 
dox psychoanalysis.  However,  a thor- 
ough study  of  the  situation  reveals  the 
fact  that  more  and  more  frequently  the 
dogmatism,  one-sidedness,  and  claim  to 
exclusiveness  of  the  orthodox  psycho- 
analytic sect  are  severely  criticized  and 
objected  to. 

The  situation  becomes  even  more  con- 
fusing when  we  look  at  European  coun- 
tries, and  it  seems  more  than  justified  to 
talk  of  a crisis  of  psychotherapy.  In  con- 
trast to  America,  where  at  the  present 
time  orthodox  psychoanalysis  is  iden- 
tified with  psychotherapy,  several  differ- 
ent schools  and  systems  have  originated 
in  Europe.  In  Russia  a new  psychother- 
apy has  developed  on  the  basis  of  Pav- 
lov’s theory  of  conditioned  reflexes,  while 
in  the  rest  of  Europe  numerous  new  sys- 
tems can  be  found  in  addition  to  the  or- 
thodox Freudian  movement.  Since  we 
are  limited  in  space  we  can  mention 
only  the  most  important  ones  here : 
Stekel’s  active  psychoanalysis,  Adler’s 
individual  psychology,  Jung’s  move- 
ment, particularly  concerned  with  the 
collective  unconscious  and  the  arche- 
types, Prinzhorn’s  psychotherapy,  based 
on  the  ideas  of  the  famous  Swiss  phil- 
osopher, Klages,  I.  H.  Schultz’s  autoge- 
nous training,  resembling  the  Indian 
Yoga,  and  finally  Kronfeld’s  psychagogy. 

We  shall  attempt  to  show  how  a non- 
orthodox psychotherapy  may  be  de- 
veloped out  of  a theoretic  and  practical 
knowledge  of  all  these  various  schools. 

How  unfortunate  may  be  the  results 
of  the  rigidity  of  an  orthodox  theory  is 
very  strikingly  illustrated  by  the  psy- 
choanalytic school.  It  is  Freud’s  tragic 
fate  that  instead  of  remaining  an  abstract 
scientist  he  became  the  head  of  a school — ■ 
more  correctly,  of  a sect.  When  the  lead- 
ing representatives  of  German  medicine 
rejected  Freud’s  teachings  for  purely 


emotional  and  unfounded  reasons,  this 
great  scientist  was  forced  to  have  himself 
proclaimed  the  founder  of  a new  sect.  As 
a result,  we  find  that  the  work  of  a 
genius,  instead  of  being  integrated  or- 
ganically into  the  structure  of  medical 
knowledge,  is  rigidly  imitated  with  an  ex- 
aggerated emphasis  on  its  one-sidedness 
and  details. 

Without  any  criticism  whatsoever,  a 
school  of  faithful  followers  accepts  a 
psychologic  theory  and  a therapeutic 
method  as  a new  philosophy  and  a pro- 
fession and  organizes  groups  which  are 
closed  like  sects.  These  sects  are  not 
only  outwardly  closed,  but,  worse  than 
that,  their  members  shut  their  minds  to 
other  therapeutic  teachings  and  methods. 

Together  with  psychoanalysis,  all  other 
modern  methods  may  be  designated  as 
“uncovering”  psychotherapy.  The  fun- 
damental principle  is  never  symptomatic 
and  calming,  but  etiotropic,  aiming  to 
cure  the  disease  by  an  understanding  of 
its  origins.  In  the  general  sense  of  the 
expression  they  are  all  “analytic.”  With 
the  exception  of  orthodox  psychoanalysis 
most  other  schools  are  not  satisfied  with 
merely  finding  the  origin,  but  it  is  the  es- 
sential element  of  the  therapy  in  all. 

In  contrast  to  these  analyzing  modern 
methods  we  have  the  older  methods  tend- 
ing to  cover  up,  suggestion,  persuasion, 
and  hypnosis.  We  shall  soon  see  that 
within  the  scope  of  a universal  psycho- 
therapy these  methods  have  by  no  means 
lost  their  importance. 

The  psychotherapist  must  decide  what 
attitude  to  assume  with  regard  to  the 
numerous  schools  and  movements  and 
their  deviating  theoretic  bases  and  prac- 
tical methods.  An  unprejudiced  exami- 
nation reveals  good  and  bad  points,  some- 
thing true  and  something  false  in  all  theo- 
ries. No  one  theory  or  method  will  be 
one  hundred  per  cent  acceptable  or  en- 
tirely rejectible.  By  this  statement  alone 
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a distinct  differentiation  from  orthodox 
psychoanalysis  is  expressed,  since  the 
latter  claims  exclusiveness. 

Even  though  the  analytic  and  causal 
attitude  is  predominant,  it  must  not  be 
overlooked  that  the  suggestive  methods 
still  maintain  a certain  significance.  In 
certain  cases  it  may  be  predicted  imme- 
diately that  the  application  of  one  of  the 
analytic  methods  would  be  an  unneces- 
sary waste  of  time,  money,  and  energy, 
as,  for  instance,  in  primitive  individuals 
suffering  from  superficial  hysterical  con- 
versions. However,  in  cases  of  nuclear 
neuroses,  disturbances  affecting  the 
deeper  strata  of  the  personality,  this 
would  not  be  true.  Let  us  illustrate  with 
an  example. 

A patient  was  brought  to  the  hospital 
on  a stretcher.  The  young  man,  a primi- 
tive personality,  had  been  struck  by 
lightning  while  working  in  the  field. 
From  that  time  on  (about  six  months),  he 
was  completely  paralyzed  in  both  legs. 
The  neurologic  examination  was  nega- 
tive, an  organic  paralysis  was  out  of  the 
question.  It  could  not  be  determined 
whether  he  had  suffered  an  organic  in- 
jury, the  symptomatology  of  which  had 
been  psychogenetically  fixed,  or  whether  it 
was  merely  a question  of  fright  reaction. 
This  patient,  who  had  come  to  the  hospi- 
tal on  a stretcher,  left  it  two  hours  later 
walking  normally. 

He  had  been  faradized  with  energetic 
verbal  suggestion — thus,  one  of  the  oldest 
methods  had  been  applied.  Orthodox 
psychoanalysis  admits  that  such  recov- 
eries occur  but  claims  that  only  the  symp- 
tom disappears  and  that  some  other  symp- 
tom, for  example,  vomiting,  should  be  ex- 
pected to  replace  the  paralysis  of  the  leg. 
The  patient,  however,  remained  per- 
fectly well.  In  another  case  the  method 
might  have  failed  entirely. 

In  the  case  of  a woman  with  hysteri- 
cal paralysis  of  the  leg,  who  in  this  man- 
ner unconsciously  wanted  to  deprive  her- 
self of  the  equally  unconsciously  desired 
possibility  of  going  out  and  being  un- 
faithful to  her  husband,  the  same  method 
would  not  have  been  successful.  The 
paralysis  of  the  legs  of  this  patient  prob- 


ably would  have  disappeared  too,  but 
some  time  later  she  would  suffer  from  a 
neurosis  of  the  stomach,  agoraphobia,  or 
something  else.  This  person  cannot  be 
helped  but  by  an  analytic  uncovery  of 
the  unconscious  conflict.  From  the  ob- 
scurity of  repression  this  conflict  is 
brought  out  into  the  light  of  conscious- 
ness; the  escape  into  the  state  of  illness 
is  cut  off.  The  patient  herself  must  de- 
cide on  a solution  of  her  problem  with  a 
perfectly  clear  mind:  either  the  moral 

standard  can  be  maintained  and  the  de- 
sire is  renounced,  or  the  desire  is  satisfied 
and  the  moral  position  is  lost. 

On  the  other  hand,  the  young  peasant 
would  not  have  been  helped  in  any  way  by 
an  analytic  approach.  Cases  like  his 
must  be  approached  with  a roughly  sug- 
gestive method,  tending  to  “cover  up.” 
Thus  the  suggestive  methods  are  justified 
in  certain  special  cases,  but  the  number 
of  these  is  small  compared  with  the  num- 
ber of  cases  calling  for  an  analytic  treat- 
ment. More  important,  however,  than 
the  occasional  use  of  the  suggestive 
method  in  individual  cases  is  its  success- 
ful application  in  connection  with  sec- 
ondary problems  arising  in  the  course 
of  an  analytic  therapy — contradictory 
as  this  may  sound. 

How  should  we  now  make  our  choice 
among  the  analytic  schools?  Shall  we 
follow  the  orthodox  psychoanalysis  of  the 
Freudians,  the  active  analysis  of  Stekel, 
individual  psychoanalysis,  psychagogy, 
or  shall  the  chief  interest  center  about 
the  symbolism  of  archetypes  in  the 
collective  unconscious  of  Jung?  Instead 
of  deciding  in  favor  of  any  of  these 
methods,  each  case  must  be  treated  in- 
dividually and  the  most  suitable  treat- 
ment selected.  One  patient  may  suffer 
particularly  from  a repressed  desire  to 
assert  himself;  in  his  case — to  talk  in 
terms  of  St.  Augustine — the  superbia  is 
more  important  than  the  concupiscentia, 
and  the  treatment  will  have  to  be  con- 
ducted along  the  lines  of  individual 
psychology.  In  another  case  the  sexual 
problem  may  be  foremost,  and  Freudian 
methods  must  be  used,  whereby  it  is  es- 
sential for  the  physician  to  think  inde- 
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pendently,  without  following  too  closely 
the  norm  of  the  sect.  This  is  necessary 
for  merely  practical  reasons : the  duration 
of  an  orthodox  treatment,  daily  confer- 
ences over  a period  of  several  years,  and 
the  expense  of  the  treatment  would  ren- 
der the  blessings  of  psychotherapy  avail- 
able to  only  a limited  circle  of  patients, 
and  the  misera  contribuens  plebs  would 
remain  locked  out  in  front  of  the  doors  of 
the  sanctuary.  This  requirement  for  a 
long  duration  of  an  orthodox  analysis 
was  based  on  the  fact  that  it  meant  going 
back  step  by  step  over  the  entire  develop- 
ment of  the  patient  from  childhood  on. 
By  the  method  of  free  association  the 
length  of  time  required  by  this  analysis  is 
further  increased.  The  patient,  reclining 
on  the  couch,  may  talk  at  random,  merely 
for  reasons  of  resistance,  and  may  com- 
municate any  idea  occurring  to  him  which 
leads  nowhere  at  all.  The  orthodox  ana- 
lyst listens  passively  for  horn's  to  this 
waste  of  time.  On  the  basis  of  perma- 
nent cures  which  have  been  attained,  the 
conclusion  may  be  drawn  that  inde- 
pendently from  any  theory,  results  may  be 
achieved  much  more  rapidly. 

However,  in  order  to  reach  this  goal,  it 
is  an  important  prerequisite  to  be  thor- 
oughly acquainted  with  Freud’s  theory 
and  to  be  able  to  think  in  terms  of 
its  conceptions.  The  essential  Freudian 
mechanisms,  condensation,  repression, 
displacement,  the  principal  complexes, 
and  the  dream  symbolism  are  practically 
always  present. 

It  is  true  that  the  “road  back”  must 
usually  be  retraced,  but  that  alone  does 
not  guarantee  the  patient’s  cure,  and  if  a 
cure  is  achieved  it  need  not  be  a perma- 
nent one.  By  an  abbreviated  method  the 
“road  back”  is  covered  more  rapidly. 
Before  psychoanalysis  had  advanced  to 
its  present  stage,  Freud  naturally  had  to 
study  each  step  carefully.  How  else 
could  he  have  made  his  discoveries?  But 
just  as  we  need  not  repeat  Harvey’s  ex- 
periments in  order  to  diagnose  and  treat 
a case  of  circulatory  disturbance,  we  need 
not  acquire  psychoanalytic  knowledge 
step  by  step  in  each  case,  but  apply  what 
is  already  well  known. 


The  treatment  begins  with  an  inten- 
sified anamnesis  following  an  average 
psychiatric  anamnesis.  We  shall  ask 
questions  which  gradually  assume  one 
particular  tendency;  the  entire  develop- 
ment of  the  patient,  particularly  his  sex- 
ual development,  must  be  described  from 
the  beginning  on.  This  intensified  anam- 
nesis may  sometimes  be  concluded  in 
three  to  four  hours.  In  other  cases 
twenty  hours  or  more  are  required.  This 
intensified  anamnesis  gradually  changes 
into  an  active  analysis,  into  a study  of  the 
unconscious  pathogenic  mechanisms. 
Stimulated  by  the  questions  of  the  phy- 
sician, the  patient  tells  his  story,  and  in 
the  course  of  his  tale  he  begins  to  remem- 
ber things.  He  may  stop  in  the  midst  of 
his  story,  look  dream-forlorn  and  say: 
“I  just  remember  something  I had  not 
thought  of  for  years.” 

With  alert,  intelligent  persons,  these 
events  remembered  suddenly  in  the 
course  of  an  intensified  anamnesis  and 
under  the  influence  of  the  physician’s 
questions  will  illuminate  a large  part  of 
the  unconscious  mechanisms  without  the 
aid  of  a true  analytic  technic.  In  a large 
number  of  cases  an  essential  part  of  the 
treatment  consists  in  this  dialogue  dur- 
ing an  intensified  anamnesis,  interrupted 
only  by  spontaneous  associations  of  the 
patient. 

In  other  cases  the  flow  of  narration 
ceases  rather  quickly.  In  order  to  learn 
something  about  the  essential  complexes 
of  such  patients,  especially  of  those  where 
no  active  direction  of  thought  can  be 
seen,  the  Bleuler-Jung  association  ex- 
periments will  indicate  the  topics.  This 
experiment  cannot  be  described  here,  but 
one  may  read  about  it  in  any  good  text- 
book of  psychology  and  psychotherapy. 

The  association  experiment,  however, 
only  indicates  the  topics;  it  never  leads 
into  the  real  depth,  and  stops  where  the 
shaft  begins  that  leads  into  the  depth  of 
the  unconscious. 

On  the  basis  of  these  topics  indicated, 
the  patient  will  then  be  asked:  “What  do 
you  remember  in  this  connection?”  It 
must  always  be  emphasized  that  the  an- 
swer must  not  be  the  result  of  conscious 
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reasoning.  Completely  relaxed,  he  must 
tell  spontaneously  what  associations  are 
caused  by  the  given  topic.  He  must  talk 
equally  freely  about  his  sexual  fantasies, 
about  any  antagonism  toward  the  phy- 
sician or  doubts  regarding  the  merit  and 
worth  of  the  treatment.  It  may  take  con- 
siderable time  until  the  patient  learns  to 
relate  absolutely  spontaneously  and  un- 
censored those  ideas  that  come  to  him  as 
in  daydreaming. 

In  addition  to  the  free  associations,  the 
analysis  of  dreams  leads  as  via  regia  into 
the  unconscious.  I frequently  dispense 
with  the  association  experiment  and  let 
myself,  instead,  be  guided  by  dreams 
into  the  center  of  the  unconscious  con- 
flict. If  the  patient  is  asked  to  tell  about 
his  dreams  at  the  next  visit  he  almost  in- 
variably replies:  “I  never  dream,”  and 
just  as  invariably  the  patient  will  tell 
about  a most  significant  dream  when  he 
comes  again. 

Dreams  are  interpreted  through  free 
associations.  The  question  is  again : 
“What  occurs  to  you  in  this  connection?” 
It  will  be  found  that  the  essential  dreams 
are  all  determined  in  many  different  ways. 
The  mechanisms  of  condensation,  dis- 
placement, transference,  and  resistance 
are  particularly  at  work  in  the  formation 
of  the  manifest  dream.  The  actual  con- 
flict may  be  expressed  by  the  same  sym- 
bolism and  the  same  dream  action  as 
analogous  conflicts  during  puberty  and 
childhood. 

It  is  only  rarely,  and  after  a long  and 
deep  analysis,  that  we  come  upon  images 
from  the  primeval,  nonindividual  collec- 
tive unconscious  of  Jung,  which  are  com- 
mon to  all  humanity.  Finally,  we  en- 
counter the  anagogic  tendency  of  sym- 
bolism, and  thus  not  only  the  actual  or  in- 
fantile part,  but  also  the  contents  of  the 
dream  pointing  to  future  events.  In  this 
way  a possible  solution  of  the  problem 
may  be  indicated. 

During  all  these  analytic  procedures 
the  patient  will  continually  be  encour- 
aged to  focus  his  attention  on  the  essential 
points,  while  the  orthodox  method  permits 
the  patient  to  lose  himself  indefinitely  in 
his  ideas  and  interpretations.  If,  in  the 


course  of  the  therapy,  the  patient  com- 
plains of  any  physical  discomfort  he  will 
be  treated  by  means  of  suggestion  or  even 
medicaments,  and  in  contrast  to  the  rules 
of  the  analytic  sect  the  patient  must  un- 
dergo a neurologic  and  general  medical 
examination  by  the  psychotherapist  him- 
self. Often  it  will  also  be  necessary  to 
regulate  the  life  of  the  patient  during  the 
analysis,  to  forbid  strictly  and  demand 
certain  things.  In  certain  cases,  exercises 
for  concentration  and  relaxation  will  be 
necessary,  especially  with  patients  with 
pronounced  organ  neuroses.  The  exer- 
cises for  relaxation  are  rendered  easier  to 
the  patients  if  they  are  first  trained  by 
means  of  visualization  of  definite  colors, 
especially  of  the  restful  blue. 

In  other  cases  one  may  have  to  attempt 
to  replace  pathologic  conditioned  reflexes 
by  new  ones. 

At  the  end  of  the  analysis  it  will  be  seen 
that  the  patient  is  by  no  means  cured  by 
the  analysis  alone.  Psychosynthesis  and 
psychagogy  must  follow.  In  the  average 
case,  however,  it  will  be  observed  that  at 
the  end  of  the  analytic  treatment  the 
structure  of  the  patient’s  neurosis  is  very 
much  shaken.  He  himself  may  be  in  a 
state  of  analytic  shock,  he  may  have  un- 
dergone a complete  change,  not  only 
with  respect  to  the  neurotic  parts  of  his 
personality.  A young  person’s  complete 
outlook  on  life  may  be  changed.  It  is  a 
mistaken  belief  of  Freud’s  that  an  analy- 
sis is  a cold,  rationalistic  method  and 
nothing  else.  It  is  unavoidable  that  the 
patient  will  be  influenced  by  the  psycho- 
therapist’s philosophy  of  life.  In  the 
course  of  the  treatment  general  problems 
of  life  will  arise,  and  whether  one  wants 
to  or  not,  one  will  have  to  enter  the  meta- 
physical world.  It  must  be  avoided  to 
propagate  a superficial  standard  world  out- 
look in  the  manner  of  Adler.  All  of  this 
takes  place  during  and  immediately  after 
the  analysis  proper.  At  the  end  of  the 
latter  the  already  changed  patient  under- 
goes a general  repetition  and  the  genesis 
of  the  symptoms  is  studied  again  within 
the  frame  of  the  development  of  the 
personality. 

The  next  step  is  of  an  actively  educat- 
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in g,  psychosynthetic,  and  psychagogic 
nature.  Let  us  repeat  that  complete  re- 
sults are  not  attained  by  the  analysis 
alone.  If  the  patient  desires,  he  may  con- 
clude from  the  analysis  that  his  neurosis 
is  unchangeable.  If  he  wants  differ- 
ently, however  (if  we  can  make  him  want 
differently),  he  can  start  anew  on  the 
right  road  from  that  point  where  he 
took  the  wrong  direction  years  ago  and 
where  he  retrogressively  arrived  again  by 
means  of  the  analysis.  Even  in  this  phase, 
traces  of  resistance  may  be  encountered. 
In  every  neurosis  there  is  a gain  of  pleas- 
ure; every  cure  means  denial  of  desire 
and  loss  of  pleasure.  We  have  to  prove 
to  the  patient  that  it  is  far  better  for  him 
to  pay  less  attention  to  the  principle  of 
pleasure  and  to  acknowledge  the  principle 
of  reality.  We  shall  compel  him  to  make 
a better  decision  at  the  crossroad.  When 
he  arrives  at  this  crossroad,  by  means  of 
the  analysis,  it  is  up  to  him  to  choose 
freely  between  the  denial  of  pleasure  and 
a healthy  mind  and  the  neurosis.  It  will 
be  the  task  of  the  psychotherapeutic  per- 
sonality to  force  the  better  decision. 

In  the  preceding  discussion  I have  dif- 
ferentiated between  three  phases  of 
therapeutic  work — (1)  intensified  anam- 
nesis, (2)  analysis,  and  (3)  psychosyn- 
thesis and  psychagogy. 

The  essential  characteristics  of  the 
third  phase  are  education,  guidance, 
searching,  and  forming  of  new  libido 
fixations  in  order  to  apply  energies  re- 
leased from  the  neurosis  after  the  patient 
has  been  forced  to  a better  decision.  We 
hope  to  be  perfectly  clear  when  we  say 
that  the  division  into  analysis  and  syn- 
thesis must  be  more  of  an  inner  division 
in  the  mind  of  the  psychotherapist  than 
an  actual  time  division  in  the  course  of 
the  treatment.  I believe,  in  other  words, 
that  with  sufficient  practice  both  phases 
may  be  covered  almost  simultaneously. 
Synthesis  and  education  may  begin  long 
before  the  analysis  ends. 

The  significance  of  the  nonanalytic 
methods  has  been  discussed  above.  There 
are  cases  in  which  the  analytic  disclo- 
sure is  not  of  the  greatest  importance. 
This  applies  to  symptom  complexes  origi- 


nated years  ago  from  Freudian  mechan- 
isms but  now  petrified,  rigid,  and  without 
meaning.  Such  symptoms  may  be  based 
on  a conflict  which  has  gradually  lost  all 
significance  because  it  has  been  resolved 
either  inwardly  or  outwardly  or  simply 
because  of  the  time  which  has  passed.  In 
such  cases  there  remains  merely  a facade 
of  symptoms  with  no  substance  but  only 
a history.  Roughly  expressed,  the  symp- 
toms have  remained  simply  because  they 
have  become  a habit.  Instead  of  analyz- 
ing, it  is  more  important  to  break  up  the 
patient’s  former  pattern  of  behavior  and 
to  teach  him  facts  leading  to  a new  and 
better  one. 

A typical  example  of  such  a case  was  a 
woman  pianist  who  suffered  from  stage 
fright.  She  could  play  only  if  she  her- 
self remained  invisible  to  the  audience. 
Moreover,  any  attempt  at  an  erotic  ap- 
proach on  the  part  of  a man  caused  fear, 
shyness,  and  a desire  to  escape  in  the 
twenty-one-year-old  patient.  She  herself 
knew  exactly  what  the  cause  of  this  was — 
an  incestuous  relation  which  she  had 
had  with  a brother  nine  years  older  than 
she,  at  the  age  of  twelve  to  fourteen  years. 
The  essential  factor,  however,  was  not 
the  incest,  but  the  lost  virginity.  The 
patient  suffered  from  an  overestimation 
of  the  hymen  taboo  and  seriously  be- 
lieved that  the  audience  could  sense  her 
missing  virginity.  She  fled  if  a man  tried 
to  approach  her  because  she  was  afraid 
that  an  intimate  situation  might  reveal 
the  fact  of  her  lost  virginity  to  the  man. 
There  was  little  that  could  be  analyzed  in 
that  case.  She  was  enlightened  about  the 
different  attitudes  which  different  civi- 
lizations have  with  regard  to  the  impor- 
tance of  the  state  of  virginity,  and  cured 
by  re-education  on  that  basis.  The 
knowledge  of  folklore,  the  psychology  of 
religion,  and  a study  of  the  psychology 
of  the  primitive  mind  are  absolute  neces- 
sities for  the  psychotherapist. 

In  cases  where  a substance  is  still 
present  behind  the  symptomatic  facade 
this  complex  structure  may  sometimes  be 
successfully  broken  up  from  the  outside, 
from  the  facade,  in  a manner  impossible 
to  arrive  at  by  analysis  alone.  In  general 
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it  is  true  that  the  outside,  the  facade, 
the  symptom  is  only  of  secondary  impor- 
tance. ‘‘What  appears  on  the  outside  is 
present  also  on  the  inside.”  Sometimes, 
however,  the  sentence  may  be  reversed. 
“What  is  present  on  the  inside,  is  apparent 
also  on  the  outside.”  If  it  is  possible  to 
alter  and  regulate  the  expression,  the 
inner  surface  of  the  disturbance  will  dis- 
appear too. 

Severe  cases  of  compulsion  neurosis 
disclose  from  the  analysis  only  the  deeper 
justification  of  their  disturbance,  and  the 
facade  itself  remains  to  be  attacked.  In 
severe  cases  of  compulsion  the  analysis 
may  cause  real  harm.  A patient  who 
had  been  analyzed  by  an  orthodox  au- 
thority developed  a new  neurosis  when 
he  was  asked  to  tell  the  analyst  every- 
thing and  to  withhold  nothing.  He  was 
always  afraid  not  to  have  told  everything. 
The  analytic  discovery  of  the  origin  of 
the  disturbance  is  almost  never  of  any 
use  in  cases  of  compulsion  neurosis.  One 
patient  who  had  been  analyzed  said  to 
me:  “I  always  waited  for  the  miracle,  the 
promised  breakdown  of  the  symptoms, 
but  nothing  ever  happened.” 

In  moral  disturbances,  analysis  is  not 
the  most  important  method.  (In  this 
connection  we  do  not  talk  of  neuroses — 
kleptomania,  criminal  perversions — where 
the  unmoral  action  is  only  the  final  result 
of  a neurotic  disposition,  but  of  unbal- 
anced, uninhibited  impostor  types.)  If 
any  part  of  the  personality  is  still  healthy 
and  reasonable,  moral  training  and 
strengthening  are  more  important  than 
the  analysis. 

In  all  neuroses  resulting  from  an  ac- 
tual conflict,  the  moral  factor  plays  a role 
inasmuch  as  it  must  be  shown  to  the  pa- 
tient that  escape  from  the  conflict  into 
illness  betrays  a lack  of  health  conscience. 
This  health  conscience  must  be  inten- 
sified at  the  same  time  as  the  analysis 
takes  place  in  order  to  impress  upon  the 
patient  that  it  is  more  honest  to  experi- 
ence the  conflict  consciously  than  to  be- 
come ill. 

Let  us  discuss  briefly  two  more  types  of 
cases  where  nonanalytic  psychotherapy 
is  indicated.  On  the  basis  of  my  experi- 


ences with  neurotic  children  who  had  been 
analyzed  mostly  by  female  analysts,  or- 
thodox psychoanalysis  is  considered  in- 
advisable with  neuroses  during  childhood. 
Nevertheless,  the  psychotherapist  dealing 
with  children  must  be  just  as  familiar  with 
the  analytic  method  as  with  any  other. 

Patients  with  incurable,  inveterate 
compulsion  neuroses  are  helped  best  if 
they  are  trained  to  adapt  themselves  to 
their  neuroses  and  if  they  are  guided  in 
finding  possibilities  of  a compromise  be- 
tween reality  and  their  neuroses.  The 
patient  must  be  taught  to  bear  his  neu- 
rosis, and  to  make  it  serve  higher  pur- 
poses— “to  brew  balm  out  of  poison,”  in 
Nietzsche’s  words. 

How,  then,  may  psychotherapy  be  ap- 
plied to  psychoses  ? If  any  better  method , 
like  malaria,  is  available,  psychotherapy 
is  out  of  the  question.  Schizophrenias, 
inasmuch  as  they  show  enough  respon- 
siveness to  make  an  analysis  possible, 
may  be  very  much  aggravated  by  an 
orthodox  psychoanalysis.  Nevertheless, 
a psychotherapy  of  psychoses  is  possible. 
It  is  not  based  on  analysis,  but  on  psychi- 
atric tact,  ability  to  sympathize,  human 
understanding,  and  psychagogy.  At  any 
event,  the  educational  element  must  by  no 
means  be  neglected.  Patients  with  hal- 
lucinations and  delusions  may  be  brought 
to  a point  where  at  least  in  their  outward 
behavior  a compromise  with  the  world 
of  reality  is  made.  They  still  hear  their 
voices  and  hold  on  to  their  delusions,  but 
they  are  able  to  push  them  somewhat 
into  the  background.  In  Kretschmer’s 
words,  they  hallucinate  only  for  private 
use.  The  originally  vivid  picture  of  the 
psychosis  fades  away  like  an  old  paint- 
ing. 

The  psychotherapist  wishing  to  achieve 
this  will  have  to  fulfill,  at  least  to  some  ex- 
tent, the  requirements  which  Nietzsche 
expressed  in  these  words:  “He  must  pos- 
sess the  persuasiveness  that  adjusts 
itself  to  every  individual,  a diplomat’s 
suave  way  of  negotiating,  and  the  adroit- 
ness of  a detective  in  understanding  the 
secrets  of  a soul  without  betraying  it.” 

I believe  that  he  will  have  to  possess  all 
these  qualities,  because  he  does  not,  as  the 
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analysts  believe,  apply  his  method  like  a 
purely  scientific  instrument,  but  he  must 
work  with  the  force  of  his  whole  person- 
ality, and  not  without  passion.  A grain 


of  charity  will  be  needed  too,  for  without 
it,  to  express  it  in  St.  Paul’s  words,  his 
efforts  would  be  “as  sounding  brass  or  a 
tinkling  cymbal.” 

1165  Fifth  Ave. 


A PHYSICIAN  APPRECIATED 

Gordon  Bostwick  Maurer,  M.D.,  a physician 
in  Margaretville,  N.  Y.,  was  instantly  killed 
on  November  12,  1938,  by  the  accidental  dis- 
charge of  his  shotgun  while  hunting  partridges. 
Dr.  Maurer  was  graduated  from  Yale  in  1923, 
interned  at  the  New  Haven  Hospital,  and  located 
in  the  little  New  York  village  in  1926.  His  death 
caused  great  distress  to  the  people  in  his  com- 
munity. 

The  Catskill  Mountain  News,  the  town’s 
weekly  paper,  not  only  devoted  more  than  half 
of  its  first  page  to  Dr.  Maurer,  but  there  were 
seven  different  items  in  the  issue  in  connection 
with  the  lamentable  death  of  this  brilliant  young 
physician. 

The  finest  testimonial  of  a medical  man  in 
years  was  published  in  a column  “Mountain 
Dew”  and  signed  “The  Mountaineer.”  In 
this  day  of  proposed  state  medicine,  its  propon- 
ents should  read  this  encomium  and  ponder  well. 

The  following  is  quoted  verbatim  from  The 
News: 

Thirteen  years  ago  there  came  here  a city 
chap  trained  in  one  of  the  great  universities. 

The  other  members  of  his  class  went  to  “big 
towns.” 

He,  with  the  best  record  of  them  all,  wanted 
to  begin  the  practice  of  medicine  in  a country 
village. 

He  had  compiled  a list  of  prospective  com- 
munities. He  looked  over  several  and  chose  us. 

An  untried  city  college  boy — with  magic 
hands,  a keen  vision,  and  uncanny  knowledge 
of  both  the  human  body  and  the  soul  which 
activates  it. 

Soon  after  arrival  he  was  called  upon  to  care 
for  a life  given  up  as  lost.  He  saved  it. 

He  began  to  save  others.  He  worked  night 
and  day.  When  he  did  not  have  proper  appara- 


tus or  appliances  he  built  some.  When  the 
snows  kept  him  from  patients  he  constructed  a 
snowmobile. 

Neither  storm  nor  night  nor  mud  nor  snow 
kept  him  from  the  sick. 

He  took  people  into  his  home.  It  became  a 
veritable  hospital. 

The  fame  of  the  boy  spread  throughout  the 
section.  Men  and  women  from  all  walks  of 
life  asked  for  his  attention. 

The  community  built  a hospital  that  he  and 
others  might  the  better  care  for  those  who  needed 
care,  medication,  and  operation. 

He  continued.  When  a tired  body  all  but 
gave  up  he  took  a year  out  and  returned  to  Yale 
for  special  work  that  he  might  come  home  and 
serve  better. 

He  had  tired  of  city  pastimes.  The  lure  of  the 
country  had  been  breathed  into  his  soul. 
Camp,  rod  and  gun,  open  fires,  life  in  the  great 
outdoors  gave  zest,  relief,  happiness. 

He  loved  our  hills,  our  mode  of  life;  he  knew 
our  ambitions,  he  smiled  at  our  shortcomings. 

He  gave  freely,  much  of  the  work  he  did  was 
without  charge.  Few  knew  the  extent  of  his 
help  to  those  who  needed  help.  He  served  as 
few  had  ever  served  here  before. 

He  was  physician,  parson,  priest,  confessor — 
we  told  him  both  our  physical  and  mental 
troubles  and  he  put  us  back  on  the  road  to  rea- 
son and  living. 

Thirteen  years  he  served.  It  was  a life  work 
worth  while. 

Today  our  hearts  are  numb  at  his  loss,  our 
senses  befogged  to  know  how  to  live  without 
him. 

Thank  God  for  those  thirteen  years. 

— Medical  Pocket  Quarterly 


The  legislature  of  New  Mexico  has  passed  a The  annual  “Spring  Day”  of  the  Cornell 
bill  requiring  physicians  to  be  citizens  of  the  University  Medical  College  Alumni  Association 
United  States.  will  be  on  April  20  this  year. 


THE  RADIOLOGIC  DIAGNOSIS  OF  CORONARY 
THROMBOSIS:  A NEW  APPROACH 

L.  H.  Berk,  M.D.,  New  York  City 

(From  the  Bellevue  Hospital,  First  Medical  Division) 


The  object  of  this  presentation  is  to 
focus  attention  on  the  roentgen 
diagnosis  of  coronary  thrombosis  and  to 
develop  a greater  familiarity  with  the 
objective  and  diagnostic  evidence  of  the 
disease  afforded  by  it. 

With  the  growing  understanding  of  the 
clinical  picture  of  coronary  thrombosis, 
it  is  increasingly  evident  that  a con- 
siderable number  of  patients  survive  their 
first  attack  and  live  many  years  there- 
after with  myocardial  competence  in 
spite  of  the  fact  that  they  frequently 
have  repeated  attacks  of  myocardial  in- 
farction with  their  sequelae.1*2.4.5.6.13.16 

The  characteristic  radiologic  signs  af- 
forded by  these  cases  have  been  rather 
neglected  in  the  literature  in  favor  of  the 
clinical  and  electrocardiographic  findings. 
Although  the  radiologic  signs  are  often, 
in  typical  and  atypical  cases,  no  more 
than  corroborative,  they  may  form  the 
only  positive  evidence  of  the  disease. 

Pathologic  Considerations 

The  obstruction  of  a coronary  artery 
of  the  heart,  slowly  produced  by  arterio- 
sclerosis and  often  completed  by  throm- 
bosis, causes  the  gradual  degeneration  of 
the  cardiac  muscle  in  the  area  supplied 
by  the  obstructed  artery  and  its  replace- 
ment by  fibrous  tissue.  Such  occlusion  of 
the  coronary  arteries  produces  a rather 
characteristic  position  of  the  scars — in 
that  they  are  most  commonly  found  in 
relation  to  the  anterior  descending  branch 
of  the  left  coronary  artery,  the  left  cir- 
cumflex branch  of  the  left  coronary 
artery,  and  also  the  right  coronary  artery. 

Obstruction  of  the  anterior  descending 
branch  of  the  left  coronary  artery  com- 
monly results  in  a scarring  of  the  more 
anterior  part  of  the  interventricular  sep- 
tum, sometimes  even  extending  through 


to  the  right  ventricle,  and  of  the  apical 
and  more  anterior  part  of  the  wall  of 
the  left  ventricle.  Obstruction  of  the 
left  circumflex  branch  of  the  left  coronary 
artery  results  in  a scarring  and  thinning 
of  the  wall  of  the  left  ventricle  in  its  more 
median  portion.  Obstruction  of  the 
right  coronary  artery  produces  a scar 
which  begins  sharply  in  the  middle  of 
the  interventricular  septum  and  extends 
backward  behind  the  papillary  muscles 
of  the  mitral  valve  to  curve  around  on  the 
more  posterior  part  of  the  left  ventricle. 

In  26  cases  of  coronary  occlusion  stud- 
ied by  Barnes  and  Ball,1  the  coronary 
arteries,  singly  and  in  various  combina- 
tions, were  found  to  be  involved  in  the 
following  proportions:  anterior  descend- 
ing branch,  69  per  cent,  circumflex  branch, 
27  per  cent,  right  coronary,  35  per  cent. 
According  to  Moritz  and  Beck,13  occlusion 
of  the  left  coronary  occurred  in  54  per 
cent  of  the  cases,  of  the  right  coronary  in 
13  per  cent,  of  the  left  and  right  coronary 
in  33  per  cent.  The  descending  branch 
of  the  left  coronary  was  involved  in  72 
per  cent;  the  circumflex  portion  of  the 
right  coronary  in  42  per  cent,  and  the 
circumflex  portion  of  the  left  coronary 
in  12  per  cent. 

With  the  healing  of  a myocardial  in- 
farction, areas  of  scarring  remain.  The 
wall  of  the  heart  in  this  area  becomes 
thinner,  and  stretching  and  bulging  may 
result,  giving  rise  to  aneurysmal  dilata- 
tion. The  site  of  predilection  is  the  apical 
region  and  the  left  lower  pole.  Develop- 
ment of  this  condition  has  been  observed 
within  a few  weeks  following  an  acute 
attack  of  coronary  thrombosis.  Local- 
ized pericardial  thickening  is  commonly 
present  at  the  site  of  the  old  infarction 
and  mural  thrombi  are  frequently  formed 
on  its  inner  surface.  Both  aneurysmal 
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wall  and  thrombus  may  show  calcifica- 
tion. 

Sternberg,51  who  in  1914  first  described 
the  typical  course  of  chronic  partial 
cardiac  aneurysm,  distinguished  four 
stages : (1)  the  stage  of  attacks  of  cardiac 
pain,  often  of  very  short  duration ; (2)  the 
stage  of  localized  pericarditis  at  the  site 
of  infarction,  occasionally  represented  by 
a pericardial  friction  rub  of  only  a few 
hours’  duration ; (3)  the  stage  of  latency, 
or  apparent  cure,  lasting  several  weeks 
to  many  years ; (4)  the  stage  of  advanced 


myocardial  disease,  associated  with 
chronic  hydrops  or  leading  to  rupture. 

Roentgenologic  Features 

The  roentgenologic  findings  of  coronary 
thrombosis  allow  us  to  visualize  grossly 
these  pathologic  changes.  During  the 
stage  of  recent  infarction,  the  roentgeno- 
logic procedure  is  naturally  limited  to 
radioscopy  at  the  bedside.  Indicative 
of  myocardial  damage  is  a diminished 
amplitude  of  ventricular  contractions, 
most  marked  at  the  lower  left  cardiac 
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Figure  lb. 


pole  where  they  are  scarcely  perceptible. 
Kymographic  studies  have  demonstrated 
correspondingly  silent  areas,  commonly 
in  the  middle  portion  of  the  left  cardiac 
border  (Stumpf28). 

In  measurement  of  the  heart,  four 
points  on  the  cardiac  silhouette  are  dis- 
tinguished as  landmarks.  They  are: 

(1)  the  point  D at  the  junction  of  the 
vascular  trunk  and  the  right  ventricle; 

(2)  the  point  D1  at  the  junction  of  the 
right  lower  border  and  the  diaphragm; 

(3)  the  point  G at  the  junction  of  the 
pulmonary  conus  and  the  left  ventricle; 

(4)  the  point  G1  at  the  most  distant  point 
of  the  left  lower  pole.  (See  Figure  la.) 
The  actual  measurements  are  made  by 
means  of  diameters  drawn  between  these 
points. 


1.  The  long  diameter  is  the  distance 
between  the  points  D and  G,1  normally 
about  13.6  cm. 

2.  The  bisector  of  the  left  ventricle  is 
a perpendicular  dropped  from  the  outer- 
most point  on  the  left  ventricle  to  a line 
connecting  G and  G1.  It  is  normally 
1.2-1. 8 cm. 

3.  The  right  median  diameter  is  a 
perpendicular  drawn  from  the  midstemal 
line  to  the  outermost  point  on  the  right 
border  of  the  silhouette;  normally  3.1- 
5.3  cm. 

4.  The  left  median  diameter  is  a per- 
pendicular drawn  from  the  midstemal 
line  to  the  outermost  point  on  the  left 
ventricle,  normally  7.7-8.4  cm. 

Having  established  the  above  system 
of  measurements,  we  may  now  consider 
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le  Changes  in  the  cardiac  shadow 
rought  about  by  coronary  thrombosis. 

;ize  and  Shape 

In  coronary  thrombosis,  one  may  dis- 
inguish  two  general  types  of  hea  ^ ( ) 
■he  arteriosclerotic  type,  and®  the : s 

sential  hypertensive  type.  Whi 
two  types  may  exist  incombmaUon.theu 
nmduction  is  dependent  on  different 
mechanisms,  and  they  must  be  discussed 
seoaratelv.  However,  the  size  of  tne 
heart  in  many  cases  of  coronary  throm- 
bosis  is  normal;  exammatior 
months  and  years  may  reveal  no  enlarge- 

meat. 


In  type  one  (see  Figure  1)  the  heart  is 
not  enlarged.  It  is  triangular  and  flabby, 
sitting  wfth  a broad  area  in  contact  with 
the  diaphragm.  The  left  cardiac  border 

is  straight  or  concave;  both  the  ngh 

wfilita  »«*  >« 

same  level,  close  to  the  diaphragm-  Ihe 
left  ventricle  is  small.  The  amplitude  of 
the  ventricular  contractions  is  markedly 

“ype  two  (hypertensive  heart  see 
Figure  2),  in  the  early  stage  during 
one  encounters  only  slight  dilatation,  the 
cardiac  apex  is  displaced  downward,  the 
longitudinal  diameter  is  mcreMed^d 
the  transverse  diameter  an 
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of  the  left  ventricle  are  normal.  If  the 
left  ventricle  becomes  more  prominent 
later,  the  bisector  is  much  increased.  In 
the  advanced  type,  in  long-standing 
cases  with  a marked  left  ventricular 
hypertrophy,  all  diameters  are  increased. 
In  this  stage  of  hypertrophy  there  is 
slight  dilatation  with  moderate  left  en- 
largement and  pronounced  rounding  off 
of  the  left  lower  pole.  There  is  a heaving 
apex  displaced  upward  one  to  two  centi- 
meters above  the  diaphragm  and  to  the 
left. 

When  a coronary  thrombosis  occurs  in 
a hypertensive  heart,  the  gross  appear- 
ance is  little  changed,  the  bisector  being 
somewhat  decreased.  The  amplitude  of 
ventricular  contraction,  however,  is 
greatly  diminished. 

Two  case  reports  follow,  illustrating 
these  two  types : 

Case  1. — P.  S.,  male,  aged  41,  while  at  work  on 
September  27,  1934,  was  suddenly  seized  with  a 
severe  epigastric  pain  lasting  for  four  hours, 
followed  by  a squeezing  pain  in  the  substernal 
area  radiating  to  the  neck.  Physical  examina- 
tion on  admission  to  the  hospital  revealed  distant 
heart  sounds,  A2  greater  than  P2.  B.  P.  110/72, 
no  cardiac  enlargement.  The  next  day  his 
temperature  rose  to  102.  F.  EKG  showed  rapid 
changes  of  Q3  T3  type  with  low  voltage.  The 
course  was  uneventful  except  for  recurrence  of 


precordial  pain  one  month  after  admission, 
relieved  by  amyl  nitrite.  Because  of  marked 
EKG  changes  the  patient  was  kept  in  the  hos- 
pital for  nine  weeks  and  has  been  followed  for 
the  past  three  years  in  the  cardiac  clinic. 

X-ray  Findings:  (See  Figures  la,  1&.)  Heart 

not  enlarged.  Left  cardiac  border  straight, 
diminished  amplitude  of  ventricular  contraction, 
sagged  type  of  heart.  Both  hila  moderately 
enlarged. 

Case  2. — P.  W.,  male,  age  49,  candy  maker. 
Admitted  to  Bellevue  Hospital  April  29,  1935, 
complaining  of  sudden  onset  of  precordial  pain 
radiating  down  left  arm  lasting  several  hours. 
Physical  examination  on  admission  revealed  an 
enlarged  heart  with  gallop  rhythm  at  apex  and 
frequent  extrasystoles.  The  point  of  maximal 
impulse  was  in  the  fifth  intercostal  space  within 
the  left  nipple  line.  B.  P.  172/84.  Serial  EKG 
showed  changes  suggestive  of  coronary  throm- 
bosis, Q1  T1  type  and  low  voltage.  The  con- 
valescence was  uneventful,  and  the  patient  is 
now  free  from  cardiac  pain  and  doing  a moderate 
amount  of  work.  B.  P.  is  now  120/74. 

X-ray  Findings:  (See  Figures  2a,  2b.)  The 

enlarged  diameters  are  drawn  in  Figure  2b. 
There  is  marked  left  ventricular  hypertrophy 
and  dilatation.  The  apex  is  rounded  off  and 
elevated.  There  is  considerably  diminished 
amplitude  of  ventricular  contractions  and  ab- 
sence of  pulsation  at  the  apex.  The  amplitude 
of  the  left  auricular  contractions,  on  the  contrary, 
is  increased. 


/ 


Figure  3. 


April  1,  1939] 


CORONARY  THROMBOSIS 


677 


Cardiac  Aneurysm 

A diffuse  and  eccentrically  dilated 
cardiac  apex  (see  Figure  3)  with  hardly 
perceptible  systolic  contractions  is  fre- 
quently encountered,  following  a typical 
attack  of  coronary  thrombosis.  In  about 
half  of  the  cases  (Zadek52)  the  findings 
are  very  suggestive  of  apical  infarction 
that  has  been  followed  by  aneurysm,  if 
aortic  regurgitation  and  decompensated 
hypertension  can  be  excluded. 

The  circumscribed  oval  or  angular 
bulging  aneurysm  (see  Figure  4),  varying 
in  size  and  situated  most  commonly  at 
the  apex  or  middle  portion  of  the  left 
cardiac  border,  is  less  frequently  seen. 
The  pulsation  in  this  area  is  absent,  or 
rather  indefinite,  especially  if  the  aneu- 
rysm is  small,  as  in  Figure  4 (1  and  la), 
seen  by  Assmann.17  Even  the  larger  one 
may  show  no  pulsation  if  marked  peri- 
cardial thickening  and  adhesions  or  oblit- 
eration of  the  aneurysmal  sac  are  present, 
as  in  the  case  4 (6)  reported  by  Boiler.34 
The  large  aneurysms  will  occasionally 
show  a passive  pulsatory  postsystolic  lag- 
ging, as  in  the  case  reported  by  Kalisch41 
(Figure  4 [4]),  and  in  the  case  in  which 
Lenk43  observed  no  marked  pulsation 
during  systole  (Figure  3 [5]). 

Sometimes  the  hypertrophic  myocar- 
dium adjacent  to  the  border  of  the  aneu- 
rysm shows  a marked  prominence  with 
systolic  pulsations.  This  has  been  mis- 
taken for  the  aneurysm  itself,  as  in  the 
case  of  Christian  and  Frik,39  seen  in 
Figure  4 (2,  2a)  where  the  bulging  in  2a 
was  diagnosed  as  the  aneurysm,  because 
of  its  marked  pulsation.  The  necropsy 
revealed  only  hypertrophic  muscle  at 
that  point,  while  the  aneurysm  was 
situated  at  (2). 

The  calcification  of  the  aneurysmal 
wall,  which  occasionally  occurs,  is  curved 
and  shows  a systolic  and  sometimes 
rotatory  pulsation,  as  in  the  case  reported 
by  Jaksch-Wartenhorst.40  Figure  4 (3, 
5)  reported  by  Brenner36  shows  a large 
calcified  saccular  aneurysm  of  the  left 
ventricle  near  the  base,  which  is  quite  an 
unusual  location.  Local  pleuropericar- 
dial adhesions  occur  frequently  and  are 


an  indirect  corroborative  sign  of  some 
importance.  (See  Figure  4 [la].  ) 

Aneurysms  of  the  ventricular  septum 
can  be  visualized  only  if  large  enough  to 
cause  a displacement  of  the  right  heart  to 
the  right.  (See  Figure  4 [6],  Boiler.34) 

Direct  roentgenologic  visualization  will 
be  impossible  if  a cardiac  aneurysm  de- 
velops on  the  diaphragmatic  or  hepatic 
surface  or  retropericardially,  or  if  it  does 
not  make  up  a part  of  the  left  cardiac 


border,  or  if,  due  to  adjacent  pericardial 
thickening  and  adhesions,  it  does  not 
show  bulging  or  pulsations. 

Case  Reports 

Two  case  reports  follow,  to  illustrate 
the  diffuse  and  the  circumscribed  type  of 
cardiac  aneurysm. 

Case  3. — A.  E.,  female,  aged  70,  first  seen  in  the 
medical  clinic  in  May,  1935,  with  symptoms  of 
heart  disease  present  since  1926.  Onset  of 
illness  was  marked  by  sharp  sticking  precordial 
pain,  palpitation,  and  dyspnea  followed  by  pul- 
monary infarction.  Recovery  slow. 

Following  that,  she  had  ten  admissions  to 
various  hospitals  because  of  cardiac  decompen- 
sation. She  had  had  frequent  attacks  of  noc- 
turnal dyspnea;  and  edema  of  legs  had  been 
present  in  varying  degrees  for  eight  years.  In 
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view  of  the  patient’s  admissions  to  the  hospital 
and  the  general  satisfactory  condition  during 
the  free  periods,  it  was  felt  that  total  thyroidec- 
tomy might  prevent  or  delay  recurrence  of  de- 
compensation. 

Total  thyroidectomy  was  performed  on 
February  15,  1934,  under  cervical  block  anes- 
thesia. The  postoperative  course  was  unevent- 
ful. The  patient  was  readmitted  in  the  eleventh 
postoperative  week  and  again  in  the  thirteenth 
postoperative  month,  with  mild  congestive 


failure.  On  each  occasion  improvement  was 
slow. 

The  patient  was  again  admitted  in  October, 
1935,  20  months  postoperatively,  with  symptoms 
of  congestive  failure.  She  grew  steadily  worse, 
became  psychotic,  and  finally  died  on  December 
26,  1935. 

Laboratory  Data:  EKG  showed  normal  sinus 
rhythm,  with  marked  left  ventricular  prepon- 
derance and  myocardial  changes.  The  roent- 
genogram (Figure  5)  shows  a diffuse  and  eccen- 
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trically  dilated  cardiac  apex.  Radioscopy  re- 
vealed a diminished  pulsation. 

Necropsy  revealed  an  old  thrombosis  of  the 
anterior  descending  branch  of  the  left  coronary 
artery  and  fibrosis  of  the  myocardium.  In  the 
apex  of  the  left  ventricle  there  was  an  aneurysmal 
dilatation  of  the  myocardium  about  7 cm.  in 
diameter.  The  myocardium  covering  this  aneu- 
rysm was  very  thin,  measuring  a few  millimeters 
in  thickness.  The  overlying  endocardium  was 
firm  and  appeared  to  contain  mostly  fibrous 
tissue.  From  the  tip  of  this  aneurysm  to  the 
mitral  ring,  the  wall  of  the  left  ventricle  had 
become  greatly  thickened,  so  that  at  the  mitral 
ring  the  wall  of  the  left  ventricle  measured  3 cm. 
in  thickness.  The  anterior  descending  branch 


of  the  left  coronary  artery  was  occluded  about 
IV2  cm.  from  the  source  of  the  artery.  The 
remainder  of  the  coronary  arteries  showed  a 
marked  thickening  of  the  intima  with  athero- 
matous material. 

Case  4. — M.  W.,  female,  age  67,  first  began  to 
notice  shortness  of  breath  and  weakness  in 
March,  1932,  followed  by  swelling  of  her  feet 
and  ankles.  P.  E.  on  admission  revealed  an 
enlarged  heart.  Point  of  maximal  impulse  in 
fifth  intercostal  space  12  cm.  from  midsternal 
line.  Heart  sounds  at  apex  were  distant  with 
normal  sinus  rhythm.  A2  greater  than  P2. 
B.  P.  128/90.  There  was  marked  thickening  of 
the  peripheral  vessels.  The  liver  was  just  pal- 
pable and  tender.  There  was  slight  pretibial 
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edema.  She  became  progressively  worse  and 
died  November  1,  1933. 

Laboratory  Data : EKG  showed  normal  sinus 
rhythm,  marked  left  ventricular  preponderance, 
and  myocardial  changes.  Roentgenogram  (Fig- 
ure 6)  shows  small  circumscribed  bulging  at  the 
apex,  radioscopic  findings  were  not  available. 

Necropsy  revealed  an  old  myocardial  infarc- 
tion and  an  aneurysm  of  the  apex  of  the  left 
ventricle,  as  well  as  previous  coronary  occlusion 
due  to  an  organized  and  partially  calcified 
thrombus  in  the  descending  branch  of  the  left 
coronary  artery.  The  myocardium  was  hyper- 
trophied and  reddish  brown  in  color,  except  in 
an  area  of  the  interventricular  septum,  8 cm.  in 
diameter,  where  the  myocardium  was  practically 
replaced  by  fibrous  tissue,  and  where  the  entire 
thickness  of  the  wall  was  about  4 mm.  This 
area  bulged  over  the  intervening  right  ventricle. 
The  endocardium  over  this  area  was  smooth, 
but  thickened.  No  thrombus  formation  was 
seen. 


Coronary  Arteries 

The  most  important  factor  in  the  pro- 
duction of  coronary  thrombosis  is  sclerosis 
of  the  coronary  arteries.  The  calcified 
coronary  arteries  can  be  demonstrated 
roentgenologically  if  proper  technic  is 
used. 

One  should  search  for  them  carefully 
under  the  radioscope,  with  the  eyes  well 
adapted  and  using  the  smallest  dia- 
phragm, preferably  in  the  right  oblique 
position.  They  will  be  seen  as  dense 
linear  shadows  moving  only  slightly  dur- 
ing systole,  similar  to  the  cardiac  contour 
next  to  them,  quite  close  to  the  left 
cardiac  border  in  the  region  of  the  coro- 
nary sulcus.  On  a speed  film,  the  cal- 
cified coronary  arteries  appear  as  linear, 
curved,  interrupted  segments,  sometimes 
double  and  parallel. 


Differential  Diagnosis  of  Intra-  and 
Extracardiac  Calcifications 

The  differential  diagnosis  of  the  various 
intracardiac  calcifications,  although  diffi- 
cult, can  be  made  with  modem  radio- 
scopic and  radiographic  technic. 

The  calcified  valves  are  situated  more 
medially  than  the  calcified  coronary  ar- 
teries. (See  Figures  7a,  b,  c , and  d.)  The 
aortic  valves  are  located  low  at  the  left 
border  of  the  spine  in  the  direct  postero- 
anterior  view,  and  about  in  the  middle 
in  the  left  antero-oblique  view.  The  cal- 
cified mitral  valves  are  seen  more  to  the 
left  of  the  spine  in  the  former  view  and 
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Figure  7d. 


near  the  posterior  cardiac  wall  in  the 
latter  view.  (See  Figures  7a  and  c.)  They 
are  usually  semilunar,  the  mitral  showing 
a marked  pulsatory  movement  toward 
the  apex  and  the  aortic  showing  a dancing 
motion. 

The  calcified  mural  thrombi  usually 
occur  in  mitral  stenosis  and  are  com- 
monly situated  in  the  left  auricle.  They 
are  round  or  semilunar,  dense,  sharply 
outlined,  larger  than  the  valvular  calci- 
fications, and  show  a dancing  motion 
synchronous  with  the  heart. 

Figure  8 shows  a few  thrombi  radio- 
logically  recognized  during  life  and  con- 
firmed by  necropsy — calcified  thrombi 
reported  by  Scholcz58  (Figure  8 (1)), 
Besser55  (Figure  8 (2)),  Heeren57  (Figure 
8 (5)  ) ; and  noncalcified  thrombi  re- 
ported by  Arendt54  (Figure  8 (3))  and 
Fussl56  (Figure  8 (4)). 

The  calcified  cardiac  aneurysms  have 
been  mentioned  previously.  They  are 
semilunar,  large,  show  a strong  systolic 
pulsation,  and  have  their  site  of  predilec- 
tion near  the  apex. 

The  pericardial  calcifications  are  more 


frequently  located  in  the  lower  surface  of 
the  right  ventricle,  but  also  occur  in  the 
coronary  sulcus,  usually  leaving  the  apex 
free.  They  are  more  solid,  linear,  often 
branching,  and  show  only  a minimal  pul- 
sation. On  rotation,  they  can  be  seen  to 
run  parallel  to  the  cardiac  border. 
(Cutler  and  Sosman,78  Hessman  and 
Israelski,79  Jones  and  Roberts,80  and 
Youmans  and  Merrill.81) 

Calcified  costal  cartilages  are  denser 
and  more  clear-cut  and  one  can  identify 
them  by  following  their  course.  Calcified 
glands  and  calcifications  in  the  lungs  and 
mediastina  are  round  and  dense,  and  by 
rotation  of  the  patient  can  be  projected 
outside  the  cardiac  shadow;  they  move 
upward  and  downward  with  respiration. 
The  bronchi  can  be  easily  differentiated. 

Discussion 

The  Electrocardiographic  Signs  of  Coro- 
nary Thrombosis. — It  is  apparent  from 
our  own  experience  and  that  of  other  ob- 
servers that  the  typical  case  of  coronary 
thrombosis  is  easily  recognized.  Yet  the 
atypical  case  with  the  presence  of  sub- 
stitution symptoms  may  very  well  be  con- 
fused and  requires  the  use  of  special 
diagnostic  methods,  such  as  electrol 
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cardiographic  changes  and  radiologic 
findings  for  corroboration. 

The  atypical  form  of  coronary  throm- 
bosis is  found  in  a rather  high  percentage 
of  cases  after  the  first  attack  of  coronary 
thrombosis.  Such  repeated  episodes  of 
coronary  occlusion  present  a bizarre 
picture  in  the  majority  of  cases.  These 
cases  of  multiple  myocardial  infarction 
are  not  easily  recognized  without  the  aid 
of  electrocardiographic  changes  and  x-ray 
findings. 

The  popular  view,  supported  by  many 
investigations,  is  that  the  electrocardio- 
graphic changes  due  to  myocardial  dam- 
age after  the  coronary  thrombosis  are  of 
two  types:  (a)  inverted  Tl,  T2  (Q1  T1 
class),  and  (b)  inverted  T2,  T3  (Q3  T3 
class).  There  is  still  another  group  of 
cases,  comprising,  according  to  some 
authors,  about  50  per  cent  of  the  cases  of 
coronary  thrombosis,  whose  electrocardio- 
graphic changes  are  not  typical  of  the 
above  two  classes,  and  these  may  be 
difficult  to  recognize.  The  occurrence  of 
this  type  of  case  must  be  kept  in  mind  as 
a possibility,  and  makes  necessary  the 
use  of  other  corroborative  methods  for 
accurate  diagnosis.  In  coronary  throm- 
bosis the  radiologic  findings  may  be  the 
only  positive  objective  evidence  that  the 
disease  is  present. 

The  Radiologic  Signs  of  Coronary 
Thrombosis . — A survey  of  the  literature 
shows  that  there  is  much  contradictory 
opinion  as  to  the  cardiac  enlargement 
following  coronary  thrombosis.  Although 
coronary  thrombosis  might  cause  some 
hypertrophy  (Parkinson25)  or  occasionally 
some  acute  dilatation  (Roesler26),  cardiac 
enlargement  as  a result  of  coronary 
thrombosis  alone  is  not  a common  feature 
unless  other  concomitant  factors  are 
present,  the  common  being  hypertension 
(Parkinson,25  Palmer,23-24  Bartels  and 
Smith,18  Horine  and  Weiss,19  Roesler,26 
and  Uhlenbruck29). 

Palmer,24  in  a well-observed  group  of 
200  cases,  determined  radiologically  that 
the  heart  was  not  enlarged  in  36  per  cent 
and  that  it  was  enlarged  in  64  per  cent. 
Of  these,  80  per  cent  were  due  to  a con- 
comitant hypertension. 


Regarding  cardiac  aneurysm  following 
coronary  thrombosis,  it  is  safe  to  say  that 
without  the  radiologic  aid  their  diagnosis 
cannot  be  made  with  certainty,  although 
a small  number  of  aneurysms,  as  men- 
tioned above,  may  escape  roentgeno- 
logic visualization.  Their  incidence  at 
necropsy  varies  from  3 per  cent  (Palmer24) 
to  at  least  9 per  cent  (Bedford,14  Levine,7 
Lisa10).  In  our  group  of  25  necropsies 
it  was  found  in  6 cases,  4 of  them  with 
hypertension.  Zadek,52  who  found  it 
radiologically  much  more  frequently, 
states  that  the  diffused  type  occurs  in 
about  half  of  his  cases.  Still,  there  are 
only  a few  cases  reported  in  literature 
where  cardiac  aneurysms  were  correctly 
diagnosed  roentgenologically  during  life 
and  confirmed  by  necropsy. 

As  to  the  coronary  arteries,  the  con- 
nective tissue  and  atheromatous  changes 
of  the  intima  are  not  directly  demonstra- 
ble by  the  x-ray.  However,  calcareous 
depositions  in  the  wall  can  be  visualized, 
and  they,  too,  indicate  the  narrowing  of 
the  vessel. 

Only  a few  cases  of  calcified  coronary 
arteries  have  been  demonstrated  roent- 
genologically during  life  (Lenk,43  1 un- 
confirmed case;  Wosika  and  Sosman,73*74 
3 cases  occurring  in  angina  pectoris, 
1 of  them  confirmed  by  necropsy) . 
The  large  amount  of  calcareous  material 
so  frequently  found  in  the  coronary  ar- 
teries at  necropsy  would  indicate  that, 
with  an  improved  radioscopic  and  radio- 
graphic  technic  and  a greater  experi- 
ence on  the  part  of  the  examiner,  a much 
larger  number  will  be  recognized  during 
life. 

During  the  attack,  the  roentgenologic 
diagnostic  procedures  are  naturally  lim- 
ited. In  the  late  stage,  the  follow-up 
work  and  exact  history  are  often  neglected 
by  the  radiologist,  whereas  the  cardi- 
ologist is  very  often  not  sufficiently  ac- 
quainted with  modern  radiologic,  techni- 
cal, and  diagnostic  methods. 

Summary 

A careful  study  of  the  radiologic  evi- 
dence of  coronary  thrombosis  helps  us  to 
become  familiar  with  the  corroborative 
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signs  of  the  disease.  The  roentgenologic 
findings  of  coronary  thrombosis  allow  us 
to  classify  hearts  as  of  two  general  types 
on  the  basis  of  size  and  shape:  (1)  the 
arteriosclerotic  type,  and  (2)  the  essential 
hypertensive  type. 

In  type  one  the  heart  is  not  enlarged,  is 
triangular,  flabby,  sitting  with  a broad 
base  in  contact  with  the  diaphragm.  The 
left  cardiac  border  is  straight  or  concave. 
Both  the  right  and  left  median  diameters 
lie  in  almost  the  same  plane,  close  to  the 
diaphragm. 

In  type  two  (hypertensive  heart)  in  the 
early  stage  the  cardiac  apex  is  displaced 
downward.  In  the  advanced  stage  there 
is  a pronounced  rounding  off  of  the  left 
lower  pole,  with  a heaving  apex  displaced 
upward. 

In  the  typical  and  atypical  forms  of 
coronary  thrombosis,  the  radiologic  find- 
ings may  be  the  only  positive  objective 
evidence  of  the  disease. 

Radiologic  examination  is  of  utmost 
value  in  the  diagnosis  of  cardiac  aneu- 
rysms and  mural  thrombi  following  coro- 
nary thrombosis.  In  the  future,  a larger 
number  of  cases  of  calcification  of  the 
coronary  arteries  will  be  recognized 
through  improved  radioscopic  and  radio- 
graphic  technic. 

Only  if  one  is  vigilant  and  constantly 
aware  of  the  characteristic  radiologic 
signs,  will  it  be  possible  to  make  the 
roentgenologic  diagnosis  of  coronary 
thrombosis  more  frequently  than  in  the 
past. 
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The  Committee  on  Workmen’s  Compensation 
has  the  cooperation  of  a subcommittee  on  In- 
dustrial Dermatoses  which  is  making  a study  of 
this  difficult  subject  in  relation  to  Workmen’s 
Compensation  cases. 

Physicians  or  specialists  who  have  any  com- 


plaints in  regard  to  the  disposition  of  claims  be- 
fore the  Department  of  Labor  of  workers  suffer- 
ing from  industrial  dermatoses  are  requested  to 
bring  such  matters  to  the  attention  of  the  under- 
signed, giving  full  details  for  the  consideration  of 
the  subcommittee. 


UNCLE  SAM  AS  A MEDICAL  MUDDLER 

If  national  medical  care  managed  from 
Washington  would  be  so  splendid,  then  the  health 
picture  in  Washington  itself  ought  to  be  just 
about  perfect,  for  there  the  National  Adminis- 
tration has  complete  control.  Before  handing 
the  medical  care  of  the  entire  people  over  to 
Uncle  Sam,  then,  it  might  be  well  to  see  what  he 
has  done  for  the  town  where  he  has  full  sway. 
This  is  revealed  in  a book  by  a Democratic 
Congressman  from  Indiana,  Samuel  B.  Pettin- 
gill,  which  is  ably  reviewed  in  the  Illinois  Medical 
Journal  and  the  Medical  World. 

It  shows  in  cold  figures  that  for  the  year  1936, 
per  100,000  population,  the  death  rate  for  the 
District  of  Columbia  was  26  per  cent  higher  from 
cancer  than  the  same  death  rate  in  the  whole 
United  States;  27  per  cent  higher  from  heart 
disease;  49  per  cent  higher  and  going  up  from 
pneumonia;  92  per  cent  higher  from  tubercu- 
losis; 106  per  cent  higher  from  alcoholism;  119 
per  cent  higher  from  syphilis.  Does  this  look  as 
though  your  government  is  doing  a better  job 
of  caring  for  the  people’s  health  than  your  own 
local  community?  Would  you  want  a Wash- 
ington paternalism  to  be  responsible  for  the 
welfare  of  your  children? 

And  speaking  of  children,  there  is  the  question 
of  infant  mortality.  For  every  1,000  live  births 


in  the  District  of  Columbia,  the  infant  mortality 
rate  is  26  per  cent  higher  than  that  of  the  entire 
United  States. 

An  inventory  in  1934  showed  that  there  were 
more  than  14,000  dwelling  units  in  the  city  with- 
out inside  toilets;  more  than  4,000  without  in- 
side running  water;  more  than  11,000  using 
kerosene  lamps;  more  than  6,000  needing  major 
repairs;  more  than  2,000  dwelling  units  unfit  for 
use.  Only  two  of  the  sixty-four  American  cities 
surveyed  in  this  real  property  inventory  had 
more  houses  unfit  for  use,  or  in  need  of  major 
repairs  but  in  use. 

The  city  of  which  we  have  been  speaking  is 
Washington,  D.  C.,  the  home  of  our  federal 
government.  It  is  the  show  place  of  the  Nation. 
It  is  the  one  place  where  our  government  could 
demonstrate  that  it  is  fit  and  capable  of  ad- 
ministering efficient  medical  service.  It  contains 
the  headquarters  of  the  United  States  Public 
Health  Service  and  the  offices  of  the  Surgeon 
Generals  of  the  Army  and  Navy.  By  what 
manner  of  reasoning  can  one  suppose  that  its 
bureaucracy  is  capable  of  looking  after  the 
health  of  the  nation,  of  130,000,000  people,  when 
it  can  do  so  little  for  the  people  of  its  own  city, 
either  in  the  guarding  of  their  health  or  the 
protection  of  their  lives  and  properties? 


URINARY  INFECTIONS  IN  INFANTS  AND  CHILDREN 

A Comparison  of  Therapeutic  Methods 

Benjamin  W.  Carey,  Jr.,  M.D.,  Boston 

( From  the  Department  of  Pediatrics,  Harvard  Medical  School,  and  the  Infants'  and  the  Children's 

Hospitals,  Boston ) 


This  afternoon  I wish  to  point  out 
some  of  the  methods  of  approach  to 
the  study  of  patients  with  infection  in  the 
urinary  tract.  I propose  to  point  out 
briefly  certain  diagnostic  procedures  and 
to  present  a comparison  of  results  ob- 
tained in  two  groups  of  patients,  one 
group  having  been  treated  with  mandelic 
acid,  the  other  with  sulfanilamide. 

Investigation  of  Patient  with  Urinary 
Infection 

The  presence  of  an  unexplained  fever, 
abdominal  pain,  or  even  vomiting  and 
diarrhea,  or  symptoms  referable  to  the 
genitourinary  tract,  such  as  frequency  or 
pain  on  urination,  should  lead  one  to 
suspect  the  presence  of  infection  in  the 
urinary  tract.  The  finding  of  leuko- 
cytes, erythrocytes,  or  casts  in  a centri- 
fuged specimen  of  urine  usually  suffices 
to  establish  the  diagnosis.  It  should  be 
remembered  that  a negative  sediment 
from  an  uncentrifuged  urine  specimen 
does  not  absolutely  exclude  the  presence 
of  leukocytes,  erythrocytes,  or  casts  in 
the  mine.  In  the  event  that  abnormal 
elements  are  found  in  the  sediment, 
anomalies  or  infection  in  the  vagina  or 
urethra  should  be  excluded  before  pro- 
ceeding further  with  the  investigation. 

As  a further  means  of  securing  informa- 
tion as  to  the  presence  of  an  infection, 
urine  should  be  obtained  by  catheteriza- 
tion and  examined  for  the  presence  of 
leukocytes,  erythrocytes,  or  casts.  A 
portion  of  the  specimen  should  be  cul- 
tured to  determine  the  nature  of  the  in- 
fecting organism.  The  procedure  of  cath- 
eterization will  furnish  information  as 


to  the  volume  of  residual  mine  and  may 
help  to  exclude  the  presence  of  a posterior 
urethral  anomaly,  especially  in  boys. 

The  second  step  in  the  study  of  a pa- 
tient with  infection  in  the  urinary  tract 
is  to  secure  a flat  roentgenogram  of  the 
abdomen,  including  the  bladder.  This 
procedure  may  give  information  as  to 
the  size  of  the  kidneys,  the  presence  of 
large  intra-abdominal  masses,  or  renal  or 
bladder  calculi.  As  a measme  of  kidney 
function  valuable  information  may  be 
seemed  by  measming  the  blood  pressure 
and  estimating  the  nonprotein  nitrogen 
in  the  blood. 

These  procedmes  may  be  quite  ade- 
quate if  the  infection  is  the  initial  attack 
of  the  patient,  but  in  the  event  of  recur- 
rent attacks  of  infection  or  an  infection 
of  long  duration,  further  studies  of  the 
urinary  tract  and  function  of  the  kidneys 
are  desirable.  These  should  include  a 
test  for  the  concentrating  power  of  the 
kidneys,  an  intravenous  pyelogram  and, 
if  evidence  is  at  hand  of  diminished  kid- 
ney function  or  anomalies  in  the  urinary 
tract,  it  may  be  necessary  to  obtain  a 
mea  clearance  test  and  even  to  perform  a 
cystoscopy  and  obtain  retrograde  pyelo- 
grams. 

If  the  infection  is  the  patient’s  first 
attack  and  it  has  been  demonstrated  that 
the  kidneys  have  normal  concentrating 
ability  and  that  the  blood  nonprotein 
nitrogen,  blood  pressure,  and  intravenous 
pyelograms  are  normal,  medical  treat- 
ment may  be  instituted  without  perform- 
ing cystoscopy  and  retrograde  pyelo- 
graphy. 

If  unsatisfactory  evidence  has  been  ob- 
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tained  from  intravenous  pyelography,  a 
cystogram  may  be  done  prior  to  retro- 
grade pyelography.  Information  may  be 
secured  from  this  procedure  as  to  the 
presence  of  a diverticulum  of  the  bladder, 
tumors  of  the  bladder,  and  posturethral 
obstruction. 

Indications  for  cystoscopy  may  in- 
clude: (1)  evidence  from  intravenous 
pyelography  of  impaired  function  of  one 
kidney  or  a portion  of  a kidney;  (2) 
absence  of  a part  of  the  urinary  tract; 
(3)  evidence  of  an  anomaly  of  the  bladder 
or  urethra ; and  (4)  the  necessity  of 
examining  the  mine  and  determining  the 
function  of  each  kidney  separately. 
However,  if  inoperable  bilateral  abnor- 
malities are  observed  in  the  intravenous 
pyelogram  or  if  the  kidney  function  is 
markedly  diminished,  cystoscopy  may  be 
contraindicated. 

To  obtain  successful  intravenous  pyelo- 
grams,  certain  general  principles  must  be 
followed.  It  is  necessary  to  restrict  the 
fluid  intake  of  the  patient  for  some  horns 
preceding  injection  of  the  dye  to  obtain  a 
concentration  of  at  least  1.020  of  the 
mine,  as  experience  has  proved  that  un- 
less this  concentration  is  attained,  the  dye 
will  not  be  sufficiently  concentrated  to 
give  proper  visualization  of  the  minary 
tract.  The  presence  of  an  excess  amount 
of  gas  in  the  small  intestine  will  obscme 
the  dye  in  the  minary  tract.  Measmes 
to  control  excessive  amounts  of  gas  in- 
clude the  limitation  of  diet  prior  to  injec- 
tion of  the  dye,  the  administration  of  mild 
cathartics  and  small  enemas,  and  even 
the  use  of  drugs  such  as  pitressin  to 
facilitate  removal  of  the  gas.  A flat 
roentgenogram  of  the  abdomen  should 
always  be  taken  prior  to  injection  of  the 
dye  to  secme  information  as  to  the 
amount  of  gas  in  the  intestine,  and  if  it  is 
found  to  be  excessive  the  procedme 
should  be  postponed  until  the  proper 
conditions  are  attained  for  good  visuali- 
zation of  the  urinary  tract.  The  dose 
of  the  intravenous  dye  should  be  adequate 
and  it  should  be  remembered  that  the 
dose  for  infants  is  relatively  larger  than 
the  dose  for  older  children.  It  is  cus- 


tomary to  take  roentgenograms  five,  fif- 
teen, and  thirty  minutes  after  injecting  the 
dye. 

Mandelic  Acid 

The  use  of  sulfanilamide  has  almost 
entirely  replaced  mandelic  acid  in  the 
treatment  of  minary  infections,  except  in 
the  case  of  sensitivity  to  sulfanilamide  as 
manifested  by  one  of  the  toxic  reactions 
to  be  described  later,  or  the  presence  of  a 
species  of  bacteria  resistant  to  destruction 
by  sulfanilamide. 

It  is  desirable  to  review  briefly  the 
knowledge  concerning  the  mode  of  action 
and  plan  of  treatment  of  mandelic  acid. 

Rosenheim,1  in  1935,  showed  that  the 
antiseptic  power  of  mandelic  acid  de- 
pended on  a concentration  of  the  drug  in 
the  mine  between  0.5  per  cent  and  1.0  per 
cent,  and  the  maintenance  of  a high  de- 
gree of  acidity  of  a pH  of  5.6  or  below. 
Helmholz  and  Osterberg2  verified  the 
factors  of  acidity  of  the  mine  and  concen- 
tration of  mandelic  acid  and  found  that 
all  members  of  the  colon-aerogenes  group 
of  bacteria  and  some  of  the  paratyphoid 
and  dysentery-like  organisms  were  easily 
killed,  but  that  some  strains  of  the 
streptococcus  fecalis  and  the  bacillus 
proteus  were  often  insufficiently  inhibited 
in  their  growth  for  effective  results. 

In  considering  the  use  of  mandelic  acid 
it  is  important  to  remember  that  pro- 
longed urinary  infection  or  the  presence 
of  congenital  abnormalities  in  the  genito- 
urinary tract  may  result  in  kidney  dys- 
function which  will  not  allow  sufficient 
concentration  of  the  mine,  and  the 
proper  degree  of  acidity  will  not  be  at- 
tained. Campbell  and  Lyttle7  have 
shown  that  chronic  pyelonephritis  is  ac- 
companied by  such  abnormalities  in  a 
considerable  percentage  of  patients. 

The  drug  is  administered  in  the  form  of 
a 10  per  cent  elixir  of  ammonium  man- 
delate.  The  total  daily  dose  is  estimated 
so  that  a 1 per  cent  concentration  in  the 
urine  may  be  constantly  maintained.  It 
is  necessary  to  restrict  the  fluid  intake  of 
the  patient  to  maintain  this  concentra- 
tion. The  acidity  of  the  mine  should  be 
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checked  daily  to  ascertain  if  the  pH  is  at 
the  necessary  level  of  5.6  or  below.  Oc- 
casionally it  may  be  necessary  to  supple- 
ment the  mandelic  acid  with  an  acid  salt 
such  as  ammonium  chloride  to  obtain  a 
urine  which  is  sufficiently  acid. 

The  sediment  of  a centrifuged  specimen 
of  urine  should  be  examined  daily  to  de- 
tect the  appearance  of  erythrocytes  or 
casts.  If  these  elements  appear,  having 
been  previously  absent,  an  irritant  effect 
of  the  mandelic  acid  on  the  kidney  may  be 
occurring. 

The  mandelic  acid  should  be  continued 
at  least  one  week  after  the  urine  culture 
has  become  sterile.  A limit  of  three 
weeks  is  placed  on  the  continuation  of 
therapy  because  if  sterilization  of  the 
urine  has  not  occurred  within  this  time  it 
is  not  likely  to  occur  by  prolongation  of 
therapy. 

Sulfanilamide 

Kenny3  reported  the  results  obtained 
in  the  treatment  of  pyelitis  complicating 
pregnancy  with  sulfanilamide.  The  dos- 
age of  the  drug  was  small  and  no  alkali 
was  given  with  the  sulfanilamide.  The 
urine  concentration  of  free  sulfanilamide 
was  not  over  100  mg.  per  cent  in  any  of 
the  patients.  He  stated  that  favorable 
results  were  obtained  when  the  infecting 
organism  was  a member  of  the  colon- 
aerogenes  group,  but  the  streptococcus 
fecalis  was  not  destroyed  by  the  drug. 

Mellon  and  Shinn4  studied  the  action 
of  sulfanilamide  in  vitro  on  the  colon 
bacillus.  They  found  that  a better 
demonstration  of  the  bactericidal  action 
occurred  when  urine,  rather  than  broth, 
was  used  as  a diluent  for  the  bacteria, 
and  that  a pH  of  7.2,  rather  than  6, 
favored  bactericidal  action. 

Helmholz5  found  that  sulfanilamide  in 
small  doses  accompanied  by  sufficient 
alkali  to  increase  the  pH  of  the  urine  to 
7.2  or  above  was  effective  in  sterilizing  the 
urinary  tract  if  the  infecting  organism 
belonged  to  the  colon-aerogenes  group  or 
was  the  bacillus  proteus.  He  stated  that 
if  the  streptococcus  fecalis  was  the 
causative  organism,  sterilization  of  the 
urine  did  not  occur. 


Long,6  in  a recent  address,  verified  the 
studies  of  Mellon  and  Shinn,4  and  stated 
that  sulfanilamide  was  effective  in  curing 
urinary  infections  due  to  the  colon  bacil- 
lus, the  staphylococcus,  the  B.  hemolytic 
streptococcus,  and  the  bacillus  proteus, 
but  that  no  bactericidal  action  occurred 
in  infections  caused  by  the  streptococcus 
fecalis.  He  suggested  that  sulfanila- 
mide be  administered  with  alkali,  and 
the  fluid  intake  be  restricted  so  that  a 
concentration  of  free  sulfanilamide  in  the 
urine  of  20CM:00  mg.  per  cent  might  be 
maintained. 

The  exact  mode  of  action  of  sulfanil- 
amide has  not  been  discovered.  Sugges- 
tions offered  include  a direct  bactericidal 
action,  stimulation  of  phagocytosis,  de- 
struction of  the  capsule  of  the  bacteria, 
neutralization  of  toxin  produced  by  the 
bacteria,  and  chemical  change  in  the 
bacterial  cell.  Certainly  no  one  of  these 
suggestions  can  be  the  sole  factor  because 
the  organisms  for  which  sulfanilamide 
seems  to  be  effective  do  not  have  charac- 
teristics necessary  to  fulfil  each  of  these 
suggestions. 

The  previously  quoted  studies  have 
shown  that  the  objects  to  be  attained  are 
a concentration  of  free  sulfanilamide  in 
the  urine  from  100  to  400  mg.  per  cent  and 
a pH  of  the  urine  of  7.2  or  higher.  The 
lower  concentration  seems  to  be  sufficient 
if  the  infecting  organism  is  a member  of 
the  colon-aerogenes  group  or  the  staphylo- 
coccus. Higher  concentrations  are  neces- 
sary if  the  organism  is  the  streptococcus 
fecalis  or  the  bacillus  proteus.  The 
collection  of  the  total  twenty-four-hour 
urine  specimen  in  adult  patients  for  the 
determination  of  free  sulfanilamide  is  a 
relatively  easy  matter  but  the  difficulty  of 
such  collections  in  infants  and  young 
children  makes  it  more  feasible  to  regulate 
the  dose  of  the  drug  on  the  basis  of  the 
concentration  of  free  sulfanilamide  in  the 
blood.  The  optimum  level  of  the  blood 
concentration  seems  to  be  from  8 to  12  mg. 
per  cent.  The  dose  necessary  to  main- 
tain this  blood  concentration  varies  from 
1.5  grains  per  pound  of  body  weight  per  24 
hours  in  infants  to  0.75  grain  per  pound 
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CHART  I — Mandelic  Acid 


No. 

Failure 

Recurrence 

No 

Group 

OF 

Cases 

Male 

Female 

Success 

to 

Sterilize 

< 2 
Weeks 

> 2 
Weeks 

Follow- 

up 

Reaction 

I vfants 

I 

9 

2 

7 

8 

1 

0 

1 

2 

0 

II 

3 

0 

3 

0 

2 

1 

0 

1 

0 

III 

3 

1 

2 

3 

0 

0 

0 

1 

1 

Children 

I 

5 

0 

5 

5 

0 

0 

1 

1 

0 

II 

9 

1 

8 

5 

4 

1 

2 

1 

4 

III 

11 

0 

11 

11 

1 

0 

3 

0 

0 

Totals 

40 

4 

36 

32 

8 

2 

7 

6 

5 

Group  I — Acute  infection  without  anomalies  in  urinary  tract. 

Group  II — Chronic  or  recurrent  infection  lasting  over  two  months  with  anomalies. 
Group  III — Chronic  or  recurrent  infection  lasting  over  two  months  without  anomalies. 


in  children  ten  to  twelve  years  of  age. 
Experience  has  shown  that  a constantly 
alkaline  urine  (pH  7.2  or  above)  cannot  be 
attained  without  the  use  of  sodium  bi- 
carbonate in  conjunction  with  the  sulf- 
anilamide. In  infants,  approximately  2 
grains  of  the  alkali  per  pound  per  24 
hours  is  necessary  to  attain  the  proper 
alkalinity.  One  grain  per  pound  will 
usually  suffice  in  older  children.  The 
sulfanilamide  and  sodium  bicarbonate 
should  be  given  at  either  four-  or  six-hour 
intervals  to  maintain  a constant  concen- 
tration of  the  drug  in  the  blood.  The 
fluid  intake  of  the  patient  should  remain 
at  the  minimal  side  of  normal  for  the  age 
and  weight  of  the  patient  or  from  800  cc. 
each  24  hours  in  an  infant  to  1,400  cc.  in  a 
child  of  ten  to  twelve  years. 

A culture  of  the  urine  should  be  ob- 
tained three  days  after  the  sulfanilamide 
is  started  and  at  intervals  of  two  to  three 
days  until  the  culture  remains  sterile. 
The  full  dosage  should  be  maintained  at 
least  two  days  after  the  culture  becomes 
sterile,  then  decreased  to  about  one-half 
the  estimated  amount  and  continued  two 
or  three  days  so  that  a recurrence  of  the 
infection  will  not  occur. 

The  pH  of  the  freshly  voided  urine 
should  be  checked  at  least  once  daily  by 
the  addition  of  three  or  four  drops  of  a 
0.04  per  cent  aqueous  solution  of  phenol 
red  to  5 cc.  of  urine.  If  the  resulting 
color  is  pink  or  red  the  proper  pH  of  7.2  or 
above  has  been  reached.  If  the  color 
remains  yellow  after  the  addition  of  the 
indicator  it  signifies  that  the  dose  of  the 
sodium  bicarbonate  should  be  increased. 

The  urinary  sediment  should  be  ex- 


amined daily  for  the  presence  of  leuko- 
cytes as  this  is  an  additional  index  of  the 
response  of  the  infection  to  the  specific 
therapy. 

It  is  advisable  to  determine  the  blood 
leukocyte  level  at  intervals  of  two  or  three 
days  to  detect  evidence  of  the  onset  of 
leukopenia. 

The  patient  should  be  examined  daily 
for  the  presence  of  possible  toxic  reactions 
to  the  sulfanilamide  such  as  fever,  skin 
rash,  hemolytic  anemia,  headache  and 
mental  confusion,  nausea  and  vomiting, 
abdominal  pain,  and  acidosis,  as  evi- 
denced by  hyperpneic  breathing.  If  any 
of  these  reactions  appear  it  is  desirable 
either  to  reduce  the  dose  of  the  sulfanil- 
amide or  to  discontinue  it  altogether. 

Results  of  Treatment 

I.  Mandelic  Acid. — Chart  I represents 
a summary  of  a group  of  40  patients 
treated  with  mandelic  acid.  Other  re- 
ports of  the  results  of  treatment  with 
mandelic  acid  in  the  Infants’  and  Chil- 
dren’s Hospitals  have  been  given  by 
Wheeler8  and  Dietrich.9 

The  patients  in  the  group  having  ana- 
tomic abnormalities  as  determined  by 
intravenous  pyelography  or  cystoscopy 
and  retrograde  pyelography  were  those  in 
whom  surgical  treatment  was  deemed  in- 
advisable. This  group  included  patients 
with  unilateral  and  bilateral  dilated  kid- 
ney pelves  and  ureters,  chronic  pyelo- 
nephritis with  hypertension,  and  markedly 
diminished  kidney  function. 

The  infecting  organism  in  33  of  the  pa- 
tients was  the  colon  bacillus,  mixed  colon 
bacillus  and  streptococcus  fecalis  in  4 
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CHART  II — Sulfanilamide 


Number 

Failure 

Recurrence 

No 

Reactions 

Group 

of 

Cases 

Male 

Female 

Success 

to 

Sterilize 

< 2 
Weeks 

> 2 
Weeks 

Follow- 

up 

Cyanosis 

Rash 

Fever 

Infants 

I 

11 

1 

10 

11 

0 

0 

0 

2 

8 

0 

II 

3 

1 

2 

3 

0 

0 

0 

1 

3 

0 

III 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Children 

I 

12 

0 

12 

12 

0 

0 

0 

1 

10 

1 

II 

5 

1 

4 

4 

1** 

0 

0 

0 

5 

0 

III 

10 

1 

9 

10 

0 

0 

1* 

0 

8 

2 

Totals 

41 

4 

37 

40 

1 

0 

1 

4 

34 

3 

Group  I — Acute  infection  without  anomalies  in  urinary  tract. 

Group  II — Chronic  or  recurrent  infection  lasting  over  2 months  with  anomalies. 
Group  III — Chronic  or  recurrent  infection  lasting  over  2 months  without  anomalies. 


* Recurrence  two  weeks  later.  Mandelic  acid  with  recurrence  two  months  later. 

**  Diverticulum  of  bladder.  Suprapubic  cystotomy  three  days  after  P.A.B.S.  started. 


patients,  and  the  streptococcus  fecalis, 
atypical  paratyphoid  B.  bacillus,  and  the 
H.  influenza  in  each  of  3 patients. 

Thirty-two  of  the  40  patients  were 
successfully  treated  with  the  mandelic 
acid.  Two  of  the  children  who  were  un- 
successfully treated  had  marked  ana- 
tomic defects,  one  having  a bifid  left  kid- 
ney pelvis  and  the  other  having  a fused 
left  kidney  and  megaloureter  with  a 
congenitally  absent  right  kidney.  The 
latter  patient  was  readmitted  later  for 
sulfanilamide  therapy  and  the  urinary 
infection  was  successfully  treated.  An- 
other child  had  chronic  pyelonephritis  with 
markedly  diminished  kidney  function  and 
hypertension.  In  3 of  the  infants 
whose  urinary  infection  failed  to  respond 
to  mandelic  acid  treatment  the  pH  of  the 
urine  could  not  be  lowered  to  5.6  even 
with  large  doses  of  ammonium  chloride 
supplementing  the  mandelic  acid. 

The  average  time  of  follow-up  visits 
after  discharge  from  the  hospital  of  the 
group  of  infants  was  four  months  and  of 
the  children’s  group  was  three  and  one- 
half  months.  During  this  time  2 of  the 
infants  and  7 of  the  children  had  a recur- 
rence of  the  urinary  infections.  One  of 
the  infants  who  had  a recurrence  was  of 
the  group  without  demonstrable  anomaly 
of  the  urinary  tract  and  one  had  a chronic 
infection  prior  to  treatment  with  an 
associated  anomaly.  Three  of  the  chil- 
dren whose  infection  recurred  had  no 
demonstrable  anomaly  of  the  urinary 
tract  and  3 of  them  had  a chronic  infec- 
tion prior  to  treatment  with  associated 
anatomic  anomalies. 


II.  Sulfanilamide. — Chart  II  is  a sum- 
mary of  41  patients  who  were  treated 
with  sulfanilamide.  Surgical  treatment 
was  considered  necessary  in  1 patient 
of  this  group.  This  patient  was  a female 
child  in  whom  a large  diverticulum  of  the 
bladder  was  discovered  after  an  intrave- 
nous pyelogram.  A suprapubic  cystotomy 
was  performed  on  the  patient  three  days 
after  the  sulfanilamide  was  started.  The 
mine  did  not  become  sterile  and  the  pa- 
tient died  on  the  sixth  postoperative  day 
of  a hemorrhage  from  the  bladder.  This 
case  represents  the  only  failure  in  steril- 
ization of  the  urine  of  this  group  of  pa- 
tients. Only  1 patient  of  this  group 
had  a recurrence  of  the  infection  after  the 
drug  had  been  stopped.  No  anomaly  of 
the  urinary  tract  had  been  found  after  an 
intravenous  pyelogram  had  been  done. 
She  was  subsequently  treated  with  man- 
delic acid  but  had  another  recurrence  of 
the  infection  two  months  later. 

The  average  time  of  follow-up  after  dis- 
charge from  the  hospital  was  three  months 
for  the  infants  and  two  and  one-half 
months  for  the  children. 

The  infecting  organism  was  the  colon 
bacillus  in  32  patients,  mixed  colon 
bacillus  and  streptococcus  fecalis  in  4, 
streptococcus  fecalis  in  2,  staphylococcus 
albus  in  1,  and  the  bacillus  proteus  in  2. 

The  average  time  in  which  a sterile  cul- 
ture of  the  urine  was  obtained  after  the 
sulfanilamide  had  been  started  was  three 
days  for  infections  caused  by  the  colon 
bacillus  and  the  staphylococcus  albus, 
five  days  for  the  bacillus  proteus,  and  nine 
days  for  the  streptococcus  fecalis. 
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Reactions  to  Drugs 

I.  Mandelic  Acid. — Two  of  the  pa- 
tients treated  with  mandelic  acid  de- 
veloped a mild  albuminuria  and  casts 
were  found  in  the  urinary  sediment.  One 
patient  complained  of  abdominal  pain 
after  receiving  the  mandelic  acid.  One 
who  had  an  acute  urinary  infection  super- 
imposed on  bilateral  tuberculous  kidneys 
developed  gross  hematuria.  One  child 
with  hypertension,  chronic  urinary  infec- 
tion, and  markedly  diminished  kidney 
function  developed  vomiting  and  acidosis 
after  receiving  mandelic  acid  and  ammo- 
nium chloride. 

These  toxic  reactions  disappeared  rap- 
idly after  the  mandelic  acid  was  dis- 
continued and  a liberal  intake  of  fluid  was 
allowed. 

II.  Sulfanilamide. — Thirty-four  of  the 
41  patients  treated  with  sulfanilamide 
developed  cyanosis  of  the  lips  and  nail- 
beds.  This  reaction  was  not  considered 
to  be  dangerous  and  the  treatment  was 
not  changed  after  its  appearance.  One 
child  developed  a febrile  reaction  after 
receiving  sulfanilamide  for  four  days.  The 
child’s  temperature  rose  to  103  F.  each 
afternoon  for  two  days  and  no  reason  for 
the  fever  could  be  found  after  carefully 
examining  the  patient.  The  temperature 
remained  normal  after  the  sulfanilamide 
was  discontinued,  therefore  it  was  con- 
sidered to  have  caused  the  fever.  Two 
children  developed  a morbilliform  rash 
over  the  face  and  trunk  after  receiving 
sulfanilamide  for  six  days;  they  showed 
no  signs  of  measles  or  German  measles 
other  than  the  rash,  therefore  it  was  as- 
sumed that  the  drug  was  the  cause. 
Summary  and  Conclusions 

A discussion  and  a suggested  method  of 
investigation  for  patients  with  infection 
of  the  urinary  tract  have  been  presented. 

The  dosage  and  the  method  of  ad- 
ministration of  mandelic  acid  and  sulf- 
anilamide have  been  discussed. 

The  comparative  results  of  treatment 
with  mandelic  acid  and  sulfanilamide  of  a 
group  of  81  patients  suffering  from  acute 
and  chronic  infection  of  the  urinary  tract 
have  been  presented. 


Sulfanilamide  appears  to  be  a valuable 
addition  to  the  drugs  available  for  the 
treatment  of  urinary  infections. 

The  limitations  for  the  use  of  mandelic 
acid  are : the  presence  of  fever,  vomiting, 
or  acidosis;  diminution  of  kidney  func- 
tion to  the  extent  where  concentration  of 
the  urine  to  1.020  is  impossible;  and  in- 
fection due  to  the  bacillus  proteus. 

Sulfanilamide  should  be  used  with  cau- 
tion and  should  not  be  considered  as  a 
panacea;  the  possibility  of  severe  toxic 
reactions  such  as  fever,  leukopenia, 
hemolytic  anemia,  and  skin  rashes  should 
be  kept  in  mind.  The  appearance  of 
cyanosis  of  the  lips  and  nailbeds  is  not 
considered  to  be  a contraindication  for 
continued  administration  of  the  drug. 

Sulfanilamide  may  be  administered  in 
the  presence  of  fever  and  to  patients  with 
diminished  kidney  function.  However 
the  drug  will  not  be  excreted  by  the  kid- 
ney as  rapidly  if  the  function  is  dimin- 
ished. In  such  an  event  it  is  advisable  to 
determine  the  amount  of  sulfanilamide  in 
the  blood  at  frequent  intervals  and  reduce 
the  dose  if  the  concentration  rises  above 
15  mg.  per  cent. 

An  adequate  dose  of  both  mandelic  acid 
and  sulfanilamide  should  be  given  and  the 
proper  pH  of  the  urine  during  adminis- 
tration of  the  drugs  should  be  maintained. 

In  our  experience  sulfanilamide  is 
effective  in  sterilizing  the  urine  of  patients 
infected  with  organisms  of  the  colon- 
aerogenes  group,  the  bacillus  proteus,  the 
staphylococcus  aureus  and  albus,  and  the 
streptococcus  fecalis,  although  the  last 
named  organism  requires  a longer  period 
of  treatment  than  any  of  the  others. 
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Dr.  Carey  has  given  us  a very  timely  and  thor- 
ough review  of  the  modern  treatment  of  urinary 
infections.  Both  the  urologist  and  the  pediatrist 
have  traveled  a long  distance  since  Holt,  Thomp- 
son, and  others  described  pyelitis  as  a cause  of 
so  many  of  the  unexplained  temperatures  in 
infants.  All  pediatricians  must  now  be  certain 
that  the  mere  presence  of  a few  pus  cells  in  the 
urine  is  not  sufficient  for  a positive  diagnosis  of 
pyelitis.  Still  I am  sure  that  we  are  more  apt 
to  institute  alkaline  or  other  treatment  before 
we  obtain  catheterized  specimens  of  urine. 
While  this  is  not  highly  scientific,  the  treatment 
does  clear  up  the  urine  and  reduce  the  tempera- 
ture in  a large  number  of  these  patients.  One 
wonders  how  many  of  these  cases  really  have 
pyelitis.  Pus  cells  in  the  urine  of  a female 
infant  very  often  come  from  the  urethra  or 
vagina.  We  may,  in  private  practice,  be  ex- 
cused for  this  easy-going  method  of  diagnosis 
and  treatment,  but  certainly  no  pediatrician 
should  be  excused  for  so  conducting  severe,  pro- 


longed, or  recurrent  cases.  Urologists  have  too 
often  pointed  out  the  possibilities  of  anomalies 
and  other  urologic  problems  to  justify  any 
pediatrician  in  neglecting  to  have  a complete 
urologic  study  of  the  case. 

The  use  of  sulfanilamide  seems  to  me  the 
greatest  advance  we  have  made  in  the  treatment 
of  these  cases.  One  handicap  in  other  methods 
of  treatment  has  been  the  inability  to  make 
these  small  children  take  medication  by  mouth. 
With  sulfanilamide,  a parenteral  injection  of  1 
per  cent  of  the  drug  in  a physiologic  solution  of 
sodium  chloride  overcomes  this  problem.  If  it 
is  not  possible  to  secure  this  solution,  prontosil 
may  be  used. 

I would  like  to  ask  Dr.  Carey  regarding  his 
experience  with  bacilluria  where  but  few  pus  cells 
are  present. 

The  section  has  been  fortunate  in  having  this 
important  subject  brought  up  to  date  in  such  an 
excellent  manner. 


JUDICIAL  DECISION  PACKED  WITH  COMMON  SENSE 


Magistrate  Sabbatino’s  decision  in  the  case  of 
chiropractor  Frederick  C.  Zinke  strips  spinal 
manipulation  of  its  various  subterfuges  and  re- 
veals it  for  what  it  is : namely,  the  illegal  practice 
of  medicine  by  unlicensed,  unqualified  practi- 
tioners, says  the  New  York  Medical  Week.  In 
holding  Zinke  for  Special  Sessions,  Judge  Sab- 
batino  summarized  the  entire  chiropractic  situa- 
tion in  a few  terse  sentences : 

“.  . .The  practice  of  chiropractic  is  the  practice 
of  medicine.  And  the  fact  that  chiropractors 
abstain  from  the  use  of  words  like  ‘diagnosis,’ 
‘treatment,’  or  ‘disease’  is  immaterial.  What 
they  hold  themselves  out  to  do  and  what  they 
do  is  to  treat  disease,  and  the  substitution  of 
words  like  ‘analysis,’  ‘palpation,’  and  ‘adjustment’ 
does  not  change  the  nature  of  their  acts.” 

By  his  ruling  on  the  display  of  chiropractic 
signs  Magistrate  Sabbatino  opens  the  door  to  a 
wholesale  clean-up  of  this  persistent  form  of  un- 
lawful practice.  ‘‘These  signs  and  certificates 
are  in  themselves  presumptive  evidence  of  a 
holding  out  (to  treat  disease)  . . . — the  titles  ‘doc- 
tor’ (of  chiropractic)  and  ‘chiropractor’  carry  with 
them  definite  implications  that  the  possessor  . . . 
is  able  to  treat  bodily  conditions.” 

This  portion  of  Magistrate  Sabbatino’s  de- 
cision is  of  inestimable  importance.  It  clearly 


rules  that  the  display  of  chiropractic  signs  violates 
the  law  prohibiting  unauthorized  use  of  a medical 
designation.  Armed  with  this,  the  law  enforce- 
ment agencies  of  the  state  should  find  it  much 
easier  to  establish  their  case  against  chiroprac- 
tors. 

Various  sectarian  healing  cults  charge  that 
the  medical  practice  laws  are  designed  to  give 
physicians  a monopoly  on  medical  care.  Lay- 
men who  are  influenced  by  this  viewpoint  may 
find  enlightenment  in  a Court  of  Appeals  decision 
quoted  by  Judge  Sabbatino  in  the  Zinke  Case. 
‘‘The  regulation  of  the  practice  of  medicine  is 
undertaken  by  the  state,  not  for  the  protection 
of  the  physicians  themselves,  but  for  the  protec- 
tion and  welfare  of  the  people.  ‘The  power  of 
the  state  to  provide  for  the  general  welfare  of  its 
people  authorizes  it  to  prescribe  all  such  regula- 
tions as,  in  its  judgment,  will  secure  or  tend  to 
secure  them  against  the  consequences  of  igno- 
rance and  incapacity  as  well  as  of  deception  and 
fraud.’  Those  seeking  medical  attention  have 
no  means  of  estimating  the  skill  and  ability  of 
the  physician,  and  must  depend  upon  the  state 
to  permit  only  those  qualified  to  engage  in  that 
profession . ” Judge  Sabatino ’s  ruling  strengthens 
the  power  of  the  state  to  give  the  people  this 
necessary  protection. 


FRACTURES  OF  THE  RADIUS  OR  ULNA — LOWER  FIFTH- 
IN  ADOLESCENCE 

Donald  E.  McKenna,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 


Perhaps  more  physicians  are  more 
familiar  with  the  mechanism  and 
treatment  of  a Colies  fracture  than  of 
any  other.  The  aphorisms  of  the  lecture 
hall  and  quiz  room  of  medical  colleges 
lend  themselves  to  a somewhat  ritualistic 
formula  for  its  reduction.  In  time  the 
practitioner,  by  imperceptible  stages,  is 
apt  to  consider  all  fractures  about  the 
wrist  as  some  modification  of  a Colles, 
and,  by  correlation  of  thought,  proceed 
to  treat  them  by  the  well  remembered 
formula  of  hyperextension,  traction,  and 
flexion;  apply  a short  splint,  and  place 
the  forearm  in  a sling.  Such  management 
is  often  harmful,  particularly  in  child- 
hood, and  this  paper  has  for  its  purpose  a 
plea  that  less  dogma  be  employed  in  re- 
ducing wrist  fractures,  to  the  purpose 
that  better  functional  results  may  be  at- 
tained, especially  in  the  treatment  of 
lesions  of  the  radius  and  ulna  in  the  lower 
fifth  in  adolescence. 

The  fracture  of  childhood  which  most 
accurately  simulates  a Colles  is  an 
epiphyseal  separation  of  the  distal  radial 
epiphysis ; and  yet  a lesion  of  both  bones 
of  the  forearm  in  the  lower  fifth,  the  so- 
called  crumpled,  adolescent,  or  torus 
fracture  is  much  more  common  than  even 
epiphyseal  separation.  This  fracture, 
furthermore,  presents  a confusing  syn- 
drome, following  a fall  on  the  extended 
arm,  of  pain,  swelling,  and  a deformity 
near  the  wrist — a clinical  picture  not 
unlike  the  other  two  lesions,  and  while 
its  management  and  treatment  should  be 
quite  different,  often  enough  is  not. 

Just  what  is  a Colles  fracture?  One 
textbook  (Bohler)  says  “it  is  a fracture 
of  the  lower  end  of  the  radius,  the  lower 
fragment  angulated  backward,  and  the 
ulnar  styloid  broken  off.”  Colles  said 
it  was  a transverse  fracture  of  the  radius 
situated  about  4 cm.  above  the  articular 


margin,  resulting  from  a fall  on  the  out- 
stretched hand.  Other  authorities, 
Wilson  and  Cochrane,  have  proposed  to 
limit  it  to  “fractures  of  the  radius  as 
described  by  Colles,  in  which  the  entire 
thickness  of  the  bone  is  involved — either 
transverse,  fissured,  or  comminuted  in 
type.”  With  this  the  author  is  in  accord. 

When  an  adult  falls  on  the  outstretched 
arm  with  the  wrist  in  hyperextension  the 
palm  slaps  against  the  pavement,  floor, 
or  other  obstruction,  and  the  stress  is 
transmitted  to  a rigid  radius,  which 
usually  fractures  where  Colles  said  it 
would.  If  it  doesn’t,  the  force  travels 
upward,  resulting  in  a fracture  of  the 
shaft,  or  radial  head,  with  or  without  a 
fracture  of  the  diaphysis  of  the  ulna, 
usually  on  a slightly  lower  level. 

In  children  and  adolescents  the 
mechanism  is  different:  Their  wrists 

are  more  flexible  and  are  capable  of 
greater  hyperextension;  as  they  fall  they 
strike  on  the  butt,  rather  than  the  palm 
of  the  hand.  There  would  seem  to  be  a 
recoil  of  the  force  by  virtue  of  the  elas- 
ticity at  the  epiphyseal  line.  The  can- 
cellous bone  in  the  diaphysis  also  modifies 
the  transmission  of  the  force.  The  prona- 
tor quadratus  is  tense,  the  cortex  of  the 
radius  is  comparatively  thin,  and  the 
fibers  of  the  interosseous  ligament  are 
more  nearly  transverse.  The  force  snaps 
the  radius  in  the  lower  fifth,  travels  across 
the  interosseous  ligament,  and  is  dis- 
persed when  the  ulna  gives  way. 

The  ulna  occupies  a place  of  secondary 
importance  when  discussing  fractures 
about  the  wrist  joint,  and  rightly  so. 
It  does  not  articulate  with  the  carpal 
bones;  it  is  not  intimately  concerned 
with  wrist  function;  it  obtains  stability 
near  the  wrist  by  articulation  with  the 
radius,  but  is  bound  throughout  its  shaft 
to  the  radial  diaphysis  merely  by  the 
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interosseous  ligament ; it  is  not  primarily 
concerned  in  the  transmission  of  force, 
and  not  subject  to  fracture  by  such  force 
(i.e.,  transmitted)  unless  preceded  by  a 
fracture  of  the  radius. 

One  other  anatomic  factor  deserves 
mention:  in  falling,  the  attitude  of  sub- 
conscious protection  of  the  hand  is  ulnar 
deviation.  This  attitude  puts  two  mus- 
cles under  excessive  tension — the  brachio- 
radialis,  which  is  attached  to  the  radial 
styloid,  and  the  pronator  quadratus, 
running  transversely  between  both  bones 


Fig.  1.  Epiphyseal  separation.  Backward 
displacement  of  epiphysis.  Typical  silver  fork 
deformity. 


in  the  lower  fifth.  The  pronator  quadra- 
tus seems- to  determine  the  level  of  the 
fracture  site,  namely,  at  a point  just 
above  its  proximal  margin;  while  the 
brachioradialis,  whose  tendon  of  in- 
sertion is  attached  to  the  radial  styloid, 
contributes  largely  to  backward  displace- 
ment of  the  lower  fragment. 

The  first  collected  observations  of  this 
fracture  were  reported  by  Thore  in  1844. 
It  is  the  most  common  bone  injury  of 
childhood.  In  our  series  on  the  Fracture 
Service  at  the  Methodist  Episcopal 
Hospital,  Brooklyn,  we  have  observed 


Fig.  2.  Typical  fracture  of  lower  fifth  in 
adolescence  IV2  inches  above  the  distal  end. 
Both  bones  involved  at  same  level.  Dorsal  dis- 
placement of  distal  radial  fragment. 


210  cases  during  the  past  five  years. 
Textbooks  in  general  mention  the  lesion 
in  a superficial  way,  and  dispense  with  it 
by  a few  cursory  remarks.  It  is,  however, 
a clinical  entity,  entitled  to  specific  con- 
sideration, differing  from  other  fractures 
about  the  wrist,  and,  if  treated  incor- 
rectly, may  produce  lasting  deformity 
and  dysfunction. 

There  are  all  gradations  of  severity, 
from  the  mild,  so-called  crumpled,  torus, 
or  greenstick  variety,  to  the  grossly  dis- 
placed type.  What  has  been  said  about 
the  mechanism  applies  to  all  varieties. 
Violence  of  the  force,  timing  of  the  im- 
pact, and  constitutional  variability  de- 
termine the  degree  of  displacement. 
The  fracture  occurs  at  a distinctly  higher 
level  on  the  shaft  than  a Colles.  The 
ulna  is  usually  implicated,  and  invariably 
one  obtains  the  history  of  a fall  on  the 
outstretched  arm. 

The  examination  is  most  important. 
It  pays  to  take  a few  minutes  to  gain  the 
patient’s  confidence — they  are  frightened 
youngsters.  Seat  them  on  a stool  and 
allow  them  to  rest  both  forearms  on  the 
examining  table.  Observe  the  butt  of 
the  hand.  Note  whether  it  is  red,  swollen, 
or  ecchymotic.  This  not  only  gives  a clue 
to  diagnosis  but  is  a reliable  index  of  the 
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Fig.  3.  Immobilization  from  midarm  to 
fingers.  Forearm  pronated.  Wrist  slightly 
flexed. 


violence  of  the  force.  Then  note  the 
relative  size  of  the  forearms  at  or  near  the 
wrist  and  record  the  point  of  maximum 
swelling;  also  the  presence  or  absence 
of  deformity  and  whether  this  is  greater 
on  the  dorsum  or  palmar  surface.  Fur- 
ther note  whether  the  hand  is  held  in 
radial  or  ulnar  deviation,  in  relation  to 
the  wrist.  Gentle  palpation  will  indicate 
the  point  of  maximum  tenderness.  It 
is  usually  on  the  dorsum,  and  will  cor- 
respond quite  accurately  to  the  level  of 
the  fracture  site — usually  two  inches 
above  the  wrist.  Inspect  the  relative 
relations  of  the  radial  and  ulnar  styloids; 
if  the  relationship  is  varied  by  the  radial 
styloid  being  on  a higher  level  than  it 
should  be,  an  additional  clue  to  diagnosis 
is  obtained.  Do  not  try  to  elicit  crepitus 
or  abnormal  mobility.  Abstain  from 
any  attempt  to  institute  immediate 
traction  for  correction  of  the  deformity. 
Be  content  with  concluding  the  examina- 
tion with  a diagnosis.  Gently  apply  a 
temporary  splint  to  the  entire  forearm 
and  hand,  place  the  parts  in  a sling  if 
possible,  and  obtain  an  x-ray. 

Treatment  should  be  instituted  as  soon 
after  the  x-ray  films  have  been  examined 
as  expediency  permits.  The  earlier  these 
fractures  are  reduced  and  immobilized, 
the  easier  the  task,  and  the  better  the 
position.  If  the  fracture  be  of  the  com- 
monest variety,  the  so-called  crumpled, 
trous,  or  greenstick  type,  one  needs  but 


to  properly  apply  splints  without  anes- 
thesia. It  is  best  to  use  pliable  material 
such  as  molded  plaster;  not  only  the 
wrist,  but  the  elbow  as  well,  should  be 
immobilized,  with  the  forearm  in  prona- 
tion. The  splints  may  be  removed  after 
the  tenth  day,  for  gentle  massage  of  the 
parts,  but  not  discarded  until  the  third 
or  fourth  week,  when  there  is  clinical  or 
x-ray  evidence  of  firm  union. 

Angulation  at  the  fracture  site  injects 
an  added  responsibility,  calling  for  more 
precise  measures  than  mere  immobiliza- 
tion. The  angulation  should  be  slightly 
overcorrected  to  insure  avoidance  of 
accentuation  of  the  deformity  during  the 
remaining  years  of  bone  growth.  A 
slight  residual  defect  may  cause  a con- 
siderable defect  in  function  of  the  fore- 
arm or  wrist  at  maturity.  Lesser  de- 
grees of  angulation  are  possible  to  over- 
come by  leverage  at  the  site  of  deformity, 
applied  by  the  hands  through  the  cast  or 
splint  while  the  plaster  is  setting.  When 
a gross  degree  of  angulation  is  detected, 
it  is  more  provident  to  use  an  anesthetic, 
manipulate  the  parts,  restore  normal 
surface  contour,  and  recheck  the  position 
by  x-ray.  Leverage  is  preferable  to 
traction  in  accomplishing  such  correc- 
tion, as  the  latter  (i.e.,  traction)  may  dis- 
engage the  fragments  and  gross  displace- 
ment result. 

It  is  this  degree  of  the  injury  which 
gives  the  most  concern.  When  force  has 
been  sufficient,  a jagged  fracture  line 
results — the  radial  fragments  are  dis- 
placed, the  distal  one  as  a rule  pos- 
teriorly, while  the  entire  wrist  and  hand 
are  in  lateral,  or  radial,  deviation.  The 
complete  disruption  of  the  continuity  of 
both  bones  produces  a deformity  some- 
what like  that  observed  in  a Colies  frac- 
ture. The  flexor  muscles  contract,  pro- 
ducing an  added  factor,  that  of  overrid- 
ing. Swelling  of  the  soft  parts  is  rapid 
and  extreme,  becoming  brawny  in  but  a 
few  hours.  The  fingers  may  become 
blanched  and  cold,  due  to  impaired  cir- 
culation. Pain  is  acute.  It  is  obvious 
that  such  a problem  is  in  need  of  prompt 
attention,  best  given  in  a hospital.  The 
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premanipulative  anteroposterior  x-rays 
are  often  misleading.  The  lateral  film, 
however,  divulges  the  gross  displacement 
of  the  distal  radial  fragment. 

It  is  a great  mistake  to  manipulate 
this  fracture  without  first  obtaining  com- 
plete muscular  relaxation  by  satisfactory 
anesthesia.  Without  such  relaxation, 
the  already  damaged  soft  tissues  are 
reinsulted,  increased  muscle  tension  de- 
feats all  efforts,  and  the  attempt  fails, 
leaving  the  patient’s  wrist  in  a worse 
plight  than  it  was  originally.  Unless  one 
is  particularly  proficient  in  the  use  of 
local  anesthesia,  a general  anesthesia  is 
much  more  desirable;  and,  while  not 
absolutely  essential,  fluoroscopic  control 
is  greatly  to  be  desired,  for  without  it 
there  is  no  assurance  of  retention  of  the 
fragments  in  a satisfactory  position 
during  immobilization. 

The  most  frequent  mistake  made  in 
manipulating  this  fracture  is  to  attempt 
to  reduce  it  as  one  would  a Colles.  A 
certain  few  of  them  can  be  reduced  by 
extreme  hyperextension,  followed  by  trac- 
tion, leverage  of  the  lower  fragment  by 
digital  pressure,  and  flexion  of  the  wrist, 
but  the  greater  number  fail  to  respond. 
The  mechanism  is  faulty  in  that  the 
wrist  flexors  are  in  an  extreme  state  of 
contraction,  and  the  added  tension, 
which  dorsiflexion  of  the  wrist  produces 
in  them,  only  accentuates  the  displace- 
ment of  the  lower  fragment. 

Manipulation  should  be  preceded  by 
flexion  of  the  elbow  to  90  degrees,  then 
with  countertraction  on  the  arm,  grasp 
the  hand  and  make  steady  traction  on  the 
forearm  until  the  muscles  relax,  which  is 
a matter  of  minutes,  not  seconds.  The 
forearm  should  then  be  completely  pro- 
nated,  i.e.,  palm  downward.  Traction  is 
then  increased,  and  the  wrist  extended 
10  to  20  degrees,  but  not  hyperextended. 
Digital  pressure  of  the  thumb  on  the 
lower  radial  fragment  aids  in  levering  the 
lower  fragment  past  the  obstructing 
ledge  of  the  upper.  The  wrist  is  then 
flexed  about  15  degrees,  and  if  closed  re- 
duction is  to  be  accomplished,  there  will 
often  be  a sense  of  reposition  of  the  frag- 


ment, and  a restoration  of  normal  contour 
of  the  dorsal  surface  of  the  wrist. 

It  is  at  this  point  in  the  reduction  that 
fluoroscopic  control  is  of  inestimable 
value.  The  fractured  fragments  are  com- 
posed of  such  spongy  bone  that  they 
frequently  do  not  convey  a convincing 
sense  of  crepitation  on  reposition.  Swell- 
ing of  the  soft  parts  is  usually  so  great, 
and  of  such  a brawny  character,  as  to 
make  the  bony  landmarks  elusive.  Fluor- 
oscopy in  the  lateral  plane  will  immedi- 
ately confirm,  or  deny,  the  reduction  of 
the  posterior  displacement,  and  also 
indicate  whether  the  degree  of  palmar 
flexion  necessary  to  maintain  apposition 
has  been  rightly  estimated.  There  must 
be  no  angulation  of  the  radial  fragments 
in  either  plane,  or  else  restriction  of  fore- 
arm and  wrist  function  will  supervene. 

The  position  of  the  wrist  is  the  im- 
portant factor  in  maintaining  reduction. 
The  most  satisfactory  results  have  been 
obtained  by  immobilizing  it  in  slight 
palmar  flexion — 10  to  15  degrees.  Under 
no  circumstances  should  one  place  it  in 
full  flexion  and  ulnar  deviation  (Cotton- 
Loder  position).  This  will  cause  lateral 
angulation  of  the  fragments,  ultimately 
limiting  supination  of  the  forearm.  Ex- 
treme flexion  and  radial  deviation  will  per- 
mit the  fragments  to  redislocate,  while 
any  degree  of  dorsiflexion  will  produce 
anterior  angulation,  resulting  in  limited 
wrist  flexion  and  weak  hand  grasp. 

Immobilization  is  best  accomplished 
by  means  of  two  molded  plaster  splints, 
lightly  padded  with  glazed  cotton,  ap- 
plied from  the  mid-arm  to  the  knuckles, 
with  the  elbow  in  90  degrees  flexion,  the 
forearm  completely  pronated,  and  the 
wrist  slightly  flexed.  The  splints,  one 
anterior,  and  the  other  posterior,  are 
snugly  bound  together  by  a flannel 
bandage,  and  lightly  reinforced  by  one 
or  two  layers  of  plaster  bandage.  The 
position  of  the  fragments  is  again  checked 
by  fluoroscopy,  to  determine  whether  the 
position  has  been  maintained  during  the 
application  of  the  splints.  If  the  position 
is  lost,  obviously  the  dressing  is  dis- 
carded and  the  procedure  repeated. 
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Fig.  4.  Unusual  anterior  displacement  of 
distal  radial  fragment.  Open  reduction  Wire 
suture. 


As  soon  as  convenient,  premising  satis- 
factory reduction,  anteroposterior  and 
lateral  x-ray  films  should  record  the 
position,  and  as  the  swelling  subsides  the 
splints  are  to  be  tightened  by  reinforce- 
ment with  adhesive,  or  firm  bandage.  It 
is  not  uncommon  for  the  fragments  to 
slip  during  the  first  four  to  seven  days. 
Hence  our  present  preference  of  splints  to 
a circular  plaster  cast  which  does  not  lend 
itself  to  adjustment.  The  parts  should 
be  x-rayed  again  at  the  end  of  five  to  seven 
days.  If  it  is  impossible  to  reduce  the 
fracture  by  manipulation  on  the  first 
attempt,  or  if  redislocation  of  the  distal 
fragments  occurs  early  during  convales- 
cence, there  are  no  advantages  in  sub- 
jecting the  patient  to  repeated  manipula- 
tions. One  should  unequivocally  advise 
and  perform  an  open  reduction. 

The  approach  to  open  reduction  is 
through  a 3-inch  incision  on  the  dorsal 
surface  of  the  wrist,  to  the  radial  side  of 
the  midline,  the  midpoint  of  the  incision 
being  over  the  site  of  maximum  de- 
formity. No  important  anatomic  struc- 
tures are  encountered.  The  extensor 
tendons  are  easily  visualized,  and  the 
incision  carried  to  a greater  depth  by 
retracting  them.  Some  fibers  of  the 
annular  ligament  are  cut,  and  the  knife 


blade  sunk  through  the  remaining  soft 
tissues  to  the  bone,  exposing  the  fracture 
site.  The  wound  must  be  sufficiently 
liberal  to  insure  good  lateral  traction  of 
the  soft  parts  without  too  much  tension. 
The  radial  fragments  should  be  levered 
loose,  using  a periosteal  elevator,  sup- 
plemented by  the  traction  of  an  assistant 
on  the  wrist.  Sometimes  considerable 
force  is  required  to  disengage  the  frag- 
ments, even  in  a recent  fracture.  The 
pronator  quadratus  muscle  seems  to 
cause  this  phenomenon,  although  the 
contracted  flexor  tendons  are  also  a 
factor. 

When  the  distal  fragment  has  been 
disengaged  and  sufficiently  exposed,  select 
an  area  as  distal  from  the  fracture  margin 
as  possible,  and  with  a small  drill  place  a 
hole  obliquely  through  the  cortex,  emerg- 
ing at  the  fracture  margin.  It  is  not 
necessary  to  drill  through  the  entire 
thickness  of  the  shaft;  possible  damage 
to  the  soft  tissues  on  the  flexor  surface  is 
thereby  avoided.  Through  the  drill  hole 
a No.  2 chromic  suture  is  threaded,  left 
long,  and  clamped.  The  proximal  end 
of  the  radius  is  then  levered  dorsally,  and 
a similar  drill  hole  placed  obliquely 
through  its  cortex.  Through  this  latter 
drill  hole  a flexible  wire  snare  is  passed. 
The  free  end  of  the  chromic  suture  is 
fastened  in  the  loop,  and  the  loop  with- 
drawn, completing  the  placement  of  the 
retention  suture  through  both  radial 
fragments.  With  countertraction  on  the 
arm,  flexion  of  the  elbow,  and  traction 
on  the  wrist,  with  the  forearm  pronated, 
reduction  is  accomplished,  usually  with 
the  aid  of  a periosteal  elevator  used  as  a 
skid  to  lever  the  fragments  into  accurate 
apposition.  The  slack  in  the  chromic 
suture  is  taken  up,  the  fracture  site 
gently  impacted  by  a few  taps  on  the 
butt  of  the  hand,  and  the  suture  is  tied. 
The  soft  tissues  are  closed  by  an  assistant, 
while  the  operator  carefully  maintains 
the  position.  Immobilization  is  identical 
with  that  described  for  the  closed  re- 
duction. We  have  had  no  instance  in 
which  the  ulnar  fragments  needed  to  be 
exposed,  the  key  to  reduction  being  re- 
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position  of  the  radial  elements.  This 
applies  to  the  closed  reduction  as  well. 

Routine  aftercare  in  the  closed  cases 
is  as  follows:  The  posterior  or  dorsal 

splint  is  removed  at  the  end  of  the  second 
week  and  gentle  massage  instituted,  with 
equally  gentle  passive  movement  of  the 
wrist.  The  sling  and  palmar  or  anterior 
splint  are  retained  for  another  week  or 
ten  days,  when  a short  molded  plaster 
splint  is  reapplied  from  the  elbow  to  the 
palm,  with  the  wrist  in  moderate  dorsi- 
flexion.  After  the  third  week  massage  is 
more  vigorous,  hand  grasp  is  encouraged, 
the  sling  gradually  discarded,  and  finally, 
when  there  is  definite  x-ray  evidence  of 
callus  at  the  fracture  site,  usually  be- 
tween the  fifth  and  sixth  weeks,  the  short 
splint  is  dispensed  with.  Such  physical 
therapy  as  follows  is  a matter  of  choice. 
Following  open  reduction,  the  plan  is  iden- 
tical, but  slightly  longer.  Gentle  massage 
is  not  started  until  the  fourth  week  and 
splints  are  retained  from  six  to  eight  weeks. 

The  complications  that  arise  in  the 
aftercare  of  this  type  of  fracture  are 
malposition,  delayed  union,  or  nonunion. 
They  can  all  be  avoided  by  accurate  and 
early  reduction,  plus  adequate  immobili- 
zation. This  fracture  will  always  unite 
if  the  radial  fragments  are  in  end  to  end 
apposition. 

Malposition  can  only  be  avoided  by 
rather  frequent  checkup  x-rays.  The 
first  one  should  be  obtained  five  days 
after  reduction,  and  not  later  than  the 
seventh  day.  Any  degree  of  angulation 
must  be  immediately  corrected,  resub- 
jecting the  patient  to  anesthesia  for  its 
accomplishment  if  necessary,  although 
it  is  usually  possible  to  restore  alignment 
by  simply  changing  the  splint,  and  re- 
molding the  parts  while  the  plaster  sets. 

Delayed  union  is  not  infrequent.  It 
is  usually  provoked  by  failure  to  keep  the 
elbow  immobilized  long  enough,  or  per- 
mitting too  early  active  motion  of  the 
wrist.  It  is  more  apt  to  occur  after  open 
reduction.  Prolonged  immobilization  will 
suffice,  providing,  of  course,  that  good 
alignment  and  apposition  have  been 
maintained. 


For  nonunion,  which  we  have  only  en- 
countered on  two  occasions — both  follow- 
ing open  reduction — reoperation  is  neces- 
sary. Removal  of  the  fibrous  plug, 
freshening  of  the  bone  ends,  and  a repeti- 
tion of  the  technic  used  in  the  recent 
cases,  have  sufficed  to  promote  union. 

A very  infrequent  complication  is 
radial  nerve  paresis,  due  to  contusion 
from  close  proximity  of  one  of  the  frac- 
ture fragments  to  the  nerve  on  the  flexor 
surface  of  the  wrist.  In  one  instance  this 
was  produced  during  open  reduction. 
The  symptoms,  however,  have  been 
transitory  and  limited  to  a slight  dis- 
turbance of  sensation  over  the  dorsal 
surface  of  the  thumb  and  index  finger, 
with  slight  motor  weakness  of  thumb 
adduction  for  a few  weeks. 

Too  much  emphasis  cannot  be  placed 
upon  the  importance  of  keeping  this  type 
of  fracture  immobilized  for  a much  longer 
period  than  one  would  the  average  frac- 
ture about  the  wrist,  such  as  a Colles. 
Complication,  deformity,  and  disability 
are  often  the  result  of  too  much  en- 
thusiasm for  early  active  motion,  and 
rapid  restoration  of  wrist  function. 

Conclusions 

1.  The  most  frequent  site  of  fracture 
of  both  bones  of  the  forearm  in  childhood 
and  adolescence  is  in  the  lower  fifth. 

2.  The  distal  radial  fragment  is 
usually  displaced  posteriorly,  producing 
a deformity  not  unlike  a Colles  fracture. 

3.  The  treatment  of  this  lesion  differs 
radically  from  that  of  a Colles  fracture. 

4.  It  is  a great  error  to  attempt  reduc- 
tion without  providing  for  complete 
muscular  relaxation.  A general  anes- 
thetic is  best. 

5.  For  failure  to  obtain  satisfactory 
reduction  after  one  manipulative  trial, 
open  reduction  is  indicated. 

6.  A minor  degree  of  malposition  pro- 
duces considerable  disability  of  forearm 
and  wrist  function. 

7.  Union  occurs  rather  slowly.  Im- 
mobilization for  six  weeks  or  longer  is 
frequently  necessary. 
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HITLER  SANCTIONS  “INTUITIVE”  HEALING  PRACTITIONERS 


A law  published  under  Chancellor  Adolf 
Hitler’s  signature  in  the  Official  Gazette,  February 
20,  gave  recognition  to  “healing  practitioners” — 
healers  who  are  without  regular  medical  train- 
ing and  therefore  without  a license  to  practice. 

To  persons  possessing  an  “intuitive  ability” 
to  cure  the  sick  it  gives  the  right  to  practice 
under  the  title  of  “heilpraktiker” — healing 


practitioner — provided  the  practitioner  is  more 
than  25  years  old  and  can  show  three  years  of 
successful  work  in  healing. 

The  purpose  of  the  law  was  said  to  be  the 
eradication  of  quackery,  especially  in  rural  dis- 
tricts. It  also  helps  make  up  for  a shortage 
of  qualified  physicians  resulting  from  elimina- 
tion of  Jewish  doctors. 


SCIENCE  AND  TRUTH  WILL  PREVAIL 

“The  illegitimate,  unethical  and  peculiar 
forces  which  have  been  arrayed  against  the  ad- 
vancement of  scientific  medicine  for  a quarter  of 
a century  seem  suddenly  to  have  felt  a new 
stimulus,”  the  J.A.M.A.  for  February  4 says  in 
an  editorial. 

“Like  a snarling,  vagrant,  yapping  pack  at  the 
heels  of  some  great  mastiff  they  cry  today  to  the 
public  the  wails  of  their  envy  and  their  discon- 
tent. This  they  believe  is  their  long  awaited 
opportunity  to  destroy  the  American  Medical 
Association.  Almost  since  the  day  when  the 
propaganda  leading  to  the  indictment  of  the 
association  began  to  appear,  the  radio,  the  mails 
and  the  commercialized  press  have  occasionally 
carried  this  material.  Now  comes  an  editorial 
by  Bernarr  Macfadden,  publisher  of  Liberty, 
in  the  current  issue  of  that  publication.  Says 
Mr.  Macfadden,  ‘doctors — whether  they  be 
allopaths,  homeopaths  or  any  other  kind  of 
“paths” — after  having  spent  from  six  to  ten 
years  studying  their  profession,  should  be  guar- 
anteed a decent  living  by  the  government. 
Capable  doctors  of  all  kinds  should  be  paid  by 
the  government.’  Indeed,  he  proposes  a com- 
petition between  all  sorts  of  peculiar  healers  with 
regular  physicians,  each  having  certain  sections 
of  the  community  assigned  to  them,  the  mortality 
and  health  records  of  such  communities  being 
compared  year  by  year  and  prizes  being  offered 


to  the  quacks  who  develop  the  best  records. 
Moreover,  Mr.  Macfadden  feels  that  many  of  the 
measures  for  the  care  of  disease  which  he  has 
promoted  in  the  past  have  not  had  a suitable 
trial.  He  wants  to  cure  syphilis  by  fasting 
followed  by  an  exclusive  milk  diet.  He  wants  to 
cure  gonorrhea  with  water  treatments.  He 
wants  to  replace  drugs  with  artificial  fever,  and 
he  thinks  an  exclusive  grape  diet  will  cure  can- 
cer. 

“Perhaps  some  of  the  forces  within  the  practice 
of  medicine  who  have  been  doing  their  utmost  to 
disrupt  medical  organization  in  recent  years  will 
welcome  this  new  ally  to  their  cause. 

“As  the  campfires  are  lighted  appear  the  tents 
of  the  makers  of  innumerable  nostrums  and 
panaceas,  of  cosmetics  promoted  with  false  and 
fraudulent  claims,  of  strange  glandular  mixtures 
and  vitamin  capsules — all  united  to  batter  at  the 
walls  of  the  city  in  which  honest  medicine  has 
been  reared  and  nurtured.  Now  the  American 
people  can  observe  the  nature  of  those  who  are 
endeavoring  to  disrupt,  destroy  and  ruin  the 
standards  of  scientific  medicine.  Under  a free 
American  government  our  profession  has  reached 
a peak  never  before  reached  in  any  other 
country — a peak  which  scientific  medicine 
proudly  inhabits  and  which  it  will  defend  to 
its  utmost.  In  the  end,  science  and  truth  and 
honesty  and  ethics  must  prevail.” 


SHORT  WAVE  MEDICAL  DIATHERMY 

Clinical  Applications 

John  S.  Coulter,  M.D.,  D.T.M.,  and  Stafford  L,  Osborne,  B.P.E.,  M.S., 
Evanston,  Illinois 

{Associate  Professor  and  Associate,  Respectively,  Department  of  Physical  Therapy,  Northwestern 

University  Medical  School ) 


Investigation  of  the  physiologic  effects 
and  clinical  applications  of  short  wave 
diathermy  was  started  in  our  laboratory 
and  clinic  in  1934.  As  a result  of  these 
investigations  the  therapeutic  possibilities 
as  well  as  the  therapeutic  limitations  have 
become  better  understood.  The  clinical 
applications  are  based  on  the  knowledge 
of  the  physiologic  effects. 

The  detailed  discussions  of  these 
physiologic  effects  have  been  published  in 
previous  articles.  W.4,W  Briefly,  they 
show  that  the  claims  of  a specific  biologic 
effect  independent  of  the  heat  generated 
by  the  current,  a specific  bactericidal 
effect,  or  a special  selective  thermal  action 
were  not  substantiated.  Two  hundred  and 
ninety  temperature  observations  on  the 
human  thigh  have  been  made  with  short 
wave  diathermy  currents  with  wave 
lengths  varying  from  25  to  6 meters. 

To  ascertain  whether  heat  could  be  pro- 
duced in  bone  marrow  of  living  animals 
by  short  wave  diathermy  treatments  to 
the  animal’s  leg  and,  if  the  bone  was 
heated,  whether  the  temperature  of  the 
contiguous  muscle  is  higher  or  lower  than 
that  of  bone,  we  inserted  thermocouples  in 
the  femur  of  large  dogs  through  cannulas. 
Thermocouples  were  placed  in  the  muscle 
in  the  same  manner.  Temperature  read- 
ings were  taken  before  the  leg  of  the  dog 
was  heated,  and  the  thermocouple  re- 
moved to  avoid  any  spurious  readings 
that  might  occur  due  to  the  presence  of 
the  high  frequency  current.  Short  wave 
diathermy  was  applied  to  the  dog’s  leg  for 
twenty  minutes  on  the  side  opposite  to  the 
cannulas,  and  temperature  measurements 
were  repeated  at  the  end  of  this  time. 
There  were  20  different  animals  used. 


Bone,  Muscle, 
Final  Final 
Average  Average 
Temp.  Temp. 
104.7  106.2 

106.0  108.0 
107.4  111.4 


These  results  showed  that  the  thermal 
gradient  is  always  from  the  periphery  to 
the  interior;  that  wavelength  plays  no 
specific  role,  and  that  the  electromagnetic 
induction  method  is  the  most  effective. 

In  our  most  recent  experiments  on  the 
heating  of  the  human  thigh  with  short 
wave  diathermy  we  used  a machine  of  6 
meter  wave  length,  using  both  the  electric 
field  and  the  electromagnetic  induction. 
The  electromagnetic  field  was  applied  by 
means  of  a conducting  cable,  three  full 
turns  applied  around  the  thigh.  The 
double  cuff  technic  for  the  electric  field 
was  applied  by  means  of  a similar  but 
shorter  cable  applied  IV2  turns  around 
the  thigh,  and  a similar  short  length  of 
cable  with  IV2  turns  around  the  thigh  ap- 
proximately 5 inches  below  the  other. 
Both  cuffs  were  equidistant  from  the 
cannula.  Eighteen  observations  were 
made  on  4 subjects. 

The  average  final  temperature  for  the 
electromagnetic  field  was  107.9  F.  and  for 
the  electric  field  it  was  106.9  F.  In  this 
experiment  the  only  variable  was  the 
technic,  and  it  again  shows  the  superi- 
ority of  the  electromagnetic  field. 

From  the  human  and  animal  tempera- 
ture observations  and  five  years’  clinical 
work  in  a free  dispensary  service,  in  office 
practice,  and  in  three  hospital  physical- 
therapy  departments  we  believe  that  the 
electromagnetic  field  is  the  most  effective 
and  most  convenient  method  of  applying 


6 Meter  electric  field 
12  Meter  electromagnetic  field 
24  Meter  electromagnetic  field 
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short  wave  diathermy.  With  the  electric 
field  the  double  cuff  technic  and  the  air 
spaced  electrodes,  when  properly  applied 
on  the  same  surface  and  in  the  same  plane 
of  the  part  to  be  treated,  are  effective  for 
deep  tissue  heating. 

In  our  clinical  work  we  have  found 
short  wave  diathermy  to  be  the  most 
effective  method  of  applying  deep  heat. 
It  can  produce  burns  but  this  danger  is 
much  less  than  with  contact  metal  elec- 
trode diathermy. 

Kovacs8  calls  attention  to  the  fact  that 
the  regulation  of  dosage  with  short  wave 
diathermy  is  an  even  more  empirical  pro- 
cedure than  with  ordinary  diathermy. 
The  milliamperemeter  is  connected  to  the 
oscillatory  circuits  of  the  apparatus  and 
serves  chiefly  as  an  indicator  that  electri- 
cal energy  is  passing.  It  will  also  indicate 
that  in  a certain  position  of  the  controls, 
when  the  patient’s  circuit  is  tuned  to  the 
main  oscillator  circuit,  there  is  a maxi- 
mum flow  of  energy  in  the  treatment  field, 
but  it  does  not  indicate  that  the  energy  is 
passing  through  the  patient. 

Short  wave  diathermy  is  given  accord- 
ing to  the  patient’s  skin  tolerance  for  heat, 
in  much  the  same  manner  as  infrared 
radiation.  This  limit  of  tolerance  is  a 
variable  factor,  and  Bierman  in  his  in- 
vestigation of  infrared  radiation  called 
attention  to  the  fact  that  this  variable  fac- 
tor is  influenced  by  the  general  state  of  the 
patient’s  health,  his  body  temperature, 
his  psychic  reactions,  and  the  condition 
of  the  environment,  such  as  the  tempera- 
ture of  the  air  in  the  treatment  room,  the 
rate  of  air  flow,  and  the  degree  of  humid- 
ity. 

Our  clinical  work  showed  that  the  local 
applications  of  short  wave  medical  dia- 
thermy are  contraindicated  (1)  in  acute 
inflammatory  processes,  such  as  acute 
nondraining  cellulitis,  acute  infectious  ar- 
thritis, and  acute  pelvic  infection;  (2)  in 
any  condition  in  which  there  is  a tendency 
to  hemorrhage,  such  as  a gastric  ulcer;  (3) 
over  areas  in  which  the  appreciation  of 
heat  has  been  impaired  or  lost,  as  in  certain 
peripheral  nerve  injuries;  (4)  through  the 
abdomen,  pelvis,  or  lower  part  of  the  back 


during  pregnancy,  during  menstruation; 
(5)  over  areas  where  there  is  a suspected 
malignant  growth;  and  (6)  in  diseases  or 
injuries  in  which  simpler  methods  of  apply- 
ing external  heat  give  satisfactory  results. 

Short  wave  diathermy  is  distinctly 
valuable  in  the  treatment  of  a fairly  large 
number  of  pathologic  conditions.  It 
offers  promise  of  further  usefulness  as 
more  accurate  methods  of  administration 
are  developed.  In  this  short  discussion 
it  will  be  impossible  to  consider  in  detail 
the  cases  in  which  short  wave  diathermy 
is  useful,  so  we  will  confine  ourselves  to 
those  in  which  we  use  it  most. 

In  muscle  strain,  sprain,  and  disloca- 
tions, fixation  by  a removable  plaster 
splint  and  daily  application  of  heat  and 
massage  are  to  be  preferred  to  strapping 
with  adhesive  plaster  which  does  not  per- 
mit recourse  to  physical  therapy.  The 
removal  of  the  splint  and  bandage  is 
followed  by  the  application  of  external 
heat  from  an  electric  lamp  baker  for 
twenty  minutes  followed  by  massage. 
This  should  be  repeated  at  least  once 
daily.  Besides  the  external  heat,  short 
wave  medical  diathermy,  with  the  electro- 
magnetic induction  cable  wound  around 
the  joint  or  placed  over  it  as  a coil,  has 
proved  especially  effective  in  our  clinic 
for  the  local  increase  of  circulation  and 
thus  the  reduction  of  pain  and  swelling. 
Diathermy  should  not  be  applied  where 
there  is  a danger  of  hemorrhage  from  torn 
vessels.  It  should  be  applied  at  half 
strength  for  ten  minutes  for  the  first 
treatment  to  ascertain  if  the  hemorrhage 
or  edema  increases. 

Acute  Subacromial  Bursitis. — A first 
attack  of  an  acute  subacromial  bursitis 
can  usually  be  relieved  by  physical  ther- 
apy in  about  two  weeks.  A soft  triangu- 
lar pad  is  placed  in  the  axilla  and  the  arm 
is  fixed  to  the  side  by  bandages.  Infra- 
red from  a lamp  bulb  or  baker  is  given  for 
thirty  minutes  at  least  twice  daily  with 
the  arm  in  abduction  if  possible.  Short 
wave  diathermy  is  applied  for  twenty 
minutes  once  daily.  As  the  pain  dimin- 
ishes, careful  massage  and  active  and 
relaxed  motion  should  be  given. 
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In  a few  cases  these  measures  will  not 
relieve  the  pain,  and  the  diathermy  may 
aggravate  it.  In  these  it  may  be  neces- 
sary to  put  the  patient  to  bed  with  ad- 
hesive traction  on  the  arm  above  the 
elbow  and  to  apply  continuous  moist 
heat. 

Chronic  Subacromial  Bursitis. — Many 
surgeons  advise  the  removal  of  the  bursa 
and  its  calcified  deposit  before  conserva- 
tive measures  are  begun.  Campbell9 
believes  that  if  this  dictum  is  followed 
many  cases  will  be  operated  upon  un- 
necessarily, for  in  many  cases  these 
opaque  plaques  have  been  observed  to  be 
spontaneously  absorbed,  and  in  other 
cases  the  function  of  the  shoulder  has  been 
restored  without  operation.  Campbell 
states  that,  on  the  other  hand,  after 
conservative  measures  have  been  given  a 
thorough  trial,  without  improvement, 
and  the  deposit  as  shown  by  x-ray  is  still 
present,  the  removal  of  this  foreign  body 
by  operation  is  indicated. 

In  some  cases  with  severe  pain  the 
shoulder  should  be  immobilized,  possibly 
in  an  aeroplane  splint.  Infrared  radia- 
tion should  be  applied  several  times  daily 
for  thirty  minutes  and  short  wave  dia- 
thermy at  least  once  daily  for  twenty 
minutes.  Massage  and  exercise  are 
added  later.  In  other  cases  without  the 
severe  pain  it  is  not  necessary  to  immobi- 
lize the  arm,  but  the  patient  is  instructed 
to  apply  the  radiant  heat  by  means  of  a 
baker  with  his  arm  in  abduction. 

Traumatic  tenosynovitis  may  be  the 
result  of  a single  strain  or  contusion  but  is 
usually  due  to  the  repeated  performance 
of  an  unfamiliar  motion  or  continuous 
pressure  or  strain.  The  tendons  most 
commonly  affected  are  those  of  the  wrist, 
Achilles  tendon,  and  the  long  head  of  the 
biceps.  The  treatment  is  to  immobilize 
the  joints  whose  motion  causes  pain  in  the 
tendons.  The  splint  is  removed  to  apply 
short  wave  diathermy  twenty  minutes 
once  daily,  followed  by  radiant  heat,  in 
the  physical  therapy  department  and 
radiant  heat  at  home  once  or  twice  daily 
for  thirty-minute  periods.  It  may  be 
advisable  to  use  heat  and  underwater 


exercise  in  a whirlpool  bath  to  prevent 
adhesions.  Rheumatic  or  gouty  teno- 
synovitis is  treated  similarly  to  the 
traumatic  form. 

In  acute  myositis  or  myalgia  it  has 
been  found  that  hot  fomentation  com- 
presses or  continuous  warm  moist  heat  is 
more  effective  than  diathermy.  In 
chronic  myositis,  Albee’s  myofascitis  and 
fibrositis,  diathermy  is  an  adjunct  to 
massage  and  manipulation. 

Our  experiments  using  short  wave 
diathermy  on  animals  show  that  an  ap- 
preciable rise  of  temperature  is  secured 
in  the  bone  marrow,  although  the  muscle 
temperatures  are  higher.  It  was  sug- 
gested years  ago  that  diathermy  be  used 
in  delayed  union,  but  few  reports  have 
appeared  in  the  literature  to  support  this 
suggestion.  Medical  diathermy  may  be 
used  in  fracture  cases  for  its  deep  heat 
effect,  but  generally  it  is  difficult  to  apply 
at  a time  early  enough  to  influence  the 
healing  process. 

The  action  of  diathermy  in  stimulating 
consolidation  of  a fracture  must  be  re- 
garded as  distinctly  sub  judice  until 
additional  evidence  has  been  obtained, 
according  to  Wilson.10  He  also  states: 
“In  the  meantime,  if  the  effect  of  dia- 
thermy is  to  be  tried  in  cases  of  delayed 
union,  it  will  be  advisable  to  limit  its  use 
to  those  fractures  where  no  mechanical 
causes  exist  to  account  for  the  retarded 
healing,  such  as  interposition  of  tissue 
between  the  fragments  or  lack  of  proper 
reduction,  and  also  to  use  it  not  later 
than  three  or  four  months  after  the  in- 
jury. Beyond  this  period  the  local  situa- 
tion in  respect  to  callus  formation  has 
become  so  static  that  it  is  impossible  to 
see  how  heat  or  hyperemia  would  be  of 
any  assistance.” 

The  local  application  of  heat  in  chronic 
arthritis  is  used  to  help  increase  the  cir- 
culation in  areas  where  it  is  diminished. 
Therefore,  we  believe  that  the  use  of 
physical  therapy  once  daily  is  not  suf- 
ficient. It  seems  definitely  indicated 
that  these  agents  should  be  applied  at 
frequent  intervals  during  the  day.  In 
our  clinics  the  patient,  the  nurse,  or  some 
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member  of  the  family  is  instructed  in  the 
use  of  the  local  application  of  heat  in  the 
hospital  room  or  the  home.  For  this 
purpose  we  have  a mimeographed  sheet 
of  directions.  The  agent  to  be  used  is 
marked  on  this  sheet  and  directions  given 
as  to  the  number  of  times  it  is  to  be  used 
daily. 

When  medical  diathermy  is  used  in 
chronic  arthritis,  it  should  be  used  for  a 
short  period  and  of  low  intensity  for  the 
first  few  doses,  for  at  times  medical 
diathermy  in  arthritis  causes  an  aggrava- 
tion of  the  local  symptoms.  This  usually 
happens  in  cases  with  active  foci  of  in- 
fection. It  has  so  often  been  observed 
to  be  of  benefit  from  a clinical  viewpoint 
that  we  always  give  it  a trial.  We  use 
short  wave  medical  diathermy  in  the  form 
of  electromagnetic  induction  daily  or 
every  other  day  for  twenty-minute 
periods  at  an  intensity  determined  by  the 
patient’s  tolerance.  The  first  doses  are 
always  half  time  and  half  intensity,  and 
some  form  of  heat  is  applied  at  home  two 
to  four  times  a day. 

The  experimental  work  on  the  use  of 
diathermy  in  pneumonia  still  rests  on  the 
work  of  Binger  and  Christie. 11  Stewart, 12 
who  has  used  diathermy  in  the  treatment 
of  pneumonia  for  fifteen  years,  believes 
that  there  has  been  a great  deal  of  mis- 
conception and  misinterpretation  of  the 
findings  of  Binger  and  Christie.  He 
discusses  their  results  in  this  article  but 
most  of  Stewart’s  objections  to  the  find- 
ings were  answered  by  Binger. 13  Stewart 
states  that  the  mortality  is  reduced  at 
an  average  of  about  70  per  cent. 

In  the  last  fifteen  years  numerous 
articles  have  been  published  on  the  use 
of  diathermy  in  pneumonia.  The  re- 
sults have  been  judged  on  the  statis- 
tical method,  but  usually  without  a full 
analysis  of  all  the  factors.  Karsner  and 
Goldblatt14  in  their  article  on  the  “Evalu- 
ation of  Methods  Used  in  Physical 
Therapy”  state  that  since  the  statistical 
method  does  permit  of  opinion  on  the 
part  of  the  observers,  the  number  of 
observations  must  be  multiplied  so  as  to 
decrease  this  particular  factor  of  error. 


Further,  they  state  that  this  error  can  be 
practically  eliminated  by  objective  evalu- 
ation of  the  effects  without  knowledge  of 
the  type  of  treatment  used.  Thus,  one 
experimenter  gives  the  treatment  and 
another  makes  observations  on  the  pa- 
tients, without  knowledge  as  to  which 
have  and  which  have  not  been  treated. 
This  method  does  not  seem  to  have  been 
followed  in  any  of  the  reports  on  the  use 
of  diathermy  in  pneumonia.  Further, 
the  cases  treated  and  the  controls  were 
not  analyzed  for  the  many  factors  that 
enter  into  the  pneumonia  picture,  such  as 
age,  amount  of  lung  involved,  heart  con- 
dition, etc. 

At  the  Illinois  Central  Hospital  in 
Chicago  we  have  used  for  some  years 
both  conventional  and  short  wave  dia- 
thermy on  early  cases  of  pneumonia. 
From  our  study  of  the  temperature, 
pulse,  and  respiration  charts  and  leuko- 
cyte counts,  there  was  no  evidence  of  a 
specific  response  to  medical  diathermy. 
We  have  observed  that  in  the  manage- 
ment of  pneumonia,  medical  diathermy 
does  seem  to  be  of  definite  benefit  in  re- 
ducing the  severity  of  the  thoracic  pain.15 

This  symptomatic  relief  is  often  im- 
portant. The  main  factors  concerned  in 
the  production  of  anoxemia  are  the 
passage  of  blood  through  the  unaerated 
portion  of  the  lung  and  shallow  breathing. 
The  shallow  breathing  may  be  due  to 
pleuritic  pain  restricting  the  respiratory 
excursions.  The  relief  of  this  pain  by 
diathermy  increases  the  respiratory  ex- 
cursions and  this  may  be  the  explanation 
for  the  decrease  in  cyanosis  that  is  usually 
noted. 

It  is  believed  that  diathermy  is  not  a 
specific  cure  for  pneumonia;  that  we  have 
not  accumulated  sufficient  critical  evi- 
dence that  it  lowers  the  mortality;  that 
while  there  is  a suggestion  of  its  value,  we 
have  no  evidence  to  prove  its  effect  upon 
the  course  of  the  pneumonia.  It  is  a 
helpful  adjunct  in  treatment  of  pneu- 
monia because  it  is  the  best  method  for 
the  application  of  deep  heat  which  is  of 
definite  benefit  in  reducing  the  severity 
of  thoracic  pain. 
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In  our  clinic  we  use  a short  wave  dia- 
thermy machine  that  has  been  accepted 
by  the  Council  on  Physical  Therapy  as 
giving  efficient  heat  by  electromagnetic 
induction.  The  coil  or  a disc  electrode 
containing  the  cable  coiled  is  applied  to 
the  chest  wall  over  the  pneumonia  area. 
At  Illinois  Central  Hospital  we  give 
at  least  two  treatments  a day  over  the 
involved  area. 

In  all  kinds  of  chronic  inflammations 
of  the  eye  heat  is  helpful  in  relieving  pain 
and  seems  to  aid  the  natural  processes  of 
resistance  to  infection  and  the  absorption 
of  inflammatory  products.  Heat  may  be 
applied  by  hot  moist  dressing,  infrared 
radiation,  or  medical  diathermy.  Medi- 
cal diathermy  is  used  for  the  same  purpose 
as  any  other  form  of  heat.  It  has  the 
advantage  of  deeper  heat  penetration 
but  the  indications  for  its  use  in  prefer- 
ence to  other  forms  of  heat  are  by  no 
means  well  established. 

It  has  been  shown  by  experimental 
work  by  Moncrief,  Coulter,  and  Holm- 
quest16  that  the  rise  of  temperature  pro- 
duced in  the  eye  was  greatest  with  dia- 
thermy, next  with  infrared  radiation, 
and  least  by  a heating  pad.  Puntenney 
and  Osborne  have  been  investigating  the 
temperature  of  the  orbit,  vitreous  cham- 
ber, and  conjunctiva  of  dogs  while  using 
short  wave  diathermy.  While  this  in- 
vestigation has  not  been  completed, 
so  far  their  findings  substantiate  those  of 
Moncrief,  Coulter,  and  Holmquest. 

In  acute  suppurative  otitis  media 
Hollender17  calls  attention  to  the  fact  that 
the  effects  of  heat  applications  should 
not  be  overrated.  Radiation  cannot  re- 
place surgical  intervention  but  he  be- 
lieves it  will  prove  gratifying  as  an  ad- 
juvant before  and  after  operation. 

In  the  treatment  of  chronic  otitis 
media  medical  diathermy  has  been 
widely  advocated.  Beck  and  Guttman18 
give  their  views  on  the  use  of  long  wave 
or  conventional  diathermy.  It  is  be- 
lieved that  there  is  at  present  no  evidence 
on  the  use  of  short  wave  diathermy  to 
change  these  opinions.  When  treating 
otitis  media,  they  state,  “the  use  of 


diathermy  is  contraindicated  before  the 
rupture  of  the  drum  and  after  incision 
it  is  of  little  benefit.”  For  acute  mas- 
toiditis, “medical  diathermy  is  men- 
tioned only  to  be  condemned  in  such 
conditions.”  For  chronic  otorrhea,  they 
state,  “as  a rule  we  have  seen  little  or  no 
benefit  follow  the  use  of  . . . medical 
diathermy  in  spite  of  the  enormous 
amount  of  literature  dealing  with  the  use 
of  these  agents  in  this  condition.”  In 
the  management  of  deafness,  their  opinion 
is  that  medical  diathermy  has  caused 
little  if  any  benefit  in  deafness  due  to 
chronic  adhesive  otitis  media,  otosclerosis, 
or  labyrinthine  deafness.  They  state 
that  in  tinnitus  aurium,  diathermy  has 
been  repeatedly  advocated,  but  that  in 
their  hands  it  has  been  attended  with 
little  success. 

In  acute  sinusitis , infrared  radiation 
is  a valuable  adjunct  to  other  treatment. 
Short  wave  diathermy  by  the  electro- 
magnetic induction  method  is  the  most 
efficient  method  of  administering  heat; 
it  is  easier  to  apply  than  conventional 
diathermy,  and  it  is  much  less  likely  to 
produce  burns.  For  these  reasons  short 
wave  diathermy  has  a value  as  an  aid  in 
the  treatment  of  acute  sinusitis  after 
adequate  drainage  of  the  sinus  has  been 
established. 

In  chronic  sinusitis,  short  infrared 
radiation  from  a 250-watt  incandescent 
bulb  or  short  wave  diathermy  has  a 
limited  value  as  an  aid  in  the  relief  of 
pain.  Hollender17  calls  attention  to  the 
fact  that  the  frontal  and  maxillary  sinuses 
are  the  ones  most  suitably  located  for 
diathermic  treatment. 

In  a series  of  experiments  to  determine 
the  heating  value  of  various  physical 
methods  applied  to  sinuses,  Andreen  and 
Osborne,19  at  our  department  at  North- 
western University  Medical  School,  intro- 
duced a thermocouple  into  the  natural 
opening  of  the  antrum  and  applied 
conventional  diathermy,  short  wave  dia- 
thermy by  electric  field  (16  meter)  and 
electromagnetic  induction,  infrared  radia- 
tion from  a thermo-spectral  water-cooled 
lamp,  the  Compsolite,  and  the  Elliott 
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treatment.  The  temperature  rises  were 
insignificant  in  any  of  these  methods, 
ranging  from  0.4  to  0.9  F.  Rosenwasser 
and  Bierman,20  in  applying  short  wave 
diathermy  to  the  paranasal  sinuses,  found 
the  elevation  of  temperature  after  treat- 
ment in  the  antrum  varied  from  0.6  to 
4 F.,and  in  the  sphenoid  sinuses  of  pa- 
tients who  had  undergone  sphenoeth- 
moidectomy,  varied  from  0.6  to  4.5  F. 
Shambaugh21  recently  gave  an  analysis 
of  the  pathology  of  chronic  sinusitis  that 
prevents  spontaneous  recovery.  With  a 
picture  of  the  pathology  of  chronic 
sinusitis  before  us  it  is  impossible  to  see 
the  value  of  the  most  efficient  methods  of 
applying  heat  as  a curative  agent — in 
these  conditions  if  they  give  only  such 
a small  rise  of  temperature  in  the  antrum. 
This  means  that  their  effect  is  limited  to 
a circulatory  increase  in  one  wall  of  the 
sinus. 

In  urologic  disorders  short  wave  dia- 
thermy has  been  recommended  for  many 
conditions,  but  in  our  clinics  the  only 
cases  that  are  referred  for  treatment  are 
prostatic  disorders. 

Local  heat  in  some  form  or  other  is 
commonly  employed  in  the  amelioration 
of  prostatic  symptoms.  There  is  a free 
anastomosis  between  the  superior  hemor- 
rhoidal artery  (the  terminal  inferior 
mesenteric),  the  middle  hemorrhoidal 
(a  branch  of  the  hypogastric),  and  the 
inferior  hemorrhoidal  (a  branch  of  the 
internal  pudendal).  Therefore  the  local 
application  of  heat  rectally  should  in- 
crease the  blood  flow  to  the  prostate  and 
seminal  vesicles. 

There  are  many  methods  of  applying 
heat  to  the  prostate  gland,  such  as  hot 
sitz  baths,  hot  rectal  irrigations,  hot 
water  instillations,  electrical  prostatic 
heaters,  the  Elliott  treatment,  and  short 
wave  diathermy. 

In  our  clinics  we  use  the  Elliott  treat- 
ment or  short  wave  diathermy.  Where 
these  are  not  available  or  for  home  use, 
the  hot  sitz  baths  are  used  once  or  twice 
daily. 

In  giving  short  wave  diathermy  we  use 
the  electromagnetic  induction  method. 


Four  to  six  layers  of  Turkish  toweling  are 
placed  on  a wooden  chair.  The  cable 
from  any  accepted  machine  giving  the 
electromagnetic  field  is  formed  in  a pan- 
cake coil  of  three  turns  and  placed  on  the 
padding.  A pillow  is  placed  over  the 
coil.  This  pillow  should  be  of  sufficient 
thickness  that  with  the  patient  seated  it 
provides  a pad  one  inch  thick  between 
the  patient  and  the  coil.  The  inner 
surface  of  the  thighs  should  be  protected 
by  a towel  between  them. 

It  is  believed  that  the  beneficial  effects 
in  the  application  of  heat  in  these  con- 
ditions is  secondary  to  the  local  tissue 
response  which  follows  any  local  form  of 
hyperthermia  with  its  resultant  increase 
in  blood  flow,  increased  oxygen  tension 
and  cellular  response,  mechanisms  of 
which  we  are  beginning  to  learn  from  the 
physiologists. 

Schmidt,  Beazell,  and  Ivy22  measured 
the  total  venous  blood  flow  from  various 
levels  of  the  gastrointestinal  tract  over 
a two  and  one-half  hour  period  following 
the  use  of  the  Elliott  treatment  and  short 
wave  diathermy.  They  made  quantita- 
tive measurements  and  ascertained  that 
heat  applied  during  the  second  and  third 
thirty-minute  intervals  increased  the 
blood  flow  from  two  to  four  times,  under 
optimum  conditions.  When  short  wave 
diathermy  was  used,  the  blood  flow  was 
not  increased  until  the  temperature  of  the 
tissues  had  been  raised  to  102  F.  while  the 
maximum  effects  were  obtained  at  a 
temperature  of  106.7  F. 

Short  wave  diathermy  may  be  used  in 
salpingitis  as  a method  of  applying  heat. 
In  our  clinic  a study  was  undertaken  to 
ascertain  to  what  degree  short  wave 
diathermy  could  heat  the  female  pelvic 
organs.23  The  electromagnetic  field  pro- 
duced the  highest  temperature  in  the 
vagina,  ranging  from  100.9  to  104.4  F., 
and  gave  the  most  comfortable  treat- 
ment to  the  patient.  With  similar  con- 
ditions other  authors  quoted  by  Horo- 
witz et  al.  secured  the  same  results. 
Horowitz  and  his  co-workers  also  used 
a metal  vaginal  electrode  with  short 
wave  diathermy,  with  a dispersive  pad 
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electrode  placed  some  distance  from  the 
patient’s  lower  back.  With  this  technic 
they  secured  rectal  temperatures  averag- 
ing 106.2  F.  The  method  of  using  metal 
orificial  electrodes  with  short  wave  dia- 
thermy has  one  disadvantage  in  our 
opinion.  In  normal  conditions,  the 
vaginal  mucous  membrane  is  in  rugae  or 
folds,  and  in  inflammatory  conditions 
these  may  be  greatly  increased  so  that 
the  temperature  produced  from  an  elec- 
trode would  be  quite  unevenly  dis- 
tributed. 

The  treatment  in  the  acute  stage  is 
essentially  palliative  and  consists  of  rest 
in  the  Fowler  position,  regulation  of  the 
diet  and  bowels,  the  application  of  heat, 
and  the  avoidance  of  trauma. 

In  the  application  of  heat  in  the  acute 
stage,  the  pelvis  should  be  carefully 
guarded  from  trauma.  In  our  opinion 
this  can  be  most  effectively  accomplished 
by  the  use  of  short  wave  diathermy  by 
the  electromagnetic  induction  method. 
The  patient  should  be  lying  on  her  back. 
Place  one-half  inch  of  bath  toweling  over 
the  lower  abdomen.  Form  the  cable  into 
a pancake  coil  of  two  or  more  turns  held 
in  place  by  wooden  separators.  This 
avoids  the  introduction  of  any  electrode  or 
apparatus  into  the  vagina. 

The  acute  attack  lasts  generally  from 
five  to  ten  days.  After  this  period  the 
application  of  heat  may  be  given  by 
general  hyperpyrexia,  by  short  wave 
diathermy,  by  the  Elliott  treatment,  or 
hyperpyrexia  in  combination  with  either 
the  Elliott  treatment  or  short  wave  dia- 
thermy. 

Conclusions 

1.  It  is  believed  that  the  indications 
for  the  use  of  short  wave  diathermy  are 
essentially  the  same  as  those  for  the  use 
of  conventional  diathermy. 

2.  Short  wave  diathermy  is  more 
efficient  in  producing  heat  in  human 
tissues  than  conventional  diathermy,  and 
the  electromagnetic  field  is  the  most 
effective  method  for  its  application. 

3.  With  its  superiority  in  generating 
heat,  it  is  possible  to  concede  that  short 
wave  diathermy  may  prove  to  be  of 


greater  use  than  conventional  diathermy, 
or  its  use  may  produce  successful  clinical 
results  where  conventional  diathermy 
has  failed. 

4.  Further  research  and  careful  evalu- 
ation of  clinical  results  are  required. 


References 


1.  Mortimer,  B.,  and  Osborne,  S.  L.:  J.A.M.A.,  104: 
1413  (April  20),  1935. 

2.  Mortimer,  B.,  and  Beard,  G.:  J.A.M.A. , 105:  510 

(Aug.  17),  1935. 

3.  Coulter,  J.  S.,  and  Osborne,  S.  L.:  Arch.  Phys. 

Therapy,  17:  135-139  (March),  1936. 

4.  Coulter,  J.  S.,  and  Carter,  H.  A.:  J.A.M.A.,  106: 

2063-2066  (June  13),  1936. 

5.  Coulter,  J.  S.,  and  Osborne,  S.  L. : Arch.  Phys. 

Therapy,  17:  679-687  (Nov.),  1936. 

6.  Coulter,  J.  S.,  and  Osborne,  S.  L. : J.  Med.,  18: 

283  (Aug.),  1937. 

7.  Coulter,  J.  S.,  and  Osborne,  S.  L.:  J.A.M.A., 

110:  639  (Feb.  26),  1938. 

8.  Kovacs,  Richard:  Electrotherapy  and  Light 

Therapy,  Second  edition,  Philadelphia,  Lea  & Febiger, 
1935.  6 

9.  Campbell,  W.  C.:  Practice  of  Surgery,  Vol.  2. 

Chapter  5,  p.  204.  Edited  by  Dean  Lewis,  Hagerstown, 
W.  F.  Prior  Co. 

10.  Wilson,  D. : Principles  and  Practice  of  Physical 

Therapy,  Vol.  1,  Chapter  5,  Hagerstown,  W.  F.  Prior  Co., 
1934. 

11.  Binger,  C.  A.  L.,  and  Christie,  R.  V. : J.  Exper. 

Med.,  46:  571  and  585  (Oct.),  1927. 

12.  Stewart,  H.  E. : Arch.  Phys.  Therapy,  17:  98 

(Feb.),  1936. 

13.  Binger,  C.  A.  L.:  Principles  and  Practice  of  Physi- 

cal Therapy,  Vol.  1,  p.  15,  Hagerstown,  W.  F.  Prior  Co., 
1934. 


14.  Karsner,  H.  T.,  and  Goldblatt,  H.:  J.A.M.A., 

100:  1495  (May  13),  1933. 

15.  Coulter,  J.  S. : Med.  Clinics  North  America. 

January,  1938,  Philadelphia,  W.  B.  Saunders  Co. 

16.  Moncrief,  W.  F.,  Coulter,  J.  S.,  and  Holmquest, 

H.  J.:  Am.  J.  Ophth.,  15:  3 (March),  1932,  and  16:  13 

(March),  1933. 

17.  Hollender,  A.  R.:  Physical  Therapeutic  Methods 

in  Otolaryngology,  St.  Louis,  C.  V.  Mosby  Co.,  1937. 

18.  Beck,  J.  C.,  and  Guttman,  M.  R. : Principles  and 
Practice  of  Physical  Therapy,  Vol.  2,  Chapter  5,  p.  24, 
Hagerstown.  F.  W.  Prior  Co.,  1934. 

19.  Andreen,  M.  A.,  and  Osborne,  S.  L.:  Arch. 

Otolaryng.,  24:  331  (September),  1936. 

20.  Rosenwasser,  H.,  and  Bierman,  W. : Arch. 

Otolaryng.,  25:  555  (May),  1937. 

21.  Shambaugh,  G.  E.:  111.  M.  I.,  69:  417  (1936). 

22.  Schmidt,  C.  R.,  Beazell,  J.  M.,  and  Ivy,  A.  C.: 
Arch.  Phys.  Therapy,  18:  677  (November),  1937. 

23.  Coulter,  J.  S.,  and  Osborne,  S.  L.:  Arch.  Phys. 

Therapy,  17:  135  (March),  1936. 

24.  Horowitz,  E.  A.,  et  al.:  Arch.  Phys.  Therapy,  17: 

422  (July),  1936. 


Discussion 

Dr.  Gustav  Bucky,  New  York  City — Everyone 
who  has  listened  to  Dr.  Coulter’s  paper  will  agree 
that  thorough  and  sober  investigations  have  been 
performed  by  the  authors.  Neither  bias  nor 
overenthusiasm  is  noticeable  in  their  statements. 
We  are  therefore  entitled  to  compliment  the 
authors  for  their  precise  presentation  of  the  facts. 

Being  an  old  timer  and  pioneer  in  diathermy 
after  using  the  method  for  more  than  twenty-five 
years  and  having  watched  Schliephake  in  my  own 
department  in  Berlin  for  six  months,  I feel  justi- 
fied in  the  following  statements  which  are  in 
accord  with  Dr.  Coulter’s  presentation. 

First  of  all  I am  opposed  to  comparisons  be- 
tween diathermy  and  short  waves  in  an  assump- 
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tion  that  one  could  replace  the  other.  Physi- 
cally and  biologically  their  action  is  different. 
They  are  electromagnetic  oscillations  of  the  same 
physical  nature  but  so  are  x-rays  and  ultraviolet 
rays  too.  There  is  no  reason  to  assume  similar 
or  related  biologic  actions  of  all  the  wave  lengths 
in  the  spectrum  of  the  electromagnetic  oscilla- 
tions, even  if  their  ranges  are  located  closely  to- 
gether. The  spectrum  represents  biologically 
and  physically  a rather  arbitrary  numerical  order 
of  the  wave  lengths,  so  far  with  practically  no 
relation  to  specific  biologic  actions  which  are 
bound  in  their  characteristics  to  rather  narrow 
ranges  of  the  spectrum. 

Keeping  these  facts  in  mind  our  task  should  be 
to  define  the  indications  for  each  of  the  two  meth- 
ods and  not  to  expect  that  there  will  be  an  equally 
beneficial  effect  in  a certain  disease.  Such  an 
undertaking  requires  a great  material  of  similar 
cases.  The  paper  of  Dr.  Coulter  and  his  co- 
workers is  one  step  forward  in  this  direction. 

Short  wave  therapy  is  stylish  and  has  the 
marked  advantage  over  diathermy  in  that  its 
application  is  less  time-absorbing  and  less  pains- 
taking than  that  of  diathermy.  No  doubt  the  dan- 
ger is  less,  too,  as  to  possible  damages.  These  are 
some  of  the  reasons,  besides  its  therapeutic  value, 
for  the  almost  volcanic  expansion  of  the  short 
wave  therapy  in  medicine.  I don’t  know  how 
many  physicians  now  using  short  waves  would  be 
able  to  switch  over  to  diathermy  for  the  simple 
reason  that  the  application  of  the  electrodes  would 
require  much  more  of  their  valuable  time. 
Results  obtainable  with  diathermy  depend 
greatly  on  knowledge  and  skill  of  the  therapist. 
As  soon  as  a method  becomes  a schematic  or 
mechanical  procedure  results  are  apt  to  decrease. 
It  does  not  matter  so  much  that  a certain  method 
is  used  but  how  it  is  applied.  I refer  to  cases 
treated  before  unsuccessfully  which  we  could 
improve  and  cure  by  applying  the  same  method. 

According  to  my  experience  diathermy  has  a 
larger  field  of  indications  than  short  waves.  On 
the  other  hand,  there  are  affections  like  effusions, 
sinus  troubles,  certain  acute  infections,  and  others 
which  are  treated  more  efficiently  by  short  waves. 

It  has  been  proved  that  the  heat  effect  is  quite 
different  in  different  tissues  with  both  methods, 
especially  when  we  consider  the  manner  of  appli- 
cation. In  diathermy  there  is  a great  difference 
between  the  longitudinal  and  transversal  applica- 
tion. Here,  the  current  is  traveling  similar  to 
an  ordinary  current,  mainly  along  the  path  of 
least  resistance,  if  we  may  express  it  in  a more 
popular  way.  And  the  current  follows  the  law 
of  OHM,  which  means  a rather  important  change 
of  the  current  path  and  heating  of  tissues  with 
different  applications.  In  short  wave,  however, 


an  electric  field  is  established  which  shows  no 
great  differences  in  distribution  of  electricity  and 
heat  if  we  apply  the  electrodes  either  longitudi- 
nally or  transversally.  The  consequence  is  that 
the  art  of  giving  diathermy  treatment  is  a more 
delicate  one  requiring  a rather  extensive  knowl- 
edge of  physical,  physiologic,  and  pathologic 
fundamentals.  To  apply  diathermy  in  the 
proper  way  is  more  or  less  like  playing  a musical 
instrument  which  only  a skilled  individual  can 
handle  properly.  Short  wave  therapy  is  a more 
mechanical  method,  less  flexible,  and  does  the 
trick  in  those  rather  limited  indications  in  which 
it  is  superior  to  diathermy,  more  or  less  irrespec- 
tive to  subtile  modalities  and  technic.  Here 
the  electromagnetic  lines  depend  mainly  on  the 
contents  of  the  irradiated  area,  whereas  in  dia- 
thermy the  thorough  therapist  has  to  find  out 
the  most  effective  manner  of  application. 
Whereas  in  short  wave  therapy  the  location  of 
maximal  energy  transformation  into  heat  is 
more  or  less  a given  factor,  it  can  be  modified 
greatly  in  diathermy  by  placing  the  electrodes  ac- 
cording to  the  pathologic  requirements. 

Let  me  emphasize,  in  a few  words,  another  im- 
portant factor  hardly  mentioned  in  literature. 
In  by  far  the  majority  of  the  cases,  physical 
therapy  is  applied  to,  or  through  the  skin.  Only 
the  two  last  decades  have  taught  us  to  recognize 
the  importance  of  the  skin  in  physiology  and 
pathology,  and  its  regulating  action  on  internal 
organs  and  processes.  I always  emphasize  the 
fact  that  skin  is  one  of  the  most  important  com- 
munication organs  with  the  outer  world  and  a 
station  for  transforming  different  forms  of 
energy  into  others  useful  for  the  body  budget. 
In  some  respects  it  likens  the  digestive  tract 
bringing  energies  into  a state  fit  for  body  con- 
sumption. This  energy  nutrition  is  at  least  as 
important  as  that  of  food.  You  all  know  the 
consequences  of  depriving  an  individual  of  light 
radiation  and  temperature  differences,  to  men- 
tion only  the  main  factors. 

In  both  our  high  frequency  methods  the  skin 
is  affected,  but  much  more  in  diathermy.  Do 
not  assume  that  this  heat  of  the  skin  penetrates 
to  deeper  layers  by  simple  conduction.  It  is 
carried  away  mainly  by  the  blood  stream.  But 
this  heating  of  the  skin  accelerates  the  physiologic 
action  of  the  skin  tremendously.  All  its  endo- 
crine and  autonomic  functions  are  sped  up. 
That  cannot  be  without  influence  on  the  entire 
body.  According  to  physical  laws  the  maximal 
heating  in  diathermy  takes  place  in  the  skin,  not 
considering  a few  exceptions.  It  is  by  far  less  in 
short  waves.  Here  is  a striking  difference  of 
action  of  both  methods,  worthwhile  to  be  investi- 
gated thoroughly  in  a large  clinic. 


April  1,  1939] 


SHORT  WAVE  MEDICAL  DIATHERMY 


707 


A few  words  as  to  the  names  of  the  methods. 
I hope  my  few  explanations  revealed  the  most 
striking  differences  in  action  which  makes  it 
mandatory  to  avoid  misunderstandings  by  put- 
ting them,  so  to  speak,  under  the  same  headline. 
I suggest  avoiding  expressions  like  short  wave  or 
long  wave  diathermy — may  Dr.  Coulter  forgive 
me.  The  expression  diathermy  establishes  a re- 
lationship which  does  not  exist,  in  my  opinion, 
and  if  my  reasoning  might  not  be  sufficient  I 
refer  to  the  literature.  But  now  comes  a rather 
comical  point:  The  expression  diathermy  is 

much  more  applicable  to  short  waves  than  to 
longer  waves.  We  can  obtain  temperature  eleva- 
tion throughout  the  cross  section  of  the  body 
with  short  wave  much  more  readily  than  with 
the  old  long  wave  diathermy  in  which  the  curve 
of  the  temperature  fall  in  deeper  layers  is  so  steep 
that  we  can  hardly  talk  of  a heating  throughout 
the  cross  section,  which  is  the  meaning  of  the 
name.  Expressions  like  conductive  oscillations 
and  capacitative  oscillations  would  avoid  confusion. 

I deplore  the  fact  that  a method  aims  to  ab- 
sorb the  field  of  a well  established  therapy  with- 
out being  able  to  fulfill  the  promises.  The 
so-called  simplicity  has  conquered  the  hearts  of 
many  physicians  in  general  practice.  However, 
satisfactory  results  in  difficult  cases  require  the 
skill  and  experience  of  a specialist  which  is  most 
evident  in  physical  therapy. 

Dr.  Harold  J.  Harris,  Westport,  New  York — 
The  persistent  statements  that  ultra-short  waves 
do  not  cause  biologic  responses  in  tissues  differing 
from  conventional  diathermy  is  very  confusing 
to  the  practicing  physician,  who  sees  and  reads 
so  much  to  the  contrary.  There  is  much  clinical 
evidence  that  waves  in  the  neighborhood  of  6 
meters  have  a markedly  salutatory  effect  on  cer- 
tain infections  and  that  the  longer  waves  do 
not.  Oddly,  laboratory  evidence,  such  as  quoted 
by  Doctor  Coulter,  seems  to  conflict.  How, 
then,  can  we  reconcile  these  opposing  points  of 
view?  Certainly  we  cannot  dismiss  the  care- 
ful experimental  and  clinical  evidence  produced 
today  and  heretofore  by  Doctor  Coulter  and 
other  workers  of  unquestioned  ability.  Neither 
can  we  ignore  the  clinical  and  laboratory  evidence 
of  Schliephake,  Egan  Kobak,  and  others,  nor 
our  own  day-to-day  results.  Perhaps  there  is  a 
simple  explanation  of  why  we  now  commonly 
abort  infections,  superficial  or  deep,  or  cause 
their  prompt  resolution,  whereas  we  were  unable 
to  do  so  before  the  advent  of  these  ultra-short 
waves.  Perhaps  conventional  diathermy  would 
do  the  same  things,  but  it  never  did  them  in  my 
experience,  nor  do  I know  of  any  such  effects 
from  the  literature. 


In  the  instance  of  the  gonococcus  it  seems  to 
be  pretty  conclusively  proved  that  thermal  death 
of  the  organism  is  accomplished  and  that  it  may 
be  done  by  long  or  short  waves,  the  main  differ- 
ence being  the  greater  ease  of  technics  such  as 
Bierman’s,  and  the  time  saving  factor.  If  heat 
alone  were  the  sole  effect  of  the  ultra-short  waves 
in  other  infections,  why  should  we  not  get  as  good 
effect  from  long  wave  diathermy  or  the  infrared 
lamp  in  superficial  infections  such  as  carbuncles, 
as  we  do  from  ultra-short  waves?  1 doubt  if  it 
is  just  the  greater  concentration  of  heat  accom- 
plished byultra-shortwaves.  It  seems  reasonably 
conceivable  that  certain  as  yet  unidentified  bio- 
chemical or  biophysical  effects  are  engendered 
by  ultra-short  waves  in  tissues  that  are  compar- 
able to  the  effect  of  the  roentgen  ray.  The  re- 
sult has  been  demonstrated.  The  explanation 
should  be  forthcoming,  ultimately.  It  required 
a great  many  years  for  the  therapeutic  effect  of 
the  roentgen  ray  to  be  generally  accepted  and 
even  now  its  exact  action  is  the  subject  of  specula- 
tion. 

I am  sure  that  many  will  disagree  with  Doctor 
Coulter’s  statement  that  high  frequency  currents 
are  contraindicated  in  acute  inflammatory  proc- 
esses, such  as  acute  nondraining  cellulitis,  acute 
arthritis,  and  acute  pelvic  infection.  I have 
treated  many  of  these  conditions  and  have  found 
the  6 meter  wave  to  be  of  great  value.  Often  the 
results  are  dramatic.  I have  used  6 meter  dia- 
thermy through  the  lower  abdomen  during  men- 
struation when  necessary  with  no  untoward  effect 
other  than  slight  increase  of  flow.  Acute  sup- 
purative otitis  media  has  resolved  without  drain- 
age with  properly  applied  6 meter  diathermy. 
Suppurative  adenitis,  cellulitis,  acute  suppurative 
bursitis,  peritonsillar  abscess,  acute  empyema  of 
the  antrum  or  frontal  sinuses,  acute  infectious 
arthritis,  furuncles,  and  carbuncles  have  either  re- 
solved without  drainage,  have  been  sharply 
localized  and  drained  spontaneously,  or  have 
made  surgical  drainage  a safe  and  simple  pro- 
cedure. 

The  metal  vaginal  electrodes  devised  by  Bier- 
man,  Horowitz,  and  Gottesman  have  been  used 
with  no  ill  effect  referable  to  trauma  and 
with  safe  heat  distribution  in  the  acute  stage  of 
pelvic  infections,  when  temperature  elevations 
of  just  sufficient  degree  are  attained.  I have  seen 
a rapidly  spreading  gonorrheal  peritonitis,  in  a 
woman  with  a temperature  of  104  F.  and  board- 
like rigidity  of  the  abdomen,  completely  resolve 
within  twenty-four  hours  following  an  hour  of 
6 meter  diathermy  with  vaginal  electrodes  at  1 1 1 
degrees,  as  well  as  scores  of  less  spectacularly 
successful  results. 
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The  evidence  compiled  by  many  who  specialize 
in  conservative  physical  therapy  as  well  as  by 
other  careful  workers  in  this  field  tends  to  make 
one  question  the  completeness  of  the  conclusion 
that  short  wave  diathermy  is  indicated  for  the 
same  uses  as  conventional  diathermy  and  to 
assert  that  properly  selected  ultra-short  waves, 
generated  by  well  constructed  units  of  sufficient 
output,  supplement  the  usefulness  of  the  long 
wave  current  and,  in  many  serious  conditions,  is 
effective  where  conventional  diathermy  is  inef- 
ficient or  perhaps  even  contraindicated.  It  is  a 
source  of  satisfaction  to  know  that  Krusen 
very  recently  wrote:  “The  indications  for  the 

use  of  short  wave  diathermy  should  be  con- 
sidered, in  the  light  of  present  knowledge,  to  be 
the  same  as  those  for  the  use  of  conventional 
diathermy.  Further  studies  may  prove  that  other 
indications  do  exist.”  I stress  the  last  sentence 
and  venture  to  predict  that  further  studies  will 
prove  this. 

Dr.  Norman  E.  Titus,  New  York  City — I most 
heartily  endorse  everything  that  Dr.  Bucky  said. 
He  knows  diathermy  from  A to  Z and  appreciates 
its  true  worth.  This  does  not  mean  that  he  is  not 
expert  also  in  the  handling  of  short  wave,  and 
with  the  years  of  experience  back  of  him  his 
opinion  is  well  worth  taking  seriously. 

I had  many  points  about  Dr.  Coulter’s  paper  I 
wished  to  discuss  but  time  will  not  permit.  I 
must,  however,  mention  that  I disagree  with  him 
particularly  in  the  use  of  short  wave  in  infected 
processes.  I think  this  is  the  greatest  use  we 
have  for  short  wave,  whereas  diathermy  is  contra- 
indicated. 

I hope  that  at  the  meeting  of  the  American 
Congress  of  Physical  Therapy  in  Chicago  next 
September,  one-half  a day  will  be  given  to  a 
general  meeting  at  which  we  can  have  a sort  of 
debate  on  the  uses  and  abuses  of  short  wave  and 
diathermy. 

Dr.  Joseph  Echtman,  New  York  City — The 
paper  on  short  wave  diathermy  is,  no  doubt,  of 
interest.  I wish,  however,  to  emphasize  that 


various  physiologic  phenomena  that  may  appear 
during  or  after  treatment  especially  depending 
upon  the  skin  zones  where  the  active  electrode  is 
applied,  have  shown  that  there  is  a difference  in 
the  reactions,  between  short  wave  and  diathermy, 
if  one  studies  them  carefully.  Lichterman  and 
his  co-workers  who  studied  these  reactions  em- 
ployed conventional  and  short  wave  diathermy 
directing  the  energy  to  the  same  area  of  the  spinal 
column.  On  placing  the  active  electrode  in  the 
region  between  the  fourth  cervical  and  the  second 
thoracic  they  have  observed  a series  of  interesting 
physiologic  phenomena  of  which  I shall  mention 
the  following  because  of  their  great  clinical  im- 
portance: (1)  Diathermy  tends  to  lower  the 

intraocular  pressure  while  short  wave  causes  a 
tendency  to  increase  that  pressure.  (It  is  im- 
portant to  keep  this  in  mind  in  treating  patients 
suffering  from  glaucoma  or  detachment  of  the  ret- 
ina, and  for  cervicodorsal  spondylitis.)  (2)  Dia- 
thermy applied  to  that  zone  causes  a noticeable 
hypotensive  action.  Short  wave  does  not  cause 
any  noticeable  hypo-  or  hypertensive  action. 
Another  interesting  phenomenon  is  the  behavior 
of  short  wave  when  applied  to  the  region  of  the 
head  as,  for  instance,  in  the  treatment  of  sinus 
conditions  by  short  wave  diathermy.  When  one 
employs  the  thermocouple  he  may  find  in  many 
patients  the  temperature  at  the  end  of  the  seance 
to  be  less  than  that  at  the  beginning.  This  is 
because  the  lines  of  the  condenser  field  passing 
through  the  brain  may  affect  the  thermoregulat- 
ing center.  In  animals,  especially  when  higher 
intensities  were  employed,  a destruction  of  some 
cells  of  that  center  was  observed  (Slavsky).  Re- 
ferring to  the  employment  of  short  waves  in 
arthritis  and  bursitis  I can  state  that  according 
to  my  most  careful  observations,  short  wave 
does  not  materially  affect  calcified  (subdeltoid) 
bursitis  especially  if  the  air-spaced  method  is 
employed.  The  same  may  be  said  with  reference 
to  hypertrophic  arthritis  where  there  is  spur 
formation.  This  can  no  doubt  be  proved  by  a 
radiologic  study. 


A SAD  DAY 

It  will  be  a mighty  sad  day  for  the  American 
people  when  they  have  to  take  a doctor  because 
he  is  a good  politician,  or  when  groups  decide  to 
let  their  practice  to  the  lowest  bidder. — The 
Mississippi  Doctor. 


THE  CORN  ACKNOWLEDGED 

Baby  Ear  of  Corn:  “Mama,  where  did  I come 
from?” 

Mama  Ear  of  Corn:  “Hush,  dear;  the  stalk 

brought  you.” — Wisconsin  Retail  Grocer. 

Out  of  the  everywhere  into  the  ear? 


A PLEA  IN  BEHALF  OF  THE  ANOXEMIC  PATIENT 

John  H.  Evans,  M.D.,  Buffalo,  New  York 


There  is  no  doubt  that  thousands  of 
lives  could  be  saved  each  year  by  a 
better  understanding  of  oxygen  therapy. 
Anoxemia  is  frequently  a serious  com- 
plication of  many  diseases  and  conditions 
and  its  control  is  often  of  vital  impor- 
tance. Even  a slight  lowering  of  the 
blood  oxygen  in  a critically  ill  pneu- 
monia patient  may  tip  the  scales  to  the 
fatal  side.  Reports  by  experts  in  oxygen 
therapy  show  that  the  dosage  of  oxygen 
now  in  general  use,  namely,  “40  to  60 
per  cent,”  is  inadequate  for  the  success- 
ful treatment  of  severe  anoxemia.  As 
oxygen  is  a specific  for  anoxemia  when 
enough  is  given,  the  remedy  is  to  remove 
the  restrictions  which,  without  just  cause, 
have  been  placed  on  the  dosage  of  oxygen. 

An  attempt  will  be  made  to  show : 
(1)  that  40  to  60  per  cent  oxygen  fails 
to  restore  the  arterial  blood  oxygen  to 
its  normal  level  in  cases  of  severe  an- 
oxemia ; (2)  that  this  dosage  was  based  on 
a fallacious  theory;  (3)  that  the  so- 
called  “dangerous  percentages”  of  oxy- 
gen, namely,  those  between  80  and  100 
per  cent,  are  safe  and  necessary  for  the 
successful  treatment  of  anoxemia;  and 
(4)  that  even  when  there  is  no  cyanosis 
100  per  cent  oxygen  can  be  safely  ad- 
ministered continuously  throughout  the 
course  of  pneumonia. 

Failure  of  40  to  60  Per  Cent  Oxygen 

When  oxygen  therapy  is  being  ad- 
ministered by  a novice  and  the  clinician 
observes  that  his  patient  is  still  deeply 
cyanotic  even  while  under  the  oxygen 
tent,  he  may  be  inclined  to  attribute 
the  failure  to  faulty  application  of  the 
method  rather  than  to  the  low  concentra- 
tions of  oxygen  employed.  This  in- 
clination of  the  clinician  to  blame  the 
technic  rather  than  the  oxygen  per- 
centages is  supported  by  the  claim,  which 


has  appeared  from  time  to  time  in  our 
medical  journals,  that:  “The  adminis- 

tration of  40  to  60  per  cent  oxygen  to 
pneumonia  patients  suffering  from  acute 
anoxemia  raised  the  oxygen  saturation  of 
the  arterial  blood  to  or  near  the  normal 
value.”1 

It  will  be  shown  that  this  claim  is  not 
borne  out  by  the  facts,  as  the  following 
reports  by  experts  in  oxygen  therapy 
show. 

In  1921,  Barach  and  Woodwell2  re- 
ported 10  cases  of  pneumonia  to  whom 
oxygen  was  administered.  The  arterial 
blood  oxygen  was  restored  to  its  normal 
level  in  only  4 of  the  cases. 

In  1922,  Stadie3  reported  on  the  effect 
of  treating  8 cases  of  pneumonia  in  an 
oxygen  chamber:  “In  several  an  arterial 
unsaturation  of  35  to  50  per  cent  was 
quickly  relieved  and  the  blood  became 
almost  completely  saturated.  In  other 
cases  the  anoxemia  was  partially  re- 
lieved. In  some  instances,  despite  the 
administration  of  50  to  60  per  cent  of 
oxygen,  the  arterial  unsaturation  re- 
mained high.” 

In  1925,  Binger4  published  charts  which 
showed  the  effect  of  40  to  50  per  cent 
oxygen  on  the  anoxemia  of  5 pneumonia 
patients.  The  oxygen  failed  in  all  cases. 
The  nearest  approach  to  success  was 
when  in  1 case  the  cyanosis  was  abolished 
for  two  days  out  of  the  three  and  a half 
days  of  treatment. 

In  1926,  Barach5  reported  16  cases  of 
pneumonia  treated  with  40  to  60  per 
cent  oxygen.  In  the  report  he  states 
that  “in  only  two  cases  was  the  arterial 
oxygen  brought  to  the  normal  level.” 

In  1929,  Haines  and  Boothby6  reported 
91  cases  where  oxygen  was  given  following 
thyroidectomies.  Some  of  these  patients 
developed  pneumonia.  They  state:  “In 
65  of  the  91  cases  definite  cyanosis  was 
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present  on  the  patient’s  admission  to  the 
chamber The  cyanosis  was  con- 

trolled at  once  in  all  cases,  but  in  a few 
instances  it  reappeared  even  in  concentra- 
tions of  oxygen  from  50  to  60  per  cent 
as  the  pneumonia  progressed  in  both 
lungs.  In  cases  in  which  it  was  necessary 
to  use  progressively  higher  concentra- 
tions of  oxygen  to  control  the  cyanosis 
and  in  which  finally  it  was  impossible  to 
control  it,  all  the  patients  died.” 

Haines  and  Boothby  apparently  did 
not  exceed  60  per  cent  concentration  of 
oxygen  in  the  treatment  of  these  cases, 
as  Boothby7  in  1932  expressed  his  views 
on  oxygen  dosage  as  follows:  “The  con- 
centration of  oxygen  in  the  tent,  at  or 
near  the  sea  level,  should  never  exceed 
60  per  cent  and  should  preferably  be 
maintained  as  close  to  50  per  cent  as 
possible.” 

In  1929,  Barach1  reported  the  results 
obtained  by  the  administration  of  40 
to  60  per  cent  oxygen  to  100  anoxemic 
pneumonia  patients.  Each  case  is  re- 
ported separately,  but  Dr.  Barach  failed 
to  summarize  the  effect  of  the  oxygen 
on  cyanosis.  The  writer  will  attempt 
to  do  this  as  well  as  he  is  able  from  the 
data  submitted.  It  appears  that  the 
arterial  blood  oxygen  was  restored  to  its 
normal  level  in  only  3 cases;  in  51  cases 
it  was  restored  to  near  the  normal  level; 
while  in  46  cases  the  arterial  oxygen 
saturation  was  less  than  85  per  cent  even 
while  they  were  inhaling  the  oxygen,  and 
in  9 of  them  it  was  below  80  per  cent. 

According  to  Stadie8  there  is  a 93  per 
cent  death  rate  in  pneumonia  when  the 
arterial  blood  oxygen  falls  below  80  per 
cent.  This,  then,  may  be  called  the 
asphyxial  death  zone  in  pneumonia.  The 
fact  that  the  9 cases  of  Dr.  Barach’s  died 
substantiates  Stadie’s  observations.  In 
this  series  of  100  cases  there  were  45 
deaths  and  55  recoveries,  and  it  appears 
that  the  recovery  group  was  43.3  per 
cent  better  oxygenated  than  the  mortality 
group. 

The  Healthy  Animal  Theory 

As  “40  to  60  per  cent  oxygen”  was 
based  on  the  theory  that  the  clinical 


dosage  of  oxygen  could  be  determined  by 
experiments  upon  healthy  animals,  it  may 
appropriately  be  called  the  healthy  animal 
theory. 

This  theory  is  divisible  into  three 
parts,  all  of  which,  it  will  be  shown,  are 
contrary  to  fact. 

The  first  part  of  the  theory  assumes 
that  facts  concerning  human  beings  and 
the  lower  animals  are  interchangeable 
and  that  data  obtained  by  experiments 
upon  animals  would  therefore  apply 
to  humans. 

This  assumption  is  contrary  to  the 
facts,  as  there  has  never  been  any  uni- 
formity in  the  reactions  of  humans  and 
the  lower  animals  to  drugs  or  other 
therapeutic  agents.  Even  the  various 
species  of  animals  react  differently,  and 
facts  which  apply  to  one  do  not  neces- 
sarily fit  another.  For  example,  the 
anesthetic  dose  of  sodium  amytal  for  a 
human  could  not  be  determined  by  any 
of  the  lower  animals,  as  it  is,  per  kilo: 
for  a human,  8 mg.;  for  a rabbit,  45 
mg.;  for  a dog,  60  mg.,  and  for  a rat, 
90  mg.  Dogs  can  safely  tolerate  doses 
of  morphine  that  would  be  fatal  to 
humans.  It  requires  only  0.5  cc.  per 
kilo  of  air  when  injected  into  a vein  to 
kill  a rabbit,  but  15  cc.  per  kilo  is  re- 
quired to  kill  a dog.9  Many  more  such 
examples  could  be  cited. 

Unlike  humans,  the  animals  used  in  the 
experiments  were  covered  with  hair.  It 
has  been  found  that  when  a rabbit  is 
shaved  the  metabolic  rate  is  increased 
30  per  cent,10  which  should  mean  a 30 
per  cent  increase  in  oxygen  tolerance. 

It  is  apparent  that,  inasmuch  as  facts 
concerning  humans  and  the  lower  animals 
are  not  interchangeable,  the  only  way  to 
determine  human  tolerance  to  oxygen  is 
to  make  the  necessary  tests  on  human 
beings. 

The  second  part  of  the  theory  as- 
sumes that  if  a given  dosage  of  oxygen 
is  harmful  to  a healthy  animal,  it  would 
also  be  harmful  to  an  anoxemic  patient. 

Clinicians  are  constantly  giving  thera- 
peutic doses  that  would  be  detrimental 
or  fatal  to  healthy  animals  or  persons. 
Take,  for  example,  the  dosage  of  insulin 
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required  for  the  successful  treatment  of 
diabetic  coma,  the  large  amounts  of 
morphine  necessary  to  relieve  a patient 
suffering  severe  pain,  and  the  large 
volume  of  normal  salt  solution  that  can 
safely  be  injected  into  the  circulation 
of  the  shocked  or  exsanguinated  patient. 
The  dosage  in  these  cases  far  exceeds 
the  safe  dosage  for  normal  individuals. 

We  have  given  continuous  80  to  100 
per  cent  oxygen  to  dogs  suffering  from 
distemper  for  several  days  with  only 
beneficial  results. 

The  third  part  of  the  theory  assumes 
that  the  tolerance  of  healthy  animals  to 
oxygen  represents  dosage  for  the  treat- 
ment of  anoxemia. 

When  a vital  constituent  of  the  body, 
such  as  insulin  or  oxygen,  is  reduced 
from  normal,  the  term  dosage,  as  generally 
used,  is  the  amount  required  to  restore 
it  to  its  normal  level.  This  depends 
entirely  upon  the  degree  to  which  it  is 
reduced  and  has  nothing  whatever  to 
do  with  the  tolerance  of  healthy  animals. 
How  can  it  be  possible  to  determine  the 
required  dosage  of  insulin  or  oxygen  for 
the  treatment  of  diabetes  or  anoxemia  by 
observing  the  reactions  of  healthy  animals 
to  these  agents?  All  of  their  body  con- 
stituents are  up  to  par  and  all  that  can 
be  learned  is  how  much  in  excess  of  nor- 
mal they  can  tolerate. 

It  was  found  that  healthy  rabbits  could 
inhale  60  per  cent  oxygen  for  as  long  as 
four  months  without  harm.11  Had  these 
animals  been  anoxemic  their  tolerance  to 
oxygen  would  have  been  found  to  be 
much  greater. 

In  cases  of  anoxemia  we  have  to  con- 
sider: first,  the  dosage  required  to  re- 

store the  arterial  blood  oxygen  to  its 
normal  level ; second,  the  amount  beyond 
this  point  that  can  be  safely  tolerated. 
The  total  tolerance  of  such  an  animal 
would  be  the  usual  dosage  plus  the  toler- 
ance of  a healthy  animal. 

We  know  that  40  per  cent  will  restore 
the  blood  oxygen  to  normal  if  the  anoxe- 
mia is  of  mild  degree.  After  this  per- 
centage has  been  given  and  the  arterial 
blood  oxygen  is  at  the  same  level  as  that 
of  a healthy  animal,  there  is  still  an 


oxygen  tolerance  of  60  per  cent.  Adding 
the  40  and  the  60  we  find  that  an  animal 
with  only  a mild  degree  of  anoxemia  has 
a total  tolerance  of  100  per  cent  oxygen. 
If  it  requires  100  per  cent  oxygen  to 
restore  the  arterial  blood  oxygen  to 
normal,  it  is  logical  that  after  this  has 
been  accomplished  60  per  cent  more 
could  be  given  with  safety.  The  100 
per  cent  is  dosage,  as  that  term  is  used 
for  deficient  body  constituents,  and  the 
60  per  cent  is  the  amount  of  oxygen  which 
can  be  safely  inhaled  by  an  animal  with 
normal  blood  oxygen. 

In  order  to  administer  160  per  cent 
oxygen,  it  will,  of  course,  be  necessary 
to  give  it  under  pressure  greater  than 
that  of  the  atmosphere  at  which  pressure 
oxygen  is  generally  given. 

The  dosage  of  oxygen  has  been  curtailed 
to  fit  a theory  which  is  contrary  to  medical 
teaching  and  practice.  In  all  other 
therapies  we  are  taught  that  the  patient, 
and  not  a healthy  animal,  is  the  guide 
to  dosage.  In  practice  we  give  enough 
to  obtain  the  desired  results,  and  are 
not  interested  in  the  effect  which  the 
required  dosage  would  have  on  healthy 
animals. 

In  oxygen  therapy  the  reverse  is  the 
case.  The  dosage  is  governed  entirely 
by  the  reactions  of  healthy  animals  to 
oxygen,  and  the  objective,  which  should 
be  the  restoration  of  the  arterial  blood 
oxygen  to  normal,  is  lost  sight  of.  This 
is  accomplished  only  in  those  cases  where 
the  anoxemia  is  of  mild  or  moderate 
degree.  Apparently  the  reason  for  adopt- 
ing a separate  ruling  for  the  dosage  of 
oxygen  was  that  it  was  found  to  be  fatal 
to  healthy  animals.  On  this  basis  the 
same  ruling  should  be  applied  also  to 
insulin  since  it,  too,  cannot  only  be  fatal 
to  healthy  animals  but  to  humans  as 
well.12 

Healthy  animals  have  been  thrown 
into  fatal  convulsions  with  from  10  to 
16  units  of  insulin.13  If  the  healthy 
animal  theory  were  applied  to  insulin 
therapy,  the  maximum  dosage  would  be 
less  than  10  units,  which  would  be  suffi- 
cient dosage  perhaps  for  mild  cases  of 
diabetes.  However,  this  is  inadequate 
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for  the  treatment  of  severe  diabetes,  as 
many  times  the  fatal  dose  for  a healthy 
rabbit  is  often  required.  For  example, 
Joslin12  has  given  100  units  twice  a day 
intravenously  for  several  weeks  without 
a single  insulin  reaction.  The  maximum 
dose  of  insulin,  if  governed  by  the  healthy 
animal  theory,  would  be  as  ineffectual 
in  the  treatment  of  severe  diabetes  as  60 
per  cent  oxygen  is  for  severe  anoxemia. 

When  the  clinician  is  engaged  in  the 
duty  of  restoring  these  two  deficient 
body  constituents  to  their  normal  level, 
he  is  confronted  by  two  contrasting 
admonitions.  He  is  told  that  in  the 
treatment  of  diabetic  coma  the  danger  is 
in  giving  too  little  insulin,  and  that  in 
dealing  with  asphyxia  the  danger  is  in 
giving  too  much  oxygen. 

We  know  that  good  health  depends 
upon  keeping  the  vital  constituents  of 
the  body  at  their  normal  levels.  We 
know,  too,  that  death  may  result  when 
they  are  markedly  reduced.  The  ad- 
vocates of  the  healthy  animal  theory 
would  have  us  believe  that  in  cases  of 
severe  oxygen  want,  the  arterial  blood 
oxygen  cannot  be  restored  to  normal 
without  jeopardizing  the  life  of  the 
patient.  What  about  the  danger  to  life 
when  this  is  not  accomplished? 

When  the  dosage  of  oxygen  is  governed 
by  the  healthy  animal  theory,  oxygen 
therapy  is  prevented  from  functioning 
successfully  in  those  cases  where  it  is 
most  needed. 

The  40  Per  Cent 

Why  was  the  pre-eminently  safe  dosage 
of  60  per  cent  oxygen  reduced  to  40  per 
cent  for  the  treatment  of  mild  cases  of 
anoxemia?  No  reason  has  ever  been 
given.  At  least  it  was  not  based  upon 
clinical  or  experimental  data.  This  33V3 
per  cent  reduction  has  worked  to  the 
detriment  of  the  anoxemic  pneumonia 
patient. 

When  oxygen  therapy  is  instituted,  the 
anoxemia  may  be  mild  and,  as  recom- 
mended, only  40  per  cent  oxygen  given. 
However,  the  anoxemia  may  suddenly 
become  severe  due  to  new  involvement 
of  lung  or  to  pulmonary  edema,  and 


many  hours  may  elapse  before  the  patient 
is  again  seen  by  his  physician  and  the 
concentration  of  oxygen  raised  to  60 
per  cent.  During  this  time  he  has  suf- 
fered from  a certain  degree  of  anoxemia 
which  could  have  been,  even  according 
to  the  healthy  animal  theory,  safely 
avoided. 

Warnings 

The  clinician  has  been  influenced  not 
to  depart  from  the  dosage  of  “40  to  60 
per  cent  oxygen”  by  frequent  warnings 
such  as  the  following : “Very  rich  oxygen 
mixtures,  such  as  those  between  80  and 
100  per  cent,  have  repeatedly  been  shown 
to  produce  irritant  inflammatory  lesions 
in  the  lungs  when  used  continuously  for 
two  to  three  or  more  days.14 

Warnings  such  as  this  would  not  be  so 
potent  in  preventing  the  clinician  from 
giving  enough  oxygen  to  abolish  cyanosis, 
if  it  were  made  clear  that  the  “inflam- 
matory lesions”  had  not  been  produced 
in  the  lungs  of  anoxemic  patients  or 
animals,  but  only  in  the  lungs  of  healthy 
animals  in  which  oxygen  therapy  was 
not  indicated. 

In  1934,  Dr.  Barach  made  the  follow- 
ing statement:  “The  use  of  oxygen 

concentrations  between  90  and  100  per 
cent  in  human  beings  for  long  continuous 
periods  is  entirely  unwarranted  by  present 
experimental  data.  The  author  has  pre- 
viously expressed  his  disagreement  with 
the  advice  of  Evans  to  employ  these  very 
high  concentrations.” 

To  the  clinician  it  is  important  to  know 
whether  anoxemic  or  healthy  animals 
were  employed  in  securing  the  “experi- 
mental data.”  This  point  should  have 
been  made  clear. 

The  consolidation  of  lung  tissue  which 
can  be  produced  in  healthy  animals  with 
80  to  100  per  cent  oxygen  is  explained  by 
Binger15  as  follows:  “This  process  pos- 

sibly is  of  a protective  reaction  nature  on 
the  part  of  the  organism,  but  going  too 
far  culminates  in  death.” 

It  does  not  seem  proper  to  use  the 
term  “inflammatory  lesions”  when  re- 
ferring to  these  areas  of  consolidation, 
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since  there  is  no  fever  and  no  bacterial 
invasion. 

Defense  of  Theory  by  Dr.  Barach 

In  defense  of  the  healthy  animal 
theory,  Dr.  Barach,  in  1934,  said14: 
“The  argument  of  Dr.  Evans  that  in- 
vestigations of  the  effect  of  pure  oxygen 
in  animals  applies  only  to  normal  lungs 
and  would  therefore  not  apply  to  diseased 
lungs  seems  fallacious  to  me.  The  pneu- 
monia patient  may  have  only  one  or  two 
lobes  involved  and  the  rest  of  the  lungs 
normal.  There  is  every  reason  to  believe 
that  pure  oxygen  administered  for  two 
or  more  days  would  cause  pulmonary 
irritation  and  edema  in  these  normal 
lungs.”  Dr.  Barach  has  apparently  over- 
looked the  fact  that  there  is  no  normal 
lung  tissue  in  a patient  suffering  from 
pneumonia.  It  is  true  that  the  con- 
solidated areas  are  more  diseased  than 
the  rest  of  the  lungs,  but  it  is  only  one 
of  degree.  The  tissue  which  Dr.  Barach 
terms  “these  normal  lungs”  is  charac- 
terized by  fever,  abnormal  cell  chemistry, 
toxemia,  possibly  anoxemia  or  bacteremia, 
and  an  accelerated  metabolic  rate.  None 
of  the  requirements  for  normal  lungs  are 
present  in  these  so-called  uninvolved 
areas. 

Since  there  is  no  normal  lung  tissue 
in  pneumonia,  the  healthy  animal  theory 
does  not  apply,  and  Dr.  Barach’ s pre- 
diction regarding  pulmonary  edema  can 
be  disregarded. 

The  70  Per  Cent 

It  appears  that,  according  to  the 
healthy  animal  theory,  70  per  cent  oxygen 
should  have  been  included  in  the  dosage. 
At  least,  no  conclusive  evidence  has  been 
produced  to  classify  it  as  “dangerous.” 

In  1926,  Dr.  Barach11  subjected  2 
healthy  rabbits  to  70  per  cent  oxygen. 
At  the  end  of  three  weeks  (exp.  8)  one 
of  them  “appeared  active  and  well”  and 
had  gained  170  Gm.  in  weight.  This 
rabbit  was  then  used  for  another  experi- 
ment. The  other  rabbit  (exp.  5)  was 
apparently  active  and  well  for  twelve 
days,  as  there  is  nothing  in  the  record  to 
the  contrary.  However,  on  the  twelfth 


day  the  flow  of  oxygen  into  the  chamber 
was  accidently  shut  off  and  the  rabbit 
died  of  asphyxia.  Apparently  there  was 
nothing  found  at  the  autopsy  that  could 
not  be  explained  by  the  slow  asphyxial 
death.  However,  it  was  thought  that 
“70  per  cent  oxygen  appeared  responsible 
for  serious  exudate  into  the  alveoli.” 

Apparently  it  was  on  this  fine  dis- 
crimination in  the  interpretation  of  the 
autopsy  findings  that  70  per  cent  oxygen 
was,  for  eight  years,  excluded  from  the 
clinical  dosage. 

Eight  other  rabbits  were  used  during 
this  investigation  to  test  their  reactions 
to  various  concentrations  of  oxygen,  and 
in  his  summary  Dr.  Barach  said:  “On 

the  basis  of  the  above  experiments,  the 
highest  concentration  of  oxygen  com- 
patible with  safety  should  be  regarded  as 
60  per  cent.” 

In  1934,  Dr.  Barach14  modified  his 
previous  views  as  follows:  “There  are 

especially  severe  cases  in  which  concen- 
trations as  high  as  70  per  cent  may  be 
used  continuously  for  two  to  three  days 
or  more.” 

Dr.  Sayers’  Experiment  with 
100  Per  Cent  Oxygen 

It  was  formerly  thought  that  if  100  per 
cent  oxygen  were  inhaled  for  more  than 
a very  brief  period  of  time  serious  damage 
to  the  lungs  would  result. 

In  1925,  the  writer  personally  inhaled 
pure  oxygen  for  four  hours  a day  for 
several  days  without  harmful  effects. 
This  was  done  in  order  to  find  a safe 
dosage  for  the  treatment  of  diseases  not 
complicated  by  anoxemia. 

In  1928,  Sayers16  found  that  healthy 
animals  (rabbits,  guinea  pigs,  and  white 
rats)  could  safely  inhale  pure  oxygen  for 
sixteen  hours  a day  for  at  least  fifty 
consecutive  days,  thus  materially  changing 
previously  conceived  notions  regarding 
the  toxicity  of  oxygen  in  healthy  animals. 

Dr.  Sayers’  experiment  opened  up  new 
possibilities  for  the  advocates  of  the 
healthy  animal  theory.  However,  it  did 
not  appear  to  attract  attention  until 
several  years  later,  although  it  was  pub- 
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fished  by  the  author  several  times,  the 
first  being  in  1928. 17 

Proposed  Change  in  Oxygen  Dosage 

In  1936,  Dr.  Barach18  published  the 
results  of  an  investigation  based  on 
Sayers’  experiment:  “Dr.  Sayers,  in 

unpublished  work,  shows  that  animals 
can  five  in  pure  oxygen  sixteen  hours  a 
day  without  harmful  effects,  I have  con- 
firmed Dr.  Sayers’  work  but  have  also 
shown  that  if  animals  are  kept  in  50  per 
cent  oxygen  instead  of  air  the  remainder 
of  the  time,  pulmonary  edema  develops. 
However,  it  appears  safe  from  animal 
experiments  to  administer  from  90  to  100 
per  cent  oxygen  for  ten  or  twelve  hours 
a day  and  50  per  cent  oxygen  the  rest  of 
the  time.” 

Dr.  Barach  still  continues  to  stick 
tenaciously  to  the  theory  that  oxygen 
dosage  must  be  based  on  the  reactions  of 
healthy  animals  only. 

The  alternate  use  of  100  per  cent  and 
50  per  cent  oxygen  may  be  satisfactory 
for  mild  cases  of  anoxemia  provided  there 
is  no  danger  of  a sudden  increase  in  the 
degree  of  anoxemia.  This  method,  how- 
ever, will  not  be  practical  or  desirable 
for  cases  of  severe  anoxemia,  if  con- 
tinuous normal  oxygenation  of  the  blood 
is  the  objective  sought. 

Suppose  this  alternating  dosage  had 
been  used  for  the  9 cases  of  Dr.  Barach’s 
in  which  the  arterial  blood  oxygen  was 
below  80  per  cent  in  spite  of  the  40  to  60 
per  cent  oxygen.  For  twelve  hours  they 
would  be  in  the  recovery  zone  with  a 
bright  pink  color,  and  in  the  asphyxial 
death  zone  for  the  following  twelve 
hours  with  a deeply  cyanotic  color. 

In  the  carrying  out  of  any  method  of 
treatment  the  psychology  of  the  patient 
must  be  taken  into  consideration.  It 
will  be  difficult  to  persuade  a patient, 
after  he  has  been  free  from  dyspnea  for 
twelve  hours,  that  it  is  to  his  advantage 
to  suffer  from  it  for  50  per  cent  of  the 
time.  # 

Clinical  History  of  Oxygen 

Beddoes19  was  the  first  to  investigate 
the  therapeutic  value  of  oxygen.  His 


research,  which  extended  from  1793  to 
1801,  included  other  gases  as  well.  He 
found  that  oxygen  was  valuable  in  the 
treatment  of  various  diseases  and  condi- 
tions. He  was  the  first  to  substitute  a 
fight  gas  for  the  nitrogen  of  the  air  in 
the  treatment  of  asthma.  He  said:  “In 
asthma  it  is  extraordinary  that  oxygene, 
hydrogene,  and  hydrocarbonate,  should 
have  afforded  relief.” 

No  interest  was  again  taken  in  oxygen 
therapy  until  1917,  when  Barcroft20  began 
treating  gassed  soldiers  with  40  to  50 
per  cent  oxygen.  His  favorable  report 
on  23  cases  appeared  in  1920. 

This  gave  an  impetus  to  other  investi- 
tigators,  and  reports  on  the  effect  of  40 
to  60  per  cent  oxygen  in  pneumonia  soon 
followed. 

The  writer  began  the  use  of  the  so- 
called  dangerous  percentages  of  oxygen 
with  mingled  doubts  and  hopes.  In 
1923,  100  per  cent  oxygen  was  given  for 
three  minutes  out  of  every  five  to  a mori- 
bund pneumonia  patient.  The  treat- 
ment was  begun  on  the  sixth  day  of  the 
disease  and  the  patient  died  on  the 
eleventh.  Apparently  the  oxygen  pro- 
longed fife. 

In  1925,  continuous  80  to  85  per  cent 
oxygen  was  given  to  2 apparently 
hopeless  cases  of  pneumonia  for  ten 
and  fourteen  days,  respectively.  Both 
recovered.21  One  of  these  cases  had 
marked  abdominal  distension,  and  enemas 
had  been  unsuccessful.  Twenty-four 
hours  after  oxygen  therapy  was  begun, 
the  distension  had  disappeared  and  the 
bowels  again  became  active. 

In  1926,  a patient  with  complete  post- 
operative collapse  of  the  right  lung  was 
given  continuous  100  per  cent  oxygen 
for  seven  days  with  recovery.  The 
expiratory  valve  was  so  regulated  that 
there  was  a slight  positive  pressure  during 
exhalation.  X-rays  taken  every  other 
day  showed  increasing  areation  of  the 
lung.21 

Since  then  100  per  cent  oxygen  has  been 
the  percentage  of  choice  and  none  of  the 
predicted  disastrous  effects  have  ever 
resulted.  When  pure  oxygen  is  given 
by  means  of  a properly  fitting  mask  there 
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is  little,  if  any,  air  dilution.  Tests  show 
the  concentration  to  vary  from  90  to 
96.8  per  cent,  when  the  oxygen  is  taken 
from  under  the  mask. 

Over  800  cases  of  anoxemia  have  been 
given  continuous  100  per  cent  oxygen. 
These  included  pneumonia,  pulmonary 
emboli,  asthma,  atelectasis,  empyema, 
cardiac  decompensation,  coronary  throm- 
bosis, and  many  other  conditions  in 
which  anoxemia  is  a complicating  factor. 

There  were  510  cases  of  pneumonia, 
only  a small  percentage  of  which  were 
given  oxygen  by  the  tent  method.  When 
it  was  necessary  to  use  the  tent,  70  per 
cent  oxygen  was  given,  which  is  the 
maximum  concentration  possible  with 
this  method  unless  a wasteful  amount  of 
oxygen  is  used. 

The  difference  between  the  clinical 
results  of  70  per  cent  and  100  per  cent 
oxygen  has  been  demonstrated  in  many 
cases  in  which  the  70  per  cent  oxygen 
failed  to  abolish  cyanosis.  The  increased 
oxygen  not  only  abolished  the  cyanosis 
and  made  the  patient  more  comfortable, 
but  usually  had  a pronounced  beneficial 
effect  on  the  temperature,  pulse,  and 
respiratory  rates. 

Some  of  the  cases  were  given  100  per 
cent  oxygen  continuously  for  from  two 
to  three  weeks,  the  longest  being  twenty- 
eight  days.  Many  of  the  patients  were 
so  desperately  ill  that  two  oxygen 
machines  were  used  so  that  the  treat- 
ment was  not  interrupted  while  the 
cylinders  were  being  changed. 

The  best  results  in  pneumonia  have 
been  obtained  when  100  per  cent  oxygen 
was  given  continuously  from  the  very 
beginning  of  the  disease  whether  cyanosis 
was  present  or  not.  In  many,  the  course 
of  the  disease  seemed  to  have  been 
shortened. 

There  are  several  reasons  for  routinely 
giving  100  per  cent  oxygen,  rather  than 
only  that  percentage  which  will  restore 
the  blood  oxygen  to  normal. 

It  is  a safeguard  against  any  sudden 
increase  in  the  anoxemia.  It  gives  the 
greatest  reduction  in  heart22  and  respira- 
tory rates  and  keeps  the  bronchial  tubes 
freer  of  secretions  than  the  lesser  per- 


centages. In  our  experience  the  sedative 
action  of  oxygen  on  cough  is  more  marked 
as  the  concentration  is  increased.  Some 
of  the  patients  stopped  coughing  al- 
together after  the  first  hour.  During  this 
first  hour  the  cough  was  more  productive, 
but  when  the  mucus  was  once  removed, 
it  did  not  often  return.  Kidney  function 
is  maintained  at  its  maximum.23 

Apparently  these  advantages  help 
nature  in  building  up  an  immunity.  It 
is  probable  that  the  deleterious  effect  of 
oxygen  on  certain  bacteria  increases  as  the 
percentage  of  oxygen  is  increased,  which 
also  applies  to  the  oxidation  of  toxins. 

The  importance  of  instituting  oxygen 
therapy  at  the  onset  of  the  pneumonia 
cannot  be  too  strongly  emphasized. 

In  a previous  paper24  it  has  been  shown 
that  the  mortality  rate  apparently  in- 
creases in  proportion  to  the  delay  in 
starting  oxygen  therapy;  it  was  also 
pointed  out  that  the  death  rate  in  77 
cases  where  oxygen  therapy  was  begun 
on  the  first  day  of  the  disease  was  only 
3.8  per  cent. 

Oxygen  for  Pneumonia 
Uncomplicated  by  Cyanosis 

In  some  of  the  cases,  continuous  100 
per  cent  oxygen  was  given  from  the 
beginning  to  the  end  of  the  pneumonia, 
during  which  time  cyanosis  was  not  at 
any  time  a complicating  factor.  The 
good  results  obtained  in  these  cases  have 
convinced  us  that  pneumonia  in  itself  is 
an  indication  for  oxygen  therapy. 

A natural  question  to  ask  is : “Why  give 
oxygen  when  the  arterial  blood  oxygen 
is  already  normal  ?”  The  answer  is  to 
conserve  the  energy  and  vitality  of  the 
heart. 

Benedict  and  Higgins22  found  “no 
material  change  in  the  pulse  rate  of 
normal  individuals  when  the  oxygen 
inhaled  was  raised  to  40  per  cent;  a 
slight  though  noticeable  slowing  oc- 
curred when  60  per  cent  was  inhaled  and 
a very  positive  slowing  when  90  per  cent 
was  administered.” 

When  100  per  cent  oxygen  is  inhaled 
the  blood  plasma  contains  five  times  the 
normal  amount  of  oxygen,  and  the  normal 
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96  per  cent  saturation  of  the  hemoglobin 
is  raised  to  100  per  cent.  The  lessening 
or  abolishing  of  the  cough  is  another 
important  factor  in  conservation  of 
energy. 

It  may  also  be  asked:  “Is  it  safe  to 
give  continuous  100  per  cent  oxygen  to 
pneumonia  patients  when  there  is  no 
anoxemia?”  There  are  two  factors  in 
pneumonia  which  increase  the  patient’s 
tolerance  to  oxygen,  namely,  the  increase 
in  the  metabolic  rate  and  the  lung 
pathology.  For  every  degree  of  fever 
there  is  a 5 per  cent  increase  in  the  meta- 
bolic rate.  Smith25  in  1899  showed  that 
mice  whose  lungs  were  damaged  could 
tolerate  markedly  higher  tensions  of 
oxygen  than  those  with  normal  lungs. 
Clinically,  we  have  found  it  not  only  to 
be  a safe  procedure,  but  also  markedly 
beneficial  and  appreciated  by  the  patients. 

The  prognosis  in  a disease  such  as 
pneumonia  is  dependant  upon  many  fac- 
tors, such  as  the  previous  health  of  the 
patient,  age,  type  of  infection,  bactere- 
mia, and  complications.  It  is  possible 
in  nearly  all  cases  to  prevent  one  of  the 
most  serious  of  these  complications, 
namely  anoxemia. 

The  serum  treatment  of  pneumonia 
is  not  a contraindication  for  the  use  of 
oxygen.  We  have  found  that  the  same 
reasons  for  using  oxygen  apply  whether 
serum  is  given  or  not. 

Subcutaneous  Oxygen 

There  was  a small  percentage  of  our 
cases  in  which  the  lung  involvement  was 
so  extensive  that  even  100  per  cent 
oxygen  failed  to  abolish  all  of  the  cyano- 
sis. In  some  of  these  we  supplemented  the 
inhalation  oxygen  by  the  injection  of 
large  amounts  of  oxygen  under  the  skin. 
We  found  that  the  subcutaneous  oxygen 
was  usually  helpful  in  abolishing  the 
residual  cyanosis,  provided  that  the  cir- 
culation had  not  begun  to  fail.26  Appar- 
ently good  peripheral  circulation  is  neces- 
sary for  the  absorption  of  the  oxygen. 

It  is  true  that  the  amount  of  oxygen 
absorbed  per  minute  by  the  subcutaneous 
method  is  so  small  that  its  beneficial 
effect  on  cyanosis  cannot  be  explained, 


yet  there  is  abundant  clinical  evidence 
in  its  favor. 

Methods  of  Administration 

We  use  the  McKesson  oxygen  ap- 
paratus in  administering  100  per  cent 
oxygen  for  two  reasons.  First,  it  econo- 
mizes on  oxygen  because  the  flow  auto- 
matically shuts  off  during  exhalation,  and 
second,  the  interruption  in  the  oxygen 
flow  is  appreciated  by  the  patient,  as  a 
constant  flow  may  be  annoying.  In 
order  to  administer  oxygen  successfully 
by  this  method  the  mask  must  be  prop- 
erly fitted  to  the  face,  the  volume  of 
oxygen  correct,  and  the  spring  on  the 
expiratory  valve  regulated  so  exhalation 
is  easy.  In  cases  of  pulmonary  edema 
or  atelectasis  slightly  increased  pressure 
is  indicated.  The  best  way  to  gain  the 
necessary  knowledge  to  operate  the  ap- 
paratus is  by  the  physician  himself  in- 
haling oxygen  daily  for  several  days. 
When  continuous  oxygen  is  given,  a 
check  up  on  the  apparatus  should  be  made 
two  or  three  times  a day. 

Tent 

If  for  any  reason  it  is  not  possible  to 
employ  the  mask  method,  we  use  a small 
tent  which  we  have  made  for  our  use. 
There  is  good  visibility  and  because  of 
the  small  space  the  oxygen  concentration 
is  quickly  built  up  to  70  per  cent.  Cir- 
culation is  maintained  in  the  tent  by  the 
oxygen  being  forced  under  high  pressure 
through  very  small  holes,  and  then 
diverted  to  the  patient’s  face  by  means  of 
a deflector. 

Very  rarely  have  we  found  it  necessary 
to  use  an  ice-cooled  tent.  It  is  question- 
able whether  the  low  temperatures  in 
these  tents  are  desirable,  especially  for 
patients  at  either  extremes  of  life  or 
where  the  fever  is  not  high. 

Three  large  cylinders  of  oxygen  con- 
nected by  a manifold  is  usually  enough 
for  twenty-four  hours,  regardless  of  the 
method  employed. 

Conclusions 

1.  For  the  successful  treatment  of 
severe  anoxemia  “40  to  60  per  cent 
oxygen”  is  inadequate  dosage. 
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2.  The  generally  accepted  dosage  of 
“40  to  60  per  cent  oxygen”  is  based  on  a 
fallacious  theory. 

3.  Continuous  100  per  cent  oxygen 
can  be  safely  administered  in  pneumo- 
nia with  gratifying  results  regardless  of 
cyanosis. 

4.  Subcutaneous  oxygen  may  some- 
times be  a valuable  adjuvant  to  inhala- 
tion oxygen  in  the  treatment  of  anoxemia. 

In  closing,  I wish  to  express  my  ap- 
preciation of  the  valuable  services  of 
my  partner  Dr.  C.  J.  Durshordwe,  who, 
during  the  past  ten  years,  assisted  in  this 
clinical  research,  and  also  for  those  of 
Dr.  George  M.  Shearer,  who  assisted 
during  1926  and  1927. 

I also  wish  to  thank  the  Linde  Air 
Products  Co.  for  their  generous  con- 
tributions of  oxygen  which  made  the 
early  part  of  this  work  possible. 

519  Franklin  Street 
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A SHORTAGE  OF  SYPHILOLOGISTS 
Approximately  1 per  cent  of  the  100,000  pro- 
spective brides  and  bridegrooms  examined  since 
July  1 under  the  Desmond-Breitbart  premarital 
medical  examination  law  were  found  to  be  in- 
fected with  syphilis,  State  Senator  Thomas  C. 
Desmond  announced  at  the  National  Social 
Hygiene  day  dinner  in  Schenectady. 

“It  is  also  a reasonable  belief,”  Senator  Des- 
mond said,  “that  other  thousands,  aware  of  their 
infection,  delayed  marriage  until  they  could  be 
certain  of  passing  the  required  tests.” 

Senator  Desmond  said,  in  part : 

“The  next  steps  in  the  fight  on  syphilis  should 
be  establishment  of  more  public  health  clinics, 


better  training  of  doctors  in  new  methods  of 
diagnosis  and  cure  of  syphilis,  and  continuance 
of  educational  programs  to  prevent  the  spread 
of  venereal  disease. 

“Despite  marked  progress  in  general  medical 
practice,  a lamentable  fact  is  that  far  too  many 
doctors  are  unfamiliar  with  the  most  modern 
methods  of  either  diagnosis  or  treatment  of 
venereal  disease. 

“The  work  that  the  New  York  State  depart- 
ment of  health  is  doing  to  educate  doctors  in 
the  technical  aspects  of  syphilis  is  commend- 
able, and  should  be  extended.  There  is  a 
shortage  of  competent  syphilologists.” 


PRACTICAL  EPIDEMIOLOGY  OF  GONOCOCCIC 
INFECTIONS  IN  CHILDREN 


Theodore  Rosenthal,  M.D.  and  Joseph  Weinstein,  M.D.,  M.S.P.H., 

New  York  City 

( Director  and  Medical  Consultant , Respectively,  Bureau  of  Social  Hygiene,  Department  of  Health, 

New  York  City) 


There  has  been  a growing  apprecia- 
tion recently  by  public  health  authori- 
ties in  the  United  States  of  the  impor- 
tance of  gonorrhea  as  a public  health  prob- 
lem. The  Advisory  Committee  to  the 
United  States  Public  Health  Service1 
strongly  recommended  that  gonorrhea 
be  given  a place  with  syphilis  in  any 
effective  program  for  venereal  disease 
control.  Among  other  provisions,  the 
need  for  research  on  the  epidemiology  of 
gonococcic  infections  was  pointed  out. 
In  a round-table  discussion,2  the  Advisory 
Council  of  the  Milbank  Memorial 
Fund,  devoted  much  attention  to  the 
importance  of  epidemiologic  investiga- 
tion in  the  control  of  gonorrhea.  Special 
consideration  was  given  to  the  methods  of 
spread  of  the  disease  in  female  children, 
and  the  prevention  of  gonococcic  ophthal- 
mia in  the  newborn. 

Gonococcic  infection  in  children  has 
long  been  recognized  as  an  epidemic  dis- 
ease. Atkinson,3  in  1878,  one  year  before 
Neisser  discovered  and  described  the 
gonococcus,  reported  an  institutional 
outbreak  in  Baltimore  in  which  6 cases 
of  vulvovaginitis  in  children,  all  of 
whom  slept  in  the  same  dormitory,  oc- 
curred. Investigation  disclosed  the  fact 
that  during  the  night  the  girls  would 
creep  into  bed  occasionally  with  one  an- 
other; the  spread  of  the  infection  was 
ascribed  to  this  intimate  contact.  Coin- 
cident with  the  occurrence  of  these  vulvi- 
tis cases,  there  were  also  3 cases  of 
ophthalmia,  which  had  prevailed  in  the 
institution  for  eighteen  months  preceding 
the  appearance  of  the  vulvovaginitis. 
The  origin  of  the  latter  cases  was  ac- 
counted for  by  the  ocular  discharge  being 


conveyed  to  the  genitals  of  the  younger 
children,  most  probably  by  the  fingers  of 
some  of  the  older  girls. 

Prevalence  and  Distribution  of  Gonor- 
rhea in  Children  in  New  York  City 

It  is  impossible  to  state  definitely, 
from  case  reports  alone,  how  much  gonor- 
rhea exists  among  children  in  New  York 
City.  Generally  speaking,  the  disease 
occurs  endemically  with  a tendency  to 
spread  in  localized  epidemics.  It  is  un- 
doubtedly more  prevalent  among  children 
of  tenement  households,  where  unhy- 
gienic and  overcrowded  conditions  co- 
exist. Wehrbein,4  in  her  study  of  721 
reported  cases  of  gonorrhea  in  children 
under  16  years  of  age,  stated  that  16.36 
per  cent  occurred  in  boys  and  83.64  per 
cent  in  girls;  75.59  per  cent  were  classi- 
fied as  vaginitis,  15.25  per  cent  as  ure- 
thritis, and  9.16  per  cent  as  gonorrheal 
ophthalmia.  The  highest  peak  (32.35 
per  cent)  in  the  vaginitis  group  occurred 
in  girls  6 to  10  years  of  age. 

It  is  interesting  to  note  that,  while  in 
Wehrbein’s  study  the  incidence  of  gonor- 
rhea in  girls  was  more  than  five  times  as 
high  as  in  boys,  data  compiled  by  the 
United  States  Public  Health  Service6 
indicate  that  of  the  total  number  of 
cases  of  gonorrhea  under  treatment  in 
the  population  as  a whole,  74  per  cent 
occurred  in  males  and  26  per  cent  in 
females.  The  higher  incidence  of  gonor- 
rhea in  males  as  compared  with  females 
in  the  total  population  probably  pre- 
vails also  in  New  York  City.  Thus,  the 
number  of  recognized  cases  of  gonorrhea 
is  higher  in  female  than  in  male  child- 
ren, while  the  reverse  condition  exists 
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in  adults.  Of  12,935  reported  cases  of 
gonorrhea  in  New  York  City  for  the 
calendar  year  of  1938,  75  per  cent  were 
males  and  25  per  cent  females.  In  the 
age  group  1 to  14  years,  there  were  61 
males  and  343  females. 

Clarke6  has  pointed  out  that  numerous 
cases  of  gonorrhea  in  little  girls  are  yearly 
reported  to  the  Department  of  Health, 
and  that  there  are  probably  many  unre- 
ported and  undiagnosed  cases  among 
the  poor  in  New  York  City. 

Berens7  quotes  statistics  from  the 
Woman’s  Hospital  in  New  York  City 
showing  that  out  of  a total  of  6,918  in- 
fants born  in  that  institution  during  a 
five-year  period  (1933-1937),  1.5  per 
cent  developed  ophthalmia  neonatorum; 
3.85  per  cent  of  these  cases  were  due  to 
gonococcus  infections. 

In  a group  of  113  cases  of  gonorrhea  in 
female  children  studied  by  Brunet  and 
others,8  where  family  contacts  were  ex- 
amined, positive  infections  of  more  than 
one  person  in  the  household  were  dis- 
covered in  92  per  cent  of  the  cases.  Sixty 
per  cent  of  the  mothers  of  these  children 
showed  positive  evidence  of  gonorrhea; 
the  remaining  mothers  had  signs  of 
chronic  leukorrhea;  75  per  cent  of  the 
fathers  examined  were  infected.  Thus, 
in  the  vast  majority,  i.e.,  92  per  cent 
of  the  cases  in  this  study,  the  presumed 
source  of  infection  was  found  in  the 
family;  in  a small  minority,  i.e.,  8 per 
cent  of  the  cases,  it  was  found  outside  the 
family. 

Case  Investigation 

Nelson9  has  pointed  out  that  the  epi- 
demiology of  gonorrhea  should  be  much 
simpler  than  that  of  syphilis.  The  in- 
cubation period  of  the  one  is  a few  days, 
while  that  of  the  other  may  be  several 
weeks.  With  a fresh  infection,  a short 
incubation  period  of  gonorrhea  limits 
the  number  of  persons  to  one  or  two  who 
must  be  approached  and  examined  as 
possible  sources  of  infection.  The  con- 
finement of  infectious  lesions  of  gonor- 
rhea to  the  genitalia  limits  case  finding 
to  sex  contacts,  whereas,  an  extragenital 


primary  or  secondary  syphilitic  lesion 
may  demand  the  observation  of  several 
nonsexual  as  well  as  sexual  contacts. 

The  importance  of  gonorrhea  as  a 
major  public  health  problem  was  duly 
recognized  by  Health  Commissioner  Rice 
in  planning  the  venereal  disease  control 
program  in  New  York  City.  With 
reference  to  case  finding,  definite  pro- 
cedures were  established  whereby,  like 
early  syphilis  cases  each  newly  diagnosed 
case  of  gonorrhea  reported  to  the  Bureau 
of  Social  Hygiene  is  carefully  investi- 
gated as  to  the  possible  source  of  infec- 
tion and  other  contacts  within  and  out- 
side the  household  and  family.  Special 
efforts  are  directed  toward  the  discovery 
of  gonococcic  infections  in  children.  When 
an  adult  is  found  to  have  gonorrhea,  search 
is  made  for  infection  of  children  in  the 
home.  When  a child  has  gonorrhea, 
infection  is  sought  in  other  members  of 
the  household  and  in  closely  associated 
school  contacts. 

Generally,  cases  of  gonorrhea  are  in- 
vestigated by  public  health  nurses  act- 
ing as  nurse-epidemiologists  or  by  trained 
male  investigators.  Special  problems, 
however,  such  as  outbreaks  of  gonorrhea 
in  public  and  parochial  schools,  or  in 
children’s  institutions  and  camps,  as 
well  as  cases  of  ophthalmia  neonatorum, 
are  assigned  to  physician-epidemiologists 
for  proper  study  and  follow-up. 

Each  original  patient  is  personally 
interviewed  by  an  epidemiologist  or 
social  worker  for  the  purpose  of  ascer- 
taining the  identity  of  the  person  from 
whom  he  may  have  contracted  the  dis- 
ease, and  the  identity  of  the  individuals 
to  whom  he  may  have  transmitted  his 
infection.  In  the  case  of  children,  they, 
as  well  as  the  parents,  are  very  tactfully 
interviewed  for  the  necessary  information. 

Home  visits  are  made  to  induce  the 
suspected  source  and  other  contacts  to 
submit  to  examination,  and  to  treatment 
if  found  infected.  They  are  advised  to 
go  to  a private  physician,  or  referred  to  a 
hospital  or  the  nearest  Health  Depart- 
ment treatment  center,  if  unable  to  pay 
for  private  medical  services.  Tact,  kind- 
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Fig.  1,  Case  1. 


ness,  and  a sympathetic  attitude  are 
essential  in  order  to  gain  the  confidence 
and  cooperation  of  the  patient  and  others 
concerned.  By  the  use  of  persuasive 
methods  it  is  usually  possible  to  secure 
the  desired  information  and  to  induce 
the  contacts  to  submit  to  examination  and 
treatment  if  needed. 

The  same  procedures  apply  to  all  cases 
of  gonorrhea  in  the  course  of  epidemio- 
logic investigation,  whether  referred  by 
private  physicians,  Health  Department 
clinics,  municipal,  and/or  voluntary  hos- 
pitals and  clinics.  In  the  follow-up  of 
patients  at  the  request  of  private  physi- 
cians, nurses  present  themselves  as  com- 
ing from  the  doctor.  Medical  epidemi- 
ologists usually  obtain  the  best  results 
with  both  physicians  and  patients  by 
representing  themselves  as  agents  of  the 
Health  Department. 

Cases  involving  sex  offenses  against 
children  are  referred  to  the  police  authori- 
ties for  investigation  and  action  from 
the  criminologic  point  of  view.  Search 
for  suspected  sources  of  infection  and 
contacts  is  continued. 

Case  Reports 

The  following  case  reports  are  offered 
as  illustrations  of  the  practicability  of 
epidemiologic  investigation  of  gonococcic 
infections  in  children  in  New  York  City. 

Case  1. — A colored  man,  40  years  of  age,  was 
admitted  to  a Health  Department  social  hy- 
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giene  clinic  with  a diagnosis  of  acute  gonor- 
rheal urethritis.  He  gave  a history  of  two 
previous  infections  and  stated  that  each  time 
the  symptoms  of  gonorrhea  followed  exposure 
to  a clandestine  prostitute.  His  wife  was  ex- 
amined and  was  found  to  have  a gonorrheal 
endocervicitis.  Two  of  his  daughters,  aged  4 
and  5 years,  respectively,  were  found  to  be  suffer- 
ing from  gonorrheal  vaginitis.  Two  other  girls 
in  the  family  fortunately  presented  no  evidence 
of  infection  on  repeated  examinations. 

The  father  had  apparently  infected  the 
mother,  while  two  of  the  children  had  probably 
contracted  the  disease  through  indirect  unhy- 
gienic contact  with  their  infected  parents. 

Case  2. — A 13-year-old  white  boy  was  admitted 
to  the  clinic  because  of  a gonorrheal  urethritis. 
He  denied  sexual  intercourse,  and  the  source  of 
his  infection  could  not  be  determined.  About 
six  weeks  later,  two  of  his  sisters,  aged  7 and  9 
years,  respectively,  were  brought  under  treat- 
ment for  gonorrheal  vaginitis.  The  mother, 
two  older  sisters  aged  14  and  18  years,  and  a 12- 
year-old  brother,  were  each  carefully  examined 
and  found  to  be  apparently  free  from  infection. 
On  careful  inquiry,  it  was  revealed  that  all  the 
children  in  the  household  were  sleeping  together 
because  of  a shortage  of  bedding.  It  was,  there- 
fore, assumed  that  the  infection  in  this  case  had 
probably  spread  from  one  child  to  another 
through  the  medium  of  bedclothes  freshly  soiled 
with  gonorrheal  discharges. 

Case  3. — A colored  boy,  aged  13  years,  de- 
veloped an  acute  gonorrheal  urethritis  following 
exposure  to  an  8-year-old  school  girl.  The 
latter  was  examined  and  proved  to  have  a 
gonorrheal  vaginitis.  A brother  and  sister  of 
the  boy,  9 and  12  years  of  age,  respectively,  were 
also  found  to  be  infected  with  gonorrhea.  A 
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Fig.  4,  Case  4. 


22-year-old  sister  and  her  baby  were  negative. 
Six  other  children,  varying  in  age  from  8 to  14 
years,  dwelling  in  the  same  tenement  house 
and  attending  the  same  public  school,  were 
examined  as  suspected  contacts.  Five  of  them 
showed  no  signs  of  venereal  disease;  the  sixth 
one,  a 12-year-old  boy,  was  found  to  have  gonor- 
rhea. 

Case  4. — A 13-year-old  Porto  Rican  boy  was 
found  at  one  of  the  Health  Department  clinics 
to  have  an  acute  gonorrheal  urethritis  and  was 
promptly  sent  to  an  isolation  hospital.  His 
symptoms  were  said  to  have  developed  during  a 
short  stay  at  a boys’  camp.  The  counselor  and 
eight  of  the  boys  with  whom  the  boy  had  shared 
quarters  were  each  carefully  interviewed  and  ex- 
amined. His  brother,  one  of  the  campers,  was 
found  to  be  infected  and  he  too  was  hospitalized. 
Both  of  the  boys  persistently  denied  sexual 
relations  either  while  at  camp  or  at  any  time 
previously.  Eight  immediate  family  contacts 
and  a playmate  of  the  infected  children  were 
examined  with  the  following  results : the  grand- 

mother and  a 17-year-old  female  child  were 
found  to  have  syphilis  (strong  positive  blood 
Wassermann  reactions),  and  they  were  placed 
under  antiluetic  treatment.  The  mother  and 
the  rest  of  the  contacts  named  were  repeatedly 
negative  both  for  evidence  of  syphilis  and  gonor- 
rhea. Further  investigation  revealed  that  a 
22-year-old  stepbrother  had  lived  with  the 
family  up  to  the  time  the  boys  were  sent  to  camp. 
He  used  the  same  toilet,  bathtub,  towels,  and 
bed  as  were  used  by  them.  He  had  been  under 
treatment  for  early  syphilis  and  gonorrhea,  and 
his  clinic  records  at  the  time  of  investigation 
showed  that  he  was  still  infectious  (urethral  dis- 
charge with  positive  smear).  In  all  probability, 
he  was  the  source  of  infection  of  the  children  at 
home. 


CASE  FINDING  IN  GONORRHEA 

OUTBREAK  IN  A GROUP  OF  SCHOOL  CHILDREN 


FIGURE  5 
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Fig.  5,  Case  5. 


Case  5. — A 12-year-old  Porto  Rican  boy  was 
brought  by  his  mother  to  the  clinic  because  of 
urethral  discharge  and  painful  micturition.  A 
diagnosis  of  gonorrheal  urethritis  was  made  and 
the  child  sent  to  an  isolation  hospital.  Four 
of  his  family  contacts  and  two  playmates  were 
thoroughly  examined  and  revealed  no  evidence 
of  venereal  disease.  The  boy  admitted  inter- 
course with  an  11 -year-old  girl,  who  subsequently 
was  found  to  have  gonorrheal  vaginitis.  She  too 
was  hospitalized  because  of  improper  facilities 
for  home  care.  Her  father  and  three  sisters  were 
examined  and  found  not  infected.  In  addition 
to  the  original  patient,  she  named  three  other 
boys  with  whom  she  had  had  sexual  relations. 
One  of  them  was  negative,  another  one  could  not 
be  located  because  of  insufficient  identification, 
and  a third,  a schoolmate,  was  found  to  have 
gonorrheal  urethritis  and  placed  under  treat- 
ment. The  mother,  a sister,  and  a playmate  of 
the  latter  boy  were  examined  and  showed  no 
signs  of  infection. 
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Two  of  the  above  infected  children  lived  in  the 
same  tenement  house,  and  all  three  of  them  at- 
tended the  same  public  school. 

Summary 

1.  Gonorrhea  in  children  is  believed  to 
be  most  prevalent  among  dwellers  of 
overcrowded  tenements  under  unsanitary 
conditions.  Little  girls  are  more  fre- 
quently infected  than  boys. 

2.  The  disease  has  a tendency  to 
spread  in  localized  outbreaks,  especially 
among  children  in  the  same  family. 
The  source  of  infection  is  thus  often 
traced  to  one  or  other  member  in  the 
household,  quite  often  an  adult. 

3.  It  is  important  to  note  that  in- 
direct spread  of  gonorrhea  in  children  is 
apparently  not  strictly  limited  to  little 
girls.  Certain  cases  of  gonorrhea  in 
little  boys  are  difficult  to  explain  on  any 
basis  other  than  that  due  to  contact  with 
infected  persons  under  overcrowded  and 
unhygienic  conditions  at  home. 


4.  Energetic  efforts  at  case  finding 
are  successful  in  bringing  to  light  new 
and  unrecognized  cases  of  gonorrhea. 
Any  program  for  control  of  gonorrhea 
must  employ  such  direct  methods  of 
epidemiologic  investigations  to  ensure 
effectiveness. 

125  Worth  Street 
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ANNUAL  SCIENTIFIC  ASSEMBLY 

“The  eyes  of  the  medical  world  are  on  Wash- 
ington,” according  to  an  announcement  from 
the  Medical  Society  of  the  District  of  Columbia, 
which  states  that  the  Annual  Scientific  Assembly 
will  be  held  April  25,  26,  and  27,  in  the  Mayflower 
Hotel  in  Washington. 

Gastroenterology  in  all  its  phases  will  be  the 
subject  covered  in  the  three-day  postgraduate 
course,  offering  about  fifty-two  papers,  panels, 
and  round  tables  on  the  subject.  The  program 
lists,  in  addition  to  many  prominent  physicians 
of  the  faculties  in  Washington,  the  following  from 
elsewhere:  Dr.  Lewellys  F.  Barker,  Baltimore; 

Dr.  Fred  W.  Rankin,  Lexington,  Kentucky;  Dr. 
L.  M.  Hurxthal  of  the  Lahey  Clinic,  Boston; 
Dr.  R.  J.  Coffey,  formerly  of  the  Mayo  Clinic; 
Dr.  B.  B.  Vincent  Lyon,  Philadelphia;  Dr.  E.  H. 
Gaither,  Baltimore;  Dr.  P.  P.  Vinson,  Rich- 
mond; Dr.  Eloise  B.  Cram,  National  Health 
Institute. 

Luncheons,  stag  meeting,  banquet,  and  en- 
tertainment for  visiting  wives  are  provided  by  the 
Society. 

Reservations  are  being  taken  by  Theodore 
Wiprud,  Secretary  of  the  Society,  1718  M St., 
N.W.,  who  will  forward  full  information  on  re- 
quest. 


“DEATH  AND  TAXES” 

An  old  adage  has  been  upset.  We  used  to 
speak  of  the  certainty  of  “death  and  taxes,”  and 
perhaps  remarked  sagely  that  we  could  reduce 
taxes,  but  couldn’t  check  death.  Well,  says  the 
Washington  Review,  “just  the  opposite  is  happen- 
ing.” Here  are  the  facts. 

In  1900  our  national  tax  rate — the  ratio  of 
taxes  to  national  income — was  8 per  cent.  Now 
it  is  more  than  22  per  cent. 

Meanwhile,  our  death  rate  has  gone  down  from 
17.6  persons  to  1,000  of  population  in  1900  to 
11.2  persons  today. 

The  burden  of  taxation  is  nearly  three  times 
as  high  as  it  was  a generation  ago.  The  death 
rate  is  one  third  less.  In  other  words,  we  have 
accomplished  the  impossible  while  failing  to  do 
the  possible. 

Unless  the  national  income  shall  spurt  up- 
ward soon,  taxes  in  the  United  States  will  be 
higher,  much  higher  than  they  now  are,  for 
government  is  continuing  to  spend  far  more  than 
it  collects.  Even  social  security  tax  collections 
are  covered  into  the  federal  treasury  and  paid 
out  for  current  disbursements. 

The  medical  profession  has  greatly  improved 
the  death  rate,  while  the  political  profession 
has  discarded  the  natural  laws  on  wealth. 


DELAYED  PHOTO  SENSITIZATION  OF  THE  SKIN 
DUE  TO  SULFANILAMIDE 

A Case  Report 

William  Vernon  Wax,  M.D.,  Catskill,  New  York 


Much  literature  has  been  written 
recently  on  the  use  of  sulfanilamide. 
Because  of  the  relative  newness  of  this 
drug  little  has  appeared  in  the  literature 
as  to  the  possible  toxic  and  other  dele- 
terious reactions. 

I wish  to  report  a very  striking  case  of 
delayed  photosensitization  of  the  skin  due 
to  sulfanilamide  therapy.  Newman  and 
Sharlit1  and  Brunsting2  independently 
report  that  sulfanilamide'may  contribute 
toward  photosensitization  of  the  skin  in 
certain  individuals.  They  report  that 
the  skin  eruptions  may  develop  upon 
exposure  to  sunlight.  The  rash  disap- 
pears from  two  to  six  days  after  with- 
drawal of  sulfanilamide,  according  to 
these  reports.  This  was  reported  in  1937. 
The  literature  does  not  disclose  any  other 
cases  to  date.  The  case  in  question  is 
that  of  an  unusual  delayed  photosensitiza- 
tion of  the  skin.  Therapy  with  sulfanila- 
mide was  started  on  November  15,  1936, 
and  the  reaction  of  photosensitivity  of 
the  skin  did  not  occur  until  three  months 
after  the  drug  was  discontinued.  Further- 
more, after  twenty  months  the  rash  is  still 
present. 

This  patient,  G.  S.,  is  an  adult  white 
male,  age  38,  well  developed,  well  nour- 
ished, who  was  admitted  to  the  Memorial 
Hospital  of  Greene  County  following  a 
serious  automobile  accident  in  which  he 
sustained  a compound  fracture  of  the 
left  femur  on  September  13,  1936.  He 
developed  a severe  streptococcus  hemo- 
lyticus  osteomyelitis.  Sulfanilamide,  both 
in  solution  for  injection,  and  by  mouth  in 
tablet  form,  was  used  to  combat  the  in- 
fection with  an  apparent  good  result. 
Due  to  a general  debilitated  condition, 
following  the  severe  injury  described, 
sunshine  and  an  artificial  sun  lamp  were 
a part  of  the  therapy  used  after  the  drug 


was  discontinued.  In  the  accompanying 
photograph,  it  should  be  noted  that  a 
large  area  of  the  photosensitization  of  the 
skin  which  is  a deep  brown,  is  also  on  the 
nonaffected  leg  and  covers  an  even  wider 
area  than  on  the  affected  side.  The 
areas  on  the  previously  fractured  leg 
occasionally  break  down  and  form  deep 
skin  ulcers.  These  ulcers  are  difficult  to 
heal,  but  in  healing,  the  pigmented  re- 
gions remain  the  same.  The  photograph 
was  taken  on  July  20,  1938,  twenty 
months  after  photosensitization  was 


Photograph  showing  areas  of  photosensitiza- 
tion of  the  skin  due  to  sulfanilamide.  Note 
sharp  line  of  demarcation  on  right  leg  where 
stocking  protected  skin. 
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noted,  and  twenty-three  months  after 
the  drug  was  withdrawn. 

Conclusions 

1.  Photosensitization  of  the  skin  due 
to  sulfanilamide  is  a relatively  rare  oc- 
currence, but  should  be  carefully  guarded 
against  because  of  the  increased  use  of 
this  drug. 

2.  The  case  reported  is  unusual  be- 
cause it  illustrates  delayed  photosensitiv- 
ity of  the  skin  brought  on  many  months 
after  therapy  was  started  and  discon- 
tinued, due  to  exposure  to  sunlight  and 
artificial  sunlight. 

3.  These  photosensitized  areas  are 


large  deep  dark  brown  patches,  ap- 
parently fixed  in  the  skin,  with  a sharp 
line  of  demarcation,  occuring  after  with- 
drawal of  the  sulfanilamide. 

4.  These  areas  may  break  down  and 
form  troublesome  ulcers. 

5.  Patients  taking  sulfanilamide 
should  be  strictly  warned  against  ex- 
posing themselves  to  sunlight  or  arti- 
ficial sunlight  during  or  after  the  taking  of 
sulfanilamide. 
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HOW  STATE  MEDICINE  LOOKS  ON  THE  SPOT 


A Nebraska  physician.  Dr.  A.  L.  Miller,  re- 
cently visited  some  of  the  lands  of  Europe  that 
have  state  medicine  and  discovered  a few  facts  on 
the  spot.  He  said,  in  an  address  before  the 
Wyoming  State  Medical  Society: 

“I  have  viewed  state  medicine  in  England, 
Germany,  and  Hungary.  I know  that  in  those 
countries,  the  initiative,  as  far  as  the  doctor  is 
concerned,  is  gone.  The  patient  is  merely  treated 
as  a number,  a cog  in  a vast  machine.  Some  of 
the  poorest  work  in  surgery  I observed  in 
Munich,  once  the  center  of  the  best  in  medical 
technic,  and  also  in  Budapest,  where  due  to  the 
lack  of  material  and  the  hope  of  progressing, 
surgical  and  medical  care  is  indeed  on  a low  scale. 
The  doctors  in  Budapest,  Hungary,  told  me  that 
they  were  getting  about  49  cents  for  a call  in 
town.  They  might  have  to  make  eight  or  ten 


calls  on  this  patient,  but  the  limit  that  they 
could  be  paid  for  was  three  calls.  Dr.  Lund  told 
me  that  he  was  getting  about  $30  a month  in 
our  money;  and  the  doctor  had  completed  a 
fellowship  in  the  Rockefeller  Institute  in  New 
York  City  and  is  the  head  of  the  neurosurgical  de- 
partment in  one  of  the  clinics  in  Budapest.  The 
chief  surgeon  was  getting  the  magnificient  sum  of 
about  $70  a month  in  our  money  and  he  spent  all 
of  his  time  doing  surgery.  When  I visited  with 
him  he  threw  up  his  hands  in  despair  and  re- 
marked. ‘Doctor,  we  medical  men  in  Austria 
and  Hungary  have  no  future.  We  have  nothing 
to  live  for.  We  are  just  a cog  in  the  machinery 
of  the  state.’  Truly,  gentlemen,  this  type  of 
state  medicine  means  a lower  grade  of  medicine 
than  we  have  in  the  United  States  where  men  act 
as  individuals,  doing  the  thing  they  feel  is  right 
for  their  patients.” 


OPENING  FOR  INTERNS 

The  California  State  Personnel  Board  is 
anxious  to  recruit  the  best  qualified  persons  for 
student  intern  and  senior  intern  for  service  in 
a state  mental  hospital.  The  salaries  are  $50  a 
month  and  maintenance  for  the  senior  intern, 
and  $25  and  maintenance  for  the  junior. 

There  is  no  residence  requirement  for  these 
examinations  and  no  written  test  will  be  given. 
Applicants  will  be  rated  on  education,  experience. 


and  appraisal  of  scholastic  record.  Applications 
may  be  filed  at  any  time  during  1939  and  will  be 
rated  immediately. 

If  a candidate’s  qualifications,  after  investi- 
gation, are  acceptable,  his  name  will  be  placed  on 
the  list  of  those  eligible  for  employment  in  ac- 
cordance with  his  rating. 

For  information,  address  L.  J.  Kroeger, 
State  Personnel  Board,  Sacramento,  California. 


SUMMARY  OF  REPORT  OF  THE  NEW  YORK  STATE 
LEGISLATIVE  CANCER  SURVEY  COMMISSION 


Morton  L.  Levin,  M.D.,  Buffalo,  and  Russell  S.  Ferguson,  M.D., 
New  York  City 

{Associate  Director  and  Director,  Respectively,  of  Survey) 


The  New  York  State  Legislative 
Cancer  Survey  Commission  was 
created  by  Chapter  718  of  the  Laws  of 
1937,  which  directs  that  the  commission 
“make  a comprehensive  study  and  survey 
of  the  existing  facilities,  public  and  pri- 
vate, in  this  state,  for  the  study  and 
treatment  and  the  prevention  or  ameliora- 
tion of  cancer  and  for  care  of  persons 
afflicted  or  threatened  therewith,  the 
prevalence  of  such  disease  within  the 
state,  and  any  other  pertinent  facts 
relating  to  cancer  of  which  the  governor 
and  legislature  should  be  informed  for 
purposes  of  legislation,  if  needed,  relative 
to  the  above  matters.’ ’ 

Members  of  the  commission  were : 
Frank  A.  Gugino,  chairman,  member  of 
Assembly;  Dr.  James  Ewing,  vice-chair- 
man, Memorial  Hospital,  New  York  City; 
Jacob  J.  Schwartzwald,  secretary,  mem- 
ber of  Senate;  Dr.  Floyd  S.  Winslow, 
ex-president,  New  York  State  Medical 
Society;  Dr.  Edward  S.  Godfrey,  Jr., 
State  Health  Commissioner;  Frederic  H. 
Bontecou,  member  of  Senate;  William  J. 
Murray,  member  of  Senate;  Nicholas  A. 
Rossi,  member  of  Assembly;  Harry  R. 
Marble,  member  of  Assembly. 

The  commission  appointed,  as  a sub- 
committee on  survey:  Dr.  Russell  S. 
Ferguson,  Dr.  Morton  L.  Levin,  and  Ar- 
thur H.  Estabrook,  Ph.D.,  and  designated 
as  medical  associates,  Dr.  J.  Sutton  Regan, 
Dr.  Samuel  Varco,  and  Dr.  Karl  F. 
Eschelman.  A preliminary  survey  was 
begun  in  November,  1937,  and  a Pre- 
liminary Report  presented  on  March  7, 
1938.  At  the  1938  session  of  the  legis- 
lature, the  commission  was  continued  by 
Chapter  566,  Laws  of  1938.  The  com- 
mission was  reorganized  in  May,  1938,  and 
a Final  Report  rendered  to  the  legislature 
and  the  governor  on  February  15,  1939. 


The  report  of  the  commission  consists 
of  material  regarding  (a)  the  general 
principles  of  cancer  control,  (b)  cancer 
mortality,  (c)  cancer  incidence,  (d)  under- 
graduate and  postgraduate  professional 
education,  (e)  hospital  facilities  relating  to 
cancer,  (f)  hospital  admissions  for  cancer 
(for  the  year  1936),  (g)  facilities  for  tissue 
diagnosis,  (h)  facilities  for  roentgen  ray 
diagnosis,  (i)  facilities  for  deep  x-ray  treat- 
ment, (j)  facilities  for  radium  treatment, 
(k)  tumor  clinics,  (1)  facilities  for  terminal 
care  of  cancer  patients,  (m)  social  service 
and  follow-up  of  cancer  patients,  (n)  public 
education  in  cancer  control,  (o)  cancer 
control  programs  in  other  states,  (p) 
recommendations,  and  (q)  proposed 
legislation. 

A brief  summary  of  salient  features  of 
the  report  is  here  offered,  omitting  de- 
tailed tables  and  other  data  which  will 
be  available  when  the  report  is  published. 

General  Principles  of  Cancer  Control 

Cancer  control  may  be  defined  as 
comprising  all  efforts  to  obtain  maximum 
application  of  existing  knowledge  regard- 
ing prevention,  diagnosis,  and  treatment 
of  cancer.  Efforts  to  supplement  in- 
dividual resources  of  patients  and  phy- 
sicians in  attaining  this  end  through  some 
form  of  organized  communitywide  pro- 
gram constitute  public  health  measures, 
whether  carried  on  by  voluntary  or 
official  agencies.  The  generally  accepted 
view  that  control  of  cancer  requires,  for 
various  reasons,  an  organized  community- 
wide program  to  supplement  individual 
resources,  makes  cancer  a public  health 
problem.  Aspects  of  the  cancer  problem 
supporting  this  view  are : (a)  the  usually 
mild  mode  of  onset,  calling  for  special 
efforts  to  induce  patients  to  seek  medical 
care  early;  (b)  the  difficulty  of  early 
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diagnosis,  often  necessitating  special  fa- 
cilities not  generally  available;  (c)  the 
specialized  character  of  treatment,  both 
radiologic  and  surgical — requiring  in 
many  communities  personnel  and  equip- 
ment to  supplement  existing  facilities; 
and  (d)  the  high  cost  of  treatment,  mak- 
ing aid  to  the  low-income  group  neces- 
sary, this  necessity  enhanced  by  the  fact 
that  the  low-income  group  apparently 
suffers  a higher  mortality  from  cancer 
than  does  the  rest  of  the  population. 

The  basic  argument  for  the  probable 
effectiveness  of  a cancer  control  program 
rests  on  the  relatively  higher  cure-rate 
attainable  in  cases  treated  adequately 
before  metastasis  has  occurred.  The 
four-year  cure-rate  in  cancer  of  various 
sites  among  patients  admitted  to  the 
State  Institute  at  Buffalo  in  1932- 
1933  was  for  Group  I (early)  cases  46.5 
per  cent,  and  for  all  others  16.6  per  cent 
(adjusted  to  the  same  site-distribution). 
Applying  the  rates  in  the  two  groups  to 
the  yearly  incidence  of  cancer  of  various 
sites  as  determined  by  incidence  survey 
reduces  these  cure-rates  to  40.9  per 
cent  for  Group  I cases  and  12.2  per  cent 
for  all  others.  On  the  same  basis  the 
average  cure-rate  now  obtained,  as  de- 
termined by  study  of  over  8,000  cases 
admitted  to  various  hospitals  in  this 
state  in  1932  and  1933,  is  18.6  per  cent. 
The  difference  between  this  figure  and 
40.9  per  cent  applied  to  the  number  of 
deaths  from  cancer  in  this  state  in  1937, 
represents  a possible  salvage  of  2,500 
lives  per  year. 

It  is  only  fair  to  point  out  that  even 
if  all  patients  sought  medical  care  im- 
mediately after  the  onset  of  symptoms, 
they  would  not  all  be  found  to  have  early 
lesions.  Other  factors  are  of  importance 
here,  particularly  the  type  of  cancer 
concerned,  since  some  forms  of  cancer 
metastasize  early,  while  others  do  not, 
and  some  forms  rarely  metastasize  at  any 
time.  However,  it  is  certain  that  more 
prompt  action  on  the  part  of  the  patient 
would  greatly  increase  the  proportion  of 
cases  treated  at  an  early  stage. 

Detection  of  early  cancer  before  symp- 
toms develop,  by  means  of  periodic  physi- 


cal examinations,  is  a principle  of  cancer 
control  which  receives  much  discussion, 
but  little  application.  Its  practical  value 
has  yet  to  be  tested  adequately  and  at 
present  its  place  in  the  cancer  control 
program  is  not  well  defined.  It  would 
be  highly  desirable  to  have  the  various 
county  medical  societies  organize  local 
demonstrations  of  the  value  of  periodic 
examinations,  not  only  in  cancer  control, 
but  as  a general  health  measure. 

Knowledge  regarding  specific  carcino- 
genic agents  cannot  as  yet  be  applied  to 
the  prevention  of  human  cancer,  except 
cancer  of  occupational  origin.  Although 
there  are  in  this  country  some  238  dif- 
ferent occupations  involving  potential 
exposure  to  possible  carcinogenic  agents 
(radium  rays,  x-rays,  ultra-violet  rays, 
arsenic,  anilin,  extreme  heat,  petroleum, 
and  tar),  the  number  of  occupational 
cancers  reported  is  negligible.  The  long 
period  between  time  of  exposure  and 
onset  of  cancer,  which  often  occurs  after 
employment  has  ceased,  may  in  part 
account  for  this. 

Other  factors  in  the  causal  genesis  of 
cancer  which  have  possible  application 
in  prevention  are:  (a)  in  skin  cancer: 

overexposure  to  sunlight,  skin  tubercu- 
losis; (b)  in  mouth  cancer:  syphilis,  use 
of  tobacco,  poor  oral  hygiene;  (c)  in 
breast  cancer:  chronic  mastitis,  failure 

to  nurse,  duct-blockage;  (d)  in  uterine 
cancer : repeated  pregnancies,  cervical 

lacerations.  These  causal  factors,  not 
all  equally  well  substantiated,  are  at 
present  of  importance  chiefly  in  directing 
attention  to  persons  most  exposed  to 
risk  of  developing  cancer.  The  same  may 
be  said  of  the  available  data  regarding 
heredity  in  human  cancer  which  would 
indicate  that  certain  families  are  pre- 
disposed to  cancer  of  particular  organs  or 
tissues.  Of  similar  import  is  the  excess 
mortality  found,  among  males  in  the 
unskilled  worker  class,  from  cancer  of 
certain  sites  (skin,  larynx,  mouth,  esopha- 
gus, stomach),  to  which  fact  the  higher 
mortality  observed  among  urban  popula- 
tions and  among  the  foreign-born  is  per- 
haps related.  All  of  these  clues  to  the 
epidemiology  of  cancer  are  of  significance 
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chiefly  as  indicators  of  where  cancer  con- 
trol measures  can  best  be  applied.  These 
measures  are  still  directed  for  the  most 
part  toward  early  detection  and  adequate 
treatment,  rather  than  prevention,  of 
cancer. 

Cancer  Mortality  in  New  York  State 

The  upward  trend  of  the  crude  death 
rate  from  cancer  (all  forms)  in  New  York 
State  has  followed  that  of  the  original 
registration  area  quite  closely.  From 
1900  to  1936  the  death  rate  in  New  York 
State  more  than  doubled  (increase  115 
per  cent)  and  the  number  of  deaths 
almost  quadrupled  (increase,  294  per 
cent) . The  increase  has  not  been  uniform 
for  all  sites  of  cancer;  the  death  rate  from 
cancer  of  the  skin  and  buccal  cavity  has 
not  increased  during  the  past  fifteen 
years. 

Approximately  30  per  cent  of  the  ob- 
served increase  in  death  rate  from  cancer 
of  all  forms  can  be  accounted  for  on  the 
basis  of  increased  population  in  the  older 
age  groups,  the  remainder  is  associated 
with  increased  death  rates  among  these 
age  groups.  The  extent  to  which  this 
increase  is  attributable  to  improved 
diagnosis  remains  debatable.  It  seems 
highly  doubtful  that  all  of  the  increase 
can  be  accounted  for  in  this  way.  If  age- 
specific  death  rates  remain  at  their  present 
level,  the  number  of  deaths  from  cancer, 
in  this  state,  will  have  increased  in  1960 
by  50  per  cent.  If  in  addition  age- 
specific  rates  continued  to  increase,  the 
increase  in  number  of  deaths  will  be 
approximately  122  per  cent. 

When  adjusted  for  age,  the  death  rate 
from  cancer  among  females  shows,  for 
recent  years,  a downward  trend  in  Massa- 
chusetts and  in  the  experience  among 
industrial  policyholders  (Metropolitan 
Life  Insurance  Company),  but  not  in 
New  York  City  or  the  rest  of  New  York 
State.  However,  the  accuracy  of  these 
age-adjusted  rates,  based  on  estimated 
population  by  age,  must  remain  in  doubt 
until  the  next  census  is  taken.  In  this 
connection  it  should  be  stressed  that  the 
magnitude  of  cancer  as  a cause  of  death 
is  probably  understated  rather  than  over- 


stated by  mortality  statistics,  since 
numerous  autopsy  studies  show  that  more 
cancer  is  missed  than  is  diagnosed  er- 
roneously. 

Incidence  of  Cancer 

The  commission  first  conducted  an 
incidence  survey  of  cancer  in  six  counties 
(Steuben,  Monroe,  Franklin,  Nassau, 
Otsego,  and  Ulster)  by  questionnaire  to 
physicians,  asking  for  initials,  age,  sex, 
residence,  and  diagnosis  of  all  cancer 
patients  under  care  during  a year  (July  1, 
1936  to  June  30,  1937).  Eight  hundred 
and  fifty-one  physicians  (out  of  1,240) 
reported  2,183  resident  cases.  Assuming 
that  the  physicians  who  did  not  report 
had  a proportionate  number  of  cases,  this 
would  give  3,178  cases,  or  slightly  under 
2 cases  alive  during  the  year  for  each  of 
the  1,544  resident  deaths  from  cancer 
which  occurred  in  these  counties  during 
the  same  period.  In  a second  survey, 
undertaken  in  Dutchess  County,  it  was 
possible  to  obtain  a higher  percentage  of 
returns  from  physicians  (88.9  per  cent) 
and,  in  addition,  information  on  cases 
from  hospital  records  and  pathologic 
laboratory  records,  as  well  as  death 
certificates.  From  the  latter  3 sources 
were  obtained  31.8  per  cent  of  all  reports 
not  otherwise  reported  by  physicians. 
In  this  survey,  the  indicated  number  of 
cancer  cases  was  463  (for  the  calendar 
year  1937),  or  slightly  more  than  3 for 
each  of  the  153  resident  deaths.  This 
represents  a yearly  incidence  of  450 
cases  per  100,000  population.  This  fig- 
ure is  undoubtedly  minimal,  since  in 
most  cases  there  is  considerable  delay 
before  diagnosis  is  established  and  thus 
possibly  a third  of  the  cases  may  not 
be  known  at  the  end  of  the  year. 

Hospital  Admissions  for  Cancer  in  1936 

Information  on  hospital  admissions, 
x-ray  facilities,  radium  facilities,  and 
other  pertinent  data  was  obtained  by 
questionnaires  sent  to  409  hospitals  and 
related  institutions  considered  of  signi- 
ficance in  the  care  of  cancer.  Returns 
were  received  from  256  of  these  institu- 
tions (62.6  per  cent),  having  78.6  per 
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cent  of  the  bed  capacity*  of  the  total 
409  institutions.  However,  some  of  the 
returned  questionnaires  were  not  com- 
plete, so  that  information  regarding  any 
one  item  is  based  on  a somewhat  smaller 
number  of  hospitals. 

Two  hundred  and  twenty-six  hospitals 
and  related  institutions  (44,913  bed 
capacity)  reported  26,439  admissions  for 
cancer  in  1936,  or  2.9  per  cent  of  all  ad- 
missions (907,350).  Of  admissions  to 
general  hospitals,  2.2  per  cent  were  for 
cancer.  Of  all  hospital  deaths  reported, 
13.4  per  cent  were  from  cancer;  of 
deaths  in  general  hospitals,  10.7  per  cent 
were  from  cancer.  The  number  of  cancer 
deaths  was  25.5  per  cent  of  the  number  of 
cancer  admissions  reported.  Autopsies 
were  reported  in  30.7  per  cent  of  cancer 
deaths,  as  compared  with  27.4  per  cent 
of  all  other  deaths. 

Excluding  admissions  to  cancer  homes, 
homes  for  incurables,  and  similar  in- 
stitutions, there  were  approximately  30,- 
000  hospital  admissions  for  cancer  in 
1936,  19,000  to  New  York  City  hospitals, 
11,000  to  upstate  hospitals;  78.5  per 
cent  of  these  admissions  were  to  general 
hospitals,  19.6  per  cent  to  the  four  special 
cancer  hospitals  in  New  York  City  and 
Buffalo.  Data  from  a questionnaire  ad- 
dressed to  physicians  who  signed  death 
certificates  of  over  10,000  cancer  deaths 
indicate  that  approximately  73  per  cent 
of  all  cancer  cases  enter  a hospital  at  some 
time  during  their  illness.  Similar  data 
from  the  incidence  survey  in  Dutchess 
County  give  70  per  cent  hospitaliza- 
tion. In  New  York  City  55  per  cent  of 
all  cases  enter  a hospital  during  the  year , 
in  the  rest  of  the  state,  38  per  cent. 

Of  6,965  cancer  admissions  reported  by 
93  general  voluntary  hospitals,  55  per 
cent  were  classed  as  “full  pay”  and 
stayed  an  average  of  16.2  days;  45  per 
cent  were  classed  as  “not  full  pay”  and 
stayed  an  average  of  21.7  days.  Data 
from  upstate  general  hospitals  showed 
that  for  each  “not  full  pay”  cancer 
patient,  the  hospital  incurred  a deficit  of 
$1.24  per  hospital  day’s  stay,  and  that 


outside  agencies  (city,  county,  town,  com- 
munity chest,  old-age  relief,  etc.)  payed 
$2.32  per  hospital  day,  in  addition  to  the 
amount  paid  in  by  the  patient.  On  this 
basis,  it  is  estimated  that  the  hospital 
care  of  “not  full  pay”  cancer  patients 
in  upstate  New  York  now  costs  general 
hospitals  and  relief  and  welfare  agencies 
$342,000  a year. 

Hospital  Facilities  for  Diagnosis  and 
Treatment  of  Cancer 

Facilities  for  x-ray  diagnosis  were  re- 
ported as  adequate  by  over  80  per  cent 
of  the  hospitals  reporting.  Facilities  for 
embedded  tissue  and  frozen  section  tis- 
sue diagnosis  were  reported  available  by 
87.7  per  cent  of  the  hospitals  reporting. 
However,  of  67  hospitals  which  reported 
on  the  number  of  tissue  specimens  diag- 
nosed malignant  tumor,  1 out  of  3 were 
not  approved  for  surgical  pathology  (in 
upstate  New  York).  There  are  facilities 
for  deep  x-ray  treatment  in  51  New  York 
City  hospitals  and  in  42  upstate  hospitals. 
Eleven  upstate  hospitals  and  22  New 
York  City  hospitals  own  varying  amounts 
of  radium,  but  only  3 upstate  hospitals 
and  15  New  York  City  hospitals  own  as 
much  as  200  milligrams  of  radium.  In 
upstate  New  York,  44  per  cent  of  all 
reported  cancer  admissions!  were  to 
hospitals  which  had  no  facilities  for  deep 
x-ray  treatment,  owned  no  radium,  and 
had  no  physician  on  the  staff  who  owned 
radium.  In  New  York  City  32.2  per 
cent  of  the  admissions  were  to  hospitals 
lacking  deep  x-ray  treatment  facilities 
and  only  13.5  per  cent  to  hospitals  not 
owning  radium. 

Radium  and  X-Ray  Therapy  Facilities  in 
Physicians’  Offices 

The  total  amount  of  radium  owned  by 
hospitals,  other  institutions,  and  physi- 
cians in  the  state  is  43.844  grams,! 
of  which  31.658  grams  are  in  New  York 
City  and  12.186  grams  in  the  rest  of  the 

t Based  on  19,914  cancer  admissions  to  214  general 
hospitals  (84  New  York  City  hospitals;  130  upstate 
hospitals) . 

t Based  on  data  received  from  hospitals,  radiologists, 
and  commercial  companies  selling  x-ray  machines  and 
radium.  Does  not  include  radium  owned  by  commercial 
companies. 


* Exclusive  of  bassinets. 
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state.  In  New  York  City  there  are  26 
units  of  radium  in  amounts  of  200  milli- 
grams or  over  (hospitals  and  physicians) ; 
in  the  rest  of  the  state,  only  4 such  units. 
Sixty- three  physicians  in  New  York  City 
own  5.138  grams  of  radium,  in  all  but 
4 instances  the  amount  owned  being 
considerably  less  than  200  milligrams. 
In  the  rest  of  the  state,  39  physicians  own 
a total  of  2.935  grams,  in  all  but  2 in- 
stances the  amount  owned  being  less  than 
200  milligrams.  X-ray  machines  used 
for  deep  therapy  (180  kv.  or  over)  are 
available  in  94  physicians’  offices  (98 
machines)  in  New  York  City,  in  31 
physicians’  offices  (32  machines)  in  the 
rest  of  the  state.  For  the  most  part,  both 
radium  and  deep  x-ray  therapy  facilities 
are  concentrated  in  the  larger  urban  cen- 
ters, but  many  of  these  lack  sufficient 
radium.  As  a partial  measure  of  distribu- 
tion of  skilled  personnel,  there  are  111 
physicians  who  are  diplomates  of  the 
American  Board  of  Radiology  accredited 
for  x-ray  therapy,  radium  therapy,  or  both, 
in  New  York  City  and  38  such  physicians 
in  the  rest  of  the  state  (as  of  January  1, 
1939).  The  amount  of  radium  available  in 
upstate  New  York  is  obviously  inadequate 
to  meet  the  local  needs  in  most  sections  of 
the  state;  the  number  of  x-ray  machines 
would  possibly  be  adequate  were  they 
properly  distributed  and  if  no  economic 
barriers  to  maximum  utilization  existed. 

Terminal  Care  of  Cancer  Patients 

The  care  of  the  cancer  patient  during 
the  terminal  stages  of  illness,  which 
usually  means  a period  of  three  months 
but  often  is  six  months  to  a year  or  more, 
presents  a difficult  problem.  These  pa- 
tients require  much  attention  and  often 
could  be  made  more  comfortable  by 
special  radiation  or  surgical  therapy,  yet 
their  care  is  in  many  instances  neglected. 
By  the  time  the  cancer  patient  reaches 
this  stage  of  the  disease,  his  financial  re- 
sources are  usually  exhausted,  while 
facilities  for  free  hospital  care  of  such 
patients  are  difficult  to  secure.  Most 
general  hospitals  will  not  tie  up  a free 
bed  for  a terminal  cancer  patient.  In 


New  York  City  there  are  approximately 
530  beds  in  various  institutions  available 
for  the  terminal  care  of  indigent  cancer 
patients.  There  is  usually  a waiting  list 
of  about  150  patients  for  admission  to 
these  beds.  Outside  of  New  York  City 
there  is  but  one  institution,  of  115  beds, 
specifically  designated  for  the  care  of 
indigent  terminal  cancer  patients.  In 
1936,  104*  cancer  patients  in  upstate 
New  York,  died  in  some  county,  city, 
or  town  public  home — institutions  in- 
adequately equipped  to  care  properly  for 
such  cases.  In  New  York  City  58.6 
per  cent  of  all  cancer  deaths  occur  in  a 
hospital  or  related  institutions;  in  other 
cities  of  100,000  population  or  over,  the 
figure  is  41.4  per  cent;  while  in  the  rural 
areas,  the  figure  is  29.0  per  cent.f 

The  commission  has  recommended  that 
aid  to  the  terminal  cancer  patient  take 
the  form  of  extension  of  facilities  for 
home  nursing  care  and  has  suggested 
that  local  communities  make  the  pro- 
vision of  such  care  a part  of  their  general 
public  health  nursing  program.  Such  a 
plan  would  enable  the  terminal  cancer 
patient  to  remain  under  the  care  of  his  or 
her  family  physician  and  considerably 
reduce  the  need  for  hospitalization  of 
these  patients. 

Public  Education  and  Cancer  Control 

Public  education  in  cancer  has  been 
carried  on  in  this  state  by  the  Division 
of  Cancer  Control  of  the  New  York  State 
Department  of  Health,  by  the  American 
Society  for  the  Control  of  Cancer,  the 
New  York  City  Cancer  Committee,  and 
by  various  county  medical  societies. 
From  1933  to  1937,  inclusive,  all  agencies 
in  upstate  New  York  reached,  through 
public  lectures,  approximately  68,000 
persons,  whereas  the  Massachusetts  can- 
cer educational  program  is  estimated  to 
reach . 100,000  persons  in  a single  year. 
The  method  pursued  in  Massachusetts  is 
that  of  concentrating  effort  on  having 
public  education  done  in  each  locality 
by  local  physicians.  This  achieves  the 

* Data  from  31  county,  city,  and  town  public  homes. 

f Data  from  10,330  cancer  deaths  during  six  months 
ending  June,  1937. 
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double  effect  of  reaching  many  more 
people  than  can  be  done  through  the 
individual  efforts  of  a few  full-time 
workers  and  at  the  same  time  stimulates 
the  interest  and  encourages  postgraduate 
education  of  the  physicians  themselves. 
The  commission  accordingly  has  recom- 
mended that  the  Division  of  Cancer 
Control  endeavor  to  stimulate  and  en- 
courage the  medical  profession  to  carry 
on  public  education  in  cancer  and  that 
the  services  and  experience  of  the  Division 
of  Cancer  Control  be  placed  at  the  dis- 
posal of  the  medical  profession  to  this 
end. 

Tumor  Clinics 

In  view  of  the  great  importance  of 
early  diagnosis  in  cancer  and  the  key 
position  of  the  general  practitioner  who 
first  sees  the  average  patient  with  symp- 
toms which  may  mean  cancer,  the  com- 
mission recommends  that  “for  the  present 
the  guiding  principle  of  cancer  control  in 
New  York  State  be  that  of  improving  local 
diagnostic  and  treatment  facilities  by 
establishing  tumor  clinics  and  through 
the  utilization  of  already  existing  hospital 
facilities.” 

The  standards  for  tumor  clinics  set 
by  the  American  College  of  Surgeons 
represent  the  minimum  required  for 
satisfactory  service  to  cancer  patients. 
Although  adequate  facilities  may  exist 
in  the  absence  of  an  approved  clinic,  it 
is  nevertheless  true  that  where  such 
facilities  exist,  the  hospital  concerned 
usually  seeks  and  obtains  the  stamp  of 
approval  of  the  American  College  of 
Surgeons. 

At  present  there  are  in  New  York 
State  49  tumor  clinics,  of  which  23  are 
in  New  York  City  and  26  in  the  rest  of  the 
state.  Of  these  49  clinics,  24  are  suffi- 
ciently well  equipped  and  organized  to 
be  fully  approved  (for  diagnosis  and 
therapy)  by  the  American  College  of 
Surgeons.  Thirteen  of  these  fully  ap- 
proved clinics  are  in  New  York  City,  3 
in  Westchester  County,  1 in  Nassau 
County,  and  7 in  five  communities  in  the 
rest  of  the  state  (Buffalo,  Rochester, 


Syracuse,  Albany,  and  Cornwall).  There 
are  4 clinics  approved  for  diagnosis  only 
in  three  other  communities  (Watertown, 
Middletown,  and  Bay  Shore). 

A study  of  the  records  of  5 tumor 
clinics  in  this  state  indicates  that  the 
majority  of  patients  come  from  within 
a radius  of  25  miles  from  the  clinic. 
Even  on  the  assumption  that  a radius  of 
50  miles  represents  the  area  served,  it 
appears  that  either  all  or  the  bulk  of 
the  population  of  15  counties  is  now 
located  more  than  50  miles  from  a fully 
approved  tumor  clinic.  These  counties 
are:  St.  Lawrence,  Franklin,  Clinton, 

Essex,  Hamilton,  Warren,  Herkimer, 
Otsego,  Broome,  Tioga,  Chemung,  Schuy- 
ler, Steuben,  Delaware,  and  Alleghany. 

It  is  expected  that  organization  of  new 
clinics,  or  improvement  of  facilities  in 
already  existing  clinics,  will  be  undertaken 
as  a cooperative  effort  of  the  hospitals, 
the  county  medical  societies,  and  the 
Division  of  Cancer  Control.  The  amount 
and  kind  of  assistance  to  be  furnished 
tumor  clinics  by  the  Division  of  Cancer 
Control  would  depend,  of  course,  on 
the  resources  available.  The  experience 
gained  by  the  commission  in  organizing 
two  clinics  in  Dutchess  and  Suffolk 
counties  and  in  discussing  the  question 
with  hospital  staffs  elsewhere  indicates 
that  probably  the  most  useful  and  wel- 
come form  of  assistance  would  consist  in 
furnishing,  for  varying  periods,  the  serv- 
ices of  consultants,  to  act  in  an  advisory 
capacity  in  the  organization  and  function- 
ing of  the  clinics.  The  Massachusetts 
cancer  program,  now  in  operation  for 
twelve  years,  provides  consultants  for 
the  purpose  of  holding  teaching  sessions 
of  clinics  and  provides  other  aid  in  the 
form  of  clerical  services,  record  forms, 
services  of  a part-time  social  worker, 
and  payment  for  diagnostic  x-rays  in  the 
case  of  (medically)  indigent  patients. 
Varying  local  needs  and  conditions  in 
this  state  will  call  for  different  forms  of 
aid,  the  paramount  aim  being  in  every 
case  to  develop  local  facilities,  to  stimulate 
the  interest  of  practicing  physicians  in 
the  early  diagnosis  of  cancer,  and  to  make 
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expert  treatment  available  through  the 
maximum  utilization  of  the  resources  at 
hand. 

Reporting  of  Cancer 

Information  regarding  the  incidence  of 
cancer  in  the  population  at  large  over  a 
period  of  years  would  make  it  possible 
to  verify  or  disprove  many  of  the  ap- 
parent facts  regarding  cancer,  some  of 
great  practical  importance,  which  appear 
from  analysis  of  death  records.  Death 
records  are  unsatisfactory  for  many  pur- 
poses since  their  accuracy  is  uncertain 
and  the  case  fatality  of  different  forms  of 
cancer  varies  widely.  Whether  cancer 
incidence  is  actually  increasing  or  simply 
being  diagnosed  more  accurately,  whether 
the  increase  is  confined  to  some  forms 
of  cancer  and  differs  in  extent  among  these 
forms  as  mortality  statistics  would  indi- 
cate, whether  the  observed  differences  in 
mortality  in  the  two  sexes,  in  married 
women  as  compared  with  single  women, 
in  males  of  different  social  status,  in 
urban  as  compared  with  rural  popula- 
tions, are  real  or  only  apparent,  are 
questions  of  more  than  academic  inter- 
est. The  indicated  facts,  if  substanti- 
ated, have  important  implications  as 
indicating  where  cancer  control  measures 
need  to  be  applied  and  in  what  directions 
investigations  of  human  cancer  should 
proceed.  A comparatively  simple  re- 
porting form  of  current  cases  as  they 
come  under  observation  would  furnish  a 
large  volume  of  material  in  which  the 
reliable  data  could  be  separated  from  the 
less  reliable.  With  the  exception  of  a 
few  large  hospitals  and  laboratories 
(where  special  provision  will  need  to  be 
made)  the  amount  of  labor  entailed  in 
current  reporting  would  be  small.  The 
average  physician  sees  fewer  than  10 
cases  a year,  probably  less ; the  average 
hospital  admits  less  than  20  patients  with 
cancer  each  month.  The  great  majority 
of  pathologic  laboratories  receive  less 
than  300  tissue  specimens  of  cancer  a 


year,  or  less  than  1 a day.  Reports  from 
all  of  these  sources  would  furnish  informa- 
tion not  obtainable  from  any  one  alone 
and  lead  to  increased  accuracy  of  the 
data.  The  experience  of  the  commission 
in  making  incidence  surveys  in  7 counties 
indicates  that  the  profession  is  not  un- 
aware of  the  value  of  cancer  reporting  and 
is  quite  willing  to  undertake  it.  The 
Council  of  the  State  Medical  Society 
has  officially  approved  the  measure. 

The  commission  has  accordingly  recom- 
mended that  cancer  be  made  reportable 
in  this  state,  as  it  already  is  in  several 
other  states. 

Legislation 

The  proposed  Cancer  Control  bill 
specifies  that  cases  of  cancer  be  reported 
by  physicians,  hospitals,  and  labora- 
tories, and  provides  for  an  appropria- 
tion of  $50,000  to  the  Division  of  Cancer 
Control  for  the  purpose  of  carrying  out 
the  recommendations  of  the  commission 
regarding  the  cancer  control  program  in 
this  state.  In  proportion  to  the  popula- 
tion of  the  state,  the  sum  named  is  con- 
siderably less  that  that  expended  in  other 
states  for  similar  purposes.  (The  ap- 
propriation in  1937  for  the  Division  of 
Cancer  and  Other  Chronic  Diseases  of  the 
Massachusetts  Department  of  Health  was 
$97,502,  exclusive  of  the  appropriation 
for  the  State  Cancer  Hospitals  at  Pond- 
ville  and  Westfield.)  Compared  also 
to  the  cost  of  building  and  equipping  one 
or  two  additional  state  cancer  institutes 
the  sum  named  for  the  Division  of  Cancer 
Control  is  quite  small.  Nevertheless, 
the  facts  gathered  by  the  commission 
indicate  that  a program  such  as  that 
planned  for  the  Division  of  Cancer 
Control,  directed  toward  improved  local 
facilities  rather  than  increased  central- 
ized facilities,  and  stimulation  of  post- 
graduate education  of  physicians,  is  the 
most  important  need  and  offers  the 
greatest  hope  of  effective  control  of 
cancer. 


A lecturer  tells  us  that  prehistoric  men  were  we  would  rather  be  bow-legged  than  prehis- 
never  bow-legged  nor  round-shouldered.  Still,  toric. — Montreal  Star 
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Oral  Hygiene 


Our  State  Health  Department  is  one 
of  the  few  that  employs  a dentist 
on  its  staff.  Dr.  David  B.  Ast,  who  was 
formerly  instructor  in  periodontia  at  the 
New  York  University  College  of  Den- 
tistry, is  now  working  in  the  Division  of 
Maternity,  Infancy,  and  Child  Hygiene. 
Although  his  immediate  preoccupation  is 
with  the  expectant  mother  and  the  child 
of  pre-school  age  he  is  fully  conscious  of 
the  relationship  of  his  work  to  that  of 
other  divisions.  He  draws  my  attention 
to  an  article  by  Dr.  James  Ewing*  which 
teaches  us  that  “the  patient  coming  in 
with  an  early  diagnosis  of  cancer  all  too 
often  fails  completely  of  a cure ....  any 
plan  of  successfully  meeting  the  problem 
of  cancer  control  must  lean  heavily  upon 
cancer  prevention.” 

“Badly  decayed  teeth  with  projecting, 
jagged  edges  against  which  the  tongue 
and  mucous  membrane  of  the  cheek  and 
lip  are  constantly  rubbing,  must  act  as 
chronic  irritants,”  says  Dr.  Ast. 

“Pyorrhea  from  the  standpoint  of  being 
a chronic  focus  of  infection  and  also  due 
to  the  irritating  influence  of  mobile  teeth, 
may  be  responsible  for  neoplasms,  es- 
pecially in  the  floor  of  the  mouth. 

“Malocclusion  due  to  habits  such  as 
thumb  sucking,  lip  biting,  resting  cheek 
on  hand,  etc.  produces  an  irregularity  of 
the  teeth  whereby  projecting  cusps  and 
food  impaction  areas  may  act  as  extrinsic 
irritating  factors. 

“Failure  to  replace  missing  teeth  per- 
mits a shifting  of  the  remaining  teeth, 
which  likewise  produces  malocclusion  and 
food  impaction  areas. 

“Faultily  constructed  dental  restora- 

*  Ewing,  James:  Prevention  of  Cancer,  Surg., 

Gynec.,  and  Obst.,  44:  164-184  (1927). 

t Solomon,  H.:  Oral  Hygiene  in  Cancer  Control, 

Clin.  Med.  and  Surg.,  41:  275-277  (1934). 


tions,  particularly  of  the  partial  and  full 
denture  type,  come  under  the  heading  of 
extrinsic  irritating  factors  and  are  in  some 
mouths  contributing  factors  in  the  eti- 
ology of  cancer.  With  ill-fitting  dentures 
which  are  continually  bobbing  up  and 
down  in  the  mouth,  we  have  the  irritating 
influence  of  the  denture  rubbing  against 
the  mucous  membrane  of  the  palate,  lip, 
cheek,  and  gingiva  of  the  supporting 
teeth.  Also  we  must  contend  with  the 
excessive  pressures  exerted  in  certain 
areas.” 

Dr.  Ast  warns  against  the  continued 
use  of  escharotics,  particularly  silver  ni- 
trate, for  the  treatment  of  soft  tissue 
lesions,  and  gives  Dr.  Solomon  f as  au- 
thority for  the  danger  of  this  practice. 

Dr.  Ast  works  in  cooperation  with  the 
county  dental  societies.  Some  subsidy  is 
available  for  the  treatment  of  indigent 
patients  in  the  dentists’  own  offices. 
Preventive  dentistry  of  the  pre-school 
child  is  combined  with  a program  of  pro- 
fessional postgraduate  education.  With 
its  present  staff  the  department  does  not 
expect  to  abolish  all  dental  defects  in  the 
state,  but  in  the  groups  of  expectant  moth- 
ers and  pre-school  children  it  may  be 
possible  to  prevent  gross  rampant  caries 
with  resulting  loss  of  many  teeth,  shifting 
and  malposition  of  remaining  teeth,  and 
finally  artificial  dentures.  The  latter  will 
remain  a cancer  hazard  so  long  as  wearers 
fail  to  realize  that  once  fitted  they  are  not 
permanently  adapted  to  the  mouth  but 
must  be  occasionally  readapted  to  the 
changing  alveoli. 

Undoubtedly  the  medical  profession 
can  do  much  to  ensure  the  success  of  this 
campaign  by  urging  upon  their  patients 
the  value  of  preventive  dentistry  to  the 
health  of  the  individual. 
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Which  Ought  Not  To  Be  Spoken  Abroad 


It  is  perhaps  unusual  for  a public  health 
man  to  be  asking  his  colleagues  in 
private  practice  to  respect  the  confiden- 
tial relationship  between  physician  and 
patient  but  this  is  what  I must  do.  For 
once,  there  is  something  which  the  State 
Department  of  Health  does  not  want  you 
to  report.  It  is  the  result  of  the  serologic 
test  made  in  compliance  with  the  pre- 
natal examination  law.  This  law  re- 
quires that  the  test  be  made  and  that  a 
statement  be  made  on  the  birth  certificate 
as  to  whether  the  test  has  been  made,  and 
if  no  test  has  been  made,  the  reason  there- 
for, but  the  law  adds  “in  no  event  shall  the 
birth  certificate  state  the  result  of  the  test” 
The  State  Department  of  Health  must 


observe  the  law  and,  therefore,  when  the 
result  of  the  test  is  stated  on  the  birth 
certificate,  the  Division  of  Vital  Statistics 
is  obliged  to  return  the  birth  certificate 
to  the  doctor  who  signed  it  and  request 
him  to  make  out  another  certificate, 
omitting  the  result  of  the  test.  Dr.  De- 
Porte  tells  me  that  it  is  not  possible  for 
him  to  erase  or  obliterate  a statement  on 
the  certificate  because  this  also  would  be  a 
violation  of  the  law.  During  January, 
the  first  month  in  which  the  law  has  re- 
quired a statement  to  be  made  on  the 
certificate,  some  fifty  certificates  have 
had  to  be  returned  to  the  doctors  signing 
them  on  account  of  this  excess  informa- 
tion. 


BRITISH  AIR-RAID  SHELTERS  TOO  FLIMSY 


British  doctors  are  protesting  that  the  air- 
raid shelters  now  being  constructed  are  too 
shallow  and  too  thinly  covered.  A letter  from 
London  to  the  J.A.M.A.  reports  that  the  present 
steel  shelters  might  protect  against  the  blast 
and  fragments  from  shellbursts,  but  not  against 
direct  hits.  Twenty-one  London  hospital  physi- 
cians have  sent  a joint  letter  to  the  press  point- 
ing out  that  air  raids  would  produce  an  enormous 
number  of  casualties.  Great  numbers  of  civil- 
ians would  be  killed  or  injured  by  the  high  ex- 
plosive bombs,  disabled  by  the  shock  or  concus- 
sion, or  buried  beneath  fallen  buildings,  in  which 
the  danger  of  fire  would  be  considerable.  The 
morale  of  even  highly  trained  troops  cannot  be 
maintained  against  continuous  bombardment 


without  adequate  protection.  How  can  women 
and  children  be  expected  to  endure  similar  trials? 
British  physicians  probably  could  not  cope  with 
the  number  of  casualties  under  the  present  con- 
ditions. The  signatories  hold  that  fully  efficient 
medical  and  surgical  treatment  cannot  be  given 
unless  adequate  bomb-proof  shelters  are  provided 
for  those  who  cannot  be  promptly  evacuated 
from  danger  areas.  These  shelters  must  be  deep 
enough  to  prevent  penetration  and  sufficiently 
numerous  to  be  quickly  reached.  They  could 
be  constructed  beneath  buildings  as  well  as 
under  squares  and  open  spaces.  Some  should 
be  designed  for  medical  purposes,  as  the  hospitals 
may  be  so  damaged  as  no  longer  to  provide  fa- 
cilities for  the  treatment  of  casualties. 


ARS  LONGA,  VITA  BREVIS 

The  practicing  physician  is  not  a scientist.  He 
is,  if  he  really  practices  medicine,  more,  far 
more,  than  a scientist.  He  is  an  artist.  He 
does  not  deal  with  the  controlled  and  limited 
matters  of  the  laboratory;  he  deals  with  human 
beings.  So  long  as  the  human  mind  in  its  full 
ramifications  remains  beyond  an  evaluation  with 


scientific  precision,  then  the  practice  of  medicine 
must  remain  an  art. 

So  long  as  medical  practice  involves  the  per- 
sonal contact  of  physician  and  patient  then  it  is 
the  art  of  the  physician  which  must  establish  the 
necessary  bond. 

— Howard  W.  Haggard 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Time  marches  on.  And  it  brings 
closer  to  hand  our  Fourth  Annual 
Convention  to  be  held  in  Syracuse,  April 
24-26,  in  conjunction  with  the  Annual 
Meeting  of  the  Medical  Society  of  the 
State  of  New  York.  Let  us  try  to  have 
a record  attendance  this  year.  Why  not 
plan  to  attend  with  your  friends  and  show 
your  interest  in  your  auxiliary  and  dem- 
onstrate your  support  of  its  activities? 

Many  enjoyable  events  have  been 
planned,  and  from  indications  a grand 
time  is  assured  all  who  attend.  Our 
Hobby  Show  will  again  be  a great  attrac- 
tion. Auxiliary  members  and  their 
friends  will  exhibit  many  interesting  and 
unusual  things.  If  you  missed  seeing  our 
Hobby  Show  last  year,  you  have  a treat  in 
store.  Our  president,  Mrs.  Daniel  Swan, 
will  be  happy  to  welcome  all  doctors’ 
wives  and  we  are  looking  forward  to  the 
best  convention  we  have  ever  had. 
Convention  Headquarters,  Onondaga  Hotel, 
Syracuse 

April  24,  25,  26,  1939 

County  News 

Kings 

Mrs.  Milton  Bergmann  presided  at  the 
meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Kings 
held  at  the  County  Society  Building  on 
February  28.  Dr.  Frederick  E.  Elliott, 
the  guest  speaker,  gave  an  interesting 
talk  on  medical  legislation.  This  was 
followed  by  a paper  on  “The  History  of 
Medicine  in  Brooklyn”  written  by  Mrs. 
Dimon  Fruchs.  Mrs.  Valentine  Bourke 
was  hostess  at  the  tea  which  followed. 

Onondaga 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Onondaga  was  held  on  March  7 at  the 
Crouse- Irving  Hospital.  Mrs.  Dwight 


Needham,  chairman  of  legislation,  was  in 
charge  of  the  meeting  and  had  invited 
Dr.  John  J.  Buettner  to  address  the  mem- 
bers. Mrs.  Samuel  Stewart,  chairman  of 
hostesses,  arranged  a delightful  social  hour 
following  the  business  session. 

Queens 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Queens  was  held  on  February  28.  Mrs. 
Miller  Sanders,  first  vice-president,  pre- 
sided in  the  absence  of  Mrs.  Lavelle  who 
was  ill.  The  guest  speaker,  Mr.  Dwight 
Anderson,  Director  of  the  Public  Rela- 
tions Bureau  of  the  Medical  Society  of  the 
State  of  New  York,  explained  the  differ- 
ence between  the  Voluntary  Medical  In- 
demnity Expense  Insurance  and  Compul- 
sory Health  Insurance.  He  showed  how 
important  an  auxiliary  can  be  in  acting  as 
a liaison  between  the  medical  profession 
and  lay  organizations  and  how  valuable 
an  auxiliary  is  to  its  medical  society. 

A resolution  was  passed  creating  the 
Carl  Boettiger  Memorial  Book  Fund  in 
honor  of  the  late  Dr.  Boettiger  who  had 
organized  and  directed  the  library  of  the 
Medical  Society. 

Schenectady 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Schenectady  was  held  on  February  28,  in 
the  auditorium  of  Sunnyview  Hospital. 
Mrs.  Herman  Galster,  chairman  of  pro- 
gram, introduced  Miss  Laura  Lorenson  of 
New  York,  writer  and  lecturer  on  deco- 
rative arts.  Miss  Lorenson  gave  a stere- 
opticon  lecture  in  full  color  on  “The  Ro- 
mance of  Pottery  in  Every  Time  and 
Every  Clime.”  In  her  story  of  pottery 
and  porcelain  Miss  Lorenson  included 
symbolism,  folklore,  mythology,  people, 
places,  and  events  from  which  the  ro- 
mance of  this  art  has  been  woven. 


Medical  News 


General 

Of  interest  and  import  to  all  mem- 
bers of  the  State  Society  are  two 
paragraphs  in  the  annual  report  of  the 
Special  Committee  on  Illegal  Practice  of 
Medicine  of  the  Medical  Society  of  the 
County  of  New  York.  After  paying 
tribute  to  “the  efficiency  of  the  Attorney 
General  and  of  the  State  Education  De- 
partment in  their  enforcement  of  the 
Education  Law,”  the  committee  proceeds 
to  say: 

“It  seems  to  the  committee,  however, 
that  although  the  laws  against  illegal 
practice,  as  they  stand  now,  are  adequate 
in  every  way,  and  despite  the  efficiency 
and  zeal  of  the  Attorney  General  and  of 
the  State  Education  Department,  the 
Court  of  Special  Sessions  is  not  in  entire 
sympathy  with  the  aims  and  purposes  of 
the  medical  profession  in  its  efforts  to 
protect  the  public  against  illegal  prac- 
titioners. This  statement  by  your  com- 
mittee is  based  on  the  fact  that  dining  the 
year  1937  there  were  fifty  individuals 
convicted  in  the  Court  of  Special  Sessions 
for  violations  of  the  Education  Law,  as  it 
applies  to  medicine.  (See  Attorney  Gen- 
eral’s report,  1937,  pp.  2-16.)  Of  these 
fifty,  eighteen  were  sentenced  to  prison  for 
terms  varying  from  thirty  days  to  one 
year,  which  they  served;  one  of  these  was 
fined  $500  or  thirty  days  in  the  work- 
house,  and  one  $200  or  sixty  days  in  the 
workhouse;  both  of  them  served  their 
respective  prison  sentences.  Of  the  re- 
maining thirty-two,  sentence  was  sus- 
pended altogether  in  three , one  of  these  be- 
ing a third  offender;  two  were  given  a 
two  months’  prison  sentence,  with  execu- 
tion of  sentence  suspended;  eleven,  a three 
months’  prison  sentence,  with  execution  of 
sentence  suspended;  three,  a six  months’ 
prison  sentence,  with  execution  of  sentence 
suspended;  one  a penitentiary  sentence 
with  execution  of  sentence  suspended;  six, 
a fine  varying  from  $100  to  $500,  and  in 
default  thereof,  a prison  sentence;  these  all 
paid  their  fines  and,  accordingly,  served  no 


prison  sentence;  five,  a fine,  and,  in  addi- 
tion, a prison  sentence  with  the  execution 
thereof  suspended. 

“Your  committee  feels  that  there  is  no 
justification  for  such  leniency  by  the 
Court  of  Special  Sessions  toward  con- 
victed violators  of  the  Education  Law. 
It  seems  to  us  that  such  light  punishment 
can  be  no  deterrent  to  violators  of  the  law 
and  is  probably  accountable  for  the  many 
cases  of  recidivism  that  are  constantly 
coming  up.  Furthermore,  it  defeats  the 
valient  efforts  of  the  law-enforcing  agen- 
cies to  obtain  convictions,  being  a grave 
injustice  to  the  medical  profession  and, 
what  is  more  important,  to  the  commun- 
ity for  whose  protection  the  Education 
Law  was  primarily  intended.” 

Albany  County 

Dr.  Arthur  G.  Root,  nose  and  throat 
specialist  of  Albany,  and  former  president 
of  the  New  York  State  Medical  Society, 
died  on  February  26  at  his  home  from 
a heart  attack.  He  was  seventy-five. 

Bronx  County 

The  class  of  1919,  Fordham  University 
Medical  School,  held  its  twentieth  anni- 
versary class  reunion  dinner  at  the 
Metropolitan  Club,  60th  Street  and  Fifth 
Avenue,  New  York  City,  on  February  18. 
Dr.  Joseph  J.  Eller  was  toastmaster. 

Broome  County 

Dr.  Mark  Williams  read  a paper  on 
“Post  Pneumonic  Empyema  in  Children,” 
before  the  Broome  County  Medical  So- 
ciety on  February  14.  Discussion  was 
opened  by  Dr.  S.  D.  Molyneaux,  Dr.  U. 
S.  Kann,  and  Dr.  R.  J.  Wharton. 

A plan  for  supplying  medical  service 
under  a system  of  voluntary  prepayments 
was  tentatively  mapped  at  a special  meet- 
ing on  February  28. 
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Dutchess  County 

Dr.  James  E.  Perkins,  director  of  the 
Division  of  Communicable  Diseases,  State 
Department  of  Health,  Albany,  was  guest 
speaker  at  the  annual  luncheon  meeting 
of  the  Poughkeepsie  Committee  on  Tu- 
berculosis and  Public  Health  on  March  2 
at  the  Nelson  House  in  Poughkeepsie. 
His  subject  was  “Pneumonia  Control.” 

Erie  County 

A nonprofit  medical  indemnity  assur- 
ance corporation  definitely  will  be 
launched  by  the  Medical  Society  of  the 
County  of  Erie  and  by  physicians  of  the 
Eighth  Judicial  District  providing  the 
Piper  bill  is  passed,  Dr.  George  R.  Critch- 
low,  president  pro  tern  of  the  contemplated 
body,  announced  on  February  24. 

Representatives  of  eight  counties 
shaped  details  for  its  incorporation  at  a 
meeting  on  February  23  in  the  Buffalo 
club.  Dr.  Harvey  P.  Hoffman,  chairman 
of  the  organization  committee,  presided. 
About  fifteen  physicians  attended. 

The  new  organization  will  be  con- 
trolled by  the  medical  profession  “with  a 
minority  representation  of  lay  members 
as  the  board  of  directors,”  Dr.  Critchlow 
reported. 

Dr.  Critchlow  said  any  physician  in  the 
Eighth  Judicial  District  will  be  eligible  to 
serve  as  a member  of  the  service  and  all 
subscribers  to  the  service  will  be  free  to 
choose  their  own  doctors.  The  scheme 
provides  for  a payment  covering  medical 
fees  as  follows : 

1 —  Single  men,  $3  a year. 

2 —  Man  and  wife,  $4  a year. 

3 —  A family,  including  any  number  of 
children  under  19,  $5. 

Fees  will  be  regulated  by  the  corpora- 
tion and  a grievance  committee  will  iron 
out  any  differences  arising  in  the  opera- 
tion of  the  scheme. 

Unalterably  opposed  to  the  consolida- 
tion of  hospital  service  and  medical  serv- 
ice into  single  corporations,  the  Medical 
Society  of  the  County  of  Erie  is  on  record 
as  disapproving  the  Downey  bill,  now 
pending  in  the  legislature,  which  would 
legalize  such  combinations. 


The  action  was  taken  at  the  society’s 
monthly  meeting  in  the  Hotel  Statler  on 
February  20. 

The  society  instead  endorsed  Section 
9-C  of  the  Piper  bill  which  in  its  provisions 
for  the  recodification  of  insurance  laws 
allows  the  incorporation  of  medical  and 
hospital  service  organizations  but  specifi- 
cally provides  that  they  be  distinct  units. 

Dr.  Critchlow  read  a resolution  adopted 
by  the  Hospital  Service  Corporation  of 
Western  New  York  likewise  opposing 
such  combinations. 

“If  these  two  services  were  concen- 
trated in  one  corporation,  the  doctors 
would  be  under  the  control  of  a lay 
corporation,  and  the  medical  profession  is 
opposed  to  that,”  Dr.  Critchlow  declared. 

Fearing  “mass  medicine  practice  by  the 
government”  unless  the  county  medical 
societies  are  prepared  to  assume  their  re- 
sponsibility, Dr.  Critchlow  urged  unani- 
mous support  by  local  physicians  of  a 
local  medical  expense  indemnity  organi- 
zation which  would  become  legal  with  the 
passage  of  the  Piper  bill. 

“When  the  bill  is  passed  we  must  be 
ready  to  jump  into  the  field  to  forestall 
the  Farm  Security  administration  or  any 
other  governmental  agency  entering  this 
phase  of  medical  practice,”  Dr.  Critchlow 
warned. 

The  assertion  of  Buffalo  Health  Depart- 
ment officials  that  Buffalo’s  present  out- 
break of  mild  scarlet  fever  is  “a  good 
thing”  for  the  city  was  challenged  at  the 
health  board’s  meeting  on  February  16 
by  Dr.  Herbert  H.  Bauckus,  chairman 
of  the  board. 

Health  Commissioner  Francis  E.  Fron- 
czak,  Dr.  Barton  F.  Hauenstein,  the  de- 
partment’s laboratory  director,  and  Dr. 
Edward  Durney,  director  of  child  hygiene, 
had  insisted  that  an  outbreak  of  the  char- 
acter of  the  present  one  will  be  beneficial. 
They  said  it  would  provide  thousands  of 
persons  with  a “natural  immunization”  to 
protect  them  from  more  virulent  strains 
of  the  disease  germ  in  the  future. 

Dr.  Bauckus’  two  fellow  physicians  on 
the  board — Dr.  Louis  W.  La  Mantia  and 
Dr.  Stephen  L.  Walczak — indicated  agree- 
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ment  with  the  views  of  the  commissioner 
and  laboratory  head. 

The  matter  came  up  when  Dr.  Bauckus 
declared  he  was  disturbed  by  the  large 
increase  in  scarlet  fever  cases. 

“We  practically  have  an  epidemic  on 
our  hands,”  he  asserted.  We  haven’t 
had  such  an  outbreak  since  the  epidemic 
of  1909,  which  took  168  lives.” 

“But  the  present  outbreak  is  not  an 
epidemic,”  Dr.  Fronczak  countered. 
“And  furthermore,  the  strain  of  the  dis- 
ease is  the  least  virulent  we  have  ever  had. 
There  hasn’t  been  a death  and  there  are 
no  complications.  Thousands  of  persons 
are  being  immunized  naturally  and  they 
are  being  immunized  for  all  time.  The 
next  outbreak  might  be  highly  virulent 
and  these  persons  will  escape.” 

Citing  economic  loss  to  families  and 
possibility  of  ear  and  kidney  complica- 
tions, Dr.  Bauckus  declared  he  disagreed 
with  the  view  expressed,  and  said  he 
favored  a program  of  immunization  by 
inoculation. 

On  February  22,  Dr.  H.  M.  Zimmerman 
discussed  “Cerebral  Hemorrhage  and 
Infarcation”  before  the  section  of  path- 
ology of  the  Buffalo  Academy  of  Medi- 
cine; on  February  24,  Dr.  Clark  W. 
Heath  spoke  on  “Diagnosis  and  Treat- 
ment of  the  Blood”;  on  March  1,  Dr. 
Donald  Guthrie  addressed  the  surgery 
section  on  “Cancer  of  the  Breast”;  on 
March  8,  Dr.  C.  A.  Aldrich  addressed  the 
section  of  medicine  on  “Chronic  Neph- 
ritis and  Nephrosis  in  Children”;  on 
March  7,  Dr.  Willard  M.  Allen  spoke  on 
“The  Corpus  Luteum  Hormone,”  and  on 
March  15,  Dr.  Otto  S.  Crebs  addressed 
the  section  of  obstetrics  and  gynecology 
on  “Sterility.” 

Essex  County 

A community  meeting  on  “Guard 
Against  Syphilis,  Enemy  of  Youth,”  was 
held  at  Memorial  Hall,  Mineville,  on 
March  1. 

Mr.  Donald  Charles,  Supervising  Prin- 
cipal of  the  Mineville  high  school,  pre- 
sided at  the  meeting,  which  was  preceded 
by  a musical  program.  Dr.  Thomas  J. 


Cummins,  health  officer  for  the  town  of 
Moriah  and  superintendent  of  the  Mine- 
ville Hospital,  presented  Dr.  Joseph  P. 
Garen,  District  State  Health  Officer,  who 
spoke  on  “Guarding  Against  Syphilis.” 

One  of  the  new  photographic  exhibits 
of  the  American  Social  Hygiene  Associa- 
tion had  been  loaned  to  the  Essex  County 
Tuberculosis  and  Public  Health  Associa- 
tion, and  was  on  display  at  the  Mineville 
meeting.  The  talking  film  “For  All  Our 
Sakes”  was  also  shown,  through  the  co- 
operation of  the  Essex  County  Y.M.C.A. 

Dr.  Violet  McCasland  of  Moriah,  Presi- 
dent of  the  Essex  County  Medical  So- 
ciety, assisted  in  the  discussion. 

Franklin  County 

Dr.  J.  Woods  Price  was  re-elected  presi- 
dent of  the  Saranac  Lake  Society  for  the 
Control  of  Tuberculosis  at  the  32nd  an- 
nual meeting  in  the  John  Black  room  on 
February  24  and  all  other  officers  of  the 
society  and  members  of  the  executive 
committee  were  also  named  to  serve  for 
another  year. 

Re-elected  with  Dr.  Price,  were  Dr.  E. 
N.  Packard,  vice-president,  Ernest  H. 
Wood,  secretary,  and  Mrs.  Lawrason 
Brown,  treasurer. 

Fulton  County 

Dr.  Frank  van  der  Bogert  of  Schenec- 
tady was  guest  speaker  at  the  monthly 
meeting  of  the  Medical  Society  of  Fulton 
County  held  on  February  16  at  Hotel 
Johnstown. 

The  subject  of  Dr.  van  der  Bogert’s 
lecture  was  “Variation  of  Temperature  in 
Children.” 

There  were  about  30  members  present. 
The  meeting  was  followed  by  a luncheon. 

Genesee  County 

Dr.  C.  F.  McCarthy,  Auburn  physician 
and  former  health  officer  of  Batavia, 
addressed  a special  meeting  of  the  Genesee 
County  Medical  Society  on  February  23  at 
the  courthouse  in  Batavia,  on  “The 
County  Laboratory  as  an  Asset  to  the 
Community.”  Since  the  recent  death  of 
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Dr.  Frederick  Dorr  Carr,  for  years  head  of 
the  Genesee  County  Laboratory,  a move- 
ment is  on  foot  to  take  over  this  laboratory 
and  reorganize  it  along  the  lines  of  the 
Cayuga  County  Laboratory  and  ask  for 
state  aid. 

Dr.  Carr,  fifty-six,  well-known  Batavia 
surgeon  and  roentgenologist  and  director 
of  the  Genesee  County  Laboratory  since  its 
establishment  nearly  twenty-seven  years 
ago,  died  on  February  12  at  the  Batavia 
Hospital.  He  was  stricken  with  a coro- 
nary embolism  while  apparently  making 
a normal  recovery  from  an  emergency 
throat  operation. 

The  directors  of  the  Batavia  Hospital 
adopted  resolutions  saying:  “Every  de- 
partment of  the  Hospital  has  received  the 
impact  of  Dr.  Carr’s  constructive  sugges- 
tions in  the  years  past,  and  we  learned  to 
value  his  judgment  when  for  several  years 
he  was  a member  of  this  board,  and  gave 
unsparingly  of  his  time  and  energy. 

“Vital  in  word  and  deed,  essentially  a 
man  of  action,  he  spurred  all  who  came  in 
contact  with  him  to  improve  and  increase 
our  various  facilities  and  services.” 

Kings  County 

The  program  of  the  Medical  Society  of 
the  County  of  Kings  on  February  21  in- 
cluded these  addresses:  “Clinical  As- 
pects of  Hypertension,”  William  Gold- 
ring, M.D.,  F.A.C.P.,  Manhattan; 

“Surgical  Approach  of  Hypertension,” 
Frederic  W.  Bancroft,  M.D.,  F.A.C.S., 
Manhattan. 

The  Friday  afternoon  lectures  in  March 
were: 

March  3,  “Recent  Contributions  to 
the  Aid  of  the  Clinical  Cardiac  Examina- 
tion,” by  Dr.  William  Dressier; 

March  10,  “Errors  in  Diagnosis  and 
Treatment  of  Heart  Diseases,”  by  Dr. 
William  Dressier; 

March  17,  “Modern  Approach  to  the 
Early  Diagnosis  of  Pulmonary  Tuberculo- 
sis,” by  Dr.  James  Alexander  Miller; 

March  24,  “Sub-Deltoid  Bursitis — 
Its  Pathology,  Differential  Diagnosis  and 
Office  Treatment,”  by  Dr.  Joseph  E. 
Milgram. 


Addresses  on  gland  disorders,  heart 
trouble,  and  asthma  featured  a meeting 
of  the  Brooklyn  Society  of  Internal  Medi- 
cine in  Kings  County  Hospital  on  February 
24.  Speakers  were  Dr.  Henry  Feinblatt, 
Dr.  Henry  Wolfer,  and  Dr.  George  A. 
Merrill.  Dr.  Henry  Monroe  Moses  is 
president  of  the  group. 

Dr.  Soma  Weiss,  professor  of  medicine 
at  Harvard  Medical  School,  spoke  at  the 
scientific  session  of  the  meeting  of 
the  Williamsburg  Medical  Society  at  the 
Leon  Louria  Memorial  Auditorium  of  the 
Jewish  Hospital,  St.  Mark’s  and  Classon 
Avenues,  on  March  13. 

Officers  are  Dr.  Irwin  Siris,  president; 
Dr.  Charles  Goldman  and  Dr.  Henry 
Louria,  first  and  second  vice-presidents; 
Dr.  Jesse  M.  Levitt,  treasurer,  and  Dr. 
Samuel  Millman,  secretary. 

Dr.  Lawrence  J.  Morton,  who  died  of  a 
heart  ailment  after  a brief  illness  at  his 
home,  8802  Fort  Hamilton  Parkway,  on 
February  26,  at  the  age  of  seventy-eight, 
was  long  identified  with  civic  activities. 
He  had  practiced  medicine  in  Brooklyn 
for  more  than  half  a century.  Born  in 
Truxton,  N.  Y.,  he  graduated  from  the 
Long  Island  College  Hospital  in  1884. 
He  served  as  intern  in  the  Kings  County 
Hospital  and  for  several  years  was  super- 
intendent of  the  medical  division  of  that 
institution.  He  finally  became  a special- 
ist in  neurology  and  from  1903  to  1918 
maintained  a private  mental  sanitarium 
at  his  Fort  Hamilton  Parkway  home. 
For  thirty- three  years  he  was  a member  of 
the  St.  Mary’s  Hospital  staff. 

Dr.  Wilbur  L.  Rickard,  seventy-one, 
one  of  the  oldest  physicians  in  the  Stuy- 
vesant  section,  died  on  February  15  of 
pneumonia  in  his  home,  390  Stuyvesant 
Ave.,  after  a short  illness.  Dr.  Rickard 
had  practiced  for  the  last  forty-nine  years 
and  during  all  but  a few  years  of  that 
period  he  practiced  in  his  home  area. 

Dr.  Lottie  A.  Cort,  one  of  Brooklyn’s 
oldest  women  physicians  and  a founder  of 
Chiropean,  died  in  her  home,  89  Division 
Ave.,  after  a short  illness,  on  February  14. 
She  practiced  medicine  in  Brooklyn  fifty- 
five  years.  She  also  was  a prominent 
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suffragist  in  the  early  days  of  the  move- 
ment, and  was  one  of  the  founders  of  the 
Elizabeth  Cady  Stanton  Political  Equal- 
ity League. 

Monroe  County 

Physicians  of  Monroe  County  plan  to 
guard  against  all  dangers  in  the  use  of 
sulfapyridine.  At  a meeting  of  the 
pneumonia  committee  of  the  County 
Medical  Society  at  the  University  Club 
on  March  3 there  was  a discussion  regard- 
ing measures  to  avoid  harmful  effects. 

Remarkable  results  in  curing  pneu- 
monia with  the  use  of  sulfapyridine  in 
hospitals  of  Rochester  and  other  cities  are 
told. 

But  unless  extreme  care  is  taken  to 
guard  against  injurious  effects  the  life  of  a 
patient  may  be  endangered  by  the  drug 
itself. 

Dr.  David  Rutstein  of  the  State  Health 
Department’s  pneumonia  bureau  led  the 
discussion. 

While  advising  caution  in  handling  the 
new  drug,  Dr.  Edward  G.  Whipple  indi- 
cated that  the  proper  course  for  medical 
men  is  to  continue  use  of  serums  which 
have  been  proved  effective  in  treatment 
of  five  of  the  thirty-two  types  of  pneu- 
monia. 

Because  of  the  surprising  success  of  the 
new  drug  the  public  is  clamoring  for  its 
use  in  all  pneumonia  cases.  Since  there  is 
also  danger  of  bad  effects  from  it,  serums 
of  undoubted  efficacy  will  be  used  for  the 
types  in  which  they  have  been  proved 
successful. 

At  the  same  time  physicians  will  use 
sulfapyridine  guardedly,  gaining  the  bene- 
fits of  discoveries  concerning  use  of  the 
drug  as  they  are  made. 

The  regular  meeting  of  the  Medical 
Society  of  the  County  of  Monroe  was  held 
March  21  in  the  new  Academy  Home 
at  1441  East  Avenue,  Rochester.  The 
speaker  was  Dr.  Thew  Wright,  Assistant 
Professor  of  Surgery,  University  of  Buffalo 
Medical  School,  Buffalo,  and  his  subject 
was:  “The  Treatment  of  Diffuse  Peritoni- 
tis due  to  Perforative  Appendicitis.” 


This  was  the  first  meeting  in  the  new 
Academy  building.  In  the  business  ses- 
sions, consideration  was  given  to  the  re- 
ports of  chairmen  of  special  and  standing 
committees,  including  those  on  legisla- 
tion, public  relations,  public  health, 
anesthesia,  and  self-medication. 

Cost  of  medical  care  of  Rochester’s 
welfare  clients  increased  more  than  $44,- 
000  in  1938  over  1937,  figures  show. 

Incomplete  figures  issued  by  Dr.  Arthur 
M.  Johnson,  health  officer,  and  Dr.  Sol.  J. 
Applebaum,  medical  director,  Welfare 
Department,  include  operation  of  Mu- 
nicipal Hospital,  care  of  the  indigent  sick 
in  their  homes,  and  money  advanced  to 
other  city  hospitals  for  care  of  welfare  pa- 
tients either  in  the  outpatient  depart- 
ments or  in  the  hospitals. 

Gross  total  of  the  expenditures  in  1938 
exceeded  $705,000.  In  1937  the  same 
gross  was  a little  more  than  $659,000. 

Dr.  Samuel  Case  Jones,  eighty-three,  a 
practicing  physician  in  Rochester  for 
fifty- three  years,  died  March  1.  He  had 
been  in  ill  health  for  more  than  three 
years. 

Montgomery  County 

The  Medical  Society  of  the  County  of 
Montgomery  participated  in  a scientific 
program  at  a meeting  in  the  Elks  Club  in 
Amsterdam  on  February  28.  The  pro- 
gram was  on  “Dry  Clinic”  and  consisted  of 
papers  on  “Charcot  Joint”  by  Dr.  Martin 
F.  Geruso;  “Hodgkin’s  Disease,”  Dr.  A. 
J.  Townley,  of  Fonda;  “Acute  Osteomye- 
litis,” Dr.  George  C.  Ferguson;  “Calculus 
Anuria,”  Dr.  C.  A.  Spence;  “Hyper- 
nephroma,” by  Dr.  Lew  H.  Finch. 

Nassau  County 

The  Nassau  County  Medical  Society 
has  endorsed  legislation  restricting  licens- 
ing of  professional  men  to  citizens. 

Dr.  Eugene  H.  Coon  of  Hempstead, 
chairman  of  the  society’s  legislative  com- 
mittee, approved  the  stand  taken  by  the 
legislative  bureau  of  the  state  medical 
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society,  supporting  the  bill  recently  intro- 
duced in  the  assembly. 

The  program  of  the  Nassau  County 
Medical  Society  on  February  28  included  a 
paper  on  “The Prophylactic  and  Therapeu- 
tic Uses  of  Convalescent  Measles  and  Con- 
valescent Scarlet  Fever  Serums,”  by  Wil- 
liam Thalhimer,  M.D.,  Manhattan  Con- 
valescent Serum  Center,  New  York  City. 

The  Medical  Society  of  Nassau  County 
is  established  in  new  and  larger  quarters 
on  the  ground  floor  at  1551  Franklin 
Avenue,  Mineola.  For  ten  years,  the 
society  maintained  its  business  office  on 
the  second  floor  at  1527  Franklin  Avenue. 
Dr.  Louis  H.  Bauer  of  Hempstead,  presi- 
dent of  the  society,  said  that  the  head- 
quarters of  the  Nassau  County  cancer 
committee  which  have  been  in  the  society 
office  will  continue  in  its  new  offices. 

Moving  operations  were  directed  by  J. 
Louis  Neff,  executive  secretary.  Martha 
T.  Ackerson  will  remain  as  office  manager 
of  the  society,  and  Barbara  Heusner  as 
clerical  assistant,  it  was  announced. 

New  York  County 

A large  gathering  of  New  York  physi- 
cians attended  on  February  27  a sym- 
posium on  the  proposed  national  health 
program,  recently  transmitted  to  Con- 
gress by  President  Roosevelt.  The  meet- 
ing, held  at  the  New  York  Academy  of 
Medicine  under  the  auspices  of  the  Medi- 
cal Society  of  the  County  of  New  York, 
was  addressed  by  various  physicians  on 
the  pros  and  cons  of  the  proposals  for 
health  insurance,  as  follows : 

(1)  “A  Review  of  the  National  Health 
Program  Proposed  by  the  Interdepart- 
mental Committee  to  Coordinate  Health 
and  Welfare  Activities” — Martha  M. 
Eliot,  M.D.,  Chairman,  Technical  Com- 
mittee on  Medical  Care,  by  invitation. 
(2)  “The  Responsibility  of  the  Physician 
Toward  a Health  Program” — John  P. 
Peters,  M.D.,  Secretary,  Committee  of 
Physicians  for  the  Improvement  of  Medi- 
cal Care,  by  invitation.  (3)  “Compul- 
sory Health  Insurance” — Samuel  J.  Ko- 
petzky,  M.D.  (4)  “Medical  Indemnity 


Insurance” — Frederic  E.  Elliott,  M.D., 
by  invitation.  Discussion:  Haven  Em- 
erson, M.D.;  Harry  S.  Mackler,  M.D.; 
George  Kosmak,  M.D.;  Kingsley  Rob- 
erts, M.D.;  Peter  M.  Murray,  M.D. 

A reorganization  of  the  New  York  City 
Department  of  Education  Medical  Board 
will  take  place  soon,  it  is  learned. 

Assurance  that  the  board  will  be  revised 
to  include  “qualified  psychiatrists,”  was 
given  to  400  teachers  attending  a confer- 
ence of  the  Teachers  Guild  on  March  6 
by  Dr.  Jacob  Greenberg,  associate  super- 
intendent in  charge  of  personnel. 

Dr.  Greenberg  said  he  wanted  to  “de- 
bunk” reports  that  there  are  1,500  “in- 
sane” teachers  in  the  school  system. 
Over  a period  of  fifteen  years,  he  declared, 
1,080  teachers  were  found  to  be  suffering 
from  mental  and  physical  disabilities. 

Of  that  number,  60  per  cent  “are  men- 
tal and  emotional  cases,”  Dr.  Greenberg 
disclosed,  adding  that  this  indicated  “the 
maximum  number  of  suspected  mental 
cases  per  year  was  twenty-four.” 

The  Society  of  Medical  Jurisprudence 
devoted  its  meeting  on  March  13  at  the 
New  York  Academy  of  Medicine  to  a 
consideration  of  the  “lie  detector”  and 
the  detection  of  deception,  with  addresses 
by  Joseph  F.  Kubis,  Ph.D.  of  Fordham 
University,  and  E.  P.  Caffey,  of  the  Fed- 
eral Bureau  of  Investigation. 

The  Bureau  of  Social  Hygiene  of  the 
Department  of  Health,  New  York  City, 
announces  Part  Two  of  the  course  in 
“Social  Hygiene”  for  physicians,  nurses, 
teachers,  and  other  interested  persons. 

Lectures  are  being  given  on  Saturday 
mornings  at  10:30,  in  the  Department  of 
Health  Building,  125  Worth  Street,  con- 
ference room,  second  floor.  Each  lecture 
is  repeated  on  Tuesday  afternoons,  at 
4:00,  at  130  Leonard  Street,  in  the  De- 
partment of  Health  Building,  clinic 
waiting  room.  Two  opportunities  to 
hear  each  lecture  are  thus  offered. 

Part  Two 

April  1 and  4,  The  Social  Worker,  the 
Nurse,  the  Investigator,  by  Kathryn  A. 
Loughrey. 
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April  8 and  11,  Nonsyphilitic  Venereal 
Skin  Diseases,  by  Dr.  Borris  Kornblith. 

April  15  and  18,  Gonorrhea — in  Adults 
and  Infants,  by  Dr.  Michael  Wishengrad. 

April  22  and  25,  Diagnostic  Laboratory 
Procedures,  by  Mr.  John  Koopman. 

April  29  and  May  2,  Treatment  as  a 
Means  of  Control,  by  Dr.  George  Hogan. 

May  6 and  9,  Prostitution  and  Com- 
munity Syphilis,  by  Dr.  Walter  Clarke. 

May  13  and  16,  Discussion. 

The  following  lectures  will  be  given  on 
Friday  afternoons  at  4:30  at  the  New 
York  Academy  of  Medicine : 

April  7,  The  Endocrinological  Basis  for 
Gynecological  Organotherapy,  Emil  No- 
vak, M.D.,  Baltimore; 

April  14,  Hemorrhagic  States — Recent 
Clinical  and  Therapeutic  Developments, 
Paul  Reznikoff,  M.D.; 

April  21,  Chronic  Non  tuberculous  Pul- 
monary Infections,  Louis  Hamman,  Bal- 
timore; and 

April  28,  Status  Hypoplasticus : its 
bearing  on  all  fields  of  medicine  and  a dis- 
cussion of  the  automatic  compensatory  me- 
chanisms involved,  Walter  Timme,  M.D. 

The  Bureau  of  Social  Hygiene,  with  the 
approval  of  the  Section  of  Dermatology 
and  Syphilology  and  the  librarian  of  the 
Academy  of  Medicine,  will  prepare  an 
exhibit  for  the  cases  in  the  library.  The 
subject  is  “Contributors  to  the  Knowledge 
of  Congenital  Syphilis.” 

The  exhibit  will  officially  open  on  April 
28.  This  is  the  date  of  the  open  meeting 
of  the  section  of  Dermatology  and  Syphil- 
ology, to  the  physicians  of  the  city  on 
noncutaneous  manifestations  of  syphilis. 

Sanford  V.  Larkey,  M.D.,  of  Johns 
Hopkins,  will  speak  at  the  New  York 
Academy  of  Medicine  at  8:15  on  April  13 
on  “Health  in  Elizabethan  England.” 

Dr.  Angenette  Parry,  formerly  a lead- 
ing obstetrician  in  New  York  City,  and 
long  a leader  among  women  physicians, 
died  on  March  1 of  a cerebral  hemorrhage 
at  the  Massachusetts  General  Hospital, 


Boston,  after  a two- weeks’  illness.  She 
was  eighty-one. 

Dr.  Parry  was  personally  decorated  by 
the  Greek  government  in  1931  with  the 
Silver  Cross  Chevalier  Savior  for  her 
work  among  refugees  as  head  of  the 
American  Woman’s  Hospital  at  Kokinia, 
near  Piraeus,  port  of  Athens,  Greece. 
She  was  decorated  by  the  French  govern- 
ment as  a member  of  the  executive  commit- 
tee of  the  American  Women’s  Hospitals. 

Dr.  Parry  was  a past  president  of  the 
American  Medical  Women’s  Association 
and  of  the  Women’s  Medical  Society  of 
New  York  State.  It  was  while  she  was 
president-elect,  in  1917,  of  the  former 
organization  that  it  founded  the  American 
Women’s  Hospitals,  an  organization  with 
headquarters  here  that  has  done  philan- 
thropic work  in  many  nations,  operating 
hospitals  and  clinics  and  cooperating  with 
the  Near  East  Relief,  the  Red  Cross,  and 
other  groups. 

Niagara  County 

Dr.  Jesse  G.  M.  Bullowa,  of  New  York 
City,  addressed  the  Niagara  County 
Medical  Society  at  a meeting  on  February 
16  on  serum  treatment  and  other  newer 
phases  of  the  attack  on  pneumonia. 

Onondaga  County 

The  program  of  the  Onondaga  County 
Medical  Society,  on  March  7,  included 
these  addresses:  “Recent  Advances  in 
Pneumonia  Therapy,”  Dr.  E.  C.  Reifen- 
stein,  discussion  open  by  Dr.  H.  Van  Zile 
Hyde,  and  “Diverticulitis  with  Perfora- 
tion,” by  Dr.  Fred  L.  Ritter,  discussion 
opened  by  Dr.  Lee  A.  Hadley. 

Features  of  the  meeting  of  the  Ob- 
stetrical Society  of  Syracuse  Hospitals  on 
March  14  were : 

(1)  Anonymous  Case  Reports  of  Ma- 
ternal Mortalities — 1939; 

(2)  Paper : Cesarean  Sections  in  Syra- 

cuse 1937-1938,  Dr.  Raymond  J.  Pieri; 

(3)  Election  of  officers. 

The  20th  birthday  of  the  Onondaga 
County  Health  Association  was  celebrated 
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at  a luncheon  on  February  27  at  the  Hotel 
Syracuse.  Approximately  two  hundred 
citizens  gathered  for  the  occasion  to  hear 
Mr.  Homer  Folks,  Secretary  of  the  State 
Charities  Aid  Association,  deliver  the 
principal  address.  Mr.  Folks  reviewed 
briefly  the  control  of  tuberculosis  in 
Syracuse  and  Onondaga  County. 

After  reviewing  some  of  the  principal 
public  health  achievements  in  Syracuse, 
including  the  demonstration  of  public 
health  administration  which  was  carried 
on  by  the  city  with  the  assistance  of  large 
grants  from  the  Milbank  Memorial  Fund, 
Mr.  Folks  said : 

“The  most  important  thing  that  can  be 
asked,  perhaps  is : What  has  all  this  effort 
to  prevent  tuberculosis  amounted  to? 
Has  it  had  any  effect  on  the  volume  of 
tuberculosis  in  Syracuse?  On  the  num- 
ber of  deaths?  That  question  can  be 
answered  convincingly.  In  a word,  the 
death  rate  from  tuberculosis  in  Syracuse, 
after  making  all  corrections  as  to  Syra- 
cusans dying  from  tuberculosis  outside  of 
the  city,  is  as  follows : 

“In  1907,  it  was  143  per  100,000  popu- 
lation; in  1938,  it  was  30,  slightly  more 
than  one-fifth  that  of  1907. 

“Still  more  encouraging,  perhaps,  is  the 
fact  that  in  the  past  decade,  from  1929  to 
1938,  it  has  been  reduced  by  slightly  more 
than  one-half.” 

Ontario  County 

Use  of  protamine  insulin  in  the  treat- 
ment of  diabetes  was  explained  by  Dr. 
George  B.  Andrews,  of  Syracuse  Memo- 
rial Hospital,  in  a talk  before  the  Geneva 
Academy  of  Medicine  at  the  Geneva 
Country  Club  on  February  16.  Dr. 
Andrews  filled  in  for  Dr.  William  A. 
Groat,  president  of  the  Medical  Society  of 
the  State  of  New  York,  who  was  ill  and 
unable  to  fulfill  his  speaking  engagement. 

Discussors  of  Dr.  Andrews’  talk  were 
Drs.  T.  W.  Maloney  and  P.  W.  Skinner, 
of  Geneva;  G.  E.  Welker,  of  Dresden; 
and  E.  M.  Wellbery,  of  Waterloo. 

Orange  County 

“A  new  method  of  informing  its  mem- 


bers of  current  happenings  of  interest  has 
been  instituted  by  the  Orange  County 
Medical  Society.  It  consists  of  a monthly 
bulletin  presented  in  an  attractive 
folder,  and  mimeographed  sheets  of  letter- 
size,  suitable  for  filing.  The  initial  num- 
ber, Vol.  1,  No.  1,  January  39,  gives  offi- 
cers, committee  members,  and  roster  of  the 
society  for  1939.  Later  issues  featured, 
for  February,  the  President’s  message, 
and  for  March,  a symposium  on  Tubercu- 
losis in  Orange  County,  as  well  as  the 
scientific  programs  projected  by  the  staffs 
of  the  various  hospitals  of  the  county  for 
the  ensuing  month.  This  new  departure 
of  monthly  news  letters  should  prove 
stimulating  to  the  interest  in  county 
medical  activities,  and  the  cost  of  the 
undertaking  has  been  assured  by  adver- 
tising obtained  for  the  publication.” 

Dr.  Martin  Cole,  89  years  old,  of 
Haines ville,  died  on  February  25  after  a 
fall.  He  had  practiced  medicine  in  that 
region  all  his  professional  life. 

Oswego  County 

Dr.  Jeremiah  T.  Dwyer,  68  years  old, 
who  died  in  Oswego  on  February  27,  had 
practiced  medicine  there  for  nearly  48 
years. 

Queens  County 

State  Superintendent  of  Insurance, 
Louis  H.  Pink,  in  an  address  before  the 
Queens  County  Medical  Society  in  Forest 
Hills  on  February  28,  urged  physicians  to 
give  careful  study  to  compulsory  health 
insurance  and  socialized  medicine  where- 
ever  it  is  in  operation  so  they  could  learn 
both  its  weaknesses  and  its  strong  points. 

Refusing  to  take  sides  in  the  contro- 
versy, Mr.  Pink  related  facts  and  figures 
showing  advantages  and  disadvantages  of 
voluntary  hospitalization  and  medical 
plans. 

“Both  the  governor  and  the  legislature 
have  indicated  that  the  problem  is  one 
which  requires  further  deliberation. 

“Every  effort  should  be  made  to  de- 
velop voluntary  action  among  our  citizens 
before  the  state  or  the  nation  embarks 
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upon  a program  of  compulsory  insurance,” 
he  said. 

As  a climax  to  the  antituberculosis 
campaign  of  the  Medical  Society  of 
Queens,  plans  are  being  furthered  for 
provision  of  rapid,  low-cost  x-ray  service 
at  the  society’s  exhibit  in  the  Medicine 
and  Public  Health  Building  at  the 
World’s  Fair. 

A contract  for  500  square  feet  of  space 
in  the  building  has  been  signed  by  Dr. 
Joseph  Wrana  and  Dr.  Frank  Mazzola, 
president  and  secretary  of  the  society, 
respectively,  and  Grover  Whalen,  presi- 
dent of  the  Fair  Corporation. 

It  is  expected  that  an  average  of  1,000 
radiographs,  including  x-ray  pictures  and 
brief  case  histories,  will  be  sent  daily  to 
the  personal  physicians  of  applicants  for 
the  service,  which  will  cost  $1.  No  diag- 
noses will  be  given  at  the  Fair  grounds. 

Dr.  Chas.  Gordon  Heyd  spoke  at  the 
Queens  County  Society  Building  at  4:30 
on  February  17  on  “Disease  of  the  Gall- 
bladder and  Bile  Ducts,”  and  Dr.  James 
T.  Gwathmey,  on  March  3,  on  “Anes- 
thesia in  Labor.” 

Rennselaer  County 

Physicians  from  Rennselaer  and  neigh- 
boring counties  met  at  Troy  Hospital  on 
March  2 to  hear  national  authorities  on 
the  treatment  of  pneumonia. 

The  all-day  institute  was  conducted  by 
the  Medical  Society  of  the  State  of  New 
York  through  the  Rensselaer  County 
Medical  Society  in  cooperation  with  the 
New  York  State  Department  of  Health. 
Dr.  Maxwell  Finland,  of  the  Harvard 
Medical  School,  and  chief  of  the  pneu- 
monia control  division  of  the  Boston  City 
Hospital,  discussed  the  new  remedies. 

The  morning  program  was  opened  by 
Dr.  A.  J.  Hambrook,  chairman  of  the 
public  relations  committee  of  the  New 
York  State  Medical  Society.  Greetings 
from  the  Troy  Hospital  staff  were  given 
by  Dr.  J.  J.  Quinlan. 

A talk  on  the  early  diagnosis  of  pneu- 
monia was  given  by  Dr.  Norman  Plum- 
mer of  New  York  City,  associate  professor 
of  medicine  at  Bellevue  Hospital  Medical 


College.  Dr.  A.  H.  Harris  of  the  division 
of  laboratory  and  research  of  the  State 
Department  of  Health  spoke  on  “Bac- 
teriological Diagnosis  of  Pneumonia.” 

The  state’s  pneumonia  control  program 
was  described  by  Dr.  A.  D.  Langmuir  of 
Albany,  pneumonia  consultant  of  the 
State  Department  of  Health. 

Through  such  programs  the  pneumonia 
mortality  rate  has  been  reduced  in  the 
last  ten  years  and  the  disease  is  now  under 
much  better  control. 

During  the  afternoon  a panel  discussion 
of  the  morning’s  topics  was  held,  followed 
by  sound  moving  pictures  on  pneumonia. 

Luncheon  was  served  for  the  group  by 
the  Troy  Hospital. 

Rockland  County 

As  guests  of  the  Secretary,  Dr.  William 
J.  Ryan,  approximately  fifty  members  of 
the  Medical  Society  of  the  County  of 
Rockland  attended  a medical  meeting 
which  was  held  at  the  Summit  Park 
Sanatorium  (recreation  hall),  Pomona, 
New  York,  on  Monday  evening,  February 
27.  Dr.  Julius  Pomerantz,  president  of 
the  Society,  presided. 

The  principal  address  of  the  evening 
was  given  by  Dr.  Ryan,  his  subject  being 
“Modern  Medical  and  Surgical  Methods 
in  the  Treatment  of  Pulmonary  Tubercu- 
losis” (illustrated  with  lantern  slides,  and 
demonstration  of  cases). 

To  illustrate  the  importance  of  scien- 
tific rest  in  the  treatment  of  pulmonary 
tuberculosis,  Dr.  Ryan  showed  slides  of 
“before”  and  “after”  the  rest  treatment 
was  established.  Other  slides,  giving 
graphic  evidence  of  how  the  disease  was 
cleared  up  by  the  institution  of  artificial 
pneumothorax  and  thoracoplasty,  were 
also  shown.  Patients  who  had  undergone 
surgical  methods  were  introduced  to 
illustrate  the  results  of  this  form  of  treat- 
ment. 

Preceding  Dr.  Ryan’s  address,  a sound 
movie  film  on  “Diagnostic  Procedures  in 
Tuberculosis”  was  shown. 

Discussion  was  opened  by  Dr.  Joseph 
R.  Morrow,  superintendent  of  Bergen 
Pines,  Oradell,  New  Jersey. 

Dr.  Douglas  R.  Gordon,  superintendent 
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of  the  O’Dell  Memorial  (Orange  County 
Tuberculosis  Sanatorium)  at  Newburgh, 
New  York,  and  Dr.  Harry  L.  Chant,  Dis- 
trict State  Health  Officer  at  Middletown, 
New  York,  both  commented  on  the  work 
done  at  Summit  Park. 

The  evening’s  program  also  included  a 
brief  talk  regarding  “Volunteer  Free 
Blood  Donors  to  the  Indigent,”  which  was 
given  by  Mr.  C.  Ray  Ackerman,  president 
of  the  Rockland  County  Emergency  First 
Aid  Council. 

Following  the  meeting,  a steak  dinner 
was  served  in  the  main  dining  room  of  the 
hospital. 

Warren  County 

Dr.  E.  F.  Roberts,  of  the  Lederle 
Laboratories,  presented  a film  on  “The 
Management  of  Pneumonias”  at  the 
meeting  of  the  Glens  Falls  Academy  of 
Medicine  on  February  23. 

Westchester  County 

The  meeting  of  the  Westchester  County 
Medical  Society  on  February  21  at  New 
York  Hospital,  Westchester  Division, 
White  Plains,  was  one  of  the  largest  and 
best  meetings  in  the  society’s  recent  his- 
tory. More  than  two  hundred  members 
were  in  attendance  to  hear  the  address  of 
Dr.  Samuel  A.  Levine  of  Boston,  on  “The 
Value  of  Auscultation  of  the  Heart.” 
Seldom  has  a more  comprehensive  and 
thoroughly  practical  review  of  a subject  of 
general  interest  been  offered  to  the  so- 
ciety. 

Discussion  of  Dr.  Levine’s  paper  was 
opened  by  Dr.  Arthur  F.  Heyl  of  New 
Rochelle;  others  who  took  part  included 
Dr.  William  J.  Vogeler  of  Yonkers  and 
Dr.  Reginald  A.  Higgons  of  Port  Chester. 

The  Public  Relations  and  Medical 
Economics  committees  announced  that 
they  are  jointly  making  a study  of  con- 
tracts existing  or  contemplated  between 
mutual  aid  associations,  lodges,  etc.,  and 
individual  members  of  the  society. 
These  committees  reminded  members  of 
the  society  that  they  are  expected,  under 
a resolution  adopted  in  April,  1938,  to 
submit  new  contracts  to  the  society  for 
approval  as  to  their  ethical  aspects  before 


accepting  them,  and  that  failure  to  do  so 
is  tantamount  to  unethical  conduct. 

A special  address  was  given  by  Mrs. 
Grace  S.  Woods,  R.N.,  Executive  Secre- 
tary of  District  13,  the  New  York  Coun- 
ties Registered  Nurses  Association,  on 
“A  Central  Nursing  Bureau  for  West- 
chester County.”  The  plan  for  a Central 
Nurses  Registry  is  expected  to  overcome 
many  of  the  difficulties  reported  in  recent 
years  by  doctors  and  residents  in  West- 
chester County,  in  securing  adequate 
nursing  service. 

Through  the  cooperation  of  alumni 
associations,  directors  of  nursing  service 
in  the  hospitals  and  institutions,  as  well  as 
visiting  nurse  associations,  more  than 
2,200  nurses  in  the  county  have  recently 
been  circularized  and  a large  number  have 
indicated  their  wish  to  be  affiliated  with  a 
Central  Professional  Registry. 

The  registry  will  be  located  in  White 
Plains  and  will  give  a twenty-four-hour 
service.  The  telephone  exchange  will  be 
set  up  on  a countywide  hookup,  and 
service  will  be  available  from  all  parts  of 
the  county  at  the  cost  of  a local  message. 

The  objectives  of  the  registry  are  to  sup- 
ply directly  or  indirectly  adequate  nursing 
service  to  all  who  need  it,  in  home  or  hospi- 
tal ; by  providing  the  services  of  registered 
nurses  for  private  duty  service,  hourly  nurs- 
ing service,  institutional  nursing  service, 
and  for  doctors’  offices  and  other  positions. 
The  registry  will  supply  practical  nurses, 
nurse  attendants,  technicians,  dieticians, 
and  other  medical  workers. 

A notable  forum  on  “Control  of  Can- 
cer” was  held  in  Yonkers  on  March  1 and 
2,  with  a distinguished  array  of  speakers, 
under  the  sponsorship  of  the  City  Health 
Department,  Yonkers  Academy  of  Medi- 
cine, Board  of  Education  medical  depart- 
ment, all  Yonkers  hospitals,  the  Yonkers 
Tuberculosis  and  Health  Association, 
Yonkers  Visiting  Nursing  Association, 
City  Welfare  Department,  Yonkers  Coun- 
cil of  Social  Agencies,  Yonkers  Coordinat- 
ing Council,  Yonkers  Council  of  Parents 
and  Teachers,  Mothers  Clubs  of  the 
parochial  schools  and  the  Westchester 
Cancer  Committee. 
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A dinner  meeting  was  held  by  the  New 
Rochelle  Medical  Society  on  February 
13,  at  the  Wykagyl  Country  Club. 
Dr.  Charles  Hendee  Smith,  pediatrician, 
of  New  York  City,  spoke  on  “Hygiene 
and  Diets  in  Children,”  and  an  interesting 
discussion  on  general  pediatric  subjects 
followed. 

The  Yonkers  Academy  of  Medicine 
held  a stated  meeting  at  the  Amackassin 
Club  on  February  15.  Dr.  Henry  C. 


Folk  of  New  York  City  presented  a paper : 
“Management  of  Infected  Abortions.” 

The  Yonkers  Visiting  Nurse  Associa- 
tion has  announced  a series  of  classes  open 
to  all  married  men  at  which  instruction 
will  be  given  in  the  duties  of  an  “Expect- 
ant Father.”  The  class  “teacher”  is 
Dr.  James  T.  Gorton,  Surgeon  Emeritus 
of  St.  John’s  Riverside  Hospital,  who  will 
discuss  the  various  duties  and  responsi- 
bilities of  daddies- to-be. 


Correspondence 


To  the  Editor: 

In  number  6 of  the  Journal  is  an  error 
in  the  Editorial  “Prevention  of  Deafness” 
that  might  puzzle  the  less  expert  in 
otology.  Speaking  of  middle  ear  deaf- 
ness it  obviously  should  read:  “impair- 

ment of  hearing  for  the  low  tones,  and 
good  hearing  for  the  high  tones.” 

Paul  G.  Frank,  M.D. 

Kew  Gardens,  L.  I. 

Mar.  22,  1939 


In  their  article,  Crowe  and  Baylor 
demonstrate  the  early  loss  of  hearing 
acuity  for  the  high  tones  as  measured  by 
the  1-A  audiometer  and  emphasize  that 
this  finding  controverts  all  prior  concep- 
tions of  the  type  of  hearing  loss  in  early 
conduction  deafness  in  children.  For 
details,  refer  to  their  publication  in  the 
Journal  of  the  American  Medical  Associa- 
tion, Feb.  18,  1939,  page  585. — Editor 


I DO  NOT  LOVE  YOU  DOCTOR  FELL;  YOU  CARVE  TOO  FLUENTLY  AND  WELL 


I do  not  love  you,  Doctor  Fell;  the  reason  why, 
I’ll  briefly  tell: 

The  doctor  of  the  olden  days  had  kindly  words 
and  pleasant  ways;  and  though  his  pills  were 
on  the  bum,  and  sent  folks  off  to  Kingdom 
Come,  and  though  he  liked  to  swell  the  hosts 
of  skeletons  and  sheeted  ghosts,  it  never  was 
his  foolish  plan  to  use  a saw  on  every  man. 
Unlike  the  modern  maniacs,  who  carve  then- 
patients  with  an  axe,  he  dealt  out  calomel  or 
nux,  and  soaked  us  for  a pair  of  bucks,  and  if 
he  killed  us — good  old  soul!  he  left  us  to  be 
planted  whole. 

When  I am  sickly  and  unstrung,  you  ask  me 
to  unfurl  my  tongue;  you  feel  my  pulse  and 
prod  my  back,  and  say  my  liver’s  out  of  whack, 
and  then  you  shed  your  vest  and  coat,  and  push 
a lantern  down  my  throat,  and  say:  “Great 

Caesar!  What  a heart!  I’ll  have  to  take  you  all 
apart.”  And  on  your  table  I am  laid,  while  you 
go  out  to  hunt  a spade,  to  dig  around  among 


my  works  and  find  the  blamed  old  germ  that 
lurks  around  the  angles  of  my  frame — the  way 
you  carve  me  is  a shame. 

When  winter  comes,  with  frost  and  snow, 
I have  a chilblain  on  my  toe;  and  when  for  lini- 
ment I beg,  you  want  to  amputate  my  leg; 
and  when  my  throat  gets  sore  and  raw,  you 
want  to  cure  it  with  a saw ; to  cure  my  baldness 
you,  I ween,  would  run  me  through  a guillotine. 
A leg  of  mine  is  now  at  rest  among  the  doctors 
of  the  West;  an  Eastern  doctor  has  in  brine 
about  eight  inches  of  my  spine;  the  jaw  that 
once  adorned  my  mouth,  is  kept  in  pickle  in  the 
South. 

I do  not  love  you.  Doctor  Fell;  you  carve  too 
fluently  and  well;  I fear  you  and  your  edged 
tools;  I’ll  send  to  correspondence  schools  for 
absent  treatment  when  I’m  ill — or  hit  the  good 
old-fashioned  pill. 

Walt  Mason  in  the  Emporia  Gazette  and  III. 
Med.  J. 


The  Women’s  Medical  Society  of 
New  York  State 

Welcomes  all  Medical  Women — City,  State,  National,  and  International 


The  Annual  Meeting  of  the  Women’s 
Medical  Society  of  New  York  State 
will  be  held  on  Monday,  April  24,  1939, 
at  the  Onondaga,  Syracuse. 

There  will  be  a Councillors’  Meeting 
in  the  morning  from  9:30  a.m.  until  12  m., 
which  will  conclude  with  the  election  of 
officers.  Luncheon  will  follow  at  12:30 

P.M. 

The  afternoon  will  be  devoted  to  a sci- 
entific program  by  women  outstanding  in 
their  lines,  from  various  sections  in  the 
state. 

Distinguished  speakers  will  give  us  im- 
portant messages  at  the  dinner  on  Mon- 
day, April  24,  at  7 :00  p.m.  at  the  Onon- 
daga. 


On  Sunday  afternoon,  April  23,  from 
five  to  seven  o’clock,  at  the  Onondaga, 
there  will  be  a reception  to  Dr.  William 
A.  Groat,  the  officers,  delegates,  and  mem- 
bers of  the  Medical  Society  of  the  State 
of  New  York  and  their  ladies.  A moving 
picture  by  Dr.  Dyer  of  “A  Trip  Around 
the  World”  will  be  shown. 

We  are  looking  forward  to  greeting  our 
many  distinguished  medical  women  and 
their  friends.  Dr.  Clara  Pierce  and  her 
committee  of  arrangements  will  be  most 
happy  to  be  of  service  to  this  end. 

Madge  C.  L.  McGuinness,  M.D., 
President. 

Marguerite  P.  McCarthy,  M.D., 
Secretary. 


SCIENTIFIC  SESSION— 2:00  P.M. 

ONONDAGA  HOTEL 


I.  Clinical  Case  Reports 

1.  Influenzal  Meningitis  with  Re- 
covery 

Laura  C.  Harris,  M.D.,  Syracuse 
Discussion:  George  M.  Retan, 

M.D.,  Syracuse 

2.  Erythroblastic  Anemia 
Marguerite  P.  McCarthy,  M.D., 

Solvay 

Discussion:  Ellery  G.  Allen,  M.D., 
Syracuse 

II.  Papers 

1.  Some  Health  Problems  in  a Dis- 
trict Health  Program 


Sophie  Rabinoff,  M . D . , N ew  Y ork  City 
Discussion  : Louise  Beamis-Hood, 
M.D.,  Buffalo 

2.  The  Prognostic  Significance  of  the 
S-T  Interval 

Jane  Sands-Robb,  M.D.,  Syracuse 
Discussion  : Teresa  McGovern, 

M.D.,  Anna  Samuelson,  M.D., 
New  York  City 

3.  Newer  Aspects  in  the  Diagnosis 
and  Treatment  of  Tuberculosis 

Helen  G.  Walker,  M.D.,  Buffalo 
Discussion  : Margaret  Warwick, 
M.D.,  Buffalo 

Katherine  F.  Garni  vale,  M.D., 
Buffalo 


Annual  Banquet 

The  Onondaga , April  24,  7:00  P.M. 

Madge  C.  L.  McGuinness , M.D.,  Toastmistress 
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House  of  Delegates  of  the  Medical  Society  of  the  State  of 

New  York 


Reference  Committees — 1939 

The  Speaker,  Dr.  James  M.  Flynn,  announces  the  appointment  of  the 
following  Reference  Committees  to  consider  the  various  annual  reports 
now  before  the  House  for  its  consideration  on  April  24,  1939: 


Credentials 


Peter  Irving,  Chairman 

New  York 

Edward  C.  Podvin 

Bronx 

John  L.  Sengstack 

Suffolk 

William  A.  Moulton 

Tioga 

Bernard  S.  Strait 

Yates 

Report  of  the  President 

Robert  Brittain,  Chairman 

Delaware 

William  W.  Street 

Onondaga 

Coburn  A.  L.  Campbell 

Suffolk 

Howard  Fox 

New  York 

Herbert  H.  Bauckus 

Erie 

Reports  of  Secretary,  Censors,  and  District  Branches 

Louis  A.  Van  Kleeck,  Chairman 

Nassau 

William  B.  Cornell 

Albany 

J.  Stanley  Kenney 

New  York 

William  A.  MacVay 

Monroe 

Albert  A.  Gartner 

Erie 

Reports  of  Treasurer  and  Board  of  Trustees 

Frederic  E.  Sondern,  Chairman 

New  York 

Aaron  Sobel 

Dutchess 

Peter  J.  Di  Natale 

Genesee 

William  Klein 

Bronx 

John  J.  Rooney 

Monroe 

Report  of  Legal  Counsel 

Edward  R.  Cunniffe,  Chairman 

Bronx 

John  T.  Donovan 

Erie 

Alfred  M.  Heilman 

New  York 

Albert  G.  Swift 

Onondaga 

Merwin  E.  Marsland 

Westchester 

Report  of  Council — Part  I 

Introduction 

Postgraduate  Medical  Education 
Public  Health  Matters 
Maternal  Welfare 

Walter  D.  Ludlum,  Chairman 

Kings 

Horace  M.  Hicks 

Amsterdam 

John  J.  Buettner 

Onondaga 

W.  Grant  Cooper  St.  Lawrence 

Stephen  H.  Curtis 

Rensselaer 

Report  of  Council — Part  II 

Medical  Care  Surveys  in  New  York  State 
Medical  Relief 

Thomas  M.  Brennan,  Chairman 

Kings 

William  Hale,  Jr. 

Oneida 

Walter  P.  Anderton 

New  York 

Edgar  O.  Boggs 

Lewis 

Stephen  R.  Monteith 

Rockland 

Report  of  Council — Part  III 

Medical  Expense  Nonprofit  Indemnity  Insurance 
Workmen’s  Compensation 

Leo  F.  Simpson,  Chairman  Monroe 

Edward  C.  Wood  Westchester 

Andrew  Sloan  Oneida 

Harvey  P.  Hoffman  Erie 

John  B.  D’Albora  Kings 


Report  of  Council — Part  IV 

Legislation 

Publications  and  Medical  Publicity 
Adolph  G.  De  Sanctis,  Chairman 
Edgar  Bieber 
Charles  A.  Anderson 
Charles  C.  Trembley 
Maximilian  A.  Ramirez 


New  York 
Chautauqua 
Kings 
Franklin 
New  York 


Report  of  Council — Part  V 

Annual  Meeting  Arrangements 
The  late  Dr.  Frederick  H.  Flaherty 
“M.D.”  License  Plates 
New  York  State  Board  Nominations 
Malpractice  Group  Plan  Insurance 
Homer  J.  Knickerbocker,  Chairman 
Francis  N.  Kimball 
James  R.  Reuling,  Jr. 

Warren  Wooden 
Thurber  Le  Win 


New  Business — A 


George  Baehr,  Chairman 
William  C.  Treder 
G.  Scott  Towne 
Arthur  F.  Heyl 
Richard  H.  Sherwood 


New  Business — B 

Frederic  C.  Conway,  Chairman 
Emily  D.  Barringer 
James  M.  Dobbins 
Laurance  D.  Redway 
Clarence  V.  Costello 


New  Business — C 

Floyd  J.  Atwell,  Chairman 
J.  Lewis  Amster 
Alec  N.  Thomson 
George  A.  Burgin 
Leo  F.  Schiff 


Ontario 
New  York 
Queens 
Monroe 
Erie 


New  York 
Schenectady 
Saratoga 
Westchester 
Niagara 


Albany 
New  York 
Queens 
Westchester 
Monroe 


Otsego 

Bronx 

ICings 

Herkimer 

Clinton 


747 


Hospital  News 


Motor  Service  for  Needy  Outpatients 


Queens  General  Hospital  cares 
for  the  sick  in  the  hospital  build- 
ings, and  visiting  nurses  help  the  sick  in 
their  homes. 

But  until  Mrs.  Hendrick  Hendrickson  of 
Laurelton  organized  the  Queens  General 
Hospital  Motor  Corps,  says  The  Long 
Island  Press  (Jamaica),  there  was  no  way 
in  which  many  needy  outpatients  could 
be  transported  between  their  homes  and 
the  clinic. 

It  meant  that  some  patients  who  could 
otherwise  have  gone  home  after  operations 
or  illnesses  had  to  be  kept  in  the  hospital 
for  treatment,  occupying  beds  that  others 
were  waiting  to  use. 

It  also  meant  hardships  for  many  who 
had  to  mount  the  high  steps  on  buses, 
wait  in  the  cold  or  rain  and  arrive  home 
after  their  clinic  visit  so  exhausted  that 
their  treatment  was  less  effective. 

How  It  Began 

Mrs.  Hendrickson,  who  has  done  volun- 
tary social  work  all  her  life,  was  a member 
of  the  Committee  for  Queens  of  the  New 
York  City  Visiting  Committee  when  the 
new  Queens  General  Hospital  was  opened 
November  18,  1935. 

Known  by  hospital  attaches  for  her  un- 
tiring work  for  others,  it  was  soon  after 
the  hospital  opened  that  Mrs.  Hendrick- 
son was  called  upon.  A patient  who  had 
undergone  a major  abdominal  operation 
and  had  gone  home  had  not  returned  to 
the  clinic  for  treatments.  Because  there 
were  several  drains  still  in  the  patient’s 
body,  the  Social  Service  division  of  the 
hospital  sent  a postcard  telling  the  pa- 
tient she  must  come.  She  sent  a card 
saying  she  had  no  way  of  getting  to  the 
clinic.  vShe  didn’t  live  near  a bus  stop, 
there  was  no  car  in  her  family,  and  she 
could  not  afford  a taxi. 

Mrs.  Hendrickson  said  she  would  act 
as  chauffeur  and  drove  to  the  home  and 
brought  the  patient  to  the  hospital. 


While  Mrs.  Hendrickson  was  waiting  to 
bring  her  home,  she  received  another  SOS. 
A patient  in  the  hospital  was  discharged 
and  could  go  home  if  she  had  her  clothes. 
There  was  no  one  at  home  to  bring  them 
to  her,  and  no  one  knew  what  to  do.  Mrs. 
Hendrickson  said  she  would  get  them, 
and  the  problem  was  straightened  out  at 
once. 

More  Drivers  Enlisted 

When  she  returned  with  the  clothes, 
Mrs.  Hendrickson  waited  and  then  drove 
the  second  person  home. 

It  was  then  that  Mrs.  Hendrickson  con- 
ceived the  idea  of  the  Motor  Corps.  She 
knew  women  who  had  cars  and  some 
spare  time.  She  looked  around  in  the 
clinic  and  saw  the  crutches  and  casts  that 
bore  testimony  to  the  hardships  the 
patients  went  through  to  get  to  the  clinic. 

It  wasn’t  long  before  she  enlisted  a few 
of  her  friends  and  their  work  started. 
The  names  and  addresses  of  patients  who 
were  to  be  transported  were  supplied  by 
the  Social  Service,  and  the  women,  under 
the  supervision  of  Mrs.  Hendrickson, 
divided  the  list. 

Mrs.  Hendrickson  soon  found  that  the 
ride  to  the  hospital  and  back  represented 
more  than  a clinic  visit  to  most  of  the 
patients.  For  most  of  them,  the  trip  was 
their  only  fresh-air  jaunt  between  long 
and  dreary  shut-in  periods.  It  was  an 
adventure,  a pleasure  trip,  and  a rare 
holiday,  all  in  one. 

The  women  in  the  corps  devote  as  much 
time  to  the  work  as  they  please.  They 
may  volunteer  for  only  one  morning  or 
afternoon  a month  or  for  part  of  every 
day.  They  may  choose  the  communities 
from  which  they  are  to  take  patients  and 
they  may  choose  the  type  of  patients  they 
wish  to  drive. 

“We’re  not  expected  to  be  anything 
more  than  drivers,”  Mrs.  Hendrickson 
explained.  “The  Social  Service  gives  us 
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their  names  and  takes  care  of  their 
problems.  There  is  no  expense,  other 
than  gas  and  oil,  involved.” 

There  is  nothing,  however,  which  pre- 
vents the  women  from  providing  extra 
services,  and  one  who  never  refuses  a 
favor  is  Mrs.  Hendrickson.  When  her 
patients  are  too  ill  to  go  to  the  clinic,  she 
gets  their  prescriptions  and  cuts  yards  of 
red  tape  to  get  their  medicines  and  bring 
them  to  the  homes.  She  drives  miles  out 
of  her  way  to  let  her  patients  see  the 
World’s  Fair  grounds. 

She  knows  instinctively  when  a patient, 
through  no  fault  of  his  own,  is  becoming 
a burden  to  his  wife  or  children  and  keeps 
him  in  the  car  while  she  calls  for  others, 
in  order  to  let  his  family  see  a moving 
picture  or  otherwise  spend  a free  after- 
noon. 

Hospital  Grateful 

Not  only  the  patients  and  their  families 
but  the  hospital  authorities  realize  fully 
the  benefit  of  the  corps. 

“This  service  is  invaluable,”  Dr.  Mar- 
cus D.  Kogel,  superintendent  of  the  hos- 
pital, told  the  reporter. 

“Their  work  is  so  valuable  that  I have 
mentioned  the  corps  twice  in  my  annual 
reports  to  Commissioner  of  Hospitals,  S. 
S.  Goldwater.  Especially  important  for 
cancer  cases,  it  allows  many  sufferers  to 
come  for  radiation  treatments  where  they 
might  not  otherwise  be  able  to  make  the 
trips. 

“The  work  saves  beds  for  the  hospital. 
It  also  makes  it  possible  for  patients  to 
come  the  easy  way  instead  of  the  hard 
way.” 

Many  grateful  letters  are  written  to  the 
hospital  from  patients  and  their  families. 

One  Richmond  Hill  woman  wrote  after 
her  husband’s  death  that  so  thankful  was 
the  famly  for  the  help  extended  to  him 
that  his  seven  children  had  taken  a vow 
to  help  the  Motor  Corps  and  the  hospital 
in  any  way  they  could.  One  boy  had 


started  to  donate  blood  to  the  hospital 
blood  bank. 

No  Contagious  Cases 

Not  one  of  the  cases  of  the  clinic  or 
hospital  are  contagious.  Contagious  cases 
are  not  accepted  at  the  hospital,  much  less 
the  clinic. 

Because  Queens  was  forced  to  get  along 
without  a city  hospital  for  so  many  years, 
the  clinic  is  crowded  with  patients  who 
suffered  without  proper  medical  attention 
for  years,  making  the  work  of  the  clinic 
heavier  than  it  would  be  had  there  been 
a hospital  here  before. 

Mrs.  Hendrickson  finds  herself  devoting 
at  least  a part  of  every  day  to  work  of  the 
corps. 

“If  a patient  lives  in  Glendale,  for  ex- 
ample, he  must  take  two  trolleys  and  a 
bus  to  get  to  the  hospital,”  she  pointed 
out.  “This  means  not  only  physical  tor- 
ture but  thirty  cents  fare  for  the  trip  there 
and  back.  Usually  the  patient  is  accom- 
panied by  another  member  of  the  family, 
making  the  cost  sixty  cents.  By  automo- 
bile it  is  only  a twelve-minute  run.  Most 
of  these  people  are  on  relief,  and  the  cost 
of  their  fare  sometimes  means  that  they 
will  do  without  food  or  other  necessities.” 

Patients  Cheerful  Company 

“Some  women  may  think  the  patients 
they  drive  are  unpleasant  sights,  but 
you’d  never  know  anything  was  wrong 
with  most  of  them.  Besides,  they’re  so 
happy  to  be  out  that  they’re  usually  very 
cheerful  company. 

“I’ve  had  women  tell  me  they  would 
like  to  do  this  work  but  are  afraid  of  hav- 
ing accidents.  I always  tell  them  it’s  no 
more  of  a risk  than  driving  friends  home 
from  a bridge  party.  Besides,  I sincerely 
believe  that  there  is  very  small  chance  of 
anything  happening  to  people  bound  on 
errands  of  mercy.  The  women  are  not 
expected  to  work  during  weather  that  is 
dangerous  for  driving.” 


The  new  Welfare  Hospital  for  Chronic  Diseases,  on  Welfare  Island,  New  York  City, 
will  be  opened  on  July  1,  at  a cost  of  almost  $8,000,000. 
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Substandard  Hospitals 


The  American  Medical  Association 
shows  6,128  hospitals  in  the  latest 
list  of  registered  hospitals.  The  American 
College  of  Surgeons  has  approved  2,664 
of  these,  leaving  3,464  which  are  below 
standard,  which  means  that  they  are  hon- 
est but  are  not  rendering  adequate  serv- 
ice, observes  the  editor  of  Hospital  Man- 
agement. Practically  all  these  are  below 
standard  because  pathologists  and  radi- 
ologists are  not  available  to  give  the  neces- 
sary service  or  because  they  are  so  short 
of  funds  that  they  cannot  provide  proper 
facilities.  In  almost  every  instance,  hos- 
pitals are  doing  their  best  to  give  a serv- 
ice which  will  be  approved,  but  find  it  im- 
possible for  one  or  other  of  the  two  rea- 
sons stated  above.  What  is  the  answer? 

Pathologists  and  radiologists  are  not 
available  in  sufficient  number  to  supply 
all  the  hospitals  and  they  are  not  needed. 
Large  or  small  groups  of  hospitals  in 
any  given  territory  can  combine  to  secure 
laboratory  service  from  a trained  path- 
ologist and  radiologist  but  it  is  expensive. 
The  plan  has  been  shown  to  be  a success 
and  where  it  is  not  adopted  the  reason 
is  usually  that  money  is  not  available. 


Money  is  not  available  because  of  the 
enormous  amount  of  free  work  which 
must  be  done.  Bills  for  food  and  other 
supplies  have  to  be  met  and  the  hospital 
has  nothing  left  for  anything  that  is  not 
absolutely  necessary  to  existence.  Diag- 
nostic and  therapeutic  facilities  are  there- 
fore not  made  available. 

The  question  then  narrows  down  to  the  j 
hospital  receiving  from  one  source  or  an-  I 
other  the  cost  of  caring  for  the  indigent.  I 
In  the  days  of  prosperity,  philanthropy  ' 
took  care  of  this  class  of  patients,  but  ap- 
parently those  days  are  gone  forever. 
Profits  from  paying  patients  do  not  suf- 
fice to  meet  the  deficit  created.  The  only 
answer  appears  to  be  for  the  govern- 
mental authorities  to  meet  their  recog- 
nized responsibility  of  caring  for  these 
patients.  With  federal  and  other  govern- 
ments concerning  themselves  with  the 
betterment  of  hospital  care,  a great  deal 
of  thought  should  be  given  to  improve- 
ment of  the  3,464  hospitals  which  are  not 
rendering  approved  service  because  of 
financial  difficulties.  There  could  be  no 
better  place  to  expend  any  federal  or  state 
funds  that  can  be  made  available. 


“ A Little  Knowledge  Is  a Dangerous  Thing,, 


That  “a  little  knowledge  is  a danger- 
ous thing/’  is  the  conclusion  of  Dr. 
LeRoyF.  Hollis,  superintendent  of  Oswego 
County  Sanatorium  at  Orwell,  as  applied 
to  self-diagnosis  of  physical  condition  by 
patients. 

The  observations  and  opinions  of  Dr. 
Hollis  are  expressed  in  the  leading  article 
of  The  Bug,  bimonthly  publication  of  the 
patients  at  the  sanatorium. 

“The  most  difficult  patients  to  treat  are 
those  who  think,  they  know  more  than  the 
physician  or  nurse  and  want  to  make  their 
own  diagnosis  and  suggest  the  treatment 
to  be  followed,”  the  doctor  states.  Con- 
tinuing, he  writes: 


“They  may  have  read  some  old  family 
‘doctor  book,’  or  had  some  old  rumor 
handed  down  as  to  what  to  do  for  this  or 
that  ailment. 

“You  often  hear  the  remark,  ‘it  must  be 
difficult  to  treat  children  and  babies.’ 
This  is  not  so.  Children  and  babies  do 
not  try  to  deceive  you,  they  do  not  exag- 
gerate their  symptoms,  they  do  not  make 
a diagnosis  of  their  troubles,  they  do  not 
suggest  treatment  or  tell  you  what  John 
Smith’s  doctor  did  for  him  when  he  was 
sick.  They  have  no  opinion  as  to  what 
their  trouble  is  or  how  it  ought  to  be 
treated.  They  themselves  are  very  easy 
patients  to  treat,  but  alas,  too  often  they 
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may  have  an  old  maid  aunt  or  grand- 
mother who  have  ‘a  little  knowledge’  and 
are  prepared  to  impose  it  on  the  phy- 
sician.” 

Where  the  Trouble  Arises 

“When  a patient  consults  a physician 
it  is  evidence  of  itself  that  they  have  some 
confidence  at  least  in  the  physician  con- 
sulted or  they  would  not  consult  him. 
After  consulting  the  physician  they  should 
be  guided  by  the  advice  of  the  physician 
and  submit  absolutely  to  the  suggestions 
and  treatment  outlined.  Right  here  is 
where  the  trouble  often  arises.  The 
patient  has  or  thinks  he  has  some  knowl- 
edge of  his  trouble.  He  may  have  a 
thermometer  and  can  take  his  tempera- 
ture, possibly  his  pulse  and  what  few 
symptoms  he  is  able  to  recognize  he  puts 
together  and  makes  a diagnosis  of  his 
own — sometimes  right,  often  wrong.  He 
may  dwell  on  these  symptoms  until  he 
really  believes  he  has  some  serious  trouble 
which  the  physician  may  have  difficulty 
in  getting  out  of  his  mind.” 


“When  the  patient  comes  to  the  physi- 
cian with  his  diagnosis  all  made  up,  if  he  is 
wrong,  the  physician  should  try  to  explain 
his  error.  On  the  other  hand,  if  the  pa- 
tient is  on  the  right  track  the  physician 
should  collaborate  with  the  patient  in 
making  a diagnosis  and  suggesting  treat- 
ment. In  this  way  he  will  gain  the  con- 
fidence of  the  patient,  which  will  materi- 
ally help  in  the  treatment — in  fact  no 
treatment  will  be  of  any  great  benefit  to 
the  patient  unless  there  is  mutual  con- 
fidence between  patient  and  physician,” 
Dr.  Hollis  states.  He  suggests  if  this  confi- 
dence ceases  to  exist  and  cannot  be  re- 
established, the  patient  should  either  be 
discharged  to  some  other  physician,  or 
he  should  consult  some  other  physician 
in  whom  he  has  absolute  confidence. 

“A  wise  man,  be  he  patient  or  physi- 
cian, never  thinks  he  knows  it  all.  It  is 
often  better  for  the  patient  to  know  noth- 
ing than  know  too  much.  This  is  the 
reason  a baby  or  child  is  often  easier  to 
treat  than  an  adult.  That  is  why  a little 
knowledge  may  be  and  often  is  a danger- 
ous thing.” 


SERVING  ON  COMMITTEES 

Serving  on  a committee  of  a county  medical 
society  is  a task  which  should  be  taken  seriously 
or  not  accepted  at  all,  says  The  Milwaukee  Med- 
ical Times. 

Each  committee  member  is  under  an  obliga- 
tion to  serve  faithfully  and  contribute  something 
of  real  worth  to  his  organization.  Many  do  not 
realize  this  and  are  perfectly  willing  to  let  one  or 
two  members  on  the  committee  do  all  the  plan- 
ning and  the  work  that  is  necessary.  Are  you 
that  kind  of  a committeeman? 

It  might  be  interesting  to  consider  the  ideal 
member  of  a committee.  What  are  his  qualifica- 
tions and  how  does  he  meet  his  responsibilities? 

First,  he  should  have  the  interest  of  the  med- 
ical profession  at  heart. 

Second,  he  will  give  thought  and  study  to  the 
subjects  which  come  up  before  the  committee 
and  will  not  just  be  one  of  those  present.  No 
committee  can  do  much  on  behalf  of  the  profes- 
sion which  is  not  made  up  of  members  genuinely 


interested  in  the  tasks  to  which  they  have  been 
assigned  and  willing  to  give  the  time  necessary 
to  put  through  the  plans  evolved. 

Third,  he  will  make  it  a point  to  be  on  hand 
for  all  meetings  unless  his  professional  duties 
require  him  elsewhere.  Nothing  is  so  demoraliz- 
ing to  a committee  as  to  have  two  or  three  out  of 
ten  or  fifteen  members  present.  There  is  no  quo- 
rum ; therefore,  no  action  can  be  taken.  Those  on 
hand  become  discouraged  and  unless  interest  is 
somehow  stimulated  they  also  drop  out  and  the 
committee  becomes  dormant. 

Fourth,  he  will  not  allow  one  or  two  members 
to  assume  the  entire  burden  for  developing  plans, 
but  will  contribute  ideas  of  his  own. 

Committees  can  do  much  to  improve  the  ef- 
ficiency of  medical  societies  because  most  of  the 
planning  is  in  their  hands.  Their  personnel,  how- 
ever, should  be  carefully  selected  from  among 
those  men  who  will  meet  the  qualifications  here 
described. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Licensing  of  Foreign  Physicians 


IN  two  proceedings  which  came  before 
the  Appellate  Division  of  the  Supreme 
Court  of  this  state  for  the  Third  Depart- 
ment, an  important  ruling  has  just  been 
handed  down  by  that  Court  which  sus- 
tains the  action  of  the  Board  of  Regents 
in  the  action  taken  by  them  dealing  with 
foreign  physicians  attempting  to  obtain 
licenses  to  practice  their  profession  in  this 
state.* 

The  first  of  the  petitioners  who  insti- 
tuted the  proceedings  claimed  that  he 
had  begun  the  study  of  medicine  in  1912 
and  had  continued  it  at  various  German 
universities  until  the  fall  of  1914.  After 
the  War  he  continued  his  studies  and  re- 
ceived a German  medical  license  in  July, 
1922.  The  second  petitioner  claimed  that 
at  the  beginning  of  the  War  he  had 
completed  certain  medical  courses  in 
German  universities  entitling  him  to 
serve  as  an  assistant  physician  in  various 
hospitals  until  the  end  of  the  War,  and 
that  he  received  his  license  in  June,  1919. 

In  1937,  both  petitioners,  attempting 
to  obtain  a license  to  practice  medicine  in 
this  state,  passed  an  examination  in 
English  and  applied  for  admission  to  the 
January,  1938,  medical  licensing  examina- 
tion. Such  examination  was  taken  by 
one  petitioner  who  received  a passing 
mark  in  but  two  of  the  nine  subjects; 
the  other  petitioner  failed  to  achieve  a 
passing  grade  in  a single  subject.  The 
former  was  re-examined  in  the  fall  of  1938 
and  received  a passing  mark  in  but  three 
of  the  subjects. 

Subsequent  to  the  January,  1938, 
examination,  both  applicants  presented 
to  the  Board  of  Regents  applications  for 
endorsement  of  their  German  medical 
licenses  in  an  attempt  to  be  permitted  to 

* In  the  Matter  of  the  Application  of  Erlanger  and 
Levi  v.  the  Regents  of  the  State  of  New  York,  et  al., 
decided  March  Term,  1939,  by  Appellate  Division,  Third 
Department. 


practice  without  the  requirement  of  pass- 
ing the  New  York  State  licensing  ex- 
amination. The  Regents  denied  the 
applications  and  indicated  the  reason  as: 

“because  the  evidence  submitted 

is  not  satisfyingly  sufficient  to  warrant 
such  indorsement,  but  that  such  denial 
shall  be  without  prejudice  to  the  right 
of  the  applicants  to  continue  taking 
the  medical  licensing  examinations.” 
The  two  foreign  physicians  thereupon 
instituted  a proceeding  in  the  Supreme 
Court  in  the  nature  of  a mandamus  pro- 
ceeding applying  for  an  order  to  compel 
the  Board  of  Regents  to  indorse  their 
foreign  licenses  without  requiring  them  to 
pass  the  New  York  examination.  The 
Court,  at  Special  Term,  after  hearing  the 
parties,  ruled  that  questions  of  fact  re- 
lating to  the  qualifications  of  the  appli- 
cants were  involved  and  directed  that  those 
questions  should  be  tried  at  a Trial  Term 
of  the  Supreme  Court.  From  that  ruling 
made  at  Special  Term  all  parties  appealed 
to  the  Appellate  Division,  the  Board  of 
Regents  contending  that  it  had  properly 
denied  indorsement  to  the  two  foreign 
doctors  and  they  in  turn  claiming  that 
they  were  entitled  to  automatic  indorse- 
ment upon  the  papers  they  had  pre- 
sented. 

As  a preliminary  proposition,  the  Ap- 
pellate Division  decided  that  the  lower 
court  had  erred  in  directing  a trial  of  the 
question  of  the  qualifications  of  the  two 
physicians,  since  such  procedure  would  be 
an  unwarranted  review  of  the  decision  of 
the  Board  of  Regents  on  proof  which  was 
not  necessarily  before  the  Board  of  Re- 
gents at  the  time  it  made  the  rulings  com- 
plained of.  The  Court  thereupon  deter- 
mined that  the  real  problem  before  it 
was  whether  the  action  of  the  Regents  in 
denying  the  applications  was  “arbitrary, 
unfair  or  capricious.” 
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The  pertinent  provisions  of  the  Educa- 
tion Law  under  which  the  petitioners 
claimed  they  were  entitled  to  indorse- 
ment of  their  license  provides  as  follows : 
“3.  And  the  Regents  shall  have  fur- 
ther power  to  indorse  a license  issued 
by  a legally  constituted  board  of  ex- 
aminers in  any  other  state  or  country 
upon  satisfactory  evidence  that  the 
requirements  for  the  issuance  of  such 
license  were  substantially  the  equiva- 
lent of  the  requirements  in  force  in  this 
state  when  such  license  was  issued,  and 
that  the  applicant  has  been  in  the  law- 
ful and  reputable  practice  of  his  pro- 
fession for  a period  of  not  less  than  five 
years  prior  to  his  making  application 
for  such  indorsement.  When  the  evi- 
dence presented  is  not  satisfyingly 
sufficient  to  warrant  the  indorsement 
of  such  license,  the  Board  of  Regents 
may  require  that  the  candidate  for 
indorsement  shall  pass  such  subjects 
of  the  licensing  examination  specified 
by  statute  or  Regents’  rule  as  should  be 
required  of  the  candidate  to  establish 
his  worthiness  to  receive  such  indorse- 
ment.” 

The  Court,  in  a well  considered  opinion 
written  by  Mr.  Justice  Heffernan,  com- 
mented upon  the  purpose  and  effect  of 
said  statute  as  follows : 

“The  obvious  purpose  of  the  statute 
was  to  permit  the  Board  of  Regents  to 
indorse  a license  issued  by  the  licensing 
board  of  another  state  or  country  in 
those  cases  in  every  profession  in 
which  the  applicant  is  unable  to  meet 
the  letter  of  the  requirements  of  the 
statute  governing  admission  to  the 
profession  in  which  a license  is  sought 
but  possesses  essentially  the  same  or 
equivalent  qualifications  necessary  for 
a license.  The  power  herein  granted 
is  a limited  one,  remedial  in  its  nature, 
and  must  be  exercised  by  the  Regents 
with  caution  and  with  due  regard  to 
the  statutes  regulating  the  practice  of 
medicine  in  this  state.  Certainly  the 
Regents  may  not  through  the  exercise  of 
the  power  granted  by  this  statute  in- 
discriminately indorse  foreign  medical 


licenses.  The  legislature  has  pro- 
vided a way  for  these  applicants  to 
practice  medicine.  It  was  never  in- 
tended that  they  should  be  allowed  to 
enter  by  indorsement.  Before  the 
Regents  can  legally  indorse  a foreign 
license  they  should  be  satisfied  that  the 
applicant  has  substantially  met  all 
requirements  The  Regents  may  not 
legally,  through  the  exercise  of  the 
remedial  power  conferred  by  this  sec- 
tion, admit  to  the  profession  those  who 
have  not  met  the  requirements  the 
legislature  has  established.  If  they 
err  at  all,  it  should  be  on  the  side  of  the 
protection  of  the  public  from  unworthy 
and  inefficient  practitioners.  This  sec- 
tion was  only  intended  by  the  legis- 
lature to  apply  to  exceptional  cases 
where  the  merit  of  the  applicant  is 
clearly  established  to  the  satisfaction  of 
the  Regents.  The  burden  of  proof  is 
upon  the  applicant.  He  must  not  only 
prove  that  he  graduated  from  certain 
institutions  but  he  must  also  prove  to 
the  satisfaction  of  the  Regents  that 
these  institutions  are  substantially  the 
equivalent  of  the  New  York  schools. 
He  must  not  only  prove  that  he  has  a 
foreign  license  but  he  must  also  prove 
to  the  satisfaction  of  the  Regents  that 
the  requirements  for  that  license  were 
substantially  the  same  as  in  New 
York.” 

The  Court  pointed  out  that  Section 
1256  of  the  Education  Law  provided  a 
way  by  which  foreign  practitioners  could, 
by  passing  the  licensing  examination,  be- 
come qualified  to  practice  in  this  state. 
The  fact  situation  was  reviewed  and  it 
was  pointed  out  that  the  petitioners  had 
failed  to  sustain  their  contention  that 
they  possessed  the  necessary  qualifica- 
tions to  be  licensed  to  practice  medicine  in 
New  York  and  in  the  course  of  the  opinion 
the  Court  said : 

“None  of  the  institutions  from  which 
the  petitioners  graduated  has  ever  been 
registered  by  the  Regents  or  by  the 
Department  of  Education  as  maintain- 
ing proper  medical  standards.  In 
neither  petition  is  there  any  allegation 
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that  the  German  standards  at  the  time 
the  petitioners  received  their  licenses 
were  substantially  the  same  as  those 
existing  in  the  state  of  New  York. 
There  is  no  proof  whatever  as  to  the 
equality  of  the  German  institution, 
including  faculty,  length  of  courses  of 
study,  curriculum,  or  equipment. 
There  is  no  proof  that  petitioners  ever 
passed  a licensing  examination  as 
required  in  this  state.  As  a matter  of 
fact  what  little  evidence  there  is  before 
the  Regents  indicates  that  the  standard 
of  the  German  schools  was  lower  than 
the  standards  in  the  State  of  New 
York  and  the  requirements  for  the 
license  were  far  from  being  essentially 
the  same  as  those  in  New  York.” 

In  ruling  that  the  Board  of  Regents 
had  not  acted  arbitrarily  or  capriciously 
the  Court  stated : 

“It  cannot  be  seriously  argued  that  the 
Board  of  Regents  acted  either  arbi- 
trarily or  capriciously  in  requiring 
petitioners  to  pass  a satisfactory  ex- 
amination before  indorsing  their  li- 
censes. The  State  has  the  right  to 
demand  that  those  who  seek  to  prac- 
tice medicine  and  surgery  or  to  diag- 
nose and  treat  human  diseases,  ail- 
ments or  deformities  shall  pass  a 
satisfactory  examination  as  evidence 
of  skill  and  competency.  Such  a re- 
quirement is  neither  unreasonable 
nor  discriminatory.  Surely  the  best 
method  to  determine  the  skill  and 
ability  of  an  applicant  is  by  direct 
examination.  The  relation  of  physi- 
cian and  patient  is  of  such  a confi- 
dential and  serious  nature  that  not 
only  the  skill  but  also  the  moral  char- 
acter of  the  physician  is  of  great  im- 
portance to  the  interests  of  the  patient 
and  the  State.  The  object  sought  in 
requiring  applicants  to  practice  medi- 
cine to  submit  to  examination  is  the 
protection  of  the  home,  of  the  sick  and 
distressed  from  the  intrusion  therein  in 
a professional  character  of  those  desti- 
tute of  the  proper  qualifications.  The 
preservation  of  public  health  is  one  of 


the  duties  devolving  upon  the  State 
as  the  sovereign  power  and  the  dis- 
charge of  this  duty  is  accomplished  by 
means  of  the  exercise  of  the  inherent 
police  power  of  the  sovereign.  We 
know  from  our  own  experience  that 
practically  all  persons  are  obliged  to 
consult  a physician  at  some  period  of 
life  and  but  few  are  able  to  judge  of  his 
qualifications  in  point  of  learning  and 
skill  and,  because  of  the  importance  of 
the  interests  committed  to  his  care 
involving  life  and  death,  it  is  imperative 
that  the  State  should  be  vigilant  in 
passing  upon  his  qualifications.  The 
field  should  only  be  open  to  those  who 
possess  the  prescribed  requirements. 
No  one  has  a vested  right  to  practice 
medicine  free  from  State  regulation 
and  control.  The  right  of  a person  to 
practice  medicine  is  subject  to  the 
paramount  power  of  the  State  to  im- 
pose such  regulations  within  the  limita- 
tions of  the  Constitution  as  may  be 
required  to  protect  the  people  from 
ignorance,  incapacity,  deception  or 
fraud  in  the  practice  of  that  profes- 
sion.” 

As  to  one  of  the  arguments  urged  by 
the  petitioners,  that  it  is  not  fair  to  sub- 
ject a practicing  physician  to  pass  a 
technical  examination  which  a medical 
student  fresh  from  academic  training 
would  be  better  prepared  to  pass  than  a 
man  in  actual  practice,  the  Court  said : 
“We  appreciate  that  there  are  physi- 
cians of  standing  in  every  community 
who  perhaps  might  not  be  able  to 
make  ready  answers  with  the  same 
glibness  as  a tyro  fresh  from  his  books. 
Unquestionably,  however,  an  ex- 
amination would  readily  disclose  a 
comprehensive  knowledge  of  the  funda- 
mentals on  their  part.  The  results 
which  petitioners  attained  in  their 
examinations  clearly  spell  inferiority 
and  incompetency  in  the  profession. 
A statute  requiring  itinerant  physi- 
cians to  submit  to  examination  is 
justified  by  every  consideration  of 
public  policy.  Physicians  who  have 
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no  fixed  place  of  business,  who  are  un- 
known to  those  to  whom  they  tender 
their  services  and  medicine,  and  who 
have  no  reputations  for  professional 
skill,  honesty  and  fair  dealing  to  main- 
tain, should  ’not  be  free  to  travel 
about  the  state  in  order  to  prey  upon 
the  fears  and  hopes  of  the  afflicted  and 
the  unfortunate.  The  solicitation  of 
patients  by  such  physicians  certainly 
is  harmful  to  any  community  because 
of  the  opportunity  it  gives  to  them  to 
discover  ailments  where  none  exist.” 
The  Court  also  said: 

“To  sustain  the  contention  of  peti- 
tioners would  mean  that  any  foreigner 
who  can  speak  our  language  and  who 
has  been  licensed  to  practice  in  a 
foreign  country  and  who  actually 
practiced  there  for  a period  of  five 


years  could,  upon  the  moment  of  his 
arrival  at  the  port  of  New  York,  de- 
mand the  issuance  of  a license  to  him 
to  practice  his  profession  in  this  state. 
Surely  that  was  never  the  intent  of  the 
legislature.  Our  own  citizens  must 
pursue  a rigorous  course  of  study  and 
supply  evidence  of  good  character  in 
order  to  practice  medicine  (Education 
Law,  sections  1256,  1257),  and  yet,  if 
petitioners  are  correct,  any  foreigner 
who  was  authorized  to  practice  medi- 
cine in  his  native  land  can  come  into 
the  State  of  New  York  and  be  immune 
from  such  requirements.” 

It  should  be  noted  that  this  decision 
was  made  by  the  Appellate  Division  and 
that  it  is  possible  that  the  matter  may  be 
carried  to  the  Court  of  Appeals  for  its 
final  determination. 


Treatment  of  Injury  to  Hand 


A man  who  had  been  engaged  in  work 
on  a construction  job  was  referred  to 
a general  practitioner  for  the  treatment  of 
an  injury  to  his  hand  sustained  by  him 
when  he  was  struck  in  the  hand  with  a 
pick.  The  doctor  found  a deep  irregular 
laceration  1 inch  long  on  the  dorsal  sur- 
face of  the  right  hand  with  severe  hemor- 
rhage. Examination  gave  no  evidence 
of  dislocation  or  loss  of  function  and  for 
that  reason  no  x-ray  was  taken.  Tetanus 
antitoxin  was  administered  and  the 
wound  sutured  and  dressed.  The  doctor 
saw  the  man  from  time  to  time  for  a 
period  of  about  two  weeks  and  on  each  of 
those  occasions  the  wound  was  sterilized 
and  dressings  applied. 

It  seems  that  later  x-rays  were  taken 
which  revealed  a fracture  of  the  second 
metacarpal  bone  of  the  hand.  Another 
physician  treated  that  condition  with 
splinting  and  physiotherapy  and  he  was 


discharged  as  being  able  to  work  at  the 
end  of  about  six  weeks  after  the  original 
injury. 

The  patient  not  only  made  claim  for 
workmen’s  compensation  payments  but 
also  instituted  a malpractice  action 
against  the  physician  who  first  treated 
him,  based  upon  the  claim  that  the  de- 
fendant had  negligently  failed  to  diagnose 
the  fracture.  The  defendant  denied  that 
he  was  in  any  way  negligent  and  also  set 
up  as  a special  defense  the  fact  that  the 
plaintiff  had  obtained  compensation  for 
his  injuries  under  the  Workmen’s  Com- 
pensation Law. 

The  action  never  actually  came  on  for 
trial  as  before  it  could  be  reached,  plain- 
tiff’s counsel  was  persuaded  that  he  would 
be  unable  to  succeed,  both  because  of  the 
merits  of  the  case  and  because  of  the 
special  defense  that  payments  of  com- 
pensation had  been  received. 
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Claimed  Burn  Following  Treatment  of  Acne 


A middle-aged  woman  consulted  a 
general  practitioner  with  respect  to 
a condition  of  acne  which  affected  her 
face  and  forehead.  The  doctor  found 
extensive  eruptions  of  the  pustular  type 
and  suggested  the  use  of  an  ultraviolet 
lamp.  She  was  given  a four-minute 
exposure  at  a distance  of  24  inches  and  a 
few  days  later  was  given  a similar  treat- 
ment, the  exposure  then  being  three  min- 
utes at  a distance  of  28  inches. 

While  later  the  doctor  received  a tele- 
phone call  from  the  patient  complaining 
that  she  had  been  burned  by  the  treat- 
ment, he  never  saw  her  professionally 
thereafter.  A malpractice  action  was  in- 
stituted against  the  doctor  charging  him 
with  negligently  having  caused  the  plain- 


tiff to  sustain  serious  burns  leaving  perma- 
nent scars. 

A physical  examination  was  made  of  the 
plaintiff  and  while  certain  scars  were 
found  on  her  face,  in  the  opinion  of  the 
examining  physician  none  of  those  scars 
could  properly  be  attributed  to  ultra- 
violet treatment,  but  rather  appeared  to 
be  the  result  of  infection  from  the  condi- 
tion of  acne. 

Plaintiff’s  attorney,  finding  that  no 
settlement  of  the  case  would  be  made  on 
behalf  of  the  doctor,  failed  to  bring  the 
action  on  for  trial  and  in  due  course  the 
action  was  dismissed  by  reason  of  the 
failure  of  the  plaintiff  to  diligently  prose- 
cute the  case. 


MORBIDITY  RISES  UNDER  BRITISH  INSURANCE 


“The  National  Health  Insurance  Act  was  de- 
signed principally  as  an  instrument  to  improve 
the  standard  of  curative  medicine  in  general 
practice  by  replacing  the  old  club  system  of  con- 
tract practice,”  said  Dr.  A.  B.  Walker,  regional 
medical  officer,  Department  of  Health  for  Scot- 
land, in  an  address  at  the  1938  health  congress 
at  Portsmouth,  published  in  the  Journal  of  the 
Royal  Sanitary  Institute  (59:  511  [Jan.]  1939), 
and  quoted  in  the  J.A  .M.A . 

“It  was  reasonable  to  hope  that  this  act,  to- 
gether with  the  improved  environmental  serv- 
ices, by  providing  early  and  effective  treatment 
would  have  some  effect,  not  only  in  diminishing 
the  amount  and  duration  of  disabling  illness,  but 
also  an  important  preventive  element.  Yet, 


whilst  sickness  insurance  on  a national  scale  is  a 
social  service  of  proved  value,  it  has  not  had 
these  effects.  Morbidity  data  available  during 
the  past  few  years  show  that  incapacitating  ill- 
ness has  tended  to  rise  and  with  yearly  fluctua- 
tions remains  today  at  a new  high  level.  This 
persistence  of  incapacitating  illness  amongst  the 
insured  population  at  a high  general  level,  in 
spite  of  advances  in  preventive  and  curative 
medicine,  is  indicated  in  the  successive  Annual 
Reports  on  Incapacitating  Sickness  in  the  In- 
sured Population,  published  by  the  Department 
of  Health  for  Scotland.  It  is  a fact  which  de- 
serves the  serious  consideration  of  all  interested 
in  the  public  welfare.” 


A Spring  course  on  general  medicine  has  been 
arranged  for  the  Sullivan  County  Medical  So- 
ciety. “Nephritis”  and  “Pneumonia,”  the  sub- 
jects of  the  first  2 lectures  on  March  22  and  29, 
were  given  by  Dr.  John  D.  Lyttle  and  Dr. 
Russell  L.  Cecil,  respectively.  On  April  5,  Dr. 
David  D.  Moore  will  speak  on  “Diabetes  Mel- 
litus”  at  the  Woodbourne  Institute  in  Wood- 
bourne,  N.  Y.,  on  April  12,  at  the  Monticello 
Hospital  in  Monticello,  there  will  be  a general 
discussion  of  “Anemia,  Both  Primary  and 
Secondary”  by  Dr.  K.  R.  McAlpin;  and  on  April 
19,  at  Liberty,  Dr.  Albert  Vanderveer  will  lecture 
on  “Asthma.”  All  of  the  speakers  are  from  New 
York  City. 


The  program  for  the  Genesee  County  Medical 
Society  course  on  general  medicine  is  listed  be- 
low. These  lectures  are  given  at  the  courthouse 
in  Batavia,  New  York,  on  Wednesdays  at  5:00 
p.m.  The  first,  on  March  22,  was  on  “Pneu- 
monia ” and  the  speaker  was  Dr.  Henry  V. 
Heyde  of  Syracuse.  Dr.  Charles  B.  F.  Gibbs  of 
Rochester  delivered  the  second  lecture  on  March 
29,  and  his  subject  was  “Diabetes  Mellitus”;  on 
April  5,  Dr.  Clayton  W.  Greene  of  Buffalo  will 
speak  on  “Nephritis”;  on  April  12,  Dr.  Ellery  G. 
Allen  of  Syracuse,  on  “Anemia”;  and  on  April 
19,  Dr.  Will  Cook  Spain  of  New  York  City  on 
“Asthma.” 


Across  The  Desk 


California’s  Plan 


So  much  discussion  is  rife  about  Cali- 
fornia’s new  medical  plan  that  it 
may  be  worth  while  to  take  just  a few 
minutes  and  see  exactly  what  it  is.  Some 
seem  to  think  that  the  Golden  State  has 
gone  a bit  unorthodox  or  heretical.  But 
over  against  any  such  view  we  have  the 
address  of  President  W.  W.  Roblee,  who 
told  the  delegates  of  the  California  As- 
sociation on  December  17,  at  Los  An- 
geles, that  Dr.  Roscoe  G.  Leland,  Director 
of  the  Bureau  of  Medical  Economics  of 
the  American  Medical  Association,  “is 
here  to  advise  with  us,”  and  “informs  us 
that  there  are  some  3,000  plans  being 
sponsored  in  this  country  having  to  do 
with  the  problem  of  medical  care.”  So 
the  California  plan  may  be  said  to  have  a 
pretty  orthodox  godfather.  And  Cali- 
fornia and  Western  Medicine  reprints  this 
United  Press  dispatch  from  Chicago : 
“Chicago,  December  18 — (UP). — Dr. 
Morris  Fishbein,  editor  of  the  Journal  of 
the  American  Medical  Association , said 
tonight  that  the  California  health  insur- 
ance plan  was  in  accordance  with  action 
taken  by  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  Chicago  last 
September. 

“ ‘The  delegates  approved  a plan  for 
voluntary  nonprofit  cash  indemnity  in- 
surance against  the  cost  of  sickness  for 
people  of  the  low  income  group,’  Fish- 
bein said. 

“The  California  plan  falls  within  this 
pattern.” 

Right  or  Wrong? 

A medical  scheme  that  looks  right  to 
some  and  wrong  to  others  is  worth 
scrutiny  anyway.  It  is  launched  as  a 
new  and  separate  corporation  named 
“California  Physicians’  Service,”  with 
“control  of  administration  and  policy  of 
the  plan  to  be  vested  in  the  medical  pro- 
fession through  its  representatives.  ’ ’ The 
first  board  of  trustees  has  elected  Dr.  Ray 


Lyman  Wilbur,  president.  Any  Doctor  of 
Medicine  holding  a valid  certificate  from 
the  State  Board  of  Medical  Examiners 
may  apply  to  be  listed  as  a “professional 
member,”  so  it  will  be  in  no  sense  a closed 
corporation.  The  * ‘beneficiary  members’  ’ 
have  complete  freedom  of  choice  in  the 
selection  of  any  Doctor  of  Medicine  who 
serves  under  the  plan.  The  organization 
is  to  operate  on  a nonprofit  basis,  and 
beneficiary  membership  is  “to  be  open  to 
all  falling  within  the  restricted  income 
groups,  as  rapidly  as  arrangements  can  be 
made  therefor.”  Hospital  as  well  as 
medical  care  is  included. 

Medical  Fees  on  “Unit  Basis” 

An  interesting  feature  is  the  remunera- 
tion of  the  doctors  on  a “unit  basis.” 
All  the  prepayments  will  be  pooled,  and 
when  a doctor  renders  a service  he  will  be 
paid  by  the  number  of  “units”  rendered. 
This  is  explained  as  meaning  that  a 
treatment  for  a minor  illness  would  con- 
stitute a single  unit,  with  ascending  scale 
of  units  for  a more  serious  illness  or 
operation. 

In  adopting  the  program,  the  Associa- 
tion struck  at  so-called  “chiselers”  in  the 
field  of  health  insurance  by  voting  to  set 
up  a special  committee  to  pass  on  other 
health  insurance  plans  with  power  to 
forbid  members  to  affiliate  with  disap- 
proved plans,  but  not  to  interfere  with 
reputable  groups. 

President  Roblee  explains : 

“There  will  be  absolutely  no  change  in 
the  traditional  and  ethical  relationships 
between  doctors  and  clients  that  now 
exist. 

“A  member  of  the  group  who  is  ill  will 
go  to  his  regular  family  doctor,  who  is  a 
professional  member.  If  upon  diagnosis 
he  is  discovered  to  have  appendicitis,  for 
instance,  he  will  be  taken  to  the  hospital 
of  his  choice  and  operated  on  by  his 
physician  in  the  regular  manner. 
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“The  only  difference  is  the  doctor  will 
collect  his  money  from  the  corporation 
and  the  patient  will  have  paid  his  fee 
automatically  by  his  monthly  insurance 
premiums.” 

The  council  disapproved  a suggestion 
that  the  medical  profession  enter  into  an 
agreement  with  a group  insurance  com- 
pany or  a single  company  to  carry  out  the 
plan.  The  report  stated  that  to  enter 
into  such  an  agreement  “inevitably  sub- 
jects the  medical  profession  to  the 
domination  of  business  capital.” 

Not  an  Insurance  Plan 

The  scheme  is  “not  an  insurance  plan,” 
insists  California  and  Western  Medicine. 
It  explains : 

“Rather,  it  is  a method  which  aims  to 
make  it  possible  for  citizens  of  certain 
income  classes,  through  periodic  pay- 
ments, to  secure  for  themselves  the  pro- 
fessional services  of  physicians  of  their 
own  choosing,  exactly  as  they  make  such 
choice  today,  through  payments  rendered 
to  the  California  Physicians’  Service  in- 
stead of  to  the  doctors  of  medicine  who 
gave  the  services.  The  California  Physi- 
cians’ Service,  in  turn,  will  then  pay  the 
physicians  on  what  is  called  the  unit 
basis. 

“The  schedule  of  charges — or  so-called 
fee  table — to  be  used  as  the  basis  for  pay- 
ments will  probably  be  one  that  is  in  ac- 
cord with  the  averages  in  vogue  for  serv- 
ices rendered  in  California,  and  certainly 
not  lower ; and  the  payments  to  the  phy- 
sicians who  have  rendered  service  in  a par- 
ticular month  will  be  on  the  ‘unit  basis.’ 
Thus,  to  illustrate,  if  a certain  service  is 
rated  as  being  entitled  for  remuneration, 
say,  to  the  amount  of  five  dollars,  and  the 
unit  selected  should  be  one  dollar  per 
unit,  then  the  physician  who  had  rendered 
and  submitted  a statement  for  five  dollars 


would  be  credited  as  eligible  for  repay- 
ment on  the  basis  of  five  units.  Whether 
the  unit  would  measure  up  to  100  per  cent 
(one  hundred  cents  on  the  dollar)  would 
depend  upon  the  amount  of  money  re- 
maining in  the  fund  after  administrative 
and  hospitalization  services  had  been 
covered.” 

A sketch  of  the  California  plan  printed 
in  the  San  Francisco  Examiner  reveals 
further  interesting  features: 

“1.  A provision  that  monthly  fees  to 
be  charged  may  vary  for  the  same  medi- 
cal and  hospitalization  service,  according 
to  the  differing  abilities  of  beneficiaries 
to  pay. 

“2.  Authorization  to  enter  into  con- 
tracts with  the  federal  government,  the 
state  or  any  city  or  county  for  provision 
of  medical  and  hospitalization  service. 

“The  provision  for  differing  fees  will 
enable  the  service  to  extend  health  insur- 
ance into  the  very  lowest  income  brackets 
as  the  plan  develops,  in  the  opinion  of 
analysts  of  the  plan.  The  contract 
authorization  will  enable  the  service  to 
extend  service  even  to  indigents,  by  ar- 
rangement with  governmental  authori- 
ties. 

“Medical  service  now  provided  to  SR  A 
clients  and  to  migrants  and  farm  workers 
through  various  federal  agencies  may  be 
taken  over  by  the  State  Association 
organization,  under  this  authorization, 
the  governmental  agencies  responsible 
now  for  their  care  footing  the  bill. 

“Fixing  the  upper  income  limit  beyond 
which  persons  may  not  be  eligible  to  the 
insurance  rests  with  the  service’s  board  of 
governors,  still  to  be  elected.  Although 
$2,500  has  been  discussed,  informed  ob- 
servers believe  the  limit  will  be  set  as  high 
as  $3,500  or  $4,000  when  finally  deter- 
mined in  order  to  extend  the  benefits  of 
the  plan  as  widely  as  possible.” 


“The  Medical  Board  told  me  to  leave  the  hos-  merely  said,  ‘You  needn’t  open  your  mouth  any 

pital  on  account  of  the  manner  in  which  I spoke  wider.  When  I examine  your  tonsils  I expect  to 

to  that  patient  in  the  O.P.D.,  I suppose.  I stand  on  the  outside.’  ” — The  American  Interne. 
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Whitla’s  Dictionary  of  Treatment.  Including 
Medical  and  Surgical  Therapeutics.  Eighth 
edition  by  R.  S.  Allison,  M.D.,  and  C.  A.  Calvert, 
M.B.  Octavo  of  1,285  pages.  Baltimore,  Wil- 
liam Wood  & Company,  1939.  Cloth,  $9.00. 

Symptoms  and  Signs  in  Clinical  Medicine. 
An  Introduction  to  Medical  Diagnosis.  By  E. 
Noble  Chamberlain,  M.D.  Second  edition.  I 
Octavo  of  435  pages,  illustrated.  Baltimore  * 
William  Wood  & Company,  1938.  Cloth,  $8.00 . 1 

A synopsis  or  Medicine.  By  Henry  Letheby 
Tidy,  M.D.  Seventh  edition.  Duodecimo  of 
1,187  pages.  Baltimore,  William  Wood  & Com-* 
pany,  1939.  Cloth,  $6.00. 

Surgical  Treatment  of  Hand  and  Forearm 
Infections.  By  A.  C.  J.  Brickel,  M.D.  Quarto 
of  300  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1939.  Cloth,  $7.50. 


REVIEWED 


The  Treatment  of  Diabetes  Mellitus.  By 

Elliott  P.  Joslin,  M.D.  Sixth  edition,  thoroughly 
revised.  Octavo  of  707  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1937.  Cloth, 
$7.00. 

Joslin’ s book  on  The  Treatment  of  Dia- 
betes is  one  of  the  classics  of  modem  medi- 


cine, the  successive  editions  marking  in  a 
general  way  the  successive  advances  in 
the  treatment  of  the  disease.  The  fifth 
edition  summarized  the  author’s  wealth 
of  experience  in  the  use  of  the  original 
insulin  of  Banting  and  his  collaborators, 
but  a note  announced  the  discovery  of 
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protamine  insulin  by  Hagedorn.  The 
sixth  edition  reports  the  experience  in  the 
treatment  of  more  than  1,200  cases  with 
this  agent.  Even  as  this  sixth  edition 
came  off  the  press,  crystalline  zinc  insulin 
and,  more  recently,  protamine  zinc  insulin 
and  histone  and  globin  insulins  have  been 
reported.  The  medical  profession,  while 
welcoming  the  present  volume,  will  look 
forward  to  the  time  when  Dr.  Joslin’s 
experience  with  these  latter  products  will 
warrant  the  presentation  of  the  seventh 
edition. 

Carl  H.  Greene 

Surgery  of  the  Ear.  Samuel  J.  Kopetzky, 
M.D.,  Editor.  Quarto  of  456  pages,  illustrated. 
New  York,  Thomas  Nelson  and  Sons,  1938. 
Cloth,  $12.00.  (Loose-leaf.) 

This  reference  work  on  surgery  of  the 
ear,  by  a group  of  distinguished  otolo- 
gists, under  the  editorship  of  Kopetzky, 
represents  a fine  assembly  of  our  present- 
day  knowledge  of  this  subject. 

Otologists  will  feel  that  such  a work  is 
incomplete  without  a chapter  by  Eagle- 
ton,  who  is  recognized  as  a foremost 
thinker  and  contributor  in  the  field  of 
otologic  surgery. 

Endauricular  mastoidectomy,  which 
has  not  yet  proved  its  worth,  is  given 
more  space  than  it  deserves.  This  is  also 
true  of  acute  hemorrhagic  mastoiditis, 
which  is  treated  at  length,  out  of  propor- 
tion to  the  frequency  of  its  occurrence. 

The  chapter  by  Ersner  on  diagnosis 
constitutes  a fine  monograph  in  itself. 
Other  sections  worthy  of  special  mention 
are  those  on  Surgical  Anatomy  of  the 
Temporal  Bone  by  Batson,  Surgery  of  the 
Facial  Nerve  by  Tickle,  and  Surgery  of 
Brain  Abscess  by  Davidoff. 

The  chapter  dealing  with  otosclerosis 
by  Holmgren  deserves  special  mention, 
particularly  because  of  his  clear  presenta- 
tion of  every  aspect  of  the  subject. 
There  is  no  element  of  evasion  or  mis- 
representation when  he  frankly  admits 
that  the  surgery  of  otosclerosis  is  still  in 
the  experimental  stage,  and  when  he 
states  the  story  of  his  failures. 

This  book  will  serve  as  a guide  for  post- 
graduate teaching  and  study,  and  will  be 


a valuable  source  of  reference  for  the 
otologist  and  cranial  surgeon. 

The  paper,  the  printing,  and  the  illus- 
trations are  of  high  quality. 

M.  C.  Myerson 

The  Single  Woman  and  Her  Emotional  Prob- 
lems. By  Laura  Hutton,  M.R.C.S.  Second 
edition.  16  mo  of  173  pages.  Baltimore,  Wil- 
liam Wood  & Company,  1937.  Cloth,  $1.50. 

This  little  book  is  unique  in  that  it  may 
be  read  with  equal  profit  by  the  physician 
as  well  as  the  single  woman.  Dr.  Hutton 
is  a psychologist;  whether  she  is  a single 
woman  or  not  the  reviewer  is  in  no  posi- 
tion to  say,  yet  it  is  apparent  that  she 
understands  fully  the  single  woman’s 
problems. 

Loneliness,  the  result  of  frustration  of 
the  deep  instinctive  need  of  marriage  and 
motherhood,  is  the  crux  of  the  problem. 
Woman’s  work  does  not  meet  her  need. 
The  difficulties  and  emotional  conflicts  of 
her  life  are  thoroughly  discussed  in  the 
most  gentle,  sympathetic  manner  imagin- 
able. This  book  is  highly  recommended. 
Every  physician  will  certainly  grow  in 
understanding  by  reading  it. 

Charles  A.  Gordon 

The  Occupational  Treatment  of  Mental  Ill- 
ness. By  John  I.  Russell,  M.B.  Octavo  of  231 
pages,  illustrated.  Baltimore,  William  Wood  & 
Company,  1938.  Cloth,  $2.50. 

This  book,  by  the  head  of  one  of  Eng- 
land’s outstanding  psychiatric  hospitals, 
deals  with  the  problem  of  occupational 
therapy  from  a practical  and  technical 
point  of  view.  There  is  little  in  the  book 
to  indicate  the  psychologic  needs  for  it, 
the  medical  basis  for  diversity  or  any 
particular  kind  of  therapy,  or  the  meas- 
urement of  the  effect  in  some  way  on  the 
patient  or  the  community.  The  value  of 
occupational  therapy  is  taken  for  granted, 
traditionally  and  otherwise.  Once  ac- 
cepted, the  author  proceeds  to  a detailed 
discussion  of  the  organization  of  hospital 
wards  and  types  of  patients  into  work- 
therapy  units,  kind  and  training  of  per- 
sonnel, types  and  details  of  the  occupa- 
tions exploited. 

Whatever  value  occupational  therapy 
has  been,  it  has  lifted  psychiatric  hos- 
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pitals  out  of  the  custodial  class.  Facility 
in  keeping  patients  unobtrusively  and 
cheaply  herded  behind  bars  was  formerly 
the  hallmark  of  institutional  heads.  To- 
day, psychiatric  hospitals  are  neither  too 
small  nor  too  large  to  be  examples  of  com- 
munity activity.  Accordingly,  the  au- 
thor considers  almost  every  form  of 
pleasurable  as  well  as  nonpleasurable 
activity  as  a form  of  therapy,  and  rightly 
so.  The  idea  is  to  keep  individuals,  as 
members  of  groups,  adapted  to  whatever 
form  of  reality  suits  their  condition  and 
station.  Another  specialist  in  such  thera- 
peusis  will  some  day  show  what  insight  it 
affords  into  the  actual  problems  of  the 
individual  patients  and  thus  disclose 
means  of  further  treatment. 

Sam  Parker 

Food  and  Physical  Fitness.  By  E.  W.  H. 
Cruickshank,  M.D.  Duodecimo  of  148  pages. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $2.00. 

In  his  introduction  the  author  cites  that 
50  per  cent  of  the  people  of  the  United 
Kingdom  are  living  on  an  inadequate 
diet;  and  that  in  the  United  States,  de- 
spite the  consumption  of  much  milk, 
large  sections  of  the  population  have  been 
existing  on  a deficient  dietary.  He  pro- 
ceeds in  a systematic  way  to  give  a clear 
elementary  conception  of  nutrition  and 
the  utilization  of  foods  in  relation  to 
physical  fitness.  There  are  a few  simple 
tables  that  can  be  used  by  any  physician 
or  layman. 

While  the  book  is  of  a small  pocket  size, 
there  is  a lot  of  worthwhile  information. 
The  last  three  chapters  on  vegetarianism, 
food  economics,  and  undernutrition  and 
its  relation  to  diet  are  a worthy  conclusion 
to  this  volume. 

Morris  Ant 

Electrotherapy  and  Light  Therapy.  By  Rich- 
ard Kovacs,  M.D.  Third  edition.  Octavo  of 
744  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $7.50. 

The  third  edition  of  this  work  is,  as  the 
author  states  in  his  preface,  almost  en- 
cyclopedic in  character. 

The  author  attempts  to  make  a com- 


plete exposition  of  the  old  as  well  as  the 
new  in  electrotherapy  and  light  therapy. 
It  is  not  a book  which  one  can  run  and 
read.  It  requires  careful  perusal  and  sus- 
tained thought. 

His  chapter  on  electrodiagnosis  is  up 
to  the  minute.  The  book  is  a worth- 
while contribution  to  medical  literature. 

John  J.  Hauff 

Text-Book  of  Nutrition.  By  J.  A.  Nixon, 
M.D.,  and  Doreen  G.  C.  Nixon,  M.B.  Octavo 
of  219  pages.  New  York,  Oxford  University 
Press,  1938.  Cloth,  $2.75. 

The  object  in  compiling  this  book  is  to 
correlate  the  established  facts  on  nutri- 
tion from  the  physiologic,  clinical,  and 
economic  standpoint.  It  is  an  effort  to 
present  consideration  of  what  the  body 
does  with  food. 

The  book  is  well  written  in  an  easy  and 
interesting  style.  The  subject  matter 
covers  the  field  of  nutrition  adequately  for 
doctors  in  general  practice,  nurses,  dieti- 
cians, and  students  in  domestic  economy. 
For  this  group  there  is  much  valuable  in- 
formation. This  work  may  be  recom- 
mended to  the  lay  reader,  as  the  subject  of 
diet  prescription  is  only  on  general 
principles  which  are  sound. 

This  book  is  decidedly  English  and 
will  appeal  especially  to  British  subjects. 
It  is  recommended  particularly  because  of 
being  one  of  the  few  books  on  nutrition  to 
present  the  extremely  important  factor  of 
what  the  individual  does  with  the  food  he 
eats  and  not  the  usual  mass  of  material  on 
the  chemistry  and  caloric  values  of  the 
foodstuffs  as  determined  in  the  labora- 
tory. 

Paul  C.  Eschweiler 

Industrial  Surgery,  Principles,  Problems  and 
Practice.  By  Willis  W.  Lasher,  M.D.  Octavo 
of  452  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1938.  Cloth,  $6.00! 

This  work  contains  in  comparatively 
few  pages  a surprising  amount  of  helpful 
medical  knowledge  and  hints.  It  deals 
with  a relatively  new  subject,  which  it 
comprehensively  covers,  and  should  be  in 
the  hands  of  all  those  who  are  interested 
in  the  care  and  management  of  the  in- 
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jured  worker.  The  first  chapter  gives  an 
ideal  setup  for  the  medical  department 
of  an  industrial  plant,  and  should  be  of 
help  to  those  contemplating  such  a de- 
partment. Valuable  suggestions  of  in- 
terest to  industrial  surgeons,  such  as 
tables  for  figuring  percentages  of  func- 
tional losses  resulting  from  injuries,  are 
found  throughout  the  book.  The  sub- 
jects of  joint  injuries  and  fractures  are 
taken  up  in  such  a manner  as  to  make  the 
book  a reference  for  the  profession.  It  is 
a book  which  cannot  be  too  highly  recom- 
mended. 

Pierre  A.  Renaud 

The  American  Illustrated  Medical  Dictionary. 

By  W.  A.  Newman  Dorland,  M.D.  Eighteenth 
edition.  Octavo  of  1,607  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1938. 
Cloth,  $7.00  Plain,  and  $7.50  with  Thumb  Index. 

New  revisions  of  this  standard  medical 
dictionary  are  always  welcomed.  With 
developments  in  medicine  coine  changes 
in  its  language.  New  terms  are  con- 
stantly appearing  in  medical  literature, 
hence  the  necessity  for  frequent  revisions 
of  a work  of  this  type. 

More  than  3,000  new  words  have  been 
included  in  this  edition  as  well  as  im- 
proved definitions  necessitating  an  in- 
crease of  sixty  pages.  The  Editorial 
Staff  of  the  American  Medical  Associa- 
tion, under  the  direction  of  Dr.  Morris 
Fishbein,  has  cooperated  in  this  revision. 
With  its  many  excellent  features  and 
abundance  of  illustrations  and  portraits, 
it  maintains  its  place  after  thirty-eight 
years  of  continual  use  as  one  of  the  out- 
standing reference  works  in  the  field  of 
medicine. 

Charles  Frankenberger 

> 

w Clinical  Laboratory  Methods  and  Diagnosis. 

A Textbook  on  Laboratory  Procedures  with 
Their  Interpretation.  By  R.  B.  H.  Gradwohl, 
M.D.  Second  edition.  Quarto  of  1,607  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1938.  Cloth,  $12.50. 

This  single  volume  of  1,607  pages,  each 
measuring  10  X 6V2  X 3V4  inches,  is 
truly  an  encyclopedic  collection  of  in- 
formation in  the  field  of  clinical  laboratory 


methods  and  diagnosis.  The  first  edition 
of  this  work  is  indeed  small  by  compari- 
son. Yet  the  increase  in  size  in  the  sec- 
ond edition  is  due  to  the  inclusion  of  many 
valuable  items,  and  indicates  the  rapid 
and  important  progress  that  is  being 
made  in  the  laboratory  specialty. 

This  work,  like  the  first  edition,  is  a 
compilation  of  directions  for  the  labora- 
tory director  and  clinical  laboratory  tech- 
nician alike.  Not  only  are  the  methods 
most  desirable  in  the  opinion  of  the  author 
described,  but  in  many  places  the  inter- 
pretations and  comments  of  authorities 
on  the  subject  are  given,  frequently 
verbatim.  References  to  original  and 
key  articles  are  frequently  cited,  and  in 
the  place  where  they  are  most  conveni- 
ently located — at  the  foot  of  each  page. 
The  criticism  offered  in  the  review  of  the 
first  edition  bears  repetition,  namely,  the 
too  frequent  use  of  the  personal  pronoun. 
Somehow,  it  robs  the  text  of  its  greatest 
effectiveness. 

The  book,  as  a whole,  deserves  com- 
mendatory praise.  It  surely  is  com-  . 
plete,  and  certain  sections  are  outstand- 
ing. Thus  the  chapter  on  parasitology  is 
beautifully  illustrated,  and  supplies  a 
long-felt  need  to  the  laboratory  tech- 
nician in  the  identification  of  parasites 
and  their  ova.  The  illustrations  as  a 
whole  are  of  a high  order,  and  clearly  pic- 
ture and  support  the  text.  Of  especial 
interest  are  the  colored  plates,  those  of 
blood  cells,  cultures,  bacteria,  and  para- 
sites being  exceptionally  true  to  the 
originals. 

The  book  can  be  recommended  to  all 
students  and  workers  in  clinical  labora- 
tories as  a ready  reference  handbook 
unusually  valuable  in  its  completeness  and 
scope.  Certainly  no  laboratory,  doing 
everyday  medical  laboratory  work,  should 
be  without  it. 

Max  Lederer 

A Diabetic  Primer  for  Children.  By  Alfred 
E.  Fischer,  M.D.  Second  edition.  Octavo  of 
55  pages,  illustrated.  New  York,  Dr.  Alfred  E. 
Fischer,  1938.  Paper,  75^. 

The  doctor  has  carried  out  his  inten- 
tions very  well.  These  are  indicated  by 
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the  title.  It  would  seem  that  this  gives  a 
diabetic  child  all  the  general  advice  he 
should  have  provided.  The  rest  is  per- 
sonal and  individual. 

W.  D.  Ludlum 

Chemistry  of  the  Brain.  By  Irvine  H.  Page, 
M.D.  Quarto  of  444  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1937.  Cloth,  $7.50. 

The  author,  in  this  comprehensive  re- 
view of  the  chemistry  of  the  brain,  has 
approached  the  subject  from  a broad 
biochemical  and  physiologic  viewpoint. 
This  is  particularly  welcomed  at  a time 
when  a voluminous  literature  on  problems 
pertaining  to  diseases  of  the  nervous  sys- 
tem makes  it  nearly  impossible  for  the 
average  practitioner  to  keep  abreast. 

The  first  chapter  of  the  book  is  devoted 
to  the  older  literature  on  the  subject  with 
special  reference  to  the  life  and  works  of 
Thudichum  (1828-1901),  “father  of  brain 
chemistry.”  Subsequent  chapters  deal 
with  each  of  the  major  chemical  constitu- 
ents of  nervous  tissue:  sterols,  phospha- 
tides,  fatty  acid  metabolism,  carbohy- 
drates, nitrogenous  metabolism,  electro- 
lytes and  gases,  physical  chemistry,  en- 
zymes of  the  brain,  comparative  and  de- 
velopmental neurochemistry,  metabolism 
as  measured  by  gas  interchange,  patho- 
logic gaseous  metabolism,  degeneration  of 
the  nervous  system,  and  a chapter  by  J. 
H.  Quasted  on  oxidations  in  the  brain. 
Added  to  this  is  a short  final  chapter  on 
“The  Brain  and  Thought.” 

The  material  has  been  well  selected 
and  appraised.  The  book  should  serve 
as  a useful  reference  for  anyone  desiring 
orientation  in  this  particular  field. 

Jefferson  Browder 

Emergency  Surgery.  By  Hamilton  Bailey, 
F.R.C.S.  Third  edition.  Octavo  of  852  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1938.  Cloth,  $14.00. 

In  reviewing  this  book,  one  is  impressed 
by  the  large  number  of  conditions  de- 
scribed and  the  emergency  treatment 
outlined. 

It  must  be  remembered  that  in  a book 
of  this  size  details  of  a procedure  are  often 
lacking. 


The  treatments  described  have  been 
brought  up  to  date  in  view  of  our  ad- 
vanced knowledge. 

John  M.  Scannell 

The  Heart  in  Pregnancy.  By  Julius  Jensen, 
Ph.D.  Quarto  of  371  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1938. 
Cloth,  $5.50. 

This  book  is  exactly  what  it  purports  to 
be,  “a  thorough  review  of  existing  evi- 
dence.” The  functional  state  of  the 
heart  is,  of  course,  held  to  be  of  far  greater 
importance  than  organic  defect.  The 
author  has  thoroughly  combed  the  world 
literature,  reduced  it  to  its  simplest  forms, 
and  drawn  conclusions  which  are  never 
dogmatic.  The  text  is  amazingly  com- 
prehensive and  written  in  clear  and  sim- 
ple style.  One  is  surprised  to  find  that  so 
many  things  which  we  all  accept  have  not 
yet  been  proved,  as,  for  instance,  the  low 
blood  pressure  of  pregnancy.  The  ob- 
stetrician who  has  access  to  a large 
amount  of  clinical  material  will  find  this 
book  very  stimulating  and  valuable. 
David  Barr,  in  his  foreword,  says  that 
“even  those  with  relatively  extensive 
organic  damage  may,  by  adequate  protec- 
tion and  medical  care,  complete  preg- 
nancy and  bear  children  without  evident 
permanent  damage.” 

An  excellent  book — we  have  never  had 
anything  like  it  up  to  now. 

Charles  A.  Gordon 

Diabetes  Insipidus  and  the  Neuro-Hormonal 
Control  of  Water  Balance:  A Contribution  to  the 
Structure  and  Function  of  the  Hypothalamico- 
Hypophyseal  System.  By  Charles  Fisher, 
Ph.D.,  W.  R.  Ingram,  Ph.D.,  and  S.  W.  Ranson, 
M.D.  Quarto  of  212  pages,  illustrated.  Ann 
Arbor,  Edwards  Brothers,  1938.  Cloth,  $5.00. 

This  book  is  of  infinite  importance 
from  a scientific  point  of  view.  In  the 
first  place,  it  offers  original  experimenta- 
tion and  proof  of  the  cause  of  diabetes 
insipidus.  It  is  so  convincing  it  leaves 
no  doubt  that  diabetes  insipidus  is  a dis- 
ease caused  by  the  deficiency  of  one  of 
the  hypophyseal  hormones.  And  sec- 
ondly, it  brings  the  entire  literature  of 
diabetes  insipidus  up  to  a last-minute 
critical  analysis.  The  authors  are  to  be 
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congratulated  upon  their  addition  of 
another  specific  factor  in  fluid  metabolism. 

Morris  Ant 

The  Development  of  the  Vertebrate  Skull. 
By  G.  R.  deBeer,  M.A.  Quarto  of  552  pages 
with  143  plates,  illustrated.  New  York,  Oxford 
University  Press,  1938.  Cloth,  $10.00. 

This  volume  will  be  hailed  among  com- 
parative anatomists  as  the  most  system- 
atic and  thoroughgoing  work  dealing 
with  the  development  of  the  vertebrate 
skull.  The  theoretic,  descriptive,  and 
experimental  aspects  of  embryology  have 
been  aptly  combined  with  contributions 
from  paleontology  in  considerations  which 
begin  at  the  lower  end  of  the  animal  scale, 
among  those  forms  possessed  of  a noto- 
chord and  of  a strictly  cartilaginous  skull 
(Cyclostomes  and  Elasmobranchii),  con- 
tinuing through  to  the  combined  bony 
and  cartilaginous  skull  represented  in  the 
highest  forms,  including  man. 

The  thread  weaving  its  way  through 
the  entire  volume  is  the  systematic  sup- 
port of  the  segmental  hypothesis  of  the 
origin  and  structure  of  the  skull.  The 
historical  introduction  will  prove  of  great 
value  to  the  student  of  anatomy.  The 
illustrations  are  clear  and  illuminating  and 
provide  an  adequate  graphic  supplement 
to  the  text  proper.  Altogether,  the  vol- 
ume will  receive  wholehearted  indorse- 
ment from  those  interested  in  the  more 
academic  aspects  of  embryology  and 
morphology  of  the  cranium. 

Russell  Meyers 

The  Rheumatic  Diseases.  A Course  of 
Lectures  arranged  by  the  Medical  Staff  of 
the  St.  John  Clinic  and  Institute  of  Physical 
Medicine.  Edited  by  Sir  Leonard  Hill,  M.B., 
and  Philip  Ellman,  M.D.  Octavo  of  270  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1938.  Cloth,  $4.00. 

This  book  consists  of  a course  of  lec- 
tures arranged  by  the  Medical  Staff  of  the 
St.  John  Clinic  and  Institute  of  Physical 
Medicine,  England.  Fifteen  contribu- 
tors of  considerable  eminence  have  made 
this  a worthwhile  summary  of  our  present 
knowledge  on  the  subject  of  rheumatic 
infection,  chronic  infectious  arthritis, 
osteoarthritis,  menopausal  arthritis,  and 


allied  states.  The  etiologic  and  clinical 
features  are  excellently  given.  The  eco- 
nomic aspects  are  stressed.  The  impor- 
tance of  focal  infection  in  the  nose  and 
throat  and,  what  may  be  a great  surprise 
to  the  average  reader,  the  uterine  cervix 
are  thoroughly  gone  into.  The  chapters 
on  pathology,  x-ray,  bacteriologic  and 
chemical  aspects  come  in  for  their  share  of 
attention.  About  40  per  cent  of  the  book 
is  devoted  to  treatment,  particularly 
physiotherapy,  light  therapy,  local  and 
general  ultraviolet  irradiation,  hydro- 
therapy, orthopedic  and  surgical  treat- 
ment. Occasionally,  the  individual  au- 
thors are  not  in  complete  agreement, 
particularly  as  to  etiology  and  pathology. 
There  is  much  with  which  the  reader  may 
not  be  in  full  accord.  However,  all  of  this 
acts  as  a stimulant  to  the  interest  excited 
by  this  fine  little  volume  on  diseases 
which  are  of  so  much  importance  to  the 
medical  profession  and  community. 

M.  A.  Rabinowitz 

Mental  Therapy.  Studies  in  Fifty  Cases. 
By  Louis  S.  London,  M.D.  Volumes  I & II. 
Octavo  of  774  pages,  illustrated.  New  York, 
Covici  Friede,  1937.  Cloth,  $12.50. 

The  recent  surge  of  successful  bio- 
chemical treatment  methods  in  psychia- 
try, particularly  for  the  psychoses,  has 
taken  some  more  wind  out  of  the  sails  of 
the  dynamic  psychologists  and  spoiled  the 
effectiveness  of  such  works  as  Dr.  London 
has  labored  to  produce.  The  net  value  of 
exhaustive  case  histories  then  appears  to 
be  as  illustrative  material  for  psychologic 
theories,  rather  than  as  examples  of  ade- 
quate diagnostic  or  treatment  systems. 
Notwithstanding,  Dr.  London  must  be 
credited  with  a painstaking  job  of  piecing 
together  the  actual  workaday  material  of 
psychoanalytic  therapy.  This  alone 
appears  worthwhile  as  an  indication  of 
what  complicated  obstacles  and  symp- 
toms face  the  mental  therapist  in  those 
cases  where  psychotherapy  is  definitely  a 
method  of  choice.  Otherwise,  the  two 
volumes  are  reminders  of  Stekel,  but 
without  Stekel’s  interminable  and  ex- 
hausting details. 

Sam  Parker 
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Diseases  of  the  Blood.  By  Cyrus  C.  Sturgis, 
M.D.,  and  Raphael  Isaacs,  M.D.  Edited  by 
Morris  Fishbein,  M.D.  (National  Medical 
Monographs.)  Duodecimo  of  302  pages.  New 
York,  National  Medical  Book  Co.,  Inc.,  1937. 
Cloth,  $3.00. 

This  is  an  excellent  monograph  for  the 
general  practitioner — excellent  because  it 
deletes  the  illustrations  and  technical  data 
of  an  atlas  or  laboratory  manual,  and  de- 
votes its  content  to  practical  diagnosis 
and  treatment. 

The  interpretation  of  blood  data  is  as 
lucid  and  admirable  a chapter  as  has  been 
reviewed.  The  emphasis  upon  the  vari- 
ous diseases  of  the  blood  or  hematopoietic 
organs  has  been  properly  stressed,  and  is 
noted  by  the  parallel  existing  in  clinical 
importance  and  chapter  length.  Sug- 
gested for  practical  value  rather  than  as 
source  material  are  the  references  from 
English-written  books  and  journals.  The 
entire  book  is  authoritative,  complete  but 
concise  and  factual.  It  well  deserves  its 
place  among  the  most  useful  books  of  any 
practitioner. 

Irving  M.  Derby 

Hemorrhoids.  By  Marion  C.  Pruitt,  M.D. 
Quarto  of  170  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1938.  Cloth,  $4.00. 

The  author  of  this  monograph  is  well 
qualified  to  undertake  a description  and 
evaluation  of  the  electric,  injection,  and 
operative  methods  of  treating  hemor- 
rhoids. The  chapter  on  differential  diag- 
nosis is  worth  special  note. 

The  book  is  recommended  to  the  proc- 
tologist as  well  as  to  the  general  prac- 
titioner. 

Charles  Goldman 

Massage  and  Remedial  Exercises  in  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Third  edition.  Octavo  of  456  pages,  illustrated. 
Baltimore,  William  Wood  and  Company,  1937. 
Cloth,  $5.25. 

This  work  is  a complete  text  for  the 
advanced  student  of  physical  education. 

It  combines  a review  of  fractures,  dis- 
locations, and  diseases  and  injuries  of  the 
muscular,  nervous,  and  osseous  systems 


with  their  aftercare,  including  emergency 
and  physical  methods  of  treatment. 

There  is  also  a short  description  follow- 
ing each  type  of  injury  of  the  surgical 
technic  to  be  employed.  In  the  exten- 
sive chapters  on  diseases  of  the  bones  and 
joints,  fractures  and  dislocations  there  is 
no  question  left  unanswered  though  in 
very  concise  form. 

Of  the  many  books  reviewed,  one 
would  be  attracted  to  this  work  in  par- 
ticular because  of  its  clear  presentation 
and  its  numerous  illustrations.  It  might 
serve  well  as  a handy  reference  to  those 
prescribing  aftercare  in  orthopedic  and 
traumatic  surgery,  not  overlooking  its 
importance  to  the  internist. 

Joseph  I.  Nevims 

Clinical  Chemistry  in  Practical  Medicine. 
By  C.  P.  Stewart,  M.Sc.,  and  D.  M.  Dunlop, 
M.D.  Second  edition.  Duodecimo  of  372 
pages,  illustrated.  Baltimore,  William  Wood 
and  Company,  1937.  Cloth,  $4.00. 

This  book  deals  with  various  chemical 
tests  which  have  proved  to  be  of  value  in 
the  diagnosis,  treatment,  and  prognosis  of 
disease.  The  circumstances  in  which  a 
chemical  examination  may  be  of  service, 
the  interpretation  and  significance  to  be 
placed  on  the  result  of  such  an  examina- 
tion, and  the  technic  of  obtaining  the 
specimens  to  be  sent  to  the  laboratory  for 
analysis  are  clearly  presented.  It  ex- 
plains the  various  chemical  analyses,  and 
gives  in  detail  many  of  the  simpler  tests 
which  do  not  require  much  time  and 
equipment.  There  are  chapters  dealing 
with  basal  metabolism,  hydrogen  ion 
concentration,  sugar  tolerance,  and  other 
chemical  tests  in  the  treatment  of  dia- 
betes. Various  stomach  disorders  with 
the  findings  on  gastric  analyses,  renal 
function  tests,  liver  function  tests,  and 
their  interpretation  are  clearly  described, 
and  make  interesting  reading. 

Edward  H.  Nidish 

A Textbook  of  Pathology.  An  Introduction 
to  Medicine.  By  William  Boyd,  M.D.  Third 
edition,  thoroughly  revised.  Octavo  of  1,064 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1938.  Cloth,  $10.00. 
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The  arresting  style  of  Dr.  Boyd  as  well 
as  the  scholarly  content  of  his  pathologic 
texts  are  too  well  known  for  elaborate  ex- 
position. Reclassifications  (a  new  sec- 
tion), and  much  new  material  has  been 
added  in  this  edition  without  material 
increase  in  size.  This  has  been  possible 
by  reduction  of  type  size  in  some  sections, 
notably  those  relating  clinical  symptoms 
to  pathologic  lesions — one  of  the  most 
commendable  features  of  the  work. 

It  is  a full  but  well-balanced  presenta- 
tion of  general  and  special  pathology 
brought  well  up-to-date — a pathology  not 
merely  of  the  dead  but  of  the  living  indi- 
vidual with  clinical  symptoms.  The 
many  illustrations  are  original,  mostly 
photomicrographic,  and  nicely  repro- 
duced. Those  illustrating  the  grading  of 
carcinomas  are  particularly  selected  for 
approval.  Intended  primarily  as  a text- 
book for  students  of  medicine,  it  will 
prove  a valuable  asset  to  the  practition- 
er’s library  for  personal  clinicopathologic 
conference,  for  references,  and  just  for 
reading. 

Irving  M.  Derby 

Heart  Disease  in  General  Practice.  By  Paul 
D.  White,  M.D.  Edited  by  Morris  Fishbein, 
M.D.  (National  Medical  Monographs.)  Duo- 
decimo of  338  pages,  illustrated.  New  York, 
National  Medical  Book  Co.,  Inc.,  1937.  Cloth, 
$3.00. 

This  pocket-size  volume  is  a vade 
mecum  of  cardiology.  Whether  we  like 
the  question-and-answer  type  of  book  or 
not,  this  text  is  a remarkable  presentation 
of  modern  cardiovascular  concepts.  For 
both  family  physician  and  consultant  it 
will  serve  as  a valuable  review. 

White  emphasizes  the  value  of  a com- 
plete and  thorough  history,  stating  that  a 
diagnosis  reasonably  accurate  and  com- 
plete can  be  made  from  history  alone  in 
50  per  cent  of  all  heart  cases.  To  the 
physical  examination  he  attaches  a 35  per 
cent  value,  to  the  electrocardiogram  10 
per  cent,  and  to  the  x-ray  revelations  5 
per  cent.  He  thinks  palpation  of  least 
importance,  but  believes  in  percussion  in 
the  routine  examination,  and  advises  pay- 
ing heed  to  all  murmurs. 


We  quote  as  follows:  “One  may  derive 
much  more  information  from  the  charac- 
ter of  the  heart  sounds  than  from  the 
finding  of  heart  murmurs;  yet  it  is  aston- 
ishing how  often  the  doctor  rests  content 
if  he  hears  no  murmurs,  even  with  valu- 
able information  about  the  state  of  the 
heart  from  the  sounds  alone  right  at 
hand.”  This  implies  skillful  use  of  the 
stethoscope,  and  surely  with  the  more 
complete  study  of  murmurs  and  heart 
sounds  today  than  at  any  time  since  the 
electrocardiograph  was  developed,  it  is 
proper  to  say  that  the  stethoscope  is  in  its 
renaissance. 

Treatment  is  most  excellently  handled 
in  a section  of  sixty-nine  pages,  six  being 
devoted  to  the  therapy  and  management 
of  coronary  closure.  The  book  closes 
with  forty-three  pages  dealing  with 
cardiovascular  emergencies. 

Frank  Bethel  Cross 

The  Psychology  of  Speech.  By  Jon  Eisenson. 
Octavo  of  280  pages.  New  York,  F.  S.  Crofts  & 
Company,  1938.  Cloth,  $2.25. 

Speech  is  of  great  social  significance, 
and  its  psychologic  implications  are  of 
major  importance.  Eisenson  in  this  book 
attempts,  as  he  states  in  his  preface,  to 
present  the  principles  of  psychology 
which  underlie  the  problems  of  speech. 

The  author  is  a psychologist  and,  as  a 
result,  he  frequently  uses  a good  deal 
of  space  describing  detailed  experiments 
which  illustrate  such  psychologic  con- 
cepts as  development  of  learning,  mem- 
ory, thought,  etc.  Too  little  space,  how- 
ever, is  devoted  to  the  relationship  be- 
tween these  processes  and  that  of  speech. 

There  seems  too  great  a simplification 
of  the  problems  of  speech  pathology. 
For  example,  the  author  cites  a case  of 
neurotic  hoarseness  in  a child  which  was 
cured  in  one  session  by  “magic  incanta- 
tion.” 

It  can  be  said  that  the  book  offers  a 
thorough  review  and  collection  of  psycho- 
logic data  which  the  author  applies  to 
the  subject  of  speech. 

Isaac  W.  Karlin 
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Editorial 


Stock-Taking  Time 

On  April  24,  25,  26,  and  27  the  Medical  Society  of  the  State  of 
New  York  will  hold  its  annual  meeting  at  Syracuse.  The  1939  ses- 
sion assumes  added  importance  in  the  light  of  current  events. 

The  Annual  Meeting  of  the  State  Society  is  on  the  not-to-be- 
missed  list  of  thousands  of  practitioners  who  look  to  it  to  keep  them 
abreast  of  the  medical  times.  The  program  this  year  will  more  than 
fulfill  their  expectations.  Emphasis  on  early  diagnosis  and  pre- 
ventive therapy  gives  genuine  practical  value  to  the  lectures  sched- 
uled. The  exhibits  and  demonstrations  that  will  supplement 
the  formal  program  have  the  same  end  in  view.  From  the  purely 
scientific  point  of  view  the  meeting  should  be  highly  stimulating 
and  instructive. 

The  unprecedented  medico-political  events  of  the  past  twelve- 
month  give  serious  overtones  to  the  executive  councils.  The 
monopoly  action  against  the  District  of  Columbia  Medical  Society 
and  the  A.M.A.,  the  National  Health  Program  and  the  ambiguous 
Wagner  National  Health  Bill  now  before  Congress,  hold  serious 
implications  for  medical  practice  as  now  constituted  and  the  con- 
tinued development  of  organized  medicine.  Every  physician  who 
is  aware  of  the  social  and  economic  forces  that  are  exerting  almost 
unbearable  pressure  on  the  medical  profession  will  desire  to  partici- 
pate in  the  formulation  of  a medical  policy  for  the  coming  year. 

An  essential  prerequisite  for  intelligent  understanding  of  ad- 
ministrative activities  at  the  annual  meeting  is  familiarity  with  the 
annual  reports.  These  were  published  in  the  March  15  issue  of  the 
Journal  and  should  be  read  by  all  who  plan  to  attend  the  Syracuse 
meeting. 
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Inescapable  Facts 

The  defeat  of  the  chiropractic  bill  in  the  Assembly  leaves  the  pro- 
fession freer  to  combat  the  Milmoe  osteopathy  bill.  The  latter  has 
passed  the  lower  house  by  one  vote.  It  is  now  with  the  Senate  Edu- 
cation Committee,  where  every  effort  should  be  made  to  defeat  it. 

Physicians  can  help  to  administer  a decisive  defeat  to  this  un- 
desirable measure  by  explaining  its  full  implications  to  their  repre- 
sentatives in  the  State  Senate.  To  many  legislators,  the  difference 
between  medicine  and  osteopathy  is  vague  and  unessential.  They 
do  not  understand  the  dangers  involved  in  granting  osteopaths  pre- 
rogatives for  which  they  are  not  trained. 

The  designation  of  a surgical  procedure  as  “minor”  does  not  mean 
that  it  is  devoid  of  risk  or  may  be  performed  safely  by  untrained 
operators.  Every  surgical  procedure,  no  matter  how  seemingly 
slight,  requires  complete  asepsis  and  expert  operative  technique. 
When  these  are  lacking  the  smallest  operation — even  the  opening 
of  a pimple — is  dangerous  and  may  cause  serious  complications. 

Osteopaths,  from  the  very  nature  of  their  theory,  are  not  taught 
surgery.  Neither  are  they  trained  to  administer  anesthetics — a 
procedure  that  is  always  dangerous  unless  the  anesthetist  thor- 
oughly understands  the  potentialities  of  the  products  employed 
and  the  normal  and  abnormal  physiologic  reactions  thereto. 

The  use  of  narcotic  drugs  is  one  of  the  gravest  responsibilities  en- 
trusted to  physicians.  Dosage  must  be  carefully  regulated,  both  to 
obtain  maximum  results  with  minimal  physiologic  reactions  and  to 
prevent  the  development  of  addiction.  To  place  these  potent 
and  dangerous  drugs  at  the  disposal  of  a profession  without  training 
in  materia  medica  is  to  open  the  door  to  increased  narcoticism  from 
faulty  prescribing. 

Similar  dangers  exist  with  respect  to  biologic  products.  For  the 
most  part  they  are  valuable  because  of  their  specificity.  Accurate 
diagnosis  is  essential  if  they  are  to  be  employed  to  advantage. 
This  is  well  illustrated  by  the  serum  treatment  for  pneumonia,  which 
depends  on  recognition  not  merely  of  a pneumonic  condition  but  of 
the  particular  type  of  pneumonia  present.  The  indiscriminate  use 
of  biologic  products  is  not  only  without  benefit  but  risky  to  boot. 
Osteopaths  are  not  qualified  to  employ  these  preparations  safely  or 
beneficially. 

In  weighing  the  osteopathy  bill,  the  legislature  should  ask  itself 
why  osteopaths  receive  a different  degree  from  that  conferred  on 
regular  physicians.  The  answer  to  this  question — essential  differ- 
ences in  theory  and  training — furnishes  an  unanswerable  argu- 
ment against  the  Milmoe  bill. 
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Absorbic  Acid  in  Whooping  Cough 

The  prevention  of  pertussis  is  a major  problem  confronting  all 
pediatricians.  Isolation  has  not  afforded  the  solution,  since,  during 
the  most  infective  period — the  catarrhal  stage,  accurate  diagnosis  is 
almost  impossible  because  of  the  nonspecific  character  of  the  cough.1 
Vaccination,  since  its  introduction  by  Meyer,  Kristensen,  and  Soren- 
son,2 has  been  followed  by  numerous  conflicting  reports  as  to  its 
efficacy.  The  encouraging  work  of  Sauer3  could  not  be  substan- 
tiated by  Siegel  and  Golberger,4  among  others. 

Consequently,  until  such  time  as  preventive  measures  can  be  ad- 
vocated with  the  certainty  that  attends  those  employed  against 
typhoid  fever,  diphtheria,  and  smallpox,  the  shortening  of  the 
paroxysmal  stage  of  whooping  cough  and  the  relief  of  the  symptoms 
remains  the  foremost  concern  of  the  practicing  physician.  Clinical 
studies  indicate  that  this  can  be  achieved.  The  experiences  of 
Otani5  and  of  Omerad,  Unkauf,  and  White6  with  the  beneficial  ef- 
fects of  large  doses  of  absorbic  acid  have  recently  been  confirmed  by 
Vermillion  and  Stafford.7  Using  as  much  as  225  mg.  of  absorbic 
acid  in  some  instances,  and  as  little  as  75  mg.  in  others,  they  were 
able  to  materially  decrease  the  duration  of  the  paroxysmal  stage  in 
24  of  26  cases  of  whooping  cough.  The  average  duration  of  this 
stage  of  the  disease  in  the  patients  so  treated  was  one  week.  In 
addition,  the  daily  number  of  coughing  spells  typical  of  pertussis 
was  reduced  in  some  instances  to  but  one  or  two  a day. 

From  this  it  appears  that  despite  the  patient’s  age  or  the  duration 
of  the  whooping  cough,  absorbic  acid  may  prove  effective  in  both 
shortening  and  checking  the  symptoms  of  the  disease.  Dosage, 
of  course,  must  be  individualized  from  the  standpoint  of  the  severity 
of  the  pertussis  and  the  age  of  the  one  afflicted. 

1.  Lawson,  G.  M. : Am.  J.  Dis.  Child.,  46:  1454  (1933). 

2.  Meyer,  A.  H.,  Kristensen,  M.,  and  Sorenson,  E.:  Acta  Paediat.,  4:  21  (1924). 

3.  Sauer,  L.  W.:  J.A.M.A.,  100:  239  (1933). 

4.  Siegel,  M„  and  Golberger,  E.  W. : J.A.M.A.,  109:  1088  (1937). 

5.  Otani,  T.:  Klin.  Wchnschr.,  15:  1884  (1936). 

6.  Omerad,  M.  J„  Unkauf,  B.  M.,  and  White,  F.  D. : Canad.  M.  A.  J„  37:  268  (1937). 

7.  Vermillion,  E.  L.,  Stafford,  G.  E.:  J.  Kansas  M.  Soc.,  11:  469  (1938). 

Cortical  Extract  in  Marasmus 

It  has  long  been  recognized  that  marasmus  is  associated  with 
severe  infectious  diseases,  and  results  from  an  improper  utilization 
of  the  food  intake,  eventuating  in  a negative  nitrogen  and  mineral 
salt  balance.  The  essential  indication  in  the  treatment  of  this  con- 
dition is  the  removal  of  the  primary  cause  whether  it  be  infection, 
degenerative  disease,  or  improper  nutrition.  Often,  however,  this 
alone  is  not  sufficient  to  bring  about  a cure,  and,  according  to 
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Hislop,1  the  failure  can  be  attributed  to  an  adrenal  insufficiency. 
Postmortem  findings,  in  cases  of  intestinal  intoxication  wherein 
diarrhea  and  vomiting  had  been  prominent,  showed  hyperemic  and 
occasionally  hemorrhagic  changes  in  the  adrenal  glands. 

Experimentally,  it  has  been  demonstrated  that  adrenalectomized 
rats  do  not  gain  as  much  weight  per  unit  of  food  ingested  as  do  nor- 
mal rats.  Furthermore,  diets  deficient  in  Vitamin  A and  B pro- 
duce definite  pathologic  changes  in  the  adrenals.  Hislop  con- 
cluded from  all  this  that  correction  of  the  hypoadrenalism  was 
necessary  before  the  ordinary  therapeutic  measures  could  be  ren- 
dered effective.  Fourteen  cases  of  marasmus  were  treated  by  this 
observer  with  intramuscular  injections  of  cortical  extract,  after 
suitable  dietary  and  hygienic  measures  alone  had  failed  to  produce 
the  desired  results.  One  minim  of  the  extract  was  given  for  each 
two  pounds  of  body  weight.  In  11  of  the  cases,  a satisfactory 
response  was  apparent  in  the  greatly  increased  gain  in  weight  during 
the  period  when  the  cortin  was  administered,  and  the  persistence 
of  weight  gain  after  this  form  of  treatment  had  been  discontinued. 

From  this  report  it  would  appear  that  the  condition  responsible 
for  the  marasmus  also  produces  a hypoadrenalism  which  must  be 
corrected  before  the  usual  therapeutic  measures  will  take  effect. 
Cortical  extract  supplies  the  deficiency  and  tides  the  infant  over 
this  period  until  its  adrenal  glands  have  returned  to  normal  func- 
tion. 

1.  Hislop:  Lancet,  2:  308  (1938). 


Current  Comment 


“The  doctors  themselves,  through  their 
organizations,  have  suggested  an  answer 
to  the  medical  problem : 

First:  Let  the  State  continue  and  even 
extend  its  public  health  work  to  educate 
and  guard  people  in  the  field  of  preventive 
medicine. 

Second:  Arrange  for  that  part  of  the 

population  which  is  clearly  unable  to  pay 
doctors’  and  dentists’  fees  to  be  taken 
care  of  by  local  authorities  or  possibly  by 
representment,  never  by  distant  Federal 
authorities.  Under  this  plan  the  doctor 
would  not  have  to  do  too  much  charity 
work  nor  overcharge  his  paying  patients. 

Third : Leave  the  rest  of  us  alone  to  run 
our  own  lives,  choose  our  own  physicians 


and  pay  him  a reasonable  fee.  Then  we 
can  continue  to  stand  on  our  own  feet, 
keep  our  self-respect,  and  maintain  the 
splendid  and  helpful  relationships  that 
have  existed  in  the  past  between  the 
doctor  and  his  patient.”  An  excerpt 
from  The  American  Farmer  of  recent  date. 


“The  nub  of  the  matter — of  basic 
interest  to  every  citizen  who  cares  a hoot 
for  the  Bill  of  Rights  and  the  principle  of 
government  by  law  rather  than  by  men — 
is  the  significance  of  this  invitation  pre- 
sented to  the  A.M.A. — to  accept  from  the 
executive  branch  of  the  Federal  Govern- 


April  15,  1939] 


CURRENT  COMMENT 


773 


ment  a purchase  of  immunity  from  crimi- 
nal prosecution  by  ‘consenting’  to  pro- 
posals ‘going  beyond  the  elimination  of 
illegal  practices.’  When  an  executive 
can  dictate  a course  of  action  beyond  the 
requirements  of  law,  as  a quid  pro  quo  for 
avoiding  criminal  prosecution,  what  be- 
comes of  our  cherished  ‘due  process  of 
law?’  A ‘consent’  decree  under  such  cir- 
cumstances differs  from  the  decrees  simple 
of  Hitler  or  Mussolini  only  in  one  respect: 
it  is  a form  of  blackmail  from  which  one 
may  escape,  simply  by  refusing  to  sub- 
mit— and  accepting  the  consequences.” 
“S.  Q.  Lapius”  in  the  Westchester  Medical 
Bulletin  for  March. 


“.  . . But  against  any  allegation  of  a 
vested  interest  of  ‘organized  medicine’  in 
present  methods  the  evidence  that  poli- 
ticians have  vested  interest  in  ‘social- 
ized medicine’  should  be  weighed.  And 
against  the  case  for  those  who  want 
medical  care  being  able  to  obtain  it  easily 
and  cheaply  must  be  weighed  the  fact 
that  state  medicine  tends  toward  exces- 
sive ‘doctoring’  and  dependence.  And 
the  experience  with  politically  controlled 
group  plans  is  that  the  pressure  for  com- 
pulsion becomes  stronger  and  stronger. 

Possibly  the  most  vital  consideration 
for  the  individual  is  the  question  of  free- 
dom. . . 

To  us  it  seems  that  the  values  of  free- 
dom, either  in  the  usual  patient-physician 
relationship  or  in  the  genuinely  voluntary 
group  medicine  plan,  are  so  precious  that 
they  should  not  be  surrendered  lightly. 
To  us  it  seems  also  that  the  present 
enthusiasm  for  federalized  medicine  is 
moving  with  excessive  speed  under  politi- 
cal pressures.  A plan  which  has  not  even 
been  approved  on  a state  basis  has  been 
pushed  toward  nation-wide  application. 
The  plain  dangers  from  it  are  excessive 
financial  burdens,  regimentation,  obses- 
sive medication  and  political  abuses.” 
Opinions  to  be  found  in  The  Christian 
Science  Monitor . 


‘‘I  think  that  they  (the  doctors)  have 
had  some  serious  lessons  of  late,  with 
threats  of  state  medicine,  owing  to  public 
dissatisfaction  with  results,  if  they  fail  to 
meet  the  economic  requirements  of  mod- 
ern practice,  and  their  collective  affairs 
have  got  into  better  hands. 

‘‘I  believe  that  it  would  not  be  just  to 
them  to  put  control  of  the  prepayment 
for  their  services  practically  out  of  their 
hands  and  into  hands  that  have  a record 
that  gives  them  justified  misgivings.  . . . 

‘‘The  weakness  of  the  whole  medical 
system,  so  far  as  I have  been  able  to  ob- 
serve, has  been  in  heading  things  up  too 
much  in  centers  of  control  and  leaving  out 
the  man  in  the  front  line  trenches  who 
has  the  actual  first  contacts  with  the 
enemy.  (I  mean  the  practicing  doctor.) 
Of  late,  a great  deal  of  progress  in  some 
states  has  been  made  by  getting  out  and 
starting  at  that  end,  backing  up  the 
practicing  doctor,  and  helping  him  to 
take  his  proper  place  in  the  whole  health 
system.  When  treated  that  way  he  re- 
sponds and  is  equal  to  the  occasion.  ...” 
The  foregoing  are  ‘‘Opinions  Seasoned  by 
Practical  Experience” — those  of  Mr. 
Richards  M.  Bradley,  lay  manager  in 
connection  with  the  Brattleboro,  Ver- 
mont, plan  for  the  delivery  of  medical 
care  under  a voluntary  insurance  system. 


‘‘Perhaps  the  most  American  of  our 
many  Americanisms  is  the  tendency  of 
the  American  people  to  ride  hobbies  and 
to  rush  off  frantically  in  the  direction  of 
the  current  fad.  As  we  look  back  upon 
them,  such  crazes.  . . . although  slightly 
ludicrous,  were  relatively  harmless.  A 
little  extra  money  was  put  into  circula- 
tion, thousands  of  people  got  a new  if 
temporary  thrill,  and,  although  the  burst- 
ing of  bubbles  left  manufacturers  and 
dealers  with  unsaleable  stock  on  their 
hands,  no  great  amount  of  damage  was 
done. 

‘‘But  today  the  American  public  is  in 
danger  of  being  swept  up  into  another 
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fad  which  has  serious  implications  and 
from  which  we  could  not  recover  as  pain- 
lessly. Books,  magazines,  newspapers, 
radio,  and  the  movies  are  combining  in  a 
campaign  to  discredit  the  medical  pro- 
fession and  to  blame  the  doctor  for  the 
financial  burden  of  illness,  even  though 
the  doctor’s  bill  is  seldom  more  than  one- 
third  of  the  total  cost  which  he  shares  with 
the  hospital,  the  laboratory,  the  nurse, 
and  the  druggist. 

“Although  we  are  all  ready  to  admit 
that  changing  social  conditions  must  be 
recognized  as  indicating  the  need  for 
solving  this  ancient  problem,  we  must  be 
very  careful  to  make  certain  that  the  rem- 
edy adopted  will  not  prove  worse  than  the 
condition  we  are  trying  to  correct.  . . . 

“So  before  we  rush  blindly  into  a 
scheme  which  has  universally  been  proved 
expensive  and  inefficient,  before  we  upset 
our  entire  system  of  medical  practice,  be- 
fore we  change  our  doctors  into  job 
holders,  let  us  ask  ourselves  seriously  if 
the  admitted  problem  cannot  be  solved 
in  an  orderly  fashion  through  our  existing 
machinery?”  The  Nassau  Medical  News 
of  March  asks  “Is  State  Medicine  a 
Fad?”  and  we  have  quoted  in  part  from 
its  discussion  of  the  situation. 


“Since  the  Bill  of  Rights  was  adopted  as 
the  first  amendment  to  the  Constitution, 
these  people  (propagandists  of  one  sort 
or  another)  have  ranted  practically  with- 
out restriction,  on  paper,  on  soapboxes, 
in  hired  halls,  even  in  churches — and 
generations  of  Americans  have  listened  to 
them. 

If  any  one  of  those  generations  had  lost 
its  head  and  gone  whooping  down  the 
trail  pointed  out  to  it  by  any  one  of  those 
ranters,  our  present  generation  would 
most  likely  be  living  thinly  off  the  husk 
of  a once  great  country — if  there  was  a 
present  generation  of  Americans. 

No  such  thing  happened.  What  did 
happen  in  every  case  was  that  the  Ameri- 
can people  gave  the  current  spellbinders 
a fair  hearing;  talked  over  and  thought 


over  what  they  had  to  offer;  perhaps 
committed  one  or  two  of  the  barrel  of 
mistakes  the  spellbinders  wanted  com- 
mitted; and  then  decided  against  the 
spellbinders  and  snapped  back  to  horse 
sense. 

We’ve  been  kidded  by  experts,  down 
the  years — by  Greenbackers,  Know  Noth- 
ings, Fenians,  Populists  . . . Free  Silverites, 
Ku  Kluxers,  Inflationists,  Technocrats. 
But  none  of  these  has  kidded  the  shirts 
off  us.  . . . 

Are  we  in  any  more  danger  of  being 
led  into  lunacy  now  than  we  ever  were? 
It  seems  most  unlikely  ...”  We  sin- 
cerely hope  that  the  editors  of  Collier’s 
are  correct  in  their  final  statement,  espe- 
cially in  regard  to  the  “spellbinding”  that 
the  “socializers”  are  attempting  in  regard 
to  the  delivery  of  medical  care. 


“We  just  don’t  know  our  own  strength. 
The  doctor  can  be  a community  leader 
anywhere,  for  his  very  title  is  a pass  key 
that  opens  almost  every  door.  Thus  he 
has  a unique  opportunity  which,  through 
modesty  or  indifference,  he  too  seldom 
accepts.  . . conferences  of  pedagogues  and 
parents  have,  for  the  most  part,  been  hear- 
ing only  one  side  of  the  medical  care  story. 
The  doctors  can  give  them  the  other  side. 
Why  don’t  they?”  The  March  issue  of 
the  Essex  County  Medical  Society  Bulletin. 


“The  American  Medical  Association  is 
made  up  of  men,  and  as  such,  they  may 
err  in  wisdom  or  judgment  as  do  other 
men.  The  American  Medical  Associa- 
tion, however,  is  simply  an  incident  in 
this  case.  If  the  methods  practiced 
against  them  are  to  become  the  settled 
practice  of  Federal  criminal  law,  the  same 
methods  can  be  used  and,  no  doubt,  will 
be  used  against  any  other  American  citi- 
zen who  may  be  so  unfortunate  as  to  be 
the  defendant  in  a criminal  proceeding.  . 

A vitally  important  inference,  brought  to 
our  attention  by  America’s  Future. 


MATERNAL  MORTALITY 


Report  for  1937  in  Buffalo,  New  York 

Louis  A.  Siegel,  M.D.,  Buffalo 


IN  the  past  ten  years,  maternal  mor- 
tality studies  have  occupied  a promi- 
nent place  in  American  medical  litera- 
ture. Comparison  of  our  statistics  with 
those  of  other  countries  has  led  to  severe 
criticism  on  the  part  of  both  medical  and 
lay  authorities  to  the  point  where  the 
latter  group  has  published  articles  in 
popular  home  magazines  denouncing  the 
former  for  their  inactivity  with  regard  to 
this  state  of  affairs.  The  awakening  came 
in  1933  when  the  New  York  Academy  of 
Medicine  published  the  results  of  its  in- 
vestigation of  maternal  mortality  in  New 
York  City.  Their  conclusions  were  star- 
tling and  led  to  country- wide  discussion. 

As  a result  of  this  report,  the  national 
obstetric  societies  and  the  medical 
schools  of  the  country  embarked  on  an 
educational  program  to  improve  condi- 
tions within  the  profession.  In  some 
states  close  cooperation  between  the  ob- 
stetric societies  and  the  State  Hospital 
Association  members  led  to  more  careful 
regulation  of  the  obstetric  services.  Buf- 
falo became  very  conscious  of  its  record, 
and  in  1935  the  Medical  Society  of  the 
County  of  Erie  authorized  a committee 
to  study  maternal  mortality.  The  origi- 
nal committee  was  composed  of  a steer- 
ing committee  (nonobstetric)  and  an 
obstetric  study  group.  The  latter  group 
studied  intensively,  with  the  aid  of  a pro- 
fessional investigator  (physician),  all  ma- 
ternal deaths  occurring  in  Erie  County, 
beginning  in  January,  1935,  and  pub- 
lished its  report  in  the  New  York  State 
Journal  of  Medicine , September  1,  1937. 


hospital.*  This  brought  into  action  a 
group  of  eleven  men  and  women  espe- 
cially interested  in  obstetrics,  each  one 
ready  to  protect  the  record  of  his  hospi- 
tal. This  procedure  was  based  upon  the 
fact  that  practically  all  deaths  occurred  in 
hospitals  and  that,  therefore,  the  prob- 
lem was  essentially  a hospital  problem. 
Form  CB  122  was  continued  as  its  chart 
and  meetings  were  again  held  through- 
out the  year.  The  following  report  was 
made  to  the  Society  at  the  end  of  its  first 
year. 

With  the  cooperation  of  the  health  de- 
partment of  the  city  we  were  able  to  inves- 
tigate thoroughly  all  maternal  deaths. 
In  the  course  of  the  investigation  we 
found  discrepancies  between  hospital  and 
health  department  records  with  regard  to 
maternal  deaths.  In  some  instances  the 
hospital  was  charged  with  deaths  which 
were  not  maternal.  This  fact  was  deter- 
mined by  the  council.  In  other  instances 
the  hospitals  admitted  in  their  yearly  re- 
port certain  maternal  deaths  which  the 
health  department  had  classified  as  non- 
maternal.  These  conditions  led  to  con- 
fusion with  regard  to  the  actual  number  of 
maternal  deaths  in  the  city.  The  secre- 
tary of  the  council  discussed  with  the  head 
of  the  Vital  Statistics  Department  the 
confusion  that  exists,  and  he  admitted 
the  difficulties  in  classification  of  these 
deaths.  The  council  has  suggested  to  the 
health  board  the  appointment  of  a phy- 
sician to  consult  with  the  department 
head,  who  is  not  a physician,  in  order  to 
correct  the  existing  evil. 


This  original  committee  was  then  dis- 
missed, and  at  its  suggestion  a permanent 
Obstetric  Council  was  set  up  to  continue 
this  work.  This  council  is  composed  of 
a representative  from  each  hospital  ap- 
pointed by  the  superintendent  of  the 


* The  members  of  the  Obstetric  Council  are: 

Edward  Forrestel,  M.D.,  Louis  N.  LaMantia,  M.D. 

Chairman  Bernard  A.  Mohan,  M.D. 

F.  C.  Goldsborough,  M.D.  Milton  G.  Potter,  M.D. 

E.  E.  Haley,  M.D.  Louis  A.  Siegel,  M.D., 

Harriet  Hosmer,  M.D.  Secretary 

Curtis  C.  Johnson,  M.D.  Abram  L.  Weil,  M.D. 

Edward  G.  Winkler,  M.D. 
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TABLE  1 — Maternal  Mortality  Rate  for  City  of 
Buffalo 


1937 

44  in  9,917  Deliveries 

.004 

1936 

69  in  9,753  Deliveries 

.007 

1935 

63  in  10,075  Deliveries 

.006 

TABLE  2 — Cause  of  Maternal  Death — 1937 

No.  OF 

Gases 

Percentage 

Infection 

13 

29.5 

Hemorrhage 

9 

20.4 

Abortions 

9 

20.4 

Accidents  of  Pregnancy  and  Labor 

6 

13.6 

Ectopic  Pregnancies 

3 

6.8 

Toxemias 

2 

4.5 

Pulmonary  Emboli 

2 

4.5 

Total* 

44 

99.7 

* Thrombocytopenic  purpura 

1 

Cases  disal- 

Convulsions 3 wks.  after  delivery 

1 

lowed  by 

Infection  6 wks.  after  delivery 

1 

Committee 

TABLE  3a — Cause  of  Death  and  Types  of 
Delivery — 1937 


1. 

Infection 

13 

Sections 

9 

Spontaneous 

3 

Forceps 

1 

2. 

Hemorrhage 

9 

Spontaneous 

4 

Version  and  Extraction 

3 

Breech 

1 

Section 

1 

3. 

Abortions 

9 

4. 

Accidents  of  Pregnancy  and  Labor 

6 

5. 

Ectopic  Pregnancy 

3 

6. 

Toxemias 

2 

7. 

Pulmonary  Embolus 

2 

Total 

The  council  feels  that  there  is  and  al- 
ways has  been  some  question  regarding 
the  high  maternal  mortality  rate  in  Buf- 
falo. This  can  also  be  said  of  other  cities 
where  maternal  deaths  and  hospital  re- 
ports are  not  investigated.  In  spite  of 
these  irregularities,  the  council  wishes  to 
report  a marked  improvement  in  the  ma- 
ternal mortality  rate  of  Buffalo. 

In  the  calendar  year  of  1937,  the  ma- 
ternal death  rate  was  0.004,  as  compared 
to  0.006  in  1935,  and  0.007  in  1936, 
(Table  1),  a distinct  improvement.  These 
deaths  include  those  from  abortion  and 
ectopic  pregnancies,  both  of  which  should 
be  excluded  from  obstetric  figures.  These 
number  12  out  of  the  44  deaths,  and 
excluding  them  would  bring  the  mor- 
tality rate  down  to  less  than  one-half  of  the 
death’s  of  the  previous  year.  The  coun- 
cil earnestly  appeals  to  the  Erie  County 
Medical  Society  to  set  in  motion  a state- 
wide movement  to  change  the  state 
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TABLE  3b — Three  Year  Summary — 1935,  1936,  1937 


-Causes  of  Death- 


1. 

Puerperal  Sepsis 

1935 

20 

1936 

17 

1937 

13 

Total 

50 

2. 

Hemorrhage 

10 

6 

9 

25 

3. 

Toxemias  of  Pregnancy 

2 

7 

2 

11 

4. 

Surgical  Shock 

3 

10 

0 

13 

5. 

Pulmonary  Embolus 

2 

5 

2 

9 

6. 

Accidents  of  Pregnancy 

4 

5 

6 

15 

7. 

Abortions 

16 

6 

9 

31 

8. 

Extrauterine  Pregnancy 

7 

5 

3 

15 

9. 

Postoperative  Pneumonia 

1 

0 

0 

1 

Total 

65 

61 

44 

170 

classification  of  abortion  and  ectopics  by 
excluding  them  from  maternal  mortality 
rates. 

In  the  calendar  year  of  1937,  there  were 
44  deaths.  Forty- three  of  these  were  in 
hospitals.  This  figure  represents  the 
City  of  Buffalo  statistics  and  not  those 
of  Erie  County.  The  1 death  in  the  home 
as  compared  to  43  deaths  in  the  hospitals 
again  emphasized  the  need  for  careful 
supervision  of  obstetric  departments. 

In  discussing  the  causes  of  death 
(Tables  2 and  3a,  3b),  the  council  found 
that  infection  again  rates  highest  as  the 
outstanding  cause,  being  29.5  per  cent. 
In  analyzing  this  further  we  found  that 
9 cases,  or  almost  70  per  cent,  occurred  in 
the  section  group.  The  council  felt  that 
in  spite  of  the  reduction  in  number  of 
cesarean  sections  in  Buffalo  in  1937,  pro- 
portionately the  number  of  deaths  was 
approximately  the  same.  It  was  very 
disturbing  to  find  that  many  of  these 
sections  were  elective  and  theoretically 
should  not  have  become  infected  to  any 
greater  extent  than  any  laparotomy. 
This  emphasizes  to  a greater  extent 
the  seriousness  of  cesarean  sections.  It 
should  discourage  those  who  feel  it  is  the 
easiest  way  out. 

Hemorrhage  was  the  second  highest 
cause  of  death  in  1937,  accounting  for 
20.4  per  cent,  as  compared  to  9.8  per  cent 
in  1936.  Most  of  these  deaths  were  due 
to  postpartum  hemorrhage.  The  deaths 
from  toxemias  have  been  greatly  reduced 
and  reflect  the  effect  of  prenatal  care. 
In  1937  there  were  2 in  44  deaths,  as  com- 
pared to  3 in  69  in  1936.  Three  anesthetic 
deaths,  2 as  a result  of  chloroform,  and 
1 from  ether  should  serve  to  call  attention 
to  the  importance  of  the  anesthetic. 
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TABLE  4 — Maternal  Mortality  Rate  in  the  City  of 
Buffalo  According  to  Types  of  Deliveries — 1937 


Spontaneous 

.0017 

Forceps 

.0008 

Version  and  Extraction 

.007 

Cesarean  Section 

.046 

Breech 

.003 

Methods  of  Delivery 

According  to  statistics  of  1937  (Table 
4),  the  patient  is  endangered  most  by 
cesarean  section,  there  being  46  deaths  per 
1,000  sections.  Version  Extraction  is  next 
highest,  with  7 deaths  per  1,000  versions. 
Breech  Extraction  has  3 deaths  per  1,000 
extractions,  and  spontaneous  deliveries, 
1.7  per  1,000  deliveries,  the  last  being 
forceps  with  0.8  per  1,000  forceps  de- 
liveries. 

These  figures  (Tables  5 and  6),  again 
tend  to  show  that  major  operative  de- 
liveries carry  a much  higher  incidence  of 
death  than  normal  or  forceps  deliveries. 
Seventeen  deaths  occurred  in  the  major 
operative  group.  Of  the  9,917  deliveries 
in  1937  (Table  8),  there  were  7,842  spon- 
taneous and  low  forceps  cases.  This 
means  that  11  deaths,  or  0.1  per  cent  oc- 
curred in  this  group,  while  17  deaths,  or 
0.8  per  cent  occurred  in  the  remainder  of 
deliveries,  an  incidence  eight  times  greater 
in  the  operative  deliveries. 

It  is  gratifying  to  report,  however,  that 
there  has  been  a distinct  reduction  in 
1937  in  both  major  operative  procedures 
(Table  7).  Sections  in  1937  number  2.6, 
as  compared  to  3.1  in  1936,  resulting  in 
lowering  the  mortality  rate  in  sections 
from  7.5  per  cent  to  4.6  per  cent  in  1937. 
In  version  and  extraction  there  has  been 
a reduction  from  7.2  per  cent  to  5.7  per 
cent  in  1937. 

Abortions  and  extrauterine  pregnan- 
cies, which  must  be  considered  in  maternal 
mortality  figures,  according  to  the  health 


TABLE  5 — Types  of  Deliveries — 1937 


Cesarean  Section 

Spontaneous 

Abortions 

Version  and  Extraction 
Ectopics 
Forceps 
Undelivered 
Postmortem  Sections 
Breech  Extraction 
Total 

12 

9 

9 

4 

3 

2 

2 

2 

1 

44 

27.3 

20.4 
20.4 

9.0 

6.8 

4.5 

4.5 

4.5 

2.2 

99.6 

TABLE  6 — Types  of  Delivery  and 
Maternal  Deaths — 1937 

Cause  of 

1. 

Cesarean  Section 

12 

Sepsis 

9 

Hemorrhage 

1 

Embolus 

1 

Cardiac 

1 

2. 

Spontaneous 

9 

Sepsis 

3 

Hemorrhage 

4 

Toxemia 

1 

Accidents  of  Pregnancy 

1 

3. 

Version  and  Extraction 

4 

Hemorrhage 

3 

Accidents 

1 

4. 

Forceps 

2 

Sepsis 

1 

Accidents 

1 

5. 

Breech  Extraction 

1 

Hemorrhage 

1 

6. 

Postmortem  Sections 

2 

7. 

Undelivered 

2 

8. 

Abortions 

9 

9. 

Ectopics 

3 

Total 

44 

TABLE  7 — Three  Year  Summary — 1935,  1936,  1937 

1935 

1936 

1937 

Total 

Deaths 

Methods  of  Delivery 

65 

61 

44 

170 

1. 

Normal  (spontaneous) 

7 

11 

9 

27 

2. 

Forceps 

3 

5 

2 

10 

3. 

Version  and  Extraction 

5 

10 

4 

19 

4. 

Breech  Extraction 

2 

2 

1 

5 

5. 

Cesarean  Section 

21 

18 

12 

51 

6. 

Abortions 

16 

8 

9 

33 

7. 

Extrauterine  Pregnancy 

7 

5 

3 

15 

8. 

Undelivered 

4 

1 

2 

7 

9. 

Postmortem  Sections 

0 

1 

2 

3 

department,  make  up  the  remaining  12 
deaths.  The  council  feels  that  these  are 
extrinsic  obstetric  figures  and  should  be 
classified  separately.  The  health  de- 
partment admits  its  difficulty  in  clas- 
sifying them,  as  they  fall  into  two  groups, 
obstetric  deaths  or  homicides,  depending 
on  whether  or  not  self-induction  is  ad- 
mitted. The  council  feels  that  this  is 
very  arbitrary  and  confusing,  as  we  know 


TABLE  8 — Methods  of  Delivery  for  9,917  Recorded  Births,  Buffalo — 1937 


Total 

Normal 

Spon- 

taneous 

Low 

-Forceps- 

Mid 

High 

Ver- 

sion 

Cesar- 

ean 

Breech 

Others 

Not 

Stated 

Home  Deliveries 

2,641 

1,842 

125 

44 

14 

53 

0 

46 

5 

512 

Percentage 

100.0 

69.7 

4.7 

1.7 

.5 

2.0 

0 

1.8 

.2 

19.4 

Hospital  Deliveries 

7,276 

3,951 

1,924 

225 

41 

510 

257 

215 

100 

53 

Percentage 

100.0 

54.3 

26.4 

3.1 

.6 

7.0 

3.5 

3.0 

1.4 

.7 

Total 

9,917 

5,793 

2,049 

269 

55 

563 

257 

261 

105 

565 

Percentage 

100.0 

58.4 

20.6 

2.7 

.6 

5.7 

2.6 

2.6 

1.1 

5.7 
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the  difficulty  encountered  in  obtaining 
the  cause  and  method  of  infected  abor- 
tions when  patients  are  admitted  in  a 
serious  state  to  our  hospitals.  There 
should  be  some  other  way  of  classifying 
abortions,  excluding  them  from  obstetric 
figures.  Many  times  it  depends  on  the 
temperament  of  the  medical  examiner  on 
a particular  day. 

Comment 

The  Obstetric  Council  after  completing 
its  first  year’s  investigation  feels  that 
there  are  many  points  which  require 
serious  consideration  on  the  part  of  the 
Society. 

1.  Forty- three  out  of  44  deaths  oc- 
cur in  hospitals,  making  the  problem  a 
hospital  one.  Each  hospital  is  aware  of 
the  fact  that  obstetrics  must  be  con- 
ducted in  a carefully  supervised  way. 
Obstetric  delivery  rooms  are  as  important 
as  operating  rooms  and  should  be  con- 
ducted accordingly.  The  question  of 
asepsis  in  the  technic  of  the  delivery 
room  is  granted.  As  a result  of  its  inves- 
tigation, the  council  has  concluded  that 
major  operative  procedures  produce  the 
greatest  incidence  of  mortality.  It  there- 
fore behooves  each  hospital  to  carefully 
guard  the  privileges  of  the  delivery  room. 
Any  hospital  allowing  major  obstetric 
operations  to  be  done  by  those  not  quali- 
fied is  directly  responsible  for  the  results. 
The  reputation  of  the  hospital  should 
guarantee  the  patient  as  safe  a hospital 
experience  as  it  can  give  her.  This  means 
the  regulation  of  its  delivery  rooms  to 
exclude  those  not  qualified  to  do  major 
operative  obstetrics.  Two  or  three  local 
hospitals  have  already  adopted  meas- 
ures to  safeguard  their  patients,  without 
interfering  with  the  good  will  of  the  at- 
tending physician.  If  this  is  made  gen- 
eral there  can  be  no  question  of  a lowered 
mortality  rate. 

2.  The  question  of  properly  evaluat- 
ing statistics  in  the  city  has  not  been 
satisfactorily  solved.  The  health  depart- 
ment has  been  handicapped  by  lack  of 
funds  and  help,  which  has  interfered  with 
the  collections  of  statistics.  Formerly, 


federal  aid  in  the  form  of  WPA  workers 
was  of  great  assistance  to  this  work,  j 
This  year,  a special  investigator  was  ob- 
tained through  Dr.  Dean,  of  the  State 
Department  of  Health,  who  has  helped  in 
the  collection  of  information  from  birth 
records.  There  are  very  few  counties  in 
New  York  State  which  have  the  benefit 
of  the  supplemental  information  as  it  ap- 
pears on  our  birth  records,  and  without 
sufficient  help  in  our  local  health  depart- 
ment these  cannot  be  utilized.  We  would 
urge  the  Society  to  appeal  to  the  board  of 
health  for  additional  funds  and  help. 

3.  The  confusion  and  difficulties  in 
classifying  records  have  been  mentioned. 
After  carefully  reading  over  case  reports, 
the  council  found  conflicting  causes  of 
death,  that  is,  the  cause  of  death  did  not 
coincide  with  the  case  report.  This 
means  that  causes  of  death  as  recorded 
by  the  health  department  would  not  rep- 
resent the  actual  causes,  which  leads  to 
misleading  statistics.  This  probably  is 
true  of  other  cities  and  of  course  in  other 
branches  of  medicine.  It  means  that 
statistics  of  this  kind  cannot  be  used  to 
describe  conditions  in  a community. 
An  investigation  of  this  kind  many  years 
ago  would  probably  have  spared  Buffalo 
its  poor  obstetric  record. 

The  council  also  urges  the  Society  to  use 
its  active  influence  with  the  hospitals  in 
the  matter  of  postmortems.  Correct 
diagnoses  are  possible  only  by  autopsy. 
In  the  investigation  of  maternal  deaths 
for  1937,  out  of  47  deaths,  11  were  autop- 
sied.  A final  diagnosis  is  almost  impos- 
sible in  some  cases  without  this  examina- 
tion. The  medical  examiner’s  office 
should  be  asked  to  cooperate  with  the 
Society  in  obtaining  autopsies.  In  the 
past  this  cooperation  has  been  lacking. 
In  the  discussion  of  case  reports  deduc- 
tions are  only  possible,  but  a postmortem 
examination  would  be  final. 

From  the  new  birth-record  supplement, 
which  records  the  type  of  delivery  as  well 
as  the  weight  of  the  child  (Chart  1),  we 
were  able  to  study  those  patients  who  had 
had  deliveries  without  any  mortality. 
Heretofore,  the  mortality  rate  was  studied 
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CHART  1 — Birth  Record  Supplement 


Form  VS  30b  7-23-36-25,000  (17-805) 

For  Special  Study  in  Buffalo.  Check  (x)  Character  of 
Delivery : 

Normal Forceps:  Low Mid High 

Version.  . . .Cesarean.  . . .Breech.  . . .Other,  (specify).  . . . 

Weight  at  Birth lbs oz. 

Write  plainly,  with  durable  black  ink — this  is  a permanent 
record. 

N.B.  In  case  of  more  than  one  child  at  a birth,  a separate 
return  must  be  made  for  each,  and  the  number  of 
each,  in  order  of  birth,  stated.  For  further  instruc- 
tions, see  reverse  side  of  this  form. 


only  from  the  recorded  death  records. 
Erie  County  can  now  show  the  rate  based 
on  the  figures  of  each  type  of  delivery. 
From  Table  9 we  can  see  that  there  were 
9,917  total  births  in  1937,  of  which 
2,641,  or  26.6  per  cent  were  delivered  in 
the  home,  and  7,276,  or  73.4  per  cent 
were  delivered  in  hospitals.  All  but  53, 
or  0.7  per  cent  of  the  latter  group  had 


TABLE  10 — Analysis  of  Cesarean  Section  Deaths — 
1937 


Labor  Type  of 


Case 

Hours 

Operation 

Membranes 

1 

61 

High 

Ruptured  32  hrs. 

2 

50 

Low 

Ruptured  3 hrs. 

3 

40 

High 

Unruptured 

4 

39 

Low 

Ruptured  24  hrs. 

5 

31 

High 

Ruptured  23  hrs. 

6 

16 

High 

Unruptured 

7 

101/2 

High 

Unruptured 

8 

5 

High 

Unruptured 

9 

0 

High 

Unruptrued 

10 

0 

High 

Unruptured 

11 

0 

Porro 

Ruptured  ? ? 

12 

0 

Porro 

Unruptured 

for  a supposedly  safe  procedure  (as  com- 
pared to  the  accepted  less  than  0.5  per 
cent  in  normal  deliveries)  required  fur- 
ther investigation.  Our  analysis  of  these 
section  deaths  shows  that  9 out  of  12 
deaths  were  caused  by  infection.  Elec- 
tive sections  should  be  comparable  to  any 
laparotomy,  which  procedure  carries  a 
very  low  incidence  of  mortality.  De- 


TABLE  9 — Mortality  and  Methods  of  Delivery — 1937 


Total  Deliveries 

Spontaneous 

Forceps 

Version 

Section 

Breech 

9,917 

5,793 

2,373 

563 

257 

261 

Maternal  Mortality 

9 

2 

4 

12 

1 

Maternal  Mortality,  Percentage 

•.17 

.08 

.7 

4.6 

.3 

completed  the  supplement,  while  512,  or 
19.4  per  cent  of  the  home  group,  failed  to 
cooperate  in  this  manner.  This  now  has 
been  corrected  by  the  health  department. 
All  certificates  must  be  completely  filled 
in  or  else  returned  to  the  physician.  Of 
the  total  deliveries,  therefore,  565,  or  5.6 
per  cent  failed  to  fill  in  the  supplement. 
On  this  basis  we  find  that  there  were  9 
deaths  out  of  5,793  spontaneous  deliver- 
ies, or  0.17  per  cent;  in  the  forceps  group 
there  were  2 deaths  in  2,373  deliveries,  or 
0.08  per  cent;  in  the  version  and  extrac- 
tion group,  4 deaths  in  563  deliveries,  or 
0.7  per  cent;  in  the  cesarean  section 
group,  12  deaths  in  257  deliveries,  or 
4.6  per  cent;  and  in  the  breech  extraction 
group,  1 death  in  261  deliveries,  or  0.3  per 
cent. 

One  can  readily  see  the  group  which  is 
responsible  for  the  increased  maternal 
mortality.  Cesarean  section  was  re- 
sponsible for  12  out  of  the  44  deaths, 
27.3  per  cent  of  the  obstetric  death  rate 
for  1937.  A 4.6  per  cent  mortality  rate 


layed  sections,  after  a lengthy  test  of 
labor,  naturally  increase  the  rate  unless 
they  are  supplemented  by  hysterectomy 
or  extraperitoneal  procedures.  In  the 
12  section  deaths  (Table  10)  there  were  4 
elective  sections.  The  remaining  8 had 
been  in  labor  from  five  to  sixty-one  hours, 
some  with  ruptured  membranes.  These 
facts,  combined  with  the  following  sta- 
tistics on  type  of  operation  used,  should 
help  to  emphasize  the  need  for  proper 
judgment  in  the  choice  of  operation. 
There  were  8 high,  2 low,  and  2 Porro 
sections  in  this  series.  It  is  an  accepted 
fact  that  the  high  section  is  not  the  pro- 
cedure of  choice  in  an  infected  case  unless 
it  is  accompanied  by  a hysterectomy. 
This  has  been  proved  by  various  clinics 
in  the  country.  There  can  be  no  doubt 
that  herein  lies  our  greatest  difficulty. 

Conclusions 

The  Obstetric  Council  would  like  to 
make  the  following  conclusions: 

1.  There  has  been  a definite  improve- 
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ment  in  maternal  mortality  in  the  City 
of  Buffalo  in  1937. 

2.  There  has  been  a distinct  reduction 
in  the  number  of  major  operative  pro- 
cedures in  obstetrics,  which  is  probably 
the  basic  cause  of  improvement. 

3.  Prenatal  care  has  been  of  distinct 
advantage  as  shown  by  the  reduced  num- 
ber of  deaths  from  toxemia  of  pregnancy. 

4.  Infection  still  remains  the  greatest 
cause  of  death.  The  council  finds  it 
difficult  to  express  itself  as  to  the  pre- 
ventability  of  this  condition.  In  some 
instances  other  procedures  than  those 
used  were  suggested  by  the  council  but 
no  one  can  foretell  their  outcome.  The 
greatest  offender  in  infections  was  ce- 
sarean section,  a major  operation,  and  if 
we  continue  to  reduce  the  number  of  sec- 
tions or  use  better  judgment  in  the  choice 
of  procedures,  there  should  be  an  even 
greater  improvement. 

5.  Deaths  from  hemorrhage  are  theo- 
retically preventable.  The  council  ques- 
tions this  when  it  comes  to  practice.  How- 
ever, we  cannot  stress  too  much  the  need 
for  quicker  and  better  emergency  meas- 
ures in  obtaining  blood  for  transfusion. 
There  should  never  be  any  question  about 
giving  blood  in  a depleted  case.  A delay 
of  a few  minutes  might  cost  the  life  of  a 
patient.  The  Society  should  encourage 
the  establishment  of  “blood  banks.” 


6.  The  presence  of  several  physicians 
on  the  health  board  should  lead  to  closer 
cooperation  between  this  council  and  the 
department  of  health.  A member  of  the 
health  board  is  now  a member  of  the  coun-  ; 
cil  as  a representative  of  his  hospital. 
This  coincidence  has  led  to  a better  un-  i 
derstanding. 

7.  Maternal  mortality  in  Buffalo  is  a , 
hospital  problem.  More  careful  super- 
vision in  the  delivery  rooms  to  eliminate  | 
those  not  qualified  to  do  major  operations  j 
and  consultations  before  major  operative  : 
procedures  are  done  would  help  in  the  | 
reduction  of  this  type  of  delivery.  This  i 
in  turn  would  naturally  lower  the  mor-  j 
tality  rate. 

8.  Yearly  appointments  to  the  Ob- 
stetric Council  by  the  superintendent  of 
each  hospital  would  eliminate  those  men 
who  are  not  interested  in  this  work. 
Some  of  these  hospital  representatives 
attended  very  few  meetings  and  could 
not  have  been  of  helpful  service  either  to 
the  hospital  or  to  the  council.  It  is  sug- 
gested that  the  Society  communicate 
with  the  hospital  superintendent  in  this 
matter. 

The  Obstetrical  Council  would  like  to 
take  this  opportunity  to  thank  Dr.  Harry 
G.  LaForge  for  his  conscientious  work  as 
investigator  for  this  Committee. 


GEON'S  JOURNAL  PUBLISHED  AN  ACCOUNT  OF  HER  OPERATION!” 

— Hygeia 


LET  THERE  BE  LIGHT! 

I knew  a child  whose  blind  eyes  sought  the  stars 
And  met  no  light,  whose  finger  tips  were  eyes 
Seeking  the  color  of  rosebuds.  She  faced  blank 
skies 

To  feel  the  wind  upon  her  face,  while  bars 
Of  darkness  sealed  her  prisoned  days.  She  knew 
Voices,  but  saw  no  laughing  eyes;  knew  pain 
And  warmth,  but  saw  no  sun  or  silver  rain, 
Nor  knew  when  leaves  were  green,  and  skies  were 
blue. 

And  then  you  came  and  clasped  her  groping  hand ; 

With  patient  hope  you  led  her  faltering  feet,’ 
Calling  all  science  and  skill  to  your  command — 
Till  she  saw  the  stars — and  living  was  complete ! 
Dear  God,  how  can  we  rest,  we  who  know  light, 
While  one  child  stumbles  through  a starless  night? 

— Grace  Maddock  Miller  in  Hygeia. 


A SYNDROME  SIMULATING  TABES  DORSALIS 


Maurice  J.  Costello,  M.D.,  New  York  City 


The  purpose  of  this  paper  is  to  call  at- 
tention to  a syndrome  which,  though 
simulating  tabes  dorsalis  with  its  Argyll 
Robertson  pupil  and  absent  tendon  re- 
flexes, is  essentially  different  from  it.  The 
myotonic  pupil,  in  what  has  recently  been 
called  Adie’s  syndrome,  is  also  known  as 
the  pseudo-  or  the  nonsyphilitic  Argyll 
Robertson  pupil  and  pupilotonia.  A 
knowledge  of  this  condition  is  of  im- 
portance to  the  physician  who  assumes 
the  responsibility  of  diagnosing  and 
treating  syphilis.  It  is  frequently  mis- 
taken for  the  true  Argyll  Robertson  pupil 
because  of  ignorance  of  its  existence  or 
because  of  an  inability  to  differentiate 
between  these  distinct  entities.  Errors 
in  diagnosis  have  led  to  serious  errors  in 
management  and  treatment. 

This  condition  was  first  brought  to  my 
attention  in  1923.  A medical  student  had 
a pseudo  Argyll  Robertson  pupil  which 
was  mistaken  for  an  Argyll  Robertson 
pupil  and  caused  him  much  concern  until 
subsequent  examinations  proved  that 
he  was  not  infected  by  syphilis.  During 
the  past  ten  years  I have  observed  this 
pupillary  abnormality  in  a number  of 
patients  who  were  not  infected  by  syphilis. 
On  the  other  hand,  I have  recently  ob- 
served the  nonsyphilitic  Argyll  Robertson 
pupil  in  a patient  with  syphilis. 

The  normal  pupil  varies  in  size  in  the 
different  periods  of  life.  In  infancy  and 
old  age  it  is  small,  while  in  early  adult 
life  and  middle  age  it  is  larger.  In  far- 
sighted persons  it  is  contracted,  in  those 
with  myopia  it  is  somewhat  dilated.  The 
light  and  accommodation  reflexes  cause 
constriction  of  the  pupil,  the  sensory 
and  psychic  stimuli  (pain  and  fright) 
cause  dilatation. 

Argyll  Robertson1  in  1869  reported  4 
cases  of  spinal  miosis  in  which  he  clearly 
described  the  characteristic  features  of  the 
pupil  of  tabes  dorsalis,  now  known  as  the 
Argyll  Robertson  pupil. 


The  Argyll  Robertson  pupil  is  miotic, 
less  than  2 mm.  in  diameter.  It  is  con- 
stant in  size  and  does  not  react  to  light 
or  shade,  directly  or  consensually,  but 
it  does  contract  promptly  and  excessively 
to  convergence  accommodation  for  near 
objects  and  dilates  immediately  and  fully 
when  the  effort  is  discontinued.  It  dilates 
slowly  and  imperfectly  to  mydriatics  and 
painful  stimuli.  It  is  occasionally  irregu- 
lar in  shape  and  unequal  in  size.  In  70 
to  90  per  cent  of  the  cases  it  is  bilateral 
and  in  an  overwhelming  majority  (90  per 
cent)  of  the  cases  it  is  an  absolute  evidence 
of  tabes  dorsalis. 

The  pseudo  Argyll  Robertson  pupil  of 
Adie’s  syndrome  does  not  react  to  light 
either  directly  or  consensually  and  in  this 
way  is  identical  with  the  true  Argyll 
Robertson  pupil.  It  contracts  very  slowly 
during  the  effort  of  accommodation  con- 
vergence for  near  objects  and  remains 
small  for  thirty  seconds  or  longer.  After 
the  effort  to  converge  is  relaxed,  it  regains 
its  original  size  only  after  dilating  slug- 
gishly. It  is  unilateral  in  80  per  cent  of 
the  cases  and  is  usually  on  the  left  side. 
The  pupils  are  unequal,  the  affected  one 
is  frequently  somewhat  dilated,  larger, 
and  is  usually  oval  in  the  horizontal  or 
vertical  plane.  It  varies  in  size  from  time 
to  time.  When  very  large  it  cannot  be 
used  for  close  work.  It  dilates  readily, 
rapidly,  and  completely  to  the  mydriatics 
— such  as  homatropine,  atropine,  and 
cocaine — and  to  painful  stimuli.  It  con- 
tracts in  a similar  manner  to  miotics  such 
as  eserine. 

The  condition  is  benign  and  is  not  rare. 
It  is  important  only  because  it  is  to  be 
differentiated  from  the  Argyll  Robertson 
pupil  of  syphilis.  It  holds  a position 
analogous  to  that  of  pityriasis  rosea  in 
dermatology.  The  importance  of  that 
condition  is  its  differentiation  from  the 
macular  syphilide.  In  this  syndrome, 
that  is,  pupilotonia  with  absent  tendon 
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Points^of  Dissimilarity 


Pseudo  Argyll  Robertson  Pupil 

1.  Women  affected  (80  per  cent  of  cases) 

2.  Unilateral  and  left  sided  (80  per  cent  of  cases) 

3.  Somewhat  dilated,  round,  occasionally  oval 
in  the  horizontal  or  vertical  plane 

4.  Inequality  striking 

5.  Varies  in  size 

6.  Contracts  slowly  to  accommodation,  remains 
stationary  for  many  seconds,  then  dilates 
sluggishly 

7.  Dilates  rapidly  and  completely  to  mydriatics 

8.  Manifestation  of  a benign  condition 

9.  History  of  severe  shock,  emotional  instability 


Argyll  Robertson  Pupil  of  Tabes  Dorsalis 

Both  sexes  affected 

Bilateral  in  the  majority  of  cases 

Contracted,  less  than  2 mm. 

Inequality  if  present  may  escape  notice  because 
of  small  size  and  bilateralism 
Stationary  for  months  and  years 
Contracts  promptly  to  accommodation  and  as- 
sumes original  size  immediately  after 

Dilates  slowly  and  imperfectly  to  mydriatics 
In  90  per  cent  of  cases  an  infallible  sign  of  tabes 
dorsalis 

History  of  syphilis 


reflexes,  there  is  no  evidence  of  syphilis 
and  there  are  no  signs  of  organic  nervous 
disease.  It  is  seen  more  frequently  in 
women  and  in  those  of  neurotic  tempera- 
ment who  have  undergone  some  recent 
disturbing  emotion,  such  as  shock  or 
bereavement.  There  is  a familial  tend- 
ency and  many  of  these  patients  exhibit 
dermographism. 

There  are  only  two  points  of  similarity 
between  these  conditions:  first,  that  the 
pupils  do  not  react  to  light  or  shade  di- 
rectly or  consensually,  and  second,  that 
there  is  almost  invariably  an  associated 
loss  of  the  deep  tendon  reflexes.  A milder 
form  of  this  disorder  is  rarely  seen.  It  is 
represented  by  similar  pupillary  changes 
but  the  deep  tendon  reflexes  are  present. 

The  points  of  dissimilarity  are  many 
and  are  shown  in  the  above  table. 

For  years  the  pseudo  Argyll  Robertson 
pupil  of  this  nonsyphilitic  syndrome  must 
have  been  mistaken  for  the  true  Argyll 
Robertson  pupil  of  tabes  dorsalis  because 
it  was  not  reported  until  1902  by  Saenger2 
and  by  Strassburger.3  Marcus4  in  1906, 
Axenfeld5  in  1919,  and  Gehrcke6  in  1921 
contributed  to  our  knowledge  of  this  in- 
teresting condition.  The  articles  in  re- 
cent years  by  Moore,7  Holmes,8  and  Adie9 
adequately  describe  and  stress  the  im- 
portance of  this  entity. 

Before  the  complement  fixation  test  was 


discovered,  at  a time  when  the  treatment 
of  central  nervous  system  syphilis  was  de- 
termined largely  by  physical  examination, 
this  entity  was  of  greater  practical  im- 
portance than  it  is  today.  Such  an  ab- 
normality, although  not  recognized  as 
the  pseudo  Argyll  Robertson  pupil,  might 
be  mistaken  for  the  Argyll  Robertson  pu- 
pil, but  the  modem  physician  would  try 
to  confirm  his  suspicions  by  adequate 
blood  and  spinal  fluid  studies  before  rec- 
ommending treatment.  It  is  still  of  im- 
portance to  those  who  might  label  a per- 
son with  this  condition  as  having  central 
nervous  system  syphilis  without  con- 
firmatory evidence  and  to  those  who  feel 
that  a person  with  an  Argyll  Robertson 
pupil,  whether  true  or  false,  should  be 
treated  in  spite  of  negative  tests.  They 
should  know  that  a syndrome,  with  a 
myotonic  pupil  and  absent  tendon  re- 
flexes, exists,  which  may  simulate  tabes 
dorsalis. 

Case  Reports 

M.  L.,  a woman,  aged  30,  was  first  observed  by 
me  in  1930,  suffering  from  bilateral  pulmonary 
tuberculosis  with  a right  pneumothorax  and 
tuberculous  enteritis.  She  stated  that  she  had 
noticed  an  inequality  of  her  pupils  for  the  past 
three  years,  since  she  was  first  told  that  she  had 
tuberculosis.  The  left  pupil  is  about  twice  the 
size  of  the  right  pupil.  It  does  not  react  to  light 
and  contracts  and  dilates  slowly  to  accommoda- 
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tion  convergence  reflex.  The  left  pupil  showed 
further  dilatation  when  she  was  seized  with  the 
cramps  of  intestinal  tuberculosis.  When  the  pa- 
tient was  seen  last  in  September,  1937,  the 
condition  had  not  changed.  Her  deep  reflexes  are 
absent. 

E.  L.,  a woman,  aged  62,  has  had  a right-sided 
facial  paralysis  since  childhood.  About  ten  years 
ago,  at  the  time  of  her  mother’s  death,  she  noticed 
an  inequality  of  her  pupils  which  has  persisted. 
The  left  pupil  is  twice  the  size  of  the  right,  it  is 
round,  does  not  react  to  light,  but  does  react 
sluggishly  to  accommodation  and  dilates  leisurely 
when  the  effort  is  relaxed.  There  is  no  disturb- 
ance of  vision.  Her  deep  reflexes  are  normal. 

H.  O.,  a man,  aged  38,  accountant,  now  under 
treatment  for  syphilis,  has  had  unequal  pupils  for 
twenty  years.  They  appeared  prior  to  his  syphi- 
litic infection.  The  left  pupil  measures  8 mm., 
the  right  4 mm.  The  left  is  oval  n the  vertical 
plane.  It  does  not  react  to  light  but  contracts 
slowly  on  accommodation  and  dilates  in  a similar 
manner.  His  reflexes  are  absent.  The  patient 
states  that  he  does  most  of  his  close  work  with 
his  right  eye.  At  the  onset  of  his  syphilitic  in- 
fection his  Wassermann  reaction  of  the  blood 
was  four  plus  with  both  the  alcoholic  and  chol- 


esterinized  antigens.  His  spinal  fluid  studies 
have  always  been  negative  for  syphilis.  The 
Wassermann  reactions  of  the  blood  in  recent 
years  have  been  negative. 

I have  briefly  described  a syndrome 
simulating  tabes  dorsalis  and  the  simple 
method  of  differentiating  it  from  tabes 
dorsalis  by  observing  the  pupillary  char- 
acteristics of  size,  shape,  and  reflex  action, 
especially  the  behavior  of  the  pseudo 
Argyll  Robertson  pupil  to  convergence 
accommodation.  Knowledge  of  this  con- 
dition should  prevent  errors  in  diagnosis 
and  treatment  and  the  serious  conse- 
quences that  may  follow  in  their  wake. 
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QUACKS  POSING  AS  PSYCHOLOGISTS 

Quack  psychologists,  comprising  an  “under- 
world” as  vicious  as  that  of  the  gangster  and 
murderer,  are  permitted  to  thrive  under  the  de- 
fective laws  of  many  states,  declares  David 
Spence  Hill,  Ph.D.,  Washington,  D.  C.,  in  the 
March  issue  of  Hygeia,  The  Health  Magazine. 

Such  impostors  not  only  exploit  the  public  but 
also  damage  the  reputations  of  legitimate  psy- 
chologists, who  are  falsely  identified  with  them, 
Dr.  Hill  points  out. 

“Although  authorities  in  psychologic  fields 
have  sufficiently  exposed  the  fallacies  and  the 
technics  of  psychologic  impostors,  nevertheless 
the  exploitation  of  the  public  continues  in  a score 
of  cities  every  winter.” 

Such  quacks  flourish  under  numerous  schemes 
and  cults  which  claim  to  help  the  credulous  or 
troubled.  While  not  all  of  them  pretend  to  be 
psychologists,  all  offer  some  method  of  benefiting 
people  by  means  of  appeal  to  the  mind. 

Astrology,  palmistry,  spiritualism,  telepathy, 
and  graphology  (an  exaggerated  emphasis  on  the 
significance  of  handwriting)  are  examples  of  the 
methods  they  use. 


Other  forms  of  psychologic  quackery  include 
mesmerism,  associated  with  the  falsities  of 
animal  magnetism;  mnemonics,  consisting  of 
memory  devices  that  enable  one  to  perform  seem- 
ingly amazing  stunts;  phrenology,  which  pro- 
fesses to  reveal  a person’s  capacity  and  mental 
traits  by  feeling  the  bumps  on  his  head,  and  vo- 
cational chemistry,  which  claims  to  classify  ap- 
plicants for  positions  according  to  their  member- 
ship in  the  “carbon,”  “sodium,”  and  “sulfur” 
classes  of  mankind. 

Endocrinology,  a legitimate  field  of  research, 
has  as  yet  yielded  meager  knowledge  about  the 
effects  of  the  ductless  glands  on  personality, 
but  this  knowledge  is  being  profitably  magnified 
by  quacks. 

Dr.  Hill  points  out  that  the  flourishing  of  psy- 
chologic quackery  is  due  partly  to  the  confusion 
on  the  part  of  the  public  with  regard  to  the  na- 
ture and  methods  of  psychology.  The  wide 
publicity  given  special  doctrines  promulgated  by 
well-known  persons  interested  in  psychology 
contributes  to  this  confusion. 


EPIDEMIC  DIARRHEA  OF  THE  NEWBORN— A NEW  DISEASE? 


Samuel  Frant,  M.D.  and  Harold  Abramson,  M.D.;  New  York  City 


( From  the  Bureau  of  Preventable  Diseases,  New  York  City  Department  of  Health) 


IN  recent  years,  more  and  more  atten- 
tion has  been  given  to  the  problem  of 
lowering  infant  mortality.  Wide-spread 
intensive  campaigns  have  been  initi- 
ated in  attempts  to  prevent  avoidable 
infant  deaths  during  the  first  year  of  life. 
In  particular,  these  campaigns  have  been 
directed  toward  the  reduction  of  the  per- 
sistently high  incidence  of  death  in  the 
neonatal  period,  and  have  proceeded 
along  three  main  lines  of  attack.  The 
first  phase  comprises  the  general  problem 
of  maternal  welfare,  determining  the 
causes  of  stillbirths  and  those  neonatal 
deaths  directly  attributable  to  hazards  of 
delivery.  The  second  takes  due  cogni- 
zance of  the  important  problem  of  prema- 
ture births  and  includes  a more  careful  in- 
vestigation of  the  true  causes  of  death  of 
prematurely  born  infants.  And  lastly, 
the  third  line  of  approach  aims  at  lowering 
that  neonatal  morbidity  and  mortality 
resulting  from  infections  peculiar  to  the 
newborn  period  of  life. 

The  situation  in  New  York  City  during 
the  past  ten  years  is  shown  in  the  accom- 
panying chart  (below),  which  presents 


Chart.  Trend  of  death  rates  in  infants  from 
birth  to  1 month  compared  with  trend  in  infants 
from  1 month  to  1 year,  1926-36. 


both  the  trend  of  infant  mortality  in  i 
babies  under  one  month  of  age  and  the  i 
trend  in  those  from  one  month  to  one 
year  of  age.  Throughout  this  decade,  it 
is  evident  that  there  has  been  a steady 
decline  in  the  death  rates  of  the  older 
group  of  infants  as  compared  with  a very 
slight  decrease  in  the  neonatal  period. 
For  example,  the  rate  in  infants  from  one 
month  to  one  year  has  dropped  from  35.5 
to  17.8  deaths  for  each  1,000  live  births, 
while  that  in  infants  from  birth  to  one 
month  has  decreased  only  from  32.3  to 
27.7  for  each  1,000  live  births.  Although 
a considerable  part  of  this  outstanding 
lag  in  neonatal  mortality  rates  can  be 
attributed  to  such  conditions  as  birth 
injury,  congenital  malformations,  and 
marked  prematurity,  yet  the  highly  signifi- 
cant role  played  by  infections  of  the  new- 
born as  a cause  of  morbidity  and  mortality 
has  not  been  sufficiently  emphasized. 
Prominent  among  these  infections  are  the 
diarrheal  disorders. 

For  the  past  four  years  we  have  been 
actively  engaged  in  the  investigation  of 
outbreaks  of  severe  diarrhea  among  new- 
born babies  in  the  nurseries  of  lying-in 
institutions.  These  outbreaks  have  been 
accompanied  by  an  unusually  high  in- 
cidence of  death  (Tables  1 and  2).  In 
collaboration  with  Rice  and  Best,1  our 
early  experiences  with  the  problem  were 
presented  before  the  Section  of  Pediatrics 
of  the  American  Medical  Association  at 
its  annual  meeting  in  June,  1937.  At 
that  time  the  opinion  was  advanced  that 
we  were  probably  dealing  with  a new 
clinical  entity  of  undetermined  etiology. 
The  disorder  showed  a specific  predilec- 
tion for  infants  of  the  newborn  period  of 
life,  and  its  essential  clinical  expression 
was  that  of  severe  diarrhea,  intense  de- 
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TABLE  1.  Summary  of  27  Outbreaks  of  Epidemic 
Diarrhea  of  the  Newborn  in  New  York  City, 
July,  1934-December,  1937. 


Total  number  of  exposed  live-born  babies 

5,082 

Total  number  of  babies  attacked 

750 

Morbidity  rate 

14.7% 

Total  number  of  deaths 

356 

Mortality  rate 

7.0% 

Case  fatality  rate 

47.5% 

hydration  and  intoxication,  and  rapidly 
ensuing  death.  The  syndrome  was  de- 
scriptively designated  “Epidemic  Diar- 
rhea of  the  Newborn.’ ’ 

Since  our  preliminary  studies,  the  in- 
vestigation of  subsequent  outbreaks  has 
afforded  us  the  opportunity  of  gaining  a 
clearer  insight  into  the  nature  of  the  dis- 
order.2'3*4 Likewise,  the  weight  of  ac- 
cumulated evidence  has  tended  further  to 
substantiate  our  initial  impression  that 


outbreaks  and  their  clinical  and  epi- 
demiologic features  strongly  confirms  our 
original  impressions.  Likewise,  additional 
evidence  for  the  intimate  connection  be- 
tween the  outbreaks  is  obtained  from 
bacteriologic  and  pathologic  studies. 

It  should  be  emphasized  that  epidemic 
diarrhea  of  the  newborn  is  a highly  viru- 
lent communicable  disease  whose  clinical 
course  may  be  divided  into  several  over- 
lapping but  recognizable  phases.  Con- 
sidered in  this  manner  in  conjunction  at 
all  times  with  its  epidemiology,  the  com- 
plete and  unique  picture  of  the  disorder  is 
readily  revealed.  The  first  concrete  evi- 
dence of  the  singular  character  of  the 
disease  is  derived  from  a review  of  its 
symptomatology,  not  of  course  by  a mere 
enumeration  of  the  individual  signs,  but 
rather  by  a consideration  of  the  inter- 


TABLE  2.  Yearly  Morbidity  and  Mortality  in  Outbreaks  of  Epidemic  Diarrhea  of  the  Newborn  in  New 

York  City,  July,  1934-December,  1937. 


Number  of 

Exposed 

Number  of 

Number 

Case 

Live-born 

Babies 

Percentage 

Fatal 

Percentage 

Fatality 

Year 

Babies 

Attacked 

Morbidity 

Cases 

Mortality 

Rates 

1934 

386 

72 

18.0 

32 

8.3 

44.0 

1935 

1,649 

205 

12.4 

96 

5.8 

46.8 

1936 

1,751 

245 

13.9 

121 

6.3 

49.4 

1937 

1,296 

228 

17.6 

107 

8.2 

46.9 

5,082 

750 

14.7 

356 

7.0 

47.5 

the  disease  is  a newly  recognized  syn- 
drome whose  clinical  and  epidemiologic 
characteristics  serve  as  points  of  dif- 
ferentiation from  the  general  group  of 
diarrheal  disorders  of  infancy.  Moreover, 
by  reason  of  its  virulence  and  widespread 
occurrence,  it  is  a disease  occupying  a 
position  of  importance  as  a cause  of 
neonatal  mortality. 

During  the  course  of  our  studies  we 
were  confronted  with  several  pertinent 
questions.  What  evidence  did  we  have 
that  the  disorder  was  a new  and  distinct 
clinical  entity  and  that  the  outbreaks 
were  of  common  etiology?  Was  it  not 
possible  that  we  were  concerned  with  out- 
breaks caused  by  a variety  of  pathogenic 
organisms,  each  similarly  giving  the  well- 
known  symptom- train  which  characterizes 
severe  diarrheal  disorders  of  early  in- 
fancy? Close  analysis  of  the  various 


relationship  of  these  signs.  Depending 
upon  the  time  of  exposure,  the  period  of 
incubation  of  the  illness  is  about  six  days, 
varying  exceptionally  from  one  to  twenty- 
one  days.  Similarly,  the  postnatal  age  at 
which  the  baby  is  attacked  is  seven  days, 
but  may  vary  from  two  to  fourteen  days. 

At  times,  the  stage  of  invasion  of  the 
disorder  is  marked  for  one  or  two  days  or 
more  by  insidious  symptoms  such  as 
cessation  of  weight  gain,  or  loss  in  weight, 
refusal  of  feedings,  drowsiness,  some  re- 
gurgitation and  distention,  and  change  in 
the  character  and  frequency  of  stools. 
Early  temperature  rise  is  unusual.  These 
prodromes  may  be  readily  overlooked  or 
confused  with  mild  gastrointestinal  states 
caused,  for  example,  by  faulty  feeding, 
prandial  diarrhea,  or  the  indirect  effects 
of  medication  administered  to  the  mothers 
of  musing  infants.  This  slow  onset  is 
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particularly  evident  early  in  the  course  of 
an  outbreak.  Later,  as  the  outbreak 
swings  into  full  activity,  the  stage  of 
invasion  assumes  a brief,  more  acute 
character,  and  merges  quickly  with  the 
toxic  phase. 

In  the  stage  of  toxicity,  unlike  infec- 
tions caused  by  parenteral  disease  or  by 
primary  enteritis  induced  .by  the  typhoid 
-dysentery  group  of  organisms,  tempera- 
ture reactions  are  still  but  slight,  rarely 
exceeding  101  F.  The  stools  increase 
greatly  in  number,  are  very  watery  and 
yellow,  but  surprisingly  free  of  the  mucus, 
blood,  or  pus  which  characterize  cases 
of  bacillary  dysentery.  Abdominal  dis- 
tention is  prominent;  vomiting  is  incon- 
stant; drowsiness  rapidly  deepening  into 
coma  and  intense  dehydration,  toxicity 
and  shock  complete  in  brief  the  clinical 
picture.  Physical  examination  for  general 
or  localized  signs  of  parenteral  infection 
shows  little.  Aside  from  extremely  low 
carbon  dioxide  values  in  the  blood,  labora- 
tory investigations  reveal  the  usual  re- 
sults of  marked  intestinal  intoxication. 
The  complications  of  the  disorder,  essenti- 
ally pulmonary  and  otitic,  are  late  or 
terminal  events  and  are  frequently  her- 
alded by  an  abrupt  rise  in  temperature. 
Secondary  invasion  by  pyogenic  or- 
ganisms may  induce  terminal  septic 
phases. 

In  grave  cases,  death  occurs  in  from 
one  to  twenty-five  days,  the  median  day 
of  death  being  seven  days.  Thus  far, 
despite  vigorous  attempts  at  treatment, 
the  outcome  has  been  fatal  in  1 out  of 
every  2 newborn  babies  attacked.  In 
those  babies  fortunate  enough  to  weather 
the  infection,  recovery  takes  place  in 
from  three  to  twenty-six  days,  the  median 
day  of  recovery  from  the  acute  stage 
falling  at  nine  days. 

In  our  search  for  the  etiology  of  the 
disorder,  bacteriologic  examinations  of 
nasopharyngeal  secretions  and  of  the 
stools,  and  agglutination  tests  of  the  blood 
have  proved  of  significance  only  by  reason 
of  consistently  negative  results.  Nor  have 
virus  cultures  revealed  the  causative 
agent.  It  can  be  seen,  therefore,  that 
these  results  differ  totally  from  the  usual 


experiences  encountered  in  laboratory 
and  epidemiologic  investigations  of  out- 
breaks of  diarrhea  caused  by  organisms  of 
the  dysentery,  typhoid,  or  Salmonella 
groups.  Postmortem  examinations  have 
likewise  failed  to  identify  specific  patho- 
logic lesions.  Any  abnormal  tissue  altera- 
tions have  been  those  customarily  found 
complicating  the  rapid  wasting  induced 
by  severe  infectious  diseases  of  early  in- 
fancy. 

More  positive  evidence  of  the  distinc- 
tive nature  of  epidemic  diarrhea  of  the 
newborn  is  derived  from  a consideration 
of  its  epidemiologic  features.  Most  out- 
standing is  the  limitation  of  the  infection 
to  infants  of  the  neonatal  period,  that  is, 
the  first  month  of  life.  In  sharp  contrast 
to  outbreaks  of  other  enteric  diseases, 
no  instances  have  been  brought  to  light 
indicating  a spread  of  the  disease  to  older 
children  or  to  adults  caring  for  the  sick 
babies.  The  factors  of  sex  and  of  race 
play  no  role  in  the  incidence  of  the  dis- 
order. Nor  are  there  any  significant 
differences  in  its  occurrence  among  arti- 
ficially fed  or  so-called  breast-fed  infants. 
However,  the  problem  of  bottle  feeding 
and  its  attendant  preliminary  technics  of 
formula  preparation  have  by  no  means 
been  ruled  out  as  possible  factors  con- 
tributing to  the  spread  of  outbreaks. 
The  seasonal  variation  is  of  interest  inso- 
far as  the  rates  of  incidence  appear 
roughly  comparable  for  the  spring,  sum- 
mer, and  fall  seasons  (Table  3).  It  will 
be  noted,  however,  that  the  infection 
shows  somewhat  greater  percentages  of 
morbidity  and  mortality  in  the  winter 
months. 

As  a final  note,  it  should  be  added  that 
characterizing  each  outbreak  of  epidemic 
diarrhea  of  the  newborn  is  a rather  typical 
mode  of  onset.  The  primary  case  usually 
occurs  undetected  and  is  followed  at 
irregular  latent  intervals  by  several  sec- 
ondary cases  during  the  course  of  one  or 
two  weeks  or  more.  The  epidemic  then 
suddenly  swings  into  full  activity  and  is 
marked  at  this  stage  by  a daily  succession 
of  new  cases  and  deaths. 

In  recapitulation,  then,  what  are  the 
points  of  differentiation  that  stamp  epi- 


April  15,  1939] 


EPIDEMIC  DIARRHEA  OF  THE  NEWBORN 


787 


TABLE  3.  Seasonal  Morbidity  and  Mortality  in  Outbreaks  of  Epidemic  Diarrhea  of  the  Newborn  in 

New  York  City,  July,  1934-December,  1937 


Combined 

Combined 

Spring 

Summer 

Seasons 

Fall 

Winter 

Seasons 

Babies  exposed 

1,086 

1,873 

2,959 

1,237 

886 

2,123 

Babies  attacked 

160 

262 

422 

128 

200 

328 

Per  cent  morbidity 

14.7 

13.9 

14.3 

10.3 

22.6 

15.5 

Per  cent  mortality 

7.1 

6.9 

7.0 

5.3 

9.4 

7.1 

Case  fatality 

48.1 

49.6 

48.9 

51.5 

41.5 

45.5 

demic  diarrhea  of  the  newborn  a new 
disease  entity  and  that  set  it  apart  from 
other  diarrheal  disorders  of  infancy? 
Essentially,  we  have  described  a severe 
and  highly  fatal  form  of  intestinal  intoxi- 
cation specifically  attacking  infants  of  the 
neonatal  period  of  life.  It  exhibits 
furthermore  the  characteristics  of  a very 
virulent  communicable  disease  causing 
outbreaks  having  a typical  mode  of  in- 
ception and  spread.  Its  rapid  clinical 
course  is  marked  by  several  merging 
phases,  a period  of  incubation,  a stage  of 
invasion,  a toxic  stage,  and  a terminal 
stage  of  complications  and  death.  Out- 
standing in  the  clinical  picture  are  the 
lack  of  evidence  of  parenteral  infection 
and  the  early  absence  of  temperature 
reactions.  The  very  watery  and  yellow 
stools  containing  no  blood,  pus,  or  mucus 
are  characteristic,  as  well  as  the  pro- 
gressive intenseness  of  the  intoxication. 
In  addition,  the  failure  of  extensive 
bacteriologic  and  pathologic  investiga- 
tions to  reveal  the  inciting  organism  con- 
stitutes negative  but  highly  significant 
evidence  of  the  intimate  relationship  be- 
tween the  various  outbreaks,  and  of  the 
uniform  nature  of  the  cases.  As  an  added 
note,  it  should  also  be  borne  in  mind 
that  reports  of  outbreaks  similar  to  those 
which  we  have  been  observing  have  ap- 
peared in  the  literature  only  within  recent 
years. 

During  the  course  of  our  studies,  it 
became  evident  that  the  failure  to  effect 
a satisfactory  reduction  in  that  part  of 
neonatal  mortality  primarily  due  to  in- 
fection was  related  to  certain  inherent 
deficiencies  in  present  methods  of  ob- 
stetric, pediatric,  and  nursing  care  of  new- 
born infants  in  hospitals.  In  the  modem 
customary  mass  care  of  newborn  babies 


in  open  nurseries,  a situation  has  de- 
veloped which  permits  and  may  even 
promote  the  rapid  spread  of  infection 
from  baby  to  baby. 

As  our  knowledge  of  epidemic  diarrhea 
of  the  newborn  grew,  broad  plans  were 
formulated  in  New  York  City  for  its 
control  and  prevention,  and  for  the  pre- 
vention of  the  spread  of  infections  in 
general  among  newborn  babies  in  hospital 
nurseries.  The  first  measure  instituted 
was  an  amendment  to  the  sanitary  code  of 
the  city  adding  to  the  customarily  report- 
able  diseases  and  conditions  all  cases  of 
“diarrhea  in  the  newborn  up  to  three 
weeks  of  age  occurring  in  a hospital  giv- 
ing maternity  service.”  This  amend- 
ment placed  under  the  jurisdiction  of  the 
Bureau  of  Preventable  Diseases  all  in- 
stances of  diarrhea  which  might  possibly 
be  outbreaks  of  the  epidemic  type,  and 
allowed  us  to  enforce  stringent  isolation 
and  quarantine  measures  similar  to  those 
used  in  the  control  of  any  other  com- 
municable condition.  No  reference  was 
made  to  a specific  disease  entity.  The 
condition  made  reportable  was  designedly 
left  broad  to  include  all  types  of  diarrheal 
disorders,  so  that  the  existence  of  the 
epidemic  form  of  disease  could  be  detected 
at  its  onset.  As  a result,  the  true  extent 
of  diarrheal  disorders  among  newborn 
infants  has  become  apparent,  and  early 
measures  of  control  can  be  instituted 
immediately.  These  procedures  include 
the  closing  of  such  maternity  institutions 
to  new  admissions,  and  the  isolation  of 
all  cases  and  exposed  babies. 

A study  of  all  reported  deaths  under 
one  year  of  age  was  next  instituted. 
Questionnaires  were  sent  to  all  hospitals 
and  physicians  reporting  infant  deaths, 
requesting  the  circumstances  of  birth, 
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illness,  and  death  of  the  babies,  and  the 
results  of  postmortem  examination.  The 
information  obtained  is  carefully  checked 
against  the  filed  death  certificate  to 
verify  the  accuracy  of  diagnoses  pre- 
viously listed  as  being  the  primary  and 
contributory  causes  of  death.  These  rec- 
ords are  filed  separately  for  each  in- 
stitution and  constitute  a continuous  pic- 
ture of  that  institution’s  experience. 

In  our  next  step,  the  base  of  attack  was 
greatly  broadened.  We  realized  that  for 
the  control  and  prevention  of  infections 
in  hospital  nurseries,  very  fundamental 
changes  in  the  conduct  of  obstetric  and 
newborn  services  were  essential.  The 
uncontrolled  and  haphazard  expansion  of 
lying-in  institutions  with  inadequate  facili- 
ties for  proper  care  of  the  mother  and 
her  newborn  baby  could  not  be  permitted 
to  continue.  It  was  necessary  to  have 
certain  minimal  requirements  for  the 
conduct  and  maintenance  of  such  services. 
The  task  was  complicated,  for  only  such 
regulations  could  be  set  up  as  could  be 
readily  adapted  to  the  physical  arrange- 
ments of  maternity  and  newborn  serv- 
ices as  they  exist  today.  Furthermore, 
the  factor  of  operative  economy  without 
the  impairment  of  efficiency  required 
careful  consideration,  and  the  procedures 
had  to  be  flexible  enough  to  apply  with 
equal  force  to  institutions  with  small 
maternity  services  as  well  as  to  those  with 
more  extensive  facilities. 

In  a previous  publication2  we  advanced 
suggestions  for  the  prevention  and  con- 
trol of  infection  in  newborn  nurseries. 
These  proposed  procedures  embodied  the 
principles  of  surgical  asepsis  as  applied  to 
the  aseptic  nursing  and  medical  care  of 
newborn  babies.  With  certain  modifica- 
tions these  procedures  were  submitted  to 
a special  advisory  committee  composed  of 
representatives  of  the  obstetric  and  pedi- 
atric profession,  the  five  county  medical 
societies  of  New  York,  the  municipal 
Department  of  Hospitals,  and  the  volun- 
tary and  private  hospitals  of  the  city. 
As  a result  of  these  concerted  efforts,  an 
amendment  to  the  sanitary  code  was  sub- 
mitted to  the  Board  of  Health  and 
adopted  on  December  14,  1937.6 


This  amendment  includes  established 
nursing  technics  which  have  long  been  so 
advantageously  used  in  contagious  dis- 
ease hospitals  and  in  certain  child-caring 
institutions.  In  the  plan  of  organization 
the  maternity  service  is  made  as  self- 
contained  as  possible.  Separate  nurseries 
are  provided  for  normal  full-term  and  for 
premature  babies,  as  well  as  isolation 
facilities  for  sick  babies.  The  formula 
suite  and  its  staff  are  divorced  from  any 
other  diet  kitchen  in  the  hospital.  The 
nursing  personnel  is  likewise  limited  in 
duty  to  the  maternity  service.  A mini- 
mum ratio  is  set,  at  all  times  during  day 
and  night,  of  one  nurse  to  every  unit  of 
eight  babies  in  a nursery.  Additional 
regulations  include  provisions  for  the 
laundering  of  nursery  linens,  the  conduct 
of  ritual  circumcision,  the  certification  of 
maternity  service  personnel,  and  the 
limitation  of  visitors. 

These  regulations  do  not  by  any  means 
represent  the  ultimate  in  obstetric  and 
newborn  nursery  technic.  However,  they 
constitute  a beginning  in  the  proper  direc- 
tion toward  the  prevention  and  control 
of  infection  in  hospital  nurseries.  For 
successful  operation,  their  full  significance 
and  intent  must  be  thoroughly  under- 
stood, for  any  system  of  control  requires 
the  complete  cooperation  and  untiring 
effort  of  the  individuals  responsible  for 
the  immediate  care  of  the  babies. 

Summary 

This  paper  is  a summary  of  the  present 
status  of  outbreaks  of  epidemic  diarrhea 
of  the  newborn  in  New  York  City.  The 
main  clinical  and  epidemiologic  features  of 
the  disorder  are  discussed,  as  well  as 
points  of  differentiation  from  other  di- 
arrheal disorders  of  early  infancy.  Data 
are  presented  to  show  that  epidemic 
diarrhea  of  the  newborn  is  a newly  rec- 
ognized and  distinctive  disease  entity  of 
the  neonatal  period  of  life.  In  addition, 
a summary  is  appended  of  the  measures 
which  have  been  adopted  by  the  New 
York  City  Department  of  Health  in  the 
control  and  prevention  of  outbreaks  of  the 
disorder. 
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Discussion 

Dr.  William  J.  Orr,  Buffalo — Diarrhea  of  the 
newly  born  is  not  a new  disease.  However,  the 
diarrhea,  epidemic  in  nature  and  peculiar  to  the 
newly  bom  infant,  which  Dr.  Frant  and  his 
associates  have  described,  is  of  recent  origin. 
Instances  of  such  epidemics  have  been  reported 
only  within  recent  years.  The  similarity  of  these 
reported  outbreaks  is  so  striking  that  it  is  ap- 
parent we  are  encountering  the  same  disease  in 
our  respective  communities. 

It  is  a grave  disease  and  its  prevention  and 
control  presents  a very  serious  problem.  The 
gravity  is  best  realized  when  one  witnesses  the 
fear  and  panic  that  seizes  the  hospital  personnel 
during  the  throes  of  an  epidemic.  This  experi- 
ence is  equaled  only  by  the  feeling  of  helplessness 
by  the  medical  staff  in  its  efforts  to  combat  the 
infection. 

Our  first  outbreak  occurred  in  1935.  Two 
institutions  were  affected.  Eighteen  infants 
developed  diarrhea,  all  of  whom  were  partially 
or  entirely  formula  fed.  No  infants  on  complete 
breast  feedings  contracted  the  disease.  This,  I 
think,  is  an  important  etiologic  consideration. 

The  disease,  as  it  progressed,  had  several 
striking  and  peculiar  characteristics  which 
suggested  one  of  a different  entity  from  the 
average  type  of  diarrhea  seen  in  newly  bom  or 
young  infants.  Only  the  newly  born  were 
affected.  The  period  of  invasion  rarely  extended 
beyond  twenty-four  hours.  Two  or  three  loose 
stools,  refusal  of  feedings,  and  drowsiness  were 
the  most  constant  of  the  prodromal  symptoms. 
In  some  patients  the  drowsiness  was  so  profound 
that  they  did  not  respond  to  any  type  of  stimula- 
tion. Fever  was  absent  or  slight  in  most  in- 
stances. The  change  from  the  early  toxic  stage 
to  that  of  profound  toxemia  was  usually  very 
rapid.  The  drowsiness  became  even  more  pro- 
found, and  the  diarrhea  more  acute. 

The  most  alarming  of  all  symptoms  was  the 
marked  degree  of  dehydration  that  developed. 
Some  infants  would  lose  as  much  as  a pound  in 
weight  during  a twenty-four-hour  period,  despite 
every  attempt  to  replace  fluid  loss. 

This  lack  of  stability  in  the  water  balance  and 
dehydration  was  greater  than  could  seemingly  be 


explained  from  the  fluids  lost  in  the  frequent 
watery  stools. 

Death  occurred  in  from  two  to  ten  days  in 
44  per  cent  of  the  cases.  Recovery  was  rapid  in 
those  that  survived. 

Our  endeavors  to  determine  the  etiology  of  the 
disease  were  as  futile  and  unsuccessful  as  those 
of  Dr.  Frant. 

The  epidemic  was  effectively  controlled  by 
closing  the  nurseries  and  establishing  three 
emergency  nurseries:  one  for  the  old  and  new 
cases  of  diarrhea,  another  for  all  contact  cases 
and  the  third  for  all  new  admissions.  In  addition 
to  these  precautions,  strict  aseptic  technic  was 
carried  out. 

As  a result  of  our  experience,  three  of  the  local 
hospitals  now  employ  in  their  nurseries  a technic 
very  similar  to  that  outlined  by  the  New  York 
City  Health  Department  for  the  control  of  in- 
fection. 

Unfortunately,  there  are  no  compulsory  regu- 
lations affecting  all  hospital  nurseries. 

Two  months  ago  a similar  outbreak  occurred 
in  one  of  our  hospitals  where  the  technic  and 
supervision  are  inclined  to  be  lax.  Five  of  9 
cases  succumbed. 

The  value  of  complete  breast  feeding  as  a safe- 
guard from  infection  in  the  newly  born  cannot 
be  overemphasized.  If  a more  determined  effort 
were  made  to  have  all  newly  born  infants  breast- 
fed, many  of  these  dreaded  infections  could  be 
avoided. 

In  formula  feeding,  contamination  of  the  food 
in  its  preparation  and  the  possibilities  of  intro- 
ducing infection  to  the  infant  at  the  time  of  feed- 
ing are  more  than  a likely  means  of  spreading 
disease. 

The  prevailing  practice  of  giving  accessory  or 
supplementary  feedings  to  normal  infants  to 
avoid  an  initial  weight  loss  during  the  first  few 
days  of  life  can  be  pernicious. 

The  strides  made  by  the  New  York  City  and 
Chicago  Health  departments  in  preventing  the 
spread  of  infection  in  hospital  nurseries  are 
most  commendable  and  should  aid  materially 
in  the  reduction  of  deaths  in  the  newly  born 
group.  It  is  hoped  that  the  health  boards  in 
other  communities  will  introduce  similar  regula- 
tory measures. 

Dr.  Walter  D.  Ludlum,  Brooklyn — It  is  mani- 
festly impossible,  in  a five-minute  discussion,  to 
discuss  all  the  phases  of  a broad  subject,  and  it  is 
the  duty  of  a person  participating  to  concentrate 
on  what  he  thinks  he  can  provide  of  most  value. 
Therefore,  I can  say  that  I appreciate  to  the 
utmost  the  activities  of  the  Health  Department 
and  its  personnel  in  its  efforts  to  control  these 
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epidemics,  and  proceed  to  a couple  of  specific 
items. 

I am  as  much  interested,  commonly  speaking, 
as  anyone  in  the  ultimate  cause,  be  it  ultra- 
microscopic  virus  or  bacterium,  but  I am  neither 
bacteriologist  nor  epidemiologist;  it  is  not 
directly  my  affair. 

I want  to  know  how  the  organism  gets  into  the 
hospital.  If  we  don’t  have  a first  case,  we  can- 
not have  an  epidemic ; but  this  is  not  so  much  my 
duty  and,  besides,  I have  not  even  to  myself, 
formed  an  exact  opinion  as  to  how  to  close  the 
door  of  entry. 

What  I do  consider  our  concern  as  practicing 
pediatrists  is  the  prevention  of  epidemics  and 
the  limitation  of  later  cases  coming  from  the 
first  case  or  a common  source. 

One  can  do  aseptic  obstetrics  in  an  ordinary 
kitchen  with  a good  stove  and  a little  equipment, 
but  it  cannot  be  done  in  marble  halls  with  un- 
sterile  hands  uncovered.  I do  not  advocate  kit- 
chen obstetrics,  but  I do  observe  that,  in  most  of 
what  is  written  about  these  epidemics,  there  can 
be  read  (and  this  applies  to  the  regulations) 
much  about  material  things,  many  rooms, 
equipment,  spacing,  and  things  of  that  kind, 
which  can  be  seen  by  an  inspector  at  any  time; 
whereas,  the  fundamental  item  of  procedure 
which  goes  on  when  he  is  absent,  receives  less 
consideration. 

By  what  channel,  then,  does  this  infecting 
material  gain  entrance  into  the  individual? 
Obviously,  I think  we  can  say,  though  even  the 
obviousness  has  been  disputed,  that  the  babies 
have  skins  and  navels.  At  any  rate  I am  going 
to  claim:  obviously  through  the  mouth  or  ad- 
jacent nose. 

What  enters  here?  The  mother’s  nipple  is  not 
capable  of  sterilization,  someone  says.  Agreed, 
but  here  we  are  considering  the  spread  of  in- 
fection, for  one  case  does  not  an  epidemic  make, 
and  one  mother  can  thus  directly  cause  but  one 
case,  unless  she  nurses  more  than  one  baby. 

A miasm  from  the  circumambient  air  which  the 
baby  is  quietly  breathing  is  suggested.  This 
seems  a return  to  the  Listerian  era  and  the 
carbolic  spray  in  the  operating  room.  Do  you 
really  believe  it  is  the  cause  of  this  kind  of  in- 
fection? Time  prevents  any  discussion. 

Many  items  we  must  consider  as  adequately 
covered  in  ordinary  good  hospital  housekeeping 
and  in  other  papers  and  in  regulations.  We 
refer  to  such  things  as  sterilization  of  linen, 
original  sterilization  of  implements,  bottles, 
nipples,  and,  in  most  places  nowadays,  the 


“What  do  you  do  in  a case  of  amnesia,  doctor?" 
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babies’  food.  Many  such  items  can  cause  epi- 
demics, but  do  they  now?  I would  not  deny  it, 
but  proceed  to  my  main  theme. 

Most  positively,  I believe,  such  epidemics,  or 
some  similar,  have  been  what  I like  to  call 
“upper  respiratory  diarrheas,”  clinically  a slight, 
perhaps  unobservable  throat  infection,  preceding 
and  causing  an  intestinal  infection.  This  type  is 
to  be  prevented  by  throat  masks,  proper  and 
properly  worn.  Whether  and  how  this  is  possible 
gives  room  for  a round-table  discussion  in  itself. 

Naturally  we  approve  of  nurses’  hands  being 
clean,  but  does  the  repeated  hand-washing  called 
for  in  regulations  (between  handling  each  two 
babies)  do  what  it  is  expected  to  do?  Does  it, 
in  fact,  accomplish  anything  to  speak  of  in 
controlling  this  kind  of  infection?  It  is  ideal, 
and  to  be  carried  out  when  possible,  that  separate 
persons,  nurses  or  attendants,  feed  the  babies 
and  give  them  their  other  care.  But  when  our 
nursery  nurse  embodies  two  functions  in  one 
person,  she  must  complete  one ; change  the  cloth- 
ing, diapers,  and  what  not  on  all  her  charges, 
with  such  washing  between  cases  as  her  sense  of 
decency  demands;  then  give  her  hands  a real 
scrub,  and  feed  the  babies. 

And  here  is  where  what  seems  another  queer 
misunderstanding  comes  in.  It  has  been  rec- 
ommended that  nurses  wear  gloves  while  “feed- 
ing the  babies,"  i.e.  while  carrying  them  to  their 
mothers  and  such.  This  would  be  analogous  to 
requiring  the  nonsterile  nurse  in  the  operating 
room  to  wear  them. 

When  I was  sitting  in  committee,  I was  so 
annoyed  by  protracted  discussion  of  matters 
which  seemed  of  slight  importance,  that  I rose 
and  emphatically  announced  it  as  my  opinion 
that  the  enforcement  of  one  sentence  would  be 
of  more  value  than  all  the  other  regulations, 
however  good  and  necessary,  put  together. 
Namely  that:  “The  bottle  nipple  shall  be 

touched  by  nothing  between  its  adequate 
sterilization  and  the  time  it  is  finally  taken  from 
the  baby,  except  the  sterile  gloved  hand.’’  As 
a necessary  concession  was  added  “or  forceps.” 

In  a word,  at  present  we  believe  that  the  me- 
dium of  transference  is  the  nipple,  even  in  the  best 
regulated  hospitals  where  real  nurses  and  not 
Sairey  Gamps  are  employed.  Until  an  aseptic 
sense,  very  closely  resembling  that  of  a good 
operating  staff,  is  maintained  throughout  the 
nursery  personnel,  we  believe  that  these  epidem- 
ics will  continue  and  the  service  must  be  closed 
to  control  them. 


A physician  is  an  angel  when  employed  but  a 
devil  when  one  must  pay  him. — German  Proverb. 


SPONTANEOUS  PNEUMOTHORAX  IN  AN  ASTHMATIC  PATIENT 
TREATED  WITH  IODIZED  OIL 


Abner  M.  Fuchs,  M.D.,  New  York  City 

( From  the  Allergy  Clinic,  Department  of  Medicine,  New  York  Post-Graduate  Medical  School  and 
Hospital,  and  the  Allergy  Clinic  of  the  Metropolitan  Hospital ) 


Until  recently,  reports  of  spontaneous 
pneumothorax  complicating  bron- 
chial asthma  were  seldom  described. 
This  may  be  attributed  to  the  fact  that 
the  vast  preponderance  of  cases  of  pneu- 
mothorax (approximately  80  per  cent) 
exists  as  a complication  of  tuberculosis.1 
As  a consequence  of  the  highly  improved 
methods  of  diagnosis,  the  stigma  of  tu- 
berculosis has  been  removed  from  an  in- 
creasing number  of  cases  occurring  in 
persons  suffering  from  bronchial  asthma. 
In  these  individuals,  air  enters  more 
readily  than  it  can  be  expelled,  and  rup- 
ture at  any  weak  point  is  likely  to  occur 
because  of  the  development  of  excessive 
intrapulmonary  pressure. 

The  case  here  reported  is  of  particular 
interest  because  the  pneumothorax  oc- 
curred subsequent  to  the  treatment  of  the 
asthmatic  condition  by  intratracheal  in- 
stillation of  iodized  oil. 

The  patient,  B.  H.,  a young  man  aged 
27,  suffered  from  bronchial  asthma  of  one 
year’s  duration.  The  attacks  were  sea- 
sonal in  character  with  an  interval  of  free- 
dom during  the  winter  months  and  were 
associated  with  other  manifestations  of 
allergy  such  as  hay  fever  and  urticaria. 
Eosinophilia  was  present.  Intracutane- 
ous  tests  gave  positive  reactions  to  the 
extracts  of  timothy,  plantain,  house  dust, 
chicken,  duck  and  goose  epithelia,  to- 
bacco, pork,  chocolate,  tomato,  pepper, 
and  orange.  Repeated  examinations  of  the 
sputa  were  negative  for  tubercle  bacilli. 
Intracutaneous  tuberculin  test  with  .01 
mg.  of  old  tuberculin  gave  no  reaction. 
X-ray  examination  of  the  lungs  showed 
increased  hilar  markings  radiating  toward 
the  periphery.  He  was  advised  to  at- 


tend the  asthma  clinic  for  allergic  treat- 
ment. This  he  failed  to  do. 

Iodized  oil  treatment  for  the  relief  of 
his  asthma  was  instituted  on  March  24, 
1937,  in  disregard  of  the  indications  for 
allergic  treatment.  Six  instillations  in 
doses  of  10  cc.  weekly  were  administered; 
first  into  the  lower  lobe  bronchus  on  the 
right  side;  a week  later  into  the  left 
lower  lobe;  the  next  three  treatments 
into  both  lower  lobes;  and  on  May  11, 
1937,  the  left  upper  lobe  was  injected. 

On  May  17,  1937,  the  patient  experi- 
enced a severe  asthmatic  attack,  accom- 
panied by  violent  nonproductive  cough- 
ing. While  walking  down  the  stairs,  he 
was  seized  suddenly  with  a sharp  pain  in 
his  right  lower  chest  which  radiated  to  the 
right  shoulder.  The  dyspnea  persisted 
and  attempts  at  deep  breathing  aggra- 
vated the  pain.  He  went  to  bed  immedi- 
ately but  the  pain  and  dyspnea  continued 
throughout  the  night.  The  next  morn- 
ing, May  18,  1937,  he  was  admitted  to  the 
hospital. 

Examination  showed  a worried,  mark- 
edly dyspneic  young  man  sitting  up  in 
bed.  His  lips  were  cyanotic.  The  tra- 
chea was  not  displaced.  There  was  a 
slight  fullness  of  the  right  anterior  chest 
with  decreased  respiratory  movements. 
On  this  side  tactile  fremitus  was  absent, 
vocal  fremitus  and  breath  sounds  were 
markedly  diminished,  and  the  percussion 
note  was  hyperresonant.  Numerous  so- 
norous and  sibilant  r&les  could  be  heard 
over  the  left  side  of  the  chest.  The  heart 
was  normal  in  size  and  position;  the 
sounds  were  clear  and  no  murmurs  were 
heard.  The  radial  pulsations  were  full, 
regular,  and  synchronous.  The  tempera- 
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Fig.  1.  Iodized  oil  present  in  left  lung  field  one 
year  after  instillation. 


ture  was  97.3  F.,  pulse  rate  103,  res- 
piration 24,  and  blood  pressure  122/76. 
The  abdomen  was  negative.  Reflexes 
were  present  and  active.  The  x-ray  ex- 
amination at  this  time  showed  a right 
partial  pneumothorax.  Iodized  oil  was 
evident  in  the  lower  two-thirds  of  the  left 
lung  field  and  the  lower  one-third  of  the 
right  lung  field.  No  iodized  oil  was  seen 
in  the  pleural  cavity.  Because  the  pain 
and  dyspnea  persisted,  it  was  deemed  ad- 
visable to  expand  the  lung  as  rapidly  as 
possible  by  subaqueous  drainage.  This 
procedure  was  continued  until  the  pres- 
sure in  the  pleural  cavity  became  nega- 
tive. The  x-ray  examination  now  showed 
almost  complete  re-expansion  of  the  right 
lung. 

Two  weeks  later,  June  1,  1937,  follow- 
ing another  severe  asthmatic  attack  ac- 
companied by  strenuous  coughing,  the 
right  lung  again  collapsed.  Drainage  at 
this  time  was  deemed  inadvisable.  Pro- 
gressive re-expansion  brought  about  full 
recovery.  The  patient  was  discharged  on 
July  25,  1937,  after  a ten  weeks’  stay  at 
the  hospital . 


Incidental  to  the  frequent  physical 
examinations  of  the  patient,  x-rays  were 
taken  at  monthly  intervals  to  determine 
the  extent  of  the  retention  of  the  iodized 
oil.  These  x-rays  disclosed  a very  slow 
rate  of  disappearance  of  this  oil,  for 
after  an  interval  of  a year,  an  appreci- 
able quantity  of  iodized  oil  was  noted  in 
the  left  lung  field  (Fig.  1). 

Discussion 

Pneumothorax  rarely  complicates  bron- 
chial asthma  since  the  lungs  are  able  to 
distend  sufficiently  to  allow  passage  of  the 
minimum  air  requisites.  During  an  acute 
attack,  the  lungs  cannot  expel  all  the  air 
because  the  diameter  of  the  small  bronchi 
is  diminished  as  a result  of  the  active 
congestion  of  the  mucous  membrane  and 
an  excess  of  mucus  secretion,  and  pos- 
sibly spasm  of  the  muscular  coat.  When 
the  intrapulmonary  pressure  becomes  too 
great  because  of  dyspnea  and  coughing, 
any  weak  point  in  the  pulmonary  system 
may  rupture.  The  point  of  rupture  may 
be  (1)  an  emphysematous  bleb  on  the 
visceral  pleura,  (2)  adhesions  between  the 
pleurae,  (3)  abnormally  thin  pleura,  (4) 
or  an  obliterative  bronchiectasis  in  which 
the  terminal  bronchiole  continues  to  di- 
late to  the  point  of  rupture. 

Unusual  interest  is  attached  to  this  case 
because  the  pneumothorax  occurred  fol- 
lowing the  introduction  of  iodized  oil  as  a 
therapeutic  measure.  No  causal  rela- 
tionship between  the  development  of  the 
pneumothorax  and  the  presence  of  io- 
dized oil  is  here  asserted.  This  condition 
at  times  occurs  in  apparently  healthy 
young  individuals,2  as  well  as  in  un- 
treated asthmatics.3  However,  it  must 
be  admitted  that  the  introduction  of  a 
viscid  solution  such  as  iodized  oil,  which 
is  retained  over  an  extended  period,  may 
result  in  an  increased  obstruction  of  the 
bronchi  and  bronchioles.  This  further 
reduces  the  vital  capacity  of  the  lungs 
and  aggravates  the  increased  intrapul- 
monary pressure,  enhancing  the  likeli- 
hood of  pulmonary  damage. 

A disregard  of  the  deleterious  effects  in- 
cident to  the  use  of  iodized  oil  as  a thera- 
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peutic  measure  in  asthma  has  resulted  in 
many  serious  complications.4  A recent 
survey  of  authoritative  opinions  revealed 
not  only  a lack  of  enthusiasm  for  this 
form  of  therapy,  but  direct  opposition.5 
Sequelae  such  as  iododerma,6  atelectasis,7 
traumatic  bronchiectasis,8  pneumonia,9 
and  tuberculosis10  have  been  reported. 
Fatal  terminations  have  also  occurred.11 
Its  use  may  be  justified  in  the  nonallergic 
cases  of  asthma,  especially  those  associ- 
ated with  infection,  such  as  bronchitis  or 
bronchiectasis.  The  case  here  reported 
is  definitely  allergic  in  character.  There 
is  a seasonal  occurrence  of  asthma,  an 
interval  of  freedom  from  attacks  during 
the  winter  months,  an  association  of 
other  manifestations  of  allergy,  such  as 
hay  fever  and  urticaria,  positive  skin  re- 
actions, and  the  presence  of  eosinophilia. 
Clinically  and  roentgenologically  there  is 
no  evidence  of  any  pulmonary  infection. 
In  this  type  of  individual,  the  well-proved 
allergic  management  is  indicated. 

The  most  probable  explanation  for  the 
development  of  the  pneumothorax  is  a 
rupture  of  an  emphysematous  bleb  re- 
sulting from  the  strain  placed  upon  the 
overdistended  lung  by  the  severe  coughing 
and  expiratory  difficulty.  It  is  quite  pos- 
sible that  the  presence  of  the  iodized  oil 
tended  further  to  decrease  the  vital  ca- 
pacity in  an  already  overdistended  lung. 
Had  the  patient  heeded  instructions  and 
received  allergic  treatment,  the  pneumo- 
thorax might  not  have  occurred. 

Summary 

1.  Spontaneous  pneumothorax  oc- 
curring in  an  asthmatic  individual  sub- 
sequent to  treatment  with  iodized  oil  is 
reported. 

2.  The  patient,  aged  27,  suffered  from 
bronchial  asthma  of  one  year’s  duration. 
The  attacks  were  seasonal  in  character 
and  were  associated  with  other  allergic 
manifestations,  such  as  hay  fever  and 


urticaria.  Intracutaneous  tests  gave 
positive  reactions  to  the  extracts  of 
timothy,  plantain,  house  dust,  chicken, 
duck  and  goose  epithelia,  tobacco,  pork, 
chocolate,  tomato,  pepper,  and  orange. 
Eosinophilia  was  present.  X-ray  of  the 
lungs  showed  increased  hilar  markings. 

3.  Iodized  oil  treatment  was  insti- 
tuted in  disregard  of  the  indications  for 
allergic  treatment.  Six  instillations  (10 
cc.  weekly)  were  injected  into  both  lower 
lobes  and  the  left  upper  lobe. 

4.  During  a severe  asthmatic  attack 
a right  partial  pneumothorax  occurred. 
Drainage  became  necessary.  Two  weeks 
later  another  severe  asthmatic  attack  was 
followed  by  a second  collapse  of  the  right 
lung.  After  this,  progressive  re-expan- 
sion brought  about  full  recovery. 

5.  The  pneumothorax  was  probably 
caused  by  the  rupture  of  an  emphy- 
sematous bleb  incident  upon  the  severe 
coughing  and  expiratory  difficulty,  a 
condition  which  occurs  occasionally  in 
cases  of  bronchial  asthma. 

6.  The  presence  of  the  iodized  oil  in 
the  lung  tissues  most  likely  further  de- 
creased the  vital  capacity  of  the  already 
overdistended  lung.  Residual  oil  is  still 
evident  after  an  interval  of  one  year 
(Fig.  1). 

7.  Treatment  by  the  accepted  aller- 
gic management  might  have  prevented 
the  occurrence  of  the  pneumothorax. 

29  East  9th  Street 
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The  cause  of  prolonged  fever  is  often 
difficult  to  determine.  A circum- 
scribed suppurative  process,  if  deeply 
placed  and  without  clear-cut  localizing 
signs,  may  tax  diagnostic  ingenuity  to 
the  utmost.  Three  cases  of  this  nature, 
seen  at  the  Long  Island  College  Hospital 
in  a relatively  short  period,  were  found 
to  have  retroperitoneal  pelvic  abscess. 
While  their  mode  of  origin  differed,  their 
nature  and  localization  were  such  as  to 
present,  in  review,  a fairly  characteristic 
symptom-complex.  The  syndrome  seems 
worthy  of  recording  to  the  end  that  di- 
agnosis, and  therefore  adequate  treat- 
ment, be  not  too  long  delayed.  The  case 
records  are  summarized  in  Table  1. 

Report  of  Cases 

Case  1. — Mrs.  W.  W.,  white,  aged  43, 
was  admitted  July  7,  1936,  complaining 
of  fever,  chills,  and  sweats.  She  had 
had  a heavy  vaginal  discharge  twenty 
years  before,  relieved  by  bilateral  sal- 
pingectomy and  left  oophorectomy.  In 
March,  1936,  she  began  to  have  yellowish 
vaginal  discharge  to  which  she  paid  little 
attention.  One  week  after  a normal 
menstrual  period  in  May,  1936,  bleeding 
recurred.  This  continued  for  ten  days, 
culminating  in  a severe  hemorrhage. 
Curettement  at  another  hospital  proved 
the  presence  of  carcinoma  of  the  cervix, 
for  which  she  received  radium  treatment 
(75  mg.  X 44  hrs.).  Five  days  later  she 
developed  fever,  chills,  and  sweats  which 
continued  to  the  time  of  admission.  Anti- 
malarial  treatment  had  been  given  with- 
out improvement.  She  complained  of 
dull  pain  in  both  groins,  particularly  the 
left,  vaginal  discharge,  constipation,  and 
loss  of  weight.  The  patient  was  acutely 
ill,  thin,  and  pale;  temperature,  102  F.; 
pulse  rate,  1 12 ; respiration,  22 ; and  blood 
pressure,  82/50.  The  abdomen  showed 


a well-healed  suprapubic  scar.  Both 
kidney  poles  were  palpable  and  some- 
what tender.  There  was  tenderness  to 
deep  pressure  in  both  lower  quadrants, 
with  rebound  tenderness,  particularly  on 
the  left.  Pelvic  examination  revealed  a 
multiparous  introitus  with  old  laceration 
and  purulent  vaginal  discharge.  The 
cervix  was  fixed  and  tender;  the  uterus 
anteflexed,  anteverted,  fixed,  and  very 
tender.  There  was  marked  thickening  of 
both  parametria.  The  hemoglobin  was 
65  per  cent,  the  white  cell  count,  16,300 
with  81  per  cent  polymorphonuclears. 
The  sedimentation  time  (18  mm.)  was  ten 
minutes.  Urinalysis,  blood  chemistry, 
icteric  index,  blood  Wassermann  and 
Kahn,  and  blood  culture  were  negative. 

Her  condition  was  interpreted  as  post- 
radiation parametritis  and  endometritis 
with  pelvic  peritonitis;  conservative 
treatment  was  instituted.  However,  her 
septic  symptoms  persisted  and  she  com- 
plained of  severe  pain  in  the  left  groin 
and  lower  back  radiating  to  the  knee  and 
occasionally  to  the  toes.  There  were  se- 
vere headaches,  anorexia,  and  occasional 
nausea  and  vomiting.  On  August  10, 
1936,  the  parametrial  involvement  was 
much  diminished  but  still  present  in  the 
base  of  the  left  broad  ligament.  A month 
of  persisting  symptoms  followed,  unre- 
lieved by  repeated  blood  transfusions  and 
other  supportive  measures.  On  Sep- 
tember 24,  it  was  noted  that  the  patient 
held  the  left  thigh  flexed  and  adducted. 
Any  attempt  at  extension  was  resisted, 
movement  causing  acute  pain  referred  to 
pelvis  and  genitalia.  There  was  edema 
of  the  left  foot  and  leg.  An  ill-defined, 
tender  mass  could  be  felt  above  the  left 
Poupart’s  ligament,  and  the  overlying 
muscles  were  resistant.  A mass  could 
now  be  easily  felt  along  the  left  pelvic 
wall.  Radiograph  of  the  pelvis  showed 
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TABLE  1.  Retroperitoneal  Pelvic  Abscess — Summary  of  Three  Cases 


Case 

General  symptoms  of  sepsis 
Localizing  signs: 

Pain 

Spasm  at  hip 
Pelvic  mass 
Other 

X-ray 

White  count 
Sedimentation  rate 
(18  mm.) 

Hemoglobin 
Blood  culture 
Operation 
Location  of  abscess 


Organism 
Focus  of  origin 

Duration  of  illness 
Cause  of  death 


1.  Mrs.  W.  W.,  43 
Present 

Left  groin  & back  radiating 
down  leg 
Present 
Present 

Edema  left  leg  & foot 

Relative  osteoporosis  of  left 
side  of  pelvis 
16,300 
10  minutes 

65-55% 

H.  streptococcus  (terminal) 
Incision  & drainage 
Left  side  of  pelvis  & lower 
lumbar  region 

H.  streptococcus 
Carcinomatous  ulcer  of  cer- 
vix 

3 months 
Septicemia 


2.  Mr.  W.  W.,  61 
Present 

Right  groin  & thigh 

Present 

Present 

Increased  circumference  of 
right  thigh 

Displacement  of  rectum  & 
sigmoid  to  left 
16,800-19,400 


94-64% 

Sterile 

Incision  & drainage 

Right  side  of  pelvis  & 
adductor  canal 

Staph,  aureus 

Acute  prostatitis 

4 months 

Perforation  & hemorrhage 
of  gastric  ulcers,  general- 
ized peritonitis 


3.  Mrs.  F.  R.,  45 
Present 

Right  hip  & knee 

Present 

Present 

? 

Hip  negative 

13,650-17,400 
11  minutes 

89% 

Sterile 

None 

Right  side  of  pelvis,  ad- 
ductor canal  & lower 
lumbar  region 
Staph,  aureus 
Injury  from  fall  (?) 

2 months 

Uremia,  myocardial  fail- 
ure, bronchopneumonia 


relative  osteoporosis  on  the  left  but  the 
sacroiliac  joints  were  normal.  An  in- 
cision was  made  above  the  left  Poupart’s 
ligament  and  two  quarts  of  greenish  pus 
were  evacuated  from  a huge  pelvic  retro- 
peritoneal abscess ; culture  showed  hemo- 
lytic streptococcus.  The  next  day  pa- 
tient had  a severe  chill,  temperature  rose 
to  106.4  F.,  and  blood  culture  revealed 
streptococcus  hemolyticus.  She  lapsed 
into  coma  and  died  on  September  28,  four 
days  after  incision  of  the  abscess. 

Autopsy:  both  tubes  and  the  left 
ovary  were  absent  (old  operation)  and 
there  were  many  fibrous  adhesions  about 
the  remaining  pelvic  organs.  The  pel- 
vic peritoneum  was  free  of  exudate.  A 
retroperitoneal  abscess  was  present  on  the 
internal  aspect  of  the  left  ilium,  extending 
8 cm.  along  the  left  side  of  the  ver- 
tebral column  and  into  the  pelvis  to 
the  level  of  the  midportion  of  the  body 
of  the  uterus.  The  wall  of  the  abscess 
was  composed  of  fairly  firm  scar  tissue 
which,  microscopically,  showed  an  in- 
flammatory exudate  and  Gram-positive 
cocci.  The  abscess  had  no  connections 
with  any  of  the  abdominal  organs.  The 
left  broad  ligament  was  thickened  by 
fibrous  tissue  and  edema.  At  the  internal 
os  of  the  uterus,  the  cervical  canal  was 
completely  encircled  by  an  area  of  ulcera- 
tion 1 cm.  wide  with  a yellow,  necrotic 
base.  Microscopically,  the  base  of  the 


ulcer  was  composed  of  fibrous  tissue, 
polymorphonuclears,  and  round  cells. 
In  the  muscularis  were  a few  nests  of 
carcinomatous  cells.  There  was  a mod- 
erate hydronephrosis  and  hydroureter  on 
the  left,  caused  by  partial  obstruction  of 
the  distal  6 cm.  of  the  left  ureter  by  fibrous 
tissue.  An  acute  cystitis  was  present. 
The  remaining  organs  showed  the  usual 
parenchymatous  changes  and  a mild 
generalized  arteriosclerosis. 

Case  2. — Mr.  W.  W.,  aged  61,  white, 
was  admitted  on  August  25,  1936,  be- 
cause of  fever  and  pain  in  the  right  groin 
and  thigh.  In  1911  he  had  contracted 
syphilis  and  gonorrhea.  Eleven  months 
before  entry  he  had  a sore  throat  with 
subsequent  impaired  hearing  and  inter- 
mittent draining  from  the  left  ear.  The 
present  illness  had  begun  two  months 
before  admission  with  anorexia,  nausea, 
and  occasional  vomiting.  A few  weeks 
later  he  began  to  have  dull  pain  in  the 
right  groin  and  thigh  with  limping  and 
limitation.  Fever,  weakness,  and  loss  of 
weight  appeared,  together  with  some  con- 
stipation and  frequency.  Four  weeks  be- 
fore admission  he  had  an  “abscess  of  the 
throat”  which  discharged  spontaneously. 
The  left  ear  became  reinfected  and  began 
to  drain.  This  subsided,  but  ringing 
in  that  ear  persisted.  The  patient  was 
pale  and  undernourished;  temperature, 
100.2  F.;  pulse  rate,  100;  respiration,  20; 
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Figure,  Case  2.  Displacement  of  lower 
sigmoid  and  rectum  by  a retroperitoneal 
pelvic  abscess  on  the  right  side. 

and  blood  pressure,  122/70.  Hearing 
was  impaired  on  the  left,  the  drum  red- 
dened and  perforated.  The  lungs  were 
clear.  The  heart  showed  widened  basal 
dullness  and  a systolic  bruit  at  the  aortic 
area.  The  abdomen  and  back  were  nega- 
tive. The  extremities  were  emaciated. 
The  right  leg  and  thigh  were  held  par- 
tially flexed,  attempted  extension  caus- 
ing pain  in  thigh  and  groin.  There 
was  no  discoloration  or  mass.  The  re- 
flexes were  hyperactive  but  equal  and 
there  were  no  objective  sensory  changes. 
The  right  lobe  of  the  prostate  was  found 
to  be  markedly  enlarged  and  indurated 
but  not  nodular;  the  left  lobe  was  small 
and  soft.  The  hemoglobin  was  94  per 
cent  and  the  erythrocytes  numbered 
5,700,000.  The  white  cell  count  was 
16,800  with  87  per  cent  polymorphonu- 
clears.  The  urine  sediment  showed  an 
occasional  pus  cell  and  red  blood  cell. 
Blood  culture,  chemistry,  and  Wassermann 
and  Kahn  were  negative.  X-ray  of  the 


chest  showed  aortic  aneurysm;  a film  of 
the  pelvis  revealed  chronic  sacroiliac  ar- 
thritis and  prostatic  enlargement  with 
calcification.  A gastrointestinal  series 
was  negative. 

The  patient’s  condition  was  interpreted 
as  one  of  carcinoma  of  the  prostate  with 
regional  metastases,  although  his  urinary 
complaints  were  minimal.  On  Septem- 
ber 6,  cystoscopy  showed  a patchy  cys- 
titis and  protrusion  of  the  median  lobe 
of  the  prostate  into  the  bladder  neck. 
Severe  inguinal  and  leg  pain  persisted 
and  the  fever  became  more  septic,  going 
as  high  as  103.6  F.  The  white  cell  count 
went  to  17,500  with  93  per  cent  poly- 
morphonuclears,  and  the  hemoglobin 
fell  to  75  per  cent.  On  September  15,  a 
tender,  nodular  mass  of  deep  inguinal 
nodes  could  be  palpated.  The  prostate 
felt  smaller  and  softer  than  previously. 
On  the  right  side  of  the  pelvis,  extending 
laterally  and  anteriorly,  there  was  a 
boggy,  nodular  mass,  pressure  upon 
which  caused  much  local  pain  as  well  as 
pain  referred  to  the  right  groin  and  upper 
thigh.  The  flexors  of  the  hip  were  spas- 
tic. The  right  upper  thigh  measured  3 
inches  more  than  the  left  in  circumfer- 
ence. A barium  enema  (see  Figure)  gave 
evidence  of  pressure  on  the  upper  rectum 
and  lower  sigmoid,  with  displacement  of 
the  gut  to  the  left.  On  September  18,  a 
right  inguinal  incision  was  made  and  3 
pints  of  thick  pus  were  evacuated  from  a 
large  retroperitoneal  pelvic  abscess.  Cul- 
ture yielded  staphylococcus  aureus.  Sub- 
sequently, the  patient’s  temperature  fell 
to  normal  and  his  pain  decreased.  How- 
ever, the  operative  wound  continued  to 
pour  out  pus.  In  spite  of  supportive 
therapy  he  became  more  cachectic;  low- 
grade  fever  recurred.  On  October  31, 
he  developed  abdominal  pain  and  rigidity, 
passed  two  large,  tarry  stools,  lapsed  into 
shock,  and  died. 

Autopsy:  there  were  multiple  ulcera- 
tions of  the  stomach  with  hemorrhage, 
perforation,  and  diffuse  purulent  peri- 
tonitis. The  remainder  of  the  gastro- 
intestinal tract  was  negative.  The  opera- 
tive wound  communicated  with  a sinus 
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which  extended  into  the  adductor  canal 
and  continued  distally  about  the  femoral 
vessels  to  the  middle  of  the  thigh.  This 
contained  thick  yellow  pus.  The  tract 
also  extended  about  the  medial  surface  of 
the  femur  below  the  lesser  trochanter 
and  the  inferior  rami  of  the  right  ischi- 
um and  pubis.  Microscopically,  the 
tissues  and  lymph  nodes  (inguinal)  showed 
acute  inflammation.  The  prostate  was 
enlarged  and  on  microscopic  examination 
showed  adenocarcinoma  and  infiltration 
with  round  cells  and  polymorphonuclears. 
A number  of  glands  were  filled  with 
purulent  exudate.  Syphilitic  aortitis  with 
aneurysm  was  present. 

Case  3. — Mrs.  F.  R.,  white,  aged  45,  was 
admitted  October  21, 1936,  complaining  of 
pain  in  the  right  hip,  thigh  and  knee,  sweats, 
fever,  and  drowsiness.  Two  months  before 
entry  she  had  fallen,  injuring  the  knees, 
but  not  enough  to  keep  her  from  con- 
tinuing her  housework.  Subsequently, 
pain  in  the  right  hip  and  knee  recurred 
intermittently,  but  finally  became  so 
constant  and  severe,  three  weeks  before 
admission,  that  it  confined  her  to  bed. 
Fever  to  101  F.  and  sweats  supervened, 
and  five  days  before  entry  she  had  become 
very  drowsy.  At  that  time,  too,  she 
had  had  several  watery  stools.  During 
the  course  of  her  illness  she  had  been 
anorexic  and  had  lost  weight.  The  pa- 
tient appeared  chronically  ill  and  drowsy; 
temperature,  98  F;  pulse  rate,  100;  and 
respiration,  24.  The  pupils  did  not  react 
to  light.  The  tonsils  were  inflamed,  the 
teeth  pyorrheic.  There  was  cystic  en- 
largement of  the  right  thyroid  lobe.  The 
peripheral  arteries  were  thickened,  the 
heart  enlarged  and  fibrillating.  A few 
scattered  pulmonary  r&les  were  heard. 
The  abdomen  was  flabby  and  mildly  dis- 
tended and  had  a tympanitic  note  ex- 
cept in  the  right  upper  quadrant  and 
right  flank.  The  liver  and  spleen  were 
not  felt.  There  was  marked  pain  in  the 
right  hip  on  moving  the  extremity  but  no 
atrophy,  redness,  or  swelling.  The  deep 
reflexes  were  absent.  Rectal  examination 
was  unsatisfactory  and  vaginal  examina- 
tion showed  tenderness  in  both  fomices, 
more  marked  on  the  right.  The  hemo- 


globin was  89  per  cent,  the  red  cell  count, 
4,580,000.  The  white  cells  numbered 
13,650  with  90  per  cent  polymorphonu- 
clears. The  sedimentation  rate  (18  mm.) 
was  twelve  minutes.  A voided  urine 
specimen  showed  a faint  trace  of  albumin 
with  20-50  pus  cells  per  h.p.f.  and  an  oc- 
casional red  cell  and  cast.  The  blood 
urea  was  160,  the  blood  sugar,  100.  The 
blood  Wassermann  and  Kahn  were  nega- 
tive. X-rays  of  the  hip  and  pelvis 
showed  no  fracture. 

The  patient’s  temperature  rose  to  101- 
104  F.  with  pulse  of  90-120.  Her  ab- 
domen became  more  distended.  The 
uterus  and  adnexa  were  considered  free 
of  disease  but  rectal  examination  revealed 
a tender,  cystic  mass  in  the  pelvis  to  the 
right  of  the  rectum.  A slightly  tender 
mass  was  later  felt  in  the  right  flank  and 
right  lower  quadrant.  The  patient’s 
condition  was  such  as  to  contraindicate 
any  surgical  procedure.  In  spite  of 
supportive  measures  she  became  progres- 
sively worse.  The  white  cell  count  rose 
to  17,400  with  85  per  cent  polymorphonu- 
clears. Twitchings  appeared  and  the 
patient  lapsed  into  coma.  She  died  in 
pulmonary  edema  on  October  24,  1936. 

Autopsy:  there  was  a fluctuant  re- 
troperitoneal mass  in  the  right  fossa  dis- 
placing the  cecum  and  ascending  colon 
anteriorly  and  extending  over  the  pelvic 
brim  to  a point  slightly  above  the  right 
ischial  spine.  It  also  extended  along 
the  iliac  and  femoral  vessels  to  a point 
10  cm.  below  the  inguinal  ligament.  The 
abscess  contained  1,500  cc.  of  blood- 
tinged  pus  which  gave  a pure  culture  of 
staphylococcus  aureus.  The  entire  gas- 
trointestinal tract,  including  the  appen- 
dix, was  normal.  The  lungs  showed 
areas  of  bronchopneumonia.  There  was 
hypertrophy  and  dilatation  of  the  heart, 
and,  microscopically,  the  myocardium 
showed  large  areas  of  fibrosis  and  muscle 
cell  loss.  The  pelvic  organs  showed  no 
significant  abnormality  and  there  was  no 
evidence  of  involvement  of  the  pelvic 
bones.  The  spleen  was  enlarged  (450 
Gm.),  soft,  and  deep  purplish-red.  The 
left  kidney  was  of  normal  size  and  showed 
mild  cloudy  swelling.  The  right  kidney 
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was  the  same  except  for  slight  hydro- 
nephrosis and  hydroureter.  An  aortic 
lymph  node  showed  acute  inflammation. 

Comment 

In  all  3 cases,  in  spite  of  a differing 
pathogenesis,  the  retroperitoneally  situ- 
ated pelvic  abscess  dominated  the  clinical 
picture  and  produced  a syndrome  having 
rather  consistent  features.  There  were 
general  manifestations  of  sepsis,  i.e., 
fever,  chills,  sweats,  weight  loss,  anorexia, 
nausea  and  vomiting,  anemia,  leukocyto- 
sis, and  rapid  sedimentation  rate.  The 
localizing  findings  were:  pain  in  the  re- 
gion of  the  groin,  lower  back,  and  hip, 
radiating  down  the  extremity;  spasm, 
flexion,  and  limitation  of  the  hip  on  the 
affected  side;  a tender  boggy  pelvic  mass 
palpable  rectally.  In  Case  1 the  mass 
also  became  palpable  above  Poupart’s 
ligament,  and  lymphatic  block  caused 
edema  of  the  foot  and  leg  on  the  side  of 
the  abscess.  In  Case  2 the  deep  inguinal 
nodes  were  palpable  and  tender,  and  ex- 
tension of  the  suppurative  process  along 
the  femoral  vessels  into  the  adductor  canal 
resulted  in  a relative  increase  in  circum- 
ference of  the  thigh  on  the  affected  side. 
In  this  patient,  too,  displacement  of  the 
lower  sigmoid  and  rectum  was  demon- 
strated by  barium  enema. 

The  abscesses  in  these  cases  were  ap- 
parently the  result  of  acute  inflammation 
and  suppuration  in  the  external  iliac  and 
hypogastric  group  of  lymph  nodes.  These 
nodes  receive  afferents  from  the  various 
pelvic  organs  and  structures  as  well  as 
from  the  deep  subinguinal  group  of  glands 
which  drain  the  extremity.  In  Case  1 
a hemolytic  streptococcus  infection,  com- 
plicating carcinoma  of  the  cervix,  spread 
laterally  through  the  broad  ligamant  to 
produce  the  abscess.  In  Case  2 the  focus 
of  origin  was  in  the  prostate,  where  acute 
inflammation  and  adenocarcinoma  were 
demonstrated  microscopically,  although  di- 
rect symptoms  of  prostatic  involvement 
were  minimal  during  life.  The  causa- 
tive organism  was  the  staphylococcus 
aureus.  In  Case  3 the  pathogenesis  of  the 
abscess  remains  obscure.  The  only  defi- 
nite factor  concerned  seemed  to  relate 


to  her  injury  two  months  before.  There 
was  no  evidence  of  fracture,  but  a soft 
tissue  injury  which  had  subsequently 
cleared  may  have  served  as  a focus  for 
lymphatic  spread  of  staphylococcic  in- 
fection to  the  pelvic  nodes. 

The  only  consideration  that  this  type 
of  pelvic  suppuration  has  received  in  the 
literature  of  the  present  century  has  come 
from  workers  in  the  various  surgical 
specialties,  under  circumstances  where  its 
pathogenesis  has  usually  offered  little 
diagnostic  difficulty.  Herman  and 
Stuart1  reported  on  abscess  in  the  extra- 
peritoneal  retrovesical  or  perivesical 
spaces  in  the  male.  In  the  cases  re- 
ported by  these  authors  the  genitourinary 
complaints  were  outstanding  and  the 
immediate  focus  of  origin  was  perivesi- 
culitis  or  periprostatis  (venereal  and  non- 
venereal) . Pugh, 2 discussing  pelvic  cellu- 
litis in  the  male,  reported  9 cases  of  pelvic 
suppuration,  most  of  which  followed 
transurethral  prostatectomy.  Genito- 
urinary symptoms  predominated  both 
in  the  antecedent  history  and  in  the  symp- 
tomatology of  the  abscesses  themselves. 
Savitz3  gives  detailed  consideration  to 
prevesical  abscess  or  “abscess  of  the  space 
of  Retzius.”  According  to  this  author, 
chronic  bladder  infections  (on  the  basis 
of  intravesical  calculus,  tumor,  divertic- 
ula, tuberculosis,  etc.)  more  often  cause 
pericystitis  and  lead  to  prevesical  sup- 
puration than  do  acute  vesical  inflamma- 
tions. Trauma,  operative  or  instrumental, 
as  well  as  metastasis  from  a distant  focus, 
may  lead  to  abscess  of  Retzius’  space. 
The  symptoms  found  in  this  condition 
are  mainly  those  of  bladder  irritation. 
Physical  examination  reveals  a supra- 
pubic painful  mass,  a pelvic  mass  anterior 
to  the  bladder,  signs  and  symptoms  of  a 
septic  process,  and  cystoscopic  evidence 
of  bladder  inflammation. 

The  gynecologic  literature  on  pelvic 
abscess  is  confusing  in  that  the  reports  so 
often  consider  the  intraperitoneal  and 
extraperitoneal  varieties  together.  The 
extraperitoneal  intraligamentous  type  is 
usually  puerperal  in  origin.  It  may  ex- 
tend widely  up  under  the  lateral  pelvic 
peritoneum  and  may  point  in  the  groin, 
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lumbar,  or  kidney  regions,  or  may  even 
extend  over  Poupart’s  ligament  down  the 
thighs  or  into  the  subcutaneous  tissues  of 
the  abdominal  wall.  Wharton4  notes  that 
the  focus  of  infection*  in  the  broad  liga- 
ment may  clear  up  making  it  difficult  to 
establish  the  etiology  of  the  purulent 
collection.  In  such  cases  it  is  necessary 
to  have  careful  study,  including  x-rays 
of  the  spine,  hips,  and  bony  pelvis,  to 
exclude  a distant  focus  for  a burrowing 
abscess.  As  distinguished  from  this  re- 
troperitoneal extension  of  puerperal  in- 
fections, nonpuerperal  pelvic  abscess  has 
its  chief  focus  in  the  Fallopian  tubes  and 
spreads  into  the  pelvic  or  abdominal 
cavities.  According  to  Gardner,5  the 
precipitating  factors  of  pelvic  cellulitis  in 
the  female  are:  puerperal  sepsis  and  in- 
fected abortions,  repeated  insertion  of 
gold-stem  pessaries,  cauterization  of  the 
retroflexed  uterus,  carcinoma  of  the  cer- 
vix, and  as  a complication  of  induced 
abortion.  His  observation  that  pelvic 
cellulitis  is  a frequent  complication  of 
carcinoma  of  the  cervix,  because  most 
cancers  of  the  cervix  are  infected  with 
streptococci,  is  interesting  in  the  light  of 
the  history  of  Case  1 in  this  report. 

Suppuration  in  the  hip  joint  may  be 
the  origin  of  retroperitoneal  pelvic  ab- 
scess. Freiberg  and  Perlman6  report  7 
cases  of  this  type  occurring  in  children. 
The  intracapular  structures  of  the  hip 
joint  are  drained  by  lymphatics  emptying 
into  the  group  of  glands  situated  about 
the  external  iliac  and  hypogastric  arteries. 
In  the  7 cases  reported,  iliac  abscesses 
had  formed  as  a result  of  secondary  in- 
fection of  the  external  iliac  glands  from 
acute  purulent  arthritis  of  the  hip.  Five 
of  the  cases  had  pre-existent  or  present 
otitis  media,  and  of  these  4 had  strepto- 
coccus septicemia  and  3 had  mastoiditis. 
The  children  were  feverish  and  sick 
looking,  the  affected  hip  abducted,  ex- 
ternally rotated,  and  flexed.  In  most 
there  was  a visible  fullness  above  and 
below  Poupart’s  ligament.  All  hip  mo- 
tions were  restricted  by  spasm  and  pain, 
the  inguinal  glands  were  enlarged  and 
prominent,  and  a firm  semispherical  mass 
could  be  felt  above  Poupart’s  ligament. 


TABLE  2.  Retroperitoneal  Pelvic  Abscess 
Classification  as  to  Origin 


1.  Intestinal 

a.  Retrocecal  or  subcecal  appendicitis 

b.  Sigmoidal  diverticulitis 

c.  Perforation  of  colonic  carcinoma 

d.  Perforation  of  colonic  ulcer 

2.  Orthopedic 

a.  Suppurative  arthritis  of  hip 

b.  Suppurative  sacroiliac  arthritis 

c.  Caries  of  spine — tuberculous  or  nontuberculous 

d.  Traumatic  (particularly  fractures  of  pelvis) 

3.  Urologic 

a.  Pericystitis  (due  to  calculus,  diverticulum,  neo- 

plasm, tuberculosis,  etc.) 

b.  Periprostatitis  and  perivesiculitis  (venereal  and 

nonvenereal) 

c.  Instrumentation  or  operation  (particularly 

transurethral  prostatectomy) 

d.  Complicating  lymphogranuloma  venereum 

4.  Gynecologic 

a.  Postpartum  and  postabortal  endometritis 

b.  Secondary  infection  of  neoplasms  (malignant  or 

benign) 

c.  Operation  or  instrumentation  (cauterization, 

curettage,  insertion  of  gold-stem  pessaries, 
air  and  oil  insufflation,  etc.) 

d.  Laceration  of  cervix  or  perineum 

5.  Hematogenous  (from  some  distant  focus,  e.g.,  otitis 

or  mastoiditis) 

6.  Unknown 


X-rays  showed  the  abnormalities  of  the 
hip  joint  in  each  instance,  and  in  most 
cases  a soft  tissue  shadow  of  the  iliac 
abscess. 

Bloom7  notes  that  suppuration  of  iliac 
and  pelvic  glands  may  occur  as  a rare 
complication  of  lymphogranuloma  vene- 
reum. One  of  his  patients  had  bilateral 
suppurating  inguinal  adenitis.  This  sub- 
sided, but  a pelvic  mass  subsequently 
appeared  followed  by  discharge  of  much 
pus  through  the  wound  of  the  previous 
bubo. 

In  Table  2 retroperitoneal  pelvic  ab- 
scess is  classified  as  to  its  various  modes 
of  origin.  It  is  obvious  that  in  the 
majority  the  abscess  occurs  as  a readily 
diagnosable  complication  of  a pre-existing 
lesion.  However,  in  many  instances  the 
abscess  itself  dominates  the  picture  and 
the  focus  of  origin  may  give  few  or  no 
symptoms,  or  be  entirely  unknown.  In 
such  cases  particularly,  knowledge  of  the 
clinical  manifestations  of  retroperitoneal 
pelvic  abscess  will  aid  in  early  diagnosis 
and  prompt  surgical  treatment. 

Summary  and  Conclusions 

Three  cases  of  retroperitoneal  pelvic 
abscess  which  came  to  autopsy  are  re- 
ported. One  was  of  gynecologic,  one  of 
genitourinary,  and  the  other  of  ques- 
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tionable  traumatic  genesis.  The  various 
origins  for  this  condition  are  mentioned, 
but  stress  is  laid  upon  the  fact  that  cases 
occur  in  which  these  origins  are  sub- 
ordinate or  indeterminate  in  the  clinical 
picture.  Recognition  of  the  general  and 
localizing  features  of  the  syndrome  pro- 
duced is  essential  for  early  diagnosis  and 
adequate  treatment.  The  condition  is 
characterized  by  general  manifestations 
of  sepsis,  i.e.,  fever,  chills,  sweats,  weight 
loss,  anorexia,  nausea  and  vomiting,  ane- 
mia, leukocytosis,  and  rapid  sedimenta- 
tion rate;  the  localizing  features  consist 
of  pain  in  the  groin,  lower  back,  and  hip 
radiating  down  the  leg;  spasm,  flexion, 
and  limitation  at  the  hip  and  a tender, 
boggy  pelvic  mass  felt  rectally.  Other 
signs  which  may  be  present  are : palpable 
deep  inguinal  nodes  or  mass,  increase  in 
circumference  of  the  thigh  on  the  affected 


side,  edema  of  the  ipsolateral  leg  and  foot, 
and  displacement  of  the  gut  demonstrable 
by  barium  enema. 


The  authors  are  grateful  to  Doctors  . 
Tasker  Howard,  John  B.  D’Albora,  and 
Thomas  M.  Brennan  for  aid  and  encour- 
agement. 
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REFUGEE  PHYSICIANS  AND  CITIZENSHIP 


The  influx  of  refugee  physicians  has  focused 
attention  on  the  question  of  citizenship  in  the 
granting  of  licenses  to  practice  medicine. 

J.  E.  McIntyre,  M.D.,  Lansing,  Mich.,  secre- 
tary of  the  Michigan  State  Board  of  Registra- 
tion in  Medicine,  in  The  Journal  of  the  American 
Medical  Association  for  March  18  says: 

“It  is  interesting  to  note  that  most  states  have 
already  required  either  United  States  citizen- 
ship or  first  papers  as  a condition  precedent  to 
taking  the  state  board  examinations.  Only  the 
following  states  require  neither  full  citizenship 
nor  first  papers  at  the  present  time:  Cali- 

fornia, Illinois,  Massachusetts,  New  Hampshire, 
New  Mexico,  New  York,  Ohio,  Texas,  Utah,  and 
the  District  of  Columbia.  Either  by  state  law 
or  by  a ruling  of  the  state  boards  of  registration 
in  medicine,  the  following  states  now  require 
full  United  States  citizenship:  Alabama,  Ar- 
kansas, Delaware,  Florida,  Georgia,  Indiana, 
Kansas,  Kentucky,  Michigan,  Missouri,  Mon- 
tana, Nevada,  Nebraska,  North  Carolina,  North 


Dakota,  Oklahoma,  South  Carolina,  South 
Dakota,  West  Virginia,  Wyoming,  and,  except 
in  the  case  of  Canadians,  Arizona,  Iowa,  and 
Minnesota. 

“States  now  requiring  that  first  papers  for 
United  States  citizenship  must  be  taken  out  are 
Colorado,  Connecticut,  Idaho,  Louisiana,  Maine, 
Mississippi,  New  Jersey,  Pennsylvania,  Rhode 
Island,  Virginia,  Washington,  and  Maryland 
except  in  the  case  of  Canadians.  In  addition 
to  these  requirements  there  is  a great  variety  of 
other  restrictions. 

“In  some  states,  such  as  South  Carolina  and 
Wyoming,  foreign  graduates  are  not  accepted 
under  any  circumstances.  In  some  other 
states  there  is  a requirement  of  a senior  year’s 
work  in  an  approved  United  States  medical 
school  and  a one  year  rotating  internship  in  a 
United  States  hospital  approved  for  internship 
training.  Still  others  require  that  the  candidates 
pass  the  National  Board  examination  and  ap- 
parently there  is  no  uniformity  whatever  as  to 
these  special  requirements.” 


“Are  hard-boiled  eggs  beneficial  to  a girl  just 
over  twenty?”  somebody  asks  a medical-advice 
column.  Well,  we  should  think  much  would 
depend  on  whether  she  was  going  to  eat  them  or 
step  out  with  them. — Boston  Herald , 


One  candle  power  of  intelligence  applied  in 
early  diagnosis  or  in  the  elimination  of  the  known 
precancerous  situation  will  be  far  better  than 
any  million  volts  of  irradiation  for  late  cancer 
displays. — E.  H.  Skinner,  Radiology. 


MALIGNANT  MANIFESTATIONS  OF  BOWEN’S  DISEASE 
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Bowen’s  disease  is  a lesion  involving 
skin  and  certain  mucous  membranes 
which  is  considered  by  some  as  a pre- 
cancerous  dyskeratotic  process  and  by 
others  as  a highly  specialized  form  of 
superficial  epithelioma  which  has  a lateral 
intraepithelial  spread.  It  is  only  occa- 
sionally that  it  manifests  the  more  usual 
phases  of  malignant  tumors,  namely  pene- 
trating growth  and  metastasis.  After  a 
rather  careful  perusal  of  reported  cases, 
it  was  possible  to  find  accounts  of  only 
32  patients  whose  tumors  exhibited  these 
signs  of  clinical  malignancy.  In  24  this 
was  limited  to  penetrative  growth,  while 
in  8 others  there  were  metastases.  Can- 
cerization  in  Bowen’s  disease  produces 
tumors  which  differ  morphologically  from 
the  commoner  epidermoid  cancers  and 
which  sometimes  metastasize  without 
easily  demonstrable  evidence  of  local  vio- 
lation of  the  basement  membrane.  This 
last  feature  is  a rare  peculiarity  also  ex- 
hibited among  the  epidermoid  growths 
by  melanomas,  extramammary  Paget’s 
disease,  and  the  erythroplasia  of  Queyrat. 
The  2 cases  to  be  presented  illustrate 
these  peculiarities. 

From  the  literature  it  is  not  possible  to 
estimate  the  frequency  with  which  Bo- 
wen’s disease  becomes  clinically  malig- 
nant because  no  large  groups  of  cases  have 
been  reported.  The  combined  material 
of  the  surgical  and  the  dermatological 
pathology  laboratories  of  Columbia  Uni- 
versity includes  57  cases  of  Bowen’s  dis- 
ease during  the  past  nine  years.  Of 
these,  55  were  in  the  skin,  1 was  in  the 
anterior  nares,  and  1 in  the  floor  of 
the  mouth.  One  of  the  skin  cases  and  the 
lesion  on  the  floor  of  the  mouth  were 
malignant — about  3.5  per  cent  of  the 
total  number.  This  bears  out  the  im- 


pression that  mucosal  Bowen’s  disease 
is  more  frequently  malignant  than  when 
the  lesion  is  in  the  skin.  Twelve  of  the 
32  reported  cases  of  malignant  Bowen’s 
disease  were  mucosal  in  origin — a can- 
cerization  rate  of  about  40  per  cent  for 
mucosae  compared  with  only  2 or  3 per 
cent  for  the  much  more  frequent  skin 
lesions. 

Before  describing  cancerization  in  Bo- 
wen’s disease  it  will  be  well  to  review 
briefly  its  salient  features.  On  the  skin 
the  lesions  may  be  single  or  multiple. 
They  may  be  associated  in  the  same  in- 
dividual with  other  varieties  of  skin  tu- 
mors such  as  senile  keratoses,  angiomas, 
pigmented  moles,  sweat  gland  adenomas, 
and  basal  and  squamous  cell  epithelio- 
mas. They  may  begin  spontaneously  or 
follow  radiation  dermatitis,  experimental 
skin  tarring  in  animals  or  arsenic  (Ander- 
son, Bloch,  and  Guggenheim)  or  they 
may  develop  in  senile  keratosis  (Hookey). 
The  lesions  appear  in  the  senile  type  of 
skin  and  usually  run  a very  long  course  up 
to  forty  years  (Danel).  The  very  early 
lesion  is  usually  a scaly  or  crusting  papule 
which  is  dull  red,  slowly  thickens  and 
spreads  peripherally  without  induration, 
forming  multiple  agglomerated  patches 
or  discs.  If  the  crust  or  scale  is  removed 
the  exposed  dull  red  surface  may  be 
finely  papillary  and  moist.  If  it  involves 
a flexion  crease  or  body  fold  it  may  be 
macerated  or  even  superficially  ulcerated. 
Some  lesions  undergo  spontaneous  ci- 
catrization in  one  part  while  progressing 
in  another.  The  lesion  may  also  affect 
certain  mucous  membranes,  especially 
the  vulva,  vagina,  pars  vaginalis  of  the 
cervix  uteri,  the  glans  penis  and  prepuce, 
and  the  ectodermal  portions  of  the  oral 
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and  nasal  mucosae.*  The  appearance  of 
the  mucosal  lesions  depends  upon  whether 
or  not  keratinization  of  the  surface  occurs. 
In  one  type  it  forms  an  intensely  red,  vel- 
vety, slightly  thickened  patch  which  can- 
not be  distinguished  from  the  erythro- 
plasia of  Queyrat.  If  there  is  surface 
keratinization,  the  reddish  color  is  masked 
by  white  patches  of  leukoplakia. 

The  diagnosis  of  Bowen’s  disease  de- 
pends upon  the  histopathologic  changes. 
The  epidermal  layer  is  thickened  and 
sometimes  made  papillary  by  a multipli- 
cation and  disorientation  of  the  Mal- 
pighian cells.  The  cells  vary  in  size  and 
shape,  there  are  many  mitoses,  and  some 
of  them  are  apt  to  be  abnormal.  Monster 
cells  with  several  nuclei  centrally  clumped 
together  were  originally  described  by 
Bowen  and  are  important  diagnostic 
features.  Darier  coined  the  word  “poi- 
kilocarynosis”  to  describe  this  cellular 
variation  and  unrest.  Foam  cells  with 
vacuolated  cytoplasm,  first  described  by 
Kreibich,  are  frequently  found  and  some- 
times isolated  cell  nests,  which  were  first 
reported  by  Grzybowski.  Many  of  the 
cells  have  vacuoles  partly  surrounding 
the  nucleus,  while  in  a few  the  vacuole 
completely  surrounds  it  giving  a double 
contoured  effect — these  are  Darier’s 
“corps  ronds.”  Intracellular  fibrils  are 
usually  lost  although  intercellular  bridges 
are  often  retained.  The  corneal  layer  is 
thickened,  shows  parakeratosis  and  some- 
times small  hyalinized  balls  or  granules 
which  are  assumed  to  be  the  final  trans- 
formations of  the  clear  cells.  The  basal 
membrane  remains  intact  but  the  pali- 
sade arrangement  of  the  basal  layer  often 
disappears.  The  papillary  layer  is  heav- 
ily infiltrated  with  a variety  of  mono- 
nuclear cells  including  lymphocytes,  his- 
tiocytes, mast  cells,  and  plasma  cells. 
The  deeper  part  of  the  corium  is  free  and 
the  lesions  do  not,  as  a rule,  involve  the 
sweat  glands  and  sebaceous  glands,  al- 
though occasionally  the  superficial  part 
of  a hair  shaft  may  show  the  changes. 


* Since  completing  this  paper,  we  have  also  observed  a 
case  involving  the  vocal  cord  which  will  be  described  in  a 
subsequent  communication. 


The  superficial  elastic  tissue  disappears 
(Civatte) . 

In  the  mucous  membrane  the  picture 
varies  depending  upon  whether  or  not 
there  is  any  hyperkeratosis.  The  other 
changes  are  often  not  as  clear-cut  and 
distinctive,  but  unless  poikilocarynosis  is 
present  the  diagnosis  is  not  valid. 

When  this  intraepithelial  growth  be- 
comes clinically  cancerous  it  does  so 
rather  insidiously  and  in  two  different 
ways.  In  one  group  may  be  placed  the 
cases  which  form  malignant  tumors  which 
have  been  classified  with  the  better  known 
and  commoner  epidermoid  cancers.  Thus 
we  find  squamous  cell  epitheliomas  re- 
ported by  Delbanco,  Fuhs,  Goldsmith, 
Konigstein  and  Mondain  and  Cailliau; 
basal  cell  tumors  by  Dubreuilh  and 
Magimel,  Goldberg,  and  Mount;  se- 
baceous gland  epithelioma  by  Flarer; 
and  sweat  gland  epithelioma  by  Grzy- 
bowski. In  all  of  these  cases  there  is  a 
heaping  up  of  cells  with  the  formation 
of  a tumor  nodule  which  may  either  fun- 
gate  or  ulcerate.  It  must  be  remarked, 
however,  that  all  of  these  tumors  were 
atypical  or  metatypical  so  that  the  re- 
porters had  difficulty  in  classifying  the 
tumor  type — indeed  I question  whether 
any  of  the  reported  basal  cell  tumors  be- 
long in  this  group  at  all;  it  would  seem 
that  they  are  either  not  cases  of  Bowen’s 
disease  or  else  they  are  Bowen  epithelio- 
mas and  belong  to  the  second  group 
described  below.  The  sweat  gland  and 
sebaceous  epitheliomas  are  each  single 
case  reports  which  are  possibly  simply 
fortuitously  associated  with  Bowen’s  dis- 
ease. In  any  event,  the  only  tumor 
form  which  can  be  accepted  without  re- 
serve is  the  atypical  squamous  cell 
epithelioma.  In  this  group  the  tumors 
are  locally  infiltrative  but  they  do  not 
metastasize.  Case  1,  reported  below,  is 
an  example  of  this  class. 

The  second  group  should  properly  be 
called  Bowen  epitheliomas  because  they 
reproduce  the  poikilocarynosis  of  the 
intraepithelial  lesion  and  do  not  resemble 
any  of  the  other  classical  types  of  epi- 
dermoid epitheliomas.  All  of  the  cases 
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which  metastasized  belong  to  this  group.* 
In  the  10  cases  of  Griitz,  Gutmann,  Jorno, 
Noguer-More,  Rich  on  and  Gougerot, 
and  Bumier  and  Eliascheff,  there  was 
only  infiltration  of  the  subepithelial 
tissues  as  an  indication  of  malignancy, 
but  in  8 other  cases  reported  by  Danel, 
Darier  (1920),  Dufke,  Kuznitzky  and 
Jacoby,  Massia  and  Rousset,  Moles- 
worth,  Pautrier,  and  Postma  and  In- 
singer, in  addition  to  more  or  less  local 
changes  there  were  metastases.  Five 
of  these  are  known  to  be  dead,  1 was 
reported  well  seventeen  months  after 
roentgen  therapy,  of  the  vaginal  lesion 
and  excision  of  the  inguinal  lymph  nodes, 
and  in  2 others  the  result  is  unknown. 
The  striking  feature  of  these  malignant 
forms  of  Bowen’s  disease  is  the  relatively 
slight  degree  of  local  infiltration.  In 
Massia  and  Rousset’s  case  there  was  no  in- 
filtration beneath  the  basement  membrane 
in  the  biopsy,  and  in  Postma  and  In- 
singer’s tumor  the  infiltration  was  micro- 
scopic. The  cases  of  Danel,  Darier 
(1920),  Molesworth,  and  Pautrier  showed 
only  insignificant  ulceration  and  in- 
filtration and  only  in  Dufke’ s tumor  was 
there  deep  ulceration.  This  fact  is 
stressed  because  Case  2 of  the  present 
report  showed  complete  absence  of  local 
infiltration  in  the  sections  studied,  al- 
though the  tumor  metastasized.  Jorno 
found  in  his  case  that  there  was  evidence 
of  penetration  beneath  the  basement 
membrane  in  only  2 of  100  serial  sections. 
These  facts  demonstrate  beyond  question 
that  the  cells  may  metastasize  while 
there  is  still  no  demonstrable  clinical 
evidence  of  malignant  change  in  the 
primary  lesion.  Civatte  remarks  that 
cancerization  in  Bowen’s  disease  in  his 
experience  has  occurred  only  in  cases 
that  have  been  traumatized  by  ineffectual 
attempts  at  local  destruction.  This  was 
true  of  Case  2 in  the  present  report. 

Case  Reports 

Case  1. — J.  W.,  male,  68  years  old  (P&S 
15510).  This  patient  had  had  a lesion  char- 

* I was  unable  to  consult  the  report  of  Kuznitzky  and 
Jacoby  so  that  I can  only  surmise  that  it  belongs  with 
this,  group  because  of  the  title  which  calls  it  "Bowen’s 
epithelioma.’’ 


Fig.  1,  Case  1.  The  lesion  in  front  of  the 
left  ear  showing  the  elevation  caused  by  the 
tumor  with  its  necrotic  center  and  the  senile 
changes  in  the  skin  of  the  cheek. 

acteristic  of  Bowen’s  disease  on  the  dorsum  of 
the  right  wrist  for  the  past  fifteen  years,  and 
during  that  period  a number  of  senile  keratoses 
had  appeared  on  both  hands.  There  was  no 
history  of  arsenic  ingestion  or  other  definitive 
etiologic  factor.  Three  months  before  admis- 
sion a small  reddish  “pknple”  appeared  in  front 
of  the  left  auricle  (Fig.  1).  This  spread  rapidly, 
itched,  and  soon  broke  open  in  the  center  after 
which  there  was  soreness  in  it.  When  examined 
there  was  a rounded  area  of  reddening  and  in- 
duration 2 cm.  in  diameter  with  the  central  5 
mm.  ulcerated.  After  treatment  with  wet  com- 
presses for  several  days  much  of  the  surrounding 
redness  diminished.  No  adenopathy  was  re- 
corded. The  lesion  was  biopsied  on  February 
18,  1938,  and  the  whole  area  was  excised  on 
March  4. 

The  tissue  excised  consisted  of  an  elliptic  area 
of  skin  and  subcutaneous  tissue  42  X 15  mm. 
in  area,  and  6 mm.  thick.  In  the  center  of  the 
skin  was  a slightly  elevated  area  1 cm.  in  di- 
ameter, the  central  2 mm.  of  which  were  ul- 
cerated. The  surrounding  skin  appeared  slightly 
reddened  and  scaly  (Fig.  2).  Microscopic  ex- 
amination showed  that  the  tumor  is  composed 
of  cords  of  cells  which  spring  from  the  epidermis 


Fig.  2,  Case  1.  Cross  section  of  the  excised  tumor  showing  the  extent  of  penetration  to  the  depths 
of  the  corium,  the  thickening  and  hyperkeratinization  of  the  overlying  epidermis  and  the  undifferen- 
tiated arrangement  of  the  tumor  cell  cords. 


and  infiltrate  to  the  depths  of  the  corium.  The 
cells  forming  the  cords  are  of  large  and  sometimes 
monster  size  but  always  with  single  nuclei. 
No  stratification  is  seen  and  no  intercellular 
bridges,  but  a few  tonofibrillae  and  some  intra- 
cellular keratin  can  be  recognized  in  some  of 
the  cells.  Occasional  imperfectly  formed  pearls 
are  seen.  Mitoses  average  one  in  every  2 or  3 
high  power  fields  and  some  are  atypical.  The 
tumor  is  covered  with  a thick  layer  of  keratinized 
epithelium  and  its  center  is  slightly  depressed 
and  ulcerated.  Many  of  the  tumor  cells  have 
large  cytoplasmic  vacuoles  and  others  have 
foamy  cytoplasms  (Fig.  3).  The  skin  on  one 
side  of  this  tumor  shows  marked  epidermal 
poikilocarynosis.  The  various  epidermal  layers 
are  no  longer  distinguishable — instead  there  is 
a confused  mass  of  large  and  small  cells,  some 
giant  forms  with  clumped  nuclei,  many  mitoses, 
cells  with  vacuoles  partly  surrounding  the  nu- 
cleus, “corps  ronds,”  and  occasional  foam  cells. 
Hyperkeratosis  is  not  marked  and  parakera- 
tosis is  found  occasionally  (Fig.  4).  The  proc- 
ess sometimes  involves  the  epidermal  sheaths 
of  the  hair  shafts.  As  one  approaches  the  tumor, 
the  rete  pegs  affected  by  this  process  become 
enormously  thickened  and  lengthened.  Ex- 
ternally the  process  gradually  fades  out  but  no- 
where in  the  excised  tissue  is  there  perfectly 
normal  epidermis.  The  papillary  layer  and  to 
some  extent  the  underlying  corium  are  infil- 


trated by  many  lymphocytes,  plasma  cells, 
monocytes,  and  occasional  polymorphonuclear 
neutrophiles. 

Comment. — This  case  is  unusual  be- 
cause of  the  short  duration  and  the  lack 
of  the  more  characteristic  gross  appear- 
ances of  Bowen’s  disease.  However,  all 
writers  agree  that  the  diagnosis  of 
Bowen’s  disease  is  dependent  upon  the 
histopathology,  and  the  epidermal 
changes  immediately  adjacent  to  the 
infiltrating  tumor  fulfill  the  important 
criteria.  The  malignant  tumor  itself, 
while  decidedly  unusual,  is  unmistakably 
a poorly  differentiated  squamous  cell 
epithelioma. 

Case  2. — Male,  63  years  old  (S.P.  52749). 
Eighteen  months  before  admission,  when  clean- 
ing his  teeth  he  noticed  a small  red  spot  to  the 
left  of  the  frenum  in  the  floor  of  the  mouth.  It 
gave  no  symptoms.  Previous  to  this  he  had 
smoked  5 to  6 pipes  per  day  but  after  noticing 
the  spot  he  changed  to  cigars.  In  spite  of  mouth 
washes  the  spot  grew  slowly  larger  without  pain 
or  bleeding.  On  examination  in  September, 
1932,  a slightly  thickened,  intensely  red  patch 
was  found  on  the  floor  of  the  mouth  anteriorly, 
chiefly  to  the  left  of  the  frenum  but  also  ex- 
tending slightly  to  the  right  side.  It  measured 
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2.5  X 2 cm.  and  was  very  slightly  elevated.  It 
was  velvety  and  barely  palpable.  There  were 
just  palpable  upper  cervical  nodes  on  both  sides 
of  the  neck.  The  possibilities  of  superficial 
epithelioma  and  phenolphthalein  eruption  were 
considered  and  a biopsy  taken  on  September  22, 
1932,  on  which  a diagnosis  of  Bowen’s  disease 
was  made.  It  was  decided  to  treat  him  with 
interstitial  radium  but  this  could  not  be  started 
at  once  because  he  at  first  refused  to  allow  his 
carious  teeth  to  be  extracted.  When  this  was 
finally  accomplished  he  was  given  interstitial 
radium  by  means  of  five  short  needles  between 


Fig.  3,  Case  1. — X 1700  (reduced).  Detail 
of  tumor  cells  showing  the  variation  in  size, 
hyperchromatism  of  nuclei  with  their  prominent 
nucleoli  and  intracellular  fibrils.  The  faintly 
stained  ones  are  tonofibrillae  and  the  deeply 
stained  thicker  ones  are  keratin. 


November  9 and  November  15,  receiving  a total 
of  500  mg.  hours.  When  the  reaction  had  sub- 
sided on  December  20,  no  trace  of  the  lesion  could 
be  found.  However,  by  February  19,  1933, 
three  months  after  treatment,  an  area  of  redness 
appeared  on  the  left  side  immediately  posterior 
to  the  original  area  and  this  spread  slowly  back- 
ward along  the  left  alveolingual  gutter.  He  re- 
turned to  the  hospital  when  the  lesion  measured 
2 X 1.3  cm.  and  the  whole  area  was  excised  on 
November  13,  1933,  one  year  after  treatment. 
It  was  still  superficial  without  any  induration 


Fig.  4,  Case  1.  Detail  of  the  epidermis  at 
one  side  of  the  tumor  showing  marked  poikilo- 
carynosis  with  the  formation  of  many  atypical 
cell  forms  including  a cell  with  clumped  nuclei 
at  the  right.  The  basement  membrane  is 
preserved  and  the  marked  subpapillary  in- 
flammatory cell  infiltration  is  seen  below. 

and  no  cervical  node  enlargement  was  noted. 
He  remained  well  for  two  and  one  half  years  and 
then  on  May  27,  1936,  a hard  node  appeared 
deep  to  the  sternomastoid  in  the  left  upper 
cervical  region.  An  x-ray  of  the  chest  showed 
no  evidence  of  lung  or  mediastinal  involvement. 
After  some  discussion  a complete  radical  upper 
and  lower  neck  dissection,  including  all  of  the 
lymph  nodes,  was  done  according  to  the  Semken 
technic.  Examination  showed  metastases  in 
the  node  palpated  which  lay  at  the  apex  of  the 
posterior  triangle  of  the  neck  and  also  in  one  of 
twelve  supraclavicular  nodes  sectioned.  He 
then  received  roentgen  therapy.  From  July 
30,  1936,  to  August  19,  1936,  two  8 X 10  cm. 
right  and  left  cervical  fields  received  1200  and 
2400  r,  respectively,  with  the  factors  200  k.v. 
and  either  T.S.D.  50;  25  M.A.  and  2 mm.  cu. 
and  1.25  mm.  al.  filter  or  T.S.D.  50,  M.A.  25  and 
1 mm.  cu.  plus  1 mm.  al.  filter.  A daily  dosage 
of  200  or  300  r was  used.  Following  the  sub- 
sidence of  the  reaction  an  almost  board-like 
induration  of  the  entire  left  neck  remained. 
Further  roentgen  therapy  was  given  from  Oc- 
tober 22  to  October  29 : 1500  r to  a larger  10  X 
15  cm.  field  in  the  left  neck  and  finally,  from 
October  30  to  November  4,  1000  r to  a low  8 X 
10  cm.  supraclavicular  field.  This  made  a total 
of  4900  r to  the  left  side  and  1200  r to  the  right 
side  of  the  neck. 

When  last  seen  on  March  9,  1938,  seven  years 
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Fig.  5,  Case  2.  The  lesion  on  the  floor  of  the  mouth  excised  after  reappearance  following  failure 
of  interstitial  radium  treatment.  It  shows  the  superficiality  and  sharp  definition  of  the  involved 
area  and  the  marked  inflammatory  reaction  in  the  papillary  and  subpapillary  layers. 


after  the  onset  of  his  disease  and  twenty  months 
after  removal  of  the  cervical  metastases,  he  was 
in  good  general  condition.  There  was  no  evi- 
dence of  disease  in  the  mouth  and  the  left  side 
of  the  neck  was  still  almost  board-like  without 
any  nodules  in  it  so  that  it  was  impossible  to  say 
whether  the  induration  was  solely  a postradia- 
tional effect  or  whether  there  was  any  persisting 
tumor. 

Microscopic  examination  of  the  mouth  shows 
the  same  picture  both  in  the  biopsy  and  in  the 
lesion  excised  after  failure  of  radiotherapy.  The 
mucosal  coat  is  everywhere  thickened  and  pro- 
foundly altered  (Fig.  5).  It  is  no  longer  arranged 
in  definite  layers ; instead  its  cells  are  irregularly 
disposed  and  vary  in  size  and  shape.  Several 
of  them  are  quite  large  and  some  of  these  have  2 
or  more  nuclei  which  tend  to  be  clumped  to- 
gether toward  the  center  of  the  cell  (Fig.  7). 
Many  cells  have  a clear  zone  partly  surrounding 
the  nucleus.  Mitoses  are  frequent,  averaging 
1 in  every  high  power  field,  and  some  of  them 
are  bizarre  and  atypical.  Except  at  the  very 
margin  of  the  tumor  where  it  adjoins  normal 
mucosa  there  are  no  intercellular  bridges  be- 
tween the  cells  (Fig.  6).  A few  of  the  cells  show 
intracellular  fibrils  and  some  show  traces  of 
intracellular  keratin.  On  the  oral  surface  is  a 
thin  keratinized  layer  of  flattened  cells.  No 
foam  cells  of  Kreibich  are  seen,  nor  are  there  any 
cell  nests  of  Grzybowski.  There  are  no  epi- 
thelial pearls.  The  basal  layer  as  such  has  dis- 
appeared and  is  replaced  by  tumor  cells.  The 
basement  membrane  seems  everywhere  pre- 
served. In  the  original  biopsy  the  rete  pegs  are 
sometimes  greatly  elongated  and  tangential 
sectioning  makes  them  appear  like  infiltrating 
cell  groups.  Careful  inspection  shows,  how- 
ever, that  they  all  are  surrounded  by  a clear-cut 
basement  membrane  so  that  nowhere  is  there 
definite  evidence  of  invasion.  The  papillary 
layer  and  the  submucosa  show  a great  many 


engorged  capillaries  and  a dense  infiltration 
chiefly  of  plasma  cells  and  lymphocytes.  The 
underlying  striated  muscle  is  not  affected. 

Lymph  nodes. — Both  nodes  are  much  enlarged 
and  completely  replaced  by  neoplasm.  This 
consists  of  anastomosing  cords  of  cells  which  are 


Fig.  6,  Case  2. — X 625  (reduced).  Detail 
from  Fig.  5 showing  a marked  degree  of  poikilo- 
carynosis  with  the  formation  of  atypical  cells, 
bizarre  mitoses,  and  loss  of  stratification.  There 
are  many  cells  with  vacuoles  partially  sur- 
rounding the  nuclei.  The  basement  membrane 
is  intact. 


April  15,  1939]  MALIGNANT  MA NI FES T AMMONS  OF  BOWEN’S  DISEASE 


807 


quite  large  with  hyperchromatic  nuclei  and  a 
great  many  mitoses,  averaging  3 in  every  high 
power  field.  Many  are  atypical.  There  are 
many  gigantic  tumor  cells  with  multiple  bizarre 
nuclei.  In  some  the  nuclei  are  clumped.  There 
are  no  intercellular  bridges,  no  intracellular 
fibrils  or  keratin,  and  no  pearls  (Fig.  8).  The 
large  cords  of  tumor  cells  often  have  necrotic 
centers.  The  stroma  is  fibrous  and  infiltrated 
with  inflammatory  cells.  Only  traces  of  lymph- 
oid tissue  remain.  This  picture  reproduces  the 
appearance  of  the  primary  tumor  except  that 
there  is  much  less  differentiation.  There  is  no 
evidence  of  pigmentation  either  here  or  in  the 
primary  tumor. 

Comment. — This  case  fulfills  the  re- 
quirements for  an  unqualified  diagnosis 


Fig.  7,  Case  2. — X 1700  (reduced).  One  of 
Bowen’s  “clumping  cells”  with  an  incomplete 
vacuole  about  the  nucleus.  Note  absence  of 
intercellular  bridges  and  intracellular  fibrils. 

of  Bowen’s  disease  with  metastasis.  It 
is  apparent  that  the  clinical  appearance 
corresponds  with  that  of  erythroplasia. 
As  many  writers  have  pointed  out,  one 
form  of  mucosal  Bowen’s  disease  cannot 
be  distinguished  clinically  from  erythro- 
plasia so  that  they  can  only  be  separated 
microscopically.  Although  about  75  sec- 
tions were  prepared  of  the  mouth  lesions, 
in  none  of  them  was  there  evidence  that 
the  basement  membrane  had  been  pene- 
trated. One  cannot  doubt  that  the 
penetration  must  have  occurred  at  some 
point,  for  otherwise  metastasis  would  be 
inconceivable,  but  it  is  also  evident  that 
this  must  have  been  only  microscopic  in 
degree. 


Fig.  8,  Case  2.— X 625  (reduced).  De- 
tail of  metastatic  cells  in  a cervical  lymph  node. 
Extremely  bizarre  and  often  multinucleated 
cells,  atypical  mitosis,  perinuclear  vacuolation, 
which  in  some  instances  is  complete  (corps 
ronds),  and  complete  absence  of  epidermoid 
differentiation. 

Discussion 

Bruno  Bloch,  in  his  masterly  dis- 
cussion of  the  precancerous  state,  has 
pointed  out  that  “as  long  as  we  do  not 
know  the  biochemical  changes  which 
characterize  the  cancer  cell  and  differ- 
entiate it  from  the  normal  mother  cell, 
we  shall  be  unable  to  know  wherein  lies 
the  essential  characteristic  of  a pre- 
cancerous change  or,  in  other  words,  the 
problem  of  an  unequivocal  definition  of 
precancerosis  is  at  present  insoluble.” 
Since  those  words  were  published  in 
The  Cancer  Review  in  1932,  no  further 
information  has  come  to  light  to  in- 
validate them,  and  therefore  no  attempt 
will  be  made  to  discuss  the  question  as 
to  whether  Bowen’s  disease  is  a cancer 
from  the  outset  or  whether  it  is  a pre- 
cancerosis which  only  occasionally  be- 
comes cancerous. 

It  seems  definitely  established  that 
the  lesion  called  Bowen’s  disease  is  a 
disturbance  of  epidermal  and  certain 
ectodermal  mucosal  cells  characterized 
by  the  production  of  certain  bizarre 
cell  forms,  by  a loss  of  the  orderly  ar- 
rangement of  the  epidermis  or  mucosa 
affected,  and  associated  with  a marked 
inflammatory  reaction.  It  is  quite  dis- 
tinct from  all  other  lesions  including 
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Paget’s  disease  with  which  it  is  sometimes 
confused.  The  characteristic  Paget  cell 
is  never  found  in  Bowen’s  disease.  Usu- 
ally Bowen’s  disease  occurs  in  the  skin 
and  oral,  nasal,  or  genital  mucosae  of 
elderly  people  without  known  etiology 
but  it  can  be  induced  by  the  well-known 
carcinogenic  agents : x-ray,  tar,  and 

arsenic.  In  2 or  3 per  cent  of  skin  cases 
and  in  about  40  per  cent  of  mucosal  cases 
clinical  cancer  results.  This  may  be  of 
two  morphologic  types : first  an  atypical 
or  metatypical  squamous  cell  epithelioma, 
as  demonstrated  in  Case  1,  or  a true 
Bowen  epithelioma  with  reproduction  of 
the  bizarre  characteristics  of  the  Bowen 
cells  without  any  other  epidermoid  fea- 
tures. This  is  a malignant  cancer  which 
metastasizes.  An  important  feature  of 
the  true  Bowen  epithelioma  is  the  oc- 
currence of  metastasis  with  a minimal 
amount  of  local  penetration  which  may 
defy  clinical  detection  and  even  escape 
ordinary  microscopic  study,  so  that  only 
serial  sectioning  of  the  entire  lesion  will 
reveal  it.  Case  2 is  an  example  of  the 
Bowen  epithelioma. 

Whether  or  not  Bowen’s  disease  is  a 
precancerosis  or  cancer  from  the  start, 
it  is  evident  that  it  may  become  a clinical 
cancer  and  therefore  merits  respect. 
Incomplete  destruction  of  a lesion  has 
several  times  been  followed  by  the  ap- 
pearance of  metastases  and  it  must  there- 
fore be  considered  a dangerous  practice 
to  employ  measures  which  may  fail. 
These  include  irradiation  and  all  chemi- 
cals. There  is  only  one  proper  method 
for  dealing  with  Bowen’s  disease  and 
that  is  complete  surgical  excision.  It  is 
better  to  employ  no  treatment  at  all  than 
to  risk  incomplete  destruction. 

Summary 

Two  cases  of  malignant  Bowen’s  disease 
are  reported,  1 an  atypical  squamous  cell 
epithelioma  in  the  skin  of  the  face  and 
the  other  a Bowen  epithelioma  in  the 
floor  of  the  mouth  with  metastases  in 
the  cervical  and  supraclavicular  lymph 
nodes.  The  latter  case  illustrates  the 
possibility  of  metastasis  from  a Bowen 


lesion  without  the  discovery  of  gross  or 
microscopic  evidence  of  penetration  of 
the  basement  membrane.  The  impor- 
tance is  stressed  of  complete  surgical 
excision  of  Bowen  lesions  rather  than 
treatment  by  irradiation,  chemicals,  or 
any  other  methods. 
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ESTIMATE  48,000,000  CASES  OF  TRICHINOSIS  HERE 


The  recent  evidence  from  autopsies  that  36 
per  cent  of  the  inhabitants  of  Cleveland  have 
trichinosis  must  not  be  interpreted  as  proof  that 
the  city  is  the  most  highly  infested  area  in  the 
United  States,  The  Journal  of  the  American 
Medical  Association  for  March  18  says. 

Such  evidence  suggests  rather  that  the  routine 
diagnostic  methods  employed  by  earlier  investi- 
gators are  fallacious.  The  Journal  points  out. 
Routine  examinations  of  the  diaphragms  of  adult 
cadavers  by  the  Baermann  digestion  method 
has  led  previous  investigators  to  the  conclusion 
that  approximately  13.67  per  cent  of  all  persons 
in  or  around  Washington,  D.  C.,  are  infested 
with  trichinae,  17.5  per  cent  in  Minneapolis  and 
Rochester,  New  York,  24  per  cent  in  San  Fran- 
cisco, and  27.6  per  cent  in  Boston. 

The  editorial  states  that  C.  H.  Evans,  M.D.,  of 
the  Institute  of  Pathology,  Cleveland,  supple- 
mented this  routine  diagnostic  method  by  ap- 


plication of  a newer  technic.  Combining  all 
positive  data,  Evans  found  36  positive  cases  of 
trichinosis  in  the  first  100  Cleveland  autopsies 
studied  by  his  double  technic. 

“Applying  the  implied  correction  coefficient 
to  the  percentages  previously  reported  from  other 
cities,”  the  editorial  says,  “one  would  conclude 
that  there  are  presumably  the  following  percent- 
ages of  trichina  infestation  in  other  American 
cities:  Washington,  D.  C.,  24.6  per  cent, 
Minneapolis  and  Rochester,  N.  Y.,  31.5  per 
cent,  San  Francisco,  43  per  cent,  and  Boston 
49.7  per  cent,  an  average  of  37  per  cent  infesta- 
tion of  the  urban  population  of  the  United  States. 

“There  is  no  way,  of  course,  of  estimating  the 
resulting  social  or  economic  loss;  but  the  esti- 
mated 48,000,000  cases  of  trichinosis  in  the 
United  States  are  far  from  being  a national 
asset.” 


SULFANILAMIDE  AND  PNEUMONIA 
The  future  specific  treatment  of  pneumonia 
probably  will  be  with  a combination  of  sulfa- 
nilamide and  pneumococcus  serum,  especially  in 
those  cases  caused  by  Types  II  and  III  pneu- 
mococci, Alvin  E.  Price,  M.D.,  and  Gordon  B. 
Myers,  M.D.,  Detroit,  state  in  The  Journal  of  the 


American  Medical  Association  for  March  18. 

Although  the  results  obtained  from  using  the 
drug  in  the  treatment  of  pneumonia  are  en- 
couraging, the  two  men  point  out,  the  place  of 
sulfanilamide  in  the  treatment  of  the  disease  is 
not  yet  definitely  established. 


VACCINATION  AGAINST  TUBERCULOSIS 

Comparative  Results  Obtained  with  Koch’s  Bacillen  Emulsion,  Calmette’s  B.C.G. 
and  the  Caseous  Vaccine  of  the  Saranac  Laboratory:  Fourth  Communication 

Hugh  M.  Kinghorn,  M.D.,  and  Morris  Dworski,  B.S.,  Saranac  Lake,  New  York 


IN  previous  communications  (1),  (2), 
and  (3),  we  stressed  the  fact  that  all 
tuberculins  (including  those  of  Robert 
Koch)  have  been  a great  disappointment 
therapeutically.  Nevertheless,  the  old 
or  original  tuberculin  of  Koch  in  1890  was 
a great  discovery.  Since  then,  that  is  in 
the  past  forty-eight  years,  there  has  been 
no  generally  accepted  progress  in  vaccina- 
tion against  tuberculosis. 

The  therapeutic  results  of  all  tubercu- 
lins are  pretty  much  the  same.  In  com- 
position these  tuberculins  have  consisted 
of  various  varieties  of  extracts  of  the 
tubercle  bacillus,  or  of  the  whole  killed 
bacillus. 

Of  the  many  available,  we  regard  Koch’s 
bacillen  emulsion  as  probably  the  best 
tuberculin.  It  consists  of  the  whole 
tubercle  bacillus  in  a dry,  powdered  state, 
and  can  be  readily  absorbed  by  the  tis- 
sues without  causing  abscesses.  Early 
in  his  work  Koch  discarded  the  whole 
killed  tubercle  bacillus  because  abscesses 
tended  to  develop 

Our  investigations  have  attempted  to 
prepare  a better  vaccine  for  the  preven- 
tion and  cure  of  tuberculosis  than  the 
tuberculins  and  vaccines  which  now  exist. 

One  of  the  most  dreaded  conditions 
with  which  we  have  to  deal  in  the  treat- 
ment of  pulmonary  tuberculosis  is  cavity, 
chiefly  because  of  the  caseous  material 
which  it  contains.  This  material  is  very 
toxic  and  may  harbor  large  numbers  of 
tubercle  bacilli,  and  if  it  becomes  dis- 
seminated into  other  parts  of  the  lungs 
or  elsewhere  in  the  body,  new  acute  foci 
may  develop.  We  therefore  do  all  in  our 
power  to  obliterate  cavity,  for  we  know 
that  as  long  as  a cavity  exists,  it  is  a men- 
ace to  the  individual. 

Microscopic  examination  of  this  caseous 


material  sometimes  reveals  no  or  few 
tubercle  bacilli,  and  yet,  if  it  be  inocu- 
lated into  a guinea  pig,  it  will  almost  al- 
ways produce  generalized  tuberculosis. 
Forms  of  tubercle  bacilli  are  present 
which  do  not  stain  readily. 

In  the  development  of  tuberculosis  the 
implantation  of  the  tubercle  bacillus  in 
the  tissues  is  followed  by  the  formation 
of  an  epithelioid  or  proliferative  tubercle. 
If  the  disease  progresses,  coagulation 
necrosis  begins  in  the  center  of  the  cellular 
mass,  soon  to  be  followed  by  caseation. 
If  retrogression  occurs,  the  caseous  areas 
may  become  successively  fibrocaseous, 
fibrous,  and  then  calcified;  sometimes, 
though  less  frequently,  the  lesion  resolves, 
with  complete  disappearance  of  disease. 
If,  on  the  other  hand,  the  disease  pro- 
gresses, the  caseous  mass  may  soften  and  be 
discharged,  and  a cavity  may  result.  The 
toxemia  in  tuberculosis  is  probably  due 
not  only  to  the  disintegrated  tubercle 
bacilli,  but  perhaps  equally  to  the  de- 
generated products  of  the  destroyed  cells. 

The  bacilli  in  the  diseased  area  are 
constantly  liberating  toxins  which  are  in- 
jurious to  the  host.  Furthermore,  the 
products  of  cellular  degeneration  add 
more  toxic  substances.  The  resulting 
caseation  is  the  end  product  of  cellular 
destruction  in  tuberculosis.  It  occurred 
to  us  that  a vaccine  consisting  of  caseating 
material  containing  tubercle  bacilli  in 
various  stages  of  degeneration  might 
prove  efficacious.  Such  an  agent  might 
stimulate  the  formation  of  anticaseating 
substances.  We  have  prepared  such  a 
vaccine  and  have  tested  it  in  animal  ex- 
periments. 

Source  and  Preparation  of  the  Vaccine 

Due  to  the  wholehearted  cooperation 
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of  Dr.  E.  T.  Faulder,  Director  of  the 
Animal  Industry  Bureau,  Department  of 
Agriculture  and  Markets,  Albany,  New 
York,  and  of  his  associates,  Dr.  J.  Wood- 
ward Claris  and  Dr.  F.  E.  Boyd,  we  were 
able  to  obtain  exactly  the  material  we 
wished.  We  take  this  opportunity  to 
thank  them  most  heartily  for  their  inter- 
est and  help. 

When  a tuberculous  bovine  is  killed, 
the  caseous  material  from  the  lungs  or 
lymph  nodes  is  removed  under  sterile  con- 
ditions and  immediately  sent  to  us  iced. 
It  is  kept  in  the  ice  chest  and  used  as  soon 
as  possible  as  a source  of  the  vaccine. 

We  have  used  two  methods  to  prepare 
our  vaccine.  The  first  method  consisted 
of  the  dried  powdered  caseous  material. 
The  second  method  consisted  of  the  case- 
ous material  in  suspension  in  normal  salt 
solution.  The  caseous  substance  is  us- 
ually semifluid  pus,  so  that  there  is  no 
difficulty  in  making  a suspension  of  it. 

All  of  our  experiments  on  animals  have 
been  made  with  the  dried  powdered  ma- 
terial. Experiments  are  under  way  to 
test  these  two  methods  of  preparation 
against  each  other.  The  suspension  has 
been  used  on  humans,  but  not  on  animals. 

Method  of  Preparing  Dried  Powdered 
Caseous  Vaccine 

1.  The  caseous  material  which  was  re- 
moved from  the  cow’s  lung  or  gland  is 
spread  thinly  in  large  porcelain  evapora- 
ting dishes,  under  sterile  precautions. 

2.  It  is  then  dried  in  a vacuum  over 
H2SO4  until  thoroughly  dehydrated. 

3.  The  dried  caseous  substance  is 
broken  into  small  pieces  and  ground  in  a 
mortar. 

4.  The  triturated  material  is  put  into 
a porcelain  ball  mill,  and  ground  for  at 
least  two  weeks  for  eight  hours  daily.  A 
fine  palpable  powder  results.  This  pow- 
der is  the  basis  for  the  suspension.  It  is 
kept  in  the  ice  chest  and  used  when  neces- 
sary as  follows : 

Place  about  1 Gm.  of  the  powder  in  a 
mortar  and  grind  into  a smooth  paste, 

using  5 cc.  NaOH.  The  hydroxide  is 

added  drop  by  drop.  Distilled  water  is 


then  slowly  added  during  the  grinding 
process.  The  amount  of  water  added 
depends  on  the  concentration  of  the  sus- 
pension desired.  About  100  cc.  of  water 
to  1 Gm.  of  powder  will  give  a suspension 
containing  about  4 mg.  per  cc.  It  re- 
quires thirty  to  sixty  minutes  to  prepare 
a proper  mixture.  The  aqueous  sus- 
pension is  poured  into  a graduate  and 
allowed  to  remain  undisturbed  for  one 
hour.  The  supernatant  fluid  is  decanted 
into  a sterile  flask.  Twenty  cubic  centi- 
meters are  removed  for  total  solid  deter- 
mination. The  amount  of  fluid  remain- 
ing is  measured,  and  an  equal  quantity 
of  glycerin  is  added.  Ten  cubic  centi- 
meter quantities  of  the  glycerized  sus- 
pension are  put  into  test  tubes,  which  are 
sealed  with  the  aid  of  a blow  torch. 

The  tubes  are  sterilized  in  a water  bath 
at  56  C.  for  one  hour  on  two  successive 
days. 

Sterility  tests  are  made  for  tubercle 
bacilli  and  secondary  organisms. 

The  amount  of  solid  material  in  the 
suspension  is  determined  by  evaporating 
10  cc.  quantities  of  the  aqueous  suspen- 
sion and  drying  to  a constant  weight  at 
110  C. 

Varying  doses  are  made  by  diluting  the 
suspension  with  0.85  per  cent  NaCl,  or 

0.85  NaCl  in  0.25  per  cent  phenol. 

Preparation  of  Caseous  Suspension  from 
Moist  Caseous  Material 

We  have  done  no  experimental  work  on 
animals  with  caseous  suspension,  but  have 
used  it  for  the  treatment  of  human  tu- 
berculosis. The  work  of  C.  H.  Boisse- 
vain4  and  others  has  shown  that  the  anti- 
genic properties  of  tubercle  bacilli  are 
changed  by  dry  grinding  in  a pebble  mill. 
The  bacilli  lose  their  acid-fastness  and 
their  power  to  provoke  hypersensitive- 
ness to  tuberculin  in  guinea  pigs  after  in- 
traperitoneal  injection.  This  may  be  due 
to  the  modification  of  the  different  pro- 
teins present  in  the  bacillus. 

1.  Caseous  material  is  removed  from 
the  lung  or  gland  of  a bovine  and  placed 
in  sterile  Petri  dishes. 

2.  About  30  Gm.  of  the  moist  caseous 
substance  are  placed  in  a sterile  flask, 
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and  100  cc.  of  sterile  0.85  per  cent  NaCL 
pH  7.0  are  added.  The  mixture  is  gently 
but  thoroughly  shaken  and  placed  in  the 
ice  chest  for  seventy- two  hours.  The 
flask  is  gently  shaken  at  intervals  during 
the  day. 

3.  Decant  supernatant  fluid  into  an- 
other sterile  flask,  and  pour  sediment  into 
a sterile  mortar.  Grind  until  an  even 
paste  is  obtained,  removing  any  gelatinous 
masses  that  cannot  be  crushed.  Return 
paste  to  the  decanted  fluid. 

4.  Mix  gently  but  thoroughly  and 
pour  10  cc.  quantities  into  test  tubes. 
The  flask  should  be  shaken  gently  and 
continuously  while  filling  the  test  tubes. 
Seal  and  sterilize  the  tubes  at  56  C.  for 
one  horn  on  two  successive  days. 

5.  Sterility  tests  as  described  above 
are  made  for  tubercle  bacilli  and  second- 
ary organisms. 

6.  Determination  of  the  solid  content 
is  made  by  evaporating  10  cc.  quantities 
of  the  suspension,  and  drying  to  a con- 
stant weight  at  110  C. 

Varying  dosage  is  obtained  by  diluting 
with  0.85  per  cent  NaCL. 

Both  with  the  powdered  vaccine  and 
the  suspension  the  amount  of  the  dose  is 
estimated  in  terms  of  solid  substance. 

Preparation  of  Caseous  Filtrate 

As  mentioned  above,  we  sterilize  our 
vaccine  at  56  C.  on  two  successive  days 
for  one  hour.  We  thus  use  a killed  vac- 
cine. It  cannot  produce  tuberculosis, 
as  the  tubercle  bacilli  are  dead.  The  po- 
tency of  the  vaccine,  however,  has  prob- 
ably been  weakened  by  heating.  We 
have  endeavored  to  return  to  it  the  sub- 
stances which  were  destroyed  by  heat. 
We  do  this  in  the  belief  that  a living  vac- 
cine usually  gives  to  an  organism  a greater 
protection  than  a killed  vaccine,  since  the 
living  germ  keeps  throwing  out  substances 
into  the  host  which  the  dead  germ  can- 
not give.  If,  therefore,  we  can  return 
these  substances  to  the  vaccine,  we 
should  have  a better  vaccine  than  that 
from  the  dead  germ  alone.  The  most 
likely  place  to  get  these  important  sub- 
stances is  in  the  caseous  mass,  because 


here  the  combat  between  infection  and 
resistance  has  occurred. 

When  the  caseous  mass  reaches  us  we 
immediately  divide  it  into  two  portions. 
One  part  is  used  to  make  our  powdered 
vaccine  and  caseous  suspension,  and  the 
other  portion  is  utilized  to  obtain  extracts. 

To  obtain  these  extracts  we  use  the 
following  procedure : 

1.  Place  about  25  Gm.  of  the  moist 
caseous  substance  in  a sterile  flask  and 
add  100  cc.  sterile  0.85  per  cent  NaCl 
pH  7.0.  Shake  gently.  Place  in  ice  chest 
for  seventy-two  horns  and  shake  fre- 
quently but  gently. 

2.  Decant  and  centrifugate  the  super- 
natant fluid  for  one-half  hour  at  maximum 
speed  (2,400  revolutions). 

3.  Filter  supernatant  fluid  through 
two  No.  5 Whatman  papers,  using  a mod- 
erate suction. 

4.  The  filtrate  is  sterilized  by  filtering 
through  a Seitz  bacterial  filter. 

5.  Sterility  tests  are  made  as  described 
above  for  tubercle  bacilli  and  secondary 
organisms. 

6.  Sufficient  phenol  may  be  added  to 
make  a final  dilution  of  0.25  per  cent 
phenol. 

At  the  present  time  in  treating  humans 
we  use  this  caseous  filtrate  with  our  vac- 
cines, and  think  that  we  have  probably 
put  back  into  the  vaccine  many  sub- 
stances which  were  destroyed  by  heating. 

Summary  of  Results  of  Previous  Experi- 
ments to  Test  the  Value  of  Caseous 
Vaccine  and  Koch’s  Bacillen  Emulsion* 

Four  experiments  were  made,  two  on 
rabbits  and  two  on  guinea  pigs.  Fifty- 
nine  rabbits  and  117  guinea  pigs  were 
used.  In  all  these  experiments  we  ob- 
tained a very  marked  prolongation  of 
life  in  the  animals  vaccinated  with  caseous 
vaccine  over  those  vaccinated  with  Koch’s 
bacillen  emulsion  and  over  the  unvacci- 
nated controls. 

The  prolongation  of  life  in  the  animals 
vaccinated  with  Koch’s  bacillen  emulsion 
over  the  unvaccinated  controls  was  not 


* These  experiments  were  given  in  detail  in  our  first 
three  publications. 
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nearly  so  striking,  and  did  not  always 
occur. 

The  immunity  also,  as  evidenced  by 
extent  of  disease,  was  much  greater  in  the 
animals  vaccinated  with  caseous  vaccine 
than  in  those  treated  with  bacillen  emul- 
sion and  in  the  unvaccinated  controls. 
This  immunity  in  one  experiment  (#483, 
Series  II)  appeared  to  be  so  high  that  75 
per  cent  of  the  animals  vaccinated  with 
caseous  vaccine  showed  no  evidence  of 
tuberculosis,  and  25  per  cent  had  only 
minimal  tuberculosis.  The  disease  did 
not  extend  beyond  the  minimal  stage  in 
any  animal.  With  Koch’s  bacillen  emul- 
sion 16  per  cent  of  the  animals  showed 
no  tuberculosis  and  50  per  cent  advanced 
tuberculosis.  With  the  unvaccinated 
controls  5 per  cent  showed  no  tubercu- 
losis and  74  per  cent  advanced  tubercu- 
losis. 

Comparative  Results  Obtained  with 
Caseous  Vaccine  and  Calmette’s 
B.C.G.* 

The  experiment  was  divided  into  two 
parts:  (1)  to  determine  what  degree  of 
immunity  each  vaccine  produced  with 
respect  to  extent  of  disease;  and  (2)  to 
determine,  if  possible,  in  which  group  the 
immunity  persisted  the  longest.  The 
first  part  of  the  experiment  continued  for 
fifteen  months,  that  is,  from  the  time  the 
vaccinated  animals  in  both  groups  and  the 
controls  received  their  virulent  inocula- 
tion until  this  part  of  the  experiment  was 
ended.  The  second  part  lasted  one  year; 


* The  results  of  this  experiment  were  given  in  detail 
in  our  third  publication. 


that  is,  from  the  time  the  animals  of  all 
three  groups  received  their  second  viru- 
lent inoculation  until  the  entire  experi- 
ment was  terminated. 

Very  definite  evidence  of  immunity  as 
regards  extent  of  disease  was  shown  in 
this  part  of  the  experiment  in  Groups  B 
(caseous  vaccine)  and  D (Calmette’s 
B.C.G.)  over  the  controls: 

Group  B,  no  tuberculosis  in  89  per  cent — no  advanced 
disease. 

Group  D,  no  tuberculosis  in  78  per  cent — no  advanced 
disease. 

Group  C,  no  tuberculosis  in  10  per  cent — 40  per  cent 
advanced  disease. 

Six  animals  survived  in  Groups  B and 
D,  and  5 rabbits  in  the  control  group. 

Part  II  of  Experiment  579. — These 
three  groups  were  reinfected  464  days 
after  the  first  virulent  inoculation  with 
25,000  bovine  (BI)  organisms  in  the 
left  groin  subcutaneously.  These  or- 
ganisms were  obtained  from  a twenty- 
one-day-old  culture,  glycerol  broth  flask. 

One  year  later  the  experiment  was  ter- 
minated by  killing  all  surviving  animals 
in  the  three  groups.  The  findings  were 
as  follows: 


Group 

No  Tuber- 
culosis 

Minimal 

Advanced 

B — Caseous 
vaccine 

1 Rabbit 

4 Rabbits 

1 Rabbit 

6 Rabbits 

16.66% 

66.66% 

16.66% 

D — Calmette’s 

B.C.G. 

3 Rabbits 

2 Rabbits 

1 Rabbit 

6 Rabbits 

50% 

33.33% 

16.66% 

C — Controls 

1 Rabbit 

0 

4 Rabbits 

5 Rabbits 

20% 

80% 

A minimal  tuberculosis  was  often  de- 
termined only  by  the  microscope,  and 
even  then  was  frequently  difficult  to  de- 
cide upon.  If  there  was  any  doubt,  it  was 
always  interpreted  as  tuberculous.  It 


Group  B — Caseous 
vaccine 
9 Rabbits 

Extent  of  Disease 
Minimal 

No  Tuberculosis  Tuberculosis 

8 Rabbits,  88.8%  1 Rabbit,  11.11% 

Advanced 

Tuberculosis 

0 

Group  D — B.C.G. 
vaccine 
9 Rabbits 

7 Rabbits,  77.7%  2 Rabbits,  22.22% 

0 

Group  C — Controls 
10  Rabbits 

1 Rabbit,  10%  5 Rabbits,  50% 

4-40% 

Group  B gave  88.8%  free  of  tuberculosis;  11.1%  minimal;  no  advanced. 
Group  D gave  77.7%  free  of  tuberculosis;  22.2%  minimal;  no  advanced. 
Group  C gave  10%  free  of  tuberculosis;  50%  minimal;  no  advanced. 

In  Group  B,  11%  of  the  animals  were  infected. 
In  Group  D,  22%  of  the  animals  were  infected. 
In  Group  C,  90%  of  the  animals  were  infected. 
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usually  consisted  of  one  or  a few  tubercles 
1 to  2 mm.  in  diameter. 

The  control  group  showed  4 out  of 
5 rabbits  with  advanced  tuberculosis. 
Caseous  vaccine  and  B.C.G.  had  only  1 
advanced  in  each. 

Caseous  vaccine  and  B.C.G.  produced 
practically  the  same  degree  of  immunity, 
and  it  was  very  striking.  In  the  first 
part  of  the  experiment,  caseous  vaccine 
obtained  a slightly  higher  degree  of  im- 
munity than  B.C.G.  In  the  second  part 
it  seemed  as  though  B.C.G.  produced  an 
immunity  which  lasted  longer — 50  per 
cent  no  tuberculosis  for  B.C.G.  against 
16  per  cent  for  caseous  vaccine.  Both 
had  16  per  cent  advanced  tuberculosis, 
but  here  the  disease  was  much  more  ex- 
tensive in  B.C.G.  than  with  caseous  vac- 
cine. 

At  the  outset  of  this  communication  we 
gave  as  our  thesis  the  utilization  of  bovine 
caseous  material  as  a vaccine  to  prevent 
the  development  of  caseation  in  infected 
animals.  The  results  of  our  work  seem  to 
indicate  that  our  caseous  vaccine  de- 
cidedly limited  the  formation  of  caseation. 
For  instance,  in  the  rabbits  of  Group  B 
(Experiment  579)  which  were  vaccinated 
with  caseous  vaccine,  only  1 animal  in 
15  had  evidence  of  caseation,  and  this  was 
not  pronounced.  This  also  occurred  with 
Calmette’s  B.C.G.  It  also  tended  to 
prevent  the  development  of  caseation, 
for  in  the  rabbits  of  Group  D (Experi- 
ment 579)  vaccinated  with  B.C.G.,  of 
15  animals,  only  1 showed  advanced 
caseous  disease.  In  the  unvaccinated 
control  animals  of  Group  C of  this  Ex- 
periment 579,  of  15  animals,  8 had  ad- 
vanced caseous  tuberculosis. 

Summary  of  Experiment  579 — Parts  I 
and  II 

15  Rabbits  in  Each  Group 

No  Tuber- 

Group  culosis  Minimal  Advanced 

B-Caseous  9-60%  5-33.33%  1-  6.66% 

D-B.C.G.  10-66.66%  4-26.66%  1-  6.66% 

C-Controls  2-13.33%  5-33.33%  8-53.33% 

In  guinea  pigs  also,  caseous  vaccine 
seemed  to  prevent  the  development  of 
caseation,  as  shown  in  Experiment  483, 
Series  II. 


This  experiment,  579,  showed  that 
caseous  vaccine  and  B.C.G.  are  about  of 
equal  value,  that  both  possess  high  im- 
munizing properties,  and  that  both  tend 
to  prevent  the  development  of  caseation. 

Infectiousness  of  B.C.G.  for  Rabbits 

As  part  of  Experiment  579  we  tested 
the  infectiveness  of  B.C.G.  on  9 rabbits.3 
Although  the  tissues  of  every  animal 
were  examined  both  microscopically  and 
macroscopically,  the  only  evidence  of 
B.C.G.  infection  was  a focus  in  the  in- 
guinal glands  of  2 animals.  Inoculation 
of  guinea  pigs  with  material  from  these 
glands  failed  to  develop  tuberculosis. 
Seven  rabbits  were  entirely  free  of  infec- 
tion. We  feel,  therefore,  that  B.C.G. 
does  not  produce  a fatal  infection  in  rab- 
bits. With  humans  and  guinea  pigs  it 
does  not  produce  a progressive  tubercu- 
losis. While  it  does  seem  to  produce  a 
mild  grade  of  tuberculous  infection,  as 
evidenced  by  the  tuberculin  reaction 
that  humans  and  animals  infected  by  it 
usually  show,  yet  the  infection  subsides, 
and  the  humans  or  animals  do  not  de- 
velop tuberculosis. 

The  abscesses  that  developed  in  the 
groins  of  these  2 rabbits  were  due  to  the 
repeated  large  amounts  of  B.C.G.  that 
were  injected. 

Discussion 

We  have  shown  in  five  experiments 
with  caseous  vaccine,  and  in  one  with 
B.C.G.,  that  they  limit  the  development 
of  tuberculosis  to  a marked  degree.  Case- 
ous vaccine  contains  caseous  tuberculous 
tissue,  and  heat-killed  virulent  bovine 
bacilli.  B.C.G.  consists  of  attenuated 
living  bovine  tubercle  bacilli.  The  ques- 
tion naturally  arises  why  an  attenuated 
living  germ  gives  as  much  immunity  as 
the  killed  virulent  germ.  There  must 
be  something  elaborated  by  the  living 
germ  in  the  tissues  of  the  host  that  the 
dead  bacillus  does  not  produce.  We  are 
endeavoring  to  obtain  this  valuable  sub- 
stance by  extracting  the  unheated  caseous 
mass,  and  then,  after  filtering  the  extract 
to  render  it  sterile,  using  this  filtrate  with 
the  heated  caseous  vaccine. 
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Although  B.C.G.  has  been  given  to  over 
a million  children,  yet  it  has  not  been  ac- 
cepted and  used  in  Great  Britain  and 
her  colonies  or  in  the  United  States.  In 
these  nations  the  preference  is  decidedly 
for  a killed  vaccine.  The  killed  germ 
cannot  produce  tuberculosis.  There  still 
remains  the  suspicion  that  B.C.G.  may 
produce  tuberculosis. 

Summary 

As  a result  of  twelve  years  of  work  with 
our  caseous  vaccine  we  have  reached 
the  following  conclusions : 

Comparing  it  with  Koch’s  bacillen 
emulsion,  we  have  found  in  every  experi- 
ment much  more  protection  with  our  vac- 
cine. In  one  experiment  with  guinea 
pigs  we  obtained  75  per  cent  complete 
protection  and  25  per  cent  minimal 
tuberculosis.  With  bacillen  emulsion  we 
obtained  16  per  cent  complete  protection 
and  50  per  cent  advanced  tuberculosis. 
The  controls  gave  5 per  cent  complete 
protection  and  74  per  cent  advanced  tu- 
berculosis. All  the  control  animals  ex- 
cept 1 were  infected. 

Comparing  the  potency  of  our  caseous 
vaccine  with  B.C.G.,  we  found  that  both 
gave  practically  the  same  degree  of  pro- 
tection. We  obtained  89  per  cent  com- 
plete protection  with  rabbits,  and  11  per 
cent  minimal  tuberculosis — almost  100 
per  cent  of  protection,  as  the  minimal 
tuberculosis  required  microscopic  demon- 
stration. B.C.G.  produced  about  the 
same  results:  namely,  78  per  cent  com- 
plete protection,  and  22  per  cent  minimal 
tuberculosis.  All  the  control  animals 
except  1 were  infected;  10  per  cent 


showed  no  tuberculosis,  50  per  cent 
minimal,  and  40  per  cent  advanced  tuber- 
culosis. Animals  treated  with  caseous 
vaccine  and  B.C.G.  showed  no  advanced 
tuberculosis. 

In  this  same  experiment  we  also  tried 
to  determine  which  group  would  main- 
tain the  longest  immunity.  The  balance 
seemed  to  be  in  favor  of  B.C.G.  over 
caseous  vaccine. 

Caseous  vaccine  and  B.C.G.  seem  to 
prevent  the  development  of  caseation, 
as  only  1 animal  in  each  group  of  15  rab- 
bits showed  advanced  caseous  tubercu- 
losis. In  the  control  group,  8 animals 
had  advanced  caseous  tuberculosis. 

B.C.G.  does  not  cause  a progressive 
tuberculosis  in  rabbits,  although  a mild 
local  infection  occurs  from  which  they 
completely  recover. 

We  regard  B.C.G.  as  a safe  and  good 
vaccine.  While  we  have  evidence  that  it 
does  produce  tubercle,  yet  this  infection 
retrogresses  and  disappears. 

Reliance  should  not  be  placed  solely  on 
any  vaccine  to  prevent  or  cure  tubercu- 
losis, and  if  vaccines  be  used,  the  usual 
preventive  and  curative  measures  should 
be  faithfully  employed. 

Caseous  vaccine  and  B.C.G.  have  a 
real  value  in  tending  to  prevent  tuber- 
culosis. 
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CANCER  CURABLE 

There  now  are  on  record  29,195  cases  of  can- 
cer which  have  remained  cured  over  a five-year 
period,  63  per  cent  of  them  women,  Dr.  Frank  E. 
Adair,  chairman  of  the  cancer  committee  of  the 
American  College  of  Surgeons  of  New  York, 
reported  at  the  Northeastern  Regional  Assembly 
of  the  Women’s  Field  Army  of  the  American  So- 


ciety for  the  Control  of  Cancer,  in  New  York. 

Dr.  Burton  T.  Simpson,  Director  of  the  State 
Institute  of  Malignant  Diseases  of  Buffalo, 
added  that  if  the  list  of  treatments  by  radiation 
were  added  to  the  list  of  surgical  cures  the  total 
number  of  cured  cases  now  on  record  would  be 
approximately  50,000. 


ANESTHESIA  PROBLEMS  IN  SMALL  COMMUNITIES 

Charles  J.  Wells,  M.D.,  Syracuse,  New  York 


A nesthesia  needs  in  small  communi- 
ties  are  seldom  stressed  or  provided 
for.  In  spite  of  improved  transportation 
to  larger  medical  centers,  there  will  al- 
ways be  the  need  of  the  best  possible 
agents,  methods,  and  skill  in  the  preven- 
tion and  relief  of  pain  in  these  localities. 

The  most  fundamental  reason  for  the 
lack  of  proper  anesthesia  service  in  some 
localities  is  the  absence  or  insufficiency  of 
instruction  and  practical  experience  in 
medical  colleges  and  hospitals.  The 
practical  value  of  such  knowledge  is  seen 
in  every  branch  of  medicine  in  varying 
degrees.  The  laity  soon  discover  and 
patronize  the  doctor  who  carries  out  his 
procedures  in  a painless  manner.  Medi- 
cal colleges  are  becoming  alive  to  this 
need,  and  the  better  hospitals  feel  it  is 
more  to  their  credit  to  have  their  intern 
graduates  proficient  in  such  practical 
things  as  anesthesia  and  analgesia,  if  it 
comes  to  a choice,  than  in  some  seldom- 
used  technic.  The  use  of  nonmedical 
instructors  for  this  important  branch  of 
medicine  certainly  does  not  impress  the  in- 
tern with  its  importance  or  dignity. 
The  science  of  anesthesiology  is  too 
complicated  for  those  not  licensed  to 
practice  medicine.  The  medical  profes- 
sion should  cooperate  to  end  this  ex- 
cuse of  expediency,  and  give  the  public 
as  good  service  in  this  branch  of  the  heal- 
ing art  as  in  any  other.  For  the  doctor 
in  the  small  community  to  be  obliged  to 
gain  such  experience  on  his  own  private 
patients  without  proper  supervision  and 
instruction  is  not  only  embarrassing,  but 
frequently  disastrous. 

The  problem  as  it  exists  today  is  best 
handled  by  the  specially  trained  general 
practitioner,  who  becomes  a part-time 
anesthetist  in  his  community.  The  in- 
crease in  county  hospitals  throughout  the 
state  as  well  as  numerous  smaller  hos- 


pitals is  affording  such  opportunities  in 
increasing  numbers.  Properly  qualified 
physicians  should  fit  themselves  for  this 
need.  Several  medical  centers  and  hos- 
pitals have  established  refresher  and 
modernizing  courses,  which  give  special 
graduate  instruction  in  any  phase  the 
part-time  anesthetist  may  desire.  Such 
courses  should  be  available  in  every  large 
medical  center  and  form  a part  of  all  post- 
graduate programs.  Systematic  visits 
to  such  centers  keeps  the  part-time  anes- 
thetist abreast  of  the  times,  and  enables 
him  to  give  the  surgeon  and  the  com- 
munity the  best  possible  anesthesia  serv- 
ice. Another  aid  is  subscription  to  such 
anesthesia  periodicals  as  Current  Re- 
searches in  Anesthesia  and  Analgesia , 
which  serves  to  keep  the  reader  informed 
of  the  latest  advances  in  the  specialty. 
Sectional  anesthesia  societies,  with  the 
occasional  nearby  meetings  of  the  larger 
congresses  of  anesthetists,  form  occasions 
where  technical  knowledge  and  inspira- 
tion in  the  specialty  can  be  obtained. 
The  Anesthesia  Section  in  the  New  York 
State  Medical  Society  should  become  in- 
creasingly useful,  and  should  be  regu- 
larly attended.  Much  good  may  be 
accomplished  by  papers  on  some  phase  of 
anesthesia  of  general  interest  before  the 
various  county  and  other  medical  socie- 
ties. 

The  ranks  of  the  regular  full-time  anes- 
thetist in  the  larger  medical  centers 
must  occasionally  be  replenished  and  en- 
larged. With  slight  additional  training 
coupled  with  his  previous  practical  ex- 
perience, the  part-time  anesthetist  may 
sooner  fit  himself  for  such  a position. 

Complicated  surgical  cases  and  those 
requiring  special  anesthetic  technic  usu- 
ally gravitate  to  the  large  medical  centers 
where  specialists  are  available  to  care 
for  their  particular  needs,  but  the  many 
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other  cases  which  are  being  handled  in  the 
smaller  communities  should  have  the 
benefit  of  the  best  anesthesia  service  pos- 
sible. The  part-time  anesthetist  has 
proved  a practical  solution  of  this  prob- 
lem. 

Some  of  the  older  forms  of  anesthesia 
are  used  to  advantage.  Ether  still  holds 
a strong  position  among  the  general 
anesthetics,  and  is  the  most  used  syner- 
gist to  the  various  gas  anesthetics. 
Much  of  its  disagreeableness  is  due  to 
improper  administration.  Chloroform  has 
been  discarded  because  of  its  danger- 
ous and  toxic  actions.  Any  mixtures 
containing  chloroform  should  be  used 
sparingly  and  with  the  same  technic 
as  chloroform  itself.  Ethyl  chloride 
carefully  administered  is  useful  in  short 
anesthesias,  as  an  introduction  to  ether 
anesthesia,  and  for  local  purposes. 

With  proper  instruction,  study,  and 
practice,  the  part-time  anesthetist  may 
become  sufficiently  skilled  in  local,  cer- 
tain forms  of  regional,  spinal,  and  the 
more  modern  forms  of  circle  filter  gas 
anesthesia.  The  modern  portable  anes- 
thesia gas  machines  are  easily  transport- 
able, and  very  efficient. 

The  most  important  thing  to  emphasize 
in  anesthesia  is  not  the  kind  or  method  of 
the  anesthetic,  but  the  training,  experience, 
and  skill  of  the  one  administering  the 
anesthetic.  Adequate  background  in  the 
basic  sciences,  experience  under  suf- 
ficient supervision,  and  technic  developed 
by  careful  repetition  produce  the  judg- 
ment so  essential  to  the  anesthetist. 

The  familiarity  of  the  anesthetist  with 
the  various  gases  makes  them  especially 
useful  in  their  therapeutic  application. 
The  use  of  oxygen,  carbon  dioxide, 
helium,  etc.,  for  their  many  indications 
is  worthy  of  the  consideration  of  every 
anesthetist  in  any  locality.  Instruction 
courses  in  this  technic  are  available. 
Many  medical  anesthetists  are  now 
adopting  this  “orphaned”  specialty, 
which  no  other  branch  of  medicine  seems 
to  want. 


Some  of  the  newer  types  and  methods 
of  anesthesia,  in  trained  hands,  are  con- 
venient for  the  anesthetist  of  the  smaller 
community. 

Tribromethanol  ( avertin ),  if  carefully 
administered  in  moderate  doses,  often 
forms  a satisfactory  preliminary  or  basal 
medication  for  almost  any  subsequent 
anesthesia.  Overdose  should  be  guarded 
against,  and  proper  subsequent  nursing 
assured  before  it  is  administered.  Ade- 
quate airways  should  always  be  main- 
tained. 

Cyclural  sodium  (evipal  sodium ) may 
be  used  occasionally  for  short  minor 
procedures  by  those  familiar  with  in- 
travenous technic,  though  there  are  few 
cases  where  other  forms  of  anesthesia 
would  not  work  as  well.  Inevitable 
precipitation  in  the  blood  stream  and 
paralysis  of  respiration  are  real  dangers, 
the  latter  especially  in  cases  of  liver  in- 
sufficiency. It  is  wise,  however,  to  have 
it  handy  for  immediate  injection  where 
there  is  a possibility  of  cocaine  poisoning. 

Divinyl  ether  ( vinethene ) is  a recently 
developed  anesthetic,  which  readily  lends 
itself  to  the  use  of  the  part-time  anes- 
thetist. It  is  quite  powerful,  induces 
anesthesia  rapidly,  and  is  followed  by 
quick  recovery.  It  is  excellent  for  short 
anesthesias  requiring  deep  relaxation, 
and  forms  an  excellent  induction  for 
ether  anesthesia.  It  is  highly  recom- 
mended for  obstetric  use.  It  is  best 
given  by  the  open  drop  method  in  a 
closed  circle  filter,  or  may  be  used  for 
dental  procedures  by  forcing  its  vapor 
through  a nasal  catheter. 

In  many  communities  the  part-time 
anesthetist  has  solved  the  problem  of 
anesthesia  needs.  For  those  not  properly 
prepared  by  previous  training  in  medical 
colleges  and  hospitals,  refresher  and  post- 
graduate courses  are  recommended.  The 
best  work  of  the  surgeon,  as  well  as  the 
welfare  of  the  public  of  the  small  com- 
munity, depend  upon  the  best  possible 
prevention  and  relief  from  pain. 
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At  the  outset  we  should  perhaps  indi- 
L cate  that  we  regard  most  of  the 
blood  stream  infections  of  the  kidney  as 
properly  classified  as  subacute.  There 
is  a small  group  of  cases  which  are  very 
acute,  almost  explosive  in  character,  and 
in  which  the  diagnosis  is  likely  to  be  con- 
fused with  that  of  an  acute  abdominal 
emergency.  Most  of  the  remaining  cases, 
while  they  may  show  acute  symptoms  at 
the  onset,  are  likely  to  drag  along  into  an 
almost  chronic  stage.  For  instance,  it  is 
by  no  means  uncommon  to  see  a proved 
blood  stream  infection  of  the  kidney  that 
has  ultimately  resulted  in  massive  ab- 
scesses and  perinephritic  abscesses  going 
on  over  a period  of  many  months.  We 
also  use  the  word  subacute  to  indicate 
that,  except  for  the  group  above  specified, 
which  has  an  explosive  character,  very 
few  of  these  cases  require  emergency 
treatment  and  probably  only  a moiety 
of  them  will  require  operative  treatment 
at  all.  We  realize  that  this  is  quite  differ- 
ent from  the  view  that  has  been  com- 
monly held  in  the  past  in  regard  to  the 
lesion  here  described.  We  think  this 
difference  of  point  of  view  is  largely  due 
to  the  fact  that  at  that  time  only  a small 
proportion  of  the  cases  were  correctly 
diagnosed  and  the  opinion  was  very 
widely  held  that,  given  a blood  stream  in- 
fection in  which  the  kidney  might  be  ex- 
pected to  be  studded  with  small  abscesses, 
nothing  short  of  removal  of  the  kidney 
would  cure.  Since  that  time  we  have 
come  a long  way  and  are  well  aware  that 
lesions  of  this  type  frequently,  perhaps 
generally,  heal  without  surgical  assist- 
ance. The  two  complicating  conditions 
which  regularly  require  surgical  measures 
are:  (1)  massive  abscesses,  whose  recog- 


nition we  think  has  been  confused  rather 
than  assisted  by  the  term  carbuncle ; and 
(2)  perinephritic  abscess,  which  is  much 
more  frequent. 

Diagnosis 

The  fact  of  the  matter  is  that  correct 
diagnosis  in  this  condition  is  much  less 
common  than  we  should  like  to  have  it, 
largely  because  the  lesion  has  no  char- 
acteristic symptoms  that  it  is  likely  to 
be  confused  with  a variety  of  other  condi- 
tions associated  with  more  or  less  main- 
tained fever,  and  that  there  is  nothing  to 
draw  attention  sharply  to  infection  of  the 
urinary  tract.  Too  much  have  we  be- 
come accustomed  to  regard  infections  of 
the  urinary  tract  as  synonymous  with  the 
appearance  of  pus  in  the  urine.  As  a 
working  rule  this  is  true  only  for  those 
cases  in  which  the  infection  is  of  the  so- 
called  ascending  type  or  when  it  is  as- 
sociated with  an  obstructing  lesion  of  the 
kidney.  At  an  earlier  day,  when  ty- 
phoid fever  was  very  common,  when  the 
Widal  reaction  was  not  available  or  was 
in  its  infancy,  many  of  these  cases  were 
diagnosed  and  forsooth  treated  for  ty- 
phoid fever,  sometimes,  it  must  be 
admitted,  with  better  results  than  at- 
tached to  the  somewhat  later  period 
when  typhoid  could  be  excluded,  a le- 
sion of  the  kidney  was  suspected  and,  in 
our  enthusiasm,  we  were  likely  to  remove 
a considerable  number  of  perfectly  useful 
kidneys.  Today  the  diagnosis  of  a blood 
stream  infection  of  the  kidney  can  be 
accurately  made  in  the  vast  majority  of 
cases  if  we  have  the  luck  to  think  of  it. 
In  a large  number  of  cases  there  is  a 
significant  history  of  infection  elsewhere 
in  the  body.  On  the  other  hand,  we  have 
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been  interested  to  note,  in  going  over 
the  records  of  The  Mayo  Clinic,  that 
such  a history,  though  perfectly  clear, 
was  very  commonly  overlooked  until 
somebody  thought  of  the  lesion  and  then 
thought  to  inquire  of  the  patient  whether 
he  had  had  a previous  peripheral  infec- 
tion of  the  furuncle,  carbuncle,  or  in- 
fected wound  type  that  he  had  often 
entirely  forgotten  to  mention.  In  our 
experience  it  is  possible  to  obtain  un- 
questioned evidence  of  peripheral  infec- 
tion in  something  like  60  per  cent  of  the 
cases.  In  another  20  per  cent  the  site  of 
origin  appears  to  have  been  a recent 
acute  infection  of  the  upper  respiratory 
passages,  and  there  is  a balance  in  which 
the  point  of  origin  is  wholly  obscure. 

Symptoms 

As  already  pointed  out,  the  symptoms 
commonly  associated  with  these  lesions 
do  not  particularly  suggest  them.  Pain  is 
present  in  the  great  majority  of  cases  but 
frequently  occurs  over  the  lower  ribs, 
may  often  be  associated  with  a chill, 
may  last  a few  days,  and  is  often  con- 
fused with  some  infection  of  the  lung. 
Fever  is  almost  invariably  present  but 
again  is  not  characteristic.  Chills  are 
common  but,  taken  in  connection  with  the 
pain  that  the  patient  often  refers  to  in  the 
chest,  they  are  more  likely  to  lead  to  an 
unconfirmed  diagnosis  of  pneumonia  than 
to  suggest  a renal  origin.  Leukocytosis 
of  a relatively  high  grade  is  the  rule 
rather  than  the  exception  but  again 
such  a leukocytosis  would  be  expected  in 
various  types  of  pneumonia  and,  except 
for  typhoid  fever  which  is  now  a rare 
source  of  confusion,  is  not  helpful. 

Physical  Examination 

Here  again  the  findings  are  often  incon- 
clusive or  misleading.  A handsome  num- 
ber of  our  recent  cases  have  had  symp- 
toms early  in  the  disease  that  led  to 
a tentative  diagnosis  of  pneumonia. 
Where  the  condition  is  not  associated 
with  chills,  the  diagnosis  of  flu — what- 
ever that  may  mean — is  unfortunately 
common.  Physical  examination  of  the 
chest  may  often  give  vague  dullness  over 


the  base  of  one  lung  and  even  occasional 
rales,  particularly  in  the  early  days. 
The  examination  of  the  abdomen  in  the 
early  stages,  except  in  the  explosive  type, 
is  generally  negative.  The  urine  is 
habitually  normal.  Thus,  there  is  noth- 
ing to  attract  our  attention  to  the  site  of 
the  disease.  It  is  true  that  careful  and 
rather  skillful  examination  for  costo- 
muscular  tenderness  will  show  it  in 
practically  all  cases  but  it  is  readily  over- 
looked and  the  practice  of  punching 
patients  in  the  back,  more  politely  re- 
ferred to  as  lumbar  percussion,  is  more 
likely  to  be  misleading  than  helpful. 
The  greatest  probability  of  successful 
diagnosis  will  come  about  when  we  per- 
suade ourselves  to  include  blood  stream 
infections  of  the  kidney  as  a possibility  in 
all  cases  of  what  the  British  Army  used 
to  call  “Pyrexia  of  Unknown  Origin 
(P.U.O.).”  If,  when  we  are  at  a loss  for 
a diagnosis  in  a patient  whose  chief 
symptom  is  fever  with  a largely  nega- 
tive physical  examination,  we  will  take 
the  trouble  to  carry  out  certain  careful 
studies,  a correct  diagnosis  can  almost 
invariably  be  arrived  at.  These  methods 
may  be  arranged  in  order  as  follows : 

1.  In  the  early  days  of  the  disease, 
commonly  the  first  four  or  five  days  but 
occasionally  for  many  days,  staphylococci 
can  almost  invariably  be  found  in  the 
urine  if  it  be  skillfully  studied  by  centri- 
fuge, for  not  less  than  half  an  hour  at 
high  speed,  and  smear.  For  years  the 
observation  has  been  common  that  the 
cocci  thus  found  were  peculiarly  likely  to 
refuse  to  respond  to  the  guiles  of  the  bac- 
teriologist. In  something  like  half  of 
our  cases,  the  smear  of  the  centrifuged 
urine  shows  many  organisms.  The  cul- 
ture, carried  out  by  experts,  is  negative. 
This  may  be  due  to  the  fact  that  precisely 
the  right  culture  medium  is  not  selected 
or,  as  suggested  years  ago  by  the  late 
James  H.  Wright,  that  these  organisms 
have  been  damaged  in  their  stormy  pas- 
sage through  the  kidney  and  grow  feebly, 
if  at  all. 

2 . We  suggest  for  your  consideration  the 
possibility  that  the  intravenous  urogram 
may  be  of  service  at  this  period  quite  be- 
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yond  what  is  ordinarily  supposed.  The 
evidence  for  which  we  should  look  is  not 
that  of  deformity,  which  will  not  have 
developed  at  this  time,  but  of  diminished, 
irregular,  or  occasionally  absent  excre- 
tion on  that  side.  We  do  not  think  that 
there  is  yet  a sufficient  body  of  evidence 
to  warrant  us  in  positive  statements  upon 
this  point  but  we  note,  in  a review  of  our 
cases,  that  variations  in  excretion,  which 
might  be  interpreted  as  abnormal,  are 
very  common. 

3.  In  a relatively  early  stage  this 
lesion  often  gives  rise  to  perinephritis. 
Perinephritis  operates  to  limit  the  normal 
mobility  of  one  kidney  as  compared  with 
its  fellow  on  the  opposite  side.  This 
diminution  or  even  failure  of  mobility 
can  be  demonstrated  at  the  time  when 
intravenous  urography  is  employed  by 
films  taken  with  the  patient  almost 
literally  standing  on  his  head,  in  the 
horizontal  position,  and  finally  in  the 
vertical  position.  Generally  speaking, 
the  normal  kidney  should  have  a mobility 
roughly  equal  to  the  vertical  diameter  of 
his  lumbar  vertebra. 

Diagnostic  Methods  of  Value  in  the 
Later  Stages 

In  patients  who  are  seen,  as  many  of 
them  are,  from  three  weeks  to  six  months 
after  the  initial  symptoms,  the  following 
methods  of  diagnosis  will  be  of  great 
interest  and  value : 

1.  Obliteration  of  the  psoas  shadow 
and  scoliosis  with  the  convexity  away 
from  the  involved  side.  This,  of  course, 
is  suggestive  not  of  a lesion  of  the  kidney 
itself  but  of  perinephritic  suppuration. 

2.  The  position  of  the  kidney  as 
shown  by  the  intravenous  urogram  will 
not  infrequently  be  altered  again  by  the 
development  of  perinephritic  suppuration. 
It  may  be  pushed  inward,  outward,  or 
downward,  and  occasionally,  though 
rarely,  upward.  At  this  stage  the  test 
for  lack  of  mobility  will  be  almost  invari- 
ably positive. 

The  Retrograde  Pyelogram 

It  is  at  this  stage,  after  the  lapse  of  a 
few  or  many  weeks,  that  the  retrograde 


pyelogram  is  at  its  best.  It  will  regu- 
larly show  massive  abscess,  if  present. 
It  will  frequently  show  abnormality  of  a 
single  calix.  It  may  show  complete 
obliteration  of  a calix  either  by  massive 
abscess  that  is  still  shut  off  from  the  pel- 
vis, or,  as  is  not  sufficiently  recognized, 
by  the  compression  of  a calix  by  an  en- 
capsulated perinephritic  abscess  most 
common  in  our  experience  at  the  upper 
pole. 

Illustrative  Cases 

We  append  now  a series  of  recent  cases 
in  practically  all  of  which  the  diagnosis 
had  been  long  overdue  and  in  which  it 
could,  we  believe,  have  been  satisfactorily 
made  at  a much  earlier  period  if  the 
possibility  of  the  lesion  had  been  enter- 
tained. 

Case  1. — A married  woman  of  39  registered 
at  the  clinic  August  4,  1937.  She  came  on  ac- 
count of  recently  developed  hoarseness  which 
proved  to  be  due  to  a growth  on  the  left  vocal 
chord.  Her  general  physical  condition  was  ex- 
cellent. Urine  was  normal.  On  August  7 she 
was  operated  upon  by  thyrotomy,  the  left  vocal 
chord  was  removed,  and  a temporary  trache- 
otomy done.  Convalescence  from  this  operation 
was  smooth  and  satisfactory  though  with  the 
slight  amount  of  wound  infection  which  is  in- 
evitable. Her  fever,  however,  was  never  above 
101  F.  and  the  temperature  reached  normal 
on  the  seventh  day.  On  the  eighteenth  day 
she  had  an  attack  of  pain  in  the  right  side  and 
back.  Examination  at  this  time  showed  a pal- 
pable, apparently  enlarged  right  kidney  with 
marked  costovertebral  tenderness.  The  urine 
was  normal  in  all  respects.  The  hemoglobin 
was  72  per  cent  and  the  leukocyte  count,  9,700. 
Her  fever  continued  to  rise  and  reached  104  F. 
with  a chill  on  the  twentieth  day;  this  was  re- 
peated on  the  twenty-second  day,  after  which 
the  temperature  fell  to  normal  on  the  twenty- 
third  only  to  rise  again  on  the  twenty-fifth  and 
reach  105  F.  on  the  twenty-seventh.  At  this 
time  the  leukocyte  count  was  9,200  and  9,800. 
The  fever  slowly  declined  and  the  temperature 
reached  normal  on  the  thirty-third  day.  During 
this  period  there  was  continued  tenderness  over 
the  kidney.  The  urine  was  continuously  normal 
except  for  the  presence,  in  a centrifuged  speci- 
men, of  many  cocci.  An  intravenous  urogram 
done  on  the  eighteenth  day  after  operation 
showed  a normal  excretion  on  the  left  with 
incomplete  filling  on  the  right  that  was  in 
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marked  contrast  (Fig.  la).  It  was  noted  that 
the  shadow  of  the  psoas  muscle  was  clear  on  both 
sides.  An  attempt  was  made  to  catheterize  the 
ureter  on  the  twenty-second  day  but  this  failed 
through  coiling  of  the  catheter.  The  ureter 
was,  however,  satisfactorily  catheterized  on  the 
twenty-seventh  day  just  at  the  time  of  the  second 
rise  of  temperature.  Urine  obtained  from  this 
kidney  was  normal  and  there  was  no  evidence  of 
obstruction.  On  the  thirty-fourth  day  a retro- 
grade pyelogram  was  done  that  showed  a normal 
pelvis  but  with  some  possible  irregularity  in  the 
middle  and  lower  calices.  At  this  time  Gram- 
positive cocci  were  obtained  from  the  bladder. 
From  this  point  she  made  a normal  convalescence 
and  was  dismissed. 

She  returned  on  December  9,  at  which  time 
the  urine,  though  still  normal,  contained  Gram- 
negative cocci.  An  intravenous  urogram  taken 
at  this  time  showed  much  better  filling  than  three 
and  one-half  months  previously  and  was  prob- 
ably within  normal  limits.  (Fig.  1&) . 

It  seems  quite  clear  that  this  patient 
had  an  acute  blood  stream  infection  of 
the  right  kidney  coming  on  as  a com- 
plication of  operation  upon  the  larynx. 
This  did  not  result  in  any  marked  peri- 
nephritis or  perinephritic  abscess.  The 
pyelograms,  both  intravenous  and  retro- 
grade, clearly  demonstrated  the  absence 


Fig.  lb 


of  massive  abscess.  As  a result  there 
was  no  indication  for  operation  at  any 
time. 

Case  2. — An  unmarried  woman  of  22  registered 
August  23,  1937.  Two  months  before,  she  had 
had  an  attack  of  pain  over  the  left  lower  chest. 
Cough  was  painful  but  unproductive.  A diag- 
nosis of  pneumonia  was  made.  She  went  back 
to  work  after  two  weeks  but  had  not  felt  up  to 
par,  and  about  August  1 began  to  have  more 
pain  in  the  left  upper  quadrant  radiating  into 
the  back.  This  was  followed  by  several  chills. 

On  admission,  physical  examination  was  gener- 
ally negative  except  for  fever  of  101.6  F.  and  a 
pulse  rate  of  120.  Examination  of  the  chest 
showed  dullness  to  percussion  over  the  left  lower 
lobe.  Abdominal  examination  showed  slight 
tenderness  in  the  left  upper  quadrant.  Exami- 
nation of  the  urine  on  August  25  and  on  several 
subsequent  occasions  was  persistently  negative. 
Blood  urea  was  36.  Examination  of  the  blood 
disclosed  moderate  secondary  anemia,  an  eryth- 
rocyte count  of  3,670,000,  a leukocyte  count  of 
21,500  and  85  per  cent  of  neutrophils.  X-ray 
of  chest  was  negative.  A scout  plate  of  the 
KUB  tract  was  negative  except  for  some  scoliosis 
and  rotation  of  dorsal  and  lumbar  spine.  X-ray 
of  colon  showed  a filling  defect  in  the  dome  of  the 
splenic  flexure,  probably  due  to  outside  pres- 
sure. An  intravenous  urogram  on  August  26 
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Fig.  2 


Fig.  3 a 


showed  that  the  right  kidney  pelvis  was  not  very 
well  outlined  but  apparently  normal;  on  the 
left  side  it  showed  some  flattening  of  the  middle 
and  lower  calices  (Fig.  2).  Two  days  later  a 
retrograde  pyelogram  showed  slight  clubbing  of 
the  upper  and  lower  calices  and  slight  dilatation 
of  the  ureter;  the  outline  of  the  psoas  muscle 
was  a little  vague  on  the  right  side.  During  the 
nine  days  in  the  hospital  before  operation  she 
continued  to  have  an  irregular  fever,  the  tem- 
perature varying  from  normal  to  103  F.  Experts 
differed  in  regard  to  the  diagnosis,  the  urologist 
taking  the  view  that  there  was  no  evidence  of 
perinephritic  abscess,  while  the  internist  believed 
that  it  was  present.  On  September  2,  ten  days 
after  admission,  the  left  kidney  region  was  ex- 
plored and  a large  perinephritic  abscess  was 
found  on  the  anterior  and  superior  aspects  of 
the  kidney.  Cultures  from  the  pus  showed 
Staphylococcus  aureus.  From  this  operation 
she  made  an  uneventful  convalescence. 

This  case  illustrates  the  possibility  of 
confusion  between  pneumonia  and  acute 
blood  stream  infections  of  the  kidney. 
In  view  of  the  finding,  we  think  there 
can  be  no  doubt  that  she  had  a blood 
stream  infection  of  the  kidney  some  two 
months  previous  to  her  admission.  This 
resulted  in  a perinephritic  abscess  that 
developed  slowly  but  was  of  consider- 


able size  before  the  diagnosis  was  satis- 
factorily made. 

Case  3. — A man  of  57  registered  June  30,  1937. 
His  wife  had  noticed  that  he  had  been  slowly 
losing  strength  since  Christmas  and  had  had  an 
irregular  fever  certainly  during  the  last  three 
weeks.  He  had  been  in  bed  for  five  weeks. 
His  only  complaint  was  pain  in  the  abdomen, 
generally  referred  to  the  right  lower  quadrant, 
and  he  tended  to  relate  it  to  the  condition  of  his 
bowels.  He  had  lost  30  pounds  in  the  last  six 
months;  he  weighed  117  pounds  when  he  was 
admitted  to  the  clinic. 

Physical  examination  was  negative  except  as 
below  described.  Heart  and  lungs  were  normal. 
Abdomen  showed  marked  loss  of  weight  with  a 
mass  in  the  epigastrium  which  was  slightly 
tender;  a sensitive  area  was  present  over  the 
twelfth  rib  posteriorly.  He  was  sent  at  once  to 
the  hospital.  On  July  1 and  on  many  subse- 
quent occasions  the  urine  was  always  within 
normal  limits.  Blood  urea  was  28.  His  hemo- 
globin was  about  60  per  cent,  the  erythrocyte 
count  was  3,800,000,  the  leukocyte  count  was 
10,800,  and  the  percentage  of  neutrophils  was  80. 
Sedimentation  rate  was  90.  X-ray  of  the  chest 
was  negative  as  was  the  study  of  the  large  in- 
testine and  terminal  ileum.  On  July  2 an  in- 
travenous urogram  showed  that  the  left  kidney 
was  well  visualized  in  five  minutes  and  normal 
in  all  respects;  in  the  right  kidney  the  lower 
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Fig.  3b 


Fig.  3c 


calix  was  not  well  outlined  but  the  upper  calix 
was  normal  (Fig.  3 a and  3b).  On  July  6,  a 
retrograde  pyelogram  of  the  right  kidney  showed 
slight  dilatation  of  the  calices  but  was  otherwise 
normal.  It  was  noted  that  the  psoas  muscle  was 
obscured  on  the  right  side  (Fig.  3c).  On  this 
evidence  of  a kidney  with  possibly  abnormal 
secretion  but  without  evidence  of  massive  abscess 
and  absence  of  the  psoas  shadow  on  the  right, 
a diagnosis  of  perinephritic  abscess  was  made 
and  drainage  done  on  July  9.  By  this  time  the 
evidence  of  suppuration  was  clear,  as  there  was 
edema  of  the  subcutaneous  tissues  and  the  ab- 
scess was  found  directly  beneath  the  muscles. 
The  cavity  lay  external  to  the  kidney  and  ex- 
tended downward  for  some  distance  below  the 
lower  pole.  It  was  judged  to  contain  about  150 
cc.  of  pus.  The  abscess  was  drained  with  a rub- 
ber tube  and  convalescence  was  completely 
uneventful. 

In  this  case  the  importance  of  the 
evidence  obtained  by  the  intravenous 
urogram  and  retrograde  pyelogram  is 
considerable  as  showing  that,  even  with 
the  long  duration,  there  was  no  clear 
evidence  of  massive  abscess  of  the 
kidney  though  the  behavior  of  the  kidney 
showed  abnormal  secretion  except  in  the 
upper  pole.  The  absence  of  normal 
psoas  shadow  made  the  diagnosis  of 


perinephritic  abscess  practically  certain. 
Under  these  circumstances,  there  was  no 
indication  for  exploring  the  kidney. 

Case  4. — A man  of  34  registered  at  the  clinic 
September  16,  1937.  On  July  10  he  had  had  a 
chill,  fever,  and  had  felt  weak  and  tired.  Several 
days  later  he  discovered  that  he  had  a fever  with 
a little  cough.  He  went  to  another  hospital  on 
July  17  and  remained  for  two  weeks.  He  was 
told  that  he  had  pneumonia.  Three  weeks  be- 
fore coming  to  the  clinic  he  had  another  chill 
which  was  followed  by  a temperature  of  103  F. 
A little  cough  occurred  at  this  time.  He  re- 
turned to  the  hospital  where  he  remained  until 
coming  here.  At  the  time  he  came  to  the  clinic 
he  had  a dull  pain  in  the  right  upper  quadrant 
that  was  made  worse  by  deep  breathing.  He 
has  had  slight  dyspnea  with  moderate  un- 
productive cough.  Of  late  he  has  had  nightly 
sweats. 

Examination  showed  a flushed,  sick-looking 
man.  The  heart  was  negative  except  for 
tachycardia.  An  area  of  dullness  was  observed 
at  the  base  of  the  right  lung,  which  extended 
downward  from  the  lower  part  of  the  scapula; 
no  breath  sounds  were  heard  and  tactile  fremitus 
was  absent  or  diminished  over  this  area.  The 
left  lung  was  clear.  The  patient  was  sent  di- 
rectly to  the  hospital.  The  urine  was  normal  on 
several  occasions.  Blood  urea  was  32.  The 
blood  showed  moderate  secondary  anemia; 
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the  leukocyte  count  varied  from  17,700  to  19,900. 
X-ray  of  the  chest  showed  elevation  of  the  dia- 
phragm on  the  right.  The  lungs  were  clear. 
A scout  plate  of  the  KUB  tract  was  interpreted 
as  negative.  The  medical  consultant  felt  a mass 
in  the  upper  right  quadrant,  which  he  thought 
was  an  enlarged  kidney.  An  x-ray  on  September 
20  showed  that  the  psoas  shadow  was  absent 
on  the  right  but  well  marked  on  the  left  (Fig.  4a). 
Intravenous  urogram  showed  outline  of  a large 
right  kidney ; excretion  on  the  left  was  normal  in 
all  respects;  on  the  right  side  the  renal  pelvis 
and  kidney  were  displaced  laterally  and  there 
was  poor  visualization  of  calices.  Three  days 
later  a retrograde  pyelogram  showed  that  the 
calices  were  essentially  normal  and  that  the 
kidney  was  displaced  laterally.  A diagnosis  was 
made  of  right  perinephritic  abscess  surrounding 
the  upper  pole  (Fig.  4b).  At  this  time  a history 
of  “boils”  previous  to  the  onset  of  the  disease 
was  first  obtained.  During  the  first  week,  while 
examinations  were  being  made,  he  had  a fever 
varying  from  100  to  104  F.  On  September  23, 
operation  revealed  a perinephritic  abscess,  as 
above  suggested,  with  some  apparent  destruction 
of  the  renal  cortex.  Bacteriologic  examination 
disclosed  Staphylococcus  aureus.  Following  op- 
eration his  temperature  was  less  high  and  re- 
turned to  normal  on  the  eighth  day,  though 
there  was  a slight  rise  on  the  eighteenth  and 
nineteenth  days.  Previous  to  his  dismissal  on 
October  30  another  intravenous  urogram  was 


[N.  Y.  State  J.  M. 


Fig.  4b 


done.  This  showed  continued  absence  of  the 
psoas  shadow  on  the  right,  excretion  of  the 
medium  of  normal  amount,  but  with  some 
failure  of  visualization  of  the  middle  calix  (Fig. 
4c).  The  kidney  was  still  displaced  downward. 
The  left  kidney  was  normal  in  all  respects. 

This  patient  again  illustrates  the  ease 
with  which  a blood  stream  infection  of 
the  kidney  may  be  confused  with  pneu- 
monia. It  also  shows  the  accuracy  with 
which  prediction  of  the  nature  of  the 
condition  and  its  position  can  be  made. 

Case  5. — A man  of  61  registered  December  21, 
1937.  On  the  previous  August  25,  while  driving 
his  car,  he  had  felt  a sudden  sharp  pain  over  the 
lower  portion  of  the  left  chest.  This  lasted  but  a 
few  minutes  but  after  it  subsided  he  did  not  feel 
well.  The  next  day  he  had  a chill  lasting  forty- 
five  minutes.  Three  days  later  he  had  further 
chills  and  pain  developed  in  the  upper  quadrant 
of  the  abdomen;  the  pain  persisted.  Chills, 
however,  did  not  return  until  the  middle  of 
December.  There  was  no  disturbance  of  the 
urinary  tract.  He  had  lost  10  pounds.  There 
was  persistent  pain  in  the  left  upper  quadrant. 

Examination  showed  recent  loss  of  weight. 
The  heart  was  slightly  enlarged.  The  lungs 
were  negative.  Abdominal  examination  was 
negative,  but  tenderness  and  muscle  spasm  were 
present  in  the  left  flank.  The  urine  was  normal. 
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Fig.  4 c 


The  blood  urea  was  48.  Examination  of  the 
blood  disclosed  slight  secondary  anemia,  an 
erythrocyte  count  of  4,200,000,  a leukocyte 
count  of  12,800,  and  89.5  per  cent  neutrophils. 
X-ray  of  chest  showed  old  interlobar  pleural 
thickening  at  the  level  of  the  fifth  rib  anteriorly 
on  the  right.  A scout  plate  of  the  KUB  tract 
was  negative  except  for  increased  density  over 
the  lower  portion  of  the  sacrum.  Intravenous 
urogram  on  December  24  showed  scoliosis,  with 
convexity  to  the  right ; neither  psoas  shadow  was 
well  visualized.  Excretory  urogram  showed 
that  the  right  kidney  was  normal  but  that  the 
left  kidney  was  pushed  medially;  the  pelvis 
was  within  normal  limits  and  the  calices  were 
fractionally  outlined  (Fig.  5a).  Left  retrograde 
pyelogram  was  normal  except  for  displacement 
of  kidney  medially  (Fig.  5b).  On  this  evidence, 
a diagnosis  of  perinephritic  abscess  without  mas- 
sive abscess  of  the  kidney  was  made  and  opera- 
tion done  on  December  24.  A large  perine- 
phritic abscess  was  found  and  drained.  Opera- 
tion was  followed  by  a chill.  On  the  second  day 
there  was  evidence  of  marked  wound  infection 
and  drainage  from  the  wound  had  a fecal  odor. 
On  the  third  day  he  had  frequent  desire  to  empty 
his  bowels  but  without  success.  He  went  into 
collapse  and  died  quite  suddenly  at  midday, 
with  a subnormal  temperature.  Autopsy  re- 
fused. 

This  case  again  shows  the  danger  of 
confusion  between  a blood  stream  in- 


Fig.  5b 


fection  of  the  kidney  and  some  type  of 
pneumonia. 

It  will  be  noted  that  all  of  this  group  of 
cases  occurred  during  the  second  half  of 
the  year  1937  and  are,  therefore,  recent. 
They  were  selected  only  in  the  sense  that 
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they  presented  problems  of  some  dif- 
ficulty and  were,  therefore,  carefully 
studied.  A much  larger  group  could 
have  been  used. 

1.  Case  1 is  chiefly  interesting  as 
illustrating  the  possibility  of  blood  stream 
infections  of  the  kidney  occurring  during 
convalescence  from  some  surgical  opera- 
tion and,  we  think,  particularly  in  rela- 
tion to  operations  upon  the  mouth  and 
throat.  This  patient  showed,  during  her 
convalescence,  unexplained  fever  that 
could  not  be  accounted  for  by  the  wholly 
satisfactory  condition  of  her  operative 
wound.  Careful  study  demonstrated  the 
nature  of  the  lesion,  the  fact  that 
it  did  not  require  surgical  treatment, 
and  that  complete  recovery  would  take 
place. 

2.  The  other  cases  rather  strikingly 
illustrate  the  common  mimicry  by  blood 
stream  infections  of  the  kidney  of  a lesion 
of  the  lung.  This  is  today  perhaps  the 
most  common  source  of  confusion.  For- 
tunately we  are  now  able  to  be  very  ac- 
curate in  our  diagnosis  of  pulmonary 
lesions  by  the  use  of  x-ray  films.  These 
cases  strongly  suggest  the  importance  of 
carefully  entertaining  the  possibility  of  a 
blood  stream  infection  of  the  kidney  when 
the  lung  fields  are  fpund  to  be  within 
normal  limits  though  the  clinical  signs 
have  suggested  pneumonia. 

3.  These  cases  interestingly  illustrate 
the  slow  development  of  perinephritic 
abscess  and  the  tremendous  waste  of 
time  which  is  commonly  involved  in  their 
treatment.  It  is  quite  safe  to  say  that 
in  every  one  of  the  last  4 cases  the  diagno- 
sis could  have  been  made  at  a much 
earlier  period  if  the  patient  had  consulted 
a physician  and  if  the  lesion  had  been 
thought  of. 

4.  These  cases  illustrate  the  pos- 
sibility, by  the  use  of  the  retrograde 
pyelogram,  of  excluding  the  presence  of 
massive  abscess  of  the  kidney  in  the  pres- 
ence of  perinephritic  abscess.  Where 
massive  abscess  can  be  excluded,  then 
drainage  of  the  perinephritic  abscess 
should  lead  to  recovery.  Where  massive 
abscess  is  present  with  perinephritic 
abscess,  then  some  treatment  of  the 


kidney  itself,  even  its  secondary  removal, 
may  be  necessary. 

5.  We  want  to  raise  the  question, 
which  we  think  is  as  yet  unanswerable 
from  the  evidence,  of  whether  or  not 
blood  stream  infections  of  the  kidney, 
during  their  active  stage  and  during  the 
presence  of  perinephritic  abscess,  un- 
favorably affect  the  excretion  of  the 
substances  used  for  intravenous  urogra- 
phy. We  have  a small  series  of  cases  in 
which  excretion  was  practically  absent  or 
very  slight  in  a kidney  which  turned 
out  to  be  substantially  normal  after 
drainage  of  a perinephritic  abscess.  The 
cases  here  reported  suggest  that  excre- 
tion of  these  substances  has  been  inter- 
fered with  but  not  sufficiently  to  make  the 
appearances  of  clearly  diagnostic  value  in 
the  present  state  of  our  knowledge. 

Treatment 

We  do  not  propose  to  take  up  your 
time  with  any  elaborate  discussion  of  the 
problems  of  treatment.  We  do,  how- 
ever, want  to  voice  again  our  complete 
conviction  that  these  patients  rarely, 
if  ever,  present  a condition  author- 
izing early  exploration  or  removal  of  the 
kidney.  Too  much  have  we  overlooked 
two  important  factors:  (1)  The  on-the- 

whole  large  probability  that  lesions  pro- 
duced by  the  staphylococcus  will  heal 
of  their  own  will  and  accord  if  given  a de- 
cent opportunity;  and  (2)  that  the  kidney 
has  an  unusual  ability,  perchance  due  to 
its  large  blood  supply,  ultimately  to  over- 
come extensive  suppuration  unassisted 
by  the  violence  which  we  euphemistically 
call  surgery.  The  criteria  which  should 
influence  us  to  undertake  operation  are, 
broadly  speaking,  two : 

1.  Evidence  that  the  patient  is  not 
showing  ability  to  stand  off  the  disease. 
This  evidence  will  frequently  consist  in 
the  development  of  a slowly  progressive 
anemia,  in  loss  of  weight,  loss  of  appetite, 
frequent  occurrence  of  chills,  or  a main- 
tained fever.  Much  reliance  may  be 
placed  upon  the  pulse  rate.  If  this  rules 
within  normal  limits,  we  may,  as  a rule, 
hold  our  hand.  If  it  shows  a slowly 
progressive  tendency  to  rise,  it  is  strong 
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evidence  that  the  patient  is  losing  ground 
and  requires  our  assistance. 

2.  The  development  of  evidence  of 
perinephritic  abscess.  One  of  us  (H.  C.) 
has  voiced,  elsewhere  on  several  occasions, 
the  conviction  that  perinephritic  abscess 
is  almost  invariably  the  result  of  a blood 
stream  infection  of  the  kidney  resulting 
in  a cortical  lesion,  often  in  itself  of  no 
great  moment,  but  which,  breaking 
through  the  capsule  and  finding  itself 
loose  in  the  perinephritic  fat,  will  con- 
tinue to  develop  quite  without  symptoms 
though  almost  always  with  fever.  It  is  a 
striking  fact  that,  though  the  onset  of  the 
kidney  infection  may  be  properly  char- 
acterized as  acute,  this  acute  phase  disap- 
pears, giving  place  to  a prolonged  pyrexia 
with  practically  nothing  to  show  for  it. 
Abscesses  of  literally  enormous  dimen- 
sions may  develop  without  making  them- 
selves apparent  on  physical  examination. 
Perinephritic  abscess  probably  always 
requires  drainage.  I modify  this  state- 
ment from  the  absolute  which  I should 
have  used  two  years  ago  because  I have 
seen  with  my  own  eyes  2 patients,  1 of 
my  own  and  1 which  I saw  in  consulta- 
tion with  a colleague  in  Great  Britain, 
in  whom  all  of  the  evidence  of  a healed 
perinephritic  suppuration  of  large  ex- 
tent, namely  scar  tissue  of  recent  origin, 
and  inspissated  pus  were  found.  The 
patient  in  both  cases,  however,  had  suc- 
ceeded in  conquering  his  lesion  before  we 
had  made  up  our  minds  in  regard  to  the 
diagnosis. 

Discussion 

Dr.  Leo  E.  Gibson,  Syracuse — Dr.  Cabot  has 
given  us  some  very  important  points  in  his  dis- 
cussion of  this  interesting  clinical  group.  The 
majority  of  discussions  involve  a variety  of  ter- 
minology and  views  concerning  the  diagnosis  and 
management.  There  are  those  who  claim  that  it 
is  an  easy  diagnosis  as  well  as  those  who  consider 
it  a difficult  diagnosis.  The  treatment  has  en- 
joyed a similar  state  of  confusion.  Masterful 
inactivity  is  adhered  to  by  some,  while  early  sur- 
gery is  equally  well  supported. 

No  generally  accepted  classification  has  been 
applied  to  this  group  of  infection.  They  have 
been  reported  and  discussed  in  the  medical 
literature  under  a wide  variety  of  names,  some 


articles  listing  as  many  as  fifteen  different  terms. 
The  infrequent  occurrence  of  the  very  acute  ful- 
minating type  demanding  emergency  nephrec- 
tomy for  relief  in  my  series  of  cases  leads  me  to 
believe  that  more  emphasis  is  placed  on  it  than 
is  indicated.  It  is  usually  part  of  a general  over- 
whelming sepsis,  and  both  kidneys,  as  well  as 
the  lungs  and  other  organs  may  be  involved. 
In  sharp  contrast  to  this  type,  there  is  a mild 
group  characterized  by  pain,  fever,  and  tender- 
ness of  short  duration.  In  this  group  cocci  may 
be  found  in  the  centrifuged  urine  as  described  by 
Dr.  Cabot.  These  cases  may  belong  to  the 
group  described  as  diffuse  staphylococci  nephrites 
and  are  probably  often  undiagnosed.  The 
patients  recover  without  operation.  I believe 
this  group  is  the  one  which  Dr.  Cabot  refers  to 
more  particularly.  Between  these  two  groups 
occurs  the  single  abscess  in  the  cortex,  multiple 
abscesses,  and  the  carbuncle.  This  last  term  I 
think  is  confusing.  In  my  experience  these 
types  require  some  sort  of  surgery  for  relief 
because  they  usually  are  followed  by  perine- 
phritic infection. 

The  diagnosis  is  difficult  in  some  cases,  such 
as  the  single  abscess  in  which  the  pain  and 
tenderness  are  less  than  in  the  carbuncle.  If  the 
surgeon  thinks  of  a blood  stream  infection  of 
the  kidney  as  a cause  of  long-continued  pyrexia, 
he  may  be  inspired  to  dig  out  a history  of  a focal 
infection  or  abrasion  as  a result  of  which  only 
a scar  remains,  the  whole  process  having  been 
entirely  forgotten  by  the  patient.  This  history 
should  suggest  the  application  of  all  the  methods 
of  diagnosis  so  ably  described  by  Dr.  Cabot. 
All  of  these  signs  may  not  be  positive,  but  enough 
will  be  learned  to  direct  attention  definitely 
to  the  kidney  area.  To  know  just  when  a coccus 
kidney  has  become  a perinephritic  abscess, 
unless  the  case  is  an  advanced  one,  I believe  is 
quite  impossible. 

To  emphasize  the  confusion  in  diagnosis  and 
the  vagaries  in  the  clinical  picture  described  by 
Dr.  Cabot  I shall  briefly  mention  3 cases. 

A male,  aged  41  years,  with  a complaint  of 
cough,  duration  six  months,  pain  in  upper  right 
quadrant  of  the  abdomen  radiating  across  to  the 
left.  Three  months  before,  he  was  told  he  was 
suffering  from  pulmonary  tuberculosis  and 
was  sent  to  a sanatorium  for  treatment.  He  was 
x-rayed  and  finally  sent  home  without  a diagno- 
sis. On  admission  the  temperature  was  104.8  F. 
and  there  was  a leukocytosis  of  16,000.  On  ex- 
amination there  was  no  pain  or  tenderness  in 
the  abdomen  or  costovertebral  angle.  Due  to 
the  presence  of  pus  cells  in  the  urine  I was  asked 
to  cystoscope  him.  The  study  revealed  infec- 
tion and  decreased  function  of  the  right  kidney. 
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The  urine  showed  a staphylococcus.  An  intra- 
venous pyelogram  showed  decreased  function 
and  absence  of  the  upper  calix,  which  was  con- 
firmed by  retrograde  pyelogram.  At  operation  a 
massive  perinephritic  abscess  was  drained. 
The  patient  recovered  after  a hospitalization  of 
three  months. 

In  this  patient  the  condition  was  confused 
with  tuberculosis.  There  was  a prolonged 
chronic  illness  with  no  physical  findings.  Marked 
pressure  in  the  costovertebral  angle  and  abdo- 
men produced  no  pain. 

A female,  aged  48  years,  ill  four  weeks,  two 
of  which  she  spent  in  her  bed.  The  complaint 
was  left  lumbar  pain,  worse  on  deep  inspiration. 
There  were  slight  chills  with  elevation  of  tem- 
perature to  102  F.  The  leukocytosis  was  14,000. 
No  history  of  previous  infection  could  be  elicited. 
The  blood  cultures  and  urine  were  negative. 
On  examination  there  was  tenderness  over  the 
left  kidney.  Cystoscopy  and  pyelography  were 
negative.  The  x-ray  did  reveal  a scoliosis  away 
from  the  left  side.  A diagnosis  of  cortical  renal 
abscess  was  made.  Two  days  after  admission 
the  temperature  became  normal,  the  pain  and 
tenderness  disappeared,  and  the  patient  refused 
surgery.  Twelve  days  later  all  the  symptoms 
and  signs  returned,  more  severe  than  before. 
At  operation  a large  perinephritic  abscess  was 
drained  that  did  not  heal  completely  for  three 
months. 

This  patient  was  relieved  of  all  subjective  and 
objective  symptoms  when  the  cortical  abscess 
drained  spontaneously  into  the  perineal  space, 
all  of  which  recurred  upon  the  development  of 


a large  perinephritic  abscess.  This  patient, 
undoubtedly,  would  have  been  spared  the  dis- 
comfort of  a perinephritic  abscess  and  a long 
convalescent  period  involving  many  weeks  of 
drainage  from  the  incision  if  an  early  operation 
had  been  submitted  to. 

Entirely  different  is  the  case  of  a young  male, 
aged  27  years,  who  three  weeks  following  an  in- 
fected laceration  of  the  hand  had  a temperature 
of  102  F.  and  pain  in  the  right  costovertebral 
angle.  The  wound  on  the  hand  had  entirely 
healed  and  only  a scar  remained.  There  was  a 
leukocytosis  of  8,300.  The  pyelogram  was  nor- 
mal, as  well  as  the  renal  function.  The  urine 
showed  a staphylococcus.  There  was  a curva- 
ture of  the  spine  away  from  the  right  side.  At 
operation  a single  cortical  abscess  the  size  of  a 
five-cent  piece  was  found  and  drained.  He  was 
completely  healed  and  well  fifteen  days  after 
operation.  From  the  character  and  position  of 
this  abscess  I am  sure  that  a perinephritic  abscess 
with  all  its  extensive  morbidity  and  possible 
kidney  damage  would  have  resulted. 

We  all  wish  to  be  conservative  in  dealing  with 
this  infection.  The  problem  is  one  of  early  and 
correct  diagnosis.  There  are  two  questions 
which  occur  to  me.  Having  made  a diagnosis 
of  blood  stream  infection  of  the  kidney,  are  we 
able  to  tell  how  extensive  it  is,  except  when  there 
is  pelvic  deformity?  By  delaying  drainage  until 
there  is  a rapid  pulse,  anemia,  and  signs  of  sep- 
sis are  we  not  permitting  more  extensive  kidney 
destruction?  We  certainly  invite  the  formation 
of  a perinephritic  abscess  with  all  its  complica- 
tions. 


HOW  CAME  THE  STETHOSCOPE? 

Rene  Theophile  Hyacinthe  Laennec,  medical 
pioneer,  was  inspired  to  experiment  by  watching 
some  children  at  play  in  the  Louvre  gardens. 
They  were  testing  the  sound  of  their  voices  on  a 
hollow  piece  of  wood.  So  he  made  a tube  of 


rolled  glued  paper  and  applied  it  to  the  bare 
chest.  That  was  the  beginning  of  the  stetho- 
scope which,  from  the  Greek  derivation,  means 
“chest”  and  “to  observe”  or  “regard.” 

— Sedgwick  Co.  (Kans.)  Medical  Bulletin 


A total  of  313,953  working  days  was  lost  in 
Ohio  industries  during  1937  as  a result  of  44,876 
eye  injuries,  according  to  the  annual  report 
issued  by  the  Industrial  Commission  of  Ohio. 
One  able-bodied  laborer,  working  six  days  a 
week,  would  have  to  work  over  1,000  years  to  ac- 
complish the  work  that  was  lost  through  such 
injuries — many  of  which  could  have  been  pre- 
vented ! — Sight  Saving  Review 


The  annual  meeting  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society, 
Inc.  will  be  held  at  the  Drake  Hotel,  Chicago, 
May  9,  10,  and  11.  The  scientific  program  is 
distinctly  practical,  including  symposia  on  the 
care  of  the  patient  following  operations  for  sepsis 
of  otitic  origin,  care  of  mastoid  wounds,  final  re- 
sults in  operations  for  chronic  suppurative  para- 
nasal sinusitis,  and  voice  defects. 


THE  PATCH  TEST 

An  Evaluation  of  Its  Possible  Dangers 

Paul  E.  Bechet,  M.D.,  New  York  City 


Allergy  in  its  relation  to  the  skin 
L is  a comparatively  recent  contri- 
bution to  the  progress  of  medicine.  Most 
of  the  investigative  work  accomplished 
to  date  has  originated  within  the  past 
ten  years.  Certain  principles  that  gov- 
ern youth,  whether  in  men  or  manners, 
or  accomplishment,  are  also  true  of  allergy 
in  its  relation  to  dermatology.  It  is 
wobbly,  and  rather  uncertain  in  its  gait. 
Its  proponents  are  self-contradictory  and 
it  presents  a maze  of  theory  couched  in  a 
technical  language,  which  is  difficult  for 
the  practical  man  to  understand.  We 
are  told  that  a positive  reaction  to  skin 
tests  does  not  always  mean  that  the  sub- 
stance causing  the  positive  reaction  is 
also  the  cause  of  the  pre-existing  der- 
matitis, nor  does  a negative  test  mean 
that  the  existing  dermatitis  is  not  caused 
by  the  substance  showing  negative  find- 
ings. There  is  the  bugbear  of  polyvalent 
sensitization  to  be  accounted  for.  A 
quibbling  matter,  but  nevertheless  an 
irritating  one,  is  the  rather  frequent  ref- 
erence by  the  allergist  to  “allergic  der- 
matitis.” I believe  it  was  the  late  Dr. 
Walter  Highman  who  correctly  stated 
that  it  was  the  individual  who  was  aller- 
gic, and  not  the  dermatitis. 

The  allergist  has  another  common 
fault  of  youth.  I have  not  infrequently 
observed  that  in  the  presence  of  a severe, 
universal  eczematoid  dermatitis  all  treat- 
ment is  directed  to  the  allergic  side,  and 
little  or  nothing  is  done  to  relieve  the  pa- 
tient. This  is  important,  for  we  know 
that  even  in  the  instances  in  which  a sub- 
stance is  definitely  proved  as  the  etiologic 
factor  of  the  dermatitis,  elimination  of 
that  factor  does  not  immediately  result 
in  the  amelioration  of  the  symptoms,  and 
that  an  appropriate  topical  application 
can  prove  of  great  benefit  in  accelerating 


recovery.  In  the  pre-allergy  days,  some 
thirty  years  ago,  patients  suffering  from 
what  was  then  called  eczema,  and  which 
we  now  recognize  as  dermatoses  caused 
by  hypersensitivity,  were  not  infrequently 
cured  with  a combination  of  diet,  internal 
and  local  treatment,  and  without  any 
inkling  whatsoever  of  anaphylaxis.  How- 
ever, there  is  no  question  of  a doubt  that 
due  entirely  to  the  efforts  of  dermatolo- 
gists, allergy  in  relation  to  the  skin  has 
proved  itself  the  greatest  advance  made  in 
our  field  in  half  a century;  and  I venture 
to  prophesy  that  in  the  light  of  future 
knowledge  it  will  revolutionize  the  etio- 
logic facts  of  the  eczematoid  dermatitides, 
greatly  diminish  the  incidence  of  contact 
dermatitis,  and  sweep  away  the  present 
discrepancies,  which,  after  all,  are  more 
apparent  than  real.  The  etiology  of  ec- 
zematoid dermatitis  will  be  found  to  be 
entirely  due  to  hypersensitivity,  by  either 
endogenous  or  exogenous  substances, 
which  will  be  definitely  determined  by 
skin  tests.  Much  of  the  groundwork  has 
already  been  done,  and  the  distinct  ad- 
vance already  made  can  be  compared 
favorably  with  the  emergence  of  derma- 
tology from  the  benighted  era  of  the  dar- 
trous  diatheses  of  the  earlier  half  of  the 
nineteenth  century. 

The  patch  test  was  first  introduced  by 
that  master  in  modern  dermatology,  Jo- 
seph Jadassohn.1  In  1895  he  reported 
the  observation  of  a generalized  eczema- 
tous mercurial  dermatitis  following  the 
injection  of  a mercurial  compound.  The 
entire  surface  of  the  skin  was  covered 
by  the  eruption  with  the  exception  of  one 
area  which  was  entirely  free.  On  inves- 
tigation it  was  found  that  on  the  area  free 
from  eruption  a mercurial  plaster  had 
been  applied  some  time  previously.  The 
observance  of  this  phenomenon  led  Jadas- 
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sohn  to  experiment  by  applying  sub- 
stances to  the  surface  of  the  skin  without 
scratch  or  injection  and  by  this  simple 
method  he  succeeded  in  getting  positive 
reactions  in  sensitized  individuals.  Thus 
was  born  the  patch  or  contact  test. 
Bruno  Bloch2  of  Zurich,  a colleague  of 
Jadassohn,  greatly  developed  our  knowl- 
edge of  the  test  and  its  workings  in  a 
masterly  paper  read  at  the  Fifty-First 
Meeting  of  the  American  Dermatological 
Association,  Washington,  D.  C.,  April 
29,  1928.  To  him  belongs  the  credit  of 
elaborating  and  furthering  the  work  of 
Jadassohn  on  the  subject.  In  this  paper, 
Bloch  for  the  first  time  calls  attention  to 
the  possibility  of  inducing  sensitivity  in  a 
normal  unsensitized  person  by  means  of 
repeated  patch  tests. 

Arthur  J.  Markley3  may  be  credited 
as  being  first  in  introducing  the  contact 
test  in  the  United  States,  and  also  the 
first  to  prove  experimentally  in  this 
country  that  a patch  test  can  be  negative 
in  areas  not  affected  by  the  dermatitis, 
while  at  the  same  time  be  positive  on 
healed  areas  of  the  old  pre-existing  ec- 
zematoid  dermatitis.  He  proved  this  con- 
clusively in  his  celebrated  case  of  “guinea- 
pig  dermatitis.”  It  is  interesting  to 
note  that  this  epochal  paper,  read  in 
1920,  apparently  elicited  no  discussion. 
Sulzberger  and  Wise,4  in  a paper  read  be- 
fore the  Section  of  Dermatology  and 
Syphilology  of  the  American  Medical  As- 
sociation in  1930,  renewed  interest  in  the 
test  and  had  much  to  do  with  popularizing 
it  in  America.  The  contact,  patch,  or 
percutaneous  test  is  now  extremely  popu- 
lar, and,  among  the  uninitiated,  perhaps 
too  much  so.  It  is  unfortunately  so  sim- 
ple that  it  can  be  done  by  anyone,  but  it 
cannot  be  interpreted  intelligently  by 
everyone.  Its  great  value  is  incontestable, 
but  it  is  not  an  open  road  to  easy  etiologic 
findings.  There  are  numerous  pitfalls 
easily  avoided,  only  by  the  expert  der- 
matologic immunologist. 

Bray6  makes  the  following  statement  in 
his  textbook:  “Deaths  have  been  re- 
corded following  skin  testing  from  the  in- 
tradermal  injection  of  Le  Page’s  glue 
(Cooke,  1922)  horse  serum  (Lamson, 


1924),  egg  (Baagoe,  1928),  and  buckwheat 
(Lamson  1929).  No  fatal  result  has,  of 
course,  been  recorded  from  patch  testing. 
The  worse  that  we  can  expect  are  flare- 
ups  on  the  sites  of  the  pre-existing  derma- 
titis at  times  sufficiently  severe  as  to  be- 
come widespread;  or  the  incidence  of  a 
universal  eczematoid  dermatitis  a few 
days  after  its  appearance  on  the  site  of  the 
patch  test ; or,  as  in  the  case  of  arsphena- 
mine,  a tremendous  increase  in  the  pre- 
existing arsenical  dermatitis  or  the  sensi- 
tization of  the  patient  himself  to  the 
arsphenamines,  with  possible  serious  con- 
sequences following  future  injections  of 
the  drug.  That  these  untoward  occur- 
rences are  extremely  rare  is  attested  by 
the  fact  that  they  are  apparently  not 
recorded  in  the  Journal  of  Allergy  from 
its  first  number  in  November,  1929, 
to  date,  the  only  exception  being  a refer- 
ence to  a single  case  by  Schwartz  and 
Peck,  quoted  by  M.  Golnick  in  the  Sep- 
tember number  for  1936.  Rostenberg 
and  Sulzberger6  in  1936  reported  patch 
testing  998  persons,  10,189  times  with 
about  500  different  substances,  and  do  not 
mention  any  untoward  results.  Doctor 
Louis  Schwartz  of  the  United  States  De- 
partment of  Public  Health  who  has  had  a 
large  experience  with  the  patch  test  in 
industrial  dermatoses  stated  in  a per- 
sonal communication  that  he  had  ob- 
served a few  cases  which  showed  a gen- 
eralized dermatitis  following  a patch  test, 
but  that  they  were  exceedingly  rare.  On 
the  other  hand,  there  is  scattered  evidence 
in  the  literature  that  hypersensitivity  in 
an  individual  can  be  increased  by  the 
patch  test  to  such  an  extent  that  a mild 
pre-existing  dermatitis  can  become  severe 
and  widespread,  or  hypersensitivity  can 
be  induced  by  the  patch  test  in  a normal 
individual.  This  evidence  begins  with  the 
observations  of  that  remarkably  clear 
thinker,  Bruno  Bloch,  on  primrose  derma- 
titis. Bloch  not  previously  affected  by 
contact  with  Primula  obeconica  patch 
tested  himself  repeatedly  with  extract 
of  primrose,  whereupon  he  became  so 
sensitive  to  the  plant  that  if  he  touched 
a leaf  or  even  passed  through  a room 
in  which  dried  leaves  had  been  pul- 
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verized,  it  caused  an  extremely  an- 
noying dermatitis  of  long  duration.  He 
repeated  this  experiment  on  other  normal 
persons  with  the  result  that  they  also 
became  hypersensitive  to  contact  with 
primrose.  This  sensitivity  covered  the 
entire  skin  of  the  patient. 

Dr.  H.  V.  Mendelsohn  in  a personal 
communication  told  me  of  a patient  with 
a “hair  tonic”  dermatitis  on  the  scalp, 
ears,  and  eyelids.  When  the  eruption 
had  practically  disappeared,  a patch 
test  with  the  “hair  tonic”  was  applied. 
After  twenty-four  hours  there  was  a 
marked  local  reaction,  with  rapid  inci- 
dence and  extension  of  a generalized 
eiythemato-papulo- vesicular  dermatitis, 
covering  most  of  the  upper  trunk,  arms, 
face,  and  scalp,  which  did  not  subside  un- 
til the  tenth  day. 

Arsphenamines  used  in  patch  testing 
to  determine  the  cause  of  a dermatitis 
in  a patient  under  treatment  with  ars- 
phenamine,  or  arsphenamine  patch  tests 
used  to  determine  whether  or  not  the 
patient  is  susceptible  to  the  drug  before 
it  is  begun,  have  on  rare  occasions  given 
curious  reactions.  Schoch7  reports  a 
generalized  subacute  dermatitis  due  to 
the  arsenobenzol  radical  of  Bismarsen. 
Neoarsphenamine  1 : 3 aqueous  solution 
was  applied  to  the  right  arm  and  Bis- 
marsen 1:3  aqueous  solution  to  the  left 
arm.  Twenty-four  hours  after  apply- 
ing the  drugs  a vesiculo-bullous  erup- 
tion appeared  on  the  sites  of  application 
and  a generalized  severe  scarlatiniform 
erythema  became  manifest,  which  sub- 
sided two  days  later.  In  order  to  deter- 
mine whether  the  patient’s  skin  showed 
a general  hyperirritability  subsequent  to 
his  pre-existing  dermatitis,  percutaneous 
tests  were  done  with  mercuric  chloride 
(1  per  cent  in  alcohol),  formaldehyde 
(5  per  cent),  tincture  of  iodine  (5  per 
cent),  alcoholic  solution  of  ether  extract 
of  leaves  of  Rhus  Toxicodendron,  quinine 
hydrochloride  (1  per  cent  in  alcohol),  and 
potassium  bismuth  tartrate  paste.  They 
were  all  negative.  The  patient  tolerated 
normally  potassium,  bismuth  tartrate 
0.1  Gm.  intramuscularly.  Schoch  be- 
lieved that  the  generalized  eruption  was 


due  to  the  absorption  of  the  drugs  through 
the  skin  at  the  test  sites. 

On  February  17,  1933,  Herman  Beer- 
man8  presented  a case  before  the  Phila- 
delphia Dermatological  Society  under 
the  title  of  “Cutaneous  Sensitization  to 
Arsenic  Through  the  Patch  Test.”  The 
history  follows:  “N.  W.,  a woman  aged 
28,  presented  on  March  15,  1932,  a pri- 
mary vulvar  lesion.  She  was  given  treat- 
ment with  one  of  the  arsphenamines.  A 
patch  test  made  on  the  day  after  the 
first  treatment  was  negative.  Following 
the  tenth  treatment,  on  May  8,  a papular 
dermatitis  of  the  neck  and  legs  developed, 
which  was  considered  to  be  a mild  ars- 
phenamine eruption.  After  four  weeks  of 
treatment  complete  involution  of  the 
eruption  occurred. 

“The  apparent  delay  in  the  involution 
of  the  mild  dermatitis  was  occasioned  by 
the  coincident  occurrence  of  inguinal 
and  crural  dermatophytosis.  Antisyphi- 
litic treatment  with  bismuth  was  re- 
sumed; it  was  well  tolerated.  On  No- 
vember 16  another  patch  test  was  per- 
formed. On  the  night  of  that  day  the 
test  sites  became  pruritic,  and  there  was 
slightly  generalized  pruritus.  The  test 
in  twenty-four  hours  was  strongly  posi- 
tive. On  February  15,  1933,  another 
patch  test  was  made.  Nine  horns  later 
the  patient  presented  a marked  erythema 
of  the  neck,  thighs  (with  accentuation  in 
the  crura),  and  upper  extremities.  In 
addition  there  were  marked  edema  of  the 
left  arm,  and  a flare-up  at  the  site  of  the 
patch  tests  performed  on  November  16, 
1932.  Within  twenty-four  hours  the 
eruption  was  practically  gone.  The  pa- 
tient is  presented  mainly  to  call  atten- 
tion to  the  possible  danger  of  performing 
routine  patch  tests.” 

Stokes  in  discussing  Beerman’s  case 
stated:  “This  case  is  presented  because 
we  have  had  occasion  to  suspect  that  in 
the  routine  testing  of  the  patient  for  sen- 
sitization to  the  arsphenamines  she  may 
have  become  sensitized  through  the  test 
itself.  In  our  series  we  attempted  to 
avoid  inducing  exfoliative  dermatitis  by 
testing  each  person  who  was  to  receive 
an  arsphenamine  preparation  to  see 
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whether  he  was  sensitive  to  arsphena- 
mine  before  he  started  taking  it,  and  we 
obtained  such  a high  incidence  of  exfolia- 
tive dermatitis  that  we  suspected  that 
we  had  induced  more  than  an  ordinary 
sensitivity  to  the  drug. 

“The  case  is  shown  for  another  reason  as 
well.  We  have  for  a long  time  suspected 
that  exfoliative  dermatitis  occurs  with 
particular  ease  in  subjects  susceptible  to 
and  carrying  a focus  of  dermophytosis. 
We  suspected  that  they  were  sensitized  as 
a patient  with  asthma,  for  instance,  is 
sensitized  by  a focus  in  the  sinus  of  in- 
fection. I think  that  it  is  possible  that 
dermophytic  infections  of  the  groin  are 
at  the  base  of  the  high  susceptibility  of 
some  persons  to  exfoliative  dermatitis.” 

The  presence  of  dermophytosis  is  the 
weak  point  in  Beerman’s  case,  as  an 
arsphenamine  dermatitis  can  well  acti- 
vate a latent  dermophytosis  and  vice 
versa.  It  has  long  been  known  that  the 
combination  of  allergens,  or  their  synergis- 
tic action  can,  by  exceeding  the  level  of 
tolerance,  increase  the  severity  of  a pre- 
existing dermatitis,  or  cause  it  outright. 
In  a paper  read  before  the  Section  on 
Dermatology  of  the  Medical  Society  of  the 
State  of  Pennsylvania  on  October  1, 
1935,  entitled  ‘‘The  Patch  Test  in  the 
Determination  of  Arsphenamine  Sensi- 
tization” Beerman  stated  in  his  sum- 
mary: ‘‘The  patch  test  may  not  be  en- 
tirely harmless.  It  may  cause  an  exacer- 
bation of  a subsiding  dermatitis  and  re- 
peated application  of  the  test  may  induce 
cutaneous  sensitization  to  the  arsphena- 
mine.” 

Ante  Vuletic9  reports  an  arsphenamine 
dermatitis  of  severe  character  on  the 
hands  of  an  assistant  which  were  fre- 
quently wet  with  salvarsan  solutions;  she 
also  developed  asthmatic  symptoms.  The 
symptoms  did  not  appear  until  the  third 
year  of  mass  exposure.  A few  weeks  later, 
Vuletic  became  similarly  affected,  but  to 
a much  less  extent.  The  assistant  be- 
came quite  ill;  the  picture  was  that  of 
acute  arsphenamine  hypersensitivity. 
Despite  treatment  the  eruption  was  still 
present  two  years  later,  and  there  was  a 
profound  change  in  the  structure  of  the 


skin,  which  strongly  resembled  the  pre- 
cancerous  condition  described  by  Ebert 
of  Chicago  following  long  continued  con- 
tact with  the  arsphenamines.  Wise  and 
Sulzberger10  in  the  Yearbook  of  Derma- 
tology and  Sy philology  for  1934  report  the 
case  of  a young  nurse  who  worked  prepar- 
ing arsphenamine  solutions  in  the  New 
York  State  Syphilis  Clinic  in  Albany. 
She  suffered  asthmatic  attacks,  derma- 
titis, and  gastrointestinal  symptoms 
which  were  very  severe  and  always  worse 
on  the  days  that  she  mixed  the  drug. 
They  disappeared  entirely  after  she  was 
transferred  to  other  work. 

In  this  group  of  cases  contact  with 
arsphenamine  is  apparently  alone  re- 
sponsible for  the  hypersensitivity  to  the 
drug. 

In  October,  1937,  a young  woman  came 
to  my  office  suffering  from  a typical  con- 
tact dermatitis  of  three  months  dura- 
tion. It  was  limited  to  both  axillae,  and 
as  it  had  appeared  only  a few  weeks  after 
the  frequent  application  of  a patented 
deodorant,  I naturally  surmised  that  this 
preparation  was  responsible.  On  my  ad- 
vice she  discontinued  its  use  and  within 
four  weeks  made  a complete  recovery. 
I then  unfortunately  conceived  the  idea 
of  confirming  my  diagnosis  with  a patch 
test,  which  was  strongly  positive  in  twen- 
ty-four hours.  To  my  dismay  she  called 
a day  later  with  a generalized  eczema- 
toid  dermatitis  all  over  her  body  which 
did  not  disappear  before  two  weeks,  and 
in  the  first  few  days  confined  her  to  bed. 

Another  patient,  a man  aged  33, 
suffered  from  an  extensive  and  almost 
universal  vesiculo-papulo-bullous  eczema- 
toid  dermatitis,  which  totally  incapaci- 
tated him.  This  eruption  did  not  disap- 
pear until  four  weeks  later.  The  pa- 
tient, an  exceedingly  intelligent  man, 
gave  the  following  history : for  five  or  six 
years  he  had  had  a severe  seborrhea  sicca  of 
the  scalp  for  the  relief  of  which  he  had  run 
the  gamut  of  the  multitudinous  nostrums 
on  the  market.  Several  druggists  had 
favored  him  with  both  opinion  and  reme- 
dies. On  May  8,  1931,  he  used  a new 
nostrum  which  he  had  never  before  used. 
On  the  following  day  a severe  dermatitis 
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appeared  on  his  scalp  and  face  but  did  not 
spread  beyond  those  regions.  Within 
two  weeks  it  had  practically  healed. 
His  physician  then  conceived  the  idea 
of  soaking  a piece  of  blotting  paper  with 
the  “hair  tonic”  placing  it  on  his  arm  and 
covering  it  with  cellophane.  After  it 
had  remained  in  place  for  ten  hours  the 
patient,  suffering  intense  pain,  had  to  re- 
move it;  he  then  discovered  a severe 
bullous  eruption  on  the  site  of  the  test, 
with  much  surrounding  angry  erythema. 
Within  twenty-four  hours  the  eruption 
had  spread  to  both  arms  and  chest,  and  a 
day  later  a generalized  eruption  appeared 
all  over  the  body.  It  was  at  this  stage 
that  I first  observed  him.  These  two 
cases  did  not  have  epidermophytosis  or 
any  other  skin  disease,  or  antedating 
allergic  phenomena. 

Comments 

It  is  the  purpose  of  this  paper  to  corre- 
late some  of  the  evidence  for  and  against 
the  theory  of  increased  or  induced  hyper- 
sensitivity from  patch  testing.  I am 
ready  to  admit  that  polyvalent  or  syner- 
gistic sensitivity  greatly  clouds  the  issue, 
as  also  the  extreme  sparsity  of  the  litera- 
ture on  the  subject.  Again  it  may  be  per- 
fectly possible  that  a dermatitis  venenata 
can  be  induced  by  patch  testing  with  such 
a strong  concentration  of  substances  as 
to  induce  a burn,  even  in  normal  subjects. 
This  is  particularly  true  of  soaps  and 
chemicals.  On  the  other  hand,  sufficient 
evidence  exists  to  warrant  bringing  the 
matter  to  your  attention,  and  this,  I be- 
lieve, is  the  first  attempt  to  do  so.  I 
also  wish  to  go  on  record  as  a firm  believer 
in  the  patch  test  as  a guiding  light  on  the 
uncharted  seas  of  allergy,  and  I am  deeply 
grateful  for  the  extraordinary  amount  of 
research  done  by  our  dermatologic  im- 
munologists. They  have  emulated  in 
this  field  the  pioneer  work  done  by  der- 
matologists in  the  therapeutic  use  of 
roentgen  rays. 
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Discussion 

Dr.  Marion  B.  Sulzberger,  New  York  City — 
When  Dr.  Bechet  was  kind  enough  to  ask  me  to 
discuss  his  paper,  my  “preview”  of  the  manu- 
script soon  convinced  me  that  anything  I 
might  say  would  prove  repetitious,  and  would 
moreover,  be  a repetition  in  less  elegant  lan- 
guage. The  point  that  Dr.  Bechet  stresses  is  an 
important  one,  and  one  which  may  well  have 
significance  in  legal  considerations  and  in  possible 
lawsuits  and  claims  fQr  harmful  effects  subse- 
quent to,  and  ostensibly  due  to,  patch  tests. 
Therefore,  I believe  it  imperative  that  we  present 
the  actual  status  of  this  matter  in  unequivocal 
terms;  just  as  Dr.  Bechet  has  done.  I am  sure 
that  we  all  agree  with  Dr.  Bechet  that  provided 
the  physician  possesses  the  necessary  knowledge 
and  training,  and  provided  that  proper  indica- 
tions be  established  and  adequate  precautions 
be  taken  and  correct  technic  be  used,  with  these 
provisos  the  dangers  of  the  patch  test  are,  to  all 
practical  purposes,  of  negligible  degree.  It  is 
my  own  opinion  that  the  dangers  of  correct 
patch  testing  are  probably  less  than  the  dangers 
in  prescribing  salicylates,  or  of  using  white  am- 
moniated  mercury  ointment,  or  of  a host  of  other 
daily  therapeutic  and  investigative  procedures; 
and  perhaps  less  even  than  the  dangers  in  the 
household  use  of  iodized  salt  in  geographic  areas 
where  additional  dietary  iodine  is  not  neces- 
sary. 

Since  I could  not  express  these  conclusions 
more  beautifully  and  clearly  than  Dr.  Bechet 
has  done,  I thought  it  might  interest  this  au- 
dience to  hear  what  J.  Jadassohn,  who  in  1895  in- 
troduced this  test,  has  last  written  on  this  subject. 
I quote  from  the  recently  published  posthumous 
text,  from  the  sole  textbook  on  dermatology 
from  the  pen  of  this  great  master.  (A.  Weid- 
mann,  Vienna  and  Bern,  1938.)  The  poor,  but, 
I believe,  fairly  accurate  translation  is  mine : 

“From  certain  quarters  the  patch  tests  have 
received  unfavorable  comment,  on  the  one  hand 
because  they  often  fail  to  give  conclusive  results. 
Of  course  this  cannot  be  denied  in  certain  cases 
of  eczema.  But  every  positive  result  may  be  of 
the  very  greatest  practical  significance  to  the 
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patient ; and  it  must  be  stressed  again  and  again 
that  the  more  careful  the  history,  the  more  ex- 
tensive the  testing,  the  greater  the  number  of 
successes. 

“From  other  quarters  one  has  heard  that  the 
patient  may  be  harmed  by  this  method.  This 
too  must  be  admitted  in  principle — occasionally 
more  generalized  eczematous  irritations  may  be 
provoked.  But  these  are  almost  always  easy  to 
subdue. 

“It  is  also  important  in  acute  eczemas  to  wait 
until  the  most  severe  irritations  have  subsided, 
and  even  then  to  choose  particularly  weak  con- 
centrations. 

“Much  more  serious  is  the  consideration  that 
in  testing  with  many  substances  a sensitization 
might  be  produced.  This  is  surely  correct 
theoretically.  But  when  we  ask  what  has  be- 
come known  regarding  the  practical  occurrence 
of  such  sensitizations,  we  must  answer  in  the 
negative.  And  this  in  spite  of  the  fact  that  these 
tests  have  now  been  employed  for  a great  many 
years  and  in  an  extremely  large  number  of  cases. 
It  seems  that  such  tests,  carried  out  once  or 
several  times  are,  under  ordinary  conditions, 
simply  incapable  of  sensitizing.” 

In  this  connection,  and  in  regard  to  the  last 
point,  I should  like  to  emphasize  that  there  may 
be  a way  of  determining  whether  a reaction  to  a 
patch  test  is  based  upon  a sensitization  produced 
by  the  test  or  whether  it  is  due  to  a pre-existing 
sensitivity.  A reaction  due  to  a newborn, 
freshly  created  sensitivity  does  not  as  a rule 
appear  until  at  least  5 to  9 days  have  elapsed. 
This  is  the  usual  incubation  period  of  sensitiza- 


tion (spontaneous  “flare-up”  of  sites  of  sensitiz- 
ing applications).  Retesting  a patient  with  such 
a flare-up  reaction  and  using  the  same  concentra- 
tion originally  employed,  then  generally  produces 
a visible  response  with  only  the  usual  24-  to  48- 
hour  period  of  latency — that  is,  after  the  expira- 
tion of  the  usual  time  necessary  for  development  of 
manifest  reactions  in  individuals  previously  sensi- 
tized. This  fact  has  been  repeatedly  verified  in 
the  studies  of  Dr.  Rostenberg,  Jr.,  Dr.  R.  L.  Baer, 
myself,  and  by  Dr.  Grolnick  and  others.  These 
distinctions  between  “period  of  incubation  of  sen- 
sitization” and  “period  of  latency — or  of  reaction 
time — in  the  previously  sensitized”  were,  I be- 
lieve, clearly  pointed  out  by  Dr.  Wise  and  me  in 
our  article*  on  sensitizations  to  butesin  picrate 
and  I believe  that  these  distinctions  are  not  only  of 
theoretical  interest  but  may  often  be  of  practical 
and  even  of  medicolegal  importance. 

It  is  obvious  that  in  Dr.  Bechet’s  cases  the 
sensitization  was  not  due  to  the  patch  test. 
Nevertheless,  we  must  not  forget  that  such 
sensitizations  may  in  other  cases  be  produced, 
particularly  when  careless  or  improperly  in- 
formed and  inadequately  trained  individuals  ap- 
ply incorrect  concentrations  of  such  substances 
as  arsphenamine,  paraphenylenediamine,  ani- 
line derivatives,  nitrochlorobenzines,  formalin, 
phenylhydrazine,  and  many  others. 

I wish  to  thank  Dr.  Bechet  once  again  for 
asking  me  to  discuss  his  presentation  and  par- 
ticularly to  congratulate  him  on  his  lucid  and 
conservative  exposition  of  this  timely  subject. 


* Arch.  Dermat.  & Syph.,  28:  461  (1933). 


UTAH  STATE  MEDICAL  ASSOCIATION  PREPAYMENT  PLAN 


The  House  of  Delegates  of  the  Utah  State 
Medical  Association  has  endorsed  a plan  of  com- 
bined hospital  insurance  and  cash  indemnity  for 
a limited  amount  of  medical  care.  The  hospital 
plan  follows  the  general  lines  of  existing  plans  as 
reported  in  the  J.A.M.A.,  except  that  anesthesia 
and  laboratory  and  x-ray  services  are  provided 
for  on  a cash  indemnity  basis  instead  of  being 
included  in  hospital  care.  The  annual  premium 
for  the  hospital  plan  is  $10  for  an  individual,  $18 
when  one  dependent  is  included,  and  $24  for  an 
entire  family  regardless  of  size. 

Only  those  who  are  covered  by  the  hospital  in- 
surance plan  are  included  in  the  cash  indemnity 
plan  for  general  medical  care.  The  additional 
premiums  are  exactly  the  same  as  for  hospital 


care,  making  $21.60  annually  for  an  individual, 
$36  for  an  additional  dependent,  and  $48  for  a 
family  for  both  hospital  and  medical  care.  The 
amounts  to  be  reimbursed  to  the  insured  for 
various  medical  services  are  set  forth  in  a sched- 
ule, and  surgical  services  are  limited  to  one  major 
and  one  minor  operation  per  member  in  a single 
year. 

Enrollment  is  confined  to  employed  persons 
and  to  groups  which  may  be  either  employees  of 
a common  employer  or  “members  of  church  and 
fraternal  groups  and  their  dependents  agreeing 
to  collect  the  necessary  membership  fees  by  as- 
sessment for  subscription,  remitting  through  a 
designated  agent.” 
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The  Tuberculin  Test  in  Case  Finding 


The  Department  of  Health  has  been 
so  outspoken  in  its  condemnation  of 
the  extravagance  of  seeking  tuberculosis 
among  children  in  the  grade  schools  that 
some  may  have  supposed  that  we  have  no 
use  for  the  tuberculin  test  at  all.  At  the 
recent  annual  meeting  of  the  New  York 
Tuberculosis  and  Health  Association,  Dr. 
Robert  E.  Plunkett  had  an  opportunity 
to  correct  any  such  impression.  We  need 
a tuberculin  of  uniform  potency.  A posi- 
tive tuberculin  test  is  of  value;  first,  as 
an  aid  in  establishing  a diagnosis,  second, 
and  from  our  point  of  view  more  im- 
portant, as  a clue  leading  to  the  discovery 
of  the  source  of  infection.  In  this  sense 
the  practicing  physician  will  often  use 
tuberculin  to  find  cases  of  tuberculosis. 

The  question  to  which  Dr.  Plunkett 
more  especially  addressed  himself  was  in 
regard  to  the  value  of  a wholesale  use  of 
the  test  in  groups  of  people  with  a view  to 
segregating  the  positive  reactors  for  fur- 
ther study.  Is  this  good  public  health 
practice? 

In  the  first  place,  it  depends  on  how 
large  the  proportion  is  of  positive  reactors 
in  the  group.  If  from  previous  study  or 
from  a knowledge  of  morbidity  and  mor- 
tality in  the  group  we  have  reason  to  be- 
lieve that  most  of  them  will  react  posi- 
tively, then  we  might  as  well  proceed  at 
once  to  use  x-rays  on  the  entire  group. 
The  few  x-ray  films  that  we  might  save  by 
isolating  a few  individuals  negative  to 
the  tuberculin  test  would  not  compensate 
us  for  the  expense  of  testing  all  with  tuber- 
culin. Even  though  a slight  saving  in  ad- 
ministrative costs  to  the  state  should  be 
effected,  the  cost  to  the  patient  must  also 
be  reckoned.  When  the  tuberculin  test 
is  used  each  positive  reactor  must  make  an 
extra  trip  to  the  clinic  for  further  exami- 
nation. He  may  have  to  lose  time  from 


his  work  and  travel  some  distance  to  do 
so.  An  x-ray  photograph  of  the  chest  has 
other  values  besides  contributing  to  a 
diagnosis  of  tuberculosis.  The  group 
with  which  we  most  commonly  deal  is 
made  up  of  individuals  referred  by  the 
practicing  physicians  as  suspicious  cases. 
Not  one  in  ten  has  tuberculosis.  But 
many  of  them  have  diseases  of  the  chest 
that  will  yield  some  information  to  the 
x-ray  and  enable  the  clinician  of  the  di- 
vision of  tuberculosis  to  return  to  the 
family  physician  something  more  useful 
than  a mere  assurance  that  his  patient 
is  not  tuberculous. 

On  the  other  hand,  in  communities  in 
which  the  administrative  service  is  suffi- 
ciently well  equipped  to  tabulate  and 
evaluate  the  results,  tuberculin  tests  may 
have  an  important  value  in  research. 

I should  like  to  give  Dr.  Plunkett’s  con- 
clusion in  his  own  words: 

“In  conclusion,  therefore,  may  I again 
emphasize  that  the  most  profitable  yield 
in  tuberculosis  case  finding  is  realized  by 
the  examination  of  adult  groups,  particu- 
larly contacts,  patients  with  suspicious 
symptoms,  those  in  certain  industries, 
and  those  found  in  the  lower  economic 
brackets.  Whether  the  tuberculin  test 
shall  be  used  in  such  studies  will  depend 
upon  the  scope  and  extent  of  the  tubercu- 
losis problem  as  may  be  indicated  by 
morbidity  and  mortality  data,  the  con- 
venient distribution  of  clinic  service,  and 
the  type  and  extent  of  the  diagnostic  pur- 
poses of  the  service.” 


Ask  Me  Another 

The  medical  editor  continues  to  receive 
all  sorts  of  inquiries  from  all  parts  of  the 
state  and  sometimes  from  other  states 
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as  well.  One  teacher  at  a public  school 
asks  for  booklets  on  the  following : 

“School  hygiene,  home  hygiene,  sanitary 
stores,  proper  ventilation,  proper  foods,  proper 
clothing,  how  the  police,  sanitation  and  health 
departments  help  us,  necessary  measures  for 
community  health,  how  to  obtain  a birth  or  em- 
ployment certificate,  sterilization  of  water,  pre- 
vention and  curing  of  typhoid  fever,  protection 
against  mosquitos,  flies,  removal  of  ice  and  snow, 
personal  health  or  any  other  available  booklets  on 
health.” 

This  schoolteacher  is  more  considerate 
than  certain  of  his  profession  who  advise 
their  pupils  to  write  for  pamphlets  and  so 
start  an  avalanche  of  immaturely  deco- 
rated postcards. 


Sometimes  the  inquirer  fails  to  express 
his  exact  intention  and  thereby  brightens 
the  editorial  office  for  a spell.  “Please 
send  me  some  booklets  on  different  dis- 
eases which  are  free”;  “Please  send  me 
information  on  sugar  and  a diet  to  help 
get  rid  of  it”  and  another,  which  I hereby 
dedicate  to  Dr.  Alvarez,  “Please  send  me 
free  booklet  on  pernicious  enema.” 

We  try  to  respond  promptly  to  all  such 
requests.  But  the  other  day  from  Ozone 
Park  we  got  an  inquiry  that  seemed  al- 
most to  call  for  telegraphic  response  : 
“Please  send  me  information  on  breath- 
ing. Your  immediate  attention  would  be 
greatly  appreciated.” 


A FEW  FLAWS  IN  UTOPIA 

The  trumpeted  “Group  Health  Association,” 
of  Washington,  D.  C.,  which  was  to  be  a sort  of 
pattern  or  model  for  the  Utopian  era  of  state 
medicine,  seems  to  have  a few  flaws,  if  we  are  to 
believe  a report  in  a reputable  neighboring 
newspaper  that  is  being  quoted  in  various  medi- 
cal journals.  As  one  of  them  reports  it : 

“The  Baltimore  Sun  of  January  11  last,  re- 
ports from  its  Washington  Bureau  that  Group 
Health  Association,  Inc.,  has  lost  the  services 
of  its  director  of  the  department  of  internal 
medicine. 

“Dr.  Richard  H.  Price  is  quoted  as  saying  that 
he  was  leaving  the  Association  because  it  pro- 
vided ‘unsatisfactory  medical  service.’  He  is  re- 
ported to  have  claimed  that  some  members  were 
required  to  wait  as  long  as  a week  to  see  a doctor 
when  they  should  have  been  seen  at  once,  and 
that  in  general,  members  arc  ‘treated  like  a herd 


of  sheep,’  instead  of  receiving  the  sort  of  service 
available  to  private  patients. 

“Other  complaints  were  that  too  many  physi- 
cians were  often  sent  to  see  one  patient,  rather 
than  to  arrange  for  one  man  to  see  the  illness 
through.  Many  times  the  second  and  third  doc- 
tors knew  nothing  of  the  case  history.  It  was 
also  stated  that  there  was  unnecessary  delay  be- 
fore important  surgery  could  be  performed. 

“All  charges  were  denied  by  the  president  of 
the  association. 

“We  do  not  know  Dr.  Price  who  is  retiring 
after  over  a year  of  service  with  the  organiza- 
tion and  we  do  not  know  whether  the  charges  are 
exaggerated  or  purely  trumped  up.  We  do  not 
know  whether  personal  jealousy  or  hatreds  might 
be  responsible  for  one  to  leave  such  employ. 
But  here  are  the  first  whisperings  of  dissention 
behind  the  lines  of  the  opposition  and  wc  would 
like  to  know  so  very  much  more  about  it.” 


ILLUSTRATED  EXHIBIT 

An  illustrated  historical  display  on  “Contribu- 
tors to  the  Knowledge  of  Congenital  Syphilis” 
will  go  on  exhibition  in  the  library  of  the  Acad- 
emy of  Medicine,  2 East  103rd  Street,  New 
York  City,  starting  Friday,  April  28.  The 
exhibit  has  been  prepared  by  the  Bureau  of 
Social  Hygiene,  Department  of  Health,  in  co- 
operation with  the  Section  on  Dermatology  and 
Sy philology  and  the  Librarian  of  the  Academy. 

The  opening  of  the  exhibit  has  been  set  for 


April  28  to  coincide  with  the  Section’s  special 
meeting  on  “Manifestations  of  Late  Syphilis,” 
to  which  physicians  of  the  city  have  been  invited. 

The  meeting  will  be  held  at  the  Academy 
building  at  8:30  p.m.  An  opportunity  to  observe 
cases  will  be  offered  and  the  physicians  in  attend- 
ance will  have  the  opportunity  of  hearing  a full 
discussion  of  diagnosis  and  treatment  by  mem- 
bers of  the  section.  Open  debate  from  the  floor 
will  be  encouraged. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Calling  all  doctors’  wives  to  meet  in 
Syracuse,  New  York,  on  April  24, 
25,  and  26,  for  the  Fourth  Annual  Con- 
vention of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York. 

Under  the  able  chairmanship  of  Mrs. 
John  Buettner  and  her  committees  noth- 
ing has  been  left  undone  to  make  this 
convention  one  long  to  be  remembered. 
The  finest  of  plans  have  been  made  for 
the  entertainment  of  all  who  attend. 
All  kinds  of  events  have  been  arranged. 
The  Delegates’  Dinner  on  Monday  the 
24th  will  surely  surpass  anything  ever 
planned  before— “tops”  in  everything  ex- 
cept price!  The  luncheon  on  Tuesday 
and  the  tea  on  Wednesday  will  offer  op- 
portunities to  meet  old  friends  and  make 
new  ones.  The  informality  of  the  social 
functions  is  an  attractive  feature  of  this 
convention,  and  the  members  of  the 
Woman’s  Auxiliary  of  the  Onondaga 
County  Medical  Society  will  promote, 
with  gracious  charm,  sociability  among 
the  many  guests. 

Our  hobby  show  is  a great  attraction. 
Each  county  auxiliary  has  been  invited 
to  participate  and  send  entries  for  the 
show.  Visit  the  show  and  see  how  doc- 
tors and  their  wives  utilize  their  leisure 
time! 

Do  plan  to  come.  Our  president,  Mrs. 
Daniel  Swan,  is  looking  forward  with 
great  pleasure  to  meeting  you. 

The  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York 
welcomes  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Broome, 
organized  on  March  23,  1939,  in  the 
Empire  Room  of  the  Arlington  Hotel, 
Binghamton. 

Eighty  doctors’  wives  attended  this 
meeting  and  showed  their  interest  and 
enthusiasm  in  auxiliary  work.  Mrs.  Al- 


vin Carpenter  presided  and  presented 
Dr.  Charles  Allaben,  who  spoke  of  the 
Medical  Society’s  approval  of  the  auxil- 
iary, and  Dr.  Blinn  Buell,  chairman  of  the 
public  relations  committee  of  the  Broome 
County  Medical  Society,  who  spoke 
highly  of  auxiliary  work. 

Mrs.  Daniel  Swan,  our  state  president, 
and  Mrs.  Luther  Kice,  chairman  of  organi- 
zation, addressed  the  women  concerning 
the  aims  and  prospects  of  the  organiza- 
tion. Mrs.  John  H.  Robertson  was 
elected  president.  A constitution  was 
adopted  and  signed  by  the  women  present 
who  became  charter  members  of  the  new 
auxiliary.  The  best  wishes  of  all  organ- 
ized county  auxiliaries  are  extended  to 
Mrs.  Robertson,  her  officers,  and  chair- 
men for  the  success  in  their  new  organi- 
zation. 

Mrs.  William  Behan  and  Mrs.  Charles 
Squires  were  hostesses  of  Mrs.  Swan  and 
Mrs.  Kice. 

County  News 

Albany  County 

A meeting  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of 
Albany  was  held  on  February  21,  at  8:30 
p.m.  in  the  auditorium  of  the  Joseph 
Henry  Memorial  Hospital.  Mrs.  Albert 
Vander  Veer  presented  Dr.  James  F. 
Rooney,  Past  President  of  the  Medical 
Society  of  the  State  of  New  York.  Dr. 
Rooney’s  talk  on  socialized  medicine  was 
well  received  by  an  interested  audience 
and  was  followed  by  an  open  discussion. 

Mrs.  Frank  Coughlin,  chairman  of 
Hygeia,  reported  that  a copy  of  Hygeia 
had  been  placed  in  every  public,  parochial, 
and  private  high  school  in  the  County  of 
Albany  as  the  year’s  project  of  the  auxil- 
iary. 

A social  hour  followed  the  business 
meeting. 
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Cayuga  County 

Mr.  Willard  W.  Seymour  of  Syracuse 
addressed  the  members  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Cayuga  at  the  meeting  held  in 
the  Auburn  City  Hospital  on  February 
16,  1939.  The  Blue  Cross  plan  for  hos- 
pital care  was  discussed. 

Jefferson  County 

An  essay  contest  on  the  subject  of 
“Highway  Hazards”  was  sponsored  by 
the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Jefferson  as  the 
auxiliary’s  project  for  the  year,  for  boys 
and  girls  of  12,  13,  and  14  years.  Three 
prizes  ($5,  $3,  and  $2)  will  be  given  for 
the  best  essays  on  any  phase  of  the  topic 
“Highway  Hazards.”  The  subject  was 
suggested  by  Dr.  J.  E.  McAskill,  presi- 
dent of  the  Medical  Society.  The  con- 
test closed  March  25.  Winners  will  be 
announced  sometime  in  April.  Judges 
will  be  Dr.  Harold  Gokey  of  Alexandria 
Bay,  representing  the  Medical  Society 
of  the  County  of  Jefferson,  Mr.  Lyman 
L.  Goodrich,  representing  automobile 
salesmen,  and  Mr.  Alton  H.  Adams,  rep- 
resenting the  Times.  Auxiliary  members 
in  charge  of  arrangements  for  this  contest 
are  Mrs.  Sutherland  E.  Simpson,  Mrs. 
Harry  Righter,  and  Mrs.  J.  Hedly  Atkin- 
son. 

Kings  County 

The  fourth  anniversary  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Kings  was  celebrated  at  a 
luncheon  and  meeting  held  in  the  Medical 
Society  Building  on  March  14,  1939. 
The  president,  Mrs.  Milton  Bergmann, 
presided  and  welcomed  the  members. 
Mrs.  Valentine  Bourke,  chairman  of  hos- 
pitality was  in  charge  of  arrangements. 
The  honor  of  cutting  the  birthday  cake 
was  given  to  Dr.  Adele  Streeseman, 
chairman  of  the  Advisory  Council,  who 
addressed  the  auxiliary.  Mrs.  John  L. 
Bauer,  who  was  the  first  president  of  the 
Kings  Auxiliary  as  well  as  the  first  presi- 
dent of  the  Woman’s  Auxiliary  to  the 


Medical  Society  of  the  State  of  New  York 
also  addressed  the  auxiliary.  The  mem- 
bers then  enjoyed  an  educational  film. 

The  function  in  addition  to  celebrating 
the  anniversary  was  held  in  honor  of 
twenty-eight  new  members. 

Orange  County 

Mrs.  Harry  Pohlman  of  Middletown 
was  elected  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Orange.  Plans  for  the  years 
work  were  made  at  the  February  lunch- 
eon-meeting of  the  executive  board  held 
at  the  Mitchell  Inn,  Middletown.  On 
March  7 the  executive  board  met  at  the 
home  of  Mrs.  Pohlman.  Dr.  Stanley 
Quackenbush,  a member  of  the  advisory 
council  of  the  auxiliary,  spoke  briefly 
to  the  members. 

Queens  County 

The  sixth  anniversary  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Queens  was  celebrated  by  a 
tea  on  March  17  at  the  Medical  Society 
Building.  In  the  absence  of  the  presi- 
dent, Mrs.  Lavelle,  Mrs.  Miller  Saunders, 
first  vice-president,  greeted  the  members 
and  guests.  She  read  a letter  of  welcome 
from  Mrs.  Lavelle  and  a congratulatory 
message  sent  by  Mrs.  John  Bauer,  first 
president  of  the  State  Auxiliary.  The 
members  and  guests  enjoyed  several  piano 
and  vocal  selections.  Mrs.  John  W. 
Mahoney  and  Mrs.  Thomas  M.  d’Angelo, 
two  past  presidents  of  the  auxiliary,  were 
hostesses  at  the  tea  table.  Among  the 
guests  were  Mrs.  Luther  Kice,  Mrs. 
Louis  Van  Kleeck,  Mrs.  Bell,  and  Mrs. 
G.  Long  of  the  Nassau  Auxiliary. 

The  stated  meeting  of  the  auxiliary  was 
held  on  March  28,  1939,  in  the  Medical 
Society  Building.  The  members  en- 
joyed listening  to  Dr.  Bruno  Geb- 
hard,  technical  consultant  of  the  Ameri- 
can Museum  of  Health  of  the  New  York 
World’s  Fair  1939,  who  spoke  of  the 
Medical  Building  at  the  Fair  and  of  the 
exhibits  and  lectures  planned  for  the  lay- 
men. Mr.  G.  Starkman,  director  of 
exhibits  of  the  World’s  Fair,  showed  pic- 
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tures  of  the  many  buildings  at  the  Fair 
and  explained  the  purpose  of  each  one. 

With  deep  regret  the  chair  announced 
the  death  of  Dr.  Albert  Voltz,  past  presi- 
dent of  the  Medical  Society  and  a mem- 
ber of  the  Board  of  Trustees.  The  secre- 
tary was  instructed  to  send  a letter  of 
sympathy  to  Mrs.  Voltz  and  her  family. 

Rensselaer  County 

The  Board  of  Directors  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Rensselaer  met  on  March  2, 
1939,  in  the  home  of  Mrs.  Oney  Smith. 
Plans  for  the  activities  and  programs  of 
the  auxiliary  were  discussed. 

Mrs.  James  Donnelly  presided  at  the 
stated  meeting  of  the  auxiliary  held  on 
March  16  at  the  Troy  Hospital.  Mr. 
O.  T.  Anderson,  educational  director  of 
the  Community  Chest  Campaign,  spoke 
to  the  members  of  this  project  and  asked 
for  the  cooperation  of  the  auxiliary  in  its 


work.  Dr.  Joseph  Lawrence,  Executive 
Secretary  of  the  Medical  Society  of  the 
State  of  New  York,  also  addressed  the 
auxiliary.  His  topic  was  “The  Legisla- 
tive Side  of  Medicine.” 

A social  hour  followed  the  business 
meeting. 


A delightful  afternoon  tea  was  given  in 
honor  of  Mrs.  Daniel  Swan  by  Mrs.  Edwin 
Griffin,  first  vice-president  of  the  State 
Auxiliary  at  her  home,  311  Garfield 
Place,  Brooklyn,  New  York,  on  March  31, 
1939.  Many  guests,  members  of  the  ex- 
ecutive boards  of  the  various  county 
auxiliaries,  attended  the  tea  and  enjoyed 
the  musical  program  arranged  by  Mrs. 
Griffin.  Receiving  with  Mrs.  Swan  was 
Mrs.  G.  Scott  Towne,  president-elect  of 
the  State  Auxiliary.  Assisting  them  were 
Mrs.  Louis  Van  Kleeck,  Mrs.  Luther 
Kice,  and  Mrs.  Milton  Bergmann. 


LABORATORY  AIDS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF  PUERPERAL 
INFECTIONS 


Much  of  the  obscurity  of  prebacteriology  days 
regarding  “child  bed  fevers”  has  been  dispelled 
by  evidence  that  postpartum  and  postabortum 
fevers  are  usually  due  to  infection  of  the  placental 
site  by  pathogenic  microorganisms.  These  in- 
fections are  still  a frequent  cause  of  maternal 
deaths  and  occasionally  blaze  up  in  highly  fatal 
epidemics;  they  remain  a standing  challenge  to 
the  medical  profession.  An  elevation  of  the 
pulse  rate  and  a severe  chill  are  often  the  first 
symptoms ; fever  is  rarely  absent ; lower  abdomi- 
nal pain  and  suppression  of  the  uterine  dis- 
charge may  occur.  Factors  predisposing  to 
infection  are  believed  to  be  (1)  prolonged  labor, 
(2)  extensive  lacerations,  (3)  excessive  hemor- 
rhage, (4)  instrumentation,  (5)  repeated  vaginal 
examinations  during  labor  or  faulty  technic  by 
one  of  the  attendants,  (6)  retained  portion  of 
placenta,  (7)  antepartum  toxemia. 

Two  main  groups  of  these  infections  are  clearly 
recognized.  (A)  Hemolytic  streptococcus  in- 
fections (chiefly  Lancefield's  Group  A):  The 
cases  occur  either  sporadically  or  in  epidemic 


outbreaks.  The  hemolytic  streptococci  are 
probably  almost  always  introduced  into  the 
birth  canal  by  one  of  the  attendants;  pelvic 
thrombophlebitis,  peritonitis,  and  bacteremia  are 
frequent  complications.  The  case  fatality  rate 
is  high.  (B)  Anaerobic  streptococcus  inf ections : 
the  best  known  habitat  of  these  species  is  the 
female  genital  tract.  While  these  infections  oc- 
cur only  as  sporadic  cases,  they  constitute  one- 
third  or  more  of  all  puerperal  infections.  The 
discharge  is  foul;  cultures  of  it  and  of  the  blood, 
unless  grown  anaerobically,  do  not  reveal  the  in- 
fecting agent.  In  these  cases,  also,  thrombo- 
phlebitis, peritonitis,  bacteremia,  and  a fatal 
outcome  are  not  uncommon.  What  was  for- 
merly called  “sapremia”  was  probably  this  type 
of  infection;  the  infecting  agent  was  not  demon- 
strated because  the  cultures  were  not  grown  ana- 
erobically. 

In  addition  to  these  two  groups,  a few  cases  are 
due  to  infection  by  staphylococcus,  B.  coli,  N. 
gonorrhoeae , and  the  anaerobic  spore-forming 
microorganisms . 


Medical  News 


Albany  County 

Dr.  G.  Emory  Lochner,  dean  of  Albany 
obstetricians,  was  honored  at  a dinner  on 
March  15  given  by  the  board  of  trustees 
of  the  Anthony  N.  Brady  Maternity 
Home,  to  celebrate  his  fifty  years  as  a 
practicing  physician. 

The  jubilee  dinner  was  a surprise  to 
Dr.  Lochner,  who  has  been  chief  of  staff 
of  Brady  Maternity  Hospital  since  its 
founding,  and  who  helped  inaugurate  the 
old  Elliott  Austin  Maternity  Home  in 
Elm  Street,  predecessor  of  the  modern 
Brady  Home. 

The  dinner,  arranged  by  the  Sisters  of 
Charity  at  the  home,  brought  the  Most 
Rev.  Edmund  F.  Gibbons,  Bishop  of  the 
Albany  Catholic  Diocese  and  president  of 
the  board;  members  of  the  hospital  staff, 
and  representatives  of  the  Catholic  Chari- 
ties organization. 

A newspaper  paragraph  on  March  14 
related  that  “Dr.  Anna  Perkins,  of  West- 
erlo,  N.  Y.,  yesterday  fought  her  way  with 
two  State  troopers  and  twenty  volun- 
teers for  fifteen  hours  through  a snow- 
choked  trail  to  give  medical  aid  to  two 
children,  ill  with  influenza  in  a remote 
farmhouse.  The  woman  doctor  com- 
pleted the  last  mile  and  a half  of  the  trip 
on  snowshoes  and  reported  that  Marion 
Shufelt,  three,  and  her  sister  Ethel,  six, 
had  ‘an  excellent  chance’  of  recovering 
from  influenza.” 

Bronx  County 

The  Bronx  County  Medical  Society  has 
sent  a letter  to  Borough  President  Lyons 
protesting  against  any  suspension  of  the 
Residence  Law  which  would  admit  non- 
residents to  appointment  as  local  health 
officers. 

The  Civil  Service  Commission,  accord- 
ing to  the  letter,  set  up  specific  require- 
ments designed  to  exclude  local  appli- 
cants, such  as  “a  degree  in  public  health.” 
It  said  no  member  of  the  Health  Depart- 
ment who  is  a doctor  of  medicine  holds 


such  a degree.  Of  the  hundreds  of  physi- 
cians in  New  York  City,  there  are  many 
who  are  perfectly  competent  to  occupy  the 
position  of  district  health  officer,  the  letter 
stated. 

Chenango  County 

The  committee  of  the  Chenango 
County  Medical  Society,  appointed  re- 
cently to  discuss  with  the  supervisors  the 
fees  paid  for  attendance  in  welfare  cases, 
will  ask  that  in  cases  where  attendance 
necessitates  a drive  of  several  miles,  mile- 
age be  allowed  in  addition  to  the  fee.  The 
question  arose  when  physicians  were  noti- 
fied by  Welfare  Commissioner  Woodruff 
that  the  maximum  fee  upon  which  the 
county  could  seek  reimbursement  from  the 
state  was  $2  for  home  calls.  It  is  said 
that  adjoining  counties  and  some  towns 
now  allow  mileage. 

Cortland  County 

Dr.  Howard  Peter  Johnson,  eighty- 
three  years  old,  a practicing  physician  for 
more  than  fifty  years  and  holder  of  the 
Cortland  County  Medical  Society’s  cane 
which  is  kept  by  the  oldest  member  of 
the  society,  died  on  March  4 at  his  home 
in  Cortland. 

Dutchess  County 

Approximately  seventy-five  attended  a 
meeting  of  the  Dutchess  County  Medical 
Society  at  the  Amrita  Club  in  Pough- 
keepsie, on  March  8,  to  hear  an  address 
by  Dr.  John  A.  Kelley,  of  Memorial  Hos- 
pital, New  York  City. 

He  discussed  “A  General  Survey  of  the 
Diagnosis  and  Treatment  of  Gynecologic 
Neoplasm.” 

Dr.  Gilbert  S.  Taber,  vice-president, 
presided  in  the  absence  of  Dr.  Scott  Lord 
Smith.  A buffet  supper  followed. 

Fulton  County 

The  regular  monthly  meeting  of  the 
Fulton  County  Medical  Society  was  held 
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at  the  Hotel  Johnstown,  at  Johnstown, 
on  Thursday,  March  16.  President  John 
A.  Shanon  presided. 

The  major  part  of  the  meeting  consisted 
of  a variety  of  business  which  included  a 
report  by  Dr.  Alfred  F.  Goodwin  of 
Gloversville,  chairman  of  a committee 
appointed  in  February  to  investigate  the 
matter  of  inadequate  fee  schedules  for 
county  welfare  cases.  Dr.  Goodwin  re- 
ported on  a questionnaire  submitted  to  all 
the  county  societies  in  the  state,  the 
majority  of  whom  replied  immediately. 

An  excellent  cross-section  of  the  various 
problems  confronted  in  welfare  work 
throughout  the  state  was  represented  in 
this  questionnaire. 

The  scientific  program  consisted  of  an 
excellent  talk  by  Dr.  George  V.  Taplin  of 
the  Strong  Memorial  Hospital,  Rochester, 
on  “Pneumonia.”  Dr.  Taplin  outlined 
in  detail  standard  procedure  followed  in 
the  diagnosis,  treatment,  and  manage- 
ment of  all  pneumonia  cases  at  the  Strong 
Memorial.  His  observations  on  serum 
therapy  were  particularly  interesting. 
He  also  touched  on  sulfapyridine. 

— Reported  by  Louis  Tremante,  M.D., 

Secretary 

Jefferson  County 

The  economics  committee  of  the  Medi- 
cal Society  of  Jefferson  County  presented 
a plan  for  a nonprofit  health  insurance 
association  at  a regular  monthly  meeting 
of  the  society  at  the  Black  River  Valley 
Club,  on  March  9. 

The  plan,  presented  by  Dr.  Willis  W. 
Young,  chairman  of  the  committee,  is 
similar  to  the  hospital  service  plan.  The 
society  will  discuss  the  plan  at  future 
meetings  before  taking  definite  action. 

The  society  directed  its  legislative  com- 
mittee to  inform  legislators  in  Albany  that 
the  society  was  in  favor  of  enabling  legis- 
lation making  a health  insurance  plan 
legally  possible  under  state  insurance 
laws. 

The  guest  speaker  was  Robert  Seacock, 
Ph.D.,  assistant  professor  of  physio- 
logic chemistry  at  the  University  of 


Rochester,  whose  topic  was  “Vitamins 
from  a Functional  Viewpoint.” 

Kings  County 

The  scientific  program  of  the  Medical 
Society  of  the  County  of  Kings  on  March 
21  included  these  addresses:  “Socialized 

Medicine,”  by  Dr.  Joseph  Slavit;  “Group 
Practice  and  Its  Relation  to  the  Future  of 
American  Medicine,”  by  Dr.  Kingsley 
Roberts;  “Medical  Expense  Indemnity 
Insurance,”  by  Dr.  Chas.  Gordon  Heyd; 
and  “The  National  Health  Program,”  by 
Dr.  Haven  Emerson. 

Dr.  Harry  M.  Greenwald  spoke  at  the 
MacNaughton  Auditorium  on  April  14  on 
“Splenic  Enlargement.” 

The  monthly  meeting  of  the  Medical 
Society  of  Bay  Ridge  was  held  on  March 
14  at  the  Shore  Road  Academy.  This 
meeting  is  known  as  “old  home  night”  and 
is  held  once  a year.  The  entire  program 
was  rendered  by  members  of  the  society. 
The  papers  read  at  the  meeting  were  as 
follows : 

“Septicemia  Treated  with  Bacterio- 
phage,” by  Dr.  William  F.  Rexer;  “Ob- 
servation and  Treatment  of  Pneumonia,” 
by  Dr.  Reginald  J.  Blaber;  “Infectious 
Mononucleosis,”  by  Dr.  G.  Broncato; 
“Massive  Intraperitoneal  Hemorrhage,” 
by  Dr.  Anthony  L.  Shelfo;  “Experiences 
with  Leprosy  in  China,”  by  Dr.  Reginald 
J.  Blaber. 

Dr.  Thomas  M.  Rivers,  of  Forest  Hills, 
has  been  appointed  and  sworn  in  by 
Mayor  LaGuardia  as  a member  of  the 
Board  of  Health  to  succeed  the  late  Dr. 
Carl  Boettiger. 

Strongly  recommended  by  Health  Com- 
missioner John  L.  Rice  for  a place  on  the 
policy-making  board,  Dr.  Rivers  is  a 
director  of  the  Rockefeller  Institute  for 
Medical  Research,  chairman  of  the  com- 
mittee on  scientific  research  of  the  Na- 
tional Foundation  for  Infantile  Paralysis, 
and  a member  of  numerous  medical  socie- 
ties. 

He  was  born  in  1888,  was  graduated 


842 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


from  Johns  Hopkins  in  1915  and  lives  at 
163  Greenway  South,  Forest  Hills.  His 
term  is  indefinite  and  he  draws  no  salary 
as  board  member. 

Dr.  Rice  declared:  “Dr.  Rivers  will 

add  outstanding  strength  to  the  member- 
ship of  the  Board  of  Health.” 

Monroe  County 

Five  million  young  people  who  are  now 
in  this  country  will  at  some  time  suffer 
some  form  of  mental  illness. 

Dr.  George  Kirby  Collier,  chairman  of 
the  Mental  and  Nervous  Disease  Com- 
mittee of  the  Monroe  County  Medical 
Society,  made  this  statement  at  a meeting 
in  the  Rochester  Academy  of  Medicine, 
on  March  12,  illustrating  the  extent  of 
mental  illness. 

He  called  attention  to  the  fact  that 
there  are  accommodations  for  3,300 
patients  at  the  Rochester  State  Hospital, 
and  only  2,917  beds  are  available  in 
twenty-two  hospitals  of  other  types  in 
Monroe  County. 

He  continued: 

“In  one  year  the  number  of  persons  in 
mental  hospitals  was  about  the  same  as  in 
our  colleges  and  universities,  and  in  a 
more  recent  survey,  the  number  of  first 
admissions  to  mental  hospitals  was  about 
the  same  as  the  number  of  young  men  and 
women  graduated  from  our  colleges  and 
universities.” 

Dr.  John  L.  Van  De  Mark,  superinten- 
dent of  the  Rochester  State  Hospital, 
spoke  on  its  history  and  work. 

The  Rochester  Pharmaceutical  Society 
announces  it  will  join  the  Monroe  County 
Medical  Society  in  the  fight  against 
“dangerous  self-medication.” 

A committee  will  be  named  to  work 
with  the  county  society  committee, 
headed  by  Dr.  David  A.  Haller,  which  has 
been  studying  problems  created  by  the 
sale  of  drugs  which,  the  committee  claims, 
are  harmful  when  taken  without  a physi- 
cian’s advice.  It  is  expected  that  state 
and  possibly  federal  legislation  will  be 
sought  after  physicians  and  pharmacists 
agree  on  a policy. 


Nassau  County 

The  scientific  program  of  the  Nassau 
County  Medical  Society  on  March  28  in- 
cluded an  address  by  John  Edward  Jen- 
nings, M.D.,  F.A.C.S.,  Director  and  Sur- 
geon, Brooklyn  Cancer  Institute;  Senior 
Surgeon,  Brooklyn  Hospital,  on  “The 
Management  of  Carcinoma  of  the  Colon.” 

Dr.  Louis  H.  Bauer,  president  of  the 
Nassau  County  Medical  Society,  led  a dis- 
cussion on  the  “Economics  of  Medical 
Care”  at  the  Long  Island  Regional  Con- 
ference on  Social  Work  in  Garden  City 
on  March  21. 

New  York  County 

With  nearly  two-thirds  of  the  total 
membership  of  the  Medical  Society  of  the 
County  of  New  York  failing  to  vote,  a poll 
completed  on  March  17  showed  a margin 
of  nearly  three  to  one  against  compulsory 
health  insurance,  Dr.  B.  Wallace  Hamil- 
ton, secretary,  announced.  The  poll  is 
believed  to  be  the  first  of  its  kind  in  the 
country. 

Of  4,800  members  of  the  society,  1,718 
cast  votes.  Of  these,  1,286  voted  against 
compulsory  health  insurance  and  432  in 
favor  of  it.  The  question  on  which  the 
vote  was  taken  was  as  follows: 

“If  under  Proposition  4 of  the  national 
health  program,  money  is  made  available 
to  New  York  State  to  provide  care  for  the 
low  income-earning  groups,  do  you  favor 
the  delivery  of  this  medical  care  by  means 
of  compulsory  health  insurance?” 

The  meeting  of  the  Medical  Society  of 
the  County  of  New  York  on  March  27  was 
devoted  to  the  following  symposium  on 
mental  health  problems:  “Types  of  De- 

pression and  Some  Aspects  of  Treat- 
ment,” by  Dr.  Gerald  R.  Jameison; 
“Some  Recent  Progress  in  the  Study  of 
Convulsive  Disorders,”  by  Dr.  S.  Eugene 
Barrera;  “The  Treatment  of  Acute 
Mental  Disorders,  Including  Organic  De- 
liria  and  Delirium  Tremens,”  by  Dr. 
Karl  M.  Bowman;  and  “The  Role  of  the 
Family  Physician  in  the  Psychoanalytic 
Treatment  of  His  Patients,”  by  Dr. 
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Lawrence  S.  Kubie.  Discussion:  Dr. 

Nolan  D.  C.  Lewis  (by  invitation),  Dr. 
Henry  James  Spencer,  and  Dr.  Henry 
Alsop  Riley. 

The  Committee  on  Cardiac  Clinics  of 
the  New  York  Heart  Association,  Alfred 
E.  Cohn,  M.D.,  presiding  officer,  held  a 
scientific  session  at  the  New  York  Acad- 
emy of  Medicine  on  March  28,  with  ad- 
dresses by  Dr.  Harold  E.  B.  Pardee,  Dr. 
Cary  Eggleston,  Dr.  Clarence  E.  de  la 
Chapelle,  Dr.  Arthur  C.  De  Graff,  Dr. 
Robert  L.  Levy,  Dr.  Charles  E.  Koss- 
mann,  and  Dr.  John  B.  Schwedel. 

A program  to  provide  medical  care  for 
WPA  workers  in  periods  of  illness  has 
been  devised  by  federal  relief  officials  in 
New  York  City,  but  is  being  held  in  abey- 
ance until  the  financial  future  of  WPA  is 
decided  by  Congress,  Lieut.  Col.  Brehon 
B.  Somervell,  local  Works  Progress  Ad- 
ministrator, discloses. 

The  program,  similar  in  basic  outline 
to  the  one  used  by  the  department  of  wel- 
fare in  meeting  the  medical  needs  of  home 
relief  recipients,  the  aged  and  the  blind, 
has  been  indorsed  by  representatives  of 
the  five  county  medical  societies,  Colonel 
Somervell  said. 

The  lack  of  any  provision  for  treating 
WPA  workers  who  are  ill,  in  their  own 
homes,  has  long  been  deplored  by  social 
workers  and  public  health  experts.  They 
point  out  that  persons  on  WPA  have  no 
resources  except  their  relief  pay  and  that 
this  pay  stops  when  illness  makes  it  im- 
possible for  the  worker  to  report. 

In  the  absence  of  a comprehensive 
medical  program,  the  sick  WPA  employee 
must  choose  between  asking  a physician 
to  treat  him  without  fee  or  going  to  a city 
hospital  at  much  greater  cost  to  the  tax- 
payer than  would  be  involved  in  home 
treatment,  advocates  of  WPA  medical 
aid  contend,  adding  that  while  the 
worker  is  away  from  his  job  his  family 
often  finds  it  necessary  to  turn  to  home 
relief  for  the  necessities  of  life. 

Colonel  Somervell  said  he  believed  a 
medical  program  would  be  “a  fine  thing,” 


but  that  this  was  deemed  an  “inoppor- 
tune” time  to  start  it.  The  plan  under 
consideration  would  involve  the  estab- 
lishing of  a panel  of  physicians  who 
would  be  paid  by  WPA  for  each  home 
visit  they  made.  Relief  workers  would 
be  permitted  to  select  any  doctor  on  the 
panel.  This  is  the  system  followed  by  the 
welfare  department,  with  the  active  sup- 
port of  organized  medicine. 

The  cost  of  the  welfare  department 
program,  which  embraces  600,000  needy 
men,  women,  and  children,  is  about 
$1,000,000  a year.  This  includes  medica- 
tion and  nursing  service,  as  well  as  medi- 
cal care.  The  WPA  employs  167,000 
persons  in  New  York  City.  Whether  the 
projected  program  would  apply  to  all  of 
these  and  also  to  their  families  was  not 
made  clear. 

Onondaga  County 

Dr.  William  A.  Groat,  President  of  the 
State  Society,  addressed  the  Association 
of  Faculty  Women  of  Syracuse  Univer- 
sity on  March  24  on  “The  Medicine  of 
Today.”  The  meeting  was  held  in  the 
auditorium  of  the  Maxwell  School  of 
Citizenship  and  about  250  were  present. 

Ontario  County 

The  Ontario  County  Medical  Society, 
through  its  public  relations  committee, 
has  arranged  with  Station  WMBO, 
Auburn,  to  broadcast  health  subjects  each 
Thursday  evening  at  7 :15.  “Pneumonia” 
was  the  subject  of  the  first  fifteen-minute 
broadcast  on  March  16. 

Present-day  radio  programs  carry  so 
many  references  to  health  that  the  On- 
tario County  Medical  Society  felt  that  a 
program  in  which  health  topics  were  dis- 
cussed entirely  devoid  of  any  commercial 
aspect,  might  be  of  interest.  The  public 
relations  committee,  therefore,  was  in- 
structed to  prepare  material  and  to  make 
arrangements  with  the  broadcasting  sta- 
tion that  donates  the  time  on  the  air  as 
a part  of  its  policy  to  use  some  of  its  facili- 
ties for  educational  purposes. 

Coordinating  these  two  elements,  the 
result  will  be  a series  of  ten  broadcasts. 
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primarily  for  the  information  of  the 
people  of  Ontario  and  adjoining  counties. 
The  last  two  programs  will  be  given  by 
the  Geneva  Dental  Society. 

Drs.  Francis  D.  Leopold  and  Harry  M. 
Murphy  were  the  guest  speakers  at  the 
meeting  of  the  Geneva  Academy  of  Medi- 
cine at  the  Geneva  Country  Club  on 
March  16.  Dr.  Leopold  spoke  on  “A 
Resum6  of  the  Recent  Advances  in  the 
Diagnosis  and  Treatment  of  Peptic  Ulcer 
and  Carcinoma  of  the  Stomach,”  and  Dr. 
Murphy  on  “Gastroscopy:  Its  Advan- 

tages and  Limitations,  Including  a Dem- 
onstration of  the  Instrument  and  Model 
Stomach.” 

Oswego  County 

The  regular  meeting  of  the  Medical 
Society  of  the  County  of  Oswego  was  held 
at  the  Fulton  Club,  Fulton,  on  April  5. 

There  was  a special  meeting  previous 
to  the  main  meeting  of  all  the  officers  and 
censors  of  the  society:  Drs.  Kent  Wood 

Jarvis,  Harrison  M.  Wallace,  Joseph  B. 
Ringland,  John  J.  Brennan,  Le  Roy  F. 
Hollis,  Ross  F.  Wolever,  Sylvester  D. 
Kelher,  and  Olin  J.  Mowry. 

The  program  included  two  motion  pic- 
tures: “Human  Sterility”  and  “Modern 

Surgical  Treatment  of  Varicose  Veins  and 
Ulcers.” 

Queens  County 

A joint  meeting  of  the  Medical  Society 
of  the  County  of  Queens  and  the  Queens 
County  Bar  Association  was  held  on 
March  28,  with  the  following  program : 

“Disciplinary  Proceedings  Against  Li- 
censed Physicians”  by  Harold  Rypins, 
M.D.,  F.A.C.P.,  secretary,  State  Board 
of  Medical  Examiners;  “Don’t  Fracture 
Your  Reputation”  by  Edward  Adams, 
M.D.,  author  of  “The  Doctor-in-Law,” 
“Medicolegal  Aspects  of  Fractures,” 
and  others;  “Firearm  Identification” 
by  Acting  Sergeant  Henry  F.  Butts  of 
the  ballistic  bureau  of  the  Police  De- 
partment of  the  City  of  New  York; 
Remarks  by  Joseph  P.  Rudden,  Esq., 
president  of  the  Queens  County  Bar  As- 
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sociation ; and  a Scientific  Exhibit  by  the 
Society’s  Committee. 

The  next  meeting  of  the  County 
Medical  Society  will  be  held  on  April  18, 
advanced  one  week  to  avoid  conflict  with 
the  State  Society  meeting  in  Syracuse. 

The  Friday  afternoon  talk  on  April  21 
at  4:30  p.m.  will  be  on  “Sacroiliac  Dis- 
ease” by  Dr.  Charles  Dwight  Napier, 
Consultant  Orthopedic  Surgeon,  Long 
Island  College  Hospital. 

An  open  meeting  of  the  Queensboro 
Surgical  Society  will  be  held  on  Wednes- 
day, April  19,  at  9:00  p.m.  at  the  Medical 
Society  building.  The  speaker  of  the 
evening  will  be  Dr.  James  A.  Cahill,  Jr., 
Professor  of  Surgery  at  Georgetown 
University,  Washington,  D.  C.  His  sub- 
ject will  be  “Trauma  of  the  Abdomen  and 
Chest.”  The  annual  dinner  will  be  held 
the  same  evening  at  6:30  p.m.  at  the 
Forest  Hills  Inn. 

Rensselaer  County 

Eric  W.  Gibberd,  secretary  of  the 
Troy  Community  Chest,  spoke  on  the 
“Community  Chest  Drive”  at  a meeting 
of  the  Rensselaer  County  Medical  So- 
ciety in  Troy  on  March  14. 

Dr.  William  T.  Shields,  Jr.,  president, 
was  in  charge  of  the  session. 

Other  speakers  were  Dr.  Robert  E. 
Plunkett,  whose  topic  was  “Modern 
Emphasis  in  Tuberculosis,”  and  Dr. 
John  J.  Randall,  who  spoke  on  “The 
Pawling  Sanitarium  and  Its  Needs.” 

Richmond  County 

The  attending  obstetricians  at  St. 
Vincent’s  and  Staten  Island  hospitals, 
Dr.  D.  Vincent  Catalano  and  Dr.  Charles 
R.  Kingsley,  Jr.,  spoke  at  the  meeting 
of  the  Richmond  County  Medical  So- 
ciety on  March  8 in  the  Health  Center, 
St.  George. 

Dr.  Catalano  spoke  on  “Pelvic  Pel- 
vimetery  by  X-Ray,”  and  Dr.  Kingsley 
discussed  “Obstetrical  Problems.” 
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Tompkins  County 

A regular  meeting  of  the  Tompkins 
County  Medical  Society  was  held  on 
March  21.  Thirty- two  members  were  in 
attendance.  A motion  was  carried  to 
approve  the  bill  of  assemblyman  Law- 
rence of  Herkimer  County  to  require  full 
citizenship  of  registering  physicians,  den- 
tists, and  nurses.  A motion  was  carried 
to  place  the  Tompkins  County  Medical 
Society  on  record  as  favoring  tubercular 
testing  in  our  public  schools. 

A most  instructive  and  interesting  talk 
was  given  by  Dr.  Oliver  Wendell  Holmes 
Mitchell,  of  Syracuse,  on  “Health  In- 
surance and  State  Medicine.” 

—Reported  by  Dr.  Willets  Wilson, 

Secretary 

Ulster  County 

An  interesting  address  on  “Classifica- 
tion of  Morbid  Conditions  Giving  Rise  to 
Paroxysmal  Cardiac  Pain ; Diagnosis  and 
Therapy,”  was  given  before  the  Medical 
Society  of  the  County  of  Ulster  on 
February  7,  by  Dr.  Harold  L.  Rakov,  of 
Kingston.  He  discussed  the  use  of 
various  drugs  in  treating  the  condition 
and  also  showed  many  lantern  slides  of 
charts  and  electrocardiograph  tracings 
taken  from  his  own  case  histories. — 
Reported  by  Dr.  Clarence  L.  Gannon, 

Secretary 

Westchester  County 

The  first  major  step  in  a nationwide 
movement  for  the  protection  of  children 
from  infection  through  contact  with  un- 
healthy adults  was  taken  on  March  21 
by  the  Westchester  County  Medical 
Society  in  collaboration  with  the  Ameri- 
can Academy  of  Pediatrics  when  it 
launched  a campaign  for  periodic  health 
examinations  of  parents,  domestics,  and 
teachers  throughout  Westchester  County. 

Meeting  at  the  New  York  Hospital, 
Westchester  Division,  members  of  the 
County  Society  agreed  to  have  500 
physicians  cooperate  by  providing  x-ray 
examinations  and  blood  tests  for  adults 
to  discover  evidence  of  tuberculosis, 
syphilis,  and  other  communicable  dis- 


eases that  children  might  contract.  An 
annual  fee  of  $10  would  be  charged  to 
each  adult  submitting  to  the  tests,  it  was 
decided. 

Dr.  Edward  H.  Marsh  of  the  County 
Health  Department,  chairman  of  the 
Medical  Society’s  public  health  com- 
mittee, explained  that  the  program  origi- 
nated in  Westchester,  having  been  oper- 
ated on  an  experimental  basis  in  New 
Rochelle  for  two  years,  and  that  it  was 
approved  last  summer  by  the  American 
Academy  of  Pediatrics  in  convention  at 
Del  Monte,  Calif.  Westchester  will  be 
the  first  county  to  use  the  plan  on  a large 
scale,  he  explained. 

Standard  printed  forms  for  physicians 
to  use  in  the  examinations  were  dis- 
tributed to  the  200  physicians  at  the 
meeting.  The  forms  call  for  one  x-ray 
examination  of  each  adult  annually  and 
other  tests  semiannually.  Every  do- 
mestic passing  the  test  will  receive  a 
health  certificate  from  the  examining 
physician. 

Dr.  Ralph  T.  B.  Todd,  president  of 
the  Society,  presided  at  the  meeting  and 
Dr.  Abraham  H.  Aaron,  professor  of 
medicine  at  the  University  of  Buffalo  and 
president  of  the  Buffalo  Academy  of 
Medicine,  spoke  on  gastrointestinal  ill- 
nesses. Nine  new  members  were  elected 
to  the  society. 

Diagnosis  by  x-ray  once  was  con- 
sidered a black  art  by  the  medical  pro- 
fession, Dr.  Lewis  Gregory  Cole,  head  of 
the  radiography  department  at  St.  Agnes 
Hospital,  asserted  in  a talk  before  the 
Rotary  Club  of  White  Plains  on  March  7, 
at  the  Roger  Smith  Hotel. 

“When  I tried  to  secure  tuberculosis 
lungs  for  x-ray  examination,”  he  said, 
“a  fellow  physician  called  me  a quack 
and  a charlatan  and  refused  to  let  me 
have  them.” 

That  was  back  in  the  early  1900’s,  when 
x-ray  was  still  toddling.  Dr.  Cole  re- 
called he  was  “thrilled”  when  he  first 
diagnosed  cancer  with  x-rays  and  realized 
what  an  effective  weapon  against  the 
disease  he  had  at  hand. 
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Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

James  C.  Ayer 

77 

P.  &S. 

March  20 

Manhattan 

John  I.  Becker 

68 

Syracuse 

March  13 

Poughkeepsie 

Philip  F.  Bernstein 

47 

Syracuse 

March  16 

Brooklyn 

Horace  D.  Dow 

75 

N.  Y.  U. 

March  16 

Maspeth 

Howard  P.  Johnson 

83 

Hahne 

March  4 

Cortland 

Lesser  Kauffman 

62 

Buffalo 

March  11 

Buffalo 

George  L.  Megargee 

65 

Penna. 

March  4 

Larchmont 

Henry  U.  Robinson 

55 

L.  I.  C.  Hospital 

March  20 

Manhattan 

Albert  H.  Rodgers 

71 

Albany 

March  16 

Corning 

AMERICA’S  JUGGERNAUT 

In  the  typical  American  family  of  three  chil- 
dren the  probability  is  that  one  will  be  killed  or 
injured  in  an  automobile  accident  before  he  has 
lived  out  his  normal  life  span,  we  read  in  a 
booklet  issued  by  the  Travelers  Insurance  Com- 
pany. 

True,  the  United  States  enjoyed  in  1938  its 
second  yearly  decrease  in  motor  vehicle  fatalities 
in  more  than  four  decades  of  automobile  trans- 
portation and  its  lowest  traffic  death  total  since 
the  depression  years  of  1932  and  1933.  This 
record  is  heartening. 

But  the  death  total  remains  far  too  high. 
No  one  can  feel  any  complacency  about  a record 
which  saw  32,000  human  lives  sacrificed  on  the 
altar  of  carelessness.  Nonfatal  injuries  also 
decreased  from  the  all-time  peak  record  of  1937, 
but  the  decrease  was  relatively  much  smaller 
than  that  registered  for  fatalities. 

It  seems  that  exceeding  the  speed  limit  was 
responsible  for  39.6  per  cent  of  the  deaths 
and  25  per  cent  of  the  injuries.  Despite  a de- 
crease in  fatalities  in  1938  compared  with  1937, 
the  percentage  caused  by  speed  went  up.  Al- 
most 94  per  cent  of  the  drivers  involved  in  fatal 
accidents  were  male  and  only  6 per  cent  female. 
More  than  84  per  cent  of  the  fatal  accidents  oc- 
curred in  clear  weather,  and  77  per  cent  happened 
when  the  road  surface  was  dry.  More  persons 
were  killed  on  Sunday  than  on  any  other  day  of 
the  week,  while  the  heaviest  injury  toll  came  on 
Saturday.  More  persons  were  killed  between 
seven  and  eight  p.m.  than  at  any  other  hour. 
Almost  43  per  cent  of  all  victims  of  fatal  traffic 
accidents  were  pedestrians.  Almost  half  of  all 
pedestrians  killed  were  either  crossing  between 
intersections  or  walking  on  rural  highways. 

And  if  you  think  the  moral  is  to  stay  at  home, 
other  figures  show  that  about  as  many  are  killed 
in  accidents  in  the  home  as  on  the  highway. 


THE  EVER-BOILING  WITCHES’  BREW 

Each  week  the  Food  and  Drug  Administration 
receives  up  to  a hundred  communications  from 
butchers,  bakers,  housewives,  automobile  mechan- 
ics, Indian  squaws,  and  other  equally  unquali- 
fied persons  who  are  interested  in  marketing  a 
new  food  or  a drug,  said  Theodore  G.  Klumpp, 
M.D.,  Chief  Medical  Officer  of  the  U.  S.  Food  and 
Drug  Administration,  in  a recent  address.  Each 
of  them  has  a desire  to  get  rich  quick,  or  a yen 
for  pharmaceutic  experimentation,  or  a crackpot 
notion  that  some  weed  growing  in  his  garden  has 
medicinal  value.  He  related  that  a short  time 
ago  he  encountered  a box  of  red  pills  sold  as 
“Revivo”  pills  by  a Chicago  doctor.  Upon  in- 
spection of  the  pills  it  was  noted  that  although 
they  were  supposed  to  be  the  same,  there  were 
slight  variations  in  size,  and  shade  of  red.  When 
analyzed  it  was  found  that  the  package  was  an 
indiscriminate  mixture  of  three  different  kinds 
of  pills:  one  was  a cathartic,  another  was  es- 
sentially thyroid,  and  the  third  contained  strych- 
nine. When  the  physician  was  investigated,  it 
was  found  that  he  bought  stocks  of  salvaged 
drugs  from  various  sources,  mixed  all  the  red 
pills  together  and  called  them  “Revivo.”  An- 
other collection  of  pills  of  a different  color  was 
labeled  “Retardo.” 

“We  encountered  another  drug  manufacturer 
who  had  had  on  hand  a large  stock  of  miscellane- 
ous salvaged  liquid  preparations.  The  liquids 
were  all  dumped  together  into  a large  cauldron, 
mixed,  bottled,  and  sold  as  a liniment.  The  old 
Food  and  Drugs  Act  had  no  provision  for  dealing 
directly  with  practices  such  as  this.  In  fact,  our 
inspectors  don’t  even  have  authority  to  enter 
the  factory  to  see  what’s  going  on.  I’m  glad  to 
say,  though,  that  most  manufacturers  do  not 
stand  upon  a strict  observance  of  their  legal 
rights  in  this  respect.” 


Hospital  News 


Sterilizing  the  Air  in  the  Operating  Room 


The  killing  of  bacteria  in  the  air  in 
operating  rooms  by  irradiation  may 
prove  an  important  addition  to  efforts  for 
eliminating  infections  of  wounds  in  clean 
primary  incisions,  The  Journal  of  the  Am- 
erican Medical  Association  for  March  18 
says  in  an  editorial. 

Pointing  out  that  modern  aseptic  tech- 
nic in  the  operating  room  has  almost 
eliminated  infection  of  wounds  in  clean 
cases,  The  Journal  says,  however,  that  the 
introduction  of  major  surgical  procedures 
involving  exposure  of  large  raw  areas  for 
a long  time  has  again  raised  the  problem 
of  occasional  infection. 

“Recently,”  the  editorial  continues, 
“Deryl  Hart,  M.D.,  of  the  Duke  Uni- 
versity School  of  Medicine,  has  reported 
studies  during  the  past  five  years  of  efforts 
to  eliminate  the  occasional  sporadic  op- 
erating room  infection.  After  carefully 
checking  all  possible  sources  of  infection, 
Hart  concludes  that  the  least  controlled 
source  of  infection  was  air-borne  bac- 
teria. Most  of  the  infections  were 
caused  by  Staphylococcus  aureus-haemo- 
lyticus.  The  organisms  entered  the  wound 
from  the  air  rather  than  from  the  skin 
of  the  patient.  The  air  was  contami- 
nated by  operating  room  personnel  and 
patients. 

Infection  from  Operating  Personnel 

“The  personnel  of  the  operating  room 
and  the  general  population  were  found  at 
times  to  have  Staphylococcus  aureus  in 
the  nose  and  throat  in  as  high  as  78  per 
cent  of  the  cases.  In  every  case  of  infec- 
tion in  which  cultures  of  the  air  had  been 
taken,  the  organism  cultured  from  the 
wound  was  identical  with  the  one  cultured 
from  the  air  diming  the  operation. 

“The  bacteriologic  studies  carried  on 
daily  convinced  the  author  that  the  most 
important  source  of  wound  infection  was 
not  the  bacteria  present  in  the  skin  but 
the  organisms  eliminated  from  the  noses 


and  throats  of  the  operating  room  per- 
sonnel. The  wearing  of  thick  gauze 
masks  was  not  apparently  an  adequate 
protection  against  this  source  of  contami- 
nation. To  eliminate  this  source  the 
author  turned  to  air  irradiation. 

“At  the  request  of  the  author,  special 
radiant  energy  apparatus  was  designed 
and  constructed  which  answers  the  re- 
quirements. An  operating  room  was 
equipped  with  eight  of  these  lamps,  each 
30  inches  long.  The  author  found  that 
it  was  possible  with  eight  tubes  operat- 
ing to  kill  a lightly  sprayed  culture  of 
Staphylococcus  aureus-haemolyticus  on 
blood  agar  plates  within  sixty  seconds  or 
a heavily  sprayed  culture  within  less  than 
five  minutes.  Practically  all  organisms 
exposed  to  the  radiation  from  these  tubes 
at  a distance  of  8 feet  from  the  center  of 
the  cluster  were  killed  within  less  than  ten 
minutes,  and  at  a distance  of  10  feet 
within  less  than  thirty  minutes.” 

Mortality  Cut  One-Half 

In  a series  of  132  individual  stages  of 
chest  operations  on  fifty-nine  patients 
performed  in  a field  of  air  sterilized  by 
means  of  bactericidal  radiant  energy,  Dr. 
Hart  was  able  to  report  a lowering  to  one- 
half  of  mortality  due  to  infected  wounds. 
There  was  an  incidence  of  3.8  per  cent  of 
skin  infections  as  compared  with  33  per 
cent  in  a previous  series  of  100  similar 
operations.  The  incidence  of  elevation  of 
temperature  after  the  operation  was  low- 
ered so  that  more  than  two-thirds  of  the 
patients  did  not  have  more  than  two 
recorded  elevations  above  100.4  F.  as 
compared  to  one-third  of  the  patients 
without  radiation  in  this  group. 

In  a later  report  Dr.  Hart  presents  an 
analysis  of  the  results  obtained  in  456 
clean  primary  incisions  and  86  reopened 
clean  incisions  out  of  more  than  800 
operations  performed  in  field  of  bacteri- 
cidal irradiation.  The  analysis  reveals 
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that  the  postoperative  infections  have 
been  reduced  more  than  85  per  cent.  The 
occasional  death  anticipated  from  infec- 
tion of  a wound  did  not  occur.  The  num- 
ber of  patients  with  postoperative  tem- 
peratures above  100.4  F.  has  been  reduced 
in  chest  operations  from  68  to  30  per  cent, 
in  mastoid  operations  from  46  to  34  per 
cent,  and  in  hernia  operations  from  36  to 
22  per  cent.  The  number  of  patients  with 
a temperature  above  99.2  F.  for  more 
than  four  days  after  operation  has  been 
decreased  in  chest  cases  from  78  to  22  per 
cent,  in  mastoid  cases  from  54  to  21  per 

A “New  Heart”  for 

Thomas  S.  McLane,  president  of  the 
board  of  Roosevelt  Hospital,  428  West 
Fifty-ninth  Street,  New  York  City,  an- 
nounces plans  for  a $2,965,000  building 
to  replace  sixty-eight-year-old  sections  of 
the  institution.  He  said  the  proposed 
addition  would  provide  the  hospital  with 
a “complete  new  heart,”  helping  it  to 
meet  the  “growing  demand  for  hospital 
care  at  rates  within  the  reach  of  persons 
of  moderate  means.” 

The  new  structure,  he  explained,  would 
increase  the  capacity  of  the  hospital  by 
120  beds,  to  a total  of  507.  The  increase 
would  be  composed  chiefly  of  semiprivate 
beds  and  thirty  ward  beds  through  the 
establishment  of  a maternity  service. 

“The  new  project  is  not  designed  to  re- 
place all  the  hospital’s  buildings,”  the  an- 
nouncement said.  “The  present  modern 
ward  building  and  the  nurses’  residence 


cent,  and  in  hernias  from  46  to  14  per  cent. 
There  has  also  been  noted  a more  rapid 
wound  healing,  a lessened  systemic  re- 
action, and  a shortened  convalescence. 

“The  bacteriologic  studies  carried  out 
by  Hart  and  his  co-workers,  as  well  as 
the  practical  results  obtained,  seem  to 
establish  that  air  is  an  important  source 
of  contamination  in  every  operative 
wound,”  the  editorial  concludes.  “They 
demonstrated  further  that  sterilization 
of  the  air  in  the  operating  room  can 
be  accomplished  by  bactericidal  irradia- 
tion.” 

Roosevelt  Hospital 

will  be  retained.  The  new  building  will 
be  joined  to  the  ward  building  so  that  its 
general  facilities  may  be  equally  available 
to  all  patients.  The  present  private 
patients’  pavilion  will  be  remodeled  for 
the  School  of  Nursing,  now  housed  in 
buildings  which  will  be  torn  down.” 

Mr.  McLane,  who  said  a campaign  to 
raise  $2,000,000  or  more  this  year  would 
begin  on  April  11,  declared  the  new  build- 
ing would  provide  new  children’s  wards, 
more  adequate  diagnostic  and  research 
laboratories,  an  enlarged  x-ray  depart- 
ment, and  other  facilities. 

“In  addition  to  the  building,”  the  an- 
nouncement said,  “the  program  of  the 
hospital  includes  endowments  for  the  care 
of  the  sick,  teaching  and  research,  which 
raise  the  total  to  be  sought  over  the  next 
few  years  to  $5,667,000.” 


Record-Breaking  Hospital  Year 


A number  of  records  in  hospital  service 
were  broken  in  1938,  it  appears  from  the 
eighteenth  annual  presentation  of  hospital 
data  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical 
Association,  published  in  The  Journal  of 
the  Association  for  March  11. 

For  the  first  time  in  eight  years  the 
number  of  registered  hospitals  increased 
over  that  of  the  previous  year;  births  in 
hospitals  passed  the  million  mark;  the 


number  of  beds  increased  36,832  as  com- 
pared with  the  average  annual  increase 
of  24,677  beds  for  the  previous  thirty 
years.  In  1938,  hospitals  admitted  pa- 
tients at  the  rate  of  one  every  3.3  seconds. 

The  report  lists  6,166  registered  hospi- 
tals having  a total  of  1,161,380  beds, 
56,747  bassinets,  1,026,771  births,  an 
average  census  of  965,706,  with  9,421,075 
patients  admitted.  In  addition,  there  are 
136  hospitals  opened  and  their  registra- 
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tion  pending,  67  under  construction,  and 
185  planned  and  being  developed. 

Supplementary  to  these  facilities  there 
are  2,529  institutions,  emergency  stations, 
clinics,  and  cottages  designed  to  give 
emergency  and  other  auxiliary  types  of 
hospital  and  medical  care  of  which  the 
Council  on  Medical  Education  and  Hos- 
pitals has  record. 

The  rate  of  growth  in  registered  hos- 
pitals is  equivalent  to  1 hospital  of  101 
beds  for  each  day  in  the  year,  Sundays 
and  holidays  included. 

Commenting  on  the  report,  The  Journal 
says: 


“The  growth  of  hospital  facilities  has 
outstripped  the  advance  in  population. 
The  increase  of  population  in  the  United 
States  from  July  1,  1927,  to  July  1,  1938, 
was  8.9  per  cent.  In  the  same  time  the 
beds  in  all  registered  hospitals  increased 
36.1  per  cent.  The  beds  in  all  general 
hospitals  increased  23.2  per  cent,  in 
nervous  and  mental  hospitals,  58.5  per 
cent,  and  in  tuberculosis  hospitals,  20.3  per 
cent.  Ratio  of  general  hospital  beds  to 
population  has  increased  diming  these 
years  from  2.9  beds  per  thousand  to  3.3 
beds  per  thousand.  Such  increases  in 
proportion  to  population  cannot  be  main- 
tained indefinitely.” 


Newsy  Notes 


An  appropriation  of  $30,597,393.95  for 
the  New  York  City  Hospital  Department, 
an  increase  of  $4,240,864.45  over  the  1938 
allotment,  is  asked  by  Hospital  Com- 
missioner, S.  S.  Goldwater  as  a depart- 
mental budget  estimate  for  the  1939-1940 
fiscal  year. 

About  half  the  increase,  according  to 
the  estimate,  is  necessary  to  provide  for 
approximately  1,500  new  positions  needed 
to  staff  additions  to  the  city  hospital 
system  and  to  remedy  existing  shortages. 
Mandatory  salary  increments  and  “mod- 
est increases”  for  large  groups  whose 
wages  are  “admittedly  unsatisfactory” 
make  up  the  remainder  of  the  increase 
asked  for  in  personal  service. 

Of  the  total  sought  for  the  period  be- 
ginning July  1,  1939,  $21,081,085  is  for 
salaries  and  $9,516,308.95  for  other  than 
personal  service. 


The  Broad  Street  Hospital,  New  York 
City,  which  has  been  in  financial  straits 
and  was  slated  to  consolidate  with  the 
Beekman  Street  Hospital,  will  continue 
service,  it  is  hoped,  under  a new  plan. 

The  plan,  which  now  must  be  submitted 
to  a judge  of  the  court  for  confirmation, 
was  submitted  for  the  hospital  on  March 
3 by  Hughes,  Richards,  Hubbard  & Ew- 


ing, the  hospital’s  attorneys.  It  provides 
that  Henry  L.  Doherty,  founder  and  presi- 
dent of  the  Cities  Service  Corporation, 
shall  waive  $1,749,000  in  claims  against 
the  hospital,  that  other  creditors  are  to 
receive  30  per  cent  of  their  claims,  and 
that  a group  of  physicians  now  associated 
with  the  hospital  will  advance  $50,000 
without  interest,  to  be  used  as  working 
capital. 


Cooperation  between  World’s  Fair  au- 
thorities and  hospital  staffs  of  the  city 
will  be  required  to  handle  the  case  load 
requirements  during  the  Fair  season,  Dr. 
S.  S.  Goldwater,  Commissioner  of  Hos- 
pitals, declared  yesterday. 

“Repeatedly  I have  been  asked  what 
the  city  proposes  to  do  about  the  matter 
of  hospitalization  for  Fair  visitors,”  Dr. 
Goldwater  wrote  to  Dr.  C.  W.  Munger, 
chairman  of  the  Greater  New  York  Hos- 
pital Association. 

“Thus  far,  no  definite  steps  have  been 
taken.” 

Dr.  Goldwater  declared  he  felt  the 
solution  for  caring  for  sick  visitors  must 
lie  in  the  further  utilization  of  private 
hospital  facilities  because  bed  occupancy 
in  city  hospitals  now  equals  100  per  cent 
capacity. 
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The  Memorial  Hospital  in  Buffalo  has 
been  operating  at  a loss  of  $600  a month, 
and  has  been  compelled  to  close. 

• • • 

A committee  of  the  New  York  State 
agricultural  conference  board,  meeting  in 
Syracuse,  gave  its  approval  on  March  10 
to  extension  of  nonprofit  hospitalization 
plans  into  rural  communities  of  the  state. 

Hospital  service  representatives  said 
the  approval  will  make  the  plan  available 
to  an  estimated  155,000  in  the  Syracuse 
area  alone  who  previously  could  not  en- 
roll as  individuals. 

A campaign  to  raise  $500,000  for  the 
sustaining  fund  of  St.  John’s  Hospital, 
Brooklyn,  has  started.  The  fund  is 
sought  for  a five-year  program  to  enable 
the  sixty-seven-year-old  hospital  to  carry 
on  its  functions  without  curtailment  and 
to  eliminate  yearly  deficits. 

The  annual  memorial  address  on  March 
7 to  commemorate  the  life  and  deeds  of 
Dr.  Henry  W.  Frauenthal,  founder  of  the 
Hospital  for  Joint  Diseases,  in  New  York 
City,  was  given  by  Dr.  Charles  Rosen- 
heck. 

More  than  fifty  fellow  doctors,  includ- 
ing the  entire  staff  of  St.  Francis  Hospital, 
gathered  at  a testimonial  dinner  in  the 
dining  hall  of  the  hospital,  142nd  Street 
and  Brook  Avenue,  the  Bronx,  on  Febru- 

At  the 

These  hospital  officials  have  been 
chosen : 

Mrs.  E.  J.  Ashwell,  to  be  president  of 
the  managers  of  the  W.C.A.  Hospital  at 
Jamestown;  re-elected. 

Dr.  Ray  Palmer  Baker,  to  be  president 
of  the  corporation  of  the  Samaritan  Hos- 
pital at  Troy;  re-elected  for  the  fifth  term. 

Frank  N.  Clinton,  to  be  president  of 
the  directors  of  the  Peekskill  Hospital; 
re-elected. 

Dr.  Edmund  D.  Colby,  to  have  charge 


ary  21,  to  honor  Dr.  John  Doming,  124  W. 
81st  Street,  physician-in-chief  of  the  hos- 
pital, on  the  completion  of  fifty  years’ 
service  to  the  institution. 

A committee  representing  the  volun- 
tary hospitals,  headed  by  John  W.  Davis, 
is  asking  the  New  York  City  government 
to  adjust  the  rates  paid  for  the  care  of  in- 
digent patients.  The  maximum  paid  by 
by  the  city  is  $3  a day,  while  the  cost  to 
the  hospitals  is  $5.53. 

Hospital  officials  of  Herkimer,  Ilion, 
and  Little  Falls  are  acting  to  eliminate  a 
serious  condition  which  has  arisen  over 
welfare  patients’  accounts  and  which 
threatens  to  become  a peril  to  their 
financial  structure.  They  announce  more 
than  $10,000  is  due  from  the  county  for 
care  of  patients  treated  between  1932  and 
1939. 

A recent  item  in  this  department 
erroneously  located  the  excellent  Colum- 
bus Hospital,  of  Buffalo,  in  New  York 
City.  A courteous  note  from  the  Medical 
Director,  however,  reveals  that  it  is  still 
there.  May  Buffalo  long  continue  to 
receive  its  ministrations.  It  is  building  a 
new  $100,000  addition,  with  three  operat- 
ing rooms  equipped  with  the  latest  facili- 
ties, new  electric  elevators,  and  modernly 
furnished  private  and  semiprivate  rooms. 
The  capacity  of  the  hospital  will  be  in- 
creased to  150  beds. 

Helm 

of  the  Schenectady  County  Hospital. 

Dr.  Henry  C.  Courten,  to  be  president 
of  the  medical  board  of  the  Queens  Gen- 
eral Hospital. 

Dr.  Harry  S.  Fish,  to  be  president  of 
the  staff  of  the  Tioga  County  Hospital. 

Milton  J.  Fletcher,  to  be  president  of 
the  Chautauqua  Region  Hospital  Service 
Corporation ; re-elected. 

Robert  G.  Hamkin,  to  be  president  of 
the  trustees  of  the  Amsterdam  City  Hos- 
pital; re-elected. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

A Physician’s  Fee 


Recently  an  Appellate  Court  in  Cali- 
fornia handed  down  an  interest- 
ing decision  in  a case  involving  a dispute 
between  a physician  and  a well-known 
motion  picture  actor  with  regard  to  the 
amount  of  the  fee  for  professional  ser- 
vices.* 

The  plaintiff  in  the  action  was  a physi- 
cian who  had  been  practicing  his  profes- 
sion for  about  seventeen  years,  and  at 
the  time  in  question  was  practicing  in  a 
town  of  about  3,000  population.  In  June, 
1936,  he  was  called  to  attend  defendant 
and  found  him  to  be  a very  sick  man, 
suffering  from  bronchial  pneumonia.  Ac- 
cording to  the  testimony  on  the  trial,  the 
patient  also  suffered  from  polyneuritis 
and  Paget’s  disease  and  had  been  in  the 
habit  of  consuming  a quart  or  two  of 
whiskey  every  twenty-four  hours.  His 
age  at  the  time  was  fifty-six  years.  Hos- 
pitalization was  advised  and  agreed  upon, 
and  arrangements  were  made  that  the 
plaintiff  physician  would  go  with  the 
patient  to  the  hospital  and  remain  there 
as  long  as  the  patient,  and  remain  in 
charge  of  the  case  if  consultants  were 
called. 

The  patient  was  taken  by  ambulance 
to  a hospital  where  he  remained  under  the 
care  of  the  doctor  for  nearly  four  weeks. 
During  that  time  specialists  in  diseases 
of  the  chest  and  pneumonia  were  called 
in  as  consultants. 

During  that  time  the  doctor  occupied 
the  room  adjoining  that  occupied  by  the 
defendant  and  was  in  more  or  less  con- 
stant attendance  upon  him.  Upon  the 
trial  the  plaintiff  testified  that  his 
patient  left  the  hospital  cured  of  the 
pneumonia.  It  seems,  however,  that 
when  he  did  leave  the  hospital  he  entered 
a sanitarium  where  he  remained  for  a con- 
siderable period  of  time. 

* Citrin  v.  Fields 
85  Pac.  2nd  534 


It  seems  to  have  been  agreed  upon  at 
the  trial  that  when  the  patient  entered 
the  hospital  under  the  care  of  the  plain- 
tiff he  had  a very  slight  chance  of  re- 
covery from  pneumonia,  considering  his 
age,  and  less  chance  because  of  his  drink- 
ing habits  and  his  affliction  with  poly- 
neuritis and  Paget’s  disease. 

The  plaintiff  brought  an  action  against 
the  defendant  to  recover  the  sum  of  $12,- 
000  which  he  alleged  to  be  the  reasonable 
value  of  the  services  rendered.  The  trial 
resulted  in  a verdict  in  favor  of  the  doctor 
for  the  full  amount  sued  for. 

The  defendant  appealed,  contending, 
among  other  things,  that  the  Trial  Court 
had  improperly  ruled  upon  the  admission 
of  proof,  in  that  improper  testimony  con- 
cerning this  earnings  had  been  allowed, 
and  urging  that  the  Court  had  improperly 
refused  to  permit  the  physician  to  be 
examined  as  to  customary  charges  made 
by  him  to  other  patients. 

The  Appellate  Court  reversed  the  judg- 
ment appealed  from,  saying  in  part  in  the 
opinion : 

“Testimony  tending  to  show  a pa- 
tient’s ability  to  pay  is  admissible.  The 
value  of  professional  services  rendered 
by  physicians  is  not  a subject  of  gen- 
eral knowledge  or  within  the  scope  of 
judicial  notice.  Proper  proof  as  to  the 
value  of  a physician’s  services  requires 
evidence  of  those  familiar  as  experts 
with  such  work  in  a particular  locality. 
A physician  is  entitled  to  recover  the 
ordinary  and  reasonable  charge  usu- 
ally made  for  such  services  as  he  has 
rendered  by  members  of  the  same  pro- 
fession of  similar  standing.  There  is  a 
difference  between  ability  to  pay  and 
annual  net  income.  However,  annual 
net  income  may  be  in  such  an  amount 
that,  when  related  to  the  amount 
claimed,  proof  thereof  would  establish 
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the  ability  to  pay  the  claim.  Usually, 
annual  net  income  is  evidence  only  of 
ability  to  pay,  and,  therefore,  as  one 
element  to  be  properly  considered  in 
the  matter  of  determining  what  is  the 
reasonable  value  of  services  performed. 
Fixing  the  value  of  services  must  be  in 
the  light  of  other  elements  than  ability 
to  pay,  such  as  professional  standing, 
capacity,  and  reputation  of  the  person 
performing  the  services.  In  other 
words,  his  capabilities  as  measured  by 
all  of  the  elements  that  go  into  the  de- 
mand for  his  personal  services  must  be 
taken  into  consideration,  as  well  as  the 
difficulties  of  the  problem  presented 
and  the  amount  of  time  necessarily  oc- 
cupied in  the  consideration  thereof, 
etc. 

“As  can  readily  be  seen,  one  who  has 
just  been  licensed  to  practice  could  not 
have  established  within  a community 
public  opinion  or  demand  for  his 
services  that  would  justify  a charge 
equivalent  to  a charge  that  would  be 
made  by  a Mayo,  although  he  might 
in  a given  instance  prescribe  the  same 
treatment  and  direct  the  same  care  of 
the  patient.  Nor  could  a surgeon  who 
was  performing  his  first  operation  be 
considered  to  have  demonstrated  his 
capacity  to  justify  a fee  therefore  in  an 
amount  equal  to  one  of  the  outstand- 
ing surgeons  of  the  world,  although 
the  results  of  such  operation  might  be 
entirely  satisfactory. 

“Furthermore,  when  a doctor  possesses 
a rare  gift  in  the  matter  of  professional 
accomplishments  and  the  demand  for 


his  time  and  services  becomes  very 
great  he  is  entitled  to  a greater  com- 
pensation than  as  though  such  were  not 
the  fact.  All  of  the  elements  that  go 
into  fixing  the  reasonable  value  of 
services  must  be  considered  by  an  ex- 
pert in  expressing  an  opinion  relative 
to  the  reasonable  value  of  the  profes- 
sional services  performed.  Respond- 
ent was  a general  practitioner,  with  no 
special  training  or  experience  proved  in 
treating  pneumonia.  . . . 

“The  professional  standing  of  the  re- 
spondent was  one  of  the  elements  prop- 
erly to  be  considered  in  determining 
the  reasonable  value  of  the  services 
rendered.  The  earnings  of  the  re- 
spondent and  his  customary  charges 
were  also  proper  subjects  of  inquiry 
to  aid  in  determining  his  profes- 
sional standing  and  the  reasonable 
value  of  the  services  rendered.  We 
think  the  testimony  as  to  the  earnings 
of  the  respondent  and  his  customary 
charges  during  a reasonable  time  prior 
to  the  rendering  of  these  services 
should  have  been  admitted.  The  sus- 
taining of  the  objection  was  prejudicial 
error  .... 

“We  regard  these  errors  of  refusing 
reasonable  cross-examination  of  re- 
spondent on  the  financial  returns  from 
his  practice  and  his  usual  charges  as 
most  serious,  in  view  of  the  very  large 
judgment  given  him  which  must  shock 
the  conscience  until  supported  by  more 
substantial  evidence  than  now  appears 
in  the  record.” 


The  Annual  Spring  Clinical  Day  of  the  Alumni 
of  the  Medical  School  of  the  University  of  Buf- 
falo will  be  held  April  22,  1939,  at  the  Hotel 
Statler,  Buffalo,  New  York.  The  list  of  speakers 
who  will  appear  on  the  program,  which  begins  at 
8:30  a.m.,  is  as  follows: 

Dr.  Elmore  B.  Tauber,  Professor  of  Derma- 
tology, University  of  Cincinnati,  Cincinnati, 
Ohio;  Dr.  Horton  Casparis,  Professor  of  Pediat- 
rics Vanderbilt  University,  School  of  Medicine, 
Nashville,  Tennessee;  Dr.  Edward  H.  Dennen, 
Clinical  Professor  of  Gynecology  and  Obstetrics, 


New  York  Polyclinic  Medical  School  and  Hos- 
pital, New  York  City;  Dr.  Harry  E.  Mock, 
Associate  Professor  of  Surgery,  Northwestern 
University  Medical  School,  Chicago;  Dr.  E. 
Perry  McCullagh,  Director  of  Department  of 
Endocrinology  and  Metabolism,  Cleveland 
Clinic,  Cleveland,  Ohio;  Dr.  David  L.  Thomson, 
Professor  of  Biochemistry,  McGill  University, 
Montreal,  Quebec. 

At  7 : 00  p.m.  the  Annual  Dinner  of  the  associa- 
tion will  be  held  in  the  main  ballroom  of  the  Hotel 
Statler. 


Across  The  Desk 


Truth  Remains  Truth  Across  the  Years 


People  are  making  a mistake  if  they 
think  that  socialized  medicine  is 
something  new  in  our  politics.  A little 
rummaging  among  the  medical  essays  and 
addresses  of  years  ago  reveals  that  it  was 
all  threshed  out  decades  back,  and  its 
fatal  weaknesses  were  made  perfectly 
clear.  And,  what  is  of  special  interest 
this  month,  one  of  the  most  fearless  and 
logical  indictments  of  socialistic  medical 
schemes  was  made  by  the  then  retiring 
president  of  the  Syracuse  Academy  of 
Medicine,  who  now  happens  to  be  just 
closing  a successful  and  distinguished  year 
as  president  of  the  Medical  Society  of  the 
State  of  New  York — Dr.  William  A. 
Groat. 

It  was  nineteen  years  ago,  on  January  6, 
1920,  to  be  exact,  that  he  reminded  the 
medical  academicians  of  his  home  city 
that  our  democracy  guarantees  us  life, 
liberty,  and  the  pursuit  of  happiness,  in 
that  order,  so  that  life,  or  health,  comes 
first,  and  the  socialistic  wonder-workers, 
in  their  roseate,  or  pinkish  dreams  of 
pursuing  happiness,  have  no  right  to 
play  hob  with  the  health  of  the  rest  of  us. 
The  language  was  on  a higher  plane,  but 
the  underlying  brass  tacks,  in  our  ruder 
verbiage  of  today,  had  the  same  points. 

Picture  Tells  the  Story 

Another  pungent  statement  that  “leaps 
to  the  eye,”  as  the  British  say,  is  his  re- 
mark that  “health  preservation  is  a funda- 
mental requirement  of  a successful  gov- 
ernment.” Either  the  calendar  is  wrong, 
or  that  was  about  twenty  years  ahead  of 
the  much-heralded  declaration  that  “the 
health  of  the  people  is  a prime  concern  of 
the  government” — not  a new  idea,  then, 
after  all.  And  Dr.  Groat  drew  a sharp 
distinction.  He  said  that  “health  pres- 
ervation” was  the  business  of  the  govern- 
ment. The  government,  with  its  splendid 
Public  Health  Service,  has  infinite  possi- 
bilities in  the  field  of  preventive  medicine 


to  preserve  health,  but  it  can  never  be 
the  physician.  “The  sympathetic,  some- 
what sentimental,  care  of  a physician, 
the  sustaining  presence  of  a trusted  ac- 
quaintance, will  always  be  required.  If 
he  is  without  sympathy  or  sentiment,  he 
is  not  a physician.  The  State  cannot  be- 
come a sympathizing  friend,”  said  Dr. 
Groat. 

There  is  the  picture,  clean-cut  as  an 
etching  by  Alma  Tadema,  that  shows  at 
one  glance  why  the  impersonal  physician 
of  a socialistic  machine  can  never  take  the 
place  of  the  family  doctor  at  the  bedside 
of  the  sick,  and  its  lines  were  sketched 
nineteen  years  ago.  Truth  remains  truth 
across  the  years. 

Two  Points  Are  Clear 

Two  more  points  rise  as  one  reads  this 
fine  address.  First,  it  is  evident  in  every 
paragraph,  every  line,  that  the  speaker  is 
merely  saying  what  seems  to  him  self- 
evident  from  his  rich  experience  as  a 
doctor.  He  speaks,  as  a medical  man  to 
medical  men,  what  lies  in  the  knowledge 
of  speaker  and  listener  alike.  What  is 
founded  in  universal  medical  experience 
is  based  too  deep  to  be  shaken  by  the 
winds  of  politics. 

Next,  it  is  no  mere  coincidence,  no 
accident,  that  the  best  minds  in  medicine 
are  taking  the  same  line  today.  Why? 
Because  the  personal  relation  between 
doctor  and  patient  is  as  vitally  essential 
today  as  it  was  nineteen  years  ago,  and  as 
indispensable  as  it  will  be  nineteen, 
ninety-nine,  or  nine  hundred  years  from 
now.  Bring  this  basic  fact  home  to  the 
mind  of  the  great  public,  and  machine- 
made  medicine  will  have  no  more  chance 
than  a snowflake  in  the  Sahara.  The 
truth  is  mighty  and  shall  prevail. 

On  the  following  pages  is  Dr.  Groat’s 
splendid  address  of  nineteen  years  ago, 
Every  word  of  it  is  worth  reading : 
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“THE  INTEREST  OF  THE  STATE 
IN  THE  HEALTH  OF  ITS 
CITIZENS” 

By  William  A.  Groat,  M.D. 

Syracuse,  N.  Y. 

(Address  of  the  retiring  president,  Syracuse 
Academy  of  Medicine,  January  6,  1920.) 

Before  directly  discussing  this  topic,  it 
may  be  well  to  recall  that  the  State  or 
government  of  which  we  shall  speak,  our 
own,  is  a democracy.  It  is  a representa- 
tive democracy,  and  it  was  erected  on  the 
foundation  principles  of  individual  rights. 
The  individual  was  declared  to  be  en- 
titled to  life,  liberty  and  the  pursuit  of 
happiness.  The  government  was  set  up 
to  insure  these  individual  rights.  It  was 
calculated  to  safeguard  his  life,  maintain 
his  liberty  of  action  and  grant  him  op- 
portunity to  pursue  happiness  in  his  own 
fashion.  It  does  not,  by  the  way,  assume 
to  grant  him  happiness.  Merely  the  right 
to  pursue  it;  to  obtain  it  is  his  own  busi- 
ness. These  guarantees,  however,  are 
equally  bestowed.  That  all  men  are 
created  equal  was  likewise  declared.  One 
man’s  life  is  not  to  be  protected  by  the 
legal  sacrifice  of  another.  One  man’s 
pursuit  of  happiness  must  not  be  at  the 
expense  of  a fellow’s.  Life,  liberty  and 
the  pursuit  of  happiness  are  grouped. 
If  there  is  any  precedence,  however,  it  is 
in  the  order  in  which  they  appear.  Surely, 
therefore,  the  pursuit  of  happiness  by  one, 
or  by  the  many,  must  not  interfere  with 
the  health  of  another. 

These  are  the  great  warranties  of  our 
constitutional  government.  They  are  to 
be  put  into  effect  by  laws  in  accord  there- 
with, such  laws  being  made  by  representa- 
tives who  are  supposed  to  carry  out  the 
wishes  of  their  constituents.  Contrasting 
with  this  type  on  either  side  are  two  ex- 
treme types.  First,  the  autocratic  with 
its  paternal  care,  now  practically  obsolete, 
in  which  there  are  no  constitutional  rights. 
The  life,  the  liberty  and  the  happiness  of 
the  individual  come  from  what  he  is  per- 
mitted or  told  to  do. 

On  the  other  side,  the  socialistic.  Here 

Copyright,  1920,  by  A.  R.  Elliott  Publishing  Company. 


we  find  as  certain  and  complete  loss  of 
personal  liberty  and  individual  respon- 
sibility as  one  could  wish.  Individual 
property  rights,  the  rights  and  the  re- 
sponsibilities of  family,  and  the  right  to 
work  or  study  for  one’s  own  benefit,  seem 
to  disappear  into  a common  pool,  suppos- 
edly for  the  common  good.  I am  not 
speaking  of  anarchists,  of  bolsheviki,  of 
I.  W.  W.’s  These  are  also  despots.  I 
am  speaking  of  the  theoretical  socialist 
ranging  from  parlor  to  auditorium  size, 
but  scarcely  larger.  This  incomplete  and 
superficial  discussion  of  governments 
would  be  out  of  place  as  my  preface,  were 
it  not  that,  in  a consideration  of  the 
interest  of  the  State  in  the  health  of  its 
citizens,  one  must  touch  upon  various 
paternalistic  or  socialistic  plans  which 
some  clean  thinking,  but  not  clear  think- 
ing people  wish  to  have  added  to  and  en- 
forced by  a constitutional  democracy. 
The  fundamental  interest  of  the  State  in 
the  health  of  its  citizens  is  that  the  State 
is  to  be  perpetuated,  defended  and  ex- 
panded, and  that  health  and  reproduction 
of  a healthy  race  are  the  means  to  that 
end. 

Governments  have  shown  great  and 
tremendously  increasing  interest  in  gen- 
eral education,  the  fundamental  reason 
being  similar — an  intelligent  citizenry 
is  necessary  for  the  perpetuation,  defense 
and  expansion  of  a government.  Public 
health  education  is  of  equal  importance, 
touching  both. 

The  development  of  State  medicine 
has  been  largely  along  a line  perfectly 
sound,  but  of  secondary  status — that  of 
public  safety.  It  has  developed  defenses 
against  epidemic  disease  as  a method  of 
protection  superficially  of  the  individual, 
but  deeper  of  business;  and  deeper  still, 
the  development  of  the  State  and  the 
conservation  of  defenders.  It  has  de- 
veloped along  charitable  lines.  The  State 
assumes  care  of  the  indigent  sick,  theo- 
retically, at  least,  as  a charity.  It  assumes 
almost  wholly  the  care  of  the  mentally 
incompetent.  It  looks  to  the  health  wel- 
fare of  its  citizens  in  a variety  of  ways  not 
ordinarily  associated  in  our  minds  with 
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State  medicine;  child  labor,  street  clean- 
ing, garbage  removal,  sewage,  and  the 
like,  are  all  touched  by,  or  touch  upon, 
public  health  principles. 

As  to  treatment  of  disease,  our  New 
York  State  Department  of  Health  has, 
ostensibly,  at  least,  kept  clear,  except  on  a 
charity  basis.  As  to  diagnosis,  it  has  kept 
to  the  so-called  contagious  diseases  within 
the  domain  of  public  safety,  except  for 
certain  laboratory  methods  which  might 
be  considered  as  a beginning. 

The  interesting  situation,  directly  my 
thoughts  to  this  topic,  however,  is  that 
brought  out  by  the  discussion  of  the 
health  insurance  legislation  among  medi- 
cal men,  the  attitude  of  the  State  depart- 
ment of  health  to  that  legislation,  and  the 
proposals  said  to  have  been  made  by  the 
State  department  to  the  committee  of 
the  State  society  appointed  to  consider  the 
matter  of  health  insurance. 

There  is  proposed  the  alternative  of 
developing  medicine  along  one  of  two 
lines — either  along  the  line  of  so-called 
health  insurance  or  of  State  medicine. 
The  former  has  been  frequently  discussed 
and  at  great  length.  The  objection  to  it, 
its  false  basis  and  still  more  erroneous 
theories  as  to  benefits  granted,  have  been 
clearly  put  before  you.  You  understand 
them  as  well  as  I.  What  I want  to  em- 
phasize is  that  this  unwieldy,  expensive, 
and  unproductive  plan  is  the  natural  re- 
sult of  an  attempt  to  adapt  socialistic 
theories  to  everyday  conditions,  little  by 
little,  and  bit  by  bit,  beginning  with  the 
practice  of  medicine,  such  action  requiring 
the  making  of  laws  by  a democracy  to  en- 
force socialistic  measures — a wholly  ri- 
diculous situation. 

That  the  health  and  welfare  of  the 
populace  may  be  greatly  improved  we  as 
physicians  know.  That  the  State  is  in- 
deed interested  in  the  health  and  welfare 
of  its  citizens  on  a purely  selfish  basis,  I 
believe  is  also  clear.  There  is  no  need  to 
arouse  public  sentiment  by  mawkish  ap- 
peals for  the  downtrodden  or  submerged. 
There  is  need  to  arouse  public  opinion  to 
the  fact  that  public  health  pays,  that 
health  preservation  is  a fundamental  re- 
quirement of  a successful  government. 


Public  sentiment  and  public  opinion  are 
not  synonyms.  A very  good  illustration 
of  the  necessity  to  a State  of  a sound 
public  health  policy  is  the  fact  that 
neglect  of  public  health  measures  by 
either  side  alone  in  the  World  War  would 
have  brought  it  to  disaster. 

How  should  State  medicine  be  ex- 
panded? Should  it  invade  the  field  of 
medical  practice,  do  general  or  special 
diagnostic  work,  or  treat  all  the  sick  as  a 
matter  of  public  safety?  If  this  would  be 
for  the  public  good,  I would  say  yes; 
but  I do  not  for  one  moment  believe  it 
would  be.  I do  believe  that  there  is  a 
distinct  tendency  in  that  direction  and 
that  that  tendency  should  be  opposed. 
The  reason  for  objection  is  not  a selfish 
one.  It  is  a practical  one,  a scientific  one. 

The  important,  the  attractive,  the 
productive  side  of  medicine  today  is  the 
prevention  of  disease,  not  the  curing  of  it. 
It  is  impractical,  expensive  and  unscien- 
tific for  the  State  to  start  curing  disease,  or 
even  to  spend  time  studying  how  to  cure 
disease  until  it  has  used  its  energies  and 
its  powers  to  prevent  disease.  That  the 
State  should  so  decide  and  so  devote  its 
energies  is  confirmed  by  the  fact  that  the 
State  is  so  selfishly  concerned.  The 
State  has  a right  to  be  selfish.  Its  exist- 
ence depends  upon  it.  This,  of  course,  is 
by  way  of  argument  only.  The  State 
can  also  afford  to  be  lenient,  forgiving, 
helpful,  kind,  but  not  weakly  senti- 
mental. 

Prevention  of  epidemics  and  control  of 
contagious  disease  is  but  a part  of  preven- 
tive medicine.  The  energies  of  the  State 
must  be  more  widely  expanded.  It  is  a 
question  whether  epidemics  can  ever  be 
wholly  eradicated  until  the  peoples  of  the 
world  are  thoroughly  homogenized,  and 
perhaps  not  then.  There  are  more  im- 
portant problems  which,  when  solved, 
will  yield  greater  fruits.  The  State  should 
till  the  untouched  fields  and  give  proper 
cultivation  to  those  already  cleared  but 
sadly  neglected.  The  problem  of  prenatal 
care  and  birth  control  may  be  well  appre- 
ciated by  France.  Premier  Clemenceau 
urges  large  families  to  save  France. 
Child  hygiene,  nutrition,  dental  hygiene 
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are  now  taught  in  the  schools,  but  in  the 
main  imperfectly. 

Industrial  hygiene  and  welfare  should 
be  a constructive  study  and  movement  to 
eradicate  the  evils  and  place  responsibility 
where  it  belongs,  rather  than  to  compen- 
sate, in  part  only,  for  damage  done. 
Waterways  need  not  be  polluted,  breath- 
ing places  and  beauty  spots  need  not  be 
overrun,  dust,  noise  and  confusion  are  not 
essential  to  industrial  progress.  The 
venereal  problem  is  not  simply  a disease 
problem.  The  free  clinic  for  tuberculosis 
does  not  lay  the  dust  in  the  pottery  plant. 
Killing  half  the  flies  covers  no  cesspools. 
The  only  A.  B.  C.’s  that  influence  mal- 
nutrition are  the  kind  they  put  in  soup. 

There  will  always  be  sickness,  disease, 
epidemics  and  parasites;  if  we  get  rid  of 
what  we  have  there  will  be  new  ones.  The 
nurseryman  who  plants  under  glass,  free 
to  prune  away,  uproot,  burn,  spray  and 
handpick  at  will,  with  quarantines  far 
more  rigid  than  any  against  human  ex- 
change, has  disease  to  treat,  scientific 
specialist  though  he  is. 

The  frailties  of  human  nature,  the 
inherited  and  acquired  weaknesses,  will 
never  be  bred  out.  The  sympathetic, 
somewhat  sentimental,  care  of  a physician, 
the  sustaining  presence  of  a trusted  ac- 
quaintance, will  always  be  required.  If  he 
is  without  sympathy  or  sentiment,  he  is 
not  a physician . The  State  cannot  become 
a sympathizing  friend.  The  objection  to 
a department  of  health  under  which  all 
health  activities,  direct  and  indirect,  are 
collected  is  the  charge  of  paternalism,  the 
invasion  of  personal  rights,  the  loss  of 
individualism.  The  objection  appears  not 
to  be  sound  so  long  as  preventive  medicine 
alone  is  implied.  The  only  objection  to  an 
autocrat  is  the  fact  that  he  may  at  times 
be  wrong.  The  objection  to  communism 
is  that  the  multitude  seldom  know  what  is 
right. 

A certain  amount  of  autocratic  power 
under  control  and  advisement  is  perhaps 
most  practical.  I am  reminded  of  the 
man  who  had  objections  to  the  auto- 
cratic control  of  a business  by  another, 
overthrew  him  and  assumed  control  him- 
self. Soon  it  appeared  to  those  under 


him  that  he  had  a rather  individual  way  of 
running  things.  They  charged  him  with 
it  and  twitted  him  of  the  fact  that  he  had 
objected  to  the  same  tendency  in  his 
predecessor.  “True,”  he  replied,  “He 
ran  things  to  suit  himself  and  we  kicked 
him  out.  But  don’t  get  the  idea  that 
I’m  not  going  to  run  this  to  suit  myself; 
the  only  difference  is,  I’m  going  to  run  it 
right.” 

There  is  much  clear  commonsense  in 
that  remark.  There  was  considerable  fear 
that  the  doctor  would  interfere  with  the 
art  of  war  in  1898.  Relegating  him  to  the 
rear  spoiled  a perfectly  good  war.  His 
greatly  increased  responsibilities  and  pres- 
tige, the  multiplication  of  his  numbers  and 
his  duties  in  the  armies  of  the  World 
War,  gave  vast  returns  in  effectiveness 
and  lessened  wastage. 

To  the  layman,  the  advocacy  of  disease 
prevention  is,  for  the  doctor,  the  limiting 
of  his  activities  and  the  loss  of  business 
and  prestige.  The  doctor  has  been  glori- 
fied as  the  only  one  who  is  laboring  to 
make  his  own  services  unnecessary.  But 
this  is  not  strictly  true.  As  in  the  army, 
the  use  of  preventive  medicine  as  a State 
medicine  or  as  an  independent  thing  in- 
creases the  scope  and  importance  of 
medicine,  opens  new  fields  of  thought  and 
influence,  calls  for  increasing  numbers  who 
must  be  scientists  and  educators.  We 
may  now  reach  that  pinnacle  where  it  will 
be  considered  worthy  of  a larger  fee  to 
protect  an  appendix  from  disease  than  to 
remove  it!  In  any  event,  the  subject  of 
preventive  medicine  is  inspiring  and 
attractive,  the  prospect  a bright  one. 

Therefore,  let  us  have  a national  de- 
partment of  health  for  the  principal  reason 
that  the  nation’s  welfare  demands  it. 
Let  the  activities  be  along  the  broad  edu- 
cational lines  of  preventive  medicine. 
Let  it  cooperate  with  the  States  and  let 
them  win  back  and  take  over  the  indirect 
and  secondary  health  activities  now 
scattered  among  bureaus,  commissions, 
and  boards  which  have  no  true  scientific 
interest  therein.  Let  it  teach  how  to 
breed,  feed  and  develop  the  child  at  least 
as  well  as  the  agricultural  department 
teaches  animal  husbandry,  and  show 
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the  cash  values  so  created.  Let  it  show 
from  its  seat  in  equality  the  value  of 
health  counsel  to  every  other  department 
of  government.  Let  it  teach  the  employer 
that  unhealthy  surroundings  and  im- 
proper requirements  breed  sickness,  and 
sickness  and  the  resulting  labor  turnover 
mean  economic  loss;  and  show  him  the 
cost,  to  him,  in  dollars  and  cents. 

Teach  the  worker,  he  who  labors  with 
brain  or  hand,  that  his  health  is  his  great- 
est asset;  that  properly  directed  work  is 
beneficial  and  brings  prosperity,  and  pros- 
perity happiness. 

Teach  that  the  human  machine,  like 
any  other,  requires  frequent  inspection, 
proper  care,  and  lasts  longest  when  kept 
at  work  under  normal  load. 


Let  it  support  medical  education  and 
medical  investigation,  and  openly  fight 
quackery.  Let  it  carefully  avoid  under- 
mining a people  by  relieving  individual 
responsibility  or  antagonizing  family 
ideals. 

Let  it  direct  its  charities  along  broad 
lines,  but  on  business  principles;  charity 
should  give  strength  rather  than  breed 
weakness. 

And,  finally,  let  the  medical  profession 
measure  and  judge  departments  of  health 
by  what  they  accomplish  for  preventive 
medicine  and  public  health,  not  by  what 
they  do  for  the  profession.  It  will  gain 
in  the  end. 

Reprinted  from  the  New  York  Medical  Journal  for 
April  10,  1920 


BOILABLE  AND  UNBOILABLE  INSTRUMENTS 


Could  the  surgical  instruments  of  the  “horse 
and  buggy  days”  withstand  boiling?  Dr. 
S.  J.  Banker,  of  Fort  Edward,  who  began  prac- 
tice in  1879,  said  in  a letter  printed  in  these 
pages  on  March  1 that  in  those  days  “no  instru- 
mentswere  ever  so  honored  as  to  be  boiled.  Most 
of  the  instruments  were  made  with  hard  rubber 
handles  and  would  have  been  twisted  out  of  shape 
if  boiled.” 

This  draws  a reply  from  Dr.  Henry  Wallace, 
of  New  York  City,  who  began  practice  in  1890. 
He  writes: 

“I  remember  well  my  Elliot  Obstetric  For- 
ceps, purchased  from  the  venerable  house  of 
George  Tiemann,  were  made  with  hard  rubber 
handles  and  withstood  boiling.  This  was  in 
1889.  I also  remember  having  a little  later 
some  beautiful  knives  which  had  belonged  to  my 
father  set  in  metal  as  they  were  made  of  the 
marvelous  steel  made  by  Young  of  Edinburgh. 

“Of  course  wooden  handles  would  be  ruined. 

“The  matter  interested  me  so  much  that  I 
wrote  to  George  Tiemann  & Co.  for  some  infor- 
mation as  to  when  hard  rubber  handles  first  ap- 
peared and  I take  pleasure  in  forwarding  the  re- 
ply to  you.” 

The  letter  from  Tiemann  & Co.  is  interesting. 
It  runs:  “During  the  Spanish- American  War 
and  just  prior  to  that,  a great  many  of  our  sur- 


gical instruments  were  supplied  with  hard  rub- 
ber handles.  This  was  about  1898. 

“Immediately  thereafter  and  about  1900, 
hard  rubber  handles  were  in  disfavor  and  con- 
sequently we  started  supplying  our  instruments 
made  in  either  one  piece  or  with  metal  handles 
attached. 

“The  process  by  which  the  hard  rubber  handles 
were  attached  to  our  instruments  was  by  vul- 
canizing the  plastic  stock  directly  to  the  steel 
shank  of  the  instrument.  This  process  made  it 
possible  to  sterilize  the  instruments  by  boiling 
without  having  the  handles  become  detached. 
Previous  to  that  when  instruments  were  made 
with  ebony  or  bone  handles,  the  process  of  boiling 
would  very  soon  damage  the  handles,  whereas 
the  hard  rubber  attached  as  we  attached  them 
would  stand  indefinitely. 

“At  that  time  there  were  many  firms  who 
would  attempt  to  attach  hard  rubber  handles  by 
cementing  them  to  the  steel.  This  process  was 
not  good  since  the  handles  very  soon  became 
detached  from  the  steel. 

“As  you  state  in  your  letter  there  were  num- 
bers of  cases  where  surgeons  wished  to  retain 
their  old  knives  and  consequently  had  metal 
handles  attached  to  those  that  previously  had 
hard  rubber  handles.” 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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A Practical  Guide  to  Massage.  By  C.  Irene 
Carpenter.  Octavo  of  127  pages.  Baltimore, 
William  Wood  and  Company,  1937.  Cloth, 
$2.00. 

This  is  a concise  and  systematically 
written  book.  One  might  review  the 
author’s  knowledge  of  histology,  anat- 
omy, and  physiology  from  it  without  much 
effort. 

It  points  out  physiologically  that  the 
living  organism  is  built  up  of  four  chief 
kinds  of  tissue,  namely;  connective,  epi- 
thelial, muscular,  and  nervous  tissues,  the 
skin  being  the  only  epithelial  tissue  with 
which  massage  is  concerned. 

Pervading  the  entire  muscular  system 
is  the  controlling  nerve  tissue.  The  two 
together,  which  are  inseparably  united  in 
responding  to  environment,  make  up  the 
neuromuscular  mechanism. 

The  master  activities  in  the  animal 
organism,  namely,  movement  and  feeling, 
contractility,  and  irritability  are  the  ones 
with  which  massage  has  to  deal. 

The  remainder  of  the  work  describes 
the  mechanics  of  petrissage,  effleurage, 
tapotement,  and  passive  and  active 
movement. 

Special  treatments  are  outlined  sys- 
tematically for  the  major  pathologic  con- 
ditions of  muscles,  nerves,  and  the  osseous 
system. 

Joseph  I.  Nevins 


Essentials  of  Obstetrical  and  Gynecological 
Pathology  with  Clinical  Correlation.  By  Marion 
Douglas,  M.D.,  and  Robert  L.  Fraulkner,  M.D. 
Quarto  of  187  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1938.  Cloth,  $4.75. 

The  book  lives  up  to  its  title  by  discuss- 
ing important  essentials  of  the  major 
obstetric  and  gynecologic  lesions.  It  is 
profusely  illustrated,  principally  by  micro- 
photographs, and  is,  in  fact,  almost  an 


atlas  with  a brief  explanatory  text. 
There  are  148  illustrations  in  a book  of 
187  pages.  For  the  most  part,  the 
photographs  are  clear  and  much  detail 
may  be  made  out. 

Illustrations  of  the  normal  histology 
of  the  genital  tract  are  included  for  com- 
parison with  the  pathology. 

The  authors  have  made  a concerted  at- 
tempt to  correlate  pathology  with  sym- 
tomatology  in  such  lesions  as  this  may  be 
reasonably  done,  as  for  example,  ectopic 
pregnancy,  myomata  of  the  uterus,  and 
certain  ovarian  neoplasms.  Wherever 
possible,  modern  endocrinology  is  linked 
with  the  pathology,  as  in  endometrial 
hyperplasia. 

An  accepted  classification  of  ovarian 
cysts  is  advanced,  along  with  a discussion 
of  the  ovarian  cysts  or  true  neoplasms 
considered  by  the  authors  as  being  the 
most  frequent  or  interesting.  The  rare 
Brenner  tumor  is  included,  but  the 
arryhenoblastoma  and  disgerminoma  are 
not. 

There  are  other  instances  of  inclu- 
sion of  unusual  lesions,  such  as  hydro- 
salpinx follicularis,  while  the  pathology  of 
such  frequent  gynecologic  lesions  as  senile 
vaginitis  and  vaginal  lacerations  is  com- 
pletely omitted. 

Brief  mention  of  accepted  methods  of 
treatment  are  included  at  the  end  of  the 
text  of  each  major  pathologic  condition. 
On  the  whole,  the  book  is  well  planned  and 
well  written,  and  is  highly  recommended 
for  medical  students  and  general  practi- 
tioners. 

While  it  is  inadequate  for  the  specialist 
from  the  point  of  view  of  reference  for  un- 
usual genital  lesions,  it  could  clearly  serve 
to  refresh  his  memory  of  the  essentials  of 
the  commoner  pathology. 


Alexander  H.  Rosenthal 
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Fight  Both 

Two  bills  for  compulsory  health  insurance  have  been  introduced 
in  the  state  legislature.  Assemblyman  Wagner  is  the  sponsor  of  one, 
Assemblyman  Boccia  of  the  other. 

Both  of  these  legislators  apparently  consider  it  unimportant  that 
the  medical  profession  considers  obligatory  prepayment  deleterious 
to  standards  of  medical  service.  Both  disregard  Governor  Lehman’s 
warning  that  a thorough  investigation  of  benefits  and  costs  should 
precede  any  attempt  to  introduce  compulsory  health  insurance  into 
this  state  in  view  of  the  enormous  amount  of  new  taxation  it  would 
entail  and  the  general  professional  conviction  that  it  would  impair 
the  quality  of  medical  care. 

The  Boccia  bill  places  compulsory  health  insurance  under  the 
jurisdiction  of  the  state  department  of  health.  The  welfare  depart- 
ment is  Mr.  Wagner’s  choice.  Aside  from  this  difference,  there  is 
marked  similarity:  both  the  Boccia  and  the  Wagner  bills  agree  in 
giving  the  medical  profession  negligible  representation  on  the  execu- 
tive bodies  that  are  to  rule  medical  practice  and  determine  vital 
questions  of  public  health. 

Free  choice  of  physicians  is  provided  for  in  both  bills,  and  each 
gives  the  profession  some  say  (if  only  veto  power)  in  deciding  local 
methods  of  compensation  for  medical  service.  Essentially,  however, 
control  of  medical  care  is  vested  in  the  hands  of  laymen.  While 
professional  advisory  boards  are  provided  for,  they  are  given  no 
power  to  enforce  their  recommendations.  Predominantly  lay  councils 
are  given  virtually  absolute  control  over  the  practice  of  medicine 
insofar  as  it  affects  the  great  majority  of  the  residents  of  this  state. 

Employees  who  have  an  idea  they  will  get  medical  care  for  next  to 
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nothing  under  compulsory  health  insurance  should  study  the  sched- 
ules of  contributions  under  these  two  bills.  The  worker  earning  $19 
a week  would  pay  only  $9.88  a year,  it.  is  true;  but  let  us  examine 
some  of  the  other  figures.  Salaries  of  $39  a week  would  be  taxed 
$40.56  annually,  salaries  of  $59,  $92.04.  In  addition,  all  three 
groups  would  have  to  pay  their  share  of  the  state’s  and  industry’s 
“contributions.”  Obviously,  not  the  rich,  but  the  thirty-  and 
forty-  and  fifty-dollar-a-week  workers  would  make  up  the  deficit 
growing  out  of  the  delivery  of  complete  medical  care  to  the  lowest 
income  class  for  $10  a year. 

Enactment  of  either  the  Wagner  or  the  Boccia  bill  would  deliver  a 
fatal  blow  to  the  development  of  an  efficient,  inexpensive  system  of 
medical  care  in  this  state.  Either  one  of  these  measures  would  im- 
mediately impose  upon  New  York  medicine  the  conditions  that 
have  stultified  European  panel  practice  and  reduced  medical  care  in 
insurance  countries  to  a uniform  level  of  mediocrity.  The  profession 
should  immediately  communicate  its  overwhelming  opposition  to 
these  bills  to  the  legislature  at  Albany. 


Need  for  an  Institute  of  Forensic  Medicine 

Forensic  medicine  has,  until  1932,  received  but  scant  attention 
as  a branch  of  medical  practice  that  renders  an  important  public 
service.  It  was  in  this  year  that  the  first  chair  in  legal  medicine  in 
this  country  was  established  at  the  Harvard  University  Medical 
School.  We  like  to  feel  that  this  first  advance  was  largely  the  result 
of  the  activity  of  the  Committee  on  Public  Health  Relations  of  the 
New  York  Academy  of  Medicine.  It  succeeded  in  abolishing  in 
Greater  New  York  the  familiar  “coroner  system’  ’ which,  unfortunately, 
is  still  in  almost  universal  use  throughout  our  country.  One  of  the 
most  instructive  treatises  on  the  scope  of  forensic  medicine,  and  one 
that  makes  delightful  reading,  is  that  by  Dr.  Harrison  Stanford  Mart- 
land  which  he  so  intriguingly  entitles,  “Dr.  Watson  and  Mr.  Sherlock 
Holmes .” 

After  first  whetting  our  appetites  by  dissecting  carefully  our  favor- 
ite detectives  in  fiction,  and  the  reliance  of  their  creators  upon  a 
coroner’s  verdict  to  throw  the  reader  off  the  scent,  he  then  clearly 
depicts  the  evils  of  the  “coroner  system.”  It  is  simple  to  pack  a 
coroner’s  jury,  for  the  coroner,  rarely  skilled  in  legal  medicine,  may 
at  times  be  persuaded  to  supplement  his  incompetence  with  venality. 
It  is  this  that  is  largely  responsible  for  the  prevalent  attitude  of  the 
general  public  which  looks  down  upon  the  coroner’s  physician  as  a 
politician  who  is  not  immune  to  graft.  For  this  reason,  reputable 
physicians  have  avoided  specialization  in  this  field  of  medicine  be- 
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cause  they  realized  that  a career  in  this  work  was  wholly  dependent 
upon  “politically  minded”  coroners  for  whom  qualified  men  repre- 
sented, in  the  main,  a hindrance.  In  many  parts  of  our  land  the 
law  does  not  clearly  define  the  right  or  duty  of  a coroner  to  perform 
an  autopsy,  and  under  such  circumstances  he  and  his  designated 
physician  may  become  subject  to  civil  suit. 

Under  the  “medical  examiner  system,”  the  right  to  perform  an 
autopsy  rests  solely  with  the  medical  examiner’s  office  and  so  the 
performance  of  a postmortem  examination  need  not  be  influenced 
by  the  fear  of  an  action  for  damages.  This  is  an  important  point, 
because  in  both  Newark,  New  Jersey,  and  in  New  York  City,  one 
fifth  of  all  the  deaths  are  responsible  to  the  medical  examiner.  Of  this 
fifth,  only  3 or  4 per  cent  are  homicides,  8 per  cent  suicides,  and  25 
per  cent  are  accidental  deaths  due  to  falls  or  automobile  accidents. 
But  in  addition  to  these  causes  of  death  it  is  the  duty  of  the  medical 
examiner  to  investigate  all  deaths  resulting  from  occupational  accident 
and  disease.  Under  the  “coroner  system”  no  attention  is  paid  to 
these.  Furthermore,  sudden  deaths  resulting  from  unknown  causes, 
which  occur  most  frequently  after  forty-five  years  of  age,  are  medical 
examiners’  cases.  Martland*  makes  a pertinent  observation,  based 
upon  his  experience  as  a medical  examiner,  which  an  experimental 
pathologist  could  never  make:  namely,  “that  in  ten  cases  of  sudden 
death  ....  seven  die  as  a result  of  organic  heart  disease  ....  one  too 
old,  acquired  syphilis  ....  one  caused  by  old  lesions  of  rheumatic 
heart  disease.” 

It  seems  to  us  that  our  legal  medical  men  are  furnishing  invaluable 
aid  not  only  in  the  detection  of  criminals,  but  in  the  pointing  out  of 
industrial  hazards  of  certain  chemicals  used  in  manufacturing;  and 
from  their  practical  experience  with  accidents  and  sudden  death  are 
giving  us  information  that  we  can  use  to  insure  a normal  span  of  life 
to  all  of  us.  His  plea  for  an  Institute  of  Forensic  Medicine  in  New 
York  City  is  ably  supported  by  his  brief.  The  New  York  State 
Journal  of  Medicine  is  whole-heartedly  back  of  him. 


The  Dog  Situation 

In  New  York  City  particularly,  the  dog  situation  has  reached  such 
serious  proportions  as  to  require  especial  attention  by  the  health 
department.  The  large  dog  population,  estimated  at  400,000 
licensed  and  strays,  has  placed  upon  the  health  and  police  authorities 
responsibilities,  the  administration  of  which  involves  a great  deal  of 
money.  Despite  rigid  regulations  concerning  muzzling  and  leashing, 

* Martland,  H.  S. : Landmarks  in  Medicine;  laity  lectures  of  the  New  York  Academy  of  Medicine, 

D.  Appleton-Century  Co.,  N.  Y.,  1939,  p.  83. 
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there  were,  in  1938,  more  than  27,000  reported  incidents  of  injuries 
due  to  dog  bites,  and  probably  many  more  occurred  that  were  not 
reported.  In  the  same  year,  93  people  were  bitten  by  rabid  dogs,  and 
2,504  were  given  antirabic  treatment.1 

This  has  stimulated  a great  deal  of  interest  in  the  possibility  of 
controlling  the  spread  of  rabies  by  the  vaccination  of  dogs.  The 
Rockefeller  Institute  is  at  present  conducting  an  investigation  of 
this  problem  under  the  direction  of  Dr.  Webster.  He  has  been  able 
to  demonstrate  that  a successful  prophylactic  vaccination  is  possible, 
but  as  yet  no  material  is  available  for  the  practical  application  of 
such  immunization.  Furthermore,  all  evidence  seems  to  point  to  the 
fact  that  the  commercial  vaccines  against  rabies  are,  as  a whole, 
ineffective.  There  is  an  imperative  need  therefore  for  a more  strin- 
gent enforcement  of  the  existing  laws  concerning  the  restraint  of 
dogs  in  our  communities.  With  school  vacations  approaching, 
doctors  should  caution  their  patients  concerning  the  dangers  of  per- 
mitting their  house  pets  to  go  outdoors  except  on  a leash  or  with  a 
muzzle. 


The  Past  President— Dr.  William  A.  Groat 

The  passing  administration  of  Dr.  Groat  has  been  one  of  change  and 
progress.  It  would  take  us  too  far  afield  to  detail  the  accomplish- 
ments of  the  administration.  Suffice  to  point  out  the  general  satis- 
faction that  has  greeted  the  new  format  of  our  Journal,  and  the  fact 
that  the  Society  is  now  publishing  it.  The  legislative  work,  the 
continuing  educational  program,  the  improvements  in  Workmen’s 
Compensation — all  have  progressed  satisfactorily.  Many  intricate 
problems  having  medico-economic  implications  are  under  study  and 
development.  Every  member  should  read  and  ponder  the  annual 
reports  of  their  officers  and  committeemen,  for  it  will  give  a compre- 
hensive picture  of  what  the  State  Society  has  done  under  the  calm 
leadership  of  Dr.  Groat. 

He  leaves  the  high  office  that  he  has  graced,  with  added  friends  and 
with  a fine  record  of  achievement. 

We  who  have  worked  with  him  hope  he  will  long  be  among  us  to 
advise  and  guide.  His  rich  experience  and  maturity  of  judgment 
provide  a source  from  which  we  can  also  draw  good  counsel. 

1 Annual  Report,  N.  Y.  Academy  of  Med.  (1938),  p.  54. 
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President  Townsend 

In  Dr.  Terry  M.  Townsend,  the  Medical  Society  of  the  State  of 
New  York  has  a president  who  can  be  relied  upon  to  defend  with 
equal  vigor  the  best  interests  of  the  profession  and  the  public  health. 
The  present  critical  state  of  medico-governmental  relations  demands 
a high  degree  of  patience,  administrative  ability,  courage,  and  tact 
in  those  called  upon  to  guide  the  course  of  organized  medicine.  Dr. 
Townsend  possesses  all  of  these  qualities  to  an  unusual  degree. 

Born  in  a small  Indiana  city,  educated  in  Louisville,  Kentucky,  Dr. 
Townsend  came  to  New  York  City  in  1899  to  start  practice  under  the 
tutelage  of  the  late  Dr.  Ferdinand  C.  Valentine.  His  metropolitan 
experiences  were  superimposed  upon  the  background  of  a small-town 
boy,  an  invaluable  combination  for  the  leader  of  the  Medical  Society 
of  the  State  of  New  York,  who  must  understand  the  variegated  prob- 
lems of  rural  as  well  as  urban  practice. 

Dr.  Townsend  soon  made  a mark  in  his  chosen  specialty  of  urology, 
in  which  he  was  one  of  the  pioneers.  One  of  the  founders  of  the 
American  Urological  Association,  he  served  as  its  treasurer  for  its 
first  three  years. 

Other  organizations  also  recognized  his  executive  and  personal 
gifts  and  demanded  his  services.  Years  of  work  in  the  Medical 
Society  of  the  County  of  New  York,  culminating  in  the  presidency, 
gave  him  valuable  preparation  for  his  career  in  the  State  Society, 
which  he  has  served  as  president  of  the  First  District  Branch,  as 
delegate  to  the  A.M.A.,  and  in  other  positions  leading  to  his  present 
office. 

The  executive  duties  of  an  organization  like  the  Medical  Society 
of  the  State  of  New  York  demand  heavy  sacrifices  of  the  president 
and  other  members  of  the  administration.  Privatepractice,  family 
life,  and  nervous  equilibrium  all  suffer  under  the  pressure  of  unceasing 
tasks  and  responsibilities.  The  membership  faces  the  year  to  come 
in  full  confidence  that  Dr.  Townsend  and  his  associates  will  not  fall 
short  of  the  demands  made  upon  them,  that  they  will  bring  a full 
measure  of  effort,  ability,  and  good  humor  to  whatever  problems 
they  are  called  upon  to  face. 
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Current  Comment 


“The  entire  state  membership  must 
keep  constantly  awake  and  aggressive  as 
to  all  medical  matters  of  legislative  im- 
portance, if  they  would  accomplish  any- 
thing during  this  session  of  the  legisla- 
ture. ...”  The  St.  Louis  County  Medical 
Society  Bulletin  of  April  7,  1939,  states 
that  “We  Must  Be  Aggressive,”  and  what 
holds  true  for  the  doctors  of  Missouri 
certainly  applies  to  those  in  New  York 
State. 


“Both  democracy  and  a very  high 
standard  of  material  living  for  all  are  new. 
Man  is  by  nature  desirous  of  possession 
but  he  will  not  work  for  it  if  he  can  help  it. 
He  looks  more  to  what  he  sees  in  im- 
mediate prospect  rather  than  to  the 
ultimate  good  of  himself,  his  family,  and 
his  group.  A man  who  does  not  bother 
to  educate  himself,  who  wants  easy 
money  regardless  of  how  he  gets  it  or 
of  the  consequences  to  others  or  himself, 
who  declines  to  work  if  he  can  be  sup- 
ported by  somebody  else,  who  thinks  he 
has  a right  to  all  he  wants,  is  not  likely 
to  be  successful ; and  neither  is  the 
democracy  successful  which  encourages 
this  parasitic  attitude  toward  govern- 
ment. . . . 

“Democracy  can  be  sustained  only  by 
concentrating  on  the  progress  of  the 
initiative  and  effort  of  the  individual  for 
the  advance  of  civilization.  The  ma- 
chinery of  government  works  for  its 
own  destruction  when  it  takes  liberty 
from  the  individual. . . . 

“The  biological  principle  of  the  survival 
of  the  fittest  is  why  dinosaurs  do  not 
inhabit  the  globe  today;  and  no  matter 
how  much  the  individual  is  impeded  in 
his  progress  by  the  necessity  to  drag 
his  neighbor  along  with  him,  the  principle 
still  holds  and  will  continue  to  apply  to 
the  governments  of  the  future  as  it  has  in 
the  past.  This  principle  may  be  opposed 
and  modified  temporarily  by  a generation 
of  men,  correspondingly  retarding  civili- 
zation, but  it  will  survive  long  after  a 


better  form  of  government  has  supplanted 
even  a democracy.” — Ernest  L.  Shore, 
M.D.,  who  claims  that  “Man  is  Fallible,” 
in  the  West  Virginia  Medical  Journal  of 
recent  date. 


“A  social  worker  is  a broker  between 
two  kinds  of  human  delusion.  He  (or 
she)  collects  money  from  those  who 
believe  that  they  are  generous,  and  dis- 
burses it  (less  a fair  commission)  among 
those  who  believe  that  they  are  deserv- 
ing. . . Unquestionably,  there  is  progress. 
The  average  American  now  pays  out 
almost  as  much  in  taxes  alone  as  he 
formerly  got  in  wages.” — H.  L.  Menc- 
ken’s “Thoughts  on  Current  Discontents” 
in  the  April  American  Mercury. 

“Over  in  good  old  conventional  Eng- 
land when  one  speaks  of  ‘The  Doctor’  one 
refers  to  a highly  educated  practitioner  of 
general  medicine  who  diagnoses  and  ad- 
vises. The  doctor  in  London  does  not  as 
a rule  practice  surgery.  The  surgeon  is 
referred  to  as  ‘Mister.’  But  over  here  in 
the  land  of  the  free,  things  are  different. 
‘The  Doctor’  in  America  is  almost  anyone 
from  a third-rate  horse  drencher  to  the 
most  celebrated  member  of  the  Mayo 
Clinic!” — From  the  Utah  Medical  Journal 
of  recent  date. 


“.  . . . the  senator  who  fathered  the 
National  Labor  Relations  Board  now 
makes  the  following  optimistic  state- 
ment: ‘We  must  take  occasion  now  to 
conquer  this  last  remaining  frontier  of 
social  security  in  America.’  We  cannot 
credit  the  senator  with  conscious  irony  in 
mentioning  as  this  so-called  frontier, 
national  health , the  single  phase  that  has 
throughout  the  ‘depressions’  and  ‘reces- 
sions’ since  1930  consistently  shown  al- 
most spectacular  improvement.”  From 
an  editorial  on  “The  Incurable  Optimist” 
in  the  Pittsburgh  Medical  Bulletin  of 
March  11,  1939. 


A RAPID  BEDSIDE  TEST  FOR  MEASURING 
SEDIMENTATION  RATE 

Emanuel  Goldberger,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  Open  Division,  Kings  County  Hospital,  Brooklyn ) 


If  drops  of  blood  obtained  by  pricking 
the  finger  tips  of  different  individuals 
be  placed  on  inverted  glass  slides,  the 
slides  righted,  and  the  drops  allowed  to 
clot  and  dry  spontaneously,  the  films, 
when  examined  macroscopically  by  hold- 
ing them  to  the  light,  will  show  an  in- 
teresting phenomenon. 

Some  films  will  give  the  appearance  of  a 
uniform,  coarse  meshwork.  In  others, 
the  detail  will  be  fine  and  there  will  be  a 
concentration  of  red  cells  in  the  center. 
In  all,  four  main  types  may  be  distin- 
guished (Figs.  1,  2,  3,  and  4). 

The  character  of  the  film  depends  on 
several  interacting  factors: 

1.  Degree  to  which  the  red  cells  settle 
(sedimentation rate) before  clotting  occurs. 

2.  Coagulation  time. 

3.  Degree  of  agglutination  of  the  red 
cells  (rouleaux  formation). 

4.  Rate  of  drying  of  the  film. 

Under  ordinary  conditions,  the  rapid- 
ity of  drying  is  unimportant. 

The  rate  at  which  the  red  cells  settle 
is  directly  proportional  to  the  degree  of 
their  rouleaux  formation.1  Thus,  a slow 
rate  will  produce  a film  fine  in  detail  and 
uniform  in  the  distribution  of  the  cells 
(Fig.  1);  whereas,  with  a rapid  rate,  the 
rouleaux  will  be  large  and  the  general  ap- 
pearance of  the  film  that  of  a coarse 
meshwork  (Fig.  4). 

If  the  coagulation  time  be  rapid  com- 
pared to  the  sedimentation  rate  of  the 
cells  (rapid  coagulation  time,  or  slow  sedi- 
mentation rate)  there  will  be  a tendency 
for  the  cells  to  be  drawn  to  the  center  of 
the  film.  In  actual  practice,  variations 
from  the  normal  with  respect  to  coagu- 
lation time  are  found  in  the  direction  of 
slower,  not  faster,  rates.  Thus,  the  pic- 
ture described  is  seen  with  slow  sedi- 
mentation rates  (Fig.  1). 


A very  slow  coagulation  time  will 
merely  cause  a more  uniform  distribu- 
tion of  the  cells. 

In  short,  then,  the  character  of  the 
film  may  be  said  to  depend  directly  on 
the  sedimentation  rate  of  the  blood. 

A study  of  a large  series  of  these  films, 
comparing  the  readings  with  the  actual 
sedimentation  rate  determined  by  a 
modification  of  the  Linzenmeyer2  technic* 
gave  values  summarized  in  Table  1. 


TABLE  1 


Unspread  Blood  Film 

Average 

tion 

Sedimbnta- 

Rates* 

+ 

One  and 

a half  hours 

+ -f- 

45  1 

minutes 

+ -F  + 

25  t 

minutes 

+ + + + 

18 

minutes 

The  criteria  for  reading  the  films  are 
as  follows: 

1.  Fineness  or  coarseness  of  general 
detail. 

2.  Character  of  meshwork,  if  present. 

3.  Presence  or  absence  of  central 
agglutination. 

4.  Presence  or  absence  of  peripheral 
ring  (Figs.  3C  and  4B). 

With  this  in  mind,  the  four  groups  may 
be  described  as  follows: 

+ Normal;  very  fine  detail;  no 
meshwork;  gradual  transition  from  periph- 
ery to  dark  central  agglutinated  mass 
(Fig.  1). 

-f  + Moderately  rapid ; the  detail  is 
somewhat  coarse  but  uniform  through- 
out. Meshwork  not  noticeable  particu- 
larly; there  may  be  the  beginning  of  a 
central  agglutinated  mass  (Fig.  2). 

♦Modified  Linzenmeyer  Technic.  A 5 mm.  bore  tube 
calibrated  to  6,  12,  and  18  mm.  is  used.  Add  0.2  cc.  of 
2.5  per  cent  sodium  citrate  to  the  tube.  Withdraw  blood 
from  venipuncture  and  add  the  blood  to  the  citrate  in  the 
tube  until  the  1 cm.  mark  is  reached.  Invert  the  tube 
three  times  to  mix  blood  and  citrate.  Let  the  tube  stand 
and  note  the  time  it  takes  for  the  red  cells  to  settle  to  the 
18  mm.  mark. 

■fOnly  about  3 Vs  Per  cent  of  the  sedimentation  rate 
readings  according  to  this  technic  fell  within  the  range 
of  30  to  40  minutes. 
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Fig.  1.  The  film  shows  very  fine  detail,  no 
meshwork  and  with  a gradual  transition  to  the 
concentrated  mass  of  red  cells  in  the  center.* 


^ --  - - — --  -^1 

Fig.  2.  The  detail  is  coarse  and  uniform: 
meshwork  not  particularly  noticeable.* 


+ + + Rapid;  coarse  detail;  the 
meshwork  fine  but  easily  observed;  no 
central  agglutinated  mass  (Fig.  3). 

+ + + -f-  Very  rapid ; very  coarse  de- 
tail; definite  meshwork;  no  central 
agglutinated  mass  (Fig.  4). 

Variations  within  each  group  will,  of 
course,  be  found,  but  with  a little  prac- 
tice in  comparing  the  results  with  values 
from  the  quantitative  test  a surprising 
accuracy  of  prediction,  correct  within  a 
few  minutes,  can  be  obtained. 

Technic 

1.  Clean  the  finger  tip  with  alcohol 
and  dry  with  a sterile  gauze. 

2.  Prick  finger  tip  with  needle.  (I  use 
a No.  19  gage  Wassermann  needle  to  in- 
sure a fairly  large  drop.) 

3.  Gently  express  a small  drop  of 
blood  (about  3 mm.  in  diameter). 

4.  Touch  it  with  the  flat  surface  of  a 
clean  glass  slide  to  produce  a drop  on  the 
slide  (about  5 mm.  in  diameter).  I em- 
ploy the  practice  of  getting  several  drops 
of  slightly  different  sizes  on  the  slide, 
expressing  more  blood  from  the  puncture 
wound  without  wiping  away  the  residual 
blood  after  each  drop  is  taken.  The 

* For  the  sake  of  clearness  the  blood  films  were  drawn 
proportionately  larger  than  the  glass  slides. 


reason  for  doing  this  is  that  if  the  blood 
on  the  finger  as  first  expressed  be  small 
and  globular  in  character,  the  first  film 
produced  will  be  thickly  rimmed  (Figs. 
3C  and  4B),  which  distorts  the  picture 
somewhat;  whereas  successive  films  will 
show  a uniform  distribution. 


Fig.  3.  The  meshwork  is  becoming  prominent.* 


Fig.  4.  The  film  presents  the  appearance  of 
coarse  meshwork.* 


5.  Right  the  slide  and  let  the  film 
clot  and  dry  spontaneously  in  the  hori- 
zontal position.  (I  tried  angulating  the 
slide  while  the  films  were  drying,  but  the 
results  did  not  justify  the  use  of  this 
procedure.) 

6.  Observe  macroscopically  when  dry, 
by  holding  the  slide  to  the  light;  note 
the  type  of  film.  The  slide  may  now  be 
filed  for  future  reference. 

It  should  take  from  five  to  seven 
minutes  for  the  film  to  dry.  Smaller  or 
larger  drops  may  take  longer. 

The  red  blood  count  of  the  patient  has 
no  influence  on  the  character  of  the  film. 

Discussion 

It  is  not  my  intention  to  imply  that 
the  test  described  above  be  used  to  super- 
sede regular  methods  of  sedimentation 
rate.  Its  place  lies  not  so  much  in  the 
hospital  or  research  laboratory  where 
facilities  are  at  hand  for  complicated  pro- 
cedures, but  rather  in  the  office  and  at 
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the  bedside  where  a simple  and  inexpen- 
sive and  quick  test  requiring  no  special 
tubes,  solutions,  no  syringes,  and  no 
graphs  is  of  distinct  value.  Not  only  is 
my  test  of  diagnostic  value,  but  the  fact 
that  the  slides  can  be  filed  and  the  results 
checked  week  by  week  in  cases  such  as 
coronary  thrombosis,  rheumatoid  arthri- 
tis, salpingitis,  etc.,  places  a good  and 
simple  prognostic  guide  in  the  hands  of 
the  physician.* 

* Blood  films  taken  and  filed  by  me  more  than  a year 
ago  still  retain  all  their  original  clearness  and  char- 
acteristics. 


Summary 

1.  Varying  characteristics  of  the  un- 
spread blood  film  have  been  described. 

2.  These  have  been  shown  to  be  de- 
pendent on  sedimentation  rate. 

3.  A technic  was  described  for  utilizing 
this  phenomenon  as  a simple  qualitative 
measure  of  sedimentation  rate. 

1100  Grand  Concourse 
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EXPERT  WITNESS 

Woldman’s  description  of  the  medical  ex- 
pert on  the  witness  stand  is  quoted  thus  in  the 
American  Journal  of  Medical  Jurisprudence: 

“With  an  erudite  profundity, 

And  subtle  cogitabundity, 

The  medical  expert  testifies  in  Court : 

Explains  with  ponderosity 

And  keen  profound  verbosity 

The  intricate  nature  of  the  plaintiff’s  tort. 

“Discoursing  on  pathology, 

Anatomy,  biology. 

Opines  the  patient’s  orbit  suffered  this: 
Contusions  of  integuments 
With  ecchymose  embellishments, 

And  bloody  extravasation  forming  pus. 

“A  state  of  tumerosity 
Producing  lacrimosity, 

Abrasion  of  the  cuticle  severe, 

All  diagnosed  externally, 

Although  he  feared,  internally 
Sclerotic  inflammation  might  appear. 

“The  jury  sits  confused,  amazed, 

By  all  this  pleonasm  dazed, 

Unable  to  conceive  a single  word, 

All  awed,  they  think  with  bated  breaths 
The  plaintiff  died  a thousand  deaths — - 
What  agony  and  pain  he  had  endured. 

“But  then  the  counsel  for  the  defense, 

Devoid  of  garrulous  eloquence, 

Asked,  ‘Isn’t  it  true  that  all  you  testified 
Means  merely  from  a punch  or  two 
The  plaintiff’s  eye  was  black  and  blue?’ 

‘Yes,  that’s  correct,’  the  doctor  meekly  sighed.” 


DIPHTHERIA  DANGER  SPOTS 

At  least  seventeen  communities  in  upstate 
New  York  will  have  to  increase  their  number  of 
diphtheria  immunizations  of  children  under 
five  years  of  age  if  they  are  to  feel  reasonably 
secure  from  an  outbreak  of  this  disease,  accord- 
ing to  the  1938  diphtheria  immunization  reports 
from  sixty-eight  places  made  public  by  Dr.  Ed- 
ward S.  Godfrey,  Jr.,  State  Commissioner  of 
Health. 

Health  authorities  say  any  community  may 
feel  reasonably  secure  from  an  outbreak  of  diph- 
theria only  when  35  per  cent  or  more  of  children 
under  five  years  of  age  have  been  immunized. 
Dr.  Godfrey  said,  however,  that  while  this  will 
protect  a community,  nothing  will  protect  the 
individual  child  except  actual  immunization 
treatment  and  he  warned  against  a feeling  of 
false  security  on  the  part  of  parents  who  may 
reside  in  a community  with  a high  percentage  of 
immunization,  but  whose  own  children  have  not 
been  given  the  protective  treatment. 

The  following  communities,  as  of  January  1, 
1939,  reported  immunization  percentages  be- 
low the  35  mark:  Elmira,  Jamestown,  Dunkirk, 

Gloversville,  Rensselaer,  Hornell,  Oneida,  Rock- 
ville Centre,  Floral  Park,  Oswego,  Watervliet, 
Fulton,  Hempstead,  Glen  Cove,  Lynbrook, 
Valley  Stream,  and  Freeport. 

Johnson  City,  Middletown,  and  Peekskill  are 
tied  for  first  place  in  the  report  with  each  place 
reporting  95  per  cent.  Second  place  honors  go 
to  Mamaroneck  where  86  per  cent  was  reported. 
Third  place  honors  go  to  Hudson  and  Port 
Jervis  each  reporting  percentages  of  77,  with 
Troy  running  a close  fourth  at  75  per  cent. 


TREATMENT  OF  TUMORS  OF  THE  EYELIDS  BY  SURGERY 

John  M.  Wheeler,  M.D.,f  New  York  City 


Fortunately,  relatively  few  lid  tu- 
mors are  prone  to  metastasize,  so  in 
general  one  may  say  that  prompt  local 
eradication  with  the  best  possible  results 
is  the  thing  that  we  are  responsible  for. 
In  my  opinion,  radiation  about  the  eye- 
lids should  be  avoided.  Disturbance  of 
pigment,  telangiectasis,  and  destruction 
of  cilia  are  common  from  radiation,  but 
especially  important  is  the  liability  of 
cataract  formation.  After  radiation, 
surgery  may  be  called  for  anyway.  Sur- 
gery offers  the  best  means  of  getting  rid 

t Died  August  22,  1938. 


Fig.  1.  Hemangioma  of  right  lower  eyelid 
not  involving  skin,  conjunctiva,  or  lid  margin. 
The  growth  is  made  to  present  by  the  intro- 
duction of  a plate  behind  it  into  the  lower  cul- 
de-sac. 


of  tumors  of  the  lids,  but  in  most  cases 
removal  of  tumors  causes  defects  which 
should  be  corrected;  so  we  should  have 
schemes  for  operations  that  result  in 
correction  of  the  defects  and  good  func- 
tional and  esthetic  results.  The  schemes 
called  for  may  be  made  to  apply  to  cases 
of  lid  tumor,  no  matter  what  their  na- 
ture. They  may  be  malignant  or  nonma- 
lignant,  pigmented  or  nonpigmented,  ra- 
diosensitive or  radioresistant.  For  me, 
surgery  is  the  first  choice. 

Occasionally  one  meets  with  a tumor  in 
an  eyelid  that  does  not  involve  the  lid 
margin  or  the  skin  or  the  conjunctiva, 
and  such  a tumor  may  need  only  excision 
without  subsequent  plastic  repair.  Fig.  1 
shows  such  a tumor  and  it  shows  a good 
method  of  making  it  present  itself  for 
examination  and  for  excision.  In  such  a 
case  the  skin  incision  should  be  planned 
to  fit  in  with  the  natural  creases  of  the 
eyelid,  and  care  should  be  taken  to  cause 
no  mutilation  of  any  of  the  tissues  of  the 
lid.  For  such  cases,  excision  is  preferable 
to  treatment  by  radiation  or  by  sclerosing 
solutions  or  any  other  compromising 
measures,  and  the  surgeon  has  the  satisfac- 


Fig.  2.  Tumor  near  outer  canthus  in  child. 
Excision  with  graft  from  upper  lid,  same  side. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  10,  1938 
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tion  of  an  uninjured  tumor  specimen  for 
laboratory  examination. 

Some  tumors  are  superficial  and  their 
excision  is  very  simple,  but  their  removal 
may  cause  distortion  of  one  lid  or  both. 
Such  a tumor  is  illustrated  in  Fig.  2.  It 
is  a rather  large  hemangioma  in  an  infant. 
In  such  a case  the  best  means  of  eradica- 
tion is  excision  with  the  placement  of  an 
upper  lid  graft.  This  method  of  handling 
the  condition  assures  complete  removal 
without  subsequent  deformity.  Fig.  3 
shows  the  removal  of  the  graft  from  the 
upper  lid  and  Fig.  4 illustrates  the  com- 
pletion of  the  operation.  A pressure 
dressing  is  required  in  order  to  insure  a 
complete  take  of  the  graft  and  it  is  un- 
safe for  the  surgeon  to  apply  a pressure 
dressing  without  being  sure  that  the  lid 
margins  are  in  close  apposition.  A 
single  suture  or  two  sutures  placed  as 
shown  in  Fig.  4 will  hold  the  lid  margins 
closely  in  apposition  and  assure  complete 
protection  to  the  cornea. 

Epithelioma  involving  the  skin  at  or 
near  the  margin  of  the  lower  lid  is  a rather 
common  lesion  and  it  should  receive 
prompt  excision  after  it  is  diagnosed. 
In  many  cases  the  excision  can  be  per- 
formed before  the  entire  thickness  of  the 
lid  is  invaded,  so  that  the  tarsus  and  the 
conjunctiva  of  the  lid  do  not  have  to 
be  disturbed.  In  such  a case  the  eye- 
lid can  be  split  and  flaps  of  skin  with 
their  cilia  can  be  made  to  cover  the  area 


Fig.  3.  Tumor  near  outer  canthus  in  a child. 
Excision  with  graft  from  upper  lid,  same  side. 
Tumor  has  been  excised;  graft  is  being  taken. 


Fig.  4.  Tumor  near  outer  canthus  in  child. 
Excision  with  graft  from  upper  lid  of  same  side. 
Graft  has  been  placed.  Wound  in  upper  lid 
has  been  closed.  A suture  has  been  introduced 
through  the  margins  of  the  lids  to  hold  the 
palpebral  fissure  closed. 


Fig.  6.  Epithelioma  of  lower  lid  near  margin, 
not  involving  tarsus.  Skin  flaps  sewed  in  place. 


Fig.  5.  Epithelioma  lower  lid  near  margin, 
not  involving  the  tarsus.  Outline  of  incisions 
for  removal  of  tumor,  and  for  splitting  lid  margin. 
Excision  of  tarsus  not  necessary. 


< 


872 


JOHN  M.  WHEELER 


Fig.  7.  Epithelioma  involving  the  entire  thickness  of  the  eyelid.  Excision  and  advancement  of 

flap  for  reconstruction  of  lower  eyelid. 


of  excision.  Fig.  5 illustrates  such  a 
case  with  a plan  for  the  excisions 
and  Fig.  6 illustrates  the  completion  of 
the  operation.  If  the  case  is  handled  in 
this  way  there  is  no  ectropion,  and  no 
disfigurement  results. 

For  the  patient’s  satisfaction  it  is 
really  quite  important  that  the  line  of 
eyelashes  be  uninterrupted  and  that  there 
be  no  resultant  deformity.  For  the  safety 
of  the  eye  it  is  important  that  there  be 
no  defect  in  the  lid  margin  and  that  there 
be  no  ectropion. 

If  the  tumor  involves  the  deeper  struc- 
tures of  the  lid  the  entire  thickness  of 
part  of  the  lid  may  have  to  be  excised. 
In  such  a case,  the  plastic  procedure  nec- 
essary to  furnish  a good  eyelid  must 
be  more  or  less  extensive,  depending  upon 
the  amount  of  eyelid  removed.  Fig.  7 
illustrates  a scheme  for  correcting  the 


gap  in  a lower  lid  after  excision  of  about 
the  nasal  half  of  its  structure.  Experi- 
ence and  skill  are  called  for  in  the  neces- 
sary dissection  and  repair.  A thorough 
canthotomy  should  be  made,  and  from 
the  orbital  margin  backward  and  slightly 
upward  an  incision  should  be  carried  into 
the  malar  region  and  possibly  into  the 
temporal  region.  From  the  lower  limit 
of  the  lid  excision  a second  line  of  in- 
cision should  be  carried  near  the  lower 
orbital  margin  and  into  the  malar  and 
possibly  temporal  region.  The  length 
of  these  incisions  must  vary  according  to 
the  amount  of  advancement  of  the  flap 
that  is  necessary  to  furnish  lid  substance, 
and  no  reliance  should  be  placed  on 
traction  at  the  tip  end  of  the  flap.  This 
should  be  thoroughly  relaxed.  As  the 
two  diverging  incisions  are  carried  back 
they  should  increase  in  depth,  so  that 
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Fig.  8.  Operation  for  shortening  palpebral 
fissure  and  correcting  a defect  in  the  margin  of 
the  left  upper  eyelid.  The  completely  denuded 
tongue  at  the  outer  end  of  the  lower  lid  fits  into 
a cleft  in  the  upper  lid. 


the  flap  will  be  not  only  wider  toward  the 
base,  but  thicker  than  it  is  at  the  apex. 
A careful  halving  of  the  end  of  the  flap  and 
the  stump  to  which  it  is  to  be  attached 
should  be  made.  This  halving  will 
prevent  subsequent  deformity  and  it  will 
provide  secure  union  at  the  end  of  the 
transplanted  flap.  For  proper  advance- 
ment of  the  flap  it  may  be  absolutely 
necessary  that  the  lower  lid  be  thoroughly 
released  from  its  attachment  to  the  peri- 
osteum at  or  near  the  orbital  margin. 
Such  release  is  accomplished  by  thorough 
incision  of  the  external  canthal  ligament 
below  the  canthotomy  and  of  the  tarso- 
orbital  fascia  below  that.  Success  in 
sliding  the  flap  is  impossible  unless  the 
surgeon  understands  the  necessity  of  ac- 
complishing thorough  detachment  of  the 
lower  lid  from  the  periosteum.  When 
the  surgeon  cuts  the  canthal  ligament  and 
the  tarso-orbital  fascia,  fat  presents. 
Usually  the  presentation  can  be  disre- 
garded, but  if  it  prolapses,  excision  of 
prolapsed  fat  may  be  necessary.  It  is 
thoroughly  important  that  such  a flap  as 
described  should  have  an  epithelial  lining, 
for  any  uncovered  area  will  suffer  sub- 
sequent contraction  from  new  formed 
tissue  that  appears  before  the  flap  is  com- 
pletely covered  with  epithelium.  Illus- 
tration B,  in  Fig.  7,  shows  an  effective 
way  of  obtaining  a complete  conjunctival 
lining  for  the  reconstructed  lid.  The 


Fig.  9.  Operation  for  shortening  palpebral 
fissure  and  correcting  a defect  in  the  margin 
of  the  left  upper  eyelid.  Shortening  has  been 
completed  and  graft  from  outer  part  of  lower 
lid  is  being  placed  in  position  to  correct  defect 
in  upper  lid  margin. 


conjunctival  epithelium  is  dissected  from 
the  fornix  and  from  the  surface  of  the 
globe,  so  that  the  surgeon  borrows  bulbar 
conjunctiva  and  makes  it  act  as  lid  lining. 
It  is  important  that  the  conjunctiva 
should  be  carefully  closed  with  sutures, 
so  that  there  will  be  no  gap.  Advance- 
ment of  the  flap  is  accomplished  by 
working  from  the  base  toward  the  apex 
with  sutures  that  are  placed  diagonally 
from  the  stationary  flaps  backward  to 
the  movable  flap  at  its  upper  and  lower 
borders.  The  traction  on  the  flap  in  its 
basal  part  is  considerable,  and  it  causes 
puckering  of  skin  above  and  below  the 
movable  flap.  This,  however,  is  only 
temporary.  At  the  completion  of  the 
operation  the  outer  part  of  the  lid  will 
have  no  cilia  and  the  lid  margin  will  be 
imperfect.  The  epithelial  surfaces  of 
conjunctiva  and  skin  should  be  brought 
together  with  sutures. 

Gradually,  after  the  operation,  the 
upper  lid  will  be  stretched  through  con- 
traction of  the  flap,  so  the  palpebral 
fissure  will  be  too  long.  This  increased 
length  of  the  palpebral  fissure  and  the 
defect  in  the  outer  part  of  the  lid  margin 
can  be  corrected  later  by  an  operation 
that  shortens  the  fissure  and  involves 
the  transplantation  of  a strip  of  cilia 
from  the  outer  part  of  the  upper  lid  to 
the  outer  part  of  the  lower  lid  (Figs.  8 
and  9) . Such  an  operation  gives  a decided 
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gain  in  the  appearance  on  the  operated 
side.  Rarely  a tumor  of  the  upper  lid 
calls  for  a similar  operative  procedure. 
More  rarely,  the  operation  is  called  for 
both  above  and  below. 

Occasionally  an  epithelioma  involves  a 
large  surface  area  without  invasion  of  the 
conjunctiva.  Such  a tumor  calls  men 
for  excision  and  placement  of  a graft  from 
one  of  the  upper  eyelids  or  from  the  retro- 
auricular  angle  or  both,  but  if  the  tumor 
involves  all  the  structures  of  the  entire 
lower  lid,  thorough  excision  of  the  whole 
lid  is  called  for  and  the  best  reconstruc- 


[N.  Y.  State  J.  M. 

tion  of  the  lid  is  by  the  method  suggested 
by  Hughes.* 

Many  variations  of  the  schemes  pre- 
sented and  other  operations  quite  differ- 
ently planned  are  called  for  to  remedy  de- 
fects following  eradication  of  tumors  of 
the  lids  by  radiation  and  by  excision. 
For  good  results  it  is  absolutely  necessary 
that  the  surgeon  should  be  familiar  with 
plastic  surgery  about  the  eyelids.  This 
necessity  exists  no  matter  what  means  the 
surgeon  may  select  to  get  rid  of  tumors. 
635  West  165th  Street 

* Hughes,  Wendell  L. : A New  Method  for  Rebuilding 
a Lower  Lid,  Arch.  Ophth.  17:  1008  (1937). 


IMPORTANT  LABORATORY  AIDS  IN  DIAGNOSIS  AND  TREATMENT 


I.  Cultures  of  the  uterine  discharge  should 
be  taken  with  a swab  from  the  vagina ; the  most 
careful  precautions  against  introducing  micro- 
organisms into  the  birth  canal  are  essential. 

II.  Blood  Cultures.  Blood  cultures  should 
be  incubated  under  anaerobic  conditions,  and  also 
in  an  atmosphere  containing  about  10  per  cent 
of  C02.  Since  the  bacteremia  is  often  inter- 
mittent, it  may  be  necessary  to  take  more  than 
one  blood  culture  in  order  to  demonstrate  the 
invasion  of  the  blood  stream. 

III.  Urine  Cultures.  Cultures  of  clear  speci- 
mens of  urine  may,  even  in  the  absence  of  a 
urinary  tract  infection,  reveal  the  infecting  agent 
when  blood  cultures,  because  of  intermittence 
in  the  bacteremia,  fail  to  do  so. 


IV.  Blood  grouping  and  compatibility  tests 
of  the  bloods  of  patient  and  donor  should  be 
made  if  transfusion  is  indicated,  as  is  frequently 
the  case. 

V.  Blood  Counts.  Blood  counts  will  reveal 
the  severity  of  the  anemia  and  the  patient’s 
leukocytic  response  to  the  infection.  In  patients 
with  hemolytic  streptococcus  infections  who  re- 
ceive sulfanilamide,  blood  counts  will  give 
warning  of  the  occasional  dangerous  reactions  to 
this  drug — severe  leukopenia  or  acute  anemia. 

— The  New  York  State  Association  of  Public 
Health  Laboratories 

October,  1938  Leaflet  No.  11 


EXPERTS  SIDETRACKED  FOR  “OUR  BOYS” 


Many  New  York  State  communities  still 
insist  upon  appointing  ‘‘one  of  our  boys”  as 
public  health  officials  rather  than  to  seek  quali- 
fied men  from  other  cities,  Dr.  George  Baehr, 
chairman  of  technical  advisory  committee  of  the 
Committee  on  Neighborhood  Health  Develop- 
ment, said  at  a luncheon  of  the  New  York 
Tuberculosis  and  Health  Association  at  the 
Pennsylvania  Hotel.  The  luncheon  followed 
the  thirty-seventh  annual  meeting  and  conference 
on  tuberculosis,  held  jointly  by  the  association 
and  the  Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York. 

“The  public  health  field  in  many  states  and 
in  most  communities  throughout  the  country,” 
Dr.  Baehr  said,  “is  not  yet  in  the  hands  of  trained 


experts  who  are  appointed  for  reasons  other  than 
purely  political  ones.  Here,  even  in  the  State  of 
New  York,  where  we  pride  ourselves  as  living 
in  one  of  the  most  civilized  parts  of  the  country, 
as  far  as  public  health  is  concerned,  there  are 
only  six  county  health  departments  in  the  up- 
state area  manned  by  full-time,  expert  public 
health  officers. 

“We  are  still  confronted  with  the  fact  that 
even  in  the  State  of  New  York  our  cities  are 
unwilling  to  appoint  trained  experts  if  none  are 
available  in  their  own  communities.  They  still 
insist  upon  appointing  some  one  locally,  ‘one 
of  our  boys,’  especially  if  ‘one  of  our  boys’  is 
politically  useful.” 


SOCIAL  AND  ASOCIAL  ACCOMPANIMENTS  OF  INTENSE 
HORMONE  MEDICATION 

Edward  Liss,  M.D.,  New  York  City 


Maturation  is  a complex  process 
whether  we  use  that  term  in  one 
particular  sphere  of  man’s  activities  or 
another.  The  very  yardstick  that  we 
utilize  is  in  itself  so  variable  that  it  adds 
further  complexity.  The  term  “nor- 
mal” no  matter  how  sharply  it  may  be 
defined  still  includes  many  variables.  It 
would  seem  somewhat  more  simple  to  be 
able  to  define  a normal  biologic  picture 
than  it  would  be  to  define  a normal  emo- 
tional pattern,  yet  we  know  it  is  any- 
thing but  simple. 

Within  recent  years  the  developments 
in  hormonology  have  contributed  to 
medicine  an  infinite  number  of  valuable 
therapeutic  procedures,  many  of  them 
still  to  be  evaluated  in  terms  of  applica- 
tion. The  literature  is  voluminous,  in- 
vestigations are  multiple  in  number,  and 
the  pace  of  these  findings  is  an  accelerated 
one.  We  have  become  rightly  sensitive 
to  the  consideration  of  human  beings 
as  psychobiologic  entities,  that  these 
entities  are  different  aspects  of  a whole, 
and  that  one  cannot  segment  these  com- 
ponents. They  are  closely  interrelated 
and  mutually  influenced.  And  yet  we 
see  constantly  in  practice  this  knowledge 
unappreciated  until  the  phenomenon  of 
medication  creates  unsatisfactory  situa- 
tions in  associated  areas,  although  the  im- 
mediate therapeutic  focus  responds  suc- 
cessfully. 

Human  constitution  is  increasingly  ac- 
cepted as  being  not  alone  a biologic  struc- 
ture or  architecture,  but  a framework 
upon  which  emotional  patterns  and 
human  practices  depend.  If  we  are  sen- 
sitive to  the  accompaniments  of  biologic 
changes  when  hormone  therapy  is  in- 
stituted we  must  likewise  realize  that 
conduct,  social  practices,  and  intellectual 
processes  are  concomitant  phenomena. 
And  in  the  utilization  of  hormones  our 
decision  must  necessarily  be  determined 


^the  potentialities  in  these  allied  fields, 
-he  literature  implies  this  and  utilizes 
this  knowledge,  but  one  would  gather 
that  these  side  effects  are  always  of  un- 
doubted success.  The  unfavorable  in- 
stances in  these  experiences  are  often 
overlooked  because  they  are  apt  to  fall 
into  the  realm  of  the  psychopathologic. 
Within  recent  years,  and  particularly 
within  the  last  year,  the  literature  has 
presented  many  instances  of  the  success- 
ful application  of  male  hormone  in  cases 
of  biologic  immaturity  such  as  unde- 
scended testicle.  The  clinical  result  in 
children  has  been  encouraging.  The 
social  implication  of  this  therapy  has  re- 
ceived lesser  notation — this,  probably, 
for  many  reasons. 

Over  a period  of  three  years  of  time  we 
have  had  definite  evidence  of  contrary 
emotional  phenomena.  This  may  be 
statistically  within  the  normal  expec- 
tancy of  that  age  level  (before  puberty) 
that  commonly  comes  for  therapy  be- 
cause of  variations  from  the  expectant 
norm.  This  point  is  something  that  we 
cannot  overemphasize.  It  is  a respon- 
sibility that  the  therapeutician  must  be 
aware  of  when  he  undertakes  intensive 
hormone  administration. 

When  one  is  confronted  with  prema- 
ture practices  of  an  asocial  nature  in 
children  who  have  undergone  intensive 
hormone  therapy,  one  wonders:  (1)  as 
to  the  timeliness  of  such  a procedure; 
(2)  what  precautions  has  medicine  avail- 
able at  such  a time  to  avoid  these  for- 
midable and  serious  complications.  Al- 
though our  knowledge  of  the  human 
psyche  is  comparatively  limited,  yet  we 
have,  through  a mergence  of  the  findings 
of  many  fields  of  approach,  certain  prac- 
tices that  are  utilizable  for  such  crises. 
The  organism  accommodates  its  psychic 
patterns  to  physical  variations  either 
successfully  or  unsuccessfully. 
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In  the  first  instance,  biologic  matura- 
tion, comparatively  speaking,  keeps  pace 
with  emotional  growth.  In  the  second 
instance,  the  psyche  may  overcompensate 
or  undercompensate.  Bizarre  conduct 
practices  are  the  resultants,  with  over- 
compensating precocious  or  regressive 
infantile  manifestations.  Modern  science 
has  expedited  the  utilization  of  hormones 
through  subcutaneous  medication,  so 
that  we  see  intense  growth  phenomena 
biologically  within  a comparatively  short 
time.  Can  the  human  psyche  keep  pace 
with  this  accelerated  physiologic  matura- 
tion? This  is  a matter  for  careful  de- 
liberation. Our  own  feeling  is  that  there 
are  hazards  and  one  must  anticipate  bi- 
zarre manifestations  of  conduct,  if  not 
of  metabolism,  with  this  intensive  thera- 
peutic technic.  Clinically,  we  meet 


through  this  intensive  medication  pre- 
mature heterosexuality,  homosexuality, 
and  perverse  infantile  sexual  practices. 
We  meet  with  this  frequently  enough  in 
a comparatively  limited  sphere  of  practice 
to  warrant  suggestions  that  this  aspect  is 
a hazard  that  must  be  evaluated  in  our 
decisions  for  intensive  therapy.  Should 
this  be  only  a limited  experience,  not  a 
fairly  common  accompanying  phenome- 
non, still  certain  precautions  must  be 
instituted  to  make  a definitely  worth- 
while clinical  procedure  safer  to  the  in- 
dividual and  to  society.  Such  precau- 
tions would  necessarily  imply  a period 
of  observation,  during  which  period  meth- 
ods of  re-education  and  guidance  would 
be  a definite  accompaniment  of  intense 
hormone  therapy. 

130  East  39th  Street 


“HELP  FIND  EARLY  TUBERCULOSIS” 

The  1939  “Early  Diagnosis  Campaign”  for  the 
purpose  of  reducing  the  tuberculosis  death  rate 
has  been  launched  by  the  New  York  Tubercu- 
losis and  Health  Association  in  cooperation  with 
many  other  agencies  throughout  the  country. 
Emphasizing  the  fact  that  8 out  of  every  10  cases 
now  being  admitted  to  sanatoriums  are  ad- 
vanced cases,  the  campaign  is  making  a popular 
appeal  for  support  with  the  slogan  “Help  Find 
Early  Tuberculosis.” 

In  promoting  the  campaign,  which  is  of  an  edu- 
cational nature,  a twelve-page  booklet  entitled 


“An  Appeal  to  Leaders”  has  been  prepared  for 
free  distribution.  The  booklet  has  an  isotype 
chart  showing  gains  made  in  the  tuberculosis 
fight  from  1925  to  1934,  is  illustrated  with  photo- 
graphs of  tuberculin  testing,  chest  x-ray,  etc. 

Copies  of  the  booklet  as  well  as  two  new  four- 
page  leaflets,  “A  Stitch  in  Time”  and  “A  Heart 
to  Heart  Talk,”  are  now  ready  for  free  distribu- 
tion. Requests  should  be  addressed  to  the 
Health  Education  Secretary  in  care  of  the  New 
York  Tuberculosis  and  Health  Association,  386 
Fourth  Avenue,  New  York. 


HE  SAW  THE  STARS 

“I  don’t  want  to  go  to  bed  yet,  Mother.  I 
want  to  stay  out  and  look  at  the  sky.  It’s  so 
pretty!”  Imagine  the  emotion  of  a mother  on 
hearing  these  words  from  her  little  boy,  who  had 
never  before  in  his  life  been  able  to  see  the  stars ! 
It  is  not  often  that  The  National  Society  for  the 
Prevention  of  Blindness  is  able  to  trace  the  ef- 
fects of  its  work  so  directly  as  in  this  case,  re- 
ported by  a teacher  who  had  received  instruction 
in  eye  hygiene  for  children  from  one  of  the 
society’s  staff  members.  Noting  that  one  of  her 


kindergarten  children  stumbled  about  awk- 
wardly and  was  poorly  adjusted  socially,  she 
believed  that  his  seeming  dullness  might  be  the 
result  of  poor  vision.  She  urged  his  parents  to 
have  his  eyes  examined.  They  complied  with 
her  request,  and  the  little  boy  was  fitted  with 
properly  prescribed  glasses.  The  teacher  was 
well  rewarded  for  her  efforts  when  the  over- 
joyed mother  came  to  her  the  day  after  the 
child  had  started  to  wear  glasses  and  told  her  of 
his  pleasure  in  seeing  the  stars  for  the  first  time. 


TYPHOID  OSTEOMYELITIS  AND  CHONDRITIS 

Presentation  of  Two  Cases  in  the  Same  Family* 

Henry  H.  Ritter  M.D.,  F.A.C.S.  and  S.  Judd  Bochner,  M.D.,  New  York  City 

( From  the  Department  of  Traumatic  Surgery  and  the  Department  of  Surgery  of  the  New  York  Post- 
Graduate  Medical  School  and  Hospital,  Columbia  University ) 


The  apparent  rarity  of  typhoid  disease 
of  bone  and  cartilage  is  due,  at  least 
in  part,  to  the  fact  that  many  cases  go  un- 
recognized. The  patients  go  along  for 
months  and  years  with  a discharging 
wound,  receiving  intermittent  treatment 
for  chronic  pyogenic  osteomyelitis,  and 
unbeknown  to  themselves  or  to  the  com- 
munity, they  harbor  the  typhoid  bacil- 
lus. 

The  clinical  manifestations  of  this 
disease  are  usually  evident  within  the 
first  year  following  typhoid  fever,  but  as 
Winslow  in  a review  of  101  cases  points 
out,  20  per  cent  of  these  cases  do  not 
appear  until  “years  later.”  Buschke  re- 
ports a case  in  which  the  interval  was 
forty-five  years;  Garr  reports  a case  in 
which  the  osteomyelitis  appeared  nine 
years  after  the  typhoid  fever,  and  in 
which  there  was  a secondary  recurrence 
of  the  osteomyelitis  eighteen  years  later. 
Cultures  should  be  taken  with  special 
reference  to  the  typhoid-paratyphoid 
group  in  all  instances  of  chronic  osteo- 
myelitis, even  though  the  patient  may 
not  remember  ever  having  had  typhoid 
fever.  Only  in  this  way  can  we  hope  to 
recognize  and  perhaps  eradicate  this  rela- 
tively hidden  endemic  focus  of  typhoid 
fever. 

We  present  2 cases,  one  of  osteomye- 
litis and  chondritis  of  the  ribs,  and  the 
other  of  osteomyelitis  of  the  tibia;  both 
due  to  the  Bacillus  typhosus.  These 
cases  are  of  particular  interest  because 
they  occurred  in  a husband  and  wife  who 
had  typhoid  fever  at  the  same  time,  ap- 
parently from  the  same  source,  and  both 
developed  bone  typhoid.  Whether  this 
be  a coincidence  or  indication  of  a selec- 

*Cases presented  at  the  Symposium  on  the  Typhoid 
Carrier  Problem  at  the  New  York  Post-Graduate  Medical 
School  and  Hospital,  June,  1936. 


tive  affinity  of  this  particular  species  of 
Bacillus  typhosus  for  bone  is  beyond  the 
scope  of  this  paper,  but  is  of  sufficient 
interest  to  be  mentioned  at  this  point. 

Case  1. — The  husband,  aged  43,  a locomotive 
engineer,  suffered  a prolonged  siege  of  proved 
typhoid  fever  lasting  from  January  to  May,  1935. 
During  the  latter  part  of  his  illness,  he  com- 
plained of  some  pain  in  the  left  chest.  Some 
swelling  and  redness  appeared  over  the  left  para- 
sternal area,  and  in  August,  1935,  “an  abscess” 
was  opened  by  his  local  doctor.  Repeated  re- 
currence of  the  abscess  finally  brought  him  to  us, 
at  the  Post-Graduate  Hospital,  in  December, 
1935.  Cultures  from  the  wound  showed  Bacillus 
typhosus  and  paratyphosus.  Under  special  pre- 
cautions, the  patient  was  operated  upon  on 
December  6,  1935.  A chronic  sinus  was  traced 
to  the  fifth  costochondral  juncture.  The  peri- 
osteum and  perichondrium  were  thickened  and 
both  bone  and  cartilage  were  removed,  down 
to  apparently  healthy  tissue  on  both  rib  and 
sternum.  The  wound  was  closed  with  a small 
drain.  The  postoperative  course  was  unevent- 
ful, and  he  was  discharged  on  December  21, 
1935.  The  wound  healed  by  primary  intention. 

One  week  following  discharge,  the  patient 
noted  the  recurrence  of  swelling  and  redness  in 
the  wound,  and  in  a few  days  a small  abscess  was 
opened.  Cultures  of  the  exudate  showed  Bacil- 
lus typhosus.  Because  of  the  extensive  nature 
of  the  original  operation  a conservative  routine 
of  therapy  was  established,  rather  similar  to  that 
used  in  tuberculosis.  The  local  area  was  dressed 
under  specific  control,  to  prevent  secondary  in- 
fection as  well  as  to  isolate  this  known  focus  of 
typhoid  bacilli.  It  was  not  until  the  fall  of  1936 
that  this  sinus  was  finally  obliterated. 

Case  2. — The  wife,  aged  44,  developed  typhoid 
fever  in  February,  1935,  while  nursing  her  hus- 
band, one  month  after  the  onset  of  his  illness. 
She  improved  rapidly  and  was  apparently  well 
until  March,  1935,  at  which  time  she  complained 
of  persistent  boring  pain  in  the  lower  part  of  the 
left  leg,  most  severe  at  night  and  when  she 
rested.  Palliative  measures  brought  little  re- 
lief. X-ray  studies  showed  a well-localized  bone 
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Fig.  1.  Roentgenographs  of  Case  2 showing 
the  well-circumscribed  chronic  osteomyelitis 
with  abscess  due  to  Bacillus  typhosus. 

abscess  apparently  of  considerable  duration. 
She  was  admitted  to  the  Reconstruction  Hospital 
Unit  of  the  Post-Graduate  Hospital,  Service  of 
Dr.  H.  H.  R.,  on  November  25,  1935.  There 
was  a large  tender  swelling  at  about  the  junction 
of  the  middle  and  lower  thirds  of  the  tibial 
crest,  measuring  4 inches  in  its  long  diameter. 
Operation,  under  special  precautions,  was  per- 
formed on  November  26,  1935.  The  gross 
pathology  was  that  of  chronic  osteomyelitis  with 
sequestrum.  There  was  marked  osteosclerosis 
and  periosteal  thickening.  Osteotomy  and  sau- 
cerization  were  performed,  and  a vaseline  gauze 
pack  placed  in  the  wound.  The  leg  was  im- 
mobilized in  plaster.  Cultures  taken  at  the  time 
of  operation  were  positive  for  Bacillus  typhosus. 
Blood  Widal  was  negative.  Cultures  of  the 
feces  were  negative.  Examination  of  the  tissue 
removed  at  operation  showed  a “nonspecific” 
chronic  periosteitis  and  osteitis.  Orr  dressing 
and  changes  of  plaster  were  repeated  on  Janu- 
ary 2,  March  1,  and  April  22,  1936.  On  the 
last  date  the  wound  was  found  to  be  closed 
and  mobilization  was  allowed.  The  patient 
was  able  to  go  about  her  usual  duties  until  June 
1,  1936,  at  which  time  she  again  noted  pain  in 
the  area  of  the  wound,  and  on  the  following  day 
a small  bleb  appeared.  Seropurulent  material 
drained  from  a sinus  at  this  point  for  six  months, 
until  closure  finally  took  place  under  a routine 
similar  to  that  followed  for  the  husband. 

The  decidedly  chronic  character  of  the 
disease,  together  with  the  history  of 
having  had  typhoid  fever,  should  in 
themselves  lead  to  the  possible  diagnosis 
of  typhoid  osteomyelitis.  A positive 
Widal  and  culture  of  Bacillus  typhosus 
from  the  exudate  will  establish  the  di- 


agnosis and,  what  is  perhaps  more  im- 
portant, the  patient  must  then  be  recog- 
nized as  a typhoid  carrier. 

The  urine  and  stool  cultures  usually 
taken  as  criteria  for  the  diagnosis  of  the 
carrier  state  of  typhoid  fever  are  negative 
in  these  people.  A positive  Wassermann 
reaction  may  further  confuse  the  pic- 
ture, particularly  in  view  of  the  indurated 
character  of  the  soft- tissue  reaction.  The 
omission  of  proper  cultures  for  the  ty- 
phoid-paratyphoid group  of  organisms  in 
these  cases  must  be  considered  as  a grave 
error. 

Radical  block  excision  of  the  entire 
disease-bearing  area  is  essential  to  the 
treatment  of  typhoid  osteomyelitis  and 
chondritis.  Unfortunately,  this  is  not 
always  feasible  because  of  the  association 
of  vital  structures  and  because  the  limits 
of  the  tissues  harboring  the  organisms 
are  often  indefinable.  The  sunshine, 
food,  and  rest  treatment  of  tuberculosis 
is  prolonged  and  costly,  but  where  further 
surgery  is  inadvisable  it  is  a logical  and 
an  excellent  form  of  therapy.  Vaccine 
therapy,  as  used  by  Garr  and  Gannon, 
and  bacteriophage  given  into  the  wound 
as  well  as  subcutaneously  and  intrave- 
nously, as  described  by  MacNeal,  are 
helpful  adjuncts  to  the  principal  therapy 
which  is  surgery. 

Summary 

Two  cases  of  osteomyelitis  and  chon- 
dritis due  to  Bacillus  typhosus  following 
typhoid  fever  have  been  presented.  Both 
cases  had  been  operated  upon  by  radical 
procedures,  and  both  had  recurred,  to 
close  many  months  later  under  the  rest, 
food,  and  sunshine  therapy. 

These  patients  are  typhoid  carriers  and 
must  be  treated  medically  and  socially 
as  carriers. 

The  importance  of  searching  for  the 
Bacillus  typhosus-paratyphosus  groups 
in  all  chronic  osteomyelitis  cases  is 
stressed  as  the  only  means  of  locating 
and  limiting  this  occasional  source  of 
typhoid  fever. 

755  Park  Avenue 
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ALCOHOL  AND  THE  LIVER 

Alcohol  and  the  habits  induced  from  drinking 
large  amounts  of  it  are  the  most  important  fac- 
tors in  the  production  of  fatty  liver,  sometimes 
the  forerunners  to  yellow  atrophy  of  the  liver 
(cirrhosis),  Charles  L.  Connor,  M.D.,  San 
Francisco,  points  out  in  the  J.A.M.A.  for 
February  4. 

He  states  that  “a  careful  review  of  130  his- 
tories of  cases  in  which  cirrhosis  or  fatty  liver  or 
both  were  found,  revealed  that  the  factor  next  in 
importance  to  alcohol  is  the  abnormal  diet  which 
invariably  accompanies  severe  chronic  alcohol- 
ism. One  can  further  reduce  this  to  a specific 
lack  of  sufficient  carbohydrate  in  the  diet.” 

Fatty  livers  occur  in  many  diseases  and  are 
incidental  to  poisoning  by  such  substances  as 
phosphorus,  chloroform,  carbon  tetrachloride, 
and  alcohol.  The  most  common  disease  in 
man  with  which  fatty  livers  are  associated  is 
diabetes,  due  to  the  lack  of  proper  sugar  metab- 
olism and  the  incomplete  oxidation  of  fat. 

Alcohol  interferes  with  carbohydrate  metab- 
olism and  fat  oxidation  and,  because  of  the 
poisonous  action  of  alcohol  on  cells  and  tissues 
and  because  of  starvation  or  lack  of  carbohydrate 
in  the  diet,  sugar  is  withheld  from  the  meta- 
bolic cycle.  It  seems  evident  then  that  when 
two  factors  are  operating — alcohol  and  starva- 
tion or  alcohol  plus  a protein-fat  diet,  all  of 
which  lower  the  respiratory  mechanism  of  the 
tissues  of  the  body — the  liver  will  accumulate 
unoxidizable  fat,  and  liver  cells  will  be  deprived 
of  oxygen  and  nutrition.  The  liver  becomes  an 
unnatural  storehouse  of  fat,  so  far  as  oxygen- 
carbon  dioxide  exchange  is  concerned.  There 
is  then  a complete  depletion  of  sugar  (carbo- 
hydrate) from  the  liver,  the  absence  of  which 
renders  it  more  susceptible  to  all  poisons. 

By  alcoholic  poisoning  and  severe  chronic 
alcoholism,  Dr.  Connor  explains,  he  means  the 
constant  consumption  of  sufficient  alcohol  in 
any  form  to  alter  materially  the  normal  carbo- 
hydrate-fat metabolism  or  the  consumption  of 
large  amounts  so  frequently  that  normal  me- 
tabolism is  not  re-established  in  the  intervals. 

To  comprehend  this,  he  states,  “the  ordinary 


drinker  must  discard  his  somewhat  naive  and 
amateurish  conception  of  what  constitutes  a 
‘heavy  drinker.’  One  is  astounded  to  learn,  that 
a ‘two  bottle  man’  means  a ‘2  quart  bottle 
man’  and  not  two  pints  a day  and  that  men,  and 
now  very  frequently  women,  may  consume  a 
gallon  or  more  of  sherry  wine  (from  20  to  22  per 
cent  alcohol)  in  twenty-four  hours,  and  one  must 
keep  in  mind  that  most  alcohol  addicts,  like 
morphine  addicts,  become  pathologic  liars  when 
questioned  in  routine  history  taking.  They 
have  acquired  some  degree  of  tolerance.  This 
tolerance  is  broken  through  when  the  liver  be- 
comes filled  with  fat,  and  the  time  comes  when 
very  small  amounts  of  alcohol  may  cause  a 
degree  of  lasting  intoxication.  This  is  so  in 
experimental  animals;  after  a time  smaller  and 
smaller  amounts  of  alcohol  are  needed  to  keep 
them  in  a constant  state  of  semicoma.” 

Three  phases  of  disease  of  the  liver  produced 
by  alcohol  are  discussed  by  the  author. 

1.  The  acute  fatty  liver  of  alcoholism  de- 
velops after  prolonged  drinking  of  large  amounts 
of  alcohol  during  which  little  or  no  food  is  taken 
or  the  food  consists  of  protein  and  fat  only.  It 
is  found  in  men  picked  up  by  the  police  who  die 
shortly  afterward.  It  is  most  common  in  the 
coroner’s  morgues  in  all  large  cities. 

2.  The  fatty  liver,  in  which  there  is  early  but 
definite  and  progressing  fiber-like  degeneration 
around  the  lobules  of  the  liver,  is  the  product  of 
alcoholism  which  is  less  in  degree  than  that  caus- 
ing the  first  phase  but  which  is  nevertheless 
severe.  In  the  liver  which  survives  drastic  al- 
cohol poisoning  and  partial  starvation  diets,  a 
fiber-like  network  of  tissue  will  develop  in  the 
course  of  time. 

3.  The  liver  in  the  third  phase  is  likely  to  be 
somewhat  reduced  in  size  and  to  have  a nodular 
surface  and  a thickened  covering.  Fat  may  or 
may  not  be  present.  The  condition  follows  the 
long-continued  use  of  excessive  amounts  of 
alcohol  by  persons  who  have  continued  to  eat  a 
better  diet,  but  whose  intake  of  alcohol  and  food 
has  been  abnormal. 


THE  LAUGHLEN  TEST  FOR  SYPHILIS 


Sumner  Price,  M.D.,  New  York  City 

(< Clinical  Professor  of  Pathology,  New  York  Polyclinic  Medical  School  and  Hospital ) 


The  aim  of  this  article  is  not  to  pre- 
sent an  argument  for  supplanting 
the  Wassermann  test  by  the  Laughlen 
test,  nor  is  this  an  attempt  to  discredit 
the  Wassermann  test.  The  aim  is 
chiefly  to  show  that  the  Laughlen  test 
for  syphilis  compares  favorably  with 
other  well-known  standard  tests.  How- 
ever, that  in  itself  would  be  insufficient 
were  it  not  for  the  fact  that  the  Laughlen 
test  is  simple  in  technic,  rapid,  and  suita- 
ble for  certain  purposes  clinically  where 
other  tests  requiring  complicated  technic 
might  be  impractical. 

The  Laughlen  reagent  is  prepared  by  a 
modification  of  the  standard  Kahn  anti- 
gen. It  is  in  reality  a suspension  of  meat 
particles  in  water  and  alcohol,  to  which 
has  been  added  balsam,  cholesterol, 
benzoin,  and  a fat  stain.  For  those 
interested  in  the  method  of  preparation 
of  the  Laughlen  reagent,  they  are  re- 
ferred to  Laughlen’s  original  article.1 
Those  interested  in  studying  the  various 
tests  included  in  this  article,  in  patients 
under  treatment,  are  referred  to  my 
previous  article.2  (None  of  those  257 
tests  are  included  in  this  series.)  Let  it 
be  sufficient,  in  defense  of  that  article, 
to  say  here  that  in  view  of  a positive 
history — in  a generalization — I see  no 
difference  between  a 2+  test  and  a 41- 
test  in  so  far  as  clinical  interpretation  is 
concerned,  and  no  such  distinction  is 
made  in  this  article.  Neither  do  I con- 
sider the  lack  of  positiveness  of  any 
single  test,  nor  of  multiple  or  repeated 
tests  to  be  necessarily  a true  guide  as  to 
the  sufficiency  or  efficiency  of  the  treat- 
ment. Those  points  were  not  previously 
made  clear.  I am  concerned  only  with 
the  behavior  of  the  tests. 

In  this  series  of  1,496  cases  where 
Wassermann  (Kolmer  modification), 
Kahn,  and  Laughlen  were  done  on  each 


serum,  there  were  60  cases  that  showed 
anticomplementary  Wassermann  and  in 
which  both  Kahn  and  Laughlen  were 
completed  with  satisfactory  readings. 
In  1,319  there  was  complete  agreement; 
however,  in  904  of  these  there  is  no 
definite  history  known  to  me  as  to  how 
many  may  never  have  had  syphilis. 
Probably  the  majority  of  these  were 
always  syphilis  free,  and  therefore  the 
tests  really  contribute  little  to  the  series 
in  the  way  of  information  regarding  the 
respective  value  of  the  tests.  The  tests 
were  positive  in  109  cases,  of  which  30 
are  known  to  be  untreated  cases  but  are 
left  in  the  group  of  unknown  positives. 
In  97  there  was  a variable  degree  of 
disagreement,  and  it  is  to  this  series  that 
the  attention  is  drawn. 

The  tables  (opposite  page)  throw  a little 
light  on  the  relative  value  of  the  Wasser- 
mann, Kahn,  and  Laughlen  tests.  The 
Kahn  and  Laughlen  agree  more  closely 
because  the  Laughlen  reagent  is  prepared 
through  a modification  of  the  Kahn 
antigen. 

The  Kahn  and  Laughlen,  in  my  ex- 
perience, definitely  seem  better  than  the 
Wassermann  in  “picking  up”  a treated 
case  of  syphilis,  and  for  that  reason  is 
particularly  recommended  as  a means  of 
determining  the  presence  or  absence  of 
syphilis  in  a prospective  blood  donor. 
It  seems  that  most  doctors  agree,  in 
spite  of  an  occasional  contrary  article, 
that  it  is  advisable  to  discard  any  treated, 
as  well  as  any  untreated,  case  of  syphilis 
for  blood  donation.  The  Laughlen, 
although  not  infallible,  is  far  superior  to 
the  Wassermann  for  such  a purpose. 

The  Kahn  and  Laughlen  are  less  sub- 
ject to  fluctuations  under  treatment  since 
they  usually  remain  positive  in  a low 
degree  for  a variable  but  quite  long 
period  after  the  Wassermann  has  become 
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TABLE  1 


All  tests  negative 

Wassermann,  Kahn,  and  Laughlen  negative 

History 
of  Treatment 
Unknown 

Treated 

Cases 

Totals 

904 

145 

1,049 

All  tests  positive 

Wassermann,  Kahn,  and  Laughlen  positive 

109 

181 

290 

Anticomplementary  Wassermann 

Wassermann  unsatisfactory,  POSITIVE  Kahn, 
and  POSITIVE  Laughlen 

15 

16 

31 

Wassermann  unsatisfactory,  NEGATIVE  Kahn, 
and  NEGATIVE  Laughlen 

20 

9 

29 

Tests  in  disagreement 

NEGATIVE  Wassermann,  POSITIVE  Kahn,  and 
POSITIVE  Laughlen 

7 

48 

55 

NEGATIVE  Wassermann,  NEGATIVE  Kahn,  and 
POSITIVE  Laughlen 

6 

14 

20 

POSITIVE  Wassermann,  NEGATIVE  Kahn,  and 
POSITIVE  Laughlen 

2 

8 

10 

POSITIVE  Wassermann,  POSITIVE  Kahn,  and 
NEGATIVE  Laughlen 

2 

5 

7 

POSITIVE  Wassermann,  NEGATIVE  Kahn,  and 
NEGATIVE  Laughlen 

2 

3 

5 

1,067 

429 

1,496 

TABLE  2. — Summary  of  Tests  in  Disagreement 


(Of  the  97  tests  in  disagreement,  79  had 

a history  of  prior  treatment.) 

History  of 
Treatment 

Treated 

Unknown 

Cases 

Totals 

Kahn  and  Laughlen  disagree  (total  37) 

Kahn  POSITIVE,  Laughlen  NEGATIVE 

2 

5 

7 

Kahn  NEGATIVE,  Laughlen  POSITIVE 
Kahn  and  Wassermann  disagree  (total  70) 

8 

22 

30 

Kahn  POSITIVE,  Wassermann  NEGATIVE 

7 

48 

55 

Kahn  NEGATIVE,  Wassermann  POSITIVE 
Wassermann  and  Laughlen  disagree  (total  87) 

4 

11 

15 

Wassermann  POSITIVE,  Laughlen  NEGATIVE 

4 

8 

12 

Wassermann  NEGATIVE,  Laughlen  POSITIVE 

13 

62 

75 

negative.  The  so-called  Wassermann  fast 
case  is  an  exception.  In  case  the  fluctua- 
tions of  the  Wassermann  have  been  for- 
gotten one  must  remember  the  reason  for 
the  periodic  check  at  six-month  intervals 
over  a period  of  years  after  the  test  has 
once  become  negative. 

The  Laughlen  is  also  recommended  for 
use  on  babies,  or  wherever  the  amount 
of  serum  available  is  small — one  large 
drop  of  serum  is  all  that  is  required.  In 
preoperative  cases,  where  a differential 
diagnosis  may  be  important,  the  Laugh- 
len is  very  useful. 

Other  factors  that  favor  the  wider  use 
of  the  Laughlen  in  the  small  laboratory 
and  that  make  the  Laughlen  superior  to 
other  rapid  methods  not  mentioned,  are: 

1.  The  technic  is  simple. 

2.  Sterility  is  not  essential. 

3.  The  test  is  not  subject  to  inter- 
ference by  a slight  degree  of  hemolysis 
except  in  rare  instances. 

4.  The  reagent  is  preferably  kept  at 
room  temperature. 


5.  Except  for  evaporation,  the  test  is 
not  subject  to  interference  by  normal 
variations  in  atmospheric  temperatures. 
(The  Wassermann  is  notoriously  trouble- 
some in  hot  weather;  particularly  the 
complement.) 

6.  The  reagent  is  stable  and  available 
at  a moment’s  notice  if  prepared  each 
week. 

7.  The  test  is  economical. 

8.  No  special  equipment  is  required. 

Technic 

The  technic  of  the  test  consists  of 
placing  an  equal  quantity  of  serum  and 
reagent  on  a slide  and  mixing  thoroughly. 
It  is  immaterial  whether  a large  platinum 
loop  or  a pipette  is  used  to  measure  the 
drop  so  long  as  the  amounts  are  about 
equal.  The  only  requirements  are : slides 
must  be  clean  and  free  of  acids  or  other 
chemicals;  there  must  be  thorough 
mixing  of  the  reagent  and  serum;  the 
mixture  must  be  in  sufficient  quantity  to 
avoid  drying  before  a ten-minute  period 
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has  elapsed.  After  ten  minutes  if  there 
is  no  macroscopic  clumping  of  the  stained 
particles  the  test  is  read  as  negative. 

Always  run  a negative  control.  When 
the  reagent  becomes  old  it  becomes  too 
sensitive,  so  that  eventually  all  sera  will 
react.  If  fresh  reagent  is  prepared  each 
week  from  the  stock  (which  keeps  six 
to  eight  weeks)  and  negative  controls 
are  run,  no  difficulties  in  interpretation 
should  be  encountered.  The  agglutina- 
tion must  always  be  macroscopic.  Read- 
ings made  through  the  microscope  will 
lead  to  errors  in  interpretation. 

Interpretation  of  the  Test 

After  the  serum  and  reagent  have  been 
mixed,  gentle  agitation  is  maintained  for 
ten  minutes,  or  until  the  samples  are 
proved  positive  or  negative.  Agitation 
need  not  be  continuous,  but  should  be 
repeated  at  intervals  during  the  ten 
minutes.  (A  large  series  may  be  carried 
out  by  using  larger  slides  and  more  tests 
on  one  slide.)  The  test  is  frequently 
read  in  degrees,  such  as  1,  2,  3,  or  4+. 
The  plan  for  such  a reading  is  as  follows: 
those  reacting  within  two  minutes,  as 
4+;  those  within  four  minutes,  as  3+; 
those  within  six  minutes,  as  2-j-;  those 
within  eight  minutes,  as  1 + ; and  those 
showing  no  reaction  in  ten  minutes,  as 
negative. 

The  size  of  the  clumps  is  not  a guide  as 
to  the  positiveness  of  the  test. 

The  time  element , i.e.,  the  time  re- 
quired for  agglutination  to  become  visible 
is  the  guide  for  the  reading. 

A positive  result  is  shown  as  a “brick 
dust”  scattered  through  a clear  fluid, 
with  a tendency  for  the  clumps  to  gather 
at  the  periphery  of  the  drop  of  fluid  as 
the  clumps  grow  larger.  A negative 
result  shows  a slightly  cloudy  pink,  or 
reddish,  suspension  of  finely  granular 
particles.  Readings  are  best  made  with 
the  slide  held  above  a dark  background. 

The  dye  used  that  imparts  the  color  to 
the  suspension  is  Scharlach  R,  a fat 
stain,  which  is  taken  up  by  the  finely 
suspended  cholesterized  meat  particles. 
When  agglutination  takes  place  the 


color  is  therefore  thrown  out  of  suspen- 
sion, yielding  a brick  dust  in  a clear  fluid. 

I wish  to  acknowledge  the  assistance 
of  my  technician,  Mrs.  Katherine  Smith 
Howey,  in  helping  me  with  this  work. 
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Appendix 

Since  this  article  was  written,  I have 
attended  a conference  at  the  office  of 
Dr.  Charles  R.  Rein,  where  Dr.  Mahoney 
of  the  United  States  Public  Health 
Service,  Dr.  A.  F.  Coca,  and  a representa- 
tive of  the  Lederle  Company  were  in 
attendance.  At  that  time  it  was  recom- 
mended that  the  Laughlen  reagent  be 
withdrawn  from  general  use.  Certain 
criticisms  of  the  Laughlen  test  were 
advanced  with  which  I am  in  sympathy. 

1.  “The  Laughlen  should  not  be 
recommended  for  use  with  spinal  fluids. 

2.  “The  fact  that  the  test  is  economi- 
cal should  have  no  consideration  in  esti- 
mating the  value  of  the  test. 

3.  “The  test  should  only  be  recom- 
mended for  use  with  inactivated  serum 
for  the  best  results.”  Inactivation  may 
be  carried  out  by  heating  the  serum  to 
be  tested  at  56  C.  for  a half-hour,  or 
63  C.  for  three  minutes  (Rein). 

4.  “The  reagent  should  not  be  recom- 
mended for  use  by  the  general  practi- 
tioner.” The  test  is  yet  in  a trial  period, 
and  should  be  confined  to  use  in  the 
larger  hospitals  and  in  the  hands  of  a 
trained  technician. 

5.  “The  technic  should  be  better 
standardized  with  a more  accurate  meas- 
urement of  the  size  of  the  drops  of  serum 
and  reagent.  The  material  should  be 
spread  over  a standardized  area  limited 
by  paraffin  rings.”  Such  a procedure 
would  undoubtedly  lead  to  more  uni- 
form results  at  large.  Yet,  in  my  hands, 
with  the  “crude”  technic  recommended 
by  Laughlen,  the  test  has  worked  with 
remarkable  efficiency.  However,  the 
platinum  loop  and  the  pipettes  used  have 
remained  constant  throughout  and  this 
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constancy  might  account  for  the  satis- 
factory results. 

It  is  my  belief  that  criticisms  1,  3,  and 
5 have  been  advocated  for  some  time, 
and  will  be  found  in  a supplementary 
note  found  in  each  package  of  reagent 
marketed. 

There  were  some  other  criticisms  of  the 
test  with  which  I am  not  in  entire  agree- 
ment. These  points  of  difference  are: 

1.  “The  test  makes  no  allowance  for 
doubtful  readings.” 

After  all,  it  is  not  the  reading  but  the 
interpretation,  in  view  of  the  clinical 
history,  that  determines  the  doubtful- 
ness of  weakly  positive  reactions  in  any 
test.  The  point  that  the  general  practi- 
tioner would  be  unable  to  interpret  the 
weakly  positive  reactions  correctly  seems 
more  of  a criticism  of  the  general  practi- 
tioner than  of  the  test. 

2.  “The  fat  stain  added  is  useless, 
and  its  addition  is  an  attempt  to  make 
the  product  spectacular.  In  addition,  it 
adds  extraneous  material  that  will  in- 
crease the  false  positives.”  There  is 
an  element  of  biased  personal  opinion  in 
such  a criticism.  The  advantages  of  the 
dye  seem  to  outweigh  the  disadvantages 
of  its  presence.  The  dye  does  not  add 
anything  to  the  specificity,  but  it  does 
enhance  the  ease  with  which  the  test  is 
read. 

3.  “The  test  will  experience  an  undue 
number  of  false  positives  due  to  the 
presence  of  tuberculosis,  malaria,  or 
leprosy,  in  the  patient.” 

That  is  a prediction,  and  not  a proved 
point.  In  that  respect,  however,  it  does 
seem  a valid  criticism  to  withhold  the 
general  distribution  of  the  reagent  until 
further  observation  has  been  made. 
Even  if  this  should  be  found  true,  such 
an  objection  would  not  contraindicate  the 
use  of  the  Laughlen  for  testing  blood 
donors. 

4.  “The  test  is  tricky.” 

The  technic  of  the  Laughlen  is  simple, 
but  it  is  exacting.  To  say  that  the  test  is 
tricky  is  an  exaggeration.  A little  ex- 
perience can  eliminate  any  claimed  tricki- 
ness in  the  hands  of  a competent  techni- 


cian. The  fact  that  too  many  poorly 
trained  technicians  exist  should  not  con- 
demn the  test  for  the  purposes  for  which 
it  is  recommended.  The  test  is  no  more 
exacting,  and  no  more  tricky  than  the 
procedure  of  blood  typing.  Yet,  I have 
heard  no  cry  that  blood  typing  should  be 
“dispensed  with”  because  it  is  tricky, 
nor  is  there  any  agitation  that  blood 
typing  should  not  be  generally  used. 

There  seems  to  be  an  undue  amount  of 
alarm  as  the  result  of  the  granularity  of 
the  reagent  as  it  becomes  older,  and  be- 
cause the  reagent  is  “crudely  prepared.” 
There  is  a fear  that  this  granularity  may 
be  read  as  positiveness;  and,  therefore, 
in  the  wake  of  present  agitation  about 
syphilis,  many  syphilis-free  patients  will 
be  treated  unnecessarily. 

The  test  is  not  recommended  at  the 
present  time  as  a guide  for  treatment, 
and  never  should  be  so  regarded,  although 
in  a study  of  the  reagent  it  is  necessary 
to  observe  how  the  reagent  behaves  in 
in  the  sera  of  treated  cases.  Cautions 
have  already  been  given  as  to  the  granu- 
larity of  the  reagent;  true  agglutination 
must  take  place ; there  must  be  an  actual 
throwing  out  of  suspension  of  the  colored 
particles;  a negative  control  must  always 
be  done.  Granularity  does  not  constitute 
a positive  reading.  The  test  must  not 
be  read  through  the  microscope.  The 
time  element  is  the  factor  for  the  reading. 

I do  not  agree  with  the  argument  that 
there  is  no  place,  and  no  need,  for  such 
a test  as  the  Laughlen.  The  individual 
should  determine  the  need.  The  need 
of  the  person  supervising  blood  trans- 
fusion is  far  different  from  the  one  treat- 
ing syphilis,  and  from  the  one  supervising 
a routine  diagnostic  laboratory. 

Finally,  I should  like  to  say  that  I 
have  no  personal  interest  in  the  com- 
mercialization of  this  product.  During 
the  first  year  the  reagent  was  furnished 
to  me  without  cost,  but  during  the  past 
year  all  reagent  used  has  been  purchased 
willingly  through  the  regular  channels. 
My  experience  with  the  test  indicates 
that  the  Laughlen  reagent  warrants 
further  investigation  and  use. 


CONSTITUTION  AND  SITUATIONS 
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If  heredity  is  an  essential  factor  in 
physical  and  psychic  diseases,  social 
effort  can  be  effective  in  its  control  by 
selective  matings,  incarceration,  steriliza- 
tion, mandatory  contraception,  subsidized 
birth  release,  or  even,  for  some  cases,  by 
a socially  therapeutic  abortion.  Admit- 
ting the  possible  inheritable  element,  the 
gene  responsible  for  the  transmission  of 
the  defect,  whether  it  be  a dominant  or 
recessive  trait,  must  function  in  terms  of 
the  total  organism.  The  definite  control 
of  genes  depends  upon  factors  of  positive 
or  negative  eugenic  control  effective  on 
mating  to  a degree  far  beyond  our  present 
skills.  There  is  need  for  larger  knowledge 
concerning  the  direct  and  indirect  ap- 
proach to  environmental  factors  held  to 
be  dysgenic.  It  is  evident  that  some  per- 
sons revealweak  nervous  systems  as  well  as 
other  physical  inadequacies,  but  both  are 
subject  to  external  conditioning  factors. 

There  are  numerous  assumptions  that 
physical  bases  underlie  psychic  organiza- 
tion. These  involve  the  principle  that 
bodily  structure  is  responsible  not  merely 
for  cerebral  functioning  but  also  enters 
into  personality  organization  to  an  ex- 
tent sufficient  to  establish  types.  Thus 
Kretschmer1  sets  forth  the  linear,  as- 
thenic and  athletic  types  with  schizo- 
phrenic trends  and  the  lateral  pyknic 
group  with  cyclothymic  tendencies.  This 
bears  considerable  likeness  to  Jung’s2 
differentiation  of  the  inheriting  extro- 
verts and  introverts  advancing  or  retreat- 
ing in  terms  of  an  inborn  libido  that  de- 
termines their  mode  of  adaptation  to  life. 
Bleuler’s3  classification  of  syntonic  and 
schizoid  follows  the  same  thought  of  basic 
structure,  which  is  more  fully  urged  by 
Adler4  in  his  entire  concept  of  an  organic 
constitutional  inferiority  as  responsible 
for  all  human  behavior,  especially  in  its 
abnormal  phases.  In  his  language : “In- 
ferior organs  and  neurotic  phenomena  are 


symbols  of  formative  forces  which  strive 
to  realize  a self-constructed  life  plan  by 
means  of  intense  efforts  and  expedients.’’ 

From  organs  in  general  to  endocrines 
in  particular  is  but  a small  shrinkage; 
hence  ductless  gland  structure  and  func- 
tion have  received  considerable  atten- 
tion as  possible  causes  of  many  vagaries 
of  the  human  mind.  In  one  form  or  an- 
other personality  reactions  have  been 
attributed  to  physical  conditions  in 
health  and  disease,  in  direct  inheritance, 
and  in  predisposition.  That  there  are 
vague  relationships  is  admitted,  though 
their  how  and  why  are  uncertain.  Hen- 
derson,5 for  example,  states  that  if  one 
parent  has  Huntington’s  chorea,  50  per 
cent  of  his  children  will  be  thus  afflicted, 
while  if  the  parent  is  a manic-depressive, 
33  V3  per  cent  of  the  children  will  be  vic- 
tims of  the  condition.  In  the  presence 
of  parental  schizophrenia  and  epilepsy, 
mental  abnormalities  may  be  expected 
among  50  per  cent  of  the  children,  while 
among  hysterics  48  to  61  per  cent  of  the 
children  will  have  mental  and  nervous 
anomalies. 

Are  mental  disorders  directly  trans- 
mitted? Meyerson,  reporting  on  22,300 
admissions  to  the  Taunton  State  Hospi- 
tal, found  that  10  per  cent  were  related 
but  that  only  23  belonged  to  a family 
represented  through  three  generations. 
It  is  very  necessary  to  distinguish  indi- 
vidual peculiarities  from  distinct  familial 
failings.  Subjection  of  similar  persons 
to  similar  conditions  may  conduce  to 
similar  states  without  any  semblance  of 
direct  biologic  inheritance.  The  life  his- 
tories of  repeated  generations  of  man  will 
reveal  greater  vertical  and  horizontal  dis- 
tributions of  measles  and  tuberculosis 
than  of  mental  diseases.  Not  so  many 
decades  ago  it  was  urged  that  tuberculosis 
was  a hereditarily  disseminated  disease, 
but  such  a claim  is  no  longer  tenable. 
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The  facts  support  Meyerson’s  statement6: 
“There  is  therefore  some  ground  to  sus- 
pect that  environmental  conditions,  so- 
cial status  and  disease  play  a role  in 
bringing  about  such  variable  conditions 
and  that  while  the  matter  may  be  con- 
stitutional it  is  not  heredity  but  indi- 
viduality which  must  be  considered. 

“The  marked  variability  in  the  age  of 
onset  of  these  mental  diseases,  the  phe- 
nomena of  anticipation  and  antedating 
thus  point  also  to  the  conclusion  that  we 
are  dealing  with  disease  rather  than  the 
kind  of  heredity  involved  in  the  main 
biological  factors.”  Emphasizing  blasto- 
phoria,  he  indicates  many  physical  and 
psychic  effects  of  the  reaction  of  the  germ 
plasm  to  alcohol,  thyroid  feeding,  heat, 
x-rays,  etc.  There  is  a strong  implica- 
tion that  heredity  in  mental  disease  is 
more  a question  of  the  transmission  of  a 
psychopathic  constitution  or  a predis- 
position to  responses  termed  psychotic. 
It  is  urged  that  the  urban  life  is  a tre- 
mendous force  in  causing  a lessening  of 
nervous  stability. 

Havelock  Ellis7  asserts  that  the  level  of 
physical  and  nervous  stability  is  less  in 
urban  England  than  in  the  rural  areas 
and  that  cities  are  racially  dysgenic.  No 
one  would  deny  that  the  mode  of  life  af- 
fects general  physical  welfare.  The  link- 
age of  goiter  and  water  supply,  dietetic 
deficiency  and  pellagra,  narcotics  and 
crime,  and  prostitution  and  syphilis  tells 
a tale  of  mystery  if  not  tragedy.  The 
mental  hygiene  aspects  of  economics  are 
no  more  important  than  the  economic 
phases  of  mental  hygiene.  The  indus- 
trial revolution  and  the  building  of  cities 
were  as  influential  upon  human  activity 
and  mental  function  as  the  occurrence  of 
the  plagues,  white  and  black,  or  the 
French  Revolution.  Whether  environ- 
mental pressures  are  blastophoric  or 
structural,  whether  or  not  predispositions 
occur,  the  transmission  of  mental  states  is 
exceedingly  difficult  to  control.  Cer- 
tainly the  most  favorable  leverage  for 
reasonable  control  lies  primarily  in  the 
alteration  of  the  dysgenic  elements  in  the 
environment.  There  are  ample  indica- 


tions that  environmental  factors  are 
more  significant  than  constitutional.  The 
Great  War  and  its  resultant  breakdowns, 
the  neurotics,  the  “shell  shocked,”  psy- 
chotic, and  maladjusted  testify  to  exter- 
nal pressures  far  beyond  constitutional 
resistance. 

Neuropsychiatric  disorders  during  the 
World  War  had  a higher  incidence  among 
American  officers  than  among  the  enlisted 
soldiers  and  the  rate  was  higher  among 
officers  serving  abroad  than  among  those 
remaining  on  this  side  of  the  Atlantic. 
The  incidence  among  troops  abroad  was 
less  because  of  the  exclusions  from  service 
that  had  been  established  before  the  time 
of  embarkation.  The  total  incidence  of 
neuropsychiatric  disorders8  among  the 
home  forces  was  69,394,  classified  as 
11.4  per  cent  psychoses,  16.5  per  cent 
psychoneuroses,  10  per  cent  nervous  dis- 
eases and  injuries,  2.9  per  cent  drug  addic- 
tion, and  2.7  per  cent  alcoholism.  The 
environmental  pressures  are  reflected  in 
the  fact  that  21.7  per  cent  of  the  urban 
and  16.9  per  cent  of  the  rural  potential 
soldiers  were  rejected.  There  was  a 
slightly  higher  rate  of  neuropsychiatric 
cases  among  the  whites  living  in  urban 
areas — 56  per  cent  as  against  46  per  cent 
in  rural  groups,  although  49  per  cent  of 
the  whites  lived  in  the  rural  areas.  Of 
the  7,354  white  psychotics,  4,228  were 
from  an  urban  and  2,759  from  a rural 
setting.  Of  the  colored  group,  73  per 
cent  were  from  rural  areas  but  the  neuro- 
psychiatric group  contained  36  per  cent 
urban  and  64  per  cent  rural  origins. 
There  were,  among  the  556  colored  psy- 
chotics, 216  from  urban  and  323  from 
rural  areas.  Certainly  such  data  do  not 
imply  the  dominance  of  hereditary  fac- 
tors. 

In  support  of  the  marked  influences  of 
environment  are  the  figures  for  army  dis- 
charges because  of  nervous  disease  and  in- 
jury, of  which  one-third  were  due  to 
syphilis  of  the  central  nervous  system. 
Of  the  total  6,116  whites,  3,703  were 
definitely  recorded  as  urban  and  2,127 
rural  dwellers;  of  the  800  colored,  406 
were  urban  and  385  rural.  The  differ- 
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ence  between  urban  and  rural  effects  is 
sharply  manifest. 

Assuming  the  weighted  values  of  hered- 
ity and  environment  as  fifty: fifty,  it  is 
apparent  that  a social  attack  on  the  latter 
promises  potential  achievements,  even 
affecting  the  biologic  transmission  of 
structural  inadequacy  to  meet  life.  If 
the  environment  possesses  even  moder- 
ately blastophoric  influences  upon  heredi- 
tary tissue,  structure,  and  function,  then 
the  improvement  of  social  conditions  and 
the  modification  of  an  oppressive  environ- 
ment will  tend  to  protect,  if  not  advance, 
the  heredity  of  stable  stock — and  this  is 
most  important,  as  most  pathologic 
trends  and  states  appear  to  be  recessive. 
Beyond  doubt  a social  program  could  ex- 
ert a strong  protective  influence  against 
the  deterioration  of  vigorous  stable  stock 
and  even  raise  the  potentials  of  relatively 
poor  stocks  if  it  took  more  cognizance  of 
the  value  of  lessening  the  hazards  of 
doubtful  intermarriages,  whether  con- 
sanguineous or  alike  in  disease.  Shut- 
tleworth9  expresses  the  idea  clearly : 
“The  problem  is  no  longer  the  relative 
potency  and  determining  influence  of 
heredity  and  environment ; instead  it  is  a 
problem  of  determining  whether  the  dif- 
ferences in  heredity  existing  in  a given 
population  are  large  or  small  relative  to 
the  range  of  the  existing  differences  in  the 
environment  which  are  operating  on  that 
population.” 

The  psychogenic  point  of  view  of  Freud, 
emphasizing  the  significance  of  emotional 
conflicts,  especially  the  psychosexual  fac- 
tors in  the  unconscious,  makes  too  little 
allowance  for  physical  responses  to  wholly 
conscious  efforts  and  experiences.  It 
does  not  suffice  as  a basis  for  practical 
constructive  efforts  to  limit  the  develop- 
ment of  diseases  whose  etiology  is  un- 
known but  which  cannot  therefore  be  at- 
tributed to  repressed  desires  and  emo- 
tional conflicts.  If  the  world  were  full  of 
psychoanalysts  of  all  schools,  their  pro- 
phylactic value  would  be  limited  because 
of  their  dogmatic  disregard  of  the  essen- 
tially environmental  factors  that  inhere 
in  every  specific  situation  affecting  per- 
sonalities. Psychoanalysis,  per  se,  is  not 


able  to  cure  a large  variety  of  mental  dis- 
orders and  thus  has  not  been  demon- 
strated to  be  an  effective  prophylactic 
for  illnesses  at  present  regarded  as  psycho- 
genetic. 

The  personal  psychic  approach  could 
make  little  advance  against  the  twin  evils 
of  alcohol  and  syphilis,  as  manifested  in 
nervous  and  mental  disorders.  The  at- 
tack upon  mental  disorders  calls  for  a 
broad  foundation  for  understanding  their 
origin  and  nature.  In  the  language  of 
Henderson  and  Gillespie,10  a mental  dis- 
order is  “the  sum  of  many  conditions,  and 
the  end  result  of  a large  chain  of  proc- 
esses. The  earliest  of  these  may  have 
begun  in  the  unfertilized  germ  plasm — 
another  may  have  operated  in  utero;  and 
the  rest  may  be  reactions  of  an  organism 
thus  handicapped  to  the  aids  and  ob- 
stacles which  it  subsequently  meets  in 
the  environment  in  which  it  finds  itself — 
the  influence  of  parents  and  teachers,  the 
difficulties  in  the  path  of  ambition,  and 
the  ease  as  well  as  the  hardness  of  innum- 
erable situations  of  life.” 

Obviously  the  approach  to  the  preven- 
tion of  mental  diseases  and  the  postpone- 
ment of  death  cannot  be  merely  psychia- 
tric, psychologic,  or  purely  biologic  but 
must  be  medical,  sociologic,  and  cultural 
in  order  to  search  for  and  utilize  all  eu- 
genic and  euthenic  factors  favorable  to 
the  development  of  the  maximum  num- 
ber of  balanced  personalties.  This  is  the 
essence  of  applied  mental  hygiene.  Per- 
haps the  heredity-environment  status  is 
best  summarized  in  the  statement  of  the 
British  Committee  on  Mental  Defi- 
ciency11: “Heredity  furnishes  the  mate- 
rial, environment  shapes  and  uses  it; 
heredity  is  the  mechanism,  environment, 
the  stimulus  which  sets  in  action;  hered- 
ity fixes  the  possibilities  of  development, 
environment  determines  which  of  these 
possibilities  shall,  and  how  far  they  shall, 
become  realities.” 

Further  development  of  this  concept  is 
found  in  the  conclusion  of  Schwesinger12 : 
“Personality  is  dynamic,  not  static;  it  is 
never  the  same  twice,  either  for  two  in- 
dividuals at  the  same  time  or  for  one  in- 
dividual at  different  times.  For  that 
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reason  one  hesitates  to  call  it  a struc- 
ture. ” It  is  this  dynamic  conception  that 
dominates  a dispassionate  consideration 
of  living  in  and  through  situational 
stimuli.  The  prevention  of  mental  dis- 
eases involves  mass  activity,  while  their 
cure  calls  for  individual  attention.  The 
reason  is  implicit  in  Jennings’13  sound 
comment:  “The  same  kinds  of  differ- 
ences between  individuals  can  be  pro- 
duced by  diversity  of  genes  and  by  di- 
versity of  environment.  There  are  few 
if  any  types  of  mental  diversity  that  can 
be  asserted  on  a priori  grounds  to  be  cer- 
tainly genetic  or  certainly  environmental. 
To  determine  to  which  category  a given 
diversity  belongs  requires  a knowledge  of 
the  pertinent  concrete  factors  for  the 
particular  case  examined.” 

The  genetic  differences  are  difficult  to 
ascertain  and  the  control  of  genes  de- 
pends upon  sterilization  or  completely 
certain  contraceptive  practices  and  upon 
legislative  control  of  mating;  but  even 
such  procedures  depend  upon  social  sanc- 
tion and  social  control.  There  are  larger 
groups  of  individuals  whose  genetic  po- 
tentials are  more  or  less  unknown  or 
doubtful  but  who  are  subjected  to  com- 
mon environmental  settings,  practices, 
and  pressures  that  are  more  susceptible 
to  analysis,  study,  and  eventual  modifica- 
tion through  rational  constructive  action. 
In  the  final  interpretation,  there  is  no 
fine  line  differentiating  heredity  and  en- 
vironment and  both  are  subject  to  hu- 
manly directed  forces  for  the  amelioration 
or  prevention  of  their  regressive  and 
dysgenic  tendencies. 

Social  control  has  manifested  real 
value  through  its  somewhat  effective  at- 
tack upon  ophthalmia  neonatorum  and 
rickets,  as  well  as  its  efforts  to  detect  and 
assist  the  poor-sighted  and  hard-of-hear- 
ing children.  Attempts  to  lessen  these 
and  other  states,  and  all  campaigns  with 
a similar  purpose,  are  of  definite  concern 
to  mental  hygienists  as  well  as  to  those 
serving  the  blind  or  the  deaf.  Mental 
hygiene  also  can  be  valuable  for  the 
group  nondeficient  mentally  and  non- 
handicapped physically.  The  psychologic 


effects  of  bodily  diseases,  disorders,  and 
disabilities  may  be  profound,  affecting 
outlook,  temperament,  attitudes,  and  be- 
havior. Phantasy  life,  inferiority  feel- 
ings, a sense  of  inadequacy,  frustration, 
resentment,  or  hostility  may  gradually 
permeate  an  individual’s  conscious  life 
and  become  the  foundation  for  neurotic 
escapes,  antisocial  behaviors,  egocentric 
negativism,  hysteric  fears,  paranoid  sus- 
picions, hypomanic  self-assertiveness,  or  a 
self-withdrawing  schizophrenic  trend. 
Hence,  every  movement  to  reduce  the 
accidents  and  illnesses  of  children  lessens 
their  premature  exposure  to  needless  pains 
and  frustrations  and  influences  the  inci- 
dence of  mental  distress  and  potential  men- 
tal diseases.  A consistent  pursuit  of  this 
goal  will  postpone  some  deaths  from  the  ac- 
tual diseases  and  others  from  lethal  seque- 
lae like  meningitis  and  brain  abscess,  and 
in  addition  it  will  lessen  the  deteriorations 
following  encephalitis,  hemorrhages,  and 
many  secondary  conditions,  thus  further 
postponing  death.  Whatever  lowers  the 
vitality  standard,  whether  originating  at 
the  somatic  or  at  the  psychic  level,  is  a 
threat  to  the  race  as  well  as  to  personal 
welfare,  and  concerns  the  mental  hy- 
gienist. 

All  human  behavior  involves  a consti- 
tutional and  a situational  factor,  and 
often  the  constitutional  factor  may  be  the 
intrinsic  factor  of  the  situation — as,  for 
example,  a facial  blemish  of  an  adolescent, 
the  sense  of  inadequacy  of  a congenital 
cripple,  or  a palpitating  fear  developed 
by  an  unbalanced  endocrine  experience. 
Situational  factors  may  involve  personal 
factors  of  fundamental  social  importance. 
They  often  depend,  however,  upon  social 
conditions  with  broad  communal  bases 
which  can  be  attacked  only  by  social  ef- 
forts after  deep  understanding,  such  as 
housing,  low  wages,  exposure  to  toxic 
gases,  prostitution,  and  hazards  of  the 
street  or  of  the  factory. 

William  A.  White14  holds  the  idea  that 
the  “cultural  standards  of  civilization 
create  forces  that  make  psychotic  de- 
velopments in  individual  cases,  but  it  is 
as  true  that  they  create  opportunities  for 
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personal  development  far  ahead  of  any- 
thing which  one  finds  in  the  culture  of 
savages.”  The  theorem  of  Le  Chatelier 
is  held  to  be  fundamental;  i.e.,  “a  system 
tends  to  change  so  as  to  minimize  an  ex- 
ternal disturbance.”  Society  unfortu- 
nately is  man’s  greatest  external  disturb- 
ance and  hence  is  faced  with  the  need 
to  change  its  own  system  in  self-protec- 
tion. 

No  one  would  deny  that  “mental  dis- 
ease always  has  social  significance  and 
the  social  maladjustments  to  which  it 
leads  constitute  types  of  reaction  that  are 
also  manifest  in  accordance  with  the  same 
laws  at  the  other  levels  of  functioning. 
In  other  words  the  same  laws  hold  for 
the  manifestations  of  reactions  at  the 
social,  the  psychic,  and  the  somatic 
levels.”  There  is  ample  support  for  the 
thesis  that  “mental  disease  is  a disorder 
of  man  as  a social  animal.” 

The  urban-rural  factor  offers  at  least 
another  piece  of  evidence  regarding  so- 
cial pressures  in  terms  of  mortality  rates. 
Disregarding  all  possible  discussions  con- 
cerning differences  in  the  hereditary 
make-up  of  urban  and  rural  populations, 
it  is  not  unfair  to  compare  mortality 
rates  as  the  revelation  of  comparative 
adaptations  to  life.  Assuredly  hereditary 
elements  are  not  responsible  for  the 
marked  differences  presented  with  the 
following  table15: 


Urban  vs  Rural  Mortality — White,  U.S.,  Excluding 
Texas 


{Death  Rates  per  100,000  Population) 

Diseases 

Urban 

Rural 

Cancer  and  malignant  tumors 

123.5 

80.3 

Syphilis 

7.1 

3.6 

Diabetes  mellitus 

24.1 

15.4 

Diseases  of  heart 

241.5 

184.5 

Appendicitis 

21.9 

8.8 

Hernia,  intestinal  obstruction 

13.4 

6.5 

Cirrhosis  of  liver 

9.4 

5.2 

Nephritis 

Congenital  malformations  and  diseases  of 

92.4 

78.9 

early  infancy 

63.8 

54.7 

Auto  accidents,  primary 

29.0 

20.7 

Why  are  the  mortality  rates  of  the 
italicized  diseases  higher  in  urban  than  in 
rural  areas,  if  hospitals,  dispensaries, 
registration  regulations  with  follow-up, 
are  helpful,  if  insulin  is  more  available, 
and  if  prenatal  care  is  more  general? 


The  mortality  of  urban  areas  is  31  per  cent 
in  excess  of  the  rural.  The  reasons  for 
this  are  numerous  beyond  enumeration 
but  it  is  apparent  that  the  total  picture 
of  urban  death  rates  suggests  the  opera- 
tion of  struggle,  strife,  and  suffering  be- 
yond the  rural  experience.  It  is  striking 
that  urban  life  manifests  the  potential 
death  values  implied  in  the  table,  in  con- 
trast to  the  admitted  low  special  figures 
for  the  rural  population.  This  is  in  har- 
mony with  the  general  low  mortality 
rates  for  agricultural  workers. 

These  facts  hint  at  varying  effects  of 
the  conditions  of  living  in  the  urban  and 
rural  areas  as  possibly  being  more  signifi- 
cant than  the  differences  in  age  and  sex 
distribution  of  their  populations,  etc. 
One  recognizes  that  the  data  may  reflect 
differences  in  diagnostic  skills  and  diag- 
noses and  may  mirror  some  differential 
distribution  of  a cause  of  death  which 
now  maybe  called  cancer  and  now  senility, 
etc.  This,  however,  does  not  account 
for  the  generally  higher  death  rate  in 
cities  from  diseases  that  receive  there 
greater  sanitary  and  public-health  service, 
even  in  the  poorly  developed  urban  sec- 
tions of  the  United  States. 

The  urban-rural  mortality  variations 
are  in  harmony  with  the  types  of  mental 
disease  in  the  urban  and  rural  populations 
already  noted,  The  rates  of  cerebral 
arteriosclerosis,  paresis,  and  alcoholic 
psychoses,  as  well  as  of  manic-depressive 
and  depressive  attacks,  are  higher  among 
the  urban  first  admissions ; while  senile,  in- 
volutional psychoses,  and  mental  deficiency 
are  higher  in  the  rural  areas,  according  to 
William  A.  White.  Mere  density  of  popu- 
lation affects  the  relationships  of  human 
beings  and  profoundly  penetrates  their 
lives,  thinking,  feelings,  and  actions. 
Social  density  enters  into  personal  prob- 
lems and  conduces  to  mental  disorders, 
especially  those  less  severe  in  expression 
than  the  psychoses.  The  same  urban- 
rural  problems  enter  into  physical  and 
psychic  interactions  that  affect  human 
capability  and  equilibrium.  The  lack 
of  immunity  of  rural  soldiers  to  measles 
and  mumps  is  far  greater  than  their  sus- 
ceptibility to  mental  diseases,  and  both 
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facts  suggest  the  relatively  low  exposure 
to  germs,  viruses,  and  deteriorative  toxic 
emanations  from  dense  overcrowding  and 
social  frictions.  The  social  problems  of 
urban  living  demand  new  evaluations  in 
the  light  of  human  maladaptations,  the  de- 
velopment of  psychic  difficulties,  the  post- 
ponement of  mortality,  and  the  mainte- 
nance of  sound  sane  capacities  for  living. 

Mental  disease,  as  frank  psychoses, 
probably  is  not  increasing  even  in  terms  of 
first  admissions.  Neither  dementia  prae- 
cox  nor  manic-depressive  psychosis  show 
a marked  increase.  Man’s  ancient  com- 
plexities in  a slowly  developing  civiliza- 
tion call  for  better  mental  adjustment  but 
his  young  bipedal  visceral  organization  is 
often  less  successful  in  adaptation  and 
his  organic  responses  may  reveal  the 
brunt  of  the  impact,  even  though  in  the 
form  of  irregular  dysfunction.  We  have 
inadequate  figures  on  severe  mental  dis- 
orders and  even  less  satisfactory  data 
concerning  the  neurotic  delinquent  and 
the  maladjusted  personality.  Maladap- 
tation  is  not  measurable  in  qualitative 
values  of  life  and  it  cannot  be  judged 
from  any  quantitative  data  that  has  been 
developed,  as  the  concept  of  abnormal 
behavior  has  been  widened  even  while 
being  mathematically  evaluated. 

From  an  analysis  of  recent  trends  in 
first  admissions  in  New  York,  Massa- 
chusetts, South  Dakota,  New  Hampshire, 
Rhode  Island,  and  Illinois,  there  is  no 
evident  general  tendency  toward  an  in- 
crease of  the  mentally  diseased.  Rather, 
admissions  for  mental  disease  seem  to  sug- 
gest the  possibility  of  a slightly  decreas- 
ing rate  in  the  near  future.  This  is  rea- 
sonable in  the  light  of  the  increase  of  hos- 
pitalization due  to  education,  the  provi- 
sion of  more  and  better  institutions,  the 
lightening  of  economic  pressures,  etc., 
which  caused  rapid  rises  of  admissions. 
This  will  lead  to  a natural  relatively  de- 
creased number  of  availables  unless  there 
is  an  actual  marked  increase  of  the  men- 
tally diseased. 

The  data  for  Australia,  Sweden,  Eng- 
land, Wales,  and  Scotland  substantiate 
the  contention  that  mental  disease  is  not 
increasing. 


An  analysis  of  the  trends  of  specific 
psychoses  in  New  York  State — senile, 
general  paralysis,  manic-depressive  psy- 
chosis, and  dementia  praecox — indicates 
that  first  admissions  for  these  mental  ills 
are  decreasing.  First  admissions  with 
cerebral  arteriosclerosis  and  alcoholic 
psychosis  are  increasing,  probably  in  some 
relation  to  the  increase  of  old  age  in  the 
population. 

The  trend  for  paresis  is  downward  for 
each  sex.  The  rate  of  male  first  admis- 
sions for  dementia  praecox  is  practically 
stationary,  while  the  rate  for  females  is 
declining  slowly. 

More  care  of  a mental  hygienic  nature 
would  be  protective  of  mental  health  but 
obviously  the  prepsychotic  group  must 
receive  the  paramount  attention.  Any 
healthy  nervous  system  may  break  down, 
depending  upon  the  volume  and  intensity 
of  the  stimuli  that  are  required  to  shatter 
its  normal  balance.  Physical  states  may 
predispose  or  cause  mental  distress,  and 
mental  stresses  may  lessen  vitality  to  re- 
sist certain  types  of  organic  involvement. 
Resistance  values  vary  under  conditions 
of  time,  place,  and  circumstances,  i.e.,  at 
adolescence  or  the  menopause;  in  the 
presence  of  the  familiar  or  the  unfamiliar ; 
under  the  stress  of  a loss  of  status  or 
pride;  under  the  attrition  of  a sense  of  in- 
feriority, guilt,  or  unbearable  responsi- 
bility. 

Social  factors  are  receiving  recognition 
in  the  attention  given  to  alcohol,  syphilis, 
and  social  pressure.  The  factor  of  nat- 
ural selection  is  less  operative  than  ever 
and  many  survive  who  are  not  fit  to  meet 
the  strains  of  life.  Their  physical  re- 
sponses reveal  their  psychic  struggles  to 
adapt,  and  equally  their  psychic  responses 
bespeak  their  physical  maladaptations. 
Heredity  and  environment,  constitution 
and  situation  focus  in  man  and  affect  all 
men,  but  the  social  man  and  the  society  of 
men  involve  strains  that  may  break  man 
or  even  society.  The  social  neuroses 
and  the  social  psychoses  are  also  depen- 
dent upon  constitution  and  situation 
which  in  turn  may  bring  about  social  de- 
teriorations as  significant  to  future  gen- 
erations as  are  neuroses  and  psychoses 
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to  the  families  of  the  present  victims  of 
mental  disease.  This  threat  appears 
more  violent,  if  there  be  continuing  truth 
in  the  prognostic  allegation  that  one  out  of 
every  five  persons  in  our  population  is 
destined  at  some  time  to  spend  time, 
money,  and  effort  to  recover  from  a men- 
tal disorder.  Social  control  has  its  task 
of  mental  hygiene. 
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INFECTION  IN  THE  HOME 

With  its  leaflet  on  “Health  Examination  of 
Adults”  the  American  Academy  of  Pediatrics 
attacks  a common  source  of  childhood  infection. 
Children  frequently  contract  such  serious  di- 
seases as  tuberculosis  and  syphilis  and  a host  of 
lesser  ills  from  adults  in  the  household  who  are 
themselves  unaware  of  their  condition.  Periodic 
examination  of  adults  in  intimate  contact  with 
children  would  disclose  many  diseases  in  time  to 
prevent  their  spread. 

Tuberculosis,  one  of  the  most  serious  of  the 
contact  diseases,  is  one  of  the  easiest  to  detect. 


X-ray  reveals  tuberculous  lesions  in  the  lung- 
before  the  infectious  stage  of  the  disease  is 
reached.  Syphilis,  sinusitis,  and  certain  skin 
diseases  are  other  infectious  conditions  which  can 
be  brought  to  light  by  periodic  examination. 

The  adults  from  whom  a child  is  most  likely 
to  acquire  a contact  disease  are  parents,  grand- 
parents, uncles,  aunts,  and  servants.  Early 
discovery  and  treatment  of  unsuspected  diseases 
would  benefit  them  and  at  the  same  time  protect 
the  child  members  of  their  households  from  in- 
jury. 


HOW  TO  BLOW  YOUR  NOSE 

It  may  seem  a sad  commentary  on  our  boasted 
civilization  that  after  the  eons  of  man’s  upward 
climb  we  have  to  write  to  the  Journal  of  the 
A.M.A.  to  ask  how  to  blow  our  nose.  Yet  the 
following  appears  in  its  highly  respected  and 
always  helpful  correspondence  pages : 

“To  the  Editor: — What  is  the  correct  way  to 
blow  the  nose?  What  difference  does  it  make 
whether  first  one  nostril  and  then  the  other  is 
emptied,  or  the  two  together,  so  long  as  pressure 
is  not  exerted  by  forcible  blowing? 

Answer. — The  correct  way  to  blow  the  nose, 
physiologically,  is  to  draw  the  secretion  back  to 
the  nasopharynx  and  expel  it.  This  procedure 
is  certain  to  prevent  any  extension  of  infectious 


material  to  any  of  the  uninfected  cavities  of  the 
head  and  the  ears.  Nevertheless  this  practice  is 
unesthetic,  and  various  methods  have  been  de- 
signed from  time  to  time  to  clear  the  nose  in  a 
more  esthetic  manner. 

The  principle,  regardless  of  what  method  is 
used,  consists  of  a deep  inhalation  through  the 
mouth  and  a gentle  expiratory  blast  through  the 
nose.  The  expiratory  effort  through  the  nose 
can  be  accomplished  with  one  or  both  nostrils 
open.  It  is  of  the  utmost  importance  that  the 
blowing  of  the  nose  should  be  extremely  gentle. 

For  practical  purposes  it  makes  little  difference 
what  method  is  used  as  long  as  forcible  nose  blow- 
ing is  at  all  times  studiously  avoided.” 


First  Intern:  “Why  do  you  call  that  new 

nurse  ‘Appendix’?” 


Second  Intern:  “Because  all  the  doctors  want 

to  take  her  out.” — The  Excavating  Engineer 


COMPRESSION  FRACTURE  OF  THE  SPINE 

Treatment  by  Spinal  Fusion 

M.  Beckett  Howorth,  M.D.,  New  York  City 


Compression  fracture  of  a vertebral 
body  is  usually  treated  by  rest  in 
bed  with  a plaster  of  Paris  jacket,  brace, 
or  hyperextension  frame,  with  or  with- 
out an  attempt  at  correction  of  the 
deformity.  Such  treatment  ordinarily 
requires  two  to  four  months  of  recum- 
bency and  several  additional  months  of 
convalescence.  The  period  of  disability 
is  long,  the  cost  of  treatment  consider- 
able, and  the  psychologic  and  physical 
effects  on  the  patient  frequently  unhappy. 
Watson-Jones  and  Bohler  have  reduced 
the  period  of  hospitalization  and  bed 
rest  by  applying  a snug  plaster  of  Paris 
jacket  with  the  spine  in  hyperextension 
and  getting  the  patient  up  within  a few 
days  after  injury.  They  have  these 
patients  begin  exercises  during  the  first 
week.  A number  of  surgeons  in  this 
country  have  followed  this  example. 
This  treatment  is  limited  by  the  difficulty 
or  impossibility  of  hyperextending,  or 
even  fully  extending  the  dorsal  spine, 
and  in  some  cases  the  lumbar  spine,  and 
the  unsuitability  of  application  to  cer- 
tain types  of  patients.  With  either  type 
of  treatment  there  may  be  persistent 
stiffness,  pain,  and  weakness  at  the 
fracture  site.  There  is  often  disability 
for  any  strenuous  occupation,  and  for 
athletics.  In  some  cases  the  correction 
is  lost  in  part  or  in  full,  particularly  when 
the  period  of  recumbency  is  relatively 
short,  or  hyperextension  is  not  main- 
tained. Many  of  these  patients  come  to 
the  orthopedist  for  further  care. 

The  purpose  of  this  paper  is  to  evaluate 
the  fusion  operation  in  compression  frac- 
ture of  the  spine.  The  basis  of  this 
evaluation  is  a study  of  36  such  patients 
who  had  the  operation  performed  at  the 
New  York  Orthopaedic  Hospital.  These 


patients  have  arbitrarily  been  divided 
into  two  groups,  15  operated  upon  within 
two  months  after  fracture,  and  21 
having  operations  two  months  or  more 
after  injury.  A second  series,  compris- 
ing our  18  cases  with  dislocation  or  frac- 
ture dislocation  of  the  cervical  spine, 
was  reported  by  Cole  in  September, 
1937  (Archives  of  Surgery).  The  results 
in  his  group  were  good  in  83  per  cent. 

No  attempt  was  made  to  correct  the 
deformity  in  the  21  late  cases  of  com- 
pression fracture  of  the  thoracic  and 
lumbar  spine,  as  the  fractured  fragments 
had  already  united.  These  patients  com- 
plained of  pain,  weakness,  stiffness,  and 
disability.  Examination  revealed  de- 
formity, limitation  of  motion,  and  often 
tenderness  and  spasm.  Roentgenograms 
confirmed  the  deformity,  and  in  the  later 
cases  demonstrated  the  changes  of  trau- 
matic osteoarthritis.  Primary  fusion  was 
obtained  by  the  operation  in  80  per  cent 
of  the  spines,  and  by  a secondary  opera- 
tion in  the  remainder.  The  symptomatic 
and  functional  results  were  good  in  14  of 
the  21  cases,  fair  in  7,  with  a follow-up 
period  averaging  three  years. 

A fusion  operation  was  done  upon  15 
spines  within  two  months  after  fracture. 
Correction  of  the  compression  was  at- 
tempted in  only  4 of  these  spines. 
Primary  fusion  was  obtained  in  86  per 
cent,  secondary  fusion  in  the  remaining 
14  per  cent.  The  symptomatic  and 
functional  results  were  good  or  excellent 
in  13  cases,  fair  in  1,  poor  in  1.  Thus  the 
operation  resulted  in  a very  high  per- 
centage of  good  results  when  it  was  done 
within  two  months  after  injury,  regard- 
less of  whether  correction  was  obtained 
or  not. 

The  problem  of  the  compression  de- 
formity, whether  to  correct  it,  how  to  do 
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it,  and  particularly  how  to  maintain  it, 
is  a large  one  with  many  proposed  solu- 
tions. One  phase  of  the  problem,  how- 
ever, demands  serious  attention,  i.e., 
associated  fracture  of  other  portions  of 
the  vertebrae.  In  this  group  of  36  cases, 
there  were  5,  or  14  per  cent  with  fractures 
of  the  laminae  or  lateral  articular  proc- 
esses. It  is  significant  that  these  frac- 
tures often  cannot  be  seen  even  with  clear 
roentgenograms  carefully  studied.  The 
possibility  of  injury  to  the  spinal  cord 
when  such  fractures  are  manipulated  is 
obvious.  Therefore,  the  safest  method  of 
correction  of  a vertebral  compression 
fracture  is  with  the  use  of  gentle  and 
gradual  force,  with  careful  observation  of 
the  patient  for  neurologic  complications. 
Correction  can  usually  be  accomplished 
in  this  manner  by  placing  the  patient  on  a 
Gatch  bed  with  a hinged  fracture  board, 
the  patient’s  head  at  the  foot  of  the  bed, 
and  hyperextending  the  spine  by  raising 
the  former  knee  portion  of  the  bed.  It  is 
essential  that  the  fracture  board  be  used, 
as  the  sag  in  the  ordinary  springs  is 
sufficient  to  prevent  actual  hyperexten- 
sion of  the  spine.  Pillows  should  not  be 
used  under  the  head  and  shoulders,  and 
the  kyphosis  should  be  centered  over  the 
angle  of  the  board.  Correction  may  re- 
quire several  days  and  should  be  checked 
with  lateral  roentgenograms  in  the  hyper- 
extended  position. 

We  have  seen  many  cases  in  which 
hyperextension  was  secured  only  through 
the  disks,  with  no  change  in  the  impacted 
vertebral  body.  This  implies  that  not 
enough  hyperextension  was  used.  We 
have  seen  such  cases  pointed  out  with 
pride  as  excellent  corrections,  but  with 
no  follow-up.  Naturally,  as  soon  as 
hyperextension  is  released  the  spine 
tends  to  resume  its  original  deformity. 
It  must  be  demonstrated  that  the  cor- 
rection of  the  vertebral  deformity  has 
been  actually  maintained  for  a period  of 
a year  or  more,  in  order  to  prove  that  the 
correction  is  of  value.  We  have  seen  very 
few  instances  anywhere  demonstrating 
the  maintenance  of  correction  in  the 
vertebral  body  with  nonoperative  treat- 
ment. Without  spine  fusion,  there  is 


often  pain  at  the  joint  involved  in  the 
fracture  after  the  fracture  has  healed. 
With  spine  fusion  there  is  no  pain  in 
this  joint,  whether  or  not  the  deformity 
has  been  corrected.  However,  deformity 
in  one  area  of  the  spine  upsets  the  posture 
and  mechanics  of  the  remainder  of  the 
spine,  and  in  some  cases  causes  backache 
or  fatigue,  usually  at  the  lumbosacral 
joint,  particularly  if  this  joint  is  struc- 
tually  weak.  For  this  reason  more  than 
any  other  it  is  desirable  to  correct  the 
deformity  before  doing  the  fusion.  In 
a few  cases,  where  this  has  been  done, 
the  correction  has  been  maintained  by 
the  fusion,  and  the  posture  has  remained 
normal.  In  other  words,  we  consider  the 
ideal  treatment  for  simple  compression 
fracture  of  the  spine:  (1)  correction  of 
deformity  in  the  vertebral  body;  (2) 
maintenance  of  correction,  promotion  of 
early  healing  of  fracture,  and  prevention 
of  arthritis  in  the  affected  joint  by  spine 
fusion. 

There  is  not  sufficient  time  to  discuss 
the  treatment  of  these  fractures  when 
paralysis  exists,  and  this  is  a combined 
neurosurgical  and  orthopedic  problem. 
There  is  often  a neurosurgical  necessity 
for  opening  the  spine,  as  for  decompres- 
sion, or  for  removal  or  rearrangement  of 
comminuted  fragments.  In  these  cases 
the  desirability  of  providing  an  adequate 
splint  is  often  yet  more  urgent.  Accord- 
ingly in  these  cases,  fusion  should,  when 
practicable,  be  combined  with  laminec- 
tomy or  other  procedure. 

The  operation  is  performed  as  devised 
and  subsequently  modified  by  Hibbs. 
Exposure  is  made  through  a midline 
incision  over  the  spinous  processes.  A 
careful  subperiosteal  dissection  of  the 
spinous  processes,  laminae,  and  articular 
processes  is  done  with  elevators,  and  the 
interspinous  ligaments  and  the  posterioi 
three-fourths  of  the  ligamentum  flavum 
removed.  Bleeding  is  controlled  by 
careful  packing.  The  capsules  of  the 
lateral  articulations  are  removed  and  the 
articular  cartilages  and  subjacent  cortical 
bone  cut  away,  leaving  a gap  averaging 
one-eighth  of  an  inch  wide.  These  gaps 
are  filled  tightly  with  bone  chips  from  the 
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fossae  inferiorly,  or  the  spinous  processes. 
Additional  chips  are  turned  across  the 
interlaminal  spaces  from  the  laminae, 
and  the  spinous  processes  cut  into  small 
fragments  that  are  placed  across  the 
laminae.  After  closure  a spinal  brace  is 
applied,  and  the  patient  is  kept  in  bed  on 
a fracture  board  for  six  to  eight  weeks. 
If  the  deformity  has  been  corrected, 
hyperextension  should  be  maintained. 
Ordinarily  the  patient  is  allowed  up  with 
the  brace  at  the  end  of  six  to  eight  weeks, 
but  if  the  vertebral  body  is  badly  com- 
minuted or  the  fusion  should  mature 
slowly,  this  period  must  be  longer  or  a 
plaster  jacket  applied  with  the  spine 
hyperextended.  Thus  the  period  of  bed 
rest,  or  hospitalization,  is  almost  always 
less  than  two  months.  In  most  cases  all 
ordinary  activities  are  resumed  by  the 
end  of  the  fourth  month,  including  work 
that  is  not  physically  vigorous.  The 
great  majority  of  these  patients  resume 
full  physical  activity,  including  vigorous 
work  and  athletics  within  six  to  twelve 
months  after  operation.  The  convales- 
cent period  can  usually  be  shortened  by 
the  proper  use  of  physical  therapy. 

The  spine-fusion  operation  is  tech- 
nically difficult  and  should  be  attempted 
only  by  the  sturgeon  especially  trained  in 
its  use.  In  unskilled  hands  there  may  be 
bleeding  or  shock,  and  a high  percentage 
of  failure  of  fusion.  It  is  not  surprising 
that  failure  of  fusion  should  occur  occa- 
sionally, just  as  nonunion  occurs  in  frac- 
tures. It  must  be  remembered,  however, 
that  the  chief  cause  of  failure  is  to  be 
found  in  the  technic  of  the  surgeon. 
Further,  it  must  be  recognized  that  some 
surgeons  do  not  admit  the  possibility  of 
technical  failure  in  their  hands,  but  con- 
sider all  failures  to  be  the  fault  of  the 
patient,  a position  that  is  quite  un- 
tenable. It  is  unfair  to  judge  the  value 
of  the  operation  on  the  basis  of  these 
unskilled  attempts  at  fusion  and  as  a 
corollary  it  should  be  pointed  out  that 
the  operation  is  not  indicated  in  cir- 
cumstances where  there  is  no  surgeon 
available  to  do  it  properly. 

The  fusion  operation  should  not  be 
undertaken  when  the  patient  is  not  a 


suitable  operative  risk.  The  operation, 
when  properly  done,  is  not  serious. 
The  possibility  of  operative  death  from 
infection,  hemorrhage,  shock,  embolism, 
etc.,  should  be  extremely  small.  For 
example,  at  the  New  York  Orthopaedic 
Hospital,  in  the  four  years  1934  to  1937, 
704  spine  fusions  were  done  without  a 
single  operative  death  from  any  cause. 
Many  of  these  fusions  were  done  on  more 
difficult  subjects  than  the  ordinary  one 
with  fracture  of  the  spine.  There  were 
no  deaths  among  the  36  patients  having 
fusion  for  fracture,  and  1 trivial  wound 
infection.  Fusion  does  not  stiffen  the 
spine;  it  stiffens  only  the  joints  fused. 
These  represent  only  a small  proportion 
of  the  total  motion  in  the  spine,  whereas 
the  affected  joints  are  generally  moder- 
ately stiffened  even  without  operation  by 
the  scarring  resulting  from  the  injury. 

The  question  arises  as  to  whether 
fusion  should  be  done  as  a primary 
treatment  or  merely  in  those  cases  where 
other  treatments  have  failed.  The  gen- 
eral attitude  has  favored  the  latter 
course,  which  means  that  fusion  is  called 
upon  to  cure  the  patients  with  pain  and 
deformity  of  long  duration,  and  a record 
of  long  hospitalization  and  incapacita- 
tion. This  is  a severe  test,  but  in  21 
such  cases  the  record  of  results  has  been 
good.  Dr.  Clay  Ray  Murray  has  aptly 
said  of  fracture  treatment  that  not  the 
simplest  but  the  best  procedure  for  a 
given  fracture  should  be  used  first.  A 
procedure  that  has  worked  well  in  the 
late  cases  should  be  more  successful  if 
used  early.  This  has  in  fact  proved  to 
be  true  in  our  15  cases.  The  treatment 
that  requires  less  time  and  is  more 
certain,  saves  time,  expense,  and  the 
patient’s  morale  and  happiness.  It  is 
not  recommended  for  all  cases  under  all 
circumstances,  but  as  a procedure  which 
should  be  considered  when  suitable. 
Given  a patient  who  offers  a suitable 
operative  risk,  a hospital  providing  ade- 
quate operating  room  and  nursing  care 
for  this  type  of  operation,  a surgeon 
trained  in  the  technic  of  the  operation, 
spine  fusion  offers  a reasonably  safe  and 
more  certain  and  rapid  method  of  re- 
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covery  in  fracture  of  the  spine  than  any 
other  type  of  treatment. 

33  East  61st  Street 

Discussion 

Dr.  Clay  Ray  Murray,  New  York  City — Dr. 
Howorth  has  presented  a matter  of  extreme  im- 
portance to  those  engaged  in  the  practice  of 
industrial  and  traumatic  surgery.  He  has 
advocated  the  advisability  of  fusion  as  a primary 
form  of  treatment  in  compression  fractures  of  the 
spine  with  commendable  saneness  and  logical 
thinking. 

In  discussing  his  presentation,  I would  like  to 
stress  particularly  two  of  the  points  which  he 
mentioned.  One  is  the  fact  that  a spinal  fusion 
is  a formidable  procedure,  with  definite  risk  of 
mortality,  infection,  and  back-muscle  damage 
secondary  to  operative  trauma  when  done  by 
men  unfamiliar  with  the  technical  procedure. 
The  other  is  the  fact  that  reliance  on  the  fusion 
alone,  without  regard  for  either  correction  of 
deformity  or  meticulous  postoperative  develop- 
ment of  back-muscle  power,  may  result  in  in- 
capacitating low-back  strain. 

It  is  unfortunate  that  the  attitude  of  the 
Workmen’s  Compensation  authorities  here,  as 
elsewhere,  is  in  general  opposed  to  the  use  of 
fusion,  and  yet  there  must  be  many  cases  that 
furnish  the  material  for  their  point  of  view  by 
reason  of  failure  on  the  part  of  the  attending 
surgeon  to  appreciate  these  two  points. 

In  our  own  cases  we  have,  in  general,  reserved 
fusion  for  those  cases  of  compression  fracture  in 
which  correction  of  the  deformity  to  within 
reasonable  approach  to  normal  has  been  impos- 
sible— in  which  marked  return  of  deformity 
occurs  despite  hyperextension  in  plaster,  in 
which  lesions  of  the  posterior  elements  are  de- 
monstrable preoperatively,  in  the  high  thoracic 
cases  in  which  marked  deformity  exists  (and  I 
agree  that  correction  of  these  is  extremely  diffi- 
cult, if  at  all  possible),  and  in  which  pain  persists 
despite  maintenance  of  adequate  correction  and 
the  adequate  degree  of  back-muscle  develop- 
ment in  the  latter  course.  These  comprise 
about  15  per  cent  of  our  cases. 

Were  I to  suffer  from  a compression  fracture 
of  the  spine,  I should  prefer  to  have  the  de- 
formity corrected,  a fusion  done  and  adequate 
postoperative  care  carried  out — but  whether  or 
not  I would  follow  that  preference  would  hinge 
largely  on  who  did  it  and  where  it  was  done. 

I think  a word  of  warning  against  fusion  in 
those  with  any  degree  of  spinal  arthritis,  in 
those  who  have  reached  that  critical  stage  be- 
tween 50  and  60  when  little  excuse  is  needed  to 


refrain  from  subsequent  arduous  labor,  and  in 
those  who  have  marked  malformations  of  the 
lower  spine  which  frequently  lead  to  low-back 
disability,  is  in  order. 

Dr.  Howorth  has  presented  a logical  method  of 
primary  treatment  for  compression  fractures  if  it 
is  interpreted  strictly  as  being  logical  only  in 
proper  hands,  with  proper  preoperative  correc- 
tion, adequate  postoperative  care,  and  in  proper 
patients.  Anyone  who  interprets  his  story  as 
indicating  merely  that  fusion  is  the  treatment 
for  compression  fracture  of  the  spine  will  collect 
over  a course  of  years  additional  poor  results  to 
bolster  compensation  insurance  authorities  in 
their  objections  to  spinal  fusion  in  compression 
fractures. 

Dr.  W.  H.  Watters,  New  York  City — In  enter- 
ing this  discussion  it  occurred  to  me  that  it  might 
be  of  interest  to  relate  my  experiences  with  spine 
fusion  in  fractures  at  the  Beekman  Street  Hospi- 
tal. I shall  confine  my  report  to  10  operated 
cases  there  in  1927  and  1928.  These  were  all 
operated  within  a short  time  after  injury  de- 
pending upon  the  degree  of  shock,  condition 
of  back  relative  to  contusions,  hematomas,  etc. 
In  the  alloted  time  I cannot  go  into  the  details 
of  the  method  of  handling  these  cases  other  than 
by  operation.  It  seemed  to  me,  however,  that 
the  findings  at  operation  might  be  of  interest. 

In  7 of  these  cases  fractures  of  the  laminae 
were  encountered — with  extreme  mobility  of 
these  structures  in  all  cases.  The  postoperative 
courses  in  all  these  cases  were  essentially  normal, 
except  for  a low-grade  wound  infection  in  1 case, 
This  was  confined  to  the  soft  tissue,  however, 
and  did  not  influence  the  hospital  stay  or  end 
result.  Every  case  was  discharged  within 
eight  weeks  following  operation.  I might  say 
that  1 of  these  cases  was  visited  at  a con- 
valescent institution  and  found  operating  a 
heavy  double-width  lawn  mower  at  the  tenth 
week.  Incidentally,  this  was  a compensation 
case. 

Strangely  enough,  this  series  may  be  equally 
divided  into  two  groups ; one  group  of  5 laborers 
covered  by  compensation,  one  group  of  5 not  in 
any  sense  compensable.  This  latter  group 
includes  a fireman,  a policeman,  a stationary 
engineer,  construction  foreman,  and  a stenog- 
rapher. All  of  the  latter  group  returned  to 
work  at  approximately  one  year  and  have  been 
continuously  employed  at  their  original  or  similar 
work  for  ten  years.  They  have  also  been  seen 
periodically  for  ten  years.  I have  been  in  close 
touch  with  all  these  individuals  and  know  that 
they  deny  any  symptoms  other  than  slight  back 
fatigue  upon  prolonged  extreme  exertion. 

The  personnel  of  the  compensation  group  was 
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as  follows:  chauffeur,  truck  driver,  window 

washer,  and  two  classed  as  heavy  laborers. 
The  follow-up  in  this  group  wa.  more  difficult 
and  shorter.  By  the  end  of  the  fourth  year 
further  attempt  at  study  of  this  group  was  given 
up,  due  to  failure  to  locate. 

One  of  this  group  continued  to  complain  of 
pain,  stiffness,  etc.,  and  at  one  year  a fracture  or 
failure  of  fusion  was  quite  apparent,  by  x-ray 
and  clinically.  Operation  verified  this,  and  the 
case  was  classified  as  a failure  of  fusion.  He  was 
reoperated  and  returned  to  work  one  and  one- 
half  years  following  the  original  operation,  or 
six  months  following  the  second  operation. 
At  the  third  year  he  was  at  his  original  work. 
The  truck  driver  was  at  his  original  work  for 
three  years.  The  window  washer  was  working 
as  a porter  at  the  end  of  the  fourth  year  but  was 
not  washing  windows  in  the  upper  floors.  The 
two  so-called  heavy  laborers,  one  a Polish  work- 
man of  42,  one  an  Italian  of  17  had  not  returned 
to  work  at  two  years  and  no  further  follow-up 
was  obtainable. 


Undoubtedly  this  series  is  too  small  to  exert 
decisive  influence  upon  a generally  accepted 
method  of  treatment.  It  has,  however,  materially 
influenced  my  own  course  of  procedure,  in 
that  I will  still  consider  it  the  best  preventive 
for  persistent  late  symptoms  and  frequent  in- 
creasing deformities.  This  is  said  with  very 
definite  reservations,  however,  in  the  laboring 
group,  and  certain  individuals  under  compensa- 
tion. 

With  the  marked  changes  that  have  occurred 
in  the  past  few  years  ih  the  field  of  economics, 
politics,  medicine,  etc.,  it  seems  to  me  there  are 
so  many  factors  influencing  man’s  desire  or  lack 
of  desire  to  work,  that  the  adoption  or  condem- 
nation of  any  standard  procedure  in  these  cases 
is  fraught  with  danger. 

In  closing  I would  like  to  say  that  my  own 
judgment  in  this  problem  has  been  influenced 
not  only  by  the  operative  cases  but  also  by  the 
observation  and  study  of  a larger  group  of  non- 
operative cases. 


DANGEROUS  DRUGS  AND  DEVICES  SEIZED 


The  Food  and  Drug  Administration  reports  a 
steady  increase  in  legal  actions  taken  against 
drugs,  cosmetics,  and  devices  under  the  new 
Food,  Drug,  and  Cosmetic  Law. 

Although  not  fully  effective  until  June  25, 
1939,  the  new  act  immediately  outlawed  drugs, 
cosmetics,  and  devices  dangerous  under  the 
prescribed  conditions  of  use. 

Recent  actions  against  cosmetics  alleged  to 
violate  this  provision  of  the  new  law  include 
seizures  of  two  brands  of  hair  dyes  containing 
coloring  material  alleged  to  be  capable  of  injuring 
the  user.  Those  seized  were  37  packages  of  Lash- 
Lure  and  49  packages  of  Posners’  Black  Hair 
Coloring. 

Actions  against  drugs  alleged  to  be  dangerous 
and  to  violate  the  new  law  included  3 bottles 
of  Cal-Co-Cin,  a pain-killer  containing  cincho- 
phen;  488  packages  of  B.  C.  Headache  Powders, 
11,325  bottles  of  Bromo-Seltzer,  and  3,526 
packages  of  Stanback  Headache  Powders,  all  of 
which  contained,  among  other  ingredients, 
bromides  and  acetanilid.  Actions  against 
devices  held  to  be  dangerous  under  the  condi- 
tions of  use  resulted  in  the  seizure  of  2,922 
nipple  shields  made  of  lead,  a poisonous  metal, 
and  two  brands  of  nasal  irrigation  outfits  as 


follows:  68  of  Nazoscope  and  7 of  Hedklear. 

The  current  report  shows  that  continued 
activity  under  the  Food  and  Drugs  Act  of  1906 
resulted  in  the  seizure  of  various  quantities  of 
contaminated  food  products  containing  insect 
fragments,  rodent  hairs,  and  other  forms  of 
filth. 

The  gullibility  of  the  public  and  the  rascality  of 
the  scalawags  who  prey  upon  it  seem  endless. 
The  list  of  misbranded  “patent  medicines” 
condemned  by  the  Food  and  Drug  Administra- 
tion and  printed  in  the  J.A.M.A.  of  April  1 
contains  such  names  as  “Big-Chief  Herbs,” 
“Grandma’s  Medicinal  Herbs,”  “Minnehaha 
Indian  Herbs,”  “Pain-Go,”  “He-She  Antiseptic 
Vaginal  Suppositories,”  “Wah-Poo  Sah  Kee- 
Kee  Kee,”  “Will-Du”  gout  medicine,  and 
“World’s  Wonder  System  Builder.”  The 
“Pain- Go”  was  essentially  kerosene,  with  small 
amounts  of  volatile  oils  such  as  turpentine  and 
sassafras.  A “Remedy  Tea,”  made  of  ground 
wood,  twigs  and  needles,  with  juniper  berries, 
was  “fraudulently  represented  as  a remedy  for 
diabetes,  kidney  disorders,  etc.”  It  may  be 
that  a fool  is  born  every  minute,  but  Uncle 
Sam  is  at  least  trying  to  stop  the  patent  medicine 
fakers  from  killing  one  every  minute. 


RELATIONSHIP  OF  INDUSTRIAL  MEDICINE  TO  PRIVATE 
PRACTICE 


Clarence  D.  Selby,  M.D.,  Detroit,  Michigan 


The  public  is  accustomed  to  judge 
our  profession  by  its  ideals,  ethics, 
altruistic  objectives,  and  best  practices. 
We  of  the  profession  do  the  same  in 
judging  the  specialties  of  medicine.  Sur- 
gery, for  example,  we  judge  by  the  col- 
lective accomplishments  of  good  sur- 
geons, not  by  the  acts  of  general  practi- 
tioners who  occasionally  venture  into  the 
abdomen.  In  this  discussion,  permission 
to  judge  industrial  medicine  by  the  same 
standards  is  assumed. 

There  are  three  classes  of  physicians 
practicing  in  relation  to  industry,  full 
time,  part  time,  and  on  call.  As  these 
designations  imply,  the  full-time  physi- 
cians alone  give  their  whole  attention  to 
industry  and  that  is  always  in  one  estab- 
lishment. They  are  the  only  truly  rep- 
resentative industrial  medical  group.  The 
others  are  general  practitioners  or  spe- 
cialists who  give  limited  attention  to 
industry,  usually  in  the  treatment  of 
occupational  injuries  and  diseases.  Being 
in  general  practice  and  only  incidentally 
serving  in  industry,  they  can  be  regarded 
as  private  practitioners  rather  than  in- 
dustrial physicians  but  it  must  be  ad- 
mitted that  they  furnish  service  to  about 
85  per  cent  of  the  industrial  establish- 
ments in  the  United  States. 

Confusion  as  to  the  purposes  of  indus- 
trial medicine  has  resulted  from  failure 
to  distinguish  the  practices  of  these 
groups.  In  order  that  there  be  no  mis- 
conceptions in  this  discussion,  it  is  con- 
fessed that  all  conclusions  as  to  the  rela- 
tionships of  industrial  medicine  to  pri- 
vate practice  will  be  based  upon  the 
policies,  ideals,  and  best  practices  of  the 
full-time  group. 

Industrial  medicine  as  exemplified  by 
this  group  is  the  theory  and  practice  of 


medicine  in  relation  to  the  health  of  the 
working  people,  as  distinguished  from 
the  case  work  of  the  private  practitioners 
serving  in  industry.  Fundamentally,  it 
is  preventive  medicine. 

Its  basic  function  is  health  mainte- 
nance, its  object  is  to  furnish  employees 
the  best  possible  health  protection  con- 
sistent with  (a)  the  purpose  of  industry, 
which  is  manufacturing,  (b)  the  em- 
ployer’s responsibility  as  fixed  by  law, 
which  is  the  care  of  occupational  injuries 
and  diseases,  and  (c)  the  employee’s 
rights  as  to  free  choice  of  medical  coun- 
sel, which  conversely  are  the  rights  of 
physicians  in  private  practice  in  relation 
to  nonoccupational  sicknesses  and  in- 
juries among  the  employed  groups. 

This  conception  of  the  scope  of  indus- 
trial medicine  is  more  inclusive  than  pri- 
vate physicians  are  prepared  to  furnish, 
as  attested  by  the  fact  that  their  services 
in  industry  are  usually  limited  to  treat- 
ment of  patients.  Yet  it  recognizes  their 
rights  as  private  physicians  as  well  as 
those  of  other  parties  concerned  in  the 
general  problem  of  protecting  the  health 
of  the  working  people. 

As  a matter  of  fact,  industry  is  not  in 
the  business  of  practicing  medicine  and 
the  ordinary  employer  does  not  wish  to 
assume  more  responsibility  for  treatment 
than  is  required  by  law.  On  the  other 
hand,  if  the  size  of  his  plant  warrants,  he 
is  willing  to  furnish  a sufficiently  com- 
plete health  maintenance  service  to  pro- 
tect his  employees  against  harmful  work- 
ing conditions. 

Viewing  industrial  medicine  from  this 
standpoint,  it  is  found  to  comprise  several 
functions  which  will  be  discussed  under 
three  headings : industrial  hygiene,  physi- 
cal supervision,  and  therapy,  and  in 
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their  discussion  the  relationships  to  pri- 
vate practice  will  be  considered. 

Industrial  Hygiene 

In  reality,  the  physician  is  the  health 
officer  of  the  plant  and  as  such  is  respon- 
sible for  the  plant  hygiene,  commonly 
known  as  industrial  hygiene.  He  is 
familiar  with  the  toxic  materials  that  are 
used  and  the  processes  that  have  harmful 
though  nontoxic  features.  His  duty  is  to 
determine  if  the  workmen  are  adequately 
protected  against  them,  and  if  he  finds 
that  they  are  not,  it  is  his  duty  to  inform 
his  management  and  to  persist  until 
control  is  effected.  Furthermore,  it  is 
his  duty  to  inspect  controlled  exposures 
often  enough  to  satisfy  himself  that  con- 
trol is  maintained.  In  short,  his  function 
as  an  industrial  hygienist  is  to  advise  and 
assist  his  management  in  protecting  the 
workmen  against  occupational  diseases 
and  other  occupational  impairments  of 
health. 

How  he  performs  this  function  is  not 
essential  to  this  paper.  It  is  purely 
preventive  medicine  and  does  not  involve 
any  competitive  relationships  with  pri- 
vate practice.  Nevertheless,  there  are 
two  features  that  should  be  given  con- 
sideration. 

An  Opportunity  for  Private  Practi- 
tioners.— As  previously  mentioned,  pri- 
vate practitioners  furnish  about  85  per 
cent  of  the  industries  the  only  medical 
service  they  have.  It  is  in  the  form  of 
medical  and  surgical  treatments  of  em- 
ployees who  become  injured  or  sick  while 
at  work.  They  sometimes  are  permitted 
to  consult  their  own  family  doctors  but 
usually  they  are  referred  by  their  em- 
ployers to  designated  physicians,  often 
certain  nearby  practitioners.  In  New 
York,  they  may  consult  physicians  of 
their  choice  provided  those  physicians 
have  qualified  for  compensation  work. 

The  point  is  this:  employers  of  all 
grades  are  becoming  more  generally  con- 
scious of  the  importance  of  industrial  hy- 
giene. Naturally,  if  they  have  hygiene 
problems  they  present  them  to  the  doc- 
tors who  take  care  of  their  injuries.  If 


they  fail  to  obtain  the  desired  advices, 
many  of  them  do  not  know  where  to  turn. 
It  is  therefore  suggested  that  physicians 
in  private  practice  who  accept  patients 
from  industry  prepare  themselves  to  offer 
such  advice  or  inform  themselves  on 
where  such  advice  may  be  obtained. 
This  is  an  opportunity  that  medicine  can- 
not ignore. 

Diagnosis  of  Occupational  Diseases. — A 
history  of  harmful  exposures  is  essential 
to  diagnosis  of  occupational  diseases.  A 
workman  must  be  exposed  to  silica  to 
acquire  silicosis;  he  must  be  exposed  to 
lead  to  have  lead  poisoning;  and  the 
conditions  of  exposure  must  be  such  as 
to  cause  the  disease. 

Embarrassing  failures  in  diagnosis  have 
come  from  failures  to  ascertain  facts  as  to 
exposure.  It  is  therefore  suggested  that 
all  physicians,  industrial  and  otherwise, 
proceed  with  caution  in  the  diagnosis  of 
occupational  diseases,  and  refrain  from 
reaching  conclusions  until  the  possible 
sources  have  been  found  to  be  adequately 
harmful. 

Physical  Supervision 

Industrial  hygiene  methods  are  effective 
in  preventing  occupational  diseases;  in 
fact,  a great  deal  has  been  accomplished, 
and  theoretically  it  may  appear  unneces- 
sary to  go  any  further  except  to  maintain 
control.  However,  the  plant  physician 
has  to  face  the  issue  of  alleged  aggravation 
of  disease  from  time  to  time  and  often 
he  is  asked  to  treat  what  are  to  him  ob- 
viously nonoccupational  conditions  which 
belong  to  private  practitioners. 

In  connection  with  these  controversial 
cases,  he  always  has  important  decisions 
to  make  and  his  decisions  must  be  based 
upon  facts,  facts  as  to  the  exposures  and 
facts  as  to  the  physical  condition  of  the 
workman  involved.  These  latter  facts 
he  can  obtain  only  through  physical  ex- 
aminations. So  the  physical  examina- 
tion of  employees  becomes  a major  func- 
tion of  industrial  medicine,  and  further- 
more it  is  essential  to  the  maintenance  of 
health,  which  is  the  basic  purpose  of  in- 
dustrial medicine. 
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Examinations  are  made  at  time  of  em- 
ployment to  assure  safe  placement,  often 
enough  during  employment  to  assure 
protection  against  diseases  originating  in 
or  influenced  unfavorably  by  occupation, 
and  for  diagnosis  to  establish  occupational 
or  nonoccupational  origin  when  counsel 
is  sought. 

Patients  Are  Referred  to  Private  Phy- 
sicians.— These  examinations  and  con- 
sultations frequently  uncover  conditions 
that  need  medical  care.  As  previously 
stated,  industry  has  no  wish  to  treat  ail- 
ments for  which  it  is  not  responsible,  but 
realizing  the  importance  of  early  appro- 
priate treatment,  it  is  the  duty  of  the 
plant  doctor  to  encourage  workmen  need- 
ing treatment  to  seek  early  consultation 
with  their  private  physicians. 

This  service  in  behalf  of  employees  and 
their  physicians  is  generally  welcome. 
As  a health  maintenance  measure,  it  is 
highly  effective;  and  the  interests  of  all 
parties  concerned  suggest  that  it  be  en- 
couraged. A frank,  friendly  relationship 
between  the  private  physician  and  the 
plant  doctor  is  very  desirable. 

Therapy 

While  industry  has  no  wish  to  assume 
responsibility  for  treatment,  compensa- 
tion acts  have  obligated  employers  to 
furnish  treatments  for  occupational  in- 
juries and  diseases.  Naturally,  they  ex- 
pect their  own  doctors  to  render  the  serv- 
ice and  this  is  usually  done.  However, 
the  industrial  physicians  of  the  type  under 
discussion  are  moving  steadily  from  sur- 
gery to  preventive  medicine,  and  the 
evolution  is  leaving  them  dependent 
upon  consultants,  who  are  in  reality  pri- 
vate practitioners.  Incidentally,  there  is 
frequently  much  to  be  done  by  the  plant 
physicians  in  behalf  of  employees  dis- 
charged by  consultants  as  cured  before 
they  can  be  placed  satisfactorily  back  in 
industry. 

So  with  the  exception  of  minor  injuries 
and  the  occupational  diseases,  which  are 
infrequent,  and  considering  the  fact  that 
private  practitioners  treat  the  injuries 
in  about  85  per  cent  of  all  industries,  it  is 


evident  that  the  private  practitioners  are 
dominant  in  the  care  of  sick  and  injured 
workmen.  About  all  that  the  plant  doc- 
tor actually  does  in  this  respect  is  to  act 
as  a clearinghouse  and  to  correlate  the 
services  necessary  to  adequate  care  of 
employees  for  whom  his  management  is 
responsible.  In  short,  he  acts  as  a case- 
finding agency. 

Industrial  Medicine  Is  an  Ally  of  Pri- 
vate Practice. — This  trend  on  the  part  of 
industrial  medicine  to  ally  itself  with  pri- 
vate practice  in  the  care  of  industrial 
patients  should  be  encouraged.  Indus- 
trial medicine  is  an  honorable  specialty  of 
medicine.  It  is  suggested  that  the  gen- 
eral profession  be  made  more  cognizant 
of  its  ideals  and  objectives.  As  a means 
toward  a better  understanding,  it  is  sug- 
gested that  more  medical  societies  follow 
the  example  of  the  New  York  State 
Medical  Society  in  organizing  sections  in 
industrial  medicine. 

The  Real  Problem 

Industrial  medicine,  as  exemplified  in 
the  full-time  service,  is  frankly  admitted 
to  be  something  new  in  the  way  of  medi- 
cine. It  is  by  no  means  a finished  spe- 
cialty, and  no  doubt  there  are  still  many 
features  needing  correction.  Industrial 
physicians  are  well  aware  of  this  and 
their  efforts  are  being  directed  with  com- 
mendable sincerity  toward  betterment. 
They  know  that  the  care  of  industrial 
patients  is  not  the  ultimate  potentiality 
of  medicine  in  relation  to  industry,  but 
that,  on  the  contrary,  it  is  the  main- 
tenance of  employee  health,  and  they  are 
striving  toward  that  as  their  objective. 

The  full-time  group,  by  use  of  indus- 
trial hygiene  methods  and  by  coopera- 
tion with  public-health  officials  and  phy- 
sicians in  private  practice,  are  meeting 
medicine’s  responsibility  in  a way  that 
reflects  credit  upon  the  whole  profession. 
But  they  view  with  considerable  concern 
the  inadequacies  of  the  service  rendered 
by  private  practitioners  acting  on  a part- 
time  and  call  basis  in  the  care  of  sick  and 
injured  workmen  in  85  per  cent  of  the 
industries  of  the  United  States.  That 
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service  is  not  only  inadequate,  but  it  is  an 
important  competitor  of  private  practice. 
It  is  the  real  problem. 

The  Real  Problem  Is  the  Private  Prac- 
titioner in  Industry. — As  a means  toward 
the  solution  of  this  problem,  it  is  sug- 
gested that  the  private  physicians  in 
industry  give  heed  to  the  reforms  ad- 
vocated by  Dr.  R.  G.  Leland,  Director 
of  the  Bureau  of  Medical  Economics  of 
the  American  Medical  Association.*  He 
advocates : 

“1.  Recognition  of  a three-fold  func- 
tion of  medicine-public -health  adminis- 
tration ; plant  control,  or  preventive 
medicine  in  industry;  and  care  of  the 
sick  and  injured  workmen,  or  curative 
medicine ; 

“2.  Acceptance  of  the  expert  in  in- 
dustrial health  control  as  a specialist  in 
medical  practice; 

“3.  Formulation  of  criteria  to  deter- 
mine to  what  extent  and  in  what  manner 
certain  diseases  are  actually  occupational 
diseases ; 

* Industrial  Medicine  6:  No.  5,  p.  330. 


“4.  Study  to  accomplish  a reconcilia- 
tion of  the  divergent  views  on  freedom  of 
choice  of  physician; 

“5.  Formulation  of  principles  per- 
taining to  the  organization  and  adminis- 
tration of  industrial  health  services; 

“6.  Study  to  determine  the  manner 
in  which  some  instruction  on  industrial 
health  problems  and  methods  may  be 
included  in  medical  education;  and 
“7.  Elevation  of  industrial  health 
services  and  industrial  medical  care  to  a 
position  of  greater  importance  and  re- 
spectability in  medical  practice.” 

There  are  no  better  closing  remarks  for 
this  paper  than  those  used  by  Dr.  Leland 
himself.  He  said:  “The  welfare  of  the 
millions  of  industrial  employees  and  the 
future  of  medicine  demand  that  this  phase 
of  medical  practice  be  stripped  of  its 
commercial  aspects  and  that  it  be  as- 
sisted to  develop  as  a thoroughly  ethical, 
scientific,  and  respectable  phase  of  medi- 
cal practice.” 

3044  W.  Grand  Boulevard 


POSTGRADUATE  LECTURE  COURSE 

A course  of  lectures  on  heart  diseases,  ar- 
ranged by  the  New  York  Heart  Association  and 
sponsored  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society  of 
the  State  of  New  York,  will  be  presented  to  the  St. 
Lawrence  County  Medical  Society  at  Ogdensburg, 
New  York  (12:30  p.m.),  and  to  the  Jefferson 
County  Medical  Society  at  Watertown,  New 
York  (6:30  p.m.).  The  program  is  as  follows: 
May  4,  “Degenerative  Forms  of  Heart  Disease 
(Hypertension  and  Arteriosclerosis),”  by  Dr. 
Lewis  A.  Conner;  May  11,  “Rheumatic  and 
Syphilitic  Heart  Disease,”  by  Dr.  Cary  Eg- 
gleston; May  18,  “Acute  Cardiovascular  Emer- 
gencies,” by  Dr.  John  E.  Deitrick. 

“The  Use  of  X-ray  and  Fluoroscopy  in  the 
Management  of  Heart  Disease,”  by  Dr. 
Harold  E.  B.  Pardee,  and  “Therapy  in  Heart 
Disease,”  by  Dr.  Harry  Gold,  will  be  given  in 
the  Fall.  All  of  the  speakers  are  from  New 
York  City. 


THE  JOY  OF  BEING  THE  EDITOR 
Getting  out  this  magazine  is  no  picnic. 

If  we  print  jokes,  people  say  we  are  silly. 

If  we  don’t,  they  say  we  are  too  serious. 

If  we  clip  things  from  other  magazines, 

We  are  too  lazy  to  write  them  ourselves. 

If  we  don’t,  we  are  stuck  on  our  own  stuff. 

If  we  stick  close  to  the  job  all  day. 

We  ought  to  be  out  hunting  up  news. 

If  we  do  get  out  and  try  to  hustle, 

We  ought  to  be  on  the  job  in  the  office. 

If  we  don’t  print  contributions, 

We  don’t  appreciate  true  genius. 

And  if  we  do  print  them, 

The  magazine  is  filled  with  junk. 

If  we  make  a change  in  the  other  fellow’s  write- 
up, 

We  are  too  critical. 

If  we  don’t,  we  are  asleep. 

Now,  like  as  not,  some  guy  will  say 
We  swiped  this  from  some  other  magazine. 

We  did — from  the  Bulletin  of  the  Medical  Society 
of  the  County  of  Kings,  N.  Y.  (Quoted  in  the 
Pennsylvania  M.  J .) 


ROENTGEN  THERAPY  IN  TOXIC  THYROID  DISEASE 


Jacob  R.  Freid,  M.D.,  and  Henry  Goldberg,  M.D.,  New  York  City 
( From  the  Radiotherapy  Department  of  the  Montefiore  Hospital) 


It  has  long  been  recognized  that  thyro- 
toxic disease  is  a manifestation  of  a 
more  profound  disturbance  of  the  organ- 
ism than  simply  a disorder  confined  to 
the  thyroid.  Notwithstanding  the  fact 
that  recent  investigations  have  demon- 
strated, in  more  or  less  detail,  those  rela- 
tions of  the  thyroid  to  other  glands  (pi- 
tuitary, adrenal,  gonads)  and  to  the  mid- 
brain, which  earlier  observers  had  as- 
sumed in  a general  way,  the  approach  to 
treatment  of  thyrotoxic  diseases  today  is 
still  an  indirect  one.1’2.3.4  The  problem, 
though  considerably  clarified,  is  still  far 
from  solution  since  we  are  as  yet  ignorant 
of  the  factors  that  may  affect  these  com- 
plex glandular  interrelationships  in  thyro- 
toxic disease.  Most  therapeutic  pro- 
cedures in  use  today  are  still  directed  to- 
ward the  one  obviously  involved  gland, 
the  thyroid,  whether  by  operation  or  by 
irradiation,  or  indirectly  by  medical 
treatment.  Since  the  underlying  disturb- 
ances are  still  unknown,  the  results  of 
these  measures  are  often  limited,  and 
even  when  arrests  apparently  have  been 
obtained,  recurrences  may  follow.  Never- 
theless, these  results  are  often  surpris- 
ingly good.  At  present,  many  assume 
that  subtotal  thyroidectomy  is  the  best 
therapeutic  measure.  This  is  true  for 
a large  group  of  patients.  Under  cer- 
tain conditions  and  in  special  cases 
other  methods  are  desirable.  The  great 
majority  of  general  practitioners  have 
only  a vague  idea  as  to  the  merits  of  sur- 
gery and  radiotherapy  in  the  treatment 
of  thyrotoxicosis.  For  this  reason,  we 
believed  it  worth  while  to  re-evaluate 
roentgen  therapy  in  thyroid  disease.  The 
results  in  a series  of  cases  of  thyrotoxi- 
cosis so  treated  and  carefully  followed 
for  a number  of  years  are  given  here. 


Action  of  Irradiation 

The  method  of  action  of  irradiation  on 
the  thyroid  gland  is  not  as  yet  definitely 
established.  Early  workers  in  this  field 
found  no  evidence  of  radiation  effect  on 
the  normal  thyroid  gland  of  animals.5’6’7 
Subsequent  observers  showed  the  nor- 
mal thyroid  glands  of  rabbits  to  be  ex- 
tremely resistant  to  x-rays.  With  large 
doses,  however  (approximately  3 to  10 
E.D.),  there  could  be  produced  in  the 
gland  a variation  in  the  structure  and  a 
decrease  in  the  colloid  substance.8  More 
recently,  by  means  of  special  stains, 
changes  have  been  demonstrated  in  the 
cells  of  the  thyroid  glands  of  rabbits 
following  medium  voltage  irradiation 
with  doses  up  to  10  E.D.  These  effects 
were  in  the  nature  of  degenerative  changes 
in  the  chondrioma  of  all  the  cells,  disin- 
tegration of  some  of  the  cells,  and  a re- 
duction in  the  quantity  of  the  colloid 
substance  in  the  follicles.  The  structure 
of  the  gland  regenerated  at  varying  inter- 
vals following  the  irradiation.9  These 
last  experiments  are  of  extreme  interest 
and  importance  to  radiologists  because 
they  furnish  experimental  evidence  of  a 
direct  irradiation  effect  upon  the  thyroid 
gland.  However,  one  must  bear  in 
mind  that  the  observations  were  on 
animals,  that  the  doses  used  were  greatly 
in  excess  of  those  employed  in  the  treat- 
ment of  human  thyrotoxicosis,  and  that 
the  action  of  radiation  on  the  normal 
thyroid  gland  may  be  different  from 
that  on  an  oversecreting  gland. 

The  effect  of  irradiation  on  the  human 
thyroid  gland  is  also  in  dispute.  Dif- 
fuse growth  of  the  intra-alveolar  connec- 
tive tissue  which  could  be  a result  of  the 
atrophy  of  the  parenchyma,  has  been 
described.10  Radiation  sclerosis  of  the 
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organ  has  also  been  observed.11  On  the 
other  hand,  in  a series  of  4,061  patients 
with  exophthalmic  goiter  operated  upon 
in  the  Mayo  Clinic  from  1926  to  1928 
inclusive,  291,  or  5 per  cent,  had  been 
previously  irradiated.  At  operation,  only 
occasionally  could  gross  changes  be  recog- 
nized in  these  glands.  Microscopically, 
Broder  could  not  distinguish  irradiated 
from  nonirradiated  tissues.12 

On  the  basis  of  the  earlier  work  on 
animals  and  findings  such  as  Broder’s, 
it  was  assumed  that  the  beneficial  effects 
of  irradiation  were  due  to  functional  and 
not  to  organic  changes.  The  theory 
most  commonly  held  by  radiologists  is 
that  advanced  by  Holzknecht  some  years 
ago.13  He  believed  that  x-rays  acted  by 
inhibition  or  depression  of  the  growth 
and  function  of  the  cells  and  stated  that 
x-rays  relieved  hyperfunction  in  the  same 
way  as  did  surgical  reduction,  and  could 
cause  hypof unction  when  applied  in  ex- 
cess just  as  did  complete  removal  of  the 
thyroid  gland. 

The  normal  thyroid  gland  is  very 
resistant  to  irradiation.  Patients  treated 
for  malignancies  in  the  neck  and  larynx 
have  received  heavy  irradiation  over 
the  thyroid,  yet  rarely  if  ever  is  myxe- 
dema produced.  In  the  material  at  the 
Montefiore  Hospital,  not  a single  case 
of  myxedema  has  been  observed  as  a 
result  of  irradiation  of  a normal  thyroid 
gland.  We  have,  on  one  or  two  occa- 
sions, witnessed  mixed  pictures  of  myxe- 
dema and  toxicity  in  patients  who  have 
been  irradiated  for  thyrotoxicosis.  The 
myxedema  symptoms  disappeared  spon- 
taneously after  varying  intervals.  In 
this  group,  if  the  toxic  symptoms  pre- 
dominated, further  irradiation  was  given. 
It  is  a cliche  too  frequently  repeated  by 
surgeons  that  irradiation  of  the  thyroid 
gland  produces  adhesions,  often  to  the 
point  of  making  subsequent  operations, 
when  indicated,  more  difficult.  Such 
findings  were  occasionally  present  many 
years  ago,  in  the  days  of  crude  machines 
and  low  voltage  caustic  irradiation. 
With  the  improved  technic  of  the  past 
decade  this  complication  has  been  elimi- 
nated. Reports  from  the  Mayo  Clinic,12 


as  well  as  that  of  Joll,14  and  Walton,15 
bear  out  this  fact.  If  these  observations 
were  not  sufficient,  the  previous  citations 
on  the  effect  of  radiotherapy  on  the  thy- 
roid gland  are  proof  of  the  rareness  of 
irradiation  fibrosis. 

Irradiation  of  the  Thymus 

That  enlargement  of  the  thymus  is 
often  present  in  Grave’s  disease  has 
long  been  known  to  pathologists.  The 
interrelationship  of  thyroid  and  thymus 
has  been  established  by  many  investiga- 
tors. 16>17’ 18  More  recently,  Blackford 

and  Freligh19  found  hypertrophy  of  the 
thymus  in  73  per  cent  of  74  cases  of  exoph- 
thalmic goiter.  It  was  present  in  all 
patients  under  forty  years  of  age  and 
absent  in  half  of  those  over  forty.  They 
considered  thymic  hypertrophy  a result 
rather  than  a cause  of  thyrotoxicosis. 
The  hastening  of  thymic  involution  in  a 
rabbit  following  thyroidectomy,  as  es- 
tablished by  Marine,  et  a/.,20  is  further 
corroboration  of  this  assumption.  On 
the  basis  of  such  findings,  there  ap- 
parently is  no  clear  rationale  either  for 
surgical  removal  or  for  the  irradiation 
of  the  thymus  gland  in  thyrotoxicosis. 

Technic 

The  technic  of  radiotherapy  in  thyroid 
diseases  varies  to  a considerable  degree 
in  different  clinics.  This  applies  not 
only  to  the  kilovoltage  used,  but  also  to 
filtration,  focal  skin  distance,  size  of 
ports,  number  of  ports,  intensity  of  the 
irradiation,  time  interval  between  treat- 
ments, dosage  per  course,  number  of 
courses,  and  finally  to  the  maximum 
period  patients  should  be  kept  under 
treatment. 

When  this  investigation  was  instituted 
in  1929,  we  planned  to  vary  our  technic, 
using  both  medium  and  high  voltage  x- 
ray  therapy  and  also,  in  a limited  number 
of  cases,  radium  therapy.  In  some  cases, 
treatment  was  to  be  intensive,  and  in 
others  prolonged  over  considerable  pe- 
riods of  time.  By  comparing  these 
three  groups,  at  a later  date,  we  hoped  to 
arrived  at  a technic  which  would  give  the 
best  results  and  would  be  adaptable  to 
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most  patients.  However,  experience  has 
taught  us  that  in  dealing  with  this  com- 
plex disease  it  is  unwise  to  adhere  too 
rigidly  to  a standard  method  of  treat- 
ment. As  in  surgery,  so  in  radiotherapy, 
the  physician  handling  the  case  must  be  as 
familiar  with  the  disease  as  with  the 
technic  of  treatment  if  the  best  results 
are  to  be  obtained. 

With  few  exceptions,  the  factors  for 
the  cases  reported  were  200  kv.,  30 

ma. ,  50  cm.  F.S.D.,  filtration  0.5  mm. 
Ag.  (equivalent  to  2 mm.  Cu.)  plus  1 mm. 
Al.  Two  fields  were  used  in  most  in- 
stances, a right  and  left  lateral  port, 
the  size  of  each  lobe  of  the  thyroid,  cross- 
firing the  gland.  Where  the  gland  was 
substernal,  a small  superior  mediastinal 
port  was  added.  Dosage  per  treatment 
was  150  to  250  r per  port.  Usually  one 
lobe  was  exposed  at  a sitting,  the  oppo- 
site lobe  being  treated  two  to  three 
days  later.  These  exposures  were  re- 
peated at  weekly  intervals  until  each 
port  had  received  1,000  r.  If  patients 
recovered  prior  to  this  time,  treatment 
was  discontinued.  If  a second  course  of 
treatment  proved  necessary,  it  was  done 
three  months  later,  and  occasionally  a 
third  course  was  given  when  exacerba- 
tions of  the  disease  occurred. 

At  the  present  time  we  are  treating 
another  group  of  cases  with  medium 
voltage  technic.  The  factors  are  140 

kv. ,  5 ma.,  50  cm.  F.S.D.,  filtration  of 
4 mm.  Al.,  125  r per  treatment  per  field. 
Each  lobe  is  radiated  tangentially  (the 
rays  passing  from  the  medial  to  the  lateral 
aspect)  so  that  the  larynx  receives  mini- 
mal irradiation. 

The  cases  receiving  radium  therapy 
are  treated  either  with  a special  radium 
collar  or  else  with  a molded  wax  pack  at 
3 to  4 cm.  distance  with  filtration  of 
1 mm.  Pt.  The  patients  were  given  1,000 
to  1,500  mg.  hrs.  at  intervals  of  four  to 
fifteen  days,  average  once  weekly.  Treat- 
ment when  necessary  was  continued  for  a 
period  of  about  three  months. 

Complications 

Complications  met  with  in  the  treat- 
ment of  this  group  of  patients  were  of  two 


types,  direct  and  indirect.  The  direct 
were  due  to  the  action  of  the  x-rays  on  the 
skin  and  adjacent  tissues.  As  noted  in 
the  statement  on  technic,  our  oldest 
group  of  patients  were  treated  with  200 
kv.  and  0.5  mm.  Ag.,  crossfiring  the 
gland.  In  some  instances,  this  resulted 
in  an  x-ray  laryngitis,  usually  when  a 
second  course  of  treatment  was  given. 
As  soon  as  radiotherapy  was  stopped,  the 
laryngitis  improved  and  later  disap- 
peared. We  overcame  this  complica- 
tion principally  by  treating  the  gland 
from  tangential  fields  and  more  recently 
by  changing  to  medium  voltage. 

We  also  noted  in  2 of  our  patients, 
slight  telangiectasis  but  no  atrophy  of  the 
treated  skin.  In  a period  of  eleven 
months,  1 of  them  was  given  three 
courses  of  985  r to  each  side  of  the  neck, 
a total  to  each  field  of  approximately 
2,955  r.  The  factors  were  200  kv., 
4 ma.,  filter  0.5  mm.  Cu.  plus  1 mm.  Al., 
30  cm.  F.S.D.  The  gland  was  crossfired 
from  a right  and  left  lateral  port  with 
doses  of  240  r,  with  only  one  thyroid  field 
treated  at  a sitting.  The  superior  medi- 
astinum was  also  irradiated.  Two  weeks 
following  the  third  course,  there  de- 
veloped a severe  x-ray  laryngitis  that 
persisted  for  months.  One  year  fol- 
lowing the  last  treatment,  moderate 
telangiectasis  but  no  atrophy  was  noted 
in  the  skin  of  the  right  neck  and  to  a 
slight  extent  also  on  the  left  side.  The 
other  patient  received  2,870  r over  a 
period  of  one  year  with  the  following  fac- 
tors: 200  kv.,  30  ma.,  50  cm.  F.S.D. , 
filtration  0.5  mm.  Ag.  plus  1 mm.  Al. 
The  gland  was  crossfired  from  right  and 
left  lateral  fields  measuring  8X8  cm., 
each  area  being  treated  once  weekly  but 
never  on  the  same  day.  Dosage  varied 
from  100  to  125  r per  treatment.  No 
laryngeal  symptoms  were  noted  during 
the  course  of  treatment.  Thirty-nine 
months  following  the  last  irradiation, 
beginning  telangiectasis  was  observed  in 
the  thyroid  area.  During  the  following 
eighteen  months,  the  telangiectasis  re- 
mained unchanged.  The  skin  showed  no 
evidence  of  atrophy. 

Indirect  complications  which  inter- 
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fered  with  treatment  were  intercurrent 
respiratory  infections,  toxic  fibrillation, 
and  recurrent  decompensation  in  severe 
cardiacs.  Since  our  cases,  with  few  ex- 
ceptions, were  ambulatory  patients,  treat- 
ment was  discontinued  when  such  com- 
plications arose.  With  cardiacs  hos- 
pitalized, such  complications  need  not 
hinder  therapy. 

Material 

Fifty-eight  cases  are  reported,  all  of 
whom  were  personally  followed  for  a 
minimum  of  one  year  and  a maximum 
of  seven  years.  To  simplify  comparison 
with  reports  in  the  literature,  the  cases  are 
listed  under  the  usual  divisions  of  exoph- 
thalmic goiter,  when  associated  with 
exophthalmos;  toxic  hyperthyroidism, 
if  no  eye  signs  were  present;  and  toxic 
adenoma,  when  nodules  were  palpated 
in  the  gland;  recognizing  that  this  is  a 
clinical  grouping  in  common  use  that  is 
not  based  on  any  real  differentiation  in  the 
disease  itself.  The  cases  have  also  been 
listed  according  to  the  degree  of  severity. 
The  occurrence  of  severe  complications 
is  noted.  These  were  severe  myocardial 
disease  of  long  standing,  essential  hyper- 
tension, chronic  nephritis,  diabetes,  and 
gastric  ulcer. 

In  Table  1,  these  groups  are  numeri- 
cally listed  and  further  divided  according 
to  sex: 


TABLE  1 


Exophthalmic 

goiter 

Male 

No.  of  Cases 

With- 

Uncom-  Compli- 
Female  plicated  cations 

Severe 

7 

10 

10 

7 

Moderate 

2 

3 

5 

0 

Mild 

0 

3 

2 

1 

Hyperthyroidism 

Severe 

6 

3 

5 

4 

Moderate 

2 

7 

6 

3 

Mild 

0 

5 

5 

0 

Toxic  adenoma 

Severe 

0 

1 

1 

0 

Moderate 

3 

0 

2 

1 

Mild 

0 

6 

5 

1 

Total 

20 

38 

41 

17 

Analysis  of  Material 

(Tables  1 and  2.)  Table  2 (page  910)  is 
a complete  summary  of  the  cases  from  the 
time  of  admission  through  the  period 
of  follow-up.  The  basal  rate  and  pulse 


headings  give  those  findings  before  treat- 
ment was  instituted.  Classification  of 
severity  is  based  on  a combination  of  the 
above  findings  in  conjunction  with  the 
clinical  severity  of  the  cases.  In  addi- 
tion, a description  of  the  patient’s  nu- 
trition and  eye  features  is  stated  in  order 
to  round  out  the  general  clinical  picture. 

In  the  seventh  column,  the  radiother- 
apy administered  is  described.  The  use 
of  x-ray  therapy  of  the  deep  (200  kv.) 
or  the  medium  type  (140  kv.)  is  indi- 
cated, respectively,  by  the  headings  "D” 
or  “M.”  The  number  of  roentgens  in 
air,  for  the  course  of  treatment,  is  also 
noted.  For  radium  treatment,  the  num- 
ber of  milligram  hours  is  stated,  as  well 
as  the  period  of  administration.  In  the 
two  following  columns,  we  note  the  basal 
rate  and  pulse  rate  findings  upon  com- 
pletion of  each  course  of  treatment. 
These  were  usually  taken  within  a 
month  of  the  close  of  treatment. 

The  following  column,  labeled  “result,” 
is  a summary  of  the  results  achieved. 
These  are  divided  into  three  general 
groups.  Cases  called  “controlled”  are 
those  in  whom  toxicity  receded  and  the 
result  was  sustained.  Those  cases  who 
showed  response  but  in  whom  all  the 
toxic  features  did  not  entirely  recede, 
are  called  “improved.”  Patients  who 
showed  no  improvement  are  listed  as 
“failures.”  Whenever  a recurrence  is 
noted,  it  is  stated  in  this  column.  The 
final  basal  reading  available  in  each  case 
and  the  time  at  which  it  was  taken  after 
treatment  was  instituted  are  also  listed 
for  each  patient. 

Finally,  in  the  last  column,  headed 
“remarks,”  individual  features  of  each 
case,  including  complications  and  our 
comment,  are  given. 

Table  3. — Our  total  results  show  79.5 
per  cent  either  controlled  or  greatly  im- 
proved. This  includes,  (see  following 
page)  a rather  large  number  of  cases  with 
severe  complications,  most  of  whom 
were  at  the  same  time  severely  toxic. 
The  results  as  a whole,  therefore,  com- 
pare favorably  with  other  methods 
of  treatment.  However,  the  following 
should  be  noted : 
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TABLE  3 


No. 

No. 

No.  Controlled 

Markedly 

Moderately 

Improved 

Improved 

No.  of  Failures 

No.  of  cases  of 

exophthalmic  goiter 

25 

Severe 

17 

7 

5 

2 

3 

Moderate 

5 

3 

1 

0 

1 

Mild 

3 

3 

0 

0 

0 

No.  of  cases  of 

hyperthyroidism 

23 

Severe 

9 

4 

2 

1 

2 

Moderate 

9 

7 

1 

1 

0 

Mild 

5 

2 

2 

0 

1 

No.  of  cases  of 

toxic  adenoma 

10 

Severe 

1 

1 

0 

0 

0 

Moderate 

3 

1 

2 

0 

0 

Mild 

6 

3 

2 

0 

1 

Total  cases 

58 

31 

15 

4 

8 

Percentage 

53.5% 

26% 

7% 

13.5% 

1.  Our  total  series  is  small  compared 
with  other  series,  and  included  in  the 
results  is  a group  of  mild  cases.  In  any 
analysis,  whether  of  surgical  or  radio- 
therapeutic  results,  the  question  always 
arises  whether  such  cases  should  be  in- 
cluded, since  the  group  contains  cases 
classified  as  autonomic  imbalance,  psy- 
choneurosis, anxiety  state,  or  goiter 
with  mild  or  questionable  toxicity.  Good 
results  are  obtained  with  these  patients 
by  all  methods  of  treatment.  A truer 
picture  of  results  with  really  toxic  cases 
could  be  obtained  from  the  literature 
were  this  mild  group  subtracted  from 
surgical  and  medical  reports. 

2.  Certain  of  the  cases,  earlier  in  the 
series,  received  too  mild  a course  of  treat- 
ment (1,000  r D.  in  ten  to  twelve  weeks), 
to  a point  where  it  appears  ineffectual 
from  any  theoretic  view.  Within  the 
limits  imposed  by  toxicity,  treatment 
should  be  given  steadily  and  in  fair  doses, 
using  frequent  basal  rate  estimations, 
as  well  as  clinical  evaluation  as  a guide. 

3.  There  was  a total  of  5 recurrences, 
or  8.5  per  cent,  after  a period  of  one  and 
one-half  to  three  years,  occurring  under 
the  circumstances  of  severe  working 
conditions,  combined  with  personal  dif- 
ficulties. Two  of  these  patients  were 
easily  controlled  with  further  radiation. 
One  was  a severe  cardiac  who  was  sent  to 
operation,  and  2 were  lost  sight  of.  It 
was  noted  in  several  instances  that  the 
occurrence  of  acute  upper  respiratory 
infections  caused  a partial  flare-up  of  tox- 
icity that  often  receded  with  a clearing  up 


of  the  infection.  Where  toxicity  per- 
sisted, further  irradiation  was  given. 

Graph  1.— In  Graph  1,  which  was  con- 
structed from  all  the  cases  that  were 
reported,  are  plotted  the  total  basal  figures 
against  the  time  (in  months)  when  they 
were  taken.  The  treatment  periods  are 
also  indicated.  With  onset  of  therapy, 
no  drop  in  B.M.R.  occurred  for  the  first 
two  weeks.  Thereafter,  there  is  a sharp 
fall  which  reaches  a level  about  two  and 
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Graph  1 

one-half  months  after  treatment  was 
begun.  There  then  occurs  usually  a 
slight  rise  in  B.M.R. , due  to  the  cases  not 
controlled  by  the  initial  course  of  treat- 
ment. With  further  therapy  for  this 
group,  the  curve  continues  steadily  down- 
ward, and,  in  completely  controlled 
cases,  a level  in  the  region  of  0 or  slightly 
above  is  reached.  In  this  graph,  the 
curve  is  seen  to  stop  at  the  end  of  the 
year  at  about  + 18.  This  figure,  how- 
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ever,  is  the  composite  result  of  the  failures 
and  recurrences.  Comparison  of  this 
curve  with  that  reproduced  from  the 
paper  of  Holmes  and  Means,  et  al .,21 
shows  a decided  similarity  in  the  two 
curves.  The  sole  difference  is  that  they 
reached  the  final  basal  rate  in  about  four 
months,  whereas  in  our  series  it  was 
reached  more  slowly. 

Graph  2. — Curve  2 is  a composite  of  30 
cases  which  were  well  controlled,  and 
serves  to  show  what  may  be  expected 
as  to  the  course  of  any  case  (in  terms  of 
B.M.R.  changes)  if  the  case  is  responding 
well  to  treatment.  This  series  consisted 
of  patients  with  marked  toxicity,  all 
mild  cases  being  excluded.  The  resulting 
curve  shows  a steady  fall  with  onset  of 
treatment  that  continues  for  four  months. 
At  this  point,  a number  of  cases  showed  a 
slight  rise  and  were  given  further  ther- 
apy. A secondary  and  more  gradual  drop 
is  noted,  reaching,  in  about  ten  months, 
the  final  level  of  these  cases  with  the 
B.M.R.  averaging  +11.  In  this  group  of 
cases  which  responded  well  to  therapy, 
the  B.M.R.,  in  comparison  with  that  of 
the  entire  series  (Graph  1),  shows  that 
the  initial  drop  is  more  sustained,  ap- 
proaching a low  level  at  the  end  of  the 
fourth  month.  The  final  basal  level  is 
also  lower  for  this  group. 

Graph  3. — This  group  consists  of  all 
the  severe  cases  of  exophthalmic  goiter. 
Changes  in  the  basal  rate,  pulse  rate,  and 
weight  while  under  treatment  are  plotted. 

Pulse. — The  pulse  curve  shows  the 
most  characteristic  downward  progres- 
sion. The  variations  in  this  curve  corre- 
spond to  the  changes  in  the  B.M.R. 
curve. 


B.M.R. — The  B.M.R.,  which  aver- 
aged +65  at  the  onset,  shows  a decided 
drop  with  the  first  course  of  treatment, 
with  a tendency  to  remain  elevated 
at  a lower  rate,  about  +33.  Additional 
treatment  lowers  it  further  but  the  final 
level  remains  at  about  +23.  Part  of 
the  elevated  rate,  at  completion  of  treat- 
ment, must  be  ascribed  to  the  inclusion  of 
many  cardiacs  with  hypertension  who 
normally  run  elevated  basals. 

Weight. — The  weight  curve  reflects, 
in  inverted  form,  the  changes  noted  in  the 
curve  of  basal  readings.  At  times  in  the 
individual  case  the  rising  weight  fore- 
shadowed a beginning  improvement, 
when  pulse  rate  and  clinical  examination 
were  still  unchanged.  It  was  observed 
that,  with  the  onset  of  a respiratory  in- 
fection, this  gain  in  weight  was  rapidly 
lost.  The  absence  of  a more  pronounced 
gain  in  weight  for  the  entire  group  must  be 
attributed  to  the  fact  that  these  were 
mostly  outpatients  suffering  from  poor 
home  conditions,  i.e.,  insufficient  food 
and  rest,  and  also  greatly  worried  over 
their  economic  status  (1930-1936).  Hos- 
pitalization of  many  of  these  would  re- 
sult in  more  rapid  control  of  the  disease. 
This  group  also  included  a large  number 
of  cardiacs.  These  patients  gain  weight, 
even  with  improvement  of  their  thyroid 
condition,  much  more  slowly  than  the 
uncomplicated  thyroid  cases.  One  should 
always  make  sure  that  the  gain  in  weight 
of  a cardiac  with  severe  thyrotoxicosis 
is  not  due  to  fluid  retention. 

Discussion 

There  is  considerable  variation  in  the 
percentage  of  cases  of  thyrotoxicosis 
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TABLE  4 

Total 

Cured 


Much 

and 

Im- 

Im- 

Re- 

Year 

Cured 

proved  proved  Failed  curred 

Pub- 

Per 

P V 

Per 

Pa- 

Per 

Author 

lished 

Cases 

cent 

cent 

cent 

ce  nt 

cent 

Remarks 

Holmes  and  Means  (22) 

(U.S.A.) 

1923 

44 

27.3 

36.3 

64 

All  cases  of  exophthalmic  goiter. 

Sielmann  (23) 

(Munich) 

1923 

328 

50.5 

44.5 

95 

12%  were  postoperative  recurrences. 

Sanger  (24) 

(U.S.A.) 

1926 

50 

82 

6 

88 

8 

All  cases  of  exophthalmic  goiter. 

Barclay  and  Fellows  (25) 

1926 

to 

(England) 

1927 

300 

63.3 

25 

88.3 

5 

6.6%  were  lost  sight  of. 

Holzknecht  (26) 

20  to 

80  to 

(Vienna) 

1928 

60 

30 

90 

Groover,  et  al.  (27) 

(U.S.A.) 

1929 

305 

88.8 

8.5 

97.3 

2.6 

1.3 

1.3%  showed  postirradiation  sympto- 

matic hypothyroidism. 

Pfahler  and  Vastine  (28) 

(U.S.A.) 

1930 

326 

57 . 5 

30.5 

88 

12 

0.7 

6.7%  were  postoperative  recurrences. 

Williams  (29) 

(U.S.A.) 

1932 

200 

80.5 

13.5 

94 

6 

4 

Menville  (30) 

(U.S.A.  and  Canada) 

1932 

10,541 

66.2 

21 

87.2 

12.8 

8.4 

Results  of  a questionnaire  to  radiolo- 

gists. 

Don  (31) 

(England) 

1934 

93 

80 

Freid  and  Goldberg 

(U.S.A.) 

1939 

58 

53.5 

26 

79.5 

13.5 

8.5 

controlled  or  greatly  improved,  reported 
from  the  various  radiologic  clinics  (see 
Table  4).  Our  figure  of  79.5  per  cent 
corresponds  closely  to  the  carefully  evalu- 
ated series  reported  by  Don  in  1934, 31 
of  80  per  cent  cured  or  greatly  improved. 
Despite  careful  follow-up,  individualiza- 
tion in  treatment,  and  excellent  technical 
facilities,  we  were  unable  to  achieve  the 
high  percentage  of  cures  reported  from 
some  other  clinics. 

Five  recurrences,  a percentage  of  8.5, 
were  present  in  this  series.  We  list  as  a 
recurrence  the  return  and  persistence  of 
the  toxic  picture  after  it  was  once  con- 
trolled. Reports  from  the  literature  are 
often  vague  as  to  the  frequency  of  recur- 
rence. It  is  difficult  to  classify  these  at 
times,  since  flare-ups  will  occur  in  cases 
under  treatment  that  later  are  completely 
controlled.  They  may  also  occur  in  con- 
trolled cases  and  subside  without  addi- 
tional treatment. 

Menville30  cites  a percentage  of  failures 
of  12.8,  in  10,541  cases  collected  by  ques- 
tionnaire among  the  radiologists  of  the 
U.S.A.  and  Canada.  Our  percentage  of 
13.5  is  close  to  the  general  average. 

The  comparison  of  roentgentherapy 
with  surgery  is  more  difficult.  The  re- 
sults from  the  highly  organized  centers  of 
thyroid  surgery  in  America  are  brilliant, 


varying  from  87  per  cent  to  99  per  cent 
controlled  or  greatly  improved.  A great 
deal  of  thyroid  surgery,  however,  is  done 
casually  outside  of  the  above  centers. 
In  this  connection,  therefore,  the  report 
of  Clark  and  Black  from  Grace  Hospital 
in  Detroit  is  valuable.35  They  noted 
16  per  cent  cured,  40  per  cent  moder- 
ately improved,  34  per  cent  improved,  and 
10  per  cent  recurred,  of  78  patients  re- 
viewed two  and  one-half  years  after 
operation.  Reports  from  such  groups, 
however,  reach  the  literature  only  in 
isolated  instances.  This  indicates  that 
the  results  of  thyroid  surgery  done  by  the 
general  surgeon  do  not  approach  the  re- 
sults of  the  larger  thyroid  centers.  On 
the  basis  of  end  results  alone  and  disre- 
garding mortality,  the  average  case  does 
at  least  as  well  and  better  with  radiother- 
apy than  with  routine  surgery. 

In  our  series,  there  were  no  cases  of 
death  while  under  treatment.  Likewise, 
no  case  went  into  thyroid  crisis. 

The  variation  in  mortality  rate  of 
thyroid  surgery  is  extreme.  At  the 
Lahey  Clinic,  a series  of  3,422  cases  oper- 
ated on  from  1926-1933  showed  a mor- 
tality of  0.6  per  cent.43  Two-stage 
operations  were  done  in  one-third  of 
these  cases.  At  the  same  clinic,  a series 
of  876  cases  of  toxic  adenoma  had  an 
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operative  mortality  of  1.8  per  cent. 
The  average  age  of  patients  in  this  group 
was  greater  than  in  the  first  series.  This 
factor  probably  accounts  for  the  higher 
rate.  Similarly,  at  the  Crile  Clinic,  a 
series  of  1,207  consecutive  operations  on 
patients  under  fifty  had  no  mortality. 
In  1929,  1,279  operations  were  done  with  a 
mortality  of  0.86  per  cent.34  At  the 
Mayo  Clinic,  the  mortality  was  only  0.8 
per  cent  for  a series  of  8,425  cases  oper- 
ated on  from  1925  to  1933. 44 

Turning  from  the  remarkable  results  of 
less  than  1 per  cent  mortality,  at  out- 
standing surgical  clinics,  we  have  Maes’ 
report  of  7 per  cent  mortality  rate  in  a 
series  of  275  cases  occurring  in  a non- 
goiter region.45  Only  half  these  cases  had 
exophthalmic  goiter.  The  series  from 
Grace  Hospital  previously  referred  to, 
had  a mortality  rate  of  6 per  cent.35 
Abroad,  the  reported  mortality  figures 
are  still  higher.  At  the  Edinburgh  Infir- 
mary, the  mortality  was  12.3  per  cent  for 
285  cases,  many  of  only  moderate  sever- 
ity, operated  upon  during  1923- 1933. 41 
Romains’  series  of  900  cases  with  an  oper- 
ative death  rate  of  2.5  per  cent  is  repre- 
sentative of  the  lower  figures  reported 
from  England,46  yet  is  considerably 
higher  than  the  figures  of  Crile,  Lahey, 
etc.  It  is  clear  that  a negligible  opera- 
tive mortality  in  this  disease  can  be  ex- 
pected only  from  highly  organized  centers 
for  thyroid  surgery  where  a large  number 
of  toxic  cases  come  to  operation  each 
year. 

To  quote  Lahey:  “Thyroid  surgery  is 

not  dangerous  surgery  when  it  is  under- 
taken in  organized  groups.  When,  how- 
ever, it  is  done  as  casual  surgery,  such 
as  the  surgery  of  hernia,  fibroid,  ap- 
pendicitis, etc.,  and  without  organization 
for  its  management,  the  mortality  will 
undoubtedly  be  high.”43  Casual  radio- 
therapy is  subject  to  a similar  criticism, 
not  as  to  mortality  but  from  the  stand- 
point of  poor  therapeutic  results. 

These  comparisons  indicate  a distinct 
place  for  radiotherapy  in  the  treatment  of 
toxic  thyroid  disease.  Although  radio- 
therapy cannot  match  the  brilliant  re- 
sults of  the  organized  centers  where  this 


type  of  surgery  is  best  performed,  it  easily 
compares  with  the  therapeutic  results 
of  casual  surgery  and  has  not  the  great 
criticism  of  the  latter’s  mortality  rate 
(6-12  per  cent).  There  is  an  additional 
group  which  is  distinctly  the  province 
of  radiotherapy.  This  group  includes 
cases  refused  operation  by  the  surgeon 
because  of  a complicating  disease,  ex- 
treme toxicity,  advanced  age,  or  poor 
response  to  iodine.  Further,  some  pa- 
tients refuse  operation  and  some  come  to 
radiotherapy  after  an  operative  recur- 
rence. In  a few  instances,  where  the 
surgical  risk  was  great  after  roentgen - 
therapy  the  improvement  was  such  that 
the  patient  could  safely  go  on  to  surgery. 

Summarizing,  it  can  be  said  that  a 
trial  period  of  about  four  months  should 
determine  definitely  the  value  of  roent- 
gen therapy  in  any  given  case.  Our 
patients  are  not  iodinized  prior  to  treat- 
ment, so  that  this  procedure  can  be  re- 
served, should  there  be  resort  to  surgery 
later.  One  great  difficulty  was  the  out- 
patient status  of  our  cases,  which  did  not 
permit  control  of  nutrition,  rest,  and 
emotional  factors,  as  is  possible  under 
surgery.  The  economic  status  of  these 
patients  made  this  a difficult  problem 
during  the  period  of  our  study.  A period 
of  hospitalization  for  severely  toxic  cases 
at  the  beginning  of  treatment  would 
offer  the  best  corrective  of  this  problem. 

Summary 

1.  Fifty-eight  cases  of  toxic  thyroid 
disease  treated  by  radiation  therapy  are 
reported. 

2.  These  cases  were  under  observa- 
tion for  from  one  to  seven  years. 

3.  Thirty-one  cases  or  53.5  per  cent 
were  regarded  as  controlled: 

Fifteen  cases  or  26  per  cent  were 
greatly  improved. 

Four  cases  or  7.0  per  cent  were 
moderately  improved. 

Eight  cases  or  13.5  per  cent  were 
considered  failures. 

Five  cases  or  8.5  per  cent  recurred. 

4.  A comparison  of  results  from  other 
radiologic  clinics  and  from  surgical  clinics 
is  included. 
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Discussion 

Dr.  Bertram  J.  Sanger,  New  York  City — It  is 
always  stimulating  to  us,  who  have  felt  radio- 
therapy offers  such  a simple  and  efficacious  ap- 
proach to  the  treatment  of  thyrotoxicosis,  to  see 
a renewed  interest  in  the  subject.  This  excellent 


clinical  paper  of  Doctors  Freid  and  Goldberg  only 
demonstrates  again  what  results  can  be  obtained 
with  a carefully  followed  group  of  patients. 

This  method  of  therapy  does  not  offer  com- 
plete recovery  in  all  cases  treated;  nor,  for  that 
matter,  does  surgery.  About  20  per  cent  of 
postoperative  cases  in  our  experience  have  come 
to  radiotherapy.  Relatively  about  the  same 
percentage  of  cases  that  had  a sufficient  trial  on 
radiotherapy  were  ultimately  operated. 

Up  to  the  present  time  there  is  no  very  definite 
criteria  to  aid  us  in  the  choice  of  cases.  Special 
studies,  such  as  glucose  tolerance  tests,  creatine 
excretion  studies,  etc.,  gave  us  no  leads.  From  a 
long  experience  in  the  treatment  of  this  disease 
we  have  finally  come  to  feel  that  those  cases  do 
best  where  the  struma  is  not  too  large  and  when 
the  thyrotoxicosis  has  not  existed  too  long. 
It  is  our  general  impression  that  nodular  goiter 
(adenoma)  and  cases  with  substemal  extension 
of  the  struma,  should  not  have  radiotherapy. 
The  latter  often  swell  somewhat  after  exposure 
to  the  roentgen-ray,  and  with  pressure  symptoms 
pre-existing  offer  a real  hazard. 

Our  plan  of  treatment  has  been  rather  more 
fixed  than  that  outlined  in  this  paper.  We 
have  used  a standard  dosage,  given  directly  over 
a single  area  that  includes  the  whole  struma. 
Treatments  are  given  at  intervals  of  three  weeks, 
the  number  of  individual  treatments  being  deter- 
mined by  close  clinical  and  metabolic  checkups 
during  the  course  of  therapy.  It  is  most  im- 
portant for  good  results  to  continue  treatments 
at  these  regular  intervals  without  any  gaps, 
until  the  desired  clinical  and  basal  metabolic 
results  have  been  obtained.  There  is,  however, 
a cumulative  effect  of  the  roentgen-ray  on  the 
overactive  thyroid  mechanism,  and  for  that 
reason  we  discontinue  treatment  when  the 
basal  is  approaching  the  normal  range.  Follow- 
up observations  are  then  made  at  shorter  inter- 
vals and  if  the  basal  metabolism  tends  to  rise, 
treatment  is  resumed  guardedly  until  the  patient 
is  well. 

One  should  not  expect  miracles  from  radio- 
therapy. Many  clinicians,  who  are  inexperi- 
enced in  this  type  of  therapy,  get  discouraged 
after  three  or  four  treatments  if  striking  results 
have  not  been  observed,  and  resort  to  surgery. 
In  our  experience  eight  to  nine  treatments  have 
been  the  average  number  required  for  cure,  the 
range  having  been  from  two  to  twenty-seven. 
Auricular  fibrillation  and  decompensation  need 
not  interfere  with  continuing  treatment,  though 
adequate  medical  measures  for  their  relief  must 
be  instituted.  I want  to  emphasize  again  that 
iodine  in  any  form  should  not  be  given  during  the 
course  of  treatment  with  radiotherapy,  as  it  ob- 
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viously  masks  results  and  makes  it  impossible  to 
evaluate  the  basal  metabolism  as  a guide  to  fur- 
ther therapy. 

This  paper  also  stresses  the  necessity  of 
careful  follow-up  studies  by  the  radiologist  and 
clinician  if  good  results  are  to  be  expected.  The 
basal  metabolism  gives  us  an  excellent  index  of 
thyroid  activity  and  affords  the  best  control 
mechanism  for  outlining  treatment.  As  Doctors 
Freid  and  Goldberg  have  said,  gain  in  weight 
is  one  of  the  first  signs  of  improvement,  and 
this  occurs  often  before  there  is  any  appreciable 
change  in  the  metabolic  rate.  Nervousness, 
sleeplessness,  and  tachycardia  go  later.  Ex- 
ophthalmus  and  excessive  struma  may  entirely 
disappear,  although  in  successfully  treated  cases 
they  may  persist  in  some  degree. 

To  sum  up,  radiotherapy  offers  a simple,  haz- 
ardless approach  to  the  treatment  of  toxic 
thyroid  disease.  For  the  most  part  the  patient 
can  be  treated  ambulatory  and  continue  at  his 
economic  usefulness.  However,  just  as  results 
are  not  as  good  with  casual  surgery  as  with  sur- 
gery in  centers  specializing  in  thyroid  disease, 
so  with  radiotherapy.  Treatment  with  this 
agent  undertaken  by  radiologists  at  large  in  a 
casual  way  without  intense  interest  and  experi- 
ence in  the  procedure  will  only  lead  to  unsatis- 
factory results  and  to  a further  relegation  of  this 
very  useful  and  successful  therapeutic  approach 
to  the  limbo  of  discarded  therapy. 

Dr.  A.  L.  Loomis  Bell,  Brooklyn — I am  sure 
that  we  have  all  enjoyed  hearing  this  very 
excellent  presentation  of  the  roentgen  therapy 
of  toxic  thyroid  disease;  particularly  since  the 
cases  have  been  so  carefully  followed  and  the 
laboratory  work  so  thoroughly  covered. 

This  careful  study  has  demonstrated  very  defi- 
nitely that  the  results  to  be  expected  in  radia- 
tion therapy  are  not  quite  as  good  as  some  surgi- 
cal results,  but  equally  as  good  or  perhaps 
better  than  results  obtained  by  surgeons  inex- 
perienced in  the  handling  of  thyroid  cases.  It 
therefore  seems  to  me  that  the  important  con- 
sideration in  the  treatment  of  toxic  thyroid  dis- 
ease is  not  the  superiority  of  surgery  or  radiation 
therapy  in  the  individual  case  nor  the  merits  of 
either  form  of  therapy  in  the  hands  of  a given 
individual  or  group  of  individuals.  It  is  rather 
the  question  with  which  the  general  practitioner 
is  faced  whenever  one  of  his  patients  is  suffering 
from  toxic  thyroid  disease.  This  question  is, 
how  is  this  patient  to  be  treated?  Shall  I refer 
her  for  surgical  or  radiation  therapy? 


Dr.  Freid  and  Dr.  Goldberg  have,  I think, 
answered  this  question  by  the  statement  of  their 
results  and  the  results  of  others  with  radiation 
therapy,  and  the  comparison  of  these  results  with 
those  obtained  by  special  surgical  clinics  and  by 
the  general  surgeon.  They  have  stated,  and 
properly  so,  that  there  is  no  form  of  treatment 
that  gives  results  as  satisfactory  as  those  ob- 
tained by  surgical  groups  specializing  in  the 
care  of  thyroid  patients.  Furthermore,  they 
have  shown  that  the  results  obtained  by  the 
general  surgeon  are  not  to  be  compared  with 
those  of  the  special  surgeon,  particularly  with 
regard  to  the  mortality  rate. 

They  have  also  stated  that  the  results  from 
radiation  therapy  are  by  no  means  constant, 
and,  with  this  type  of  treatment  as  with  any 
other,  are  subject  to  wide  variations  depending 
upon  the  experience  of  the  individual  radiologist 
with  thyroid  therapy. 

The  general  practitioner  has  been  provided  by 
these  authors  with  an  answer  to  the  questions 
previously  stated.  If  his  patient  is  suffering 
from  toxic  thyroid  disease  and  if  a surgeon  spe- 
cializing in  treatment  of  this  disease  is  available, 
it  is  obvious  that  he  should  refer  the  patient  to 
this  surgeon  for  operation.  If,  however,  no 
such  expert  surgeon  is  available,  he  must  deter- 
mine whether  or  not  there  is  a competent  radi- 
ologist near  at  hand  and  refer  the  patient  for 
radiation  therapy.  By  so  doing  he  is  not 
risking  the  high  mortality  rate  of  general  sur- 
gery, and  he  is  offering  the  patient  a chance  of 
improvement  that  is  equally  as  great  as  that  to  be 
expected  from  the  general  surgeon.  Further- 
more, if  x-ray  therapy  results  in  improvement 
that  is  not  satisfactory,  the  patient  can  be  re- 
ferred for  surgery,  and  even  if  only  slight  im- 
provement has  taken  place,  the  possibility  of  post- 
operative complication  should  be  at  least  propor- 
tionately reduced.  Assuming  that  radiation 
therapy  is  entirely  ineffective,  as  of  course  it 
will  be  in  some  cases,  surgery  is  still  available, 
and  the  risk  should  be  no  greater  than  before  the 
radiation  therapy  was  undertaken. 

In  closing,  I wish  to  state  that  Dr.  Freid  and 
Dr.  Goldberg  deserve  great  credit  for  so  fairly 
stating  the  value  of  radiation  therapy  in  toxic 
thyroid  disease,  and  showing  that  the  choice  of 
therapy  to  be  used  in  the  individual  case  depends 
more  upon  the  quality  of  radiation  therapy  versus 
the  quality  of  surgical  therapy  than  upon  judg- 
ment of  the  basic  value  of  either  form  of  treat- 
ment. 


The  salesman  had  sold  the  tyro  physician  “Fine!  But  bring  me  one  that  is  well 
about  everything  he  needed  for  his  new  office.  worn.” 

“And  oh,  yes,”  he  said,  “you’ll  need  a doormat.” 
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PHYSICAL  MEASURES  IN  THE  TREATMENT 
OF  NEUROLOGIC  CONDITIONS 


Richard  KovAcs,  M.D.,  New  York  City 


Physical  treatment  of  neurologic  dis- 
orders has  made  great  strides  since 
the  time  when  simple  forms  of  hydrother- 
apy were  practiced  for  sedative  o'r  tonic 
purposes  and  the  primitive  electrical  cur- 
rents— the  galvanic  and  faradic — were 
recommended  without  much  rhyme  or 
reason  and  often  as  a convenient  means  to 
disguise  suggestive  therapeutics.  There  is 
now  available  an  almost  bewildering 
multitude  of  newer  physical  agents,  such 
as  low-frequency  currents,  diathermy  and 
short-wave  diathermy,  static  electricity, 
artificial  fever  therapy,  ultraviolet  radi- 
ation, whirlpool  baths,  therapeutic  pools, 
and  exercise  apparatus.  The  potency  and 
controllability  of  these  measures  cannot 
be  doubted  once  a proper  conception  of 
their  primary  physical  and  secondary 
physiologic  effects  is  established  and  once 
they  are  linked  up  with  a definite  diag- 
nosis and  a general  line  of  therapeutic  en- 
deavor. * They  serve  in  the  large  majority 
of  cases  as  adjuvants  in  giving  comfort, 
decreasing  the  use  of  sedative  medication, 
and  maintaining  or  restoring  function, 
and  in  a few  instances  they  serve  for  treat- 
ment direct  to  the  underlying  cause.  A 
comprehensive  table  of  Veraguth1  pre- 
sents the  changes  in  the  nervous  system 
and  their  relation  to  problems  of  treat- 
ment. 

Neuritis  and  Neuralgia 

In  neuritis  with  its  great  variety  of 
etiologic  factors,  as  shown  in  the  table  of 
Cobb  and  Coggeshall,2  a large  variety  of 
therapeutic  approaches  has  been  estab- 
lished. Physical  measures  applied  in  con- 

*  This  presentation  vtfill  confine  itself  to  those  condi- 
tions in  the  treatment  of  which  physical  agents  play  or 
should  play  an  important  role.  It  will  present  some  of 
the  newer  methods  and  trends  of  physical  treatment  but 
because  of  limitation  of  space,  will  not  include  details 
of  technic. 


nection  with  efforts  directed  to  remove 
the  exciting  cause  serve  for  constitutional 
effects  in  generalized  neuritis  and  for  re- 
lief of  pain  and  paralysis  in  localized 
neuritis.  The  dividing  line  between  neu- 
ritis and  neuralgia  is  at  times  not  quite 
definite  and  from  the  standpoint  of  physi- 
cal therapy  the  same  principles  of  pro- 
cedure apply. 

In  polyneuritis  of  a rheumatic  or  toxic 
type  general  heat  measures — electric  cabi- 
net baths,  hot  baths — are  indicated  for 
stimulation  of  metabolism  and  increased 
“elimination.”  Artificial  fever  therapy — 
the  rationale  of  which  will  be  discussed 
later  on — is  justified  in  severe  or  resistant 
types  and  has  been  favorably  reported 
on  recently  by  clinicians  (Bennett  and 
Cash).3  Only  mild  fevers  of  103  to  105  F. 
for  two  to  four  hours  each  for  two  to  six 
treatments  are  indicated.  Due  care  is 
essential  to  prevent  burns  because  of 
anesthetic  parts  of  limbs. 

In  localized  neuritis  caused  by  trauma 
or  pressure  physical  measures  should  be 
instituted  from  the  outset  while  a search 
for  the  exciting  cause  is  carried  on.  Rest 
and  relaxation  of  the  affected  area  by 
bed  rest,  light  splinting,  or  a sling  are 
simple  and  effective  measures.  It  is  in- 
deed quite  a question  whether  in  acute 
neuritis  with  very  severe  pain,  the  relief 
obtained  by  any  form  of  office  treatment 
is  worth  the  effort  and  risk  of  going  about 
to  procure  it.  Home  treatment  by  sim- 
ple physical  measures  or  portable  ap- 
paratus now  helps  to  solve  the  problem. 
Mild  local  heating  is  the  main  standby 
for  giving  relief  from  pain.  Its  action  is 
two-fold  because  it  not  only  brings  about 
direct  sedation  of  sensory  nerve  endings, 
but  also  relieves  the  exaggerated  defense 
mechanism  of  muscle  spasm.  This  action 
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explains  why  more  penetrating  forms  of 
heating — diathermy  and  short-wave  dia- 
thermy— are  more  effective  than  hot  com- 
presses and  bakers.  The  intermittent 
use  of  radiant  heating  from  a simple 
heat  lamp  or  infrared  generator  may 
serve  for  home  use.  In  very  acute  cases 
sedative  medication  often  cannot  be 
avoided,  but  can  be  tapered  off  as  relief 
by  physical  measures  takes  hold. 

In  subacute  cases  heat  treatment  may 
be  followed  or  supplemented  by  mild 
counterirritation  of  the  skin ; for  this  pur- 
pose the  Oudin  or  monoterminal  high-fre- 
quency current,  the  plain  galvanic  cur- 
rent or  ionization  with  vasodilating  drugs, 
or  local  ultraviolet  in  mild  sunbuming 
doses  may  be  employed.  Mechanical 
measures  such  as  gentle  massage  and 
muscle  exercising  currents  are  best  re- 
served for  selected  chronic  cases  where 
the  exercise  of  flabby  muscles  and  the 
breaking  up  of  fibrotic  nodules  or  peri- 
neuritic  adhesions  may  be  indicated. 

Bell's  palsy  due  to  neuritis  of  the  facial 
nerve  is  of  special  interest  because  of  the 
favorable  possibilities  of  early  treatment 
by  physical  means.  It  has  been  shown 
that  edema  in  a nerve  trunk  may  inter- 
rupt the  passage  of  nerve  impulses  along 
the  axons,  especially  if  the  edema  happens 
to  be  at  a point  at  which  the  nerve  is 
passing  through  a bony  canal  (Cobb  and 
Coggeshall).2  The  effect  of  exposure  of 
the  facial  nerve  brings  on  edema  that 
blocks  the  facial  canal  near  the  point  of 
exit  and  presses  on  the  facial  nerve.  This 
etiology  offers  the  possibility  of  a quick 
absorption  of  the  edema  by  suitable 
physical  measures,  as  has  been  amply 
proved  by  clinical  experience  of  the 
author  and  that  of  other  clinicians.  It 
also  explains  the  number  of  spontaneous 
recoveries  within  a few  days  or  weeks, 
with  absence  of  the  reaction  of  degenera- 
tion in  the  so-called  light  cases.  On  the 
other  hand,  in  untreated  or  originally 
severe  cases,  secondary  involvement  of 
the  nerve  fibers  occurs  due  to  continued 
pressure  and,  according  to  the  extent  of 
the  nerve  degeneration,  a condition  last- 
ing from  a few  weeks  to  a year  and  lead- 


ing possibly  to  permanent  atrophy  of 
some  of  the  smaller  muscles  may  ensue. 
On  the  basis  of  these  facts,  the  immediate 
application  of  “ deconges tive”  measures  in 
cases  of  Bell’s  palsy  seems  rational  and 
the  usually  quick  and  uncomplicated  re- 
covery of  cases  treated  from  the  onset 
makes  it  evident  that  the  former  dictum, 
that  no  treatment  and  especially  “no  elec- 
tricity’’ should  be  administered  during 
the  early  period,  is  obsolete. 

Treatment  should  begin  in  all  cases 
with  a superficial  thermal  measure  such 
as  the  radiation  from  a small  luminous 
heat  or  infrared  generator.  An  exposure 
of  from  twenty  minutes  to  one-half  hour 
also  serves  to  relieve  pain  if  present.  The 
comfort  given  by  diathermy  or  short-wave 
diathermy  is  even  more  marked.  The 
measure  of  choice  for  “decongestion”  is 
the  static- wave  current ; besides  the 
electrokinetic  effects  under  the  electrode 
it  also  brings  about  painless  contraction 
of  all  affected  muscles.  Its  often  re- 
peated effect  in  clearing  up  the  condi- 
tion in  a comparatively  short  time  may 
be  explained  by  the  dispersion  of  the 
congestive  infiltration  around  the  nerve 
trunk.  In  a consecutive  series  of  some 
12  cases  treated  from  the  beginning, 
the  author  has  not  seen  one  develop  the 
reaction  of  degeneration.  Strapping  or 
other  means  to  prevent  sagging  of  the 
affected  side  should  be  employed  at  once. 
In  the  absence  of  a static  apparatus  mild 
stimulation  by  a surging  low-frequency 
current  may  be  used. 

If  the  patient  reports  late,  i.e.,  after  ten 
days,  electrical  testing  is  important  for 
the  prognosis  of  the  probable  duration, 
for  it  will  allow  differentiation  between 
light  cases  lasting  a few  weeks  and  mod- 
erately severe  cases  in  which  recovery 
may  take  from  three  to  nine  months.  In 
these  severe  cases  physical  treatment  con- 
sisting of  a thermal  measure  followed  by 
electrical  muscle  stimulation  by  a low- 
frequency  current — preferably  the  slow 
sinusoidal — will  comfort  the  patient  and 
tend  to  maintain  some  of  the  contractility 
of  the  paralyzed  muscles.  It  will  not  pre- 
vent atrophy  of  some  of  the  intrinsic  mus- 
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cles  and  neither  will  it  prevent  the  occur- 
rence of  contracture  in  a small  percentage 
of  cases.  If  a tendency  shows  toward 
contracture,  instead  of  electrical  stimula- 
tion, only  mild  heating  and  gentle  strok- 
ing massage  should  be  employed. 

Brachial  neuritis,  intercostal  neuralgia, 
and  the  sciatic  syndrome  may  receive 
physical  treatment  along  the  general  lines 
already  described.  In  alcoholic  poly- 
neuritis weakness  of  the  lower  extremities 
usually  responds  well  to  muscle  stimula- 
tion by  a surging  faradic  current. 

In  trifacial  neuralgia  physical  treatment 
as  a rule  is  not  very  satisfactory.  A vari- 
ety of  measures  are  recommended  but 
there  are  no  controlled  statistical  studies 
available  as  to  their  effectiveness.  Theo- 
retically, deep  heating  by  short-wave 
diathermy  should  be  able  to  relieve 
arterial  spasm — one  of  the  suspected  main 
factors  in  the  condition.  In  intercostal 
neuralgia , radiant  heat  or  diathermy  com- 
bined with  ultraviolet  irradiation  or  the 
Oudin  current  for  counterirritation  and, 
in  early  cases,  with  the  static  brush  dis- 
charge are  usually  helpful.  In  localized 
neuritis  of  the  external  cutaneous  nerve 
of  the  thigh  known  as  meralgia  paresthe- 
tica there  is  presumably  a fibrositis,  pres- 
sure on  the  nerve  as  it  passes  through  a 
fibrous  tunnel  of  the  fascia  lata.  Radiant 
heating  followed  by  mild  Oudin  applica- 
tion usually  relieves  this  condition  in  a 
few  treatments. 

Pressure  upon  spinal  nerve  roots  with 
subsequent  radicular  symptoms  is  still 
debated  by  some  clinicians  in  the  recent 
literature.  Wentworth,4  in  discussing 
the  treatment  of  back  injuries,  states  that 
one  may  accept  that  the  posterior  primary 
division  of  the  spinal  nerve  winds  closely 
over  the  ligamenture  of  the  articulation, 
and  that  any  inflammation  of  the  joint 
may  institute  radiating  pain;  but  that 
there  is  direct  pressure  upon  the  nerve 
roots  appears  improbable;  there  would 
seem  to  be  ample  space  for  the  nerve  in 
any  spinal  position.  Oppenheimer,5  on 
the  other  hand,  believes  that  the  oc- 
currence of  neuritic  pain  suggesting  spinal 
arthritis  has  often  been  found  due  to 


segmental  neuritis  resulting  from  com- 
pression of  the  nerve  roots  by  narrowing 
of  the  intervertebral  foramina.  The 
author  has  been  able  in  a fairly  large 
number  of  cases  referred  with  such  symp- 
toms to  give  relief  by  deep  thermal 
measures — diathermy  and  short-wave  dia- 
thermy— followed  by  massage  and  static 
sparks.  In  a number  of  the  cervical  cases 
the  application  of  head  traction  or  at  least 
suitable  bracing  is  essential. 

Fibrositis  and  Myositis 

Fibrositis  has  been  defined  as  the  re- 
action of  the  fibrous  supporting  tissues  of 
the  body  to  extraneous  poisons,  which  may 
be  bacterial  or  toxic.  It  occurs  in  per- 
sons who  may  be  constitutionally  disposed 
to  such  a reaction.  This  reaction  may  be 
acute  or  chronic  and  may  include  inflam- 
matory changes  in  muscles,  tendons, 
bursas,  and  nerve  sheaths.  Fibrositis  in 
the  sheath  of  a nerve  trunk  must  be  dif- 
ferentiated from  toxic  neuritis.  This  now 
more  and  more  generally  accepted  con- 
ception of  fibrositis,  accounts  for  many 
borderline  cases  between  medicine  and 
neurology.  It  also  offers  a potent  field 
for  the  employment  of  physical  measures 
for  general  treatment  to  counteract  the 
constitutional  factors  and  for  local  treat- 
ment to  relieve  pain  and  stiffness.  The 
general  measures  are  the  same  as  those 
described  for  neuritis. 

In  the  local  treatment  attention  should 
be  directed  to  an  effort  to  remove  the 
cause  of  local  symptoms:  the  fibrositic 
nodule,  which  is  considered  a tissue  re- 
action to  the  circulating  toxins  and 
appears  histologically  similar  to  the 
Aschoff  bodies  described  in  the  myo- 
cardium. Recent  contributions,  includ- 
ing those  from  the  Mayo  Clinic  (Krusen,6 
Slocumb7),  corroborate  the  fact,  empiri- 
cally established  long  ago,  that  it  is 
possible  in  the  chronic  state  to  “rub  out” 
the  nodule  by  manipulative  treatment, 
kneading  massage.  The  author  found 
contractile  forms  of  electrical  currents 
such  as  faradic  or  static  effective.  The 
diagnosis  of  a fibrositis  may  be  made  on 
the  basis  of  typical  pain  and  stiffness, 
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following  exposure  to  cold  or  strain  or 
coming  on  insidiously  in  a patient  with  a 
rheumatic  tendency.  In  other  cases,  one 
may  locate  in  the  relaxed  structures 
typical  bands  or  nodules,  often  acutely 
tender.  When  the  nodule  is  situated  in 
muscle  fibers,  pressure  upon  it  will  often 
induce  a reflex  contraction  of  the  muscles. 

In  the  constitutional  treatment  of 
fibrositis  and  myositis,  general  thermal 
measures  are  of  paramount  importance. 
It  is  the  instinctive  desire  of  these  rheu- 
matic sufferers  for  a general  regime  of 
elimination,  relaxation,  and  upbuilding, 
which  fills  many  of  the  health  resorts. 
Unfortunately,  in  this  country,  medically 
well-directed  health  resorts  are  not  yet 
as  numerous  as  they  should  be. 

Nerve  Injuries 

The  importance  of  physical  treatment 
in  nerve  injuries  is  well  established. 
Pollock8  states  that  “when  a primary  or 
secondary  suture  is  indicated  immedi- 
ately, physiotherapeutic  treatment  must 
assist  the  operative  procedure.  When  it  is 
felt  advisable  to  defer  the  operative  pro- 
cedure, physical  therapy  must  be  initiated 
promptly  to  the  end  that  when  the  nerve 
regenerates,  it  will  activate  a mecha- 
nism capable  of  adequate  movement.” 
Contrary  to  an  erroneous  conception 
existing  in  some  minds,  there  is  no  electri- 
cal test  available  that  will  ascertain 
whether  or  not  there  is  a separation  of 
nerve  fibers  to  such  an  extent  that  spon- 
taneous regrowth  is  impossible.  In  case 
of  penetrating  injuries  the  surgeon  must 
decide  on  purely  anatomic  considerations 
whether  to  make  an  immediate  nerve 
suture  or  not. 

Among  physical  measures  indicated 
in  nerve  injuries  the  intelligent  use  of 
splinting  is  one  of  the  most  important 
ones.  It  is  regrettable  to  see,  every  so 
often,  a person  with  a drop  foot  or  drop 
wrist  referred  for  electrotherapy  in  whom 
no  splinting  of  any  sort  has  been  em- 
ployed. Even  the  most  painstaking  form 
of  electrical  exercise  applied  for  a short 
period  daily,  cannot  possibly  overcome 
the  potential  harm  caused  by  the  con- 


tinuous drag  of  the  antagonists  when 
proper  splinting  is  neglected.  On  the 
other  hand,  splinting  should  not  be 
kept  up  indefinitely,  as  prolonged  im- 
mobilization in  itself  will  cause  peri- 
articular joint  changes  and  muscle 
atrophy.  Many  patients  have  been  in- 
capacitated by  the  fibrosis  that  has  re- 
sulted from  the  prolonged  and  uninter- 
rupted use  of  splints. 

Other  physical  measures  indicated  are 
as  follows:  “massage  to  improve  the 

nutrition  of  the  parts,  to  prevent  adhe- 
sions of  scars  and  fibrosis  and  to  conserve 
the  bulk  of  the  muscles;  passive  move- 
ments to  prevent  deformity  from  shorten- 
ing, interphalangeal  fibrosis,  ankylosis 
of  joints;  active  exercise  to  conserve  the 
unparalyzed  muscles,  to  stimulate  cir- 
culation, to  educate  synergistic  muscles  to 
assume  the  function  of  paralyzed  muscles ; 
electrotherapy  to  conserve  the  vitality, 
prevent  complete  atonia  and  increase  the 
contractility  of  paralyzed  muscles,  and 
hydrotherapy  and  thermotherapy  to  assist 
in  nutritional  conservation  and  to  facili- 
tate other  methods  of  treatment.”  (Pol- 
lock.) 

The  judgment  of  an  experienced  physi- 
cian usually  combined  with  the  skill  of  an 
expert  technician  is  required  to  carry  on 
the  physical  treatment  of  a severe  nerve 
injury  through  its  various  stages.  Atten- 
tion must  be  drawn  to  the  danger  of 
burns  following  the  application  of  heat- 
ing measures  by  unskilled  hands  over 
an  area  with  lessened  or  totally  lacking 
sensibility.  In  the  average  case  of  nerve 
injury  in  extremities  the  warm  whirl- 
pool bath  appears  as  the  safest  heating 
measure. 

Degenerative  Conditions 

In  this  group  one  may  include  such 
conditions  as  general  paresis,  locomotor 
ataxia,  and  multiplex  sclerosis  in  which 
there  occurs  degeneration  of  the  highly 
differentiated  elements  of  the  central 
nervous  system  at  times  preceded  by  a 
primary  inflammation.  No  restoration  of 
these  elements  by  any  form  of  treatment 
can  be  expected.  Hydro-  and  thermo- 
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therapy,  massage,  exercise,  and  various 
physical  agents  can  be  usefully  employed 
for  symptomatic  relief  or  for  general 
roborant  effect. 

In  recent  years  hyperpyrexia  by  physi- 
cal means  has  added  a potent  new  weapon. 
Its  rationale  is  well  established  in  condi- 
tions caused  by  such  thermolabile  organ- 
isms as  the  different  strains  of  gonococci. 
So  far  as  syphilitic  affections  are  con- 
cerned the  high  thermal  death  point  of 
the  spirochaeta  pallida  does  not  allow 
for  such  simple  interpretation.  Investi- 
gators like  O’Leary9  and  Neymann10 
conclude  that  fever  therapy  affects  the 
stimulation  of  the  natural  defensive 
mechanism  of  the  body,  but  the  nature  of 
these  biologic  phenomena  is  at  present 
still  unknown.  In  contrast  to  the  sus- 
tained very  high  temperatures  indicated 
in  gonorrheal  infections,  in  many  of  the 
central  nervous-system  affections  only 
moderately  high  fevers  (from  104  to 
105  F.)  sustained  from  three  to  five  hours 
and  repeated  once  or  twice  a week  are 
indicated. 

In  general  paresis  a recent  survey  by 
Neymann10  shows  that  out  of  908  cases 
treated  by  a number  of  clinicians  by 
electropyrexia,  28  per  cent  showed  com- 
plete remission  and  35  per  cent  were 
improved;  2.5  per  cent  died  as  a result 
of  the  treatment.  Fever  therapy  by 
physical  means  is  less  hazardous  and 
there  appears  to  be  no  other  proved 
effect  of  malarial  inoculation  except  that 
of  producing  fever.  Hinsie  and  Blalock11 
observed  326  patients  for  ten  years  and 
found  most  favorable  clinical  and  sero- 
logic results  in  those  paretics  who  re- 
ceived either  form  of  fever  therapy 
followed  by  chemotherapy. 

In  locomotor  ataxia  results  similar  to 
paresis  have  been  reported  with  fever 
therapy;  a tabulation  by  Neymann 
shows  54  to  60  per  cent  improvement  in 
90  cases.  The  author  has  also  been  able 
to  achieve  about  the  same  percentage  of 
improvement  in  a small  series  of  cases. 
It  seems  advisable  that  fever  treatment 
should  be  used  mainly  in  progressive 
cases  that  appear  clinically  and  biologi- 


cally resistant  to  the  usual  specific  treat- 
ment; it  appears  useful  in  relieving 
tabetic  pains  especially  in  those  cases 
that  are  characterized  by  repeated  shoot- 
ing pains  or  gastric  crises;  it  is  also 
recommended  in  tabetic  optic  atrophy. 

In  multiple  sclerosis  a fair  percentage  of 
improvement  by  fever  treatment  has 
been  observed  by  several  clinicians,  in- 
cluding the  author.  Hence,  in  spite  of 
the  well-known  spontaneous  remissions 
in  this  condition,  the  routine  use  of  a 
series  of  fever  treatments  seems  indicated. 

One  may  append  here  the  striking  re- 
sults reported  in  recent  years  by  fever 
therapy  in  chorea  minor.  Sutton  and 
Dodge12  found  that  it  was  possible  to  cut 
short  an  attack  of  chorea  with  one  or 
two  treatments,  especially  when  cases 
were  treated  early  regardless  of  their 
severity.  Endocarditis  appears  not  to  be 
a contraindication  to  fever  treatment. 

Hemiplegia 

Physical  treatment  has  a definite  place 
in  the  treatment  of  hemiplegia  following 
arterial  obstruction  or  hemorrhage;  it 
serves  for  the  early  rehabilitation  and  re- 
education of  affected  extremities,  for 
hastening  convalescence  and  restitution, 
and  for  contributing  to  mental  ease.  In 
the  first  week  of  hemiplegia  while  the 
patient  may  be  still  in  bed,  the  applica- 
tion of  radiant  heat  to  the  affected  arm 
or  leg  will  comfort  the  paralyzed  limbs. 
Faulty  positions  of  the  joints  with  sub- 
sequent contractures  are  prevented  by 
simple  splinting  measures  and  frequent 
changes  in  position.  Passive  movements 
should  be  performed  early  and  be  ac- 
companied by  gentle  stroking  massage. 
As  soon  as  some  muscular  power  has 
returned,  the  patient  should  be  instructed 
to  re-educate  the  antagonistic  movement 
at  the  joints,  thus  counteracting  the  tend- 
ency to  contracture. 

In  the  subacute  stage,  one  can  endeavor 
to  use  physical  measures  for  improving 
the  vasomotor  and  sensory  disturbances 
and  the  spastic  paralysis.  Graduated 
muscular  contractions  by  a surging  low- 
tension  electric  current  combined  with 
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gentle  massage  and  suitable  exercise 
serve  for  this  purpose.  For  relieving 
paraesthesias  and  other  disturbing  sensa- 
tions, the  monoterminal  high-frequency 
(Oudin)  current  applied  through  a con- 
denser electrode  to  the  limbs  is  quite 
useful.  In  institutions  equipped  with 
therapeutic  pools  efforts  have  been  made 
to  re-educate  and  relax  the  spastic 
muscles  by  carefully  graduated  exercises 
in  the  warm-water  tank. 

In  late  years  an  increasing  amount  of 
work  has  been  done  with  physical  agents 
directed  to  the  brain  in  the  subacute  and 
chronic  stage  of  hemiplegia.  The  author13 
has  for  many  years  found  clinical  bene- 
fit from  cerebral  galvanism  in  hemi- 
plegics  complaining  of  headache  and 
dizziness,  not  due  to  persistance  of  high 
blood  pressure.  The  results  may  be 
due  either  to  a direct  influence  upon  the 
circulation  of  the  brain  or  to  reflex  stimu- 
lation from  the  periphery.  Martucci,  et 
al.,u  have  found  considerable  benefit  from 
cerebral  diathermy  while  French  authors 
have  reported  a favorable  influence  on 
contractures,  gait,  and  speech  by  the  new 
method  of  short-wave  diathermy.  Fi- 
nally, Bourguignon15  and  Cross16  have  re- 
ported definite  improvement  in  chronic 
hemiplegia  by  “transcerebral”  ionization 
with  calcium  chloride.  The  ingenious 
method  of  Bourguignon  consists  of  pass- 
ing a galvanic  current  through  the  closed 
eyelid  toward  the  occiput.  This  observer 
claims  that  calcium  ions  are  introduced 
down  the  optic  nerve  to  the  base  of  the 
brain  and  diffuse  through  the  brain  tissue. 
Such  reports  from  widely  divergent 
sources  would  indicate  the  need  of  con- 
trolled clinical  studies  to  evaluate  this 
method  of  electrical  treatment  to  the 
brain. 

Conclusions 

The  review  of  the  large  variety  of 
physical  measures  available  in  neurologic 
conditions  indicates  that  they  form  a 
valuable  adjunct  in  treatment.  Many 
of  these  measures  can  be  applied  by  the 
general  practitioner  and  the  neurolo- 
gist, others  are  reserved  for  those  espe- 


cially skilled  and  equipped,  or  for  insti- 
tutional use.  In  all  instances,  however,  it 
is  important  that  physical  measures  be 
employed  on  the  basis  of  a working 
diagnosis  and  with  a definite  conception 
of  their  physical  and  physiological  effects. 
Likewise  in  all  cases  proper  technic  of 
application  is  essential  for  safety  and 
efficiency.  For  the  sake  of  the  more 
extended  and  rational  utilization  of  these 
important  agents,  it  is  highly  desirable 
that  there  be  a close  cooperation  between 
the  diagnostic  work  and  controlling 
observation  of  the  neurologist  and  the 
clinical  judgment  and  technical  knowledge 
of  the  physical  therapist. 

2 East  88th  Street 
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Discussion 

Dr.  Joseph  E.  J.  King,  New  York  City. — In 
discussing  this  paper  I shall  limit  my  remarks 
for  the  most  part  to  organic  lesions  for  which 
neurosurgical  procedures  have  been  done  or  are 
anticipated.  The  use  of  electric  cabinet  baths, 
hot  baths,  artificial  fever  therapy,  diathermy, 
low-frequency  currents,  etc.,  in  the  treatment  of 
neuritis,  neuralgia,  Bell’s  palsy,  myositis,  de- 
generative conditions,  etc.,  have  been  described 
by  Dr.  Kovacs,  and  are  fairly  well  known,  but  I 
have  had  no  experience  in  these  conditions  worth 
mentioning. 

I wish  to  emphasize  what  the  speaker  has  said 
regarding  the  use  of  physical  measures  in  the 
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broad  sense  to  peripheral  nerve  lesions,  mono- 
or  hemiplegias,  or  pareses  associated  with  brain 
lesions — tumors,  abscesses,  and  those  of  trau- 
matic origin — and  paraplegia  and  quadriplegia 
associated  with  spinal-cord  tumors,  cysts,  and 
trauma. 

The  first  most  outstanding  emphasis  or  im- 
petus toward  physiotherapy  in  my  experience 
was  in  the  neurosurgical  services  in  the  World 
War.  The  number  of  peripheral  nerve  injuries 
and  paralyses  by  gunshot  and  other  trauma  was 
large.  This  afforded  a splendid  opportunity  for 
organization  of  large  and  at  that  time  rather 
well-equipped  departments  of  physiotherapy 
both  as  regards  equipment  and  personnel. 
Occupational  therapy,  which  is  but  a form  of  the 
subject  under  consideration,  also  was  developed 
to  a high  degree. 

I heartily  agree  with  the  speaker’s  quotations 
from  Pollock,  especially  that  “physical  therapy 
must  be  initiated  promptly  (and  I might  add 
continued  for  a long  time)  to  the  end  that  when 
the  nerve  regenerates  it  will  activate  a mecha- 
nism capable  of  adequate  movement.”  This  is 
most  important.  It  is  no  surgical  triumph  to 
effect  a good  nerve  suture  and  neglect  the 
muscle,  ligaments,  and  joints  of  the  extremity 
supplied  by  the  nerve,  resulting  in  a useless  face, 
hand,  arm,  foot,  or  leg. 

One  of  the  most  outstanding  examples  of 
implicit  faith  on  the  part  of  both  patient  and 
therapeutist  was  the  almost  interminable  visits 
of  the  patient  to  the  department  of  physical 
therapy  for  treatment  following  neurolysis  of  a 
nerve  for  partial  paralysis  or  nerve  suture  after 
complete  division.  This  treatment  was  con- 
tinued for  months  with  no  apparent  improvement 
from  day  to  day.  Still  it  was  continued.  Obser- 
vation of  the  large  number  of  patients  with  these 
injuries  at  Cape  May  and  Fox  Hills  proved  the 
efficacy  of  physical  measures,  which  are  now  so 
much  improved. 

Splinting  has  been  referred  to.  This  is  most 
important  to  prevent  stretching  or  overstretch- 
ing of  the  paralyzed  muscles  by  the  opposing 
unaffected  group  or  groups.  Attention  has 
been  called  to  the  fact  that  these  splints  should 
be  readily  removed  for  the  purpose  of  using  the 
various  forms  of  physical  therapy  and  that  they 
should  not  be  left  in  position  for  an  uninter- 
rupted long  time.  The  damages  produced  by 
prolonged  and  continued  splinting  may  decidedly 
outweigh  the  advantages.  The  most  suitable 
splints  used  by  us  were  devised  at  Cape  May  by 
Dr.  Robert  Buerki,  now  Medical  Director  of 
the  University  Hospital,  Madison,  Wisconsin. 
I refer  to  those  used  for  paralyses  of  nerves  of  the 
upper  and  lower  extremities.  All,  with  the  ex- 


ception of  the  airplane  splint,  were  made  of 
bronzed  steel  wire,  about  No.  9 size,  and  were 
light,  and  yet  strong  enough  to  maintain  proper 
position.  They  were  fitted  with  cuffs,  straps, 
and  buckles  and  could  be  removed  as  easily 
and  quickly  as  a glove.  Some  other  splints  are 
so  heavy  and  cumbersome  that  it  is  almost  like  a 
“tug-of-war”  to  get  them  on  and  off. 

Massage,  electrical  stimulation,  manipulation, 
baths  of  all  kinds,  mechanical  apparatus,  etc., 
have  proved  effective  in  maintaining  the  nutri- 
tion of  the  parts,  preventing  fibrosis,  ankylosis, 
and  atonia.  However,  active  motion  or  attempts 
at  active  motion  in  an  incompletely  paralyzed 
muscle  or  groups  of  muscle  are  of  the  greatest 
value  in  restoration  of  function.  The  controlled 
use  of  various  kinds  of  tools  in  a workshop  is  to 
be  commended  as  well  as  other  exercises,  espe- 
cially in  swimming  pools  where  the  drag  against 
gravity  is  lessened. 

What  has  been  said  about  peripheral  nerve 
injuries  likewise  applies  to  the  plegias  and 
parases  associated  with  brain  and  cord  lesions. 
I do  not  know  of  any  form  of  physical  therapy 
that  benefits  the  patient  suffering  from  tic 
douloureux  or  major  trigeminal  neuralgia. 

The  intelligent  use  of  physical  measures  in 
the  cases  with  which  we  have  to  deal  is  heartily 
indorsed. 

Dr.  John  H.  Nolan,  New  York  City — We  are 
indebted  to  Dr.  Kovacs  for  his  sane  and  conserv- 
ative presentation  of  his  subject.  All  that  we 
can  expect  of  physiotherapy  is  the  relief  of  pain 
and  conservation  of  muscle  tone. 

Generally  speaking,  doctors  have  very  little 
faith  in  the  management  of  nervous  diseases — 
partly  because  they  have  been  taught  to  believe 
that  nerve  tissue  once  diseased  cannot  regain 
function  and  partly  because  of  inadequate  in- 
structions in  physiotherapy. 

It  is  true  that  nerve  tissue  cannot  regenerate — 
but  how  is  anyone  to  know  that  there  is  com- 
plete destruction.  We  all  know  that  many 
disorders  characterized  by  inflammation,  hemor- 
rhage, thrombosis,  etc.,  have  an  accompanying 
edema  that  disturbs  function  quite  as  much  as 
actual  destruction.  While  this  pressure  edema 
is  subsiding  many  things  can  be  done  to  keep 
the  paralyzed  muscles  in  optional  condition  for 
regaining  function,  such  as  splinting,  light 
massage,  passive  motion. 

Dr.  Kovacs  says  that  the  dividing  line  be- 
tween neuralgia  and  neuritis  is  at  times  not 
quite  definite.  This  should  not  be.  Neuritis 
is  unfortunately  a name  given  to  almost  any 
kind  of  a pain  on  the  surface  of  the  body,  whether 
of  nerve,  muscle,  or  bone.  To  be  brief,  neuritis 
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is  a disorder  characterized  by  pain,  sensory 
disturbances,  muscular  weakness,  and  paralysis. 
Neuralgia  is  an  irritative  phenomenon  with 
paroxysmal  pain  along  the  distribution  of  ana- 
tomic nerve  supply.  Neuritis  requires  bed 
rest  and  soothing  baths.  Neuralgia  requires 
diathermy  and  counterirritation. 

At  this  point  I wouid  like  to  emphasize  the 
value  of  early  diagnosis  in  the  treatment  of 
neuritis.  On  July  2,  1935,  a 40-year-old  man 
presented  himself  complaining  of  numbness  in 
the  hands  and  feet  of  two  weeks’  duration, 
which  was  gradually  becoming  more  trouble- 
some. He  was  accustomed  to  consume  a con- 
siderable amount  of  alcohol. 

On  examination:  briefly,  he  presented  a 

slight  ataxia  of  the  left  hand,  the  right  being 
normal.  The  deep  reflexes  showed  only  the 
absence  of  the  Achilles.  There  was  weakness  in 
extension  in  both  hands  as  well  as  grasp.  There 
was  no  disturbance  in  the  muscle  status,  except 
extreme  tenderness  in  the  calf  of  the  muscles. 
Sensory  examination  showed  a glove  and  stock- 
ing type  to  touch,  pain,  and  temperature  in  the 
hands  and  feet,  as  well  as  absence  of  vibration 
sense.  The  cranial  nerves  presented  no  ab- 
normality; Wassermann  test  was  negative. 

When  I told  him  that  he  had  a beginning 
alcohol  neuritis  and  advised  that  he  would  have 
to  discontinue  his  drinking,  he  assured  me  that 
this  he  could  not  do;  that  he  would  rather  be 
paralyzed  than  stop.  I informed  him  that  I 
would  do  my  best  and  advised  that  he  take  a 
well-known  preparation  of  vitamin  B in  ade- 
quate amounts  and  take  his  chances.  He  also 
was  instructed  to  take  a vitamin  B tablet  with 
each  drink. 

He  returned  July  11.  The  vibration  sense 
had  returned;  sensation  to  pin  was  normal. 
On  July  17  there  was  no  further  change.  On 
August  6 he  was  well;  sensory  examination  was 
normal  and  the  Achilles  reflexes  were  present. 
Since  that  time  I have  seen  him  on  frequent 
occasions  and  he  has  never  complained  of  his 
trouble,  and  in  my  opinion  he  is  practically 
well,  in  spite  of  the  fact  that  he  is  drinking  more 
than  ever.  He  still  takes  his  vitamin  B. 

Dr.  Kovacs’  experiences  with  the  early  treat- 
ment of  Bell’s  palsy  is  of  paramount  importance, 
because  he  has  shown  us  that  the  earlier  the 
treatment  is  given  the  better  are  the  results. 

As  far  as  fibrositis  and  fibromyositis  are  con- 
cerned, the  best  results  that  I have  seen  have 
been  brought  about  by  the  clearing  up  of  local 
infections  and  hyperthermia;  to  illustrate: 
a patient,  who  for  ten  years  had  been  totally 
disabled  because  of  fibromyositis  and  had  been 
considered  for  a long  time  having  peripheral 


neuritis,  became  perfectly  well  after  the  re- 
moval of  infected  tonsils  and  fever  treatment. 
He  was  able  to  return  to  his  occupation. 

I think  that  fever  treatment  of  paresis  is  well 
established,  but  naturally  the  results  depend 
on  treating  the  case  in  early  phases.  This 
applies  to  tabes  also. 

Our  results  at  the  City  Hospital  have  been 
disappointing,  probably  because  our  cases  are 
all  of  such  long  duration.  I think  that  if  it  were 
possible  to  see  tabes  in  its  incipiency  much 
could  be  done.  I have  never  seen  any  benefit  in 
our  wards  obtained  in  optic  atrophy.  Hemi- 
plegia tends  to  improve  of  itself  but  needs 
splinting,  light  massage,  braces,  and  especially 
re-education  as  soon  as  the  patient  is  able  to 
cooperate.  Occupational  therapy  is  very  use- 
ful and  not  only  encourages  the  patient  to  use 
the  crippled  parts,  but  gives  him  a new  outlook 
on  life. 

I have  not  seen  any  improvement  in  multiple 
sclerosis  or  any  of  the  degenerative  diseases, 
but  feel  that  it  is  worth  while  to  try  fever 
therapy  under  hospital  supervision.  Finally, 
I believe  that  x-ray  therapy  is  especially  useful 
in  pituitary  adenoma;  to  retard  malignant 
growth  after  operations,  and  to  relieve  intract- 
able neuralgic  pains. 

Dr.  Ralph  T.  Collins,  New  York  City . — I have 
been  very  much  interested  in  the  presentation  by 
Dr.  Kovacs.  I think  he  has  covered  the  subject 
quite  well,  but  I would  like  to  make  a few  re- 
marks relative  to  this  subject.  At  the  Neuro- 
logical Institute  we  have  a large  physical  therapy 
department  consisting  of  fifteen  technicians. 
This  department  has  been,  and  is,  a very  popu- 
lar and  busy  department.  Our  experience  with 
neurologic  conditions  is  wide  and  varied.  I 
agree  with  Dr.  Kovacs’  remarks  as  far  as  he 
goes.  We  have  not  had  the  same  brilliant  re- 
sults with  hyperthermia  in  multiple  sclerosis 
as  he  has  had.  In  those  cases  of  peripheral 
neuritis  that  have  dysesthesia  we  have  found 
that  warm  whirlpool  baths  have  been  very  com- 
forting. Where  there  is  motor  disability  in 
these  cases,  we  also  use  the  galvanic  motor-point 
stimulation.  We  have  found  that  most  cases  of 
Parkinsonism  are  relieved  of  their  rigidity, 
tremor,  and  general  tension  by  a combination  of 
a Nauheim  bath  and  general  massage.  All  types 
of  myelitis  usually  require  physical  therapy  in 
the  form  of  superficial  heat,  electro  stimulation 
of  the  muscles,  and  exercise.  A typical  facial 
neuralgia  has  yielded  to  the  Oudin  current  and 
a fast  sinusoidal  current.  In  many  cases  of  root 
pains  from  a vertebral  arthritis,  the  symptoms 
are  relieved  by  some  type  of  penetrating  heat 
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and  massage.  We  do  a great  deal  of  peripheral- 
nerve  work  following  nerve  suture  in  the  form  of 
diathermy  through  and  through  the  scar, 
galvanic  motor  point  stimulation  of  the  muscles 
involved,  and  superficial  heat  and  exercise. 
A great  deal  of  our  work  consists  in  re-education 
of  patients  who  have  had  cerebral  vascular 
accidents  and  those  who  have  had  cerebral  and 
spinal-cord  tumors  removed.  Of  course,  those 
patients  from  whom  a meningioma  has  been 
removed  deserve  more  concentration  upon  re- 
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education.  Our  fever-therapy  Department  is 
very  active  and  we  are  treating  many  conditions 
of  the  nervous  system.  At  the  present  time, 
we  are  experimenting  in  the  use  of  cerebral 
galvanism  for  the  relief  of  lumbar  puncture, 
headache,  and  encephalographic  headache  with 
good  results.  In  closing,  I wish  to  stress  that  in 
about  95  per  cent  of  our  patients  we  are  treat- 
ing symptoms  and  not  the  neurologic  lesion. 
This  percentage  should  be  reduced  in  the 
future. 


SECRETARY  ASSISTANT  TO  THE  PHYSICIAN 


She  sits  still  in  her  chair 

And  listens  to  voices  from  everywhere. 

She  knows  all  the  gossip,  she  knows  all  the  news; 
She  knows  who  is  happy  and  who  has  the  blues. 
She  knows  of  our  sorrows,  she  knows  of  our  joys; 
She  knows  all  the  girls  who  are  chasing  the  boys. 
She  knows  of  our  troubles,  she  knows  of  our 
strife. 

She  knows  every  man  who  talks  mean  to  his  wife. 
She  knows  every  time  we  are  out  with  the  boys. 
She  knows  the  excuses  that  each  man  employs. 
If  the  Assistant  told  just  half  what  she  knows, 
It  would  turn  all  our  friends  into  bitter  foes, 


She  would  sow  a small  wind  that  would  soon  be  a 
gale. 

Engulf  us  in  trouble  and  land  us  in  jail. 

She  would  start  forth  a story  that  gaining  in 
force 

Would  cause  half  our  wives  to  sue  for  divorce; 

She  would  get  all  our  churches  mixed  up  in  a 
fight. 

She  would  turn  all  our  days  into  sorrowing  nights. 

In  fact,  she  could  keep  the  whole  town  in  a stew 

If  she  told  but  one-tenth  of  the  things  that  she 
knew. 

— Anon 


“AH-AHH-AH1 


— Hygeia 
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Rules  and  Regulations  Promulgated  by  the  Industrial  Commissioner  Covering 
Chapters  258  and  930  of  the  Laws  of  1935  Amending  Section  13  of  the  Workmen’s 
Compensation  Law 


Rule  1 . Medical  Compensation  Boards 
shall  pass  upon  the  applications  of  physi- 
cians within  a reasonable  time  and  notify 
the  Industrial  Commissioner  of  their 
action.  If  any  such  board  fails  to  recom- 
mend that  a physician  be  authorized  to 
render  medical  care  under  Chapter  258 
the  physician  may  appeal  to  the  Indus- 
trial Council  as  provided  in  clause  (G)  of 
Subdivision  4 of  Section  10-A  of  the 
Labor  Law,  and  the  Council  thereafter 
will  have  sole  jurisdiction. 

Rule  2.  Removal  of  physicians  from 
panels  and  revocation  of  licenses  of 
medical  bureaus.  Section  13-d. 

The  recommending  compensation  board 
or  the  Board  of  the  County  Medical  So- 
ciety in  a county  where  any  authorized 
physician  has  removed  his  office,  shall 
investigate,  hear,  and  determine  all 
charges  of  professional  or  other  miscon- 
duct by  any  authorized  physician  or  by 
any  licensed  compensation  medical  bu- 
reau or  laboratory  under  the  rules  and 
procedure  prescribed  by  the  Industrial 
Commissioner  as  follows: 

(a)  The  physician  or  medical  bureau 
accused  of  misconduct  shall  be  given 
twenty  days’  notice  of  the  charges  in 
writing,  including  a bill  of  particulars 
setting  forth  the  specific  section  and 
subdivision  of  the  law  violated,  and  the 
time,  date,  and  place  of  the  hearing. 

(b)  Careful  records  and  minutes  shall 
be  kept  of  the  hearing. 

(c)  These  records,  together  with  the 
report  of  the  Board  of  the  Medical 
Society  or  other  Board,  with  its  find- 
ings shall  be  submitted  to  the  Com- 
missioner. 

Appeals  filed  by  physicians  and  medi- 
cal bureaus  with  the  Industrial  Council 
shall  be  referred  to  the  subcommittee 
designated  by  the  Industrial  Council  to 


ascertain  the  facts  and  report  its  findings 
to  the  Council  for  final  action. 

(a)  A physician  or  medical  bureau  may 
file  an  appeal  with  the  Industrial 
Council  from  the  decision  of  the  Medi- 
cal Society  or  other  Board. 

(b)  A physician  or  medical  bureau  ap- 
pealing and  the  Medical  Society  or 
other  Board  whose  decision  was  ap- 
pealed from,  shall  be  notified  in 
writing,  indicating  the  time,  date,  and 
place  of  hearing. 

(c)  The  physician  or  medical  bureau 
may  be  represented  by  counsel. 

(d)  Accurate  stenographic  or  steno- 
type  minutes  of  the  hearing  shall  be 
kept  for  the  file  of  the  Commissioner 
and  Industrial  Council. 

Rule  3.  When  a physician,  in  associa- 
tion or  in  copartnership  with  another 
physician  or  physicians,  or  through  an- 
other physician  or  physicians  as  employ- 
ees or  agents,  maintains  and  operates  one 
or  more  offices  principally  for  the  treat- 
ment of  injured  claimants  under  the 
Workmen’s  Compensation  Act,  he  shall 
apply  for  a compensation  medical  bureau 
license. 

Rule  4.  All  reports,  except  Form  C-104 
filed  by  attending  physicians  and  spe- 
cialists, must  be  verified  before  a Notary 
Public  or  a Commissioner  of  Deeds  to  in- 
sure their  value  as  prima  facie  evidence 
in  a compensation  case. 

Rule  5.  All  specialists  and  consult- 
ants shall  submit  a report  of  their 
findings  in  triplicate,  one  copy  to  the 
Industrial  Commissioner,  one  to  the  at- 
tending physician,  and  one  copy  to  the 
employer  or  insurance  carrier.  If  a 
specialist  acts  as  attending  physician, 
he  shall  file  48-hour  and  C-4  reports 
with  the  employer  or  carrier  and  with 
the  Industrial  Commissioner. 
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Rule  6.  All  medical  reports  filed  by 
attending  physicians  and  specialists  must 
contain  the  authorization  certificate  num- 
ber and  code  letters. 

Rule  7.  When  it  is  necessary  for  the 
attending  physician  to  engage  the  serv- 
ices of  a specialist,  consultant,  or  a sur- 
geon, or  to  provide  for  physiotherapeutic 
procedures  costing  more  than  $25.00  or 
to  provide  for  x-ray  examinations  or  spe- 
cial diagnostic  laboratory  tests  costing 
more  than  $10.00,  he  must  secure  authori- 
zation from  the  employer  or  insurance 
carrier  or  the  Industrial  Commissioner. 

E.G. — When  the  total  fees  for  phys- 
iotherapeutic treatment  approach  the 
sum  of  $25.00  the  physician  shall  file 
an  additional  C-4  report  and  request 
authorization  as  prescribed  in  Section 
13-A-5. 

This  rule  also  applies  to  hospitals,  spe- 
cialists, consultants,  and  surgeons  who 
are  actually  engaged  to  perform  such 
services. 

If  telephone  request  for  such  authori- 
zation is  made,  it  should  be  confirmed  by 
letter.  If  such  authorization  is  not 
forthcoming  or  is  not  denied  within  five 
working  days,  or  if  such  denial  is  not 
justified  medically  or  otherwise,  the 
special  services  required  for  the  patient’s 
welfare  should  be  proceeded  with  on  the 
ground  that  authorization  has  been  un- 
reasonably withheld. 

Such  authorization  is  not  required  in 
an  emergency  under  the  provisions  of 
Section  13-A-5. 

Rule  8.  The  authority  of  an  employer 
for  the  services  of  a specialist  in  excess 
of  a $25.00  fee  applies  only  to  the  neces- 
sity for  such  services,  but  the  choice  of 
such  specialist  is  entirely  within  the 
jurisdiction  of  the  injured  worker. 

Rule  9.  When  it  is  in  the  interest  of 
the  injured  employee,  and  where  an 
x-ray  is  required  and  it  is  impossible  to 
secure  the  services  of  a qualified  x-ray 
specialist,  the  Board  of  the  local  County 
Medical  Society  may  designate  a specially 
qualified  individual  to  take  x-ray  pic- 
tures under  the  supervision  of  the  at- 


tending physician.  The  attending  phy- 
sician, however,  shall  render  a bill  for  such 
service  to  the  employer.  This  in  no  way, 
however,  deprives  the  employer  or  in- 
surance carrier  from  having  other  x-ray 
pictures  taken  if  they  so  desire. 

Rule  10.  A physician  authorized  to 
treat  workmen’s  compensation  cases,  when 
requested  to  supersede  another  physi- 
cian, must,  before  beginning  treatment 
of  such  patient,  make  reasonable  effort 
to  communicate  with  the  attending  phy- 
sician to  ascertain  the  patient’s  condi- 
tion. The  superseding  physician  must 
also  advise  the  attending  physician  of  the 
name  of  the  person  who  has  requested  him 
to  assume  care  of  the  case  and  state  the 
reason  therefor.  If  the  second  physician 
cannot  contact  the  attending  physician, 
and  the  claimant’s  condition  requires  im- 
mediate treatment,  the  said  physician 
should  advise  the  doctor  previously  in 
attendance  within  forty-eight  hours  that 
he  now  has  the  patient  in  his  care.  The 
preceding  physician  shall  supply  the  suc- 
ceeding physician  with  a complete  his- 
tory of  the  case. 

Rule  11.  In  the  event  of  a serious  ac- 
cident requiring  immediate  emergency 
medical  aid,  an  ambulance  or  any  phy- 
sician may  be  called  to  give  first-aid 
treatment. 

Rule  12.  A registered  physiotherapist 
may  treat  workmen’s  compensation  cases 
at  his  own  office  or  bureau  when  the  case 
is  referred  to  him  by  an  authorized  phy- 
sician. The  authorized  physician  should, 
however,  give  written  directions  to  the 
physiotherapist  as  to  the  kind  of  treat- 
ment to  be  rendered  and  the  number  of 
treatments  to  be  given.  These  direc- 
tions must  be  given  in  writing  by  the 
physician  and  shall  constitute  a part  of 
the  record  of  the  case. 

Rule  13.  Bills  for  x-rays  and  consul- 
tations shall  be  submitted  for  payment 
directly  to  the  employer  or  carrier  by  the 
specialist  rendering  the  service.  These 
services  must  be  authorized  in  writing 
by  the  physician  in  attendance. 

Rule  14.  Physicians  treating  claimants 
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in  hospitals  may  secure  the  signature  of 
claimant  for  authorization  to  obtain 
copies  of  any  necessary  hospital  records. 

Rule  15.  The  physician  in  attendance 
in  public  hospitals  must  be  the  judge  as 
to  when  the  “emergency  status”  of  the 
case  has  terminated.  In  case  of  a dis- 
pute the  matter  shall  be  referred  to  the 
Compensation  Board  of  the  Medical 
Society  of  the  county  in  which  the  hos- 
pital is  located  for  immediate  decision. 

Rule  16.  Medical  inspectors  of  insur- 
ance companies  shall  be  admitted  to 
hospitals  or  other  institutions  where  in- 
jured employees  are  confined,  upon 
proper  identification,  for  the  purpose  of 
complying  with  Section  13-j. 

Rule  17.  Hospitals  and  dispensaries 
shall  not  operate  a medical  bureau  or 
clinic  for  the  purpose  of  rendering  medi- 
cal care  and  treatment  to  compensation 
cases.  Hospitals  and  dispensaries  shall 
not  render  medical  care  and  treatment 
to  ambulatory  compensation  cases  ex- 
cept for  the  emergency  treatment. 

Rule  18.  No  license  is  required  for  an 
employer  to  operate  a first-aid  station  for 
emergency  treatment,  but  no  subsequent 
treatments  are  to  be  rendered  by  any 
one,  other  than  a qualified  physician  on 
the  minimum  fee  schedule  basis. 

Rule  19.  No  advertising  matter  of 
any  nature  on  compensation  work,  by  or 
on  behalf  of  authorized  physicians,  medi- 
cal bureaus,  or  laboratories  shall  be 
permitted. 

Rule  20.  No  insurance  company  or 
self-insurer  may  reduce  the  size  of 
NOTICE  TO  EMPLOYEES  (FORM  C- 
105)  which  is  to  be  posted  in  all  places 
of  employment  covered  by  the  Act,  un- 
less such  permission  is  granted  on  ap- 
plication to  the  Industrial  Commissioner. 

Rule  21.  Section  13-F-2  applies  only 
to  the  physician  selected  by  the  claimant 
to  treat  him  as  provided  by  Section  13-A. 

Such  physicians  are  entitled  to  a fee 
for  attendance  at  a hearing  when  sub- 
poenaed by  any  party  in  interest  or  when 
directed  to  do  so  by  a referee  or  when  pro- 
duced by  an  insurance  carrier  or  employer. 


When  such  physician  is  a general  prac- 
titioner his  fee  shall  be  $10.00  plus  mileage 
(outside  New  York  City)  and  a fee  of 
$5.00  for  each  additional  case  on  which  he 
testifies  at  the  same  appearance. 

When  such  physician  is  a specialist  and 
is  so  designated  and  qualified  and  has 
examined,  consulted,  or  treated  under  his 
specialty,  his  fee  shall  be  $25.00  plus 
mileage  (outside  New  York  City)  and  a 
fee  of  $12.50  for  each  additional  case  on 
which  he  testifies  at  the  same  appearance. 

In  exceptional  cases  involving  spe- 
cialists’ testimony,  the  matter  may  be 
referred  to  the  Industrial  Commissioner 
who  may  consider  the  allowance  of  a 
higher  fee. 

On  and  after  February  1,  1938,  in  the 
event  of  failure  of  such  doctor  to  com- 
plete and  submit  a verified  C-4  report 
as  required  by  Subdivision  4 of  Section 
13-A  or  when  the  content  of  such  report 
is  vague,  misleading,  or  otherwise  in- 
complete, such  doctor  shall  not  be  en- 
titled to  an  attendance  fee,  unless  other- 
wise directed  by  the  Industrial  Com- 
missioner. 

Rule  21- A.  A physician  who  testifies 
at  hearings  or  examines  claimants  or  par- 
ticipates in  examinations  for  evidential 
material  for  compensation  case  hearing 
purposes  only  may  accept  fees  for  such 
services  from  claimants,  employers,  or 
carriers. 

Rule  21-B.  Any  physician,  specialist, 
or  consultant  involved  in  the  medical 
care  and  treatment  of  a compensation 
case  must  appear  at  a hearing  when  sub- 
poenaed and  shall  give  his  testimony  for 
the  prescribed  fee  set  forth  in  the  rules 
and  regulations  adopted  by  the  Industrial 
Commissioner. 

This  ruling  does  not  deprive  the  spe- 
cialists and  consultants  from  applying  to 
the  Industrial  Commissioner  for  a higher 
fee  as  provided  by  Rule  21. 

In  the  event  of  failure  to  comply  with 
this  regulation,  such  physician,  specialist, 
or  consultant  will  be  held  responsible  to 
the  Industrial  Council. 

Rule  22.  Hospitals  shall  render  bills 
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for  board  and  room  accommodations, 
medical  and  surgical  supplies,  and  nursing 
facilities. 

Hospitals  may  render  bills  for  x-ray, 
physiotherapeutic,  anesthesia,  and  patho- 
logic services  when  rendered  by  or  under 
the  supervision  of  salaried  physicians  on 
the  staff. 


The  names  and  qualifications  of  all 
physicians  and  persons  rendering  serv- 
ices for  which  charges  are  made  by 
hospitals  must  be  included  in  all  bills  and 
all  medical  and  x-ray  reports  shall  be 
promptly  filed  with  the  employer  or  its 
insurance  carrier  and  the  Department  of 
Labor. 


Rules  Governing  Recommending  of  Authorized  Physicians  by  Insurance  Carriers 
and  Employers  and  the  Procedure  to  Be  Followed  by  Medical  Inspectors  and  Con- 
sultants 


Rule  23.  The  supplying  of  names  of 
authorized  physicians  by  insurance  car- 
riers to  their  policyholders  is  in  contraven- 
tion to  Section  13,  as  amended  by  Chap- 
ter 258  of  the  Laws  of  1935.  Such 
policyholders  and  all  employers  may 
secure  a list  of  all  authorized  physicians 
in  the  vicinity  of  their  places  of  business 
by  applying  to  the  Industrial  Com- 
missioner of  the  Department  of  Labor. 

Rule  24.  Any  physician  who  acts  in 
the  capacity  of  medical  inspector  for 
an  insurance  carrier  or  employer  in  the 
case  of  an  injured  employee  under  the 
care  of  another  physician  shall  not  par- 
ticipate in  the  treatment  of  said  injured 
employee  except  in  the  operation  of  a 
rehabilitation  clinic  or  bureau  under  Sec- 
tion 13-j  of  the  Law.  Nothing  herein 
contained  affects  the  right  of  transfer 
as  provided  in  Section  13-a(3). 


Rule  25.  When  a medical  examination 
is  had  under  Section  13-a(4)  it  shall  be 
by  a qualified  physician  at  a place  rea- 
sonably convenient  to  the  claimant  and 
in  the  presence  of  the  claimant’s  phy- 
sician, if  in  the  latter’s  opinion  his  pres- 
ence is  necessary.  A duplicate  copy  of 
all  notices  of  requests  for  examinations 
must  be  sent  to  the  attending  physi- 
cian. 

Rule  26.  No  physician  designated  by 
an  insurance  carrier  or  an  employer  as  a 
consultant  in  the  case  of  an  injured 
employee,  shall  subsequently  participate 
in  the  medical  or  surgical  care  of  said 
injured  employee,  except  with  the  writ- 
ten consent  of  the  injured  employee 
and  his  attending  physician.  Nothing 
herein  contained  affects  the  right  of 
transfer  as  provided  in  Section  13-a 
(3). 


Rules  Governing  the  Licensing  and  Operation  of  Compensation 
Medical  Bureaus 


Rule  27.  The  character  and  frequency 
of  accidents,  the  number  of  employees  in 
a given  plant,  and  the  availability  of 
qualified  medical  care  in  the  immediate 
vicinity  of  the  place  of  employment  should 
be  considered  in  relation  to  the  authori- 
zation of  an  employer’s  compensation 
medical  bureau. 

Rule  28.  The  bureau  should  be  located 
in  the  industrial  plant  or  in  the  immediate 
vicinity. 

Rule  29.  The  question  of  the  necessity 
of  the  presence  of  a physician  during 
working  hours,  or  the  availability  of  a 


physician  at  stated  hours  should  be  de- 
termined by  an  inspection  of  the  plant 
to  ascertain  the  nature  of  the  hazards 
and  the  frequency  of  accidents. 

Rule  30.  The  bureau  shall  be  well 
housed  with  sufficient  space,  light,  and 
air  and  shall  conform  to  reasonable 
sanitary  requirements.  Proper  facilities 
in  the  form  of  personnel  for  assistance 
in  emergencies,  instruments,  sterilizers, 
dressings,  and  drugs  shall  be  available 
at  all  times  and  in  amounts  proportionate 
to  the  size  of  the  plant  and  the  number 
of  employees.  Such  facilities  shall  be 
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adequate  for  more  than  mere  emergency 
care  and  for  the  more  severe  type  of  in- 
dustrial injury. 

Rule  31.  A bureau  license  may  be 
given  for  a stated  project  which,  because 
of  the  hazards  of  the  project  and  the 
frequency  of  accidents,  requires  con- 
tinued medical  care  and  such  license  shall 
be  for  the  life  of  the  given  project  only. 
In  such  cases  all  employees  of  all  sub- 
contractors shall  be  covered  by  the  li- 
cense. 

Rule  32.  No  license  shall  be  issued 
to  an  employer  to  cover  any  but  his 
own  employees  except  as  indicated  in 
Rule  31. 

Rule  33.  No  license  is  required  to 
operate  a first-aid  station  by  an  employer 
of  labor.  Such  first-aid  or  emergency 


station  should  be  properly  equipped  for 
first  aid  in  accordance  with  the  type  of 
hazard  encountered  at  the  particular 
place  of  employment. 

Rule  34.  Form  C-105,  a notice  of  the 
rights  of  an  injured  employee  and  the 
responsibilities  of  the  employer,  shall  be 
posted  in  each  compensation  medical 
bureau  and  first-aid  station. 

Rule  35.  All  compensation  medical 
bureaus  when  operated  by  summer  camps 
and  other  institutions,  wherein  such  camps 
and  institutions  are  operating  for  profit, 
shall  be  charged  a license  fee  of  $25.00 
per  annum  for  the  operation  of  such 
medical  bureaus  which  are  in  operation 
for  six  months  of  the  year  or  less. 

March  1,  1939  Frieda  S.  Miller 

Industrial  Commissioner 


DIAGNOSIS  OF  MANY  DISEASES  POSSIBLE  THROUGH  THE  EYE 


Such  conditions  as  diabetes,  high  blood  pres- 
sure, inflammation  of  the  kidney,  syphilis, 
tuberculosis,  intracranial  or  brain  pressure,  and 
optic  nerve  inflammations  often  may  be  diag- 
nosed through  the  eye  long  before  their  presence 
might  otherwise  be  suspected,  Arthur  J.  Bedell, 
M.D.,  Albany,  N.  Y.,  says  in  The  Journal 
of  the  American  Medical  Association  for  March 
18. 

“The  background  of  the  eye  is  the  stage  on 
which  many  of  the  tragedies  of  life  are  enacted,” 
Dr.  Bedell  states.  “By  careful  repeated  ex- 
amination, early  changes  can  be  detected  and 
steps  taken  to  eradicate  or  diminish  the  ravages 
of  destructive  forces.” 

This  examination  is  made  with  a simple  oph- 
thalmoscope, an  instrument  containing  a mirror 
arrangement  making  possible  the  examination 
of  the  inside  of  the  eye. 

The  author  points  out  that  the  recognition  of 
the  signs  of  the  above  conditions  is  possible 


through  the  major  blood-vessel  changes  and 
alterations  which  may  be  found  in  the  fundus  or 
back  part  of  the  eye. 

Although  the  correct  interpretation  of  all  of 
the  gross  pathologic  signs  of  the  above  diseases 
is  a lifetime  study,  Dr.  Bedell  believes  that,  when 
sufficiently  trained,  every  physician  should  at 
least  be  able  to  recognize  them  and  by  constant 
daily  application  should  steadily  improve  his 
diagnostic  capacity. 

“The  ocular  fundus  is  one  of  the  most  avail- 
able regions  in  the  entire  human  body  for  the 
recognition  of  incipient,  advancing,  and  de- 
structive processes,”  Dr.  Bedell  declares. 

“To  the  initiated,  examination  of  the  fundus 
discloses  important  clinical  signs,  which,  when 
gathered  together,  form  part  of  the  life  record  of 
the  patient.  From  the  knowledge  gained  by  the 
study  of  thousands  of  such  reports,  accurate 
prognostic  as  well  as  diagnostic  conclusions  can 
be  drawn.” 


COMMITTEE  IN  SPECIALTIES 

A Joint  Committee  in  Specialties,  comprising 
pathologists  anesthetists,  radiologists,  and  phys- 
ical therapists,  has  been  formed  in  the  State 


of  New  York  with  Dr.  M.  J.  Fein  as  chairman 
and  Dr.  Madge  C.  L.  McGuinness  as  secretary. 
About  1,500  Society  members  are  represented. 


PRESIDENTIAL  ADDRESS 


Educating  the  Public 

William  A.  Groat,  M.D.,  Syracuse,  New  York 


Some  thirty-five  years  ago  Grover 
Cleveland,  then  ex-President  of  the 
United  States  and  Professor  of  Law  at 
Princeton,  addressed  the  Annual  Meeting 
of  the  Medical  Society  of  the  State  of 
New  York.  He  made  a plea  to  the 
medical  profession,  asking  them  to  tell  the 
people  the  truth  about  medicine  that  they 
might  see  what  doctors  had  done  and 
could  do.  He  said  as  the  keynote  of  his 
address:  “Tear  off  this  veil  of  mystery.” 
We  can  speculate  as  to  what  might 
have  been  in  his  mind.  We  can  think  of 
him  as  an  old  man  perhaps  already 
marked  by  the  finger  of  death.  Surely  he 
wanted  the  mystery  of  life,  the  mystery 
of  death,  the  mystery  of  illness  and  of 
mental  conflicts  solved.  Perhaps  he  saw 
as  the  great  mission  of  medicine  the 
sweeping  aside  of  all  mysteries  surround- 
ing the  fundamental  things  of  life  and 
living,  of  death  and  dying.  More  and 
more  in  the  last  decade  or  so  medicine 
has  been  attempting  to  do  this  very 
thing.  It  has  been  attempting  to  educate 
the  public  as  to  what  we  know  about  the 
mysteries  of  the  human  body  and  its 
ailments,  the  functional  activities  and 
vital  processes.  Yet  the  mysteries  re- 
main as  the  veils  are  removed.  Should 
we  not  consider  in  this  hurly-burly  of 
things  how  much  confusion  is  due  to 
faulty  methods  and  misdirected  efforts? 
Surely  there  is  something  wrong.  Either 
we  are  educating  the  public  too  much,  or 
we  are  not  educating  it  enough. 

Public-health  education,  what  should 
it  be  and  how  might  it  be  carried  on? 
Let  us  consider  as  examples  what  the 
public  asks  and  what  it  receives  in  the  way 
of  education  in  a few  other  professions. 
Do  engineers,  with  whom  we  are  fre- 
quently rated,  try  to  inform  the  public 
and  educate  the  public  in  engineering,  or 
do  they  keep  pretty  much  within  the 


profession?  It  is  evident  that  they 
choose  to  discuss  such  things  with  other 
engineers  and  the  associated  professions, 
figuring  that  only  those  who  have  the 
proper  background  can  comprehend  and 
make  useful  applications. 

How  about  the  law  and  the  lawyers? 
Do  they  give  lectures,  hold  meetings, 
gather  groups  together  for  luncheons  in 
order  to  have  them  understand  about  the 
law  and  the  administration  of  it?  Much 
of  the  medical  information  we  give 
so  freely  and  informally  is  falling  on  un- 
accustomed ears,  and  the  energy  may  be 
wasted.  At  least  some  of  it  appeals 
only  through  the  curiosity  engendered. 
There  seems  to  be  an  undiscovered  hor- 
mone within  us  urging  us  to  seem  to 
solve  and  then  immediately  tell.  The 
smaller  part  is  simple,  easily  understood, 
healthy,  and  constructive. 

Little  by  little  over  a period  of  years 
so-called  welfare  and  public-health  wel- 
fare lay  groups  have  taken  up  what  they 
call  health  education.  First  these  groups 
were  introduced  as  assistants.  Now  they 
come  as  dispensers  of  knowledge  quite  in- 
dependent of  the  medical  profession. 
These  people  have  absorbed  a certain 
amount  of  information  and  make  their  liv- 
ing dispensing  it.  It  is  called  a new  profes- 
sion, whereas  it  is  a piece  of  an  old  one. 
Organizations,  backed  by  funds  collected 
from  the  public  in  various  direct  and  in- 
direct ways,  seek  to  popularize  the  prin- 
ciples, demonstrate  the  values,  organize 
the  administration,  and  in  some  instances 
control  public-health  work. 

They  accept  the  researches  of  medical 
science,  sometimes  on  their  own  quick 
appraisal.  In  their  enthusiasm  they 
now  and  then  accept  something  as  the 
last  word  in  a way  that  startles  the 
trained  mind.  They  readily  oversell  and 
make  bothersome  what  should  be  simple, 
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practical  ideas.  By  themselves  and  of 
themselves  they  do  no  research,  support 
no  charity;  but  they  declare  themselves 
to  be  convinced  that  medical  science  is 
sound,  and  accept  as  their  mission  the 
demonstration  of  that  fact  to  other  lay 
people.  They  teach  that  large  nonpro- 
fessional staffs,  augmented  technical  per- 
sonnel, larger  buildings,  and  greatly  in- 
creased expenditures  for  public-health 
purposes  would  give  greater  efficiency  and 
pay  in  happiness  and  in  dollars  and  cents. 
In  their  philosophy  the  law  of  dimin- 
ished returns  would  be  automatically  re- 
pealed. Yet  they  offer  no  proof.  They 
would  act  as  representatives  and  publi- 
cists, organizers,  and  selling  agents  for 
health  and  welfare  ideas.  They  are  en- 
trepreneurs, middlemen  loading  the  cost 
of  medical  care. 

If  this  goes  through  according  to  pros- 
pectus, medicine  through  government 
restrictions  and  lay  influences  will  be  as 
elaborately  mismanaged  and  thoroughly 
misunderstood  as  the  Childrens’  Crusade! 

Dr.  Ray  Lyman  Wilbur,  former  Presi- 
dent of  the  American  Medical  Associa- 
tion, as  Chairman  of  the  Committee  on 
the  Cost  of  Medical  Care,  a committee 
composed  of  practitioners,  public-health 
officials,  directors  of  institutions,  econo- 
mists, and  eminent  citizens,  in  1927  said: 

“Medicine  stumbles  ahead  as  a great 
social  factor  led  by  a few  far-seeing  in- 
dividuals, prodded  by  a lot  of  uplifters, 
legislators,  and  enthusiasts,  and  with  a 
well-developed  defense  complex  against 
those  changes  which  come  to  all  growing 
things.  The  practice  of  medicine  can  only 
be  fully  understood  by  those  who  have 
lived  it;  and  yet,  unless  the  profession 
bestirs  itself,  great  changes  in  medicine 
will  take  place  through  the  instigation  and 
pressure  of  outsiders.  The  golden  thread 
of  human  understanding  and  of  close 
personal  relations  between  doctor  and 
patient  may  be  left  out  of  the  new  social 
fabric  which  is  being  woven  right  under 
our  eyes.”  Twelve  years  ago — and  they 
are  still  weaving  with  golden  thread. 

Continuing,  he  declares:  “We  must 

face  the  facts,  we  must  study  them  to  see 


what  they  mean,  we  must  guide  ourselves 
by  what  they  tell  us,  not  by  traditions  and 
thinking  that  belong  on  the  retired  list.” 

In  1939  we  can  say  for  ourselves  that  it 
is  the  duty  of  the  medical  profession  to 
meet  changing  conditions,  recognize  social 
developmental  ideas,  and  demonstrate  its 
ability  to  assimilate  them  and  lead  the 
procession.  We  are  the  source  of  medical 
knowledge,  the  ultimate  distributors  of 
the  bounties  conferred.  It  is  the  law. 
The  growth  of  ideas  has  enlarged  the 
scope  without  necessarily  curtailing  the 
possibilities  of  the  profession.  Medicine 
should  continue  to  assist  in  the  proper  de- 
velopment of  the  thing  which  it  itself  has 
so  laboriously  created,  and  ideas  for 
further  development  need  not  deny 
privilege  or  endanger  the  health  of  the 
people.  We  desire  that  the  fabric  be 
woven  right  under  our  eyes. 

Some  lay  promotors  have  a loose 
way  of  telling  about  medicine  and  giving 
out  medical  information.  We  should  not 
imitate  them.  The  physician  in  going  to 
the  laity  is  still  bound  by  professional  ex- 
perience and  custom.  Neither  is  static. 
Modifications  that  are  sound  endure  and 
come  as  a slow  development,  not  by 
sudden  ructions.  In  his  professional 
presentations  the  doctor  should  obey  the 
rules  of  research,  be  cautious  of  confound- 
ing theory  and  speculation  with  fact,  and 
in  presenting  facts  present  all  of  them.  He 
should  be  extremely  cautious  in  reaching 
dogmatic  conclusions.  Of  course  he 
cannot  understand  the  free  style  of  the 
propagandist,  education  by  publicity  and 
high-pressure  salesmanship  methods  as 
applied  to  public-health  questions  by 
lay  writers.  The  lay  mind  sees  the  story; 
the  trained  mind  the  fact.  Medical 
publicity  by  medical  organizations  is  now 
an  accepted  fact.  When  under  direction 
of  organized  medical  bodies,  broadcasts 
and  releases  can  be  made  without  sacri- 
fice of  principle  or  danger  to  the  truth. 
There  is  much  we  might  do  to  curb  the 
enthusiasm  of  those  well-intentioned  lay 
organizations  that  would,  if  left  to  them- 
selves, promise  more  than  medical  science 
could  fulfill. 


May  1,  1939] 
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Health  education  must  not  use  meth- 
ods that  arouse  fear  or  attempt  to  sub- 
jugate by  fear.  We  can  waste  a great 
deal  of  time,  as  Christian  has  told  us  in 
his  address  “Some  Limitations  in  Preven  - 
tive Medicine”*  at  the  New  York  Meet- 
ing of  the  American  College  of  Physicians, 
April  4,  1938,  talking  to  the  public  about 
things  for  which  no  preventive  measures 
are  known.  These  are  abstractions  with 
no  germ  from  which  anything  worth  while 
can  grow.  The  fear  of  the  unknown  can 
destroy  the  art  of  living. 

Public-health  education  has  had  a 
rapid  growth;  but  to  have  a healthy 
growth  and  bear  fruit  worthy  of  the 
husbandman  the  trees  must  be  severely 
pruned.  The  danger  of  prompt  medical 
publicity  about  medical  discoveries  is  a 
serious  one.  The  lay  public  can  garble 
the  simplest  item  of  news  into  a catas- 
trophe. They  can  take  a tentative  state- 
ment and  transform  it  into  a great  dis- 
covery. 

The  changing  attitude  of  official  health 
agencies  toward  health  education  largely 
by  lay  groups,  and  the  conclusion  they 
have  reached  that  approaching  the  public 
through  the  practicing  physician  may  be 
of  greater  value,  is  shown  by  the  report 
of  the  New  York  Cancer  Commission  to 
the  legislature  in  February  of  this  year. 
The  commission  has  this  to  say  regarding 
public  education  and  cancer  control : 

“Public  education  in  cancer  has  been 
carried  on  in  this  state  by  the  Division  of 
Cancer  Control  of  the  New  York  State 
Department  of  Health,  by  the  American 
Society  for  the  Control  of  Cancer,  the 
New  York  City  Cancer  Committee,  and 
by  various  county  medical  societies. 
From  1933  to  1937,  inclusive,  all  agencies 
in  upstate  New  York  reached,  through 
public  lectures,  approximately  68,000 
persons,  whereas  the  Massachusetts  can- 
cer educational  program  is  estimated  to 
reach  100,000  persons  in  a single  year. 
The  method  pursued  in  Massachusetts  is 
that  of  concentrating  effort  on  having 
public  education  done  in  each  locality  by 
local  physicians.  This  achieves  the 

* Ann.  of  Int.  Med.,  12-9  (March)  1939. 


double  effect  of  reaching  many  more 
people  than  can  be  done  through  the 
individual  efforts  of  a few  full-time 
workers  and  at  the  same  time  stimulates 
the  interest  and  encourages  postgraduate 
education  of  the  physicians  themselves. 
The  commission  accordingly  has  recom- 
mended that  the  Division  of  Cancer 
Control  endeavor  to  stimulate  and  en- 
courage the  medical  profession  to  carry 
on  public  education  in  cancer  and  that  the 
services  and  experience  of  the  Division  of 
Cancer  Control  be  placed  at  the  disposal 
of  the  medical  profession  to  this  end.” 

The  cooperative  educational  campaigns 
that  have  been  carried  on  by  the  New 
York  State  Department  of  Health  and 
our  State  Society  through  its  committee 
on  public  health  and  education  in 
pneumonia  and  syphilis  demonstrate  the 
value  of  this  educational  method,  and  as 
early  as  1933  attracted  wide  attention. 
They  have  combined  the  educational  and 
professional  possibilities  of  the  two  to 
their  mutual  advantage.  They  have 
facilitated  the  education  of  the  medical 
profession  to  the  highest  point  by  mak- 
ing available  the  known  methods  of 
diagnosis  and  treatment,  and  serve  the 
official  agencies  by  the  promotion  of  the 
health  of  the  people  in  a most  effective 
manner.  The  principles  laid  down  in 
1933  by  Dr.  Farmer’s  committee  and 
encouraged  by  the  state  at  first  in  a small 
way,  now  more  extensively,  should  de- 
velop into  a general  health  education 
principle.  Naturally  there  are  things 
that  may  be  done  by  the  one,  or  by  the 
other,  or  by  both : but  most  things  can  be 
done  best  through  cooperation  of  those 
who  have  wisdom. 

The  responsibility  of  doctors  in  the 
education  of  the  public  against  the  pro- 
miscuous use  of  drugs  is  twofold.  Im- 
proper lay  use  of  such  substances  as  the 
barbiturates  and  sulfanilamide,  to  men- 
tion but  two,  has  grown  to  enormous  ex- 
tent. We  are  remiss  in  that  we  have 
spread  the  lay  use  through  the  publicity 
we  have  given  them.  Now  we  must 
educate  the  public  in  the  dangers  of  such 
illegitimate  use  and  must  ask  restricted 
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sale.  An  Associated  Press  dispatch, 
widely  published  on  April  12,  1939,  states 
that  Dr.  J.  S.  Cunningham,  District 
State  Health  Officer,  at  a joint  meeting 
of  committees  representing  the  Monroe 
County  Medical  Society  and  the  Roch- 
ester Pharmaceutical  Association,  re- 
ported that  there  had  been  84  severe  cases 
and  94  mild  cases  of  drug  intoxication  re- 
sulting from  self-medication  in  Monroe, 
Wayne,  and  Livingston  counties  during 
the  past  year.  Dr.  Cunningham  attrib 
uted  12  deaths  in  those  three  counties 
last  year  to  self -administration  of  drugs, 
and  committees  of  doctors  and  phar- 
macists considered  asking  legislation  to 
restrict  drug  sales. 

It  was  stated  that  the  easy  purchase 
of  “dangerous”  drugs  was  a “menace”  to 
the  welfare  of  the  public  and  a special 
warning  was  issued  advising  against  the 
purchase,  unless  prescribed  by  a physi- 
cian, speaking  particularly  of  sulfanila- 
mide and  its  derivatives. 

I hope,  in  rapidly  sketching  and  ab- 
stracting to  save  our  time,  that  I have 
laid  the  background  for  the  following 
conclusions : 

Public-health  education  is  an  important 
duty  of  the  medical  profession  and  should 
be  reserved  to  them  and  the  official  health 
agencies.  The  spread  of  information  to 
the  public  may  be  easily  corrupted  by 
political  propaganda.  It  should  be  simple, 
direct,  and  suggest  the  need  for  pro- 
fessional advice.  It  should  not  discuss 
matters  of  treatment  even  in  a broad  way, 
for  diagnosis  should  precede  treatment, 
and  self -diagnosis  is  dangerous  under  all 
circumstances.  The  value  of  such  educa- 
tion depends  on  how  clearly  it  tells  when 
and  how  to  seek  advice  from  those  who 


by  training  and  experience  are  legally 
qualified  to  give  it. 

Well-planned  education  of  any  nature 
is  progressive.  One  should  not  read  the 
last  chapter  first  just  to  get  the  thrill.  It 
is  to  be  given  only  by  professional  or  pro- 
fessionally supervised  teachers,  not  by  lay 
volunteers.  The  general  education  laws 
of  the  state  and  the  control  of  our  public 
schools  recognize  this  principle. 

The  attitude  now  being  taken  by  the 
New  York  State  Department  of  Health 
that  certain  health  education  is  best  done 
by  physicians  and  that  in  many  ways  the 
department  should  help  improve  the 
doctor  and  then  use  his  improved  facili- 
ties and  abilities  for  the  spread  of  knowl- 
edge to  the  public  is  to  be  commended. 
Surely  eventually  we  will  be  called  upon 
in  the  none-too-distant  emergency  and  we 
must  be  prepared  to  lead,  and  to  accept 
our  responsibilities  in  any  new  order  of 
things.  Only  by  the  preservation  of 
truth  can  civilization  survive. 

The  attitude  of  the  national  govern 
ment  in  taking  lay  or  amateur  advice  on 
health  matters  and  general  educational 
matters  showing  preference  for  spon- 
taneous ideas,  even  of  ideas  of  grandeur, 
in  contradistinction  to  scientific  coopera- 
tive studies  by  experts  with  legal  au- 
thority, is  to  be  deplored  and  opposed. 

Governmental  propaganda  of  destruc- 
tion and  confusion,  of  half-truths  and 
half  political  buncombe  is  a sad  picture  of 
an  otherwise  noble  animal  attempting  to 
devour  its  young.  Public-health  pro- 
paganda feeding  on  the  medical  and 
social  sciences,  wearing  a cloak  of  phi- 
lanthropy to  cover  selfish  political  de- 
signs is  not  to  be  confused  with  health 
education. 


CONFERENCE  ON  INDUSTRIAL  MEDICINE 

The  Twenty-fourth  annual  meeting  of  the  will  be  held  at  the  Hotel  Statler,  Cleveland, 
American  Association  of  Industrial  Physicians  June5-6-7-8.  The  meeting  will  include  scientific 

and  Surgeons  with  the  American  Conference  on  sessions  of  both  medical  and  nonmedical  value  to 

Occupational  Diseases  and  Industrial  Hygiene  industrial  health. 


Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 

The  Cost  of  Safety 


IN  the  expensively  successful  environ- 
ment of  the  twelfth  annual  convention 
of  the  Greater  New  York  Safety  Council 
(Hotel  Pennsylvania,  March  27,  1939)  a 
physician  reporter  finds  himself  tem- 
porarily bemused.  Here  are  several 
thousand  representatives  of  big  business 
gathered  to  conspire  for  the  greater  safety 
of  human  life  and  limb.  Of  course, 
through  the  erudite  calculations  of  Dub- 
lin and  Lotka  one  knows  that  theoretically 
human  life  has  a money  value.  . . . and 
then  among  the  representatives  of  big 
business  one  notices  that  the  insurance 
companies  are  also  represented.  Light 
dawns:  ways  have  been  found  to  con- 
vert the  theoretical  value  of  human 
life  into  something  that  shows  on  the 
ledger. 

There  is  workmen’s  compensation,  and 
automobile  accident  insurance  and  fire 
insurance  and  even  the  accident  risks  that 
the  banker  takes  when  he  unwillingly 
takes  title  to  a property.  These  also 
are  insured. 

Those  who  have  to  pay  in  cash  for 
accidents  find  it  worth  their  while  to 
inquire  how  and  why  accidents  occur. 
Mr.  John  O.  Dornbusch,  Manager  of 
Insurance  for  the  Central  Savings  Bank 
in  the  City  of  New  York,  finds  that  the 
majority  of  accidents  result  from  falls 
on  stairs  or  in  public  halls.  His  investi- 
gators must  answer  the  following  ques- 
tions: 

1.  Are  the  treads  or  tread  cover- 
ings particularly  worn  or  otherwise  de- 
fective? 

2.  Are  the  stairs  well  lighted  at  all 
times? 

3.  Are  the  stairs  equipped  with  at 
least  one  handrail  running  the  entire 
length  of  the  stairs  ? 


4.  Are  the  stairs  uniform  in  tread 
width,  and  riser  height? 

The  second  highest  cause  of  accidents 
is  from  falling  plaster.  Porcelain 
handles  are  found  to  be  extremely  dan- 
gerous. Rubber  mats,  whether  used  in 
lobbies  or  on  stairways,  must  be  in- 
spected frequently  as  they  have  a tend- 
ency to  curl. 

Newly  built  modern  homes  have  their 
own  though  different  hazards.  The  ad- 
ditional fire  risks  of  modern  air-condi- 
tioning equipment  were  graphically  de- 
scribed by  Mr.  R.  E.  Maginnis  of  the 
American  District  Telegraph  Company. 
Mechanical  filters,  through  which  air  is 
forced  to  remove  dust,  lint,  and  other 
foreign  matter,  offer  possibilities  of  severe 
hazards:  the  oil  film  and  the  dust  can 
generate  great  heat  and  smoke  even  if 
the  material  of  the  filter  itself  is  non- 
combustible. The  forced  draught  into 
the  building  may  suck  in  sparks;  the 
forced  draught  through  the  building  may 
distribute  fire  and  smoke  leading  to  panic, 
which  may  be  more  dangerous  than  the 
fire  itself.  Fire  may  arise  within  the 
system  from  an  overheated  bearing  or 
from  friction  sparks  from  a fan  that  is  not 
properly  serviced,  kept  clean,  or  in  true 
alignment. 

These  accident  hazards  must  occur 
in  many  homes  that  carry  no  insurance. 
They  will  be  observed  by  many  a family 
physician  in  the  course  of  his  rounds. 
The  doctor  who  consults  his  own  financial 
interest  will  leave  them  severely  alone: 
they  may  bring  him  business.  But  many 
physicians  will  nevertheless  warn  the 
household  of  accident  hazards  in  their 
midst,  and  no  doubt  the  minatory  physi- 
cian will  often  incur  the  householder’s 
displeasure  for  meddling  in  matters  that 
do  not  concern  him. 
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The  Production  of  Antipneumococcus  Serum 


The  time  has  by  no  means  arrived 
when  antipneumococcus  serum  can  be 
forgotten.  Perhaps  that  time  never  will 
arrive.  At  any  rate  the  Division  of 
Laboratories  and  Research  continues  to 
carry  out  the  provisions  of  the  Hawkins- 
Schwartzwald  Act.  Horse  serums  for 
seventeen  types  of  pneumonia  have  been 
prepared  for  clinical  trial.  During  the 
last  year  this  achievement  has  been 
supplemented  by  the  experimental  de- 
velopment of  antipneumococcus  rabbit 
serum  for  practically  all  known  types. 
The  supply  of  these  serums  is  limited. 
Demand  for  them  is  rapidly  increasing. 

In  order  that  limited  supplies  should  be 
most  profitably  expended,  and  in  view  of 
the  urgent  need  for  more  accurate  knowl- 
edge of  the  effects  of  serotherapy  in 


pneumonia  caused  by  the  higher  types, 
distribution  has  been  restricted  to  a 
number  of  collaborating  medical  centers 
in  different  parts  of  the  state.  As  a re- 
sult of  knowledge  so  gained  and  the 
progress  made  at  the  laboratories  it  was 
decided  at  the  beginning  of  April  to  make 
available  for  general  use  rabbit  serums  of 
Types  II  and  XIV  and  horse  serum  of 
Type  IV,  in  addition  to  the  serums  for 
Types  I and  V hitherto  available.  The 
supply  stations  that  have  been  stocked 
with  the  three  new  antipneumococcus 
serums  are  located  as  follows:  Albany, 
Buffalo,  Binghamton,  Cooperstown,  Corn- 
ing, Glens  Falls,  Kingston,  Mineola, 
Ogdensburg,  Olean,  Poughkeepsie,  River- 
head,  Rochester,  Syracuse,  Warsaw, 
White  Plains. 


MEDICINE  FOR  THE  MEDICINE  MAKERS 

The  suggestion  advanced  by  Dr.  Thomas 
Parran,  surgeon  general  of  the  United  States 
Public  Health  Service,  that  the  drug  and  chemical 
industry  “revive  in  modern  counterpart  the 
‘wardens  of  the  apothecaries’  who  enforced  drug 
standards  in  the  seventeenth  century  upon  those 
who  ‘unfaithfuly  prepared’  their  compounds” 
met  with  such  wide  approval  in  the  industry 
that  the  executive  committee  of  the  Drug, 
Chemical  and  Allied  Trades  Section  of  the  New 
York  Board  of  Trade  will  consider  immediate 
action  to  that  end,  Ray  Schlotterer,  secretary, 
says. 

Dr.  Parran  advanced  the  proposal  at  the 
annual  dinner  sponsored  by  the  trade  group  at 
the  Hotel  Waldorf  Astoria.  The  idea  was  dis- 


cussed informally  among  drug  wholesalers, 
producers  of  proprietary  medicines,  and  chemical 
men.  Whether  the  action  would  take  the  form 
of  establishing  a standing  committee  to  set  up 
and  enforce  standards  or  whether  it  would  follow 
the  patterns  used  in  some  other  industries  for 
voluntary  self-regulation  was  not  clear.  The 
general  notion  of  an  enforcement  body  within  the 
industry  was  widely  favored,  however. 

Mr.  Schlotterer  said  there  was  no  question 
but  that  self-regulation  is*  the  alternative  to 
increasing  governmental  controls.  It  offers  the 
only  possibility  for  progress  in  the  industry,  he 
said,  for,  without  self-regulation,  the  industry 
faces  the  likelihood  that  its  “hands  will  be  tied” 
by  a growing  body  of  new  laws. 


ANOTHER  PEST  IN  THE  OFFING 

The  ravages  of  the  mosquito,  anopheles  gam- 
biae,  which  in  1938  killed  10  per  cent  of  the  popu- 
lation of  certain  districts  in  Brazil  and  which 
may  eventually  reach  North  America,  are  de- 
scribed in  a report  of  the  Rockefeller  Founda- 
tion. 

According  to  the  report,  the  anopheles  gam- 
biae  is  the  most  dangerous  member  of  the  mos- 


quito family.  In  1938  it  infected  with  malaria 
90  per  cent  of  the  inhabitants  in  the  Jaguaribe 
Valley  of  the  State  of  Ceara  in  Brazil,  with  a 
mortality  rate  of  10  per  cent  in  certain  districts, 
and  caused  disruption  of  the  normal  life  of  the 
communities  to  the  extent  that  virtually  every 
person  in  the  affected  areas  will  be  on  govern- 
ment relief  this  year. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Onondaga  County 

Dr.  Brewster  Doust  was  guest  speaker 
at  a meeting  of  the  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the  County 
of  Onondaga  held  on  April  4 in  the 
Syracuse  General  Hospital.  Mrs.  John 
Buettner  reported  on  the  state  conven- 
tion held  on  April  24-26.  A social  hour 
followed  the  meeting. 

Queens  County 

Many  members  and  guests  of  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  County  of  Queens  enjoyed  a 
luncheon  and  bridge  at  the  Amber 
Lantern  Restaurant,  Flushing,  Long 
Island,  on  April  12,  1939.  There  were 
table  prizes,  door  prizes,  and  four  special 
prizes.  Mrs.  Robert  Yanover,  chairman 
of  entertainment,  and  her  committee 
were  in  charge  of  arrangements. 

Rockland  County 

Mrs.  J.  C.  Dingman  presided  at  a 
meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Rock- 
land held  in  the  Rockland  State  Hospital 
on  March  21.  Dr.  Russell  Blaisdell, 
director  of  the  hospital,  welcomed  the 
guests.  Mrs.  Trevalyn  Omstead,  chair- 
man of  legislation,  discussed  the  bills 
now  pending  that  are  of  interest  to  the 
medical  profession.  After  the  executive 
session  the  members  enjoyed  listening  to 
three  members  of  the  hospital  staff : 
Dr.  Joseph  Miller,  head  of  the  male 
reception  and  parole  board,  spoke  on  the 
Rockland  State  Hospital  in  general — 
its  buildings  and  their  function.  He  spoke 
of  the  care  given  patients  from  the  time  of 
their  admission.  Miss  Witte,  director  of 
nursing  at  the  hospital,  discussed  the 
musing  of  the  mentally  sick,  and  Dr. 
Kilpatrick,  in  charge  of  the  children’s 
division,  spoke  on  the  importance  of  the 
careful  guidance  of  the  problem  child 
and  told  of  the  interesting  work  that  is 


being  done  with  this  group.  Mrs. 
Alfred  Stanley  was  hostess  for  the  after- 
noon and  Mrs.  A.  Selman  and  Mrs.  S.  W 
Toms  presided  at  the  tea  table. 

Saratoga  County 

A meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Saratoga 
County  was  held  in  the  home  of  Dr.  and 
Mrs.  Frank  Mastrianni  on  April  4,  1939. 
Mrs.  Mark  Nettles  presided.  Dr.  Mastri- 
anni, local  health  officer,  addressed  the 
auxiliary  under  the  auspices  of  the 
speakers’  bureau  of  the  Saratoga  County 
Medical  Society.  His  subject  was  “Can- 
cer.” He  reviewed  the  history  of  the 
disease  and  emphasized  that  both  Egyp- 
tians and  Indians  were  acquainted  with 
it.  He  emphasized  the  need  of  a physical 
check-up  yearly,  or  twice  yearly,  espe- 
cially for  persons  over  forty.  Dr.  Mastri- 
anni announced  that  tumor  clinics  are 
being  established  in  the  Memorial  Hos- 
pital at  Albany  and  in  the  Samaritan 
Hospital  at  Troy.  In  closing,  Dr. 
Mastrianni  said  that  there  is  good  progno- 
sis in  early  recognized  cancer  cases  and 
urged  that  fears  be  confirmed  or  allayed 
by  competent  physical  examination  and 
x-ray.  Mrs.  Mastrianni  was  hostess 
after  the  business  meeting  and  program. 

Schenectady  County 

A meeting  of  the  Executive  Board  of 
the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Schenectady  County  was 
held  on  March  22,  1939,  at  the  residence 
of  Mrs.  William  Mallia.  The  program 
for  the  May  meeting  will  be  a round- 
table discussion  on  current  medical  legis- 
lation. 

Suffolk  County 

The  members  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Suffolk  County 
honored  their  past  president,  Mrs.  Stan- 
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ley  Jones,  at  a luncheon  at  Gerard’s 
Restaurant,  Huntington,  on  March  28. 
Mrs.  George  Oxholm  had  arranged  a 
delightful  musical  program  for  the  enter- 
tainment of  those  present.  Among  the 
guests  were  Mrs.  John  L.  Bauer,  of  Kings, 
first  president  of  the  State  Auxiliary,  and 
Mrs.  Daniel  Swan,  of  Queens,  president 
of  the  State  Auxiliary,  as  well  as  other 


members  of  the  state  executive  board. 

• • • 

The  Seventeenth  Annual  Convention 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  be  held  in  St. 
Louis,  Missouri,  May  15-19,  1939.  The 
New  York  State  Auxiliary  will  send 
delegates,  but  it  is  hoped  that  a great 
many  members  will  attend. 


A RAP  AT  THE  STATE  HEALTH  PROGRAM 


Creation  of  a bureau  of  health  education  m the 
state’s  department  of  education  was  advocated 
by  Dr.  C.  E.  A.  Winslow,  Professor  of  Public 
Health  at  the  Yale  School  of  Medicine,  in  an 
address  before  the  Public  Education  Association 
at  the  Hotel  Pennsylvania  on  April  5. 

If  the  health  procedures  of  this  state  are  to  be 
improved,  many  “radical  changes”  in  the  exist- 
ing health  organization  are  required,  Dr.  Win- 
slow declared.  On  the  whole,  New  York  State 
is  woefully  lacking  in  adequate  health  facilities, 
he  charged. 

An  experienced  school  administrator  should  be 
placed  in  charge  of  the  health  education  bureau, 
which  should  include  health  and  physical  educa- 
tion instructors,  doctors,  nurses,  and  dentists, 
Dr.  Winslow  said.  He  urged  committees  of 
similar  make-up  for  each  area. 

“The  entire  school  health  program  should  be 
formulated  and  conducted  under  the  advice  of 


a regularly  constituted  and  continuing  council  on 
health  education,”  Dr.  Winslow  continued. 
“To  insure  correlation  and  secure  desirable 
technical  assistance,  the  state  department  of 
health  and  the  state  department  of  mental 
hygiene  should  also  be  invited  to  designate  repre- 
sentatives to  sit  with  the  council.” 

As  practiced  at  present,  Dr.  Winslow  con- 
tinued, the  state  health  program  is  “extremely 
narrow”  in  objective,  limited  to  a rigid  routine, 
and  almost  wholly  lacking  in  correlation  with  the 
educational  program  as  a whole.  He  based  his 
conclusions  on  the  findings  of  the  recent  regents’ 
inquiry,  in  which  he  took  part. 

“On  the  whole,  it  seems  to  me  that  health 
service  is  perhaps  the  least  effective  of  all  phases 
of  the  health  program  which  we  have  studied  in 
New  Y ork  State,  ” he  asserted . ‘ ‘ Radical  changes 
are  essential  if  it  is  to  be  made  reasonably  effi- 
cient.” 


LUCKILY  THERE  WAS  A “DOCTOR  IN  THE  HOUSE” 


It  is  estimated  that  three  hundred  lives  will 
have  been  saved  due  to  the  forethought  of  Dr. 
Daniel  L.  Bower,  member  of  the  House  of  Rep- 
resentatives in  the  recent  Indiana  legislature,  who 
sponsored  a bill  providing  for  emergency  ap- 


propriations for  purchasing  pneumonia  serums 
for  indigent  cases. 

The  original  bill  had  set  July  1 as  the  date  on 
which  the  first  appropriation  for  this  purpose 
should  be  available. 


OUCH! 

“I  think — ,”  began  the  doctor  on  the  witness 
stand. 

“You  are  not  on  the  stand  as  an  expert  wit- 
ness,” interrupted  the  attorney.  “We  want 
your  testimony  as  to  what  you  know,  not  as  to 
what  you  think.” 

“I’m  sorry,”  the  doctor  answered  quietly. 
“I’m  not  a lawyer.  I can’t  talk  without  think- 
ing.”— Medical  World. 


MORE  MOUTHS  FOR  SILVER  SPOONS 
The  erstwhile  low  birth  rate  among  the  well-to- 
do  classes  is  rising,  Dr.  Clyde  V.  Kiser  of  the 
technical  staff  of  the  Milbank  Memorial  Fund, 
said  at  the  seventeenth  annual  conference  of  the 
fund  at  the  New  York  Academy  of  Medicine, 
2 East  103rd  Street.  He  based  his  report  on 
records  of  more  than  375,000  married  American 
women  of  child-bearing  age,  collected  by  the 
National  Health  Survey  of  1935-1936  in  eighty- 
four  cities  of  nineteen  states. 


Medical  News 


Serum  to  Protect  Children  from  Measles 


The  New  York  City  Department  of 
Health  has  issued  an  important 
notice  on  the  use  of  convalescents’  serum 
in  the  control  of  measles.  It  advises  that 
convalescents’  measles  serum  injected 
intramuscularly  into  children  not  later 
than  the  fifth  day  after  exposure  to 
measles  will  either  prevent  or  attenuate 
the  disease  in  95  per  cent  of  the  children 
so  treated.  The  attenuated  disease  that 
may  develop  is  so  modified  that  complica- 
tions practically  never  occur.  Never- 
theless, this  modified  measles  usually  con- 
fers a lasting  immunity. 

In  children  up  to  the  age  of  five, 
measles  causes  a higher  mortality  than  is 
generally  realized.  It  is  therefore  ad- 
visable to  attempt  complete  protection 
in  this  age  group,  postponing  the  possi- 
bility of  contracting  measles  to  a later 
age  period  when  the  disease  is  less  dan- 
gerous. For  the  same  reason  this  practice 
should  be  adopted  in  children  in  any  age 
group  who  are  run  down  or  suffering  from 
any  other  illness. 

To  prevent  measles  completely,  chil- 
dren up  to  the  age  of  three  should  receive 
5 cc.  of  convalescents’  measles  serum; 
those  from  three  to  ten  years,  10  cc.,  and 
those  older  than  ten  years,  15  to  20  cc., 
depending  on  their  size. 

The  dose  for  modifying  measles  in 
children  over  five  years  of  age  is  one-half 
of  the  above  amounts  when  given  not 
later  than  the  fifth  day  after  exposure,  or 
the  full  amount  from  the  sixth  to  eighth 
day  of  exposure. 

In  hospitals  and  children’s  institutions, 
regardless  of  the  age  of  the  children,  the 


attempt  should  be  made  to  prevent  com- 
pletely the  development  of  the  disease  so 
as  to  prevent  an  outbreak  of  measles  in 
the  institution. 

Since  the  serum  is  derived  from 
humans,  the  risk  of  allergic  or  anaphylac- 
tic reactions  is  practically  nil,  and  only 
rarely  does  a mild  local  reaction  occur  at 
the  site  of  injection. 

Convalescents’  serum,  as  supplied  by 
the  Manhattan  Convalescent  Serum  Labo- 
ratory, is  prepared  from  blood  obtained 
from  individuals  recently  recovered  from 
measles;  it  is  proved  to  be  sterile  and 
Wassermann-negative  before  it  is  re- 
leased, and  its  distribution  has  been 
licensed  and  is  under  the  supervision  of 
the  U.  S.  Public  Health  Service. 

The  Manhattan  Convalescent  Serum 
Laboratory  is  a nonprofit  organization. 
For  this  reason  the  serum  is  supplied  at 
the  cost  of  production  to  hospitals  and 
physicians.  Measles  convalescents’  serum 
is  furnished  at  the  rate  of  fifty  cents  a 
cc.,  or  $2.50  for  5 cc. 

Serum  can  be  obtained  at  the  Man- 
hattan Convalescent  Serum  Laboratory, 
Room  610,  in  the  William  Hallock  Park 
Laboratory  of  the  New  York  City  De- 
partment of  Health,  15th  Street  and  East 
River,  between  the  hours  of  9 a.m.  and 
5 p.m.,  and  from  9 a.m  to  12  noon  on 
Saturdays  At  all  other  times  serum  can 
be  obtained  from  Dr.  William  L.  Wheeler, 
Jr.,  348  West  22d  Street,  Chelsea  3-4149. 

Further  information  regarding  con- 
valescents’ serum  supplied  by  the  labora- 
tory can  be  obtained  from  Dr.  William 
Thalhimer,  director. 


County  News 

Broome  County 

Dr.  William  H.  Hobbs  addressed  the  Vesical  Neck  Interference?”  on  April  11 
Broome  County  Medical  Society  on  at  the  Monday  Afternoon  Club  House, 
‘What  Place  Should  Transurethral  Re-  Binghamton.  Discussion  was  by  Dr. 
section  Occupy  in  the  Treatment  of  C.  D.  Squires  and  Dr.  D.  O.  Chamberlain. 
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Erie  County 

On  April  5,  Dr.  Elmer  Milch  discussed 
“The  Management  of  Diffuse  Peritonitis, 
Subsequent  to  Perforated  Appendicitis,” 
before  the  Section  of  Surgery  of  the 
Buffalo  Academy  of  Medicine;  on  April 
12,  the  Buffalo  Radiological  Society  con- 
ducted “A  Symposium  on  Roentgen 
Therapy  of  Infectious  and  Benign  Con- 
ditions,” and  on  April  19,  the  Section  of 
Obstetrics  and  Gynecology  listened  to  a 
paper  on  “Hemorrhage  in  Obstetrical 
Cases,”  by  Dr.  Henricus  J.  Stander,  of 
New  York  City. 

Cortland  County 

Syracuse  papers  a few  weeks  ago  gave 
prominence  to  the  half-century  of  medical 
practice  of  Dr.  John  E.  Leonard,  of 
Harford  Mills,  with  a column  story  of  his 
life  and  a fine  picture  of  him  reading  the 
New  York  State  Journal  of  Medicine.  He 
“has  been  a familiar  figure  at  the  firesides 
of  many  homes  in  a dozen  townships  of 
four  counties  for  half  a century,”  we  are 
told.  Among  his  interesting  memories — 
“in  a single  twenty-four-hour  day  in  his 
early  years  of  practice  Doc  remembers 
driving  a horse  sixty-three  miles  and  visit- 
ing twenty-eight  patients  when  on  many 
of  the  calls  he  had  to  break  drifts  open 
for  the  tired  horse.” 

When  the  influenza  epidemic  raged 
shortly  after  the  United  States’  entry  into 
the  World  War  “Doc  for  many  days  did 
not  even  see  his  bed,  let  alone  sleep  in 
one,  and  his  work  in  that  disastrous 
epidemic  is  still  remembered  among 
householders  and  doctors  of  the  parish. 
He  lost  just  two  of  all  the  many  patients 
he  treated  over  a wide  area.”  When 
relatives  and  friends  urge  him  to  retire, 
he  relies:  “Maybe  I will.  I’ll  think  it 
over,  anyway.” 

Franklin  County 

Dr.  George  E.  Wilson,  Vice-President 
of  the  Saranac  Lake  Medical  Society  for 
the  past  year,  was  elected  president  of  the 
society  to  succeed  Dr.  Spencer  Schwartz 
at  the  final  meeting  at  the  John  Black 
Memorial  room  on  March  29. 


More  than  fifty  members  of  the  society, 
the  Osier  Club,  and  guests,  attended  the 
meeting  and  heard  a lecture  on  “Silicosis 
and  Allied  Conditions  Due  to  the  Inhala- 
tion of  Dust”  by  Dr.  Leroy  U.  Gardner, 
director  of  the  Saranac  Laboratory. 

At  the  final  meeting  of  the  Osier  Club, 
Dr.  Edwin  M.  Jameson  was  elected  presi- 
dent to  succeed  Dr.  Walter  Taylor, 
D.D.S.,  and  Dr.  Arthur  Vorwald  was 
named  vice-president. 

The  medical  society  and  the  Osier  Club 
have  sponsored  seventeen  meetings  from 
last  November  through  March  this  year. 
Distinguished  physicians  from  all  parts  of 
the  east  and  Canada  lectured  at  the  meet- 
ings and  four  clinical  pathologic  con- 
ferences were  conducted  by  local  physi- 
cians. 

Greene  County 

Dr.  Lyle  B.  Honeyford,  of  Catskill, 
who  died  on  April  2,  was  a former  Presi- 
dent of  the  Greene  County  Medical 
Society.  He  was  largely  responsible  for 
the  establishment  of  the  Greene  County 
Memorial  Hospital  and  became  the  first 
president  of  its  medical  board,  serving 
until  1937,  and  through  his  own  gifts 
and  those  of  his  friends  aided  the  institu- 
tion financially. 

Jefferson  County 

Dr.  Cary  Eggleston,  of  the  Cornell 
University  Medical  College,  will  address 
the  Jefferson  County  Medical  Society  at 
Watertown,  May  11,  at  8 p.m.  on  “Rheu- 
matic and  Syphilitic  Heart  Disease.” 

Kings  County 

The  Doctors  Orchestra  of  Brooklyn 
gave  its  first  public  concert  March  29  in 
Brooklyn  State  Hospital  for  the  Insane. 

Monroe  County 

Dr.  Elmer  Milch,  of  Buffalo,  read  a 
paper  on  peritonitis  before  the  Monroe 
County  Medical  Society  on  March  21. 

New  York  County 

The  New  York  City  Department  of 
Health,  with  the  aid  of  Works  Progress 
Administration  employees,  has  begun  x- 
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ray  examinations  of  20,000  fur  workers  to 
determine  the  percentage  of  tuberculosis 
infection,  believed  to  be  an  occupational 
disease  in  the  fur  industry. 

The  tests  are  given  at  the  rate  of  about 
five  hundred  a day.  A new  type  of  x-ray 
machine,  capable  of  four  exposures  a 
minute,  is  being  used.  The  total  cost  of 
the  x-rays  will  be  about  $1  a person. 

The  tests  are  being  given  under  the 
direction  of  Dr.  Herbert  R.  Edwards, 
Director  of  the  Bureau  of  Tuberculosis 
of  the  Department  of  Health.  Dr.  Ed- 
wards said  that  wherever  there  is  a sus- 
picion of  tuberculosis  the  record  of  the 
case  will  be  turned  over  to  the  individ- 
ual’s private  physician  with  the  recom- 
mendations of  the  health  department. 

In  instances  where  an  individual  has  no 
private  physician  the  records  will  be 
turned  over  to  the  Furriers’  Joint  Coun- 
cil, which  has  a medical  board.  Accord- 
ing to  Mr.  Potash,  information  already 
available  reveals  a great  many  cases  of 
tuberculosis,  heart  disease,  and  asthma 
among  the  union  membership. 

Dr.  Livingston  Farrand,  President 
Emeritus  of  Cornell  University,  will 
speak  at  the  New  York  Academy  of  Medi- 
cine on  May  11  at  8:15,  on  “Primitive 
Man  and  Medicine.” 

Dr.  William  Hallock  Park,  former 
Director  of  the  Bureau  of  Laboratories 
of  the  Health  Department  of  New  York 
City  and  an  outstanding  specialist  in  the 
field  of  antitoxins,  died  on  April  6 of  a 
heart  attack  in  his  home,  1225  Park 
Avenue.  He  was  seventy-six  years  old. 

Dr.  Park  was  cited  by  Yale  Univer- 
sity as  “the  perfect  type  of  the  scientist 
in  the  service  of  the  state.”  He  accom- 
plished great  things  as  “the  family  doctor 
to  New  York  City’s  millions,”  but  he 
made  no  personal  financial  gain,  and  the 
honors  that  he  gained  were  not  sought, 
but  showered  upon  him. 

He  was  mainly  responsible  for  the  con- 
quest of  diphtheria  by  his  toxin  anti- 
toxin. Dr.  Park’s  extensive  research 
work  made  possible  the  supply  of  pure 
milk  in  New  York. 


Since  1894,  when  he  took  over  the 
position  of  director  of  the  city’s  Bureau 
of  Laboratories,  Dr.  Park  sought  to  pre- 
vent such  scourges  as  pneumonia,  scarlet 
fever,  tuberculosis,  cancer,  typhoid,  mea- 
sles, diphtheria,  influenza,  and  other  con- 
tagious maladies — and  he  was  largely 
successful ; so  much  so  that  he  was 
hailed  as  “the  American  Pasteur”  when 
the  American  Public  Health  Association 
conferred  upon  him  the  Sedgwick  Medal 
in  December,  1932. 

That  same  year  Dr.  Park  received  the 
Public  Welfare  Medal  of  the  National 
Academy  of  Sciences  “for  work  as  head 
of  the  research  laboratories  of  the  New 
York  City  Health  Department  and  the 
application  of  scientific  discoveries  for 
the  prevention  of  disease.” 

Fifty  years  after  he  was  graduated  from 
the  College  of  the  City  of  New  York  with 
the  class  of  ’83,  Dr.  Park  received  the 
Townsend  Harris  Medal  from  his  alma 
mater  for  attainment  in  medicine. 

In  1923,  Dr.  Park  was  President  of 
the  American  Public  Health  Associa- 
tion. 

Despite  his  untiring  work  in  his  labora- 
tories, Dr.  Park  found  time  to  write  sev- 
eral scientific  books  and  many  articles 
and  monographs.  He  wrote  Pathogenic 
Micro-Organisms , Public  Health  and 
Hygiene,  and  Who's  Who  Among  the 
Microbes.  He  contributed  to  technical 
journals  on  bacteriology  and  immunology, 
public  health,  and  hygiene. 

Dr.  Charles  Rupert  Stockard,  Pro- 
fessor and  Head  of  the  Department  of 
Anatomy  of  the  Cornell  University  Medi- 
cal College,  1300  York  Avenue,  New 
York  City,  and  an  outstanding  biologist, 
died  on  April  7 in  the  Rockefeller  Insti- 
tute Hospital,  York  Avenue  and  66th 
Street,  of  heart  disease  after  an  illness  of 
six  months.  He  was  sixty  years  old  and 
lived  at  1035  Fifth  Avenue. 

Dr.  Stockard  was  noted  chiefly  for  his 
scientific  investigations  on  morphologic 
subjects,  on  the  experimental  production 
of  monstrosities,  and  the  influence  of  al- 
cohol and  anesthetics  on  the  develop- 
ment of  animals.  He  was  President  of 
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the  Board  of  the  Rockefeller  Institute  of 
Medical  Research  and  an  investigator 
for  the  Huntington  Fund  for  Cancer  Re- 
search. 

A contributor  to  medical  journals  in 
this  country  and  abroad,  he  was  managing 
editor  of  the  American  Journal  of  Anat- 
omy and  editor  of  the  Journal  of  Experi- 
mental Zoology  and  of  the  American  An- 
atomical Memoirs.  He  was  the  author  of 
Origin  of  Blood , published  in  1915; 
Hormones  and  Structural  Development, 
1927,  and  The  Physical  Basis  of  Person- 
ality, 1931. 

Ontario  County 

The  second  quarterly  meeting  of  the 
Ontario  County  Medical  Society  was  held 
at  the  sanitarium  in  Clifton  Springs  on 
Tuesday,  April  11.  The  program:  1. 

“Diabetic  Coma,”  by  Dr.  Paul  Newland, 
of  Clifton  Springs;  2.  “Common  Dis- 
eases and  Injuries  of  the  Hip,  by  Dr. 
Adrian  S.  Taylor,  of  Clifton  Springs. 

The  papers  were  in  the  nature  of  clinics. 
Patients  were  presented  for  examination 
and  various  points  in  the  talks  illustrated 
by  lantern  slides. 

Orleans  County 

Two  Orleans  County  physicians,  Dr. 
Edward  Whittier  and  Dr.  William  O. 
Burbank,  of  Albion,  are  celebrating  a half 
century  of  medical  practice.  They  were 
graduated  together  from  the  University 
of  Buffalo  Medical  School  on  March  26, 
1889.  Five  others  of  the  class  are  still 
living. 

Oswego  County 

Dr.  Oliver  W.  H.  Mitchell,  of  Syracuse 
University,  addressed  the  Oswego  County 
Medical  Society  Auxiliary  on  March  29 
on  socialized  medicine. 

The  fact  that  national  health  programs 
have  met  with  favorable  results  in  other 
countries  is  no  indication  that  a similar 
system  could  be  successfully  operated  in 
the  United  States,  Dr.  Mitchell  con- 
tended. Taking  into  consideration  such 
factors  as  population  and  the  difference 
in  standards  of  living,  the  success  of 


socialized  medicine  in  this  country  is 
improbable,  he  indicated. 

Queens  County 

Queens  physicians  are  complaining  that 
the  police  have  marked  them  out  as 
special  targets  in  handing  out  summonses 
for  minor  infractions  of  motor  regulations. 
According  to  the  Brooklyn  Eagle , the 
Queens  County  Medical  Society  has  taken 
official  cognizance  of  the  situation  by  ad- 
dressing a resolution  of  protest  to  Police 
Commissioner  Valentine,  who  has  prom- 
ised to  look  into  the  alleged  persecution. 
A committee  has  also  been  appointed  to 
confer  with  Inspector  John  M.  O’Leary, 
in  charge  of  traffic  in  Queens. 

A legend  has  arisen  that  the  prodigality 
of  police  with  tickets  for  doctors  resulted 
from  a recent  incident  at  Queens  General 
Hospital. 

According  to  the  story,  a traffic  police- 
man who  had  suffered  a fractured  leg  was 
taken  to  the  hospital  for  treatment.  A 
member  of  the  hospital  staff  spotted  him 
in  the  ward  as  a policeman  who  had  once 
served  him  with  a summons. 

“Gee,”  joshed  the  doctor,  “I  wish  I 
had  charge  of  your  case.  Would  I get 
even!” 

The  policeman  is  supposed  to  have  re- 
sented the  remark  and  spread  the  story 
among  his  colleagues. 

However,  Dr.  Joseph  Wrana,  president 
of  the  medical  society,  does  not  lean  too 
heavily  on  this  story  as  the  possible  spark 
for  the  police  war  on  physicians. 

“I  believe  that  we  can  look  for  the 
reason  in  the  stricter  investigation  which 
is  being  made  today  into  the  status  of  ap- 
plicants for  treatment  in  municipal  hos- 
pitals, particularly  in  Queens,”  he  said. 

“Heretofore,  it  had  been  customary 
for  policemen  and  firemen  to  receive  free 
treatment  and  occupy  beds  at  municipal 
hospitals,  which  are  primarily  intended 
for  the  care  of  the  sick  poor.  The  stricter 
regulations  now  in  force  may  be  respon- 
sible for  retaliatory  measures  by  the 
police. 

“They  overlook  the  fact  that  we  doc- 
tors have  nothing  to  do  with  the  regula- 


May  1,  1939] 


MEDICAL  NEWS 


943 


tions.  They  are  entirely  up  to  the  execu- 
tives of  the  hospital.  We  do  not  even  re- 
ceive any  compensation  for  the  work  we 
do  at  municipal  institutions. 

“The  danger  in  the  present  situation 
lies  in  the  fact  that  a delay  to  a physician 
caused  by  an  overzealous  or  malicious 
police  officer  may  mean  the  difference  be- 
tween life  and  death  to  a patient.” 

Dr.  A.  W.  Martin  Marino  addressed  the 
Medical  Society  of  the  County  of  Queens 
on  April  7 on  “Office  Proctology.” 

Dr.  Albert  L.  Voltz,  who  died  on  March 
27,  was  President  of  the  Queens  County 
Medical  Society  in  1930-31. 

Rensselaer  County 

Dr.  Merlin  J.  Zeh,  of  Watervliet,  is 
celebrating  the  fiftieth  anniversary  of 
his  start  in  medical  piactice. 

St.  Lawrence  County 

Dr.  Cary  Eggleston,  of  the  Cornell 
University  Medical  College,  will  address 
the  St.  Lawrence  County  Medical  So- 
ciety in  Ogdensburg  on  May  11  at  1:30 
p.m.  on  “Rheumatic  and  Syphilitic  Heart 
Disease.” 

Saratoga  County 

Recently  in  Saratoga  County  the  ques- 
tion arose  as  to  the  legality  of  the  board  of 
supervisors  appointing  physicians  to  treat 
syphilis  patients  in  their  own  offices  and 
to  pay  for  their  services  on  a fee  basis 
from  a county  appropriation.  The  at- 
torney general  has  expressed  the  opinion 
that  the  board  of  supervisors  has  ample 
authority  under  Section  12,  subdivision 
44- a of  the  county  law,  to  provide  for 
syphilis  treatment  on  a fee  basis. 

Warren  County 

The  Glens  Falls  Academy  of  Medicine 
met  on  March  31  in  the  Crandall  Library 
auditorium.  Dr.  Robert  E.  Buckley,  of 
New  York  City,  spoke  on  “The  Impor- 
tance of  Sinusitis  to  the  General  Practi- 
tioner.” 


A Spring  drive  of  syphilis  education  will 
be  launched  May  3 by  the  Warren  County 
Tuberculosis  Committee  at  a dinner  in 
Glens  Falls  to  be  addressed  by  State 
Health  Commissioner  Godfrey.  Mr.  Os- 
born will  represent  the  state  committee  on 
the  program.  Miss  Marjorie  Bucknam, 
executive  secretary,  scheduled  a prelimin- 
ary organization  meeting  April  10,  inviting 
the  principal  organizations  of  the  county 
to  send  delegates  to  hear  three  prominent 
local  speakers  describe  the  objectives  of 
the  campaign  and  to  review  educational 
material. 

Here  are  two  cogent  paragraphs  from 
Miss  Bucknam’s  prospectus  of  “Why 
Syphilis  Education  Is  Needed  in  Warren 
County”: 

1.  Until  a majority  of  our  citizens  will 

readily  accept  a talk  about  syphi- 
lis control  with  the  same  de- 
tachment that  they  would  about 
tuberculosis,  we  need  meetings 
on  syphilis. 

2.  Only  a small  percentage  of  the 

people  of  Warren  County  realize 
that  the  facilities  for  the  diagno- 
sis and  treatment  of  syphilis,  as 
maintained  by  our  official  health 
agencies,  are  unexceled  by  any 
other  county  in  the  state.  If 
more  people  are  informed  of 
these  facts  they  will  take  advan- 
tage of  them  and  rally  to  their 
support  at  all  times. 

Westchester  County 

The  right  of  persons  on  relief  in  West- 
chester to  select  their  own  physicians, 
the  elimination  of  “politics”  in  medical 
welfare  work,  and  participation  in  such 
work  by  some  500  county  physicians  who 
do  not  now  accept  cases  are  all  proposed 
in  a new  plan  now  under  consideration. 

Growing  and  widespread  dissatisfac- 
tion among  physicians,  welfare  officials, 
and  taxpayers,  with  the  present  loosely 
organized  methods  of  administering  med- 
ical care  to  relief  recipients  has  resulted 
in  the  formulation  of  the  plan,  which,  if 
adopted  on  a county-wide  basis,  may 
point  the  way  toward  a reorganization  of 
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the  medical-relief  structure  of  the  entire 
state. 

The  plan,  drawn  by  a committee  com- 
posed of  members  of  the  county  medical 
society  and  welfare  officials,  centers 
about  the  appointment  of  a county 
“arbitration  committee”  composed  of  five 
physicians  chosen  by  the  president  of  the 
medical  society  and  five  welfare  officials 
selected  by  the  conference  of  county  wel- 
fare officials  to  administer  the  medical 
care  of  persons  on  relief. 

In  the  opinion  of  the  members  of  the 
society  and  of  officials  in  public-welfare 
work,  the  plan  would  provide  the  mech- 
anism to  generally  improve  the  present 
medical-relief  situation,  obtain  a more 
general  participation  of  the  medical  pro- 
fession in  serving  welfare  patients,  and 
would  assure  the  highest  type  of  medical 
service  at  the  lowest  cost  to  the  taxpayer. 

Comprising  the  committee  of  eight 
which  drew  up  the  plan  are  Dr.  Edward 
C.  Wood  of  White  Plains,  chairman; 
Dr.  Mark  G.  Kliatshco  of  Mount  Ver- 
non, Dr.  Herbert  W.  Schmitz  of  Yonkers, 
and  Dr.  Charles  Neil  Jeffries  of  Mamaro- 
neck,  for  the  county  medical  society; 
and  Nicholas  J.  Ebbitt,  Yonkers,  Com- 
missioner of  Public  Welfare;  Charles  D. 
Devinne,  Public  Welfare  Officer  of  the 
Town  of  Mamaroneck;  Mrs.  J.  Hobart 
Cox,  Public  Welfare  Officer  of  the  Town 
of  North  Castle,  and  Miss  Edith  Parker, 
Assistant  Director  of  the  County  De- 
partment of  Family  and  Child  Welfare. 

The  medical  society  estimates  that  at 
the  present  time  not  more  than  200  of  the 
700-odd  practicing  physicians  in  the 
county  are  treating  relief  patients. 

Although  in  some  parts  of  Westchester 
physicians  and  public-welfare  agencies  are 
cooperating  on  a successful  medical  care 
program,  many  medical  men  in  other 
areas  will  not  touch  relief  work  because  a 
satisfactory  working  agreement  with  the 


public  agency  cannot  be  achieved.  The 
medical  society  has  received  complaints 
that  in  still  other  districts,  physicians  re- 
fuse to  participate  on  the  grounds  that  the 
medical-relief  setup  is  a political  foot- 
ball and  that  doctors  are  being  literally 
“kicked  around.” 

By  arming  an  arbitration  committee 
with  authority  to  take  affirmative  action 
where  it  is  needed,  it  is  believed  that 
many  difficulties  between  the  physicians 
and  the  administrating  welfare  officer  can 
be  settled. 

A Michigan  medical  editor,  who  has 
been  studying  county  medical  publica- 
tions for  a year  or  more,  has  handed  down 
the  verdict  that  “for  interest  from  the 
reader  standpoint”  the  Westchester  Med- 
ical Bulletin  leads  them  all,  and  Editor 
Bryan  has  written  him  a graceful  note  of 
thanks.  The  Bulletin  of  the  New  York 
Academy  of  Medicine  is  listed  by  the 
Michigan  editor  as  “purely  scientific  and 
one  of  the  best  we  have  seen. 

A regular  meeting  of  the  White  Plains 
Medical  Society  was  held  Tuesday  even- 
ing, April  11,  at  the  Gedney  Country 
Club,  Ridgeway,  White  Plains.  Several 
important  business  matters  were  dis- 
cussed, after  which  Mr.  John  J.  White 
presented  a preview  of  the  New  York 
World’s  Fair. 

At  a regular  meeting  of  the  Yonkers 
Academy  of  Medicine,  held  Wednesday 
evening,  March  15,  at  the  Amackassin 
Club,  Dr.  Clyde  H.  Brown,  attending 
physician  of  French  Hospital,  New  York 
City,  presented  an  interesting  paper  on 
“Arthritis.” 

The  Mount  Vernon  Medical  Society 
held  a regular  meeting,  Thursday  evening, 
April  13,  at  The  Knolls  in  Mount  Ver- 
non. The  speaker  was  Harrison  F.  Mart- 
land,  noted  toxicologist. 


The  Fourteenth  Scientific  Session  of  the  general  cardiac  program  will  be  given  on  Friday, 

American  Heart  Association  will  be  held  at  the  May  12,  and  the  program  of  the  Section  for  the 

Hotel  Jefferson,  St.  Louis,  Missouri.  The  Study  of  the  Peripheral  Circulation  on  May  13. 
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Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Thomas  McC.  Anderson 

57 

Baltimore 

March  24 

Manhattan 

Charles  H.  Cole 

69 

Albany 

March  24 

Binghamton 

Albert  B.  Eckerson 

69 

N.  Y.  U. 

March  29 

Mount  Vernon 

James  C.  Edgar 

79 

N.  Y.  U. 

April 

7 

New  York  City  and 

Greenwich,  Conn. 

Lyle  B.  Honeyford 

62 

Albany 

April 

2 

Catskill 

James  H.  Kenyon 

66 

P.  and  S. 

April 

10 

Manhattan 

Charles  M.  Marnes 

75 

Northwestern 

March  27 

Rouses  Point 

George  K.  Meynen 

78 

N.  Y.  U. 

April 

7 

Jamaica 

William  H.  Park 

76 

P.  and  S. 

April 

6 

Manhattan 

David  H.  Roberts 

79 

Bellevue 

March  31 

Utica 

Hirsch  Sadowsky 

55 

Fordham 

April 

2 

Bronx 

William  C.  Schoenijahn 

65 

P.  and  S. 

March  28 

Brooklyn 

William  J.  Sheehan 

67 

Albany 

April 

7 

Port  Chester 

Vincent  G.  Smith 

44 

Jefferson 

April 

2 

Port  Richmond 

Charles  R.  Stockard 

60 

Wurzburg 

April 

7 

Manhattan 

Francis  Tweddell 

75 

P.  and  S. 

April 

1 

Plandome 

Albert  L.  Voltz 

55 

L.  I.  C. 

March  27 

Forest  Hills 

Frank  A.  Walder 

50 

Buffalo 

March  27 

Lockport 

Correspondence 

To  the  Editor: 

Recently  one  of  the  European  refugee 
doctors,  who  bears  a name  similar  to 
mine  and  whose  controversial  affair  with 
the  Board  of  Regents  reached  even  the 
daily  press,  happens  to  be  confused  with 
my  person.  This  has  become  known  to 
me  by  many  sources,  doctors  as  well  as 
patients.  You  would  oblige  me  greatly 
if  you  would  publish  a correction  in  your 
esteemed  paper. 

Sincerely  yours, 
Gustav  Erlanger,  M.D. 

New  York  City 
April  6,  1939 

Doctor  Gustav  Erlanger,  who  is  a prac- 
ticing physician  in  the  Borough  of  Man- 
hattan, should  not  be  confused  with  a 
foreign  physician  of  a similar  surname, 
who  recently  appealed  to  the  Courts 
from  a ruling  of  the  Board  of  Regents 
of  the  State  of  New  York  refusing  to  in- 
dorse his  foreign  license  to  practice  medi- 
cine.— Editor. 


Hospital  News 


A Plan  to  Care  for  Chronic  Patients  at  Home 


This  is  “something  people  ought  to 
get  excited  about,”  says  Ralph  G. 
Hurlin,  of  the  Russell  Sage  Foundation, 
in  speaking  of  the  “housekeeping  service 
for  chronic  patients”  in  New  York  City. 

For  a long  time  many  physicians  have 
been  of  the  opinion  that  a large  propor- 
tion of  the  chronic  patients  in  hospitals 
and  nursing  homes  could  be  as  well  or 
better  cared  for  in  their  own  homes,  at  an 
economic  saving  to  the  community  and 
with  positive  benefit  to  themselves,  if 
adequate  home  service  were  provided. 
The  WPA  Housekeeping  Service  project 
here  described  is  believed  to  be  the  first 
in  the  country  that  affords  data  as  to 
the  practical  service  that  visiting  house- 
keepers may  render  in  homes  that  could 
not  otherwise  give  adequate  care  to  a 
member  of  the  family  suffering  from  a 
chronic  ailment.  The  present  report 
summarizes  what  has  been  learned  from 
the  experience  so  far  gained. 

The  social  service  rendered  by  these 
housekeeping  aids  in  keeping  families  to- 
gether and  in  creating  peaceful  home  con- 
ditions for  the  children  is  a collateral  value 
of  perhaps  equal  importance  with  the  serv- 
ice rendered  to  the  patient. 

The  report  has  just  been  issued  by  Mary 
C.  Jarrett,  Secretary  of  the  Standing 
Committee  on  Chronic  Illness  of  the  Wel- 
fare Council  of  New  York  City  and  Tech- 
nical Adviser  to  WPA  Project  for  Home 
Care  of  Chronic  Patients  in  New  York. 
The  report  is  based  on  nearly  three  years 
of  operation  of  this  project,  and  a further 
six  months  of  operation  in  amalgamation 
with  a similar  WPA  housekeeping  project 
for  home  care  of  recipients  of  old  age  as- 
sistance. 

The  project  for  chronic  patients  is 
sponsored  by  the  New  York  City  De- 
partment of  Hospitals  and  is  under  the 
joint  technical  direction  of  the  Committee 
on  Chronic  Illness  of  the  Welfare  Council 
of  New  York  City  and  the  Henry  Street 


Visiting  Nurse  Service,  with  the  assist- 
ance of  an  advisory  committee  under  the 
chairmanship  of  Dr.  Ernst  P.  Boas,  repre- 
senting medicine,  hospitals,  and  various 
phases  of  nursing  and  social  work. 

It  Relieves  Overcrowded  Hospitals 

It  appears  definitely  true  that  a large 
proportion  of  beds  in  most  hospitals  is  oc- 
cupied by  chronic  patients  who  can  be  as 
well  or  even  better  cared  for  in  custodial 
institutions  or  in  their  own  homes,  and 
that  the  average  stay  of  these  patients  in 
the  hospital  is  several  times  longer  than 
for  acute  patients.  It  has  been  estimated 
that  1 chronic  patient  in  a hospital  dis- 
places 4 or  more  acute  patients. 

The  care  of  chronic  patients  by  house- 
keeping aids  in  their  own  homes,  where 
this  is  indicated,  is  believed  to  be  cheaper 
than  care  in  hospitals  or  custodial  homes, 
and  usually  the  patient  is  happier  in  a 
home  environment.  The  report  offers 
data  on  this  question  which  is  not,  how- 
ever, definitive. 

The  great  value  of  such  housekeeping 
service  to  other  members  of  the  family  in 
a large  proportion  of  instances  has  been 
abundantly  demonstrated.  Numerous 
instances  are  on  record  of  homes  saved 
from  disruption,  of  nervous  breakdowns 
averted,  of  children  enjoying  a peaceful 
and  orderly  home  life  because  of  the  serv- 
ice of  housekeeping  aids.  It  is  broadly 
true,  the  report  shows,  that  where  such 
service  is  of  value  to  the  patient  it  is  also 
of  value  to  every  member  of  the  family. 
Thus,  as  the  report  points  out,  the  total 
value  of  the  service  is  not  medical  or 
economic  only,  but  also  social. 

No  definite  conclusions  can  yet  be 
drawn  as  to  the  value  of  housekeeping 
service  in  specific  types  of  chronic  illness, 
nor  as  to  its  value  in  certain  types  of 
psychiatric  disorder.  Neither  have  ade- 
quate data  yet  been  assembled  to  make 
the  case  for  housekeeping  service  as  a per- 
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manent  measure  for  public  welfare.  Fur- 
ther evidence  on  all  these  questions  will 
be  gathered  as  the  project  continues. 

How  The  Plan  Works 

The  housekeeping  aids  are  drawn  from 
WPA  relief  rolls,  and  are  for  the  most 
part  middle-aged  women.  Before  being 
engaged  they  are  given  health  tests,  in- 
cluding Wassermanns.  No  woman  with 
syphilis  or  communicable  diseases  are  en- 
gaged for  this  work. 

The  housekeeping  aids  are  given  a brief 
course  of  instruction  in  home  economics 
and  in  the  general  nature  of  their  duties 
before  beginning  work.  They  are  pe- 
riodically visited  by  their  supervisors,  who 
make  about  two  visits  a week  to  each 
home  receiving  service.  An  in-training 
course  is  now  being  organized;  this  will 
consist  of  two  weeks  of  instruction  and 
demonstration,  followed  by  a month  in 
the  field,  and  another  period  of  demon- 
stration and  instruction  of  half  time  for 
four  weeks. 

The  present  staff  of  approximately 
2,000  housekeeping  aids  is  under  the  di- 
rect supervision  of  120  examiners,  who  in 
turn  work  under  20  senior  examiners, 
supervised  by  4 medical  social  workers. 
Two  chief  medical  social  workers  di- 
rect the  supervisory  staff,  and  they 
are  responsible  directly  to  the  technical 
adviser. 


The  housekeeping  aid  in  this  project 
is  definitely  not  a practical  nurse. 
Neither  (and  this  the  family  is  made  to 
understand)  is  she  a maid.  She  is  not 
expected  to  do  work  that  could  be  done 
by  other  members  of  the  family.  The 
examiner  is  definitely  not  a social  worker, 
though  she  may  have  to  observe  and  re- 
port conditions  requiring  the  attention  of 
a social  worker.  The  report  shows  that 
the  personality  of  the  examiners — their 
tact,  understanding,  and  judgment — is 
usually  excellent. 

The  project  as  a rule  serves  only  fami- 
lies of  $100  or  less  income  per  month. 
All’  cases  are  recommended  by  a recog- 
nized public  or  private  welfare  agency 
with  the  approval  of  a hospital,  clinic,  or 
private  physician,  and  are  under  general 
medical  supervision  by  the  nine  project 
physicians.  These  physicians  do  not 
give  medical  treatment  or  advice;  their 
function  is  to  evaluate  the  results  of  the 
service. 

The  report  indicates  that  the  project 
has  already  demonstrated  the  economy 
and  social  usefulness  of  housekeeping  serv- 
ice for  appropriate  cases.  More  defini- 
tive answers  to  the  questions  raised  are 
expected  to  emerge  from  further  study  of 
the  enlarged  project.  Any  further  in- 
formation can  be  obtained  from  The  Wel- 
fare Council  of  New  York  City,  44  East 
23rd  Street,  New  York  City. 


The  Camouflage  of  the  Face  Mask 


“For  a long  time,”  writes  Mr.  T.  R. 
Ponton,  editor  of  Hospital  Management , 
“I  have  been  very  doubtful  of  the  value 
of  the  face  mask  as  a preventive  of  infec- 
tion from  droplet  expulsion.  When  I see 
a surgeon  with  his  mouth  covered  with  a 
few  layers  of  gauze,  thinking  that  he  is 
thereby  protecting  the  wound,  I wonder 
that  there  is  not  more  wound  infection. 
When  I see  a nursery  nurse  wearing  a 
mask  for  hours  I am  concerned  not  only 
for  the  safety  of  the  patient  but  also  for 
the  lack  of  efficiency  which  results  from 
discomfort. 


“For  a long  time  I have  intended  to 
make  some  tests  to  find  out  whether  or 
not  the  mask  as  ordinarily  used  was  a 
menace  or  a protection  but  have  neglected 
it.  Last  month  I was  making  a survey 
in  an  eastern  hospital  and  noted  the  usual 
technic  in  the  nursery.  I asked  the 
superintendent  to  have  the  nurses  talk 
into  some  Petri  dishes  and  have  the  lab- 
oratory report  the  results.  Instead  of 
talking  the  nurses  coughed.  One  nurse 
gave  a pure  culture  of  pneumococcus,  the 
other  gave  pneumococcus  with  other  bac- 
teria. If  the  two  tests  had  been  negative 
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they  would  have  proved  nothing,  but  even 
one  positive  test  proves  that  the  mask  is 
not  the  absolute  safeguard  that  we  have 
come  to  believe  it  to  be. 

“I  would  not  decry  the  use  of  the  face 
mask  to  protect  both  the  patient  and  the 
wearer.  On  the  contrary  I believe  it  has 
a decided  value  if  properly  used.  I would, 
however,  warn  against  the  false  sense  of 
security  which  is  so  often  seen  when  the 
mask  is  worn.  It  is  only  bacteriologic 
common  sense  to  realize  that  when  a mask 
has  been  worn  for  horn's  it  has  become  so 
moistened  with  the  breath  as  to  allow  easy 


penetration  of  bacteria.  The  impervious 
mask  has  the  value  that  it  at  least  deflects 
the  bacteria  which  are  projected  from  the 
mouth  of  the  wearer  and  it  prevents  the 
wearer  from  direct  contamination.  The 
gauze  mask  may  be  of  value  if  it  is  worn 
for  a short  time  as  an  emergency  measure 
to  protect  both  wearer  and  patient  from 
an  unavoidable  exposure  to  the  direct 
line  of  expulsion.  One  of  the  manufac- 
turers has  recently  put  on  the  market  a 
mask  which  is  claimed  to  be  comfortable 
and  impervious  to  bacteria.  I have  had 
no  experience  with  it.” 


Operations  Seen  by  Television 


The  evolution  of  television  as  an  aid  to 
the  teaching  of  surgery  is  seen  following 
an  experiment  at  Israel  Zion  Hospital  in 
which  75  doctors,  nurses  and  students, 
seated  in  a room  500  feet  away,  witnessed 
the  performance  of  an  operation. 

The  experiment  conducted  with  the  co- 
operation of  a patient  suffering  from  a 
hernia  was  the  first  of  its  kind  in  medical 
history  and  met  with  the  unqualified  ap- 
proval of  the  operating  surgeon,  technical 
engineers,  and  the  onlookers. 

“It  proved,”  said  Boris  Fingerhood, 
superintendent  of  the  hospital,  “that 
students  need  no  longer  crowd  into  operat- 
ing room  galleries.  They  will  not  have  to 
resort  to  blackboard  notes  and  text- 
book illustrations  because  they  now  can 
see  every  move  in  clearest  detail.” 

See  and  Hear  Proceedings 

The  movements  of  the  surgeon’s  hands 
and  his  explanatory  comments  were 
picked  up  by  a television  camera  and 
microphone  and  transmitted  through 
cables  to  the  receiving  room,  where  the 


witnesses,  in  groups  of  20  to  30,  saw  the 
operating  room  scene  on  small  screens. 

The  images,  in  black  and  white,  were 
visible  also  to  the  operating  surgeon  on 
an  additional  screen  on  the  television 
monitor,  the  instrument  that  changes  the 
pictures  into  electrical  impulses  for  trans- 
mission. 

A robed  and  masked  engineer  of  the 
American  Television  Company,  which  in- 
stalled the  equipment,  was  on  duty  in 
the  operating  room  and  on  several  oc- 
casions was  called  on  by  the  surgeon  to 
adjust  the  mechanisms  in  order  to  avert 
slight  blurs. 

Despite  the  occasional  imperfect  vi- 
sions, the  experiment  met  with  praise 
from  the  surgeon,  who  requested  that  his 
name  be  withheld  but  expressed  certainty 
that  “a  new  leaf  in  the  book  of  medical 
science”  had  been  opened. 

The  hospital  plans  to  install  receiving 
sets  throughout  the  institution  so  that  staff 
doctors  can  “look  in”  on  operations  and 
consult  with  the  operating  surgeons. 


Improvements 

With  building  and  expansion  projects  City  Department  of  Hospitals  has  bor- 
costing  nearly  $15,000,000  already  rowed  twenty  draftsmen  from  the  Depart- 
under  construction,  and  at  least  sixteen  ment  of  Public  Works  to  hasten  pre- 
others  costing  nearly  $9,000,000  scheduled  liminary  work  in  the  busiest  year  in  his- 
to  be  started  during  1939,  the  New  York  tory,  Commissioners.  S.  Goldwater states. 
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The  program,  aided  in  part  by  Public 
Works  Administration  funds,  will  add  to 
the  city’s  hospital  service  a psychopathic 
hospital,  two  tubercular  hospitals,  five 
outpatient  buildings,  three  laboratories,  a 
convalescent  day  camp,  a nurses’  home, 
an  isolation  building,  three  expanded 
outpatient  departments,  a new  adminis- 
tration and  staff  building,  and  scores  of 
renovated  and  improved  outpatient  de- 
partments. 

Even  these  additions  will  not  begin  to 
meet  the  full  demands  on  the  city’s 
medical  services,  Dr.  Goldwater  said. 
At  the  top  of  his  list  of  badly  needed 
projects  for  which  no  money  is  now 
available,  he  placed  new  general  hospitals 
in  Brooklyn,  Queens,  and  Harlem,  new 
tubercular  hospitals  for  Brooklyn  and 
the  Bronx,  and  a new  hospital  devoted 
entirely  to  treatment  of  venereal  patients. 
This  last  facility  was  needed,  he  said, 
because  of  the  increased  volume  of 
venereal  patients  resulting  from  the 
Department  of  Health’s  campaign  to 
educate  the  public  on  the  subject  of 
venereal  disease. 

The  largest  project  which  will  be 
started  this  year  is  a $1,690,000  psycho- 
pathic department  at  the  Kings  County 
Hospital.  Second  largest  is  a new  out- 
patient building,  also  at  Kings  County 
Hospital,  which  will  cost  $1,087,000. 
A new  tuberculosis  ward  and  administra- 
tion building  at  Riverside  Hospital  will 
cost  $970,000,  and  new  wards  and  ex- 
tension of  the  outpatient  service  at 
Harlem  Hospital,  $937,000. 

In  a few  days  the  department  will  be 
ready  to  occupy  the  new  $3,500,000 
tuberculosis  hospital  for  children  at 
Sea  view,  S.  I. 


New  equipment  for  three  state  in- 
stitutions in  Buffalo  is  provided  for  in 
the  $1,843,712  item  included  in  the 
1939-1940  budget  presented  to  the  Legis- 
lature by  Governor  Lehman. 

The  largest  single  item  for  new  equip- 
ment is  $153,500  for  the  Institute  for  the 
Study  of  Malignant  Diseases  in  High  Street, 


in  addition  to  its  regular  appropriation  of 
$388,830  for  salaries,  including  incre- 
ments, maintenance,  and  operation. 

The  item  for  equipment  includes  $150,- 
000  for  purchase  and  installation  of 
equipment  for  the  new  78-bed  addition  to 
the  hospital  and  $3,500  for  an  incinerator 
for  the  group. 

The  hospital  addition,  when  equipped, 
will  have  the  most  modem  facilities  for 
treatment  of  malignant  diseases. 

The  Buffalo  State  Hospital  is  down  in 
the  budget  for  appropriations  of  $967,892 
for  salaries  and  maintenance  and  an 
additional  $2,500  to  install  a sprinkler 
system  in  the  hospital’s  carpenter  shop 
and  power  plant.  Provision  is  made  for 
scores  of  salary  increases  under  the  Feld- 
Hamilton  annual  increment  act. 


A new  maternity  department  is  being 
added  at  St.  Francis  Hospital,  in  the 
Bronx. 


Plans  for  constmction  of  a new  wing 
to  the  South  Shore  Communities  Hos- 
pital at  Oceanside,  L.  I.,  have  been  ac- 
cepted by  the  board  of  directors,  it  has 
been  announced  by  George  D.  A.  Combes, 
chairman  of  the  board. 

The  hospital  was  opened  on  Armistice 
Day  ten  years  ago,  and  has  never  had  an 
empty  bed,  but  it  has  not  been  possible 
to  erect  a new  wing  until  now. 

Work  on  the  wing  will  start  before 
fall,  Mr.  Combes  declared. 


Improvements  to  cost  over  $600,000 
will  be  made  at  Veterans  Hospital  81, 
Kingsbridge  Road  and  Sedgwick  Avenue, 
the  Bronx. 


Completely  modem  x-ray  equipment 
has  been  installed  in  the  eight-room  addi- 
tion recently  constructed  at  the  rear  of 
the  Mercy  Hospital  at  Watertown.  The 
major  piece  of  new  apparatus  is  a $4,000 
x-ray  outfit  having  a capacity  of  100 
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milliamperes,  entirely  shock-proof,  and 
an  electrically  operated  tilting  table. 

• • • 

George  Bennett,  entering  upon  his  21st 
year  as  President  of  Rockaway  Beach 
Hospital,  announced  at  the  28th  annual 
meeting  of  the  hospital,  that  he  would 
appoint  a special  committee  of  directors 
to  investigate  possible  methods  of  en- 
larging the  institution.  His  announce- 
ment was  made  following  the  reading  of 
annual  reports  which  indicated  great 
increase  in  the  demands  made  on  the 
hospital  during  the  past  year,  when  the 
100-bed  institution  accommodated  as 
many  as  135  patients  at  one  time. 

• • • 

Unless  the  city  appropriates  nearly 
$2,000,000  additional  each  year  to  finance 
the  care  of  charity  patients  in  privately 
operated  hospitals,  service  for  the  poor  of 
Queens,  as  in  other  parts  of  the  city,  faces 
“radical  curtailment,”  hospital  trustees 
declare  in  a report  under  consideration  by 
Mayor  LaGuardia. 

The  North  Shore  hospitals  falling  in 
the  category  of  “voluntary”  institutions 
are  Flushing  and  St.  John’s  hospitals. 
With  Mary  Immaculate  and  Jamaica 
hospitals,  Jamaica,  and  the  two  Rocka- 
way institutions,  St.  Joseph’s  and  Rocka- 
way Beach  hospitals,  they  meet  the  re- 
quirements of  the  borough’s  charity  cases 
not  cared  for  at  Queens  General  Hospital 
or  other  city  institutions  outside  Queens. 

The  report  on  behalf  of  the  needs  of 
the  “voluntary”  hospital  trustees  was 
formulated  by  a committee  which  re- 
quested that  the  city  budget  increase 
its  allowance  for  such  institutions  by 
$1,967,145. 

According  to  the  committee,  the  hos- 
pitals have  depleted  their  capital  funds  by 
$20,000,000  in  the  last  ten  years  in  taking 
care  of  public  charges.  Unless  they  re- 
ceive financial  aid  greater  than  that  given 
by  the  city  in  the  past  years,  they  “are 
in  imminent  danger  of  being  forced  to 
curtail  radically  their  services  to  the  city 
and  community,”  the  committee  de- 
clared. 


The  Bronx  is  seriously  lacking  in  hos- 
pital facilities,  William  Seltzer,  super- 
intendent of  Bronx  Hospital,  told  the 
members  of  the  Lions  Club  recently  at 
the  weekly  luncheon  meeting  in  the 
Schnorer  Club,  163rd  Street  and  Eagle 
Avenue. 

“If  our  Fire  Department  or  Police 
Department  was  undermanned  to  the 
same  extent  that  we  are  short  of  hospital 
facilities,  the  deficiency  would  be  keenly 
obvious,”  he  said.  “The  only  borough 
which  is  worse  off  than  the  Bronx  is 
Queens.” 

Seltzer,  representing  the  United  Hos- 
pital Campaign  Committee,  expressed  his 
thanks  for  a new  oxygen  tent  which  the 
club  recently  presented  to  the  hospital. 
He  said  it  will  be  particularly  useful  in  the 
treatment  of  patients  with  heart  ailments, 
who  are  being  benefited  more  and  more 
through  oxygen  treatments. 

• • • 

Foundation  work  for  the  $3,500,000 
Tri-Boro  Hospital  for  tuberculosis  pa- 
tients, adjoining  Queens  General  Hospital 
in  Flushing  Hillcrest,  has  struck  a snag 
due  to  underground  springs,  and  only 
30  per  cent  of  the  foundation  work  has 
been  completed,  it  is  learned. 

Just  when  the  foundations  for  the 
twelve-story  hospital,  the  nucleus  for  a 
huge  Queens  Medical  Center,  would  be 
completed,  could  not  be  learned  since 
progress  has  not  been  as  rapid  as  expected 
on  account  of  the  unforseen  hidden 
springs  and  inclement  weather. 

Bids  for  the  construction  of  the  Mercy 
Hospital  of  Hempstead  will  be  sought 
after  final  approval  of  the  building  plans 
has  been  given  by  the  board  of  consultants 
of  the  Brooklyn  diocese,  according  to  an 
announcement  by  the  board  of  directors. 

The  new  building  will  be  four  stories 
high  and  will  be  set  back  four  hundred 
feet  from  Mill  Road. 

The  building  has  been  designed  with 
many  setbacks  so  that  the  patients  will 
get  plenty  of  light  and  air,  and  be  able  to 
go  outdoors  on  convenient  roof  decks, 
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when  the  weather  permits.  Sun  parlors 
and  enclosed  porches  will  also  be  pro- 
vided. 

A new  and  larger  chapel  has  been  con- 
structed at  St.  Mary’s  Hospital  at  Am- 
sterdam. 

A two-story  clinic,  84  by  48,  is  to  be 
constructed  at  501-509  West  131st  Street, 
northwest  corner  of  Amsterdam  Avenue, 
New  York  City,  by  Knickerbocker  Hos- 
pital from  plans  by  Francis  Seaman, 
architect.  The  cost  is  placed  at  $40,000. 
the  former  home  of  the  hospital  stood  on 
this  site.  The  new  quarters  are  on  Con- 
vent Avenue,  between  130th  and  131st 
streets. 

The  Catholic  War  Veterans,  New  York 
State  Department,  are  agitating  for  a new 
veterans’  hospital  on  Long  Island.  They 
also  are  asking  that  500  beds  be  added  to 
Base  Hospital  81,  Kingsbridge  Road  and 
Sedgwick  Avenue.  At  present  Base  Hos- 
pital 81  has  a capacity  of  973  beds  and  a 
waiting  list  of  400. 

Various  bodies  in  South  Queens  have 
started  a drive  for  a municipal  general 


hospital  to  serve  Woodhaven  and  envi- 
rons. 

Extensive  alterations  at  the  Leonard 
Hospital  in  Troy  will  give  more  room  for 
some  of  the  services. 

The  improvements  will  include  a large 
rest  room  for  the  special  nurses  with 
showers,  lavatory,  and  other  conveni- 
ences. There  will  also  be  a new  autopsy 
room  and  morgue. 

The  laboratory  will  have  a new  museum 
for  its  pathologic  specimens  and  there  will 
be  two  storerooms. 

The  Samaritan  Hospital  in  Troy  has 
opened  a new  tumor  clinic. 

The  Onondaga  County  Hospital  will 
fireproof  the  older  part  of  its  structure  at 
a cost  of  $10,000. 

The  Junior  Auxiliary  of  the  Peekskill 
Hospital  will  convert  the  board  room  into 
a comfortable  waiting  room. 

The  Trudeau  Sanitorium  at  Saranac 
Lake  has  opened  a new  two-story  recrea- 
tion pavilion. 


At  the  Helm 


These  hospital  officials  have  been 
chosen : 

Dr.  James  A.  Dickson,  to  be  president 
of  the  medical  staff  of  Amsterdam  City 
Hospital. 

Dr.  James  M.  Bernhard,  to  be  presi- 
dent of  the  medical  staff  of  St.  Mary’s 
Hospital  at  Amsterdam. 

John  D.  Clarke,  of  Delhi,  to  be  presi- 
dent of  the  board  of  managers  of  the 
Delaware  County  Sanitorium. 

G.  Louis  Cook,  to  be  president  of  the 
Memorial  Hospital  Association  of  Ithaca; 
re-elected. 

Dr.  George  R.  Dempsey,  to  be  presi- 
dent of  the  Cornwall  Hospital  board. 


Dr.  James  M.  Dobbins,  to  be  president 
of  the  medical  board  of  St.  John’s 
Hospital,  Long  Island  City. 

Dr.  John  L.  Hemstead,  to  be  chairman  of 
the  medical  staff  of  the  Albany  Hospital. 

Clarence  A.  Ludlum,  to  be  president 
of  the  trustees  of  the  Jamaica  Hospital; 
re-elected. 

Dr.  William  J.  Ryan,  to  be  chairman  of 
the  Tuberculosis  Sanitorium  Conference 
of  Metropolitan  New  York. 

Alvin  S.  Rosenson,  to  be  president  of  the 
Jewish  Hospital  of  Brooklyn;  re-elected. 

Mrs.  Oscar  Swift,  to  be  president  of  the 
Brooklyn  Thoracic  Hospital;  re-elected 
for  the  ninth  term. 
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Dr.  John  A.  Enzien,  to  be  president 
of  the  Leonard  Hospital  medical  staff  at 
Troy. 

Dr.  John  A.  Faiella,  to  be  president  of 
the  Yonkers  Professional  Hospital;  re- 
elected. 

Dr.  Oscar  E.  Gomoll,  to  be  chief  of 
staff  of  the  Mercy  Hospital  at  Auburn. 

Dr.  A.  F.  Leone,  to  be  chief  of  the 


medical  staff  of  the  Orleans  County 
Hospital. 

Dr.  J.  H.  Mitchell,  Jr.,  to  be  president 
of  the  Cohoes  Hospital;  medical  and 
surgical  staff. 

Dr.  John  J.  Quinlan,  to  be  president  of 
the  staff  of  Troy  Hospital;  re-elected. 

William  A.  Seely,  to  be  president  of  the 
Chenango  Memorial  Hospital. 


SULFANILAMIDE  AND  THE  DOCTOR 
The  doctor  now  sits  in  his  big  office  chair, 

With  his  feet  on  the  top  of  the  table ; 

His  brow  is  all  furrowed  with  deep  lines  of  care, 
(Just  picture  him  there,  if  you’re  able) — 

His  office  is  filled,  but  with  big  empty  chairs. 

And  his  office  force  all  now  are  idle, 

While  the  sound  of  a snore  from  the  office  next 
door, 

Makes  a pain  in  his  head  and  his  middle. 

Just  a few  years  ago,  he  was  quite  on  the  go 
And  his  phone  was  eternally  ringing ; 

His  patients,  when  sick,  always  wanted  him 
quick, 

And  to  others  his  praises  were  singing; 

But  today  there’s  a lull  in  his  work,  and  the  dull 
Weary  hours  are  becoming  depressing. 

With  no  work  now  to  do,  he  is  terribly  blue, 

And  his  predicament  is  distressing, 

No  more  mastoids  to  do  when  his  office  is 
through, 

No  tonsils  to  pluck  from  their  housing, 

No  sinus  to  drain  for  relief  of  the  pain, 

No  ears  coming  in  for  a dousing. 

No  boils  now  to  lance,  while  the  victim  will 
dance ; 

No  appendices  to  remove, 

No  more  reason  to  hope  that  the  old  cystoscope 
Will  a friend  muchly  needed  now  prove. 

No  gallbladders  to  drain,  no  disease  of  the  brain 
From  absorption  of  toxins  malicious; 

No  more  chills  in  the  night,  many  parents  to 
’fright, 

And  no  more  infection  so  vicious. 

We  revolve  in  our  mind  the  reason  to  find 
For  the  loss  of  all  means  for  a living, 

And  the  reason  we  see  can  nothing  else  be 
But  sulfanilamide  we  are  giving — 

So  with  nothing  to  do,  and  the  prospect  so  blue 

We  can  only  sit  down  and  discuss 

Not  what  have  we  done  with  this  product, 

But — what  has  it  done  with  us? 

G.  M.  Maxwell — in  J.A.M.A. 


TRUST  THE  DOCTOR 

In  spite  of  the  fact  that  its  material  rewards  are 
not  great,  medicine  today  attracts  and  holds 
superior  young  men  and  women;  it  would  not 
do  so  if  they  felt  that  their  future  depended  on 
governmental  favor  rather  than  upon  profes- 
sional attainments.  Experience  teaches  that 
there  is  far  more  reason  to  place  confidence  in  the 
high  purposes  and  altruism  of  the  physicians 
than  in  the  tall  talk  of  politicians  or  the  wishful 
thinking  of  professional  reformers. — Editorial, 
Chicago  Daily  Tribune. 


DISTRICT  OF  COLUMBIA’S  MEDICAL 
PLAN 

The  members  of  the  Medical  Society  of  the 
District  of  Columbia  have  voted  heavily  in  favor 
of  a prepayment  medical  service  plan.  Out  of 
529  voting,  483  ballots  were  affirmative,  44 
negative,  and  2 indefinite.  The  plan  is  to  in- 
clude members  of  the  Society  who  volunteer  to 
participate,  and  the  clients  will  be  employed 
persons  under  sixty  years  of  age,  in  present  good 
health,  earning  $2,000  a year  or  less  if  single, 
or  $2,500  or  less  if  married,  who  will  pay  $1.50 
a month  if  single,  $2.50  for  husband  and  wife, 
and  $3.50  for  a family.  In  adopting  a fee 
schedule  for  medical  services,  the  income  level 
of  the  group  to  be  served,  and  the  monthly  pay- 
ments of  subscribers  have  been  taken  into  ac- 
count. Physicians  participating  will  be  required 
to  subscribe  to  the  fee  schedule,  a copy  of  which 
will  be  provided  them  when  the  agreement  is 
entered  into.  The  plan  was  worked  out  with 
the  aid  and  advice  of  Dr.  R.  G.  Leland,  Director 
of  the  Bureau  of  Economics  of  the  A.M.A. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Malpractice— Expert  Testimony  Required 


Frequently  a patient  dissatisfied 
with  results  of  medical  treatment 
seeks  to  hold  a physician  liable  for  claimed 
malpractice  although  unable  to  produce 
in  court  any  medical  testimony  of  any 
actual  neglect  or  departure  from  proper 
and  approved  procedures.  Such  at- 
tempts rarely  succeed  without  competent 
testimony  as  part  of  the  plaintiff’s  proof, 
as  is  illustrated  by  a case  recently  passed 
upon  by  an  appellate  court  in  one  of  the 
New  England  states.* 

The  plaintiff  in  the  case  was  a boy  of 
about  eleven  years  of  age  at  the  time  he 
sustained  an  injury  while  coasting.  The 
runner  of  another  boy’s  sled  had  struck 
him,  pierced  his  clothing,  and  made  a 
wound  in  his  chest.  The  boy  was 
promptly  taken  to  a hospital  where  he 
was  examined  by  Dr.  A.,  a visiting  sur- 
geon of  the  staff  who  was  on  service  for 
that  particular  month  and  also  by  an- 
other physician,  Dr.  B.,  who  was  desig- 
nated as  “house  officer.” 

Dr.  A.  directed  the  taking  of  x-rays  and 
they  were  found  to  be  negative.  The 
wound  was  thoroughly  cleansed  and  was 
closed  by  the  use  of  two  interrupted 
horsehair  sutures.  Tetanus  antitoxin 
was  administered.  The  boy  remained  in 
bed  at  the  hospital  for  nine  days  and 
on  the  eleventh  day  went  home.  Dur- 
ing that  period  he  was  treated  daily 
by  the  “house  officer”  and  seen  daily  on 
rounds  by  Dr.  A. 

Following  discharge  from  the  hospital 
the  patient  returned  to  the  outpatient 
department,  and  was  seen  further  by 
Dr.  B.  from  time  to  time  for  two  months. 
During  this  time  pus  appeared  in  the 
wound,  and  on  two  occasions  Dr.  B. 
picked  some  threads  from  it.  A month 
later  on  the  boy  was  taken  to  a different, 
hospital  and  confined  there  for  a few  days. 


According  to  the  records  he  was  found 
suffering  from  a chronic  sinus  of  the  chest 
wall,  and  after  x-rays  were  taken  and 
found  to  be  negative,  he  was  taken  to 
the  operating  room  where  the  sinus  was 
excised  and  a small  piece  of  wool  fabric 
was  removed.  He  was  sent  home  in  the 
care  of  a physician,  and  in  two  weeks 
thereafter  the  wound  had  healed. 

An  action  to  recover  damages  for  al- 
leged malpractice  was  brought  on  behalf 
of  the  boy  against  Dr.  A.,  the  surgeon. 
Upon  the  trial,  the  facts  were  in  general 
shown  to  be  as  above  related.  The  proof 
showed  that  the  defendant  did  not  have 
any  connection  with  the  care  of  plaintiff 
when  he  returned  to  the  outpatient  de- 
partment, and  never  saw  plaintiff  after 
his  discharge  eleven  days  after  the  acci- 
dent. 

The  proof  showed  that  Dr.  A.  when  he 
first  saw  the  child  found  a lacerated 
wound  over  the  left  breast,  exposing  the 
chest  wall.  The  chest  wall  being  thin, 
Dr.  A.  told  the  “house  officer”  to  be  care- 
ful in  any  scraping  of  the  wound,  lest 
the  pleura  might  become  injured,  caus- 
ing the  lung  to  collapse.  The  purpose 
of  treatment  was  described  as  being  to 
get  out  all  foreign  material  possible,  to 
give  anything  left  in  room  to  get  out,  and 
to  drain  and  help  evacuate  the  wound  of 
any  pus  or  foreign  material.  The  de- 
fendant testified  that  when  the  patient 
left  the  hospital,  serum  was  discharging 
but  there  was  no  pus,  and  that  a wound 
of  the  nature  plaintiff  had  received 
might  very  well  take  three  or  four  months 
to  heal.  He  also  testified  that  it  was  a 
natural  course  for  a sinus  to  develop 
about  foreign  material,  and  that  good 
surgical  treatment  had  been  administered 
throughout. 

The  trial  Court  directed  a verdict  in 
favor  of  the  defendant,  and  the  case  was 


* Tallon  i IS.  Spellman;  19  N.E.  (2nd)  33. 
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taken  to  the  Appellate  Court  upon  plain- 
tiff’s contention  that  the  case  should 
have  been  submitted  to  a jury. 

The  Appellate  Court  affirmed  the  judg- 
ment in  favor  of  the  defendant  physi- 
cian, and  said  in  the  course  of  the  opinion: 

“The  precise  relationship  between 
the  defendant  and  the  ‘house  officer’ 
does  not  appear.  An  inference,  how- 
ever, is  warranted  that  included  in 
the  duties  of  the  house  officer  was 
the  administering  by  him  to  patients 
of  such  treatment  as  the  defendant 
should  direct.  The  extent  of  the  lia- 
bility of  the  defendant  would  be:  for 

negligence  in  his  acts  or  omissions  in 
the  examination  of  the  plaintiff,  in  the 
diagnosis  of  his  injury,  in  the  directions 
for  treatment  which  he  gave  the  house 
officer,  and  in  the  supervision  of  the 
treatment  given  by  the  house  officer 
up  to  January  14  when  the  plaintiff 
left  the  hospital.  There  is  nothing  in 
the  record  to  indicate  that  the  de- 
fendant had  anything  to  do  with  the 
outpatient  department  or  had  any 
supervision  over  treatment  there  given 
to  patients. 

“One  contention  made  by  the  plaintiff  is 
that  the  defendant  was  negligent  in  not 
discovering  and  removing  from  the 
wound,  at  the  time  of  the  examination  of 
the  plaintiff,  a bit  of  wool  fabric,  which, 
several  months  later,  was  removed  at 
the  second  hospital  to  which  the  plain- 
tiff went.  If  the  testimony  of  the  de- 
fendant were  accepted,  there  was  ade- 
quate reason  for  not  determining  at 


Claim  of  Malpractice 

A young  married  woman,  the  mother  of 
one  child,  made  arrangements  with  a 
physician  specializing  in  gynecology  and 
obstetrics  to  attend  her  during  her  preg- 
nancy and  to  deliver  her  when  the  time 
came.  In  due  course,  the  patient  was 
admitted  to  a hospital  where  she  was 
delivered  of  a normal  healthy  child. 


that  time  whether  any  foreign  matter 
was  in  the  wound,  the  course  followed 
by  defendant  of  awaiting  the  partial 
healing  of  the  wound  and  the  forma- 
tion of  a sinus  was  prudent  and  proper, 
and  the  defendant  in  all  that  he  did  or 
did  not  do  followed  good  surgical  prac- 
tice and  was  not  negligent.  If  his  tes- 
timony were  rejected,  as  it  might  be, 
there  was  no  expert  testimony  on  which 
to  base  a finding  that  the  conduct  of 
the  defendant  was  improper  or  in  viola- 
tion of  the  obligation  as  to  using  care 
which  he  owed  to  the  plaintiff.  The 
standard  of  care  set  by  the  law  in  the 
ordinary  negligence  case  is  the  care  that 
would  be  used  by  an  ordinarily  pru- 
dent person  in  similar  circumstances. 
The  standard  of  care  by  which  the 
negligence  of  the  defendant  in  an  action 
for  malpractice  is  determined,  is  some- 
what differently  expressed.  In  such 
cases  the  measure  is  the  skill  and  care 
that  persons  in  the  same  profession  as 
the  defendant  ordinarily  have  and  use 
in  similar  circumstances.  ...  We  do 
not  think  that  the  common  knowledge 
and  experience  of  men  are  such  that 
a jury  in  this  case  could,  unassisted 
by  expert  testimony,  say  that  proper 
medical  practice  required  going  into 
the  wound  at  the  time  of  defendant’s 
examination,  or  while  the  plaintiff  was 
under  the  defendant’s  supervision,  to 
probe  for  any  foreign  material  that 
might  be  there,  or  could  say  that  the 
defendant  was  negligent  in  following  the 
course  he  did  rather  than  the  course  now 
suggested  by  the  plaintiff’s  counsel.” 


in  an  Obstetric  Case 

Labor  was  short  and  it  was  not  neces- 
sary to  use  instruments.  Following  the 
delivery,  the  physician  expressed  the 
placenta  and  after  examining  it  found  it 
apparently  to  be  intact.  The  patient 
remained  at  the  hospital  for  ten  days 
under  his  care  and  she  seemed  to  be  in 
all  respects  normal.  When  she  left  the 
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hospital,  the  patient  was  told  to  remain 
in  bed  for  a week  and  thereafter  to  re- 
strict her  activity  and  communicate  with 
him  in  the  event  of  complications,  re- 
turning for  a checkup  in  a month. 

About  ten  days  after  she  left  the  hos- 
pital, she  made  complaints  to  the  doctor 
that  after  a long  walk  she  had  developed 
some  bleeding.  He  examined  her  and 
found  that  she  had  passed  some  blood 
clots.  He  advised  her  to  rest  in  bed  and 
prescribed  for  her.  A few  days  later 
she  seemed  to  be  in  all  respects  normal. 
Three  days  thereafter,  at  a time  when  the 
doctor  in  charge  of  the  case  was  not 
available,  it  appears  that  she  again 


started  to  bleed  and  called  in  another 
physician  who  performed  a curettage 
upon  her  and  removed  portions  of  re- 
tained placenta. 

A malpractice  action  was  brought 
against  the  first  physician  claiming  that 
he  had  failed  to  properly  care  for  her  in 
the  course  of  the  delivery  and  the  after- 
care. The  case  came  on  for  trial  before  a 
court  and  jury,  and  at  the  conclusion  of 
the  testimony  introduced  on  behalf  of  the 
plaintiff,  upon  defendant’s  motion,  the 
action  was  dismissed  on  the  grounds  that 
plaintiff  had  failed  to  establish  that  de- 
fendant was  in  any  way  guilty  of  mal- 
practice. 


Anesthesia  Death 


A boy  about  seventeen  years  of  age  had 
had  a tooth  extracted  following  which  his 
jaw  became  swollen  and  he  developed 
cellulitis  with  a lingual  abscess,  and  an 
oral  surgeon  was  consulted  and  advised 
an  operation  for  the  purpose  of  treating 
the  condition.  The  oral  surgeon,  after  a 
consultation  with  another  specialist  in  his 
field,  decided  that  the  anesthesia  to  be  ad- 
ministered should  be  evipal,  and  a physi- 
cian who  had  for  many  years  specialized 
in  anesthesia  was  called  in  to  administer 
the  same.  The  said  physician,  prelimi- 
nary to  the  operation,  examined  the  pa- 
tient and  found  his  heart,  pulse,  respira- 
tion, blood  pressure,  and  lungs  normal 
from  an  anesthesia  standpoint.  There 
was  no  respiratory  involvement  whatso- 
ever and  the  air  passages  were  clear. 
The  anesthetist  computed  the  dosage  of 
evipal  to  be  administered  as  8.64  cc. 
The  patient  was  placed  in  a dorsal  posi- 
tion and  the  solution  of  evipal  was  care- 
fully injected  into  a vein  in  the  bend  of 
the  elbow.  When  the  patient  appeared 


to  be  completely  anesthetized,  the  oral 
surgeon  proceeded  with  the  operation, 
which  took  from  five  to  ten  minutes. 
However,  upon  the  completion  of  that  pro- 
cedure, the  patient’s  breathing  stopped 
and  although  emergency  measures  were 
introduced  the  patient  was  declared  dead 
within  a half-hour. 

A malpractice  action  was  instituted 
both  against  the  oral  surgeon  and  the 
anesthetist  in  which  the  plaintiff’s  con- 
tention was  that  evipal  should  never 
have  been  used,  that  it  was  contraindi- 
cated, that  it  was  in  an  experimental 
stage,  and  that  other  and  safer  anesthet- 
ics could  have  been  used  in  the  case. 

The  case  came  on  for  trial  before  the 
court  and  a jury  and  there  was  a direct 
conflict  of  testimony  as  to  the  propriety  of 
using  evipal.  The  issues  were  submitted 
to  the  jury  and  a verdict  was  returned  in 
favor  of  the  defendants  thereby  exonerat- 
ing them  of  the  charge  of  malpractice 
that  had  been  made  against  them. 


I sneezed  a sneeze  into  the  air;  The  Sixty-third  annual  convention  of  the 

It  fell  to  ground  I knew  not  where:  American  Association  on  Mental  Defect  will  be 

But  hard  and  cold  were  the  looks  of  those  held  at  the  Palmer  House  in  Chicago,  from  May 

In  whose  vicinity  I snoze.  — Epitome  3 to  6,  inclusive. 


Across  The  Desk 

Is  Homo  Sapiens  Cracking  Up? 


The  great  dragon-lizards  of  prehistoric 
time  were  lords  of  all  creation  for 
fifty  million  years,  but  what  became  of 
them? 

They  cracked  up. 

Preceding  them,  the  giant  insects  domi- 
nated all  they  surveyed  for  unknown 
eons — enormous  scorpions  prodigious  spi- 
ders, incredible  grasshoppers. 

Where  are  they  now?  Gone.  Cracked 
up. 

If  able  to  think  at  all,  they  may  have 
supposed  themselves  the  last  word,  the 
final  crown,  of  created  beings. 

That  is  what  man  thinks  he  is — ruler 
of  the  world  and  lord  of  all  he  surveys. 
But  his  reign  has  been  brief  indeed  com- 
pared with  the  eons  of  time  when  the 
giant  insects  ruled  the  blue  and  the  pre- 
historic monsters  bellowed  through  the 
jungles.  Is  he,  like  them,  but  transitory, 
a mere  episode  in  the  history  of  our 
strange  globe? 

Perhaps. 

Breaking  Down  Internally 

Signs  that  man  is  beginning  to  crumble 
under  the  strain  of  his  own  so-called  civili- 
zation are  remarked  by  many  onlookers. 
That  the  world  has  gone  mad  and  civili- 
zation is  about  to  commit  suicide  is  so 
usual  an  observation  that  it  has  become 
commonplace.  We  are  like  dwellers  on 
the  slopes  of  a volcano  who  pay  no  atten- 
tion to  its  rumblings — until  too  late. 

But  that  is  not  the  worst.  Our  rather 
tough  and  boisterous  old  human  race  has 
come  through  some  pretty  dark  ages  of 
war,  war,  and  then  more  war,  and  has 
somehow  emerged  on  higher  levels  than 
before ; but  now  cracks  are  starting  to  ap- 
pear in  man’s  own  mental  and  nervous 
framework  that  may  show  that  he  is 
breaking  down  internally. 

That  is  the  belief  of  a scientist  who  has 
spent  years  studying  our  poor  human 
wreckage.  He  sees  “incontrovertible  evi- 
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dence”  that  “the  human  nervous  system 
as  a whole  is  breaking  down.”  In  fact, 
“mankind  would  appear  to  be  cracking.” 
All  over  the  world  reports  indicate  such 
“an  appallingly  rapid  increase  in  insanity, 
crime,  exhaustion,  and  degeneracy”  as  to 
“suggest  ubiquitous  bedlam.” 

Not  only  are  the  figures  for  insanity 
“startling,”  but  they  are  “probably  only 
a reflection  of  the  vaster  numbers’  ’ on  the 
borderline,  not  actually  committed,  but 
“biologically  and  medically  insane,  split 
and  criss-crossed  by  conflicts  of  impulse 
and  errors  of  psychation  which  plunge 
them  into  the  deepest  unhappiness  and 
suffering.” 

A Word  to  the  Wise 

It  is  Dr.  Louis  Berman,  of  New  York 
City,  who  paints  this  dark  picture,  and 
the  figures  he  puts  on  his  canvas  he  takes 
from  cases  that  have  come  under  his  own 
hand  and  from  official  findings  that  can- 
not be  doubted.  Crime  is  rising  along 
with  insanity,  and  the  degenerative  dis- 
eases of  the  vital  organs  “have  multiplied 
out  of  all  proportion  to  the  average  pro- 
longation of  life.”  Altogether,  “physic- 
ally, as  well  as  psychically,  men  are  show- 
ing that  they  cannot  stand  the  complexi- 
ties and  perplexities  of  living  together 
under  the  conditions  of  our  so-called  mod- 
ern civilization.”  They  are  cracking  up. 

But  right  here  we  come  to  the  vital 
difference  between  homo  sapiens , who 
knows  he  is  cracking  up,  and  the  dragon- 
lizards,  saber-toothed  tigers,  mammoths, 
scorpions,  spiders,  and  grasshoppers, 
which  were  cracking  up,  but  never  sus- 
pected it.  If  Mr.  Homo  is  so  sapiens , 
then  verbum  sapienti  satis , and  Dr.  Ber- 
man gives  him  the  word  to  save  him  from 
going  the  way  of  the  others.  Man,  it 
may  be,  can  do  something  about  it;  the 
others  could  not. 

To  find  the  roots  of  crime  and  of  anti- 
social twists  and  quirks  of  personality, 
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Dr.  Berman  examined  a group  of  250  con- 
victs in  Sing  Sing  prison  in  comparison 
with  a group  of  normals  in  New  York 
City,  and  also  examined  a group  of  ju- 
venile delinquents  in  comparison  with  a 
group  of  normal  children.  He  discovered 
that  both  the  criminals  and  the  juvenile 
delinquents  showed  glandular  defects  and 
disturbances  two  to  three  times  as  great 
as  in  the  control  groups,  a fact  that  con- 
vinced him  that  endocrine  abnormalities 
“play  a fundamental  role”  in  antisocial 
behavior. 

Wizardry  Steps  In 

What  wizardry  it  seems,  to  reach  into 
the  human  system  and,  by  tinkering  with 
the  delicate  endocrine  glands,  to  turn  a 
liar  and  thief  into  a normal,  fine,  honest 
boy.  Exactly  that  was  done  with  Alex- 
ander, a lad  well  on  the  road  to  crime. 
After  injections  of  extracts  of  the  pitui- 
tary and  parathyroid  glands  and  a help- 
ful change  of  diet,  his  teacher  said  he  was 
“so  changed  that  it  seemed  almost  im- 
possible to  reconcile  his  present  behavior 
with  his  past.”  He  is  now  doing  well  in 
college.  This  is  only  one  of  several  case 
reports  of  Dr.  Berman. 

So  homo  sapiens  has  a hint  here,  any- 
way, of  what  he  can  do  to  help  mend  one 
crack  in  his  make-up. 

Insanity  and  crime  go  hand  in  hand,  in 
this  doctor’s  view;  both  are  antisocial 
manifestations,  both  due  to  imbalance, 
maladjustment,  and  social  disharmony. 
If  we  could  clear  up  the  crime  and  crazi- 
ness in  this  mad  world,  or  half  of  it,  or  a 
quarter,  what  a different  place  it  would 
be.  Well,  Dr.  Berman  figures  that  over 
40  per  cent  of  the  inmates  of  our  mental 
hospitals  are  sufferers  from  dementia 
praecox,  which  often  yields  so  happily  to 
the  new  treatment  by  insulin  shock.  It 
is,  of  course,  superfluous  to  describe  the 
treatment  to  this  audience,  or  to  recount 
the  almost  miraculous  transformations  of 
personality  worked  by  it.  Many  pages 
are  devoted  to  it  in  Dr.  Berman’s  book, 
which  is  well  titled:  New  Creations  in 
Human  Beings  (published  by  Doubleday 
Doran) . 


If,  then,  we  can  halt  the  criminal  tend- 
encies of  the  juvenile  delinquents  by 
bringing  harmony  to  their  endocrine 
glands,  as  we  tune  the  delicate  strings  of  a 
violin,  and  if  we  can  brush  the  cobwebs 
of  hallucination  from  the  crazed  mind  of 
the  schizophrene,  then  we  may  not  only 
keep  homo  sapiens  from  cracking  and 
crumbling,  but  we  may  make  him  more 
sapiens  than  he  ever  has  been. 

Disquieting  Questions 

Two  disquieting  questions  arise  right 
here.  Genius,  some  say,  is  a form  of  in- 
sanity. The  riotous  imaginings  of  a 
Dante  or  a Shakespeare  may  be  but  sub- 
limer  forms  of  the  hallucinations  of  the 
schizophrene.  Michelangelo’s  glorious 
dreams  in  marble  and  on  canvas  may  only 
reveal  that  he  was  a hyperthyroid.  As  a 
matter  of  fact,  Dr.  Berman  takes  several 
pages  to  prove  that  Charles  Dickens,  with 
his  prolific  imagination,  had  thyroid  over- 
activity and  parathyroid  deficiency.  Are 
you  going  to  end  that  sort  of  thing, 
gentlemen'5  Are  you  going  to  reduce  us 
all  to  a dead  level,  turn  human  kind  into 
human  kine,  as  it  were?  Think  twice 
about  it. 

Again,  if  all  the  little  coming  criminals 
are  to  be  cleverly  doctored  into  little 
coming  saints,  is  there  not  danger  that 
the  world’s  history,  from  then  on,  will 
after  all  be  but  a dull  affair?  Glance 
back  a moment.  Suppose  that  Nero  had 
had  his  glands  fixed  and  become  but  a 
fiddler  in  the  Rome  Y.M.C.A.  orchestra. 
Suppose  that  Cleopatra  had  been,  well, 
about  the  opposite  of  everything  she  was. 
Suppose  the  Borgias  had  founded  a life- 
saving league,  that  Torquemada  had 
started  the  be-kind-to-animals  week,  and 
Bloody  Mary  had  been  so  tender-hearted 
that  she  swooned  at  the  sight  of  gore. 
Who  would  read  a history  book?  The 
salt  would  be  gone  from  the  story  of  our 
race. 

Is  the  world  to  be  reduced  to  a hum- 
drum level  of  innocuous  desuetude? 

No  danger.  Not  if  the  morning  paper 
is  any  indication. 

w.  s.  w. 
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CONGRESS  ON  OBSTETRICS  AND  GYNECOLOGY  [N.  Y.  State  J.  M. 


American  Congress  on  Obstetrics  and  Gynecology 


The  American  Congress  on  Obstetrics  and 
Gynecology  will  be  held  in  Cleveland,  Ohio, 
from  September  11  to  15.  It  is  sponsored  by 
the  American  Committee  on  Maternal  Welfare, 
formed  of  representatives  of  many  member 
organizations,  which  include  the  various  national 
and  sectional  obstetric  and  gynecologic  as- 
sociations, hospital  associations,  public-health 
organizations,  and  nursing  associations. 

The  purpose  of  the  congress  is,  as  stated: 
“To  present  a program  of  our  present-day 
medical,  nursing,  and  health  problems,  from  a 
scientific,  practical,  educational,  and  economic 
viewpoint  as  far  as  they  relate  to  human  repro- 
duction and  maternal  and  neonatal  care.” 

There  will  be  sessions  for  each  professional 
group  in  the  morning  with  round-table  discus- 
sions. The  afternoon  meetings  will  have  papers 
of  general  interest  to  all  members  attending  the 
congress.  The  public  will  be  invited  to  the 
evening  sessions  where  there  will  be  speakers  of 
national  prominence. 

The  program  for  the  physicians  will  include 
among  many  others  such  subjects  as  pregnancy 
associated  with:  thyroid  disease,  heart  disease, 
diabetes,  tuberculosis,  nutritional  factors,  car- 
cinoma of  the  female  genitive  tract,  and  abor- 
tions. 

The  congress  is  not  planned  as  a meeting  for 
specialists  in  any  sense  of  the  word  but  for  all 
physicians  who  are  interested. 

Organization 

The  professional  groups  included  are  those  in- 
terested in  and  concerned  with  the  problems  of 
human  reproduction,  maternal  welfare,  and 
neonatal  care. 

1.  Medical:  (a)  General  practitioners,  ( b ) 

Specialists,  (c)  Educators. 

2.  Nursing:  (a)  Institutional  supervisors, 

(5)  General  and  private-duty  nurses,  (c)  Educa- 
tors, (< d ) Public  health. 

3.  Public  Health:  (a)  Administrators,  ( b ) 

Field  workers. 

4.  Institutional  administrative:  (a)  Hospital, 
(b)  Outpatient,  (c)  Educational. 

Preliminary  Program  Outline 

MEDICAL  SECTION 

(Other  sectional  programs  for  mornings  and 
round  tables  will  be  published  as  they  are  avail- 
able.) 

Monday,  September  11,  1939 

The  Thyroid  and  Pregnancy 


Heart  Disease  and  Pregnancy 
Diabetes  and  Pregnancy 
Tuberculosis  and  Pregnancy 
Nutritional  Factors  and  Pregnancy 
The  Surgical  Abdomen  Complicated  by  Preg- 
nancy 

The  Treatment  of  Abortions 
Tuesday,  September  12,  1939 
The  New  Conception  of  Ovarian  Neoplasms 
Carcinoma  of  the  Uterus 
Endometriosis 
Ectopic  Pregnancy 
Sterility  in  the  Female 

Wednesday,  September  13,  1939 
Reduction  of  the  Operative  Incidence  in 
Obstetrics 

Labor  Complicated  by  the  Contracted  Pelvis 
Dystocia  Due  to  Soft  Parts 
Pathology  and  Treatment  of  the  Third  Stage 
of  Labor 

Thursday,  September  14,  1939 
Present-Day  Fundamental  Knowledge  of 
Hormones  and  Endocrine  Glands 
Problems  of  Adolescence 
Problems  of  Menopause 
Diseases  of  the  Mammary  Gland 

Friday,  September  15,  1939 
Sulfanilamide  in  Obstetrics  and  Gynecology 
Pyelitis 

Chronic  Pelvic  Infections 
Immediate  and  Remote  Complications  Follow- 
ing Labor 

Round  Tables 

Running  concurrently  each  day  11:45  to  1:15 
The  Toxemias  of  Pregnancy 
Genital  Infections 

Obstetric  and  Gynecologic  Hemorrhages 
The  Fetus  and  the  Newborn 
Forceps,  Occiput- Posterior,  and  Breech  Pres- 
entation 

Anesthesia,  Analgesia,  and  Amnesia  in  Labor 

Joint  Afternoon  Sessions 

Monday,  September  11,  1939 
Neonatal  Care 

Tuesday,  September  12,  1939 
Plans  for  Prevention  and  Control  of  Uterine 
Cancer 

Wednesday,  September  13,  1939 
Extension  Education  on  Maternal  and  Neo- 
natal care 
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Thursday,  September  14,  1939 
Economic  Aspects  of  Maternal  Care 

Friday,  September  15,  1939 
Correlation  of  and  Attempt  to  Digest  All 
Proceedings 

Joint  Evening  Sessions 

Monday,  September  11,  1939 
Legal  Aspects  of  Maternity 

Tuesday,  September  12,  1939 
Humanitarian  Aspects 


Wednesday,  September  13,  1939 
Sociologic  Aspects 

Thursday,  September  14,  1939 
Ethical  Aspects 
Membership 

Membership  fee  is  $5.00,  which  includes  a year’s 
membership  in  The  American  Committee  on 
Maternal  Welfare  and  registration  in  The 
American  Congress  on  Obstetrics  and  Gynecol- 
ogy, Cleveland,  Ohio,  September  11-15,  1939. 
Applications  should  be  made  to  the  Headquarters 
Office:  The  Annex,  650  Rush  Street,  Chicago. 
Make  checks  payable  to  R.  W.  Holmes,  Treas. 


ONE  OUT  OF  NINE 

It  is  estimated  that  only  one  out  of  every  nine 
syphilitic  women  who  get  treatment  gets  enough 
to  protect  the  child.  The  reasons  are  obvious, 
remarks  the  Maternity  Center  Briefs.  Women 
do  not  seek  care  early,  and  the  treatment  of 
which  they  must  avail  themselves  is  all  too  often 
so  unattractive  and  so  unacceptable  to  any  sen- 
sitive women,  that  it  takes  more  courage  than 
the  average  pregnant  mother  has,  to  continue 
with  it.  It  is  discouraging  that  any  one  should 
have  to  spend  time  in  this  day  and  age  urging 
that  needles  be  sharp,  that  doctors  and  nurse  be 


courteous  and  sympathetic,  that  privacy  be  af- 
forded patients,  and  yet  the  lack  of  these  is  the 
reason  why  many  of  the  pregnant  women  known 
to  be  syphilitic  do  not  get  enough  care  to  protect 
their  babies  against  syphilis. 

This  is  true  all  over  the  country.  Clinics  are 
over-crowded,  needles  are  dull,  there  is  no  pri- 
vacy, and  day  after  day,  patient  after  patient 
stalks  through  without  hearing  the  words  of 
sympathy  and  understanding  that  encourage  her 
to  come  for  the  next  treatment 


AMERICAN  BOARD  OF  INTERNAL  MEDICINE,  INC. 


Written  examinations  for  certification  by  the 
American  Board  of  Internal  Medicine  will  be 
held  in  various  sections  of  the  United  States  on 
the  third  Monday  in  October  and  the  third 
Monday  in  February. 

Formal  application  must  be  received  by  the 


secretary  before  August  20,  1939,  for  the  October 
16,  1939,  examination,  and  on  or  before  January 
1 for  the  February  19,  1940,  examination. 

Application  forms  may  be  obtained  from  Dr. 
William  S.  Middleton,  secretary-treasurer,  1301 
University  Avenue,  Madison,  Wisconsin,  U.  S.  A. 


POWERFUL 

One  Negro  woman  to  another:  “Has  you  all 
bought  your  tuberculosis  seals  yet?" 

“No,  I ain’t  never  bought  none.  What  they 
for?” 

“They  sell  em’  to  prevent  tuberculosis,  and 
I buy  me  fifty  cents  worth  every  Christmas  and 
stick  ’em  on  my  chest  and  I ain’t  never  had 
tuberculosis.” — Southern  Hospital. 


BE  CAREFUL  ABOUT  THIS 

The  octogenarian,  Mr.  Jones,  during  an 
operation  for  the  rejuvenation  of  youth,  became 
very  impatient. 

“Don’t  be  so  restless,”  growled  the  nurse. 

The  poor  man  went  on  moaning  and  sobbing. 
“Don’t  cry,  the  pain  will  soon  vanish.” 

“I’m  not  crying  because  of  pain.”  explained 
the  old  man,  “I’m  afraid  I’ll  be  late  for  school  ” — 
IU.  Med.  J . 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 

REVIEWED 


Pediatric  Surgery.  By  Edward  C.  Brenner, 
M D.  Octavo  of  843  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1938.  Cloth,  $10.00. 

Conceding  essential  differences  in  anat- 
omy, physiology,  and  pathology,  the 
separate  consideration  of  the  surgery  of 
childhood  would  seem  to  be  justified  in 
the  publication  of  this  and  similar  vol- 
umes. There  have  been  other  publica- 
tions on  this  subject  and  Dr.  Brenner’s 
Pediatric  Surgery  naturally  falls  in  the 
group  of  those  of  real  value  and  interest. 

In  spite  of  its  considerable  length,  843 
pages,  the  treatment  of  fractures  and 
orthopedic  diseases  has  been  left  to  the 
more  specialized  books  dealing  with  these 
subjects.  With  a full  volume,  even  after 
the  omission  of  these  topics,  it  is  obvious 
that  the  field  of  pediatric  surgery  is  a 
broad  and  important  one.  Various  divi- 
sions of  the  subject,  such  as  Thoracic 
Surgery,  Urological  Conditions,  Neuro- 
logical Surgery,  and  others  have  been  as- 
signed to  those  specially  qualified  to 
describe  and  discuss  them.  It  is,  of 
course,  difficult  to  exclude  from  the 
pages  of  such  a book  descriptions  of  cer- 
tain diseases  of  childhood  which  are  more 
properly  considered  in  the  usual  textbooks 
of  pediatrics.  Their  inclusion  in  this 
book  is  obviously  for  the  purpose  of 
featuring  their  surgical  significance,  if 
any.  “The  child’s  body  is  no  place  for 
heroic  surgery”  is  the  foreword  of  the 
author.  The  surgical  treatment  of  chil- 
dren would  seem  to  be  safe  in  the  hands  of 
one  who  believes  in  such  a practice. 

Joseph  Raphael 

Diseases  of  the  Skin  for  Practitioners  and 
Students.  By  George  C.  Andrews,  M.D. 
Second  edition.  Octavo  of  899  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1938. 
Cloth,  $10.00. 

The  second  edition  of  this  book  is  a 
great  improvement  over  the  first  which 


appeared  in  1930.  It  has  been  entirely 
revised,  reset,  and  remodeled.  In  fact, 
it  can  be  said  that  it  has  even  been 
“streamlined.”  The  original  edition  con- 
tained 1,091  pages  while  this  edition 
contains  899  pages,  but  has  75  new  dis- 
eases added.  Also,  the  pathology  of  the 
majority  of  the  conditions  described  has 
been  added,  greatly  enhancing  its  in- 
structive value.  The  classification  is 
according  to  etiology  with  all  the  derma- 
toses grouped  together  that  have  a com- 
mon causative  agent,  such  as  the  fungi  in 
one  chapter,  the  filterable  viruses  in 
another,  animal  parasites  in  another,  etc. 
Those  conditions  lacking  a definite  classi- 
fication, such  as  psoriasis,  lichen  planus, 
and  acne  receive  a full  chapter  for  them- 
selves. 

The  treatment  throughout  the  entire 
book  has  been  greatly  revised  and  brought 
up  to  date.  Sulfanilamide  is  discussed 
from  the  standpoint  of  its  use  in  several 
different  conditions  and  the  eruptions 
caused  by  it.  Roentgen  and  radium 
therapy  each  receive  an  entire  chapter. 
Where  necessary,  prescriptions  are  given 
in  detail,  and  should  prove  a big  aid  to  the 
student  and  practitioner. 

The  chapters  on  ultraviolet  and  Grenz 
ray  therapy  are  left  out  entirely  in  this 
new  edition. 

The  book  is  abundantly  supplied  with 
photographs,  many  of  the  original  pic- 
tures being  retained  and  new  ones  added. 
They  are  typical  of  the  conditions  de- 
scribed and  the  reader  gets  an  excellent 
idea  of  the  disease  under  discussion. 

The  subject  of  syphilis  is  thoroughly 
gone  into  from  beginning  to  end. 

All  in  all,  the  book  is  well  written, 
terminology  is  simplified,  and  the  subject 
matter  is  kept  as  plain  as  possible,  so  that 
it  is  easily  read.  There  is  only  one  thing 
missing — a bibliography. 

George  F.  Price 
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Eat  and  Keep  Fit.  By  Jacob  Buckstein, 
M.D.  Octavo  of  128  pages.  New  York, 
Emerson  Books,  1938.  Cloth,  $1.00. 

In  Eat  and  Keep  Fit  the  author  has 
literally  packed  an  enormous  amount  of 
valuable  information.  It  is  simply  and 
well  written.  One  might  quarrel  with  the 
ideas  on  acid  and  alkaline  diets;  one 
misses  some  of  the  newer  thoughts  of  the 
various  fractions  of  the  vitamin  B com- 
plex. On  the  whole,  however,  the  job  of 
supplying  concise,  reliable  data  on  the 
role  of  diet  in  the  body  economy  for  the 
layman  has  been  well  done. 

Benjamin  M.  Bernstein 

Histological  Technique.  For  Normal  Tissues, 
Morbid  Changes  and  the  Identification  of 
Parasites.  By  H.  M.  Carleton,  M.A.,  and  E.  H. 
Leach,  M.A.  Second  edition.  Octavo  of  383 
pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1938,  Cloth,  $7.25. 

This  book  gives  in  compact  form  the 
chief  methods  employed  in  microscopical 
examination  of  human  and  other  mam- 
malian organs.  There  is  a chapter  out- 
lining the  conception  of  cells  and  tissues 
as  complex,  colloidal  entities  which  are 
easily  altered  by  the  treatment  to  which 
they  are  subjected.  The  fundamental 
processes  of  fixation,  embedding,  sec- 
tioning, and  staining  of  tissues  is  de- 
scribed in  detail.  Several  chapters  are 
devoted  to  methods  which  are  most 
suitable  for  the  various  organs  and  tis- 
sues. Examination  of  body  fluids  and 
dejecta  for  parasites  is  described  in  detail. 
Many  of  the  pitfalls  and  means  of  avoid- 
ing them  are  freely  indicated. 

Edward  H.  Nidish 

Thoracic  Surgery.  A revised  and  abridged 
edition  of  Sauerbruch’s  “Die  Chirurgie  der 
Brustorgane.”  By  Ferdinand  Sauerbruch,  and 
Laurence  O’Shaughnessy,  F.R.C.S.  Quarto  of 
394  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1938.  Cloth,  $13.50. 

This  is  a splendid  monograph  and  we 
were  greatly  impressed  by  its  scope  and 
wealth  of  detail.  If  anything  of  value  to 
the  thoracic  surgeon  or  the  general  sur- 
geon interested  in  thoracic  surgery  has 
been  omitted,  we  have  failed  to  note  it. 


Despite  the  detailed  discussion  the  reading 
is  not  tiresome,  and  the  plates  are  excel- 
lent. The  indications  for  and  the  technic 
of  the  various  special  procedures  are 
clearly  stated.  This  is  a worth-while 
addition  to  American  literature  on  tho- 
racic surgery. 

John  J.  Gainey 

The  Compleat  Pediatrician.  By  Wilburt  C. 
Davison,  M.D.  Second,  completely  rewritten 
edition.  Octavo  of  250  pages.  Durham,  Duke 
University  Press,  1938.  Cloth,  $3.75. 

The  second  edition,  like  the  first,  is  a 
remarkable  and  unusual  book.  To  an 
exceptional  degree  it  does  contain  the 
material  a practitioner  needs  in  caring 
for  a child. 

The  form  is  very  much  changed;  the 
last  numbered  section  is  243,  in  the  first 
edition  1937 — an  emphatic  illustration 
that  it  is  practically,  if  not  literally, 
“completely  rewritten.”  This  does  not 
mean  less  material  but  regrouping  and  an 
entirely  different  method  of  numbering. 

We  would  cordially  recommend  the 
book  to  every  pediatrician  and  general 
practitioner  seeing  children.  For  the 
systematic  instruction  of  undergraduates 
another  type  of  textbook  would  seem 
necessary,  but  even  this  junior  gentleman 
could  have  it  beside  him. 

Walter  D.  Ludlum 

Classic  Descriptions  of  Disease.  With  Bio- 
graphical Sketches  of  the  Authors.  By  Ralph  H. 
Major,  M.D.  Second  edition.  Quarto  of  727 
pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1938.  Cloth,  $5.50 

This  book,  with  Garrison’s  History, 
Camac’s  early  collection  of  classics,  Ful- 
ton and  Long’s  Readings,  Victor  Robin- 
son’s Pathfinders,  and  the  ambitious  an- 
nual volume  of  “Medical  Classics”  of 
Emerson  Crosby  Kelly  together  consti- 
tute a kind  of  medical  bible.  They  are 
our  sacred  books.  Medicine,  law,  and 
the  church  have  all  had  their  saints, 
scholars,  lawgivers,  prophets,  statesmen, 
and  soldiers;  Major  chronicles  a goodly 
number  of  representatives  of  medicine 
falling  into  one  or  another  of  these  cate- 
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gories,  more  or  less  metaphorically  speak- 
ing, with  their  written  gospels,  poems, 
sagas,  prophecies,  and  decrees  as  im- 
perishable as  any  left  by  the  hand  of  man. 

Being  the  second  edition,  Major  has 
added  malaria  and  yellow  fever,  and  re- 
vised many  of  the  biographic  sketches. 
There  are  additional  readings  and  illus- 
trations and  the  index  has  been  accord- 
ingly enlarged. 

There  is  a great  thrill  to  be  had  in 
reading  these  403  selections  from  the 
writings  of  190  authors;  the  mature  medi- 
cal mind  can  recapture  here  the  rapture 
with  which  in  its  juvenile  period  it  en- 
countered the  great  classics  of  general 
literature. 

We  repeat  with  added  emphasis  our 
judgment  of  the  first  edition  in  1932: 
For  every  physician’s  ‘6-foot  shelf’  . . . 
The  outstanding  medical  contribution  of 
the  year. 

Arthur  C.  Jacobson 

Pathological  Technique.  A Practical  Manual 
for  Workers  in  Pathological  Histology  including 
Directions  for  the  Performance  of  Autopsies  and 
for  Microphotography.  By  Frank  B.  Mallory, 
M.D.  Octavo  of  434  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1938.  Cloth, 
$4.50. 

This  book  provides  a critical  and  well- 
balanced  summary  of  the  author’s  experi- 
ence of  forty-five  years  in  pathology.  It 
is  written  concisely,  clearly,  and  to  the 
point,  including  those  technical  proce- 
dures which  have  proved  good  and  reliable 
by  use  over  a period  of  many  years. 

The  book  is  divided  into  three  parts. 
Part  I includes  general  materials  and 
histologic  methods,  part  II  treats  of  spe- 
cial histologic  methods,  and  part  III  dis- 
cusses autopsy  methods.  The  latter  is  a 
concise,  brief  exposition  of  different 
methods  used  in  autopsy  work,  together 
with  a critical  discussion  of  the  advant- 
ages and  the  disadvantages  of  each 
method  and  suggestions  where  each  might 
be  of  special  use. 

The  book  will  prove  useful  to  those 
who  have  occasion  to  employ  histologic 
technics  and  to  perform  autopsies. 

David  M.  Grayzel 


Outline  of  Roentgen  Diagnosis.  An  Orienta- 
tion in  the  Basic  Principles  of  Diagnosis  by  the 
Roentgen  Method.  By  Leo  G.  Rigler.  Stu- 
dent’s Edition.  Octavo  of  212  pages.  $3.00. 
Atlas  edition,  octavo  of  212  pages,  illustrated. 
Philadelphia,  J B.  Lippincott  Company,  1938. 

Omitting  any  discussion  of  biophysics 
and  technic,  as  well  as  lengthy  discourses 
on  the  physiology  of  various  mechanisms 
of  bowel  behavior,  Rigler  presents  the 
fundmentals  of  x-ray  interpretation  in 
brief,  concise  outline  form  for  both  stu- 
dents and  practitioners.  The  sections  on 
the  heart  and  mediastinum  are  especially 
good,  these  being  for  many  years  the  ob- 
ject of  special  study  by  the  author.  Al- 
most one  third  of  the  book  is  devoted  to 
the  gastrointestinal  tract  including  recent 
work  on  cholangiography. 

The  book  has  a great  deal  to  recommend 
it,  despite  the  objection  that  some  may 
raise  to  the  format.  For  the  use  of  stu- 
dents there  is  a paper  covered  edition 
without  x-ray  reproductions. 

Andrew  M.  Babey 


Practical  Otology.  By  Morris  Levine,  M.D. 
Second  edition.  Octavo  of  416  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1938.  Cloth,  $5.50 

It  was  our  privilege  to  work  with  Dr. 
Levine  many  years  ago,  and  as  we  read 
his  second  edition  of  Practical  Otology  we 
could  feel  throughout  the  volume  the 
dynamic  personality  ot  the  individual, 
filled  with  the  desire  to  learn  and  to 
transmit  his  learning  to  those  associated 
with  him  as  physicians  or  as  students. 
The  author  transmits  to  the  reader  the 
essence  of  otology  gathered  from  a rich 
experience  both  in  clinical  work  and  in 
teaching.  This  book  has  been  prepared 
with  the  idea  of  simplicity,  yet  it  carries 
with  it  a completeness  that  makes  both  a 
text  and  a ready-reference  not  only  for 
the  student  and  practitioner  but  also  for 
the  otologist.  There  are  many  very  fine 
illustrations,  both  clinical  and  anatomic, 
which  are  an  asset  to  the  book  and  of 
great  value  to  the  reader.  We  unhesi- 
tatingly recommend  this  work 

Samuel  Zwerling 
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Editorial 


No  Political  Ties 

Many  physicians  and  laymen  are  asking  whether  there  is  any  tie 
between  organized  medicine  and  the  Gannett  Committee  which  is 
fighting  the  Roosevelt  Administration  and  the  New  Deal.  The 
answer  to  this  question  is  an  unequivocal  “No.” 

Organized  medicine  has  no  part  in  partisan  political  controversies. 
There  is  as  much  variation  in  the  political  ideas  of  physicians  as  of 
any  other  cross  section  of  the  public.  Medical  organizations  have 
neither  the  desire  nor  the  right  to  impose  a political  credo  upon  their 
members. 

The  Gannett  Committee  is  fighting  compulsory  health  insurance 
as  part  of  its  general  attack  upon  the  New  Deal  and  increased 
governmental  domination  of  the  individual.  Physicians  are  opposed 
to  compulsory  health  insurance  because  they  consider  it  a costly, 
cumbersome  way  to  deliver  inferior  medical  care.  Agreement  on 
this  one  point  does  not  mean  a general  political  alliance. 

Physicians  of  various  shades  of  political  thought  have  allied 
themselves  with  the  Gannett  Committee’s  fight  on  compulsory 
health  insurance  because  they  believe  this  group  can  muster  strong, 
articulate  opposition  to  a system  in  which  they  sincerely  disbelieve. 
Their  union  with  the  Gannett  Committee  on  this  issue  does  not  nec- 
essarily indicate  political  agreement  all  along  the  line,  any  more 
than  the  projected  alliance  between  England  and  Soviet  Russia 
means  that  Mr.  Chamberlain  has  turned  Bolshevik. 

There  are  physicians  working  with  the  Gannett  Committee  who 
are  in  complete  agreement  with  its  entire  program.  Others  are 
supporting  the  fight  against  compulsory  health  insurance  but  are  in 
strong  sympathy  with  other  New  Deal  objectives.  In  either  case 
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it  must  be  understood  that  their  acts  are  individual  and  unofficial. 
Organized  medicine  welcomes  support  in  its  resistance  to  bureau- 
cratic control  of  practice  but  it  has  no  alliances  with  special  partisan 
groups  and  is  not  committed  to  any  partisan  political  doctrine. 


The  Legislative  Picture 

The  legislature  has  been  in  session  four  and  one-half  months  and 
a number  of  bills  in  which  the  profession  has  an  interest  are  still  hang- 
ing fire.  In  the  brief  remaining  period  before  adjournment,  phy- 
sicians should  redouble  their  efforts  to  secure  the  enactment  of  sound 
measures  and  to  defeat  undesirable  bills. 

First  on  the  list  of  measures  deserving  immediate  statutory  force 
is  the  Hanley-Mailler  physicians’  lien  bill.  This  is  not  controversial 
in  any  real  sense.  It  merely  guarantees  payment  for  medical  serv- 
ices rendered  in  accident  cases  when  the  injured  person  receives  an 
award  of  money  with  which  to  defray  medical  and  other  expense. 
Hospitals  and  lawyers  already  enjoy  this  protection.  There  is  no 
valid  reason  for  discriminating  against  physicians.  A strong  appeal 
for  this  legislation  should  be  made  to  Hon.  Oswald  D.  Heck,  Speaker 
of  the  Assembly,  Hon.  Irving  M.  Ives,  Majority  Leader,  and  Hon. 
Irwin  Steingut,  Minority  Leader. 

The  Piper  bill  for  nonprofit  medical  expense  indemnity  insurance 
is  another  measure  calling  for  early  adoption.  This  practicable  form 
of  voluntary  insurance  would  ease  the  financial  burden  of  illness  for 
the  low-income  class  without  sacrificing  the  quality  of  medical  care 
or  opening  the  door  to  the  practice  of  medicine  by  corporations. 

The  Williamson  bills  limiting  the  practice  of  roentgenology  to 
licensed  physicians  and  the  Giordano  bill  providing  medical  and 
dental  care  for  home-relief  patients  are  also  deserving  of  strong 
medical  support.  There  is  still  time  to  put  these  worth-while  meas- 
ures through  if  a concerted  drive  is  made  for  them. 

On  the  negative  side  are  several  bills  that  must  be  defeated  if  the 
independence  and  integrity  of  medical  practice  are  to  be  preserved. 
Chief  among  these  are  the  Wagner  and  Boccia  compulsory  health 
insurance  bills,  the  Milmoe  osteopathy  bill,  and  the  Esquirol  bill 
legitimizing  the  practice  of  medicine  by  medical  service  corporations. 
Opposition  should  concentrate  on  these  dangerous  measures. 

The  legislative  committees  of  the  state  and  county  societies  are 
vigilant  and  energetic  in  defense  of  sound  medicolegislative  prin- 
ciples. Their  influence  is  greatly  enhanced,  however,  by  individual 
expressions  of  opinion  confirming  their  stand.  A personal  letter 
or  call  is  often  more  effective  than  a printed  petition  bearing  many 
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signatures.  The  individual  practitioner  has  the  power  to  influence 
medical  legislation  if  he  only  chooses  to  use  the  simple  but  effec- 
tive weapons  at  his  hand. 

New  Drugs  for  Glaucoma 

Glaucoma,  whether  it  be  of  the  acute  congestive,  aphakic,  trau- 
matic, buphthalmic,  or  chronic  simple  type,  is  an  illness  of  such 
serious  import  that  any  advance  in  its  conquest  is  especially  de- 
serving of  comment.  Hitherto,  the  use  of  miotics,  particularly 
pilocarpine  and  eserine,  and  the  institution  of  surgery  have  been 
the  mainstays  of  the  ophthalmologist.  Unfortunately,  the  latter 
procedure  has  in  the  past  been  attended  by  the  danger  of  hemor- 
rhage into  the  eye  which  resulted  from  the  sudden  lowering  of  pres- 
sure. 

Clarke,1  basing  his  work  on  a sound  pharmacologic  basis,  has 
found  that  acetyl-beta-methylcholine  (mecholyl),  when  injected 
retrobulbarly,  lowers  the  blood  pressure,  produces  miosis,  results  in 
stimulation  of  the  parasympathetic,  and  causes  a rapid  fall  in  the 
intraocular  tension.  When  combined  with  prostigmin,  it  is  even 
more  effective  in  acute  glaucoma  since  it  acts  synergistically  with 
this  drug.  Untoward  effects  may  be  noted  following  the  use  of 
mecholyl  which  may  assume  serious  proportions  but  if  the  dose  is 
kept  below  0.03  Gm.,  these  reactions  can  be  obviated.  In  allergic 
individuals  the  use  of  this  drug  is  contraindicated  because  of  the 
danger  of  sudden  death  from  respiratory  failure. 

The  fact  that  in  75  of  the  100  cases  treated  Clarke  was  able  to 
establish  normal  tension  and  maintain  it  by  this  and  other  methods 
of  treatment,  and  in  17  others  to  bring  his  patients  to  the  stage 
where  surgical  intervention  was  relatively  safe,  is  in  itself  sufficient  to 
warrant  further  trial  of  these  two  drugs  in  the  treatment  of  glaucoma. 


Sugar  Metabolism  with  Vitamin  Bj 

It  is  a difficult  task  to  keep  up  with  the  rapid  developments  in  the 
field  of  vitamin  therapy.  Since  the  availability  of  vitamin  Bi  in 
synthetically  pure  form  as  thiamin  chloride,  it  is  being  widely  used 
clinically  for  various  conditions.  Because  of  this  fact,  observations 
are  being  recorded  following  its  use,  which  at  times  seem  paradoxical. 
The  appearance  of  herpes  zoster,  as  noted  editorially  in  a former  issue 
of  the  Journal,2  is  but  one  of  them.  Others  are  more  important 


1 Clarke,  S.  L. : Am.  J.  Ophthal.  22:  249  (March)  1939. 

2 New  York  State  J.  Med.:  39:  403  (Mar.  1)  1939. 
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because  they  present  problems  for  the  practitioner  in  the  diagnosis 
and  therapy  of  diabetes. 

It  is  established  that  vitamin  Bx  materially  influences  the  me- 
tabolism of  carbohydrates  in  the  body,  but  the  complexity  of  the 
effect  on  sugar  metabolism  is  evident  from  the  reports  of  Watson1 
and  of  Hart  and  Wise.2  The  former  records  a case  of  a known 
diabetic  who  was  maintained  in  good  health  and  whose  urine  was 
kept  sugar  free  by  the  administration  of  32  units  of  insulin  per  diem. 
Following  six  injections  of  thiamin  chloride  for  neuritic  pains  (2 
mg.  per  diem)  marked  pallor,  sweating,  and  other  symptoms  of  an 
acute  hypoglycemia  occurred,  and  this  attack  was  relieved  by  taking 
barley  sugar.  What  is  even  more  significant  is  the  statement  of 
the  patient  that  during  the  period  he  was  being  given  vitamin  Bi,  he 
required  considerably  less  insulin  to  keep  his  urine  sugar  free. 

On  the  other  hand,  Hart  and  Wise  report  an  opposite  effect  from 
thiamin  chloride.  In  a patient  who  had  been  receiving  4 mg.  of 
thiamin  chloride  daily,  an  examination  of  the  urine  showed  a marked 
reduction  of  the  Benedict’s  solution.  The  fasting  blood-sugar  con- 
tent was  found  to  be  only  90  mg.,  and  following  a high  carbohydrate 
diet,  the  urine  was  again  examined  and  found  to  be  negative  for 
sugar.  In  3 other  patients  who  were  taking  6 mg.  of  thiamin  chlo- 
ride daily,  the  Benedict  test  was  negative. 

We  are  apparently  faced  with  two  new  problems  in  the  diagnosis 
and  treatment  of  diabetes  which  are  the  result  of  the  use  of  vitamin 
Bi.  Is  it  not  possible  that  the  treatment  of  diabetes  with  insulin 
may  be  amended  in  the  future  when  exact  knowledge  of  the  role  of 
vitamin  Bi  in  carbohydrate  metabolism  is  available?  In  the  mean- 
time, physicians  should  be  on  guard  against  hastily  diagnosing 
diabetes  mellitus  on  the  finding  of  a positive  Benedict  test  in  a person 
who  has  been  taking  concentrated  doses  of  this  vitamin. 

1 Watson,  A.  G.:  Brit.  Med.  J.:  2:  1111  (1938). 

2 Hart,  R.  S.,  Wise,  L.  E.:  J.A.M.A.,  112:  423  (Feb.  4)  1939. 


DR.  CHARLES  H.  GOODRICH 

The  sad  news  has  just  been  received  that  after  a short  illness,  Dr.  Charles  H. 
Goodrich  died  on  May  6. 

He  was  so  recently  actively  engaged  among  us  that  it  becomes  difficult  to 
reconcile  ourselves  to  the  reality  that  this  useful  life  is  finished.  For  many 
years,  in  various  positions  in  the  Kings  County  Medical  Society  and  in  our 
State  Society,  he  served  organized  medicine  with  great  distinction.  As  presi- 
dent of  our  Society,  his  executive  ability,  his  unvarying  courtesy,  his  tolera- 
tion of  opposing  viewpoints,  and  his  steadfast  trend  toward  the  goal  in  view 
made  his  administration  distinctive.  Personally,  a lovable  character,  seeking 
to  do  justice  to  all,  he  endeared  himself  to  all  who  worked  with  him. 

The  Medical  Society  of  the  State  of  New  York  has  lost  a wise  counselor 
and  guide.  Many  of  us  feel  that  we  have  lost  a friend. 

We  shall  remember  him.  His  good  works  are  his  epitaph. 
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. . Whether  the  plan  for  amplifying 
the  care  of  the  sick  on  a nation-wide  basis 
has  any  merit  or  not,  it  certainly  involves 
an  expense  of  colossal  proportions,  and 
the  question  can  easily  be  raised  as  to 
whether  the  same  end  might  not  be  at- 
tained by  other  means.  ...”  “The  Burn- 
ing Question”  discussed  in  a current  issue 
of  the  Weekly  Roster  and  Medical  Digest. 

“.  . . It  does  seem  to  me  that  there  has 
been  an  unwarranted  amount  of  mud 
slinging  in  the  direction  of  the  doctors  in 
the  past  year  or  two.  No  doubt  the  mud 
has  been  slung  for  a purpose,  namely,  to 
discredit  the  profession  by  painting  it 
black  in  order  to  put  across  someone’s 
ideas  on  socialized  medicine.  This  is  an 
old  trick  used  by  politicians  and  others 
for  many  years.  And  innocent  victims 
frequently  have  paid  a terrible  price  for  the 
loose  talk  of  those  who  oppose  them  .... 

“Medicine  has  been  its  own  watchdog, 
and  in  that  capacity  it  has  certainly  pro- 
tected the  public  against  the  quack  and 
the  charlatan  to  whom  the  sale  of  drugs 
and  cures  is  a purely  business  proposition, 
measured  only  on  a basis  of  dollars  and 
cents  and  not  by  results. 

“Certainly  the  doctors  will  be  the  first 
to  agree  that  the  poorest  family  in  the 
United  States  should  have  proper  medical 
care,  for  they  have  been  setting  a volun- 
tary example  of  social  responsibility  ever 
since  the  first  physician  started  practicing 
on  these  shores.  So  they  are  not  un- 
reasonable in  demanding  that  they  have 
a good  bit  to  say  about  any  plan  that  is 
put  into  effect.”  From  a commentary 
to  be  found  in  a recent  issue  of  the  Allen- 
town (Pa.)  Chronicle  and  News. 


1 ‘American  people  are  the  easiest  people 
in  the  world  to  deal  with,  because  they 
have  an  open  mind.”  A statement  made 
by  Oswaldo  Aranha,  Brazilian  foreign 
minister,  when  visiting  here.  When  we 
think  of  the  medicosocial  problems  con- 
fronting our  people  now,  we  hope  he 
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means  that  the  American  people  will  listen 
to  both  sides  of  a question,  not  that  they 
will  listen  to  anything — propaganda  or 
truth — and  indiscriminately  believe  what 
they  hear. 


“Liberals  originally,  as  the  name  im- 
plies, like  the  earlier  Whigs,  believed  in 
the  policy  of  voluntary  cooperation. 
Their  political  philosophy  rested  on  the 
basis  of  the  right  of  individual  liberty, 
limited  only  by  the  equal  rights  of  others. 
Consequently  their  test  of  each  and  every 
State  interference  with  individual  freedom 
was  whether  that  specific  interference  was 
strictly  and  absolutely  necessary  in  order 
to  maintain  the  equal  freedom  of  others. 
They  had  no  respect  whatever  for  the 
principle  of  immediate  expediency  in 
questions  of  State  interference.  While  it 
might  be  ever  so  expedient  for  the  State 
to  step  in  on  this  or  that  situation  and 
take  charge  of  it;  while  there  might  be  a 
good  deal  of  inconvenience  and  trouble 
accruing  if  the  State  did  not  step  in; 
nevertheless,  unless  it  were  proved  neces- 
sary for  the  State  to  step  in  for  the  main- 
tenance of  equal  freedom,  they  were 
against  its  doing  so.  Their  root-principle 
was  that  when  it  is  not  necessary  for  the 
State  to  act,  it  is  necessary  for  it  not  to 
act.  ...”  Albert  Jay  Nock,  in  the  May 
American  Mercury. 


“ . . . The  brain  is  guided  by  logic. 
The  heart  leaps  in  response  to  impulses 
that  are  more  powerful  than  logic  has  ever 
been.  They  whose  hearts  are  in  the  right 
place  are  foremost  when  duty  has  to  be 
done,  when  the  impossible  has  to  be 
achieved.  Their  education  is  glorified  by 
courage.”  The  Commentator,  May  issue. 


“There  are  certain  children  about 
whom  democracy  is  especially  concerned 
in  these  times  and  must  be : the  children 
of  the  unemployed;  other  children  with- 
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out  adequate  shelter  or  food  or  clothing; 
children  of  migrating  families;  children 
confronted  with  discrimination  and 
prejudice;  children  beyond  the  reach  of 
medical  service;  children  denied  help  in 
attaining  faith  in  an  ordered  universe.  . . . 
Not  till  these  and  such  as  these  are  in- 
cluded in  democracy’s  concern  can  we  feel 
secure  about  its  future.  . . . They  have 
become  an  ‘integral  part  of  democracy’ 
and  not  merely  a ‘segregated  group’  for 
whom  provision  is  to  be  made  as  of  some 
body  apart.  ...”  The  New  York  Times 
of  April  28  comments  on  President 
Roosevelt’s  remarks  made  in  his  opening 
address  at  the  Fourth  Child’s  Conference, 
held  recently  at  the  White  House. 


‘‘Lump  together  all  the  nobodies  who 
have  misgoverned  France  since  1870,  and 
put  them  against  the  two  names  of  Curie 
and  Pasteur — how  about  that?  Is  it  not 
at  least  conceivable  that  two  hundred 
years  from  now  the  name  of  Hitler  will 
be  remembered  only  as  belonging  to  some- 
body or  other  who  ran  Albert  Einstein 
out  of  Germany?  ...  I speak  of  . . . 
this  because  there  is  taking  place  in  this 
country  a movement  which  is  making  real 
history,  and  which  I think  is  perhaps  not 
fully  recognized  as  so  doing.  We  all 
know  it  is  going  on,  but  I doubt  that  we 


have  taken  its  measure  as  the  most  im- 
portant movement  of  our  time — infinitely 
more  important  than  the  whole  sum  of 
intrigues,  connivings,  threats,  lies,  and 
general  swineries  which  are  the  ‘news’ 
of  the  period,  and  which  we  regard  as 
making  up  the  history  of  the  period.  I 
refer  to  the  great  westward  migration  of 
European  culture,  and  the  effort  to 
transplant  it  in  this  hemisphere.  . . . 
Culture’s  refugees,  therefore,  come  from 
all  Europe  to  our  universities,  our  press, 
our  urban  centers  of  creative  activity. 
They  come  out  of  all  peoples,  nations, 
and  languages,  bringing  their  big  and 
little  hoards  of  cultural  experience  and 
creative  intuitions  and  artistic  energies.  . . 

“What  will  come  of  it  is,  of  course,  quite 
beyond  prediction.  The  long  and  short 
of  the  situation  seems  to  be  that  we  are 
fast  falling  heir  to  a couple  of  thousand 
years  of  civilization,  whether  we  will  or 
no.  The  legacy  is  being  dumped  in  our 
lap  without  so  much  as  a by-your-leave. 
We  have,  then,  the  responsibility  of 
choosing  whether  we  shall  welcome  it  as  a 
windfall.  ...  If  we  do,  here  is  the  greatest 
chance  that  has  ever  come  to  any  people.” 
— The  opinions  of  Albert  Jay  Nock,  in 
an  article  ‘‘Culture  Migrates  to  the 
U.  S.  A.,”  from  which  we  have  quoted. 
It  may  be  read  in  its  provocative  en- 
tirety in  the  April  American  Mercury. 


Correspondence 


To  the  Editor; 

In  your  April  15th  issue  of  the  New 
York  State  Journal  of  Medicine,  page  771, 
appears  an  editorial  on  ‘‘Absorbic  Acid.” 
We  would  appreciate  any  information 
you  can  give  us  as  to  just  what  this 
is,  and  where  it  may  be  obtained.  Thank- 
ing you  for  this  courtesy,  we  are, 
Rochester,  N.  Y.  Very  truly  yours, 

April  28,  1939  Paine  Drug  Company 

It  is  the  little  slips  like  this  that  turn 
an  editor’s  hair  gray,  make  his  nerves 


jumpy,  and  bring  him  to  the  palatial 
parlors  of  the  mortician  before  his  time. 
How  they  happen  is  beyond  human  ken. 
Our  editorial,  of  course,  was  plainly  con- 
cerned with  ‘‘Ascorbic”  Acid,  obtainable 
from  most  drug  firms,  and  not  with 
‘‘Absorbic  Acid.”  Ascorbic  Acid  is  the 
name  for  Cevitamic  Acid,  a synthetic 
vitamin  C. 

We  are  happy  to  note  the  interest  our 
correspondent  evinces,  and  thank  him 
for  being  among  those  who  brought 
this  to  our  attention. — Editor. 


ANATOMICORADIOGRAPHIC  STUDIES  OF  THE  SPINE 

Changes  Responsible  for  Certain  Painful  Back  Conditions 

Lee  A.  Hadley,  M.D.,  Syracuse,  New  York 


In  a consideration  of  the  causes  of 
backache  it  is  necessary  to  bear  in 
mind  the  posterior  joints  and  also  that 
“crossroads  of  neuralgia,”  the  interverte- 
bral foramen.  Exclusive  of  costal  ar- 
ticulations there  are  normally  fifty-one 
small  diarthrodial  joints  in  the  spine. 
Each  one  of  these  has  the  same  funda- 
mental structure  and  is  subject  to  the 
same  types  of  injury  and  disease  as  the 
larger  joints  of  the  body.  Sprains,  par- 
tial dislocations,  and  arthritis  are  fre- 
quently encountered.  The  fibrous  tis- 
sue of  the  spine  is  known  to  be  well 
supplied  with  sensory  nerve  endings. 
The  intervertebral  foramen  transmitting 
the  spinal  nerve  is  a bony  ring  partially 
bounded  in  back  by  the  posterior  joint 
and  in  front  by  the  intervertebral  disk. 
Referred  pain  is  likely  to  result  from 
pathology  within  the  foramen  secondary 
to  disturbances  of  these  adjacent  struc- 
tures. 

Two  types  of  degeneration  of  the  inter- 
vertebral disk  have  been  described. 
The  type  observed  in  early  life  is  char- 
acterized by  herniation  of  the  nucleus 
pulposus,  either  through  a break  in  the 
cartilaginous  plate  into  the  vertebral 
body  or  through  the  annulus  fibrosus 
into  the  spinal  canal.  The  latter  condi- 
tion may  or  may  not  produce  symptoms 
by  pressure  upon  the  cord  or  nerve  roots. 
The  disk  degeneration  noted  in  later 
life  is  characterized  by  fragmentation  of 
the  cartilaginous  plate  with  granulation 
tissue  growing  from  the  adjacent  verte- 
bral body  into  the  disk  and  later  re- 
placing it  by  fibrotic  tissue  or  bone. 
These  interesting  pathologic  conditions 
of  the  disk  are  not  of  themselves  painful. 
Nerve  endings  are  present  in  the  liga- 
mentous tissue  of  the  spine,  but  not  in 


the  disk.  The  symptoms  result  from 
secondary  disturbances  of  the  foramina 
and  posterior  joints. 

Degeneration  of  the  disk  produces  a 
thinning  of  this  structure,  thus  bringing 
the  vertebral  bodies  closer  together. 
If  the  posterior  articulations  do  not  slip 
past  each  other,  kyphosis  results  at  this 
level,  a condition  usually  encountered 
in  the  dorsal  or  upper  lumbar  region. 
Thinning  of  the  disk  in  the  cervical  or 
lower  lumbar  region  usually  produces  a 
subluxation  of  the  posterior  articula- 
tions, resulting  in  the  following  possible 
causes  of  localized  or  referred  pain : 

1.  Strain  upon  the  ligamentous  struc- 
tures of  the  articulations. 

2.  A disturbance  in  the  relationship 
between  the  articular  surfaces.  Due 
to  the  inclined  plane  of  the  posterior 
articulations,  subluxation  from  thinning 
of  the  disk  may  thrust  the  lower  verte- 
bral body  forward  beneath  the  one 
above,  so  that  the  intervertebral  fora- 
men is  decreased  not  only  in  its  axial 
but  also  in  its  anteroposterior  diameter. 

3.  With  encroachment  of  the  inter- 
vertebral foramen  there  may  be  fibrosis 
about  the  nerve-root  bundles  giving  rise 
to  symptoms  of  radiculitis. 

4.  In  extreme  cases,  bony  impinge- 
ment between  the  tip  of  the  articular 
process  and  the  pedicle  above  or  the 
lamina  below  may  cause  pain.  At  first,  the 
tip  of  the  articular  process  presses  against 
the  periosteum-covered  bony  surface; 
later,  notches  may  be  eroded  in  the  bone 
by  this  pressure.  The  condition  is  best 
seen  in  the  stereoscopic  45-degree  oblique 
lumbar  view  (Fig.  1).  It  may  also  be 
recognized  by  a break  in  the  S-curve  as 
seen  in  the  anteroposterior  view. 
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Fig.  1.  Oblique  roentgenogram  (retouched) 
made  with  the  sagittal  plane  of  the  patient  at  an 
angle  of  45  degrees  to  the  horizontal  plane. 
The  third  disk  is  normal;  the  fourth  disk  is 
thinned  by  an  old  herniation  of  the  nucleus 
pulposus ; sclerosis  about  this  herniation  is  shown 
as  a semicircle  at  X.  Line  A represents  the 
normal  interpedicular  diameter  of  the  third 
intervertebral  foramen.  B is  the  contracted 
interpedicular  diameter  of  the  fourth  foramen. 
The  normal  third  apophyseal  (posterior)  articu- 
lation is  shown  at  C,  but  D,  the  fourth  articu- 
lation, is  subluxated,  so  that  the  superior  ar- 
ticular process  of  the  fourth  body  impinges 
against  the  lamina  of  the  fifth  at  F.  This  patient 
had  lumbar  pain  with  unilateral  muscle  spasm  of 
six  months’  duration,  relieved  after  fifteen  months 
of  immobilization  by  plaster  and  a brace. 

Description  of  the  S-Curve 

In  the  anteroposterior  view,  centering 
through  an  intervertebral  disk  of  normal 
thickness  in  the  lower  lumbar  region,  an 
S-curve  can  be  traced.  The  line  follows 
the  undersurface  of  the  transverse  proc- 
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ess  and  the  lateral  surface  of  the  in- 
ferior articular  process,  then  crossing 
the  apophyseal  joint  it  extends  along 
the  lateral  surface  of  the  superior  articu- 
lar process  from  the  body  below.  This 
curve  is  seen  best  if  the  plane  of  the 
articulation  is  nearly  sagittal,  but  it  can 
be  made  out  even  when  the  articulation 
is  more  nearly  transverse.  In  case  there 
is  an  apophyseal  subluxation,  such  a 
view  shows  a jog  in  the  S-curve  at  the 
point  where  the  posterior  articulations 
have  slid  past  each  other. 

In  certain  cases  of  marked  lordosis, 
some  of  the  patient’s  weight  is  thrust 
backward  onto  the  posterior  articulations 
of  the  spine,  so  that  subluxation  of  these 
joints  may  take  place.  In  cases  of 
scoliosis,  there  may  be  subluxation  if  suf- 
ficient rotation  of  the  spinal  bodies  has 
not  occurred;  usually,  however,  even  in 
extreme  scoliosis,  apophyseal  subluxa- 
tion does  not  seem  to  be  present  if  the 
bodies  are  rotated.  As  a result  of  injury 
or  thinning  of  the  anterior  portion  of  the 
disk,  reverse  subluxation  of  the  apophyseal 
joints  may  be  visualized  as  a pulling  apart 
of  the  articular  processes. 

Exostoses  from  the  disk  and  posterior 
joint  margins  especially  in  the  cervical 
region  tend  to  encroach  more  or  less 
upon  the  intervertebral  foramina.  These 
spurs  are  much  more  extensive  than  they 
appear  on  the  film.  In  this  connection  it 
should  be  noted  that  detached  fragments 
of  bony  tissue  frequently  form  in  the 
substance  of  the  disk  margins.  Care 
must  be  exercised  not  to  misinterpret 
these  as  fractured  exostoses.  Normally 
the  nerve  occupies  about  one- sixth  to 
one-fourth  the  diameter  of  the  foramen. 
The  remainder  of  the  space  is  taken  up 
by  lymph  spaces,  blood  vessels,  areolar 
and  fatty  tissue.  Bony-  or  fibrous-tissue 
encroachment  may  constrict  the  foramen 
to  the  size  of  the  nerve  which  may  even 
become  flattened  in  a ribbonlike  manner. 
In  examining  cadaver  material  the  nerve 
can  usually  be  separated  within  the  fora- 
men by  blunt  dissection  but  in  other  cases 
it  appears  to  be  adherent  and  surrounded 
by  fibrosis. 
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Anterior  flexion  of  the  cervical  re- 
gion, as  in  the  lumbar  region,  increases 
the  diameter  of  the  intervertebral  fora- 
men while  dorsal  extension  constricts  it. 
Also  the  foramen  is  constricted  by  rota- 
tion or  flexion  toward  it  and  enlarged  by 
the  opposite  movement. 

This  probably  helps  to  explain  the  pro- 
duction of  pain  upon  certain  movements 
in  cases  of  foramen  pathology.  These 
patients  not  only  complain  of  local  pain, 
tenderness  to  deep  pressure,  muscle 
spasm,  and  limitation  of  motion  from 
posterior  joint  derangement,  but  also 
frequently  suffer  from  radiculitis  as  well. 

Radiculitis 

In  the  cervical  region  this  condition  is 
characterized  by  pain  referred  to  the 
shoulder,  arm,  or  hand  and  corresponds  in 
distribution  to  that  of  the  involved  nerve 
root.  With  dorsal  radiculitis  the  patient 
complains  of  intercostal  or  abdominal 
pain  which  may  be  confused  with  angina, 
gallbladder,  abdominal,  or  even  pelvic 
disease.  Lumbar  radiculitis  produces  sci- 
atic pain.  The  pain  of  radiculitis  is  not 
infrequently  aggravated  by  coughing, 
sneezing,  or  bearing  down — the  so-called 
Dejerine’s  sign.  The  spinal  fluid  protein 
may  be  increased.  Not  all  patients, 
however,  suffering  from  radiculitis  ex- 
hibit foramen  encroachment  upon  x- 
ray  examination.  Many  of  them  are  re- 
lieved by  small  doses  of  radiation  therapy 
applied  to  the  nerve  roots. 

The  Anterior  Curve 

A lateral  roentgenogram  of  the  normal 
cervical  spine  at  rest  reveals  the  bodies 
arranged  in  a symmetrical  anterior  curve. 
Upon  anterior  flexion  of  the  neck  the 
curve  is  reversed  but  it  always  remains 
symmetrical  at  all  points.  In  the  cada- 
ver specimen  it  is  impossible  to  produce 
angulation  at  one  point  without  cutting 
the  posterior  joint  capsules  at  this  level. 
Following  severe  trauma,  x-ray  of  the 
cervical  spine  may  show  the  normal  an- 
terior curve  replaced  by  angulation  at 
one  point.  This  probably  indicates  a 
partial  bilateral  subluxation  of  the  pos- 
terior joints  with  muscle  spasm.  Uni- 


Fig.  2.  Congenital  fusion  of  the  second  and 
third  cervical  segments;  both  the  bodies  and 
arches  fused.  Normal  anterior  curve  replaced 
by  traumatic  angulation  with  partial  subluxa- 
tion of  the  posterior  joints  between  fifth  and  sixth 
vertebrae  ( arrow) . 

lateral  subluxation  is  not  unusual  but  is 
difficult  to  visualize. 

Fusion 

Bony  fusion  of  the  spinal  segments  is 
frequently  met  with  in  the  cervical  region. 
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Fig.  3.  Forty-five-degree  oblique  view  of  the 
cervical  spine  showing  the  normal  relationship 
of  the  foramina,  posterior  arches,  and  pedicles. 


Certain  cases  are  probably  congenital  and 
others  are  undoubtedly  secondary  to  de- 
generative change  of  the  intervertebral 
disks.  Either  the  bodies,  lamina,  or 
the  posterior  joints  may  be  fused  (Fig. 
2).  Some  of  the  foramina  are  constricted 
in  diameter  while  others  are  normal  in 
size.  One  clinical  significance  of  fusion 
is  that  it  decreases  the  flexibility 
at  certain  points  and  places  greater 
strain  on  the  remainder  of  the  cervical 
region. 

Gliding  Movement 

X-ray  studies  of  the  cervical  and  lum- 
bar spine  taken  in  extremes  of  flexion 
and  extension  reveal  that  anteroposterior 
movement  is  achieved  not  only  by  com- 


pression of  the  disk  between  the  bodies 
but  also  by  a gliding  movement  of  each 
vertebral  body  backward  and  forward 
on  the  one  beneath  it.  This  movement 
must  be  a factor  in  producing  wear 
upon  the  disk  with  a resulting  degenera- 
tion of  this  structure.  In  the  neck  the 
point  of  greatest  amplitude  of  this  glid- 
ing is  about  the  midcervical  region  which 
corresponds  to  the  level  of  most  frequent 
disk  degeneration.  In  the  lower  lumbar 
region  this  gliding  movement  is  some- 
what less  marked.  Thus  we  find  that 
the  intervertebral  disk  is  not  only  a buffer 
and  a hydrostatic  ballbearing  but  that  it 
also  acts  somewhat  as  a bursa  to  facili- 
tate a gliding  movement  between  the 
vertebral  bodies. 

Radiographic  Technic  for  Cervical 
Foramina 

The  film  is  made  with  the  patient 
sitting  upright,  spine  erect,  chin  up, 
and  the  shoulder  of  the  side  to  be  visual- 
ized against  the  vertical  plate  holder. 
The  latter  should  be  at  such  a height 
that  the  upper  end  of  an  8 by  10  cassett 
is  on  a level  with  the  patient’s  ear.  Ar- 
range the  transverse  plane  of  the  should- 
ers and  the  sagittal  plane  of  the  skull 
each  45  degrees  to  the  plane  of  the  film. 
The  head  may  be  steadied  by  a support 
between  the  cheek  and  the  plate  holder. 
Direct  the  central  ray  downward  10  de- 
grees and  toward  the  midcervical  region. 

The  Oblique  Cervical  Film 

A film  of  the  cervical  spine  made  ac- 
cording to  the  above  technic  normally 
reveals  all  of  the  cervical  foramina 
(Fig.  3).  There  is  no  foramen  beneath 
the  first  segment.  The  topmost  or 
second  cervical  is  oval  and  those  below 
this  point  are  shaped,  as  Schmorl1  has 
described,  somewhat  like  the  “sole  of  a 
shoe.” 

Posterior  to  the  foramina  the  laminae 
of  the  same  side  of  the  arch  are  seen  in 
section.  In  the  normal  spine  these  ap- 
pear in  a smooth,  sweeping  curve  and  are 
about  equidistant.  Any  malalignment 
in  this  curve  or  irregularity  in  the  spac- 
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in g of  the  sections-  indicates  a disturb- 
ance in  the  structure  or  the  articulation 
of  the  cervical  units. 

The  pedicles  on  the  side  opposite  to 
the  visualized  foramina  appear  as  a 
curved  line  of  small  equidistant  oval 
shadows.  If  correct  technic  has  been 
used  in  making  the  film  this  line  of  pedicle 
shadows  will  intersect  the  shadows  of  the 
vertebral  bodies  near  their  anterior  sur- 
faces. In  certain  cases  of  cervical  spine 
disturbance  these  pedicles  may  be  dis- 
torted in  shape,  size,  spacing,  or  align- 
ment. 

Backache  from  reflex  causes,  metas- 
tases,  cord  tumor,  anemia,  diabetes,  and 
other  local  or  systemic  conditions  can 
hardly  be  discussed  in  a paper  of  this 
length  nor  can  therapy  be  properly  con- 
sidered. It  should  be  mentioned,  how- 
ever, that  conservative  treatment  has 
proved  valuable.  In  the  acute  cases 
rest  on  a very  firm  bed  either  with  or 
without  extension  and  heat  with  gentle 
massage  for  the  muscle  spasm  are  indi- 
cated. Ambulatory  cases  require  sup- 
port, strapping,  a brace,  or  molded  jacket 
followed  by  graduated  exercises  as  the 
condition  improves.  As  I previously 
reported  before  this  medical  society,2 
radiation  therapy  in  small  doses  applied 
to  the  nerve  roots  is  of  distinct  benefit  in 
certain  cases  of  radiculitis.  Patients  un- 
relieved by  conservative  measures  may 
require  spinal  fusion  or  facetectomy,  as 
described  by  Williams.3 

Synopsis 

There  are  two  distinct  types  of  patho- 
logic change  in  the  intervertebral  disk 
which  produce  thinning  of  this  structure. 
Thinning  allows  the  vertebral  bodies  to 
approach  each  other,  resulting  in  apophys- 
eal subluxation  or  slipping  of  the  pos- 
terior joints.  This  is  shown  by  a break 
in  the  S-curve.  Pain  may  be  caused  by 
bony  impingement  of  the  tips  of  the 
subluxated  articulations  or  by  constric- 
tion of  the  foramina  (Fig.  4).  Decrease 
in  the  foramen  diameter  results  from 
apophyseal  subluxation,  hyperplasia  of 
connective  tissue,  or  exostoses,  particu- 


Fig.  4.  Patient  complained  of  severe  pain 
with  muscle  spasm  of  the  neck  and  shoulder. 
Bony  encroachment  of  third,  fourth,  and  fifth 
foramina.  Second,  sixth,  and  seventh  appear 
normal.  Compare  with  Figs  3 and  5. 

larly  in  the  cervical  region  (Fig.  5). 
Angulation  of  the  cervical  spine  may 
follow  trauma  and  results  from  a bi- 
lateral subluxation  of  the  posterior  joints 
at  the  involved  level.  Congenital  or 
acquired  fusion  of  adjacent  segments  is 
not  infrequent  in  the  cervical  region. 
In  this  region  also  pathology  of  the 
intervertebral  foramina  and  posterior 
arches  is  revealed  by  the  oblique  studies. 
Sections  of  the  foramina  may  reveal 
crowding  of  the  nerve  root  in  certain 
cases.  Study  of  the  anteroposterior 
flexion  of  the  spine  reveals  an  extensive 
gliding  motion  between  the  bodies,  par- 
ticularly in  the  midcervical  region.  Wear- 
ing of  the  disk  by  this  natural  function 


974 


LEE  A.  HADLEY 


[N.  Y.  State  J.  M. 


is  offered  as  an  explanation  of  the  fre- 
quency of  disk  degeneration  in  this  area. 
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Discussion 

Dr.  James  P.  Cole,  Buffalo — Dr.  Hadley 
has  brought  to  our  attention  and  clarified 
to  a great  extent  some  of  the  more  obscure 
lesions  of  the  spine  that  produce  disability. 
The  small  degenerative  processes  mentioned  are 
difficult  to  diagnose  without  a thorough  and 
careful  examination  of  roentgenograms.  I feel 
that  if  we  follow  the  technic  that  is  advocated 
by  the  author  very  often  lesions  will  be  dis- 
covered that  might  have  been  overlooked  in  the 
ordinary  plates. 

I heartily  agree  with  what  has  been  said  con- 
cerning the  production  of  radiculitis  from  de- 
generative processes  of  the  apophyseal  joints  of 
the  spine,  or  slipping  of  these  joints.  It  is  also 
true  that  anomalous  conditions  of  these  joints 
will  produce  the  same  syndrome.  Motion  of  the 
apophyseal  joints  is  usually  essential  for  the 
production  of  symptoms  from  the  radicles  of  the 
spinal  nerves  or  from  fascial  changes  in  this 
type  of  case.  Malformed  apophyseal  joints  and 
hypermobility  of  these  joints  will  also  jeopardize 
the  intervertebral  nerves. 

It  has  been  mentioned  that  thinning  of  the 
intervertebral  disks  decreases  the  size  of  the 
intervertebral  foramina  with  the  causation  of 
radicular  pain.  As  an  example  of  this  I would 
like  to  point  to  the  observation  that  the  fifth 
lumbar  root  canal  is  decreased  in  size  following 
thinning  of  the  intervertebral  disks,  causing 
posterior  displacement  of  the  fifth  lumbar  verte- 
bra. 

My  personal  experience  with  the  use  of  the 
S-curve,  as  described  by  Dr.  Hadley,  is  very 
limited.  My  sentiment  is  that  the  tracing  of 
this  curve  would  be  of  value  in  the  lumbar  region 
of  the  spine  when  one  is  dealing  with  these  in- 
conspicuous lesions  of  the  spine. 

The  obliteration  of  the  normal  anterior  curve 
of  the  cervical  spine  has  been  mentioned  follow- 
ing certain  traumatisms  to  this  region.  It  has 
been  my  experience  to  find  that,  if  this  situation 
exists,  the  lateral  articulations  are  either  partially 
or  completely  subluxated  with  tearing  of  the 
capsules  of  these  joints. 

Perhaps  I have  misconstrued  what  has  been 


Fig.  5.  Oblique  x-ray  of  cadaver  specimen 
with  sections  cut  from  the  foramina  as  indicated. 
Numbers  2 and  7 normal  in  size  with  the  nerve 
root  surrounded  by  blood  vessels,  fatty  and 
areolar  tissue.  Bony  and  fibrous  encroachment 
of  the  fifth  and  six  foramina  with  crowding  of 
the  nerve  root  downward.  Compare  with  Fig.  4. 

said  concerning  the  gliding  of  vertebrae  on  each 
other.  I have  always  been  of  the  impression 
that  there  was  never  any  actual  gliding  between 
normal  vertebrae  but  a tendency  to  glide.  I 
would  like  to  ask  Dr.  Hadley  if  I am  right  in  this 
assumption. 

I know  that  the  author  has  had  a great  deal  of 
experience  with  this  subject  and  has  made  many 
observations  of  the  spine  in  cadavers.  I would 
like  to  inquire  if  he  has  observed  that  the  inter- 
vertebral canal  carrying  the  fifth  lumbar  nerve 
root  is  decreased  in  size  in  comparison  to  the 
other  lumbar  nerve  canals? 

There  are  some  observers  who  do  not  believe 
that  changes  in  structure  of  the  spinal  apophys- 
eal joints  can  produce  a radicular  type  of  dis- 
ability and  therefore  I know  this  paper  is  of 
timely  interest.  Due  to  this  fact  I compliment 
Dr.  Hadley  on  this  excellent  article  as  well  as 
for  the  publication  of  many  related  articles 
that  have  appeared  in  the  literature  in  the  past 
few  years. 
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Medical  academies  have  flourished 
for  many  centuries  among  demo- 
cratic peoples.  It  was  about  three  hun- 
dred years  ago  that  the  first  medical 
academy,  which  has  continued  since  its 
foundation,  came  into  being.  Three 
important  scientific  societies  also  sprang 
into  existence  at  the  same  time,  and  I 
think  it  no  accident  that  such  groups  of 
thinking  men  began  to  explore  the  secrets 
of  nature  at  a time  when  certain  nations 
had  begun  to  demand  more  liberal 
representative  government.  In  any  coun- 
try the  story  of  the  early  medical 
academies  is  one  rich  in  human  interest, 
but  I shall  limit  my  discussion  to  two 
countries  and  to  two  themes,  and  then 
conclude  with  brief  comments  upon  the 
present  and  future  of  academies  of 
medicine  in  the  United  States.  The  two 
countries  I have  in  mind  are  England 
and  Germany — let  me  hasten  to  add, 
England  and  Germany  of  the  seventeenth 
century — and  the  two  themes:  one,  that 
medical  academies  and  scientific  societies 
grew  up  and  thrived  quite  independently 
of  the  universities,  and  secondly,  that 
they  generally  flourished  best  in  those 
countries  where  men  were  at  liberty  to 
foregather  with  one  another  and  freely 
to  speak  their  minds.  Fielding  Garrison 
points  out1  (p.  287)  that  the  early  medical 
academies  were  derived  from  the  medieval 
guilds.  He  then  adds:  “In  the  face  of 
much  futile  speculation  as  to  the  origin  of 
guilds,  they  were,  in  the  last  analysis, 
but  a natural  expression  of  the  herding 
instinct  of  mankind,  the  tendency  of 
people  of  similar  type  to  flock  together, 
on  occasion,  for  cooperative  or  self- 
protective  purposes.  This  associative 
spirit,  common  to  all  warm-blooded 


animals,  probably  goes  back  to  prehistoric 
times  and  was  doubtless  a going  concern 
in  ancient  Egypt  or  Babylon.” 

England 

In  January,  1639 — just  three  hundred 
years  ago — John  Milton  was  traveling  in 
Italy,  still  a man  in  his  early  thirties. 
The  “Ode  on  the  Nativity,”  “L’ Allegro,” 
“11  Penseroso,”  and  “Comus”  were  all 
behind  him,  and  “Lycidas”  had  just 
been  published;  and  there  had  already 
developed  in  his  mind,  perhaps  fully  by 
1639,  his  great  plan  for  “Paradise  Lost,” 
but  this  was  interrupted  by  news  of 
troubles  at  home.2  He  abandoned  his 
trip  and  his  plan  for  writing,  and  soon 
returned  to  throw  himself  into  the 
historic  struggle  for  supremacy  of  de- 
mocracy and  parliamentary  government. 
Milton’s  prose  became  at  once  as  great  as 
his  poetry ; he  first  attacked  the  autocracy 
of  the  church,  then  the  divorce  laws, 
and  in  June,  1644,  the  Tractate  of  Edu- 
cation appeared  in  which  he  inveighed 
against  the  authority  of  the  universities; 
on  November  24,  1644,  came  “Areopa- 
gitica,”  the  greatest  plea  for  free  speech 
ever  written  by  an  Englishman — or  by 
anyone  else,  for  that  matter.3  Finally, 
“Eikonoklastes”  in  1649,  and  in  1651 
and  1654  he  published  his  first  and  second 
“Defense”  of  the  English  people — that 
people  which  in  1648  had  beheaded  its 
monarch.  These  were  the  years,  ladies 
and  gentlemen,  during  which  the  first 
scientific  academies  came  into  existence. 
These  groups  were  an  expression  of  a 
great  liberal  movement  in  thought — a 
movement  that  manifested  itself,  not 
only  in  science,  but  in  art  and  literature, 
and  to  a large  extent  also  in  the  lives  and 
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labors  of  humble  men.  The  medical 
academies  of  our  own  day  are  a direct 
outgrowth  of  this  movement,  and  as  such 
represent  a precious  part  of  our  liberal 
heritage — a thing  that  we  must  defend 
and  nurture  at  a time,  be  it  said,  when 
there  are  too  few  who  raise  their  voices 
after  the  manner  of  John  Milton.  To 
re-echo  the  thought  of  Wordsworth4 : 

“Milton!  Thou  should’st  be  living  at 
this  hour : 

England  hath  need  of  thee.” 

There  were,  to  be  sure,  scientific  and 
medical  organizations  before  1639.  The 
Royal  College  of  Physicians  of  London, 
for  example,  was  founded  by  Henry 
VIII  in  1518 — more  than  a hundred 
years  earlier — but  this  organization  did 
not  originally,  and  has  not  since,  ful- 
filled the  functions  of  a medical  academy.5 
There  were,  no  doubt,  other  and  short- 
lived medical  societies  before  the  seven- 
teenth century,  but  my  point  is  that,  if 
they  existed,  they  did  not  flourish,  and 
the  literature  of  the  sixteenth  century 
gives  us  only  fleeting  records  of  such 
organizations. 

The  academy  of  which  I wish  to  speak 
first  is  the  Royal  Society  of  London.  In 
his  Tractate  of  Education , Milton  had 
protested  that  the  universities  were  back- 
ward, not  only  in  science,  but  in  the 
teaching  of  other  disciplines  as  well. 
Actually  no  one  of  the  sciences,  except 
astronomy  and  mathematics,  was  for- 
mally taught  in  any  of  the  universities  prior 
to  the  seventeenth  century,  and  when 
the  experimental  method  was  revived  by 
Galileo  and  William  Harvey  the  univer- 
sities remained  resolutely  set  against  the 
introduction  within  their  walls  of  this 
new  philosophy  and  procedure.6  The 
best  intellects,  however,  were  drawn 
toward  these  new  ideas.  In  the  early 
forties,  there  began  to  meet  together  in  a 
London  tavern  such  men  as  Robert 
Boyle,  Glisson,  Wilkins,  Wallis,  and  later 
Christopher  Wren,  with  the  expressed 
purpose  of  “advancing  natural  knowledge 
by  means  of  experiment.”7  They  were 
influenced  no  doubt  by  Harvey’s  dis- 


covery— they  all  knew  William  Harvey, 
for  he  did  not  die  until  1657 — and  they 
were  also  moved  by  the  writings  of 
Francis  Bacon,  whose  New  Atlantis 
had  appeared  posthumously  in  1627. 
This  young  group  of  young  enthusiasts, 
who  referred  to  themselves  as  the  “In- 
visible College,”  met  intermittently  dur- 
ing the  troubled  period  of  the  Civil  War, 
the  Commonwealth,  and  the  Protector- 
ate, and  finally  on  November  30  in  1662 
they  received  a royal  charter  and  thus 
became  officially  recognized  as  the  “Royal 
Society  of  London.”  Since  then,  on  the 
30th  of  November  each  year — for  two 
hundred  and  seventy-six  years — they 
have  met  without  fail  for  their  annual 
convocation.  The  early  members  were 
industrious  minute-takers,  and  they  have 
left  a full  record  of  their  deliberations; 
in  1665  also  they  began  to  publish  their 
proceedings  under  the  now  familiar 
title  of  the  Philosophical  Transactions  of 
the  Royal  Society.  I need  scarcely  men- 
tion that  many  of  the  most  important 
early  contributions  to  medicine  and  physi- 
ology appeared  in  these  Transactions, 
since  at  that  time  there  were  no  other 
medical  journals.  The  early  members, 
such  as  Richard  Lower  and  Robert 
Boyle,  were  deeply  interested  in  problems 
of  medicine:  blood  transfusions,  respira- 
tion, the  structure  and  functions  of  the 
heart,  etc.,  and  I would  like  to  read  a few 
characteristic  passages — not  from  the 
Philosophical  T ransactions — but  from 

their  early  minute  book8: 

October  1,1662 

“Dr.  Wren  proposed  the  experiment 
of  forcing  up  water  in  two  pipes  of  dif- 
ferent diameters  and  equal  altitudes; 
but  having  both  in  the  lower  end  equal 
bores,  the  water  in  the  larger  pipe  would 
be  forced  out  by  less  strength  than  that 
in  the  smaller  pipe.  He  was  desired  to 
bring  in  a description  of  this  experiment, 
and  something  by  way  of  account  con- 
cerning it,  at  the  next  meeting. 

“Dr.  Wren  presented  some  cuts  done 
by  himself  in  a new  way  of  etching; 
whereby,  he  said,  he  could  almost  as 
soon  do  a piece  on  a plate  of  brass,  as 
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another  should  draw  it  with  a crayon 
upon  paper. 

“Dr.  Wren  observed,  that  the  grafting 
of  a root  upon  a tree,  and  so  setting  it 
within  the  ground,  makes  it  thrive  very 
well. 

“The  experiment  of  lifting  up  bellows 
under  water  was  made,  and  Dr.  Goddard, 
Dr.  Whistler,  and  Dr.  Wren  were  de- 
sired to  prosecute  the  same.” 

Mention  of  Christopher  Wren  prompts 
me  to  digress  for  a moment  to  consider 
his  early  career,  since  it  illustrates  in  a 
vivid  way  the  versatility  and  omnivorous 
curiosity  of  that  virile  age.  Born  in  1632, 
Wren  attended  Westminster  School 
where  he  distinguished  himself  at  mathe- 
matics and  Latin;  he  left  the  school 
when  he  was  fourteen,  and  became  Sir 
Charles  Scarborough’s  demonstrator  in 
the  anatomical  theater  at  Surgeon’s 
Hall  (London) ; here  he  had  unusual 
opportunities  for  dissection  and,  on  his 
own  initiative,  developed  exceptional  skill 
in  injecting  anatomical  specimens.  In 
1649  at  the  age  of  seventeen  he  matricu- 
lated as  a Commoner  at  Wadham  Col- 
lege, Oxford,  taking  his  degree  in  1651. 
Wren  remained  in  Oxford  until  1657  when 
he  accepted  the  Chair  of  Astronomy  at 
Gresham  College  in  London,  but  in  1660 
he  returned  to  Oxford  to  the  Savilian 
Professorship  of  the  same  subject.  Some- 
time before  1663  he  assisted ' Thomas 
Willis,  physician  at  Oxford,  in  preparing 
drawings  of  anatomical  dissections ; Willis 
mentions,  incidentally,  that  Wren  drew 
the  celebrated  figure  of  the  base  of  the 
brain  illustrating  the  arterial  circle.  I 
have  always  suspected,  therefore,  that  it 
was  Wren  and  not  Willis  who  made  the 
discovery  of  the  circle,6  because  the 
vessels  that  he  drew  had  evidently  been 
injected  and  the  plate  itself  is  very  much 
clearer  than  Willis’  description  in  the 
text. 

Wren  was  also  responsible  for  directing 
interest  to  the  possibility  of  blood  trans- 
fusion. His  experience  with  injections 
had  led  him  quite  naturally  to  consider 
the  possibility  of  introducing  substances 
into  the  blood  vessels  of  living  animals. 


This  he  did  sometime  before  1657  and 
Sprat10  records  that  “By  this  Operation 
divers  Creatures  were  immediately 
purg’d,  vomited,  intoxicated,  kill’d  or 
reviv’d,  according  to  the  quality  of  the 
liquor  injected:  Hence  arose  many  new 

Experiments , and  chiefly  that  of  Trans- 
fusing Blood , which  the  Society  has  prose- 
cuted in  sundry  instances,  that  will  prob- 
ably end  in  extraordinary  Success.” 
Actual  transfusions  were  eventually  car- 
ried out  by  Lower  in  1665.  Several 
human  beings  were  transfused  in  1667 
without  ill-effect,  but  fears  were  aroused 
when  dogs  who  had  been  transfused  were 
found  subsequently  to  “piss  blood.” 
However,  it  was  gravely  suggested  by 
some  that  the  senile  might  be  rejuvenated 
and  conscientious  objectors  made  more 
warlike  by  giving  them  a little  fighting 
blood. 

But  to  return  to  Wren,  Sprat  describes10 
many  other  of  his  activities  during  this 
early  period.  One  finds  sentences  such 
as  (pp.  316-317): 

“He  has  invented  a very  curious  and 
exceeding  speedy  way  of  Etching.  He  has 
started  several  things  towards  the  emen- 
dation of  Water-works.  He  has  made 
Instruments  of  Respiration , and  for  strain- 
ing the  breath  from  fuliginous  vapours, 
to  try  whether  the  same  breath  so  purify’ d 
will  serve  again. 

“He  was  the  first  Inventor  of  drawing 
Pictures  by  Microscopical  Glasses.  He 
has  found  perpetual,  at  least  long-liv’d 
Lamps,  and  Registers  of  Furnaces,  and 
the  like,  for  keeping  a perpetual  temper, 
in  order  to  various  uses;  as  hatching  of 
Eggs,  Insects,  production  of  Plants, 
Chymical  Praeparations,  imitating  Na- 
ture in  producing  Fossils  and  Minerals, 
keeping  the  motion  of  Watches  equal  in 
order  to  Longitudes  and  Astronomical 
uses , and  infinite  other  advantages.” 

Boyle,  who  also  refers  frequently  to 
Wren,  describes  at  length  in  the  Useful- 
ness of  Experimental  Philosophy , 1663, 
an  operation  devised  by  Wren  for  the 
removal  of  the  spleen.  It  is  a most 
creditable  surgical  procedure  and  it  is 
interesting  that  to  diminish  suppuration 
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he  recommended  dressing  the  wound 
with  an  aromatic  oil  which  almost  cer- 
tainly possessed  antiseptic  properties. 

Wren,  while  still  in  his  early  twenties, 
also  astonished  the  mathematicians  of 
his  time ; he  had  the  devastating  habit  of 
solving  without  difficulty  “propositions” 
that  had  been  abandoned  by  his  seniors. 
In  1656,  he  solved  a problem  proposed  to 
the  Geometers  of  England  by  Pascal, 
and  he  was  indecent  enough  to  return  to 
Pascal  a problem  over  which  the  French 
savants  spent  four  years  without  success. 
Isaac  Barrow  referred  to  Wren  at  this 
time  (before  he  had  turned  his  energies  to 
architecture):  “As  one  of  whom  it  was 
doubtful  whether  he  was  most  to  be 
commended  for  the  divine  felicity  of  his 
genius  or  for  the  sweet  humanity  of  his 
disposition — formerly,  as  a boy  a prodigy, 
now,  as  a man  a miracle,  nay  even  some- 
thing superhuman.” 

Equally  unusual  anecdotes  could  be 
related  of  many  other  early  members  of 
the  Royal  Society.  Here  then  were  men 
who  had  caught  the  new  spirit  abroad 
in  England  at  this  time  and  who,  stirred 
by  the  New  Philosophy  and  the  changing 
social  order,  began  to  study  the  world 
about  them,  and  in  so  doing  accomplished 
much  to  advance  science  in  general  and 
the  art  of  medicine  in  particular.  I 
would  like  to  emphasize,  once  again,  that, 
although  some  of  the  members  had  Ox- 
ford connections,  the  Society  as  such  grew 
up  entirely  outside  the  walls  of  the  uni- 
versities and  that  for  another  two  hun- 
dred years — indeed  until  the  inaugural 
address  of  Charles  Eliot  of  Harvard  in 
1869 — the  universities  were  aggressively 
opposed  to  the  assimilation  of  science  and 
scientific  faculties.9  I shall  speak  of  this 
again  in  a moment. 

Germany 

It  is  more  difficult  to  erect  an  accurate 
historical  setting  for  Germany  of  the 
mid-seventeenth  century.  The  Empire 
still  flourished  in  name,  but  the  actual 
units  of  government  were  the  duchies  and 
smaller  principalities;  they  were  con- 


cerned largely  with  economic  problems 
and  gave  little  heed  to  academic  institu- 
tions, or  to  the  professions.  Those  who 
followed  science  or  the  arts  were  some- 
times encouraged  and  generally  allowed 
to  work  out  their  own  salvation:  unlike 
the  twentieth  century,  they  were  never 
officially  discouraged.  The  theological 
controversies  of  the  sixteenth  century,  of 
which  Luther  had  been  a central  figure, 
had  passed,  and  there  had  been  some 
emancipation  from  the  religious  autoc- 
racy of  Rome.  There  were  followers  of 
many  creeds:  Protestants,  Jews,  Catho- 
lics, and  then,  there  were  physicians — 
cosmic  realists.  Rabelais,  whom  I am 
fond  of  quoting,  and  more  fond  still  of 
reading,  had  two  remarks  to  make  of  his 
colleagues  in  the  medical  profession 
which  I have  always  thought  were  worthy 
both  of  him  and  of  them.  “Where  there 
be  three  physicians,”  he  once  said, 
‘ ‘ there  be  two  free-thinkers.  ’ ’ And  again : 
“There  be  more  old  drunkards,  than  old 
physicians.”  It  is  perhaps  out  of  place 
to  quote  Rabelais,  a sixteenth-century 
Frenchman,  when  discussing  seventeenth- 
century  Germany;  but  if  I were  to  deal 
with  France  in  connection  with  our  theme 
this  evening,  I could  trace  the  back- 
grounds of  medical  societies  to  a far  more 
remote  period.  Rabelais  was  one  of  the 
leaders  of  a great  medical  fraternity  at 
Lyons  between  1520  and  1550,  and  there 
is  evidence  that  he  and  his  group  laid  the 
foundations  for  much  that  followed  later. 
They  indeed  were  a vigorous  lot  who 
revived  the  use  of  the  vernacular  in 
medical  writing;  they  opposed  the  auto- 
cratic Paris  medical  faculty  and  brought 
to  the  French  medical  profession  a note 
of  democracy  and  rich  humanism  that  it 
had  not  previously  known.  And  simi- 
larly in  the  seventeenth  century,  a group 
of  men  with  democratic  leanings,  un- 
trammeled by  the  authority  of  govern- 
ment, began  to  foregather  in  various 
parts  of  the  Teutonic  realm  to  study  the 
phenomena  of  disease. 

In  the  1640’s,  at  the  time  that  the 
Royal  Society  of  London  was  in  its  forma- 
tive stages,  a group  of  physicians  in 
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Germany,  feeling  the  need  for  more  fre- 
quent exchange  of  ideas,  began  to  corre- 
spond with  one  another;  in  1651  they 
founded  an  academy  which  is  still  in 
existence  today.  Its  original  name  was 
‘ ‘ Collegium  naturae  curiosorum.  ’ ’ They  did 
not  hold  meetings  or  perform  experiments 
at  first,  and  they  had  no  building,  such  as 
this,  in  which  to  meet.  However,  they 
elected  a president  and,  after  many  de- 
lays, established  a scientific  journal  in 
which  the  original  observations  and 
investigations  of  its  members  could  be 
published.  The  headquarters  of  the 
“Collegium”  during  the  early  years  was 
the  house  of  its  president,  and  therefore 
it  moved  from  town  to  town  with  each 
new  incumbent  of  this  office.11  The  first 
president,  Johann  Lorenz  Bausch,  the 
Stadtphysicus  of  Schweinfurt, — no  doubt 
a kinsman  of  a distinguished  citizen  of 
this  town — collected  a museum  of  rari- 
ties, also  a library  in  which,  among  other 
things,  one  might  find  the  works  of 
Francis  Bacon,  whose  New  Atlantis  had 
profoundly  influenced  him,  as  it  had  the 
founders  of  the  Royal  Society  of  London. 
It  was  Bausch  who  was  responsible  for  the 
concept  of  this  roving  medical  academy; 
it  was  formally  established  in  January, 
1652,  there  being  four  original  members. 
Their  aim  was:  “The  advancement  of 

medicine  and  pharmacy  through  observa- 
tions ; by  presenting  observations  in 
monographs  and  communicating  them  to 
the  members  for  correction  and  further 
elaboration”12  (p.  170).  The  early  mem- 
bers seem  unfortunately  not  to  have  been 
minute-takers  so  that  little  is  known  con- 
cerning the  society’s  activities  until  it 
began  to  publish  its  journal  in  1670. 
The  membership  increased  rapidly,  but 
the  academy  attracted  little  public  atten- 
tion until  the  first  volume  of  its  proceed- 
ings appeared;  it  then  became  widely 
known  and  discussed  throughout  the 
learned  world.  As  a part  of  the  Rome 
axis  of  its  day — historians  quaintly  called 
it  the  Holy  Roman  Empire — the  academy 
came  to  the  attention  of  the  Roman 
Emperor,  Leopold  I,  who  in  1677  became 
its  official  patron  and,  after  several  times 


changing  its  name,  it  adopted  in  1687 
its  present  Latin  title  of  “Academia 
Caesarea  Leopoldina,”  which  for  con- 
venience of  reference  is  designated  in 
English  the  “Leopold  Academy.”  (The 
present  German  title  by  which  it  is  also 
widely  known  is  “Die  kaiserliche  Leo- 
poldinisch-Carolinische  deutsche  Akade- 
mie  der  Naturforscher.”)* 

A medical  academy  that  was  publishing 
a journal  and  had  won  imperial  recogni- 
tion was  at  once  faced  with  problems 
referred  to  it  in  the  field  of  public  health. 
In  1679  the  bubonic  plague  raged  in 
Austria  and  Germany,  and  the  academy, 
at  the  request  of  the  Emperor,13  insti- 
tuted public-health  measures  to  aid  in 
the  crisis.  Almost  at  once  therefore  the 
academy  found  itself  discharging  an 
important  public  responsibility  in  addi- 
tion to  collecting  unusual  observations 
for  publication  in  its  newly  founded  jour- 
nal. Branches  of  the  Leopold  Academy 
began  to  spring  up  in  almost  every  town 
in  Germany.  Some  remained  a part  of 
the  parent  academy  which  eventually 
settled  in  Halle  where,  with  its  re- 
markable library, 14  it  now  resides,  f 

Others  became  independent  and  so 
were  organized  groups  of  medical  acade- 
mies which  made  Germany  the  foremost 
leader  of  world  medicine  in  the  nine- 
teenth century.  I cannot  speak  with 
authority  upon  the  present  state  of  the 
German  medical  academies,  but  in  any 
case,  I would  prefer  not  to  do  so,  even 
though  a survey  would  no  doubt  lend 
further  support  to  my  thesis  that  medical 
academies  flourish  best  in  democratic 
states. 

Before  leaving  the  Leopold  Academy 
let  me  add  one  final  word  about  their 
early  proceedings.  The  first  volume  of 
the  Miscellanea  curiosa  medico-physica 


* In  1687  the  editor  of  the  academy’s  journal  was 
made  a Count  Palatine  of  the  Holy  Roman  Empire. 
As  such  he  had  authority  to  solemnize  marriage,  legiti- 
mize bastards,  liberate  slaves,  etc. 

t In  1937  the  Leopold  Academy  celebrated  the  250th 
anniversary  of  its  charter  (1687)  and  on  that  occasion 
many  documents  were  issued  relating  to  its  history  and 
present-day  activities.  They  were  brought  out  under 
the  editorship  of  the  president,  Emil  Abderhalden.  See 
items  11,  14,  15,  and  16  in  the  accompanying  list  of 
references. 
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Academics  natures  curiosorum  sive  ephe- 
meleridum  medico-physicarum  Germani- 
carum  curiosarum  contains  in  the  pref- 
ace an  appeal  “to  physicians  to  devote 
themselves  to  science.”  The  Philo- 
sophical Transactions , which  had  just 
started  in  England,  are  referred  to  as  their 
model;  they  were  to  differ  from  the 
Philosophical  Transactions  in  publishing 
only  in  the  field  of  medicine,  botany 
anatomy,  chemistry,  pathology,  and  phys- 
ics. The  editors  explained  the  need  of 
the  undertaking  they  proposed  on  the 
ground  that  the  spread  of  beneficial 
knowledge  is  slow  and  that  unless  some 
such  method  as  a medical  paper  were 
devised  it  was  impossible  to  reach  the 
busy  man.  As  a symbol  of  the  society 
the  ship  “Argo”  was  adopted,  the  golden 
fleece  signifying  scientific  truth12  (p. 
171).  There  were  papers  in  the  first 
volume  by  the  early  presidents,  twelve 
of  the  twenty-seven  papers  being  on 
zoology,  and  much  space  was  devoted  to 
pathological  monstrosities.  Several  years 
ago  in  one  of  these  early  volumes  I found 
the  first  reported  case  of  a cerebellar 
tumor  with  autopsy.17  Hydrocephalus 
is  depicted  and  seizures  of  opisthotonos 
are  described  in  detail  which  allow  one  to 
identify  them  with  classical  jacksonian 
cerebellar  seizures.  It  will  interest  Dr. 
van  Wagenen  that  there  are  many  other 
cases  of  brain  tumor  reported  in  these 
early  volumes,  in  one  of  which  a bold 
surgeon  made  an  attempt  to  remove  a 
bony  exostosis.  The  roots  of  the  public- 
health  movement  and  of  modern  epidemi- 
ology may  be  traced  in  these  early 
contributions.  Here  then  is  the  first 
medical  journal  in  the  history  of  our 
art*  brought  out  by  the  first  medical 
academies. 


* It  is  sometimes  stated  that  Thomas  Bartholin’s 
Acta  medica  et  philosophica  hafniensia  was  the  first 
periodical  devoted  to  medicine.  The  first  volume  did 
not  actually  appear  until  1673  (for  the  years  1671  and 
1672).  This  also  represented  an  activity  of  an  early 
medical  society,  “Societas  Regia  medica  Havniensis,” 
and  is  therefore  interesting  in  showing  that  another 
democratic  country  felt  the  need  of  a channel  of  publica- 
tion at  this  same  time.  Thereafter,  medical  journals, 
as  every  medical  librarian  knows  to  his  or  her  sorrow, 
began  to  spring  up  in  every  country  and  almost  every 
town — like  mushrooms  (Garrison*). 


Academies  of  Medicine  in  the 
United  States 

An  existing  institution  cannot  readily 
be  understood  without  the  study  of  its 
origins,  and  I therefore  hope  that  the 
foregoing  historical  details  may  aid  us  in 
formulating  a definition  of  the  functions 
of  an  academy  of  medicine  in  this  country, 
now  and  in  the  future.  It  may  perhaps 
seem  a long  jump  from  the  Leopold 
Academy  to  the  present  moment;  but 
I am  not  sure  that  this  is  the  case.  Al- 
though the  European  press  is  at  present 
unreliable  in  its  information,  I believe 
the  Leopold  Academy  still  exists,  and  it 
would  be  difficult  to  imagine  any  institu- 
tion that  is  more  likely  to  weather  the 
present  hysteria  in  the  German  Reich 
than  this  ancient  academy.  To  be  sure, 
it  has  lost — only  temporarily  I hope — 
many  of  its  foremost  members,  but  no 
government,  however  hysterical,  can 
wholly  ignore  the  value  of  public  serv- 
ice. 

If  this  academy  has  served  the  people 
of  Rochester,  as  well  as  its  members,  no 
cataclysm  in  Washington  or  Albany,  or 
in  Chicago,  can  seriously  affect  its  future. 
I know  enough  of  the  local  history  of  this 
place  to  realize  that  the  contribution  of 
the  Rochester  Academy  of  Medicine  to 
the  public  good  is  one  that  makes  it 
— and  other  American  medical  academies 
that  have  had  similar  public-spirited 
guidance — well-nigh  impregnable.  As  an 
example,  one  need  only  mention  the  work 
of  one  of  your  most  distinguished  mem- 
bers, Dr.  George  Goler,  a great  pioneer 
in  the  public-health  field,  who  gave  you 
clean  water  and  much  else,  through  his 
work  in  the  municipal  health  department. 
With  the  late  Professor  Charles  Dodge, 
he  was  among  the  first  to  use  diphtheria 
antitoxin  in  this  country  (1894).  No 
community  can  afford  to  forget  these 
things — and  I look  upon  it  as  one  of  the 
primary  duties  of  an  academy  such  as  this 
to  see  to  it  that  the  community  does  not 
forget. 

In  a changing  social  order,  strongly 
swayed  by  new  and  perhaps  more  liberal 
philosophies  of  government  than  we  have 
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known  in  the  past,  a democratic  institu- 
tion such  as  this  has  two  primary  responsi- 
bilities, one  to  its  own  members  and  the 
other  to  the  lay  public  which  it  also 
serves.  To  its  members,  it  must  give 
protection  and  service — protection,  es- 
pecially from  a few  irresponsible  members 
of  an  honored  sister  profession,  who  con- 
cern themselves  more  often  with  breaking 
than  making  the  law  of  the  land;  pro- 
tection also  from  politically  influential 
reformers  who  have  not  practiced  the 
art;  protection,  finally  from  certain 
reactionary  demagogues  within  our  own 
ranks,  who  mistake  fascistic  practice  for 
democratic  principle.  To  its  members,  a 
medical  academy  must  also  give  service, 
especially  intelligence  service,  and  the 
backbone  of  an  academy  is  its  library. 
The  standards  of  any  medical  community 
or  a university  can  be  judged,  and  are 
judged,  by  the  strength  of  its  library  and 
the  quality  of  service  it  renders  both  to  its 
members  and  to  the  lay  public.  I know  too 
little  about  the  happy  circumstances  that 
made  possible  the  magnificent  structure 
that  we  are  now  dedicating,  but  it  surely 
stands  as  a symbol  of  the  high  esteem  in 
which  this  academy  is  held  by  the  citizens 
of  Rochester;  I venture  to  think,  how- 
ever, that  the  intellectual  edifice  that  lies 
within  will  be  even  more  important  to 
the  community  in  future  years  than  the 
attractive  house  that  gives  it  shelter. 
I have  often  wished  that  Oliver  Wendell 
Holmes  had  written  his  “Chambered 
Nautilus”  in  reference  to  a library, 
rather  than  to  the  stately  mansions  with- 
in man’s  soul.  No  matter  what  happens 
in  the  social  order,  if  you  have  built  a lofty 
intellectual  mansion  within  this  place, 
it  will  become  a citadel  to  which  you  can 
repay  with  almost  every  problem.  So  it 
would  seem  that,  having  been  so  fortu- 
nate as  to  acquire  this  spacious  home,  it  be- 
comes incumbent  upon  you  to  strengthen 
your  library  to  a corresponding  degree. 
With  Mrs.  Cooksley’s  wise  assistance, 
this  should  not  prove  difficult,  and  she  no 
doubt  looks  forward  to  the  time  when  the 
new  stack  room  will  be  filled  and  block- 
aded with  unshelved  books,  and  to 


another  ceremony  such  as  this  which  will 
be  held  to  dedicate  the  new  wing — a 
stately  mansion — of  the  library! 

It  was  mentioned  earlier  that  in  a demo- 
cratic state  an  academy  of  medicine  must 
serve,  not  only  its  members,  but  also 
the  lay  public ; this  phase  of  its  responsi- 
bility, however,  is  seldom  discussed. 
The  respect  in  which  any  profession  is 
held  varies  with  the  extent  to  which  it 
has  won  the  confidence  of  its  public. 
It  is  unfortunate,  as  some  of  you  must 
already  well  know,  that  the  American 
medical  profession  has  within  the  past 
year  seriously  lowered  its  prestige  in  the 
eyes  of  the  American  public  at  large. 
This  is  not  the  place  to  analyze  the  rea- 
sons, but  I have  no  hesitation  in  men- 
tioning one  infallible  remedy  that  this 
academy  has  already  discovered,  i.e., 
the  importance  of  educating  the  lay  pub- 
lic of  the  community  in  the  affairs  of 
medicine,  its  aims  and  objectives,  and 
the  standards  of  conduct  and  service 
that  it  wishes  to  maintain.  The  public 
is  also  entitled  to  have  sane  counsel  con- 
cerning other  things,  such  as  health 
examinations,  the  communicable  diseases, 
especially  those  of  venereal  origin,  and 
malignancy;  finally,  with  the  modern 
high-pressure  radio  advertising,  the  pub- 
lic needs  added  protection  from  the  ever- 
growing multiplicity  of  drugs  and  nos- 
trums. These  things  can  and  should  be 
provided  by  a modern  medical  academy, 
and  your  facilities  for  doing  them  are  now 
vastly  increased. 

I said  in  the  beginning  that  scientific 
societies,  and  especially  medical  acade- 
mies, have  developed  independently  of 
the  universities.  As  a sociological  insti- 
tution, you  are,  therefore,  older  than  any 
school  of  medicine;  you  feel  the  public 
pulse — especially  the  dicrotic  notches — 
with  more  sensitive  fingers  than  do  they, 
and  historically  you  have  played  a larger 
part,  certainly  abroad,  than  they  in 
bringing  about  many  reforms  in  medical 
education  and  in  the  public-health  field. 
But  now  your  academic  baby,  after  a 
stormy  adolescence,  is  reaching  its  ma- 
turity and  is  striving  to  live  at  peace  with 


982 


JOHN  F.  FULTON 


[N.  Y.  State  J.  M.  I 


its  parents  and  its  benefactors.  A wise 
father  takes  pride  in  a precocious  off- 
spring, and  a child  of  such  lineage  will 
ever  respect  and  assist  the  parents  who 
gave  it  birth. 

The  Eliot  inaugural  address  was  de- 
livered seventy  years  ago  at  a time  when 
no  university  had  assimilated  its  medical 
faculties.  Another  significant  inaugural 
address,  delivered  in  this  town,18  a little 
over  three  years  ago,  indicates  how  points 
of  view  have  advanced  since  Eliot’s  time; 
science  and  medicine  were  accepted  by 
Mr.  Valentine  with  a gracious  welcome. 
Would  it  be  ungracious  of  me  to  suggest 
that  it  is  no  accident  that  the  universities 
of  the  world  have  flourished  in  a manner 
unknown  in  previous  centuries  since  they 
accepted  medicine  and  science  within 
their  walls?  However  this  may  be,  we 
are  still  very  new  and  sometimes  a little 
uncomfortable  in  these  studious  sur- 
roundings, and  no  university — except 
possibly  Rochester — seems  to  know  quite 
what  to  do  with  us.  Even  Charles  Eliot 
complained  of  his  obstreperous  colleagues 
in  the  Harvard  Medical  School.  The 
reason  is  not  far  to  seek — for  the  status  of 
a medical  faculty  in  a university  has 
never  been  determined  in  our  new  social 
order,  and  each  new  university  president, 
if  he  is  wise,  tries  a new  experiment. 
Parts  of  some  faculties  have  been  put  on 
so-called  “full  time”;  the  physicians 
seem  to  take  this  better  than  the  surgeons. 
But  I think  the  real  difficulty  lies  in  the 
fact  that  no  university  has  ever  ventured 
to  define  the  precise  relation  of  a univer- 
sity medical  school  to  the  community  it 
serves.  My  conviction  is  that,  while  they 
travel  along  somewhat  different  ways, 
the  responsibilities  of  a university  medi- 
cal school  are  precisely  the  same  as  those 
of  a medical  academy.  Their  aims  and 
aspirations  are  the  same:  to  advance  the 
art  and  science  of  medicine,  to  educate  the 
public  as  well  as  the  profession,  and 
finally  between  them  to  provide  ade- 
quate medical  care  for  the  community. 
In  the  highly  uncertain  state  of  institu- 
tions of  higher  learning  in  this  country, 
the  future  of  our  profession  lies  in  the 


democratic  academies  of  medical  service 
whose  building  we  dedicate  tonight. 
They  will  be  supported  in  accordance 
with  the  service  they  render,  and,  as 
such,  they  are  a primary,  permanent 
bulwark  of  modern  medicine. 


I would  like  before  leaving  to  make  a 
small  contribution  to  your  library  in  the 
form  of  an  early  volume  from  the  first 
medical  journal— the  Miscellanea  curiosa 
of  which  I have  already  spoken.  I hand 
it  to  you,  sir,  as  a sincere  token  of  my 
appreciation  and  esteem. 
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TUBERCULOSIS  OF  TENDONS,  TENDON  SHEATHS, 
AND  BURSAS  ABOUT  THE  HAND 

Frank  N.  Potts,  M.D.,  Buffalo,  New  York 


Tuberculosis  involving  the  tendons, 
tendon  sheaths,  and  bursas  proximal  to 
the  wrist  is  not  commonly  seen,  as  it  is  not 
a common  complication  of  bone  and  joint 
tuberculosis.  There  is  little  in  medical 
literature  referable  to  this  condition,  and 
statistics  are  not  available  as  to  the  fre- 
quency of  this  lesion  as  compared  with 
other  types  of  tuberculosis.  Like  other 
tuberculous  lesions,  it  is  probable  that 
early  recognition  and  properly  directed 
treatment  will  lessen  the  pathologic  proc- 
ess and  increase  the  degree  of  functional 
recovery. 

Definite  knowledge  of  this  lesion  is 
dated  from  that  time  when  histologic 
and  bacteriologic  studies  were  possible. 
Prior  to  that,  observers  were  restricted 
to  such  observations  as  they  could  make 
and  such  clinical  studies  as  were  avail- 
able. There  was  a constant  question  in 
the  early  writers’  minds  as  to  whether 
they  were  dealing  with  a sarcoma,  a 
simple  cyst,  or  a hygroma.  Tuberculo- 
sis of  the  muscles  and  tendon  was  de- 
scribed in  1863  by  Latour  and  Depres, 
but  demonstration  showing  the  giant  cells 
were  probably  first  made  by  Hoeftman 
in  about  1875.  There  was  considerable 
controversy  relative  to  this  being  a pri- 
mary secondary  lesion. 

Kanavel  in  1923  reported  14  cases. 
A recent  survey  in  a large  sanatorium  for 
tuberculosis  makes  no  mention  of  tuber- 
culosis of  the  tendon  or  tendon  sheaths, 
and  it  is  not  possible  to  determine  from 
the  statistics  presented  whether  or  not 
some  of  the  cases  of  tuberculosis  of  the 
carpal  bones  might  not  have  been  pre- 
ceded by  infection  of  the  tendons  and 
sheaths.  I have  recognized  only  3 cases. 

The  diagnosis  was  proved  by  section. 
The  lesion  can  occur  at  any  age  and  the 
reported  cases  are  mostly  in  young  adults, 


although  those  under  my  observation 
were  over  50  years  of  age.  The  consensus 
of  opinion  is  that  the  lesion  is  a secondary 
one.  One  of  my  patients  had  recently 
been  discharged  from  a sanatorium  as 
an  arrested  pulmonary  case.  Another 
showed  no  evidence  of  any  other  involve- 
ment. There  are  several  cases  reported 
that  show  no  evidence  of  any  other  lesion. 
The  disease  is  usually  unilateral  with  a 
strong  preponderance  in  the  right  hand, 
the  palmar  surface  being  most  frequently 
involved.  Gillies  has  recently  reported 
a case  involving  both  hands.  It  is  of 
extreme  importance  to  determine  the  re- 
lation of  injury  as  an  etiologic  factor. 
Opinions  differ,  some  holding  that  trauma 
is  a dominant  factor,  others  that  such  is 
improbable.  It  is  not  unlikely  that 
trauma  plays  a part.  One  can  believe 
that  tissues  of  the  hand  can  become 
traumatized  and,  because  the  vitality  is 
impaired,  readily  have  tuberculosis  super- 
imposed. Likewise,  it  is  possible  that 
the  infection  can  enter  through  the  skin, 
and  a previous  infection,  nontuberculous 
in  nature,  may  be  a predisposing  factor. 
My  first  patient  worked  in  a fertilizer 
works.  It  was  his  duty  to  shovel  the 
dead  carcasses  and  parts,  sort  same,  and 
weigh  them.  Much  of  this  material  was 
tuberculous.  The  little  finger  of  the 
left  hand  had  a bone  scratch,  became  in- 
fected, drained  for  some  time,  then 
healed  over.  The  finger  remained  thick 
and  somewhat  restricted  in  both  flexion 
and  extension,  although  there  was  no 
joint  lesion.  Six  months  later  there 
was  a swelling  on  the  ulnar  side  of  the 
wrist,  on  the  palmar  surface.  Biopsy 
showed  this  to  be  tuberculosis.  My  sec- 
ond patient  had  had  a crushing  injury 
to  the  second  finger  at  the  proximal 
phalanx,  left  hand  and  this  became  swol- 
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len  and  sensitive  three  days  later.  Both 
conditions  persisted.  Twelve  weeks  later 
there  was  a swelling  on  the  palmar  sur- 
face of  the  forearm  just  above  the  an- 
nular ligament.  Biopsy  proved  this  to 
be  tuberculosis.  My  last  case  does  not 
give  a satisfactory  history  of  injury, 
but  has  a definite  active  lung  lesion. 
It  is  of  great  importance  to  industry  to 
determine  the  relation  of  injury  to  this 
disease. 

Pathology 

The  pathologic  findings  vary  greatly, 
due  most  likely  to  the  duration  of  the 
disease.  The  earliest  lesions  are  chiefly 
those  of  an  irritation  to  the  synovial 
tissue,  but  specific  in  nature — a simple 
synovitis.  The  tubercle  bacillus  may  be 
found  in  this  stage  with  the  fluid  slightly 
turbid,  or  it  may  contain  small  flakes 
of  necrotic  tissue.  The  synovia  of  the 
sheath  or  bursa  may  be  thick  or  thin. 
It  may  be  smooth  and  glistening,  or  may 
be  thick,  congested,  and  studded  with 
small  reddened  elevations,  granular  in 
texture.  The  sheath  may  be  spotted 
with  tubercles.  Apparently  the  disease 
does  not  necessarily  spread  by  prolifera-* 
tion  alone.  The  sheath  may  be  adher- 
ent to  the  tendon  in  places,  varying  in 
extent  from  a few  cm.  to  8 or  10  cm. 
The  tendon  becomes  altered,  no  longer 
retaining  its  glistening  white  appearance, 
but  now  having  a yellowish  tinge  and  a 
dull  surface.  The  disease  may  have 
progressed  to  a villous  stage  where  the 
sheath  has  become  quite  thick,  gray,  or 
even  a dark  red  color.  At  this  time  the 
sheath  is  quite  adherent  to  the  tendon,  and 
may  with  difficulty  be  separated  from  it. 

From  this  stage  on,  the  necrosis  takes 
place.  The  tendon  may  become  frayed 
and  even  necrosed  to  the  extent  of  los- 
ing its  continuity,  and  the  bursa  pre- 
sents very  much  the  same  appearance. 
There  is  considerable  distention  with 
fluid  or  with  funguslike  material.  In  the 
earlier  stages  the  wall  is  thickened, 
the  fluid  is  thin  and  slightly  turbid,  and  the 
tendons  are  clearly  defined  and  freely 
movable.  On  the  escape  of  the  fluid,  the 
wrist  appears  normal.  Later,  the  ten- 
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dons  may  be  so  matted  together  as  to 
make  their  identity  difficult.  The  en- 
tire bursal  space  may  be  filled  with  a 
red,  thick,  granular  mass  that  extends 
down  into  the  hand  and  along  the  ten- 
don sheaths  into  the  fingers.  The  pres- 
ence of  rice  bodies  is  variable.  They 
are  described  as  appearing  in  the  later 
stages  of  the  disease.  Mumford  believes 
that  they  are  built  around  giant  cells 
that  are  extruded  from  the  deeper  layers 
of  synovial  sac.  Rogers  describes  find- 
ing the  tubercle  bacillus  in  the  homeoge- 
nous  masses  constituting  the  rice  bodies, 
which,  when  found,  are  usually  in  large 
numbers.  Their  appearance  would  sug- 
gest that  they  are  all  of  practically  the 
same  age.  Blodgett  believes  they  always 
mean  tuberculosis.  Tubby  believes  them 
pathognomonic  of  tuberculosis.  They 
are  not  always  present,  however,  no 
matter  how  far  the  disease  has  progressed. 
They  may  not  be  observed  on  opening 
the  bursa  above  the  wrist,  but  may  be 
expressed  into  this  space  from  the  palmar 
bursa.  It  is  not  believed  that  they  are 
present  in  the  tendon  sheaths,  but  rather 
only  in  the  bursal  sacs. 

The  disease  may  progress  to  the  stage 
of  caseation.  At  this  time  the  contents 
of  the  bursa  and  sheath  have  changed 
to  the  stage  where  the  familiar  casea- 
tion of  tuberculosis  is  present.  The 
tendons  may  be  undergoing  this  advanced 
change  of  necrosis  and  fragmentation 
and  yet  be  able  to  perform,  to  a degree, 
their  normal  function.  The  thick,  red, 
funguslike  mass  surrounding  the  tendons 
has  undergone  caseous  degeneration  and 
there  is  some  cloudy  fluid  and  shreds  of 
tendon.  This  tuberculous  abscess  may 
then  rupture  and  numerous  sinuses  ap- 
pear, which  may  become  secondarily 
infected.  Observers  have  noted  the  pres- 
ence of  marked  scar  tissue  evidencing 
attempt  at  repair.  This  scar  would  in- 
volve several  of  the  tendons,  making  a 
firm  mass.  Lisfranc  and  Chassaignac 
thought  this  represented  sarcoma,  but 
it  was  later  shown  that  it  was  tuber- 
culosis. 

When  one  considers  the  relation  of  the 
tendons  to  the  bursas  and  their  close  rela- 
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tion  to  the  many  small  joints,  it  would 
seem  improbable  that  tuberculosis  could 
involve  one  type  of  tissue  and  not  eventu- 
ally involve  the  others.  Zahnert  states 
that  there  is  no  authenticated  case  of 
tuberculosis  of  a tendon  wherein  the 
muscle  is  not  involved.  No  other  writer 
has  expressed  a similar  opinion.  The 
disease  does  extend  to  the  joints,  and 
may  involve  the  skin.  Zahnert  states 
that  it  is  rare  for  the  tendon  to  become 
involved  in  a case  of  joint  tuberculosis. 

The  symptoms  are  those  of  a slowly 
progressive  swelling,  which  may  arise 
in  the  involved  finger,  but  is  more  com- 
monly noted  in  the  palm  or  in  the  wrist. 
There  is  some  impairment  of  use  and  a 
sense  of  stiffness;  there  is  some  degree  of 
pain,  which  is  more  probably  dependent 
upon  the  degree  of  swelling  and  stiffness 
than  the  fact  that  the  tendon  sheaths 
are  undergoing  change.  Pressure  over 
the  swelling  produces  tenderness.  The 
proximity  of  the  median  nerve  in  the  in- 
volved area  gives  rise  to  symptoms, 
which  vary  from  tingling  in  the  index, 
middle,  and  ring  fingers,  to  numbness. 
At  times  the  discomfort  is  that  of  a burn- 
ing sensation  to  a marked  degree.  There 
is  not  as  a rule  a great  deal  of  pain,  but 
rather  a continuous  ache.  This  can  be 
differentiated  from  the  discomfort  that 
arises  from  the  motion  of  the  roughened 
tendons  in  the  thickened  sheaths.  Crepi- 
tation, very  coarse,  may  be  detected  in 
the  bursas  above  the  wrist.  The  swelling 
at  first  is  not  tense,  and  pressure  on  it 
may  force  the  contents  either  into  the 
palm  or  from  the  palm  to  the  space 
above  the  wrist.  This  is  likewise  noted 
when  rice  bodies  are  present.  Constitu- 
tional signs  and  symptoms  are  lacking 
unless  the  primary  focus  is  active. 
The  patient  may  appear  unusually  robust 
and  be  in  what  he  considers  excellent 
health;  he  is  inconvenienced  rather  than 
incapacitated.  He  may  have  been  work- 
ing a good  many  months  with  very  little 
discomfort. 

A case  is  reported  where  the  patient 
discredited  the  diagnosis  and  continued 
at  his  work,  apparently  with  no  ill 
effects. 


Diagnosis 

A differential  diagnosis  considers 
chronic  teniosynovitis,  not  tuberculous, 
inflammatory  masses,  syphilis,  and  tumor. 
Chronic  teniosynovitis  would  have  a his- 
tory of  a period  of  onset  and  acute  symp- 
toms with  crepitation  very  early,  pain,  and 
inability  to  use  the  part,  then  the  gradual 
subsiding  of  these  symptoms  with  the  en- 
largement residual . Inflammatory  masses 
should  give  a history  of  infection  and  swell- 
ing with  temperature  and  redness  and 
constitutional  symptoms.  Syphilis  and 
tumor  must  be  considered,  and  a negative 
Wassermann  reaction  would  be  helpful  in 
the  former.  A patient  with  swelling  in  a 
finger  or  in  the  wrist,  with  or  without 
history  of  injury  or  infection,  with  prob- 
able tuberculosis  of  the  lungs  or  having 
had  tuberculosis  of  the  lungs  with  evi- 
dence of  its  being  arrested,  with  nega- 
tive x-ray  and  negative  Wassermann, 
and  without  constitutional  symptoms, 
should  arouse  one’s  suspicions.  A defi- 
nite diagnosis  can  only  be  made  through 
biopsy  and  animal  inoculation.  A histo- 
logic study  of  the  removed  tissue  shows 
the  presence  of  marked  endothelial  pro- 
liferation with  many  tubercles  in  the 
connective  tissue  surrounded  by  caseous 
degeneration.  Around  these  areas  of 
necrosis  is  marked  lymphocytic  and 
endothelial  infiltration.  Properly  stained 
specimens  may  show  the  tubercle  bacillus. 

Prognosis 

If  we  accept  the  principle  that  this  is  a 
secondary  lesion,  the  prognosis  is  fairly 
good.  However,  the  extension  to  the 
surrounding  tissues,  especially  to  the 
bone,  constitutes  a very  serious  com- 
plication— serious  from  the  viewpoint 
of  function  rather  than  mortality.  The 
very  nature  of  the  tissues  involved 
renders  complete  eradication  extremely 
difficult.  Unless  all  the  diseased  tissue 
can  be  removed,  the  possibility  of  cure  is 
remote.  Cases  are  recorded  in  which 
presumably  all  infected  tissue  was  re- 
moved, a long  period  of  arrest  enjoyed, 
but  where  later  the  infection  again  became 
evident.  The  ability  of  the  patient  to 
handle  the  primary  focus  would  be  a 
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larger  factor  in  the  progress  of  the  second- 
ary lesion.  Complete  extirpation  of  the 
infected  tissues  offers  the  best  prognosis. 
If  the  process  is  limited  to  one  tendon 
sheath,  or  to  the  bursa,  it  is  possible  to 
accomplish  this,  although  it  becomes  less 
probable  as  the  involved  areas  increase 
in  number  and  extent.  When  the  prob- 
lem is  limited  to  the  elongated  sac,  com- 
prised of  the  palmar  bursa,  it  is  most 
hopeful.  The  prognosis  is  distinctly  bet- 
ter in  younger  patients,  and  is  probably 
better  in  this  type  of  tuberculosis  than 
in  most  others,  because  the  possibility 
of  complete  eradication  does  exist  as  the 
parts  are  accessible. 

Treatment 

Much  can  be  done  for  tuberculosis  of 
the  tendon  sheaths  and  bursa.  It  re- 
sponds both  to  conservative  methods 
and  to  radical  surgical  therapy.  A case 
uncomplicated  by  an  open  lesion  can  be 
properly  splinted,  the  hand  and  fingers 
kept  at  rest  for  a long  period,  and  good 
results  obtained.  This  procedure  has 
been  carried  out  for  many  years  with 
satisfaction.  The  swelling  subsides,  the 
symptoms  disappear,  and  the  function 
to  a large  extent  is  recovered.  It  is  a 
long,  trying  procedure.  The  tendons 
become  involved  in  scar  tissue  and  there 
is  lost  motion  at  the  wrist  and  in  the 
fingers,  which  necessitates  many  months’ 
treatment  to  overcome.  Careful  atten- 
tion to  a primary  lesion  is  necessary. 
Even  under  the  most  careful  hygiene  the 
lesion  may  progress.  We  are  still  dealing 
with  tuberculosis  and  there  never  has 
been  a substitute  for  physiologic  rest. 
Efforts  at  surgical  intervention  have  their 
place.  Aspiration  of  the  fluid  and  the 
injection  of  iodoform  emulsion  is  men- 
tioned in  an  article  written  in  1928. 
In  those  cases  that  are  limited  in  their 
extent  and  are  approachable,  complete 
extirpation  combined  with  splinting  and 
x-ray  therapy  offer  the  best  possible 
results. 

If  a primary  focus  is  determined  and 
it  is  active,  the  case  is  a sanatorium  type. 
Prolonged  rest,  fresh  air  and  heliother- 
apy, and  x-ray  therapy  for  the  infected 


hand  is  the  indicated  program.  A cockup 
splint  should  be  applied  and  the  fingers 
immobilized  until  the  swelling  disap- 
pears, and  then  the  function  will  be  gradu- 
ally restored.  X-ray  treatments  are  con- 
tinued by  exposure  every  two  weeks 
Under  favorable  conditions,  marked  im- 
provement will  be  seen  in  from  four  to 
six  months.  The  pain  is  lessened,  the 
swelling  subsides,  and  the  use  of  the 
hand  does  not  aggravate  the  infection. 
This  patient  may  be  cured  or  may  be  an 
arrested  case  for  several  years.  With  the 
use  of  x-ray  treatment,  which  I believe 
should  be  continued  for  at  least  a year, 
he  is  able  to  return  to  work. 

In  the  light  of  our  present  knowledge 
preference  must  be  given  to  the  surgical 
extirpation  of  the  tuberculous  tissue. 
The  disease  is  more  quickly  eradicated, 
function  more  quickly  restored,  and  the 
possibilities  of  extension  lessened.  In 
the  absence  of  sinuses  and  secondary  in- 
fection it  is  a safe  surgical  procedure. 
Consideration  in  electing  the  case  must 
be  given  to  other  tuberculous  lesions. 
I should  consider  the  following  points  in 
elective  operative  treatment:  that  it 

be  a proved  case  of  tuberculosis,  that 
there  be  no  demonstrable  active  lesions 
other  than  the  one  to  be  operated,  that 
there  be  no  secondary  infection  in  the 
hand,  and  that  there  be  no  more  than 
one  and  preferably  no  involvement  in 
the  tendons  of  the  fingers.  Under  these 
circumstances  a general  anesthetic  is 
given  and  a dry  field  obtained  by  use  of 
either  an  Esmarch,  or  better,  the  cuff  of  a 
blood-pressure  apparatus  with  pressure 
about  25  mg.  above  the  individual’s  nor- 
mal pressure.  This  can  be  released  from 
time  to  time  to  lessen  the  pressure  on  the 
musculospiral  nerve.  The  operation  may 
be  rather  long,  depending  upon  the 
amount  of  dissection  necessary.  As  a 
rule,  both  radial  and  ulnar  bursas  are 
involved.  The  incision  is  on  the  palmar 
surface  in  the  middle  of  the  wrist  and 
forearm  and  extends  above  and  below  the 
annular  ligament.  Great  care  is  taken 
to  avoid  the  nerves.  The  tendons  are 
freed  from  the  tuberculous  tissue.  Dis- 
section is  carried  down  to  the  surface  of 
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the  pronator  muscle,  and  as  far  as  pos- 
sible the  tuberculous  tissue  is  removed  in  a 
mass.  The  wound  is  then  closed  and  the 
hand  splinted  for  several  days.  If  there 
is  no  lesion  complicating  the  parts  opera- 
ted, such  as  in  the  carpal  bones,  it  is 
well  to  start  function  as  soon  as  the  wound 
has  healed.  X-ray  treatment  should  be 
given  twenty-four  hours  before  and  with- 
in a week  after  the  operation.  The  x-ray 
has  been  given  every  two  weeks,  an  ex- 
posure of  five  minutes  using  5 ma.,  3 mm. 
of  aluminum,  9V2  inch  sphere,  gap  spark, 
twelve-inch  distance. 

Case  Reports 

Case  1. — W.  G.,  male,  55  years  old,  General 
Hospital,  No.  200,335,  examined  October  29, 
1929.  He  had  been  at  present  place  of  em- 
ployment fifteen  years.  P.M.H.  was  unessential 
and  negative  for  any  sustained  illness  or  acute  in- 
fectious diseases.  Numerous  injuries  in  the 
nature  of  scratches  about  the  hands  and  fore- 
arms were  observed.  He  had  many  slight 
infections,  which  always  healed.  He  was  em- 
ployed in  a fertilizer  plant  handling  bones,  hides, 
and  animal  scrap,  and  shoveling  and  weighing 
same.  His  complaint  was  a painful,  swollen 
right  wrist  of  one  week  standing,  because  of 
which  he  was  unable  to  work. 

In*  May,  1929,  he  sustained  a laceration  and 
subsequent  infection  in  the  right  little  finger. 
The  active  infection  subsided  and  the  swelling 
became  less  noticeable  but  did  not  entirely  dis- 
appear. This  later  became  more  noticeable 
and  the  swelling  involved  the  forearm.  Local 
treatment  resulted  in  improvement.  He  lost 
several  weeks’  work  in  the  summer  in  an  effort  to 
hasten  recovery.  In  October  the  swelling  was 
again  noted,  there  was  pain  in  the  wrist,  and 
some  restriction  to  motion.  On  examination 
there  was  no  other  lesion  determined  than  at  the 
right  hand  and  wrist.  The  fifth  finger  was 
swollen  at  the  proximal  phalanx,  there  was  no 
swelling  in  the  palm,  but  there  was  a definite 
swelling  on  the  flexor  surface  of  the  right  fore- 
arm. Coarse  crepitation  was  felt  and  heard 
in  the  mass,  and  the  mass  and  swollen  finger  were 
sensitive.  No  enlarged  lymphatics  were  felt,  and 
there  was  no  evidence  of  acute  inflammatory 
reaction.  X-ray  examination  of  hand  and  fore- 
arm was  negative  for  bone  or  joint  pathology, 
and  Wassermann  reaction  was  negative.  Im- 
pression: chronic  teniosynovitis,  ganglion,  or 

possibly  tuberculosis.  Biopsy:  fascia  over  an- 

terior surface  of  wrist  greatly  distended;  on 


incision  a deep  red,  funguslike  mass  seen  sur- 
rounding the  tendons  and  extending  under  the 
annular  ligament.  The  tendons  could  not  be 
easily  separated  from  the  mass.  No  unusual 
bleeding  from  the  mass,  and  no  free  fluid  or  pus 
could  be  seen. 

Diagnosis:  tuberculosis.  A section  was  re- 

ported as  showing  many  giant  cells,  many 
tubercles,  lymphocytic  reaction,  and  tuberculous 
granulation  tissue.  A guinea-pig  inoculation 
was  positive,  and  the  histologic  diagnosis  was 
tuberculosis. 

The  wound  healed  quickly  and  has  remained 
so.  The  swelling  never  entirely  subsided,  the 
swelling  in  the  finger  subsiding  to  a large  extent 
but  not  entirely.  The  pain  was  distinctly 
lessened.  The  patient  returned  to  work  June 
1,  and  has  continued  to  date.  The  treatment 
consisted  in  keeping  the  hand  up  on  a cockup 
splint  for  five  months,  during  which  time  he 
received  x-ray  therapy  at  two-week  intervals. 
The  crepitation  in  the  tendons  has  disappeared 
and  swelling  has  not  increased  in  either  the  wrist 
or  finger.  Examination  of  the  chest  shows 
apices,  hazy,  especially  the  left.  Upper  left 
lobe  shows  increased  density,  probably  the  result 
of  pleurisy. 

This  case  had  a definite  infection  in  the 
little  finger.  He  worked  in  animal  scrap, 
some  of  which  was  undoubtedly  tubercu- 
lous. He  appears  to  be  a healthy  man. 
X-ray  of  the  chest  shows  evidence  of  old 
pleurisy.  He  has  a proved  tuberculosis 
of  the  bursa  in  the  wrist.  With  a short 
period  of  rest  and  continuous  x-ray  treat- 
ment he  has  shown  no  advance  of  the 
disease  and  is  clinically  greatly  improved. 

Case  2. — S.  M.,  white,  Polish  male,  aged  53, 
General  Hospital,  No.  210,552,  examined  Decem- 
ber, 1930.  P.M.H.  negative  for  prolonged  ill- 
ness or  other  injuries  except  for  a crushing  in- 
jury to  the  left  second  finger  several  years  pre- 
viously. The  patient  complained  of  pain  in  the 
left  second  finger  and  a swelling  in  the  wrist 
on  the  flexor  surface.  He  stated  that  in  August, 
1930,hehadpinched  his  left  second  finger  between 
a core  and  a core  carrier.  It  hurt  him  at  the  time 
but  not  severely.  He  continued  at  work  but 
about  a week  later  noticed  a swelling  at  the  proxi- 
mal phalanx.  There  was  some  “stiffness”  in  the 
finger.  He  noticed  a painless  swelling  in  the 
wrist  and  the  flexor  surface  on  December  14. 
On  examination  of  the  left  hand,  a definite 
cylindrical  swelling  was  seen  in  the  second  finger 
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at  the  proximal  phalanx.  The  greatest  amount 
of  swelling  was  on  the  flexor  surface.  It  was 
not  acutely  inflammatory ; it  was  sensitive 
only  at  the  flexor  surface.  Motion  in  the  finger 
was  not  painful  unless  the  motion  was  made 
against  resistance.  The  motion  in  the  finger  was 
somewhat  restricted  at  the  interphalangeal 
joint  and  at  the  metacarpal  phalangeal  joint. 
The  swelling  could  not  be  expressed  into  the 
palm.  There  was  a swelling  above  the  wrist 
on  the  flexor  surface  that  was  greater  toward  the 
radial  side  of  the  hand.  This  could  be  pressed 
into  the  palm,  causing  a definite  swelling  here. 
There  was  no  discomfort  arising  from  pressure 
on  the  wrist  bursa.  There  was  some  slight  loss 
of  both  flexion  and  extension  at  the  wrist. 
The  other  fingers  were  not  involved.  The  epi- 
trochlear  node  on  the  left  arm  was  enlarged  but 
not  painful.  The  axillary  nodes  were  not  en- 
larged or  sensitive.  Examination  of  the  chest 
did  not  reveal  any  pathology.  An  x-ray  ex- 
amination of  the  hand  showed  normal  bone  and 
joint  tissue  and  no  evidence  of  disease  of  the 
chest.  A primary  focus  of  tuberculosis  was  not 
discovered.  The  Wassermann  test  was  nega- 
tive. Impression:  tuberculosis  of  the  flexor 
tendon  of  the  left  second  finger  and  of  the  wrist 
bursa.  Biopsy:  a section  of  the  flexor  tendon 
sheath  showed  same  to  be  thick,  not  edematous, 
a pale,  dull  white,  and  not  adherent.  On  ex- 
cising the  wrist  bursa,  the  mass  was  thick,  the 
bursa  was  distended  with  thin,  cloudy  fluid,  and 
numerous  small  flakes  of  necrotic  tissue  or  pus 
were  seen.  The  wall  of  the  sac  was  lusterless 
and  gray  in  color.  The  bursal  wall  was  not 
adherent  to  the  tendons,  although  the  tendons 
were  adherent  to  each  other,  forming  a gray 
matted  mass.  The  incisions  were  then 
closed. 

Diagnosis:  tuberculosis  granulation  tissue. 
In  this  section  there  were  no  giant  cells.  The 
entire  specimen  was  infiltrated  by  many  round 
and  few  plasma  cells.  This  specimen  was  from 
the  bursa.  The  section  from  tendon  sheath 
showed  typical  tuberculosis  with  very  distinct 
epithelioid  and  giant  cell  tubercles.  A guinea- 
pig  inoculation  was  positive  for  tuberculosis. 
The  incisions  remained  healed,  and  the  swelling 
in  the  wrist  has  not  increased  in  size.  It  was  of 
course  much  smaller  after  the  operation  because 
of  the  removal  of  the  fluid.  It  is  not  painful. 
There  has  appeared  along  the  tendon  in  the 
palm  a cylindrical,  nonsensitive  mass  that  I 
believe  is  an  extension  along  the  tendon  sheath. 
The  hand  is  on  a cockup  splint  and  the  patient 
is  receiving  x-ray  therapy  every  two  weeks. 
This  impresses  me  as  a favorable  case  for  opera- 
tion, but  permission  has  not  yet  been  granted. 


Case  3. — J.  S.,  white,  German  male,  aged  50, 
General  Hospital  No.  211,410,  examined  Janu- 
ary 23,  1931.  P.M.H.  disclosed  that  the  patient 
had  been  confined  in  a tuberculosis  sanatorium 
for  two  years  because  of  “pleurisy,”  and  had 
been  discharged  as  an  arrested  case  in  1928. 
He  complained  of  pain  in  right  palm  and  wrist, 
and  stated  that  while  carrying  a quarter  of  beef, 
he  had  turned  same  over  on  a block  and  felt  pain 
in  the  right  wrist.  Two  days  later,  while  hang- 
ing up  a quarter  of  beef,  he  again  felt  the  same 
type  of  pain  in  the  wrist.  He  was  treated  for 
three  weeks  for  rheumatism.  The  hand  was 
then  x-rayed  and  a diagnosis  of  fracture  of  the 
semilunar  was  made.  The  hand  was  then 
splinted  for  three  weeks  and  the  swelling  sub- 
sided to  a marked  degree.  After  being  out  of 
the  splints  for  about  three  weeks,  the  pain  and 
swelling  recurred.  He  had  returned  to  work, 
but  had  great  difficulty  in  continuing.  At  the 
time  of  my  examination  there  was  swelling  in 
the  palm  of  the  right  hand  and  in  the  wrist 
bursa.  On  pressure  over  either  swelling  the 
contents  could  be  forced  into  the  other  space. 
There  was  restriction  to  flexion  and  extension 
at  the  wrist.  There  was  no  involvement  in 
the  fingers.  There  was  a stinging  pain  in  the 
palm  of  the  hand.  The  epitrochlear  nodes  were 
enlarged  but  not  sensitive,  and  the  axillary  nodes 
were  palpable.  The  man  is  thin,  poorly  nourished, 
and  unhealthy  looking.  Examination  of  the 
chest  shows  rales  in  the  upper  right  chest,  but  no 
sputum.  X-ray  of  the  chest  shows  considerable 
increased  density  and  mottling  of  the  upper 
lobes  of  both  lungs,  perhaps  more  on  the  right 
side,  and  evidence  of  a small  cavity  on  a level 
with  the  third  right  rib  in  front. 

Diagnosis : tuberculosis.  X-ray  of  wrist  shows 
area  of  rarefaction  between  the  cuneiform  and  os 
magnum.  What  was  mistaken  for  a fracture  of  a 
semilunar  is  an  arthritis  spur.  The  original  x-rays 
showed  the  same  process,  except  that  later  films 
show  extension  of  same,  and  a more  definite  rare- 
faction. Biopsy : an  incision  was  made  over  the 
distended  bursa  in  the  right  wrist.  Considerable 
turbid  fluid  was  removed  but  no  pus  or  evidence 
of  necrosis  was  seen.  The  wall  of  the  sac  was 
thick  and  numerous  fibrous  strands  were  seen 
extending  down  into  the  cavity  and  attached  to 
the  tendons.  The  tendons  were  surrounded  by 
a dark  gray,  thick  fibrous  tissue.  This  was 
easily  separated  from  the  tendons  and  did  not 
bleed.  Pressure*on  the  bursa  in  the  palm  forced 
fluid  into  the  opening  in  the  wrist.  Some  of 
this  fluid  was  sent  to  the  laboratory,  and  a 
portion  of  the  bursal  wall  was  removed  for 
section.  Diagnosis:  tuberculosis.  Laboratory 

report:  many  cells  were  seen.  Diagnosis: 
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typical  tuberculosis.  A guinea-pig  inoculation 
was  positive  for  tuberculosis.  This  patient  has 
tuberculosis  with  cavity  in  the  lungs,  tubercu- 
losis of  the  carpal  bones,  and  of  the  wrist  and 
palmar  bursas.  I classify  him  as  a very  poor 
surgical  risk.  He  should  be  in  a sanatorium. 
While  receiving  treatment  for  tuberculosis,  he 
should  have  his  hand  splinted  and  have  x-ray 
treatment  given  it. 

Conclusions 

Tuberculosis  of  the  tendons,  tendon 
sheaths,  and  bursas  is  not  frequently  seen. 
It  is  probably  a secondary  lesion.  Diag- 
nosis can  and  should  be  proved  by  biopsy. 
It  responds  to  treatment,  a very  impor- 
tant part  of  which  is  the  extirpation  of  the 
lesion  whenever  this  is  possible.  X- 


ray  treatment  is  a beneficial  therapeutic 
adjunct  and  should  be  continued  for  a 
very  long  time.  Undoubted  cases  of 
cure  are  recorded.  It  is  interesting  to 
note  in  reviewing  the  available  literature 
that  no  mention  is  made  of  tuberculosis 
involving  the  tendons  of  the  lower  ex- 
tremity, although  mention  is  made  of 
involvement  of  the  bursa  around  the  great 
trochanter. 
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WHY  THEY  DON’T  HEAR 

Only  about  half  of  the  adult  population  of  the 
nation  claims  to  have  normal  hearing,  according 
to  random  samplings  made  in  connection  with 
United  States  Public  Health  Service  surveys. 

Findings  also  revealed  that  only  56  per  cent 
of  these  people  who  think  they  hear  perfectly 
passed  audiometer  tests  for  normal  hearing. 
Many  failed  to  hear  the  very  high  and  the  very 
low  tones. 

It  was  demonstrated  through  tests  with  bone 
conduction  vibrators  placed  on  the  mastoid 
bones  that  these  losses  for  high  tones  are  due  to 
primary  degeneration  of  the  acoustic  nerve. 
This  degeneration  results  from  infectious  proc- 
esses associated  with  certain  systemic  diseases — 
such  as  scarlet  fever,  meningitis,  diphtheria,  in- 


fluenza, and  the  like — as  well  as  from  local  in- 
fections of  the  middle  ear  (otitis  media).  The 
common  head  cold  is  a frequent  cause  of  these 
middle-ear  infections. 

The  study  of  hearing  loss  among  persons  hav- 
ing noticeable  impairments  of  hearing  for  speech 
reveals  many  new  facts.  Loss  of  hearing  due  to 
congestion  and  lesions  of  tissue  in  the  middle  ear, 
without  accompanying  injury  to  the  acoustic 
nerve,  is  found  to  be  characteristic  of  deafness 
among  children  of  public-school  age.  Practically 
all  deafness  among  persons  over  25  years  of  age 
involves  some  degree  of  nerve  degeneration. 
This  degeneration  is  more  localized  among  males 
and  rather  widely  distributed  throughout  the  ear 
among  females. 


SAVING  LITTLE  EYES 

As  a result  of  increased  educational  activities 
in  recent  years,  rapid  strides  have  been  made  to- 
ward the  conservation  of  eyesight,  particularly 
among  children,  according  to  the  annual  report 
of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc. 

Blindness  due  to  one  ailment  alone  has  been 
reduced  by  75  per  cent  during  the  last  thirty 


years  during  which  the  society  has  functioned, 
the  report  points  out.  This  is  ophthalmis 
neonatorum,  which  frequently  causes  blindness 
at  birth.  The  society’s  report  emphasizes  that 
the  75  per  cent  reduction  in  the  victims  of  this 
malady  was  accomplished  “because  an  organized 
program  was  carried  on  to  save  sight  for  tomor- 
row.” 


THE  NATIONAL  HEALTH  PROGRAM 

Haven  Emerson,  M.D.,  New  York  City 


IT  is  a proper  and  obligatory  function 
of  government  to  undertake  the  col- 
lection of  facts  that  may  disclose  the  state 
of  the  public  health,  to  interpret  these 
facts  in  a way  to  develop  an  understand- 
ing by  the  public  of  the  need  of  improve- 
ment in  conditions  that  may  be  affected 
by  governmental  services,  and  to  pro- 
pose plans  for  public  consideration  and 
present  projects  of  law  and  appropria- 
tion to  put  such  plans  into  effect. 

Such  functions  are  defined  in  the  basic 
public-health  laws  of  most  states  and  of 
large  cities  that  operate  under  charters 
that  authorize  their  independent  enact- 
ment of  local  sanitary  codes. 

That  the  federal  government  should 
have  assumed  such  a function  is  not  un- 
reasonable, but  inasmuch  as  the  consti- 
tution reserves  to  the  sovereign  states  the 
exercise  of  the  police  power  within  which 
is  included  the  function  of  public  health, 
our  reasonable  curiosity  is  aroused  when 
the  national  government  assumes  re- 
sponsibility for  activities  for  which  state 
and  local  governments  are  charged  with 
the  primary  responsibility. 

Why  this  national  survey  of  chronic 
and  other  disabling  sickness,  generally 
called  a National  Health  Survey?  In 
what  aspects  of  preventive  medicine  have 
we  fallen  so  into  arrears  that  we  must 
be  piloried  before  our  neighbors  and 
by  presidential  declaration  as  having 
“grossly  inadequate  public-health  serv- 
ices?” Where  has  there  been  more,  or 
more  recent,  progress  in  life  saving  ? 
Where  is  the  care  of  the  sick  more  gen- 
erously, more  skillfully,  more  humanely 
provided,  for  such  a continental  popula- 
tion ? Where  is  the  evidence  that  a third 
of  our  people  are  in  sickness  without  medi- 
cal care  which  they  need,  know  they  need, 
and  want  but  cannot  get? 

Before  we  accept  the  evidence  that  has 


been  offered  that  a serious  national 
dereliction  exists  and  demands  sudden, 
extreme,  and  very  costly  remedies,  and 
before  we  acknowledge  the  reasonable- 
ness of  the  deductions  presented  to  the 
conference  of  last  July  or  accede  to 
the  plans  urged  upon  Congress  by  the 
federal  promoters  of  greater  projects  of 
expenditure,  let  us  review  the  record. 

By  executive  order  #7481,  four  assist- 
ant secretaries  and  one  member  of  the 
Social  Security  Board  were  on  October 
27,  1936,  directed  by  President  Roose- 
velt “to  continue  to  sponsor  cooperation 
among  the  health  and  welfare  agencies 
of  the  federal  government,  to  continue  the 
work  under  agreements  then  in  effect,  and 
to  study  and  make  recommendations 
concerning  specific  aspects  of  the  health 
and  welfare  activities  of  the  government, 
looking  toward  a more  nearly  complete 
coordination  of  the  government  in  these 
fields.” 

This  interdepartmental  committee  was 
in  the  same  order  directed  to  continue  to 
function  through  the  special  technical 
committees  it  had  already  set  up  and 
others  it  might  find  necessary  in  order  to 
deal  with  new  problems. 

The  public  has  before  it  three  docu- 
ments that  have  resulted  from  the  in- 
terests of  the  Interdepartmental  Com- 
mittee to  Coordinate  Health  and  Wel- 
fare Activities,  under  the  following  titles : 

The  National  Health  Survey 

The  Report  of  the  Technical  Com- 
mittee on  Medical  Care 

The  National  Health  Conference 

It  is  to  be  expected  that  the  next 
document  will  be  a draft  of  a project  of 
law  introduced  February  27  by  Senator 
Wagner  to  make  effective  the  proposals 
presented  last  July  18  to  20.  (The  Wag- 
ner National  Health  bill,  Senate  1620.) 


Read,  before  the  Medical  Society  of  the  County  of  New  York,  February  27 , 1939 
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Now  before  we  accept  as  final,  or  even 
desirable,  the  very  considerable  revolu- 
tion in  social  and  professional  endeavor 
for  health  which  the  provisional  proposals 
of  the  technical  and  interdepartmental 
committees  offer  us  as  the  price  of  su- 
perior health,  we  may  think  it  wise  and 
fair  to  look  about  us  and  learn  from  con- 
temporary civil  records  what  is  the  health 
status  of  the  nation. 

Never  before  in  man’s  history  has  any 
people  of  such  mingled  races  under  one 
government,  in  such  large  numbers,  so 
varied  in  economic  and  social  qualities 
and  opportunities,  shared  so  generously 
in  the  application  of  the  sciences  of  pre- 
ventive medicine  as  have  the  130,000,000 
people  of  the  United  States  in  the  year 
1938. 

The  gap  between  what  is  known  and 
what  is  done  remains  wide  enough  to 
tempt  an  increasing  army  of  aggression 
to  war  upon  ignorance,  superstition,  in- 
difference, and  selfishness,  man’s  four 
chief  and  constant  enemies  to  his  health. 
As  there  seems  to  be  no  slowing  of  the  pace 
of  new  discoveries,  the  need  of  interpre- 
ters of  these  in  terms  of  everyone’s  life 
(i.e.,  family  physicians),  and  of  adminis- 
trators to  make  our  resources  effective 
(i.e.,  health  officers),  will  continue  to  the 
end  of  the  road,  which  some  believe  will 
be  the  point  at  which  life  will  be  so  safe 
as  to  be  uninteresting,  and  so  long  as  to 
be  unendurable. 

It  is  no  mean  or  accidental  item  of  his- 
tory, this  dropping  of  the  general  death 
rate,  of  the  maternal  mortality,  of  diph- 
theria, typhoid  fever,  tuberculosis,  pneu- 
monia, and  the  enteric  affections  of 
children  to  levels  heretofore  hardly  hoped 
for  or  calculated  in  the  managed  plans  of 
an  increasingly  regimented  society.  We 
are  in  a sense  at  the  top  of  an  accom- 
plishment that  is  but  the  result  of  a century 
of  rational  and  determined  effort  to  put 
knowledge  of  human  biology  to  work 
for  the  people  by  the  joint  interests  of 
organized  society  and  its  representative 
government. 

No  form  of  government  or  society  or 
relation  of  the  medical  profession  to 
both  or  either  has  been  developed  else- 


where with  a richer  result  to  a nation’s 
health. 

Such  a national  good  fortune  in  health 
as  is  now  ours  is  not  an  accidental  hap- 
pening, not  merely  the  lucky  marriage  of 
science  and  society  or  of  medicine  and 
government,  but  the  solid,  competent, 
and  calculated  result  of  several  genera- 
tions of  painstaking  evolution  in  the  use 
of  new  knowledge,  new  institutional  and 
organizational  resources,  new  spirit  and 
ambition  for  well-being  in  the  souls  of 
men. 

It  has  been  a sound  axiom  of  public- 
health  service  that  it  is  best  when  closest 
and  most  responsive  to  the  needs  of  family 
and  neighborhood.  There  are  as  many 
varieties  and  levels  of  health  as  there  are 
of  disease,  and  the  problems  of  health  like 
those  of  sickness  are  chiefly  personal, 
almost  wholly  family,  to  a slight  degree 
local  and  state,  and  to  a minimal  degree 
federal  or  national  in  character. 

The  “National  Health  Program,”  based 
on  inadequate  evidence  and  fallacious 
deductions  from  this  evidence,  is  to  all 
intents  and  purposes  a project  of  federal 
spending  to  hurry  the  distribution  of 
wealth  by  making  federal  grants  to  aid 
backward  and  impoverished  states  to  get 
more  nearly  the  amount  and  quality  of 
care,  for  many  years  available  to  wealth- 
ier, advanced,  and  populated  states. 
Instead  of  responding  to  the  terms  of  the 
President’s  executive  order,  the  technical 
committee  and  the  interdepartmental 
board  have  devoted  themselves  to  alarm- 
ing the  country,  exaggerating  inadequa- 
cies, ignoring  excellences,  and  proposing 
remedies  beyond  the  means  of  money  and 
personnel  to  accomplish  unless  with  long 
delay  and  gradual  development. 

They  propose  increase  in  public-health 
work,  expansion  of  hospital  facilities,  care 
of  the  indigent,  indemnity  for  wages  lost 
in  sickness,  compulsory  sickness  insur- 
ance. Faced  with  this  the  American 
Medical  Association,  the  American  Hos- 
pital Association,  the  American  Public 
Health  Association,  and  the  American 
Dental  Association  have  passed  resolu- 
tions expressing  reservations  in  various 
respects,  all  disapproving  of  compulsory 
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sickness  insurance  and  all  approving  ex- 
pansion of  public-health  work. 

What  are  the  states  doing  and  what 
should  they  do  and  specifically  what 
should  the  New  York  State  Medical 
Society  do? 

If  federal  money  is  spent  it  will  be  dis- 
tributed through  state  health  officers, 
whether  for  health  or  medical  care.  The 
state  is  expected  to  formulate  expression 
of  its  own  needs  and  methods  of  meeting 
them.  The  elements  essential  for  such  a 
formulation  appear  to  be  the  state  health 
department,  the  state  medical  society,  and 
state  services  for  the  sick.  These  should 
agree  upon  the  facts  of  the  situation  and 
then  make  a report  to  the  public  on  the 
needs  of  preventive  and  curative  medi- 
cine, and  of  individual  and  administra- 
tive medicine  in  New  York,  and  give  con- 
clusions as  to  specific  remedies:  (a)  in 
public  health;  (b)  care  of  the  indigent 
and  medically  indigent;  (c)  care  of  the 
sick  among  the  low-income  group  by 
voluntary  prepayment;  (d)  extension  of 
hospital  services  to  an  inclusive  service, 
hospital,  outpatient,  nursing,  and  home 
care;  (e)  hospital  construction  and 
equipment  needs. 

Personally,  I believe  more  is  to  be 
expected  from  building  on  the  voluntary 
hospital  service  association  base  of  pre- 
payment plans,  if  medically  controlled, 
than  by  separate  new  governmental 
schemes.  It  is  essential  to  retain  indi- 
vidual personal  practice  of  medicine,  the 
general  public  to  pay  for  much  of  the 
physician’s  services  to  the  poor  out  of 
tax  money.  There  should  be  maximum 
community  responsibility  and  organiza- 
tion, and  a minimum  use  of  state  and 
federal  grants-in-aid. 

The  Detroit  and  Michigan  plans  seem 
good  to  me,  and  there  are  others  in 
process  of  development  which  will  prove 
sound  and  useful. 

Analysis  and  results  and  economics  in 
medical  services  depend  upon  retention 
of  personal  and  collective  professional 
responsibility  and  initiative,  and  com- 
plete community  understanding  and  par- 
ticipation. The  federal  government 
should  put  its  own  clumsy  incoordinated 


services  in  order,  and  limit  its  activities 
to  grants-in-aid  of  impoverished  back- 
ward states.  There  should  be  an  end  of 
exploitation  of  the  residual  unserved 
needs  of  the  poor  for  political  purposes, 
and  a generous  recognition  by  govern- 
ment— federal,  state,  and  local — that  offi- 
cial services  for  sickness  and  for  its  pre- 
vention have  in  the  past  always  followed 
the  initiative  and  humanitarian  contri- 
butions of  the  medical  profession.  There 
seems  to  be  no  reason  to  believe  that 
there  is  any  particular  wisdom  or  ex- 
perience at  the  command  of  the  federal 
government  which  does  not  have  its 
origin  in  local  and  state  medical  and 
public-health  practice  and  personnel. 

If  we  can  hold  the  gains  of  the  past 
generation  while  the  federal  government 
experiments  with  its  own  structure  and 
functions  at  the  expense  of  the  tax- 
payers and  the  stability  of  local  govern- 
ment, we  shall  be  able  to  continue  for 
the  future  that  development  of  official 
and  voluntary  preventive  medicine  that 
has  been  the  particular  glory  of  social 
progress  of  the  past  half-century,  based 
upon  the  application  of  the  increasing 
knowledge  of  human  biology  for  social 
ends. 

The  federal  government  has  the  doubt- 
ful privilege  of  taking  vast  sums  from  the 
pockets  of  people  in  every  state,  using 
what  it  finds  expedient  for  its  own  pay- 
roll purposes,  and  then  returning  such 
parts  of  the  balance  as  it  sees  fit  to  the 
respective  states,  which  sums  of  money 
they  could  and  would  use  better  and  at 
less  cost  if  left  to  raise  and  spend  their 
own  tax  resources  for  health  and  sick- 
ness care  according  to  their  own  respec- 
tive needs,  judgment,  and  methods. 

Evidence  of  neglect  in  using  medical 
services  for  the  sick  and  to  protect  the 
people’s  health,  as  published  by  the 
federal  government,  appears  to  me  to  be 
unconvincing  and  unsupported  by  ade- 
quate facts. 

The  assumed  conclusion  that  any 
substantial  portion  of  those  claimed  to  be 
at  present  unable  to  command  medical 
services  for  sickness  and  health,  would  by 
the  proposed  large  expenditures  be  less 
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often  sick,  or  sick  for  shorter  periods,  or 
would  have  any  significant  improvement 
in  their  life  expectancy  or  freedom  from 
preventable  disease,  is  illusory  and  un- 
warranted. 

The  ever  sheeplike  and  gullible  lay 
public  that  still  believes  in  medical  and 
social  panaceas  has  by  numerous  devices 
of  plausible  publicity  been  persuaded 
that  there  can  be  put  at  their  disposal 
greatly  increased  medical  benefits  if  only 
they  demand  them.  There  is  neither 


spontaneous  nor  well-informed  demand, 
nor  likelihood  that  any  great  increase  in 
useful  application  of  medical  services  as 
proposed  in  the  federal  spending  project 
will  result  from  carrying  out  the  so-called 
“National  Health  Program,”  which  could 
not  be  better  assured  by  using  facilities 
and  methods  that  we  are  experienced  in, 
and  at  costs  within  our  means,  without 
involvement  in  indefinite  and  accumula- 
tive debts  to  our  successors,  both  patients 
and  physicians. 


MECHANICAL  HEART  BEATS  FOR  SAN  FRANCISCO  FAIR  VISITORS 


The  ceaseless  motion  of  the  heart — from  the 
cradle  to  the  grave,  at  the  rate  of  seventy  beats 
to  the  minute— is  dramatically  demonstrated  to 
visitors  to  the  1939  Golden  Gate  International 
Exposition  on  San  Francisco  Bay.  The  display 
is  part  of  the  exhibit  of  the  Ciba  Pharmaceutical 
exhibit  in  the  Hall  of  Science. 

Over  two  billion  heart  beats — the  equivalent 
of  seventy  beats  per  minute  over  a 65-year 
period — are  indicated  on  a three-dimensional 
model  heart  which  stands  five  feet  high  in  the 
center  of  the  exhibit.  Lights  flashing  over  other 
models  trace  the  course  of  the  blood  flow,  the 
movements  of  the  valves.  Supplementary  draw- 
ings and  animated  models  explain : 

How  the  heart  pushes  forward  one  gallon  of 
blood  per  minute  when  a person  is  in  a resting 
position;  three  gallons  when  standing,  and 
thirty  gallons  when  running. 


How  the  arteries  and  veins  contract  and  ex- 
pand, how  the  pulse  is  created,  and  how  valves 
function  in  stopping  back-flow. 

How  the  blood  stream  provides  food  to  the 
cells,  removes  waste  matter. 

How  the  red  blood  cells  supply  oxygen  to  the 
body,  and  how  the  white  cells  provide  protection 
against  invading  bacteria;  how  blood  platelets 
act  in  the  formation  of  clots,  shown  on  a model 
enlarged  10,000  times. 

How  the  heart  itself  is  supplied  by  blood  to 
enable  it  to  carry  on  its  pumping  functions. 

The  danger  of  inflammation  is  emphasized, 
showing  how  efficiency  of  the  heart  is  reduced. 
Popular  misconceptions  of  high  blood  pressure, 
too,  are  outlined  and  explained  along  with 
heart  disease,  its  prevention,  and  treatments  for 
relief. 


THE  DIFFERENCE 

You  cannot  diagnose  thousands  of  persons  as 
thousands,  but  only  as  the  sum  of  individual 
diagnoses;  you  cannot  treat  the  diseases  of 
thousands  of  persons  except  as  the  sum  of  indi- 
vidual treatments;  therefore  the  public-health 
function  ceases  where  diagnosis  and  treatment 
begin.  I would  go  a little  further  and  say  it 
ceases  when  education  or  instruction  is  in  fact 
construed  by  the  recipient  as  diagnosis  or 
treatment. 

— Floyd  S.  Winslow,  M.D. 


HOW  HE  DID  IT 

The  patient  who  chooses  a competent  physician 
and  then  sticks  to  him  lays  the  foundation  for  a 
type  of  medical  service  that  “shoppers”  never 
receive.  In  spite  of  the  absence  of  laboratory 
aids  to  diagnostic  and  therapeutic  precision, 
the  old-time  family  doctor  achieved  clinical 
miracles  because  he  knew  his  people.  He  knew 
their  family  history,  their  physical  and  mental 
tendencies,  their  idiosyncrasies,  their  deficiencies, 
and  their  strong  points. 

— The  New  York  Medical  Week 


OTOGENOUS  NONSUPPURATIVE  ENCEPHALITIS 

A Clinical  Entity 

Miles  Atkinson,  M.D.,  F.R.C.S.,  New  York  City 

( From  Neurosurgical  Service,  Bellevue  Hospital;  Service  of  Dr.  Marvin  Jones,  Manhattan  Eye,  Ear 

and  Throat  Hospital)* 


When  localizing  cerebral  signs  ap- 
pear in  the  course  of  an  adjacent 
suppurating  focus  in  the  skull,  the  most 
likely  diagnosis  is  brain  abscess,  .and  that 
diagnosis  usually  turns  out  to  be  correct. 
But  not  always.  There  are  times  when 
the  diagnosis  has  been  confidently  made 
and  yet  exploration  finds  no  abscess. 
When,  nevertheless,  the  patient  recovers, 
the  fact  is  disconcerting.  The  reason  is 
to  be  found  in  the  presence  of  an  area  of 
infection  that  has  not  broken  down — a 
localized  nonsuppurative  encephalitis — 
and  the  importance  of  recognizing  this 
condition  as  a clinical  entity  is  that  un- 
necessary exploration  may  be  avoided. 
It  is  as  easy  to  provoke  suppuration  in  a 
previously  nonsuppurating  area,  or  to 
convert  a localized  into  a spreading 
infection,  in  the  brain  as  anywhere  else 
in  the  body. 

Incidence. — This  is  a comparatively 
unusual  condition.  In  the  literature 
there  are  only  some  25  well-established 
cases  since  Oppenheim1  published  the 
first  in  1899,  including  those  published 
by  Voss2  of  Riga,  Borries,3  Adson,4  and 
Symonds.5  Yet  it  is  more  common  than 
is  generally  appreciated,  and  in  any  event 
the  importance  of  a disease  process  is  not 
to  be  judged  solely  by  its  frequency.  I 
have  now  seen  15  cases,  a number  for  one 
observer  out  of  all  proportion  to  the  total 
reported.  This  can  be  explained  only 
by  cases  being  misdiagnosed,  usually  as 
abscess,  for  it  is  impossible  to  overlook 
them.  The  situation,  as  with  abscess, 


*My  thanks  are  also  due  for  the  opportunity  of  in- 
vestigating cases  to  Drs.  John  R Page,  James  G.  Dwyer, 
and  A.  S.  Wilson  of  the  Manhattan  Eye,  Ear  and  Throat 
Hospital. 


is  most  common  in  the  temporal  lobe 
secondary  to  ear  disease  (11  cases),  and 
I have  recently  seen  1 in  the  cerebellum, 
only  1 other  such  having  been  reported 
and  that  by  Behlau6  in  1928.  Of  the 
remaining  3,  2 were  in  the  frontal  lobe, 
1 following  a sinusitis  and  1 a fracture, 
and  the  third  was  in  the  parietal  lobe 
following  a fracture. 

Pathology. — -The  pathology  of  localized 
nonsuppurative  encephalitis  is  the  path- 
ology of  localized  brain  infection  in  general, 
and  is  in  essentials  the  same  process  as 
occurs  with  inflammation  in  any  situation 
in  the  body.  An  infection  in  the  skull 
spreads  beyond  the  bone  to  the  dura 
(diagram),  which  becomes  involved  either 
with  or  without  the  formation  of 
an  extradural  abscess.  Resulting  from 
this  pachymeningitis  arises  a localized 
leptomeningitis  which  may  be  either 
serous  or  adhesive. 

Serous  Encephalitis. — If  serous  (the 
meningite  de  voisinage  of  the  French 
writers)  there  is  also  some  degree  of 
adjacent  serous  encephalitis,  what  might 
be  called  an  ‘ lencephalite  de  voisinage 
This  serous  encephalitis  is  usually  so  mild 
as  to  show  itself  only  by  headache,  but 
occasionally  it  is  more  severe  and  ex- 
tensive and  then  gives  rise  to  a charac- 
teristic clinical  picture  not  always  recog- 
nized for  what  it  is.  The  process  is  very 
comparable  to  the  effusion  that  occurs 
into  a joint  in  consequence  of  adjacent 
infection  in  the  end  of  a long  bone.  If 
the  causative  condition  is  not  promptly 
dealt  with,  the  previously  uninfected 
serous  encephalitis  may  become  infected 
(Richardson)7  and  turn  into  a localized 
infective  encephalitis. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  11,  1938 
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1.  Extradural  space 

2.  Subdural  space 


Infective  Encephalitis. — {A)  Infection 
can  enter  the  brain  substance  by  other 
means  than  that  just  described.  The 
more  common  is  by  the  production  of  a 
localized  adhesive  meningitis  whereby 
meninges  and  cortex  become  welded 
together,  providing  a path  for  direct 
invasion  of  the  brain.  By  this  means  an 
area  of  encephalitis  is  produced  which  is 
in  most  cases  the  precursor  of  an  abscess, 
but  which  occasionally  subsides  without 
suppuration.  This  is  the  chronic  variety, 
or  better  the  “nonhemorrhagic”  to  dis- 
tinguish it  from  the  next. 

( B ) Less  commonly,  infection  enters  the 
brain  by  a vascular  path  and  produces  an 
area  of  hemorrhagic  encephalitis  that  does 
not  suppurate,  but  not  infrequently  under- 
goes necrosis  in  the  center  and  rapidly 
extends  to  and  perforates  into  the  ven- 
tricle. These  cases  are  often,  though 
wrongly,  called  acute  abscesses.  This  is 
the  acute  or  hemorrhagic  variety  and  is 
caused  by  an  organism  of  greater  viru- 
lence and  probably  of  a different  type 
than  the  former  variety.  Such  cases 
arise  usually  in  association  with  an  in- 
fluenzal otitis.  Microscopically,  the 
brain  in  these  cases  shows  perivascular 
hemorrhages,  and  a lymphocytic  infil- 
tration that  is  duplicated  in  the  spinal 
fluid  picture,  a very  characteristic  finding. 
Borries3  has  labeled  these  cases  “oto- 
genous hemorrhagic  encephalitis,”  which 
is  descriptive  but  I think  a mistake,  for  it 
suggests  a specific  disease  whereas  these 
cases  are  only  one  part  of  the  large  group 
of  adjacent  brain  inflammation  and  fur- 
ther are  not  invariably  otogenous.  Rich- 


ardson in  19347  reported  2 cases  of  local- 
ized encephalitis  in  the  frontal  lobe,  the 
result  of  frontal  sinusitis,  and  the  second 
case  probably  falls  into  this  group. 

Unfortunately  the  process  described 
above  is  not  always  subject  to  ocular 
proof.  The  existence  of  Group  A can 
only  be  surmised  from  the  evidence  of 
physical  signs  and  results  of  treatment. 
Serous  encephalitis  also  can  only  be  de- 
duced from  clinical  signs  and  course. 
Nevertheless  it  seems  fair  to  assume  that 
the  process  of  inflammation  observed  in 
other  situations  is  not  materially  different 
in  the  brain.  The  analogy  between  the 
serous  variety  and  a joint  effusion  has 
been  pointed  out.  The  varieties  of 
infected  encephalitis  have  their  counter- 
part in  infections  of  the  peritonsillar 
tissues — those  that  subside  without  sup- 
purating, those  that  produce  a quinsy, 
and  those  that  spread  rapidly  and  widely 
through  the  neck. 

The  various  steps  in  localized  infec- 
tion of  the  brain  may  be  made  clearer  by 
the  following  table : 

FOCUS 

I 

EXTRADURAL  ABSCESS 

I 

LOCALIZED  MENINGITIS 

(ADHESIVE,  SEROUS,  SUPPURATIVE) 

I 

LOCALIZED  ENCEPHALITIS  SEROUS 

I 

INFECTIVE 


ACUTE  CHRONIC 

I I 

NECROSIS  ABSCESS 

Diagnosis. — As  would  be  expected, 
the  three  stages  under  discussion  have 
many  clinical  features  in  common  with 
an  abscess,  a fact  that  makes  differential 
diagnosis  a matter  of  some  difficulty. 
Thus,  all  present  the  signs  of  a focal  cere- 
bral lesion  associated  with  an  active  or  re- 
cent suppurative  focus  in  an  ear  or  nasal 
sinus.  Such  a picture  immediately 
evokes  a diagnosis  of  brain  abscess,  the 
presumption  of  pus.  But  an  acute  in- 
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flammatory  peritonsillar  swelling  does 
not  evoke  the  presumption  of  pus — it 
evokes  only  the  question  of  it.  The 
affair  of  diagnosis  is  to  decide  if  it  is 
there.  So  it  should  be  in  the  brain.  The 
reflex  must  be  reconditioned  to  think  in 
terms  of  the  process,  not  in  terms  of  the 
result,  particularly  since  each  stage  of 
the  process  presents  a fairly  distinct 
clinical  picture. 

Serous  Encephalitis. — The  outstanding 
feature  of  this  stage  is  the  onset  with  a 
convulsion,  after  recovery  from  which  the 
patient  is  found  to  have  focal  cerebral 
signs.  The  attack  may  be  single  or  it 
may  be  repeated  several  times — one  of 
my  cases  had  6 — and  after  each  one  the 
focal  signs  are  more  marked.  In  every 
case  a dural  lesion,  commonly  an  extra- 
dural abscess,  is  found,  and  treatment  of 
this  and  of  the  original  focus  results  in 
permanent  disappearance  of  focal  signs 
within  forty-eight  hours. 

This  matter  of  convulsions  and  ad- 
jacent infection  is  important.  It  is 
customary  to  divide  the  course  of  an 
abscess  of  the  brain  into  three  stages. 
It  is  taught  that  the  stage  of  onset  is 
often  ushered  in  by  a convulsion  and, 
especially  in  children,  that  there  follows 
a latent  stage,  and  that  some  days  or 
weeks  later  the  signs  of  an  abscess  begin 
to  appear — the  manifest  stage.  Such  a 
clinical  picture,  translated  into  patho- 
logic terms,  means  that  the  infection 
first  attains  the  cortex,  which  signalizes 
the  event  by  one  or  more  convulsions 
(stage  of  onset) ; that  gradually  in- 
fection invades  the  brain  substance 
(latent  stage) ; and  that  finally  a localized 
abscess  is  formed  that  causes  signs 
(manifest  stage).  If  operation  is  per- 
formed at  the  first  sign  of  cerebral 
attack — the  convulsion — the  later  stages 
may  be  prevented.  Since  I have  appre- 
ciated this  train  of  events,  I have  operated 
on  5 cases,  4 in  children,  in  which  a con- 
vulsion was  the  first  sign  of  cerebral  in- 
volvement to  appear  in  association  with 
suppuration  in  the  ear,  but  was  suc- 
ceeded by  no  focal  signs,  cases  therefore 
in  which  presumably  the  cerebral  edema 
was  too  slight  to  produce  them.  In  each 


case  I found  a dural  lesion,  and  in  none 
was  there  any  further  cerebral  complica- 
tion. And  I have  seen  1,  a little  girl  of 
2y2  years,  in  which  operation  was 
urged  but  not  performed  until  very 
much  later  when  gross  signs  of  a brain 
abscess  were  present.  A large  extradural 
abscess  was  present  and  she  died  eventu- 
ally of  an  extensive  loculated  temporal 
abscess. 

It  is  my  conviction  that  all  cases  with 
a suppurating  lesion  in  the  skull  in  whom 
a convulsion  supervenes  should  be  ex- 
plored without  delay  in  the  expectation  of 
finding  some  dural  lesion. 

Case. — A girl  of  9 had  an  acute  exacerbation 
of  a chronic  ear  infection  on  the  right  with  a 
subperiosteal  abscess,  for  which  a simple  drainage 
was  performed.  Six  days  later,  when  the  acute 
stage  had  subsided,  the  simple  cavity  was  con- 
verted to  a radical,  a small  area  of  dura  being 
uncovered  during  the  operation.  The  wound 
was . packed.  Three  days  later  the  child  sud- 
denly started  to  have  left-sided  convulsions 
that  continued  for  an  hour  and  left  her  with  a 
hemiparesis.  The  wound  was  immediately  re- 
opened, the  dural  exposure  enlarged,  and  an 
area  of  necrotic  dura  found  beneath  the  bone. 
This  was  excised,  releasing  a localized  collection 
of  turbid  fluid  from  beneath.  The  wound  was 
very  lightly  packed.  The  hemiparesis  had  gone 
the  next  day,  and  apart  from  some  headache 
and  irritability  the  child  made  a straightforward 
recovery.  Six  months  later  she  was  completely 
well  and  without  any  sign  of  brain  involvement. 

Chronic  Infective  Encephalitis. — This 
group  offers  the  greatest  difficulties  in 
diagnosis.  It  is  of  these  cases  that 
Symonds5  said  that  “they  present  no 
characteristic  clinical  picture,”  while  Bor- 
ries  designates  them  as  cases  of  “abscess 
without  abscess”  and  says  that  only  by 
negative  exploration  can  they  be  differ- 
entiated. While  admitting  that  both 
these  statements  are  true  of  individual 
cases  and  that  differential  diagnosis  may 
be  impossible  short  of  exploration,  yet 
there  are  certain  clinical  points  that 
help  to  decide  whether  or  not  suppura- 
tion has  taken  place — which  decision  is 
after  all  the  crux  of  every  case  of  infec- 
tion with  a pyogenic  organism.  With  a 
nonsuppurating  area  of  encephalitis,  head- 


May  15,  1939]  OTOGENOUS  NONSUPPURATIVE  ENCEPHALITIS 


997 


ache  is  apt  to  be  severe  and  continuous, 
eyegrounds  commonly  show  slight 
changes,  and  fever  is  present.  But  the 
sign  of  greatest  value  in  differential 
diagnosis  is  the  findings  in  the  spinal 
fluid,  where  an  increase  in  cells  numbered 
in  hundreds  is  seen,  while  with  an 
abscess  they  are  numbered  in  tens;  and 
where,  moreover,  mainly  polymorphonu- 
clears  are  found,  as  against  the  common 
large  mononuclear  finding  with  abscess. 
Finally,  there  is  in  encephalitis  an 
association  syndrome-clinical  signs  and 
spinal  fluid  signs  rise  and  fall  together- 
while  when  suppuration  and  localization 
is  occurring  there  is  an  increase  of 
physical  signs  with  a decrease  in  spinal 
fluid  signs,  the  dissociation  syndrome 
emphasized  by  Borries. 

Case.— A boy  of  13  was  operated  on  for  an 
acute  mastoid  on  the  right  side.  Six  days  later 
he  complained  of  severe  headache,  but  had  no 
neurologic  signs:  Temperature  97  F.  Pulse  62. 
Spinal  tap  showed  6 cells,  2 polymorphonuclears. 
Five  days  later,  the  boy  had  gradually  been 
getting  worse,  was  drowsy,  and  had  vague  left- 
sided signs.  Spinal  fluid  showed  22  cells,  18 
polymorphonuclears:  Temperature  99.2  F., 

pulse  54.  He  was  thought  to  have  an  abscess, 
was  explored,  and  no  abscess  was  found.  A 
wide  decompression  was  done.  Next  day  his 
headache  had  improved,  but  the  neurologic  signs 
persisted:  Temperature  102  F.,  pulse  100. 

Spinal  fluid  gave  cells  182,  polymorphonuclears 
86  per  cent.  Clinical  signs  and  spinal  fluid  in- 
creased during  the  next  two  days,  and  a second 
exploration  was  negative.  From  then  on  signs 
and  spinal  fluid  picture  steadily  improved  and  he 
ultimately  made  a complete  recovery.  This  was 
in  1927  before  the  significance  of  various  signs 
had  been  appreciated.  The  spinal  fluid  picture 
would  now  supply  the  diagnosis. 

Acute  Infective  Encephalitis . — This  vari- 
ety gives  as  characteristic  a clinical  pic- 
ture as  does  the  serous  variety,  so 
characteristic  and  so  different  from  the 
picture  of  an  abscess  that  it  is  surprising 
that  the  two  should  ever  be  confused. 
Thus,  the  condition  arises  usually  in  the 
course  of  acute  infection  rather  than 
chronic ; there  is  mental  excitement, 
even  noisy  delirium  very  different  from 
the  drowsiness  or  stupor  of  an  abscess 


patient ; the  clinical  signs  are  wide- 
spread from  an  early  stage,  fever  may  be 
high  with  a corresponding  pulse,  and  the 
patient  becomes  very  rapidly  and  gravely 
ill;  there  is  often  papilledema;  and 
the  spinal  fluid  shows  an  increased  cell 
count  in  the  hundreds,  the  greater 
proportion  lymphocytes,  which  suggests 
a nonpyogenic  organism.  The  mortality 
is  high — 4 of  my  7 cases  died. 

Case. — A woman  of  57  was  operated  on  for 
an  acute  mastoid  on  the  left  side  following  in- 
fluenza. Five  days  later  she  complained  of 
headache,  was  restless  and  occasionally  some- 
what disoriented,  but  she  was  extremely  ill. 
There  were  no  neurologic  signs.  Two  days 
later  the  lateral  sinus  had  to  be  occluded.  Five 
days  after  this,  restlessness  became  extreme, 
she  had  to  be  restrained,  was  completely  dis- 
oriented, developed  a naming  aphasia,  a right 
hemiparesis,  and  bilateral  papilledema,  with 
160  cells  in  spinal  fluid,  86  per  cent  lymphocytes. 
She  was  treated  on  the  lines  described  below  and 
after  a stormy  passage  made  ultimately  a com- 
plete recovery. 

Treatment. — This  can  be  summed  up 
very  briefly.  The  most  important  con- 
sideration is  a negative  one,  that  ex- 
ploration should  be  avoided  unless  a 
diagnosis  can  be  made  by  no  other 
means.  To  incise  an  area  of  inflamma- 
tion before  suppuration  has  occurred  is 
the  surest  way  to  provoke  it  and  to 
produce  spread  of  infection.  But  if 
brain  exploration  is  taboo,  exploration  of 
the  focus  of  infection  and  of  the  neigh- 
boring dura  is  incumbent,  with  appro- 
priate surgical  treatment  of  any  lesion 
found.  At  the  same  time  a local  decom- 
pression by  free  removal  of  bone  should 
be  made. 

Other  positive  measures  are  such  as 
may  also  be  used  for  a tumor  with  in- 
creased pressure:  hypertonic  solutions, 

limitation  of  fluid  intake,  catharsis,  and 
lumbar  punctures.  While  all  possible 
measures  for  relieving  pressure  must  be 
taken  in  the  acute  cases,  the  matter  is 
less  urgent  in  the  chronic,  and  in  them 
the  exhibition  of  hypertonic  solutions  is 
not  to  be  recommended.  Their  use  may 
induce  a false  sense  of  security,  and  the 
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improvement  in  symptoms,  occurring  as 
an  abscess  localizes,  may  be  ascribed 
wrongly  to  the  good  effects  of  the  sucrose. 

Summary. — (1)  The  results  of  the 

spread  of  infection  from  an  adjacent 
focus  to  the  brain  tissue  have  been 
discussed. 

(2)  Three  varieties  of  localized  non- 
suppurative encephalitis  have  been  de- 
scribed, with  their  characteristic  clinical 
features. 

(3)  The  importance  of  avoiding  ex- 
ploration if  at  all  possible  has  been 
stressed. 

123  East  61st  Street 
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Discussion 

Dr.  Albert  B.  Siewers,  Syracuse — I feel  that 
Dr.  Atkinson  is  to  be  commended  for  his  clear 
presentation  of  such  a difficult  subject.  I too 
should  like  to  emphasize  a point  that  he  himself 
stressed — that  is,  that  exploration  should  be 
avoided  unless  absolutely  indicated,  to  which  I 
might  add  that  suspicion  of  brain  infection  or 


abscess  formation  calls  for  the  most  drastic 
treatment  in  all  medicine,  namely,  masterly 
inactivity.  I have  never  seen  anything  but  disas- 
trous results  from  the  too  early  exploration  of  an 
abscess  and  I can  safely  say  too  that  I have 
seen  excellent  results  in  brain  abscess  when  the 
surgeon  was  a procrastinator  and  put  off  inter- 
fering until  everyone  else  was  nearly  in  despair. 
Certainly  there  are  many  cases  that  look  like 
abscess  formation  but  do  not  go  on  to  an  abscess 
formation. 

On  January  22  of  this  year,  I saw  a 17-year- 
old  girl  in  semicoma.  The  pupils  were  small, 
disk  margins  blurred,  arteris  of  fundi  were  shiny, 
and  the  veins  engorged.  There  was  a facial 
weakness  and  a positive  Babinski,  with  the 
depression  of  all  deep  reflexes.  These  symptoms 
came  on  after  a week  of  middle-ear  disease,  during 
which  the  mastoid  had  been  invaded,  and  she 
complained  increasingly  of  headache.  The  spinal 
fluid  was  cloudy  and  had  1,400  cells.  Radical 
mastoid  was  done  and  the  dura  exposed  to  the 
size  of  half  a dollar,  apparently  under  pressure. 
The  wound  was  drained  with  iodoform  gauze 
and  left  open.  Lumbar  puncture  was  repeated 
daily  for  five  days  with  a gradual  decrease  in 
cells  concomitant  with  disappearance  of  neuro- 
logic signs.  Culture  of  the  spinal  fluid  yielded 
no  growth  and  the  cells  were  80  per  cent  lympho- 
cytes. I do  not  believe  that  this  case  could  be 
classed  with  the  usual  class  of  mastoid  with 
meningitis;  there  were  definite  signs  of  encepha- 
litis and  we  have  the  association  syndrome  which 
Dr.  Atkinson  pointed  out;  that  is,  clinical  signs 
and  spinal  fluid  signs  rose  and  fell  together  in 
nonsuppurative  encephalitis. 


EASY  WAYS  TO  MAKE  ILLNESS  MORE  ENDURABLE 


Raising  a patient’s  bed  to  the  height  of  a stand- 
ard hospital  bed — 27  inches — greatly  lessens  the 
strain  on  whatever  member  of  his  family  may  be 
acting  as  nurse,  Elizabeth  W.  Hard,  R.N., 
Greensville,  N.  C.,  advises  in  Hygeia. 

This  is  one  of  her  suggestions  for  making  con- 
valescence from  a long  illness  as  comfortable  as 
possible  for  both  patient  and  family. 

“The  bed  can  be  elevated  with  bricks  or 
wooden  blocks  placed  under  the  legs,”  Miss 
Hard  says.  This  not  only  helps  the  nurse  but 
generally  it  is  a better  height  for  looking  out  of 
windows  and  in  summer  it  is  cooler. 

If  the  bedrooms  are  not  pleasant,  the  author 
advises  that  the  patient  be  placed  in  the  dining 
room,  living  room,  or  even  the  kitchen. 


“A  new  outlook  is  highly  exciting  after 
months  of  seeing  the  world  from  one  side,”  Miss 
Hard  observes.  “An  adjoining  room,  adjacent 
porch,  or  even  a convenient  hallway  affords 
great  relief  and  change  if  the  bed  can  be  oc- 
casionally shifted  or  the  patient  moved.” 

A table  reaching  across  the  bed,  with  a center 
panel  to  be  used  as  a book  rest,  is  a great  con- 
venience. “A  wooden  one  can  easily  be  made, 
with  the  advantage  that  a narrow  ledge  can  be 
added  which  prevents  toys  from  falling  off  or 
books  from  being  pushed  over  the  edge,”  says 
Miss  Hard.  “It  can  be  pushed  to  the  foot  of  the 
bed  and  be  out  of  the  way,  yet  easily  available 
when  not  in  use.  If  the  patient  is  allowed  to  sit 
up  to  eat,  it  can  be  used  at  mealtime  ” 


TUMORS  OF  THE  MEDIASTINUM 


N.  Chandler  Foot,  M.D.,  New  York  City 

( From  the  Department  of  Surgical  Pathology,  New  York  Hospital  and  Cornell  University  Medical  College) 


IT  IS  proposed  to  present  in  this  paper 
the  salient  features  of  the  tumors  of 
the  mediastinum;  it  is  not  its  purpose  to 
set  these  forth  too  meticulously  or  too 
technically,  but  rather  to  attempt  to 
sketch  an  outline  that  will  be  of  use  to  the 
diagnostician  when  confronted  by  new 
growths  of  this  region.  When  considering 
these  tumors,  one  should  take  them  up 
from  the  standpoint  of  the  various  an- 
atomic elements  composing  the  area 
from  which  they  take  origin.  We  have 
but  one  organ  normally  resident  in  the 
mediastinum,  if  we  except  such  adnexa 
as  the  trachea,  esophagus,  great  vessels, 
and  the  like;  this  is  the  thymus.  The 
thyroid  may  stray  there,  as  well  as  the 
parathyroids  and,  in  addition,  we  have 
important  groups  of  lymph  nodes.  The 
nervous  apparatus  in  the  mediastinum, 
like  the  tubular  structures  just  mentioned, 
is  either  in  the  form  of  nerves  or  of 
ganglia:  extensions  of  another  system. 

Thymus. — This  organ  presents  an  in- 
teresting group  of  tumors1  that  arise  at 
its  site  and  usually  involve  the  neigh- 
boring structures,  particularly  the  peri- 
cardium and  great  vessels.  Any  stony- 
hard  tumor  of  the  anterior  mediastinum 
that  surrounds  the  great  vessels  and 
spreads  over  the  pericardium  should  at 
once  arouse  suspicion  of  thymic  origin. 
There  are  nonmalignant  tumors  that 
may  be  composed  largely  of  fat,  in  which 
more  or  less  disarranged  and  distorted 
thymic  tissue  is  distributed  in  the  form  of 
irregular  islands.  There  are  rare  forms 
composed  of  small  round  cells  with 
occasional  Hassal’s  bodies,  often  very 
rudimentary,  scattered  among  them. 
These  nonmalignant  tumors  may  grow  to 
very  large  dimensions  and  about  50  per 
cent  of  the  former  type  may  be  associated 
with  symptoms  of  myasthenia  gravis. 


We  had  such  a tumor  at  the  New  York 
Hospital  that  weighed  over  2,200  Gm., 
occupied  all  of  the  left  chest,  and  ex- 
tended well  into  the  right,  involving  the 
great  vessels  as  well.  It  was  successfully 
removed  and  the  patient,  a boy  of  13, 
has  made  a signal  recovery.  This  case 
was  unassociated  with  myasthenia  gravis. 
Occasionally  these  tumors  may  show 
cystic  changes. 

The  malignant  tumors  may  be  divided 
into  seven  general  groups:  lymphocytic, 
lymphoblastic,  thymic  reticular,  peri- 
thelial,  granulomatous  (so  closely  allied 
to  Hodgkin’s  granuloma  that  it  probably 
represents  this  condition  in  the  thymus), 
epithelial  or  carcinomatous,  and  the 
teratoid  type  that  combines  the  epithelial 
and  lymphoid  elements  in  one  neoplasm. 

As  a general  rule  the  sarcomas  are  seen 
in  relatively  young  subjects,  the  epi- 
thelial in  those  of  cancer  age,  while  the 
teratoid  occur  chiefly  in  children.  All 
of  them  are  very  malignant  so  far  as 
local  destruction  and  invasion  is  con- 
cerned. Although  they  rarely  metas- 
tasize to  organs  at  a distance,  such 
metastases  have  been  described.  They 
present  almost  insuperable  obstacles  to 
surgical  removal  on  account  of  invasion 
of  vital  organs  and  they  are  therefore 
almost  invariably  fatal.  Many  seem  to  be 
radiosensitive,  but  it  is  difficult  to  cover 
their  extensions.  While  the  primary 
tumor  may  be  reduced  to  a mass  of 
inert  fibrous  tissue,  the  metastatic  foci 
in  the  lungs  may  flourish  and  ultimately 
kill  the  patient.  The  lymphosarcomatous 
type  has  been  known  to  cause  lymphoid 
leukemia. 

Thyroid  and  Parathyroid. — Excluding 
intrathoracic  goiters,  which  are  often  of 
the  adenomatous  variety,  tumors  of  the 
thyroid  and  parathyroid  may  be  situated 
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in  the  upper  mediastinum,  having  be- 
come incarcerated  there.  One  might 
expect  to  find  fetal  adenomas,  embryonal 
adenomas,  or  malignant  transformations 
of  these.  There  are  a few  cases  recorded 
of  fairly  large  adenomas  of  the  para- 
thyroid that  have  become  incarcerated 
in  the  mediastinum;  one  such  was  ex- 
tensively studied  and  explored  with 
negative  results  until  a Boston  surgeon 
located  the  growth  and  removed  it.  The 
microscopic  features  of  these  two  groups 
of  tumors  may  be  omitted  here;  suffice 
it  to  say  that  any  tumor  usually  found  in 
the  thyroid  or  parathyroids  will  have  the 
same  characteristics  when  it  occurs  in  the 
mediastinum.  Symptoms  of  thyroid  or 
parathyroid  dyscrasia  usually  accom- 
pany them  and  give  the  diagnostician  a 
clue. 

Lymph  Nodes. — The  mediastinal  nodes 
may  be  the  site  of  any  of  the  lymphoid 
tumors,  such  as  nodular  lymphosarcoma, 
large  or  small  celled  lymphosarcoma,  and 
Hodgkin’s  granuloma.  We  need  not 
expand  this  theme  any  further. 

Bone. — Tumors  may  grow  from  the 
bony  thorax  into  any  part  of  the  medi- 
astinum. They  may  be  anything  from 
mere  exostoses  to  very  malignant  osteo- 
genic sarcomas  and,  as  they  do  not 
differ  from  these  as  seen  elsewhere  in  the 
skeleton,  they  may  be  dismissed  with 
mention  only. 

Cartilage. — Far  more  common  are  the 
cartilagenous  tumors  that  arise  in  the 
vicinity  of  the  mediastinum.  They  may 
be  nonmalignant  or  malignant  and  here, 
again,  do  not  differ  materially  from  those 
found  elsewhere  in  the  body,  except  that 
one  notices  that  comparatively  innocent- 
looking chondromas,  in  this  situation, 
may  prove  to  be  malignant  on  further 
acquaintance  and  actually  metastasize 
and  produce  daughter  growths  in  the 
lung  that  may  retain  the  nonmalignant 
microscopic  appearance  of  the  primary 
growth.  For  this  reason  we  have  learned 
to  suspect  any  cartilaginous  tumor  of 
the  thorax.  From  the  histologic  stand- 
point, they  may  vary  from  extremely 
cellular  structures  composed  of  irregular 


and  atypical  cells  with  little  cartilagi- 
nous matrix,  to  very  well- differentiated 
chondromas  with  much  hyalin  chondro- 
mucin  and  rather  well-formed  cartilage 
cells.  Should  the  latter  show  marked 
irregularity  in  size  and  shape  and  a 
tendency  to  share  wide  lacunas  with 
similar  cells  (instead  of  lying  singly 
therein)  it  is  well  to  give  a guarded  prog- 
nosis. Mitotic  figures  do  not  help  much 
in  the  diagnosis,  for  they  are  seldom  found. 

Fibroma. — This  tumor  may,  of  course, 
be  found  in  the  thorax  and  may  attain 
considerable  size.  A solid  tumor,  it 
causes  symptoms  of  compression  and 
casts  a rather  uniform,  dense  shadow  on 
x-ray  examination.  It  differs  not  at  all 
from  fibromas  in  other  situations.2 

Desmoid. — Very  large  fibrous  tumors 
with  a matrix-like  tendon  (which  gives 
these  growths  their  name)  and  of  an  ex- 
tremely wooden  consistency,  may  occur 
here.  They  are  slowly  and  progres- 
sively expansile  and  may  attain  enormous 
size;  one  of  them  in  the  Thoracic  Tumor 
Registry  weighed  over  4 Kg.  They 
differ  from  ordinary  fibromas  insofar 
as  they  tend  to  infiltrate  muscle  and  bone, 
destroying  these  by  pressure,  much  as 
an  aneurysm  does,  but  they  do  not 
metastasize.  They  should  not  be  con- 
fused with  the  “desmoid”  of  the  rectus 
abdominous  sheath,  which  is  a low-grade 
myxosarcoma  and  histologically  different 
from  the  very  acellular  growth  we  are 
discussing.  They  can  be  successfully 
removed,  but  the  surgical  risks  inherent 
in  such  an  operation  are  great;  if  not 
completely  extirpated,  recurrence  is  likely. 

Myxomas. — Growths  originating  in 
mucoid  tissue,  resembling  Wharton’s  jelly 
in  the  umbilical  cord,  are  quite  common 
in  the  mediastinum.  They  are  gelatinous 
and  exude  a viscid,  glary  fluid  on  section ; 
as  they  are  relatively  soft  they  are 
much  less  likely  to  give  early  symptoms 
than  are  their  firmer  and  more  compress- 
ing relatives,  the  fibromas  and  desmoids. 
They  are  often  associated  with  lipomas, 
in  the  form  of  myxolipomas,  probably 
owing  to  the  fact  that  the  two  tissues  are 
closely  related  in  the  embryo. 
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Fibrosarcoma  and  Myxosarcoma. — 

These  are  sometimes  found  in  the  medi- 
astinum and  are  not  unlike  such  tumors 
in  any  other  part  of  the  body,  carrying 
the  same  invariably  bad  prognosis.  They 
are  not  particularly  radiosensitive  either, 
as  fibrous  tissue  is  theoretically  radio- 
resistant. 

Lipoma. — Simple  lipomas  are  frequently 
seen  in  the  mediastinum,3  growing  out 
into  one  or  other  chest  cavity  and  ulti- 
mately compressing  the  lung.  They  are 
apt  to  show  late  symptoms  as  they  are 
soft  and  themselves  compressible,  not 
exerting  much  pressure  on  the  lung  until 
they  have  attained  considerable  size. 
They  have  been  reported  as  weighing  as 
much  as  4 Kg.  As  noted,  they  may  show 
an  admixture  of  myxomatous  tissue;  we 
had  one  such  tumor  that  filled  an  entire 
chest  cavity  and  nevertheless  caused 
remarkably  little  discomfort  to  the 
patient,  considering  its  great  bulk. 
Roentgenograms  of  such  tumors  show  a 
peripheral  fading-out  of  the  shadow  that 
forms  a halo  about  it  and  is  quite  charac- 
teristic. Microscopically  they  can  scarcely 
be  told  from  ordinary  adipose  tissue, 
aside  from  the  occasional  irregularity  of 
the  size  of  the  fat  vesicles  and  in  those 
cases  where  there  is  mucoid  tissue  as  well. 

Liposarcoma. — -Ewing  recognizes  two 
types  of  these  tumors:  the  embryonal, 
or  lipomyxomatous  type,  and  the  adult 
type.  The  former  is  characterized  by 
being  very  firm  and  brownish-yellow; 
under  the  microscope  it  is  composed  of  a 
rather  uninteresting  adipose  matrix  in 
which  are  sparsely  distributed  very 
bizarre  giant  cells  resembling  spiders  and 
having  large,  multiple  hyperchromatic 
nuclei . Smaller  mononuclear  and  fusiform 
cells,  like  those  of  a fibrosarcoma,  are 
dotted  among  these.  This  is  a fascial 
tumor  primarily  and  it  is  not  found  in  the 
mediastinum,  although  as  myxolipomas 
may  occur  there  it  would  not  be  strange  if 
one  should  be  encountered.  The  second 
group,  however,  has  been  relatively  often 
seen  in  our  laboratory.  Grossly,  these 
growths  are  yellow  to  orange  in  color, 
much  like  “xanthomas,’ ’ and  the  section 


surface  is  dull  and  opaque.  They  may 
attain  considerable  size — one  of  our’s 
filled  the  upper  half  of  the  right  chest. 
Microscopically  they  usually  have  very 
little  resemblance  to  adipose  tissue  and 
one  would  not  suspect  their  origin  from 
their  appearance.  They  are  composed  of 
masses  of  polygonal  cells  growing  in 
plugs,  like  epithelial  islands.  Occasion- 
ally there  are  groups  of  typical  “mul- 
berry cells,”  like  embryonal  fat  cells, 
but  they  may  be  totally  lacking.  One 
finds  tumors  that  represent  all  the  transi- 
tions from  this  fetal  fatty  tissue,  through 
the  mulberry  phase,  to  relatively  mature 
adipose  cells,  or  very  atypical  sarcomatous 
cells.  There  are  two  points  that  indicate 
fatty  origin  in  the  more  solid  and  obscure 
of  these  tumors:  their  histology  resem- 
bles that  of  the  “fat  organs”  of  Flemming 
(found  in  the  axilla  and  groin  of  the 
relatively  mature  fetus)  and,  most  im- 
portantly, the  cells  are  all  peppered  with 
fine  lipoid  granules  that  stain  positively 
with  fat  stains.  It  is  almost  futile  to 
make  a positive  diagnosis  of  liposarcoma 
without  having  done  a confirmatory  fat 
stain. 

Xanthoma. — A few  cases  of  this  tumor 
have  been  reported  as  occurring  in  the 
mediastinum.  Heuer  cited  2 in  his 
article  in  Nelson's  Looseleaf  Surgery* ; 
4 or  5 more  have  since  been  reported. 
This  growth  raises  problems  in  pathology: 
is  it,  or  is  it  not  a true  tumor?  Like  many 
disputed  subjects,  there  are  times  when 
it  seems  to  be  neoplastic  and  others 
when  it  appears  to  be  a granuloma,  an 
inflammatory  collection  of  fat  phagocytes 
filled  with  cholesterol.  Gruenfeld  and 
Seelig5  have  discussed  this  at  length. 
In  the  latter  instance  the  patient  may  be 
found  to  show  hypercholesterolemia. 
Macroscopically  these  tumors  are  well 
encapsulated,  rather  waxy  and  bright 
orange-yellow  in  color;  microscopically 
they  may  be  wholly  or  in  part  composed 
of  foamy  cells  in  a matrix  of  variably 
typical  fibroblasts.  They  may  take  on  a 
sarcomatous  appearance  and  exhibit 
many  foreign-body  giant  cells  as  well, 
with  a yellowish -brown  pigment  scattered 
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through  the  tumor,  but  these  are  not 
true  sarcomas  and  may  merely  represent 
a different  degree  of  development  from 
that  of  the  ordinary  xanthoma.  The 
whole  question  parallels  that  of  the  giant- 
cell tumor  of  bone  rather  closely.  In  the 
mediastinum  they  have  all  of  them  been 
of  the  simpler,  foam-cell  type  of  xanthoma 
and  the  prognosis  after  surgical  removal 
has  been  good. 

Myomas  and  Myosarcomas. — In  the 
thorax  one  might  theoretically  expect 
tumors  to  arise  from  misplaced  rests  of 
either  smooth  or  striated  muscle,  or 
from  cardiac  muscle.  They  might  also 
originate  in  muscles  resident  in  the 
neighborhood  of  the  mediastinum.  Gen- 
erally speaking,  nonmalignant  muscular 
tumors  of  the  mediastinum  are  unheard 
of.  Rhabdomyosarcoma  of  either  striated 
or  cardiac  muscle  has  been  described, 
the  latter  by  Wolbach.6  Such  tumor  might 
also  arise  in  teratomas  of  the  mediastinum. 
At  all  events,  they  are  extremely  rare. 

Vascular  Tumors. — Hemangiomas  and 
hemangiosarcomas,  common  enough  in 
the  abdominal  cavity,  are  very  rarely  met 
with  in  the  mediastinum.  This  is  also 
true  of  the  lymphangiomas. 

Tumors  of  Nervous  Origin. — One  might 
think  that  these  would  also  be  rare 
visitors  to  the  region  under  discussion, 
but  this  is  not  the  case.  They  arise  from 
nerve  trunks,  ganglia,  and  from  scattered 
fetal  rests  in  the  mediastinum,  particu- 
larly the  posterior  mediastinum.  Nerve 
cells  may  migrate  from  the  ganglionic 
crest  in  embryonal  life  and  give  rise  to 
tumors  that  range  through  the  gamut  of 
possibilities  in  nerve-tissue  development. 
Neuroepitheliomas,7  malignant  tumors  of 
primitive  neuroepithelium,  have  been 
described;  ganglioneuromas8  and  malig- 
nant forms  of  these  are  not  infrequently 
encountered ; although  the  latter  are 
rare,  the  former  are  not  uncommon. 
They  comprise  a certain  percentage  of  the 
“hour-glass  tumors”9  that  consist  of 
two  enlargements,  one  within  the  spinal 
canal  and  the  other  in  the  mediastinum, 
the  two  connected  by  a narrow  isthmus 
that  lies  in  the  root  foramen.  Another 


type  of  hour-glass  tumor  is  the  nerve- 
sheath  tumor  known  as  neurilemmoma 
or  Schwannoma,9  grossly  much  like  the 
ganglioneuroma,  but  microscopically  com- 
posed of  Schwann  cells  that  form  peculiar 
and  typical  “Verocay  bodies”  with  pali- 
saded nuclei  that  are  pathognomonic  and 
readily  recognized. 

From  the  fibrous  tissue  of  the  nerve 
sheaths  one  may  have  neurogenic  fibro- 
mas or  fibrosarcomas  developing.  We 
have  had  one  of  these  that  grew  rather 
slowly  and  ultimately  metastasized  widely 
and  fatally.  Tumors  of  the  sympa- 
thetic nervous  system  may  show  the 
characteristics  of  sympathicoblastomas, 
a group  that  is  becoming  more  and  more 
subdivided  into  component  groups,  but 
most  of  these  are  metastatic  from  the 
suprarenals.  The  pigmented  chromaffin 
cells  of  the  sympathetic  system,  which 
form  so-called  “paragangliomas,”  rarely 
do  so  in  the  mediastinum,  but  there  is 
accumulating  evidence  that  a rather 
recently  recognized,  almost  invariably 
nonmalignant  tumor  of  the  larger  bronchi 
may  belong  in  this  category.  Hamperl,10 
of  Berlin,  has  gone  so  far  as  to  say  that  it 
does.  These  tumors  are  really  para- 
bronchial  and  break  into  the  lumen  from 
recesses  in  the  wall.  In  their  fresh  state, 
a membrane  of  bronchial  mucosa  can 
usually  be  demonstrated  separating  the 
tumor  from  the  lumen. 

Teratomas. — For  some  reason,  the  chest 
is  a frequent  site  of  teratomatous 
growths11  that  may  range  from  simple 
epidermoid  cysts,  containing  sebaceous 
material  and  hair  with  some  admixture  of 
fluid,  to  very  diversely  developed  tera- 
tomas that  contain  bone,  cartilage,  and 
a variety  of  other  tissues.  They  may 
form  solid  tumors  that  are  readily  recog- 
nized on  x-ray  examination  on  account  of 
the  bone  they  contain.  Unfortunately, 
many  of  these  tumors  fall  into  the  class 
best  known  as  “embryomas,”  or  un- 
differentiated, primitive,  and  therefore 
malignant  tumors  that  probably  repre- 
sent the  malignant  form  of  the  teratoma. 
Under  the  microscope  they  may  show 
little  tissue  that  can  be  identified  with 
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any  adult  structure,  exhibiting  many 
mitotic  figures  and  constituting  undeni- 
ably malignant  and  destructive  growths. 
Occasionally  one  sees  such  a tumor,  part 
of  which  has  developed  into  recognizable 
bone,  nervous  tissue,  epithelium,  etc., 
but  another  part  of  which  is  composed  of 
undifferentiated  fusiform  cells  that  re- 
semble embryonal  mesoderm,  or  sarcoma, 
and  constitute  the  bulk  of  the  tumor. 
These  cells  are  just  as  malignant  as 
though  unassociated  with  well-differenti- 
ated tissue.  Several  of  these  have  been 
operated  upon,  or  explored  in  our  depart- 
ment of  surgery  during  the  past  five 
years. 

Metastatic  Growths . — Naturally,  any 
malignant  tumor  may  invade  the  medi- 
astinum from  a point  without  its  strict 
confines,  such  as  a carcinoma  of  the 
bronchus,  esophagus,  etc.  Metastases 
from  points  farther  away  also  occur,  but 
these  are  all  mentioned  in  passing,  as 
they  are  not  primary  in  the  region  we  are 
discussing. 

Remarks 

In  closing,  it  would  be  well  to  point  out 
the  importance  of  employing  varied 
technic  in  investigating  tumors  of  this 
region.  Mere  hematoxylin  and  eosin 
will  not  solve  all  the  problems  that 
confront  one  here,  although  they  serve 
the  experienced  pathologist  surprisingly 
well.  The  neurogenic  tumors,  for  in- 
stance, will  not  show  up  in  their  true 
light  unless  other  technics  be  used.  Silver 
impregnations  are  invaluable  in  the 
investigation  of  the  tumors  of  nervous 
origin.  One  should  have  abundant  ma- 
terial and  then  fix  thin  blocks  in  a num- 
ber of  ways,  and  stain  or  impregnate  by  a 
variety  of  methods,  if  one  would  bring 
these  troublesome  tumors  into  their 
proper  categories. 
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Discussion 

Dr.  Arthur  Purdy  Stout,  New  York  City — The 
review  of  the  various  mediastinal  tumors  that 
has  just  been  presented  by  Dr.  Foot  covers  such 
a variety  of  lesions  that  it  will  be  impossible  to 
discuss  all  of  them,  although  each  tumor  group 
tempts  one  to  elaborate  upon  his  necessarily 
brief  summary.  Therefore  only  certain  features 
will  be  touched  upon. 

It  might  be  well  to  enlarge  upon  the  statement 
that  “hemangiomas  and  hemangiosarcomas  . . . 
are  very  rarely  found  in  the  mediastinum.” 
This  must  certainly  be  true,  for  I was  unable  to 
find  records  of  a single  case.  There  are  at  least 
10  cases  in  which  either  the  lung,  the  pleura,  or 
both  are  involved.  Hall’s  lung  tumor  was 
malignant  and  metastasized,  while  several  of  the 
other  cases  had  multiple  tumors  both  in  the  lung 
and  elsewhere. 

In  this  connection  lymphatic  cysts  and 
lymphangiomata  should  be  mentioned.  These 
usually  appear  in  the  upper  anterior  part  of  the 
mediastinum.  The  common  form  is  the  down- 
ward extension  of  a cystic  hygroma  from  the 
neck  behind  the  clavicle  into  the  upper  medias- 
tinum. But  they  may  also  appear  as  entirely 
mediastinal  tumors  without  any  neck  or  axillary 
involvement.  Cases  of  tumors  in  children  ap- 
pearing in  the  anterior  mediastinum  have  recently 
been  reported  by  Michaelis ; Skinner  and  Hobbs 
have  reported  them  almost  filling  the  lower  half 
of  the  right  chest.  Eigler  has  suggested  that 
they  are  perhaps  of  branchomesodermal  origin 
and  have  been  drawn  down  into  the  thorax  by 
the  descent  of  the  heart. 

Dr.  Foot  dismisses  the  mediastinal  bony 
tumors  of  the  thoracic  cage  with  the  statement 
that  they  do  not  differ  from  those  seen  elsewhere 
in  the  skeleton.  This  is  perhaps  true,  but  it 
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seems  worth  while  to  emphasize  the  fact  that 
sometimes  they  grow  to  a very  large  size  without 
seriously  discommoding  the  patient.  The  largest 
pure  osteoma  that  I have  ever  encountered  grew 
from  the  inner  surface  of  the  eighth  and  ninth 
ribs,  forming  a smooth,  ovate  tumor  measuring 
20  by  14  cm.  and  weighing  3,100  Gm.  It  com- 
pressed the  lung  and  displaced  the  heart  to  the 
right.  The  patient  was  a male,  twenty-three 
years  old,  and  the  growth  was  first  noticed  at  the 
age  of  sixteen.  When  examined,  it  was  uni- 
formly solid  and  was  composed  of  well  differen- 
tiated bone  trabeculas  without  any  associated 
cartilage.  The  patient  died  after  excision  of  the 
tumor  and  four  ribs.  Rather  unfortunately  the 
case  was  reported  by  Dr.  Auchincloss  in  1934  as 
an  osteochondroma  on  the  basis  of  the  x-ray 
diagnosis,  without  waiting  for  the  completion  of 
the  pathologic  examination.  There  was  also 
present  in  the  left  lower  lobe  a small,  rounded 
osteoma  of  the  lung.  We  thought  it  unlikely 
that  this  was  a metastasis,  although  of  course  it 
may  have  been  one  as  Dr.  Foot  points  out  in 
connection  with  chondromas  of  the  chest  wall 
associated  with  intrapulmonary  chondromas. 

I am  not  sure  from  his  statements  about 
smooth  muscle  tumors  in  the  mediastinum 
whether  or  not  Dr.  Foot  is  acquainted  with  any 
cases.  Kaplan  has  reported  a polypoid  leio- 
myoma attached  to  the  origin  of  the  left  pul- 
monary vein  in  a four-year-old  child,  and  Kud- 
lich  and  Schuh  have  reported  a myoplastic 
sarcoma  attached  to  the  wall  of  the  pulmonary 
artery  at  the  root  of  the  left  lung  in  a twenty- 
seven-year-old  man  with  metastases  in  the  left 
adrenal  and  the  right  ventricle  of  the  heart.  In 
addition  to  these,  a smooth  muscle  tumor  was 
found  in  the  pleura  of  an  eighty-three-year-old 
woman  by  Catron.  I have  seen  one  in  the  wall 
of  the  esophagus,  where  they  are  much  less 
infrequent. 

Dr.  Foot  steps  aside  from  the  mediastinum 
for  a moment  to  pay  his  respects  to  that  tumor 
of  mystery,  the  so-called  bronchial  adenoma. 
I am  interested  to  learn  that  apparently  he  looks 
with  favor  upon  Hamperl’s  suggestion  that  it 
may  be  a chromaffin-cell  tumor.  There  was  a 
time,  I think,  when  he  believed  that  they  were 
in  the  nature  of  carcinoids  because  he  succeeded 
in  staining  argentaffin  granules  in  the  cells  of  one 
tumor.  My  experience  with  these  tumors  is 
limited  to  14  cases,  and  so  far  their  genesis  has 
baffled  me.  They  seem  to  me  quite  different 
from  any  tumors  with  which  I am  acquainted 
which  arise  from  the  mucosal  epithelium,  its 
glands,  or  its  ducts.  They  are  quite  different 
from  any  of  the  special  forms  of  mucous  and 
salivary  gland  tumors,  of  which  I have  seen  1 


example  arising  in  a bronchus.  I have  never 
succeeded  in  blackening  any  granules  within  the 
cells  with  silver.  They  do  not  appear  to  me  to 
be  lipoid-containing,  although  I have  not  had  a 
chance  to  confirm  this  point.  However,  the 
general  arrangement  and  appearance  of  the  cell 
strands  more  nearly  resemble  tumors  of  some 
of  the  glands  of  internal  secretion  than  anything 
else,  and  I shall  not  be  surprised  if  it  can  be 
demonstrated  some  day  that  they  belong  in  this 
category.  Their  biologic  behavior  is  well 
known,  chiefly  through  the  observations  of  the 
Mt.  Sinai  group,  who  have  studied  more  of  them 
than  anyone  else.  Kramer  and  Som  have 
pointed  out  that  they  may  reach  the  size  of  a 
grapefruit  without  actual  invasion.  I cannot 
agree  with  this  statement.  In  our  group  of  cases 
there  are  several  that  have  penetrated  the  wall 
of  the  bronchus  and  impinged  upon  the  lung. 
This  occurs  by  a process  of  microscopic  invasion 
that  is  so  slow  and  restricted  and  is  accompanied 
by  such  a degree  of  fibrosis  that  the  growth  al- 
ways appears  to  be  encapsulated,  even  when  it 
reaches  the  dimensions  of  6 by  10  cm.,  as  occurred 
in  1 of  our  cases.  Examination  of  the  confines 
of  our  tumors  always  showed  infiltrative  rather 
than  expansile  growth.  I quite  agree,  however, 
that  the  tumors  are  otherwise  benign  and  no  case 
has  been  known  to  metastasize. 

I want  to  endorse  what  Dr.  Foot  has  said 
about  the  importance  of  proper  fixation,  some 
versatility  in  histologic  technic,  and  the  examina- 
tion of  many  parts  of  any  given  specimen. 
These  are  essential  if  we  are  to  progress  in  tumor 
investigation. 

In  conclusion  I should  like  to  thank  Dr.  Foot 
for  his  well-considered  presentation  and  espe- 
cially for  asking  me  to  discuss  it,  for  this  has 
stimulated  me  to  review  my  acquaintance  with 
a most  interesting  field  of  tumor  pathology. 
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INFLUENCE  OF  INDUSTRIAL  MEDICAL  WORK  ON  GENERAL 
HEALTH  AND  MEDICAL  SCIENCE 

R.  R.  Sayers,  M.D.,  and  Roy  R.  Jones,  M.D.,  Washington,  D.  C. 

( From  the  United  States  Public  Health  Service ) 


The  value  of  the  industrial-hygiene 
program  in  the  prevention  of  specific 
occupational  diseases  is  readily  appreci- 
ated, but  frequently  we  fail  to  realize  the 
possible  benefits  to  the  general  health  of 
the  worker  and  his  family  that  may  follow 
our  efforts  in  this  field. 

Hygiene  is  defined  as  “that  branch  of 
medical  science  which  relates  to  the  pres- 
ervation and  improvement  of  health, 
both  in  individuals  and  in  the  commu- 
nity.” A comprehensive  program  in  in- 
dustrial hygiene  includes  more  than  plans 
for  the  elimination  and  control  of  specific 
occupational  disease  hazards.  It  makes 
use  of  all  measures  that  have  to  do  with 
the  preservation  and  improvement  of  the 
worker’s  health.  Industrial  hygiene  oc- 
cupies a definite  place  in  well-balanced 
public-health  departments — local,  state, 
and  federal.  Like  all  other  divisions  of  the 
public-health  program,  to  be  effective  it 
needs  to  be  a cooperative  and  not  a com- 
petitive service.  As  in  other  public- 
health  activities,  the  work  of  the  medical 
personnel  must  be  supplemented  by  that 
of  the  nurse,  dentist,  statistician,  and  en- 
gineer. The  benefits  upon  the  general 
health  in  the  community  resulting  from  a 
well-directed  program  in  industrial  hy- 
giene are  not  only  dependent  upon  the 
assistance  rendered  by  these  immediate 
groups,  but  also  upon  the  correlation  of 
such  a program  with  the  work  of  other 
health  and  welfare  agencies  in  the  com- 
munity— particularly  that  of  the  family 
physician. 

The  practice  of  public  health  may  be 
said  to  be  the  application  of  preventive 
and  curative  methods  of  treatment  upon 
groups  as  differentiated  from  the  personal 
or  private  practice  of  prevention  and  cure 


upon  the  individual  case.  For  conven- 
ience, public-health  methods  may  be  clas- 
sified as  educational,  administrative,  and 
professional.  From  the  definition  and 
classification  given,  it  is  obvious  that  in  a 
sense  all  legal  practitioners  of  medicine 
may  be  considered  as  public-health  of- 
ficials, and  the  services  they  render  as 
such  in  the  field  of  industrial  hygiene  are 
largely  determined  by  the  opportunities 
they  have  of  contacting  industrial  groups, 
and  by  the  extent  to  which  they  cooperate 
with  the  duly  designated  public -health 
agencies. 

According  to  the  U.  S.  Census  Report 
for  1930,  approximately  49,000,000,  or 
more  than  one-third  of  our  population, 
were  gainfully  employed.  About  15,000,- 
000  of  this  group  were  employed  in  the 
manufacturing,  mechanical,  and  mineral 
industries.  In  the  past  more  attention 
has  been  given  by  those  in  industrial 
hygiene  to  the  study  and  elimination  of 
obvious  occupational-disease  hazards  as- 
sociated with  employment  in  this  latter 
group  of  industries. 

The  past  few  decades  have  seen  marked 
changes  in  medical  practice  as  applied  to 
industrial  groups.  Formerly,  industrial 
medicine  was  chiefly  concerned  with  the 
treatment  of  traumatic  injuries,  and  the 
selection  of  applicants  for  employment. 
The  adoption  of  compensation  laws  pro- 
viding benefits  for  accidental  injuries  was 
a deciding  factor  in  the  establishment  of 
such  services.  The  relationship  of  health 
to  accidents  gradually  became  apparent, 
and  the  more  progressive  employers  have 
provided  more  complete  health  supervi- 
sion. Thus,  enactment  of  laws  com- 
pensating for  occupational  disease  have 
made  medical  supervision  more  impor- 
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Fig.  1.  Relative  mortality  in  different  occupa- 
tional classes,  by  cause,  10  states,  1930. 


tant.  There  is  probably  an  even  greater 
relationship  between  general  health  and 
occupational  disease  than  between  health 
and  accidents. 

As  a result,  today  many  establishments 
employing  large  numbers  of  workers  com- 
monly provide  medical  supervision.  How- 
ever, approximately  50  per  cent  of  all 
workers  in  manufacturing  establishments 
are  found  in  plants  employing  less  than 
250  workers.  There  is  serious  need  for 
the  development  of  an  industrial-hygiene 
program  that  will  serve  this  group.  The 
success  of  health  activities  in  the  larger 
establishments  will  be  directly  benefited 
by  such  efforts. 

In  the  main,  occupational  diseases  are 
chronic,  resulting  from  months  or  years 
of  exposure.  Many  workers  in  the  larger 
establishments  gain  their  training  and  ex- 
perience in  smaller  plants,  and  unless  they 
have  adequate  health  supervision  during 
periods  of  such  employment  they  will 
come  to  work  in  the  larger  establishments 
more  susceptible  to,  if  not  already  suf- 
fering from  the  effects  of,  harmful  occupa- 
tional exposure. 


It  has  been  shown  that  the  incidence  of 
pneumonia,  tuberculosis,  and  some  of  the 
so-called  degenerative  diseases  are  greater 
among  some  labor  groups  than  among  the 
general  population.  This,  it  is  acknowl- 
edged, is  due  to  social  and  economic  con- 
ditions as  well  as  conditions  of  industrial 
environment.  Corrective  measures  to  be 
effective  must  include  specific  attack  upon 
these  three  fronts.  The  following  table 
indicates  the  difference  in  mortality  rates 
by  various  occupational  classes.1 

Fig.  1 shows  graphically  the  relative 
mortality  in  different  occupational  groups, 
by  cause.  It  is  apparent  that  we  have 
here  in  some  occupational  groups,  an  ex- 


TABLE  1. — Adjusted*  Mortality  Rates,  Males, 
15-64  Years  of  Age,  in  10  States,  t 1930,  According 
to  Occupational  Class 


Occupational  Group 

Rate  per 
1,000 

Population 

Deaths 

Professional  men 

7.0 

636,608 

4,428 

Proprietors,  managers,  and 
officials 

7.4 

1,426,425 

12,440 

Clerks  and  kindred  workers 

7.4 

2,216,477 

13,793 

Skilled  workers  and  foremen 

8.1 

2,725,992 

23,282 

Semiskilled  workers 

9.9 

2,543,762 

22,281 

Unskilled  workers 

13.1 

2,455,773 

32,248 

All  gainfully  occupied  males 

8.7 

14,013,367 

121,951 

Agricultural  workers 

6.2 

2,008,330 

13,479 

* Adjusted  to  distribution  of  all  gainfully  occupied 
males  in  three  age  groups,  15-24,  25-44,  45-64. 

f Alabama,  Connecticut,  Illinois,  Kansas,  Massachu- 
setts, Minnesota,  New  Jersey,  New  York,  Ohio,  and 
Wisconsin. 

cessive  mortality  from  certain  diseases 
which  we  should  be  able  to  greatly  reduce 
through  the  application  of  public-health 
measures.  This  approach  is  logical  and  in 
keeping  with  established  public-health 
procedure.  In  the  control  of  communi- 
cable diseases  we  plan  our  educational  and 
administrative  program  for  the  age  group 
most  seriously  affected,  through  the 
public-school  system  and  for  the  mothers 
of  these  children  through  their  women’s 
clubs  and  parent-teacher  associations.  In 
our  efforts  to  reduce  mortality  of  the 
mother  and  newborn,  we  carry  our  serv- 
ices to  that  group.  Those  employed  in 
industry  constitute  a well-defined  unit 
in  our  population  and  one  through  which 
much  should  be  accomplished  by  coopera- 
tive public-health  efforts. 

Numerous  investigations  may  be  cited 
to  show  the  excessive  rates  of  tuberculosis 
and  pneumonia,  in  certain  occupational 
groups,  and  the  effects  of  such  rates 
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TABLE  2. — Deaths  And  Death  Rates  from  Tuberculosis  in  the  Towns  A,  B,  C,  and  H 


Town  A 

Town  B 

Town  C 

Towns  A,  B,  C 

Town  H 

Esti- 

Deaths  Death 

Esti- 

Deaths  Death 

Esti- 

Deaths 

Death 

Deaths  Death 

Esti- 

Deaths Death 

mated 

from 

rate 

mated 

from 

rate 

mated 

from 

rate 

from 

rate 

mated 

from 

rate 

popula- 

tuber- 

per 

popula- 

tuber- 

per 

popula- 

tuber- 

per 

tuber- 

per 

popula- 

tuber- 

per 

Year 

tion 

culosis 

1,000 

tion 

culosis 

1,000 

tion 

culosis 

1,000 

culosis 

1,000 

tion 

culosis 

1,000 

1900 

1,302 

5 

3.8 

1,218 

2 

1.6 

2,678 

7 

2.6 

14 

2.7 

3,424 

10 

2.9 

1901 

1,305 

2 

1.5 

1,228 

2,683 

1 

.3 

3 

.6 

3,294 

5 

1.5 

1902 

1,309 

2 

1.5 

1,238 

4 

3.2 

2.689 

3 

1.1 

9 

1.9 

3,163 

6 

1.9 

1903 

1,312 

1,249 

3 

2.4 

2,694 

5 

1.8 

8 

1.5 

3,032 

4 

1.3 

1904 

1,316 

3 

2.2 

1,259 

7 

5.5 

2,700 

6 

2.2 

16 

3.0 

2,902 

4 

1.3 

1905 

1,320 

2 

1.5 

1,269 

1 

.8 

2,705 

3 

1.1 

6 

1.3 

2,771 

5 

1.8 

1906 

1,323 

2 

1.5 

1,280 

2 

1.5 

2,711 

6 

2.2 

10 

1.8 

2,640 

3 

1.1 

1907 

1,327 

1 

.7 

1,290 

2 

1.5 

2,716 

11 

4.0 

14 

2.6 

2,510 

3 

1.1 

1908 

1,330 

2 

1.5 

1,300 

4 

3.0 

2,722 

5 

2.2 

11 

2.0 

2,379 

1 

.4 

1909 

1,334 

5 

3.7 

1,311 

1 

.7 

2,727 

1 

.3 

7 

1.3 

2,248 

1 

.4 

1910 

1,339 

2 

1.4 

1,321 

2,733 

10 

3.6 

12 

2.2 

2,117 

1 

.4 

1911 

1,341 

2 

1.4 

1,331 

4 

3.0 

2,739 

3 

1.1 

9 

1.6 

1,987 

5 

2.5 

1912 

1,345 

1 

.7 

1,342 

4 

3.0 

2,745 

3 

1.1 

8 

1.4 

1,858 

1913 

1,349 

1,352 

5 

3.7 

2,751 

3 

1.1 

8 

1.4 

1,728 

1914 

1,352 

3 

2.2 

1,362 

3 

2.2 

2,757 

7 

2.5 

13 

2.3 

1,599 

2 

1.2 

1915 

1,373 

1 

.7 

1,375 

7 

5.0 

2,722 

9 

3.3 

17 

3.1 

2,379 

3 

1.2 

1916 

1,340 

4 

2.9 

1,347 

4 

2.9 

2,676 

7 

2.6 

15 

2.8 

2,353 

1 

.4 

1917 

1,601 

1,334 

3 

2.2 

2,611 

8 

3.0 

11 

1.9 

2,336 

1 

.4 

1918 

1,669 

2 

1.2 

1,274 

2 

1.5 

2,573 

8 

3.1 

12 

2.1 

2,122 

2 

.9 

1919 

1,702 

2 

1.1 

1,214 

3 

2.4 

2,671 

6 

2 

11 

1.9 

1,780 

T otal 

27,589 

41 

a1.5 

25,894 

61 

rt2.4 

54,003 

112 

rt2.1 

214 

“2.0 

48,622 

57 

“1.1 

a Average. 

upon  the  mortality  rates  for  the  commu- 
nity or  state  are  clearly  evident.  The 
above  table,  provided  in  the  report  of 
Drury2  upon  the  incidence  of  tuberculosis 
among  polishers  and  grinders  in  an  ax 
factory,  shows  that  the  death  rate  from 
pulmonary  tuberculosis  among  the 
workers  was  found  to  be  more  than  ten 
times  that  for  the  general  population  of 
the  state,  and  that  the  rate  in  mill  towns 
{A)  ( B ) (C)  was  approximately  twice  that 
for  town  ( H ) where  the  industries  did  not 
afford  exposure  to  siliceous  dust. 

In  the  report  upon  the  Health  of 
Workers  in  the  Granite  Industry3  by  the 
Public  Health  Service,  it  was  found  that 
the  annual  rate  per  1,000  for  tuberculosis 
among  pneumatic-tool  cutters  for  ages  20 
and  over  was  19.58,  while  for  rural  Ver- 
mont the  rate  for  a similar  age  group  was 
but  1.42. 

It  has  been  estimated4  that  in  the  whole 
U.  S.  there  are  more  than  500,000  workers 
employed  under  conditions  affording  a 
harmful  exposure  to  silica  dust.  It  is  ap- 
parent that  efforts  to  reduce  tuberculosis 
among  this  group  through  control  of  the 
silica  hazard  and  through  a well-planned 
education  program  as  to  how  tuberculosis 
may  be  prevented  will  materially  benefit 
the  general  population. 

The  antituberculosis  campaign  fre- 
quently carried  out  in  our  public-school 
systems  to  detect  and  treat  early  cases  of 


pulmonary  tuberculosis  and  prevent  the 
spread  of  the  disease,  is  just  as  applicable 
to  adult  population  groups — provided 
contact  with  such  groups  may  be  estab- 
lished. It  is  known  that  the  employees  in 
certain  industries  are  working  under  con- 
ditions that  favor  the  increase  and  spread 
of  pulmonary  tuberculosis,  and  some  of 
these  groups  have  asserted  their  interest 
in  a tuberculosis-control  program,  pro- 
vided it  may  be  carried  out  without  creat- 
ing undue  and  unnecessary  economic  and 
social  handicaps.  It  is  the  duty  of  per- 
sons interested  in  the  successful  control  of 
pulmonary  tuberculosis  in  the  community 
to  develop  this  program. 

It  is  well  known  that  the  incidence  of 
pneumonia  among  iron  and  steel  workers 
is  greatly  in  excess  of  that  for  some  other 
occupational  groups  and  for  the  general 
population.  Table  3 (page  1008),  taken 
from  Public  Health  Bulletin  No.  202, 5 re- 
porting upon  the  incidence  of  pneumonia 
among  iron  and  steel  workers,  shows  their 
pneumonia  rate  is  approximately  twice 
that  for  employees  in  public  utilities  and 
other  industries  as  a group. 

The  report  further  states: 

‘ ‘The  death  rate  from  pneumonia  in  the 
female  population  of  the  city  at  these 
ages  was  56  per  year  per  100,000  during 
the  four  years  ending  December  31, 
1927.  In  the  registration  states  the  rate 
for  the  same  period  was  about  28.  When 
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TABLE  3. — Frequency  of  Cases  of  Pneumonia 
(All  Forms)  Causing  Disability  for  Eight  Calendar 
Days  or  Longer  Among  the  Male  Members  of 
Sick-Benefit  Associations  Reporting  to  the  United 
States  Public  Health  Service,  1922  to  1928,  Classi- 
fied According  to  Industry 


Annual  Number 

of  Cases  per 
1,000  Men 

Number 

Number  of 

(in  Terms  of 

of 

Years  of 

Years  of  Life 

Cases  of 

Life 

Industry 

Observed) 

Pneumonia 

Observed* 

Iron  and  steel 

4.4 

1,457 

330,606 

Public  utilities 

2.6 

521 

202,822 

Other  industries  f 

2.9 

854 

292,477 

* Sum  of  the  average  number  of  members  for  each  of 
the  years  included. 

t A miscellaneous  group;  products  include  chemicals, 
abrasives,  plumbing  fixtures,  electrical  equipment,  paper, 
paper  novelties,  timepieces,  hats,  underwear,  flour,  soap, 
and  other  articles  of  manufacture.  During  the  five  years, 
1924-1928,  the  pneumonia  rate  for  this  group  was  3.0. 

the  last-named  figure  was  adjusted  for 
the  higher  pneumonia  mortality  generally 
found  in  cities,  an  estimate  of  about  34 
deaths  per  year  per  100,000  females  was 
obtained  for  the  age  group  15  to  45. 
Therefore,  the  mortality  from  pneumonia 
among  the  women  of  the  city  in  which  the 
steel  plant  was  located  was  above  the 
average  for  American  cities. 

“Among  the  city’s  male  population  at 
these  ages  the  pneumonia  death  rate 
was  almost  twice  the  female  rate.  Among 
employees  of  the  steel  works  studied,  the 
rate  was  higher  than  among  males  in  the 
general  population,  but  this  is  of  little 
significance  since  more  than  one-half  of 
the  male  population  of  the  city  at  the 
ages  mentioned  was  estimated  to  be  en- 
gaged in  the  steel  industry.  More  illumi- 
nating is  the  comparison  with  the  mor- 
tality rate  of  the  women.  In  certain  de- 
partments of  the  steel  plant  studied,  e.g., 
the  blast  furnace,  coke  ovens,  open  hearth, 
coal  mines,  and  general  labor  departments 
(considered  as  one  group),  the  pneumonia 
death  rate  was  4.3  times  that  of  women  at 
the  same  ages  in  the  city  as  a whole. 
There  is  little  evidence,  therefore,  that 
community  conditions  were  responsible 
for  the  high  rate  among  the  steel  workers. 
On  the  contrary,  the  comparisons  clearly 
indicate  that  the  male  pneumonia  death 
rate  of  the  community  was  increased  ap- 
preciably by  the  prevalence  of  the  dis- 
ease among  those  engaged  in  certain  proc- 
esses of  iron  and  steel  manufacturing.” 

Pneumonia  in  all  forms  continues  to  be 
one  of  the  leading  causes  of  death.  We 


should  not  fail  to  grasp  the  opportunity 
we  have  here  to  follow  established  public- 
health  procedure  and  plan  for  and  carry 
to  those  most  seriously  affected  a definite 
program.  Those  actively  engaged  in 
industrial-hygiene  activities  have  here  an 
opportunity  not  only  to  aid  the  workers 
as  a group,  but  at  the  same  time  do  work 
that  will  lessen  the  incidence  of  pneu- 
monia among  the  general  population. 

Recent  reports  based  upon  analysis  of 
data  collected  during  the  National  Health 
Survey6  indicate  the  severity  and  inci- 
dence of  disabling  illness  and  show  a 
marked  difference  in  time  lost  in  various 
occupational  groups. 

A review  of  the  experiences  reported 
.by  those  states  providing  compensation 
for  occupational  diseases  indicates  that  al- 
though such  diseases  are  definite  and  im- 
portant, they  are  minor  causes  for  lost 
time  from  work  due  to  illness.  Newquist 
has  stated  that  there  is  approximately 
fifteen  times  as  much  time  lost  from  work 
due  to  general  illness  as  from  specific 
occupational  diseases  and  accidents.7 
When  compared  with  compensation  for 
accidents  it  is  found  that  occupational - 
disease  costs  represent  approximately  2 
to  10  per  cent  of  the  total  accident  cost. 
Occupational  diseases  are  preventable, 
and  as  our  experience  increases  we  should 
be  able  to  reduce  them  to  a marked  degree 
more  readily  than  we  can  expect  to  con- 
trol accidents. 

When  industry  first  began  seriously  to 
control  accidental  injuries,  industrial  ac- 
cidents were  a major  cause  for  lost  time 
from  work.  With  the  development  of  a 
comprehensive  accident-prevention  pro- 
gram, industrial  accidents  are  rapidly  be- 
ing controlled,  so  that  at  present  it  is 
estimated  that  off-duty  accidents  cause  by 
far  the  greater  amount  of  lost  time  from 
work.  As  a result  we  see  the  safety 
personnel  devoting  perhaps  most  of  their 
time  to  educational  measures  designed 
to  lessen  accidents  in  the  home,  public 
meeting  places,  and  on  the  highway. 

As  one  important  objective,  there  is  a 
definite  need  in  the  teaching  of  medicine 
for  greater  stress  to  be  placed  upon  the 
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relationship  of  environment  to  health.  It 
is  believed  that  this  may  be  accomplished 
by  the  medical  schools,  without  detracting 
from  necessary  clinical  instruction  relat- 
ing to  diagnosis  and  treatment.  Ob- 
viously, medical  students  need  to  know 
curative  measures.  It  is,  however,  just 
as  obvious  that  they  should  likewise  be 
familiar  with  preventive  measures.  Not 
that  the  proportion  of  time  allowed  in 
school,  which  is  assigned  solely  to  the 
subject  of  preventive  medicine,  need  be 
lengthened,  but  that  throughout  all 
clinical  years  emphasis  should  be  placed 
upon  the  relationship  of  environment  to 
disease.  One  important  factor  or  means 
of  accomplishing  this  would  be  to  train 
the  student  in  taking  a complete  occupa- 
tional history.  With  the  information 
such  a history  would  make  available, 
there  is  less  chance  for  neglecting  to  con- 
sider the  effects  of  industrial  environment 
when  arriving  at  the  diagnosis  and 
treatment  of  diseases. 

In  our  engineering  schools,  where  in- 
dustrial processes  and  planning  are 
taught,  the  accident  and  health  hazards 
associated  with  the  operation  should  be 
given  the  attention  they  merit.  Thus,  to 
our  future  captains  of  industry  we  should 
make  available  during  their  undergradu- 
ate or  training  career,  such  information  as 
will  make  them  familiar  with  industrial 
health  and  accident  hazards.  When  the 
small  plating  tank,  used  for  teaching  pur- 
poses, is  equipped  with  control  exhaust, 
and  its  needs  stressed,  the  larger  ones  used 
in  industry  will  more  likely  be  found  ef- 
fectively controlled.  When  new  processes 
are  discussed  in  the  classroom  and  the 
operators’  health  considered,  the  same 
practice  will  more  likely  be  found  in 
modern  industrial  environment. 

The  necessary  safety  devices  guarding 
against  accidents  and  occupational  dis- 
eases should  be  an  integral  part  of  ma- 
chines and  equipment  manufactured  for 
industrial  use.  Examples  of  the  applica- 
tion of  such  preventive  measures  should 
be  shown  to  engineering  students.  When 
employers  demand  safe  equipment,  manu- 
facturers will  produce  it. 


As  another  objective,  there  is  immedi- 
ate need  for  the  development  of  a pro- 
gram of  cooperation  between  state  de- 
partments of  health  and  organized  medi- 
cine, which  is  designed  to  make  available, 
to  workers  in  the  so-called  hazardous 
trades  and  employed  in  small  groups, 
effective  health  supervision.  This  super- 
vision should  be  such  as  to  afford  the 
proper  placement  of  applicants  for  work 
at  tasks  they  are  physically  able  to  carry 
on  with  safety  to  themselves  and  to  their 
fellow  workers.  It  should  provide  regu- 
lar periodic  examinations  of  industrial 
workers  to  detect  early  evidence  of  any 
injurious  effects  of  environment  upon 
health,  at  a time  that  will  permit 
elimination  of  the  industrial  hazard 
without  necessitating  change  of  occupa- 
tion for  the  worker.  Such  supervision 
should  likewise  provide  regular  and 
authentic  advice  as  to  ways  in  which 
general  health  may  be  improved,  and 
time  lost  from  work  due  to  preventive 
illness  be  effectively  reduced.  The  bene- 
fits of  such  a program  will  be  realized 
when  and  if  state  departments  of  health 
are  staffed  with  adequate  personnel, 
familiar  with,  and  trained  in,  industrial 
hygiene  as  a public-health  activity,  and 
when  collective  cooperation  is  assured 
from  managements  and  labor.  Our 
social  security  program  has  made  it 
possible  for  state  health  departments  to 
initiate  the  assumption  of  responsibilities 
in  this  field  as  rapidly  as  trained  workers 
are  available. 

It  is  encouraging  to  note  that  rapid 
progress  is  being  made  in  the  develop- 
ment of  industrial  hygiene  as  a regular 
public-health  activity. 

At  present  there  are  23  state  health 
departments  and  4 city  health  depart- 
ments that  have  established  bureaus  or 
divisions  of  industrial  hygiene.  The 
majority  of  these  units  have  been  es- 
tablished during  the  past  three  years. 
Industry,  labor,  and  organized  medicine 
can  do  much  to  aid  in  the  further  develop- 
ment and  usefulness  of  these  agencies. 
All  groups  should  become  familiar  with 
the  plans  made  by  these  bureaus  and  how 
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they  may  be  of  public  service.  Not  only 
the  workers  and  their  employers  will 
benefit  by  such  cooperative  action,  but 
what  is  just  as  important,  community  and 
national  health  will  be  improved  and 
protected. 

The  situation  as  regards  the  prospects 
of  an  educational  health  program  among 
employees  of  our  larger  industrial  estab- 
lishments is,  fortunately,  much  more 
promising.  Industrial  medicine  to  these 
groups  has  come  to  mean  preventive 
medicine,  including  the  prevention  of 
every-day  illnesses  as  well  as  specific 
occupational  diseases.  It  is  indeed  fortu- 
nate that  we  have  this  experienced  group 
of  medical  and  engineering  personnel 
anxious  and  willing  to  assist  health 
officials  and  the  modern  employer  in 
rendering  a similar  service  to  establish- 
ments without  full-time  medical  super- 
vision. Within  these  larger  units  we 
have  the  organization  already  established 
to  begin  a more  comprehensive  program 
of  health  education.  Leaders  in  safety 
promotion  are  usually  well  equipped  to 
assist  in  arranging  health  educational 
activities.  The  addition  of  health  topics 
to  accident  prevention  programs  will 
increase  the  interest  of  the  worker  in 
both  phases  of  environmental  protection. 
Workers  have  taken  a greater  interest  in 
accident  prevention  since,  as  an  organized 
group,  they  have  been  shown  the  need  of 
their  cooperation . W e may  expect  equally 
whole-hearted  assistance  from  them  if 
they  are  given  a part  in  an  industrial 
community-health  program. 

It  is  obvious  from  these  approaches 
that  we  have  discussed  that  the  situation 
requires  the  application  of  public-health 
methods  relating  to  educational  and  ad- 
ministrative control.  Public-health  meas- 
ures cannot  be  applied  effectively  in  the 
control  of  illnesses  until  agencies  are 
advised  as  to  when,  where,  and  why  such 
illnesses  are  developing.  The  local  and 
state  health  officers  are  unable  to  accom- 
plish much  without  the  cooperation  of  the 


Few  things  are  more  important  to  a community 
than  the  health  of  its  women.  If  strong  is  the 
frame  of  the  mother,  says  a proverb,  the  son 


practicing  physician  in  regularly  report- 
ing the  incidence  of  disabling  illness. 
In  the  case  of  establishments  maintain- 
ing medical  supervision  this  could  be  a 
relatively  easy  matter,  but  where  such 
services  are  not  available  we  must  con- 
tinue to  look  to  the  support  of  the  family 
physician.  It  is  believed  that  when  a 
health  agency  is  prepared  to  do  something 
about  those  cases  that  are  reported  and 
take  definite  steps  to  prevent  recurrence, 
we  shall  have  the  whole-hearted  sup- 
port of  all  regular  practicing  physicians. 

Workers  and  their  families  are  becom- 
ing increasingly  health  conscious.  There 
is  urgent  need  for  health  authorities  both 
public  and  private  to  assume  leadership 
in  present  health-education  movements. 
Experience  indicates  that  it  is  possible 
through  well-organized  public-health  ac- 
tivities to  make  a group  or  community 
health  conscious  without  the  mass 
hysteria  and  fear  that  have  sometimes 
followed  unguided  efforts  to  inform  the 
public  regarding  health  matters. 

It  is  the  feeling  of  those  most  closely 
associated  with  the  development  of 
industrial  health  activities  in  state  and 
city  health  departments  that,  generally 
speaking,  employers,  workers,  and  com- 
munities favor  this  program;  and  with 
their  support  it  is  certain  that  the  effects 
of  well-directed  industrial-hygiene  ac- 
tivities as  a public-health  function  will 
soon  be  reflected  in  an  improvement  in 
the  general  health  of  the  community. 
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will  give  laws  to  the  people.  And  in  nations 
where  all  men  give  laws,  all  men  need  mothers 
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SYPHILIS  CONTROL 

Administrative  and  Epidemiologic  Aspects 

Clealand  A.  Sargent,  M.D.,  Buffalo,  New  York 
{New  York  State  Department  of  Health) 


ASYPHiLis-control  program  should 
include  case  finding,  location  of 
sources  of  infection  by  epidemiologic 
investigation,  treatment  of  patients  with 
early  and  potentially  infectious  syphilis, 
prevention  of  congenital  syphilis,  statisti- 
cal studies,  and  public-health  education. 

Case  Finding 

We  are  primarily  interested  in  patients 
with  early  and  potentially  infectious 
syphilis.  To  classify  cases  and  to  avoid 
duplicate  reporting,  it  is  essential  that  a 
syphilis  register,  which  consists  of  re- 
ports of  all  cases  diagnosed  as  syphilis, 
be  maintained.  In  addition  to  the  identi- 
fication of  the  patient,  the  case  card 
should  also  contain  the  date  and  character 
of  first  signs  or  symptoms,  date  of  diag- 
nosis, serologic  history,  amount  and  kind 
of  antisyphilitic  treatment  administered, 
and  the  name  and  address  of  the  physi- 
cian from  whom  the  report  was  received. 

A register  of  serologic  reports  may  be 
used  as  an  additional  aid  in  the  classifica- 
tion of  syphilis  cases.  If  the  serologic 
register  contains  both  positive  and  nega- 
tive reports,  information  pertaining  to 
the  results  of  the  examinations  of  con- 
tacts and  the  serologic  histories  of  re- 
ported cases  may  also  be  obtained.  To 
reduce  the  clerical  work  to  a minimum, 
the  original  cards  submitted  to  the 
laboratory  with  the  blood  may  be  used  to 
make  up  the  register  of  serologic  reports. 

The  value  of  the  registers  of  syphilis 
cases  and  serologic  reports  increases 
with  the  length  of  time  they  are  kept  and 
the  volume  of  reports  received.  To  be 
used  to  advantage,  the  reports  must  be 
filed  so  that  individual  records  may  be 
located  quickly  with  a minimum  of  effort. 


The  patient’s  name  and  case-card  num- 
bers may  be  entered  on  alphabetical  cards 
that  are  placed  in  visible  files,  and  the 
corresponding  case  cards  filed  in  chrono- 
logical order  in  vertical  files.  When  the 
registers  are  made  up  of  a large  number 
of  records,  the  individual  reports  may  be 
coded  and  filed  by  the  “Russell-Soundex” 
method. 

Advantages  of  the  Syphilis  and 
Serologic  Registers 

In  addition  to  being  aids  to  case 
finding,  the  syphilis  and  serologic  registers 
are  used  to  determine  the  areas  in  the 
city  where  syphilis  is  most  prevalent, 
so  that  a more  efficient  control  program 
may  be  planned.  They  are  used  to  obtain 
information  for  statistical  studies,  such 
as  the  difference  in  the  median  age  at 
death  of  patients  infected  with  syphilis, 
as  compared  with  the  median  age  of  all 
patients  at  death;  the  serologic  histories 
of  patients  who  lapse  treatment,  as  com- 
pared with  those  who  submit  to  treatment 
regularly;  the  prevalence  of  syphilis 
among  pregnant  women;  the  rate  of 
infection  among  various  groups  of  the 
population,  etc.  By  recording  all  the 
serologic  reactions,  treatment  history, 
and  diagnosis  upon  each  case  card,  with 
the  various  changes  in  addresses  and 
sources  of  treatment,  we  have  been  able 
to  render  a service  to  physicians.  If  a 
physician  submits  blood  to  the  laboratory 
of  a patient  previously  reported  as  a case 
of  syphilis  by  another  physician,  a letter 
is  written  to  the  physician,  in  which  he 
is  informed  that,  with  the  written  per- 
mission of  the  patient,  a search  will  be 
made  of  our  files  for  information  pertain- 
ing to  the  history  of  the  patient.  In 
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TABLE  1. — Distribution  of  Early  Syphilis  Cases 
According  to  Diagnosis  When  Reported  and  Source 
of  Report 


Physician 

Clinic 

Total 

Percent 

Primary 

155 

133 

288 

35. 5 

Secondary 

94 

85 

179 

22.1 

Asymptomatic 

182 

161 

343 

42.3 

Total 

431 

379 

810 

100.0 

many  instances  we  have  been  able  to  give 
the  serologic  and  treatment  histories  over 
a period  of  years.  This  procedure  tends 
to  encourage  the  reporting  by  correct 
name  and  address.  It  also  brings  to  the 
attention  of  the  physician  that  the  reports 
of  cases  may  be  used  to  good  advantage 
and  they  are  not  placed  in  files  merely  for 
the  purpose  of  accumulating  records. 
Physicians  will  report  cases  if  they  can 
be  assured  that  the  information  is  to  be 
kept  confidential  and  that  in  return  a 
definite  service  may  be  rendered. 

The  positive  serologic  report  should  be 
checked  against  the  syphilis  register.  In 
Buffalo  the  laboratory  report  is  used  as 
the  basis  for  the  case  report.  If  the  case 
is  located  in  the  syphilis  register,  the  data 
contained  in  the  current  laboratory  re- 
port should  be  entered  on  the  original 
case  card.  Changes  of  address,  attending 
physician,  etc.,  contained  in  subsequent 
reports  should  be  noted  on  the  case  card. 

If  the  name  of  the  patient  having  a 
positive  serologic  report  is  not  located  in 
the  syphilis  register,  the  attending  physi- 
cian is  requested  to  report  the  case  using 
the  report  form  provided  for  that  purpose, 
or  he  may  be  requested  by  telephone  to 
state  the  date  and  character  of  first 
symptoms  and  the  diagnosis.  If  the 
attending  physician  is  communicated 
with  promptly  following  receipt  of  the 
positive  serologic  report,  the  desired 
information  may  be  obtained  by  tele- 
phone without  revealing  the  identity  of 
the  patient. 

We  are  primarily  interested  in  patients 
whose  infection  is  in  the  early  and 
potentially  infectious  stages.  An  early 
case  is  defined  as  one  infected  within  one 
year.  Women  infected  with  syphilis  are 
considered  to  be  potentially  infectious 
throughout  the  childbearing  age.  Male 
syphilis  patients  are  classed  as  potentially 


infectious  until  the  end  of  the  second 
year  of  their  infection.  Twenty  doses  of 
an  arsenic  and  twenty  doses  of  bismuth 
or  a heavy  metal  are  accepted  as  sufficient 
treatment  to  render  a patient  with 
syphilis  noninfectious. 

Records  of  early  and  potentially  in- 
fectious cases  should  be  placed  in  visible 
files,  while  records  of  the  late  and  non- 
infectious cases  should  be  kept  in  the 
inactive  register. 

Every  precaution  should  be  taken  to 
keep  all  information  confidential.  All 


TABLE  2. — Number  and  Percentage  of  Cases  Lo- 
cated through  Follow-up  According  to  Stage  of 
Disease  and  Source  of  Report 


Physician 

Clinic 

Cases 

Cases 

Located 

Located 

Total 

through 

Total 

through 

Cases 

Follow-up 

Cases 

Folio 

iw-up 

Per- 

Per- 

centage 

centage 

of 

of 

No. 

total 

No. 

total 

Primary 

155 

16 

10.3 

133 

35 

26.5 

Secondary 

94 

8 

8.5 

85 

28 

32.9 

Asymptomatic 

182 

64 

35. 1 

161 

99 

61.4 

Total 

431 

88 

20.4 

379 

162 

42.8 

records  must  be  kept  in  locked  files.  If 
there  are  large  numbers  of  records  it  may 
be  advisable  to  have  them  placed  in  a 
room  in  which  no  other  form  of  clerical 
work  is  to  be  done,  to  which  only  those 
engaged  in  the  syphilis-control  program  be 
permitted  to  enter,  and  a lock  having  no 
master  key  be  placed  on  the  door.  No 
information  should  be  given  by  telephone 
even  to  the  attending  physician. 

Inasmuch  as  many  patients  with  gonor- 
rhea also  have  syphilis,  all  physicians  to 
whom  positive  gonorrhea  reports  are  sent 
should  be  requested  to  examine  the 
patients  for  syphilis  and  to  submit  blood 
for  serologic  tests. 

Table  1 indicates  the  diagnosis  at  the 
time  of  investigation  of  810  early  in- 
fectious cases  in  1936-1937  in  the  city 
of  Buffalo.  It  is  interesting  to  note  that 
35.5  per  cent  of  the  cases  had  primary 
lesions  and  22.1  per  cent  had  secondary 
lesions. 

Follow-up  by  epidemiologic  investiga- 
tion and  examination  of  individuals  in 
penal  institutions,  industrial  plants,  etc., 
have  been  a productive  means  of  case 
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finding.  The  number  and  percentage  of 
cases  located  through  follow-up  accord- 
ing to  the  stage  of  disease  and  the  source 
of  report  is  indicated  in  Table  2.  This 
table  indicates  that  30.8  per  cent  of  the 
early  cases  investigated  were  found  as  a 
result  of  various  types  of  follow-up. 

Epidemiologic  Investigation 

In  addition  to  the  identity  of  the 
patient,  the  epidemiologic  investigation 
form  should  contain  the  classification  of 
the  case,  data  pertaining  to  the  use  of 


TABLE  3. — Intervals  between  Onset  and  Diagnosis 
Early  Syphilis — Primary 


Onset  to  Diagnosis 
Physician  Clinic  Total 

Interval 

No. 

Per- 

centage 

No. 

Per- 

centage 

No. 

Per- 

centage 

Under  1 month 

101 

65.2 

66 

49.7 

167 

58.0 

1-2  months 

27 

17.4 

33 

24.8 

60 

20.8 

2-3  months 

9 

5.8 

16 

12.0 

25 

8.7 

3 or  more 
months 

18 

11.6 

18 

13.5 

36 

12.5 

Not  stated 

0 

0 

0 

0 

0 

0 

Total 

155 

100.0 

133 

100.0 

288 

100.0 

prophylactics,  the  name,  age,  address, 
and  marital  status  of  all  contacts  prior 
and  subsequent  to  infection,  the  dates  and 
number  of  contacts  and  date  and  results 
of  examination  of  contacts. 

Compulsion  should  not  be  used  to 
obtain  the  examination  of  contacts. 
Our  investigators  are  not  permitted  to 
interview  a contact  in  the  presence  of 
another  individual.  In  general  it  has 
been  our  policy  to  have  a contact  inter- 
viewed by  a staff  member  who  does  not 
know  with  whom  the  individual  was  in 
contact.  This  is  done  so  that  the  name 
of  the  patient  who  gave  this  confidential 
information  may  not  be  disclosed.  The 
contacts  are  submitted  to  repeated  ex- 
aminations for  a period  of  three  months. 

As  a result  of  the  investigation  of  810 
early  syphilis  cases,  611  contacts  were 
named,  an  additional  33  contacts  were 
reported  by  first  name  only,  and  the  in- 
mates  of  39  houses  of  prostitution  were 
designated  as  the  sources  of  infection. 
One  hundred  and  forty-six  contacts  were 
nonresident.  Of  the  remaining  465  con- 
tacts, 12,  or  2.5  per  cent,  refused  to  be 
examined.  Three  died  before  the  exami- 


TABLE  4. — -Intervals  between  Onset  and  Diagnosis 
Early  Syphilis — Secondary 


Onset  to  Diagnosis 
Physician  Clinic  Total 

Per-  Per-  Per- 

Interval  No.  cenlage  No.  cenlage  No.  centage 


Under  1 month 

54 

57 

. 5 

38 

44.7 

92 

51 

.3 

1-2  months 

17 

18, 

.1 

22 

25.9 

39 

21 

.8 

2-3  months 

8 

8 

.0 

8 

9.4 

16 

9. 

.0 

3 or  more  months 

14 

14. 

9 

16 

18.8 

30 

16 

.7 

Not  stated 

1 

1, 

, 5 

1 

1.2 

2 

1 

.2 

Total 

94 

100. 

.0 

85 

100.0 

179 

100 

.0 

nations  were  made.  One  hundred  and 
fourteen  of  the  remaining  resident  con- 
tacts were  negative  upon  examination. 
Fifty-five  were  negative  upon  one  exami- 
nation, 43  upon  two  examinations,  and  16 
upon  three  examinations.  Five  contacts 
were  negative  upon  the  first  examination 
but  were  positive  upon  the  second.  Two 
contacts  were  positive  on  the  third 
examination  after  being  negative  on  two 
examinations.  The  336  resident  contacts 
with  positive  results  upon  examination, 
were  classified  as  follows:  early,  210; 

other  potentially  infectious,  50;  late,  76. 

TABLE  5. — Interval  between  Diagnosis  and  First 
Treatment,  Primary  Syphilis 

Diagnosis  to  First  Treatment 
Physician  Clinic  Total 

Per-  Per-  Per- 


Interval 

No. 

centage 

No. 

centage 

No. 

centage 

Under  1 month 

90 

58.0 

75 

56.5 

165 

57.3 

1-2  months 

2 

,'■1.3 

1 

0.75 

3' 

1.1  • 

2—3  months 
3 or  more  . , 

1 

0.7 

0 

0 

1 

0.3 

months 

0 

0 

1 

' 0.75 

1 

0.3 

Not  stated 

62 

40.0 

56 

42.0 

118 

41.0 

Total 

<12 

155 

100.0 

133 

100,0 

288 

100.0 

By  epidemiologic  investigation  the 
intervals  between  onset  and  diagnoses  of 
early  primary  syphilis  cases  were  de- 
termined. In  Table  3 it  will  be  seen 
that  58  per  cent  of  the  288  primary  cases 
were  diagnosed  within  a month  of  the 
first  symptoms.  Table  4 indicates  that 
the  diagnoses  of  51.3  per  cent  of  the 
secondary  cases  were  made  within  a 
month  of  the  appearance  of  symptoms. 

The  intervals  from  diagnosis  to  first 
treatment  of  the  primary  cases  were 

57.3  per  cent  within  one  month,  as  seen 
in  Table  5,  and  in  the  secondary  cases 

60.4  per  cent  as  indicated  in  Table  6. 

In  our  experience  it  has  been  necessary 
to  investigate  approximately  9 early 
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TABLE  6. — Intervals  between  Diagnosis  and  First 
Treatment,  Secondary  Syphilis 


Diagnosis  to  First  Treatment 
Physician  Clinic  Total 

Per-  Per-  Per- 


Interval 

No. 

centage 

No. 

centage 

No. 

centage 

Under  1 month 

64 

68.  1 

44 

51.8 

108 

60.4 

1—2  months 

0 

0 

1 

1.2 

.1 

0 . 5 

2—3  months 

0 

0 

0 

0 

0 

0 

3 or  more  months 

0 

0 

0 

0 

0 

0 

Not  stated 

30 

31.9 

40 

47.0 

70 

39.1 

Total 

04 

100.0 

85 

100.0 

179 

100.0 

infectious  syphilis  cases  to  find  1 early 
case  not  previously  reported  among  the 
contacts.  For  two  months  accurate 
records  were  kept  of  the  time  devoted  to 
the  various  types  of  field  work  by  the 
staff  members.  It  was  found  that  the 
average  cost  of  investigation  of  early 
syphilis  cases  was  approximately  $7 
per  case.  The  average  cost  of  locating 
and  persuading  contacts  to  submit  to 
examination  was  approximately  $17  per 
contact. 

TABLE  7. — Early  Syphilis,  Date  and  Character  op 
First  Symptoms,  Unknown  or  Not  Stated 

Diagnosis  to  First  Treatment 
Physician  Clinic  Total 

Per-  Per-  Per- 


Interval 

No. 

centage 

No. 

centage 

No. 

centage 

Under  1 month 

85 

46.7 

84 

52.2 

169 

49.9 

1—2  months 

0 

0 

1 

0.6 

1 

0.3 

2-3  months 
3 or  more 

1 

0.6 

0 

0 

1 

0.3 

months 

2 

1.1 

4 

2 . 5 

6 

1.6 

Not  stated 

94 

51.6 

72 

44  7 

166 

48.4 

Total 

182 

100.0 

161 

100.0 

343 

100.0 

Not  infrequently  cases  are  located 
that  cannot  be  classified  as  early,  poten- 
tially infectious,  or  late,  due  to  absence  of 
symptoms  and  lack  of  history  of  lesions. 
All  individuals  under  thirty  years  of  age 
having  two  recent  positive  Wassermanns, 
not  previously  reported,  negative  upon 
physical  examination,  and  giving  no  his- 
tory of  lesions  of  syphilis,  are  investigated 
as  early  syphilis  cases.  These  cases  are 
not  classified  as  early  cases  unless  among 
their  recent  contacts  a patient  is  found 
with  lesions  of  early  syphilis. 

Patients  attended  by  private  physicians 
are  not  interviewed  without  the  consent 
of  the  physician.  If  an  investigator  is  not 
permitted  to  interview  a private  patient, 
the  physician  is  requested  to  obtain  the 
information  and  complete  the  epidemio- 


logic investigation  form.  For  the  most  | 
part,  patients  with  early  syphilis  are  j 
interviewed  only  once  by  staff  members. 
Practically  all  information  obtained  upon 
investigation  as  recorded  in  the  preced- 
ing paragraphs  was  obtained  upon  one 
visit  to  the  patients.  It  has  been  our 
experience  that  the  investigation  of  early 
syphilis  cases  can  be  more  thoroughly 
carried  out  by  clinic  physicians  at  the 
time  of  the  patient’s  visit  to  the  clinic 
than  by  field  workers. 

Treatment 

The  public  cannot  be  protected  from 
syphilis  by  such  measures  as  quarantine 
or  immunization.  Treatment  of  infec- 
tious cases  controls  the  spread  of  the 
disease.  Although  antisyphilitic  drugs, 
laboratory  services,  and  treatment  in 
clinics  are  provided  without  charge  for 
patients  without  funds,  one  of  the  major 
problems  in  syphilis  control  is  keeping 
infectious  cases  under  treatment  until 
they  are  rendered  noninfectious.  A 
recent  study  of  the  treatment  histories  of 
666  early  and  potentially  infectious 
syphilis  cases  brought  out  the  fact  that 

50.3  per  cent  of  private  cases  and  75.5 
per  cent  of  clinic  cases  lapsed  treatment 
before  the  forty  doses  of  antisyphilitic 
drugs  were  administered.  Two  hundred 
and  sixty-eight  patients,  or  40.2  per  cent 
did  not  lapse  treatment.  The  398 
patients  who  were  delinquent  actually 
lapsed  treatment  six  hundred  and  fifty- 
three  times,  or  an  average  of  1.6  times 
per  patient.  At  the  end  of  one  year, 
65.8  per  cent  of  the  patients  had  received 
the  forty  doses  of  antisyphilitic  drugs, 
6.7  per  cent  were  under  treatment,  and 

27.3  per  cent  had  been  lost  from  observa- 
tion. The  nurses  made  2,396  visits  to 
patients  who  lapsed  treatment  during 
the  year,  or  an  average  of  3.6  visits  per 
lapsed  case. 

A definite  program  of  obtaining  the 
treatment  histories  of  all  early  and 
potentially  infectious  cases  at  least  once 
a month,  should  be  carried  out.  In 
Buffalo,  nurses  visit  all  clinics  each  week 
at  which  time  they  obtain  the  names  of 
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patients  who  have  lapsed  treatment. 
The  names  of  private,  early,  and  poten- 
tially infectious  syphilis  cases  are  entered 
on  file  cards,  which  are  placed  in  a 
“tickler”  file  so  that  each  week  each  nurse 
is  given  the  names  of  patients  to  be 
checked  with  private  physicians.  Pa- 
tients who  have  lapsed  treatment  are 
visited  by  the  nurses,  whose  duty  it  is 
to  determine  whether  there  are  sufficient 
reasons  why  the  patient  should  not  re- 
sume treatment.  If  there  is  no  apparent 
reason  why  the  patient  cannot  continue 
treatment,  he  is  advised  and  urged  to  do 
so  by  the  nurse.  If  the  patient  does  not 
return  for  treatment  within  one  week, 
a warning  letter  is  delivered  and  read  to 
the  patient  by  the  nurse.  If  all  other 
means  fail,  we  resort  to  legal  compulsion, 
but  in  such  a way  as  to  embarrass  the 
individual  as  little  as  possible. 

Patients  who  lapse  treatment  should 
be  followed  promptly  to  prevent  the 
spread  of  syphilis  and  to  locate  them 
before  the  address  has  been  changed  so 
many  times  that  there  is  danger  of  losing 
them. 

By  checking  the  treatment  histories  of 
private  patients,  we  have  been  able  to 
render  a service  to  physicians,  since 
every  effort  is  made  to  induce  the  patient 
to  return  to  the  physician  who  was  treat- 
ing him  when  he  lapsed  treatment. 
During  1937  we  were  able  to  return  68 
per  cent  of  delinquent  private  patients  to 
their  physicians. 

Prevention  of  Congenital  Syphilis 

In  Buffalo  the  names  of  all  applicants 
for  marriage  licenses  and  the  married 
and  maiden  names  of  all  clinic  prenatal 
cases  are  checked  against  the  syphilis 
and  serologic  registers.  All  pregnant 
women  who  have  been  infected  with 
syphilis  are  visited  by  the  nurses  and  per- 
mission obtained  to  discuss  the  patient’s 
history  with  the  director  of  the  prenatal 
clinic  and  to  request  him  to  administer 
antisyphilitic  drugs  during  pregnancy. 
If  a patient  with  syphilis  in  the  early  or 
potentially  infectious  stage  has  recently 
married,  he  is  requested  to  have  the 


marital  partner  examined  and  kept  under 
observation.  This  program  will  soon  be 
unnecessary,  due  to  laws  recently  enacted. 

The  married  and  maiden  names  of  all 
mothers  of  babies  born  in  the  city  during 
the  month  of  January,  1938,  were 
checked  against  the  syphilis  and  serologic 
registers.  It  was  found  that  only  8 
per  cent  had  serologic  tests  made  during 
pregnancy.  Four  per  cent  of  these  names 
were  in  the  syphilis  register,  indicating 
they  had  been  diagnosed  before  preg- 
nancy. 

Syphilis  Control  in  Penal  Institutions 

The  control  program  may  be  conducted 
to  good  advantage  in  penal  institutions 
because  an  excellent  opportunity  is  offered 
for  case  finding  and  the  administration  of 
treatment.  We  have  a program  whereby 
new  patients  are  treated,  and  those 
under  treatment  before  being  committed 
to  the  county  penitentiary  are  treated 
while  in  the  institution  and  are  returned 
to  the  clinic  or  private  physician  upon 
being  released,  so  that  there  may  be  no 
interruption  in  the  treatment. 

Syphilis  in  Industry 

It  is  now  the  policy  of  many  large 
industrial  plants  to  examine  all  applicants 
for  employment  and  to  reject  those  who 
are  infected  with  syphilis  regardless  of  the 
stage  of  the  disease.  This  procedure 
works  unnecessary  hardship  on  many 
individuals  and  tends  to  handicap  the 
control  program.  We  have  attempted 
with  a fair  degree  of  success  to  induce 
the  medical  staffs  of  industrial  plants  to 
consider  each  case  individually  and  to 
employ  those  who  will  cooperate  by  sub- 
mitting to  regular  treatment. 

Publicity 

We  have  recently  completed  posting 
approximately  175,000  letters  to  residents 
of  Buffalo.  Each  envelope  contained  two 
pamphlets  and  a circular  letter.  To 
obtain  an  active  mailing  list  and  to  avoid 
the  criticism  of  using  the  names  in  our 
syphilis  register,  a large  commercial  firm 
in  the  city  was  induced  to  address  all 
envelopes  using  their  mailing  list  and 
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addressing  the  material  in  their  plant. 

Articles  are  published  locally  from  time 
to  time  and  an  average  of  forty  talks  per 
year  for  the  past  two  years  have  been 
given  before  local  groups. 

Bimonthly  meetings  of  the  clinic  physi- 
cians, the  medical  consultant,  and  the 
director  of  the  syphilis-control  service 
are  held.  Both  the  clinical  and  control 
programs  are  discussed. 

The  syphilis-control  program  should 
be  well  balanced.  The  first  consideration 
should  be  given  to  the  development  of 
adequate  diagnostic  and  treatment  facili- 
ties. The  case-finding  program  should 
not  be  stressed  to  the  point  where  so 
many  early  and  potentially  infectious 
cases  are  found  that  they  cannot  be 
followed  closely  enough  to  keep  them 
under  treatment.  The  epidemiologic 
investigation  of  early  cases  is  interesting, 
but  does  not  lend  much  to  the  control 
program  unless  contacts  are  located  and 
examined  and  all  infected  individuals 


are  properly  treated.  Attention  to  de- 
tails is  of  extreme  importance.  The  case 
cards  should  be  kept  up  to  date  and 
active.  The  individual  cards  in  the 
syphilis  and  serologic  registers  should  be 
kept  in  their  proper  places,  because  to 
misplace  a case  card  causes  delay  and 
possibly  loss  of  the  record  if  there  are 
several  thousand  reports  in  the  files. 
Very  close  attention  should  be  given  to 
keeping  all  information  confidential.  All 
forms  should  be  completed  so  that  no 
data  may  be  missing  when  needed  for 
future  reports  and  studies. 

It  may  not  be  practicable  for  a depart- 
ment with  a small  staff  to  embark  upon  a 
case-finding  or  an  epidemiologic  investi- 
gation campaign,  yet  a program  of  keep- 
ing reported  early  and  potentially  infec- 
tious cases  under  treatment  until  they  are 
no  longer  infectious,  should  be  a part  of 
the  public-health  program  of  every  de- 
partment to  which  syphilis  cases  are 
reported. 


MEDICAL  PLAN  FOR  TRANSPORT  WORKERS 


Medical  care  for  the  55,000  members  of  the 
Transport  Workers  Union  in  New  York  City 
under  the  most  comprehensive  health  program 
yet  inaugurated  by  a union  will  start  soon,  ac- 
cording to  the  New  York  Post. 

The  result  of  more  than  a year  of  planning  and 
study,  the  union’s  medical-care  plan  will  cover  all 
doctor’s  office  and  home  care,  the  service  of  a 
staff  of  specialists,  and  minor  and  major  sur- 
gery. 

A hospitalization  plan  will  be  eventually  in- 
cluded, but  details  of  this  part  of  the  program 
are  yet  to  be  worked  out. 

The  cost  of  the  plan  for  the  first  year  has  been 
set  at  $170,000.  This  amount  will  be  met  from 
a medical  fund  in  the  union’s  treasury,  and  the 
profits  of  two  dances  for  which  ticket  purchases 
will  be  obligatory  to  all  members. 

The  main  body  of  general  practitioners  under 
the  plan  will  be  strategically  located  throughout 
the  city,  with  about  1,000  members  allocated  to 
each  doctor  on  the  medical  panel. 


These  doctors  will  be  paid  a per  capita  amount 
for  each  member  for  all  necessary  home  and  of- 
fice care,  and  at  least  one  routine  examination  a 
year.  The  amount  to  be  paid  is  understood  to  be 
substantial. 

In  addition,  the  union  will  have  a staff  of  eight 
specialists  in  surgery,  x-ray,  diagnosis,  ear,  nose, 
and  throat,  pathology,  skin,  and  psychiatry. 

The  only  other  medical  plan  comparable  in 
membership  is  the  health  clinic  operated  by  the 
International  Ladies’  Garment  Workers  Union. 

The  Transport  Workers’  plan  differs  in  that  it 
provides  medical  care  on  a family  doctor  basis, 
whereas  the  I.L.G.W.U.  provides  a clinic  serv- 
ice. 

The  union  is  understood  to  be  working  out  a 
plan  with  a number  of  private  hospitals  whereby 
members  of  the  union  will  get  reduced  rates. 
Dental  care  may  also  be  brought  into  the  plan. 

The  program  during  its  first  year  is  expected 
to  develop  sufficient  data  for  the  building  of  a 
complete  medical,  hospital,  and  dental  service 
not  only  for  members,  but  also  their  families. 


GENERAL  REFLECTIONS  ON  PSYCHOSOMATIC  MONISM 

Smith  Ely  Jelliffe,  M.D.,  New  York  City 


y purpose  of  being  here  this  evening 
I think  will  be  best  fulfilled  if  I 
begin  what  I have  to  say  by  inviting 
you  for  a moment  to  a recent  meeting  of 
the  New  York  Psychiatric  Society  over 
which  Dr.  Brill  presided  and  where 
Dr.  Frederick  Tilney  was  the  speaker  of 
the  evening.  His  was  a most  stimulating 
extemporaneous  talk  on  “Some  Observa- 
tions on  the  Meaning  and  Utilization  of 
the  Cerebral  Cortex.” 

In  a simple  and  yet  profound  way  he 
outlined  the  gradual  organization  of  the 
form  and  function  of  the  nervous  system, 
showing  how  from  earliest  forms  it  grew 
in  response  to  future  opportunities  and 
how  each  and  every  part  of  the  body 
became  represented  in  neural  structure 
for  coordination  and  adaptive  action. 

I shall  pick  out  for  you  but  a very  few 
of  the  aspects  of  his  discussion.  He  traced 
the  gradual  synthesis  of  the  general  body 
functions  of  metabolism,  etc.,  from  the 
earliest  nuclear  responses,  such  as  seen 
in  simple  spinal  cord  animals,  up  to  their 
midbrain  and  final  archipallial  cortex. 
Then  as-  the  receptors  of  smell  and  sight 
and  hearing  and  touch  became  more 
significant  their  representations  in  higher 
paleopallial  and  neopallial  cortex;  the 
higher  always  exerting  some  dominating 
or  controlling  action  on  the  lower. 

Among  the  bits  of  illustrative  material 
he  called  attention  to  the  behavior  of 
the  newborn  rat ; how  helpless  it  was. 
It  could  not  even  find  the  mother’s 
nipple  without  her  help,  even  as  you  and 
I,  and  most  interestingly  it  was  pointed 
out  that  if  the  tail  of  the  newborn  rat  was 
pinched  it  went  into  a convulsion;  a 
thoroughly  inappropriate  effort  to  escape. 
But  as  the  rat  grew  in  days,  first  the  fore 
limbs  and  then  the  hind  limbs  lost  their 
convulsive  uncoordinated  activities  and 
finally  the  rat  had  control  over  efficient 


means  of  escape  and  was  able  to  run 
away  from  the  tail  pincher. 

The  discussion  proceeded  around  the 
table,  as  has  been  our  custom  at  these 
meetings,  and  finally  it  was  up  to  me. 
Casting  around  for  something  to  say,  at 
least  different  from  the  other  sharers  in 
the  discussion,  I said  that  every  time  I 
came  in  contact  with  Dr.  Tilney  and  with 
his  profound  grasp  of  neural  anatomy, 
I was  much  impressed  and  much  like  one 
of  his  described  newly  bom  rats.  My 
tail  was  pinched  and  I went  into  a con- 
vulsion— not  expressed  in  a motor  way 
but  purely  in  the  mental  realm.  His 
canvas  was  so  full  of  suggestive  pictures, 
I ran  around  in  my  head  like  a wild  man 
trying  to  tie  them  together,  especially 
as  they  could  be  applied  to  the  everyday 
activity  of  the  psychiatrist.  I said  that 
in  my  harum-scarum  psychical  whirl 
induced  by  his  intellectual  pinch  of  my 
backward  understanding,  I grasped 
frantically  for  some  life  preserver,  some 
CQnception  of  what  was  going  on  in  life, 
some  island  of  safety  to  which  I might 
struggle  and  from  there  emerge  to  firm 
ground  and  finally  coordinate  my  in- 
tellectual limbs  for  adaptive  action. 

I went  on  to  say  that  in  similar  times 
of  stress  I had  clung  as  a foundation  to  a 
conception  that  had  come  to  me  early  in 
my  interests  in  psychobiology  from  an 
eminent  English  psychiatrist  of  the 
Darwinian  school — Maudsley.  It  was 

an  old  idea  but  I liked  the  way  he  put  it, 
namely,  that  an  “organ  of  the  body  was 
a bit  of  structuralized  experience.”  In 
the  language  of  a much  later  biologist 
whose  work  had  intrigued  me,  experience 
engraved  itself  into  protoplasm  and  left 
behind  it  organic  memory  traces — as 
Hering  and  Butler  had  also  emphasized — 
and  which  Semon  of  Berlin,  of  whom  I 
speak,  called  “engrammes”  and  upon 
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which  he  built  an  imposing  psycho- 
biologic structure  of  the  “mneme”  or 
memory  and  its  functions  which  belong 
in  the  frame  of  reference  of  what  I wish 
to  discuss  this  evening.  Professor  Bleuler, 
formerly  of  Zurich,  has  wrought  this  con- 
ception into  a synthesis  of  great  interest 
in  a number  of  works,  but  more  particu- 
larly in  his  Naturgeschichte  der  Seele. 

When,  as  Semon  put  it,  protoplasm 
touches  the  external  world  of  reality,  a 
definite  impression  is  made  upon  its 
structure  with  a definite  response  and 
which  when  repeated  gives  rise  to  in- 
creased writing-in  (engraphy)  of  stimulus 
and  increased  outward  response  (ec- 
phoria).  Here  one  may  see  a very  precise 
formulation  of  oft  repeated  ideas — from 
Democritus,  Heraclitus,  Protagoras,  to 
Locke,  Hume,  Kant,  Leibnitz,  Freud,  etc. 

We  shall  not  linger  with  the  historic 
phases  of  this  gradual  synthesis  but  as 
one  looks  backward  along  the  pathway, 
two  distinct  branches  are  apparent.  One 
arose  chiefly  from  man’s  reliance  upon 
older  Platonic  ideas.  It  has  been  called 
by  many  names,  but  I think  you  are  best 
acquainted  with  it  under  the  terms  of 
dualism,  psychophysical  parallelism,  or 
the  body-mind  problem.  The  other  is 
the  conception  to  which  I would  call 
your  attention.  I have  chosen  to  term 
it  psychosomatic  monism.  Smuts,  the 
South  African  Dutch  scholar,  has  termed 
it  “holism.”  You  all  are  acquainted  with 
it  under  the  “body  as  a whole”  idea. 

Perhaps  I can  best  start  my  rough 
outline  of  this  situation  by  a quotation 
from  Whitehead’s  Science  and  the  Modern 
World.  This  Harvard  professor  of  phil- 
osophy writes:  “The  concrete  enduring 

entities  are  organisms,  so  that  the  plan 
of  the  whole  influences  the  very  characters 
of  the  various  subordinate  organisms 
that  enter  into  it.  In  the  case  of  an  ani- 
mal, the  mental  states  enter  into  the  plan 
of  the  total  organism  until  the  ultimate 
smallest  organisms  such  as  electrons  are 
reached.  Thus  an  electron  within  the 
living  body  is  different  from  an  electron 
outside  of  it  by  reason  of  the  plan  of  the 
body.  The  electron  blindly  runs  either 


within  or  without  the  body;  but  it  runs 
within  the  body  in  accordance  with  its 
characters  within  the  body;  that  is  to 
say  in  accordance  with  the  general  plan 
of  the  body  and  this  plan  includes  the 
mental  state.” 

Here  you  perceive  there  is  no  hedging 
on  the  matter.  We  are  not  asked  to 
consider  the  action  of  the  mind  on  the 
body,  or  the  body  on  the  mind — as  the 
dualistic,  psychophysical  parallelism  con- 
ception phrases  it.  Here  the  focus  is 
upon  a scientific  teleology  of  the  mental 
state  as  bringing  about  a unified  adapta- 
tion of  all  the  organ  behavior,  right 
down  the  line  until  we  strike  bottom  in 
the  electrons. 

This  also  is  not  a new  idea.  The 
ancient  Greeks  put  it  very  clearly.  I 
shall  not  bother  you  with  the  historic 
details  but  shall  again  briefly  cite  this 
same  writer,  Whitehead,  wherein  he  states : 
“The  Pilgrim  fathers  of  the  scientific 
imagination  as  it  exists  today  are  the 
great  tragedians  of  ancient  Athens, 
Aeschylus,  Sophocles,  and  Euripides. 
Their  vision  of  fate , remorseless  and 
indifferent,  urging  a tragic  incident  to  its 
inevitable  issue,  is  the  vision  possessed 
by  science.  Fate  in  Greek  tragedy  be- 
comes the  order  of  nature  in  modern 
thought.” 

Scientific  thought  as  it  envisages  caus- 
ality thus  would  emphasize  that  “re- 
morseless inevitableness”  which  we,  as 
physicians,  are  called  upon  to  cope  with 
in  our  daily  work  and  which,  I would 
urge,  can  most  advantageously  be  en- 
visaged through  the  hypothesis  of  psy- 
chosomatic monism. 

Let  me  try  to  illustrate  by  a brief 
citation  of  one  of  those  tragic  situations 
about  which  much  is  written  under  the 
term  “cardiorenal  hypertension.” 

Some  twenty  or  more  years  ago  an  old  and 
valued  friend  came  into  my  office  with  grave 
concern.  “My  God,  Ely” — for  he  called  me  by 
my  household  name — “you  must  save  my  wife. 
The  doctors  have  given  her  only  six  months  to 
live!” 

“Yes!”  I said,  “and  what  do  they  call  it?” 

“Chronic  Bright’s  disease,”  he  answered. 

“And  what  doctors?” 


May  15,  1939] 


PSYCHOSOMATIC  MONISM 


1019 


He  named  a number,  all  well  known  and  highly 
respected  by  me  as  well  as  my  colleagues. 

"Well,”  I said,  ‘‘you  know  I am  not  what  they 
usually  term  an  internist  and  do  not  trust  in  my 
competency  to  deal  with  Bright’s  disease.” 

He  pleaded  on  the  score  of  a lifelong  friend- 
ship and  I compromised. 

I said,  in  essence,  you  are  an  engineer,  and  are 
well  acquainted  with  problems  of  physics,  of 
energy,  of  stresses  and  strains  and  maybe  we 
can  translate  this  term  Bright’s  disease  into 
something  your  engineering  can  comprehend. 
At  least  let  us  get  an  inventory.  So  I sent  her 
for  a complete  survey  to  one  of  our  outstanding 
hospitals  and  reputable  internists  for  two  weeks. 

I have  published  some  of  the  details  of  this 
situation1  and  will  not  bore  you  with  the  data  of 
the  factual  findings  of  this  inventory. 

When  I finally  called  on  Dr.  X.  and  went  over 
all  the  figures  with  him,  I said,  "Yes,  chronic 
Bright’s,  all  right,  but  why?” 

Hypertension,  240/90,  and  other  equally  un- 
pleasant variants  from  normal  averages  he  em- 
phasized. 

"Q.  X.,”  says  I,  "and  why  the  hypertension?” 

“Ah,  you  see,  the  kidney  condition,”  says  he. 

Here  I naturally  could  hardly  repress  a smile 
when  I said,  “Where  do  we  get  off?” 

“We  don’t,”  he  said,  and  we  parted,  miles 
away  from  any  real  psychosomatic  monism.  We 
had  plenty  of  somatic  end  results  but  where  in 
the  language  of  Whitehead  were  the  mental 
states? 

When  I told  my  friend  of  this  impasse  his 
engineering  mind  did  not  relish  the  dog  chasing 
his  tail — hypertension  = renal  disease  and  renal 
disease  = hypertension  syllogism.  It  was  not 
good  engineering  and  he  pleaded  with  me  for 
more  understanding. 

Here  again  I said  O.  K.  but  give  me  two  weeks 
for  a different  type  of  inventory  taking,  so  the 
wife  came  to  my  office  for  a look  in  on  the 
“mental  states”  and  chiefly,  not  those  known  to 
her,  but  the  very  ones  that  those  Greek  trage- 
dians had  emphasized,  namely  those  experiences 
of  life  locked  up  in  the  mneme  but  not  accessible 
to  conscious  verbalization — in  short  the  "un- 
conscious” where  Fate  and  the  Laws  of  Physics 
are  but  one. 

You  all  know  what  Freud  has  claimed;  that  of 
all  the  many  roads  into  the  unconscious,  there 
is  one,  the  royal  road,  and  that  is  the  dream. 
So  I asked  her  very  soon,  with  other  things — 
had  she  had  any  dreams  while  in  the  hospital? 
Yes,  she  had  one  very  vivid  one.  And  this  is  a 
brief  resume  of  the  dream: 

She  was  at  her  country  home.  A path  led  from 
the  house  down  to  a country  road  at  right  angles. 


She  saw  approaching  at  great  speed  two  men  driving 
racing  sulkies  from  the  right.  They  swept  by  the 
path,  she  running  toward  them  in  great  anxiety 
almost  shouting  for  them  to  stop,  but  they  swept  on 
up  a steep  hill  to  the  left  with  terrific  speed.  As 
the  one  on  the  left  got  to  the  top  of  the  hill  he  turned 
again  to  the  left  and  horse  and  sulky  and  driver 
ran  into  a stone  wall  about  two  feet  high  and  were 
smashed  to  bits. 

"So,”  I said,  "And  suppose  you  did  such  a 
thing  as  this?” 

"I’d  be  crazy,”  she  said. 

I think  I quoted  to  her  an  ancient  saying  of 
one  of  the  friends  of  those  ancient  Greeks, 
Heraclitus — who  in  a fragment  left  us — wrote: 
"For  the  waking  there  is  one  common  world,  but 
for  those  asleep,  each  one  turns  aside  to  his  own 
privacy.  And  do  you  imagine  you  can  do  with 
impunity  what  you  dream?  Is  is  not  because 
you  lie  still  and  do  not  act  that  you  can  indulge 
your  fantasies?” 

You  are  quite  right  this  is  a crazy  fantasy — 
but  what  is  there  going  on  in  the  unconscious 
that  wishes  to  wreck  itself?  At  any  rate  here  is 
something  to  work  with  a little  further  along  the 
line  that  the  tweedledee  and  tweedledum  of  the 
hypertension  = kidney  = hypertension  formula. 
Here  is  an  inkling  of  a mental  state  of  self- 
destruction  that  in  the  language  already  quoted 
leads  down  through  the  different  organisms  of  the 
body  until  the  electrons  are  reached  and  a bio- 
chemical bottom  at  least  temporarily  plumbed. 

Whence  came  this  wish  for  self-destruction? 
Who  was  the  man  in  the  sulky  to  begin  with? 
Why  this  dirty,  dusty  road?  Why  such  dynamic 
urge  and  speed?  Why  to  the  left?  Why  the 
stone  wall?  Why  two  feet  high? 

I will  not  go  over  all  the  displacements,  con- 
densations, distortions,  dramatizations,  second- 
ary elaborations  of  the  dream  work  of  this  and 
other  probings  into  the  unconscious  that  revealed 
the  stresses  and  strains,  the  tragedies  of  mal- 
adaptation  to  the  oldest  of  biologic  mnemic 
patterns,  i.e.,  the  pattern  of  immortality  of  the 
race,  that  is  the  reproductive  pattern. 

In  the  first  place  the  man  in  the  sulky  was  the 
father,  as  every  psychoanalytically  oriented 
listener  would  have  known  and  as  free  associa- 
tions fully  corroborated.  He  was  fond  of  fast 
horses,  had  a racing  sulky;  often  took  her  out 
as  a little  girl  for  a race  on  the  speedways  of 
their  native  town.  It  was  tremendously  excit- 
ing, but  on  the  other  hand  how  impatient  she 
was  to  get  home  as  after  the  race  they  walked 
back  to  the  stable,  either  to  relieve  a bursting 
bladder  or  to  recover  from  her  shame  and  chill 
of  having  wet  her  panties,  something  not  rare  in 
her  childhood  and  infancy. 
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Here  was  a clue  to  relevant  activities  connected 
with  “water”  holding  and  releasing.  I shall  not 
go  into  the  details  that  revealed  complete  block- 
ing of  the  supremacy  of  the  genital-zone  develop- 
ment. Although  she  had  had  four  or  five  chil- 
dren, she  never  had  had  an  orgasm,  nor  thrill, 
not  even  in  masturbation.  A gynecologist  had 
suggested  she  try  it.  It  was  no  use.  The 
frigidity  and  fixation  lay  further  back.  It  went 
back  into  the  primitive  urethral  eroticism.  Only 
one  of  the  earliest  prototypes  of  genital  gratifica- 
tion had  been  reached  and  fixated  and  held  on  to. 
Hence  innumerable  water  plays  as  a girl,  yacht- 
ing and  water  enjoyments  when  older,  much — 
very  much — water  drinking.  As  I have  already 
phrased  it  she  drank  gallons  of  water  to  get  pints 
of  urine  with  which  to  satisfy  her  excitement  and 
frustrations  at  higher  levels  and  here  one  gets  a 
vista,  not  a complete  picture  of  a dynamic  hap- 
pening where  disjointed  bits  of  the  “house  that 
Jack  built”  formula  are  apparent. 

I know  you  are  inquiring  what  could  be  done 
about  it?  Here  was  an  infantile  behavior  pat- 
tern that  had  eaten  its  way  into  organic  function 
and  that  could  not  be  recalled.  Irreversible 
cellular-biochemical  patterns  that  we  call  Bright’s 
disease  had  been  established  and  could  not  be 
altered.  It  was  too  late  to  reverse  the  process. 

Nevertheless  I was  intrigued  to  learn  more  of 
the  dynamic  libido  situation  and  patiently  and 
“unentgeltlich”  worked  at  the  problem.  She 
did  not  die  in  six  months,  in  fact,  and  here  came 
in  a bit  of  ironic  humor,  we  sent  her  back  to  the 
hospital  after  six  months  with  a reasonable 
blood  pressure,  no  casts,  and  a much  altered 
picture.  So  much  so  that  when  a re-inventory 
was  taken,  Dr.  X said  it  was  impossible;  the 
internes  had  gotten  their  reports  mixed.  It  was 
some  other  woman  they  had  reported  on. 

For  four  years  she  was  relatively  healthy. 
Then  another  tragic  re-entry  of  father  fixation 
and  frustration  factors  entered  the  scene  and 
tore  down  the  reconstructed  edifice  we  had  been 
building  and  she  quietly  finished  her  self- 
destruction. 

Now  permit  me  to  rapidly  outline 
another  illustration  that  may  bring  into 
relief  another  aspect  of  the  principle  of 
psychosomatic  monism. 

This  time  the  patient  stands  before  you.  I 
am  my  own  experimental  guinea  pig.  Here 
again  I must  plead  guilty  of  a certain  amount  of 
duplication  since  in  Lectures  to  the  Laity  at  the 
Academy2  last  year,  in  discussing  the  background 
of  psychiatry,  I drew  a full-length  portrait  of  my 
iniquitous  behavior.  Some  of  you  possibly  may 
have  heard  me. 


In  short  I related  how  within  the  past  half 
dozen  years  or  so  I had  slowly  developed  an 
annoying  “spasmophilia.”  Often  in  response  to 
a sudden  sound,  such  as  a slamming  door,  or  a 
telephone  ring,  my  body  would  suddenly  shiver. 
If  perchance  my  knee  or  foot  was  touched,  a 
sudden  kick  would  occur.  To  other  sensory 
stimuli,  a related  type  of  exaggerated  response 
would  occur.  I would  suddenly  turn  my  head 
as  if  to  see  something  or  someone  behind  me  and 
just  in  time  would  realize  it  was  a flicker  in  my 
glasses,  or  even  an  illusion  arising  from  a strag- 
gling hair  of  my  eyebrow. 

More  impressive  and  more  amusing  occa- 
sionally I would  catch  hold  of  a hallucinatory 
image.  For  instance,  passing  as  I did  at  hourly 
intervals  from  my  waiting  room  back  to  my 
office,  as  I would  usher  a patient  back  to  my 
office  at  the  rear  of  my  house,  I would  pass 
through  a room  used  by  my  secretary.  Here  at 
my  right  I would  pass  a stack  of  drawers  in 
which  I filed  reprints.  Each  drawer  was  piled 
one  above  the  other  with  its  white  label.  Fre- 
quently a hallucinatory  image  of  a footman 
such  as  one  sees  at  restaurants  or  an  apartment 
house,  or  of  a bell  hop  in  uniform  would  leap 
upon  my  spirit’s  stage,  to  be  resolved  imme- 
diately into  its  reality  of  my  reprint  cabinet.  In 
short  my  reality  tester,  my  Freudian  ego,  at 
once  disentangled  the  illusory-hallucinatory  pic- 
ture into  what  was  really  there.  Had  this  ego 
defense  mechanism  not  been  able  to  correct  the 
image  as  already  commented  upon,  or  had 
I suddenly  called:  “Here,  boy,  send  up  a bottle 
of  Vichy  and  some  glasses  to  room  66,”  I would 
have  been  a case  to  come  under  the  administra- 
tion of  Dr.  Brill  or  Dr.  Gregory  and  reasoned  it 
all  out  in  Bellevue. 

Here  obviously  was  something  wrong  and 
something  to  be  analyzed.  That  I was  having 
my  “tail  pinched”  and  on  the  edge  of  a minor 
convulsion,  even  if  only  spasmophilic,  is  appar- 
ent. 

So  to  the  biochemist  and  my  calcium  me- 
tabolism (my  electrons),  since,  as  you  all  know, 
spasmophilia  and  calcium  have  some  connection. 
But  no,  to  use  Cannon’s  phrase,  my  “homeo- 
statis”  was  keeping  my  blood  calcium  within  a 
proper  range.  Also  happening  to  have  a fibro- 
sitis  in  my  right  hamstring  group,  the  x-ray  was 
my  next  step  and  now  the  rat  was  in  the  bag, 
for  this  skull  of  mine  was,  as  Dr.  I.  Seth  Hirsch 
pronounced  it,  a beautiful  Paget  skull.  It  had 
had  innumerable  pilferings  taken  from  it,  ob- 
viously to  keep  up  the  blood  calcium  homeostatis. 

This  set  me  looking  around  for  other  sources 
of  the  trouble  and  I fell  upon  a peculiar  idiosyn- 
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crasy  of  my  breathing.  In  short,  this  consisted 
in  a habit  of  taking  deep  inspirations  and  then 
rushing  as  many  words  out  to  the  very  end.  I 
would  squeeze  every  possible  bit  of  verbiage  out 
of  each  of  these  deep  inspirations.  Thus  you 
note  there  was  a constant  hyperventilation  going 
on.  Here  we  strike  another  level  of  adaptation. 
My  acid-base  equilibrium  was  always  being  put 
in  jeopardy.  To  keep  on  the  alkaline  side,  the 
CO2  buffer  was  overworked,  and  the  call  for 
calcium  was  incessant  and  insistent.  There  were 
many  intermediary  stages  and  also  a host  of 
mechanisms  allied  to  the  squeezing  of  everything 
out  of  each  effort. 

In  writing,  in  sentence  formation,  in  thinking, 
this  grasping  for  completion,  for  a philosophic 
all-embracing  finality.  As  I looked  back  over 
the  years  from  early  boyhood  there  was  long- 
distance running,  sometimes  lasting  the  greater 
part  of  a day  that  followed  a similar  pattern.  I 
shall  not  weary  you  with  all  of  the  related  identi- 
fications small  and  large  of  this  process.  I shall 
but  intimate  something  about  the  prototype 
which  undoubtedly  extended  away  back  to  the 
polymorphous  perverse  level  of  the  libido  activity 
of  the  nursery.  This  must  have  concerned  itself 
with  bowel  activity.  Here  is  the  man  again 
doing  what  the  infant  and  little  boy  must  have 
been  endeavoring  to  do.  I was  “ trying  hard”  at 
the  fecal  level. 

And  without  further  ado  the  “mental  state”  is 
before  you.  There  was  some  libido  fixation  at 
the  oral-anal  stage  of  my  libido  organization. 
The  motive  or  purpose  aspect  of  the  whole  series 
of  stages  is  now  dimly  envisaged  and  all  of  the 
organs  of  the  body  were  caught  up  in  the  vicious 
process.  In  these  days  of  endocrine  super 
awareness,  naturally  the  parathyroids  stand  out 
as  the  major  villains  in  the  plot.  The  chain  gang 
starts  with  the  hyperventilation,  then  the  CO2 
buffer  needs  reinforcement,  then  the  calcium 
demand,  and  the  peculations  from  its  bony 
reserves.  The  parathyroid  is  being  stimulated 
to  its  utmost — maybe  it  is  adenomatous — -and  all 
because  the  infant  in  me  is  “trying  hard.” 

Had  I the  time  and  you  the  patience  to 
hear  a complete  recital  of  the  innumerable 
character  traits  that  have  flowed  from 
this  “try  hard”  anal  sadistic  investment 
it  would  further  enlighten,  and  I believe 
would  amuse  you,  but  the  hour  is  late 
and  your  guinea  pig  has  told  enough 


about  himself.  Sufficient,  I trust,  to 
bring  to  clear  perception  the  psychoso- 
matic monism  that  runs  through  the 
whole  process,  which  should  it  lack  the 
purpose-  or  mental-state  quantum  in  the 
whole  picture  would  leave  but  a series 
of  disjointed,  unrelated  bits  of  organ 
activity  running  all  the  way  from  my 
startle,  my  kick,  yes,  even  to  a possible 
parathyroid  bony  pressure  on  my  audi- 
tory nerve  and  deafness.3 

In  closing  I would  not  wish  to  leave 
with  you  the  impression  that  every 
medical  situation  with  which  you  come 
in  contact  requires  such  a complete  un- 
folding that  follows  the  nursery  formula : 
“This  is  the  maiden  all  forlorn,  who 
milks  the  cow  with  the  crumpled  horn, 
that  tossed  the  dog,  that  chased  the  cat, 
that  killed  the  rat,  that  ate  the  cheese 
that  lay  in  the  trap  that  sat  in  the  house 
that  Jack  built.” 

With  a tongue  in  my  cheek  may  I 
suggest  that  the  trap  is  physics;  the 
cheese,  chemistry;  the  rat,  the  cat  and 
the  dog,  physiology.  This  brings  us  to 
the  sorrowing  maiden.  Here  we  meet 
with  ambivalent  and  apparently  con- 
flicting elements  in  the  personality.  As 
the  female  component  in  the  biologic 
pattern,  what  maiden  would  not  be 
forlorn  had  she  only  a “crumpled  horn” 
at  her  disposal  and,  as  for  the  opposite 
component,  I am  certain  you  agree  that 
few  real  males  wish  to  be  loaded  with 
such  a castration  complex. 

I do  hope,  however,  that  in  the  two 
clinical  situations  so  hastily  sketched  I 
have  offered  something  in  return  for 
your  patience  in  listening  to  the  recital 
of  my  woes  and  at  the  same  time  given  a 
glimpse  of  what  I mean  by  psychoso- 
matic monism.  64  West  56th-  St> 
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Accessory  urethra  is  a rare  anomaly. 

i The  literature  on  the  subject  is, 
however,  quite  extensive.  Those  who 
encounter  such  cases  apparently  feel 
that  they  should  be  placed  on  the  record, 
if  for  no  other  reason  than  their  rarity. 
Consequently,  the  collection  of  case 
records  is  fairly  complete,  and  the  re- 
porting of  additional  cases,  one  feels,  is 
not  only  justifiable  but  obligatory  in 
order  that  the  medical  profession  may  be 
supplied  with  complete  data  on  an 
interesting  malformation  that  frequently 
assumes  pathologic  importance. 

Literature 

The  literature  has  been  carefully  re- 
viewed by  Aievoli  and  Bonabitacola 
(1905),  J.  Leon  Herman  (1913),  and 
Nove-Josserand  and  Gayet  (1922).  As 
far  back  as  1891  Taruffi  made  a study  of 
this  anomaly  and  established  a classi- 
fication that  has  been  generally  followed 
by  later  writers.  He  distinguished  four 
types  of  accessory  urethra,  but  his  fourth 
group  seems  hardly  necessary  except  to 
exclude  certain  congenital  fistulas,  re- 
sulting from  cloacal  defects  in  the  embryo, 
which  have  been  reported  in  the  literature 
as  urethras.  His  first  three  types  are 
as  follows: 

1.  The  seminiferous  canal.  Vesalius 
was  the  first  to  record  a case  (seen  at 
autopsy)  in  which  there  were  two 
meatuses  upon  the  glans  through  one 
of  which  seminal  fluid  was  ejected,  the 
other  serving  for  the  passage  of  urine. 
These  are  very  rare,  only  three  or  four 
having  been  reported. 

2.  The  blind-ending  canal,  either  ter- 
minating on  the  surface  of  the  penis  or 


opening  into  the  normal  urethra  but  not 
extending  to  the  bladder.  Of  this  type 
Taruffi  mentions  examples  reported  by 
Baillie,  Monod,  Luschka,  Kuster,  and 
Bollinger.  The  probable  origin  of  these 
channels  is  either  the  embryonic  trans- 
formation of  a urethral  gland  into  a canal 
that  thereafter  develops  independently 
of  the  normal  urethra,  or  some  me- 
chanical influence  during  the  intra- 
uterine period  which  bifurcates  the  normal 
channel  of  the  primitive  urethra,  the 
upper  portion  then  losing  its  relation  to 
the  rest  of  the  urinary  tract  and  terminat- 
ing blindly.  There  are  two  distinct 
types  of  blind-ending  canals.  Group 
(a)  includes  any  accessory  canal  that 
opens  on  the  surface  of  the  penis  but  does 
not  communicate  with  the  normal  urethra 
or  bladder.  These  are  common  in  hypo- 
spadiacs,  the  opening  usually  being  on 
the  under  surface  near  the  meatus, 
although  a few  have  been  reported  as 
opening  on  the  dorsum.  Group  (b) 
includes  canals  that  open  into  the  normal 
urethra  but  end  blindly  in  the  peri- 
urethral tissue.  These  are  undoubtedly 
embryologic  defects  and  are  not  to  be 
confused  with  the  normal  paraurethral 
ducts  opening  into  the  urethra  and  lead- 
ing into  short  cul-de-sacs. 

3.  The  uriniferous  canal — an  acces- 
sory channel  communicating  freely  with 
the  urethra  at  some  point  in  its  course 
and  opening  pn  the  surface  of  the  penis. 
This  is  the  “urethra  duplex”  of  which  a 
number  of  cases  have  been  recently 
reported,  especially  in  German  literature. 
“Double  urethra”  is  a misnomer  when 
applied  to  these  cases,  and  is  correctly 
used  only  when  referring  to  duplication 
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of  the  entire  urethra— an  exceedingly 
rare  anomaly.  Young  was  able  to  find 
only  5 cases  of  true  urethral  duplication, 
with  double  penes,  up  to  1926.  Two 
complete  urethras  in  a single  penis  is 
almost  equally  rare.  MacKenzie  found 
only  7 cases  up  to  1916,  and  2 more  have 
been  reported  in  recent  years  by  Hey- 
mann  (1933)  and  Delvigne  (1934). 

The  earliest  reports  of  accessory 
urethra,  though  very  interesting,  do  not 
give  sufficient  data  to  permit  their  being 
classified.  Even  Aristotle  left  a record 
of  such  a case;  and  according  to  Vesalius, 
the  Arabs  in  their  writings  made  mention 
of  instances  where  the  penis  contained 
three  canals:  one  for  urine,  a second  for 
spermatic  fluid,  and  a third  for  prostatic 
secretion. 

Early  in  the  eighteenth  century  Fab- 
ricus  de  Hilden  wrote  an  account  of  a 
boy  of  twelve  years  who  urinated  with 
equal  freedom  from  either  of  two  orifices 
situated  side  by  side,  the  passages  into 
which  they  opened  being  separated  by 
only  a thin  membrane.  As  there  was 
at  that  time  no  means  of  satisfactory 
exploration,  there  was  no  way  of  de- 
termining whether  the  accessory  urethra 
continued  uninterrupted  to  the  bladder, 
or  whether,  as  is  more  probable,  it  opened 
into  the  posterior  urethra  below  the 
prostate. 

In  the  nineteenth  century  the  great 
increase  of  interest  in  urology,  especially 
in  France,  is  reflected  in  the  increased 
number  of  published  observations  upon 
urethral  anomalies.  Vidal  de  Cassis, 
in  1834,  reported  the  cases  of  Monod, 
and  other  writers  who  added  to  the 
literature  at  this  period  are  Marchal, 
Pigne,  and  Cruveilhier.  Jerjavay’s  mono- 
graph on  the  male  urethra  (1856) 
also  treats  of  anomalies  of  this  passage, 
and  Verneuil  (1852),  Guyon  (1863), 
Lejars  (1888),  LeFort  (1866),  and  Paul 
Delbet  (1898)  all  described  cases  and 
contributed  information  upon  the  sub- 
ject. Of  more  recent  authors,  mention 
has  already  been  made  of  those  who  have 
reviewed  the  literature  in  extenso,  to 
whom  should  be  added  David  W.  Mac- 


Kenzie, whose  excellent  work  on  urethral 
duplications  of  all  types  was  published 
in  1916. 

Etiology 

The  theories  regarding  the  etiology  of 
this  anomaly  are  almost  as  numerous 
as  the  writers  who  have  propounded 
them.  The  established  embryology  of 
the  penis,  while  offering  possibilities  for 
developmental  errors  that  would  account 
for  many  of  the  types  of  accessory 
urethra  that  have  been  observed,  fails 
to  cover  all  the  variations  that  have 
been  recorded. 

Nove-Josserand,  in  his  contribution 
to  the  Encyclopedic  frangaise  d’urologie, 
sums  up  the  various  theories  by  saying 
that  these  fistulas  develop  anoma- 
lously in  the  same  manner  as  epis- 
padias, but  to  a lesser  degree.  Inas- 
much as  epispadias  results  from  a defect 
in  the  roof  of  the  canal,  it  is  rational  to 
suppose  that  this  defect  might  be  only 
partial  and  limited  to  the  cell  masses 
on  the  upper  surface  of  the  epithelial 
layer  that  forms  this  covering.  If  a bud 
formed,  with  its  growing  direction  toward 
the  genital  tubercle’s  dorsal  surface,  the 
abnormal  channel  would  pierce  the  mass 
in  a manner  analogous  to  the  growth  of 
the  true  urethra,  but  might  easily  have  no 
actual  connection  with  it. 

This  hypothesis,  Nove  - Josserand 
thinks,  covers  all  cases,  no  matter 
where  the  anomalous  canal  extends  or 
at  what  point,  if  at  all,  it  communi- 
cates with  the  normal  urethra  or  with 
the  bladder. 

Case  Reports 

The  2 cases  observed  by  the  author 
belong  in  group  2(a),  namely,  the  type  of 
accessory  canal  that  opens  upon  the 
surface  of  the  penis  but  does  not  com- 
municate with  the  urethra  or  the  bladder. 
In  1 case  there  was  gonococcal  infection 
of  the  accessory  canal.  The  other  case 
was  uninfected  and  is  of  interest  solely 
because  of  the  urethral  anomaly. 

A brief  resume  of  the  history,  physical 
findings,  and  treatment  follows: 
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Case  1.  Plate  1.  Fig.  1.  Shows  a probe  in  accessory  urethra.  Fig.  2.  Cross  section  of  the 
accessory  urethra  above  the  corpora  cavernosa.  Fig.  3.  Sagittal  view  showing  the  urethra  and 
accessory  urethra  separated  by  the  corpora  cavernosa.  Fig.  4.  Incision  over  accessory  duct. 
Fig.  5.  Dissection  of  accessory  duct.  Fig.  6.  Removal  of  accessory  duct.  Fig.  7.  Skin  suture. 


Case  1. — S.  D.,  a white  male,  27  years  old, 
reported  on  October  3,  1933,  complaining  of 
discharge  from  the  urethra. 

General  physical  examination  showed  the 
patient  to  be  a healthy  young  male  whose  vital 


organs  were  all  in  good  condition.  Special 
examination  disclosed  a discharging  fistula  on  the 
dorsum  of  the  penis,  the  opening  of  which  was 
about  1 cm.  above  the  normal  urinary  meatus. 
Probing  of  this  accessory  duct  showed  it  to 


May  15,  1939] 


ACCESSORY  URETHRA 


1025 


l 


of 


accessor)! 
I canal 


Accessory 

relhrai 
canal 


urinary 


Urefh 


Orifice 

Ihi 


uretnrai 


accessory 

canal 


Case  2.  Plate  2.  Fig.  1.  Shows  the  orifice  of  the  accessory  urethral  canal  above  the  external 
urinary  meatus.  Fig.  2.  Sagittal  view  showing  the  accessory  urethra  and  its  relation  to  the 
urethra — both  below  the  corpora  cavernosa. 


extend  from  the  external  orifice  the  entire  length 
of  the  penile  shaft  down  to  the  pubic  hair. 
Examination  of  the  discharge  revealed  numerous 
gram-negative  diplococci. 

The  patient  was  treated  for  three  weeks  with- 
out benefit.  On  October  26,  1933,  he  was  taken 
to  the  New  York  Hospital  and  was  operated 
upon  the  next  day. 

Operation. — A probe  was  inserted  into  the 
accessory  urethra,  and  an  incision  made  in  the 
midline  of  the  dorsum  of  the  penis.  The  anoma- 
lous meatus  was  separated  from  the  surrounding 
structures,  grasped  with  Allis  clamps,  and  the 
entire  accessory  duct  separated  and  removed. 
It  was  found  to  extend  to  the  junction  of  the 
penis  with  the  body  wall  and  to  have  no  connec- 
tion whatever  with  the  urinary  passage.  Bleed- 
ing points  were  ligated  and  the  skin  sutured 
with  silkworm  gut.  The  patient  made  an  un- 
eventful recovery  and  never  developed  gonorrhea 
in  the  urinary  duct.  He  was  discharged  cured 
on  November  2,  1933. 

Case  2. — F.  S.  M.,  a white  male,  49  years  old, 
was  first  seen  on  March  20,  1934,  complaining  of 
colicky  pains  in  the  left  loin  and  groin.  He 


had  had  these  attacks  over  a period  of  nine 
months. 

General  examination  revealed  nothing  of 
moment.  Special  examination  of  the  penis 
disclosed  an  accessory  urethra,  the  meatus  of 
which  began  at  the  tqp  of  the  glans  penis,  about 
iy2  cm.  above  the  normal  urinary  meatus. 
Probing  showed  that  this  tubular  structure 
extended  backward  and  downward  for  a distance 
of  approximately  4 cm.  No  connection  with 
the  urinary  passage  could  be  demonstrated. 
Cystoscopy  and  pyelography  revealed  a stone, 
about  1 cm.  wide  and  IV2  cm.  long,  in  the  left 
ureter  opposite  the  end  of  the  sacrum. 

On  March  29,  1934,  cystoscopic  examination, 
under  spinal  anesthesia,  showed  the  stone  in  the 
left  ureteral  orifice.  The  Lowsley  rongeur  was 
inserted  and  the  stone  and  a part  of  the  ureteral 
orifice  were  grasped  in  the  instrument,  but  the 
stone  slipped  back  into  the  ureter,  and  the 
ureteral  orifice  was  incised.  The  stone  passed 
out  of  the  ureteral  orifice,  and  examination  on 
April  5,  1934,  under  spinal  anesthesia,  showed 
it  to  be  in  the  posterior  urethra  and  about  the 
size  of  an  olive  pit.  It  was  pushed  into  the 
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bladder  and  removed  by  the  Lowsley  rongeur. 

The  accessory  urethra  in  this  case  was  dis- 
covered by  accident.  The  patient  had  noticed 
a slight  groove  on  the  end  of  the  glans  penis  but 
had  never  paid  any  attention  to  it  as  it  had  never 
caused  him  any  distress. 

Summary  of  Study 

The  accompanying  table  includes  only 
those  reported  cases  in  which  the  acces- 
sory urethra  opens  on  the  surface  of  the 
penis  and  has  no  connection  whatever 
with  either  the  bladder  or  the  urethra. 

An  interesting  feature  of  this  review  is 
the  fact  that  many  of  the  patients  were 
unaware  of  the  abnormality  until  they 
became  infected  with  gonorrhea.  The 
adult  patients,  as  a rule,  displayed  no 
other  abnormalities.  In  the  very  few 
seen  earlier  in  life  there  were  usually  other 
abnormalities,  for  the  correction  of  which 
the  patient  had  come  under  observation. 

In  all,  42  cases  have  been  collected, 
including  the  author’s  2.  The  oldest 
patient  was  64  years  old  and  the  youngest 
9 years  of  age.  All  of  these  accessory 
canals  were,  of  course,  congenital,  but 
in  most  cases  the  patient’s  attention  was 
not  drawn  to  the  condition  until  adult- 
hood. Of  the  34  patients  whose  ages 
are  given,  23  were  between  20  and  30 
years  of  age  when  they  came  under 
observation. 

Fifteen  of  the  accessory  canals  opened 
just  above  the  normal  urinary  meatus. 
Next  in  frequency  were  those  opening 
on  the  posterior  surface  of  the  penis, 
between  the  corona  of  the  glans  and  the 
pubic  hair  line — 10  in  all.  Six  opened 
at  the  balanopreputial  fold  on  its  dorsal 
aspect,  and  3 below  the  normal  urinary 
meatus.  Three  interesting  cases  were 
found  in  which  the  orifice  of  the  accessory 
canal  began  at  the  edge  of  the  pubic 
hair  on  the  dorsum  of  the  penis  In 
1 case  the  accessory  urethra  opened 
in  the  normal  location  of  the  urinary 
meatus,  the  urine  flowing  from  a hypo- 
spadiac  opening  2 cm.  below  and  behind 
this  point.  In  another  case  the  opening 
was  separated  widely  from  the  urethra — 
the  author  fails  to  state  where. 

The  author  presented  a case  in  1926 


(Lowsley  and  Kir  win:  Text-Book  of 

Urology , page  179)  in  which  an  accessory 
canal  persisted  in  the  median  raphe  of 
the  scrotum,  beginning  at  about  the 
middle  of  the  scrotum  and  ending  just 
anterior  to  the  anus.  This  case  is  not 
included  in  the  study  proper  as  it  was 
not  considered  to  be  an  accessory  urethra, 
but  rather  a tubular  structure  growing  in 
the  median  raphe  of  the  scrotum. 

Of  the  42  patients  listed  in  the  ac- 
companying table,  12  were  operated  upon. 
One  of  the  author’s  cases  belongs  in  this 
group.  The  operation  consisted  in  exci- 
sion of  the  accessory  urethra  in  6 cases 
and  in  incision  of  the  canal  with  curettage 
of  the  epithelial  lining  in  6 cases.  One 
of  the  reported  cases  was  discovered  at 
autopsy,  and  4 of  the  patients  were 
advised  to  be  operated  upon  but  refused 
operation.  In  the  remaining  25  cases 
no  operation  was  performed. 

Twenty-six  of  the  42  patients  suffered 
from  gonorrhea;  of  these,  15  had  infec- 
tions in  the  accessory  urethra  only,  3 had 
the  disease  in  the  normal  urethra  only, 
and  8 had  gonorrhea  in  both  canals. 
Four  other  patients  had  nonspecific  in- 
fection of  the  accessory  duct.  One  pa- 
tient suffered  from  retention  of  urine, 
1 had  ectopic  testicle,  and  1 ureteral 
stone.  In  9 cases  no  mention  of  any 
lesion  was  made. 

One  realizes,  as  one  studies  these  cases, 
that  the  discovery  of  the  accessory  canal 
lies  with  the  doctor  rather  than  with  the 
patient,  who  usually  has  an  orifice  in 
plain  sight  but  rarely  pays  any  heed  to 
it  until  infection  of  some  sort  focuses 
his  attention  upon  the  region. 

Conclusions 

1.  Accessory  urethra  is  a rare 
anomaly,  and  is  of  three  types:  (1)  the 
seminiferous  canal;  (2)  the  blind-ending 
canal,  either  (a)  opening  on  the  surface 
of  the  penis  or  (b)  opening  into  the  normal 
urethra;  (3)  the  uriniferous  canal. 

2.  The  42  cases  herein  described, 
including  the  author’s  2,  belong  to  the 
second  group — blind-ending  canals  open- 
ing on  the  surface  of  the  penis. 

3.  The  accessory  urethra  would  prob- 
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ably  be  unnoticed  by  the  patient  in  most 
instances  if  he  did  not  become  infected. 

4.  In  a number  of  the  cases  the 
urethral  anomaly  was  discovered  during 
examination  for  other  causes. 

5.  The  treatment  of  choice,  when  the 


accessory  canal  is  infected,  is  complete 
excision. 

6.  Palliative  treatment  with  chemicals 
is  ineffectual  in  every  instance. 

7.  Incision  and  curettage  is  not  as 
satisfactory  as  excision. 


TABLE. — Accessory  Urethra.  Blind-Ending  Canals  Opening  on  the  Surface  of  the  Penis 


Date  Author 
1797  Baillie,  M. 


1851  Marchal 


1858  Picardat 


1865  Luschka 


1866  Verneuil 


1867  Pribram 


1882  Luxardo,  E. 


1883  Perkowski 


1888  English,  J. 


1888  Lejars 


Age 


27 


1888  Ellenbogen  27 


Condition 

Canal  beside  urethra,  2 in. 
long,  opening  on  glans, 
ending  blindly 


Operation 


Abnormal  opening  14  mm. 
from  normal  meatus; 
canal  78  mm.  long, 
ending  blindly  in  sus- 
pensory ligament 
Supernumerary  opening 
on  dorsum  of  penis, 
from  which  accessory 
canal  palpable  as  a cord 
as  far  as  the  pubic  arch 

19  Opening  at  edge  of  pubic 

hair  on  dorsum  of  penis. 
Canal  15  mm.  long  end- 
ing in  4 “pores”  that 
were  excretory  ducts  of 
a “gland”  believed  to  be 
an  aberrant  prostatic 
lobe 

Accessory  opening  on 
upper  third  of  dorsum. 
Canal  felt  as  hard  cord 
running  to  symphysis, 
where  it  probably  ended 
blindly 

64  Epispadias.  Abnormal 
opening  in  front  of 
balanopreputial  fold, 
leading  to  canal  3 cm. 
long,  having  no  connec- 
tion with  normal 
urethra 

20  Urinary  meatus  oval;  3 

orifices,  1 above  an- 
other. Urine  came  from 
lowest.  Upper  led  to 
canal  14  cm.  long,  ap- 
parently ending  blindly 

24  Normal  urethra.  On 
dorsum  of  penis,  a gut- 
ter leading  to  an  open- 
ing at  root  of  penis 
which  opened  into  a 
canal  admitting  a No. 
16  sound,  ending  blindly 
at  pubic  arch 

30  3 mm.  opening  on  mid- 

dorsum of  penis.  No 
furrow  on  superior  sur- 
face of  glans.  Sound 
passed  12  cm.  under 
septum  of  corpora  cav- 
ernosa, stopped  at 
pubis,  apparently  in 
cul-de-sac.  No  com- 
munication with  normal 
urethra 

30  Abnormal  opening  on  dor- 
sum behind  corona, 
giving  on  a canal  of  4 
mm.  caliber  ending 
blindly  at  symphysis 


A furrow  on  superior  sur- 
face of  glans  led  to  the 
balanopreputial  fold 
where  a 3 mm.  opening 
gave  entrance  to  a canal 
ending  blindly  at  sym- 
physis pubis;  subcu- 
taneous throughout 


Other  Treatment 


For  gonorrhea; 
balsam  and 
injections 


For  gonorrhea 
of  accessory 
canal.  Normal 
urethra  not 
infected 


For  gonorrhea 
only 


Catheterization 
for  retention 


Results  and  Remarks 

Cited  as  textbook  ex- 
ample; no  clinical  de- 
tails. Probably  au- 
topsy specimen 
Infection  cleared  up 
readily  in  normal  ure- 
thra; persisted  long 
inaccessory  canal. 
Eventual  cure  of  both 
Cure  of  gonorrhea.  No 
attempt  made  to  re- 
move anomalous  canal. 
Patient  a young  sol- 
dier; age  not  given 
Autopsy  specimen.  Sub- 
ject a suicide.  The 
anomaly  apparently 
involved  the  prostate 
as  well  as  the  urethra 


Patient  a young  soldier; 
no  age.  Refused  ex- 
ploration by  sound  and 
disappeared.  When 
seen  later,  the  in- 
fection was  cured 
Patient  had  prostatic 
hypertrophy.  No  urine 
passed  through  anoma- 
lous urethra  but  during 
ejaculation  a thin  fluid 
flowed  from  it 

Middle  orifice  apparently 
so  tiny  it  was  not 
explored 


Canal  laid  open; 
cauterized 
and  sutured 


Tinct.  of  iodine  Only  the  supernumerary 
canal  infected;  normal 
urethra  healthy 


Lead  and  boric 
acid  injections 


For  gonorrhea 


Normal  urethra 
treated  for 
gonorrhea 


Amelioration.  Author  re- 
marks that  cure  im- 
possible except  by  ex- 
tirpation of  the  ab- 
normal canal 


Author  regards  this  as 
anomaly  of  develop- 
ment due  to  failure  of 
corpora  cavernosa  to 
establish  normal  rela- 
tions to  each  other 
Part  of  prepuce  con- 
genitally absent;  the 
part  present  hung 
down  underneath  like 
an  apron.  Glans 
curved  into  an  S-form 
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Date 

1889 


1891 


1892 


1893 


1893 


1895 


1895 


1896 


1898 


1898 


1900 


Author  Age  Condition 


von  Dittel  28 


Frigerio,  L. 


Englisch.  J.  31 


Posner,  C.,  20 

and  Schwy- 
zer,  F. 


Meisels,  V.  27 


Nobl  22 


Martin  G.  24 


LeFort,  R.  21 


Stinson,  J.  C.  17 


De  Keers-  18 
maecker 


Loew,  L.  28 


On  back  of  penis  an  open- 
ing 2-3  cm.  behind  the 
glans  gave  access  to  a 
canal,  admitting  a 
sound  for  6-8  cm., 
which  had  no  commu- 
nication with  the  nor- 
mal urethra 

Open  furrow  on  dorsum 
of  penis.  Constricted 
near  meatus;  widened 
as  it  ran  3!/2  cm.  on 
corona,  where  it  formed 
a tiny  tubercle  behind 
which  was  an  opening 
to  a canal  4 cm.  long 

Back  of  corona,  about  31 
cm.  in  skin  of  prepuce, 
an  opening  into  a canal 
4.3  cm.  long  descending 
deeply  along  septum  of 
corpora  cavernosa  to 
end  in  a cul-de-sac 
under  pubic  arch 

Supernumerary  opening  3 
mm.  above  meatus  into 
which  a sound  was  in- 
troduced 141/2  cm.  as 
far  as  the  pubis,  the 
canal  being  dorsal  and 
median.  Unconnected 
with  the  urethra 

A second  canal  above 
normal  urethra  had  a 
separate  meatus  but 
pursued  parallel  course. 
A 4 mm.  sound  pene- 
trated 12  cm.  Beyond, 
like  a fine  thread,  it 
extended  to  the  bladder 
but  had  no  connection 
with  normal  canal 

Two  openings  on  glans; 
upper,  the  entrance  to 
a blind-ending  canal 
admitting  No.  3 sound 
for  nearly  whole  length 
of  shaft 

On  superior  median  part 
of  glans  a gutter  led  to 
opening  admitting  sty- 
let which  could  be 
maneuvered  to  the 
symphysis  but  no  far- 
ther. Normal  urethra 
healthy 

Small  knob  2 cm.  from 
meatus  with  an  opening 
on  summit;  from  this, 
on  the  median  raphe  a 
tiny  cordlike  structure 
palpable  beneath  skin 
on  inferior  surface  of 
penis.  Cord  appeared 
to  end  in  the  wall  of 
urethra,  to  which  it 
bent  sharply  at  right 
angle.  Behind  first 
opening  was  second 
knob  with  even  smaller 
orifice.  Secretion  from 
both  orifices 

Glandulo-penile  hypospa- 
dias. Accessory  orifice 
to  left  of  normal 
meatus;  2x/2  in.  long 
canal  ending  in  a blind 
pouch 

Opening  on  dorsum  per- 
mitted insertion  of  No. 
14  bougie,  which  pene- 
trated 6-7  cm.,  indicat- 
ing accessory  canal 
parallel  to  urethra, 
ending  at  symphysis. 
No  urine  or  seminal 
fluid  from  it 

Smaller  meatus  above  nor- 
mal one.  Bougie  pene- 
trated 141  /z  cm.  through 
upper  canal  but  did  not 
reach  the  bladder. 
Urine  and  sperm  from 
normal  meatus  onlv 


Operation 


Refused 


Section  of  canal 


and 

excision 

of  its 

lining. 

Healed  by  sec- 

ond 

inten- 

tion 

Canal 

opening 

to  root.  of 
penis;  mucosa 
excised 


Operation  re- 
fused, greatly 
to  regret  of 
the  author 


Other  Treatment 


Antiseptics  for 
gonorrhea 


Antiseptic  treat- 
ment of  gon- 
orrhea 


Both  canals  in- 
fected with 
gonorrhea;  no 
mention  of 
treatment 


Both  urethras 
infected  with 
g onorrhea , 
which  was 
treated 

Permanganate 
of  potash  in- 
jections to 
accessory 
urethra  for 
gonorrhea 


For  abscess  and 
phimosis;  no 
details.  (The 
hardness  of 
the  accessory 
canal  was 

caused  by 
gonorrhea) 


Iodine  and  car- 
bolic injec- 
tions for  gon- 
orrhea 


Permanganate 
of  potash  in- 
jections for 
acute  gonor- 
rhea 


No  mention  of 
treatment. 
Methy  lene 
blue  injected 
into  bladder 
for  diagnos- 
tio  aid 


Results  and  Remarks 


Reported  by  Taruffi. 
Nothing  but  anatomic 
particulars  given 


In  addition  to  accessory 
urethra  at  summit  of 
glans,  the  meatus  was 
divided  by  a fold,  the 
upper  orifice  leading  to 
a pocket  5 mm.  deep, 
the  lower  conducting 
to  the  true  urethra 
Left  testicle  undescended 


Brief  anatomic  report 
made  to  medical  so- 
ciety; no  details 


This  case  appears  to  be 
unique  in  that  it  pre- 
sented 2 openings  to 
the  accessory  urethra, 
which  had  no  relation 
to  the  normal  meatus 
or  connection  with 
normal  urethra 


Apparently  first  case  re- 
ported in  America 


Uroscopy  showed  no 
opening  in  normal 
urethra’s  wall.  Instru- 
ments in  two  canals 
did  not  touch 
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Date 

1902 


1904 


1908 


1910 


1912 


1913 


1913 


1913 


1913 


1913 


Author  Age  Condition 


Operation 


Other  Treatment  Results  and  Remarks 


Duhot,  E.  24 


Aievoli,  E.  63 


Heller,  J.  22 


Hensel,  H.  20 


Lenehan,  W.  24 


Herman,  J.  L.  24 


Fantl,  G.  26 


Lenartowicz,  26 
J.  T. 


Worms,  G. 


Thompson- 
Walker  J.  W. 


Furrow  on  dorsum  of  penis 
led  to  opening  in  median 
line  at  reflection  of 
penis;  admitted  No.  8 
bougie,  which  stopped 
at  l1  /2  cm.  but  filiform 
penetrated  9 cm.  Canal 
apparently  ended  under 
the  symphysis  pubis 

Opening  at  reflection  of 
prepuce  to  canal,  run- 
ning toward  pubis.  No. 
16  sound  passed  71/* 
cm.  No  connection 
with  normal  urethra 

Partial  diphallus;  no 
meatus  on  right  side,  on 
left  glans  a normal 
meatus  with  hypospa- 
diac  opening  below. 
The  canal  leading  from 
this  had  no  connection 
with  either  urethra  or 
bladder 

Small  opening  on  glans 
above  normal  meatus, 
leading  to  tiny  canal 
3.5  cm.  long  running 
parallel  with  normal 
urethra  but  not  com- 
municating with  it 

Thick  membrane  running 
from  walls  of  urethra 
divided  meatus  into  2 
openings;  lower  ended 
in  bladder;  upper  canal 
took  No.  9 bougie  only. 
Did  not  communicate 
with  lower  (normal) 
canal;  patient  had 
never  passed  urine 
through  it.  Lower 
urethra  infected  with 
gonorrhea;  upper,  free 

Accessory  canal  extended 
from  opening  just 
above  normal  meatus 
on  glans  to  midpoint  of 
root  of  penis  diagonally 
— a thin  tissue  sepa- 
rating it  from  urethra. 
Passed  down  in  front  of 
symphysis  and  ended 
blindly 

Opening  2 mm.  wide  3 cm. 
behind  corona;  led  to 
canal  7 cm.  long  ending 
blindly  under  symphy- 
sis. No  communica- 
tion with  bladder  or 
urethra 

Node  size  of  millet  seed 
on  lower  surface  of  penis 
2 cm.  back  of  preputial 
fold.  Pressure  on  this 
caused  secretion  to 
issue  from  tiny  orifice 
under  raphe.  Ended 
cul-de-sac 

External  appearance  of 
glans  as  usual,  but 
normal  meatus  gave  on 
cul-de-sac  4-5  mm. 
deep.  Urine  from 
hypospadic  opening  2 
cm.  behind.  Third 
opening  in  middle  of 
frenum  admitting  only 
5 stylet  to  a canal  run- 
ning 5 cm.  to  end 
blindly  near  spongy  por- 
tion of  normal  urethra 


Treatment  for 
gonorrhea 


Permanganate 
irrigations  for 
nongonococ- 
cal discharge 


Treatment  for 
gonorrhea 


As  infection 
persisted  in 
accessory 
canal,  it  was 
exti r p ated 
entirely 


Injections  for  Method  of  removal  not 

gonococcal  in-  described;  mentions 
fection  of  “local  anesthesia” 

both  canals 


Gonorrhea  of  Results  not  given  al- 
deep  urethra  though  it  is  stated  that 

treated  the  accessory  urethra 

did  not  at  any  time 
become  infected 


Under  cocaine 
anesth  esia, 
accessory 
canal  opened 
over  canula; 
sup  rapubic 
drain 


Repeated  infec- 
tions of  nor- 
mal canal 
from  acces- 
sory canal 
were  treated 
for  gonorrhea 


Patient  first  seen  in  1909. 
Operation  done  inl912. 
Disappeared  before 
cystoscopic  examina- 
tion could  be  done 


Referred  to  surgical 
service  for  operation 
but  at  last  minute  re- 
fused. Collargol  in- 
jection, with  x-ray, 
confirmed  findings 


Abnormal  canal  Gonorrhea  con- 
extirpated.  fined  to  acces- 

Convalescence  sory  urethra ; 

normal  no  mention 

of  other 
treatment 


One  of  the  few  instances 
of  the  accessory  canal 
being  on  the  under 
side  of  the  penis 


Treatment  for 
gonorrhea  of 
accessory 
canal 


Patient  a young  soldier; 
no  age.  Had  never 
noticed  the  third  orifice 
until  the  canal  on 
which  it  opened  be- 
came infected.  In 
this  case,  also,  both 
abnormal  openings 
were  on  under  side  of 
the  penis 


Case  cited  as  a textbook 
example;  no  clinical 
details.  Suggests  lay- 
ing tract  open,  de- 
stroying lining  with 
cautery-dissection  (pre- 
ferred because  scarring 
is  less)  or  laying  open 
a tract  directly  above 
normal  urethra  with 
scissors 
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Date 

1914 


1914 


1914 


1919 


1920 


1924 


1930 


1932 


1935 


1935 


Author  Age  Condition 

Ferulano,  G.  51  Abnormal  opening  on 
glans  at  reflection  of 
prepuce.  Bougie  No. 
14  entered  8 cm.  An- 
other instrument  placed 
in  normal  urethra  did 
not  meet  the  bougie  and 
the  secretion  from  the 
abnormal  orifice  con- 
tained no  urinary  ele- 
ments 

Ponozz,  M.  Accessory  opening  above 

normal  meatus,  open- 
ing into  canal  12  cm. 
long,  which  did  not 
communicate  with  nor- 
mal urethra 


Dufour  and  22  Orifice  on  corona  on  dorsal 
Jean,  G.  surface  of  glans;  canal 

from  it  felt  like  cord 
running  beneath  the 
skin  of  penis.  A bougie 
passed  through  it  to 
pubic  arch.  No  com- 
munication with  blad- 
der or  urethra.  Dis- 
section showed  that 
after  lumen  ended,  the 
canal  continued  as  a 
fibrous  tract  as  far  as 
Henle’s  ligament  in  the 
direction  of  the  bladder 


Oudard  and  19  Small  orifice  on  dorsum 
Jean,  G.  of  penis;  admitted  a 

fine  probe  for  8 cm. 
No  connection  with 
any  part  of  urinary 
tract 


Oudard  and  22  Punctiform  orifice  at  right 
Esquier  of  frenum  in  balano- 

preputial  fold.  Bougie 
passed  beneath  skin  on 
right  lower  surface  of 
the  penis  was  halted  in 
a cul-de-sac  at  about 
6 cm. 


Operation 

Other  Treatment 

Results  and  Remarks 

Treatment  by 
injections 
of  both  canals 
for  gonorrhea 

Patient  a “gentleman”; 
age  not  given 

Cutaneous  ori- 
fice freed  and 
canal  d i s- 
sected  out  as 
one  would  a 
hernial  sac 

Treatment  of 
gonorrhea  at- 
tempted but 
p e r m a n ga- 
nate  and  sil- 
ver nitrate 

had  no  effect 

Tract  laid  open 
and  curetted 
under  spinal 
anesthesia 

Preoperative  in- 
jections for 
gonorrhea  in- 
effectual 

This  accessory  canal  also 
extended  as  a fibrous 
cord  to  the  prevesical 
tissues.  Lined  (as  far 
as  patent)  with  pave- 
ment epithelium 

Accessory  ure- 
thra dissected 
out.  (No  con- 
nection with 
other  parts  of 
urinary  tract) 

Normal  urethra 
treated  for 

gonorrh  e a . 
No  effect  on 
accessory 
canal 

Lefevre,  G. 


9 Opening  on  dorsum  of  Tract  dissected 
penis,  so  close  to  pubis  out  and  pa- 
it  could  only  be  seen  by  tient  circum- 
pulling  penis  down.  cised 
Canal  found  to  be  5 
cm.  long  on  dissection 
although  probe  did  not 
enter  so  far 


Patient  came  under 
observation  because  of 
ectopic  testicle,  which 
was  successfully  oper- 
ated upon 


Strokov,  F.  35 
Petscherski, 

B.,  and  Schis- 
chov,  L. 


Pinhead  size  opening  3 1 /i 
cm.  above  normal 
meatus;  from  this  a 
little  gully  1 A cm.  deep 
ran  toward  urethral 
orifice.  X-ray  showed 
passage  8 cm.  long  run- 
ning from  accessory 
opening  ending  in  a 
widening,  like  a diver- 
ticulum. It  paralleled 
the  urethra  but  did  not 
join  it  anywhere 


Operation 

jected 

patient 


re- 

by 


Nothing  said  about  treat- 
ment. Authors  inter- 
ested only  in  roent- 
genologic aspects  and 
give  the  only  x-rays  of 
the  condition  in  the 
series 


Robertson, 
A.  L. 


Opening  was  dorsal, 
proximal  to  coronary 
sulcus 


Tract  split  open; 
edges  sutured 


Irrigations  for 
gonorrhea.  A 
relapse  was 
treated  sur- 
gically 


Lowsley,  O.  S.  27  Small  orifice  on  upper  part 
of  glans;  discharged 
pus  which  showed  gono- 
cocci. Probe  passed  to 
penoscrotal  junction 


Accessory  tract 
dissected  out 
under  spinal 
anesthesia 


Preoperative  Gonorrhea  cured  by  re- 
treatment of  moval  of  tract 
gonorrhea  of 
no  avail 


Lowsley,  O.  S.  49  Meatus  of  accessory  ure- 
thra at  top  of  glans 
penis  about  D/2  cm. 
from  normal  meatus. 
Canal  extended  back- 
ward and  downward 
for  4 cm. 


Nothing  done  to 
accessory 
urethra  as  it 
had  never 
caused  him 
any  trouble 


Patient  treated  for  stone 
in  ureter,  which  was 
removed  from  the 
bladder  with  the  Lows- 
ley rongeur.  Accessory 
canal,  in  this  case,  dis- 
covered by  accident 
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MEDICAL  FRIENDS  OF  WINE 
Seventy-eight  members  of  the  medical  profes- 
sion of  San  Francisco  have  organized  a society 
for  an  objective  new  to  the  United  States — the 
study  and  appreciation  of  wine.  The  new  organi- 
zation is  named  “The  Society  of  Medical  Friends 
of  Wine,”  and  officially  began  its  existence  with 
an  inaugural  dinner  held  at  the  St.  Francis 
Yacht  Club,  San  Francisco,  on  February  24. 

It  is  described  officially  as  follows: 

“The  object  of  the  Society  of  Medical  Friends 
of  Wine  is  to  stimulate  scientific  research  on 
wine,  develop  an  understanding  of  its  beneficial 
effects,  and  encourage  an  appreciation  of  the 


conviviality  and  good  fellowship  that  are  part 
of  the  relaxed  and  deliberate  manner  of  living 
that  follows  its  proper  use.” 

While  the  society  is  new  to  America,  says 
California  and  Western  Medicine,  it  follows  a 
precedent  set  many  years  ago  in  France,  where, 
under  the  leadership  of  Dr.  Georges  Portmann, 
Professor  of  Medicine  of  the  University  of 
Bordeaux,  members  of  the  medical  profession 
have  a number  of  such  societies.  International 
congresses  of  European  physicians  interested  in 
wine  have  been  held  under  the  title  of  “Congres 
International  des  Medecins  amis  du  vin.” 


STORK  SLOWING  UP 

The  decline  in  the  nation’s  birth  rate  was  con- 
sidered on  April  7 by  the  New  York  Academy  of 
Medicine,  with  figures  revealing  that  present 
rates  are  5 per  cent  below  the  rate  required  for 
population  replacement. 

“To  maintain  our  present  population  would 
require  something  over  2.6  children  per  mar- 
ried woman,”  Frederick  Osborn,  anthropologist 
of  the  American  Museum  of  Natural  History, 
told  the  Academy. 

“Taking  into  consideration  the  number  of 
sterile  marriages,  we  find  that  couples  capable  of 
having  children  must  average  over  three  children 


to  provide  replacement,”  Mr.  Osborn  said. 

Jewish  families,  he  declared,  are  50  per  cent 
short  of  having  enough  children  to  replace  their 
number  in  the  next  generation.  He  attributed 
this  to  concentration  of  the  Jewish  race  in  met- 
ropolitan centers,  with  high  educational  stand- 
ards. 

“Anglo-Saxons,  because  they  are  so  numerous 
in  the  isolated,  rural  sections  of  the  South,  are 
more  than  holding  their  own,”  Osborn  declared. 

“Mexicans  and  Indians,  the  most  isolated  of 
our  peoples,  are  almost  doubling  their  number 
in  each  generation,” 
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Conference  of  State  Health  Officers 


The  state  health  officers  met  in  Wash- 
ington with  the  provincial  health 
officers  of  Canada  on  April  21  and  22,  and 
with  the  Surgeon  General  of  the  U.  S. 
Public  Health  Service  on  April  24  and  25. 
Besides  the  customary  review  of  scientific 
advance  in  the  field  of  public  health  they 
were  reminded  of  the  peaceful  conflict 
going  on  all  over  the  world  regarding  the 
best  method  of  providing  medical  care 
and  of  the  danger  of  armed  conflict  in 
the  international  political  arena. 

Surgeon  General  Thomas  Parran  re- 
viewed the  progress  made  under  the  pro- 
visions of  the  Social  Security  Act  and  the 
Venereal  Disease  Control  Act.  “This 
year,”  he  said,  “approximately  525,000 
new  patients  with  syphilis  will  have  been 
brought  under  treatment.”  This  rep- 
resents a 104  per  cent  increase  over  1936. 
In  the  same  time  the  number  of  clinics 
has  increased  from  713  to  1,773.  The 
number  of  doses  of  arsphenamines  dis- 
tributed by  state  health  departments  has 
increased  from  1,321,000  to  an  esti- 
mated 3,750,000.  Since  February,  1936, 
public-health  training  given  wdiolly  or  in 
part  under  the  Social  Security  program 
has  been  given  to  3,820  persons.  Another 
1,000  are  being  trained  in  the  present 
fiscal  year.  At  present  only  seven  states 
have  official  cancer-control  programs. 
On  the  other  hand  dental  units  have  in- 
creased from  12  to  35  in  the  state  health 
departments.  “An  increasing  number” 
of  states  are  engaged  in  pneumonia  con- 
trol. Incomplete  state  reports  indicate 
a “material  lowering  of  pneumonia  mor- 
tality in  1938.” 

“Prevention  must  always  be  the  first 
job  of  public  health,”  said  Dr.  Parran, 
“but  against  much  sickness,  prophylaxis 
is  imperfect.  For  those  conditions  that 
cannot  be  prevented,  but  which  because 
of  their  prevalence  and  their  cost  to  the 


community  are  of  public-health  concern, 
prompt  and  good  treatment  is  the  only 
present  approach.”  He  urged  the  state 
health  officers  to  be  aware  not  only  of 
the  movement  in  Washington  for  national 
health  legislation  but  also  of  the  develop- 
ments at  home  growing  out  of  the  vigor- 
ous popular  interest  in  better  health. 
He  expressed  a belief  that  good  medical 
care  cannot  be  made  attainable  to  large 
numbers  of  the  population  without  both 
an  improved  health  organization  and  a 
greater  measure  of  public  subvention. 

A real  opportunity  is  afforded  by  the 
Wheeler-Lea  amendment  to  control  mis- 
leading advertisements  of  food,  drugs, 
and  cosmetics.  The  medical  profession 
cannot  be  indifferent  to  this  opportunity. 
The  expenditures  of  the  public  on  cos- 
metics, perfumes,  and  dentifrices  are 
estimated  at  $400,000,000,  on  proprietary 
medicines  at  $500,000,000,  and  on  various 
health  “gadgets”  and  “health  foods” 
at  another  $100,000,000.  Not  all  of 
this  billion  dollars  is  wasted  but  much  of 
it  is  spent  to  purchase  more  or  less  serious 
trouble.  A great  advantage  of  enforce- 
ment through  the  Federal  Trade  Commis- 
sion is  that  cases  are  heard  not  before  a 
susceptible  jury  but  before  a trial  ex- 
aminer. It  is  the  policy  of  the  com- 
mission that  hearings  be  held  in  the 
locality  from  which  the  product  origi- 
nates. Dr.  K.  E.  Miller,  who  has  been 
assigned  by  the  Public  Health  Service  to 
aid  the  commission,  appealed  to  state 
health  officers  to  help  him  secure  the 
necessary  expert  medical  testimony  in 
such  cases.  He  made  two  other  sug- 
gestions. The  control  by  federal  agency 
can  extend  only  to  goods  shipped  in 
interstate  commerce.  Patent  medicine 
vendors  can  avoid  the  provisions  of  the 
federal  law  by  setting  up  a sales  organi- 
zation that  operates  exclusively  within 
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the  state.  They  are  especially  tempted 
to  operate  in  this  way  in  a state  like  New 
York  which  has  a large  population.  It  is 
therefore  important  that  state  legislation 
be  adopted  in  the  same  sense  as  the 
federal  legislation.  Dr.  Miller  also  sug- 
gested an  exchange  of  information  be- 
tween state  laboratories,  which  analyze 
drugs  and  cosmetics,  and  the  federal 
laboratory  to  avoid  unnecessary  duplica- 
tion of  effort. 

Further  work  at  the  National  Institute 
of  Health  on  trichinosis  has  brought  the 
number  of  human  diaphragms  examined 
postmortem  up  to  3,870  of  which  630 
(or  16.3  per  cent)  were  positive.  An  in- 
vestigation into  the  practice  of  feeding 
raw  garbage  to  hogs  showed  that  of  397 


cities  where  this  method  of  disposal  is  in 
use  only  29  require  that  the  garbage  be 
cooked.  A resolution  was  adopted  rec- 
ognizing the  importance  of  controlling 
this  source  of  infection. 

A dramatic  coincidence  occurred  on  the 
morning  of  April  26  when  Secretary  of 
the  Treasury  Morgenthau,  addressing  the 
conference,  referred  to  the  report  (con- 
firmed later  in  the  day)  that  an  executive 
order  of  the  President  might  remove  the 
Public  Health  Service  from  the  Depart- 
ment of  the  Treasury.  He  admitted  that 
the  provision  of  funds  for  the  New  Deal 
program  was  a full-time  job  but  said 
that  wherever  it  went  the  Public  Health 
Service  would  always  have  his  in- 
terest. 


FLEA  LABORATORY  BATTLES  PLAGUE 

On  the  hillside  back  of  the  University  of  Cali- 
fornia Hospital  was  opened  in  March,  completely 
without  ceremony,  a little  concrete  building 
that  might  be  called  a monument  to  the  flea, 
reports  the  San  Francisco  Examiner. 

It’s  a pretty  grim  monument,  however,  for  of 
all  the  thousands  of  fleas  already  dwelling  in  it, 
and  of  all  the  hundreds  of  thousands  that  will 
enter  it  later,  not  one  will  emerge  alive. 

The  building  is  dedicated  to  the  halting  of  the 
sylvatic  plague. 

The  sylvatic  plague  is  a blood  cousin  to  the 
bubonic  plague,  the  dread  “black  plague,”  which 
one  time  spread  a blanket  of  death  over  a huge 
portion  of  the  civilized  world,  and,  even  after  the 
turn  of  this  century,  claimed  literally  millions 
of  lives  in  the  Orient. 

The  bubonic  plague,  modern  science  has 
learned,  was  spread  by  the  flea,  carried  by  rats. 
The  sylvatic  plague,  too,  is  spread  by  fleas. 
In  America,  cases  of  infection  have  been  rare, 
but  the  percentage  of  mortality  after  infection 
is  perilously  high. 

But  to  bulwark  against  the  day  when  the 
plague  might  rise  up  and  strike  down  thousands, 
and  to  cut  down  the  chances  of  that  occurrence 
to  the  lowest  possible  fraction,  medical  science 
is  making  elaborate  preparations. 

With  the  opening  of  the  Hooper  Foundation’s 
“flea  laboratory,”  made  possible  by  a $24,000 
gift  of  the  Rosenberg  Foundation  for  research, 
San  Francisco  is  the  scientific  center  of  the  world 
in  point  of  sylvatic  plague  lore. 


Within  the  two-story  concrete  building  are 
dozens  on  dozens  of  cages,  containing  every  form 
of  rodent  from  every  spot  in  Western  United 
States  where  plague  has  been  found  among  the 
animals. 

From  the  fur  of  these  animals  the  fleas  are 
industriously  combed,  deposited  in  covered  jars 
and  buckets,  and  allowed  to  live  freely  until  their 
day  of  doom  arrives. 

On  that  day,  the  ill-fated  flea  is  pulled  from  his 
habitat  by  a suction  pump,  killed,  and  placed  on 
a slide  under  a microscope.  There,  scientists 
skilled  in  the  ways  and  looks  of  fleas  can  tell  at 
a glance  whether  their  subject  is  a human  flea, 
dog-and-cat  flea,  squirrel  flea,  or  guinea-pig 
flea. 

Then  this  flea,  with  a crew  of  his  luckless 
cronies,  is  mashed  up  and  cooked  into  a serum, 
which  is  injected  into  a guinea  pig.  If  the  guinea 
pig  comes  down  with  the  plague,  it  is  a scientific 
triumph,  for  the  experimentor,  by  consulting 
his  case  history,  can  tell  which  animal  carried  the 
flea,  and  where  he  came  from. 

This  procedure,  now  in  its  infancy  as  applied 
to  fleas  and  their  “host”  animals,  will  go  for- 
ward swiftly  in  this  new  ultramodern  laboratory. 
The  result  will  be  that  very  shortly  the  Hooper 
Foundation  scientists  will  be  able  to  draw  an 
accurate  map  of  plague  occurrence  in  the  United 
States,  point  out  precisely  which  agencies  carry 
the  disease,  and  take  direct  steps  to  eradicate  the 
carriers. 
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Health  Vigil  for  the  Millions  of  Fair  Visitors 


The  New  York  City  Department  of 
Health  has  been  busy  during  the  last 
two  years  preparing  to  “throw  every 
possible  health  safeguard”  around  the 
millions  of  visitors  expected  at  the 
World’s  Fair,  Dr.  John  L.  Rice,  health 
commissioner,  writes  in  the  May  issue 
of  Neighborhood  Health , published  by  the 
health  department. 

These  efforts  have  not  been  confined  to 
the  Fair  grounds,  but  have  been  extended 
throughout  the  city,  with  attention  con- 
centrated on  sanitation  and  food  handling 
in  hotels,  restaurants,  lodging  houses, 
amusement  places,  transit  lines,  and 
buses,  Dr.  Rice  says. 

Under  Dr.  John  G.  Grimley,  special 
deputy  commissioner  of  health  for  the 
Fair,  a branch  office  and  laboratory  of  the 
department  has  been  established  on  the 
grounds.  The  staff  of  thirty-six  will  in- 
clude twenty-eight  food  inspectors,  three 
sanitary  inspectors,  and  an  entomologist. 

The  department  has  laid  twenty-six 
miles  of  waterpipe,  a storm  sewer  of 
record  capacity  also  twenty-six  miles 
long,  five  and  a half  miles  of  sanitary 
sewer,  and  four  miles  of  drain  at  the  site. 
All  of  the  500  food  and  drink  establish- 
ments at  the  Fair  must  have  information 
on  the  source  and  condition  of  their  sup- 
plies and  have  them  ready  for  daily  in- 
spection. Food  handlers  at  the  Fair  must 
pass  a health  examination  every  month. 

In  the  magazine,  Dr.  Grimley  writes 
that  utensils  used  for  food  must  be  washed 
with  soap  in  water  at  least  100  degrees  in 
temperature  and  rinsed  for  one  minute  in 
clear  water  at  least  175  degrees  in  tem- 
perature. 

Cooperating  with  the  city  health  de- 
partment, the  Fair  corporation  has  en- 
rolled a medical  staff  to  give  first  aid  to 
the  40,000  persons  expected  to  require  it 
before  the  Fair  is  over.  Dr.  J.  P.  Hoguet, 
medical  director  of  the  Fair,  writes  in 
Neighborhood  Health  that  six  first-aid 
stations  have  been  set  up,  five  motor 


ambulances,  one  speedboat,  and  a stream- 
lined x-ray  truck  have  been  acquired,  and 
a corps  of  thirty  physicians  and  forty 
nurses  mobilized.  All  medical  treat- 
ment on  the  grounds  will  be  free. 

One  of  the  ambulances  is  equipped  with 
special  resuscitation  devices  to  care  for  a 
patient  suffering  from  asphyxiation  on  the 
way  to  a first-aid  station,  Dr.  Hoguet 
explains.  The  x-ray  truck  will  be  sent 
to  a station  in  case  of  an  accident  involv- 
ing fractures  or  internal  injuries.  Plates 
can  be  developed  in  the  truck  and  handed 
to  the  doctor  in  five  minutes. 

With  all  these  safeguards,  Dr.  Rice 
expects  the  most  prevalent  ailment  to  be 
sore  feet. 

County  News 

Albany  County 

The  Medical  Society,  County  of  Al- 
bany, was  addressed  on  April  19  by 
Samuel  Kleinberg,  M.D.,  F.A.C.S.,  At- 
tending Orthopedic  Surgeon,  Hospital  for 
Joint  Diseases,  Lebanon  Hospital,  and 
Israel  Zion  Hospital,  New  York  City,  on 
“The  Management  of  Structural  Scoli- 
osis.” 

Bronx  County 

The  program  of  the  Bronx  County 
Medical  Society  on  April  19  included 
addresses  on  “Medical  Service  Plans,”  by 
Mr.  Frank  Van  Dyk,  and  on  “Compul- 
sory Health  Insurance,”  by  Dr.  Emil 
Koffler,  Dr.  John  B.  Schwedel,  and 
Dr.  Samuel  Kopetzky.  Discussion  was 
opened  by  Dr.  Theodore  Sanders. 

“One  of  our  physicians  recently  en- 
gaged the  services  of  a well-known  agency 
to  collect  an  outstanding  bill  of  twenty- 
six  dollars.  After  collecting  the  bill  and 
deducting  the  service  charge,  the  com- 
pany forwarded  the  doctor  a check  for  six 
dollars  in  full  payment  of  the  account. 
We  congratulate  the  doctor  in  that  the 
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balance,  small  though  it  may  have  been, 
was  in  his  favor.  Very  often  the  doctor 
finds  that  he  is  indebted  to  the  collection 
agency  after  the  latter  has  collected  the 
bill.” — Bulletin 

The  North  Bronx  Medical  Society  en- 
joyed a dinner-dance  entertainment  at 
Ben  Riley’s  Arrowhead  Inn  on  May  7. 

Dr.  Julius  Weiss,  a Bronx  general 
practitioner  who  also  specialized  in  ob- 
stetrics and  gynecology,  died  on  April  11 
in  St.  Luke’s  Hospital.  Dr.  Weiss,  who 
was  a founder  and  President  of  the  Medi- 
cal Board  of  the  Bronx  Maternity  and 
Woman’s  Hospital,  had  his  home  and  office 
at  1000  Grand  Concourse,  the  Bronx.  He 
was  sixty-three  years  old. 

A native  of  Rumania,  he  came  to  New 
York  as  a child.  He  was  graduated 
from  Cornell  University  in  1899  with  a 
B.S.  degree  and  from  the  Long  Island 
College  Hospital  in  1902  with  an  M.D. 
degree.  After  practicing  on  Manhattan’s 
East  Side,  he  moved  to  the  Bronx  in 
1912  and  thereafter  practiced  there. 

He  helped  to  found  the  Bronx  Mater- 
nity and  Woman’s  Hospital  in  1915 
and  served  as  president  of  its  medical 
board  from  then  until  his  death.  He  was 
attending  obstetrician  and  gynecologist 
at  the  hospital. 

Broome  County 

Mayor  Kress,  of  Binghamton,  re- 
cently addressed  a letter  to  Dr.  Charles 
L.  Pope,  President  of  the  Broome  County 
Medical  Society,  asking  the  society  to 
have  a committee  “conduct  a survey 
of  the  present  medical  welfare  system 
and  make  recommendations  for  revi- 
sions and  improvements.”  The  executive 
committee  of  the  society,  however,  de- 
cided that,  in  view  of  certain  legisla- 
tion pending  at  Albany,  it  would  be 
unwise  to  make  recommendations  until 
the  legislative  situation  is  made  clear. 

Dutchess  County 

The  Dutchess  County  Medical  So- 
ciety gave  a dinner  at  the  Nelson  House 
in  Poughkeepsie  on  April  12  in  honor  of 


Dr.  Robert  W.  Andrews,  who  has  prac- 
ticed medicine  there  for  over  forty  years 
and  will  move  shortly  to  Texas.  Mayor 
Spratt,  counsel  to  the  society,  was  one  of 
the  speakers. 

The  scientific  program  was  given  over 
to  a discussion  on  “Some  Thyroid  Prob- 
lems” by  Dr.  John  C.  McClintock,  of 
Albany. 

Erie  County 

A plan  for  care  of  the  medically  indi- 
gent, providing  for  fees  for  physicians 
treating  such  persons  in  Buffalo,  was 
unanimously  approved  by  the  Buffalo 
Health  Board  at  its  meeting  on  April  13. 
At  present  no  payment  is  provided  for 
such  work  in  Buffalo. 

The  plan  has  been  approved  after 
about  six  months’  study  by  the  committee 
on  medical  care,  made  up  of  unofficial  rep- 
resentatives of  the  Medical  Society  of  the 
County  of  Erie,  the  Edward  J.  Meyer 
Memorial  Hospital,  University  of  Buffalo, 
Buffalo  Health  Department,  Erie  County 
Board  of  Social  Welfare,  Erie  County 
Department  of  Social  Welfare,  Buffalo 
Hospital  Association,  and  Comitia  Min- 
ora of  the  Medical  Society  of  the  County 
of  Erie. 

Routine  care  would  be  provided  for 
Buffalo’s  medically  indigent  under  the 
direction  of  the  department  of  social 
welfare  through  employment  of  private 
physicians  on  a fee  basis.  Patients  would 
be  allowed  to  choose  their  own  physicians, 
who  would  be  authorized  to  charge  $2 
each  for  home  calls  and  $25  for  confine- 
ments, with  a maximum  charge  of  $50 
per  month  per  patient,  exclusive  of  con- 
finements. No  payment  would  be  pro- 
vided for  office  calls. 

Seven  authorities  in  medicine  addressed 
the  medical  alumni  of  the  University  of 
Buffalo  at  their  fifth  annual  spring  clinical 
day  and  sixty-fourth  anniversary  ban- 
quet on  April  22,  in  the  Hotel  Statler. 

At  the  morning  session,  the  speakers 
were:  Dr.  Elmore  B.  Tauber,  Professor 

of  Dermatology  at  the  University  of  Cin- 
cinnati, on  “The  Dermatologist  Looks  at 
Medicine”;  Dr.  E.  Perry  McCullagh, 
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Director  of  the  Department  of  Endo- 
crinology and  Metabolism  at  the  Cleve- 
land (Ohio)  Clinic,  on  “Obesity”;  and 
Dr.  Harry  E.  Mock,  Associate  Professor 
of  Surgery  at  Northwestern  University 
Medical  School,  and  Dr.  John  L.  Lind- 
quist, Associate  in  Surgery  at  North- 
western, on  “The  Management  of  Acute 
Cranial-Cerebral  Injuries.” 

The  round-table  discussion  at  11 
o’clock  was  held  in  four  sections,  as  follows : 
cardiovascular,  Dr.  Clayton  W.  Greene; 
pediatrics,  Dr.  Douglas  P.  Arnold;  nose, 
throat,  and  ear,  Dr.  John  F.  Fairbairn, 
and  gastrointestinal  tract,  Dr.  Abraham 
H.  Aaron. 

A luncheon  and  business  meeting  was 
held  at  12:30  o’clock.  At  the  afternoon 
session,  starting  at  2:30,  the  following 
spoke : 

Dr.  Edward  H.  Dennen,  Clinical  Pro- 
fessor of  Gynecology  and  Obstetrics  at 
New  York  Polyclinic  Medical  School 
and  Hospital,  on  “Choice  of  Instruments 
in  Delivery  with  Forceps,”  with  film 
demonstration ; Dr.  Horton  Casparis,  Pro- 
fessor of  Pediatrics  at  the  Vanderbilt 
University  Medical  School,  on  “Practical 
Management  of  Behavior  Problems  in 
Children”;  and  Dr.  David  L.  Thompson, 
Professor  of  Biochemistry  at  McGill  Uni- 
versity, on  “Endocrinology  in  Urology 
for  the  General  Practitioner.” 

Following  the  annual  dinner,  scheduled 
for  7 o’clock,  the  General  Electric  Com- 
pany’s “House  of  Magic”  demonstration 
was  presented. 

Dr.  Carroll  Julian  Roberts,  of  Buffalo,  a 
front-line  fighter  in  the  war  on  pneu- 
monia, died  of  the  disease  in  Edward  J. 
Meyer  Memorial  (City)  Hospital  on 
April  6. 

Clinical  director  of  the  hospital,  Dr. 
Roberts  had  pioneered  in  the  use  of 
sulfapyridine  to  combat  pneumonia  and 
had  reported  marked  success.  But  the 
new  drug  was  unable  to  save  his  own 
life. 

He  entered  the  hospital  on  April  4, 
and  his  case  was  typed  as  No.  1 pneu- 
monia. He  was  given  the  appropriate 
serum  and  sulfapyridine  therapy  to  no 


avail.  He  died  after  many  hours  under 
an  oxygen  tent. 

“He  had  been  working  a week  when 
he  should  have  been  in  bed,”  said  Dr. 
Nelson  W.  Strohm,  also  a prominent 
pneumonia  worker.  “He  was  a wonder- 
ful man  and  he  knew  an  awful  lot  of 
medicine. 

“He  was  intensely  keen  to  cut  down 
the  pneumonia  toll  and  he  was  particu- 
larly interested  in  the  new  drug,  sulfa- 
pyridine. Just  two  weeks  ago  he  read  a 
paper  to  the  medical  union  detailing  33 
cases  treated  with  sulfapyridine,  32  of 
which  recovered.” 

Franklin  County 

The  spring  meeting  of  the  Franklin 
County  Medical  Association  was  held  in 
Malone  on  April  12.  Dinner  was  served 
at  the  Elks  Club  at  1 p.m.,  and  the  scien- 
tific and  business  session  was  held  in  the 
nurses’  classroom,  Alice  Hyde  Hospital. 
Dr.  Robert  S.  Macdonald,  of  Plattsburg, 
was  the  guest  speaker,  and  the  topic  was 
“Endocrine  Dysfunctions.” — Reported  by 
Daisy  H.  Van  Dyke , M.D.,  Sec'y. 

An  interesting  article  in  the  Adirondack 
edition  of  the  Syracuse  Post  Standard  re- 
calls that  “Although  the  little  logging 
settlement  of  Tupper  Lake  sprawled  on 
the  shores  of  Racquette  pond  had  just 
mushroomed  into  existence  a year  or 
two  earlier,  and  the  incorporation  of  the 
village  of  Tupper  Lake  was  not  to  come 
for  more  than  a decade,  Tupper’ s settlers 
decided  the  new  town  needed  a board  of 
health  just  forty-five  years  ago.  Accord- 
ingly, the  town  board  of  Altamont, 
which  had  been  set  off  from  Waverly  in 
1890,  met  on  April  6,  1894,  and  organized 
the  first  local  board  of  health.  Dr. 
Eugene  M.  Austin  was  appointed  Tup- 
per’s  first  health  officer — a post  which  he 
still  holds  today.”  Dr.  Austin  is  the 
present  President  of  the  Franklin  County 
Medical  Association. 

Jefferson  County 

Sixteen  health  officers  of  Jefferson 
County  attended  the  annual  spring  con- 
ference of  county  health  officers  at  the 
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Black  River  Valley  Club  on  April  13. 
The  meeting  preceded  the  regular 
monthly  meeting  of  the  Jefferson  County 
Medical  Society  at  the  club. 

The  health  officers  discussed  the  an- 
nual spring  campaign  for  administering 
toxoid  to  children  to  prevent  diphtheria 
and  smallpox. 

Dr.  Stanley  W.  Sayer,  of  Gouverneur, 
district  state  health  officer,  who  presided, 
particularly  stressed  the  necessity  of 
children  being  vaccinated  against  small- 
pox, emphasizing  that  the  percentage  of 
children  so  vaccinated  has  been  dropping 
sharply. 

Dr.  Frederick  G.  Metzger,  of  Carthage, 
also  discussed  the  campaign.  Dr.  Metz- 
ger is  chairman  of  the  public-health  com- 
mittee of  the  medical  society. 

Kings  County 

The  Kings  County  Medical  Society  has 
decided  to  back  the  pending  state  bill 
giving  the  medical  grievance  committee  of 
the  state  board  of  regents  the  right  to  dis- 
cipline all  doctors,  it  is  announced  by 
Dr.  Charles  F.  Pabst. 

However,  Dr.  Pabst  pointed  out,  the 
organization  put  the  stamp  of  approval 
on  the  measure,  known  as  the  Coudert- 
Steingut  bill,  with  the  reservation  that 
the  bill’s  definition  of  “unprofessional 
conduct”  be  redrawn  to  conform  with 
that  of  the  state  medical  society. 

If  the  bill  becomes  a law  it  will  bring 
under  the  disciplinarian  jurisdiction  of  the 
board  of  regents  the  40  per  cent  of  the 
practicing  physicians  here  who  are  not 
members  of  the  county  and  state  medical 
societies.  At  present  this  group  cannot 
be  punished  for  violation  of  the  code  of 
ethics,  it  was  said,  while  at  the  same  time 
members  of  the  various  societies  can  be 
disciplined  by  the  groups  to  which  they 
belong.  In  March  the  county  medical 
society  went  on  record  as  disapprov- 
ing of  the  Coudert-Steingut  bill  because 
of  its  definition  of  unprofessional  conduct. 
At  a meeting  held  later  at  the  society’s 
headquarters,  No.  1313  Bedford  Avenue, 
the  group  reversed  its  stand,  providing 
the  definition  is  amended  to  conform 


with  that  adopted  by  the  state  medical 
society  in  1931. 

Passage  of  the  bill  will  help  prevent 
the  lowering  of  the  standards  of  medical 
practice  in  this  state  and  will  give  the 
board  of  regents  medical  grievance  com- 
mittee blanket  power  to  punish  all  physi- 
cians who  violate  the  code  of  ethics,  it  was 
said. 

The  scientific  program  of  the  Medical 
Society  of  the  County  of  Kings  on  April 
18  included  papers  on  “Experimental 
Aspects  of  Carcinogenic  Substances,”  by 
Murray  J.  Shear,  Ph.D.,  and  on  “The 
Implications,  Implied  and  Expressed,  of 
Tumor  Grading,”  by  Dr.  Stanley  P. 
Reimann. 

The  Friday  afternoon  lectures  at  the 
MacNaughton  Auditorium  included: 
April  14 — “Diagnostic  and  Therapeutic 
Aspects  of  Splenic  Enlargement,”  by  Dr. 
Harry  M.  Greenwald;  April  21 — “Recent 
Advances  in  the  Diagnosis  and  Treat- 
ment of  the  Diseases  of  the  Liver,”  by 
Dr.  Carl  H.  Greene;  April  28 — “Colitis, 
Its  Diagnosis  and  Treatment,”  by  Dr. 
Joseph  Felsen;  May  5 — “Poliomyelitis: 
Diagnostic  Aspects  and  Evaluation  of  Pre- 
ventive and  Therapeutic  Procedures,”  by 
Dr.  Sidney  D.  Kramer;  and  May  12 — 
“Office  Procedures  in  Gynecology  for  the 
General  Practitioner,”  by  Dr.  Horace  E. 
Ayers. 

Dr.  George  F.  Cahill,  Attending  Urolo- 
gist at  the  Presbyterian  Hospital  in  Man- 
hattan, discussed  the  diagnosis  of  renal 
tumors  at  a meeting  on  April  10  of  the 
Williamsburg  Medical  Society  in  the 
Leon  Louria  Memorial  Auditorium  of 
Jewish  Hospital,  St.  Mark’s  and  Classon 
Avenue.  Dr.  Irwin  E.  Siris,  president 
of  the  society,  presided. 

The  program  of  the  Brooklyn  Thoracic 
Society  on  April  21  included  papers  on 
“The  Modern  Problems  in  the  Diagnosis 
of  Early  Pulmonary  Tuberculosis,”  by 
by  Dr.  Edgar  Mayer  and  on  “The  Opera- 
tion of  Extra  Plural  Pneumothorax,”  by 
Dr.  Paul  Geary. 

The  Ocean  Medical  Society  on  April  17 
listened  to  addresses  on  the  following 
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topics:  “Angina  Pectoris  as  a Pre- 

dominating Symptom  in  Spontaneous 
Hypoglycemia,”  by  Dr.  Joseph  Wein- 
stein, of  Brooklyn;  “Problems  in  the 
Management  of  Children  with  Heart 
Diseases,”  by  Dr.  Irving  R.  Roth,  of 
Manhattan;  “Treatment  of  Heart  Fail- 
ure,” by  Dr.  Arthur  C.  De  Graff,  of 
Manhattan;  and  “Trauma  and  Effort 
as  a Cause  of  Coronary  Thrombosis,” 
by  Dr.  Ernst  P.  Boas,  of  Manhattan. 

Monroe  County 

The  fight  against  infectious  disease, 
described  as  “man’s  most  unrelenting 
enemy,”  was  discussed  by  Dr.  George  D. 
Berry,  Professor  of  Bacteriology  at  the 
University  of  Rochester  School  of  Medi- 
cine, in  an  illustrated  lecture  on  April  16 
in  the  Rochester  Academy  of  Medicine. 

He  told  the  dramatic  story  of  efforts  to 
control  smallpox,  diphtheria,  typhoid 
fever,  and  other  infectious  diseases  that 
have  menaced  mankind  for  centuries. 
Dr.  Arthur  M.  Johnson,  city  health 
officer,  was  one  of  the  speakers  on  the 
program,  which  was  planned  by  Dr. 
Sol  C.  Davidson. 

Nassau  County 

The  Nassau  County  Medical  Society, 
at  its  meeting  on  April  18,  listened  to  an 
address  by  Dr.  Franklin  M.  Hanger, 
of  the  Presbyterian  Hospital,  New  York, 
on  “Laboratory  Aids  in  the  Diagnosis  of 
Liver  Disease.” 

New  York  County 

The  meeting  of  the  Medical  Society 
of  the  County  of  New  York  on  April  17 
was  devoted  to  a symposium  on  “Auto- 
mobile Accidents : Their  Prevention  and 

Treatment,”  with  the  following  addresses: 
1.  “What  the  New  York  City  Police 
Department  Is  Doing  to  Reduce  Street 
Accidents,”  by  John  J.  Seery,  First 
Deputy  Police  Commissioner,  New  York 
City,  by  invitation.  2.  “Saving  the 
Pedestrian,”  by  Carroll  E.  Mealey, 
Commissioner,  Bureau  of  Motor  Ve- 
hicles, New  York  State,  by  invitation. 
3.  “Medical  Control  of  Motor  Vehicle 


Drivers,”  by  Dr.  David  J.  Kaliski. 
4.  “Eye  Factors  in  the  Prevention  of 
Motor  Vehicle  Accidents,”  by  Dr.  Con- 
rad Berens.  5.  “Factors  in  the  Treat- 
ment of  Automobile  Accidents,”  by  Dr. 
John  J.  Moorhead.  Discussion  was  by 
Dr.  Charles  J.  Dillon. 

Five  noted  scientists  who  have  passed 
the  age  of  sixty-five  will  withdraw  be- 
fore the  end  of  the  year  from  active 
connection  with  the  Rockefeller  Insti- 
tute for  Medical  Research  under  a manda- 
tory age-retirement  regulation  now  being 
applied  for  the  first  time. 

A spokesman  for  the  institute  explained 
that  all  will  be  pensioned  and  that  labora- 
tory facilities  will  be  placed  at  their 
disposal  for  independent  research,  but 
that  their  routine  duties  will  be  per- 
formed by  younger  men. 

Retiring  are  Dr.  Alexis  Carrel  and  Dr. 
Karl  Landsteiner,  both  Nobel  Prize 
winners;  Dr.  Phoebus  A.  Levine,  chem- 
ist, and  Dr.  Winthrop  J.  V.  Osterhout, 
physiologist.  The  institute  disclosed 
that  Dr.  Florence  Rena  Sabin,  famous 
woman  anatomist,  withdrew  several 
months  ago  when  she  reached  the  age 
of  sixty-seven. 

Sir  Alfred  Webb-Johnson,  C.B.E., 
D.S.O.,  M.B.,  F.R.C.S.,  (England),  Hon. 
F.A.C.S.,  spoke  on  “The  History  of  Sur- 
gery in  England,”  (with  lantern  slides)  on 
Wednesday,  April  26,  in  the  Blumenthal 
Auditorium  of  The  Mount  Sinai  Hos- 
pital, New  York  City. 

Niagara  County 

Problems  common  to  lawyers  and 
physicians  were  discussed  at  a “medico- 
legal forum”  held  by  the  Niagara  Falls 
Bar  Association  and  the  Medical  Society 
of  the  County  of  Niagara  on  April  12 
at  the  Hotel  Niagara  at  Niagara  Falls. 

A joint  meeting  of  lawyers  and  physi- 
cians had  not  been  held  in  the  county 
for  two  years.  Jointly  presiding  were 
William  H.  Hunt,  president  of  the  bar 
association,  and  Dr.  Harley  U.  Cramer, 
of  Lockport,  president  of  the  medical 
society. 
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Speakers  included  Dr.  Ernest  M.  G. 
Rieger  and  Dr.  Richard  H.  Sherwood, 
of  Niagara  Falls,  and  Dr.  Forrest  W. 
Barry,  of  Lockport,  representing  the 
physicians,  and  Francis  T.  Findlay, 
Earl  W.  Brydges,  and  Salem  G.  Man- 
sour,  all  of  Niagara  Falls,  representing 
the  lawyers. 

Onondaga  County 

A special  committee  of  nine  physicians 
who  will  work  out  a program  of  voluntary 
nonprofit  health  insurance  was  elected 
on  April  4 at  a meeting  of  the  Onondaga 
County  Medical  Society  at  the  College  of 
Medicine,  Syracuse  University. 

Selected  from  a panel  of  twenty  names 
submitted  by  the  comitia  minora,  they 
are  Dr.  Donald  S.  Childs,  Dr.  Leo  E. 
Gibson,  Dr.  Gordon  D.  Hoople,  Dr. 
Albert  G.  Swift,  Dr.  Leon  E.  Sutton, 
Dr.  Brooks  W.  McCuen,  Dr.  Albert  A. 
Getman,  Dr.  E.  C.  Reifenstein,  Sr.,  and 
Dr.  Brewster  C.  Doust. 

Dr.  Louis  C.  Kress,  Assistant  Director 
of  the  State  Institute  for  Study  of  Malig- 
nant Diseases,  told  members  that  two 
reasons  keep  lay  persons  from  consulting 
a doctor  when  they  have  cancer.  Either 
they  don’t  have  pain,  or  they  don’t  want 
to  be  told  that  they  have  cancer,  he  de- 
clared. 

Dr.  Kress  discussed  the  scope  of  the 
family  doctor  in  the  war  on  cancer,  and 
the  plans  of  the  state  in  aiding  the  cam- 
paign. 

He  stressed  the  fact  that  the  general 
practitioner  is  the  one  who  can  be  of  the 
greatest  service,  and  should  be  given 
assistance  in  making  the  diagnosis  by 
specialists  who  may  later  be  at  his  com- 
mand. 

He  stressed  that  when  diagnosis  of 
cancer  is  made,  the  condition  should  be 
treated  as  an  emergency,  as  is  acute  ap- 
pendicitis and  other  diseases. 

Doctors  can  help  stamp  out  the  cancer 
quack  by  visiting  the  hopeless  cancer 
cases  and  giving  a word  of  comfort,  he  de- 
clared. Different  types  of  cancer  respond 
to  different  treatment,  such  as  surgery,  x- 
ray,  or  radium,  sometimes,  too,  depending 
on  the  location. 


Queens  County 

The  Medical  Society  of  the  County  of 
Queens,  on  April  18,  heard  a paper  on 
“The  Use  of  the  Free  Full  Thickness  Dis- 
sected Skin  Graft,”  by  Dr.  J.  Eastman 
Sheehan,  Professor  of  Plastic  Surgery  at 
New  York  Polyclinic  Medical  School  and 
Hospital;  Fellow  Royal  Society  of  Medi- 
cine, London;  Professor  Delade  Aca- 
demia Desandid  Sanidad  Militia  Spain. 
It  was  discussed  by  Dr.  Arthur  J.  Barsky, 
Assistant  Plastic  Surgeon,  Polyclinic; 
Associate,  Reconstruction,  etc. ; and 
Dr.  George  Sammis,  Plastic  Surgeon, 
Queens  General  Hospital. 

Friday  afternoon  talks  at  4:30  at  the 
county  society  building,  112-25  Queens 
Boulevard,  Forest  Hills: 

April  21 — “Sacroiliac  Disease,”  by 
Dr.  Charles  D.  Napier,  F.A.C.S.,  Chief 
Orthopedic  Surgeon,  St.  Giles  Hospital, 
Consulting  Orthopedic  Surgeon,  Long 
Island  College  Hospital. 

May  5 — “Abnormal  Bleeding  in  Fe- 
males,” by  Dr.  Thurston  S.  Wei  ton, 
F.A.C.S.,  Obstetrician,  Gynecologist, 
Greenpoint  and  Long  Island  College 
Hospitals. 

May  19 — “Symptoms  and  Diagnosis  of 
Diabetes,”  by  Dr.  Charles  M.  Levin, 
and  “Treatment  of  Diabetes,”  by  Dr. 
Miller  A.  Sanders. 

An  open  meeting  of  the  Queensboro 
Surgical  Society  was  held  on  Wednesday 
evening,  April  19,  at  the  medical  society 
building.  The  speaker  of  the  evening 
was  Dr.  James  A.  Cahill,  Jr.,  Professor  of 
Surgery  at  Georgetown  University,  Wash- 
ington, D.  C.  His  subject  was  “Trauma 
of  the  Abdomen  and  Chest.” 

Richmond  County 

The  Richmond  County  Medical  Society 
held  its  annual  dinner  at  Marconi’s  Hotel, 
Mill  Road,  New  Dorp,  on  April  12. 

Guests  of  honor  were  Dr.  Aaron  Hood 
Thomasson  and  Dr.  Michael  F.  O’Shea. 
The  society  paid  tribute  to  these  men 
for  their  more  than  forty  years  in  the 
profession. 
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Steuben  County 

The  annual  banquet  of  the  Hornell 
Medical  and  Surgical  Association  was 
held  at  the  Hornell  Country  Club  with 
twenty-eight  present,  on  April  12. 

Dr.  Glee  W.  Cheesman,  who  leaves 
soon  for  California,  was  the  honor  guest. 

Tompkins  County 

Dr.  Wilbur  George  Fish,  a native  of 
Tompkins  County  and  one  of  Ithaca’s 
Oldest  physicians,  died  at  Memorial 
Hospital  in  Ithaca  Wednesday  morning, 
April  12,  after  a long  illness.  He  was 
eighty  years  old. 

He  was  president  of  the  Sixth  District 
Branch  of  the  state  medical  society, 
and  was  also  president  at  one  time  of  the 
Tompkins  County  Medical  Society,  of 
which  he  was  later  secretary  and  treasurer. 

Warren  and  Washington  Counties 

Dr.  Arthur  F.  Holding,  Consulting 
Otolaryngologist  of  Memorial  Hospital, 
Albany,  stressed  the  importance  of  early 
diagnosis  and  treatment  of  cancer  of  the 
larynx  at  a joint  meeting  of  the  medical 
societies  of  Warren  County  and  Wash- 
ington County  on  April  12  in  The  Queens- 
bury,  at  Glens  Falls.  More  than  seventy 
physicians  of  the  two  counties  attended 
the  meeting,  which  opened  with  medical 
and  surgical  motion  pictures. 

Those  who  discussed  Dr.  Holding’s 
paper  were  Dr.  John  M.  Griffin,  Dr. 
Clair  A.  Buck,  Dr.  Harold  A.  Peck,  and 
Dr.  Morris  Maslon,  of  Glens  Falls. 

Dr.  Edwin  MacD.  Stanton,  surgeon  at 
Ellis  Hospital,  Schenectady,  discussed 
legislative  and  economic  problems  with 
particular  reference  to  proposals  for  com- 
pulsory health  insurance.  He  said  the 


proposed  $850,000,000  health  bill  would 
add  $250,000  to  the  tax  bill  of  Warren 
County. 

Dr.  Dwight  M.  Sawyer,  of  Glens  Falls, 
President  of  the  Warren  County  Medical 
Society,  and  Dr.  William  Nuzzo,  of 
Hartford,  President  of  the  Washington 
County  Medical  Society,  presided. 

Wayne  County 

The  regular  meeting  of  the  Wayne 
County  Medical  Society  was  held  on 
April  4 at  the  Newark  State  School  on 
the  invitation  of  Dr.  Hiram  G.  Hubbell, 
the  superintendent. 

Before  the  meeting  the  members  in- 
spected the  new  x-ray  equipment  recently 
installed  in  the  new  hospital  building. 
After  the  dinner  meeting,  Dr.  Rose  R. 
Donk  reviewed  a three-year  survey  of 
tuberculosis  conducted  at  the  school. 
Dr.  John  C.  Hoeffler  discussed  congenital 
syphilis  and  presented  several  cases. 

The  main  part  of  the  evening  discussion 
was  then  taken  up  in  the  matter  of  hos- 
pital insurance. 

Westchester  County 

More  than  200  persons  heard  Dr. 
Harrison  S.  Martland,  Chief  Medical 
Examiner  of  Essex  County,  New  Jersey, 
and  an  authority  on  automobile  safety 
work,  address  the  Mount  Vernon  Medi- 
cal Society  in  the  Knolls  April  13. 

Dr.  Martland,  introduced  by  Health 
Commissioner  T.  A.  Jost,  president  of  the 
society,  told  of  interesting  cases  from  the 
files  of  his  office,  and  strange  stories  of 
accidents  and  murders. 

Members  of  the  Kiwanis,  Rotary,  and 
the  Lions  clubs,  and  the  police  depart- 
ment were  present. 


Deaths  of  New  York  State  Physicians 


Name  Age 

Wilbur  G.  Fish  80 

Charles  H.  Goodrich  66 
Charles  C.  Mullin  67 

Carroll  J.  Roberts  59 

William  C.  Thro  64 

Julius  Weiss  63 


Medical  School 
Cleveland 
P.  and  S. 

Syracuse 

Buffalo,  U.  of  Pa.,  Berlin 

Cornell 

L.  I.  C. 


Residence 
Ithaca 
Brooklyn 
Syracuse 
April  6 Buffalo 

April  6 Long  Island  City 

April  1 1 Bronx 


Date  of  Death 
April  12 
May  6 
April  16 


Hospital  News 


To  Isolate  Pneumonia  Patients 


Isolation  of  all  cases  of  pneumococcic 
pneumonia  is  advocated  by  Dr.  Julien 
E.  Benjamin,  Dr.  James  M.  Ruegsegger, 
and  Fanny  A.  Senior,  Cincinnati,  in  their 
article,  “Cross  Infection  in  Pneumococcic 
Pneumonia,”  in  The  Journal  of  the 
American  Medical  Association  for  March 
25. 

Although  the  disease  has  long  been 
classed  as  contagious,  the  authors  say,  it 
is  rarely  reportable.  The  general  failure 
to  segregate  or  isolate  patients  with 
pneumonia  implies  that  its  contagious- 
ness has  been  underestimated. 

“It  is  essential  that  each  patient  be 
segregated  in  a cubicle  and  not  treated 
in  the  open  ward,”  the  authors  maintain. 
“Physicians  and  nurses  should  be  required 
to  observe  the  same  precautions  in  caring 
for  such  patients  as  are  usual  in  con- 
tagious disease  wards. 

“The  wearing  of  gowns  and  masks  and 
the  washing  of  hands  after  each  examina- 
tion or  treatment  should  be  strictly 
enforced.  Visitors  should  likewise  be 
protected.  Since  these  regulations  have 
been  adopted  at  the  Cincinnati  General 
Hospital,  we  have  been  convinced  of  their 
merits.” 

In  support  of  their  statements,  the 
authors  cite  several  instances  of  cross 
infection. 

“There  is  abundant  evidence  that 
hospital  contacts  are  frequently  infected 


from  pneumonia  sufferers.  It  has  been 
shown  that  about  2 per  cent  of  the  hos- 
pital contacts  contracted  the  same  pneu- 
mococcic disease.  This  of  itself  would 
justify  segregation  of  infected  persons. 
Fifteen  patients,  treated  in  the  medical 
wards  of  the  Cincinnati  General  Hospital 
in  two  years,  definitely  contracted  the 
disease  from  other  patients  in  the  same 
ward  who  had  the  same  types  of  pneu- 
monia. 

“The  following  winter,  after  rigid 
precautions  had  been  enforced,  only  two 
patients  had  pneumonia  which  could  be 
attributed  to  cross  infection.” 

A case  of  a doctor  who  contracted 
pneumonia  from  a patient  is  cited  and 
also  two  cases  of  infection  contracted  by 
laboratory  workers. 

“About  20  per  cent  of  the  immediate 
family  contacts  with  a pneumonia  patient 
treated  at  home  harbor  the  same  strain  of 
pneumococci  in  the  nasopharynx,”  the 
three  authors  state.  ‘ ‘The  disease  actually 
develops  in  a certain  number  of  these 
carriers.” 

They  conclude  that  “each  patient  with 
pneumonia  should  be  regarded  as  a focus 
for  the  spread  of  the  infection.  The  care 
of  each  patient  should  include  those 
measures  which  have  been  found  serv- 
iceable in  the  treatment  of  other  com- 
municable diseases.” 


Nurses  Call  New  Bill  Unfair 


Vigorous  opposition  to  the  proposed 
amendment  to  the  state  education  law 
in  relation  to  nursing,  which  would 
provide  for  licensing  an  additional  group 
of  persons  to  be  known  as  “child’s 
nurse,”  is  voiced  by  nearly  18,000  nurses  as 
members  of  the  New  York  State  Nurses 
Association  through  their  president,  Mrs. 
Ethel  G.  Prince.  “The  amendment 
might  have  serious  results  because  care 


of  sick  children  involves  a great  deal  of 
skill  and  knowledge,”  Mrs.  Prince  said. 

The  new  amendment,  in  the  form  of  a 
bill,  has  been  introduced  to  the  Senate 
by  Senator  Walter  J.  Mahoney,  and  in 
the  Assembly  by  Assemblyman  Anthony 
J.  Canney. 

The  nurses  label  the  proposed  legisla- 
tion as  “unfair  to  young  women  who  give 
fifteen  months  or  more  of  service  to  an 
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institution  and,  when  they  leave,  find 
that  their  practice  is  definitely  limited  to 
special  types  of  cases  rather  than  general 
practice  of  nursing.”  It  would  provide 
for  a new  nursing  group  known  as  “child’s 
nurse”  to  care  not  only  for  well  babies  but 
also  sick  babies  and  maternity  cases 
under  the  direction  of  a licensed  physi- 
cian. It  would  be  much  better  for 
students  to  spend  a few  more  months  in 
training  in  an  approved  school  of  nursing 
where  they  would  be  prepared  to  care  for 
all  types  of  cases.  Children  may  suffer 
from  many  kinds  of  ailments,  including 
medical  and  surgical  conditions,  com- 
municable diseases,  and  orthopedic  de- 
fects. A maternity  hospital  or  infants’ 
home  could  not  possibly  give  students 
experience  in  all  these  conditions. 

Mrs.  Prince  also  stated:  “The  title, 
‘Child’s  Nurse’  is  misleading.  Accord- 
ing to  the  definition  found  in  the  bill  such 
a nurse  would  be  permitted  to  care  for 
maternity  cases  and  the  name  signifies 

Newsy 

SYRACUSE  HOSPITALS  BADLY 
OVERCROWDED 

A warning  that  the  difficulty  of  getting 
patients  into  the  crowded  hospitals  of 
Syracuse  has  become  a serious  public 
menace  is  sounded  in  the  leading  editorial 
of  the  Bulletin  of  the  Onondaga  County 
Medical  Society.  It  says : 

“Many  bitter  complaints  are  being 
registered  by  the  physicians  of  Syracuse 
and  Onondaga  County  because  of  the 
frequent  inability  to  get  patients  who  are 
emergently  ill  into  a hospital  in  Syracuse. 
Something  is  wrong,  and  what  that  some- 
thing is  needs  to  be  discovered  and  recti- 
fied. Is  it  possible  that  patients  are  stay- 
ing in  hospitals  longer  than  they  formerly 
did,  partly  because  of  insurance  which 
allows  them  a liberal  stay?  Or,  are  we 
actually  in  need  of  more  hospital  beds  in 
Syracuse? 

“Two  of  our  largest  hospitals  have 
frequently  been  unable  to  admit  man, 
woman,  or  child  on  certain  days,  even 
though  the  emergent  condition  was  fully 


that  her  field  is  limited  to  the  care  of 
children.  If  such  a bill  should  pass, 
other  institutions  caring  for  special 
types  of  cases  such  as  tuberculosis,  mental 
or  nervous  diseases,  would  later  seek 
similar  legislation  in  order  that  they  too 
may  conduct  courses  and  have  student 
nurses  to  care  for  their  patients.  It 
would  be  difficult  for  the  public  to  differ- 
entiate between  a registered  professional 
nurse,  practical  nurse,  child’s  nurse  and 
perhaps  tuberculosis,  psychiatric,  and 
other  nurses.  The  first  two  groups  are 
trained  in  general  hospitals  and  some 
have  affiliations  in  special  hospitals  and 
can  give  satisfactory  care  to  special  cases. 

“Because  of  the  confusion  to  the  public 
of  additional  classifications  for  nurses  and 
because  it  is  felt  that  the  present  nurse- 
practice  law  gives  the  public  the  necessary 
protection  through  ample  provision  for 
classification  and  training  of  nurses,  the 
association  is  definitely  opposed  to  this 
bill.” 

Notes 


explained.  There  seems  to  be  no  letup 
in  this  state  of  affairs.  The  solution 
therefore  would  seem  to  be  a shortening 
of  length  of  stay  of  the  individual  in  the 
hospital  or  an  addition  to  the  number  of 
hospital  beds  in  Syracuse.  The  best 
answer  might  be  the  building  of  an  addi- 
tion to  one  of  our  teaching  hospitals 
which  would  care  for  ward  patients. 
This  would  release  a large  number  of  beds 
for  the  use  of  private  patients.  The 
people  of  Syracuse  should  give  some 
thought  to  this  matter,  for  it  is  they 
who  are  likely  to  be  mostly  concerned. 
The  matter  has  gone  far  beyond  one  of 
mere  academic  interest.” 

• • • 

The  walls  of  the  upper  floors  of  the 
new  Triborough  Hospital  at  Jamaica  will 
be  made  of  clear  glass,  to  provide  a 
maximum  of  sunlight. 
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New  York  City  hospitals  had  the  first 
ambulance  in  the  world,  were  the  first 
to  use  cocaine,  performed  the  first  blood 
transfusion,  prepared  the  first  nursing 
text,  and  established  the  first  medical 
laboratory,  the  first  school  for  nurses, 
and  the  first  school  for  midwives.  These 
facts  will  be  brought  home  to  the  visitor 
in  the  exhibit  of  the  Department  of 
Hospitals  in  the  City  Building  at  the  big 
Fair. 


A Catholic  men’s  guild  has  been  formed 
in  Auburn  to  aid  in  financing  the  ex- 
penses of  Mercy  Hospital. 


Endorsement  by  the  Hospital  Council 
of  Greater  New  York  of  the  $2,967,000 
construction  program  of  Roosevelt  Hos- 
pital was  announced  on  April  2. 

David  H.  McAlpin  Pyle,  chairman  of 
the  council,  declared  in  a letter  to 
Thomas  S.  McLane,  president  of  the 
hospital’s  board,  that  the  institution’s 
plan  to  replace  several  old  structures 
with  modem  buildings  should  serve  as  a 
“necessary  and  important  contribution 
to  the  needs  of  West  Side  Manhattan.” 
“The  hospital  council  considers  the 
Roosevelt  Hospital  one  of  the  essential 
voluntary  hospital  units  in  the  area 


where  it  is  located,”  the  letter  said. 
“The  generosity  and  quality  of  its  serv- 
ices to  the  West  Side  community,  the 
integrity  of  its  board  of  trustees,  and  the 
standing  of  its  medical  staff  have  long 
been  appreciated  by  those  agencies  which 
concern  themselves  with  the  development 
and  maintenance  of  good  hospital  facili- 
ties.” 


Agreement  on  hospital  rates,  which 
compensation  insurance  companies  will 
pay  for  the  care  of  injured  workmen,  has 
been  reached  after  a conference  between 
representatives  of  the  Hospital  Associa- 
tion of  New  York  State,  compensation 
insurance  carriers,  and  state  officials. 

Miss  Frieda  S.  Miller,  State  Industrial 
Commissioner,  and  Louis  H.  Pink,  State 
Superintendent  of  Insurance,  have  con- 
curred in  the  rates,  which  will  be  in  effect 
until  Jan.  1,  1940.  The  rates  are  $5.25 
a day  for  New  York  City  and  the  coun- 
ties of  Nassau,  Suffolk,  and  Westchester; 
$5  a day  for  the  counties  of  Dutchess, 
Orange,  Rockland,  Putnam,  Albany,  and 
the  cities  of  Schenectady  and  Troy;  and 
$4.50  a day  for  the  remainder  of  the  state. 

Payments  are  to  be  made  every  thirty 
days  and  procedure  for  arbitration  has 
been  provided.  All  but  5 of  the  267 
participating  hospitals  were  in  full  accord 
with  the  agreement. 


Improvements 


A modern,  four-story,  fireproofed  hos- 
pital will  rise  this  year  to  replace  the 
present  wooden  buildings  of  the  Nassau 
Hospital,  Mineola,  it  is  announced  by  the 
directors. 

It  is  expected  that  the  cost  will  exceed 
$500,000  and  will,  when  completed, 
make  the  Nassau  Hospital  an  institution 
costing  more  than  $1,000,000. 

Plans  are  being  made  to  provide  at 
least  250  beds  in  the  new  hospital,  an 
increase  of  58  more  than  the  present 
maximum  of  192. 

The  Nassau  Hospital  is  the  fourth  in 
that  region  to  consider  launching  a 
building  program  in  recent  months 


Others  have  been  the  Mercy  Hospital  at 
Hempstead,  South  Nassau  Communities 
Hospital  at  Oceanside,  and  the  Meadow- 
brook  Hospital.  The  Meadowbrook  plans 
have  merely  been  under  consideration 
while  the  Mercy  and  South  Nassau  in- 
stitutions are  actually  proceeding  with 
their  development  programs. 

It  is  stated  that  funds  will  be  available 
for  the  building  program  without  neces- 
sitating any  public  drive  or  campaign. 

• • • 

The  erection  of  an  addition  to  the 
Henry  Heywood  Memorial  Hospital  in 
North  Tonawanda  will  be  a necessity  in 
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the  near  future,  according  to  the  annual 
report  of  the  trustees  at  the  yearly 
business  meeting. 


Possibility  of  reducing  relief  hospitaliza- 
tion costs  in  Elmira  by  building  a munici- 
pal hospital  is  being  studied  by  city  offi- 
cials and  a group  of  Elmira  business  and 
professional  men. 

The  plan  is  in  a formative  stage  and 
no  decision  has  been  reached.  The 
hospital  would  be  built  as  a WPA 
project  and  would  house  50  to  75  beds. 

Under  the  plan,  all  relief  hospital  cases 
falling  in  the  medical  category  would  be 
treated  at  the  municipal  hospital.  Surgi- 
cal cases  would  not  be  included  at  the 
beginning. 

The  institution  might  also  serve  as  an 
emergency  hospital  for  Southside  fac- 
tories. 

City  Manager  Klebes  said  that  the 
municipal  hospital  plan  had  been  sug- 
gested to  him  by  a number  of  citizens. 

“The  city  is  reducing  other  forms  of 
relief  and  there  must  be  a reduction  in 
hospitalization,”  said  the  manager.  “A 
municipal  hospital  may  be  the  answer.” 


In  furtherance  of  his  efforts  of  the  past 
two  years  to  secure  a general  surgical 
veterans’  hospital  for  the  29th  New 
York  District,  and  especially  in  Washing- 
ton or  Saratoga  counties,  Representative 
E.  Harold  Cluett  has  given  Gen.  Frank 
T.  Hines,  Veterans’  Administration  Chief, 


new  data  to  support  the  claims  of  these 
regions. 

The  latest  move  on  the  part  of  the 
congressman  followed  action  taken  by  the 
various  legion  posts  of  Washington  and 
Saratoga  counties  who  have  for  some 
time  been  stressing  the  fact  that  the 
Hudson  River  or  east  central  section  of 
New  York  State  is  without  a general 
surgical  hospital,  despite  the  fact  that  it 
has  perhaps  more  veterans  on  a popula- 
tion basis  than  any  other  section  of 
New  York  State  that  is  not  now  serv- 
iced by  a nearby  hospital. 

New  York  counties  in  the  proposed 
new  hospital  area  are  Rensselaer,  Albany, 
Clinton,  Columbia,  Essex,  Franklin,  Ful- 
ton, Greene,  Hamilton,  Herkimer,  Jeffer- 
son, Lewis,  Montgomery,  Oneida,  Oswego, 
Otsego,  Saratoga,  Schenectady,  Scho- 
harie, St.  Lawrence,  Warren,  and  Wash- 
ington; and  in  Vermont:  Addison,  Ben- 
nington, Chittenden,  Franklin,  and  Rut- 
land counties. 


The  latest  and  most  effective  x-ray 
equipment  has  been  installed  at  the  Fox 
Memorial  Hospital  in  Oneonta  at  an  ex- 
penditure in  excess  of  $10,000. 

The  x-ray  section  has  been  remodeled 
and  completely  renovated  under  the 
direction  of  Dr.  L.  S.  House,  roentgenolo- 
gist at  the  hospital. 

The  new  equipment  includes  besides 
the  general  unit  a portable  machine  that 
may  be  moved  to  any  bed  in  the  hospital 
for  fluoroscopic  or  radiographic  examina- 
tions. 


At  the  Helm 

These  hospital  officials  have  been  Edward  Neimeth,  to  be  President  of 
chosen:  the  Beth  Moses  Hospital,  in  Brooklyn. 

Henry  F.  Howe,  to  be  President  of  the  Dr.  Chrisman  G.  Scherf,  to  be  medical 
Henry  Heywood  Memorial  Hospital  at  superintendent  of  the  new  hospital  on 
North  Tonawanda;  re-elected.  Welfare  Island,  New  York  City. 

Arthur  L.  James,  to  be  President  of  Abraham  S.  Singer,  to  be  President  of 
Flushing  Hospital  and  Dispensary;  re-  the  Jewish  Sanitarium  and  Hospital  for 
elected.  Chronic  Diseases,  in  Brooklyn. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

Malpractice — Bad  Result  Not  Proof  of  Negligence 


A few  weeks  ago  the  highest  court  of 
one  of  the  western  states  handed 
down  a decision  that  reaffirms  a rule 
that  has  been  previously  the  subject 
of  these  columns,  namely,  that  in  a mal- 
practice action  the  mere  fact  that  a bad 
result  is  obtained  after  treatment  by  a 
physician  does  not  establish  that  he  has 
been  guilty  of  malpractice.* 

The  plaintiff  in  the  case,  one  A,  had 
been  operated  upon  by  doctors  B and  C 
for  the  purpose  of  attempting  to  correct 
an  instability  of  his  left  knee.  The  opera- 
tion was  performed  by  Dr.  B assisted  by 
Dr.  C,  who  participated  to  the  extent  of 
using  retractors  and  the  like.  It  con- 
sisted of  the  repair  of  the  exterior  lateral 
and  posterior  crucial  ligaments,  which 
had  been  torn  and  ruptured  by  a previous 
fall.  The  damaged  portions  of  the  liga- 
ments were  removed,  and  new  material 
was  substituted  therefor  which  was  ob- 
tained by  the  use  of  sections  from  the 
facia  lata  and  the  biceps  muscle  of  the  left 
leg.  The  operation  was,  of  course,  per- 
formed under  a general  anesthetic. 

After  operation  it  was  found  that  A 
began  to  suffer  from  a foot  drop.  He  was 
unable  to  control  lifting  and  sidewise 
movement  of  his  foot,  and  complained  of 
a numbness  in  an  extensive  area  of  the 
lower  left  leg.  Physical  examination 
by  another  physician  indicated  that  the 
external  peroneal  nerve  was  severed  near 
the  knee. 

A brought  suit  against  both  B and  C 
to  recover  damages  for  personal  injuries 
alleged  to  have  been  sustained  as  a result 
of  their  negligence  in  performing  the  op- 
eration. Upon  the  trial  the  plaintiff 
called,  as  his  own  witness,  Dr.  C.,  who 
testified  concerning  the  details  of  the 
operative  procedure.  He  admitted  that 
the  peroneal  nerve  was  in  the  operative 


field  and  that  ordinarily  its  position  does 
not  vary  and  stated  that  while  the  nerve 
can  be  isolated,  such  procedure  is  not 
ordinarily  followed  in  the  particular  type 
of  operation  performed.  He  testified 
that  he  could  not  state  positively  whether 
he  or  Dr.  B had  severed  the  nerve,  al- 
though he  said  he  did  not  do  any  cutting 
in  its  precise  neighborhood.  Dr.  C also 
stated  that  injury  to  the  peroneal  nerve 
is  one  of  the  difficult  problems  of  surgery, 
and  that  it  can  be  injured  by  “pulling  on 
a blunt  instrument  alone,  and  the  prob- 
lem as  to  whether  or  not  that  was  true 
was  our  first  problem  after  the  operation.” 

When  asked  his  opinion  as  to  methods 
of  protecting  the  nerve  during  the  type 
of  operation  in  question,  Dr.  C answered 
that  it  should  be  retracted  with  its  protec- 
tive tissue,  but  explained  that  in  doing 
so  it  might  be  stretched  with  temporary 
injury.  He  also  said  that  although  the 
peroneal  nerve  is  not  difficult  to  locate  and 
identify,  a surgeon  might  miss  it  and  cause 
injury.  He  cited  instances  of  such  oc- 
currences. 

Among  the  defense  witnesses  were 
certain  expert  surgeons,  one  of  whom 
stated  that  in  average  surgical  practice 
with  the  use  of  care  and  skill  the  peroneal 
nerve  is  cut  in  5 per  cent  of  operations 
such  as  was  performed.  Another  sur- 
geon put  the  proportion  of  severance  in 
such  cases  at  8 or  9 per  cent.  The 
defense  witnesses  declared  that  standard 
technic  permits  leaving  the  nerve  covered 
in  its  own  protective  tissue  rather  than 
exposing  it,  because  exposure  is  likely  to 
produce  injury,  and  that  proper  conser- 
vative methods  call  for  retracting  the 
nerve  with  its  tissues. 

The  testimony  on  behalf  of  the  plaintiff 
amply  supported  the  conclusion  that  the 
condition  of  the  left  foot  and  leg  subse- 
quent to  operation  was  due  to  injury  or 
severance  of  the  peroneal  nerve  during 
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the  operation.  The  defendants  made  no 
attempt  to  controvert  such  testimony. 

The  trial  judge  dismissed  the  action  as 
to  B (the  assistant)  at  the  close  of  the 
plaintiff’s  proof,  and  at  the  end  of  all  of 
the  evidence  directed  a verdict  in  favor 
of  C. 

The  plaintiff  appealed,  claiming  that  he 
had  established  negligence  under  the 
doctrine  of  res  ipsa  loquitur.  He  argued 
that  he  was  unconscious ; that  defendants 
were  in  charge  of  the  operation ; that  the 
result  he  sustained  does  not  ordinarily 
occur;  and  that  in  the  absence  of  an  ex: 
planation  by  the  defendants  he  was  en- 
titled to  a verdict  based  upon  their  negli- 
gence. 

The  Appellate  Court,  however,  affirmed 
the  judgments  appealed  from,  saying 
in  the  opinion: 

“If  this  were  the  rule  (that  asserted 
by  appellant),  as  a practical  proposi- 
tion, no  surgeon  could  ever  operate 
without  being  an  insurer  of  a medically 
satisfactory  result.  The  medical  tes- 
timony in  this  case  shows  without 
any  contradiction  whatever  that  al- 
though the  severance  of  the  peroneal 
nerve  is  something  which  ordinarily 
does  not  occur  in  operations  such  as 
that  performed  by  Dr.  C,  yet  even 
when  the  precautions  prescribed  by 
the  approved  technic  are  taken,  there 
is  a break  of  or  injury  to  it  in  between 
5 and  9 per  cent  of  the  cases.  There  is 
nothing  startling  about  such  evidence 
and  it  affords  no  basis  for  the  recovery 
of  damages  against  a surgeon.  Proba- 
bly in  every  operation  there  is  some 
hazard  which  the  medical  profession 
recognizes  and  guards  against  but 
which  is  not  always  overcome.  To 
say  that  the  doctrine  of  res  ipsa 
loquitur  allows  the  recovery  of  dam- 


ages in  every  case  where  an  injury 
does  not  ordinarily  occur,  would  place 
a burden  upon  the  medical  profession 
which  the  law  has  not  heretofore  laid 
upon  it.  Moreover,  such  a rule  is  not 
justified  by  either  reason  or  authority. 
“The  law  has  never  held  a physician 
or  surgeon  liable  for  every  untoward 
result  which  may  occur  in  medical 
practice.  It  requires  only  that  he 
shall  have  the  degree  of  learning  and 
skill  ordinarily  possessed  by  physi- 
cians of  good  standing  practicing  in 
the  same  locality  and  that  he  shall  use 
ordinary  care  and  diligence  in  applying 
that  learning  and  skill  to  the  treat- 
ment of  his  patient.  Whether  he  has 
done  so  in  a particular  case  is  a ques- 
tion for  experts  and  can  be  established 
only  by  their  testimony.  And  when 
the  matter  in  issue  is  one  within  the 
knowledge  of  experts  only,  and  is  not 
within  the  common  knowledge  of 
laymen,  the  expert  evidence  is  con- 
clusive. Negligence  on  the  part  of  a 
physician  or  surgeon  will  not  be  pre- 
sumed; it  must  be  affirmatively 
proved.  On  the  contrary,  in  the  ab- 
sence of  expert  evidence,  it  will  be 
presumed  that  a physician  or  surgeon 
exercised  the  ordinary  care  and  skill 
required  of  him  in  treating  his  patient. 
“.  . . . Here  what  was  done  lies  out- 
side of  the  layman’s  experience.  Medi- 
cal evidence  is  required  to  show  not 
only  what  occurred  but  how  and  why 
it  occurred.  That  evidence  establishes 
beyond  question  not  only  that  the 
peroneal  nerve  may  be  injured  even 
where  due  care  is  used  but  that  this 
unfortunate  result  invariably  occurs 
in  a limited  number  of  cases.  The 
doctrine  of  res  ipsa  loquitur  is,  there- 
fore, entirely  inapplicable  and  no 
malpractice  has  been  proved.’’ 


THE  DOCTORS  ORCHESTRAL  SOCIETY  OF  NEW  YORK 
The  Doctor’s  Orchestra  will  give  its  premiere  the  Physicians’  Home  and  the  Loan  and  Relief 
performance  in  Town  Hall,  New  York  City,  on  Fund  of  the  County  Medical  Society  of  New 

May  26  at  8:30  p.m.,  with  Ernest  Schelling  as  York.  Tickets  are  obtainable  from  Dr.  William 
guest  artist.  The  proceeds  will  be  donated  to  Spielberg,  235  East  22nd  St.,  New  York  City. 


Across  the  Desk 

Medical  Memories  of  the  Old  South 


“■t^THEN  Doctah  Herbert  come  in  de 

VV  front  doah,  OF  Man  Pain  step  out 
de  back  doah,”  was  what  the  colored  folk 
thereabouts  used  to  say,  and  the  saying 
was  adopted  by  the  white  people  too.  Dr. 
Herbert  wore  a beaver  stovepipe  hat,  and 
his  furrowed  face  was  fringed  with  a wavy, 
brown  beard,  so  that  he  looked  rather 
like  the  pictures  of  Abraham  Lincoln. 
Like  Lincoln,  too,  he  was  over  six  feet 
tall,  but  he  had  the  mellow,  soft  voice  of 
the  southland. 

His  gentle  tones  were  matched  by  his 
gentle  nature,  and  it  was  his  boast  that 
he  had  never  sued  nor  would  he  sue  any- 
one for  a bill.  If  all  his  bills  had  been 
paid,  he  would  have  been  the  richest  man 
in  town,  but  when  he  died,  all  he  owned, 
house,  furniture,  horses,  carriages,  every- 
thing, were  worth  only  $2,500.  But  he 
was  rich  in  what  money  cannot  buy,  the 
love  of  all  who  knew  him,  and  his  funeral 
was  the  largest  the  county  had  ever 
known.  He  was  a pronounced  atheist, 
but  was  at  the  same  time  “the  most 
Christlike  of  men.” 

That  is  the  picture  of  an  old-time  Vir- 
ginia doctor,  drawn  by  Dr.  William  E. 
Aughinbaugh  in  his  book  of  reminis- 
cences entitled  I Swear  by  Apollo* 
which  is  being  read  a great  deal  just  now. 

Mystery  of  Life  Explained 

It  was  Dr.  Herbert’s  influence,  in  fact, 
that  decided  young  Aughinbaugh  to  study 
medicine,  but  in  a rather  peculiar  way. 
The  boy  was  already  convinced  at  the  age 
of  six  that  the  old  doctor  was  a true 
magician,  a seer,  and  a wonder-worker, 
but  one  day  when  Willie  had  been 
strangely  kept  out  of  the  house  for  hours, 
the  doctor  came  out  and  said  in  his  soft 
voice:  “Well,  Willie,  I have  just  brought 
your  mother  a little  sister  for  you  to  play 
with.” 


“Where  did  you  get  her?”  he  asked 
solemnly,  thus  showing  his  scientific  spirit 
getting  an  early  start. 

“Under  a head  of  cabbage,”  replied  the 
doctor.  “A  rabbit  brought  her  there.  As 
soon  as  he  saw  me,  he  ran  away,  and  I 
took  the  little  girl  to  your  mother  because 
I knew  she  wanted  one  as  a companion 
for  her  boys.” 

“Who  brings  boys?”  pursued  the  re- 
lentless six-year-old. 

“Why,  foxes  bring  little  boys,”  an- 
swered the  physician,  as  he  deftly  avoided 
further  questions  by  hurrying  off  to  his 
buggy. 

This  decided  little  Willie  to  be  a doctor, 
for  “surely  anyone  who  could  heal  the 
sick,  postpone  visits  from  Charon,  cut  off 
legs,  find  babies,  and  be  on  speaking  terms 
with  rabbits  and  foxes,  was  worthy  of 
emulation.” 

So  the  young  man  went  to  medical 
school,  some  years  later,  in  Washington, 
D.  C.,  and  paid  his  way  partly  by  working 
in  a lawyer’s  office  and  partly  by  forming, 
with  four  other  students,  the  “Hip- 
pocratic Exhumation  Corporation.”  “To 
speak  precisely,”  he  confesses  frankly, 
“we  became  nocturnal  grave  robbers — 
primarily  to  provide  ourselves  with  funds 
for  an  education,  secondarily  to  insure  a 
steady  supply  of  stiffs.”  The  price  was 
$35  per.  Thus  the  very  bodies  of  those 
that  medical  science  had  failed  to  keep 
from  the  grave  helped  to  educate  future 
doctors  to  save  others  from  going  the 
same  route. 

A calf  was  the  standard  fee  for  bringing 
a baby  into  the  world,  the  young  Dr. 
Aughinbaugh  found  when  he  came  back 
to  his  home  town  in  Virginia,  hung  out 
his  shingle,  and  put  his  announcement  in 
the  local  paper.  Sometimes,  on  coming 
home  from  a long  trip  over  terrible  roads, 
he  would  find  two  or  three  calves  tied  up 
in  his  yard,  with  notes  pushed  under  his 
door  to  tell  who  the  donors  were.  Other 
patients  paid  in  grain  for  the  three  hungry 


* I Swear  by  Apollo,  A Life  of  Medical  Adventure,  by 
William  E.  Aughinbaugh,  New  York,  Farrar  and  Rine- 
hart, 
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horses,  or  in  hams,  chickens,  eggs,  or 
butter. 

“Snuffing  Out”  Babies 

We  often  hear  of  life  being  “snuffed 
out,”  but  not  of  babies  being  “snuffed 
out.”  This  is  where  our  obstetric  experts 
can  learn  something.  One  day  the  young 
Virginia  doctor  had  a hurry  call  from  a 
physician  in  the  next  county,  and  when 
he  arrived  on  the  scene  he  found  the 
patient’s  room  in  wild  disorder,  the  doc- 
tor disheveled,  sweating,  cursing,  chew- 
ing tobacco,  his  face  purple,  and  a broken 
obstetric  forceps  on  a chair. 

“I  can’t  do  a damn  thing  more,”  he 
exclaimed.  “I  can’t  get  that  baby.  Will 
you  take  charge?” 

Aughinbaugh’s  efforts  were  equally 
futile.  What  to  do? 

Then  the  colored  servant  girl  spoke  up : 

“Please  let  me  send  for  Aunt  Jinny — 
you  all  know  what  she  done  for  Miss 
Lucy  when  her  baby  stuck.” 

“Go  get  Aunt  Jinny  quick!”  shouted 
both  doctors  together. 

In  a few  minutes  Aunt  Jinny  was  there, 
looking  for  all  the  world  like  the  portly 
mammy  on  the  box  on  pancake  flour. 

“Have  you  all  tried  ‘snuffin’  it  out?” 
she  asked,  her  arms  akimbo. 

“Snuffing  it  out?”  gasped  the  doctors. 

“Yes,  sah,  snuffin’  it  out — dat’s  de  only 
way.” 

“Go  ahead,  try  anything,”  exclaimed 
the  men  of  baffled  medical  science. 

A pound  package  of  snuff  was  brought, 
and  Aunt  Jinny  called  out  “Stan’  back, 
gennemen!”  and  threw  a handful  in  the 
patient’s  face.  Instantly  there  was  an 
explosion  of  sneezes,  coughs,  and  cries — 
and  the  weak  voice  of  a newborn  baby! 
A simple  Negro  woman  had  won  out 
where  two  educated  physicians  had  failed. 
“The  snuff  had  relaxed  the  abdominal 
muscles,  which  we  doctors  had  made 
tense.” 


Now  will  the  next  textbooks  tell  how 
to  “snuff  them  out?” 

Old  Man  Taylor’s  Leg 

In  addition  to  Aunt  Jinny  there  was 
Aunt  Nancy,  who  lived  down  by  the 
swamp  and  was  reputed  to  be  a voodoo 
doctor  and  a witch.  She  dealt  in  charms, 
potions,  spells,  love  powders,  and  such, 
and  her  terms  were  cash  on  the  nail.  The 
colored  population  went  to  her  first,  and 
to  the  young  M.D.  when  Nancy  had 
failed  or  their  money  was  used  up.  Augh- 
inbaugh  found  it  was  a losing  battle. 

And  the  white  folks  had  their  home 
remedies  and  cures,  too.  The  climax 
came  when  Old  Man  Taylor  broke  his 
leg.  Aughinbaugh  set  it  and  put  it  in  a 
“fracture  box,”  only  to  have  Taylor  take 
“that  damned  coffin”  off  his  leg  and  put 
on  a mass  of  sowbelly  and  cabbage.  The 
leg  healed  somehow  with  only  a slight 
limp,  and  Taylor,  in  his  frequent  jags, 
would  lambaste  all  doctors  as  fools,  while 
the  bystanders  guffawed. 

That  was  the  last  straw,  and  the  young 
physician  left  to  begin  a series  of  medical 
experiences  and  adventures  in  many  lands 
and  to  end  in  our  own  picturesque  Green- 
wich Village  in  New  York  City. 

The  swelling  stream  of  medical  memoirs 
are  coming  better  and  better,  richer  and 
racier.  They  are  crashing  the  best-seller 
lists.  The  doctors  have  the  printing 
presses  running  nights,  while  the  pub- 
lishers’ checks  buy  them  shiny  new  cars 
and  trips  to  the  Riviera.  Beyond  a doubt 
hundreds  of  silver-haired,  not  to  say 
baldheaded,  M.D.’s  are  scanning  their 
old  casebooks  and  ledgers  and  wondering 
if  “thar’s  gold  in  them  thar  bills”  and  the 
memories  they  recall. 

“Every  man  has  a book  in  him,”  they 
say.  The  craze  for  doctors’  reminiscences 
may  not  last  forever. 

Get  going! . Good  luck! 

W.  S.  W. 


Training  the  baby  as  the  book  advises  is  a Without  health  life  is  not  life;  it  is  only  a 
good  idea.  All  you  need  is  a different  book  for  state  of  languor  and  suffering — an  image  of 
each  baby. — Medical  Record  death. — Rabelais 


AWARDS 

Scientific  Exhibits 

The  Committee  on  Awards,  after  careful  study  of  the  many  excellent 
scientific  exhibits  at  the  recent  Annual  Meeting,  begs  to  report  the  following 
as  its  final  opinion  of  the  merits  of  individual  exhibits,  classified  in  three 
appropriate  groups: 

GROUP  I.  SCIENTIFIC  RESEARCH 


First  Award: 

William  A.  Groat,  M.D. 

Second  Award: 

Stella  M.  Zimmer,  R.N. 

Rachael  E.  Field,  M.A. 

College  of  Medicine,  Syracuse  University,  and  Hazard 
Memorial  Laboratory,  Syracuse  Memorial  Hospital, 
Syracuse. 

“Acute  Basophilic  Leukemia — Development  of  the  Baso- 
phil.” 

Henry  D.  Niles,  M.D. 

Skin  and  Cancer  Unit,  New  York  Post-Graduate  Medical 
School  and  Hospital,  New  York. 

“Cutaneous  Manifestations  of  the  Diseases  of  the  Blood- 

Third  Award: 

Forming  Organs.” 

O.  W.  H.  Mitchell,  M.D. 

College  of  Medicine,  Syracuse  University,  Syracuse. 
“Incidence  of  Gas  Bacillus  Infection  in  New  York  State.” 

First  Award: 

GROUP  II.  CLINICAL  RESEARCH 

Benjamin  Jablons,  M.D. 

Polyclinic  Hospital  and  City  Hospital,  New  York. 

“Clinical  Diagnosis  and  Treatment  of  Peripheral  Vascular 
Disease.” 

Second  Award: 

Maurice  L.  Malins,  M.D. 

Sydenham  Hospital,  New  York,  and 

John  C.  Ruddock,  M.D. 

University  of  Southern  California,  Los  Angeles. 
‘ ‘ Peritoneoscopy . * ’ 

Third  Award: 

C.  R.  Straatsma,  M.D. 

New  York  Post-Graduate  Medical  School  and  Hospital,  and 
Manhattan  Eye,  Ear  and  Throat  Hospital,  New  York. 
“Plastic  Surgery”  (of  head,  neck,  and  extremities). 

GROUP  III.  CLINICAL  INVESTIGATION 
First  Award:  C.  O.  Davison,  M.D. 


Second  Award: 

Vassar  Brothers  Hospital,  Poughkeepsie. 

“A  Review  of  Special  Positions  in  Roentgenographic  Study 
of  Bones  and  Joints.” 

P.  A.  Robin,  M.D. 

O.  C.  Hudson,  M.D. 

C.  A.  Hettesheimer,  M.D. 

Nassau  Hospital,  Hempstead. 

“Causalgic  Backache.” 

Third  Award: 

Harry  J.  Bray  ton,  M.D. 

Antonio  G.  Gandia,  M.D. 

David  I.  Sidnam,  M.D. 

Herbert  R.  Diaso,  M.D. 

Onondaga  Sanatorium,  Syracuse. 
“X-Rays  of  Interesting  Cases.” 

1049 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selaction  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


The  Vaginal  Diaphragm.  Its  Fitting  and 
Use  in  Contraceptive  Technique.  By  Lemon 
Clark,  M.D.  Octavo  of  107  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth, 
$2.00. 

Clinical  Gastroenterology.  By  Horace  W. 
Soper,  M.D.  Quarto  of  314  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth, 
$6.00. 

Doctor,  Here’s  Your  Hat ! The  Autobiography 
of  a Family  Doctor.  By  Joseph  A.  Jerger, 
M.D.  Octavo  of  279  pages.  New  York,  Pren- 
tice-Hall, Inc.,  1939.  Cloth,  $2.75. 

Clinical  Biochemistry.  By  Abraham  Can- 
tarow,  M.D.,  and  Max  Trumper,  Ph.D.  Second 
edition.  Octavo  of  666  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1939.  Cloth,  $6.00. 

Gonorrhea  in  the  Male  and  Female.  A Book 
for  Practitioners.  By  P.  S.  Pelouze,  M.D. 
Third  edition.  Octavo  of  489  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1939.  Cloth, 
$6.00. 

Economical  Administration  of  Health  In- 
surance Benefits.  Part  I.  “The  Principle  of 
Economy  in  the  Administration  of  Health  Bene- 
fits.” By  Dr.  Walter  Pryll.  Octavo  of  187  pages. 
Geneva,  Switzerland,  1938.  Paper. 

Medical  Uses  of  Radium.  Summary  of  Re- 
ports from  Research  Centres  for  1937.  Privy 
Council,  Medical  Research  Council.  Octavo  of 
48  pages,  illustrated.  New  York,  British  Li- 
brary of  Information,  1938.  Paper,  30^. 

Practical  Dermatology  and  Syphilis.  By 

Harry  M.  Robinson,  M.D.  Octavo  of  397 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  $4.50. 

Emotions  and  Bodily  Changes.  A Survey  of 
Literature  on  Psychosomatic  Interrelationships, 
1910-1933.  By  H.  Flanders  Dunbar,  M.D. 
Second  edition.  Octavo  of  601  pages.  New 
York,  Columbia  University  Press,  1938.  Cloth, 
$5.00. 

English,  German,  French,  Italian,  Spanish 
Medical  Vocubulary  and  Phrases.  By  Joseph 
S.  F.  Marie.  Oblong  16mo  of  358  pages. 
Philadelphia,  P.  Blakiston’s  Son  & Co.,  1939. 
Cloth,  $3.00. 


The  Natural  History  of  Population.  By  Ray- 
mond Pearl.  Octavo  of  416  pages.  New  York, 
Oxford  University  Press,  1939.  Cloth,  $3.50. 

End-Results  in  the  Treatment  of  Gastric 
Cancer.  An  Analytic  Study  and  Statistical 
Survey  of  Sixty  Years  of  Surgical  Treatment. 
By  Edward  M.  Livingston,  M.D.,  and  George 
T.  Pack,  M.D.  Quarto  of  179  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  Inc.,  1939.  Cloth, 
$3.00. 

The  Physiology  of  Exercise.  A Textbook  for 
Students  of  Physical  Education.  By  James  H. 
McCurdy,  M.D.,  and  Leonard  A.  Larson,  B.A. 
Third  edition.  Octavo  of  349  pages.  Philadel- 
phia, Lea  & Febiger,  1939.  Cloth,  $3.75. 

The  Circulation  of  the  Brain  and  Spinal  Cord. 
A Symposium  on  Blood  Supply.  Volume  XVIII 
of  a Series  of  Research  Publications  of  the  As- 
sociation for  Research  in  Nervous  and  Mental 
Diseases.  Octavo  of  790  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1938. 
Cloth,  $10.00. 

Preclinical  Medicine.  Preclinical  States  and 
Prevention  of  Disease.  By  Malford  W.  Thewlis, 
M.D.  Octavo  of  223  pages.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1939.  Cloth,  $3.00. 

Angina  Pectoris.  Nerve  Pathways,  Physiol- 
ogy* Symptomatology,  and  Treatment.  By 
Heyman  R.  Miller,  M.D.  Octavo  of  275  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $3.25. 

Failure  of  the  Circulation.  By  Tinsley  R.  Har- 
rison, M.D.  Second  edition.  Octavo  of  502 
pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  $4.50. 

The  Clinical  Diagnosis  of  Swellings.  By  C. 

E.  Corrigan,  M.D.  Octavo  of  313  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $4.00. 

Manual  of  Toxicology.  By  Forrest  R.  Davi- 
son, M.B.  Duodecimo  of  241  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $2.50. 

Medical  Leaves,  1939.  A Symposium  on 
Jewish  Medical  Problems.  Dr.  Abraham 
Levinson,  Editor  in  Chief.  Quarto  of  196  pages. 
Chicago,  Medical  Leaves,  Inc.,  1939.  Cloth. 
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Pulmonary  Tuberculosis  in  Adults  and  Chil- 
dren. By  James  A.  Miller,  M.D.,  and  Arvid 
Wallgren,  M.D.  Octavo  of  193  pages,  illus- 
trated. New  York,  Thomas  Nelson  & Sons, 
1939.  Cloth,  $3.50. 

You  Can't  Eat  That!  A Manual  and  Recipe 
Book  for  Those  Who  Suffer  Either  Acutely  or 
Mildly  (and  Perhaps  Unconsciously)  from  Food 
Allergy.  By  Helen  Morgan.  Octavo  of  330 
pages.  New  York,  Harcourt,  Brace  and  Co., 
1939.  Cloth,  $2.50. 

Community  Health  Organization.  A Manual 
of  Administration  and  Procedure  Primarily  for 
Urban  Areas.  Edited  by  Ira  V.  Hiscock. 
Third  edition.  Octavo  of  318  pages.  New  York, 


The  Commonwealth  Fund,  1939.  Cloth,  $2.50. 

The  Wisdom  of  the  Body.  By  Walter  B. 
Cannon,  M.D.  Revised  and  enlarged  edition. 
Octavo  of  333  pages,  illustrated.  New  York, 
W.  W.  Norton  & Co.,  1939.  Cloth,  $3.50. 

The  Diabetic  Life.  Its  Control  by  Diet  and 
Insulin.  A Concise  Practical  Manual  for 
Practitioners  and  Patients.  By  R.  D.  Lawrence, 
M.D.  Eleventh  edition.  Octavo  of  246  pages. 
Philadelphia,  P.  Blakiston’s  Son  & Co.,  1939. 
Cloth,  $3.00. 

Hypertension  and  Nephritis.  By  Arthur  M. 
Fishberg,  M.D.  Fourth  edition.  Octavo  of 
779  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1939.  Cloth,  $7.50. 


REVIEWED 


Alcohol  in  Moderation  and  Excess.  A Study 
of  the  Effects  of  the  Use  of  Alcohol  on  the  Human 
System.  By  J.  A.  Waddell,  M.D.,  and  H.  B. 
Haag,  M.D.  Octavo  of  184  pages,  illustrated. 
Richmond,  Virginia,  The  William  Byrd  Press, 
Inc.,  1938.  Cloth,  $1. 

This  small  book  was  prepared  in  re- 
sponse to  a resolution  passed  by  the 
General  Assembly  of  Virginia.  The  book 
is  intended  to  serve  as  a guide  for  the 
State  Board  of  Education  in  the  selec- 
tion of  material  in  regard  to  alcohol  to 
be  taught  in  the  public  schools.  As  far  as 
the  reviewer  knows,  this  is  the  first  at- 
tempt made  by  any  state  to  present 
an  impartial  evaluation  of  the  effects  of 
alcohol  in  the  hope  that  its  future  citi- 
zens would  benefit  by  the  knowledge. 

The  authors  are  both  professors  of 
pharmacology.  They  have  enlisted  the 
aid  of  various  members  of  the  faculties 
of  the  medical  schools  of  Virginia  in  the 
selection  of  their  material. 

The  authors  stress  the  effect  of  alcohol 
in  moderation  and  excess  on  the  various 
body  systems  such  as  the  central  nervous 
system,  circulatory,  urinary,  etc.  They 
also  include  an  adequate  introduction  to 
the  properties  and  manufacture  of  alcohol 
and  alcoholic  beverages. 

Since  the  book  is  intended  for  laymen, 
especially  for  students  below  college  age, 
an  attempt  has  been  made  to  be  as  non- 
technical as  possible  and  wherever  medi- 


cal or  technical  terms  have  been  used  a 
satisfactory  explanation  of  them  has  been 
included.  There  are  some  drawings  and 
statements  to  which  one  might  take  excep- 
tion (i.e.,  delirium  tremens  is  due  to  with- 
drawal of  alcohol).  But  on  the  whole  the 
book  is  well  written,  pithy,  and  will  be 
found  of  service  to  all  who  desire  to  in- 
struct the  younger  generation  in  the  ef- 
fects of  alcohol  on  the  body. 

Joseph  L.  Abramson 

Diseases  of  the  Ear,  Nose  and  Throat.  By 

Francis  L.  Lederer,  M.D.  Quarto  of  835  pages, 
illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1938.  Cloth,  $10. 

In  Dr.  Lederer’ s text  we  note  a defi- 
nite departure  from  the  older  type  of 
book  to  which  we  have  become  accus- 
tomed. In  practically  every  instance 
clinical  presentations  are  correlated  with 
anatomic,  physiologic,  and  developmental 
data  that  bear  directly  upon  the  subject 
at  hand.  The  didactic  value  of  this  de- 
parture is  obvious.  The  accompanying 
illustrations  are  superb,  both  artistically 
and  from  a practical  point  of  view,  especi- 
ally the  schematic  projections  and  com- 
posites, which  convey  graphically  the 
third  dimensional  effect.  The  photo- 
graphic plates  are  better  than  average, 
and  the  author’s  use  of  charts  for  quick 
comparative  study  is  a helpful  innovation. 
Dr.  Lederer  reveals  his  preference  of 
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European  nomenclature  in  describing 
certain  clinical  entities  not  usually  recog- 
nized in  previously  published  American 
texts. 

Here,  then,  we  have  a complete,  up-to- 
date  text  from  the  pen  of  an  experienced 
and  unbiased  observer  and  teacher,  which 
can  be  used  to  advantage  by  the  student 
and  practitioner,  as  well  as  the  specialist. 

Harry  Meyersburg 

The  Treatment  of  Fractures.  By  Charles  L. 
Scudder,  M.D.  Eleventh  edition.  Octavo  of 
1208  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1938.  Cloth,  $12. 

This  is  truthfully  a revision  of  a pre- 
vious edition.  There  is  an  imposing  list 
of  new  contributors  on  special  subjects,  a 
list  that  contains  but  one  name  from  the 
contributors  to  the  tenth  edition.  The 
subtitle  of  the  tenth  edition,  “With  Notes 
upon  a Few  Common  Dislocations”  has 
been  omitted  and  the  only  dislocation 
listed  in  the  index  is  “Dislocations  of 
Vertebral  Column.”  The  subject  matter 
has  been  approached  differently,  the  first 
300  pages  being  devoted  to  the  funda- 
mental principles  and  pathology  of  frac- 
tures instead  of  the  immediate  considera- 
tion of  special  topics. 

If  it  be  noted  that  the  tenth  edition  is 
dated  1927,  the  eleventh,  dated  1938, 
may  be  expected  to  show  certain  changes 
either  in  the  treatment  itself,  or  in  the 
attitude  toward  these  changes.  One 
will  look  for  a more  complete  discussion  of 
the  operative  treatment  of  fractures  and 
the  indications  and  advantages  of  skeleton 
traction — and  the  reader  will  not  be  dis- 
appointed. There  are  six  successive 
chapters,  of  about  100  pages,  on  the 
various  aspects  of  operative  treatment, 
which  do  not  include  the  description  of 
the  application  of  these  principles  to 
special  fractures. 

It  is  rather  significant  that  the  author 
has  placed  under  (a),  in  the  chapter  de- 
voted to  the  consideration  of  treatment  of 
intracapsular  fractures  of  the  femur, 
“Steel  internal  fixation,  the  method  to  be 
used  when  possible.”  In  his  foreword, 
the  author  addresses  himself  to  students 


and  practitioners,  but  it  is  felt  that  this 
book  will  have  an  appeal  to  all  surgeons 
who  include  the  care  of  fractures  in  their 
practice. 

J.  Raphael 

The  Principles  and  Practice  of  Medicine. 

Designed  for  the  use  of  Practitioners  and  Stu- 
dents of  Medicine.  By  the  late  Sir  William 
Osier,  M.D.  Revised  by  Henry  A.  Christian. 
Thirteenth  edition.  Octavo  of  1424  pages. 
New  York,  D.  Appleton- Century  Co.,  1938. 
Cloth,  $9. 

A rich  tradition  enwraps  this  book. 

The  first  edition  appeared  in  1892  and 
was  enthusiastically  received.  Its  thera- 
peutics were  outstandingly  conservative, 
but  the  clinical  views  were  sound  and 
scientific,  and  the  underlying  pathology 
thoroughly  presented. 

Six  more  editions  by  Osier,  then  three 
more  with  the  assistance  of  Thomas  Mc- 
Crae.  The  10th,  11th,  and  12th  editions 
were  kept  on  a high  plane  by  McCrae, 
whose  death  followed  in  1935. 

This,  the  13th  edition,  is  revised  by 
Henry  A.  Christian,  of  Harvard : friend, 
teacher,  and  mentor  to  so  many.  All 
changes  and  additions  are  his  own,  and 
thus  the  new  edition  carries  on  with  high 
personal  guidance. 

The  pneumonias  open  the  book  with 
fine  thorough  discussion.  Serum,  sulfa- 
nilamide, caffeine,  coramine,  digitalis, 
and  oxygen  are  evalued.  The  carping 
critic  would  suggest  that  the  patient  is 
not  “kept  out  of  doors”  today  and  that 
atropine  for  pulmonary  edema  can  hardly 
be  “useful”  and  “probably  do  little  or  no 
good”  at  the  same  time  (see  page  32). 

On  focal  infection  (page  45),  “the  earlier 
belief  in  its  great  frequency  and  impor- 
tance as  an  explanation  of  many  subacute 
and  chronic  diseases  now  is  on  the  wane : 
many  are  skeptical  of  this  relationship 
except  in  relatively  few  patients.”  Thus 
does  sanity  return  to  us. 

Twenty-two  diseases  are  grouped  as 
due  to  viruses:  among  them  are  acute 

coryza,  influenza,  herpes  zoster,  measles, 
rubella,  smallpox,  chickenpox,  and  acute 
poliomyelitis.  This  etiologic  grouping, 
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now  common  in  most  textbooks,  illustrates 
the  advance  made  in  the  study  of  the 
causes  of  infectious  diseases. 

Diabetes  is  monographically  handled 
in  20  pages;  a broad  grasp  of  the  subject 
is  evident,  with  discussion  of  the  pituitary, 
adrenal,  and  thyroid  influences  on  the 
pancreas.  Hyperinsulinism  is  not  over- 
looked. 

“Catarrhal  jaundice”  still  is  preferred 
over  “benign  hepatitis”  to  the  reviewer’s 
regret  (p.  694). 

Cancer  of  the  colon  is  inadequately 
handled  and  indexed.  Incidentally,  the 
indexing  on  the  whole  can  be  improved. 
Diseases  appear  under  “A”  as  acute  or 
“C”  as  chronic,  rather  than  under  the 
disease  name. 

Paying  his  compliments  to  the  many 
classifications  of  Bright’s  disease,  the 
editor  remarks  that  there  is  now  more  and 
more  agreement  as  to  the  essential  fea- 
tures, and  that  it  is  no  longer  difficult  to 
interpret  the  terminology  of  the  various 
classifications.  Christian  has  always  been 
very  outspoken  in  regard  to  Bright’s 
disease. 

In  21  pages  Bright’s  disease  is  thor- 
oughly discussed.  We  quote  a final  para- 
graph of  advice:  “In  Chronic  Bright’s 
disease  death  is  inevitable.  With  this  in 
mind  take  care  not  to  make  the  patient’s 
last  days  unhappy,  disturbed,  and  uncom- 
fortable by  reason  of  treatment,  which  at 
best  scarce  does  more  than  prolong  the 
days  of  discomfort.” 

The  discussion  of  anemia  is  excellent. 

Chronic  arthritis,  as  presented  also  in 
10  pages,  is  still  a melange  of  two  distinct 
diseases.  It  is  to  be  hoped  that  in  the 
next  edition  these  very  different  diseases 
will  be  separately  presented. 

This  edition  is  an  old  friend  in  new 
binding  and  format.  Henry  Christian 
is  its  able  editor,  stalwart,  outspoken, 
emphatic.  There  is  presented  a great 
wealth  of  clinical  fact,  basic  theory,  and 
applied  pathology.  The  editor’s  aphor- 
isms give  the  volume  zest  and  sweep. 

The  book  will  lie  open  on  many  desks. 

Frank  Bethel  Cross 


Clinical  Roentgenology  of  the  Digestive  Tract. 

By  Maurice  Feldman,  M.D.  Octavo  of  1014 
pages,  illustrated.  Baltimore,  William  Wood  & 
Company,  1938.  Cloth,  $10. 

This  book  is  crammed  with  valuable 
information.  It  is  the  only  volume  of  its 
kind  in  all  English  medical  literature  rep- 
resenting a lifetime  of  work  and  study 
into  the  many  problems  confronting  us  in 
the  application  of  the  x-ray  to  clinical  in- 
vestigation of  the  digestive  tract.  The 
material  is  well  written  and  the  illustra- 
tions excellent.  No  library  of  individual, 
school,  college,  or  hospital  can  be  con- 
sidered to  be  complete  without  a copy  of 
this  book  on  its  shelves. 

Benjamin  M.  Bernstein 

Illustrations  of  Anatomy  for  Nurses.  By  E. 

B.  Jamieson,  M.D.  Octavo  of  62  pages,  illus- 
trated. Baltimore,  William  Wood  & Company, 
1938.  Paper,  $3. 

This  small  volume  comprising  62  full 
page  plates  illustrates  regional  anatomy 
of  the  human  body.  The  plates  are  in 
color  and  were  taken  from  illustrations  of 
Regional  Anatomy  published  in  1934. 
The  B.  N.  A.  nomenclature  is  used 
throughout.  Each  plate  has  each  struc- 
ture lined  and  named,  which  makes  it 
easy  for  identification  and  most  excellent 
for  the  student.  This  should  be  an  ex- 
cellent supplement  to  any  textbook  of 
anatomy,  and,  although  it  is  primarily 
printed  for  nurses,  the  clear-cut  pictures 
make  it  an  excellent  adjunct  for  the 
student  of  anatomy.  Dr.  Jamieson’s 
anatomic  works  are  well  known  in  this 
country  and,  we  believe,  those  who  are 
teaching  anatomy  to  nurses  will  be  highly 
pleased  with  this  volume. 

Herbert  T.  Wikle 

The  Foot.  By  Norman  C.  Lake,  M.D.  Sec- 
ond edition.  Octavo  of  366  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $4.50. 

The  author  gives  a fairly  accurate  re- 
view of  his  own  book  in  the  first  sentence 
of  the  preface  to  the  second  edition : “That 
it  is  too  long  that  it  is  too  short— that  it 
is  too  scanty — that  it  is  very  complete.” 
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The  section  on  the  evolution,  develop- 
ment, and  anatomy  is  too  long  and  too 
complete  for  the  general  practitioner  and 
too  short  and  too  scanty  for  the  specialist 
and  real  student  of  the  subject. 

The  sections  on  club  foot,  operations, 
and  injuries  of  the  foot  are  good  as  far  as 
he  goes,  but  far  too  scanty. 

However,  the  discussion  of  the  so- 
called  minor  lesions  is  good,  and  for  this 
alone  the  book  is  a valuable  addition  to 
the  literature.  It  is  particularly  useful 
to  the  general  practitioner,  for  whom  it  is 
highly  recommended. 

Joseph  B.  L’Episcopo 

Adventures  in  Respiration.  Modes  of  As- 
phyxiation and  Methods  of  Resuscitation.  By 
Yandell  Henderson.  Octavo  of  316  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1938. 
Cloth,  $3. 

This  interesting  volume  can  be  read 
with  profit  by  all  physicians  and  many  lay 
people  as  well.  The  discussion  of  the 
processes  of  oxidation  is  a refresher 
course  useful  to  all  members  of  the  medi- 
cal profession.  The  account  of  Dr. 
Henderson’s  struggles  and  eventual  suc- 
cess in  bringing  the  subject  of  asphyxia 
to  the  foreground  is  extremely  interesting. 
This  applies  particularly  to  his  work  in 
popularizing  the  use  of  carbon  dioxide  in 
anesthesia  and  asphyxia.  He  realizes 
the  importance  of  asphyxia  neonatorum, 
and  presents  the  latest  evidence  regarding 
intrauterine  respiration.  While  the  space 
devoted  to  the  resuscitation  of  the  new- 
born seems  inadequate  to  the  reviewer, 
it  is  well  worth  careful  consideration. 
When  one  has  started  reading  this  volume, 
the  interest  is  held  until  the  end. 

Robert  A.  Wilson 

Surgical  Pathology.  By  William  Boyd,  M.D. 
Fourth  edition.  Octavo  of  886  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1938.  Cloth, 
$10. 

In  the  presentation  of  his  4th  edition 
of  Surgical  Pathology , William  Boyd 
maintains  the  pace  he  has  set  by  his  pre- 
vious books.  The  general  excellence  of 
the  work  is  decidedly  impressive.  The 


style  is  somewhat  subdued ; perhaps 
mellowed  by  the  continued  observation  of 
an  abundant  material  and  the  review  of  an 
enormous  literature.  As  previously,  the 
subject  matter  is  well  arranged,  and 
clearly  and  concisely  treated.  Many 
new  features  have  been  added,  and  others 
modified  to  harmonize  with  the  current 
trend  of  thought  in  surgical  pathology. 

An  attempt  has  been  made  to  interject 
a practical  aspect.  This  is  especially 
employed  by  the  introduction  of  a chap- 
ter on  the  surgeon  and  the  laboratory. 
The  material  is  treated  too  briefly  and 
superficially  to  be  of  any  real  value  to 
either  surgeon  or  pathologist.  Indeed, 
it  is  a question  whether  it  actually  belongs 
to  the  field  of  pathology. 

However,  the  book  contains  so  many 
admirable  features,  that  any  criticism 
must  fall  short  of  detracting  from  its 
incomparable  place  in  the  practice  of 
surgical  pathology  by  both  surgeon  and 
pathologist.  The  illustrations  are  uni- 
formly clear  and  illustrative.  The  color 
plates  are  excellent. 

This  reviewer  looks  forward  to  any 
future  books  or  revisions  of  old  editions 
of  his  works  with  pleasant  anticipation. 
Certainly,  this  last  product  of  his  activi- 
ties is  a necessary  adjunct  to  any  medical 
man’s  literary  armamentarium,  no  matter 
what  his  specialty  may  be. 

Max  Lederer 

Aids  to  Bacteriology.  By  William  Partridge, 
F.  I.  C.  Sixth  edition  revised  by  H.  W.  Scott- 
Wilson,  B.  M.  16mo  of  300  pages.  Baltimore, 
William  Wood  & Co.,  1938.  Cloth,  $1.50. 

This  handy  little  volume  deserves  high 
praise.  It  is  a brief  yet  comprehensive 
survey  of  the  entire  field  of  bacteriology 
brought  up  to  date.  The  classification  of 
the  Society  of  American  Bacteriologists 
is  employed  with  few  exceptions,  so  that 
the  book  may  be  read  with  ease  by  Ameri- 
cans. The  very  reasonable  price  will 
enable  practitioners  who  have  bought  no 
bacteriology  text  since  medical  school 
days  to  bring  their  knowledge  to  date  at 
low  cost. 

M.  H.  Plotz 


NEW  YORK  STATE 
JOURNAL  of  MEDICINE 


Our  mothers  and  fathers  had  a racy  expression  for  the  dangers  of 
overzealous  reform.  When  change  came  too  fast  and  furiously  and 
enthusiasm  seemed  likely  to  overrule  common  sense,  they  bethought 
themselves  that  it  was  no  pleasanter  “to  die  of  improvements”  than 
any  other  way — and  called  a halt. 

Today,  unless  the  brakes  are  applied  to  ill-considered  tinkering 
with  the  structure  of  medical  care,  American  medicine  is  in  grave 
danger  of  “dying  of  improvements.”  The  ambiguous  Wagner 
National  Health  Bill  opens  the  door  to  almost  absolute  control  of 
public  health  methods  by  a small  group  of  lay  administrators. 
Instead  of  implementing  specifically  the  accepted  features  of  the 
National  Health  Program,  it  lays  down  a vague  formula  that  can 
father  as  many  abuses  as  beneficial  services. 

If  the  Wagner  bill  is  adopted  in  its  present  form,  the  sick  public, 
too,  may  find  itself  “dying  of  improvements.”  When  it  comes  to 
helping  the  common  man,  the  kindly  senior  Senator  from  New 
York  believes  that  the  sky’s  the  limit  as  far  as  costs  are  concerned. 
Unfortunately,  in  the  long  run  the  common  man  must  pay  for  the 
benefits  extended  to  him.  It  will  prove  of  little  benefit  to  the  public 
health  to  provide  elaborate  institutions  for  the  prevention  and  treat- 
ment of  problematical  illness  at  the  price  of  oppressive  taxation  en- 
tailing malnutrition  and  unsanitary  housing  for  the  small  wage- 
earner. 

There  are  many  desirable  and  necessary  reforms  to  be  made  in 
our  medical  services  but  they  must  be  effected  gradually  as  part  of  a 
carefully  considered,  flexible  program.  We  must  not  sacrifice  the 
proved  benefits  of  the  present  system  for  the  theoretical  advantages 
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of  untried  schemes.  Above  all,  we  must  encourage  continued  pro- 
fessional experimentation  with  various  methods  of  distributing  medi- 
cal care,  and  refuse  to  freeze  practice  in  the  rigid,  mediocre  mold  of 
compulsory  insurance.  In  other  words,  we  must  make  every  effort 
to  improve  short  of  that  injudicious  frenzy  for  change  that  is  death 
to  all  improvement. 


Threat  to  Health 

The  advertisement  of  laxatives  over  the  radio  has  assumed  dis- 
quieting proportions.  As  its  volume  soars  to  new  highs,  its  quality 
drops  to  ever  lower  levels. 

To  hear  the  ecstatic  descriptions  of  the  taste,  efficacy,  and  safety 
of  numerous  products  ballyhooed  over  the  air,  one  might  think  that 
the  use  of  laxatives  is  normal  and  entirely  harmless.  That  this  is 
far  from  the  truth  is  demonstrated  in  an  article  appearing  in  a recent 
issue  of  the  Journal  of  the  American  Medical  Association. 

Among  1,000  adult  cases  of  appendicitis  occurring  in  Cleveland 
between  1931  and  1936,  the  death  rate  in  the  acute  suppurative 
type  jumped  sharply  over  the  preceding  five  years  because  of  de- 
layed surgery.  The  authors  of  the  report— Drs.  F.  R.  Kelly  and  R. 
M.  Watkins — attribute  the  fatal  delay  in  seeking  surgery  ‘‘to  eco- 
nomic factors  and  use  of  home  remedies,  including  laxatives.  ...” 
In  the  1925-1930  series  of  cases,  42  per  cent  tried  laxatives  prior  to 
medical  aid.  In  the  1931-1936  series,  this  percentage  jumped  to  67. 

Dr.  Kelly  and  Dr.  Watkins  point  out  that  they  are  not  alone  in 
the  serious  view  they  take  of  the  unsupervised  use  of  laxatives  for 
abdominal  pain.  In  a report  on  a series  of  306  fatal  cases  of  acute 
suppurative  appendicitis,  Dr.  J.  O.  Bower,  of  Philadelphia,  observes 
that  147  had  taken  laxatives  at  the  onset  of  pain.  The  percentage 
is  91.6  in  another  series  of  214  patients  who  died  of  acute  diffuse 
peritonitis  following  appendicitis. 

This  is  only  one,  albeit  an  extremely  serious,  aspect  of  the  unsu- 
pervised use  of  laxatives.  The  development  of  normal  eliminative 
habits  is  of  primary  importance  to  health,  particularly  in  childhood. 
To  start  a child  on  the  laxative  habit  is  a crime  against  nature. 
Yet  ten  or  twelve  times  a day  the  biggest  and  best  radio  stations 
permit  advertisers  to  urge  parents  to  give  their  children  this  or  that 
wonderful  cathartic.  One  tastes  like  delicious  candy;  another 
works  like  a miracle;  a third  cements  affectionate  relations  between 
mother  and  child.  No  reason  is  too  inane  or  fallacious.  In  all  the 
arguments  advanced  there  is  an  arrant  deception  in  the  implication 
that  the  use  of  laxatives  is  without  harmful  consequences. 

The  laxative  habit  is  one  of  the  serious  problems  of  American 
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public  health  education.  There  is  little  hope  of  breaking  its  grip 
until  newspapers,  magazines,  and  radio  broadcasting  stations  de- 
velop enough  social  conscience  to  reject  this  type  of  advertising. 


Esophageal  Carcinoma 

Until  such  time  when  the  actual  cause  of  cancer  will  have  been 
definitely  established,  radical  surgical  removal  of  the  neoplasm  to- 
gether with  its  lymphatic  tributaries  constitutes  the  mainstay  of  all 
methods  at  our  disposal  for  the  treatment  of  this  disease.  Fre- 
quently the  technical  procedure  necessary  for  the  removal  of  the 
neoplasm  is  of  such  magnitude  that  physicians  in  general  are  loath 
to  accept  the  proposed  surgery  as  the  treatment  of  choice,  and  other 
measures — surgical  or  otherwise — are  resorted  to,  which  are  either 
inadequate  or  merely  palliative.  This  is  the  status  of  the  manage- 
ment of  carcinoma  of  the  thoracic  esophagus  at  the  present  time. 
Even  in  the  earliest  cases,  where  difficulty  in  swallowing  has  been 
the  complaint  for  but  a short  time,  and  where  a positive  diagnosis 
has  been  established  by  esophagoscopy  and  biopsy,  radical  removal 
of  the  growth  by  surgery  is  seldom  undertaken.  Radiotherapy 
alone,  or  coupled  with  a gastrostomy,  are  the  means  usually  em- 
ployed in  treating  this  lesion. 

That  esophagectomy  is  seldom  undertaken  may  be  attributed 
to  the  technical  difficulties  which  attend  the  operative  procedure, 
the  poor  general  condition  of  the  patient,  and,  until  the  recent  work 
of  Garlock,1  the  prohibitive  mortality  rate  which  hitherto  has  been 
associated  with  the  operation.  His  series  of  6 esophagectomies, 
which  comprise  approximately  one-third  of  all  reported  cases  of 
surgical  removal  of  esophageal  cancer,  has  been  accomplished  with 
only  1 operative  mortality.  The  technic  described  by  Garlock,  which 
is  based  on  the  pioneer  work  of  Torek,2  not  only  removes  the  malig- 
nancy of  the  thoracic  esophagus,  but  subsequently  permits  the  in- 
take of  food  by  the  normal  process  of  swallowing,  in  this  manner 
preserving  for  the  patient  the  enjoyment  of  eating.  One  of  Gar- 
lock’s  cases,  a schoolteacher  aged  fifty-three,  has  remained  well  for 
over  two  years,  has  resumed  her  profession,  and  eats  normally  with 
no  difficulty. 

This  exceptional  progress  in  the  treatment  of  esophageal  cancer 
can  be  attributed  to  several  factors.  Of  prime  importance  is  the 
early  detection  of  the  lesion,  and  in  this  connection  Garlock’s  ad- 
monition that  “one  should  regard  with  great  suspicion  any  change 
in  the  act  of  swallowing  in  a person  past  forty  years  of  age”  promises 
to  the  therapy  for  esophageal  cancer  the  same  success  that  has  been 
achieved  in  the  treatment  of  laryngeal  carcinoma  which  followed 
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the  warning  of  Chevalier  Jackson  on  the  importance  of  hoarseness 
as  a symptom  in  the  same  age  group.  This  must  eventually  lead  to 
earlier  esophagoscopy ; and  where  a malignancy  is  manifest,  careful 
preliminary  preparation,  an  expertly  administered  anesthesia, 
painstaking  attention  to  the  operative  technicalities  and  the  post- 
operative care  will  result  in  a reduction  of  the  mortality  from  car- 
cinoma of  this  portion  of  the  digestive  tract. 

1 Garlock,  J.  H. : Surg.,  Gynec.,  and  Obst.  66:  534  (1938);  also  New  International  Clinics,  Vol.  1, 
series  2,  29  (1939). 

2 Torek,  F. : Surg.,  Gynec.,  and  Obst.  16:  614  (1913). 


Current  Comment 


“Modern  medicine  is,  in  fact,  less  than 
a hundred  years  old,  but  the  social  sciences 
are  less  than  half  of  that.  Assuming 
that  they  are  in  the  experimental  stage 
through  which  medical  science  has  passed, 
valuable  service  to  society  may,  in  time, 
be  expected  of  them.  But  that  reasonable 
expectation  is  hardly  warrant  for  deliver- 
ing the  body  politic  into  the  hands  of 
even  the  most  conscientious  social-service 
practitioners.” — Dr.  J.  B.  Conant  is 
credited  with  the  foregoing  statement. 

• • • 

“Of  course  our  brethren  will  whimper 
when  they  find  themselves  legislated  out 
of  the  right  for  a decently  remunerative 
private  practice  of  medicine.  Particu- 
larly loud  will  be  the  plaints  of  that  great 
lethargic  majority  of  every  medical 
society  who  fail  to  vote  on  vital  questions. 
Bagpipes  at  bedtime  will  sound  as  a 
lullaby  in  comparison  to  the  injured 
squeaks  that  will  be  heard,  and  the  cries 
of  ‘Why  were  we  not  warned?  Why 
didn’t  someone  do  something?  What  is 
wrong  with  the  medical  society?’  The 
answer  will  be  that  they  were  warned — 
many  did  many  things — and  that  the 
only  thing  wrong  with  the  medical 
society  is  that  it  is  composed  of  so  many 
torpid  drones.  The  ballot  is  laid  on  the 
desk  by  the  post  office,  and  there  it  lies. 

. . . The  American  doctor  may  be 
congenitally  shy  of  politics,  or  may  have 
no  idea  of  the  practical  meaning  of  plan- 
ned medicine,  but  it  behooves  him  to  cast 
aside  his  timidity  and  whatever  stupidity 


it  is  that  prevents  him  from  learning 
about  his  own  business.  The  least  he 
can  do  is  to  attend  meetings  where  votes 
are  to  be  taken  or  to  fill  out  ballots  and 
questionnaires  that  come  to  his  desk.  . .” 
— From  the  Pittsburgh  Medical  Bulletin 
of  April  29,  1939. 

“The  general  public  has  little  realiza- 
tion of  the  tremendous  amount  of  effort 
expended  annually  by  individual  physi- 
cians and  by  organized  medicine  in  com- 
bating pernicious  legislative  measures 
sponsored  by  misguided  enthusiasts  and 
by  those  with  ulterior  motives.  There 
isn’t  a legislature  in  America  which  does 
not  annually  have  bills  presented  for 
consideration  which  would,  if  enacted, 
destroy  health  protection. . . . The  oppo- 
sition of  medicine  to  such  measures  is 
based  on  its  obligation  to  protect  the 
public  health,  and  to  protect  scientific 
and  clinical  investigation  into  the  nature 
of  disease. 

“In  its  opposition  to  measures  that 
threaten  the  public  welfare,  medicine  em- 
ploys no  lobby  ...  To  accomplish  its 
purpose,  it  must  depend  ...  on  the  in- 
fluence of  enlightened  public  opinion. 
American  facilities  for  medical  care  are 
unsurpassed  but  much  remains  to  be 
accomplished  before  the  ideals  of  medicine 
are  realized.  In  their  realization,  society 
has  obligations  no  less  than  those  of 
medicine.” — Dr.  William  H.  Homes,  of 
Northwestern  University  Medical  School, 
brings  home  an  important  point. 


THYROID  DISORDERS.  VIII.  OPERABILITY  OF  THE  HYPER- 
THYROID PATIENT  AS  INDICATED  BY  THE  RESPONSES 
TO  OPERATION 


Emil  Goetsch,  M.D.,  Brooklyn,  New  York 

( From,  the  Department  of  Surgery,  Long  Island  College  Hospital  and  Long  Island  College  of  Medicine ) 


The  operability  of  patients  with 
hyperthyroidism  is  naturally  de- 
pendent upon  their  tolerance  to  operative 
procedures.  This  tolerance  is,  in  general, 
dependent  upon  the  clinical  condition  of 
the  patient  and  the  severity  and  duration 
of  the  hyperthyroidism.  Hyperthyroid 
patients  are  well  known  to  be  highly  sensi- 
tive to  operation  and  in  spite  of  all  our 
methods  of  preoperative  preparation  and 
technical  safeguards,  an  occasional  post- 
operative crisis,  which  may  prove  fatal, 
is  encountered.  Our  most  useful  criteria 
of  operability  have  commonly  been  clini- 
cal data  obtained  from  the  history  and 
examination  and  the  basal  metabolic 
rate.  Unfortunately  they  have  not  been 
entirely  reliable.  Notwithstanding  a most 
careful  consideration  of  these  criteria  and 
the  evaluation  of  the  clinical  data  and 
the  intensity  of  the  hyperthyroidism,  the 
surgeon  is  often  surprised  to  find  a brisk, 
unanticipated  postoperative  reaction. 
There  is  a fundamental  hypersensitive- 
ness which  cannot  always  be  appreciated 
after  our  ordinary  methods  of  examina- 
tion and  which  is  the  primary  factor  in 
the  operability  of  the  hyperthyroid  pa- 
tient. Accordingly  an  attempt  was  made 
in  the  studies,  to  be  reported,  to  evaluate 
this  hypersensitivity  and  thus  add  an- 
other valuable  criterion  of  operability 
to  those  that  we  have  in  the  clinical  data 
and  the  metabolic  rate. 

This  hypersensitivity  of  the  hyper- 
thyroid patient  is  revealed  in  character- 
istic physiologic  responses  before,  during, 
and  after  operation.  These  responses 
were  subjected  to  detailed  study  in  a 
large  number  of  patients  with  goiter.  A 
preliminary  report  of  the  results  of  this 


study  was  made  in  1934  (Goetsch  and 
Ritzmann).1  These  results  indicated 
that  the  responses  to  operation  are  pre- 
cisely of  the  same  character  and  degree  as 
those  that  can  be  evoked  by  the  adminis- 
tration of  adrenalin  in  the  same  patient 
before  operation.  They  are  characterized 
by  increased  apprehension,  vasomotor 
changes,  tremor,  and  tachycardia,  fol- 
lowed, almost  immediately  after  the 
beginning  of  operation  or  the  subcu- 
taneous injection  of  adrenalin,  respec- 
tively, by  a sharp  rise  of  the  systolic  blood 
pressure,  pulse  pressure,  pulse,  and  often 
of  respirations.  Simultaneously  there  is 
an  increase  in  the  total  leukocyte  count 
and  a change  in  the  differential  count 
characterized  by  a mononucleosis  and  a 
fall  in  the  polymorphonuclear  count. 
There  is  also  an  increase  in  the  blood 
sugar  and  the  body  temperature.  These 
responses  reach  their  maximum  in  about 
twenty  minutes  and  thereupon  in  the 
average  moderately  toxic  case  gradually 
subside  to  the  previous  normal  levels. 
It  had  long  been  known  that  patients 
with  hyperthyroidism  are  unusually  hy- 
persensitive to  adrenalin  (Goetsch),2  and 
it  appears  that  the  role  of  adrenalin  is  a 
most  important  factor  in  the  hypersensi- 
tiveness to  operation.  That  this  hyper- 
sensitivity is  secondary  to  the  stimulating 
influences  of  adrenalin  upon  the  sym- 
pathetic nervous  system,  previously  rend- 
ered hypersensitive  by  the  excessive 
thyroid  secretion,  receives  physiologic 
support  from  the  experiments  of  Can- 
non,3*4 who  showed  furthermore  that 
fear,  painful  stimuli,  and  anesthesia, 
which  are  inherent  in  every  major  opera- 
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Chart  1 (Case  1).  Negative  operative  responses  during  excision  of  tuberculous 
cervical  glands  in  a control,  nonhyperthyroid  patient.  Preoperative  basal  metabolic 
rate  —9  per  cent.  Nitrous-oxide-oxygen  anesthesia. 


tion,  are  capable  of  producing  increased 
secretion  of  the  adrenal  glands. 

It  seemed  advantageous  to  interpret 
the  operative  responses  in  the  hope  of 
finding  an  index  of  hypersensitivity  and 
thus  a further  criterion  of  operability. 
Detailed  studies  have  been  made  of  these 
responses  during  operations  on  many 
hundreds  of  thyroid  patients  admitted  to 
the  Long  Island  College  Hospital.  The 
reactions  of  blood  pressure,  pulse,  and 
respiration  are  routinely  recorded  by  an 
experienced  anesthetist  before  and  at 
five-minute  intervals  during  the  opera- 
tion. A graph  of  these  findings  is  plotted 
and  is  constantly  available  to  the  surgeon. 
These  responses  are  felt  to  be  sufficient, 
for  practical  purposes,  to  enable  the 
operator  to  judge  the  degree  of  sensitivity. 
Control  patients  with  various  common 
surgical  conditions  and  patients  with 
colloid,  exophthalmic,  and  toxic  adeno- 
matous goiters  of  varying  degrees  of 
toxicity  were  included  in  the  studies  and 
the  various  factors  incidental  to  the 
operative  procedures  were  carefully  con- 
trolled. The  anesthetics  were  adminis- 
tered by  anesthetists  of  wide  experience 
with  goiter  patients.  The  preliminary 
preparation  with  morphine  and  atro- 
pine was  uniform  and  the  gas  anesthetics 
employed  were  nitrous  oxide  and  cyclo- 
propane. Avertin  by  rectum  (supple- 


mented by  gas)  and  local  (novocaine) 
anesthesia  were  also  employed.  In  the 
following  report  of  the  clinical  studies 
representative  cases  of  exophthalmic  goi- 
ter of  varying  degrees  of  sensitivity  and 
toxicity  have  been  chosen.  An  analysis 
and  a graphic  chart  of  each  case  are  pre- 
sented. The  operative  reactions  pro- 
duced by  excision  of  adenomatous  goiters 
will  not  be  considered  in  this  report. 
Suffice  it  to  say  that  they  are  of  the  same 
general  character  as  those  seen  in  ex- 
ophthalmic goiter  but  are  relatively  far 
less  intense.  The  postoperative  responses 
are  correspondingly  of  less  severity. 

Clinical  Studies 

Negative  operative  responses  dur- 
ing EXCISION  OF  TUBERCULOUS  CERVICAL 
GLANDS  IN  A CONTROL  NONHYPERTHYROID 

patient.  Nitrous-oxide-oxygen  an- 
esthesia. Operative  responses  were  ob- 
served in  control  nonhyperthyroid  pa- 
tients upon  whom  operations  comparable 
to  thyroidectomy  were  performed.  These 
responses,  in  a representative  instance, 
are  graphically  illustrated  in  Chart  1, 
and  were  observed  during  resection  of 
tuberculous  cervical  glands  in  the  follow- 
ing case. 

Case  1.  Chart  1. — A woman,  aged  25,  was 
admitted  to  the  Long  Island  College  Hospital  on 
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Chart  2 (Case  2).  Negative  operative  and  postoperative  reactions 
in  a control  hemithyroidectomy  for  removal  of  a carcinomatous  nodule 
in  the  right  lobe  of  an  otherwise  normal  thyroid  gland.  Preoperative 
basal  metabolic  rate  —15.3  per  cent.  Nitrous-oxide-oxygen  anesthesia. 


March  5,  1933,  with  the  diagnosis  of  tuberculous 
cervical  adenitis.  Her  general  health  was  good. 
Four  months  previously,  following  a “sore 
throat/’  a swelling  appeared  immediately  below 
the  left  ear  and  slowly  increased  in  size.  General 
physical  and  clinical  examinations  were  negative 
except  for  the  presence  of  a moderate  anemia. 
A mass  of  enlarged  lymph  glands,  approximately 
the  size  of  a golf  ball,  was  found  below  the  left 
ear.  The  basal  metabolic  rate  was  —9  per  cent. 

Excision  of  tuberculous  cervical  glands. 
Nitrous-oxide-oxygen  anesthesia.  March  6, 
1933. 

Operative  Reaction. — The  systolic  blood 
pressure  before  operation  is  110  mm. 
Hg.  (Chart  1).  There  is  a gradual  fall 
to  84  at  the  beginning  of  the  operation. 
Thereupon  minor  fluctuations  are  seen 
and  at  the  end  the  pressure  is  86.  The 
normal  diastolic  pressure  is  72.  It  falls 
to  40  at  the  beginning  of  operation  and 
remains  approximately  at  this  level  to 
the  end.  The  pulse  pressure  is  28  at  the 
start  and  maintains  this  level  throughout 
operation.  There  is  a slight  rise  of  respira- 
tions from  24  to  30  during  operation. 

Comment. — In  the  nonhyperthyroid  pa- 
tient, operation,  comparable  to  thyroidec- 
tomy, produces  a negative  response  on 
the  part  of  the  blood  pressure,  pulse  pres- 


sure, pulse,  and  respirations.  The  post- 
operative course  was  uneventful;  the 
highest  temperature  was  99.6  F.  and 
highest  pulse,  108.  Subjectively  she  was 
comfortable. 

Control  hemithyroidectomy  for  re- 
moval OF  A CARCINOMATOUS  NODULE  IN 
THE  RIGHT  LOBE  OF  AN  OTHERWISE  NOR- 
MAL THYROID  GLAND.  NEGATIVE  OPERA- 
TIVE AND  POSTOPERATIVE  REACTIONS. 

Preoperative  basal  metabolic  rate 
— 15.3  PER  CENT. 

Case  2.  Chart  2. — Mrs.  L.,  aged  28,  was  ad- 
mitted to  the  Long  Island  College  Hospital  on 
November  26, 1934,  with  the  complaint  of  a small 
nodule  the  size  of  a hazelnut  in  the  right  thyroid 
region.  There  were  no  symptoms  or  findings  in- 
dicative of  hyperthyroidism.  General  physical 
examination  was  negative  except  for  the  presence 
of  a firm  nodule  the  size  of  a hazelnut  in  the 
superior  pole  of  the  right  thyroid  lobe.  There 
were  no  glandular  metastases.  The  pulse  was  80. 
The  basal  metabolic  rate  following  the  preopera- 
tive administration  of  iodine  was  —15.3  per  cent. 

Radical  right  lobectomy.  Nitrous-oxide 
anesthesia.  November  28,  1934.  Micro- 
scopic examination  of  the  excised  nodule 
confirmed  the  preoperative  diagnosis  of 
carcinoma.  The  patient  made  an  unevent- 
ful convalescence.  The  basal  metabolic 
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Chart  3 (Case  3).  Moderate  operative  and  postoperative  reactions  in 
thyroidectomy  for  exophthalmic  goiter  with  moderate  hyperthyroidism.  Good 
clinical  remission  following  preoperative  iodine.  Basal  metabolic  rate  + 13.2  per  cent. 


rate,  twenty  days  following  operation, 
was  — 10.3  per  cent. 

Operative  Reaction . — In  this  nonhyper- 
thyroid patient,  right  hemithyroidectomy 
produces  the  following  responses.  After 
anesthesia  is  established  there  is  a moder- 
ate fall  of  systolic  and  diastolic  pres- 
sures which  then  rise  slightly  above  the 
preoperative  levels.  Thereupon  the  sys- 
tolic pressure  falls  slightly  below  while 
the  diastolic  pressure  remains  slightly 
above  the  preoperative  level.  There  is  a 
slight  decrease  in  the  pulse  pressure. 
Both  systolic  and  diastolic  pressures  re- 
main below  their  preoperative  levels 
during  the  postoperative  period.  The 
pulse  is  moderately  accelerated  soon  after 
operation  is  begun,  the  peak  is  only  briefly 
maintained,  and  then  a fall  occurs  at  the 
end  of  the  operation  to  a level  moderately 
above  the  preoperative  level. 

Postoperative  Period. — The  pulse  dur- 
ing the  first  two  postoperative  days  is 
well  below  the  rate  maintained  during 
operation.  The  respiratory  rate,  which 
was  moderately  accelerated  during  opera- 
tion, declines  to  its  normal  level  im- 
mediately after  operation.  There  is  a 
minimal  and  temporary  response  of  the 


blood  pressure  to  hemithyroidectomy. 
Immediately  after  the  close  of  operation 
and  during  the  postoperative  period,  all 
the  responses  fall  to  a level  below  their 
preoperative  levels.  There  was  no  eleva- 
tion of  the  pulse  and  the  highest  rectal 
temperature  was  99.4  F.  The  patient 
was  entirely  comfortable. 

Comment. — There  is  thus  a completely 
negative  response  to  hemithyroidectomy 
in  the  nonhyperthyroid  patient  and  the 
postoperative  reaction  is  similarly  nega- 
tive. In  other  words,  a mild  or  negative 
operative  response  is  followed  by  a 
negative  postoperative  reaction. 

Moderate  but  temporary  operative 

REACTIONS  DURING  THYROIDECTOMY  FOR 
EXOPHTHALMIC  GOITER  IN  THE  AVERAGE 
PATIENT  EXHIBITING  MODERATE  HYPER- 
THYROIDISM. NO  PREVIOUS  MEDICAL 
TREATMENT  WITH  IODINE.  GOOD  CLINI- 
CAL REMISSION  AND  BASAL  METABOLIC  RATE 
OF  +13.2  PER  CENT  FOLLOWING  PRE- 
OPERATIVE INTENSIVE  TREATMENT  WITH 
IODINE. 

Case  3.  CJiart  3. — Mrs.  L.  B.,  aged  40, 
came  for  examination  on  March  18,  1938,  com- 
plaining of  symptoms  of  hyperthyroidism  which 
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began  three  months  previously  following  a 
“cold.”  A basal  metabolic  rate  of  +36  per  cent 
was  reported  at  that  time.  She  had  lost  8 
pounds  in  weight.  Judging  from  the  symptoms 
and  course  of  the  disease,  one  would  consider 
the  hyperthyroidism  to  be  of  moderate  intensity. 
She  had  received  no  medical  treatment  with 
iodine. 

Upon  examination,  slight  exophthalmos,  which 
was  more  definite  on  the  left,  was  noted.  The 
thyroid  gland  was  diffusely  enlarged  and  pre- 
sented definite  vascular  signs.  Her  pulse  was  90 
and  her  weight  141  pounds.  Operation  was 
advised  and  she  was  given  Lugol’s  solution  in 
doses  of  ten  minims  three  times  daily  for  fourteen 
days.  After  this  treatment  there  was  a slight 
gain  in  weight  and  she  felt  much  improved.  The 
pulse  was  reduced  to  80,  and  extrasystoles,  which 
had  been  frequent  before  the  treatment  with 
iodine,  disappeared.  The  thyroid  gland  became 
firm  and  the  vascularity  was  definitely  dimin- 
ished. A good  clinical  remission  was  obtained 
and  the  basal  metabolic  rate  was  +13.2  per  cent 
after  the  treatment  with  iodine. 

Double  lobectomy  for  exophthalmic  goi- 
ter. Cyclopropane  anesthesia.  April  8, 
1938. 

Operative  Reaction. — The  systolic  pres- 
sure, which  had  been  136  mm.  Hg.,  falls 
to  120  just  before  operation  as  a result  of 
the  preliminary  sedative.  There  is  no 
increase  in  the  pressure  as  patient  comes 
to  the  operating  room.  Immediately 
after  the  beginning  of  anesthesia  and  to 
the  time  of  the  incision,  there  is  an  eleva- 
tion of  pressure  followed  promptly  by  a 
further  increase  to  a height  of  166  at  the 
beginning  of  the  right  lobectomy.  There- 
upon there  is  a moderate  fall  to  the  time 
when  left  resection  is  begun,  following 
which  there  is  a progressive  moderate 
decline  to  the  preoperative  level  of  138 
mm.  Hg. 

The  diastolic  pressure,  just  before 
operation,  is  60  mm.  Hg.  From  the 
time  the  patient  comes  to  the  operating 
room  to  the  beginning  of  anesthesia, 
there  is  a progressive  elevation  to  a maxi- 
mum of  100  when  the  resection  of  the 
right  lobe  is  begun.  It  is  then  sustained 
at  this  level  to  the  time  of  the  left  lobec- 
tomy after  which  there  is  a decline  to  80 
mm.  Hg.  at  the  close  of  the  operation. 
The  pulse  pressure  accordingly  does  not 
rise  above  its  preoperative  level. 


The  pulse  before  operation  is  90  and 
falls  to  74  before  and  after  anesthesia  is 
established.  From  this  level  it  rises  to  a 
maximum  of  108  during  the  right  lobec- 
tomy and  then  declines  to  96  during  the 
remainder  of  the  operation.  There  is  no 
significant  change  in  respirations. 

Postoperative. — During  the  four  post- 
operative days  the  systolic  pressure, 
which  was  138  mm.  Hg.  at  the  close  of 
operation,  slowly  declines  and  at  the  end 
of  four  days  is  128.  There  is  also  a gradual 
decline  of  the  diastolic  pressure  from  90 
to  78  mm.  Hg.  The  pulse  which  was  96 
at  the  close  of  the  operation  gradually 
declines  to  80.  The  temperature  which 
before  operation  was  98  F.  rises  on  the 
third  day  following  operation  to  its 
highest  point  of  100.6  F.  by  rectum. 
The  postoperative  subjective  reaction 
was  entirely  comfortable.  There  was  no 
nausea  or  vomiting.  She  took  nourish- 
ment well  and  made  a rapid,  uneventful 
recovery. 

Comment. — This  case  illustrates  the 
following:  A patient  with  exophthalmic 
goiter,  previously  untreated  with  iodine 
and  with  moderately  severe  hyperthy- 
roidism, reacts  with  a good  clinical  re- 
mission and  a satisfactory  fall  of  metabolic 
rate  following  the  preoperative  treat- 
ment with  iodine.  She  represents,  per- 
haps, the  average  moderately  toxic  case 
of  exophthalmic  goiter  untreated  medi- 
cally with  iodine.  The  operative  re- 
sponse to  double  lobectomy  is  moderate. 
There  is  a progressive  fall  of  blood  pres- 
sure and  pulse  after  the  maximum  reac- 
tion is  past,  early  in  the  operation.  The 
postoperative  manifestations  were  moder- 
ate and  the  subjective  status  of  the 
patient  was  entirely  comfortable.  A 
prompt  recovery  followed.  Patients  be- 
longing to  the  group,  of  which  this  case  is 
an  illustrative  example,  are  characterized 
by  exhibiting  a moderate  operative  re- 
sponse to  thyroidectomy  which  is  fol- 
lowed, in  the  great  majority  of  instances, 
by  a moderate  uneventful  postoperative 
reaction. 

Moderate  and  sustained  operative 

AND  POSTOPERATIVE  REACTIONS  IN  THY- 
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Chart  4 (Case  4).  Moderate  and  sustained  systolic  and  pulse 
pressures  and  fairly  sharp  postoperative  responses  in  thyroidectomy 
for  exophthalmic  goiter  with  fairly  marked  hyperthyroidism  exacer- 
bated by  the  prolonged  treatment  with  iodine.  Poor  remission  fol- 
lowing preoperative  iodine.  Preoperative  basal  metabolic  rate 
+68.5  per  cent.  Avertin  and  cyclopropane  anesthesia. 


ROIDECTOMY  FOR  EXOPHTHALMIC  GOITER 
ASSOCIATED  WITH  FAIRLY  MARKED  HYPER- 
THYROIDISM EXACERBATED  BY  THE  PRO- 
LONGED TREATMENT  WITH  IODINE.  POOR 
REMISSION  FOLLOWING  PREOPERATIVE 
TREATMENT  WITH  IODINE. 

Case  4.  Chart  4. — -Mrs.  M.  C.,  aged  32, 
complained  of  typical  symptoms  of  hyper- 
thyroidism, which  had  been  present  for  one  year 
and  which  grew  progressively  worse.  Small  doses 
of  potassium  iodide,  together  with  iodex  inunc- 
tions, were  given  over  a period  of  seven  months 
until  one  month  before  her  first  examination  by 
me  on  February  4,  1938.  She  had  lost  12  pounds 
in  weight.  The  thyroid  gland  was  definitely 
enlarged,  and  showed  moderate  vascular  signs. 
The  pulse  was  134.  Lugol’s  solution  in  doses 
of  five  minims  three  times  daily  was  adminis- 
tered for  fifteen  days  preceding  operation.  A 
poor  clinical  remission  followed  and  the  basal 
metabolic  rate,  following  the  preoperative  treat- 
ment with  iodine,  remained  high,  registering 
+68.5  per  cent. 

Double  lobectomy.  Avertin  and  cyclo- 
propane anesthesia.  February  21,  1938. 
Avertin  was  chosen  because  of  the  pres- 
ence of  a fairly  marked  hyperthyroidism 
and  a mitral  cardiac  lesion. 


Operative  Reaction. — Contrary  to  the 
usual  experience  when  gas  anesthesia 
alone  is  employed,  a brief  fall  of  both 
systolic  and  diastolic  pressures  occurs  as 
the  patient  comes  to  the  operating  room. 
Immediately  after  the  incision  is  made  a 
sharp  rise  of  both  occurs.  The  usual 
effects  of  avertin  are  dissipated  and  the 
stimulating  influences  of  the  operative 
procedure  make  themselves  felt.  At  the 
beginning  of  anesthesia  there  is  a sharp 
psychic  rise  of  pulse,  which  thereupon 
shows  a marked  fall  after  anesthesia  is 
established.  During  the  remainder  of 
the  operation  the  pulse  rate  rises  briefly 
and  then  declines  to  a moderate  rate. 
The  systolic  blood  pressure  is  maintained 
at  the  high  level  of  154  mm.  Hg.,  the 
diastolic  falls  toward  the  end  of  the  opera- 
tion, and  the  pulse  pressure  accordingly 
is  definitely  increased.  The  respiratory 
rate  is  moderately  increased  during  opera- 
tion. 

Postoperative. — The  postoperative  mani- 
festations are  moderately  acute  and 
characterized  by  a definite  rise  of  systolic 
and  a fall  of  diastolic  pressures  and  a 
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sensitivity  of  the  patient  to  operative  procedure  persists  in  spite  of  a good 
remission  following  preoperative  treatment  with  iodine  and  a preoperative 
basal  metabolic  rate  of  + 13  per  cent.  Sharp  postoperative  reaction. 


fairly  definite  and  irregular  increase  in 
the  pulse  rate.  The  respirations  gradually 
become  less  rapid.  Subjectively  the  pa- 
tient at  this  time  was  fairly  comfortable. 
The  early  restlessness  soon  disappeared, 
following  which  nourishment  was  well 
taken.  There  was  no  vomiting.  The 
highest  rectal  temperature,  which  oc- 
curred twenty-four  hours  after  operation, 
was  102  F.  and  the  highest  pulse,  120. 
The  postoperative  reaction  would  be 
considered  moderately  active  and  pro- 
portional to  the  operative  response. 

Comment. — This  case  illustrates  the 
behavior  of  the  operative  responses  during 
double  lobectomy  for  exophthalmic  goiter 
in  certain  patients  who  have  been  con- 
tinuously treated  over  long  periods  of 
time  with  iodine  with  a resultant  moderate 
exacerbation  of  symptoms.  A poor 
clinical  remission  commonly  follows  the 
preoperative  treatment  with  iodine  and 
the  metabolic  rate  may  remain  high. 
The  operative  response  is  sharp  but  not 
so  severe  as  to  preclude  the  assumption 
of  the  risk  involved  in  the  double  lobec- 
tomy. The  postoperative  response  is 
fairly  sharp  but  not  severe. 


Sharp  operative  and  postoperative 

REACTIONS  DURING  AND  AFTER  THYROID- 
ECTOMY FOR  EXOPHTHALMIC  GOITER  AS- 
SOCIATED WITH  FAIRLY  MARKED  HYPER- 
THYROIDISM. NO  PREVIOUS  MEDICAL 
TREATMENT  WITH  IODINE.  GOOD  RE- 
MISSION FOLLOWING  PREOPERATIVE  TREAT- 
MENT WITH  IODINE  BUT  HYPERSENSITIVITY 
OF  THE  PATIENT  PERSISTS. 

Case  5.  Chart  5. — Mrs.  L.  Y.,  aged  34, 
suffered  with  a fairly  toxic  hyperthyroidism  of 
one  year’s  duration.  She  did  not  receive  treat- 
ment with  iodine.  There  was  a loss  of  40  pounds 
in  weight  during  the  two  years  preceding  her 
first  examination  by  me  on  September  20,  1933. 
The  thyroid  gland  was  diffusely  enlarged  and 
showed  the  usual  vascular  signs.  The  pulse  was 
110  and  the  basal  metabolic  rate  +49  per  cent. 
Preoperative  treatment  with  Lugol’s  solution 
was  given  in  doses  of  ten  minims  three  times 
daily  for  ten  days.  Intravenous  injections  of  10 
grains  of  sodium  iodide  were  given  daily  for  three 
days  preceding  operation.  As  a result,  a good 
clinical  remission  was  obtained.  The  basal 
metabolic  rate  registered  +12  per  cent  and  the 
pulse  110. 

Double  lobectomy.  Nitrous-oxide-oxy- 
gen  anesthesia.  October  2 , 1933.  The 
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Chart  6 (Case  6).  Sharp  but  brief  reactions  during  the 
first  fifteen  minutes  of  thyroidectomy  for  exophthalmic  goiter 
with  fairly  marked  hyperthyroidism.  Moderate  iodine  exacerba- 
tion. Poor  clinical  remission  following  preoperative  administra- 
tion of  iodine.  Basal  metabolic  rate  of  +28  per  cent.  Inasmuch 
as  the  maximum  reaction  is  brief  and  is  followed  by  a sharp  and 
early  decline  of  pressures  and  pulse,  second  lobectomy  is  safely 
performed.  Uneventful  postoperative  period. 


typical  colloid,  exophthalmic  gland  seen 
after  treatment  with  iodine  was  found. 

Operative  Reaction. — There  is  a mod- 
erate fall  of  the  patient’s  normal  systolic 
and  diastolic  pressures  and  pulse  as  she 
comes  to  the  operating  room.  (This  is 
doubtless  due  to  the  preliminary  adminis- 
tration of  morphine.)  From  the  start 
of  anesthesia  to  the  time  of  the  incision 
a definite  rise  of  pressure  and  pulse  occurs, 
the  systolic  pressure  reaching  a peak  of 
164  mm.  Hg.,  the  diastolic  85  mm.  Hg., 
and  the  pulse  135.  Thereupon  there  is  a 
fall  and  at  the  end  of  operation  the  sys- 
tolic pressure  registers  138  mm.  Hg.,  the 
diastolic  85,  and  the  pulse  108.  The 
respiratory  rate  is  moderately  increased 
during  operation.  (A  fairly  sharp  opera- 
tive reaction  is  seen  in  a patient  with 
fairly  marked  hyperthyroidism.  The 
hypersensitivity  continues  even  though  a 
good  postiodine  remission  was  obtained.) 

Postoperative. — The  postoperative  re- 
sponses are  also  fairly  marked  with  the 
highest  points  reached  as  follows — systolic 


pressure  158  mm.  Hg.,  diastolic  90, 
pulse  110,  and  rectal  temperature  102.5 
F.  The  subjective  status  of  the  patient 
was  proportionate  to  the  operative  reac- 
tion. She  complained  considerably  of 
nausea,  of  pain  in  the  operative  field, 
and  of  “gas  on  the  stomach.”  She  was 
very  restless  for  twenty-four  hours  but 
on  the  following  day  she  was  fairly  com- 
fortable. 

Comment. — This  case  is  illustrative  of 
a certain  group.  Occasionally  patients 
with  exophthalmic  goiter  untreated  with 
iodine  and  with  fairly  toxic  hyperthy- 
roidism react  with  good  clinical  remissions 
and  a marked  fall  in  the  basal  metabolic 
rates  following  the  preoperative  treat- 
ment with  iodine.  It  would  seem  from 
previous  experiences  that  the  operative 
responses  during  thyroidectomy  should  be 
moderate,  and  should  be  followed  by  a 
moderate  and  comfortable  postoperative 
reaction.  However,  in  spite  of  the  ap- 
parently good  clinical  condition  of  a 
patient  in  this  group,  the  operative  re- 
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sponse  is  decidedly  sharp  and  the  post- 
operative period  definitely  uncomfortable. 
The  hypersensitiveness  of  the  patient 
persists  even  though  the  clinical  symp- 
toms and  the  basal  metabolism  are  con- 
trolled by  the  preoperative  treatment 
with  iodine.  The  relatively  low  pre- 
operative metabolic  rate  is  not  a reliable 
criterion  of  the  intensity  of  reaction  to  be 
expected  during  thyroidectomy. 

Sharp  but  brief  operative  and 

MILD  TO  MODERATE  POSTOPERATIVE  RE- 
ACTIONS IN  THYROIDECTOMY  FOR  EXOPH- 
THALMIC GOITER  WITH  FAIRLY  MARKED 
HYPERTHYROIDISM.  PREVIOUS  IODINE 
THERAPY  AND  MODERATE  IODINE  EXACER- 
BATION. Poor  remission  following 

PREOPERATIVE  ADMINISTRATION  OF  IODINE. 

Case  6.  Chart  6. — Mrs.  E.  K.,  aged  72,  was 
first  seen  by  me  on  September  24,  1934.  She 
suffered  with  definite  symptoms  of  hyperthy- 
roidism for  a period  of  ten  months,  during  the 
last  six  of  which  she  lost  20  pounds  in  weight. 
She  had  taken  Lugol’s  solution  in  doses  of  five 
minims  three  times  daily  for  six  weeks  preceding 
her  first  visit.  She  was  considered  to  be  in  a 
moderate  “iodine  exacerbation.”  She  was  given 
Lugol’s  solution  in  doses  of  ten  minims  three 
times  daily  for  thirteen  days,  following  which 
there  was  a poor  clinical  remission  and  the 
metabolic  rate  was  +28  per  cent.  The  thyroid 
gland  was  diffusely  prominent  and  firm,  as  a 
result  of  accumulation  of  colloid,  and  showed 
moderate  vascular  signs.  The  pulse  was  112. 
The  diagnosis  of  exophthalmic  goiter  was  clear. 

Double  lobectomy.  Nitrous-oxide-oxygen 
anesthesia.  October  12,  1934. 

Operative  Reaction. — The  blood  pres- 
sure and  pulse  immediately  rise  as  the 
patient  comes  to  the  operating  room, 
and  continue  elevating  to  a maximum 
about  twenty  minutes  after  the  incision 
is  made.  The  systolic  pressure,  which  is 
154  mm.  Hg.  at  the  beginning,  reaches  a 
maximum  of  220  mm.  Hg.,  the  diastolic 
110  mm.  Hg.,  and  the  pulse  186.  The 
pulse  pressure,  however,  increases  only 
24  mm.  Hg.  The  changes  in  the  respira- 
tory rate  are  not  significant.  The  re- 
sponses, having  passed  their  maximum  be- 
fore the  left  resection  is  begun,  promptly 
decline,  indicating  that  the  stimulating 


forces  have  spent  themselves,  whereupon 
the  resection  of  the  left  lobe  is  completed. 
This  early  secondary  sharp  fall  of  pres- 
sure and  pulse  during  operation  is  followed 
by  a comfortable  and  moderate  reaction. 

Postoperative. — The  response,  in  spite 
of  the  early,  sharp,  severe  but  temporary 
operative  reaction,  is  only  mild  to  mod- 
erate. The  highest  systolic  pressure  dur- 
ing the  early  hours  is  142  mm.  Hg.,  the 
maximum  pulse  128,  and  rectal  tempera- 
ture 102.8  F.  Subjectively  the  patient 
was  fairly  comfortable.  There  was  no 
unusual  restlessness  and  she  complained 
little,  except  for  some  soreness  of  her 
throat.  During  the  first  ten  postopera- 
tive days  a gradual  subsidence  of  pulse 
and  temperature  occurs,  whereas  the 
systolic  pressure  remains  approximately 
135  mm.  Hg.  Ninety  days  after  opera- 
tion the  systolic  pressure  returns  to  its 
former  preoperative  level  of  155  to  158 
mm.  Hg.,  the  pulse  is  76,  and  the  basal 
metabolic  rate  —2.1  per  cent. 

Comment. — An  elderly  woman,  with 
exophthalmic  goiter,  developed  a mod- 
erately acute  iodine  exacerbation  follow- 
ing treatment  for  six  weeks  with  Lugol’s 
solution.  She  received  intensive  pre- 
operative treatment  with  iodine  for 
thirteen  days,  following  which  a poor 
clinical  remission  was  obtained  though 
the  basal  metabolic  rate  was  only  +28 
per  cent.  She  had  a sharp  psychic  reac- 
tion on  coming  to  the  operating  room 
followed  by  sharp  and  dramatic  increases 
of  pulse  and  of  systolic  and  diastolic  pres- 
sures. This  augmentation  of  signs  is, 
however,  brief  and  in  twenty  minutes, 
when  the  resection  of  the  right  lobe  is 
almost  completed,  there  is  a sharp  fall 
in  pulse  rate  and  pressure.  This,  to- 
gether with  the  fact  that  at  this  same  time 
the  pulse  pressure  has  increased  only  24 
mm.  Hg.,  encouraged  the  operator  to 
complete  the  double  lobectomy  with  the 
feeling  that  no  great  risk  was  involved. 
Had  the  reaction  been  sustained  at  the 
level  of  its  maximum  or  approximately 
220  and,  in  particular,  had  there  been  a 
greater  increase  in  the  pulse  pressure, 
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Chart  7 (Case  7).  Sharp  and  sustained  reactions  in  thyroidectomy 
for  exophthalmic  goiter  with  marked  hyperthyroidism  and  in  iodine  ex- 
acerbation. Preoperative  basal  metabolic  rate  +38  per  cent.  The  pro- 
gressively marked  and  sustained  rise  of  systolic  pressure,  pulse  pressure, 
pulse,  and  respirations  to  the  end  of  the  operation  was  followed  by  a severe 
postoperative  reaction,  virtually  a crisis. 


one  would  have  hesitated  to  extend  the 
operation  beyond  hemithyroidectomy. 
The  hypersensitivity  of  the  patient  was 
far  greater  than  one  would  believe  prob- 
able in  the  presence  of  a preoperative 
basal  metabolic  rate  of  +28  per  cent. 
Experience  has  taught  us  that  when  the 
operative  response,  even  though  severe, 
is  brief  and  particularly  when  associated 
with  a pulse  pressure  which  is  not  greatly 
increased,  double  lobectomy  is,  as  a gen- 
eral rule,  safe.  That  our  judgment  in  this 
case,  which  is  illustrative  of  many  similar 
experiences,  was  correct  is  indicated  by 
the  moderate  postoperative  reaction. 

Intense  and  sustained  operative 

AND  POSTOPERATIVE  REACTIONS  IN  THY- 
ROIDECTOMY FOR  EXOPHTHALMIC  GOITER 
WITH  MARKED  HYPERTHYROIDISM.  IO- 
DINE EXACERBATION  FOLLOWING  TREAT- 
MENT with  Lugol’s  SOLUTION  IN  VARY- 
ING AMOUNTS  OVER  A PROLONGED  PERIOD 
OF  NINE  MONTHS.  No  CLINICAL  IMPROVE- 
MENT AFTER  FURTHER  INTENSIVE  TREAT- 
MENT with  iodine.  Basal  metabolic 
RATE  +38  PER  CENT.  POSTOPERATIVE 
CRISIS. 


Case  7.  Chart  7. — Mr.  H.  E.,  aged  52,  had 
a typical  complaint  of  marked,  severe  hyper- 
thyroidism. He  was  first  seen  by  me  on  October 
29,  1934,  thirteen  months  after  the  onset  of 
symptoms.  He  had  lost  about  25  pounds  in 
weight.  His  pulse  was  110.  Four  months  after 
the  beginning  of  his  illness  the  basal  metabolic 
rate  was  +74  per  cent.  He  was  given  Lugol’s 
solution  in  doses  of  one  to  five  minims  three 
times  daily  to  the  time  when  he  first  came  under 
my  observation.  The  basal  metabolic  rate  on 
April  14,  1934,  after  one  month  of  treatment  with 
iodine,  was  +37  per  cent.  Thereupon  his 
symptoms  increased,  and  the  basal  rate  rose  to 
+60  per  cent  on  August  21,  1934.  Lugol’s  solu- 
tion, in  doses  of  ten  minims,  was  given  three 
times  daily  for  ten  days  from  November  8 to 
November  29,  after  which  his  metabolic  rate 
declined  to  +38  per  cent  and  his  pulse  to  100. 
In  spite  of  this  apparently  favorable  metabolic 
rate,  his  symptoms  were  quite  acute.  General- 
ized jerky  movements,  marked  tremor,  and 
weakness  were  noted.  He  was  considered  to  be 
definitely  in  the  phase  of  “iodine  exacerbation.” 
The  thyroid  gland  was  diffusely  enlarged,  firm, 
and  showed  moderate  vascular  signs.  The 
diagnosis  of  exophthalmic  goiter  was  clear. 

Double  lobectomy.  Nitrous -oxide-oxygen 
anesthesia.  November  19,  1934.  As  will 
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appear  subsequently,  the  operative  and 
postoperative  reactions  were  definitely 
acute. 

Operative  Reaction. — In  referring  to 
Chart  7 one  notes  a prompt  and  pro- 
gressive elevation  of  the  systolic  blood 
pressure  as  the  patient  comes  to  the  oper- 
ating room  and  to  the  time  of  the  incision. 
Thereupon  it  progressively  rises  and 
reaches  a peak  of  188  mm.  Hg.  when  the 
resection  of  the  second  lobe  is  begun. 
Note  that  the  systolic  pressure  is  well 
sustained,  being  182  mm.  Hg.  at  the  end 
of  operation.  The  pulse  rate  is  markedly 
accelerated  and  reaches  a maximum  of 
160  soon  after  anesthesia  is  begun  and 
then  falls  to  a level  of  110  when  the  resec- 
tion of  the  second  lobe  is  begun,  only  to 
begin  a secondary  rise  to  140  at  the  end 
of  operation. 

There  is  an  initial  fall  of  the  diastolic, 
followed  by  a rise  approximately  to  85 
mm.  Hg.,  which  is  maintained  to  the  end 
of  operation.  Note  further  that  the  pulse 
pressure  augments  markedly  from  60 
mm.  Hg.  before  operation  to  102  mm. 
Hg.  during  the  summit  of  the  reaction. 
There  is  a moderate  increase  of  respira- 
tions. In  brief,  one  sees  a sharp  elevation 
of  systolic  pressure  which  tends  to  be 
maintained  at  a high  level;  there  is  a 
sharp  augmentation  of  pulse  at  the  begin- 
ning and  a subsequent  fall  followed  by  a 
secondary  rise,  to  the  end  of  the  opera- 
tion; and  a definite  increase  of  respira- 
tions. These  operative  responses  indicate 
a reaction  of  marked  intensity. 

Postoperative  Period. — Soon  after  the 
completion  of  the  operation  the  heart 
begins  to  fibrillate,  and  twenty-six  hours 
later  the  apical  rate  is  180  and  the  radial 
170.  Four  hours  later  the  cardiac 
rhythm  is  again  regular,  the  pulse  rate 
declines  and  finally,  forty-eight  horns 
after  operation,  the  pulse  is  120,  the  sys- 
tolic pressure  is  maintained  at  a high 
level  of  174  mm.  Hg.,  and  the  diastolic  is 
75,  producing  thus  an  augmented  pulse 
pressure  of  99  mm.  Hg.  During  the 
succeeding  days  the  systolic  and  pulse 
pressures  decline  to  levels  below  those 
preceding  the  operation. 


A stormy  period  of  forty-eight  hours 
followed  operation.  The  patient  was  ex- 
tremely restless  and  appeared  to  be  in 
crisis.  The  heart  fibrillated  and  the  pulse 
was  extremely  irregular,  the  apical  beat 
being  180  at  its  highest  and  the  radial  120. 
He  was  constantly  clearing  his  throat  and 
complaining  of  various  annoyances.  The 
highest  rectal  temperature  during  this 
period  was  104.2  F.  His  condition  gave 
considerable  concern.  Recovery  was 
gradual  and  the  patient  left  the  hospital 
twelve  days  after  operation.  On  the 
thirtieth  postoperative  day  the  general 
condition  is  excellent  and,  as  noted  in 
Chart  7,  the  systolic  blood  pressure  has 
fallen  to  146  mm.  Hg.  and  the  diastolic  to 
78.  The  pulse  is  80.  Temperature  and 
respirations  are  normal  and  the  basal 
metabolic  rate  +4.4  per  cent. 

Comment. — This  case  illustrates  the  be- 
havior of  certain  patients  who  have  been 
treated  over  prolonged  periods  with  io- 
dine in  alternating  minimal  and  maximal 
doses.  Wide  fluctuations  in  the  severity 
of  the  symptoms  and  in  the  basal  meta- 
bolic rates  are  noted.  A fairly  acute 
iodine  exacerbation  finally  develops. 
Following  further  intensive  treatment 
with  iodine,  the  clinical  status  is  not 
improved  and  the  basal  metabolic  rate 
is  +38  per  cent.  When  compared  with 
the  previous  case,  the  following  differ- 
ences are  noted.  In  the  present  instance, 
acute  aggravation  of  symptoms  was  pre- 
cipitated by  the  administration  of  vary- 
ing amounts  of  iodine  for  nine  months, 
whereas  in  the  previous  patient  treated 
continuously  over  a period  of  six  weeks 
with  moderately  large  amounts  of  iodine 
the  exacerbation  was  only  mild  to  mod- 
erate. The  metabolic  rate,  however,  was 
only  10  per  cent  higher.  Furthermore,  the 
operative  reaction  was  considerably  more 
intense  in  the  following  respects.  The 
marked  augmentation  of  the  systolic 
pressure  was  sustained  to  the  end  of  the 
operation.  Similarly  the  increase  in  pulse 
pressure  was  marked  and  sustained.  The 
pulse  rate  was  sharply  accelerated  during 
the  first  few  minutes  of  the  operation. 
A decline  and  a sharp  secondary  rise  to 
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Chart  8 (Case  8).  Extremely  acute  operative  and  postoperative 
responses  associated  with  hemithyroidectomy  for  exophthalmic  goiter 
in  a patient  with  severe  hyperthyroidism  and  in  critical  iodine  exacer- 
bation. Note  the  marked  increase  in  pulse  pressure.  Postoperative 
crisis  and  death,  fourteen  and  one-half  hours  after  operation. 


the  end  were  then  noted.  The  respira- 
tory rate  was  also  definitely  increased. 
This  intense  reaction  anteceded  a severe 
postoperative  reaction,  virtually  a crisis, 
which  was  the  cause  of  considerable 
anxiety  for  forty-eight  hours.  Had  the 
operator  anticipated  the  possibility  of 
such  crisis,  hemithyroidectomy  would 
have  been  done.  Operative  reactions  of 
the  type  described  are  now  interpreted  as 
warning  signals.  The  basal  metabolic 
rate  would  hardly  have  made  one  suspect 
such  unusual  hypersensitivity  in  this 
patient. 

Extremely  intense  operative  and 

POSTOPERATIVE  REACTIONS  ASSOCIATED 
WITH  HEMITHYROIDECTOMY  FOR  EXOPH- 
THALMIC GOITER  IN  A PATIENT  WITH 
SEVERE  HYPERTHYROIDISM  AND  IN  SEVERE 
IODINE  EXACERBATION.  POSTOPERATIVE 
CR  SIS  AND  DEATH. 

Case  8.  Chart  8. — Mrs.  L.  A.,  aged  53, 
suffered  with  symptoms  of  hyperthyroidism,  the 
acute  onset  of  which  occurred  two  months  pre- 
vious to  her  first  examination  by  me  on  Novem- 
ber 5,  1934.  Two  weeks  after  the  beginning  of 
symptoms  the  basal  metabolic  rate  was  +61  per 


cent.  At  this  time  treatment  with  Lugol’s  solu- 
tion, in  doses  of  five  to  ten  minims,  was  given 
three  times  daily  over  a period  of  five  weeks 
and  then  discontinued  for  a week  preceding  her 
first  visit.  Progressive  aggravation  of  the 
symptoms  followed.  Upon  examination  it  was 
evident  that  she  was  in  a phase  of  acute  iodine 
exacerbation.  She  was  extremely  nervous.  Dur- 
ing a period  of  eight  weeks  she  had  lost  12  pounds 
in  weight,  the  heart  was  fibrillating,  the  apex  beat 
being  160  and  the  radial  120,  and  the  pulse  deficit 
was  40.  She  complained  of  epigastric  distress 
and  nausea.  Definite  diffuse  enlargement  of  the 
thyroid  gland,  which  showed  mild  to  moderate 
vascular  signs,  was  noted.  She  weighed  104 
pounds.  General  supportive  measures  were 
given.  Lugol’s  solution  was  again  administered 
in  doses  of  five  minims  three  times  daily  and 
sodium  iodide  was  given  intravenously.  No  re- 
mission of  symptoms  occurred.  She  continued 
to  lose  weight,  the  heart  continued  to  fibrillate, 
the  apical  rate  increased  to  168,  and  the  radial 
to  128.  The  toxemia  progressively  increased, 
causing  frequent  vomiting  spells.  The  basal 
metabolic  rate  on  November  30,  1934,  was  re- 
ported as  +91  per  cent.  (This  reading  may 
have  been  erroneously  high  since  the  patient 
was  not  inclined  to  be  cooperative.)  The  hyper- 
thyroidism was  evidently  intense  and  attribut- 
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able  at  least  in  part  to  the  interruption  in  the 
treatment  with  iodine. 

In  view  of  the  improbability  of  secur- 
ing improvement  from  further  general 
measures,  ligation  of  the  right  superior 
thyroid  artery  under  novocaine  anesthesia 
was  done  on  November  19,  1934,  and 
ligation  of  the  left  superior  thyroid  artery 
on  November  23,  1934.  These  operations 
were  fairly  well  tolerated,  though  there 
was  a sharp  operative  reaction  in  each  in- 
stance, the  pulse  rate  increasing  to  186 
and  more.  There  was  no  appreciable  im- 
provement following  these  procedures. 
The  excitability  of  the  patient  continued 
and  evidences  of  mental  aberration  ap- 
peared. The  alternative  presented  itself 
of  abandoning  all  operative  measures  and 
condemning  the  patient  to  a hopeless  out- 
come or  making  some  further  attempt 
with  more  radical  measures.  The  pre- 
operative basal  metabolic  rate  was  +71.7 
per  cent.  The  heart  continued  to  fi- 
brillate,  the  apical  rate  being  120  and  the 
radial  105.  In  virtual  desperation  and 
with  full  appreciation  of  the  dangers  in- 
herent in  further  operative  measures, 
right  lobectomy  under  nitrous-oxide-oxygen 
anesthesia  was  performed  on  December  3, 
1934,  nine  days  after  the  second  ligation 
operation.  A large  vascular  gland  con- 
taining a considerable  amount  of  colloid 
was  found.  The  general  condition  of  the 
patient  was  critical  at  the  end  as  it  had 
been  at  the  beginning  of  operation. 

Operative  Reaction. — Immediately  upon 
the  arrival  of  the  patient  in  the  operating 
room  there  is  a sharp  and  continuous 
increase  in  the  pulse  rate  (Chart  8). 
Forty  minutes  after  the  incision  is  made 
it  registers  200  and  finally  reaches  its 
maximum  of  206.  There  is  no  tendency 
of  the  pulse  rate  to  subside  toward  the  end 
of  the  operation.  The  systolic  pressure 
augments  acutely  from  100  mm.  Hg.  be- 
fore operation  to  180  ten  minutes  after 
the  incision  is  made.  Thereupon  there  is 
a temporary  fall  to  140  and  a subsequent 
secondary  rise  to  165  mm.  Hg.  The  di- 
astolic pressure  rises  from  72  mm.  Hg.  to 
105  and  then  gradually  falls  to  75.  There 
is  a marked  augmentation  of  pulse  pres- 


sure during  operation  to  75  mm.  Hg.,  as 
compared  with  26  mm.  Hg.  before  opera- 
tion. Respirations  increase  from  24  to  a 
maximum  of  35  at  the  peak  of  the  opera- 
tive reaction. 

The  extremely  intense  operative  re- 
sponse is  characterized  by  the  precipitous 
rise  of  pulse,  blood  pressure,  and  respira- 
tions and  by  the  failure  of  these  to  abate 
from  their  unusually  high  levels  by  the 
time  the  operation  is  completed. 

Postoperative  Period. — One  and  one- 
half  hours  following  operation  the  apical 
pulse  rate  subsides  to  145  and  the  radial 
rate  to  125.  A collapse  of  the  blood  pres- 
sure is  noted,  the  systolic  declining  to  95 
mm.  Hg.,  while  the  diastolic  is  not  defi- 
nitely obtainable,  being  indicated  as  12 
mm.  Hg.  Thereupon,  ten  hours  after 
operation,  while  the  heart  is  still  fibrillat- 
ing,  there  occurs  a precipitous  increase  of 
the  apical  rate  to  182  and  of  the  radial  to 
155.  The  systolic  pressure  rises  to  130 
mm.  Hg.  and  the  rectal  temperature  to 
106.8  F. 

During  the  postoperative  period  the 
patient  was  semiconscious  and  extremely 
restless.  It  was  evident  that  she  was  in 
extreme  crisis.  The  excitability  was  un- 
controllable even  by  large  amounts  of 
sedatives,  and  in  spite  of  all  available 
therapeutic  measures,  she  died  fourteen 
and  one-half  hours  after  operation. 

Comment. — Though  the  result  of  hemi- 
thyroidectomy  was  disastrous,  this  case 
is  instructive.  A woman  with  exoph- 
thalmic goiter,  who  was  in  a phase  of 
acute  and  severe  iodine  exacerbation  in 
part,  at  least,  due  to  discontinuance  of  the 
prolonged  use  of  iodine  before  she  ap- 
peared for  surgical  treatment,  failed  to 
improve  after  further  intensive  treatment 
with  iodine.  In  fact,  a progressive  ag- 
gravation of  symptoms  occurred.  Liga- 
tions of  the  superior  thyroid  arteries  ef- 
fected little  or  no  improvement.  As  a 
last  desperate  measure  and  with  full  ap- 
preciation of  the  dangers  on  the  part  of 
the  operator,  right  hemithyroidectomy 
was  done.  This  precipitated  a critical 
operative  reaction  that  is  evident  in 
Chart  8.  The  extreme  and  sustained 
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Chart  9 (Case  9).  Sharp  reactions  in  hemithyroidectomy  for  exophthalmic 
goiter  in  a chronic  state  of  “iodine  saturation.”  No  improvement  with  further 
preoperative  treatment  with  iodine.  The  hyperthyroidism  appears  to  be  con- 
trolled but  there  is  a persistence  of  marked  hypersensitivity  requiring  stage 
operations.  Preoperative  basal  metabolic  rate  +35  per  cent.  Nitrous-oxide- 
oxygen  anesthesia.  Severe  postoperative  reaction. 


operative  responses  are  continuous  with 
similar  postoperative  reactions.  An  in- 
tense immediate  postoperative  crisis  fol- 
lowed from  which  the  patient  died. 

Crisis  thus  appears  to  be  a direct  result 
of  critical  phenomena  precipitated  by 
operation  and  characterized  by  intense 
and  sustained  augmentation  of  blood 
pressure,  pulse  pressure,  pulse,  and  respi- 
rations. Similar,  intense  reactions  are 
characteristic  of  postoperative  crisis. 

Stage  operations,  performed  in  in- 
stances IN  WHICH  THE  OPERATIVE  REAC- 
TIONS ARE  SHARP  AND  WOULD  SEEM  TO  IN- 
DICATE THAT  DOUBLE  LOBECTOMY  WOULD 
NOT  BE  SAFE.  HEMITHYROIDECTOMY 
FOR  EXOPHTHALMIC  GOITER,  IN  A CHRONIC 
STATE  OF  “IODINE  SATURATION,”  AFTER 
PROLONGED  PERIODS  OF  TREATMENT  WITH 

iodine.  Persistence  of  hypersensi- 
tivity TO  OPERATIVE  MEASURES. 

Case  9.  Chart  9. — Miss  R.,  aged  23,  was 
first  seen  by  me  on  October  4,  1934.  She  com- 
plained of  symptoms  typical  of  moderate  hyper- 
thyroidism which  began  nine  months  to  a year 
previously.  She  had  lost  43  pounds  in  weight 


during  the  preceding  year  and  a half.  Her 
weight  before  onset  of  the  hyperthyroidism  was 
205  pounds.  Following  the  administration  of 
Lugol’s  solution  in  doses  of  ten  minims  three 
times  daily,  from  November,  1933,  to  February, 
1934,  there  was  only  minor  improvement.  The 
basal  metabolic  rate  was  +21  per  cent.  Iodine 
treatment  was  then  discontinued.  During  Au- 
gust, 1934,  she  again  received  Lugol’s  solution  in 
doses  of  twenty  minims  daily.  When  she  was 
first  seen  in  October,  1934,  she  was  apparently 
in  a state  of  moderate  chronic  hyperthyroidism 
induced  by  large  doses  of  iodine  administered  to 
the  point  of  iodine  “saturation”  over  prolonged 
periods  during  the  preceding  eleven  months. 
The  thyroid  gland  was  large,  bulging,  and  firm 
to  palpation.  Vascular  signs  were  definite. 
The  pulse  rate  of  82  was  surprisingly  lowr. 
Definite  exophthalmos  was  present  and  the  diag- 
nosis of  exophthalmic  goiter  was  clear.  The 
administration  of  Lugol’s  solution,  in  doses  of 
ten  minims  three  times  daily  for  eleven  days, 
failed  to  produce  definite  improvement.  The 
basal  metabolic  rate  on  October  22,  1934,  was 
+35  per  cent  and  the  pulse  94.  Resection  of 
the  thyroid  gland  was  advised. 

Right  lobectomy  and  excision  of  the  isth- 
mus. Nitrous-oxide-oxygen  anesthesia. 
October  22, 1934. 
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Operative  Reaction. — The  normal  sys- 
tolic pressure  is  115  mm.  Hg.  (Chart  9). 
It  increases  to  136  as  the  patient  comes 
to  the  operating  room,  then  declines  to 
108  at  the  time  of  the  incision.  There- 
upon there  is  a precipitous  ascent  to  156. 
Within  a period  of  twenty  or  twenty-five 
minutes,  when  the  resection  of  the  right 
lobe  is  completed,  it  is  still  higher,  being 
160.  The  operation  is  restricted  to  right 
hemithyroidectomy,  whereupon  the  sys- 
tolic pressure  gradually  subsides  to  130  at 
the  end  of  the  operation.  The  diastolic 
pressure  before  operation  is  70  mm.  Hg. 
It  drops  slightly  until  the  incision  is  made 
then  rises  to  a maximum  of  84  during  the 
right  resection  and  then  declines  gradu- 
ally to  74  at  the  end.  The  pulse  pressure 
before  operation  is  45  mm.  Hg.  and  at  the 
height  of  reaction  advances  to  76  mm. 
Hg.  The  pulse  rate  at  the  beginning  is 
82,  rises  to  94  when  patient  is  brought  to 
operating  room,  and  during  induction  of 
anesthesia  mounts  promptly  to  120. 
Thereupon  it  falls  to  85  when  the  incision 
is  made  and  again  rises  abruptly  to  120 
upon  completion  of  the  hemithyroidec- 
tomy. Thereupon  a more  extensive  pro- 
cedure is  not  considered  advisable.  The 
pulse  decreases  to  108  at  the  end.  The 
respirations  rise  from  22  before  operation 
to  36  at  the  summit  of  the  reaction  and 
then  decline  to  26  at  the  end. 

Postoperative. — The  sharp  operative  re- 
sponse with  a temporary  moderate  sub- 
sidence toward  the  close  of  operation  is 
followed  promptly  by  a sharp  postopera- 
tive reaction.  The  systolic  pressure,  which 
declines  to  125  mm.  Hg.  thirty  minutes 
after  completion  of  operation,  augments 
during  the  succeeding  eight  hours  to  146. 
Thirty-two  horns  later,  at  the  maximum, 
the  systolic  pressure  again  increases  to 
146,  after  which  there  is  a decline  approxi- 
mately to  the  preoperative  normal,  in 
fifty- two  hours.  During  this  same  post- 
operative period  there  is  an  early  increase 
in  the  diastolic  pressure  which  subse- 
quently declines  to  an  average  of  60  mm. 
Hg.  The  definite  increase  of  pulse  pres- 
sure observed  during  operation  is  sus- 
tained during  the  early  postoperative 
period. 


At  the  peak  of  the  postoperative  re- 
sponse, the  pulse  pressure  is  86  mm.  Hg., 
as  compared  with  76  during,  and  45  be- 
fore operation.  The  pulse,  in  general, 
parallels  the  behavior  of  the  systolic  pres- 
sure, rising  from  105  to  120  during  the 
peak  of  the  response  and  declining  to  98 
at  the  end.  The  highest  postoperative 
rectal  temperature  is  103.6  F.  The  res- 
pirations average  32. 

During  the  first  two  postoperative  days 
the  subjective  and  objective  manifesta- 
tions were  characteristic  of  a sharp  reac- 
tion. The  patient  was  unusually  nervous 
and  excitable.  She  perspired  freely  and 
was  annoyed  by  considerable  nausea  and 
vomiting.  Thereafter  convalescence  was 
satisfactory.  Twelve  days  after  opera- 
tion the  systolic  blood  pressure  is  112  mm. 
Hg.,  the  diastolic  60,  the  pulse  102,  res- 
pirations 24,  and  temperature  99  F. 

Comment. — This  case  illustrates  the 
following  points.  A patient  with  exoph- 
thalmic goiter,  having  been  treated 
with  iodine  for  eleven  months,  with  al- 
ternating periods  of  interruption  of  treat- 
ment, finally  appears  to  be  in  a state  of 
chronic  controlled  moderate  hyperthy- 
roidism, the  symptoms  of  which  are  not 
alarming.  The  thyroid  gland  appears  to 
be  “saturated”  with  iodine.  At  any  rate, 
further  treatment  fails  to  produce  im- 
provement. The  clinical  manifestations, 
the  pulse  of  94,  and  the  basal  metabolic 
rate  of  +35  per  cent,  seem  to  indicate 
that  a double  lobectomy  could  be  done 
without  hesitation  or  anxiety.  There  had 
been,  however,  a marked  loss  of  weight. 
Nevertheless,  during  right  hemithyroid- 
ectomy, the  operative  reaction  is  so  sharp 
and  sustained  beyond  the  time  of  com- 
pletion of  the  right  resection  that,  in  ac- 
cordance with  previous  experiences,  it 
seems  best  to  restrict  the  operation  to  a 
unilateral  lobectomy.  Sharp  responses 
of  this  character  and  intensity  are  not  un- 
commonly followed  by  dangerous  post- 
operative crisis.  Even  though  the  hyper- 
thyroidism appears  to  be  controlled  and 
the  metabolic  rate  satisfactory,  the  hy- 
persensitivity to  operation  persists.  It 
is  this  factor  that  seems  so  definitely  re- 
lated to  the  degree  of  postoperative  re- 
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Chart  10  (Case  10).  Persistence  of  marked  hypersensitivity  of  a 
patient  with  acute  iodine  exacerbation  who  develops  progressively  severe 
hyperthyroidism  during  prolonged  treatment  with  small  doses  of  potas- 
sium iodide.  Stage  procedures  felt  to  be  definitely  indicated.  Basal 
metabolic  rate  before  the  first  hemithyroidectomy  +45  per  cent.  Avertin 
and  cyclopropane  anesthesia.  Note  the  diminished  sensitivity  evidenced 
in  the  chart  of  the  second  hemithyroidectomy. 


sponse  that  one  may  expect.  That  good 
judgment  was  exercised  was  indicated  by 
the  severity  of  the  postoperative  response. 
Stage  operations  for  exophthalmic 

GOITER  IN  A PATIENT  WITH  MARKED  HY- 
PERSENSITIVITY AND  IN  ACUTE  IODINE 
EXACERBATION  WHO  DEVELOPED  PROGRES- 
SIVELY SEVERE  HYPERTHYROIDISM  DURING 
PROLONGED  TREATMENT  WITH  SMALL 
DOSES  OF  POTASSIUM  IODIDE. 

Case  10.  Chart  10. — Miss  E.  L.,  aged  17, 
noted  nervousness  and  loss  of  10  pounds  in  weight 
at  the  beginning  of  her  illness  ten  months  before 
she  was  first  examined  by  me  on  October  5,  1937. 
She  had  been  suffering  with  characteristic 
symptoms  of  hyperthyroidism  for  four  months, 
during  the  last  three  of  which  her  physician  had 
given  her  two  minims  of  a potassium  iodide  solu- 
tion daily.  After  five  weeks  of  this  treatment 
she  had  regained  some  weight  and  the  basal 
metabolic  rate  was  reported  to  be  +22  per  cent. 
Thereupon  the  hyperthyroidism  definitely  in- 
creased and  she  became  highly  nervous.  When 
she  was  first  seen  by  me  her  pulse  was  126, 
systolic  pressure  122,  and  diastolic  58  mm.  Hg. 
Marked  tremor  of  the  hands  and  generalized 
jerky  movements  were  noted.  Three  days  later 


the  basal  metabolic  rate  was  +40  per  cent.  She 
became  nauseated,  appeared  ill,  and  it  was  evi- 
dent that  there  was  an  acute  iodine  exacerbation. 
A marked  exophthalmos  was  noted.  In  the  hope 
of  controlling  the  exacerbation,  treatment  with 
iodine  was  continued  during  the  following  three 
weeks  in  the  form  of  Lugol’s  solution  adminis- 
tered in  doses  of  five  minims  three  times  daily. 
This  failed  to  produce  any  appreciable  remission. 
In  fact,  the  symptoms  became  more  intense  and 
the  pulse  rate  increased  from  126  to  144.  There 
was  a further  loss  of  4 pounds  in  weight,  while 
the  basal  metabolic  rate  rose  from  +40  to  +45 
per  cent.  The  thyroid  gland  was  large,  promi- 
nent, firm,  and  showed  marked  vascular  signs. 
The  diagnosis  of  exophthalmic  goiter  in  the  phase 
of  acute  “iodine  exacerbation”  was  made. 

Right  lobectomy.  Avertin-cyclopropane 
anesthesia.  October  27,  1937.  Because  of 
the  extreme  nervousness  exhibited  by  the 
patient,  a moderate  dose  of  avertin  was 
given  by  rectum,  followed  by  inhalation 
anesthesia  with  cyclopropane. 

Operative  Reaction. — The  systolic  pres- 
sure augments  from  138  to  160  mm.  Hg. 
as  preparations  are  made  to  give  the 
avertin  (Chart  10).  The  latter  causes  a 
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transient  fall  of  pressure  to  125,  followed 
by  a prompt  increase  to  156  and  finally 
to  160  mm.  Hg.  Thereupon  the  systolic 
pressure  subsides  to  150,  where  it  is 
maintained  to  the  end  of  the  operation. 
The  normal  diastolic  pressure  of  58  mm. 
Hg.  declines  slightly  under  avertin  anes- 
thesia and  then,  at  the  beginning  of  opera- 
tion, rises  to  96.  Synchronous  with  the 
maximum  increase  in  systolic  pressure, 
it  falls  to  75,  producing  thus  a secondarily 
increased  pulse  pressure.  This  increased 
pulse  pressure  is  then  maintained  to  the 
end  of  operation.  The  pulse  rate,  be- 
ginning at  136,  advances  to  144  and  then, 
after  the  avertin  is  administered,  falls  to 
106.  Following  the  incision  there  is  a 
progressive  rise  to  146  at  the  end  of  the 
operation.  The  respirations  are  mildly 
accelerated  at  the  beginning  and  again 
toward  the  end  of  operation. 

Comment. — The  operative  reaction  in 
this  instance  is  sharp,  as  indicated  by  the 
definite  and  sustained  secondary  increase 
of  blood  pressure,  pulse,  pulse  pressure, 
and  respirations  during  operation  and  by 
the  tendency  for  these  to  be  sustained  at 
high  levels  until  the  end  of  operation. 
At  no  time  during  the  progress  of  the 
operation  is  there  a tendency  of  the  op- 
erative responses  to  subside. 

This  case  illustrates  several  points.  A 
patient  with  exophthalmic  goiter  suffers 
with  progressively  toxic  hyperthyroidism 
as  a result  of  the  administration  of  small 
amounts  of  potassium  iodide  over  a pe- 
riod of  three  months.  She  finally  suffers 
with  an  acute  iodine  exacerbation.  The 
further  administration  of  large  amounts 
of  iodine  fails  to  produce  a clinical  remis- 
sion and  the  metabolic  rate  remains  ele- 
vated at  +45  per  cent.  In  order  to  re- 
duce as  far  as  possible  the  psychic  and 
operative  shock,  avertin  per  rectum  is 
used  and  is  supplemented  by  cyclopro- 
pane. The  secondary  response  to  the 
operative  procedure  is  sharp  and  suffi- 
cient to  counteract  the  initial  depressing 
effects  of  avertin;  as  a result  one  sees  a 
sharp  and  sustained  operative  response 
continuing  at  elevated  levels  to  the  end  of 
operation.  Reactions  of  this  degree  of  in- 
tensity indicate  that  the  operation  is  ad- 


vantageously restricted  to  a single  lobec- 
tomy to  avoid  a dangerous  postoperative 
reaction. 

Postoperative  Course. — The  patient  was 
extremely  nervous  and  restless  diming  the 
first  two  days  of  the  postoperative  period. 
Liberal  amounts  of  sedative  were  re- 
quired, and  generalized  tremors  were  no- 
ticeable even  during  the  short  periods  of 
sleep.  Vomiting  spells  were  frequent. 
Rectal  temperature  rose  to  104.2  F.  four 
hours  after  operation,  at  which  time  the 
systolic  pressure  increased  to  175  mm. 
Hg.,  the  respirations  were  25,  the  dias- 
tolic pressure  was  50,  and  the  pulse 
pressure  was  augmented  by  25  mm.  Hg. 
After  the  second  day  the  reaction  gradu- 
ally subsided.  The  postoperative  re- 
sponse was  unusually  intense  and  it  was 
felt  that  had  double  lobectomy  been  done 
the  result  might  well  have  been  disas- 
trous. 

Further  History. — Following  operation 
the  administration  of  Lugol’s  solution  in 
doses  of  five  minims  three  times  daily  was 
continued.  One  month  after  right  lo- 
bectomy the  patient  was  still  highly  nerv- 
ous and  restless  and  the  pulse  was  140. 
She  had,  however,  regained  a good  appe- 
tite and  5 pounds  in  weight.  During  the 
succeeding  four  months  progressive  im- 
provement in  the  severity  of  the  hyper- 
thyroidism was  noted.  The  pulse  rate 
declined  to  82  per  minute;  there  was  a 
further  gain  of  15  pounds  in  weight.  The 
nervousness  almost  entirely  disappeared 
and  she  was  feeling  well.  The  basal 
metabolic  rate  at  this  time  was  reported 
as  —22  per  cent.  This  did  not  corre- 
spond with  the  clinical  appearance  and 
was  later  found  to  be  an  error  in  the  de- 
termination. In  spite  of  the  satisfactory 
clinical  appearance  of  the  patient  and  the 
undoubted  definite  reduction  in  the  meta- 
bolic rate,  it  was  felt  that  resection  of  the 
left  lobe  should  be  done. 

Left  lobectomy.  Cyclopropane  anesthesia. 
March  7,  1938. 

Operative  Reaction. — A glance  at  Chart 
10  is  convincing  of  the  fact  that  the  op- 
erative reaction  during  the  second  stage  is 
far  less  acute  than  it  was  during  the  pre- 
ceding right  resection.  This  is  in  accord- 
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Chart  11  (Case  11).  Severe  operative  responses  influencing 
the  surgeon  to  adopt  stage  operations  in  exophthalmic  goiter. 
Clinical  symptoms  were  acute  and  the  patient  showed  a high 
degree  of  hypersensitivity  to  the  first  operation  even  though  a mod- 
erate clinical  remission  and  a satisfactory  fall  of  the  metabolic  rate 
had  been  obtained  following  the  preoperative  iodine.  Preoperative 
basal  metabolic  rate  +32.2  per  cent.  Cyclopropane  anesthesia. 
Note  the  milder  responses  during  subsequent  left  lobectomy. 


ance  with  the  marked  clinical  improve- 
ment that  followed  the  right  lobectomy. 
The  systolic  pressure,  while  the  patient  is 
in  her  room  and  after  the  preliminary 
hypodermic  administration  of  morphia,  is 
88  mm.  Hg.  The  psychic  stimulus  of 
transport  to  the  operating  room  causes  the 
pressure  to  advance  to  130;  it  then  in- 
creases to  138  shortly  after  the  incision  is 
made  and  then  declines  to  its  normal 
level  of  130,  which  is  maintained  to  the 
end  of  operation.  The  curve  of  diastolic 
pressure  is  approximately  parallel  to  that 
of  systolic  pressure.  It  begins  at  50, 
then  increases  to  a maximum  of  100,  and 
thereupon  returns  to  and  is  maintained  at 
96  mm.  Hg.  The  pulse  pressure,  which 
before  the  operation  is  38,  does  not  in- 
crease at  any  time  during  the  operation, 
in  marked  contrast  to  the  definite  sec- 
ondary augmentation  of  pulse  pressure 
during  the  first-stage  operation.  The  pre- 
operative pulse  rate  is  76.  It  increases  to 
85  at  the  time  of  the  incision,  following 
which  there  is  no  further  rise  but  rather  a 
fall  to  the  preoperative  level  that  is  main- 


tained to  the  end  of  operation.  The 
respirations  increase  slightly  during  the 
operation. 

Postoperative. — The  postoperative  re- 
action was  uneventful.  There  was  an  en- 
tire absence  of  acute  manifestations  in 
marked  contrast  to  the  restlessness  and 
nervousness  following  the  right  lobec- 
tomy. The  greatest  elevation  of  the 
pulse  and  temperature  occurred  on  the 
second  postoperative  day  when  the  pulse 
was  96,  and  the  rectal  temperature  did 
not  rise  above  100.2  F.  This  response  is 
to  be  compared  with  the  sharp  intense  re- 
action following  the  first  lobectomy  and 
described  above. 

Comment. — The  stage  procedure  of 
right  lobectomy,  which  it  was  felt  was  in- 
dicated because  of  the  marked  hypersen- 
sitivity of  the  patient  while  in  the  phase 
of  acute  iodine  exacerbation,  was  fol- 
lowed by  a strikingly  marked  improve- 
ment during  the  following  four  months. 
Thereupon  left  lobectomy  was  done,  dur- 
ing which  there  was  a mild  operative  re- 
sponse in  marked  contrast  to  the  sharp 
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reaction  seen  during  the  first-stage  lobec- 
tomy. The  postoperative  period  is  simi- 
larly free  of  all  manifestations  of  acute 
response.  Thus  acute  iodine  exacerba- 
tion often  necessitates  stage  procedures  in 
instances  when  the  operative  responses 
point  to  the  possibility  of  a dangerous 
postoperative  period  were  double  lobec- 
tomy to  be  performed.  The  hypersen- 
sitivity is  diminished  by  the  first-stage 
procedure  and  renders  the  second  hemi- 
thyroidectomy  entirely  free  of  all  danger- 
ous sequelae. 

Stage  operations  on  the  patient 

WITH  EXOPHTHALMIC  GOITER  ASSOCIATED 
WITH  WHICH  THERE  IS  A HIGHLY  TOXIC  HY- 
PERTHYROIDISM AND  A PERSISTENCE  OF 
HYPERSENSITIVITY  TO  OPERATION  EVEN 
THOUGH  A MODERATE  CLINICAL  REMISSION 
AND  A SATISFACTORY  FALL  OF  BASAL 
METABOLIC  RATE  ARE  OBTAINED  FOLLOW- 
ING THE  PREOPERATIVE  TREATMENT  WITH 
IODINE. 

Case  11.  Chart  11. — Dr.  H.  F.,  aged  30, 
always  of  highly  temperamental  nature,  was 
first  seen  by  me  on  October  19,  1936,  when  he 
gave  the  following  history.  During  the  preceding 
four  months  his  neck  became  larger,  and  the 
acutely  toxic  symptoms  of  hyperthyroidism  grew 
progressively  worse.  He  lost  32  pounds  in 
weight.  The  basal  metabolic  rate  three  weeks 
before  he  was  first  seen  and  before  administration 
of  iodine  was  +64  per  cent.  One  week  later 
treatment  with  Lugol’s  solution  in  doses  of  five 
to  ten  minims  three  times  daily  was  instituted 
and  continued  for  two  weeks,  after  which  the 
basal  metabolic  rate  decreased  to  +32  per  cent. 
A fairly  definite  clinical  improvement  was  notice- 
able. * 

Upon  examination  he  was  found  to  be  ex- 
tremely nervous,  tremulous,  and  weak.  Slight 
exophthalmos  on  the  left  was  noted  but  the  right 
eye  appeared  normal.  A moderate,  diffuse  en- 
largement of  the  thyroid  gland,  which  showed 
definite  vascular  signs,  was  present.  The  pulse 
varied  between  140  and  150.  His  weight,  which 
had  been  165  pounds  four  months  previously, 
was  now  135  pounds.  Administration  of  Lugol’s 
solution  was  continued  for  three  days  more  in 
doses  of  ten  minims  three  times  daily,  after 
which  the  basal  metabolic  rate  was  again  +32.2 
per  cent.  A fairly  good,  though  not  entirely 
satisfactory,  clinical  remission  was  obtained. 
The  pulse  declined  from  150  to  100  and  the 
systolic  pressure  from  155  to  140. 


Right  lobectomy.  Cyclopropane  anes- 
thesia. October  23,  1936. 

Operative  Reaction. — The  systolic  blood 
pressure  rises  from  135  to  170  mm.  Hg. 
as  the  patient  is  transported  to  the 
operating  room  (Chart  11).  Immediately 
following  the  start  of  anesthesia,  there  is 
a prompt  and  abrupt  rise,  which  advances 
after  the  operation  is  begun  and  reaches  a 
maximum  of  230  mm.  Hg.  within  twenty 
minutes.  This  high  pressure  is  well  sus- 
tained to  the  time  of  completion  of  the 
right  lobectomy.  The  diastolic  pressure 
increases  sharply  from  80  mm.  Hg.  at  the 
beginning  of  anesthesia  and  continues  to 
advance  to  a maximum  of  120  mm.  Hg. 
Fifteen  minutes  later,  during  the  latter 
part  of  the  resection,  a decline  occurs  and 
at  the  end  of  operation  it  is  90  mm.  Hg. 
The  pulse  pressure,  which  at  the  begin- 
ning of  operation  is  55  mm.  Hg.,  increases 
to  110  mm.  Hg.  in  the  middle  of  the  opera- 
tion and  then  progressively  augments  to 
135  mm.  Hg.  at  the  end.  (This  progres- 
sive increase  in  pulse  pressure  is  a signifi- 
cant fact.)  The  pulse  rate,  which  nor- 
mally was  150,  subsides  to  102  following 
the  preliminary  sedative  treatment,  then 
advances  abruptly  to  185  as  the  patient 
comes  to  the  operating  room.  Thereupon 
a secondary  fall  occurs  soon  after  the 
anesthesia  is  begun,  to  be  followed 
promptly  by  a sharp  rise  to  200,  fifteen 
minutes  later.  Again  a fall  is  seen  with 
a subsequent  increase  to  192  at  the  close 
of  operation.  The  respirations  increase 
from  the  preoperative  level  of  20  to  34 
during  operation  and  are  maintained  at 
this  level  to  the  end. 

Comment. — -The  sharp  and  sustained 
rise  of  systolic  pressure,  the  progressive 
increase  in  the  pulse  pressure,  the  marked 
progressive  and  irregular  increase  in  the 
pulse  rate,  and  the  definite  increase  in  the 
respirations  during  operation  indicate 
that  there  is  a fundamental  hypersensi- 
tivity that  may  persist  even  though  an 
apparently  satisfactory  clinical  remission 
and  fall  of  basal  metabolic  rate  are  ob- 
tained by  the  preoperative  treatment  with 
iodine.  Accordingly,  the  extremely  brisk 
operative  reaction  acted  as  an  admonition 
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of  the  likelihood  of  a sharp  postoperative 
reaction,  and  the  operation  was  conse- 
quently limited  to  right  lobectomy. 

Postoperative  Reaction. — There  is  no 
tendency  of  the  operative  responses  to 
abate  during  the  first  half  hour  following 
the  close  of  operation  and  the  blood  pres- 
sure, pulse  pressure,  pulse,  and  respira- 
tions are  maintained  at  their  abnormally 
high  levels. 

Postoperative  Period. — During  the  first 
twenty-four  hours  following  operation 
the  patient  was  highly  nervous,  restless, 
and  uncomfortable.  He  vomited  several 
times  and  was  continually  attempting  to 
get  out  of  bed.  The  highest  rectal  tem- 
perature was  101  F.  and  the  highest  pulse 
140.  The  postoperative  reaction  was 
considered  to  be  definitely  sharp,  though 
not  alarming.  Accordingly,  it  is  seen 
that  an  unusually  sharp  subjective  and 
moderate  objective  postoperative  reac- 
tion followed  a sharp  operative  response. 
Treatment  with  iodine  was  continued  and 
after  the  lapse  of  eight  days  the  second- 
stage  operation  was  undertaken.  The 
basal  metabolic  rate  was  +32  per  cent. 

Left  lobectomy  {second-stage  operation). 
Cyclopropane  anesthesia.  October  31 , 1 936 , 
eight  days  after  right  lobectomy.  There 
was  a slight  clinical  improvement  follow- 
ing the  right  hemithyroidectomy. 

Operative  Reaction. — The  systolic  blood 
pressure  (Chart  11),  which  is  136  mm. 
Hg.  while  the  patient  is  in  his  room,  rises 
promptly  as  he  is  taken  to  the  operating 
room  and  at  the  time  of  the  incision  it  is 
156  mm.  Hg.  Thereupon  a sharp  rise 
to  192  occurs  at  the  time  of  completion  of 
the  resection,  following  which  one  sees  a 
decline  to  174  mm.  Hg.  at  the  close  of  the 
operation.  A level  of  176,  definitely 
above  the  preoperative  level,  is  main- 
tained during  forty-five  minutes  of  the 
early  postoperative  period. 

The  diastolic  pressure,  beginning  at  80 
mm.  Hg.,  drops  to  70  at  the  beginning  of 
anesthesia,  then  rises  promptly  to  a maxi- 
mum of  116  within  twenty  minutes,  or 
just  before  completion  of  the  resection, 
and  then  declines  to  100  mm.  Hg.  at  the 
close  of  the  operation.  It  is  maintained 
at  96  mm.  Hg.  during  the  early  postop- 


erative period.  The  diastolic  curve  thus 
runs  approximately  parallel  to  the  curve 
of  systolic  pressure.  The  pulse  pressure 
at  the  start  is  56  mm.  Hg.  and  increases 
20  mm.  Hg.  to  76  at  the  summit  of  the  re- 
action, as  compared  with  an  increase  of 
pulse  pressure  of  80  points  during  the 
right  hemithyroidectomy.  This  slight  in- 
crease during  the  second-stage  operation 
is  in  accordance  with  the  clinical  improve- 
ment and  the  diminished  sensitivity  that 
followed  the  first  operation. 

The  pulse  rate  before  operation  is  80, 
advances  abruptly  to  120  as  the  patient 
comes  to  the  operating  room,  declines 
momentarily  at  the  beginning  of  anes- 
thesia, and  then  returns  to  the  level  of 
120.  Toward  the  close  of  operation  it 
rises  to  132  and  is  maintained  at  this 
level  during  the  early  postoperative  pe- 
riod. 

A comparison  of  the  pulse  and  res- 
piratory rates  during  the  first- stage  with 
those  of  the  second-stage  hemithyroidec- 
tomy illustrates  in  a convincing  manner 
the  diminished  sensitivity  of  the  patient 
consequent  upon  the  resection  of  the  first 
lobe.  Respirations  begin  at  the  level  of 
20  and,  with  minor  variations  in  rate, 
average  20  during  operation.  An  in- 
crease to  24  is  seen  during  the  early  post- 
operative period. 

Postoperative  Course. — Aside  from  nau- 
sea and  vomiting,  which  was  more  than 
ordinarily  annoying,  the  patient  was 
fairly  comfortable.  He  was  not  exces- 
sively nervous  or  restless.  The  highest 
postoperative  pulse  was  128  and  the 
highest  rectal  temperature  100.2  F.  The 
blood  pressure,  which  was  165  mm.  Hg.  as 
the  patient  returned  to  his  room,  dropped 
to  138  within  six  hours.  The  postopera- 
tive reaction  was  thus  considered  moder- 
ately severe,  but  of  much  less  intensity 
than  that  observed  after  the  first  lobec- 
tomy. 

Comment. — A man,  aged  30,  suffered 
with  an  acutely  toxic  hyperthyroidism 
due  to  exophthalmic  goiter  and  of  four 
months’  duration.  There  was  no  therapy 
with  iodine.  A rapid  and  marked  loss  of 
weight  occurred.  The  basal  metabolic 
rate  before  the  preoperative  administra- 
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Chart  12  (Case  12).  Intense  operative  responses 
during  ligation  of  left  superior  thyroid  artery  under 
novocaine  anesthesia.  Acute  iodine  exacerbation  as  a 
result  of  treatment  for  four  months  with  varying  amounts 
of  iodine.  Preoperative  basal  metabolic  rate  +25.3 
per  cent.  The  character  of  the  operative  responses  is 
not  related  to  the  type  of  anesthesia  employed. 


tion  of  iodine  was  +64  per  cent  and  after 
three  weeks  of  treatment  it  decreased  to 
+32  per  cent.  In  spite  of  the  satisfac- 
tory fall  of  the  metabolic  rate  and  the 
fairly  definite  remission  of  clinical  symp- 
toms thus  obtained,  the  sensitivity  of  the 
patient  was  not  correspondingly  di- 
minished, for  an  extremely  sharp  opera- 
tive reaction  occurred  during  right  hemi- 
thyroidectomy.  This  forewarned  the 
operator  and  accordingly  the  procedure 
was  restricted  to  a first- stage  hemi thy- 
roidectomy. The  postoperative  reaction 
was  brisk,  as  was  anticipated  from,  and  in 
keeping  with,  the  operative  reaction.  It 
is  accordingly  evident  that  the  fundamen- 
tal hypersensitivity  is  not  controlled  in 
all  cases  by  iodine  to  the  same  extent  as 
are  the  metabolism  and  many  of  the 
clinical  signs  and  symptoms.  In  other 
words,  an  unusual  sensitivity  may  per- 
sist even  when  the  clinical  manifestations 
and  the  metabolic  rate  seem  to  have  sat- 
isfactorily remitted  following  the  admin- 
istration of  iodine, 


Eight  days  after  the  first-stage  opera- 
tion a left  hemithyroidectomy  is  per- 
formed. As  a result  of  the  removal  of 
the  right  thyroid  lobe,  a prompt  diminu- 
tion of  sensitivity  follows  as  is  indicated 
by  the  decidedly  milder  operative  reac- 
tion that  occurred  during  the  second-stage 
hemithyroidectomy.  It  appears  from  the 
operative  response  that  had  a double 
lobectomy  been  performed,  a dangerous 
postoperative  crisis  might  have  been  pre- 
cipitated. 

Severe  operative  reactions  during 

LIGATION  OF  LEFT  SUPERIOR  THYROID 
ARTERY  UNDER  NOVOCAINE  ANESTHESIA  IN 
A PATIENT  WITH  EXOPHTHALMIC  GOITER 
AND  IN  ACUTE  “ IODINE  EXACERBATION”  AS 
A RESULT  OF  TREATMENT  WITH  VARYING 
AMOUNTS  OF  IODINE  FOR  FOUR  MONTHS. 

Case  12.  Chart  12. — Miss  E.  G.,  aged  13, 
was  first  seen  by  me  on  September  20,  1934,  when 
she  appeared  in  a state  of  acute  “postiodine 
exacerbation.”  Symptoms  of  hyperthyroidism 
began  about  seven  months  previously,  following 


1080 


EMIL  GOETSCH 


[N.  Y.  State  J.  M. 


a cold.  Four  months  later  enlargement  of  the 
thyroid  gland  and  exophthalmos  were  noted. 
She  was  seen  four  months  after  potassium  iodide, 
presumably  in  saturated  solution  and  in  doses  of 
one  to  twelve  minims  daily,  had  been  adminis- 
tered by  her  physician.  Progressively  acute 
hyperthyroidism  followed. 

Upon  examination  the  patient  appeared  ex- 
tremely nervous,  “fidgety.”  She  exhibited  jerky 
movements  of  the  shoulders  and  trunk  and  com- 
plained of  frequency  of  bowel  movements.  An 
unusually  large,  firm  thyroid  gland,  which 
showed  marked  vascular  signs,  was  found. 
Marked  pulse  and  thrill  were  felt  at  the  poles 
and  over  the  gland,  and  definite  bruits  were 
audible.  Exophthalmos  was  present.  The  pulse 
was  180  and  a marked  tremor  of  the  hand  was 
noted.  She  appeared  to  be  in  a state  of  acute 
severe  “iodine  exacerbation.”  Treatment  with 
Lugol’s  solution  in  doses  of  eight  minims  three 
times  daily  was  given  for  ten  days  without 
appreciable  improvement  in  her  general  condi- 
tion. The  basal  metabolic  rate  at  this  time  was 
+25.3  per  cent.  Because  of  the  failure  to  obtain 
any  clinical  remission,  primary  resection  of  the 
thyroid  gland  could  not  be  entertained.  Ac- 
cordingly, on  October  1,  1934,  after  ten  days  of 
treatment  with  iodine,  the  right  superior  thyroid 
artery  was  ligated  under  novocaine  supplemented 
with  nitrous-oxide  gas.  There  was  an  unusually 
sharp  operative  response  and  the  postoperative 
reaction  was  moderate.  Four  days  later,  on 
October  5,  1934,  ligation  of  the  left  superior 
thyroid  artery  was  done,  the  patient’s  condition 
having  remained  the  same. 

Ligation  of  the  left  superior  thyroid  ar- 
tery. Novocaine  anesthesia  supplemented 
with  nitrous-oxide  gas.  October  5,  1934. 

Operative  Reaction. — Chart  12  graphi- 
cally portrays  the  response.  The  sys- 
tolic pressure,  which  normally  was  128 
mm.  Hg.,  drops  slightly  to  118  as  she 
comes  to  the  operating  room,  recovers, 
and  advances  abruptly  to  152  mm.  Hg. 
from  the  time  of  the  infiltration  of  the 
skin  to  the  end  of  the  operation.  The 
diastolic  pressure,  which  at  the  beginning 
registers  70  mm.  Hg.,  falls  to  a level  of 
40,  then  rises  to  a peak  of  78  during  op- 
eration and  at  the  end  is  74  mm.  Hg. 

The  pulse  pressure,  which  augments  30 
mm.  Hg.  during  operation,  increases  pro- 
gressively from  58  at  the  beginning  to  80 
at  the  end. 


The  preoperative  pulse  is  105.  It  rises 
abruptly  as  a result  of  nervousness  and 
apprehension  to  186  and  following  the 
infiltration  of  the  skin  and  during  opera- 
tion advances  to  208,  after  which  it  de- 
clines to  160  at  the  end. 

The  respirations  increase  from  24  be- 
fore operation  to  35  during  the  procedure 
and  at  the  end  they  register  32. 

Postoperative  Reaction. — The  reaction 
during  the  first  forty-eight  hours  follow- 
ing the  ligation  was  definitely  active. 

The  highest  temperature  was  99.4  F. 
and  the  highest  pulse  rate  was  145. 

Several  illustrative  facts  are  brought 
out  by  this  case.  A young  girl  with  ex- 
ophthalmic goiter  had  an  exacerbation  of 
symptoms  while  under  treatment  with 
potassium  iodide  in  small  doses  over  a 
period  of  four  months.  Further  treat- 
ment for  ten  days  with  Lugol’s  solution 
failed  to  produce  any  appreciable  clinical 
remission,  though  the  basal  metabolic 
rate  was  only  +25.3  per  cent.  In  view 
of  the  evidently  severe  hyperthyroidism, 
hemithyroidectomy  is  considered  to  be 
too  extensive.  Accordingly,  preliminary 
ligation  of  the  superior  thyroid  arteries  is 
done  in  stages.  The  true  hypersensitivity 
of  the  patient,  in  the  phase  of  acute  iodine 
exacerbation,  is  revealed  in  the  extremely 
sharp  operative  reaction  to  the  ligation  of 
a single  artery  under  novocaine  anesthe- 
sia. The  operative  responses  are  no  less 
intense  under  local  anesthesia  than  when 
general  gas  anesthesia  is  employed.  Even 
though  the  operative  procedure  is  brief,  a 
moderately  active  postoperative  response 
follows.  The  preoperative  basal  meta- 
bolic rate  of  +25  per  cent  does  not  afford 
the  surgeon  a reliable  criterion  of  the 
operability  of  such  patients  under  the 
circumstances  described.  The  extremely 
sharp  reaction,  during  the  ligation  of  a 
single  artery,  indicates  further  that  an 
operation  of  greater  extent,  such  as  hemi- 
thyroidectomy,  might  readily  have  been 
followed  by  a dangerous  postoperative 
crisis.  Following  the  ligation  opera- 
tions, the  clinical  course  continued  to  be 
acute  and  necessitated  further  stage  pro- 
cedures. Right  hemithyroidectomy  was 
performed  nine  days  later  and  left  hemi- 
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thyroidectomy  was  done  after  the  lapse 
of  six  months.  A satisfactory  result  was 
finally  obtained.  It  seems  without  doubt 
that  multiple-stage  operations  were  thus 
made  necessary  by  the  acute  iodine  ex- 
acerbation which  was  caused  by  the  pro- 
longed administration  of  potassium  iodide 
and  which  could  not  be  controlled  by  the 
further  intensive  preoperative  treatment 
with  large  doses  of  Lugol’s  solution. 

Discussion  and  Summary 

The  operability  of  the  patient  with  hy- 
perthyroidism depends  upon  three  prin- 
cipal factors : The  hypersensitivity  to 
operative  procedures,  the  general  clinical 
status,  and  the  basal  metabolic  rate. 
This  hypersensitivity  expresses  itself  in 
the  varying  intensity  of  operative  re- 
sponses on  the  part  of  the  systolic  pres- 
sure, pulse  pressure,  pulse,  and  respira- 
tions. Many  other  physiologic  responses 
have  been  observed  in  previous  studies 
and  are  not  of  practical  significance  to  the 
surgeon  at  the  time  of  operation.  The 
operative  reactions  are  similar  to  those 
following  the  administration  of  adrenalin 
and  it  is  accordingly  believed  that  the 
hypersensitivity  is,  in  a very  large  meas- 
ure, an  expression  of  the  influence  of 
adrenal  activity  during  operation.  Thus, 
by  evaluating  the  operative  responses,  or 
in  other  words  the  influence  of  the  ad- 
renal factor,  the  sturgeon  is  enabled  to 
appreciate  the  degree  of  hypersensitivity 
present.  This  hypersensitivity  has  been 
shown  to  be,  in  a general  way,  propor- 
tional to  the  intensity  of  the  hyperthy- 
roidism present.  If  this  were  always  true, 
the  basal  metabolic  rate  would  be  an  in- 
fallible index  to  sensitivity  and  thus  to 
operability.  Unfortunately,  however,  the 
basal  rate  often  fails  to  guide  the  surgeon 
adequately. 

The  postoperative  reaction  is  very 
closely  proportional  to  the  intensity  of 
the  preceding  operative  response,  which 
in  turn  is  a visible  expression  of  the  sen- 
sitivity of  the  patient.  Accordingly,  by 
realizing  the  degree  of  hypersensitivity 
present,  the  surgeon  is  enabled  to  antici- 
pate or  foresee  the  intensity  of  the  post- 


operative response.  The  hypersensitivity, 
while  in  a general  way  proportional  to  the 
degree  of  hyperthyroidism  as  expressed 
by  the  basal  metabolic  rate,  has  been 
found  to  persist  in  a fair  number  of  in- 
stances in  which  both  the  clinical  status 
and  the  metabolic  rate  would  appear  to 
permit  a double  lobectomy  with  safety. 
However,  such  severe  reactions  may  be 
noted  early  during  the  operation,  that  the 
surgeon  is  influenced  to  adapt  the  proce- 
dure to  the  patient’s  evident  hypersensi- 
tivity and  to  restrict  the  extent  of  opera- 
tion. Thus  a dangerous  postoperative 
crisis  is  avoided. 

The  basal  metabolic  rate,  which  is  only 
one  factor  in  the  disease,  is  indicative  of 
the  degree  of  oxidation  present  at  any 
moment  and  does  not  indicate  the  opera- 
tive tolerance,  which  is  primarily  depend- 
ent upon  the  general  hypersensitivity. 
Thus,  it  has  been  found  that  a severe  re- 
action may  follow  thyroidectomy  on  a 
patient  in  whom  there  has  been  a good 
clinical  remission  following  preoperative 
treatment  with  iodine  and  in  whom  the 
basal  metabolic  rate  is  well  within  safe 
limits.  The  metabolic  rate  is  thus  not  an 
entirely  reliable  criterion  of  operability. 

The  common  misuse  of  iodine  in  the 
therapy  of  hyperthyroidism  has  intro- 
duced complications  in  the  determination 
of  operability.  After  prolonged  treat- 
ment of  the  hyperthyroid  patient  with 
iodine,  the  true  operability  may  be  ob- 
scured. In  occasional  instances  of  this 
kind  it  has  been  found  that  the  metabolic 
rate  may  appear  reasonably  low;  how- 
ever bilateral  thyroidectomy  may  pre- 
cipitate a severe  postoperative  reaction, 
which  could  have  been  avoided  by  a stage 
procedure  if  the  operator  had  had  a proper 
appreciation  of  the  true  hypersensitivity. 
While  the  factor  of  hyperthyroidism  may 
be  reasonably  controlled,  the  fundamental 
hypersensitivity  may  not  necessarily  be. 
When  iodine  in  minimal  doses  is  given 
over  prolonged  periods,  when  it  has  been 
administered  in  varying  amounts,  or 
when  treatment  with  iodine  has  been  fre- 
quently interrupted,  a so-called  “iodine  ex- 
acerbation” commonly  results.  Further 
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treatment  with  iodine  is  not  followed  by 
clinical  remission,  and  the  hyperthyroid- 
ism, as  indicated  by  the  basal  metabolic 
rate,  may  appear  to  be  reduced.  These 
patients  not  uncommonly  react  badly  to 
operation.  They  exhibit  an  augmented 
hypersensitivity  that  indicates  their  lack 
of  tolerance  to  the  commonly  employed 
operative  procedures.  The  misuse  of 
iodine  in  the  treatment  of  toxic  goiter  has 
accordingly  necessitated  the  more  fre- 
quent use  of  stage  operations. 

The  indices  of  unusual  hypersensi-. 
tivity  are  an  early  psychic  rise  of  blood 
pressure,  pulse,  and  respirations  when  the 
patient  comes  to  the  operating  room. 
This  is  followed  by  a further  sharp  and 
continuous  increase  to  unusual  heights  of 
systolic  and  pulse  pressures,  pulse,  and 
respirations  after  anesthesia  is  estab- 
lished and  the  incision  has  been  made. 
Further  characteristics  of  such  hyper- 
sensitivity are  a sustained  high  level  of  the 
responses  beyond  the  first  fifteen  to 
twenty  minutes  of  the  operation.  Par- 
ticularly important  here  is  a markedly 
increased  and  sustained  pulse  pressure. 
Such  manifestations,  which  are  commonly 
followed  by  intense  postoperative  reac- 
tions, are  warnings  to  the  surgeon  who 
should  then  restrict  operation  to  a stage 
procedure.  Of  these  responses,  the  rises 
in  blood  pressure  and  pulse  pressure  are 
more  significant  than  the  increase  in  the 
pulse  rate.  They  are  incidentally  charac- 
teristic expressions  of  the  response  of  the 
hyperthyroid  patient  to  adrenalin.  In 
the  average  moderately  toxic  case  of  ex- 
ophthalmic goiter,  uncomplicated  by  other 
than  the  preoperative  treatment  with 
iodine  and  with  a good  preoperative  clini- 
cal remission,  these  responses  are  mod- 
erate and  are  followed  by  only  moderate 
postoperative  responses  and  a comfort- 
able convalescent  period. 

Severe  postoperative  reactions  and  even 
crises,  practically  without  exception,  have 
been  proportional  and  subsequent  to 
sharp  operative  responses.  In  other 
words,  given  a moderate  response  the 
surgeon  may  proceed  with  a double 
lobectomy  without  fear  of  a dangerous 


postoperative  crisis.  When  the  early 
operative  response  is  intense,  he  is  ac- 
cordingly warned.  Postoperative  crisis  is 
a continuation  and  intensification  of 
phenomena  precipitated  during  operation 
and  is  thus  in  the  nature  of  a magnified 
operative  response.  Both  the  operative 
response  and  postoperative  crisis  appear 
to  be  produced  by  the  same  stimuli. 

The  operative  reactions  are  not  greatly 
influenced  by  the  different  forms  of  anes- 
thesia. Nitrous  oxide,  cyclopropane, 
light  ether,  avertin,  and  novocaine  have 
been  used.  With  rectal  (basal)  avertin 
there  is  an  early  fall  of  blood  pressure 
and  pulse  but  the  period  of  depression  is 
much  shorter  in  the  hyperthyroid  than 
in  the  nonthyroid  patient,  and  the  stimu- 
lating influences  of  the  operation  on  the 
blood  pressure  and  pulse  make  themselves 
felt  very  soon.  When  local  anesthesia 
is  employed,  the  operative  responses  seem 
to  be  augmented  over  those  seen  when 
general  anesthesia  has  been  given.  This 
is  doubtless  due  to  the  factor  of  psychic 
stimulation  and  to  emotional  factors. 

Clinical  data  and  the  basal  metabolic 
rate  are  naturally  very  valuable  criteria 
of  operability.  They  are,  however,  not 
entirely  infallible.  Proper  evaluation  of 
the  patient’s  hypersensitivity  based  on 
data  gathered  during  the  course  of  opera- 
tion is  a most  valuable  additional  criterion 
of  operability.  Furthermore,  a proper 
appreciation  of  this  hypersensitivity  is  of 
great  help  to  the  surgeon  in  avoiding  dis- 
tressing and  even  dangerous  postoperative 
manifestations.  The  occasional  fatal 
postoperative  crisis  may  thus  be  virtually 
eliminated. 

Conclusions 

1.  The  operability  of  the  patient  with 
hyperthyroidism  depends  primarily  upon 
the  characteristic  hypersensitivity  to 
operative  measures. 

2.  Certain  physiologic  responses  are 
produced  by  operation  in  toxic  goiter  and 
are  characterized  by  brisk  increases  in 
blood  pressure,  pulse  pressure,  pulse,  and 
respirations.  These  responses  are  re- 
markably similar  to  those  evoked  by 
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adrenalin  in  the  hyperthyroid  patient. 
The  intensity  of  these  responses  and  the 
period  for  which  they  are  sustained  serve 
as  an  index  of  the  hypersensitivity,  which 
cannot  in  all  cases  be  judged  from  the 
clinical  data  and  the  metabolic  rate  alone. 
The  present  studies  indicate  that  the 
dominant  factor  in  these  responses  is  one 
of  adrenal  activity. 

3.  The  postoperative  reactions  are 
remarkably  .proportional  to  the  intensity 
of  the  operative  responses,  which  reveal 
varying  degrees  of  hypersensitivity.  This 
increased  sensitivity  during  the  early  pe- 
riod of  operation  when  properly  inter- 
preted is  a more  reliable  criterion  of  the 
extent  to  which  operation  can  be  safely 
permitted  than  the  metabolic  rate  alone. 
The  surgeon  is  thus  enabled  to  anticipate 
the  intensity  of  the  postoperative  reaction 
and  to  avoid  crisis  by  resort  to  stage 
operations.  The  basal  metabolic  rate, 
per  se,  frequently  fails  to  reveal  the  true 
sensitivity  of  the  patient. 

4.  The  misuse  of  iodine  in  the  treat- 
ment of  toxic  goiter  frequently  com- 
plicates the  surgical  treatment  of  hy- 
perthyroidism by  masking  the  fundamen- 
tal hypersensitivity  of  the  patient.  A 
correct  estimate  of  operability  is  there- 
fore difficult  to  make. 
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Discussion 

Dr.  Martin  B.  Tinker,  Jr.,  Ithaca,  New  York — 
At  the  outset  of  this  discussion,  may  I take  occa- 
sion to  felicitate  Dr.  Goetsch  on  his  timely  and 
interesting  presentation  of  an  important  propo- 
sition. Preliminary  iodinization  has  minimized 
the  number  and  severity  of  reactions  following 
thyroidectomy,  but  it  has  failed  to  eliminate 
them,  which  gives  importance  to  the  paper  we 
have  just  heard. 


Dr.  Tinker,  Sr.,  and  I are  in  hearty  accord  with 
Dr.  Goetsch  in  regard  to  the  emphasis  which  he 
places  upon  the  behavior  of  the  patient  dining 
the  operation  as  a criterion  of  the  degree  of 
postoperative  storm.  It  is,  however,  not  in- 
fallible and  in  no  way  excuses  thorough  pre- 
operative investigation  and  study.  We  have 
observed  that  a close  watch  during  operation  is 
likely  to  be  unreliable  in  patients  previously 
treated  with  therapeutic  x-ray,  recurrent  cases 
mostly  from  inexperienced  operators,  as  well  as 
in  those  who  are  “iodine  fast.” 

Our  observation  coincides  with  that  of  Lahey, 
who  uses  stage  operations  in  desperate  risk  cases, 
which  constitute  one-third  of  his  series.  We 
expand  indications  for  this  method  to  include 
those  presenting  other  doubtful  or  critical  pic- 
tures: goiters  of  excessive  size,  especially  when 
associated  with  signs  suggesting  the  presence  of 
exophthalmic  areas  within  the  gland,  and  pa- 
tients with  crippled  hearts  (auricular  fibrillation, 
myocardial  fibrosis  as  shown  by  E.  K.  G., 
coronary  sclerosis,  or  spasm,  etc.)  we  place  in 
this  category,  as  likewise  cases  of  advanced  age 
(70  years  plus).  The  factor  of  safety  is  greatly 
increased  if  these  are  done  in  stages. 

Dr.  Tinker,  Sr.,  first  suggested  that  thyroidec- 
tomy could  be  done  in  stages  and  presented  the 
idea  in  a paper  before  the  American  Medical 
Association  in  Los  Angeles  about  1912.  Dr. 
Lahey  of  Boston  credits  Dr.  Tinker,  Sr.,  with 
this  contribution  and  emphasizes  its  importance. 
It  has  not  been  adopted  in  the  form  originally 
proposed,  however.  At  any  time  when  the  con- 
dition of  the  patient  seems  poor,  we  stop  at  once, 
and  place  a pack  of  gauze  wrung  out  in  1:1,000 
acriflavine  under  the  flaps  and  suture  the  flaps 
over  it  with  four  or  five  doubled  and  interrupted 
stitches  of  fine  black  silk,  pulling  portions  of  the 
gauze  out  through  the  interstices  between  the 
stitches.  The  advantages  are  that  this  arrests 
oozing  or  moderate  hemorrhage,  allows  for  free 
drainage,  which  seems  to  reduce  toxicity,  and 
for  getting  out  promptly.  From  five  to  seven 
days  later,  when  the  febrile  reaction  has  sub- 
sided, we  open  the  neck  again.  If  the  reaction 
has  not  been  too  severe,  we  remove  the  second 
side.  Otherwise  we  merely  close.  The  skin 
edges  and  granulations  on  the  flaps  are  trimmed 
off  prior  to  closure.  We  have  had  no  severe  and 
only  occasionally  mild  infection  following  this 
procedure.  The  skin  scar  is  usually  surprisingly 
creditable. 


Blood  tests  of  78,388  undergraduates  in  more  of  every  1,000  are  infected  with  syphilis,  accord- 
than  500  American  colleges  indicate  that  2 out  ing  to  the  American  Social  Hygiene  Association. 
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The  diphtheria  bacillus  as  a rule 
is  assumed  to  be  a bacillus  whose 
normal  habitat  is  the  nasopharynx  and  its 
immediate  vicinity,  but  the  report  of  the 
following  case  and  a search  of  the  litera- 
ture shows  that,  although  very  rarely,  it 
does  infect  the  lungs  and  pleura.  These 
are  cases  of  frank  empyema  due  to  diph- 
theria bacillus  and  are  not  to  be  confused 
with  the  pleurisies,  dry  and  serofibrinous 
reported  with  and  after  diphtheria.  The 
latter,  in  great  part,  when  proved  by 
puncture  are  “almost  always  due  to 
streptococcus  . ” 7 

Only  6 cases  of  diphtheritic  empyema 
are  reported  in  the  medical  literature. 
The  first  case  was  reported  by  Savy  and 
Rendu1  in  1912.  This  case  was  a boy  of 
5 years  with  typical  diphtheritic  mem- 
brane covering  the  uvula,  tonsils,  and 
pharynx.  Culture  was  positive  for  diph- 
theria and  antitoxin  was  given.  Autopsy 
revealed  an  effusion  on  the  right  with  a 
loculated  empyema  between  the  upper 
and  middle  lobe.  Cultures  showed  the 
effusion  to  be  due  to  diphtheria  bacillus 
with  staphylococci  and  streptococci  in 
lesser  amounts. 

The  second  case  was  that  of  Gold- 
schmidt2 in  1920.  His  patient,  a girl  of 
3 years,  had  a suppurating  discharge 
from  the  nose,  strongly  suggestive,  but 
true  diphtheria  bacilli  could  not  be  demon- 
strated. Two  thousand  units  of  antitoxin 
were  given.  The  patient  developed  a 
consolidation  of  the  left  lower  lobe  and 
two  weeks  later  an  empyema  developed 
that  was  positive  for  Loeffler’s  bacillus. 
Death  occurred  within  thirty-six  hours. 
A bacteriologic  study  of  the  pus  showed 
streptococci  and  a diphtheria-like  bacillus 
that  was  definitely  identified  as  diphtheria 
bacillus  culturally. 

Lyter3  reported  the  third  case  in  1925, 
and  the  first  and  only  case  to  be  reported 
in  American  literature  to  date.  His  case 
was  a young  girl  of  16  years.  Her  initial 


symptoms  were  cough,  expectoration  of 
mucopurulent  sputum,  chills,  and  fever. 
Two  days  later  she  had  a marked  laryn- 
geal soreness  with  hoarseness.  Eleven 
days  later  she  had  a sudden,  severe,  in- 
spiratory pain  in  the  right  axilla.  The 
sputum  was  sanguinopurulent  and  con- 
tained numerous  diphtheria  bacilli.  This 
was  confirmed  by  smear  and  growth  on 
Loeffler’s  medium.  The  right  pleural 
cavity  was  aspirated  and  greenish  white 
pus  was  evacuated  which  proved  to  be 
diphtheritic  by  stain,  guinea  pig,  and 
Loeffler’s  medium.  The  patient  was 
given  20,000  units  of  antitoxin.  Recovery 
followed  in  due  course  after  thoracotomy. 

The  fourth  case  as  reported  by  Irrmann 
and  Schmidt4  was  that  of  a 51 -year-old 
female  who  was  admitted  to  the  hospital 
for  thoracotomy.  Her  husband  had  pul- 
monary tuberculosis.  Pus  was  obtained 
on  puncture  from  the  right  chest.  The 
pus  was  very  fetid,  and  examination 
showed  diphtheria  bacilli,  as  did  the 
smear  from  the  throat.  Wicks  were 
placed  within  the  empyema  cavity  and 
saturated  with  antitoxin.  The  suppura- 
tion gradually  ceased.  Four  months  later 
a laparotomy  was  done  and  the  surface 
of  the  intestine  was  covered  with  tuber- 
cles. This  is  a rare  association  of  tubercu- 
losis and  diphtheria. 

Vahala  and  Stolzova-Sutorisova5  re- 
ported the  fifth  case.  This  case  resembles 
the  author’s  very  closely.  The  patient, 
a man  of  33  years,  had  a bronchopneu- 
monia, followed  by  an  empyema  of  the 
left  thoracic  cage.  The  bacterial  examina- 
tion at  that  time  showed  the  presence  of 
a mixed  infection  with  enterococcus  and 
pneumococcus. 

The  patient  remained  afebrile  and  was 
recovering.  Two  weeks  after  operation 
the  wound  became  edematous  and  hard, 
and  the  surrounding  parts  of  the  wound 
became  necrotic,  were  liquefied,  and  gave 
a very  fetid  odor.  The  secretion  from  the 
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surrounding  parts  and  the  pleural  cavity 
was  examined  and  diphtheria  bacillus 
was  found.  Antitoxin  was  given  without 
avail.  Necropsy  showed  an  involvement 
of  the  pleura,  mediastinum,  and  pericar- 
dium from  which  diphtheria  bacilli  were 
obtained.  The  tonsils  had  been  removed 
and  neither  the  throat,  pharynx,  nor 
larynx  showed  any  inflammatory  change. 

In  1932,  Desmeules6  reported  the  sixth 
case,  that  of  a boy  5 years  old,  admitted 
to  the  hospital  with  a thoracic  fistula  on 
the  right  side.  The  fistula  healed  only 
to  have  an  abscess  reform  one  month 
later  with  a return  of  the  fistula.  A 
diagnosis  of  tuberculosis  was  made, 
though  tubercle  bacilli  could  not  be  found 
in  the  pus.  However,  the  smear  did  show 
a streptococcus  and  a gram-positive 
bacillus  that  proved  to  be  diphtheria.  A 
guinea  pig  was  inoculated  and  died  in 
thirty-two  hours,  and  the  usual  lesions  of 
diphtheria  were  found.  Smear  of  the 
throat  was  positive  for  diphtheria  bacilli. 
Anti  diphtheria  serum  was  injected  into 
the  pleural  cavity. 

The  seventh  case  is  the  one  reported  in 
this  paper. 

C.  R.,  a white  male  aged  40,  was  admitted  to 
South  Nassau  Communities  Hospital  October  23, 
1935,  with  a perforated  gastric  ulcer.  He  was 
operated  upon  soon  after  admission  by  the  late 
Dr.  Holcomb.  The  perforation  was  closed  and 
a drain  inserted.  The  temperature  rose  to  103 
F.,  but  returned  to  normal  within  three  days. 

The  temperature  continued  a spiking  course 
and  the  patient  complained  of  a cough.  The 
white  blood  count  on  admission  was  3,450,  with 
80  per  cent  neutrophiles,  14  per  cent  large 
lymphocytes,  5 per  cent  monocytes,  and  1 per 
cent  basophiles.  Successive  urine  examinations 
were  negative. 

One  week  later,  x-ray  showed  a small  effusion 
at  the  right  base.  Several  days  were  allowed  to 
follow  the  course  of  the  effusion,  but  as  it  con- 
tinued to  form,  aspiration  was  done  November 
6,  1935.  The  fluid  showed  gram-positive  cocci, 
and  a few  gram-positive  diplococci.  This  was 
not  elaborated  upon.  The  culture  showed 
staphylococci  and  streptococci. 

Rib  resection  was  done  December  23,  and  a 


transfusion  of  300  cc.  whole  blood  followed. 
The  emission  from  the  thoracotomy  wound  con- 
tinued to  slough  and  enlarge. 

Seen  on  January  6, 1936,  a large  opening  within 
the  chest  showed  the  lung  and  pleura  shrunken 
within  the  cavity.  The  entire  pleural  cavity  was 
covered  with  a thick,  dirty  gray  membrane.  The 
edges  of  the  incision  were  red  and  edematous. 
The  stench  from  the  discharge  was  extremely 
foul.  Smears  taken  from  the  discharge  and  mem- 
brane were  positive  on  smear  and  culture  for 
Loeffler’s  bacillus.  Cultures  were  taken  to  two 
laboratories  for  a check;  both  were  positive  for 
diphtheria.  A virulence  test  was  not  done. 

Questioning  of  the  patient  revealed  that  he 
had  had  diphtheria  as  a youth.  The  patient 
expired  January  18,  1936. 

The  age  incidence  of  diphtheria  of  the 
pleura  varies  from  3 to  51  years.  No 
predilection  for  either  sex  is  shown.  All 
cases  but  1 were  diagnosed  before  death 
but  no  form  of  treatment  seems  to  pre- 
vail; only  2 of  the  cases  survived.  Anti- 
toxin was  used  in  various  forms  in  all  but 
2 cases.  In  1 of  the  recovered  cases, 
wicks  saturated  with  antitoxin  were 
placed  in  the  empyema  cavity.  In  the 
other,  antitoxin  was  used  and  the  chest 
drained. 

In  all  the  cases  the  pleurisies  are  latent 
and  probably  the  diphtheria  bacillus  is  a 
secondary  invader.  With  the  exception 
of  the  2 recovered  cases,  the  diphtheria 
infection  was  associated  with  streptococci 
of  some  type. 

The  author  wishes  to  express  his  thanks 
to  Dr.  R.  H.  Dixon,  Miss  Julia  Hewitt, 
of  the  Nassau  Hospital  Laboratory,  and 
to  Mr.  Albert  Gans,  of  the  South  Nassau 
Communities  Hospital  Laboratory. 
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THE  CLINICAL  SIGNIFICANCE  OF  PRERENAL  AZOTEMIA  IN 
DIGESTIVE  TRACT  DISEASE 

Henry  A.  Rafsky,M.D.,  F.A.C.P.,  and  MichaelWeingarten,M.D.,  New  York  City 
{From  the  Lenox  Hill  and  Beth  Israel  Hospitals,  New  York  City ) 


Evidence  of  kidney  dysfunction,  char- 
acterized by  the  presence  of  nitrogen 
retention,  with  or  without  a diminution 
in  the  urinary  output,  is  not  infrequently 
encountered  in  various  diseases.  In  many 
of  these  patients  the  impairment  of  the 
renal  function  cannot  be  explained  on  the 
basis  of  intrinsic  kidney  damage.  This 
form  of  nitrogen  retention,  which  has  been 
ascribed  to  causes  affecting  the  circula- 
tion or  composition  of  the  blood  before  it 
reaches  the  kidneys,  has  been  termed 
prerenal  azotemia.1 

In  this  paper  we  are  primarily  con- 
cerned with  the  presence  of  prerenal 
azotemia  in  diseases  of  the  digestive  tract. 
Although  this  renal  aspect  is  encountered 
with  comparative  frequency  in  these 
affections,  its  clinical  importance  has  not 
been  sufficiently  emphasized. 

In  1913,  Tileston  and  Comfort2  noted 
the  presence  of  an  increased  nonprotein 
nitrogen  of  the  blood  in  intestinal  ob- 
struction. Fishberg,3  as  well  as  Wohl  and 
Brust,4  emphasized  the  importance  of 
differentiating  primary  and  secondary 
azotemia.  Heyd5  reported  cases  of  “liver 
death,”  accompanied  by  an  increase  in 
the  nonprotein  nitrogen,  after  cholecys- 
tectomy. Wakefield,  Mayo,  and  Bargen6 
described  an  enterorenal  syndrome  in  10 
patients  with  intestinal  symptoms  and 
elevated  blood  urea.  Christiansen7  found 
hyperazotemia  in  intraintestinal  hemor- 
rhages, and  Clausen8  reported  the  pres- 
ence of  marked  nitrogen  retention  in 
cases  of  gross  gastric  hemorrhage. 

The  explanation  for  the  development  of 
prerenal  azotemia  is  problematic.  In 
patients  with  peptic  ulcer  who  develop 
alkalosis  as  a result  of  excessive  alkali 
therapy,  kidney  impairment  is  often 
thought  to  be  due  to  the  alkalosis.  In 
patients  with  pyloric  obstruction,  evi- 


dence of  renal  dysfunction  has  been  ex- 
plained by  the  loss  of  chlorides  from  the 
gastric  contents,  as  a result  of  the  vomit- 
ing, producing  a hypochloremia.  In 
gastrointestinal  hemorrhages,  the  nitro- 
gen retention  has  been  ascribed  to  dehy- 
dration and  increased  protein  absorption. 
Low  arterial  pressure,  decreased  renal 
flow,  and  increased  protein  destruction 
have  also  been  advanced  as  causes  for 
the  development  of  prerenal  azotemia  in 
abdominal  diseases.  While  no  doubt  the 
above  mentioned  factors  do  play  im- 
portant roles  in  producing  prerenal  azo- 
temia in  some  patients,  still  their  ab- 
sence in  many  others  makes  it  ques- 
tionable whether  the  impairment  of  renal 
function  can  be  explained  solely  on  this 
basis. 

While  the  pathogenesis  of  prerenal  azo- 
temia may  still  be  problematic,  certain 
factors  are  definitely  known,  namely,  the 
dangers  of  prerenal  azotemia,  the  im- 
portance of  its  recognition,  and  the 
therapeutic  indications  for  its  possible 
prevention  and  treatment.  It  is  to  em- 
phasize these  facts  that  we  offer  this 
presentation. 

Clinical  Study 

This  study  is  based  on  a series  of  43 
patients  suffering  from  digestive  tract 
disease,  who  at  some  time  during  the 
clinical  course  showed  evidence  of  nitro- 
gen retention.  The  latter  was  determined 
by  the  estimation  of  the  nonprotein  nitro- 
gen or  urea  nitrogen  of  the  blood.  The 
normal  values  of  the  former  were  regarded 
as  between  25  to  40  mg.  and  the  latter  as 
between  12  to  15  mg.  in  100  cc.  of  blood. 
In  some  of  the  patients  there  was  no 
disturbance  of  the  urinary  output,  while 
in  others  a diminution  of  varying  degrees 
was  observed,  and  at  times  even  an  anuria 
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was  present.  The  specific  gravity  of  the 
urine  was  high,  as  a rule,  becoming  lower 
as  the  nitrogen  levels  fell.  Albuminuria 
and  casts  were  not  always  present. 
Twenty-nine  of  the  patients  were  males 
and  14  were  females.  The  ages  ranged 
from  21  to  67  years.  Twelve  of  the  pa- 
tients suffered  from  gross  hemorrhages 
due  to  a duodenal  or  gastric  ulcer,  9 had 
pyloric  obstruction  resulting  from  a duo- 
denal ulcer,  2 had  cholelithiasis,  5 suffered 
from  severe  enterocolitis,  3 had  cancer 
of  the  stomach,  7 had  intestinal  tumors, 
1 had  atrophic  gastritis  and  avitaminosis, 
3 had  hypertrophic  gastritis  with  hyper- 
chlorhydria,  and  1 had  a subacute  pan- 
creatitis. 

In  patients  with  gross  gastric  hemor- 
rhages due  to  a peptic  ulcer,  the  non- 
protein nitrogen  varied  from  41  to  71  mg. 
per  100  cc.  of  blood.  The  hemoglobin 
of  the  patients,  upon  admission  to  the 
hospital,  ranged  from  38  per  cent  (5.5 
Gm.)  to  71  per  cent  (10.3  Gm.).  The 
nitrogen  retention  did  not  seem  to  bear 
any  relationship  to  the  degree  of  anemia. 
As,  for  example,  patient  I.  B.,  with  a 
hemoglobin  of  38  per  cent  (5.5  Gm.),  who 
had  a nonprotein  nitrogen  of  48  mg., 
while  patient  M.  H.,  who  succumbed  to 
a severe  gastric  hemorrhage,  had  a hemo- 
globin of  46  per  cent  (6.7  Gm.),  and  a 
nonprotein  nitrogen  of  71  mg.  Recently, 
a patient  with  a severe  bleeding  ulcer  was 
seen  who  had  a hemoglobin  of  47  per  cent 
(6.8  Gm.),  and  a nonprotein  nitrogen  of 
28  mg.  The  urine  was  negative  in  each 
case.  A persistently  high  nitrogen  in 
patients  with  gross  gastric  hemorrhages 
indicated  a bad  prognosis,  even  though 
they  seemed  to  be  improving  clinically. 

In  patients  with  pyloric  obstruction  due 
to  a peptic  ulcer,  the  blood  nonprotein 
nitrogen  varied  from  42  to  80  mg.  and 
the  blood  urea  from  18  to  25  mg.  in  100 
cc.  of  blood.  As  a rule,  a hypochloremia 
was  present.  The  degree  of  kidney  dys- 
function seemed  to  bear  a definite  rela- 
tionship to  the  amount  of  gastric  reten- 
tion, which  was  revealed  by  the  roent- 
genographic  examination.  As,  for  ex- 
ample, patient  H.  A.,  suffering  from  a 


prepyloric  ulcer,  who  upon  his  first  ad- 
mission to  the  hospital  had  only  a slight 
gastric  retention,  at  which  time  the  non- 
protein nitrogen  was  42  mg.  One  year 
later  the  patient  returned  with  a recur- 
rence of  his  symptoms;  the  x-ray  exami- 
nation showed  a large  gastric  residue. 
This  time  the  nonprotein  nitrogen  had 
increased  to  80  mg. 

Nine  of  the  patients  in  this  series  suc- 
cumbed from  two  to  eight  days  after 
operation.  The  nitrogen  levels  in  these 
patients  varied  from  a blood  urea  of  23.8 
to  142  mg.  in  100  cc.  of  blood.  Five  of 
the  patients  (3  with  a duodenal  ulcer  in 
whom  subtotal  gastrectomy  was  per- 
formed and  2 with  cholelithiasis,  in  whom 
cholecystectomy  was  done)  presented 
after  operation  a clinical  picture  simulat- 
ing that  described  as  “liver  shock.” 
These  patients,  postoperatively,  de- 
veloped a rapid  pulse,  high  temperature, 
cyanosis,  diminished  urinary  output,  and 
increasing  blood  nitrogen  levels.  The 
urine  showed  a trace  of  albumin  and  a 
few  casts.  The  most  pronounced  case  of 
nitrogen  retention  that  was  seen  in  any 
of  the  patients  who  succumbed  after 
operation  was  observed  in  a Mrs.  E.  B., 
with  cholelithiasis,  on  whom  a compara- 
tively simple  cholecystectomy  had  been 
performed.  Her  urea  nitrogen  was  142 
mg.  two  days  after  the  operation.  In 
these  fatal  surgical  cases  the  preoperative 
evidence  of  kidney  dysfunction  was  com- 
paratively slight,  when  present  at  all. 

Evidence  of  marked  dehydration,  with 
comparatively  slightly  increased  blood 
urea  or  nonprotein  nitrogen,  was  ob- 
served at  times  in  patients  who  were  to  be 
operated  upon.  As,  for  example,  patient 
M.  W.,  suffering  from  a duodenal  ulcer, 
who  had  a hemoglobin  of  136  per  cent 
(19.6  Gm.).  His  urea  nitrogen  was  22.5 
mg.  After  he  received  5,000  cc.  of  fluid 
daily  for  three  days,  his  hemoglobin 
dropped  to  92  per  cent  (13.5  Gm.).  He 
was  then  operated  upon  and  a gastro- 
enterostomy was  performed.  His  urea 
nitrogen  eventually  went  to  12.5  mg. 

In  patients  who  developed  a post- 
operative prerenal  azotemia  and  who  re- 
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covered,  the  nitrogen  retention  levels  re- 
turned to  normal  comparatively  slowly, 
notwithstanding  the  fact  that  the  proper 
measures  were  employed  to  combat  the 
renal  dysfunction.  Even  when  the  nitro- 
gen retention  was  not  very  pronounced,  it 
sometimes  took  as  long  as  fourteen  to 
eighteen  days  before  a normal  blood  urea 
or  nonprotein  nitrogen  was  again  present. 

In  patients  with  severe  enterocolitis, 
an  elevation  in  the  nonprotein  nitrogen 
levels  was  also  observed.  In  1 of  the 
patients,  a Mr.  J.  L.,  45  years  old,  the 
nonprotein  nitrogen  of  the  blood  was 
120  mg.  upon  his  admission  to  the  hos- 
pital. The  blood  chlorides  were  450  mg. 
The  specific  gravity  of  the  mine  was 
1,020 ; a heavy  trace  of  albumin  and  a few 
granular  casts  were  present.  The  blood 
count  was : hemoglobin  108  per  cent  (15.7 
Gm.),  red  blood  cells  4,960,000;  white 
blood  cells  6,650;  polys  81  per  cent;  and 
mononuclears  19  per  cent.  As  soon  as 
the  diarrhea  stopped,  the  water  balance 
was  restored,  the  nutritional  disturbance 
was  overcome,  and  the  nonprotein  nitro- 
gen of  the  blood  fell  to  27  mg.  The 
specific  gravity  of  the  mine  went  to  1,009; 
the  albumin  and  casts  disappeared. 

The  patients  with  obstructive  tumors 
of  the  gastrointestinal  tract  and  increased 
blood  mea  or  nonprotein  nitrogen  did  not 
show  any  unusual  featmes.  The  follow- 
ing cases,  however,  did  present  interesting 
clinical  data: 

Case  Reports 

Case  1. — Mr.  L.  N.f  a 41-year-old-male, 
entered  the  hospital  complaining  of  pain  in  the 
epigastrium  and  the  right  lower  quadrant  which 
had  been  present  at  periodic  intervals  for  the 
past  fourteen  years.  In  1923,  a Polya-Mayo 
resection  had  been  performed  at  another  hos- 
pital for  a prepyloric  ulcer.  Since  that  time 
the  patient  had  had  periodic  attacks  of  his  ulcer 
symptoms,  but  repeated  x-ray  examinations 
revealed  only  a hypertrophic  gastritis  that  was 
confirmed  by  gastroscopy.  Upon  the  patient's 
present  admission,  the  physical  examination  was 
negative.  His  gastric  analysis  showed  a hy- 
perchlorhydria  with  hydrochloric  acid  going  to 
75  units  and  the  total  acidity  to  95  units;  benzi- 
dine reaction  was  slightly  positive  for  blood. 
The  feces  were  negative  for  blood.  The  non- 


protein nitrogen,  upon  admission,  was  52  mg. 
and  the  blood  chlorides  were  512  mg.  The 
specific  gravity  of  the  urine  was  1,020;  few  casts 
were  present.  The  blood  count  was : hemoglobin 
82  per  cent  (11.9  Gm.),  red  blood  cells  4,800,000; 
white  blood  cells  12,100;  polys  80  per  cent; 
lymphocytes  18  per  cent;  and  eosinophiles  2 per 
cent.  The  patient  was  treated  by  alkali  medica- 
tion but  was  not  relieved  until  he  received  daily 
gastric  lavages  with  a one-to-three  hydrogen 
peroxide  solution.  The  nonprotein  nitrogen  then 
gradually  fell  until  on  the  day  of  his  discharge  it 
reached  a level  of  40  mg. 

Case  2. — M.  C.,  a 27-year-old  white  female 
was  admitted  to  the  hospital  on  January  2, 
1938.  She  gave  a history  that  she  had  not  been 
eating  well  for  the  past  year.  The  patient 
seldom  felt  hungry  and  often  skipped  meals. 
She  had  periodic  attacks  of  nausea  and  vomiting 
during  that  time.  Five  days  prior  to  admission 
she  began  to  complain  of  a sore  throat,  difficulty 
in  swallowing,  and  vomiting. 

An  attempt  to  swallow  liquids  or  food  was  fol- 
lowed by  vomiting  of  large  amounts  of  greenish 
material.  The  vomiting  stopped  the  day  the  pa- 
tient was  admitted.  A history  was  obtained 
that  the  patient  frequently  indulged  in  alcoholic 
excesses.  Physical  examination  revealed  a well- 
developed  and  well-nourished  female  who 
looked  acutely  ill.  The  temperature  was  nor- 
mal. The  tongue  was  quite  red.  The  throat 
was  also  red  and  parts  of  it  were  covered  by  a 
membranous  material.  The  skin  of  the  hands 
were  rough  and  scaly,  presenting  the  picture  of  a 
brownish  scaly  dermatitis  that  was  pellagra-like 
in  appearance.  The  clinical  impression  was 
that  the  patient  was  suffering  from  an  atrophic 
gastritis  and  avitaminosis.  The  blood  count 
was:  hemoglobin  104  per  cent  (15.8  Gm.),  red 
blood  cells  5,790,000;  polys  90  per  cent  with 
3 1 immatures ; and  lymphocytes  10  per  cent.  The 
blood  chemistry  on  January  4,  1938,  was:  urea 
nitrogen  90.9  mg.;  creatinine  3.1  mg.;  uric  acid 
7.3  mg.;  blood  sugar  124  mg.;  and  the  carbon 
dioxide  combining  power  of  the  blood  plasma  was 
56.7  per  cent  by  volume.  The  urine  showed  a 
specific  gravity  of  1,020;  a trace  of  albumin  and 
an  occasional  cast  were  present.  The  blood 
chlorides,  examined  three  days  later,  were  445 
mg.  The  patient  was  treated  by  the  use  of 
synthetic  vitamin  Bi  (thiamin  chloride),  liver 
extract,  saline  administered  parenterally,  and  a 
high  vitamin  diet.  The  nitrogen  retention 
gradually  decreased  so  that  on  February  8,  1938, 
the  blood  chemistry  was:  urea  nitrogen  11.3 
mg.;  creatinine  0.5  mg.;  blood  sugar  82  mg. ; 
carbon  dioxide  combining  power  of  the  blood 
plasma  49  per  cent  by  volume;  and  the  blood 


June  1,  1939] 


PRERENAL  AZOTEMIA 


1089 


chlorides  478  mg.  The  blood  count  was : hemo- 
globin 94  per  cent  (13.7  Gm.),  red  blood  cells 
4,500,000;  white  blood  cells  11,400;  polys  82 
per  cent  with  3 per  cent  immatures ; lymphocytes 
18  per  cent.  The  specific  gravity  of  the  urine 
fell  to  1,012;  the  albumin  and  casts  disappeared. 

Case  3. — S.  K.,  a 60-year-old  male,  entered 
the  hospital  with  a history  that  for  six  days 
prior  to  admission  he  had  suffered  severe  gen- 
eralized cramps.  He  was  nauseated  and  vom- 
ited everything  he  ate.  He  had  had  no  bowel 
movement  during  the  past  six  days.  Enemas 
were  ineffectual.  A right  herniotomy  and  a 
hemorrhoidectomy  had  been  performed  ten 
years  ago.  Physical  examination  revealed  an 
elderly,  poorly  nourished,  asthenic,  and  slightly 
cyanotic  male  who  looked  acutely  ill.  A systolic 
murmur  was  heard  at  the  apex  and  it  was 
transmitted  to  the  axilla.  The  blood  pressure 
was  140/100.  The  abdomen  was  slightly  dis- 
tended, soft,  and  somewhat  tender  throughout. 
No  masses  were  felt.  The  liver  and  spleen 
were  not  palpable.  The  stool  was  clay  colored 
and  had  a foul  odor.  Laboratory  examination 
revealed  the  following:  the  nonprotein  nitrogen 
was  60  mg. ; carbon  dioxide  combining  power  of 
the  blood  plasma  57.5  per  cent  by  volume; 
cholesterol  115  mg.;  and  the  blood  diastase  16 
units.  The  blood  sugar  varied  between  93  to 
190  mg.,  rising  on  the  day  when  the  patient’s 
temperature  rose  and  falling  to  normal  levels  on 
the  days  when  the  temperature  dropped.  The 
icteric  index  was  9.1.  The  blood  count  was: 
hemoglobin  100  per  cent  (14.5  Gm.),  red  blood 
cells  4,610,000;  white  blood  cells  6,820;  polys 
71  per  cent;  lymphocytes  29  per  cent;  mono- 
nuclears 6 per  cent.  The  sedimentation  rate 
was  2 mm.  in  forty-five  minutes.  The  Wasser- 
mann  was  negative.  The  urine  showed  a specific 
gravity  varying  between  1,012  to  1,032;  glucose 
was  positive  at  times;  albumin  was  negative; 
faint  traces  of  acetone  were  present  and  an  occa- 
sional red  blood  cell  was  found.  The  urinary 
diastase  was  63  units.  The  stools  were  negative 
for  blood,  bile,  and  undigested  fat;  enzymes 
were  present.  A flat  plate  of  the  abdomen  was 
negative.  Loewi’s  test  was  positive.  The  clini- 
cal history — fluctuating  hyperglycemia,  fatty 
stools,  increased  urinary  diastase,  positive 
Loewi’s  sign,  and  the  temperature  suggested  the 
presence  of  a subacute  pancreatitis.  Since  the 
surgical  division  did  not  regard  the  patient  as  a 
good  surgical  risk,  he  was  treated  medically. 
The  stomach  and  duodenum  were  decompressed 
with  duodenal  intubation.  Saline  and  5 per  cent 
glucose  were  instilled  into  the  duodenum  and 
were  also  given  intravenously.  The  patient’s 
symptoms  disappeared  and  he  made  an  unevent- 


ful recovery.  The  nonprotein  nitrogen  dropped 
to  37  mg.  and  the  blood  sugar  remained  normal. 
The  urinary  diastase  fell  to  16  units.  Subse- 
quent roentgenographic  examination  of  the  gall- 
bladder and  gastrointestinal  tract  were  negative. 

Treatment 

The  treatment  of  prerenal  azotemia  in 
abdominal  diseases  consists  first,  in  the 
removal  of  the  cause,  and  second,  in  the 
use  of  measures  to  overcome  the  renal 
dysfunction.  In  patients  with  peptic 
ulcer  who  develop  azotemia  after  exces- 
sive alkali  therapy,  the  latter  must  be  dis- 
continued and  antacids  employed  that 
will  not  disturb  the  acid-base  equilibrium 
of  the  blood.  In  these  patients,  as  well  as 
those  with  pyloric  obstruction,  the  alkalo- 
sis with  its  resultant  hypochloremia  can 
be  combated  by  the  use  of  saline  ad- 
ministered parenterally.  Peters  and  Van 
Slyke9  are  of  the  opinion  that  while 
chloride  deficiency  and  consequent  alkalo- 
sis are  not  unimportant  effects  of  pyloric 
obstruction,  they  are  of  less  importance 
than  dehydration  and  base  deficit,  all  of 
which  can  be  overcome  by  sodium  chloride 
solution. 

In  patients  with  gastrointestinal  hemor- 
rhages or  profuse  diarrhea,  the  dehydra- 
tion was  treated  by  the  use  of  proctocly- 
sis, hypodermoclysis,  or  venoclysis  of 
saline  or  Ringer’s  solution  containing  5 
per  cent  glucose,  in  addition  to  what  was 
permitted  by  mouth.  Transfusions  were 
advised  when  the  hemoglobin  went  below 
50  per  cent  (7.25  Gm.).  The  nutritional 
disturbance  was  overcome  by  the  use  of  a 
liberal  protein  diet  and  the  administra- 
tion of  vitamins  by  mouth  or  parenterally. 
It  is  not  advisable  to  keep  patients  with 
bleeding  ulcers  on  too  restricted  a diet 
when  once  the  vomiting  has  stopped. 
This  limited  diet  further  weakens  the 
patient  and  does  not  tend  to  decrease  the 
blood  nitrogen  levels.  In  our  experience, 
duodenal  alimentation,  in  which  about 
seven  eggs,  sixty-four  ounces  of  milk, 
four  ounces  of  lactose,  one  or  two  liters  of 
water,  and  vitamins  B and  C were  given 
daily,  or  the  Meuelengracht  diet,  which 
was  employed  in  3 patients,  seemed 
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to  bring  about  a comparatively  quicker 
recovery  than  the  Sippy  dietetic  plan. 
The  liberal  protein  diet  did  not  increase 
the  nitrogen  levels  but  on  the  contrary 
seemed  to  decrease  them  comparatively 
more  rapidly  than  when  the  Sippy  regime 
was  used. 

In  patients  who  are  to  undergo  ab- 
dominal operations,  signs  and  symptoms 
of  dehydration  should  be  looked  for.  The 
renal  function  as  determined  by  the  non- 
protein nitrogen  or  urea  nitrogen  of  the 
blood  and  the  concentrating  power  of  the 
urine  should  be  ascertained  as  a routine 
procedure.  It  must  be  borne  in  mind, 
however,  that  a normal  blood  nonprotein 
or  urea  nitrogen  in  these  patients  does 
not  preclude  the  possibility  of  an  azotemia 
after  operation.  The  presence  of  an  ele- 
vated nonprotein  nitrogen  of  the  blood, 
however,  especially  when  accompanied 
by  a comparatively  high  specific  gravity  of 
the  urine,  should  be  regarded  as  a danger 
signal  and  should  be  combated  energeti- 
cally even  if  the  operation  has  to  be 
temporarily  postponed.  In  patients  with 
vomiting  or  diarrhea,  the  blood  chlorides 
and  the  carbon  dioxide  combining  power 
of  the  blood  plasma  should  also  be  deter- 
mined. 

The  preoperative  and  postoperative 
maintenance  of  the  water  balance  is  essen- 
tial if  the  dangers  of  postoperative 
azotemia  are  to  be  prevented.  The 
amount  of  fluids  that  the  patient  will  re- 
quire before  operation  will  vary  with  the 
type  of  case  and  the  extent  of  the  de- 
hydration present.  Excessive  vomiting 
or  diarrhea  will  increase  an  already  exist- 
ing water  depletion.  When  a patient 
enters  the  hospital,  the  amount  of  de- 
hydration present  is  rather  difficult  to 
estimate.  This  dehydration,  plus  the 
usual  loss  of  fluids  during  the  operation 
and  the  minimal  water  requirement  of 
3,500  cc.  necessary  during  the  first 
twenty-four  hours  after  the  operation, 10 
must  be  taken  into  account  when  apprais- 
ing the  water  balance  preoperatively  and 
postopera tively.  Maddock  and  Coller11 
estimated  that  patients  with  serious  de- 
hydration were  depleted  of  an  amount 


equal  to  approximately  6 per  cent  of  their 
body  weight.  We  found  that  a good 
working  rule  in  the  average  case,  in  order 
to  overcome  dehydration  before  opera- 
tion, was  to  supply  fluid  parenterally 
daily  to  the  extent  of  3 to  4 per  cent  of 
the  body  weight,  although  at  times  as 
high  as  8 per  cent  was  given,  twenty-four 
to  forty-eight  hours  before  the  surgical 
procedure.  This  parenteral  fluid  was  ad- 
ministered in  addition  to  that  which  was 
allowed  by  mouth.  It  is  safer  to  give  a 
little  more  than  too  little  during  this  com- 
paratively short  preoperative  period.  The 
parenteral  fluids  were  given  by  the  in- 
travenous drip  method,  the  rate  of  flow 
being  about  500  cc.  per  hour.  Ringer’s 
solution  containing  5 per  cent  glucose  was 
most  often  used  for  the  parenteral  ad- 
ministration. If  the  infusions  had  to  be 
given  for  more  than  three  days,  Ringer’s 
solution  was  alternated  with  5 per  cent 
glucose  in  distilled  water.  Transfusions 
may  also  be  necessary  before  and  after 
operation  to  prevent  surgical  shock, 
which  may  be  accompanied  by  prerenal 
azotemia.  As  a rule,  however,  if  the  pa- 
tient has  been  properly  prepared  before 
operation,  a lessened  amount  of  parenteral 
fluids  will  be  necessary  postoperatively  al- 
though this,  of  course,  will  vary  with  each 
case. 

In  patients  who  are  to  be  operated  for 
biliary  tract  disease,  another  factor  in  ad- 
dition to  the  water  balance  must  be  taken 
into  account,  namely,  the  glycogen  satu- 
ration of  the  liver;  for  very  often  when 
gallbladder  disease  has  been  of  long  stand- 
ing, there  is  an  associated  latent  hepatitis 
that  cannot  be  detected  clinically  or  at 
operation.  This  latent  hepatitis  may  be 
the  cause  of  a postoperative  azotemia. 
Therefore,  a safe  rule  to  follow  before  all 
gallbladder  operations  is  to  give  carbohy- 
drates liberally  by  mouth  and  also  paren- 
terally. 

A venoclysis  of  about  1,500  to  2,000 
cc.  of  Ringer’s  solution  with  5 per  cent 
glucose  by  the  drip  method  seventy-two 
and  twenty-four  hours  before  the  opera- 
tion is  advisable  as  a routine  measure 
in  all  gallbladder  cases. 
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Discussion 

A series  of  patients  with  diseases  of  the 
digestive  tract  was  observed  in  whom  evi- 
dence of  prerenal  azotemia  was  seen  at 
some  time  during  their  clinical  course.  In 
most  of  the  patients  the  normal  function 
of  the  kidneys  was  restored. 

The  pathogenesis  of  prerenal  azotemia 
is  still  problematic.  Hypochloremia  has 
often  been  advanced  to  explain  the  im- 
pairment of  the  renal  function.  However, 
notwithstanding  the  popular  term  “hypo- 
chloremic azotemia,”  a decrease  in  the 
blood  chlorides  is  not  a prerequisite  for 
prerenal  azotemia.  In  patient  L.  N.,  the 
nonprotein  nitrogen  was  52  mg.,  while  the 
blood  chlorides  were  512  mg.  In  patient 
J.  L.,  the  nonprotein  nitrogen  of  the 
blood  was  120  mg.,  while  the  blood  chlo- 
rides were  450  mg.  On  the  other  hand,  a 
hypochloremia  can  exist  without  evidence 
of  an  azotemia,  as  was  illustrated  in  a 
patient  (Miss  D.  D.),  who  was  suffering 
from  a severe  ulcerative  colitis  with  six 
to  ten  bloody  stools  daily.  In  this  pa- 
tient the  nonprotein  nitrogen  of  the  blood 
was  30  mg.,  while  the  blood  chlorides  were 
down  to  333  mg. 

Dehydration  is  one  of  the  most  frequent 
causes  of  prerenal  azotemia.  While  often 
associated  with  excessive  vomiting  or 
diarrhea,  dehydration  may  also  occur 
without  these  symptoms.  Wilbur  and 
Snell12  have  emphasized  the  fact  that  de- 
ficiency states  occur  in  gastrointestinal 
diseases  due  to  an  inadequate  dietetic  in- 
take as  a result  of  various  digestive  symp- 
toms. When  patients  suffer  from  more 
or  less  constant  abdominal  pain  or  other 
gastrointestinal  symptoms,  they  are  apt 
to  limit  not  only  their  food  intake  but 
their  fluid  consumption  as  well.  In  addi- 
tion, a restricted  diet  will  form  less  water 
due  to  the  lessened  food  intake.  These 
factors  will  bring  on  dehydration  over  a 
period  of  time,  which  may  eventually  re- 
sult in  nitrogen  retention.  Patient  L.  N. 
(Case  1),  as  soon  as  his  pain  was  relieved, 
consumed  sufficient  food  and  fluids  to 
restore  his  water  balance  and  reduce  his 
nitrogen  levels.  In  Mrs.  M.  C.  (Case  2), 
who  showed  clinical  evidence  of  a de- 


ficiency state,  the  nitrogen  retention  was 
much  more  pronounced  than  one  would 
expect  from  the  amount  of  vomiting  and 
the  blood  chlorides  present.  In  this  pa- 
tient the  markedly  increased  nitrogen 
level  was  probably  due  to  dehydration, 
resulting  from  the  lack  of  food  and  fluid 
intake  over  a long  period  of  time.  We 
must  also  remember  that  there  are  normal 
individuals  who,  as  Ashe  and  Mosenthal13 
pointed  out,  take  little  fluid  and  who  have 
a high  normal  blood  urea  nitrogen.  If 
these  individuals  develop  a disease  of  the 
digestive  tract  they  are  much  more  likely 
to  develop  prerenal  azotemia  in  view  of 
the  already  disturbed  water  balance. 

Dehydration  also  plays  a most  im- 
portant role  in  the  development  of  post- 
operative prerenal  azotemia.  This  fact 
cannot  be  emphasized  too  strongly,  as 
its  recognition  will  materially  tend  to 
lessen  surgical  mortality.  Important  as 
it  is  to  maintain  the  water  balance  after 
operation,  it  is  still  more  important  to 
overcome  water  depletion  before  opera- 
tion. Dehydration  should  be  energeti- 
cally combated  before  operation,  even 
if  the  nitrogen  levels  are  normal  or  only 
comparatively  slightly  increased,  as  a 
marked  degree  of  water  depletion  may 
exist  in  the  tissues  before  there  is  evi- 
dence of  nitrogen  retention  in  the  blood. 
If  we  wait  to  combat  the  water  depletion 
until  after  the  operation,  when  definite 
evidence  of  renal  impairment  is  present, 
it  may  be  too  late  to  save  the  patient. 
For,  as  stated  earlier  in  the  paper,  even 
in  those  patients  who  recovered  after  the 
development  of  a postoperative  prerenal 
azotemia,  the  blood  nitrogen  levels  re- 
turned to  normal  comparatively  slowly, 
notwithstanding  the  fact  that  the  neces- 
sary measures  were  employed.  Maddock 
and  Coller11  demonstrated  in  their  ex- 
perimental normal  individuals,  who  were 
dehydrated,  that  when  these  subjects 
were  restored  to  a normal  water  balance, 
the  water  supplied  was  first  used  to  re- 
lieve the  depleted  tissues,  secondly,  for 
vaporization,  and  lastly,  for  kidney 
function. 

The  factors  of  dehydration  and  hypo- 
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chloremia  did  not  seem  to  account  for 
the  azotemic  syndrome  that  developed 
in  the  patients  who  succumbed  after 
cholecystectomy.  Schutz,  Helwig,  and 
Kuhn14  found  in  4 patients,  who  died  in 
uremia  following  cholecystectomy,  severe 
damage  to  both  the  liver  and  kidney, 
even  though  there  was  no  preoperative 
evidence  of  renal  impairment.  They 
concluded  from  this  and  also  from  experi- 
mental evidence,  that  the  diseased  liver 
produced  a toxin  that  acted  more  or  less 
specifically  on  the  kidneys.  A certain 
number  of  patients  with  gallbladder 
disease  do  show  evidence  of  hepatitis. 
It  is  quite  possible  that  a latent  hepatitis 
that  cannot  be  demonstrated  may  be 
stimulated  by  the  operation,  producing 
the  severe  picture  of  liver  damage  de- 
scribed by  Schutz,  Helwig,  and  Kuhn.14 
But  we  are  not  convinced  that  this 
damaged  liver  necessarily  produces  a 
toxin  specific  for  the  kidneys.  For  it  is 
a known  fact  that  in  some  of  these  so- 
called  “liver  deaths”  after  cholecystec- 
tomy, no  definite  renal  pathology  could 
be  found,  although  nitrogen  retention  was 
present  in  the  blood.  It  is  a generally 
accepted  procedure  at  the  present  time  to 
give  all  gallbladder  patients  large  amounts 
of  glucose  preoperatively  to  prevent  the 
dangers  of  hepatitis  and  secondary  renal 
dysfunction.  Experience  has  shown  that 
when  the  liver  cells  are  “padded  with 
glucose”  before  operation  the  postopera- 
tive mortality  is  decidedly  lessened.  The 
question  that  arises  in  some  patients  is 
whether  the  carbohydrates  taken  by 
mouth  will  be  sufficient  to  accomplish 
this  purpose.  Many  of  these  patients  for 
various  reasons  will  not  take  an  adequate 
amount  of  glucose  when  told  to  do  so. 
Furthermore,  it  is  questionable  in  gall- 
bladder patients  whether  a sufficient 
amount  of  the  glucose  will  be  absorbed 
from  the  small  intestine  as  a result  of  the 
oral  administration  of  the  sugars.  It 
has  been  shown  experimentally  that  a 
lessened  glucose  absorption  takes  place 
in  animals  suffering  from  a deficiency 
of  the  vitamin  B complex.15  Many  ap- 
parently normal  individuals  show  vary- 
ing degrees  of  mild  vitamin  deficiency. 


It  is  therefore  possible  that  patients  who 
have  been  on  restricted  diets  for  a long 
period  of  time,  as  these  gallbladder 
patients  so  often  are,  may  have  a greater 
degree  of  avitaminosis.  It  is  likewise 
possible  that  this  deficiency  state,  while 
subclinical,  may  be  sufficient  to  interfere 
with  the  absorption  of  glucose  from  the 
small  intestines.  It  is  therefore  ad- 
visable, in  order  to  adequately  protect 
the  liver  against  the  dangers  of  hepatitis 
and  secondary  renal  dysfunction  in  gall- 
bladder surgery,  to  give  glucose  par- 
enterally  as  well  as  by  mouth  before  the 
operation. 


Conclusions 

1.  Evidence  of  prerenal  azotemia  is 
comparatively  frequently  encountered  in 
digestive  tract  disease. 

2.  The  treatment  of  prerenal  azotemia 
in  these  affections  consists  first,  in  the 
removal  of  the  cause  and  second,  in  the 
use  of  measures  to  overcome  the  renal 
dysfunction. 

3.  Dehydration  that  gradually  de- 
velops over  a long  period  of  time  may  be 
a causative  factor  in  increasing  the  blood 
nitrogen  levels  in  patients  with  digestive 
tract  disease. 

4.  Therapeutic  measures  have  been  out- 
lined to  prevent  or  materially  lessen  the 
dangers  of  postoperative  prerenal  azotemia. 
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IMPETIGO  CONTAGIOSA  COMPLICATED  BY  ACUTE 
NEPHRITIS 

Seymour  H.  Silvers,  M.D.,  Brooklyn,  New  York 
( From  Kings  County  Hospital) 


Impetigo  is  so  frequently  encountered 
that  complications  of  this  skin  ail- 
ment are  rarely  envisioned.  The  more 
local  complications,  such  as  pyodermia, 
abscess  formation,  lymphangitis,  and 
gangrene  are  rarely  encountered  and 
hardly  ever  stressed.  There  is,  however, 
a more  serious  internal  complication  of 
which  few  are  aware  and  which  should  be 
kept  in  mind  by  physicians.  Acute 
nephritis  as  a complication  of  impetigo 
contagiosa  has  not  received  the  attention 
it  warrants,  yet  impetigo  ranks  as  one  of 
the  more  important  etiologic  factors  of 
acute  nephritis. 

The  first  report  linking  impetigo  with 
nephritis  was  that  of  Salvioli,1  who  in 
1879  reported  from  postmortem  observa- 
tion a case  of  glomerular  nephritis  with 
a generalized  impetiginous  eruption  in 
which  he  saw  a causal  relationship. 
However,  the  relationship  was  not  very 
clear,  for  he  had  not  followed  the  clinical 
course  of  the  case,  nor  was  there  any 
statement  in  his  report  on  the  treatment 
that  the  patient  had  received.  Sirugues,2 
in  1881,  reported  cases  in  which  he  ob- 
served acute  nephritis  as  a complication 
of  impetigo  of  the  head.  Boyer3  was  able 
to  find  7 cases  of  nephritis  in  which 
impetigo  was  the  etiologic  factor. 
Muller4  saw  a case  of  nephritis  following 
an  impetiginous  eruption  after  vaccina- 
tion. Fontanee5  stressed  the  fact  that 
hematuria  may  be  seen  not  infrequently 
in  cases  of  impetigo  in  children.  Brocq,6 
in  his  textbook  on  skin  diseases,  also 
writes  of  the  possible  kidney  complication 
in  impetigo.  Guiard7  reported  2 cases  of 
nephritis  following  impetigo.  He  ob- 
served that  the  nephritis  cleared  up  as 
soon  as  the  impetigo  was  cured.  He  also 
observed  that  nephritis  may  be  present  in 


a very  mild  form  and,  therefore,  over- 
looked. The  prognosis  in  both  his  acute 
and  mild  cases  was  usually  good.  The 
first  report  on  this  subject  found  in 
American  literature  was  by  Phillips,8 
in  1910.  He  reported  2 cases  of  nephritis 
following  impetigo  and  emphasized  that 
it  was  the  duty  of  the  physician  to 
examine  the  urine  in  all  cases  of  impetigo 
in  children,  and  that  in  nephritis  of  ob- 
scure origin,  impetigo  should  be  considered 
as  a possible  etiologic  factor.  In  his  first 
case,  nephritic  symptoms  appeared  eight 
days  after  the  eruption  first  appeared  on 
the  chin.  Farah9  reported  a number  of 
cases  of  nephritis  following  impetigo, 
some  mild  and  some  severe.  Sieben10 
saw  a patient,  aged  18,  who  developed 
acute  nephritis  after  impetigo.  Schaefer11 
stresses  the  favorable  prognosis  in  acute 
nephritis  following  impetigo.  Sutton12 
reported  5 cases  of  acute  nephritis,  all 
preceded  by  impetigo. 

It  is  not  always  possible  to  determine 
in  each  case  the  etiology  of  acute  glomeru- 
lar nephritis.  Students  of  kidney  diseases 
are  agreed,  however,  that  in  the  great 
majority  of  cases  the  disease  is  a mani- 
festation of  an  infection  in  some  part  of 
the  body.  Longcope  et  al.n  were  able 
to  demonstrate  infection  foci  in  84  per 
cent  of  their  series  of  cases  of  acute 
nephritis.  Southby  and  Stanton14  in- 
vestigated acute  nephritis  in  103  children 
and  found  that  29  had  tonsillar  or  peri- 
tonsillar infection  preceding  the  onset  of 
acute  nephritis.  In  27  cases  no  etiologic 
factor  was  discovered;  17  cases  had 
impetigo;  15  were  preceded  by  measles; 
11  were  preceded  by  pneumonia,  and 
the  remainder  were  due  to  a variety  of 
causes.  Hill,15  in  a similar  study  among 
51  children,  found  that  in  15  cases  no 
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etiologic  factor  could  be  established,  14 
were  preceded  by  tonsillitis,  4 by  scarlet 
fever,  and  4 had  impetigo.  Lichtwitz16 
stressed  the  importance  of  skin  infections 
as  foci  in  acute  nephritis.  He  collected 
97  cases  of  acute  nephritis  in  five  years. 
Among  these,  19  cases  were  due  to 
pyodermias  of  the  skin.  Kaumheimer17 
found  that  among  his  series  of  223  cases 
of  nephritis,  21  were  due  to  impetigo. 
He  stressed  the  fact  that  skin  infections 
play  an  important  role  in  causing  ne- 
phritis. He  observed  that  older  children 
were  more  vulnerable  than  infants.  The 
prognosis  in  his  cases  was  invariably  good. 
Lindenstraus, 18  too,  observed  that  very 
young  children  were  not  as  easily  affected 
by  impetigo  nephritis  as  older  children. 
He  observed  that  impetigo  nephritis  is 
similar  in  its  course  to  the  acute  nephritis 
following  scarlet  fever. 

Since  Tillbury  Fox  first  described 
impetigo  contagiosa  as  a distinct  clinical 
entity,  many  observers  have  studied  the 
causative  organism.  It  is  generally 
agreed  that  both  the  streptococcus  and 
staphylococcus  can  be  isolated  from  the 
lesion,  but  that  in  the  majority  of  cases 
the  streptococcus  is  the  causative  organ- 
ism. Farley  and  Knowles19  believe  that 
streptococci  can  be  isolated  in  all  cases  of 
impetigo.  Hiemke20  found  that  only 
9.2  per  cent  of  his  series  of  cases  yielded 
staphylococci;  the  rest  showed  strepto- 
cocci on  culture.  Smith  and  Burky21 
studied  9 cases  in  children.  In  6 cases 
they  isolated  a hemolytic  streptococcus, 
and  in  3 they  found  the  staphylococci. 

That  impetigo  contagiosa  causes  a 
generalized  body  reaction  was  shown  by 
Towle  and  Swartz.22  They  studied  the 
blood  counts  in  25  cases  of  uncomplicated 
impetigo.  In  24  cases  investigated,  they 
found  an  increase  in  the  white  blood 
corpuscles  of  over  10,000  per  cu.  mm. 
In  10  of  these  cases,  the  count  was  over 
15,000. 

Case  Report 

M.  A.,  a 17-year-old  white  schoolboy,  entered 
Kings  County  Hospital  on  June  15,  1937,  com- 
plaining of  a generalized  eruption  of  seven-days’ 


duration,  hematuria  of  four-days’  duration,  and 
vomiting  and  diarrhea  of  three-days’  duration. 

He  had  always  been  well.  The  father  had 
pulmonary  tuberculosis,  but  did  not  live  at 
home  with  the  boy.  The  patient  rarely  had 
colds  or  sore  throats.  There  was  no  history  of 
scarlet  fever,  rheumatic  fever,  or  of  venereal 
disease.  The  tonsils  and  adenoids  had  been 
removed  about  a year  before  admission. 

The  present  illness  was  not  preceded  by  any 
cold  or  sore  throat.  One  week  prior  to  ad- 
mission a “sore”  appeared  on  the  hand  and 
face.  This  was  diagnosed  as  a “ringworm”  in- 
fection and  treatment  was  prescribed.  The 
eruption  spread  very  rapidly  and  involved  larger 
areas  of  the  skin.  Three  days  after  the  onset  of 
the  eruption,  he  began  to  pass  red  urine.  Within 
another  two  days  he  began  to  vomit  and  had 
about  four  watery  stools  daily.  The  legs  and 
face  became  swollen.  There  was  no  complaint 
of  headaches  or  diploplia. 

Examination  revealed  an  acutely  ill  boy  with 
a lethargic  appearance.  The  pasty,  edematous 
face  was  covered  with  numerous  crusted,  oozing, 
red  lesions  of  varying  size.  Similar  skin  lesions 
were  also  present  on  both  the  upper  and  lower 
extremities  and  on  the  neck  and  ears.  The  legs 
showed  edema.  The  pupils  reacted  to  light  and 
accommodation.  The  tongue  was  moist,  and 
the  teeth  in  fairly  good  condition.  The  tonsils 
were  small,  not  red  or  inflamed,  and  the  throat 
was  negative  for  inflammatory  lesions.  The 
heart  was  of  normal  size,  the  sounds  clear  and 
regular,  the  rate  normal.  No  murmurs  were 
heard;  the  A2  was  louder  than  the  P2.  Blood 
pressure  was  160/120.  The  lungs  showed  no 
abnormal  findings.  The  abdomen  was  flat. 
No  masses  or  fluid  were  felt.  The  genitals  were 
normal.  The  reflexes  were  hyperactive.  The 
boy  appeared  ataxic.  There  was  present  a 
bilateral  Babinsky. 

The  diagnosis  was  that  of  acute  glomerular 
nephritis  and  impetigo  contagiosa. 

The  roentgen  diagnosis  of  the  lungs  on  June 
18  showed  hyperventilation  of  lung  fields  with 
slight  impairment  of  illumination  of  the  left  base. 
The  pulmonary  findings  were  considered  second- 
ary to  the  acute  nephritis. 

The  urine  was  bloody  on  admission  and  had  a 
specific  gravity  of  1,015.  The  albumin  was  3 + . 
The  urine  was  loaded  with  white  and  red  blood 
cells  and  showed  granular  casts.  The  abnormal 
urinary  condition  gradually  cleared  before  the 
patient  was  discharged. 

The  urea  nitrogen  was  96  mg.  per  100  cc.  of 
blood  upon  admission,  and  a week  later  increased 
to  180  mg.  A week  before  the  patient  was  dis- 
charged, the  urea  nitrogen  was  40  mg.  The 
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creatinine,  on  admission,  was  1.8  mg.,  increased 
later  to  2.0,  and  was  1.36  upon  discharge.  Blood 
sugar  was  normal.  Total  protein  per  100  cc.  of 
serum  was  3.134,  albumin  2.66,  and  globulin 
0.474.  Blood  count  on  admission  showed  65  per 
cent  hemoglobin,  3,720,000  r.b.c.,  8,000  w.b.c., 
64.6  per  cent  polymorphonuclear,  30  per  cent 
lymphocytes,  2 per  cent  large  mononuclears,  and 
4 per  cent  eosinophiles.  The  blood  pressure  on 
admission  was  160/120;  three  days  later  was 
150/110,  and  before  discharge  it  dropped  to 
135/80. 

The  temperature  range  while  in  the  hospital 
was  between  100  and  101  F.  Pulse  rate  ranged 
between  70  and  90,  and  respiration  between 
20  and  24. 

Treatment  in  the  hospital  consisted  of  the 
application  to  the  skin  lesions  of  a 2 per  cent 
solution  of  gentian  violet,  twice  daily.  General 
treatment  consisted  of  phenobarbital  gr.  V2  and 
codeine  occasionally.  Fluid  intake  was  re- 
stricted to  1,000  cc.  daily.  Diet  consisted  of 
salt-free  and  low-protein  foods.  Rest  in  bed 
was  enforced.  Intake  and  output  of  fluid  was 
constantly  checked.  The  output  was  con- 
sistently greater  than  the  intake.  The  patient 
gradually  lost  the  edema,  and  the  skin  lesions 
cleared  up  at  the  same  time. 

The  patient  was  discharged  free  of  both  dis- 
eases about  five  weeks  after  his  admission. 

Comment 

The  incidence  of  acute  nephritis  follow- 
ing impetigo  contagiosa  is  probably  very 
small,  yet  it  is  important  for  the  practi- 
tioner to  be  on  the  alert  in  a search  for 
this  complication.  We  have  come  to 
consider  acute  nephritis  following  throat 
infections  as  an  established  entity,  yet 
the  total  number  of  such  cases  expressed 
on  a percentage  basis  is  probably  not 
larger  than  the  number  of  cases  of  acute 
nephritis  following  impetigo. 

In  most  of  the  reported  cases  in  which 
acute  nephritis  complicated  impetigo, 
the  eruption  was  usually  severe  and  ex- 
tensive. This  was  also  borne  out  by  our 
case,  where  the  eruption  was  generalized. 
As  a rule,  the  acute  nephritis  clears  up  as 
soon  as  the  skin  lesions  disappear.  Since 
most  cases  of  impetigo  are  usually  cured 
very  rapidly,  few,  if  any  physicians 
examine  the  urine.  There  may,  however, 
be  some  transitory  kidney  damage  in  a 


considerable  number  of  cases.  This 
might  be  revealed  if  a systematic  search 
were  made.  Thus,  Guiard7  found  that 
many  cases  of  impetigo  showed  a transi- 
tory hematuria  without  other  symptoms. 

It  is  also  worth  while  to  note  that 
mercury  compounds,  while  very  effective 
in  the  treatment  of  impetigo,  should  be 
used  with  care  and  forethought  because 
of  the  possibility  of  additional  mercurial 
damage  to  an  already  injured  kidney. 


Conclusion 

1.  Impetigo  contagiosa  and  pyo- 
dermic  skin  infections  are  important  in 
the  etiology  of  acute  nephritis. 

2.  A case  of  acute  nephritis  complicat- 
ing generalized  impetigo  is  reported, 
with  a review  of  the  literature. 

3.  The  prognosis  of  acute  nephritis 
complicating  impetigo  contagiosa  is  usu- 
ally good. 

920  Bushwick  Avenue 
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INDUSTRIAL  EPIDIDYMITIS  AND  EPIDIDYMO-ORCHITIS 

George  E.  Slotkin,  M.D.,  F.A.C.S.,  Buffalo,  New  York 


This  study  is  based  on  the  observa- 
tion that  a paucity  of  information 
exists  today  regarding  the  occurrence  of 
an  acute  epididymitis  and  epididymo- 
orchitis  in  industry,  which  is  not  due  to 
direct  trauma,  is  nonvenereal  in  origin, 
and  is  created  by  so-called  “strain.” 

It  seems  somewhat  strange  that  in 
the  past  five  years  some  30-odd  cases 
have  been  collected  in  this  series  and  no 
previous  report  of  the  existence  of  such 
a condition  or  the  possibility  of  its  rela- 
tive importance,  both  to  the  employee 
and  employer,  is  noted,  except  for  a small 
notation  by  Hinman,1  who  says:  “In- 
surance companies,  commissions  of  in- 
dustrial medicine,  and  physicians  regard 
acute  affections  of  the  testicle  and  epidi- 
dymis arising  on  the  basis  of  industrial 
injury  or  strain  as  primarily  venereal 
and,  therefore,  nonindustrial.  This  is 
unfair  to  the  workman.  The  prevalence 
of  chronic  gonorrhea  does  much  to  dis- 
credit such  claims.  It  is  the  duty  of  the 
physician  to  differentiate  the  venereal 
exacerbations,  for  which  they  are  not 
entitled  to  compensation,  from  the  purely 
traumatic  lesions  to  which  they  are  en- 
titled.” Therefore,  to  promote  further 
discussion  on  this  important  subject, 
this  series  of  personal  cases  is  presented. 

Heavy  industry  seems  to  have  been 
the  chief  offender.  However,  there  is 
always  a provocative  background  under- 
lying the  etiology  of  these  cases.  A recent 
symposium  at  the  last  meeting  of  the 
American  Urological  Association  dis- 
closed that  the  question  of  pyogenic 
prostatitis  is  a pertinent  one.  One  must 
only  refer  to  this  subject  to  appreciate  its 
importance.2  Among  the  careful  in- 
vestigations: Wesson3  states  that  25 

per  cent  of  prostatitis  is  nonvenereal; 
of  these  cases,  75  per  cent  have  a remote 


or  recent  history.  Cumming  and  Chitten- 
don4  state  “chronic  prostatitis  is  a mani- 
festation of  a general  focal  infection.  It 
must  be  located  and  eradicated.”  A.  A. 
Kreutzmann,5  in  his  experiment,  de- 
termined conclusively  that  a reflux  of 
urine  into  the  vas  may  occur  similar  to 
the  ureter.  If  the  urine  is  sterile,  no 
infection  above  takes  place. 

Mason6  determined  that  the  prostate 
is  a toxic  factor  in  trauma;  35  per  cent 
of  all  men  have  prostatic  trouble;  72 
per  cent  of  focal  infections  have  secondary 
prostatic  infection. 

Wesson7  in  his  summary  declares  that 
“traumatic  epididymitis  is  due  to  a non- 
specific prostatitis  and  vesiculitis.”  All 
of  the  cases  noted  occurred  in  active 
workers,  subjected  to  occupations  re- 
quiring straining,  tugging,  or  strenuous 
lifting.  Pus  is  forced  into  the  vas  by 
action  of  the  perineal  muscles  into  the  tail 
of  the  epididymis.  In  a similar  manner, 
if  the  prostate  only  is  involved  in  this 
previous  infection,  there  is  a reflux  up 
the  ejaculatory  duct  to  the  vesicle, 
which  becomes  infected,  and  then  down 
the  vas  to  the  epididymis.  The  previously 
congested  ejaculatory  duct  becomes  im- 
pervious and  the  secretion  is  dammed 
back  to  the  epididymis. 

The  cycle  of  events  creating  this 
disease  is  typical  and  dramatic.  The 
patient  has  been  employed  in  his  present 
vocation  for  some  time.  Suddenly  dur- 
ing these  routine  duties,  while  lifting  or 
moving  some  heavy  object,  and  without 
a direct  blow,  a sudden  stabbing  pain  is 
felt  in  the  groin  on  one  side,  immediately 
incapacitating  the  patient  from  continua- 
tion of  his  work,  or  under  difficulty  if 
attempted.  Later,  or  on  the  following 
day,  he  notices  a dragging  in  his  scrotum 
which  is  aggravated  by  bending,  lifting, 
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or  standing,  and  upon  his  own  inspection 
it  is  noted  that  the  scrotum  is  swollen, 
tender,  and  hot.  The  symptoms  are 
sudden  in  onset,  the  strain  similar  in  all 
cases,  and  the  cause  of  disability  uniform. 
Disturbance  of  urination  is  variable, 
slight  dysuria  and  some  frequency  being 
the  chief  complaint,  when  it  occurs. 
Some  of  the  patients  attempt  to  continue 
work  and  can  do  so;  others  cannot,  de- 
pending upon  the  amount  of  disability. 
Usually  these  cases  have  been  reported 
to  the  plant  physician  within  a few  days, 
depending  on  the  extent  of  the  involve- 
ment and  the  amount  of  disability 
created. 

There  is  no  argument,  I believe,  that 
hundreds  of  similar  cases  have  occurred 
with  inequity  to  the  employee.  The  con- 
troversy is  to  establish  a definite  cause 
and  relation  of  the  disability  to  the 
alleged  indirect  injury.  I believe  that  in 
spite  of  the  apparent  disability,  hundreds 
of  cases  have  been  overlooked  because 
the  relation  to  employment  has  been 
slighted.  These  patients  have  been  un- 
justly ignored  and  disbelieved,  most  un- 
fortunately, because  the  disability  is 
rather  fleeting,  and  not  permanently  disab- 
ling; they  have  wrongfully  been  slighted. 
When  a testicle  is  lost,  I believe  the  time 
has  arrived  to  establish  this  disease  as 
a definite  clinical  entity,  despite  the 
occasional  controverted  case  and  refusal 
to  assume  liability  of  such  a condition. 

It  is  of  primary  importance  to  elimi- 
nate the  previous  or  present  existence  of 
venereal  infection.  These  cases  must  be 
definitely  nonspecific  in  character  and 
only  by  careful  bacteriologic  study  of  the 
urine  and  prostatic  and  vesicular  smears 
can  this  fact  be  established.  The  chief 
offenders  were  found  to  be,  first : staphy- 
lococcus groups,  second : bacillus  coli, 

third:  streptococcus.  The  condition  is 
always  secondary  to  a previously  existent, 
quiescent,  nonvenereal  vesiculitis  or 
prostatitis  with  some  extraurologic  focus. 
A careful  and  painstaking  history  must 
be  obtained.  The  truthfulness  of  the 
patients’  statements  and  a primary  focus 
sought  in  the  teeth,  tonsils,  throat, 


chronic  infected  hemorrhoids,  or  a pre- 
viously acquired  furuncle  will  supply  this. 

The  urine  always  contains  pus  cells 
in  varying  degrees,  and  these  must  have 
been  present  previous  to  the  inception  of 
the  disease.  It  could  have  been  detected 
if  the  employee  had  been  carefully  in- 
vestigated previous  to  his  employment 
and  at  stated  intervals  during  this 
period.  I have  pleaded  for  several  years 
with  the  carriers  to  have  such  careful 
urinalysis  routinely;  because  of  the  failure 
to  obtain  such  an  examination  the  pres- 
ent morbidity  exists.  This  is  one  of  the 
important  prophylactic  measures  neg- 
lected and  should  be  established  rou- 
tinely if  further  cases  are  to  be  avoided. 

The  cycle  of  events  in  the  pathology 
developed  is  analogous  to  that  of  the 
complications  following  a venereal  in- 
fection in  its  extension.  There  exists  a 
previous  low-grade,  symptomless,  and 
overlooked  prostatitis  and  vesiculitis.  A 
low-grade  pyuria  is  present  in  the  urine. 
A sudden  indirect  strain  or  jar  forces 
the  infected  material  either  into  or  from 
the  vesicle  down  the  vas  to  the  tail  of  the 
epididymis;  the  ejaculatory  ducts,  which 
have  previously  been  draining  the  vesicle 
sufficiently,  are  aggravated  by  the 
sudden  pressure  and  strain  to  which  they 
are  subjected  by  the  unusual  lifting,  be- 
come congested,  and  close.  A nondrain- 
ing cul-de-sac  is  thus  created  and  an 
acute  swelling  and  an  acute  inflammation 
of  the  epididymis,  testes,  or  both  results. 

Examination  discloses  the  typical  signs 
of  such  an  involvement:  white  blood 

cells  in  the  urine  and  a large,  tender, 
swollen  epididymis  on  the  side  involved. 
There  is  variable  urethral  discharge. 
The  question  of  gonorrhea  must  im- 
mediately be  discounted  by  smear  and 
culture,  and  the  disease  probably  cata- 
logued as  a nonspecific  one.  The  urinary 
symptoms  may  or  may  not  be  aggravated, 
depending  on  the  amount  of  drainage  and 
the  size  of  the  vesicles  and  prostate.  A 
smear  of  the  expressed  material  from 
these  parts  discloses  clumps  of  pus  cells 
and,  in  addition,  a voided  specimen  of 
urine  after  such  a stripping  contains 
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myriads  of  purulent  shreds,  plugs,  and 
debris. 

Of  the  33  cases  in  this  series,  the  age 
incidence  covered  the  span  of  from  19 
to  62  years.  One  was  19,  3 under  30, 
10  from  35  to  40,  10  from  45  to  50,  6 from 
50  to  55,  and  3 from  60  to  63 — an  average 
age  incidence  of  45  years.  One  was  an 
unmarried  youth  of  19,  who  vehemently 
denied  any  sexual  intercourse;  3 were 
unmarried,  4 were  widowers  with  families, 
25  married  with  families. 

A volunteered  history  of  previous 
gonorrhea  was  obtained  in  2 cases : 
1 aged  50,  the  other  aged  42.  Both  were 
married  and  the  fathers  of  2 and  3 child- 
ren, respectively,  and  had  their  specific 
infection  28  and  18  years  before,  re- 
spectively. Thirty-one  absolutely  denied 
any  previous  infection.  Five  of  the  cases 
had  an  accompanying  scanty  urethral 
discharge  that  was  negative  for  the 
presence  of  gonorrhea,  both  by  Gram 
stain  and  culture.  The  urine  was  cul- 
tured and  smears  obtained  from  expressed 
secretion  from  the  seminal  vesicles  and 
prostate  in  all  cases.  Four  showed 
streptococcus  anhemolyticus,  21  showed 
staphylococcus  albus,  5 showed  pure  B. 
coli,  and  in  not  a single  case  was  a positive 
smear  or  culture  for  gonorrhea  obtained. 

Every  case  disclosed  pus  cells  in  the 
urine  to  a varying  degree  from  a minimum 
of  single  pus  cells  of  5 to  a field  to  clumps 
and  myriads  of  clumps.  Twenty-five 
of  the  33  cases  disclosed  disturbance  of 
urination,  varying  from  frequency  and 
dysuria  of  every  hour,  both  day  and 
night,  to  only  a nocturia  of  twice  a night. 
Three  of  the  cases  disclosed  terminal 
hematuria  and  tenesmus  after  voiding; 
in  2 of  these  the  streptococcus  was  the 
offending  organism.  The  disability  varied 
from  a minimum  of  two  weeks  to  six 
weeks,  with  an  average  of  three  weeks  for 
complete  resolution  and  ability  to  return 
to  work. 

One  case,  the  19-year-old  neophyte, 
developed  the  severest  condition.  He 
went  on  to  the  formation  of  an  abscess  in 
the  testicle,  which  required  extirpation. 
All  of  the  cases  received  subsequent  treat- 


ment to  the  seminal  vesicles  and  prostate 
with  rapid  response  and  evacuation  of  its 
infected  contents.  Focci  of  infection 
were  found  in  32  cases  out  of  33.  The 
single  exception  was  again  in  the  19- 
year-old  boy. 

As  so  frequently  happens  in  indi- 
viduals of  the  laboring  class,  disorders 
of  the  teeth  were  prominent,  varying 
from  infected  gold  caps,  diseased  broken 
roots,  and  dental  caries,  to  a greater  or 
less  degree  in  all  of  the  cases.  Infected 
tonsils  were  noted  in  6 of  the  cases,  with 
the  ability  to  express  purulent  material 
from  them  and  the  complaint  of  recurrent 
sore  throat.  One  gave  a history  of  a 
recent  attack  of  marked  furunculosis 
four  months  previous  to  the  onset  of  the 
condition. 

The  treatment  is  threefold:  the  relief 
of  the  acute  symptoms;  draining  the 
seminal  vesicles  and  prostate  of  its  con- 
tents; and  the  removal  of  all  focci  of 
infection.  The  strain  on  the  cord  can 
be  relieved  by  rest  in  bed,  or  if  the  patient 
is  ambulatory,  the  application  of  a 
proper  fitting  suspensory  or  a Bellevue 
binder.  The  injection  of  calcium  glu- 
conate or  calcium  levulinate  (10  cc.  of 
the  10  per  cent  solution)  intravenously 
daily,  gives  ready  and  immediate  relief. 
Proper  massage  and  stripping  to  es- 
tablish drainage  to  the  prostate  and 
vesicles  is  indicated  immediately.  I 
have  not  used  sulfanilamide  in  these 
cases  where  the  organism  is  a strepto- 
coccus or  staphylococcus,  as  I found  it 
unnecessary.  The  condition  is  self- 
limited, responds  rapidly  in  from  two  to 
three  weeks,  and  in  only  1 case  have  I 
found  it  necessary  to  employ  surgery. 
The  total  disability  of  the  patient  is  less 
than  four  weeks  and  I have  seen  no  cases 
of  permanent  disability  arising  from  the 
condition. 

A typical  case  history  with  develop- 
ment of  the  most  aggravating  symptoms, 
would,  I believe,  be  of  interest. 

This  is  the  youngest  boy  in  the  series,  aged  19, 
employed  as  a machinist,  who  states  that  six 
days  before  he  was  seen  he  had  been  working  all 
day  pulling  on  some  heavy  wrenches,  and  while 
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walking  home  had  noticed  a severe  pain  in  the 
right  testicle.  This  continued  all  night,  and  the 
following  morning  on  reporting  to  work  he  found 
that  the  pain  and  swelling  had  become  so  severe 
as  to  prevent  him  from  further  employment. 
He  made  a report  to  his  boss,  and  has  been  home 
since.  The  past  history  of  this  young  man  shows 
that  he  has  always  been  in  good  health,  has 
never  had  any  serious  illness  or  operations,  had 
his  tonsils  removed  at  the  age  of  8.  He  states 
that  eight  weeks  before  his  present  trouble,  he 
suddenly  developed  frequency,  which  steadily 
became  aggravated  until  a terminal  hematuria 
with  severe  dysuria  developed.  He  consulted  a 
physician  and  was  treated  expectantly  with 
gradual  improvement  of  his  condition  until 
complete  disappearance  of  all  symptoms,  two 
weeks  previous  to  the  development  of  the  present 
condition. 

This  boy  absolutely  denies  sexual  exposure  at 
any  time.  When  I saw  him  he  had  a tempera- 
ture of  101.2  F.  and  there  was  no  evidence  of 
hernia;  a voided  specimen  of  urine  was  cloudy, 
containing  no  albumin  or  sugar,  but  loaded  with 
white  blood  cells.  He  had  frequency  every  two 
hours  and  nocturia  once.  The  right  scrotum  was 
enormously  enlarged  by  an  acute  suppurative  or- 
chitis with  secondary  edema  of  the  cellular 
tissues  surrounding  the  scrotum  and  extending 
over  to  the  left  side.  The  seminal  vesicles 
could  be  felt.  The  prostate  was  soft,  full,  and 
boggy.  His  tonsils  are  out,  his  throat  was 
clean,  and  there  was  no  evidence  of  infected 
focci.  The  patient  was  sufficiently  ill  to  war- 
rant hospitalization. 

He  received  routine  treatment  while  in  the 
hospital  by  suspension  of  the  scrotum,  intra- 
venous injections  of  calcium  levulinate  (10  cc., 
10  per  cent  daily),  but  with  only  moderate  re- 
sponse. Within  ten  days  a pointing  abscess 
developed  in  the  testicle  which  was  incised  and 
drained.  A culture  at  this  time  showed  a pure 
staphylococcus  albus.  Within  a week  he  had  2 
draining  abscesses  and  it  was  then  decided,  be- 
cause of  the  suppurative  orchitis  present,  to 
perform  an  orchidectomy.  His  urine  cleared 
immediately  after  the  orchidectomy.  Patho- 
logically, the  testis  disclosed  a suppurative 
epididymitis  and  orchitis.  Within  ten  days  he 
was  discharged  as  cured.  He  subsequently 
received  prostatic  massage  over  a period  of  five 
weeks,  at  which  time  his  urine  was  absolutely 
negative  chemically  and  microscopically. 

In  spite  of  the  clear-cut  history  of 
injury,  the  disability  involved,  and  the 
destructive  pathology  that  resulted,  this 


case  was  controverted  by  the  industrial 
commission  most  unjustly,  I believe,  to 
the  employee.  It  is,  however,  under 
appeal  at  the  present  time,  and  should, 
in  fairness  to  the  patient,  be  decided  in 
his  favor. 

Summary 

A study  is  presented,  based  on  the 
observation  that  epididymitis  and  epidi- 
dymo -orchitis  can  occur  in  industry  as  a 
result  of  a strain  that  is  definitely  non- 
venereal  in  origin  and  not  due  to  a direct 
blow.  The  premise  is  based  on  the  study 
of  33  cases  observed  over  a period  of 
several  years,  and  verifies  that  conclusion. 
In  fairness  to  the  employee  and  employer, 
a careful  inquiry  and  study  must  be 
made  in  this  type  of  case  to  clarify  it 
properly  as  industrial  or  nonindustrial. 

A more  painstaking  examination  should 
be  made  of  all  candidates  for  employment 
by  the  plant  physician  or  other  delegated 
person,  with  a careful  survey  of  focal 
infections  and  urinalyses.  If  found  posi- 
tive, the  applicant  should  be  advised  of 
the  condition  and  corrected  before  em- 
ployment. Only  by  this  means  can  the 
morbidity  of  this  industrial  disease  be 
controlled. 

Conclusions 

1 . Nonvenereal,  nontraumatic  epididy- 
mitis, and  epididymo -orchitis  from  strain 
is  a distinct  and  definite  entity,  occurring 
in  industry. 

2.  Many  such  cases  have  in  the  past 
been  ignored  or  overlooked. 

3.  In  justice  to  the  employee,  a 
careful  preliminary  examination  at  the 
time  of  his  application  must  be  made  to 
avoid  future  disabling  accidents  involv- 
ing the  genitourinary  tract. 

4.  Unless  proved  otherwise,  the  em- 
ployee should  receive  the  benefit  of  the 
doubt  as  to  the  fundamental  basis  and 
causative  factors  for  this  condition. 

5.  A pre-existent  prostatitis  and  ves- 
iculitis, or  both,  and  the  presence  of  a 
low-grade  pyuria  is  provocative  in  the 
development  of  this  disease. 
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Discussion 

Dr.  Allen  L.  Parlow,  M.D.,  Rochester,  New 
York — Dr.  Slotkin  has  presented  a subject  that 
is  definitely  of  interest  to  every  man  practicing 
. medicine  in  an  industrial  community.  I wish 
to  congratulate  him  on  the  excellent  presentation 
of  his  paper,  the  manner  with  which  he  has 
approached  the  subject,  and  the  well-drawn 
conclusions  that  he  has  reached. 

In  my  experience,  a true  epididymo-orchitis 
has  been  rather  uncommon.  This  type  of 
condition  always  follows  direct  trauma  and 
man  seems  most  fortunately  able  to  protect 
himself  from  blows  on  the  testis.  Crane,*  in 
1935,  reporting  on  100  consecutive  cases  of 
industrial  affections  of  the  epididymis  and  testis, 
found  only  3 that  could  be  definitely  called  a 
true  epididymo-orchitis.  The  remainder  of 
his  series  were  all  infections  of  the  epididymis, 
the  infection  having  been  carried  along  the  vas 
from  previously  infected  seminal  vesicles.  Dr. 
Slotkin  has  reported  only  1 case  of  epididymo- 
orchitis  in  his  series  of  30  cases.  It  is  obvious 
here  that  the  involvement  of  the  testis  followed 
the  development  of  an  abscess  of  the  epididymis. 
It  should  be  emphasized  that  nongonococcal 
infections  of  the  epididymis  are  very  apt  to 
rapidly  cause  an  abscess,  with  secondary  inva- 
sion of  the  testis.  Early  recognition  of  the 
presence  of  an  abscess  and  immediate  drainage 
is  the  only  manner  in  which  the  testis  may  be 
saved.  The  entire  series  reported  by  Dr.  Slot- 
kin is  composed  of  cases  in  which  infection  hds 
been  carried  from  the  seminal  vesicles  along  the 
vas  to  the  epididymis.  Infection  then  is  the 
inciting  factor.  I feel  that  it  is  most  essential, 
therefore,  to  differentiate  early  between  epididy- 
mitis and  epididymo-orchitis. 

The  prostate  and  seminal  vesicles  become 
infected  in  a great  variety  of  ways.  Gonococcal 
infection  of  the  urethra,  of  course,  is  the  most 
common  manner.  Obstructions  to  the  output 
of  urine  from  the  bladder,  such  as  hypertrophy  of 
the  prostate,  contracture  of  the  vesical  orifice, 
median  bar,  stricture  of  the  urethra,  etc.,  are  all 
accompanied  by  prostatovesiculitis.  Of  course, 
to  these  most  frequent  causations  must  be  added 


* Crane,  Jay  J.:  Epididymo-orchitis  in  Industrial 
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infected  urine  descending  from  the  upper  uri- 
nary tract,  urethral  instrumentation,  sexual 
strain,  prostatic  calculi,  and  metastasis  from  foci 
of  infection. 

The  bacteria-producing  prostatovesiculitis  are 
of  special  interest.  The  gonococcus,  the  staphy- 
lococcus aureus  and  albus,  the  streptococcus, 
the  colon  bacillus,  and  the  tubercle  bacillus 
are  the  most  commonly  found  organisms.  It  is 
uncommon  to  find  the  gonococcus  in  the  pros- 
tatic secretion  of  an  infected  individual  after 
three  years.  After  that  time  it  is  usual  to  find 
that  the  infecting  organisms  are  the  staphylococ- 
cus and  the  colon  bacillus,  i.e.,  a mixed  infec- 
tion. In  hematogenous  infections  of  the  pros- 
tate the  infecting  organisms  are,  of  course, 
the  staphylococcus,  the  streptococcus,  and  the 
tubercle  bacillus.  I note  with  interest  that  in 
his  series  of  cases  Dr.  Slotkin  has  obtained  a 
pure  culture  in  each  case.  It  is  also  noteworthy 
that  he  was  able  to  find  a focus  of  infection  in 
all  cases  but  1.  To  definitely  state,  however, 
that  these  cases  were  all  secondary  to  the  foci 
of  infection  demonstrated  to  have  been  present, 
I feel  that  the  organisms  obtained  by  smear 
and  culture  of  the  urine  and  prostatic  secre- 
tion should  also  have  been  proved  by  similar 
methods  to  have  been  present  in  the  designated 
foci  of  infection.  Without  this  information  one 
cannot  be  definite  as  to  the  mode  of  introduction 
of  the  bacteria  into  the  prostate  and  the  seminal 
vesicles. 

It  has  been  my  experience  that  by  far  the 
greater  number  of  individuals  suffering  with 
epididymitis  are  able  to  recall  a strain  or  a blow 
obtained  while  carrying  out  some  form  of  labor. 
One  must  be  most  careful,  therefore,  to  procure  a 
history  of  injury  and  an  accurate  past  history 
when  dealing  with  a working  man.  Later, 
when  the  epididymitis  will  have  subsided,  it  is 
most  essential  to  rule  out  obstructions  or  infec- 
tion elsewhere  in  the  urinary  tract.  All  foci 
of  infection  must,  of  course,  be  removed  and 
cultured  because  on  this  information  alone  can 
one  determine  whether  or  not  the  prostate  and 
seminal  vesicles  were  infected  by  the  hema- 
togenous route.  I have  yet  to  see  a patient 
having  epididymitis  of  a nontuberculous  nature 
in  which  the  individual  did  not  have  a co-existing 
prostatovesiculitis . 

I agree  with  Dr.  Slotkin  that  many  working 
men  are  discouraged  from  seeking  compensa- 
tion for  acute  affections  of  the  epididymis  on  the 
basis  that  these  affections,  in  the  main,  are 
venereal.  On  the  other  hand,  many,  many 
cases  in  which  a definite  venereal  history  has 
been  obtained  have  been  given  compensation  on 
the  ground  that  a strain  suffered  while  working 
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produced  an  exacerbation  of  the  pre-existing 
lesion,  namely,  the  expression  of  pus  from  the 
prostatic  urethra  or  seminal  vesicles  along  the 
vas  to  the  epididymis.  The  only  manner  that 
I know  of  that  will  prevent  these  injustices  on 
either  side  is  to  have  all  employees  given  a 
thorough,  periodic  physical  examination. 

Dr.  William  J.  Kennedy,  Gloversville,  New 
York — Dr.  Slotkin’s  paper,  dealing  with  this 
rather  controversial  subject,  is  especially  timely 
in  view  of  the  recent  changes  in  the  medical 
care  of  compensation  cases.  Until  recently, 
almost  all  claims  for  this  type  of  injury  were 
treated  by  industrial  surgeons  and  rarely  seen 
by  the  urologist. 

I have  several  times  in  compensation  hearings 
heard  the  existence  of  traumatic  epididymitis 
enthusiastically  affirmed  by  general  surgeons 
and  denied  with  equal  enthusiasm  by  urolo- 
gists. 

About  ten  years  ago  Wessen,  under  title  of 
“Traumatic  Orchitis,  A Misnomer,”  analyzed  70 
cases  of  alleged  testicular  injury,  but  was  un- 
able to  convince  himself  that  trauma  was  a causa- 
tive factor  in  a single  case. 

More  recently,  Crane  found  3 authentic  in- 
stances in  100  consecutive  alleged  claims. 

It  has  been  my  practice  when  investigating 
testicular  injuries  to  look  for  certain  well-defined 
diagnostic  criteria: 

1.  A history  of  definite  direct  trauma. 

2.  Visible  evidence  of  scrotal  trauma. 

3.  Severe  pain  that  is  immediately  disabling. 

4.  Some  degree  of  shock. 

5.  Involvement  of  both  the  testis  and  epi- 
didymis. 

Obviously  a diagnosis  made  on  these  points 


excludes  cases  in  which  strain  is  an  alleged  etio- 
logic  factor. 

Men  engaged  in  heavy  industry  are  constantly 
subjected  to  strain  and  slight  trauma  and  some- 
times honestly  attribute  to  injury  such  lesions  as 
testicular  tumor,  spermatocele,  early  tuberculo- 
sis, and  syphilis  of  the  testis,  the  prior  existence 
of  which  they  were  unaware  until  attention  was 
focused  thereon  by  some  slight  trauma  or  strain. 

In  the  case  of  the  19-year-old  boy  mentioned 
by  Dr.  Slotkin,  it  seems  to  me  that  there  may 
be  some  doubt  regarding  trauma  as  an  etiologic 
factor. 

Eight  weeks  prior  to  his  present  disability  he 
presented  a chain  of  symptoms  that  may  well 
have  been  due  to  an  acute  prostatovesiculitis, 
which  subsided  under  expectant  treatment,  but 
no  evidence  is  presented  that  the  prostate  and 
vesicles  were  free  from  infection.  This  might 
easily  be  merely  an  acute  exacerbation  entirely 
independent  of  any  trauma. 

In  compensation  hearings  the  question  invari- 
ably arises  whether  or  not  a pre-existing  patho- 
logic condition  could  have  been  aggravated  by 
the  alleged  trauma  or  strain.  It  has  long  been 
accepted  practice  to  prohibit  strenuous  physical 
activities  in  persons  suffering  from  gonorrheal 
prostatovesiculitis  or  posterior  urethritis  in  an 
effort  to  prevent  the  infection  extending  through 
the  vas  to  the  epididymis.  It  makes  no  differ- 
ence whether  the  organism  is  the  gonococcus, 
staphylococcus,  or  colon  bacillus — the  mode  of 
extension  is  the  same  in  each  instance. 

Therefore,  if  our  assumption  that  excessive 
physical  activity  predisposes  to  extension  of 
infection  in  venereal  prostatovesiculitis  is  cor- 
rect, it  seems  to  me  that  it  is  not  unreasonable  to 
assume  that  the  same  factors  may  produce  an 
extension  in  non  venereal  infection. 


THE  FAMILY  DOCTOR  AND  CANCER 
“While  surgery  and  radiology  are  contesting 
ownership  in  the  meager  salvage  of  cancer  vic- 
tims, the  general  practitioner  is  standing  on  the 
sidelines  and  wondering  where  he  comes  into 
the  cancer  picture.  Unless  he  has  performed  the 
fifty  major  operations  required  to  secure  the 
benediction  of  the  American  College  of  Sur- 
geons, or  owns  a roentgen-ray  machine  and  a 
few  milligrams  of  radium,  all  too  often  his  func- 
tion seems  to  be  limited  to  signing  a yellow  sheet, 
negotiating  with  the  mortician,  and  condoling 
with  the  family.  Moreover,  when  all  the  bills 
have  been  paid  for  surgical  skill,  radiation, 
hospital  charges,  nursing,  and  burial,  there  is 
often  little  left  in  the  estate  to  recompense  the 
family  doctor  for  merely  finding  the  case 


and  forwarding  it  along  orthodox  channels. 

“Yet  to  the  thoughtful,  alert  physician  there 
are  still  some  important  services  and  substantial 
rewards  in  the  cancer  field  if  one  regards  the 
problem  from  a broader  standpoint. 

“The  physician  can  perform  a service  of  ex- 
treme value  by  informing  himself  about  the  re- 
sults of  treatment  which  may  be  available  to  his 
patient.  He  can  thus  advise  or  prevent  unwise 
efforts  to  cure  advanced  cancer,  may  substitute 
palliative  for  aggressive  measures,  select  good 
surgery  instead  of  poor  radiation,  or  vice  versa, 
and,  in  general,  exercise  a wise  disinterested  con- 
trol of  the  fate  of  his  patient,  which,  after  all,  is 
the  finest  expression  of  the  art  of  medicine.” 

— James  Ewing,  M.D.?  Pa.  Med.  J.,  vol.  25. 


A STUDY  OF  63  PATIENTS  BEFORE  AND  AFTER 
WEIGHT  REDUCTION 

Edgar  C.  Beck,  M.D.,  and  Roger  S.  Hubbard,  Ph.D.,  Buffalo,  New  York 


The  need  for  weight  reduction  in  the 
obese  is  well  established.  In  the 
first  place,  physical  improvement  accom- 
panies weight  loss.  It  was  shown  in  a 
previous  communication1  that  the  symp- 
toms— dyspnea,  easy  fatigue,  and  dizzi- 
ness— that  the  obese  frequently  show, 
were  ameliorated  or  cured  in  the  ma- 
jority of  instances.  In  a large  percentage 
of  the  patients  who  suffered  from  edema 
or  hypertension,  these  conditions  were 
also  improved  after  treatment.  Sec- 
ondly, it  was  shown  that  the  penalties  of 
obesity,  particularly  the  cardiovascular 
complications,  are  less  apt  to  occur  after 
weight  reduction.  These  observations 
are  in  accord  with  those  of  other  investi- 
gators. 

Various  types  of  low  caloric  diets  have 
been  advocated  for  weight  reduction. 
As  long  as  dietary  treatment  does  not 
violate  the  general  fundamental  principles 
of  nutrition,  its  particular  nature  seems 
to  make  but  little  difference.  Metabolic 
stimulants,  if  used,  must  be  employed 
cautiously. 

In  most  instances  weight  reduction  is 
not  a difficult  problem  if  the  proper  co- 
operation of  the  patient  can  be  obtained. 
This  usually  holds  true  whether  the  over- 
weight condition  is  primarily  exogenous 
or  endogenous  in  origin,  or  whether  it  is 
due  to  a combination  of  the  two.  Even 
in  an  outpatient  department  it  has  been 
found  possible  to  obtain  the  necessary 
degree  of  cooperation. 

In  spite  of  the  number  of  articles 
dealing  with  the  technic  of  weight  re- 
duction and  the  results  obtained,  there 
are  very  few  that  discuss  the  fate  of  the 
obese  person  after  his  weight  has  been 
reduced  to  a normal  level.  It  is  not  only 
of  scientific  interest  to  consider  this 


phase  of  the  question,  but  it  is  of  great 
importance  to  the  patient  to  know 
whether  or  not  his  improvement  will  be 
permanent. 

It  is  probably  the  general  opinion  that 
the  obese  patient  must  adhere  to  caloric 
restriction  for  the  rest  of  his  life.  Aub2 
states  that  if  a patient  returns  to  an 
unrestricted  diet  there  is  no  gain  for  one 
to  two  weeks,  but  that  then  he  regains 
weight.  He  says  the  patient  must  always 
subsist  on  a low  caloric  diet  so  that  he 
shall  not  reacquire  bad  dietetic  habits. 

We  thought  that  it  would  be  of  value 
to  study  a group  of  obese  people  who  had 
attained  normal  weight  to  see  what  would 
happen  to  them  when  their  diets  were 
increased.  We  also  wish  to  report  at 
this  time  the  results  of  certain  quantita- 
tive studies  made  upon  a group  of  obese 
patients  when  they  were  first  seen  and 
repeated  when  their  weight  had  been 
reduced  to  normal. 

The  diet  that  we  used  for  weight 
reduction  consisted  of  carbohydrate  40 
Gm.,  protein  80  Gm.,  and  fat  40  Gm. 
Food  materials  were  selected  to  supply 
an  adequate  intake  of  vitamins  and 
minerals.  Thyroid  extract  in  small 
doses  (0.02-0.045  Gm.  daily  of  desiccated 
thyroid)  was  used  in  most  of  the  cases. 
In  addition,  ammonium  chloride  or  potas- 
sium chloride  was  administered  when  it 
was  thought  necessary. 

The  patients  were  treated  in  the  out- 
patient department  of  the  Buffalo  General 
Hospital.  The  work  was  done  in  collabo- 
ration with  Dr.  Roger  S.  Hubbard.  We 
did  not  have  perfect  cooperation  from 
any  single  patient  and  are  of  the  opinion 
that  the  time  for  reduction  to  ideal 
weight  was  materially  lengthened  for  this 
reason. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  11,  1938 
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By  the  methods  described,  we  have 
been  able  to  reduce  to  approximately 
normal  weight  63  of  245  patients  (29  per 
cent). 

Chart  1 shows  that  this  group  of  63 
obese  people  lost  an  average  of  54 
pounds  over  an  average  period  of  314 
days.  At  the  end  of  this  time  they 
averaged  8.9  per  cent  over  the  ideal 
weight  as  taken  from  Davenport’s3  height- 
weight-age  tables.  The  maximum  ex- 
cess was  18  per  cent.  We  appreciate  the 
fact  that  any  table  of  this  sort  cannot 
be  wholly  satisfactory  because  it  does 
not  take  body  build  into  consideration. 
We  believe  that  many  of  these  patients 
were  nearer  to  their  ideal  weight  than  the 
comparison  with  the  table  indicated. 

Chart  2 demonstrates  the  effects  of 
increases  in  diet  on  patients  whose 
weight  had  been  reduced  to  normal.  In 
this  chart,  the  63  patients  have  been 
divided  into  four  groups.  Group  A, 
which  consisted  of  11,  or  17.6  per  cent, 
gained  weight  when  the  diet  was  in- 
creased. Seven  of  them  are  again  re- 
ducing weight  on  subcaloric  diets  and 
4 have  discontinued  clinic  care.  In 
Group  B there  were  15  patients  (23.8 
per  cent)  who  stopped  attending  the 
clinic.  Five  of  them  had  valid  reasons 
for  doing  this.  Group  C consisted  of  11 
patients  (17.6  per  cent)  whose  weights 
are  within  a high  normal  range  but  who 
are  still  on  low  caloric  diets.  Group  D 
was  made  up  of  26  patients  (41  per  cent) 
whose  weight  has  remained  within  normal 
limits  for  an  average  period  of  11.8 
months  after  their  diets  had  been  in- 
creased. 

In  Chart  3 a more  detailed  study  of 
these  26  patients  is  given.  Nine  of  these 
people  were  on  unrestricted  diets  for  a 
period  of  approximately  one  year.  A 
number  of  these  patients  gained  some 
weight  (the  maximum  was  16  pounds), 
but  all  stayed  within  a normal  weight 
range.  The  remaining  17  were  placed 
upon  a diet  consisting  of  carbohydrate 
300  Gm.,  protein  80  Gm.,  and  fat  40  Gm. 
Upon  this  diet  most  of  them  showed  no 
increase  during  an  average  period  of 


CHART  1 


RESULTS  OF  THE  GROUP  OF  63  PATIENTS  REDUCED  TO  NORMAL  WEIGHT. 

NORMAL  WEIGHT  TAKEN  FROM  THE  CARNEGIE  INSTITUTE 
CHARTS  OF  (HEIGHT- WEIGHT- AGE  I AVERAGES. 


SEX 

MALE  2 
FEMALE  <o\ 

COLOR 

WHITE  GO 
COLORED  3 

AGE 

45.4  YRS. 

AVERAGE  ORIGINAL  WEIGHT 

204  lb. 

AVERAGE  LOWEST  WEIGHT 

150  lb: 

AVERAGE  LOSS  IN  L6. 

54  lb. 

AVERAGE  IDEAL  WEIGHT 

136  lb. 

AVERAGE  PERCENTAGE  FROM  IDEAL 

69  % 

LENGTH  Of  TIME  REQUIRED  TO  REACH  IDEAL  WEIGHT 

314  DAYS 

CHART  2 


PRESENT  STATUS  OF  fo3  PATIENTS  WHO  ATTAINED 
NORMAL  WEIGHT 


GROUP 

'STATUS 

NUMBER 

A 

GROUP  WHO  GAINED 
WEIGHT  WHEN  DIET 
WAS  INCREASED. 

ii  (nv/.) 

7 OF  ThESE  ARE  NOW  ON  REDUCED 
DIETS. 

4 DISCONTINUED  TREATMENT. 

B 

GROUP  WHO  DISCON- 
TINUED CONTACT 
WITH  CLINIC. 

15  (23,87.) 

9 DISCONTINUED  E0R  UNKNOWN  REASON. 

2 DEVELOPED  CHRONIC  ILLNESS. 

1 BECAME  PREGNANT. 

2- FINANCIAL  STATUS  IMPROVED.  AND  010  NOT 
NEED  CLINIC  CARE. 

1 DISCHARGED. 

C 

GROUP  WHO  HAVE 
ATTAINED  A HIGH 
NORMAL  WEIGHT 
BUT  ARE  STILL 
BEING  REDUCED. 

11  (lib  7.) 

D 

GROUP  WHOSE  WEIGHT  HAS 
BEEN  STATIONARY  OVER  A 
PERIOD  Of  TIME.  DESPITE 
INCREASED  OR  UNLIMITED 
DIETS 

2b  (41  %) 

IF  GROUP  C IS  ELIMINATED.  THEN 
GROUP  D-50% 

CHART  3 


GROUP  D.  26  PATIENTS  WHOSE  WEIGHT  REMAINED 
STATIONARY  OVER  A PERIOD  OF  TIME  ON  UNLIMITED 
OR  HIGH  CHO  LOW  FAT  DIETS. 


NAME 

TYPE  OF 
DIET 

LENGTH  OF  TIME 
DIET  INCREASED 

LAST  WEIGHT 

A.E. 

UNRESTRICTED 

2 YEARS 

SAME 

9 on  UNRESTRICTED 
DIETS. 

R.H. 

6 MO. 

SAME 

H.C. 

3 YEARS 

GAINED  II  lb. 

F F. 

» 

2 YEARS 

GAINED  4 lb. 

J.R. 

2'AYEARS 

GAINED  14  lb. 

L.S. 

5 MO. 

SAME 

L.G. 

» 

1 YEAR 

GAINED  14  lb. 

EV 

b MO. 

GAINED  14  lb. 

S.D. 

1 YEAR 

GAINED  lb  lb. 

CHO.  PRO.  FAT 

F.M. 

300-60-40 

b MO. 

SAME 

17 on  300  - 80  - 40 

J.S. 

«• 

4 MO. 

SAME  * 

I.S. 

22  MO. 

GAINED  10  lb. 

MB. 

3 MO. 

SAME 

G.C. 

- 

9 MO. 

SAME 

L.D. 

11  MO. 

SAME 

I.D.M. 

6 MO. 

SAME 

A.S. 

!• 

6 MO. 

SAME 

E.D. 

b MO. 

SAME 

FD. 

» 

b MO. 

GAINED  8 lb. 

E.E. 

* 

5 MO 

SAME 

D.R. 

•> 

b MO. 

SAME 

E.H. 

2 YEARS 

GAINED  14  lb. 

D.L. 

b MO. 

GAINED  4 lb. 

EH. 

b MO. 

SAME 

S.W 

b MO. 

GAINED  5 lb. 

E.W 

8 MO. 

GAINED  4 lb. 

AVERAGE  11.8  MO. 
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CHART  4 

INDIVIDUAL  RESULTS  OF  THE  HYPERTENSIVE  GROUP 

21  of  « TOTAL  HAD  ELEVATED  BLOOD  PRESSURES  (30%) 


NAME 

AGE 

SEX 

COLOR 

ORftWL  BP 

LAST  BP 

RETINAL 
EXAPII  NATION 

A.S 

4t> 

F 

W 

[75/115 

120/70 

4- 

9 BLOOD  PRESSURES 
REDUCED  TO  NORMAL  (43%) 
AVERAGE  AGE  50  YEARS 

RK 

56 

M 

w 

200100 

135/75 

+ +■ 

gb 

59 

F 

w 

215/115 

I4b/T0 

4-  4- 

E E. 

34 

F 

w 

152/114 

[44/73 

o 

AH. 

43 

w 

170/110 

126/60 

O 

DR. 

kj 

F 

w 

175  93 

M696 

- 

MR. 

49 

F 

w 

*>5.96 

I3& '60 

- 

I s 

43 

F 

w 

192/112 

133  34 

4-  9- 

MB. 

50 

w 

153/99 

115/  78 

9- 

GB 

57 

F 

w 

220  '04 

190  104 

+ + 

12  BLOOD  PRESSURES  NOT 
REDUCED  TO  NORMAL  (57  %) 
AVERAGE  AGE  53  YEARS 

GC 

b4 

F 

w 

170/35 

[97.  90 

— 

S.D 

55 

l M 

c 

IBQ  110 

170/100 

- 

IG 

3b 

w 

[00/1 10 

I90/H0 

- 

CR 

50 

w 

150/100 

152/95 

. E.Q 

53 

w 

200/103 

175/30 

- 

N.D. 

51 

w 

190/110 

156  90 

' E.F 

72 

F 

w 

230020 

17 0/90 

± 

LH 

4b 

F 

w 

130/120 

152/100 

4-  + 

CL. 

49 

F 

w 

193/110 

[70/90 

-H 

LS 

41 

r 

w 

193/100 

lbS/100 

O 

GY 

b4 

F 

w 

220900 

J75/90 

9-  + 

CHART  5 

COMPARISON  OF  BLOOD  PRESSURES  BEFORE  AND  AFTER 
WEIGHT  REDUCTION  IN  HYPERTENSIVE  GROUP - 

21  CASES  (33/9 

SINGLE  LINES  - 9 BLOOD  PRESSURES  REDUCED  TO  NORMAL 

SOLID  LINES- 12  CASES  BLOOD  PRESSURES  NOT  REDUCED  TO  NORMAL 


THE  ARBITRARY  FIGURES  OF  150mm.  OR  OVER.  FOR  SYSTOLIC  AND 
OO.  OR  MORE.  DIASTOLIC  WERE  TAKEN  AS  EVIDENCE  OF  HYPERTENSION. 
PARTICULARLY  IF  ARTERIOSCLEROSIS  WAS  ALSO  PRESENT 


CHART  6 

COMPOSITE  GLUCOSE  TOLERANCE  CURVES  OF 
25  PATIENTS  BEFORE  AND  AETER  WEIGHT  REDUCTION 


THESE  FIGURES  HAVE  BEEN  CHECKED  BY  STANDARD  STATISTICAL  METHODS  AND 
THE  DIFFERENCES  HAVE  BEEN  PROVEN  SIGNIFICANT 

• 

one  year.  Such  gains  as  were  noted  were 
small,  especially  when  the  previous 
weight  loss  was  taken  into  considera- 
tion. This  diet,  which  can  be  classified 
as  a moderately  liberal  one,  seemed 
to  satisfy  our  patients  so  that  they  de- 
sired no  further  increase. 

In  Chart  4 are  given  our  results  with 
the  21  patients  of  the  group  who  had 


blood  pressures  that  could  be  con- 
sidered elevated.  In  borderline  cases  the 
examination  of  the  retinal  vessels  was 
regarded  important  in  reaching  a diagno- 
sis. Of  these  patients,  9,  whose  age 
averaged  50  years,  showed  a return  to 
normal  blood  pressure  after  weight 
reduction.  This  happened  in  some  in- 
stances when  retinal  arteriosclerosis  was 
present.  The  remaining  12  of  the  hyper- 
tensive patients  showed  some  reduction 
in  blood  pressure,  but  not  to  normal 
levels.  There  was  a general  improvement 
in  those  symptoms  that  could  be  attrib- 
uted to  the  hypertension.  These  results 
conform  with  those  of  others  who  have 
made  similar  investigations. 

In  Chart  5 there  is  a comparison  be- 
tween the  average  of  those  whose  blood 
pressure  dropped  to  normal  and  those 
whose  blood  pressure  did  not  reach 
normal  levels.  In  9 of  these  the  blood 
pressure  was  lowered  to  normal  from  an 
average  of  178/108  to  135/74.  In  the 
remaining  12  the  pressures  were  reduced 
from  197/107  to  172/95,  as  shown  by  the 
heavier  lines. 

Chart  6 shows  a comparison  of  the 
glucose  tolerance  curves  taken  on  25 
patients  before  and  after  weight  reduc- 
tion. There  was  a definite  improvement 
in  the  curve  after  weight  loss.  These 
figures  have  been  checked  by  standard 
statistical  methods  and  the  differences 
have  been  proven  significant.  These  25 
patients  were  then  given  a high  carbo- 
hydrate diet  and  another  series  of  glucose 
tolerance  tests  were  taken,  with  even 
further  improvement  in  the  curves.  A 
more  detailed  report  of  this  study  will  be 
given  in  a subsequent  paper. 

Chart  7 shows  basal  metabolic  rates 
taken  on  24  patients  before  and  after 
weight  reduction.  It  is  well  known  that 
basal  metabolic  rates  are  within  normal 
limits  in  the  majority  of  obese  patients. 
In  our  own  series,  2 (Cases  1 and  11) 
had  moderately  elevated  rates.  One  of 
these  (Case  11)  had  had  a previous 
thyroidectomy.  There  were  also  3 cases 
of  hypometabolism  in  this  series  (Cases 
21,  22,  23).  After  weight  reduction, 
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8 patients  (Cases  2,  6,  8,  11,  14,  15,  17, 
and  18)  showed  elevated  metabolic  rates. 
All  but  2 of  these  patients  had  received 
thyroid  extract  in  small  doses.  Such 
medication  was  not  given  to  Case  1 1 who 
had  had  a previous  thyroidectomy.  It  is 
obvious  that  several  factors  enter  into 
the  significance  of  the  figures  in  Chart  7. 
As  has  been  previously  pointed  out  by 
Strang  and  Evans,4  Wilder,  Smith,  and 
Sandiford,5  and  Short  and  Johnson,6 
the  measurement  of  the  basal  metabolic 
rate,  which  depends  upon  estimations  of 
the  body  surface  and  so  upon  the  weight 
of  the  patient,  does  not  serve  as  an 
accurate  index  for  comparing  results 
before  and  after  weight  reduction.  The 
actual  increases  in  metabolism  were 
certainly  less  than  those  shown  in  the 
table.  To  what  extent  this  factor  and 
the  administration  of  thyroid  substance 
are  responsible  for  the  increases  cannot 
be  determined.  It  is  worthy  of  note  that 
none  of  the  patients  showed  clinical  signs 
of  hyperthyroidism.  It  is  also  perhaps 
significant  that  the  3 patients  with 
hypometabolism,  who  received  somewhat 
larger  doses  of  thyroid  than  did  the 
others  in  the  series,  failed  to  show  appreci- 
able increases  in  the  basal  metabolic  rate 
in  spite  of  the  reduction  in  weight  and, 
in  consequence,  of  the  estimated  value  of 
the  body  surface. 

In  Chart  8,  circumferential  measure- 
ments of  the  neck,  biceps,  bust,  waist, 
hips,  and  buttocks  before  and  after 
weight  reduction  are  shown.  Outside  of 
the  neck  measurements,  the  percentage  of 
loss  in  all  measurements  was  approxi- 
mately the  same  (17  per  cent). 

Conclusions 

1.  It  was  possible  to  reduce  29  per 
cent  of  all  the  admissions  to  an  out- 
patient department  obesity  clinic  to 
normal  weight. 

2.  Approximately  50  per  cent  of 
those  reduced  to  normal  weight  could 
maintain  such  weight  on  fairly  liberal 
diets  (low  fat)  for  one  year. 

3.  The  systolic  and  diastolic  blood 
pressure  could  be  reduced  in  most  cases. 


CHART  7 

BASAL  METABOLIC  RATES  BEFORE  AND  AFTER  WEIGHT  REDUCTION 

(24  fWIENTS) 


CHART  8 

AVERAGE  MEASUREMENTS  OE  35  RATIENTS  (WOMEN) 
MEASURED  BEFORE  AND  AFTER  WEIGHT  REDUCTION. 


NECK 

BICEPS 

BUST 

WAIST 

HIPS 

BUTTOCKS 

AVERAGE  ORIGINAL 
WEIGHT 

204  Ih 

37  cm. 

34  cm. 

lOfecm 

101  cm 

119  cm 

122  cm. 

AVERAGE  FINAL 
WEIGHT 

147  lb. 

33  cm. 

26cm 

69cm 

64  cm. 

99  cm 

103  cm 

AVERAGE  LOSS 

57  Ih 

4 cm 

6 cm. 

11  cm. 

17  cm. 

20  cm 

19  cm 

PERCENTAGE 
OF  LOSS 

It.  7. 

16% 

Ib% 

17  7. 

11  7. 

lb  7. 

In  43  per  cent  of  the  patients  the  blood 
pressure  dropped  to  normal  levels. 

4.  There  was  an  approximation  of  the 
glucose  tolerance  curves  toward  normal 
levels  after  weight  reduction. 

5.  The  basal  metabolic  rates,  ex- 
pressed as  percentages  of  the  normal 
values,  tended  to  increase  moderately. 
To  what  extent  this  was  due  to  changes 
in  the  body  surface,  to  the  small  amounts 
of  thyroid  extract  used  during  the  period 
of  weight  reduction,  and  to  other  un- 
known factors  could  not  be  determined. 

6.  In  general,  the  weight  reduction 
was  accompanied  by  equivalent  reduction 
in  circumferential  body  measurements. 
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Discussion 

Dr.  Herbert  Pollack,  New  York  City — The 
treatment  of  obesity  is  dependent  upon  the 
recognition  of  the  fact  that  the  law  of  the  con- 
servation of  energy  holds  true  in  the  human 
being  as  well  as  in  the  laboratory.  Naturally, 
if  the  caloric  intake  is  less  than  the  caloric  ex- 
penditure, the  body  will  have  to  draw  upon  its 
reserves  to  make  up  the  deficiency.  Conse- 
quently, the  rate  of  weight  loss  in  individuals 
will  depend  upon  the  difference  between  the 
intake  and  the  output.  Since  there  is  a mini- 
mum caloric  intake  to  which  people  can  be 
limited,  somewhere  n the  neighborhood  of  600 
to  800  calories,  various  schemes  have  been 
devised  to  increase  the  caloric  expenditure  of 
the  individual;  or  to  include  such  foods  in  the 
diet  that  have  a high  satiation  value;  or  to 
hasten  the  passage  of  food  through  the  gastro- 
intestinal tract,  and,  consequently,  limit  the 
percentage  of  absorption.  Among  the  former 
schemes,  that  is,  those  designed  to  increase  the 
caloric  expenditure,  were  dinitrophenol,  thyroid 
extracts,  cold  douches,  steam  baths,  and  short- 
wave hyperpyrexia.  Then  there  is  the  Strang- 
Evans  type  of  diet,  which  takes  advantage  of 
the  specific  dynamic  action  of  proteins,  which 
may  raise  the  metabolism  of  the  body  as  much 
as  30  per  cent.  This  type  of  diet  also  has  the 
advantage  of  including  large  portions  of  meat 
with  their  high  satiation  values.  Among  the 
latter  schemes  belongs  the  banana  and  skimmed- 
milk  diet. 

There  is  no  question  about  the  fact  that  the 
obese  person  should  be  re-educated  in  regard  to 
his  eating  habits,  so  that  after  the  initial  weight - 
reduction  period  is  over  the  patient  will  have  a 
permanent  carry-over  to  prevent  the  return  of 
the  obesity.  Therefore,  it  is  essential  that  all 
reducing  regimes  be  based  upon  the  choice  of 
foods  normally  available  to  the  individual  at 
home  and  in  the  restaurants.  It  is  up  to  the 
physician  and  dietitian  to  educate  the  patient, 
rather  than  to  merely  reduce  him.  The  teaching 
of  the  obese  patient  should  be  planned  on  the 
same  basis  as  that  of  the  diabetic  patient.  He 
should  be  taught  the  source  of  hidden  calories. 
He  should  know  that  the  pat  of  butter  thrown 
on  his  vegetables  in  the  kitchen  adds  90  calories 
to  the  value  of  the  food ; that  an  extra  90  calories 
a day  for  a period  of  a year,  means  a gain  in 
body  weight  of  over  5 pounds.  It  is  amazing  to 
me  how  constant  the  body  weight  actually  does 
remain  in  most  people.  As  Du  Bois  says,  “A 
man  aged  40,  now  weighing  165  pounds,  weighed 
the  same  about  twenty  years  ago.  If  during 
that  period  he  has  consumed  an  average  of 


2,500  calories  daily,  the  total  for  twenty  years 
would  amount  to  over  18,000,000  calories.  The 
amount  of  fat  stored  in,  or  lost  from  the  body 
could  be  no  more  than  1 pound,  or  4,500  calories. 
This  means  that  the  total  intake  of  food  was 
adapted  to  the  total  expenditures,  with  an  error 
of  one-fourth  of  1 per  cent.”  Since  a man,  when 
he  took  an  extra  pat  of  butter,  automatically 
compensated  by  extra  heat  loss  in  one  form  or 
another,  the  real  problem  is  that  most  people  err 
in  their  choice  of  foods.  Perhaps  the  work  of 
Rich  on  the  relationship  of  vitamin  Bx  to  the 
selective  choice  of  foods  will  give  us  a partial 
answer.  During  the  past  four  years  at  Mt. 
Sinai  Hospital  in  our  nutrition  clinic  we  have 
had  occasion  to  treat  over  3,000  obese  patients. 
Our  results,  in  relationship  to  blood  pressure  and 
glucose  tolerance,  are  completely  in  accord  with 
Dr.  Beck’s.  I should  like  to  mention  the  un- 
published works  of  Newburgh  and  his  associates 
at  Michigan,  showing  that  the  hyperglycemia 
and  glycosuria  of  the  obese  is  a manifestation  of 
liver  dysfunction,  rather  than  of  true  diabetes 
mellitus. 

Long-time  reducing  programs  must  include 
the  supplementary  use  of  vitamin  concentrates. 
Our  studies  show  that  patients  develop  real 
vitamin  A insufficiencies  after  eight  weeks  of 
restricted  caloric  intake.  We  are  at  present 
determining  the  vitamin  Bi  balance  in  this  group 
of  patients. 

The  question  of  spontaneous  or  intermittent 
hypoglycemia  as  a cause  of  obesity  must  also  be 
borne  in  mind.  This,  however,  is  part  of  a 
vicious  cycle  set  up  by  the  excessive  caloric 
intake.  In  all  of  our  experience,  I can  recall 
only  one  serious  complication  to  a reducing 
regime.  That  is  the  case  of  a 310-pound  female 
whose  weight  was  reduced  to  190  pounds  in 
twelve  months’  time.  At  the  end  of  this  period, 
the  patient  developed  a bilateral  inguinal  hernia 
and  a strangulated  femoral  hernia,  which  neces- 
sitated surgical  intervention.  At  the  time  of  the 
operation  it  was  easily  seen  that  the  hernial 
orifices  had  been  tremendously  dilated,  due  to 
the  intra-abdominal  pressure  from  the  mesenteric 
fat.  This  fat  accumulation  had  apparently  acted 
as  plugs  in  the  dilated  orifices.  When  the  ac- 
cumulation had  been  consumed,  there  was  no 
longer  anything  to  stop  the  intestines  from  being 
forced  through  the  orifices. 

Besides  adequate  vitamin  protection,  a posi- 
tive nitrogen  balance  must  be  maintained.  Con- 
stipation commonly  originates  when  the  total 
intake  of  food  is  restricted.  This  is  more  than 
likely  related  to  the  vitamin  B insufficiency 
rather  than  to  lack  of  bulk.  The  actual  weight 
curve  does  not  always  reflect  the  loss  of  body  fat. 
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We  have  seen  patients  maintain  a fairly  con- 
stant weight  for  a period  of  thirty  days  when 
there  was  a period  of  definite  caloric  deficiency. 
At  the  end  of  this  time,  diuresis  would  set  in 
spontaneously,  and  the  weight  loss  in  two  days 
would  equal  the  expected  weight  loss  for  the 
month.  These  observations  are  of  importance 
to  the  physician  so  that  he  may  encourage  the 
conscientious  patient  to  the  time  of  actual  weight 
loss,  when  the  expected  fails  to  materialize.  A 
limited  salt  and  fluid  intake  helps  a great  deal, 
preventing  such  temporary  positive  water 
balances. 

Dr.  J.  J.  Short,  New  York  City — There  is 
value  in  having  a clinic  specially  devoted  to  the 
treatment  of  obesity.  At  the  Post-Graduate 
Hospital  such  a clinic  was  formed  about  seven 
years  ago.  An  esprit  de  corps  is  created  that 
insures  better  cooperation  upon  which  success 
of  treatment  depends.  Our  results  have  been 
very  similar  to  those  reported  by  Dr.  Beck. 

The  average  rate  of  reduction  has  been  8 to  10 
pounds  a month.  We  have  seen  no  ill  effects  in 
even  more  rapid  weight  reductions  nor  should 
any  be  experienced  if  diets  contain  the  essential 
elements. 

I was  glad  that  Dr.  Beck  referred  to  me- 
tabolism in  relation  to  total  surface  area.  Al- 
though basal  metabolisms  are  initially  generally 
within  the  range  of  normal,  the  total  heat  output 
is  tremendous  compared  to  that  after  normal 
weight  has  been  attained.  Within  the  first  few 
weeks  after  submaintenance  diets  are  instituted, 
there  is  a sharp  drop  in  metabolism,  both  total 
and  basal,  characteristic  of  starvation.  At  this 
point  we  institute  thyroid  therapy  to  restore  the 
basal  metabolism  to  normal  and  maintain  a 
steady  weight  loss.  Eventually,  with  loss  of 
weight  and  restoration  of  normal  surface  area, 
the  total  heat  production  becomes  normal. 
There  is  no  limit  to  the  extent  to  which  weight 
may  be  reduced  safely.  Our  prize  patient  is  one 


who  reduced  239  lbs.,  from  395  to  156,  with 
general  improvement  and  no  adverse  symptoms. 

My  congratulations  to  Dr.  Beck  on  his  inter- 
esting paper. 

Dr.  Louis  Bauman,  M.D.,  New  York  City — 
Dr.  Beck  is  to  be  congratulated  on  his  successful 
results.  To  reduce  1 out  of  4 patients  to  normal 
weight  is  quite  an  achievement,  since  success 
depends  so  much  on  the  attitude  and  will  power 
of  the  patient. 

In  my  own  experience  at  the  Presbyterian 
Hospital  I have  found  that  few  patients  are 
steadfast  enough  to  continue  the  rigid  discipline 
for  ten  months — and  to  maintain  normal  weight 
once  achieved,  for  any  considerable  period,  is 
infinitely  more  difficult.  Our  average  weight 
loss  based  on  2,000  cases  is  about  4 or  5 pounds 
a month. 

As  obesity  is  a forerunner  of  a number  of 
serious  diseases,  its  prevention  becomes  one  of 
the  duties  of  the  medical  profession.  In  this 
we  are  hampered  by  tradition.  Such  high- 
calorie  foods,  such  as  ice  cream,  candies,  cakes, 
pies,  olive  oil,  butter,  cheeses,  nuts,  macaroni, 
and  the  like  are  still  favored  by  many.  These 
foods  were  consumed  by  our  forefathers  to  supply 
the  3,000  or  more  calories  that  they  required  for 
their  ordinary  daily  activities.  Modern  con- 
veniences of  transportation  and  other  labor- 
saving  devices  have  reduced  our  calorie  require- 
ments to  about  one-half  or  two-thirds. 

Obviously,  the  prevention  of  obesity  is  an 
educational  problem.  The  desirable  chef  of  the 
future  will  be  he  who  can  prepare  attractive  low- 
calorie  dishes  containing  satisfactory  amounts 
of  essential  minerals,  proteins,  and  vitamins. 

Our  experience  with  obese  hypertensive  pa- 
tients indicates  that  while  weight  loss  will  not 
always  lower  blood  pressure  yet  it  obviously 
reduces  the  burden  imposed  on  the  circulatory 
system  and  is  therefore  clearly  indicated  in  this 
condition. 


SILK  INSTEAD  OF  CATGUT 

How  the  use  of  silk,  instead  of  catgut,  in  clos- 
ing surgical  wounds  has  made  the  after-operation 
period  much  easier  for  the  patient  and  reduced 
the  hospitalization  period  was  described  by  Dr. 
Donald  Guthrie,  Sayre,  Pennsylvania,  surgeon, 
who  was  guest  speaker  of  the  133rd  annual 
Meeting  of  the  Medical  Society  of  the  State  of 
New  York.  Dr.  Guthrie  said  in  part: 

“Using  the  silk  technic,  wounds  have  been 


uniformly  closed  without  drainage,  serum  ac- 
cumulations have  been  infrequent,  and  no  in- 
fections have  developed.  Hospitalization  pe- 
riods have  been  reduced  four  to  six  days.” 

He  said  that  when  catgut  was  formerly  used 
in  appendectomy,  the  hospitalization  period 
was  usually  nine  days,  whereas,  using  silk,  the 
patient  was  up  in  four  days  and  went  home  in 
seven  days. 
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The  important  place  that  electro- 
cardiography holds  in  cardiology  is 
undoubtedly  well  merited,  but  those 
cardiologists  who  advocate  it  as  a routine 
examination  and  hail  it  as  a prophet 
would  do  well  to  remember  one  of  Sir 
James  MacKenzie’s  biblical  quotations, 
“This  wicked  and  adulterous  people  seek- 
eth  a sign,  but  none  shall  be  given  them.” 
It  cannot  be  too  often  stressed  that  with- 
out a careful  consideration  of  the  clinical 
features  no  laboratory  test  can  acquire 
its  full  significance.  This  is  especially 
true  of  electrocardiography.  Fortunately 
or  unfortunately,  medicine  has  not  degen- 
erated to  the  extent  that  we  may  diagnose 
merely  by  means  of  a “sign.” 

It  is  not  the  purpose  of  this  paper  to 
describe  or  illustrate  the  various  electro- 
cardiographic changes  that  may  occur 
in  health  and  disease,  but  rather  to  indi- 
cate to  the  general  practitioner,  who  may 
be  confused  by  the  enormous  amount  of 
literature  on  the  subject,  what  help  he 
may  expect  to  gain  through  its  use. 

Although  the  electrocardiograph  is  the 
most  precise  means  at  our  disposal  for 
investigating  the  state  of  the  myocardium, 
it  must  not  be  regarded  as  a court  of 
last  appeal.  The  degree  of  electrocardio- 
graphic abnormality  does  not  always 
parallel  the  amount  of  cardiac  damage, 
for  it  depends  not  only  on  the  amount 
of  damage  present,  but  also  on  the  site. 
A small  localized  lesion  in  one  of  the 
branches  of  the  auriculoventricular  bundle 
will  cause  an  extensive  alteration  in  a 
tracing,  whereas  a much  larger  lesion  in 
the  wall  of  the  ventricle  may  cause  little 
or  no  change.  The  inadequacy  of  elec- 
trocardiography in  the  diagnosis  of  val- 
vular disease  is  a classic  example  of  how 

* Bowen  Fellow  of  the  New  York  Academy  of  Medi- 
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completely  it  may  fail  to  give  evidence  of 
gross  pathology. 

Arteriosclerotic  Heart  Disease 

All  organs  undergo  structural  changes 
as  the  result  of  arteriosclerosis,  the  ma- 
jority of  which  are  recognized  only  by  the 
pathologist.  In  the  heart,  the  electro- 
cardiograph is  capable  of  demonstrating 
evidence  of  such  minor  degenerations 
through  slight  alterations  in  the  Q.R.S. 
complex  and  T wave.  Are  we  justified 
in  calling  this  arteriosclerotic  heart  dis- 
ease when  there  are  no  clinical  signs  and 
the  patient  is  free  of  symptoms? 

Angina  Pectoris. — Abnormal  ventricu- 
lar waves  are  frequently  found  in  patients 
suffering  with  angina  pectoris  but  an  elec- 
trocardiogram that  is  considered  normal 
will  no  more  exclude  angina  pectoris  than 
a negative  physical  examination;  nor 
will  a record  denoting  severe  myocardial 
damage  infer  that  a patient  is  suffering 
with  anginal  attacks.  Whether  we  con- 
sider angina  pectoris  as  a clinical  entity 
or  a symptom  complex,  there  can  be  no 
doubt  that  it  must  be  recognized  and 
diagnosed  on  a careful  analysis  of  the  pa- 
tient’s symptoms.  Electrocardiographic 
changes  have  been  shown  to  occur 
during  brief  attacks  of  angina  pectoris.22 
These,  however,  are  not  constant  and  are 
difficult  to  demonstrate.  The  onset . of 
anginal  seizures  may  date  from  the  time 
of  a coronary  thrombosis,  or,  as  is  often 
the  case,  they  may  cease  entirely  after 
recovery  from  such  an  episode.  It  is 
worth  bearing  in  mind  that  a tracing  may 
suggest  (not  diagnose)  an  old  myocardial 
infarction  when  there  has  been  no  clinical 
evidence  of  a past  coronary  occlusion.14 

Coronary  Thrombosis. — -Ever  since  1920, 
when  Pardee21  first  described  his  sign  of 
coronary  artery  obstruction,  the  electro- 
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Fig.  1.  Case  of  acute  myocardial  infarction.  (.4)  Rapid  auricular  fibrillation,  Q2T2,  Q3T3 
type  of  occlusion.  ( B ) Return  to  normal  rhythm  on  following  day.  (C)  Inverted  Ti  suggests 
that  patient  suffered  previous  anterior  apical  occlusion. 


cardiogram  has  been  an  important  aid  in 
the  diagnosis  of  myocardial  infarction.2 
Undoubtedly  the  great  majority  of  coro- 
nary occlusions  can  be  easily  recognized 
clinically,  but  the  valuable  confirmatory 
evidence  gleaned  through  electrocardiog- 
raphy is  certainly  worth  while,  and  may 
be  of  considerable  aid  in  a differential 
diagnosis.  Changes  have  been  detected 
within  a few  minutes  following  a coronary 
closure,  but  for  practical  purposes,  where 
there  is  no  need  for  haste,  it  is  best  to  take 
a tracing  eight  to  twelve  hours  after  the 
suspected  attack.  A single  tracing  may 
fail  to  give  evidence  of  a myocardial  in- 
farction, but  if  serial  records  are  taken, 
very  few  if  any  will  neglect  to  show  elec- 
trocardiographic changes.4’26  Serial  trac- 
ings can  also  be  of  value  when  one  has 
difficulty  in  determining  whether  the 
changes  are  recent  or  old.  Where  follow- 
up tracings  are  necessary,  they  may  be 
done  on  or  after  the  second  day. 

The  sequence  of  an  elevated  S.T.  seg- 
ment to  an  inverted  T,  to  an  upright  T, 
as  described  by  Parkinson  and  Bedford,23 
is  pathognomonic  of  myocardial  infarc- 
tion, but  one  does  not  often  see  the  com- 
plete picture  in  private  practice  because 
few  patients  can  afford  serial  tracings. 
It  is  important  to  realize  that  any  of  the 
above  changes  can  be  caused  by  a great 
number  of  conditions.  Otherwise,  serious 
errors  in  diagnosis  may  easily  be  made, 
i.e.,  a coronary  occlusion  may  initiate  a 
paroxysm  of  fibrillation,  flutter,  or  tachy- 


cardia; on  the  other  hand,  after  such  a 
paroxysm,  in  the  absence  of  an  occlusion, 
the  T wave  is  often  temporarily  inverted ; 
hypertensive  individuals  with  left  pre- 
ponderance frequently  have  an  inverted 
T wave  in  lead  one30;  a right  preponder- 
ance may  be  associated  with  inversion  of 
the  T in  lead  two ; luetic  aortitis  involving 
the  coronary  ostia  and  inciting  severe 
anginal  pain  is  frequently  associated  with 
inverted  T waves ; digitalis  usually  causes 
characteristic  alterations  in  the  S.T.  and 
T complexes,  but  they  may  be  confused 
with  the  “coronary”  T;  acute  rheumatic 
fever  and  pericarditis  cause  elevated  S.T. 
segments  and  inverted  T waves24;  vari- 
ous acute  infections  and  drugs  will  cause 
inversion  of  the  T,  etc.5* 18-20  The  locali- 
zation of  myocardial  infarctions  as  either 
anterior  or  basal  by  the  Q1T1  or  Q3T3 
type  of  record  is  fairly  accurate.1*43 
Such  a characterization,  as  far  as  we 
know,  has  no  prognostic  significance,  but 
it  has  given  us  a better  understanding  of 
the  electrocardiographic  changes  that 
follow  multiple  thromboses.44 

The  reports  up  to  the  present  indicate 
that  the  fourth  lead  should  be  employed 
when  myocardial  infarction  is  sus- 
pected, 7’14>15> 29  but  that  the  conventional 
leads  alone  will  suffice  for  all  other  con- 
ditions. A single  record  with  the  conven- 
tional leads  is  sometimes  normal  at  a time 
when  the  fourth  lead  would  suggest  a 
coronary  occlusion  and  vice  versa;  they 
are  thus  a valuable  check  on  each  other. 


1110 


HERMAN  TARNOWER 


[N.  Y.  State  J.  M. 


Fig.  2.  Sixty-year-old  female  who  experienced  prolonged  attacks  of  paroxysmal  tachycardia 
and  responded  satisfactorily  to  acetyl-fr-methylcholine.  (A)  Common  type  of  bundle-branch 
block.  ( B ) Paroxysmal  tachycardia  of  nodal  origin.  (C)  Lead  2,  taken  immediately  after 
administration  of  acetyl-6-methylcholine  shows  change  to  normal  rhythm. 


The  introduction  of  the  cathode-ray 
oscillograph  as  an  instrument  for  observ- 
ing and  recording  the  electrocardiogram 
may  open  a new  era  in  bedside  electro- 
cardiography.27 This  instrument  flashes 
the  tracing  upon  a fluorescent  screen 
where  it  remains  for  a sufficient  period 
of  time  to  be  read.  A permanent  record 
can  be  taken  at  the  same  time.  Its  advan- 
tages are  that  it  is  simple,  and  an  opinion 
can  often  be  given  before  any  records 
have  been  developed.  At  present,  it  has 
the  disadvantage  of  being  too  sensitive; 
it  is  more  apt  to  record  muscle  tremors 
than  the  string  galvanometer,  and  it  does 
not  work  as  well  with  an  alternating 
current. 

Acute  Rheumatic  Fever 

Electrocardiography  is  a very  useful 
aid  in  the  diagnosis  and  management  of 
acute  rheumatic  fever.  Few  patients  will 
fail  to  show  electrocardiographic  changes 
sometime  during  their  illness.3*25  A par- 
tial auriculoventricular  block  is  the  most 
common  finding.  The  elevated  S.T.  seg- 
ment, another  frequent  manifestation, 
may  occur  to  such  a marked  degree  that  it 
is  possible  to  mistake  it  for  a coronary 
occlusion.  Inverted  T waves  may  appear, 
especially  when  pericarditis  is  present. 
The  important  thing  to  realize  is  that 


the  electrocardiographic  changes  are  not 
pathognomonic,  but  where  the  clinical 
features  would  lead  one  to  suspect  the 
presence  of  rheumatic  fever,  the  con- 
firmatory electrocardiographic  evidence  is 
practically  diagnostic.  As  a rule,  the 
electrocardiographic  changes  clear  up  as 
the  rheumatic  infection  subsides.  The 
fourth  lead  has  been  recommended  as  an 
additional  aid  in  diagnosis.16  Its  value, 
however,  is  very  controversial  and  doubt- 
ful 9.28.33 

Cardiovascular  Syphilis 

There  are  no  electrocardiographic 
changes  that  may  be  considered  helpful 
in  the  recognition  of  luetic  heart  disease. 
The  slurring  and  notching  of  the  Q.R.S. 
complex  and  the  inverted  T waves  which 
are  frequently  found  in  one  or  more  leads 
are  the  result  of  narrowed  coronary  ostia 
and  secondary  myocardial  changes.  It  is 
interesting  to  note  that  whereas  a bundle- 
branch  block  is  a fairly  common  finding 
in  aortic  insufficiency  of  luetic  origin, 
it  is  extremely  rare  in  rheumatic  aortic 
insufficiency. 

Disturbances  of  Cardiac 
Rhythm  and  Heart  Block 

It  is  in  this  group  of  disorders  that 
electrocardiography  gives  its  most  accu- 
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Fig.  3.  Case  of  widely  patent  foramen  ovale  (proved  at  autopsy)  showing  auricular  fibrillation 

and  slight  right  axis  deviation. 


rate  information.  Through  its  use  we 
have  come  to  have  a clearer  understand- 
ing of  the  underlying  pathologic  physi- 
ology.10 There  are  rare  instances  when 
more  than  one  tracing  is  necessary  for  a 
correct  interpretation.  For  the  most 
part,  they  can  be  accurately  differentiated 
with  ease. 

In  medicine,  our  interest  in  any  field 
invariably  increases  when  an  efficacious 
therapeutic  agent  becomes  available. 
Though  the  treatment  of  heart  disease 
is  not  within  the  scope  of  this  paper, 
mention  will  be  made  of  a few  drugs 
to  emphasize  the  importance  of  a careful 
diagnosis,  which  in  many  instances  can 
only  be  satisfactory  with  the  aid  of  elec- 
trocardiography. 

A simple  sinus  arrhythmia  seldom,  if 
ever,  requires  a tracing  for  diagnosis. 
Rarely  one  encounters  difficulty  in  dis- 
tinguishing extrasystoles  from  auricular 
fibrillation.* 

In  flutter  of  two-to-one  or  three-to-one 
block  a tracing  may  be  the  only  means  of 
recognition.  Mention  may  be  made  here 
of  Lian’s  precordial  lead13  which  exag- 
gerates the  auricular  component  of  the 


* I recently  saw  a patient  in  a well-known  cardiac 
clinic  who  had  had  digitalis  for  two  years  because  of 
what  was  considered  to  be  auricular  fibrillation.  A 
tracing  was  taken  for  permanent  record,  and  to  the 
chagrin  of  all  concerned,  it  merely  showed  numerous 
auricular  extrasystoles. 


electrocardiogram.  (The  right  arm  elec- 
trode is  placed  on  the  manubrium  sterni 
and  the  left  arm  electrode  is  put  at 
the  junction  of  the  right  border  of  the 
sternum  with  the  fifth  intercostal  space.) 
It  is  very  useful  in  identifying  indefinite 
P waves  of  small  amplitude. 

It  is  extremely  important  to  distinguish 
the  auricular  and  nodal  paroxysmal  tachy- 
cardias from  the  ventricular  type,  since 
the  former  two  frequently  start  spontane- 
ously in  the  absence  of  any  underlying 
myocardial  pathology,  while  the  latter 
rarely,  if  ever,  occurs  without  the  pres- 
ence of  some  cardiac  “damage”;  the  in- 
citing cause  is  often  a coronary  throm- 
bosis. In  the  treatment  of  auricular  and 
nodal  paroxysmal  tachycardias,  which  do 
not  subside  spontaneously  and  fail  to 
respond  to  ordinary  vagus  stimulation, 
acetyl- &-methylcholine35> 36  and  magne- 
sium sulfate31  have  been  shown  to  be 
quite  effective.  Quinidine,  in  large  doses, 
is  the  drug  of  choice  in  ventricular  tachy- 
cardia. 

Complete  auriculo ventricular  block  of- 
fers another  illustration  that  emphasizes 
the  value  of  a precise  diagnosis.  The 
Stokes- Adams’  attacks  that  occur  in  this 
condition  have  until  recently  always  been 
considered  to  be  the  result  of  ventricular 
arrest.  We  now  know  that  ventricular 
fibrillation  (or  flutter)  may  also  cause 
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Fig.  4.  Case  of  constrictive  pericarditis  showing  progressive  diminution  in  voltage  over  period 
of  two  years.  (/I)  taken  during  stage  of  acute  pericarditis  shows  convex  S.T.  segments  and  in- 
verted T waves  in  lead  1 and  2. 


such  fainting  episodes.8*12  The  impor- 
tance of  this  differentiation  is  readily 
realized  when  the  therapy  is  considered. 
Epinephrine  is  certainly  the  drug  of  choice 
when  the  former  condition  is  present,  but 
in  the  presence  of  ventricular  fibrillation 
it  is  definitely  contraindicated.  While  vis- 
iting the  wards  of  Dr.  Camille  Lian  at 
the  Tenon  Hospital  in  Paris,  I had  the 
pleasure  of  seeing  acetyl-6-methylcholine 
administered  for  the  latter  condition  with 
excellent  results.  It  seemed  capable  of 
terminating  and  preventing  the  seizures. 
Obviously,  it  would  be  dangerous  to  give 
acetyl-6-methylcholine  in  the  presence  of 
ventricular  arrest. 

Occasionally  one  encounters  a confus- 
ing record  with  gross  irregularity  due  to 
over  digitalization.  In  such  instances, 

startling  results  are  witnessed  through 
the  use  of  y5o  gr.  of  atropine. 

An  electrocardiogram  should  most  cer- 
tainly be  made  where  the  nature  of  a 
cardiac  irregularity  is  obscure.  It  will 
identify  parasystole,  the  various  types  of 
extrasystoles,  the  different  degrees  of 
auriculo ventricular  block,  etc.,  but  it 
must  not  be  expected  to  indicate  the 
etiology  or  in  any  way  serve  as  a complete 
cardiac  investigation. 

The  gallop  rhythm  and  double  apical 
impulse  have  been  popularized  as  clinical 
signs  of  bundle-branch  block,  and  al- 


though they  do  suggest  its  presence,  a 
definite  diagnosis  can  only  be  made 
through  electrocardiography. 

Bundle-branch  block  has  been  observed 
as  a temporary  sign  during  acute  infec- 
tions, angina  pectoris,  coronary  throm- 
bosis, and  various  toxic  states.  When 
it  develops  as  the  result  of  a coronary 
occlusion  it  is  likely  to  be  permanent, 
in  which  case  all  other  electrocardio- 
graphic evidences  of  the  infarction  are 
obscured.  The  most  common  cause  of 
a bundle-branch  block  is  coronary  athero- 
sclerosis. Accompanied  by  low  voltage 
in  all  three  leads,  it  is  designated  as  an 
arborization  block,  the  exact  pathology 
of  which  is  uncertain. 

The  combination  of  a bundle-branch 
block  and  short  P-R  interval,  occurring 
in  healthy  young  adults  who  are  prone 
to  have  attacks  of  paroxysmal  tachycar- 
dia or  auricular  fibrillation,  has  been  de- 
scribed by  Wolff,  et  alA5  They  believed 
the  condition  to  be  due  to  a hypertonic 
vagus.  I have  seen  a number  of  older 
patients  with  bundle-branch  block  second- 
ary to  myocardial  “damage”  who  have 
had  attacks  of  paroxysmal  tachycardia 
following  the  administration  of  digitalis. 
One  case  with  the  ventricular  type  of 
paroxysm  may  be  worth  citing. 

A female,  aged  45,  had  an  aneurysm 
of  the  left  ventricle  and  a left  bundle- 
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branch  block  (uncommon  type)  as  the 
result  of  one  or  more  coronary  closures. 
She  was  always  in  mild  failure,  and  in- 
variably with  a change  of  house  officers 
digitalis  was  ordered.  On  three  oc- 
casions, after  receiving  approximately 
12  gr.  of  digitalis,  the  patient  had  a 
paroxysmal  ventricular  tachycardia  that 
passed  off  within  ten  hours  after  digitalis 
was  discontinued.  These  three  attacks 
were  the  only  ones  she  experienced  over 
a period  of  four  months. 

It  is  conceivable  that  the  digitalis  had 
an  effect  similar  to  that  described  by 
Wolff,  et  alA5  Because  of  this  and  similar 
observations,  I believe  that  digitalis 
should  be  given  cautiously  in  the  presence 
of  a bundle-branch  lesion. 

The  value  of  bundle-branch  block  as 
regards  prognosis  is  entirely  dependent 
on  the  etiology,32  i.e.,  when  of  luetic 
origin,  the  prognosis  is  usually  grave; 
as  a congenital  lesion,  it  may  be  compara- 
tively good.  Since  it  is  impossible  to 
recognize  the  cause  of  a bundle-branch 
block  by  its  form  on  a tracing,  we  must 
rely  on  the  clinical  findings  for  a final 
interpretation. 

Congenital  Heart  Disease 

With  the  aid  of  fluoroscopy  and  elec- 
trocardiography, the  diagnosis  of  congeni- 
tal heart  disease  has  become  very  satis- 
factory.17 The  majority  of  congenital 
heart  lesions  in  individuals  who  survive 
the  first  two  years  of  life  can  be  accu- 
rately diagnosed. 

Congenital  lesions  may  produce  unusual 
electrocardiographic  tracings  with  in- 
verted T waves,  high  S.T.  segments,  com- 
plete auriculo ventricular  block,  auricular 
flutter,  etc.  The  most  common  manifes- 
tation is  a right  preponderance  of  wide 
excursion.  In  fact,  a marked  right  axis 
deviation  should  always  suggest  the  pos- 
sibility of  a congenital  heart.  Dextro- 
cardia, the  Eisenmenger  complex,  pul- 
monary stenosis,  or , atresia  of  the  pul- 
monary conus,  with  or  without  other 
lesions  (Tetralogy  of  Fallot) , are  among  the 
most  common  causes  of  such  a deviation. 

Where  the  x-ray  and  physical  signs 
would  lead  one  to  suspect  a widely  patent 


foramen  ovale,  a slight  right  preponder- 
ance with  or  without  auricular  fibrilla- 
tion is  a valuable  aid  in  the  diagnosis.  It 
is  interesting  that  auricular  fibrillation  is 
common  with  this  defect,  thus  distinguish- 
ing it  from  all  other  congenital  cardio- 
vascular malformations.38 

An  interventricular  septal  defect  can 
cause  a partial  or  complete  auriculo- 
ventricular  block  or  a bundle-branch 
block,  but  a normal  tracing  does  not 
exclude  this  possibility:  a cor  trilocular 
biatrium  may  fail  to  give  any  electro- 
cardiographic evidence.* 

An  electrocardiogram  is  of  no  aid  in  the 
recognition  of  a patent  ductus  arteriosus, 
coarctation  of  the  aorta,  or  an  abnormal 
course  of  the  great  vessels. 

Miscellaneous 

A tracing  will  give  very  little  evidence 
of  the  cardiac  reserve.  It  is  impossible 
to  diagnose  congestive  heart  failure  by 
merely  reading  an  electrocardiogram. 
Where  low  voltage  is  present  in  all  three 
leads,  hypothyroidism,  constrictive  peri- 
carditis,6 and  widespread  myocardial 
fibrosis  secondary  to  coronary  sclerosis 
should  be  especially  considered.34-37  The 
fact  that  proper  therapeutic  measures  will 
abolish  the  low  voltage  of  the  first  two 
mentioned  is  evidence  that  it  can  be  pres- 
ent without  real  or  permanent  myocardial 
pathology.  Large  excursions  of  the 
Q.R.S.  complex  are  not  a sign  of  good 
myocardial  efficiency,  nor  have  they  any 
bearing  on  the  prognosis.  A failing 
hypertensive  heart  may  show  enormous 
left  axis  deviation  up  to  the  time  of 
exitus.  When  asked  whether  the  electro- 
cardiogram had  any  value  in  prognosis, 
Sir  James  MacKenzie  is  said  to  have 
responded,  “A  heart  is,  laddie,  what  a 
heart’ll  do.”t  I believe  that  still  holds 
true. 

Almost  any  acute  infection  is  capable 
of  causing  temporary  alterations  in  the 
ventricular  waves.  With  the  exception 
of  the  varying  degrees  of  auriculo  ventricu- 

* Case  of  Dr.  S.  van  Creveld,  Wilhelminagasthuis, 
Amsterdam;  reported  in  the  Maandschr . v.  Kinder- 
geneeskunde.  . „ , , „ , 

t Related  to  me  by  J.  W.  Linnell,  London  Hospital, 
England. 
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lar  block,  which  are  not  uncommon  in 
diphtheria,  these  changes  have  very  little 
significance;  the  survey  of  Thompson, 
et  a/.,39  would  indicate  that  permanent 
heart  damage  as  the  result  of  diphtheria 
is  extremely  rare. 

The  recognition  of  ventricular  hyper- 
trophy through  axis  deviation  can  be 
determined  with  a fair  degree  of  accuracy, 
but  it  is  by  no  means  infallible. n>42>46 
A left  preponderance  is  quite  often  seen 
when  there  is  no  reason  to  suspect  left 
ventricular  hypertrophy,  especially  in 
obese  individuals  with  a high  diaphragm. 
There  may  be  no  axis  deviation  with 
hypertrophy  of  both  ventricles,  and  only 
about  two-thirds  of  all  hypertensives  will 
show  a left  preponderance  in  the  conven- 
tional leads.40  While  the  right  axis  devia- 
tion seen  in  heart  disease  secondary  to 
pulmonary  arteriosclerosis  and  beriberi41 
is  fairly  constant,  it  can  only  be  consid- 
ered as  a very  minor  aid  in  the  recogni- 
tion of  these  conditions. 

There  are  no  constant  or  specific  elec- 
trocardiographic changes  in  hyperthyroid- 
ism, neurocirculatory  asthenia,  or  bac- 
terial endocarditis. 

Summary  and  Conclusions 

Electrocardiography  is  a valuable 
means  of  cardiac  investigation  which 
should  be  employed  with  thoughtful  dis- 
crimination rather  than  as  a routine  pro- 
cedure ; where  it  is  called  upon  to  act  as  a 
“divining  rod”  it  may  be  expected  to  give 
as  much  information  as  that  ancient  in- 
strument. 

An  electrocardiogram  may  be  of  great 
aid  in  the  diagnosis  of  myocardial  in- 
farction, acute  rheumatic  fever,  congenital 
heart  disease,  constrictive  pericarditis, 
and  the  various  cardiac  irregularities. 
Its  value  in  other  diseases  of  the  heart  is 
very  limited. 

A careful  correlation  of  the  clinical 
features  is  absolutely  essential  for  the 
satisfactory  interpretation  of  an  electro- 
cardiogram. 

In  general,  it  may  be  said  that  electro- 
cardiography is  indicated  when  a diag- 
nostic question  remains  after  the  clinical 
features  have  been  thoroughly  studied. 


I am  deeply  indebted  to  Drs.  I.  Ogden 
Woodruff  and  Gertrude  Nicolson  for  the 
valuable  aid  I received  from  them  in  the 
preparation  of  this  paper. 
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ADMINISTRATIVE  MEDICINE 


Haven  Emerson,  M.D.,  New  York  City 


Society,  through  its  instrument  of 
collective  protection  and  order, 
which  we  call  the  government  or  the 
state,  has  permitted  certain  persons  to 
hold  themselves  out  publicly  as  capable 
of  serving  the  sick  and  the  well  by  the 
science  and  art  of  medicine.  This  licens- 
ing of  physicians,  dentists,  and  nurses  is 
based  on  a more  rigorous  educational 
discipline  than  has  so  far  been  required 
of  other  persons  recognized  as  indispen- 
sable to  society  and  to  its  individual  mem- 
bers. The  qualifying  standards  have 
been  from  time  to  time  increased  in  scope 
and  severity  by  the  efforts  of  physicians 
organized  for  this  purpose,  by  institu- 
tions of  professional  education,  and  by  the 
licensing  boards  of  our  respective  states. 

The  people,  persons,  the  family  as 
society’s  most  precious  unit  and  each  of 
its  members,  are  protected  as  never  be- 
fore against  incompetence  among  those 
who  are  trusted  with  the  confidences,  the 
vicissitudes,  the  essential  factors  of  hu- 
man reproduction,  growth,  development, 
and  survival,  in  fact  with  the  application 
of  knowledge  of  human  biology  for  greater 
comfort  and  less  hazard,  longer  years,  and 
better  quality  of  life. 

Legal,  professional,  and  educational 
guarantees  of  an  ever  improving  quality 
of  medical  care  have  increased  the  cost  of 
production  of  this  favored  class,  this 
selected  occupation,  these  agents  who 
serve  a personal  necessity,  a social  de- 
mand, a public  utility,  until  medical  and 
related  professional  services  are  no  longer 
invariably  and  automatically  accessible 
at  their  highest  levels  to  all  and  sundry 
persons,  regardless  of  their  place  of  resi- 
dence, their  occupation,  or  their  ability 
to  pay  for  medical  care  when  or  as  it 
is  needed. 

As  has  been  suggested  by  some,  we 
have  a Rolls  Royce  service  to  offer  that 
many  a Model  T purse  cannot  afford. 


However,  so  many  passengers  through 
life  have  “thumbed  a ride”  on  the  high- 
priced  car,  have  been  welcomed  as  tired 
travelers,  and  been  happily  and  freely 
helped  by  both  speed  and  comfort  in 
some  medical  journey,  that  there  has 
grown  a not  unreasonable  popular  clamor 
for  public  conveyance  at  this  level.  In 
fact,  so  voluble,  so  persuasive  have  the 
actual  purchasers  of  the  high-powered 
modern  medicine  become  in  telling  of  the 
great  benefits,  the  safety,  the  endurance, 
the  freedom  from  anxiety,  the  confidence 
in  arrival  at  even  distant  destinations 
which  their  use  of  the  exquisite  convey- 
ance through  life  has  given  them,  that 
many  of  the  free-riding  public  now  de- 
mand a like  security  and  comfort. 

How  can  this  be  achieved,  if  indeed  it 
can  be  shown  to  be  possible,  considering 
the  differences  in  passengers  and  the 
multifarious  destinations  they  desire, 
often  incompatible  with  the  gas  and  oil 
supply,  the  road-bed,  and  the  traffic 
regulations. 

At  the  moment,  our  federal  government 
has  by  its  power  of  taxation  assumed 
the  role  of  traffic  promoter  and  takes  from 
persons  of  wealth  such  sums  as  may  be 
needed  to  provide  easier  and  quicker 
riding  on  the  highway  to  health  for  those 
who  cannot  now  take  part  in  the  proces- 
sion except  as  foot  passengers  or  hitch- 
hikers. This  will  require  critical  think- 
ing, facts  free  from  propagandish  im- 
plications, time  for  adjustment,  and  a 
generous  share  of  biologic  skepticism 
and  professional  tolerance  if  we  are  to 
salvage  the  good  that  we  know  of,  and  at- 
tain some  of  the  rosy  goals  we  are  told  are 
just  around  the  next  bend  in  the  road, 
without  sacrifice  of  the  elevation,  the 
truly  surprising  heights  of  our  present 
accomplishment. 

Since  we  are  not  face  to  face  with  any 
emergency  created  by  man’s  natural 


1115 


1116 


HA  VEN  EMERSON 


[N.  Y.  State  J.  M. 


enemies,  unless  it  be  by  men  and  na- 
tions, or  threatened  with  failure  of  facts 
to  justify  our  confidence  in  a continu- 
ance of  the  most  encouraging  progress  of 
the  past  decade,  the  best  of  a half  cen- 
tury of  improving  national  health,  we  can 
afford  to  take  stock  of  what  we  have 
created  to  make  the  medical  sciences 
practically  and  economically  effective. 
Disregarding  for  the  moment,  as  a matter 
of  common  knowledge,  the  still  over- 
whelming part  played  by  the  physician 
as  private  practitioner  in  care  of  the  sick 
and  in  directing  persons  and  families 
in  the  ways  of  health  from  the  cradle  to 
the  grave,  or  as  some  would  have  it, 
from  the  womb  or  before  to  the  tomb  and 
thereafter,  let  us  see  what  devices  society 
and  the  state,  or  medicine  and  govern- 
ment, have  created  to  bring  the  consumer 
and  producer  of  medical  services  to- 
gether, and  to  meet  all  reasonable  de- 
mands within  the  means  of  the  com- 
munity and  the  individual  to  pay  for 
them. 

With  the  growth  of  specialization  in 
medical  training,  skills,  and  experience, 
and  in  part  as  a sequel  to  the  elaboration 
and  great  expense  of  apparatus  for 
diagnosis  and  treatment  of  disease,  and 
still  more  because  of  inclusion  of  the 
application  of  preventive  and  curative 
medicine  among  the  functions  of  civil 
government,  there  has  been  an  increasing 
diversion  of  professional  personnel  and  of 
collective  financial  resources  from  the 
individual  to  the  organized  use  of  medical 
arts  and  sciences. 

Almost  all  graduates  of  medicine,  den- 
tistry, and  nursing,  and  their  technical 
associates  in  the  fields  of  biology,  physics, 
and  chemistry,  have  during  their  aca- 
demic or  clinical  training  taken  part  in 
the  work  of  some  medical  service  organi- 
zation, and  a very  large  proportion  of 
them  nowadays  spend  their  entire  pro- 
fessional careers  as  working  members  of 
some  institution  or  agency  devoted  to 
preventive  or  curative  medicine. 

Many  persons  are  familiar  with  the 
objects,  methods,  organization,  and  re- 
sults of  some  particular  medical  ad- 


ministration with  which  they  are  con- 
nected in  an  employed  capacity,  and  it  is 
obvious  that  a large  proportion  of  any 
American  community,  whether  urban  or 
rural,  comes  into  personal  relation  with 
one  or  more  of  the  voluntary  or  govern- 
mental agencies  of  medical  service  each 
year,  whether  seeking  personal  care  in 
sickness  or  receiving,  in  a remote  way, 
some  protection  through  the  local  or  state 
health  department. 

Few  physicians  or  representatives  of  the 
laity  are,  however,  even  superficially 
acquainted  with  the  wide  scope,  varied 
character,  and  close  interrelationship  of 
the  many  public  facilities  for  organized 
care  of  the  sick  and  for  public  health. 

Just  as  the  individual  physician  in  his 
private  relationship  with  his  patients 
distinguishes  in  the  emphasis  and  occa- 
sion of  his  interest  in  preventive  and 
curative  activities,  at  the  same  time 
recognizing  the  necessity  and  value  of 
the  closest  possible  correlation  of  the 
two  for  the  benefit  of  the  patient  and 
family,  so  in  the  field  of  administrative 
medicine,  institutions  and  agencies  do 
generally  and  properly  select  and  equip 
themselves  to  meet  the  needs  of  some 
one  particular  specialty  within  the 
fields  of  sickness  care  and  health  pro- 
tection while  each  organization  shares  in 
some  degree  in  advancing  both. 

While  for  publicity,  and  perhaps  for 
political  convenience,  there  is  some  excuse 
for  including  both  under  the  one  label  of 
public  health,  there  seem  to  be  compelling 
reasons  of  function,  cost,  and  specializa- 
tion of  personnel,  objectives,  and  tech- 
nics that  justify  a clear  distinction  be- 
tween such  organized  services  as  are 
intended  primarily  for  the  determination 
of  a diagnosis  and  provision  of  treat- 
ment for  the  sick  individual,  and  those 
intended  to  protect  the  public  health. 

The  term  “Organized  Care  of  the  Sick" 
will  be  sufficiently  defined  by  listing 
those  special  functions  served  by  institu- 
tions and  agencies  generally  found  in  a 
mature  urban  society  of  today,  and  recog- 
nized as  necessary  to  meet  our  ambition 
for  humane,  competent,  and  economical 
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care  of  the  sick,  namely:  hospital  care 

for  bed  patients;  outpatient  care  for  the 
ambulatory  sick;  convalescent  homes  to 
complete  recovery;  institutional  care 
of  the  chronically  ill ; visiting  nurse 
service  for  the  sick  at  home;  ambulance 
service;  medical  social  service;  home 
medical  care. 

For  a precise  definition  of  public 
health  as  a community  service  I offer 
the  following : Public  health  services 

consist  of  the  application  of  the  sciences 
of  preventive  medicine  through  civil 
government  for  social  ends.  For  military 
needs  and  under  certain  conditions  of 
emergency  or  catastrophe,  the  health  of 
the  civilian  population  is  protected  by 
other  than  the  resources  of  civil  govern- 
ment. Diagnosis  and  care  of  the  sick, 
particularly  of  persons  who  must  be  iso- 
lated to  prevent  the  spread  of  communi- 
cable disease,  may  be  included  among 
the  duties  of  a public  health  service  as  an 
incident  in  the  accomplishment  of  its 
main  objectives.  Voluntary  or  nonof- 
ficial agencies  may  take  a part  in  com- 
munal services  more  properly  the  func- 
tion of  civil  government,  but  such  agen- 
cies are  or  should  be  in  all  instances  en- 
joying a privilege  as  nonprofit  corpora- 
tions, serving  public  purposes  under  the 
law  and  thus  essentially  within  the  con- 
trol of  government.  With  these  quali- 
fications, however,  the  definition  offered 
appears  to  be  accurate  and  sufficient. 

The  public  health,  while  merely  an 
expression  of  the  composite  health  of 
many  individuals,  is  a social  rather  than 
an  individual  objective.  Not  the  per- 
son but  the  crowd  is  the  preoccupation 
of  the  health  department  of  local  and 
state  government,  and  to  this  end  a half- 
dozen  functions  are  found  indispensable: 
Recording,  tabulating,  analyzing,  inter- 
preting, and  publishing  the  natality, 
morbidity,  and  mortality  experience  of 
the  community — so-called  vital  statistics ; 
control  and  prevention  of  communicable 
diseases;  control  of  environmental  factors 
related  to  health,  i.e.,  sanitation  or  pub- 
lic health  engineering;  public  health 
laboratory  service;  protection  of  mater- 


nity, infancy,  and  childhood;  public 
health  education. 

However  much  the  practitioner  of 
medicine  in  his  personal  and  individual 
capacity  may  share  from  choice  or  by 
legal  obligation  in  one  or  many  of  the 
administrative  functions  of  organized 
care  of  the  sick  or  of  public  health,  there 
will  remain  important,  and  I believe 
invaluable,  distinctions  between  his  serv- 
ices as  privately  engaged  at  the  request 
of  patients  seeking  his  opinions,  skills, 
and  the  free  exercise  of  his  judgment,  and 
such  activities  as  he  undertakes  as  a 
member  of  an  organization,  bound,  lim- 
ited, and  controlled  by  group  decisions, 
adjustments,  standards,  and  terms  of 
employment.  There  is  no  greater  com- 
pulsion upon  the  physician,  or  safeguard 
for  the  protection  of  the  patient,  than  the 
unequivocal  and  universal  acceptance 
under  the  law  of  the  physician’s  personal 
responsibility  for  his  every  professional 
act,  unless  it  be  his  moral  and  public 
acknowledgment  of  adherence  to  the  Oath 
of  Hippocrates.  Corporate  practice  of 
medicine  is  illegal,  hazardous,  and  ir- 
responsible in  the  professional  sense. 
Financial  or  commercial  profit  inter- 
vention between  physician  and  patient  is 
inconsistent  with  the  best  interests  of  the 
patient. 

Administrative  medicine  through  its 
social  instruments,  its  institutions  and 
agencies,  seeks  to  increase  their  utility 
and  economy,  and  expand  to  universal 
availability  the  services  of  those  trained 
in  medical  arts  and  science  without  loss 
of  that  quality  of  personal  competence 
and  responsibility  which  the  law  requires 
of  the  doctor  of  medicine  as  an  individual 
practitioner. 

This  is  not  the  time  or  place  to  deal 
with  the  elaborate  systems  of  coordination 
among  the  hospital  and  health  agencies 
separately,  and  between  these  two  groups 
of  public  utilities,  by  the  mechanism  of 
community  councils  and  similar  central, 
controlling,  policy-forming,  or  fund-raising 
agencies.  Hospital  and  health  councils 
are  a peculiarly  American  product,  in- 
digenous in  most  large  cities,  and  essen- 
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tial  for  the  proper  interrelation  and  smooth 
functioning  of  the  member  agencies. 
In  this  way,  competing  institutional  inter- 
ests are  reconciled  with  those  of  the  sup- 
porting and  served  fractions  of  the  public. 

The  relations  among  the  several  cate- 
gories of  institutions,  between  those 
of  like  kind,  and  with  the  public  and  the 
medical  profession  are  intricate,  deli- 
cately balanced,  and  in  general  well  ad- 
justed in  the  process  of  community  or- 
ganization, in  response  to  steadily  in- 
creasing technical  demands  for  excellence, 
and  under  the  pressure  of  financial  neces- 
sity. The  familiar  pattern  of  organiza- 
tion of  voluntary  institutions  serving  a 
medical  purpose  is  that  of  a nonprofit 
corporation  with  a board  of  trustees 
responsible  for  property,  and  a medical 
board  responsible  for  professional  stand- 
ards, personnel,  methods,  and  results,  the 
physician  on  duty  in  all  instances  acting 
in  his  professional  capacity  in  direct 
personal  relation  to  the  patient.  Govern- 
mental institutions  for  the  sick,  whether 
local,  state,  or  federal,  operate  under 
substantially  similar  forms,  public  au- 
thority of  the  appropriate  political  juris- 
diction taking  the  place  of  the  corporate 
board  of  trustees  of  the  voluntary  institu- 
tion, the  medical  staff  representing  often  a 
form  of  unitary  rather  than  group  control, 
and  financial  support  being  wholly  in 
the  form  of  appropriation  of  tax  monies. 

The  capital  investment  in  institutions 
and  agencies  for  care  of  the  sick  in  the 
eleven-and-a-half  million  people  of  the  ur- 
ban and  suburban  New  York  metropolitan 
area  amounts  to  about  $62.52  per  capita 
and  the  annual  maintenance  cost  of  these 
facilities  including  depreciation  is  equiva- 
lent to  $10.17  per  capita.  While  these 
figures  are  probably  somewhat  higher  for 
this,  the  largest  of  the  world’s  urban 
aggregates,  than  for  the  United  States  as  a 
whole,  or  for  smaller  cities,  it  is  probable 
that  equivalent  sums  will  have  to  be  spent 
by  any  modern  community  if  it  decides  to 
avail  itself  of  all  the  resources  of  modern 
medicine  as  New  York  has  attempted  to 
do. 


For  organized  official  and  nonofficial 
agencies,  local,  state,  and  federal,  serving 
the  standard  public  health  functions  as 
defined,  a little  less  than  $1.00  per  capita 
is  spent  on  the  average  annually  by  the 
people  of  the  United  States.  Of  this 
amount  about  60  cents  is  paid  through 
local  and  state  government,  22  cents 
through  federal  government,  10  cents 
through  voluntary  or  nonofficial  health 
agencies,  and  3.5  cents  through  philan- 
thropic foundations.  The  cost  of  water 
purification  and  sewage  works,  which  are 
considered  engineering  services  and  not 
functions  of  health  departments,  amounts 
to  an  additional  38.5  cents  per  capita. 

At  present,  grants-in-aid  to  the  states 
through  the  United  States  Public  Health 
Service  and  the  Children’s  Bureau  for 
specified  health  purposes  and  for  medical 
care  of  certain  categories  of  persons,  vary 
from  11  cents  per  capita  in  the  states  of 
New  York  and  Pennsylvania,  up  to  $2.02 
per  capita  in  the  State  of  Nevada. 

While  there  are  important  differences 
in  the  number  and  scope  of  health  func- 
tions performed  by  the  departments  of 
health  of  the  forty-eight  states,  and  while 
methods  of  budgeting  and  accounting  for 
state  appropriations  for  these  services 
lack  a desirable  comparability,  neverthe- 
less the  range  of  variation  in  the  per 
capita  expenditures  for  official  health 
purposes  by  states  in  1938  suggests  es- 
sential differences  that  cannot  be  equalized 
by  federal  grants  or  administrative  pres- 
sure without  what  many  will  consider 
extravagance.  At  the  lowest  expenditure 
level  we  find  Kansas  with  3 cents  per 
capita,  and  Nebraska  and  Oregon  with 
4 cents,  the  highest  per  capita  expendi- 
ture, $1.31,  being  in  Delaware,  79  cents 
in  Massachusetts,  and  43  cents  in  New 
York.  The  how  and  by  whom  and  what 
for  are  at  least  as  important  as  how  much 
is  expended  for  public  health. 

With  the  resources  and  cooperation  of 
the  private  practitioner  of  medicine,  and 
the  organized  institutions  and  agencies 
referred  to  above,  the  people  of  the  United 
States  have  achieved  an  unprecedented 
improvement  in  health  in  the  past  three- 
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quarters  of  a century.  Without  entering 
here  upon  the  details  of  the  record,  it  is 
certainly  true  that  the  increase  in  average 
age  at  death,  the  reduction  of  incidence 
and  death  rates  from  the  known  prevent- 
able diseases,  and  the  improvement  in 
probability  of  survival  of  the  child  bear- 
ing woman  and  her  offspring,  have  been 
uninterrupted  in  all  the  years  of  our  most 
serious,  extensive,  and  enduring  economic 
and  social  confusion  from  1929  to  date. 
Furthermore,  it  is  apparent  that  for  the 
nation  as  a whole,  and,  with  rare  and 
insignificant  exceptions,  for  each  of  its 
major  regional,  state,  urban,  and  rural 
political  jurisdictions,  for  that  great 
fraction  of  our  wage-earning  population 
included  among  the  industrially  insured, 
and  for  each  economic  and  racial  group  in 
our  population,  the  year  1938  stands  out 
as  the  healthiest  in  our  history.  In  fact, 
it  can  be  said  without  fear  of  contradiction 
that  not  before  in  man’s  recorded  history 
has  so  large  a population  under  one 
government,  so  varied  in  race,  economic 
circumstances,  climatic  and  employment 
conditions,  enjoyed  so  much  security, 
protection,  and  relief  from  the  natural 
causes  of  death.  The  130,000,000  people 
of  our  nation  have  found  ways,  according 
to  their  means,  to  obtain  by  private  in- 
dividual initiative,  through  their  local 
and  state  governments,  and  with  the 
protection  in  interstate  and  interna- 
tional commerce  of  the  federal  govern- 
ment, an  increased  quantity,  improved 
quality,  and  a greater  personal  and  social 
security  in  the  field  of  health  than  has 
been  attained  by  any  comparable  popula- 
tion under  other  forms  of  government,  or 
by  other  methods  of  distribution,  or- 
ganization, or  support  of  the  curative  and 
preventive  resources  of  the  medical  sci- 
ences. 

Among  the  many  experiments  and  pro- 
posals evolved  by  officers  of  the  federal 
government  since  1933  to  recapture  indus- 
trial prosperity,  financial  stability,  and 
social  contentment  and  to  set  us  on  a new 
and  broader  highway  of  progress,  so 
much  desired  by  both  patients  and 
doctors  (as  Kipling  once  defined  the  two 


groups  under  which  all  people  may  be 
classified),  our  active  federal  administra- 
tion has  suggested  a great  extension  of 
the  role  of  the  Public  Health  Service,  of 
the  Children’s  Bureau,  and  of  the  but 
recently  created  Social  Security  Board 
as  builders,  administrators,  and  pay- 
masters for  health  services. 

With  the  health  objectives  hoped  for 
all  will  be  in  sympathy.  With  the  evi- 
dence or  claims  of  past  failure  and  limited 
success  of  existing  services  and  resources 
for  their  support,  some  of  us  may  hesi- 
tate to  agree.  We  are  now  immediately 
concerned  with  the  methods  proposed,  for 
they  appear  to  threaten  the  further  de- 
velopment of  some  of  our  best  tried  and 
most  productive  agencies  for  the  care  of 
the  sick,  also  to  replace  relationships 
delicately  adjusted  and  carefully  bal- 
anced among  local,  state,  and  federal 
governments  and  between  physician  and 
patient,  with  administrative  devices  and 
financial  control  that  are  untested  in 
domestic  experience  and  not  invariably 
credited  with  improvement  in  the  quality 
of  medical  care  for  the  sick  or  a superior 
character  of  health  services  in  other 
countries,  or  at  all  certain  to  keep  the 
medical  sciences  in  our  own  country  free 
from  the  blight  of  officialdom. 

There  appear  to  me  some  fallacies  in 
the  assumption  upon  which  the  extension 
of  federal  spending  for  sickness  care  and 
health  protection  seem  to  be  based.  It  is 
assumed  that  the  health  of  the  people 
of  the  United  States  is  neglected  and  of  a 
low  order.  The  record  is  consistent  to 
the  contrary  effect.  There  are  obvious 
inequalities  in  the  health  status  of  some 
considerable  groups  of  the  population; 
those  suffering  from  inadequate  service 
of  a medical  and  sanitary  nature  are 
certainly  also  handicapped  in  practically 
all  other  respects.  The  causes  are  not 
principally  those  of  failure  of  medical  ad- 
ministration but  are  inherent  in  the  social, 
economic,  and  educational  disadvantages 
of  these  same  people.  Increased  spend- 
ing by  government  for  medical  care  will 
serve  no  permanent  good  where  economic 
and  social  stagnation  prevail.  Improve- 
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ment  in  medical  services  whether  for  the 
sick  or  the  well  is  more  likely  to  result  from 
increase  in  productive  employment,  in 
education,  and  in  standards  of  living  than 
to  be  the  cause  of  these.  Such  social 
backwardness,  delay  in  economic  develop- 
ment, and  public  niggardliness  as  have  de- 
prived some  states  and  more  limited 
areas,  counties,  and  cities  of  the  best 
fruits  of  the  medical  arts  have  not  been 
due  to  the  failure  of  the  medical  profes- 
sion to  offer,  organize  for,  or  promote 
these  ends  so  much  as  to  the  low  levels 
of  understanding,  ambition,  and  financial 
resources  of  the  people.  The  final  and 
total  remedy  of  these  undesirable  situa- 
tions will  come  through  the  slow  proc- 
esses of  economic  and  social,  educa- 
tional and  ethical  reconstruction  rather 
than  from  immediate  and,  in  some  re- 
spects, extravagant  federal  subsidy  for 
medical  services  which  the  people  of  the 
particular  localities  cannot  sustain  and 
are  not  socially  prepared  to  demand  or 
make  competent  use  of. 

A second  assumption,  which  has  been 
sedulously  broadcast  as  if  based  upon 
good  evidence,  and  used  by  the  President, 
by  his  departmental  chiefs,  and  by  the 
senatorial  proponent  of  enabling  legisla- 
tion to  implement  the  principles  of  the 
proposed  program  for  national  health  by 
immediate  national  expenditures  on  a 
large  and  rapidly  increasing  scale,  is  that 
about  one-third,  or  some  40,000,000,  of 
the  people  of  the  United  States  are  unable 
to  obtain,  and  in  fact  need,  but  cannot 
get,  medical  care  in  sickness.  This  as- 
sumption comes  from  an  uncritical  and 
unjustified  reading  of  the  records  of 
the  so-called  “National  Health  Survey,” 
which  in  fact  although  national  in  the 
statistical  sense  was  as  far  as  possible 
from  being  a survey  of  health. 

In  collecting  the  original  information 
included  under  the  title  “National  Health 
Survey,”  a record  was  made  by  persons 
untrained  in  the  vicissitudes  of  medical 
history-taking  of  the  illnesses  causing 
interference  with  usual  work  or  activities 
for  seven  days  or  more,  remembered 
by  some  adult  in  each  of  700,000  families 


for  the  last  twelve  months’  experience  of 
about  2,300,000  members  of  these  house- 
holds. Varying  with  income  status  there 
were  from  70  to  83  per  cent  of  the  re- 
membered illnesses  of  which  it  was  re- 
ported that  the  sick  person  had  been 
served  by  a physician  or  medical  institu- 
tion. So  far  as  practicable  these  re- 
ports of  service  were  verified.  As  was 
to  be  expected,  reports  of  more  cases 
of  sickness,  and  of  less  professional  at- 
tendance were  found  among  the  sick  with 
annual  incomes  of  less  than  $3,000,  or  on 
relief,  than  among  those  whose  income 
was  $3,000  or  over. 

What  was  not  asked  by  the  army  of 
surveyors  was  why  the  remembered  case 
of  illness  did  not  have  medical  atten- 
tion. Certainly  there  are  many  persons 
at  all  economic  levels  who  know  enough 
of  their  medical  needs  and  have  prefer- 
ences of  sufficient  strength  in  the  matter 
of  treatment  of  their  ills,  to  justify  at 
least  in  their  minds  their  not  calling 
upon,  or  being  visited  by  a physician. 
Wherever  there  exists  in  an  American 
community  a visiting  nurse  service,  the 
sick  will  call  for  their  skilled  assistance, 
and  in  a good  proportion  of  these  calls  the 
nurse  finds  that  medical  attendance  or 
her  own  return  visit  would  not  profit  the 
patient.  In  the  last  11,000  calls  upon  a 
visiting  nurse  service  in  three  large  bor- 
oughs of  New  York  City,  and  in  these  by 
the  poorest  people  in  the  community, 
only  1.3  per  cent  of  the  cases  lacked 
medical  care  of  an  acceptable  kind. 
There  are  multitudes  of  people  who  dose 
and  diet  and  manipulate  themselves  for 
even  long  periods  of  illness  and  not 
mainly  because  of  the  lack  of  the  price  of 
the  doctor’s  visit.  There  is  certainly  a 
great  deal  of  seven-day-or-more  dis- 
ability from  illness  or  injury  for  which 
time,  patience,  and  courage  are  as  likely 
to  help  the  patient  as  generous  application 
of  diagnostic  resources  to  give  a label 
to  the  disease  and  therapeutic  means  to 
relieve  passing  and  perhaps  unavoidable 
discomfort.  There  can  be  no  doubt 
in  the  minds  of  persons  engaged  in  the 
practice  of  general  medicine  that  many 
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people  prefer  not  to  have  a doctor  for 
their  familiar  illnesses.  While  it  is  clear 
from  the  published  reports  of  this  exten- 
sive study  that  the  authors  have  not 
made  unreasonable  deductions  but  have 
limited  themselves  to  the  relation  of  the 
facts  of  record,  those  persons  in  of- 
ficial and  social  life  concerned  with  federal 
policy  formation,  with  propaganda,  with 
politics,  with  promotion  of  social  atti- 
tudes and  support  of  legislation,  have 
not  hesitated  to  declare  that  a third  or 
more  of  our  population  lacks  medical 
attendance,  and  to  imply  in  familiar 
and  subtle  ways  that  the  chief  reason 
for  this  is  the  lack  of  competent  distribu- 
tion and  organization  of  physicians  to 
meet  the  public  needs.  You  will  find 
this  idea  spread  throughout  the  free  and 
the  official  press  that  40,000,000  Ameri- 
cans lack  needed  medical  care.  This 
statement  has  been  commented  upon 
in  foreign  periodicals. 

What  has  been  read  out  of  the  “Na- 
tional Health  Survey”  by  officers  in 
prominent  positions  in  our  federal  govern- 
ment, as  it  has  been  used  to  influence 
public  policy  and  bring  discredit  upon  the 
humanity,  competence,  and  service  of  the 
medical  profession  in  our  country,  ap- 
pears to  me  to  be  contrary  to  widespread 
experience,  both  medical  and  lay,  which 
shows  that  those  who  need  medical  care 
and  want  it  are  receiving  it,  except  where 
poverty  and  sparsity  of  population  groups 
have  prevented  physicians  from  settling 
among  them,  or  distance  and  delay  in 
transportation  have  made  immediate 
medical  services  impracticable. 

On  the  basis  of  the  two  assumptions  of 
poor  and  neglected  national  health  and 
lack  of  medical  care  for  forty  millions  of 
our  people,  another  is  built,  namely, 
that  much  increased  expenditure  for  sick- 
ness and  health  services  will  make  great 
improvements  in  general  well  being, 
regardless  of  the  pre-existing  and  still 
continuing  economic  and  social  inequali- 
ties that  afflict  a large  part  of  the  popula- 
tion. 

Experience  of  local  and  state  health 
officers  is  that  in  general,  appropriations 


for  health  have  increased  absolutely 
and  in  relation  to  other  items  of  cost  of 
civil  government  in  the  past  thirty  years 
about  as  fast  as  local  and  state  communi- 
ties have  been  able  to  afford,  and  as 
widely  as  trained  personnel  have  been 
obtainable  to  carry  out  the  increasingly 
difficult  and  responsible  technologic  pro- 
cedures. 

Furthermore,  it  must  be  recalled  that 
all  tax  money  withdrawn  from  a state 
by  the  federal  government  to  be  allo- 
cated for  purposes  determined  to  be  pref- 
erentially desirable  by  chiefs  of  federal 
bureaus,  after  subtraction  of  a portion 
to  maintain  federal  officers  and  offices 
and  supervisory  and  controlling  func- 
tions, hampers  the  state  by  just  this 
amount  in  its  own  self-determined  policies 
of  local  government.  No  one  will  cavil  at 
the  helping  of  less  fortunate  states  by 
granting  them  aid  from  their  wealthier 
neighbors  through  the  medium  of  some 
single  competent  federal  health  agency. 
But  when  each  of  the  three  federal  grant- 
ors of  subsidies  selects  two  major  objects 
of  expenditure,  almost  everywhere  recog- 
nized as  functions  of  state  and  local 
government,  and  in  the  main  provided 
for  up  to  the  limit  of  local  resources,  and 
for  this  sixfold  purpose  through  a tri- 
partite administration  from  Washington 
demands  greatly  increased  tax  revenue 
from  each  state  to  return  according  to  a 
balanced  formula  in  some  proportion 
to  each  state,  then  we  have  a right  to 
consider  if  the  original  and  secondary  as- 
sumptions are  sound.  Grants  to  the 
needy  states  are  quite  a different  matter 
from  turning  over  income  from  all  states  to 
be  doled  out  to  all  states  by  persons  less 
acquainted  with  the  wishes  and  needs  of 
the  respective  localities  than  are  the  of- 
ficers of  the  communities  themselves. 

And  yet  even  this  entry  into  and  in- 
terference with  local  self-determination 
might  be  understood  and  accepted  with 
good  grace  if  there  were  any  real  support 
for  a fourth  assumption  that  has  been 
exploited  on  the  basis  of  what  was  called  a 
“National  Health  Conference,”  namely, 
that  there  is  a widespread,  spontaneous, 
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informed  demand  by  the  laity,  and  par- 
ticularly by  the  unemployed,  the  unem- 
ployable, the  relief  and  subsistence- 
level  wage  earners,  by  organized  labor,  by 
agricultural  laborers  and  others,  for  an 
amount  and  quality  of  medical  care  and 
health  protection  not  now  available  to 
them,  and  not  to  be  obtained  for  them 
by  the  usual  and  traditional  channels  of 
local  and  state  government,  and  from 
their  own  tax-supported  institutions  and 
agencies.  Surely  a hand-picked  collec- 
tion of  a couple  of  hundred  persons,  even 
though  representing  influential  groups  of 
both  consumers  and  producers  of  medical 
care,  but  be  it  noted  in  no  instance  desig- 
nated to  speak  with  authority  on  behalf 
of  their  constituencies  on  the  merit  of  the 
facts  or  proposals,  surely  such  a group 
cannot  be  thought  of  as  competent  to 
endorse  so  considerable  an  innovation  in 
governmental  practice  and  balance,  even 
if  it  had  had  time  and  opportunity  to 
read,  hear,  study,  and  discuss  the  enor- 
mous mass  of  matter  presented  under  the 
aegis  of  the  Interdepartmental  Committee 
and  its  technical  aids,  which  was  not  the 
case.  General,  free,  open  discussion  was 
impossible  from  the  very  time  limitations 
under  which  the  members  met.  There 
was  no  conference,  there  was  no  adjust- 
ment, compromise,  concession,  or  agree- 
ment undertaken  or  arrived  at.  The 
formula  and  pattern  of  the  occasion  were 
familiar.  Predigested  material  widely 
publicized  by  advance  agents  of  the 
government  was  delivered  in  concentrated 
form  to  an  audience  mostly  heavily 
conditioned  by  careful  selection,  and 
weighted  in  favor  of  the  proposals,  under 
circumstances  that  forbade  serious  argu- 
ments pro  or  con.  Furthermore,  until 
the  form  that  enabling  legislation  was  to 
take  had  been  determined  upon,  all  the 
conferees  could  say  was  “interesting  if 
true,  and  what  is  to  happen  next?”  In- 
stead of  an  impression  of  an  informed 
popular  demand,  we  see  the  carefully 
manipulated  results  of  ingenious,  per- 
sistent, organized,  and  costly  federal 
propaganda  and  publicity,  the  chief 
object  of  which  would  appear  to  be  to 


create  in  the  public  mind  a sense  of  abuse, 
of  neglect,  of  dissatisfaction  with  present 
medical  care  for  the  poor  and  the  wage- 
earner,  and  with  health  services  for  every- 
one. 

Now  that  we  have  the  expression  of  a 
federal  health  policy  before  us  in  legal 
phraseology  in  the  Wagner  National 
Health  Bill,  Senate  Bill  1620,  we  can 
determine  the  extent  to  which  opposition 
and  support  has  been  brought  to  bear. 

There  is  an  assumption  inherent  in  the 
conditions  of  the  Wagner  bill  that  ap- 
pears to  be  of  major  importance,  namely, 
that  the  health  officers  and  their  staff  of 
state  and  subordinate  jurisdictions  of 
civil  government  who  have  in  the  main 
been  appointed,  trained,  and  qualified 
for  expert  services  for  health  protection, 
where  not  selected  only  on  political 
qualifications,  can,  by  virtue  of  increased 
appropriations,  more  particularly  federal 
grants  to  the  states  and  under  federal 
regulation  and  restrictive  standards, 
deal  expertly  with  the  elaborate  services 
required  for  the  sick  in  hospitals,  dispen- 
saries, and  in  individual  homes,  in  spite 
of  their  lack  of  clinical  qualifications  or 
familiarity  with  diagnosis  and  treatment 
of  general  medical  and  surgical  conditions. 
The  state  health  officer  is  the  person  who 
will  be  responsible  on  behalf  of  the  state 
to  receive  and  expend  the  increased 
federal  and  matched  state  monies  called 
for  under  the  Wagner  act.  It  will  be  his 
duty  to  direct  state  employees  in  the 
general  practice  of  obstetrics,  pediatrics, 
and  orthopedics,  as  well  as  to  serve  his 
usual  functions  as  executive  officer  of  a 
department  of  public  health. 

A clear  distinction  should  be  made  and 
accepted  between  the  functions  of  public 
health  to  be  carried  out  under  officers 
trained  and  experienced  in  this  specialty 
of  applied  medical  science,  and  the  care 
of  the  sick,  which  with  very  rare  excep- 
tions, state,  city,  and  county  health 
officers  are  unqualified  to  undertake  or 
direct.  Health  officers  are  chosen,  where 
they  are  appointed  on  the  basis  of  profes- 
sional qualifications,  not  because  they  are 
highly  skilled  in  diagnosis  and  treatment 
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of  general  illness,  medical,  surgical,  and 
clinical  specialties,  but  because  they  have 
trained  themselves  in  the  administrative 
application  of  preventive  measures  of 
sanitation,  communicable  disease  con- 
trol, and  in  the  fields  of  maternity  and 
child  hygiene  and  in  industrial  hygiene. 
One  might  as  well  call  on  the  cobbler 
to  repair  the  radio  set  as  to  expect  the 
health  officer  to  be  a leader  in  manage- 
ment of  general  disease  in  the  community. 

It  is  not  now,  and  it  should  not  be 
allowed  to  become,  the  function  of  a 
local  or  state  department  of  health  to 
engage  in  the  practice  of  general  cura- 
tive medicine,  which  should  continue  to 
be  as  it  is  now,  a function  of  the  medical 
profession  and  of  the  medical  institutions 
and  agencies  created  by  society  and  local 
government  by  voluntary  and  official  re- 
sources for  the  purpose  of  affording  good 
care  for  the  sick. 

Health  departments  should  not  be  ex- 
pected to  engage  in  the  practice  of  obstet- 
rics, pediatrics,  or  orthopedics.  These 
are  functions  of  the  medical  profession 
and  medical  institutions,  and  only  under 
rare  and  backward  conditions  of  social 
and  economic  development  will  the 
health  authorities  find  it  necessary  to 
administer,  by  physicians  and  nurses 
under  their  official  direction,  medical 
services  for  women  and  children,  which 
in  the  usual  standards  of  life  in  the  United 
States  are  carried  out  through  the  private 
relationship  between  family  and  family 
physician,  and  wherever  available  with 
the  assistance  of  the  visiting  nurse. 

Some  familiarity  with  state  and  local 
health  officers  convinces  me  that  the 
quality  and  attention  to  their  principal 
duties,  i.e.,  prevention  of  disease  and 
promotion  of  health,  will  suffer  deteriora- 
tion if  the  major  expenditures  under  their 
jurisdiction  and  hence  public  and  politi- 
cal and  political  interest,  are  for  the 
care  of  general  sickness.  A slight  ac- 
quaintance with  the  performance  of 
health  services  will  reveal  to  any  critical 
physician  many  crudities  and  omissions 
that  can  be  remedied  best  by  concentra- 
tion of  the  attention  of  experts  on  sani- 


tation and  preventive  medicine.  Public 
health  is  a vocational  specialty  of  ad- 
ministrative medicine  which  has  begun 
to  emerge  from  the  undifferentiated  mass 
of  medicine  as  did  the  clinical  specialties. 
Organized  care  of  the  sick,  as  known  to 
hospital  administrators  and  medical 
boards  and  the  clinical  specialties  re- 
quires at  least  as  much  expertness  and 
experience  as  does  the  direction  of  a 
health  department.  Few  indeed  are  the 
health  officers  or  departments  of  cities, 
with  health  and  hospitals  under  one 
director,  where  excellent  health  work  in 
either  field  can  be  found  over  any  con- 
siderable period  of  time. 

Again  the  vicissitudes  of  partisan  poli- 
tics and  the  irresponsibility  of  elected 
governors  of  many  of  our  states  in  the 
appointment  and  dismissal  of  the  state 
health  officer  makes  any  thoughtful 
citizen,  particularly  if  he  be  a physician, 
hesitate  to  vest  in  such  an  appointive 
officer  responsibility  for  duties,  decisions, 
and  policies  requiring  a high  degree  of 
permanence  of  position,  and  freedom  to 
exercise  professional  rather  than  politi- 
cal discretion.  Consideration  of  the 
terms  of  office,  length  of  services,  quali- 
fications, and  accomplishments  of  the 
state  health  officers  of  the  past  two 
decades  will,  I believe,  persuade  an 
unprejudiced  student  of  government  of 
the  unwisdom  of  loading  upon  the  office 
or  person  of  state  health  commissioner 
the  burden  of  organized  care  of  the  sick 
at  government  expense,  while  the  serv- 
ice for  health  still  falls  so  far  short  of  its 
optimum  and  possible  performance  in  a 
good  many  states,  and  among  these  some 
of  our  largest  in  both  area  and  popula- 
tion. 

There  is  one  further  assumption  that 
is  less  clearly  expressed  but  nevertheless 
has  been  voiced  with  some  emphasis 
among  proponents  of  expansion  of  federal 
functions  in  the  medical  field.  I refer 
to  the  suggestion  that  by  the  use  of 
federal  funds  the  education  of  physicians, 
sanitarians,  nurses,  and  other  related 
personnel  required  in  the  public  health 
field  can  be  extended  and  hastened 
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better  by  federal  subsidy  to  individuals 
and  favored  institutions,  than  by  inde- 
pendent development  of  student  bodies 
and  institutions  now  engaged  in  pro- 
fessional education. 

There  is  no  experience,  accomplish- 
ment, or  leadership  in  the  field  of  pro- 
fessional education  among  the  officers 
or  employees  of  the  federal  government 
of  a quality  equal  to  what  is  to  be  found 
in  the  nonpolitical  state  and  endowed 
institutions  in  the  United  States  today. 

Every  draft  of  tax  funds  from  the 
states  to  be  distributed  according  to  some 
federal  formula  or  departmental  criterion 
starves  and  hampers  the  states  that 
have  means  to  carry  their  own  loads  and 
share  with  their  neighbors,  and  replaces 
self-dependence  and  local  initiative  and 
resourcefulness  in  the  backward  and  im- 
poverished states  by  encouraging  their 
dependence  upon  federal  doles  for  purely 
local  and  state  functions  for  care  of  the 
.sick  and  for  public  health. 

Fortunately,  I believe,  the  Wagner 
National  Health  Bill  does  not  provide 
for  a federal  compulsory  sickness  in- 
surance scheme,  but  it  is  important  to 
note  that  if  any  state  adopts  for  its 
people  such  a plan  for  medical  care  of 
low  income  groups,  large  federal  funds 
would  be  available  if  authorized  and 
appropriated  under  such  an  act  to 
assist  in  initiating  it  and  giving  it  finan- 
cial stability.  If  any  such  state  legisla- 
tion should  become  effective  we  should 
probably  find  that  the  device  of  federally 
abetted  state  compulsion  of  sickness 
insurance  schemes  upon  certain  classes 
of  the  population,  who  are  especially 
dependent  because  of  low  earning  power 
and  lack  of  facilities  for  effective  volun- 
tary association  to  carry  the  cost  of 
sickness,  would  represent  a mere  repe- 
tition of  the  unsatisfactory  systems  of 
medical  services  developed  in  the  era  of 
social  deception  and  central  govern- 
mental dominance  by  Bismarck  and 
Lloyd  George,  neither  of  which  has 
brought  adequacy,  superiority,  or  pro- 
fessional or  lay  satisfaction  to  Germany 
or  Great  Britain. 


It  is  my  present  opinion  that  the  pro- 
visions of  the  Wagner  Health  Bill  are 
such  that  if  it  were  enacted  and  the 
appropriations  were  authorized  as  in- 
tended, public  health  would  be  set  back 
rather  than  advanced.  It  seems  to  me 
that  the  policy  of  which  this  bill  is  the 
first  specific  federal  expression  would 
tend  to  destroy  the  strongest  motives  of 
self-reliance  and  local  and  state  responsi- 
bility by  creating  a sense  of  dependence 
upon  remote  federal  officers,  unfamiliar 
with  the  respective  needs,  ambitions, 
and  capacities  of  the  widely  varied  state 
populations  and  governments. 

Only  a threatened  social  calamity  of 
catastrophic  proportions  would  seem  to 
me  to  justify  such  a revolution  in  the 
proper  control  over  functions  reserved 
by  the  Constitution  to  the  police  powers 
of  the  states. 

There  is  much  that  can  and  should  be 
done  by  and  within  the  federal  govern- 
ment which  might  raise  the  prestige  and 
improve  the  performance  of  administra- 
tive medicine  for  the  sick  and  for  health 
throughout  the  nation.  It  would  appear 
by  the  wording  of  Executive  Order  7481 
of  October,  1936,  that  the  President 
expected  his  Interdepartmental  Com- 
mittee to  prepare  a plan  for  better 
coordination  of  the  health  and  welfare 
functions  of  the  federal  government. 
This  committee  appears  to  have  been 
more  concerned  with  using  federal  money 
to  affect  the  performance  of  health 
services  in  the  states  than  with  putting 
the  federal  health  house  in  order. 

The  following  are  suggested  as  de- 
sirable changes  in  organization  and  classi- 
fication of  policies  which  might  improve 
the  nation’s  health  through  a federal 
health  service: 

1.  An  inclusive,  all-embracing  de- 
partment of  health  with  a Secretary  of 
the  President’s  Cabinet  at  its  head  and  a 
permanent  commissioned  medical  officer 
in  charge  of  all  its  executive  functions. 
With  the  exception  of  the  Division  of 
Vital  Statistics  of  the  Bureau  of  the 
Census  and  the  medical  services  of  the 
Army  and  Navy,  all  medical  care  and 
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public  health  functions  of  the  federal 
government  should  be  under  this  de- 
partment, and  all  grants-in-aid  to  the 
states  for  medical  and  health  purposes 
should  issue  through  an  officer  of  this 
department  and  not  through  three 
bureaus  as  at  present. 

2.  Grants-in-aid  to  the  states  should 
be  made  only  to  those  states  that  can 
be  shown  to  be  so  disadvantaged  by 
economic,  racial,  or  sanitary  factors  that 
they  cannot  provide  even  a reasonable 
minimum  or  necessary  quantity  and 
quality  of  health  protection  for  their 
population  or  to  assume  reasonable 
health  protection  for  the  people  of 
contiguous  states. 

3.  Research  in  the  medical  sciences 
should  be  developed  at  the  highest  level 
and  in  any  fields  where  it  is  evident  that 
state  or  local,  voluntary  or  official  re- 
sources are  insufficient  to  make  the  best 


use  of  the  expanding  fields  of  knowledge 
for  prevention  of  disease. 

4.  Channels  of  communication  and 
means  of  distribution  should  be  de- 
veloped for  the  widest  educational  use 
of  information  which  will  be  helpful  to 
the  laity  and  to  the  professions  con- 
cerned with  the  application  of  the  medi- 
cal sciences.  Among  the  uses  of  educa- 
tional publicity  should  be  included  in- 
formation upon  the  shortcomings  and 
reasons  therefore  which  prevent  the 
people  of  a state  or  states  from  reaping 
the  benefits  of  competent  health  services. 

5.  The  federal  government  should 
refrain  from  using  its  powers  of  taxation 
to  usurp  police  powers  reserved  to  the 
states  by  the  Constitution,  and  should 
avoid  even  the  appearance  of  coercion 
by  the  use  of  grants-in-aid  to  lead  state 
governments  into  the  practice  of  so- 
called  general  curative  medicine. 


Deaths  of  New  York  State  Physicians 


Name 

Lawrence  D.  Alexander 
Frank  E.  Benjamin 
Edward  G.  Cox 
Emory  A.  Didama 
Joseph  A.  Dillon 
James  C.  Fitch 
Bernard  Frankel 
John  Frevola 
Harrie  A.  James 
Marcus  Junger 
Alexander  Lambert 
Claude  C.  Lytle 
John  A.  Manzella 
James  T.  McKenna 
Walter  C.  Moodie 
Lawrence  J.  Osborne 
Norbert  Rieser 
Irving  H.  Russo tto 
McClelland  Shellman 
Harvey  L.  Van  Pelt 
Philip  G.  Wickens 


Age  Medical  School 

61  Virginia,  U.  & Bell. 

71  P.  & S. 

71  Albany 

77  Syracuse 

69  P.  & S. 

76  N.  Y.  U. 

70  N.  Y.  U. 

44  U.  & Bell. 

78  N.  Y.  U. 

64  Cracow 

77  P.  & S. 

65  Syracuse 

33  Padua 

76  Albany 

56  Nebraska 

70  Dartmouth 

43  Freiburg 

46  Univ.  & Bell. 

30  Minnesota 

61  Cornell 

36  Rochester 


Date  of  Death  Residence 

April  23 

Manhattan 

April  30 

Riverhead 

May  5 

Gilbertsville 

April  14 

Cortland 

May  3 

Manhattan 

April  22 

Manhattan 

April  23 

Bronx 

April  28 

Brooklyn 

May  2 

Manhattan 

April  28 

Bronx 

May  9 

Manhattan 

May  3 

Geneva 

April  18 

Cohoes 

April  17 

Troy 

May  7 

Valhalla 

April  28 

Manhattan 

May  3 

Manhattan 

April  8 

Bronx 

May  6 

Manhattan 

April  26 

Ithaca 

April  12 

Rochester 

HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 
April  24  and  25,  1939 


The  133rd  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  was  held  at  the  Syracuse  Hotel, 
Syracuse,  New  York,  on  Monday,  April  24, 
1939,  at  10:15  a.m. 

Dr.  James  M.  Flynn,  Speaker;  Dr.  Louis  H. 
Bauer,  Vice-Speaker;  Dr.  Peter  Irving,  Secre- 
tary; Dr.  Edward  C.  Podvin,  Assistant  Secre- 
tary. 

Speaker  Flynn:  The  House  will  be  in  order. 

1.  Report  of  the  Reference  Committee  on 
Credentials 

Speaker  Flynn:  The  Chair  recognizes  Dr. 

Peter  Irving,  Chairman  of  the  Reference  Com- 
mittee on  Credentials. 

Secretary  Irving:  Mr.  Speaker,  there  are 

no  disputed  delegations,  and  all  those  seated  are 
entitled  to  vote. 

Speaker  Fylnn:  I now  declare  the  133rd 

Session  of  the  House  of  Delegates  open  for  the 
transaction  of  business. 

2.  Roll  Call 

The  Secretary  called  the  roll  by  counties  and 
stated : ‘ ‘ There  is  a quorum  present . * * 

3.  In  Memoriam  of  Three  Departed  Members 

Sreaker  Flynn:  Will  the  members  of  the 

House  kindly  rise  in  memory  of  three  who  have 
passed  on  since  the  last  session:  Arthur  G. 

Root,  Frederick  H.  Flaherty,  and  Carl  Boettiger. 

The  members  rose  and  stood  for  a moment 
in  silence  in  memory  of  these  departed  members. 

4.  Approval  of  the  Minutes  of  the  1938  Session 

Secretary  Irving:  I move  that  the  reading 

of  the  minutes  be  dispensed  with,  and  that  they 
be  approved  as  published  in  the  Journal  in 
the  June  15,  July  1,  July  15,  and  August  1,  1938, 
issues. 

The  motion  was  seconded,  and  unanimously 
carried. 

5.  Reference  Committees 

Speaker  Flynn:  Mr.  Secretary,  please  read 

the  appointments  of  the  reference  committees. 

Secretary  Irving:  I move  you,  sir,  that 

the  reports  of  the  officers  and  committees  which 
have  been  published  and  distributed  to  the  mem- 
bers of  the  House  be  referred  to  the  respective 
reference  committees  without  reading. 

The  motion  was  seconded,  and  there  being 
no  discussion,  was  put  to  a vote,  and  was  unani- 
mously carried. 

The  reference  committees  for  1939  are  as 
follows : 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 

Peter  Irving,  Chairman,  New  York 

Edward  C.  Podvin,  Bronx 

John  L.  Sengstack,  Suffold 

Arthur  C.  Hartnagel,  Tioga 

Bernard  S.  Strait,  Yates 


REFERENCE  COMMITTEE  ON  REPORT  OF 
PRESIDENT: 

Robert  Brittain,  Chairman,  Delaware 
William  W.  Street,  Onondaga 
Coburn  A.  L.  Campbell,  Suffold 
Howard  Fox,  New  York 
Herbert  H.  Bauckus,  Erie 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  I: 

Introduction 

Postgraduate  Medical  Education  (also  supplemen- 
tary report) 

Public  Health  Matters 
Maternal  Welfare 

Walter  D.  Ludlum,  Chairman,  Kings 
Horace  M.  Hicks,  Montgomery 
John  J.  Buettner,  Onondaga 
W.  Grant  Cooper,  St.  Lawrence 
Stephen  H.  Curtis,  Rensselaer 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  II: 

Medical  Care  Surveys  in  New  York  State 
Medical  Relief 

Thomas  M.  Brennan,  Chairman,  Kings 
William  Hale,  Jr.,  Oneida 
Walter  P.  Anderton,  New  York 
Edgar  O.  Boggs,  Lewis 
Stephen  R.  Monteith,  Rockland 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  III: 

Medical  Expense  Nonprofit  Indemnity  Insurance 
(also  supplementary  report) 

Workmen’s  Compensation  (also  supplementary 
report) 

Leo  F.  Simpson,  Chairman,  Monroe 
Edward  C.  Wood,  Westchester 
Andrew  Sloan,  Oneida 
Harvey  P.  Hoffman,  Erie 
John  B.  D’Albora,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IV: 

Legislation  (also  supplementary  report) 

Publication  and  Medical  Publicity 
Charles  A.  Anderson,  Chairman,  Kings 
Edgar  Bieber,  Chautauqua 
Charles  C.  Trembley,  Franklin 
Samuel  B.  Burk,  New  York 
Morris  Maslon,  Warren 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  V: 

Annual  Meeting  Arrangements 
The  late  Dr.  Frederick  H.  Flaherty 
"M.D.”  License  Plates 
New  York  State  Board  Nominations 
Malpractice  Group  Plan  Insurance 
Revision  of  Principles  of  Professional  Conduct 
(special  committee) 

Homer  J.  Knickerbocker,  Chairman,  Ontario 

Francis  N.  Kimball,  New  York 

Daniel  J.  Swan,  Queens 

Willard  H.  Veeder,  Monroe 

Thurber  Le  Win,  Erie 

REFERENCE  COMMITTEE  ON  REPORTS  OF 

SECRETARY,  CENSORS,  AND  DISTRICT 
BRANCHES 

Louis  A.  Van  Kleeck,  Chairman,  Nassau 
William  B.  Cornell,  Albany 
J.  Stanley  Kenney,  New  York 
William  A.  MacVay,  Monroe 
Albert  A.  Gartner,  Erie 
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REFERENCE  COMMITTEE  ON  REPORTS  OF 
TREASURER  AND  TRUSTEES: 

Supplementary  Report  of  Treasurer 
Frederic  E.  Sondern,  Chairman,  New  York 
Aaron  Sobel,  Dutchess 
Peter  J.  DiNatale,  Genesee 
William  Klein,  Bronx 
John  J.  Rooney,  Monroe 

REFERENCE  COMMITTEE  ON  REPORT  OF 
LEGAL  COUNSEL: 

Edward  H.  Cunniffe,  Chairman,  Bronx 
Harry  C.  Guess,  Erie 
Alfred  M.  Heilman,  New  York 
Albert  G.  Swift,  Onondaga 
Merwin  E.  Marsland,  Westchester 
REFERENCE  COMMITTEE  ON  NEW  BUSINESS  A: 
George  Baehr,  Chairman,  New  York 
William  C.  Treder,  Schenectady 
G.  Scott  Towne,  Saratoga 
Arthur  F.  Heyl,  Westchester 
Richard  H.  Sherwood,  Niagara 
REFERENCE  COMMITTEE  ON  NEW  BUSINESS  B: 
Frederic  C.  Conway,  Chairman,  Albany 
Emily  D.  Barringer,  New  York 
James  M.  Dobbins,  Queens 
Laurance  D.  Redway,  Westchester 
Clarence  V.  Costello,  Monroe 
REFERENCE  COMMITTEE  ON  NEW  BUSINESS  C: 
Floyd  J.  Atwell,  Chairman,  Otsego 
J.  Lewis  Amster,  Bronx 
Alec  N.  Thomson,  Kings 
George  A.  Burgin,  Herkimer 
Leo  F.  Schiff,  Clinton 

Speaker  Flynn  : There  are  tables  in  the  rear 

of  the  room  and  also  in  the  balcony  for  each  and 
every  reference  committee,  and  each  one  is 
plainly  marked.  In  the  rear  of  the  room  there 
are  stenographers  waiting  to  type  the  four  copies 
that  are  needed  of  resolutions  and  reports  of 
reference  committees.  I take  this  occasion  to 
advise  all  of  those  who  wish  to  submit  resolutions 
or  any  of  those  wishing  to  take  up  business 
with  the  committees  to  consult  them  in  their 
different  places  where  they  will  conduct  the  busi- 
ness of  the  committee. 

Are  there  any  supplementary  reports? 
Secretary  Irving:  Mr.  Speaker,  there  have 

been  distributed  mimeographed  sheets  to  every 
member,  which  contain  a supplementary  report 
on  legislation  from  the  Council  Committee  on 
Legislation,  and  a supplementary  report  to 
Part  III  on  Medical  Expense  Indemnity  Insur- 
ance from  the  Council. 

6.  Supplementary  Report  of  Council  Committee 
on  Legislation — Part  IV 

Section  74 

The  annual  report  of  the  Council  Committee 
on  Legislation  appearing  in  the  March  15  issue 
of  the  New  York  State  Journal  of  Medicine  is 
incomplete,  because  even  at  this  writing,  the 
Legislature  is  still  in  session  and  obviously, 
therefore,  a final  report  cannot  be  given  as  to  the 
disposition  of  the  bills  in  which  we  as  medical 
men  are  interested.  Perhaps  through  a last- 
minute  bulletin  we  may  keep  you  informed. 

For  the  sake  of  emphasis  on  the  extreme  im- 
portance of  having  a closely  knit  legislative 
setup  and,  even  at  the  risk  of  repetition,  we 
should  like  to  explain  briefly  our  plan.  All 
bills  introduced  in  Albany  in  which  there  is 
even  the  most  remote  possibility  of  medical 
interest  are  reviewed  by  our  Executive  Officer, 


Dr.  Joseph  S.  Lawrence,  and  through  his  very 
efficient  secretary.  Miss  Briggs,  mailed  to  the 
members  of  the  Legislative  Committee  and 
County  Chairmen,  and  are  reviewed  for  the  mem- 
bers of  our  bulletin  mailing  list.  Bulletins  are 
mailed  frequently  by  the  Committee  indicating 
our  action  in  short  briefs,  and  when  possible 
the  legislative  action  on  the  various  bills. 

County  Chairmen  are  asked  to  have  commit- 
tees large  enough  to  detail  one  member  to  each 
legislator  in  the  district.  Every  member  of  the 
County  Committee  is  an  important  cog  in  the 
machinery  and,  if  he  fails  to  contact  his  legisla- 
tor or  does  not  familiarize  himself  with  the  bill 
under  discussion,  there  is  a distinct  breakdown  in 
our  system. 

The  Legislative  Committee  is  deeply  grateful 
to  all  of  the  County  Legislative  Chairmen  and 
members  of  their  committees  for  their  close 
cooperation  and  hard  work.  We  wish  to  exhort 
them  never  to  become  discouraged,  for  not  in- 
frequently, despite  many  contacts,  we  find  that 
bills  which  we  have  either  opposed  or  approved 
vigorously  are  adversely  voted  upon  by  almost 
all  of  the  members  of  one  or  the  other  political 
party.  This  malady  is  apparently  incurable. 

The  Committee  studies  every  bill  very  care- 
fully in  order  to  decide  whether  to  support  or 
oppose  it  and  all  comments  received  from  County 
Committees  and  bulletin  readers  are  likewise 
carefully  considered  before  a decision  is  reached. 
If  a bill  relates  only  to  a particular  field  in  the 
practice  of  medicine,  advice  is  sought  from  lead- 
ing physicians  in  those  specialties. 

No  one  can  deny  that  organized  medicine  is 
being  continually  placed  in  a defensive  position. 
Magazines,  radio,  newspapers,  propaganda  or- 
ganizers, and  orators,  even  from  our  own  ranks, 
seem  to  have  banded  together  to  disseminate 
reams  of  misinformation.  Are  we  sufficiently 
aroused  as  to  the  type  of  propaganda  and  tech- 
nic on  our  own  doorsteps?  Consider  for  a 
moment  Bill  S-1620,  introduced  in  the  United 
States  Senate  by  Mr.  Wagner.  This  bill  is 
also  known  as  the  National  Health  Act  of  1939. 
It  has  been  said  that  in  some  respects  this  meas- 
ure is  a greater  menace  than  such  previously 
Wagner-sponsored  legislation  as  the  NRA  and 
the  National  Labor  Relations  Act.  It  is  also 
stated  that  the  sponsors  of  this  bill  consider  its 
passage  at  this  session  of  Congress  unimportant, 
but  that  it  is  the  opening  gun  of  a fight  that  will 
be  carried  through  1940. 

For  eight  months,  preparation  by  movies, 
radio,  and  other  means  of  propaganda,  including 
criminal  prosecution  of  medical  associations  and 
physicians,  has  been  under  way.  An  attempt 
has  been  made  to  create  the  impression  that 
American  Medicine  is  inadequate ; that  a crisis  in 
medical  care  is  imminent;  and,  that  the  only 
solution  of  the  entire  problem  is  State  Medicine. 

In  our  own  state  we  have  the  Goldstein  and 
recent  Wagner  bills.  Both  are  subtle  and  adroit 
enabling  bills  which  allow  federal  agencies  at 
their  discretion  to  allocate  funds  to  the  states 
on  a basis  of  population  or  of  the  financial  re- 
sources of  the  state.  This  would  give  Mississippi 
and  Arkansas  (low  income  states)  two  federal 
dollars  to  each  state-expended  dollar  at  the 
expense  of  the  more  populous  states  such  as  New 
York  State.  Bills  like  the  Goldstein  and  Wag- 
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ner,  Jr.,  have  a large  popular  appeal,  the  back- 
ing of  labor  and  a huge  group  of  socialistically 
inclined  individuals.  Such  bills  have  already- 
been  introduced  in  seven  states. 

It  must  be  apparent  that  our  Legislative 
Bureau  is  one  of  the  most  important  branches  of 
our  activities.  Every  member  of  our  Society 
should  consider  himself  or  herself  a member  of  a 
vast  legislative  committee.  Someone  has  said 
that  at  some  time  a doctor  enters  every  home. 
Do  we  realize  our  potential  strength? 

We  are  fortunate  indeed  that  our  Legislative 
Bureau  is  under  the  efficient  guidance  of  Dr. 
Joseph  S.  Lawrence,  a veteran  in  the  service  and 
one  thoroughly  familiar  with  legislative  pro- 
cedure. In  order  to  fortify  and  make  our  posi- 
tion at  Albany  more  secure,  the  Committee  on 
Legislation  has  a suggestion  to  make.  We  feel 
that  we  should  have  been  seriously  embarrassed 
last  winter  in  the  event  that  anything  had  oc- 
curred, as  for  instance  illness,  to  deprive  us 
temporarily  of  Dr.  Lawrence’s  services. 

There  are  many  more  contacts  and  perhaps 
closer  ones  that  could  be  made  with  our  county 
units  if  the  Executive  Officer  were  provided 
with  an  assistant.  Much  of  the  detail  work, 
such  as  compiling  information  for  bulletins, 
routine  office  work,  etc.,  could  be  done  by  such 
an  officer. 

Various  individuals  have  suggested  that  the 
Executive  Officer  and  the  Legislative  Bureau 
should  have  legal  representation  in  Albany.  I 
would  call  your  attention  to  the  fact  that  the 
counsel  for  the  Medical  Society  of  the  State  of 
New  York  has  always  given  freely  and  cheer- 
fully as  much  of  his  time  as  was  needed.  In 
addition  to  this,  a retired  Judge  of  the  Supreme 
Court,  living  in  Albany,  examines  and  gives  his 
opinion  to  the  Executive  Officer  on  all  medical 
legislation. 

The  business  of  the  Medical  Society  of  the 
State  of  New  York  at  Albany  has  always  been 
conducted  in  a dignified  and  honorable  way  and 
the  Council  Committee  on  Legislation  feels  that 
the  Society  should  never  be  officially  repre- 
sented there  except  by  a graduate  in  medicine. 

In  our  zeal  to  combat  outstanding  objection- 
able legislation,  we  are  likely  to  forget  that  many 
other  bills  are  presented  to  the  Legislature  which 
also  need  attention.  Thus  far  thirty-nine  bills 
have  been  reported  killed  in  committee  this  year. 
Many  of  these  were  opposed  by  us.  A few  of 
those  killed  we  had  approved.  Particularly 
among  these  were  the  radiology  bill  and  several 
automobile  insurance  bills.  The  chiropractic 
bill  could  not  be  killed  in  committee,  but  was 
defeated  on  the  Assembly  Floor.  The  osteop- 
athy bill  could  not  be  defeated  in  the  Assembly 
Committee,  either,  and  it  passed  the  Assembly, 
but  with  no  marginal  votes.  Seventy-six  votes 
are  required  for  the  passage  of  a bill  in  the  As- 
sembly and  the  osteopaths  mustered  just  ex- 
actly that  number  of  votes  Our  lien  bill  and 
full-citizenship  bill  were  reported  by  their  re- 
spective reference  committees  to  the  Committee 
on  Rules  in  the  Assembly.  We  hope  that  they 
will  in  time  be  reported  out. 

The  amendment  to  the  Insurance  Law,  which 
will  permit  organization  of  medical  indemnity 
corporations,  has  passed  the  Assembly  and  is 
with  the  Insurance  Committee  in  the  Senate. 


In  spite  of  serious  efforts  to  change  the  amend- 
ment by  the  representatives  of  the  hospital 
insurance  corporations,  so  as  to  permit  of  one 
corporation  supplying  both  hospital  service  and 
medical  indemnity  insurance,  the  bill  was  not 
amended  and  remains  as  we  had  approved  it 
last  summer.  The  prospects  of  this  bill  being 
enacted  into  law  are  very  good. 

There  still  remain  before  the  Assembly 
seventy-two  bills  in  which  we  have  more  or  less 
interest  and  several  of  these  are  outright  health 
insurance  bills,  while  some  others  are  modified 
propositions  for  socializing  medicine.  So  long 
as  the  Legislature  remains  in  session  it  is  possible 
that  bills  will  continue  to  be  introduced  and  now 
it  seems  as  though  there  is  little  prospect  of  ad- 
journment before  the  middle  of  May. 

7.  Supplementary  Report  of  Council  on  Medical 
Expense  Indemnity  Insurance — Part  III 

Sections  30,  67 

In  the  field  of  Medical  Expense  Insurance, 
the  Council  presents  for  discussion  the  following: 

Tentative  Basis  and  Suggestions  for  Plans  for 
Medical  Expense  Indemnity  Insurance 

1.  It  must  be  nonprofit. 

2.  It  should  involve  cash  indemnity  and  not 
medical  service. 

3.  Patients  must  have  absolute  freedom  of 
choice  in  selecting  a duly  qualified  physi- 
cian from  all  those  qualified  to  practice 
and  willing  to  give  service  within  the 
locality  covered  by  the  operation  of  the 
company. 

4.  No  third  party  may  be  permitted  to  come 
between  the  patient  and  his  physician  in 
any  medical  relation.  The  method  of 
providing  service  must  retain  a permanent 
confidential  relation  between  the  patient 
and  the  physician. 

5.  The  fees  should  not  be  below  those  of  the 
Workmen’s  Compensation  schedule;  but 
there  must  be  no  interference  with  higher 
fees  being  charged  to  the  higher  income 
group. 

6.  All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession. 
This  includes  all  medical  phases  of  institu- 
tions involved  in  the  service,  it  being 
understood  that  hospital  service  is  but  the 
extension  of  the  equipment  of  the  physi- 
cian. Also  there  should  be  no  restriction 
on  treatment  or  prescribing  not  formulated 
and  enforced  by  the  organized  medical 
profession. 

7.  The  eventual  aim  of  any  plan  should  be 
to  cover  medical  care  in  the  office,  home, 
and  hospital,  although  at  the  start  it  may 
not  be  possible  from  an  actuarial  stand- 
point to  cover  all  of  these  in  one  policy. 

Secretary  Irving:  There  will  also  come 

from  the  Council,  to  be  presented  by  Dr.  Thomas 
P.  Farmer,  Chairman  of  the  Council  Committee 
on  Public  Health  and  Education,  a report  from 
that  Committee,  which  I think  should  be  read 
at  this  time.  It  has  not  been  distributed. 
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8.  Supplementary  Report  of 
Council  Committee  on  Public  Health  and 
Education — Part  I 

Section  46 

Dr.  Thomas  P.  Farmer:  The  Council  wishes 
to  make  the  following  supplementary  report  in 
regard  to  certain  recommendations  made  to  the 
Council  by  its  Committee  on  Public  Health  and 
Education,  at  the  last  meeting  of  the  Council  on 
April  13: 

Four-day  Institute  on  Dietetics. — For  a long 
time,  the  Council  Committee  on  Public  Health 
and  Education,  and  its  predecessor,  the  Standing 
Committee  on  Public  Health  and  Medical 
Education,  have  given  consideration  to  plans 
for  the  extension  of  the  State  Medical  Society’s 
program  on  medical  education  for  physicians. 
These  committees  have  felt  that  it  would  be 
desirable  to  establish  graduate  courses  in  resb 
dence  at  various  centers  throughout  the  state. 
The  success  of  the  Pneumonia  Institutes  held 
during  the  past  two  years  have  encouraged  the 
Committee  to  feel  that  such  courses  would  be 
enthusiastically  received  by  the  profession  and 
of  practical  advantage  to  the  physician.  The 
Council  Committee  on  Public  Health  and 
Education  is  now  prepared  to  organize  a course 
of  lectures  on  Dietetics,  which  would  include 
twelve  lectures  on  the  relationship  of  diet  to  health 
and  various  diseases,  given  by  well-known  authori- 
ties in  this  field,  with  each  lecture  supplemented 
by  demonstrations  on  practical  dietetics  by 
capable  dietitians.  An  outline  for  such  a course 
has  been  prepared  through  the  cooperation  of  the 
Committee  and  the  New  York  Dietetic  Associa- 
tion. This  proposed  Institute  could  be  or- 
ganized to  be  given  in  the  fall  of  this  year,  at 
one  of  the  universities  of  the  state,  in  coopera- 
tion with  its  College  of  Medicine  and  its  College 
of  Home  Economics,  and  if  successful,  could  be 
readily  repeated  in  other  places.  It  is  proposed 
to  have  these  lectures  given  in  four  whole-day 
sessions,  with  three  subjects  considered  each 
day.  An  attendance  of  from  fifty  to  one- 
hundred  physicians  could  be  cared  for.  The 
Committee  suggests  that  a registration  fee  of 
ten  dollars  be  charged,  not  only  to  aid  in  defray- 
ing the  expenses  of  this  Institute,  in  whole  or  in 
part,  but  also  to  assure  a regular  attendance  and 
to  assure  those  who  have  registered  that  they 
will  not  be  disturbed  by  a vacillating  attendance. 
The  Commissioner  of  the  State  Department  of 
Health  has  intimated  that  this  plan  would  re- 
ceive financial  support  from  that  Department. 
The  Council  would  like  from  the  House  of  Dele- 
gates an  expression  as  to  their  approval  of  the 
plan  in  regard  to  the  various  matters  mentioned. 

Reallocation  of  School  Funds. — This  subject 
was  brought  to  the  attention  of  the  Council 
through  a resolution  received  from  the  West- 
chester County  Medical  Society.  This  resolu- 
tion called  attention  to  the  fact  that  school 
authorities  placed  an  unnatural  emphasis  on 
attendance  records  in  order  to  avail  themselves 
of  the  largest  amount  of  state  funds  possible, 
and  leads  these  authorities  to  cause  children  to 
attend  school  who  are  afflicted  with  minor,  non- 
disabling,  but  highly  contagious  physical  condi- 
tions and  that  this  condition  i s dangerous  from 


the  standpoint  of  public  health,  both  for  the 
child  afflicted  and  for  his  schoolmates.  The 
Council  Committee  on  Public  Health  and  Educa- 
tion has  discussed  this  matter  with  a group  repre- 
senting physicians,  school  administrators,  school- 
teachers, public  health  authorities,  and  repre- 
sentatives of  the  State  Departments  of  Health 
and  Education.  While  there  is  unanimity  of 
opinion  that  it  is  highly  undesirable  for  chil- 
dren afflicted  with  any  illness,  regardless  of  its  dis- 
abling character,  to  be  allowed  to  attend  school, 
on  the  other  hand  it  is  still  questionable  whether 
a change  in  the  method  of  the  allocation  of  state 
funds  for  common  schools  would  accomplish 
this  result.  Furthermore,  until  a satisfactory 
alternative  method  for  allocating  these  funds 
has  been  proposed,  which  would  not  have  this 
drawback,  it  would  seem  undesirable  to  recom- 
mend such  a change.  In  the  meanwhile,  it 
does  seem  desirable  to  draw  to  the  attention  of 
the  school  authorities,  teachers,  and  physicians, 
the  fact  that  the  prompt  exclusion  of  all  children 
suffering  from  any  illness  is  essential  from  the 
standpoint  of  public  health  and  results  in  higher 
annual  attendance,  according  to  reliable  experi- 
ence. The  Committee  also  recommends  that 
steps  be  taken  to  remedy  conditions  whereby  a 
community  suffering  from  a local  epidemic  would 
not  be  penalized  because  of  this  in  the  matter  of 
granting  state  funds. 

School  Health  Work. — The  recent  inquiry  made 
by  the  State  Board  of  Regents  as  pertains  to 
school  health  work.  At  the  same  time  that  the 
Council  Committee  discussed  the  matter  of 
the  reallocation  of  school  funds,  it  considered 
this  question  with  the  same  group.  It  was  the 
consensus  of  opinion  of  the  group  that  because 
several  suggestions  made  in  this  study  were  of 
doubtful  value  and  that  other  methods  than 
those  proposed  in  the  report  should  be  studied, 
this  was  a matter  of  importance  to  all  physi- 
cians and  the  Committee  should  continue  its 
conferences  on  this  subject. 

Sulfanilamide — Restriction  of  the  Sale  of 
Sulfanilamide  and  its  Derivatives  as  well  as  other 
drugs,  to  sale  on  physicians’  prescriptions  only. 
The  Council  Committee  recommended  some 
time  ago  to  the  Council  that  proper  steps  should 
be  taken  to  have  necessary  regulations  included 
in  the  Sanitary  Code,  by  the  Public  Health 
Council,  to  accomplish  these  results.  The 
Secretary  of  the  State  Society  has  informed  the 
Public  Health  Council  of  this  action,  but  it  is 
questionable  whether  the  Public  Health  Council 
has  the  authority  to  proceed  in  this  matter,  or 
whether  the  proper  regulations  can  be  effected 
by  the  State  Board  of  Pharmacy.  If  this  can- 
not be  done,  the  Council  Committee  recom- 
mends the  initiation  of  proper  legislation  for  this 
purpose. 

Speaker  Flynn:  That  will  be  referred  to 

Reference  Committee  on  the  Council — Part  I. 

9.  Supplementary  Report  of  Council  Committee 
on  Workmen’s  Compensation — Part  III 

Section  66 

Dr.  David  J.  Kaliski:  I am  not  going  to 

read  a supplementary  report.  I merely  wish  to 
announce  that  I have  available  a number  of 
matters  for  the  Reference  Committee.  Among 
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those  are  certain  uniform  standards  for  the 
qualification  of  physicians  which  we  have  been 
working  on  for  more  than  a year  and  which  are 
now  available  for  consideration. 

We  also  have  the  partial  results  of  a question- 
naire which  was  sent  out  to  the  various  County 
Societies  of  the  state  asking  their  opinion  about 
various  aspects  of  the  Workmen’s  Compensation 
Law. 

We  have  to  announce  that  a conference  be- 
tween the  insurance  carrier’s  organization  and 
the  hospitals  throughout  the  state  has  resulted 
in  a uniform  standard  of  fees  for  hospital  service 
both  in  the  metropolitan  area  and  in  the  upstate 
area. 

We  wish  also  to  announce  that  with  the  co- 
operation of  counsel  we  have  instituted  a suit, 
or  we  are  about  to  institute  a suit,  against  an 
insurance  carrier  for  violation  of  certain  provi- 
sions of  the  Workmen’s  Compensation  Law  in 
regard  to  the  sending  out  of  lists  of  physicians. 
Efforts  with  the  Industrial  Council  and  the 
Industrial  Commissioner  have  not  availed  in 
abating  this  unfair  practice,  so  the  only  thing 
that  we  could  do  under  the  circumstances  was 
to  institute  a suit  against  this  organization. 

There  are  a number  of  other  matters  which 
are  pending  with  the  Council  in  regard  to  hos- 
pital care  bills,  and  these  are  in  the  hands  of  the 
Council  at  this  time. 

We  also  wish  to  announce  that  we  have  made 
an  effort  to  have  the  Industrial  Commissioner 
remove  the  5 per  cent  discount  which  is  now  per- 
mitted for  the  payment  of  physicians’  bills 
within  a thirty-day  period. 

There  is  only  one  final  matter  of  importance, 
which  I have  been  asked  to  present  to  the  House 
more  as  a matter  of  information  than  anything 
else. 

Under  date  of  April  11,  the  Hon.  Michael  J. 
Murphy,  Deputy  Industrial  Commissioner, 
Department  of  Labor,  has  submitted  to  your 
Director  copy  of  a memorandum  submitted 
by  Mr.  Murphy  to  the  Director  of  the  Division 
of  Statistical  Information  of  the  Department  of 
Labor  requesting  him  to  make  a study  of  closed 
compensation  cases  in  which  the  medical  re- 
ports (C-104;  C-4)  were  filed  within  the  period 
required  by  law. 

I am  attaching  hereto  a report  prepared  by  the 
Department  of  Labor  which  indicates  that  both 
forms  were  on  file  in  the  Department  in  only 
54.5  per  cent  of  the  cases  investigated;  it  fur- 
ther indicates  that  in  only  43.6  per  cent  of  the 
cases  was  the  C-4  form  received  by  the  Depart- 
ment of  Labor  within  the  twenty-day  period  as 
required  by  law. 

The  investigation  was  made  to  ascertain 
whether  the  complaint  was  justified  that  the 
failure  to  file  reports  promptly  was  one  reason 
for  the  delay  in  the  payment  of  compensation 
to  the  injured  workmen  and  also  for  the  exces- 
sive number  of  notices  of  controversy  filed  with 
the  Department. 

The  statistics  cover  an  examination  of  one 
thousand  New  York  City  closed  compensation 
cases,  of  accidents  occurring  on  or  after  January 
1,  1938,  two  and  a half  years  after  the  new 
compensation  law  went  into  effect. 

This  examination  was  made  in  March  of  1939 
and  includes  only  data  from  reports  filed  by  the 
first  attending  physician.  The  reports  of  other 


attending  physicians  on  the  same  cases  were  not 
included. 

Of  the  1,000  cases  examined  545,  or  54.5  per 
cent,  contained  both  C-4  and  C-104  forms;  326 
cases,  or  32.6  per  cent,  contained  only  the  C-4 
form;  75  cases  or  7.5  per  cent  contained  only  the 
C-104  forms;  and  54  cases  or  5.4  per  cent  did  not 
contain  either  a C-4  or  C-104  form.  The  C-4 
form  was  filed  in  871  cases  or  87.1  per  cent;  and 
the  form  C-104  in  620  cases  or  62  per  cent  of  the 
1 ,000  cases  examined.  In  6 1 .3  per  cent  of  the  cases 
the  C-4  forms  were  signed  within  the  twenty- 
day  period  by  the  first  attending  physician, 
but  in  only  43.6  per  cent  of  such  cases  were 
these  forms  received  by  the  Department  of  La- 
bor within  twenty  days  or  less.  In  63.2  per 
cent  cases  they  were  received  between  20-30 
days;  in  73.1  per  cent  within  40  days;  in  88 
per  cent  of  all  cases  the  physicians  signed  the 
C-104  form  within  two  days  or  less,  but  in  only 
40.5  per  cent  of  these  cases  were  the  forms  re- 
ceived by  the  Department  within  two  days  or 
less.  However,  in  80.4  per  cent  the  Department 
received  the  forms  in  from  three  to  five  days. 
The  tables  (pages  1131, 1132)  give  the  data  on  file. 

From  these  reports  and  studies,  it  would  seem 
that  after  two  and  a half  years  from  the  date  the 
new  law  went  into  effect,  many  physicians 
throughout  the  city  were  not  complying  with 
the  rules  and  regulations  of  the  Department  of 
Labor  and  the  law  in  filing  their  reports  on  time, 
and  were  thus  prejudicing  the  interests  of  the  in- 
jured claimant,  in  so  far  as  prompt  payment  of 
compensation  for  time  lost  is  concerned. 

The  complaint  of  the  insurance  carriers  that 
the  delay  in  paying  compensation  is  occasionally 
due  to  the  failure  of  the  attending  physician  to 
file  the  necessary  reports  on  time  in  order  to 
enable  the  carrier  to  adjudicate  the  patient’s 
claim  for  compensation  seems  to  be  justified. 

It  is  obvious  that  the  insurance  carriers  are 
overlooking  the  strict  letter  of  the  law  of  section 
13-a(4)  which  states: 

“No  claim  for  medical  or  surgical  treatment 
shall  be  valid  and  enforceable.  . . . unless 
within  forty-eight  hours  following  the  first 
treatment  the  physician  giving  such  treatment 
furnish  to  the  employer  and  Industrial  Com- 
missioner a preliminary  notice and 

within  twenty  days  thereafter  a more  complete 
report.  . . . The  Industrial  Commissioner  may 
excuse  the  failure  to  give  such  notices  within 
the  designated  periods  when  it  finds  it  to  be 
in  the  interest  of  justice  to  do  so.” 

In  very  few  instances  have  insurance  carriers 
insisted  that  physicians  who  have  failed  to  file 
their  reports  on  time  appear  before  the  Indus- 
trial Board  for  excuse  in  accordance  with  the 
above  section. 

Under  the  circumstances  and  in  view  of  the 
results  of  dilatory  filing,  which  prejudice  both 
the  claimant’s  and  the  doctor’s  interests,  medical 
societies  and  Workmen’s  Compensation  Boards 
throughout  the  state  should  make  a concerted 
effort  to  bring  home  to  all  those  who  have  been 
qualified  under  the  Workmen’s  Compensation 
Law  the  necessity  of  prompt  submission  of  the 
required  reports  on  the  acceptance  of  treat- 
ment of  a compensation  claimant. 

I will  make  available  to  the  Reference  Com- 
mittee the  complete  report. 
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Special  Procedure  Study.  Promptness  in  Filing  Forms  C-4  and  C-104  by  First  Attending  Physician 
{Based  on  1,000  closed  compensated  cases — New  York  City  Office — for  accidents  occurring  on  and 

after  January  1,  1938 ) 


Table  1. — Number  and  Per  Cent  of  Total  Cases  with  Forms  Filed  by  First  Attending  Physicians 


Number  of 

Percentage 

Cases  with 

Cases 

of  Total 

Both  C-4  and  C-104 

545 

54.5 

C-4  only 

326 

32.6 

C-104  only 

75 

7.5 

No  C-4  or  C-104 

54 

5.4 

Total 

1000 

100.0 

TABLE  2. — Number  and  Per  Cent  of  Forms  Filed  by  First  Attending  Physician 


Cases  Forms  Per  cent 

Form  Examined  Filed  Forms  Filed 

C-4 1,000  871  87.1 

C-104 1.000  620  62.0 


TABLE  3. — Number  of  Tabulated  Forms  Filed 

Nontabulatable  Forms  Date  of 
First 


Form 

Total 

Number  of 
Forms  Filed 

Tabulat- 

able 

Forms 

Total 

Treatment 

Not 

Stated 

Signature 

Not 

Stated 

C-4 

871 

770 

101 

85 

16 

C-104 

620 

612 

8 

1 

7 

TABLE  4. — Promptness  of  Signing  Form  C-4 

(Days 

Elapsed  from  Date  of  First  Treatment  to  Date  of  Signing  Report) 

Number 
of  Forms 

Percentage 

Days 

Number  of 

Days  Elapsed 

Filed 

of  Total 

Elapsed 

Forms  Filed 

Percentage 

2 or  less. . 

85 

11.0 

2 or  less 

85 

11.0 

3-5 

39 

5.1 

5 or  less 

124 

16.1 

6-10 

90 

11.7 

10  or  less 

214 

27.8 

11-15 

125 

16.2 

15  or  less 

339 

44.0 

16-20 

133 

17.3 

20  or  less 

472 

61.3 

21-25 

89 

11.6 

25  or  less 

561 

72.9 

26-30 

7.1 

30  or  less 

616 

80.0 

Over  30.  . 

154 

20.0 

Over  30 

154 

20.0 

770 

100.0 

770 

100.0 

TABLE  5. — Promptness  in  Filing  Form  C-4 


(Days  Elapsed  from  Date  of  First  Treatment  to  Date  of  Receipt  of  Report  by  Department)* 


Days  Elapsed 

Number 
of  Forms 
Filed 

Total 

Percentage 

Days 

Elapsed 

Number  of 
Forms  Filed 

Percentage 

20  or  less 

336 

43.6 

20  or  less 

336 

43.6 

21-30 

151 

19.6 

30  or  less 

487 

63.2 

31-40 

76 

9.9 

40  or  less 

563 

73.1 

41-50 

50 

6.5 

50  or  less 

613 

79.6 

51-60 

42 

5.5 

60  or  less 

655 

85.1 

61-70 

30 

3.9 

70  or  less 

685 

89.0 

Over  70 

85 

11 

Over  70 

85 

11.0 

770 

100 

770 

100.0 

* Includes  96  forms  for  which  "date  of  first  hearing"  was  substituted  for  "date  of  receipt  by  department"  due  to 
absence  of  department’s  stamp  on  forms. 


TABLE  6. — Promptness  in  Signing  Form  C-104 


(Days  Elapsed  from  Date  of 
Number 
of  Forms 


Days  Elapsed  Filed 

2 or  less 539 

3-5 38 

6-10 13 

11-15 8 

16-20 

21-25 4 

26-30 4 

Over  30 6 


First  Treatment  to  Date  of  Signing  Report) 


Percentage 
of  Total 
88.0 
6.2 
2.1 
1.3 

".7 

.7 

1.0 


Days 
Elapsed 
2 or  less 
5 or  less 
10  or  less 
15  or  less 


Number  of 
Forms  Filed 
539 
577 
590 
598 

602 

606 

6 


613 


Percentage 

88.0 

94.2 

96.3 
97.6 

98.3 
99.0 

1.0 

100.0 


100.0 


25  or  less 
30  or  less 
Over  30 


612 
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TABLE  7. — Promptness  in  Filing  Form  C-104 
(Days  Elapsed  from  Date  of  First  Treatment  to  Date  of  Receipt  by  Department*) 


Days  Elapsed 

Number 
of  Forms 

Percentage 

Days 

Number  of 

Filed 

of  Total 

Elapsed 

Forms  Filed 

Percentage 

2 or  less 

248 

40.5 

2 or  less 

248 

40.5 

3-5 

244 

39.9 

5 or  less 

492 

80.4 

6-10 

65 

10.6 

10  or  less 

557 

91.0 

11-15 

20 

3.3 

15  or  less 

577 

94.3 

16-20 

5 

.8 

20  or  less 

582 

95.1 

21-25 

3 

.5 

25  or  less 

585 

95.6 

26-30 

8 

1.3 

30  or  less 

593 

96.9 

Over  30 

19 

3.1 

Over  30 

19 

3.1 

612 

100.0 

612 

100.0 

* Includes  6 forms  for  which  "date  of  first  hearing”  was  substituted  for  "date  of  report  by  department”  due  to  ab- 
sence of  department’s  stamp  on  form. 


10.  Supplementary  Report  of  the  Treasurer 

Sections  60,  61 

Dr.  George  W.  Kosmak:  This  supplemen- 
tary report  is  in  accordance  with  the  custom  of 
recent  years  because  at  the  time  that  the  regular 
reports  are  published  there  is  not  really  sufficient 
information  available  except  that  contained  in 
the  auditor’s  statement,  which  up  to  the  time 
when  the  other  reports  go  to  press  has  not  been 
sufficiently  studied.  Therefore,  I am  making 
this  supplementary  report: 

Your  Treasurer  is  delegated  as  the  custodian 
of  the  funds  of  your  Society,  which  he  supervises 
and  administers  under  the  direction  of  the 
Board  of  Trustees  and  in  accordance  with  the  pro- 
visions of  the  annual  budget.  To  insure  the 
faithful  performance  of  his  duties  he  is  per- 
sonally bonded.  He  is  a member  of  the  Council 
and  also  attends  the  meetings  of  the  Board  of 
Trustees.  His  more  constant  and  active  func- 
tion, however,  is  that  of  disbursing  officer  and 
he  is  required  to  pay  all  bills  submitted  by  ex- 
ecutives and  bureaus  to  the  limits  of  the  annual 
appropriations  passed  upon  by  the  Budget 
Committee,  the  Council,  and  the  Board  of 
Trustees.  Such  budgetary  allowances  usually 
are  based  each  year  upon  previous  experiences 
of  the  particular  bureau  or  officer.  Perhaps  this 
procedure  is  the  most  practical  and  simple  way 
to  allocate  the  Society’s  funds.  Several  years’ 
experience  of  your  Treasurer  in  their  disburse- 
ment convinces  him  that  more  careful  considera- 
tion should  be  given,  however,  to  our  financial 
status  in  respect  to  such  allocations  and  to  the 
liberal  spending  policy  that  has  prevailed.  In 
other  words,  it  has  appeared  to  your  Treasurer, 
and  this  is  said  without  prejudice  or  rancor, 
that  there  is  manifest  no  particular  effort  at 
economy  in  the  conduct  of  the  Society’s  finances, 
especially  in  such  items  as  salaries,  office  ex- 
penditures, mimeographing,  postage,  telephone 
charges,  miscellaneous  travel,  and  a number  of 
others.  Your  Treasurer’s  functions  do  not 
include  those  of  a critic  and  he  has  no  power  to 
institute  any  policies  of  thrift.  He  cannot  re- 
frain, however,  from  expressing  his  belief  in  the 
latter,  for  such  expressions  may  be  characteris- 
tic of  his  class.  Likewise  he  feels  that  possibly 
there  is  an  insufficient  return  in  some  instances 
to  the  Society  for  certain  larger  expenditures 
and  that  more  economy  is  possible  in  the  conduct 
of  certain  bureaus  and  the  activities  of  certain 
officials.  If  this  can  be  demonstrated,  then  it 
should  constitute  a matter  for  careful  con- 
sideration and  study  by  the  Budget  Committee 


and  the  Board  of  Trustees.  The  latter  has  a 
direct  responsibility  for  managing  and  conserv- 
ing the  Society’s  funds  and  should  exercise  its 
authority  in  this  respect. 

May  I be  permitted  at  this  point  to  give  you 
the  reasons  for  my  concern  and  to  present  my 
own  views  of  the  financial  status  of  your  Society. 
The  auditors’  statement  gives  in  full  the  details 
of  the  financial  transactions  for  the  calendar 
year  1938,  and  there  is  apparently  a balance  of 
$32,692.22  between  income  and  outgo.  I will 
attempt  to  show  that  this  is  what  the  stockbroker 
designates  as  a “paper  balance’’  and  that  it  does 
not  afford  a true  picture  of  the  situation.  This, 
of  course,  is  no  reflection  on  our  accountants, 
whose  function  is  purely  that  of  examining  the 
Society’s  books  and  noting  whether  receipts  and 
expenditures  are  fully  accounted  for.  I believe, 
however,  that  simplification  and  clarification  of 
their  report  is  in  order  and  I propose  to  approach 
the  matter  from  a somewhat  different  point  of 
view.  Briefly  stated,  the  Society’s  actual  in- 
come for  1938  from  all  regular  sources  totaled 
$171,191.53.  The  annual  dues  amounted  to 
$157,764,  an  increase  of  $4,174  over  the  previous 
year.  To  this  sum  may  be  added  the  income 
from  invested  funds  of  $10,246  and  certain 
“net  gains”  from  the  annual  meeting  amounting 
to  $3,271.53,  which  makes  up  the  grand  total 
just  referred  to,  namely  $171,191.53. 

The  disbursements  for  the  conduct  of  the 
Society’s  affairs,  excluding  publication  of  the 
Journal  and  Directory  and  the  provision  of 
$12,638.61  for  the  recouping  fund,  amounted  to 
$123,626.68  in  1938.  Although  it  is  somewhat 
difficult  to  determine  the  exact  cost  of  the  Jour- 
nal and  Directory  under  the  previously  existing 
arrangement,  it  amounted  in  1938  approxi- 
mately to  $16,193.45.  To  this  should  be  added 
the  expense  incident  to  the  procedures  by  which 
Gardiner  was  eliminated  and  the  publications 
taken  over  by  the  Society,  namely  $4,806.42. 
In  other  words,  we  can  assume  that  this  par- 
ticular activity  cost  the  Society  last  year  the  sum 
of  $20,999.87. 

Note  must  be  taken  of  an  item  of  $10,000 
donated  to  the  new  publications  fund,  which  is 
essentially  a loan  to  the  recently  created  bureau 
and  was  taken  from  our  capital  assets.  I am  not 
including  this  among  expenditures  for  the  current 
year.  A more  precise  knowledge  of  what  the 
Society’s  publications  will  entail  in  the  future 
will  hereafter  be  provided,  as  a separate  check- 
ing account  has  now  been  instituted  for  this 
purpose. 
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To  return  for  a moment  to  the  Annual  Meeting, 
it  may  be  noted  that  the  receipts  from  exhibitors 
and  dinner  amounted  to  $29,908.56  and  the 
expenditures  to  $26,637.03,  leaving  an  apparent 
credit  balance  of  $3,271.53.  The  possible  future 
profit  in  this  item  is  necessarily  doubtful. 

Summarizing  the  foregoing  statements  of 
receipts  and  expenditures,  namely  between  real 
income  of  $171,191.53  and  our  outgo  of  $157,- 
265.16,  it  is  evident  that  the  resulting  balance  is 
$13,926.37.  This  figure  constitutes  a closer  true 
balance  than  the  bookkeeping  balance  of  $32,- 
692.22  quoted  in  the  auditors’  statement.  It 
means  that  we  spent  about  92  per  cent  of  our 
income  from  all  sources. 

A comment  may  perhaps  be  made  at  this 
point  that  a saving  of  8 per  cent  is  quite  satis- 
factory and  that  we  are  still  living  within  our 
means.  However,  I cannot  agree  that  this  is 
sufficient  and  I am  not  only  regarding  the  ques- 
tion from  that  point  of  view  alone,  but  rather 
whether  we  are  not  too  liberal  in  our  outlays, 
whether  our  machinery  of  government  is  not  too 
costly,  whether  we  are  providing  sufficiently  for 
the  proverbial  “rainy  day.’’ 

Let  us  examine  some  of  these  larger  items  of 
expenditure,  beginning  with  the  salary  account. 
The  total  outlay  for  this  purpose  during  1938  was 
$52,000,  distributed  as  follows:  Secretary  and 
General  Manager,  $12,000;  Executive  Officer, 
$10,000;  Director  of  Workmen’s  Compensation 
Bureau,  $5,000;  Legal  Counsel,  $12,000;  Director 
of  Public  Health  Relations  Bureau,  $7,500; 
Editor  of  the  Journal,  $3,000;  Emeritus  office 
manager,  $3,000.  The  general  office  salaries 
in  the  New  York  headquarters  amounted  to 
$19,179,  or  a grand  total  of  $71,679.  That  is 
pretty  nearly  50  per  cent  of  our  income. 

The  traveling  expenses,  per  diem  allotments, 
individual  office  costs,  etc.,  for  these  officers, 
committee,  and  council  amounted  to  $20,052.87, 
which  does  not  include  the  regular  budgetary 
appropriations  for  running  expenditures  to  the 
bureaus  and  committees  of  Public  Health  Rela- 
tions, Legislation,  Public  Health,  or  the  dele- 
gates’ travel  expenses  to  the  A.M.A.  meeting  in 
San  Francisco.  I will  refrain  from  further  com- 
ment in  detailing  other  but  lesser  disbursements 
which  can  be  found  in  the  auditors’  report. 

In  considering  expenditures  in  relation  to 
the  Society’s  income,  one  cannot  refrain  from  the 
warning  that  they  are  out  of  proportion  in  the 
various  respects  already  referred  to.  They 
should  only  be  related  to  the  income  from  dues, 
without  reliance  on  the  income  from  invested 
funds  or  from  profits  of  the  Annual  Meeting. 
If  we  take  this  view,  the  picture  is  even  more 
serious.  Let  me  repeat:  our  dues  amounted 

to  $157,764,  against  which  we  have  disbursed 
$157,265.16,  leaving  a cash  balance  of  $489.94. 
Were  it  not  for  the  moderate  return  from  our 
capital  assets  and  the  profit  from  the  last  An- 
nual Meeting,  we  would  be  pretty  close  to  being 
in  the  “red.”  Attention  may  also  be  called  to 
the  fact  that  the  auditors’  balance  includes  profit 
from  security  transactions  and  that  we  are  not 
engaged  in  that  type  of  business. 

Some  of  you  may  feel  that  I have  exaggerated 
the  situation  and  that  my  way  of  striking  bal- 
ances is  false.  However,  that  is  a question  for 
the  next  administration  to  decide.  I will  con- 
tinue to  maintain  my  belief  in  the  need  for  a 


properly  adjusted  budget  with  adequate  provi- 
sion for  those  future  contingencies  that  no  one 
can  foretell,  and  the  budget  must  be  based  on  our 
income  from  dues.  We  have  already  invaded 
our  capital  assets  for  the  support  of  the  new 
publication  venture;  we  trust  that  it  will  be- 
come self-sustaining,  but  at  the  moment  that  is 
speculative.  To  sum  up,  we  should  not  seek 
to  emulate  the  methods  of  the  Federal  Treasury 

The  policy  of  returning  all  income  from  in- 
vested funds  to  the  custodial  account  has  been 
followed,  as  in  previous  years,  and  the  wisdom 
of  this  is  not  to  be  questioned  in  my  belief;  for 
this  fund,  while  invested  quite  satisfactorily,  is 
subject  to  possible  further  devaluation  in  the 
face  of  present  uncertain  financial  conditions. 
Certain  major  changes  in  our  holdings  will  prob- 
ably be  made  during  the  coming  year  in  accord- 
ance with  the  recommendations  of  our  new 
investment  counsel.  These  changes  will  be 
fully  considered  by  your  Board  of  Trustees. 

As  this  supplementary  treasurer’s  report 
constitutes  my  “swan  song,”  I may  have  al- 
lowed myself  considerable  freedom  in  expressing 
the  foreging  opinions.  Nevertheless,  because 
of  an  active  participation  in  the  affairs  of  or- 
ganized medicine  for  many  years,  I feel  privi- 
leged to  state  my  beliefs  about  the  need  for  a 
more  economical  administration  of  our  Society’s 
financial  affairs.  A niggardly  policy  of  spend- 
ing need  not  constitute  the  complete  opposite  to 
free  spending.  There  is  a happy  medium 
through  which  all  the  desired  aims  of  a Society, 
such  as  ours,  can  be  met  fully,  with  benefit  to  its 
members  and  the  medical  profession.  The 
varied  activities  of  its  governing  groups  can. 
however,  be  guided  by  a spirit  of  thrift  rather 
than  of  extravagance  and  this  principle  must  be 
acknowledged  by  all  who  are  concerned  with  the 
dispersal  of  the  Society’s  funds.  A membership 
of  over  16,000  physicians  should  not  only  prove 
a source  of  satisfactory  financial  support  for  the 
required  needs,  but  there  should  also  be  a mar- 
gin for  a “rainy  day.”  Certain  essential  func- 
tions, including  the  present  intramural  publica- 
tion scheme  may  make  inroads  on  our  invested 
capital  until  such  time  as  they  may  become 
self-sustaining.  This  burden  need  not  be  met 
by  an  increase  of  dues — the  latter  will  be  suf- 
ficient if  care  is  exercised  in  their  dispensing. 
Moreover,  we  do  not  know  whether  the  pos- 
sible, if  not  probable,  drain  on  professional  in- 
come resulting  from  the  imposition  of  socialized 
medical  practice  will  not  prove  a factor  in  re- 
ducing our  numbers.  For  this  contingency  we 
must  be  prepared,  because  a lowering  rather 
than  an  increase  of  dues  may  prove  necessary  to 
retain  our  members  or  to  gain  new  ones,  in  the  ef- 
fort to  preserve  professional  solidarity  in  this 
state.  It  would  be  desirable  to  have  every 
ethical,  registered  physician  in  our  ranks,  even 
if  we  have  to  set  up  a lower  financial  contribution 
as  an  incentive. 

I want  to  close,  therefore,  with  a word  of 
caution  to  succeeding  administrations,  namely, 
that  measures  be  instituted  to  curtail  expendi- 
tures where  this  is  possible,  so  as  to  provide  for 
those  essentials  that  will  secure  for  your  Society 
a substantial  financial  background  for  its  import- 
ant activities.  This  is  my  only  recommenda- 
tion and  I would  finally  venture  the  claim  that 
we  are  living  beyond  our  means  at  the  present 
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time.  We  simply  cannot  afford  to  go  on  as  we 
are  doing.  In  my  estimation  we  must  provide  a 
larger  margin  of  safety  than  we  are  at  present 
providing  for  the  accumulation  of  fixed  capital 
and  assets.  I do  not  believe  that  a reduction  of 
expenditures  and  conservation  of  income  will 
entail  sacrifices  and  I feel  convinced  that  there  is 
sufficient  good  judgment  among  your  elected 
representatives  to  secure  the  desired  ends. 

Speaker  Flynn  : The  Chair  will  assign  these 

different  supplementary  reports  as  follows: 
the  supplementary  report  of  the  Treasurer,  to 
the  Reference  Committee,  of  which  Dr.  Sondern 
is  Chairman;  the  supplementary  report  of  Dr. 
Kaliski,  to  the  Reference  Committee  on  Report 
of  the  Council  No.  Ill,  of  which  Dr.  Simpson  is 
Chairman;  the  supplementary  report  of  Dr. 
Farmer,  to  the  Reference  Committee  on  Report 
of  the  Council  No.  I,  of  which  Dr.  Ludlum  is 
Chairman;  then  as  to  two  that  were  prepared 
and  published  beforehand,  the  one  on  Legislation 
is  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council  No.  IV,  of  which  Dr.  Ander- 
son is  Chairman,  the  one  on  Medical  Expense 
Indemnity  Insurance  is  referred  to  the  Reference 
Committee  on  the  Report  of  the  Council  Part  III, 
of  which  Dr.  Simpson  is  Chairman. 

11.  Address  by  Rolland  B.  Marvin,  Mayor  of 
Syracuse 

Speaker  Flynn:  Members  of  the  House, 

I would  like  to  introduce  His  Honor,  the  Mayor 
of  Syracuse,  Mr.  Marvin. 

(The  members  rose  and  applauded.) 

Hon.  Rolland  B.  Marvin:  I am  very  pleased 

to  come  over  here  and  say  a word  of  welcome. 
We  have  a great  many  different  types  of  con- 
ventions that  come  to  Syracuse,  but  I am  sure 
that  amongst  them  all  we  will  not  have  any 
more  interesting  type  than  we  have  in  your  Con- 
vention now  in  immediate  session. 

Unfortunately,  I have  had  the  experience, 
going  on  for  ten  years  now,  of  being  Mayor  of 
this  City  of  Syracuse.  During  that  time  it  is 
only  quite  natural  for  me  to  say  that  I have  had 
many  problems  to  face  and  deal  with.  I hate  to 
admit  it,  but  I am  afraid  I have  more  problems 
today  than  I have  ever  had  before,  and  just 
where  we  are  all  going  at  the  moment  I don’t 
know.  I hope  we  are  going  to  come  out  all  right, 
but  sometimes  when  I go  to  bed  I wonder  about 
it  all.  However,  amid  all  the  discussions  and 
troubles  that  we  have  had  here  at  various  times, 
if  there  is  one  group — and  I say  this  honestly 
and  sincerely — that  has  stood  out  ahead  of  them 
all  perhaps  to  help  when  we  needed  help,  it  has 
been  the  medical  profession  here  in  Syracuse. 
(Applause) 

I maintain  that  your  profession  is  one  of  high 
honor  and  integrity.  I know  some  of  the  fine 
deeds  that  your  profession  has  done  during  my 
time  at  least  to  help  the  citizens  of  Syracuse. 
Whenever  you  have  been  called  upon  you  have 
responded  in  a most  noble  and  magnificent 
fashion.  I,  for  one — and  it  is  just  a personal 
viewpoint  on  my  part — feel  that  the  medical 
profession  can  get  along  very  well  without  being 
organized  or  supplemented  or  dictated  to  or  told 
by  any  governmental  agency  how  to  take  care 
of  its  own  affairs.  (Applause)  Mind  you,  that 
is  just  my  own  personal  viewpoint;  and  it  is 
differences  of  opinion,  of  course,  that  make  the 
world  go  around. 


I personally  also  happen  to  belong  to  the 
legal  profession,  and  by  the  same  token  I still 
believe  that  the  legal  profession  is  a fine,  high- 
standing  group  of  men  and  women.  (Applause) 
Of  late,  there  is  not  any  doubt  that  some  things 
unfortunately  have  occurred  that  we  are  reading 
about  in  the  newspapers,  but  just  because  a few 
make  a slip  I think  it  is  grossly  unfair  to  con- 
demn the  whole  group.  I always  want  to  feel 
that  whether  it  is  you,  or  me,  or  anyone  else,  or 
regardless  of  what  our  conditions  or  stations  in 
life  may  be,  we  still  can  walk  into  our  courts  and 
get  a fair  shake  and  a fair  deal.  When  the  time 
comes  when  we  cannot  get  that,  I fear  for  this 
country. 

Of  Dr.  Groat,  who  I understand  is  retiring  as 
President  of  your  splendid  organization,  I want 
so  say  that  I have  known  him  for  quite  a long 
time.  To  my  mind  he  is  one  of  the  finest  types 
of  citizens  that  we  have  here  in  our  community, 
and  have  had  over  these  past  several  years. 
(Applause) 

I just  happened  to  come  in  as  Dr.  Farmer  was 
finishing  his  address.  I know  Tom  Farmer, 
I like  him,  I admire  him,  I respect  him.  He  is 
serving  over  here  on  our  Housing  Authority. 
I do  not  know  how  many  more  of  you  gentlemen 
know  anything  about  housing,  but  we  are  com- 
pleting a housing  project  here  in  the  City  of 
Syracuse,  and  God  knows  that  it  is  packed  with 
as  many  headaches  as  anything  I have  under- 
taken before.  We  expect  to  see  this  completed 
and  put  into  operation  before  long  in  the  City  of 
Syracuse,  and  I hope  it  works  out  as  well  as  we 
all  anticipate  it  will. 

I am  glad  to  come  over  here  and  to  say  hello. 
I hope  that  your  convention  will  be  a most 
helpful  one,  and  that  you  like  our  fair  city  so  well 
that  you  will  see  fit  to  return  again  in  the  not  too 
distant  future. 

Thank  you!  (Applause) 

Speaker  Flynn:  Mayor  Marvin,  on  behalf 

of  the  membership  of  the  House,  I wish  to  ex- 
tend to  you  our  sincere  thanks  for  coming  here 
this  morning  and  giving  us  such  a kind  and  en- 
couraging talk. 

Thank  you!  (Applause) 

12.  Report  of  the  President 

Speaker  Flynn:  The  next  order  of  business 

is  the  Report  of  the  President.  May  I ask  Dr. 
James  F.  Rooney  and  Dr.  William  D.  Johnson 
to  escort  Dr.  Groat  to  the  platform. 

(The  delegates  rose  and  applauded  as  Drs. 
Rooney  and  Johnson  escorted  President  Groat 
to  the  platform.) 

Speaker  Flynn:  I am  sure  that  Dr.  Groat 

needs  no  introduction  after  the  Mayor  has 
pronounced  him  one  of  the  outstanding  citizens 
of  Syracuse.  Have  you  any  further  report  to 
make,  Dr.  Groat? 

President  Groat:  I have  no  further  report. 

I am  glad  to  see  you  here.  This  is  my  town, 
I like  it,  and  I hope  you  will  have  a good  time. 
I have  no  supplementary  report.  (Applause) 

13.  Address  of  President-Elect 

Sections  45,  72 

Speaker  Flynn:  The  next  order  of  business 

is  an  address  by  the  President-Elect,  Dr.  Town- 
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send.  May  I ask  Dr.  Frederic  E.  Sondem,  of 
New  York,  and  Dr.  Booth  to  escort  Dr.  Townsend 
to  the  platform? 

(The  delegates  rose  and  applauded  as  Drs. 
Sondem  and  Booth  escorted  President-Elect 
Townsend  to  the  platform.) 

Speaker  Flynn:  Dr.  Terry  M.  Townsend,  of 

New  York! 

President-Elect  Townsend:  Mr.  Speaker 

and  Ladies  and  Gentlemen  of  the  House  of  Dele- 
gates: 

I thank  you  for  the  distinction  you  have  shown 
me  by  electing  me  as  your  President  for  the 
coming  year.  1 am  deeply  grateful  for  the  honor 
and  appreciate  the  privilege  of  serving  you. 
We  know  that  no  honors,  rights,  or  privileges 
can  be  separated  from  their  commensurate  re- 
sponsibilities and  obligations.  I accept  these 
obligations  and  responsibilities  with  the  firm 
belief  that  each  of  you  will  carry  his  propor- 
tionate share  of  the  burden. 

In  this  day  of  steadily  increasing  complexities 
my  illustrious  predecessors  have  laid  sound 
foundations  for  our  fortress  of  defense  against  the 
attacks  on  Medicine  by  the  forces  inimical  to 
social  progress.  With  your  aid  I promise  my 
every  effort  to  maintain  our  professional  stand- 
ards and  to  resist  every  misguided  visionary 
scheme  of  the  uninformed  meddler.  Your  aid 
means  more  than  your  immediate  personal 
service.  If  my  message  is  merely  heard  by  you, 
or  if  the  written  word  is  read  and  filed  in  the  en- 
velope of  “good  intentions,”  then  success  will 
be  long  delayed.  A distinguished  ex-president 
has  said  that  “2  to  4 per  cent  (of  the  member- 
ship) give  generously  of  time  and  effort.”  What 
do  the  remaining  96  per  cent  do  to  justify  their 
participation  in  the  protection  afforded  through 
our  work?  Are  they  civic  minded?  Do  they 
attend  and  become  vocal  in  their  County  Socie- 
ties? Do  they  even  so  much  as  know  the  names 
of  their  local,  state,  or  national  society  officers? 
My  hope  is  that  each  of  you  will  endeavor  to 
motivate  and  energize  these  members  to  such 
interest  that  they  will  help  us  to  carry  out  the 
plans  and  policies  as  they  may  be  developed  in 
this  House  of  Delegates  and  in  the  Council  dur- 
ing the  ensuing  year.  Only  by  this  method  of 
building  from  within  can  we  erect  an  impregnable 
structure  that  will  withstand  the  attacks  of 
those  who  would  weaken  our  tenets  and  destroy 
our  traditions. 

I have  heard  and  read  much  about  economy 
in  the  affairs  of  the  State  Society,  All  these  dis- 
cussions have  concerned  money.  I have  heard 
or  read  nothing  about  economy  of  effort,  indus- 
try, brains,  or  time.  I firmly  believe  in  finan- 
cial economy  but  not  to  the  extent  where  ac- 
complishments and  results  are  lost  through  a 
miserly  policy.  To  hoard  gold  in  the  face 
of  our  possible  professional  disintegration  is  a 
stupidity  for  which  our  successors  have  every 
right  to  hold  us  accountable. 

There  is  a possibility  of  reducing  the  cost  of 
the  annual  expense  of  the  Society  with  its 
various  functions  and  departments,  or  at  least 
of  endeavoring  to  obtain  more  per  dollar  ex- 
pended than  we  now  receive.  To  that  end,  I 
recommend  that  this  House  of  Delegates  author- 
ize the  appointment  of  a committee  for  study 
and  fact  finding  on  the  financial  expenditures, 
whose  duty  it  shall  be,  after  thoroughly  inform- 


ing themselves  of  all  of  our  expenditures,  to  re- 
port to  the  Council  their  findings  and  recom- 
mendations regarding  curtailments  or  reappor- 
tionments of  the  monies  voted  by  the  Board  of 
Trustees. 

In  drawing  up  that  thought  for  you,  I was 
utterly  ignorant  of  the  supplemental  report 
which  the  Treasurer  has  just  given  you.  He 
points  out  a path  of  disaster  if  it  is  continued. 
I am  trying  to  point  out  a path  to  you  where  we 
may  even  be  able  to  reduce  the  money  expended 
or,  if  we  don’t  reduce  it,  we  can  get  greater  and 
better  things  for  the  dollars  used. 

The  influx  of  foreign  physicians  has  become  an 
important  problem  during  the  past  year.  The 
State  of  New  York  is  one  of  the  four  liberal  states 
with  regard  to  medical  licensure.  Many  of  our 
members  feel  that  our  hospitality  has  been 
abused.  Despite  natural  sentiment  and  sym- 
pathy, the  law  of  self-preservation  demands  a 
curb  on  the  overcrowding  of  communities  al- 
ready sufficiently  supplied  with  physicians. 
Doubtless  some  action  will  be  taken  by  this 
House  of  Delegates  in  recommending  to  the 
Board  of  Regents  and  the  Legislature  that  they 
take  steps  to  effect  reasonable  restrictions  of 
licensure  of  aliens. 

The  operation  of  Workmen’s  Compensation  in 
our  state  is  the  direct  concern  of  organized 
medicine.  The  law  specifically  makes  this 
provision  with  reference  to  its  professional  func- 
tioning. Approximately  five  million  dollars 
are  paid  by  the  carriers  to  our  membership  each 
year  The  relations  between  carrier  and  physi- 
cian have  changed  from  a cat-and-dog  attitude 
to  one  of  mutual  respect.  Since  its  organiza- 
tion there  has  been  no  breakdown  in  the  machin- 
ery of  the  Bureau  as  conducted  by  the  Medical 
Society  of  the  State  of  New  York  and  from  the 
present  view-point  it  bids  fair  to  improve  in  effi- 
ciency as  time  passes.  I recommend  that  this 
House  of  Delegates  authorize  the  appointment  of 
a Committee  on  Workmen’s  Compensation. 

The  Journal  in  its  present  attractive  garb  is  a 
welcome  visitor  to  our  desks.  Its  greatest  at- 
traction and  value  is  in  the  exceptionally  meri- 
torious contents.  There  exist  many  problems 
yet  to  be  solved,  among  which  are  the  com- 
plexities and  economical  administration  of  ad- 
vertising and  production.  These  problems  may 
be  properly  assigned  to  the  committee  on  study 
of  the  Society’s  financial  expenditures,  if  the 
House  of  Delegates,  in  its  wisdom,  decides  to 
authorize  such  a committee. 

Many  physicians  are  practicing  in  our  state 
who  are  not  members  of  their  County  Societies. 
These  estimable  gentlemen  have  not  yet  been 
persuaded  of  the  mutuality  of  interest  between 
the  practitioner  and  organized  medicine.  They 
have  not  yet  been  convinced  that  whatever  they 
put  into  their  County  and  State  Society  in  the 
form  of  dues  and  attendance  at  our  meetings 
will  be  returned  with  generous  interest.  They 
have  not  the  educational  advantages  of  our 
Journal  nor  do  they  realize  the  value  of  our 
medical  malpractice  indemnity  coverage.  To 
the  end  that  we  may  become  a more  united  body 
with  a maximum  membership,  I recommend  that 
this  House  of  Delegates  request  the  officers  of 
each  County  Society  to  use  their  utmost  endeav- 
ors to  induce  each  nonmember  who  is  eligible  and 
acceptable  to  join  our  ranks. 
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Speaker  Flynn:  This  report  or  address  by 

the  President-Elect  will  be  referred  to  the  Com- 
mittee on  the  Report  of  the  President,  Dr.  Brit- 
tain, Chairman. 

14.  Introduction  of  Delegates  from  Other  State 
Medical  Societies 

Are  there  any  delegates  from  Connecticut, 
New  Jersey,  or  Vermont  present? 

Secretary  Irving:  There  are  delegates  ap- 

pointed from  all  three  of  those  State  Societies, 
but  so  far  I have  only  heard  of  Dr.  George  G. 
Marshall,  of  the  Vermont  State  Society,  being 
present. 

Speaker  Flynn:  Will  you  kindly  rise.  Dr. 
Marshall? 

(There  was  applause  as  Dr.  Marshall  rose.) 

Speaker  Flynn:  I extend  to  you  the  cour- 

tesy of  the  floor. 

Secretary  Irving:  Are  there  any  delegates 

here  from  Connecticut  and  New  Jersey? 

(There  was  no  response.) 

Secretary  Irving:  Dr.  Charles  H.  Turking- 

ton,  of  Litchfield,  and  Dr.  D.  Chester  Brown,  of 
Danbury,  have  been  appointed  by  the  Connecti- 
cut State  Society;  Dr.  E.  Zeh  Hawkes,  of  New- 
ark, and  Dr.  Frederic  J.  Quigley,  of  Union  City, 
have  been  appointed  by  the  New  Jersey  State 
Society.  They  may  appear  later,  Mr.  Speaker. 

15.  Amendments  and  Revision  of  Constitution 

and  Bylaws 

Sections  58,  89 

Speaker  Flynn:  If  there  is  no  objection 
from  the  floor,  the  Chair  will  rule  that  the  sub- 
ject of  amendments  and  revision  to  the  Con- 
stitution and  Bylaws  be  taken  up  as  the  first 
business  of  the  evening  session. 

(There  was  no  dissent.) 

Speaker  Flynn:  Since  there  is  no  objection, 

it  is  so  ordered. 

The  floor  is  now  open  for  the  introduction  of 
resolutions. 

16.  Race,  Color,  and  Creed  Restrictions  on 

Physicians 

Section  49 

Dr.  Peter  M.  Murray,  New  York:  Mr. 

Speaker  and  Gentlemen  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York,  I wish  to  introduce  one  or  two  resolu- 
tions, but  before  doing  so  I want  to  make  a few 
remarks  explaining  them. 

This  House  of  Delegates  is  an  inspiring  sight, 
and  as  I sat  here  and  listened  to  each  speaker  and 
heard  reference  made  to  the  need  of  affiliation 
of  every  ethical  practitioner  with  organized 
medicine,  a great  many  thoughts  ran  through 
my  mind.  When  I think  of  the  conditions  in  the 
State  of  New  York  and  the  liberality  and  honesty 
with  which  the  democratic  principle  is  adminis- 
tered so  far  as  membership  in  organized  medi- 
cine is  concerned,  I have  every  reason  to  be 
grateful  because  in  other  parts  of  this  country 
those  same  conditions  do  not  obtain.  I need  not 
say  to  you  anything  more  in  support  of  a move- 
ment to  include  and  enlist  every  ethical  prac- 
titioner in  the  entire  United  States  of  America 
into  the  ranks  of  organized  medicine.  You  men 
who  control  organized  medicine  realize  that 
better  than  I. 


There  are  thirteen  million  colored  people  in 
the  United  States  of  America.  There  are  over 
5,000  colored  doctors.  There  more  than  350 
colored  doctors  in  New  York  State.  Now,  what 
is  the  relation  between  the  two?  As  liberal  as  the 
State  of  New  York  has  been  toward  accepting 
members  of  my  race  into  membership,  there  are 
still  areas  in  which  the  medical  profession  of  the 
State  of  New  York  can  improve  its  treatment  of 
minority  groups.  I refer  specifically  to  the  op- 
portunities as  afforded  in  the  clinics  and  the  medi- 
cal schools  and  the  hospitals  and  the  various  pub- 
lic health  enterprises.  But  beyond  that,  on  a wider 
horizon,  lie  the  vast  areas  of  this  country  where 
membership  and  affiliation  in  organized  medicine 
is  impossible,  for  below  the  Mason-Dixon  Line 
members  of  my  race  are  systematically  excluded 
from  the  benefits  and  responsibilities  of  or- 
ganized medicine.  Then,  it  must  naturally 
follow  that  these  thirteen  million  people,  who 
provide  the  keenest  health  problems  of  any 
racial  group  in  this  great  democracy,  must  of 
necessity  receive  a lowered  quality  of  medical 
care  if  the  men  who  are  charged  with  their 
care  cannot  enjoy  and  benefit  by  the  privileges 
and  opportunities  which  organized  medicine 
confers. 

There  is  one  word  that  I wish  to  say  about 
the  political  aspect  in  the  various  proposals  for 
the  care  of  public  health  which  are  now  before 
us  for  consideration:  A great  deal  of  missionary 

work  and,  I dare  say,  propaganda  has  been 
done  among  the  people  of  my  group  to  get  them 
to  favor  all  phases  of  the  Federal  Health  Pro- 
gram. We  have  stood  out  against  it  because  we 
know  that  the  welfare  of  the  American  people  in 
general,  and  the  welfare  of  my  racial  group  in 
particular,  will  not  be  conserved  under  the 
proposed  Federal  Health  plans.  (Applause) 

It  is  true  that  there  are  certain  aspects  of 
those  plans,  especially  those  relating  to  the 
indigent  group,  that  would  inure  to  our  benefit, 
but  in  the  plans  calling  for  the  care  of  those 
above  the  indigency  level  and  for  whom  com- 
pulsory health  insurance  has  been  proposed, 
their  care  will  suffer.  The  public  health  of  the 
group  to  which  I belong  will  suffer  immeasurably 
by  the  adoption  of  any  such  compulsory  health 
program,  and  we  are  unitedly  against  any  such 
proposal.  But  we  can  fight  more  effectively  if 
we  are  within  the  ranks.  We  will  not  be  such 
easy  prey  to  misrepresentation  and  propaganda. 

When  I tell  you  that  a great  political  issue 
may  hang  on  the  balance  of  the  votes  of  the 
people  of  my  group  in  the  various  border  states, 
you  can  see  how  important  it  is  that  those  people 
be  deprived  of  the  issue  that  the  Negro  doctor 
is  not  treated  fairly  and  squarely  by  the  Ameri- 
can Medical  Association.  They  discount  the 
fact  of  the  liberality  of  such  states  as  New  York 
but  they  do  point  to  the  fact  of  the  narrowness 
and  the  bigotry  of  the  other  parts  of  the  country. 

I cite  you  as  a specific  instance  the  District  of 
Columbia,  the  capital  of  our  great  nation, 
where  we  have  a grade  “A”  medical  school  and 
where  the  American  Medical  Association  is  now 
under  fire,  and  where  it  is  a rigid  and  absolute 
rule  to  exclude  all  Negroes  from  participation  in 
the  affairs  of  organized  medicine  through  mem- 
bership in  that  County  Society.  Gentlemen, 
that  is  a condition  that  New  York  cannot  sit 
and  observe  with  equanimity  without  realizing 
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that  it  is  a weakness  in  the  democratic  structure 
which  may  imperil  the  entire  structure.  I want 
to  offer  the  following  resolutions: 

Whereas,  a rapidly  changing  social  order  is 
demanding  a reorientation  of  the  attitudes  and 
responsibilities  of  individuals  and  agencies 
engaged  in  providing  for  the  medical  care  of  the 
public;  and 

Whereas,  the  entire  strength  of  all  elements 
engaged  in  the  practice  of  medicine  should  pre- 
sent a united  front  in  facing  and  solving  these 
problems  in  the  interest  of  the  public  health;  and 

Whereas,  the  Negro  physician,  numbering 
more  than  5,000  in  the  United  States  and  about 
350  in  New  York  State,  bears  the  direct  responsi- 
bility for  the  care  of  approximately  thirteen 
million  citizens  whose  collective  health  problems 
form  one  of  the  most  challenging  areas  in  the 
entire  battle  line  against  sickness  and  disease; 
and 

Whereas,  these  physicians  have  not  only 
demonstrated  individually  and  collectively  their 
ethical  and  professional  fitness  to  shoulder  their 
just  responsibilities,  but  have  shown  a zeal  and  a 
devotion  to  the  health  problems  of  their  people 
worthy  of  the  best  traditions  of  American  medi- 
cine ; and 

Whereas,  the  best  interests  of  the  entire 
medical  profession,  and  indeed  of  the  entire 
public,  demand  that  they  receive  identical 
opportunity  for  medical  education;  for  pro- 
fessional experience  in  hospital  and  clinic;  for 
participation  in  public  health  programs,  public 
and  private,  in  short,  all  of  the  rights,  privileges, 
and  responsibilities  inherent  in  regular  mem- 
bership in  organized  medicine;  and 

Whereas,  the  County  Medical  Society  is  the 
basic  unit  of  the  A.M.A.,  membership  in  which 
is  a prerequisite  for  membership  in  the  A.M.A.; 
and 

Whereas,  south  of  the  Mason- Dixon  Line, 
Negro  physicians  are  generally  and  systemati- 
cally excluded  from  County  Medical  Society 
membership,  making  membership  in  the  A.M.A., 
and  affiliation  with  organized  medicine  impos- 
sible; and 

Whereas,  this  exclusion  along  racial  lines 
strikes  at  the  fundamental  rights  of  this  large 
group  of  physicians  and  indirectly  lowers  the 
quality  of  medical  care  which  they  must  deliver 
to  an  already  underprivileged  group,  whose 
health  problems  admittedly  press  more  firmly 
for  solution  than  those  of  any  other  racial  group ; 
and 

Whereas,  these  Negro  physicians  have  time 
and  again  demonstrated  their  constancy  and 
heroic  devotion  to  the  democratic  form  of 
government  and  all  which  that  term  implies, 
and  have  strongly  recorded  their  posjtion  to- 
ward the  pending  medico-economic  issues  as 
identical  with  that  of  organized  medicine; 
therefore  be  it 

Resolved:  that  the  Medical  Society  of  the 

State  of  New  York,  through  its  House  of  Dele- 
gates, records  as  its  considered  opinion  that  any 
and  all  restrictions  imposed  on  any  minority 
group  solely  on  the  basis  of  race  or  religion,  is 
not  only  inimical  to  the  cause  of  the  public 
health  with  which  we  are  so  deeply  concerned, 


but  dangerous  to  the  entire  body  politic  of  our 
democratic  form  of  government;  for,  if  these 
restrictions  can  be  imposed  with  impunity  on 
any  helpless  minority  today,  who  knows  to 
what  group  it  may  spread  tomorrow;  and  be  it 
further 

Resolved:  that  the  members  of  the  New  York 

State  Medical  Society,  especially  those  in  posi- 
tions of  key  responsibility  in  educational, 
charitable,  and  public  health  enterprises  such 
as  medical  schools,  hospitals,  clinics,  etc.,  be, 
and  are,  hereby  urged  to  seriously  consider  the 
removal  of  these  restrictions  as  a matter  not 
only  of  simple  justice,  but  in  the  light  of  their 
inherent  capacity  to  hamper  and  restrict  the 
entire  medical  profession  in  rendering  the  best 
possible  service  to  the  public,  and  further, 
that  they  be  urged  to  use  their  good  offices  and 
influence  in  removing  all  restrictions  based  solely 
on  race  or  religion,  to  the  end  that  our  proud 
boast  of  a truly  democratic  form  of  government, 
a truly  liberal  and  unselfish  medical  profession, 
be  less  honored  in  the  breach  than  in  the  observ- 
ance; and  be  it  further 

Resolved:  that  the  House  of  Delegates  of  the 

Medical  Society  of  the  State  of  New  York  in- 
struct its  delegates  to  the  House  of  Delegates 
of  the  American  Medical  Association  to  present 
at  its  next  meeting  and  to  use  every  honorable 
means  to  secure  its  passage,  the  following  reso- 
lution, to  wit: 

Resolved:  that  the  House  of  Delegates  of  the 

American  Medical  Association  declare  its  belief 
that  membership  in  the  various  constituent 
County  Societies  of  the  American  Medical  Asso- 
ciation should  not  be  denied  to  any  person 
solely  on  the  basis  of  race,  color,  or  religion. 

Speaker  Flynn:  This  resolution  of  Dr. 

Murray’s  is  referred  to  the  Reference  Com- 
mittee on  New  Business  B,  of  which  Dr.  Fred- 
eric C.  Conway  is  Chairman. 

The  Speaker  takes  this  occasion  to  advise 
you  that  those  who  wish  to  present  further  reso- 
lutions should  have  them  typed  according  to 
form,  four  copies,  and  that  this  will  be  taken 
care  of  by  the  stenographers  in  the  rear  of  the 
hall. 

17.  Physicians’  Home  Inc. 

Section  55 

Secretary  Irving:  The  Council  recom- 

mends the  adoption  of  the  following  resolution: 

Whereas,  the  Physicians’  Home,  Inc., 
has  formally  asked  the  Medical  Society  of  the 
State  of  New  York  to  nominate  a number 
of  physicians  for  appointment  to  its  Board  of 
Directors;  and 

Whereas,  the  Physicians’  Home  was  incor- 
porated with  an  endowment  by  bequest  for  the 
following  purposes,  (a)  to  create  and  maintain 
in  the  State  of  New  York  a home  for  aged  indi- 
gent physicians  and  their  wives  or  widows,  and 
to  give  assistance,  financial  or  otherwise,  to 
such  physicians  and  their  wives  and  widows, 
and  orphans  and  needy  minor  children  of  physi- 
cians, and  (b)  to  do  all  things  necessary,,  suit- 
able, and  proper  to  accomplish  and  further  the 
purposes  described  in  (a)  above,  and,  particu- 
larly to  receive  and  acquire  by  grant,  gift, 
purchase,  devise,  bequest,  or  otherwise  property 
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of  all  kinds  and  to  hold,  maintain,  invest,  ac- 
cumulate, and  dispose  thereof  or  the  income 
therefrom  for  said  purposes;  all  in  the  manner 
prescribed  or  permitted  by  applicable  law;  and 

Whereas,  the  Home  is  at  present  caring  for 
five  aged  physicians  who  are  without  funds; 
and 

Whereas,  nominations  to  its  Board  of  Direc- 
tors would  in  no  way  make  the  Medical  Society 
of  the  State  of  New  York  responsible  for  the 
conduct  of  this  work,  financially  or  otherwise; 
and 

Whereas,  the  objectives  of  the  Home  are 
highly  meritorious;  therefore  be  it 

Resolved:  that  the  House  of  Delegates  of 

the  Medical  Society  of  the  State  of  New  York 
accede  to  the  request  of  the  Physicians’  Home, 
Incorporated,  for  nominations  to  its  Board  of 
Directors;  and  be  it  further 

Resolved:  that  the  House  of  Delegates  in- 

struct the  Council  to  make  nominations  for  the 
Board  of  Directors  of  the  Physicians’  Home, 
Incorporated,  when  sought. 

Speaker  Flynn:  This  resolution  of  the 

Council  is  referred  to  the  Reference  Committee 
on  New  Business  C,  of  which  Dr.  Floyd  J. 
Atwell  is  Chairman. 

18.  Principles  of  Professional  Conduct  for  New 

Licensees 

Section  42 

Dr.  Francis  N.  Kimball,  New  York:  The 

Medical  Society  of  the  County  of  New  York 
has  requested  that  the  following  resolution  be 
presented : 

Resolved:  that  the  Secretary  of  the  State 

Board  of  Medical  Examiners  be  requested  to 
send  to  the  Secretary  of  the  Medical  Society 
of  the  State  of  New  York  the  name  of  each  per- 
son to  whom  they  issue  a license  to  practice 
medicine  in  the  State  of  New  York;  and  be  it 
further 

Resolved:  that  the  Secretary  of  the  Medical 

Society  of  the  State  of  New  York  be  and  is 
hereby  instructed  to  send  a copy  of  the  Principles 
of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York  to  each  person  to  whom  a 
license  is  issued  to  practice  medicine  in  the  State 
of  New  York,  together  with  a letter  of  explana- 
tion and  an  invitation  to  join  the  local  County 
Medical  Society. 

Speaker  Flynn:  This  resolution  of  Dr.  Kim- 

ball’s is  referred  to  the  Reference  Committee  on 
New  Business  A,  of  which  Dr.  George  Baehr  is 
Chairman. 

19.  Changes  in  Administration  of  Welfare 

Medical  Relief  Practice 

Section  80 

Dr.  M.  R.  Bradner,  Orange:  This  resolution 

is  submitted  by  Orange  County  in  the  interest 
of  the  practice  of  medicine  in  public  welfare 
cases  and  as  a suggestion  for  the  economy  of  the 
taxpayers  of  the  state.  It  is  not  anticipated 
that  the  following  resolution  should  conflict 
with  the  Council  Report  on  Medical  Relief 
Practice.  It  simply  goes  a step  farther! 

Whereas,  the  economic  disturbances  in  this 


country  have  greatly  increased  the  previous 
number  of  persons  who  found  it  financially  dif- 
ficult or  impossible  to  provide  for  themselves 
adequate  medical  care,  and  have  so  produced  a 
volume  of  work  far  beyond  the  financial  ability  of 
hospitals  and  doctors  to  maintain  under  the 
head  of  charity,  as  was  previously  done,  and 
therefore  have  produced  a problem  requiring  the 
use  of  public  funds  and  the  enactment  of  laws 
for  appropriation  and  administration;  and 

Whereas,  the  application  of  these  laws  has 
developed  a vast  mechanism  of  administration, 
which  it  is  believed  costs  far  more  than  the 
cost  of  actual  services  rendered  to  the  poor;  and 

Whereas,  this  total  Bill  of  Relief  has  become  a 
serious  burden  upon  the  taxpayer  and  also,  with 
the  unnecessary  complications  of  report  and 
record,  together  with  the  failure  on  the  part  of 
certain  localities  to  accept  and  enforce  certain  of 
these  welfare  laws,  has  produced  a serious  hard- 
ship upon  the  medical  profession ; and 

Whereas,  indigents  and  partial  indigents  do 
receive  medical  care  where  needed,  in  spite  of 
the  refusal  on  the  part  of  certain  public  welfare 
officials  to  pay  physicians  and  hospitals  for 
their  services,  as  is  provided  for  by  the  existing 
laws ; and 

Whereas,  this  chaotic  state  is  due  to  a lack  of 
uniform,  fair,  and  efficient  methods  of  applica- 
tion of  the  existing  law  in  cities,  counties,  and 
townships,  with  overemphasis  on  centralized 
administrative  confrol  in  the  State  Department; 
and 

Whereas,  the  general  public  has  been  en- 
couraged in  placing  the  blame  for  the  existing 
confusion  and  expense  upon  the  medical  pro- 
fession with  the  result  that  further  laws  and 
complications  are  at  present  being  suggested, 
which  cannot  fail  to  work  a greater  hardship 
to  the  taxpayer,  the  patient,  and  the  doctor; 
therefore  be  it 

Resolved:  that  the  Medical  Society  of  the 

State  of  New  York  denies  responsibility  for  the 
present  state  of  affairs  in  matters  of  medical 
relief,  and  that: 

This  Society  believes  that  certain  modifica- 
tions of  the  existing  welfare  laws  in  this  state, 
together  with  radical  changes  in  their  administra- 
tion, can  effect  a vast  economy  in  operation  and 
provide  adequate  medical  care  for  all  those  who 
require  public  assistance;  and  that  these  basic 
changes  should  include: 

1.  An  agreement  entered  into  between  this 
Society  and  the  Government  of  the  State  of  New 
York  combining  the  acceptance  on  the  part  of 
the  physician  of  the  care  of  all  properly  author- 
ized welfare  patients  under  the  guidance  and 
discipline  of  the  respective  County  Medical 
Societies,  and  the  acceptance  on  the  part  of  the 
State  of.  a minimum  charge  fee  schedule  to  be 
agreed  upon,  for  the  treatment  of  these  public 
welfare  patients  in  office,  home,  or  hospitals; 
and 

2.  An  agreement  entered  into  between  the 
State  Hospital  Association  and  the  Government 
of  the  State  of  New  York,  standardizing  a basic 
charge  per  day  for  hospital  services  rendered. 

3.  An  agreement  between  the  Government 
of  the  State  of  New  York,  the  State  Medical 
Society,  and  the  State  Hospital  Association, 
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to  decide  all  disputes  arising  through  the  inter- 
pretation of  the  law  as  applied  to  concrete 
instance,  through  decisions  of  a board  main- 
tained for  that  purpose  in  each  county,  composed 
of  a representative  membership  of  these  three 
agencies;  and 

4.  A uniform  organization  in  each  county 
under  a County  Commissioner  for  the  complete 
administration  of  welfare  law,  direction  and 
coordinating  local  township  welfare  agencies,  and 
concentrating  records  and  accounting,  satis- 
factory for  audit,  in  the  county,  by  the  State 
Commissioner’s  representatives;  and 

5.  A concentration  of  agencies  and  institu- 
tions in  each  county  for  the  purpose  of  coordina- 
tion, cooperation,  efficiency,  and  economy;  and 

6.  The  establishment  of  uniform  principles  of 
township  welfare  organization,  including  the 
specified  type  of  official  acceptable  for  appoint- 
ment, and  provision  for  adequate  salary  and 
funds  for  office  maintenance;  and 

7.  The  discontinuance  on  the  part  of  the 
State  Department  of  Social  Welfare  of  all  the 
present  elaborate  methods  of  accounting  and 
administration,  and  in  place  of  this  the  develop- 
ment of  this  State  Department  as  an  agency  for 
guidance  and  audit,  from  the  standpoint  of 
reimbursement  to  counties  from  state  or  federal 
funds,  to  the  end  that  the  present  enormous  cost 
of  centralized  administration  be  applied  to  meas- 
ures of  direct  relief ; and 

8.  The  adoption  of  the  same  system  to  func- 
tion in  the  case  of  cities;  a large  city  to  be  or- 
ganized as  a county,  the  boroughs  being  its 
townships,  and  a small  city  to  be  treated  as 
though  it  were  a separate  township  in  its  county; 
and  be  it  further 

Resolved:  that  these  resolutions  be  drafted  in 

the  form  of  a bill  and  presented  to  the  State 
Legislature. 

Speaker  Flynn:  This  resolution  of  Dr. 
Bradner’s  is  referred  to  the  Reference  Commit- 
tee on  New  Business  C,  of  which  Dr.  Floyd  J. 
Atwell  is  Chairman. 

20.  Appointment  of  Special  Committee  on 
Ophthalmological  Public  Relations 

Section  47 

Dr.  Stanley  Kenney,  New  York:  As  a re- 
sult of  the  pernicious  propaganda  of  the  optical 
groups  in  New  York,  the  Chairman  of  the  Ad- 
visory Committee  on  Ophthalmological  Public 
Relations  of  New  York  County,  asked  that  this 
resolution  be  introduced  by  the  delegates  of  this 
Society  with  the  approval  of  the  New  York 
County  Society: 

Resolved:  that  the  Medical  Society  of  the 

State  of  New  York  be  requested  to  appoint  a 
special  Committee  on  Ophthalmological  Public 
Relations  at  the  next  meeting  of  the  House  of 
Delegates. 

Speaker  Flynn:  This  resolution  of  Dr. 

Kenney’s  is  referred  to  the  Reference  Committee 
on  New  Business  B,  of  which  Dr.  Frederic  C. 
Conway  is  Chairman. 

21.  School  Health  Work 

Section  48 

Dr.  Arthur  F.  Heyl,  Westchester:  This  is  a 


resolution  presented  by  the  Medical  Society  of 
the  County  of  Westchester: 

Whereas,  the  medical  profession  should  not 
only  participate  but  assume  leadership  in  deter- 
mining the  future  of  the  school  health  program 
in  New  York  State;  and 

Whereas,  the  recent  Inquiry  of  the  State 
Board  of  Regents  found  that  the  present  pro- 
gram is  “almost  entirely  uncorrelated  with  the 
educational  program  as  a whole  and  unrelated  to 
any  broader  community  responsibilities,”  and 
pointed  out  the  need  of  important  changes  of 
policy,  many  of  which  involve  the  school  physi- 
cian and  the  medical  profession  in  the  com- 
munity, and 

Whereas,  there  is  an  evident  need  for  an  im- 
mediate reconsideration  of : 

1.  the  economic  factors  underlying  the 
school  medical  service; 

2.  the  educational  qualifications  of  school 
physicians  and  the  establishment  of  professional 
supervision  of  their  work; 

3.  the  professional  status  of  the  school 
physician  in  the  school  system  and  his  relation- 
ship to  his  colleagues  in  the  community; 

4.  the  proper  basis  of  remuneration  for  the 
school  physician  and  the  proper  scope  of  his 
required  services; 

5.  the  desirable  functions  of  the  school 
physician  in  health  education;  therefore  be  it 

Resolved:  that  the  Medical  Society  of  the 

State  of  New  York  appoint  a special  commis- 
sion, representative  of  school  physicians,  private 
physicians,  and  experts  in  health  education,  and 
charge  this  commission  with  the  duty  of  formu- 
lating recommendations  for  the  House  of  Dele- 
gates looking  toward  a practical  program  in 
answer  to  the  following  question : 

“What  changes  are  needed  in  law  and  in 
administrative  practice  to  place  the  school 
health  service  upon  a sound  economic  and 
professional  basis,  to  equip  the  school  physician 
for  leadership  in  health  education,  to  correlate 
the  school  health  program  with  the  educa 
tional  program  as  a whole,  and  to  correlate  the 
school  health  inspection  service  with  the  official 
health  agencies  and  the  medical  profession  in  the 
community?” 

Speaker  Flynn:  This  resolution  of  Dr. 

Heyl’s  is  referred  to  the  Reference  Committee 
on  New  Business  B,  of  which  Dr.  Frederic 
C.  Conway  is  Chairman. 

22.  Investment  of  Principal  in  Equities 

Section  93 

Dr.  William  H.  Ross:  This  is  a resolution 

presented  by  the  Board  of  Trustees: 

Resolved:  that  the  Board  of  Trustees  be 

authorized  to  invest  an  additional  25  per  cent 
of  the  Society’s  investment  principal  in  equities. 

Speaker  Flynn  : This  resolution  of  Dr.  Ross’ 

is  referred  to  the  Committee  on  Reports  of 
Treasurer  and  Board  of  Trustees,  of  which 
Dr.  Frederic  E.  Sondern  is  Chairman. 

23.  Public  Medicine  Assembly  Bill  Int.  523 

Section  43 

Dr.  Benjamin  Davidson,  Kings:  This  is  a 
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resolution  not  introduced  by  Kings  County  but 
by  a minority  of  one.  I do  not  expect  any 
large  approval  but  I am  putting  this  in,  perhaps, 
for  the  benefit  of  some  future  historian : (Laugh- 

ter) 

Whereas,  the  remarkable  progress  and 
achievements  of  modern  scientific  medicine  and 
modern  medical  education  make  possible  medical 
facilities  and  personnel  sufficient  and  competent 
to  provide  adequate  care  in  health,  illness,  and 
disability  for  all  our  people ; and 

Whereas,  despite  this  medical  science,  facili- 
ties and  personnel,  millions  of  the  people  still 
receive  inadequate  medical  care,  and  frequently 
no  such  care  at  all,  while,  at  the  same  time,  tens 
of  thousands  of  our  doctors  and  associated  work- 
ers are  insufficiently  employed  in  their  calling 
and  insufficiently  remunerated  for  the  profes- 
sional services  rendered  by  them ; and 

Whereas,  the  fundamental  cause  of  this  pub- 
lic and  professional  state  of  affairs  is  caused  by 
the  inability  of  most  of  our  people  to  purchase 
adequate  or  any  medical  care  for  themselves, 
and  primarily  due  to  the  private  individual  or 
institutional  method  of  rendering  medical  care 
on  a commodity  or  fee-for-service  basis;  and 
Whereas,  the  people’s  health  is  essentially  the 
people’s  concern,  not  less  important  than  educa- 
tion, property  protection,  or  any  other  public 
service,  and  therefore  fundamentally  is  a social 
or  state  interest  and  obligation,  no  longer  to  be 
left  to  the  economic  and  medical  uncertainties  of 
our  mercantile  methods  of  securing  or  providing 
medical  care,  with  all  the  evils  that  necessarily 
follow  therefrom ; therefore  be  it 

Resolved  by  this  House  of  Delegates:  that 
we  approve  the  reorganization  of  medical  care 
and  practice  so  as  to  provide  all  the  medical  care 
needed  by  our  people,  and  so  as  to  realize  in 
full  the  true  functions  and  purposes  of  medical 
science  and  art,  at  the  same  time  assuring  to  the 
medical  profession  and  the  allied  workers  con- 
cerned in  medical  care  with  economic  security 
and  adequate  conditions  needed  tor  the  proper 
pursuit  of  their  professions;  and  be  it  further 
Resolved:  that  we  endorse  the  Bill  for  Pub- 
lic Medicine  known  as  Assembly  Int.  523  in 
order  to  realize  the  program  outlined  above. 

Speaker  Flynn:  This  resolution  of  Dr. 

Davidson’s  is  referred  to  the  Reference  Commit- 
tee on  New  Business  A,  of  which  Dr.  George 
Bahcr  is  Chairman. 

24.  Women  Physicians’  Representation  in  the 
American  Medical  Association 

Sections  50,  91 

Dr.  Emily  D.  Barringer,  New  York:  I 

have  a message  here  from  the  women  physicians 
and  I have  been  asked  to  read  the  following 
resolution  which  was  unanimously  passed  at  a 
regular  meeting  of  the  Women’s  Medical  Asso- 
ciation of  New  York  City  on  March  8,  1939: 
Whereas,  it  is  a critical  time  in  the  history 
of  American  medicine  when  it  is  important  that 
all  physicians  should  unite  in  safeguarding  the 
interests  of  the  profession;  and 

Whereas,  the  American  Medical  Association 
especially  needs  at  this  time  the  active  interest 
and  loyal  support  of  all  its  members ; and 


Whereas,  there  are  about  8,000  to  9,000 
women  physicians  in  the  Unites  States,  many  of 
them  eligible  for  membership  in  the  American 
Medical  Association,  and  many  of  them  already 
members  thereof;  and 

Whereas,  these  women  physicians  have  in 
many  states  organized  city  associations,  state 
associations,  and  there  is  also  a national  or- 
ganization known  as  the  American  Medical 
Women’s  Association  and  the  members  thereof 
have  found  it  difficult  to  build  a powerful  or- 
ganization because  of  the  relatively  few  women 
and  lack  of  large  funds,  and  furthermore  it  is 
undesirable  to  segregate  the  women  physicians’ 
interests  from  the  interests  of  the  profession  as  a 
whole ; and 

Whereas,  the  ratio  of  women  physicians  to 
men  physicians  is  so  small  that  the  chance  of 
representation  in  the  House  of  Delegates  of  the 
various  State  Medical  Societies  is  almost  nil ; and 

Whereas,  we  believe  that  the  women’s  medi- 
cal organizations  have  much  to  give  in  big  vi- 
sioned ideas,  vigorous  work,  and  loyalty  if  their 
wishes  can  only  be  made  articulate ; therefore  be 
it 

Resolved:  that  the  Women’s  Medical  Asso- 

ciation of  New  York  City  in  Executive  Session, 
respectfully  request  and  urge  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  to  recommend  to  the  House  of  Dele- 
gates of  the  American  Medical  Association 
that  they  grant  a seat  to  a woman  delegate  in  the 
House  of  Delegates;  that  this  position  shall  be 
permanent  and  be  filled  each  year  by  the  Presi- 
dent or  President-Elect  of  the  American  Medical 
Women’s  Association. 

Speaker  Flynn:  This  resolution  of  Dr. 

Barringer’s  is  referred  to  the  Reference  Commit- 
tee on  New  Business  B,  of  which  Dr.  Frederic  C. 
Conway  is  Chairman. 

25.  Milmoe  Osteopathic  Bill — Assem  bly  Int.  1428 

Section  54 

Dr.  Irwin  E.  Siris,  Kings:  This  resolution  is 

presented  by  the  Medical  Society  of  the  County 
of  Kings: 

Whereas,  osteopathy  is  a system  of  treat- 
ing disease  wherein  drugs  are  not  used  or  sur- 
gery with  instruments  performed;  and 

Whereas,  there  is  a bill — Milmoe  Assembly 
Introductory  No.  1428 — which  has  passed  the 
Assembly  and  which  would  permit  osteopaths  to 
use  drugs,  antiseptics,  and  biological  products 
and  perform  minor  surgical  procedures,  and 

Whereas,  the  bill  is  indefinite  in  its  construc- 
tion and  we  believe  impossible  of  administration, 
therefore  let  it  be 

Resolved:  that  the  House  of  Delegates  of  the 

Medical  Society  of  the  State  of  New  York  hereby 
express  its  concern  for  the  public  welfare 
and  the  standards  for  medical  education  should 
this  bill  become  a law, 

Resolved:  that  this  House  of  Delegates  com- 

municate its  concern  to  the  Committee  on 
Education  of  the  Senate  and  inform  them  of  the 
dangers  of  permitting  unqualified  men,  the 
majority  of  whom  have  not  had  the  educational 
requirements  established  by  the  Regents  of  the 
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State  of  New  York  for  those  who  prescribe 
drugs  and  perform  minor  surgery. 

I move  the  adoption  of  this  resolution,  that  a 
copy  be  telegraphed  to  Roy  M.  Page,  Chairman, 
Committee  on  Education  and  to  Senator  Joseph 
Hanley  and  John  Dunnigan,  Majority  and 
Minority  leaders,  respectively,  of  the  State 
Senate,  and  that  the  telegrams  be  confirmed  by 
letters  by  our  State  Secretary,  Dr.  Irving. 

Speaker  Flynn:  The  resolution  of  Dr. 

Siris’  is  referred  to  the  Reference  Committee  on 
New  Business  C,  of  which  Dr.  Floyd  J.  Atwell  is 
Chairman. 

26.  Council  to  Forward  Report  of  Action  of 
Each  Meeting  to  County  Societies 

Section  41 

Dr.  Edward  C.  Wood,  Westchester:  This 

resolution  is  presented  by  the  Medical  Society 
of  the  County  of  Westchester: 

Whereas,  it  is  desirable  that  the  County 
Medical  Societies  be  directly  and  currently 
informed  of  all  actions  and  policies  of  the  in- 
terim-governing body  of  the  State  Society, 
therefore  be  it 

Resolved:  that  the  House  of  Delegates  hereby 

instructs  the  Council,  or  other  interim-governing 
body,  to  forward  a complete  record  of  the  actions 
taken  at  each  meeting  of  the  said  governing 
body  to  the  Secretary  of  each  County  Society, 
such  report  to  be  forwarded  within  ten  days  after 
each  such  meeting. 

Speaker  Flynn:  This  resolution  of  Dr. 

Wood’s  is  referred  to  the  Reference  Committee 
on  New  Business  A,  of  which  Dr.  George  Baehr  is 
Chairman. 

27.  Foreign  Physicians 

Section  86 

Secretary  Irving:  This  resolution  was  re- 

ceived from  the  County  of  Niagara: 

Resolved:  that  the  Medical  Society  of  the 

County  of  Niagara  hereby  resolve  to  request  the 
House  of  Delegates  to  oppose  admission  to  New 
York  State  of  foreign  or  alien  physicians. 

Speaker  Flynn:  This  resolution  from  the 

Medical  Society  of  the  County  of  Niagara  is 
referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  Frederic  C.  Conway  is 
Chairman. 

Before  we  recess,  I wish  to  announce  that  the 
Afternoon  Session  will  be  held  in  this  room, 
the  Evening  Session  in  the  small  ballroom  on  this 
floor,  and  tomorrow’s  Session  at  the  Plymouth 
Church. 

We  will  now  recess  until  two  o’clock  so  that  the 
Reference  Committees  may  function.  If  you 
have  business  with  them,  they  will  be  in  the 
balcony  and  in  the  rear  of  the  hall,  and  you  can 
appear  before  them  and  present  your  views. 

(At  11:50  a.m.  a recess  was  taken.) 

Afternoon  Session 

Monday,  April  24,  1939 

The  session  convened  at  2:30  o’clock,  pursuant 
to  recess. 

Speaker  Flynn:  The  House  will  be  in  order. 


28.  New  York  State  Library 

Section  56 

Speaker  Flynn:  I have  a telegram  here, 

which  I wish  to  read : 

“Please  call  Society’s  attention  to  fact  that 
proposed  15  per  cent  cut  in  already  insuf- 
ficient appropriation  for  state  library  means 
drastic  cut  in  service  to  physicians  because 
of  reduced  staff  and  purchase  fund.  Prompt 
protest  to  Senator  Thompson  would  be  ap- 
preciated here. 

(Signed)  Joseph  Gavit,  Acting  Director.’’ 
Speaker  Flynn:  I will  refer  this  telegram 
to  the  Reference  Committee  on  New  Business  C, 
of  which  Dr.  Floyd  J.  Atwell  is  Chairman. 

Are  there  any  further  resolutions? 

29.  To  Amend  the  Education  Law,  in  Relation 

to  the  Practice  of  Roentgenology 

Section  82 

Dr.  Theodore  West,  Westchester:  I should 

like  to  present  the  following  resolution: 

Whereas,  1.  The  Education  Law  (Art.  48, 
Section  1250)  says:  “A  person  practices  medi- 

cine within  the  meaning  of  this  article  ....  who 
holds  himself  out  as  being  able  to  diagnose  .... 
any  human  ....  or  physical  condition,  and  who 
shall  either  offer  or  undertake,  by  any  means  or 
method,  to  diagnose  ....  any  human  disease  .... 
or  physical  condition,”  and 

Whereas,  2.  The  Sausser  Case  decision 
(Sausser  v.  Health  Department  of  the  City  of 
New  York,  242  NY  66)  says:  “.  . . . making  an 

x-ray  photograph  is  not  diagnosis  ....  nor  .... 
(is)  ....  mere  explanation  of  what  such  photo- 
graph shows  diagnosis  . . . and 

Whereas,  3.  The  court  ruling  has  nullified 
the  Education  Law  as  it  relates  to  the  use  of 
x-rays  in  medical  diagnosis,  and 

Whereas,  there  is  a bill,  Williamson-Senate 
Int.  1893  No.  2297,  which  defines  roentgenology 
as  the  practice  of  medicine  and  will  correct  the 
error  in  the  Sausser  Case  decision;  therefore  be  it 
Resolved:  that  the  House  of  Delegates  be 

requested  to  give  its  approval  to  this  bill  and  a 
copy  of  this  resolution  be  sent  to  our  Executive 
Secretary,  Dr.  Joseph  Lawrence. 

Speaker  Flynn:  The  resolution  of  Dr. 

West’s  is  referred  to  the  Reference  Committee  B 
on  New  Business,  of  which  Dr.  Frederic  C. 
Conway  is  Chairman. 

30.  Amendment  to  the  Medical  Expense 

Indemnity  Insurance  Resolution 

Sections  7,  67 

Dr.  W.  S.  Collens,  Kings:  This  is  in  refer- 
ence to  the  matter  in  the  supplementary  report 
of  the  Council  in  connection  with  the  subject  of 
medical  expense  indemnity  insurance.  Item  6 
in  the  criteria  and  provisions  and  suggestions  for 
plans  for  medical  expense  indemnity  insurance 
states : 

“All  features  of  medical  service  must  be  under 
the  control  of  the  medical  profession.” 

That  statement  is  somewhat  too  ambiguous 
and  vague  and  does  not  in  itself  create  an  oppor- 
tunity for  organized  medicine  to  play  any  kind  of 
a part  in  the  regulation  and  control  of  these 
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medical  activities.  Although  left  to  the  medical 
profession,  it  may  be  left  to  a group  of  unofficial 
physicians  who  represent  themselves  as  a group 
to  conduct  this  type  of  venture.  I wish  to 
amend  Item  6,  therefore,  as  follows: 

“That  all  phases  of  medical  activity  in  each 
county  be  under  the  control  of  its  own  board 
elected  by  the  individual  County  Medical  Socie- 
ties and  to  function  in  a fashion  similar  to  that 
of  the  Compensation  Boards  of  the  various 
counties.  These  functions  to  include  qualifi- 
cations of  physicians  and  specialists,  deter- 
mination of  fee  schedules,  arbitration,  censor- 
ship, expulsion,  inspection  of  cases,  regulation 
of  conduct,  and  ethics.” 

Speaker  Flynn:  Dr.  Collens’  resolution  is 

referred  to  the  Committee  on  the  Report  of  the 
Council — Part  III,  Dr.  Leo  F.  Simpson,  Chair- 
man. 

31.  Free  Choice  of  Physicians  in  Medical 
Relief 

Section  79 

Dr.  Alfred  H.  Noehren,  Erie:  I have  been 

asked  by  the  Erie  County  Medical  Society  to 
present  this  resolution: 

Whereas,  free  choice  of  physician  is  the  crux 
of  our  future  destiny; 

Whereas,  the  care  of  the  certified  medical 
indigent  is  becoming  a colossal  and  permanent 
project; 

Whereas,  this  condition  will  continue  to 
exist  by  at  least  50  per  cent  of  the  load  today, 
even  if  industrial  conditions  should  become 
better; 

Whereas,  the  social  welfare  agencies  are 
advising  and  initiating  without  legislation,  by 
ruling  only,  more  and  more  control  of  the  medical 
care  of  the  indigent  by  full-time  physicians; 

Whereas,  some  of  our  County  Societies  are 
considering  and  have  accepted  the  full-time  phy- 
sician for  the  above-mentioned  care,  to  the  pos- 
sible future  detriment  of  all  parties  concerned; 
be  it 

Resolved:  that  the  Council  of  the  New  York 

State  Medical  Society,  or  a duly  appointed  com- 
mittee, promulgate  plans  and  rules  for  the  fur- 
therance of  the  free  choice  of  physician  for  the 
medical  care  of  the  certified  medical  indigent; 
be  it  further 

Resolved:  that  at  least  twice  each  year  each 

county  unit  receive  from  the  Council  or  Com- 
mittee advice  and  instructions  to  accomplish  a 
state- wide  free  choice  of  physician. 

Speaker  Flynn:  Dr.  Noehren’s  report  will 

be  referred  to  the  Reference  Committee  on 
New  Business  C,  of  which  Dr.  Floyd  J.  Atwell  is 
Chairman. 

32.  Council  Study  on  Aviation  Medicine 

Section  81 

Dr.  Benjamin  Jablons,  New  York:  I might 

say  this  is  not  being  introduced  for  the  County 
Society  of  New  York,  but  is  a personal  resolu- 
tion: 

Whereas,  the  programs  of  national  defense 
encompass  the  creation  of  a huge  aviation  force 
of  anywhere  from  10,000  to  25,000  planes ; 


Whereas,  such  a force  will  create  a great 
many  medical  problems  incident  to  the  proper 
care  and  training  of  a competent  personnel; 
therefore  be  it 

Resolved:  that  this  subject  be  referred  to  the 

Council  for  study  and  action  for  the  purpose 
of  disseminating  proper  information  regarding 
the  physiology  and  medical  possibilities  of  this 
phase  of  medicine. 

Speaker  Flynn:  Dr.  Jablons’  resolution  is 

referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  Frederic  C.  Conway  is 
Chairman. 

33.  Internship  as  a Requisite  for  License  to 
Practice  Medicine  in  New  York  State 

Section  75 

Dr.  Charles  Gullo,  Livingston:  Recently 

two  bills  were  presented  into  the  Legislature, 
the  Osteopathic  Bill  and  the  Chiropractic  Bill 
that  you  all  know  about.  The  Osteopathic  Bill 
has  been  passed  in  the  Assembly  so  far.  We,  of 
Livingston  County,  feel  that  our  Society  as  a 
group  has  done  very  little  constructively  to 
meet  the  demands  of  the  osteopaths  and  the 
chiropractors.  For  many  years  the  osteopaths 
have  had  introduced  and  have  tried  to  have 
passed  such  a law  as  is  before  the  Senate  today, 
and  unless  we  can  offer  something  constructive 
rather  than  negative,  as  we  have  in  the  past,  I 
do  not  believe  we  have  any  business  to  oppose 
this  measure. 

The  State  of  New  York,  along  with  a few  other 
states,  allows  a graduate  upon  finishing  his 
education  to  take  an  examination  and  then 
start  to  practice  medicine  without  the  necessary 
requirement  of  internship. 

May  I say  this  is  just  a personal  resolution  as 
we  did  not  have  time  in  Livingston  County  to 
approve  this  as  we  meet  only  once  every  three 
months : 

I believe  that  the  Medical  Practice  Act  should 
be  amended  so  that  every  applicant,  before 
entering  upon  the  examination  in  the  State  of 
New  York  to  practice  medicine,  must  also  be 
required  to  serve  an  internship  of  at  least  one 
year.  In  that  way  we  will  not  only  safeguard  the 
public  so  that  those  who  practice  medicine  are 
properly  trained,  but  we  will  be  accomplishing 
something  more  than  that  because  today,  after 
all,  all  our  graduates  practically  have  to  take  an 
internship,  but  there  are  those  who  do  not,  and 
if  the  osteopaths  do  succeed — and  the  chances 
are  they  might,  because  we  as  a group  have  prac- 
tically no  lobby  in  Albany.  I was  speaking  to 
one  of  the  members  of  the  Legislature  after  this 
thing  happened.  He  said  at  the  time  that 
this  bill  was  before  the  House,  the  place  was 
swamped  with  men  representing  this  particular 
group,  but  the  Medical  Society  of  the  State  of 
New  York  was  conspicuous  by  its  absence.  If 
this  measure  were  passed,  and  this  particular 
amendment  to  the  Practice  Act  were  in  force,  it 
would  require  every  osteopath  before  practicing 
medicine — medicine  that  they  wish  to  prac- 
tice in  the  State  of  New  York — to  have  interned 
in  a hospital  accepted  and  approved  by  the 
American  College  of  Surgeons;  but  they  will 
not  be  equipped  to  do  so  unless  they  take  other 
measures  to  equip  themselves  to  do  it,  so  the 
resolution  reads: 
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Measures  be  taken  to  have  enacted  into  law: 

1.  To  require  that  all  applicants  to  practice 
medicine  in  New  York  State  must,  besides  pass- 
ing present  requirements,  be  required  to  spend  at 
least  one  year  as  an  intern  in  an  acceptable 
hospital  approved  by  the  American  College  of 
Surgeons. 

Speaker  Flynn:  That  first  resolution  is 

referred  to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  George  Baehr  is  Chair- 
man. 

34.  Basic  Science  Law 

Section  76 

Dr.  Charles  Gullo,  Livingston:  I have  an- 
other resolution  which  refers  to  the  Chiropractic 
Bill,  which  was  defeated.  Our  state  does  not 
require,  to  our  surprise  in  Livingston  County, 
and  I believe  to  the  surprise  of  the  majority  of 
the  members  of  our  Society,  that  a man  wishing 
to  practice  chiropractic  need  take  an  examina- 
tion. He  can  just  set  up  a shingle  any  time  and 
any  place  he  pleases.  What  have  we  done  in 
the  past  to  combat  this?  Practically  nothing 
except  to  say  "We  don’t  want  you  to  practice 
that.”  They  practice  it  anyhow.  There  are  a 
few  states,  however,  where  they  have  not  gotten 
away  with  it  so  easily,  and  if  time — 

Speaker  Flynn:  Do  you  not  think  it  would 

be  better  to  discuss  your  resolution  when  the 
Committee  makes  its  report? 

Dr.  Gullo:  Yes.  It  reads: 

Measures  be  taken  that  a law  be  enacted 
requiring  that  all  persons  desiring  to  practice 
any  of  the  branches  of  medicine  such  as  chiro- 
practic, naturopathy,  and  other  similar  groups 
must,  before  allowed  to  practice  their  art,  pass  an 
examination  on  the  basic  sciences,  besides  meet- 
ing present  requirements. 

Speaker  Flynn:  This  second  resolution  of 

Dr.  Gullo’s  will  be  referred  to  the  same  Refer- 
ence Committee  on  New  Business  A,  of  which 
Dr.  George  Baehr  is  Chairman. 

Are  there  any  further  resolutions? 

35.  Citizenship  as  Requirement  to  Practice 
Medicine  in  New  York  State 

Section  83 

Dr.  Homer  J.  Knickerbocker,  Ontario: 
I wish  to  present  the  following  resolution  for  the 
Medical  Society  of  the  County  of  Ontario: 

Whereas,  the  Medical  Society  of  the  County 
of  Ontario  on  July  12,  1938,  adopted  an  amend- 
ment to  its  Bylaws,  viz.  "Any  person  of 
foreign  birth  applying  for  membership  in  the 
Medical  Society  of  the  County  of  Ontario, 
shall  present  documentary  evidence  of  full 
citizenship  in  the  United  States  of  America, 
before  such  application  shall  be  considered  by 
the  Society,”  and 

Whereas,  although  duly  reported  to  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York,  no  definite  ruling  has  yet  been  ob- 
tained relative  to  the  legality  of  such  addition 
to  the  Bylaws  of  the  Medical  Society  of  the 
County  of  Ontario;  therefore  be  it 

Resolved:  that  such  matters  of  citizenship  as 

relate  to  membership  be  considered  as  en- 


tirely within  the  jurisdiction  of  individual  County 
Medical  Societies. 

Speaker  Flynn:  The  resolution  of  Dr. 

Knickerbocker’s  is  referred  to  the  Reference 
Committee  on  New  Business  B,  of  which  Dr. 
Frederic  C.  Conway  is  Chairman. 

36.  New  York  State  Department  of  Education — 
Physician  as  Director  of  Division  of  Health  and 

Physical  Education 

Section  77 

Dr.  C.  J.  F.  Parsons,  Westchester:  I wish  to 

present  the  following  resolution  of  the  West- 
chester County  Medical  Society: 

Whereas,  the  House  of  Delegates  adopted  a 
resolution  in  1936  (Sec.  65  Minutes  of  the  House 
of  Delegates,  1936)  providing  that  the  Medical 
Society  of  the  State  of  New  York  “take  such 
steps  and  sponsor  such  legislation  as  may  be 
necessary  to  require  the  appointment  of  a duly 
qualified  physician  as  Director  of  the  Division  of 
Health  and  Physical  Education  of  the  State 
Department  of  Education,”  and 

Whereas,  no  bill  has  been  introduced  into  the 
Legislature,  or  other  action  been  taken  to  effect 
such  a change  in  the  Education  Law,  therefore 
be  it 

Resolved:  that  the  House  of  Delegates  reaf- 
firm the  resolution  passed  in  1936,  and  direct 
the  Council  of  the  State  Society  to  introduce  and 
seek  the  passage  of  such  legislation,  requiring  the 
appointment  of  a duly  qualified  physician  to  the 
aforementioned  directorship. 

Speaker  Flynn:  The  resolution  of  Dr. 

Parsons’  is  referred  to  the  Reference  Committee 
on  New  Business  A,  of  which  Dr.  George  Baehr  is 
Chairman. 

Are  there  any  further  resolutions? 

(There  was  no  response.) 

Speaker  Flynn:  Are  there  any  reports  of 

Reference  Committees? 

37.  Report  of  Reference  Committee  No.  V on 

Report  of  Council 

New  Section  on  Gastroenterology  and  Proctology — 
Scientific  Assembly  Committee 

Dr.  Homer  J.  Knickerbocker:  During 

the  past  year  a new  Section  on  Gastro- 
enterology and  Proctology  came  into  being. 
Your  Committee  welcomes  this  new  section  and 
wishes  it  all  success.  Your  Committee  com- 
mends the  plan  whereby  the  various  committees, 
namely,  the  committee  on  arrangements,  the 
committee  on  scientific  program,  and  the  com- 
mittee on  scientific  exhibits,  act  in  concert  as  a 
scientific  assembly  committee.  This  plan  is  to 
be  commended  because  each  subdivision  retains 
its  individual  functions,  while  all  the  activities 
are  coordinated.  We  recommend  the  continu- 
ance of  this  plan. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

Technical  Exhibits 

Dr.  Knickerbocker:  The  plan  whereby 

an  individual  member  or  a committee  of  mem- 
bers handles  the  selling  of  space  at  annual  meet- 
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ings  thereby  controlling  more  easily  the  char- 
acter of  the  exhibits  as  well  as  saving  commis- 
sions usually  paid  to  outside  solicitors  is  en- 
dorsed as  long  as  it  gives  equally  good  results. 
We  recommend  its  continuance. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

The  A.  Walter  Suiter  Lectureship 

Dr.  Knickerbocker:  The  establishment  of 

this  Lectureship  is  gratefully  acknowledged. 
It  is  our  sincere  hope  that  others  of  like  char- 
acter, perhaps  along  section  lines,  may  be  subse- 
quently established. 

We  are  also  duly  grateful  to  Dr.  Francis  Carter 
Wood  for  his  generosity  in  donating  to  the  fund 
whatever  honorarium  may  be  due  this  year. 
This  would  appear  to  set  a precedent  that  in 
course  of  time  might  build  the  fund  up  to  the 
amount  originally  intended  by  the  testator. 

I move  the  adoption  of  the  report  of  the 
Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

In  Memoriam  to  Dr.  Frederick  H.  Flaherty 

Dr.  Knickerbocker:  Your  Committee  feels 

that  no  more  fitting  expression  of  our  esteem 
could  be  had,  and  recommends  the  adoption 
verbatim  of  the  resolution  unanimously  passed 
by  the  Council  on  October  13,  1938. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

“M.D.”  License  Plates 

Dr.  Knickerbocker:  Your  Committee  en- 

dorses the  adoption  of  the  report  as  published, 
and  recommends  the  continuance  of  the  plan  of 
issuing  special  “M.D.”  license  plates  to  the 
members  of  the  State  Society.  We  recommend  a 
vote  of  thanks  to  those  members  whose  efforts 
culminated  in  securing  special  automobile  license 
plates  for  the  members.  Your  Committee  re- 
spectfully urges  that  every  doctor  having  these 
plates  be  especially  cautious  not  to  abuse  any 
possible  courtesy  which  these  plates  may  carry. 

It  so  happens  that  some  of  our  families  have 
been  parking  in  front  of  hydrants  and  in  other 
forbidden  territory  and  have  not  been  pulled  in. 
They  probably  will  be  sooner  or  later. 

I move  the  adoption  of  the  recommendation  of 
the  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

New  York  State  Board  Nominations 

Dr.  Knickerbocker:  We  recommend  the 

adoption  of  the  report  as  published  and  the 
nominations  as  made.  We  also  desire  to  express 
our  pleasure  at  the  increasing  confidence  in  the 
organized  medical  profession  as  shown  by  the 
various  branches  of  our  state  government. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 


Changes  in  Group  Plan  Rates  and  Coverage  for 
Malpractice  Insurance 

Dr.  Knickerbocker:  We  desire  to  express 
our  gratitude  to  the  Committee  which  has  ac- 
complished so  much  for  our  members.  We 
recommend  the  adoption  of  the  report  as  pub- 
lished. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

Dr.  Knickerbocker:  I would  now  move 
the  adoption  of  the  Report  of  the  Committee  as  a 
whole. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

38.  Report  of  Reference  Committee  on  Report 
of  the  Secretary 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  Before 

presenting  the  Report  of  the  Committee  on  the 
Report  of  the  Secretary,  I wish  to  state  that  I, 
as  Chairman  of  this  Reference  Committee,  do 
not  feel  that  the  Secretary’s  Report  is  a reflec- 
tion of  all  the  numerous  activities  to  which  our 
Secretary  has  in  the  past  year  so  wholeheartedly 
and  with  such  sincere  and  conscientious  effort 
devoted  his  whole  time,  but  as  your  Reference 
Committee  can  only  report  on  the  Report  of  the 
Secretary  as  submitted  I shall  proceed  to  give 
the  Reference  Committee’s  report: 

The  Reference  Committee  finds  that  it  is  im- 
possible to  report  in  detail  on  the  vast  amount  of 
work  which  has  been  accomplished  by  the  Secre- 
tary since  the  last  Meeting  of  the  House  of 
Delegates,  May  9,  1938.  During  the  past  ad- 
ministrative year  the  social  and  economic  as- 
pects of  medicine  have  had  a direct  relationship 
on  the  events  of  the  country  in  general,  and  due 
to  these  factors  the  work  of  the  headquarters 
office  has  been  greatly  increased.  Many  of 
these  matters  required  most  urgent  action. 

The  Committee  desires  to  voice  its  approval  of 
the  comprehension  and  the  efficiency  of  the  head- 
quarters office  and  also  to  commend  the  splendid 
work  and  capable  judgment  of  the  Secretary. 

Membership:  We  note  the  increase  of  1,176 
new  members  and  also  with  profound  regret  the 
loss  by  death  of  180  members;  with  other 
changes  as  published  in  the  Report  of  the 
Secretary  makes  a total  net  gain  of  648  as  of 
December  31,  1938.  The  total  increase  of 
membership  over  the  past  five  years  is  over 
3,000. 

We  wish  to  congratulate  the  twenty  honor 
societies. 

We  wish  to  commend  the  Secretary  and  the 
clerical  force  for  the  work  entailed  in  keeping  the 
roster  of  all  physicians  in  the  state  up  to  date,  as 
provided  in  the  bylaws. 

We  approve  the  action  of  the  Secretary  in 
sending  the  usual  card  and  explanatory  letter  to 
all  physicians  in  the  state  so  that  the  neces- 
sary information  for  the  Directory  may  be  avail- 
able at  any  time  that  it  may  be  desired. 

Coordination  of  Activities:  As  this  subject  is 

covered  in  the  Report  of  the  Council,  this 
Reference  Committee  refers  recommendations  to 
that  report. 

We  feel  that  the  officers  of  the  State  Society 
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should  receive  gratitude  and  appreciation  of  the 
Society  for  the  time  and  energy  that  they  have 
devoted  to  the  publicity  of  the  organized  medi- 
cine. 

As  increased  office  space  is  required  for  the 
publication  of  the  Journal  and  greater  efficiency 
and  saving  of  time  could  be  accomplished  by 
centralizing  the  various  office  units  now  sepa- 
rated and  also  to  facilitate  travel,  the  Commit- 
tee recommends  that  the  Council  be  empowered 
subject  to  its  discretion  to  obtain  suitable  offices. 

We  wish  to  especially  commend  the  work  done 
by  the  Secretary  on  Public  Health,  Malpractice 
Insurance,  Preparations  for  the  Annual  Meeting, 
Journal  Publication,  Medical  Publicity,  the 
Medical  Care  Survey,  Medical  Relief,  and  Medi- 
cal Expense  Indemnity  Insurance. 

The  Committee  is  mindful  of  the  vast  amount 
of  work  accomplished  by  these  various  and  multi- 
tudinous duties. 

We  note  the  assistance  and  cooperation  of  the 
officers  and  committee  members.  This  unity  of 
interest  augurs  for  the  efficiency  of  the  organiza- 
tion as  a whole. 

The  Reference  Committee  notes  with  satis- 
faction and  appreciation  the  work  of  Miss 
Dougherty  for  her  supervision  of  the  office  and 
her  unfailing  assistance  to  the  General  Manager 
and  also  of  the  clerical  force  for  maintaining 
the  tradition  of  the  office  even  under  the  trying 
circumstances  of  overtime,  increased  work,  and 
crowded  quarters. 

The  Committee  wishes  to  add  its  approval  and 
endorse  the  thanks  expressed  by  the  General 
Manager. 

In  conclusion,  the  Committee  wishes  to  ex- 
press its  approval  for  the  replete  yet  concise 
report  as  a whole. 

I move  the  adoption  of  the  report  of  the  Refer- 
ence Committee. 

The  motion  was  seconded. 

Dr.  George  W.  Kosmak:  I would  like  to 

amend  that  section  of  the  report  referring  to 
the  change  of  quarters,  and  add  the  words 
there  “subject  to  approval  by  the  Board  of 
Trustees.”  I think  that  is  a very  important 
amendment. 

Dr.  Van  Kleeck:  I accept  that  amendment. 

Speaker  Flynn:  It  being  accepted,  it  be- 

comes part  of  the  report  of  the  Reference  Com- 
mittee. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried. 

39.  Report  of  the  Reference  Committee  on 
Report  of  Board  of  Censors 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  The 

House  of  Delegates  in  1938  approved  the  Re- 
ports of  the  Board  of  Censors  (April  1,  1938) 
relative  to  the  appeal  by  Doctor  Donald  R. 
Keller,  of  Westhampton  Beach,  from  a decision 
of  the  Suffolk  County  Medical  Society  exclud- 
ing him  from  membership. 

The  Suffolk  County  Medical  Society,  as  in- 
structed by  the  Board  of  Censors,  again  voted  on 
the  application  of  Dr.  Donald  R.  Keller  with  the 
result  that  Dr.  Keller  was  denied  membership. 
Dr.  Keller  appealed  from  this  decision  excluding 
him  from  membership,  and  the  Board  of  Censors 
of  the  Medical  Society  of  the  State  of  New  York 


heard  this  appeal  on  February  9,  1939.  The 
Board  of  Censors  after  careful  consideration 
and  discussion  of  all  records  and  grounds  for 
appeal,  reached  the  conclusion  by  a vote  by 
ballot  of  6 to  1 (the  President  and  Secretary 
not  voting)  that  the  judgment  appealed  from 
should  be  affirmed. 

This  decision  was  duly  transmitted  by  the 
Secretary  in  writing  to  both  appellant  and  re- 
spondent. 

The  Reference  Committee  approved  the 
action  and  report  of  the  Board  of  Censors  and 
moves  the  adoption  of  the  report. 

I move  the  recommendation  of  the  Reference 
Committee. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unani- 
mously carried. 

40.  Report  of  Reference  Committee  on  Reports 

of  the  District  Branches 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  The 

Reference  Committee  wishes  to  commend  the 
Reports  of  the  eight  District  Branches. 

In  our  review  of  the  reports  of  these  eight 
District  Branches,  your  Reference  Committee 
notes  the  high  quality  of  the  scientific  programs 
and  also  the  arrangements  made  for  the  comfort 
and  entertainment  of  the  members  at  these 
meetings.  We  feel,  however,  that  the  attend- 
ance, especially  in  the  larger  urban  communi- 
ties, while  improved,  is  not  commensurate 
with  the  effort  expended.  Within  the  limita- 
tions of  the  budget  allowed,  the  Reference  Com- 
mittee would  recommend  that  wider  publicity 
be  given  these  District  Branch  meetings,  stress- 
ing both  their  educational  value  and  the  oppor- 
tunities offered  for  the  membership  to  obtain 
closer  contact  with  the  activities  and  efforts  of 
the  organized  profession  as  conducted  by  our 
State  Society. 

The  Reference  Committee  recommends  con- 
tinued assistance  and  encouragement  for  the 
work  and  purpose  of  the  District  Branches. 

We  wish  to  note  with  appreciation  the  interest 
and  attendance  of  the  President  and  state  officers 
at  each  of  the  Annual  District  Branch  Meetings. 
This  custom  greatly  adds  to  the  interest  of  the 
meetings. 

The  Committee  is  gratified  to  note  the  com- 
plete and  detailed  report  of  each  District  Branch 
President. 

I move  the  adoption  of  the  report  of  the  Refer- 
ence Committee. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Dr.  Van  Kleeck:  I move  now  for  the  adop- 

tion of  the  Report  of  the  Committee  as  a whole, 
with  the  slight  amendment  which  was  suggested 
by  Dr.  Kosmak  and  accepted. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unani- 
mously carried. 

41.  Report  of  Reference  Committee  on  New 
Business  A on  Council  Forwarding  Report  of 
Action  of  Each  Meeting  to  County  Societies 

Section  26 

Dr.  George  Baehr,  New  York:  In  regard 

to  the  resolution  of  Dr.  Wood,  of  the  County  of 
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Westchester,  Reference  Committee  on  New  Busi- 
ness A recommends  approval  of  the  resolu- 
tion introduced  by  Dr.  Wood,  with  certain 
changes  in  wording. 

The  resolution,  as  approved  by  the  Reference 
Committee  on  New  Business  A,  reads  as  follows: 

"Whereas,  it  is  desirable  that  the  County 
Medical  Societies  be  directly  and  currently  in- 
formed of  all  actions  and  policies  of  the  interim- 
governing  body  of  the  State  Society ; therefore  be 
it 

" Resolved : that  the  House  of  Delegates  hereby 
instructs  the  Council,  or  other  interim-govern- 
ing body,  to  forward  a report  of  the  actions 
taken  at  each  meeting  of  the  said  governing  body 
to  the  Secretary  of  each  County  Society — such 
report  to  be  forwarded  as  soon  as  possible  after 
each  regular  meeting  and  before  the  next  suc- 
ceeding meeting  of  the  Council.” 

I so  move. 

The  motion  was  seconded. 

Vice-Speaker  Bauer:  It  has  been  moved 

and  seconded  that  the  report  of  the  Reference 
Committee  be  adopted,  carrying  with  it  the 
amended  resolution  of  Dr.  Wood.  Is  there  any 
discussion? 

Dr.  William  H.  Ross:  I move  to  amend 
that  to  provide  for  publishing  it  in  the  Journal. 
It  will  save  expense  and  will  cost  considerably 
less.  Those  reports  are  quite  voluminous. 

Dr.  Baehr:  This  matter  was  discussed  in 

the  Reference  Committee,  and  the  Reference 
Committee  decided  against  that  action  on  the 
grounds  that  the  report  of  the  Council  to  the 
Secretary  of  each  County  Society  would  be  suf- 
ficient. It  is  merely  a report  of  the  actions 
taken.  It  is  not  the  minutes  nor  the  complete 
transactions  as  to  what  transpired  at  the  meet- 
ings of  the  Council. 

Secondly,  it  was  felt  that  the  publication  of 
these  actions  taken,  many  of  which  are  pre- 
liminary, in  a state  journal  circulated  very 
widely  might  give  rise  at  times  to  misunder- 
standings, and  it  would  be  better  to  have  them 
go  directly  to  the  Secretary  of  the  County 
Societies.  It  is  merely  a matter  of  mimeograph- 
ing a report  of  the  actions  taken,  and  the  Secre- 
tary of  the  State  Society  thought  it  was  not 
too  burdensome  and  could  be  accomplished. 

Vice-Speaker  Bauer:  Was  there  a second 
to  Dr.  Ross’  amendment?  There  being  no 
second,  we  come  to  the  adoption  of  the  Commit- 
tee’s Report.  Is  there  any  further  discussion? 
Your  action  on  this  report  carries  with  it  the 
amended  resolution  of  Dr.  Wood. 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  carried. 

42.  Report  of  Reference  Committee  on  New 
Business  A on  Principles  of  Professional  Conduct 
for  New  Licensees 

Section  18 

Dr.  George  Baehr,  New  York:  The  Refer- 
ence Committee  on  New  Business  A recom- 
mends the  approval  of  the  resolution  of  Dr. 
Francis  Kimball,  New  York  County,  with 
certain  changes  in  wording,  which  are  accept- 
able to  him. 

The  resolution,  as  amended,  reads  as  follows: 

“ Resolved : that  the  Secretary  of  the  State 


Board  of  Medical  Examiners  be  requested  to 
send  to  the  Secretary  of  the  Medical  Society  of 
the  State  of  New  York  the  name  of  each  person 
to  whom  they  issue  a license  to  practice  medicine 
in  the  State  of  New  York;  and  be  it  further 

“ Resolved : that  the  Secretary  of  the  Medical 
Society  of  the  State  of  New  York  be  and  is  here- 
by instructed  to  send  a copy  of  the  Principles  of 
Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York  to  each  person  to 
whom  a license  is  issued  to  practice  medicine  in 
the  State  of  New  York,  together  with  a letter  of 
explanation  and  advice  to  him  to  apply  for 
membership  in  the  County  Medical  Society  in 
which  he  establishes  legal  residence  and/or 
his  principal  office.” 

I move  the  adoption  of  the  resolution  as 
amended. 

Dr.  Homer  J.  Knickerbocker,  Ontario: 
I would  like  to  offer  an  amendment,  "and  the 
date  thereof”  be  inserted  relative  to  the  license. 

Dr.  Baehr:  That  is  acceptable. 

The  motion  was  seconded. 

There  being  no  discussion,  the  amendment 
was  put  to  a vote,  and  was  unanimously  car- 
ried. 

Vice-Speaker  Bauer:  Now  we  come  to 
the  amended  Committee’s  report,  which  carries 
with  it  the  approval  of  the  resolution  of  Dr. 
Kimball  as  amended  by  the  Reference  Commit- 
tee. 

There  being  no  discussion,  the  amendment 
was  put  to  a vote,  and  was  unanimously  carried. 

43.  Report  of  Reference  Committee  on  New 

Business  A — Public  Medicine  Assembly  Bill 

Int.  523 

Section  23 

Dr.  Baehr,  New  York:  Although  some  of  the 
statements  in  the  preamble  to  Dr.  Benjamin 
Davidson’s  resolution  are  true,  other  statements 
are  not  founded  upon  acceptable  evidence, 
and  the  conclusions  derived  therefrom  as  re- 
corded in  the  resolution  are  unwarranted  and  in 
fact  contrary  to  the  policy  of  the  Medical  Society 
of  the  State  of  New  York  as  established  after 
careful  study  of  the  problem  of  medical  care. 
Assembly  Bill  Int.  523,  print  535,  known  as  the 
Goldstein  bill,  is  poorly  conceived  and  contrary 
to  public  policy. 

The  Reference  Committee  on  New  Business  A, 
therefore,  recommends  that  the  resolution  of 
Dr.  Davidson  be  disapproved,  and  I so  move. 

The  motion  was  seconded. 

Vice-Speaker  Bauer:  The  motion  is  on 

the  report  of  the  Reference  Committee  carrying 
with  it  the  loss  of  the  resolution. 

There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. 

44.  Report  of  Reference  Committee  on  the 

Report  of  the  President 

Dr.  Robert  Brittain,  Delaware:  The  Re- 
port of  the  President,  Dr.  William  A.  Groat,  is  a 
sincere  reflection  of  experience  gained  by  faith- 
ful, scholarly,  and  untiring  efforts  in  behalf  of  the 
Medical  Society  of  the  State  of  New  York. 

It  calls  attention  to  attainments  that  have  re- 
sulted from  the  combination  of  our  financial, 
legislative,  and  professional  resources.  It  em- 
phasizes that  our  most  important  aim  and  duty 
is  to  continue  the  practice  of  medicine  on  its 
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highest  scientific  and  moral  standards.  It  con- 
veys the  impression  of  a most  sympathetic 
understanding  of  human  needs. 

We  commend  it  most  heartily  to  the  members 
of  our  Society. 

I move  the  report  of  the  Reference  Committee. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

45.  Report  of  the  Reference  Committee  on  the 
Address  of  the  President-Elect 

Section  13,  72 

Dr.  Robert  Brittain,  Delaware:  The  Presi- 

dent-Elect asks  that  each  member  carry  his 
share  of  the  burden  of  the  Society.  He  recom- 
mends the  close  inspection  and  the  economic 
distribution  of  funds,  a thorough  investiga- 
tion of  our  expenditures  to  see  where  items 
may  be,  if  possible,  reduced.  He  recommends 
the  appointment  of  a committee  by  this  House 
of  Delegates  to  study  these  facts — this  committee 
to  report  to  the  Council  their  findings;  to  investi- 
gate the  cost  of  publication  of  Journal,  reduc- 
tion of  salaries  and  expenses  where  there  seems 
to  be  an  excess;  continuance  of  a Workman’s 
Compensation  Committee.  The  President  rec- 
ommends the  consideration  and  study  of  the 
licensure  of  alien  physicians,  active  survey  of 
physicians  who  are  not  members  of  their  local 
medical  societies  to  get  them  to  become  members. 

This  Committee  approves  of  these  recom- 
mendations. 

I move  the  report  of  the  Committee. 

The  motion  was  seconded. 

Vice-Speaker  Bauer:  The  question  is  be- 

fore you  on  the  adoption  of  the  Committee’s 
report.  Is  there  any  discussion? 

Dr.  George  W.  Kosmak:  I would  like  to 

propose  an  amendment  to  that  portion  of  the 
report  which  refers  to  the  appointment  of  a 
committee  from  the  House  of  Delegates  to  study 
the  various  items  of  expenditure,  etc.  It  would 
seem  to  me,  Mr.  Vice-Speaker — I see  the  Speaker 
has  been  rendered  inactive  for  the  moment — 
that  this  matter  be  turned  over  to  the  Board  of 
Trustees  who  have  in  mind  doing  this  very  job. 
I think  it  is  unnecessary  to  appoint  another 
committee  from  the  House  of  Delegates  to  take 
care  of  this  matter.  I,  therefore,  would  like 
to  amend  that  portion  of  the  report  to  substitute 
for  a special  committee  from  the  House  of 
Delegates  the  words  "the  incoming  Board  of 
Trustees.” 

Dr.  Grant  C.  Madill  : I second  that  motion. 

Vice-Speaker  Bauer:  The  amendment  has 

been  made  and  seconded  to  substitute  the 
Board  of  Trustees  for  appointment  of  a commit- 
tee by  the  House  of  Delegates.  Is  there  any 
discussion  on  the  amendment? 

Secretary  Irving:  Dr.  Kosmak,  I think,  is 

mistaken  in  thinking  that  the  recommendation 
meant  the  appointment  of  a committee  of  the 
House  of  Delegates.  All  we  appoint  here  are 
reference  committees.  Special  committees  of 
the  Society  are  appointed  by  the  President, 
subject  to  the  approval  of  the  Council.  I just 
wanted  to  correct  what  seemed  an  error  in 
understanding. 

Vice-Speaker  Bauer:  According  to  the 
bylaws,  the  Speaker  of  the  House  of  Delegates 
only  appoints  the  reference  committees  that 


report  at  the  session  for  which  they  are  ap- 
pointed; any  committees  other  than  that  must 
be  appointed  by  the  President,  with  the  consent 
of  the  Council. 

Dr.  Kosmak:  That  does  not  change  my 
opinion  in  the  least.  I think  that  this  function 
is  one  that  should  be  turned  over  to  the  Board 
of  Trustees.  They  are  more  familiar  with  the 
facts  of  the  case.  There  is  no  need  for  the 
appointment  of  a special  committee.  This 
matter  can  very  well  be  taken  up  and  fully 
considered  by  the  Board  of  Trustees. 

Vice-Speaker  Bauer:  The  question  is  still 
before  you  on  the  amendment.  Is  there  any 
further  discussion? 

Dr.  Brittain:  Has  there  already  been  a 

committee  appointed  for  this  purpose? 

Vice-Speaker  Bauer:  I think  not.  Is  there 

any  other  discussion?  If  not,  are  you  ready  for 
the  question  on  the  amendment?  All  those  in 
favor  of  Dr.  Kosmak’s  amendment,  say  "Aye”; 
those  opposed,  "No.”  The  “Ayes”  have  it,  and 
the  amendment  is  carried. 

The  question  now  is  on  the  amended  report  of 
the  Reference  Committee.  Is  there  any  dis- 
cussion on  that?  If  not,  all  those  in  favor  of  the 
adoption  of  the  amended  report  say  "Aye”; 
those  opposed,  "No.”  The  report  is  adopted 
(later  recommitted). 

Are  there  any  other  reference  committees 
ready  to  report? 

Dr.  James  H.  Borrell:  I would  suggest  on 

any  further  amendments  that  are  offered  from 
the  floor  the  microphone  be  used. 

Assistant  Secretary  Podvin:  I do  not 
believe  half  of  the  men  heard  that. 

Dr.  Arthur  S.  Driscoll,  Richmond:  I 
know  that  I,  for  one,  did  not  hear  it.  I do  not 
know  what  the  purposes  of  that  amendment  were, 
and  the  men  all  around  me  are  in  the  same  situa- 
tion. 

Chorus:  Yes!  Yes!  We  did  not  hear  it. 

Vice-Speaker  Bauer:  The  amendment  was 

to  substitute  the  Board  of  Trustees  for  the  ap- 
pointment of  a special  committee  from  anywhere 
else  in  the  Society. 

Are  any  other  reference  committees  ready  to 
report  ? 

(There  was  no  response.) 

Vice-Speaker  Bauer:  I will  declare  a recess 

of  ten  minutes  until  other  committees  have  their 
reports  prepared. 

After  Recess 

Vice-Speaker  Bauer:  The  House  will  be  in 
order. 

Gentlemen,  the  Chair  is  informed  that  a very 
large  percentage  of  the  House  did  not  understand 
on  what  they  were  voting  before  we  recessed. 
The  Chair  would,  therefore,  be  very  glad  to 
entertain  a motion  for  reconsideration. 

Dr.  Samuel  J.  Kopetzky,  New  York:  I 

move  that  it  be  reconsidered. 

The  motion  was  seconded. 

Vice-Speaker  Bauer:  It  has  been  regularly 

moved  and  seconded  that  we  reconsider  the 
Report  of  the  Reference  Committee  on  the 
Report  of  the  President-Elect.  Is  there  any 
discussion? 

Dr.  Kopetzky:  The  only  discussion  is  the 

fact  we  did  not  hear  it. 

Vice-Speaker  Bauer:  Hereafter  anyone 

who  gets  the  floor  will  be  asked  to  come  up  and 
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use  the  microphone  so  there  will  be  no  excuse 
for  everybody  not  hearing  what  has  been  said. 

Is  there  any  discussion  on  the  reconsideration? 
If  not,  all  those  in  favor  of  reconsidering,  will  say 
“Aye”;  those  opposed  “No.”  The  vote  is  car- 
ried. The  Report  of  the  Reference  Committee 
on  the  Report  of  the  President-Elect  is  before 
you  just  as  though  nothing  had  been  done. 

Dr.  Kosmak,  will  you  come  up  and  use  the 
microphone  and  explain  your  amendment 
again? 

Dr.  George  W.  Kosmak:  Preliminary  to 

that  I believe  you  should  have  the  motion  read. 

Dr.  John  J.  Masterson,  Kings:  In  order  to 

have  this  properly  discussed  we  should  have  the 
Chairman  of  the  Reference  Committee  make 
his  report  again,  as  most  of  us  did  not  hear  it 
in  the  first  place. 

Vice-Speaker  Bauer:  The  report  was  not 

understood  either.  Will  the  Chairman  of  the 
Reference  Committee  come  and  reread  his 
report? 

Dr.  Brittain:  The  President-Elect  asks  that 

each  member  carry  his  share  of  the  burden  of  the 
Society.  He  recommends  the  close  inspection 
and  the  economic  distribution  of  funds,  a thor- 
ough investigation  of  our  expenditures  to  see 
where  items  may  be,  if  possible,  reduced.  He 
recommends  the  appointment  of  a committee  by 
this  House  of  Delegates  to  study  these  facts — 
this  committee  to  report  to  the  Council  their 
findings;  to  investigate  the  cost  of  the  publica- 
tion of  Journal,  reduction  of  salaries  and  ex- 
penses where  there  seems  to  be  an  excess;  con- 
tinuance of  a Workman’s  Compensation  Com- 
mittee. The  President  recommends  the  con- 
sideration and  study  of  the  licensure  of  alien 
physicians,  active  survey  of  physicians  who  are 
not  members  of  their  local  medical  societies  to 
get  them  to  become  members. 

This  Committee  approves  of  these  recom- 
mendations. 

I move  the  report  of  the  Committee. 

Vice-Speaker  Bauer:  The  point  was  made 

that  the  House  can  authorize  the  appointment 
of  a committee,  but  any  continuing  committee 
must  be  appointed  by  the  President,  with  the 
approval  of  the  Council. 

Dr.  Kosmak,  will  you  come  up  and  give  your 
amendment  again? 

Dr.  George  W.  Kosmak:  Mr.  Vice-Speaker 

and  Members  of  the  House,  my  amendment 
referred  specifically  to  that  portion  of  the  Refer- 
ence Committee’s  report  which  dealt  with  the 
appointment  of  a special  committee  by  the 
House  of  Delegates  to  study  certain  details  of 
expenditures,  and  so  on.  My  amendment  was 
based  on  the  belief  that  the  appointment  of  such 
a committee  is  unnecessary  and,  therefore,  I 
amended  that  portion  of  the  report  to  read 
that  the  matter  be  referred  to  the  incoming 
Board  of  Trustees. 

By  way  of  discussion  I would  like  to  say  that 
this  matter  has  already  been  taken  up  by  the 
previous  Board  of  Trustees  and  has  been  given 
considerable  study.  A detailed  examination  of 
the  expenditures  of  the  last  five  years  has  been 
drawn  up,  and  there  seems  to  be  no  need  for  this 
House  of  Delegates  to  appoint  another  special 
committee.  We  should  endeavor  to  concen- 
trate our  work  as  much  as  possible  in  the  hands 
of  those  who  are  already  familiar  with  the  situa- 


tion and  who  can,  therefore,  render  a much  more 
satisfactory  report  than  any  group  of  new  men 
that  will  have  to  go  into  the  question  again  and 
present  its  report. 

Thank  you! 

Vice-Speaker  Bauer:  Dr.  Kosmak  has 

moved  that  an  amendment  be  made  to  the 
Committee’s  report,  and  that  the  Board  of 
Trustees  be  substituted  for  the  special  commit- 
tee. Dr.  Madill  seconded  that  amendment. 
The  amendment  is  now  before  you  for  discussion. 

President-Elect  Townsend:  Mr.  Vice- 

Speaker,  and  Ladies  and  Gentlemen  of  the 
House  of  Delegates,  my  recommendation  has 
been  somewhat  twisted  in  its  interpretation. 
In  the  first  place  I said  nothing  about  this  House 
of  Delegates  appointing  a committee.  I recom- 
mended that  they  authorize  the  appointment 
of  a committee.  I assume  this  House  has  the 
judgment,  and  the  wisdom,  and  the  prudence 
not  to  disturb  a presidential  prerogative  of 
naming  the  committee. 

In  the  previous  sentence  in  my  address  to 
you  I told  you  clearly  that  I believe  in  financial 
economy.  If  I merit  your  confidence,  then  you 
must  have  some  reasonable  belief  in  my  good 
judgment.  I certainly  have  no  intention,  if  it 
comes  to  my  hands,  to  appoint  one  gentleman 
from  Buffalo  and  another  from  Plattsburg, 
and  another  from  Watertown,  and  bring  them 
down  to  New  York  City  every  ten  days  to  two 
weeks  with  an  expensive  bill  that  will  run  you 
up  to  $1,000  or  more  at  the  end  of  a year.  That 
is  entirely  out  of  my  mind. 

My  recommendation  was  that  you  give  me 
authority  to  appoint  a group  of  gentlemen,  four 
or  five  men,  of  wisdom,  of  foresight,  of  vision, 
living  in  the  fairly  immediate  neighborhood  of 
our  headquarters,  where  the  expense  of  at- 
tending a meeting  would  be  only  ten  to  twenty- 
five  cents — and  I do  not  think  you  would  re- 
ceive a bill  for  that  carfare — and  study,  think, 
look  at  the  checks,  look  at  the  vouchers,  look  at 
everything  concerning  money,  jot  it  down,  come 
back  to  the  Council,  and  in  a short  succinct  re- 
port say:  “Do  you  know  this  is  a fact?  Do 

you  know  that  is  a fact?  Don’t  you  feel,  per- 
haps, this  could  be  changed  or  that  could  be  cut 
down?” 

Naturally,  the  Trustees  have  given  us  $3,000, 
or  $1,000,  or  whatever  the  sum  was,  but  if  they 
have  given  us  $3,000,  and  we  turned  them  back 
$2,600,  that  is  a saving.  The  Trustees  should 
be  grateful  to  us.  Their  time  is  taken  up  on  far, 
far  greater  matters  than  this  matter  of  fact- 
finding and  recommending  to  the  Council. 

If  you  will  stick  to  the  recommendation,  and 
leave  that  to  work  itself  out,  and  give  me  a 
chance  to  exercise  such  judgment  as  I may  have, 
I rather  feel  in  my  heart  that  you  will  be  the  re- 
cipient of  a great  deal  of  benefit  from  the  saving, 
because  the  cost  will  be  very  little.  I think 
complications,  reduplications  of  committee  work, 
and  multiplicity  of  committees  are  just  horrid. 
It  is  utterly  unnecessary,  and  for  that  reason 
I would  be  very  cautious  as  to  adding  to  the 
expense  of  the  State  Society  a committee  widely 
distributed  geographically. 

That  is  my  reason  for  opposing  Dr.  Kosmak’s 
amendment.  I leave  it  in  your  hands. 

Dr.  Howard  Fox,  New  York:  Mr.  Speaker, 

Ladies  and  Gentlemen  of  the  House,  the  Presi- 
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dent-Elect  has  already  explained  the  situation 
and  makes  it  unnecessary  for  me  to  go  into  any 
explanation.  I merely  want  to  say  at  this 
moment  that  I think  the  least  we  can  do  is  to 
show  our  confidence  in  the  President-Elect 
who  has  thought  over  this  matter  very  carefully 
and  accept  what  he  has  recommended.  (Ap- 
plause) 

Dr.  Kosmak:  May  I have  the  floor  for  a 

minute?  I think  Dr.  Townsend  entirely  mis- 
understood my  amendment.  My  amendment 
was  based  on  the  report  of  this  Reference  Com- 
mittee, and  unless  I am  greatly  mistaken  the 
Reference  Committee  recommended  the  ap- 
pointment from  the  House  of  Delegates  of  a 
committee.  I ask  that  the  original  motion 
of  the  Reference  Committee  be  read. 

Secretary  Irving:  “The  President-Elect 

asks  that  each  member  carry  his  share  of  the 
burden  of  the  Society.  He  recommends  the 
close  inspection  and  the  economic  distribution 
of  funds,  a thorough  investigation  of  our  ex- 
penditures to  see  where  items  may  be,  if  possible, 
reduced.  He  recommends  the  appointment  of  a 
committee  by  this  House  of  Delegates  to  study 
these  facts.” 

Dr.  Arthur  S.  Driscoll:  I move  that  the 

entire  matter  be  referred  back  to  the  Reference 
Committee  so  that  they  may  bring  in  a clear 
recommendation. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Vice-Speaker  Bauer:  It  is  so  recommitted. 

46.  Report  of  the  Reference  Committee  on 
Report  of  the  Council — Part  I on  Public  Health 
and  Education,  and  Supplementary  Report 

Dr.  Walter  D.  Ludlum:  The  first  portion 

of  this  report  is  taken  up  with  matters  of  pro- 
cedure. These  are  approved  by  your  Reference 
Committee. 

American  Medical  Association  Special  Session 

The  next  item  is  the  report  of  the  Council’s 
action  in  regard  to  the  special  session  of  the 
American  Medical  Association  on  September 
16-17,  1938,  and  the  report  of  the  New  York 
State  Society’s  delegates  back  to  the  Council, 
including,  in  full,  the  recommendations,  five  in 
number,  adopted  at  that  special  session. 

Your  Reference  Committee  recommends  that 
this  Society  adopt  the  recommendations  made 
to  and  adopted  by  the  American  Medical 
Association  on  September  17,  1938,  as  its  ex- 
pression of  policy  relative  to  these  matters. 

I so  move. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Dr.  Ludlum:  Your  Committee  further 

recommends  your  approval  of  the  action  of  the 
Council  in  placing  the  Society  on  record  as  in 
full  accord  with  the  recommendations  adopted 
by  the  Special  Session  of  the  House  of  Delegates 
of  the  American  Medical  Association  of  Sep- 
tember 16-17,  1938,  and  for  the  remainder  of  its 
action  as  reported  to  all  the  County  Societies 
under  date  of  November  26,  1938. 

If  that  needs  explanation,  I would  say  that 
it  is  in  reference  to  the  same  matter  but,  in  the 
first  place,  we  adopted  as  the  policy  of  the  State 


Society  those  recommendations,  and  in  this 
particular  paragraph  we  approve  the  Council 
taking  that  action  for  us. 

I move  the  adoption  of  the  report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Postgraduate  Medical  Education  and  Public 
Health  Matters 

Dr.  Ludlum  : Your  Reference  Committee  ob- 

serves the  activity  of  the  Committee  on  Post- 
graduate Medical  Education  and  Public  Health, 
urges  that  in  our  very  proper  efforts  toward  econ- 
omy the  activities  of  this  committee  be  not  cur- 
tailed, and  recommends  that  you  voice  your  ap- 
proval by  vote. 

I so  move. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Maternal  Welfare 

Dr.  Ludlum:  The  Special  Committee  on 

Maternal  Welfare  offers  three  precise  and  de- 
tailed recommendations.  Your  Reference  Com- 
mittee recommends  that  you  express  your  ap- 
proval of  the  essence  of  these  recommendations 
and  instruct  the  Council  to  carry  them  out  so  far 
as  may  be  possible. 

Possibly,  in  explanation,  I would  refer  you  to 
that  column  in  the  report  and  call  attention  to 
the  fact  that  there  is  much  detail  involved  in  that, 
all  of  which  we  cannot  demand  precisely,  but  we 
approve  of  the  general  proposition  and  want  to 
carry  it  out  as  fully  as  may  be. 

I so  move. 

The  motion  was  seconded  and  there  being 
no  discussion,  it  was  put  to  a vote  and  unani- 
mously carried. 

Dietetics  Institutes 
Section  8 

Dr.  Ludlum  : In  regard  to  the  supplementary 

report  made  this  morning,  the  first  item  refers 
to  a Four-Day  Institute  on  Dietetics  as  pre- 
sented to  you  and  your  Reference  Committee. 
The  idea  is  excellent  and  your  Reference  Com- 
mittee recommends  that  it  be  approved  and  the 
Committee  on  Education  be  encouraged  to 
carry  it  out,  if,  when,  and  as  it  may  be  feasible. 
More  particularly  with  regard  to  the  registration 
fee,  we  recommend  that  this  be  approved,  if  the 
Committee  on  Education  recommends  it  in  any 
individual  case,  particularly  with  the  object  of, 
“assuring  a regular  attendance  and  assuring 
those  who  have  registered  that  they  will  not  be 
disturbed  by  a vacillating  attendance.” 

I move  the  recommendation. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

School  Funds  and  School  Health  Work 
Section  8 

Dr.  Ludlum:  With  regard  to  the  next  two 

subjects:  “The  Reallocation  of  School  Funds” 

and  “The  Recent  Inquiry  made  by  the  State 
Board  of  Regents  as  pertains  to  school  health 
work,”  these  matters  are  by  no  means  settled 
at  the  present  time  and  your  Reference  Commit- 
tee recommends  that  the  Committee  on  Medical 
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Education  be  requested  to  conduct  the  study  to 
the  end  of  making  precise  recommendation. 

I so  move. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Sulfanilamide 
Section  8 

Dr.  Ludlum:  With  reference  to  the  fourth 

matter,  namely,  the  “Restriction  of  the  Sale  of 
Sulfanilamide  and  its  Derivatives  as  well  as 
other  drugs,  to  sale  on  Physicians’  prescriptions 
only,”  your  Reference  Committee  recommends 
that  the  Council  Committee  proceed  so  far  as  it 
may  be  able  to  make  this  effective,  such  restric- 
tions either  to  be  imposed  by  existing  agencies 
or  through  new  legislation. 

I move  the  recommendation. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Dr.  Ludlum:  I move  the  adoption  of  the 

report  in  toto. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Speaker  Flynn:  I would  like  to  speak  to 

you  of  an  omission  here  in  the  Report  of  the 
Reference  Committee  on  the  Council,  Part  V 
referring  to  the  Principles  of  Professional  Con- 
duct. That  has  not  been  taken  up  in  the  report 
of  that  committee,  so  I am  referring  that  part  of 
it  back  to  that  committee  for  further  considera- 
tion and  report,  Dr.  Knickerbocker,  Chairman. 

47.  Report  of  Reference  Committee  on  New 
Business  B on  Appointment  of  Special  Committee 
on  Ophthalmological  Public  Relations 

Section  20 

Dr.  Frederic  C.  Conway  : This  is  on  the  res- 

olution introduced  this  morning,  reading : 

“ Resolved : that  the  Medical  Society  of  the 

State  of  New  York  be  requested  to  appoint  a 
special  committee  on  Ophthalmological  Public 
Relations  at  the  next  meeting  of  the  House  of 
Delegates.” 

Your  Committee  disapproves  of  the  resolution. 

We  feel  that  this  resolution  needs  no  action  by 
your  Reference  Committee  as  the  matter  properly 
belongs  to  the  Committee  on  Public  Relations 
of  the  Council.  We  would,  however,  suggest 
that  it  be  given  early  consideration  by  that 
committee. 

I move  the  adoption  of  the  report  of  the  Refer- 
ence Committee. 

The  motion  was  seconded. 

Speaker  Flynn  : The  motion  is  on  the  adop- 
tion of  the  report  of  the  Reference  Committee, 
which  carries  with  it  the  disapproval  of  the 
resolution.  Is  there  any  discussion? 

Dr.  Philip  I.  Nash,  Kings:  Can  we  have  the 

reasons  why  it  was  disapproved? 

Dr.  Conway:  Your  Reference  Committee 

felt  that  the  Society,  and  the  House  of  Delegates 
particularly,  is  already  overburdened  with 
committees,  and  where  we  have  committees  that 
overlap  it  should  be  referred  to  the  original  com- 
mittee that  has  the  power  to  act  in  the  matter. 

Dr.  Nash:  That  does  not  answer  the  ques- 


tion. I want  the  reason  why  it  was  disapproved. 

Dr.  Conway:  It  was  disapproved  because  it 

properly  belongs  to  the  Committee  on  Public 
Relations  of  the  Council. 

Dr.  Nash:  You  do  not  disapprove  of  it  in 

principle  though? 

Dr.  Conway:  No,  we  merely  refer  it  back  to 

the  Council,  and  suggest  that  it  be  given  early 
consideration  by  the  Committee  on  Public 
Relations. 

Dr.  Nash:  That  was  a misunderstanding  on 

my  part.  I thought  the  Committee  was  dis- 
approving of  it  on  principle. 

Dr.  Conway:  No. 

Dr.  W.  Guernsey  Frey,  Jr.,  Queens:  I am 
speaking  as  a member  of  the  Legislative  Com- 
mittee.  of  the  Eye  Section  of  the  Academy  of 
Medicine,  and  as  Chairman  of  the  Legislative 
Committee  of  the  New  York  Ophthalmological 
Society.  The  reason  that  this  resolution  was 
introduced  is  that  problems  affecting  ophthalmol- 
ogy and  affecting  the  public  health  arise  from 
time  to  time,  resolutions  are  introduced  in  the 
State  Legislature  having  to  do  with  the  practice 
of  optometry  and  ophthalmic  dispensing,  and  the 
attitude  of  the  Medical  Society  of  the  State  of 
New  York  is  not  always  consistent  in  regard  to 
these  problems. 

We  had  the  instance  three  years  ago  of  having 
a bill  to  regulate  the  practice  of  dispensing  op- 
ticians, which  was  endorsed  by  the  ophthalmolo- 
gists of  the  metropolitan  area,  and  was  opposed 
by  the  Legislative  Committee  of  the  State 
Society.  There  seems  to  be  no  authoritative 
body  to  which  reference  can  be  made  to  get  the 
opinion  of  ophthalmologists.  The  Executive 
Officer  and  the  members  of  the  Legislative  Com- 
mittee of  the  State  Society  refer  from  time  to 
time  and  write  to  and  telegraph  to  individual 
ophthalmologists  throughout  the  state  for  their 
opinion  which  they  express  as  individuals.  This 
resolution  was  drawn  up  by  a committee  of 
ophthalmologists  in  the  metropolitan  area, 
after  corresponding  with  ophthalmologists 
throughout  the  state.  It  was  introduced  in 
abstract  by  the  member  from  New  York  County. 
The  resolution  provided  for  the  designation  of 
a committee  from  the  Eye  Section  of  the  State 
Society,  which  committee  could  speak  with  much 
more  authority  than  the  individual  members  who 
may  be  consulted  from  time  to  time. 

Dr.  Joseph  S.  Lawrence:  I do  not  know 

whether  I understood  the  nature  of  this  ex- 
planation of  the  resolution  nor  just  what  it  is 
that  the  resolution  is  intended  to  accomplish, 
but  I did  hear — if  I heard  correctly — that  there 
was  some  inconsistency  with  regard  to  my  action 
and  the  action  of  the  Committee  on  Legislation. 

I want  to  challenge  that  immediately  and 
refute  it.  There  was  a difficulty  last  year  with 
regard  to  the  optometry  bill.  A bill  was  intro- 
duced, and  it  was  approved  by  a number  of  the 
County  Societies,  and  no  opposition  was  pre- 
sented to  the  bill  until  it  passed  the  Assembly 
and  then  the  Senate.  When  the  Legislature 
was  about  to  close,  opposition  arose  on  this  bill. 
The  Legislative  Committee  considered  it  im- 
mediately, and  the  Legislative  Committee  in 
response  to  the  increased  number  of  oppositions 
that  were  brought  in  reversed  its  standing  and 
opposed  the  bill.  Before  the  Governor  signed 
the  bill,  I happened  to  be  in  a group  where  he  was. 
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and  he  asked  those  of  us  present  to  confer  with 
him  in  regard  to  this  bill.  He  said  that  the 
bill  had  been  approved  by  the  Department  of 
Education,  but  just  when  it  had  come  to  his 
desk  it  was  disapproved,  and  the  Medical  Society 
had  moved  to  disapprove  of  it,  and  he  wanted 
to  know  whether  he  had  understood  correctly. 

I said  yes.  We  were  acting  in  response  to 
what  we  call  the  fan  mail,  and  we  do  it  as  nearly 
as  we  can,  and  as  accurately  as  we  can.  It 
occasioned  our  taking  two  positions  last  year, 
but  we  were  against  it  before  the  Governor 
signed  the  bill,  and  the  Governor  vetoed  it. 

This  year  we  attempted  to  forestall  any  such 
confusion,  so  we  asked  the  Chairman  of  the 
Section  on  Ophthalmology  to  name  for  us  a 
certain  number  of  ophthalmologists  in  the  state 
that  he  thought  would  be  in  a position  to  advise 
us.  After  that  the  Committee  on  Legislation 
invited  the  optometrists  to  present  their  bill 
for  a discussion  prior  to  the  hearing.  All  that 
was  done  with  certain  ophthalmologists  invited 
to  be  present  at  the  time.  After  that  the  bill 
was  not  introduced  for  quite  a while,  the  op- 
tometrists’ bill 

The  opticians’  bill  was  introduced,  and  the 
Committee  has  always  approved  that,  but  in  the 
meantime  there  was  misunderstanding.  It  was 
thought  the  optometrists’  bill  has  come  in  very 
early,  but  it  did  not  go  in  until  two  weeks  ago. 
There  was  a public  hearing  on  it,  and  it  is  now 
combined  with  the  opticians’  bill  The  two 
bills  are  formed  as  one  bill ; but  your  Committee 
on  Legislation  has  been  very  careful  with  this 
bill,  as  it  has  with  any  bill,  and  it  has  con- 
sistently sought  the  advice  of  the  ophthalmolo- 
gists of  the  state  concerning  any  legislation  in  this 
field. 

I think  that  the  Committee  can  have  no  ob- 
jection whatever  to  the  appointment  of  a com- 
mittee of  ophthalmologists  to  advise,  but  I say 
again  I am  responding  because  there  seemed 
to  be  an  attack  upon  the  sincerity  and  honesty 
of  the  Committee  on  Legislation  and  me. 

I thank  you. 

Speaker  Flynn:  Is  there  any  further  dis- 

cussion? 

Dr.  Thomas  P.  Farmer:  Mr.  Speaker  and 

Members  of  the  House  of  Delegates,  I am 
speaking  in  support  of  the  Reference  Commit- 
tee’s report.  Their  recommendation  I think 
should  be  worded  that  the  resolution  presented 
be  not  adopted  in  place  of  their  saying  that 
they  are  opposed  to  it,  because  I think  every- 
body favors  the  idea  which  prompted  bringing 
in  this  resolution  to  the  House  of  Delegates. 
On  the  other  hand,  the  method  is  already  set  up 
for  dealing  with  this  problem;  that  is,  we  have 
our  own  Committee  on  Public  Relations,  and  if 
we  set  up  individual  committees  on  public 
relations  for  each  branch  of  medicine  we  will 
never  accomplish  anything  in  public  relations. 
All  the  public  relations  of  the  State  Society 
should  be  coordinated  under  one  committee. 
There  is  nothing  at  all  to  prevent  the  ophthal- 
mologists from  consulting  this  Committee  on 
Public  Relations  and  expressing  their  ideas, 
where  I am  sure  they  will  receive  very  sym- 
pathetic attention  and  consideration. 

I might  say  that  the  speaker  before  Dr. 
Lawrence  did  not  adequately  describe  conditions. 
I am  not  sure  whether  he  knows  that  the  Council 


of  the  State  Medical  Society,  without  any  urging 
on  the  part  of  ophthalmologists,  but  because  of 
their  own  consideration  of  this  problem,  adopted 
a motion  that  it  be  the  sense  of  the  Council  of 
the  State  Medical  Society  that  any  legislation 
extending  the  privileges  of  optometrists  in  the 
field  of  ophthalmology  be  opposed  as  well  as  any 
legislation  which  restricted  the  ancillary  serv- 
ices of  opticians  to  ophthalmologists.  I do 
not  think  you  can  find  the  least  bit  of  fault 
with  that  policy.  That  is  the  policy  guiding  the 
State  Medical  Society  at  the  present  time  until  it 
is  reversed  by  this  House.  (Applause) 

Speaker  Flynn:  Before  I put  that  question, 

I will  ask  Dr.  Conway  to  read  that  again  in 
order  that  you  may  thoroughly  understand  it. 

Dr.  Conway:  Do  you  mean  the  resolution? 

Speaker  Flynn:  Yes. 

Dr.  Conway:  “ Resolved : that  the  Medical 

Society  of  the  State  of  New  York  be  requested 
to  appoint  a special  committee  on  Ophthalmo- 
logical  Public  Relations  at  the  next  meeting  of 
the  House  of  Delegates.” 

Your  Reference  Committee  disapproves  of  the 
resolution. 

Speaker  Flynn:  Would  you  like  to  make 

that  amendment  to  the  Reference  Committee’s 
report,  Dr.  Farmer,  that  you  suggested? 

Dr.  Farmer:  I would  like  to  change  Dr. 

Conway’s  phraseology  and  in  place  of  saying  they 
opposed  it,  to  say  that  the  resolution  be  not 
adopted.  It  is  all  the  same  thing  in  the  final 
analysis  I suppose. 

Dr.  Conway:  I accept  that. 

The  amendment  was  seconded. 

Dr.  Philip  I.  Nash,  Kings:  I move  that  the 

original  motion  be  adopted. 

Speaker  Flynn:  The  question  will  be  on  Dr. 

Farmer’s  amendment. 

Dr.  Nash:  I am  willing  to  withdraw  my 

motion  provided  the  recommendation  of  this 
committee  about  the  disapproval  be  dropped 
from  their  report. 

Speaker  Flynn:  That  has  been  done  in  the 

wording  that  Dr.  Farmer  suggested.  Dr. 
Farmer’s  amendment,  which  was  accepted  by 
the  Committee,  was  that  the  resolution  be  not 
adopted  instead  of  saying  that  the  committee 
disapproved  of  it. 

Dr.  Nash:  Very  well,  I will  withdraw  my 

motion  then. 

Speaker  Flynn:  All  those  in  favor  of  the 

motion  that  the  resolution  be  not  adopted;  that 
is,  an  acceptance  of  the  Committee’s  report, 
as  changed  by  Dr.  Farmer,  and  as  accepted  by 
the  Committee,  calling  for  the  nonadoption  of 
the  resolution  for  the  reasons  given,  say  “Aye”; 
contrary,  “No.”  The  motion  is  carried,  and  the 
resolution  is  not  adopted. 

Dr.  John  J.  Masterson,  Kings:  I think  the 

reason  for  the  small  vote  was  that  nobody  knew 
what  they  were  voting  upon.  I do  not  know 
whether  we  approved  the  original  resolution  or 
disapproved  of  it. 

Speaker  Flynn:  We  approved  the  Com- 

mittee’s report. 

Dr.  Ludlum:  To  disapprove  of  the  resolu- 

tion. 

Speaker  Flynn:  That  was  changed  by  the 

amendment,  which  was  accepted  by  the  Com- 
mittee, and  it  was  put  that  the  resolution  be  not 
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adopted,  and  not  that  the  Committee  disapproved 
of  it. 

Dr.  Ludlum:  The  speaker  in  putting  the 

motion  said,  “All  those  in  favor  of  the  resolution, 
say  “Aye”  and  he  got  about  two  or  three  re- 
sponses, and  the  same  way  when  he  called  for  the 
“Nay”  vote  lie  got  two  or  three  responses. 
The  motion  was  intended  to  be  approving  the 
recommendation  of  the  Reference  Committee 
which  disapproved  the  resolution. 

Speaker  Flynn  : That  wording  was  changed 

by  Dr.  Farmer,  and  accepted  by  the  Commit- 
tee, so  that  it  would  read  “that  the  resolution  be 
not  adopted.” 

Dr.  Ludlum  : May  we  have  the  motion  made 

on  which  we  are  to  act  then,  the  opposite  motion? 

Dr.  Nash:  I do  not  think  Dr.  Ludlum  heard 

me  withdraw  my  motion;  therefore,  you  are 
voting  on  the  recommendation  of  the  Reference 
Committee,  with  the  changed  phraseology,  as 
has  been  stated. 

Speaker  Flynn:  Will  you  kindly  read  your 

recommendation  with  the  changed  phrase- 
ology? 

Dr.  Conway:  Your  Committee  recom- 

mends that  this  resolution  be  not  adopted. 

Speaker  Flynn  : Now  you  are  voting  on  that 

recommendation  of  the  Committee  that  the 
resolution  be  not  adopted.  All  those  in  favor 
of  the  recommendation  of  the  Committee  call- 
ing for  the  nonadoption  of  this  resolution, 
say  “Aye”;  those  opposed,  “Nay.”  The  resolu- 
tion is  not  adopted. 

48.  Report  of  Reference  Committee  on  New 
Business  B on  School  Health  Work 

Section  21 

Dr.  Conway:  This  is  on  the  resolution  pro- 

posed by  the  Medical  Society  of  the  County  of 
Westchester,  reading: 

“Whereas,  the  medical  profession  should 
not  only  participate  but  assume  leadership  in 
determining  the  future  of  the  school  health  pro- 
gram in  New  York  State,  and 

“Whereas,  the  recent  Inquiry  of  the  State 
Board  of  Regents  found  that  the  present  pro- 
gram is  ‘almost  entirely  uncorrelated  with  the 
educational  program  as  a whole  and  unrelated  to 
any  broader  community  responsibilities,’  and 
pointed  out  the  need  of  important  changes  of 
policy,  many  of  which  involve  the  school  physi- 
cian and  the  medical  profession  in  the  com- 
munity, and 

“Whereas,  there  is  an  evident  need  for  an 
immediate  reconsideration  of: 

1.  the  economic  factors  underlying  the 
school  medical  service ; 

2.  the  educational  qualifications  of  school 
physicians  and  the  establishment  of  professional 
supervision  of  their  work; 

3.  the  professional  status  of  the  school  physi- 
cian in  the  school  system  and  his  relationship 
to  his  colleagues  in  the  community ; 

4.  the  proper  basis  of  remuneration  for  the 
school  physician  and  the  proper  scope  of  his  re- 
quired services; 

5.  the  desirable  functions  of  the  school  physi- 
cian in  health  education ; therefore  be  it 

“Resolved:  that  the  Medical  Society  of  the 

State  of  New  York  appoint  a special  commis- 


sion, representative  of  school  physicians,  private 
physicians,  and  experts  in  health  education,  and 
charge  this  commission  with  the  duty  of  formu- 
lating recommendations  for  the  House  of  Dele- 
gates looking  toward  a practical  program  in 
answer  to  the  following  question: 

“ ‘What  changes  are  needed  in  law  and  in 
administrative  practice  to  place  the  school  health 
service  upon  a sound  economic  and  professional 
basis,  to  equip  the  school  physician  for  leadership 
in  health  education,  to  correlate  the  school 
health  program  with  the  educational  program  as 
a whole,  and  to  correlate  the  school  health  in- 
spection service  with  the  official  health  agencies 
and  the  medical  profession  in  the  community?’” 

Your  Committee  disapproves  of  the  resolution 
inasmuch  as  Dr.  Farmer’s  Committee  already 
has  the  matter  under  advisement.  Your  Com- 
mittee feels,  however,  that  the  matter  is  of  ex- 
treme importance  and  suggests  that  it  be  given 
early  consideration  by  that  committee. 

I so  move. 

The  motion  was  seconded. 

Dr.  Arthur  F.  Heyl,  Westchester:  May  I 

amend  this  motion,  which  amounts  to  a dis- 
approval of  this  resolution  and  a recommenda- 
tion that  Dr.  Farmer’s  Committee  from  the 
Council  consider  this  at  its  earliest  convenience, 
so  that  the  House  of  Delegates  will  empower  Dr. 
Farmer  at  his  discretion  to  utilize  representatives 
of  school  physicians,  private  physicians,  and  ex- 
perts in  health  education  to  facilitate  what  is 
embodied  in  this  original  resolution. 

The  amendment  was  seconded. 

Dr.  Walter  D.  Ludlum,  Kings:  I would 

like  to  second  that  amendment.  I had  a little 
discussion  about  this  matter,  and  I have  given  it 
consideration.  I think  it  is  a big  job  for  one 
committee  in  and  of  itself  alone.  With  all 
the  other  duties  that  are  imposed  upon  Dr. 
Farmer’s  Committee  I do  not  think  that  the 
Committee  itself,  without  additional  assistance, 
can  adequately  cover  this  matter. 

Speaker  Flynn:  Is  there  any  discussion  on 

the  amendment? 

Dr.  Farmer:  May  I suggest  that  in  those 

last  speeches  the  word  “Dr.  Farmer”  be  elimi- 
nated and  “Chairman  of  the  Committee  on  Public 
Health”  substituted? 

Dr.  Heyl:  I will  accept  that  amendment. 

There  being  no  further  discussion,  the  amend- 
ment was  put  to  a vote  and  was  carried. 

Speaker  Flynn:  Now  we  will  have  your 

action  on  the  report  of  the  Committee  as 
amended. 

There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  carried  unanimously. 

49.  Report  of  Reference  Committee  on  New 
Business  B on  Race,  Color,  or  Creed  Restrictions 
on  Physicians 

Section  16 

Dr.  Frederic  C.  Conway:  With  the  con- 
sent of  Dr.  Peter  M.  Murray,  who  introduced 
this  resolution,  it  was  changed  to  read : 

“Whereas,  a rapidly  changing  social  order  is 
demanding  a reorientation  of  the  attitudes  and 
responsibilities  of  individuals  and  agencies  en- 
gaged in  providing  for  the  medical  care  of  the 
public; 
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“Whereas,  the  entire  strength  of  all  elements 
engaged  in  the  practice  of  medicine  should  pre- 
sent a united  front  in  facing  and  solving  these 
problems  in  the  interest  of  the  public  health; 

“Whereas,  the  Negro  physician  numbering 
more  than  5,000  in  the  United  States  and  about 
350  in  New  York  State  bears  the  direct  re- 
sponsibility for  the  care  of  approximately 
13,000,000  citizens  whose  collective  health  prob- 
lems form  one  of  the  most  challenging  areas  in 
the  entire  battle  line  against  sickness  and  dis- 
ease; 

“Whereas,  these  physicians  have  not  only 
demonstrated  individually  and  collectively  their 
ethical  and  professional  fitness  to  shoulder  their 
just  responsibilities,  but  have  shown  a zeal  and  a 
devotion  to  the  health  problems  of  their  people 
worthy  of  the  best  traditions  of  American  Medi- 
cine; 

“Whereas,  the  best  interests  of  the  entire 
medical  profession  and  indeed  of  the  entire  public 
demand  that  they  receive  identical  opportunity 
for  medical  education;  for  professional  experi- 
ence in  hospital  and  clinic;  for  participation  in 
public  health  programs,  public  and  private, 
in  short,  all  of  the  rights,  privileges,  and  re- 
sponsibilities inherent  in  regular  membership  in 
organized  medicine; 

“Whereas,  the  County  Medical  Society  is 
the  basic  unit  of  the  American  Medical  Asso- 
ciation, membership  in  which  is  a prerequisite 
for  membership  in  the  American  Medical  Asso- 
ciation ; 

“Whereas,  south  of  the  Mason-Dixon  line, 
Negro  physicians  are  generally  and  systemati- 
cally excluded  from  County  Medical  Society 
membership  making  membership  in  the  American 
Medical  Association  and  affiliation  with  or- 
ganized medicine  impossible; 

“Whereas,  this  exclusion  along  racial  lines 
strikes  at  the  fundamental  rights  of  this  large 
group  of  physicians  and  indirectly  lowers  the 
quality  of  medical  care  which  they  must  deliver 
to  an  already  underprivileged  group  whose 
health  problems  admittedly  press  more  firmly  for 
solution  than  those  of  any  other  racial  group ; 

“Whereas,  these  Negro  physicians  have  time 
and  again  demonstrated  their  constancy  and 
heroic  devotion  to  the  democratic  form  of 
government  and  all  which  that  term  implies, 
and  have  strongly  recorded  their  position  to- 
ward the  pending  medico-economic  issues  as 
identical  with  that  of  organized  medicine;  now 
therefore  be  it 

“ Resolved : that  the  Medical  Society  of  the 
State  of  New  York,  through  its  House  of  Dele- 
gates, records  as  its  considered  opinion  that  any 
and  all  restrictions  imposed  on  any  American 
citizen  (this  is  changed  from  ‘minority  group’) 
solely  on  the  basis  of  race  or  religion,  is  not 
only  inimical  to  the  cause  of  the  public  health 
with  which  we  are  so  deeply  concerned,  but 
dangerous  to  the  entire  body  politic  of  our 
democratic  form  of  government;  be  it  further 

“ Resolved : that  the  members  of  the  New  York 
State  Medical  Society,  especially  those  in  posi- 
tions of  key  responsibility  in  educational,  chari- 
table, and  public  health  enterprises  such  as 
medical  schools,  hospitals,  clinics,  etc.,  be  and 


are,  hereby  urged  to  consider  seriously  the  re- 
moval of  any” 

(“any”  for  “these”) 

“restrictions  as  a matter  not  only  of  simple 
justice,  but  in  the  light  of  their  inherent  capacity 
to  hamper  and  restrict  the  entire  medical  profes- 
sion in  rendering  the  best  possible  service  to  the 
public,  and  further,  that  they  be  urged  to  use 
their  good  offices  and  influence  in  removing  any” 
(“any”  for  “all”) 

“restrictions  based  solely  on  race  or  religion, 
to  the  end  that  our  proud  boast  of  a truly  demo- 
cratic form  of  government,  a truly  liberal  and 
unselfish  medical  profession  be  less  honored  in 
the  breach  than  in  the  observance;  be  it  further 
“ Resolved : that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct its  delegates  to  the  House  of  Delegates 
of  the  American  Medical  Association  to  present 
at  its  next  meeting  and  to  use  every  honorable 
means  to  secure  its  passage  the  following  reso- 
lution, to  wit: 

“ ‘ Resolved : that  the  House  of  Delegates  of  the 
American  Medical  Association  declare  its  be- 
lief that  membership  in  the  various  constituent 
County  Societies  of  the  American  Medical  As- 
sociation should  not  be  denied  to  any  person 
solely  on  the  basis  of  race,  color,  or  creed.’  ” 
(“creed”  was  substituted  for  “religion”) 

Your  Committee  approves  this  resolution  as 
amended. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

50.  Report  of  Reference  Committee  on  New 
Business  B on  Woman  Delegate  to  the  American 
Medical  Association 

Sections  24,  91 

Dr.  Frederic  C.  Conway:  On  the  resolu- 

tion introduced  by  Dr.  Emily  D.  Barringer, 
this  was  amended  to  read: 

“Whereas,  it  is  a critical  time  in  the  history 
of  American  medicine  when  it  is  important  that 
all  physicians  should  unite  in  safeguarding  the 
interests  of  the  profession ; and 

“Whereas,  the  American  Medical  Associa- 
tion especially  needs  at  this  time  the  active  inter- 
est and  loyal  support  of  all  its  members;  and 
“Whereas,  there  are  about  8,000-9,000  women 
physicians  in  the  United  States,  many  of  them 
eligible  for  membership  in  the  American  Medical 
Association,  and  many  of  them  already  members 
thereof ; and 

“Whereas,  these  women  physicians  have  in 
many  states  organized  city  associations,  state 
associations,  and  there  is  also  a national  or- 
ganization known  as  the  American  Medical 
Women’s  Association  and  the  members  thereof 
have  found  it  difficult  to  build  a powerful  or- 
ganization because  of  the  relatively  few  women 
and  lack  of  large  funds  and  furthermore  it  is 
undesirable  to  segregate  the  women  physicians’ 
interests  from  the  interests  of  the  profession  as  a 
whole ; and 

“Whereas,  the  ratio  of  women  physicians  to 
men  physicians  is  so  small  that  the  chance  of 
representation  in  the  House  of  Delegates  of  the 
various  State  Medical  Societies  is  almost  nil; 
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and 

“Whereas,  we  believe  that  the  Women’s 
Medical  organizations  have  much  to  give  in  big- 
visioned  ideas,  vigorous  work,  and  loyalty  if  their 
wishes  can  only  be  made  articulate ; therefore  be 
it 

“ Resolved : that  the  Women’s  Medical  Asso- 
ciation of  New  York  City  in  Executive  Session, 
respectfully  request  and  urge  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  to  recommend  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  that 
they  grant  a seat  to  a woman  delegate  in  the 
House  of  Delegates.” 

We  stopped  the  resolution  there,  and  cut  out  a 
last  clause  reading:  “that  this  position  shall  be 

permanent  and  be  filled  each  year  by  the  Presi- 
dent or  President-Elect  of  the  American  Medical 
Women’s  Association.” 

Your  Committee  approves  of  the  resolution, 
as  amended,  and  suggests  that  it  be  presented  to 
the  House  of  Delegates  of  the  American  Medical 
Association  for  its  consideration. 

The  motion  was  seconded. 

Speaker  Flynn : Is  there  any  discussion? 

Dr.  Irving  Gray:  May  I ask  whether  the 

Constitution  of  the  American  Medical  Associa- 
tion permits  of  such  a course  being  followed? 

Dr.  Conway:  My  understanding  is  that  it 

does  not.  It  was  merely  presented  so  that  it 
might  be  given  consideration  by  that  body. 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  was  carried  unanimously. 

Speaker  Flynn:  We  will  now  vote  on  the 

report  of  the  Committee  as  a whole,  as  amended. 

The  motion  was  put  to  a vote,  and  was  unani- 
mously carried. 

Dr.  Irwin  E.  Siris,  Kings:  Will  you  enter- 
tain a resolution? 

Speaker  Flynn:  Yes. 

51.  Resolution  on  Report  of  Board  of  Trustees 
in  Regard  to  Publication  of  Directory 

Sections  61,  63 

Dr.  Siris:  This  is  the  resolution: 

Whereas,  the  Board  of  Trustees  in  its  annual 
report  recommended  the  omitting  of  the  publica- 
tion of  the  Directory  for  1939;  and, 

Whereas,  in  view  of  the  several  hundred 
physicians  entering  practice  in  our  state  each 
year ; and 

Whereas,  the  Directory  has  additional  value 
on  account  of  the  compensation  ratings  of  our 
members  and  in  view  of  the  changes  in  these 
ratings  from  time  to  time;  and 

Whereas,  in  view  of  these  facts  the  Directory 
after  one  year  becomes  of  very  little  value, 
therefore  be  it 

Resolved:  that  the  Board  of  Trustees  be  re- 
quested to  publish  the  Directory  for  1939  and 
each  year  thereafter. 

Speaker  Flynn:  I will  refer  that  to  the 

Committee  on  the  Report  of  the  Treasurer  and 
Board  of  Trustees. 

Dr.  William  Klein,  Bronx:  It  has  already 
been  taken  up  by  the  Reference  Committee  on 
the  Report  of  the  Board  of  Trustees  and  dis- 
cussed in  detail. 


Speaker  Flynn:  We  will  have  to  wait  for 
that  report  then.  The  reference  of  this  resolu- 
tion will  be  postponed  until  the  Reference  Com- 
mittee on  the  Report  of  the  Board  of  Trustees 
has  made  their  report,  because  I understand  it 
has  been  taken  up  by  them  very  fully.  On 
second  thought,  it  will  do  no  harm  to  refer  it  to 
them.  It  is  the  same  committee  anyway. 

52.  Resolution  Regarding  Principles  of  Pro- 
fessional Conduct  Relating  to  Contract  Practice 

Section  78 

Dr.  Joseph  Wrana,  Queens:  I have  a reso- 

lution I would  like  to  submit : 

Whereas,  the  Code  of  Ethics  of  the  Medical 
Society  of  the  State  of  New  York  has  no  sec- 
tion dealing  with  contract  practice;  and 

Whereas,  a definite  interpretation  of  this 
phrase  is  extremely  necessary  so  that  all  County 
Societies  in  the  State  of  New  York  may  inter- 
pret contract  practice  in  the  same  manner ; be  it 
Resolved:  that  a new  section  shall  be  added  to 

the  Principles  of  Professional  Conduct  and  shall 
be  interpreted  in  such  a manner  as  to  prohibit 
members  of  respective  County  Societies  from 
engaging  in  any  form  of  contract  practice  which 
does  not  allow  free  choice  of  physician  to  the 
patient,  except  where  a third  party  pays  for  all 
expenses  incurred  in  the  treatment  of  the  patient . 
It  shall  be  interpreted  so  that  members  of 
Mutual  Benefit  Associations  or  employee  asso- 
ciations who  pay  all  or  a portion  of  the  cost  of 
medical  care  to  its  members,  shall  have  free 
choice  of  physician. 

Speaker  Flynn  : This  resolution  will  be 

referred  to  the  Committee  on  New  Business  A, 
Dr.  George  Baehr,  Chairman. 

53.  Resolution  Regarding  Legal  Counsel  As- 

sistant on  Legislation 

Section  74 

Dr.  M.  E.  Marsland,  Westchester:  This 
resolution  is  presented  by  the  Medical  Society 
of  the  County  of  Westchester: 

Whereas,  in  the  Supplementary  Report  of  the 
Council’s  Committee  on  Legislation  for  1938  it  is 
stated:  “In  the  early  part  of  the  session.  Dr. 
Lawrence  and  his  secretary  . . . can  do  the  work 
very  comfortably,  but  as  the  session  progresses 
and  hearings  are  held,  Dr.  Lawrence  is  obliged 
to  spend  more  time  in  the  capital.  At  the  same 
time,  toward  the  latter  part  of  the  session,  bills 
are  introduced  more  rapidly  and  immediate 
action  is  more  imperative,  so  that  the  strain  on 
the  office  becomes  almost  intolerable,”  and 

Whereas,  continuous  active  representation 
of  the  Society  before  the  Legislature  is  of  vital 
concern  both  to  the  public  and  to  the  profession ; 
and 

Whereas,  representation  before  the  Legisla- 
ture frequently  involves  technical  legal  con- 
siderations requiring  expert  knowledge  of  law 
rather  than  of  medicine,  and  acquaintance  with 
legislative  procedure;  therefore  be  it 

Resolved:  that  the  House  of  Delegates  do 

instruct  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  retain  full-time  legal 
counsel  to  assist  and  supplement  the  Society’s 
present  representation  before  the  Legislature. 
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Speaker  Flynn:  This  resolution  of  Dr. 
Marsland’s  will  be  referred  to  the  Reference 
Committee  on  the  Report  of  the  Council — Part 
IV,  Dr.  Charles  A.  Anderson,  Chairman. 

54.  Report  of  Reference  Committee  on  New 
Business  C on  Milmoe  Osteopathic  Bill — As- 
sembly Int.  1428 

Section  25 

Dr.  Floyd  J.  Atwell:  Your  Committee 
has  considered  the  resolution  introduced  by 
Dr.  Irwin  E.  Siris,  of  Kings,  and  we  found  it  ad- 
visable to  make  certain  minor  changes  in  the 
construction  of  the  resolution  which  do  not 
affect  its  intent  so  that  it  now  reads  as  follows: 

“Whereas,  osteopathy  is  a system  of  treat- 
ing disease  wherein  drugs  are  not  used  or  sur- 
gery with  instruments  performed;  and 

“Whereas,  there  is  a bill — Milmoe  Assembly 
Introductory  No.  1428 — which  has  passed  the 
Assembly  and  which  would  permit  osteopathic 
physicians  to  use  drugs,  antiseptics,  and  bio- 
logical products  and  perform  minor  surgical 
procedures ; and 

“Whereas,  the  bill  is  indefinite  in  its  con- 
struction and,  we  believe,  impossible  of  adminis- 
tration ; therefore,  be  it 

“ Resolved : that  the  House  of  Delegates  of  the 

Medical  Society  of  the  State  of  New  York  hereby 
express  its  concern  for  the  public  welfare 
and  the  standards  of  medical  education — 
should  this  bill  become  a law;  be  it  further 

“ Resolved : that  this  House  of  Delegates 

communicate  its  concern  to  the  Committee  on 
Education  of  the  Senate  and  inform  them  of  the 
dangers  of  permitting  the  use  of  drugs,  antisep- 
tics, and  biological  products  and  the  performance 
of  minor  surgical  procedures  by  unqualified  or 
inexperienced  men  who  have  not  had  the  educa- 
tional requirements  required  by  the  Regents  of 
the  State  of  New  York  for  those  who  prescribe 
drugs  and  perform  minor  surgery . ” B e it  further 

Resolved:  that  the  Medical  Society  of  the 

State  of  New  York  go  on  record  as  being  un- 
alterably opposed  to  this  Osteopathic  Bill;  be  it 
further 

Resolved:  that  copies  of  this  resolution  be 

telegraphed  to  Roy  M.  Page,  Chairman,  Com- 
mittee on  Education  and  to  Senator  Joseph 
Hanley  and  John  Dunnigan — Majority  and 
Minority  leaders  respectively  of  the  State  Senate 
and  that  the  telegrams  be  confirmed  by  letters 
by  our  State  Secretary,  Dr.  Irving. 

We  recommend  the  adoption  of  this  resolution 
as  amended. 

I so  move. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  I think  this  is  a 

most  important  thing.  We  have  been  dealing 
with  this  question  year  after  year  for  the  last 
twenty-five  years.  Much  to-do  was  made  at  the 
Legislative  hearings  concerning  the  present  quali- 
fications of  osteopaths;  that  they  have  to  pass 
the  same  examinations  as  the  regular  physician; 
that  they  have  to  follow  the  same  course  of 
study  and  that,  therefore,  they  are  just  as  well 
qualified  as  the  regular  physicians  to  do  any- 
thing within  the  field  of  medical  service.  As  a 


matter  of  fact,  gentlemen,  when  this  law  was 
first  passed  it  was  signed  by  the  present  Chief 
Justice  of  the  Supreme  Court  of  the  United  States 
when  he  was  Governor.  There  were  licensed  by 
fiat  approximately  470  osteopaths  who  had, 
if  anything,  worse  training  than  the  present 
chiropractor.  Since  they  have  been  required  to 
take  an  examination  for  licensure,  to  the  best  of 
my  recollection  there  have  been  less  than  forty 
licensed  by  examination. 

What  this  bill  will  do  will  be  to  admit  the  forty 
licensed  by  examination  whose  standards  are  not 
equal  to  those  which  we  require,  and  who  have 
come  in  since  the  requirement  for  examination 
was  made  valid,  but  we  will  license  the  approxi- 
mately 418  still  remaining  who  had  an  educa- 
tional value  of  approximately  four  and  one-half 
to  five  months  of  our  first-year  course  of  medical 
study. 

One  thing  further : the  moment  we  do  this  we 

open  the  doors  again  for  the  demand  of  the 
chiropractors  to  do  the  same  thing.  Then  we 
have  the  naturopaths,  and  we  have  any  number 
of  quacks  who  will  have  a precedent  to  demand 
licensure  upon  the  same  basis  as  those  which 
the  Legislature  may  now  grant  to  the  osteopath. 

I feel  that  not  alone  should  we  approve  of 
this  resolution,  but  that  if  this  thing  does  pass 
the  Senate — and  I am  inclined  to  believe  it  will 
pass  the  Senate,  because  the  support  of  this  bill 
has  not  come  from  the  osteopaths  alone  or  their 
patients,  but  there  have  been  a very  large  number 
of  individuals  in  the  state  government  who  not 
only  this  past  year  but  every  year  for  the  last 
twenty  have  favored  doing  it,  and  many  of  those 
are  in  the  Education  Department — let  us  at 
least  stand  up  and  be  men  for  the  public  good. 
(Applause) 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Chair- 
man and  Gentlemen,  I have  just  listened  with 
interest  to  the  discussion  of  Dr.  Rooney,  and 
I would  like  to  know  the  attitude  of  the  Board 
of  Regents  on  this  subject,  if  we  are  able  to  get 
some  word  from  them. 

Speaker  Flynn:  Would  you  like  to  talk  to 

that,  Dr.  Madill? 

Dr.  Grant  C.  Madill:  Mr.  Speaker  and 

Members  of  the  House  of  Delegates,  the  first 
year  that  I became  a member  of  the  Board  of 
Regents  a bill  similar  to  this  was  introduced. 
At  that  time  there  was  a thorough  discussion  of 
the  bill,  and  further  than  that  a thorough  dis- 
cussion of  the  whole  subject  of  permitting  the 
osteopaths  to  carry  on  any  practice  except  that 
specified  by  the  law  under  which  they  were 
licensed. 

As  a result  of  that  discussion — and  it  has  been 
continued  since — the  Regents  approved  of  the 
policy  of  having  one  standard  for  all  those  who 
made  application  for  the  practice  of  the  medical 
arts  in  this  state.  We  felt  that  they  should 
have  the  same  premedical  education,  that  they 
should  have  the  license  when  they  had  acquired 
sufficient  knowledge  to  increase  their  practice. 

There  are  now  in  this  state  practicing  oste- 
opathy between  400  to  500.  There  are  24,000 
registered  physicians  in  the  State  of  New  York. 
This  bill  has  one  objection,  which  is  probably  the 
most  important  objection,  and  that  is  in  the  mat- 
ter of  the  definition  of  minor  surgery.  It  is  true 
that  the  Regents  and  many  lay  people  feel  that 
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inasmuch  as  this  group  of  practitioners  are  re- 
quired to  take  exactly  the  same  examinations 
as  the  graduates  of  our  regular  registered  medical 
schools  in  this  state,  they  are  entitled  to  some 
consideration,  as  they  must  know  something 
about  surgery. 

In  this  bill  minor  surgery  is  mentioned,  and 
I agree  that  it  is  impossible  to  definitely  say 
what  minor  surgery  is. 

The  first  thing  that  the  Regents  did  in  the 
way  of  arriving  at  some  definite  standard  for 
the  education  of  those  wishing  to  practice  the 
medical  arts  of  this  state  was  to  pass  a rule  that 
the  osteopaths  should  take  the  same  premedical 
course  and  training  that  the  regular  medical 
students  took.  That  was  passed,  and  that  is 
now  a law.  We  had  an  idea  that  that  would 
perhaps  stop  this  short  cut  of  those  who  wished 
to  practice  medicine  by  shortening  the  period  of 
time.  This  was  rather  a blow  to  some  of  the 
schools  of  osteopathy,  and  one  of  those  schools, 
the  one  in  Philadelphia,  accepted  the  situation, 
and  has  complied  with  the  rules  that  have  been 
adopted  by  the  Education  Department  of  the 
State. 

This  matter  of  doing  surgery,  and  the  amount 
of  training  they  have  had,  and  their  knowledge 
of  drugs  are  important. 

I think  so  far  as  the  surgery  is  concerned, 
about  the  same  rules  and  the  same  conscience 
that  controls  the  surgery  of  the  recent  graduate  in 
medicine  in  the  regular  schools  applies  to  the 
osteopath.  Those  who  graduate  in  medicine 
in  our  regular  registered  schools  are  privileged 
to  practice  anything  from  ophthalmology  to 
proctology.  Whether  they  will  do  surgery 
without  an  internship,  without  experience, 
or  without  surgical  judgment,  depends  upon  the 
conscience  of  the  man.  The  same  applies  to  the 
osteopath,  and  I might  say  that  I have  had, 
and  the  Regents  have  had,  many  letters  from  the 
older  school  of  osteopaths  who  are  most  posi- 
tively opposed  to  any  expansion  of  the  privileges 
of  this  school. 

The  history  of  medicine,  so  far  as  its  being 
retroactive  is  concerned,  is  pretty  definitely  in 
favor  of  granting  a privilege  to  those  who  have 
already  rights  in  the  matter  of  the  practice  of 
the  profession.  When  I graduated  in  medicine, 
all  that  was  required  after  graduating  and  re- 
ceiving a diploma  from  the  medical  school  was 
to  present  this  diploma  to  the  county  clerk  and 
register.  There  was  plenty  of  opposition  to 
that.  There  were  many  who  objected  that  a 
waiver  was  established,  and  those  who  had  been 
in  the  practice  of  medicine  for  a certain  length  of 
time  were  not  deprived  of  rights  which  they  had . 
Then  the  next  move  that  was  made  in  law  legal- 
izing and  qualifying  men  to  practice  medicine 
was  the  examination,  the  establishment  of  a 
state  board  of  examiners,  and  those  who  had 
been  in  practice  for  a certain  length  of  time 
came  under  the  waiver.  They  could  not  be  de- 
prived of  their  rights  because  of  any  new  law  that 
had  passed  requiring  them  to  take  examinations ; 
and  so  it  has  gone  on  down.  All  of  these  im- 
provements have  come  from  within  the  medical 
profession,  the  matter  of  elevating  the  medical 
profession. 

I think  that  the  school  of  osteopathy  is  anxious 
to  improve  its  standards  and  to  merge  itself  into 
the  regular  school  for  the  practice  of  medicine. 


We  had  exactly  the  same  problem  to  deal  with 
in  connection  with  Hahnemannism,  when  the 
homeopaths  came  in.  They  have  gradually 
disappeared  and  now  no  one  thinks  of  any  differ- 
ence in  the  status  of  a graduate  of  a homeo- 
pathic college  and  one  from  a regular  recognized 
school  of  medicine. 

It  seems  to  me  that  if  we  will  give  and  take, 
be  patient  just  a little,  by  a process  of  evolution 
we  can  now  soon  reach  a standard  so  that  every- 
one who  wishes  to  practice  medicine  will  comply 
with  the  same  standards. 

We  had  no  hesitation  in  disposing  of  the  chiro- 
practic bill  when  it  came  before  us  for  our  opin- 
ion. All  we  are  asked  to  do  as  a Board  of  Re- 
gents is  to  give  our  opinion  as  to  this  bill  or 
that  bill,  and  we  had  no  hesitation  whatever  in 
pointing  out  the  fantasy  of  the  system  of  chiro- 
practic, and  that  is  ended — I feel  that  that  is 
ended. 

These  gentlemen  who  are  practicing  this 
school  that  we  are  opposing  is  one  that  has  made 
its  position  pretty  clear.  They  are  represented 
in  the  Board  of  Examiners.  I talked  with  one 
of  the  Medical  Board  of  Examiners  today  about 
the  papers  that  he  reviewed,  the  examination 
papers.  He  said  that  he  did  not  know  who  was 
an  osteopathic  student  or  graduate  or  who  was  a 
regular  medical  school  graduate;  and  so  it  is 
with  all  the  examinations  that  come  before  this 
board. 

I think  that  inasmuch  as  these  men,  this  small 
band — there  are  only  a few  of  them  that  I think 
will  indulge  in  the  practice  of  surgery;  as  a mat- 
ter of  fact  we  have  to  have  a good  deal  of  faith 
in  some  of  our  recent  graduates  in  medicine  who 
have  no  experience  when  they  are  turned  out  to 
practice  anything,  including  surgery — they  are 
represented  on  the  Board  of  Examiners,  they  are 
represented  on  the  Grievance  Committee,  and 
I may  say  for  the  ethics  of  these  men  that  not  a 
single  man  has  been  brought  before  the  Griev- 
ance Committee  for  consideration  of  any  infrac- 
tion of  the  law  that  limits  their  practice.  On  the 
other  hand,  we  have  a band  of  outlaws  practic- 
ing medicine,  and  we  cannot  stop  them.  We 
cannot  convict  them,  and  they  can  practice 
almost  anything  and  when  they  are  brought 
for  trial  before  a jury  they  are  acquitted.  There 
have  been  one  or  two  cases  that  have  been  con- 
victed in  the  Court  of  Special  Sessions  in  New 
York  City,  but  in  the  most  flagrant  violations 
of  the  law  in  the  practice  of  medicine  when  they 
have  come  before  the  juries  they  have  been  ac- 
quitted. These  men  could  do  the  same  thing. 
An  osteopath  could  amputate  a toe  and  nothing 
would  be  done  about  it.  Suppose  he  amputated 
a toe,  and  he  is  brought  before  the  Committee, 
and  suppose  he  is  then  brought  before  a jury, 
what  chance  would  there  be  of  convicting  him? 

These  men  I am  convinced  are  anxious  to 
elevate  their  standard.  I think  they  have  com- 
plied with  the  rules  and  regulations  inasmuch 
as  they  have  not  violated  the  law  that  we  have 
been  able  to  ascertain.  They  have  strictly  com- 
plied with  the  law,  and  I am  in  favor  of  reaching  a 
point  in  the  practice  of  medicine  in  this  state 
so  that  they  will  all  comply  and  come  in  through 
the  practice  of  medicine  in  this  great  profession 
just  under  one  standard. 

Speaker  Flynn:  Is  there  any  further  dis- 

cussion? 
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Dr.  Richard  H.  Sherwood,  Niagara:  With 
the  fullest  respect  to  the  person  and  senti- 
ments of  our  last  speaker  I would  like  to  recite 
the  experience  we  had  in  Niagara  County  with 
legislators  heretofore  sympathetic  with  medicine. 
We  were  much  astonished  to  hear  from  our  Legis- 
lative Committee  at  the  last  moment,  the  day 
before  the  bill  was  passed  and  referred  to  the 
Committee  on  Education  of  the  Senate  I believe, 
that  one  of  them,  an  attorney,  was  in  favor  of 
licensing  the  osteopaths.  Eleven  of  us  called 
him  in  a period  of  two  or  three  hours  during  a 
Sunday  afternoon  when  he  was  trying  to  digest 
his  Sunday  dinner,  and  perhaps  not  in  the  best 
shape  to  cope  with  us.  We  thought  we  had 
rather  the  best  of  the  argument.  However,  he 
voted  the  other  way. 

He  raised  the  point,  which  I think  the  resolu- 
tion makes  vulnerable,  and  that  is  that  the 
osteopaths  have  fulfilled  the  educational  re- 
quirements that  the  doctors  fulfill,  but  he  was 
unable  to  refute,  even  though  he  was  a lawyer, 
my  contention  that  the  osteopaths  were  in- 
sincere in  that  they  privately  repudiate  to  the 
public  that  for  which  they  request  public  license 
by  the  Department  of  Education  of  the  state. 

I called  to  his  attention  as  an  illustration  a 
schoolmate  of  mine  who  prior  to  1910  as  a hobby 
used  to  take  examinations  in  different  subjects, 
and  he  accumulated  twice  as  many  points  as 
were  necessary  to  graduate  from  high  school. 
He  merely  boned  up  on  the  subject  and  went 
in  and  took  the  examinations  and  passed  them. 
I cited  that  as  an  illustration  of  how  easy  it  is  for 
people  of  modest  intellectual  attainments  to 
pass  our  examinations.  We  have  had  enough 
such  in  our  own  profession.  We  have  found  out 
after  they  were  licensed  of  their  apparently 
insufficient  ability  to  practice  medicine  but  their 
sufficient  ability  to  pass  examinations. 

I think  we  should  broaden  the  base  of  our  ob- 
jection to  this  bill.  It  is  timely.  It  is  before  this 
committee,  as  I understand  it.  We  should 
emphasize  the  fact  of  their  insincerity  in  not 
believing  the  tenets  of  the  various  sciences  upon 
which  our  practice  rests.  It  seems  certainly 
insincere  to  say  the  least  that  they  become 
licensed  to  practice  something  in  which  they  do 
not  believe.  I think,  perhaps,  if  I made  any 
point  whatsoever  with  this  attorney  it  was  when 
I put  my  question  whether  he  thought  a man  who 
did  not  believe  in  the  law  should  be  licensed  to 
practice  law  because  he  could  pass  the  examina- 
tions. 

The  second  point  is  that  it  is  not  a recognized 
science,  and  I think  on  those  two  bases  rather 
than  for  the  reason  that  they  lack  educational 
qualifications  we  may  properly  protest  their 
license  by  the  State  Department  of  Education, 
which  in  effect  would  thereby  be  giving  face  to 
something  which  for  years  we  have  thought 
had  no  face. 

I would  like  to  suggest  that  this  resolution  be 
referred  back  to  a committee  for  a rewording  of 
the  language  upon  which  the  House  of  Delegates 
may  object  to  this  law  if  it  sees  fit. 

Thank  you! 

Dr.  Arthur  S.  Driscoll,  Richmond:  I 

agree  with  Dr.  Rooney.  I think  we  lose  sight  of 
the  fact  that  a smokescreen  is  being  thrown 
around  this  whole  thing.  These  men  twenty- 
five  or  thirty  years  ago  applied  for  a license  in 


the  State  of  New  York,  to  do  what?  To  practice 
osteopathy.  Why?  Because  osteopathy  was 
going  to  be  the  saviour  of  the  world.  They 
were  going  to  manipulate  and  adjust  people  and 
cure  everything.  After  their  qualifications  have 
been  brought  up  to  a certain  point,  now  they 
come  in  and  they  want  to  practice  medicine. 
Why  even  talk  about  that?  Even  if  their  quali- 
fications were  twice  as  high  as  those  of  a doctor, 
they  should  be  kept  in  their  field,  and  that  is  to 
practice  osteopathy  and  not  medicine.  (Ap- 
plause) 

Dr.  John  J.  Buettner,  Onondaga:  Mr. 

Speaker  and  Members  of  the  House  of  Dele- 
gates, I want  to  reiterate  what  Dr.  Driscoll  has 
said.  When  we  consider  that  these  men  were 
licensed  to  practice  osteopathy,  when  we  con- 
sider that  there  are  only  400  of  them  in  the 
state,  and  during  the  last  twenty-five  years  only 
forty  more  have  been  admitted,  and  the  fact  that 
at  this  time  they  are  admitting  they  were  wrong 
in  their  original  contentions,  and  in  order  to 
cure  people  they  must  now  resort  to  drugs  or 
minor  surgery,  I feel  we  have  a big  point  there 
in  opposing  this  bill.  I do  not  think  we  ought  to 
allow  them  to  go  ahead,  irrespective  of  what  their 
educational  qualifications  are.  They  are  ad- 
mitting that  they  were  wrong,  and  I feel  that  if 
they  had  the  conviction  of  what  they  started 
out  with  we  would  have  had  a greater  number 
of  osteopaths  who  would  have  applied  for  ex- 
amination and  for  entrance  into  the  medical  field. 
Evidently  the  small  number  is  due  to  the  fact 
that  they  appreciate  in  order  to  meet  demands, 
and  to  cure  people,  they  must  follow  the  science 
of  medicine,  and  as  such  they  are  going  into 
medicine  rather  than  into  osteopathy.  I feel 
that  this  resolution  should  prevail,  and  that  the 
Medical  Society  should  go  on  record  as  opposing 
this  bill. 

Speaker  Flynn  : There  is  a motion  to 

recommit  made  by  Dr.  Sherwood. 

The  motion  was  seconded. 

Speaker  Flynn:  Is  there  any  debate  on  the 

recommitment? 

Dr.  James  F.  Rooney:  I see  no  reason  why 

we  should  recommit  this  bill.  I think  it  would 
be  very  unwise  in  any  way  with  the  Educational 
Committee  of  the  Senate  to  use  personal  terms 
like  insincerity.  We  all  know  that  it  is  in- 
sincere, and  I wish  that  I could  take  you  back 
with  me  to  the  first  hearing  that  they  had  before 
the  Senate  Education  Committee  before  they 
were  licensed  by  Governor  Hughes,  who  signed 
the  bill  by  the  Legislature  of  that  time.  I just 
want  to  relate  this  instance  because  we  are  talk- 
ing about  educational  requirements  that  they 
are  meeting,  that  they  want  to  really  be  good 
boys,  they  want  to  join  the  real  medical  profes- 
sion, and  they  want  to  raise  themselves  by  their 
bootstraps.  The  Dean  of  the  Osteopathic  School 
in  St.  Louis  appeared  before  this  hearing  to  tell 
how  osteopathy  cured  disease.  He  was  asked  a 
question,  as  to  whether  he  believed  in  the  germ 
theory  of  disease.  He  said,  “That  is  a figment 
of  the  imagination.  Germs  are  nothing  but 
scavengers.”  I asked  him  the  question  as  to 
whether  he  believed  in  the  use  of  diphtheria 
antitoxin  for  a child  with  diphtheria.  He  said 
there  was  not  any  such  disease  as  diphtheria; 
that  diphtheria  was  merely  a foul  thing  coming 
into  the  throat  as  a result  of  disturbance  of  the 
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relationship  between  the  seventh  cervical  verte- 
bra and  the  first  dorsal,  and  that  serum  was  not 
alone  unnecessary  but  was  dangerous  and  poison- 
ous, and  that  the  reason  childred  died  with  diph- 
theria was  because  they  were  given  serum. 

The  Chairman  of  that  Education  Committee 
was  old  Senator  Brackett,  of  Saratoga,  one  of  the 
most  brilliant  minds  that  the  Legislature  has 
ever  had.  Brackett  began  to  frown.  Before 
that  he  was  for  them.  He  came  down  from  the 
Lieutenant-Governor’s  desk,  and  as  he  came 
down  the  steps  he  said  these  words,  “The  damn 
fools  have  cut  their  own  throat  ” 

Now,  gentlemen,  the  men  who  were  licensed 
three  years  afterward  are  the  same  ones  about 
whom  Brackett  made  that  statement.  The 
point  of  fact  is  that  the  chiropractor  exists  to- 
day simply  because  the  osteopaths  raised  their 
standards,  so  the  chiropractors  adopted  parts 
of  their  doctrine  and  magnified  them  and  gave  a 
short,  easy  course  of  six  to  eight  months,  which 
was  before  what  the  osteopaths  gave  before  the 
state  began  to  register  them. 

I regret  very  much  to  differ  with  my  good 
friend,  Dr.  Madill.  Much  as  I regret  it,  I still 
differ  with  him.  I regret  to  hear  him  say  the 
words  “lawless  members  of  the  medical  pro- 
fession” spoken  in  an  assembly  such  as  this. 
I know  of  no  way  by  which  lawless  members  of 
the  medical  profession  cannot  be  reached  and 
are  not  being  reached.  (Applause)  I will  say 
further  that  the  number  of  lawless  medical 
physicians  in  this  state  and  in  this  union  are  in- 
finitely lower  than  those  of  any  other  profession, 
with  the  exception  of  the  clergy — and  I am  not 
so  sure  we  will  exclude  those  either.  (Laugh- 
ter) The  mere  fact  that  out  of  480  osteopaths 
nobody  has  ever  come  up  before  the  Medical 
Grievance  Committee  does  not  mean  anything 
in  the  way  of  argument  to  me,  as  against  40  or 
50  a year,  or  60  or  100,  out  of  16,000  physicians. 

There  is  one  further  thing,  now  that  this  sub- 
ject is  germane:  we  have  got  to  do  something 

about  the  Medical  Grievance  Committee.  We 
have  got  to  do  something  to  find  out  what  is 
being  done  in  relation  to  their  recommendations ; 
but  that  is  another  topic  that  I hope  I have  an 
opportunity  to  speak  to  you  about  later. 

This  whole  thing  has  arisen  because  these  men 
want  to  do  work  for  which  they  are  not  trained. 
When  the  argument  is  made  that  they  have  to 
pass  the  same  examination,  and  that  we  have 
medical  student  graduates  who  perhaps  are  not 
completely  fit  to  do  major  surgery,  I say  I will 
take  my  chances  on  being  operated  by  the  last 
graduate  of  a Class  “A”  medical  school  who  has 
been  properly  taught,  who  has  been  watched 
throughout  his  whole  course  in  his  last  two 
clinical  years,  who  has  had  an  opportunity  to  do 
some  assistant  work,  at  least  coming  in  contact 
with  surgical  patients,  as  against  an  osteopath 
who  can  pass  the  examination  but  who  has  never 
been  in  a hospital  where  modern  surgery  is 
practiced.  (Applause) 

We  are  not  talking  alone  about  surgery. 
What  about  drugs?  What  about  these  potent 
drugs  that  have  just  been  given  to  us  in  the 
last  year  and  a half  to  two  years?  What  about 
serum?  What  about  allergy?  What  about 
medicine?  What  about  diphtheria?  What 
about  all  the  rest  of  the  infectious  diseases? 
What  about  smallpox?  They  do  not  believe  in 


them.  It  is  absolutely  a violation  of  the  tenets 
of  their  religion.  (Laughter)  One  might  just 
as  well  talk  about  licensing  the  clergy  because 
these  quack  things  are  cults;  they  are  not 
science. 

I think  Dr.  Madill  will  grant  you  there  is 
only  one  school  in  the  United  States,  one  osteo- 
pathic school  today  whose  students  are  even 
admitted  to  examination  in  the  State  of  New 
York. 

There  is  this  last  thing  that  you  should  keep 
in  mind:  there  were  480-odd  osteopaths  li- 

censed by  fiat  of  the  Legislature  with  less  than 
one  and  one-half  years’  training  in  punching 
backs;  40-odd  licensed  by  examination  with 
some  kind  of  training  gradually  increasing — but 
only  gradually  increasing.  Do  you  want  to 
give  them  the  power  to  prescribe  potent  reme- 
dies and  to  operate  upon  the  public  of  the  State 
of  New  York? 

Speaker  Flynn:  Discussion  is  on  the  re- 

commitment. 

Dr.  Samuel  B.  Burk,  New  York:  Mr. 

Speaker  and  Ladies  and  Gentlemen,  I have  a 
lot  of  respect  for  the  answer  to  my  question  as 
given  by  a member  of  the  Board  of  Regents, 
but  1 want  every  man  here  to  consider  that  from 
time  immemorial  we  have  not  been  worrying 
about  what  the  doctors  do  or  what  they  do  not 
do  except  insofar  as  it  affects  the  health  and 
welfare  of  the  community.  That  is  our  prob- 
lem. Can  we,  as  medical  men,  give  approval 
to  the  acts  of  these  men  who  are  supposed  to  be 
able  to  do  surgery,  to  do  vaccines,  to  use  anti- 
septics, to  use  anesthesias,  and  to  experiment 
on  the  public,  when  we  know  that  they  are  not 
so  qualified,  both  from  their  training  and  from 
their  beliefs?  Gentlemen,  please  consider  that 
phase  of  the  matter. 

It  seems  to  me  that  we  are  all  in  accord  with 
the  ideas  as  propounded  by  Dr.  Rooney  and  as 
propounded  by  some  of  the  other  speakers. 
What  we  want  is  action.  When  you  speak  to  a 
legislator  as  to  what  is  going  on,  he  will  tell  you 
that  he  received  a half  dozen  cards  from  the 
doctors  and  possibly  several  hundred,  or  it  may 
even  run  to  several  thousand,  from  the  other 
side.  This  bill  is  still  before  the  Senate,  and  you 
still  can  do  some  real  missionary  work,  if  you 
will  take  it  upon  yourselves  to  carry  out  the 
suggestion  that  I have  just  recommended. 

How  few  lawyers  would  agree  that  a notary 
public,  irrespective  of  what  his  education  is, 
can  go  into  court  and  try  a law  suit?  Is  there 
any  difference  in  the  comparison?  These  men 
have  not  had  the  training,  they  have  not  had  the 
experience,  yet  they  are  willing  to  experiment 
and  learn  on  their  patients. 

Dr.  Benjamin  Jablons,  New  York:  I should 

like  to  recite  an  experience  that  I had  that  lends 
added  weight  and  point  to  Dr.  Rooney’s  re- 
marks. A number  of  years  ago  I was  asked  to 
see  a patient  as  a result  of  an  emergency  call  in 
the  office  of  an  osteopathic  physician.  After  I 
had  completed  my  mission,  this  osteopathic 
physician  showed  me  with  great  pride  a cage  of 
copper  wire  and  an  instrument  with  gadgets 
which  related  to  the  Abrams’  electronic  diag- 
nostic machine  that  some  of  you  may  recall. 
I was  amazed  when  I was  informed  that  there 
were  at  least  ten  osteopathic  physicians  in  the 
City  of  New  York  who  had  these  gadgets  in 


June  1,  1939] 


MINUTES  OF  THE  ANNUAL  MEETING 


1159 


this  type  of  cage.  If  anybody  who  had  not  been 
licensed  to  practice  medicine,  osteopathic  or 
otherwise,  had  attempted  to  diagnose  disease  by 
this  type  of  apparatus,  the  laws  of  the  State  of 
New  York  could  have  reached  him;  but  this 
illustrates  what  happens  when  you  license 
people  to  practice  even  a cult. 

Speaker  Flynn:  Discussion  is  on  the  re- 

commitment. 

Dr.  Richard  H.  Sherwood:  I rise  to  a 

point  of  information.  My  recollection  is  that 
I simply  made  a suggestion  and  not  a motion  to 
recommit.  The  point  upon  which  I desire  in- 
formation for  the  House  and  myself  is  the 
language  of  the  words  of  the  objection  which 
is  going  to  be  transmitted  to  the  Legislature. 
If  the  last  speaker  or  whoever  introduced  the 
resolution  would  read  that  language  for  our 
information  I should  appreciate  it. 

(Dr.  Sherwood  was  handed  a copy  of  the 
resolution.) 

Dr.  Sherwood:  I will  read  that  portion  of 

the  resolution  to  which  I referred: 

“ Resolved : that  this  House  of  Delegates 

communicate  its  concern  to  the  Committee  on 
Education  of  the  Senate  and  inform  them  of  the 
dangers  of  permitting  the  use  of  drugs,  anti- 
septics, and  biological  products  and  the  per- 
formance of  minor  surgical  procedures  by  un- 
qualified or  inexperienced  men  who  have  not 
had  the  educational  requirements  required  by 
the  Regents  of  the  State  of  New  York  for  those 
who  prescribe  drugs  and  perform  minor  sur- 
gery.” 

I move  you  that  this  resolution  be  recommitted 
for  changes  or  additions  to  the  language  in 
that  paragraph  just  read. 

Speaker  Flynn:  The  debate  is  still  on  the 

recommitment. 

Dr.  William  M.  Patterson,  New  York: 
Why  cannot  what  has  just  been  said  be  written 
down,  and  let  us  all  sign  it  and  send  it  to  the 
Legislature  right  now? 

Dr.  Richard  H.  Sherwood:  The  reason  I 

want  this  amplified  is  that  the  legislators  in  our 
district  say  that  the  educational  requirements 
have  been  met,  so  if  this  House  again  states 
that  the  educational  requirements  have  not 
been  met  we  will  not  be  making  any  new  point 
nor  covering  the  whole  of  the  argument.  Our 
point  is  refuted  by  the  statement  of  Dr.  Madill 
that  they  have  met  the  educational  require- 
ments, and  it  is  for  that  reason  that  I have 
moved  that  the  language  be  added  to  or  changed 
to  provide  a broader  base  upon  which  this 
House  of  Delegates  may  rest  its  opposition  to 
the  enactment  of  the  law  at  this  time. 

Dr.  Grant  Madill:  My  statement  was 

that  they  had  met  the  pre-educational  require- 
ments. That  was  the  extent  of  it. 

Speaker  Flynn:  The  debate  is  on  the 

question  of  the  recommitment. 

Dr.  James  F.  Rooney:  The  fact  is  that 
there  are  only  forty  of  them  who  have  met  the 
educational  requirements  because  when  this 
bill  went  into  effect  to  license  them  by  fiat 
there  were  480-odd  licensed  without  any  educa- 
tional requirements  whatsoever. 

Dr.  John  J.  Masterson,  Kings:  The  reason 

Kings  County,  when  they  introduced  this 
resolution,  did  not  go  into  all  the  reasons  or 
arguments  as  to  why  the  osteopaths  should  not 


be  licensed,  was  because  we  had  some  con- 
sideration for  your  time.  We  felt  that  if  this 
bill  were  passed  by  the  Senate  and  went  before 
the  Governor  for  signature,  we  would  then 
have  an  opportunity  to  present  our  arguments 
in  toto.  Therefore,  I do  not  think  that  any- 
thing can  be  gained  at  this  time  by  resubmitting 
the  resolution  as  presented  by  Kings  County, 
and  I hope  our  colleague  from  Niagara  will  with- 
draw his  recommendation  that  it  be  recommitted 
because  all  the  arguments  that  he  has  presented 
may  be  presented  later  on  if  we  do  not  kill  the 
bill  in  the  Senate. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  defeated. 

Speaker  Flynn  : The  motion  is  lost,  and  the 

motion  now  before  the  house  is  on  the  adoption 
of  the  report  of  the  Reference  Committee.  Is 
there  any  discussion? 

Dr.  James  F.  Rooney:  I dislike  to  take  up 

the  time  of  the  House,  but  I think  this  is  an 
extraordinarily  important  affair.  This  matter 
may  come  up  for  action  tonight.  It  only 
passed  the  lower  house  by  a very  few  votes. 
Chorus:  One. 

Dr.  Rooney:  One  vote.  It  will  probably 

pass  the  Senate  unless  we  put  our  protest  in  now. 
That  protest  should  be  worded  very  definitely 
that  the  medical  profession  of  the  State  of  New 
York  opposes  this  bill  on  the  basis  of  the  fact 
that  it  will  license  completely  to  practice  medi- 
cine in  all  of  its  phases,  except  perhaps  major 
surgery — and  as  Dr.  Madill  has  said  he  could 
not,  and  I do  not  think  anybody  can  define  what 
minor  surgery  is — men,  over  80  per  cent  of  whom 
have  had  no  prior  training  in  any  of  the  essen- 
tial arts  of  medicine. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  it  was  unanimously  car- 
ried. 


55.  Report  of  Reference  Committee  on  New 
Business  C on  Physicians’  Home,  Inc. 

Section  17 

Dr.  Floyd  J.  Atwell:  Your  Committee  has 

considered  the  resolution  introduced  by  the 
Council  which  reads  as  follows: 

“Whereas,  the  Physicians’  Home,  Inc.,  has 
formally  asked  the  Medical  Society  of  the  State 
of  New  York  to  nominate  a number  of  physi- 
cians for  appointment  to  its  Board  of  Directors; 
and 

“Whereas,  the  Physicians’  Home  was  in- 
corporated with  an  endowment  by  bequest 
for  the  following  purposes,  (a)  to  create  and 
maintain  in  the  State  of  New  York  a home  for 
aged  indigent  physicians  and  their  wives  or 
widows,  and  to  give  assistance,  financial  or 
otherwise,  to  such  physicians  and  their  wives 
and  widows  and  orphans  and  needy  minor 
children  of  physicians,  and  (b)  to  do  all  things 
necessary,  suitable,  and  proper  to  accomplish 
and  further  the  purposes  described  in  (a)  above, 
and,  particularly  to  receive  and  acquire  by 
grant,  gift,  purchase,  devise,  bequest  or  other- 
wise property  of  all  kinds  and  to  hold,  main- 
tain, invest,  accumulate,  and  dispose  thereof  or 
the  income  therefrom  for  said  purposes;  all  in 
the  manner  prescribed  or  permitted  by  appli- 
cable law;  and 


1160 


HOUSE  OF  DELEGATES  [N.  Y.  State  J.  M. 


“Whereas,  the  Home  is  at  present  caring  for 
five  aged  physicians  who  are  without  funds; 
and 

“Whereas,  nominations  to  its  Board  of  Direc- 
tors would  in  no  way  make  the  Medical  Society 
of  the  State  of  New  York  responsible  for  the 
conduct  of  this  work,  financially  or  otherwise; 
and 

“Whereas,  the  objectives  of  the  Home  are 
highly  meritorious;  therefore  be  it 

“ Resolved : that  the  House  of  Delegates  of 

the  Medical  Society  of  the  State  of  New  York 
accede  to  the  request  of  the  Physicians’  Home, 
Incorporated,  for  nominations  to  its  Board  of 
Directors;  and  be  it  further 

“ Resolved : that  the  House  of  Delegates  in- 

struct the  Council  to  make  nominations  for  the 
Board  of  Directors  of  the  Physicians’  Home, 
Incorporated,  when  sought.’’ 

We  recommend  the  adoption  of  this  resolu- 
tion. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

56.  Report  of  Reference  Committee  C on  New 
York  State  Library 

Section  28 

Dr.  Floyd  J.  Atwell:  The  only  other  mat- 

ter I have  is  not  a resolution,  but  a telegram 


from  Joseph  Gavit  to  Dr.  Joseph  S.  Lawrence, 
Hotel  Syracuse,  reading: 

“Please  call  Society’s  attention  to  fact  that 
proposed  15  per  cent  cut  in  already  insufficient 
appropriation  for  state  library  means  dras- 
tic cut  in  service  to  physicians  because  of 
reduced  staff  and  purchase  fund.  Prompt 
protest  to  Senator  Thompson  would  be  ap- 
preciated here.” 

In  view  of  our  present  lack  of  detailed  in- 
formation in  regard  to  the  budget,  your  Com- 
mittee deems  it  inadvisable  to  take  any  action 
on  this  request  at  the  present  time. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

57.  Report  of  Reference  Committee  on  Report 
of  Council — Part  V — Revision  of  the  Principles  of 
Professional  Conduct 

Dr.  Homer  J.  Knickerbocker:  We  recom- 
mend the  Committee  on  the  Revision  of  the 
Principles  of  Professional  Conduct  be  con- 
tinued, as  requested. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

Speaker  Flynn:  We  will  now  recess  until 

8:00  p.m. 

The  session  recessed  at  5:25  p.m. 


[To  be  continued  in  the  next  issue ] 


NEW  CANCER  TREATMENT 

A treatment  of  cancer  which  has  been  success- 
ful in  causing  100  per  cent  disappearance  of 
malignant  tumors  in  mice  and  which  gives  prom- 
ise of  being  successful  in  treating  human  cases 
in  which  the  tumor  can  be  reached  from  the  sur- 
face, was  reported  to  the  National  Academy  of 
Sciences  at  the  final  scientific  session  of  its  an- 
nual meeting  in  Washington  on  April  25. 

The  treatment  was  reported  by  Dr.  G.  Failla 
and  Dr.  K.  Sugiura,  of  Memorial  Hospital, 
New  York,  who  were  introduced  to  the  academy 
by  Professor  Harold  C.  Urey,  of  Columbia  Uni- 
versity. The  paper,  read  by  Dr.  Failla,  created 
considerable  discussion. 

The  treatment  consists  of  injecting  distilled 
water  into  the  tumor,  plus  x-ray  treatments, 
which  need  be  only  half  the  dosage  formerly 
given  in  treatments. 

The  treatment  thus  far  has  been  applied  only 
to  animals  but  these  tests  have  been  so  successful 
that  it  probably  will  be  only  a brief  time  before 
the  treatment  can  be  extended  to  human  cases. 
All  that  Dr.  Failla  would  say  was  that  “it  is 
logical  to  expect  that  the  results  we  have  achieved 


with  animals  can  also  be  achieved  in  human 
cases.” 

In  testing  his  theory  Dr.  Failla  used  mice  in 
which  he  transplanted  a type  of  cancer  tissue 
known  as  carcoma  180,  which  is  always  fatal 
unless  treated  with  x-rays  or  radium. 

When  he  injected  water  into  the  tumors,  Dr. 
Failla  informed  the  academy  members,  the 
tumors  became  radiosensitive  and  their  tissues 
were  destroyed  with  half  the  dosage  of  x-rays 
ordinarily  required. 

Several  groups  of  mice  were  used  in  the  tests. 
In  one  group  x-rays  alone  were  applied  to  the 
cancers  and  in  another  the  same  amount  of  x-rays 
plus  the  injection  of  distilled  water. 

When  500  roentgens  were  given  alone  the 
tumors  regressed,  or  grew  smaller,  to  the  extent 
of  2 per  cent,  but  in  the  group  that  received  the 
water  treatment  in  addition,  the  tumors  re- 
gressed 30  per  cent. 

A dose  of  750  roentgens  to  the  group  receiving 
x-rays  alone  showed  a 50  per  cent  regression, 
but  in  the  group  that  received  the  water  injec- 
tions in  addition,  the  tumors  disappeared. 
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sionals visiting  the  New  York  World’s  Fair 
1939,  will  find  reserved  for  their  exclusive 
use  the  Professional  Club.  Here  members 
of  the  nation’s  professional  health,  medi- 
cal, dental,  and  nursing  associations 
have  a place  to  meet  their  colleagues  in 
quiet,  congenial  surroundings. 

Unique  to  this  or  any  other  World’s 
Fair,  the  club  occupies  an  area  of  5,000 
square  feet  on  the  main  floor  of  the  Medi- 
cal and  Public  Health  Building,  which  is 
located  on  the  Theme  Plaza,  its  main 
entrance  being  directly  opposite  the 
Helicline  leading  around  the  Perisphere 
to  the  Trylon,  where  much  of  impor- 
tance takes  place  daily. 

The  visitor  will  find  awaiting  him  a 
comfortable  lounge,  attractively  deco- 
rated and  furnished,  a bar  and  a snack 
bar,  checking  facilities,  rest  rooms,  steno- 
graphic service,  telephones,  and  other 
conveniences  of  a private  club. 

Membership  in  the  club  is  limited  to 
accredited  members  of  the  medical  and 
public  health  and  allied  professions  and 
to  representatives  of  exhibit  sponsors. 
Professional  members  pay  no  dues,  but 
there  is  a small  certification  charge  to 
cover  the  cost  of  validating  credentials. 
Among  the  organizations  whose  member- 
ship cards  entitle  their  owners  to  ad- 
mittance to  and  use  of  the  Club  are: 

American  Dental  Association 
American  Dental  Hygienists  Associa- 
tion 

American  Dietetic  Association 
American  Hospital  Association 
American  Medical  Association 
American  Medical  Library  Associa- 
tion 

American  Nurses  Association 
American  Pharmaceutical  Association 
American  Public  Health  Association 


American  Veterinary  Medical  Associa- 
tion 

Army  and  Navy  Physicians,  Surgeons, 
and  Dentists 

Association  of  Women  in  Public  Health 
Catholic  Hospital  Association 
National  League  of  Nursing  Educa- 
tion 

National  Organization  for  Public 
Health  Nursing 

New  York  Academy  of  Medicine 
Pan-American  Medical  Association, 
Inc. 

United  States  Department  of  Agri- 
culture— Bureau  of  Animal  Industry 
United  States  Public  Health  Service 

Products  of  manufacturers  sponsor- 
ing scientific  and  educational  ex- 
hibits in  the  Medical  and  Public  Health 
Building  are  on  display  in  showcases  set 
artistically  into  the  walls  of  the  lounge. 
The  club  serves  as  a place  where  these 
and  other  sponsors  of  exhibits  in  the 
main  exhibition  halls  may  meet  members 
of  the  medical  and  allied  professions 
under  pleasant  circumstances. 

The  Medical  and  Public  Health  Ex- 
hibit, being  both  scientific  and  educa- 
tional, comprises  probably  the  largest 
single  enterprise  of  its  kind  heretofore 
undertaken  specifically  for  adult  health 
education.  The  exhibit  is  in  two  sec- 
tions. A vast  Hall  of  Man,  which  sets 
forth  in  unique  fashion  essential  informa- 
tion on  human  anatomy  and  physiology, 
is  under  the  sponsorship  of  the  American 
Museum  of  Health,  with  generous  assist- 
ance from  a number  of  philanthropic 
foundations  and  public-spirited  life  in- 
surance companies  and  commercial  insti- 
tutions. 

The  list  of  organizations  whose  partici- 
pation in  the  Hall  of  Man  entitles  them 
to  representation  in  the  Professional 
Club  includes: 
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The  American  Museum  of  Health,  Inc. 
The  Oberlaender  Trust 
Carnegie  Corporation  of  New  York 
Aetna  Life  Insurance  Company 
Connecticut  General  Life  Insurance 
Company 

The  Connecticut  Mutual  Life  Insur- 
ance Company 

The  Guardian  Life  Insurance  Company 
of  America 

John  Hancock  Mutual  Life  Insurance 
Company 

Metropolitan  Life  Insurance  Company 
New  York  Life  Insurance  Company 
The  Travelers  Insurance  Company 

Adjoining  the  Hall  of  Man  is  the  Hall 
of  Medical  Science  and  Public  Health — 
an  outstanding  collection  of  exhibits  on 
such  subjects  as  tuberculosis,  pneumonia, 
syphilis,  maternity,  and  child  health. 
One  of  its  high  spots  is  the  famed  Carrel- 
Lindbergh  artificial  heart.  Each  of  these 
exhibits  is  sponsored  by  a separate  organi- 
zation, whose  representatives  are  eligi- 
ble to  club  membership.  The  complete 
list  of  sponsors  of  exhibits  in  this  Hall 
includes : 

American  Medical  Association 
American  Museum  of  Health,  Inc. 
American  Public  Health  Association 
American  Social  Hygiene  Association 
American  Veterinary  Medical  Associa- 
tion 

The  Dental  Society  of  the  State  of 
New  York 

Maternity  Center  Association 
Medical  Society  of  the  County  of 
Queens,  Inc. 

National  Committee  for  Mental  Hy- 
giene 

New  York  City  Cancer  Committee 
The  New  York  Institute  for  the  Educa- 
tion of  the  Blind 
J.  B.  Pierce  Foundation 
Queensboro  Tuberculosis  and  Health 
Association 

Rockefeller  Foundation 
W.  A.  Baum  and  Company 
The  Bayer  Company 
Becton,  Dickinson  and  Company 
Cherry-Burrell  Corporation 


Ciba  Pharmaceutical  Products,  Inc. 
Eli  Lilly  and  Company 
Lederle  Laboratories,  Inc. 

Mead  Johnson  and  Company 
Parke,  Davis  and  Company 
E.  R.  Squibb  and  Sons 
West  Disinfecting  Company,  Inc. 
Winthrop  Chemical  Company,  Inc. 

Local  physicians,  public  health  workers, 
and  allied  professionals  will  use  the 
club  to  entertain  out-of-town  guests 
brought  here  by  the  many  meetings  of 
national  and  international  groups  to  be 
held  in  New  York  during  the  Fair. 
Members  of  the  International  Congress 
of  Microbiology  meeting  in  September, 
1939,  to  use  one  example,  may  turn  to 
the  club  not  only  for  information  regard- 
ing the  medical  and  public  health  re- 
sources in  and  about  the  city,  but  for 
guidance  in  seeking  authoritative  local 
sources  of  information  on  the  latest  de- 
velopments in  technical  aspects  of  their 
specialized  fields. 

Management  of  the  club  is  vested  in  a 
board  of  directors  which  includes  officers 
of  the  county  medical  societies  of  the 
five  boroughs  constituting  the  City  of 
New  York  and  of  adjacent  Westchester 
and  Nassau  counties.  It  is  a nonprofit 
membership  organization,  incorporated 
under  the  laws  of  New  York  State. 

The  officers  of  the  club  are  Dr.  James 
R.  Reuling,  Jr.,  president,  Dr.  Edward 
R.  Cunniffe,  vice-president,  Dr.  Matthias 
Nicoll,  vice-president,  Dr.  B.  Wallace 
Hamilton,  treasurer,  and  Mrs.  Willimina 
Rayne  Walsh,  secretary. 

The  membership  of  the  board  of 
directors  includes,  in  addition  to  the 
officers,  Dr.  Alfred  Heilman,  chairman, 
Dr.  John  Bauer,  vice-chairman,  Dr. 
Earle  Brown,  Dr.  Joseph  Eller,  Mr. 
Franklyn  Fischer,  Dr.  Harvey  B.  Mat- 
thews, Dr.  Frederick  Schwerd,  Dr.  J. 
Peter  Hoguet,  Dr.  Chas.  Gordon  Heyd, 
and  Dr.  Russell  W.  Tench. 

The  club  has  its  own  private  entrance, 
leading  from  the  garden  court  of  the 
Medical  and  Public  Health  Building  into 
surroundings  which  combine  an  intensely 
modem  atmosphere  with  the  bizarre. 
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Designed  and  executed  by  Miss  Fran- 
cine  Baehr,  mural  painter  and  stage  de- 
signer of  New  York,  the  rooms  illustrate 
that  decoration  may  be  combined  with 
utility.  In  the  main  lounge,  to  use  one 
example,  the  continuous  lighted  row  of 
display  cases  set  into  the  wall  is  made 
an  effective  feature  of  the  decorative 
scheme.  Topping  the  sixteen-foot  wall 
next  to  the  ceiling  is  an  uninterrupted 
band  of  corrugated  mirror.  Color  and 
the  absence  of  corners  give  a feeling  of 
space.  The  focal  point  of  the  room  is  an 
adjoining  curved  wall  containing  a mir- 
ror from  floor  to  ceiling,  winged  by 
lighted  glass  blocks.  One  of  the  original 
features  of  this  wall  is  the  mural  of 
medicomicroscopic  derivation  in  a sur- 
realist mood.  In  the  curved  arc  on  either 
side  of  this  wall  are  two  large  ottomans 
surrounding  white  palms,  in  which  flood- 
lights are  hidden. 

Entering  the  Chess  Bar,  the  visitor 
finds  himself  on  a huge  chessboard  of  red 
and  black.  He  may  go  either  to  the 
leopard-covered  seats  around  the  wall, 
where  he  is  served  on  a chess- castle  table, 
or  to  a white  chessman  seat  and  sip  his 
drink  at  the  bar.  He  may  not  forget 
that  this  is  a club  for  professions  allied 
with  medicine,  for  apothecary  jar  lamps 


light  the  bar,  and  a mural  showing  ani- 
mals taking  their  turn  at  vivisecting  men 
of  research  adorns  the  back  bar. 

The  Algerian  influence  which  pervades 
the  cocktail  lounge  at  the  left  of  the 
Chess  Bar  is  suggested  by  two  large  black 
pineapple  plants  and  a rolling  strip- 
screen  at  the  entrance  to  this  room. 
Here  Miss  Baehr  has  decorated  lemon 
yellow  walls  with  black  tropical  palms 
and  imaginative  forms  to  give  a modern 
North  African  atmosphere.  A black 
lacquered  mirror  at  the  far  end  of  an 
adjoining  alcove  gives  the  impression  of 
night.  Two  black  lamps,  of  an  original 
design  of  African  grotesque  figures,  fea- 
ture the  lighting  arrangement.  A white 
floor  serves  to  accentuate  the  furnishings. 

The  room  one  enters  from  the  other 
side  of  the  bar  is  in  great  contrast  to  the 
others,  and  yet  ties  up  to  the  unique 
impression.  The  floor  is  also  white  but 
the  furniture,  created  and  built  especially 
for  this  room,  is  jade  green.  An  original 
decorative  design  of  artificial,  brilliantly 
lacquered  fruit  runs  the  circumference 
of  this  room.  This  divides  the  wall 
coloring,  which  is  silver  up  to  five  feet 
and  black  to  the  ceiling.  Black  lighted 
tables  are  thrown  in  striking  relief  by  the 
white  floor  and  chartreuse  ceiling. 


ARTIFICIAL  FEVER  OF  VALUE  IN  TEN  DISEASES 


Although  the  treatment  of  more  than  fifty- 
diseases  by  means  of  artificial  fever  has  been 
tried,  its  value  has  been  proved  in  only  about 
ten  diseases,  Dr.  Frank  H.  Krusen  and  Dr. 
Earl  C.  Elkins,  of  Rochester,  Minnesota,  report 
in  the  J.A.M.A.  for  April  29. 

Pointing  out  that  fever  therapy  is  probably 
of  little  or  no  value  in  the  treatment  of  many 
diseases,  the  authors  add  that  in  some  it  may 
even  be  hazardous. 

"Studies,”  they  explain,  "seem  to  indicate 
that  the  chief  usefulness  of  fever  induced  by 
physical  means  lies  in  the  treatment  of  gonor- 
rhea, both  acute  and  chronic,  and  its  complica- 
tions, such  as  arthritis  prostatitis,  ulcers, 
urethritis,  and  others.  It  would  appear  that 
artificial  fever  may  be  of  value  in  syphilis, 
particularly  when  combined  with  drug  treat- 
ment. While  artificial  fever  may  be  helpful  in 
intractable  bronchial  asthma  and  in  selected 


cases  of  chronic  infectious  arthritis,  chorea,  and 
undulant  fever,  the  clinical  data  are  not  suffi- 
cient to  permit  any  final  conclusions.  Its  value 
in  about  forty  other  diseases  remains  to  be 

proved. 

"Continued  study  has  emphasized  that  pro- 
duction of  fever  by  physical  means  is  strictly  a 
hospital  procedure,  that  it  is  essential  that  a 
well-trained  personnel  be  in  complete  charge, 
that  skilled  nurse-technicians  administer  the 
treatments,  and  that  a physician  be  in  constant 
attendance. 

"Patients  to  be  treated  by  fever  should  be 
selected  with  as  much  care  as  those  who  are  to 
undergo  major  surgical  operations.  The  dangers 
of  artificial  fever,  such  as  hemorrhage  and  sud- 
den death,  are  extremely  rare  when  the  treat- 
ment is  in  the  hands  of  a competent,  well- 
organized  group.” 


Across  the  Desk 

Bagging  Beauty’s  Booty 


IN  just  a few  days  now,  on  June  25,  to 
be  exact,  a big  change  will  come  over 
the  old  corner  drug  store. 

New  labels  will  adorn  the  beauty  lo- 
tions and  the  old  household  remedies 
familiar  since  grandma’s  time.  For  on 
June  25  the  new  Food,  Drug,  and  Cos- 
metic Law  goes  into  force,  except  for  some 
provisions  postponed  to  January  1,  and 
all  drugs  and  cosmetics  must  display 
prominently  the  list  of  their  ingredients 
and  instructions  for  safe  use  or  dosage. 

All  “new  drugs”  must  have  the  ap- 
proval of  the  Secretary  of  Agriculture  be- 
fore they  can  be  sold  to  the  general  public, 
even  on  a physician’s  prescription.  And 
reports  from  Washington  say  the  new 
preparations  are  coming  in  at  the  rate  of 
two  a day.  Hundreds  are  awaiting  the 
official  tests  made  to  find  if  their  claims 
are  reliable  and  if  they  have  any  poison- 
ous or  deleterious  effects  in  the  dosages 
recommended. 

In  the  163rd  year  of  the  Republic  we 
are  at  long  last  to  try  to  stop  grasping 
patent-medicine  profiteers  from  infil- 
trating noxious  mixtures  into  the  systems 
of  our  people.  Undoubtedly  a wide- 
awake country. 

Protect  Our  Hebes  and  Shebas 

And  we  are  going  to  do  more  than  that, 
now  that  we  are  off  to  a good  start.  The 
millions  of  our  fair  sex  who  gaze  with 
envy  at  the  pulchritude  of  the  movie 
stars  and  hopefully  touch  up  their  faces, 
lips,  nails,  and  rippling  tresses  with  this 
and  that,  advertised  to  transform  them 
as  if  by  magic  into  Shebas  and  Hebes,  are 
to  be  protected  from  pestiferous  prepara- 
tions that  eat  the  skin,  blind  the  eyes, 
and  ruin  the  health. 

At  this  moment  a goodly  number  of 
rats  are  running  around  in  cages  in  the 
Washington  laboratories  of  the  Food  and 
Drug  Administration,  dyed  with  weird 
combinations  of  colors.  They  are  the 
“guinea  pigs”  of  American  feminine 


beauty.  Patches  of  their  fur  are  shaved 
off  and  the  dyes  found  in  lipstick,  rouge, 
and  nail  polish  are  applied,  to  find  if 
there  is  any  poisonous  reaction. 

Millions  and  perhaps  billions  in  golden 
booty  are  rolling  into  the  coffers  of  the 
cosmetic  manufacturers  from  our  daugh- 
ters of  Eve  who  flutter  up  longingly  to- 
ward beauty,  and  clearly  the  least  we  can 
do  is  to  see  that  their  looks  are  not 
marred  or  ruined  by  their  fine  attempt  to 
besprinkle  America,  like  the  Turk’s 
paradise,  with  the  houris  of  dreamland. 

It’s  Bewildering 

A bewildering  array  of  aids  confronts 
my  lady  when  she  decides  to  be  beautiful 
or  bankrupt.  She  can  buy  scores  of 
soaps,  face  creams,  make-up  materials, 
deodorants,  powders,  hair  dyes,  skin- 
tighteners,  pore-cleansers,  vitamin  creams, 
skin  peels,  skin  foods,  and  facial  packs. 
Once  “cold  cream”  was  enough  for  a 
dozen  uses — but  not  now.  The  master- 
minds of  the  cosmetic  industry  have  seen 
to  that.  Now  fair  femininity  must  have 
tissue  creams,  cleansing  creams,  liquefy- 
ing creams,  bleaching  creams,  sun-tan 
creams,  turtle-oil  creams,  vitamin  creams, 
wrinkle  creams,  depilatory  creams,  skin 
foods,  texture  creams,  massage  creams, 
“youthifying”  creams,  and  probably  sev- 
eral more  appearing  while  this  page  is 
going  through  the  press. 

True,  most  of  them  are  harmless,  being 
nothing  in  the  world  but  vaseline,  mineral 
oil,  or  wax,  or  a combination,  with  per- 
fume, and  perhaps  boric  acid  or  an 
astringent  like  zinc  oxide.  When  milady 
pays  $25  for  two  ounces,  she  is  paying  for 
the  advertising,  the  fancy  box,  the  oriental 
rugs  on  the  floor,  the  rent  of  the  beauty 
parlor,  the  salary  of  the  well-named 
“skin  specialist,”  and  the  proprietor’s 
vacation  on  the  Riviera.  The  same  thing 
can  be  bought,  as  theatrical  cold  cream, 
for  from  75  cents  to  $1.50  a pound. 

All,  however,  are  not  so  innocuous,  as  is 
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pointed  out  in  an  entertaining  book 
called  Healthy  Hygiene,  and  Hooey,  by 
Dr.  W.  W.  Bauer,  Director  of  the 
Bureau  of  Health  Education  of  the 
A.  M.  A.  Creams  and  pastes  for  removal 
of  hair  have  to  be  powerful  enough  to 
dissolve  it,  and  if  not  used  with  enough 
care  they  may  remove  the  skin,  too,  or 
cause  ugly  discolorations.  In  the  same 
class  are  skin-tighteners,  astringent 
creams,  and  wrinkle  creams.  They  are 
supposed  to  make  the  wrinkles  vanish, 
but  “they  may  actually  make  two 
wrinkles  grow  where  one  grew  before.” 
Worst  of  all  are  the  “skin  peels,”  con- 
taining caustic  chemicals  that  take  off 
the  outer  layers  of  the  skin,  sometimes 
causing  bad  inflammations  of  the  tender 
lower  layers  thus  left  bare. 

Bleaching  creams,  too,  may  be  harm- 
less (and  useless)  or  powerful  (and 
dangerous).  A freckle-remover  that 
really  removes  freckles  is  likely  to  take 
the  hide  along  with  the  freckles.  The 
sensible  thing  to  do  is  to  go  to  a physician 
skilled  in  such  work,  and  risk  no  regrets. 

Merchants  of  Illusion 

Well,  if  the  caustic  pastes  for  hair  re- 
moval are  dangerous,  then  what  method 
is  safe?  Only  one,  we  are  told  by  Dr. 
Bauer.  That  method  is  electrolysis — the 
electric  needle.  It  must  be  done  by  a 
skilled  operator,  and  the  process  is 
tedious  and  costly,  but  he  assures  us  that 
it  is  the  only  safe  and  permanent  way. 

Depilation  by  x-ray  is  permanent,  but 
never  justified,  he  says  in  italics,  because 
the  x-ray  also  makes  permanent  and 
unsightly  changes  in  the  skin  and  may 
cause  cancers,  although  these  effects  may 
not  appear  for  months  or  years.  Un- 
wanted hair,  he  recommends,  may  be 
removed  from  time  to  time  harmlessly 
with  a razor  or  rendered  invisible  by 
bleaching. 

When  in  doubt  about  any  cosmetic, 


the  best  plan  is  to  consult  a doctor  and 
avoid  results  that  may  be  disastrous  to 
beauty,  instead  of  helpful.  The  adver- 
tisement is  merely  sales  talk.  A cosmetic 
manufacturer  is  reported  to  have  said 
to  a gathering  of  his  business  associates: 

“Remember,  we  do  not  sell  mer- 
chandise; we  sell  illusion.” 

Too  Much  of  a Good  Thing 

Again,  an  example  of  too  much  of  a 
good  thing  is  seen  in  the  attempt  to  over- 
work the  current  craze  for  vitamins. 
Undoubtedly  a splendid  aid  for  those 
who  do  not  get  them  already  in  their 
daily  food,  they  are  being  pushed  indis- 
criminately upon  everybody  with  such 
lurid  claims  that  Dr.  Bauer  simmers  them 
all  down  to  “wim,  wigor,  and  witamins.” 
You  are  to  rub  vitamins  into  your  skin 
in  a vitamin  cream,  chew  them  in  chew- 
ing gum,  suck  them  in  cough  drops,  and, 
next  week,  perhaps,  smell  them  in  so- 
and-so’s  cologne.  Some  beauticians  urge 
you  to  massage  the  skin  with  vitamin 
“F,”  which  is  now  identified  as  part  of 
the  vitamin  B complex.  So  “the  only 
present  function  .of  F in  the  vitamin 
alphabet  is  to  part  from  his  money  the 
person  whose  name  starts  with  the  same 
letter.” 

Underneath  it  all  is  the  wish  for 
“charm.”  If  the  woman  needs  it  in  her 
social  life,  the  man,  too,  needs  it  in  his 
business,  only  he  calls  it  “personality.” 
It  can’t  be  rubbed  on  the  skin  or  poured 
on  the  hair.  It  comes  with  abounding 
health,  balanced  nerves,  a clear  brain, 
the  feeling  of  power  and  joie  de  vivre 
that  flows  from  bodily  and  mental  well- 
being.- These  are  not  to  be  had  at  the 
beauty  parlor.  They  arise  naturally 
when  the  bodily  activities  are  operating 
normally  and  harmoniously. 

And  there  is  one  man  to  consult  about 
that.  The  family  physician. 

W.  S.  W. 


“My  dear,”  said  the  loving  wife,  “the  doctor 
says  I must  have  a change  of  climate.” 


“Well,  cheer  up,”  replied  her  fond  spouse, 
“spring  will  soon  be  here.”  — Exchange 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


REVIEWED 


The  International  Medical  Annual.  A Year 
Book  of  Treatment  and  Practitioner’s  Index, 
Edited  by  H.  Letheby  Tidy,  M.D.  and  A. 
Rendle  Short,  M.D.  Octavo  of  615  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1938.  Cloth,  $6.00. 

Brief  summaries  of  the  best  of  recent 
advances  in  surgery,  medicine,  and  the 
specialties  by  some  of  the  most  prominent 
men  in  England  again  make  this  annual 
volume  well  worth  scrutinizing.  Stan- 
ley Davidson  has  a good  section  on  pur- 
pura. His  careful  studies,  as  well  as 
Witts’,  tend  to  show  that  the  much- 
publicized  treatment  of  purpura  with 
snake  venom  and  parenteral  ascorbic  acid 
has  not  been  substantiated.  “Blood 
transfusion,”  he  says,  “still  remains  the 
sheet  anchor  of  medical  treatment  in  all 
the  hemorrhagic  diseases.”  A.  G.  Gibson 
briefly  reviews  Parkinson  and  Hoyle’s 
outstanding  contribution  to  the  study  of 
so-called  “emphysema  heart.”  This  pa- 
per, which  appeared  in  the  Quarterly 
Journal  of  Medicine , should  be  read  in 
the  original  by  all  interested  in  internal 
medicine.  Tudor  Edwards  has  great 
praise  for  the  treatment  of  lung  abscess 
advocated  by  Neuhof  and  Touroff. 

Andrew  M.  Babey 

A Synopsis  of  Physiology.  By  A.  Rendle 
Short,  M.D.  and  C.  L.  G.  Pratt,  M.D.  Third 
edition.  Duodecimo  of  325  pages,  illustrated. 
Baltimore,  William  Wood  and  Company,  1938. 
Cloth,  $3.50. 

This  is  the  third  edition  since  1927. 
In  looking  through  the  twenty-six  chap- 
ters, it  is  noted  that  the  authors  have 
brought  the  material  up  to  date.  The 
inclusion  of  chapters  on  endocrine  glands, 
metabolism,  diet  and  growth,  and  on  the 
brain,  is  sufficient  proof  that  the  latest 
advances  in  physiology  have  been  incor- 
porated. 

Morris  Ant 


The  Harvey  Lectures.  Delivered  under  the 
auspices  of  The  Harvey  Society  of  New  York. 
Series  XXXIII.  Octavo  of  275  pages.  Balti- 
more, The  Williams  & Wilkins  Company,  1938. 
Cloth,  $4.00. 

This  group  of  lectures  continues  to 
maintain  the  customary  high  level  of 
dissertations  on  the  newer  contributions 
to  medicine  by  men  who  have  themselves 
been  actively  engaged  in  making  these 
contributions. 

The  lecture  by  Selig  Hecht  on  “The 
Nature  of  the  Visual  Process”  is  con- 
cerned with  the  analysis  of  the  physio- 
logic properties  of  visual  perception. 
The  lecture  by  Einar  Lundsgaard  on 
“The  Pasteur-Meyerhof  Reaction  in  Mus- 
cle Metabolism”  deals  with  the  role  of 
lactic  acid  formation  in  muscle  contrac- 
tion. 

There  is  an  important  lecture  by  Cecil 
Drinker  on  “The  Functional  Significance 
of  the  Lymphatic  System,”  in  which  he 
discusses  the  lymphatic  circulation. 
Peters’  lecture  on  “Transfers  of  Water 
and  Solutes  in  the  Body”  represents  a 
summary  of  much  of  his  own  work. 

A lecture  by  Stanley  on  “The  Isolation 
and  Properties  of  Tobacco  Mosaic  and 
Other  Virus  Proteins”  represents  one  of 
the  most  important  fundamental  contri- 
butions to  medicine  in  the  past  few  years. 
The  author  has  succeeded  in  isolating  and 
crystallizing  the  protein  of  tobacco  mosaic 
virus  and  has  demonstrated  that,  after 
establishing  its  purity  by  15  recrystal- 
lizations, this  substance  still  possesses 
the  pathologic  properties  of  virus  and 
conforms  to  all  the  Koch  postulates. 

Harry  Goldblatt’s  paper  on  “Experi- 
mental Hypertension  Induced  by  Renal 
Ischemia”  deals  with  a summary  of  his 
excellent  work  on  the  induction  of  hyper- 
tension by  renal  artery  compression. 

William  S.  Collens 
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Editorial 


Weak  Foundation 

The  Administration’s  National  Health  Program  and  the  Wagner 
National  Health  Bill  draw  their  main  support  from  the  National 
Health  Survey  conducted  by  the  United  States  Public  Health  Serv- 
ice. Whenever  anyone  questions  the  wisdom  of  governmental 
intervention  in  medical  care  on  the  unprecedented  scale  contem- 
plated by  the  President  and  Senator  Wagner,  the  latter  point  to  the 
enormous  amount  of  untreated  illness  supposed  to  have  been  dis- 
closed by  the  National  Health  Survey.  Does  this  survey  really 
prove  that  a third  of  the  nation  is  without  necessary  medical  care? 
And  were  the  methods  and  qualifications  of  its  investigators  such  as 
to  command  unquestioning  belief  ? 

Let  it  be  understood  to  start  with  that  the  National  Health  Survey 
presents  the  results  not  of  standardized,  controlled  medical  investiga- 
tion of  the  entire  country  but  of  a house-to-house  canvass  of  740,000 
urban  families  and  36,000  rural  families,  representing  less  than 
3,000,000  persons  in  all.  The  enumerators  entrusted  with  the  de- 
termination of  chronic  disease  and  physical  impairment  were  lay 
workers  taken  from  the  relief  robs  of  the  WPA.  For  their  informa- 
tion they  had  to  rely  mainly  on  the  replies  to  certain  questions  they 
were  instructed  to  ask.  The  results  of  such  a canvass  can  hardly  be 
considered  authoritative  from  the  medical  point  of  view. 

Wholly  apart  from  deliberate  malingering,  many  of  the  answers 
must  be  taken  with  a grain  of  salt.  The  survey  covered  a period  of 
eighteen  months  and  people  were  asked  to  recall  the  number  and 
duration  of  illnesses  during  that  period.  The  possibility  of  error 
under  these  circumstances  is  obviously  great;  yet  there  is  nothing 
to  indicate  that  the  government  took  steps  to  ascertain  the  percent- 
age of  probable  error  in  the  returns. 
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Other  factors  impel  one  to  question  the  representativeness  of  the 
information  garnered.  For  one  thing,  certain  conclusions  based  on 
information  from  strictly  urban  areas  are  represented  as  applying  to 
the  entire  country.  For  another,  there  is  no  token  that  the  sample 
group  is  rightfully  comparable  to  the  rest  of  the  population  on  the 
basis  of  income,  occupation,  age,  sex,  and  marital  status. 

Apart  from  factual  accuracy,  however,  the  results  of  the  National 
Health  Survey  are  open  to  question  on  the  grounds  of  bias.  Through- 
out the  published  reports  there  is  a definite  tendency  to  paint  as 
black  a picture  of  the  nation’s  health  as  possible.  The  interpreta- 
tion of  mortality  rates  is  often  at  variance  with  the  views  of  the  out- 
standing vital  statisticians  of  the  country. 

Naturally  drastic  remedies  seem  more  palatable  to  the  general 
public  when  the  situation  is  made  to  appear  very  grave.  This  is  not 
the  scientific  approach,  however,  nor  is  it  conducive  to  a strictly 
accurate,  honest  report. 


A Better  Approach 

A state  health  program  that  has  taken  months  to  formulate  can- 
not be  fully  analyzed  in  one  week.  Nevertheless  it  is  already  ap- 
parent that  the  report  of  the  Temporary  State  Health  Commission, 
headed  by  Assemblyman  Lee  B . Mailler,  differs  in  several  important 
and  beneficial  respects  from  some  of  the  underlying  concepts  of  the 
National  Health  Program  and  the  Wagner  National  Health  Bill. 

For  one  thing,  the  State  Health  Plan  sponsored  by  the  Mailler 
Commission  recognizes  that  the  medical  profession,  and  more  spe- 
cifically the  general  practitioner,  is  the  nucleus  of  most  health  work, 
whether  public  or  private.  To  this  end  it  urges  expansion  of  the 
laboratory  and  hospital  facilities  available  to  the  general  practi- 
tioner and  more  opportunities  for  graduate  medical  education, 
particularly  in  the  rural  districts.  It  proposes  that  approved  gen- 
eral hospitals  reorient  their  role  to  give  the  family  doctor  “increased 
opportunity  to  treat  cases  that  fall  within  his  sphere  of  competence” 
and  enable  him  to  “make  more  effective  use  of  . . . modem  thera- 
peutic and  diagnostic  equipment.” 

On  the  important  question  of  prepayment  for  medical  care  the 
stand  of  the  Mailler  Commission  is  liberal  without  recklessness. 
It  urges  “immediate  revision  of  the  insurance  law  to  permit  and 
encourage  sound  . . . voluntary  health  . . . insurance  schemes.” 
Recognizing  that  the  medical  profession  must  have  strong  reasons 
for  its  overwhelming  opposition  to  compulsory  insurance,  it  wisely 
defers  this  controversial  issue  for  further  study. 

Many  of  our  most  important  health  problems  are  too  complex  to 
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be  solved  overnight.  The  Mailler  Commission  has  had  the  courage 
and  good  sense  to  acknowledge  this.  Among  the  questions  it  recom- 
mends for  further  study,  in  addition  to  compulsory  health  insurance, 
are  public  provision  for  medical  care,  amendment  of  the  Unemploy- 
ment Insurance  Law  to  provide  sickness  benefits,  and  the  develop- 
ment of  a school  health  program.  In  all  these  fields  far  more  can 
be  accomplished  by  far-reaching  study  and  carefully  controlled  ex- 
perimentation than  by  the  hasty  adoption  of  radical  panaceas. 


My  Doctor 

In  these  days  when  so  many  derogatory  remarks  are  being  directed 
against  the  doctor  acting  as  an  “individual’  ’ in  the  maintenance  of 
the  physical  and  mental  health  of  the  public,  it  is  a comforting 
privilege  to  read  the  homely  contribution  of  Bradley1  on  answers  to 
the  common  questions  of  parents  whose  children  are  suffering  from 
convulsive  disorders.  This  vague  and  dreaded  syndrome  may  be 
of  no  serious  significance  but  in  many  instances  it  may  be  the  result 
of  a condition  which  will  be  present  throughout  life.  In  either  event, 
it  is  only  the  individual  family  physician  who  can  succeed  in  main- 
taining the  mental  stability  of  the  parents. 

To  such  questions  as:  “Has  my  child  epilepsy?  Will  my  child 
outgrow  his  fits?  Is  this  condition  inherited?  Will  it  harm  other 
children  to  see  my  child  having  a fit  ?,J — no  casually  interested  panel 
doctor,  government  social  worker,  or  compulsory  health  insurance 
administrator  can  give  answers  that  will  be  reassuring  to  the  mother 
and  father.  Even  in  the  scientific  investigation  of  convulsive  dis- 
orders, the  cut  and  dried  routine  must  always  be  carried  out  in  a 
hopeful  spirit  that  is  impossible  under  a regimented  form  of  medical 
practice,  which,  because  of  the  Hmitations  imposed  upon  it,  does 
not  allow  for  the  treating  of  the  child  patient  and  his  parents  and 
close  relatives  who,  if  not  properly  approached  psychologically,  will 
eventually  suffer  from  the  strain  of  mental  stress  and  anguish. 

Our  proponents  of  regimented  medicine  have  unfortunately  dis- 
regarded “the  art  of  medicine.”  They  view  medicine  only  in  the 
light  of  its  scientific  accomplishments — its  mastery  of  the  epidemic 
diseases,  its  exalted  advances  in  surgery.  But  the  individual  case 
of  diphtheria,  the  individual  case  of  a ruptured  appendix,  consti- 
tutes an  individual  problem  for  the  patient  and  his  kin  which  any 
form  of  regimented  medicine  does  not  take  into  account.  And  psy- 
chiatrists have  proved  that  the  establishment  of  a healthy  mental 
status  is  extremely  important  in  attaining  a cure. 


» Bradley,  C.:  Rhode  Island  Med.  J.  31:  135  (1938). 
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More  articles  like  Bradley’s  may  awaken  us  to  the  urgent  need 
for  preserving  our  “art”  in  medicine.  We  admit  that  it  is  some- 
thing intangible  but  we  insist  that  it  is  a vital  necessity  for  the  prac- 
tice of  medicine  in  the  interest  of  the  general  mental  and  physical 
well-being  of  the  population  of  our  country. 


Undulant  Fever 

The  infections  in  humans  caused  by  the  Brucella  abortus  have 
been  reported  in  the  literature  and  the  various  clinical  manifesta- 
tions that  the  disease  known  as  undulant  fever  can  assume  are 
generally  known.  The  source  of  the  infection  is  from  all  domestic 
animals,  the  three  principal  strains  being  the  bovine,  melitensis, 
and  porcine.  No  evidence  is  at  hand  to  show  that  the  disease  can 
be  transmitted  from  one  human  to  another. 

The  diagnosis  of  the  acute  case  of  undulant  fever  may  present 
difficulty  at  the  onset  since  the  condition  at  this  stage  closely  re- 
sembles influenza,  rheumatic  fever,  and  malaria,  among  others. 
The  loss  of  weight,  the  temperature  elevation,  the  marked  perspira- 
tion and  splenic  enlargement  may  be  confusing,  but  the  use  of  the 
skin  and  agglutination  tests  as  described  by  Roberts  and  Roberts1 
will  in  most  instances  result  in  a positive  diagnosis.  In  all  of  the 
acute  cases  of  brucellosis  that  they  have  examined,  the  positive 
agglutination  removed  all  doubt  as  to  diagnosis. 

In  the  chronic  form  of  this  disease,  the  symptoms  are  so  varied 
and  at  times  are  so  inconstant  that  undulant  fever  may  be  mistaken 
for  neurasthenia  or  intestinal  intoxication.  Insomnia,  exhaustion, 
general  irritability,  and  aches  and  pains  for  which  no  objective 
signs  can  be  found  may  lead  the  physician  to  a diagnosis  of  neuro- 
circulatory  asthenia.  Then  again,  chronic  brucellosis  may  present 
as  symptoms  dyspepsia,  constipation,  headaches,  transitory  arthritic 
pains,  and  fatigue,  all  of  which  are  common  to  a disturbance  of  the 
normal  physiology  of  the  gastrointestinal  tract.  That  the  Brucella 
abortus  is  at  times  the  cause  of  sterility,  orchitis,  weakness  of  the 
extraocular  muscles,  adenitis,  and  threatened  abortion  is  not  gen- 
erally known. 

While  this  disease  is  relatively  unimportant  as  a cause  of  death, 
it  constitutes  a major  problem  in  public  health  because  when  and 
where  present  it  lowers  efficiency  and  so  brings  about  an  economic 
loss  to  the  community.  Consequently,  any  patient  who  presents 
symptoms  of  a chronic  infection  for  which  the  obvious  cause  is  not 


> Roberts,  W.  R.,  and  Roberts,  E.  L.:  Illinois  M.  J.  75:  247  (1939). 
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at  once  evident  from  the  history  and  physical  examination  should 
be  subjected  to  an  agglutination  and  skin  test,  and  in  addition  should 
have  a blood  culture  taken.  Where  adequate  laboratory  facilities 
are  available,  a determination  of  the  opsonic  index  will  be  of  addi- 
tional help  in  arriving  at  a diagnosis. 

As  far  as  the  treatment  of  this  condition  is  concerned,  the  most 
that  can  be  hoped  for  at  the  present  time  is  relief  from  the  more 
distressing  symptoms.  A permanent  cure  is  obtained  only  occa- 
sionally and  remissions  over  a protracted  period  are  common.  The 
usual  conception  that  brucellosis  is  a self -limited  disease  is  not  borne 
out  by  the  clinical  experiences  of  Roberts  and  Roberts  in  the  seventy- 
eight  cases  they  have  studied. 


Oral  Treatment  of  Hay  Fever 

With  the  approach  of  the  seasonal  variety  of  vasomotor  rhinitis, 
commonly  alluded  to  as  “hay  fever,”  doctors  in  general  are  being 
intensively  canvassed  by  certain  pharmaceutic  houses  concerning 
the  value  of  oral  pollen  preparations.  Most  allergists  and  rhinolo- 
gists  are  cognizant  of  the  more  serious  objections  to  this  mode  of 
therapy,  but  the  profession  as  a whole  may  not  be  aware  of  the  fact 
that  no  pollen  preparation  proposed  for  oral  administration  has  been 
approved  by  the  Council  of  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association. 

The  members  of  the  Chicago  Society  of  Allergy,  from  their  own 
experiences  and  from  a survey  of  published  and  unpublished  clinical 
and  experimental  results  with  oral  pollen  therapy,  have  found  so 
much  that  is  controversial  and  contradictory  that  they  are  led  to 
assert  that  commercial  exploitation  of  these  products  is  unjustified 
at  present.  The  regulation  of  dosage  in  giving  pollen  by  mouth 
is  of  necessity  difficult  because  of  the  differences  in  the  rate  of 
absorption  from  the  gastrointestinal  tract,  nor  is  there  sufficient 
evidence  at  hand  to  demonstrate  that  pollen  is  absorbed  in  the  dose 
intended,  whereas  the  dosage  of  pollen  injected  parenterally  can  be 
determined  exactly. 

It  will  be  well  for  physicians  to  remember  that  numerous  disap- 
pointments might  occur  following  the  use  of  the  oral  pollens,  besides 
the  economic  loss  this  might  mean  to  the  patient.  In  the  interest 
of  the  public,  therefore,  oral  pollen  therapy  for  hay  fever  should  be 
deferred  until  further  experimentation  now  in  progress  has  been 
reported.1 

i J.A.M.A.  112:  1159-1171  (March  25)  1939. 
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Current  Comment 


“We  are  so  violently  opposed  to  it  that 
we  shall  strangle  the  first  person  who 
proposes  it — whatever  his  age  or  civil 
status!  No  profession  can  fight  death 
with  one  hand  and  summon  it  with  the 
other.  With  this  attitude  there  can  be 
no  compromise!  Let  there  be  no  doubt 
about  that  in  anyone’s  mind!!  . . — The 
Westchester  Medical  Bulletin  recently,  on 
the  subject  of  euthanasia. 


“Medicine  has  an  ancient  and  honor- 
able tradition.  Long  experience  has 
taught  us  that  there  are  some  things  we 
may  accept  as  certainties.  It  has  taught 
us  that  altruism  is  a virtue.  It  has 
taught  us  also  that  improvement  of  one’s 
professional  capacity  by  painstaking 
study  and  research,  research  perhaps  for 
a few  and  study  for  the  great  majority  of 
us,  is  beyond  peradventure  in  the  inter- 
ests of  patients  as  well  as  ourselves.  . . . 
Whether  medicine  can  be  practiced  more 
satisfactorily  under  state  subsidy  and 
control  is  a much  mooted  question. 
Many  feel  that  it  cannot.  They  feel  that 
change  should  be  gradual  and  evolution- 
ary rather  than  revolutionary.  To  them 
there  is  no  greater  menace  than  those 
who  come  forward  with  doctrinaire  pro- 
posals for  the  solution  of  economic,  social, 
or  medical  problems.” — We  have  quoted 
the  above  from  an  editorial  in  the  Journal 
of  the  Michigan  State  Medical  Society. 


“One  scarcely  needs  to  point  out  that 
if  the  Society  were  interested  primarily 
in  creating  work  for  doctors,  the  best 
thing  it  could  do  would  be  to  ‘pooh- 
pooh’  the  idea  of  health  examinations 
and  preventive  services! 

“But  silly  and  unjust  as  this  implica- 
tion of  self-interest  is  in  itself,  it  is  a 
symptom  of  a far  graver  disorder  in  the 
body  politic — an  endemic  disease  that 
we  may  call  pater nalitis  viridans.  For 
those  who  impugn  the  motives  of  organ- 
ized medicine  in  its  preventive  programs 


are  the  same  who  go  about  clamoring  for 
state  medicine  for  all.  They  are  the  lay 
workers  who  say  to  parents — ‘Why  take 
your  child  to  your  own  physician  when 
you  may  just  as  well  take  him  to  the  free 
clinic?’  They  are  the  lay  workers  who 
insist  that  the  overburdened,  underfi- 
nanced school  medical  services  should  carry 
the  whole  burden  of  child  health  work 
in  the  community.  . . . 

“We  discern,  to  our  deep  dismay,  a 
rapidly  increasing  tendency  on  the  part 
of  parents  to  relegate  to  public  agencies 
many  responsibilities  concerning  their 
children,  which  by  all  the  rules  of  rime 
and  reason  belong  solely  to  the  parents 
themselves.  We  suppose  that  these  par- 
ents would  rise  up  and  smite  any  long- 
haired visionary  who  proclaimed  that  all 
children  are  essentially  the  wards  and 
property  of  the  State,  and  that  parents 
are  entrusted  with  the  rearing  of  their 
offspring  only  at  the  pleasure  of  the 
State!  Yet  we  suggest  that  the  attitude 
of  many  parents  today  with  reference  to 
the  health  supervision  of  their  children 
is  building  a case  for  someone  who  in  the 
not-too-distant  future  will  proclaim  the 
triumph  of  pater  nalitis  viridans.  We 
feel  the  tendency  in  that  direction  has 
gone  quite  far  enough!” — Common  sense 
and  indignation  in  the  May  issue  of  the 
Westchester  Medical  Bulletin. 


“It  has  been  known  that  physicians 
have  been  asked  to  call  upon  as  many  as 
one  hundred  cases  in  a day  in  government 
controlled  medicine  in  one  country. 

“There  are  fourteen  hundred  and  forty 
minutes  in  twenty-four  hours.  Allowing 
fifteen,  which  is  too  little  in  some  in- 
stances, for  each  case,  it  makes  a total  of 
fifteen  hundred  minutes. 

“Can  the  doctor  give  adequate  treat- 
ment and  an  adequate  examination  under 
such  working  conditions?  When  can  he 
eat  and  sleep?” — The  Bulletin  of  the 
Bergen  County  Medical  Society  of  New 
Jersey  questions  the  situation. 


CESAREAN  SECTION 

Its  Relation  to  Maternal  Mortality 

Paul  Titus,  M.D.,  Pittsburgh,  Pennsylvania 


The  family  physician  who  is  a general 
practitioner  may  not  be  especially 
concerned  with  the  actual  performance  of 
cesarean  sections  in  his  community,  be- 
cause this  is  a major  surgical  operation 
that  he,  himself,  never  undertakes.  Never- 
theless, the  family  physician  is  often  the 
first  to  see  and  recognize  many  instances 
of  obstetric  complications ; he  then  has  the 
serious  responsibility  of  deciding  who  is 
the  most  capable  man  to  be  called  as 
consultant;  and  he  is  one  of  those  who 
decide  in  consultation  what  shall  be  done 
in  such  emergencies.  In  other  words, 
he  is  the  guardian  of  the  safety  of  many 
women  in  his  community,  and  as  such  he 
is  vitally  interested  in  everything  that 
may  have  a bearing  on  this. 

We  have  heard  again  and  again  about 
what  has  been  spoken  of  as  the  abuse  of 
cesarean  section.  This  term  has  an  un- 
fortunately vague  significance  to  many  of 
us.  We  know  it  means  that  too  many 
cesarean  sections  are  being  done.  Be- 
cause we  no  longer  view  the  operation 
with  alarm,  however,  we  may  be  inclined 
to  minimize  its  dangers,  and  to  be  some- 
what indifferent  to  its  “abuse,”  which  is, 
literally,  its  employment  when  not  abso- 
lutely required. 

Improvement  in  surgical  technic  has 
lessened  the  risk  from  cesarean  section. 
As  a result  of  this  it  has  been  possible  to 
broaden  and  increase  the  number  of 
indications  for  its  employment.  This 
should  have  been  and  actually  has  been 
an  obstetric  gain.  Contracted  pelvis  is 
no  longer  anything  more  than  one  of 
several  excellent  reasons  for  delivery  by 
section,  whereas  formerly  it  was  the  chief 
one  of  only  a few  reasons.  Placenta 
praevia,  premature  separation  of  the 
placenta,  pelvic  tumors,  cardiac  or  pul- 


monary disease,  and  nephritis  are  some  of 
these  other  indications  for  the  operation, 
with  a definite  lowering  of  the  mortality 
rate  for  mothers  with  these  complications 
from  that  of  former  days. 

This  obstetric  gain  has  been  almost 
entirely  offset  in  many  communities  by 
the  unfortunate  and  radically  dangerous 
belief  that  this  major  surgical  operation 
is  now  safe  enough  to  be  undertaken 
for  the  slightest  of  obstetric  difficulties 
by  anyone  with  any  degree  of  surgical 
skill.  Innumerable  examples  of  this 
tendency  can  be  cited. 

In  certain  communities  there  have 
been  operators  who  will  permit  women 
themselves  to  decide  to  be  delivered  by 
cesarean  section  solely  in  order  to  avoid 
labor  pains.  Recently,  in  and  around 
Pittsburgh  a series  of  births  of  twins  by 
cesarean  section  was  reported  in  the 
daily  newspapers.  The  fact  that  each  of 
the  twins  is  usually  smaller  than  a single 
baby  and,  therefore,  should  be  born  even 
more  readily  than  average  by  the  natural 
route,  did  not  deter  these  operators. 
One  wonders  how  much  they  were  in- 
fluenced in  their  decisions  by  the  thought 
of  “making  the  newspaper  headlines.” 

Not  long  ago  there  was  a case  recorded 
in  which  the  obstetrician  suspected  twins, 
confirmed  this  by  x-ray,  but  found  that 
one  fetus  appeared  to  be  a monstrosity. 
The  patient  fell  into  labor  and  delivered 
herself  of  the  normal  twin,  whereupon 
dystocia  developed  with  the  second  on 
account  of  certain  of  its  malformations. 
Instead  of  an  embryotomy,  and  despite 
the  local  exposure  and  traumatism  from 
the  first  delivery,  the  subsequent  exami- 
nations, and  the  attempt  at  forceps 
delivery  of  the  mass,  this  monstrosity 
was  removed  by  abdominal  section. 
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The  patient  died  of  sepsis  on  the  fifth 
day  after  operation. 

Eclampsia  was  formerly  considered  an 
urgent  indication  for  cesarean  section. 
The  death  rate  among  eclamptics  treated 
by  section  is  much  greater  (41.5  per  cent 
in  the  New  Orleans  Survey1)  than 
in  those  treated  conservatively.  Section 
during  an  eclamptic  attack  is  now  viewed 
as  being  absolutely  hazardous  and  ill- 
chosen. 

In  many  instances,  delayed  labor, 
whether  due  to  inertia  or  merely  to  slow 
dilatation  of  the  cervix,  as  well  as  breech 
presentation  in  primiparas,  have  been 
considered  reasons  for  cesarean  section. 
The  operation  offers  the  surgeon  an  easy 
and  spectacular  way  out  of  an  obstetric 
difficulty,  but  for  the  patient  it  is  not  the 
safest  way. 

From  what  has  been  outlined  above, 
it  appears  that  unnecessary  sections  are 
being  done  on  several  accounts.  First 
to  contend  with  is  the  injudicious  or  in- 
experienced surgeon  with  little  or  no 
obstetric  ability.  In  the  face  of  a diffi- 
culty, cesarean  section  flashes  instantly 
into  his  mind.  Then  there  is  the  honest 
but  misguided  physician  who  believes 
genuinely  that  this  is  the  only  solution 
for  his  patient’s  difficulty.  His  obstet- 
ric ability  is  insufficient  to  tell  him 
differently.  Section  for  eclampsia,  or  for 
all  instances  of  borderline  contraction 
of  the  pelvis  are  examples  of  such  situa- 
tions. Another  loose  “indication”  pro- 
pounded for  section  has  been  that  a patient 
who  has  had  one  difficult  labor  may  be 
more  easily  delivered  and  simultaneously 
sterilized  by  laparotomy.  Risk  to  the 
patient  does  not  seem  to  be  a deterrent 
factor  in  the  minds  of  these  operators, 
but  how  would  they  explain  to  the  rela- 
tives when  a patient  died  in  order  to 
be  sterilized? 

About  a year  ago,  Lynch,  of  the  Uni- 
versity of  California,  established  the  fact 
that  more  than  half  of  a series  of  deaths 
following  cesarean  section  which  he  in- 
vestigated occurred  in  women  who  had 
previously  given  birth  to  children  through 
the  normal  birth  passages.  The  responsi- 


bility for  this  sort  of  a situation  rests 
clearly  on  the  medical  attendants  of  these 
women. 

In  contrast  to  Lynch’s  report  is  the 
fact  that  many  patients  who  have  been 
delivered  by  cesarean  section  could  have 
been  delivered  through  the  natural  pas- 
sages by  version  and  extraction,  or  by 
forceps,  or  even  spontaneously  if  the 
operator  had  had  sufficient  obstetric  judg- 
ment to  wait  for  full  dilatation  of  the 
cervix.  Every  obstetrician  has  had  the 
opportunity  of  delivering  women  natu- 
rally who  had  had  a cesarean  section  in  a 
previous  pregnancy  for  the  vaguest  of 
reasons. 

As  stated  above,  the  rising  incidence  of 
the  performance  of  cesarean  section  with 
its  attendant  risks  is  outstripping  its 
obstetric  gain  even  when  conservatively 
applied  for  new  but  valid  indications. 
Fraser  and  Sparling2  say  that  the  per- 
formance of  this  operation  should  be 
limited  in  the  bulk  of  cases  to  the  follow- 
ing five  reasons: 

1 . Pelvic  contraction,  or  cephalopelvic 
disproportion. 

2.  Neoplasms  obstructing  the  birth 
canal. 

3.  Hemorrhage  (placenta  prae via). 

4.  Toxemia. 

5.  Repeat  sections. 

These  are  broad  indications,  generally 
speaking,  but  are  rigidly  restricted  ones 
when  contrasted  with  some  of  the  loose 
reasons  for  performing  the  operation 
alluded  to  above. 

It  requires  keen  obstetric  judgment  to 
decide  conservatively  when  to  operate, 
what  type  of  operation  to  choose,  and  how 
to  avoid  infection  before  and  during  the 
operation,  as  well  as  hemorrhage  follow- 
ing it.  A well-trained  obstetrician  will 
strive  to  avoid  rather  than  to  choose  de- 
livery by  cesarean  section  in  the  face  of 
an  obstetric  emergency,  and  many  times 
will  be  entirely  successful  where  the  un- 
trained man  would  subject  his  patient  to 
the  greater  risk  of  section.  In  a recent 
publication3  I took  occasion  to  say,  with 
ample  reason,  “cesarean  section  is  not  an 
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operation  for  the  general  surgeon,  for 
these  reasons,  but  should  be  done  as  ex- 
clusively as  local  community  conditions 
permit  by  men  adequately  trained  in  the 
specialty  of  obstetrics  and  gynecology. 
Any  hospital  with  a high  proportion  of  its 
total  deliveries  accomplished  by  cesarean 
section  may  be  looked  upon  with  grave 
suspicion.  This  indicates  that  the  ob- 
stetric ability  of  its  attending  physicians 
who  are  responsible  for  this  is  below 
average.” 

Stander4  reports  that  during  twenty- 
five  years,  ending  in  1930,  the  incidence 
of  cesarean  section  in  13,336  deliveries 
at  the  Johns  Hopkins  Hospital  was  1.7 
per  cent,  a figure  which  he  terms  slightly 
high  due  to  their  large  percentage  of 
colored  patients  with  contracted  pelves. 
He  says  further  that  “the  rate  for  any 
maternity  clinic  should  certainly  not 
range  above  4 per  cent.  In  private  prac- 
tice it  should  be  much  lower,  1 per  cent 
being  a high  rate  for  such  patients.” 
In  my  clinic  the  incidence  has  been  4.34 
per  cent,  the  reason  being  that  this  repre- 
sents a small  service  with  a high  rate  of 
consultation  or  abnormal  admissions. 

Lynch5  has  reported  also  on  an  un- 
usually large  series  covering  a consider- 
able area  of  territory.  In  524,117  births, 
12,055  were  delivered  by  cesarean  sec- 
tion, an  incidence  of  2.5  per  cent.  The 
reason  for  approaching  the  operation  with 
trepidation  is  to  be  found  in  a surgical 
mortality  of  4.1  per  cent  among  these 
12,055  sections. 

The  mortality  rate  from  this  operation 
throughout  the  country  generally  is  prob- 
ably much  more  than  this,  being  highest 
in  those  hospitals  in  which  the  ratio  of 
cesarean  section  to  natural  deliveries  is 
the  greatest.  This  is  due  to  the  logical 
combination  of  poor  obstetric  judgment 
and  poor  surgical  ability. 

In  this  connection  nothing  has  been  said 
here  regarding  the  high  incidence  of  mor- 
bidity which  accompanies  cesarean  sec- 
tion, as  compared  to  delivery  through  the 
vagina.  Subsequent  invalidism  is  parallel 
to  the  morbidity  rate,  and  the  compara- 


tive results  are  not  pleasant  ones  to  re- 
view. 

None  of  this  is  intended  as  a condemna- 
tion of  delivery  by  cesarean  section  where 
it  is  clearly  necessary.  Under  such  cir- 
cumstances the  mother  is  unfortunate  in 
being  obliged  by  necessity  to  assume  more 
of  a risk  than  she  would  have  had  to  do 
otherwise.  I wish  merely  to  emphasize 
that  it  must  not  be  forgotten  that  there  is 
a definite  risk  in  every  one  of  them. 

The  only  criticism  intended  in  this 
paper  is  against  the  unnecessary  perform- 
ance of  cesarean  section.  Two  questions 
arise  when  this  operation  is  chosen  for  a 
patient  by  her  medical  attendants.  The 
first  is  whether  the  decision  was  an  honest 
one,  and  the  second  is  whether  they  are 
competent  to  make  the  decision.  Lynch 
says  that  this  operative  furor  can  be  com- 
bated by  creating  the  sentiment  in  the 
profession  that  only  well-qualified  ob- 
stetricians should  be  allowed  to  undertake 
major  obstetric  surgery. 

I subscribe  to  this  and  would  make  an 
added  suggestion.  General  practitioners 
attending  pregnant  women  could  easily 
arrange  for  all  of  their  primiparous  pa- 
tients to  have  at  least  one  examination  late 
in  pregnancy  by  a competent  obstetrician 
in  consultation  with  the  attending  physi- 
cian. Many  an  impending  catastrophe 
could  be  avoided  by  this  simple  rule,  and 
arrangements  could  easily  be  made  for 
the  expense  not  to  be  prohibitive. 

Such  consultations  would  discover  in 
advance  when  a section  may  be  neces- 
sary because  of  pelvic  contraction,  for 
example,  and  the  operation  may  then  be 
an  elective  one.  The  maternal  mortality 
from  section  is  lowest  when  it  is  done  as 
an  elective  operation  before  or  soon  after 
the  beginning  of  labor. 

Holland’s6  studies  made  some  time 
ago  from  a series  of  1,953  of  the  classical 
type  of  sections  done  by  a number  of 
different  operators  are  illuminating  on 
this  particular  point.  He  found  a 
maternal  mortality  of  1.6  per  cent  in 
those  done  before  labor,  1.8  per  cent  early 
in  labor,  10  per  cent  late  in  labor,  14 
per  cent  after  induction  of  labor,  and  27 
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per  cent  after  attempts  at  delivery  by 
forceps.  It  is  true  that  the  findings  from 
a survey  now  would  probably  be  differ- 
ent as  a result  of  the  wider  application  of 
the  low  cervical  type  of  section  in  the 
third  and  fourth  groups,  and  this  or  the 
Porro  operation  in  the  last  group.  Never- 
theless, the  general  situation  remains 
about  the  same.  Moreover,  the  very  fact 
that  obstetric  judgment  is  required,  not 
only  as  to  when  to  operate  but  also  what 
type  of  operation  to  perform,  emphasizes 
the  need  for  capable  obstetric  opinions 
on  these  matters  in  contrast  to  those  of 
the  casual  operators. 

Anticipation  of  possible  trouble  is  of 
the  greatest  importance.  Avoidance  of 
meddlesome  attempts  at  interference  in 
obstetrics  is  of  next  greatest  importance, 
especially  if  a cesarean  section  should 
prove  to  be  necessary.  To  this  end  in 
our  hospital  there  is  a sign  hanging  in  the 
obstetric  scrub  room  with  the  following 
regulation : 

11  All  physicians  attending  obstetric  pa- 
tients in  this  Hospital  shall  be  required  to 
call  a consultant  either  from  the  official 
obstetric  staff  of  this  Hospital , or  that  of 
another  approved  Hospital , in  all  instances 
of  unduly  prolonged  labor  or  delayed  de- 
livery, and  before  they  may  undertake  in 
this  Hospital  any  obstetric  operation  of 
greater  extent  than  low  forceps.” 

These  consultations  are  made  without 
fee  unless  the  patient’s  own  physician  re- 
quests that  a charge  be  made,  and  the 
rule  has  worked  to  the  mutual  advantage 
of  the  patients,  their  attending  physician, 
and  our  own  obstetric  staff.  By  such  an 
arrangement  as  this,  the  need  for  some 
cesarean  sections  has  been  recognized 
early  and  before  irreparable  damage  has 
been  done,  while  the  unregulated  perform- 
ance of  cesarean  sections  is  entirely 
impossible. 

Every  general  practitioner  attending 
obstetric  patients  has  a responsibility  to 
safeguard  these  women  when  emergencies 
arise  by  calling  as  consultants  those  whom 
they  know  to  be  competent  obstetricians. 
Every  obstetric  specialist  has  a responsi- 
bility that  requires  him  to  be  conserva- 


tive rather  than  radical  in  his  judgment 
and  practice  when  facing  emergencies. 
All  of  us  must  remember  that  cesarean 
section  is  not  a safe  panacea  or  an  easy 
way  out  of  any  obstetric  difficulty  and 
that  it  should  not,  under  any  circum- 
stances, be  undertaken  without  good  and 
sufficient  reasons,  carefully  evaluated  by 
trained  men  with  experienced  obstetric 
judgment. 

Cesarean  section  is  a valuable  proce- 
dure when  it  is  limited  to  occasions  where 
it  is  actually  needed.  It  is  being  abused 
when  it  is  used  for  insufficient  reasons.  In 
both  instances  it  is  more  dangerous  than 
a delivery  by  the  natural  passages.  Its 
abuse  is  an  important  factor  in  our  pres- 
ent high  maternal  mortality  rate,  and  it 
is  the  duty  of  each  one  of  us,  for  the  bene- 
fit of  our  patients,  to  attempt  to  stop  its 
abuse. 

Summary 

1.  The  lessening  of  risk  from  cesarean 
section  by  improved  surgical  technic  has 
been  an  obstetric  gain  because  this  im- 
provement has  broadened  the  valid  indi- 
cations for  the  operation.  This  gain  has 
been  offset,  unfortunately,  by  a radical 
belief  that  cesarean  section  is  now  safe 
enough  to  be  done  by  occasional  operators 
for  the  slightest  of  obstetric  difficulties. 

2.  The  average  general  mortality  rate 
following  cesarean  section  is  more  than  4 
per  cent. 

3.  The  incidence  of  birth  by  cesarean 
section  to  births  by  the  natural  passages 
should  not  be  more  than  about  5 per  cent. 

4.  In  those  hospitals  where  much 
higher  ratios  of  delivery  by  cesarean  sec- 
tion are  found,  obstetric  judgment  and 
conservatism  are  presumably  deficient, 
and  maternal  mortality  rates  usually  are 
proportionately  higher  than  average. 

5.  Hospitals  should  not  permit  the 
performance  of  cesarean  sections  without 
a routine  requirement  of  consultation  with 
a competent  obstetrician.  The  type  of 
section  to  be  chosen  should  be  decided 
at  this  consultation,  because  one  type  of 
operation  may  be  safer  than  others  under 
certain  circumstances. 
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6.  Both  the  incidence  and  the  danger 
of  cesarean  section  could  be  diminished  if 
general  practitioners  attending  obstetric 
patients  would  arrange  for  their  pri- 
miparous  patients  to  have  at  least  one 
consultation  with  a competent  obstetrician 
late  in  pregnancy. 
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Discussion 

Dr.  H.  J.  Stander,  New  York  City — I wish  to 
state  that  I am  wholly  in  accord  with  the 
deductions  and  conclusions  of  Dr.  Titus’ 
paper.  Although  the  risk  from  cesarean  section 
by  improved  surgical  technic  has  been  definitely 
decreased,  the  unfortunate  outcome,  in  many 
instances,  has  been  a broadening  of  the  indica- 
tions with  the  result  that  this  operation  is  often 
being  performed  in  the  face  of  clear  contraindica- 
tions. It  is  my  belief  that  the  knowledge  and 
appreciation  of  the  contraindications  to  cesarean 
section  has  not  kept  pace  with  the  improvement 
in  surgical  technic.  No  one,  not  trained  in 
practical  obstetrics,  is  competent  to  decide  as 
to  the  advisability  of  a cesarean  section  opera- 
tion. Certainly  the  general  surgeon,  without 
hospital  training  in  obstetrics,  cannot  appreciate 
the  danger  of  actual  or  potential  infection  in  a 
patient  who  has  been  in  labor  for  ten  hours  or 
more.  As  I have  stated  elsewhere,  it  takes  more 
knowledge  to  know  and  more  courage  to  heed 
the  contraindications  to  cesarean  section  than  it 
does  to  perform  the  operation.  Infection,  either 
present  or  potential,  is  ever  the  real  danger 
signal  in  any  contemplated  cesarean  section 
operation.  The  most  ideal  circumstances  for  the 
operation  are  those  attendant  to  the  elective 
procedure,  and  to  go  a step  further,  any  justi- 
fiable decision  as  to  an  elective  operation  can  be 
arrived  at  only  by  those  giving  to  their  patients 
proper  and  adequate  prenatal  care. 

It  is  indeed  a commentary  on  present-day 
medicine  when  the  maternal  death  rate  from 
cesarean  section  is  in  the  neighborhood  of  10 
per  cent  throughout  this  country.  That  thor- 


ough study  of  maternal  mortality,  published  in 
1933  by  the  New  York  Academy  of  Medicine, 
Committee  on  Public  Health  Relations,  showed 
clearly  the  reasons  for  this  appalling  death  rate, 
at  least  insofar  as  New  York  City  was  con- 
cerned. In  many  instances  the  operation  was 
performed  by  general  surgeons  and  it  is  reveal- 
ing to  note  that  during  the  year  1931  surgeons 
delivered  3,562  women  in  New  York  City  with 
a maternal  death  rate  of  9.9  per  1,000  live 
births.  The  committee  writes:  “The  extremely 
high  death  rate  for  the  surgeons  may  be  due  in 
part  to  the  higher  percentage  of  cesarean  sec- 
tions among  their  cases.  Of  the  total  fatal  cases 
attended  by  surgeons,  30  per  cent  had  cesarean 
operations,  while  only  23.6  per  cent  of  the  fatal 
cases  attended  by  obstetricians  had  cesarean 
section.  The  rate,  even  with  this  factor  con- 
sidered, remains  extremely  high  and  must  re- 
flect, to  some  extent,  the  quality  of  the  profes- 
sional services  of  surgeons  in  this  field.  It  is 
not  unlikely  that  their  training  and  attitude  in- 
cline them  to  excessive  use  of  instrumentation.” 

One  can  hardly  conceive  how  these  operators 
could,  by  the  very  nature  of  their  training,  have 
an  appreciation  of  the  contraindications  to  a 
cesarean  section.  It  is  my  opinion  that  perhaps 
one  of  the  most  pernicious  practices  in  American 
obstetrics  is  the  fact  that  general  surgeons  and 
others,  without  proper  or  even  any  obstetric 
training,  not  only  perform,  but  actually  decide 
as  to  the  advisability  of,  the  cesarean  operation. 
The  study  conducted  by  the  New  York  Academy 
of  Medicine  revealed  the  astounding  fact  that 
cesarean  section  preceded  almost  a fifth  of  all 
maternal  deaths.  Evidently  cesarean  section  is 
too  often  a procedure  of  last  resort  instead  of 
being  elective  on  a valid  indication,  such  as 
marked  degrees  of  contraction  of  the  pelvis  with 
cephalopelvic  disproportion. 

As  one  reads  in  the  medical  journals  the 
numerous  reports  on  cesarean  section  and 
studies  the  annual  reports  of  various  maternity 
clinics,  one  is  led  to  the  inevitable  conclusion 
that  this  operation  is  performed  far  too  fre- 
quently and  that  the  operators  are  too  often  not 
trained  obstetricians,  with  the  result  that  sec- 
tion is  invariably  performed  too  late  in  labor. 
It  cannot  be  too  strongly  recommended  to  the 
medical  profession  that  we  must  all  endeavor  to 
bring  about  a sharp  reduction  in  the  number  of 
cesarean  sections  performed,  that  the  classic 
operation  must  be  limited  to  the  elective  proce- 
dure, and  lastly  that  adequate  prenatal  care  is 
essential  if  we  are  to  eliminate  cesarean  section 
as  a measure  of  last  resort  after  hours  of  labor 
and  in  presence  of  actual  or  potential  infection. 
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The  role  of  the  vitamins  in  nervous 
health  and  disease  has  only  recently 
reached  the  stage  where  it  seems  possible 
to  bring  a semblance  of  order  out  of  ap- 
parent chaos.  It  will  be  the  purpose  of 
this  paper  to  review  the  recent  advances 
in  this  field  and  to  relate  some  of  our  ex- 
periences at  Bellevue  Hospital. 

Vitamin  A 

Night  blindness,  often  called  “hemera- 
lopia” or  “nyctalopia,”  is  now  considered 
the  commonest  and  earliest  manifestation 
of  avitaminosis  A.1  Largely  through  the 
work  of  Wald2  it  is  now  known  that  the 
ability  to  see  under  dim  illumination  is 
due  to  the  visual  purple  of  the  retinal  rod 
cells.  He  has  further  shown  that  light 
bleaches  the  visual  purple  and  that  its 
adequate  regeneration  is  dependent  upon 
an  adequate  supply  of  vitamin  A or  its 
precursor,  carotene.  In  avitaminosis  A 
regeneration  of  visual  purple  is  therefore 
seriously  delayed  and  vision  in  dim  light 
greatly  impaired.  The  relationship  of  lack 
of  vitamin  A to  traffic  accidents  at  night 
should  therefore  be  further  investigated.1'3 

In  nutritional  (avitaminosis  A)  night 
blindness  there  are  no  gross  organic  or 
even  ophthalmologic  signs.  The  patient 
may,  however,  complain  of  pain,  photo- 
phobia, lacrimation,  and  redness  of  the 
eyes,4  but  the  condition  may  be  entirely 
asymptomatic.  In  the  treatment  of 
these  cases,  Barborka5  has  used  vitamin  A 
with  uniformly  good  results. 

That  vitamin  A is  essential  to  nervous 
economy  also  has  been  demonstrated  by 
Mellanby6a^  and  Zimmerman,6  f who 
were  able  to  observe,  in  animals  fed  a 
vitamin  A deficient  diet,  disseminated 
demyelinating  lesions,  chiefly  of  the  as- 
cending tracts  of  the  spinal  cord.  Fur- 


thermore, if  ergot  was  added  to  the  diet, 
these  lesions  were  made  worse.  This  may 
explain  why  convulsive  ergotism  occurs 
only  at  times  of  famine.  In  addition,  the 
nerve  cells,  chiefly  those  of  the  posterior 
root  ganglia,  Clarke’s  column,  and  the 
dentate  nucleus,  also  show  degenerative 
changes  and  sometimes  disappear.  In 
the  peripheral  nerves,  the  afferent  fibers 
are  frequently  degenerated.  Similar  le- 
sions are  also  found  in  the  optic,  trigeminal, 
and  sciatic  nerves.  Mellanby  further  sug- 
gests that  vitamin  A deficiency  may  be 
the  cause  of  multiple  sclerosis  and  com- 
bined system  disease.  He  stresses  the 
value  of  early  treatment — in  the  case 
of  multiple  sclerosis  before  neuroglial 
overgrowth  has  invaded  the  patches  of 
degenerating  nerve  fibers,  and  in  the  case 
of  combined  system  disease  before  ir- 
reversible changes  in  the  neural  elements 
have  set  in.  It  should,  however,  be  noted 
that  the  almost  miraculous  remissions  of 
multiple  sclerosis  are  unlike  those  seen  in 
any  other  deficiency  syndrome,  and  I have 
seen  relapses  under  diets  perfectly  ade- 
quate in  vitamin  A.  Furthermore,  the 
peripheral  nerves  that  are  the  seat  of 
marked  pathologic  changes  in  experi- 
mental avitaminosis  A usually  escape 
damage  in  multiple  sclerosis. 

As  an  index  of  vitamin  A deficiency, 
blood  lipoid  determinations,  especially 
cholesterol,  have  been  investigated.  Ralli 
and  her  co-workers7  reported  in  dogs  fed 
on  a vitamin  A deficient  diet  a rise  in 
blood  cholesterol  simultaneous  with  the 
appearance  of  symptoms.  Feeding  of  vi- 
tamin A or  carotene  caused  a return  to 
normal.  Liang  and  Wacker8  reported 
similar  findings  in  rats.  On  the  other 
hand,  Collazo9  reports  a decrease  in  blood 
cholesterol  in  rats  fed  a vitamin  A de- 
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ficient  diet  and  states  that  the  brain 
cholesterol  was  markedly  increased  by 
feeding  large  amounts  of  the  vitamin. 
Gildea10  in  a careful  study  of  human  be- 
ings presenting  deficiency  syndromes,  con- 
cluded that  the  serum  lipoid  content  (in- 
cluding cholesterol)  was  directly  propor- 
tional to  the  nutritional  state  of  the  pa- 
tient— falling  in  starvation,  and  vice 
versa.  At  the  present  time,  therefore,  no 
definite  conclusions  can  be  drawn. 

Vitamin  B 

Nelson,11  in  an  excellent  review  of  the 
vitamin  B factors,  states  that  only  the  Bi 
and  the  Pp  factors  have  any  definitely 
known  application  to  human  biochemistry 
or  nutrition.  The  other  factors  of  the  B 
complex,  however,  are  the  subject  of  in- 
tensive study  at  present. 

To  Eijkman12  goes  the  credit  for  being 
the  first  to  make  carefully  controlled  ex- 
periments in  the  study  of  a disease  of 
dietary  origin.  In  1897  he  concluded  that 
beriberi  resulted  from  the  eating  of  de- 
corticated rice  and  that  the  feeding  of 
rice  polishings  caused  prompt  restoration 
of  the  disturbed  functions. 

The  neuropathologic  lesions  resulting 
from  vitamin  Bi  deficiency  have  recently 
been  reviewed  by  Davison  and  Stone.13 
Their  experiments  revealed  vacuolation, 
liquefaction  necrosis,  and  chromatolysis 
of  the  ganglion  cells  in  the  mesencephalon, 
metencephalon,  and  spinal  cord,  as  well 
as  disintegration  of  the  myelin  sheaths  of 
the  peripheral  nerves  of  animals  placed 
on  deficient  diets — but  they  emphasize 
that  general  inanition,  which  frequently 
follows  in  the  wake  of  vitamin  Bi  de- 
ficiency, may  cause  similar  lesions. 

Clinicians,  however,  have  shown  con- 
clusively that  peripheral  neuritis  may  re- 
sult from  vitamin  Bi  deficiency.  Wechs- 
ler,14  in  a series  of  brilliant  clinical  stud- 
ies, came  to  the  conclusion  that  alcoholic 
neuritis,  as  well  as  pregnancy  neuritis, 
was  associated  with  a vitamin  deficiency, 
and  suggested  the  use  of  the  term  periph- 
eral neuropathy  to  parallel  myel- 
opathy and  encephalopathy.  Since  in- 
flammatory changes  are  not  found  in  the 
peripheral  nerves,  his  suggestion  should 


be  accepted.  Furthermore,  Strauss15 
in  1935  gave  a pint  to  a quart  of  blended 
whiskey  daily  to  each  of  10  alcohol  ad- 
dicts with  peripheral  neuropathy  provided 
that  they  took  a high  vitamin  diet  and 
vitamin  Bi  parenterally.  On  this  regimen 
he  observed  that  such  patients  recovered 
just  as  quickly  as  a control  group  who  re- 
ceived no  whiskey. 

Jolliffe16  and  his  co-workers  in  a series 
of  very  careful  studies  (using  Cowgill’s 
formula17)  have  shown  that  (1)  every 
alcohol  addict  with  polyneuritis  had  an 
estimated  inadequate  vitamin  Bi  intake; 
(2)  no  alcohol  addict  with  an  estimated 
adequate  vitamin  Bi  intake  had  poly- 
neuritis. They  further  demonstrated 
that  vitamin  Bx  in  adequate  dosage  was 
therapeutically  effective  in  the  great  ma- 
jority of  such  cases,  and  that  in  those 
cases  where  therapy  failed,  it  was  sug- 
gested that  irreversible  pathologic  changes 
had  set  in.  It  was  therefore  concluded 
that  alcohol  had  no  chronic,  toxic  action 
on  the  peripheral  nerves  and  that  poly- 
neuritis in  the  alcohol  addict  was  due  to 
vitamin  Bi  deficiency.  In  this  respect  a 
recent  pathologic  study  by  Wechsler, 
Jervis,  and  Potts18  is  of  interest.  They 
showed  that  the  nervous  system,  while 
resisting  the  action  of  alcohol  as  well  as 
of  B avitaminosis  alone,  is  very  suscep- 
tible to  a combination  of  the  two.  It  may 
therefore  be  said  that  while  the  importance 
of  vitamin  deficiency  in  alcoholic  poly- 
neuritis has  definitely  been  established, 
the  possible  sensitizing  effect  of  alcohol 
remains  to  be  determined. 

Furthermore,  the  polyneuritis  of  preg- 
nancy has  also  been  successfully  treated 
with  vitamin  Bi.14-19  The  condition  is 
associated  not  only  with  increased  meta- 
bolic demands  on  the  part  of  the  mother 
and  fetus,  but  is  frequently  complicated 
by  pernicious  vomiting  with  resultant 
nutritional  depletion.  The  importance 
of  parenteral  therapy  in  this  condition  is 
illustrated  by  a patient  of  mine,  who 
showed  practically  no  response  to  very 
high  vitamin  therapy  by  mouth,  and  re- 
mained blind,  practically  paralyzed,  and 
bedridden  for  a period  of  four  months. 
In  addition,  she  showed  a mental  picture 
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resembling  a Korsakoff  psychosis.  Intra- 
venous therapy  was  then  resorted  to,  and 
twenty-seven  injections  of  6.6  mg.  each  of 
synthetic  vitamin  Bi  resulted  in  such  com- 
plete recovery  that  within  one  month 
the  patient  had  20/20  vision  in  both  eyes 
and  is  now  able  to  carry  on  a perfectly 
normal  existence.  In  fact,  she  recently 
wrote  me  that  she  had  entered  and  won 
a roller  skating  derby.  (It  may  be  that  I 
was  too  enthusiastic  in  feeling  that  her 
mental  condition  was  cured!) 

Vorhaus,  Williams,  and  Waterman20 
have  reported  excellent  clinical  results  in 
100  cases  of  various  types  of  neuritis 
treated  with  vitamin  Bi.  It  has  also  been 
suggested  that  vitamin  Bi  is  of  value  in 
multiple  sclerosis,21  trigeminal  neuralgia,22 
polyneuritis  due  to  metals,23  neuri tides  of 
isolated  nerves  and  of  undetermined  etiol- 
ogy,24 chorea,25  herpes  zoster,26  funicular 
spinal  disease,27  and  even  in  tabetic  root 
pains.28  My  own  results  with  cases  of 
multiple  sclerosis,  trigeminal  neural- 
gia, and  chorea  have  been  entirely  nega- 
tive. 

In  cases  of  toxic  neuritis,  however,  it 
would  seem  advisable  to  give  vitamin  Bi, 
but  specific  therapy  aimed  to  eradicate 
the  focus  of  infection  or  metallic  poison 
must  accompany  this.  None  of  the 
clinical  reports  really  prove  the  efficacy 
of  vitamin  Bi  therapy  in  these  latter  con- 
ditions and  conclusions  simply  cannot  be 
drawn  at  this  time. 

Cases  of  optic  neuritis  occurring  in  the 
course  of  severe  nutritional  deficiency  do, 
however,  show  marked  benefit  when 
placed  on  Bi  therapy.  Carroll29  has  re- 
ported such  instances,  and  my  own  ex- 
periences confirm  his  results.  Here  again 
the  success  of  the  treatment  frequently 
depends  on  the  stage  at  which  it  is  in- 
stituted— the  temporo-macular  bundles 
because  of  their  phylogenetic  youth  are 
particularly  susceptible  to  vitamin  lack, 
and  irreparable  damage  may  result. 

Selfridge,30  in  a study  of  patients  with 
chronic  progressive  deafness,  suggested 
that  dietary  factors  were  at  play  and  was 
able  to  markedly  help  several  with  diets 
rich  in  vitamins — particularly  the  B com- 


plex. It  had  been  previously  shown31 
that  pigeons  placed  on  a polished  rice  diet 
developed  decreased  vestibular  chronaxia, 
which  was  promptly  restored  to  normal 
when  they  were  fed  an  adequate  diet. 

More  recently  it  has  been  suggested 
that  avitaminosis  Bi  may  be  the  cause  of 
the  Korsakoff  psychosis. 32  a,b,c  In  the  light 
of  some  as  yet  unpublished  work  this 
hardly  seems  likely.  In  the  first  place, 
most  of  the  acute  alcoholic  deliria,  in- 
cluding the  acute  confabulatory  Kor- 
sakoff type,  clear  up  if  given  sufficient 
quantities  of  sugar,  water,  and  salt.  In 
fact  Frank  and  I have  obtained  excellent 
results  with  several  such  cases  fed  on  a Bi 
deficient  diet.  Furthermore,  the  recent 
work  of  Jolliffe  and  his  co-workers  on  the 
chronic  Korsakoff  psychosis  shows  that 
while  vitamin  Bi  seems  to  help,  its  exact 
value  in  this  condition  still  remains  to 
be  determined.32  d In  the  chronic  type 
it  is,  of  course,  possible  that  irreversible 
pathologic  changes  have  already  set  in. 

The  intrathecal  injection  of  vitamin  Bi 
has  been  stressed  by  Stern21  who  suggests 
that  it  may  be  more  practical  since  a 
barrier  may  exist  between  the  blood  and 
spinal  fluid.  He  further  suggests  that 
alkali  and  proteolytic  enzymes  in  the  in- 
testine may  destroy  vitamin  Bi,  and  that 
even  if  the  vitamin  reached  the  central 
nervous  system,  excessive  alkalinity  might 
destroy  it.  He  reports  favorable  results 
in  a series  of  cases  ranging  from  carcinoma 
with  metastases  (in  which  pain  was  re- 
lieved) to  localized  neuritides,  pyramidal 
tract  disease,  multiple  sclerosis,  polio- 
myelitis and  von  Recklinghausen’s  dis- 
ease. 

He  also  states  that  “vitamin  Bi  has  a 
powerful  rejuvenating  action  unknown  to 
any  other  drug  and  is  one  of  the  most 
valuable  therapeutic  agents  at  our  com- 
mand.” Such  extravagant  therapeutic 
claims  are  of  course  subject  to  further 
clinical  confirmation.  Moreover,  Stern’s 
theoretic  deductions  are  often  difficult  to 
follow. 

The  Biochemical  Lesion  in  Vitamin  B\ 
Deficiency. — It  is  now  generally  accepted 
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that  vitamin  Bi  is  a catalyst  needed  for 
the  oxidative  removal  of  the  lower  deg- 
radation products  of  carbohydrate  me- 
tabolism. Since  the  respiratory  quotient 
of  the  brain  tissue  is  unity,  indicating 
that  the  brain  utilizes  sugar  as  its  es- 
sential foodstuff,  the  importance  of  such 
a finding  is  apparent.  Work  already  com- 
pleted33 shows  that  vitamin  Bi  is  inti- 
mately connected  with  carbohydrate  me- 
tabolism and  more  particularly  with  two 
very  important  catabolites  of  carbohy- 
drate metabolism,  lactic  and  pyruvic  acids. 
It  has  in  fact  been  demonstrated  that  in  the 
avitaminotic  brain,  pyruvate  is  formed 
from  lactate  in  the  absence  but  not  in  the 
presence  of  vitamin  Bi.  Indeed,  addition 
of  vitamin  Bi  causes  pyruvate  to  disap- 
pear. The  connection  between  these 
findings  in  the  brain  and  the  more 
familiar  anatomic  lesions  in  the  peripheral 
nerves  and  perhaps  the  spinal  cord  has 
not  as  yet  been  demonstrated,  but  the  fact 
that  vitamin  Bi  can  affect  the  chemical 
integrity  of  nervous  tissue  (brain)  is  im- 
portant. 

Further,  Platt  and  Lu34  have  been  able 
to  demonstrate  an  accumulation  of  pyru- 
vate in  the  blood  and  spinal  fluid  of  beri- 
beri patients  in  the  Orient.  In  a few 
cases  methylglyoxal  (another  intermedi- 
ary product  of  carbohydrate  metabo- 
lism) was  found.  Geiger  and  Rosenberg35 
described  the  appearance  of  methyl- 
glyoxal in  the  urine  and  cerebrospinal 
fluid  of  infants  suffering  from  vitamin  Bi 
deficiency. 

Vitamin  B2 

It  has  been  suggested  that  a deficiency 
in  more  than  one  factor  of  the  vitamin  B 
complex  is  involved  in  pellagra  and  that 
pellagra  as  it  is  now  recognized  consists 
of  two  or  more  different  conditions.36 
It  is,  however,  known  that  human  pel- 
lagra is  frequently  associated  with  changes 
in  the  central  and  peripheral  nervous 
system.37  The  cerebral  effects  are  ir- 
regularly distributed,  the  frontal  lobes, 
more  particularly  the  large  pyramidal 
cells,  showing  the  greater  involvement, 
and  the  spinal-cord  lesions  involving  es- 


sentially the  dorsal  and  lateral  columns, 
resulting  in  the  clinical  syndrome  of 
dorsolateral  sclerosis.  Orton  and  Ben- 
der38 suggested  that  the  cord  lesions  might 
be  due  to  a superimposed  virus  infection 
or  other  changes.  Tucker39  also  suggested 
that  a neurotropic  virus  might  be  re- 
sponsible. In  addition,  there  is  frequently 
an  associated  demyelinating  peripheral 
neuritis  and  involvements  of  the  nerve 
roots,  more  particularly  the  posterior 
nerve  roots.  Zimmerman  and  his  co- 
workers40 have  been  able  to  reproduce 
essentially  similar  lesions  in  dogs  fed  on  a 
vitamin  B2  deficient  diet. 

Furthermore,  the  nervous  system  le- 
sions in  combined  system  disease  accom- 
panying pernicious  anemia  resemble  pel- 
lagra, and  since  both  are  frequently 
associated  with  achlorhydria,  a possible 
connection  is  suggested. 

The  etiology  of  the  nervous  system 
lesions  in  human  pellagra,  however,  is 
still  not  clear.  Spies,41  for  example,  has 
observed  that  the  peripheral  neuropathy 
in  a case  of  human  .pellagra  became  more 
severe  while  the  mucous  membrane  le- 
sions were  healing  nicely  under  nicotinic 
acid  therapy.  On  the  other  hand,  I have 
observed  in  2 similar  cases  that  with 
heavy  doses  of  vitamin  Bi  the  peripheral 
neuropathy  cleared  nicely,  while  the  skin, 
mucous  membrane,  and  spinal-cord 
changes  were  not  appreciably  affected. 
Two  possible  explanations  are  offered: 

(1)  the  spinal-cord  lesions  are  irreversible; 

(2)  the  spinal-cord  lesions  have  a different 
etiology  from  the  peripheral  neuropathy 
which  is  probably  caused  by  avita- 
minosis Bi. 

The  response  of  the  encephalopathic 
phenomena,  seen  in  avitaminotic  states, 
to  nicotinic  acid  is  soon  to  be  reported  on 
by  Jolliffe  and  his  co-workers. 

Vitamin  C 

Vitamin  C (cevitamic  acid)  is  present 
in  both  blood  and  cerebrospinal  fluid  and 
is  capable  of  passing  from  one  to  the 
other.  It  is  present  in  the  brain  and  spinal 
fluid  only  in  its  reduced  form,  whereas 
in  the  blood  a portion  of  it  occurs  in  the 
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reversibly  oxidizable  form.  The  subject 
of  blood  vitamin  C and  its  urinary  excre- 
tion has  been  recently  reviewed  in  a series 
of  papers  by  Wright  and  his  co-workers. 42 
We43  have  recently  reported  on  the  role  of 
vitamin  C in  nervous  economy,  and  our 
results  may  be  summarized  as  follows : 

1.  It  is  present  in  relatively  large 
amounts  in  the  spinal  fluid. 

2.  Tissue  extraction  work  reveals  that 
the  adrenal,  brain,  and  pars  intermedia  of 
the  hypophysis  contain  large  amounts  of 
vitamin  C.  Since  these  organs  are  inti- 
mately connected  with  nervous  metabo- 
lism, further  investigation  on  the  func- 
tional relationship  of  vitamin  C to  these 
tissues  is  indicated. 

3.  Scorbutic  animals  consistently 
showed  marked  hypertrophy  of  the 
adrenal  gland.  It  has  been  further  estab- 
lished that  there  is  a very  intimate 
relationship  between  vitamin  C and  the 
adequate  functioning  of  the  adrenal 
gland. 

4.  Although  there  are  many  reports  in 
the  literature  of  neutologic  and  mental 
changes  accompanying  scurvy,44  no  proof 
has  been  given  that  the  neuropsychiatric 
sequelae  are  specifically  the  result  of  a 
deficiency  of  vitamin  C in  the  diet. 
Davison45  placed  7 guinea  pigs  on  a 
scorbutic  diet.  Pathologically  the  periph- 
eral nerves  of  these  animals  showed 
slight  disintegration  of  myelin  and  on 
rare  occasions  destruction  of  the  axis 
cylinders.  In  addition  to  this,  the  various 
nerve  cells,  especially  the  anterior  horn 
cells,  disclosed  pathologic  changes  such 
as  vacuolation,  liquefaction  necrosis, 
swelling,  and  pyknosis.  He  noted,  how- 
ever, similar  pathologic  changes  in  guinea 
pigs  that  were  totally  starved  and  was 
therefore  unwilling  to  attribute  any  of 
the  changes  noted  to  avitaminosis  C. 
In  contrast,  Zimmerman46  states  that 
animals  with  advanced  avitaminosis  C 
have  uniformly  failed  to  show  lesions  of 
the  central  nervous  system  other  than 
occasional  petechiae. 

5.  Jungeblut47  has  shown  that  vita- 
min C has  definite  protective  and  thera- 
peutic value  in  experimental  poliomyelitis, 


and  Stern21  recently  suggested  that  the 
intrathecal  injection  of  vitamin  C in  this 
connection  might  prove  of  value.  These 
suggestions  are  interesting  but  need  fur- 
ther clinical  confirmation. 

6.  It  is,  moreover,  interesting  that  as 
regards  age,  species,  and  tissue,  vitamin 
C concentration  parallels  the  rate  of  oxy- 
gen consumption,  suggesting  participa- 
tion in  oxidations.  But  this  relationship 
breaks  down  in  that  the  gray  and  white 
matter  of  the  brain  have  equal  vitamin  C 
contents  and  quite  different  respiratory 
rates.48  In  addition,  we  have  been  able 
to  show  that  the  cortical  gray  matter  of 
scorbutic  guinea  pigs,  although  showing 
a markedly  reduced  cevitamic  acid  con- 
tent, shows  no  decrease  in  oxygen  con- 
sumption as  compared  to  normal  animals. 
The  respiratory  quotient  also  remains 
unity,  indicating  that  such  animals  are 
still  able  to  oxidize  their  usual  foodstuff, 
namely  dextrose. 

7.  Myers  and  McCormick49  noted 
that  their  scorbutic  guinea  pigs  became 
nervous  and  apprehensive.  Our  own 
guinea  pigs  acted  in  much  the  same 
fashion  and  responded  to  very  slight 
noises  by  running  wildly  about  the 
cage. 

Many  articles  have  recently  appeared 
in  the  literature  attempting  to  correlate 
certain  clinical  neuropsychiatric  syn- 
dromes and  vitamin  C deficiency.  Our 
own  study  on  103  alcoholics43  a led  to  the 
following  conclusion : Alcoholic  condi- 

tions associated  with  neural  or  mental 
changes  have  subnormal  vitamin  C levels 
in  the  blood  and  spinal  fluid,  whereas 
those  without  neural  or  mental  changes 
tend  to  have  normal  vitamin  C levels  in 
the  blood  and  spinal  fluid.  That  vitamin 
C is  directly  concerned  in  causing  the 
totality  of  these  changes  is  not  at  all  clear 
and  hardly  seems  likely.  The  findings  do 
suggest,  however,  that  there  is  a large 
nutritional  factor  in  the  production  of 
nervous  and  mental  changes  in  chronic 
alcoholics. 

A high  content  of  vitamin  C in  the 
cerebrospinal  fluid  has  been  reported  in 
hypertension,  a strikingly  low  one  in 
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multiple  sclerosis,  and  no  change  in 
stupor,  sleep,  and  narcosis.50  We  have  ob- 
served that  febrile  diseases  decrease  the 
vitamin  C content  of  the  spinal  fluid, 
probably  because  of  the  resulting  in- 
creased metabolism  and  need  for  this  sub- 
stance. Furthermore,  Bersot51  suggests 
that  many  neurotic  manifestations  are 
caused  by  hypovitaminosis  and  are  re- 
lieved by  the  administration  of  vitamin  C. 
Such  a claim  can  only  be  based  on  an 
improper  understanding  of  the  mecha- 
nism of  neuroses — our  results  are  negative 
along  these  lines.  He  further  points  out 
the  importance  of  vitamin  C deficiency 
in  many  patients  with  catatonia,  arterio- 
sclerosis, and  senility.  In  these  latter 
cases  we  too  have  observed  that  vitamin 
C deficiency  does  frequently  exist  but 
here  the  feeding  habits  and  absorptive 
mechanisms  are  at  fault,  and  the  injec- 
tion of  huge  amounts  of  vitamin  C does 
not  alter  the  clinical  picture  unless  there 
be  a complicating  scurvy.  Monauni,52 
in  a similar  study  of  schizophrenic  pa- 
tients, found  consistently  low  figures  in 
mute,  catatonic,  and  apathetic  patients, 
whereas  in  paranoid  or  agitated  patients 
normal  and  high  figures  were  found. 
These  latter  results  essentially  parallel 
our  own  and  suggest  that  the  vitamin  C 
findings  are  conditioned  by  the  feeding 
habits  and  metabolic  needs  of  the  patient. 
Hirata  and  Suzuki53  treated  10  cases  of 
advanced  muscular  dystrophy  with  vita- 
min C,  which  in  their  opinion  was  superior 
to  any  other  available  therapy.  Their 
chemical  studies  suggest  that  the  effects 
of  such  therapy  may  be  attributed  to  the 
direct  action  of  vitamin  C on  the  ady- 
namic musculature.  I have  had  no  ex- 
periences with  vitamin  C in  these  condi- 
tions. 

In  summary,  it  is  suggested  that  vita- 
min C may  play  a role  in  nerve  tissue 
metabolism,  that  this  role  is  probably 
subordinate,  and  that  the  mechanism  of 
its  action  is  not  as  yet  clear. 

Vitamin  D 

Vitamin  D is  intimately  related  to 
ergosterol  and  cholesterol.  It  is  further 


known  that  the  human  brain  can  syn- 
thesize or  catabolize  cholesterol.  In 
addition,  ergosterol  is  found  in  large 
amounts  in  the  fetal  brain  but  the 
amount  falls  rapidly  after  birth.  The 
calcium  of  the  brain  falls  to  25  to  35  per 
cent  of  its  normal  value  in  rickets.54  The 
clinical  correlation  of  these  findings  re- 
mains to  be  determined. 

Infantile  tetany  shows  a prompt  re- 
sponse to  vitamin  D therapy.  The 

mechanism  of  this  latter  phenomenon  is 
not  clear  and  is  probably  not  entirely  an 
effect  on  the  calcium  metabolism. 


Vitamin  E 

Evans  and  Burr55  have  shown  in  ad- 
dition to  the  sterility  effect,  a peculiar 
paralysis  in  a large  percentage  of  the 
suckling  rats  born  from  mothers  de- 
prived of  vitamin  E.  Furthermore,  this 
paralysis  was  prevented  by  feeding  the 
mother  large  amounts  of  vitamin  E 
throughout  her  lactation  period. 

The  relationship  of  this  peculiar  paraly- 
sis to  muscular  dystrophy  is  now  being 
investigated.56 


Summary 

I have  attempted  to  call  attention  to 
some  facts  pertinent  to  the  role  of  the 
vitamins  in  nervous  metabolism.  Further 
investigations  along  these  lines  and  the 
closely  related  field  of  biochemistry  will 
undoubtedly  yield  much  valuable  infor- 
mation to  the  neuropsychiatrist. 
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Correspondence 


Dr.  Peter  Irving,  Secretary 
Medical  Society  of  the  State  of  New  York 
2 East  103rd  Street 
New  York,  N.  Y. 

Dear  Dr.  Irving: 

About  four  years  ago  a physician  representing 
the  Physicians’  Home  in  this  state  called  on  our 
local  county  medical  society  and  requested  the 
privilege  of  presenting  the  work  of  the  Home  be- 
fore the  assembly.  None  of  us  knew  much  about 
the  Home,  so  because  of  the  prejudice  of  one 
surgeon  against  one  member  of  the  executive 
committee  of  the  Home  the  representative  was 
not  heard. 

Now  comes  our  surprise.  We  had  a member 
who  was  a highly  respected  specialist.  He  and 
his  wife  occupied  a high  position  in  the  commu- 
nity. Through  financial  misfortune  and  age  they 
lost  their  savings  and  had  to  look  for  assistance. 
Who  took  them  in?  The  Home  did.  There  are 


some  of  us  now  who  feel  heartily  ashamed,  and 
we  are  disposed  to  do  our  part  if  we  could  know 
again  what  it  is  all  about.  Who  knows  but  that 
he  or  his  wife  may  be  just  the  ones  who  may 
need  this  assistance! 

The  Woman’s  Auxiliary  is  becoming  splendidly 
organized,  but  there  is  still  a field  for  an  outlet 
for  its  work.  If  it  is  reasonable  and  possible, 
why  could  not  the  Auxiliary  be  given  an  interest 
in  the  control  and  management  of  the  Home,  and 
then  make  its  welfare  one  of  their  own  particular 
interests?  I have  no  interests  in  either  party  ex- 
cept that  my  wife  is  a member  of  the  Auxiliary, 
but  the  idea  appeals  to  me  greatly.  At  least  it 
appears  to  be  worthy  of  discussion. 

If  you  should  publish  this  letter,  please  omit 
my  name  and  address,  for  obvious  reasons, 
though  I should  be  glad  to  acknowledge  it  pub- 
licly except  for  the  persons  involved. 

May  12,  1939  M.D.,  Syracuse 


POSTPUNCTURE  REACTIONS 

A Clinical  Study 

Kenneth  M.  Davenport,  M.D.,  Hot  Springs,  Arkansas 
( From  the  Department  of  Health,  New  York  City) 


The  material  for  this  study  has  been 
gathered  from  four  of  the  larger 
representative  clinics  conducted  by 
the  Department  of  Health.  These  are 
the  Central,  Meinhard,  and  Lower  West 
Side  clinics  in  Manhattan,  and  the  Pros- 
pect Clinic  in  Brooklyn.  Attendance 
at  these  clinics  varies  from  fewer  than 
one  hundred  daily  in  the  Lower  West 
Side,  to  as  many  as  one  thousand  at  the 
Central  Clinic.  A study  of  these  cases 
was  made  with  a view  to  determining 
some  of  the  factors  that  might  be  con- 
sidered etiologic  in  the  production  of 
postpuncture  headache.  Race,  sex,  type 
and  size  of  clinic,  and  the  presence  of 
neurosyphilis  seem  to  be  pertinent  and 
are  discussed. 

The  performance  of  spinal  or  cisternal 
puncture  upon  all  syphilitic  patients  is 
recognized  as  an  integral  part  of  the 
examination.  The  routine  performance 
has  not  as  yet  been  feasible,  in  view  of  the 
vast  increase  in  clinic  attendance.  The 
group  here  discussed  is  nevertheless 
fairly  unselected.  The  cisternal  punctures 
were  all  made  by  one  well-qualified 
physician;  spinal  punctures  were  per- 
formed by  various  attending  physicians. 
During  a fourteen-month  period  of  1936- 
1937,  306  cisternal  and  1,015  spinal 
punctures  were  done  in  the  four  clinics. 
Of  the  two  groups  it  has  been  possible  to 
obtain  follow-up  data  upon  182  cisternal 
(58.2  per  cent)  and  705  (70.1  per  cent) 
spinal  taps.  Of  these,  4 cisternal  and  24 
spinal  taps  were  unsuccessful,  leaving 
178  and  681  patients,  respectively,  for 
study. 

It  has  been  departmental  policy,  while 
suggesting  adherence  to  general  methods 
of  technic  and  treatment,  to  afford  the 
physician  in  charge  considerable  latitude 
in  matters  of  detail.  In  consequence, 


'there  are  minor  variations  in  technic 
and  aftercare  of  patients,  which  do  not 
appear  to  be  significant.  Technic  used  in 
spinal  puncture  varies  with  physicians: 
one  expects  to  find  less  incidence  of  punc- 
ture reactions  when  the  operation  is  skill- 
fully, quickly  done.  Needle  size  in  these 
clinics  varies  from  19  to  23  gage;  one 
physician  has  used  the  Hoyt  needle 
without  significant  differences.  Five  cc. 
of  spinal  fluid  are  usually  withdrawn,  the 
patient  rests  upon  the  table  for  some  ten 
minutes,  and  is  then  urged  to  go  home  to 
bed.  In  a city  as  large  as  New  York  the 
factors  of  long  distances,  elapsed  time, 
and  subway  rides  make  instructions  re- 
garding rest  difficult  to  carry  out.  The 
routine  serologic  tests  are  performed  upon 
the  fluid. 

The  number  and  percentages  of  reac- 
tions are  given  in  Table  1. 


TABLE  1. — Totals  and  Percentages  of  Reactions 


Slight 

Moderate  or 
Severe 

Total 

Cisternal 

* 

18(10.1%) 

18(10.1%) 

Spinal 

43  (6.4%) 

180  (26.4%) 

223  (32.8%) 

There  were  13  minor  reactions,  largely  immediate 
vertigo  of  5-10  minutes. 

* Not  considered  pertinent  to  this  discussion. 


Minor  reactions  to  cisternal  punctures 
consisted  of  vertigo  of  from  five  to  ten 
minutes’  duration,  and  in  one  case  a mild 
headache  of  an  hour  and  a half  duration. 
They  are  not  believed  pertinent  to  the 
determination  of  significant  reaction,  and 
are  dropped  from  further  discussion. 
Reactions  to  spinal  puncture  are  listed  as 
slight  to  moderate  or  severe.  Slight 
reactions  represent  merely  differences  in 
the  degree  of  headache  and  disability. 
In  general,  slight  headaches  were  not 
incapacitating,  while  moderate  to  severe 
ones  were  more  or  less  so.  For  the  future 
purposes  of  this  discussion  all  such  reac- 
tions will  be  grouped  together. 
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TABLE  2. — Reaction  Totals  and  Percentages  According  to  Clinics 


No. 

Cisternal 

Reaction 

Percentage 

No. 

Spinal 

Reaction 

Percentage 

Central 

45 

2 

4.4 

246 

91 

34.9 

Meinhard 

73 

10 

13.7 

121 

38 

31.4 

Lower  West 
Side 

Prospect 

60 

6 

10.0 

102 

212 

45 

49 

44.1 

23.1 

Totals 

178 

18 

10. 1 

681 

223 

32.8 

Reaction  totals  and  percentages  are 
grouped  according  to  the  four  clinics  in 
Table  2. 

Two  figures  are  of  especial  interest 
here.  The  high  percentage  of  spinal 
puncture  reactions  at  the  Lower  West 
Side  Clinic  may  likely  be  accounted  for 
upon  technical  grounds ; the  low  per- 
centage (23.1  per  cent)  at  Prospect 
Clinic  in  Brooklyn  upon  the  basis  that 
punctures  were  done  for  the  most  part  in 
night  clinics  with  the  greater  likelihood 
that  patients  would  return  at  once  to 
home  and  bed.  Figures  on  cisternal 
punctures  are  too  small  to  permit  con- 
clusions. 

The  duration  of  postpuncture  head- 
ache is  indicated  in  Table  3. 


TABLE  3. — Duration  of  Reactions  in  Days 


Number  of  patients 

Days 

Cisternal 

Spinal 

1 

6 

38 

2 

6 

34 

3 

3 

40 

4 

25 

5 

29 

6 

4 

7 

31 

8-14 

2 

21 

21 

1 

Duration  of  headache  in  point  of  time 
as  well  as  incidence  of  reactions  seems 
unduly  high.  Nearly  one-quarter  of 
postspinal  headaches  persisted  for  a week 
or  longer,  53  of  223.  Explanation  for 
this  would  seem  to  lie  in  the  large  volume 
of  patients,  and  inadequate  facilities  for 
thorough  recumbent  rest  after  the  opera- 
tion is  performed.  While  all  patients 
rested  for  a few  minutes  and  were  urged 
to  go  home  to  bed,  it  is  obvious  that 
elapsed  time  and  jostling  of  subway  rides 
increased  the  number  of  reactions. 
Nevertheless,  as  tradition  has  it  that 
postpuncture  rest  is  a vital  factor  in 
minimizing  headache,  it  should  perhaps 
be  a source  of  surprise  that  the  figures 
are  so  low. 


It  was  thought  of  interest  to  study  the 
relationships  between  race,  sex,  cere- 
brospinal fluid  positivity,  and  postpunc- 
ture reactions.  Age  of  patients,  and  the 
relationships  between  headache  and  blood 
Wassermann  reactions  were  considered, 
but  discarded  as  not  significant.  The 
number  of  reactions  to  cisternal  puncture 
(18)  is  too  small  to  yield  significant 
results. 

Table  4 demonstrates  the  relationship 
between  race  and  spinal  puncture  reac- 
tions. Three  groupings  are  made : White, 
Negro,  and  Puerto  Rican,  the  latter 
listed  separately  because  of  their  unusual 
reactivity  to  spinal  puncture. 


TABLE  4. — Relationship  Between  Race  and  Spinal 
Puncture  Reactions 


Reac- 

Total 

Race 

tions 

Punctures 

Percentage 

Negro 

43 

153 

27.04 

White 

147 

446 

32.9 

Puerto  Rican 

33 

76 

43.1 

Total 

223 

675 

32.8 

It  is  believed  that  the  Negro  is  not  as 
susceptible  to  pain  as  the  White.  Puerto 
Ricans,  those  at  least  residing  in  this 
vicinity,  are  recognized  as  being  a highly 
suggestible  group,  in  whom,  as  may  be 
seen,  the  incidence  of  postpuncture  reac- 
tions is  greater,  irrespective  of  sex.  The 
Puerto  Ricans  are  small-statured,  as  un- 
fitted, perhaps,  for  physical  abuse  as  for 
heavy  labor.  They  are  treated  in  the 
Meinhard  Clinic,  where  they  form,  so  to 
speak,  a “family”  group  much  given  to  dis- 
cussing their  ailments,  so  that  the  “perils” 
of  puncture  are  emphasized  among  them. 
Whether  the  high  incidence  of  puncture 
headache  among  Puerto  Ricans  is  due 
to  lack  of  physical  stamina  or  a neurotic 
trend  is  difficult  to  decide,  but  the  latter 
is  strongly  suggested  by  the  comparison  of 
Negro,  White,  and  Puerto  Rican  above. 

A similar  situation  is  seen  when  com- 
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parison  is  made  between  percentage  of 
reactions  between  men  and  women. 
Table  5 shows  this.  It  is  seen  that  the 
incidence  of  postpuncture  headache  is  far 
higher  in  women  than  in  men,  quite 
analogous  to  the  comparison  of  Puerto 
Ricans  with  other  racial  elements.  The 
question  again  arises  as  to  whether  this 


TABLE  5.— Relationship  Between  Sex  and  Spinal 
Puncture  Reactions 


Total 

Sex 

Reactions 

Punctures 

Percentage 

Male 

147 

508 

28.9 

Female 

76 

173 

43.9 

Total 

223 

681 

32.8 

greatly  increased  susceptibility  in  women 
is  due  to  a higher  suggestibility,  to  their 
physical  status,  or  to  some  far  more 
subtle  factor. 

TABLE  6. — Relationship  Between  Neurosyphilis 
and  Spinal  Puncture  Reactions 

Total  Reactions  223 


Asymptomatic  Neurosyphilis 

Number 

27 

Percentage 

12.1 

Diffuse  Meningovascular 

12 

5.3 

Tabes  Dorsalis 

8 

3.6 

General  Paresis 

2 

.9 

Optic  Atrophy  (without  Tabes) 

1 

. 5 

Total 

50 

227 4 

There  is  an  interesting  relationship 
between  the  presence  of  neurosyphilis 
and  spinal  puncture  reactions.  Table  6 
shows  that  fewer  than  25  per  cent  of 
patients  considered  to  have  neurosyphilis 
experienced  postpuncture  headaches.  Of 
these  more  than  half  were  asymptomatic, 
and  an  additional  quarter  had  the  diffuse 
meningovascular  type  of  neurosyphilis. 
From  this  one  is  perhaps  justified  in 
amplifying  the  generally  accepted  view 
that  a postpuncture  headache  more  often 
than  not  signifies  that  the  spinal  fluid  will 
be  negative.  These  figures  show  that 
a postpuncture  headache  usually  indi- 
cates cerebrospinal  negativity  or  disease 
of  moderate  degree.  In  this  particular 
group  95  per  cent  of  those  having  post- 
puncture reactions  following  spinal  tap 
had  a negative  spinal  fluid  or  a mild 
involvement  of  the  cerebrospinal  axis. 

Summary  and  Conclusions 

1.  A study  was  made  of  cisternal  and 
spinal  puncture  reactions  occurring  in  four 


major  clinics  operated  by  the  Department 
of  Health  of  the  City  of  New  York. 

2.  Of  178  cisternal  taps,  18  patients 
developed  significant  postpuncture  reac- 
tions (10.1  per  cent).  Of  681  spinal 
punctures,  223  patients  developed  sig- 
nificant postpuncture  headaches  (32.9 
per  cent). 

3.  Reactions  to  cisternal  puncture 
were  much  milder;  only  two  reactions 
lasted  longer  than  three  days.  Spinal 
puncture  reactions  averaged  4.32  days. 

4.  A relationship  between  race  and 
incidence  of  reactions  was  shown  in  the 
case  of  spinal  punctures.  The  percentage 
relationship  was:  Negro,  27.04  per  cent; 
White,  32.9  per  cent;  and  Puerto  Rican, 
43.1  per  cent. 

5.  A relationship  between  sex  and  the 
incidence  of  reactions  was  shown  in  the 
case  of  spinal  punctures.  The  percentage 
relationship  was:  males,  28.9  per  cent; 
females,  43.9  per  cent. 

6.  A relationship  between  neurosyphi- 
lis and  the  incidence  of  spinal  puncture 
reactions  was  seen,  tending  to  bear  out 
the  tradition  that  postpuncture  headache 
usually  indicates  a negative  spinal  fluid, 
or  but  minor  changes  in  the  cerebrospinal 
axis.  Neurosyphilis  was  present  in  22.4 
per  cent  of  reactions.  Of  these,  17.4 
per  cent  were  the  less  severe  cases  of 
asymptomatic  neurosyphilis  and  diffuse 
meningovascular  neurosyphilis.  In  other 
words,  it  could  be  stated  of  this  group 
that  postpuncture  headache  was  95 
per  cent  assurance  that  the  spinal  fluid 
was  negative  or  cerebrospinal  involvement 
was  of  mild  degree. 

7.  Speculation  regarding  the  undue 
incidence  of  postpuncture  reactions  in 
these  clinics  pointed  to  the  rush  of  large 
clinics,  with  inadequate  facilities  for  post- 
operative rest;  long  elapsed  time  be- 
tween leaving  the  clinic  and  getting  to 
bed ; subway  rides ; difficulties  in  technic 
in  less  experienced  hands;  and  possibly 
lack  of  physical  stamina  and  increased 
suggestibility,  as  evidenced  in  the  higher 
incidence  of  reactions  among  females  and 
Puerto  Ricans. 
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IN  this  paper  a report  of  a survey  is 
made  based  on  a clinical  and  patho- 
logic study  of  64  consecutive  cases  of 
malignancies  in  infants  and  older  children 
as  they  were  admitted  to  the  wards  of 
the  New  York  Post-Graduate  Medical 
School  and  Hospital.  The  various  types 
of  malignancies,  age  and  sex  incidence, 
symptoms,  signs,  course,  diagnosis,  and 
treatment  are  carefully  analyzed.  The 
cases  included  in  this  series  were  all  con- 
firmed by  a study  of  the  gross  pathologic 
findings  at  operation,  as  well  as  by  micro- 
scopic examination  of  tissues  obtained 
from  biopsies  and  necropsies  and  by 
roen  tgenogr  ams . 

Although  the  incidence  of  malignant 
tumors  in  infancy  and  childhood  is  not 
very  high,  it  is  the  appalling  death  rate 
caused  by  them  that  is  alarming.  It  is 
hoped  that  early  diagnosis  and  prompt 
irradiation  therapy  with  the  aid  of  sur- 
gery will  help  toward  lowering  the  mor- 
tality rate. 

The  various  types  of  malignancies  will 
be  discussed  in  the  order  of  their  fre- 
quency as  they  occurred  in  this  collec- 
tion. 

Types. — Whether  the  kidney  or  the  eye 
is  the  most  frequent  neoplasm  seen  in 
infancy  and  childhood  is  still  an  open 
question.  Picot1  in  a study  of  414  cases 
of  malignancies  in  children  found  the 
following  order:  eye  100,  kidney  80, 

bones  67,  brain  and  meninges  31,  and 
abdomen  and  pelvis  19.  D’Espine  and 
Piso2  in  a review  of  393  cases  found  the 
eye  and  orbital  structures  were  involved 
in  52  per  cent  of  the  cases,  the  kidney  in 
20  per  cent,  bones  in  17  per  cent,  brain 


in  5 per  cent,  and  abdomen  and  pelvis  in 
4 per  cent.  Porter  and  Carter,2  and 
Helmholz3  also  observed  that  the  eye 
malignancies  led  the  kidney  in  frequency. 
Duzan4  in  an  analysis  of  182  cases  found 
the  eye  leading  the  kidney  in  occurrence. 

On  the  contrary,  Steffen5  in  a tabula- 
tion of  over  900  cases  found  that  the 
neoplasms  of  the  kidney  and  adrenals 
were  the  most  common,  tumors  of  the 
eye  and  the  orbit  second  in  frequency, 
those  of  the  brain  and  meninges  third, 
and  those  of  the  bones  fourth.  Woll- 
stein6  and  Mixter7  report  the  kidney  and 
adrenals  as  the  most  frequent  site  of 
malignant  disease  during  the  first  decade 
of  life.  In  Abt’s8  Pediatric  Textbook  we 
find  the  following  statement:  “In  adult 
life  the  stomach,  uterus  and  liver  lead  in 
the  order  named  whereas  in  childhood 
the  kidney,  eye  and  bones  are  frequently 
involved.” 

In  this  series,  as  seen  in  Table  1,  neo- 
plasms of  the  kidney  and  adrenals  were 
most  common,  with  those  of  the  eye,  bones, 
brain,  retroperitoneal  glands,  medias- 
tinum, liver,  ovaries,  pharynx,  and  thy- 
roid following  in  the  order  named. 

The  incidence  of  neoplasms  in  infancy 
and  childhood  cannot  be  accurately  com- 
puted, for  it  is  not  a reportable  disease 
and  the  diagnosis  can  only  be  definitely 
established  by  operation  and  by  biopsy 
and  necropsy  reports.  It  is  obvious, 
therefore,  that  many  cases  of  malignan- 
cies have  probably  died  without  having 
had  a definite  diagnosis  made  and  there- 
fore its  incidence  is  much  higher  than 
that  recorded. 

Age. — The  ages  in  which  the  neo- 
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TABLE  1. — A Study  of  64  Consecutive  Cases  of 
Malignancies  in  Infancy  and  Childhood  from  the 
Wards  of  the  New  York  Post-Graduate  Hospital 
and  Medical  School 


No.  of 


Types  According  to  Frequency  Cases 

1.  Malignancies  of  the  kidney  and  adrenals  13 

a — Embryonal  adenosarcoma  (Wilms’) 
b — Neuroblastoma  of  adrenal  4 

c — Primary  carcinoma  of  the  kidney  3 

2.  Glioma  of  the  retina  (retinoblastoma)  12 

3.  Malignancies  of  bones  10 


a — Periosteal  sarcoma  of  humerus 
b — Periosteal  sarcoma  of  jaw 
c — Fibrosarcoma  of  index  finger 
d — Osteogenic  sarcoma  of  left  femur 
e — Osteogenic  sarcoma  of  the  clavicle 
/ — Fibrosarcoma  of  humerus 
g — Endothelial  myeloma — right  ulna 
h — Giant  cell  sarcoma— neck  of  the  femur 
i — Sacrococcygeal  carcinomatous  teratoma 
j— Endothelial  myeloma — left  clavicle 
4.  Malignancies  of  the  brain  8 

a — Glioma  of  the  cerebellum  4 

b — Glioma  of  the  cerebrum  2 

c — Cyst  of  the  3rd  ventricle  with 
pubertas  praecox  in  a female 
child 

d — Cerebellar  astrocystoma 


5.  Retroperitoneal  lymphosarcoma  5 

6.  Malignancies  of  the  mediastinum  3 

a — Liposarcoma  or  thymoma 
b — Teratoma 

c — Primary  carcinoma  of  the  thymus 

7.  Primary  carcinoma  of  the  liver  2 

8.  Primary  carcinoma  of  the  ovary  (embryonal)  2 

9.  Fibrosarcoma  of  the  pharynx  1 

10.  Primary  carcinoma  of  the  thyroid  1 

Total  64 

Age  and  Sex  Incidence 

Under  6 months  of  age  9 

Between  6 months  to  1 year  8 

1-  2 years  4 

2-  3 years  15 

3-  4 years  6 

4-  5 years  4 

5-  6 years  7 

6-  7 years  2 

7-  8 years  1 

8-  9 years  3 

9- 10  years  1 

11-13  years  4 

Females  35;  males  29 


Earliest  case:  2 days  of  age 

Oldest  case:  13  years  of  age  (age  limit  in  wards  13  years 
of  age) 

Malignancies  most  commonly  seen  during  first  3 years  of 
life  (36  cases) 

Forty-six  cases  seen  within  the  first  5 years  of  life 


plasms  occurred  range  from  2 days  to 
13  years.  However,  it  is  important  to 
mention  that  since  cases  over  13  years 
are  not  admitted  to  our  wards  we  there- 
fore have  this  age  limit  in  this  survey. 

From  Table  1 it  can  be  noted  that  the 
malignancies  are  most  commonly  seen 
during  the  first  5 years  of  life,  46  of  the 
64  cases,  or  72  per  cent,  occurring  during 
this  age  period. 

Kidney  Neoplasms 

Malignancies  of  the  kidney  and  ad- 
renals, because  of  their  frequency  in  early 
life  and  because  of  the  high  mortality 
resulting  from  their  incidence,  are  by  far 
the  most  important.  In  this  review, 


tumors  of  the  adrenal  and  kidney  num- 
bered 20,  or  31  per  cent.  The  embryonal 
adenomyosarcoma  of  the  kidney  (Wilms’) 
is  the  most  common  type  of  kidney  tumor 
seen  in  infancy  and  early  childhood.  It 
was  noted  in  13  cases  (see  Table  2).  The 
other  7 cases  were  divided  between  neuro- 
blastoma of  the  adrenal  (4  cases)  and  pri- 
mary carcinoma  of  the  kidney  (3  cases). 
(See  Tables  3 and  4.) 

Since  neither  the  scope  of  this  paper 
nor  time  permit  a lengthy  discussion  of 
the  various  types  of  malignancies,  only 
the  salient  features  will  be  mentioned. 

The  embryonal  adenomyosarcoma, 
known  also  as  congenital  mixed  tumor  or 
Wilms’  tumor,  usually  makes  its  ap- 
pearance before  the  5th  year  of  life.  In 
this  study,  9 out  of  the  13  cases,  or  69 
per  cent,  were  recognized  within  the  first 
3 years  of  life,  and  1 1 cases,  or  84  per  cent, 
within  the  first  5 years  of  life.  The  other 
2 cases  were  between  5 years  and  6 years. 

TABLE  2. — Kidney  Neoplasms  (20  Cases) 


No.  of 

Types  Cases 

a — Embryonal  adenomyosarcoma  13 

b — Neuroblastoma  of  the  adrenal  4 

c — Primary  carcinoma  of  the  kidney  3 

Embryonal  adenomyosarcoma  (Wilms’)  most 
commonly  seen  in  infants 

1.  Age  and  sex  incidence 

Under  3 years  9 

Between  3-5  years  2 

Between  5-6  years  2 


Total  13 

r Females  7 ; males  6 


2.  Symptoms 

a — Perceptible  mass  13 

b — Loss  of  weight  4 

c — Vomiting  2 

d — Abdominal  pains  3 

e — Anorexia  3 

/ — Constipation 

g — Pallor  2 

h — Ascites  2 

i — Jaundice  1 

j — Hematuria  (not  very  common)  3 


3.  Metastasis 

a — Liver  and  intestines 

4.  Urine 

a — No  blood 

b — Red  blood  cells  and  casts 

5.  Diagnosis 

a — Palpable  mass  on  physical  exam. 
b — Retrograde  pyelography 
c — Operation 

6.  Prognosis — bad — all  died  but  2 

7.  Treatment 

a — N ephrectomy 

b — X-ray  therapy  (preoperative  and  post- 
operative) 

8.  Outcome 

a — One  last  seen  2* l/z  years  p.o. 
b — One  still  alive  5V2  years  p.o. 
c — Five  died  within  3 mo.  p.o. 
d — One  died  of  bronc.  pneumonia  3 mo. 

after  diagnosis 
e — Five  unaccounted  for 
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Walker9  in  his  review  of  155  cases 
found  that  84  per  cent  of  the  cases  oc- 
curred within  the  first  5 years  of  life,  and 
16  per  cent  above  this  age  period.  He 
also  reported  in  this  same  series  their 
occurrence  in  the  fetus  and  the  newborn. 
Although  embryonal  adenomyosarcoma 
is  rarely  seen  during  the  second  decade, 
cases  have  been  reported  in  adults. 
Kilbane  and  Lester10  reported  a case  in  a 
man  of  48  years  of  age. 

Sex. — Six  were  males  and  7 females. 

Concerning  the  origin  of  this  type  of 
tumor  there  has  been  much  discussion, 
and  no  general  agreement  has  been 
reached.  The  fact  that  its  occurrence 
has  been  noted  in  the  fetus  and  at  birth 
establishes  its  embryonal  and  congenital 
origin. 

Symptoms. — As  a rule,  the  earliest 
manifestation  of  Wilms’  tumor  is  the 
presence  of  a mass  in  the  abdomen.  In 
this  series,  as  noted  in  Table  2,  a per- 
ceptible mass  was  present  in  all  13  cases. 
In  3 of  these  cases  the  mass  was  noted  by 
the  physician,  which  emphasizes  the 
value  of  a thorough  physical  examination 
regardless  of  the  chief  complaint,  and 
in  the  other  10  cases  the  mother  either 
complained  of  the  child  having  a lump 
in  the  abdomen  or  of  an  enlarged  abdo- 
men. Loss  of  weight,  abdominal  pain, 
loss  of  appetite  were  next  in  frequency; 
vomiting,  pallor,  constipation,  ascites, 
and  jaundice  were  also  noted.  Hematuria, 
a cardinal  symptom  in  neoplasm  of  the 
adult  genitourinary  tract,  is  not  very 
common.  It  was  observed  microscopi- 
cally in  only  3 cases.  Metastasis  was  ob- 
served in  4 cases.  In  3 cases  the  liver 
alone  was  involved,  and  in  1 the  portal 
circulation  and  intestines. 

Diagnosis. — This  is  usually  established 
by  palpation  of  the  mass  on  physical 
examination,  by  pyelography,  the  opera- 
tive findings,  and  by  the  microscopic 
examinations  from  biopsies  and  necrop- 
sies. Aspiration  biopsy  may  be  em- 
ployed when  in  doubt.  A kidney  neo- 
plasm must  be  differentiated  from  adrenal 
tumors,  hydronephrosis,  congenital  poly- 
cystic kidney,  spleen  when  tumor  is  on 


left  side,  and  other  extrarenal  tumors. 

Prognosis. — Unfavorable.  The  out- 

look would  be  much  brighter  if  the  condi- 
tion were  recognized  early  and  preopera- 
tive and  postoperative  irradiation  were 
applied.  Operative  cures  without  irradia- 
tion are  not  very  common.  Wollstein 
has  reported  six  and  one-half  years  and 
thirty  years  postoperative  survivals  or 
cures. 

Treatment. — The  treatment  of  choice 
in  the  absence  of  extensive  metastasis  is 
preoperative  irradiation,  nephrectomy, 
and  postoperative  irradiation. 

Outcome. — In  this  group  of  13  cases  of 
the  Wilms’  type  of  malignancy  5 died 
within  three  months  after  operation,  1 
died  of  bronchopneumonia  three  months 
after  the  diagnosis  was  established,  1 is 
living  and  well  five  and  one-half  years 
after  nephrectomy,  1 was  last  seen  two 
and  one-half  years  following  operation, 
and  5 are  unaccounted  for. 

Neuroblastoma  of  Adrenals 

This  tumor  arises  from  the  medulla  of 
the  adrenal  gland  and  is  associated  with 
the  sympathetic  nervous  system,  from 
which  the  adrenal  medulla  is  developed. 
At  times  it  is  bilateral  and  occasionally  it 
does  not  arise  from  the  adrenal  but  from 
the  sympathetic  nerve  tissue  in  the  abdo- 
men or  thorax.  Boyd11  says:  “The  micro- 
scopic picture  resembles  that  of  a sar- 
coma and  formerly  the  tumor  used  to  be 
called  ‘adrenal  sarcoma  of  children.’ 
The  tumor  consists  of  undifferentiated 
small  round  cells  (neuroblasts),  a few 
imperfect  ganglion  cells  and  fibrils.  The 
fibrils  are  arranged  either  in  longitudinal 
bundles  or  in  little  rounded  masses  around 
which  the  cells  are  grouped  in  a rosette 
form.  These  rosettes  are  characteristic 
of  the  tumor.” 

Neuroblastoma  of  the  adrenals  is 
usually  seen  in  early  infancy  and  up  to 
about  4 years  of  life.  Of  the  4 cases  in- 
cluded in  this  group  of  neoplasms,  1 was 
3 months  of  age,  2 were  under  2 years,  and 
1 under  4 years. 

Sex. — Three  were  males  and  1 a female. 

Types. — Two  types  of  adrenal  neuro- 
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blastomas  have  been  described — the  Pep- 
per and  the  Hutchinson.  The  Pepper 
type,  as  described  by  Pepper  in  1901, 12 
involves  the  right  adrenal,  is  very  malig- 
nant, and  metastasizes  to  the  liver  and 
lungs  but  never  to  the  skull  and  long 
bones.  The  Hutchinson  type  of  neuro- 
blastoma, described  by  Hutchinson  in 
1907, 13  arising  from  the  left  adrenal,  is 
very  malignant  and  metastasizes  to  the 
skull,  orbit,  long  bones,  and  lymph  nodes. 
Three  of  the  cases  discussed  here  in- 
volved the  left  adrenal  and  therefore 
were  of  the  Hutchinson  type,  while  the 
other  was  of  the  Pepper  type. 

Symptoms. — Here  also  a perceptible 
mass  was  observed  in  the  4 cases.  Pallor, 
vomiting,  loss  of  weight,  swelling  and 
ecchymosis  of  the  left  eye,  loss  of  appe- 
tite, abdominal  pain,  and  pressure  symp- 
toms were  noted  (Table  3).  Hematuria 
was  absent  in  the  4 cases.  A black  and 
blue  eye  on  the  left  side  should  always 
direct  the  pediatrician’s  attention  to  the 
abdomen.  Metastasis  occurs  rapidly 
and  principally  through  the  lymphatics. 
In  3 cases  metastasis  occurred  in  the 
eye,  vertebras,  long  bones,  and  lymph 
nodes.  In  the  4th  case,  the  Pepper  type, 
it  occurred  in  the  liver. 

Diagnosis. — This  is  arrived  at  by  the 
palpation  of  the  mass  on  physical  ex- 
amination, pyelography,  operative  find- 
ings, and  microscopic  examination  from 
biopsies  and  necropsies. 

Prognosis. — This  is  always  bad.  They 
grow  and  metastasize  so  rapidly  that 
when  the  cases  reach  the  physician  they 
are  inoperable.  The  4 cases  described 
here  were  inoperable  and  died  within  one 
and  one-half  months,  three  months,  and 
2 cases  in  two  months,  from  the  time  they 
were  recognized.  Campbell14  found  an 
operative  mortality  of  30  to  40  per  cent. 
Of  the  20  cases  he  studied,  all  died.  De- 
spite the  fact  that  they  usually  die  at 
operation  or  shortly  after,  Lehman15  has 
reported  a case  of  neuroblastoma  that 
has  survived  fifteen  years  after  operation 
and  when  last  seen  was  in  good  health. 

T reatment. — Preoperative  radiation 

therapy,  surgery,  and  postoperative  ir- 


TABLE  3. — Neuroblastoma  of  the  Adrenal  (4  Cases) 


No.  of 
Cases 

1.  Age  and  sex  incidence 

1-  3 months  of  age 
1-17  months  of  age 
1-19  months  of  age 
1-  31/2  years  of  age 
Males  3;  females  1 

2.  Symptoms 


a— Pallor  3 

b — Swelling  and  ecchymosis  of  1 

left  eye  (exophthalmus) 
c — Perceptible  mass  4 

d — Vomiting  2 

e — Loss  of  appetite  3 

/ — Dyspnea  1 

g — Abdominal  pains  1 

h — Constipation  1 

i — Convulsions  1 

j — Loss  of  weight  1 

k — No  hematuria 
3.  Types 


a — Pepper  (1  case)  involves  right  adrenal 
and  metastasizes  to  liver  and  lungs 
b — Hutchinson  (3  cases)  involves  left 
adrenal  and  metastasizes  to  orbit, 
long  bones,  skull,  and  lymph  glands 

4.  Metastasis 

a — Eye 

b — Long  bones 
c — Lymph  glands 
d — Vertebras 
e — Liver 
/ — Stomach 
g — Pancreas 
h — Testes 

5.  Urine 

a — No  blood 

6.  Diagnosis  (same  as  Wilms’) 

7.  Prognosis — very  bad 

8.  Treatment 

a — X-ray  therapy 
b — The  4 cases  were  inoperable 

9.  Outcome 

Mortality  100% — all  died  within  3 months 


radiation  by  the  divided  dose  method 
should  be  employed. 

Outcome. — Mortality  100  per  cent. 
The  4 cases  died. 

Primary  Carcinoma  of  the  Kidney 

Primary  carcinoma  of  the  kidney  is 
an  extremely  rare  condition  in  children. 
Gallard,16  in  a study  of  1,063  cases  of 
carcinoma  of  the  kidney,  found  only  6 
cases  under  10  years  of  life.  Campbell 
was  able  to  find  only  2 cases  reported. 
Helmholz  states  that  only  3 per  cent  of 
the  tumors  in  children  are  carcinomatous, 
whereas  in  adults  90  per  cent  are  car- 
cinomatous and  10  per  cent  sarcomatous. 
In  his  series  of  750  cases  of  malignancies 
in  children,  primary  carcinoma  of  the 
kidney  was  not  found.  Ewing17  is  also 
of  the  opinion  that  the  carcinomas  are 
rare  in  comparison  to  the  mixed  tumors. 
Some  investigators  believe  that  there  are 
cases  reported  as  carcinomas  that  are 
really  mixed  tumors. 
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In  this  series,  3 cases  have  been  diag- 
nosed as  primary  carcinoma  of  the  kidney, 
all  of  which  have  been  checked  by  com- 
petent pathologists  (Table  4). 

Age  and  Sex. — One  was  6 months,  1 
under  5 years,  and  the  other  under  7 
years.  Two  were  females  and  the  other 
a male. 

Symptoms. — Here  also  a perceptible 
mass  was  noted  in  the  3 cases.  Abdomi- 
nal pain,  vomiting,  fever,  cough,  short- 
ness of  breath,  fatigue,  and  anorexia  were 
also  noted.  Hematuria,  a frequent  symp- 
tom in  adult  carcinoma  of  the  kidney, 
was  absent. 

Metastasis. — Occurred  in  the  lungs, 
pleura,  and  intestines. 

Diagnosis. — Made  by  the  same  pro- 
cedure described  under  Wilms’  type. 

Prognosis. — Very  grave.  One  died 
three  months,  1 six  months,  and  the  other 
two  and  one-half  years  after  operation. 

T reatment— The  same  as  advised  under 
previous  kidney  conditions. 

Outcome. — Mortality  100  per  cent.  The 
3 cases  died. 

Glioma  of  the  Retina  (Retinoblastoma) 

As  has  been  mentioned,  the  question 
as  to  whether  the  retinal  glioma  or  malig- 
nancy of  the  kidney  and  adrenals  is  the 
most  common  neoplasm  in  infancy  and 
early  childhood  is  still  an  open  one. 
Nevertheless,  its  frequency  justifies  its 
importance. 

Accurately  speaking,  glioma  of  the 
retina  is  a misnomer,  for  it  does  not  have 
its  origin  from  the  neuroglial  cells  and 
bears  no  resemblance  whatever  to  the 
glioma  of  the  brain.  This  extremely  malig- 
nant tumor  should  be  more  correctly 
called  neuroepithelioma  of  the  retina,  or 
retinoblastoma.  It  is  more  closely  related 
to  the  neuroepithelioma  seen  in  the  su- 
prarenal gland.  The  glioma  contains 
no  glia  fibers  and,  as  it  seems  to  develop 
from  the  retinal  analage  of  the  embryo, 
it  is  better  to  call  it  a retinoblastoma. 
The  presence  of  rosettes  of  columnar  cells, 
a frequent  though  not  constant  finding, 
also  suggests  the  neuroepithelioma  or 
neuroblastoma. 


TABLE  4. — Primary  Carcinoma  of  the  Kidney 
(4  Cases) 


Age  and  sex  incidence 

No.  of 
Cases 

1. 

6 months  of  age 

1 

4V2  years  of  age 

1 

6V2  years  of  age 

Females  2 cases;  males  1 case 

1 

2. 

Symptoms 

a — Perceptible  mass 

3 

b — Fatigue 

3 

c — Abdominal  pains 

2 

d — Vomiting 

2 

e — Fever 

2 

/ — Shortness  of  breath 

2 

g — Anorexia 
h — No  hematuria 

2 

3. 

Metastasis 
a — Liver 
b — Lungs 
c — Glands 

4. 

Urine 

a — No  blood 

5. 

Diagnosis  (same  as  Wilms’) 

6. 

Prognosis  very  bad — all  died 

7. 

Treatment 

a — Nephrectomy  in  3 cases 

8. 

Outcome  100%  mortality 
1-3  mo.  p.o. 

1-6  mo.  p.o. 

1 — 2^/ 2 yrs.  p.o. 

Since  the  retinoblastoma  may  make  its 
appearance  at  birth  and  is  usually  seen 
under  4 years  of  age,  it  may  be  regarded 
as  of  congenital  origin.  Verhoeff,18  how- 
ever, has  reported  a case  in  a patient  of 
48  years.  It  is  believed  that  this  is  the 
only  case  on  record  of  retinoblastoma  in  a 
person  over  15  years  of  age.  At  times  it 
shows  a familial  and  hereditary  tendency, 
occurring  in  more  than  one  child  of  the 
same  family  and  in  several  generations. 

In  this  survey,  it  was  observed,  as  seen 
in  Table  5,  that  10  cases  (83  per  cent) 
were  found  in  children  under  4 years, 
resembling  in  this  respect  the  neuroblas- 
toma of  the  adrenal.  The  other  2 oc- 
curred between  4 and  7 years.  Neither 
any  hereditary  nor  familial  characteristics 
were  included  in  this  series.  One  case 
had  bilateral  involvement  of  the  eyes. 

Sex. — Cases  were  equally  divided  be- 
tween both  sexes. 

Symptoms. — What  most  frequently  at- 
tracts the  mother’s  attention  is  the  ap- 
pearance of  a white  spot  on  the  eye 
(Fig.  1).  This  is  the  whitish  reflection 
behind  the  child’s  pupil  that  gives  the 
eye  the  appearance  of  a cat’s  eye  in  the 
dark.  Table  5 reveals  that  this  was  noted 
in  8 cases  (66  per  cent).  Enlargement  of 
the  eye  was  seen  in  6 cases  (50  per  cent), 
poor  vision  in  4 cases  (33 V3  per  cent), 
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TABLE  5. — Eye  Tumors  (12  Cases) 


No.  of 
Cases 


Retinoblastoma  11 

Sarcoma  1 

1.  Age  and  sex  incidence 

Between  birth  and  6 months  5 

6 months- 1 year  2 

2- 3  years  2 

3- 4  years  1 

4- 5  years  1 

6-7  years  1 

Females  6;  males  6 

2.  Symptoms 

a — Poor  vision  4 

b — Spot  in  eye  (white)  8 

c — Enlargement  of  eye  6 

d — Redness  and  swelling  2 

e — Red  spots  1 

/ — Paralysis  1 

g — Bilateral  involvement  1 

h — Dilatation  of  pupil  3 

i — Incont.  of  urine  and  feces  1 


3.  Metastasis 

a — Spinal  cord 
b — Sacrum 

4.  Methods  of  diagnosis 

a — Appearance  of  eye 
b — Operation 
c — Pathologic  report 

5.  Prognosis — fair  if  diagnosed  early 

6.  Treatment 

a — Enucleation  (12  cases) 
b — Radium 
c — X-ray 

7.  Outcome 

Two  dead 

Ten  unaccounted  for 


redness  and  swelling  in  2 cases  (16  per 
cent),  and  bilateral  involvement  in  1 
case  (8  per  cent).  Unfortunately,  dilata- 
tion of  the  pupil,  an  important  and  fre- 
quent finding,  was  only  mentioned  in  3 
cases  (25  per  cent). 

Metastasis. — Since  it  has  a tendency  to 
spread  along  the  optic  nerve,  secondary 
intracranial  growths  are  common  and  are 
usually  responsible  for  deaths.  Metas- 
tasis generally  involves  the  lungs,  pre- 
auricular  and  retroperitoneal  lymph 
glands,  and  long  bones.  Other  organs  are 
less  frequently  involved.  Whether  in- 
volvement of  the  other  eye  is  a second 
primary  tumor  or  metastasis  is  still  a 
moot  question.  Berens19  believes  in  the 
former  view.  He  states  that  the  tumor  is 
often  seen  in  the  second  eye  long  before 
evidence  of  generalized  metastasis  can 
be  discovered,  and  that  occasionally 
cures  result  after  enucleation  of  the 
worst  eye  with  irradiation  of  the  other 
less  affected  eye.  Of  the  12  cases  re- 
ported here,  metastasis  resulted  once  in 
the  sacrum  and  spinal  cord. 

Diagnosis. — Established  by  the  ap- 
pearance of  the  eye  and  pathologic  re- 


Fig. 1.  Showing  white  spot  behind  pupil. 

port  from  the  organ  removed  on  opera- 
tion. 

Prognosis. — Depends  upon  early  rec- 
ognition and  is  fair  if  enucleation  is  per- 
formed before  extension  along  the  optic 
nerve  takes  place. 

Treatment—  Enucleation  of  the  af- 
fected eye  as  soon  as  possible  followed  by 
irradiation  is  the  treatment  of  choice. 
Before  this  step  is  taken,  the  presence  of 
metastasis  should  be  excluded  by  a care- 
ful examination  of  the  child  and  x-ray 
of  the  long  bones  and  of  the  lungs. 

When  both  eyes  are  involved,  bilateral 
enucleation  is  repugnant  to  the  parents. 
They  prefer  death  of  the  child.  The  pro- 
cedure of  choice  in  this  situation  is  to 
remove  the  larger  eye  and  treat  the  other 
with  radium  externally  or  with  radium 
needles  inserted  into  it.  This  plan  was 
followed  in  the  1 case  of  bilateral  involve- 
ment mentioned  here.  Enucleation  was 
performed  in  all  12  cases. 

Outcome. — Unfortunately  we  were  not 
so  successful  in  our  follow-up  of  this 
group.  Of  the  12  cases,  2 are  known  to  be 
dead  and  10  are  unaccounted  for. 

Bone  Tumors 

Malignant  bone  tumors  may  be  either 
primary  or  secondary.  The  latter  type, 
which  is  usually  encountered  after  middle 
life,  is  carcinomatous,  while  the  former, 
or  primary,  is  sarcomatous  and  is  usually 
seen  during  adolescence.  The  osteogenic 
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Fig.  2.  Osteogenic  sarcoma,  left  femur. 


sarcoma  and  endothelioma  of  bone  (endo- 
thelial myeloma,  Ewing’s  tumor)  are  the 
malignant  bone  tumors  that  are  chiefly 
met  with  in  childhood  and  adolescence. 
The  benign  giant  cell  tumor  is  included 
here  for  the  purpose  of  comparison  and 
discussion.  It  occurs  as  a rule  in  persons 
under  30  years  of  age. 

Of  the  10  bone  tumors  included  in  this 
series,  6 belong  to  the  osteogenic  group, 
2 to  the  endothelial  group,  1 to  the  benign 
giant  cell  tumor,  and  1 was  classified  as 
a sacrococcygeal  carcinomatous  teratoma. 

Age  and  Sex  Incidence. — -Nine  cases 
were  under  6 years  of  age,  with  8 males 
and  2 females  (Table  6). 

While  most  of  the  osteogenic  sarcomas 
arise  beneath  the  periosteum  at  the  end 
of  the  shaft  of  the  long  bones  and  grow 
into  the  medullary  cavity,  there  is  a 
highly  malignant  type  known  as  the 
periosteal  sarcoma,  which  arises  from  the 
periosteum  apparently  from  the  outer 
layers,  growing  outward  without  pro- 
ducing any  changes  in  the  shaft  or  medul- 
lary portion  (Fig.  2). 

Osteogenic  sarcoma,  the  most  malig- 
nant and  most  frequent  bone  tumor,  is 
most  commonly  seen  between  the  ages 


of  10  and  30.  It  is  also  not  infrequently 
observed  under  10  years  of  age.  In  fact, 
the  6 cases  all  occurred  under  6 years  of 
age  (Table  6). 

Symptoms. — The  earliest  symptom  is  a 
persistent  dull  aching  pain,  which  is 
worse  at  night.  It  may  be  accompanied 
by  a low-grade  temperature,  which  has 
led  many  a physician  to  think  of  rheu- 
matic fever.  A constant,  at  times  inter- 
mittent, unexplained  pain  should  suggest 
the  idea  of  osteogenic  sarcoma.  It 
usually  precedes  the  appearance  of  the 
tumor  by  weeks  or  months.  The  fusi- 
form-shaped mass  is  as  a rule  located  at 
the  end  of  the  bone  and  fades  away  on 
the  shaft.  All  of  the  6 cases  under  dis- 
cussion here  were  seen  after  the  appear- 
ance of  the  swelling. 

TABLE  6. — Bone  Tumors  (10  Cases) 

A.  1.  Osteogenic  sarcoma  (most  common  type  in  chil- 

dren) 

1.  Periosteal  sarcoma  of  humerus 

2.  Periosteal  sarcoma  of  jaw 

3.  Fibrosarcoma  of  index  finger 

4.  Fibrosarcoma — left  humerus 

5.  Osteogenic  sarcoma — left  femur 

6.  Osteogenic  sarcoma — clavicle 

2.  Endothelial  myeloma  (Ewing’s  Tumor) 

(a  disease  of  childhood) 

1.  Endothelial  myeloma  (right  ulna) 

2.  Endothelial  myeloma  (left  clavicle) 

3.  Giant  cell  tumor — neck  of  femur — seen  in  chil- 

dren and  in  young  people  under  30  years  of  age 

4.  Sacrococcygeal  carcinomatous  teratoma 

No.  of 
Cases 

B.  Age  and  sex  incidence 


Under  6 months  1 

6 months-1  year  2 

2- 3  years  2 

3- 4  years  2 

4— 5  years  1 

5— 6  years  1 

12  years  of  age  1 


Males  8 cases;  females  2 cases 
C Symptoms 

a — Swelling — noticed  in  10  cases 
b — Inability  to  walk  in  the  giant  sarcoma 

D.  Metastasis 

a — Lungs — 1 case 
b — Axillary  lymph  glands — 1 case 

E.  Prognosis 

Very  bad — the  younger  the  patient  the  worse  the 
prognosis,  early  diagnosis  helpful 

F.  Methods  of  diagnosis 

a — X-ray 
b — Operation 

G.  Treatment 

a — Amputation  in  the  osteogenic  type  followed  by 
x-ray  therapy  . . . 

b — In  the  endothelial  myeloma  type  irradiation 
over  a long  period  of  time,  for  it  has  tendency 
to  recur 

c — Giant  cell — irradiation  and  surgery 

H.  Outcome 

a — Osteogenic  type 

1 died  11  months  after  diagnosis 
5 unaccounted  for 
b — Endothelial  type  (2  cases) 

1 died  2 weeks  after  diagnosis — broncho- 
pneumonia 

1 alive  and  well  7 years  3 mo.  after  irradia- 
tion 

c — Giant  cell  tumor — 1 case  alive 
d — Sacrococcygeal  carcinomatous  teratoma  un- 
accounted for 
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Metastasis. — Takes  place  mainly 
through  the  blood  stream,  due  to  the  vascu- 
lar arrangement.  The  lungs  are  most 
frequently  involved.  Metastasis  to  the 
lungs  occurred  in  1 case.  Before  con- 
sidering any  operative  step  it  is  necessary 
to  x-ray  the  lungs  for  metastasis. 

Diagnosis. — Established  by  the  symp- 
toms of  pain  and  later  swelling  and  with  the 
aid  of  the  x-ray.  Biopsy  is  objected  to  by 
some  who  feel  that  it  accelerates  growth. 
Since  it  resists  irradiation  while  the  giant 
cell  tumor  responds  to  it,  irradiation 
may  act  as  a therapeutic  test  in  estab- 
lishing the  diagnosis.  This  procedure  not 
only  assists  in  arriving  at  the  diagnosis, 
but  restrains  the  growth  and  favors  suc- 
cessful amputation. 

Prognosis. — Very  bad  but  not  hope- 
less, especially  if  the  diagnosis  is  made 
early  by  x-ray  and  if  proper  treatment  is 
immediately  instituted.  The  age  is  also 
a determining  factor,  the  prognosis  being 
worse  in  the  very  young. 

Treatment. — After  the  tumor  mass  has 
failed  to  respond  to  irradiation  and  the 
diagnosis  of  osteogenic  sarcoma  is  made, 
immediate  amputation  should  be  done. 
Since  metastasis  occurs  frequently,  sur- 
gery or  radiotherapy  or  a combination  of 
both  do  not  offer  much  in  the  treatment 
of  osteogenic  sarcomas.  Recoveries,  how- 
ever, have  been  reported.  The  mortality 
rate  can  only  be  reduced  by  early  diag- 
nosis. 

Outcome. — Of  the  6 cases  under  con- 
sideration in  this  report  1 died  eleven 
months  after  diagnosis  and  the  other  5 
are  missing. 

Endothelial  Myeloma  (Ewing’s  Tumor) 

The  other  type  of  bone  tumor  seen  in 
children  is  known  under  several  names, 
as  Ewing’s  tumor,  endothelioma  of  bone, 
and  endothelial  myeloma.  At  the  present 
time,  this  bone  tumor  has  been  established 
as  a distinct  and  important  clinical  and 
pathologic  entity.  Endothelial  myeloma 
is  a disease  of  childhood  occurring  usually 
between  the  ages  of  5 and  15  years,  and 
rarely  over  30.  The  small  and  flat  bones 
are  usually  involved,  such  as  the  tibia, 


humerus,  femur,  fibula,  clavicle,  and  os 
calcis.  It  is  believed  that  the  tumor 
probably  starts  from  some  type  of  endo- 
thelial cell  in  the  medullary  cavity. 

Of  the  2 cases  considered  here,  1 was 
1 1 months  of  age  and  the  other  2 years  of 
age;  1 was  a female  and  the  other  a 
male. 

Symptoms  and  Course. — The  onset  of 
the  disease  is  usually  marked  by  pain, 
which  at  first  is  intermittent  then  con- 
tinuous, fever,  and  the  appearance  of  a 
swelling.  This  picture  often  follows  a 
history  of  a fall  or  trauma  and  therefore 
strongly  suggests  osteomyelitis.  One  of 
the  cases  which  I will  discuss  later  pre- 
sented such  a picture. 

Metastasis. — Spread  occurs  within  the 
shaft  both  longitudinally  and  tranversely 
by  means  of  bone  canals.  Distant  spreads 
occur  to  the  lungs,  lymph  nodes,  and 
other  bones.  Bone  metastases  are  very 
important  in  the  differential  diagnosis, 
for  they  are  rarely  seen  in  osteogenic 
sarcoma. 

Prognosis. — -Very  bad.  The  disease 
may  be  held  in  check  by  irradiation  for 
several  years,  but  usually  results  in  death. 
Ewing,20  however,  states  that  cures  have 
been  reported  by  irradiation  alone.  Our 
case  is  still  alive  after  seven  years.  He  also 
reports  that  in  24  fatal  cases,  the  average 
duration  of  life  was  nineteen  months,  and 
in  54  cases,  both  dead  and  alive,  the 
average  duration  was  over  three  years. 
One  of  the  cases  died  nine  years  after 
amputation  from  other  causes. 

Diagnosis. — Established  by  x-ray,  re- 
sponse to  radiotherapy,  and  metastasis 
to  other  bones. 

Treatment. — As  soon  as  the  diagnosis 
is  made,  immediate  treatment  by  irradia- 
tion in  full  doses  and  over  a considerable 
period  of  time  is  necessary.  One  of  the 
most  striking  characteristics  of  this 
tumor  is  its  response  to  irradiation.  It 
may  melt  away  completely  only  to  recur. 
With  this  in  mind,  irradiation  therapy 
should  be  continued  long  after  the  signs 
of  the  disease  have  disappeared.  Some 
believe  in  amputation  and  irradiation  but 
Ewing  states  that  secondary  tumors  occur 
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A B C 

Fig.  3.  A.  Shows  endothelial  myeloma  of  right  ulna  in  1930  before  radiotherapy,  age  2 years. 
B.  Shows  condition  after  irradiation.  C.  Shows  condition  March,  1938. 


in  children  so  early  that  amputation  is  of 
little  value.  Our  case,  which  was  treated 
by  irradiation  alone,  is  alive  today,  seven 
years  after  its  recognition. 

E.  S.,  a female  child  aged  two  years, 
was  admitted  to  the  hospital  on  November 
13,  1930,  with  the  complaint  of  fever, 
pain,  and  swelling  of  the  right  forearm. 
About  two  and  a half  weeks  prior  to  ad- 
mission the  child  fell,  injuring  her  right 
forearm.  The  following  day  the  arm  was 
observed  to  be  swollen  and  painful. 
The  child  also  had  fever.  X-ray  at  that 
time  was  negative,  and  on  November  12 
x-ray  revealed  the  presence  of  an  endo- 
thelial myeloma  of  the  right  ulna.  X-ray 
therapy  was  immediately  started  and  the 
last  x-ray  taken  in  March,  1938,  revealed 
no  abnormalcy  except  a slight  degree  of 
cortical  thickening  in  the  midshaft  of 
the  right  ulna  (Fig.  3).  The  child  today 
is  9 years  of  age  and  enjoying  good  health. 
Mortality  rate  can  be  reduced  only  by 


early  diagnosis  and  the  institution  of 
proper  treatment. 

Outcome. — Two  cases  of  endothelial 
myeloma  were  recorded,  the  above- 
mentioned  case  and  1 of  the  clavicle, 
who  died  of  bronchopneumonia  two  weeks 
after  the  diagnosis  was  established. 

Giant  Cell  Tumor 

Giant  cell  tumor  was  formerly  called 
giant  cell  sarcoma  because  this  benign 
tumor  was  believed  to  be  malignant. 
It  is  included  in  this  discussion  because 
it  has  to  be  differentiated  from  the  malig- 
nant bone  tumor.  It  is  usually  seen  in 
children  and  young  people  under  30 
years.  It  occurs  principally  at  the  ends 
of  long  bones.  The  center  of  the  bone  is 
widened  with  a thinning  of  the  cortex, 
which  condition  predisposes  to  spontane- 
ous fracture.  The  x-ray  picture  is  highly 
characteristic.  It  shows  a rarefied  multi- 
cystic  appearance  resembling  bubbles, 
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Fig.  4.  Giant  cell  tumor,  neck  of  left  femur. 


thinning  of  the  cortex  and  is  sharply 
demarcated  (Fig.  4).  It  is  highly  vascular, 
and  death  may  occur  from  hemorrhage. 
Trauma  is  usually  associated  with  it  but 
the  true  condition  exists  before  trauma 
occurs.  Metastasis  does  not  occur  in  this 
type. 

Treatment. — The  giant  cell  tumor  re- 
sponds to  irradiation.  Surgery,  with  its 
risks  of  hemorrhage  and  infection,  is  be- 
ing rapidly  displaced. 

Outcome. — The  1 case  of  giant  cell 
tumor  in  this  series  is  alive  after  operation 
and  is  receiving  irradiation  therapy. 

Brain  Tumors 

In  this  series  there  were  8 cases  of 
brain  tumors.  Although  they  do  not 
occur  as  frequently  as  in  adults,  about 
14  per  cent21  cause  symptoms  before  15 
years  of  age. 

The  glioma  is  the  most  common  brain 
tumor  in  childhood.  The  proportion  of 
cerebellar  to  cerebral  tumors  in  children 
is  about  2:1,  whereas  in  adults  it  is  1 :5.22 

The  most  common  type  of  glioma  en- 
countered in  children  is  the  slow  growing, 


TABLE  7. — Brain  Tumors  (8  Cases) 


4 Glioma  of  the  cerebellum 
1 Glioma  of  the  vermis  (malignant) 

1 Glioma  of  the  right  cerebral  hemp,  with  hydrocephalus 
1 Cyst  of  third  ventricle  (with  pubertas  praecox  in  a 
female  child)  (4th  known  case) 

1 Cerebellar  astrocystoma  No.  of 

Cases 


1. 


2. 


3. 


4. 

5. 


6. 


Age  and  sex  incidence 
Between  2 and  3 years 
Between  5 and  6 years 
Between  8 and  9 years 
13  years  of  age 

Females  3;  males  5 
Symptoms 

a — Headaches 
b — Staggering  gait 
c — Vomiting 
d — Irritability 

(laughing  and  crying) 
e — Dizziness 
/ — Loss  of  weight 
g — Pallor 
h — Slow  speech 
i — Convulsions 
j — Enlarged  head 
k — Inability  to  sit  up 
l — Hydrocephalus 
m — Choked  disc 
n — Diplopia 
o — Inability  to  walk 
p — Strabismus 
q — Impaired  vision 
Methods  of  diagnosis 
a — History 

b — Physical  examination 
c — Operation 
d — Ventriculogram 
Prognosis — very  bad 
Treatment 

a — Operation:  suboccipital  decompression 
exploratory 

puncture  corpus  callosum  ext. 
hydrocephalus 

b — X-ray 
Outcome 

a — One  died  1 year  p.o. 

'b — Five  died  5 mos.  p.o. 
c — One  unaccounted  for 
d — One  still  alive  (?) 

The  6 deaths  occurred  within  1 year  p.o. 


2 


1 


5 

5 

4 

5 
2 

1 

1 

1 

1 

1 

3 

5 

1 

1 

1 

1 


5 

1 

1 

1 


comparatively  benign  brain  tumor  con- 
sisting of  astrocytes.  According  to  the 
classification  of  Bailey  and  Cushing,23 
these  gliomas  are  known  as  astrocytomas. 
The  astrocytoma  is  most  frequently 
located  in  the  cerebellum.  Since  this 
type  of  glioma  very  often  undergoes  cystic 
degeneration  due  to  its  avascular  struc- 
ture, cerebellar  cysts  in  children  as  a rule 
represent  degenerated  astrocytomas. 

The  next  type  of  glioma  commonly 
seen  in  children  is  the  rapidly  growing, 
highly  cellular  malignant  tumor  known 
according  to  the  classification  of  Bailey 
and  Cushing23  as  the  medulloblastoma. 
It  usually  originates  in  the  midline  of  the 
cerebellum  from  the  roof  of  the  fourth 
ventricle. 

In  this  study,  as  evidenced  in  Table  7, 
1 was  classified  as  an  astrocytoma,  1 as  a 
medulloblastoma,  5 under  the  heading 
of  glioma,  and  1 as  a cyst  of  the  third 
ventricle. 
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Fig.  5.  Cyst  of  third  ventricle  showing  pubertas 
praecox. 


Age  and  Sex. — All  but  one  occurred  un- 
der 9 years  of  age.  Five  were  males  and 
3 were  females. 

Symptoms. — The  classical  symptoms  of 
headaches,  staggering  gait,  vomiting, 
irritability  (laughing  and  crying),  dizzi- 
ness, convulsions,  and  slow  speech  as 
shown  in  Table  7 were  present  at  one 
time  or  other.  While  choked  disc  is 
frequently  seen,  it  may  be  absent  in  the 
infants  because  the  imperfectly  ossified 
sutures  may  expand  on  increased  intra- 
cranial pressure.  The  presence  of  local 
symptoms  depends  upon  the  location  of 
the  neoplasm  and  the  presence  of  in- 
creased intracranial  pressure. 

Metastasis  to  distant  organs  rarely 
occurs.  The  invasion  is  usually  local. 

Diagnosis. — Established  by  the  pres- 
ence of  the  signs  and  symptoms,  x-ray, 
and  encephalography.  It  must  be  differ- 
entiated from  tubercle,  brain  abscess, 
gumma,  and  encephalitis. 


Prognosis. — Generally  bad.  The  course 
is  usually  progressive  and  terminates  in 
death.  The  astrocytoma,  which  is  rela- 
tively benign,  will  kill  the  patient  by 
causing  increased  intracranial  pressure. 
Cushing  states  that  the  average  time  of 
survival  after  operation  for  the  astro- 
cytoma is  six  years,  while  for  the  medullo- 
blastoma it  is  six  months  before  operation 
and  six  months  after. 

Treatment. — Although  complete  extir- 
pation is  difficult,  it  should  be  done 
if  possible.  Suboccipital  decompression 
may  give  relief  and  preserve  the  eye- 
sight for  a while.  X-ray  therapy  should 
be  part  of  the  follow-up  treatment. 

Outcome. — In  this  series  1 case  was  lost 
to  observation,  5 cases  died  within  five 
months  following  operation,  1,  one  year 
after  operation,  and  the  case  of  the  cyst 
of  the  third  ventricle  is  still  alive. 

Cyst  of  the  Third  Ventricle  with 
Pubertas  Praecox  in  a Female  Child 

Before  leaving  this  section  on  brain 
tumors,  I would  like  to  state  that  the  case 
of  the  cyst  of  the  third  ventricle  with 
pubertas  praecox  in  a female  child, 
though  not  a malignancy,  was  reported 
because  of  its  interesting  points.  I 
therefore  shall  refer  to  it  separately. 

A female  child,  3 years  and  2 months 
of  age,  was  admitted  on  October  26, 
1936,  with  the  complaint  of  inability  to 
talk,  walk,  and  stand,  or  use  the  right 
arm  or  leg.  Physical  examination  re- 
vealed a well-developed  and  nourished 
child  showing  evidence  of  adiposity  and 
premature  sexual  development : large 

mature-looking  breasts,  external  geni- 
talia comparable  to  those  of  a child  at 
the  age  of  puberty,  and  sparse  pubic  hair 
(Fig.  5).  A right  hemiparesis,  thalamic 
type  of  pain  on  that  side,  marked  ankle 
clonus  of  the  right  foot,  and  bilateral 
optic  atrophy  were  also  noted.  The 
urine  was  negative  for  prolan.  On 
November  16,  1936,  ventriculogram  show- 
ed a large  mass  filling  the  region  of  the 
third  ventricle  with  enlarged  ventricular 
system  on  the  left  and  internal  hydro- 
cephalus (Fig.  6).  On  December  3 era- 
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niotomy  was  done,  the  third  ventricle 
was  entered  and  the  cyst  was  incised, 
cauterized,  and  removed.  On  discharge 
from  the  hospital  she  showed  signs  of 
improvement.  She  was  brighter  and 
recognized  people,  and  although  she  was 
still  unable  to  walk,  the  hemiplegia  was 
improved. 

During  her  last  visit  it  was  noted  that 
she  had  made  considerable  mental  prog- 
ress. She  now  can  talk  and  behaves  in 
a manner  that  approaches  normal. 

Until  the  time  of  the  operation,  even 
though  the  encephalogram  revealed  a 
tumor  in  the  third  ventricle,  the  diagnosis 
of  pineal  tumors  was  given  serious  con- 
sideration despite  the  child’s  sex. 

Pineal  tumor  is  a rare  condition  that 
usually  occurs  in  the  second  decade  of  life. 
It  gives  the  symptoms  of  increased  intra- 
cranial pressure,  localized  symptoms, 
and  at  times  those  of  pubertas  praecox. 
Before  the  age  of  puberty  children  with 
tumors  of  the  pineal  body,  in  addition  to 
manifestations  due  to  general  or  localized 
pressure,  present  a picture  of  premature 
physical  and  sexual  development  which 
has  been  called  by  Pellizzi  macrogeni- 
tosomia praecox.  This  syndrome  is  not 
a very  common  one.  Haldeman24  in 
1927  reviewed  the  literature  and  found 
that  of  113  cases  of  pineal  tumor  re- 
corded, only  16  cases  under  13  years  of 
age  showed  premature  sexual  develop- 
ment, all  occurring  in  males.  Harrox25 
in  1925  stated  that  there  was  only  1 
case  of  verified  pathologic  condition  in  the 
pineal  body  of  a female  subject  showing 
premature  adolescence  and  that  in  this 
case  there  was  a hypoplasia  of  the  pineal 
body.  Again  in  1937  Harrox26  declared 
that  this  syndrome  with  one  possible 
exception  has  always  occurred  in  males. 
This  fact  aroused  considerable  interest  in 
the  discussion  of  this  case,  for  a tentative 
diagnosis  of  pineal  tumor  was  made. 

Just  why  this  picture  of  premature 
physical  and  sexual  development  occurs 
in  some  children  and  not  in  others  is 
difficult  to  explain.  Whether  this  syn- 
drome is  a result  of  disturbed  function  of 
the  pineal  body  is  still  a debatable  ques- 


Fig.  6.  Roentgenogram  (ventriculogram),  show- 
ing cyst  of  third  ventricle. 


tion.  Against  the  argument  that  it  is 
due  to  the  destruction  of  this  body,  which 
by  some  is  considered  a gland,  we  have 
the  failure  of  development  of  precocity 
in  animals  after  destruction  of  the  body 
and  failure  to  produce  growth  in  animals 
after  feeding  the  extract.  Furthermore, 
cases  have  been  reported  in  which  there 
has  been  a complete  destruction  of  the 
pineal  body  without  the  development  of 
pubertas  praecox.  Harrox  and  Bailey  in 
192525  reported  a case  of  pineal  tumor 
with  infantile  development.  Relation- 
ship between  pubertas  praecox  and  tumor 
of  the  pineal  body  can  be  disproved  by 
the  presence  of  the  syndrome  in  tumors  of 
the  third  ventricle  without  involvement  of 
the  pineal  body.  Such  cases  have  been 
reported  by  Weiland,27  Harrox  and  Bai- 
ley,25 and  Bailey.28  All  of  these  have  been 
found  in  male  subjects.  To  these,  this 
case  of  cyst  of  the  third  ventricle  pre- 
senting signs  of  a brain  tumor  and  that 
of  premature  sexual  development  in  a 
girl  of  3 years  of  age  may  be  added. 
Premature  sexual  development  may  also 
make  its  appearance  in  cases  of  tumor  of 
the  adrenal,  ovary,  and  testicle. 

Thus,  we  can  see  that  the  explanation 
for  the  appearance  of  premature  sexual 
development  in  these  cases  is  still  obscure 
and  mysterious. 
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Fig.  7.  Roentgenogram  showing  displacement 
of  kidney  by  retroperitoneal  tumor. 


The  following  features  are  of  interest 
in  this  case:  its  rarity,  sex,  clinical  re- 

semblance to  pineal  tumor,  and  the  fact 
that  it  shows  that  symptoms  of  brain 
tumor  and  pubertas  praecox  can  occur 
in  tumors  located  in  other  regions  of  the 
brain  besides  that  of  the  pineal  body. 

Retroperitoneal  Lymphosarcoma 

Retroperitoneal  lymphosarcoma  is  not 
as  uncommon  as  one  might  be  led  to  be- 
lieve. A tumor  formed  of  retroperitoneal 
lymph  nodes  produces  abdominal  en- 
largement and  frequently  this  disease  is 
mistaken  for  a kidney  or  adrenal  tumor. 
Its  course  is  usually  rapid  and  is  almost 
invariably  fatal.  At  times  intestinal 
involvement  is  also  present,  making  the 
exact  origin  of  the  neoplasm  doubtful. 
The  5 cases  under  discussion  were  all 
under  6 years  of  age  and  2 were  males 
while  the  other  3 were  females. 

Symptomatology  r — As  illustrated  in 
Table  8,  the  symptoms  are  similar  to 
those  produced  by  a kidney  neoplasm. 

Metastasis. — Occurred  in  other  lymph 
nodes  lungs,  brain,  and  liver. 


TABLE  8.— Retroperitoneal  Tumors  (5  Cases) 


No.  of 


Lymphosarcomas  Cases 

1.  Age  and  sex  incidence 

Between  6 months  and  1 year  1 

Between  2 and  3 years  2 

Between  3 and  4 years  1 

Between  5 and  6 years  1 

Females  3;  males  2 

2.  Symptoms 

a — Perceptible  mass  4 

b — Abdominal  pain  2 

c — Loss  of  weight  1 

d — Loss  of  appetite  3 

e — Convulsions  1 

/ — Constipation  2 

g — Limp  in  right  leg  1 

3.  Metastasis 

a — Lungs  and  brain 
b — Lymph  glands 


c — Lungs  and  liver  with  ascites 
d — Spine 

4.  Diagnosis 

a — Perceptible  mass 
b — Operation 
c — Path,  report 

5.  Prognosis 

a — Bad — usual  course  is  rapid,  progressive, 
and  fatal  within  a few  months 

6.  Treatment 

a — Operation  4 

b — X-ray  1 

7.  Outcome — all  died 

2 yrs.  duration — died 

3 mo.  duration — died 
iy2  yrs.  duration — died 
5 mo.  duration — died 

3 mo.  duration — died 


Diagnosis. — A differential  diagnosis  be- 
tween a kidney  tumor  and  a retroperito- 
neal has  more  than  academic  value,  for  it 
will  spare  the  child  an  unnecessary  opera- 
tion. As  a rule,  more  than  one  mass  is 
felt.  Other  small,  freely  movable  abdomi- 
nal masses  may  be  palpated,  confusing 
the  picture  with  T.B.C.,  peritonitis,  and 
Hodgkin’s.  Urographic  studies  will  usu- 
ally show  displacement  of  kidney  and  help 
in  the  recognition  of  the  disease  (Fig.  7). 

Prognosis. — Grave.  The  usual  course 
is  rapid,  progressive,  and  fatal  within  a 
few  months. 

Treatment. — Operation  is  of  little  value, 
for  the  condition  is  usually  widespread. 
Operation  was  performed  on  4 cases,  and 
the  usual  picture  of  scattered  involve- 
ment was  observed.  The  more  conserva- 
tive method,  radiation,  appears  to  be  the 
treatment  of  choice. 

Outcome. — The  5 patients  died.  Of  the 
4 cases  operated  on  3 died  within  one 
month  of  the  operation  and  the  other 
within  three  months.  If  we  consider  the 
time  the  abdomen  appeared  to  be  en- 
larged as  the  date  of  the  diagnosis,  we  can 
conclude  that  no  case  survived  longer 
than  two  years  since  its  recognition. 
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TABLE  9. — Mediastinal  Tumors  (3  Cases) 
Types 

1.  Teratoma 

2.  Primary  carcinoma  of  thymus  (5  cases  reported  to 

date) 

3.  Liposarcoma  or  thymoma  (?) 

No.  of 
Cases 

1.  Age  and  sex  incidence 

7 months  of  age 
Between  2 and  3 years 
7 years  and  10  mo.  of  age 
Females  2;  males  1 

2.  Symptoms 

a — Cough  3 

b — Dyspnea  2 

c — Anorexia 

d — Loss  of  weight  2 

e — Cyanosis  2 

3.  Metastasis — none 

4.  Methods  of  diagnosis 

a — X-ray 
b — Paracentesis 
c — Necropsy 

5.  Prognosis — bad 

6.  Treatment 

a — Carcinoma  of  the  thymus  and  for  teratoma 
complete  extirpation  when  possible  with 
irradiation 

b — Liposarcoma  or  thymoma — irradiation 

7.  Outcome — three  patients  died 


Mediastinal  Tumors 

Three  cases  of  mediastinal  tumors  were 
encountered  in  this  review.  In  1 case  the 
diagnosis  has  not  been  definitely  estab- 
lished, there  being  a difference  of  opinion 
between  two  of  our  leading  authorities  on 
the  subject.  One  has  classified  it  as  a 
liposarcoma,  the  other  as  a thymoma. 
In  view  of  this,  we  shall  just  mention  it 
in  passing.  The  other  2 cases  are  tera- 
toma of  the  mediastinum  and  primary 
carcinoma  of  the  thymus  gland. 

Ewing20  describes  a teratoma  as  a 
tumor  composed  of  tissues  and  organs  of 
one,  two,  or  three  germinal  layers,  as 
monodermal,  bidermal,  or  tridermal  types. 
Boyd11  says, “It  is  an  attempted  formation 
of  a new  individual  within  the  tissues  of 
the  patient.  A malignant  growth  how- 
ever may  develop  in  a teratoma.”  It  is 
discussed  here  among  the  malignancies 
because  of  its  high  mortality  and  be- 
cause it  is  potentially  malignant. 

The  occurrence  of  a tumor  in  the  medi- 
astinum and  not  originating  from  the 
normal  mediastinal  structures  is  rare  and 
particularly  so  in  children.  Hedblom,29 
reviewing  the  literature  and  with  his  own 
6 cases  included,  brought  the  number  of 
cases  of  intrathoracic  dermoid  cysts  and 
teratoma  to  191.  Houghton30  in  1936 
raised  the  total  number  to  216. 

Intrathoracic  dermoid  cysts  and  tera- 


Fig.  8.  Roentgenogram  showing  mass  behind 

heart  and  areas  of  calcification  in  left  lung. 

tomas  are  especially  rare  in  children.  In 
1924  Smith  and  Stone31  searched  the 
literature  and  accounted  for  10  cases  in 
children  under  12  years  of  age.  Wilcox 
and  Wollstein32  in  1931  reported  a case 
of  mediastinal  teratoma  containing  tissues 
of  the  three  germinal  layers  and  brought 
the  number  of  cases  under  12  years  of 
age  to  14.  Eight  of  these  cases  were  in 
children  under  5 years  of  age,  while  6 
were  dermoids  and  8 teratomas.  In  these 
reviews,  the  case  of  Smith,33  a dermoid 
cyst  in  the  mediastinum  of  an  infant,  was 
not  included  and  therefore  the  number 
should  have  been  15.  Hedblom’ s report 
in  1933  included  22  cases  of  intrathoracic 
cysts  and  teratomas  in  children  under  12 
years  of  age.  Since  then  cases  of  medi- 
astinal teratoma  in  children  have  been 
reported  by  Lawrence  and  Herzberger34 
and  by  Wheatley,35  the  latter  case  being 
the  one  included  in  this  series  of  malignan- 
cies. The  infrequency  of  this  condition 
can  thus  be  appreciated. 

Symptoms. — Those  that  are  due  to 
pressure  on  neighboring  structures,  as 
cough,  dyspnea,  asthma,  and  cyanosis. 

Diagnosis. — Established  by  the  aid  of 
the  x-ray,  which  in  addition  to  the  mass 
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at  times  shows  areas  of  calcification  in 
the  lungs  (Fig.  8).  Examination  of  the 
aspirated  fluid  and  thoracotomy  confirm 
it.  At  times  it  is  difficult  to  differentiate 
it  from  an  empyema. 

Prognosis. — Bad.  The  mortality  rate 
is  extremely  high. 

Treatment. — Since  the  teratoma  is  po- 
tentially malignant,  it  should  be  com- 
pletely extirpated  whenever  possible. 

Primary  Carcinoma  of  the  Thymus 

Primary  carcinoma  of  the  thymus  is  a 
relatively  rare  disease  and  especially  so 
in  children.  It  is  its  rarity  in  childhood 
that  prompts  me  to  make  a brief  com- 
ment. 

H.  A.,  a female  child  2 years  of  age, 
was  admitted  to  the  ward  on  July  28, 
1932,  with  the  complaint  of  dyspnea, 
cough,  and  prominence  of  the  chest  wall. 
At  the  age  of  3 months  the  child  gave  a 
history  of  breath  holding  and  cyanosis. 
X-ray  at  that  time  revealed  an  enlarged 
thymus  for  which  radiotherapy  was 
given.  On  June  1,  1932,  eight  weeks 
before  admission,  her  mother  noticed 
that  the  anterior  chest  was  prominent 
and  that  the  child  had  dyspnea  and  cough. 
X-ray  on  July  1,  1932,  showed  an  en- 
larged thymus  (Fig.  9).  X-ray  therapy 
was  again  instituted  but  the  child  became 
progressively  worse  and  was  admitted  to 
the  hospital  on  July  27,  1932  (Table  9). 

Physical  examination  showed  a well- 
developed  and  nourished  female  child,  2 
years  of  age,  breathing  noisily  both  on 
inspiration  and  expiration  with  an  in- 
spiratory dilatation  of  the  alae  nasi  and 
retraction  of  the  lower  intercostal  spaces. 
Pigeon  breast  deformity  and  slight  cy- 
anosis of  lips  and  cheeks  were  also  noted. 
A diagnosis  of  mediastinal  tumor  was 
made.  The  child  died  one  week  after 
admission.  Necropsy  report:  Primary 

carcinoma  of  the  thymus  gland. 

Crosby36  in  1932  made  an  extensive 
and  thorough  search  of  the  literature  on 
malignant  growths  of  the  thymus  gland 
and  was  able  to  collect  166  cases  in  all. 
Forty-four  of  these  were  classified  as 
carcinomas  and  122  as  sarcomas.  His 


Fig.  9.  Roentgenogram  showing  primary  car- 
cinoma of  the  thymus  gland. 


review  is  even  more  startling  when  one 
notes  that  only  3 cases  of  primary  car- 
cinoma of  the  thymus  occurred  in  children 
under  13  years  of  age.  The  survey  showed 
that  carcinoma  of  the  thymus  usually 
occurs  after  the  age  of  40.  During  the 
same  year,  Symmers37  reported  25  malig- 
nant growths  of  the  thymus  and  not  a 
case  under  13  years  of  age  was  found. 
Slesinger38  in  1936  brought  the  total  num- 
ber of  cases  of  primary  carcinoma  of  the 
thymus  to  53.  Touroff’s39  case  of  pri- 
mary carcinoma  of  the  thymus  in  a child 
brought  the  total  in  children  up  to  4. 
Since  then  no  other  case  has  been  re- 
ported in  childhood.  With  this  case, 
which  has  been  briefly  presented  here, 
the  number  of  primary  carcinomas  of  the 
thymus  under  13  years  of  age  has  been 
extended  to  5. 

Carcinoma  of  the  Liver 

Primary  carcinoma  of  the  liver  in  in- 
fancy and  childhood  is  a relatively  rare 
and  rapidly  fatal  disease.  Death  usually 
occurs  within  three  to  four  months  follow- 
ing its  recognition.  Its  rarity  can  be 
appreciated  when  one  learns  that  up  until 
1933  only  100  cases  were  reported  in  the 
literature.22 

In  this  review,  2 cases  of  primary  car- 
cinoma of  the  liver  were  encountered. 
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Both  were  males,  10  months  of  age  and 
the  other  11  years. 

Symptoms —Ns  seen  in  Table  10,  the 
outstanding  symptoms  were  enlarged 
abdomen,  loss  of  weight,  fever,  vomiting, 
abdominal  pain,  cough,  and  chest  pain. 

While  metastasis  is  not  a very  common 
occurrence  it  occurred  in  the  lungs  in  1 
of  the  cases. 

Diagnosis. — Established  by  physical 
examination,  operation,  and  pathologic 
report. 

Prognosis. — Grave.  The  patient  usu- 
ally dies  within  a few  months  after  rec- 
ognition. 

Outcome. — Both  of  the  cases  died  within 
this  period  of  time. 

Carcinoma  of  the  Ovary 

While  ovarian  tumors  in  children  are 
seen  more  often  during  the  second  decade 
of  life,  that  is,  about  the  age  of  puberty 
and  just  after,  cases  have  been  reported 
during  the  first  decade  and  even  as  early 
as  in  a 7-month  fetus.40  Tumors  of  the 
ovary  comprise  about  1 per  cent  of  all 
tumors  in  children.21 

Loeb  and  Levy,41  in  reviewing  the 
literature  up  to  1931,  brought  the  number 
of  cases  of  ovarian  cysts  and  tumors  in 
children  under  10  years  of  age  to  115. 
Of  these,  10  were  listed  as  primary  car- 
cinoma of  the  ovary  and  16  as  carcinoma 
or  sarcoma.  Of  the  64  cases  surveyed 
here,  2 cases  of  primary  carcinoma  of  the 
ovary  were  observed.  In  1 of  these 
children  the  condition  was  recognized  at 
2 years  of  age  and  in  the  other  at  9. 

Symptoms. — The  child  as  a rule  is  not 
brought  to  the  physician  until  the  abdo- 
men becomes  enlarged  or  until  a mass  is 
perceptible.  As  shown  in  Table  10,  this 
enlargement  may  be  accompanied  by 
vague  abdominal  pain,  loss  of  weight, 
anorexia,  and  fatigue.  While  it  was  not 
noted  in  these  2 cases,  sexual  precocity 
(adult  distribution  of  hair,  enlargement  of 
the  breasts  and  external  genitalia,  and 
menstruation)  may  be  present  as  a re- 
sult of  ovarian  tumors. 

Metastasis. — From  Table  10  it  is  ob- 
vious that  these  tumors  metastasize  to 


TABLE  10. — Primary  Carcinoma  of  the  Liver 
(2  Cases) 


No.  of 
Cases 


1.  Age  and  sex  incidence 

1-10  months  of  age 
1-11  years  of  age 
Males 

2.  Symptoms 

a — Enlarged  abdomen  (palp,  mass)  2 

b — Loss  of  weight  2 

c — Fever  2 

d — Vomiting  1 

e — Abdominal  pains  \ 

f — Cough  l 

g — Chest  pain  l 

h — Ascites  1 

3.  Metastasis — lungs 

4.  Treatment — operation  (2) 

5.  Prognosis — very  bad 


6.  Outcome — both  died 

Primary  Carcinoma  of  the  Ovary  (Embryonal) 
(2  Cases) 

1.  Age  and  sex  incidence 

One  between  2 and  3 years 
One  between  9 and  10  years 
Females 

2.  Symptoms 

a — Fatigue  1 

b — Poor  appetite  1 

c — Abdominal  pains  1 

d — Loss  of  weight  2 

e — Enlarged  abdomen  2 

3.  Metastasis 

a — Lungs 
b — Lymph  nodes 
c — Abdominal  organs 
d — Left  ovary 

4.  Prognosis — bad 

5.  Treatment — operation  and  irradiation 

6.  Outcome — death 


the  lymph  nodes,  the  ovary,  abdominal 
organs,  and  lungs. 

Diagnosis. — Arrived  at  by  careful 
physical  examination,  operation,  and 
microscopic  examination  of  the  operative 
specimen.  When  signs  of  premature 
sexual  development  are  present,  there 
three  other  conditions  that  must  be  ruled 
out:  tumors  of  the  suprarenal  cortex, 
of  the  pineal  body,  and  of  the  third  ven- 
tricle. The  latter  two  can  be  excluded  by 
the  fact  that  they  are  almost  always 
found  in  the  male,  by  encephalography, 
and  by  the  absence  of  a mass  in  the 
abdomen.  The  other  can  be  differentiated 
by  the  male  type  of  sexual  precocity.  If 
it  occurs  in  a female  the  masculine 
characteristics  manifest  themselves  as 
hypertrichosis,  change  in  voice,  and 
hypertrophy  of  the  clitoris. 

Treatment. — Consists  in  complete  ex- 
tirpation as  early  as  possible  before  meta- 
stasis has  occurred  and  postoperative 
irradiation.  Unfortunately,  this  was 
done  in  both  cases  after  metastasis  had 
set  in. 


1204 


D.  WILLIAM  SCOTTI 


[N.  Y.  State  J.  M. 


TABLE  11. — Fibrosarcoma  of  the  Pharynx  (1  Case) 


1.  Age  and  sex  incidence 

5 years  of  age 
Female 

2.  Symptoms 

a — Swelling  of  the  left  jaw 
b — Sore  throat 

c — Difficulty  in  breathing  and  swallowing 
d — Internal  strabismus  (left) 
e — Foul  breath 
/ — Loss  of  weight 

3.  Metastasis 

Cervical  lymph  nodes 

4.  Treatment 

a — Tracheotomy 
b — Radium 
c — X-ray 

5.  Outcome 

Patient  died  five  months  after  illness 
Primary  Carcinoma  of  the  Thyroid  Gland 
(1  Case) 

(A  rare  disease — 18  cases  reported  to  date) 

1.  Age  and  sex  incidence 

11  years  of  age 
Male 

2.  Symptoms 

a — Mental  and  physical  retardation 
b — Hoarseness 
c — Difficulty  in  breathing 

3.  Prognosis 

Fair  if  surgery  with  the  aid  of  irradiation  is  re- 
sorted to  early 

4.  Treatment 

a — Subtotal  thyroid  resection 
b — Radiotherapy 


The  question  of  postoperative  irradia- 
tion is  still  a debatable  one,  the  fear  of 
ovarian  hypofunetion  being  the  issue.  I 
believe  the  more  popular  view  is  to  irra- 
diate all  eases  of  malignant  tumors  of  the 
ovary  in  children. 

Prognosis  and  Outcome. — As  a rule 
grave,  but  if  the  condition  is  detected 
early  and  before  it  metastasizes  the  out- 
look will  be  much  brighter.  Of  the  2 
cases  under  discussion,  1 died  four  months 
after  recognition  of  the  disease  and  the 
other  died  four  years  after  first  operation 
and  x-ray  therapy. 


Primary  Carcinoma  of  the  Thyroid 

Primary  carcinoma  of  the  thyroid  in 
children  under  14  years  of  age  is  not  a 
common  occurrence.  It  is  more  com- 
monly seen  in  females  than  in  males.  In 
Pemberton’s42  series  the  proportion  was 
2 : 1 in  favor  of  females.  The  case  reported 
here  occurred  in  an  11 -year-old  boy. 

E.  C.  was  admitted  to  the  hospital  on 
March  3,  1933,  with  the  complaint  of  a 
mass  in  the  neck  since  birth,  which  had 
become  progressively  larger.  With  this 
he  also  gave  evidence  of  being  physically 
and  mentally  retarded.  Hoarseness  was 
present  since  birth  but  was  more  pro- 


nounced during  the  past  two  years.  A 
slight  difficulty  in  breathing  was  also 
present  (Table  11). 

The  patient  had  had  three  previous 
operations  for  goiter  at  6 months,  7 
years,  and  at  9 years  of  age. 

Physical  examination  revealed  a large 
swelling  in  the  neck,  occupying  practically 
the  entire  anterior  region.  The  mass  was 
firm  and  nodular.  On  March  25,  1933, 
a subtotal  thyroid  resection  was  per- 
formed. 

The  patient  expired  on  March  28, 
1938. 

Pathologic  report : Multiple  adeno- 

carcinoma of  thyroid,  probably  of  fetal 
origin. 

Kennedy43  in  1935  searched  the  Ameri- 
can literature  for  twenty  years  and  found 
6 cases  in  which  carcinoma  of  the  thyroid 
gland  affected  children.  To  these  he 
added  his  own  8 cases,  bringing  the  total 
to  14.  In  1937  Hare44  reported  3 addi- 
tional cases  of  carcinoma  of  the  thyroid 
in  children  under  13  years  of  age  and 
brought  the  number  to  17.  The  case 
reported  herewith  makes  the  total  18. 

Prognosis. — As  a rule,  carcinoma  of  the 
thyroid  in  children  is  of  low  malignancy, 
growing  slowly  and  metastasizing  after  a 
long  period  of  time.  It  is  also  peculiarly 
radiosensitive.  These  factors  all  point  to 
a favorable  prognosis.  Of  the  8 cases  re- 
ported by  Kennedy,  7 were  known  to  be 
alive  after  having  the  disease  from  two 
years  to  thirteen  and  one-half  years. 

Treatment. — Consists  of  surgery  and 
radiotherapy. 

Fibrosarcoma  of  the  Pharynx 

Although  cases  have  been  reported  in 
childhood,  sarcoma  of  the  pharynx  is  not 
a very  common  disease  in  children.  The 
tumor  may  begin  either  in  the  naso- 
pharynx within  the  tonsillar  tissue  or  from 
the  pillars  and  spread  downward.  Re- 
gardless of  age,  a unilateral  enlargement 
of  a tonsil  should  cause  one  to  suspect 
the  possibility  of  a malignancy.  The 
disease  may  remain  within  the  tonsil  for 
a variable  period  of  time  and  then  break 
through  the  capsule  and  spread  to  the 
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neighboring  glands  and  thus  render  the 
outlook  grave  (Table  11). 

The  case  under  discussion  occurred  in  a 
female  child  of  5 years  of  age.  Ap- 
parently the  growth  had  begun  in  the 
tonsil,  for  prior  to  admission  to  our  hospi- 
tal a tonsillectomy  had  been  performed  at 
another  institution.  Soon  after  that  the 
condition  became  progressively  worse,  and 
despite  radium  treatment,  the  child  died 
five  months  after  onset  of  the  disease. 
General  Outcome 

Unfortunately,  22  cases  (35  per  cent) 
were  lost  to  observation.  However,  a 
study  of  the  42  known  cases  reveals  that 
1 embryonal  adenomyosarcoma  is  alive 
today  apparently  cured,  five  and  one- 
half  years  following  nephrectomy  and 
another  was  last  seen  two  and  one-half 
years  after  operation,  living  and  well. 
The  case  of  Ewing’s  tumor  of  the  ulna  is 
enjoying  good  health  today,  seven  and 
one-half  years  after  treatment  was  started. 
Since  the  cases  of  the  giant  cell  tumor  and 
cyst  of  the  third  ventricle,  although  still 
alive,  are  not  malignancies,  they  are  not 
included  among  the  survivals  of  malig- 
nant disease.  Only  3 cases,  therefore, 
have  survived  beyond  two  and  one-half 
years.  Seven  additional  cases,  which 
were  clinically  diagnosed  as  malignant, 
were  not  admitted  to  this  group  because 
of  a lack  of  confirmatory  microscopic 
examination.  It  is  obvious,  therefore, 
that  the  mortality  rate  would  have  been 
much  higher. 

Summary 

1 . A study  of  64  cases  of  malignancies 
in  infants  and  older  children  is  made. 
All  were  confirmed  by  a study  of  the  gross 
pathologic  findings  at  operation  as  well 
as  by  microscopic  examination  of  tissues 
obtained  from  biopsies  and  necropsies. 

2.  The  various  types  of  malignancies, 
the  age  and  sex  incidence,  signs,  symp- 
toms, course,  and  treatment  are  discussed. 

3.  Forty-six,  or  72  per  cent,  of  the 
cases  were  encountered  during  the  first 
5 years  of  life. 

4.  The  cases  were  about  equally  di- 
vided between  both  sexes,  35  being  males 
and  29  females. 


5.  Tumors  of  the  kidney  and  adrenal 
led  in  the  order  of  frequency,  with  those 
of  the  eye,  bones,  brain,  retroperitoneal 
glands,  mediastinum,  liver,  ovary,  phar- 
ynx, and  thyroid  gland  following  in  the 
order  named. 

6.  Wilms’  type  of  kidney  tumor  was 
the  most  common  neoplasm  in  infancy 
and  childhood. 

7.  Such  rare  conditions  as  primary 
carcinoma  of  the  kidney,  thymus,  and 
thyroid,  mediastinal  teratoma,  and  cyst 
of  the  third  ventricle  with  pubertas 
praecox  in  a female  child  are  discussed. 

8.  Of  the  64  cases,  22  were  lost  to 
observation,  and  of  the  42  known  cases, 
only  5 are  known  to  be  alive  today  (2  of 
which  are  not  malignant). 

9.  Seven  cases  that  were  clinically 
diagnosed  as  malignant  were  not  in- 
cluded because  of  lack  of  pathologic  con- 
firmation. 

10.  Death  rate,  therefore,  must  be 
higher  than  that  recorded. 

Conclusions 

Since  it  has  been  demonstrated  in  this 
study,  even  though  the  number  is  very 
small,  and  by  others  that  children  can 
survive  malignant  disease  if  recognized 
early  and  radiotherapy  is  applied  either 
alone  or  combined  with  surgery,  the  dis- 
ease should  not  be  regarded  as  entirely 
hopeless.  Another  encouraging  feature 
is  the  fact  that  such  neoplasms  as  the 
Wilms’  tumor  of  the  kidney  (the  most 
common),  endothelial  myeloma,  and  car- 
cinoma of  the  thyroid  are  radiosensitive. 
Recent  advances  in  the  application  of 
radiotherapy  and  early  recognition  of  the 
disease  offer  the  best  hope  of  decreasing 
this  frightfully  high  mortality  rate. 
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Discussion 

Dr.  Albert  Preston  Knight,  Waverly— Dr. 
Scotti  is  to  be  congratulated  upon  the  selection 
of  his  subject  particularly  because  of  the  diffi- 
culty in  diagnoses,  of  the  unavoidably  bad  prog- 
nosis, and  of  the  usual  hopelessness  of  any  treat- 
ment. His  fine,  careful,  scientific  research,  and 
his  splendid  “follow-up”  of  this  interesting 
group,  together  with  his  courage  in  presenting  a 
group  of  cases  whose  mortality  is  so  distressingly 


high  deserves  the  highest  commendation.  His 
fine  paper  offers  a hope  that  a technic  may  be 
developed  by  others  than  himself,  by  which, 
through  early  diagnosis,  a lowered  mortality 
may  be  obtained.  The  very  vagueness  of  the 
early  symptoms,  or  even  the  absence  of  them, 
may  be  considered  a reason  for  the  oversight  of 
these  neoplasms,  and  Dr.  Seotti’s  paper  is  bound 
to  induce  a consciousness  of  the  possible  meaning 
of  such  signs  and  symptoms  which  cannot  be 
correlated  with  the  simpler  diagnoses. 

His  observation,  in  this  series  of  cases — that 
the  highest  incidence  of  occurrence  of  these 
neoplasms  is  found  in  the  third  year  of  life — 
is  extremely  interesting,  particularly  since  this  is 
the  period  in  which  the  general  practitioner  or 
even  the  pediatrician  sees  but  little  of  the  child; 
his  infant-feeding  period  is  over,  and  his  contact 
with  contagion  and  accidents  has  not  yet  begun ; 
hence  the  opportunity  for  close  observation  for 
neoplastic  development  is  markedly  decreased 
just  at  the  point  wherein  an  early  diagnosis  is 
so  notably  important  and  so  liable  to  be  missed 
completely.  It  requires  the  development  of  a 
“tumor-consciousness”  and  the  retaining  of  that 
consciousness  which  will  be  of  most  help  in  the 
search  for  these  rare,  but  so  vitally  important 
conditions. 

It  has  been  my  fortune,  good  or  otherwise, 
during  the  past  week  to  see  a possible  sarcoma 
of  the  uterus  upon  our  pediatric  service  at  the 
Robert  Packer  Hospital  in  Sayre.  Since  it  falls 
in  this  particular  class  of  cases,  which  Dr.  Scotti 
has  presented,  I beg  to  presume  to  discuss  our 
findings  as  indication  of  the  very  points  which 
Dr.  Scotti  has  brought  out  so  ably  in  his  paper. 

A little  girl,  aged  9 years,  was  admitted  to  the 
service  for  study  on  May  1,  1938.  The  chief 
complaint  was  a mass  in  the  lower  abdomen, 
pain  on  urination,  and  pain  in  the  lower  abdomen. 
About  the  19th  of  March,  only  six  weeks  ago, 
the  child  complained  for  the  first  time,  of  a sense 
of  fullness  after  eating  a usual  meal,  and 
there  was  noted  an  increased  irritability.  Upon 
the  morning  of  April  19,  1938,  she  was  seized 
with  a sudden  severe  pain  just  above  the  pubis, 
which  continued  throughout  the  day,  and  which 
was  thought  by  the  mother  to  be  due  to  consti- 
pation and  for  which  she  was  given  an  enema. 
At  this  time  the  mother  noted  the  mass  in  the 
lower  abdomen,  and  thought  it  was  due  to  a 
distended  bladder  but  observed  that  following 
micturation,  the  size  of  the  mass  failed  to  de- 
crease. She  was  seen  by  her  local  doctor  four 
days  later,  and  was  admitted  to  the  local  hospital, 
not  our  institution,  for  study.  The  report  from 
this  hospital  reached  us  that  there  was  found  a 
well-defined,  firm,  tender  suprapubic  mass, 
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extending  four  fingers  above  the  umbilicus,  in 
the  midline,  and  it  was  symmetrical  in  outline. 
The  child’s  temperature  was  100  F.  She  was 
catheterized  and  there  was  no  alteration  in  the 
size  of  the  mass.  The  following  day  the  cervix 
was  dilated  and  four  ounces  of  dark  bloody  fluid 
was  lost,  and  the  uterine  cavity  was  found  to  be 
enlarged.  Following  dilatation  of  the  cervix 
the  mass  increased  in  size.  Other  points  in  the 
history  were  as  follows:  (1)  that  she  complained 
of  headache  and  pressure  in  the  temporal  regions, 
about  six  weeks  ago,  and  was  fitted  with  glasses; 
(2)  that  she  had  lost  about  10  pounds  in  the  past 
month;  (3)  that  she  complained  of  a sense  of 
fullness  after  eating  and  that  constipation  had 
developed  since  her  first  hospitalization;  (4)  that 
she  has  cramp-like  pains  in  her  lower  abdomen 
when  urinating;  (5)  easily  disturbed  nervously; 
(6)  an  interesting  point  in  the  family  history  is 
that  the  mother  had  an  ovarian  dysfunction. 

Following  admission  to  our  service,  the  out- 
standing points  in  the  physical  examination  were 
as  follows:  Temperature  101.2  F.  rectal; 

pulse  128;  respiration  22.  Dry  and  hot  skin. 
Irritable  but  cooperative.  Slight  adenoma  of 
thyroid  gland.  No  abnormal  breast  develop- 
ment or  secondary  sex  characteristics.  Physical 
examination  of  thorax  was  negative  for  patho- 
logic findings.  In  the  abdomen  there  was  a 
pyriform  mass,  lying  in  the  midline,  and  sym- 
metrical above  the  symphysis  and  extending 
upward  to  the  umbilicus.  The  tissue  over  this 
area  was  very  tender,  associated  with  a slight 
rigidity,  and  a slight  tenderness  in  the  costo- 
vertebral angles.  On  rectal  examination,  one 
noted  a firm  mass  10  cm.  above  the  anal  ring 
which  was  quite  hard,  and  the  whole  area  was 
exquisitely  tender. 

A cystoscopic  examination  was  done,  and 
proved  negative  for  any  pathologic  findings. 

The  roentgen  report  noted  a midline  abdominal 
tumor  mass  arising  from  the  pelvis,  probably  an 
enlarged  uterus.  The  report  upon  the  lung  fields 
showed  no  pathologic  changes. 

The  laboratory  tests  showed  the  following 
points  of  interest:  the  Friedman’s  test  was  posi- 
tive in  normal  concentration  of  urine;  the  uri- 
nary studies  were  constantly  negative  except  for 
a slight  trace  of  albumen;  the  Kahn  test  was 
negative;  the  tuberculin  reaction  was  negative; 
and  the  blood  chemistry  showed  no  particular 
change  from  the  normal  figures.  No  marked 
secondary  anemia  was  observed,  though  the 
white  cell  count  was  19,700,  with  a differential 
count  of  88  per  cent  polymorphonuclears  and  a 
lymphocyte  count  of  12  per  cent. 

On  May  5,  1938,  a laparotomy  was  done.  In 
the  midline,  in  the  lower  abdomen,  there  was  a 


pyriform  mass,  the  anterior  surface  of  which 
was  adherent  to  the  anterior  abdominal  wall. 
These  adhesions  were  freed  with  much  difficulty, 
and  on  entering  the  peritoneal  cavity,  there  was 
found  a mass,  extending  upward  from  the  cervical 
region  of  the  uterus,  contiguous  with  this  organ 
and  completely  masking  it.  Its  anterior  surface 
was  somewhat  rough,  and  had  many  bleeding 
points  from  the  freeing  of  the  adhesions;  it  was 
somewhat  soft  in  consistency,  though  the  mass 
itself  was  not  particularly  vascular,  since  there 
was  but  little  bleeding  when  it  was  incised  for  a 
specimen  for  biopsy.  Anteriorly,  the  bladder 
was  adherent,  as  were  loops  of  small  bowel  upon 
the  proximal  surface,  with  adhesions  of  both 
ascending  and  descending  colons  upon  either 
side.  Marked  vascularity  with  distended  veins 
laid  on  either  side  of  the  mass,  which  together 
with  the  adhesions  made  mobilization  and 
removal  impossible. 

A biopsy  was  done  and  frozen  sections  were 
made,  followed  later  by  paraffin  sections,  which 
showed  sarcoma  to  be  present,  in  which  degenera- 
tion had  begun.  This  one  section  was  taken 
from  the  anterior  surface  of  the  mass  and  indi- 
cated only  the  tissue  available  for  biopsy  in  that 
region,  hence  a complete  pathologic  diagnosis  is 
impossible  until  autopsy  permits  study  of  the 
entire  mass  with  it's  possibilities  of  teratoma 
with  sarcomatous  degeneration  as  a further  con- 
sideration. 

The  abdomen  was  closed  and  the  patient  re- 
turned to  the  ward  in  good  condition.  Except 
for  a slight  postoperative  rise  in  temperature 
she  is  progressing  nicely  as  far  as  the  laparotomy 
itself  is  concerned.  Deep  roentgen-ray  therapy 
is  to  begin  as  soon  as  the  abdominal  wound  is 
healed,  with  the  hope  of  alleviation  of  some  of 
the  symptoms  which  are  bound  to  develop. 
Further  studies  of  the  case  are  to  be  done  and 
reported  later. 

It  is  felt  that  the  history  of  this  case  definitely 
illustrates  the  vagueness  of  the  signs  and  symp- 
toms early  in  the  development  of  the  tumor 
mass  and  emphasizes  the  need  for  a tumor- 
consciousness  which  Dr.  Scotti  has  brought  to 
our  attention. 

Dr.  Alfred  F.  Hocker,  New  York  City — Dr. 
Scotti’s  paper  is  a timely  one  because  it  impresses 
us  with  the  fact  that  cancer  is  not  only  a disease 
of  advanced  age  but  occurs  also  in  infancy  and 
childhood.  Although  the  pediatrician  sees  rela- 
tively few  cases  of  cancer  in  his  practice,  a paper 
on  the  subject  tends  to  make  him  more  alert  to 
its  possibilities  and  thereby  to  recognize  the 
disease  in  an  earlier  stage.  Dr.  Scotti  has  tersely 
stated  the  end  results  obtained  by  the  best 
accepted  methods  of  treatment  employed  during 


1208 


D.  WILLIAM  SCOTTI 


[N.  Y.  State  J.  M. 


the  past  few  years  They  conform  with  those 
of  other  observers  and  the  only  conclusion  we 
can  make  is  that  they  have  been  uniformly  poor. 

Surgery  has  practically  reached  the  limit  of  its 
possibility  in  the  cure  of  cancer  in  the  young. 
X-ray  therapy  is  less  static  and  with  the  im- 
provement in  equipment  and,  the  technic  of 
administration,  offers,  either  alone  or  in  com- 
bination with  surgery,  some  hope  for  the  cure 
of  certain  types  of  the  disease.  If  cure  cannot 
be  obtained  then  I am  certain  that  the  benefit 
in  prolonging  life  comfortably  is  substantial. 

One  feature  common  to  tumors  of  children  is 
that  the  localities  in  which  they  originate  are 
different  from  those  affected  by  neoplasms  of 
adults.  For  example,  the  great  proclivity  of 
infants  and  children  to  malignant  tumors  of  the 
kidney  and  eye  is  in  marked  contrast  to  the 
rarity  of  tumors  of  these  organs  in  adults.  The 
data  presented  by  Dr.  Scotti  furnishes  evidence 
of  the  unusually  high  incidence  of  renal  tumors 
in  children. 

For  many  years  the  primary  treatment  of 
Wilms’  tumors  has  been  by  nephrectomy  alone  or 
nephrectomy  supplemented  by  pre-  and  post- 


operative x-ray  therapy.  Because  recurrences 
are  so  frequent  after  operations,  Dean,  Ferguson, 
Alcock,  and  others  believe  that  this  treatment 
should  be  discarded. 

Due  to  the  radiosensitivity  of  Wilms’  tumors, 
which  depends  on  its  congenital  origin,  embryonal 
structure,  and  unstable  vascularity,  x-ray  ther- 
apy alone  is  now  becoming  the  treatment  of 
choice.  Cases  treated  in  the  past  few  years  by 
new  and  improved  technics  of  irradiation  have 
shown  encouraging  results  in  the  hands  of  several 
observers.  Dr.  Walter  McNeill  reported  on  a 
patient  with  Wilms’  tumor  at  the  last  meeting 
of  the  American  Urological  Association  who  was 
treated  in  September,  1934,  and  who  is  still 
alive  at  the  present  time  without  evidence  of 
disease.  Alcock  has  2 cases  which  have  sur- 
vived over  four  years  and  Dean  has  recently 
declared  that  irradiation  alone  is  the  treatment 
which  will  be  pursued  in  the  future. 

These  immediate  results  are  at  least  encourag- 
ing and  point  out  that  continued  study  and  fur- 
ther improvements  in  x-ray  technic  may  pro- 
duce a more  uniform  and  favorable  survival  rate 
in  the  treatment  of  Wilms’  tumors. 


The  Forty-first  Annual  Meeting  of  the  Medical 
Library  Association  will  be  held  June  27-29, 
1939,  at  the  Academy  of  Medicine  of  Northern 
New  Jersey,  91  Lincoln,  Park,  Newark.  The 
program  will  include  addresses,  discussions,  and 
demonstrations  on  library  procedure,  medical 
history,  and  literature. 

This  association  consists  of  about  250  of  the 
medical  libraries  of  this  country  and  Canada, 
together  with  their  librarians  and  a group  of  sup- 
porting members  who  are  chiefly  physicians  in- 


terested in  medical  literature  and  libraries.  The 
officers  of  the  association  are  as  follows:  presi- 
dent, Mr.  James  F.  Ballard,  Boston;  vice- 
president,  Dr.  George  R.  Minot,  Boston;  secre- 
tary, Miss  Janet  Doe,  New  York;  treasurer, 
Miss  Louise  D.  C.  King,  Baltimore;  chairman  of 
executive  committee,  Miss  Marjorie  J.  Darrach, 
Detroit. 

Everyone  who  is  interested  in  a wider  knowl- 
edge of  medical  literature  and  in  the  development 
of  medical  libraries  is  invited  to  attend. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Frank  J.  Alessi 

34 

Buffalo 

January  10 

Niagara  Falls 

James  R.  Bolton 

79 

N.  Y.  U. 

February  24 

Beacon 

Day,  La  Mott 

76 

N.  Y.  U. 

March  7 

West  Henrietta 

Ebenezer  R.  Faulkner 

62 

M.  R.  C.  S.  London, 
F.  R.  C.  S.  England 

May  29 

Manhattan 

Samuel  Peskin 

65 

N.  Y.  U. 

May  23 

Manhattan 

Henry  G.  Peter 

44 

N.  Y.  Horn. 

May  21 

Glendale 

Isidor  Shulman 

54 

L.  I.  C. 

May  10 

Brooklyn 

Alvarez  H.  Smith 

73 

N.  Y.  U. 

May  22 

Brooklyn' 

Thomas  Stone 

84 

P.  &s. 

May  19 

Manhattan 

William  Stubenbord 

86 

N.  Y.  U. 

May  23 

Manhattan 

Hugo  von  Dessauer 

60 

L.  I.  C. 

January  2 

Brooklyn 

William  L.  Wheeler 

65 

P.  &S. 

May  22 

Manhattan 

U.  Grant  Williams 

76 

Syracuse 

May  14 

Newport 
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Evening  Session 

Monday,  April  24,  1939 

The  session  reconvened  at  8:30  o’clock. 
Speaker  Flynn:  The  House  will  be  in  order. 
Is  there  a quorum  present,  Mr.  Secretary? 
Assistant  Secretary  Podvin:  There  is. 

58.  Amendments  to  Constitution  and  Bylaws 

Sections  15,  87 

Speaker  Flynn:  The  first  order  of  business 

this  evening  is  certain  amendments  and  revisions 
to  the  Constitution  and  Bylaws,  which  are  before 
you  for  action.  I am  going  to  ask  Dr.  Podvin, 
the  Assistant  Secretary  to  read  the  first  section. 

Change  of  Dues’  Year 
Bylaws — Chapter  I,  Section  2 
Assistant  Secretary  Podvin:  This  first 

change  in  the  Bylaws  merely  refers  to  changing 
the  date  of  the  fiscal  year,  and  so  it  has  no  relative 
importance  as  to  change  of  meaning  of  the  By- 
laws except  the  changing  of  dates.  It  reads  as 
follows : 

CHAPTER  I,  SECTION  2 

Add  to  (a)  new  sentence  following  the  words 
‘and  payable’ : 

“ ‘The  dues’  year  shall  coincide  with  the 
fiscal  year,  July  1st  to  June  30th  of  the 
succeeding  year.’  ” 

That  part  in  the  old  constitution  reads: 
“The  term  ‘good  standing’  is  hereby  defined 
as : (a)  A member  is  in  good  standing  when  his 
dues  to  his  County  Society  and  the  assessment 
of  the  State  Society  have  been  paid  when  they 
are  due  and  payable” 
and  you  add  to  that: 

“The  dues’  year  shall  coincide  with  the  fiscal 
year,  July  1st  to  June  30th  of  the  succeeding 
year.” 

The  second  change: 

“Change  ( b ),  first  sentence,  by  deleting  the 
words  ‘May  31’  and  inserting  the  words  ‘De- 
cember 31st,’  making  it  read: 

“ ‘A  member  whose  dues  and  assessments  are 
unpaid  after  December  31st  of  any  current 
year  is  not  in  good  standing.’  ” 

It  is  the  same  sentence  as  appears  in  the  present 
Bylaws,  only  a change  of  date. 

The  third  change: 

‘‘Change  (c),  first  sentence,  by  deleting  the 
words  ‘December  31’  and  inserting  the  words 
‘June  30th,’  and  making  it  read: 

“ ‘A  member  whose  dues  and  assessments  are 
unpaid  after  June  30th  of  any  current  year 
shall  automatically  be  dropped  from  the 
rolls  of  membership.  . . .’ 

“Add  a new  portion  to  be  known  as  ( d ) to  read 
as  follows : 


“ ‘The  change  of  the  dues’  year  shall  first 
become  operative  on  July  1st,  1940,  pro- 
vided, however,  that  County  dues  and  State 
assessment  shall  be  paid  at  half  the  annual 
rate  for  the  six  months’  period,  January  1st, 
1940,  to  June  30th,  1940,  the  full  regular 
annual  rate  to  be  paid  thereafter,  as  herein- 
before provided.’  ” 

You  see  that  is  to  make  the  change  in  the  fiscal 
year  beginning  July  1 so  that  in  1940  we  will  pay 
half  dues  for  the  first  half  of  the  year,  and  then 
full  dues  for  the  last  half  and  for  the  first  six 
months  of  the  next  year. 

“In  the  event  of  the  adoption  by  the  House  of 
Delegates  of  the  foregoing  sentences,  (a),  ( b ), 
(c),  and  ( d ),  it  will  be  necessary  to  change  the 
following  previously  suggested  amendment 
0 d ): 

“ ‘Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  November  1st 
shall  be  credited  to  the  ensuing  calendar 
year;  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  elec- 
tion.’ 

“to  read  as  follows: 

“ ‘(e)  Dues  and  State  assessment  of  a mem- 
ber elected  or  reinstated  after  May  1st  shall 
be  credited  to  the  ensuing  calendar  year; 
all  rights  and  privileges  of  membership, 
however,  dating  from  the  time  of  election.’ 
“In  the  event  that  the  amendments  changing 
the  dues’  year  should  not  be  adopted,  there 
would  still  be  before  the  House  for  action  the 
previously  suggested  amendment  to  Section  1, 
which  would  become  sentence  ( d ),  allowing 
dues  collected  after  November  1st  to  be 
credited  to  the  ensuing  calendar  year.” 

That  is  submitted  by  the  Council,  and  I as- 
sume is  before  the  House  for  adoption.  I so 
move. 

The  motion  was  seconded. 

Dr.  Merwin  E.  Marsland,  Westchester:  I 

raise  the  question  about  the  wording  of  this 
amendment  where  it  speaks  of  reinstatement  af- 
ter May  1 being  credited  to  the  ensuing  “calen- 
dar” year.  Is  it  the  intention  there  to  say  to  the 
ensuing  “fiscal”  year? 

Dr.  James  F.  Rooney,  Albany:  I think  Dr. 

Marsland  is  quite  right,  because  the  intention  of 
the  Board  of  Trustees  was  that  all  of  the  dues 
collected  after  May  1,  in  the  event  of  the  adop- 
tion of  these  amendments,  was  to  be  credited  to 
the  ensuing  fiscal  year,  not  the  ensuing  calendar 
year.  In  conformity  with  our  present  procedure 
where  the  fiscal  year  runs  from  January  1 to 
December  31,  and  where  all  dues  collected  after 
November  1 of  that  calendar  year  are  credited  to 
the  ensuing  calendar  year,  this  wording  should  be 
changed  to  read  “the  ensuing  fiscal  year,”  on 
members  elected  or  reinstated  after  May  1,  and 
not  “the  ensuing  calendar  year.” 
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Dr.  Walter  D.  Ludlum,  Kings:  I also  agree 

with  that  statement. 

Dr.  Leo  F.  Schiff,  Clinton:  I move  that 

Section  ( e ) be  amended  by  substituting  the  word 
“fiscal”  for  the  word  “calendar”  in  referring  to 
the  year. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. 

Speaker  Flynn:  Is  there  a desire  to  adopt 

(a),  ( b ),  (c),  ( d ),  and  ( e ) en  bloc,  or  would  you 
desire  to  take  each  one  separately.  They  all 
pertain  to  the  same  subject,  the  changing  of  the 
fiscal  year. 

Dr.  James  F.  Rooney:  Yes,  just  the  neces- 

sary changes  to  make  effective  a fiscal  year  run- 
ning from  July  1 to  June  30.  I think  the  mem- 
bers may  be  interested  to  know  why  the  proposal 
was  made  that  the  fiscal  year  be  changed.  The 
reason  for  it  is  this:  All  officers  take  office  im- 
mediately after  the  Annual  Meeting  of  this 
Society,  which  usually  occurs  in  the  late  spring 
months,  in  contradistinction  to  the  old  procedure 
of  the  Society,  which  is  a heritage  from  the  old 
Medical  Society  of  the  State  of  New  York  before 
the  consolidation  of  the  Association  and  Society, 
which  the  Society  was  obliged  to  meet  in  January 
of  every  year  concurrently  with  the  Legislature 
for  the  supposed  effect  upon  legislative  opinion, 
and  all  the  meetings  had  to  be  held  in  Albany. 
At  that  time  it  was  perfectly  all  right  to  run  the 
fiscal  year  from  January  1 on  because  the  meeting 
was  always  held  before  the  third  week  in  January, 
and  when  those  officers  took  over  it  meant  a very 
easy  financial  adjustment  from  January  1 to 
December  31.  After  the  consolidation,  after  the 
breakup  and  consolidation  of  the  old  Society  and, 
shall  one  say,  withdrawing  Association  due  to  a 
rift  at  that  time,  the  meetings  were  held  in  the 
spring,  but  there  has  been  no  change  made  in  the 
Constitution  or  Bylaws  to  adjust  the  fiscal  year 
in  conformity  with  the  change  of  the  time  of 
meeting,  so  that  our  treasurer’s  report  and  all  the 
rest  of  the  financial  affairs  of  the  Society  have 
been  running  on  two  bases:  a fiscal  year  ending 
December  31  and  an  annual  year  beginning  usu- 
ally the  1st  of  June. 

In  order  to  adjust  those  differences  the  Trus- 
tees felt  that  they  should  be  brought  into  con- 
formity, and  they  suggested  that  the  fiscal  year 
run  from  July  1 to  June  30.  It  is  going  to  make 
it  very  much  easier  for  accounting  purposes, 
for  the  audit,  for  the  conduct  of  the  financial 
affairs  of  the  Society,  and  for  a better  under- 
standing on  the  part  of  the  membership.  All  of 
these  proposed  amendments  are  merely  one,  em- 
bodying the  necessary  changes  in  various  por- 
tions of  the  Constitution  and  Bylaws  relating 
to  the  fiscal  year.  I move  you,  Mr.  Speaker, 
therefore,  that  the  House  consider  all  of  these 
amendments  as  one  amendment,  and  that  we 
vote  on  the  matter  as  a whole. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. 

Component  County  Medical  Societies — Policies 
Bylaws — Chapter  XV 
Section  89 

Speaker  Flynn  : The  next  is  a proposed 

amendment  to  Chapter  XV  of  the  Bylaws. 

Assistant  Secretary  Podvin:  Also  sub- 

mitted by  the  Council : 


“Amend  by  adding  a new  Section  7 to  read: 

“ ‘The  component  County  Medical  Societies, 
their  officers,  committeemen,  and  members 
shall  not  initiate  any  policy,  propose  any 
legislation  or  participate  in  any  activities 
that  are  contrary  to  the  policies  of  the  Medi- 
cal Society  of  the  State  of  New  York.  This 
shall  not  be  interpreted  to  prevent  a com- 
ponent County  Society  from  initiating  any 
policy  applicable  to  the  profession  within  its 
boundaries  and  within  the  framework  of 
adopted  policy  of  the  Medical  Society  of  the 
State  of  New  York.’  ” 

Speaker  Flynn:  You  have  heard  this  pro- 

posed change  read  to  you  by  the  Assistant  Secre- 
tary. What  is  the  pleasure  of  the  House  of 
Delegates? 

Dr.  Arthur  S.  Driscoll,  Richmond:  I move 

the  adoption  of  the  proposed  change. 

The  motion  was  seconded. 

Speaker  Flynn:  It  is  now  open  for  discus- 

sion. 

Dr.  George  Baehr,  New  York:  This  im- 

presses me,  Mr.  Speaker,  as  a gag  rule  which  will 
do  the  Medical  Society  of  the  State  of  New  York 
no  good. 

Dr.  Laurance  D.  Redway,  Westchester:  Mr. 

Speaker  and  Gentlemen  of  the  House  of  Dele- 
gates: There  is  before  this  House  for  your  con- 
sideration a new  section,  being  an  amendment  to 
Chapter  XV,  Section  7,  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York. 

You  have  read  it,  probably,  with  the  same 
amazement  as  we  in  Westchester:  amazement 
that  the  honorable  Council  of  the  State  Society 
could  presume  to  ask  men  of  intelligence  to 
squander  their  time  in  the  serious  consideration 
of  a measure  which  would  gag  their  utterance, 
stifle  their  opinions,  and  limit  their  thinking. 
This  is  an  amendment  which  would  confine  to  the 
limits  of  county  concentration  camps  the 
thoughts  and  activities  of  the  various  County 
Societies,  their  officers,  committeemen,  and  mem- 
bers. Is  this  a State  Medical  Society  or  a Bund? 

It  can’t  happen  here?  We,  of  Westchester, 
say  it  has  happened  here.  Before  your  eyes  is  the 
evidence;  a measure,  which,  gentlemen,  would 
replace  the  free  and  untrammeled  processes  of 
American  democratic  practice  by  the  strangula- 
tion of  authoritarian  rule,  in  this  Society,  in  the 
State  of  New  York.  The  honorable  Council  of 
the  Medical  Society  of  the  State  of  New  York  has 
the  effrontery  to  ask  you  to  confer  that  power 
upon  it. 

But  that  is  not  the  worst,  gentlemen.  De- 
grading and  vicious  as  the  measure  is,  insulting  to 
your  ideals  and  intelligence  as  is  the  fact  that  you 
are  being  asked  even  to  consider  it,  far  worse  in 
its  ultimate  effects  and  implications  is  the  fact 
that  it  could  have  been  written  at  all. 

Who  in  this  honorable  Society,  or  what  group, 
is  responsible?  That,  gentlemen,  is  important. 
It  is  a foregone  conclusion  that  you  will  defeat  the 
measure — I hope  unanimously.  But  you  will 
not  thereby  have  altered  the  fact  that  within  the 
Medical  Society  of  the  State  of  New  York  some, 
some  group  inoculated  with  the  virus  of  authori- 
tarian power  has  conceived  it,  has  openly  coveted 
the  abridgment  of  your  constitutional  right  of 
free  speech  and  liberty  of  action.  Some  person, 
some  group  of  sufficient  persuasiveness  has  pre- 
vailed upon  the  honorable  Council  of  this  Society 
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to  place  this  blot  upon  the  otherwise  proper 
agenda  of  last  year’s  and  this  year’s  meeting,  dis- 
playing to  the  public  contempt  on  the  record  this 
measure  in  all  its  vicious  and  degrading  implica- 
tions of  suspicion,  fear,  and  neurotic  excitement. 

If  this  has  happened  once,  it  can  happen  again. 
We,  of  Westchester,  call  upon  you,  gentlemen, 
not  only  to  defeat  the  measure  but  to  conduct  an 
inquiry  into  its  origin.  We  call  upon  the  Speaker 
of  the  House  to  require  a rising  vote  on  this  meas- 
ure that  we  may  all  ascertain  the  extent,  if  any, 
and  the  locality,  if  such  there  be,  wherein  the 
support  of  such  an  undemocratic  and  disgraceful 
proposal  may  be  found.  (Applause) 

Dr.  Walter  P.  Anderton,  New  York:  I 

move  you  the  question. 

Speaker  Flynn:  The  question  is  called  for. 

Those  in  favor  of  the  previous  question  say 
“Aye”;  those  opposed,  “No.”  The  motion  is 
lost. 

Dr.  James  F.  Rooney:  I think  what  my 

friend,  George  Baehr,  has  just  said,  and  what  my 
friendly  enemy,  Redway,  who  has  taken  me  over 
the  coals  within  the  last  year  for  maligning,  mis- 
interpreting, and  misrepresenting  everything  in 
relation  to  a question  that  came  before  the  last 
House,  is  quite  correct.  I think  as  this  amend- 
ment is  worded  it  would  be  a most  unfortunate 
thing  if  we  put  it  in  our  Constitution  and  Bylaws. 
I believe  the  intent  of  this  thing  is  quite  correct, 
however.  That  intent  is  this,  and  I can  speak 
from  experience:  This  Society  has  had  great 
trouble  in  the  legislative  halls  for  many  years  by 
self-constituted  representatives  of  Medical  Socie- 
ties and  supposed  groups  in  Medical  Societies 
appearing  at  legislative  hearings  and  representing 
the  fact  that  they  spoke  for  the  Medical  Society 
when  they  did  not  speak  for  anything  of  the  sort. 
There  is  nothing  that  can  abridge  the  right  of  any 
citizen  in  the  United  States  to  petition  any 
Legislature  or  any  Congress.  There  is  nothing  in 
the  law  of  the  State  of  New  York  or  in  the  Con- 
stitution and  Bylaws  of  this  State  Society  that 
can  abridge  the  right  of  any  citizen  to  ask  to  have 
any  bill  introduced  that  he  can  persuade  a 
legislator  to  introduce  for  him.  But  there  is  one 
important  thing  that  cannot  be  forgotten : If  this 
Society  is  going  to  stand  for  anything  in  relation 
to  legislation  that  it  expects  to  have  carried 
through  it  can  only  be  done  by  unity  of  effort. 

There  should  be  complete,  absolute,  and  free 
discussion  of  all  legislative  policy  in  the  Society, 
but  once  that  policy  is  decided  upon  it  should  be 
a democratic  representative  proposition:  that 
the  minority  who  is  licked  takes  their  medicine, 
goes  home  and  licks  their  wounds,  and  sticks  to 
the  majority  opinion.  Other  than  that  there 
will  be  no  representative  government,  and  we  are 
going  to  deal  with  soviets — soviets. 

I think  this  amendment  can  be  changed  to  ac- 
complish that  purpose  without  curbing  initiative. 
Personally,  when  I first  read  it  I laughed  at  it. 
Let  me  reread  it  for  a moment : “shall  not  initiate 
any  policy” — for  heaven’s  sake,  where  do  policies 
in  this  Society  initiate  except  in  the  County 
Society?  They  have  to  initiate  there.  Pro- 
hibiting any  County  Medical  Societies,  their 
officers,  committeemen,  and  members  from 
initiating  any  policy — why  of  course  they  have  to 
initiate  in  the  mind  of  someone — “propose  any 
legislation  or  participate  in  any  activities” — 
there  is  not  anything  in  the  Constitution  and  By- 
laws of  this  Society  or  anything  that  you  can 


possibly  write  into  them  that  can  prevent  any 
member  from  coming  before  any  legislative  hear- 
ing and  saying,  “I  am  Dr.  Jones.  I am  a member 
of  the  Medical  Society  of  the  State  of  New  York. 
I represent  myself,  and  I am  opposed  to  this 
legislation,”  and  take  your  chance  on  a hearing. 
That  is  all  right,  but  if  you  go  there  and  say,  “I 
am  Dr.  Jones,  and  I represent  Westchester 
County”  as  has  been  done  and  I have  had  to  deal 
with  it — I had  to  deal  with  it  by  getting  a tele- 
gram within  three-quarters  of  an  hour  stating 
they  did  not  represent  Westchester  County  for 
the  benefit  of  the  Committee,  but  that  is  another 
story — that  is  all  wrong. 

Let  us  see  how  this  wording  would  suit  the 
opponents,  “The  component  County  Medical 
Societies,  their  officers  or  committeemen” — not 
members — “shall  not  propose  any  legislation  con- 
trary to  the  declared  policies  of  the  Medical 
Society  of  the  State  of  New  York”  and  end  it 
there. 

If  we  do  that,  it  means  that  if  the  House  of 
Delegates  has  declared  a policy,  and  we  have 
agreed  to  it  in  the  House  of  Delegates  assembled, 
or  in  the  Council  acting  for  the  House  of  Dele- 
gates, and  there  has  been  plenty  of  chance  for 
discussion,  plenty  of  opportunity  for  a hearing, 
and  we  have  initiated  or  inaugurated  a policy  for 
the  Medical  Society  of  the  State  of  New  York, 
then  if  five  counties  out  of  the  sixty  in  this  state 
go  before  the  Legislature  and  say,  “We  are 
against  it,”  immediately  all  these  weak-kneed 
guys  up  there  have  a chance  to  say,  “What  the 
hell,  the  medical  profession  is,  as  usual,  disorgan- 
ized, and  we  can  vote  as  we  please,”  we  will  get 
nowhere. 

That,  gentlemen,  in  essence,  is  the  reason  I 
proposed  it,  and  the  resolution  of  the  House  was 
carried  out  exactly  to  that  effect  some  eight  or 
nine  years  ago,  or  twelve  years  ago,  because  I 
had  to  meet  the  situation  hand  running  for  seven 
years. 

Let  us  reread  it,  let  us  consider  it,  and  I would 
be  interested  to  hear  the  discussion  from  that 
angle.  I propose  to  amend  this  amendment  as 
follows : 

“The  component  County  Medical  Societies, 
their  officers  or  committeemen,  shall  not  propose 
any  legislation  contrary  to  the  declared  policies 
of  the  Medical  Society  of  the  State  of  New 
York.” 

Speaker  Flynn:  Is  that  a substitute  or  an 

amendment  to  this? 

Dr.  Rooney:  This  is  a substitute  for  the 

proposed  amendment.  I move  the  substitute 
motion. 

The  motion  was  seconded. 

Dr.  Rooney:  A gentleman  here  raised  a 

question.  This  says,  “shall  not  propose  any 
legislation.”  I feel  that  the  word  “propose”  will 
cover  the  question  of  introduction  of  legislation 
or  appearing  contrary  to  the  declared  policies  of 
the  Medical  Society  of  the  State  of  New  York  in 
relation  to  pending  legislation  because  that  is 
proposed  legislation. 

Now,  gentlemen,  take  this  one  thing  into  con- 
sideration: Bear  in  mind  we  are  going  through  a 
crucial  period.  Bear  in  mind  we  are  going 
through  a crucial  period  in  relation  to  the  position 
of  the  physician  to  the  body  politic  in  this  coun- 
try. Bear  in  mind  that  our  opponents,  the 
propagandists  and  the  politicians,  are  anxious  to 
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secure  either  the  actual  or  the  apparent  disorgan- 
ization of  this  profession  on  the  basis  of  the  old 
maxim  of  Julius  Caesar,  divide  et  impera,  break 
them  up  into  small  groups  and  lick  them  piece- 
meal. For  that  very  reason  this  is  the  time  when 
more  than  ever  before  legislative  bodies  the  pro- 
fession of  medicine  ought  not  alone  to  be  united 
but  ought  to  appear  to  be  united.  If  we  have 
dissension,  gentlemen,  it  is  like  the  old  story  of 
the  gentleman  in  the  first  Congress  who  said, 
“Gentlemen,  we  must  either  hang  together  or  we 
will  hang  separately.”  So  that  I feel  I want  to 
explain  that  question  of  the  word  “propose.”  If 
someone  else  has  a better  word  let  him  go  to  it. 

Dr.  William  S.  Collens,  Kings:  “Initiate” 

is  a better  word. 

Dr.  Rooney:  No,  not  “initiate.” 

Speaker  Flynn:  How  does  it  read  now? 

Dr.  Rooney:  “The  component  County 

Medical  Societies,  their  officers  or  committeemen 
shall  not  propose — ” 

Chorus:  In  the  Legislature. 

Voice:  How  about  “introduce?” 

Dr.  Rooney:  Let  me  think  for  a moment, 

gentlemen.  (Laughter)  It  is  not  in  the  Legis- 
lature. I still  think  that  “propose”  covers  it. 
I do  not  think  we  can  choose  a better  word. 
That  means  to  propose  to  the  Legislature  or  to 
propose  before  a legislative  body  the  advocacy  of 
legislation  that  is  in  opposition  to  the  declared 
policies  of  the  State  of  New  York. 

Voice  : Why  not  say  it,  then? 

Dr.  Louis  A.  Friedman:  Why  don’t  you  put 

it  in  those  words  then? 

Voice:  “Shall  not  sponsor.” 

Dr.  Rooney:  Advocate  or  propose. 

Dr.  Laurance  D.  Redway,  Westchester: 
Point  of  order!  I arose  to  a point  of  order  on  Dr. 
Rooney’s  behalf,  the  point  being  that  the  new 
amendment  which  Dr.  Rooney  is  proposing  must 
follow  the  ordinary  routine  prescribed  by  the 
Bylaws — 

Chorus:  No!  No! 

Dr.  Red  way:  I asked  that  question  as  to 

whether  it  must  or  must  not,  whether  it  may  be 
voted  on  tonight  or  whether  it  will  have  to  follow 
the  usual  routine  of  being  published  for  a year  and 
voted  on  at  a subsequent  meeting,  in  which  case  a 
little  more  time  would  be  available  for  the  proper 
wording  of  such  a resolution. 

Speaker  Flynn:  Is  Mr.  Brosnan  or  Mr. 

Clearwater  in  the  room  to  answer  that? 

Dr.  Rooney:  May  I speak  to  that?  He 

asked  me  the  question,  Mr.  Speaker,  as  a matter 
of  point  of  order.  The  moment  an  amendment 
to  the  Constitution  or  Bylaws  is  proposed,  with 
due  notice  having  been  given  of  that  change,  any 
modifications  or  substitutions  can  be  made  at  the 
meeting  at  which  that  is  noticed  for  action. 

Mr.  Brosnan:  Correct. 

Speaker  Flynn  : All  right,  Dr.  Rooney,  con- 

tinue! 

Dr.  Walter  D.  Ludlum,  Kings:  Another 

point  of  order,  may  I ask  when  this  amendment 
was  proposed  to  the  House? 

Speaker  Flynn  : Last  year. 

Dr.  Rooney:  Shall  I read  this  briefly  again: 

“The  component  County  Medical  Societies,  their 
officers  or  committeemen,  shall  not  propose  or 
advocate  any  legislation  that  is  contrary  to  the 
declared  policies  of  the  Medical  Society  of  the 
State  of  New  York.” 

Dr.  Redway  asked  a question  as  to  what  has 


to  be  done  to  initiate  such  legislation.  The 
Legislative  Committee  or  the  present  Council 
Committee  on  Legislation  cannot  of  itself  initiate 
any  legislation  whatsoever.  The  House  of 
Delegates  declares  the  policy.  The  other 
governing  branches  of  the  Society  simply  take 
that  declared  policy  and  adapt  it  to  the  exigencies 
of  the  time  and  of  the  moment  and  instruct  the 
Committee  on  Legislation  to  prepare  for  intro- 
duction into  the  Legislature  the  legislation  that 
conforms  to  the  declared  policy  of  the  Society. 
You  are  safeguarded  all  along  the  line,  and  during 
that  time  before  the  Committee  on  Legislation 
you  have  plenty  of  opportunity  to  confer  with 
them,  to  talk  with  them,  to  represent  your  views 
to  them,  and  to  have  your  opinions  heard. 

Bear  in  mind  one  thing:  The  only  purpose  of 
this  amendment  is  to  prevent  the  evils  of  appar- 
ent disorganization  and  disunion  of  the  profes- 
sion. I think  that  when  you  speak  about  not 
initiating  a policy,  I am  frank  to  say,  as  I said  in 
the  beginning,  that  the  amendment  unfortu- 
nately is  poorly  worded.  The  intention  is  ex- 
cellent, but  it  is  poorly  worded,  and  I propose 
that  amendment  as  the  substitute  for  the  origi- 
nally proposed  amendment. 

Dr.  Leo  F.  Schiff,  Plattsburg:  I both  agree 

and  disagree  with  Dr.  Rooney. 

Dr.  Rooney:  You  always  have. 

Dr.  Schiff:  I hope  you  will  agree  with  me 

when  I get  through. 

Dr.  Rooney:  I hope  so.  I sometimes  do 

that. 

Dr.  Schiff:  There  is  not  any  question  as  to 

the  value  of  a properly  drawn  amendment  which 
will  not  interfere  with  the  rights  of  any  individual 
doctor  having  his  opinion  and  expressing  it  on  his 
own  behalf.  I do  not  think  we  should  pass  an 
amendment  whereby  we  say  one  thing  which  is 
supposed  to  mean  something  else.  Let  us  find 
the  word.  There  is  a word.  I don’t  know  it  my- 
self. I am  as  one-track  as  you  are,  but  I think 
the  best  thing  for  us  to  do  is  to  think  it  over,  and 
in  order  to  do  that  lay  it  on  the  table  for  a little 
while,  referring  it  to  a committee  or  back  to  the 
Council,  if  that  is  necessary  ; in  other  words,  not 
act  on  it  until  we  get  the  right  word  which  will 
stand  so  that  we  will  have  an  amendment  which 
will  prevent  interference  by  members  of  this 
Society  solely  on  their  own  account  who  in  some 
way  misrepresent  themselves  or  allow  it  to  appear 
as  if  they  were  representing  the  Medical  Society 
when  they  express  their  own  views.  For  that 
reason  I move  that  this  amendment  be  referred 
to  a committee  to  be  appointed  by  the  Chair  for 
clarification  and  presentation  later  during  this 
meeting. 

The  motion  was  seconded. 

Dr.  Rooney:  I accept,  Mr.  Speaker. 

Chorus:  Was  that  a motion  to  table  or  to 
refer? 

The  reporter  read  Dr.  Schiff’s  remarks  as 
transcribed  above. 

Dr.  Rooney:  I will  accept  the  motion  made 

by  Dr.  Schiff  to  refer  this  to  a committee  ap- 
pointed by  the  Speaker  for  clarification  of  verbi- 
age and  rereference  back  to  this  House  at  a later 
period  this  evening  or  tomorrow  morning,  as  may 
be  designed  by  the  Speaker.  I will  accept  that 
motion. 

Dr.  William  S.  Collens,  Kings:  I want  to 

discuss  the  motion,  I wish  to  talk  against  the 
motion  to  refer  and  also  to  talk  on  this  amend- 
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ment.  Obviously  the  proposed  amendment  con- 
tains in  it  a spirit  which  is  very  similar  to  the 
spirit  of  the  original  amendment.  On  the  other 
hand,  the  type  of  wording  that  Dr.  Rooney  pro- 
poses I should  like — 

Dr.  Samuel  J.  Kopetzky,  New  York:  Point 

of  order!  My  point  of  order  is  we  are  debating  a 
reference  and  not  the  question.  The  gentleman 
is  discussing  the  question.  The  motion  before 
the  House  is  shall  or  shall  we  not  refer  to  a com- 
mittee appointed  by  the  Speaker  to  report  back 
later  in  the  evening  or  tomorrow  morning. 

Speaker  Flynn:  Your  point  of  order  is  well 

taken. 

Dr.  Collens:  I will  talk  about  it  tomorrow 

then,  Mr.  Chairman. 

Dr.  Edwin  A.  Griffin,  New  York:  A point 

of  information:  The  first  original  amendment 
was  killed,  so  how  can  we  have  an  amendment  to 
a killed  first  amendment? 

Speaker  Flynn  : It  was  not  killed. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  unanimously  carried. 

Dr.  Walter  D.  Ludlum,  Kings:  Could  not 

one  of  the  standard  reference  committees  be  this 
committee? 

Dr.  Rooney  : It  is  up  to  the  Chair.  It  would 

only  have  to  be  a small  committee. 

Speaker  Flynn  : The  Chair  will  now  appoint 

that  Committee  to  amend  Section  7,  Chapter 
XV,  of  the  Bylaws.  That  Committee  will  be 
composed  of  Dr.  Leo  F.  Schiff,  Dr.  Laurance  D. 
Redway,  and  Dr.  James  F.  Rooney.  (Applause) 

Board  of  Trustees — Execution  of  Contracts 
Bylaws — Chapter  V,  Section  2 
Section  61 

Assistant  Secretary  Podvin  : A third 

amendment  was  introduced  by  the  Board  of 
Trustees: 

“Amend  Section  2,  Chapter  V,  by  the  insertion 

before  the  last  sentence  of  the  following : 

“ ‘The  Board  of  Trustees  shall  make  and 
execute  all  contracts  for  the  Society.’  ” 

Dr.  Frederic  E.  Sondern:  The  Bylaws  at 

the  present  time  cover  the  situation  that  no 
contract,  no  resolution,  no  recommendation,  or 
anything  else  that  has  to  do  with  money  can  be 
passed  without  the  approval  of  the  Board  of 
Trustees.  As  a matter  of  fact,  since  the  exist- 
ence of  a Board  of  Trustees,  no  contract  has  ever 
been  made  without  their  full  consent  and  the 
signature  of  the  Chairman  of  the  Board  of  Trus- 
tees affixed  to  every  contract  concerning  the 
spending  of  money  that  we  have  ever  made; 
consequently,  I believe  this  amendment  is  un- 
necessary. 

Dr.  James  F.  Rooney:  It  seems  to  me  that  I 

am  in  a disagreeable  frame  of  mind  this  afternoon 
and  tonight,  and  the  worst  of  it  is  I disagree  with 
my  friends,  but  then  I am  sort  of  noted  for  that 
sort  of  thing,  and  I am  afraid  some  of  you  may 
agree  with  that.  (Laughter)  I do  not  agree 
with  Fred.  He  is  quite  right  in  what  he  says. 
The  present  Bylaws  say  that  all  contracts  shall 
be  subject  to  the  approval  of  the  Board  of  Trus- 
tees. The  approval  of  the  Board  of  Trustees 
and  the  making  of  the  contract  by  the  Board  of 
Trustees  are  two  entirely  different  things.  The 
contracts  are  essentially  made  by  the  Council 
with  the  various  contractees.  What  happens  is 
that  the  contracts  are  made,  and  they  come  to  the 


Board  of  Trustees  for  approval  essentially  in  rela- 
tion to  the  sum  embodied  in  the  contract  and 
such  other  legal  provisions  of  the  contract  as  the 
Board  feels  necessary  to  safeguard  the  interests 
of  the  Society.  That  is  all  that  the  Board  of 
Trustees  has  to  do  with  the  contracts.  If  they 
suggest  any  changes,  the  contract  must  be  re- 
referred to  the  Council,  discussions  must  ensue, 
and  a meeting  of  minds  must  take  place.  I think 
it  is  for  you  gentlemen  to  determine,  after  having 
heard  from  the  Treasurer  this  afternoon,  and 
after  having  read  the  report  of  the  Board  of 
Trustees,  as  to  whether  or  not  you  desire  to  re- 
pose in  that  Board,  which  is  charged  with  the 
responsibility  for  all  of  the  financial  affairs  of  the 
Society,  the  right  to  make  contracts  of  them- 
selves. I merely  represent  to  you  the  facts. 
All  that  we  have  the  opportunity  of  doing  today 
is  to  approve  or  disapprove;  we  cannot  make  or 
break.  What  the  Board  of  Trustees  asks  with 
this  provision  is  the  right  not  only  to  approve  but 
to  make  the  contract.  I feel  that  if  it  is  the 
thought  that  that  is  too  much  power  to  place  in 
them — and  I am  against  reposing  the  power  in 
any  Board  of  Trustees  in  this  Society  that  has 
been  reposed  in  the  Board  of  Trustees  of  the 
American  Medical  Association.  The  moment 
we  get  to  that  point,  in  my  opinion,  we  have 
gotten  to  the  point  of  being  a relatively  undemo- 
cratic group.  But  I feel  that  this  power  in  rela- 
tion to  financial  expenditure — and  I think  the 
Trustees  are  all  of  a common  mind  with  me — had 
best  at  least  at  present  be  reposed  in  that  Board. 

Speaker  Flynn:  Is  there  any  further  discus- 

sion? All  in  favor,  say  “Aye”;  opposed,  “No.” 
We  will  have  to  call  for  a standing  vote.  It 
takes  two-thirds.  All  those  in  favor  will  please 
rise ; now  all  those  opposed  will  please  rise.  The 
vote  is  86  in  favor  and  32  against.  The  motion  is 
carried. 


Revisions — Notice  formally  given  by  Dr.  James  F. 

Rooney  to  the  1938  House  of  Delegates 

Secretary  Irving:  A year  ago  Dr.  Rooney 

gave  notice,  as  shown  in  the  amendments  section 
of  your  annual  reports,  that  he  would  present 
“an  amendment  to  Article  IV  of  the  Constitution 
and  Chapter  IV  of  the  Bylaws,  and  to  make  such 
other  changes  in  other  Articles  and  Sections  as  to 
bring  the  whole  Constitution  and  Bylaws  into 
conformity.  In  view  of  the  fact  that  this  will 
require  quite  an  extended  survey  of  the  interrela- 
tionship of  all  the  provisions,  I desire  to  give  this 
verbal  notice,  and  to  state  that  after  consultation 
with  the  Counsel  of  the  Society  I shall  submit  the 
written  proposals  in  time  to  meet  the  requirement 
of  the  Constitution  and  Bylaws  concerning  the 
publication  of  proposed  amendments  thereto.” 

Dr.  Rooney  submitted  the  following  amend- 
ments in  time  for  publication  in  the  March  15 
issue  of  the  Journal. 

Dr.  Rooney:  Will  the  Secretary  yield? 

Secretary  Irving:  Yes. 

Dr.  Rooney:  With  the  permission  of  the 

Speaker  and  the  House,  I feel  that  perhaps  we 
can  save  some  time  in  reading  the  number  of 
pages  that  contain  the  amendment  to  Article  IV 
and  the  necessary  correlative  amendments  to 
bring  the  Constitution  and  Bylaws  into  con- 
formity. 
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Might  I ask  the  privilege  of  the  House  to  dis- 
cuss the  purpose  of  this  so  that  we  will  save  time, 
Mr.  Speaker,  and  save  the  Secretary’s  voice? 

Speaker  Flynn:  You  have  the  privilege, 

Dr.  Rooney. 

Dr.  Rooney:  Gentlemen,  the  story  is  this: 

As  those  of  you  who  are  familiar  with  the  old 
constitution  will  realize,  this  proposes  going 
back  to  the  old  executive  council  and  executive 
committee,  with  a diminution  in  the  number  of 
standing  committees  and  a diminution  in  the 
number  of  members  of  the  standing  committees. 

I have  no  criticism  to  offer  as  to  the  changes 
that  were  made  in  our  Bylaws  two  years  ago 
except  this:  I think  our  present  method  of  choos- 
ing councilors  is  undemocratic  and  unrepresenta- 
tive. I have  watched  the  election  of  councilors 
and  the  way  the  members  of  the  present  Council 
have  been  elected,  and  it  has  been  a sort  of  hodge- 
podge, a catch  and  gather  proposition  at  the  end 
of  every  election  morning.  We  do  not  have 
representation  on  the  Council  of  all  of  the  sections 
of  the  state  as  we  had  under  the  old  council 
where  every  district  branch  had  a representative 
who  spoke  for  that  branch  on  the  council. 

There  was  one  feature  of  the  old  council  that 
was  a bad  feature,  and  that  was  this:  there  was  a 
lack  of  even,  fair  representation  for  the  Greater 
City  of  New  York,  the  First  and  Second  District 
Branches  in  relation  to  councilors,  and  there  was 
a preponderance  of  representation  from  the  up- 
state judicial  districts,  with  which  our  districts 
conformed  for  the  upstate  members. 

Unfortunately,  in  the  printing  of  the  proposed 
amendments  there  was  a section  that  was  in- 
tended to  correct  this  failure  of  proper  represen- 
tation of  Greater  New  York  in  the  Council  that  I 
will  read  to  you  in  a moment.  In  other  words, 
my  proposal  is  that  instead  of  having  one  coun- 
cilor from  the  First  and  Second  District  Branches 
we  have  two  councilors  from  the  First  and  Second 
District  Branches  and  one  from  each  of  the  other 
district  branches.  That  will  at  least  lessen  the 
disproportionate  representation  of  upstate  in 
relation  to  the  proportion  of  the  physicians  in 
Greater  New  York  and  those  upstate,  which  is 
about  fifty-fifty,  very  nearly. 

The  second  thing  is  we  have  a Council  that 
meets  nearly  every  month  now,  with  the  excep- 
tion of  the  summer  months.  Last  year  those 
Council  meetings  took  up  a whole  day,  some- 
times longer  than  a day.  This  year  our  Presi- 
dent, Dr.  Groat,  has  held  them  down  to  a shorter 
time.  Last  year  the  average  report  of  the  min- 
utes of  the  Council  comprised  anywhere  from  24 
to  40  pages;  this  year  they  have  been  fewer  in 
number.  With  the  old  council,  the  council  met 
twice  a year  unless  it  was  called  in  special  meet- 
ing, and  the  essential  functions  of  the  Society 
were  carried  on  by  an  executive  committee  of 
ten,  of  whom  three  were  the  president,  the  past- 
president  and  the  president-elect,  as  well  as  the 
secretary  and  the  treasurer,  and  five  councilors 
elected  to  the  executive  committee  by  the 
council  of  whom  three  must,  of  necessity,  be 
councilors,  that  is,  the  presidents  of  the  district 
branches.  That  meant  on  the  executive  com- 
mittee at  every  meeting  various  districts  were 
represented  by  their  own  chosen  representatives, 
chosen  in  their  own  localities,  chosen  from  their 
own  men,  and  these  men  speaking  for  them. 

The  criticism  of  the  old  council  was  essentially 


the  criticism  of  the  expenditure  of  the  standing 
committees.  We  will  grant  that  that  had  be- 
come rather  inordinate.  The  economy  made  by 
the  present  Council  as  compared  to  the  last  two 
years  of  the  old  council,  when  we  include  the 
Legislative  Bureau  and  the  Legislative  Commit- 
tee, which  was  always  included  in  the  expenses 
of  the  old  standing  committees  in  relation  to 
the  council,  has  been  a matter  of  approximately 
$2,000  to  $4,000. 

This  is  only  my  own  personal  opinion,  and  I am 
not  speaking  for  the  Board  in  relation  to  these 
amendments.  I am  not  speaking  for  the  Board 
of  Trustees,  I am  speaking  only  for  myself  per- 
sonally. In  my  opinion  any  large  group  cannot 
function  as  efficiently  as  a comparatively  small 
one.  In  that  connection  I always  like  to  think 
of  the  old  Scotch  story  that  the  best  kind  of  a 
committee  is  one  of  three  members,  one  of  whom 
is  dead,  one  of  whom  is  sick  abed,  and  the  other 
fellow  who  does  the  work.  In  the  end  that  is 
what  every  committee  comes  down  to. 

My  proposal  in  all  of  these  amendments  relates 
essentially  to  reconstituting  the  old  council,  the 
old  executive  committee  representation  on  the 
council  of  every  district  in  the  state,  instead  of  a 
council  which  is  chosen  solely  by  us,  by  the 
House  of  Delegates,  which  may  be  more  or  less 
representative,  but  which  is  not  essentially  repre- 
sentative in  the  fashion  that  the  old  council  was. 
That,  gentlemen,  is  the  purpose  of  these  proposed 
amendments. 

I feel  that  the  Society  will  be  more  demo- 
cratically constituted  in  its  Council  if  these  pro- 
posals are  adopted.  The  ad  interim  House  of 
Delegates — and  this  is  with  no  criticism  of  the 
personnel  of  the  present  Council,  for  whom  I have 
the  highest  regard — will  enable  the  affairs  of  the 
Society  to  be  more  efficiently  conducted.  A 
small  executive  committee  has  all  of  the  power  to 
carry  on  the  work  of  that  Council,  to  put  into 
effect  its  direction,  to  call  special  meetings  of  it, 
and  to  conduct  matters  by  referendum  if  it  is 
necessary — just  as  much  power  as  this  present 
Council  has,  but  a much  smaller  body,  and  in  my 
opinion  a very  much  more  efficient  body. 

There  is  one  further  thing:  I have  reduced  the 
number  of  standing  committees  and  have  still 
further  reduced  the  number  allowed  to  be  ap- 
pointed upon  those  standing  committees.  The 
standing  committee  chairmen  are,  as  under  the 
old  constitution  and  bylaws,  to  be  elected  by 
the  House  of  Delegates. 

In  order  to  facilitate  discussion,  Mr.  Speaker, 
unless  there  be  objection,  I move  the  adoption 
of  the  proposed  Bylaws  relation  to  the  recon- 
stitution of  the  Council  and  such  other  changes 
as  are  necessarily  correlated  therewith. 

The  motion  was  seconded. 

Vice-Speaker  Bauer:  Point  of  information, 

you  move  the  adoption  of  the  Bylaws,  but  you 
also  have  your  proposed  changes  in  the  Constitu- 
tion as  well. 

Dr.  Rooney:  Constitution  and  Bylaws,  Mr. 
Chairman,  proposed  Constitution  and  Bylaws 
of  the  Society,  to  make  effective  a return  to  the 
old  council  executive  committee  and  the  limited 
number  of  standing  committees  as  mentioned  in 
the  proposed  Bylaws. 

One  thing  further,  if  I may  beg  the  indulgence 
of  the  House  again : I want  to  read  to  you  again, 
if  you  care  to  follow  me,  the  change  I spoke 
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about.  If  you  will  look  at  page  59  under  the 
heading  Constitution  Article  V,  I propose  this 
be  amended  by  adding  after  the  word  “delegates” 
“five  Trustees  and  one  Councilor  from  each  Dis- 
trict Branch  except  the  First  and  Second;  from 
the  First  and  Second  District  Branches  there 
shall  be  two  Councilors  who  shall  be  the  President 
and  President-Elect  of  the  respective  District 
Branch,”  giving  the  First  and  Second  Districts 
two  councilors,  a president,  and  vice-president, 
instead  of  one  councilor  as  all  of  the  remaining 
branches  in  the  state  have. 

Speaker  Flynn:  This  motion  is  up  for  adop- 
tion. It  has  been  seconded. 

Dr.  Arthur  H.  Heyl,  Westchester:  A point 
of  information:  The  motion  includes  everything 
published  in  the  Journal  from  the  beginning  of 
the  second  half  of  page  59,  through  page  66,  and 
ending  on  page  67;  is  that  correct? 

Dr.  Rooney:  To  the  top  of  67,  with  one  ex- 
ception that  I should  like  to  except,  and  that  I 
should  like  to  have  submitted  separately,  Mr. 
Speaker,  and  that  is  the  final  sentence  which 
reads : 

“These  amendments  to  the  Bylaws  will  take 

effect  at  the  termination  of  the  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of 

New  York  in  1940.” 

I have  heard  considerable  discussion  in  the 
House  today  asking  why  that  should  go  over  to 
1940.  I have  no  interest  in  that  particularly,  and 
I feel  that  we  had  better  leave  that  separately 
so  that  the  House  can  determine  whether  these 
amendments  will  take  effect  immediately  and  go 
into  effect  in  1939,  or  whether  you  wish  to  post- 
pone the  effect  of  them  to  1940,  so  with  that 
exception  I will  answer  the  gentleman’s  question 
that  it  includes  everything  down  to  the  end  of 
the  second  column  on  page  66.  Everything  with 
the  exception  of  that  last  sentence  is  included  in 
my  motion. 

Speaker  Flynn:  Is  there  any  further  dis- 
cussion? 

Dr.  Leo  F.  Schiff,  Clinton:  I would  like  to 
ask  Dr.  Rooney  if  these  proposed  amendments 
provide  for  some  means  of  retiring  the  present 
Council  who  hold  over,  or  whether  it  is  intended 
to  retain  such  councilors. 

Dr.  Rooney:  Curiously  enough,  Dr.  Schiff, 
you  have  hit  upon  the  nub  of  the  corncob.  If 
these  take  effect  in  1940,  the  councilors  elected 
next  fall  would  take  office  as  councilors ; but  even 
though  they  take  effect  in  1939  the  present 
district  branch  presidents  will  become  councilors 
except  as  they  are  now  members  of  the  House  of 
Delegates. 

Dr.  Schiff:  I did  not  mean  that.  I was  re- 
ferring to  those  members  of  the  Council,  those 
nine  members  who  are  elected,  three,  four,  and 
two.  There  will  be  six  members  left  over.  I 
wanted  to  know  if  your  amendment  took  care  of 
those,  or  are  we  going  to  let  them  expire  or  get 
out  of  office  as  time  goes  on? 

Dr.  Rooney:  The  office  is  done  away  with, 
and  that  means  the  term  ends. 

Dr.  Schiff:  Does  it  so  state  in  these  Bylaws? 

Dr.  Rooney:  It  is  not  necessary.  It  super- 
sedes the  old  constitution  and  bylaws. 

Dr.  James  M.  Dobbins,  Queens:  I would  like 
to  ask  Dr.  Rooney  for  a clarification  of  Section  4 
at  the  top  of  page  61 : “The  Council  shall  be  the 
executive  and  administrative  body  of  the  Society 


and  shall  control  all  arrangements  for  the  annual 
meeting;  shall  elect  an  Executive  Committee  of 
the  Council  to  carry  on,”  etc.  Then  referring  to 
page  62,  Chapter  V,  Section  1 reads:  “At  its 
first  regular  meeting  the  Council  shall  choose  by 
a majority  vote  five  members  of  the  Council, 
three  of  whom  shall  be  councilors,  who  together 
with  the  President,  the  President-Elect,  the 
Secretary,  the  Treasurer,  and  the  immediate 
Past  President  shall  constitute  the  Executive 
Committee.”  It  seems  to  me  as  though  the 
Executive  Committee,  as  proposed  by  Chapter 
V,  there  are  five  members  who  ipso  facto  need 
not  be  elected  to  become  members  of  the  Execu- 
tive Committee,  yet  Section  4 says  that  you  shall 
elect  an  Executive  Committee. 

Dr.  Rooney:  The  point  of  fact  is  this:  Those 
members  are  ex  officio  members  of  the  executive 
committee  just  as  they  are  now  of  the  Council; 
that  is,  the  president,  past  president,  president- 
elect, secretary,  and  treasurer.  As  to  the  five 
members  of  the  Council,  three  of  whom  shall  be 
councilors,  that  means  this,  Dr.  Dobbins:  It 
leaves  the  Council  free  to  select  two  men  who 
may  or  may  not  be  members  of  the  Council. 
Is  that  quite  clear?  Three  must  be  members  of 
the  Council,  but  it  leaves  the  opportunity  for  the 
Council  to  elect,  let  us  say,  the  assistant  secre- 
tary and  the  assistant  treasurer  to  act  with  the 
executive  committee,  and  in  the  past  that  has 
been  the  usual  course.  I do  not  recall — and  Dr. 
Irving  will  correct  me  if  I am  in  error — any  other 
than  a member  of  the  Council  who  has  ever  been 
a member  of  the  executive  committee. 

Secretary  Irving:  I think  you  are  correct. 
The  usual  custom  was  to  elect  the  Speaker  and 
then  a Chairman  of  a Committee  on  Arrange- 
ments. 

Dr.  Rooney:  The  Speaker  and  the  Chairman 
of  the  Committee  on  Arrangements. 

Dr.  Thomas  H.  Cunningham:  It  seems  to  me 
that  we  are  going  to  get  into  a terrible  mess  here, 
and  we  are  not  going  to  accomplish  any  useful 
purpose.  As  I understand  Dr.  Rooney,  the  only 
thing  that  he  hopes  to  gain  by  this  change — 
I am  sure  you  can  realize  what  a complicated 
affair  it  is  going  to  be,  and  if  we  once  get  into  it 
I’ll  tell  you  right  now  that  it  is  going  to  be  five 
years  at  least  before  we  have  settled  down  and 
begin  to  function  properly  under  our  amended 
Constitution  and  Bylaws — is  a more  democratic 
type  of  governmental  machinery,  that  is,  a more 
representative  type. 

I cannot  conceive  of  a more  representative  type 
of  machinery  than  we  have  now,  and  I would 
just  like  to  briefly  sketch  it  as  it  is.  In  the  first 
place,  all  of  the  power  of  this  organization  now  is 
vested  in  the  county  groups.  The  county 
groups  nominate  and  elect  delegates,  you  gentle- 
men here.  These  delegates  meet  as  a House  of 
Delegates,  and  this  House  of  Delegates  is  vested 
with  all  of  the  power  and  authority  of  the  entire 
organization.  This  House  of  Delegates  is  the 
legislative  and  the  executive  body  of  the  organi- 
zation. The  Council  is  elected  entirely  by  this 
House  of  Delegates,  and  is  elected  only  to  rep- 
resent this  House  of  Delegates  while  this  House 
of  Delegates  is  adjourned.  Every  officer  of  the 
organization  is  elected  by  this  House  of  Dele- 
gates. I cannot  imagine  anything  more  repre- 
sentative. Let  us  go  back  for  just  a moment: 
The  County  Societies  elect  delegates,  the  dele- 
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gates  meet  and  formulate  policies,  then  the 
delegates  necessarily  adjourn  in  three  or  four 
days,  and  they  select  and  elect  a group  of  men 
who  are  to  represent  them  when  they  are  not  in 
session.  Your  Constitution  and  Bylaws  pro- 
vide that  if  any  problems  come  up  that  seem  too 
big  for  the  representatives  (that  is,  the  Council 
and  the  officers)  to  take  care  of,  they  shall  call 
back  the  House  of  Delegates  to  consider  them. 

Just  the  minute  you  get  into  Dr.  Rooney’s 
scheme  you  are  going  to  have  representatives 
for  this  House,  which  this  House  will  not  select 
or  elect;  and  that  is  not  representative  govern- 
ment. 

Four  or  five  years  ago  this  organization  realized 
that  you  had  gradually  been  developing  a bureauc- 
racy. You  started  to  act  a generation  ago  with 
a very  simple  type  of  organization  machinery, 
and  as  new  problems  came  up  and  new  responsi- 
bilities faced  the  organization,  you  added  on  little 
parts  here  and  there  to  meet  those  responsibilities. 
Four  or  five  years  ago  you  had  a bureaucracy 
that  was  very  inefficient  and  very  expensive. 
You  had  groups  of  men  functioning  as  commit- 
tees, perfectly  well-meaning,  honest,  intelligent 
men  working  on  committees,  but  who  were  not 
accomplishing  very  much  because  there  was  no 
integration  of  their  activities.  There  was  no 
central  organization  through  which  one  commit- 
tee could  learn  of  the  activities  of  another  com- 
mittee. I,  personally,  know  of  the  chairman  of 
one  of  the  standing  committees  some  five  or  six 
years  ago  going  to  Albany  and  urging  the  legisla- 
tive leaders  to  pass  a certain  bill  while  at  the 
same  time  the  chairman  of  another  standing 
committee  .was  there  urging  them  to  vote  against 
the  bill. 

I know  also  of  one  standing  committee,  in  fact 
I was  on  it,  that  worked  for  several  months  and 
spent  a great  deal  of  time  and  a great  deal  of 
money  considering  a project  which  had  already 
been  settled  by  another  committee.  That  was 
because  there  was  no  interlocking  of  the  organi- 
zation’s activities. 

As  I say,  four  or  five  years  ago  this  group  de- 
cided you  wanted  a new  organization  machinery. 
You  appointed  a committee  that  studied  the 
matter  for  a year.  If  you  think  back,  it  was  quite 
an  intelligent  committee.  That  committee 
brought  in  a report.  You  accepted  the  report. 
You  then  appointed  another  committee,  and 
somebody  allotted  a couple  of  thousand  dollars, 
or  at  least  to  cost  a couple  thousand  dollars,  to 
finance  the  next  committee,  which  worked  on  this 
matter  for  a year  and  held  meetings  at  very  fre- 
quent intervals  and  devoted  a great  deal  of  time 
and  thought  to  it.  That  committee  brought 
in  a report  at  Rochester.  This  House  of  Dele- 
gates accepted  that,  with  some  changes. 

At  the  present  time  you  have  a perfectly 
good  machinery,  with  the  exception  that  there 
are  some  squeaks  in  that  machinery.  Those 
squeaks  are  due  to  the  fact  that  those  changes 
were  made  in  Rochester,  and  Dr.  Rooney  sug- 
gested those  changes  in  Rochester.  (Laughter) 

That  is  the  only  difficulty  that  is  now  taking 
place  in  the  functioning  of  this  organization, 
although  I will  have  to  say  this:  We  are  not  yet 
functioning  under  that  new  machinery  as  effi- 
ciently as  we  might.  For  the  last  couple  of 
years  we  have  been  in  a transition  stage,  but  in 
the  report  of  the  Board  of  Trustees — and  I 


think  the  members  of  the  Board  will  bear  this 
out — you  will  note  we  are  gradually  cutting  down 
expenses.  The  year  before  last,  which  was  the 
first  year  we  functioned  under  the  new  ma- 
chinery, we  had  thirty  committees,  and  we  had 
108  or  110  members  on  those  committees.  Last 
year  we  only  had  five  or  six  committees,  with 
perhaps  30  to  40  members  on  them.  That,  of 
course,  cuts  expenses.  It  brings  our  activities 
more  closely  together,  and  generally  stands  for 
better  and  more  modern  government. 

After  that  expenditure  of  time,  and  of  money, 
and  of  thought,  I just  cannot  see  this  group  here 
going  back,  which  you  are  being  asked  to,  to 
that  old  organization  machinery,  waste  all  the 
money  and  all  the  effort,  and  when  as  a matter 
of  fact  the  new  machinery  is  not  functioning  fully 
and  will  not  be  for  another  year  or  two.  As  I 
said  before,  I cannot  see  it.  (Applause) 

Dr.  Rooney  : I am  very  interested  to  find  from 
my  friend,  Cunningham,  that  I am  the  master  of 
squeaks.  I will  probably  have  to  get  a new  de- 
gree or  something  to  tack  onto  my  name  for  that. 
I don’t  know  just  exactly  what  it  will  be,  the 
letters  to  tag  on  at  the  end  of  my  name,  because 
I am  a Master  of  Science  now,  but  I propose 
M.S.Q. 

It  is  very  interesting  to  hear  my  friend, 
Cunningham,  orate  about  what  the  old  machinery 
was  and  how  much  of  a bureaucracy  it  had  be- 
come. It  is  a very  interesting  thing  because  I 
have  been  active  in  this  Society  for  twenty-five 
years.  I lived  in  the  old  machinery  for  a year, 
or  two,  or  three.  I was  one  of  the  bureaucrats, 
and  what  a bureaucrat  I was!  You  ought  to  be 
afraid  of  your  bureaucrats. 

When  he  speaks  of  representative  government, 
I recall  that  some  years  ago  we  instituted  the 
direct  primaries  for  our  election  of  United 
States  Senators  instead  of  sending  them  from  our 
State  Legislature.  We  talk  about  representative 
government,  when  in  this  House  the  origin  of 
all  good  electing  is  continuing  a group  to  repre- 
sent it  and  the  state  as  a whole,  and  if  that  is  not 
the  way  bureaucracies  begin,  I would  like  to 
know  what  is. 

I am  very  interested  to  hear  that  two  years  is 
not  a sufficient  time  within  which  to  put  into 
effect  these  great  savings  that  we  were  promised 
were  going  to  occur  in  relation  to  the  new  organi- 
zation. It  seems  to  me  that  I have  been  hearing 
that  in  relation  to  the  National  Government 
since  1933.  As  I said,  I do  not  desire  to  deal  with 
personalities,  and  I have  no  personal  recrimina- 
tions to  make  in  relation  to  the  men  who  formu- 
lated the  changes  that  we  made  in  our  organiza- 
tion. It  is  quite  true  that  I did  at  that  time 
change  the  then  proposed  Constitution  and 
Bylaws.  Unfortunately,  I feel  that  at  that  time 
I did  not  go  quite  far  enough,  and  that  is  one  of 
the  reasons  we  have  had  this  difficulty. 

We  have  heard  about  savings  and  expenditures. 
I have  here  a five-year  summary  of  the  expenses 
and  disbursements  of  the  Council  standing  com- 
mittees, special  committees,  and  what  not.  I 
would  like  to  read  them  to  you,  if  I may,  rather 
briefly.  In  1933  and  1934  we  have  no  complete 
summary  because  the  committee’s  expenses  at 
that  time  were  not  summarized.  In  1934  and 
1935  they  were  not  summarized  completely,  but 
in  the  last  year  of  the  old  organization,  of  1935- 
36  the  total  expenditures  were  $16,999.35.  In 
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1936-37  they  were  $19,293.04.  In  1937-38, 
they  were  $15,360.30  exclusive  of  the  Legislative 
Bureau  and  not  adding  in  the  Workmen’s 
Compensation  Bureau,  which  if  it  were  added 
would  make  the  total  expenditure  in  1935-36, 
$19, 140.25,  in  1936-37, $26, 214.04,  and  in  1937-38, 
$23,139.33.  The  expenditures  for  the  Council 
committees  are  comparable  in  some  way — and 
only  in  some  way — with  the  old  committees, 
and  they  run  about  the  same. 

Dr.  Cunningham  raised  one  question  that  I 
think  is  germane,  and  that  is  the  matter  of  ad- 
ministration, the  lack  of  integration  of  the  com- 
mittees and  the  excess  of  a number  of  special 
committees.  That  is  the  fault  of  the  administra- 
tion and  it  is  the  fault  of  the  House  of  Delegates — 

Chorus:  No,  no. 

Dr.  Rooney:  The  fault  of  the  House  of  Dele- 
gates in  appointing  special  committees.  I still 
protest  that  the  objections  to  my  proposal  of 
returning  to  our  old  organization,  which  served 
us  admirably,  and  had  a few  squeaks,  as  the 
present  one  has — in  my  opinion  not  nearly  so 
many  as  the  present  one  has — is  a perfectly 
proper  one.  Now  I leave  the  matter,  gentlemen, 
to  your  decision. 

Dr.  Edward  C.  Wood,  Westchester:  All  this 
discussion  of  democracies  and  bureaucracies 
and  financial  figures  is  very  interesting,  but  I 
think  we  are  all  missing  one  very  important  point. 
I,  personally,  received  this  report  two  or  three 
weeks  ago,  I cannot  give  the  exact  date  but, 
roughly  speaking,  three  weeks  ago.  Revision  of 
the  Constitution  and  Bylaws  is  a most  important 
matter.  I have  not  had  a chance  to  read  this 
over  carefully  and  to  compare  it  with  the  pre- 
vious Constitution  and  Bylaws  and  come  to  my 
own  opinion  as  to  what  I favor  or  what  I do  not 
favor.  Some  of  the  proposals  may  be  good  and 
some  of  the  proposals  may  be  not  so  very  good, 
nevertheless  we  are  being  asked  by  the  pro- 
ponents of  these  revisions  to  sit  here  tonight  and 
consider  them  when  I feel  I and  definitely  most 
of  the  members  of  the  House  are  not  familiar 
with  them. 

I think  that  this  is  much  too  important  a 
matter  to  consider  in  this  hasty  fashion  in  an 
evening  meeting  when  everybody  gets  tired  as  the 
evening  gets  on,  and  the  discussion  becomes  more 
and  more  irrelevant.  Therefore,  Mr.  Speaker, 
I move  that  all  these  resolutions,  these  proposals 
be  laid  on  the  table  until  the  next  meeting  of  the 
House  of  Delegates  in  1940. 

The  motion  was  seconded,  and  it  was  put  to  a 
vote,  and  was  carried. 

Assistant  Secretary  Podvin  : May  I present 
a resolution? 

Speaker  Flynn:  Dr.  Podvin  has  a resolution 
he  wishes  to  offer. 

59.  Workmen’s  Compensation — Reduction  in 
Budget  of  Industrial  Council 

Section  84 

Assistant  Secretary  Podvin  : This  morning, 
as  the  representative  of  this  Society,  I attended 
a meeting  of  the  Industrial  Council.  It  was  a 
special  meeting  of  the  Council.  The  matter 
before  us  was  the  New  York  State  budget  for  the 
ensuing  year.  While  we  may  have  differences  of 
opinion  as  individuals  in  many  of  the  features  of 
that  budget,  there  are  one  or  two  items  in  the 
budget  which  conern  us  very  intimately.  There- 


fore, without  delaying  you  further,  I have  a reso- 
lution that  I would  like  to  submit,  and  after 
it  has  been  acted  upon  by  the  proper  committee 
if  further  discussion  is  necessary,  I will  be  glad 
to  give  it  at  that  time. 

This  is  the  resolution: 

Whereas,  a recent  study  of  the  compensation 
department  made  by  the  Industrial  Council  de- 
termined that  more  funds  than  recommended  in 
the  original  budget  submitted  by  Governor 
Lehman  were  needed  for  its  proper  administra- 
tion; and 

Whereas,  the  proposed  reduction  of  $179,- 
977.00  in  the  present  proposed  budget  would  re- 
sult in  crippling  this  important  service ; and 

Whereas,  this  would  necessitate  the  suspen- 
sion of  arbitration  hearings,  delay  the  adjudica- 
tion of  cases,  and  cause  resultant  hardships  and 
injustice  to  injured  employees  and  eventually 
added  expense  to  employers;  and 

Whereas,  the  expense  of  this  department  is 
borne  by  the  insurance  carriers ; be  it 

Resolved:  that  this  Society  express  its  dis- 
approval of  these  reductions,  and  be  it  further 

Resolved:  that  the  Council  be  directed  to  take 
immediate  action  to  convey  the  attitude  of  this 
Society  to  the  proper  authorities. 

Speaker  Flynn  : This  is  referred  to  Reference 
Committee  on  New  Business  B,  of  which  Dr. 
Frederic  C.  Conway  is  Chairman. 

60.  Report  of  the  Reference  Committee  on  the 
Report  of  the  Treasurer,  and  Supplementary 
Report 

Section  10 

Dr.  Sondern:  The  detailed  statement  of  the 
Treasurer  partially  certified  by  the  Chartered 
Public  Accountants  is  before  you  in  the  published 
report,  and  deserves  your  critical  study.  Your 
Committee  desires  to  call  your  particular  atten- 
tion to  the  Supplementary  Report  of  the  Treas- 
surer,  which  he  has  read  to  you.  Here  you  have 
the  opinion  of  an  unbiased  expert  on  the  financial 
standing  of  your  Society.  He  indicates  that  you 
are  spending  92  per  cent  of  your  income  from  all 
sources,  and  contends  that  the  remaining  8 per 
cent  is  an  insufficient  proportion  of  saving  to 
ensure  a sound  financial  structure,  in  view  of  pres- 
ent-day instability  in  world  affairs,  in  medical 
economics,  and  in  financial  values.  His  com- 
ments on  the  larger  items  of  expenditure  and  his 
repeated  admonitions  for  more  conservative 
spending  deserve  the  attention  of  this  House  and 
the  Board  of  Trustees. 

Your  Committee  is  impressed  with  the  large 
total  of  salaries  and  begs  leave  to  bring  this  to  the 
attention  of  the  Board  of  Trustees  with  the  hope 
that  these  items,  particularly  in  the  higher  brack- 
ets, may  be  modified. 

Your  Committee  notes  with  regret  Dr.  Kos- 
mak’s  intimation  that  he  will  not  accept  re- 
election,  which  seems  unfortunate  to  us.  He 
deserves  the  appreciation  by  the  Society  of  his 
efficient  service  during  the  years  he  was  in  office. 

Mr.  Speaker,  I move  you  the  adoption  of  this 
portion  of  the  report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 
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61.  Report  of  the  Reference  Committee  on  the 
Report  of  the  Board  of  Trustees 

Sections  62,  64 

Dr.  Sondern:  Your  Reference  Committee 
commends  the  detailed  and  informative  nature  of 
this  report  and  urges  thoughtful  study  of  it  by 
all  members  of  this  House.  Its  conservatism 
throughout  and  the  repeated  pleas  for  less  spend- 
ing by  the  Society  deserve  your  active  support. 

While  the  Board  of  Trustees  knows  full  well 
its  power  under  the  Bylaws  to  control  and  re- 
strict expenditures,  it  is,  however,  at  all  times 
anxious  to  agree  to  the  wishes  of  this  House  and 
the  Council  in  the  interim,  and  probably  for  this 
reason  desires  your  cooperation  in  order  that  it 
may  not  be  accused  of  interfering  with  your 
mandates  or  those  of  the  Council. 

Nevertheless,  it  is  the  duty  of  the  Board  of 
Trustees  under  Section  2 of  Chapter  V of  the 
Bylaws  to  observe  and  work  under  the  provision : 
“All  resolutions  or  recommendations  of  the 
House  of  Delegates  or  Council  pertaining  to  ex- 
penditures of  money  must  be  approved  by  the 
Board  of  Trustees  before  the  same  shall  become 
effective.”  In  other  words,  the  Board  of  Trustees 
has  the  vested  power  to  control  the  expenditures 
of  the  Society  in  every  detail  and  if  the  Society 
is  spending  more  than  it  should,  the  responsi- 
bility is  unquestionably  that  of  the  Board  of 
Trustees.  It  is  easily  possible  that  the  Board  of 
Trustees  has  given  more  weight  to  the  mandates 
of  the  House  of  Delegates  and  the  requests  of  the 
Council  and  less  than  they  should  to  the  financial 
ability  to  meet  the  resulting  expenditures. 

I move  you  the  adoption  of  this  portion  of  the 
report. 

The  motion  was  seconded  and  there  being 
no  discussion,  it  was  put  to  a vote  and  unani- 
mously carried. 

Five - Year  Study  of  Expenditures 
Section  64 

Dr.  Sondern:  Under  the  heading  “Considera- 
tion of  Financial  Problems  Directed  by  the 
House  of  Delegates,”  the  Trustees  call  attention 
to  a mandate  of  the  1938  House  of  Delegates: 
“That  the  Trustees  critically  analyze  the  ex- 
penditures of  the  last  five  years  and  the  benefits 
accruing,  and  make  recommendations  to  the 
1939  House  of  Delegates.”  As  your  Reference 
Committee  fails  to  find  such  tabulation  in  the 
report,  we  beg  leave  to  recommend  a new  such 
survey,  the  results  to  be  reported  to  the  1940 
House  of  Delegates. 

I move  you  the  adoption  of  that  section  of  the 
report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  unanimously 
carried. 

Authority  of  Trustees  to  Execute  Contracts 

Dr.  Sondern:  Relative  to  the  recommenda- 
tion to  amend  the  Bylaws  to  include  the  execu- 
tion of  all  contracts  by  the  Trustees,  it  is  the 
opinion  of  your  Reference  Committee  that  while 
there  is  no  objection  to  such  addition,  the  By- 
laws are  already  sufficiently  explicit  on  the  con- 
trol of  not  only  contracts  but  all  other  actions 
involving  the  expenditure  of  money.  In  fact, 
up  to  the  present,  all  contracts  involving  ex- 
penditures have  had  the  full  approval  of 


the  Board  of  Trustees,  and  were  signed  by  the 
Chairman  of  that  Board  as  representing  the 
Society. 

I move  the  adoption  of  that  section  of  the 
report. 

The  motion  was  seconded  and  as  there  was  no 
discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried. 

Audit 

Dr.  Sondern  : The  Reference  Committee  feels 
that  a complete  audit  in  which  the  accountants 
be  furnished  with  all  vouchers  and  all  other  data 
as  they  may  need  for  a complete  survey  of  ex- 
penditures and  income  be  mandatory  upon  the 
Trustees. 

I move  you  the  adoption  of  that  portion  of  the 
report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  carried. 

Fiscal  Adviser 

Dr.  Sondern:  The  Committee  disapproves 
the  recommendation  of  the  Board  of  Trustees  in 
the  employment  of  a fiscal  adviser. 

I move  you  the  adoption  of  that  portion  of  the 
report. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  I do  not  know  any 
bank  on  the  four  corners  of  any  country  village 
that  has  an  investment  fund  of  $150,000  that 
does  not  have  a fiscal  adviser,  even  up  to  the  large 
metropolitan  institutions.  The  Board  of  Trus- 
tees of  this  Society  are  not  brokers.  They  are 
not  bankers.  So  far  as  concerns  investments  in 
these  troublous  times  the  Board  of  Trustees 
feels,  if  it  is  going  to  fulfill  its  function  to  this 
Society,  it  should  have  the  opportunity  of  secur- 
ing expert  advice.  That  was  the  reason  for  the 
request  that  we  be  empowered  to  secure  invest- 
ment counsel  for  a comparatively  small  sum  of 
money  in  relation  to  the  change  in  markets  exist- 
ing all  over  the  world.  I feel  that  this  recom- 
mendation of  the  Committee  should  not  prevail. 
I feel  that  the  Board  of  Trustees  should  be  per- 
mitted to  secure  proper  investment  counsel  in 
order  to  advise  them  wisely  as  to  investments, 
and  I trust  that  the  recommendation  of  the 
Reference  Committee  will  not  prevail  in  regard 
to  the  nonemployment  of  a fiscal  adviser. 

Dr.  William  H.  Ross:  From  twenty-two 
years  of  experience  as  the  head  of  a board  of 
directors  having  to  do  with  an  investment  fund 
of  $286,000,  not  very  different  from  the  invest- 
ment principal  of  the  State  Society,  from  long 
experience  that  board  of  directors  employs  a 
fiscal  adviser  costing  five  times  as  much  as  we 
propose  to  ask  of  this  Society.  We  can  employ 
a competent  man,  an  officer  of  the  Chase  National 
Bank,  the  depository  of  our  funds,  for  $300. 
He  furnishes  to  us  the  information  on  each  one 
of  the  securities.  He  digs  out  for  action  of  the 
board  of  directors  threatened  changes  in  the 
interest  rate,  and  submits  that  to  the  board  of 
directors.  It  is  the  most  economic  expenditure 
of  $300  that  I know  anything  about.  The 
advice,  largely  given  by  letter,  if  carried  out  and 
if  continued — and  we  may  have  these  reports 
twelve  times  a year  if  we  want  them — is  given  to 
the  Treasurer  and  the  investment  committee  of 
the  Board  of  Trustees.  It  is  not  possible  for  you 
to  expect  of  a board  of  trustees  who  are  prac- 
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ticing  doctors  that  they  should  also  have  com- 
petent financial  knowledge.  The  expense  to  the 
Society  for  this  service  is  a mere  drop  in  the 
bucket,  and  it  is  capable  of  being  multiplied  to 
the  interest  and  advancement  of  this  Society 
several  times.  It  is  a very  small  expenditure 
for  a very  splendid  and  a very  large  service. 

I could  multiply  these  words  many  times.  I 
know  whereof  I speak.  I think  I may  take  you 
into  my  confidence  and  tell  you  that  I happen  to 
be  the  president  of  a bank  having  a million  dol- 
lars of  investments,  and  we  employ  a fiscal  ad- 
viser although  we  have  had  years  of  training  in 
that  five-member  board  of  directors.  We  would 
not  think  of  trusting  our  own  judgment  not  con- 
firmed by  a man  who  spends  all  of  his  time  in 
financial  affairs. 

Speaker  Flynn:  Is  there  any  further  dis- 
cussion? Before  we  vote  on  the  adoption  of  the 
report  or  recommendation  of  the  Reference  Com- 
mittee, I am  going  to  ask  Dr.  Sondern  to  read  it 
again. 

Dr.  Sondern:  “The  Committee  disapproves 
the  recommendation  of  the  Board  of  Trustees  in 
the  employment  of  a fiscal  adviser.” 

Dr.  James  F.  Rooney:  I move  a substitute 
for  the  motion  of  the  Reference  Committee : 
that  this  House  of  Delegates  approve  the  rec- 
ommendation of  the  Board  of  Trustees  for  the 
employment  of  a fiscal  adviser. 

The  motion  was  seconded. 

Dr.  William  H.  Ross:  State  the  cost,  please. 

Dr.  Rooney:  At  a cost  of  not  over  $300  per 
annum — not  to  exceed  $300  per  annum. 

The  motion  was  seconded. 

Speaker  Flynn:  The  motion  before  you  is  a 
substitute  motion.  Is  there  any  discussion  on 
the  substitute  motion. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  carried. 

Dr.  Sondern:  Under  various  captions  the 
Trustees  ask  a number  of  direct  questions  of  this 
House.  These  seem  to  call  for  comment  on  the 
part  of  your  Reference  Committee  and  will  be 
presented  to  you  by  us  at  the  conclusion  of  this 
report. 

Directory 
Sections  51,  63 

Concerning  the  publication  of  the  Directory, 
the  Board  of  Trustees  recommends  that  its  pub- 
lication be  omitted  for  the  year  1939.  Your 
Reference  Committee  is  not  in  accord  with  the 
statement  that  omitting  the  Directory  for 
1938  was  without  real  complaint,  especially  in 
the  metropolitan  area.  Greater  New  York  and 
vicinity  is  definitely  in  need  of  an  annual  medical 
directory.  This  portion  of  the  state  includes  a 
large  proportion  of  the  membership  and  the 
annual  Directory  is  a potent  factor  in  secur- 
ing new  members  for  the  Society  in  the  urban 
areas.  It  seems  most  probably  true  that  the 
expense  formerly  charged  to  the  compilation  and 
publication  of  the  Directory  was  more  than 
actually  necessary  for  the  purpose  and  that  the 
use  of  more  modern  and  time-saving  procedures 
could  produce  a useful  volume  at  a much  smaller 
cost.  Inconsequence,  your  Reference  Committee 
would  recommend  that  the  Society  publish  a 
Directory  this  year  and  alternate  years  there- 
after with  possibly  supplements  in  the  interven- 
ing years,  and  I so  move. 

The  motion  was  seconded. 


Dr.  John  J.  Masterson,  Kings:  I believe 
that  the  Directory  published  every  year  is 
very  important,  especially  in  the  metropolitan 
area,  as  Dr.  Sondern  states,  and  if  the  Board  of 
Trustees  feels  that  a supplement  can  be  brought 
out  each  year  taking  care  of  all  the  changes, 
that  would  probably  serve  our  purpose  just  as 
well,  but  I do  not  approve  of  the  report  of  the 
Reference  Committee  that  a supplement  may  be 
brought  out  every  other  year. 

Chorus:  Will  be. 

Dr.  James  F.  Rooney:  This  question  of  the 
publication  of  a Directory  with  an  annual  sup- 
plement is  a part  of  the  proposal  of  the  Board  of 
Trustees.  It  is  one  of  our  original  ideas  that  we 
could  publish  the  Directory  every  alternate 
year,  and  in  the  intervening  period  a supplement 
containing  the  changes  for  the  year,  and  in  that 
manner  probably  save  the  Society  from  $5,000 
to  $8,000  a year,  I mean  every  alternate  year. 
The  publication  cost  of  the  Directory,  the  full 
Directory,  will  remain  approximately  as  it  is 
now,  unless  wages  and  printing  costs  go  down; 
but  we  can  save  about  $5,000  to  $8,000  every 
other  year  that  can  be  applied  to  other  purposes 
or  the  accrual  of  our  investment  fund  by  pub- 
lishing a Directory  every  other  year  and  a 
supplement  in  the  intervening  year.  That  sup- 
plement will  contain  all  the  changes,  and  it  will 
become  an  integral  part  of  the  preceding  Direc- 
tory. 

Dr.  William  Klein,  Bronx:  I think  where  it 
said  “possibly”  there  was  a mistake  in  the 
typewriting.  The  Reference  Committee  rec- 
ommended that  a Directory  be  published  in 
1939  and  published  every  alternate  year  and 
supplemented  in  the  intervening  year.  That 
supplement  was  not  possibly  but  absolutely.  I 
think  the  word  “possibly”  was  put  in  by  the 
stenographer  by  mistake.  It  is  a mandate  to 
publish  a Directory  every  other  year,  and  also  a 
mandate  to  publish  the  supplement  in  the  inter- 
vening year. 

Dr.  Sondern:  That  is  correct.  I move  to 
eliminate  the  word  “possibly”  therefrom,  as 
stated  by  Dr.  Klein.  From  rough  figures  we 
thought  we  would  save  in  the  neighborhood  of 
$8,000  by  not  publishing  the  Directory  every 
year. 

Dr.  Arthur  W.  Booth:  The  American 

Medical  Association  publishes  a very  elaborate 
census  for  the  doctors  every  two  years. 

Dr.  James  F.  Rooney:  Three  years. 

Dr.  Booth:  They  are  supposed  to  do  it  every 
two  years,  but  even  if  they  do  it  every  three  years, 
if  the  Society  cares  to  they  can  have  the  New 
Jersey,  the  Connecticut,  and  the  New  York 
printed  separately  by  the  A. M. A.  at  a cost  much 
cheaper  than  what  you  are  now  doing  it  for. 

Dr.  William  H.  Ross:  I have  a letter  from 
the  Secretary  of  the  American  Medical  Associa- 
tion giving  his  opinion,  and  not  an  actual  quota- 
tion, that  a section  of  the  A.M.A.  Directory  may 
be  furnished  to  this  Society  18,000  copies  for 
$2,500,  with  the  statement  that  this  is  not  ac- 
curate and  may  be  cut  down  when  we  make  the 
study;  also  we  may  have  such  additional  in- 
formation in  it  as  we  choose  to  have,  such  other 
classifications  of  members,  the  list  of  hospitals, 
the  list  of  schools,  that  we  may  include  New  Jer- 
sey and  Connecticut,  all  of  which  would  have  to 
be  worked  out  and  a definite  estimate  to  be  ob- 
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tained  before  any  action  is  taken.  That  matter 
should  be  looked  into  before  definite  action  is 
taken,  as  a saving  of  one-half  of  the  cost  or  more 
may  be  effected  in  this  way.  We  have  not  had 
the  time  to  find  out  the  exact  cost  as  yet;  in 
fact,  we  have  not  gone  into  the  matter  at  all  in 
that  way  except  for  this  provisional  estimate  and 
the  letter  of  the  Secretary  of  the  A.M.A.  im- 
parting this  information  to  us. 

Also  I would  like  to  have  you  think  whether  a 
mandate  to  publish  the  Directory,  when  the 
last  copy  cost  more  than  $16,000,  shall  be  decided 
arbitrarily  by  this  House  of  Delegates  in  ad- 
vance of  knowing  just  where  we  are  going  to  make 
cuts  in  the  expenditures  if  the  principle  is  adopted 
that  we  must  live  within  our  dues  income.  Just 
think  that  through  for  yourself. 

Dr.  Thomas  P.  Farmer:  After  hearing  Dr. 
Ross  speak,  it  seems  to  me  that  is  something  we 
ought  to  think  over.  Certainly,  Dr.  Ross  is  not 
able  to  give  us  enough  information  at  the  pres- 
ent time  for  us  to  take  any  action  tonight.  I, 
therefore,  move  that  this  matter  be  referred  to  the 
Council  with  power  to  act. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  Is  the  motion  of  Dr. 
Farmer’s  up  for  discussion. 

Speaker  Flynn:  Dr.  Farmer’s  motion? 

Dr.  Rooney:  Yes,  to  refer  to  the  Council? 

Speaker  Flynn  : Yes. 

Dr.  Rooney:  I would  like  to  speak  to  that. 
There  has  been  a great  deal  of  discussion  about 
the  Directory,  but  if  you  leave  this  baby  on  the 
threshold  of  the  Council’s  door,  and  you  get  a 
copy  of  the  text  of  the  Directory  of  the  Ameri- 
can Medical  Association  without  any  alphabetical 
index  of  physicans  of  the  State  of  New  York — 
because  the  alphabetical  index  of  the  Directory 
of  the  American  Medical  Association  is  that  of 
all  the  physicians  in  the  United  States  not 
separated  by  states — there  may  be  considerable 
dissatisfaction  unless  you  so  approve  it. 

This,  here,  is  the  New  York  Section.  There  is 
the  possibly  proposed  format,  and  I am  going  to 
take  the  liberty,  if  the  Secretary  and  General 
Manager  will  permit  me,  of  passing  this  section, 
the  New  York  Section  of  the  new  Directory  of  the 
American  Medical  Association,  around  the  House 
so  that  you  can  see  it,  and  then  if  you  want  to 
refer  it  to  the  Council  for  their  approval  of  the 
format  and  type  of  directory  you  are  going  to  get, 
very  well. 

(The  specimen  was  passed  around  the  House 
of  Delegates.) 

Secretary  Irving:  It  is  very  important  that 
we  should  know  very  soon  whether  we  are  to 
publish  a 1939  Directory  of  any  kind.  If 
possible,  I would  like  to  have  the  House  state  it 
now,  with  the  other  matters  and  other  phases 
perhaps  postponed,  but  this  year  we  must  know 
now,  otherwise  it  will  be  delayed. 

Dr.  Walter  D.  Ludlum,  Kings:  One  item 
that  has  been  lost  sight  of  is  that  this  Directory 
is  used  for  the  compensation  rating,  and  if  you 
use  the  A.M.A.  you  miss  out  on  that  compensa- 
tion rating  and,  therefore,  its  value  will  be  cut. 

Dr.  Rooney:  That  is  true. 

Speaker  Flynn:  Discussion  on  Dr.  Farmer’s 
motion  to  refer  this  to  the  Council,  which  has 
been  seconded. 

Dr.  John  J.  Masterson,  Kings:  This  Direc- 
tory of  the  A.M.A.,  which  is  being  passed  around 


now,  does  not  contain  the  information  that  we 
require  in  New  York  State.  It  has  a man’s 
name  and  address;  but  it  has  not  his  hospital 
connections,  it  has  not  his  medical  society  con- 
nections, it  has  not  his  office  hours,  I don’t 
know  whether  it  has  his  telephone  number,  it 
has  not  his  compensation  board  ratings.  Con- 
sidering that  the  doctors  are  paying  $10  a year 
dues  in  the  State  Society,  for  which  they  are 
receiving  the  Journal,  I think  in  the  interests 
of  the  effect  it  will  have  on  membership  in  the 
State  Society,  the  Board  of  Trustees  should  not 
consider  for  a moment  giving  the  doctors  the 
Directory  of  the  A.M.A.  because  it  will  not 
serve  our  purpose. 

Dr.  Thomas  H.  Cunningham:  I simply  want 
to  say  that  Dr.  Ross  called  our  attention  to  the 
fact  that  the  Secretary  of  the  American  Medical 
Association  offered  to  make  any  changes  that 
New  York  State  might  wish  to  have  incorporated. 

Chorus:  No,  no. 

Dr.  Cunningham:  Dr.  Ross,  did  I misunder- 
stand you  in  thinking  that  the  A.M.A.  is  willing 
to  put  any  information  in  additional  that  we  may 
want. 

Dr.  Ross:  I did  not  say  “any  information.” 
I did  say  that  some  information  could  be  put  in 
at  our  request,  and  that  any  information  might 
be  decided  after  a conference  as  to  what  it  would 
cost  to  have  that  incorporated.  But  bear  in 
mind  that  I have  no  quotation,  I am  not  stating 
any  fact.  I am  stating  that  this  question  is 
open,  and  that  the  A.M.A.  is  desirous  of  doing 
it  if  we  want  it. 

Dr.  Thomas  M.  Brennan,  Kings:  I am  fully 
in  accord  with  the  idea  of  thrift  and  economy  in 
the  handling  of  the  monies  of  the  Society,  but  in 
this  case  I believe  this  is  one  situation  where 
economy  should  not  be  considered  too  seriously. 
I think  we  are  here  as  representatives  of  the  rank 
and  file  in  this  House  of  Delegates.  I can  see  no 
reason  for  delegating  the  question  of  whether  we 
publish  this  medical  Directory  to  the  Council. 
We  are  the  representatives  of  the  rank  and  file. 
The  rank  and  file  in  the  large  communities  want 
this  Directory.  It  is  of  tremendous  value  to 
them.  It  is  a selling  point  in  getting  members 
and  in  holding  members.  I cannot  see  any  rea- 
son why  the  price  of  the  publication  of  this 
Medical  Directory  every  second  year  will  be 
prohibitive,  and  I feel  that  it  will  bring  in  income 
to  the  Society. 

Speaker  Flynn:  The  motion  for  referral  is 
before  the  House. 

The  question  was  called  for,  the  motion  put 
to  a vote,  and  was  lost. 

Speaker  Flynn:  The  question  before  the 

House  is  the  adoption  of  the  original  motion,  with 
the  word  “possibly”  omitted.  Will  you  kindly 
read  that  motion  as  it  now  is? 

Dr.  Sondern:  “In  consequence,  your  Ref- 
erence Committee  would  recommend  that  the 
Society  publish  a Directory  this  year  and 
alternate  years  thereafter,  with  supplements  in 
the  intervening  years.” 

Dr.  Walter  D.  Ludlum,  Kings:  I move  as 
an  amendment  to  this  recommendation  that  the 
phrase  “with  supplements  in  the  intervening 
years”  be  omitted.  Let  us  pass  a motion  at  this 
time  that  the  Directory  be  published  in  1939 
and  alternate  years  thereafter,  and  then  it  leaves 
it  to  the  House  of  Delegates  in  the  intervening 
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years  to  have  the  privilege  and  opportunity  if 
they  so  desire  of  having  a Directory  published 
also  in  1940.  In  spite  of  this  action,  they  can 
rescind  the  action  of  this  body  and  have  it 
published  annually,  and  they  can  also  provide 
next  year  for  the  publication  of  the  supplement. 
Therefore,  I move  as  an  amendment  that  the 
phrase  “with  supplements  in  the  intervening 
years,”  be  omitted. 

The  amendment  was  seconded. 

Secretary  Irving:  I do  not  think  that  Dr. 
Ludlum  knows  how  long  it  takes  to  make  the 
necessary  corrections.  They  must  begin  early 
in  the  year  in  order  for  the  thing  to  come  out, 
even  a supplement,  by  December  1,  so  I think  if 
you  leave  it  until  next  year  you  may  go  into  May 
before  any  action  is  taken,  and  that  will  mean  the 
Directory  will  not  come  out  on  time,  even  a 
supplement. 

Speaker  Flynn:  Is  there  any  further  dis- 
cussion of  the  amendment  of  Dr.  Ludlum? 

The  question  was  called  for,  and  the  amend- 
ment was  put  to  a vote,  and  was  lost. 

Speaker  Flynn:  Adoption  of  the  Reference 
Committee’s  recommendation. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  carried. 

A Few  Facts  from  the  Auditor's  Report 

Dr.  Sondern:  Your  Committee  would  direct 
your  attention  to  the  heading,  “A  Few  Facts 
from  the  Auditor’s  Report.”  These  again  em- 
phasize the  need  for  caution  in  spending,  and 
deserve  every  consideration  of  this  House. 
Attention  is  called  to  the  fact  that  the  difference 
in  figures  of  the  Financial  Report  of  the  Trustees 
and  the  Treasurer’s  Statement  is  due  to  the  fact 
that  the  former  covers  the  period  from  July  1, 
1937,  to  July  1,  1938,  while  the  latter  is  for  the 
fiscal  year  1938. 

The  report  of  the  Trustees  relative  to  their 
activities  in  the  settlement  of  the  controversy 
concerning  the  Journal  is  full  of  interest  and 
definitely  deserves  commendation.  Those  direct- 
ing the  new  Journal  management  should  have 
praise  on  what  they  have  done,  and  your  Com- 
mittee expresses  the  need  for  rigid  economy  and 
would  impress  this  fact  on  the  Board  of  Trus- 
tees. 

President's  Dinner 

The  Committee  considers  the  President’s 
dinner  as  a personal  affair  of  the  President,  and 
that  it  is  not  within  the  scope  of  the  activities 
of  the  Medical  Society  of  the  State  of  New  York. 

I move  you  the  adoption  of  that,  which  is  the 
end  of  the  report. 

The  motion  was  seconded. 

Dr.  George  W.  Kosmak:  I would  like  to 

ask  again,  Mr.  Speaker,  whether  you  are  voting 
on  the  report  as  a whole. 

Speaker  Flynn:  Not  as  yet,  no. 

There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  carried. 

Speaker  Flynn:  Now  the  report  as  a whole, 

including  the  substituted  motion  of  Dr.  Rooney’s. 
Is  there  any  discussion? 


Budget  Recommendation  from  Supplementary 
Report  of  the  T reasurer 
Section  10 

Dr.  Kosmak:  There  is  one  recommendation 

contained  there  in  the  supplementary  treas- 
urer’s report  which  the  Reference  Committee 
apparently  has  not  acted  upon,  and  if  you  would 
allow  me  to  I would  like  to  draw  attention  to 
that,  Mr.  Speaker,  namely,  that  the  budget  of 
the  Society  be  based  on  the  actual  income  from 
dues  and  not  include  any  other  items.  I be- 
lieve, Mr.  President,  it  would  be  desirable  to 
bring  that  matter  up  for  discussion  in  order  that 
the  next  administration  may  be  properly  in- 
structed on  this  point. 

Dr.  Sondern:  I would  say,  as  I recall  the 

discussions  in  the  Reference  Committee,  that  we 
felt  this  subject  was  really  the  business  of  the 
Board  of  Trustees.  While  in  sentiment  we  were 
in  favor  of  it,  at  the  same  time  conditions  may 
arise  when  no  matter  how  desirable  that  is,  it  is 
not  expedient  in  one  particular  year.  Therefore, 
I query  the  wisdom  of  tying  the  hands  of  your 
Board  of  Trustees,  especially  when  extraordinary 
and  unexpected  things  may  happen  that  will, 
absorb  not  only  your  whole  income  but  which 
may  even  take  in  a certain  amount  of  your 
capital.  I believe  definitely  this  matter  has 
been  called  to  the  attention  of  the  Board  of 
Trustees  in  the  Treasurer’s  supplementary  report, 
and  should  be  left  to  their  wisdom  as  to  how  they 
act  upon  it. 

Dr.  James  F.  Rooney:  I would  like  to  dis- 

cuss that  question,  if  I may,  in  this  way:  I 
think  that  the  Board  of  Trustees  can  be  in- 
structed, and  they  should  be  instructed,  to  main- 
tain all  the  ordinary  expenditures  of  the  Society 
within  the  limit  of  the  income  from  dues,  the  or- 
dinary expenditures.  There  is  no  question 
about  the  authority  of  the  Board  of  Trustees  to 
approve  such  extraordinary  expenditures  as 
may  arise  for  any  emergency.  That  is  already 
embodied  in  our  law,  but  if  the  Board  is  directed 
to  maintain  all  the  ordinary  expenses  of  adminis- 
tration of  this  Society  within  the  dues  income 
it  means,  gentlemen,  that  we  will  have  much 
less  difficulty  in  cutting  our  cloth  to  suit  our 
figure.  I so  move. 

The  motion  was  seconded. 

Speaker  Flynn:  Is  there  any  discussion? 

The  question  was  called  for,  and  there  being 
no  discussion,  the  motion  was  put  to  a vote,  and 
was  carried. 

Dr.  Sondern:  We  still  have  the  adoption 

of  the  report  as  a whole,  with  the  suggested 
changes  by  Dr.  Rooney. 

Speaker  Flynn:  Yes.  Is  there  any  discus- 
sion? 

There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  adopted. 
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62.  Report  of  Reference  Committee  on  Reports 
of  Treasurer  and  Board  of  Trustees — Questions 
Asked  by  the  Board  of  Trustees 

Dr.  Frederic  E.  Sondern:  We  have, 

gentlemen,  the  direct  questions  which  were 
asked  by  the  Board  of  Trustees  of  this  House,  and 
the  comments  of  your  Reference  Committee 
concerning  them: 

Workmen's  Compensation  Bureau 
Sections  13,  45,  72 

Dr.  Sondern:  The  Trustees  ask  your  opinion 
as  to  whether  the  Compensation  Bureau  as  now 
set  up  is  satisfactory  to  the  entire  membership? 

It  is  the  opinion  of  your  Committee  that  the 
Compensation  Bureau  has  been  beneficial  to  the 
doctors  practicing  in  the  State  of  New  York,  and 
should  be  continued  without  change,  and  I so 
move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was 
unanimously  adopted. 

Centralization  of  Offices 

Dr.  Sondern:  The  Trustees  see  the  oppor- 

tunity for  economy,  efficiency  of  administration, 
convenience  of  access,  and  a saving  of  time  to 
be  had  from  a centralization  of  offices  on  one 
floor. 

The  Society  now  pays  $4,200  a year  for 
rent.  Offices  are  located  on  the  second,  fourth, 
and  fifth  floors  of  the  Academy  of  Medicine. 
More  room  is  needed  for  the  Journal  office. 
Some  study  has  been  given  this  during  the  year. 
The  Trustees  recommend  that  this  House  of  Dele- 
gates think  this  over  and  tell  us  what  they  would 
like  to  have  done. 

It  is  the  opinion  of  your  Reference  Committee 
that  the  location  of  the  present  quarters  of  the 
State  Medical  Society  should  remain  in  the 
building  of  the  Academy  of  Medicine.  An  effort 
should  be  made  to  concentrate  all  departments 
to  best  advantage,  and  I so  move. 

The  motion  was  seconded. 

Dr.  James F.  Rooney:  Mr.  Speaker,  I do  not 

agree  with  the  Committee.  The  important 
thing  for  this  Society  is  to  collect  all  of  its  func- 
tions under  one  roof  and  on  one  floor,  if  possible. 
There  is  a great  deal  of  lost  effort  in  the  separa- 
tion of  the  functions  of  this  Society. 

After  discussion  a substitute  motion  was  made 
by  Dr.  Rooney,  seconded  and  carried,  “that 
the  Trustees  be  authorized  to  continue  their 
study  of  the  question  of  a change  of  location  and 
report  their  findings  at  the  next  annual  meeting 
of  this  House  of  Delegates.” 

Officers'  Expenses 

Dr.  Sondern:  The  Trustees  ask  the  Society 

how  far  it  wishes  to  go  in  bearing  the  expense 
of  officers  in  attendance  at  unofficial  meetings. 
At  the  present  time  only  the  President  is  allowed 
a per  diem  of  $15  when  engaged  in  official  busi- 
ness. All  officers  are  allowed  traveling  expenses 
when  engaged  in  official  business.  Traveling 
expenses  have  been  interpreted  as  railroad 
fare  and  hotel  bills.  Does  the  Society  desire  to 
establish  a per  diem  in  lieu  of  expenses  other  than 
railroad  fare? 

Your  Committee  disapproves  of  payment  of 
expenses  of  officers  in  attendance  at  unofficial 


meetings.  Relative  to  reimbursement  for  at- 
tendance at  official  meetings,  your  Committee 
recommends  careful  scrutiny  by  the  Trustees 
before  payment,  and  I do  so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

Appropriations  for  District  Branches 

Dr.  Sondern:  The  Trustees  ask  the  House 

of  Delegates  to  comment  upon  district  branches 
exceeding  their  appropriations. 

It  is  the  opinion  of  your  Committee  that  the 
Board  of  Trustees,  having  the  power,  should  not 
allow  the  expenditure  of  more  money  by  the 
district  branches  than  allocated  in  the  budget, 
and  I so  move. 

The  motion  was  seconded,  put  to  a vote,  and 
was  carried. 

63.  Report  of  Reference  Committee  on  the 
Report  of  the  Board  of  Trustees  Concerning 

Resolution  in  Regard  to  Publication  of 
Directory 

Sections  51,  61 

Dr.  Frederic  E.  Sondern:  My  Committee 

has  a further  resolution,  introduced  by  the 
Medical  Society  of  the  County  of  Kings,  Dr. 
Irwin  E.  Siris,  reading: 

“Whereas,  the  Board  of  Trustees  in  its  annual 
report  recommends  the  omitting  of  the  publica- 
tion of  the  Directory  for  1939;  and 

“Whereas,  in  view  of  the  several  hundred 
physicians  entering  practice  in  our  state  each 
year ; and 

“Whereas,  the  Directory  has  additional 
value  on  account  of  the  compensation  ratings  of 
our  members  and  in  view  of  the  changes  in  these 
ratings  from  time  to  time;  and 

“Whereas,  in  view  of  these  facts  the  Direc- 
tory after  one  year  becomes  of  very  little  value ; 
therefore  be  it 

“ Resolved:  that  the  Board  of  Trustees  be  re- 

quested to  publish  the  Directory  for  1939  and 
each  year  thereafter.” 

Your  Reference  Committee  has  dealt  with  this 
subject  in  detail,  and  in  consequence  moves  that 
this  resolution  be  tabled. 

The  motion  was  seconded,  put  to  a vote,  and 
was  unanimously  carried. 

64.  Supplementary  Report  of  the  Board  of 
Trustees — Review  of  Expenditures  for  Last  Five 

Years 

Section  61 

Dr.  William  H.  Ross:  There  has  been  a re- 

ference within  the  past  half  hour  this  evening 
to  the  mandate  of  the  House  last  year  that  a 
critical  examination  or  study  be  made  of  the  ex- 
penditures of  the  last  five  years,  and  the  benefits 
accruing  to  the  membership  and  to  the  public 
therefrom,  and  to  make  recommendations  to  this 
House  of  Delegates  thereon. 

The  study  has  been  made  so  far  as  it  could  be 
made  from  figures.  It  is  not  complete.  A 
month  of  labor  has  been  put  in  on  it.  I sub- 
mitted it  to  the  Board  of  Trustees,  and  we  believed 
that  it  would  be  better  to  hold  it  over  until  next 
year.  You  have  heard  it  commented  on  by  the 
Reference  Committee,  and  that  is  the  reason  I 
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am  making  this  statement.  The  figures,  such  as 
they  are,  I now  submit  as  a supplementary  re- 
port from  the  Board  of  Trustees.  They  cover 
rent  of  the  central  office,  rent  of  the  Bureau  of 
Public  Relations,  rent  of  the  Legislative  Office. 
They  cover  the  cost  of  telephones  for  the  last 
five  years,  and  that  one  item  I will  read:  $137.71 
for  1933-34,  $204.77  for  1934-35,  $382.61  for 
1935-36,  $213.07  for  1936-37.  They  cover 
postage  and  stationery,  printing,  contingent 
fund;  traveling  expenses,  general,  president, 
secretary,  council  and  A.M.A.  delegates; 
salaries,  secretary  (Dr.  Dougherty  before  his 
death),  Dr.  Irving  recently;  salaries,  office  man- 
ager emeritus,  executive  officer,  legal  counsel, 
and  office  employees.  So  it  goes  on  for  eight 
pages.  It  will  take  one  hour  to  read  the  figures, 
but  I submit  it  as  a supplementary  report.  [See 
pages  1224,  1225,  1226.] 

Speaker  Flynn:  Do  you  want  to  have  that 

go  to  a Reference  Committee? 

Dr.  Ross:  I would  like  to  have  you  know 

that  the  Trustees  have  made  an  honest  effort 
and  a very  diligent  effort  to  carry  out  the  man- 
date of  the  House  of  Delegates,  but  with  all  of 
the  changes  it  is  not  always  possible  to  compare 
every  year ; however,  the  study  is  here  for  you  to 
consider. 

Dr.  William  M.  Patterson,  New  York:  I 

move  the  acceptance  of  the  report. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

65.  Report  of  the  Reference  Committee  on  the 
Report  of  the  Council — Part  II,  Medical  Care 
Surveys  in  New  York  State  and  Medical  Relief 

Dr.  Thomas  M.  Brennan:  Your  Reference 

Committee  on  Report  of  the  Council — Part  II, 
having  to  do  with  Medical  Care  Surveys  in  New 
York  State  and  Medical  Relief,  respectfully  sub- 
mits the  following  report : 

American  Medical  Association  Survey 

Your  Committee  notes  with  satisfaction  the 
active  participation  of  the  Medical  Society  of  the 
State  of  New  York  in  two  Medical  Care  Surveys 
in  New  York  State,  through  committees  selected 
and  appointed  by  the  Council. 

The  Committee  on  American  Medical  Associa- 
tion Survey,  headed  by  Dr.  O.  W.  H.  Mitchell, 
of  Syracuse,  choose  to  initiate  the  survey  by 
making  a cross-section  of  the  sixty-two  County 
Societies.  The  work  is  not  yet  completed,  but 
the  report  promises  to  be  enlightening  and  re- 
liable. 

Distribution  of  Physicians  in  New  York  State 

The  State  Society’s  study  relative  to  the  dis- 
tribution of  physicians  in  the  state,  state  hos- 
pitals, etc.,  is  practically  complete.  In  this  con- 
nection the  Reference  Committee  wishes  to 
congratulate  and  compliment  Dr.  Joseph  S. 
Lawrence  on  bringing  up  to  date  and  publishing 
his  study  of  the  distribution  of  physicians  in 
New  York  State.  The  wisdom  shown  by  the 
Council  in  giving  this  wide  publicity  is  reflected 
in  the  number  of  editorial  and  news  column  com- 
ments appearing  in  the  daily  press. 

From  the  many  deductions  which  can  be 
drawn  from  this  study,  your  Committee  be- 
lieves added  emphasis  should  be  given  the  follow- 
ing: 


1.  Resident  physicians  and  hospitals  are  dis- 
tributed throughout  the  state  in  such  fashion 
that  no  area  is  without  adequate  medical  service. 

2.  Improved  conditions  for  transportation 
and  communications  in  the  rural  districts  have 
increased  the  usefulness  of  the  physician  many 
times  over  what  it  was  just  ten  years  ago. 

3.  Improved  living  conditions  are  attracting 
young  men  to  locate  in  the  rural  areas. 

4.  There  is  no  marked  difference  in  the  ages 
of  the  men  practicing  in  the  rural  districts  as  com- 
pared with  those  in  the  urban  districts. 

5.  Nursing  service  as  part  of  a public  health 
program  demands  prompt  study. 

New  York  State  Temporary  Commission  to 
Formulate  a Health  Program 

In  regard  to  the  survey  by  the  New  York 
State  temporary  commission  to  formulate  a 
health  program,  in  response  to  an  invitation 
by  the  Chairman  of  the  Commission,  the  Coun- 
cil arranged  to  have  the  State  Society  properly 
represented  at  a hearing  held  in  New  York  City, 
December  13-16,  1938.  At  that  time  the  state 
representatives  handed  in  written  answers  to 
five  questions  previously  submitted  by  the  Com- 
mission. These  answers  were  supplemented 
with  oral  discussion  at  the  hearing  by  our  rep- 
resentatives. Your  members  of  your  Reference 
Committee  have  reviewed  the  questions  and 
answers  and  do  now  approve  of  the  form,  man- 
ner, and  substance  of  each  answer. 

I move  approval  and  adoption  of  the  portion 
of  report  of  the  Council  having  to  do  with  Medi- 
cal Care  Surveys. 

The  motion  was  seconded  and  there  being 
no  discussion,  was  put  to  a vote  and  unanimously 
carried. 

Administration  of  Medical  Relief 
Sections  19,  80 

Dr.  Brennan:  In  regard  to  the  discussion  of 

medical  relief,  your  Committee  noted  with  in- 
terest that  the  Council,  through  its  Committee 
on  Public  Relations  and  Economics,  Dr.  A.  J. 
Hambrook,  of  Troy,  Chairman,  has  conferred 
at  length  with  representatives  of  the  State 
Department  of  Social  Welfare,  looking  toward 
the  establishment  of  suitable  rules  and  regula- 
tions governing  this  work. 

The  experience  of  that  Committee  has  em- 
phasized the  fact  that  in  regard  to  medical 
relief  the  setup  has  been  far  from  satisfactory. 
Attention  is  directed  to  the  following:  Too  much 
centralization  of  authority;  too  many  arbitrary 
decisions.  The  medical  profession  has  too  little 
to  say  about  its  own  activities  under  the  Social 
Welfare  act.  Administrative  rules  are  too  rigid, 
as  a consequence  there  has  been  too  much  red 
tape.  To  remedy  some  of  these  evils  and  annoy- 
ances, the  Committee  advocates  the  establish- 
ment of  a professional  advisory  committee  in 
each  county,  giving  it  the  authority  in  local  prob- 
lems now  vested  in  medical  social  workers  or  in 
the  Departments  of  Social  Welfare  at  Albany. 
In  regard  to  the  establishment,  size,  and  com- 
position of  these  committees,  your  Reference 
Committee  is  in  accord,  adding  that  emphasis 
be  placed  on  the  requirement  that  nominations 
be  made  by  the  County  Medical  Society,  for 
appointment  by  the  local  Commissioner  of  Wel- 
[ Continued  on  page  1226] 
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Medical  Society  of  the  State  of  New  York 
Comparative  Table  of  Expenses  for  Five  Years  Ending  June  30,  1938 


Rent 

Telephone 

Postage 

Stationery  & Printing 

Contingent  Fund 

Traveling  Expenses 

General 

President 

Secretary 

Council 

A.M.A.  Delegates 

Salaries 

Secretary  (Dr.  Dougherty) 

Secretary  (Dr.  Irving) 

Office  Manager  Emeritus 

Executive  Officer 

Legal  Counsel 

Office  Employees 

Expenses 

Secretary  (Dr.  Dougherty) 

Secretary  (Dr.  Irving) 

Executive  Officer 

Legal  Counsel 

Honorarium — Dr.  Kaliski 

Honorarium— Dr.  Elliott.  

Annual  Meeting — Cost  to  Society 

Auditor 

Board  of  Censors  Meeting 

Christmas  Bonus 

General  Office 

Legislative  Bureau 

Public  Relations  Bureau  & Academy  Help.  . . . 

Conference  of  County  Secretaries 

Custodian  Fees 

District  Branches 

Annual  Meetings 

Postage  Annual  Meeting  Programs 

Executive  Committees 

Federal  & State  Social  Security 

Fire  Insurance 

Workmen’s  Compensation  Insurance  (Covering 

Employees) 

Printing  New  Bylaws 

Reprints — Malpractice  Defense 

Certificate  for  Miss  Baldwin 

Conference,  Officers  & Standing  Committee 

Contribution  to  N.  Y.  County — Albee  Case 

Dinner  for  Sir  Henry  Brackenbury 

Dr.  Dougherty — Death  Notices  & Flowers 

Medals  for  Past  Presidents 

Restoration  of  Old  Photograph 

Auditing  Gardiner’s  Books 

Harris- Dibble  Co. — Magazine  Brokers'  Report — 

Gardiner  Setup 

Directory  Publication 

Journal 

State  Society  Publication  (July  1,  1933-Dec. 

31,  1933) 

Thomas  R.  Gardiner  Publication  (Jan.  1,  1934- 

July  1,  1934) 

Journal  Management  Committee 

Committees — Standing 

Scientific  Work 

Legislation 

(Legislative  Bureau  Expenses  Incl.) 

Public  Health  & Medical  Education 

Economics 

Public  Relations. 

Committees — Special 

Consider  Provision  of  Medical  Care 

Matters  Pertaining  to  Medical  Care 

Conf.  with  State  Hosp.  Assn 

Entertain  British  Physicians 

Maternal  Welfare 

Medical  Research . . 

Revision  of  Constitution  & Bylaws 

Study  State  Control  of  Certified  Milk 

Medical  Trends  . 

(Public  Relations  Bureau  Expenses  Incl.) 

Workmen’s  Compensation  Bureau 

Council  Committees 

Deaf  & Hard  of  Hearing 

Economics 

Contact  with  Health  & Welfare  Depts. — State. 

Matters  Pertaining  to  Public  Health 

Medical  Care  Survey 

Medical  Publicity 

Preventive  Medicine 

Detroit  Plan  of  Case  Finding  of  T.B 


1933-34 

1934-35 

1935-36 

1936-37 

1937-38 

; 2,600.00 

$ 2,600.00 

$ 2,600.00 

$ 2,600.00 

$ 2.600.00 

137.63 

170.61 

177.90 

199.93 

453 . 86 

613.60 

365.65 

448.76 

446.08 

392.58 

1,051.47 

984.11 

1,258.18 

829.32 

999.34 

830.13 

1,140.33 

1,413.69 

1,347.05 

1,558.17 

2,284.41 

1,792.81 

2,634.95 

3,132.79 

1,406.85 

1,154.85 

820.36 

427.15 

1,837.93 

1,438.80 

91.80 

91.73 

1,121.75 

645.12 

2,708.08 

585 . 40 

i.70.06 

1,629.01 

’209.80 

2,468.30 

3,000.00 

3,000.00 

3,000.00 

500.00 

500.00 

4,300.00 

12,666.00 

250.00 

3,000.00 

8,666.00 

8,666.00 

8,666.00 

9,000.00 

10,000.00 

12,000.00 

12,000.00 

12,000.00 

12,000.00 

12,000.00 

18,742.46 

18,848.75 

19,218.78 

20,625.31 

20,322.50 

500.00 

600.00 

500.00 

100.00 

’500.00 

l,i02 . 20 

’907.74 

1,244.29 

1,026.24 

l’,i54.23 

433.05 

592.29 

157.95 

502.25 

489.12 

1,000.00 

1,000.00 

’966.79 

2,867.93 

’i28.48 

2,976.75 

Profit 

520.00 

500.00 

500.00 

500.00 

500.00 

393.97 

18.22 

24.00 

591.00 

500.00 

500.00 

543.00 

532 . 00 

442.40 

561.02 

589.68 

790.01 

696.05 

141.00 

179.00 

247.18 

209 . 74 

227.35 

1,399.18 

1,589.42 

1,237.07 

1,403.35 

1,358.15 

757.73 

666.16 

677.43 

566.80 

521.59 

400.00 

200.00 

250.00 

250.00 

1,217.42 

250 . 00 
1,818.74 

' ii.70 

48.00 

150.00 

477.60 

l’,i8i.78 

1,500.00 

’ 32.00 

’237.50 

”78.56 

1,320.00 

’’io.oo 

225.00 

250.00 

14.6ii.93 

15,20i.50 

10,069.70 

9’, 728. 75 

11,614.90 

22,841.45 

3,375.42 

6,864.53 

7,294.90 

7,688.00 

8,112.88 

1,142.24 

3,851.34 

6,328.16 

7,003.75 

5,754 . 63 

795.91 

654.55 

1,085.29 

625.78 

6,182.16 

6,588.69 

7,017.00 

7,605.75 

7,403.28 

6,522.29 

6,295.09 

6,080.83 

5,487.32 

4,549.51 

1,665.10 

3,415.58 

5,833.98 

3,786.79 

1,476.86 

1,346.16 

872.29 

1,483.27 

40.69 

35.20 

401.02 

148.47 

’853.80 

’ 50.00 

256.29 

’ 46.35 

”38.70 

l’,i46.52 

‘ ’28.97 

6,802.72 

16,999.35 

19', 293 . 04 

15,360.30 

2,140.00 

6,921.00 

7,779.03 

605.51 
1,368.37 

259.64 

305.51 
23.00 

6.50 

43.14 

392.67 
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1933-34  1934-35  1935-36  1936-37 

Journal  & Directory  Production ....  ....  ....  .... 

Stenotypist ....  ....  ....  .... 

Stationery ....  ....  .... 

Workmen’s  Compensation ....  ....  ....  .... 

(Total  1937-38  Council  Committees’  Expenses — $4,359.36) 


Committee  on  Economics 

Traveling  Expenses 

Secretary 

Stationery  & Postage.  . . . 
Telephone  & Telegrams. . 
Mimeograph  Machine. . . 

Office  Supplies 

Reprints 

Committee  Expenditures 
Cabinet 

Total 


Committee  on  Legislation 

(Legislative  Bureau  Included) 

Rent 

Secretary’s  Salary 

Legislative  Service 

Legislative  County  Chairmen  Conf 

Clerical  Work 

Office  Expenses 

(Leg.  Bureau  Tel.  & Tel.  Expenses  Incl.) 

Traveling  Expenses 

Luncheons  & Rental  of  Room 

Telephone 

(Leg.  Comm.  Expense) 

Total 


$ 1,082.70 

$ 

1,443.65 

$ 

1,738.03 

$ 

1,075.52 

96.00 

759.00 

1,492.75 

1,750.00 

158.96 

587.14 

1,454.37 

312.13 

137.71 

135.00 

204.77 

382.61 

213.07 

54.73 

*270.89 

*2ii.20 

1.59.95 

44.61 

232.97 

91.00 

105.52 

173.82 

148.23 

185.12 

$ 1,665.10 

$ 

3,415.58 

$ 

5,833.98 

$ 

3,786.79 

$ 950.00 

950.00 

950.00 

950.00 

2,500.00 

2,500.00 

2,500.00 

2,500.00 

150.00 

160.00 

275.00 

650.00 

409.24 

522.42 

499.68 

527.75 

270.00 

252.00^ 

^ 360.00 

380.00 

1,731.72 

1,94 2*83 

1,913.87 

2,376.20 

144.31 

^24. 44 

446.15 

197.00 

17.00 

11.55 

70.65 

24.80 

9.89 

24.95 

1.65 

$ 6,182.16 

$ 6,588.69 

$ 7,017.00 

$ 7,605.75 

Committee  on  Public  Health  and  Medical  Education 


Traveling  Expenses  and  Honorarium  of  Lec- 
turers   

Secretary’s  Salary 

Stationery  & Reprints 

Luncheons 

Traveling  Expenses 

Telephone 

Office  Supplies  and  Mimeographing 

Postage 

Extra  Stenographic  Service 

Lantern  Slides 

Total 


$ 4,148.98 

$ 3,195.96 

$ 2,578.77 

$ 

2,269.50 

1,430.00 

1,690.00 

1,560.00 

1,560.00 

108.57 

84.56 

148.43 

108.90 

25.45 

170.94 

268.38 

194.01 

714.97 

1,001.77 

1,287.44 

1,115.76 

70.82 

91.38 

150.82 

118.72 

18.50 

28.55 

42.75 

71.32 

5.00 

6.93 

9.29 

19.11 

25.00 

29.00 

30.00 

5.95 

$ 6,522.29 

$ 6,295.09 

$ 6,080.83 

$ 

5,487.32 

Committee  on  Medical  Trends 
(Public  Relations  Bureau  Included) 

Director’s  Salary 

Rent 

Postage 

Salaries 

Stationery  & Printing 

Traveling  Expenses — Mr.  Anderson 

Traveling  Expenses — Committee 

Subscriptions 

Newspaper  Clippings 

Telephone  & Telegrams 

Furniture  & Fixtures 

Reprints 

Auditor 

Revolving  Fund 

Office  Expenses 

Total 

Credits  1936-37  1937-38 

Mr.  Anderson — Income, 

Outside  Sources $ 291.67  $ 1,301.08 

Sale  Pamphlets 2,867.62  478.72 

Revolving  Fund 931.77  .... 


2,708.32 

265.00 
625.15 

901.00 
374 . 54 
101.80 

' '70.64 
45.22 
148.50 
924.33 
196.66 


44i.56 


$ 6,802.72 


6,916.68 

806.65 
1,769.82 
2,851.87 

946.29 

691.94 

*227.70 

155.65 
246.81 
886.89 
317.14 

70.00 


$16,999.35 


Credits .... 


7,812.50 

1,000.00 

2,802.28 

3,362.40 

1,814.45 

325.48 

237.90 

250.63 

141.03 

283.21 

446.80 

2,490.86 

1,220.80 

1,195.76 


$23,384.10 


4,091.06 


$19,293.04 


Total $ 4,091.06  1,779.80 


Workmen’s  Compensation  Bureau 

Director’s  Salary 

Office  Salaries 

Postage,  Telephone  & Telegraph.  . . . 

Rent 

Stationery,  Reprints,  Multigraphing 

Luncheons 

Traveling  Expenses 

Incidentals 

Auditing  and  Accounting 


$ 5,000.00 

719.74 

778.63 

73.71 

176.05 

356.64 

600.00 

807.73 

109.97 

47.52 

4.50 

130.56 

248.85 

5.00 

3.00 

Total 


$ 2,140.90  $ 6,921.00 
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1937-38 

43.64 

480.00 

406.18 

425.20 


991.67 

2,500.00 

650.00 
681.85 

220.00 
2,224.61 

83.99 

20.61 

30.55 


$ 7,403.28 


$ 2,640.46 
1,560.00 
41.92 

1.76. 00 
63.44 
52.57 
15.12 


$ 4,549.51 


7.500.00 

1,000.00 

740.00 

3.344.00 
1,456.29 

184.77 

i77.27 

124.89 

284.09 

94.42 

778.61 


1*455.76 


$17,140.10 


1,779.80 


$15,360.30 


$ 5,000.00 
1,660.00 
186.62 
600.00 
262.19 


* 40.22 
30.00 


$ 7,779.03 
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1933-34 

1934-35 

1935-36 

1936-37 

1937-38 

Directory 

Publication 

Wrapping  & Delivery 

Postage 

Commissions — Agents 

Commissions — J.  B.  Tufts 

§11,264.31 

1,612.30 

83.75 

550.25 

§11,728.73 

1,642.14 

734.75 

80.00 

542.00 

§ 8,402.00 
1,297.20 

§ 8,985.00 
' 643. 58 

§10,789.60 

'749.61 

Stationery 

Expenses 

Discounts 

396.75 

108.52 

31.50 

376.05 

61.83 

36.00 

346.96 

23.54 

66.99 

33.18 

65.33 

10.36 

Total 

§14,911.93 

§15,201.50 

§10,069.70 

§ 9,728.75 

§11,614.90 

fare.  The  necessity  on  occasions  for  one  or  more 
survey  boards  in  conjunction  with  each  com- 
mittee can  be  anticipated. 

It  is  admitted  that  perhaps  not  all  counties 
will  need  committees.  Where  the  relief  problem 
is  small  the  local  compensation  board  could  do 
double  duty. 

Under  this  setup  your  Reference  Committee 
recognizes  the  necessity  for  a state  professional 
advisory  committee  to  coordinate  the  activities 
of  the  county  committees  and  act  as  a buffer 
between  them  and  the  State  Department  of 
Social  Welfare.  It  would  emphasize  the  absolute 
necessity  of  making  this  committee,  as  far  as 
possible,  a continuing  committee.  This  com- 
mittee would  be  charged  with  responsibility  of 
getting  local  committees  under  way  and  provid- 
ing instruction  and  guidance  in  their  work. 

In  some  counties  where  the  work  will  be  heavy, 
the  appointment  of  a part-time  or  full-time 
medical  director  of  relief  may  become  necessary. 
Such  an  appointment  should  be  made  only  upon 
recommendation  and  nomination  by  the  County 
Medical  Society.  The  qualifications  required  of 
such  an  appointee  have  been  set  forth  by  the 
Committee  on  Public  Relations  and  Economics 
and  seem  to  your  Reference  Committee  to  be 
entirely  satisfactory. 

In  regard  to  the  fee  schedule,  the  Committee 
on  Economics  advocates  a more  reasonable  fee 
schedule  for  payment  of  the  relief  patient’s  own 
chosen  physician  and  insists  that  continuity  in 
treatment  by  family  physician  is  essential.  In 
accepting  a fee  schedule,  25-50  per  cent  less  than 
the  Workmen’s  Compensation  fee  schedule,  em- 
phasis is  placed  on  the  very  definite  charitable 
contribution  the  doctor  is  making  to  the  com- 
munity in  working  under  such  a schedule.  The 
duties  of  the  professional  advisory  committees 
have  been  reviewed  and  seem  to  meet  the  situa- 
tion adequately  at  this  time,  although  changes 
may  be  suggested  by  accumulated  experience. 

Your  Reference  Committee  wishes  in  closing 
to  compliment  the  work  of  the  Council  through 
its  Committee  on  Public  Relations  and  Eco- 
nomics. We  approve  the  proposed  revision  to 
provide  a system  of  administration  comparable 
to  the  Workmen’s  Compensation  with  local 
autonomy  in  working  out  the  medical  relief 
problem. 

We  have  no  specific  recommendation  other 
than  the  continuation  of  this  committee  and 
further  study  by  them  of  the  vast  problems  in- 
volved in  the  question  of  medical  relief  and  in  the 
correlation  of  the  activities  of  agencies  partici- 
pating in  the  administration  of  the  solution  of 
this  problem. 

We  feel  that  the  Council  has  approached  the 
situation  with  tact  and  good  judgment;  that 


they  are  in  intimate  contact  with  the  Depart- 
ment of  Social  Welfare  of  the  State  of  New  York 
and  have  gone  as  far  in  suggesting  measures 
corrective  of  abuses  as  they  can  under  the  law 
as  at  present  constituted.  We  feel  that  new 
legislation,  relative  to  social  welfare  and  its  re- 
lation to  medical  practice  may  become  impera- 
tive and,  perhaps,  inevitable  before  evils  now 
existent  can  be  completely  eradicated.  When 
such  legislation  comes  up  for  co'nsideration, 
the  Medical  Society  of  the  State  of  New  York, 
through  proper  committees  and  through  legal 
counsel,  should  seek  to  participate  in  the  for- 
mulation of  such  legislation,  and  if  need  be,  ini- 
tiate the  program. 

I move  the  adoption  of  the  recommendation  of 
the  Council. 

The  motion  was  seconded. 

Dr.  Philip  I.  Nash,  Kings:  This  is  of  such 

vital  importance  to  each  of  the  component 
County  Societies  I would  like  to  add  to  this 
resolution  that  a copy  of  this  report  be  sent  to 
the  Secretary  of  each  County  Medical  Society 
in  the  state. 

Speaker  Flynn:  That  will  be  published  in 

the  Journal  anyway? 

Secretary  Irving:  Yes,  but  it  can  be  sent 

individually  without  any  trouble. 

Dr.  Nash:  How  long  will  it  take  before  it  is 

published  in  the  Journal? 

Secretary  Irving:  It  can  be  sent  very  read- 

ily to  the  secretaries  of  the  County  Societies  very 
soon.  I think  that  is  very  important.  It  is 
of  vital  importance,  especially  at  this  time,  to 
the  Economics  Committees,  and  if  you  will  make 
such  a ruling  I will  carry  it  out. 

Speaker  Flynn:  I do.  That  will  be  in- 

cluded in  this  part  of  the  report. 

Dr.  Nash:  Will  you  include  that  in  your 

resolution? 

Dr.  Brennan:  I will  be  glad  to  do  that. 

The  question  being  called,  the  motion  was  put 
to  a vote,  and  was  unanimously  adopted. 

Dr.  Brennan:  I now  move  the  report  of  the 

Committee  as  a whole. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

66.  Report  of  Reference  Committee  on  the 
Report  of  the  Council — Part  III  on  Workmen’s 

Compensation,  and  Supplementary  Report 

Section  9 

Dr.  Leo  F.  Simpson:  We  have  carefully 

reviewed  the  annual  report  of  the  Workmen’s 
Compensation  Committee  of  the  Council,  as 
well  as  its  supplementary  report. 

The  work  of  the  director  of  the  Bureau  de- 
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serves  special  commendation.  His  work  has 
been  characterized  by  thoroughness  and  effi- 
ciency, and  has  been  of  the  greatest  aid  not  only 
to  the  compensation  boards  of  the  County 
Societies  but  to  all  engaged  in  compensation 
work.  We  recommend  the  continuation  of  this 
Bureau. 

We  would  especially  urge  his  recommendation 
that  Workmen’s  Compensation  boards  through- 
out the  state  make  a concerted  effort  to  see  that 
the  required  reports  are  filled  out  promptly. 

We  also  recommend  that  the  County  Society 
boards  accept  these  standards  recommended  by 
the  Bureau  as  guides  in  the  qualifications  of 
physicians  and  specialists. 

We  recommend  this  report  of  the  Committee 
on  Workmen’s  Compensation,  as  published,  to 
the  House  of  Delegates  for  their  approval.  I so 
move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

67.  Report  of  Reference  Committee  on  the 
Report  of  the  Council — Part  III  on  Medical  Ex- 
pense Nonprofit  Indemnity  Insurance  and  Sup- 
plementary Report 

Sections  7,  30 

Dr.  Leo  F.  Simpson:  The  Report  of  the 

Council  on  Medical  Expense  Indemnity  Insur- 
ance has  been  considered,  and  it  is  recommended 
to  the  House  of  Delegates  that  the  following 
modifications  be  endorsed;  these  principles 
should  be  embodied  in  any  plan  of  Medical 
Expense  Indemnity  Insurance: 

1.  It  must  be  nonprofit. 

2.  It  should  involve  cash  indemnity  and  not 
medical  service. 

3.  Patients  must  have  absolute  freedom  of 
choice  in  selecting  a duly  qualified  physician 
from  all  those  qualified  to  practice  and  willing 
to  give  service  within  the  locality  covered  by  the 
operation  of  the  company. 

4.  No  third  party  may  be  permitted  to  come 
between  the  patient  and  his  physician  in  any 
medical  relation.  The  method  of  providing  serv- 
ice must  retain  a permanent  confidential  rela- 
tion between  the  patient  and  the  physician. 

5.  The  fees  should  not  be  below  those  of  the 
Workmen’s  Compensation  schedule;  but  there 
must  be  no  interference  with  higher  fees  being 
charged  to  the  higher  income  group. 

I recommend  the  adoption  of  these  first  five 
principles. 

The  motion  was  seconded. 

Dr.  David  J.  Kaliski,  New  York:  I wish  to 

draw  attention  to  that  section  which  indicates 
that  the  plan  shall  include  medical  indemnity 
but  not  medical  service.  For  the  very  low  in- 
come group,  whom  it  is  proposed  to  include  under 
a medical  indemnity  plan,  it  will  really  be  nec- 
essary to  provide  medical  service ; in  other 
words,  a certain  amount  of  the  fee  that  will  be 
paid  by  this  low  income  group  under  any  form 
of  insurance  policy  will  have  to  be  distributed 
on  a proportional  basis  between  the  physician 
rendering  the  service  and  the  hospital  providing 
the  bed.  It  cannot  be  effected  on  a pure  medical 
indemnity  plan,  and  that  is  the  proposal.  I am 
drawing  that  to  your  attention  because  that  is 
the  proposal  of  the  various  plans  now  under  con- 


sideration. It  does  not  nullify  the  effect  of  the 
indemnity  principle  but  it  would  effectively  bar 
the  inclusion  of  the  low  income  group  from  any 
form  of  medical  service,  if  adopted  in  this  form. 

Dr.  Harvey  P.  Hoffman,  Erie:  The  Com- 

mittee feels  that  there  should  be  no  connection 
between  the  hospital  service  groups  and  the 
physicians’  indemnity  group;  in  other  words, 
when  we  set  up  a physicians’  indemnity  plan 
it  will  have  no  connection  with  any  hospital  plan 
whatever.  We  have  emphasized  this  fact. 

The  idea  on  the  fee  schedule,  although  it  will 
not  be  lower  than  the  compensation  fee  schedule, 
regardless  of  whether  it  is  an  indemnity  corpora- 
tion or  a service  corporation,  is,  we  will  be  able  to 
reach  the  low  income  group  by  our  medical  in- 
demnity plan. 

There  being  no  further  discussion,  and  the 
question  being  called  for,  the  motion  was  put  to 
a vote,  and  was  carried. 

Dr.  Simpson:  In  order  to  have  these  prin- 

ciples simplified  we  have  advised  that  Sections 
6 and  7 read  as  follows: 

6.  All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession. 

That  originally  read : 

"All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession. 
This  includes  all  medical  phases  of  institutions 
involved  in  the  service,  it  being  understood 
that  hospital  service  is  but  the  extension  of  the 
equipment  of  the  physician.  Also  there 
should  be  no  restriction  on  treatment  or  pre- 
scribing not  formulated  and  enforced  by  the 
organized  medical  profession.” 

We  thought  the  last  part  was  rather  redundant 
and  we  thought  that  the  first  sentence  covered 
the  ground  adequately,  at  least  for  the  present : 
"All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession.” 

7.  The  eventual  aim  of  any  plan  should  be  to 
cover  medical  care  in  the  office,  home,  and  hos- 
pital. 

As  originally  proposed  that  paragraph  read : 
"The  eventual  aim  of  any  plan  should  be 
to  cover  medical  care  in  the  office,  home,  and 
hospital,  although  at  the  start  it  may  not  be 
possible  from  an  actuarial  standpoint  to  cover 
all  of  these  in  one  policy.” 

We  thought  that  would  be  covered  sufficiently 
by: 

"The  eventual  aim  of  any  plan  should  be 
to  cover  medical  care  in  the  office,  home,  and 
hospital.” 

Amendment  to  the  Medical  Expense  Nonprofit 
Indemnity  Insurance  Resolution 

Before  we  ask  for  the  adoption  of  that,  the 
Reference  Committee  considered  a resolution  by 
Dr.  Collens,  of  the  Medical  Society  of  the  County 
of  Kings.  His  resolution  was  to  take  the  place 
of  paragraph  6,  which  I have  just  read: 

"All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession. 
This  includes  all  medical  phases  of  institutions 
involved  in  the  service,  it  being  understood 
that  hospital  service  is  but  the  extension  of  the 
equipment  of  the  physician.  Also  there  should 
be  no  restriction  on  treatment  or  prescribing 
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not  formulated  and  enforced  by  the  organized 
medical  profession.” 

Dr.  Cohens’  substitute  for  that  was: 

“That  all  phases  of  medical  activity  in  each 
county  be  under  the  control  of  its  own 
board  elected  by  the  individual  County  Medi- 
cal Societies  and  to  function  in  a fashion  similar 
to  that  of  the  compensation  boards  of  the 
various  counties.  These  functions  to  include 
qualifications  of  physicians  and  specialists, 
determination  of  fee  schedules,  arbitration, 
censorship,  expulsion,  inspection  of  cases, 
regulation  of  conduct,  and  ethics.” 

The  Reference  Committee  felt  that  this  might 
necessitate  the  County  Medical  Societies  being 
a part  of  an  insurance  corporation,  which  we 
believe  to  be  illegal. 

Secondly,  the  permissive  legislation  now  pro- 
posed in  Albany  contemplates  an  ultimate  setup 
of  five  major  plans  in  the  state,  each  not  to  ex- 
ceed eighteen  counties. 

We  believe  that  it  is  premature  because  of 
these  objections  to  incorporate  this  resolution 
as  a part  of  the  supplementary  report  of  the 
Council  on  medical  expense  indemnity  insur- 
ance. 

I move  for  the  adoption  of  the  seven  prin- 
ciples. 

The  motion  was  seconded. 

Speaker  Flynn:  Is  there  any  discussion? 

Dr.  W.  S.  Collens,  Kings:  I should  like  to 
call  your  attention  to  this  item  6,  which  appears 
very  innocuous,  but  which  happens  to  be  an  ex- 
tremely important  item.  It  is  something  which, 
if  passed  tonight,  may  come  back  to  plague  us 
later.  Let  me  tell  you  the  reasons  for  it,  and 
I want  to  discuss  the  arguments  and  the  findings 
of  the  Reference  Committee.  As  amended  by 
them  paragraph  6 reads: 

“All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession.” 
That  may  easily  be  construed  so  that  any 
unofficial  group  of  doctors  can  get  together  and 
decide  how  to  control  medical  activities  without 
having  any  superior  board,  or  official  board,  or 
organized  board  of  any  form  of  organized  medi- 
cine, have  any  power  or  control  over  this  unofficial 
group.  That  apparently  is  the  intent  of  No.  6. 
My  amendment  changes  that  to  create  an  official 
status  for  the  group  that  will  control  and  regulate 
all  phases  of  medical  activity.  It  is  concerned 
with  the  election  of  a board  by  each  County 
Medical  Society  to  regulate  the  conduct  of 
medical  activities  in  their  own  county.  Every 
county  in  the  entire  state  under  my  amendment 
would  have  the  privilege  of  electing  its  own 
board  to  regulate  its  own  doctors.  That  does 
not  mean  that  each  county  will  go  into  the  busi- 
ness of  medical  expense  indemnity  as  interpreted 
by  the  Reference  Committee,  because  in  my 
amendment  I state  that  each  board  is  to  function 
in  a capacity  similar  to  the  present  compensation 
board  in  traumatic  medicine.  Everybody  agrees 
that  the  present  board  in  compensation  medicine 
is  not  engaged  in  any  business  by  any  or  every 
stretch  of  the  imagination,  and  the  same  holds 
true  for  any  board  that  would  regulate  the  con- 
trol of  nontraumatic  medicine.  The  argument, 
therefore,  that  it  would  put  the  County  Societies 
into  business  is  entirely  false;  consequently  the 
County  Societies  would  not  be  legally  liable. 


This  whole  thing  is  still  within  the  limits  of  the 
present  enacted  legislation,  which  permits  the 
practice  of  nonvoluntary  medical  expense  in- 
demnity. The  only  thing  that  I wish  to  pre- 
sent by  means  of  this  amendment  is  a method  by 
which  the  medical  profession  will  be  protected  by 
their  own  County  Medical  Societies.  That  is  all. 

Because  of  my  reasons,  therefore,  I make  a 
motion  that  my  amendment  stand. 

Speaker  Flynn  : Are  you  making  an  amend- 

ment to  the  motion  as  presented  by  the  Reference 
Committee? 

Dr.  Collens:  Yes,  I presented  an  amend- 
ment this  afternoon.  My  amendment  reads — 

Speaker  Flynn:  The  Reference  Committee 

has  taken  care  of  that. 

Dr.  Collens:  In  view  of  the  fact  that  the 

Reference  Committee  recommends  that  my 
amendment  be  not  accepted  I therefore  make  a 
motion  that  my  amendment  stand. 

Dr.  Simpson:  The  Reference  Committee 

merely  stated  that  we  considered  this  particular 
motion  premature  because  of  the  chaotic  state  of 
the  present  subject,  and  not  that  it  was  not  a 
feasible  plan  or  might  not  be  ultimately,  but  at 
present  it  was  premature. 

Dr.  Leo  F.  Schiff,  Clinton:  I have  some- 
thing to  offer  that  maybe  Dr.  Collens  will  accept 
if  he  will  defer  the  placing  of  an  amendment  for  a 
moment. 

It  has  struck  me  that  there  is  just  a little  some- 
thing of  truth  in  what  Dr.  Collens  has  said. 
At  the  same  time  there  is  no  need  to  amplify  the 
details  of  this  medical  control  and  I therefore 
suggest  (Dr.  Collens,  if  you  approve  of  it,  I would 
suggest  that  you  offer  it  as  an  amendment  to  this 
Committee’s  report,  or  perhaps  Dr.  Simpson  will 
accept  it  at  once)  that  this  Section  6 read  simply : 
“All  features  of  medical  service  must  be  under 
the  control  of  the  medical  profession,  such  con- 
trol to  be  exercised  by  or  under  the  direction  of 
local  County  Medical  Societies  or  the  Medical 
Society  of  the  State  of  New  York.”  That  does 
not  bother  with  the  details.  It  just  tells  how  it 
is  to  be  done,  and  keeps  the  outsiders  from  float- 
ing in. 

Dr.  Collens:  I should  like  to  hear  that 

amendment  again 

Dr.  Schiff:  “Such  control  to  be  exercised 

by  or  under  the  direction  of  local  County  Medical 
Societies  or  the  Medical  Society  of  the  State  of 
New  York.” 

Dr.  Collens:  That  is  all  right  with  me,  Mr. 

Chairman. 

Dr.  Schiff  : I would  rather  say  “The  Medical 

Society  of  the  State  of  New  York  or  one  of  its 
component  County  Societies.” 

The  amendment  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

Speaker  Flynn:  Now  the  motion  is  on  the 

adoption  of  the  report  as  a whole,  containing  the 
amendment  of  Dr.  Schiff. 

There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  carried. 

Dr.  Arthur  F.  Heyl,  Westchester:  I believe 

there  are  a majority  of  delegates  here  in  body 
but  not  in  spirit  nor  in  intelligence.  This  eve- 
ning’s session  has  now  run  for  three  hours  without 
an  intermission,  and  most  of  us  devoted  a fair 
amount  of  intelligence  to  the  meeting  this  after- 
noon. Another  day  will  dawn  tomorrow.  If  it 
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does  not,  it  does  not  matter.  There  will  be  a 
day  thereafter,  if  need  be. 

I move  you  that  this  meeting  for  this  evening 
be  postponed  to  meet  again  tomorrow  morning. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  I would  like  to  move 

an  amendment  that  this  House  now  adjourn  to 
reconvene  at  9 o’clock  tomorrow  morning. 

Dr.  Heyl:  I will  accept  the  change. 

The  session  adjourned  at  11:15  p.m. 


Morning  Session 

Tuesday,  April  25,  1939 

The  session  convened  at  9:15  a m.  in  the  Ply- 
mouth Church,  Syracuse,  New  York. 

Speaker  Flynn:  There  evidently  being  a 

quorum  present,  we  will  now  proceed  with  the 
election. 

68.  Elections 

Tellers 

Speaker  Flynn:  I will  now  appoint  the 

tellers:  As  Chairman,  Dr.  Leo  F.  Simpson, 

of  Monroe;  Dr.  Bernard  S.  Strait,  of  Yates; 
Dr.  Albert  A.  Gartner,  of  Erie;  Dr.  Morris  R. 
Bradner,  of  Orange;  and  Dr.  J.  Lewis  Amster, 
of  New  York. 

Roll  Call 

We  will  now  have  the  roll  call. 

The  Assistant  Secretary  called  the  roll  and  the 
following  delegates  responded:  Emerson  C. 
Kelly,  Frederic  C.  Conway,  William  B.  Cornell, 
Lyman  C.  Lewis,  J.  Lewis  Amster,  Edward  R. 
Cunniffe,  Samuel  Epstein,  Edward  P.  Flood, 
Louis  A.  Friedman,  J.  Adlai  Keller,  William 
Klein,  Moses  H.  Krakow,  Samuel  M.  Allerton, 
George  C.  Vogt,  Leo  E.  Reimann,  Harry  S.  Bull, 
Edgar  Bieber,  De  Forest  W.  Buckmaster,  Elliot 
T.  Bush,  Archibald  K.  Benedict,  Leo  F.  Schiff, 
John  L.  Edwards,  Daniel  R.  Reilly,  Robert 
Brittain,  William  A.  Krieger,  Aaron  Sobel, 
Herbert  H.  Bauckus,  Albert  A.  Gartner,  Harry 
C.  Guess,  Harvey  P.  Hoffman,  Thurber  Le  Win, 
Alfred  H.  Noehren,  Joseph  C.  O’Gorman, 
Harold  J.  Harris,  Charles  C.  Trembley,  Sylvester 
C.  Clemans,  Peter  J.  Di  Natale,  Kenneth  F. 
Bott,  George  A.  Burgin,  Charles  A.  Prudhon, 
Charles  A.  Anderson,  Albert  F.  R.  Andresen, 
Robert  F.  Barber,  John  L.  Bauer,  Thomas  M. 
Brennan,  E.  Jefferson  Browder,  J.  Arthur 
Buchanan,  William  S.  Collens,  John  B.  D’Albora, 
Maurice  J.  Dattelbaum,  Benjamin  Davidson, 
Harry  Feldman,  Edwin  A.  Griffin,  Walter  D. 
Ludlum,  John  J.  Masterson,  Ralph  Lloyd, 
Thomas  A.  McGoldrick,  Philip  I.  Nash,  Abraham 
M.  Rabiner,  Irving  J.  Sands,  Irwin  E.  Siris, 
Alec  N.  Thomson,  Thomas  B.  Wood,  Edgar  O. 
Boggs,  Charles  Gullo,  Richard  B.  Cuthbert,  Jr., 
Clarence  V.  Costello,  William  A.  MacVay,  John 
J.  Rooney,  Leo  F.  Simpson,  Willard  H.  Veeder, 
Horace  M.  Hicks,  David  E.  Overton,  Louis  A. 
Van  Kleeck,  Walter  P.  Anderton,  Horace  E. 
Ayers,  George  Baehr,  Clarence  G.  Bandler, 
Emily  D.  Barringer,  Edward  K.  Barsky,  Samuel 
B.  Burk,  Albert  A.  Cinelli,  Vincenzo  Fanoni,  Al- 
fred G.  Forman,  Howard  Fox,  B.  Wallace 
Hamilton,  Alfred  M.  Heilman,  Roy  B.  Henline, 
Benjamin  Jablons,  David  J.  Kaliski,  J.  Stanley 


Kenney,  Moses  Keschner,  Francis  N.  Kimball, 
Samuel  J.  Kopetzky,  Peter  M.  Murray,  William 
M.  Patterson,  Nathan  Ratnoff,  Guy  S.  Phil- 
brick,  Richard  H.  Sherwood,  William  Hale, 
Jr.,  John  F.  Kelley,  Andrew  Sloan,  John  J. 
Buettner,  William  W.  Street,  Albert  G.  Swiftf 
Homer  J.  Knickerbocker,  Morris  R.  Bradner’ 
Moses  A.  Stivers,  Ralph  E.  Brodie,  Olin  J. 
Mowry,  Floyd  J.  Atwell,  James  M.  Dobbins, 
W.  Guernsey  Frey,  Jr.,  Frank  R.  Mazzola,  H.  P. 
Mecken,  Daniel  J.  Swan,  Joseph  Wrana,  John  D. 
Carroll,  Stephen  H.  Curtis,  Arthur  S.  Driscoll, 
Stephen  R.  Monteith,  W.  Grant  Cooper,  G. 
Scott  Towne,  Frank  L.  Sullivan,  William  C. 
Treder,  David  W.  Beard,  W.  Raymond  Holmes, 
Leon  M.  Kysor,  Herbert  B.  Smith,  Coburn  A.  L. 
Campbell,  John  L.  Sengstack,  Victor  G.  Bourke, 
Arthur  C.  Hartnagel,  Norman  S.  Moore,  Frederic 
W.  Holcomb,  Morris  Maslon,  Denver  M.  Vickers, 
Ralph  Sheldon,  C.  J.  F.  Parsons,  Arthur  F.  Heyl, 
Merwin  E.  Marsland,  Laurance  D.  Redway, 
Edward  C.  Wood,  Henry  S.  Martin,  Bernard 
S.  Strait. 

The  following  District  Delegates  were  pres- 
ent: Theodore  West,  Irving  Gray,  Charles  A. 

Earl,  Reeve  .B.  Howland,  Alfred  W.  Armstrong, 
Louis  L.  Klostermyer. 

The  following  officers  were  present:  William 

A.  Groat,  Terry  M.  Townsend,  Walter  W.  Mott, 
Peter  Irving,  Edward  C.  Podvin,  George  W. 
Kosmak,  James  M.  Flynn,  Louis  H.  Bauer, 
Edward  T.  Wentworth,  Oliver  W.  H.  Mitchell, 
Thomas  H.  Cunningham,  Thomas  P.  Farmer, 
James  H.  Borrell,  Augustus  J.  Hambrook,  Guy 
S.  Carpenter,  Clarence  G.  Bandler,  William  H. 
Ross,  James  E.  Sadlier,  Harry  R.  Trick,  James 
F.  Rooney,  George  W.  Cottis. 

The  following  ex-Presidents  were  present : 
Thomas  H.  Halsted,  Grant  C.  Madill,  James 
F.  Rooney,  Arthur  W.  Booth,  George  M. 
Fisher,  James  E.  Sadlier,  Harry  R.  Trick,  William 
H.  Ross,  William  D.  Johnson,  Chas.  Gorden 
Heyd,  Frederic  E.  Sondern,  Floyd  S.  Winslow. 

Election  of  Officers 

The  following  officers  were  elected:  President- 
elect and  First  Vice-President,  James  H.  Bor- 
rell, Buffalo;  Second  Vice-President,  Aaron 
Sobel,  Poughkeepsie;  Secretary,  Peter  Irving, 
New  York;  Assistant  Secretary,  Edward  C.  Pod- 
vin, Bronx;  Treasurer,  George  W.  Kosmak, 
New  York;  Assistant  Treasurer,  Kirby  Dwight, 
New  York;  Speaker,  James  M.  Flynn,  Roches- 
ter; Vice-Speaker,  Louis  H.  Bauer,  Hemp- 
stead; Trustee,  five-year  term,  William  H.  Ross, 
Brentwood;  Councilors,  three-year  term  terminat- 
ing 1942 — John  L.  Bauer,  Brooklyn;  Oliver 
W.  H.  Mitchell,  Syracuse;  Edward  T.  Went- 
worth, Rochester. 

A.M.A.  Delegates 

The  following  were  elected  for  1940-1941. 
Samuel  J.  Kopetzky,  New  York;  John  J: 
Masterson,  Brooklyn;  Frederic  E.  Sondern, 
New  York;  James  M.  Flynn,  Rochester; 
Thomas  A.  McGoldrick,  Brooklyn;  Walter  W. 
Mott,  White  Plains;  Peter  Irving,  New  York; 
George  W.  Kosmak,  New  York;  Guy  S.  Car- 
penter, Waverly. 

The  following  were  elected  alternates  for 
1940-41 : William  H.  Ross,  Brentwood;  Louis  H. 
Bauer,  Hempstead;  George  M.  P'isher,  Albany; 
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Edward  C.  Podvin,  Bronx;  Harry  C.  Guess, 
Buffalo;  G.  Scott  Towne,  Saratoga  Springs; 
Charles  C.  Trembley,  Saranac  Lake;  James  R. 
Reuling,  Jr.,  Flushing;  Denver  M.  Vickers, 
Cambridge. 


69.  Election  of  Retired  Members 

Secretary  Irving:  Retired  membership  ap- 

plications for  1939: 


David  S.  Armstrong 

William  E.  Barron 

Frederick  E.  Bauer 

Ernest  E.  Billings 

Edmund  E.  Blaauw 

T.  A.  Brady 

Francis  J.  Carr,  Sr 

John  M.  Clayland 

Frank  R.  Coe 

Michael  A.  Cohn 

Warren  Coleman 

Reuben  Cronson 

Francis  W.  Davis 

John  W.  Durkee 

George  S.  Eveleth 

Gustave  A.  Fensterer 

Austin  Flint 

Alexander  Friedman 

W.  Whitehead  Gilfillan.  . . 

Maude  Glasgow 

Myrtle  A.  Hoag 

Lawson  U.  Hurlburt 

J.  R.  Johnson 

Eugene  G.  Kessler 

M.  E.  Leary 

Morris  D.  Lederman 

George  Griffin  Lewis 

Frank  W.  Marlow 

John  D.  McBarron 

Jackson  M.  Mills 

Nathan  A.  Monroe 

William  H.  Morrison 

William  Frederick  Nolting 

O.  E.  F.  Risch 

William  Z.  Roberts 

William  D.  Robertson 

E.  H.  Rogers 

Saul  J.  Selkin 

Francis  L.  Stebbins 

Sydney  A.  Stein 

William  H.  Stewart 

Benjamin  T.  Tilton 

William  D.  Towsley 

Benjamin  R.  Tupper 

George  R.  Turk 

Fitch  H.  Van  Orsdale 

George  W.  Whitney 

Charles  C.  Zacharie 


. Auburn 
. Addison 
.New  York 
. Kingston 
. Buffalo 
Saranac  Lake 
. Buffalo 
. Brooklyn 
. Warners 
. Lajolla,  Calif. 

. New  York 
. New  Rochelle 
. New  York 
Morristown,  N.  J. 
.Little  Falls,  N.  Y. 
• Garden  City 
Venice,  Fla. 

. New  York 
. New  York 
. New  York 
. Buffalo 
. Norjyood 
. Syracuse 
New  York 
Rochester 
New  York 
Syracuse 
Syracuse 
New  York 
New  York 
Syracuse 
New  York 
Brooklyn 
Brooklyn 
Buffalo 
Mt.  Vernon 
New  York 
Bronx 
Geneva 
New  York 
New  York 
New  York 
Syracuse 
New  York 
Buffalo 
Belmont 
Auburn 
Marlboro 


I move  the  election  of  these  gentlemen  to  re- 
tired membership. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

70.  Instructions  to  Delegates  from  Bronx 
County  Medical  Society 

Dr.  William  Klein,  Bronx:  I have  a few 

resolutions  here  from  the  Bronx  County  Society. 
In  view  of  the  fact  that  all  of  them  have  been 
embodied  and  have  been  adopted  in  resolutions 
passed  by  the  House  yesterday,  if  it  meets  with 
the  approval  of  the  House  I would  like  to  have 
these  put  on  the  record  as  if  they  were  read,  with 
the  notation  that  they  have  all  been  adopted 
by  the  House  already  in  various  other  resolutions 
and  reports  of  the  different  committees.  In 
that  way  it  will  save  a good  deal  of  time  and 
save  me  from  reading  them.  If  it  so  pleases  the 
House,  I will  have  them  embodied  in  the  record. 
They  were  all  acted  on  already. 

Speaker  Flynn  : If  there  is  no  objection,  the 

Chair  will  receive  this  communication  from  the 
Bronx  County  Medical  Society  for  what  it  may 
be  worth. 


Chorus:  What  are  they? 

Dr.  Klein:  Resolutions  passed  yesterday, 

most  of  them  in  the  report  of  Dr.  Brennan’s  com- 
mittee. All  of  them  have  already  been  acted 
on. 

Chorus:  Read  them!  Read  them! 

Dr.  Klein:  All  right,  I will: 

1.  It  is  moved  that  our  Delegates  call  to 
the  attention  of  the  Convention  the  existing 
inadequacies  of  medical  care  as  enunciated  by 
the  National  Health  Conference  and  as  recog- 
nized by  the  A.M.A.  by  its  support  of  pro- 
posals one,  two,  three,  and  five. 

2.  It  is  moved  that  our  Delegates  petition 
the  State  Society  to  assume  leadership  in  safe- 
guarding the  health  of  the  people  of  our  state 
by  publicizing  these  medical  needs  and  inade- 
quacies as  well  as  the  methods  for  solving 
them. 

3.  It  is  moved  that  our  Delegates  recom- 
mend to  the  State  Society  that  it  demonstrate 
its  interest  in  the  economic  status  of  the  medi- 
cal profession  by  presenting  plans  for  ade- 
quate remuneration  for  the  physicians  who 
will  supply  the  medical  care  under  the  methods 
planned. 

4.  It  is  moved  that  the  Delegates  remind 
the  Convention  that  the  A.M.A.  has  already 
endorsed  certain  proposals  of  the  National 
Health  Conference;  namely,  proposals  one, 
two,  three,  and  five. 

5.  It  is  moved  that  the  Delegates  ask  for 
active  participation  and  guidance  in  the  fur- 
ther development  of  these  proposals  at  the 
Annual  September  Meeting  of  the  A.M.A. 

6.  It  is  moved  that  the  Bronx  County 
Medical  Society  inform  its  delegates  of  its 
opposition  to  the  ratification  of  Chapter  XV, 
Section  7 of  the  proposed  Bylaws  of  the  State 
Medical  Society. 

As  you  know,  this  was  tabled  until  next  year. 

7.  It  is  moved  that  the  Bronx  County 
Medical  Society  instruct  its  Legislation  Com- 
mittee to  oppose  the  Lewis  Bill  (citizenship 
requirement  for  the  practicing  of  medicine 
in  New  York  State). 

Speaker  Flynn:  All  of  these  principles  have 

been  adopted  and  incorporated  in  other  resolu- 
tions. 

Dr.  Klein:  Yes,  I therefore  move  the  House 

take  no  further  action  except  as  a matter  of  rec- 
ord. 

Speaker  Flynn:  It  has  been  moved  that 

they  be  received  and  placed  on  file. 

The  motion  was  seconded  and  there  being  no 
further  discussion,  it  was  voted  and  unanimously 
carried. 

71.  Report  of  Committee  on  Prize  Essays 

Secretary  Irving:  A telegram  has  been  re- 

ceived from  the  Committee  on  Prize  Essays. 
There  was  a Prize  Essay  offered  this  year  and 
Dr.  Frank  B.  Cross  sends  in  his  report:  “Com- 
mittee on  Essays  advises  that  no  award  be 
made  this  year.” 

I move  the  acceptance  of  this  report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  carried. 
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72.  Report  of  Reference  Committee  on  the 
Address  of  the  President-Elect 

Sections  13,  45 

Dr.  Robert  Brittain:  This  is  our  third 

time  at  the  bat.  We  hope  to  score  in  a single. 
(Laughter)  We  have  divided  this  Committee’s 
report  into  four  sections. 

Committee  on  Financial  Study 

First,  your  Committee  approves  the  recom- 
mendation of  the  President-elect,  authorizing 
the  appointment  of  a special  committee  for 
study  and  investigation  of  the  cost  of  the  pub- 
lication of  the  Journal,  reduction  of  salaries  and 
expenses  where  there  seems  to  be  an  unjustifiable 
excess.  This  committee  to  report  their  findings 
and  recommendations  to  the  Council. 

We  ask  for  the  adoption  of  this  recommenda- 
tion. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  car- 
ried. 

Dr.  Brittain:  The  next  is  a reference  to  the 

Board  of  Trustees. 

Your  Committee  approves  his  recommenda- 
tion that  there  be  a close  inspection  and  economic 
distribution  of  funds  and  thorough  investigation 
of  our  expenditures  in  order  to  secure  the  maxi- 
mum possible  reduction.  We  move  this  be 
referred  to  the  Board  of  Trustees. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  carried. 

Dr.  Brittain  : The  third  item : 

Workmen's  Compensation  Bureau 
Section  62 

Your  Committee  approves  the  President- 
elect’s recommendation  that  the  Workmen’s 
Compensation  Committee  and  the  Workmen’s 
Compensation  Bureau  be  continued. 

We  ask  for  the  adoption  of  that  recommen- 
dation. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  carried. 

Dr.  Brittain:  The  fourth  item: 

Foreign  Physicians  and  Nonmember  Physicians 

Your  Committee  approves  of  the  President’s 
recommendation  for  consideration  and  the  study 
of  the  licensure  of  alien  physicians,  and  an  ac- 
tive survey  of  physicians  who  are  not  members 
of  their  local  Medical  Societies  to  get  them  to 
become  members. 

We  offer  this  for  adoption. 

The  motion  was  seconded. 

Speaker  Flynn:  Is  there  any  discussion? 

President  Groat:  I do  not  want  to  take 

any  of  the  President-elect’s  thunder.  Where 
Dr.  Brittain  said  “President”  that  was  “Presi- 
dent-elect.” 

Dr.  Brittain:  I beg  your  pardon.  That  is 

so. 

Speaker  Flynn:  Is  there  any  further  dis- 

cussion? 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried. 

Dr.  Brittain:  I move  the  adoption  of  the 

report  as  a whole. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  voted  and  unanimously  car- 
ried. 


73.  Resolution  Urging  Continued  Support  for 
Preventive  Health  Protection  Activities  in  the 

State  of  New  York 

Section  85 

Dr.  Samuel  B.  Burk,  New  York : I am  pre- 

senting this  resolution  at  the  request  of  the  Divi- 
sion of  Industrial  Hygiene  of  the  State  Depart- 
ment of  Labor: 

Whereas,  many  workers  in  industry  are  ex- 
posed to  conditions  conducive  to  occupational 
injuries  and  occupational  disease;  and 

Whereas,  the  workers  of  New  York  State 
are  entitled  to  protection  against  such  conditions 
in  order  that  their  health  may  be  preserved  at  all 
times ; and 

Whereas,  local  communities  do  not  possess 
facilities  for  the  conduct  of  such  work ; and 

Whereas,  the  only  health  and  safety  pro- 
tection in  New  York  State  is  lodged  in  the  State 
Department  of  Labor,  Division  of  Industrial 
Hygiene;  and 

Whereas,  this  unit  of  the  State  Government 
has  performed  most  commendable  work  and  has 
contributed  greatly  to  the  protection  of  workers 
against  accidents,  silicosis,  and  occupational 
poisonings ; and 

Whereas,  the  physicians  of  the  State  of  New 
York  feel  that  these  efforts  are  deserving  of  the 
full  support  of  the  State  of  New  York;  therefore 
be  it 

Resolved:  that  the  Medical  Society  of  the  State 
of  New  York,  through  its  House  of  Delegates, 
goes  on  record  in  favor  of  the  continuation  of 
these  preventive  health  measures  on  behalf  of  the 
employed  population  of  the  State  of  New  York 
and  for  the  full  support  of  these  preventive 
measures,  and  be  it  further 

Resolved:  that  this  action  by  the  House  of 

Delegates  be  forwarded  to  the  appropriate 
State  Governmental  Authorities. 

Speaker  Flynn:  This  will  be  referred  to  the 

Reference  Committee  on  New  Business  B,  Dr. 
Frederic  C.  Conway,  Chairman. 

74.  Report  of  Committee  on  Report  of  Council 

Part  IV 

Dr.  C.  A.  Anderson:  This  is  the  Report  of 
the  Committee  on  Report  of  Council — Part  IV : 

Legislation 
Sections  6,  53 

The  annual  report  of  the  Council  Committee 
on  Legislation  as  well  as  the  supplementary 
report  have  been  reviewed  by  your  Com- 
mittee. The  Committee  is  duly  impressed  with 
the  volume  of  work  which  has  been  efficiently 
covered  by  the  Council  Committee  and  Dr. 
Joseph  Lawrence,  Executive  Officer,  and  feels 
they  are  to  be  congratulated  on  their  results. 
Your  Committee  offers  the  following  recom- 
mendations : 

The  Committee  heartily  approves  of  the 
Legislative  Bulletin  Service  to  County  Society 
leaders  and  recommends  their  continuation. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded  and  as  there  was  no 
discussion,  it  was  voted  and  unanimously  car- 
ried. 

Dr.  Anderson:  The  Committee  recom- 

mends, subject  to  the  approval  of  the  Board  of 
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Trustees,  that  in  view  of  the  numerically  increas- 
ing and  complicated  legislative  problems  and  the 
possibility  of  unforeseen  contingencies  arising, 
the  Executive  Officer  be  provided  with  an 
assistant,  who  shall  be  a duly  licensed  physician 
of  the  State  of  New  York,  who  will  be  able  to 
carry  on  uninterruptedly  the  activities  of  this 
important  department. 

I move  the  adoption  of  the  recommendation  of 
the  Committee. 

Reporting  on  the  resolution  presented  by  Dr. 
M.  E.  Marsland,  of  the  Medical  Society  of  West- 
chester County,  namely, 

“Be  it  resolved:  That  the  House  of  Delegates 

do  instruct  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  to  retain  full-time  legal 
counsel  to  assist  and  supplement  the  Society’s 
present  representation  before  the  Legislature.” 

Your  Committee  disapproves  of  this  resolu- 
tion in  view  of  the  recommendation  embodied 
in  the  report  of  the  Committee  and,  furthermore, 
the  subject  matter  relates  to  the  practice  of 
medicine  and  only  in  rare  instances  is  there  a 
strictly  legal  problem,  which  problem,  can  be 
handled  by  the  Counsel  of  the  Society. 

I move  the  adoption  of  the  recommendation 
of  the  Committee. 

The  motion  was  seconded. 

Dr.  M.  E.  Marsland,  Westchester:  Mr. 

Speaker  and  gentlemen!  It  is  not  the  intent  of 
this  resolution  to  change  the  existing  status  of  the 
Society’s  Legislative  Bureau  in  Albany  or  to  dis- 
place any  of  its  present  personnel.  The  intent 
is  to  provide  additional  help,  the  need  for  which 
is  implied  in  the  Legislative  Committee’s  report 
for  1938. 

It  is  our  thought  that  this  help  would  be  best 
supplied  by  the  employment  of  a legal  represen- 
tative. Every  bill  of  medical  interest  has  a legal 
aspect  as  well,  and,  in  addition,  has  to  be  con- 
sidered from  the  layman’s  point  of  view.  We 
believe  that  a legal  representative  would  re- 
flect the  legal  and  lay  point  of  view,  and  his 
services  could,  perhaps,  be  utilized  in  many  in- 
stances to  present  these  aspects  to  the  legisla- 
tors more  convincingly  than  we  can. 

These  aspects — the  nonmedical  aspects — 
of  our  problems  are  frequently  of  prime  impor- 
tance, and  it  is  often  difficult  for  us  with  our 
medical  training  and  background  to  recognize 
and  properly  evaluate  them.  Our  suggestion  is 
in  no  way  a criticism  of  the  present  structure, 
but  offers,  we  believe,  a way  in  which  a good 
machine  can  be  made  even  better.  We  need 
active  participation  rather  than  purely  con- 
sultative legal  advice. 

While  the  idea  is  not  incorporated  in  the  pre- 
amble or  body  of  this  resolution,  it  is  to  be 
hoped  that  the  plan  suggested  would  enable  us 
to  depart  in  some  degree  from  the  largely  de- 
fensive program  which  we  are  compelled  to 
follow  under  the  present  circumstances,  because 
of  the  press  of  work  which  is  now  imposed.  We 
hope  that  it  will  prove  to  be  a step  toward  a 
legislative  program  which  will  attempt  to  em- 
body and  effect  the  resolutions  of  the  House  of 
Delegates;  that  the  State  Society  will  be  able 
to  adopt  a more  active  program  by  sponsoring 
such  legislation  as  may  seem  necessary  to  pro- 
tect and  advance  the  interests  of  the  public  and 
the  profession. 


If  this  resolution  is  made  effective,  the  total 
cost  would  be  less  than  a cent  per  day  per 
member.  If  this  item  seems  to  be  prohibitive, 
remember  that  there  is  probably  no  activity  of 
the  State  Society  today  that  is  of  more  vital 
interest  to  its  members  and  to  the  public  than 
the  activities  of  the  Legislative  Bureau,  and 
none  from  which  the  Society  “gets  more  for  its 
dollar,”  to  use  Dr.  Townsend’s  phrase  in  his 
address  yesterday  morning. 

Therefore,  I want  to  make  a substitute  motion, 
Mr.  Speaker,  that  the  report  of  the  Reference 
Committee  on  this  resolution  be  not  approved, 
and  that  the  original  resolution  shall  prevail. 

The  motion  was  seconded. 

Dr.  Samuel  B.  Burk,  New  York:  On  the 
substitute  motion,  I happen  to  be  on  that  Ref- 
erence Committee,  and  during  the  past  thirteen 
or  fourteen  years  it  has  been  my  privilege  to 
serve  as  a member  of  the  Legislative  Committee 
of  the  Medical  Society  of  the  County  of  New 
York. 

With  all  due  respect,  I wish  to  take  exception 
to  the  expression  that  was  used  as  to  the  passive 
method  that  our  representative  at  Albany  has 
participated  in  the  activities  of  the  State  Medical 
Society. 

True  as  it  is  that  there  are  some  legal  phases 
associated  with  pending  legislation,  I believe 
that  there  is  no  one  who  can  present  medical 
problems  more  efficiently,  more  accurately,  and 
with  the  greatest  effect  than  a medical  man. 
While  we  might  have  legal  advice  on  special 
occasions,  we  still  have  the  counsel  of  the  State 
Society,  who  is  ever  anxious  and  willing  to  help 
us.  However,  if  we  start  using  the  services  of  a 
lawyer  who  will  try  to  represent  the  medical 
picture  in  certain  cases,  you  will  find  that  many 
of  the  legislators  have  already  been  primed  by 
the  opposition,  and  will  only  be  too  ready  and 
anxious  to  give  arguments  which  are  contrary  to 
actual  medical  facts.  I know  of  no  one  who  can 
better  refute  those  arguments  than  a medical 
man;  hence  the  recommendation  as  the  Com- 
mittee gave  it  was  expressed  bearing  in  mind  all 
the  various  angles  as  were  mentioned. 

Dr.  Arthur  F Heyl,  Westchester:  Last 

evening  before  the  hour  was  too  late  two  of  our 
delegates  were  debating  with  eloquence,  candor, 
and  intelligence  a recommendation  of  the  Board 
of  Trustees  on  a similar  issue,  namely,  that  a 
fiscal  adviser  should  be  employed  when  it  came 
to  decisions  of  investment  of  money.  It  seems 
to  me  that  this  is  quite  parallel,  and  is  a justifica- 
tion for  the  continuance  of  our  present  setup 
with  a physician  guiding,  but  with  legal  advice, 
to  help  frame  legislation  and  to  advise  how  best 
in  addition  that  knowledge,  which  has  been 
gained  over  the  years,  could  be  utilized  to  block 
laws  unfavorable  to  the  practice  of  medicine  and 
physicians.  I cannot  see  any  difference  at  all 
in  the  specialization  angle  urged  last  night  and 
that  involved  here.  In  fact,  in  this  issue  there  is 
much  more  invested.  This  deals  with  the  whole 
future  welfare  of  the  Medical  Society  of  the 
State  of  New  York,  and  not  only  with  the  in- 
vestment of  $100,000  or  so. 

Dr.  George  W.  Cottis:  Mr.  Speaker,  I do 
not  know  whether  to  be  amused  or  irritated. 
So  far  as  I know,  our  present  Executive  Officer 
has  well  performed  his  duties.  I have  heard 
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no  criticism  whatever  of  him,  and  I understand 
in  Albany  he  has  tremendous  influence.  I do  not 
understand  that  Dr.  Lawrence  has  asked  for  any 
full-time  adviser.  If  he  does  require  any  legal 
advice,  we  have  our  own  counsel  who  is  paid  a 
good  retaining  fee  every  year,  and  who  is  per- 
fectly willing  to  do  whatever  work  may  be  re- 
quired. 

I do  not  quite  like  that  one  cent  a day  idea 
because  it  is  rather  subtle.  I have  been  doing 
a little  higher  mathematics  in  my  own  head,  and 
I think  that  would  amount  to  S3. 65  a year,  and 
with  our  total  dues  only  $10,  that  is  not  quite  so 
innocuous  as  it  may  sound. 

In  regard  to  the  fiscal  adviser,  I believe  it  is 
obvious  that  $300  for  advice  as  to  the  investment 
of  our  funds  will  probably  pay  for  itself.  I do 
not  believe  that  the  salary  of  a full-time  legal 
man  in  Albany  will  be  justified  by  the  results 

Dr.  Richard  H.  Sherwood,  Niagara:  I am 
neither  amused  nor  annoyed  by  anything  that 
has  been  said  I have  been  before  legislative 
committees  three  times,  and  one  cannot  help 
being  impressed  by  the  array  of  expensive  legal 
talent  backing  up  the  opposition  to  anything 
that  we  want  done  and  usually  anything  that 
we  do  not  want  done. 

After  hearing  the  arguments  on  both  sides  as 
to  whether  we  should  have  a doctor  or  a lawyer 
helping  Dr.  Lawrence,  I must  confess  that  I am 
not  competent  to  say  which.  I feel,  however, 
sincere  in  the  conviction  that  we  need  some  kind 
of  help.  When  you  realize  that  a little  band  of 
osteopaths  can  set  the  medical  profession  on  their 
heels,  and  a few  working  for  the  chiropractors 
are  so  well  organized  that  they  can  introduce 
detrimental  legislation  to  the  medical  profession 
year  after  year,  you  know  that  my  statement  is 
so.  The  work  of  our  Legislative  Bureau  and  the 
Committee  on  Legislation  is  most  commendable, 
but  there  is  a feeling  on  the  part  of  some  of  the 
members  of  our  Medical  Society  that  something 
more  constructive  and  positive  should  be  under- 
taken in  behalf  of  organized  medicine. 

In  the  Department  of  Social  Welfare  of  this 
state  it  is  quite  apparent  we  have  growing  one  of 
the  largest  bureaucracies  in  the  whole  United 
States,  whose  rules  and  regulations  have  the 
effect  of  law  when  applied  locally  in  our  com- 
munities. We  have  been  having  some  wishful 
conferences  with  them  for  a number  of  years, 
with  very  little  practical  effect  It  is  with  the 
idea  not  of  criticizing  the  work  that  has  been 
done,  but  commending  it  most  highly  and  add- 
ing to  that  effort  in  the  coming  years  that  some 
of  the  doctors  feel,  I am  sure,  that  we  should  have 
some  aid.  Whether  it  be  legal  or  medical 
should  be  left  to  those  active  in  the  work  and 
most  competent  to  judge;  but  we  cannot  go  on 
forever  fighting  a defensive  battle.  We  must 
change  our  tactics,  with  the  realization  that 
sometimes  an  attack  is  the  best  method  of  de- 
fense. 

Dr.  Thomas  P.  Farmer:  You  may  have  been 
amused  or  annoyed  by  some  of  the  remarks  in 
this  discussion,  but  I think  there  have  been  some 
words  of  wisdom  spoken.  For  that  reason  I 
want  to  ask  Dr.  Burk,  who  discussed  this  ques- 
tion, a personal  question. 

Dr.  Burk,  haven’t  you  a legal  background  ? 

Dr.  Samuel  B.  Burk,  New  York:  I have. 


Dr.  Farmer:  Will  you  tell  the  House  of 
Delegates  what  it  is? 

Dr.  Burk:  Well,  it  so  happens  that  I have 
taken  the  course  and  passed  the  bar,  and  all  that 
goes  with  it.  That  is  why  I spoke  as  I did,  and 
in  the  vein  I did.  The  reason  we  made  the  rec- 
ommendation was,  while  Joe  Lawrence  is  doing 
an  excellent  job,  heaven  forbid  if  circumstances 
arose  where  Joe  was  temporarily  incapacitated. 
We  are  all  liable  to  such  happenings,  and  it 
would  be  well  to  have  somebody  jump  in  and 
take  care  of  what  is  going  on,  and  under  cir- 
cumstances where  there  would  be  an  unusual 
amount  of  heavy  work  that  somebody  would  be 
able  to  supplement  Joe  in  his  work. 

Insofar  as  the  legal  aspects  are  concerned, 
it  is  only  here  and  there  throughout  the  whole 
year  where  a problem  would  arise  that  would  call 
for  legal  investigation.  I dare  say  that  during 
the  current  legislative  session  there  were  possibly 
one  or  two  occasions  at  the  most  where  that 
question  arose  as  to  whether  or  not  we  ought  to 
have  some  legal  advice. 

So  far  as  making  the  necessary  contacts  is 
concerned,  it  is  only  here  and  there  that  an  in- 
dividual at  the  Assembly  or  the  Senate  may  com- 
ment about  not  knowing  Joe  Lawrence.  I am 
putting  the  cards  right  on  the  table  so  that  every- 
one can  see  them  and  everyone  can  read  them. 
On  one  or  two  such  occasions  I have  had  the 
opportunity  of  having  such  a legislator  meet  Joe 
Lawrence,  and  he  did  not  associate  Joe  Lawrence 
as  Joe  Lawrence  but  as  the  representative  of  the 
Medical  Society  of  the  State  of  New  York. 
They  all  heed  very  carefully  what  he  has  to  say. 

Dr.  Farmer:  I want  to  thank  Dr.  Burk  for 
answering  my  question.  We  have  listened  to 
the  only  man  in  this  House  of  Delegates  who  has 
legal  training,  and  he  has  expressed  his  opinion 
very  accurately  and  very  definitely  about  the 
need  for  outside  legal  advice.  I think  if  we 
formulate  our  own  ideas  on  something  we  do  not 
know  anything  about  and  disregard  his  advice 
we  are  acting  very  foolishly. 

Dr.  John  J.  Buettner,  Onondaga:  I have 
been  a member  of  the  Legislative  Committee  of 
our  County  Society,  also  of  the  State  Legislative 
Committee.  It  does  seem  to  me  that  during  all 
the  years  that  Joe  Lawrence  has  had  charge  of 
the  work,  and  likewise  in  the  various  reports  of 
the  Legislative  Committees,  if  they  felt  that  a 
legal  adviser  was  necessary,  recommendation 
would  have  been  embodied  at  various  times  pre- 
vious to  this.  They  feel  that  the  necessary  legal 
advice  may  be  obtained  when  they  need  it,  and 
I feel  as  the  previous  speakers  have  expressed 
themselves,  particularly  Dr.  Burk,  that  we  would 
be  making  a mistake  to  change  the  routine  as 
established  at  this  time.  I do  feel,  however,  that 
an  assistant  is  necessary  in  order  to  continue  the 
good  work,  and  so  that  there  would  be  no  chance 
under  any  circumstances  of  a letup  on  that  work. 

Dr.  Merwin  E.  Marsland,  Westchester:  I 
would  like  merely  to  straighten  out  some  of  the 
things  that  have  appeared  in  the  discussion  that 
have  been  away  from  the  intent  of  the  resolution. 
In  the  first  place,  there  has  been  a great  deal  of 
talk  about  a legal  adviser.  That  is  a secondary 
consideration.  What  we  are  talking  about  is 
having  someone  who  has  active  participation  in 
the  work  before  the  Legislature,  someone  who  in 
certain  instances  and  with  certain  types  of  bills 
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can  appear  before  committees,  can  approach 
certain  legislators. 

The  reason  and  the  background  for  this  are 
that  in  my  own  personal  experience  as  a member 
of  the  Legislative  Committee  in  approaching 
these  men  frequently  we  cannot  get  them  to  see 
our  point  of  view,  and  frequently  we  cannot  see 
theirs.  I have  had  the  experience  of  having  a bill 
which  was  most  objectionable  from  a medical 
point  of  view  discussed,  and  my  argument  would 
be  most  convincing  to  me  but  the  legislator  could 
not  get  that  point  of  view  yet  perhaps  some 
minor  point  that  I brought  up  affected  him 
personally  and  was  the  thing  that  convinced 
him.  We  cannot  always  see  things  in  their  way, 
and  we  feel  that  having  someone  who  sees  their 
viewpoint,  who  speaks  their  own  language,  would 
be  of  value  in  certain  instances,  not  in  all. 
There  has  been  no  such  intention  to  use  him  in 
all  instances. 

We  do  not  like  to  be  in  the  position  of  telling 
Dr.  Lawrence  what  he  needs.  It  is  merely  that 
we  feel  such  a man  would  contribute  something 
to  our  Legislative  Bureau  that  we  do  not  have 
at  the  present  time. 

As  far  as  the  question  of  expense  is  concerned, 
the  fraction  of  a cent  a day  that  I mentioned,  I 
put  that  in  purposely.  We  figured  out  that  the 
cost  of  one  cigarette  a day  would  more  than 
twice  pay  for  the  services  of  such  a man.  We  do 
not  realize  how  many  of  us  there  are  in  the  state, 
nor  what  an  investment  we  have  to  protect. 
We  have  a gross  income  that  I would  estimate  at 
$60,000,000  a year,  which  is  worth  protecting. 

The  argument  of  not  having  anything  but  a 
medical  man  represent  the  Society  is  like  the 
fly  fisherman  who  would  rather  go  hungry  than 
use  bait.  We  are  prejudiced. 

Finally  we  have  to  remember  that  this  plan  is 
not  irrevocable.  We  can  try  it  to  see  what  it  is 
worth,  and  if  it  does  not  work  out  it  can  be 
modified. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  lost. 

Speaker  Flynn  : The  motion  before  the  house 
is  the  adoption  of  the  report  of  the  Reference 
Committee. 

There  being  no  further  discussion,  and  the 
question  being  called  for,  it  was  put  to  a vote,  and 
was  carried. 

Dr.  Anderson:  I move  the  adoption  of  the 
report  of  the  Committee  as  a whole. 

The  motion  was  seconded,  and  there  being 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

Publications 

Dr.  C.  A.  Anderson:  As  to  Publications,  the 
Committee  is  of  the  opinion  that  the  merging  of 
the  Publications  Department  and  the  Bureau  of 
Public  Relations  as  directed  by  the  House  in 
1938,  under  the  general  chairmanship  of  Dr. 
Peter  Irving  has  been  of  value.  We  congratulate 
the  Committee  on  the  appearance  of  the  Journal 
as  published  since  January  1,  1939,  and  feel 
confident  that  the  venture  will  be  a great  suc- 
cess. 

I move  the  adoption  of  this  report. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 


Medical  Publicity 

Dr.  Anderson:  As  to  Medical  Publicity, 

your  Committee  approves  of  the  practice  of  news 
releases  of  medical  events,  such  as  meetings  of 
the  district  branches,  general  editorials,  and 
news  events  of  interest  to  the  profession  and  the 
lay  public,  and  recommends  the  continuation  and 
extension  of  this  project. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

Dr.  Anderson:  Regarding  the  matter  of 

Speakers  Service  Bulletins,  the  fact  that  of  958 
questionnaires  sent  out,  451  replies  were  re- 
ceived, and  389  physicians  approved  of  these 
bulletins  and  desired  them  to  be  continued, 
speaks  in  favor  of  continuing  this  publication. 
The  committee  recommends  the  continuation  of 
the  publication  of  the  Speakers  Service  Bulletins. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded. 

Dr.  George  W.  Kosmak:  I would  like  to 
move  a substitute  motion  to  the  effect  that  this 
matter  be  referred  to  the  incoming  Council  and 
Board  of  Trustees  for  further  study. 

The  substitute  motion  was  seconded. 

Speaker  Flynn:  Is  there  any  discussion  on 
the  substitute  motion? 

The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried  unanimously. 

Dr.  Anderson:  The  Committee  desires  to 
express  to  Mr.  Dwight  Anderson  and  his  office 
force  their  deep  appreciation  for  their  untiring 
interest  and  effort  in  the  work  of  his  department. 

I move  the  adoption  of  the  report  as  a whole, 
sir. 

Speaker  Flynn:  With  the  substitute  motion. 

Dr.  Anderson:  Yes. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 

75.  Report  of  Reference  Committee  on  New 
Business  A on  Resolution  Regarding  Internship 
as  a Requisite  to  Practice  Medicine  in  New  York 
State 

Section  33 

Dr.  George  Baehr  : Regarding  the  resolution 
submitted  by  Dr.  Charles  Gullo,  calling  for  modi- 
fication of  the  Medical  Practice  Act,  your  Ref- 
erence Committee  A recommends  approval  of 
the  proposal  of  Dr.  Charles  Gullo  which  would 
place  the  Medical  Society  of  the  State  of  New 
York  on  record  as  favoring  the  requirement  of  an 
acceptable  internship  of  at  least  one  year’s  dura- 
tion as  one  of  the  requirements  for  a license  to 
practice  medicine. 

The  Committee  has  taken  the  liberty  of  re- 
wording his  resolution  as  follows: 

“ Resolved : that  the  House  of  Delegates  hereby 
instructs  the  officers  of  the  Medical  Society  of 
the  State  of  New  York  to  take  whatever  steps 
may  be  necessary  to  secure  the  introduction  of 
legislation  to  amend  the  Medical  Practice  Act, 
so  as  to  require  internship  of  not  less  than  one 
year  in  an  acceptable  hospital  approved  for 
internship  by  the  American  Medical  Association, 
before  a license  to  practice  medicine  may  be 
granted  by  the  Board  of  Regents  of  the  Univer- 
sity of  New  York.” 
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I move  the  resolution. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

76.  Report  of  Reference  Committee  on  New 
Business  A on  Resolution  Regarding  Basic 
Science  Law 

Section  34 

Dr.  George  Baehr:  This  is  on  the  resolution 
introduced  by  Dr.  Charles  Gullo,  reading: 
“Measures  be  taken  that  law  be  enacted  re- 
quiring that  all  persons  desiring  to  practice  any 
of  the  branches  of  medicine,  such  as  chiropractic, 
naturopathy,  and  other  similar  groups  must, 
before  allowed  to  practice  their  art,  pass  an 
examination  on  the  basic  sciences,  besides 
meeting  present  requirements.” 

The  Reference  Committee  on  New  Business  A 
believes  that  any  regulation  of  chiropractic, 
naturopathy,  and  similar  irregular  and  unlawful 
and  essentially  fraudulent  practices  would  be 
equivalent  to  granting  them  legal  recognition 
and  authorization. 

Your  Committee,  therefore,  recommends  that 
the  resolution  be  disapproved. 

I so  move. 

The  motion  was  seconded. 

Dr.  Charles  Gullo,  Livingston:  It  is  not  a 
question  of  the  Medical  Society  recognizing  a 
chiropractor  or  any  of  these  other  fellows;  it  is 
a question  of  regulating  them.  It  was  men- 
tioned yesterday  that  some  years  ago  when  the 
law  was  passed  requiring  that  the  osteopaths  be 
made  to  take  an  examination,  there  were  quite 
a number  of  them.  I imagine  that  law  was 
passed  under  similar  circumstances  in  that  it  was 
opposed  by  the  House  of  Delegates.  However, 
it  was  eventually  passed  so  that  osteopaths  have 
been  made  to  take  an  examination.  You  did 
not  recognize  them  as  physicians;  you  recog- 
nized them  as  osteopaths.  However,  one  thing 
was  accomplished:  You  did  regulate  them,  and 
as  a consequence,  as  was  again  mentioned  yes- 
terday, only  forty  have  been  licensed  since  then. 
In  other  words,  the  law  as  is,  is  preventing  the 
entrance  into  the  State  of  New  York  of  a vast 
number  of  osteopaths  than  we  would  have  had 
otherwise. 

There  are  other  states  of  the  Union  where  the 
basic  science  law  has  been  passed,  and  I believe 
investigation  by  the  Society  would  find  that  as  a 
consequence  the  chiropractor  and  all  the  rest  of 
them  are  petering  out. 

Just  because  we  do  not  recognize  them,  and  we 
say  they  do  not  exist,  does  not  make  that  so. 
They  are  still  practicing  some  medicine,  and  we 
as  a Society  have  a public  trust  to  see  to  it  that 
the  public  is  guarded  from  any  fraudulent  practi- 
tioners of  medicine. 

Vice-Speaker  Bauer:  I am  in  sympathy 

with  the  Committee’s  recommendation,  but  I am 
wondering  if  it  is  not  going  to  accomplish  the 
reverse.  In  disapproving  of  the  resolution,  it 
might  be  considered  in  some  places  as  approving 
these  cults,  because  we  are  refusing  to  disprove 
them.  I think  it  would  be  more  effective  if  ac- 
tion were  postponed  indefinitely.  That  disposes 
of  it  as  effectively  as  disapproving  of  it.  I so 
move,  Mr.  President. 


The  motion  was  seconded. 

Dr.  Gullo:  May  I say  this:  the  action  of  the 
Legislature  during  this  present  session  indicated 
one  thing : they  refused  to  allow  the  chiropractors 
to  receive  a license  to  practice  in  the  State  of 
New  York,  that  license  to  be  issued  by  a Board  of 
Chiropractors;  but  that  points  out  one  thing — 
that  the  legislators  do  want  them  to  be  regulated, 
and  that  they  be  given  a license  only  if  they  meet 
certain  requirements. 

Dr.  Richard  B.  Cuthbert,  Jr.,  Madison:  I 
hesitate  to  appear  on  my  feet  before  this  House 
for  the  first  time  on  an  unpopular  subject. 
However,  as  President  of  the  County  Society 
last  year  I had  occasion  to  have  considerable 
discussion  with  Mr.  Milmoe,  our  assemblyman, 
who  sponsored  last  year  and  again  this  year  the 
osteopathic  bill.  Mr.  Milmoe  is  no  more  favor- 
able to  the  osteopath  as  a practitioner  than  you 
or  I would  be.  He  would  be  no  more  likely  to 
consult  an  osteopath  than  any  person  in  this 
room.  However,  he  has  told  me  that  the  senti- 
ment of  the  Legislature  is  that  something  should 
be  done  to  regulate  these  fellows,  the  osteopaths, 
the  chiropractors,  the  naturopaths,  and  what 
have  you.  The  Legislature  is  going  to  pay  some 
attention  to  those  men  regardless  of  what  we 
feel.  I have  had  it  on  pretty  good  authority 
that  had  the  osteopathic  bill  not  passed  the 
Assembly  this  session  the  chiropractic  bill  would 
have  passed. 

It  is  time  for  the  Medical  Society  of  the  State 
of  New  York  to  take  a leaf  from  Henry  Arm- 
strong’s books  and  start  going  ahead  instead  of 
continuously  fighting.  It  is  time  we  stood  for 
steps  to  regulate  these  fellows,  and  not  continu- 
ously say,  “We  don’t  want  them.  We  don’t  see 
them.”  They  are  here,  and  it  is  time  to  take 
steps  to  regulate  them  and  see  what  we  can  do 
in  that  way.  (Applause) 

Speaker  Flynn:  The  motion  is  to  postpone 
indefinitely.  All  those  in  favor  say  “Aye”; 
those  opposed,  “No.”  I will  call  for  a rising 
vote.  All  those  in  favor  of  postponing  indefi- 
nitely this  report  of  the  Reference  Committee. 

Dr.  Merwin  E.  Marsland,  Westchester: 
State  the  motion  again. 

Vice-Speaker  Bauer:  I moved  that  action  on 
the  resolution  be  postponed  indefinitely. 

Dr.  Gullo:  I ask  for  a standing  vote. 

Speaker  Flynn:  All  those  in  favor  of  post- 
poning indefinitely,  stand;  all  those  opposed. 
The  vote  is  58  to  postpone  and  57  not  to  post- 
pone. I will  vote  in  the  negative  making  it  a 
tie  vote,  and  the  motion  is  lost. 

The  motion  is  now  on  the  recommendation  of 
the  Reference  Committee. 

Chorus:  Recount! 

Voice:  As  a matter  of  information  that  was 
not  a tie  vote. 

Vice-Speaker  Bauer:  The  speaker  has  the 
right  in  the  case  of  a vote  where  there  is  the 
difference  of  one  to  cast  his  vote  making  it  a tie 
vote,  as  well  as  to  vote  in  case  of  a tie.  He  cannot 
vote  twice,  but  if  he  votes  to  make  it  a tie  that 
is  his  privilege,  and  the  vote  is  then  lost  if  it  is 
a tie  vote. 

Speaker  Flynn:  The  motion  before  the 

House  is  on  the  adoption  of  the  report  of  your 
Reference  Committee. 

Dr.  Leo  F.  Schiff,  Clinton:  It  would  seem  if 
the  House  is  almost  evenly  divided  on  this  very 
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important  question  it  would  be  too  bad  for  us  to 
go  on  record  in  haste  or  through  a misunder- 
standing even  by  implication  recognizing  any  of 
these  fraudulent  practices  as  being  legal.  They 
are  illegal,  and  that  is  the  only  attitude  that  we 
can  take  ostensibly  and  consistently. 

In  attempting  to  regulate  by  legislation  any- 
thing that  is  illegal,  we  immediately  elevate  it 
to  the  status  of  legality.  We  are  not  in  a posi- 
tion at  this  time  to  think  this  thing  over  care- 
fully. Arguments  come  to  our  mind,  as  we  have 
sat  down,  of  something  new.  I believe  that  the 
most  sensible  solution  to  this  would  be  for  the 
Reference  Committee  to  amend  its  report  so 
that  it  will  end  in  this  way : that  we  recommend 
that  no  action  be  taken  at  this  time.  In  that 
way  we  do  not  commit  ourselves.  I now  move 
you  as  an  amendment  to  the  report  of  the 
Committee. 

Chorus:  We  voted  on  that. 

Dr.  Schiff:  That  is  not  postponing  indefi- 
nitely. The  thought  is  slightly  different. 

Chorus:  No,  no. 

Dr.  Schiff:  If  that  is  not  agreeable,  as  the 
temper  of  the  House  seems  to  indicate,  I then 
believe  it  should  be  referred  to  some  other  com- 
mittee because  it  ought  not  to  be  acted  on  at 
this  time,  gentlemen. 

Chorus:  Why? 

Dr.  Schiff:  Because  we  are  not  in  a position 
with  so  close  a vote  to  decide  a thing  like  this 
possibly  of  very  great  importance.  I move  that 
this  be  referred  to  the  Council  with  power  to 
act. 

The  motion  was  seconded. 

Chorus:  No. 

Speaker  Flynn  : The  motion  before  you  is  to 
refer  to  the  Council,  and  that  has  been  seconded. 

Dr.  Horace  M.  Hicks,  Montgomery:  There  is 
not  a member  in  this  House,  I do  not  think — 
there  may  be  some  of  the  younger  members  here 
who  do  not  remember,  but  the  difficulty  it  seems 
to  me  (and  I don’t  know  that  I am  right  in  this 
but  I fear  that  I am  right)  is  that  you  are  open- 
ing up  a subject  which  will  do  something  with 
the  Medical  Practice  Act.  As  you  do  that  you 
are  going  to  open  up  a floodgate.  You  want  to 
stop  and  think  about  it.  Just  as  sure  as  you 
do  that,  gentlemen,  you  are  going  to  be  in  trouble. 
It  took  us  six  years  to  get  our  present  Medical 
Practice  Act.  Don’t  forget  it,  if  you  open  it  up 
you  are  opening  up  trouble.  (Applause) 

Dr.  Homer  J.  Knickerbocker,  Ontario: 
The  way  the  situation  stands  at  present,  all 
who  can  comply  with  the  Medical  Practice  Act 
may  apply  for  examination  for  licensure.  These 
men  whom  we  are  discussing  have  not  those 
qualifications.  As  far  as  regulating  them  is  con- 
cerned, they  are  at  present  outside  the  pale  of 
the  law;  they  belong  to  the  bootlegger  and  the 
gangster,  and  you  might  as  well  try  to  regulate 
them.  Let  us  prosecute  them.  Albany  does  not 
prosecute  on  complaint,  and  if  they  do  they  do 
not  get  convictions.  That  is  what  we  need. 
(Applause) 

Dr.  Gullo:  We  all  admit  that  these  fellows 
are  practicing  illegally,  and  I contend  that  the 
Medical  Society  of  the  State  of  New  York  has 
a public  trust  to  watch  and  see  that  those  who 
are  taking  care  of  the  sick  are  properly  equipped 
to  do  so. 

If  you  talk  to  any  of  your  patients,  from  the 


intelligent  to  the  one  who  has  no  education  at  all, 
they  will  tell  you  these  men  should  be  allowed 
to  practice.  Let  us  mention  one  man  who  is  in 
the  Legislature  today  and  who  voted  in  favor  of 
that  particular  legislation  to  have  the  chiro- 
practors come  in,  Assemblyman  Wadsworth. 
Has  he  any  education?  We  grant  he  has.  He 
contends  that  these  fellows  should  be  allowed  to 
practice.  If  such  a man  says  that,  what  does 
the  rest  of  the  public  think?  They  come  to  the 
conclusion,  the  public  does,  that  they  are  quali- 
fied in  their  particular  field  to  do  what  they  are 
doing.  The  public  looks  to  us,  as  doctors — it 
does  not  look  to  the  lawyers  or  anybody  else — 
it  is  our  business  to  see  that  they  are  qualified 
intellectually  if  not  medically.  If  we  did  that, 
you  would  not  have  a carpenter  a chiropractor, 
you  would  not  have  a ditchdigger  a chiropractor. 
If  these  people  were  required  to  pass  the  basic 
science  examinations,  there  is  only  one  result 
that  would  follow,  and  that  would  be  that  they 
would  come  to  the  conclusion  as  their  studies 
went  along  that  they  might  as  well  study  medi- 
cine rather  than  chiropractic.  That  is  what 
happened  to  your  osteopaths.  That  is  why  they 
have  petered  out,  as  was  pointed  out  yesterday. 
We  have  licensed  only  forty  in  the  last  several 
years.  That  has  happened  in  the  other  states 
of  the  Union,  and  it  will  happen  in  the  State  of 
New  York. 

Dr.  Samuel  B.  Burk,  New  York:  I do  not 
want  to  inject  myself,  although  the  subject  is 
very  interesting  and  very  important  so  far  as  the 
profession  is  concerned.  It  seems  to  me  that 
yesterday  we  listened  to  a lot  of  oratory  about 
regulating  or,  as  a matter  of  fact,  keeping  out  of 
the  practice  of  medicine  individuals  who  were 
not  properly  qualified.  Today,  very  much  to  my 
surprise,  I find  there  is  a sentiment  about  regu- 
lation. I believe,  and  I think  everyone  in  this 
room  feels  the  same  way,  with  few  exceptions, 
that  the  practice  of  medicine  really  should  take 
care  of  the  health  and  welfare  of  the  public. 
Can  these  gentlemen  who  have  not  had  the 
proper  training  and  experience  take  care  of  such 
problems  which  are  dependent  upon  materia 
medica,  and  pathology,  and  the  whole  group  of 
studies  that  every  student  must  study  before 
he  obtains  his  license  ? I cannot  see  in  any  way 
how  these  individuals  can  be  regulated.  They 
are  either  doctors  or  they  are  not  doctors. 

In  passing  may  I add  that  Dr.  Harold  Rypins 
of  the  State  Board  of  Examiners  is  here,  and  I 
believe  he  could  help  us  and  enlighten  us,  if  you 
will  grant  him  the  privilege  of  the  floor.  (Ap- 
plause) 

Speaker  Flynn:  Dr.  Rypins! 

Dr.  Harold  Rypins:  Mr.  Chairman  and 
gentlemen,  thank  you  for  the  privilege  of  the 
floor.  I shall  be  very  brief.  I have  no  argument 
to  present.  My  whole  duty,  I hope,  is  to  keep 
the  record  clear.  There  have  been  a great  many 
inaccurate  statements  made  here  yesterday  and 
today.  I controlled  myself  yesterday  when  it 
was  repeatedly  reiterated  in  this  House  that 
exactly  forty  osteopaths  had  passed  the  state 
licensing  examination.  That  is  an  absolutely 
inaccurate  statement  and  an  unfounded  state- 
ment. Although  I do  not  have  the  correct 
figures  here,  I can  tell  you  that  over  half  and 
probably  almost  three-quarters  of  the  present 
osteopaths  practicing  in  this  state  have  passed 
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the  regular  state  licensing  examination,  other- 
wise they  would  be  the  healthiest  group  in  the 
world.  They  have  been  licensed  since  1907,  and 
if  over  85  per  cent  of  them  are  still  living  and 
practicing  I am  going  in  for  osteopathy. 

I am  not  going  to  talk  about  the  osteopathic 
matter  at  all.  I presume  Dr.  Baehr’s  resolution 
is  directed  primarily  to  chiropractors,  the  naturo- 
paths, and  others  of  the  lower  level.  I also 
assume  that  all  of  us  are  agreed  on  one  program, 
and  that  is  how  to  get  rid  of  these  people.  So  it 
comes  down  to  a question  of  the  best  procedure 
to  get  rid  of  them. 

I have  been  intimately  connected  with  this 
problem,  and  have  devoted  about  half  of  the  last 
fifteen  years  to  it,  and  I think  you  should  know 
that  we  are  making  progress.  One  of  the  best 
evidences  of  that  is  that  those  of  us  who  know 
anything  at  all  about  politics  in  Albany  were 
satisfied  that  this  was  probably  the  best  op- 
portunity the  chiropractors  had  ever  had  in  the 
last  twenty  years  to  secure  legislation  because  it 
is  a matter  of  popular  knowledge  that,  generally 
speaking,  this  is  a measure  which  is  favored  by 
the  Republicans  much  more  than  the  Demo- 
crats. 

Chorus:  Shame! 

Dr.  Rypins:  And  we  were  extremely  appre- 
hensive, in  fact,  if  Mr.  Dewey  had  become 
governor  I am  almost  satisfied  we  would  have 
had  chiropractic  legislation. 

Chorus:  No,  no. 

Dr.  Rypins:  That  is  my  opinion,  gentlemen. 
But  he  was  not  elected  governor.  At  any  rate, 
the  Republicans  largely  represent  the  upstate 
communities,  which  have  been  very  candid  in 
saying  they  want  to  regulate  the  chiropractors, 
that  what  they  want  to  do  is  to  get  them  off 
their  necks,  they  are  tired  of  them.  The  chiro- 
practors were  able  to  get  37  votes  in  the  Assembly 
and  it  was  so  weak  they  did  not  even  try  in  the 
Senate.  There  must  be  some  explanation  for  it. 
The  explanation  is,  in  spite  of  the  fact  that  one 
of  the  gentlemen  said  no  prosecutions  have 
been  accomplished,  the  prosecutions  accom- 
plished in  reality  a very  great  deal.  I would 
like  to  refer  very  briefly  to  some  figures  I have. 
While  these  figures  do  not  of  course  refer  specifi- 
cally to  chiropractors,  I presume  we  would  pro- 
secute more  chiropractors  than  any  other  cult  or 
illegal  practitioner  of  any  kind. 

Since  1926  we  have  received  4,540  complaints 
of  illegal  practice  from  all  parts  of  the  state.  I 
believe  that  we  investigate  every  complaint  we 
receive.  About  two-fifths  of  these,  1,900,  upon 
investigation  we  found  there  was  no  violation  of 
the  law  whatsoever.  For  instance,  a doctor  will 
write  in  that  some  optometrist  is  calling  himself 
a doctor,  etc.  That  may  be  true,  but  under  the 
law  there  are  certain  optometrists  who  are  en- 
titled to  call  themselves  doctor.  As  long  as  they 
have  the  legal  right,  of  course  there  is  no  viola- 
tion. We  have  almost  a similar  group,  about  two- 
fifths  of  the  total  number,  1,832,  where  the  viola- 
tion is  of  a minor  or  technical  nature;  for  in- 
stance, a chiropodist  who  is  doing  a little  more 
than  a chiropodist  should  do,  or  a massage  opera- 
tor who  is  using  a few  electric  lamps  or  physio- 
therapy, a whole  group  of  these  beauty  culture 
people  and  massage  people.  If  you  send  out  an 
inspector,  and  send  them  a notice  that  they  have 
to  stop,  almost  all  of  these  people  will  stop  with- 


out going  to  court.  That  leaves  a total  of  808 
people  who  will  not  stop  without  going  to 
court.  I may  state  right  here  and  now  that  the 
chiropractor  will  not  stop  unless  he  goes  to  court, 
or  unless  he  goes  to  court  three  or  four  times. 
The  gentleman  alleged  there  were  no  prosecu- 
tions. There  were  808  prosecutions,  out  of 
which  there  were  753  convictions  and  only  55 
acquittals.  That  is  not  a perfect  batting  aver- 
age, but  it  is  higher  than  any  criminal  prosecu- 
tions by  any  district  attorney  in  this  state. 

The  result  of  this  is  twofold.  One  is  that  they 
get  discouraged.  A man  may  want  to  go  to  jail 
twice  and  pay  a fine  twice,  but  he  usually  gets 
discouraged  after  the  first  or  second  attempt. 
The  second  thing  is  that  he  is  always  on  the 
defensive.  In  order  to  get  a treatment  by  a 
chiropractor  today,  my  inspectors  have  to  be 
introduced  by  some  individual  who  will  vouch 
for  him  as  a person  who  will  not  give  evidence, 
and  in  many  cases  even  if  he  gets  in — and  it  is 
very  difficult  now  to  get  in — he  has  to  sign  a 
document  saying  that  he  will  not  give  evidence 
against  the  practitioner.  It  is  difficult  enough 
to  get  patients  anyhow,  as  you  know,  and  fewer 
patients  will  come  in  by  the  way  of  a back  door 
as  they  must  realize  that  they  are  engaging  in  a 
bootleg  practice.  How  long  do  you  think  they 
are  going  to  continue  coming?  Some  of  the  old 
ones  will  continue  coming,  but  the  new  ones  do 
not  come  in  so  rapidly. 

What  is  the  practical  result?  In  1926  there 
were  over  4,000  chiropractors  in  this  state  in 
actual  practice.  At  the  present  time  the 
chiropractors  themselves — and  they  claim  the 
greatest  they  can  claim — claim  about  1,600.  Of 
these  1,600,  from  my  experience,  I should  say 
that  no  more  than  57  are  in  practice ; the  others 
are  running  street  cars  or  buses,  or  they  are 
barbers  or  something  during  the  day,  and  if  a 
couple  of  patients  come  in  at  the  back  door  at 
night  they  are  chiropractors. 

What  we  all  want  to  do  is  to  get  rid  of  these 
people.  There  are  two  ways  of  doing  it.  I 
think  we  have  the  right  program  if  we  keep  at 
them.  We  certainly  have  done  something,  for 
there  are  already  less  than  50  per  cent  of  what 
there  were.  They  are  in  hiding  now  and  some  of 
them  doing  a bootleg  business.  We  will  prob- 
ably never  completely  get  rid  of  them  all,  but 
we  have  attempted  to  do  so. 

Speaker  Flynn:  Make  a public  issue  of  it 
and  lock  up  two  or  three  hundred  at  a time. 

Dr.  Rypins:  I am  glad  we  did  not  do  that 
because  the  minute  you  do  that,  as  some  other 
states  have  found  to  their  sorrow,  they  get  the 
whole  public  aroused  and  behind  them,  and  it  gets 
to  become  a public  issue,  and  they  are  all  heroes. 
They  did  that  in  Ohio.  They  had  200  in  jail  at 
one  time.  The  result  is  that  Ohio  promptly 
licensed  them.  As  the  prior  gentleman  said,  it 
is  a very  serious  business,  for  once  you  give  them 
legal  status  they  will  acquire  more  legal  status. 
We  have  been  extremely  fortunate  in  this  state 
in  keeping  them  from  having  any  legal  status. 
All  the  other  states  think  New  York  State  is  so 
much  better  off  than  they  are.  It  is  a question 
of  persistence  and  patience  and  willingness  to 
see  the  thing  die  out  slowly,  because  it  is  very 
definitely  dying  out.  As  a person,  I urge  you  to 
support  the  resolution  of  Dr.  Baehr,  and  to  let 
nature  and  the  law  take  its  course  without  mak- 
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ing  the  mistake  now  that  we  have  won  this  fight, 
and  we  certainly  have  won  it  after  fifteen  years. 
It  would  be  a mistake  to  reverse  ourselves  and 
say,  “Well,  we  are  licked.  Let  us  give  them  some 
legal  status.”  It  will  be  a mistake  for  the 
medical  profession  and  a mistake  for  the  public 
health. 

I am  sorry  to  have  talked  so  long,  and  I want 
to  thank  you  very  much. 

Dr.  Herbert  H.  Bauckus,  Erie:  I think  if 
we  postpone  this  matter  now  we  really  give  face 
to  the  cults.  The  Reference  Committee  quite 
plainly  has  moved  that  we  adopt  its  report, 
which  in  effect  means  that  we  are  going  to  go 
along  with  enforcing  the  Medical  Practice  Act. 
I think  that  we  has  that  question  to  decide, 
and  we  will  soon  decide  it.  I believe  we  ought 
to  settle  it  and  decide  it  right  now. 

Dr.  Gullo:  Could  I amend  that  motion  be- 
fore the  House? 

Speaker  Flynn:  The  motion  before  the 

House  is  on  an  amendment  to  the  Reference 
Committee’s  report,  and  refers  it  to  the  Council 
for  action.  Dr.  Schiff  made  that  amendment. 

The  question  was  called  for,  and  was  put  to  a 
vote  and  was  lost. 

Speaker  Flynn:  The  question  before  the 
House  now  is  on  the  adoption  of  the  report  of 
your  Reference  Committee. 

The  question  was  called  for,  and  was  put  to  a 
vote,  and  was  carried.  (Applause) 

77.  Report  of  Reference  Committee  on  New 
Business  A on  New  York  State  Department  of 
Education — Physician  as  Director  of  Division  of 
Health  and  Physical  Education 

Section  36 

Dr.  George  Baehr:  This  is  on  a resolution 
presented  by  Dr.  Parsons,  of  Westchester,  read- 
ing: 

“Whereas,  the  House  of  Delegates  adopted  a 
resolution  in  1936  (Sec.  65,  Minutes  of  the  House 
of  Delegates,  1936)  providing  that  the  Medical 
Society  of  the  State  of  New  York  ‘take  such  steps 
and  sponsor  such  legislation  as  may  be  necessary 
to  require  the  appointment  of  a duly  qualified 
physician  as  Director  of  the  Division  of  Health 
and  Physical  Education  of  the  State  Department 
of  Education’ ; and 

“Whereas,  no  bill  has  been  introduced  into 
the  Legislature,  or  other  action  been  taken  to 
effect  such  a change  in  the  Education  Law; 
therefore  be  it 

“ Resolved : that  the  House  of  Delegates  re- 
affirm the  resolution  passed  in  1936,  and  direct 
the  Council  of  the  State  Society  to  introduce 
and  seek  the  passage  of  such  legislation,  re- 
quiring the  appointment  of  a duly  qualified 
physician  to  the  aforementioned  directorship.” 

Your  Reference  Committee  A on  New  Busi- 
ness approves  of  the  resolution  presented  by 
Westchester  County,  concerning  the  directorship 
of  the  Division  of  Health  and  Physical  Educa- 
tion of  the  State  Department  of  Education,  but 
has  taken  the  liberty  of  rewording  it  in  the  follow- 
ing manner: 

“ Resolved : that  the  previous  action  of  the 

House  of  Delegates  in  1936,  concerning  the  direc- 
torship of  the  Division  of  Health  and  Physical 
Education  be  reaffirmed,  and  be  it  further 

“Resolved:  that  the  officers  of  the  Medical 


Society  of  the  State  of  New  York  be  directed  to 
take  the  necessary  steps  to  secure  the  introduc- 
tion and  enactment  of  legislation  which  will  re- 
quire that  the  Director  of  the  Division  of  Health 
and  Physical  Education  of  the  State  Department 
of  Education  be  a duly  qualified  physician.” 

I move  the  resolution  as  amended. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried. 

78.  Report  of  Reference  Committee  on  New 
Business  A on  Principles  of  Professional  Conduct 

Relating  to  Contract  Practice 

Section  52 

Dr.  Baehr  : This  is  on  a resolution  presented 
by  Dr.  Joseph  Wrana,  of  Queens,  concerning 
Principles  of  Professional  Conduct  Relating  to 
Contract  Practice.  The  question  concerning  the 
right  of  organized  medicine  to  discipline  its 
members  for  infractions  of  its  rules  relating  to 
contract  practice  is  now  before  the  Courts  of  the 
District  of  Columbia.  Your  Committee,  there- 
fore, recommends  that  the  resolution  of  Dr. 
Wrana,  regarding  amendment  of  the  Principles  of 
Professional  Conduct  Relating  to  Contract  Prac- 
tice, be  tabled. 

The  motion  was  seconded,  put  to  a vote,  and 
was  unanimously  adopted. 

79.  Report  of  Reference  Committee  on  New 
Business  C Regarding  Free  Choice  of  Physicians 

in  Medical  Relief 

Section  31 

Dr.  Floyd  J.  Atwell:  Your  Committee  has 
considered  the  resolution  introduced  by  Dr. 
Harn^  C.  Guess,  of  Erie,  on  the  subject,  “Free 
Choice  of  Physicians,”  and  with  his  consent  has 
reworded  the  resolution  without  altering  its 
intent.  The  amended  resolution  follows: 

“Whereas,  the  principle  of  free  choice  of 
physician  by  the  patient  is  vital  to  the  progress 
of  medical  work ; and 

“Whereas,  the  care  of  the  medical  indigent  is 
daily  becoming  a greater  proportion  of  medical 
practice  and  is  likely  to  continue  increasing ; 
and 

“Whereas,  social  welfare  agencies  are  tend- 
ing more  and  more  to  place  the  medical  care  of 
the  indigent  in  the  hands  of  full-time  physicians 
without  any  choice  by  the  patient ; and 

“Whereas,  some  county  governments  are 
considering,  and  some  have  already  instituted, 
full-time  medical  care  for  the  indigent ; and 

“Whereas,  care  of  the  indigent  by  full-time 
physicians  is  in  most  cases  not  real  economy, 
and  is  continually  subject  to  the  evils  of  political 
interference;  be  it 

“Resolved:  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  promulgate 
plans  and  rules  for  the  furtherance  of  free  choice 
of  physician  for  the  medical  care  of  the  indigent, 
and  from  time  to  time,  at  least  twice  each  year, 
advise  and  instruct  the  component  county  medi- 
cal societies  in  this  regard.” 

Before  coming  to  any  conclusion  in  regard  to 
this  resolution,  your  Reference  Committee  con- 
sulted the  Reference  Committee,  Report  of 
Council — Part  II,  and  finds  that  their  recom- 
mendations are  not  in  any  wise  affected  by  this 


June  15,  1939] 


MINUTES  OF  THE  ANNUAL  MEETING 


1239 


resolution.  As  a matter  of  fact,  it  simply  re- 
iterates principles  previously  adopted  by  this 
Society  and  places  on  the  record  the  specific 
duty  for  the  Council  which  is  in  line  with  the 
work  that  they  have  been  doing  on  this  subject. 
We  recommend  the  adoption  of  this  resolution. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

80.  Report  of  the  Reference  Committee  on  New 
Business  C on  Administration  of  Welfare  Medical 
Relief  Practice 

Sections  19,  65 

Dr.  Floyd  J.  Atwell:  Your  Committee  has 
considered  the  resolution  introduced  by  Dr.  M. 
R.  Bradner,  of  Orange,  in  re  Administration  of 
Welfare  Medical  Practice. 

We  find  that  the  Council  Subcommittee  on 
Public  Relations  and  Economics  has  already 
taken  up  this  matter  and  presented  a report 
thereon  which  has  been  considered  by  the  Ref- 
erence Committee  Report  of  Council — Part  II. 

The  recommendations  made  by  the  Reference 
Committee  cover  in  a much  broader  manner 
than  Dr.  Bradner’s  resolution  the  subject  of 
Administration  of  Welfare  Medical  Practice. 
Dr.  Bradner’s  resolution  calls  for  specific  changes 
in  the  law  in  considerable  detail.  The  report  of 
the  Reference  Committee  as  adopted  will  pro- 
vide for  changes  of  this  nature  at  the  discretion 
of  the  Council.  We  feel  that  it  would  be  much 
better  to  leave  the  changes  in  the  hands  of  an 
experienced  committee  who  have  already  made 
considerable  study  of  the  subject  than  to  at- 
tempt in  a meeting  of  this  kind  to  decide  exactly 
what  changes  are  to  be  made. 

We  are  entirely  in  sympathy  with  the  motives 
that  have  prompted  the  drawing  of  this  resolu- 
tion. In  view  of  the  foregoing,  we  recommend 
that  no  action  be  taken  on  it  at  this  time. 

Dr.  M.  R.  Bradner,  Orange:  With  due  respect 
to  the  judgment  of  both  these  committees  in- 
volved, I think  there  should  be  something  more 
said  on  this  question.  It  affects  principally 
rural  counties.  The  ones  of  us  who  are  repre- 
senting the  practice  of  medicine  in  rural  counties 
are  the  ones  who  should  really  think  about  this 
question  a little  before  we  table  the  resolution. 

The  present  welfare  setup  has  been  functioning 
now  for  something  around  seven  years  under  the 
Emergency  Relief,  under  which  laws  were  estab- 
lished giving  counties  certain  privileges  and 
revamping  the  original  poor  officer  law.  Many 
of  these  original  laws  were  excellent  as  they  gave 
the  doctor  an  opportunity  to  treat  his  patient 
and  to  be  paid  for  treating  his  patient,  until  the 
burden  of  that  amount  of  welfare  work  increased 
to  such  an  extent  that  it  became  a public  menace 
as  to  the  cost  of  it,  and  the  taxpayers  began  to 
understand  it  and  began  to  resent  the  amount 
that  the  work  was  costing  them.  The  doctor 
was  being  blamed,  for  he  was  then  charging  for 
work  that  he  had  never  charged  for  before,  and 
hospitals  were  charged  for  their  services  which 
they  had  never  charged  for  before. 

About  that  time  the  whole  setup  was  turned 
over  to  the  Public  Welfare,  although  Public 
Welfare  guided  it  from  the  beginning,  and  it 
became  a fixed  law  in  the  state.  What  has 
Public  Welfare  done?  We  have  60-odd  coun- 
ties in  the  state,  probably  700  or  800  townships, 


a dozen  or  more  fairly  large  cities,  and  a lot  of 
small  cities,  and  there  is  absolutely  no  uniform 
organization  in  any  of  those  agencies.  The 
custom  of  developing  the  poor  doctor,  the  public 
welfare  doctor,  working  on  a contract  basis,  and 
very  frequently  at  a ridiculously  small  salary, 
$300  a year,  for  taking  care  of  a piece  of  work 
which  may  represent  ten  times  that  amount  of 
time  on  his  part,  is  being  increased  all  the  time. 

There  is  a universal  custom  to  refuse  to  pay 
doctors  who  treat  public  welfare  charges  in  a 
hospital.  As  soon  as  these  laws  have  been 
passed,  a public  welfare  recipient  ceases  to  be  a 
recipient  of  straight  work,  and  there  is  no  reason 
why  both  the  doctor  and  the  hospital  should  not 
be  paid  for  their  services.  Just  as  it  is  not  pos- 
sible for  a public  official  to  go  to  the  local  grocery 
store  and  ask  them  to  supply  groceries  to  such 
an  individual  free  of  charge,  it  should  not  be 
possible  for  them  to  ask  either  the  doctor  or  the 
hospital  to  treat  patients  free  of  charge. 

Orange  County  has  been  fairly  well  organized 
now,  I think,  for  the  last  five  years  under  two 
agreements:  one  between  the  Medical  Society 
and  the  county  government,  and  one  between 
the  County  Hospital  Association  and  the  county 
government.  The  county  government  has  co- 
operated splendidly  with  the  doctor,  with  the 
exception  that  certain  townships  pay  no  atten- 
tion to  the  law,  and  pay  no  attention  to  the 
county  government  as  a whole.  A three- 
hundred-dollar-a-year  social  welfare  official  of  a 
small  township  has  legally  the  right  to  tell  the 
doctor  to  go  to  the  devil,  and  to  tell  the  county 
government  that  he  will  not  abide  by  the  rulings 
of  the  county  government  and  to  refuse  to  pay  a 
doctor  for  services  rendered  on  a patient  that  has 
been  accepted,  and  to  refuse  to  pay  frequently  a 
hospital  bill  that  has  been  rendered. 

This  resolution  which  Orange  County  has  sent 
up  here  is  not  a personal  resolution  of  the  dele- 
gates. It  has  been  considered  by  the  Economics 
Committee,  and  incidentally  the  speaker  has 
been  the  chairman  of  that  committee  for  seven 
years,  with  the  exception  of  the  one  year  that  he 
was  the  County  President  of  the  County  Society, 
and  in  that  year  we  established  the  working 
arrangement  with  the  county  government.  It 
has  eight  clauses,  but  before  I speak  of  that,  the 
Department  of  Social  Welfare  has  had  the  op- 
portunity to  give  good  organization,  but  they 
just  have  not  done  it.  The  counties  are  chaotic 
As  I said,  there  are  no  two  counties  in  the  state 
that  are  uniform.  There  are  probably  no  two 
townships  in  many  of  the  counties  that  are  uni- 
form. Even  in  Orange  County,  where  we  have 
had  seven  years  of  cooperation  with  the  county 
government,  we  still  cannot  say  that  we  have  a 
thoroughly  well-organized  county.  We  have  our 
professional  advisory  body,  we  practically  have  a 
single  individual  who  is  the  Welfare  Director, 
Medical  Director,  and  the  Department  of  Social 
Welfare  has  taken  some  guidance  from  the  medi- 
cal profession  this  last  year.  This  last  year  one 
of  the  reasons  they  have  taken  some  is  because 
they  know  that  they  have  not  set  up  a proper 
system  to  work  under.  They  have  not  proper 
organization.  What  they  have  done  is  really 
to  develop  an  extremely  expensive  and  extremely 
elaborate  administrative  setup  which  organizes 
report  and  record.  For  instance,  the  care  of 
children  in  the  county  has  been  categorically 
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divided  into  five  classes,  each  with  its  own  serv- 
ices, each  with  its  own  system  of  accounting, 
each  with  its  own  expenses,  and  the  investigators 
of  one  category  cannot  function  in  another. 
The  same  way  with  the  blind.  This  is  a specific 
instance:  A short  time  ago  a county  nurse  was 
asked  by  a state  inspector  to  see  a child  who  was 
blind  and  to  take  that  child  under  protection. 
The  county  representative  went  to  see  the  child, 
and  did  nothing  about  it,  but  went  back  to  the 
county  nurse,  who  reported  it  to  the  County 
Nursing  Committee,  that  she  had  been  sent  to 
see  a child  who  was  not  under  her  jurisdiction  at 
all,  she  only  took  care  of  the  adults  and  older 
blind  patients,  she  could  not  take  care  of  a child. 
That  is  characteristic  of  the  duplication  of  effort 
that  we  are  meeting  with  the  State  Board  of 
Social  Welfare. 

This  resolution  has  eight  different  parts.  I 
am  not  going  to  trouble  you  long,  but  listen  to 
this:  The  first  part  is  an  attempt  to  standardize 
the  fees  paid  to  the  doctors  and  to  have  official 
recognition  of  the  propriety  of  those  fees.  That 
same  paragraph  advocates  a contract  between 
the  Medical  Society  of  the  State  of  New  York — 
not  the  County  Societies — with  the  government 
of  the  State  of  New  York,  combining  the  ac- 
ceptance on  the  part  of  the  physician,  of  the 
care  of  all  properly  authorized  welfare  patients 
under  the  guidance  and  discipline  of  the  respec- 
tive County  Medical  Societies,  and  the  accept- 
ance on  the  part  of  the  state  of  a minimum  charge 
fee  schedule  to  be  agreed  upon,  for  the  treat- 
ment of  these  public  welfare  patients  in  office, 
home,  or  hospitals. 

The  second  paragraph  takes  care  of  the  ac- 
ceptance of  a legitimate  hospital  charge  for 
hospital  care. 

The  third  has  to  do  with  disputes  and  arbitra- 
tions. 

The  fourth  asks  for  a uniform  type  of  county 
organization. 

The  fifth  asks  for  economies  to  be  effected  in 
those  counties  to  save  money. 

The  sixth  asks  for  a unified  organization  of 
township  welfare  procedure. 

The  seventh  asks  for  a complete  reorganization 
of  the  control  of  the  State  Department  of  Social 
Welfare  from  the  standpoint  of  economy.  Listen 
to  this,  this  is  approximately  correct:  As  of  the 
fiscal  year  of  1936-37,  out  of  a budget  of  reim- 
bursement to  counties  for  public  welfare  expense, 
$2,500,000  went  for  the  reimbursement  of  coun- 
ties for  medical  home  relief,  $48,000,000  reim- 
bursed the  counties  for  home  relief  other  than 
medical,  and  $77,000,000  were  largely  unac- 
counted for,  but  assumed  to  be  overhead  of  this 
tremendous  mechanism  of  administration,  con- 
trol, audit,  inspection,  etc.  You  can  see  the 
amount  of  costs  that  the  doctors,  as  taxpayers, 
have  to  bear,  aside  from  professional  considera- 
tions. The  state  reimburses  the  counties  40  per 
cent  of  the  cost  on  these  two  items,  and  I have  it 
from  the  Treasurer  of  Orange  County  that  the 
mandatory  cost  to  the  county  made  necessary 
by  the  regulations  of  the  State  Board  of  Social 
Welfare  cost  the  county  all  but  about  12  per  cent 
of  that  reimbursement. 

I am  going  to  ask  you  to  reconsider  this  motion 
with  one  change.  I don’t  quite  know  the  parlia- 
mentary procedure,  but  the  last  paragraph  reads: 

“Be  it  further  resolved:  that  these  resolutions 


be  drafted  in  the  form  of  a bill  and  presented  to 
the  State  Legislature.” 

I would  like  to  change  that  to  read : 

“Be  it  further  resolved:  that  this  Society  ex- 
presses its  desire  to  cooperate  in  the  formulation 
of  remedial  measures  as  may  be  required.” 

Here  is  the  reason:  Orange  County  has  be- 
come very  tired  of  this.  There  was  a time  when 
they  considered  refusing  reimbursement  on  the 
ground  that  they  believed  they  could  do  a 
cheaper  job  and  save  themselves  money  by  keep- 
ing it  in  their  own  backyard;  but  they  feel  the 
entire  setup  is  wrong.  The  object  is  correct, 
but  the  State  Board  of  Social  Welfare  with  the 
best  intentions  in  the  world  have  built  themselves 
up  a sort  of  Frankenstein,  which  has  interfered 
with  their  own  efforts.  Therefore  the  laws 
should  be  modified — not  radically  changed, 
but  they  should  be  modified — and  there  should 
be  an  attempt  to  unify  this  setup  throughout  the 
whole  state. 

To  that  effect,  there  is  the  possibility  this 
summer  that  another  law  will  be  developed. 
The  Orange  County  Medical  Society  and  some  of 
us  who  have  been  working  on  this  have  been 
asked  to  cooperate. 

We  passed  this  resolution  as  a medical  county. 
We  then  presented  it  to  the  First  District  Branch 
meeting  for  its  approval  and  recommendation. 
It  is  then  presented  to  this  body.  If  this  body 
refuses  to  act  upon  it,  you  can  immediately 
see  the  effect  upon  the  legislative  effort  in  Orange 
County,  which  is  to  our  benefit.  We  will  have 
to  go  back  and  not  only  tell  them  that  the  House 
of  Delegates  of  the  New  York  State  Medical 
Society  is  not  interested,  but  more  than  that  the 
resolution  that  was  passed  last  night  regarding 
the  Constitution  and  Bylaws  prevents  Dr.  Stivers 
and  myself  and  our  Economics  Committee  on  our 
County  Medical  Society  from  cooperating  with 
these  fellows  in  their  attempt  to  produce  a con- 
structive law.  So  I am  going  to  ask  you  to  pass 
that  resolution. 

Dr.  Leo  F.  Schiff,  Clinton:  Speaking  for  the 
Reference  Committee,  we  all  realize  that  the 
welfare  situation  is  in  a bad  state.  Those  of 
us  who  have  read  the  reports  on  page  14  on 
Medical  Relief  also  should  realize  that  the  Com- 
mittee, of  which  Dr.  Hambrook  is  the  Chairman, 
has  been  doing  some  very  constructive  work 
along  those  lines.  We  are  not  going  to  accom- 
plish anything,  rather  we  are  going  to  hinder 
things,  by  trying  to  turn  over  the  whole  structure 
rapidly  with  new  legislation. 

Our  Committee  consulted  with  the  committee 
that  brought  in  the  report  on  Part  II  of  the 
Council’s  report  in  reference  to  the  work  that 
was  done,  and  we  felt  that  their  recommenda- 
tions, of  which  if  there  is  any  question  I presume 
we  could  get  a reading  at  the  present  time,  but 
it  is  not  necessary,  called  for  a continuation  of 
the  work  of  this  committee  of  Dr.  Hambrook’s 
along  the  very  constructive  lines  they  have  al- 
ready shown  in  their  report,  with  the  added 
possibility  of  having  to  introduce  legislation 
should  the  present  setup  not  be  changeable 
under  the  present  law. 

With  that  in  mind,  it  would  seem  a great  waste 
of  effort  for  us  to  specifically  tie  ourselves  up  to 
any  one  resolution  no  matter  how  good  its  in- 


June  15,  1939] 


MINUTES  OF  THE  ANNUAL  MEETING 


1241 


tent,  how  terribly  great  the  incentive  to  get  the 
change. 

After  all,  Dr.  Bradner,  there  are  many  coun- 
ties in  the  state.  Many  of  us  see  the  problem  a 
little  differently  from  Orange  County,  and  still 
there  is  some  way  in  which  we  can  all  work  to- 
gether, and  that  way  is  through  our  appointed 
representatives  who  have  already  been  given  the 
mandate  to  do  the  work  you  ask  without  com- 
mitting us  specifically  in  this  meeting. 

I,  therefore,  ask  all  of  you  to  vote  on  the  report 
of  the  Reference  Committee  as  it  stands,  that 
no  action  be  taken  on  this  resolution  without  any 
disrespect  for  Orange  County  or  any  disrespect 
for  the  troubles  that  they  are  in. 

Speaker  Flynn:  Is  Dr.  Brennan,  the  Chair- 
man of  Reference  Committee  on  the  Report  of 
the  Council — Part  II,  in  the  room? 

(There  was  no  response.) 

Speaker  Flynn:  I would  like  to  ask  Dr. 
Irving,  the  Secretary,  to  read  that  part  of  the 
report  of  Reference  Committee — Part  II,  of 
which  Dr.  Brennan  is  Chairman,  which  speaks 
about  medical  relief. 

Secretary  Irving:  There  is  just  one  para- 
graph that  is  apposite : 

“We  feel  that  the  Council  has  approached  the 
situation  with  tact  and  good  judgment;  that 
they  are  in  intimate  contact  with  the  Depart- 
ment of  Social  Welfare  of  the  State  of  New 
York  and  have  gone  as  far  in  suggesting  meas- 
ures corrective  of  abuses  as  they  can  under  the 
law  as  at  present  constituted.  We  feel  that  new 
legislation  relative  to  Social  Welfare  and  its 
relation  to  Medical  Practice  may  become  impera- 
tive and  is  perhaps  inevitable  before  evils  now 
existent  can  be  completely  eradicated.  When 
such  legislation  comes  up  for  consideration,  the 
Medical  Society  oftheState  of  New  York,  through 
proper  committees  and  through  Legal  Counsel, 
should  seek  to  participate  in  the  formulation  of 
such  legislation,  and  if  need  be  initiate  the  pro- 
gram.” 

Speaker  Flynn  : The  motion  before  the  House 
is  on  the  adoption  of  the  report  of  your  Refer- 
ence Committee. 

Dr.  Bradner:  May  I speak  one  second 

longer?  I should  just  like  to  call  your  attention 
to  the  fact  that  we  are  not  asking  for  a specific 
procedure.  We  are  simply  stating  our  opinion 
that  these  conditions  exist,  and  we  are  outlining 
eight  different  places  where  we  think  there  should 
be  improvement.  I see  no  interference  with  the 
functioning  of  the  properly  appointed  com- 
mittees or  their  conference  with  the  representa- 
tives of  the  State  Board  of  Social  Welfare  for  us 
to  go  on  record  that  we  believe  these  points  re- 
quire alteration,  and  that  we  are  desirous  of 
cooperating  in  an  effort  to  straighten  up  the 
differences. 

Dr.  Theodore  West:  I cannot  help  but  agree 
with  Dr.  Bradner.  I do  not  think  passing  his 
resolution  will  embarrass  the  committee  that  is 
already  working  on  this  medical  welfare  work. 
It  is  unfortunate  that  these  two  resolutions  or 
these  two  bits  of  business  tie  in  so  closely  with 
each  other  that  you  can  hardly  separate  one 
from  the  other,  but  there  do  stand  out  in  Dr 
Bradner’s  resolution  several  points  that  I did 
not  get  and  which  did  not  seem  to  be  covered 
by  the  resolution  of  the  other  committee,  and 
that  was  on  this  matter  of  economy  of  adminis- 


tration, which  I think  is  the  keynote  to  Dr. 
Bradner’s  entire  bill.  With  $25,000,000  paid 
for  medical  relief,  they  paid  $70,000,000  for 
overhead  and  administration.  That  is  the  thing 
that  Dr.  Bradner’s  bill,  as  I understand  it,  is 
particularly  getting  at. 

I think  this  could  be  approved,  and  the  whole 
bill  considered  by  the  Committee  on  Medical 
Relief,  taking  into  consideration  these  sugges- 
tions of  Dr.  Bradner’s.  I believe  that  would  be 
a very  good  and  proper  procedure  to  do  because 
I think  that  Dr.  Bradner’s  work  shows  outstand- 
ingly that  the  administration  of  medical  relief  is 
decidedly  topheavy. 

The  question  being  called  for,  the  motion  was 
put  to  a vote,  and  was  lost. 

Dr.  Leo  F.  Schiff,  Clinton:  Inasmuch  as  this 
motion,  which  has  been  lost,  was  that  no  action 
be  taken  at  the  present  time,  I will  now  move 
that  this  resolution  be  referred  to  the  Council 
for  reference  to  their  Committee  on  Medical 
Relief.  In  making  that  statement — I trust 
there  will  not  be  too  much  discussion  and  getting 
off  the  subject,  or  any  misstatement — I want  to 
call  attention  first  to  the  last  paragraph  of  the 
resolution  which  was  in  the  hands  of  the  Com- 
mittee. Remember,  your  Reference  Committee 
cannot  act  on  a resolution  that  is  in  some  doctor’s 
mind  or  a change  that  is  in  his  mind,  but  must 
act  on  the  printed  material  before  it: 

“Be  it  further  resolved:  that  these  resolutions 
be  drafted  in  the  form  of  a bill  and  presented  to 
the  State  Legislature.” 

The  objection  that  your  Reference  Committee 
has  in  committing  the  State  Society  to  any  spe- 
cific bill  is  the  fact  that  while  this  may  be  par- 
ticularly applicable  to  the  county  in  which  the 
originator  lives,  it  had  not  had  the  breadth  of 
scope  that  would  be  brought  by  having  it  taken 
care  of  by  a central  committee. 

There  is  nothing  in  this  proposed  resolution, 
as  it  stands,  that  provides  for  any  economies. 
The  resolution  provides  for  an  agreement  be- 
tween this  Society  and  the  government  of  the 
State  of  New  York  combining  acceptance  of 
various  people  about  something,  between  the 
State  Hospital  Association  and  the  government 
of  the  State  of  New  York,  between  the  govern- 
ment of  the  State  of  New  York  and  the  State 
Medical  Society,  and  the  provision  of  a uniform 
organization.  While  those  may  be  all  very  good 
things,  gentlemen,  I do  not  believe  that  we  have 
time  enough  or  are  we  in  the  right  mood  to  dis- 
cuss them  properly.  Therefore,  the  best  thing 
we  can  do  with  this,  as  long  as  we  have  voted 
actually  that  no  action  be  taken  at  this  time,  is 
to  refer  it  to  a committee  which  will  study  it. 
and  I am  sure  will  confer  with  Dr.  Bradner  be- 
fore they  take  any  very  radical  action. 

The  motion  was  seconded. 

Speaker  Flynn:  Would  you  like  to  discus 
that,  Dr.  Bradner? 

Dr.  Bradner:  Dr.  Schiff ’s  point  is  taken  very 
well.  I should  also  like  to  make  a change  in  the 
final  paragraph,  vhich  I think  would  make  it 
less  objectionable.  I should  like  to  move  that 
that  final  paragraph  reading  as  it  does  now: 

“Be  it  further  resolved:  that  these  resolutions 
be  drafted  in  the  form  of  a bill  and  presented 
to  the  State  Legislature” 
be  changed  so  as  to  read : 
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“Be  it  further  resolved:  that  this  Society 

expresses  its  desire  to  cooperate  in  the  formula- 
tion of  remedial  measures  as  may  be  required.” 
Dr.  Schiff:  There  can  be  a motion  to  refer. 
We  have  what  Dr.  Bradner  has  proposed,  and 
he  can  also  bring  in  his  amendment  to  the 
Council  after  it  has  been  so  referred  to  it. 

Dr.  Bradner:  Yes,  and  at  any  rate  it  is  in 
the  minutes. 

The  question  being  called,  the  motion  to  refer 
was  put  to  a vote,  and  it  was  unanimously  car- 
ried. 

81.  Report  of  Reference  Committee  on  New 

Business  B on  Aviation  Medicine 

Section  32 

Dr.  Frederic  C.  Conway:  Reporting  on  reso- 
lution of  Dr.  Benjamin  Jablons,  the  Medical 
Society  of  the  County  of  New  York,  reading: 
“Whereas,  the  problem  of  national  defense 
encompasses  the  creation  of  a huge  aviation  force 
of  anywhere  from  10,000  to  25,000  planes ; 

“Whereas,  such  a force  will  create  a great 
many  medical  problems  incident  to  the  proper 
care  and  training  of  a competent  personnel; 
therefore  be  it 

" Resolved : that  this  as  a subject  be  referred  to 
the  Council  for  further  study  and  action  for 
the  purpose  of  disseminating  proper  information 
regarding  the  physiology  and  medical  possi- 
bilities of  this  phase  of  medicine.” 

Your  Committee  approves  its  adoption. 

The  motion  was  seconded,  put  to  a vote,  and 
was  carried. 

82.  Report  of  Reference  Committee  on  New 
Business  B,  Changing  Education  Law  in  Relation 

to  Roentgenology 

Section  29 

Dr.  Frederic  C.  Conway  : Reporting  on  reso- 
lution of  Dr.  Theodore  West,  Medical  Society 
of  the  County  of  Westchester,  reading: 

“Whereas,  1.  The  Education  Law  (Art.  48, 
Section  1250)  says : ‘A  person  practices  medicine 
within  the  meaning  of  this  article  . . . .who  holds 
himself  out  as  being  able  to  diagnose  ....  any 
human  ....  or  physical  condition,  and  who  shall 
either  offer  or  undertake,  by  any  means  or 
method,  to  diagnose  ....  any  human  disease  .... 
or  physical  conditions’ ; and 

“Whereas,  2.  The  Sausser  Case  decision 
(Sausser  v.  Health  Department  of  the  City  of 
New  York,  242  NY  66)  says:  '.  . . . making  an 

x-ray  photograph  is  not  diagnosis  ....  nor  .... 
(is)  ....  mere  explanation  of  what  such  photo- 
graph shows  diagnosis  ....’;  and 

“Whereas,  3.  The  court  ruling  has  nullified 
the  Education  Law  as  it  relates  to  the  use  of 
x-rays  in  medical  diagnosis;  and 

“Whereas,  there  is  a bill — Williamson — 
Senate  Int.  1892  No.  2297,  which  defines  roent- 
genology as  the  practice  of  medicine  and  will 
correct  the  error  in  the  Sausser  Case  decision. 

“Therefore,  he  it  resolved:  that  the  House  of 
Delegates  be  requested  to  give  its  approval  to 
this  bill  and  a copy  of  this  resolution  be  sent 
to  our  Executive  Secretary,  Dr.  Joseph  Law- 
rence.” 

Your  Committee  moves  its  adoption. 


The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  was  carried. 

83.  Report  of  Reference  Committee  on  New 
Business  B on  Citizenship  as  Requirement 

for  Membership 

Section  35 

Dr.  Frederic  C.  Conway:  Reporting  on  the 
resolution  of  the  Medical  Society  of  the  County  of 
Ontario  presented  by  Dr.  Homer  J.  Knicker- 
bocker, reading: 

“Whereas,  the  Medical  Society  of  the  County 
of  Ontario  on  July  12,  1938,  adopted  an  amend- 
ment to  its  Bylaws,  viz.,  ‘Any  person  of  foreign 
birth  applying  for  membership  in  the  Medical 
Society  of  the  County  of  Ontario,  shall  present 
documentary  evidence  of  full  citizenship  in  the 
United  States  of  America,  before  such  application 
shall  be  considered  by  the  Society’ ; and 

“Whereas,  although  duly  reported  to  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York,  no  definite  ruling  has  yet  been  ob- 
tained relative  to  the  legality  of  such  addition  to 
the  Bylaws  of  the  Medical  Society  of  the  County 
of  Ontario;  therefore,  be  it 

“Resolved:  that  such  matters  of  citizenship  as 
relate  to  membership  be  considered  as  entirely 
within  the  jurisdiction  of  individual  County 
Medical  Societies.” 

Your  Committee  feels  that  this  should  be  re- 
ferred to  the  Legal  Counsel  who  in  turn  should 
refer  it  to  the  Council  for  action. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  was  carried. 

84.  Report  of  Reference  Committee  on  New 
Business  B on  Reduction  in  Budget  of  Industrial 

Council 

Section  59 

Dr.  Frederic  C.  Conway:  Reporting  on 
resolution  presented  by  Dr.  Edward  C.  Podvin, 
reading : 

“Whereas,  a recent  study  of  the  compensation 
department  made  by  the  Industrial  Council 
determined  that  more  funds  than  recommended 
in  the  original  budget  submitted  by  Governor 
Lehman  were  needed  for  its  proper  administra- 
tion ; and 

“Whereas,  the  proposed  reduction  of  $179,- 
977.00  in  the  present  proposed  budget  would 
result  in  crippling  this  important  service;  and 

“Whereas,  this  would  necessitate  the  sus- 
pension of  arbitration  hearings,  delay  the  ad- 
judication of  cases,  and  cause  resultant  hardships 
and  injustice  to  injured  employees  and  eventually 
added  expense  to  employers ; and 

“Whereas,  the  expense  of  this  department  is 
borne  by  the  insurance  carriers ; be  it 

“Resolved:  that  this  Society  express  the  hope 
that  no  reduction  will  be  made  which  will  inter- 
fere with  the  proper  functioning  of  the  Work- 
men’s Compensation  Bureau,  and  be  it  further 

“Resolved:  that  the  Council  be  directed  to 
take  proper  action  to  convey  the  attitude  of  this 
Society  to  the  proper  authorities.” 

Your  Committee  approves  its  adoption. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  was  carried. 
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85.  Report  of  Reference  Committee  on  New 
Business  B on  Resolution  Urging  Continued 
Support  for  Health  Protection  Activities  in  the 

State  of  New  York 

Section  73 

Dr.  Frederic  C.  Conway:  Reporting  on 
resolution  presented  by  Dr.  Burk  for  the  De- 
partment of  Labor,  reading: 

“Whereas,  many  workers  in  industry  are  ex- 
posed to  conditions  conducive  to  occupational 
injuries  and  occupational  disease ; and 

“Whereas,  the  workers  of  New  York  State 
are  entitled  to  protection  against  such  conditions 
in  order  that  their  health  may  be  preserved  at 
all  times;  and 

“Whereas,  local  communities  do  not  possess 
facilities  for  the  conduct  of  such  work ; and 
“Whereas,  the  only  health  and  safety  pro- 
tection in  New  York  State  is  lodged  in  the 
State  Department  of  Labor,  Division  of  Indus- 
trial Hygiene ; and 

“Whereas,  this  unit  of  the  State  Govern- 
ment has  performed  most  commendable  work 
and  has  contributed  greatly  to  the  protection 
of  workers  against  accidents,  silicosis,  and  oc- 
cupational poisonings ; and 

“Whereas,  the  physicians  of  the  State  of  New 
York  feel  that  these  efforts  are  deserving  of  the 
full  support  of  the  State  of  New  York 

“ Therefore , be  it  resolved:  that  the  Medical 
Society  of  the  State  of  New  York,  through  its 
House  of  Delegates,  goes  on  record  in  favor  of  the 
continuation  of  these  preventive  health  measures 
on  behalf  of  the  employed  population  of  the 
State  of  New  York  and  for  the  full  support  of 
these  preventive  measures,  and  be  it  further 
Resolved:  that  this  action  by  the  House  of  Dele- 
gates be  forwarded  to  the  appropriate  State 
Governmental  Authorities.” 

Your  Committee  approves  and  asks  the  adop- 
tion of  this  resolution. 

The  motion  was  seconded  and  there  being 
no  discussion,  it  was  put  to  a vote  and  was 
carried. 

86.  Report  of  Reference  Committee  on  New 

Business  B on  Foreign  Physicians 

Section  27 

Dr.  Frederic  C.  Conway:  Reporting  on  the 
resolution  introduced  by  the  Medical  Society  of 
the  County  of  Niagara,  reading: 

“ Resolved : that  the  Medical  Society  of  the 
County  of  Niagara  hereby  resolve  to  request  the 
House  of  Delegates  to  oppose  admission  to  New 
York  State  of  foreign  or  alien  physicians.” 

Your  Committee  feels  that  this  resolution  is 
unconstitutional  and  without  the  jurisdiction  of 
the  House  of  Delegates.  I so  move. 

The  motion  was  seconded  and  there  being 
no  discussion,  it  was  put  to  a vote  and  was 
carried. 

87.  Notice  of  Submitting  Change  to  Constitution 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I 
rise  to  a point  of  privilege.  Notice  is  hereby 
given  of  a proposal  to  submit  for  consideration 
at  the  1940  meeting  of  this  House  of  Delegates 
of  amendments  to  the  Constitution,  Article  II, 
Membership,  providing  for  the  establishment  of 
a new  classification,  to  be  known  as  probationary, 


together  with  such  amendments  to  other  parts 
of  the  Constitution  and  Bylaws  as  will  clarify 
and  implement  the  proposed  amendment  or 
amendments. 

Vice-Speaker  Bauer:  This  serves  as  advance 
notice  of  a proposed  change  to  the  Constitution, 
as  required  by  our  Constitution  and  Bylaws, 
and  it  will  be  so  recorded  in  the  minutes. 

88.  Report  of  Reference  Committee  on  the 
Report  of  Legal  Counsel 

Dr.  M.  E.  Marsland:  This  is  a Report  of  the 
Reference  Committee  on  the  Report  of  Legal 
Counsel,  of  which  Dr.  Cunniffe  is  the  Chair- 
man. 

Your  Reference  Committee  has  very  carefully 
studied  this  very  interesting  report  and  is  im- 
pressed with  the  enormous  increase  in  the 
amount  of  work  brought  to  this  department. 

The  report  is  divided  into  three  sections : 

A.  The  actual  trial  work  of  malpractice 
actions  before  courts,  juries,  and  in  the  Ap- 
pellate Division. 

B.  Counsel  work  with  officers,  commit- 
tees, and  different  members  of  the  Society. 

C.  Legislative  advice  and  activities. 

A.  Litigations  during  the  last  year. — Two 
hundred  and  twenty-nine  cases  of  malpractice 
action  were  concluded  as  against  217  cases  in  the 
previous  year.  Of  the  229  cases,  55  were  settled, 
168  were  successfully  completed  in  favor  of  the 
defendant.  In  6 cases,  however,  judgment  was 
rendered  in  favor  of  the  plaintiff. 

For  some  time  the  counsel  has  been  advising 
members  against  careless  criticism  of  the  work  of 
another  physician  before  lay  people.  This 
seems  to  be  the  outstanding  cause  of  the  institu- 
tion of  the  action  in  most  cases. 

The  hazard  of  malpractice  action  against  a 
physician  is  great,  not  alone  for  the  financial 
loss,  but  also  for  the  damage  to  his  reputation, 
and  the  great  worry  and  interference  with  the 
practice  of  his  profession  in  defending  the  action. 
Therefore,  we  urge  upon  all  members,  not  alone 
to  accept  this  advice  from  the  counsel,  but  also 
to  try  and  spread  that  gospel  among  the  other 
members. 

The  report  calls  our  attention  to  the  protec- 
tion given  us  by  the  insurance  operated  under  the 
group  plan  with  the  Yorkshire  Indemnity  Com- 
pany. Counsel  also  expresses  his  appreciation 
of  the  splendid  cooperation  of  the  insurance  com- 
pany with  his  office  in  working  under  this  plan. 
There  are  many  members  of  the  Society  who  are 
not  as  yet  insured  under  this  group  plan.  The 
percentage  of  members  insured  has  dropped 
from  57  per  cent  in  1936  to  46  per  cent  in  1939. 
The  reason  for  this  should  be  investigated. 
Probably  the  outstanding  factor  is  the  reduction 
of  the  physician’s  income.  But  just  when  times 
are  bad,  suits  are  more  frequently  brought;  and, 
therefore,  the  need  of  the  physician  for  mal- 
practice insurance  protection  is  greater,  and 
every  effort  possible  should  be  made  by  the 
Insurance  Committee  to  raise  this  percentage  of 
insured  members. 

B.  During  the  past  year  the  counsel  has  con- 
tributed many  articles  which  were  published  in 
the  State  Journal.  These  articles  have  in- 
cluded the  following  (see  pages  52-54,  Annual 
Reports,  1938-1939): 
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Professional  misconduct:  Falsely  advertising 

cure  for  cancer 

Physicians’  automobiles:  Right  of  way 
Evidence — Privileged  communications 
Surgeons’  right  to  discontinue  operation 
Validity  of  amendments  to  Workmen’s  Com- 
pensation Law  upheld  by  highest  courts 
Libel  and  slander:  Authorship  of  article 

in  medical  magazine 

Injunction  to  restrain  practice  of  medicine 
without  license 

Physicians  contract  restricting  practice 
Lectures  and  sale  of  tablets  as  the  practice  of 
medicine 

Responsibility  of  municipality  for  injuries 
sustained  in  municipal  hospital 
An  interesting  fracture  case 
A cancer  cure  enjoined 

Illegal  practice  of  medicine  by  a chiropractor 
Practice  of  medicine  by  corporation 
Revocation  of  physician’s  license  upon  con- 
viction of  crime  involving  moral  turpitude 
Cancer  cure — Responsibility  of  physician  and 
hospital 

Practice  of  medicine  by  chiropractor 

Such  a list  indicates  that  the  members  have 
an  opportunity  of  receiving  a postgraduate  course 
in  medicolegal  matters  by  studying  these 
articles. 

The  counsel  has  also  listed  16  different  case 
reports  on  malpractice  actions.  This  has  af- 
forded very  interesting  reading  to  the  members 
of  the  Society,  and  also  issued  a warning  to  the 
physicians  to  protect  themselves  against  such 
suits.  This  department  also  receives  many  re- 
quests for  opinions  or  advice  on  various  topics 
regarding  the  right  and  privileges  or  the  ad- 
visability of  certain  actions  on  the  part  of 
physicians. 

This  report  lists  36  different  questions  on  which 
advice  has  been  asked  from  our  counsel.  Many 
of  these  questions  and  answers  would  make 
instructive  and  interesting  reading  if  published 
in  our  Journal.  These  requests  come,  not 
alone  from  members,  but  also  from  committees, 
County  Societies,  and  officers  of  County  and  State 
Societies.  In  addition,  the  counsel  frequently 
consults  with  the  doctors  associated  with  the 
operation  of  the  Workmens’  Compensation  Law, 
and  advises  constantly  with  the  state  officers  and 
with  officers  of  various  County  Societies,  giving 
advice  upon  the  constitutionality  of  the  proposed 
amendments  in  the  State  or  the  component 
County  Societies. 

C.  Advice  is  also  given  to  the  various  counties 
of  the  state  organization,  the  state  committee  on 
legislation  in  regard  to  bills  that  are  to  be  in- 
troduced into  the  state  legislature.  This  short 
summation  gives  us  some  idea  of  the  amount  of 
work  that  is  brought  to  this  department  and  of 
the  fact  that  it  is  constantly  increasing.  We  are 
to  be  congratulated  upon  receiving  such  effi- 
cient and  meritorious  service  for  this  work,  en- 
tailing, as  it  does,  so  many  ramifications. 

We  congratulate  our  counsel  for  the  wonderful 
work  he  has  done,  and  the  members  of  his  de- 
partment for  their  assistance.  We  note  that 
this  department  expresses  the  appreciation  of  the 
generous  cooperation  furnished  by  the  members 
of  the  Society  by  consultation  and  court  at- 
tendance in  malpractice  actions. 

We  certainly  hope  that  such  a state  of  affairs 


will  continue  to  exist,  and  that  the  affairs  of  the 
Society  will  be  as  successfully  protected  as  at 
the  present  time. 

I move  the  acceptance  of  the  report. 

The  motion  was  seconded  and  there  being  no 
discussion,  it  was  put  to  a vote  and  the  report  was 
adopted. 

89.  Report  of  Special  Committee  on  Proposed 
Change  to  Section  7,  of  Chapter  XV — Policies  of 
Component  County  Medical  Societies 

Sections  15,  58 

Dr.  Leo  F.  Schiff:  Your  Committee,  con- 
sisting of  Drs.  Rooney,  Redway,  and  myself, 
have  drawn  up  a substitute  amendment.  It  is 
quite  evident  what  the  intent  of  the  amendment 
on  page  59  was,  but  the  wording  opened  a con- 
troversy. 

I feel  we  all  agree  that  where  the  Medical 
Society  of  the  State  of  New  York  adopts  through 
this  House  of  Delegates  (the  representatives  of 
the  component  medical  societies  of  the  counties) 
a policy,  that  shall  be  the  policy  of  the  State 
Medical  Society,  and  that  it  is  not  fitting  that 
any  component  part  of  the  Medical  Society  should 
attack  that  policy  on  the  outside. 

This  being  a representative  form  of  govern- 
ment, any  attacks  on  such  a policy  should  be 
made  through  the  organization  by  resolution  in 
the  County  Society,  followed  by  action  in  the 
House  of  Delegates;  but  until  the  policy  is  so 
changed,  to  the  rest  of  the  world  that  is  our  policy. 
It  is  subversive  for  any  individual  member  or 
County  Society  to  attack  that  policy,  which 
their  own  delegates  have  had  the  opportunity  to 
vote  upon  in  the  Society. 

To  that  end,  with  a slight  change  of  wording 
so  that  there  shall  be  no  gag  rule  type  of  sugges- 
tion in  the  amendment,  we  have  agreed  upon  the 
following,  which  we  offer  as  a substitute  for  the 
amendment  proposed: 

“The  component  County  Medical  Societies, 
their  officers  or  committeemen,  shall  not  initiate 
or  participate  in  any  activities,  outside  of  the 
structure  of  the  Medical  Society  of  the  State  of 
New  York,  which  are  contrary  to  the  policies 
of  the  Medical  Society  of  the  State  of  New  York, 
as  expressed  by  the  actions  or  in  resolutions  of 
the  House  of  Delegates  or  its  authorized  repre- 
sentative bodies.” 

That  is  done  because  our  policies  are  dele- 
gated to  the  Council  in  the  interim  between 
meetings  of  the  House  of  Delegates,  and  this 
will  permit  the  construction  of  a policy  of  the 
Council,  when  so  authorized,  to  be  the  policy 
of  the  State  Society  until  the  House  of  Delegates 
orders  otherwise. 

"No  member  shall  in  any  public  paper,  dis- 
cussion, or  hearing  hold  himself  by  direct  state- 
ment or  implication  as  representing  the  Medical 
Society  of  the  State  of  New  York,  or  any  com- 
ponent County  Medical  Society,  unless  he  shall 
actually  have  been  so  authorized  by  such  Society, 
or  a legally  constituted  representative  board  or 
committee  of  same  having  the  power  to  confer 
such  authority.” 

I so  move. 

The  motion  was  seconded. 

Dr.  William  S.  Collens,  Kings:  Could  we 

hear  the  first  part  of  that  resolution,  and  read  it 
slowly? 
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Dr.  Schiff:  “The  component  County  Medical 
Societies,  their  officers  or  committeemen,  shall 
not  initiate  or  participate  in  any  activities,  out- 
side of  the  structure  of  the  Medical  Society  of 
the  State  of  New  York,  which  are  contrary  to 
the  policies  of  the  Medical  Society  of  the  State 
of  New  York,  as  expressed  by  the  actions  or  in 
resolutions  of  the  House  of  Delegates  or  its 
authorized  representative  bodies.  No  member 
shall  in  any  public  paper,  discussion,  or  hearing 
hold  himself  by  direct  statement  or  implication 
as  representing  the  Medical  Society  of  the  State 
of  New  York,  or  any  component  County  Medical 
Society,  unless  he  shall  actually  have  been  so 
authorized  by  such  Society,  or  a legally  consti- 
tuted representative  board  or  committee  of  same 
having  the  power  to  confer  such  authority.” 

Vice-Speaker  Bauer:  A motion  has  been 
made  to  substitute  this  for  the  originally  pro- 
posed amendment.  Discussion  is  now  open  on 
the  substitution. 

Dr.  Merwin  E.  Marsland,  Westchester:  My 
feeling  is  that  this  substitute  resolution  contains 
so  much  matter  which  is  really  new  that  it 
practically  amounts  to  a new  amendment.  I 
therefore  move  that  this  substitute  amendment 
be  tabled,  to  be  brought  up  at  the  next  meeting 
of  the  House  of  Delegates. 

The  motion  was  seconded,  and  it  was  put  to  a 
vote  and  was  carried. 

Vice-Speaker  Bauer:  It  is  tabled. 

Are  there  any  other  committees  to  report? 

90.  Vote  of  Appreciation — Speaker  Flynn 

Dr.  Louis  A.  Van  Kleeck:  I know  you  are  all 
tired.  We  have  had  a long  session,  but  there  is 
one  gentleman  among  us  who  has  worked 
harder  than  any  of  the  rest  of  us.  He  has  con- 
ducted this  House  of  Delegates’  session  with 
equanimity,  with  thought,  with  precision,  and 
with  dignity.  I would  like  to  make  a motion  to 
you,  sir,  that  this  House  of  Delegates  by  a vote 
voice  its  appreciation  and  thanks  for  the  efficient 
manner  in  which  Jim  Flynn  has  conducted  him- 
self as  Speaker  of  the  House.  (Applause) 

Vice-Speaker  Bauer:  From  the  applause  I 
do  not  even  need  to  put  that  to  a vote.  It  is  so 
unanimous. 

Dr.  Flynn:  Thank  you  very  sincerely! 

Vice-Speaker  Bauer:  Dr.  Irving  has  two  or 
three  matters  that  need  attention. 

Secretary  Irving:  These  have  somehow 

slipped  by. 

91.  Women  Physicians’  Representation  in 
American  Medical  Association 

Sections  24,  50 

One  is  a communication  from  the  Women’s 
Medical  Society  of  New  York  State  as  follows: 

“We  understand  that  from  13  to  17  ‘floating’ 
delegates  are  sent  from  New  York  State  to  the 
A.M.A. 

“We  feel  that  as  Dr.  Emily  Barringer  has  been 
a delegate  from  New  York  County,  it  would  be  a 
gracious  act  to  include  her  among  the  New  York 
State  Delegates.” 

That  is  signed  by  Dr.  McGuinness,  the  presi- 
dent. 

I move  this  be  received,  sir. 

The  motion  was  seconded,  put  to  a vote,  and 
was  unanimously  adopted. 


92.  Medical  Practice  Act 

Secretary  Irving:  The  other  also  is  a com- 
munication from  the  Women’s  Medical  Society 
of  New  York  State;  it  reads: 

“The  Women’s  Medical  Society  of  New  York 
State  in  meeting  assembled,  Monday,  April  24, 
1939,  desires  to  go  on  record  as  protesting  the 
onslaughts  against  the  Medical  Practice  Act, 
and  believe  both  our  Society  and  the  Medical 
Society  of  New  York  State,  of  which  we  are  also 
members,  should  make  a vigorous  educational 
campaign  to  prevent  further  tampering  with  this 
Act.” 

I move  its  acceptance. 

The  motion  was  seconded,  put  to  a vote,  and 
was  unanimously  carried. 

93.  Resolution  Regarding  Investment  of  So- 
ciety’s Principal  in  Equities 

Section  22 

Secretary  Irving:  This  is  a resolution  on 
which,  as  yet,  no  action  has  been  taken : 

“ Resolved : that  the  Board  of  Trustees  be 

authorized  to  invest  an  additional  25  per  cent  of 
the  Society’s  investment  principal  in  equities.” 

I move  it. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  adopted. 

94.  Votes  of  Thanks 

Dr.  Arthur  W.  Booth:  Before  adjourning,  I 
want  to  express  by  way  of  a motion  our  thanks 
and  appreciation  to  the  Committee  on  Arrange- 
ments of  Syracuse,  the  Onondaga  County  Society, 
and  our  President,  Dr.  Groat. 

The  motion  was  seconded,  and  the  members 
arose  and  applauded. 

Speaker  Flynn:  Before  we  adjourn  I think 
that  we  should  have  the  new  President-elect, 
Dr.  Borrell,  escorted  to  the  platform.  Is  Dr. 
Borrell  here? 

(There  was  no  response.) 

Speaker  Flynn:  Are  there  any  other  com- 

mittees to  report? 

(There  was  no  response.) 

Dr.  Samuel  B.  Burk,  New  York:  I am  ad- 
dressing my  remarks  to  the  Speaker.  I move 
you,  sir,  that  we  express  a vote  of  thanks  and 
appreciation  to  Dr.  Bauer  for  the  capable  manner 
in  which  he,  as  Vice-Speaker,  has  conducted  this 
meeting.  I ask  for  a rising  vote  of  thanks. 

Speaker  Flynn:  That  is  well  deserved. 

The  audience  rose  and  applauded. 

Speaker  Flynn:  Is  there  any  further  business 
to  come  before  the  Society? 

Dr.  William  M.  Patterson,  New  York:  I 
move  also  that  a vote  of  thanks  be  extended  to 
the  efficient  Secretary  of  the  Medical  Society  of 
the  State  of  New  York. 

The  audience  rose  and  applauded. 

Speaker  Flynn  : There  being  no  further 

business,  all  reference  committees  having  re- 
ported, all  resolutions  having  been  acted  upon, 
having  transacted  all  our  business,  the  reference 
committees  are  discharged  with  sincere  thanks, 
and  the  House  of  Delegates  stands  adjourned  sine 
die. 

(The  session  adjourned  at  12:35  p.m.,  sine  die.) 
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Public  Health  Notes 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 

At  the  A.M.A.  Convention 


Dr.  Robert  E.  Plunkett  on  May  18 
described  to  the  convention  at  St. 
Louis  the  three-point  program  of  our 
division  of  tuberculosis:  (1)  direct  service 
to  the  people  examined  and  studied,  their 
families  and  communities,  (2)  research, 
and  (3)  education. 

As  regards  our  service  to  those  who 
have,  or  may  be  suspected  of  having 
tuberculosis,  he  emphasized  two  essential 
features,  namely,  the  wholehearted  co- 
operation of  the  medical  profession  and 
the  central  position  of  the  tuberculosis 
hospitals.  Through  each  hospital  center 
there  is  provided  a continuity  of  medical 
service  from  case  finding  through  treat- 
ment to  aftercare.  Tuberculosis  is  a com- 
munity and  a family  problem  but  in  the 
administration  of  tuberculosis  control  in 
this  state,  certainly  as  long  as  Dr. 
Plunkett  has  anything  to  do  with  it,  we 
shall  never  be  allowed  to  forget  that  the 
sick  individual  is  a person,  not  just  a case. 

The  three  new  state  hospitals  have  been 
in  operation  for  approximately  three 
years  and  during  the  past  two  full  years 
of  clinic  administration,  21,804  indi- 
viduals have  been  examined.  About  half 


of  these  were  examined  because  of  con- 
tact with  known  cases,  and  67  per  cent 
of  the  new  cases  discovered  among  these 
“contacts”  were  in  the  minimal  stage  of 
the  disease.  Among  patients  examined 
because  of  symptoms  referable  to  the 
chest,  40  per  cent  were  in  the  minimal 
stage.  In  every  1,000  cases  examined, 
31  were  found  to  have  tuberculosis. 

Each  hospital  is  a center  not  only  of 
medical  service  but  also  of  teaching  and 
of  research.  The  division  of  tuberculosis 
has  some  research  projects  that  are 
centered  at  Albany  of  which  again  some 
are  carried  entirely  on  their  own  responsi- 
bility and  some  in  cooperation  with  other 
departments  of  the  state  government. 
Some  of  the  work  undertaken  in  conjunc- 
tion with  the  Department  of  Mental 
Hygiene  is  producing  results  that  promise 
to  be  of  great  significance.  There  is  also 
the  study  of  5,000  adult  admissions  to 
fourteen  general  hospitals  from  which  Dr. 
Plunkett  is  able  to  conclude,  assuming 
that  the  same  conditions  prevail  through- 
out the  U.  S.,  that  some  45,000  cases  of 
unrecognized  pulmonary  tuberculosis  were 
admitted  to  general  hospitals  last  year. 


PUBLIC  HEALTH  CONFERENCE  AT  SARATOGA 


The  date  for  the  annual  conference  of  New 
York  State  health  officers  and  public  health 
nurses  is  June  27-29.  Following  the  usual  custom 
the  conference  will  be  at  Saratoga  Springs,  with 
headquarters  in  the  Grand  Union  Hotel. 

It  is  expected  that  this  state-wide  conclave 


will  attract  nearly  2,000  health  officers,  nurses, 
school  physicians,  public  health  workers,  and 
state  officials  from  every  county  and  community 
in  the  state.  It  planned  to  have  outstanding 
persons  in  the  public  health  and  medical  fields 
give  addresses  at  the  many  meetings  scheduled. 


SERIOUS  SIDE  OF  SUMMER  PLAY 
The  importance  of  proper  health  supervision 
over  summer  camps  is  indicated  by  the  fact  that 
in  New  York  State  alone  there  are  approximately 
3,000  camps  occupied  by  from  two  to  three  mil- 
lion persons  a year,  and  that  a considerable  num- 


ber of  outbreaks  of  preventable  disease  occur 
in  these  camps  each  year,  said  Dr.  C.  A.  Holm- 
quist,  Director  of  the  Division  of  Sanitation  of 
the  New  York  State  Department  of  Health,  at 
the  meeting  of  the  State  Society  at  Syracuse. 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


You  missed  a treat  if  you  did  not  attend 
the  Fourth  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York  held  in 
Syracuse  in  April.  Mrs.  John  Buettner, 
the  capable  chairman  of  convention,  with 
her  staff  of  efficient  committee  assistants 
guided  delegates  and  friends  through 
three  days  of  delightful  entertainment. 

“Business  before  pleasure’’  gave  the 
House  of  Delegates  the  privilege  of  open- 
ing the  convention.  Mrs.  Daniel  Swan, 
our  state  president,  presided.  From 
the  interesting  and  instructive  reports  of 
the  chairmen  of  the  various  committees 
and  the  report  of  the  president,  the  mem- 
bers of  the  auxiliary  delegation  had  the 
satisfaction  of  reviewing  a busy  and  suc- 
cessful year.  Reports  of  county  auxiliary 
presidents  gave  some  idea  of  the  varied 
activities  and  interests  of  the  different 
units. 

High  lights  of  entertainment,  long  to  be 
remembered  with  pleasure,  were  the 
banquet  and  Henry  Scott,  the  talented 
pianist  and  humorist;  the  delightful 
luncheon  at  the  Onondaga  Country  Club ; 
the  musicale  and  tea  at  the  Museum  of 
Fine  Arts.  The  Hobby  Show  proved 
that  doctors  and  their  wives  have  a va- 
riety of  interests  aside  from  that  of 
health. 

Back  of  the  success  of  this  convention 
were  hours  of  planning  and  preparation, 
and  for  this  and  for  their  gracious  hospi- 
tality the  Woman’s  Auxiliary  of  New 
York  State  extends  a vote  of  thanks  and 
appreciation  to  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Onondaga  County. 

Officers  elected  for  the  coming  year: 
Mrs.  Scott  Towne,  president;  Mrs. 
Luther  Kice,  president-elect;  Mrs.  John 
Buettner,  first  vice-president;  Mrs.  Rob- 
ert Crockett,  second  vice-president;  Mrs. 
Carlton  Potter,  treasurer;  Mrs.  J.  E. 
Noll,  recording  secretary. 

Directors  are  Mrs.  Edwin  A.  Griffin  and 
Mrs.  Daniel  Swan.  (A  complete  list  of 


officers  and  their  addresses  can  be  found 
on  page  1250.)  To  the  American  Medical 
Association  convention  to  be  held  in  1940, 
in  New  York  City,  twelve  delegates  and 
their  alternates  were  elected  from  the 
New  York  State  Auxiliary. 

To  Mrs.  Daniel  Swan,  our  retiring  state 
president,  is  extended  a vote  of  apprecia- 
tion for  her  able  direction  during  the 
past  year. 

Greetings  and  loyal  support  to  our  new 
president,  Mrs.  Scott  Towne,  with  the 
sincere  hope  that  her  term  of  office  will 
prove  pleasant  and  successful. 

Cayuga  County 

The  regular  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Cayuga  was  held  May  18, 
1939,  at  Auburn  City  Hospital.  Mrs. 
Raymond  Johnson,  the  president,  pre- 
sided. During  the  business  meeting  a 
unanimous  vote  was  taken  to  send  a girl 
to  Scout  Camp  as  a summer  project  of  the 
auxiliary. 

Interesting  reports  were  given  by  Mrs. 
J.  D.  Sands  and  Mrs.  G.  C.  Sincerbeaux, 
delegates  to  the  state  convention  held  in 
Syracuse  in  April. 

The  annual  dinner  to  the  doctors  to  be 
held  at  Springside  Inn  in  June  will  mark 
the  beginning  of  the  summer  recess. 

Nassau  County 

The  monthly  meeting  of  the  Woman's 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Nassau  was  held  Tuesday, 
April  18,  at  the  Nassau  Hospital  Audi 
torium  in  Mineola.  Mrs.  Luther  Kice, 
president,  presided.  Guest  speakers  were 
Dr.  Eugene  Calvelli,  Port  Washington, 
President-elect  of  Nassau  County  Medical 
Society,  and  Dr.  Eugene  Coon,  Hemp- 
stead, Chairman  of  Legislation. 

Dr.  Cavelli  gave  a brief  history  of  the 
society  and  then  spoke  of  the  St.  Francis 
Cardiac  Convalescent  home. 
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Dr.  Coon  spoke  of  current  legislation 
and  described  the  stages  through  which  a 
bill  advances  from  the  time  it  is  drafted 
until  it  is  passed  by  the  legislature. 

Delegates  to  the  state  convention  at 
Syracuse  were:  Mrs.  Kice,  Mrs.  Bell, 
Mrs.  Hirsch,  Mrs.  Van  Kleek,  all  state 
officers,  and  Mrs.  Lally,  Mrs.  Connblly, 
Mrs.  Welge,  Mrs.  Schirck,  and  Mrs. 
Baldwin. 

The  auxiliary  dinner  dance  was  held 
May  5 at  the  North  Hempstead  Country 
Club,  Port  Washington.  Mrs.  Willard 
Lee,  program  chairman  was  assisted  by 
Mrs.  Clymer  Long  and  her  committee. 

Undoubtedly  the  most  outstanding 
meeting  of  the  current  year  of  the 
Woman’s  Auxiliary  to  the  Nassau  County 
Medical  Society  was  the  meeting  held  at 
the  Nassau  Sanatorium  at  Farmingdale 
on  Tuesday,  May  23. 

Dr.  Walsh  was  host  to  the  auxiliary 
members  and  showed  most  interesting 
lantern  slides  covering  various  phases  of 
field  work  in  the  control  of  tuberculosis. 
Dr.  Walsh  also  enlightened  the  members 
with  the  heartening  information  that  a 
considerable  decrease  in  the  death  rate  of 
Nassau  County  has  taken  place  since 
1920. 

The  sanatorium  proper  consists  of 
416  beds  of  which  112  are  for  children. 
It  was  founded  by  the  late  Dr.  Davis  in 
May,  1920,  and  constitutes  a rather  in- 
spiring memorial  to  the  work  in  the  field  of 
tuberculosis  by  its  founder.  A very  de- 
lightful tea  was  served  at  the  nurses 
home  by  Mrs.  Kniffen  and  Mrs.  Hubbel, 
members  of  the  hospital  board. 

At  the  meeting,  over  which  Mrs.  Luther 
Kice  presided,  the  auxiliary  voted  to  be- 
come a member  of  the  Nassau  County 
Public  Health  Nursing  Council.  Two 
members  will  represent  the  above  men- 
tioned body  at  all  of  its  meetings. 

Reports  were  tendered  by  those  dele- 
gates attending  the  State  Medical  Con- 
vention held  at  Syracuse.  Mrs.  Spencer 
Caldwell,  chairman  of  the  hobby  show, 
gave  an  interesting  report  to  the  effect 
that  Mrs.  Henry  Hirsch,  of  Rockville 
Centre,  sent  the  most  outstanding  hobby 


exhibit  to  the  convention.  Other  reports 
were  read  by  Mrs.  Burke,  Mrs.  J.  Con- 
nolly, and  Mrs.  Carl  Welge. 

The  auxiliary  members  were  delighted 
to  have  Mrs.  Luther  Kice  made  President- 
elect of  the  New  York  State  Woman’s 
Auxiliary  for  1940.  Other  officers  gain- 
ing chairs  were  Mrs.  Louis  Lally  as  con- 
vention chairman,  and  Mrs.  L.  A.  Van 
Kleeck  as  chairman  of  the  finance  com- 
mittee. The  1940  convention  will  be 
held  in  New  York  City  at  the  Waldorf 
Astoria  Hotel. 

The  annual  luncheon  of  the  Nassau 
County  Auxiliary  will  be  held  at  the 
North  Hempstead  Country  Club  on  June 
21.  Golf  and  bridge  will  furnish  after- 
luncheon recreation. 

Orange  County 

On  April  4 the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Orange  County 
held  its  first  meeting  of  the  year  at  the 
home  of  the  president,  Mrs.  H.  F.  Pohl- 
mann,  in  Middletown.  Following  the 
business  meeting  during  which  four  new 
members  were  greeted,  there  was  a round- 
table discussion  on  the  health  insurance 
problem  of  today.  This  was  very  ably 
arranged  and  led  by  Mrs.  W.  H.  Snyder 
of  Newburgh. 

Delegates  named  for  the  state  conven- 
tion in  Syracuse  were:  Mrs.  Pohlmann, 
Mrs.  Noll,  and  Mrs.  Murray. 

The  auxiliary  again  accepted  the  kind 
invitation  of  Mrs.  Pobe,  of  Port  Jervis,  to 
hold  its  June  meeting  at  her  summer  home 
at  Twin  Lakes,  Pennsylvania.  Those 
who  attended  last  year  will  remember  her 
charming  hospitality. 

At  an  executive  meeting  of  the  auxiliary 
held  April  18,  at  the  home  of  Mrs.  Snyder 
in  Newburgh,  plans  were  completed  for  a 
Health  Institute  sponsored  by  the  Wom- 
an’s Auxiliary  and  arranged  by  the  Medi- 
cal Society  of  Orange  County.  The  in- 
stitute was  held  in  the  amusement  hall  of 
the  State  Hospital  in  Middletown  on 
May  9.  The  program  was  especially  in- 
teresting and  was  attended  by  about 
250  guests.  The  program  included  greet- 
ings from  Dr.  R.  C.  Woodman,  Super- 
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intendent  of  the  Middletown  State  Hos- 
pital and  from  Dr.  H.  F.  Morrison,  of 
Tuxedo,  President  of  Orange  County 
Medical  Society.  Speakers  introduced 
by  Dr.  Theodore  Neumann,  of  Central 
Valley,  were  Dr.  E.C.Waterbury,  of  New- 
burgh, who  gave  an  address  on  “Trends  in 
Health  Insurance”;  Dr.  Harry  L.  Chant, 
our  District  Health  Officer  who  spoke 
on  “Marriage  Laws  and  Social  Hy- 
giene”; Dr.  J.  E.  Noll  who  spoke  on 
“Pain  as  an  Evidence  of  Disease.”  These 
talks  were  followed  by  the  motion  picture 
“The  Birth  of  a Baby.” 

State  News 

Mrs.  G.  A.  Green,  122  S.  Second  Ave., 
Mechanicville,  New  York,  as  state  program 
chairman,  requests  each  county  president 


to  discuss  with  her  program  chairman 
plans  for  some  social  event  to  be  held,  if 
possible,  during  this  summer  recess  from 
meetings.  A contribution  from  the  pro- 
ceeds is  to  be  sent  to  our  state  treasurer, 
Mrs.  Carlton  Potter,  425  Waverly  Ave., 
Syracuse,  who  will  forward  it  to  the 
Physicians’  Home.  This  project  was 
adopted  at  the  state  convention  recently 
held  at  Syracuse,  under  the  sponsorship 
of  program  chairmen  throughout  all  the 
counties,  so  that  each  will  share  the 
contributions  for  this  worthy  cause. 
Program  chairmen  are  to  send  to  Mrs. 
Green,  by  October  1,  reports  in  duplicate 
of  activities  from  the  period  of  April  1 to 
October  1 , and  to  incorporate  the  amount 
donated,  if  possible  at  this  time,  to  the 
Home. 


The  Officers  of  the  Woman’s  Auxiliary  to  the  Medical  Society  of  the  State  of 

New  York 
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Mrs.  John  Buettner 
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Port  Jervis,  N.  Y. 
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425  Waverly  Ave. 
Syracuse,  N.  Y. 
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Mrs.  Luther  H.  Kice 
95  Brook  Street 
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Mrs.  Robert  Crockett 
Oneida,  N.  Y. 

Directors  for  Three  Years 
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Flushing,  N.  Y. 

Mrs.  Edwin  A.  Griffin 
311  Garfield  Place 
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Directors  for  One  Year 
Mrs.  John  L.  Bauer 
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Mrs.  Louis  M.  Lally 
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Mrs.  Louis  A.  Van  Kleeck 
29-30  Northern  Blvd. 
Manhasset,  N.  Y. 
Historian 
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Medical  News 


Doctors  Told  to  Keep  Up  to  Date 


Doctor  Terry  M.  Townsend,  President 
of  the  Medical  Society  of  the  State  of 
New  York,  told  3,000  doctors  attending  a 
State  Medical  Association  Day  meeting 
at  the  Goodrich  Arena  at  the  World’s 
Fair  on  May  31  that  “doctors  today  must 
go  back  to  school  again  and  keep  in  step 
with  progress.” 

He  said  that  membership  in  county, 
state,  and  nation-wide  societies  stimulate 
interest  through  the  interchange  of  ideas 
and  experiences,  and  helps  to  keep  doctors 
informed  on  technics  and  treatments. 

Dr.  Townsend  declared  that  doctors 
frequently  are  called  upon  to  face  emer- 
gencies where  immediate  and  accurate 
diagnoses  are  vital  and  that  the  best 
modern  methods  should  be  available  for 
making  these  decisions. 

Dr.  Philip  I.  Nash,  President  of  the 
Kings  County  Medical  Society,  urged 
doctors  to  join  in  seeking  readjustment  of 
medical  conditions  throughout  the  coun- 
try without  federal  intervention.  He  said 
that  he  believed  that  a system  of  volun- 
tary health  insurance  should  be  worked 


out  to  the  best  interest  of  the  public, 
which  would  enable  doctors  to  receive 
compensation  for  their  work  and  at  the 
same  time  assist  all  who  need  aid.  Dr. 
Emily  Dunning  Barringer,  President  of 
the  Women’s  Medical  Association  of  New 
York,  also  spoke. 

Dr.  Max  Einhorn,  professor  emeritus 
of  medicine  at  the  New  York  Post- 
Graduate  School  of  Medicine,  speaking 
in  the  Medicine  and  Public  Health  Build- 
ing at  a preconvention  of  the  National 
Gastroenterological  Association,  advised 
doctors  against  accepting  such  rules  estab- 
lished either  by  members  of  the  profession 
or  other  persons.  Such  rules,  he  said, 
might  prevent  the  doctor  from  using  his 
own  discretion  in  certain  individual  cases 
where  his  own  opinion  would  be  more 
valuable. 

“There  has  always  been  freedom  of 
thought  and  practice  in  medicine  and 
there  has  been  no  time  that  such  freedom 
has  been  needed  as  much  as  today  when 
such  great  scientific  studies  and  progress 
are  being  made,”  he  added. 


County  News 


Broome  County 

Dr.  M.  J.  Whitelaw  addressed  the 
Broome  County  Medical  Society  at 
Binghamton  on  May  9 on  “A  Theoretical 
and  Clinical  Consideration  of  Ovarian 
Hormones.”  Discussion  was  opened  by 
Drs.  S.  B.  Blakely  and  R.  J.  McMahon. 

Binghamton  City  Hospital  was  turned 
into  a classroom  on  April  19  when  nearly 
200  Southern  Tier  physicians  and  sur- 
geons assembled  in  the  institution  for 
their  annual  clinic-day  program. 

Highlighting  the  list  of  speakers  was 
Dr.  I.  C.  Rubin,  of  New  York  City,  who 


addressed  the  concluding  session  on 
“Diagnostic  and  Therapeutic  Value  of 
Tubal  Insufflation  in  Sterility.” 

A complimentary  dinner,  served  in 
the  institution’s  main  dining  room,  pre- 
ceded the  night  session. 

Afternoon  was  taken  up  with  a sym- 
posium on  “Disturbances  of  the  Gastro- 
intestinal Tract,”  conducted  by  the 
following:  dental,  Dr.  James  T.  Ivory; 

pediatric,  Dr.  Florence  E.  Warner;  medi- 
cal, Dr.  Carl  S.  Benson;  surgical,  Dr. 
Hyman  Sneierson;  and  obstetrical,  Dr. 
Harry  I.  Johnston. 
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Women’s  board  of  the  hospital  served 
a tea  following  the  afternoon  program 
and  Dr.  Frank  M.  Dyer,  member  of  the 
hospital  board,  discussed  the  new  $425,- 
000  addition  being  erected  on  the  grounds. 

The  morning  and  early  afternoon  pro- 
gram included  demonstrations  by  Dr. 
Victor  W.  Bergstrom,  Director  of  Kilmer 
Pathological  Laboratory;  visits  to  wards 
and  operating  rooms. 

Chautauqua  County 

Dr.  Robert  L.  Faulkner,  senior  clinical 
instructor  in  gynecology  at  Western  Re- 
serve University,  spoke  on  “Cancer  of  the 
Cervix”  at  the  meeting  of  the  Jamestown 
Medical  Society  on  April  27  at  Hotel 
Jamestown.  He  showed  motion  pictures 
and  slides  on  the  subject  and  also  a film 
showing  the  diagnosis  and  treatment  of 
Trichomonas  vaginitis  with  silver  picrate. 
Dr.  Homer  M.  Wellman  presided  and 
Dr.  Ernest  J.  Kelley,  Jr.,  introduced  the 
speaker. 

The  society  met  on  May  25  at  the  hotel 
when  Dr.  Oscar  J.  Oberkircher,  of  Buffalo, 
spoke  on  “Urinary  Infections  and  Their 
Management.”  The  final  meeting  of  the 
season  will  be  the  annual  session,  spring 
golf  tournament,  and  election  of  officers 
at  the  Moon  Brook  Country  Club  on 
June  29. 

Cortland  County 

Dr.  Emory  A.  Didama,  of  Cortland, 
who  died  on  April  14,  aged  seventy-seven, 
had  practiced  medicine  there  over  fifty 
years. 

Erie  County 

The  importance  of  the  general  prac- 
titioner in  the  battle  for  control  of  cancer 
was  stressed  by  Dr.  Louis  C.  Kress, 
Chairman  of  the  New  York  State  Com- 
mittee of  the  American  Society  for  the 
Control  of  Cancer,  as  chief  speaker  on 
the  special  program  in  observance  of 
cancer  month  before  the  Medical  Society 
of  Erie  County  in  Buffalo  on  April  17. 

Dr.  Burton  T.  Simpson,  Director  of 
the  State  Institute  for  Treatment  of 
Malignant  Diseases,  expressed  the  con- 


viction that  mortality  can  be  cut  in  half 
if  every  general  practitioner  does  his 
part  in  the  fight  for  control. 

Dr.  Karl  F.  Eschelman,  Director  of  the 
Tumor  Clinic  at  Edward  J.  Meyer 
Memorial  Hospital,  explained  the  func- 
tioning of  that  department  of  the  city 
institution.  Dr.  Edward  C.  Koenig, 
radiologist  at  Buffalo  General  Hospital, 
and  Dr.  Leon  H.  Smith,  chairman  of  the 
cancer  committee  of  the  county  society, 
likewise  participated  in  the  program. 

Air  conditioning  not  only  is  useful  in 
promoting  the  general  health  of  the 
public  but  has  been  proved  effective  in 
the  treatment  of  disease,  Dr.  Albert  G. 
Young,  Medical  Director  of  the  Corey 
Hill  Hospital,  Brookline,  Mass.,  de- 
clared on  April  26,  at  a meeting  of  the 
Air-Conditioning  Council  of  Western 
New  York  at  which  hospital  officials  were 
present. 

Describing  the  results  of  a study  into 
the  physiologic  effect  of  air  conditioning 
made  at  Corey  Hill  Hospital,  one  of  two 
hospitals  in  the  country  having  complete 
air  conditioning  in  all  departments,  Dr. 
Young  told  his  listeners  that  air  condi- 
tioning has  effected  a startling  reduction 
in  postoperative  pneumonia  cases. 

Out  of  2,110  surgical  operations  per- 
formed in  the  hospital  in  the  last  two  and 
one-half  years,  postoperative  pulmonary 
complications  developed  in  only  one- 
quarter  of  1 per  cent  of  the  cases,  as  com- 
pared with  an  average  of  6 or  7 per  cent 
in  nonair-conditioned  hospitals,  Dr. 
Young  said. 

Corey  Hill  Hospital  also  boasts  an 
average  of  only  l7/g  per  cent  postopera- 
tive mortality,  as  contrasted  with  the  41/2 
per  cent  average  reported  by  other  hos- 
pitals, he  declared. 

The  confinement  time  of  patients  un- 
der treatment  for  rheumatism  has  been 
cut  to  about  40  per  cent  as  a result  of 
air  conditioning,  Dr.  Young  added.  Air 
conditioning  also  has  brought  welcome 
relief  to  hay  fever  sufferers  being  treated 
at  the  hospital,  and  has  produced  definite 
benefits  in  the  treatment  of  heart  disease. 
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Fulton  County 

Dr.  Descum  C.  McKenney,  of  Buffalo, 
spoke  on  “Diseases  of  the  Excretory  Or- 
gans” at  a meeting  of  the  Medical  Society 
of  Fulton  County,  in  the  Hotel  Johns- 
town on  April  20. 

The  session  was  held  in  the  coffee  shop 
with  thirty-five  members  present.  Re- 
freshments were  served  at  the  close  of  the 
program. 

Jefferson  County 

The  Medical  Society  of  Jefferson 
County  made  preliminary  plans  for  the 
establishment  of  a nonprofit  medical 
insurance  plan  during  the  monthly  din- 
ner meeting  at  the  Black  River  Valley 
Club,  on  April  13. 

Dr.  W.  Webber  Young,  chairman  of 
the  society’s  economic  committee,  sub- 
mitted his  committee’s  report  on  the  in- 
surance plan  for  medical  expense  indem- 
nity and  it  was  discussed  by  the  society. 

The  society  accepted  and  approved  the 
principles  of  the  plan  which  offers  medical 
insurance  to  persons  of  low  incomes  at 
nominal  premiums.  The  plan  offers  medi- 
cal services  only. 

Seven  physicians  were  elected  to  form 
a nucleus  for  establishing  the  medical 
insurance  organization.  They  are:  Dr. 

W.  Webber  Young,  Dr.  George  B.  Van 
Doren,  Dr.  Harlow  G.  Farmer,  and  Dr. 
Charles  A.  Prudhon,  all  of  Watertown; 
Dr.  Frederick  G.  Metzger,  Carthage; 
Dr.  Harold  L.  Gokey,  Alexandria  Bay, 
and  Dr.  Harlow  E.  Ralph,  Belleville. 

A course  of  lectures  on  heart  disease, 
sponsored  by  the  Council  on  Public 
Health  and  Education  of  the  Medical 
Society  of  the  State  of  New  York,  and 
arranged  by  the  New  York  Heart  As- 
sociation for  the  members  of  the  St. 
Lawrence  and  Jefferson  County  medical 
societies,  were  given  in  Ogdensburg  and 
in  Watertown,  May  4,  11,  and  18. 

On  May  4 the  subject  was  “The  De- 
generative Forms  of  Heart  Disease  (Hy- 
pertension and  Arteriosclerosis).”  The 
speaker  was  Dr.  Lewis  A.  Conner  of 
New  York  City. 


On  May  11  the  subject  was  “Rheu- 
matic and  Syphilitic  Heart  Disease.” 
The  speaker  was  Dr.  Cary  Eggleston  of 
New  York  City. 

On  May  18  the  subject  was  “Acute 
Cardiovascular  Emergencies . ’ ’ The 

speaker  was  Dr.  John  E.  Deitrick,  of  New 
York  City. 

Arrangements  will  be  made  to  present 
two  other  lectures  in  the  fall.  They  will 
be  “The  Use  of  X-ray  and  Fluoroscopy 
in  the  Management  of  Heart  Disease,” 
by  Dr.  Harold  E.  B.  Pardee,  of  New  York 
City,  and  “Therapy  in  Heart  Disease” 
by  Dr.  Harry  Gold,  of  New  York  City. 

Kings  County 

A testimonial  dinner  was  tendered  on 
May  6 at  the  St.  George  Hotel  to  Dr. 
Philip  I.  Nash,  President  of  the  Medical 
Society  of  the  County  of  Kings,  by  the 
medical  profession  of  Brooklyn. 

Some  of  the  high  lights  which  stand 
out  in  the  detailed  report  of  the  direct- 
ing librarian  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Academy 
of  Medicine  of  Brooklyn  for  1938  are : 

Greater  use  made  of  library  than  in 
previous  year. 

Maintenance  of  and  slight  increase  in 
financial  support  for  literature  purposes 
by  individuals,  groups,  and  organizations. 

A larger  number  of  new  publications 
added  than  in  1937. 

More  volumes  added  by  purchase  from 
various  funds  than  in  preceding  twelve 
months. 

Some  additions  to  our  collection  of  rare 
and  interesting  older  works. 

A considerable  number  of  complete 
sets  of  important  journals  acquired  or 
completed  during  the  year. 

Greater  amount  of  binding  done. 

Increase  in  cataloguing  work. 

Addition  of  page  boy  to  our  personnel. 

Urgent  Needs: 

Enlarged  accommodations. 

Bequests  and  endowment. 

Monroe  County 

At  the  regular  meeting  of  the  Medical 
Society  of  the  County  of  Monroe,  on  Tues- 
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day  evening,  May  9,  in  the  auditorium 
of  the  Rochester  Academy  of  Medicine, 
Dr.  Frederick  W.  Williams,  Associate 
Physician,  and  Chief  of  Diabetic  Clinic, 
Morrisania  City  Hospital,  New  York 
City,  spoke  on  “Modern  Concepts  of 
Diabetic  Lower  Extremities  Lesions/ ’ 

New  York  County 

Dr.  Tracy  J.  Putnam,  Professor  of 
Neurology  at  Harvard  University  and 
Neurologist-in- Chief  of  the  Boston  City 
Hospital,  has  been  appointed  Professor 
of  Neurology  and  Neurosurgery  at  the 
Columbia  University  School  of  Medi- 
cine. He  also  will  become  the  Director 
of  Services  of  Neurology  and  Neuro- 
surgery at  the  Columbia-Presbyterian 
Medical  Center. 

Dean  Rappleye  also  announced  the 
appointment  of  Dr.  Vernon  W.  Lippard, 
Director  of  the  Commission  for  Study 
of  Crippled  Children  of  New  York  City, 
as  Assistant  Dean  of  the  School  of  Medi- 
cine, and  resignation  of  Assistant  Deans 
Charles  A.  Flood  and  Lawrence  W.  Sloan. 

Dr.  Alexander  Lambert,  of  New  York 
City,  who  was  director  of  the  American 
Red  Cross  medical  work  in  France  in 
1917  and  a leader  in  research  to  aid  drug 
addicts,  died  on  May  9 in  the  Doctors 
Hospital,  of  which  he  was  a founder,  in 
his  seventy-eighth  year.  He  had  been 
ill  for  a long  time. 

Dr.  Lambert  was  elected  President  of 
the  American  Medical  Association  in 
1919.  He  had  served  as  President  of  the 
Medical  Society  of  the  State  of  New  York. 

For  many  years,  Dr.  Lambert  devoted  a 
major  part  of  his  time  to  the  study  and 
treatment  of  alcoholic  and  narcotic  ad- 
diction. It  was  largely  because  of  his 
initiative  that  the  Doctors  Hospital  was 
founded.  He  was  president  of  its  medi- 
cal board  until  his  death. 

Dr.  Joseph  A.  Dillon,  of  New  York 
City,  national  President  of  the  Federa- 
tion of  Catholic  Physicians’  Guilds  and 
editor  of  its  official  publication,  The 
Linacre  Quarterly,  died  on  May  3 at  his 
home,  1065  Lexington  Avenue,  after  an 
illness  of  six  weeks. 


Dr.  Harrie  A.  James,  of  New  York 
City,  seventy-eight,  obstetrician  who 
brought  between  12,000  and  13,000 
babies  into  the  world  during  his  forty- 
five-year  practice,  died  on  May  2 at  his 
home,  13  West  120th  Street.  He  had 
been  ill  four  years. 

Dr.  Lawrence  J.  Osborne,  seventy- 
three,  a physician  on  the  upper  west 
side,  New  York  City,  for  more  than  forty 
years,  died  at  his  home,  308  W.  78th  St. 
on  April  28. 

Dr.  Osborne  was  stricken  as  he  was 
leaving  his  home,  medical  bag  in  hand,  to 
answer  a call.  He  suffered  a stroke. 

Oneida  County 

Seventy-five  doctors  and  dentists  were 
present  on  April  20  at  the  Hotel  Utica,  in 
Utica,  to  hear  Dr.  Joseph  Eidelsberg,  chief 
physician  of  the  endocrine  clinic,  Post- 
Graduate  Hospital,  New  York. 

“The  continued  progress  of  clinical 
endocrinology,”  the  speaker  said,  “prom- 
ises a widening  application  of  the  use  of 
male  sex  hormone  therapy.” 

The  visiting  doctor  discussed  the  use 
of  a new  synthetic  chemical  which  he 
said  has  been  giving  miraculous  results  in 
hormone  unbalance. 

The  session  was  the  joint  annual  meet- 
ing of  the  Utica  Academy  of  Medicine 
and  the  Utica  Dental  Society. 

Ontario  County 

The  Ontario  County  Medical  Society, 
at  its  April  meeting  in  the  Clifton  Springs 
Sanitarium,  adopted  a resolution  in  sup- 
port of  group  hospital  service  insurance. 
Sixty-four  members  were  present,  almost 
the  entire  membership.  The  resolution 
was  supported  by  a unanimous  vote. 

Dr.  Alfred  W.  Armstrong,  of  Can- 
andaigua, presided.  After  dinner  at  the 
sanitarium,  addresses  were  given  by  Dr. 
Paul  V.  Newland  and  Dr.  Adrian  S. 
Taylor,  illustrated  by  slides  and  patients. 

Queens  County 

Dr.  James  R.  Reuling,  Jr.,  Bayside, 
has  been  elected  President  of  the  Queens- 
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boro  Tuberculosis  and  Health  Associa- 
tion, Inc.,  to  succeed  the  late  Dr.  Carl 
Boettiger. 

The  campaign  of  the  association  for 
x-ray  tests  in  the  fight  against  tubercu- 
losis has  resulted  during  the  last  year  in 
more  than  10,000  examinations  being 
made  in  Queens.  About  4 per  cent  of 
those  examined  showed  need  for  medical 
advice. 

Prominent  Queens  physicians  were 
guests  at  a steak  and  beer  party  of  the 
Kew-Forest  Medical  Association  in  the 
Kew  Bolmers  Apartments,  Kew  Gar- 
dens on  April  26.  The  association  was 
organized  recently. 

A paper  on  “Abnormal  Bleedings  in 
Females”  was  read  by  Dr.  Thurston 
Welton,  Obstetrician  and  Gynecologist, 
Long  Island  College  Hospital,  and  Con- 
sultant Gynecologist  at  Southside  and 
Brunswick  hospitals  on  May  5 before 
the  Medical  Society  of  the  County  of 
Queens. 

St.  Lawrence  County 

About  thirty  physicians  were  present 
at  the  joint  dinner  meeting  of  Potsdam 
and  Ogdensburg  medical  societies  on 
April  20  at  the  Crescent  Hotel  in  Ogdens- 
burg. 

Dr.  Robert  J.  Reynolds,  of  Potsdam, 
in  an  interesting  paper  traced  the  his- 
tory of  sulfanilamide  and  sulfapyridine 
drugs  and  their  use  in  treatment  of 
Type  III  pneumonia,  the  most  severe 
form,  which  is  usually  80  per  cent  fatal. 
With  the  use  of  these  drugs,  fatality  has 
been  reduced  to  20  per  cent,  Dr.  Rey- 
nolds stated. 

Dr.  Frederick  E.  Clark,  Dr.  Louis  J. 
Benton,  and  Dr.  Lauchlin  J.  Baker  were 
appointed  a committee  to  make  arrange- 
ments for  a meeting  at  the  Ogdensburg 
Country  Club  in  August,  when  members 
of  the  St.  Lawrence  County  Medical 
Society  and  their  wives  will  be  guests  of 
the  Ogdensburg  Medical  Society. 

Suffolk  County 

Dr.  Frank  Everett  Benjamin,  seventy- 
one,  of  Riverhead,  former  President  of 


the  Suffolk  County  Medical  Society, 
died  on  April  30  at  his  home  following  a 
heart  attack  suffered  several  weeks  pre- 
viously. 

Dr.  Benjamin  was  a director  and  one 
of  the  organizers  of  the  Long  Island  State 
Bank  and  Trust  Company  and  a member 
of  the  staffs  of  the  Southampton  Hospital 
and  the  Mather  Memorial  Hospital  at 
Port  Jefferson. 

Sullivan  County 

Dr.  Rosetta  Sherwood  Hall,  of  Liberty, 
celebrated  in  April  her  “first  half- 
hundred  years”  of  practicing  medicine. 
Local  papers  said  she  was  busy  planning 
a golden  reunion  of  the  dozen  surviving 
women  who  graduated  with  her  from 
the  Women’s  Medical  College  of  Penn- 
sylvania. Dr.  Hall  was  the  youngest 
of  the  class  of  1889;  it  numbered  forty- 
one. 

She  worked  in  the  East  for  forty-five 
years,  under  Methodist  auspices,  estab- 
lishing four  women’s  hospitals  and  edu- 
cational work  for  the  blind  and  deaf. 
Upon  completion  of  her  first  twenty-five 
years  of  medical  practice,  she  was  awarded 
a certificate  of  merit  and  a silver  cup  by 
the  government  of  Korea. 

One  of  the  institutions  that  she 
founded  was  the  Women’s  Medical  Col- 
lege of  Korea. 

Tompkins  County 

“One  retired  member  and  one  active 
member  of  the  Tompkins  County  Medi- 
cal Society  have  recently  died,  and  I am 
enclosing  the  notice  for  the  Journal. 

“April  12,  1939— Dr.  Wilber  G.  Fish, 
of  Ithaca,  N.  Y.,  a graduate  of  Cleve- 
land Medical  College  in  1893.  Dr.  Fish 
was  a past  president  of  Tompkins  County 
Medical  Society.  He  died  at  the  age  of 
eighty  from  prostatitis  and  nephritis. 

“April  26,  1939 — Harvey  L.  Van  Pelt, 
of  Ithaca,  N.  Y.,  a graduate  of  Cornell 
University  Medical  College  in  1902. 
He  was  a member  of  the  New  York  State 
Medical  Society  and  of  the  A.M.A.  He 
died  at  the  age  of  sixty-one  from  a frac- 
tured skull  and  punctured  lung  due  to 
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being  hit  by  an  automobile.” — Reported 
by  William  Wilson , M.D.,  Secretary 

Tompkins  County  Medical  Society 

Ulster  County 

An  outbreak  of  septic  sore  throat  has 
occurred  in  Malden,  Cementon,  and 
Saugerties,  according  to  Dr.  Edward  S. 
Godfrey,  Jr.,  State  Commissioner  of 
Health.  A report  states  that  all  the 
approximately  500  cases  occurred  among 
consumers  of  raw  milk  supplied  by  one 
dealer.  Most  of  the  milk  consumed  in 
Malden  and  Cementon  is  supplied  by 
this  dealer,  but  only  a small  fraction  of 
the  Saugerties  supply  is  thus  furnished. 
Three  of  the  victims  died. 

The  dealer  supplied  both  pasteurized 
and  raw  milk,  and  all  the  cases  are  appar- 
ently confined  to  persons  consuming  the 
raw  milk  he  furnished.  As  soon  as  the 
outbreak  was  discovered  he  ceased  dis- 
tribution of  all  milk,  pending  investiga- 
tion. 

Within  two  hours  after  it  was  deter- 
mined that  raw  milk  was  the  source  of 
the  outbreak,  health  authorities  dis- 
covered the  cow  that  was  spreading  the 
disease  and  ordered  the  animal  killed. 

Westchester  County 

The  big  fun  day  for  all  the  sportsmen, 
funsters,  gourmets,  and  general  unlaxers 
this  year  was  June  7,  when  the  West- 
chester County  Medical  Society  held 
forth  afternoon  and  evening  at  the  Briar 
Hills  Golf  Club  in  Briarcliff  Manor, 
says  the  County  Bulletin. 

There  was  a golf  tournament  with 
“Bill”  Van  Wie,  of  Mount  Vernon,  work- 
ing to  get  his  second  leg  on  the  tre- 
mendous Mead  Johnson  trophy  cup. 
And  there  were  plenty  of  other  prizes 
to  play  for. 

Tennis  was  played  across  the  road  at 
the  Briarcliff  Lodge.  There  was  also 
soft  ball,  with  beer  at  first  base,  and  a 
horseshoe  competition — all  waged  on  the 
premises. 

The  committee  this  year  specialized  on 
the  dinner,  which  was  man-size  and  juicy, 
and  the  after-dinner  entertainment  was 


more  scintillating  and  colossal  than 
could  be  conceived. 

The  April  meeting  of  the  Westchester 
County  Medical  Society  was  marked 
by  the  largest  attendance  recorded  for 
any  meeting  of  the  society  in  its  entire 
history — nearly  250  members  being  pres- 
ent. This  distinction,  remarks  the  Bulle- 
tin, was  a well-merited  tribute  to  the 
guest  speaker  of  the  evening,  Dr.  Perrin 
H.  Long,  of  Johns  Hopkins,  whose  talk 
on  “The  Clinical  Use  of  Sulfanilamide, 
Sulfapyridine  and  Allied  Compounds” 
was  generally  considered  a masterpiece 
on  this  highly  pertinent  topic. 

Dr.  Long’s  paper  was  discussed  for- 
mally by  Dr.  Harris  W.  Campbell,  of  White 
Plains,  from  the  standpoint  of  internal 
medicine;  Dr.  Andrew  A.  Eggston,  of 
Mount  Vernon,  from  the  standpoint  of 
pathology;  and  Dr.  F.  Duncan  Barnes, 
of  New  Rochelle,  from  the  standpoint  of 
pediatrics. 

A regular  meeting  of  the  New  Rochelle 
Medical  Society  was  held  on  May  8,  at  the 
New  Rochelle  Hospital.  Dr.  Harold  C. 
Ingraham  discussed  “Gynecologic  Prob- 
lems Met  in  General  Practice.” 

The  American  Bronchoscopic  Society 
held  its  twenty-second  annual  meeting 
at  the  Westchester  Country  Club  in 
Rye,  on  May  26.  At  the  morning  ses- 
sion, an  address  was  given  by  the  presi- 
dent, Dr.  John  D.  Kernan,  of  New  York 
City,  followed  by  a scientific  presenta- 
tion. The  first  paper  was  a case  report 
on  the  “Treatment  of  a Child  Follow- 
ing Ingestion  of  ‘Drano,’  ” by  Dr.  David 
H.  Jones,  of  Mount  Vernon  and  New 
York. 

A number  of  case  reports  and  impor- 
tant papers  followed. 

A regular  meeting  of  the  New  Rochelle 
Medical  Society  was  held  on  April  10, 
at  the  New  Rochelle  Hospital.  Dr.  Fen- 
wick Beekman,  attending  surgeon  at 
Bellevue  and  Ruptured  and  Crippled 
hospitals,  presented  a paper  on  “Re- 
construction Plastic  Surgery”  which  was 
followed  by  a general  discussion. 


Hospital  News 


Economy  at  the  Expense  of  the  Mentally  111 


“ityfiSGuiDED  efforts  at  economy,”  was 

1V1  the  label  applied  by  Dr.  John  R. 
Ross,  Superintendent  of  the  Harlem  Val- 
ley State  Hospital  at  Wingdale,  to  state 
budget  slashes  aimed  at  the  State  Depart- 
ment of  Mental  Hygiene. 

A general  lowering  of  standards  and  a 
gradual  reversion  to  the  old  custodial 
type  of  care  were  in  store  if  the  cuts  were 
adopted,  he  warned. 

Citing  that  his  own  hospital’s  budget 
had  been  cut  by  more  than  a quarter 
million  dollars,  Dr.  Ross  said  this  would 
force  dismissal  of  81  employees. 

Dr.  Ross  said  in  his  prepared  state- 
ment: 

“If  the  proposed  legislative  budget 
takes  effect,  the  Department  of  Mental 
Hygiene  is  going  to  find  itself  in  a very 
serious  situation.  Regardless  of  how  the 
money  is  allocated,  it  does  not  seem 
possible  to  absorb  such  a large  cut  with- 
out gravely  affecting  the  essential  serv- 
ices rendered  by  the  various  institutions. 

“There  will  be  a general  lowering  of 
the  high  standards  of  care  of  which  New 
York  State  has  been  so  proud,  and  a 
gradual  reversion  to  the  old  ‘custodial’ 
type  of  care  of  the  patient.  The  re- 
covery and  improvement  rates  of  mental 
diseases  will  lessen  and  will  result  in  a 
prolonged  period  of  stay  of  patients  in 
institutions  which,  in  turn,  will  increase 
the  costs  for  the  taxpayers.  Accidents 
will  undoubtedly  increase  as  they  occur 
in  direct  proportion  to  the  number  of 
nurses  and  attendants  employed  to  super- 
vise patients. 

Patients  to  Suffer 

“Most  regrettable  of  all,  however,  is 
the  lot  of  the  poor,  unfortunate  patients. 
It  will  be  a sorry  one  indeed.  Life  has 
not  been  too  kindly  to  them  at  best  and  it 
would  be  unjust  to  heap  more  misery 
upon  them  by  denying  them,  modern 
treatment  and  what  little  pleasures  °they 
have  had.’* 


This  and  many  other  similar  protests 
had  their  effect  and  a large  part  of  the 
proposed  cut  in  appropriations  for  the 
Department  of  Mental  Hygiene  were 
abandoned.  Dr.  William  J.  Tiffany,  the 
commissioner  of  the  department,  tells  us 
in  a letter  how  this  happy  result  was 
brought  about.  He  writes : 

“The  original  legislative  budget  re- 
duced the  amounts  recommended  by  the 
Governor  by  $1,564,140.  Of  that  sum 
$1,525,960  was  taken  from  the  operating 
appropriations  of  the  institutions.  That 
is  to  say,  from  the  funds  required  for  the 
payment  of  salaries  and  wages  and  for  the 
general  maintenance  items  of  food,  fuel, 
clothing,  medical  supplies,  repairs,  etc. 
The  balance  was  taken  from  appropria- 
tions for  the  central  department  offices. 

“The  legislative  position  seemed  to  be 
that  with  lump-sum  appropriations  freer 
use  of  the  funds  would  be  possible  and 
consequently  a smaller  total  would  be 
required  in  each  case.  What  had  not 
been  considered  was  that  every  possible 
economy  had  been  anticipated  in  the  first 
instance  in  the  preparation  of  the  execu- 
tive budget  which  in  itself  was  $335,293 
less  than  appropriations  for  the  present 
year  for  similar  items,  in  spite  of  esti- 
mated increase  in  patient  population  of 
2,500. 

“As  soon  as  possible  a survey  of  the 
situation  was  made  and  protests  were 
filed  with  the  chairmen  of  the  fiscal  com- 
mittees of  the  legislature.  Basing  our 
appeal  on  the  fact  that  expenditures  for 
food  and  fuel,  which  constitute  75%  of 
our  maintenance  expenditures,  were  items 
over  which  we  had  very  little  control, 
we  predicted  that  the  reduction  would 
eventually  lead  to  the  elimination  of  some 
1,600  positions  in  ward  and  dining  room 
services.  Such  an  eventuality,  of  course, 
was,  .something  we  could  not  but  view 
wifi  ’cbfisiderable  misgiving  as  the  pres- 
ent p'efsou’ner  6it\iation  leaves  something 
to  be  desired/.  •!;  . 


1258 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


“Accordingly,  we  followed  up  our  first 
protest  with  a supplemental  request  for 
the  appropriation  of  that  portion  of  the 
reduction  which  in  our  opinion  repre- 
sented the  reductions  on  personal  service, 
food,  and  fuel,  a total  of  $1,244,703.  In 
this  we  analyzed  the  personnel  situation 
in  some  detail  and  pointed  out  the  abso- 
lute necessity  for  sufficient  appropria- 
tions for  food  and  fuel,  expressing  our 
desire  to  cooperate  in  every  way  possible 
in  effecting  economies  without  unduly 
sacrificing  the  standard  of  care. 

“I  am  most  happy  to  say  that  the 


legislature  gave  substantial  recognition 
to  our  request  and  appropriated  a supple- 
mental amount  of  $1,140,000.  This,  of 
course,  does  not  solve  all  of  our  prob- 
lems. Personal  service  will  still  be  short 
and  economies  must  be  effected  generally 
throughout  the  service,  particularly  in 
the  department’s  office  and  field  forces. 
I feel,  however,  that  we  have  avoided  a 
crisis  which  might  have  had  a lasting 
effect  on  the  standards  of  care  of  the  in- 
sane and  mental  defectives  in  New  York 
State.” 


Newsy  Notes 


An  address  on  “Newer  Concepts  of 
Pneumonia”  by  Dr.  Kenneth  Goodner 
of  the  Rockefeller  Institute  and  installa- 
tion of  new  hydrotherapy  and  physio- 
therapy equipment  featured  the  rededi- 
cation on  April  20  of  the  Buffalo  City 
Hospital  as  Meyer  Memorial  Hospital. 

Dr.  Goodner,  an  authority  on  pneu- 
monia, spoke  in  the  auditorium  before  the 
Erie  County  Medical  Society,  Meyer 
Memorial  staff  physicians,  and  other 
medical  men.  Dr.  Nelson  G.  Russell 
presided. 

The  former  City  Hospital  was  renamed 
last  winter,  by  action  of  its  board  of 
managers  approved  by  the  City  Council, 
to  honor  the  late  Dr.  Edward  J.  Meyer, 
for  twenty-four  years  president  of  the 
board  and  a prominent  Buffalo  physician. 


More  than  150  state  hospital  physi- 
cians and  psychiatrists  gathered  at  Utica 
State  Hospital  on  April  28  for  a two-day 
conference.  Results  of  research  on  the 
relationship  between  overindulgence  in 
alcohol  and  insanity  were  given  in  several 
papers.  Findings  were  obtained  in  a 
study  of  100  cases. 


and  the  Westchester  County  Hospital 
Association  held  at  the  Nelson  House  in 
Poughkeepsie  on  April  20. 

Dr.  Frederick  Alexander,  anesthetist 
at  Albany  Hospital  and  Associate  Pro- 
fessor of  Anesthesia  at  Albany  Medical 
School,  discussed  the  developments  in 
his  field. 

Dr.  C.  W.  Munger,  Medical  Director  of 
St.  Luke’s  Hospital,  New  York  City, 
talked  on  “What  Does  the  Future  Hold 
for  Hospitals?” 

The  sixty-ninth  annual  report  of  the 
Lenox  Hill  Hospital,  76th  Street  and 
Park  Avenue,  New  York  City,  discloses 
that  the  institution  closed  its  year  with 
an  operating  deficit  of  nearly  $96,000. 
The  deficit  for  1938,  the  report  showed, 
was  nearly  $70,000  more  than  for  1937. 

Congressman  Wallace  E.  Pierce  has 
notified  President  Clarence  W.  Skelly,  of 
the  Ogdensburg  Chamber  of  Commerce, 
indications  are  that  the  Veterans’ Adminis- 
tration have  no  present  plans  for  build- 
ing a federal  hospital  in  Northern  New 
York. 


Approximately  seventy-five  attended 
the  annual  joint  meeting  of  the,  Hospital 
Association  of  Northeastern.  New  York 


The  Jamestown  Hospital  has  decided 
to  adopt  energetic  methods  to  collect 
$168,000  in.  long  overdue  accounts. 


In 

Depressive 

States 


In  depressive  states,  the  suitability  of  ‘Benzedrine 
Sulfate’  (amphetamine  sulfate,  S.K.F.),  as  well 
as  its  correct  dosage,  must  be  determined  for  the 
individual  patient. 


Tentative  classifications,  however,  suggest  that  ‘Benzedrine  Sulfate’ 
is  most  likely  to  be  of  use  in  conditions  characterized  by  diminution 
of  capacity  for  activity,  and  that  it  is  apt  to  be  contraindicated  in 
anxiety  states  accompanied  by  agitation.  In  depressive  psychopathic 
states  the  patient  should  be  institutionalized  during  the  adminis- 
tration of  ‘Benzedrine  Sulfate’. 


Initial  dosage  should  be  small,  ranging  from  a minimum  of  2.5  mg. 
04  tablet)  to  5 mg.  04  tablet).  These  should  be  regarded  as  test  doses, 
and  if  no  effect  is  obtained  from  the  smallest  amount  given,  the  dosage 
may  be  progressively  increased  until  a definite  effect  manifests  itself. 
Usually  it  is  unnecessary  to  give  more  than  10  mg.  at  a single  dose. 
Careful  medical  supervision  during  this  test  period  is  particularly 
desirable. 

When  the  correct  dosage  has  been  determined,  it  may  be  given  two 
or  three  times  a day,  bearing  in  mind  that  administration  in  the  late 
afternoon  or  evening  may  interfere  with  sleep.  When  divided  doses 
are  required,  the  specially  grooved  tablet  may  be  broken  and  one-half 
or  one-quarter  tablet  given. 

The  effects  of  ‘Benzedrine  Sulfate’,  whether  desirable  or  undesirable, 
are  usually  apparent  with  the  first  few  doses.  If  there  are  undesirable 
effects  ‘Benzedrine  Sulfate’  obviously  should  be  discontinued. 


Benzedrine  Sulfate  Tablets 

Each  ‘Benzedrine  Sulfate  Tablet’  contains  amphetamine  sulfate, 

10  mg.  (approximately  gr.) 

The  Council  on  Pharmacy  and  Chemistry  of  the  A.  M.  A.  has 
adopted  amphetamine  as  the  descriptive  name  forct-methylphen- 
ethylamine,  the  substance  formerly  known  as  benzyl  methyl 
carbinamine.  ‘Benzedrine’  is  S.K.F.’s  trademark  for  their  brand 
of  amphetamine. 

SMITH,  KUNE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 

Established  1841 


they  could  talk, 
Council  Seals 
would  say: 


“When  you  see  one  of  us  on  a package  of  medicine 
or  food,  it  means  first  of  all  that  the  manufacturer 
thought  enough  of  the  product  to  be  willing  to  have 
it  and  his  claims  carefully  examined  by  a board  of 

to  tell  you 

that  this  product  was  examined,  that  the  manufacturer 
was  willing  to  listen  to  criticisms  and  suggestions  the 
Council  made,  that  he  signified  his  willingness  to  re- 
strict his  advertising  claims  to  proved  ones,  and  that 
he  will  keep  the  Council  informed  of  any  intended 
changes  in  product  or  claims  . . . There  may  be  other 
similar  products  as  good  as  this  one,  but  when  you 
see  us  on  a package,  you  know.  Why  guess,  or  why 
take  someone’s  self-interested  word?  If  the  product 
is  everything  the  manufacturer  claims,  why  should  he 
hesitate  to  submit  it  to  the  Council,  for  acceptance?” 


critical,  unbiased  experts  . . . We’re  glad 


THE  FOLLOWING  MEAD  PRODUCTS  ARE  COUNCIL-ACCEPTED : Oleum  Perco- 
morphum  (liquid  and  capsules);  Mead’s  Cod  Liver  Oil  Fortified  With  Percomorph  Liver  Oil; 
Mead’s  Compound  Syrup  Oleum  Percomorphum;  Mead’s  Viosterol  in  Halibut  Liver  Oil 
(liquid  and  capsules);  Mead’s  Cod  Liver  Oil  With  Viosterol;  Mead’s  Viosterol  in  Oil;  Mead’s 
Standardized  Cod  Liver  Oil;  Mead’s  Halibut  Liver  Oil;  Dextri-Maltose  Nos.  1,  2,  and  3; 
Dextri-Maltose  With  Vitamin  B;  Pablum;  Mead’s  Cereal;  Mead’s  Mineral  Oil  With  Malt 
Syrup;  Mead’s  Brewers  Yeast  (powder  and  tablets);  Mead’s  Thiamin  Chloride  Tablets;  Mead’s 
Cevitamic  Acid  Tablets;  Mead’s  Powdered  Protein  Milk;  Mead’s  Powdered  Whole  Milk; 
Mead’s  Powdered  Lactic  Acid  Milk  Nos.  1 and  2;  Alacta;  Casec;  Sobee;  Cemac;  Olac. 

THE  FOLLOWING  NEW  PRODUCT  IS  BEFORE  THE  COUNCIL  ON  PHARMACY 
FOR  ACCEPTANCE:  Mead’s  Nicotinic  Acid  Tablets. 


Copyright  1936,  Mead  Johnson  & Company,  Evansville,  Indiana,  U.S.A. 
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SUPPORTS 


I he  development  of  S.  H.  Camp  & Company  to  the  position  of  the  world’s 
largest  manufacturers  of  scientific  supports  has  been  a sound  growth,  based  on 
the  highest  ethical  principles.  From  the  inception  of  this  business,  more  than 
a quarter  of  a century  ago,  our  aim  has  been  twofold : ( 1 ) to  perfect  our  surgical 
supports  in  accordance  with  the  advance  of  medical  science;  (2)  to  teach  fitters 
throughout  the  country  to  fill  doctors’  prescriptions  accurately  and  to  apply  the 
supports  properly.  All  to  the  end  that  this  service  may  be  satisfactory  to  the 
doctor  and  to  the  patient  as  well  . . . We  list  here  the  types  of  Camp  Supports 
we  are  now  making.  They  are  fully  described  in  our  “Reference  Book  for 
Physicians  and  Surgeons.”* 


V PRENATAL 

V POSTNATAL 

v'  POSTOPERATIVE 

V HERNIA 

V VISCEROPTOSIS 
V'  SACRO-ILIAC 
V'  LUMBOSACRAL 
\/  DORSOLUMBAR 

MAMMARY  GLAND 


*If  you  don't  have  the  latest  edition  of  the  Physicians  Reference  Book,  we  shall  be  glad  to  send  you  a copy. 


S.  H.  CAMP  & COMPANY 

JACKSON,  MICHIGAN 


Offices  in:  New  York,  330  Fifth  Ave.;  Chicago,  Merchandise  Mart;  Windsor,  Ontario;  London,  England  • World’s  largest  manufacturers  of  surgical  supports 


S.M.A.  FED  INFANTS  SHOW  EXCELLENT  NUTRITIONAL  RESULTS 


NOT  ONLY  IS  THE  ANALYSIS  LIKE  BREAST  MILK  1%* 
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AND  THE  BUFFER  LIKE  BREAST  MILK 


s.  M. 


BUT  FAT  OF  S.M.A.  IS  LIKE  BREAST  MILK  FAT 
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9*t  Additian  S.M.A.  is  an  antirachitic  and  antispasmophilic  food — has 
a Vitamin  A,  B,  and  D content  in  each  feeding  that  is  constant  every  month  of  the  year. 
It  is  usually  unnecessary  to  feed  any  vitamin  supplements  other  than  orange  juice. 


S.M.A.  is  a food  for  infants — derived  from  tuberculin  tested 
cows’  milk,  the  fat  of  which  is. replaced  by  animal  and  vege- 
table fats  including  biologically  tested  cod  liver  oil;  with  the 
addition  of  milk  sugar  and  potassium  chloride,  altogether 


forming  an  antirachitic  food.  When  diluted  according  to  direc- 
tions, it  is  ESSENTIALLY  SIMILAR  TO  HUMAN  MILK  in  per- 
centages of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 


SAMPLES  FREE  TO  PHYSICIANS 
(Please  use  Professional  Stationery) 


S.M.A.  CORPORATION  . 8100  McCORMICK  BOULEVARD  . CHICAGO,  ILLINOIS 


Copyright  1939  • MEAD  JOHNSON  & CO.  • Evansville,  Ind., 


Y , J 1 ! >2 


MEW  YORK 
STATE 

JOURNAL  t 
OF  MEDICINE 


July  1,  1939 


CANNED  FOODS  AS  PROTEIN  SOURCES 


• The  primary  function  of  protein  in  foods 
is  that  of  a building  material  essential  for 
tissue  growth  and  maintenance.  In  1897, 
Rubner  postulated  that  all  proteins  are  not 
of  equal  value  in  nutrition  (1).  Since  that 
time,  considerable  attention  has  been  di- 
rected towards  the  establishment  of  the  types 
and  amounts  of  protein  required  by  man. 

Chemical  and  biological  investigations 
have  demonstrated  that  different  proteins 
may  vary  widely  in  both  chemical  composi- 
tion (2)  and  ability  to  satisfy  the  nitrogen 
requirements  (1,  3)  of  various  animals.  Of 
the  twenty-odd  amino  acids  which  have 
been  isolated  from  proteins  (4)  arginine, 
histidine,  isoleucine,  leucine,  lysine,  methi- 
onine, phenylalanine,  threonine,  tryptophan 
and  valine  have  been  shown  to  be  essential 
in  mammalian  nutrition.  The  biological 
value  of  a protein  is  in  reality  a measure  of 
its  ability  to  supply  those  amino  acids  essen- 
tial for  tissue  building  and  repair  which  the 
animal  cannot  synthesize  (5)  from  material 
"ordinarily  available”  at  a rate  sufficient 
to  meet  body  demands.  A "complete”  pro- 
tein is  one  which  will  supply — or  at  least 
contains — the  essential  amino  acids.  Few 
proteins  approach  this  ideal  condition. 
Fortunately,  however,  a varied  diet,  con- 
taining proteins  of  both  vegetable  and  ani- 
mal origin,  will  usually  supply  all  the  essen- 
tial amino  acids  which  may  not  be  supplied 
in  adequate  amounts  by  any  one  of  the 
proteins. 

As  to  the  amounts  of  protein  needed  by 
men,  experiments  of  the  balance  sheet  or 
endogenous  nitrogen  elimination  types  (3,6) 
have  demonstrated  that  the  protein  require- 


ments of  the  human  adult  may  apparently 
be  adequately  met  by  relatively  low  protein 
intakes.  These  intakes  are  of  the  order  of 
0.5  gram  per  day  per  kilogram  of  body 
weight.  However,  there  is  evidence  (3)  that 
development  of  physique  and  general  health 
is  favored  by  more  liberal  protein  intake. 
Since  excess  of  protein  above  the  require- 
ment for  tissue  repair  and  growth  is  utilized 
as  a source  of  fuel,  the  present  trend  is  to- 
ward more  liberal  protein  allowances. 

In  infancy  and  childhood,  suggested  pro- 
tein allowances  (3)  are  relatively  high,  being 
of  the  order  of  3 to  4 grams  of  protein  per 
kilogram  of  body  weight  in  infancy  and 
gradually  decreasing  with  increasing  age 
until  adult  allowances  (3,  6)  of  0.75  to  1.5 
grams  protein  per  kilogram  of  body  weight 
are  reached.  Protein  allowances  of  the  order 
of  10  to  15  per  cent  of  total  calories  as  pro- 
tein calories  in  the  mixed  diet  throughout 
the  entire  life  cycle,  appear  to  be  satisfac- 
tory. In  the  formulating  of  a mixed  diet 
calculated  to  supply  optimal  amounts  of 
proteins,  the  canned  meats,  marine,  dairy 
and  vegetable  products  may  be  freely  used. 

During  recent  years,  popular  interest  has 
been  concerned  chiefly  with  the  more  re- 
cently discovered  essential  food  factors 
such  as  the  vitamins.  However,  the  modern 
concept  of  adequate  nutrition  teaches  that 
the  optimum  diet  should  be  complete  with 
respect  to  all  known  dietary  essentials,  pro- 
tein, of  course,  included.  In  the  attainment 
of  this  objective,  the  hundreds  of  commer- 
cially canned  foods  of  animal  and  vegetable 
origin  should  prove  both  economical  and 
valuable  as  protein  sources. 
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Editorial 


Smallpox  Scares 

The  outbreak  of  smallpox  in  several  upstate  communities  is  a 
forcible  reminder  that  the  prevention  of  disease  depends  on  public 
cooperation  almost  as  much  as  on  the  discovery  of  effective  preven- 
tives. Smallpox  is  a disease  for  which  there  is  not  the  slightest  ex- 
cuse today.  We  have  had  a specific  means  of  immunization  against 
it  for  over  a hundred  years.  Inoculation  is  safe  and  entails  a mini- 
mum of  discomfort.  Only  the  ignorance  and  stubbornness  of  a few 
fanatics  keep  this  disease  alive  today. 

New  York  State,  with  compulsory  vaccination  of  public  school 
children,  is  ordinarily  free  from  smallpox.  The  unvaccinated  are 
always  a potential  source  of  danger,  however.  It  is  significant  that 
among  the  20  cases  reported  so  far,  none  had  previously  been  vac- 
cinated. 

Where  smallpox  has  broken  out,  the  health  authorities  have  in- 
augurated widespread  compulsory  vaccination.  There  is  no  know- 
ing where  it  will  strike  next,  however;  and  physicians  should  con- 


Change  of  Dues  Year 

The  House  of  Delegates  at  its  last  meeting  changed 
the  dues  year  to  coincide  with  the  fiscal  year — July  1 
to  June  30  of  the  succeeding  year.  See  page  1322. 
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duct  an  aggressive  campaign  among  their  patients  for  universal 
inoculation.  Re  vaccination  is  advisable,  to  be  on  the  safe  side, 
when  a primary  vaccination  is  more  than  five  years  old.  All 
children  going  to  summer  camps,  particularly  in  the  upstate  region, 
should  be  vaccinated  or  revaccinated  as  the  case  may  be. 

Although  young  women,  in  particular,  prefer  leg  vaccinations, 
many  responsible  authorities  advise  against  them.  The  scar  is 
exposed  to  dust  and  moisture  and  heals  slowly,  inviting  infection. 
The  outer  surface  of  the  left  arm  is  generally  considered  the  best 
site. 

So  far  the  cases  reported  have  been  mild  and  few  in  number  and 
the  health  authorities  have  had  no  difficulty  in  keeping  the  dis- 
ease under  control.  That  there  should  be  any  cases  at  all,  however, 
is  a warning  that  smallpox  is  not  really  “conquered.’ ’ Let  us  relax 
our  vigilance  for  only  a few  years  and  it  will  again  be  a scourge  to  be 
feared. 

There  is  a way  of  effectively  scotching  this  menace.  Universal 
compulsory  vaccination  is  a safe  defense — and  our  only  defense — 
against  smallpox.  The  prejudices  and  fears  of  a few  fanatical  per- 
sons should  not  be  permitted  to  expose  the  rest  of  their  communities 
to  the  ravages  of  a terrible  disease. 

The  Legislative  Balance 

From  the  medical  point  of  view,  the  state  legislature  of  1939 
leaves  a good  record  behind  it.  It  passed  at  least  one  important 
medicosocial  law  recommended  by  the  profession  and  withstood 
pressure  from  many  groups  to  lower  the  educational  barriers  sur- 
rounding medical  practice. 

Enactment  of  the  Piper  bill  paves  the  way  for  nonprofit  voluntary 
medical  expense  indemnity  insurance  in  this  state.  This  system 
permits  distribution  of  the  costs  of  medical  care  over  large  groups 
without  sacrifice  of  the  benefits  of  private  practice.  It  does  not 
create  an  opening  wedge  for  state  medicine  or  the  practice  of  medi- 
cine by  corporations.  Neither  does  it  interpose  a political  bureauc- 
racy between  doctor  and  patient.  It  seeks  to  solve  the  problem 
of  medical  care  for  small  wage-earners  without  undermining  existing 
social  and  political  institutions  that  have  proved  beneficial  in  the 
main. 

Apparently  the  legislature  had  an  inkling  of  the  many  factors  in- 
volved in  the  creation  of  a sound  group-payment  scheme,  for  it  re- 
jected all  plans  for  compulsory  health  insurance.  Neither  would  it 
permit  hospital  service  corporations  to  offer  medical  care. 

The  profession  suffered  its  chief  legislative  disappointment  in  the 
defeat  of  the  physicians’  lien  bill  in  the  Senate  Judiciary  Committee 
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after  it  had  passed  the  Assembly.  However,  there  is  every  reason 
to  hope  that  this  is  a purely  temporary  setback.  As  understand- 
ing of  the  background  and  aims  of  the  lien  bill  has  grown,  so  has  the 
sentiment  for  it. 

After  the  veto  of  the  original  osteopathy  bill  by  the  Governor, 
another  measure  was  speedily  passed  answering  the  objections 
raised  by  the  medical  profession.  The  new  statute  grants  permis- 
sion to  perform  minor  surgery  and  employ  anesthetics,  antiseptics, 
and  biologic  products  to  those  osteopaths  who  prove  their  fitness  to 
the  Regents.  On  the  surface  there  is  nothing  objectionable  in  this. 
In  actual  practice,  however,  enforcement  officials  will  have  to  be 
extraordinarily  alert  to  detect  infractions  of  the  new  law  by  osteo- 
paths who  fail  to  qualify. 

On  the  whole,  the  legislature  showed  a wholesome  respect  for  the 
educational  requirements  of  medical  practice.  The  chiropractic 
bill  met  a decisive  defeat  early  in  the  session;  so  did  the  Esquirol 
bill,  attempting  to  break  down  certain  essential  distinctions  between 
physiotherapy,  technicians,  and  physicians.  This  attitude  presages 
a continuation  of  New  York  State’s  leadership  in  sane,  progressive 
medical  legislation. 


Drugs  for  Angina  Pectoris 

The  modern  therapy  of  angina  pectoris  due  to  coronary  artery 
disease  has  been  best  served  by  emphasis  upon  rest,  both  physical 
and  mental,  and  dietary  restriction.  Nevertheless,  there  have  been 
many  drugs  that  have  been  advocated  for  the  relief  of  anginal  attacks 
caused  by  coronary  occlusion.  In  turn,  morphine,  alcohol,  and 
the  nitrites  have  been  used.  In  recent  years  the  xanthine  deriva- 
tives have  been  the  drugs  of  choice,  although  it  is  significant  that 
little  agreement  exists  anent  the  relative  merits  of  the  several  com- 
ponents of  this  group. 

The  increasing  frequency  of  this  disease  convinced  Master,  Jaffe, 
and  Dack1  of  the  importance  of  properly  evaluating  the  various 
agents  and  measures  used  in  its  treatment.  A unique  method  of 
estimating  the  effects  of  the  drugs  was  applied  to  201  patients.  A 
placebo  of  milk  sugar  was  given  first  and  its  effect  on  the  precordial 
pain  noted  afte*r  a minimum  time  of  two  weeks.  Another  drug  was 
then  given  for  a similar  trial  period,  and,  whether  effective  or  not, 
was  again  replaced  by  a placebo  and  followed  by  another  drug. 
The  drugs  used  were  alcohol,  aminophyllin,  aspirin,  bromides,  chloral 
hydrate,  codeine,  digitalis,  dilaudide,  luminal,  myorgal,  nitroglycerin, 
phyllicin,  sodium  nitrite,  theobromine,  and  milk  sugar. 


i Master,  A.  M.,  Jaffe,  H.  L.,  and  Dack,  S.:  Am.  J.  Med.  Sc.  197:  774  (June)  1939. 
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Their  results  show  that  no  drug  was  consistently  successful  in  any 
significant  number  of  cases,  and  that  the  best  results  were  obtained 
with  the  placebo.  This  can  best  be  explained  by  the  fact  that 
periods  of  spontaneous  remissions  are  frequently  experienced  by 
those  suffering  from  coronary  disease,  particularly  when  the  psycho- 
logic and  emotional  status  of  the  patient  is  favorable.  It  must  be 
evident,  therefore,  that  in  the  treatment  of  angina  pectoris,  drugs 
play  only  a minor  role  in  the  protracted  management  of  a given  case. 

Sulfanilamide  in  Smallpox 

Smallpox  is  on  the  increase  in  the  United  States,  and,  although  it 
has  assumed  a mild  course,  the  fact  that  14,335  cases  were  reported 
for  1938  shows  the  need  for  the  continuance  of  vigorous  efforts  for 
universal  vaccination.  Only  this  measure,  the  value  of  which  is 
unquestionable,  can  successfully  eradicate  the  disease  as  effectively 
as  it  has  lessened  its  virulence. 

Where  the  disease  occurs,  however  innocuous  it  may  be,  the 
pustular  eruption  with  its  subsequent  deforming  pockmarks  may  be 
expected.  McCammon,1  in  a series  of  7 cases  that  occurred  in  one 
community  and  for  the  most  part  in  the  same  family,  treated  3 
symptomatically  and  4 with  sulfanilamide.  In  the  first  group  the 
typical  eruption  of  smallpox  appeared;  in  the  remaining  cases  an 
evanescent  macular  eruption  was  seen  in  3,  and  only  three  pustules 
in  the  fourth.  Recovery  was  hastened  in  the  patients  treated  with 
sulfanilamide,  and  they  were  able  to  resume  their  normal  duties  a 
week  earlier  than  those  who  were  not  given  this  form  of  medication. 

What  the  effect  of  this  drug  is  when  administered  during  the  fully 
developed  eruptive  stage  is  not  known,  but  from  McCammon’ s 
report  it  appears  that  a decidedly  beneficial  effect  can  be  expected 
when  given  during  the  initial  stage. 


Current  Comment 


“Is  the  American  Medical  Association 
a trust?  Yes  it  is — a sacred  ‘trust.’ 
From  its  very  beginning  the  A.M.A.  has 
considered  the  health  of  the  American 
people  above  all  else.  It  led  the  fight 
against  diploma  mills,  and  through  its 
efforts  medical  education  was  placed  on 


its  present  high  plane.  The  A.M.A.  was 
instrumental  in  raising  the  standards  of 
hospitals  so  that  today  American  hos- 
pitals are  the  finest  in  the  world.  It  has 
striven  continuously  to  give  the  American 
people  the  best  quality  of  medical  care 
that  the  people  of  any  great  nation  enjoy. 


i McCammon,  W.O.:  J.A.M.A.  112:  1936  (May  13)  1939. 
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But,  because  it  does  not  fall  in  line  with 
all  the  schemes  proposed  for  the  distri- 
bution of  medical  care,  the  A.M.A.  must 
now  be  purged. 

“We  say,  in  the  words  of  Patrick  Henry, 
‘If  this  be  treason,  make  the  most  of  it!’  ” 
— From  the  Milwaukee  Medical  Times  of 
recent  date. 


“The  medical  profession  is  on  the  offen- 
sive. The  constructive  spirit  which  has 
always  characterized  the  scientific  phy- 
sician has  never  been  more  manifest  than 
at  the  present  moment.  This  is  shown  in 
the  improved  organization  of  medical 
societies,  in  the  recent  advance  along  the 
lines  of  medical  education  and  in  improved 
methods  of  training  for  the  specialties. 
There  is  also  a revival  of  interest  in  the 
tradition  of  the  doctor  as  a teacher.  It  is 
recognized  that  if  the  public  is  properly 
prepared  to  accept  scientific  medicine, 
the  cultists  and  charlatans  can  be  wholly 
cast  out  of  the  social  scheme,  and  that 
this  can  be  done  through  the  education  of 
the  public.” — From  the  Journal  of  the 
Kansas  Medical  Society,  recently. 


“Now,  if  anyone  wants  to  understand 
the  present  situation  in  medicine,  he  will 
have  to  sit  down  quietly  and  hear  both 
sides.  It  is  not  a simple  problem.  There 
are  grave  objections  to  all  the  plans  for 
reform.  ...  I venture  that  the  average 
doctor  spends  more  time  than  all  the 
bureaus  in  Washington  fighting  to  keep 
his  patients’  hospital  and  laboratory  ex- 
penses down.  Certainly  nobody  can 
say  that  the  American  doctor  of  today  has 
not  kept  abreast  of  the  advances  in  medi- 
cal science  and  technic. 

“And  let  us  remind  you  also  that  with 
all  the  difficulties  the  doctor  of  our  time 
has  not  done  so  badly.  During  the  two 
depressions  the  number  of  people  ill  has 
been  lower  than  at  any  other  time  in  the 
history  of  the  United  States  or  than  in 
any  European  or  Asiatic  country — par- 
ticularly countries  where  state  medicine 
flourishes.  . . . This  has  been  accom- 


plished by  the  medical  profession  and  its 
public  health  services  operating  under  the 
very  conditions  that  have  brought  so 
much  criticism.  . . . 

“The  enemies  without  are  the  sociolo- 
gists. The  social  workers,  the  statisti- 
cians, the  public  health  officials  (lay  and 
professional,  of  course,  with  many  in- 
dividual exceptions),  the  visiting  nurses, 
the  uplifters,  the  well-intentioned  hell- 
pavers — people  who  have  never  had  the 
responsibility  of  treating  a sick  person 
and  who  think  diagnosis  and  treatment 
can  be  dished  out  wholesale,  after  the 
fashion  of  the  ready-made  pants  busi- 
ness.”— Dr.  Logan  Clendening,  from  an 
article  of  his  in  a recent  issue  of  The  Com- 
mentator. 


“Everywhere  liberty  is  on  the  defen- 
sive. The  rights  of  minorities  are  sup- 
pressed. Freedom  of  discussion,  the 
right  to  differ,  the  right  to  live  one’s  own 
life,  these  things  are  denied  today  to  mil- 
lions upon  millions  of  the  earth’s  popula- 
tion. What  is  happening  abroad  is  no 
local  affair.  America  is  not  immune.  It 
can  happen  here.  There  are  no  inter- 
national barriers  or  immigration  walls 
against  the  contagion.  . . . ” — Merle 
Thorpe,  writer  in  Nation's  Business , 
quoted  in  the  May  issue  of  the  Illinois 
Medical  Journal. 


“.  . . Socialization  of  medicine  can  pro- 
vide the  sick  with  much  diagnostic  at- 
tention, and  multiplicity  of  laboratory 
procedures  and  roentgen  studies.  Huge 
institutions  can  also  supply  certain  needs, 
but  no  mere  plan  or  institution  can  ad- 
minister to  the  patient  your  time,  your 
thought,  your  care,  your  educational 
services  and  individualized  therapy,  which 
alone  can  bring  about  a lowering  of  the 
death  rate  and  better  therapeutic  results 
in  diseases  of  the  gastrointestinal  tract. 
I am  sure  that  these  are  some  of  the  ad- 
vantages to  the  people  in  your  community 
that  will  be  lost  if  socialization  of  medicine 
takes  place.” — From  a paper  on  gastro- 
intestinal conditions  from  the  point  of 
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view  of  the  general  practitioner,  found  in 
the  Pennsylvania  Medical  Journal  of 
May,  1939,  and  written  by  Dr.  A.  H. 
Aaron,  of  Buffalo. 

. Practically  no  one — and  certainly 
not  the  American  Medical  Association — 
has  ever  opposed  the  payment  of  medical 
bills  through  insurance.  The  medical 
profession  has  objected  most  strenuously 
and  continues  to  object  to  the  compul- 
sory wholesale  purchase  and  retailing  of 
medical  service  to  patients  by  an  insur- 
ance company,  governmental  agency,  or 
any  other  organization  or  individual. 
This  objection  rests  on  the  proof  afforded 
by  vital  statistics  that  dining  this  process 
of  purchase  and  retailing  the  medical 
service  is  adulterated  by  politics  and  de- 
preciated by  administrators  until  it  loses 
much  of  its  value  as  a protection  of  the 
public.  . . .” — From  a recent  issue  of  the 
J.A.M.A. 

“.  . . On  account  of  the  great  size  of  our 
country  and  the  various  economic  plans 
applied  in  the  administration  of  the  vari- 
ous existing  conditions,  the  adjustment 
and  correlation  of  these  must  require 
time  and  the  best  effort  of  the  medical 
profession  with  a constantly  enlightened 
public.  ...  I believe  in  our  societies 
there  is  ample  organization  of  committees 


and  duly  elected  officers  to  change  and 
modify  tendencies  that  detract  from  the 
honorable  position  and  esteem  as  a pro- 
fession that  we  have  held  since  the  early 
days  of  pioneer  American  medicine.  . . . 

“Our  problem  is  that  the  profession,  in 
greater  numbers,  should  feel  the  impor- 
tance of  their  responsibility  and  give  of 
their  time  and  effort  to  improve  the  con- 
ditions under  which  they  practice  their 
profession  in  their  respective  communi- 
ties . . . .” — From  the  presidential  address 
of  Dr.  Samuel  E.  Munson  before  the 
Illinois  State  Medical  Society  at  its  annual 
meeting  in  May. 

“There  has  been  the  usual  legislative 
effort  of  the  osteopaths,  chiropractors  and 
other  cults  to  have  the  door  of  all  estab- 
lished hospitals  opened  to  them  for  un- 
limited practice  of  their  healing  ??  meth- 
ods. 

“Why  these  leeches  of  the  healing  arts 
are  always  attempting  to  reap  the  bene- 
fits of  organized  medicine  is  or  should  be 
a cause  for  investigation  and  study  by  the 
public  at  large.  ...  It  will  be  a sad  day  for 
the  public  if  these  cults  are  permitted  to 
practice  in  the  well-staffed  and  well- 
equipped  hospitals  that  the  medical  pro- 
fession has  established  after  such  pains- 
taking efforts  over  many  years.  . . .” — 
C.  P.  D.  in  the  St.  Louis  County  Medical 
Society  Bulletin , for  May  5,  1939. 
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The  purpose  of  this  paper  is  to  enu- 
merate, describe,  and  discuss  the 
various  types  of  pathologic  conditions  of 
tendons  and  their  sheaths  resulting  from 
trauma.  Typical  case  reports  are  pre- 
sented. The  various  immediate  results 
from  trauma  are  swelling,  furling,  partial 
or  complete  rupture  or  dislocation  of  the 
tendon  and  localized  swelling  of  the 
sheath,  and  generalized  irritation  pro- 
ducing sterile  tenosynovitis. 

Infection  of  the  tendon  sheath  may  be 
initiated  by  trauma,  the  most  common 
types  being  due  to  invasion  of  the 
staphylococcus  or  streptococcus  and,  less 
frequently,  the  more  chronic  inflamma- 
tion due  to  the  gonococcus  or  tubercle 
bacillus. 

As  a result  of  some  of  these  acute  condi- 
tions, the  functions  of  tendons  may  be 
permanently  impaired.  The  result  of 
trauma  is  more  severe  if  the  pre-existing 
condition  of  the  tendon  is  impaired.  The 
most  frequent  conditions  encountered  are 
fraying  due  to  previous  trauma,  fatty 
infiltration  due  to  excessive  obesity,  and 
fibrous  infiltration  due  to  arteriosclerosis 
and,  rarely,  to  lues. 

Etiology 

Localized  swelling  of  a tendon  may  be 
caused  by  direct  contusion  or  excessive 
strain,  causing  a few  fibers  to  separate  at 
their  weakest  point  with  resulting  edema. 
The  most  usual  cause  of  tendon  strain  is 
strong  contraction  of  the  muscles  at- 
tached to  it  with  fixation  of  the  points  of 
attachment,  or  strong  resistance  to  their 
motion.  Furling  is  a result  of  a portion 
of  a tendon  becoming  caught  against  an 
obstruction  and  holding  it  while  the  mo- 
tion of  the  part  causes  overlapping  of 
adjacent  parts  of  the  tendon.  Irritation 
with  resulting  adhesions  may  make  this 
condition  permanent. 


Rupture  is  usually  caused  in  the  same 
manner  as  swelling,  the  chances  of  its 
occurrence  being  increased  if  tension  is 
present  at  the  time  of  direct  contusion. 

Rupture  of  a tendon  never  results  from 
direct  trauma  unless  it  has  been  weakened 
by  disease  or  previous  trauma,  as  healthy 
tendons  separate  at  the  point  of  insertion 
before  breaking.  Rupture  rarely  results 
from  friction  due  to  rubbing  against  a 
rough  surface  during  its  motion.  The 
tendon  most  frequently  affected  is  the 
extensor  pollicis  longus,  the  cause  being 
Colles’s  fracture. 

Dislocation  of  a tendon  is  exceptional 
and  results  from  the  sudden  twisting  of  a 
limb  while  the  involved  tendon  is  tense. 

Localized  swelling  of  a tendon  sheath 
may  result  from  contusion  of  a small  area, 
whereas  tenosynovitis  may  result  from 
contusion  of  a large  area.  Other  causes 
of  aseptic  tenosynovitis  are:  a sudden 
twisting  motion,  bruising  the  sheath  be- 
tween its  tendon  and  surrounding  struc- 
tures; prolonged,  excessively  hard  usage, 
producing  edema  and  irritation  of  both 
the  sheath  and  the  tendon;  and  exces- 
sively rapid  motions.  It  has  been  esti- 
mated that  the  human  tendon  will  show 
signs  of  irritation  when  motions  exceed 
1,500  to  2,000  per  hour.1 

Case  1. — A basketful  of  rocks  and  dirt  dropped 
on  the  right  foot,  causing  pain  and  swelling  of  the 
dorsum  of  the  foot.  The  patient  continued 
working  for  three  days  and  the  pain  and  swelling 
increased. 

Upon  examination  there  was  discoloration  and 
swelling  of  the  distal  one-third  of  the  dorsal  sur- 
face of  the  foot,  with  a grating  sensation  upon 
manipulation  of  the  toes. 

A diagnosis  of  the  contusion  and  tenosynovitis 
of  the  right  foot  was  made,  and  absolute  rest  and 
application  of  heat  advised.  There  was  com- 
plete disappearance  of  symptoms  and  signs  at 
the  end  of  a four-day  rest  period  with  no  perma- 
nent defect. 
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Case  2. — While  turning  a crank,  the  patient 
attempted  to  hold  position  while  shifting  a cog 
in  place  to  lock  the  wheel.  The  cog  slipped, 
causing  the  crank  to  revolve  suddenly,  twisting 
the  left  wrist.  He  immediately  experienced  pain 
upon  the  dorsal  surface  of  the  lower  forearm. 

Examination  showed  a swollen  oblong  area  on 
the  dorsolateral  surface  of  the  left  forearm  at  the 
junction  of  the  distal  and  middle  one-third  of  the 
wrist  and  index  finger. 

An  anterior  molded  plaster  splint  was  ap- 
plied in  conjunction  with  infrared  radiation. 
Swelling  subsided  in  one  week,  but  returned  upon 
removal  of  the  splint.  The  splint  was  reapplied, 
and  upon  final  removal  one  week  later  there  was 
no  pain,  swelling,  crepitation,  or  other  residual 
pathology.  The  man  returned  to  work  the 
following  day  and  reported  one  month  later  that 
he  had  experienced  no  further  symptoms. 

Case  3. — This  man  worked  at  unusual  speed 
tying  packages.  Toward  the  end  of  the  day  he 
experienced  pain  along  the  anterior  surface  of  the 
right  thumb,  thenar  eminence,  and  anterolateral 
surface  of  the  wrist,  with  crepitation  when  the 
thumb  was  moved. 

Adhesive  plaster  was  applied  longitudinally 
along  the  thumb,  encircling  the  wrist  and  produc- 
ing partial  immobilization  of  thumb  and  wrist. 
Infrared  radiation  was  applied. 

There  was  complete  disappearance  of  symp- 
toms within  four  days.  Work  continued 
throughout,  but  not  the  same  form,  as  tying 
packages  was  temporary. 

Ganglion  formation  and  locking  of 
tendon  motion  sometimes  follow  tendon 
injury  either  in  the  tendon  or  adjacent  to 
it.  A ganglion  is  caused  in  the  same 
manner  as  a localized  swelling,  although 
the  difference  in  reaction  following  the 
same  type  of  trauma  in  different  indi- 
viduals is  as  yet  unexplained. 

Locking  of  tendon  motion  occurs  in  the 
fingers,  and  the  condition  is  usually  re- 
ferred to  as  “trigger  finger.”  Its  path- 
ology is  varied,  as  will  be  later  explained. 
Fundamentally,  it  is  caused  by  an  impedi- 
ment to  extension  of  the  finger  after  a 
certain  degree  of  flexion  has  been  ex- 
ceeded, and  this  impediment  is  often  due 
to  one  of  the  above  described  changes  in  a 
tendon  or  its  sheath. 

Infectious  tenosynovitis  is  either  of 
endogenous  or  exogenous  origin.  The 
endogenous  type  may  occur  spontane- 


ously due  to  the  localization  of  strepto- 
coccic, pneumococcic,  gonorrheal,  or  tu- 
bercle bacteria  circulating  in  the  blood 
stream.  The  exogenous  type  occurs  fol- 
lowing the  introduction  of  pathogenic 
bacteria  through  the  coverings  of  the 
tendon,  usually  the  staphylococcus  or 
streptococcus.  The  condition  may  result 
from  minute  breaks  in  continuity  of  the 
skin,  the  tendon  becoming  involved  by 
extension. 

If  the  endogenous  type  follows  trauma 
within  one  week,  the  trauma  must  be 
considered  as  the  initiator  of  the  local 
process.  If  the  infection  takes  place 
after  one  week,  causal  relationship  is  de- 
batable, and  if  two  or  more  weeks  elapse 
between  the  trauma  and  infection  the 
trauma  may  be  eliminated  as  a factor  in 
the  etiology  of  the  condition. 

Chronic  diseases  of  tendons  and  their 
sheaths  usually  represent  the  late  result 
of  severe  acute  conditions.  One  rare 
condition  may  result  from  acute  teno- 
synovitis but  usually  develops  insidiously. 
This  condition  is  stenosing  tenosynovitis, 
which  commonly  affects  the  sheaths  of 
the  adductor  pollicis  longus  and  the  ex- 
tensor pollicis  brevis.  The  symptom 
complex  was  first  described  by  De 
Quervain  in  1895. 2 The  etiology  is 
thought  to  be  caused  by  friction  from 
hard  usage,  resulting  in  edema  with 
subsequent  fibrosis  and  narrowing  of  the 
sheath. 

Pathology 

The  pathology  of  these  various  condi- 
tions is  relatively  simple.  Localized 
swelling  within  a tendon  consists  of  the 
accumulation  of  tissue  fluid  and  in  some 
cases  the  acute  swelling  becomes  organ- 
ized, forming  a permanent  nodule.  Furl- 
ing, rupture,  and  dislocation  are  self- 
explanatory.  The  pathology  of  “trigger 
finger”  is  varied,  being  due  usually  to 
constriction  of  the  sheath,  furling,  or 
mass  formation  on  the  tendon,  but  some- 
times to  a displaced  sesamoid  bone  or 
joint  cartilage.  A ganglion  consists  of 
mucilaginous  material  surrounded  by  a 
fibrous  capsule,  often  communicating 
with  a tendon  sheath. 
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Localized  swelling  of  a tendon  sheath 
requires  no  discussion,  but  aseptic  teno- 
synovitis is  more  interesting.  The  ten- 
don sheath  only  is  affected,  the  changes 
being  edema  and  exudation  of  fibrin  and 
serum.  The  adhesion  of  the  fibrin  to  the 
apposing  surface  gives  rise  to  the  crepita- 
tion felt  upon  motion  of  the  tendon  and 
the  term  frequently  used,  “tenosynovitis 
crepitans.” 

This  condition,  untreated,  may  pro- 
gress, the  fibrous  bands  becoming  organ- 
ized with  resulting  permanent  adhesions, 
or  the  swollen  sheath  may  become 
fibrosed,  causing  stenosis. 

Similar  changes  take  place  during  in- 
fectious tenosynovitis  in  the  early  stages. 
As  the  condition  progresses,  pus  accumu- 
lates, granulations  form  upon  the  sheaths 
and,  not  infrequently,  tendons  slough  due 
to  disturbance  of  the  normally  poor  blood 
supply. 

Gonorrheal  tenosynovitis  differs  in 
character  of  pus  and  granulations.  The 
pus  usually  contains  more  serum  and  is 
therefore  thinner.  It  is  often  hemor- 
rhagic and  may  contain  mucous  shreds. 
The  granulations  are  fungoid. 

Tuberculosis  does  not  appear  to  pro- 
duce pus.  Fluid  accumulates  within  the 
sheaths,  but  it  is  straw-colored  serum 
containing  varying  amounts  of  fibrin. 
As  the  disease  progresses  the  fibrinous 
content  increases  and  small  particles  are 
formed  from  bits  of  fibrin  or  granulations. 
These  are  flat  or  oval,  of  a pale  yellow 
color,  and  are  known  as  rice  bodies.  The 
synovial  membrane  is  thickened,  as  in  the 
other  types,  with  varying  amounts  of 
fibrin  and  bluish-gray  granulations  upon 
its  surface.  If  the  process  is  allowed  to 
progress,  areas  of  caseation  and  necrosis 
develop,  leading  to  rupture  of  sheaths  and 
extension  or  sinus  formation. 

The  fundamental  pathology  of  De 
Quervain’s  disease  is  fibrosis  of  the  sheath, 
the  tendon  itself  being  rarely  affected. 
The  fibrous  infiltration  takes  place  within 
the  portion  of  the  carpal  ligament  com- 
posing the  compartment  for  passage  of  the 
abductor  pollicis  longus  and  the  extensor 
pollicis  brevis,  the  inner  areolar  area  being 


compressed.  The  synovial  membrane  is 
thickened  in  the  early  stages  of  the  disease 
but  as  compression  increases,  it  atrophies, 
disappearing  altogether  in  the  late  stages. 
The  peripheral  thickening  sometimes  be- 
comes cartilaginous. 

Chronic  fibrous  tendon  conditions  re- 
sulting from  injury  and  infection  consist 
of  varying  degrees  of  defection  or  thick- 
ening of  the  sheaths  and  adhesions  be- 
tween the  tendon  and  its  sheath  or  sur- 
rounding structures. 

Symptoms  and  Signs 

Localized  swelling  of  a tendon  produces 
a firm  nodule  within  its  substance  which 
may  or  may  not  be  palpable,  depending 
upon  the  degree  of  associated  induration 
of  adjacent  tissues.  The  mass  is  always 
tender  and  painful  upon  motion.  Local- 
ized tendon  sheath  injuries  present  similar 
symptoms,  a mass  being  less  frequently 
detected. 

Furling  causes  interference  with  tendon 
motion  and  may  be  suspected  but  cannot 
be  diagnosed  previous  to  operation. 
Varying  degrees  of  rupture  cause  varying 
degrees  of  tendon  elongation  and  dys- 
function. 

Dislocation  is  rare,  the  long  head  of  the 
biceps  being  the  tendon  most  frequently 
involved.  It  may  be  detected  by  the 
occurrence  of  disturbance  of  function, 
abnormal  position  of  a tendon,  and  a 
snapping  sensation  upon  motion  of  the 
affected  tendon. 

A ganglion  differs  from  localized  swell- 
ing in  consistency  of  mass  and  sometimes 
in  location  of  the  mass.  The  nodule  is 
roughly  spherical  and  fluctuant,  trans- 
mitting the  impression  upon  palpation  of 
fluid  under  pressure  within  a thick- walled 
sac.  This  is  always  near  a tendon  and 
sometimes  seemingly  within  the  sub- 
stance. 

“Trigger  finger”  is  a descriptive  term 
for  a condition  in  which  the  finger  be- 
comes locked  in  semiflexion,  much  in  the 
same  position  as  when  pulling  a trigger. 
Extension  may  be  accomplished  by  the 
use  of  considerable  force  and  occurs  with 
a snap.  Frequently  there  is  tenderness 
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upon  pressure  over  the  affected  joint  and 
pain  upon  motion. 

Swelling,  tenderness,  and  pain  upon 
motion  along  the  course  of  a tendon 
sheath  indicates  tenosynovitis.  In  the 
aseptic  variety  there  is  no  redness  or 
elevation  of  temperature,  but  a character- 
istic sign  is  crepitation  upon  motion. 

Infectious  tenosynovitis  may  be  differ- 
entiated from  the  aseptic  variety  by  the 
addition  of  localized  heat,  redness,  and  de- 
formity, the  deformity  being  caused  by 
irritation  and  contraction  of  the  muscle 
attached  to  the  involved  tendon. 

The  unusual,  acute,  fulminating  type  of 
gonorrheal  tenosynovitis  produces  the 
same  symptoms  and  signs  as  the  other 
acute  purulent  types,  although  there  is 
always  a tendency  toward  extending 
lymphangitis,  which  is  seldom  found  in 
other  forms.  Both  the  acute  and  sub- 
acute forms  are  more  liable  to  affect  the 
extensor  tendons.  The  subacute  variety 
is  usually  associated  with  gonorrheal 
arthritis.  The  symptoms  are  similar  to 
those  of  other  purulent  tendon  sheath 
infections  but  are  less  intense  and  develop 
more  slowly.  The  diagnosis  is  confirmed 
by  testing  the  blood  for  gonorrheal  com- 
plement fixation. 

Tuberculous  tenosynovitis  is  slow  in 
development  and  practically  unattended 
by  pain.  The  earliest  evidence  of  its 
presence  is  a disturbance  of  function  and, 
as  it  is  confined  to  the  tendon  sheath,  this 
gradually  assumes  a sausage  shape.  The 
consistency  may  occasionally  be  fluctuant 
but  it  is  usually  boggy  or  doughy  and  the 
swelling  may  be  sufficient  within  the 
closed  tendon  sheath  to  cause  a firm, 
tense  mass.  The  skin  is  seldom  involved, 
being  slightly  reddened  rarely  and  occa- 
sionally blanched  due  to  unusual  tension. 
Tenderness  is  never  present  and  pain  is 
unusual.  As  the  swelling  progresses,  rice 
bodies  are  formed  and  when  these  are 
palpated  diagnosis  is  certain. 

In  the  late  stages,  if  untreated  the 
process  may  break  through  the  tendon 
sheath  and  a more  widespread,  un- 
formed, boggy  swelling  result. 

In  the  very  early  stages  with  localized 


boggy  swelling  over  a small  area,  the 
condition  may,  upon  casual  inspection,  be 
mistaken  for  a ganglion. 

De  Quervain's  disease  is  the  most  inter- 
esting of  the  chronic  fibrous  tendon  dis- 
turbances. It  is  possible  that  this  condi- 
tion sometimes  affects  compartments 
other  than  that  enclosing  the  abductor 
pollicis  longus  and  the  extensor  pollicis 
brevis,  but  it  has  only  been  described  in 
relation  with  these  tendons  and  the  typi- 
cal symptom  complex  has  not  been  ob- 
served by  this  writer  associated  with  any 
other  tendon.  The  probable  explanation 
is  that  the  tendons  moving  the  thumb  are 
more  frequently  used  than  any  other  in 
the  body,  and  these  particular  tendons  are 
quite  superficial  and  accessible. 

The  complaint  upon  examination  is 
pain  in  the  region  of  the  radial  styloid, 
radiating  up  the  arm  and  into  the  thumb 
for  at  least  several  weeks’  duration  and 
usually  a longer  duration.  To  these 
original  symptoms  are  added  weakness  of 
grip,  and  finally  insecurity  of  grip  as  the 
disease  progresses. 

Examination  reveals  tenderness  over 
the  radial  styloid,  occasionally  swelling  or 
thickening,  and  pain  upon  adduction  of  the 
hand,  which  becomes  exquisite  if  the 
thumb  is  held  flexed  upon  the  palm  during 
the  motion. 

Following  injury  or  infection  any  ten- 
don in  the  body  may  become  perma- 
nently impaired.  These  conditions  are 
manifested  by  thickening  of  the  injured 
part,  with  limitation  of  motion  and,  fre- 
quently, deformity  of  the  affected  append- 
age. 

Course 

The  swelling  and  pain  resulting  from 
localized  tendon  or  sheath  contusion 
usually  subsides  within  two  to  three 
weeks.  Occasionally  a nodule  may  re- 
main which  seldom  interferes  with  func- 
tion. 

Furling,  dislocation,  rupture,  ganglion, 
and  “trigger  finger”  are  permanent  condi- 
tions unless  relieved  by  some  form  of 
surgical  therapy.  Results  vary  following 
treatment  but  usually  the  conditions  are 
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alleviated,  leaving  some  localized  thick- 
ening and  limitation  of  motion  in  the 
involved  joints. 

In  all  these  conditions  save  rupture,  the 
maximum  point  of  improvement  following 
operation  is  reached  within  two  months. 
This  point  is  not  reached  for  three  to  five 
months  following  tendon  repair. 

Aseptic  tenosynovitis  usually  persists 
in  spite  of  therapy  until  the  parts  are 
placed  at  absolute  rest.  This  treatment 
usually  effects  a cure  within  three  to  six 
weeks. 

Infectious  tenosynovitis  is  seldom 
aborted,  but  frequently  subsides  within  a 
few  days  following  early  and  adequate 
incision.  If  progressive,  it  may  cause 
sloughing  of  a portion  of  the  tendon,  in- 
volvement of  other  structures  by  exten- 
sion, and  usually  fibrosis  and  limitation  of 
tendon  motion. 

Gonorrheal  tenosynovitis  occasionally 
subsides  within  one  month  and  often 
continues  for  several,  frequently  resulting 
in  fibrosis  and  limitation  of  tendon  motion 
with  varying  degrees  of  associated  joint 
stiffness  due  to  arthritis.  It  is  but  little 
affected  by  the  measures  usually  em- 
ployed for  tenosynovitis.  Prolonged  im- 
mobilization may  considerably  increase 
the  permanent  defect. 

Tuberculous  tenosynovitis  is  occasion- 
ally cured  by  conservative  treatment,  but 
usually  removal  of  the  entire  portion 
involved  is  necessary.  The  results,  of 
course,  vary  with  the  amounts  and  types 
of  tissue  involved  and  the  completeness  of 
removal.  The  percentage  of  cures  fol- 
lowing proper  resection  is  approximately 
75,  recurrence  taking  place  in  the  re- 
mainder, of  which  about  15  per  cent  may 
be  cured  by  subsequent  radical  operation. 
Progression  takes  place  in  the  remaining 
10  per  cent  in  spite  of  therapy,  usually 
resulting  in  death. 

De  Quervain’s  disease  is  progressive 
without  treatment  and  is  occasionally 
cured  by  immobilization  and  frequently 
by  operation,  the  conservative  treatment 
requiring  six  to  twelve  weeks  if  successful, 
and  the  surgical  treatment  requiring  four 
to  six  weeks. 


Other  fibrous  tendon  lesions  are  bene- 
fited by  physiotherapy  in  inverse  propor- 
tion to  the  age  of  the  disease.  No  benefit 
may  be  expected  in  this  manner  after  the 
passage  of  twelve  months.  The  results 
following  plastic  operation  are  relatively 
poor  and  should  be  attempted,  in  my 
opinion,  only  when  the  lesion  interferes 
with  normal  performance  of  work  or 
produces  discomfort  that  might  be  re- 
lieved by  operation. 

Treatment 

Localized  swelling  in  a tendon  sheath  or 
tendon  subsides  rapidly  upon  rest  and  the 
application  of  heat,  preferably  infrared. 
Absolute  rest  is  ideal  but  not  always 
necessary  if  it  is  essential  that  work  be 
continued. 

Case  4. — A closing  elevator  door  caught  the 
thumb  of  the  patient  between  it  and  the  shelf. 
Pain  was  experienced  upon  the  dorsal  surface  of 
the  proximal  phalanx  of  the  joint.  Motion  of  the 
thumb,  particularly  flexion,  aggravated  pain. 

Examination  revealed  swelling  and  tenderness 
upon  pressure  over  the  area  described,  with  con- 
siderable pain  upon  the  last  two  degrees  of 
flexion  of  the  thumb. 

A diagnosis  was  made  of  the  contusion  of  the 
dorsal  surface  of  the  left  thumb,  including  the 
tendon  sheath. 

Treatment  consisted  in  the  application  of 
longitudinal  strips  of  adhesive,  limiting  flexion  of 
the  thumb  for  ten  days,  and  administration  of 
diathermy  three  times  weekly.  There  was  com- 
plete disappearance  of  symptoms  within  three 
weeks,  leaving  no  residual  thickening  or  other 
defect. 

Case  5. — While  tying  up  a large  package  the 
patient  experienced  a snapping  sensation  on  the 
dorsal  surface  of  the  right  hand.  Pain  continued 
and  swelling  occurred  upon  the  dorsal  surface  of 
the  wrist  the  following  day. 

There  was  a tender,  nodular  swelling  present 
over  the  posterior  surface  of  the  base  of  the 
fourth  metacarpal  bone.  Pain  was  experienced 
upon  motion  of  the  wrist  and  ring  finger  but  there 
was  no  limitation  of  motion.  X-ray  examination 
was  negative. 

A diagnosis  was  made  of  the  localized  swelling 
of  the  extensor  tendon  of  the  right  ring  finger,  a 
result  of  sprain. 

Treatment  was  partial  immobilization  by 
means  of  adhesive  strapping  in  longitudinal  and 
circular  bands,  and  diathermy  administered 
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three  times  weekly.  There  was  gradual  reduc- 
tion of  pain,  with  disappearance  at  the  end  of 
three  weeks.  The  size  of  the  mass  was  un- 
changed at  that  time,  but  examination  two 
months  later  revealed  it  to  be  one-half  its  original 
size  and  hard,  but  not  tender. 

Furling  is  cured  by  release  of  adhesions; 
rupture  by  approximation  and  sutures; 
dislocation  by  replacement.  “Trigger 
finger”  may  not  require  open  operation 
for  removal  of  constriction  or  obstruction, 
but  may  frequently  be  alleviated  by  a 
transdermoid  incision  after  the  manner  of 
Abbe.3 

Case  6. — The  patient  had  the  left  hand  pressed 
between  two  vehicles  with  considerable  force. 
Pain  was  experienced  over  the  anterior  surface  of 
the  left  ring  finger,  which  continued  for  one  week 
and  then  disappeared.  No  further  symptoms 
developed  until  three  weeks  later  when  the  pa- 
tient awoke  to  find  the  finger  semiflexed,  exten- 
sion being  accomplished  by  use  of  force,  ac- 
companied by  a snap.  These  typical  symptoms 
of  “trigger  finger”  continued. 

There  was  slight  tenderness  over  the  proximal 
interphalangeal  joint  of  the  left  ring  finger,  lock- 
ing upon  flexion,  extension  occurring  suddenly 
with  a snap  upon  application  of  force. 

A splint  was  applied  in  extension  for  two  weeks 
with  no  benefit.  Vigorous  massage  for  a period 
of  two  weeks  was  of  no  benefit.  Transdermoid 
vertical  incisions  were  made  with  no  immediate 
benefit,  but  complete  disappearance  of  lockihg 
took  place  upon  removal  of  the  splint  at  the  end 
of  two  weeks.  Examination  three  months  after 
operation  revealed  10  per  cent  constriction  in  the 
motion  of  the  affected  joint,  due  to  slight  thicken- 
ing of  the  anterior  joint,  but  no  return  of  locking. 

Simple  rupture  of  a ganglion  by  means 
of  a blow  or  pressure  is  frequently  suffi- 
cient and  should  always  be  attempted. 
If  recurrence  takes  place,  the  contents 
may  be  aspirated  by  a large  bore  needle, 
and  diathermy  applied.  The  majority 
of  the  cases  will  be  cured  in  this  manner, 
the  remainder  requiring  either  injection  or 
excision.  The  material  most  frequently 
used  for  injection  is  sodium  morrhuate 
and  good  results  have  been  reported, 
although  the  results  of  the  writer  with 
this  method  have  been  otherwise. 

Excision  should  always  be  postponed 
until  all  other  methods  have  proved  in- 


adequate. If  it  is  attempted,  care  must 
be  taken  to  avoid  damage  to  the  adjacent 
tendon  and  nerves. 

Incomplete  rupture  of  a tendon  seldom 
requires  suture.  In  most  instances,  im- 
mobilization of  the  part  with  the  injured 
tendon  relaxed  and  the  opposing  one 
stretched  for  a period  of  six  weeks  results 
in  healing  at  the  site  of  rupture  by  fibro- 
sis. 

Contraction  of  the  scar  takes  up  some, 
and  sometimes  all,  of  the  slack  caused  by 
rupture,  operation  for  shortening  being 
necessary  only  when  the  defect  is  suffi- 
cient to  interfere  with  ordinary  work. 

Case  7. — A carton  weighing  approximately  80 
pounds  fell  from  above  the  patient’s  head,  strik- 
ing his  left  ring  finger  upon  the  tip.  Following 
this,  he  experienced  pain  in  the  distal  joint  of  the 
finger  and  was  unable  to  fully  extend  it. 

Examination  showed  tenderness  and  swelling 
over  the  posterior  surface  of  the  terminal  joint  of 
the  left  ring  finger  and  25  per  cent  limitation  of 
extension  of  this  joint.  X-ray  examination  re- 
vealed minute  chip  fractures  of  proximal  ex- 
tremity of  the  posterior  surface  of  the  terminal 
phalanx. 

A diagnosis  was  made  of  the  partial  rupture  of 
the  tendon  at  the  point  of  insertion.  The  ter- 
minal phalanx  of  the  ring  finger  was  hyper- 
extended,  using  the  splint  devised  by  Oppen- 
heimer4  for  six  weeks,  followed  by  two  weeks  of 
physiotherapy . 

Pain  disappeared  during  the  eighth  week. 
Thickening  and  a defect  in  extension,  amount- 
ing to  15  per  cent  of  the  ring  finger,  were  present 
three  months  after  the  accident. 

Aseptic  tenosynovitis  responds  quickly 
to  immobilization,  the  symptoms  dis- 
appearing within  three  to  six  weeks,  rest 
being  obtained  by  any  reasonable  method 
of  splinting,  preferably  of  molded  plas- 
ter. 

When  the  symptoms  are  of  mild  degree 
and  the  occupation  does  not  require  a 
continuance  of  the  manipulation  causing 
the  condition,  partial  immobilization  may 
be  attempted.  Radiation  and  diathermy 
are  often  used  in  conjunction  with  rest, 
but  it  is  doubtful  if  they  are  beneficial. 

Immediately  upon  suspicion  of  infec- 
tion of  a tendon  sheath,  lateral  incisions 
should  be  made  into  the  entire  portion 
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involved.  Care  should  be  exercised  to 
avoid  natural  constricting  bands  and 
joints.  Drains  are  necessary,  preferably 
of  rubber  tissue,  which  is  least  irritating 
to  the  serous  membrane.  The  drains  are 
removed  as  soon  as  their  purpose  has  been 
accomplished,  usually  within  seventy-two 
hours.  The  affected  part  should  be  kept 
constantly  in  a 10  per  cent  solution  of 
Epsom  salt,  and  after  the  first  twenty-four 
hours,  the  inflamed  tendon  should  be 
voluntarily  moved  several  times  every 
four  hours.  These  movements  should  be 
increased  daily  so  long  as  the  infectious 
process  is  subsiding.  Extension  of  the 
process  should  be  promptly  attacked  by 
means  of  adequate  incisions.  When  the 
inflammation  subsides,  the  continuous 
soaks  may  be  replaced  by  a dressing  that 
is  saturated  with  the  same  solution  three 
times  daily.  This  assures  drainage  with- 
out keeping  the  tissues  in  an  abnormal 
medium.  Active  motion  should  be  en- 
couraged. 

Massage  must  be  postponed  until  two 
weeks  after  complete  disappearance  of  the 
inflammatory  signs.  The  treatment  then 
consists  of  infrared  radiation  three  times 
weekly  followed  by  massage  and  active 
and  passive  motion.  Passive  motion 
should  never  be  forced,  but  may  be  used 
to  demonstrate  to  the  patient  the  increase 
in  active  motion  expected  upon  the  next 
observation. 

Case  8. — A point  of  a wire  penetrated  the  an- 
terior surface  of  the  right  middle  finger.  The 
patient  continued  working  without  receiving 
treatment,  and  the  following  day  the  proximal 
phalanx  was  swollen  and  painful.  The  symp- 
toms increased,  forcing  him  to  discontinue  work 
and  to  seek  medical  advice. 

Examination  revealed  a swelling  and  conges- 
tion of  the  proximal  phalanx  of  the  right  middle 
finger  with  limitation  of  motion  of  the  adjacent 
joint  and  exquisite  tenderness  over  the  inflamed 
area. 

Lateral  incisions  were  made  upon  the  proximal 
phalanx  and  a rubber  tissue  drain  inserted  under 
novocaine  block  anesthesia.  Continuous  wet 
dressings  of  Epsom  salt  solution  were  applied  and 
the  drains  were  removed  on  the  third  day.  Wet 
dressings  were  continued  for  four  more  days  and 
then  application  of  infrared  radiation  was  made. 


Massage  was  begun  at  the  end  of  three  weeks  and 
continued  for  one  week. 

The  infection  had  entirely  subsided  in  one 
week,  with  complete  healing  at  the  end  of  two 
weeks.  Residual  thickening  and  slight  limita- 
tion of  motion  was  present  when  the  patient  was 
discharged  but  examination  three  months  later 
revealed  no  schedule  loss. 

Gonorrheal  tenosynovitis  is  a self- 
limited disease,  continuing  until  sufficient 
antibodies  have  been  produced.  These 
have  not  yet  been  artificially  constructed 
and  although  various  forms  of  protein  are 
recommended  for  nonspecific  injection 
therapy,  none  seem  definitely  beneficial. 
The  acute  stage  of  the  disease  seems  to  be 
shortened  by  immobilization  and  occa- 
sionally by  aspiration  of  fluid  if  it  be  ex- 
cessive. If  any  focus,  such  as  arthritis  or 
prostatitis,  is  present  it  should  receive 
appropriate  treatment. 

Physiotherapy,  particularly  heat,  fol- 
lowed by  increasing  active  motion  is 
started  as  soon  as  the  acute  symptoms 
have  subsided.  Massage  may  be  begun 
two  weeks  later,  provided  there  has  been 
no  recurrence.  As  arthritis  is  frequently 
associated,  the  tendency  toward  stiffness 
is  strong,  and  physiotherapy  must  be  in- 
stituted early. 

Case  9. — A door  fell  on  the  patient’s  right  hand 
and  wrist  and  swelling  and  pain  resulted  and 
increased.  Three  days  later  he  visited  a hos- 
pital, where  a diagnosis  of  contusion  and  ganglion 
was  made,  although  no  ecchymosis  was  observed. 
He  visited  another  hospital  a few  days  later  and  a 
diagnosis  was  made  of  tenosynovitis  of  the  right 
hand.  He  was  then  referred  to  a third  hospital, 
the  diagnosis  there  being  cellulitis  with  thenar- 
space  infection.  X-rays  were  reported  negative. 

Examination  twenty-five  days  later  revealed 
thickening,  edema,  and  tenderness  involving  the 
dorsum  of  right  hand,  wrist,  and  fingers.  Only 
10  per  cent  motion  was  possible  in  the  wrist  or 
any  joints  of  the  fingers.  X-ray  examination 
revealed  the  moth-eaten  appearance  of  the  carpal 
bones. 

The  type  of  thickening  and  the  appearance  of 
the  bones  were  sufficient  for  clinical  diagnosis  of 
gonorrheal  tenosynovitis  and  arthritis  involving 
the  extensor  tendons  of  the  hand  and  carpal 
bones.  This  was  later  confirmed  by  a comple- 
ment fixation  test  of  the  blood,  which  was  four 
plus. 
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After  immobilization  in  a splint  for  one  week, 
infrared  radiation  was  applied  and  active  motion 
encouraged.  This  treatment  continued  for  three 
weeks.  The  patient  did  not  return  for  further 
treatment  and  did  not  reply  to  communications. 
He  reported  for  examination  five  and  one-half 
months  later,  having  had  no  treatment  during 
this  time.  Examination  revealed  complete  re- 
turn of  motion  in  all  joints.  An  x-ray  examina- 
tion could  not  be  obtained  at  that  time. 

Subsequent  investigation  proved  that  although 
this  man  was  working  with  other  employees  on 
the  date  of  the  alleged  accident,  none  witnessed 
it,  and  the  man  did  not  report  the  accident  until 
two  days  later. 

The  conservative  treatment  of  tubercu- 
lous tenosynovitis  is  beneficial  only  in  the 
early  stages  of  the  disease.  If  a small 
portion  of  a tendon  is  involved  with  no 
extension  to  surrounding  structures,  it 
should  be  attempted.  This  treatment 
consists  of  absolute  rest  by  means  of  a 
molded  plaster  splint,  associated  with 
the  usual  general  measures  employed  in 
the  therapy  of  tuberculosis.  Many  asso- 
ciated procedures  have  been  used,  but  in 
the  opinion  of  the  writer,  the  only  useful 
local  adjunct  is  the  daily  application  of 
ultraviolet  ray.  Stiffness  of  muscles  and 
tendons  frequently  remaining  after  suc- 
cessful conservative  treatment  shbuld  not 
be  treated,  as  any  irritation  might  re- 
activate the  infectious  process. 

Excision  of  the  pathology  is  indicated 
if  progression  takes  place  during  conserva- 
tive treatment,  or  if  a cure  has  not  been 
obtained  in  this  manner  within  six 
months.  The  objective  of  operative 
treatment  is  complete  removal  of  the 
diseased  tissue  with  sufficient  adjacent 
healthy  tissue  to  include  microscopic  ex- 
tensions. An  excellent  description  of 
surgical  treatment  and  operative  pro- 
cedure has  been  contributed  by  Mason.5 

Following  operation  the  drains  are  re- 
moved within  seventy-two  hours,  the 
sutures  within  twelve  to  fourteen  days, 
and  motions  are  begun  at  this  time  and 
gradually  increased  unless  the  tendons 
have  been  ruptured,  in  which  case  the 
aftercare  is  the  same  as  usual  following 
tendon  repair,  which  is  six  weeks’  immo- 
bilization followed  by  gradually  increas- 


ing physiotherapy  with  no  strain  allowed 
for  at  least  ten  weeks. 

Case  10. — The  patient  fell  and  struck  a point 
one-half  inch  proximal  to  the  knuckle  of  the  mid- 
dle finger  of  his  left  hand  against  a rack.  Swell- 
ing resulted  and  continued  for  six  weeks,  at  which 
time  a globular  mass  appeared.  He  was  told  by 
a physician  that  he  had  a ganglion  and  was  re- 
ferred to  a surgeon  who  removed  the  so-called 
ganglion.  This  surgeon  stated  that  the  ganglion 
was  attached  to  the  sheath  of  the  extensor  tendon 
and  was  a cystic  mass,  but  did  not  describe  its 
exact  appearance.  The  wound  did  not  heal  and 
malignancy  was  suspected. 

The  patient  was  sent  to  a hospital  eight 
months  after  the  accident  and  x-ray  examination 
revealed  a soft  tissue  mass  centered  about  the 
distal  end  of  the  third  metacarpal  bone.  There 
was  diminished  density  and  periosteal  calcifica- 
tion about  the  head  of  the  third  metacarpal. 
X-ray  examination  of  the  chest  at  this  time  re- 
vealed tuberculosis  of  both  lungs.  These  find- 
ings, considered  with  the  clinical  findings,  war- 
ranted a diagnosis  of  tuberculous  tenosynovitis. 

Five  months  later  the  local  process  had  pro- 
gressed and  destroyed  the  proximal  joint  of  the 
middle  finger.  Treatment  had  been  conservative 
until  this  time,  including  the  usual  systemic 
treatment  for  pulmonary  tuberculosis. 

On  account  of  the  continuous  local  progression, 
the  tubercular  process  in  the  hand  was  excised. 
The  wound  did  not  heal  and  two  months  later  the 
patient  died  of  tuberculous  meningitis. 

De  Quervain’s  disease,  unlike  the  other 
fibrous  diseases,  should  be  treated  by 
means  of  immobilization  before  operation 
is  considered.  The  hand  and  forearm 
should  be  placed  in  an  anterior  molded 
splint  with  both  hand  and  thumb  ab- 
ducted. The  splint  is  left  in  place  for  six 
weeks.  It  is  discarded  if  upon  removal 
no  symptoms  are  present,  but  is  replaced 
if  symptoms  of  less  intensity  remain. 
One  author  has  reported  a cure  only  after 
eighteen  weeks  of  immobilization.6 

Operation  is  indicated  if  there  is  no 
improvement  following  immobilization  or, 
if  after  a maximum  of  four  months,  symp- 
toms remain  that  create  sufficient  dis- 
comfort or  inconvenience  to  warrant  loss 
of  time,  expense,  and  the  possibility  of 
slight  stiffness  of  wrist  and  thumb  re- 
sulting from  operation.  The  procedure 
consists  in  removal  of  the  thickened  por- 
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tion  of  the  carpal  ligament  and  tendon 
sheath. 

Case  11. — The  patient  noticed  a gradually  in- 
creasing pain  at  the  base  of  the  left  thumb. 
Three  weeks  later  he  stopped  working  and  a 
physician  applied  an  adhesive  strapping  and 
infrared  radiation.  Pain  diminished  and  he 
returned  to  work  four  months  later. 

Pain  returned  and  radiant  heat  was  again 
applied  but  the  symptoms  persisted.  Two 
months  after  his  return  to  work  thickening  ap- 
peared about  the  radial  styloid  and  motion  of  the 
thumb  was  restricted.  Approximately  three 
months  later  difficulty  was  experienced  in  grasp- 
ing and  holding  objects,  due  to  pain  and  spasm. 

Examination  revealed  an  indurated  fibrous 
mass  on  the  radial  styloid  which  was  not  con- 
tinuous with  the  underlying  bone.  Pain  was  ex- 
perienced upon  manipulation  of  the  thumb  and 
exquisite  pain  experienced  upon  ulnar  flexion 
with  the  thumb  flexed  within  the  palm. 

Approximately  thirteen  months  after  the  onset 
of  the  symptoms  the  man  was  operated  upon  at 
the  Broad  Street  Hospital.  The  constricting 
band  of  dense  fibrous  tissue  was  excised.  Occa- 
sional thumb  motions  were  insisted  upon  each 
day  and  regular  exercises  begun  at  the  end  of  one 
week.  The  man  returned  to  work  one  month 
after  operation  and  when  last  examined,  two 
months  after  operation,  was  symptom-free. 

Other  fibrous  tendon  lesions  are  first 
treated  by  means  of  infrared  radiation, 
vigorous  massage,  active  motion,  and  con- 
trolled passive  motion,  only  a slight  in- 
crease being  attempted  upon  each  visit. 
If  sufficient  malfunction  continues  after 
three  months  to  interfere  with  normal 
work  or  to  cause  discomfort,  or  if  the  in- 
volved joints  are  sufficiently  mobile,  plas- 
tic operation  may  be  attempted.  This  is 
facilitated  by  the  implantation  of  a tube 


of  colloidin,  which  becomes  surrounded 
by  a sheath  of  thin  flat  cells.  The  tube  is 
then  removed  and  the  tendon  may  be 
placed  within  the  new  sheath.7 

Conclusions 

1.  Swelling  of  a tendon  sheath,  partial 
rupture,  and  aseptic  tenosynovitis  are 
best  treated  by  immobilization. 

2.  Furling,  complete  rupture,  and  dis- 
location must  be  corrected  by  operation. 

3.  Gonorrheal  tenosynovitis  is  best 
treated  by  immobilization  during  the 
acute  stage,  with  early  physiotherapy. 

4.  Tuberculous  tenosynovitis  may  be 
first  treated  by  immobilization,  ultra- 
violet radiation,  and  improved  hygiene, 
but  the  entire  process  must  be  removed 
surgically  if  progression  takes  place  or  if 
a cure  is  not  effected  within  six  weeks. 

5.  Immobilization  occasionally  cures 
De  Quervain’s  disease  but  surgical  re- 
moval of  the  constricting  ligament  is  fre- 
quently necessary  for  relief. 

6.  The  other  chronic  fibrous  tendon 
lesions  should  be  treated  by  physio- 
therapy, plastic  repair  being  performed 
only  to  relieve  persistent  discomfort  or 
disability. 

30  East  40th  Street 
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THE  SECRETARY  AT  THE  PHONE 

The  office  secretary  may  help  or  hinder  the 
doctor  in  many  ways,  said  a speaker  before  the 
Michigan  State  Medical  Society. 

Some  of  the  doctor’s  success  in  getting  and 
holding  his  patients  depends  upon  the  manner  in 
which  the  telephone  is  answered.  There  have 
been  cases  where  a patient  calling  for  the  doctor 
is  merely  told,  “The  doctor  is  not  in,”  whereupon 


he  hangs  up  and  may  or  may  not  ever  call  again. 
How  much  better  to  have  said,  “Dr.  Blank  is 
out  right  now  but  I think  I can  reach  him.  Is 
it  anything  urgent?”  A continuation  of  the  con- 
versation very  likely  would  arrange  for  an  ap- 
pointment, or  at  least  a satisfied  feeling  on  the 
part  of  the  patient,  even  though  it  was  neces- 
sary to  wait  some  time  for  the  doctor. 
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The  treatment  of  incomplete  abor- 
tion is  a subject  of  controversy. 
This  is  particularly  true  if  the  patient 
presents  a complicating  febrile  reaction. 
Rather  than  become  involved  in  a com- 
parison of  the  merits  of  opposing  methods 
of  therapy,  this  report  will  outline  the 
form  of  treatment  carried  out,  and  the 
results  obtained,  at  Bellevue  Hospital. 

At  Bellevue  Hospital  the  care  of  pa- 
tients suffering  from  abortions  is  a prob- 
lem of  magnitude.  About  20  per  cent  of 
the  patients  admitted  to  the  Gyneco- 
logical Service  suffer  from  this  condition. 
Previous  to  October  1,  1934,  a conserva- 
tive policy  was  followed  in  their  treat- 
ment. This  consisted  in  the  removal  of 
visible  pieces  of  placenta  by  means  of  the 
sponge  stick,  in  the  use  of  packing  to  con- 
trol hemorrhage  and  to  encourage  com- 
plete expulsion  of  the  sac,  and  bed  rest. 
While  excellent  results  were  obtained, 
prolonged  hospitalization  accompanied 
often  by  uterine  bleeding  and  sometimes 
by  fever,  occurred  in  some  of  the  pa- 
tients. Because  of  this  a more  active 
form  of  therapy  was  adopted  on  October 
1,  1934.  This  treatment  has  been  carried 
out  up  to  the  present  with  few  modifica- 
tions. The  following  outline  illustrates 
the  manner  in  which  these  cases  are 
handled : 

Immediately  upon  admission,  a detailed 
history,  the  results  of  physical  examina- 
tion, a blood  count,  urine  examination, 
and  sedimentation  rate  are  obtained. 
Fever  above  102  F.  is  regarded  as  an  indi- 
cation for  blood  culture,  both  aerobic  and 
anaerobic  media  being  used.  Surgically 
clean  gloves  are  used  in  the  vaginal  ex- 
amination. On  speculum  examination 


any  placental  tissue  that  can  be  seen 
presenting  in  the  cervix  is  removed  with  a 
sponge  stick.  Culture  is  made  on  a blood 
agar  plate.  The  proper  facilities  for 
anaerobic  cervical  cultures  are  not  avail- 
able. If  bleeding  is  excessive,  the  vagina 
is  tightly  packed  with  sterile  gauze.  An 
attempt  is  made  in  each  case  to  classify 
it  as  to  whether  the  abortion  is  complete 
or  incomplete,  febrile  or  afebrile.  In 
patients  with  fever,  a clinical  estimate  is 
made  as  to  whether  the  cause  is  intra- 
uterine or  whether  the  process  has  spread 
past  the  uterus  in  the  form  of  parametri- 
tis, suppurative  thrombophlebitis,  peri- 
tonitis, or  septicemia. 

The  following  day  (twelve  to  twenty  - 
four  hours  later)  the  findings  are  checked 
by  the  resident  gynecologist.  The  result 
of  the  cervical  culture  is  reported.  If 
evidence  is  found  that  the  abortion  is 
incomplete,  with  no  signs  of  extrauterine 
spread  of  infection,  and  these  findings  are 
confirmed  by  one  of  the  visiting  staff, 
a curettage  is  performed.  The  only  cases 
excepted  from  this  routine  are  those  pa- 
tients showing  cervical  cultures  with  a 
predominance  of  hemolytic  streptococci, 
those  showing  evidence  of  extrauterine 
spread  of  infection,  and  those  thought  to 
be  complete  abortions. 

The  consideration  of  the  patient  with 
incomplete  abortion  accompanied  by  fever 
is  the  most  serious  problem  that  is  en- 
countered. It  has  been  traditional  in 
many  institutions  to  avoid  surgical  pro- 
cedures in  such  cases  because  of  the  likeli- 
hood of  spreading  the  infective  process. 
This  stand  is  often  taken  on  the  basis  of 
fever  and  not  on  the  basis  of  fever  to- 
gether with  a consideration  of  general 
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TABLE  1. — Total  Abortions  of  All  Varieties 


1.  Complete  abortions  222 

2.  Left  hospital  A.  O.  R.  Status  undetermined  30 

3.  Hemolytic  streptococcus  palliated  9 

4.  Cases  not  considered  because  of  unusual  features  7 

5.  Incomplete  abortions  without  fever  568 

6.  Incomplete  abortions  with  fever  but  no  evidence 

of  spreading  infection  370 

7.  Spreading  postabortal  infections  42 


and  local  signs.  The  majority  of  patients 
of  this  type  show  evidence  of  retained,  in- 
fected placental  remnants  but  no  evi- 
dence of  spreading  infection.  Evidence  for 
the  latter  is  shown  by  parametrial  thick- 
ening, tenderness,  and  fixation,  or  by  the 
general  condition  of  the  patient.  If  such 
evidence  is  present,  palliative  treatment 
is  instituted  regardless  of  whether  the 
abortion  is  incomplete,  unless  interven- 
tion is  forced  by  excessive  hemorrhage. 
On  the  other  hand,  patients  with  incom- 
plete abortion  and  fever,  presenting  a 
freely  movable  uterus  and  no  parametrial 
thickening  and  tenderness,  are  subjected 
to  curettage.  The  history  of  previous 
instrumentation  is  not  regarded  as  a 
deterrent  to  this  procedure.  However, 
when  the  cervical  culture  is  reported  as 
showing  a predominance  of  hemolytic 
streptococci,  operative  intervention  is 
postponed. 

The  operative  work  has  been  handled 
in  the  main  by  the  house  staff  under  the 
supervision  of  an  attending  gynecologist. 
Each  patient  is  examined  under  anes- 
thesia and  the  findings  are  recorded.  If 
the  uterus  is  found  to  be  larger  than  a 
ten  weeks’  pregnancy,  1 cc.  of  pituitrin 
is  given  and  the  larger  placental  frag- 
ments are  removed  with  a sponge  stick. 
Following  contraction  of  the  myometrium, 
the  cavity  is  curetted,  using  the  sharp 
instrument.  When  the  uterus  is  found  to 
be  smaller,  the  latter  procedure  alone  is 
used.  Packing  is  rarely  necessary  and  is 
used  only  when  profuse  bleeding  occurs 
and  then  only  after  being  certain  that  all 
retained  material  has  been  evacuated. 
When  used  it  is  always  removed  twelve  to 
twenty-four  hours  later. 

These  patients  are  allowed  out  of  bed 
the  next  afternoon  if  the  temperature  re- 
mains 99  F.  or  below.  If  the  tempera- 
ture remains  below  99  F.,  they  are  dis- 


charged on  the  second  or  third  post- 
operative day,  providing  no  contraindica- 
tion is  found  on  the  discharge  examina- 
tion. An  effort  is  made  to  follow  these 
patients.  As  yet  there  have  been  no 
serious  results  after  leaving  the  hospital. 
Two  patients  have  been  readmitted  for  a 
second  curettage  twenty  days  after  dis- 
charge, because  of  continued  bleeding, 
and  additional  placental  tissue  has  been 
removed. 

Having  considered  the  general  scheme 
of  treatment,  we  may  refer  to  1,248  cases 
of  abortion  admitted  to  Bellevue  Hospital 
between  October  1,  1934,  and  July  31, 
1937.  These  occurred  among  6,507  ad- 
missions to  the  Gynecological  Service  and 
comprise  19  per  cent  of  the  total  number 
of  patients  treated  during  this  period. 
As  can  be  seen  from  Table  1,  these  cases 
can  be  divided  into  several  groups. 
Groups  6 and  7 are  those  to  be  chiefly 
considered  and  Group  5 may  be  included 
for  the  sake  of  comparison. 

Group  7 may  be  passed  over  briefly. 
It  consists  of  42  cases  who  showed  clinical 
evidence  of  a spreading  infection.  With 
but  3 exceptions  these  patients  received 
palliative  treatment.  In  2 patients  a 
large  piece  of  placenta  was  removed  be- 
cause of  excessive  bleeding.  In  the  third 
a posterior  colpotomy  was  performed. 
These  patients  were  treated,  with  these 
exceptions,  by  rest,  high  caloric  diet,  and 
transfusions,  repeated  as  frequently  as 
the  blood  picture  indicated.  Ileus,  when 
present  in  the  early  part  of  the  course, 
was  combated  by  suction  drainage  of  the 
stomach,  and  by  the  intravenous  use  of 
fluids.  Fourteen  deaths  occurred  in  this 
group.  Fourteen  of  the  patients  in  this 
group  admitted  intrauterine  manipula- 
tion previous  to  admission. 

Groups  5 and  6 consist  of  938  cases  of 
incomplete  abortion  who  received  active 
surgical  treatment.  In  classifying  the 
postoperative  course  of  these  patients, 
any  temperature  100  F.  or  above,  disre- 
garding the  first  twenty-four  hours  after 
operation,  was  considered  evidence  of 
morbidity.  Group  5 (Table  2)  is  made  up 
bf  5j68  cases  without  fever,  who  were  sub- 
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Fig.  1.  Mrs.  R. — Abortion  induced  with 
catheter.  Admitted  to  hospital  with  fever  101  F. 
and  vaginal  bleeding.  Section  of  curettings 
showed  acute  deciduitis.  Hematoxylin  and 
eosin. 


TABLE  2. — Incomplete:  Abortions  with  No  Evidence 
of  Spreading  Infection  Treated  bv  Curettage 


Incomplete 

abortion 

Number 

of 

Cases 

Afebrile 
P.  O. 

Febrile 
P.  O. 

Morbidity 
P.  O — 
Percentage 

without  fever 
Incomplete 
abortion  fever 

568 

505 

63 

11 

100F.-101.8F. 
Incomplete 
abortion  fever 
102  F.  or 

269 

220 

49 

18 

above 

101 

68 

33 

33 

TABLE  3. — Mortality 


Number 

of 

Clinical  Diagnosis  Cases  Deaths  Percentage 

Spreading  infection  42  14*  33.3* 

Localized  infection  370  3f  0.85 


* Autopsy  finding  revealed  3 cases  in  which  abortion 
was  incidental.  Mortality  can  be  corrected  to  28.2  per 
cent. 

t Autopsy  revealed  one  case  with  unrecognized  per- 
foration of  uterus  and  intestinal  injury. 


Fig.  3.  Mrs.  R. — Section  of  curettings 
(Gram  stain)  showing  numerous  organisms  in 
decidua.  Fever  dropped  promptly  to  normal 
following  curettage. 


Of  145  cases  showing  postoperative  fever,  in  only  24 
did  fever  persist  more  than  four  days. 


Fig.  2.  Mrs.  R. — Section  of  curettings  shojv*-  • 
ing  acute  deciduitis  and  necrosis.  HemaTpxylia*  *. 
and  eosin.  . • • * 


jected  to  curettage.  Of  these,  505  showed 
no  postoperative  morbidity,  while  63  had 
fever  of  100  F.  or  above  for  a varying 
length  of  time,  and  incidence  of  morbidity 
of  11  per  cent.  There  were  no  deaths. 

Group  6 consists  of  370  patients  with 
incomplete  abortions  complicated  by  fever 
but  with  no  evidence  of  spreading  infec- 
tion. This  group  is  subdivided  according 
to  the  severity  of  the  preoperative  fever. 
Two  hundred  and  sixty-nine  of  these  cases 
had  a fever  between  100  and  101.8  F. 
Following  curettage,  220  were  nonmorbid, 
while  49  continued  to  have  a fever  of  more 
than  100  F.  for  a varying  length  of  time. 
This  group  showed  a postoperative  mor- 
bidity of  18  per  cent,  which  is  a fair  re- 
sult considering  that  100  per  cent  were 
morbid  preoperatively.  Finally,  101  pa- 
a,  preoperative  temperature  of 
1#02  Ft.b^afiove.  In  68  the  temperature 
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promptly  dropped  below  100  F.  following 
curettage,  while  in  33  it  remained  above 
this  point.  This  is  a postoperative  mor- 
bidity of  about  33  per  cent,  again  a good 
showing  considering  the  preoperative 
state  of  these  patients. 

Considering  all  the  patients  in  both 


Fig.  4.  Mrs.  G.  J. — Abortion  induced  with 
knitting  needle.  Bleeding  for  3 days.  No  fever. 
Section  of  curettings  showing  acute  deciduitis 
with  necrosis.  Hematoxylin  and  eosin. 

groups  who  showed  a fever  above  100  F. 
following  curettage,  it  was  found  that  in 
only  24  of  the  145  did  the  fever  persist 
above  this  level  after  the  fourth  post- 
operative day.  In  1 patient  the  prolonged 
temperature  was  due  to  rheumatic  fever, 
in  another  to  pyelitis. 

Among  these  patients  were  92  with  a 
history  of  intrauterine  manipulation,  90 
of  whom  ran  a normal  postoperative 
course.  One,  a patient  with  a hemolytic 
streptococcus  infection  curetted  by  error 
before  the  nature  of  the  infection  was 
known,  ran  a typical  septic  course  for  three 
weeks  postoperative. 

Three  deaths  occurred  among  the  febrile 
patients  actively  treated,  representing  a 
mortality  of  0.85  per  cent  (Table  3). 
One  of  these  deaths  occurred  due  to  an 
unrecognized  perforation  of  the  uterus 
with  an  intestinal  injury.  The  other  2 
patients  continued  a septic  course  in 
spite  of  the  removal  of  the  infected  pla- 
centa. 


Fig.  5.  Mrs.  G.  J. — Section  of  curettings 
(Gram  stain)  showing  numerous  organisms  in 
decidua.  No  fever  after  curettage. 

Pathology. — All  fatal  cases  came  to 
autopsy.  The  majority  showed  the  well- 
known  changes  associated  with  a spread- 
ing infective  process  from  a primary  site 
in  the  uterus.  However,  the  findings  in 
3 patients  indicated  that  the  abortion  was 
incidental  to  another  process.  The 
primary  cause  of  death  in  these  cases  was 
found  to  be  in  one  instance,  miliary  tuber- 
culosis, in  the  second,  coronary  throm- 
bosis, while  in  the  third,  bacterial  endo- 
carditis. This  illustrates  the  importance 
of  the  autopsy  in  compiling  accurate 
maternal  mortality  statistics  in  this  com- 
plication of  pregnancy. 

A large  mass  of  material  was  obtained 
from  the  specimens  removed  at  curettage. 
This  is  being  subjected  to  a separate  study 
and  correlation  with  the  clinical  histories. 
Two  classes  of  lesions  were  of  particular 
interest.  One  was  the  early  inflammatory 
lesion,  a few  examples  of  which  are  shown 
(Figs.  1,  2,  3,  4,  and  5).  The  other  find- 
ing was  marked  chorionic  degeneration, 
often  out  of  all  proportion  to  the  duration 
of  the  symptoms  of  the  patient  (Fig.  6). 
This  would  indicate  that  in  many  of  these 
pregnancies,  disintegration  of  the  ovum 
has  taken  place  long  before  evidence  of 
impending  abortion  appears.  Another 
indication  that  this  is  true  is  that  among 
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Fig.  6.  Mrs.  H. — No  history  of  induction. 
Admitted  with  history  of  vaginal  bleeding  for 
eight  hours.  No  fever.  Section  of  curettings 
showing  marked  placental  degeneration.  Fever 
of  101.8-102  F.  on  3rd  and  4th  day  postopera- 
tive. 


the  patients  actively  treated,  176  gave  a 
history  of  bleeding  for  10  days  or  longer 
before  admission.  This  symptom  often 
preceded  the  onset  of  fever  by  days  or 
weeks. 

Bacteriology. — Reviewing  the  results  of 
cervical  culture  (Table  4),  it  was  found 
that  the  incidence  of  those  showing  hemo- 
lytic streptococci  was  2.9  per  cent.  Nine 
of  these  patients  were  subjected  to  curet- 
tage. Four  were  operated  upon  before 
the  results  of  culture  were  known.  One 
had  a severe  postoperative  reaction,  the 
others  recovered.  In  5 cases  these  organ- 
isms were  not  predominant  but  were  pres- 
ent in  mixed  culture.  After  a period  of 
observation  these  patients  were  subjected 
to  curettage  with  no  ill  effects.  Nine 
cases  showing  hemolytic  streptococcus  in 
cervical  culture  were  palliated.  Only  2 
were  seriously  ill.  One  died  of  septicemia. 
One  had  septicemia  but  recovered  under 
treatment  with  sulfanilamide.  The  others 
pursued  a course  that  gave  little  evidence 
to  suggest  the  presence  of  a virulent  organ- 
ism. When  clinical  evidence  of  a severe 
infection  is  present,  hemolytic  streptococci 
are  present  in  pure  culture,  apparently 
overgrowing  all  other  aerobic  organisms. 


TABLE  4. — Cervical  Cultures 


1.  Total  number  622 

2.  Hemolytic  streptococcus  18  (2.9%) 

Treated  by  curettage  9 

Treated  by  palliation  9 

Sulfanilamide  2 

Deaths  1 


3.  Remaining  cultures  showed  large  vari- 
ety of  organisms — usually  mixed 
infection 


It  is  probable  that  some  of  these  positive 
cultures,  particularly  those  showing  a 
mixed  infection,  represent  an  a virulent 
strain.  The  technical  assistance  neces- 
sary to  prove  this  point  was  not  avail- 
able. The  remaining  cultures  showed  a 
variety  of  organisms,  a mixed  culture 
usually  being  present.  Those  commonly 
found  included  B.  coli,  streptococcus 
viridans,  staphylococcus,  diphtheroids, 
and  indifferent  streptococci.  No  special 
study  was  made  on  these  cultures.  An- 
aerobic cultures  were  not  carried  out. 
These  findings  are  of  interest  in  empha- 
sizing the  fact  that  sulfanilamide  therapy 
can  give  us  little  help  in  combating  this 
type  of  infection. 

Etiology. — Of  the  entire  group,  an  in- 
dication was  given  in  the  history  as  to  a 
possible  cause  for  the  abortion  in  351 
instances.  In  117  the  factor  was  trau- 
matic, such  as  a kick,  blow,  fall  downstairs, 
etc.  In  108  induction  by  means  of  some 
drug  was  admitted.  In  126  actual  me- 
chanical interference  was  a factor.  Many 
of  the  patients  presenting  incomplete 
abortions  with  fever  resolutely  denied 
any  interference.  While  many  of  these 
patients  may  have  been  withholding  the 
truth  as  to  the  origin  of  their  abortion, 
nevertheless  the  author  believes  that 
infection  of  an  early  pregnancy  or  of  an 
incomplete  abortion  can  take  place  spon- 
taneously. This  is  impossible  to  prove  on 
patients  who  present  themselves  for  the 
first  time  with  vaginal  bleeding  and  fever. 
However,  2 patients  have  been  seen  this 
year  who  developed  spontaneous  infections 
of  early  pregnancies  while  under  medical 
observation  (Chart  I).  In  both,  disinte- 
gration of  the  ovum  probably  preceded 
the  onset  of  infection.  In  both  cases  the 
fever  immediately  subsided  following 
curettage. 
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Name. W Ward  Bed  No.  History  No. 


Chart  I.  Mrs.  H.  R.  Under  medical  supervision  from  beginning  of  pregnancy.  Began 
to  have  dark  bloody  discharge  at  6th  week.  Corpus  luteum  hormone  administered.  Chills 
and  fever  at  10th  week.  Prompt  recovery  following  curettage.  Apparent  spontaneous  infec- 


tion of  early  pregnancy  (dead  ovum?). 

Hospitalization 

During  the  first  year  of  active  treat- 
ment of  incomplete  abortions,  the  average 
stay  for  all  patients  treated  by  curettage 
was  7.5  days.  During  the  succeeding 
twenty-two  months  the  average  hospital 


stay  was  reduced  to  6.9  days.  The  aver- 
age postoperative  stay  excluding  the  day 
of  operation  was  2.9  days.  It  can  be 
seen  that  hospitalization  can  be  consider- 
ably reduced  by  more  efficient  preopera- 
tive handling  of  these  patients.  These 
figures  include  8 cases  of  postoperative 
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Chart  II 


parametritis  with  consequent  prolonged 
hospitalization.  The  longest  of  these  en- 
tailed a total  stay  of  fifty- three  days. 
Also  included  are  2 instances  of  perfora- 
tion of  the  uterus  at  the  time  of  curet- 
tage. These  patients  recovered  un- 
eventfully after  a laparotomy  and  a re- 
pair of  the  uterine  laceration. 

Mortality. — The  mortality  for  the  en- 
tire group  is  1.2  per  cent.  Eliminating 
the  3 eases  who  at  autopsy  showed  other 
reasons  for  death,  the  mortality  may  be 
corrected  to  1.1  per  cent.  This  compares 
most  favorably  with  the  mortality  at 
Bellevue  Hospital  due  to  abortions  from 
1920  to  1933  when  extreme  conservatism 
in  treatment  was  practiced.  In  this  time 
there  were  7,184  abortions  with  107 
deaths,  a mortality  of  1.48  per  cent. 


The  following  are  fairly  typical  ex- 
amples of  the  clinical  course  of  cases  re- 
ceiving active  treatment,  the  charts  show- 
ing the  temperature  and  pulse  in  these 
patients. 

Case  Reports 

Mrs.  K.  D.  (Chart  II)  aged  42;  para  4, 
gravida  5.  Entered  hospital  complaining  of 
chills,  fever,  cramps  in  lower  abdomen,  and  slight 
vaginal  bleeding  in  the  third  month  of  preg- 
nancy. Symptoms  followed  repeated  introduc- 
tion of  catheter  into  uterus.  No  evidence  of 
spreading  infection.  Cervical  culture  negative 
for  hemolytic  streptococcus. 

Mrs.  M.  M.  (Chart  III)  aged  21;  para  3, 
gravida  4.  Entered  hospital  complaining  of 
chills,  high  fever,  and  slight  vaginal  bleeding. 
These  symptoms  followed  repeated  introduction 
of  catheter  into  uterus  in  second  month  of  preg- 
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nancy.  Cervical  culture  showed  50  per  cent 
streptococcus  viridans,  50  per  cent  staphylo- 
coccus aureus.  No  evidence  of  spreading  infec- 
tion. 

Mrs.  A.  K.  (Chart  IV)  aged  19;  para  0, 
gravida  1.  Entered  hospital  complaining  of 
fever  and  slight  bleeding  following  introduction 
of  catheter  into  the  uterus  in  seventh  week  of 
pregnancy.  Cervical  culture  showed  diph- 
theroids and  gram-positive  bacilli.  No  evidence 
of  spreading  infection. 

Mrs.  D.  Z.  (Chart  V)  aged  30;  para  2,  gravida 
4.  Admitted  to  hospital  complaining  of  chills, 
fever,  and  vaginal  bleeding  in  third  month  of 
pregnancy.  Duration  two  days.  Followed  re- 
peated introduction  of  catheter.  No  evidence 
of  spreading  infection.  Cervical  culture  nega- 
tive for  hemolytic  streptococcus.  Blood  culture 
reported  positive  on  day  after  discharge  for 
anaerobic  streptococci. 

Mrs.  G.  S.  (Chart  VI)  aged  27;  para  1, 


gravida  4.  Admitted  to  hospital  complaining 
of  chills  and  fever  for  past  sixteen  hours,  pain 
in  lower  abdomen  for  twenty-four  hours,  slight 
bleeding  for  eleven  days.  Symptoms  followed 
insertion  of  catheter  into  uterus  on  five  occa- 
sions in  second  month  of  pregnancy.  Cervical 
culture  negative  for  hemolytic  streptococci.  No 
evidence  of  spreading  infection. 

Mrs.  F.  M.  (Chart  VII)  aged  24;  para  2, 
gravida  5.  Entered  hospital  complaining  of 
vaginal  bleeding  and  fever.  Pregnancy  two  and 
one-half  months.  Denied  interference.  History 
of  falling  downstairs.  Cervical  culture  showed 
no  hemolytic  streptococci.  No  evidence  of 
spreading  infection.  Postoperative  blood  cul- 
ture positive  for  anaerobic  streptococci. 

The  principle  behind  the  nonoperative 
treatment  of  all  incomplete  abortions 
complicated  by  fever  is  based  upon  the 
danger  of  breaking  down  a wall  of  resist- 
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ance — the  leukocytic  wall  of  Bumm — 
and  allowing  the  infection  to  become  wide- 
spread. Obviously,  from  these  results, 
this  principle  does  not  hold  true  in  a large 
majority  of  carefully  selected  cases.  It 
is  necessary  to  gain  a different  concept  of 
this  condition.  This  concept  is  not  new 
but  rather  a return  to  an  older  one.  It 
can  best  be  illustrated  by  considering  the 
postpartum  uterus.  It  is  a generally 
accepted  fact  that  the  postpartum  uterus 
at  term  becomes  contaminated  with 
organisms  within  a few  days  of  delivery. 
Providing  the  uterus  is  free  of  all  secun- 
dines,  this  contamination  is  tolerated  with- 
out clinical  symptoms  in  the  majority  of 
patients.  The  organisms  are  disposed 
with  as  the  endometrium  regenerates, 
and  by  the  end  of  about  the  fourteenth 
day  postpartum  the  uterine  cavity  again 
becomes  sterile.  On  the  other  hand, 
should  fragments  of  membrane  or  pla- 
centa remain  in  the  uterus,  the  picture 
changes.  Such  patients  often  become 
febrile  and  have  a profuse,  foul  lochia. 


Apparently  the  presence  of  necrotic  rem- 
nants of  the  ovum  favors  the  growth  of 
these  relatively  a virulent  organisms.  Fe- 
ver drops  promptly  to  normal  following 
the  expulsion  of  these  fragments.  On  the 
other  hand,  should  this  process  continue 
uninterrupted,  it  is  possible  that  these 
organisms  may  gain  virulence,  become 
invasive,  and  cause  serious  consequences. 
We  feel  that  we  have  seen  such  cases. 
If  such  a process  follows  full-term  delivery 
how  often  must  it  follow  early  abortion 
in  which  retention  of  fragments  of  the 
ovum  is  more  frequent?  In  addition, 
interference  with  unavoidable  contamina- 
tion of  the  uterine  contents  with  exoge- 
nous organisms  is  much  more  frequently 
encountered  in  early  pregnancy.  Fortu- 
nately in  these  cases  the  organisms  in- 
troduced are  often  not  of  a rapidly  in- 
vasive character.  The  prompt  evacua- 
tion of  such  material  removes  a focus  of 
infection,  and  allows  the  healthy  viable 
uterine  tissues  to  dispose  of  the  remainder 
of  the  contaminating  organisms.  This  is 


July  1,  1939]  INCOMPLETE  ABORTION  COMPLICATED  BY  FEVER 


1283 


DEPARTMENT  OF  HOSPITALS  ***** 

r-\  y HOSPITAL  Hmmrr  N»^_ 

Nuae  Zr  . Drviaioa  Word . 


believed  to  be  the  explanation  of  the 
results  we  have  obtained. 

Conclusions 

1.  Spreading  infections,  associated 
with  incomplete  abortions,  may  occur 
early,  due  to  the  presence  of  a virulent, 
invasive  organism  such  as  the  human 
strain  of  hemolytic  streptococcus. 

2.  Similar  spread  of  infection  may 
take  place  late  in  the  course  of  this  proc- 
ess due  to  an  increasing  virulence  of  or  a 
decreasing  resistance  to  a relatively  aviru- 
lent  organism  such  as  the  anaerobic 
streptococcus.  Continued  blood  loss  can 
be  considered  as  one  generally  accepted 
factor  in  the  lowering  of  resistance. 


3.  In  the  majority  of  instances  of 
incomplete  abortion  with  fever  the  proc- 
ess appears  to  be  limited  largely  to  the 
uterine  cavity  (9-1). 

4.  The  infecting  organisms  are  rela- 
tively avirulent  in  a majority  of  instances. 
Absence  of  clinical  signs  of  spread  and 
bacteriologic  study  offer  the  strongest 
evidence  as  to  the  relative  harmlessness  of 
organisms. 

5.  In  such  patients  in  the  absence  of 
virulent  organisms,  particularly  the  hemo- 
lytic streptococcus,  the  uterus  may  be 
evacuated  thoroughly  with  a sharp  curette 
with  little  danger  to  the  patient.  This 
procedure  results  in  the  large  majority 
of  instances  in  a rapid  disappearance  of 
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fever  and  a minimum  of  serious  after- 
effects. 

Discussion 

Dr.  Harvey  B.  Matthews,  Brooklyn — Times 
are  changing.  We  are  passing  through  the  most 
trying  time  in  the  history  of  our  country.  Never 
in  our  150  years  of  existence  have  great  masses 
of  our  people  had  to  struggle  as  hard  for  a liveli- 
hood. It  is  not  surprising  therefore  that  preg- 
nancy is  not  wanted  and  that  the  problem  of 
abortion  constitutes  one  of  the  major  causes  of 
maternal  mortality.  If  we  could  control  the 
abortion  problem  we  could  reduce  our  maternal 
mortality  by  about  20  per  cent;  to  say  nothing 
of  the  morbidity — temporary  and  permanent — 
which  follows  in  those  who  do  not  actually  die. 
It  is  a tremendously  important  problem. 

There  are  two  ways  to  approach  the  reduction 
of  the  incidence  of  abortion,  viz.:  (1)  education 

of  the  public  in  sane  contraceptive  methods; 


and  (2)  a better  understanding  by  the  profession 
of  the  pathology  and  management  of  abortions, 
especially  the  incomplete  type  accompanied  by 
fever. 

As  to  the  first  proposition,  we  shall  not  discuss 
it  at  this  time.  It  would  be  out  of  place.  I 
must  say,  however,  that  I believe  intelligent 
contraception  or  birth  control,  call  it  what  you 
will,  is  the  most  important  means  of  reducing 
the  incidence  of  abortion — and  I am  still  old- 
fashioned  enough  to  believe  that  “an  ounce  of 
prevention  is  worth  a pound  of  cure.” 

As  to  the  second  proposition,  I think  Dr. 
Studdiford  is  on  the  right  track.  We  can  agree 
with  all  he  has  said  regarding  the  management 
of  abortions,  until  we  reach  the  group  of  incom- 
plete abortions  with  fever.  Here,  also,  we  are 
often  partially  in  agreement,  for  we  do  evacuate 
the  retained  secundines,  even  in  the  presence  of 
fever,  if  the  cervical  os  is  open  and  we  can  enter 
the  uterine  cavity  without  dilatation  of  the 
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cervix.  I say  we  evacuate  the  uterine  content, 
with  finger  or  forceps — never  with  curette — and 
most  certainly  not  with  a sharp  curette,  as  Dr. 
Studdiford  recommends.  Again,  I am  old- 
fashioned  enough  to  believe  that  “nature  is  a 
pretty  good  doctor” — often  more  successful  than 
mere  man.  It  is  true  that  man  can  often  aid 
nature  in  her  protective  and  reparative  work 
and  it  is  also  true  that  man  can  “break  down” 
the  protective  barriers  of  nature  and  thereby 
cause  more  harm  than  good.  Postabortal  in- 
fection is  a wound  infection  and  hence  is  a 
localized  infection.  Nature  throws  out  a pro- 
tecting zone  of  resistance— the  leukocytic  wall 
of  Bumm — and  when  this  is  broken  down  the 
infection  becomes  widespread.  This  I believe 
is  true.  It  is  also  true  that  we  may  have  an 
avirulent  strain  of  bacteria  and  still  have  high 
fever,  in  which  case  I think  evacuation  of  the 
retained  secundines  is  entirely  in  order.  But 
never  curettage,  especially  with  the  sharp  curette. 
I think  this  is  distinctly  bad  practice.  We  are 
not  all  in  as;  fortunate  a position  as  Dr.  Studdi- 
ford, and  hence  we  cannot  have  the  bacteriology 
done  as  he  has  it  done.  Consequently,  for  fear 
we  may  have  a hemolytic  streptococcic  infection 
as  the  cause  of  the  fever  we  prefer  to  treat  this 
type  of  case  conservatively.  We  must  be  prac- 


tical and  use  good  common  sense  when  there  is 
no  laboratory  to  guide  us. 

The  mortality  rate  of  Dr.  Studdiford’s  series 
of  cases  was  1.1  per  cent.  The  preceding  group 
of  cases  at  Bellevue  Hospital — 1920  to  1933— 
treated  by  extreme  conservatism,  was  1.48  per 
cent.  Not  enough  difference  to  quarrel  about. 
However,  Dr.  Studdiford’s  cases  did  not  require 
nearly  as  many  days  in  the  hospital,  which  cer- 
tainly is  important  nowadays. 

In  conclusion,  I would  like  to  compliment  Dr. 
Studdiford  on  this  investigation.  He  has 
“started  something”  that  has  great  potentialities 
for  the  better  management  of  abortions.  For 
the  present,  at  least,  I cannot  agree  that  the 
incomplete  type  of  abortion  with  fever,  101  F. 
or  higher,  should  be  curetted  with  a sharp  curette. 
There  may  be  an  occasional  case  that  we  have 
handled  from  the  beginning  of  the  abortion  and 
know  fairly  certainly  that  there  is  no  active 
infection  present  that  we  would,  in  fact  do, 
empty  out,  but  not  with  the  sharp  curette.  We 
evacuate  with  placentae  forceps  or  finger  or 
occasionally  a thick,  dull  curette.  Furthermore,  I 
do  not  think  it  is  good  teaching  for  residents, 
interns,  and  students,  for  much  harm  and  many 
deaths  could  accrue  from  routine  curettage  with 
a sharp  curette  in  the  hands  of  those  less  trained 
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than  Dr.  Studdiford.  I heartily  agree  that  those 
cases  with  spreading  parametritis  and/or  peri- 
tonitis, particularly  of  streptococcal  origin, 
should  be  treated  conservatively. 

Dr.  Thomas  C.  Peightal,  M.D.,  New  York 
City — Doctor  Studdiford  has  wisely  chosen  only 
to  report  the  method  by  which  for  three  years  he 
and  his  associates  at  Bellevue  Hospital  have  been 
treating  incomplete  abortion,  and  to  emphasize 
the  advantages  of  operative  interference  to  the 
group  of  patients  so  treated  rather  than  to  revive 
here  the  age-old  controversy  as  to  the  merits  of 
a conservative  or  radical  therapy.  I feel,  there- 
fore, that  in  discussing  his  paper  I too  must  side- 
step this  controversy  and  appraise  his  contribu- 
tion to  this  program  solely  on  the  method  of 
treatment  it  offers. 

A glance  at  the  literature  of  the  past  three 
years  will  show  that  since  the  work  of  Schwarz 
in  St.  Louis  many  clinics  have  undertaken  a more 
active  operative  treatment  of  abortion  with 
results  which  are  equal  to,  and  in  some  instances, 
better  than  the  figures  shown  in  those  series 
treated  with  great  conservatism.  Doctor  Stud- 
diford’s  study  is  an  outstanding  example. 

During  the  past  six  years  on  the  Gynecological 
Service  of  the  Roosevelt  Hospital  we  have  treated 
355  abortions,  of  which  1 1 per  cent  were  regarded 
as  truly  septic  and  which  under  conservative 
measures  showed  a mortality  rate  of  13  per  cent. 
Of  the  remaining  325  cases,  75  per  cent  were 
evacuated  by  careful  curettage,  and  in  25  per 
cent  the  abortion  was  sufficiently  complete  to 
warrant  palliative  measures  only.  We  were 
fortunate  enough  to  have  no  deaths  in  this  latter 
group  so  that  the  uncorrected  mortality  for  the 
total  series  was  1.3  per  cent.  The  above  figures 
definitely  place  our  clinic  among  those  in  which 
active  surgical  treatment  of  abortion  is  prac- 
ticed. 

Doctor  Studdiford’s  paper  brings  out  many 
points  that  merit  emphasis.  The  necessity  of 
doing  cervical  or  uterine  cultures  by  both  the 
aerobic  and  anaerobic  methods  is  imperative  if 
one  undertakes  active  surgical  treatment  of 
febrile  cases.  It  is  only  by  this  means  that  one 
can  successfully  avoid  curetting  that  small  but 
unfavorable  group  in  which  the  hemolytic 
streptococcus  is  the  predominating  organism 
and  which  should  at  all  times  receive  conserva- 
tive therapy.  In  those  series  in  which  careful 
bacteriologic  findings  have  been  recorded,  only 
from  1 to  3 per  cent  have  shown  the  hemolytic 
streptococcus,  while  in  the  total  cases  showing 
positive  cultures,  about  90  per  cent  have  or- 
ganisms of  the  anaerobic  type. 

Another  important  point  emphasized  is  that 


fever  alone  does  not  contraindicate  emptying  the 
uterus,  for  fever  in  most  cases  is  due  to  degenerat- 
ing products  in  the  cavity  and  less  often  to  a 
real  extrauterine  spread  of  infection.  To  be 
able  to  separate  these  two  groups  clinically  is 
the  crux  of  the  success  of  Doctor  Studdiford’s 
therapy.  In  a well-organized  clinic  by  the 
methods  he  mentions  this  can  be  done  accurately, 
but  in  the  hands  of  less  experienced  men,  or 
where  less  care  is  used  in  making  this  differentia- 
tion, active  evacuation  of  the  uterus  in  febrile 
cases  may  become  a very  dangerous  procedure. 

The  use  of  oxytocics  before  curetting  the 
abortions  above  ten  weeks’  size  helps  in  saving 
blood  loss  and  keeps  the  use  of  packing  to  a 
minimum. 

To  allow  patients  out  of  bed  the  day  following 
curettage  has  seemed  to  do  no  harm  in  this  series. 
We  have  kept  our  cases  in  bed  three  to  four 
days. 

Doctor  Studdiford’s  results  in  the  various 
groups  are  worthy  of  note.  In  Group  5,  where 
568  cases  without  fever  were  curetted,  the  show- 
ing of  only  11  per  cent  morbidity  and  no  deaths, 
even  though  many  of  these  cases  must  have  had 
previous  intrauterine  manipulation,  speaks  for 
the  safety  of  this  therapy.  In  Group  6,  of  370 
cases  all  having  fever  over  100  F.,  it  is  remark- 
able to  note  that  in  269  with  temperature  be- 
tween 100  and  101.8  F.,  80  per  cent  became 
afebrile  after  evacuation  of  the  uterus,  and  that 
in  101,  where  the  temperature  was  102  or  over, 
67  per  cent  became  afebrile  when  so  treated. 
The  patients  of  Group  6 receive  most  benefit 
from  active  treatment,  for  many  would  remain 
morbid,  no  doubt,  a longer  time  until  the  uterine 
contents  would  be  autolyzed.  This  study  of 
these  cases  helps  to  allay  the  usual  fear  of  in- 
vading a uterus  in  which  there  is  a history  of 
previous  intrauterine  manipulation,  for  out  of 
92  such  cases  running  a febrile  course,  90  showed 
no  morbidity  after  evacuation.  Here  again  it  is 
important  to  emphasize  that  one  must  rule  out 
the  hemolytic  streptococcus  by  preoperative 
cultures.  The  fact  that  only  3 deaths  occurred 
in  all  the  370  febrile  cases  curetted — a mortality 
of  0.85  per  cent — should  be  noted.  It  is  evi- 
dence of  the  care  and  skill  used  in  differentiating 
the  nonseptic  from  the  septic  cases  and  of  con- 
fining active  measures  strictly  to  the  former 
group.  The  bacteriologic  studies  and  the  num- 
ber of  days  of  hospitalization  (6.9)  compare 
favorably  with  similar  series  recently  reported, 
and  the  total  mortality  rate  of  1.1  per  cent  is 
not  only  better  than  in  most  reported  groups 
treated  conservatively,  but  is  the  best  of  any 
actively  treated  series  I have  found. 

Doctor  Studdiford  establishes  his  conclusions 
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that  90  per  cent  of  febrile  abortions  are  not  truly 
septic,  and  that  operative  interference  in  these 
cases  is  safe,  shortens  hospitalization,  and  in 
some  instances  may  prevent  a late  spread  of 
infection.  He  proves  his  contention  that  the 
sharp  curette  will  not  spread  infection  but  he 
does  not  tell  us  how  much  permanent  damage  it 
may  do  to  a regenerating  endometrium  which 
must  prepare  itself  for  future  pregnancies. 
Most  gynecologists,  in  curetting  abortions  for 
bleeding,  have  seen  instances  in  which  subse- 
quent menstruation  has  been  seriously  impaired 
by  overcurettage,  and  varying  degrees  of  second- 
ary sterility  have  resulted.  The  sharp  curette  is 
necessary  to  remove  adherent  placental  frag- 
ments in  many  cases,  but  I believe  its  use  should 
be  limited  to  this  indication  only  and  then  great 
caution  should  be  observed  to  avoid  excessive 
depletion  of  the  endometrium. 

It  would  seem  to  me  that  the  most  valid 
criticism  that  can  be  leveled  at  those  of  us  who 


practice  more  or  less  active  operative  treatment 
in  incomplete  abortion  is  not  along  the  line  of 
spread  of  infection,  for  the  statistics  from  Doctor 
Studdiford’s  group,  from  our  group,  and  from 
others  in  the  literature  confirm  the  safety  of  such 
a procedure.  Rather  this  valid  criticism  con- 
cerns the  permanent  damage  that  may  result  to 
the  endometrium  by  sharp  curettage  and  the 
subsequent  effect  this  damage  may  have  on 
future  fertility.  Until  we  re-study  our  cases  with 
sufficient  follow-up  to  know  what  effect  sharp 
curettage  has  on  subsequent  menstruation,  we 
are  overlooking  a possible  detrimental  effect  far 
more  important  than  the  danger  of  spread  of 
infection  and  which  may  well  outweigh  any 
advantage  gained  in  shortening  the  period  of 
incapacity  from  abortion.  Active  surgical  inter- 
ference in  incomplete  abortion  can  be  said  to  be 
fully  justified  only  if  it  decreases  the  mortality 
and  if  it  does  not  increase  the  likelihood  of 
secondary  sterility. 


TRANSFUSION  SYPHILIS 

The  rather  disquieting  statement  that  “the 
performance  of  a blood  transfusion  without 
previous  physical  examination  and  a blood  test 
for  syphilis,  although  plenty  of  time  in  which  to 
do  them  is  usually  available,  seems  to  be  a com- 
mon practice,”  is  made  in  the  New  England 
Journal  of  Medicine  by  Francesco  Ronchese, 
M.D.,  dermatologist  at  the  Rhode  Island 
Hospital  at  Providence.  Patients  who  have 
given  blood  for  transfusion  have  told  him  they 
never  had  a blood  test,  and  he  adds  that  “if 
this  subject  is  brought  up  in  private  conversa- 
tion among  doctors,  it  is  generally  admitted  that 
everyone  knows  of  transfusion  syphilis,  but 
there  is  an  evident  desire  to  avoid  having  the 
fact  become  public.” 

He  quotes  a survey  of  hospitals  by  Levine 
and  Katzin,  reported  in  the  J.A.M.A.,  where 
136  out  of  350  replying  did  not  answer  the 
question  if  a test  for  syphilis  was  made  before 
transfusion,  and  91  stated  that  such  tests  were 
regularly  omitted,  reliance  being  placed  on  a 
routine  test  given  every  six  months.  He  con- 
tinues : 

“Syphilis  from  transfusion  is  unquestionably  a 
most  deplorable  accident.  That  there  should  be 
such  a large  number  of  cases,  a fact  which  is  not 
published  but  is  well  known,  is  without  justifica- 


tion. As  is  true  of  syphilis  contracted  in  other 
ways,  the  eradication  of  transfusion  syphilis  is 
impossible,  but  its  frequency  can  undoubtedly 
be  reduced  to  a minimum.  To  this  end,  all  cases 
should  be  punctiliously  reported  instead  of  being 
consigned  to  a pious  oblivion.  Health  authorities 
should  give  wide  publicity  to  such  cases  among 
the  members  of  the  medical  profession,  and 
should  warn  them  periodically  of  the  possi- 
bility of  transfusion  syphilis,  reminding  them  that 
even  the  existence  of  an  emergency  is  not  a 
valid  excuse  for  their  occurrence,  since  a Kline 
microscopic  test  can  be  done  in  an  hour  and  a 
Hinton  test  in  one  and  a half  hours.  Those  in 
charge  of  operating  rooms  should  be  requested 
to  keep  in  view  and  attached  to  transfusion 
apparatus  reminders  such  as  the  following: 
‘Have  the  donor  and  the  recipient  been  given  a 
blood  test  for  syphilis  today?  Has  the  donor 
been  questioned  and  carefully  examined  for 
syphilitic  manifestations?’ 

“Just  as  on  the  highway  good  brakes  and 
proper  operation  of  an  automobile  represent  a 
very  small  accident  hazard,  so  a properly  per- 
formed blood  transfusion  should  represent  a 
minimum  hazard.  Accidents  will  happen,  but 
they  should  be  limited  to  cases  where  it  is  im- 
possible to  avoid  them.” 
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With  extreme  rarity  a localized  tuber- 
culous process  in  the  spleen  will 
progress  into  a large  infectious  splenic 
tumor  causing  a septic  state  from  toxic 
absorption,  a focus  for  the  dissemination 
of  tubercle  bacilli,  and  blood  changes  of 
splenic  dysfunction.  Left  alone  the  pa- 
tient dies;  splenectomy  results  in  cure. 
Such  a case  is  the  following: 

A.  C.,  a 30-year-old  colored  housewife 
was  admitted  to  the  Fourth  Medical  Di- 
vision of  Bellevue  Hospital  (Dr.  Charles 
H.  Nammack,  Director)  on  March  26, 
1935,  complaining  of  pain  in  the  ab- 
domen, headache,  cramps  in  the  legs, 
fever,  sweats,  loss  of  appetite,  loss  of 
weight,  and  marked  weakness.  The 
above  symptoms  developed  gradually 
after  the  birth  of  her  last  child  nine  months 
previously.  Gestation  was  normal,  but 
delivery  was  difficult  and  prolonged,  re- 
quiring the  use  of  forceps.  Postpartem 
hemorrhage  was  counteracted  by  a trans- 
fusion of  500  cc.  of  her  husband’s  blood. 
Her  condition  grew  progressively  worse 
so  that  three  months  after  delivery  she 
became  almost  completely  bedridden. 

At  this  time  the  abdominal  pain  was  con- 
centrating in  the  left  upper  quadrant, 
and  the  patient  noticed  a mass  in  this 
region.  At  this  time  also  bleeding  from 
the  gums  appeared  and  was  profuse  and 
uncontrollable. 

The  patient  was  born  in  Mississippi 
and  lived  in  New  York  for  the  past  fifteen 
years.  She  was  married  seven  years. 

In  1918  she  had  influenza,  in  1928  her 
tonsils  were  removed,  and  in  1929  she 
had  a spontaneous  abortion  followed  by 
dilatation  and  curettage. 

The  appearance  of  the  patient  on  ad- 
mission was  that  of  an  extremely  emaci- 
ated and  septic  young  negress.  Blood 
drooling  from  the  mouth  was  due  to  ooz- 
ing from  the  margins  of  nonulcerated 
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gums.  The  head  and  neck  were  normal. 
No  hemorrhages  were  seen  in  the  fundi 
oculi.  There  was  a toxic  tachycardia. 
No  abnormal  signs  were  elicited  in  the 
chest. 

The  left  upper  part  of  the  abdomen 
was  elevated  by  an  enlarged  spleen  which 
extended  to  the  umbilicus  and  over  to  the 
midline.  Its  edge  was  somewhat  rounded, 
its  surface  smooth,  firm,  and  slightly 
tender,  and  its  notch  could  be  distinctly 
made  out.  Splenic  dullness  extended 
upward  to  the  seventh  rib  in  the  axilla. 

The  liver  was  diffusely  enlarged,  the 
lower  border  extending  three  fingers’ 
breadth  below  the  costal  margin.  It  was 
distinctly  tender.  Only  a few  shotty 
lymph  nodes  in  the  groin  were  palpable. 
There  were  no  neuro-organic  signs. 
Laboratory  Data. — 

Blood  Pressure — 100/80;  Temperature — irregu- 
larly remittent  around  102  F. 

Urine:  albumin  trace,  microscopic  negative, 

urobilinogen  negative 
Blood  Count: 

R.B.C.— 2,900,000 
Hgb. — 69  per  cent 
Platelets— 50,000 
W.B.C.— 4,000 

Polymorphonuclears — 70  per  cent 
Malarial  parasites  not  found  after  adrenalin  in- 
jection 

Bleeding  time — 20  minutes 
Clotting  time — 8 minutes 
Retractile  clot — 2 hours 

Wassermann — negative;  icteric  index — 4;  Van 
den  Bergh  direct  and  indirect — negative 
Nonprotein  nitrogen — 32 
Sugar — 95 
Cholesterol — 200 
Seralbumin — 3.3 
Calcium — 14.6 
Phosphorus — 3 . 1 
Ser  globulin — 2.5 

Fragility  of  red  cells:  hemolysis  began  at  0.45, 
complete  0.3  control  hemolysis,  normal  curve 
complete  0.25 
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Sugar  Tolerance — normal  curve 
Congo  Red — 84  per  cent  of  dye  recovered  at  end 
of  one  hour 

Gastric  analysis — free  HC1 — low 
Stools — negative  for  ova  or  parasites;  no  occult 
blood — repeated  examinations 
Glycogen — Best  stain  negative 
Widal — negative:  blood  cultures — aerobic  and 
anaerobic — repeatedly  negative 
B.  Melitensis — positive  1-40,  negative  1-80 — 
repeatedly 

Tularemia — negative 

X-ray  Studies. — The  lungs  were  nor- 
mal. There  were  no  osseous  changes; 
no  calcification  in  the  region  of  the  spleen 
or  abdominal  lymph  nodes.  The  stom- 
ach was  displaced  to  the  right,  and  the 
splenic  flexure  (Fig.  1)  downward  by  the 
splenic  tumor. 

The  working  diagnosis  at  this  time  was 
infectious  splenitis  and  hepatitis.  The 
fever  was  ascribed  to  toxic  absorption  and 
the  blood  changes  to  splenic  dysfunction. 
There  was  inadequate  evidence  for  ma- 
laria, Hodgkin’s  disease,  Gaucher’s  dis- 
ease, cirrhosis  of  the  liver  with  spleno- 
megaly, recituloendotheliosis,  schistoso- 
miasis, amyloid  disease,  Gierke’s  disease, 
thrombosis  of  splenic  vein,  etc. 

One  month  after  admission,  i.e.,  ten 
months  after  the  onset  of  symptoms,  a 
large,  soft  lymph  node  appeared  in  the 
left  inguinal  region.  This  was  removed 
for  biopsy  and  the  histopathologic  diagno- 
sis reported  by  Dr.  Douglas  Symmers  was 
tuberculous  adenitis:  “Distorted  lymph 
node  architecture  with  numerous  small 
discrete  and  conglomerate  circular  col- 
lections of  large  clear  epitheloid  cells 
with  centrally  placed  giant  cells  of  the 
Langhans’  type.” 

Increasing  enlargement  of  the  spleen 
and  also  of  the  liver  was  definitely  noted. 
The  former  now  filled  the  entire  left 
abdomen ; the  edge  of  the  latter  extended 
to  the  umbilicus. 

With  the  patient  going  progressively 
downhill  and  the  diagnosis  still  in  doubt, 
Dr.  William  Doran  removed  a piece  of 
the  spleen  for  biopsy  under  spinal  anes- 
thesia rather  than  hazard  splenic  punc- 
ture. At  this  time  also  there  appeared  a 
left  pleural  effusion.  Thoracentesis 


Fig.  No.  1,  Case  No.  1.  X-ray  showing  dis- 
placement of  the  colon  by  the  enlarged  spleen. 


yielded  1,200  cc.  of  an  amber-colored 
exudate.  A smear  of  the  centrifuged 
sediment  showed  mostly  lymphocytes 
but  no  organisms.  The  culture  of  the 
fluid  was  sterile.  Following  removal  of 
the  fluid,  the  x-ray  of  the  chest  was 
again  negative.  Direct  extension  of  the 
inflammatory  process  through  the  left 
diaphragm  from  the  infected  spleen  ap- 
parently was  responsible  for  the  pleural 
effusion.  The  biopsy  of  the  spleen  was 
reported  to  be  tuberculosis  splenitis 
(Figs.  2 and  3,  page  1290). 

Although  the  tuberculous  infection 
now  appeared  to  be  a rather  generalized 
affair  involving  at  least  the  spleen,  liver, 
abdominal  lymph  nodes,  and  pleura,  the 
course  of  the  condition  indicated  that  the 
primary  infection,  as  far  as  could  be  de- 
termined, was  the  splenic  tumor,  which 
was  the  nidus  for  the  dissemination  of  the 
infection,  and  that  if  the  spleen  were 
removed  local  tissue  resistance  would 
probably  control  the  secondary  lesions. 
Accordingly,  despite  the  extremely  criti- 
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Fig.  No.  2,  Case  No.  1.  Low  power  photo- 
micrograph of  section  of  spleen  showing  tubercle 
formation  and  extensive  fibroses. 


cal  condition  of  the  patient,  splenectomy 
was  performed  by  Dr.  William  Doran 
under  cyclopropane  anesthesia.  Exami- 
nation of  the  abdomen  at  the  time  of 
operation  revealed  no  abdominal  lymph 
adenopathy  and  no  disease  of  the  pelvic 
organs.  Dr.  Doran  at  the  time  of  the 
operation  stated  that  the  splenic  artery 
appeared  very  small. 

The  surface  of  the  liver  was  studded 
with  small  nodules.  A biopsy  of  the 
liver  was  taken.  The  spleen  (Fig.  4), 
which  extended  well  below  the  crest  of 
the  ilium,  was  adherent  to  and  had  to  be 
torn  from  the  under  surface  of  the  left 
diaphragm.  It  measured  25  by  13  by  7 
cm.  and  weighed  1,240  Gm.  It  was  of 
grayish-blue  color  mottled  with  yellowish- 
gray  nonelevated  irregular  areas  0.2  to 
0.3  cm.  in  diameter.  The  cut  surface 
was  reddish  gray,  relatively  dry  and 
smooth,  with  areas  like  those  in  the  cap- 
sule. A large  necrotic  abscess  was  pres- 
ent in  the  upper  pole.  This  was  not 
studied  for  tubercle  bacilli,  unfortunately. 

Microscopic  section  of  spleen  was  re- 
ported as  follows:  “distortion  of  splenic 
architecture  with  extensive  and  ubiqui- 


tous fibrosis  and  hyalinization.  Scat- 
tered throughout  the  section  are  numer- 
ous discrete  and  conglomerate  tubercles 
which  consist  of  epitheloid  cells,  multinu- 
clear  giant  cells  and  peripheral  zones  of 
lymphocytes.” 

Transfusions  were  given  pre-  and  post- 
operatively. 

Following  a stormy  postoperative 


Fig.  No.  3,  Case  No.  1.  High  power  photo- 
micrograph of  section  of  spleen. 


course,  the  patient  rapidly  improved. 
In  three  weeks  the  fever  had  subsided 
and  strength  returned  sufficiently  for  her 
to  leave  the  hospital  symptom-free. 

Three  months  after  the  operation  she 
had  gained  over  30  pounds  in  weight  and 
stated  she  felt  fine  and  was  doing  her  own 
housework,  including  the  care  of  her 
children.  The  x-ray  of  the  chest  was  nor- 
mal, the  splenic  flexure  was  adherent  to 
the  left  diaphragm,  and  the  blood  count 
including  platelets  was  normal.  The 
liver  edge  had  receded  to  three  fingers’ 
breadth  below  the  costal  margin.  To 
date  she  is  in  good  health  and  symptom- 
free. 

The  second  case  of  tuberculous  spleno- 
megaly was  of  much  lower  virulence. 
Being  associated  with  leukopenia  and 
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Fig,  No.  4,  Case  No.  1.  Photograph  of  spleen  removed  at  operation, 
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Fig.  No.  5,  Case  No.  2.  X-ray  of  abdomen 
showing  enlarged  spleen  with  irregular  deposits 
of  calcium;  also  calcified  mesenteric  gland. 


arthritis,  it  presented  the  clinical  features 
of  Felty  syndrome. 

H.  B.,  a 43-year-old  negress,  was  ad- 
mitted to  the  Fourth  Medical  Division, 
Bellevue  Hospital,  complaining  of  pain 
and  swelling  of  the  joints  particularly  the 
hands,  shoulders,  hips,  and  spine,  a drag- 
ging pain  in  the  lower  part  of  the  ab- 
domen, and  a constant  sharp  pain  in  the 
epigastrium  and  left  upper  quadrant. 
The  joint  pains  had  been  persistent  and 
severe  for  about  two  years.  During 
this  time  she  also  observed  increasing 
languidness  and  a loss  of  20  pounds  in 
weight. 

Five  years  previously  she  was  a patient 
in  the  same  ward.  Complaining  of  ab- 
dominal pain  at  that  time,  she  was  found 
to  have  had  an  enlarged  spleen  and  a four 
plus  blood  and  spinal  fluid  Wassermann. 
Antileuetic  therapy  was  instituted 
promptly  and  carried  out  adequately. 

The  patient  was  a well- developed 
negress  with  minimal  subcutaneous  fat 
and  rough,  dry  skin.  She  appeared 
chronically  ill  and  incapacitated  by 
tender,  swollen,  and  painful  joints  and 
spine.  The  heart  was  accelerated  but 


anatomically  unimpaired.  No  abnormal 
signs  were  elicited  in  the  chest.  The 
lymph  nodes  were  not  significantly  en- 
larged. 

There  were  no  neuro-organic  changes. 

A tremendously  enlarged,  smooth, 
slightly  sensitive  spleen  extended  from 
the  sixth  rib  in  the  axilla  into  the  pelvis. 
The  rounded  edge  of  its  anterior  border 
and  notch  could  be  felt  to  the  right  of  the 
midline.  The  edge  of  the  liver  was 
palpable  6 cm.  below  the  costal  margin. 

The  blood  pressure  readings  were  usu- 
ally 115  systolic  and  65  diastolic;  the 
urine  was  repeatedly  negative;  the  aver- 
age of  many  blood  counts  was  as  follows : 
red  blood  cells  3.4  million;  hemoglobin 
64  per  cent;  white  blood  cells  4,200; 
polymorphonuclears  60  per  cent.  The 
platelet  count,  fragility  test,  bleeding, 
and  clotting  time  were  within  normal 
limits.  The  Wassermann  tests  of  the 
blood  and  spinal  fluid  were  four  plus. 
Tests  for  blood  cholesterol,  sugar  toler- 
ance, glycogen,  and  amyloid  disease 
all  gave  normal  readings.  The  stools 
were  repeatedly  negative  for  ova,  para- 
sites, and  occult  blood. 

A flat  abdominal  x-ray  revealed  the 
presence  of  calcific  deposits  in  the  region 
of  the  enlarged  spleen  (Fig.  5)  and  a 
calcified  mesenteric  node. 

Both  the  lungs  and  the  skeletal  system 
were  roentgenologically  normal. 

The  diagnosis  of  tuberculosis  was 
based  on  the  x-ray  finding  of  irregular 
deposits  of  calcium  in  the  tremendously 
enlarged  spleen.  Supportive  clinical  evi- 
dence to  this  diagnosis  was  the  progres- 
sive enlargement  of  liver  and  spleen  as- 
sociated with  a low-grade  septic  state, 
leukopenia,  and  the  fact  that  over  a 
period  of  at  least  six  years  no  other 
changes  appeared. 

Comments 

So-called  primary  tuberculosis  of  the 
spleen  was  first  recognized  by  Coley2  in 
1846,  who  reported  a necropsy  showing 
severe  tuberculosis  limited  to  the  spleen. 
In  1912  Winternitz15  was  able  to  collect 
50  cases  of  this  condition  from  the  litera- 
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ture  of  the  world  and  reported  his  case. 
His  analysis  of  the  literature  and  discus- 
sion of  the  clinical  pathologic  features  is  a 
classic  exposition  of  the  nature  of  this 
condition.  Since  1912  there  have  ap- 
peared from  time  to  time,  for  the  most 
part  in  the  foreign  literature,  reports  of  50 
or  more  cases  of  this  condition. 

Only  in  a clinical  sense  can  one  speak 
of  primary  tuberculosis  of  the  spleen. 
Although  competent  workers  have  been 
unable  to  demonstrate,  even  at  necropsy, 
the  presence  of  the  primary  infection,  it 
cannot  be  assumed  that  such  a focus  did 
not  exist.  In  this  respect  the  condition 
is  analogous  to  certain  forms  of  Addison’s 
disease. 

Being  the  great  filter  of  the  blood 
stream  and  the  reservoir  for  bacteria,  and 
tuberculosis  at  one  time  or  another  being 
a systemic  disease,  infection  of  the  spleen 
by  this  organism  must,  therefore,  be 
extremely  common.  Autopsy  reports  by 
Klotz5  have  shown  that  pathologic  in- 
volvement of  the  spleen  was  present  in 
over  80  per  cent  of  his  cases  showing 
generalized  tuberculosis.  The  same  au- 
thor found  obsolete  miliary  tubercles  in 
the  spleen  in  only  12  of  69  involved 
spleens. 

On  the  other  hand,  there  must  be  cer- 
tain definite  factors  responsible  for  the 
diminution  of  the  resistance  and  phago- 
cytic activity  of  the  spleen  so  as  to  permit 
the  development  of  the  disease  in  the  or- 
gan when  the  primary  seat  of  the  infection 
is  no  longer  an  active  disseminating 
focus  or  has  entirely  healed.  The  possi- 
bility of  introducing  the  infection  by  blood 
transfusion  in  1 of  our  cases  was  excluded 
after  careful  examination  of  the  husband- 
donor.  Contributing  factors  such  as 
trauma  and  displacement  incident  to 
pregnancy,  ischemia  from  blood  loss,  and 
a small  splenic  artery  have  been  men- 
tioned by  several  authors  and  were  all 
present  in  1 of  our  cases.  The  signifi- 
cance of  impoverished  arterial  supply  as 
a factor  in  the  development  or  exacerba- 
tion of  a tuberculous  infection  can  be  in- 
ferred from  the  frequency  with  which  a 
small  splenic  artery  was  found  in  this 


condition.  A similar  situation  is  noted 
in  the  frequency  with  which  pulmonary 
tuberculosis  is  found  to  be  associated  with 
congenital  heart  disease  where  stenosis  of 
the  pulmonary  artery  exists. 

The  structural  changes  in  the  spleen  are 
essentially  those  of  hypertrophy  and  con- 
gestion in  response  to  a general  infection ; 
tubercle  formation,  numerous  or  sparse; 
diffuse  reparative  processes,  etc.  Indi- 
vidual lesions  vary  greatly  in  number  and 
character.  The  tubercle  formation,  iso- 
lated or  conglomerate,  may  show  varying 
grades  of  caseation  or  fibrosis.  De- 
pending on  the  acuteness  or  chronicity  of 
the  infectious  process  and  on  many  other 
factors,  there  may  occur  irregular  changes, 
such  as  hemorrhage,  infarction,  cyst 
formation,  caseation,  calcification,  and 
even  abscess  formation  to  distort  the 
gross  appearance.  Interesting  oddities 
to  note  are  the  tuberculous  cysts  re- 
ported by  Rumold  and  Orr,14  Hayden,4 
and  Peck.10 

As  the  tubercle  bacilli  in  these  cases 
are  of  low  virulence,  and  the  infection 
runs  a prolonged  course,  it  is  not  surprising 
that  the  histologic  reaction  of  a reticulo- 
endothelial structure  like  the  spleen  to  a 
low-grade  tuberculous  infection  may  be 
quite  atypical.  Ewing  in  his  book  men- 
tions a similar  difficulty  in  distinguishing 
between  tuberculosis  and  Hodgkin’s  dis- 
ease in  the  lymph  node.  The  sparse, 
absent,  or  distorted  tubercle  formation, 
the  predominent  reticuloendothelial 
rather  than  lymphoid  cellular  reaction, 
the  ubiquitous  fibroblastic  tissue  forma- 
tion, hyalinization,  etc.,  may  produce  a 
histopathologic  picture  that  would  be 
difficult  to  recognize  as  tuberculosis.  It 
is  not  unlikely,  therefore,  that  the  condi- 
tion is  at  times  misinterpreted. 

Winternitz,15  substantiated  by  Osier,9 
has  stated  that  tuberculosis  of  the  spleen 
is  a disease  primarily  of  early  adult  life, 
50  per  cent  of  cases  occurring  between 
the  ages  of  20  and  50.  The  youngest 
case  recorded,  that  of  Coley,2  was  1 year 
old,  and  the  oldest,  that  of  Romanow,13 
was  80  years  of  age. 

As  stated  by  Magnac,8  almost  invari- 
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ably  massive  splenomegaly  is  present 
when  the  organ  is  invaded  by  tuberculosis. 
The  smallest,  that  of  Lefas,6  weighed  150 
Gm.,  and  the  largest,  that  of  Rendu  and 
Widal,12  weighed  3,710  Gm.  The  ma- 
jority of  the  recorded  weights  are  be- 
tween 1,000  and  3,000  Gm. 

Almost  invariably  splenomegaly  form- 
ing a tumor  is  the  constant  sign  that  leads 
the  patient  and  the  diagnostician  to  locali- 
zation of  the  pathology.  All  cases  show 
this  sign  during  the  course  of  the  disease 
and  the  very  great  majority  record  this 
as  the  primary  finding. 

Adjacent  structures,  particularly  the 
stomach,  splenic  flexure  of  the  colon,  and 
left  diaphragm  may  be  markedly  dis- 
placed, irritated  by,  and  in  the  case  of  the 
diaphragm,  adherent  to  the  massive  and 
inflamed  spleen.  Due  to  the  marked 
splenomegaly  usually  present,  approxi- 
mately 75  per  cent  of  the  cases  reviewed 
gave  some  history  of  pain  and  a sensation 
of  weight  in  the  left  upper  quadrant. 

The  septic  state  due  to  toxic  absorption 
conforms  to  the  character  of  the  infec- 
tion in  the  spleen.  Febrile  rise  is  usually 
present,  but  is  generally  below  102  F. 
There  is  the  customary  evening  rise, 
night  sweats,  weakness,  and  progressive 
emaciation  found  in  tuberculous  proc- 
esses. Magnac8  reported  an  afebrile  case 
and  Winternitz15  states  that  20  per  cent 
of  his  cases  are  afebrile.  Price  and  Jar- 
dine11  and  others,  reporting  later,  how- 
ever, show  no  absolutely  afebrile  cases. 
Leukopenia  likewise  is  constant.  The 
syndrome  presented  by  the  patient  is  one 
of  left  upper  quadrant  tumor,  with  or 
without  pain,  a moderate  degree  of 
toxicity,  a low-grade  febrile  course,  slowly 
progressive  weakness,  and  emaciation. 
Later  in  the  course  of  the  condition 
changes  occur  that  result  from  extension 
of  the  infection  and  splenic  dysfunction. 

As  a nidus  for  dissemination  of  tubercle 
bacilli,  dead  or  alive,  or  tuberculous 
protein,  extension  by  the  splenic  vein 
favors  early,  diffuse,  and  hyperplastic 
involvement  of  the  liver,  which  shunts 
the  infection  from  the  blood,  while,  be- 
cause of  the  spleen’s  minimal  lymphatics, 


extension  to  the  abdominal  lymph  nodes 
and  adjacent  structures  occurs  late.  This 
was  demonstrated  in  both  of  our  cases. 
Usually,  therefore,  unless  splenectomy 
has  been  performed,  the  condition  is  first 
recognized  at  the  autopsy  table,3  death 
occurring  before  general  dissemination  of 
the  tuberculous  infection  has  taken  place. 

Hepatomegaly  with  liver  infestation 
and  portal  cirrhosis  is  the  most  common 
complication.  Autopsy  findings  of  Carl- 
ing and  Hicks25  and  others  substantiate 
this. 

Ascites,  which  was  noted  in  a few  cases, 
was  due  to  portal  decompensation  and  not 
to  tuberculous  peritonitis.  Hemorrhage 
from  esophageal  varices  was  extremely 
rare.  Gross  lymph  node  involvement  was 
noted  in  about  30  per  cent  of  the  cases. 
Pleural  involvement  by  lymphatic  or 
direct  extension  was  found  in  1 of  our 
cases,  but  tuberculous  infection  was  not 
proved.  Pulmonary  infection  may  pos- 
sibly take  place  in  this  manner,  but  this  is 
highly  improbable. 

To  the  dysfunction  of  the  diseased 
spleen,  probably  to  some  extent  to  the 
liver  damage  also,  can  be  ascribed  the 
changes  in  the  peripheral  blood  that  are 
commonly  present  in  this  condition. 
Considering  the  spleen  as  a recituloendo- 
thelial  rather  than  a lymphatic  organ,  its 
influence  upon  hematopoiesis  is  seen  in 
the  production  of  leukopenic  an- 
emia,13, 21,  22, 23  polycythemia,12,14,1,7,18,19,20 
and  thrombocytopenia,  etc.,  and  con- 
sidering also  the  pathologic  changes  and 
the  pathologic  physiology  of  tuberculous 
splenitis,  the  manner  of  development  of 
syndromes  such  as  Banti’s,11, 15  Felty’s, 
purpura  hemorrhagica, 16  etc.,  frequently 
reported  in  this  condition,  is  quite  ap- 
parent. Griffin22  reports  1 case  with  the 
blood  picture  of  myelogenous  leukemia, 
another  with  that  of  aplastic  anemia. 
Winternitz’s  figures15  were  normal  blood 
picture  in  34  per  cent,  secondary  anemia 
in  42  per  cent,  and  polycythemia  in  23 
per  cent. 

The  diagnosis  may  in  a fair  proportion 
of  the  cases  be  revealed  by  the  x-ray  find- 
ing of  irregular  calcium  deposits16  in  the 
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splenic  area.  Calcified  mesenteric  nodes 
were  found  on  1 of  our  cases  also.  Early 
in  the  course  of  the  disease  the  clinical 
evaluation  of  a primary  infectious  splenic 
tumor  or  splenitis  is  of  course  suggestive. 
Watching  the  course  of  the  disease  one 
notes  the  changes  of  a progressive  spleni- 
tis and  hepatitis  with  increasing  toxemia 
and  emaciation  Of  course,  the  appear- 
ance of  a lymph  node  which  can  be  ex- 
amined for  tuberculosis,  or  the  develop- 
ment of  a left  pleural  effusion  which  can 
be  aspirated  and  examined,  may  prove 
highly  supportive.  Splenic  or  hepatic 
puncture  or  biopsy  will,  of  course,  be  con- 
firmative. As  indicated  previously,  how- 
ever, the  histopathology  may  be  distorted 
beyond  recognition  and  be  quite  mis- 
leading. The  high  frequency  of  positive 
tuberculin  reactions  in  a large  proportion 
of  normal  adults  leads  us  to  feel  that  this 
is  not  a good  diagnostic  point.  In  this 
we  disagree  with  Boyer26  and  Bufalini.27 

Differential  diagnosis  may  have  to  be 
made  from  Banti’s  syndrome,  malaria, 
Hodgkin’s  disease,  cirrhoses  of  the  liver 
with  splenomegaly,  lymphosarcoma,  leu- 
kemia, thrombosis  of  the  splenic  vein, 
parasitic  infestations,  particularly  schisto- 
somiasis, reticuloendotheliosis,  erythre- 
mia, idiopathic  thrombocytopenic  pur- 
pura, Felty  syndrome,  and  perhaps  other 
conditions. 

Summary 

1.  Two  cases  of  tuberculous  spleno- 
megaly are  reported  in  which  no  other 
clinical  focus  of  tuberculosis  could  be 
found,  hence  the  clinical  or  at  least  the 
practical  designation  of  primary  tuber- 


culosis of  the  spleen  for  this  condition. 

2.  The  bizarre  clinical  features  that 
may  develop  in  this  condition,  in  the  first 
of  our  cases  manifesting,  among  other 
changes,  thrombocytopenic  hemorrhagic 
diathesis  and  in  the  second  case  simulat- 
ing Felty  syndrome,  were  discussed 
with  reference  to  the  pathologic  physi- 
ology of  the  diseased  spleen. 

3.  Extirpation  of  the  spleen  proved 
to  be  a life-saving  procedure  in  the  1 case 
in  which  it  was  performed. 
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SOCIALIZED  MEDICINE  IN  PRACTICE 
Under  the  welfare  setup,  persons  on  relief 
have  in  substance  socialized  medicine,  which  is 
proposed  as  a compulsory  measure  for  all  persons 
whom  the  federal  government  might  be  able  to 
regiment — remarks  the  Newburgh  News.  The 
abuse  of  socialized  medicine  in  relief  has  reached 
such  proportions  in  Newburgh  that  Ray  Jenkin- 
son,  President  of  City  and  Town  Home  Com- 
mission, has  found  it  necessary  to  rebuke  per- 
sons who  keep  demanding  attendance  and  service 


from  the  commission’s  three  physicians  when 
need  is  either  questionable  or  nonexistent. 

An  instance  was  cited  where  a physician  was 
called  to  a home,  and  when  he  arrived  he  found 
the  prospective  patient  had  gone  to  a movie  show. 
Physicians’  time  is  wasted  without  reason.  Con- 
sider what  situation  might  develop  if  millions  of 
persons  had  the  “right”  to  demand  attendance 
of  a physician,  no  matter  how  trivial  the  ill,  real 
or  fancied! 


CARE  OF  THE  CHRONICALLY  ILL  FROM  THE 
NEUROLOGIC  POINT  OF  VIEW 

Orman  C.  Perkins,  M.D.,  Brooklyn,  New  York 


Medical  education  as  carried  out  today 
stimulates  the  student’s  interest  in 
the  diagnosis,  as  well  as  the  care  and 
treatment  of  acute  organic  disorders. 
This  condition  continues  through  his  in- 
ternship and  into  his  private  practice. 

The  chronically  ill  represents  a group 
that  holds  very  little  interest  for  many 
physicians.  They  are  unable  to  supply 
new  parts  or  to  reconstruct  the  areas  of 
pathology.  The  disease  process  is  con- 
sidered chronic  and  progressive,  and  the 
problem  is  dismissed  as  hopeless. 

The  patient  soon  realizes  the  lack  of 
interest  on  the  part  of  the  physician  and 
travels  from  one  to  another  until  finally 
he  loses  confidence  in  physicians  as  a 
group.  This  lack  of  interest  confirms 
previous  ideas  that  the  patient  may  have 
had  that  his  illness  was  progressive  and 
his  case  hopeless.  He  soon  becomes  de- 
pressed and  unhappy. 

Since  happiness  is  the  real  indication  of 
success,  any  person  who  is  unhappy  is 
mentally  ill.  It  is  as  much  the  duty  of  a 
physician  to  treat  this  type  of  illness  as 
it  is  to  overcome  an  organic  disorder, 
even  though  both  exist  in  the  same  pa- 
tient. The  state  of  unhappiness  many 
times  aggravates  the  organic  process  that 
exists  and  consequently  establishes  a 
vicious  cycle.  In  the  treatment  of  nerv- 
ous and  mental  diseases,  the  neurologist 
comes  in  contact  with  more  patients  of 
this  group  than  in  any  other  branch  of 
medicine.  He  soon  realizes  that  the 
gratification  of  the  patient  and  the  self- 
satisfaction  on  his  part  are  just  as  exciting 
as  the  localization  of  a brain  tumor  or  the 
successful  treatment  of  meningitis. 

In  the  consideration  of  a few  of  these 
diseases,  I will  choose  the  disorders  that 
arise  in  the  arteriosclerotic  group  due  to 


age  changes  in  the  brain  as  the  one  most 
neglected.  Because  of  the  large  variety 
of  symptom  complexes  which  may  be 
produced  by  disturbances  of  the  circula- 
tion of  the  brain,  I shall  refer  to  them  in 
rather  general  terms. 

The  patient,  having  experienced  such 
symptoms  as  headache,  dizziness,  un- 
steadiness on  her  feet,  tremors,  insomnia, 
or  fainting  spells,  has  been  informed  that 
she  has  arteriosclerosis  and  that  she  has 
high  blood  pressure.  Sometimes  a warn- 
ing is  given  that  she  may  have  a stroke 
unless  something  is  done  immediately. 
Then  the  anxiety  state  develops  as  a 
result.  The  nervous  tension  increases 
and  still  more  somatic  manifestations  de- 
velop. 

The  care  of  such  a case  is  not  limited  to 
the  treatment  of  the  patient  alone.  The 
children  or  relatives  with  whom  this  pa- 
tient lives  must  receive  equal  attention. 
They  must  be  informed  of  the  exact  na- 
ture of  the  illness  and  be  told  of  the  proper 
attitude  to  be  taken  toward  the  patient; 
not  to  discuss  her  symptoms  with  her; 
not  to  increase  her  anxiety;  and  above 
all,  the  ways  and  means  of  making  a suit- 
able environment  in  which,  under  the 
circumstances,  she  may  live.  This  con- 
dition is  oftentimes  as  much  of  a mystery 
to  the  relatives  as  it  is  to  the  patient. 
When  properly  explained,  they  will  no 
longer  think  that  the  patient  is  a “neu- 
rotic,” a “chronic  complainer,”  a “fussy 
old  lady,”  but  perhaps  they  may  show 
the  proper  respect  and  attention  that  is 
due.  This  phase  of  treatment  is,  in  cer- 
tain instances,  more  difficult  than  the  care 
of  the  patient. 

The  next  step  is  to  win  the  confidence 
of  the  patient.  This  takes  time  and  pa- 
tience. One  must  explain  the  condition 
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in  terms  that  the  patient  understands. 
Emphasis  must  be  placed  upon  the  ob- 
servations to  be  made  by  the  patient 
as  to  her  own  improvement,  rather  than 
upon  the  physician’s  findings.  In  this 
way  the  doctor  and  the  patient  work  to- 
gether. 

The  physician  in  the  meantime  is  at- 
tempting to  readjust  a crippled  circula- 
tion. Theobromine  or  theocalcine  and 
luminal  with  potassium  iodide  not  only 
lower  the  blood  pressure  but  offer  relief 
for  the  head  pains,  “sinking  spells,”  and 
tremors.  Symptomatic  treatment  for  the 
overworked  heart  is  essential.  Daily 
routine  is  worked  out  for  activities,  rest, 
and  diet.  The  state  of  anxiety  is  trans- 
formed to  anticipation.  As  the  nervous 
tension  is  reduced,  many  of  the  somatic 
manifestations  disappear,  and  restful 
sleep  is  established.  An  additional  five 
years  of  happiness  in  the  fifth  or  sixth 
decade  is  as  great  a victory  as  the  cure 
of  typhoid  at  forty.  The  physician  has 
made  a friend  because  he  has  been  a friend 
of  his  patient. 

In  cases  of  fresh  apoplexy,  do  not  over- 
treat the  patient.  Do  not  be  disturbed 
because  the  blood  pressure  is  high.  Do 
not  attempt  to  reduce  this  pressure  by 
nitrates  or  nitrites  as  the  result  is  transi- 
tory, and  in  thirty  to  thirty-five  minutes 
both  blood  pressure  and  cerebrospinal 
fluid  pressure  will  have  returned  to  their 
original  level  or  higher.  Such  rapid 
changes  in  the  fluid  balance  of  the  brain 
is  defeating  nature’s  attempt  to  treat  this 
patient,  and  nature  is  the  best  physician 
to  treat  the  pathology  above  the  clavicle 
in  the  first  twenty-four  to  forty-eight 
hours.  The  physician  should  concentrate 
his  attention  on  symptomatic  treatment 
of  the  heart  (and  even  here  as  little  as 
possible)  and  the  general  care  of  the  pa- 
tient. Do  not  give  intravenous  glucose. 
Clysis  or  Harris  drip,  if  it  will  be  retained, 
is  to  be  preferred. 

When  the  patient  regains  consciousness 
and  realizes  that  she  has  had  a “stroke,” 
then  anxiety  introduces  fears  and  we  have 
the  element  of  worry  to  treat.  Do  not 
keep  these  patients  in  bed  too  long.  T ake 


the  patient  into  your  confidence  and  ex- 
plain what  has  happened  and  what  she  is 
to  expect  as  to  the  rate  of  progress;  that 
the  improvement  in  function  may  be 
rather  rapid  for  three  or  four  weeks,  but 
that  it  will  continue  for  many  months  at 
a slower  rate.  Do  not  hesitate  to  use 
physiotherapy  because  it  will  not  only 
benefit  the  circulation  and  the  muscle 
tone,  but  also  the  morale  of  the  patient. 
Teach  these  patients  exercises.  Do  not 
allow  them  to  become  inactive.  Insist 
that  this  patient  is  not  an  invalid;  she  is 
disabled,  not  sick. 

In  the  State  of  New  York  we  have 
reached  the  stage  where  we  have  a 
chronic  illness  as  the  result  of  improper 
treatment  of  patients.  An  individual  re- 
ceives an  injury  as  the  result  of  head 
trauma  while  at  work.  He  is  treated  and 
cared  for  by  his  physician.  After  a time 
he  is  called  before  the  labor  commissions; 
he  presents  his  case  and  is  examined. 
There  is  a dispute  and  then  the  legal 
profession  enters  the  case.  The  patient 
is  allowed  to  sit  in  the  room  where  the 
hearing  takes  place  and  to  listen  to  the 
direct  testimonies  and  the  cross-examina- 
tions of  the  physicians  who  have  examined 
him.  This  is  followed  by  more  examina- 
tions by  experts.  Then  when  they  testify, 
the  patient  listens  to  one  lawyer  belittle 
his  claim  while  the  other  legal  mind  dis- 
cusses the  most  horrible  possibilities  that 
might  result  from  his  injury.  Such 
thoughts  could  not  develop  in  the  patient’s 
mind  unless  he  was  present  when  this 
drama  was  presented. 

In  this  patient  we  have  fertile  soil,  an 
injury  to  the  head  with  possible  injury  to 
the  brain.  There  is  presented  the  possi- 
bility of  epilepsy,  insanity,  symptoms 
such  as  headache,  dizziness,  and  fainting 
spells  that  may  persist  as  long  as  he  lives. 
There  is  also  the  fear  that  he  may  become 
a chronic  invalid;  that  he  will  be  unable 
to  work  and  support  his  family,  or  that  he 
may  become  insane.  The  arguments  by 
the  attorney  for  the  insurance  company 
create  antagonism  and  the  feeling  that  he 
will  not  get  what  he  deserves.  This  is 
further  developed  by  his  own  attorney 
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when  he  pictures  large  sums  of  money  in 
final  settlement.  Further  examinations 
and  hearings  are  like  fuel  to  a fire.  A 
weak  mind  becomes  a sick  mind.  The 
physician  who  is  treating  this  patient  is 
often  asked  how  long  the  patient  will  be 
disabled  and  he  is  expected  to  estimate 
with  a reasonable  degree  of  certainty.  A 
prognosis  is  impossible  under  such  cir- 
cumstances, as  treatment  at  best  is  most 
unsatisfactory. 

This  neurosis  should  not  be  allowed  to 
develop.  The  legal  profession  should  be 
kept  out  of  the  practice  of  medicine.  The 
commissioners  in  the  labor  bureau  are 
competent  to  protect  the  laborer’s  inter- 
est. The  patient  should  not  be  allowed 
to  be  present  at  a hearing  of  any  testi- 
mony other  than  his  own.  Finally,  pa- 
tients who  are  developing  or  who  have 
developed  a neurosis  as  a result  of  injury, 
should  be  treated  by,  or  the  treatment 
should  be  supervised  by,  a physician  who 
has  had  experience  in  the  treatment  of 
nervous  and  mental  diseases.  Give  the 
patient  an  opportunity  to  recover  from 
his  illness  and  in  this  way  you  will  not 
only  restore  his  earning  power  and  his 
happiness,  but  also  the  happiness  of  his 
family. 

The  most  unfortunate  patients  are 
those  who  have  developed  one  of  the 
many  syndromes  as  a result  of  chronic 
encephalitis.  This  disease  produces  re- 
tardation of  muscular  movement,  uncon- 
trollable involuntary  movements,  abnor- 
mal postures  and  attitudes.  The  pres- 
ence of  these  muscular  rigidities,  tremors, 
tics,  dystonic,  and  athetoid  movements 
not  only  prevents  the  patient  from  earning 
a livelihood  but  makes  him  conspicuous  in 
society.  These  symptoms  appearing  in 
early  or  middle  adult  life  force  this  pa- 
tient to  seek  seclusion,  avoid  social 
groups,  and  as  a result  he  becomes  more 
and  more  inactive.  In  many  instances 
the  relatives  have  been  told  that  this 
disease  is  a chronic  progressive  disease 
with  no  hope  for  cure.  Subsequently  they 
lose  interest  in  attempting  to  please  the 
patient  or  to  make  him  happy.  Usually 
they  become  embarrassed  when  their 


friends  visit  the  home  and  note  the  pa- 
tient’s condition. 

Many  of  these  patients  are  found  in 
the  chronic  wards  of  municipal  hospitals 
and  in  the  state  hospitals  for  the  insane, 
although  these  patients  are  not  psychotic. 
In  many  instances  the  hospitalization  is 
due  to  the  desire  of  the  relatives  to  be  free 
of  the  care  and  to  avoid  embarrassment. 
Even  though  the  patient  realizes  the  true 
explanation  for  his  admission  to  the  in- 
stitution, it  is  not  difficult  for  the  nurses 
and  physicians  to  readjust  his  environ- 
ment so  that  he  is  happy  again  and  takes 
an  active  interest  in  life.  If  this  can  be 
done  in  an  institution,  it  is  certainly 
much  easier  to  accomplish  in  the  home. 

Although  this  patient  appears  disabled, 
he  is  alert  mentally.  He  listens  to  dis- 
cussions about  his  disease  or  is  told  that 
it  is  a disease  of  the  brain.  An  early 
thought  in  the  minds  of  these  patients  is, 
“Will  it  affect  my  mind?”  “Will  I become 
insane?”  The  lack  of  interest  results  in 
the  loss  of  friends,  and  neglect  by  his  own 
relatives  is  sure  to  produce  a state  of  de- 
pression. He  may  even  sympathize  with 
his  relatives  for  their  embarrassment  and 
wish  that  he  were  in  an  institution  or 
dead.  We  even  find  some  physicians  de- 
serting these  patients  because  of  the 
hopeless  character  of  the  disease  or  be- 
cause of  their  lack  of  due  patience  in  the 
treatment  of  these  cases. 

In  the  beginning  we  may  have  a dis- 
abled body  but  a healthy  mind.  The 
physician  may  not  be  able  to  correct  the 
abnormal  functions,  either  somatic  or 
visceral,  but  at  least  it  is  his  duty  to 
keep  both  mind  and  body  healthy  as  long 
as  possible.  The  disturbances  in  metabo- 
lism make  it  necessary  to  watch  the 
physical  condition  carefully.  High  vita- 
min diets  and  careful  regulation  of  the 
digestive  tract,  proper  care  of  the  teeth, 
removal  of  foci  of  infection,  all  aid  in  pro- 
longing this  patient’s  life.  Try  to  make 
living  easier  by  alternating  the  use  of 
hyoscine,  duboisine  sulfate,  stramonium, 
and  atropine,  choosing  the  one  which 
offers  the  greatest  relief. 

The  most  important  of  all  is  to  insist 
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that  this  patient  is  to  live,  not  merely 
exist.  He  is  to  understand  his  sickness 
and  to  realize  that  his  mind  will  not  be- 
come affected.  His  relatives  must  be 
treated.  This  patient  must  have  friends, 
amusements,  activities,  interests,  hobbies, 
and  opportunities  to  share  the  pleasures 
that  he  desires.  Although  selfishness  is  a 
difficult  disease  to  conquer,  yet  if  the 
physician  were  to  go  into  detail  such  as 
outlining  ways  and  means  to  obtain  these 
pleasures,  it  is  then  quite  possible  to  in- 
fluence the  relatives  to  cooperate  with 
him  and  the  patient.  Once  this  has  been 
accomplished,  we  have  a patient  who  is 
getting  enjoyment  out  of  life  and  is 
happy. 

Fortunately  for  those  patients  who 
have  multiple  sclerosis,  they  are  generally 
optimistic.  Care  must  be  taken  to  main- 
tain this  sense  of  euphoria.  In  this  re- 
spect the  relatives  must  play  an  important 
part.  They  are  to  be  told  the  full  sig- 
nificance of  the  disease  and  the  emphatic 
need  of  using  diplomacy  in  their  relations 
with  the  patient.  Shopping  from  one 
physician  to  another  often  produces  a 
state  of  chaos  in  the  mind  of  the  patient. 
The  periods  of  remission  in  this  disease 
make  it  easier  for  the  physician,  as  the 
patient  is  told  about  the  exacerbations 
and  during  this  period  he  looks  forward 
to  a stage  of  improvement.  Although  in 
such  cases  it  is  easier  to  keep  up  the 
patient’s  physical  condition  than  in  those 
having  chronic  encephalitis,  nevertheless 
it  is  just  as  important  as  in  the  latter  that 
a regular  routine  of  living  be  pursued 
because  of  the  subsequent  useful  psycho- 
logic effect. 

It  is  vitally  necessary  to  hold  the  in- 
terest of  these  patients  in  hobbies  and 
activities  and  to  encourage  the  relatives  to 
cooperate  with  you. 

Those  patients  who  are  subject  to  con- 
vulsive seizures  represent  a group  who  are 
physically  fit  between  attacks  but  develop 
changes  in  their  dispositions,  tempera- 
ments, and  personalities,  eventually  hav- 
ing crystallized  neuroses.  F or  many  years 
these  patients  have  been  neglected  by 
physicians  because  the  condition  was  con- 


sidered hopeless.  The  relatives  were  so 
informed  and  the  patient  soon  found  it 
out.  He  was  advised,  as  a child,  not  to 
play  too  hard,  not  to  climb,  not  to  go 
here  or  there.  He  was  forced  to  leave 
school  by  the  Department  of  Education. 
As  he  grew  older,  he  was  not  prepared  to 
assume  responsible  positions  and  if  he 
obtained  a position  and  had  a fit,  he  was 
discharged.  He  became  known  in  society 
as  an  epileptic.  For  such  a person  there 
were  no  dreams  for  the  future,  no  possi- 
bilities of  success  in  business  or  advance- 
ment in  a profession,  and,  finally,  no 
chance  of  a happy  marriage. 

If  the  attacks  began  in  early  adult  life 
after  the  individual  had  experienced  plans 
and  dreams  for  the  future,  the  result 
was  equally  as  destructive  to  his  mental 
poise. 

To  indict  such  a person  is  a serious 
offense  and  the  responsibility  rests  upon 
the  physician.  Each  patient  is  an  indi- 
vidual problem  and  one  must  not  forget 
that  a convulsive  seizure  is  only  a symp- 
tom and  not  a disease.  This  patient 
should  be  admitted  to  a hospital  for  ob- 
servation and  study.  The  type  of  aura 
and  the  sequence  of  both  symptoms  and 
signs  in  the  early  stages  of  the  convulsive 
state  may  indicate  the  location  of  the 
firing  point  in  the  epileptogenous  zone. 
A careful  history  and  a continued  study 
of  the  patient  as  well  as  a thorough 
laboratory  investigation  may  expose  the 
precipitating  factors. 

Then  one  or  two  courses  of  attack  may 
be  chosen;  either  the  removal  of  that 
portion  of  the  cortex  which  serves  as  the 
firing  point  or  an  attempt  to  readjust  or 
influence  the  precipitating  factors  may  be 
decided  upon.  Until  such  an  investiga- 
tion has  been  completed,  one  should  not 
be  satisfied  to  treat  such  patients  by 
sedation  alone.  If  the  investigation  has 
failed  to  reveal  causative  factors,  the 
physician  must  be  careful  not  to  leave  the 
impression  that  the  problem  is  hopeless 
but  must  continue  to  maintain  the  pa- 
tient’s confidence  in  order  to  prevent  the 
establishment  of  a neurosis,  and,  above 
all,  to  encourage  progress  in  all  lines  of 
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endeavor.  This  patient  should  continue 
to  study,  to  work,  to  play,  and  to  plan 
for  the  future  as  any  normal  individual 
should.  As  time  goes  on,  the  secret  to 
his  mysterious  problem  may  be  found  and 
a cure  brought  about  that  will  enable  him 
to  keep  pace  with  his  fellowmen,  both  in 
society  and  in  the  business  world.  If 
this  is  accomplished,  then  the  physician 
has  won  a victory  that  deserves  more 
praise  than  any  result  accomplished  by  a 
radical  procedure  in  an  emergency. 

In  conclusion  I wish  to  emphasize  that 
in  the  treatment  of  chronically  ill  patients, 
a physician  should  never  lose  interest  in 
the  care  of  his  patient.  His  efforts  should 
be  directed  both  to  the  care  of  the  mind 
and  of  the  body.  Usually  with  these  pa- 
tients the  care  of  the  mind  is  more  im- 
portant, as  the  disease  process  is  progres- 
sive and  a cure  cannot  be  obtained. 
However,  the  physician  should  not  neglect 
treatment  of  the  disease  itself  as  there  are 
always  opportunities  to  offer  relief  of 
symptoms  or  to  improve  the  general 
physical  condition.  This  will  play  an 
important  part  in  the  psychotherapy  that 
is  necessary  in  every  case.  In  contrast 
to  the  healthy  individual  where  life  is 
what  he  makes  it,  with  the  chronically 
ill  life  is  what  his  physician  and  relatives 
make  it. 

Discussion 

Dr.  S.  Philip  Goodhart,  New  York  City — Dr. 
Perkins  has  brought  a message  of  importance 
to  educators  and  to  students  and  physicians. 
As  he  has  indicated,  in  the  mind  of  the  prac- 
ticing physician  there  lurks  a feeling  of  hopeless- 
ness and  with  it  too  often  a lack  of  interest  in  the 
case  that  belongs  to  that  vast  group,  the  so-called 
chronic  diseases.  We  all  know  that  in  a study 
and  treatment  of  these  patients,  there  may  be 
great  profit  and,  indeed,  much  of  our  richest 
attainments  in  investigation  and  research  have 
been  through  the  patient  study  and  final  patho- 
logic investigation  of  chronic  disease. 

In  my  many  years  of  experience  as  Director 
of  the  Neurological  Division  of  the  Montefiore 
Hospital  for  Chronic  Diseases,  I have  found  most 
fascinating  problems  and  enriched  my  modest 
knowledge  of  mental  and  physical  disease.  With 
the  fundamental  idea  of  the  value  of  treatment 


in  mind,  the  student  is  inclined  to  show  an  in- 
difference in  the  study  of  these  often  bizarre 
problems,  but  even  to  the  student  it  soon  be- 
comes evident  that  his  observation  and  study 
have  a highly  educational  value  in  the  develop- 
ment of  an  understanding  of  disease  of  the  cen- 
tral nervous  system.  Nor  is  it  a fact,  as  the 
speaker  has  indicated,  that  successful  treatment 
is  wholly  lacking  in  the  care  of  chronic  nervous 
diseases.  In  not  a few  instances,  approach 
along  specific  lines  is  not  lacking.  As  examples 
I may  mention  the  spectacular  results  in  the  use 
of  prostigmine  in  myasthenia  gravis ; of  iron,  liver, 
and  gastric  extracts  in  some  forms  of  combined 
sclerosis ; of  glycine  in  some  cases  of  progressive 
muscular  dystrophy;  the  occasional  apparent 
effects  of  the  use  of  the  specific  sera  in  enceph- 
alitis, and  the  unquestionable  value  of  belladonna 
derivatives  in  the  restoration  from  the  sequelae 
of  encephalitis.  One  might  mention  forced 
spinal  drainage  and  the  surgical  procedures  in 
the  intractable  pains  of  tabes,  rhizotomy,  and 
cord  resection,  as  well  as  surgical  resection  of  the 
extrapyrimidal  pathways  in  the  dystonias.  On 
the  other  hand,  in  dealing  with  the  convulsive 
states,  I agree  with  the  conservatism  implied  in 
Dr.  Perkins’  paper.  Unless  these  patients  show 
unequivocal  signs  of  a focal  lesion,  I believe 
surgery  is  absolutely  contraindicated.  It  is 
only  too  often  that  we  see  the  very  unfavorable 
results  of  surgical  procedure  as  having  no  basis 
in  a rational  conception  of  the  origin  of  the  sev- 
eral types  of  idiopathic  epilepsy. 

Cases  of  multiple  sclerosis  only  too  often  pre- 
sent a difficult  problem  for  the  physician. 
Keeping  in  mind  Dr.  Perkins’  very  pertinent 
reminder  that  happiness  and  contentment  are 
potent  factors  in  maintaining  the  integrity  of  the 
chronic  patient,  I feel  that  the  application  of  this 
in  multiple  sclerosis  is  most  important.  I there- 
fore would  urge  the  victim  of  this  condition  to 
remain  at  work  or  occupied,  rather  than  take 
him  from  his  milieu  and  his  interests,  social  and 
occupational. 

It  may  be  truthfully  said  that  every  acute 
case  is  a potentially  chronic  one.  Dr.  Perkins 
has  called  our  attention  to  a group  of  cases 
originally  acute,  which  are,  so  to  speak,  forced 
into  chronicity;  that  is,  an  acute,  perhaps  minor 
organic  process  with  a superimposition  of  what 
becomes  a chronic  psychogenic  syndrome. 
For  some  years  of  experience  as  an  impartial 
examiner  in  compensation  cases  in  New  York 
State,  I can  give  confirmation  to  the  reader’s 
statement.  These  cases  are  only  too  often  mis- 
handled from  their  incipiency  and  by  reason  of 
litigious  atmosphere  and  only  too  frequent 
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medical  examinations  and  hearings  before  the 
referee,  these  patients  develop  into  a form  of 
chronicity.  Especially  in  mild  lesions  of  the 
spine  and  head,  these  cases  require  the  greatest 
care  and,  if  possible,  a very  early  adjudication 
of  their  problem. 

As  in  every  phase  of  endeavor,  prevention  is 
the  ideal.  I have  often  wondered  whether  some 
of  our  chronic  nervous  diseases  were  not  origi- 
nally of  a psychogenic  nature  and  through  the 
constant  and  wearing  stimulus  and  reactionary 
influence  between  cortex  and  thalamic  and  sub- 
thalamic structures,  through  chemical  and 
neurophysiologic  activity,  organicity,  as  fixed 
pathology,  resulted.  I recall  a case  observed  by 
us  for  some  eight  or  ten  years  and  graphically 
visualized  in  a series  of  moving  picture  studies 
taken  at  the  Montefiore  Hospital.  This  patient 
originally  presented  what  appeared  to  be  a 
definite  psychogenic  picture.  The  functionally 
dyskinetic  movements  showed  bizarre  patterns, 
including  astasia  abasia,  and  there  followed  a 
sudden  trying  experience  with  intense  emotional 
elements.  The  case  developed  in  the  course  of 
two  years  into  a typical  syndrome  of  dystonia 
musculorum  deformans.  The  characteristic 
pathologic  picture  seemed  to  emerge  with  sud- 
denness and  was  accompanied  by  the  disturbances 
of  the  vegetative  nervous  system  which  so  often 
characterize  dystonia.  Furthermore,  some  years 
ago,  in  our  early  experiences  at  Montefiore  with 
the  dystonias,  many  of  these  cases  were  regarded 
as  functional  in  origin  and  occasionally  the  ap- 
parently hysterical  picture  which  presented  itself 
with  definite  dystonic  elements  responded  to 
treatment  under  psychogenic  therapy.  I feel 
that  there  is  a close  relationship  between  the 
organic  and  the  so-called  functional,  with  a 
definite  structural  and  physiologic  level  in  the 
sensorimotor  centers  of  the  basal  ganglia — the 
motor  function  in  the  striate,  the  sensory  in  the 
thalamus.  Perhaps  it  is  in  the  interrelationship 
between  cortex  and  basal  ganglia  with  their 
extensive  relation  to  other  organs  of  the  body 
that  the  organic  neuropsychiatrist  and  the 
psychoanalyst  meet  more  closely  in  their  con- 
ceptions. Therapeutic  endeavor  has  advanced 
largely  through  modern  philosophic  conception 
of  a close  relation  between  soma  and  psyche. 

I take  great  pleasure  in  acknowledging  the 
debt  that  we  owe  to  the  speaker  for  his  able  plea 
in  the  interest  of  the  patient  suffering  from 
so-called  chronic  disease. 

Dr.  John  H.  Nolan,  New  York  City — I en- 
joyed very  much  Dr.  Perkins’  paper  on  the 
management  of  chronic  neurologic  disorders.  I 
believe  that  every  physician  should  not  only  be 


able  to  manage  acute  diseases  but  have  a full 
understanding  of  chronic  ones  and  this  can  be 
obtained  only  in  a hospital  that  deals  with 
chronic  diseases. 

I feel  too,  as  he  does,  that  this  type  of  patient 
requires  an  attitude  of  cheerfulness  and  encour- 
agement on  the  part  of  the  doctor.  I would  like 
to  make  a few  comments  on  certain  disorders 
which  he  has  mentioned. 

Paralysis  Agitans. — I have  an  acquaintance 
who  has  had  paralysis  agitans  for  ten  years.  He 
is  a young  man  and  I see  him  playing  handball 
nearly  every  day.  In  this  manner  he  has  kept 
his  arms  and  legs  functioning  at  their  maximum 
capacity.  He  is  not  getting  any  worse,  is  able 
to  have  a good  time,  and  is  self-supporting. 

When  one  sees  so  many  of  these  cases  that  are 
sitting  down,  doing  nothing  but  developing 
arthritis  and  muscular  deformities,  it  shows  that 
certainly  something  can  be  done  to  forestall 
their  eventual  inactivity. 

Degenerative  Diseases. — I would  like  to  men- 
tion here  that  of  all  of  the  degenerative  diseases 
of  the  spinal  cord,  the  one  that  offers  the  most 
hope  is  combined  sclerosis,  providing  the  diag- 
nosis can  be  made  early. 

I believe  that  every  doctor  should  own  a 
tuning  fork  and  that  he  should  use  it  as  faith- 
fully as  he  uses  his  stethoscope.  I recall  two 
cases  in  the  past  who  came  to  me  complaining 
of  disturbances  of  sensation  in  the  legs  whose 
only  abnormality  was  loss  of  vibration  sense  in 
both  shins.  This  gave  me  a clue  to  further 
examine  the  blood  and  gastric  secretions,  which 
confirmed  the  diagnosis  of  pernicious  anemia. 
Treating  these  people  with  ample  amounts  of 
liver  and  iron  and  vitamin  B they  are  function- 
ally well  and  are  able  to  do  their  own  work. 
They  are  not  crippled  in  the  least.  The  vibra- 
tion sense  has  not  returned. 

In  regard  to  the  compensation  cases,  I feel 
that  a great  injustice  is  being  done  the  claimants 
by  requiring  them  to  wait  indefinitely  for  the 
settlement  of  their  cases,  and  agree  with  Dr. 
Perkins  that  medical  testimony  should  be  con- 
ducted privately. 

Dr.  Henry  W.  Miller,  Brewster,  N.  Y. — I 
wish  to  bring  to  your  attention  one  phase  sug- 
gested by  the  paper,  namely  the  hearings  before 
the  compensation  board.  At  a meeting  of  the 
board  of  delegates  of  the  State  Society  a resolu- 
tion was  passed  unanimously  suggesting  that  the 
hearings  before  the  compensation  board  be  closed 
hearings.  I cannot  give  you  the  exact  wording 
but  the  purpose  was  to  limit  the  damaging 
psychogenic  suggestions  which  the  patient  re- 
ceives at  these  hearings.  It  is  expected  that  the 
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board  of  compensation  will  act  upon  our  resolu- 
tions. 

Dr.  O.  L.  Friedman,  New  York  City. — I had 
to  be  in  court  this  morning  and  failure  to  appear 
may  subject  me  to  contempt  of  court,  but  I 
risked  that  in  order  to  be  here  and  listen  to 
Dr.  Perkins’  paper,  which  was  extremely  inter- 
esting, timely,  and  illuminating. 

To  you,  ladies  and  gentlemen,  neurologists  and 
psychiatrists,  Dr.  Perkins’  remarks  are,  I am 
sure,  quite  familiar,  but  a review  is  in  order. 

The  suggestions  made  regarding  closed  hear- 
ings in  certain  compensation  cases  would  be  a 
very  marked  and  beneficial  improvement  in  the 
prevention  of  neurosis  and  psychoneurosis  of 
those  patients  with  disability. 

As  one  practicing  internal  medicine  and 
psychiatry,  I was  particularly  interested  in  Dr. 
Perkins’  remarks.  I have  seen  quite  a number 
of  neurotics,  psychoneurotics,  and  some  psy- 
chotics,  who,  if  treated  in  a humane  and  sym- 
pathetic attitude  as  suggested  by  Dr.  Goodhart, 
Dr.  Perkins,  and  Dr.  Parker,  may  have  averted 
these  psychiatric  complications. 

There  is  a tendency  on  the  part  of  some  physi- 
cians to  treat  the  disease  and  forget  about  the 
patient.  It  is  a known  fact  that  disease  affects 


the  emotions  of  patients,  which  in  turn  modify 
the  disease — a vicious  cycle. 

A very  simple  and  familiar  illustration  known 
to  all  of  you,  is  the  temporary  rise  of  blood  pres- 
sure while  the  physician  reads  it.  There  you 
find  a psychologic  * reaction  which  takes  place 
when  the  eyes  of  the  patient  fall  upon  the  eyes 
of  the  doctor.  Take  this  patient’s  blood  pres- 
sure again  under  a more  harmonious  atmosphere 
and  you  will  find  a more  reliable  reading.  By 
applying  a humane  and  sympathetic  psychology 
to  a patient,  apparently  organic,  you  may  find 
him  functional. 

Because  Dr.  Perkins  covers  these  points  so 
well,  I would  suggest  that  his  paper  be  brought 
to  the  attention  of  the  general  practitioners  who 
are  the  first  to  see  the  early  cases  of  neurosis, 
psychoneurosis,  and  psychosis.  If  the  general 
practitioner  and  particularly  the  family  physi- 
cian would  treat  the  whole  man  and  not  only  the 
disease,  he  would  be  able  to  place  the  patient  in 
a healthier  state  of  mind  and  rehabilitate  him 
so  that  he  might  not  become  a mental  problem 
superimposed  upon  an  existing  physical  disability. 
In  this  manner,  the  physician  will  do  a great  deal 
of  good  to  the  patient,  his  family,  and  society  at 
large. 


WHY  “DOCTORS  DISAGREE” 

A doctor  warned  trial  lawyers  in  an  address 
at  the  Syracuse  Meeting  that  “no  physician  is 
expected  to  answer  any  question  with  absolute 
certainty.” 

In  a paper  on  the  physician  as  a witness  in 
lawsuits.  Dr.  Irving  J.  Sands,  of  Brooklyn, 
reminded  lawyers  “who  complain  they  cannot 
get  medical  men  to  agree  upon  anything”  that 
“medicine  is  not  an  exact  nor  a static  science.” 

“To  deny  physicians  the  right  to  disagree 
would  be  tantamount  to  stopping  medical 
progress,”  he  told  the  New  York  State  Medical 
Society  at  its  annual  convention  at  the  Hotel 
Syracuse. 

Dr.  Sands  said  in  part: 

“On  the  witness  stand  the  expert  must  give 
his  findings  in  as  intelligent  and  concise  a man- 
ner as  is  possible.  No  physician  is  expected  to 
answer  any  question  with  absolute  certainty; 
only  reasonable  certainty  is  required. 

“I  have  heard  lawyers  complain  that  they 
cannot  get  medical  men  to  agree  on  anything. 
As  a matter  of  fact,  physicians  agree  more  often 
than  they  disagree.  They  address  each  other  as 
colleagues  rather  than  honorable  opponents. 


“When  in  doubt  about  any  phase  of  diagnosis 
or  therapy,  older  and  more  experienced  colleagues 
are  called  into  consultation  for  help  and 
guidance,  and  the  proper  treatment  is  rendered 
because  a plan  for  management  of  the  patient 
has  been  agreed  upon  by  the  different  physi- 
cians. 

“Moreover,  it  is  unreasonable  to  expect  any 
group  of  professional  people  always  to  agree. 

“This  is  particularly  true  with  the  medical 
profession.  Medicine  is  not  an  exact  nor  a static 
science.  It  is  in  a state  of  continuous  growth. 
Newer  truths  are  discovered  almost  daily. 
Personal  experiences  vary.  Medical  men  have 
the  same  right  to  disagree  as  others  have. 

“It  is  the  refusal  of  scientific  workers  to  accept 
current  opinions  that  leads  to  scientific  dis- 
coveries and  achievements.  To  deny  physicians 
the  right  to  disagree  would  be  tantamount  to 
stopping  medical  progress.  Honest  differences 
of  opinion  stimulate  medical  thought  and  prog- 
ress. 

“There  is  much  in  medicine  that  is  still  specu- 
lative, for  the  truth  is  yet  unknown  in  many 
medical  situations.” 


THE  SIGNIFICANCE  OF  ASYMPTOMATIC  NEUROSYPHILIS 


Paul  A.  O’Leary,  M.D.,  Rochester,  Minnesota 

{Section  on  Dermatology  and  Sy philology,  The  Mayo  Clinic,  Rochester,  Minnesota ) 


Asymptomatic  neurosyphilis  is  that 
J\,  manifestation  of  syphilis  which  is 
characterized  by  a positive  spinal  fluid 
test  and  in  which  there  are  neither  signs 
nor  symptoms  of  invasion  or  involvement 
of  the  central  nervous  system.  When  a 
patient  manifests  clinical  signs  that 
denote  that  the  infection  has  involved  the 
central  nervous  system,  a diagnosis  of 
asymptomatic  neurosyphilis  is  no  longer 
tenable  and  the  diagnosis  is  based  on  the 
clinical  manifestations  of  involvement  of 
the  nervous  system. 

Asymptomatic  neurosyphilis  may  be 
encountered  in  any  phase  of  syphilis. 
It  is  noted  more  frequently  in  early 
syphilis,  in  which  the  incidence  approxi- 
mates 35  per  cent;  thereafter,  the  inci- 
dence gradually  decreases  until  it  reaches 
an  average  of  15  per  cent  among  those 
patients  in  whom  the  disease  is  of  more 
than  four  years’  duration. 

The  significance  of  asymptomatic  neuro- 
syphilis lies  in  these  facts:  (1)  it  is  the 

forerunner  of  clinical  neurosyphilis ; (2) 

it  is  a type  of  neurosyphilis  that  responds 
comparatively  satisfactorily  to  treat- 
ment and,  in  those  cases  in  which  treat- 
ment is  satisfactory,  the  development 
of  clinical  neurosyphilis  is  thus  prevented; 
(3)  the  results  of  repeated  examinations 
of  the  spinal  fluid  can  be  used  as  fairly 
accurate  indicators  of  the  response  the 
patient  is  making  to  treatment ; (4)  the  re- 
sults of  repeated  examinations  of  the 
spinal  fluid  also  denote  the  “trend”  of 
the  disease  in  the  central  nervous  system ; 
in  other  words,  they  reveal  the  tendency 
for  the  fluid  to  change  to  the  mild  or  to 
the  severe  (paretic)  type;  (5)  in  no  other 
type  of  neurosyphilis  is  it  possible  to 
appraise  as  readily  the  results  of  the 
different  systems  of  treatment;  (6)  the 


effect  of  the  various  schemes  of  treat- 
ment gives  an  excellent  clue  to  the  status 
of  the  patient’s  mechanism  of  defense 
against  the  disease. 

It  is  necessary  to  understand  the  sig- 
nificance of  each  test  employed  in  the 
examination  of  the  spinal  fluid  in  order 
to  interpret  the  results  of  each  test  in- 
telligently in  terms  of  therapeutic  effect 
and  prognosis.  As  the  diagnosis  of 
asymptomatic  neurosyphilis  can  be  made 
only  by  examination  of  the  spinal  fluid 
and  by  obtaining  positive  tests,  it  seems 
appropriate  to  digress  at  this  point  and 
comment  briefly  on  the  indications  for 
examining  the  spinal  fluid.  Among  pa- 
tients who  have  acute  syphilis  the  spinal 
fluid  should  be  examined  toward  the  end 
of  the  course  of  treatment  and,  even  if  a 
negative  report  is  obtained,  the  ex- 
amination should  be  repeated  before  the 
patient  is  discharged.  Among  patients 
who  have  asymptomatic  syphilis  of  more 
than  four  years’  duration,  the  spinal 
fluid  should  be  examined  before  treat- 
ment is  outlined,  but  among  those  pa- 
tients who  have  clinically  recognizable 
forms  of  the  disease,  such  as  cardiovascu- 
lar, hepatic,  osseous,  or  late  cutaneous 
syphilis,  the  spinal  fluid  should  be  tested 
as  soon  after  treatment  is  started  as  it  is 
convenient  to  do  so,  or  as  soon  as  it  is 
compatible  with  the  patient’s  clinical 
condition.  Of  course,  among  patients 
who  have  signs  or  symptoms  suggesting 
involvement  of  the  nervous  system,  the 
spinal  fluid  should  be  examined  before 
treatment  is  started.  As  a rule,  it  is 
not  advisable  to  examine  the  spinal  fluid 
of  patients  more  than  sixty  years  of  age 
unless  the  test  is  essential  to  a complete 
differential  diagnosis.  Among  patients 
who  have  asymptomatic  neurosyphilis, 
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TABLE  1. — General  Classification  of  Spinal  Fluids  According  to  the  Degree  of  Abnormality  Observed  on 
Examination  by  Each  of  the  Five  Indicated  Tests 


Number  of 
Cells  per 

Colloidal  Benzoin 

Protein,  Mg. 
per  100  Cc. 

Group 

Cu.  Mm. 

or  Gold  Curve 

Wassermann 

Globulin 

(Average) 

Mild* 

8 to  30 1 

0003330000 

Negative  or 
weakly 
positive 

Positive 

50 

Moderate** 

30  to  100t 

0003330000 

0245542000 

Positive  or 
strongly 
positive 

Positive 

60 

Severe*** 

(Paretic) 

30  to  100t 
10  to  30  tt 
10  to  30 1 1 1 

-5555543210 

Strongly 

positive 

Positive 

100 

* The  mild  group  includes  fluids  in  which  the  number  of  cells  and  content  of  globulin  and  protein  are  increased ; 
the  flocculation  reaction  may  be  negative  or  positive  and  the  colloidal  gold  curve  may  be  indeterminate  or  positive. 
If  positive,  the  curve  is  usually  of  the  syphilitic  zone  type. 

**  The  moderate  group  includes  fluids  in  which  the  cells  number  30  or  more  per  cu.  mm.,  the  flocculation  reaction 
is  strongly  positive,  and  the  colloidal  curve  is  the  tabetic  or  indeterminate  type.  The  estimate  of  the  globulin  is  posi- 
tive and  the  estimate  of  protein  shows  an  increase  to  an  average  of  60  mg.  per  100  cc.  Fluids  falling  just  short  of  the 
requirements  of  the  severe  group  are  also  included  in  this  group. 

***  The  severe  group  includes  those  fluids  that  have  the  so-called  dementia  paralytica  formula,  that  is,  marked 
excess  of  globulin,  content  of  protein  averaging  about  100  mg.  per  100  cc.,  a strongly  positive  flocculation  reaction 
(0.2  cc.  or  less),  and  the  type  of  colloidal  curves  indicating  dementia  paralytica.  The  number  of  cells  is  decidedly 
increased  and,  in  addition  to  the  small  lymphocytes,  large  lymphocytes  and  polymorphonuclear  leukocytes  may  be 
present. 

t Small  lymphocytes, 
ft  Large  lymphocytes, 
tft  Polymorphonuclear  leukocytes. 


the  earlier  in  the  course  of  treatment 
that  the  spinal  fluid  is  examined,  the 
easier  it  will  be  to  interpret  the  subse- 
quent changes  in  the  various  tests,  thus 
observing  the  trend  and  response  of  the 
spinal  fluid  to  treatment.  Accordingly, 
among  patients  who  have  asymptomatic 
neurosyphilis,  re-examinations  of  the 
spinal  fluid  must  be  done  at  intervals  of 
approximately  six  months  if  the  signifi- 
cance of  the  changes  in  the  positivity  of 
the  spinal  fluid  is  to  be  interpreted  ac- 
curately. 

An  adequate  examination  of  the  spinal 
fluid  should  consist  of  the  following  five 
tests : 

1.  Cell  Count. — This  should  be  determined 
immediately  after  the  fluid  is  withdrawn.  If 
the  fluid  is  sent  to  some  distant  laboratory  the 
cells  may  disintegrate  so  that  within  twelve 
hours  there  may  be  a 50  per  cent  reduction  in 
the  number  of  the  lymphocytes  actually  present. 
The  normal  spinal  fluid  may  contain  from  1 to  8 
lymphocytes  per  cu.  mm.,  although  8 to  10 
lymphocytes  per  cu.  mm.  is  considered  as  border- 
ing on  the  abnormal.  The  presence  of  more 
than  10  lymphocytes  is  considered  abnormal. 
The  presence  of  large  lymphocytes,  plasma 
cells,  or  polymorphonuclear  leukocytes  is  asso- 
ciated not  only  with  a positive  spinal  fluid  but 
indicates  a severe  degree  of  positivity. 

2.  Colloidal  Gold  Test. — This  is  of  equal  sig- 
nificance in  determining  the  number  of  cells 


present,  especially  if  the  report  is  abnormal, 
and  its  significance  becomes  even  greater  when 
the  abnormality  persists  on  subsequent  ex- 
aminations. This  is  illustrated  well  in  the 
interpretation  of  the  zone  1,  or  paretic  type  of 
curve  (5  55543221  0).*  One  such  paretic 
type  of  curve  does  not  mean  that  the  patient 
has  dementia  paralytica  or  that  he  necessarily 
will  develop  it.  However,  if,  on  repeated  ex- 
aminations of  the  fluid,  the  gold  test  shows  a per- 
sistence of  the  zone  1 reaction  and  the  other 
tests  of  the  spinal  fluid  also  give  positive  results, 
the  likelihood  that  dementia  paralytica  is  im- 
pending increases  with  each  report.  The  zone  2, 
or  syphilitic  type  of  curve  (0  00233200  0), 
is  found  among  patients  who  have  tabes  dorsalis 
and  sometimes  in  cases  of  asymptomatic  neuro- 
syphilis. A normal  colloidal  gold  curve  may 
consist  of  all  zeros  or  may  show  a slight  increase 
in  the  middle  group  of  figures,  such  as  0 0 0 
1 2 2 1 0 0 0. 

3.  Flocculation  or  Precipitation  Test. — This 
test,  performed  by  using  any  of  the  newer  tech- 
nics, is  the  third  important  examination. 

4.  Estimation  of  Globulin. — A normal  amount 
is  interpreted  as  negative. 

5.  Estimation  of  Protein. — Any  amount  up  to 
40  mg.  is  considered  normal.  The  estimates  of 
globulin  and  protein  do  not  indicate  the  type  or 
degree  of  involvement  of  the  central  nervous 
system,  but  merely  denote  an  abnormal  type  of 
spinal  fluid. 

* Among  patients  who  have  multiple  sclerosis,  a zone 

1 (paretic)  gold  curve,  a pleocytosis  of  8 to  40  cells  per 
cu.  mm.,  an  increase  in  the  protein  and  globulin  content, 

and  a negative  flocculation  test  are  usually  found. 
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TABLE  2. — Types  of  Spinal  Fluid  Positivity  and  Associated  Types  of  Neurosyphilis 


Type  of  Neurosyphilis 

Cell  Count 

Colloidal  Gold  Curve 

Flocculation 

Test 

Globulin 

Protein, 
Mg.  per 
100  Cc. 
(Average) 

Paresis 

30-100  L.L.* 

5555543210 

4 plus 

Positive 

100 

Meningeal  neurosyphilis 

10-  30  S.L.  t 
10-  30  P.** 
200  L.L. 

100  S.L. 

5555554321 

0255432100 

4 plus 

Positive 

150 

( active 

100  P. 
40  S.L. 

0001232000 

4 plus 

Positive 

80 

Tabes  dorsalis^ 

( arrested 

8 S.L. 

0001232000 

Negative 

Positive 

50 

Meningovascular 

neurosyphilis 

Vascular 

neurosyphilis 

10-  25  S.L. 
15  S.L. 

2325532100 

0001244210 

4 plus 
to 

2 plus 
Negative 

or 

Negative 

Positive 

Positive 

or 

90 

30-60 

Asymptomatic 

50-100  S.L. 

5555322000 

4 plus 

Negative 

Positive 

80 

neurosyphilis 

10-30  S.L. 

0021220000 

0002332000 

4 plus 
to 

Positive 

40 

1 plus 

Normal  or 

negative  fluid 

3 S.L. 

0000000000 

Negative 

Negative 

30 

* L.L.  Large  lymphocytes 
t S.L.  Small  lymphocytes 
**  Polymorphonuclear  leukocytes 


In  cases  of  asymptomatic  neurosyphi- 
lis the  spinal  fluid  findings  may  be  of 
varying  degrees,  and  these  five  tests, 
in  various  combinations,  create  reports 
that  may  be  interpreted  as  indicating  a 
mild,  moderate,  or  severe  degree  of  in- 
vasion of  the  central  nervous  system. 
The  three  degrees  of  positivity  are 
illustrated  in  Table  1. 

The  various  combinations  of  the  five 
tests  done  on  the  spinal  fluid  have  created 
a variety  of  pictures  which,  in  addition 
to  denoting  different  degrees  of  activity, 
are  also  pathognomonic  of  certain  types 
of  neurosyphilis,  although  others  may 
indicate  only  that  syphilis  of  the  central 
nervous  system  is  present.  The  spinal 
fluid  findings  when  taken  in  combina- 
tion with  the  clinical  findings  are  neces- 
sary for  a complete  recognition  of  the 
type  of  involvement  or  invasion  of  the 
central  nervous  system.  Table  2 illus- 
trates some  of  the  more  frequent  types 
of  positivity  of  the  spinal  fluid  and  the 
types  of  neurosyphilis  with  which  they 
are  usually  associated. 

Comment  has  already  been  made  that 
asymptomatic  neurosyphilis  is  character- 
ized by  a positive  spinal  fluid  and  an 
absence  of  clinical  signs  of  involvement 
of  the  central  nervous  system  by.  the 


disease.  In  spite  of  the  absence  of 
clinical  manifestatidns,  it  is  possible  to 
recognize  from  the  spinal  fluid  findings 
that  different  types  of  neurosyphilis  are 
impending.  It  is  not  possible  to  make 
such  deductions,  however,  from  one  ex- 
amination of  the  spinal  fluid,  but  as 
repeated  reports  of  the  same  type  are  ob- 
tained while  the  patient  is  receiving 
treatment,  the  report  becomes  more 
authentic.  For  example,  in  a case  of 
asymptomatic  neurosyphilis,  the  paretic 
type  of  formula  may  be  reported  in  the 
spinal  fluid  at  the  time  of  the  first  ex- 
amination. If,  following  six  months  of 
treatment,  the  paretic  features  of  the 
fluid  persist,  this  finding  then  assumes 
significant  proportions  and,  if  the  paretic 
element  remains  in  the  reports  after 
another  period  of  treatment  lasting  four 
to  six  months,  it  is  convincing  evidence 
that  the  patient  has  a resistant  type  of 
infection  (probably  of  the  paretic  type), 
that  the  treatment  given  him  has  been 
inadequate,  and  that  a change  in  the 
therapeutic  program  is  warranted.  An- 
other type  of  spinal  fluid  report  is  noted 
among  the  patients  who  have  asympto- 
matic neurosyphilis,  who  likewise  mani- 
fest a paretic  trend  in  the  original  test 
of  spinal  fluid  but  who,  following  six 
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months  of  treatment,  no  longer  have  the 
paretic  features  in  the  spinal  fluid  and 
have  a spinal  fluid  that  gives  negative 
results  on  examination  after  the  second 
period  of  six  months  of  treatment.  I 
believe  that  studies  of  spinal  fluid  similar 
to  these  two,  which  denote  the  trend 
of  changes  in  the  spinal  fluid  while  the 
patient  is  under  treatment,  demonstrate 
the  outstanding  value  of  such  tests. 
If  the  trend  of  change  in  the  fluid  is 
from  the  paretic  toward  the  less  severe 
types  of  involvement,  the  inference  is 
that  the  program  of  treatment  is  prob- 
ably adequate,  but  if  the  paretic  fea- 
tures persist,  or  if  the  fluid  relapses  to- 
ward the  paretic  type  after  a rest  from 
treatment,  it  denotes  that  a change  in  the 
therapeutic  program  should  be  con- 
sidered. 

A study  of  the  results  of  treatment  of 
asymptomatic  neurosyphilis  not  only 
displays  the  values  of  a variety  of  thera- 
peutic procedures  but  also  portrays  even 
more  clearly  the  status  of  the  patient’s 
mechanism  of  defense  against  the  dis- 
ease. The  basis  for  the  data  herein 
presented  is  the  retrospective  clinical 
studies  on  neurosyphilis  by  the  Coopera- 
tive Clinical  Group.1’2  There  were  5,293 
patients  who  had  syphilis  whose  spinal 
fluid  was  examined,  and  of  these,  712, 
or  13.5  per  cent,  had  asymptomatic 
neurosyphilis.  The  results  from  treat- 
ment of  the  group  as  a whole  were  best 
among  the  patients  who  had  the  less 
severely  positive  spinal  fluid  and  among 
those  who  had  harbored  the  disease  for 
only  a short  time.  When  the  paretic 
formula  was  encountered  in  examination 
of  the  spinal  fluid,  it  was  found  neces- 
sary to  adopt,  the  more  strenuous  thera- 
peutic programs  and,  frequently,  to 
employ  both  the  specific  and  nonspecific 
therapeutic  agents  in  order  to  reverse 
the  tests  to  negative.  Among  many  of 
the  patients  who  have  mild  types  of 
positive  spinal  fluids  and  among  whom 
syphilis  is  of  only  two  or  three  years’ 
duration,  the  response  of  the  spinal  fluid 
to  a comparatively  small  amount  of 
treatment  is  usually  immediate  and  per- 
manent. Among  some  patients  who 


manifest  asymptomatic  neurosyphilis, 
serologic  negativity  occurs  spontane- 
ously, and,  although  the  incidence  of 
these  cases  is  not  known,  they  are  en- 
countered often  enough  to  emphasize 
the  fact  that  the  forces  of  immunity 
among  certain  patients  are  mustered 
without  the  aid  of  treatment  early  in  the 
course  of  the  disease  and  overcome  the 
infection  completely.  Among  the  major- 
ity of  patients  who  have  asymptomatic 
neurosyphilis,  the  development  of  a 
defense  reaction  to  the  disease  is  suc- 
cessful when  the  efforts  of  nature  are 
augmented  by  modern  treatment,  because 
we  are  able  to  control  the  disease  success- 
fully in  65  per  cent  of  these  cases. 

An  evaluation  of  the  various  systems  of 
treatment  that  had  been  employed  in 
these  cases  was  attempted  but  met 
numerous  obstacles  that  prevented  an 
accurate  appraisal  of  their  individual 
merit.  However,  there  were  a few  per- 
tinent facts  elicited  as  to  the  comparative 
values  of  routine  treatment,  intraspinal 
therapy,  tryparsamide,  and  malaria  ther- 
apy that  are  worthy  of  emphasis.*  Rou- 
tine treatment  alone  was  used  in  203 
cases  and,  by  the  tenth  year  of  treat- 
ment and  observation,  the  spinal  fluids 
were  negative  in  68.5  per  cent  of  this 
group.  Among  199  patients  who  had 
the  more  resistant  type  of  fluid,  routine 
and  intraspinal  therapy  reversed  the 
spinal  fluids  to  negative  in  68.3  per  cent 
and  maintained  the  negativity  by  the 
tenth  year  after  treatment.  Of  47  pa- 

* Routine  treatment  consists  of  the  use  of  one  of  the 
arsphenamines  in  conjunction  with  a heavy  metal, 
either  bismuth  or  mercury.  Six  injections  of  arsphen- 
amine  and  twelve  injections  of  bismuth  constitute  a 
course  and  four  courses  are  considered  a minimal  amount 
of  treatment.  If  mercurial  inunctions  are  used,  one  week 
of  inunctions  (six  rubs)  is  considered  equivalent  to  one 
injection  of  bismuth.  Routine  treatment  with  arsphen- 
amine  was  given  either  continuously  or  intermittently, 
and  bismuth  or  mercury  administered  simultaneously 
or  in  the  intervals  between  courses  of  arsphenamine. 

Intraspinal  therapy  was  given  according  to  the  Swift- 
Ellis,  the  Swift-Ellis  Ogilvie,  or  the  modified  Ravaut 
technic. 

Tryparsamide  was  given  in  series  of  ten  injections  in 
conjunction  with  an  equal  amount  of  bismuth,  with 
intervals  of  rest  of  two  months’  duration  between  the 
courses.  It  was  the  plan  to  give  ten  courses  of  trypars- 
amide and  bismuth. 

The  electric  units  for  fever  therapy  were  not  in  use 
when  these  patients  were  treated;  hence,  the  discussion 
in  regard  to  fever  treatment  is  concerned  only  with 
patients  treated  by  induced  malaria.  A series  of  twelve 
malarial  bouts  usually  constituted  a course  of  fever 
therapy,  although  recently  eight  or  nine  periods  of  chills 
and  fever  have  been  found  to  be  as  efficient  as  the  larger 
number.  Post-fever  therapy  consisted  of  any  one  of 
the  various  therapeutic  methods  mentioned  above. 
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tients  who  received  tryparsamide,  the 
spinal  fluids  were  negative  in  59.6  per 
cent  at  the  end  of  five  years,  although  of 
82  patients  who  were  given  malarial 
therapy  because  they  failed  to  respond  to 
the  other  therapeutic  measures,  19.5 
per  cent  gave  negative  results  on  ex- 
aminations of  the  spinal  fluid  in  the  fifth 
year  following  the  course  of  fever.  In  a 
small  group  of  34  cases,  three  or  more 
combinations  of  treatment  were  suc- 
cessful in  only  11.8  per  cent  of  the  cases. 
It  is  significant  that  continued  treatment 
and  observation  after  the  tenth  year 
changes  these  figures  only  slightly;  in 
fact,  if  the  spinal  fluid  is  not  reversed  to 
negative  by  the  fifth  year  of  treatment, 
there  is  only  a small  chance  of  increasing 
the  incidence  of  negativity,  even  by  con- 
tinuing treatment.  When  the  565  cases 
of  asymptomatic  neurosyphilis  were  ap- 
praised as  a group,  it  was  noted  that  the 
spinal  fluids  were  negative  by  the  fifth 
year  in  57.2  per  cent  of  the  cases  and,  by 
the  tenth  year,  in  64.4  per  cent.  When  the 
appraisal  was  made  on  the  basis  of  the 
method  of  treatment  employed,  complete 
reversal  of  the  spinal  fluid  to  negative 
was  noted  following  routine  treatment 
in  26.9  per  cent,  following  routine  and 
intraspinal  treatment  in  26.4  per  cent, 
following  routine  treatment  and  treat- 
ment with  tryparsamide  in  5.7  per  cent, 
following  routine  treatment  and  malarial 
therapy  in  3.9  per  cent,  and  following 
routine  treatment  plus  two  or  more 
therapeutic  combinations  in  1.6  per  cent. 

For  practical  purposes  these  figures 
mean  essentially  that  in  a patient  who 
has  asymptomatic  neurosyphilis,  when  a 
trial  of  approximately  twelve  injections 
of  arsphenamine  and  a corresponding 
amount  of  heavy  metal  (routine  treat- 
ment) has  failed  to  reverse  the  spinal 
fluid,  the  more  intensive  therapeutic 
methods  should  be  adopted.  First,  a 
series  of  six  to  eight  intraspinal  treat- 
ments in  conjunction  with  arsphenamine 
and  a heavy  metal  should  be  given  and, 
if  this  fails  to  produce  a negative  spinal 
fluid,  fever  therapy  then  should  be  in- 
stituted. The  point  of  significance  is 
that,  when  treatment  and  observation  are 


carried  out  for  ten  years  following  the 
use  of  these  various  therapeutic  plans, 
the  spinal  fluid  remains  positive  in  35 
per  cent  of  the  patients.  Accordingly, 
there  is  still  ample  opportunity  for 
improvement  in  the  program  of  treat- 
ment of  these  cases. 

Observation  of  these  patients  varied 
from  two  to  twenty  years  and  the  study 
of  the  clinical  progressions  toward  tabes 
dorsalis,  general  paresis,  and  other  types 
of  clinical  neurosyphilis  brought  some 
interesting  facts  to  light.  As  was  noted 
in  the  study  of  the  serologic  reversals, 
the  patients  who  had  mildly  positive 
spinal  fluid  showed  the  lowest  incidence 
of  clinical  progression;  those  who  had 
the  so-called  paretic  formula  in  the  spinal 
fluid  gave  evidence  of  clinical  progres- 
sion more  than  four  times  as  frequently. 
In  the  study  of  the  influence  of  the 
amount  of  treatment,  it  was  found  that 
those  who  received  small  amounts,  that 
is,  less  than  ten  injections  of  arsphen- 
amine, showed  an  incidence  of  clinical 
progression  three  times  greater  than 
those  who  received  more  than  twenty  in- 
jections of  an  arsenical  preparation  and  a 
heavy  metal. 

The  studies  of  the  flocculation  reac- 
tions of  the  blood  revealed  that  the  re- 
sult of  tests  of  blood  are  not  an  indica- 
tion of  the  status  of  the  spinal  fluid. 
As  the  patients  included  in  this  survey 
were  treated  and  observed  before  the 
flocculation  and  precipitation  tests  were 
in  use,  the  disparity  between  the  results 
of  examination  of  the  blood  and  spinal 
fluid  was  slightly  greater  than  would  be 
noted  if  the  newer  serologic  technics  had 
been  employed.  However,  it  is  signifi- 
cant that  in  14  per  cent  of  the  cases  of 
asymptomatic  neurosyphilis  the  blood 
reports  were  negative  while  the  spinal 
fluids  were  strongly  positive.  This  find- 
ing, previously  called  to  our  attention 
on  numerous  occasions,  stresses  the 
need  for  examining  the  spinal  fluid  ir- 
respective of  the  status  of  the  serologic 
condition  of  the  blood  of  patients  who 
have  syphilis.  Patients  among  whom 
treatment  for  syphilis  was  started  dur- 
ing the  early  or  latent  phase  of  the  dis- 
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ease  should  not  discontinue  treatment 
even  if  their  serologic  findings  are  nega- 
tive, until  the  spinal  fluid  has  been  ex- 
amined and  found  to  be  negative. 
Among  patients  under  treatment  for 
early  syphilis,  a relapse  of  the  blood  tests 
from  negative  to  positive  is  accompanied 
by  positive  findings  in  the  spinal  fluid  in 
the  majority  of  the  cases.  Another 
significant  axiom  regarding  asymptomatic 
neurosyphilis  is  that  if  a patient  has 
passed  the  fourth  year  of  the  disease  and 
invasion  of  the  central  nervous  system 
has  not  taken  place,  as  indicated  by  the 
finding  of  a negative  spinal  fluid,  such  a 
patient  can  be  assured  that  neurosyphilis 
will  not  develop  in  the  years  to  come. 
The  basis  for  this  statement  is  the  fact 
that  if  the  spinal  fluid  has  not  become 
involved  during  the  first  four  years  of  the 
disease  there  is  a chance  that  in  99  per 
cent  of  the  cases  it  will  not  become  posi- 
tive at  any  time  thereafter. 

A frequent  explanation  for  the  time- 
worn expression  “Wassermann  fast”  may 
be  found  in  the  examination  of  the 
spinal  fluids  of  such  patients.  In  75 


per  cent  of  the  patients  thought  to  be 
inadequately  treated  and  Wassermann 
fast,  the  spinal  fluid  was  positive.  In 
other  words,  these  persistently  positive 
findings  in  the  blood  were  due  to  the 
presence  of  asymptomatic  neurosyphilis. 

Even  if  the  modern  treatment  of 
syphilis  does  not  produce  a “cure”  in  all 
cases,  it  does  decrease  materially  the 
incidence  of  the  late  complications  of  the 
disease.  In  no  manifestation  of  syphilis 
is  this  demonstrated  more  clearly  than 
in  cases  of  asymptomatic  neurosyphilis 
in  which  the  competent  use  of  the  con- 
tinuous system  of  treatment  in  early 
syphilis  has  reduced  the  incidence  of 
asymptomatic  neurosyphilis  to  7 per 
cent,  as  compared  with  an  incidence  of 
23  per  cent  following  the  use  of  irregular 
and  haphazard  systems  of  treatment. 
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CONQUEST  OF  SYPHILIS  IN  SIGHT 

“Because  of  America’s  heterogeneous  popula- 
tion, it  may  take  thirty  to  fifty  years  to  control 
syphilis  completely,”  Doctor  R.  A.  Vonderlehr, 
Assistant  Surgeon  General  of  the  United  States 
Public  Health  Service,  declared  in  his  address  on 
“The  Public  Health  Aspects  of  Syphilis”  before 
the  Graduate  Clinic,  at  Duke  University, 
Durham,  North  Carolina. 

The  most  marked  success  has  been  attained 
in  the  Scandinavian  countries,  according  to 
Dr.  Vonderlehr.  “With  a uniform  population 
approximately  one- tenth  that  of  the  United 
States,  a period  of  almost  twenty  years  of  in- 
tensive work  was  required  in  the  Scandinavian 
countries,”  he  said.  “England  and  Wales, 
with  almost  one-third  of  the  population  of  this 
country  and  with  less  variable  social  and  eco- 
nomic conditions,  have  decreased  the  incidence 
of  early  syphilis  by  about  50  per  cent  in  two 
decades.” 

Commenting  directly  upon  the  situation  in 


the  United  States,  the  speaker  pointed  out  that 
there  is  a heterogeneous  population  here  with 
the  most  variable  social  and  economic  condi- 
tions. He  also  emphasized  that  the  program 
here  is  dependent  on  concerted  action  by  our 
political  subdivisions.  “Not  only  is  the  launch- 
ing of  a successful  health  program  dependent 
upon  the  acceptance  of  the  plan  by  the  local 
governments,”  said  the  doctor,  “but  it  is  neces- 
sary to  develop  effective  financial  support  in 
forty-eight  politically  independent  states.  When 
these  factors  are  considered,  it  seems  reasonable 
to  expect  that  although  progress  may  be  noted 
after  the  first  few  years,  complete  success  in  the 
United  States  will  not  be  attained  in  a period 
less  than  thirty  to  fifty  years.” 

The  ultimate  success  of  the  present  campaign 
to  rid  the  American  populace  of  the  ravages  of 
syphilis  was  confidently  predicted  by  the  Chief 
of  the  Venereal  Diseases  Division  of  the  Public 
Health  Service. 


URTICARIA  OF  EMOTIONAL  ORIGIN 

Temporary  Disappearance  During  Syncope  with  Possible  Explanation  of  the 
Mechanism  of  the  Interruption  of  Wheal  Formation 

Daniel  Blitz,  M.D.,  Woodmere,  New  York 


IN  a review  of  the  literature,  a case 
report  of  the  disappearance  of  general- 
ized urticaria  during  syncope  was  not 
found.  On  the  contrary,  there  are  many 
reports  in  which  urticaria  appeared  dur- 
ing syncope  in  cold  hypersensitivity. 1 
It  would  be  of  interest  to  report  this  oc- 
currence and  try  to  explain  the  mecha- 
nism involved. 

Case  Report. — A female,  Mrs.  R.  L.,  aged  27 
years,  seen  on  July  7,  1936,  complained  of  an 
itching  rash  which  suddenly  appeared  over  the 
entire  body.  The  patient  had  her  first  attack  of 
urticaria  three  years  previously,  following  the 
death  of  her  uncle.  There  was  no  history  of 
food  or  drug  allergy,  hay  fever,  or  cold  hyper- 
sensitivity. 

A right  mastoidectomy  had  been  performed 
at  the  age  of  15  years,  and  a cholecystectomy  at 
the  age  of  23  years. 

The  patient  had  never  been  pregnant.  The 
last  menstrual  period  was  three  weeks  pre- 
viously. 

She  attributed  the  present  attack  to  an  emo- 
tional upset.  The  patient  saw  her  neighbor 
seized  with  a severe  heart  attack  on  July  6,  at 
11  p.m.  She  declared  that  this  was  similar  to  the 
one  from  which  her  father  had  died. 

On  physical  examination  there  were  various- 
sized urticarial  wheals  covering  the  entire  body. 
The  temperature  was  normal,  the  pulse  82,  and 
the  blood  pressure  was  116/80.  The  remainder 
of  the  examination  was  essentially  negative. 

Calcium  gluconate  wafers,  a saline  cathartic, 
and  calamine  lotion  with  1 per  cent  phenol  for 
pruritus  were  prescribed. 

At  ten  o’clock  in  the  evening  of  the  same  day, 
I was  called  to  the  patient’s  home  because  she 
suddenly  fainted.  I arrived  within  four  minutes 
and  found  the  patient  very  pale  and  perspiring 
freely. 

She  complained  of  feeling  weak  and  dizzy, 
but  declared  that  the  itching  had  entirely 
ceased.  Upon  examination  the  skin  appeared 
perfectly  normal  and  there  was  no  evidence  of 
any  of  the  urticarial  wheals  on  the  body.  The 
pulse  was  110  and  of  poor  volume.  The  blood 
pressure  was  80/60  and  the  heart  sounds  were 


distant.  The  abdomen  was  soft  but  not  tender. 
The  patient  was  wearing  a pad  over  the  vulva 
because  of  vaginal  bleeding.  Rectal  examina- 
tion was  negative. 

The  patient  attributed  her  fainting  spell  to  an 
enema  which  was  unexpectedly  followed  by  her 
menses. 

Aromatic  spirits  of  ammonia  were  given  by 
inhalation  and  the  head  was  placed  lower  than 
the  rest  of  the  body. 

After  about  five  minutes  the  pallor  of  the 
skin  disappeared  and  the  pulse  became  fuller. 
The  patient  declared  she  no  longer  felt  weak  or 
dizzy  but  again  complained  of  intense  itching 
over  her  entire  body.  After  a lapse  of  about 
three  minutes  the  urticarial  wheals  began  to  re- 
appear over  her  entire  body.  The  blood  pres- 
sure was  again  taken  and  it  was  110/80  and  the 
pulse  88  and  full. 

The  urticaria  and  pruritus  gradually  dis- 
appeared after  eight  hours.  The  vaginal  bleed- 
ing proved  to  be  the  menstrual  period. 

Lewis  and  Grant2  describe  the  follow- 
ing changes  in  wheal  formation : 

1.  Local  dilatation  of  capillaries,  ven- 
ules, and  arterioles  by  direct  action. 

2.  Widespread  dilatation  in  neigh- 
boring arterioles  by  local  reflex  action. 

3.  Increased  permeability  of  vessel 
walls  by  direct  action. 

Jarisch3  considers  wheals  as  circum- 
scribed edema,  mainly  dilatation  of 
lymph  spaces  and  vessels  of  corium,  and 
swelling  of  connective  tissue  bundles. 

Uhlmann4  states  that  on  microscopic 
examination  the  wheals  are  located  in  the 
papillary  layer  and  succeeding  layers  of 
the  cutis. 

It  has  been  shown  by  Lewis  and  Grant,2 
and  Pilcher5  that  an  adequate  circulation 
is  necessary  for  wheal  production. 

The  edema  fluid  is  derived  directly 
and  wholly  from  the  blood  plasma,  as 
shown  by  Ebbecke.6 

In  syncope  there  is  a drop  in  blood 
pressure  and  the  pulse  is  of  poor  volume.7 
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There  is  dilatation  of  visceral  vessels 
and  cerebral  anemia.8 

The  color  of  the  skin,  apart  from  ef- 
fects due  to  pigmentation  and  variations 
in  thickness  of  epidermis,  is  determined 
chiefly  by  its  blood  supply.9 

The  pallor  of  the  skin  is  due  to  the 
constriction  of  the  peripheral  vessels10  or 
to  the  deflection  of  blood  to  the  splanch- 
nic areas.11 

According  to  Bray,12  urticaria  due  to 
an  emotional  upset  may  be  explained  by  a 
disturbance  in  vagosympathetic  balance, 
causing  an  increased  permeability  of  the 
blood  vessels. 

In  syncope  with  the  above  changes 
taking  place,  the  interference  with  the 
blood  supply  to  the  skin  may  partly  ex- 
plain the  mechanism  of  the  interruption 
of  wheal  formation. 


I wish  to  thank  Dr.  Max  Scheer, 
of  New  York  City,  for  his  kind  sugges- 
tions. 
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THE  GRAD  FROM  TIMBUCTOO* 

The  medical  texts  are  covered  with  dust, 
Neglected  and  musty  they  stand; 

And  the  compound  ’scope  is  red  with  rust, 

And  the  journals  mold,  near  at  hand! 

Time  was  when  the  favorite  texts  were  new 
And  the  ’scope  had  its  daily  care; 

’Twas  then  that  the  Grad  from  Timbuctoo 
Left  school — and  put  them  there. 

“You’ll  be  right  here  when  I’ve  time,”  he  said, 
“And  after  my  rounds  are  through!”  . . . 

Then  he  hurried  off,  at  last,  to  bed 
And  dreamt  that  his  plans  came  true. 

But  as  he  was  dreaming,  an  urgent  song 
Woke  the  Grad  from  Timbuctoo  . . . 

The  work  came  thick,  and  the  money  fast, 

He  had  all  that  he  wished  to  do. 

And  always  waiting,  right  close  at  hand 
While  the  dust  and  the  rust  grew  more, 

Were  texts  and  journals  and  microscope 
With  the  latest  of  medical  lore. 

Aye,  faithful  to  Timbuctoo  they  stood 
Each  in  its  given  place — 

Just  waiting  the  touch  of  a searching  mind, 
And  the  smile  of  a willing  face. 


They  wondered  as  waiting  the  long  years  through 
In  the  dust,  without  any  care, 

Why  that  Grad  from  Timbuctoo 
Ever  got  them  and  put  them  there! 

Then  gradually,  as  the  years  slipped  by, 

The  Grad  felt  his  prestige  fall, 

And  he  realized  with  a sudden  pang, 

That  he  hadn’t  “kept  up”  at  all; 

He  looked  askance  at  the  rust  and  dust 
And  the  stack  of  journals  high, 

And  he  knew  in  his  heart  he’d  never  catch  up 
No  matter  how  hard  he’d  try! 

Are  you  like  the  Grad  from  Timbuctoo 
Who  failed  in  its  standards  high? 

Will  you,  as  the  years  go  racing  along, 

Let  the  chance  to  “keep  up”  slip  by? 

If  so,  you’ll  wonder,  while  sitting  alone 
In  the  dear  old  office  chair, 

Why  other  doctors  are  busy  as  heck 
And  you  are  just  sitting  there ! 

♦William  J.  Kerr,  M.D.,  of  San  Francisco,  in  his  post- 
prandial talk  on  postgraduate  training,  at  the  one  hun- 
dredth semiannual  meeting  of  the  Southern  California 
Medical  Association,  added  to  the  entertainment  of  the 
dinner  guests  by  giving  these  verses,  penned  by  a member 
of  his  family,  Dorothy  Fisk  Kerr. 
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The  time  is  not  long  past  when  the  ap- 
plication of  regional  analgesic  meth- 
ods and  therapeutic  nerve  blocking  was 
relegated  to  few  surgeons  and  anesthe- 
tists. The  present  trend  is  one  of  in- 
creasing enthusiasm  for  these  procedures. 
To  those  who  have  been  especially  inter- 
ested in  the  advancement  of  the  principles 
and  the  use  of  these  methods,  this  atti- 
tude is  gratifying.  However,  many  use- 
ful regional  analgesic  procedures  are  em- 
ployed relatively  infrequently,  even  for 
patients  who  may  present  special  indica- 
tions for  their  use.  Blocking  of  the 
nerves  composing  the  cervical  plexus  is 
one  procedure  that  is  not  generally  util- 
ized. The  reason  for  this  may  be  an  un- 
warranted conception  that  the  technic 
requires  great  skill  for  successful  results. 
If  there  is  justification  for  this  attitude  it 
must  be  an  admission  that  anesthetists 
cannot  develop  the  ability  to  project 
visual  sensation  to  the  advancing  point 
of  the  needle,  nor  obtain  special  knowl- 
edge of  the  regional  anatomy  involved. 
With  these  requisites,  true  of  all  nerve 
block  procedures,  and  the  careful  ful- 
fillment of  the  general  principles  neces- 
sary for  the  successful  accomplishment  of 
any  regional  method,  one  can  consistently 
obtain  good  analgesia  on  the  anterior  and 
lateral  aspects  of  the  neck. 

Therapeutic  nerve  block,  on  the  other 
hand,  presents  a special  problem.  The 
analgesic  agents  available  for  therapeutic 
block  may  be  justly  criticized  and  do 
present  a serious  handicap  that  will  cor- 
rect itself  only  when  a substitute  for  alco- 
hol is  found. 

We  claim  no  originality  for  cervical 
plexus  block.  The  first  actual  injection 
of  drugs  to  produce  analgesia  was  proba- 
bly done  by  W.  S.  Halsted  at  Bellevue 


Hospital,  in  1884.  Among  the  many  ex- 
periments he  performed  with  the  then 
new  anesthetic  cocaine  was  described  a 
demonstration  of  perfect  anesthesia  ob- 
tained by  injecting  the  nerve  trunks  in  the 
neck.  It  is  interesting  to  note  that  these 
operations  were  performed  in  a tent  on  the 
hospital  grounds.  Halsted  “found  it  im- 
possible to  carry  out  antiseptic  precau- 
tions in  the  general  amphitheatre  at  Belle- 
vue, where  numerous  anti-Lister  surgeons 
dominated  and  predominated.”  Credit 
for  introducing  cervical  plexus  block  be- 
longs to  Kappis,  of  Germany,  who  first 
described  the  posterior  approach.  Heid- 
enhain  followed  with  a technic  using  the 
lateral  route.  Pauchet  and  his  pupil, 
Labat,  popularized  the  procedure  in 
France  and  America,  respectively.  Many 
excellent  articles  on  cervical  plexus  block 
have  appeared  in  the  literature  within  the 
last  few  years.  However,  some  of  these 
presentations  have  been  inadequately 
elucidated.  Several  important  points  in 
anatomy  and  technic  still  need  to  be 
clarified. 

Cervical  plexus  block  is  to  be  consid- 
ered as  the  interruption  of  pain  impulses 
to  the  anterior  and  lateral  aspects  of  the 
neck  through  the  deposition  of  an  anal- 
gesic solution  about  the  anterior  primary 
divisions  of  the  second,  third,  fourth,  and 
occasionally  the  fifth  cervical  nerves.  A 
successful  analgesia  will  not  necessitate  a 
superficial  field  block  of  the  cutaneous 
nerves.  The  promiscuous  use  of  this 
latter  method  is  not  advocated  but  when 
the  necessity  for  its  application  arises,  one 
trained  in  analgesic  methods  must  be  able 
to  perform  the  technic  and  appreciate  its 
usefulness. 

Realizing  that  the  general  anatomy  of 
the  somatic  cervical  nerves  and  their  sur- 
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rounding  structures  has  been  described 
quite  clearly  and  accurately  in  the  text- 
books of  anatomy,  it  is  only  necessary  to 
present  a summary  of  the  pertinent  re- 
gional features  of  the  cervical  structures 
which,  we  believe,  are  necessary  for  suc- 
cessful localization  of  the  nerves. 

The  cervical  plexus  is  formed  by  the 
upper  four  cervical  nerves.  It  is  not 
necessary  for  purposes  of  analgesic  block 
to  interrupt  the  impulses  of  the  first 
cervical  nerve  when  operations  are  per- 
formed on  the  anterior  aspect  of  the 
neck.  However,  therapeutic  nerve  block 
often  demands  an  attempt  to  block  this 
nerve  when,  for  example,  after  block- 
ing the  second  cervical  nerve,  occipital 
neuralgia  is  not  relieved.  All  the  cervi- 
cal nerves  (except  the  first)  arise  from 
the  medulla  spinalis  and  after  a short 
distance  pass  through  their  respective 
intervertebral  foramens.  The  first  cervi- 
cal nerve,  called  the  suboccipital  nerve, 
emerges  between  the  occipital  bone  and 
the  posterior  arch  of  the  atlas.  The  pos- 
terior sensory  root  of  this  nerve  is,  as  a 
rule,  much  smaller  than  the  anterior 
motor  root  and  may  often  be  entirely 
absent.  In  16  cadavers  dissected,  12  were 
found  to  have  no  posterior  root  of  the  first 
cervical  nerve.  The  sensory  roots  of  all 
other  cervical  nerves  are  at  least  three 
times  larger  than  their  associated  motor 
roots.  This  anatomic  arrangement  is 
significant  and  points  to  the  conclusion 
that  mixed  cervical  nerves  have  compara- 
tively a greater  sensory  than  motor  func- 
tion. After  the  mixed  nerves  are  formed 
by  union  of  the  anterior  and  posterior 
roots,  they  divide  in  anterior  and  pos- 
terior primary  divisions.  The  exception 
is  the  first  cervical  nerve,  which  seldom 
has  an  anterior  division.  The  posterior 
primary  division  of  the  first  cervical 
nerve  is  composed  almost  entirely  of 
motor  filaments,  but  the  posterior  pri- 
mary divisions  of  the  remaining  cervical 
nerves  are  mixed  nerves.  The  latter 
pass  posteriorly  over  the  posterior  border 
of  the  corresponding  transverse  process 
around  the  articular  process  and  divide 
into  medial  and  lateral  branches.  The 
medial  branch  as  a rule  gives  a filament  to 


the  articular  disk  and  surrounding  liga- 
ments. The  vertebral  joints  are  sup- 
plied by  a recurrent  branch  from  the 
nerves  before  they  divide.  It  will  be 
noted,  therefore,  that  because  of  this 
anatomic  arrangement,  blocking  of  the 
cervical  nerves  at  the  extremity  of  the 
transverse  processes  will  not  always  in- 
clude the  posterior  primary  division,  and 
so  will  not  interrupt  the  impulses  to  the 
vertebral  articulations. 

The  first  cervical  nerve  (suboccipital 
nerve)  passes  under  the  vertebral  artery 
in  its  relationship  to  the  posterior  arch  of 
the  atlas,  and  is  held  in  place  by  a fibrous 
tunnel.  The  second,  third,  and  fourth 
cervical  nerves  pass  laterally  from  the 
intervertebral  foramens,  crossing  under 
the  vertebral  artery  and  vein,  fitting  into 
the  convex  surfaces  of  the  corresponding 
process.  Each  nerve  is  held  firmly  in 
place  by  a fibrous  tunnel  that  is  attached 
to  the  transverse  process,  and  at  various 
intervals  projections  are  sent  to  the 
intertransverse  muscles.  As  the  nerve 
approaches  the  lateral  extremity  of  the 
transverse  process,  it  flattens  and  ap- 
proaches closer  to  the  posterior  than  the 
anterior  tubercle.  The  anterior  tubercles 
of  the  transverse  processes  are  located 
more  cephalad  and  medial,  than  are  the 
posterior  tubercles.  The  tendinous  struc- 
tures attached  to  the  anterior  tubercles 
of  the  second,  third,  and  fourth  cervical 
vertebrae  are  the  longus  coli,  the  longus 
capitis,  and  the  scalenus  anterior  muscles. 
The  tendons  attached  to  the  posterior 
tubercles  are  the  scalenus  medius,  the 
splenius  cervicis,  and  the  longissimus 
cervicis.  These  groups  of  tendons  and 
their  muscles  below  form  an  anatomic 
tunnel  that  encloses  the  cervical  plexus. 

The  surface  anatomy  and  deep  bony 
landmarks  assume  an  important  role  in 
the  determination  of  the  proper  site  for 
injection  of  analgesic  agents,  and  this 
phase  will  be  described  in  detail.  The 
upper  third  of  the  sternocleidomastoid 
muscle  covers  the  cervical  plexus,  thereby 
placing  the  nerve  roots  in  the  posterior 
triangle  of  the  neck.  A line  drawn  per- 
pendicularly along  the  neck  from  the 
apex  of  the  condyle  of  the  mandible  will 
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as  a rule  pass  between  the  anterior  and 
posterior  tubercles  of  the  transverse  proc- 
esses of  the  second,  third,  fourth,  and 
fifth  cervical  vertebrae.  The  carotid 
tubercle  or  anterior  tubercle  of  the  sixth 
cervical  vertebra  should  be  about  1 cm. 
anterior  to  this  line.  The  tubercle  of  the 
first  cervical  vertebra  is  about  2l/%  cm. 
caudad  on  this  line.  The  remaining  pos- 
terior tubercles  assume  bizarre  shapes 
and  are  at  varying  distances  from  each 
other.  A perpendicular  dropped  pos- 
teriorly through  the  angle  of  the  mandible 
as  a rule  crosses  the  posterior  tubercle 
of  the  second  cervical  vertebra,  just  ceph- 
alad  to  its  extremity.  The  average  dis- 
tance from  the  second  to  the  fifth  pos- 
terior tubercles  is  5 cm.  The  second  is 
separated  from  the  third  by  2 cm.,  the 
third  from  the  fourth  by  IV2  cm.,  and 
the  fourth  from  the  fifth  by  1 cm.  The 
internal  carotid  artery  and  internal  jugu- 
lar vein  lie  under  cover  of  the  upper  end 
of  the  sternocleidomastoid  muscle,  more 
anterior  and  medially  than  the  roots  of 
the  cervical  nerve.  Intermingled  with 
the  nerves  are  branches  of  the  anterior 
vertebral  veins,  which  accompany  the 
ascending  cervical  artery. 

From  a careful  survey  of  the  relation- 
ship between  the  anterior  primary  divi- 
sions of  the  upper  cervical  nerves  and  the 
deep  bony  landmark,  it  would  seem  logi- 
cal and  safe  to  inject  the  nerves  by 
primary  contact  with  the  posterior  tuber- 
cles of  the  second,  third,  fourth,  and 
fifth  cervical  vertebrae,  through  the 
lateral  approach.  Approaching  the  cer- 
vical nerves  from  the  posterior  aspect  of 
the  neck  is  neither  advocated  nor  used 
here.  It  is  only  when  operations  are  to 
be  performed  that  involve  the  lower  part 
of  the  neck  or  when  a possibility  of 
operating  in  the  substemal  space  exists 
that  the  fifth  cervical  nerve  is  blocked. 
In  several  cases  where  this  nerve  had  not 
been  blocked,  analgesia  was  incomplete 
in  the  substemal  region. 

The  analgesic  procedure  is  performed 
with  the  patient  on  the  operating 
table.  The  head  of  the  table  is  slightly 
raised  and  an  air  cushion  about  3 inches 
high  placed  under  the  external  occipital 


Fig.  1.  The  landmarks  for  cervical  plexus  block. 


protuberance.  The  head  is  directed  for- 
ward with  the  chin  in  normal  position, 
that  is,  approximately  at  a right  angle 
with  the  spine,  until  the  landmarks  have 
been  determined.  The  head  is  directed 
slightly  to  the  side  opposite  that  of  in- 
jection without  moving  the  cervical  spine. 
The  apex  of  the  condyle  of  the  mandible  is 
located.  A line  is  drawn  perpendicularly 
from  this  point,  passing  posterior  to  the 
ramus  of  the  mandible,  and  continuing 
along  the  side  of  the  neck.  The  angle  of 
the  mandible  is  then  located  and  a per- 
pendicular line  is  dropped  through  it  from 
the  triturating  surfaces  of  the  teeth.  If 
the  patient  is  edentulous,  the  gingival 
margins  must  be  separated  sufficiently  to 
accommodate  for  such  loss  before  this 
landmark  is  determined.  Where  the 
second  perpendicular  crosses  the  first, 
usually  at  5 cm.  from  the  condyle,  that 
point  corresponds  to  the  posterior  tubercle 
of  the  second  cervical  vertebra.  Markings 
are  made  on  the  first  perpendicular, 
going  caudad  from  the  crosspoint  at  the 
2 cm.,  3V2  cm.,  and  4 cm.,  these  points 
corresponding  to  the  third,  fourth,  and 
fifth  posterior  tubercles  (Fig.  1).  All 
analgesic  solutions  should  be  freshly 
prepared  by  the  anesthetist  immediately 
before  use.  Ampoules  containing  5 cc.  of 
a 20  per  cent  procaine  solution  may  be 
diluted  with  normal  saline  to  the  easily 
computed  concentration  as  ordered.  After 
proper  precautions  of  sterilization,  wheals 
are  raised  at  the  located  sites.  A Labat 
needle,  size  50  by  7,  upon  which  has  been 
threaded  a small  rubber  recorder  for  about 
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a distance  of  2 cm.,  is  directed  perpendic- 
ularly to  the  sagittal  plane,  at  the  des- 
ignated points  of  injection.  The  block 
is  started  at  the  fourth  cervical  nerve. 
The  thumb  of  the  free  hand  palpates  the 
transverse  processes  while  displacing  the 
carotid  artery  and  internal  jugular  vein 
medially.  After  contact  is  made  with 
the  bony  structure,  the  needle  is  directed 
posteriorly  so  that  it  may  pass  off  the 
posterior  tubercle.  This  point  of  technic 
is  important  for  the  determination  of  the 
exact  location  of  the  point  of  the  needle. 
The  recorder  is  then  withdrawn  1 cm.  on 
the  needle  and  the  direction  of  the  shaft 
of  the  needle  changed  to  a slightly  an- 
terior and  cephalad  direction,  passing 
into  the  concavity  of  the  corresponding 
transverse  process  for  a distance  of  1 cm. 
During  this  maneuver,  patients  may  very 
often  complain  of  paresthesias  and  react 
with  a jerk  of  the  head.  The  anesthetist 
should  not  hold  the  needle  too  securely 
because  forcibly  changing  the  direction 
of  the  head  may  break  or  displace  the 
needle  and  injure  the  adjacent  vessels. 
When  one  is  satisfied  that  the  point  of  the 
needle  is  in  the  proper  position,  before 
injecting  the  drug  the  aspiration  test  is 
conducted  and  the  syringe  detached  from 
the  needle.  This  is  advised  to  determine 
whether  the  needle  may  be  in  the  sub- 
arachnoid space.  The  syringe  is  again 
attached,  and  5 cc.  of  the  solution  are 
deposited  with  the  needle  in  its  original 
position.  When  this  injection  is  com- 
pleted, the  needle  still  attached  to  the 
syringe  is  gradually  withdrawn.  During 
the  withdrawal  the  remaining  1 cc.  of 
solution  is  injected  so  that  the  syringe  is 
completely  discharged  as  the  point  of  the 
needle  passes  over  the  posterior  tubercle. 

No  attempt  is  made  to  block  the  super- 
ficial branches  of  the  cervical  plexus,  nor 
do  we  believe  in  a supraclavicular  in- 
filtration of  procaine.  Such  injection 
merely  complicates  the  procedure  of 
cervical  plexus  block,  and  if  the  technic 
described  is  followed  carefully  there 
should  be  no  need  for  this  supportive  wall 
of  analgesia.  The  cervical  plexus  may  be 
blocked  bilaterally  without  fear  of  re- 
spiratory or  other  disturbances.  A bi- 


lateral block  is  advocated  for  any  opera- 
tive procedures  that  extend  to  within  one- 
half  inch  of  the  midline  of  the  neck. 

An  essential  part  of  any  narcosis  is  the 
preanesthetic  preparation  of  the  patient. 
In  regional  nerve  blocking,  it  is  a fallacy 
to  consider  the  anesthesia  simply  as  the 
technic  performed  in  the  operating  room 
immediately  before  surgery  is  undertaken. 
The  preparation  of  the  patient  should  be 
gone  about  with  the  same  careful  and 
individual  consideration  given  to  any 
part  of  the  procedure.  Preanesthetic 
preparation  is  designed  to  protect  the 
patient  from  mental  and  physical  dis- 
comfort, for  prophylaxis  against  unto- 
ward reactions  from  anesthesia,  and  to 
permit  more  convenient  and  less  danger- 
ous narcosis  with  a minimal  amount  of 
anesthetic  drugs.  It  is  impossible  to 
suggest  routine  drugs  or  doses  for  pre- 
medication that  may  be  expected  to  give 
uniform  results.  At  no  time  are  sedative 
and  hypnotic  drugs  used  therapeutically 
where  rigid  individualization  is  more  im- 
portant. 

The  barbiturates  are  of  real  advantage 
in  connection  with  regional  anesthesia. 
They  serve  to  allay  apprehension  and  are 
hypnotic.  Moreover,  because  of  their 
antispasmodic  action,  their  use  serves 
prophylactically  to  protect  against  the 
toxic  reactions  from  any  of  the  anesthetic 
agents  employed.  Rapid  but  short  act- 
ing members  of  the  barbiturate  group 
given  in  small  doses  by  mouth  at  a time 
before  nerve  block,  depending  on  the 
barbiturates  chosen,  serve  the  purpose 
well. 

The  barbiturates  are  hypnotic  but  not 
analgesic.  Analgesics  are  definitely  of 
value  during  regional  anesthesia.  They 
minimize  the  slight  pain  attending  in- 
jection of  drugs  and  serve  the  same  pur- 
pose for  postoperative  pain.  The  opiates 
are  the  most  satisfactory  analgesics. 
Morphine  is  generally  conceded  the  most 
efficient.  It  is  preferably  given  subcu- 
taneously in  combination  with  scopol- 
amine (ratio — 25:1)  one  and  one-half  to 
two  hours  before  nerve  block  is  begun. 
Scopolamine  is  useful  in  preventing  seri- 
ous respiratory  depression  from  morphine 
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and  has  the  added  advantage  of  producing 
a most  desirable  cerebral  depression.  It 
is  seldom  necessary  to  exceed  a dose  of 
y6  gr.  morphine  and  Viso  gr.  scopolamine 
for  medication  prior  to  regional  nerve 
block  unless  the  patient  is  experiencing 
severe  pain  before  operation. 

Practically  any  operation  proposed 
that  involves  the  anterior  or  lateral  as- 
pects of  the  neck  may  be  painlessly  and 
conveniently  performed  after  blocking 
the  cervical  plexus.  Extirpation  of  tu- 
mors, dissections  of  the  neck,  removal  of 
thyroglossal  cysts,  repair  of  aneurysms, 
laryngectomies,  and  thyroidectomies  are 
included  among  operative  manipulations 
that  have  been  satisfactorily  completed 
during  cervical  plexus  nerve  block  anal- 
gesia. A definite  indication  is  often  pre- 
sented by  thyrotoxic  patients  with  severe 
cardiac  involvement  who  will  require  an 
experienced  anesthetist  with  exceptional 
ability  when  inhalation  anesthesia  is 
employed.  The  most  essential  indica- 
tion for  cervical  plexus  block  is  too  rarely 
given  proper  consideration.  It  offers  a 
relatively  safe  procedure  whenever  mod- 
em inhalation  anesthesia  is  not  available. 

It  is  difficult  and  unfair  to  attempt  to 
establish  comparisons  between  inhala- 
tion narcosis  and  regional  nerve  block. 
One  should  hesitate  to  draw  conclusions 
from  superficial  observations  or  even 
from  reported  operative  and  postopera- 


tive results.  The  two  methods  are  dia- 
metrically opposed  in  principle.  Inhala- 
tion narcosis  includes  loss  of  conscious- 
ness, while  regional  anesthesia  does  not. 
Inhalation  anesthesia  results  from  pre- 
senting to  the  general  circulation  a drug 
which,  carried  to  the  central  nervous 
system,  produces  anesthesia  of  the  entire 
body.  Regional  anesthesia  offers  a drug 
to  the  nerves  supplying  the  operative 
area  destined  to  affect  a limited  portion 
of  the  body.  More  important  still  in 
comparing  methods  are  the  conditions 
under  which  each  is  administered,  the 
ability  of  the  anesthetist,  and  the  require- 
ments of  individual  surgeons.  If  it  were 
possible  to  apply  each  method  with  the 
highest  and  an  equal  degree  of  expertness, 
to  have  conditions  that  did  not  vary,  and 
to  have  operations  performed  by  surgeons 
with  identical  dexterity,  some  compre- 
hensive evaluation  of  methods  might  be 
attempted.  With  the  present  state  of 
anesthesia,  both  inhalation  and  regional, 
it  scarcely  behooves  one  to  become  too 
enthusiastic  in  praise  or  condemnation  of 
any  particular  method.  It  is  sufficient  to 
review  the  possibilities  of  methods  and 
insist  that  the  application  of  each  should 
be  rigidly  individualized  for  the  patient. 
The  results  obtained  with  any  anesthetic 
procedure  will  depend  largely  upon  the 
judgment,  training,  and  experience  of  the 
anesthetist. 


INSTITUTE  ON  DIETETICS 

The  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State 
of  New  York  announces  that  it  will  conduct  a 
four-day  Institute  on  Dietetics  in  the  fall  at 
Syracuse,  New  York.  The  State  Department  of 
Health,  the  College  of  Medicine  and  the  College 
of  Home  Economics  of  Syracuse  University,  and 
the  New  York  Dietetic  Association  are  cooperat- 
ing with  the  Committee  in  offering  this  course. 

The  following  subjects  will  be  considered  dur- 
ing the  Institute:  General  Consideration  of 

Diet,  Diet  in  Pregnancy  and  Lactation,  Diet  in 
Infancy  and  Childhood,  Diet  in  Deficiency 
Diseases,  Diet  in  Cardiac  Diseases  and  Arthritis, 
Diet  in  Metabolism  I (Diabetes),  Diet  in  Metabo- 
lism II  (Obesity,  Undemutrition),  Diet  in 
Diseases  of  the  Gastrointestinal  Tract,  Diet  in 


Renal  Diseases,  Diet  in  Relation  to  Allergy, 
Diet  in  Relation  to  Surgery,  and  Food  Fads  and 
Fallacies. 

It  is  planned  to  take  up  three  subjects  on  each 
day,  at  weekly  intervals,  with  a lecture  by  a 
physician  on  each  topic  and  a practical  demon- 
stration on  the  same  subject  by  an  experienced 
dietitian.  A registration  fee  of  $10  will  be 
charged  for  this  course. 

Applications  to  register  in  the  course  should 
be  sent  to  Doctor  Thomas  P.  Farmer,  Chair- 
man, Council  Committee  on  Public  Health  and 
Education,  Medical  Society  of  the  State  of  New 
York,  206  Sedgwick  Drive,  Syracuse,  New  York. 
As  it  will  be  necessary  to  limit  the  number  regis- 
tered for  this  course,  it  is  advisable  for  all  who 
wish  to  enter  the  course  to  apply  at  once. 


THE  VICARIOUS  FUNCTION  OF  THE  LIVER  IN  CLINICAL 
AND  EXPERIMENTAL  AZOTEMIA 


Seweryn  Cytronberg,  M.D.,  Warsaw,  Poland 

(Associate  Professor  of  Internal  Medicine,  Lecturer  of  Gastroenterology,  Josef  Pilsudski  University, 

Warsaw,  Poland ) 


IN  renal  diseases  one  frequently  ob- 
serves periods  when  the  excretion  of 
urine  in  general  and  of  nitrogen  substances 
in  particular  drops  very  considerably,  and 
yet  the  patients  do  not  develop  symptoms 
of  uremia.  Even  a complete  anuria  may 
last  for  a couple  of  days  without  corre- 
sponding severe  symptoms.  This  phe- 
nomenon is,  up  to  the  present,  rather  diffi- 
cult to  explain,  notwithstanding  all  recent 
theories  about  the  real  causes  of  true 
uremia.  However,  it  would  be  easier  to 
understand  if  it  could  be  demonstrated 
that  the  system  is  able  to  eliminate  the 
excess  of  protein  derivatives  in  other  ways, 
aside  from  the  kidneys.  And,  indeed, 
such  supplementary  ways  of  excretion 
have  been  known  for  a long  time.  They 
are  the  respiratory  organs,  the  skin,  and 
several  secretory  and  excretory  glands. 
Leube10  found  about  2 gr.  of  residual 
nitrogen  in  the  sweat  of  azotemic  patients. 
Strauss15  noted  a large  amount  of  urea  in 
the  vomitus  of  these  patients.  Soetbeer13 
observed  in  animals  with  removed  kidneys 
a steady  flow  of  gastric  juice,  containing 
normal  quantities  of  chlorine  and  hydro- 
chloric acid,  but  a twofold  amount  of 
residual  nitrogen  and  eight  times  as  much 
ammonia  as  in  physiologic  cases.  In  the 
saliva  of  the  animals  the  quantity  of 
residual  nitrogen  was  from  five  to  ten 
times  as  great  as  before  the  removal  of 
the  kidneys,  but  never  higher  than  in  the 
blood  plasma.  Also  the  amount  of  resid- 
ual nitrogen  in  various  tissues  was  con- 
siderably increased,  as  in  the  liver  by  144 
per  cent  and  in  the  brain  by  from  35  to 
40  per  cent. 

The  liver,  as  the  alleged  producer  of 
urea  and  the  chief  organ  of  nitrogenous 
metabolism,  deserves  special  attention  in 
this  issue.  Hammarsten7  regards  urea 
as  a constant  physiologic  compound  of 


human,  bovine,  and  canine  bile.  In  the 
bile  of  some  sharks,  urea  is  one  of  the 
principal  substances  contained.  Accord- 
ing to  Marshall  and  Davies,11  the  amount 
of  urea  in  human  bile  is  about  0.030  per 
cent.  In  a postmortem  examination  of 
the  bile  of  uremic  cases  Hammarsten7 
found  very  increased  quantities  of  urea. 
Finally,  according  to  Barbera:  “There 
exists  a strict  correlation  between  the 
amount  of  urea  produced  by  the  liver, 
and  the  quantity  of  secreted  bile;  namely, 
if  the  former  increases,  the  latter  does 
likewise.” 

These  observations  inclined  me  to  in- 
vestigate, in  vivo , the  concentration  of 
nitrogen  substances  in  the  bile  of  azotemic 
patients,  and,  if  possible,  to  determine  the 
absolute  daily  amount  of  these  substances 
excreted  in  this  way.  Comparing  the 
data  obtained  with  the  concentration  of 
nitrogen  compounds  and  their  daily 
amount  in  the  urine,  I aimed  to  find  out 
if  the  secretion  of  the  liver  really  plays 
a significant  part  in  the  elimination  of 
nitrogen  substances. 

My  material  consisted  of  cases  with 
normal  kidneys  without  azotemia,  and  of 
several  patients  suffering  from  chronic  or 
subacute  renal  diseases  with  more  or  less 
severe  azotemia.  Many  of  them  showed 
distinct  uremic  or  suburemic  symptoms. 

Methods 

During  the  day  prior  to  the  examina- 
tion, azotemic  patients  were  kept  on  a 
nephritic  diet  low  in  proteins.  Patients 
without  azotemia  had  their  usual  mixed 
diet.  The  next  morning,  with  the  pa- 
tient fasting,  I introduced  the  duodenal 
tube.  I collected  the  duodenal  juice 
(bile  A)  during  two  hours.  Then  I poured 
through  the  tube  40  cc.  of  MgSCh, 
25  per  cent,  and  obtained  the  whole 


1316 


July  1,  1939] 


FUNCTION  OF  LIVER  IN  AZOTEMIA 


1317 


amount  of  dark  bile  (bile  B).  Aiming  to 
get  the  full  quantity  of  duodenal  contents, 
I always  used  a syringe  and  exerted  a 
steady,  although  very  slight,  aspiration. 
Each  of  the  portions  A and  B was  meas- 
ured and,  after  deproteinisation  by  tri- 
chloracetic acid,  used  for  the  deter- 
mination of  urea  and  total  (nonprotein) 
nitrogen. 

On  the  same  morning  the  concentra- 
tion of  urea  and  of  total  nitrogen  in  the 
blood  plasma  was  ascertained.  Also  the 
concentration  and  the  daily  amount  of 
these  substances  in  the  urine  and  in  the 
feces  were  determined.  For  the  deter- 
mination of  the  urea  I used  the  hypo- 
bromide  method  of  Ambard.  This  pro- 
cedure enables  one  to  measure  the  whole 
amount  of  urea,  ammoniac  salts,  and  car- 
bamides.  In  the  following  statements  I 
call  all  these  substances,  shortly,  “urea.” 
The  total  nitrogen  was  determined  by 
means  of  KjeldahTs  procedure. 

The  twenty-four-hour  amount  of  nitro- 
gen substances  in  the  bile  I estimated  ap- 
proximately, multiplying  by  12  the  quan- 
tity of  urea  and  total  nitrogen  found  in 
the  two-hour  portion  of  bile  A. 


Results 

It  seems  to  me  undesirable  to  take  up 
your  time  with  detailed  quotations  of  the 
data  obtained.  I rather  prefer  to  cite 
some  examples  of  the  results  obtained  in 
a few  normal  and  azotemic  cases  (Tables 
1,  2,  and  3). 

The  following  observations,  made  dur- 
ing the  investigations  on  humans,  deserve 
special  attention,  namely : 

1.  In  all  normal  cases,  i.e.,  in  cases 
without  azotemia,  I found  in  the  duodenal 
contents  distinct  traces  of  urea  and  other 
nonprotein  nitrogen  substances.  How- 
ever, the  concentration  of  these  sub- 
stances is  always  smaller  than  in  the  blood 
plasma.  Also,  the  total  daily  amount  of 
urea  excreted  in  the  bile  is  small  (on  the 
average  about  0.48  gr.).  The  same  is 
true  of  other  nitrogen  substances,  since 
the  total  daily  amount  of  nonprotein 
nitrogen  is  less  than  1 gr.  (on  the  average 
about  0.69  gr.). 

2.  The  bile  B often,  but  not  always, 
contains  more  urea  and  nonprotein  nitro- 
gen than  the  bile  A.  Pertinent  investiga- 
tions of  mine  on  dogs  have  shown  that 
the  concentration  of  various  crystalloids 


TABLE  I. — L.  Z.,  9 , 40  Years.  Endometritis  Chronica.  Urine:  Daily  Amount — 800  Cc.;  Specific  Gravity — 
1,022;  Reaction — Acid;  No  Albumen,  No  Renal  Elements 


Urea 

Total  Nonprotein  Nitrogen 

Percentage 

Absolute 

Percentage 

Absolute 

Concentration 

Daily  Amount 

Concentration 

Daily  Amount 

Duodenal  cont.  A 

0.026 

0.41  gr.  (approx.) 

0.035 

0.56  gr.  (approx.) 

Duodenal  cont.  B 

0.038 

0.041 

Blood  plasma 

0.028 

0.022 

Urine 

1.191 

9.53  gr. 

0.590 

4.72  gr. 

Feces 

0 

0 

1.151 

1.27  gr. 

TABLE  2— G.  H.,  rf , 

34  Years.  Nephritis  Diffusa  Chronica.  Urine:  Daily  Amount — 420  Cc.;  Specific 

Gravity — 1,008;  Reaction— 

-Acid;  Albumen  l1/t%; 

Numerous  Cylinders,  etc. 

Urea 

Total  Nonprotein  Nitrogen 

Percentage 

Absolute 

Percentage 

Absolute 

Concentration 

Daily  Amount 

Concentration 

Daily  Amount 

Duodenal  cont.  A 

0.137 

2.37  gr.  (approx.) 

0.199 

3.40  gr.  (approx.) 

Duodenal  cont.  B 

0.113 

0.160 

Blood  plasma 

0.061 

0.059 

Urine 

1.025 

4 . 30  gr. 

0.592 

2.48  gr. 

Feces 

0.075 

0.113  gr. 

3.51 

5.27  gr. 

TABLE  3. — K.  W.,  c? , 56  Years.  Nephritis  Interstitialis  Chronica;  Myodegeneratio  Cordis.  Urine:  Daily 
Amount — 1,500  Cc.;  Specific  Gravity — 1,010;  Reaction — Acid;  Distinct  Traces  of  Albumen;  Single 

Renal  Elements 


Urea 


Percentage 

Absolute 

Percentage 

Absolute 

Concentration 

Daily  Amount 

Concentration 

Daily  Amount 

Duodenal  cont.  A 

0.166 

3.89  gr.  (approx.) 

0.196 

4.59  gr.  (approx.) 

Duodenal  cont.  B 

0.204 

0.239 

Blood  plasma 

0.089 

0.084 

Urine 

0.918 

13.27  gr. 

0.504 

7.56  gr. 

Feces 

0.216 

0.16  gr. 

3.088 

2.29  gr. 
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as,  for  instance,  chlorides,  bicarbonates, 
urea,  etc.,  in  the  gallbladder  bile,  depends 
on  how  long  the  bile  stays  in  the  gall- 
bladder. 

3.  In  the  feces  of  nonazotemic  persons 
one  usually  finds  no  urea,  or  only  slight 
traces  of  it.  The  total  daily  amount  of 
nonprotein  nitrogen  excreted  with  the 
feces  reaches  sometimes  2 gr.,  of  which 
from  0.8  to  1.0  gr.  are  delivered  by  the 
gastrointestinal  secretions. 

4.  In  azotemic  cases  the  concentration 
of  urea  and  of  nonprotein  nitrogen  in  the 
bile  A is  always  higher  than  in  the  blood 
plasma.  Sometimes  it  is  two  to  three 
times  as  high,  or  even  more.  The  total 
daily  amounts  of  these  substances  ex- 
creted into  the  duodenum  reach  some- 
times 4 to  5,  or  even  6 gr.  In  several 
cases,  the  daily  quantity  of  this  “entero- 
tropic” nitrogen  is  not  much  less  than  the 
amount  of  “uro tropic”  nitrogen,  i.e.,  of 
the  nonprotein  nitrogen  substances  ex- 
creted by  the  kidneys.  In  some  cases,  the 
enterotropic  nitrogen  may  be  equal  to,  or 
even  superior  to  the  uro  tropic. 

5.  In  very  severe  azotemia  exceeding 
200  mg.  per  cent  of  urea  or  of  nonprotein 
nitrogen  in  the  blood  plasma,  the  differ- 
ence between  their  concentration  in  the 
duodenal  contents  and  in  the  plasma  is 
less  marked  although  still  discernible. 

The  cited  observations  were  obviously 
in  favor  of  the  primary  hypothesis — that 
in  azotemia  the  liver  secretion  plays  an 
important  part  in  the  elimination  of  the 
toxic  nonprotein  nitrogen  substances. 
However,  before  this  hypothesis  could  be 
accepted,  two  important  issues  had  to  be 
decided.  In  the  first  place,  the  duodenal 
contents  are  by  no  means  pure  bile,  but 
consist  of  bile  and  gastric,  duodenal,  and 
pancreatic  juices.  Hence  the  question,  is 
it  really  the  bile  that  contains  the  excess 
of  urea  and  total  nitrogen,  or  is  it  rather 
the  gastric  or  pancreatic  or  intestinal 
juice?  In  the  second  place,  the  applied 
estimation  of  the  total  daily  enterotropic 
nitrogen  is  by  no  means  exact.  There- 
fore, the  question  is  justified  if  the  whole 
daily  amount  of  urea  and  nonprotein 
nitrogen  is  really  high,  as  indicated  above. 


To  answer  these  two  questions,  I 
chose  two  ways,  namely:  a clinical  and 
an  experimental  one. 

A.  The  clinical  series  of  investigations 
pointed  to  the  determination  of  nonprotein 
nitrogen  substances  in  the  saliva  and  gas- 
tric juice  obtained  in  nonazotemic  as 
well  as  in  azotemic  cases. 

The  investigations  were  performed,  as 
follows : With  the  patient  fasting,  a 

Rehfuss  gastric  tube  was  introduced  into 
the  stomach  and  the  stomach  contents 
steadily  aspirated  for  two  or  three  hours 
by  means  of  a syringe.  During  the  same 
period  all  the  saliva  flowing  from  the 
patient’s  mouth  was  collected.  The 
quantities  of  saliva  and  gastric  juice  were 
measured  and  their  contents  of  urea  and 
nonprotein  nitrogen  quantitatively  deter- 
mined. The  twenty-four-hour  amounts  of 
these  substances  were  calculated  in  the 
same  way  as  in  the  duodenal  contents; 
of  course,  the  urine  and  feces  were  also 
examined.  The  results  of  these  investi- 
gations were  very  definite: 

1.  The  concentration  of  urea  and 
other  nonprotein  nitrogen  substances 
in  the  saliva  and  in  the  gastric  juice  is 
in  nonazotemic  as  well  as  in  azotemic 
cases  smaller  than  in  the  blood  plasma. 

2.  The  total  daily  amount  of  non- 
protein nitrogen  substances  excreted  by 
the  salivary  glands  and  the  gastric 
mucosa  does  not  play  a considerable 
part  in  the  elimination  of  toxic  protein 
derivatives. 

B.  I pass  now  to  the  experimental 
part  of  the  work.  I begin  with  the  in- 
vestigations concerning  nonprotein  sub- 
stances in  the  intestinal  juice. 

To  this  end  I produced  in  dogs  Thiry- 
Vella  fistulas.  I omit  here  the  detailed 
description  of  the  operative  technic  used 
and  restrain  myself  to  the  demonstration 
of  the  following  drawing,  which  shows 
schematically  the  procedure  for  obtain- 
ing the  intestinal  juice  (Fig.  1). 

Six  or  seven  months  after  the  creation 
of  the  fistulas,  when  the  wounds  healed 
completely  and  the  dogs  were  in  perfect 
health,  I determined  the  concentration 
of  urea  and  of  the  nonprotein  nitrogen  in 
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Fig.  1.  b — the  isolated  loop  of  the  small  intestine, 
c — the  skin  of  the  abdomen 

d — 2 catheters,  introduced  into  the  isolated  loop ; each  catheter  has  a 
diameter  of  3.5  mm.  and  is  provided  with  several  holes — o.b. 

G — the  upper  aperture  of  the  fistula 
D — the  lower  aperture  of  the  fistula 


the  juice  excreted  by  the  isolated  loop. 
The  data  obtained  I compared  with  the 
concentration  of  these  substances  in  the 
plasma  of  blood  samples  (obtained  from 
a peripherical  vein  or  from  the  right 
ventricle  of  the  heart)  and  in  the  urine 
excreted  at  the  same  time.  After  several 
repeated  investigations,  with  the  dogs 
kept  on  various  diets,  I injected  subcu- 
taneously 5 to  8 cc.  of  a solution  of  uranium 
nitrate,  1 y2  per  cent.  The  dogs  developed 
a severe  acute  uremia  and  died  at  the  end 
of  six  or  seven  days.  Beginning  from  the 
first  day  after  the  intoxication  up  to  the 
last  day,  the  intestinal  juice  was  collected 
every  day  from  two  to  three  hours  and 
examined.  Parallel  investigations  were 
performed  with  the  blood  plasma.  Dur- 
ing the  first  two  to  four  days  before  the 
complete  anuria  the  urine  was  also  ex- 
amined. 

These  experiments  have  shown  that  in 
acute  experimental  uremia  the  concentra- 
tion of  urea  and  total  nonprotein  nitrogen 
in  the  intestinal  juice  increases  very 
rapidly  and  considerably  parallel  to  the 
increase  of  these  substances  in  the  blood 
plasma.  The  total  amount  of  nonprotein 
nitrogen  compounds  excreted  by  the  in- 
testines is  so  considerable  that  it  plays 
a certain  part  in  the  elimination  of  these 
substances  in  azotemia.  However,  their 
concentration  in  the  intestinal  juice  re- 
mains steadily  below  that  of  the  blood 
plasma.  It  is,  therefore,  obvious  that 


one  deals  here  with  a plain  diffusion 
and  not  with  an  active  secretion  of  these 
substances  by  the  intestinal  mucosa. 

I pass  now  to  experimental  investiga- 
tions concerning  the  proper  hepatic  bile. 
Their  reliable  performance  required,  first 
of  all,  the  installation  of  a bile  fistula 
which  would  correspond  to  the  following 
requirements:  (1)  The  introduction  of  a 
catheter  into  the  fistula  should  enable  me 
to  obtain  the  whole  bile  secreted  by  the 
liver  during  a certain  time;  (2)  after  re- 
moval of  the  catheter,  the  whole  bile 
should  flow  into  the  duodenum,  because 
otherwise  the  general  state  of  the  animal 
would  ultimately  be  affected. 

I cannot  go  into  detail  here  about  the 
difficulties  that  I encountered  while  ob- 
taining adequate  fistulas.  I also  cannot 
describe  the  particulars  of  the  method 
finally  used.  So  I only  mention  here  that, 
after  a series  of  failures,  I succeeded  in 
obtaining  such  fistulas,  which  enabled 
me  to  introduce  a catheter  up  to  the  level 
of  the  sphincter  Oddi  or  even  into  the 
duodenum  (Fig.  2,  see  page  1320). 

As  you  see  on  this  schematic  design, 
the  gallbladder  is  pulled  far  to  the  left 
hypochondrium,  where  its  bottom  is 
fixed.  In  this  way  one  obtains  a sharp 
angle  between  the  hepatic  and  the  cystic 
ducts,  while  the  angle  between  the  cystic 
and  the  common  bile  ducts  is  correspond- 
ingly dull.  During  the  operation  I also 
pointed  to  place  the  gallbladder  and  its 
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Drawing  No.  2. 


duct  into  one  plane  with  the  common 
duct.  The  design  shows  distinctly  that 
in  the  absence  of  a catheter  the  hepatic 
bile  will  flow  almost  exclusively  into  the 
duodenum.  On  the  contrary,  as  soon 
as  a catheter  is  introduced,  the  whole 
bile  will  flow  outwards,  through  the  cath- 
eter. 

After  the  complete  healing  of  the 
fistulas,  the  dogs  were  kept  several 
months  on  various  diets.  The  urea  and 
total  nitrogen  contents  of  their  bile  were 
frequently  determined  and  compared 
with  the  concentration  of  these  substances 
in  the  blood  plasma  and  in  the  urine.  At 
the  end  of  the  experiences,  a severe 
azotemia  was  produced  in  three  different 
ways:  In  one  group  of  dogs  I removed 
at  once  both  kidneys ; in  another  group  I 
performed  a complete  ligation  of  both 
ureters;  and  in  a third  group  I injected 
subcutaneously  5 to  8 cc.  of  a IV2  per 
cent  solution  of  uranium  nitrate. 

The  dogs  survived  the  interventions 
by  at  least  four,  at  the  most  by  eleven 


days.  During  this  period  their  bile  was 
extracted  several  times  and  its  concentra- 
tion of  nonprotein  substances  deter- 
mined. As  the  whole  amount  of  bile 
secreted  during  the  extraction  could  be 
measured,  it  was  easy  to  calculate  the 
absolute  quantity  of  these  substances 
excreted  daily  by  the  liver.  Of  course, 
the  usual  parallel  examinations  of  the 
blood  plasma  were  also  executed,  as  well 
as  the  examination  of  the  urine,  if  any 
were  excreted. 

The  result  of  these  experiments  is 
shown  in  Table  4,  which  illustrates  the 
data  obtained  in  one  dog  from  each  of 
the  three  groups. 

The  pertinent  experiments  demon- 
strated the  following  important  facts : 

1.  In  a nonazotemic  state  the  bile 
always  contains  urea  and  other  nonprotein 
nitrogen  substances.  Their  concentration 
is  often  higher  than  in  the  blood  plasma. 
This  is  due  to  the  fact  that  the  bile  salts, 
etc.,  are  nitrogenous  compounds.  How- 
ever, the  absolute  daily  amount  of  non- 
protein nitrogen  excreted  with  the  bile 
is  rather  inconsiderable  compared  with 
its  quantity  in  the  urine. 

2.  In  azotemia  the  concentration  of 
urea  and  other  nonprotein  nitrogenous 
substances  in  the  bile  increases  very 
rapidly  and  considerably  and  in  a short 
time  reaches  a level  by  far  higher  than  in 
the  blood  plasma.  The  whole  amount  of 
the  nonprotein  nitrogen  substance  ex- 
creted in  azotemia  with  the  bile  is  very 
considerable  and  without  any  doubt  plays 
an  important  part  in  their  elimination 
from  the  system. 

3.  In  the  final,  premortal  period  of 
the  azotemia  the  concentration  of  the  non- 
protein nitrogen  substances  increases  more 
rapidly  in  the  blood  plasma  than  in  the 
bile.  Therefore,  the  difference  between 
them  diminishes  distinctly. 

Conclusions 

Basing  my  opinion  upon  the  described 
investigations  in  human  and  experimental 
azotemia,  I affirm  the  following : 

1.  In  chronic,  as  well  as  in  acute  and 
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subacute  azotemia,  the  liver  eliminates 
with  the  bile  important  quantities  of  non- 
protein nitrogen  substances. 

2.  One  deals  here  with  an  active, 
vicarious  excretion  of  these  substances  by 
the  liver,  since  their  concentration  in  the 
bile  is  often  considerably  higher  than  in 
the  blood  plasma. 

3.  In  the  most  severe  azotemia  this 
vicarious  function  of  the  liver  distinctly 
diminishes.  This  is  shown  in  the  pre- 
mortal phase  by  the  more  rapid  increase 
of  the  nitrogenous  substances  in  the  blood 
plasma  than  in  the  bile.  One  obviously 
deals  here  with  a final,  functional  deterio- 
ration of  the  liver. 

4.  The  conclusions,  cited  above,  are 
not  deprived  of  practical  importance,  for 
they  suggest  that  in  cases  of  slight  and 
moderately  severe  renal  diseases  with 
azotemia,  the  stimulation  of  the  secretion 
of  bile  and  its  removal  may  be  helpful 
in  combating  the  azotemia.  Indeed,  con- 
sequent lavages  of  the  duodenum  in  such 
cases  by  means  of  200  to  300  cc.  of  a solu- 
tion of  MgSCh  (10  per  cent)  give  dis- 
tinctly positive  results.  Patients  usually 
stand  the  lavages  very  well,  and  affirm 
that  they  feel  better  for  two  or  three  days 
after  each  lavage.  Also  the  concentration 
of  urea  and  other  nonprotein  nitrogenous 
compounds  in  the  blood  plasma  distinctly 
decreases  after  the  lavages. 
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Society  News 

Change  of  Dues  Year 


a ttention  of  the  component  County  Medical 
Societies  and  the  members  of  the  Medical 
Society  of  the  State  of  New  York  is  respectfully 
called  to  the  amendment  of  the  Bylaws  of  the 
State  Society  which  was  adopted  on  April  25, 
1939,  to  make  the  dues  year  coincide  with  the 
fiscal  year  of  the  Society. 

Chapter  1,  Section  2,  of  the  Bylaws  now  reads: 

“Sec.  2.  The  term  “good  standing”  is  hereby 
defined  as: 

“(a)  A member  is  in  good  standing  when  his 
dues  to  his  County  Society  and  the  assessment  of 
the  State  Society  have  been  paid  when  they  are 
due  and  payable.  The  dues  year  shall  coincide  with 
the  fiscal  year , July  1 to  June  30  of  the  succeeding 
year. 

“(b)  A member  whose  dues  and  assessments  are 
unpaid  after  December  31  of  any  current  year  is 
not  in  good  standing.  He  is  in  arrears  for  dues. 
He  has  lost  his  right  to  malpractice  defense  by 
Counsel  of  the  Medical  Society  of  the  State  of 
New  York  for  any  acts  upon  which  suit  may  be 
predicated  during  the  period  of  his  arrearage. 
This  last  is  not  recoverable,  even  when  he  be- 
comes reinstated.  Immediately  upon  payment 
of  dues  during  the  current  year,  his  right  to  mal- 
practice defense  by  Counsel  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  re- 
stored from  that  date. 

“(c)  A member  whose  dues  and  assessments  are 
unpaid  after  June  30  of  any  current  year  shall 
automatically  be  dropped  from  the  rolls  of  mem- 
bership of  both  County  and  State  Societies, 
without  notice  to  such  member  by  his  County 


Medical  Society  or  the  Medical  Society  of  the 
State  of  New  York  or  without  further  action  on 
the  part  of  either  County  or  State  Society,  and 
upon  such  date,  he  shall  automatically  cease  to 
be  a member  of  both  County  and  State  Societies. 

“(d)  The  change  of  the  dues  year  shall  first  be- 
come operative  on  July  1,  1940,  provided,  how- 
ever, that  County  dues  and  State  assessment  shall 
be  paid  at  half  the  annual  rate  for  the  six  months’ 
period,  January  1,  1940,  to  June  30,  1940;  the 
full  regular  annual  rate  to  be  paid  thereafter,  as 
hereinbefore  provided. 

“(e)  Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  May  1 shall  be  credited 
to  the  ensuing  fiscal  year ; all  rights  and  privileges 
of  membership,  however,  dating  from  the  time  of 
election.” 

For  some  time  the  fiscal  year  of  the  State 
Society  has  been,  under  the  Bylaws,  from  July  1 
to  June  30  of  the  ensuing  year.  On  the  other 
hand,  the  calendar  year  has  been  used  for  the 
collection  of  the  State  Society  assessment. 

As  will  be  seen  from  the  phraseology  of  the  By- 
laws as  amended,  this  change  will  go  into  effect 
as  of  July  1,  1940.  However,  it  is  also  arranged 
that  a preliminary  transition  period  of  six  months 
from  January  1,  1940,  to  June  30,  1940,  shall 
precede  the  change.  During  this  six-month 
period  the  County  Societies  will  collect  only  one- 
half  of  the  yearly  assessment  for  the  State  Society. 

Terry  M.  Townsend,  President 
George  W.  Kosmak,  Treasurer 
Peter  Irving,  Secretary 


To  All  County  Medical  Societies:  Communication  30 


The  Director  of  Workmen’s  Compensation  has 
been  requested  by  the  Department  of  Labor  to 
instruct  all  physicians  registered  under  the 
Workmen’s  Compensation  Law,  who  appear  be- 
fore a referee  of  the  Department  of  Labor  to  give 
testimony,  to  request  the  referee,  at  the  termina- 
tion of  the  hearing,  to  make  an  award  to  them 
for  their  testimony.  Through  inadvertence 
referees  occasionally  fail  to  make  an  award  in 
which  event  the  physician  is  required  to  report 
the  matter  to  the  County  Society  or  to  the  De- 
partment, causing  additional  work  and  often 
necessitating  a review  of  the  record.  All  this  can 
be  avoided  if  physicians  who  appear,  in  order  to 
give  testimony  before  the  Department  of  Labor, 
will  uniformly  request  the  referee  to  make  an 
award  in  accordance  with  their  rating.  In  some 
instances  physicians  are  requested  to  appear  on 
behalf  of  an  insurance  carrier  or  employer  and 
arrangements  are  made  in  advance  for  payment. 
In  this  event  it  is  not  necessary  for  the  physician 
to  request  the  referee  to  make  an  award. 


Attention  is  called  to  Rule  No.  21  which  gives 
the  referee  the  right  to  refuse  an  award  to  a 
physician  who  has  treated  a case  and  has  failed 
to  file  the  proper  reports  in  accordance  with  the 
law  necessitating  his  being  summoned  to  the 
Department  to  give  testimony. 

Physicians  are  urged  to  be  certain  that  their 
C-104  and  C-4  forms  are  filed  promptly  and  in 
sufficient  detail  to  enable  the  referee  to  decide 
the  issue.  It  is  important  to  notarize  the  C-4 
forms  which  can  then  be  used  as  prima  facie 
evidence.  Progress  reports  in  protracted  cases 
should  be  sent  every  three  to  four  weeks  and 
request  for  authorization  to  continue  treatment 
should  be  made  in  all  cases  receiving  physical 
therapy  as  the  major  treatment  before  the  total 
for  such  treatment  reaches  $25.  A copy  of  such 
request  for  continued  treatment  should  be  kept 
in  the  event  that  the  carrier  later  disputes  the 
physician’s  bill  on  the  ground  that  he  failed  to 
secure  authorization. 

June  15, 1939  David  J.  Kaliski,  M.D.,  Director 
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Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 

New  York  State  Department  of  Health 


The  Smallpox  Outbreaks 


The  most  difficult  people  to  talk  to  in  our 
department  in  recent  weeks  have  been  the 
director  of  the  division  of  communicable  diseases 
and  the  assistant  commissioner  to  whom  he 
is  responsible.  They  admit  you  courteously 
enough  into  their  offices  and  wave  you  to  a chair. 
Then  you  notice  that  they  are  glued  to  the  tele- 
phone and  there  they  sit  writing  notes  on  a pad, 
comparing  lists  and  telegrams  and  uttering  cryp- 
tic questions  to  some  distant  district  officer. 
This  is  all  due  to  smallpox,  of  which  there  have 
been  three  distinct  outbreaks  in  upstate  New 
York  since  the  beginning  of  March.  “Why  all 
the  bother,”  asked  one  department  member 
after  a staff  meeting  largely  devoted  to  this  sub- 
ject, “when  so  little  excitement  is  caused  by  a 
contemporaneous  outbreak  of  600  cases  of  septic 
sore  throat  with  4 deaths?”  The  difference  is 
not  due  merely  to  the  respect  for  smallpox  which 
is  inspired  by  our  knowledge  of  its  feats  in  other 
times  and  places.  There  is  an  important  differ- 
ence in  our  administrative  control  of  the  two 
situations.  In  the  one  case  a cow  with  mastitis 
is  found  (only  two  hours  after  the  outbreak  is 
detected),  and  from  that  moment  we  know  that 
the  outbreak  can  be  controlled.  But  smallpox, 
as  Shakespeare  might  have  said,  “is  crescive  in  its 
faculty.”  It  flies  like  sparks  in  a high  wind,  only 
farther  and  invisibly.  Between  May  14  and 
May  29  the  Onondaga  penitentiary  set  free  194 
of  its  inmates,  all  of  whom  had  been  exposed  to 
smallpox.  One  of  these  men  was  traced  to  an 
Atlantic  liner  via  Ellis  Island.  Others  have  been 
found  despite  false  addresses ; but  at  the  time  of 
writing  (June  14)  less  than  half  of  them  are  under 
observation.  Little  wonder  that  our  epidemi- 
ologists have  not  much  time  for  gossip!  Never- 
theless, they  have  been  good  enough  to  share  with 
your  reporter  some  of  the  lessons  they  have 
learned  from  this  hectic  experience. 

Every  one  of  these  three  outbreaks  has  come 
from  a missed  case  of  smallpox.  This  is  not  so 
disgraceful  as  it  sounds.  On  each  occasion  the 
smallpox  appeared  like  a bolt  from  the  blue  in  a 
community  where  no  smallpox  had  been  seen  for 


a considerable  time.  Almost  certainly  the  infec- 
tion had  been  brought  in,  in  each  instance,  from 
outside  the  borders  of  our  state.  In  two  cases 
the  lesions  were  believed  to  be  those  of  chicken- 
pox,  in  one,  those  of  syphilis.  The  diagnosis  of 
mild  smallpox  is  not  easy.  Cases  have  occurred 
in  these  outbreaks  wherein  the  distribution  of 
lesions  has  been  quite  atypical  and  there  have 
been  plenty  of  cases  in  which  no  diagnosis  could 
be  made  by  the  type  of  lesion.  In  some  cases, 
even  the  prodromal  symptoms  were  so  slight  and 
transitory  as  to  be  easily  overlooked.  It  is  clear 
that  in  any  case  of  “chickenpox”  in  which  there 
can  be  a possibility  of  doubt  as  to  the  diagnosis, 
a second  opinion  always  should  be  sought. 
For  the  benefit  of  the  younger  members  of  our 
profession  the  department  photographer  has 
made  a number  of  color  photographs  of  the  skin 
lesions  in  the  recent  outbreaks.  It  is  to  be 
hoped  that  they  will  be  found  useful  throughout 
the  state. 

Preventive  vaccination  has  been  practiced  in 
the  townships  most  closely  affected,  but  in 
several  cases  the  contacts  have  been  vaccinated 
too  late  to  prevent  the  development  of  this  dis- 
ease. With  so  many  unknown  contacts  at  large 
the  department  recommends  to  the  whole  pro- 
fession that  they  urge  vaccination  upon  all  their 
susceptible  patients.  The  commercial  lymph  has 
been  found  to  be  satisfactory  and  to  give  close  to 
100  per  cent  “takes”  whenever  it  has  been  kept 
faithfully  at  freezing  temperature.  Since  a few 
doctors  are  still  to  be  found  using  the  old  method 
of  scarification,  which  I was  taught  at  the 
English  Cambridge  in  1913,  it  is  perhaps  worth 
mentioning  that  this  method  is  no  longer  ap- 
proved. The  multiple  pressure  method  is 
described  in  Reprint  No.  1137  from  the  “Public 
Health  Reports,”1  a publication  that  will  be 
useful  to  most  of  us  in  these  days  when  smallpox 
is  so  seldom  encountered. 


1 Leake,  J.  P.:  Questions  and  Answers  on  Smallpox 

and  Vaccination,  Reprint  No.  1137  from  the  “Public 
Health  Reports”  U.  S.  Government  Printing  Office, 
Washington,  1937,  price  five  cents. 


PRICE  IS  “FORTIFIED”  TOO 

The  value  of  “fortifying”  foods  with  vitamins 
and  minerals  is  questioned  by  Dr.  W.  H.  Sebrell, 
Surgeon  of  the  United  States  Public  Health 
Service,  in  a statement  prepared  for  the  Ameri- 
can Institute  of  Nutrition,  meeting  in  Toronto. 

“It  seems  ridiculous  to  take  a natural  food- 
stuff in  which  the  vitamins  and  minerals  have 
been  placed  by  nature,  submit  this  foodstuff  to 


a refining  process  that  removes  them,  and  then 
add  them  back  to  the  refined  product  at  an 
increased  cost,”  Dr.  Sebrell  declares.  He 
suggests  that  it  would  be  better  to  follow  the 
cheaper,  more  sensible  and  nutritionally  more 
desirable  procedure  of  simply  using  the  unre- 
fined or,  at  the  most,  slightly  refined,  natural 
food. 


1323 


Medical  News 


County  News 


Albany  County 

The  Medical  Society,  County  of  Albany, 
at  its  Scientific  Session  on  May  24,  heard 
an  address  by  Hugh  H.  Young,  M.D.,  F.A.C.S., 
Professor  of  Urology,  Johns  Hopkins  Medical 
School  and  Urologist  to  Johns  Hopkins  Hospital, 
on  “Genital  Abnormalities,  Hermaphroditism, 
and  Related  Adrenal  Diseases.” 

A symposium  on  diseases  of  children  was  held 
at  the  Albany  Hospital  on  May  25,  sponsored 
by  the  American  Academy  of  Pediatrics,  State 
Department  of  Health  and  the  Department  of 
Pediatrics,  Albany  Medical  College. 

Among  the  speakers  were  Drs.  Arthur  K. 
Knudsen,  Orpheus  Barlow,  Elizabeth  Gardiner, 
Edward  S.  Goodwin,  Hugh  F.  Leahy,  William 
Siegal,  Reuben  J.  Erickson,  Otto  A.  Faust, 
Edward  S.  Godfrey,  State  Health  Commissioner, 
Sydney  Cunningham,  Dean  of  Albany  Medical 
College,  Augustus  B.  Wadsworth,  Byron  W. 
Clark,  Frank  van  der  Bogart,  Henry  L.  K. 
Shaw,  Harold  E.  Himwich,  Stevens  J.  Martin, 
and  Gilbert  R.  Hubert. 

Bronx  County 

The  Bronx  County  Medical  Society  on  May 
25  listened  to  a paper  on  “Chronic  Arthritis,” 
by  Dr.  Ralph  H.  Boots,  with  discussion  by  Drs. 
Benjamin  Archer,  Samuel  Boorstein,  and  Abra- 
ham Pemsler. 

The  Wagner  Health  Bill  was  the  chief  topic  at 
the  annual  meeting  of  the  Bronx  County  Medical 
Society  on  June  21,  with  addresses  by  Haven 
Emerson,  M.D.,  and  Ernst  Boas,  M.D.,  and  dis- 
cussion from  the  floor.  The  following  officers 
were  elected  for  the  ensuing  year: 

President,  Dr.  George  E.  Milani;  1st  Vice- 
President,  Dr.  Joseph  Golomb;  2nd  Vice-Presi- 
dent, Dr.  Abner  Stem;  Secretary,  Dr.  Henry 
Friedland;  Treasurer,  Dr.  Jacob  A.  Keller; 
Censors,  Dr.  Morris  Cohen,  Dr.  Frank  La  Gat- 
tuta;  Delegates  (for  2 years),  Dr.  Edward  R. 
Cunniffe,  Dr.  J.  Louis  Amster,  Dr.  Emil  Koffler, 
Dr.  Moses  H.  Krakow;  (for  1 year),  Dr.  Louis  A. 
Friedman;  Alternates  (for  2 years),  Dr.  John  B. 
Schwedel,  Dr.  Vincent  S.  Hayward,  Dr.  Renato 
J.  Azzari,  Dr.  Fredrick  W.  Williams;  (for  1 
year),  Dr.  Moses  L.  Furman. 

Broome  County 

The  motion  picture  “Syphilis”  from  the 
American  Medical  Association  was  shown  on 
May  22  at  a joint  meeting  of  the  Broome 
County  Medical  Society,  Binghamton  Academy 
of  Medicine,  and  Binghamton  Psychiatric 
Society,  at  the  Assembly  Hall  of  the  Binghamton 
State  Hospital. 

Dr.  Frederick  Wallace  Putnam,  one  of  the 
founders  of  the  Medical  Society  of  the  State  of 
New  York  and  a leading  Binghamton  physician 
for  nearly  sixty  years,  died  at  his  home  there 
on  May  2. 


The  eighty-two-year-old  veteran  of  medicine 
had  retired  from  practice  only  six  months  ago 
because  of  ill  health. 

Dr.  Putnam’s  career  there  began  in  1880  and 
included  active  participation  in  numerous  civic 
and  fraternal  enterprises. 

As  a founder  of  the  state  medical  society,  he 
served  as  vice-president  in  1894  and  as  president 
of  the  Broome  County  Medical  Society  in  1886. 
Appropriate  resolutions  were  adopted  by  the 
county  society. 

Dr.  Edward  F.  Day,  sixty-seven,  one  of 
Binghamton’s  best  known  general  practitioners 
of  medicine  for  the  last  forty  years,  died  at  his 
home,  following  a long  illness,  on  May  18. 

Cayuga  County 

One  of  the  exhibits  attracting  considerable 
attention  in  the  New  York  State  Building  at  the 
New  York  World’s  Fair  is  one  representing  the 
Cayuga  County  Medical  Society.  It  is  located 
opposite  the  entrance  to  the  Finger  Lakes 
section. 

The  exhibit  was  arranged  by  Dr.  Cornelius 
F.  McCarthy,  of  Auburn,  historian  of  the  medical 
society,  and  shows  papers  and  archives  from 
the  founding  of  the  society  over  a century  and 
a quarter  ago,  together  with  ancient  surgical 
instruments  and  equipment  used  by  physicians 
and  surgeons  of  the  pioneer  days. 

Dutchess  County 

Members  of  the  Dutchess  County  Medical 
Society  were  addressed  by  three  staff  members 
of  the  Veterans’  Administration  Hospital  at  the 
Castle  Point  facility  on  May  11.  The  speakers 
included  Dr.  Samuel  S.  Beddall,  Dr.  Clarence 
J.  Goebel,  and  Dr.  Reuben  I.  Shapiro.  Dr. 
Beddall  discussed,  “Pathological  Indications  for 
Collapse  Therapy  in  Pulmonary  Tuberculosis.” 
Dr.  Goebel  discussed,  “Surgical  Treatment  of 
Pulmonary  Tuberculosis,”  and  Dr.  Shapiro 
spoke  on  “Thoracoplasty  in  the  Fifth  and  Sixth 
Decades.” 

Erie  County 

Dr.  Walden  M.  Ward,  one  of  the  oldest  public 
health  officers  in  New  York  State,  died  at  his 
home  in  North  Collins  on  May  5.  He  was 
eighty  years  old. 

A veteran  of  fifty-four  years  of  medical  prac- 
tice, Dr.  Ward  had  been  active  until  a few 
months  ago,  when  his  health  began  to  fail.  He 
served  as  North  Collins  health  officer  for  many 
years  and  was  a past  president  of  the  Erie 
County  Medical  Society. 

Herkimer  County 

Dr.  U.  Grant  Williams,  seventy-six,  former 
coroner  and  for  thirty  years  health  officer  in 
the  Newport  district,  died  in  St.  Luke’s  Hospital, 
Utica,  on  May  14.  He  had  been  ill  about  ten 
days  with  pneumonia.  Dr.  Williams  was  a 
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past  president  of  the  Herkimer  County  Medical 
Society. 

Kings  County 

The  program  of  the  Medical  Society  of  the 
County  of  Kings  on  May  23  included  these 
two  addresses:  “The  National  Health  Program,” 
by  Hon.  Robert  F.  Wagner,  Jr.,  and  “Current 
Aspects  of  Medical  Legislation,”  by  Dr.  Morris 
Fishbein. 

The  Friday  afternoon  lecture  on  May  12  was 
on  “Office  Procedure  in  Gynecology  for  the 
General  Practitioner,”  by  Dr.  Horace  E.  Ayers. 

Two  per  cent  of  the  Brooklyn  high  school 
students  who  took  x-ray  examinations  for  tuber- 
culosis in  the  last  three  and  a half  years  have 
been  found  in  need  of  medical  advice  or  service, 
the  board  of  superintendents  reports  in  recom- 
mending that  the  examinations  be  continued. 

In  a report  to  the  Board  of  Education,  the 
superintendents  point  out  that  radiographs  of 
the  chests  of  fourth,  fifth,  sixth,  and  seventh 
grade  pupils  in  the  Brooklyn  high  schools  have 
been  taken  since  the  fall  of  1935  for  detecting 
tuberculosis. 

The  Board  of  Education,  the  Department  of 
Health,  the  Medical  Society  of  the  County  of 
Kings,  and  the  Brooklyn  Tuberculosis  and 
Health  Association  are  conducting  the  project 
under  the  direction  of  Dr.  Charles  S.  Prest, 
secretary  of  the  last-named  organization. 

On  May  9 the  Bay  Ridge  Medical  Society 
met  at  the  Shore  Road  Academy  and  heard  a 
paper  by  Dr.  William  Dressier  on  “Common 
Heart  Ailments.”  Dr.  Dressier  is  here  on  a 
visit  from  Vienna.  The  paper  was  discussed 
by  Dr.  George  Anderson,  of  the  Brooklyn 
Hospital.  The  president.  Dr.  Kenneth  Mac- 
Innes,  presided. 

Six  papers  on  scientific  subjects  were  read 
at  a meeting  of  the  Williamsburg  Medical 
Society  on  May  8 in  the  Jewish  IJospital.  More 
than  150  physicians  attended. 

Participating  in  the  discussions  were  Dr. 
Bemeth  J.  Rappaport,  Dr.  Moses  Carnes,  Dr. 
Benjamin  Kramer,  Dr.  Leo  Loewe,  Dr.  Meyer  A. 
Rabinowitz,  Dr.  Leo  M.  Davidoff,  and  Dr. 
Harold  M.  Rabinowitz.  Dr.  Charles  Goldman, 
first  vice-president  of  the  society,  presided. 

Monroe  County 

Dr.  Warren  Wooden  was  elected  President 
of  the  Rochester  Academy  of  Medicine  on  May  3. 

He  was  the  unanimous  choice  of  members  at 
a meeting  in  which  these  other  officers  were 
named:  vice-president,  Dr.  Leo  F.  Simpson; 
treasurer,  Dr.  Harold  H.  Baker;  secretary,  Dr. 
John  J.  Finigan;  trustees,  Drs.  James  M. 
Flynn,  Albert  D.  Kaiser,  and  W.  J.  Merle  Scott. 

Sulfapyridine,  used  in  the  treatment  of  pneu- 
monia, was  discussed  by  the  academy  in  a 
symposium  after  the  business  meeting.  Suc- 
cessful use  of  the  drug  in  many  cases  was  re- 
ported, but  it  was  stated  that  an  accurate 
evaluation  of  it  cannot  be  obtained  until  it 
has  been  used  several  years  under  varied  cir- 
cumstances. 

Dr.  George  H.  Whipple,  Dean  of  the  Uni- 


versity of  Rochester  Medical  School,  has  re- 
ceived the  E.  M.  Kolber  Medal  awarded  for 
outstanding  medical  research  by  the  Association 
of  American  Physicians  in  convention  at  Atlantic 
City,  N.  J. 

Dr.  William  S.  McCann,  also  of  the  University 
of  Rochester  Medical  School  faculty,  was  elected 
treasurer  of  the  association  at  the  same  session. 

Noted  for  his  research  on  blood  metabolism, 
blood  regeneration,  and  treatment  of  secondary 
anemia,  Dr.  Whipple,  Nobel  prize  winner  of 
medicine,  received  the  medal  from  Dr.  Louis 
Hamman,  of  Baltimore.  The  award  was  en- 
dowed by  the  late  Dr.  Kolber,  of  Washington. 

Physicians  of  western  New  York  and  northern 
Pennsylvania  held  a two-day  conference  at 
Strong  Memorial  Hospital  in  Rochester  on 
May  26-27. 

The  conference  also  served  as  a gathering  for 
alumni  of  the  University  of  Rochester’s  School 
of  Medicine  and  staff  members  of  the  hospital. 

Nassau  County 

Dr.  Gustave  A.  Fensterer,  of  Garden  City, 
first  president  of  the  Nassau  County  Medical 
society,  received  a plaque  honoring  him  for  his 
services  as  one  of  its  founders  and  for  his  record 
of  fifty-one  years  in  the  practice  of  medicine. 

The  presentation  was  made  at  the  annual 
meeting  of  the  society  in  Cathedral  House, 
Garden  City,  on  May  23,  at  which  officers  for 
the  coming  year  were  elected.  More  than  150 
members  and  guests  attended  the  session. 

When  he  started  practice  more  than  half  a 
century  ago,  Dr.  Fensterer  said,  germs  had  not 
been  recognized  as  carriers  of  disease.  Ab- 
dominal operations  were  unknown.  He  traced 
the  development  of  modern  medicine  practically 
within  his  own  lifetime. 

Other  speakers  on  the  program  were  Dr. 
Calvelli,  president-elect,  and  Dr.  Bauer,  presi- 
dent, both  of  the  county  group ; Dr.  Peter 
Irving,  Secretary,  and  Dr.  Terry  M.  Townsend, 
President,  of  the  Medical  Society  of  the  State 
of  New  York,  and  Dr.  Gerard  H.  Cox,  of  Glen 
Cove,  who  gave  an  illustrated  talk  at  the  scien- 
tific session  on  “Plastic  Surgery.” 

Dr.  Aaron  L.  Higgins,  of  Rockville  Centre, 
was  named  president-elect  to  head  the  society 
next  year.  Other  officers  elected  are:  Dr. 

Charles  W.  Martin,  of  Woodmere,  vice-president, 
and  Dr.  E.  Kenneth  Horton,  of  Rockville  Centre, 
secretary-treasurer. 

Dr.  Eugene  Calvelli,  of  Port  Washington, 
succeeds  Dr.  Louis  H.  Bauer,  of  Hempstead, 
who  presided  at  the  session,  as  president  of 
the  society.  Dr.  Calvelli  was  named  president- 
elect last  year. 

Named  to  the  board  of  censors  are  Drs.  Wil- 
liam C.  Atwell,  Stephen  F.  Gerde,  Frank  C. 
Nichols,  John  M.  Quinn,  and  Nathaniel  H. 
Robin. 

New  York  County 

The  monthly  meeting  of  the  Medical  Society 
of  the  County  of  New  York,  on  May  22,  at  the 
New  York  Academy  of  Medicine  Building,  was 
devoted  to  a symposium  on  “Diagnostic  Aids 
in  Cardiovascular  Disease”: 

1.  “The  Precordial  Electrocardiogram  in 
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Clinical  Medicine,”  by  Dr.  Charles  E.  Kossman. 

2.  “A  Correlated  Study  of  Retinal,  Electro- 
cardiographic, and  Radiologic  Alterations  in 
Essential  Hypertension,”  by  Dr.  Hugo  Roesler, 
of  Philadelphia,  by  invitation. 

3.  “Visualization  of  the  Chambers  of  the 
Heart,  the  Pulmonary  Circulation,  and  the 
Great  Blood  Vessels — Its  Clinical  Application,” 
by  Drs.  George  P.  Robb  and  I.  Steinberg. 

Discussion:  Drs.  Arthur  C.  DeGraff,  Arthur 
Master,  William  H.  Stewart,  and  Clarence  E. 
de  la  Chapelle. 

A law  prohibiting  testimony  in  a civil  lawsuit 
by  any  medical  expert  who  has  not  been  certified 
to  the  Appellate  Division  as  a specialist,  was 
urged  at  a meeting  of  the  New  York  Society 
of  Medical  Jurisprudence  at  the  New  York 
Academy  of  Medicine  on  May  8. 

The  bill  was  drafted  by  a group  of  medical 
societies  and  a special  committee  of  the  Bar 
Association.  It  would  require  county  medical 
societies  to  provide  lists  of  doctors  qualified  to 
serve  as  expert  witnesses  and  would  also  give 
the  court  power  to  appoint  such  experts  to 
examine  parties  to  civil  suits.  The  bill  was 
discussed  by  John  Kirkland  Clark  and  Dr. 
Peter  Irving. 

The  medical  profession,  as  well  as  the  laity, 
must  be  taught  the  importance  of  adequate  early 
treatment  of  arthritis,  Dr.  Reginald  Burbank, 
chairman  of  the  American  Society  for  the  Study 
of  Arthritis,  said  on  May  11  at  the  tenth  annual 
open  meeting  of  the  society  at  the  New  York 
Academy  of  Medicine.  Dr.  Burbank  complained 
that  “criminally  little”  concerted  effort  by  insti- 
tutions and  doctors  was  devoted  to  overcoming 
the  disease  at  the  beginning  and  to  attempts  to 
prevent  the  “crippling  ravages  of  its  end  re- 
sults.” 

Dr.  Marie  P.  Warner,  of  New  York  City, 
has  completed  a series  of  eight  illustrated  lectures 
on  Sex  Education  and  Marriage  Preparation  for 
College  Students,  to  a class  of  500  men  studying 
at  New  York  University,  Heights  Center. 

Dr.  Walter  C.  Alvarez,  of  the  Mayo  Clinic, 
Rochester,  Minn.,  read  a paper  on  “The  Patient 
Who  Doesn’t  Get  Well  in  Spite  of  Much  Treat- 
ment” on  May  4,  at  the  New  York  Polyclinic 
Medical  School. 

The  New  York  Polyclinic  Medical  School  and 
Hospital  is  inaugurating  a combined  full-time 
course  in  urology,  covering  an  academic  year 
(8  months),  on  October  1,  1939. 

Niagara  County 

“Some  of  the  Specific  Complications  of  an 
Emergency  Nature  in  the  Practice  of  Obstetrics” 
was  the  subject  of  Dr.  Joseph  B.  Loder’s  talk  at 
Rochester,  at  the  meeting  of  the  Niagara  County 
Medical  Society  on  May  9 in  the  Tuscarora  Club, 
Lockport. 

Dr.  Benjamin  J.  Slater  gave  the  guest  address 
at  the  annual  meeting  of  the  Tuberculosis  and 
Health  Association  of  Niagara  County,  at  Hotel 
Niagara,  Niagara  Falls,  on  May  9.  Dr.  Slater 
is  medical  director  of  the  Kodak  Park  works 
of  the  Eastman  Kodak  Company,  Rochester, 


former  president  of  the  Medical  Society  of  the 
County  of  Monroe,  and  is  now  chairman  of  the 
speakers’  service  of  the  society. 

He  spoke  on  “Tuberculosis  and  Syphilis — 
Their  Significance  to  the  Community.” 

Oneida  County 

Dr.  Zacharias  Bercovitz,  of  the  New  York 
Post-Graduate  Hospital,  spoke  at  a meeting  of 
the  Utica  Academy  of  Medicine  on  May  18,  on 
“Diagnosis  and  Treatment  of  Chronic  Ulcerative 
Colitis.” 

Discussion  was  opened  by  Dr.  John  C.  M. 
Brust,  of  Syracuse.  The  second  speaker  was 
Dr.  Jack  Getzlek,  and  his  subject  was  “Hyper- 
insulism.”  Discussion  on  this  topic  was  led 
by  Dr.  David  R.  Rosendale. 

The  second  annual  “Community  Health 
Week”  was  observed  in  Rome,  from  May  8 to 
13,  with  display  newspaper  ads  and  editorials 
urging  medical  examinations,  inoculations,  and 
precautions,  a proclamation  by  Mayor  Ethridge, 
and  a radio  broadcast  by  Dr.  Michael  Levitan, 
medical  director  of  the  schools  and  president 
of  the  New  York  State  Association  of  School 
Physicians. 

Oswego  County 

The  regular  meeting  of  the  Oswego  County 
Medical  Society  was  held  at  the  Elks  Club, 
Oswego,  on  May  24.  Dr.  Winfield  W.  Scott, 
Attending  Urologist  at  the  Strong  Memorial 
Hospital,  Rochester,  spoke  on  “Prostate  Prob- 
lems— with  emphasis  upon  the  points  of  interest 
to  the  average  practitioner.” 

Putnam  County 

Dr.  Ralph  Horton,  Superintendent  of  the 
Homer  Folks  Tuberculosis  Hospital,  Oneonta, 
addressed  the  Putnam  County  Medical  Society 
at  the  April  meeting  upon  the  subject,  “Changed 
and  Changing  Concepts  in  Tuberculosis  Treat- 
ment.” Doctor  Horton  was  introduced  by 
Dr.  Bertrand  E.  Roberts,  District  State  Health 
Officer. 

Dr.  Eugene  F.  Traub,  Assistant  Professor  of 
Dermatology  at  New  York  Post-Graduate 
Hospital,  and  Professor  of  Dermatology,  Uni- 
versity of  Vermont,  addressed  the  May  meeting 
of  the  society  on  the  subject,  “Parasitic  Skin 
Diseases.  Reported  by  Dr.  John  T.  Jenkin, 
Secretary 

Queens  County 

The  Medical  Society  of  the  County  of  Queens 
listened  to  the  following  program  on  May  23: 

“Physical  Therapy  and  the  General  Practi- 
tioner”— -By  Dr.  Richard  Kovacs,  Director  of 
Physical  Therapy  at  Polyclinic ; Consultant 
Physical  for  Therapist,  N.  Y.  Infirmary  for 
Women  and  Children,  and  others. 

“Traffic  Regulations  and  the  Doctor” — by 
John  T.  Keudell,  Acting  Police  Captain,  Grand 
Central  Parkway  precinct. 

Doctors  are  just  ordinary  people  when  they 
face  Queens  traffic  police,  was  (in  effect)  what 
Captain  Keudell  told  the  Medical  Society. 

Dr.  Joseph  Wrana,  president  of  the  medical 
society,  invited  Captain  Keudell  to  speak  to 


July  1,  1939] 


MEDICAL  NEWS 


1327 


clear  up  the  misunderstanding  which  resulted 
in  a recent  adoption  of  a resolution  to  the  effect 
that  an  unwarranted  number  of  summonses 
were  being  issued  to  doctors. 

“Since  the  issuance  of  registration  plates 
bearing  the  letters  M.D.  to  physicians,  it  ap- 
parently has  instilled  in  some  doctors  an  im- 
pression that  an  exemption  now  applies  to 
doctors’  cars — this  is  false,”  Captain  Keudell 
said. 

According  to  Captain  Keudell,  doctors  have 
no  legal  right  to  exceed  the  speed  limit  when 
traveling  to  visit  a patient,  en  route  to  an  opera- 
tion, or  when  transporting  serum. 

“The  surrounding  circumstances  are  always 
taken  into  consideration,  together  with  the 
attitude  of  the  offender  at  the  time  of  the  viola- 
tion,” Captain  Keudell  said. 

Several  queries  were  made  by  doctors  and 
Captain  Keudell  and  Captain  Isaac  Oppen- 
heimer,  chief  of  North  Shore  traffic  police, 
interpreted  the  traffic  code. 

“Doctors  were  given  the  distinctive  M.D. 
license  plates  only  after  they  asked  for  them,” 
Dr.  Wrana  said.  “Now  that  we  have  them,  the 
question  is  what  to  do  with  them. 

“The  safest  procedure,  to  my  mind,  after 
listening  to  the  two  police  captains,  is  to  obey 
the  law.  Both  the  doctors  and  the  policemen 
have  difficult  jobs  and  we  should  try  to  help 
each  other.” 

The  Friday  afternoon  talks  on  May  19  were: 
“Symptoms  and  Diagnosis  of  Diabetes,”  by 
Dr.  Charles  M.  Levin,  and  “Treatment  of 
Diabetes,”  by  Dr.  Miller  A.  Sanders. 

Rensselaer  County 

The  program  of  the  Medical  Society  of  the 
County  of  Rensselaer,  meeting  at  the  Health 
Center,  in  Troy  on  May  9,  included: 

1.  “Affections  of  the  Nasal  Sinuses  and 
Ears  Met  With  in  Everyday  Practice,”  by  Dr. 
John  J.  Rainey,  with  discussion  by  Drs.  G.  G. 
Marshall,  of  Rutland,  Vermont  (past-president 
of  the  Medical  Society  of  the  State  of  Vermont), 
Miles  A.  McGrane,  of  Troy,  and  F.  Dickson 
Brown,  of  Hobart. 

2.  “Report  of  a Case  of  Influenzal  Menin- 
gitis,” by  Dr.  Herman  C.  Gordinier. 

Schoharie  County 

The  Schoharie  County  Medical  Society  held 
its  semiannual  meeting  at  the  Central  School 
in  Middleburgh  on  May  9.  After  the  business 
meeting,  lunch  was  served  in  the  cafeteria. 

In  the  afternoon  interesting  papers  were  given 
by  Dr.  Monroe  A.  Mclver  and  Dr.  Marjorie  F. 
Murray,  members  of  the  staff  of  the  Mary 
Imogene  Bassett  Hospital  in  Cooperstown.  Dr. 
Carolyn  L.  Olendorf,  president  of  the  society, 
presided. 

At  the  business  session  the  following  officers 
were  nominated;  the  election  will  be  held  at 
the  annual  meeting  in  the  fall:  president,  David 
W.  Beard,  of  Cobleskill;  vice-president,  Roy 
G.  S.  Dougall,  of  Cobleskill;  treasurer,  Duncan 
L.  Best,  of  Middleburg;  secretary,  Herbert 
L.  Odell,  of  Sharon  Springs;  censor,  Joseph  F. 
Duell,  of  Jefferson;  and  delegate  to  the  state 
society,  Dr.  David  Beard. 


Schenectady  County 

The  membership  of  the  Schenectady  County 
Medical  Society  wishes  to  thank  publicly  their 
program  committee,  of  which  Dr.  Frank  van  der 
Bogart  is  chairman,  for  the  following  interesting 
and  instructive  scientific  programs: 

January  3,  1939 — Diagnosis  and  Treatment 
of  Tumors  of  the  Skin,  by  Dr.  Shields  Warren, 
of  Boston,  Mass. 

February  7,  1939 — Pneumonia,  by  Dr.  Alexan- 
der D.  Langmuir,  Medical  Consultant  to  New 
York  State  Department  of  Health. 

March  7,  1939 — The  Use  and  Abuse  of  Endo- 
crine Therapy,  by  Dr.  John  Lansbury,  Associate 
Professor  of  Medicine  at  Temple  University. 

April  4,  1939 — Diarrhea,  Its  Significance  and 
Control,  by  Dr.  Burrill  B.  Crohn,  Associate 
Physician  at  Mt.  Sinai  Hospital,  New  York  City. 

May  2,  1939 — Infections,  Abscesses,  and 

Fistulas  of  the  Rectum  and  Anus,  by  Dr.  John 
C.  M.  Brust,  Proctologist  at  the  University 
Hospital,  Syracuse. 

The  regular  June  meeting  was  in  the  form  of 
an  all-day  outing  at  the  Mohawk  Golf  Club 
on  June  1st.  Free  lunch  and  beer  with  a golf 
tournament  took  place  during  the  afternoon, 
followed  by  a steak  dinner  and  entertainment  in 
the  evening. — Joseph  H.  Naumoff,  M.D.,  Secre- 
tary. 

Suffolk  County 

Dr.  William  H.  Ross  gave  an  address  that 
was  filled  with  interesting  information  on  “The 
History  of  Brentwood”  in  the  “Americanism 
Week”  there  on  May  30.  The  patriotic  pro- 
gram of  meetings  from  May  28  to  June  3 aimed 
to  give  everyone  a forward-looking  view  of  social 
conditions,  and  Dr.  Ross’s  historical  paper 
received  much  favorable  comment. 

A program  for  handling  relief  cases  which 
was  drafted  by  a special  committee  representing 
the  Suffolk  County  Medical  Society  has  been 
approved  by  the  society,  ending  a difference  of 
opinion  between  physicians  and  the  Suffolk 
County  Welfare  Department. 

“The  maximum  amount  which  any  physician 
may  earn  in  a single  year  has  been  set  at  $1,500 
by  the  society’s  committee,”  Mr.  Williams  said. 

“The  committee  has  drawn  up  numerous 
safeguards  in  the  matter  of  hospitalization  and 
care  of  the  indigent  sick  which  will  result  in 
economy  and  better  cooperation  between  the 
welfare  department  and  the  physicians,”  Mr. 
Williams  said.  After  he  has  earned  that  amount, 
he  is  to  give  his  services  free  of  charge.  All 
acute  cases  requiring  hospitalization,  and  sur- 
gical cases  go  to  the  local  community  hospitals 
and  none  but  chronic  cases  will  be  treated  at 
the  County  Infirmary  at  Yaphank.  The  agree- 
ment also  standardizes  the  fees  which  doctors 
called  to  treat  welfare  patients  shall  charge. 

The  committee  includes  Dr.  William  H.  Ross, 
of  Brentwood,  chairman;  Dr.  Frank  S.  Child, 
of  Port  Jefferson,  and  Dr.  Earl  M.  McCoy,  of 
Central  Islip. 

Tompkins  County 

Cornell  students  have  had  a newly  discovered 
disease  for  the  past  year  and  a half,  according  to 
an  Ithaca  paper. 
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Studying  them,  four  Ithaca  doctors  named 
their  trouble  “acute  interstitial  pneumonitis” 
and  the  physicians’  report  has  appeared  in  the 
Journal  of  the  American  Medical  Association. 

Drs.  Dean  F.  Smiley,  medical  adviser  at 
Cornell,  E.  C.  Showacre,  William  F.  Lee,  and 
Henry  W.  Ferris,  Director  of  the  Tompkins 
County  Laboratory,  based  their  report  on  86 
cases  among  Cornell’s  6,659  students. 

“The  disease  was  new  to  us  and  is  certainly 
new  in  many  parts  of  the  country.  We  want 
to  see  what  experience  other  doctors  have  had 
with  it,”  Dr.  Smiley  said. 

He  described  the  ailment  as  one  of  the  res- 
piratory tract,  “like  pneumonia  but  not  as 
serious.” 

The  Ithaca  doctors  uncovered  most  of  their 
cases  through  x-ray.  “We  think  there  are  a 
good  many  cases  missed  because  they  aren’t 
x-rayed,”  Dr.  Smiley  said. 

The  affection  is  so  new  that  it  has  not  yet 
been  discovered  whether  it  is  caused  by  germ 
or  virus. 

Cornell  students  began  coming  down  with 
it  in  the  fall  of  1937.  All  cases  were  studied. 
Dr.  Smiley  supervised  their  handling,  Dr. 
Showacre  did  x-ray  work,  Dr.  Ferris  did  the 
bacteriology,  and  Dr.  Lee  was  clinician. 

They  are  still  studying  the  affection,  although 
only  3 cases  have  occurred  since  March. 

Dr.  Robert  H.  Broad,  city  health  officer,  said 
that  “apparently”  the  same  disease  existed  in 
the  city  and,  to  some  extent,  throughout  the 
county  during  approximately  the  same  period. 


No  x-ray  studies  were  made,  he  added,  and 
diagnoses  were  made  on  purely  clinical  evi- 
dence. 

Wayne  County 

The  Wayne  County  Medical  Society,  at  a 
special  meeting  at  the  Wayne  Hotel  in  Lyons, 
on  May  2,  voted  on  hospital  insurance  for 
Wayne  County.  Their  vote  endorsed  and  ap- 
proved the  Geneva  plan.  This  plan  has  now 
been  changed  and  will  be  known  as  the  “Finger 
Lakes  Hospital  Association,  Inc.” 

The  member  hospitals  will  include  Seneca 
Falls  Hospital,  Geneva  Hospital,  and  the  four 
Wayne  County  hospitals  located  at  Sodus, 
Lyons,  and  Newark.  These  hospitals  have  been 
approved  by  the  association,  and  contracts  with 
them  will  be  drawn  up. 

Westchester  County 

The  first  Westchester  demonstration  of 
“Heart  Sounds  and  Murmurs,”  as  electrically 
recorded  by  the  Ash-Greenwood  method,  was 
given  on  May  15  at  the  Yonkers  Professional 
Hospital  for  members  of  the  county  medical 
society. 

The  demonstration  was  sponsored  by  the 
department  of  cardiology  of  the  hospital,  under 
the  direction  of  Dr.  Edward  J.  Simon.  It 
was  prepared  by  Dr.  Albert  S.  Hyman,  F.A.C.P., 
consulting  cardiologist  of  the  hospital  and  at- 
tending cardiologist  of  Manhattan  General,  Beth 
David,  and  Jewish  Memorial  hospitals,  New 
York  City. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Louis  M.  Alofsin 

55 

L.  I.  C. 

June  1 

Manhattan 

John  J.  Anderson 

54 

L.  I.  C. 

May  30 

Brooklyn 

Archer  D.  Babcock 

69 

Buffalo 

May  25 

Syracuse 

William  G.  Bowerman 

67 

L.  I.  C. 

April  12 

Port  Jervis 

Felix  Cohn 

78 

Heidelberg 

June  2 

Manhattan 

Edward  F.  Day 

66 

N.  Y.  U. 

May  18 

Binghamton 

Oscar  Fleich 

68 

Baltimore 

June  4 

Brooklyn 

Fred  R.  Lewis 

52 

P.  & S. 

March  8 

Rochester 

Jay  A.  Lipnick 

46 

Va.  Med. 

June  9 

Brooklyn 

Robert  S.  Macdonald 

62 

Cornell 

June  4 

Plattsburg 

Giuseppe  Munna 

58 

Palermo 

February  10 

Manhattan 

David  C.  Nolan 

58 

Albany 

May  17 

Saratoga  Springs 

Adele  L.  Palmitier 

75 

N.  Y.  Eel. 

June  12 

Brooklyn 

Frederick  W.  Putnam 

82 

N.  Y.  U. 

May  2 

Binghamton 

George  E.  Reed 

77 

P.  &S. 

May  19 

Brooklyn 

DeWitt  C.  Romaine 

82 

P.  &S. 

June  1 

Manhattan 

Henry  C.  Ruhl 

64 

P.  &s. 

June  13 

Bronx 

Walden  M.  Ward 

80 

Buffalo 

May  5 

North  Collins 

George  C.  Weiss 

77 

Bellevue 

May  30 

Mount  Vernon 

Francis  S.  Wildner 

60 

Prague 

April  29 

Poughkeepsie 

Hospital  News 


Ambulance  Chasers 


The  increase  in  highway  accidents  has  diverted 
the  attention  of  the  “ambulance  chasers” 
from  malpractice  suits  against  the  hospital  or 
the  doctor  to  the  victim  of  such  accident. 

But  they  are  still  actively  on  the  lookout  for 
“easy  money.”  Barratry,  perjury,  and  jury  fix- 
ing are  their  stock  in  trade,  all  unethical  and  il- 
legal, but  this  does  not  divert  them,  says  Hos- 
pitals (Chicago).  The  more  dangerous  jury- 
fixing is  not  so  frequent  because  their  methods 
are  so  vulnerable  that  they  much  prefer  to 
“compromise,”  collect  their  percentage,  and  fade 
out  of  the  picture.  If  their  case  comes  into  court, 
they  are  always  under  the  hazard  of  exposure  of 
their  methods  and  even  though  they  have  made 
out  a fairly  good  case,  few  of  them  are  willing  to 
risk  the  hazards  of  formal  court  procedure,  much 
preferring  the  smaller  but  safer  reward  in  their 
fee  from  a “settlement.” 

The  “runner”  who  solicits  the  case  may  or  may 
not  be  the  attorney  himself,  but  in  any  case  it  is 
not  unusual  for  him  to  approach  either  the  doctor 

Glass 


or  the  hospital,  pose  as  a relative  or  sponsor,  and 
make  extravagant  guarantees  of  expense  for 
treatment.  In  the  larger  cities  he  is  often  able  to 
reach  the  hospital  either  with  the  patient  or  soon 
after  his  arrival  by  the  simple  expedient  of  keep- 
ing a radio  tuned  to  police  calls,  racing  to  the 
scene  of  the  accident,  and  posing  there  simply  as 
a sympathetic  fellow  motorist. 

The  racket  is  so  well  organized  in  some  cities 
that  they  have  certain  hospitals  and  doctors  who 
have  proved  “helpful”  to  them  and  to  which  they 
will  seek  to  transfer  the  patient  if  the  original 
doctor  or  hospital  is  not  amenable  to  their  wishes. 

The  legitimate  legal  profession  is  not  in  sym- 
pathy with  their  methods  but  can  do  little  to  curb 
them  without  the  cooperation  of  the  public  and 
particularly  of  ethical  hospitals  and  doctors.  The 
ethical  committee  of  the  local  Bar  Association 
will  always  be  glad  to  receive  reports  of  suspi- 
cious cases,  as  it  is  only  by  such  assistance  that 
it  can  build  up  cases  adequate  to  behead  the 
harpies. 

Bricks 


Glass  bricks  are  daily  coming  into  more  popu- 
larity for  outside  walls  of  operating  and  delivery 
rooms  in  hospitals. 

As  now  used,  the  glass  brick  is  a hollow,  par- 
tially evacuated,  water-clear  unit  of  pressed 
glass,  having  combined  properties  of  a window 
and  of  a wall.  It  has  a light  transmission  value 
of  from  27.5  to  86.5  per  cent  as  compared  to  90 
per  cent  for  plate  glass,  but  the  light  is  diffused, 
glareless,  to  the  extent  of  a skylight  with  a 
northerly  exposure. 

Due  to  the  insulating  effect  of  the  rarefied  dry 
air,  a four-inch  glass  brick  panel  is  equivalent  in 
heat  saving  to  a thirteen-inch  brick  wall  plastered 
or  to  a triple  window  glass,  or  about  four  times 
that  of  a single  window  glass,  we  read  in  Hos- 
pitals (Chicago).  Air  infiltration  is  likewise 
greatly  reduced  due  to  closer  structural  bond  at 
the  points  of  junction  with  the  other  parts  of  the 
building.  One  New  York  test  showed  a saving  of 

Photography 

Photography  is  a valuable  asset  to  the  hos- 
pital, and  has  been  neglected,  says  Reinhardt 
Rosenberg,  research  associate  in  the  school  of 
medicine,  department  of  anatomy,  University 
of  Pittsburgh,  in  The  Modern  Hospital.  In 
Chicago  proper,  to  use  just  one  example,  out  of 
106  hospitals,  only  5 or  6 have  photographic  de- 
partments. At  least  3 of  these  hospitals  are  con- 
nected with  medical  schools  and  the  photographic 
department  serves  both  institutions. 

In  spite  of  this  record  there  is  a real  need  for 
photography  in  the  general  hospital.  In  insti- 
tutions in  which  such  work  is  done  the  photo- 
graphic department  is  usually  fully  occupied. 
In  addition  to  its  regular  work,  it  often  is  called 
upon  to  render  services  to  other  hospital  staffs. 

Photographs  are  a great  help  to  almost  every 
department  in  the  hospital.  They  provide  per- 
manent and  faithful  records  of  the  clinical  ap- 


one  ton  of  coal  per  year  per  100  square  feet  of 
window  area  for  glass  brick,  as  compared  with 
ordinary  windows. 

Another  advantage  for  operating  and  delivery 
rooms  is  that  condensation  and  frosting  do  not 
take  place  as  readily  as  on  an  ordinary  window. 
With  a room  temperature  of  70  F.  and  a relative 
humidity  of  40  per  cent,  condensation  begins  on 
an  ordinary  window  at  a temperature  of  36  F., 
while  there  is  no  condensation  on  a glass  brick 
until  a temperature  of  16  F.  is  reached,  and  ac- 
tual frosting  does  not  take  place  until  the  tem- 
perature is  below  zero. 

The  cost  of  glass  brick  in  place  is  approximately 
equivalent  to  that  of  a thirteen-inch  brick  wall, 
lathed,  plastered,  and  painted.  But  once  in 
place,  no  further  maintenance  cost  is  needed  ex- 
cept an  occasional  washing  if  enough  soil  ac- 
cumulates to  be  unsightly  or  to  interfere  with 
light  transmission. 

in  the  Hospital 

pearance  of  patients.  Pictures  of  accident  vic- 
tims may  present  valuable  evidence  in  legal 
proceedings.  Accompanying  a case  history,  a 
series  of  photographs  indicate  the  conditions  and 
progress  of  the  patient.  Photographs  are  impor- 
tant as  illustrations  for  an  article,  in  the  form  of 
lantern  slides  when  cases  are  presented  at 
medical  society  meetings,  and  for  exhibits.  They 
may  even  become  of  diagnostic  help. 

Medical  men  have  recognized  the  importance 
of  medical  photography  and  proved  their 
interest  by  their  warm  support  of  the  biologic 
photographic  association.  However,  hospital 
management  is  often  reluctant  to  make  photo- 
graphic facilities  available  because  of  the  cost  of 
maintenance,  which  is  often  considered  to  ex- 
ceed the  advantages.  If  a photographic  depart- 
ment is  organized  in  an  efficient  manner  it  will 
not  cost  a great  deal. 


1329 


1330 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


Newsy  Notes 


“Bring  them  back  alive. ’’-Lying-In  Hospital, 
New  York  City,  achieved  in  1938  the  lowest 
gross  maternal  mortality  rate  in  its  history,  it 
is  shown  in  its  140th  annual  report.  Maternal 
mortality,  including  deaths  from  all  causes,  was 
4 in  4,271  patients  last  year,  or  1.04  per  1,000 
cases. 

Since  the  hospital  moved  to  its  building  in 
the  New  York  Hospital  group  in  1932,  it  has 
treated  25,821  obstetric  patients,  with  a gross 
mortality  rate  among  mothers  of  2.09  per  1,000 
patients.  According  to  Dr.  Henricus  J.  Stander, 
obstetrician  and  gynecologist-in-chief,  the  al- 
ready low  maternal  death  rate  might  be  still 
further  reduced  if  funds  were  available  for  re- 
search which  the  hospital  is  adequately  equipped 
to  do  in  its  own  laboratories. 

In  1938  there  were  2,958  babies  born  in  the 
hospital  and  under  the  care  of  the  Berwind 
Maternity  Clinic,  with  which  the  hospital  is  as- 
sociated, and  674  in  their  homes,  a total  of 
3,632.  The  gross  infantile  mortality  amounted 
to  3.06  per  cent  of  the  total. 


Volunteer  Aids. — A training  program  for  volun- 
teer workers  in  the  White  Plains  Hospital  is  to 
be  launched  in  the  fall,  when  a volunteer  depart- 
ment will  be  established  by  the  Scarsdale  Wo- 
man’s Auxiliary. 

Plans  for  the  volunteer  department,  part  of  a 
three-point  program  proposed  by  the  auxiliary, 
have  been  accepted  by  the  board  of  governors  of 
the  hospital. 

The  training  project,  patterned  after  a similar 
program  in  practice  at  the  New  Jersey  Ortho- 
pedic Hospital,  Orange,  N.  J.,  will  be  established 
to  relieve  floor  nurses  and  leave  them  free  to  go 
about  their  professional  duties. 

Instruction  will  include  messenger  service, 
greeting  guests  and  patients,  entertaining  and 
tutoring  children  in  the  children’s  ward,  answer- 
ing the  telephone,  and  numerous  other  jobs. 
No  medicinal  help  will  be  given  by  the  workers. 

At  the  same  time,  a gift  shop  and  tea  room  will 
be  established  in  the  hospital  building.  Visitors 
and  relatives  of  patients  will  be  able  to  purchase 
flowers  and  other  gifts  at  the  shop  for  the  pa- 
tients. 


A campaign  is  on  to  raise  $70,000  to  equip  the 
new  wing  of  the  New  Rochelle  Hospital. 


The  people  of  Queens  are  helping  themselves 
too  much  to  the  city’s  free  ambulance  service, 
it  is  charged. 

“The  Jamaica  Hospital  gets  500  ambulance 
calls  a month,”  Francis  C.  Leupold,  its  super- 
intendent, says,  “and  I estimate  that  only  one 
in  ten  of  them  are  really  necessary.  Other  hos- 
pitals in  Queens  have  the  same  trouble.  Some- 
thing must  be  done  about  it  . . 

Leupold  is  on  a city-wide  committee  making 
a study  of  the  abuse  with  the  idea  of  curbing  it. 

“People  who  have  toothaches  and  headaches 
are  calling  ambulances.  The  doctor  arrives, 
gives  the  patient  an  aspirin  and  rides  away, 
sometimes  at  two  or  three  o’clock  in  the  morning. 
Now  that  summer  is  coming,  we  must  expect  a 
volume  of  calls  for  road  accidents.  We  need  the 
ambulances  for  these  emergencies.” 


The  antiquated  and  historic  Brooklyn  Homeo- 
pathic Hospital  on  Cumberland  Street,  which  was 
founded  as  a dispensary  in  1852  and  later  became 
the  Cumberland  Street  Hospital,  is  being  razed 
by  WPA  workers  as  part  of  the  city’s  slum 
clearance  program. 


A one-reel  motion  picture  entitled  “Footsteps,” 
which  dramatically  portrays  the  training  of  the 
Red  Cross  Nurse  and  the  humanitarian  work  she 
performs,  has  been  prepared  for  free  distribution 
by  the  American  Red  Cross.  The  purpose  is  to 
acquaint  the  public  with  the  scope  and  nature 
of  the  activities  of  the  Red  Cross  in  behalf  of 
mankind. 


Taxpayers  in  small  counties  can  save  consider- 
able money  by  making  use  of  state  tuberculosis 
hospitals  instead  of  maintaining  county  sana- 
toriums,  according  to  the  experience  of  Steuben 
County,  which  recently  closed  its  county  sana- 
torium. 

Dr.  Edward  S.  Godfrey,  Jr.,  state  health  com- 
missioner, has  made  public  a report  received  from 
the  county  health  officer,  who  praised  the  present 
arrangement  under  which  county  tuberculosis 
patients  are  hospitalized  only  at  Mount  Morris 
Tuberculosis  Hospital.  The  figures  show  a sav- 
ing to  the  county  of  $254  a week  or  $1,087  per 
month  for  patient  care. 


Improvements 


A complete  new  hospital  building,  six  stories 
in  height,  and  costing  about  $1,000,000,  will  be 
constructed  near  the  present  site  of  the  Green- 
wich Hospital,  and  the  present  structure  will  be 
converted  into  living  quarters  for  the  staff,  the 
board  of  directors  announces. 


The  Medical  Staff  and  Board  of  the  Northern 
Westchester  Hospital  has  presented  an  urgent 
request  for  immediate  consideration  of  the  need 
for  a larger  and  more  modern  hospital. 


An  infant  respirator  or  “iron  lung”  for  new- 
born babies  has  been  installed  in  the  General 
Hospital,  Utica,  donated  by  the  Utica  Clothing 
Bureau. 


Portable  x-ray  equipment  to  supplant  out- 
moded equipment  will  be  purchased  with  the 
$2,000  in  gifts  to  the  Edward  J.  Meyer  Research 
Fund,  it  was  announced  at  a meeting  of  the 
newly  organized  women’s  auxiliary  of  Meyer 
Memorial  Hospital,  Buffalo. 
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Failure  to  reach  the  goal  of  $200,000  needed 
to  complete  the  equipment  of  the  new  White 
Plains  Hospital  building  has  made  necessary  an 
extension  of  the  campaign. 

While  sufficient  funds  have  been  pledged  to 
insure  completion  of  the  main  building  and  clinic 
wing,  the  hospital  cannot  serve  the  community 
adequately  unless  provided  with  proper  equip- 
ment. The  money  now  needed  will  be  used  to 
equip  the  four  operating  rooms  and  the  clinics. 


A goal  of  $175,000  has  been  set  by  the  Mount 
Vernon  Hospital  board  of  directors  to  build  a 
three-story  addition  to  the  north  wing  and  add 
80  more  beds  to  the  hospital  capacity,  it  is  an- 
nounced by  C.  Arthur  Speakman,  general  chair- 
man of  the  campaign  committee. 

Overcrowded  conditions  have  made  the  addi- 
tion necessary. 

Members  of  the  Lockport  Junior  Service 
League,  after  several  months  of  work,  have  com- 
pleted decorating  and  furnishing  the  new  chil- 
dren’s ward  at  the  Lockport  City  Hospital.  The 
walls  have  been  painted  in  colors  depicting  many 
scenes  from  familiar  nursery  rhymes.  These 
furnish  an  interesting  diversion  for  the  small 
patients.  Crisp  pink  curtains  add  another  gay 
note.  In  a corner  is  a chest  of  drawers  contain- 
ing toys  and  books  to  further  amuse  the  children. 

Several  times  each  week  the  children  are 
entertained  by  league  members.  They  have  a 
supervised  play  period  with  the  various  toys 
and  read  stories  to  the  children. 

It  is  through  the  cooperation  of  the  people  in 
Lockport  in  supporting  the  fashion  shows,  dances, 
and  children’s  plays  that  the  league  has  been 
able  to  raise  the  money  for  this  project. 


The  Superintendent  and  President  of  St. 
John’s  Riverside  Hospital  at  Yonkers  are  advo- 
cating an  enlargement  of  the  institution  to  meet 
the  growing  demands. 

The  South  Nassau  Communities  Hospital  is 
adding  two  new  wings. 

A new  central  heating  system  is  contemplated 
for  the  Oswego  Hospital. 

An  addition  is  contemplated  to  the  Schenec- 
tady City  Hospital. 

At  the 

These  hospital  officials  have  been  chosen: 

Dr.  Edwin  L.  Harmon,  to  be  Director  of  Grass- 
lands Hospital  at  White  Plains. 

Howard  E.  Jones,  to  be  President  of  the 


A new  $500,000  building  will  be  erected  this 
summer  at  Nassau  Hospital,  Mineola,  replacing 
the  original  wooden  structure  built  in  1900,  it 
is  announced  by  G.  Beekman  Hoppin,  president 
of  the  institution.  The  new  accommodations 
will  increase  the  hospital’s  capacity  from  200 
to  258  beds. 

Funds  for  the  building  will  be  drawn  from  the 
$1,500,000  bequest  of  the  late  Payne  Whitney. 
It  will  be  a five-story  structure  of  brick,  and  will 
contain  administration  offices,  laboratories,  pri- 
vate and  semiprivate  wards,  three  solariums,  and 
quarters  for  interns.  The  old  building  will  re- 
main in  use  until  the  structure  is  completed. 
Work  will  begin  in  July. 


The  National  Plant,  Flower  and  Fruit  Guild 
has  dedicated  a roof  garden,  which  it  established 
last  year  at  Bellevue  Hospital,  New  York  City, 
for  crippled  children  as  a memorial  to  its  founder, 
Mrs.  John  Wood  Stewart. 

Last  year  the  children  grew  radishes,  corn, 
tomatoes,  and  other  vegetables  in  their  roof 
garden.  One  objective  was  to  persuade  the 
children  that  living  outside  the  city  is  better 
than  living  in  the  tenement  house  areas  from 
which  most  of  them  come. 


Need  for  a new  Albany  Memorial  Hospital 
building,  or  an  addition  to  the  present  structure, 
is  revealed  by  Thomas  T.  Murray,  superintend- 
ent. 

Speaking  at  the  weekly  luncheon  of  the  Ex- 
change Club  at  the  Ten  Eyck  Hotel,  Mr.  Murray 
said  that  at  the  peak  of  the  winter  season  the 
hospital  was  so  overcrowded  it  had  to  refer  new 
patients  to  other  hospitals. 

"Suppose  we  were  to  have  an  epidemic  or  a 
disaster  of  some  kind?”  he  asked.  "Where  are 
we  going  to  put  those  people?  To  meet  condi- 
tions, we  require  a new  hospital.” 


Four  new  solariums,  on  the  first  and  second 
floors  of  Corning  Hospital,  will  be  constructed  in 
the  near  future  under  a program  made  financially 
possible  by  the  hospital  chapters  and  authorized 
by  the  hospital  directors. 

Work  has  started  on  two  additions  to  the 
plant  of  the  Hudson  City  Hospital. 

Helm 

Victory  Memorial  Hospital,  of  Brooklyn. 

Walter  H.  Mende,  to  be  Director  of  the  Broad 
Street  Hospital  in  New  York  City. 

A.  Robert  Munro,  to  be  President  of  the 
Knickerbocker  Hospital  in  New  York  City. 


A chart  in  the  annual  report  of  Health  Com- 
missioner John  L.  Rice,  of  New  York  City,  shows 
that  only  one  cent  of  the  taxpayer’s  dollar  goes 
for  the  services  of  the  Health  Department. 


The  unsettled  conditions  in  Europe  will  not 
prevent  the  holding  of  the  Third  International 
Neurological  Congress  in  Copenhagen  on  August 
21-25,  it  is  announced. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Evidence  in  Will  Contest — Confidential  Communications 


The  question  of  the  extent  to  which  the  law 
seals  the  lips  of  a physician  preventing  him 
from  testifying  with  regard  to  the  physical  con- 
dition of  a former  patient  often  becomes  a very 
difficult  one.  Such  a problem  was  recently 
passed  upon  by  our  Court  of  Appeals  in  a case 
that  should  be  of  general  interest  to  the  members 
of  the  medical  profession.  * 

The  proceeding  was  instituted  in  Surrogate’s 
Court  by  a certain  W.,  who  was  an  heir  at  law 
and  next  of  kin  of  C.,  deceased.  W.  contended 
that  C.,  the  testatrix  at  the  time  she  executed 
her  will,  was  not  of  sound  disposing  mind  and 
memory,  and  that  her  will  was  consequently 
invalid.  W.  asserted  that  her  relations  with  C. 
had  been  of  such  a nature  that  if  C.  had  at  the 
time  she  executed  her  will  been  in  possession  of 
full  mental  powers,  she  would  have  remembered 
W.  as  a beneficiary  rather  than  certain  institu- 
tions and  other  persons  to  whom  she  actually 
gave  her  property. 

The  contestant  obtained  a trial  by  jury  of  the 
issues  involved,  and  as  one  of  her  witnesses  she 
called  Dr.  A.  who  testified  that  he  had  practiced 
for  thirty-five  years,  and  had  known  and  treated 
the  decedent  prior  to  her  death  which  was  in 
1935,  his  last  treatment  being  in  1932.  He  was 
then  asked,  “At  that  time  in  1932,  what  did  you 
find  in  connection  with  her  condition?”  The 
question  was  objected  to  on  the  ground  of 
privilege,  whereupon  contestant’s  counsel  con- 
tended that  contestant  being  an  heir  at  law  of 
the  deceased  had  the  right  to  waive  the  privilege 
so  that  the  testimony  could  be  received.  The 
Surrogate  sustained  the  objection  and  the  doctor 
was  not  permitted  to  answer. 

The  physician  then  testified  that  he  had  seen 
testatrix  and  treated  her  off  and  on  for  a number 
of  years  prior  to  1932,  and  was  asked  the  follow- 
ing question: 

“Doctor,  based  upon  your  experience  and  ob- 
servation of  her  and  your  treatment  of  her  at  the 
times  you  have  stated,  in  your  opinion  on  March 
6,  1935,  being  the  date  the  alleged  will  and  testa- 
ment is  claimed  to  have  been  executed  by  her, 
was  she  of  sound  and  disposing  mind  and 
memory?” 

The  said  question  was  also  objected  to  and  a 
similar  ruling  was  made. 

The  proceedings  resulted  in  a dismissal  of  the 
objections  to  the  will,  and  the  contestant  made  a 
motion  for  a new  trial  before  the  Surrogate. 
The  motion  was  denied,  and  the  contestant  ap- 
pealed first  to  the  Appellate  Division  of  the 
Supreme  Court  and  then  to  the  Court  of  Appeals, 
but  both  appellate  courts  affirmed  the  decision 
of  the  Surrogate. 

The  question  was  one  which  probably  could 
not  have  arisen  under  the  Common  Law  as, 
generally  speaking,  the  question  of  privilege  on 


* In  re  Cashman,  159  Mlsc.  881,  280  N.  Y.  187. 


the  part  of  physicians  and  attorneys  did  not 
exist  at  Common  Law. 

The  Civil  Practice  Act  (Sections  352,  354), 
however,  contains  the  prohibitory  statutory  pro- 
vision dealing  with  the  situation,  which  provides 
in  part  as  follows: 

“A  person  duly  authorized  to  practice  physic 
or  surgery,  or  a professional  or  registered  nurse, 
shall  not  be  allowed  to  disclose  any  information 
which  he  acquired  in  attending  a patient  in  a 
professional  capacity,  and  which  was  necessary 
to  enable  him  to  act  in  that  capacity;  unless, 
where  the  patient  is  a child  under  the  age  of  six- 
teen, the  information  so  acquired  indicates  that 
the  patient  has  been  the  victim  or  subject  of  a 
crime,  in  which  case  the  physician  or  nurses  may 
be  required  to  testify  fully  in  relation  thereto 
upon  any  examination,  trial  or  other  proceeding 
in  which  the  commission  of  such  crime  is  a sub- 
ject of  inquiry.  . . . But  a physician  . . . may  dis- 
close any  information  as  to  the  mental  or  physi- 
cal condition  of  a patient  who  is  deceased, 
which  he  acquired  in  attending  such  patient 
professionally,  except  confidential  communica- 
tions and  such  facts  as  would  tend  to  disgrace 
the  memory  of  the  patient,  when  the  provisions 
of  Section  352  have  been  expressly  waived  . . . 
by  the  executor  or  executors  named  in  said  will 
or  the  surviving  husband,  widow  or  any  heir  at 
law  or  any  of  the  next  of  kin,  of  such  deceased, 
or  any  other  party  in  interest.” 

In  sustaining  his  action  in  refusing  to  permit 
the  answers  to  be  given  the  Surrogate  said  in 
part  in  his  opinion : 

“I  am  of  the  opinion  that  this  question  was  too 
broad  and,  therefore,  permitted  the  witness  to 
base  his  answer  upon  confidential  communica- 
tions made  to  him  by  the  decedent.  By  ‘observa- 
tion’ the  witness  might  very  well  have  based  his 
opinion  upon  not  only  his  observation  by  his 
sense  of  sight  but  have  supplemented  this  means 
of  acquiring  knowledge  by  questions  to  or  volun- 
tary oral  statements  by  the  decedent.  It  is  sub- 
mitted also  that  the  physician’s  ‘treatment’  of 
the  deceased  was  based  not  only  upon  his  ob- 
servation but  upon  the  decedent’s  confidential 
communications  to  him.  It  would  be  quite  un- 
fair and  improper  to  conceal  in  the  question  and 
answer  confidential  communications  by  the 
patient  to  her  physician  and  to  put  the  executor 
to  the  risk  of  bringing  out  on  cross-examination 
the  fact  that  the  physician’s  answer  was  based 
upon  these  confidential  communications. 

“The  statute,  as  before  noted,  does  not  per- 
mit the  personal  representative,  heir,  etc.,  to 
waive  the  question  of  privilege  with  respect  to 
(1)  confidential  communications,  and  (2)  such 
facts  as  would  tend  to  disgrace  the  memory  of 
the  patient.  The  prohibition  is  equally  strong 
in  both  cases.” 

The  Surrogate  also  said: 

“Public  policy  is  the  reason  for  the  existence 
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of  this  statute.  The  revisers’  note  to  the  Re- 
vised Statutes  states  that  ‘But  surely  the 
necessity  of  consulting  a medical  adviser,  when 
life  itself  may  be  in  jeopardy,  is  still  stronger. 
And  unless  such  consultations  are  privileged, 
men  will  be  incidently  punished  by  being  obliged 
to  suffer  the  consequences  of  injuries  without  re- 
lief from  the  medical  art,  and  without  conviction 
of  any  offense.  Besides,  in  such  cases,  during 
the  struggle  between  legal  duty  on  the  one  hand 
and  professional  honor  on  the  other,  the  latter, 
aided  by  a strong  sense  of  the  injustice  and  in- 


humanity of  the  rule,  will  in  most  cases  furnish 
a temptation  to  the  perversion  or  concealment  of 
truth,  too  strong  for  human  resistance.’ 

"While  it  may  not  be  against  public  policy 
to  permit  the  patient  himself  to  waive  this 
privilege  without  limitation,  nevertheless,  reason 
dictates  that  after  one’s  death  his  memory  should 
be  protected  even  as  against  his  executor,  heirs, 
etc.” 

The  Court  of  Appeals  while  it  wrote  no 
opinion  in  so  deciding,  fully  affirmed  the  deter- 
mination of  the  Surrogate. 


Alleged  Malpractice  in  Delivery  Case 


A young  woman  consulted  a physician  engaged 
in  general  practice  with  respect  to  her  condition 
of  pregnancy.  Her  history  revealed  that  a year 
previously  she  had  miscarried  so  he  attempted 
to  care  for  her  during  her  period  of  pregnancy 
in  such  a way  as  to  guard  against  another  similar 
occurrence.  He  prescribed  a special  diet  in- 
cluding vitamins  and  during  the  course  of  her 
pregnancy  attended  her  for  conditions  of  ton- 
sillitis, neuritis,  and  sinus  infection,  which  de- 
veloped. He  saw  her  frequently  during  the 
entire  period  of  her  pregnancy  and  finally  re- 
ceived a call  that  she  had  entered  the  hospital 
where  arrangements  had  been  made  for  her  de- 
livery. 

At  the  particular  time  the  call  reached  the 
doctor,  he  was  caring  for  another  patient  and  as 
soon  as  he  finished  that  work  he  immediately 
went  to  the  hospital.  He  found  that  the  patient 
had  been  under  ether  about  twenty  minutes 
when  he  arrived  and  that  she  was  under  the  care 
of  a house  doctor.  He  proceeded  to  complete 
the  delivery  which  was  made  without  any 


particular  difficulty  but  the  baby  was  stillborn, 
being  an  immature  birth. 

The  size  of  the  womb  and  the  size  of  the  baby 
indicated  approximately  a seven-month  preg- 
nancy. 

The  patient  was  confined  at  the  hospital  for 
ten  days  under  the  charge  of  the  physician  and 
at  the  end  of  that  time  she  was  discharged  in 
good  condition. 

Subsequently  she  brought  a malpractice  ac- 
tion against  the  doctor  charging  that  he  had 
negligently  failed  to  be  present  at  the  hospital 
at  the  proper  time  for  delivery  and  that  due  to 
such  alleged  negligence  she  had  sustained 
various  injuries  and  that  the  child  as  a result 
thereof  had  been  born  dead. 

At  the  time  the  case  was  reached  for  trial  the 
plaintiff’s  attorney  finding  that  no  settlement 
would  be  made  on  behalf  of  the  defendant  of  the 
action,  ’consented  to  discontinue,  thereby  ad- 
mitting that  he  was  unable  to  establish  any 
actual  neglect  or  negligence  on  the  part  of  the 
physician. 


Death  During  Incision  and  Draining  of  Abscess 


A man  33  years  of  age,  following  the  extraction 
of  two  molars  from  his  lower  left  jaw  by  a dentist 
under  local  anesthesia,  called  in  his  family 
physician  and  complained  that  his  jaw  was 
swollen  and  painful.  The  said  physician  found 
the  man  suffering  from  a painful  swollen  condi- 
tion which  he  diagnosed  as  Ludwig’s  angina. 
The  patient’s  temperature  was  103  F.  Hospitali- 
zation was  advised.  The  patient  entered  a 
hospital  where  he  came  under  the  care  of  a 
surgeon  who  on  the  same  day  undertook  the 
incision  and  drainage  of  a fluctuating  mass  in 
the  left  pharyngomaxillary  space  at  the  angle 
of  the  left  mandible.  A foul-smelling  discharge 
was  obtained.  An  intravenous  saline  solution 
was  administered  following  the  operation  and 
some  five  hours  later  the  surgeon  determined 
that  further  incision  and  drainage  of  the  maxil- 
lary abscess  was  necessary. 

In  the  course  of  the  said  second  operation, 
despite  all  attempts  at  resuscitation,  the  patient 
failed  to  respond  from  the  anesthesia  and  ex- 
pired. 


The  cause  of  death  was  given  as  ether  asphyxia, 
complicated  by  Ludwig’s  angina. 

More  than  two  years  after  the  death  of  the 
patient  a malpractice  action  was  brought  against 
not  only  the  surgeon  and  the  family  physician 
but  also  against  the  dentist  and  certain  persons 
who  assisted  at  the  operations,  charging  that 
through  the  negligence  of  all  the  defendants  the 
death  of  the  patient  took  place. 

Counsel  for  the  Medical  Society  of  the  State 
of  New  York  appeared  in  the  action  on  behalf 
of  the  family  physician  and  the  surgeon,  and 
applied  to  the  court  for  a dismissal  of  the 
action  on  the  ground  that  the  same  was  not 
commenced  timely  since,  by  statute,  actions  to 
recover  damages  for  death  alleged  to  have 
been  caused  by  negligence  must  be  commenced 
within  two  years  after  the  death  in  question. 

When  it  appeared  that  the  court  was  bound  to 
grant  judgment  of  dismissal  the  plaintiff’s  at- 
torney consented  to  discontinue  the  action 
with  respect  to  the  surgeon  and  the  family 
physician. 


Books 
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Technique.  By  H.  Stanley  Redgrove,  F.I.C., 
and  the  late  Gilbert  A.  Foan.  A new  edition 
completely  revised  by  H.  Stanley  Redgrove  and 
J.  Bari-Woollss.  Octavo  of  205  pages,  illus- 
trated. New  York,  Chemical  Pub.  Co.,  1939. 
Cloth,  $5. 

William  B.  Wherry.  Bacteriologist.  By 

Martin  Fischer.  Quarto  of  293  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1938. 
Cloth,  $4. 

The  Patient  Is  the  Unit  of  Practice.  By  Du- 
ane W.  Propst,  M.D.  Octavo  of  219  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1939. 
Cloth,  S3. 50. 

Personal  and  Community  Health.  By  C.  E. 

Turner,  Dr.P.H.  Fifth  edition.  Octavo  of  652 
pages.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  S3. 

Physiology  of  the  Uterus  with  Clinical  Correla- 
tions. By  Samuel  R.  M.  Reynolds,  M.A. 
Octavo  of  447  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  S7.50. 

Getting  Ready  to  Be  a Father.  By  Hazel 
Corbin.  Octavo  of  48  pages,  illustrated.  New 
York,  Macmillan  Co.,  1939.  Cloth,  SI. 25. 

Worth’s  Squint  or  the  Binocular  Reflexes  and 
the  Treatment  of  Strabismus.  Seventh  edition 
by  F.  Bernard  Chavasse,  M.A.  Octavo  of  688 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  S8. 


Trauma  and  Internal  Disease.  A Basis  for 
Medical  and  Legal  Evaluation  of  the  Etiology, 
Pathology,  Clinical  Processes  Following  Injury. 

By  Frank  W.  Spicer,  M.D.  Octavo  of  593  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $7. 

The  Morphology  of  the  Brachial  Plexus.  With 
a Note  on  the  Pectoral  Muscle  and  Its  Tendon 
Twist.  By  Wilfred  Harris,  M.D.  Quarto  of 
117  pages,  illustrated.  New  York,  Oxford 
University  Press,  1939.  Cloth,  $8. 

Handbook  of  the  Vaccine  Treatment  of  Chronic 
Rheumatic  Diseases.  By  H.  Warren  Crowe, 
M.R.C.S.  Third  edition.  Octavo  of  95  pages. 
New  York,  Oxford  University  Press,  1939. 
Paper,  $1.25. 

Recent  Advances  in  Medicine.  Clinical, 
Laboratory,  Therapeutic.  By  G.  E.  Beaumont, 
M.A.,  and  E.  C.  Dodds,  M.V.O.  Ninth  edition. 
Octavo  of  431  pages,  illustrated.  Philadelphia, 
P.  Blakiston’s  Son  & Co.,  1939.  Cloth,  $5. 

Sex  and  Internal  Secretions.  A Survey  of  Re- 
cent Research.  Second  edition,  edited  by  Edgar 
Allen.  Octavo  of  1346  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$12. 

The  Genuine  Works  of  Hippocrates.  Trans- 
lated from  the  Greek  by  Francis  Adams,  LL.D. 
Quarto  of  384  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  $3. 


REVIEWED 


Pulmonary  Tuberculosis  in  Adults  and  Chil- 
dren. By  James  A.  Miller,  M.D.,  and  Arvid 
Wallgren,  M.D.  Octavo  of  193  pages,  illus- 
trated. New  York,  Thomas  Nelson  & Sons, 
1939.  Cloth,  $3.50. 

One  of  the  most  useful  books  on  pulmonary 
tuberculosis  in  adults  and  children  has  just  been 
published  by  Thomas  Nelson  & Sons.  The 
authors  of  the  book  are  Dr.  James  Alexander 
Miller,  of  New  York,  and  Dr.  Arvid  Wallgren, 
of  Gothenburg.  Sweden.  Dr.  Miller  covers  the 
adult  phase  of  the  disease  and  Dr.  Wallgren  that 
of  the  childhood  manifestations. 

The  book  is  thoroughly  comprehensive,  treat- 
ing as  it  does  our  latest  concepts  of  the  epidemi- 


ology, etiology,  pathogenesis,  pathology,  clinical 
course,  physical  findings,  roentgenologic  find- 
ings, prognosis,  and  treatment.  The  impor- 
tance of  distinguishing  between  primary  and  su- 
perior reinfection  is  properly  stressed,  together 
with  the  important  role  played  by  the  hematoge- 
nous spread  of  the  disease.  The  book  is  re- 
plete with  helpful  illustrations  and  carries  a very 
complete  bibliography. 

As  an  antidote  to  a number  of  half-baked 
theories  on  the  pathogenesis  of  tuberculosis  pro- 
mulgated from  certain  institutions  in  this  coun- 
try, we  strongly  recommend  careful  perusal  of 
this  presentation. 

Foster  Murray 
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Editorial 


Compelling  Testimony 

Recent  hearings  before  the  Senate  Committee  on  Education  and 
Labor  elicited  potent  arguments  against  the  Wagner  National  Health 
Bill.  The  testimony  of  the  distinguished  physicians,  health  officers, 
and  medical  economists  who  appeared  cannot  be  ignored  in  view  of 
their  universally  acknowledged  competence  and  sincerity. 

The  credibility  of  the  National  Health  Survey  is  of  primary  impor- 
tance since  it  supplies  the  motivation  for  the  Wagner  bill.  If  the 
survey  is  faulty  in  its  facts  or  conclusions,  the  Wagner  bill  loses  its 
reason  for  existence.  As  more  than  one  of  the  speakers  for  the  pro- 
fession pointed  out,  there  are  many  flaws  in  the  National  Health  Sur- 
vey— faulty  methods,  deficient  personnel,  erroneous  facts,  and  arbi- 
trary conclusions. 

In  Dr.  Haven  Emerson’s  words:  “Estimates  of  neglected  sickness 
have  been  much  exaggerated.  Theoretically  possible  benefits  from 
large  additional  expenditures  are  too  optimistic  and  problematic  to  be 
convincing.”  We  have  had  other  examples,  in  the  past,  of  the  futility 
of  looking  to  federal  spending,  per  se,  to  improve  health.  Millions 
were  spent  on  the  original  Sheppard-Towner  Maternal  Health  Act 
without  commensurate  results.  As  Dr.  R.  G.  Leland  stated,  under 
the  existing  system  of  medical  care  in  this  country  there  has  been  a 
constant  improvement  in  the  public  health.  There  is  no  evidence, 
here  or  elsewhere,  to  indicate  “that  the  rate  of  improvement  would  be 
accelerated  by  the  revolutionary  changes”  proposed  in  the  Wagner 
bill. 

The  methods  of  the  Wagner  bill  are  as  faulty  as  its  factual  founda- 
tion. Instead  of  consolidating  all  federal  health  activities  (except 
the  Army  and  Navy  medical  services)  in  a single  Federal  Department 
of  Health,  as  organized  medicine  has  repeatedly  urged,  it  divides 
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administrative  power  among  three  departments,  two  of  them  lay. 
Overlapping,  reduplication,  and  waste  must  inevitably  follow  such 
an  arrangement.  Furthermore,  it  is  not  to  be  expected  that  lay 
bureaucrats  will  have  the  specialized  knowledge  or  experience  to 
evaluate  medical  projects  justly. 

Although  the  Wagner  bill  purports  to  leave  the  selection  of  proj- 
ects to  the  various  states,  actually  this  alleged  local  choice  is  purely 
factitious.  The  three  federal  officials  invested  with  administrative 
power  have  the  right  to  allot  money  to  the  states  in  accordance  with 
their  own  rules  and  regulations.  As  Dr.  Chas.  Gordon  Heyd  ob- 
served, . . . the  power  to  give  and  withhold  money  is  the  power  to 
coerce  and  control.’ * Since  at  least  two  of  the  officials  to  whom  the 
Wagner  bill  proposes  to  give  such  power  are  known  to  favor  compul- 
sory health  insurance,  there  is  little  doubt  that  this  would  be  one  of 
the  plans  which  the  states  would  be  “induced”  to  submit. 

Fortunately,  no  action  will  be  taken  on  the  Wagner  bill  this  sum- 
mer. Physicians  should  utilize  the  breathing  space  when  congressmen 
return  to  their  constituencies  to  persuade  their  representatives  of  the 
many  dangerous  flaws  in  this  measure. 


The  Right  Road 

Enactment  of  the  Piper-Hampton  bill,  authorizing  voluntary 
nonprofit  medical  expense  indemnity  insurance,  lays  the  foundation 
for  a system  which  should  solve  the  financial  problems  of  illness  for 
a large  part  of  the  population  of  this  state.  The  indigent  are  not 
helped  by  any  insurance  plans,  voluntary  or  compulsory ; they  must 
rely  on  government  aid  and  private  charity.  Substantial  wage 
earners  are  usually  able  to  pay  for  medical  service  out  of  income  or 
savings.  It  is  the  low-salaried  man,  accustomed  to  independence 
in  spite  of  his  small  earnings,  who  feels  the  financial  pinch  of  illness 
most  keenly.  It  is  this  class  whose  difficulties  the  Piper-Hampton 
law  resolves. 

Like  all  sound  reforms,  the  new  statute  proceeds  cautiously. 
Recognizing  that  medical  care  and  hospitalization  are  distinct  fields 
calling  for  a different  brand  of  knowledge  and  experience  for  the 
proper  management  of  each,  it  wisely  separates  medical  and  hospital 
service  plans.  Corporations  formed  under  the  new  law  may  offer  only 
one  type  of  service. 

This  not  only  tends  to  more  expert  management  but  prevents  mo- 
nopolization of  the  facilities  for  medical  care  by  any  one  group.  It  is 
unlikely  that  the  medical  profession,  with  its  preoccupation  with  com- 
plicated medical  problems,  would  ever  attempt  to  take  over  hospi- 
talization. The  hospital  service  corporations,  on  the  other  hand, 
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have  already  shown  a desire  to  take  over  medical  practice.  If  they 
were  permitted  to  offer  medical  care,  they  would  soon  have  absolute 
control  over  the  entire  medical  field.  Fortunately,  the  Piper-Hamp- 
ton  law  prevents  any  such  contingency. 

It  is  to  be  hoped  that  physicians  will  proceed  as  cautiously  and 
judiciously  as  the  law.  When  the  latter  was  framed,  it  was  envisaged 
that  the  county  medical  societies  or  other  equally  responsible  units 
would  organize  the  contemplated  corporations.  Many  county  so- 
cieties are,  in  fact,  planning  to  do  so,  awaiting  only  the  approval 
of  their  members  to  proceed.  In  the  meantime,  however,  small 
unofficial  groups  are  starting  corporations,  especially  in  the  large 
cities;  and  a certain  number  of  physicians,  overeager  to  get  started, 
are  joining  up  without  waiting  to  see  what  their  county  medical 
societies  will  do. 

No  small  unit  can  hope  to  provide  as  broad  or  economically  efficient 
a service  as  the  county  medical  societies,  which  represent  the  entire 
profession.  The  success  of  medical  expense  indemnity  insurance  will 
depend  largely  on  the  responsibility  and  capacity  of  the  corporations 
sponsoring  it.  Physicians  interested  in  this  type  of  practice  should 
refuse  to  affiliate  themselves  with  any  group  until  they  have  had  a 
chance  to  familiarize  themselves  with  their  county  society’s  plans. 

Geriatrics 

The  proportion  of  our  population  over  60  years  of  age  is  definitely 
increasing,  due  to  the  innumerable  factors  that  have  brought  about 
a decrease  in  infant  mortality  and  a gradual  prolongation  of  the  span 
of  life.  In  this  period  of  life  are  to  be  found  the  majority  of  in- 
volutional diseases,  and  other  diseases  and  injuries  occurring  during 
old  age  are  considerably  modified  as  to  their  symptoms  and  course. 
The  care  of  this  group,  both  in  the  preservation  of  their  physical  and 
mental  health  and  in  the  care  of  disease,  will  become  an  increasingly 
larger  problem. 

Thus  heart  disease  which  takes  its  greatest  toll  during  the  fifth 
decade  is  a far  less  frequent  cause  of  death  in  old  age.  Paralysis 
agitans,  senile  tremor,  persistent  insomnia,  and  the  mental  aberra- 
tions so  frequently  an  accompaniment  of  senility  require  special  meas- 
ures for  their  management.  The  tendency  to  constipation  in  the 
aged  must  be  combated  by  attention  to  diet  and  exercise. 

The  enactment  of  legislation  which  makes  it  possible  for  elderly 
people  to  retire  from  active  work  brings  with  it  an  added  problem. 
Many  will  find  it  difficult  to  adjust  themselves  to  a new  mode  of  living 
and  it  is  important  to  direct  the  mental  activity  of  these  retired  and 
unemployed  people  so  that  they  will  not  feel  themselves  to  have 
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passed  the  stage  of  usefulness.  Each  one  will  require  individual 
attention  and  no  uniform  program  can  be  outlined. 

Geriatrics,  it  appears,  may  branch  out  as  a specialty  in  medicine 
even  as  pediatrics,  the  other  extreme,  did  years  ago.  Camp1  feels 
that  intensive  study  of  the  functional  and  organic  changes  of  old  age 
is  necessary,  since  the  therapy  of  these  conditions  is  obviously  dif- 
ferent from  that  utilized  in  the  middle  decades  of  life. 

An  Anticonvulsant  for  Epilepsy 

For  the  control  of  epileptic  seizures,  dependence  has  been  placed 
largely  upon  the  barbiturates,  despite  the  fact  that  a beneficial  result 
is  often  not  obtained  even  with  large  doses.  Philips,2  in  the  treat- 
ment of  14  epileptics  in  whom  prior  administration  of  phenobarbital 
had  no  effect,  employed  sodium  diphenylhydantoinate  as  an  anti- 
convulsant with  excellent  results.  The  patients  were  given  0.1  Gm.  of 
the  drug  three  times  daily  before  meals.  On  this  dosage,  13  of  the 
cases  ceased  to  have  convulsive  seizures,  and  their  general  attitude 
and  behavior  improved  considerably.  In  the  remaining  patient, 
the  occasional  attacks  of  grand  mal  disappeared  upon  increasing  the 
dose  to  0.4  Gm.  dining  the  day  and  an  additional  0.1  Gm.  at  night. 

From  his  observations  of  these  patients  for  over  a year,  Philips 
finds  that  the  effectiveness  of  sodium  diphenylhydantoinate  has  re- 
mained unchanged.  Another  advantage  noted  is  the  absence  of  the 
marked  depression  which  is  experienced  by  epileptics  who  take 
large  doses  of  phenobarbital.  Sodium  diphenylhydantoinate,  be- 
cause of  its  apparent  ability  to  control  the  convulsive  attacks  without 
producing  a hypnotic  effect,  would  seem  to  be  an  ideal  anticonvulsant. 

‘ Camp,  C.  D.:  J.  Michigan  M.  Soc.  38:  289(1939). 

* Philips,  D.  P.:  J.  Michigan  M.  Soc.  38:  317  (April)  1939. 
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The  recognition  and  treatment  of 
cardiac  emergencies  constitute  an 
important  part  of  general  practice.  The 
emphasis  and  importance  given  heart 
disease  as  the  leading  cause  of  death  and 
the  daily  occurrence  of  sudden  deaths 
attributed  to  heart  disease  have  made  the 
general  public  heart  conscious  with  the 
result  that  nearly  everyone  summons  a 
physician  immediately  whenever  dis- 
tressing symptoms  suddenly  appear  in  the 
chest  and  particularly  in  the  region  of  the 
heart.  These  patients  usually  call  a 
general  practitioner  rather  than  a con- 
sultant. A grave  responsibility  rests 
upon  the  physician  because  proper  ther- 
apy depends  upon  the  correctness  of  his 
diagnosis.  Frequently  it  is  necessary  for 
him  to  make  two  important  decisions 
quickly:  (1)  “Is  the  condition  serious  or 
not”;  and  (2)  “Is  the  condition  cardiac 
or  not.”  In  many  instances  a correct 
diagnosis  can  be  made  at  once,  while  at 
other  times  it  must  be  deferred  and  the 
immediate  problem  is  to  relieve  the  pa- 
tient. 

Among  the  common  complaints  in 
these  emergencies  are  pain  in  the  chest, 
particularly  in  the  region  of  the  heart, 
sudden  attacks  of  shortness  of  breath, 
syncope  or  fainting  spells,  attacks  of  un- 
consciousness, collapse,  sudden  attacks  of 
heart  consciousness,  especially  tachy- 
cardia, and  symptoms  due  to  sudden 
embolic  manifestations. 

In  the  determination  of  the  proper  sig- 
nificance of  these  complaints,  certain  de- 
tails of  the  history  are  necessary:  (1) 
the  health  of  the  individual,  especially 
whether  or  not  there  has  been  any  previous 
heart  condition;  (2)  the  circumstances 
under  which  the  symptoms  appeared. 
The  history  therefore  is  a very  necessary 
and  important  part  of  the  diagnosis,  and 


in  many  instances  the  evidence  obtained 
from  it  is  sufficient  to  establish  a correct 
diagnosis.  At  other  times,  careful  physi- 
cal examination  will  enable  the  physician 
to  make  a diagnosis.  Simple  laboratory 
studies  of  the  blood  and  urine  may  be 
helpful.  On  very  rare  occasions  instru- 
mental evidence  will  be  necessary.  I 
shall  briefly  discuss  the  significance,  the 
important  aids  in  diagnosis,  and  the 
proved  therapy  of  these  complaints. 

Pain 

Pain  in  the  region  of  the  heart  may  or 
may  not  be  of  cardiac  origin.  Pain  of 
cardiac  origin  is  always  serious.  There- 
fore, the  first  decision  to  make  is  whether 
the  pain  is  of  cardiac  origin.  The  type  of 
individual,  the  location  of  the  pain,  and 
the  past  history  are  important  aids.  In 
cardiac  cases  a characteristic  story  of 
angina  will  be  obtained,  such  as  pain,  a 
tight  sensation,  or  mild  distress  in  the 
chest,  which  are  provoked  by  emotion, 
excitement,  exercise,  or  effort  after  meals, 
and  are  relieved  by  rest.  Careful  inquiry 
into  the  relationship  of  these  factors  to 
the  onset  of  discomfort  (no  matter  how 
mild)  and  of  rest  to  its  disappearance, 
will  enable  one  to  decide  whether  the 
condition  is  angina  pectoris.  If  a physi- 
cian is  called  to  see  a patient  suffering 
from  acute  distress  over  the  heart,  be- 
neath the  sternum,  or  in  the  upper 
abdomen,  and  he  obtains  an  anginal 
history,  the  question  naturally  arises 
whether  coronary  thrombosis  producing 
myocardial  infarction  has  occurred.  This 
problem  may  be  clarified  by  the  use  of 
nitroglycerin.  It  is  my  practice  to  give 
Vioo  gr.  of  nitroglycerin  under  the  tongue 
or  by  hypodermic,  and  if  no  relief  occurs 
in  ten  minutes  to  repeat  the  dose.  The 
disappearance  of  symptoms  after  this 
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procedure  usually  indicates  angina  pec- 
toris due  to  temporary  myocardial  is- 
chemia rather  than  infarction.  Recently 
I have  used  octyl  nitrite  by  inhalation  in 
angina  pectoris  with  benefit.  Amyl  ni- 
trite has  also  been  used  for  the  same  pur- 
pose, but  it  has  been  my  experience  that 
some  patients  receiving  this  drug  com- 
plain more  of  the  distressing  fullness  in 
the  head  resulting  from  it  than  from  the 
previous  discomfort  in  the  chest.  How- 
ever, if  no  response  occurs  from  nitro- 
glycerin, one  should  consider  that  coro- 
nary thrombosis  has  occurred  and  proper 
therapy  should  be  instituted.  Morphine 
sulfate  should  be  administered  for  the  im- 
mediate relief  of  pain.  The  dosage  de- 
pends upon  the  individual  and  the  gravity 
of  the  situation.  In  some  instances,  l/i 
gr.  hypodermically,  repeated  in  one-half 
hour,  will  be  sufficient ; at  times  it  will  be 
necessary  to  use  x/2  gr.  as  the  initial  dose. 
There  are  some  patients  in  whom  mor- 
phine produces  vomiting.  This  should  be 
avoided  if  possible.  In  these  patients 
who  are  sensitive  to  morphine,  I have 
found  dilaudid  hydrochloride,  V24  to  V32 
gr.  hypodermically,  helpful  in  decreasing 
the  severity  of  the  pain. 

Patients  with  coronary  thrombosis 
continue  to  have  abnormal  sensations  of  a 
lesser  degree  even  after  the  administra- 
tion of  morphine.  The  persistence  of 
these  sensations  is  further  valuable  evi- 
dence that  coronary  occlusion  has  oc- 
curred. However,  after  the  initial  dose  of 
morphine,  mild  sedatives  in  sufficient  dos- 
age usually  control  the  symptoms.  The 
drugs  of  choice  under  these  circumstances 
are  phenobarbital,  given  in  doses  of  V2  to 
1 gr.  every  four  hours,  or  15  gr.  of  sodium 
bromide  every  four  hours. 

When  the  diagnosis  of  coronary  throm- 
bosis has  been  established,  every  effort 
should  be  made  to  secure  the  mental  and 
physical  rest  of  the  patient.  Special 
nursing  care  should  be  instituted  in  order 
that  this  may  be  accomplished  satisfac- 
torily. All  effort  on  the  part  of  the  pa- 
tient should  be  avoided.  Under  no  cir- 
cumstances should  he  be  moved  to  a hos- 
pital for  laboratory  tests.  A patient 
recovering  from  coronary  thrombosis 


without  an  electrocardiogram  is  better 
than  a dead  one  with  an  electrocardio- 
gram. The  treatment  of  the  initial  shock 
will  be  discussed  later.  The  use  of  an 
oxygen  tent  is  desirable  in  the  presence  of 
marked  dyspnea  and  cyanosis,  provided 
the  tent  is  tolerated  well. 

It  is  extremely  important  to  direct 
attention  to  the  occurrence  of  pain  in 
acute  infectious  pericarditis.  The  simi- 
larity of  the  condition  to  coronary  throm- 
bosis because  of  the  location  and  persist- 
ence of  the  pain,  the  pericardial  friction 
rub,  and  the  failure  of  nitrites  or  opiates 
to  afford  relief  has  led  to  many  erroneous 
diagnoses.  Of  assistance  in  differentiat- 
ing the  two  conditions  are  the  history  of  a 
recent  infection,  and  the  position  of  the 
patient  in  bed.  In  acute  infectious  peri- 
carditis the  patient  is  usually  sitting  up- 
right or  bending  forward  in  bed,  while  the 
patient  with  coronary  thrombosis  is 
either  lying  in  bed  or  walking  around. 
Of  further  aid  is  the  widespread  area 
over  which  the  friction  rub  is  heard  in 
acute  infectious  pericarditis,  in  contrast 
to  the  small  area  over  which  the  rub  is 
heard  in  myocardial  infarction.  In  acute 
pericarditis  repeated  doses  of  morphine 
are  usually  required  to  relieve  the  pain. 

Dissecting  aneurysm  of  the  aorta  simu- 
lates coronary  thrombosis.  The  severe 
pain  in  the  back  and  the  absence  of  a drop 
in  blood  pressure  are  in  favor  of  a dis- 
secting aneurysm.  The  relief  of  pain 
requires  morphine.  Many  noncardiac 
conditions,  associated  with  pain  in  the 
chest,  simulate  coronary  thrombosis, 
particularly  gallbladder  and  gastrointes- 
tinal disease,  and  pulmonary  diseases, 
such  as  pneumonia,  pleurisy,  and  pul- 
monary embolism.  All  of  these  may 
require  morphine.  After  the  patient 
has  been  relieved  from  pain,  the  condition 
can  be  differentiated  later  as  a more 
detailed  history  and  a careful  physical 
examination  are  made. 

Dyspnea 

Sudden  attacks  of  shortness  of  breath 
or  smothering  spells  cause  considerable 
alarm  to  the  patient  and  his  family . 
These  attacks  frequently  occur  at  night 
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and  are  one  of  the  chief  reasons  for  calling 
a physician  after  midnight.  The  ques- 
tion for  immediate  decision  by  the 
physician  is  whether  the  smothering  spells 
result  from  cardiac  disease  or  whether 
they  are  manifestations  of  bronchial 
spasm  associated  with  pulmonary  disease. 
If  the  condition  is  cardiac,  it  is  more 
serious  than  if  it  is  pulmonary.  The 
history  will  be  an  aid  in  deciding  the  situa- 
tion. If  the  patient  is  a known  cardiac 
having  either  mitral  stenosis,  aortic 
valvular  disease,  hypertension,  syphilitic 
heart  disease,  coronary  artery  disease,  or 
a history  of  previous  coronary  thrombo- 
sis, the  attack  very  likely  is  due  to  left 
ventricular  failure.  One  will  then  find 
marked  evidence  of  moisture  in  the  lungs. 
Very  few,  if  any,  squeaks  will  be  heard. 
Frequently  the  patient  will  be  expectorat- 
ing blood-tinged  sputum.  The  therapy 
for  quick  relief  in  this  situation  is  y4  gr. 
of  morphine  sulfate,  and  l/m  gr.  of  atro- 
pine sulfate.  Sometimes  nitroglycerin 
can  be  added  with  benefit  in  the  hyper- 
tensive cases.  Improvement  usually  oc- 
curs within  one  hour.  A procedure  that 
will  give  prompt  relief  in  the  hyperten- 
sive, plethoric  patient  is  the  rapid  with- 
drawal of  500  cc.  of  blood  from  the  cubital 
vein. 

The  sudden  onset  of  shortness  of  breath 
may  be  the  first  symptom  of  coronary 
occlusion.  Therefore,  it  is  important 
that  one  be  certain  that  this  condition  is 
not  present  if  he  is  considering  the  use  of 
epinephrine  subcutaneously.  This  drug 
frequently  relieves  suffocating  spells  as- 
sociated with  bronchial  spasm,  but  it 
should  never  be  used  if  there  is  the 
slightest  suspicion  that  the  smothering 
feeling  is  cardiac  in  origin. 

An  aneurysm  of  the  aorta  may  cause 
sudden  attacks  of  shortness  of  breath  by 
producing  left  ventricular  failure  or  sud- 
den atelectasis  of  the  lung.  Physical  ex- 
amination and  roentgen  ray  studies  assist 
in  identifying  this  condition.  Other 
causes  of  shortness  of  breath  mistakenly 
interpreted  as  cardiac  are:  pulmonary 
embolism,  spontaneous  pneumothorax, 
pleurisy  with  effusion,  bronchial  carci- 
noma, and  mediastinal  tumors.  Again 


the  history  and  physical  examination,  and 
occasionally  the  roentgen-ray  may  estab- 
lish the  correct  diagnosis. 

Syncope 

Syncope  or  fainting  spells  cause  great 
alarm  to  the  family  who  unfortunately  be- 
lieve such  symptoms  indicate  heart  dis- 
ease. Faintness  or  brief  syncope  is  very 
common  and  indicates  anemia  of  the 
brain.  The  attack  may  be  benign  or 
indicate  serious  disease.  If  an  individual 
experiencing  a fainting  spell  should  be 
diagnosed  erroneously  as  having  heart 
disease,  years  of  unnecessary  invalidism 
will  result.  The  physician’s  duty  when 
called  to  see  a patient  with  syncope  is  to 
decide  whether  or  not  the  fainting  spell  is 
of  cardiac  origin.  If  the  origin  is  defi- 
nitely cardiac,  the  syncope  requires  ther- 
apy, while  if  the  attack  is  not,  reassurance 
will  do  more  than  medication  in  restoring 
the  individual  to  normal  health. 

Some  patients  faint  easily  under  emo- 
tional strain,  at  the  sight  of  blood,  when 
suffering  from  severe  pain,  if  suddenly 
changed  from  the  prone  to  the  upright 
position,  or  in  poorly  ventilated,  crowded 
rooms.  Usually  by  the  time  a physician 
arrives  the  attack  is  over.  He  fre- 
quently is  told  by  the  family  that  the 
pulse  was  imperceptible  and  that  this  was 
considered  evidence  of  heart  weakness. 
Because  the  syncope  of  peripheral  circu- 
latory failure  resembles  that  of  cardiac 
origin,  and  because  the  treatment  of  the 
two  conditions  is  entirely  different,  it  is 
very  important  that  a decision  as  to  which 
is  present  be  made  quickly.  Both  may  pre- 
sent pallor,  weakness,  fall  in  blood  pres- 
sure, sweating,  dizziness,  faintness,  col- 
lapse, and  unconsciousness.  At  the  bed- 
side, valuable  evidence  may  be  obtained 
that  will  enable  the  physician  to  differen- 
tiate between  the  two.  In  both  condi- 
tions the  heart  may  be  found  to  be  rapid ; 
however,  a slow  heart  would  rule  out 
peripheral  circulatory  failure.  Of  further 
aid  are  the  empty  neck  veins  in  peripheral 
circulatory  collapse,  and  the  full  veins  in 
cardiac  failure.  Nevertheless,  I have 
seen  instances  where  venous  distention 
was  absent  in  recent  acute  cardiac  failure, 
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and  in  such  cases  the  presence  of  striking 
signs  of  cardiac  disease  should  assist  in 
establishing  a correct  diagnosis.  Addi- 
tional evidence  in  favor  of  peripheral 
circulatory  collapse  would  be  a history  of 
recent  blood  loss. 

The  physiologic  mechanisms  respon- 
sible for  cardiac  syncope  are  several.  In 
the  majority  of  cases  the  mechanism  is 
bradycardia,  which  if  sufficiently  slow 
may  result  in  an  asystole  capable  of  pro- 
ducing a convulsion.  The  decreased 
heart  rate  may  be  of  reflex  neurogenic 
origin  from  carotid  sinus  stimulation. 
Under  these  circumstances  the  attacks 
occur  spontaneously  and  can  be  repro- 
duced by  pressure  over  one  of  the  carotid 
sinuses.  I have  seen  patients  in  whom 
the  irritation  of  the  carotid  sinus  was 
caused  by  pressure  of  a tight  collar,  tuber- 
culous cervical  glands,  or  an  enlarged  thy- 
roid gland.  In  these  cases  the  diagnosis 
of  epilepsy  had  been  made.  The  correct 
diagnosis  was  established  when  the  at- 
tacks disappeared  following  the  correction 
of  carotid  sinus  irritation.  Syncopal 
seizures  may  be  produced  by  vasovagal 
reflexes,  particularly  from  lesions  of  the 
gastrointestinal  tract.  Weiss  described 
a patient  with  such  attacks,  who  had  a 
diverticulum  of  the  esophagus,  and  in 
whom  syncope  could  be  induced  by 
swallowing. 

In  contrast  to  these  cardiac  syncopal 
episodes  of  reflex  origin,  there  are  similar 
attacks  of  a more  serious  nature  caused  by 
disease  of  the  myocardium.  Here  the 
cause  of  the  syncope  is  a conduction  de- 
fect which  produces  a change  in  the 
rhythm  of  the  heart  from  a partial  to  a 
complete  heart  block.  If  this  condition 
persists,  and  the  heart  is  markedly  slowed, 
the  patient  may  become  unconscious  and 
if  the  asystole  is  more  prolonged,  convul- 
sions will  occur,  producing  the  Morgagni- 
Stokes-Adams  syndrome.  The  patient 
will  have  a very  slow  heart  rate  from  24  to 
40  beats  per  minute.  I have  seen  a num- 
ber of  patients  diagnosed  epileptic  who 
had  this  condition. 

Brief  histories  of  two  striking  examples 
are: 


A male,  54  years  of  age,  was  seen  on  May  15, 
1935,  because  of  attacks  of  unconsciousness. 
He  had  been  in  good  health  until  ten  days 
previously  when,  while  addressing  a Sunday 
school  class,  he  suddenly  fell  to  the  floor  and 
had  a generalized  convulsion.  When  the  physi- 
cian reached  him,  the  attack  was  over  and  the 
patient’s  pulse  rate  was  88  beats  per  minute. 
A few  days  later  there  occurred  another  episode 
of  unconsciousness  followed  by  convulsions, 
causing  the  patient  to  fall  from  a box  upon  which 
he  had  been  sitting.  One  week  later  he  had 
three  spells  of  loss  of  consciousness  without  con- 
vulsions. During  these  attacks  the  physician 
was  unable  to  detect  anything  wrong  with  the 
blood  pressure  or  the  heart  rate.  When  I saw 
the  patient  the  physical  examination  was  es- 
sentially negative,  except  for  a systolic  murmur 
and  a ringing  second  sound  over  the  aortic  area. 
The  blood  pressure  was  110  mm.  mercury  sys- 
tolic and  80  mm.  diastolic.  He  was  sent  into 
the  hospital  for  observation,  where  the  nurses 
and  interns  noted  that  the  heart  rate  varied 
from  80  to  40  beats  per  minute  during  a seizure. 
Electrocardiograms  were  made  at  the  time  and 
showed  partial,  followed  by  complete,  heart 
block.  The  serology  was  negative.  A small 
aneurysm  of  the  aorta  was  reported  on  fluoro- 
scopic examination.  The  patient  was  given  in- 
tensive antisyphilitic  treatment  and  ephedrine, 
following  which  he  has  remained  well.  Re- 
peated electrocardiograms  continue  to  reveal 
evidence  of  bundle-branch  block. 

The  second  patient,  a female  aged  52  years, 
was  seen  because  of  attacks  of  unconsciousness 
and  faintness  of  two  years’  duration.  During 
this  time  she  had  severe  attacks  of  syncope, 
during  which  she  would  lose  consciousness 
momentarily  and  occasionally  have  convulsions. 
The  patient  had  been  under  the  care  of  a general 
practitioner  and  a neurologist,  and  had  been 
examined  repeatedly.  She  was  thought  to  have 
either  epilepsy  or  brain  tumor.  After  a period 
of  two  years  of  invalidism  she  was  seen  by  me 
with  her  physician.  The  chief  complaint  was 
pain  beneath  the  sternum,  associated  with  re- 
current episodes  of  syncope  and  convulsions. 
While  I was  at  the  bedside,  the  patient  com- 
plained of  pain  beneath  the  sternum,  suddenly 
became  unconscious,  and  had  a generalized 
convulsion  during  which  the  pulse  rate  was  24 
beats  per  minute.  The  heart  was  found  to  be 
slightly  enlarged  to  the  left.  There  was  a loud 
blowing  systolic  murmur  at  the  apex,  followed 
by  four  short  feeble  beats.  The  apex  rate  was 
24  beats  per  minute  and  the  blood  pressure  was 
110  mm.  mercury  systolic  and  80  mm.  diastolic. 
A diagnosis  of  heart  block  was  made  and  later 


July  15,  1939] 


CARDIAC  EMERGENCIES 


1343 


confirmed  by  an  electrocardiogram.  Epine- 
phrine was  given  subcutaneously  and  later 
ephedrine  was  administered  orally.  Following 
this  the  attacks  gradually  disappeared,  the 
patient  returned  to  work,  and  for  the  past 
two  years  has  had  no  recurrence.  She  takes  one 
dose  of  ephedrine  daily.  At  the  present  time  the 
electrocardiogram  reveals  normal  sinus  rhythm 
and  no  disturbance  of  conduction. 

It  is  important  to  emphasize  the  fact 
that  in  bradycardia  and  cardiac  stand- 
still the  electrocardiographic  changes  may 
be  similar,  regardless  of  whether  the 
etiology  is  reflex  or  myocardial.  There- 
fore, the  prognostic  significance  of  the 
condition  cannot  be  determined  from 
electrocardiograms. 

Patients  with  aortic  stenosis  frequently 
have  attacks  of  syncope.  The  syncope 
results  from  cerebral  anemia,  perhaps  be- 
cause of  low  pulse  pressure,  or  disease  of 
the  left  ventricle,  and  possibly  as  a result 
of  carotid  sinus  irritation  with  stimulation 
of  the  vagus,  producing  a slowing  of  the 
heart.  These  attacks  are  sometimes  pre- 
cipitated by  severe  exertion,  and  sudden 
death  is  not  uncommon.  If  a patient 
with  aortic  stenosis  develops  syncope  and 
a slow  heart,  V&o  gr.  of  atropine  sulfate 
should  be  given  hypodermically. 

Another  rare  cause  of  unconsciousness 
may  be  transitory  ventricular  fibrillation. 
It  is  possible  at  the  bedside  to  suspect  this 
arrhythmia  if  there  occur  frequent  pre- 
mature beats  followed  by  a tachycardia, 
varying  in  rate.  While  this  is  a very  un- 
common condition,  the  possibility  of  its 
appearance  must  be  appreciated,  because 
the  treatment  for  it  is  entirely  opposite 
to  that  used  for  unconsciousness  due  to 
bradycardia. 

It  is  apparent  from  this  discussion  that 
similar  syncopal  attacks  can  be  produced 
by  either  cardiac  or  reflex  disturbances. 
If  proper  therapy  is  to  be  instituted,  the 
etiology  and  significance  of  the  syncope 
must  be  determined.  In  some  instances 
the  etiology  cannot  be  discernible  at  once, 
and  then  the  immediate  treatment  will 
depend  upon  the  gravity  of  the  situation. 
If  unconsciousness  and  a slow  heart  are 
present,  Vso  to  V25  gr.  of  atropine  sulfate 
should  be  administered  hypodermically, 


and  if  the  cause  is  reflex,  immediate  relief 
will  ensue.  However,  if  the  situation  is 
not  relieved,  or  if  convulsions  occur,  1- 
1,000  solution,  1 cc.  of  epinephrine  hydro- 
chloride should  be  given  subcutaneously. 
In  some  instances  it  may  be  necessary  to 
inject  the  solution  directly  into  the  heart. 
The  usual  site  for  this  is  to  the  right  of  the 
sternum  in  the  fourth  intercostal  space. 
It  may  be  necessary  to  repeat  the  sub- 
cutaneous injections  of  epinephrine,  and 
later  maintain  the  effect  by  oral  adminis- 
tration of  3/s  to  3/4  gr.  of  ephedrine  or  by 
intramuscular  injection  of  1 cc.  of  an  oily 
solution  containing  2 mg.  of  epinephrine. 
If  it  is  certain  that  the  condition  is  due  to 
ventricular  fibrillation,  the  intravenous 
injection  of  quinine  or  quinidine  may 
prove  life-saving.  However,  it  should  be 
fully  appreciated  that  quinine  and  quini- 
dine are  cardiac  depressants  and  are  defi- 
nitely contraindicated  in  heart  block.  If 
there  is  the  slightest  question  whether  the 
latter  condition  is  present,  these  drugs 
should  not  be  used. 

Collapse 

Collapse  may  be  a manifestation  of 
acute  cardiac  failure  or  acute  peripheral 
circulatory  failure.  Certain  features  are 
characteristic  of  both  conditions:  weak- 
ness, exhaustion,  pallor,  cold  moist  skin, 
low  blood  pressure,  particularly  the  pulse 
pressure,  and  cerebral  manifestations 
varying  from  mild  confusion  to  uncon- 
sciousness. The  therapy  for  the  two 
conditions  is  entirely  different,  and  there- 
fore it  is  important  that  every  effort  be 
made  to  determine  the  cause  of  the  col- 
lapse. In  acute  cardiac  failure  additional 
signs  will  be  found,  e.g.,  dyspnea,  orthop- 
nea, moisture  in  the  lungs,  usually  dis- 
tended neck  veins,  and  increased  venous 
pressure.  The  heart  sounds  often  will 
be  louder  than  when  the  collapse  is  of 
peripheral  origin.  In  addition,  a history 
of  hemorrhage  is  evidence  in  favor  of 
peripheral  circulatory  failure. 

There  are  three  main  reasons  for  col- 
lapse in  acute  cardiac  failure:  (1)  acute 
severe  injury  to  the  myocardium  as  in 
diphtheria,  or  acute  coronary  throm- 
bosis; (2)  sudden  mechanical  embarrass- 
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ment  of  the  heart  action  as  with  sudden 
effusion  into  the  pericardial  cavity,  or 
hemopericardium ; and  (3)  severe  tachy- 
cardia occurring  in  a heart  with  an  al- 
ready damaged  myocardium.  The  treat- 
ment of  collapse  due  to  peripheral  circu- 
latory failure  is  epinephrine  and  intrave- 
nous fluids.  The  treatment  of  the  collapse 
of  acute  cardiac  failure  depends  on  its 
cause.  If  due  to  infarction  of  the  myo- 
cardium, l/±  gr.  of  morphine  sulfate  sub- 
cutaneously, and  intravenous  injections  of 
100  cc.  of  50  per  cent  solution  of  dextrose, 
repeated  in  two  to  three  hours  as  neces- 
sary, have  proved  valuable  in  my  experi- 
ence. Cardiac  drugs,  particularly  digi- 
talis, are  contraindicated  in  both  condi- 
tions. If  the  collapse  is  due  to  cardiac 
tamponade  resulting  from  effusion  or 
hemorrhage  into  the  pericardial  sac, 
aspiration  of  the  cavity  is  indicated.  If 
the  collapse  manifestations  are  associated 
with  extreme  tachycardia,  satisfactory 
treatment  will  depend  upon  the  recogni- 
tion of  the  type  of  tachycardia  present. 

Heart  Consciousness  or  Tachycardia 

The  physician  frequently  is  summoned 
because  of  a sudden  onset  of  heart  con- 
sciousness. Often  the  discomfort  is  due 
to  forcible  heart  action  or  premature 
beats,  resulting  from  emotional  disturb- 
ances or  dysfunction  of  the  gastrointes- 
tinal tract,  and  is  without  serious  import 
because  it  does  not  indicate  heart  disease. 
The  correct  interpretation  and  the  proper 
therapy  of  this  symptom  determines 
whether  or  not  the  patient  becomes  a 
chronic  invalid  with  a cardiac  neurosis. 

However,  the  heart  consciousness  may 
be  due  to  tachycardia  of  regular  or  ir- 
regular rhythm.  The  differentiation  of 
the  several  types  of  tachycardia  is  im- 
portant, because  in  some  the  use  of  digi- 
talis or  quinidine  is  indicated  and  in 
others  it  is  not.  The  first  question  to 
decide  as  quickly  as  possible  is  whether 
the  tachycardia  is  of  sinus  or  ectopic 
origin.  Sinus  tachycardia  is  the  type  of 
rapid  heart  action  associated  with  exer- 
cise, emotional  disturbance,  fever,  drug 
intoxication,  anemia,  hyperthyroidism, 
severe  constitutional  disease,  and  pe- 


ripheral circulatory  failure.  The  onset 
and  termination  of  such  tachycardia  is 
usually  gradual.  There  are  no  signs  of 
heart  disease;  the  heart  sounds  are  faint 
in  all  conditions  except  hyperthyroidism 
in  which  they  are  loud,  the  rate  varies 
between  120  and  150  beats  per  minute, 
excitement,  emotion,  and  exercise  increase 
the  rate,  carotid  sinus  pressure  fails  to 
slow  the  heart,  digitalis  and  quinidine  are 
without  effect,  and  elimination  of  the 
causative  factor  restores  the  heart  rate 
to  normal.  However,  the  history  of  an 
abrupt  onset,  the  presence  of  marked 
irregularity  of  pulse,  the  presence  of 
congestion  in  the  lungs  or  distended  veins 
in  the  neck  indicate  a tachycardia  of 
ectopic  origin.  The  history  is  of  extreme 
importance  in  differentiating  these  types; 
in  fact,  if  thoughtful  attention  is  paid  to 
it  and  careful  observations  are  made  at 
the  bedside,  instrumental  methods  of 
diagnosis  will  rarely  be  necessary  for  this 
differentiation. 

Paroxysmal  auricular  tachycardia  is  a 
distressing  and  sometimes  alarming  con- 
dition. The  history  will  disclose  that 
previous  attacks  were  characterized  by  a 
sudden  onset  and  an  abrupt  termination, 
often  induced  by  deep  breathing  or  vomit- 
ing. There  may  be  a history  of  good 
health  between  attacks.  Physical  ex- 
amination will  reveal  a small  or  normal 
sized  heart  with  a very  rapid  rate  of  180 
or  more  beats  per  minute  with  regular 
rhythm.  Carotid  sinus  stimulation  or 
ocular  pressure  will  frequently  produce  a 
dramatic  slowing  of  the  pulse.  The  in- 
duction of  vomiting  has  been  successful 
in  terminating  attacks;  Weiss  recently 
recommended  that  syrup  of  ipecac  be  used 
for  that  purpose.  The  drug  which  is  most 
effective  is  acetyl-beta-methyl-choline 
chloride  (mecholyl) , given  subcutaneously 
in  doses  of  10  to  20  mg.  It  is  important 
to  massage  the  site  of  the  injection  for  a 
few  minutes.  Intravenous  quinine  or 
quinidine  may  also  stop  an  attack.  It  is 
imperative  to  realize  that  paroxysmal 
auricular  tachycardia  may  occur  suddenly 
during  anesthesia,  labor,  or  an  acute 
illness.  The  following  is  an  example  of 
onset  under  an  unusual  circumstance: 
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A female,  aged  36  years,  who  was  a known 
asthmatic  for  many  years,  was  seen  on  the  fifth 
day  of  an  acute  illness  previously  diagnosed  as 
pneumococcic  Type  I lobar  pneumonia.  I was 
called  because  of  the  sudden  onset  of  a very 
rapid  heart  action.  The  apex  rate  was  49  beats 
per  quarter  minute  and  each  quarter  was  the 
same.  The  rate  was  consistently  196  beats  per 
minute,  obtained  for  several  consecutive  minutes. 
There  was  no  enlargement  of  the  heart.  The 
blood  pressure  was  120  mm.  mercury  systolic 
and  80  mm.  diastolic.  With  vagus  pressure,  the 
heart  slowed  to  120  beats  per  minute  and  the 
patient  felt  better.  She  was  then  digitalized 
rapidly  and  made  an  uneventful  recovery. 

Digitalis  should  be  given  after  the 
attack  ceases.  In  my  experience  this  has 
proved  valuable  in  preventing  recurrence. 
After  digitalization  the  patient  should  be 
given  a daily  maintenance  dose. 

Auricular  flutter  is  occasionally  seen. 
It  may  be  impossible  to  identify  this  type 
of  tachycardia  without  an  electrocardio- 
gram. However,  flutter  may  be  suspected 
if  the  rate  is  temporarily  slowed  by  caro- 
tid sinus  pressure,  or  if  occasional  periods 
of  slowing  of  the  rate  occur  spontaneously. 
The  neck  veins  sometimes  exhibit  flutter 
waves.  The  treatment  of  auricular  flutter 
is  digitalis,  given  in  full  therapeutic 
dosage.  The  rhythm  usually  changes  to 
fibrillation,  and  quinidine  may  then  be 
administered.  Sensitivity  to  quinidine 
should  always  be  determined  first  by  a 
test  dose  of  3 gr. ; if  no  untoward  ocular 
or  auditory  symptoms  appear,  this  dose 
should  then  be  repeated  every  four  hours, 
until  the  heart  rate  and  rhythm  are  nor- 
mal or  until  marked  toxic  manifestations 
become  evident. 

The  most  frequent  type  of  tachycardia 
encountered  is  auricular  fibrillation. 
There  should  be  no  difficulty  in  identify- 
ing this  irregularity.  The  heart  sounds 
and  pulse  vary  in  force,  rate,  and 
rhythm.  There  is  marked  deficit  between 
the  pulse  and  apex  rates.  Careful  study 
of  the  pulse  characteristics  and  the  pecul- 
iar blood  pressure  oscillations  enables 
one  to  diagnose  this  condition  at  the  bed- 
side. Attacks  of  irregular  rapid  heart 
action  may  be  transitory  and  without 
any  signs  of  congestive  failure.  The 
treatment  of  such  attacks  without  failure 


is  usually  with  sedatives.  The  cause 
may  be  a toxic  adenoma  of  the  thyroid 
or  reflex  from  a gastrointestinal  disturb- 
ance. Quinidine  is  also  of  value  in  the 
treatment  of  the  transitory  types  of 
auricular  fibrillation.  In  other  instances 
the  sudden  change  in  rate  and  rhythm 
adds  an  extra  burden  to  a previously 
damaged  myocardium,  so  that  alarming 
symptoms  of  failure  appear. 

When  fibrillation  is  associated  with 
signs  of  failure,  digitalis  should  be  used. 
The  total  amount  is  usually  calculated 
on  the  basis  of  one  cat  unit  for  every  10 
pounds  of  body  weight.  Caution  should 
always  be  used  in  the  administration  of 
digitalis  to  elderly  patients.  Satisfac- 
tory response  usually  occurs  from  the 
oral  administration  of  the  total  amount 
over  a period  of  three  days.  However,  if 
alarming  symptoms  are  present,  the  total 
calculated  amount  may  be  given  within 
twenty-four  hours  as  follows : one-half 
of  the  total  amount  for  the  first  dose, 
followed  every  six  hours  by  a dose  of  one- 
half  of  the  remaining  amount.  This  plan 
of  treatment  is  usually  successful.  If 
vomiting  interferes  with  the  oral  ad- 
ministration of  digitalis,  rectal  adminis- 
tration of  the  tincture  of  digitalis  in 
normal  saline  solution  usually  produces 
the  full  therapeutic  effect.  If  the  situa- 
tion is  grave  and  rapid  digitalization  is 
indicated,  0.5  mg.  of  ouabain  may  be  given 
intravenously  every  four  hours,  provided 
the  patient  has  not  had  any  digitalis 
preparation  for  one  month.  Whenever  a 
patient  is  being  rapidly  digitalized,  it  is 
the  physician’s  duty  and  responsibility 
to  see  him  before  each  dose  is  given.  In- 
tramuscular and  intravenous  digitalis 
therapy  are  rarely  necessary.  After  the 
heart  rate  has  slowed  to  70  beats  per 
minute,  a daily  dose  should  be  given  to 
maintain  this  effect.  The  amount  neces- 
sary must  be  determined  for  each  indi- 
vidual. No  set  rule  can  be  followed. 

Serious  tachycardia  may  follow  an 
attack  of  coronary  thrombosis.  This  is 
usually  due  to  ectopic  rhythm  of  ventricu- 
lar origin,  and  if  persistent  may  lead 
to  ventricular  fibrillation  and  death. 
The  condition  may  be  suspected  if  pre- 
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mature  beats  occur  in  rapid  succession  in 
a patient  with  coronary  thrombosis. 
Such  premature  beats  frequently  are 
followed  by  a period  of  tachycardia.  In 
diagnosing  this  type  of  tachycardia  at 
the  bedside,  two  observations  may  be  of 
value : a variation  in  the  intensity  of  the 
heart  sounds  and  a difference  in  the  apex 
rate  in  successive  minutes,  when  the  heart 
rate  has  been  accurately  timed  over  a 
period  of  several  minutes.  It  is  very 
important  to  recognize  ventricular  tachy- 
cardia because  it  can  be  produced  by 
digitalis  poisoning.  Therefore,  digitalis 
therapy  is  contraindicated;  in  fact,  it 
will  aggravate  the  condition  and  even 
lead  to  ventricular  fibrillation  and  death. 

When  ventricular  tachycardia  is  sus- 
pected, an  electrocardiogram  should  be 
made,  if  possible,  to  confirm  the  diag- 
nosis. If  it  is  present,  quinidine  should  be 
administered.  A test  dose  of  3 gr.  should 
be  given,  and  if  no  symptoms  appear 
within  one  hour,  6 gr.  should  be  given 
every  four  hours.  In  very  acute  cases, 
5 gr.  of  quinine  dihydrochloride  in  solu- 
tion, or  quinidine  may  be  given  intra- 
venously. Dramatic  improvement  may 
follow  such  therapy,  which  occasionally 
will  prove  life-saving.  Recently  the  use 
of  a 20  per  cent  solution  of  magnesium 
sulfate  has  been  recommended.  I have 
had  no  experience  with  this  medication  in 
the  treatment  of  paroxysmal  ventricular 
tachycardia.  A brief  case  report  is  illus- 
trative : 

A female,  aged  52  years,  consulted  me  because 
of  recurrent  attacks  of  irregular  heart  action  and 
tachycardia  of  three  months’  duration.  The 
first  electrocardiogram  revealed  premature  ven- 
tricular beats  occurring  in  rapid  succession. 
Just  as  the  patient  was  about  to  leave  the  office 
she  became  conscious  of  rapid  heart  action. 
There  was  no  change  in  her  color.  Carotid 
sinus  pressure  was  without  effect.  The  tachy- 
cardia varied  in  rate  during  several  successive 
minutes.  The  first  quarter  was  56  beats,  the 
second  quarter  was  60,  the  third  quarter  was  57, 
and  the  fourth  quarter  was  58  beats.  The 
second  electrocardiogram  showed  definite  ven- 
tricular tachycardia.  A test  dose  of  quinidine 
was  given  without  untoward  effect,  and  one 
hour  later  a 10  cc.  solution  of  5 gr.  of  quinine 


dihydrochloride  was  given  intravenously.  Within 
two  minutes  the  heart  rate  slowed  to  126  beats 
per  minute.  A short  time  afterward  the  elec- 
trocardiogram showed  normal  sinus  rhythm. 
The  past  history  showed  that  the  patient  had 
had  rheumatic  fever  about  five  years  previously, 
associated  with  pericarditis  and  bronchopneu- 
monia. 

Embolism 

Acute  circulatory  emergencies  may  re- 
sult from  embolism.  The  source  of  the 
embolus  may  be  a thrombosed  vein  in 
the  leg  or  pelvis,  a mural  thrombus  in  the 
ventricle  resulting  from  infarction  of 
the  myocardium,  a thrombus  in  either  the 
auricles  or  the  auricular  appendages, 
vegetations  from  a valve  or  its  margins, 
or  thrombosed  ulcerations  of  the  aorta 
associated  with  arteriosclerosis.  The 
arteries  of  the  brain,  lungs,  kidneys, 
spleen,  mesentery,  or  peripheral  circula- 
tion may  be  affected.  The  first  evidence 
of  heart  disease  may  be  an  embolic  mani- 
festation affecting  a vital  area,  with  the 
result  that  aphasia,  hemiplegia,  blindness, 
hemoptysis,  hematuria,  intestinal  ob- 
struction, gangrene  of  the  extremities, 
and  even  sudden  death  may  occur. 
There  have  been  instances  in  which 
nephrectomies  have  been  performed  for 
hematuria,  and  laparotomies  for  intes- 
tinal obstructions,  in  which  the  primary 
trouble  was  an  unsuspected  cardiac  condi- 
tion. In  one  instance  the  pathologist, 
after  examination  of  a kidney  removed 
because  of  hematuria,  notified  the  urolo- 
gist that  his  patient  had  subacute  bac- 
terial endocarditis. 

The  treatment  of  sudden  embolism  may 
be  medical  or  surgical.  The  collapse 
should  be  treated  with  sedatives  and 
fluids.  If  the  part  is  accessible  to  sur- 
gery, an  attempt  should  be  made  to  re- 
move the  embolus.  If  the  embolus  affects 
an  extremity  or  the  bifurcation  of  the 
aorta,  benefit  may  result  from  the  use  of 
the  pavex  machine. 

In  conclusion,  acute  cardiac  emergen- 
cies require  quick  decision,  accurate  diag- 
nosis, and  energetic  treatment.  The 
favorable  outcome  of  these  crises  depends 
largely  upon  the  alertness  of  the  physician. 
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The  present  report  is  the  outcome  of  a 
symposium  on  the  typhoid  carrier 
problem  held  at  the  New  York  Post- 
Graduate  Hospital  in  June,  1936.  Papers 
were  given  at  that  time  by  public  health 
authorities  representing  New  York  City 
and  the  states  of  Connecticut,  New 
Jersey,  and  New  York,  and  by  clinicians 
interested  in  this  subject.  The  statistics 
and  opinions  of  these  authors  have  been 
used  freely. 

Among  the  published  articles  on  this 
subject  should  be  mentioned  Whipple’s30 
report  of  1929,  entitled  “Surgical  Treat- 
ment of  Bile  Typhoid  Carriers.”  This 
contribution  contains  a review  of  the 
literature  up  to  that  time  and  was  the 
first  of  practical  clinical  importance  to 
appear  in  this  country.  Garbat’s11  mono- 
graph, “Typhoid  Carriers  and  Typhoid 
Immunity,”  published  in  1922,  is  an  ex- 
cellent comprehensive  study  of  the  diagno- 
sis and  treatment  of  the  typhoid  carrier, 
particularly  in  regard  to  the  bacterio- 
logic  study  of  the  duodenal  bile.  More 
recently,  Senftner  and  Coughlin,24  Bige- 
low and  Anderson,2  and  Coller  and  Fors- 
beck5  have  made  excellent  contributions 
to  this  subject,  including  reports  of  oper- 
ated cases. 

Deibert7  states  that  typhoid  carriers 
are  more  prevalent  than  is  commonly 
realized.  Stebbins25  estimated  that,  as  of 
January  1,  1936,  there  were  approxi- 
mately 5,000  typhoid  carriers  in  New 
York  State,  exclusive  of  New  York  City, 
although  the  typhoid  carrier  register 
listed  only  361.  Frant10  reports  that  on 
July  1,  1936,  the  New  York  City  Depart- 
ment of  Health  had  405  chronic  typhoid 
carriers  under  observation.  Bigelow  and 
Anderson  estimated  that  in  the  State  of 
Massachusetts,  in  1933,  there  were  ap- 


proximately 1,100  carriers,  although  only 
75  were  registered. 

Typhoid  carriers  may  be  defined  as  im- 
mune persons  who  harbor  typhoid  bacilli 
and  so  may  spread  the  disease.  The 
typhoid  carrier  is  now  the  chief  infecting 
agent  in  typhoid  fever.  Knowlton18  re- 
ports that  in  the  State  of  Connecticut 
not  a single  case  of  typhoid  fever  was 
traced  to  water,  food,  or  milk  during  the 
past  four  years.  During  the  past  five 
years  in  New  York  State  no  typhoid 
fever  has  occurred  due  to  contaminated 
water  supply,  while  carriers  have  been 
directly  responsible  for  a large  proportion 
of  cases,  according  to  Stebbins. 

Anderson,  Hamblen,  and  Smith1  re- 
port that  the  incidence  of  residual  ty- 
phoid fever  in  a given  community  is  not 
directly  proportional  to  the  total  number 
of  carriers  in  the  community,  but  pro- 
portional to  the  total  number  of  carriers 
produced  during  the  preceding  five  to  ten 
years,  since  most  carriers  infect  or  im- 
munize their  immediate  environment  dur- 
ing this  period. 

Typhoid  carriers  may  be  classified  as 
temporary  or  chronic.  According  to  Gar- 
bat,  one- third  of  typhoid  fever  patients 
continue  to  discharge  typhoid  bacilli  after 
the  temperature  becomes  normal.  A 
great  majority  of  these  cease  to  discharge 
the  organisms  within  six  months.  Spon- 
taneous cure  after  six  months  is  rare,  and 
persons  who  show  the  presence  of  typhoid 
bacilli  after  a year  are  to  be  regarded  as 
permanent  or  chronic  carriers.  From  2 
to  9 per  cent  of  all  typhoid  fever  patients 
become  permanent  carriers.11 

Typhoid  carriers  are  also  classified 
roughly  as  feces  carriers  and  urine  car- 
riers, the  latter  being  rare.  Garbat, 
in  1922,  as  the  result  of  a study  of  164 
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cases  of  typhoid  fever,  demonstrated 
that  there  are  three  distinct  types  of 
feces  carriers,  according  to  the  nidus 
of  infection:  the  liver  carrier,  the  gall- 

bladder carrier,  and  the  intestinal  car- 
rier. In  the  first  two,  the  bacilli  enter 
the  intestine  with  the  bile.  In  the  in- 
testinal type,  the  bile  passages  are  free 
from  infection.  The  gallbladder  carrier 
is  by  far  the  most  common  of  the  three 
types  of  feces  carriers.  Garbat  also 
pointed  out  that  duodenal  intubation 
culture  was  a more  reliable  method  of 
determining  the  carrier  state  than  stool 
culture.  He  showed  that  stool  culture 
failed  to  detect  the  bacilli  in  15  per  cent 
of  bile  carriers. 

Stebbins  reports  that  the  epidemiologic 
investigation  of  sporadic  cases  of  ty- 
phoid fever  in  New  York  State  has 
proved  to  be  the  most  effective  method  of 
discovering  carriers.  He  further  states 
that  in  New  York  State  since  1929,  coin- 
cident with  an  increased  rigidity  of  re- 
quirement for  release  of  typhoid  fever 
cases,  there  has  been  an  increase  in  the 
proportion  of  individuals  recovering  from 
typhoid  fever  who  have  been  found  to  be 
chronic  typhoid  carriers.  Prior  to  1929, 
0.01  per  cent  of  recovered  cases  of  ty- 
phoid fever  were  found  to  be  chronic 
typhoid  carriers  by  release  cultures. 
In  1934,  this  figure  rose  to  3.9  per  cent. 

To  ensure  obtaining  authentic  stool 
specimens,  Frant  reports  that  in  the 
Department  of  Health  of  the  City  of 
New  York,  capsules  that  contain  lycopo- 
dium are  given  to  the  carrier,  as  advocated 
by  Rosenthal.23  Stools  collected  later 
readily  reveal  the  spores  of  lycopodium. 

The  typhoid  carrier,  once  detected,  is 
carefully  controlled  by  the  public  health 
authorities  according  to  the  provisions 
of  the  Sanitary  Code.  The  regulations  of 
the  Sanitary  Code  of  New  York  City  have 
proved  very  effective  in  the  control  of 
carriers,  according  to  Frant.  In  this 
city,  with  the  exception  of  Typhoid  Mary 
and  2 others,  there  have  been  but  24 
cases  of  typhoid  fever  that  could  be 
traced  to  known  typhoid  carriers. 

The  three  forms  of  treatment  in  use  at 
present  have  shown  a variable  degree  of 


success.  These  are  medical,  x-ray,  and 
surgical. 

Browning,  et  a/.,3  in  1933  reported  a 
series  of  cases  treated  medically  without 
success.  Among  the  methods  tried  were 
the  following : chemotherapy,  alteration 

of  reaction  in  flora  of  the  intestine,  in- 
testinal implantation  of  antagonistic  coli- 
form  bacilli,  bacteriophage,  and  vac- 
cines. 

Lyon,19  on  the  other  hand,  has  reported 
a case  of  a typhoid  carrier  who  persisted 
as  a carrier  following  cholecystectomy 
and  who  was  found  to  be  free  of  B.  typho- 
sus after  a prolonged  course  of  treat- 
ment by  means  of  the  duodenal  tube. 

Ottenberg,21  in  1933  reported  that 
flumerin,  a mercury  fluorescein  deriva- 
tive, when  given  intravenously  to  dogs  or 
rabbits,  conferred  active  bactericidal 
power  on  the  bile.  He  more  recently 
administered  this  drug  to  3 typhoid  car- 
riers with  cure  of  the  carrier  state  in  1 
case,  as  shown  by  repeatedly  negative 
bile  cultures  for  one  year  following  treat- 
ment.22 Ottenberg  believes  it  is  pos- 
sible to  cure  the  carrier  state  with  flumerin 
provided  the  gallbladder  is  functioning,  as 
revealed  by  cholecystography. 

MacNeal20  reports  that  bacteriophage 
administered  into  the  vein  of  a typhoid 
carrier  can  be  recovered  from  the  bile 
and  from  the  wall  of  the  gallbladder 
which  is  surgically  removed  some  hours 
later.  MacNeal  also  states  that  patients 
subjected  to  such  injection  prior  to  opera- 
tion have  become  free  from  their  infecting 
bacteria  in  an  unusually  satisfactory 
manner. 

X-ray  treatment  has  been  advocated 
by  Gulbrandsen.12  He  reports  results 
of  roentgen-therapy  over  a period  of  two 
years  in  12  chronic  fecal  carriers  of  B. 
typhosus,  not  coming  to  operation.  One- 
third  of  the  cases  were  rendered  free  of 
B.  typhosus,  as  determined  by  repeated 
stool  examinations,  for  periods  varying 
from  ten  to  twenty-four  months.  Elsom, 
Miller,  Forrester,  and  Chamberlin8  ir- 
radiated 12  bile  typhoid  carriers  and  ob- 
served a persistence  of  the  typhoid  or- 
ganisms in  the  bile  and  feces  in  every 
case. 
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TABLE  1. — Results  of  Cholecystectomy  in  Typhoid  Carriers  (Bile)  (Paratyphoid  Carriers  Included) 
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* Cures  based  on  either  negative  stool  cultures,  or  negative  bile  cultures,  or  both. 


Surgical  treatment  of  the  bile  carrier 
state,  as  first  advocated  by  Dehler,6  in 
1907,  has  met  with  considerable  success. 
The  literature  records  many  instances 
of  cure  of  the  bile  carrier  state  following 
cholecystectomy.  Haaland,13  Whipple,30 
Vogelsang,28  Swensson,26  Bigelow  and 
Anderson,2  Senftner  and  Coughlin,24 
Browning,3  Deibert,7  Coller  and  Fors- 
beck,5  and  the  author16  have  reported 
series  of  cases  operated  upon,  with  re- 
ported ernes  ranging  from  68  to  100  per 
cent.  Taking  into  consideration  several 
series  of  published  cases  (Table  1)  of 
cholecystectomy  in  typhoid  carriers,  86 
per  cent  have  been  reported  as  cured. 
Senftner  and  Coughlin  advise  against 
operation  in  individuals  past  the  age  of 
50,  because  of  the  marked  increase  in 
mortality  rate  beyond  this  age. 

Criteria  of  cure  of  the  typhoid  carrier 
state  are  now  based  on  from  1 to  3 
negative  bile  cultures  and  negative  stool 
cultures.  Prior  to  the  introduction  of 
the  duodenal  tube,  stool  culture  was  the 
only  means  available  for  detecting  the 
typhoid  carrier  state.  When  Garbat11 
pointed  out  that  stool  culture  reports 
were  erroneous  in  15  per  cent  of  cases, 
he  stressed  the  significance  of  bile  cul- 
tures in  all  cases.  The  first  large  series 
of  cases  reported  with  cures  based  on 
negative  bile  cultures  was  that  of  Senftner 
and  Coughlin.24  Their  cures  were  based 
on  3 negative  bile  and  negative  stool 


cultures.  Bigelow  and  Anderson2  re- 
quire 1 negative  bile  culture  and  nega- 
tive stool  cultures  before  they  consider  a 
carrier  cured.  Coller  and  Forsbeck5  use  1 
negative  bile  culture  and  negative  stool 
cultures  as  sufficient  proof  of  eradication 
of  the  carrier  state. 

Forsbeck  and  Hollon9  state  that  maxi- 
mum confidence  may  be  placed  in  a nega- 
tive laboratory  report  on  bile  obtained 
in  connection  with  the  diagnosis  and 
release  of  carriers,  provided  the  bile 
specimen  is  amber,  clear,  viscous,  and 
alkaline;  provided  it  has  been  obtained 
following  stimulation  with  magnesium 
sulfate;  and  provided  it  has  been  pro- 
tected on  its  way  to  the  laboratory  in 
buffered  broth.  He  further  contends 
that  by  using  the  above  standards,  the 
number  of  release  bile  cultures  may  be 
reduced  from  2 or  3 down  to  1.  He 
cautions  against  reliance  on  cultures  of 
bile  mixed  with  gastric  juice  where  the 
pH  is  below  5.  He  found  that  cultures 
of  infected  bile  with  pH  of  2 or  below 
after  thirty  minutes  yielded  no  growth  of 
typhoid  bacilli. 

Since  1931,  25  typhoid  carriers  have 
been  investigated17  in  our  combined 
medical  and  surgical  gallbladder  clinic. 
Eight  of  these  were  operated  upon  at  our 
hospital  for  cure  of  the  carrier  state. 
The  remaining  17  carriers  were  investi- 
gated only.  Duodenal  drainages  were 
performed  by  the  encapsulated  method  of 
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Twiss27  to  determine  the  presence  or 
absence  of  B.  typhosus  in  the  bile. 
Nine  of  the  17  had  had  gallbladder  opera- 
tions at  other  hospitals.  Our  bile  cul- 
tures were  reported  negative  for  B.  ty- 
phosus in  each  of  these  cases.  Of  the 
remaining  8 carriers,  2 did  not  return  for 
completion  of  tests,  2 were  proved  to  be 
bile  carriers,  1 is  believed  to  be  an  in-  oo 

CO 

testinal  carrier,  and  3 carriers  were  2 
recommended  for  release,  bile  and  stool  « 
cultures  being  negative.  ~ 

Of  our  8 operated  cases*  (Table  2),  1 
aged  19  to  48,  1 had  been  a carrier  for  o 
only  three  months  at  the  time  of  chole-  | 
cystectomy;  the  others  had  been  car-  < 
riers  for  periods  ranging  from  fifteen  | 
months  to  ten  years.  Six  were  asympto-  W 
matic.  In  4 cases  cholecystograms  § 

showed  normal  visualization  and  normal  a 

< 

emptying  of  the  gallbladder;  in  2,  no  § 
visualization,  with  shadows  of  stones  in  1 £ 
of  these  cases.  Bile  and  stool  cultures4  * 
prior  to  operation  were  positive  for  B.  g 
typhosus  in  all  cases.  > 

At  operation,  cholecystectomy  was  « 
performed  in  every  case,  and  appendec-  H 
tomy  as  well  in  5 of  the  cases.  Cultures  h 
were  taken  of  the  gallbladder  bile  and  < 
wall  routinely,  and  of  gallstones,  cystic  g 
duct  nodes,  common  duct  bile,  and  liver  ^ 
bile,  whenever  possible  (Table  2).  § 

Gallstones  were  found  in  all  cases  but  » 

CU 

1,  this  being  the  patient  who  had  had  ty-  ° 
phoid  fever  three  months  prior  to  opera-  § 
tion.  Cultures  of  operative  specimens  S 
were  reported  positive  for  B.  typhosus  g 
invariably.  All  8 patients  recovered  g 
from  the  operation.  Bile  and  stool  d 
cultures  subsequent  to  discharge  from  the  § 
hospital  were  found  negative  for  B.  £ 
typhosus  in  7 cases.  In  1 case,  bile  ^ 
cultures  are  still  positive  eighteen  months  « 
after  operation.  Seven  of  the  8 carriers  2 
(88  per  cent)  may  therefore  be  considered  ” 
cured  of  the  carrier  state. 

Comment 

Our  great  problem  at  present  is  the 
detection  of  unrecognized  carriers.  Every 
possible  effort  should  be  made  to  detect 
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Five  of  these  have  already  been  reported.17 
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carriers  early.  The  importance  of  in- 
creased rigidity  of  requirement  in  the 
collection  of  release  stool  specimens  is 
well  exemplified  in  the  increased  per- 
centage of  chronic  carriers  following 
typhoid  fever  discovered  in  New  York 
State  in  1934  (3.9  per  cent)  as  com- 
pared with  1929  (0.01  per  cent).  Once 
the  typhoid  carrier  is  detected,  the  prob- 
lem resolves  itself  into  the  question  of 
whether  the  carrier  should  be  treated, 
or  just  controlled.  If  registered  carriers 
are  no  longer  a source  of  danger  to  the 
community  as  maintained  by  Frant,  we 
cannot  contend  that  they  must  be  treated 
and  cured  of  the  carrier  state  in  order  to 
protect  the  community. 

If  treatment  is  advised,  and  I believe 
it  should  be  advised,  it  must  be  urged  as  a 
measure  intended  to  benefit  the  carrier 
primarily.  Carriers,  in  general,  should 
be  acquainted  with  the  fact  that  the 
carrier  state  is  usually  associated  with 
disease  of  the  gallbladder  and  liver,  and 
that  gallstones  are  present  in  most  cases. 
Young  carriers  should  be  advised  of  the 
relatively  small  risk  of  operation  at  an 
early  age  as  compared  with  operation 
after  the  age  of  50,  which  carries  such  a 
high  mortality. 

In  view  of  the  fact  that  we  have  no 
conclusive  proof  of  any  type  of  nonopera- 
tive therapy  relieving  the  typhoid  carrier 
state  other  than  in  isolated  instances,  we 
are  compelled  to  recommend  cholecystec- 
tomy to  these  individuals. 

Conclusions 

1.  The  unrecognized  typhoid  carrier 
is  the  leading  source  of  typhoid  fever  at 
present. 

2.  The  carrier,  once  detected  and 
properly  instructed,  is  only  rarely  re- 
sponsible for  cases  of  typhoid  fever. 

3.  Detection  of  hitherto  unrecognized 
carriers  is  our  great  problem. 

4.  The  treatment  of  the  typhoid 
carrier  should  be  preceded  and  followed 
by  bacteriologic  investigation  and  taking 
cultures  of  alkaline  bile  from  the  duode- 
num as  well  as  cultures  of  feces  to  deter- 
mine the  presence  of  B.  typhosus. 

5.  Reliable  methods  for  diagnosis, 


and  several  methods  for  treatment  of  bile 
typhoid  carriers  are  available.  Surgical 
treatment,  consisting  of  removal  of  the 
gallbladder,  is  the  treatment  of  choice. 

6.  Carriers  should  be  informed  of  the 
fact  that,  in  addition  to  being  carriers, 
they  probably  have  gallbladder  dis- 
ease and  gallstones,  and  that  this  dis- 
ease may  be  removed  by  operation, 
with  resultant  cure  of  the  carrier  state  in 
most  cases. 

7.  Seven  out  of  8 (88  per  cent)  of 
the  typhoid  carriers  operated  upon  at 
the  New  York  Post-Graduate  Hospital 
were  cured  of  the  carrier  state  following 
cholecystectomy  without  operative  mor- 
tality. Nine  additional  carriers  oper- 
ated upon  at  other  hospitals  were  also 
found  to  be  cured.  Our  criteria  of  cure 
consisted  of  cultures  of  3 consecutive 
negative  duodenal  specimens  and  8 con- 
secutive negative  fecal  specimens. 


I wish  to  express  my  appreciation  to 
Doctors  Russell,  Heyd,  Peterson,  and 
Lough  for  placing  at  my  disposal  the 
surgical  and  medical  material  used  in 
this  paper.  The  complete  work-up  of 
the  cases  presented  is  almost  entirely 
the  product  of  the  untiring  efforts  of 
Dr.  Carter,  director  of  our  gallbladder 
clinic,  to  whom  I feel  greatly  indebted. 
Our  bile  cultures  and  cultures  of  opera- 
tive specimens  were  performed  under  the 
direction  of  Dr.  Adele  Sheplar,  of  our 
department  of  bacteriology.  I wish  to 
thank  Dr.  Twiss  for  his  many  helpful 
suggestions  in  the  preparation  of  my 
manuscript. 
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PLAN  THAT  TRIP  NOW 

There  are  doctors  who  boast  that  they  have 
not  had  a vacation  in  many  years.  They  say  with 
satisfaction  that  they  go  home  exhausted.  Their 
families  see  them  only  at  mealtime. 

Each  physician  must  make  his  decision  in  the 
matter ; but  it  seems  that  those  who  decide  that 
they  are  unable  to  cope  with  every  medical 
problem,  and  that  to  round  out  their  lives  they 
must  occupy  part  of  their  time  in  nonmedical 
pursuits,  are  the  happiest  members  of  the  pro- 
fession, remarks  Dr.  R.  M.  Watkins  in  the 
Bulletin  of  the  Cleveland  Academy  of  Medicine. 


Then  they  begin  to  take  vacations,  to  restore 
not  only  the  physical  body  but  the  mental  clarity. 
They  may  travel.;  they  may  indulge  long  pent-up 
desires  in  devoting  time  to  the  arts,  or  to  sciences 
other  than  medicine.  They  have  more  actual  con- 
tact with  their  families,  and  help  to  train  and 
educate  more  efficiently  their  children.  Their 
changed  outlook  is  reflected  in  their  work  with 
their  patients.  They  are  cooler  in  emergencies 
and  clearer  in  thought  when  a diagnostic  problem 
arises. 


EXAMINATIONS,  AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  American  Board  of  Obstetrics  and  Gyne- 
cology announces  that  at  the  recent  examinations 
held  by  the  Board  at  St.  Louis,  Missouri,  on 
May  13,  14,  15,  and  16,  two  hundred  and  fifty- 
nine  candidates  were  examined.  Two  hundred 
and  twenty-eight  candidates  were  successful  in 
the  examinations  and  were  certified  by  the  Board, 
twenty-nine  failed,  and  two . examinations  were 
not  completed. 

At  the  annual  meeting  of  the  Board,  held  in 
St.  Louis  on  May  12,  1939,  it  was  found  neces- 
sary, on  account  of  increased  administration  ex- 
penses, to  increase  the  application  and  examina- 
tions fees.  Effective  immediately,  these  are  to 
be  as  follows:  application  fee  $15.00,  payable 
upon  submission  of  application  for  review  by 
Board;  examination  fee  $85.00,  payable  upon 
notification  to  candidate  of  acceptance  of  the 
application  and  assignment  for  examination. 
Neither  fee  is  returnable.  This  increase  does  not 
apply  to  candidates  whose  applications  were 
filed  prior  to  May  12,  1939. 

The  next  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates 


will  be  held  in  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  6,  1940,  at 
2:00  p.m.  The  Board  wishes  to  announce  that  it 
will  hold  only  one  Group  B,  Part  I examination 
in  this  and  subsequent  years.  Candidates  who 
successfully  complete  the  Part  I examinations 
proceed  automatically  to  the  Part  II  examina- 
tions held  in  June,  1940. 

Applications  for  admission  to  Group  B,  Part 

I examinations  must  be  on  file  in  the  secretary’s 
office  not  later  than  October  4,  1939. 

The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting 
in  Atlantic  City,  N.  J.,  on  June  7,  8,  and  9, 
1940,  immediately  prior  to  the  annual  meeting 
of  the  American  Medical  Association  to  be  held 
in  New  York  City  from  June  10  to  14,  inclusive. 

Applications  for  admission  to  Group  A,  Part 

II  examinations  must  be  on  file  in  the  secretary’s 
office  not  later  than  March  15,  1940. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Pennsylvania. 


INTUSSUSCEPTION 


Emanuel  Mendelson,  M.D.  and  Robert  S.  Sherman,  M.D.,  Brooklyn,  New  York 

( Attending  Radiologist  and  Resident  in  Radiology,  Respectively,  Long  Island  College  Hospital, 

Brooklyn,  New  York ) 


The  opportunity  for  roentgenologic 
diagnosis  of  intussusception  in  adults 
is  rather  rare.  For  this  reason  the  text- 
books and  most  of  the  literature  give 
slight  consideration  to  x-ray  examination. 
Haggard  and  Floyd,1  quote  Waters  as 
finding  only  3 cases  of  the  small  intestinal 
type  diagnosed  preoperatively  up  to  1930, 
and  only  6 additional  cases  since  that 
time.  In  our  review  of  the  literature,  not 
more  than  20  cases  of  all  types  were  so 
diagnosed.  Our  purpose,  therefore,  is  to 
emphasize  the  importance  of  the  roentgen 
ray  in  the  diagnosis  of  intussusception  in 
adults,  to  review  the  literature  briefly,  to 
record  and  evaluate  the  diagnostic  points, 
and  to  present  several  cases  recently  seen. 

In  1913,  Ladd2  published  the  first  x-ray 
illustration  of  an  intussusception  in  the 
literature.  His  cases  were  examined  by 
George.  The  next  year  Lehman3  re- 
ported a case  in  an  18-year-old  patient 
who  showed  the  typical  “pincer”  de- 
formity. Groedel,4  in  the  same  year,  and 
Snow,6  a year  later,  published  less  clear- 
cut  cases.  Other  early  writers  were  Alt- 
schul,6  Wells,7  Strauss,8  and  Kerley  and 
LeWald.9  The  more  complete  articles 
are  those  of  Ashbury,10  Edburg,11  Meda,12 
Castronovo,13  Sussman,14  and  Davis  and 
Parker.16 

Intussusception  is  the  invagination  of 
one  segment  of  the  intestine  into  an- 
other.28 This  usually  occurs  distally,  al- 
though a few  cases  of  retrograde  invagina- 
tions have  been  reported. 16,17,14  The 
majority  of  intussusceptions  are  found  in 
infancy  and  childhood.  Unlike  the  symp- 
toms in  the  younger  age  group,  those  in 
adults  usually  occur  in  a subacute  or 
chronic  form,  the  symptoms  of  the  latter 
variety  being  present  for  fifteen  days  or 
more.  The  symptoms  in  adults  are  fre- 


quently obscure  and  baffling.  The  more 
usual  complaints  are  abdominal  pain 
accompanied  by  nausea,  and  at  times  by 
vomiting,  associated  with  varying  degrees 
of  constipation,  and  blood  and  mucus  in 
the  stool.  Less  frequently,  the  patient 
will  discover  an  abdominal  mass.  The 
mass  may  shift  in  position  during  the  ex- 
amination, and  at  times  totally  disappear, 
the  patient  then  experiencing  an  improve- 
ment of  symptoms.  The  usual  signs  of 
intestinal  obstruction  may  be  present. 
In  rare  instances,  the  protrusion  of  the 
intussusception  by  rectum  has  been  re- 
corded, and  the  involved  portion  of  the 
gut  has  been  passed  as  a necrotic  mass. 
Fever  may  be  slight.  Because  of  the 
tendency  for  the  invagination  to  reduce 
itself,  the  symptoms  are  usually  intermit- 
tent. 

Etiology. — In  one  report,  36  per  cent  of 
cases  were  due  to  tumor.13  Usually  cases 
in  children  will  show  no  associated  lesion ; 
or,  if  a tumor  is  present,  it  is  frequently  of 
the  benign  type.  It  is  also  more  usual  for 
a small  intestinal  type  to  be  associated 
with  a benign  tumor.  Generally,  tumors 
are  the  most  common  cause  of  adult 
intussusceptions,  and  may  be  either  be- 
nign or  malignant.  Other  causes,  roughly 
in  the  order  of  their  frequency,  are 
Meckel’s  diverticulum,  adhesions,  ap- 
pendiceal pathology,  mesenteric  nodes, 
cecal  tuberculosis,  congenital  defects, 
mobile  cecum,  and  ulcerations  from  any 
cause.  Even  severe  enteritis  and  purga- 
tion, lifting,  and  direct  trauma  may  cause 
this  condition. 

Classification—  There  are  three  types: 
(1)  Enteric,  where  the  small  intestine 
alone  is  involved;  (2)  Colic,  where  the 
large  bowel  alone  is  the  site  of  invagina- 
tion; (3)  A group  occurring  about  the  ileo- 
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cecal  region,  of  which  various  ill-defined 
and  relatively  vaguely  differentiated  types 
are  described,  depending  on  which  of  the 
anatomic  structures  in  this  region  is  the 
apex  of  the  intussusception. 

Barium  enema  is  the  safer  method  of 
examination,  although  this  is  not  with- 
out danger  when  dealing  with  severely 
involved  intestine.46  The  enema  is,  of 
course,  of  no  use  in  the  enteric  variety. 
It  may  be  used  with  caution  in  the  acute 
cases  if  not  too  great  a delay  is  occa- 
sioned.31'32 Sometimes  the  clyster  may 
reduce  the  invagination,  and  it  has  been 
used  in  this  way  in  children.11'19*33’34’35 
If  this  should  happen  in  adults,  one  should 
always  search  for  the  cause  of  the  intus- 
susception.33 If  the  examination  is  made 
during  a remission  of  symptoms,  nothing 
unusual  may  be  noted,  and  the  patient 
may  be  discharged  as  normal  only  to 
return  later,  possibly  with  a progression 
of  the  underlying  pathology  too  far  ad- 
vanced for  cure.  In  certain  selected  cases 
where  the  likelihood  of  precipitating  an 
acute  obstruction  is  remote,  the  barium 
may  be  given  by  mouth  and  serial  films 
made.28,47  The  barium  should  be  ad- 
ministered in  small  and  often  repeated 
amounts,35  and  at  short  intervals.  In 
either  case,  the  findings  are  essentially 
the  same,  and  therefore  will  be  discussed 
together. 

The  pathology  of  intussusception  in- 
volves the  presence  of  a mass  within  the 
bowel  lumen,  the  invaginating  loop,  or 
intussusceptum.  This  intralumenal  mass 
is  the  cause  of  varying  degrees  of  ileus 
that  may  be  present.  The  surrounding 
or  ensheathing  layer,  the  intussuscipiens, 
is  consequently  distended.  The  mesentery 
of  the  intussusceptum  usually  shows  some 
degree  of  traction,  since  it  is  carried  along 
with  the  intussusceptum.  The  traction 
on  the  mesentery  of  the  intussusceptum 
interferes  with  the  blood  supply  of  the 
involved  loop.  More  or  less  vascular 
obstruction  is  therefore  present,  resulting 
in  venous  constriction,  congestion  of  the 
bowel,  and,  in  advanced  cases,  possibly 
gangrene.  Two  cases  to  be  demonstrated 
here  will  show  evidence  of  vascular 
changes  in  the  intestine  adjacent  to  the 


intussusceptum.  The  presence  of  edema 
of  the  intestine,  necrosis,  and  sloughing 
and  adhesions  may  alter  the  x-ray  ap- 
pearance, should  an  examination  be  at- 
tempted in  the  later  stages.  A double 
mucosal  layer  is  always  present  in  intus- 
susception, with  the  mucosal  folds  show- 
ing either  a slight  or  a marked  eccentric 
relation  to  each  other.  Therefore,  if 
obstruction  is  incomplete,  so  as  to  allow 
the  use  of  a barium  suspension,  a mucosal 
study  should  demonstrate  the  character- 
istic appearance  associated  with  this 
double  mucosal  layer.  Intermittency  of 
an  intussusception,  or  a tendency  to- 
ward reduction,  will  result  in  a shifting 
or  intermittent  tumor  mass,  and  also  in 
more  or  less  shortening  of  the  involved 
bowel. 

The  different  fluoroscopic  and  film 
patterns  that  may  be  noted  are  dia- 
gramed in  the  article  by  Sussman,  and 
were  taken  from  Meda : 

1.  Complete  obstruction  with  a main- 
tained width  of  the  intestinal  lumen — the 
maintained  width  of  the  lumen  being  a 
significant  finding.29  The  obstruction 
may  be  associated  with  a shifting  mass  as 
the  enema  is  continued,  leaving  normal 
intestine  distally  with  the  width  of  the 
intestinal  lumen  well  maintained.  Oc- 
casional spontaneous  reduction  may  re- 
sult. The  disappearance  of  the  pa- 
tient’s symptoms  with  the  reduction  of 
the  mass  is  suggestive  of  intussusception. 

2.  Slight  seepage  of  barium  about  the 
intussusceptum  will  give  a “cupola”  or 
“pincer”  type  deformity.  When  the 
forked  appearance  at  the  point  of  ob- 
struction is  noted,  it  is  pathognomonic  of 
invagination  if  its  edges  are  smooth.  A 
central  narrow  barium  column  between 
the  forked  deformity,  even  if  found  alone, 
is  suggestive,  but  may  be  confused  with 
stenosed  intestine  from  other  causes.  If 
filling  of  the  entire  colon  and  lower  ileum 
has  taken  place,  or  if  the  barium  has  been 
given  by  mouth,  a portion  of  the  bowel 
may  be  absent.  Related  to  this,  there  is 
a general  shortening  of  the  bowel  and 
absence  or  displacement  of  intestinal 
landmarks.  A high,  blunt  cecum,  or  one 
that  is  distended  and  into  which  a di- 
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lated  terminal  ileum  appears  to  thrust, 
may  occasionally  be  seen.15*10’37  The 
distention  and  eccentricity  of  the  muco- 
sal folds,  and  a linear  central  shadow  of 
barium  that  has  entered  the  intussuscep- 
tum  with  its  axis  parallel  to  that  of  the 
intestine  may  be  seen. 

From  inspection  of  the  films  in  the 
literature,  and  from  our  own  cases,  it 
seems  to  us  that  the  most  helpful  diag- 
nostic point  in  cases  with  incomplete 
obstruction,  and  the  one  most  constantly 
seen,  is  distention  and  eccentricity  of  the 
mucosal  folds  in  the  involved  portion  of 
the  intestine.  This  is  due  to  the  double 
mucosal  layer  present  in  every  intus- 
susception, the  barium  being  caught  be- 
tween the  folds.  It  is  seen  whether  the 
mixture  be  given  by  mouth  or  by  rectum. 
Also,  the  careful  examination  of  this  sign 
should  tell  us  something  about  the  char- 
acter of  the  involved  intestine.  If  the 
mucosal  folds  are  widely  separated  and 
the  lumen  considerably  distended,  if  the 
folds  are  thickened,  and  if  they  change 
little  in  relation  to  each  other  on  suc- 
cessive plates,  it  is  probable  that  severe 
changes  are  present — certainly  edema 
and  adhesions,  and  perhaps  necrosis. 

This  has  been  called  a spiral  deformity 
by  Sussman  and  Golden,  in  Nelson’s 
Looseleaf  Textbook  on  diagnostic  roent- 
genology, describes  it  as  “curved  cross- 
striations  superimposed  upon  a defect.” 
Friedman  and  Sava38  show  an  excellent 
picture  of  this  and  call  it  mucosal  fold 
distention  with  the  folds  in  different  axes. 
A “concertina”  effect,39  ring  outline,41 
and  a ring  outline  with  proximal  dilata- 
tion,37 have  also  been  applied.  This 
spiral  appearance  with  dilated  eccentric 
mucosal  folds  in  a lumen  of  normal  or 
increased  caliber  is  pathognomonic,  is 
the  more  constant  and  usual  of  the  roent- 
gen-ray changes,  and  is  always  associated 
with  an  intraluminal  defect.  When  one 
cannot  make  out  a definite  eccentricity 
of  the  mucosa,  it  will  be  seen  that  there 
are  usually  more  circular  folds  present 
than  the  degree  of  distention  would  war- 
rant in  a normal  intestine.14  The  post- 
evacuation film  is  the  one  to  examine 
particularly  for  these  changes,  since  they 


may  be  obscured  by  a mass  of  the  clyster 
in  the  pre-evacuation  film.  We  have 
found  that  a film  taken  several  hours 
after  the  usual  postevacuation  plate  will 
best  show  the  changes.  The  interference 
with  the  blood  supply  will  cause  edema  of 
the  adjacent  intestine.  In  the  ileocecal 
region  this  involves  the  lower  ileum,  and 
is  demonstrated  by  marked  coarsening 
of  the  circular  mucosal  folds  in  the  in- 
volved area.  This  will  be  shown  in  sev- 
eral of  the  cases.  The  small  intestine,  as 
mentioned,  will  also  show  some  evidence 
of  displacement. 

Differential  Diagnosis. — A shifting 
tumor  must  be  differentiated  primarily 
from  fecal  masses.  Here  again  the  pres- 
ence or  absence  of  a dilated  intestine, 
changes  in  the  mucosal  structure,  the  lack 
of  shortening  or  deformity  of  the  intes- 
tinal loops,  and  the  presence  of  a central 
defect  will  make  a differential  diagnosis 
relatively  simple.  Repeated  enema  ex- 
amination after  intestinal  cleansing  may 
be  necessary. 

Case  Reports 

L.  S.,  #63701,  65  years  old,  watchman,  Italian. 
Admitted  to  Coney  Island  Hospital  on  April  7, 
1937,  complaining  of  epigastric  pain  and  vomit- 
ing of  two  weeks’  duration.  No  difficulty  in 
swallowing.  No  blood  in  stools,  bowels  moved 
readily.  Considerable  loss  of  strength  and 
weight  at  this  period.  No  jaundice.  History 
otherwise  negative. 

Physical  examination  showed  evidence  of  ar- 
teriosclerosis; bilateral  inguinal  hernia;  no  ab- 
dominal masses. 

W assermann : negative . 

Gastric  analysis:  no  free  hydrochloric  acid; 

total  acidity — 14,  16,  and  18.  Positive  blood 
test  in  gastric  analysis.  No  lactic  acid. 

Urine:  showed  one  plus  albumin,  occasional 

casts. 

Temperature:  99  to  100  F. 

X-ray:  G.I.  series  shows  metastatic  malig- 

nant bone  destruction  in  the  pelvis.  Evidence 
of  ileocecal  intussusception,  cross-striations  of 
ileocecal  region  with  defect,  and  lower  ileum  dis- 
placed, and  shows  coarsened  mucosal  markings. 

Barium  enema  showed  a dilated  cecum  with  a 
cross-striation  of  the  mucosal  folds  and  a central 
defect. 

Patient  died  on  April  16,  1937. 

Autopsy:  Ca  of  prostate ; metastasis  to  lung, 
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Fig.  1.  Case  2. 


liver,  bone,  and  adrenals;  ileocecal  intussuscep- 
tion due  to  benign  small  intestinal  polyp;  acute 
peritonitis. 

E.  L.,  #8083,  38  years  old,  machinist,  married. 
Admitted  to  Long  Island  College  Hospital  on 
November  15,  1937,  service  of  Dr.  J.  D’Albora. 

Chief  complaint : abdominal  pain  of  six 

months’  duration,  usually  in  the  left  lower  quad- 
rant, occurring  several  times  weekly  and  associ- 
ated with  the  passage  of  large  amounts  of  gas. 
Some  constipation,  occasional  diarrhea,  pain, 
spasmodic  cramps  for  past  two  years  associated 
with  watery  stools,  and  a loss  of  25  pounds  of 
weight. 

Temperature : normal . 

Symptoms  associated  with  a recent  nervous 
upset — institution  of  Bedaux  speed-up  system 
in  his  factory. 

Past  history : negative. 

Two  previous  G.I.  series  at  outside  laboratories 
showed  no  pathologic  changes. 

During  the  stay  in  the  hospital,  an  evanescent 
mass  was  noted  in  the  right  lower  quadrant  sev- 
eral times.  Remainder  of  work-up  relatively 
normal,  except  for  the  x-ray  examination. 

November  17,  1937 — G.I.  series  done.  No 
pathologic  changes  noted. 

On  the  27th — Barium  enema  done.  Evidence 
of  ileocecal  intussusception:  cross-striations  of 

ileocecal  region,  with  cecal  defect  (Fig.  1). 

On  the  24th — Small  intestinal  study.  No  evi- 
dence of  intussusception. 

On  the  26th — Cecal  studies:  intussusception 


seen  on  a four-and-one-half-hour  film  examina- 
tion. 

X-ray  films  two  hours  after  an  attack  of 
R.L.Q.  pain  associated  with  a mass  in  this  re- 
gion. No  intussusception  visible  (Fig.  2). 

On  .the  20th — Gallbladder  examination : nor- 
mal. 

On  the  29th — Operation:  terminal  ileum  en- 
larged and  edematous;  ileocecal  intussusception 
present — irreducible  because  of  adhesions;  mass 


Fig.  2.  Case  2. 


found  in  lower  ileum — Meckel’s  diverticulum; 
ileocecal  resection  performed  by  Dr.  R.  Barber. 

Postoperative  course:  no  complications;  pa- 
tient discharged  markedly  improved. 

R.  M.,  #1730,  36  years  old,  female,  married. 
Admitted  to  Long  Island  College  Hospital  by 
Dr.  A.  F.  R.  Andresen,  complaining  of  attacks  of 
mild  lower  abdominal  pain  of  two  years’  duration, 
severe  abdominal  pain  of  two  weeks’  duration, 
and  constipation  with  occasional  blood  and 
mucus  in  the  stools  for  the  past  week.  Patient 
had  had  some  abdominal  and  pelvic  distress  fol- 
lowing an  abortion  seven  years  before.  Ten 
months  before,  patient  had  a nervous  breakdown, 
and  four  months  before,  a similar  condition.  One 
week  before  had  a stool  which  consisted  chiefly 
of  mucus  and  blood.  Since  that  time,  had  severe 
abdominal  pain,  more  on  the  left  side.  Pain 
was  aggravated  by  bowel  straining,  was  relieved 
shortly  after  evacuation,  and  was  followed 
promptly  by  more  pain.  Stated  to  have  had  a 
fever  of  100  to  101  F.  during  this  time. 
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Past  history : irrelevant. 

Remainder  of  the  story  is  of  no  significance. 

Physical  examination  showed  a tender,  pal- 
pable, hard  mass  in  the  left  lower  quadrant. 
There  was  also  tenderness  of  the  gallbladder 
region,  and  evidence  of  a left  adnexal  pelvic 
mass — either  an  old  tubo-ovarian  abscess,  the 
result  of  a septic  abortion,  or  possibly  an  ovarian 
cyst.  Because  of  the  patient’s  condition,  no 
operation  was  advised  for  this  latter  condition. 
In  the  hospital,  patient  had  moderate  tenesmus 
with  passage  of  only  bloody  mucus.  The  left 
lower  abdominal  mass  was  palpable,  which  may 
possibly  have  been  in  the  bowel,  rather  than  a 
pelvic  mass. 

Patient  received  400  cc.  of  blood  transfusion. 

Wassermann:  negative. 

White  blood  cells:  17,400 — 84  per  cent  poly- 

morphonuclears . 

Sedimentation  time:  35,  55,  70  minutes. 

Urine  examination:  normal. 

Blood  chemistry:  normal. 

G.I.  series  showed  a delay  in  passage  of  the 
barium  through  the  colon.  Twenty-four-hour 
film:  transverse  colon  and  descending  colon 

show  gaseous  dilatation . Se  venty-two-hour  film : 
shows  concentric  and  dilated  mucosal  folds  in  the 
upper  descending  colon.  At  this  time  a colon 
examination  was  requested. 

Barium  enema  examination : fluoroscopically , 

the  character  of  the  transverse  colon  was  seen  to 
change  sharply  10  cm.  proximal  to  the  splenic 
flexure  because  of  the  presence  of  gas  or  other 
nonopaque  material  in  the  colon  at  this  point. 
Some  tenderness  over  this  area.  Proximally,  the 
colon  appeared  normal.  No  evidence  of  con- 
striction of  the  colon.  With  change  in  position, 
nonopaque  mass  was  seen  to  move  nearer  the 
splenic  flexure,  and  the  possibility  that  this  was 
due  to  gas  or  nonopaque  fecal  material  was  there- 
fore suspected. 

Films  taken  at  this  time  show  no  definite 
filling  defect.  Detail  obscured  in  the  distal  half 
of  the  colon  by  gaseous  dilatation.  However,  at 
least  one  of  the  films  shows  some  suggestion  of 
dilatation  of  the  mucosal  folds  near  the  splenic 
flexure. 

Conclusion:  patient  was  advised  to  rest  for 

one  month  and  to  return  for  pelvic  operation. 

Several  weeks  later,  patient  notified  her  physi- 
cian that  she  had  had  another  attack  of  left 
abdominal  pain,  with  passage  of  blood  and  mucus 
and  marked  constipation. 

Barium  enema  was  requested. 

One  barium  enema  showed  a rounded  intra- 
luminal mass  in  the  upper  descending  colon 
which,  during  fluoroscopy,  was  seen  to  shift 
proximally  several  cm.  into  the  distal  transverse 


Fig.  3.  Case  3. 


colon  just  proximal  to  the  splenic  flexure  (Fig.  3). 

Another  barium  enema  examination,  made  at 
an  outside  laboratory,  showed  this  intraluminal 
mass  in  the  mid-descending  colon,  with  typical 
evidence  of  an  intraluminal  defect,  and  dilatation 
of  the  mucosal  folds  in  this  region. 

Diagnosis:  tumor,  splenic  flexure  of  the  dis- 
tal transverse  colon,  with  intermittent  intus- 
susception. 

The  operation  showed  a pedunculated  lipoma 
of  the  splenic  flexure  of  the  colon. 

E.  M.,  58  years  old,  married,  female.  Entered 
the  x-ray  department  at  the  Long  Island  Col- 
lege Hospital  for  gastrointestinal  series. 

Past  history:  hysterectomy  nine  years  be- 
fore. No  other  relevant  findings. 

Present  complaint:  had  had  gastrointestinal 
symptoms  relieved  by  food  for  many  years.  For 
the  past  three  weeks,  had  attacks  of  abdominal 
pain  which  came  and  disappeared  suddenly,  and 
were  relieved  by  a modified  ulcer  diet.  No 
jaundice  or  clay-colored  stools.  Bowels  moved 
regularly  and  were  well  formed. 

Gastrointestinal  series : no  gastric  or  duodenal 

pathology. 

Enema  examination  of  the  colon  showed  evi- 
dence of  a shifting  mass  in  the  ileocecal  region 
which  at  times  extended  upward  into  the  proxi- 
mal ascending  colon.  Films  show  the  mass  to 
lie  in  the  cecal  region,  whereas  during  the  early 
part  of  the  fluoroscopic  examination  the  mass  was 
seen  in  the  ascending  colon. 

Impression : tumor,  colonic,  with  intussuscep- 

tion. Case  not  proved  as  yet. 

These  cases  were  interesting  because 
of  their  relatively  obscure  symptoms  and 
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the  relative  difficulty  at  times  in  demon- 
strating the  cause  of  the  symptoms. 

In  the  first  case,  intussusception  was  a 
purely  incidental  finding,  and  one  can 
but  speculate  as  to  how  long  it  was  pres- 
ent or  how  often  it  had  recurred  and 
spontaneously  reduced  itself.  In  the 
second  case,  two  previous  gastrointestinal 
series  showed  no  ileocecal  pathology,  and 
only  one  of  the  examinations  at  the  Long 
Island  College  Hospital  definitely  showed 
intussusception.  In  the  third  case,  the 
story  was  relatively  the  same. 

It  must,  therefore,  be  emphasized  that 
the  diagnosis  is  more  readily  made  during 
the  stage  of  symptomatology. 

Pathology  in  the  ileum  is  frequently 
not  visible  on  the  routine  gastrointestinal 
series,  and  a mucosal  study  of  this  region, 
when  indicated,  can  be  as  valuable  a pro- 
cedure as  it  is  when  applied  to  the  stomach 
and  the  colon. 

Summary 

The  pathology  and  characteristic  x-ray 
findings  of  intussusception  are  again  de- 
scribed. Several  cases  are  demon- 
strated to  present  the  at  times  obscure 
clinical  picture  and  the  intermittent  and 
characteristic  x-ray  appearance. 

Four  cases  of  intussusception  have  been 
seen  in  a relatively  short  time,  that  is, 
within  a period  of  two  years.  Three 
of  these  cases  were  seen  within  a period  of 
six  months. 

The  x-ray  findings  of  cases  2,  3,  and  4 
are  being  used  through  the  courtesy  of 
Dr.  A.  L.  L.  Bell,  Director  of  the  Radio- 
logical Department,  Long  Island  College 
Hospital. 
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Discussion 

Dr.  Bernard  Ehrenpreis,  Brooklyn,  New 
York — The  roentgen  findings  in  intussusception, 
a chapter  in  the  scant  manifestation  of  obstruc- 
tion, have  here  been  most  thoroughly  and  ably 
demonstrated  and  discussed  by  the  essayist. 
There  is  practically  nothing  more  to  add.  I 
should  like,  however,  to  present  a few  cases  to 
fix  the  above-mentioned  signs  and  make  an  at- 
tempt for  the  differential  diagnosis  of  this  condi- 
tion from  others  resembling  it. 

With  the  increase  of  the  intussusception,  the 
intussuscipient  part  is  shortened  until  it  moves 
toward  the  center  of  the  radix  mesenterii.  The 
acute  differs  from  the  chronic  by  the  presence  of 
the  circulatory  disturbances  in  the  former,  with 
its  associated  complications,  such  as  edema,  gan- 
grene, and  complete  obstruction ; in  the  latter  the 
process  is  reversible. 
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In  Ehnmarks’  41  cases  of  intussusception, 
while  25  were  examined  by  roentgen  rays,  only  7 
showed  typical  signs.  Examinations  were  per- 
formed by  both  opaque  meal  and  enema.  Bar- 
ium enema:  (1)  Barium  hits  the  apex  ending 

with  a square  cut  or  concave  surface  in  an  intesti- 
nal part  of  normal  or  dilated  width  with  two 
stripes  in  oral  direction  corresponding  to  the  dis- 
tal part  of  the  external  sheath  (Lehman  Czepa 
Regnier  pincer  sign)  ; (2)  If  the  head  of  the 

intussusception  does  not  fill  the  intestine,  the 
outer  sheath  permits  the  barium  to  enter  and, 
being  folded,  shows  as  a ring;  (3)  the  intussuscep- 
tion can  be  seen  as  a lighter  shadow.  Spiral 
sign  of  Mead’s  polyp;  (4)  The  inner  intestinal 
layer  can  be  filled  only  in  exceptional  cases  when 
the  apex  is  an  intestinal  tumor,  or  if  disinvagina- 
tion  has  taken  place  and  another  intussusception 
occurred.  In  5 cases  the  enema  was  able  to 
disinvaginate. 

After  opaque  meal : All  signs  have  been  men- 

tioned except  by  two  writers.  (1)  If  the  intus- 
susception lies  in  the  transverse  colon  the  mesen- 
tery is  shortened  and  may  stretch  the  transverse 
mesocolon,  thus  causing  delay  in  the  evacuation  of 
the  descending  part  of  the  duodenum,  or  by  the 
size  of  its  mass  may  press  the  duodenum,  thus 
preventing  evacuation;  (2)  the  aboral  loops  are 
dilated  due  to  stenosis ; (3)  the  dislocation  caused 
by  the  shortening;  (4)  a beak-like  ending  of  the 
opaque  column;  (5)  in  some  cases  the  intus- 
suscipient  does  not  fill,  or  fills  only  to  pencil 
thickness. 


Otto  Weiler:  Pathology:  the  wall  of  the 

cecum  in  the  region  of  the  appendix  was  thick 
and  indurated.  The  appendix  appeared  to  be 
subacutely  inflamed  and  was  adherent  to  the 
cecal  wall.  On  invaginating  the  bowel,  a polyp 
which  appeared  to  be  coming  from  the  lumen  of 
the  appendix  and  was  about  1/2  cm.  in  diameter 
and  3 cm.  long,  was  visualized.  The  polyp  did 
not  appear  malignant.  There  were  no  mesen- 
teric glands.  The  liver  was  normal  in  size,  in 
appearance,  and  to  palpation.  No  glands  were 
palpable  in  the  pelvis  or  in  the  aorta. 

Histology:  nonmalignant  polyp  arising  from 

appendix. 

Max  Feder  All:  “It  was  noted  that  the  ter- 

minal ileum  had  intussuscepted  into  the  cecum 
for  a distance  of  about  8 cm.  A tumor  mass 
could  be  felt  within  the  intussuscepted  bowel.” 

Histology:  a regional  node — lymphosarcoma 

of  tumor  itself — lost. 

Ellen  Hall:  Carcinoma  of  the  cecum:  (pre- 

and  operative  diagnosis). 

Pathology:  scirrhous  carcinoma  about  4 cm. 

in  diameter  was  found  in  the  cecum.  The  lumen 
of  this  portion  of  the  bowel  would  admit  the  little 
finger.  The  small  bowel  and  cecum  were  covered 
and  attached  to  each  other  by  numerous  adhe- 
sions. The  liver  was  felt  and  no  metastases 
could  be  made  out.  No  enlargements  of  the 
mesenteric  glands  were  found.  The  right  kid- 
ney had  undergone  complete  cystic  degeneration. 
In  this  case  intussusception  could  have  been 
suspected,  as  in  any  constricting  new  growth. 


HOW  IT  LOOKS  TO  THE  BUSINESS  MAN 
The  Pittsburgh  Chamber  of  Commerce 
developed  the  following  resolution  which  was 
forwarded  to  the  President  of  the  United  States 
and  all  members  of  Congress  from  Pennsylvania : 
“The  Pittsburgh  Chamber  of  Commerce,  whose 
civic  program  on  public-health  work  has  brought 
it  into  frequent  contact  with  the  medical  profes- 
sion and  its  various  associations,  wishes  to 
publicly  express  its  confidence  in  the  principles 
and  the  purposes  of  the  American  Medical 
Association  and  the  various  affiliated  medical 
groups  that  have  been  charged  with  violation  of 
the  federal  anti-trust  laws. 

“The  Chamber  of  Commerce  feels  that  or- 
ganized medicine  is  not  hostile  to,  or  active 
against,  any  adequate  plan  for  bringing  medical 
and  hospital  service  to  the  public  at  reasonable 
cost.  We  cite  in  support  of  this  stand  the 


current  cooperation  of  the  Allegheny  County 
Medical  Society  with  Pennsylvania’s  Public 
Assistance  Plan  for  Care  of  the  Indigent  Sick; 
its  acceptance  of  group  hospitalization  insur- 
ance and  its  proposal  to  consider  insured  medical 
service  for  certain  low  income  groups. 

“This  Chamber,  however,  stands  with  the 
Allegheny  County  Medical  Society  and  other 
medical  associations  in  opposing  centralized 
government  control  through  socialistic  measures. 
We  believe  that  such  direction  and  control  will 
prove  extravagant  and  wasteful  and  is  opposed 
to  efficient  service.  It  also  tends  to  compete 
with  current  forms  of  medical  practice  and 
hospital  service  which  are  now  under  local  and 
state  sponsorship  and  is  but  another  step  toward 
un-American  socialization  of  our  accepted  form 
of  government.” 


PERIPHERAL  VASCULAR  DISEASES 

Prognosis  and  Indications  for  Treatment 


William  S.  Collens,  M.D.,  and  Nathan  D.  Wilensky,  M.D.,  Brooklyn,  New  York 
( From  the  Greenpoint  Hospital  and  Israel  Zion  Hospital) 


The  outlook  for  the  patient  suffering 
from  an  impairment  of  the  circulation 
in  his  limbs  is  dependent  upon  several  fac- 
tors: first,  the  nature  and  cause  of  the 
obstruction,  second,  the  degree  of  obstruc- 
tion, third,  the  presence  of  complications, 
and  fourth,  the  type  of  treatment  and  the 
cooperation  of  the  patient. 

There  are  two  fundamental  conditions 
that  can  produce  an  impairment  in  ar- 
terial flow:  a functional  vasospastic  nar- 
rowing of  the  arterial  lumen  and  organic 
changes  in  the  artery  (Table  1).  It  is 
important  to  remember  that  the  disorder 
may  arise  from  either  one  alone  or  a com- 
bination of  both.  The  clinical  recognition 
of  the  role  that  each  factor  plays  in  the 
production  of  the  final  syndrome  is  made 
possible  by  various  tests.  Such  differen- 
tial diagnosis  plays  a determining  part  in 
the  selection  of  the  form  of  therapy  that 
should  be  instituted. 

The  clinical  criteria  for  establishing  the 
presence  of  obliterative  arterial  disease 
are  outside  the  scope  of  this  paper.  The 
history  and  physical  examination,  how- 
ever, go  a long  way  toward  establishing 
the  basic  cause  of  the  obstruction.  We 
must  mention  in  passing  that  peripheral 
circulatory  impairment  found  in  later  life, 
especially  in  the  presence  of  hypertension 
or  diabetes,  speaks  for  arteriosclerosis 
obliterans.  The  visualization  of  calcified 
blood  vessels  by  x-ray  confirms  the  diag- 
nosis. This  group  comprises  about  80 
per  cent  of  all  cases  of  peripheral  vascular 
disease.  The  wide  variety  of  conditions 
that  constitute  the  remainder  are  thus 
relatively  rare  by  comparison.  It  is  a com- 
mon error  to  confuse  the  cases  of  peripheral 
vascular  sclerosis  with  thromboangiitis 
obliterans  or  Buerger’s  disease.  Periph- 


eral vascular  sclerosis  is  a degenerative 
disease,  noninflammatory  in  nature,  and  is 
associated  with  characteristic  changes  in 
the  media  and  the  intima.  The  thickened 
intima  that  accompanies  these  changes  en- 
croaches upon  the  lumen  and  results  in  a 
pure  mechanical  obstruction  to  arterial 
flow.  The  cases  of  endarteritis,  of  which 
thromboangiitis  obliterans  is  the  most  im- 
portant, are  inflammatory  diseases  of  the 
vessels.  Thromboangiitis  obliterans  oc- 
curs in  the  younger  age  group,  usually  in 
the  second  and  third  decade  of  life,  seldom 
in  the  fourth,  and  is  extremely  rare  after 
fifty.  It  is  characterized  by  an  inflam- 
matory reaction  in  the  intima  with  throm- 
bus formation,  but  extends  through  the 
media  and  into  the  adventitia.  The  heal- 
ing of  the  lesion  is  accompanied  by  scar- 
ring, with  the  resulting  matting  together 
of  artery,  vein,  and  nerve.  It  is  this 
scarring  that  produces  an  obliteration  of 
the  major  pathways.  The  involvement  of 
the  nerve  in  the  scar  is  responsible  for 
much  of  the  pain  in  the  extremities. 
This  disease  also  produces  inflammatory 
lesions  with  thrombus  formation  in  the 
veins.  When  present  in  the  superficial 
veins  they  are  easily  recognized.  The 
patchy  recurrence  of  this  lesion  resulted 
in  its  being  logically  termed  “migrating 
phlebitis.”  Such  lesions  are  pathog- 
nomonic of  thromboangiitis  obliterans 
when  they  are  present  in  young  males  and 
accompany  the  faintest  signs  of  arterial 
obstruction.  The  disease  is  characterized 
by  exacerbations  and  remissions.  Since 
the  treatment  of  each  stage  is  definitely 
different,  it  is  important  to  recognize  the 
active  and  the  remittent  forms. 

Vasospastic  impairment  in  peripheral 
arterial  flow  is  known  as  the  Raynaud 
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TABLE  1. — Classification  of  Peripheral  Arterial  Diseases 


1.  Organic 

A.  Inflammatory  diseases 

1.  Thromboangiitis  obliterans 

2.  Syphilis 

3.  Rheumatism 

4.  Tuberculosis 

5.  Pneumonia 

6.  Typhoid 

7.  Periarteritis  nodosa 

B.  Degenerative  diseases 

1.  Peripheral  vascular  sclerosis 

a.  Diabetic 

b.  Nondiabetic 

(1)  Hypertensive 

(2)  Senescent  or  decrescent 

C.  Mechanical  obstruction 

1.  Thrombosis 

2.  Embolus 

3.  Trauma 

a.  Wounds 

b.  Accidental  ligation  of  artery  at  operation 

4.  Polycythemia  vera 

5.  External  pressure  as  by  tumors 


2.  Functional 

A.  Vasoconstrictor  (Raynaud  phenomenon) 

1.  Idiopathic  or  pure  Raynaud’s  disease 

a.  Acute 

b.  Chronic 

2.  Sympatheticotonia 

3.  Traumatic  disease 

a.  Pneumatic  hammer  disease 

b.  Miners  hands 

c.  Post-trauma 

4.  Poisoning 

a.  Ergot  and  its  derivatives 

b.  Arsenic 

5.  Frostbite  and  chilblain 

6.  Scleroderma 

7.  Arteritis 

B.  Vasodilator 

1.  Erythromelalgia  or  erythralgia 

2.  Acrocyanosis 


phenomenon.  Pure  idiopathic  Raynaud’s 
disease  is  seldom  observed.  Functional 
peripheral  vasospasm  frequently  accom- 
panies sympatheticotonic  states,  as  in 
“forme  fruste”  or  autonomic  imbalance. 
It  is  most  common  in  young  women  be- 
fore the  age  of  30.  It  may  arise  either 
from  central  sympathetic  stimulation  or 
the  irritation  of  the  sympathetic  nerve 
endings  in  the  vessel  wall. 

After  the  clinical  diagnosis  of  periph- 
eral arterial  disease  has  been  estab- 
lished, it  becomes  important  to  deter- 
mine whether  it  is  due  to  vasospastic 
stimulation  or  organic  disease.  If  both 
are  present  the  proportionate  role  of 
each  element  must  be  established. 

One  of  the  most  valuable  tests  for  this 
differential  diagnosis  is  the  Landis-Gib- 
bon  test.  It  is  based  upon  the  principle 
of  the  elevation  in  the  surface  tempera- 
ture of  the  digits  when  vasomotor  relaxa- 
tion is  produced.  If  the  test  is  to  be  per- 
formed in  the  lower  extremities,  a reading 
of  the  skin  temperature  on  the  tips  of  the 
digits  or  the  matrix  of  the  nails  is  taken. 
The  upper  extremities  are  then  immersed 
in  hot  water  at  115  F.  for  one-half  hour. 
A profound  vasodilatation  in  the  lower 
extremities  is  reflected  by  a rise  in  their 
surface  temperature  approximating  that 
of  the  body  temperature.  Normally  the 
temperature  of  the  tips  of  the  toes  is 
about  80  F.  and  when  such  reflex  vaso- 
dilatation is  induced  it  may  rise  to  96  F. 
A similar  rise  is  obtained  in  Raynaud’s 


disease.  Thus,  when  clinical  impairment 
in  circulation  is  accompanied  by  a normal 
Landis-Gibbon  reaction,  it  is  safe  to  as- 
sume that  the  disorder  is  the  result  of 
vasospastic  disease. 

In  cases  of  organic  obliterative  disease 
it  will  be  found  that  the  immersion  of  the 
opposite  extremities  in  hot  water  will  be 
accompanied  by  either  a partial  rise  or 
none  at  all.  No  elevation  in  skin  tempera- 
ture would  be  an  indication  that  the 
phenomenon  of  arterial  obstruction  is  due 
entirely  to  organic  occlusion.  On  the 
other  hand,  an  elevation  of  two  or  three 
degrees  would  indicate  that  although  ex- 
tensive organic  disease  is  present,  a po- 
tential vascular  capacity  is  still  available 
for  which  therapeutic  procedures  should 
prove  of  vaue  (Fig.  1,  see  page  1362). 

This  information  can  also  be  secured  by 
a modification  of  the  Landis-Gibbon  test, 
which  consists  of  the  comparison  of  the 
temperature  of  the  digits  before  and  after 
paralysis  of  the  vasospastic  fibers  by  the 
injection  of  novocain  into  the  posterior 
tibial  nerve. 

We  should  like  to  state  at  this  point 
that  one  should  not  err  in  thinking  that  a 
vessel  organically  altered  is  capable  of 
dilating  in  order  to  permit  the  passage  of 
more  blood.  It  is  reasonable  to  see  that 
the  rigid,  pipestem  artery  of  a Moncke- 
berg sclerosis  or  the  inflamed  and  scarred 
artery  of  thromboangiitis  obliterans  has 
lost  its  normal  elasticity  and  is  unable  to 
respond  to  demands  for  an  increase  in 
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Fig.  1.  Landis-Gibbon  Reaction.  A.  Nor- 
mal. B.  Organic  obliterative  arterial  disease 
with  some  collateral  vascular  capacity.  C.  Or- 
ganic obliterative  arterial  disease  with  no  col- 
lateral vascular  capacity. 


blood  flow  when  such  physiologic  require- 
ments arise.  What  then  is  the  cause  of 
the  partial  rise  in  surface  temperature 
when  vasomotor  relaxation  is  induced? 
It  is  due  to  the  collateral  circulation. 
Nature  provides  the  organism  with  a 
safe  excess  of  vital  tissue.  Thus,  physio- 
logic function  remains  intact  even  after 
the  anatomic  destruction  or  removal  of 
one-half  of  the  liver,  thyroid,  or  pancreas 
or  the  removal  of  one  kidney  or  adrenal. 
This  is  likewise  true  with  the  peripheral 
circulation.  When  the  major  arterial 
pathways  suddenly  become  occluded,  a 
shunted  circulation  very  promptly  ap- 
pears, whose  function  it  is  to  assume  the 
load  of  transporting  the  interrupted  cir- 
culation and  to  preserve  the  integrity  of 
the  limb.  It  is  accomplished  by  the  rapid 
institution  of  the  function  of  blood  trans- 
port by  profunda  branches,  which  nor- 
mally lie  dormant  and  functionless.  In 
such  an  emergency  these  vessels  dilate 
and  produce  an  anastomosis  along  the 
entire  length  of  the  limb  distal  to  the 
obstruction.  New  arteries  can  even  ap- 
pear and  grow  under  these  conditions. 


In  experimental  ligations  of  major  ar- 
teries in  dogs,  the  presence  of  a collateral 
circulation  has  been  detected  within 
twenty-four  hours. 

Thus  the  outlook  in  organic  peripheral 
vascular  disease  depends  quite  largely 
upon  the  condition  of  the  potential  col- 
lateral arterial  capacity.  The  reflex  rise 
in  surface  temperature  occurring  in  the 
Landis-Gibbon  test  is  an  index  of  the 
size  of  this  collateral  capacity. 

Another  excellent  method  for  deter- 
mining the  presence  and  extent  of  the 
potential  collateral  capacity  is  by  ple- 
thysmographic  studies.  Although  un- 
fortunately the  procedure  cannot  be 
generally  employed  because  of  the  com- 
plexity of  the  equipment  and  the  difficulty 
of  the  determination,  it  offers  one  an 
opportunity  to  study  the  rate  of  arterial 
flow  through  a limb  and  to  detect  any  in- 
crease that  follows  vasodilatation.  In 
our  plethysmographic  studies  we  elevated 
the  temperature  of  the  deeper  structures 
by  means  of  the  short  wave  in  order  to 
produce  maximal  vasodilatation.  It  will 
be  of  interest  that  any  modality  that 
elevates  the  temperature  of  the  deeper 
structures  is  certainly  the  best  thera- 
peutic device  we  have  available  for  pro- 
ducing vasodilatation  and  increasing 
blood  flow.  In  the  normal  young  adult 
we  have  been  able  to  demonstrate  that 
the  distensibility  of  the  arterial  pathways 
is  so  great  that  releasing  vasomotor  tone 
practically  doubles  the  rate  of  blood  flow 
(Fig.  2).  We  have  also  found  that  pa- 
tients with  organic  occlusive  arterial 
disease  who  show  no  increase  in  flow  fol- 
lowing attempts  at  vasodilatation,  possess 
practically  no  potential  collateral  capac- 
ity. They  are  the  cases  in  which  con- 
servative therapy  is  of  no  avail  (Fig.  3, 
see  page  1364). 

The  most  important  complication  in 
organic  peripheral  vascular  disease  is 
infection.  Tissues  subjected  to  nutri- 
tional disorders  arising  from  a reduction 
in  arterial  flow  became  very  vulnerable 
to  invasion  by  pathogenic  organisms. 
This  is  especially  true  in  the  diabetic. 
We  have  collected  almost  an  equal  num- 
ber of  cases  of  peripheral  vascular  sclero- 
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Pig.  2.  Normal  plethysmographic  tracing  showing  marked  increase  in  arterial  flow  following  vaso- 
motor relaxation  by  short-wave  treatment. 


sis  among  nondiabetics  as  among  dia- 
betics. Yet  the  incidence  of  gangrene 
and  infection  was  ten  times  as  great  in 
our  diabetic  group.  It  is  our  feeling  that 
one  of  the  features  of  the  diabetic  state 
is  the  existence  of  a poor  resistance  or 
immunity  to  infection.  It  has  been  clearly 
demonstrated  that  the  diabetic  is  unable 
to  develop  immune  bodies  similar  to  the 
normal  person.  Following  immunization 
of  the  diabetic  with  typhoid  vaccine  one 
is  unable  to  demonstrate  an  amount  of 
agglutinins  in  the  blood  equal  to  that  in 
the  nondiabetic.  Infections  in  these 
devitalized  tissues  play  a most  important 
role  in  the  eventual  prognosis. 

We  should  like  at  this  point  to  call  at- 
tention to  the  role  of  tobacco  smoking  as 
a determining  factor  in  the  prognosis.  It 


has  been  repeatedly  demonstrated  that 
tobacco  is  a very  powerful  vasospastic 
agent.  Since  these  patients  have  a re- 
duced factor  of  vascular  safety  and  since 
the  range  of  vascular  capacity  is  relatively 
limited,  every  vasospastic  agent  is  de- 
cidedly deleterious  and  seriously  affects 
the  final  result  of  treatment.  We  feel 
that  once  the  diagnosis  of  peripheral 
vascular  disease  is  established,  the  phy- 
sician must  insist  upon  the  patient’s  total 
and  permanent  abstinence  from  the  use  of 
tobacco.  There  is  little  doubt  that  smok- 
ing in  even  minimal  quantities  is  capable 
of  producing  so  much  vasospasm  as  to 
vitiate  the  benefits  of  all  conservative 
therapy.  In  our  own  practice  we  are  so 
severe  in  these  restrictions  that  patients 
are  subjected  to  close  daily  scrutiny  by 
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Fig.  3.  Case  of  peripheral  vascular  sclerosis  with  gangrene.  Plethysmographic  tracing  shows 
no  increase  in  rate  of  flow  following  attempted  vasomotor  relaxation  with  short  wave.  This  indi- 
cated an  absence  of  a collateral  vascular  capacity.  Mid-thigh  amputation  performed. 


having  one  of  the  physicians  in  attendance 
smell  the  patients’  fingers  and  breath  for 
tobacco.  These  patients  are  told  that  the 
infraction  of  this  rule  will  result  in  re- 
lieving ourselves  of  any  further  responsi- 
bility in  their  care. 

Indications  for  Treatment 

The  large  number  and  wide  variety  of 
procedures  recommended  for  the  treat- 
ment of  peripheral  vascular  disease  is 
seen  in  the  accompanying  table  (Table 
2).  The  selection  of  a method  of  treat- 
ment depends  entirely  upon  the  individual 
case  under  consideration.  Certainly  the 
treatment  of  the  Raynaud  phenomenon 
will  be  drastically  different  from  the 
treatment  of  the  case  of  peripheral 
vascular  sclerosis  with  a gangrenous 
ulcer. 

The  basic  principle  in  treatment  is  con- 
cerned with  the  creation  of  maximum 
states  of  active  vasodilatation  at  the 
same  time  that  all  vasoconstrictor  in- 
fluences are  eliminated.  This,  of  course, 
represents  the  sole  form  of  therapy  for 
the  Raynaud  phenomenon.  Although 
medical  methods  of  vasodilatation  can 
produce  a total  disappearance  of  the 
syndrome,  sympathetic  ganglionectomy 


and  ramisectomy  are  indicated  as  hold- 
ing promise  for  a permanent  cure. 

The  treatment  of  cases  of  organic  oc- 
clusive disease  presents  a much  more 
difficult  problem.  The  management  of 
the  mechanical  effects  of  circulatory  im- 
pairment, whether  due  to  thromboangiitis 
obliterans  or  to  peripheral  vascular  sclero- 
sis, is  essentially  the  same.  The  success 
of  treatment  and  the  ultimate  outlook 
depends  entirely  upon  how  much  of  the 
obstruction  is  due  to  superimposed  vaso- 
spasm and  the  size  of  the  potential  vas- 
cular bed.  Little  is  to  be  hoped  for  if  the 
impairment  is  totally  on  an  organic  basis. 
On  the  other  hand,  if  a potential  collateral 
capacity  is  still  present  and  blood  flow 
can  be  increased  by  the  relaxation  of 
vasomotor  tone,  then  the  use  of  every 
form  of  vasodilating  therapy  has  a dis- 
tinct value.  Our  experience  has  shown 
that  there  is  no  medical  treatment  that 
can  equal  the  profound  vasodilatation 
secured  by  the  use  of  various  physical 
methods.  Among  them  are  to  be  included 
warm  baths,  baking,  diathermy,  short- 
wave, infrared,  paraffin  baths,  whirlpool 
baths,  postural  exercises,  suction  and  pres- 
sure, intermittent  venous  occlusion,  os- 
cillating bed,  and  iontophoresis  with 
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TABLE  2. — Summary  of  Methods  for  Improving  Circulation 


A.  Medical 

1.  Bed  rest 

2.  Elimination  of  all  spasm- 

producing  substances 


a. 

Tobacco 

b. 

Exposure  to  cold 

c. 

Ergot  - 
foods 

containing 

d. 

Ergot  - 

containing 

drugs  (gynergen) 

3.  The  use  of  vasodilating 
drugs 

a.  Acetylsalicylic  acid 

b.  Alcoholic  beverages 

c.  Papaverine 

d.  Choline  derivatives 

e.  Theobromine  and  its 

derivatives 

f.  Calcium  and  para- 

thormones 

g.  Thyroid  extract 

h.  Intravenous  injec- 

tions of  hypertonic 
solutions  as  sodium 
chloride  or  buffered 
sodium  citrate 

i.  Nonspecific  protein 

therapy  as  typhoid 
vaccine 

j.  Tissue  extracts 

k.  Local  anesthetic  in- 

jections 

l.  Subcutaneous  injec- 

tion of  carbogen 
gas 

m.  Sodium  thiosulfate 

and  iodides 

n.  Neo-iopax  intra-ar- 

terially 


B.  Physical 

1.  Heat  by 

a.  Baking 

b.  Diathermy 

c.  Short  wave 

d.  Baths 

(1)  Hydrotherapy 

a.  Whirlpool 
baths 

b.  Contrast 
baths 

(2)  Paraffin  baths 

(3)  Mud  baths 

(4)  Medicated  baths 

2.  Massage 

3.  Phototherapy 

a.  Ultraviolet  exposures 

b.  Infrared  therapy 

4.  X-ray  therapy  to  lumbar 

spine 

5.  Postural  exercises 

6.  Mercury  baths 

7.  Iontophoresis 

8.  Hyperthermia 

9.  Mechanical  methods 

a.  Suction  and  pressure 

b.  Intermittent  venous 

occlusion 

c.  Oscillating  bed 


C.  Surgical 

1.  Sympathetic  ganglionec- 

tomy 

2.  Sympathetic  ramisection 

3.  Periarterial  stripping 

4.  Vein  ligation 

5.  Artery  ligation 

6.  Arteriectomy 

7.  Embolectomy 

8.  Adrenalectomy 

9.  Adrenal  denervation 

10.  Peripheral  nerve  section 

11.  Paravertebral  block 

12.  Intraspinal  alcohol  in- 

jection 

13.  Chordotomy 

14.  Amputations 


vasodilating  drugs.  Medical  methods 
may  be  employed  to  assist  in  the  produc- 
tion of  vasodilatation.  The  following 
drugs  are  of  value:  acetylsalicylic  acid, 
thyroid  extract,  papaverine,  acetyl- 
choline, and  alcoholic  beverages. 

We  have  already  mentioned  that 
thromboangiitis  obliterans  exists  in  two 
stages,  the  active  and  remittent.  Since 
the  remittent  form  is  characterized  clin- 
ically by  the  manifestations  of  mechanical 
obstruction,  all  the  above  forms  of  vaso- 
dilator treatment  are  indicated.  In  the 
active  form,  however,  it  is  necessary  to 
stress  the  fact  that  the  disease  is  accom- 
panied by  an  increase  in  capillary  per- 
meability with  a resulting  tissue  edema. 
This  appears  to  be  part  of  the  picture  of 
the  acute  inflammation  that  is  also  pres- 
ent in  the  arteries,  arterioles,  and  veins. 
Thus  it  is  very  obvious  that  the  acute 
stage  must  be  treated  as  an  acute  disease. 
The  first  and  most  important  step  is  that 
the  patient  should  be  put  to  bed.  It  has 
already  been  demonstrated,  that  the  best 
therapeutic  procedure  for  decreasing  the 
permeability  of  these  vessels  and  termi- 
nating the  acute  phase  is  through  the  use 


of  nonspecific  shock  therapy.  This  is 
accomplished  by  the  intravenous  injec- 
tion of  small  quantities  of  typhoid  vac- 
cine every  other  day.  Since  the  chill  re- 
action is  an  undesirable  effect  with  this 
form  of  therapy,  it  is  advisable  not  to  use 
more  than  five  million  bacilli  in  a dose.  As 
soon  as  the  acute  phase  has  subsided,  it 
is  then  possible  to  discontinue  the  use  of 
typhoid  therapy  and  treat  the  patient  as 
a remittent  case  with  the  use  of  vasodilat- 
ing methods. 

The  treatment  of  the  diabetic  with  pe- 
ripheral vascular  disease  presents  a sig- 
nificant problem.  Where  an  obstructed 
circulation  is  associated  purely  with  func- 
tional symptoms,  such  as  intermittent 
claudication  and  rest  pain,  then  rest  and 
vasodilating  treatment  should  be  given. 
When,  however,  an  open  lesion  is  present, 
one  must  be  concerned  with  the  protection 
of  tissues  against  the  invasion  of  patho- 
genic organisms,  especially  of  the  gas- 
producing  types.  This  form  of  infection 
is  almost  always  accompanied  by  rapidly 
spreading  infectious  thrombosis  with  de- 
struction of  tissue,  lymphangitis,  severe 
toxic  states,  and  progressive  anemia.  We 
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have  found  in  our  experience  that  this 
type  of  acute,  fulminating,  wet,  septic, 
gas-producing  gangrene  has  not  responded 
to  any  known  method  of  treatment.  As  a 
matter  of  fact,  we  have  found  such  acute 
invasive  lesions  in  the  presence  of  an 
adequate  peripheral  circulation.  The 
measures  to  be  recommended  in  order  to 
stem  the  tide  of  this  infection  are  the  use 
of  large  doses  of  prontosil  and  sulfanil- 
amide, besides  the  application  of  dressings 
saturated  with  azochloramid.  Frequent 
transfusions  are  also  indicated.  With  it 
all,  these  treatments  simply  have  the  ef- 
fect of  temporarily  localizing  the  lesion. 
Amputation  should  be  performed  in  these 
cases  as  promptly  as  possible.  If  localiza- 
tion has  been  successful  and  an  adequate 
vascularity  warrants  it,  then  the  amputa- 
tion may  be  performed  below  the  knee. 
If,  on  the  other  hand,  the  infection  has 
spread  in  spite  of  therapy,  then  a mid- 
thigh  amputation  must  be  done. 

Open  lesions  in  the  form  of  indolent 
ulcers  or  chronic  osteomyelitis  involving 
the  digits  respond  to  vasodilator  therapy 
when  any  potential  collateral  arterial 
capacity  is  present. 

We  must,  however,  express  the  warning 
that  local  treatment  of  lesions  under 
these  conditions  should  consist  of  the  use 
of  topical  applications  that  have  no  irri- 
tating qualities,  among  which  are  boric 
acid  solution,  boric  acid  ointment,  or 
peroxide.  One  should  avoid  applying 
any  strong  agents,  such  as  iodine,  phenol, 
or  silver  nitrate.  We  cannot  emphasize 
too  forcibly  that  mechanical  manipula- 
tion must  be  avoided.  The  use  of  probes, 
the  mechanical  removal  of  gangrenous 
tissues  or  the  mechanical  expression  of  pus 
are  frequently  attended  by  thromboses  in 
the  marginal  tissues  with  attendant  rap- 
idly spreading  gangrene.  Such  tissues 
must  be  nursed  with  the  utmost  care  and 
respect. 

In  conclusion,  we  must  say  that  the  out- 
look for  the  patient  suffering  from  pe- 
ripheral vascular  disease  is  dependent 
upon  a clearer  understanding  of  the  various 
conditions  that  comprise  this  large  group 
of  disorders  and  an  adequate  differential 
analysis  of  the  form  of  therapy  that  is 


individually  suited  for  each  group.  Cer- 
tainly the  dictum  of  immediate  mid- 
thigh amputation  in  every  case  of  a lesion 
associated  with  obliterative  arterial  dis- 
ease does  no  longer  hold  true.  It  appears 
to  us  that  the  future  of  these  cases  is  be- 
coming relatively  brighter  with  advancing 
contributions  outlined  to  improve  col- 
lateral arterial  flow  and  control  infection. 

123  Eighth  Avenue 
1908  Avenue  K 

Discussion 

Dr.  K.  Harpuder,  New  York  City — Dr.  Collens 
has  given  us  a very  comprehensive  and  valuable 
review  of  our  present  diagnostic  and  therapeutic 
means  in  peripheral  vascular  disease.  Of  special 
interest  appear  to  me  his  plethysmographic 
studies,  which  should  be  a great  aid  in  under- 
standing the  problems  of  the  peripheral  circula- 
tion. It  is  to  be  regretted  that  it  will  be  impos- 
sible to  use  plethysmography  in  practice. 

In  our  experience,  a combination  of  the  usual 
clinical  observations  with  oscillometric  readings, 
the  Landis-Gibbon  test,  and  intradermal  hist- 
amine injections  supply  fair  information  con- 
cerning the  site  and  intensity  of  the  disease,  the 
collateral  circulation,  and  the  presence  of  arterial 
spasm.  Such  examination  can  be  carried  out 
without  complicated  instruments  in  the  office  as 
well  as  in  the  patient’s  home.  The  Landis-Gib- 
bon and  the  histamine  tests  are  fairly  safe  and 
reliable  unless  a neuritis  complicates  the  pe- 
ripheral vascular  disease  and  interrupts  reflex 
reactions  of  the  circulation. 

A drawback  of  all  attempts  to  gage  the  pe- 
ripheral blood  flow  lies  in  the  fact  that  from  the 
arterioles  blood  may  enter  the  capillaries  or  may 
be  shunted  through  arteriovenous  anastomoses 
directly  into  venules.  The  latter  part  is  lost  for 
the  tissues  and  their  metabolic  demands.  The 
presence  and  significance  of  permanently  patent 
arteriovenous  anastomoses  in  cases  of  peripheral 
vascular  disease  has  been  proved  by  Popoff  with 
histologic,  and  by  us  with  biochemical,  methods. 
The  detrimental  role  of  the  peripheral  short  cir- 
cuit of  arterial  blood  can  be  very  important  and 
can  be  increased  by  certain  therapeutic  measures. 

The  first  rule  in  treating  peripheral  vascular 
disease  with  physical  means  is  not  to  do  any 
harm.  The  efficiency  of  our  therapeutic  efforts 
is  not  so  great  as  to  allow  any  risks.  I agree 
fully  with  Dr.  Collens  in  considering  the  use  of 
irritating  solutions  as  dangerous.  In  my  ex- 
perience the  direct  application  of  heat  and  espe- 
cially of  deep  heat  is  frequently  detrimental  in 
advanced  cases  of  peripheral  vascular  disease.  I 
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want  to  emphasize  the  dangers  of  electric  burns 
in  carrying  out  iontophoresis  in  cases  of  pe- 
ripheral vascular  disease  with  neuritis  and  sensory 
disturbances.  A careful  technic  can  easily  avoid 
such  accidents. 

It  would  take  hours  to  discuss  the  probable 
values  of  the  many  therapeutic  procedures  men- 
tioned by  Dr.  Collens.  We  obtain  some  satis- 
faction by  arranging  our  therapeutic  plan  after 
the  results  of  the  diagnostic  work-up,  after  ob- 
serving the  influence  of  direct  heat,  reflex  heat, 
histamine,  and  the  like.  In  some  advanced  cases 
with  insufficient  reactions  to  the  above  agents  we 
are  still  able  to  produce  active  hyperemia  with  a 
carbon  dioxide  bath,  and  use  such  baths  with 
some  beneficial  results  for  therapeutic  purposes. 
Passive  vascular  exercise  has  not  given  us  results 
to  make  it  a preferential  treatment.  With  inter- 
mittent venous  obstruction  we  recently  obtained 
very  good  effects  in  ulcers  of  vascular  origin. 

In  concluding  this  brief  discussion  I wish  to 
thank  Dr.  Collens  and  Dr.  Wilensky  for  their 
valuable  paper  and  to  congratulate  them  on 
their  excellent  work. 

Dr.  Anna  Samuelson,  New  York  City — I wish 
to  congratulate  Dr.  Collens  and  Dr.  Wilensky  on 
their  splendid  paper.  Referring  to  the  predomi- 
nant 80  per  cent  of  the  cases,  peripheral  vascular 
disease  is  a local  manifestation  of  a generalized 
arteriosclerosis.  There  should  be  a coordina- 
tion between  the  physical  therapist,  surgeon,  and 
internist  in  the  proper  treatment  of  peripheral 
vascular  disease. 

Clinical  and  experimental  studies  were  con- 
ducted on  the  human  and  rabbit  at  the  Mor- 
risania  City  Hospital  in  cardiovascular  arterio- 
sclerosis for  the  past  five  years.  Pancreatic 
tissue  extract  is  offered  as  an  adjunct  to  physical 
means  in  the  treatment  of  peripheral  vascular 
disease.  However,  its  proper  standardization 
and  purification  must  be  achieved. 

Patients  report  slightly  increased  ability  to 
walk,  less  pronounced  intermittent  claudication, 
diminution  of  precordial  pain  on  effort,  night 
cramps,  rest  pains,  tingling,  burning  sensations  at 
end  of  fingers  and  toes,  and  freedom  from  attacks 
of  angina  pectoris  for  days  and  weeks,  where 
formerly  they  occurred  several  times  a day.  Ob- 
jectively, there  is  no  change  in  the  electrocardio- 
gram; there  is  an  occasional  small  increase  in 
the  oscillometric  reading. 

Purifying  the  tissue  extract,  the  following  ef- 
fects were  noticeable:  heart  block  could  be  in- 

duced almost  instantaneously  in  the  mouse  by 
intraperitoneal  injection  of  purified  product, 
whereas  commercially  available  tissue  extract  in 
similar  dosage  was  ineffective.  Heart  block  was 


induced  in  rabbits  by  intravenous  injection, 
whereas  no  heart  block  could  be  demonstrable  by 
ordinary  available  tissue  extract. 

Tissue  extract  properly  standardized  and  puri- 
fied is  offered  as  an  adjunct  to  the  physical  means 
of  treating  peripheral  vascular  disease.  I wish 
to  congratulate  again  Dr.  Collens  and  Dr. 
Wilensky  on  their  splendid  paper. 

Dr.  Nathan  D.  Wilensky,  Brooklyn,  New 
York — Among  the  physical  methods  of  treat- 
ment in  use,  I should  like  to  describe  briefly 
intermittent  venous  occlusion.  This  procedure 
Dr.  Collens  and  I reported  a few  years  ago.  It 
is  based  upon  definite  physiologic  laws  and  is  out- 
lined to  apply  the  observations  of  August  Bier 
and  Sir  Thomas  Lewis. 

When  a pneumatic  cuff  is  applied  to  the  proxi- 
mal portion  of  an  extremity  and  inflated  to  a 
level  sufficient  to  compress  the  veins,  venous 
congestion  will  occur.  This  you  will  readily 
recognize  to  be  Bier  congestive  hyperemia. 
Lewis  observed  that  after  the  release  of  the  ve- 
nous congestion  a state  of  reactive  hyperemia  de- 
velops. It  has  been  found  that  in  the  normal, 
the  increase  in  rate  of  flow  during  reactive  hyper- 
emia will  be  as  great  as  600  per  cent. 

In  applying  these  principles,  we  devised  an 
apparatus  for  automatically  producing  alternat- 
ing periods  of  venous  compression  and  release  of 
compression.  This  had  the  effect  of  producing 
alternating  states  of  active  and  reactive  hyper- 
emia. 

This  method  has  proved  effective  in  the  relief 
of  rest  pain,  improvement  in  intermittent  claudi- 
cation, and  the  healing  of  chronic  superficial 
gangrene.  It  is  not  to  be  employed  in  cases  of 
acute  infectious  fulminating  gangrene. 

Dr.  William  S.  Collens,  Brooklyn — I wish  to 
thank  Dr.  Harpuder  for  his  very  kind  remarks. 
Although  the  Pickering  test  offers  much  informa- 
tion regarding  the  vascularity  of  an  extremity, 
we  do  not  employ  it  in  the  examination  of  our 
patients.  The  test  is  based  upon  the  principle 
of  the  development  of  reactive  hyperemia  follow- 
ing the  release  of  arterial  compression.  We  feel 
that  it  is  dangerous  to  compress  a diseased  artery 
and  interrupt,  even  temporarily,  a circulation 
that  is  already  impaired.  Since  other  methods 
are  available  that  can  furnish  as  much  informa- 
tion as  the  Pickering  test,  it  does  not  appear 
necessary  to  jeopardize  the  vascularity  of  the 
patient  for  any  diagnostic  procedure. 

Dr.  Samuelson  has  presented  some  very  inter- 
esting data  indicating  the  value  of  tissue  extract 
in  the  treatment  of  arteriosclerosis  obliterans. 
Although  she  is  able  to  demonstrate  athero- 
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matous  changes  in  the  abdominal  aorta  of  rab- 
bits and  a high  blood  cholesterol  after  experi- 
mental cholesterol  feedings,  and  although  she  is 
also  able  to  prevent  these  conditions  by  the  use 
of  pancreatic  tissue  extracts,  I question  the  com- 
parable nature  of  these  experimental  conditions 
to  true  arteriosclerosis.  There  has  not  been 
sufficiently  adequate  proof  to  indicate  that 
human  arteriosclerosis  is  a disease  associated 
with  disturbances  in  cholesterol  metabolism. 
On  the  other  hand,  Winternitz  demonstrated 
fairly  conclusively  that  human  arteriosclerosis  is 
a condition  characterized  by  the  development  of 
a hemorrhage  in  the  vasa  vasorum  which  is  fol- 


lowed by  a train  of  events  that  include  absorp- 
tion of  the  hemorrhage,  fatty  degeneration,  sub- 
sequent fibrosis,  and  calcification.  If  profound 
organic  changes  represent  the  healing  or  scarred 
stage  of  a reaction  to  a primary  hemorrhage  in 
the  wall  of  the  vessel,  how  can  any  method  of 
treatment  be  expected  to  influence  such  organic 
alteration?  So  far  as  I can  understand  it,  the 
only  thing  we  can  hope  for  is  to  secure  a thera- 
peutic effect  from  functional  vasodilatation  of 
the  collateral  circulation.  I cannot  see  how  any 
method  of  treatment  can  hope  to  recreate  the 
normal  anatomic  picture  of  an  arterial  wall  that 
has  become  scarred. 


TEN  GOLDEN  RULES  OF  THE  CANCER  EXAMINATION 


1.  Examine  the  lips,  tongue,  cheeks,  tonsils, 
and  pharynx  for  persistent  ulcerations,  the 
larynx  for  hoarseness,  and  the  lungs  for  per- 
sistent cough. 

2.  Examine  the  skin  of  the  face,  body,  and 
extremities  for  scaly,  bleeding  warts,  black 
moles,  and  unhealed  scars. 

3.  Examine  every  woman’s  breast  for  lumps 
or  bleeding  nipples. 

4.  Examine  the  subcutaneous  tissues  for 
lumps  on  the  arms,  legs,  or  body. 

5.  Investigate  any  symptoms  of  persistent  in- 
digestion or  difficulty  in  swallowing.  Pal- 
pate the  abdomen. 

6.  Examine  the  lymphode  system  for  enlarge- 


ment of  the  nodes  of  the  neck,  axilla,  or 
groin. 

7.  Examine  the  uterus  for  enlargement,  lacera- 
tions, bleeding,  or  new  growth.  Make  a 
bimanual  examination  to  determine  the 
condition  of  the  ovaries. 

8.  Examine  the  rectum,  and  determine  the 
cause  of  any  bleeding  or  pain. 

9.  Examine  the  urine  microscopically  for 
blood. 

10.  Examine  the  bones  and  roentgenograph 
any  bone  that  is  the  seat  of  a boring  pain, 
worse  at  night. 

— Frank  E.  Adair,  M.D.,  American  Society  for 
the  Control  of  Cancer 


FOREIGN  MEDICAL  EDUCATION  FOUND  INFERIOR 


Pointing  out  that  persons  receiving  their 
medical  education  in  approved  schools  of  the 
United  States  are  more  successful  before  medical 
examining  boards  of  this  country  than  those 
educated  abroad,  the  J.A.M.A.  for  April  29 
says  editorially: 

Failures  of  candidates  from  abroad  are 
tabulated  as  follows:  Austria,  136  examined, 
28.7  per  cent  failed;  France,  43  examined,  37.2 
per  cent  failed;  Germany,  505  examined,  41 
per  cent  failed;  Italy,  165  examined,  53.9  per 
cent  failed;  Scotland,  76  examined,  17.1  per 
cent  failed;  Switzerland,  172  examined,  32.6 
per  cent  failed.  The  total  number  examined 


from  these  countries  was  1,097  and  the  average 
percentage  of  failures  was  38.3. 

“Since  the  number  of  failures  among  graduates 
of  approved  schools  in  the  United  States  was 
only  11.7  per  cent,”  the  editorial  continues, 
“it  is  obvious  that  candidates  admitted  to  state 
board  examinations  on  the  basis  of  foreign  cre- 
dentials are  not  as  well  prepared  for  the  licens- 
ing test  as  those  who  have  been  educated  in  our 
own  schools.  It  may  be  objected  that  the  poor 
record  of  graduates  of  foreign  schools  is  due  to 
the  fact  that  they  have  not  yet  mastered  the 
English  language.  This  explanation,  however, 
can  account  only  partially  for  the  discrepancy, 
since  many  of  those  educated  abroad  were  born 
and  reared  in  this  country.” 


HEAD  INJURIES 

Joseph  E.  J.  King,  M.D.,  New  York  City 


The  increase  in  the  number  of  head 
injuries,  relative  and  actual,  during 
the  last  three  or  four  decades  is  appalling. 
Using  Munro’s  expression,  the  doctor 
almost  everywhere  may  have  such  cases 
literally  placed  on  his  doorstep,  due  in 
large  part  to  the  automobile.  The  sur- 
geon in  every  locality  should  be  con- 
versant with  a proper  method  of  man- 
agement, owing  to  the  increasing  number 
of  cases  for  which  he  must  care. 

Considering  the  wide  experience  gained 
during  the  World  War,  the  great  number 
of  cases  under  care  during  the  last  two 
decades,  and  the  numerous  and  splendid 
papers  by  surgeons,  neurosurgeons,  neu- 
rologists, and  others,  it  would  seem  that 
this  information  would  have  become  more 
widely  spread,  and  that  more  patients 
would  have  been  saved  by  some  fairly 
well  understood  method  of  management, 
which  would  exclude  the  “laissez  faire” 
doing-of-foolish-things  and  “operating- 
upon-every thing”  groups. 

In  a paper  of  this  scope,  which  is  so 
limited  by  time,  the  various  types  of 
injuries  must  necessarily  be  considered 
briefly,  and  those  injuries  involving  the 
upper  and  lower  jaws  obviously  should 
be  excluded. 

On  a quick  and  superficial  inspection 
of  the  patient  who  has  sustained  a head 
injury  by  one  who  is  accustomed  to  see- 
ing a number  of  these  cases,  one  can 
fairly  accurately  place  the  patient  in  one 
of  three  categories:  Firstly,  recovery 

should  take  place  with  but  little  treat- 
ment or  with  the  proper  treatment;  sec- 
ondly, the  outcome  is  very  questionable; 
thirdly,  the  patient  will  most  likely  die. 

All  writers  and  doctors  who  think,  agree 
that  the  first  consideration  is  to  combat 
and  overcome  shock,  should  it  exist.  If 
a hospital  is  nearby,  naturally  the  pa- 
tient should  be  removed  to  a hospital, 


but  with  care  and  with  the  thought  of  a 
possible  coexisting  fracture  dislocation 
of  the  cervical  spine.  Most  everyone 
understands  how  to  treat  shock,  but  it 
is  surprising  to  see  the  number  of  cases 
in  shock  with  the  head  of  the  patient 
elevated  for  the  reasons  that  a head 
injury  has  been  sustained  and  that  “the 
head  should  be  raised.”  This  position 
is  not  only  irrational  on  account  of  shock, 
but  it  is  also  conducive  to  insufflation  of 
saliva,  blood,  and  vomitus.  I prefer 
placing  the  patient  who  is  in  shock  or 
coma  on  his  side  with  the  head  down, 
regardless  of  the  skull  and  brain  damage. 

Moving  the  patient  for  the  purpose  of 
removal  of  clothing,  making  radiographic 
films,  etc.,  is  mentioned  only  to  be 
condemned.  If  actual  bleeding  exists, 
this  should  be  controlled  by  skin  clips 
and  a sterile  gauze  dressing.  The  vast 
majority  of  cases  should  not  come  to 
operation  of  any  kind.  In  the  treatment 
of  this  large  group,  one’s  management  of 
the  case  should  be  based  on  common 
sense  and  common  knowledge,  without 
introduction  of  firm  hidebound  precon- 
ceived notions,  “isms,”  and  theories. 
Even  the  most  superficial  reading  of 
autopsy  and  operative  findings,  coupled 
with  one’s  own  experience,  will  reveal 
the  possibility  of  multiple  lesions  in- 
volving the  brain  and  skull  as  a result 
of  trauma.  One  cannot  see  the  actual 
extent  of  the  damage,  therefore  one 
cannot  know  exactly  how  best  to  treat 
it  in  every  case. 

Any  kind  of  trauma  to  the  skull  that 
renders  a patient  unconscious  for  several 
minutes  or  longer  surely  must  shake  up 
the  brain  considerably,  even  though  it 
may  not  actually  be  lacerated.  It  is 
logical  to  assume  that  there  is  more  or  less 
edema  of  the  brain,  and  that  the  patient’s 
condition  would  be  improved  by  lessen- 
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ing  the  edema.  With  this  assumption  all 
agree.  Most  writers  also  agree  that 
dehydration  should  be  instituted  in  the 
majority  of  cases  for  this  reason,  that  a 
hypertonic  sugar  solution  (preferably 
sucrose;  50  to  100  cc.  of  50  per  cent 
solution)  should  be  administered  intra- 
venously, and  that  a concentrated  solu- 
tion of  magnesium  sulfate  should  be 
instilled  into  the  rectum  and  retained  for 
about  fifteen  minutes.  It  is  also  common 
knowledge  and  understanding  that  this 
form  of  dehydration  is  to  be  repeated 
every  three  or  four  hours,  six  to  eight 
hours,  or  at  longer  intervals,  and  even 
for  several  days,  provided  the  patient 
is  unable  to  swallow;  otherwise  a saline 
cathartic  should  be  administered  by 
mouth. 

There  is  marked  difference  of  opinion 
regarding  the  use  of  lumbar  puncture. 
Some  writers  are  in  favor  of  repeated, 
and  at  times  fairly  frequent,  lumbar 
puncture.  Some  condemn  lumbar  punc- 
ture firmly  and  vociferously  to  the  point 
where  it  is  never  allowed,  while  most 
surgeons  and  neurologists  occupy  a middle 
ground  and  feel  that  there  is  a time  and 
place  for  its  use.  Mind  you,  with  but 
few  exceptions  all  favor  dehydration, 
and  about  the  same  degree  and  the  same 
method  of  dehydration. 

Both  opponents  and  proponents  have 
deaths  occur  without  being  able  to 
state  the  causative  factors,  and  there 
probably  is  but  little  difference  in  the 
mortality  rate  of  the  two  groups,  pro- 
vided all  cases  are  honestly  reported  in 
the  same  manner  (i.e.,  any  and  all  cases 
admitted  into  any  part  of  a hospital, 
except  the  morgue)  and  provided  they 
are  treated  on  a neurosurgical  service  of  a 
municipal  hospital,  or  one  whose  ward 
services  are  comparable,  leaving  out 
private  clinics. 

Lumbar  puncture  is  of  value  at  times  in 
decreasing  intracranial  pressure,  in  lessen- 
ing edema,  in  increasing  the  intracranial 
blood  supply  for  the  good  of  damaged 
structures,  and  in  the  removal  of  ir- 
ritating blood  elements — plasma  and 
cells.  There  is  no  doubt  that  fatalities 
have  followed  lumbar  punctures  due  to 


jamming  of  the  conus  and  medullary 
compression  in  some  cases  of  head 
trauma,  just  as  has  been  observed  in 
cases  of  marked  increase  of  intracranial 
pressure  resulting  from  sub-  or  pre- 
tentorial  tumors. 

I prefer  that  lumbar  puncture — when 
done  for  therapeutic  purposes — should  be 
done  about  one  or  one  and  one-half 
hours  after  intravenous  administration 
of  50  to  100  cc.  of  50  per  cent  sucrose 
solution.  There  can  be  no  absolutism 
in  a group  of  cases  that  shows  such  variety 
of  unknown  brain  damages,  and  one  must 
remember  that  there  are  various  roads 
to  and  from  Rome.  It  seems  that  there 
must  be  a considerable  injection  of 
egoism  for  one  to  claim  perfect  knowledge 
of  an  existing  condition  about  which  it  is 
impossible  to  have  positive  knowledge. 

I shall  not  become  entangled  in  the 
controversial  subject  regarding  the  rela- 
tionship of  manometric  reading  of  cere- 
brospinal fluid  pressure,  pulse  rate,  blood 
pressure,  etc.,  about  which  so  much  is 
written  and  so  little  is  known. 

With  unconscious  and  comatose  pa- 
tients one  should  try  to  prevent  hypo- 
static and  lobular  pneumonia  by  turning 
the  patient  from  one  side  to  the  other, 
feeding  through  a nasal  tube  into  the 
stomach,  bronchial  aspirations,  etc. 
Blood  volume  should  be  restored  with 
small  transfusions  of  150  cc.  to  250  cc., 
repeated  if  necessary. 

Most  of  these  patients  will  live.  Some 
may  become  worse  while  the  treatment  is 
being  carried  out,  in  which  case  increasing 
hemorrhage,  sub-  or  extradural  hemato- 
mata,  or  subdural  accumulation  of  cere- 
brospinal fluid  with  medullary  compres- 
sion must  be  suspected  and  relieved,  if 
possible,  through  a burr  hole.  While  this 
burr  hole,  as  an  exploratory  procedure, 
is  advocated,  I doubt  seriously  if  a 
typical  subtemporal  decompression,  pre- 
formed purely  as  such,  has  prevented 
many  deaths. 

In  a recent  personal  communication 
from  Claude  Coleman,8  he  said:  “I 

really  believe  that  it  is  possible  now  to 
treat  head  injuries  in  a sort  of  rational 
way.  One  thing  we  do  know  about  them 
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is  that  a large  number  of  the  fatal  cases 
do  not  have  any  rise  of  intracranial 
pressure.  This  leads  to  the  belief  that 
fatality  is  due  more  to  injury  of  the  im- 
portant structures  than  to  any  other 
cause.  If  this  be  true,  of  course  treat- 
ment by  spinal  puncture  and  dehydrating 
solutions  is  unnecessary  in  many  of  the 
bad  cases.  As  I see  it  now,  surgery  has 
two  indications — prevention  of  infection 
and  removal  of  clots,  with  a very  rare 
indication  for  relief  of  edema  of  the  brain. 
In  the  past  most  writers  stressed  pressure 
as  the  cause  of  death,  and  practically  the 
only  cause  of  death.  . . . Just  why  some 
brains  with  trauma  swell  and  some  do 
not,  I do  not  know,  but  certainly,  many 
of  the  serious  cases  not  only  do  not  have 
increased  pressure,  but  have  a condensed 
brain.”  I think  he  is  right. 

Lacerations  of  Scalp 

Lacerations  of  the  scalp  not  associated 
with  fracture  should  be  debrided  and  su- 
tured preferably  within  ten  hours,  the 
sooner  the  better,  provided  the  patient’s 
general  condition  permits.  The  pro- 
cedure should  be  done  in  the  operating 
room  with  good  light,  proper  facilities, 
and  with  the  scalp  well  shaved.  It 
should  not  be  done  in  a hit-or-miss 
manner  in  the  dressing  room  or  office; 
otherwise  a depressed  fracture  line  con- 
taining incarcerated  hairs  or  other  foreign 
bodies  might  elude  discovery  and  be 
followed  by  sepsis.  This  is  also  advised 
so  as  to  prevent  the  massive  dissecting, 
suppurative  cellulitis  too  often  seen. 
Severely  traumatized  scalp  edges  and 
portions  of  scalp  flaps  should  be  excised 
together  with  the  damaged  galea  and 
pericranium.  By  extension  of  the  wound, 
or  counterincisions,  the  defect  in  the 
scalp  in  most  cases  can  be  closed.  The 
scalp  incision  or  incisions  should  be 
loosely  closed  with  a few  vertical  mat- 
tress sutures  (Stewart),  with  a Dakin 
tube  size  rubber  drain  one-half  inch  long, 
and  with  a lateral  eyelet  sutured  in 
either  angle  of  the  wound  barely  going 
through  the  scalp,  so  placed  that  it  will 
not  come  in  contact  with  bone  surface  or 
margin.  These  are  removed  in  forty- 


eight  hours.  During  debridement  the 
wound  is  sponged  with  Dakin  solution 
sponges  and  a wet  dakinized  gauze  dres- 
sing is  applied  and  changed  daily,  with- 
out tight  bandaging,  until  the  wound  is 
healed.  One  can  determine  then  whether 
a suture  should  be  removed  here  and 
there,  and  whether  the  wound  should 
be  gaped  to  allow  escape  of  fluid  ac- 
cumulation. 

In  cases  of  partial  avulsion,  where  dirt 
and  grit  have  been  ground  into  the  outer 
table  of  the  skull,  the  debris  should  be 
scrubbed  off  with  a stiff  brush,  or  gently 
scraped  off  with  a curet,  washed  away, 
and  removed  by  suction.  The  scalp 
should  be  sutured  quite  loosely  with 
ample  provision  for  escape  of  serum, 
which  otherwise  collects. 

It  may  seem  puerile  to  discuss  the 
above  points,  but  it  is  a sad  situation  to 
see  a patient  remain  in  the  hospital  for 
many  days,  or  even  lose  his  life  as  the 
result  of  inattention  to  such  simple  and 
apparent  details. 

In  complete  avulsion  of  a portion  of 
the  scalp,  the  scalp  edges  should  be 
excised  gradually  in  a circumferential 
manner,  bleeding  from  the  margins  con- 
trolled with  skin  clips  as  excision  is 
carried  out,  and  the  entire  area  grafted 
with  Thiersch  grafts.  All  of  these  things 
can  be  done  with  local  anesthetic  solution 
made  from  novocain  and  suprarenin 
tablets  (tablet  A). 

Lacerated  scalp  wounds  not  sutured 
within  forty-eight  hours  should  probably 
be  cleaned  by  shaving,  removal  of 
foreign  bodies,  and  packing  the  wound 
loosely  with  gauze  wet  in  Dakin  solution, 
with  a copious  wet  Dakin  gauze  dress- 
ing. Careful  and  frequent  dressings 
with  loose  bandage  prevent  an  otherwise 
serious  infection  of  the  scalp.  If  a 
circular  tight  bandage  is  applied,  the 
scalp  above  the  circular  bandage  be- 
comes very  edematous,  thus  favoring 
extension  of  infection. 

Compound  Fractures  of  the  Skull 

Although  the  fracture  may  be,  and 
probably  is,  of  much  less  importance  than 
brain  damage  in  the  vast  majority  of  head 
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injuries,  it  does  not  behoove  one  to  ignore 
the  fracture  site  or  to  deal  with  it  in  a 
cursory  manner  as  has  been  so  fre- 
quently observed. 

For  convenience  in  considering  this 
group  it  may  be  divided  into  the  following 
subheadings : 

1.  Depressed  comminuted  fractures  of 
the  vault. 

A.  Cases  in  which  the  head  and  body 
are  not  moving  and  the  blow  is  apical  at 
one  point — e.g.,  hammer,  scissors,  knife, 
pointed  instruments  of  any  kind,  falling 
stones,  metals,  etc., — frequently  recover 
early  from  shock.  Therefore,  earlier 
operation  usually  can  be  carried  out. 
When  seen,  many  of  these  cases  are  wide- 
awake and  otherwise  in  good  condition, 
with  the  possible  exceptions  of  external 
loss  of  blood,  focal  weakness  of  an  ex- 
tremity, etc.  This  may  be  due  to  the 
fact  that  the  fracture  is  depressed  suf- 
ficiently to  lacerate  the  dura  and  pia- 
arachnoid,  to  establish  automatic  de- 
compression by  leakage  of  cerebrospinal 
fluid  and  blood  which  otherwise  would 
accumulate,  and  also  to  the  fact  that 
there  is  seldom  contrecoup  disturbance, 
wide  radiating  fractures,  or  gross  damage 
to  the  important  basillar  structures. 
A very  slight  degree  of  dehydration  may 
be  necessary,  the  more  important  indica- 
tions being  restoration  of  blood  volume 
and  early,  thorough  debridement. 

B.  Cases  in  which  the  head  and  body 
are  in  the  process  of  being  rapidly  trans- 
ported by  automobile,  train,  aeroplane, 
or  by  falling,  may  as  a group  present  a 
much  more  serious  picture,  and  the  opera- 
tion, although  one  may  prefer  to  do  it 
sooner,  may  have  to  be  deferred.  In 
these  cases  anything  may  have  happened. 
There  may  be  other  fractures  and  gross 
damage  to  parts  of  the  brain  other  than 
the  area  just  beneath  the  compounded 
portion  of  the  skull  by  contrecoup  or 
other  forces.  Serious  body  and  visceral 
damages  are  more  likely  to  be  associated. 
Be  this  as  it  may,  with  regard  to  time 
the  operative  procedure  and  technic  are 
identical  and  should  be  carried  out  in  a 
thorough,  definite  manner.  It  should  be 
done  under  local  anesthesia,  with  the 


scalp  well  shaved  so  as  not  to  be 
“cramped”  in  the  operative  field. 

Three-limbed  incisions  (like  cutting  a 
pie  into  three  equal  parts)  or  wide  Y 
shaped  incisions  give  the  quickest  and 
most  adequate  exposure.  The  scalp  edges 
and  grossly  damaged  scalp  margins 
should  be  cut  away,  leaving  perpendicu- 
lar, clean  scalp  margins  along  the  flaps 
with  the  damaged  cut-away  edges  at- 
tached to  the  underlying  injured  struc- 
tures. The  scalp  flaps  are  then  re- 
flected and  held  with  three  small-sized 
self -retaining  retractors  (Weitlaner), 
which  maintain  adequate  exposure  and 
prevent  bleeding  from  the  scalp  edges. 
Seldom  will  it  be  necessary  to  use  artery 
clamps  or  skin  clips.  The  galea  and 
pericranium  should  be  preserved  so  far 
as  is  logical,  but  incomplete  removal  of 
these  structures  is  not  justifiable  should 
they  be  badly  injured;  otherwise  infec- 
tion is  favored.  Adjacent  blood  clots 
beneath  the  scalp  are  then  removed  and 
the  inner  incised  margin  of  galea  and  peri- 
cranium to  be  removed  are  rolled  cen- 
trally toward  the  fracture  site  to  give 
exposure  of  the  outer  table  of  the  skull. 
Two,  three,  or  more  burr  holes  are  made, 
situated  beyond  the  fracture  site,  and  the 
holes  are  connected  with  either  a Gigli 
saw,  deVilbiss  forceps,  or  motor  osteo- 
tome. The  whole  mosaic  of  damaged 
structures,  excluding  the  dura  and  brain, 
is  removed  en  masse,  carrying  with  it  the 
major  portion  of  infected  or  potentially 
infected  material. 

The  dura,  if  not  torn,  should  not  be 
opened  unless  a subdural  hematoma  or 
nonpulsating  dura  are  seen.  An  intact 
dura  is  usually  a good  friend.  From  this 
point  until  closure  is  effected,  the  opera- 
tive field  is  sponged  out  with  dakinized 
gauze  sponges.  The  explosive  action  of 
Dakin  solution  with  liberation  of  free 
chlorine  certainly  mitigates  against  the 
“floating”  bacteria  present  in  the  wound 
and  most  surely  does  not  damage  the 
dura.  It  has  been  used  too  many  times. 
Should  the  dura  be  torn  and  x-ray  films 
show  bone  fragments  or  other  foreign 
bodies  in  the  brain  substance,  the  dural 
margins  should  be  excised  and  the  foreign 
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bodies  removed,  provided  removal  does 
not  jeopardize  the  patient’s  welfare. 
It  is  well  known  that  retained  foreign 
bodies  favor  sepsis  and  abscess  forma- 
tion. At  the  same  time,  grossly  lacerated, 
pulpified  brain  substance  and  blood 
clots  are  removed  by  suction.  During 
this  time  saline  will  be  helpful  at  times, 
but  it  should  not  be  used  if  the  wound  is 
connected  with  the  ventricle  or  if  there 
is  a tendency  for  it  to  run  and  spread 
into  the  subdural  space.  Once  the  dura 
is  opened,  the  incision  in  it  should  be 
enlarged  if  necessary  to  give  adequate 
room  for  removal  of  the  substances 
described  above.  A slightly  larger  dural 
opening  is  probably  no  worse  than  a 
smaller  one,  and  certainly  allows  better 
access  to  the  severely  injured  brain.  The 
dura  should  be  closed  if  possible.  It 
may  be  necessary  to  make  nicks  in  the 
dura,  or  even  small  counter  incisions  to 
effect  closure. 

A clear-cut  bony  defect  now  remains 
to  be  covered  with  the  scalp  flaps.  Very 
little  tension  should  be  permitted.  Suf- 
ficient relaxation  of  the  flaps  can  be  ob- 
tained by  further  extension  of  the  inci- 
sions and  mobilization  of  the  flaps,  should 
this  be  necessary.  I prefer  bringing  the 
scalp  edges  together  rather  loosely  with 
vertical  mattress  sutures  (Stewart)  of 
silk,  with  finer  approximation  by  super- 
ficial sutures.  A one-half  inch  long  rub- 
ber drain,  as  in  lacerated  wounds  of  the 
scalp,  is  sutured  in  either  angle  of  the 
incision  to  be  removed  in  forty-eight 
hours.  The  drains  should  barely  pass 
beneath  the  scalp  so  as  to  allow  escape  of 
ooze.  They  should  not  be  placed  far 
beneath  the  scalp  nor  in  contact  with 
the  bony  surface  or  margin.  No  pack- 
ing should  be  placed  through  the  dura. 

Some  surgeons  prefer  tight  closure  of 
the  scalp  incisions,  with  two  layers  of 
interrupted  silk  sutures.  I have  found 
that  one  layer  of  sutures  brings  and 
holds  the  edges  together  and  controls 
bleeding  from  the  scalp  edges.  There- 
fore, all  requirements  are  met.  It  takes 
less  time,  and  one  avoids  leaving  non- 
absorbable silk  sutures  in  the  galea  in  a 
potentially  infected  wound.  A small, 


wadded,  fluffed  piece  of  gauze  should  be 
placed  over  the  central  part  of  the  defect, 
and  a slightly  compressing,  nonskid  dress- 
ing should  be  applied  that  will  squeeze 
the  ooze  from  between  the  under  surface 
of  the  scalp  and  the  dura  in  the  bowl-like 
cranial  defect,  thus  obliterating  dead 
space. 

I prefer  this  method  in  every  instance 
if  possible.  However,  when  there  are 
fracture  lines  radiating  from  the  central 
skull  window,  with  possibly  larger  pieces 
of  slightly  mobile  areas  of  skull  extending 
some  distance  from  the  actual  com- 
minuted depressed  portion,  but  firmly 
covered  with  pericranium,  and  when  the 
depressed  fragments  are  over  one  of  the 
major  sinuses,  then  it  may  be  advisable 
to  excise  the  damaged  soft  parts  and 
remove  the  fragments  piecemeal  from 
within  outward.  The  amount  of  sacri- 
ficed bone  may  be  less,  and  one  can  better 
prevent  or  combat  severe  hemorrhage 
from  the  sinus. 

If  the  mosaic  of  bone  fragments  is 
suitable,  it  should  be  preserved,  and  after 
an  interval  of  about  a year  or  more  this 
mosaic  can  be  smoothed  out  and  re- 
placed in  position.  Otherwise  the  defect 
can  be  repaired  with  a piece  of  skull  from 
the  morgue,  or  a periosteal-osseous  tibial 
graft,  or  a piece  of  celluloid.  Although 
the  fragments  might  be  replaced  immedi- 
ately, I feel  that  it  might  be  “playing 
with  fire”  to  do  so,  and  taking  an  un- 
justifiable risk.  In  these  types  of  frac- 
ture one  is  interested  not  only  in  the  im- 
mediate preservation  of  life,  but  also  in 
prevention  of  gross  brain  scars,  infection, 
severe  sepsis,  and  abscess  formation,  and 
it  is  believed  that  immediate  reinsertion 
of  bone  fragments  favors  the  possibility 
of  development  of  one  of  these  condi- 
tions. 

2.  Fissured  fractures  of  the  base. 

Should  pneumocephalus  occur  and  in- 
crease, with  leakage  of  cerebrospinal 
fluid  following  fissured  fractures  of  the 
anterior  fossa,  or  any  fracture  of  the 
frontoethmoid  region  without  meningitis, 
a small  frontal  flap  should  be  made  and 
the  tear  in  the  dura  sutured  after  removal 
of  the  air  according  to  the  method  of 
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Claude  Coleman.  It  goes  without  saying 
that  no  attempt  should  be  made  to  clean, 
wash  out,  or  pack  the  nasal  cavities  or 
external  auditory  canal,  for  “cleaning” 
is  impossible,  and  attempts  to  do  this 
would  increase  the  danger  of  spreading 
infection.  Fractures  through  the  para- 
nasal sinuses  are  serious  on  account  of 
the  likehood  of  development  of  menin- 
gitis or  abscess  formation. 

3.  Compound  fissured  fractures  of  the 
vault. 

I doubt  if  skull  resection  should  be 
done  except  in  the  instance  of  gross 
debris,  dirt,  or  foreign  bodies  in  the 
fracture  line,  leakage  of  cerebrospinal 
fluid  through  the  fracture  line,  or  where 
the  fracture  line  or  lines  pass  through  the 
mastoid  process. 

Simple  Depressed  Fracture 

Within  a few  hours  to  several  days 
after  the  injury  the  depressed  portion  of 
the  skull  should  be  elevated  and  in  most 
instances  the  fragments  returned  to  their 
proper  position,  except  in  certain  cases 
occurring  in  infants,  or  where  the  de- 
pressed portion  involves  the  mastoid 
process.  In  the  former,  operation  may 
not  be  required,  and  in  the  latter,  the 
bone  fragments  should  be  discarded. 
Where  the  depressed  portion  of  bone  and 
fracture  lines  involves  the  mastoid,  the 
mastoid  is  very  likely  to  become  infected, 
with  extension  of  infection  to  the  mosaic 
of  bone  fragments,  with  formation  of 
either  extradural  or  subcortical  abscess, 
or  both. 

Extensive  brain  scars,  many  of  which 
are  conical  in  shape,  with  the  base  against 
the  dura,  will  form  more  likely  beneath 
depressed  fractures  of  long  standing  than 
in  cases  in  which  the  depression  is  re- 
lieved early.  It  is  also  believed  that 
epileptiform  convulsions,  complaints  of 
dizziness,  headache,  etc.,  are  relatively 
more  frequent  in  cases  of  unrelieved 
depressed  fractures  than  in  those  in 
which  the  depression  is  relieved. 

Extradural  Hematomata 

This  is  one  phase  of  the  subject  of 
head  injuries  on  which  all  agree  in  regard 


to  the  treatment,  which  is  evacuation  of 
the  blood  through  a single  burr  hole  with 
control  of  the  source  of  bleeding.  This 
is  easily  done  if  the  condition  is  recog- 
nized. The  picture,  when  it  exists,  is 
classic.  The  classic  picture,  however, 
is  not  always  present.  It  may  be  stimu- 
lated by  a subdural  collection  of  cerebro- 
spinal fluid  which  escaped  through  a tear 
in  the  pia-arachnoid,  as  has  been  seen  not 
infrequently  by  all  neurologic  surgeons 
and  emphasized  many  times  by  some, 
especially  Sachs37  and  Naffziger.28  The 
diagnosis  may  not  be  made  at  all.  It  is 
surprising  to  note  the  high  percentage  of 
extradural  hematomata  in  Vance’s41  re- 
port of  autopsy  findings.  Although  a 
number  of  these  cases  were  never  under 
medical  observation,  no  doubt  quite  a 
few  went  unrecognized.  In  some  cases 
return  of  consciousness  from  a deep 
comatosed  condition  with  uneventful  re- 
covery following  evacuation  of  the  blood 
through  the  burr  hole  is  very  dramatic. 
A comatosed  patient,  operated  upon  with 
but  little  local,  or  no  anesthesia,  may 
almost  suddenly  wake  up  on  the  table 
and  have  to  be  restrained,  and  more  local 
anesthetic  solution  may  have  to  be  in- 
jected for  closure.  Unfortunately,  this 
is  not  always  so.  Where  medullary 
compression  has  existed  for  some  time  and 
to  a marked  degree,  death  will  likely  re- 
sult although  the  hematoma  is  removed. 
Therefore,  if  possible,  this  condition 
should  be  recognized  and  dealt  with  forth- 
with. 

Subdural  Hematomata 

For  convenience  of  discussion  and 
treatment,  these  hematomata  can  be 
classified  as  acute  and  chronic  in  the  full 
knowledge  that  one  cannot  say  how  old 
the  lesion  must  be  before  it  is  chronic. 
Common  sense  would  tell  one  that  the 
hematoma,  in  order  to  become  chronic, 
must  have  been  acute  in  the  beginning; 
nevertheless,  the  differentiation  can  be 
used  in  determining  what  to  do  for  the 
patient. 

The  mere  fact  that  so  many  chronic 
lesions  have  been  found  and  operated 
upon  indicates  that  the  diagnosis  at 
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times  is  difficult  to  make.  Were  the 
condition  easy  to  diagnose  there  would 
be  no  chronic  cases  to  consider. 

Acute. — I know  of  no  definite  and 
positive  preoperative  way  of  making  the 
diagnosis.  However,  given  a case  of 
head  trauma  with  or  without  fracture,  in 
which  the  patient  is  rendered  uncon- 
scious and  remains  so,  or  is  “in  and  out”  of 
consciousness,  and  does  not  respond  to 
the  routine  dehydration  and  lumbar 
punctures,  etc.,  one  can  at  least  strongly 
suspect  the  presence  of  a subdural  hema- 
toma. Foster  Kennedy  and  Herman 
Wortis21  in  their  study  of  72  cases  found 
that  the  majority  of  cases  showed  the 
following : inequality  of  pupils,  the 

dilated  pupil  being  on  the  side  of  the 
lesion  in  the  ratio  of  30  to  12;  hemipare- 
sis  or  hemiplegia — equally  divided,  20 
to  20  with  respect  to  the  side  of  the 
lesion;  coma  or  stupor — “in  and  out” 
type;  stiff  neck  from  blood  in  the  spinal 
fluid;  incontinence  of  feces  and  urine; 
and  other  less  constant  signs  and  symp- 
toms. Forty-nine  cases  were  seen  on  the 
Neurological  Service  of  Bellevue  Hos- 
pital and  40  were  accurately  diagnosed. 
Many  of  the  acute  lesions  are  produced  by 
violent  force  as  contrasted  with  the 
benign,  forgotten,  or  unknown  accident, 
accounting  for  the  chronic  form.  There- 
fore, multiple  brain  lesions  may  be  pres- 
ent, manifesting  various  signs  and  symp- 
toms. The  lesion  is  frequently  bilateral. 

It  is  advised  that  a burr  hole  be  made 
first  on  the  side  of  the  dilated  pupil, 
should  it  be  present.  If  a hematoma  is 
found,  it  is  removed  by  suction  and  wash- 
ing. Should  none  be  found  beneath  the 
burr  hole,  the  opening  in  the  bone  and 
dura  should  be  enlarged  sufficiently  to 
allow  introduction  of  a small  brain  spoon 
which  should  be  passed  beneath  the 
dura  in  all  directions  in  search  of  the 
hematoma.  No  doubt  everyone  has  had 
the  experience  of  “just  missing”  a 
hematoma  by  placing  a burr  hole  three- 
quarters  of  an  inch  or  more  beyond  the 
limits  of  the  clot,  and  to  one’s  chagrin 
and  disappointment,  this  fact  is  es- 
tablished at  autopsy. 

If  no  hematoma  is  found,  a burr  hole 


is  then  made  on  the  opposite  side  in  the 
expectation  of  locating  and  removing  the 
clot.  Instead  of  finding  a blood  clot,  one 
may  be  able  to  evacuate  a large  collec- 
tion of  subdural  fluid  that  escaped  from  a 
tear  in  the  pia-arachnoid.  If  no  col- 
lection of  blood  or  cerebrospinal  fluid  is 
found,  the  burr  hole  should  then  be 
utilized  for  the  purpose  of  ventricular 
puncture  with  air  study,  if  desired. 

Chronic. — The  insidiousness  associated 
with  this  condition  is  well  known.  Al- 
though one  is  more  alert  now  than  here- 
tofore to  suspect  the  presence  of  this 
lesion,  the  patient  is  quite  likely  to  be 
considered  a tumor  suspect  on  neurologic 
and  neurosurgical  services,  and  the  di- 
agnosis may  not  be  established  until  a 
burr  hole  is  made  for  ventricular  study. 
At  this  time  the  familiar  bluish  appear- 
ance of  the  dura  may  be  seen,  a hema- 
toma located  and  removed,  or  the  ventricu- 
lograms may  show  a marked  shift  to 
one  side  with  homolateral  depression  of 
the  ventricle  or  distortion,  which  would 
indicate  exploration.  In  this  manner 
the  true  nature  of  the  lesion  is  deter- 
mined. 

When  the  lesion  is  suspected,  a burr 
hole  is  preferred.  Most  of  the  clot  with 
its  center  and  inner  walls  or  membranes 
can  be  removed.  What  remains  may 
disappear,  and  if  not,  a flap  may  be 
turned  down  if  necessary.  Some  sur- 
geons prefer  to  make  an  osteoplastic  flap 
and  have  reported  successive  recoveries. 
Should  the  clot  be  so  firm  that  a larger 
opening  is  required  for  its  removal,  I 
prefer  a small  fascia-muscle-pericranium- 
bone  flap  about  two  and  one-half  inches 
in  width  turned  down  through  a straight 
scalp  incision.  Patients  in  coma  for  a 
prolonged  period  do  not  respond  well. 

I shall  not  discuss  the  various  types  or 
stages  of  a chronic  subdural  hematoma, 
exacerbations  and  increases  in  symp- 
toms and  signs,  reasons  for  increase  in 
size,  etc.  Gardner,  Munro,27  Putnam, 
and  others  have  fully  discussed  this 
phase  of  the  subject. 

Suffice  it  to  say  that  the  lesion  may  be 
present  for  a long  time  without  being 
suspected  or  found;  that  the  patient  is 
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usually  at  first  considered  a tumor  sus- 
pect; and  that  the  lesion  may  have  been 
present  so  long  that  its  membranes  have 
become  calcified. 

Sequelae  and  Late  Results 

I should  like  to  discuss  briefly  the 
question  of  sequelae  and  late  results  in 
head  injuries.* 

In  a general  way  I have  observed  that 
many  army  service  patients,  who  have 
sustained  a compound  comminuted  frac- 
ture of  the  skull  followed  by  removal  of 
a mosaic  of  bone  fragments  en  masse 
and  with  no  infection,  may  have  but  few 
subjective  annoying  symptoms,  and  their 
general  well-being  may  be  quite  good. 
In  this  group  the  site  of  the  cranial 
defect  is  more  or  less  circular;  it  “cups” 
or  is  concave  when  the  patient  is  in  the 
upright  position,  and  tends  to  bulge 
and  become  convex  when  he  is  lying  down 
or  when  he  stoops.  In  other  words, 
the  intracranial  pressure  is  in  a “neutral” 
condition.  These  patients  may  be  free 
from  headache,  dizziness,  convulsions, 
etc.  This  condition  is  in  contrast  to 
that  associated  with  guttered  depressed 
wounds  in  which  no  bone  has  been  re- 
moved, or  where  there  is  a long,  narrow 
cranial  defect  over  which  the  scalp 
remains  pulled  down  into  a trough-like 
depression  regardless  of  the  patient’s 
position.  Many  of  the  latter  group  com- 
plained of  headaches  and  dizziness,  and 
had  convulsions.  The  defect  in  the  first 
group  resembled  that  in  brain  abscesses 
in  which  a fair-sized  opening  is  made  in 
the  skull.  In  the  abscess  cases  no 
convulsions  have  ever  occurred  except 
in  patients  who  had  convulsions  previous 
to  operation.  In  some,  who  had  con- 
vulsions before  operation,  none  occurred 
after  operation  for  the  abscess.  In  the 
abscess  cases  massive  adhesions  take 
place  between  the  brain,  meninges,  and 
scalp.  Therefore,  brain  damage  and 
adhesions  do  not  always  result  in  con- 
vulsions. It  is  believed  that  the  abnor- 
mal pull,  drag,  or  push  on  the  cortex 
without  decompressive  effect  may  have 

* Gunshot  wounds  and  craniocerebra  injuries  in  the 
newborn  will  be  omitted  in  this  paper. 


something  to  do  with  the  production  of 
the  convulsions. 

In  this  day  and  age  when  the  word 
“compensation”  comes  to  the  fore  so 
frequently,  one  is  likely  to  be  influenced 
directly  or  indirectly  by  the  side  of  the 
fence  on  which  one  sits.  One  should  not 
glibly  dismiss  the  possibility  that  severe 
brain  damage  may  have  occurred.  In  one 
instance  a good  neurologist  wrote  a long 
report  for  the  carrier  about  a claimant 
who  had  sustained  a fissured  fracture  of 
the  skull,  and  stated  that  he  could  make 
out  no  objective  findings,  that  the  claim- 
ant was  exaggerating,  and  that  his  state- 
ments were  not  reliable.  I had  seen 
the  same  claimant  in  the  service  at 
Bellevue  Hospital  immediately  after  he 
was  injured,  and  his  external  ear  was 
full  of  brain  substance  which  had  been 
sheared  off  at  the  time  of  the  fracture, 
followed  by  leakage  of  bloody  cerebro- 
spinal fluid  for  five  days. 

In  five  instances  I observed  the  presence 
of  a large  collection  of  fluid  beneath  the 
dura  before  reading  Naffziger’s  paper28 
on  the  same  subject.  The  first  patient 
had  received  a glancing  blow  from  a 
bullet  without  skull  fracture.  He  was 
considered  a “post- traumatic  psycho- 
neurosis” case  by  the  N.  P.  staff  in  a 
veterans’  hospital.  At  the  request  of 
the  staff,  purely  for  psychologic  reasons, 
I made  a burr  hole  in  the  skull  beneath 
the  healed  bald  spot  in  the  left  frontal 
region  where  the  bullet  had  knocked  the 
hair  off.  This  was  done  under  local 
anesthesia.  Much  to  my  surprise,  an 
enormous  outpouring  of  subdural  fluid 
occurred  when  the  dura  was  nicked. 
As  the  fluid  began  to  pour  out  of  the 
dural  incision,  the  patient  stated  that  his 
headache  was  becoming  less  for  the  first 
time  since  his  injury.  His  headache 
disappeared  completely  without  return 
during  the  subsequent  eight  months  fol- 
low-up period.  This  experience  taught 
me  a lesson. 

It  is  remarkable  how  quickly  one  may 
say  that  the  patient  who  has  sustained  a 
head  injury  is  just  a neurotic  or  neuras- 
thenic person.  One  should  consider  that 
the  brain  is  a very  strange  organ,  that  its 
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exact  mechanism  of  function  is  little 
understood  or  known,  and  that  the  dif- 
ference between  the  brains  of  sane  and 
insane  people  who  have  not  sustained 
trauma,  may  be  so  slight  that  it  cannot 
be  recognized.  Therefore,  given  a pa- 
tient who  has  sustained  brain  injury  to 
an  unknown  degree,  it  behooves  the 
“expert”  to  be  quite  cautious  in  making 
a too  positive  statement  about  what  the 
patient  does  and  does  not  suffer. 

In  their  closing  remark  in  a paper  on 
this  subject,  Strauss  and  Savitsky40 
wisely  state:  “The  whole  subject  of 

trauma  and  the  nervous  system  needs 
considerable  house-cleaning.  We  must 
divest  ourselves  of  prejudices.  Schools 
of  thought  should  have  no  place  in  medi- 
cine. We  should  all  belong  to  one  school 
whose  aim  is  to  seek  the  truth  and  allevi- 
ate the  suffering  of  the  injured.” 

Among  the  many  good  papers  which 
have  been  written  on  the  subject  of  head 
injuries  I should  like  to  suggest  that  one 
could  be  benefited  especially  by  reading 
the  papers  of  Munro,27  Coleman,5  Fay,13 
Kennedy,20,21  and  Wortis. 44,45 

140  East  54th  Street 
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Discussion 

Dr.  John  E.  Scarff,  New  York  City — Dr.  King, 
in  his  excellent  article  has  covered  the  subject  of 
head  injury  so  thoroughly  that  little  new  can  be 
added  by  discussion.  It  may  be  proper,  how- 
ever, to  re-emphasize  three  or  four  of  the  more 
important  points  of  Dr.  King’s  paper. 

As  has  been  indicated,  any  severe  blow  to  the 
head  may  result  in  effects  of  three  kinds:  (1)  in- 
juries to  the  coverings  of  the  brain,  that  is,  the 
skin  and  the  skull ; (2)  injuries  to  the  brain  itself 
in  the  nature  of  concussion  with  its  subsequent 
edema;  and  (3)  intracranial  hemorrhage. 

In  regard  to  injuries  of  the  first  type,  I should 
really  like  to  emphasize  the  importance  of  treat- 
ing, with  the  most  meticulous  care,  all  lacera- 
tions of  the  scalp  that  have  been  accompanied 
by  a severe  blow  to  the  head.  The  first  objective 
is  sterilization  of  the  wound  by  debridement  and 
free  use  of  antiseptics;  and  the  second  objective 
• is  transformation  of  the  ragged,  dirty  wound  into 
a clean,  well-approximated  surgical  wound.  The 
reason  for  the  importance  of  this  lies  in  the  fact 
that  whereas  a patient  may  show  only  a lacerated 
scalp  when  seen  a few  minutes  after  an  injury, 
twenty-four  hours  later  the  same  patient  may 
show  signs  of  an  intracranial  blood  clot  which 
necessitates  exploration  of  the  cranial  cavity 
through  the  area  of  the  original  laceration.  If 
this  wound  is  clean,  this  exploration  may  be 
conducted  with  safety.  If  it  is  not  clean,  this 
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relatively  simple  exploration  can  only  be  carried 
out  with  great  danger  of  producing  meningitis  or 
an  intracranial  abscess.  My  own  practice  is  to 
use  70  per  cent  alcohol  freely  within  the  wound 
and,  after  debridement,  to  make  a careful  closure 
of  skin  edges  without  drainage.  I am  aware 
that  there  will  be  those  who  will  object  to  the 
use  of  alcohol  in  this  manner  on  the  grounds  that 
it  will  produce  fixation  of  tissue  within  the  wound. 
For  my  own  part,  I prefer  to  have  superficial 
fixation  of  traumatized  tissue  to  a depth  of  1 or 
2 mm.  rather  than  have  live  organisms  remaining 
in  the  wound  with  subsequent  infection. 

Regarding  the  treatment  of  cerebral  edema, 
there  is  nothing  that  I can  add  to  Dr.  King’s 
statements  excepting  emphasis.  It  is  well  known 
that  following  trauma  the  brain  swells  consider- 
ably, and  everyone  agrees  that  it  would  be  desir- 
able to  allow  it  more  space.  However,  no  form 
of  decompression  has  proved  anywhere  near 
adequate  in  neutralizing  the  swelling,  and  the 
only  effect  of  decompression  is  to  provide  a weak 
point  in  the  limiting  membranes  of  the  brain, 
which  permit  herniation  of  the  brain  with  rup- 
ture of  cortex  and  subsequent  shock  to  the  pa- 
tient. Practically  all  neurosurgeons  are  now 
agreed  that  the  proper  treatment  of  cerebral 
edema  is  by  dehydration  and  not  by  surgical 
decompression. 

Intracranial  hemorrhage  is  of  three  types: 

A.  Hemorrhage  associated  with  fractures  of 
the  cranial  vault.  In  these  cases,  hemorrhage 
comes  from  torn  branches  of  the  middle  menin- 
geal artery.  The  bleeding  is  therefore  arterial  in 
nature  and  extradural.  The  indications  are  for 
immediate  evacuation  of  the  clot  and  ligation  of 
the  bleeding  points.  When  this  is  carried  out 
early  and  properly,  complete  recovery  may  be 
expected. 

B.  Hemorrhage  associated  with  fractures  of 
the  base  of  the  skull.  In  these  cases,  hemorrhage 
results  from  tears  in  the  large  venous  sinuses 
running  through  the  dura  at  the  base  of  the 
skull.  The  hemorrhage  is  venous  in  character 
and  is  under  low  pressure.  It  occurs,  usually, 
into  one  or  more  of  the  large  cerebrospinal 
cysternae,  located  close  to  the  sinuses  at  the  base 
of  the  skull.  From  here  the  blood  spreads  out 
through  the  entire  cerebrospinal  fluid  circulation 
and  comes  eventually  to  rest  over  the  surface  of 
the  brain  where  the  blood  corpuscles  plug  the 
small  cerebrospinal  spaces  and  interfere  with 
absorption  of  the  cerebrospinal  fluid.  There  is 
produced  by  this  mechanism  an  acute  hydro- 
cephalus of  nonobstructive  type  and  it  is  this 
that  contributes  most  largely  to  the  death  of 
patients  who  succumb  to  fractures  of  the  base 
of  the  skull.  There  is  no  surgical  approach  that 


will  reach  the  bleeding  point  and  no  decompres- 
sive measure  that  will  aid.  The  only  rational 
treatment  is  an  attempt  to  remove  the  bloody 
debris  found  in  the  cerebrospinal  fluid  by  means 
of  frequent  lumbar  punctures,  and  thereby  pre- 
vent the  development  of  acute  hydrocephalus. 

C.  Hemorrhage  within  the  cerebral  cortex 
itself  may  occur  as  a result  of  severe  blows  to  the 
head.  Here  the  bleeding  almost  always  “points” 
into  the  ventricles  whence  the  blood  eventually 
reaches  the  general  cerebrospinal  fluid  circulation 
and  tends  to  produce  nonobstructive  hydro- 
cephalus by  the  mechanism  outlined  in  the  pre- 
ceding paragraph.  In  addition,  these  cases  are 
usually  accompanied  by  severe  shock.  Treat- 
ment for  this  kind  of  hemorrhage  is  largely  the 
same  as  for  hemorrhage  at  the  base,  as  outlined 
previously. 

It  is  obvious,  from  the  above  discussion,  that 
out  of  all  those  factors  that  collaborate  to  pro- 
duce increased  intracranial  tension  following  an 
acute  trauma  to  the  head,  the  only  one  that  can 
be  treated  by  surgery  is  the  extradural  hemor- 
rhage. The  important  point,  therefore,  is  to 
recognize  the  presence  of  such  a hemorrhage. 
Occasionally  this  can  be  done  from  the  history 
alone.  A typical  and  classic  example  is  that  of 
a boy  who  is  struck  in  the  temple  with  a baseball. 
He  recovers  from  the  immediate  concussion,  but 
after  a few  minutes  or  hours  of  lucidity  again 
becomes  drowsy  and  stuporous,  and  develops  a 
hemiplegia.  In  the  presence  of  such  a history, 
the  diagnosis  of  extradural  hemorrhage  from  the 
middle  meningeal  artery  is  almost  certain.  Too 
often,  however,  the  unconsciousness  resulting 
from  the  concussion  alone  continues  for  a longer 
period  of  time  and  merges,  indistinguishably, 
from  the  coma  developing  as  a result  of  an  in- 
creasing intracranial  hemorrhage.  In  these 
cases  it  is  often  entirely  impossible,  by  purely 
clinical  means,  to  say  definitely  whether  or  not 
the  patient  has  an  extradural  hemorrhage.  In 
such  instances,  whenever  a patient  with  a head 
injury  continues  to  have  an  unfavorable  and 
downhill  course  under  the  conservative  type  of 
treatment,  then  it  is  important  to  determine  the 
presence  or  absence  of  an  extradural  clot  by 
means  of  bilateral  trephination.  The  early  and 
widespread  use  of  bilateral  trephination  for 
diagnosis  purposes  I consider  to  be  the  most 
important  single  advance  of  recent  years  in  our 
management  and  treatment  of  head  injury.  If 
the  trephination  reveals  no  hemorrhage,  very 
little  has  been  lost;  whereas  if  trephination 
reveals  hemorrhage,  a great  deal  has  been  gained. 

Regarding  the  technic  in  trephination,  two 
points  should  be  stressed: 

1 Trephination  should,  in  most  instances. 
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be  bilateral.  There  are  two  reasons  for  this.  In 
the  first  place,  as  pointed  out  by  Dr.  King,  in 
50  per  cent  of  the  cases  it  is  impossible  to  tell 
from  neurologic  signs  upon  which  side  of  the 
brain  the  bleeding  exists;  and  secondly,  very 
often  the  hematomata  are  bilateral. 

2.  A second  point  to  be  stressed  is  the  site  of 
election  for  the  trephination.  In  my  opinion,  it 
is  desirable  that  this  be  just  above  the  zygoma, 
for  here  it  is  possible  to  control  the  main  branch 
of  the  middle  meningeal  artery.  To  attempt  to 
seek  out  the  many  possible  bleeding  points  on  the 
convexity  of  the  dura  is  often  an  impossible  tech- 
nical job  and  would  produce  so  much  shock  as  to 
defeat  its  own  end. 

In  summary,  therefore,  I have  emphasized 
three  points  in  Dr.  Kings’s  paper: 

1.  The  importance  of  converting  lacerations 
of  the  scalp  when  accompanied  by  trauma  to  the 
head  as  early  as  possible  into  clean,  well-approxi- 
mated surgical  wounds. 

2.  Secondly,  the  superiority  of  treating  cere- 
bral edema  by  dehydration,  rather  than  by 
surgical  measures. 

3.  Finally,  the  early  and  frequent  use  of  the 
bilateral  exploratory  or  diagnostic  trephination 
in  patients  who  progressively  fail  under  the 
conservative  form  of  treatment. 


Dr.  Edwin  G.  Ramsdell,  New  York  City — Out 
of  a very  large  experience,  Dr.  King  has  presented 
the  fundamental  principles  that  should  guide  us 
in  the  treatment  of  head  injuries.  From  scalp 
wounds  to  subdural  hematomata,  he  has  covered 
the  entire  subject.  He  has  very  tactfully  avoided 
endorsing  any  “school”  of  therapy,  and  has 
stressed  the  point  that  these  patients  must  be 
studied  and  carefully  observed  from  hour  to 
hour.  Neither  dehydration,  lumbar  puncture, 
nor  surgical  decompression  should  be  done 
routinely,  but  only  as  specifically  indicated. 

This  is  a tremendously  important  subject. 
Over  100,000  skulls  are  fractured  annually  in  the 
United  States,  with  an  average  mortality  of  25 
per  cent.  The  automobile  is  responsible  for 


about  60  per  cent  of  these  casualties.  Because 
64  per  cent  of  automobile  accidents  occur  in  the 
rural  districts,  the  problem  of  the  fractured  skull 
is  brought  to  the  small  general  hospitals  of  the 
country.  The  general  surgeon  is  interested  and 
is  handling  a good  percentage  of  these  cases. 

A study  of  head  injuries  has  recently  been 
made  at  the  White  Plains  Hospital,  which  is 
representative  of  the  average  suburban  hospital 
service.  One  hundred  and  sixty  consecutive 
cases  of  head  injury,  including  111  skull  fractures, 
have  been  analyzed.  Sixty  of  these  recovered 
without  dehydration,  lumbar  puncture,  or  opera- 
tion. Seventy-one  required  treatment  by  de- 
hydration and  lumbar  puncture.  In  this  group 
there  were  13  deaths,  or  18.3  per  cent  mortality. 
Thirty-eight  cases  required  operation.  In  this 
group  there  were  15  deaths,  or  a mortality  of 

39.4  per  cent. 

The  total  mortality  in  the  entire  series  was 

17.5  per  cent. 

This  approximates  the  15  per  cent  mortality 
that  Munro  has  arbitrarily  suggested  as  the 
“maximum  permissive  mortality.” 

This  result  has  been  accomplished  by  following 
the  principles  outlined  by  Dr.  King. 

Absolute  rest  and  quiet,  with  hourly  observa- 
tions of  pulse  and  blood  pressure  are  the  only 
routine  procedures.  Morphine  is  not  given  and 
x-ray  examinations  are  not  attempted.  We  feel 
very  strongly  that  an  x-ray  of  the  head  during 
the  first  few  hours  following  an  injury  is  contra- 
indicated. 

With  signs  of  increasing  intracranial  pressure, 
dehydration  treatment  is  commenced  and  lumbar 
puncture  is  done.  If  it  is  indicated,  lumbar 
puncture  is  repeated  at  twelve-hour  intervals. 

Operation  is  reserved  for  cases  of  depressed 
fracture  of  the  vault,  so  often  compounded  and 
potentially  infected,  and  for  those  other  cases 
who  do  not  respond  to  dehydration  and  lumbar 
puncture. 

We  feel  that  surgical  decompression,  as  a rule, 
should  be  deferred  as  long  as  possible,  except  of 
course  in  those  dramatic  cases  of  extradural  and 
localized  subdural  hemorrhage. 


NOT  “TOO  MANY  DOCTORS”  EVERYWHERE 


Quite  accidentally,  a radio  “Man-on-the- 
Street”  program  in  a western  state  a few  weeks 
ago  happened  to  interview  a man  who  said  he 
was  a doctor  who  desired  to  become  established 
in  a practice.  Responses  at  once  came  in  in  72 


letters,  11  telephone  calls,  and  one  telegram  from 
64  towns  that  wanted  doctors  in  Nebraska,  Kan- 
sas, Iowa,  South  Dakota,  Minnesota,  Missouri, 
and  Wyoming.  The  list  of  towns  is  published  in 
the  Nebraska  State  Medical  Journal  for  February. 


AMENORRHEA  AND  STERILITY 

X-ray  Treatment  with  Subsequent  Birth  of  Normal  Children 

Ira  I.  Kaplan,  M.D.,  New  York  City 

{Director,  Radiation  Therapy  Department,  Bellevue  Hospital;  Associate  Radiologist,  Lenox  Hill 

Hospital,  New  York  City ) 


One  of  the  saddest  conditions  the 
gynecologist  or  obstetrician  is  called 
upon  to  treat  is  that  of  married  women 
who  apparently  desire  to  have  children, 
but  are  sterile.  So  poignant  is  the 
demand  for  relief  in  some  cases,  that  the 
patient  will  stop  at  nothing  from  legiti- 
mate medical  methods  to  voodooism, 
for  not  infrequently  it  means  that  the 
home  will  be  broken  up  if  sterility 
persists.  Notwithstanding  increasingly 
grave  economic  conditions,  which  make 
it  difficult  today  to  bring  up  children, 
very  many  sufferers  from  sterility  ur- 
gently request  help  in  order  to  be  able  to 
become  mothers. 

In  most  instances  the  patient  has  al- 
ready been  examined  for  the  presence  of 
pathologic  conditions  including  the  vari- 
ous tests  for  patency  of  the  tubes,  and 
in  all  instances  have  had  some  form  of 
endocrine  therapy,  but  without  result. 

We  know,  of  course,  that  not  all  cases 
of  sterility  are  the  result  of  female  dis- 
orders; that  often  the  male  is  at  fault 
and,  as  Kleegman1  stresses,  it  is  ex- 
tremely important  to  examine  the  male 
before  treating  the  female  for  sterility. 

Because  the  usual  therapeutic  measures 
have  proved  unavailing,  clinicians  have 
long  looked  for  another  source  for  re- 
lieving amenorrhea  and  associated  steril- 
ity, and  this  new  system  of  therapy  has 
been  developed  upon  the  basis  of  our 
knowledge  of  the  effect  of  x-ray  on  human 
tissues  and  organs.  Originally  only  the 
destructive  effects  of  irradiation  had  been 
considered  of  therapeutic  value.  Nowa- 
days, however,  since  we  have  a better 
understanding  of  the  physiologic  re- 
sponses of  body  functions  to  irradiation, 


x-ray  therapy  is  successfully  employed 
to  control  various  endocrine  dyscrasias 
and  dysfunctions  of  vital  organs. 

Functional  disturbances  associated  with 
gynecologic  conditions  were  among  the 
first  of  the  abnormal  phases  effectively 
treated  by  irradiation.  Because  this 
procedure  at  first  was  found  to  be  a 
specific  therapy  for  suppressing  men- 
struation, it  was  quite  logically  supposed 
that  if  properly  employed  in  smaller 
dosages  it  might,  instead  of  suppressing 
the  menses,  stimulate  these  functions 
which,  for  one  reason  or  another,  were 
dormant  or  sluggish.  Thus  it  was  that 
x-ray  therapy  was  suggested  for  the 
treatment  of  amenorrhea  and  sterility. 

In  1926  Rubin2  reported  successful 
results  in  the  treatment  of  patients  with 
amenorrhea  and  sterility  by  x-ray  ther- 
apy. In  1927  Seitz3  reported  118  suc- 
cessful results  of  209  cases  of  amenor- 
rhea treated  in  this  manner.  Recently 
Mazer  and  Spitz4  reported  beneficial 
results  in  50  per  cent  of  cases  in  their 
series  treated  for  sterility. 

We5  have  already  published  the  re- 
sults of  our  previous  work  in  treating 
these  conditions,  and  recently  Friedman6 
has  published  the  report  of  treating  9 
cases  of  amenorrhea  due  to  endocrinopa- 
thies  with  good  results. 

The  results  shown  in  our  present  study 
have  served  to  strengthen  our  belief 
that  in  no  other  field  of  gynecology  is 
irradiation  more  helpful  and  promising 
than  in  the  treatment  of  functional 
disturbances  of  the  ovary  and  of  steril- 
ity. 

Although  as  long  ago  as  1905  Hal- 
berstaedter7  first  definitely  demonstrated 
the  State  of  New  York, 
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the  sensitivity  of  the  ovaries  to  x-rays, 
the  nature  of  this  reaction  has  not  as  yet 
been  made  fully  clear,  nor  has  the  bi- 
ologic action  on  the  ovary  been  entirely 
explained.  We  can  only  review  some  of 
the  important  experimental  work  done 
within  recent  years. 

The  interrelationship  between  the  pitui- 
tary, thyroid,  and  ovary  has  been  recog- 
nized for  many  years.  Very  recently, 
however,  Hartman8  and  his  co-workers, 
who  previously  definitely  demonstrated 
the  indispensability  of  the  pituitary 
to  menstrual  bleeding,  suggested  that  for 
the  present  the  pituitary  gland  can  be 
disposed  of  as  the  cause  of  menstruation. 
But  Lacassagne9  holds  that  one-third 
of  the  anterior  lobe  of  the  pituitary  is 
alone  sufficient  to  preserve  genital  ac- 
tivity and  that  a definite  minimum  of 
anterior  lobe  is  required  to  maintain 
normal  physiologic  balance  of  ovarian 
function.  Mazer  and  Andrussier10  em- 
phasize the  definite  dependence  of  ovarian 
function  upon  the  hormonal  stimulation 
from  the  pituitary.  However,  Crossen11 
states  that  ovarian  function  is  activated 
by  the  pituitary,  and  Ashheim  and 
Zondek12  prove  that  the  pituitary  pro- 
duces its  effect  only  when  the  ovary  is 
present.  According  to  Allen,13  the  an- 
terior pituitary  controls  and  maintains 
the  action  of  the  ovaries,  and  Novak14 
ascribes  this  control  to  the  gonadotropic 
hormones  produced  by  the  basophile 
cells  of  the  pituitary.  Mazer  agrees  with 
Frank15  that  the  normal  menstrual  cycle 
depends  upon  the  balanced  activity  of  the 
two  ovarian  hormones. 

X-ray  Action 

Beclere16  was  the  first  to  report  the 
effect  of  x-ray  on  the  pituitary.  Lacas- 
sagne has  shown  that  the  anterior  lobe 
of  the  pituitary  is  most  resistant  to  de- 
struction by  irradiation  and  that  there- 
fore therapeutic  irradiation  of  the  pitui- 
tary is  not  harmful.  Werner17  found  that 
x-ray  treatment  of  the  pituitary  stimu- 
lates menstrual  reaction,  and  because  of 
this  so-called  stimulative  action  Borak18 
suggests  pituitary  irradiation  for  moderat- 
ing climacteric  symptoms  of  early  meno- 


pause. Katz  and  Parker19  state  that 
from  close  study  and  experience  they 
are  of  the  opinion  that  x-ray  therapy  to 
the  pituitary  is  far  more  beneficial  in  the 
correction  of  functional  disorders  of  the 
female  than  any  endocrine  preparation 
now  available. 

Does  x-ray  act  mechanically,  as  in  the 
case  of  polycystic  ovaries,  which  are 
relieved  (Stein  and  Leventhal20)  by 
mechanical  destruction  of  the  cysts?  In 
our  series,  1 case  had  cystic  ovaries 
proved  at  operation.  Sterility  was  re- 
lieved by  x-ray  therapy,  perhaps  by 
destruction  of  the  cysts.  Does  it  destroy 
the  corpus  luteum,  which  suppresses 
menstruation,  according  to  Corner,  or 
does  it  stimulate  general  endocrinologic 
action  and  reaction  in  the  body,  setting 
in  motion  the  normal  interchange  of 
hormones  which  produces  normal  pitui- 
tary, ovarian,  and  uterine  function  and 
thus  allows  for  menstruation  and  sub- 
sequent pregnancy? 

Does  the  x-ray  destroy  this  inhibitory 
function  of  the  corpus  luteum?  In  our 
series,  in  which  52  patients  became  preg- 
nant following  x-ray  treatment,  10  cases 
had  had  previous  pregnancies,  6 of  whom 
bore  normal  children,  and  4 miscarried. 
Perhaps  these  had  a persistent  corpus 
luteum  that  inhibited  menstruation  and 
caused  subsequent  sterility.  X-ray  ther- 
apy,  by  destroying  the  corpus  luteum, 
permitted  these  patients  to  menstruate, 
conceive,  and  deliver  normal  children. 

Theories  as  to  Amenorrhea 

Corner21  states  that  progestin,  the 
hormone  of  the  corpus  luteum,  will  help 
cases  of  sterility  and  habitual  abortion 
caused  by  lack  of  corpus  luteum,  as  it 
acts  to  suppress  menstruation.  Allen 
says  experiments  have  shown  that  sur- 
gical removal  of  the  corpus  lutea  produces 
amenorrhea  or  sterility,  as  Stein  and 
Leventhal  have  shown. 

Wilson  and  Kurzrok22  state  that  actual 
bleeding  occurs  only  if  the  bleeding 
hormone  is  not  inhibited  by  the  corpus 
luteum  hormone.  Recently  Frank23 
stated  that  there  is  no  demonstrable 
evidence  pointing  to  either  a primary 
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pituitary  or  a primary  ovarian  causation 
of  amenorrhea.  In  Zondek’s24  opinion, 
excess  follicular  hormone  postpones  men- 
struation and  produces  amenorrhea. 

Mazer  and  Andrussier  assert  that 
organotherapy  is  far  less  effective  than 
irradiation  of  the  endocrine  glands  in 
the  successful  re-establishment  of  men- 
strual periodicity.  Frank  definitely  states 
that  no  useful  purpose  is  served  by  pre- 
scribing estrogens  for  amenorrhea.  Ac- 
cording to  Mazer,  Israel,  and  Kader,25 
x-ray  irradiation  perhaps  inhibits  over- 
action of  the  ovarian  hormone  stimulus 
and  stimulates  the  corpus  luteum  secre- 
tory action,  thereby  promoting  proper 
ovulation  and  affording  relief  of  sterility. 
Taylor26  likewise  has  shown  that  organo- 
therapy is  of  little  value  in  controlling 
mastitis  associated  with  menstrual  dis- 
orders, and  states  that  x-ray  therapy  is 
often  of  definite  therapeutic  value  in  this 
condition,  the  x-rays  achieving  the  result 
through  the  endocrine  system. 

Wolfe,27  investigating  endometrial  bi- 
opsies obtained  from  cases  of  amenor- 
rhea, states  that  the  system  may  be  the 
result  of : 

1.  Absence  of  function  of  the  anterior 
pituitary  lobe  where  the  gonadotropic 
hormones  originate.  The  endometrium 
is  atrophic. 

2.  Excessive  amount  of  follicle  stimu- 
lating hormone,  producing  single  or  mul- 
tiple granulosa  cysts  in  the  ovary  with- 
out corpus  luteum  formation.  The  endo- 
metrium is  hyperplastic  (polyhormonal 
amenorrhea  of  Zondek). 

3.  Excess  of  luteinizing  gonadotropic 
hormone,  which  results  in  a persistent 
cystic  corpus  luteum  of  the  ovary.  The 
endometrium  is  in  the  premenstrual 
phase. 

In  Wolfe’s  opinion  x-ray  therapy 
directed  to  the  pelvis  is  of  no  avail  in 
Group  1,  yet  we  have  very  numerous 
instances  of  apparent  stimulation  of 
pituitary  function  in  this  group.  In 
Group  2,  the  x-ray,  he  states,  destroys 
the  persistent  follicle,  resulting  in  ano- 
vulatory bleeding,  and  the  results  are 
generally  good.  In  Group  3,  x-ray  by 
destroying  the  persistent  corpus  luteum 


causes  bleeding  from  a premenstrual 
endometrium.  In  our  work  in  the  treat- 
ment of  neoplasms  we  have  had  frequent 
examples  of  actual  tissue  destruction  by 
x-rays  and  can  readily  conceive  of  such  a 
result  on  the  follicle  cysts. 

In  our  opinion  no  other  treatment  as 
yet  devised,  including  organotherapy, 
has  yielded  as  satisfactory  or  equally 
good  results. 

The  early  enthusiasm  aroused  by  endo- 
crine studies  along  this  line  has  so  far  been 
followed  by  disappointment.  Stein  and 
Leventhal  have  shown  that  endocrine 
therapy  is  fruitless  in  cases  of  cystic 
ovaries,  amenorrhea,  and  sterility,  and 
Frank  states  that  estrogens  are  of  little 
avail  in  this  treatment.  We  can  support 
these  opinions,  for  many  of  our  patients 
were  given  irradiation  only  after  pro- 
longed endocrine  therapy  had  proved  un- 
availing. 

Taylor28  is  of  the  opinion  that  x-ray 
therapy  in  small  doses  as  given  by  us  is 
distinctly  a stimulating  action. 

In  every  instance  some  form  of  endo- 
crine therapy,  including  tablets  of  ovar- 
ian substances  and  the  newer  hormonal 
substances,  had  been  used  but  with  no 
result.  All  the  cases  had  previously  been 
examined  for  gynecologic  abnormalities. 
In  many  histories  previous  tubal  in- 
sufflation was  recorded,  and  in  a large 
number  of  instances  the  husband  had 
been  examined  for  potency. 

In  a number  of  cases  previous  surgical 
corrective  measures  or  curettage  were 
carried  out  without  relief  of  symptoms. 
In  1 case  artificial  insemination  had  been 
tried  three  times  with  no  result. 

Treatment  in  all  cases  was  limited  to 
irradiation  with  high  voltage  x-ray  ad- 
ministered in  small  doses  to  the  ovaries, 
the  pituitary,  and  in  a few  instances  to 
the  thyroid. 

The  factors  used  were:  200  kv.,  4 

ma.,  with  0.5  mm.  Cu  plus  1 mm.  A1 
filter,  with  a target  distance  of  30-40 
cm.,  and  treatment  directed  through 
anterior  and  posterior  right  and  left  pelvic 
fields  of  9 by  12  to  10  by  15  cm.,  and 
to  the  pituitary  area  on  the  skin  through 
a 6 by  8 cm.  field.  The  dose  given  was 
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75-150  r (measured  in  air)  per  field  at 
weekly  intervals  for  three  weeks.  The 
anterior  pelvis  was  treated  the  first  week, 
the  posterior  the  second,  and  the  an- 
terior again  the  third  week.  Occasion- 
ally a fourth  treatment  was  given.  The 
pituitary  was  treated  at  the  same  session 
as  the  anterior  pelvis. 

All  cases  received  x-ray  therapy  to  the 
pelvis  and  104  received  additional  treat- 
ment to  the  pituitary.  In  6 cases  the 
thyroid  also  was  treated. 

Analysis  of  Cases 

The  amenorrhea  suffered  by  the  pa- 
tients herewith  reported  extended  for 
periods  of  from  one  month  to  fourteen 
years  and  the  sterility  from  one  to  eight- 
een years. 

In  some  cases  the  amenorrhea  or  ster- 
ility occurred  subsequent  to  previous 
pregnancies  or  miscarriages  and  abortion. 
There  were  142  cases  of  married  women 
in  this  group,  124  of  whom  we  have  been 
able  to  follow  up.  The  oldest  was  45 
years  of  age  and  the  youngest  19.  Our 
study  shows  that  the  younger  the  patient, 
the  more  successful  the  results.  Those 
most  successfully  treated  were  within  the 
21  to  29-year  group. 

Results 

Of  the  142  patients  treated,  menstrua- 
tion was  re-established  in  124.  In  52 
instances  subsequent  pregnancy  occurred. 
Of  the  52  who  conceived,  17  did  so  more 
than  once.  Five  women  aborted,  2 
aborted  twice.  Forty-four  went  to  term 
and  delivered  50  normal  babies,  1 woman 
was  pregnant,  in  1 woman  an  ectopic 
pregnancy  developed,  which  was  ter- 
minated by  operation,  and  in  1 case  an 
abnormal  child  was  born.  One  woman 
had  twins,  both  girls  and  both  physically 
and  mentally  normal;  10  women  had 
more  than  one  child.  In  the  group  of 
living  children  there  were  27  boys  and  23 
girls,  and  reports  from  their  parents  have 
disclosed  no  abnormalities  or  physical 
deformities  in  these  children. 

Because  of  the  successful  results 
achieved  through  irradiation  in  the  large 
number  of  cases  in  our  series,  with  sub- 


sequent follow-up  of  children  born  of 
irradiated  mothers,  we  feel  warranted  in 
reiterating  our  previous  conclusion  that 
irradiation,  when  properly  given,  is 
harmful  neither  to  mother  nor  to  off- 
spring, and  that  it  has  proved  a valuable 
therapeutic  procedure  for  the  treatment 
of  amenorrhea  and  the  relief  of  sterility. 

55  East  86th  Street 
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Discussion 

Dr.  Howard  C.  Taylor,  Jr.,  New  York  City — 
In  discussing  the  results  of  the  treatment  of  any 
endocrine  condition,  one  must  recognize  at  the 
outset  that  there  will  be  some  successes  attributed 
to  the  treatment  that  are  actually  due  simply  to 
a spontaneous  improvement.  It  is  possible  that 
a few  of  Dr.  Kaplan’s  cures  are  on  this  basis,  but 
the  percentage  is  too  high  to  believe  that  the 
therapy  was  unrelated.  Other  series  of  figures 
corroborate  Dr.  Kaplan’s  findings. 

On  the  other  hand,  I believe  that  Dr.  Kaplan’s 
figures  give  a somewhat  too  optimistic  picture 
of  the  situation.  He  has  reported  a re-establish- 
ment of  menstruation  in  124  of  142  patients 
treated — a cure  rate  of  87  per  cent.  For  sterility 
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there  were  52  conceptions  among  142  cases,  or 
36  per  cent.  These  are  almost  unheard  of 
figures,  and  if  generally  maintained  should  cause 
radiation  to  displace  all  other  forms  of  therapy, 
for  no  other  agent  can  hope  to  approach  these 
percentages  in  the  treatment  of  amenorrhea  or 
sterility  due  to  endocrine  causes. 

The  results  obtained  must,  I feel,  be  attributed 
to  a very  careful  selection  of  cases,  and  I would 
like  especially  to  have  Dr.  Kaplan  discuss  the 
type  of  case  for  which  he  feels  this  therapy  is 
particularly  suited.  It  would  be  of  practical 
value  to  gynecologists,  also,  if  he  would  discuss  for 
us  the  relative  prognosis  of  different  types  of  a- 
menorrhea,  as  for  example,  the  amenorrhea  pres- 
ent since  puberty  and  the  secondary  amenorrhea 
of  varying  duration,  such  as  of  three-months’,  six- 
months’,  twelve-months’,  and  five-years’ standing. 

What  happens  when  the  ovary  is  radiated  by 
a so-called  stimulating  dose  is  hard  to  deter- 
mine. We  have  attempted  to  solve  this  problem 
in  the  gynecologic  and  obstetric  service  at 
Bellevue  Hospital  and  New  York  University 
Medical  School  by  measuring  the  urine  output 
of  ovarian  hormone  before  and  after  x-ray.  To 
do  this  we  have  collected  all  the  urine  the 
patient  excretes  during  the  month  before  her 
x-ray  and  have  analyzed  this  in  three-day  sam- 
ples for  estrogenic  hormone.  We  have  later, 
after  the  x-ray  therapy,  studied  the  patient 
again  to  see  if  the  rate  of  hormone  excretion  has 
increased.  The  work  is  laborious  and  we  have 
analyzed  only  5 cases  to  date.  Our  selection  of 
cases  has  been  somewhat  unfortunate.  The 
patients  were  all  cases  of  amenorrhea  of  long 
standing  and  low  estrogen  excretion.  None  has 
menstruated  following  treatment  and  in  none 
has  there  been  any  increased  excretion  of  estro- 
genic hormone.  We  are  inclined  to  believe  that 
the  successes  with  x-ray  therapy  are  perhaps 
obtained  in  the  cases  of  so-called  hyperhormonal 
amenorrhea,  and  we  have  not  yet  found  such  a 
case  for  study. 

I believe  that  Dr.  Kaplan  performs  a valuable 
service  in  keeping  this  important  subject  before 
the  medical  public. 

Dr.  Samuel  A.  Wolfe,  Brooklyn,  New  York — 
Dr.  Kaplan  is  to  be  congratulated  upon  the 
excellence  of  his  results,  which  positively  illus- 
trate the  value  of  x-ray  in  the  treatment  of 
amenorrhea  and  concomitant;  sterility.  It  is  to 
be  regretted,  however,  that  clinical  data  are  not 
more  complete.  Details  regarding  endocrino- 
logic  stigmata,  anthropometric  measurements, 
hormonal  assay  of  blood  and  urine,  and  endo- 
metrial biopsy  all  throw  light  on  the  underlying 
cause  of  amenorrhea. 


Endometrial  biopsy  is  of  special  importance, 
for  the  morphology  of  the  uterine  mucosa  ob- 
tained from  amenorrheic  patients  reveals  the 
varied  physiologic  aberrations.  With  complete 
ovarian  failure  the  uterine  mucosa  shows  marked 
atrophy.  X-ray  in  this  group  is  of  no  avail. 
Incomplete  maturation  of  the  follicle  produces 
an  irregular  pattern  of  the  proliferative  phase 
characterized  by  glands  of  the  interval  type  lined 
by  hypertrophic  cells.  The  stroma  is  edematous 
and  the  vessels  are  congested.  The  ovaries  con- 
tain persisting  granulosa  cell  cysts  but  lutein 
bodies  are  not  found.  In  more  advanced  cases 
of  this  type  glandular-cystic  hyperplasia  results. 
A premenstrual  endometrium  is  rarely  encoun- 
tered, indicating  a persisting  corpus  luteum  cyst 
as  the  cause  of  the  amenorrhea.  Paradoxically, 
the  endometrial  patterns  of  irregular  estrin  phase 
and  glandular-cystic  hyperplasia  are  also  found 
in  the  cases  of  functional  bleeding  from  the  fe- 
male genital  tract.  Before  complete  knowledge 
of  endocrinologic  physiology  was  established, 
these  cases  were  successfully  treated  by  the  use 
of  x-ray  or  radium.  In  a series  of  22  cases  of 
puberty  bleeding  with  glandular  cystic  hyper- 
plasia reported  in  1926,  the  speaker  obtained 
uniform  success  by  intrauterine  application  of 
200-350  mg.  hours  of  radium.  It  is  not  sur- 
prising, therefore,  that  good  results  are  obtained 
by  x-ray  in  amenorrhea  patients  with  similar 
pathologic  findings.  The  difference  in  sympto- 
matology is  dependent  upon  the  estrin  level 
maintained  by  the  granulosa  cells  of  the  per- 
sisting follicular  cysts.  A drop  of  blood  estrin  is 
the  causative  mechanism  in  bleeding.  A con- 
stant estrin  content  in  the  blood  produces  only 
amenorrhea  even  though  the  endometrial  pattern 
is  the  same  in  the  bleeding  and  nonbleeding 
cases. 

Since  granulosa  cells  in  the  persisting  follicular 
cysts  are  markedly  radiosensitive,  x-ray  therapy 
or  intrauterine  radium  causes  prompt  necrosis. 
Secretion  of  estrin  is  halted.  The  estrin  content 
of  the  blood  accordingly  drops  and  vaginal  bleed- 
ing appears.  The  inhibition  to  the  pituitary 
gland  is  removed  and  a normal  pituitary-ovarian 
cycle  is  reinstituted  Ovulation  and  menstrua- 
tion accordingly  follow  and  ultimate  pregnancy 
occurs  if  there  are  no  other  inhibiting  factors. 
In  the  light  of  these  facts  the  success  of  x-ray  or 
radium  treatment  in  amenorrhea  is  explained. 
Both,  however,  should  be  employed  only  when 
treatment  with  standard  endocrinologic  prepara- 
tions has  been  unsuccessful.  Dr.  Kaplan  has 
earned  our  commendation  for  his  excellent  thera- 
peutic results  empirically  obtained  before  the 
physiology  of  amenorrhea  was  fully  under- 
stood. 
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Dr.  I.  Seth  Hirsch,  New  York  City — First  a 
word  to  clear  the  historical  record  of  this  subject. 
I treated  my  first  case  of  amenorrhea  with  small 
doses  of  x-ray  with  the  purpose  of  producing  a 
normal  menstrual  cycle  in  February,  1923.  I 
was  not  the  first  to  suggest  this  form  of  therapy 
for  ovarian  hypofunction.  Van  de  Veld  and 
Frankel,  on  a suggestion  of  Opitz  and  the  experi- 
mental work  of  Geller,  reported  in  1914  and  1915 
on  the  use  of  x-rays  for  the  regulation  of  the 
menstrual  cycle  by  small  doses  of  radiation,  and 
Flatau,  in  1922,  and  also  Linzenmeier,  in  the 
Zentralb.  f.  Gyndk.,  published  cases  of  altered 
menstruation  in  which  the  menstrual  cycle  re- 
turned to  normal  as  a result  of  small  doses  of 
radiation  applied  to  the  ovarian  region.  Preg- 
nancy followed  in  some  of  these  cases.  A large 
series  was  also  reported  by  Thaler  in  1923. 

The  first  case  that  I treated  was  a woman  of 
28  years  who  had  not  menstruated  for  eighteen 
months.  She  received  treatment  to  the  right 
anterior  pelvic  portal  on  February  4,  1923,  and 
to  the  left  anterior  pelvic  portal  on  February  10, 
1923.  On  March  17,  1923,  she  flowed  for  three 
days.  So  dramatic  and  prompt  were  the  results 
that  I was  stimulated  to  continue  this  work  and 
spoke  of  it  most  enthusiastically. 

In  1926  I was  able  to  publish  the  results  of 
treatment,  by  this  method,  of  38  cases  of  amenor- 
rhea. In  25  of  this  group  more  or  less  regular 
menstruation  followed  the  treatment,  and  preg- 
nancies followed  in  18  per  cent  of  the  successful 
cases.  I published  two  papers  in  that  year,  one 
in  Radiology,  August,  1926,  and  one  in  Surgery, 
Gynecology  and  Obstetrics,  November,  1926. 
Before  this  report,  Dr.  A.  J.  Rongy,  to  whom 
I am  indebted  for  many  of  the  cases  treated,  pre- 
sented a report  on  10  cases  I treated  for  him  to 
the  thirty-sixth  annual  meeting  of  the  American 
Association  of  Gynecologists  and  Abdominal 
Surgeons,  Philadelphia,  Pennsylvania,  Septem- 
ber 19-21,  1923,  which  was  published  in  the 
American  Journal  of  Obstetrics  and  Gynecology  7: 
No.  2 (Feb.)  1924,  so  that  this  in  reality  is  the 
first  publication  on  this  subject  in  English.  I 
cite  this  to  get  the  record  straight  because  the 
reader  of  the  paper  and  his  associates  as  judged 
by  their  publication,  apparently  do  not  know  this. 

I have  now  a record  of  117  cases  with  21  preg- 
nancies. 

I must  admit  being  envious  of  the  ability  of 
the  reader  of  the  paper  to  follow  up  his  cases 
with  such  accuracy  as  to  enable  him  to  give 
actual  statistical  records  of  how  many  cases 
remained  permanently  cured.  I regret  that  I 
have  not  been  able  to  follow  up  all  the  cases  and 
I do  not  know  in  how  many  of  these  cases  in 
whom  the  menstruation  directly  followed  the 


treatment  continued  to  have  normal  menstrual 
cycles.  I suspect  that  in  quite  a percentage 
the  amenorrhea  returned.  But  an  outstanding 
event  like  pregnancy  is  easy  to  record  with 
accuracy. 

Here,  too,  Dr.  Kaplan’s  statistics  are  inter- 
esting, for  he  has  a pregnancy  percentage  of  53 
in  his  successful  cases,  and  in  his  paper  later 
published  in  the  New  York  State  Journal  of 
Medicine  38:  No.  8 (April  15)  1938,  of  117  cases, 
79  were  successful  and  of  these,  44  became  preg- 
nant, giving  about  55  per  cent.  These  are 
extraordinary  results,  but  I cannot  understand 
from  his  report  what  the  indication  for  this 
therapeutic  measure  is  in  4 cases  who  had  not 
been  pregnant  for  only  two  years,  or  in  a case 
of  one-year  sterility  and  amenorrhea  for  three 
months  (is  this  sterility?).  Is  the  treatment 
justified  in  a case  in  which  the  menses  has 
been  irregular  for  three  months  and  the  woman 
has  had  no  child  for  one  year?  And  if  such 
cases  become  pregnant,  can  the  result  be  ascribed 
to  the  treatment?  I am  sure  he  knows  that 
pregnancy  is  a normal  physiologic  process  and 
may  take  place  without  x-ray  treatment. 

The  first  pregnancy  that  occurred  in  my  series 
was  in  a nullipara  of  24  years.  She  was  mar- 
ried four  years,  menses  had  ceased  eighteen 
months  before  marriage  and  after  this  event  was 
irregular  every  three  to  four  months.  The  last 
menstruation  was  four  months  before  treatment. 
She  was  treated  on  April  26,  27,  and  30,  1923. 
Menstruation  followed  regularly,  and  in  March, 
1924,  she  became  pregnant  and  gave  birth  in 
November,  1924. 

On  April  11  and  12,  1923,  I treated  a woman 
of  27  years  who  had  been  married  three  years 
and  who  had  been  pregnant  and  aborted  two 
years  before.  Her  last  menses  took  place  eight 
months  before  treatment.  Following  the  treat- 
ment menstruation  was  resumed,  and  in  1925 
she  gave  birth. 

On  March  14,  17,  and  20,  1923,  I treated  a 
woman  of  30  years,  who  had  one  child  six  years 
before,  had  miscarried  in  the  third  month  four 
years  before,  and  one  year  before  treatment  had 
given  birth  to  a full- term  stillborn.  Since  that 
time  she  had  menstruated  but  three  times. 
Regular  menstruation  followed  treatment,  and 
in  June  she  became  pregnant  and  gave  birth. 

There  is  no  question  that  in  certain  cases  a 
causal  relationship  exists  between  the  pregnancy 
and  the  treatment,  but  one  must  use  judgment 
in  evaluating  the  results. 

I want  to  conclude  with  a word  of  caution. 
Dr.  Kaplan  seems  certain  that  the  children 
resulting  from  the  pregnancies  are  perfectly 
normal.  He  says  it  with  emphasis  and  shows  us 
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some  nice  photographs.  It  has  been  broadcast 
in  newspapers  as  a result  of  his  previous  paper 
that  this  method  of  treatment  “helps  to  make 
babies,”  but  I am  not  so  sure  that  babies  so 
made,  even  if  apparently  normal,  may  not  in 
time  to  come  produce  offspring  who  will  show 
anatomic  and  physiologic  deformities.  It  is 
true  that  Muller’s  views  on  this  subject  are 
deductions  drawn  from  experiments  on  fruit- 
flies  and  mice.  But  it  is  not  at  all  illogical  to 
conclude  that  the  trauma  by  radiation  applied 


to  the  ova  may  produce  a modification  of  one 
or  more  of  the  various  functions  of  these  cells 
and  that  the  modified  genes  may  transmit 
stigmata  of  degeneration,  anatomic  or  physio- 
logic. Further,  irradiation  of  the  pituitary  re- 
sults in  the  production  of  stunted  fetuses  in 
lower  animals.  Caution  ought  to  be  exercised 
in  shouting  the  efficacy  of  this  new  method. 
We  may  indeed  have  cause  to  regret  ever  having 
applied  this  form  of  radiation  to  the  ovary  with 
the  purpose  of  increasing  fertility. 


“THE  STATUS  OF  HOMEOPATHY” 

“As  we  look  with  pride  at  the  towering  struc- 
ture which  is  Hahnemann  Hospital  on  North 
Broad  Street  in  Philadelphia,  and  at  the  new 
college  building  which  is  taking  shape  nearby  on 
Fifteenth  Street,  as  we  admire  our  beautiful 
Fifth  Avenue  Hospital  in  New  York  City  and 
observe  the  newly  laid  cornerstone  of  the 
New  York  Medical  College,  we  cannot  help  but 
feel  that  at  last  homeopathy  has  a secure  future 
and  will  be  able  to  withstand  any  and  all  attacks 
which  may  threaten  it.  How  fervently  we  wish 
that  these  magnificent  edifices,  staffed  by  able 
and  loyal  men,  presented  the  whole  picture! 
Unhappily  they  do  not.  Let  us  recall  some  events 
of  the  last  few  years  and  see  how  the  picture 
changes.  First,  was  the  order  to  curtail  the 
number  of  hours  devoted  to  the  teaching  of 
homeopathic  materia  medica  and  therapeutics 
in  our  cirricula.  Compliance  with  this  was 
indeed  a serious  blow  to  our  efforts  to  prepare 
our  graduates  so  that  they  might  ultimately 
become  skilled  in  the  practice  of  homeopathy. 
Next  was  the  order  to  remove  the  word  ‘homeo- 
pathic’ from  the  name  of  our  colleges,  and 
obediently  our  old  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  was 
changed  to  the  New  York  Medical  College  and 
Flower  Hospital.  Now  comes  a ‘suggestion’ 
that  as  vacancies  arise  on  our  faculties,  that 
we  fill  them  with  men  more  eminent  in  the 
profession  than  has  been  our  custom  in  the 
past,  meaning,  of  course,  that  they  be  chosen 
from  the  ranks  of  the  dominant  school  instead 
of  from  our  own  school.  In  view  of  these 
things,  we  must  ask  ourselves,  how  long  will  it 
be  until  we  are  ordered  to  discontinue  entirely 


the  teaching  of  homeopathic  materia  medica 
and  therapeutics  in  our  colleges. 

“It  is  a trite  saying  that  forewarned  is  fore- 
armed, but  one  pregnant  with  truth  and  wis- 
dom. So  in  view  of  these  happenings  it  is 
meant  that  we  search  for  our  vulnerable  spots 
and  take  proper  steps  to  strengthen  them. 
First,  let  us  inquire,  why  is  homeopathy  being 
attacked,  and  why  is  it  so  vulnerable.  We  can- 
not deny  that  our  fundamental  principle, 
‘Similia  similibus  curantur,’  has  never  been 
accepted  as  a natural  law  by  the  scientific 
world,  in  fact,  by  the  dominant  school  of  medi- 
cine it  is  definitely  considered  a false  and  un- 
warranted assumption,  consequently,  any  thera- 
peutic method  based  on  this  principle  must 
necessarily,  to  them,  be  ineffective.  This 
situation  is  undoubtedly  the  chief  source  of  our 
vulnerability.  How  can  it  be  remedied?  The 
first  question  we  must  ask  ourselves  is  this, 
‘Is  this  principle  a demonstrable  one,  i.e.,  can 
its  truth  or  falsity  be  definitely  demonstrated 
and  proved  by  a properly  conducted  experi- 
ment?’ Unquestionably,  this  is  a demonstrable 
proposition  and  its  truth  may  be  proved,  not 
by  argument,  but  by  carefully  controlled  experi- 
ment carried  out  under  strict  test  conditions. 
It  is  quite  time,  after  more  than  a century  of 
futile  argument  between  its  practitioners  and 
its  antagonists,  that  the  homeopathic  profession 
should  undertake  the  definite  proof  of  its  truth 
or  falsity.  So  sure  are  we  of  its  truth  that  we 
should  welcome  this  test  as  a step  that  will  put 
homeopathy  on  a solid  foundation  and  assure  its 
continued  existence.” — E.  B.  J.  in  The  Journal 
of  the  American  Institute  of  Homeopathy. 


PHYSICAL  THERAPY  IN  SMALLER  HOSPITALS 

Its  Economic  Implications 

Joseph  A.  E.  Syracuse,  M.D.,  Buffalo,  New  York 


IN  writing  this  paper,  it  is  hoped  to 
demonstrate  that  even  in  a smaller 
hospital  of  75  to  100  beds,  if  the  physical 
therapy  department  be  carefully  and 
wisely  organized  and  be  operated  system- 
atically, it  will  more  than  justify  the 
expenditure  in  terms  of  the  hospital, 
the  insurance  company,  and  the  pa- 
tient. 

To  begin  with,  what  is  meant  by  a 
carefully  and  wisely  organized  physical 
therapy  department?  In  a smaller  hos- 
pital this  means  the  following:  (1)  a 

limited  but  adequate  armamentarium ; 
(2)  a pleasant  location  with  ample  space ; 
(3)  a small  but  selected  personnel;  (4) 
a physical  therapy  department  coordi- 
nated and  cooperating  with  the  other 
departments  of  the  hospital;  and  (5)  the 
keeping  of  necessary  records. 

The  equipment  of  a small  hospital 
should  include:  one  or  two  short-wave 
diathermy  machines ; one  or  two  air- 
cooled mercury  quartz  lamps ; one  water- 
cooled  mercury  quartz  lamp ; two  radiant 
lamps;  a bulb  baker;  one  sinusoidal  and 
galvanic  current  generator ; a carbon 
arc  lamp;  one  bulb  radiant  heat  lamp; 
one  whirpool  bath ; a paraffin  bath  ; 
one  massage  table;  a muscle  stimulating 
unit  and  possibly  later  on  a Hubbard 
tank;  one  or  two  Pavex  machines;  a 
portable  static  machine  (Titus  design); 
and  a limited  equipment  for  a small 
gymnasium.  Although  the  necessary 
modalities  will  vary  in  number  and  type 
with  the  character  ol  the  cases,  the  list 
cited  is  adequate  for  a small  general 
hospital.  Indeed,  the  amount  of  work 
that  can  be  accomplished  thereby  is 
surprising. 

The  space  devoted  to  the  physical 
therapy  department  and  its  location  are 
of  great  importance.  Too  often  this 


department  is  relegated  to  the  remotest 
and  darkest  recesses  of  the  hospital,  a 
practice  that  should  be  avoided  since 
physical  therapy  service  requires  bright, 
spacious,  and  well- ventilated  quarters. 
About  six  cubicles  are  needed.  Each 
should  be  sufficiently  large  for  a cot  or 
treatment  table,  a machine,  the  operator, 
and  dressing  room  space.  The  floor 
covering  should  be  a warm-colored  lino- 
leum. An  elevator  should  be  close  by 
for  the  convenience  of  the  patients  to 
and  from  the  department. 

Let  us  consider  the  personnel  next. 
In  a smaller  hospital  it  is  hardly  to  be 
expected  that  a physician  be  in  constant 
charge.  A capable  technician  or  the 
intern  on  service,  however,  should  be 
able  to  follow  explicitly  the  prescriptions 
of  the  physician  in  charge.  This  tech- 
nician or  intern  should  make  note  of  and 
report  any  peculiar  or  unusual  reactions 
and  any  new  symptoms  or  findings. 
Moreover,  he  should  be  pleasant  to,  and 
display  a genuine  interest  in,  his  patient 
in  order  to  counteract  the  monotony  of 
routine  work.  Some  smaller  institu- 
tions, however,  may  be  fortunate  enough 
to  have  a staff  physician  who  does  con- 
siderable physical  therapy.  In  this  case, 
the  institution  is  certainly  fortunate,  for 
thus  personal  supervision  can  be  pro- 
vided— for  patient  on  the  one  hand,  and 
for  the  technician,  the  intern,  and  the 
nurse,  on  the  other.  Possibly  this  physi- 
cian could  be  induced  to  take  charge  or 
to  direct  the  department.  Since  this 
would  entail  considerable  additional  work 
and  time,  an  arrangement  might  be 
made,  either  in  terms  of  salary,  or  such  as 
that  proposed  by  Coulter1:  “The  physi- 
cian is  to  be  given  the  net  profits.  The 
expenses  of  the  department  will  indued 
equipment,  depreciation,  interest  on  in 
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vestment,  rent  for  space,  salaries,  sup- 
plies, etc.  In  this  way,  the  hospital 
will  neither  make  nor  lose  money.  The 
physician  is  to  receive  the  net  profits 
until  such  time  as  he  has  received  the 
amount  equal  to  that  which  the  hospital 
has  taken  for  expenses ; then  the  hospital 
is  to  receive  10  per  cent  and  the  physician 
90  per  cent  of  the  net  profit  until  such 
time  as  the  net  profit  becomes  $10,000; 
when  the  net  profit  is  from  $10,000  to 
$15,000,  the  physician  is  to  receive  85 
per  cent,  the  hospital  15  per  cent,  and 
so  on.  This  removes  the  hospital  from 
the  field  of  competitive  medicine,  in- 
terests the  physician  in  keeping  down 
the  expenses  of  operating  the  depart- 
ment, and  gives  him  practically  all  the 
profit.” 

The  figures  would  change  proportion- 
ally in  a small  hospital.  Furthermore, 
a physician  in  charge  could  prescribe 
the  indicated  treatments,  observe  prog- 
ress, and  pass  ultimately  on  the  maxi- 
mum limits  of  improvement.  By  making 
weekly  rounds  jointly  with  the  chiefs  of 
other  departments,  he  could  recommend 
adjunctive  physical  therapy  treatment. 
In  this  connection  a demonstration  might 
be  given  to  the  active  and  visiting  staff 
members,  to  the  interns,  and  to  the 
senior  nurses.  The  demonstration  could 
be  supplemented  later  by  lectures  to 
those  further  interested.  In  the  absence 
of  the  physician  in  charge,  the  intern  or 
technician  would  take  charge.  The  in- 
tern should  take  a more  active  interest 
in  this  department,  it  seems  to  me,  so 
that  when  in  private  practice  he  would 
be  familiar  with  the  intrinsic  value  of 
physical  therapy,  and  avail  himself 
thereof  when  hospitalizing  his  cases. 

The  important  factor  contributing  to 
the  success  and  popularity  of  the  physical 
therapy  department  in  any  hospital, 
large  or  small,  is  its  relationship  with  the 
other  departments.  Because  the  de- 
partments are  smaller  and  contacts  are 
closer,  cooperation  should  be  achieved 
more  readily  in  the  smaller  hospital. 
Physical  therapy  should  be  pointed  out 
as  an  important  adjunct  to  medicine  and 
surgery.  The  idea  that  this  department 


is  both  “a  dumping  ground”  and  “a 
graveyard”  either  for  desperately  acute 
or  hopelessly  chronic  cases  should  be 
dispelled.  Then,  consultations  should 
be  made  freely  but  conservatively. 
Rounds,  as  already  suggested,  should  be 
made  with  members  of  other  staffs  and, 
when  practical,  work  should  be  done 
conjointly,  especially  in  such  departments 
as:  orthopedics,  rhinolaryngology,  gyne- 
cology, dermatology,  internal  medicine, 
and  surgery.  When  other  departments 
send  new  cases  for  physical  therapy  treat- 
ments, see  that  necessary  x-rays  and 
histories  have  been  taken  and  a diag- 
nosis— at  least  a tentative  one — has  been 
made.  By  attending  staff  meetings  and 
taking  an  active  part  in  them,  presenting 
the  more  interesting  cases,  reading  papers, 
inviting  visiting  physical  therapists  to 
participate  in  the  discussions,  much  can 
be  done  to  effect  closer  cooperation  be- 
tween the  other  departments  and  the 
physical  therapy  department. 

The  “black  sheep”  of  most  departments 
is  found  in  the  keeping  of  records.  And  it 
is  true  also  of  physical  therapy.  Records 
are  required  and  are  essential  to  the 
physical  therapy  department.  Although 
it  is  believed  by  many  that  physical 
therapy  records  are  complicated  and 
multifarious,  this  is  an  illusion.  As  a 
matter  of  fact,  record-keeping  in  this 
department,  if  done  properly,  can  be 
reduced  to  four  basic  items  that  include 
the  important  data  of  a good  record  in 
physical  therapy.  The  basic  items  are: 
(1)  the  types  of  modalities  used;  (2)  the 
number,  duration,  and  dates  of  treat- 
ments; (3)  the  progress  made;  and  (4) 
the  results  obtained.  Illustrative  of  sim- 
ple but  rather  complete  treatment  charts 
or  records,  such  as  those  of  Hansson2 
and  Kovacs3  could  be  cited.  Does  all 
this  sound  so  complicated  that  it  should 
be  dreaded? 

Now  the  expenditure  for  setting  up  a 
physical  therapy  department  such  as  the 
above  is  really  slightly  more  than  one 
given  by  Watkins4  in  a paper  read  before 
the  San  Francisco  Casualty  Insurance 
Attorneys  Association  on  minimum  physi- 
cal therapy  equipment  in  the  office. 
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This  equipment,  with  a technician,  could 
adequately  treat  15  patients  per  day; 
the  minimum  cost  of  a minimum  physical 
therapy  plant  (which  would  include  prac- 
tically the  equipment  mentioned  earlier 
except  those  items  stated  toward  the  end 
in  the  form  of  a later  addition)  would  be, 
with  installation,  about  $3,500.  The  esti- 
mated monthly  maintenance  would  in- 
clude: salary  (trained  physical  therapy 
technician),  rent,  telephone,  laundry, 
drugs  and  supplies,  depreciation  (five 
years),  fire  insurance,  interest  on  the 
investment,  vacation  (two  weeks  with 
pay  for  technician),  and  monthly  me- 
chanical overhauling  of  plant,  totaling 
$350.  The  year’s  upkeep  would  be 
$4,200,  or  a daily  upkeep  of  $13.75. 
Fifteen  patients  at  $2  per  treatment  for 
305  days  would  produce  $9,150 — less 
upkeep  for  year  would  leave  an  income  of 
$4,950.  Inasmuch  as  the  physical  ther- 
apy department  in  a small  hospital  is 
practically  identical  in  cost  to  that  of  a 
complete  modemly  equipped  physical 
therapy  office,  the  above  figures  would 
apply  about  equally  to  both. 

In  addition  to  the  financial  side  just 
explained,  there  are  still  other  values 
accruing  even  to  a small  hospital  through 
the  inclusion  of  a physical  therapy  de- 
partment. It  would  be  known  as  a 
modem  institution.  It  would  meet  the 
class  A requirements  of  the  American 
College  of  Surgeons.  Coulter5  says : 
“Since  the  primary  consideration  of  the 
hospital  is  the  patient’s  welfare,  due  con- 
sideration must  be  given  to  the  possi- 
bility of  shortening  the  period  of  con- 
valescence. This  will  also  increase  hos- 
pital efficiency,  a problem  in  which  all 
hospital  administrators  are  interested,  by 
reducing  the  patients’  stay  in  the  hos- 
pital.” Then  the  number  of  treatments 
given  to  ambulatory  outpatients  would 
increase,  since  treatments  would  continue 
after  leaving  the  hospital.  Moreover, 
the  visiting  staff  could  avail  themselves  of 
this  department  and  send  their  private 
patients  for  physical  therapy  treatments. 
Kovacs6  says:  “Much  valuable  time  is 
wasted  and  much  needless  suffering  is 
maintained  in  hospitals  which  do  not 


provide  physical  means  at  the  bedside.” 
Insurance  companies  would  look  with 
much  favor  on  hospitals  so  equipped  and 
would  not  insist  on  sending  patients  else- 
where for  this  necessary  and  recognized 
service.  This  service  would  be  an  added 
attraction  for  internships  and  scholar- 
ships in  physical  therapy.  Again  Coul- 
ter7 says:  “From  the  surveys  that  have 
been  made  it  appears  that  approximately 
70  per  cent  of  the  cases  in  a general  hos- 
pital of  average  size  can  be  influenced 
beneficially  by  physical  therapy  ad- 
ministered by  a competent  personnel  in  a 
properly  equipped  department.”  Would 
you  not  say  that  there  is  a definite  eco- 
nomic implication  as  far  as  the  hospital 
is  concerned? 

The  economic  implications  of  physical 
therapy  in  the  small  hospital,  as  well  as  in 
the  large,  should  be  clear  to  insurance 
companies  also.  The  period  of  hospitali- 
zation can  be  effectively  reduced,  as 
Rebhom8  estimates:  “That  the  number 
of  days  of  disability  was  reduced  from 
12  to  28  per  cent  by  physical  therapy.” 
Further,  Granger9  says:  “In  a recent 

report  issued  by  the  Aetna  Life  Insurance 
Company  it  is  stated  that  the  industrial 
rehabilitation  clinic  established  by  them 
at  Syracuse,  New  York,  has  shown  in  51 
months,  with  474  cases  treated,  a saving 
of  $163,000  over  the  evaluation  of  the 
impartial  state  board.”  Inasmuch  as  the 
injured  worker  now  has  free  choice  of 
physician,  is  it  not  logical  to  assume  that 
this  saving  can  still  be  continued  by  these 
same  companies?  It  is,  although  they 
must  permit  the  injured  to  go  to  the 
hospital  with  physical  therapy  service,  for 
as  Wilson10  says:  “It  is  indeed  quite 

astonishing  to  see  how  rapidly  progress  is 
made  and  benefits  result  from  early 
mobilization  of  fractures.  Let  anyone 
who  doubts  the  validity  of  these  claims 
try  the  experiment  of  treating  one  of  two 
patients  with  similar  fractures  of  the 
ankle  by  early  motion,  and  the  other 
without.  He  will  find  that  the  first  pa- 
tient will  be  ready  to  return  to  work  in 
almost  half  the  time  required  by  the 
second.”  So  it  is  noted  that  what  at 
first  seemed  an  additional  expense  on  the 
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part  of  these  companies,  has  proved  ulti- 
mately to  be  a substantial  monetary 
saving. 

Let  us  look  at  this  from  the  patient’s 
point  of  view.  Physical  therapy  is  help- 
ful in  reducing  pain,  the  length  of  hos- 
pitalization, and  the  accompanying  ex- 
pense. It  also  reduces  the  period  of 
partial  and  total  disability  of  patients  and 
minimizes  their  disfigurement  and  de- 
formity, as  Ko vacs 11  intimates:  “Many 
conditions  of  fibrositis,  adhesions,  atrophy, 
ankylosis  following  inflammatory  condi- 
tions could  have  been  returned  to  useful 
activity  by  the  early  and  intelligent  use 
of  physical  measures  preventing  resorp- 
tion and  restoring  function.”  By  accom- 
plishing this  the  patient  is  returned  to  his 
community  earlier,  and  thereby  becomes 
productive  almost  immediately.  More- 
over, the  patient’s  stay  in  the  hospital, 
especially  if  of  long  duration,  would  be- 
come more  comfortable  and  less  distress- 
ing, thereby  decreasing  the  need  for  ad- 
ministering either  narcotics  or  other  dis- 
agreeable remedial  measures.  During 
this  convalescence  there  would  be  the 
additional  psychologic  value  to  the  pa- 
tient of  observing  the  progress  of  his 
recovery  through  physical  therapy  treat- 
ments as  noted  on  his  treatment  chart 
(e.g.,  diagrams  and  measurements).  Fi- 
nally, physical  therapy  would  give  the 
patient  the  added  benefits  of  such  new 
adjunctive  modalities  as  are  used  in 
electrosurgery,  medical  diathermy,  elec- 
trochemical treatments  and  diagnosis, 
phototherapy,  and  mechanotherapy 
(much  to  the  chagrin  of  chiropractors) — 
all  of  which  would  help  to  curtail  the 
ever-present  misery  of  the  sick  and  the 
everlasting  agony  of  those  maimed 
through  injury. 

In  conclusion,  it  is  hoped  that  this 
paper  has  made  clear  the  economic  im- 
plications of  including  a physical  therapy 
department  in  a small  hospital — a step 
fully  warranted  for  the  hospital,  the  in- 
surance company,  and  last  but  not  least, 
the  patient. 
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Discussion 

Dr.  Jerome  Weiss,  Brooklyn — In  a concise 
and  interesting  paper  Dr.  Syracuse  has  presented 
the  salient  details  to  be  desired  in  the  physical 
therapy  department  of  the  smaller  hospital  of 
75  to  100  beds.  He  calculates  a capacity  of 
15  patients  per  day,  and  considers  that  each 
patient  will  pay  $2  per  treatment.  If  such  is 
the  case  then  we  must  further  qualify  our  small 
hospital  as  a private  one,  or  a hospital  handling 
a good  percentage  of  compensation  work. 
Obviously  for  a voluntary  or  county  hospital 
the  financial  statistics  given  by  Dr.  Syracuse 
must  be  entirely  revised. 

It  is  difficult  to  estimate  the  equipment  for  a 
physical  therapy  department  that  will  serve 
outpatients  as  well  as  house  cases,  as  the  former 
will  constitute  a highly  variable  factor  numeri- 
cally. A system  generally  more  satisfactory  is 
to  maintain  distinctly  separate  departments  for 
each  group  of  patients,  unless  the  total  number 
does  not  warrant  the  additional  expense. 

In  the  list  of  equipment  Dr.  Syracuse  has 
omitted  the  conventional  diathermy  machine 
entirely.  This  is  to  be  regretted,  as  we  must 
still  consider  the  short-wave  generator  a valuable 
adjunct  to,  rather  than  a substitute  for,  the 
diathermy  machine.  No  short-wave  generator 
now  available  will  produce  a good  desiccating 
cold  spark  or  a substitute  for  it.  Lacking  this 
highly  desirable  feature,  much  of  the  excellent 
minor  electrosurgery  possible  with  such  a cold 
spark  cannot  be  accomplished.  Moreover,  the 
superiority  of  short-wave  therapy  over  con- 
ventional diathermy  must  be  more  firmly  estab- 
lished before  we  are  warranted  in  abandoning 
the  latter. 

For  the  treatment  of  traumatic  cases,  par- 
ticularly industrial  casualties  with  a compensa- 
tion angle,  hydrotherapy  in  its  broader  applica- 
tion would  seem  to  deserve  somewhat  more 
consideration  than  Dr.  Syracuse  has  given  to  it. 

It  is  difficult  to  lay  down  a hard  and  fast  rule 
that  will  apply  to  any  hospital  of  a given  bed 
capacity.  In  this  paper  Dr.  Syracuse  has  con- 
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sidered  the  needs  of  the  average  small  hospital, 
and  he  is  to  be  congratulated  on  a most  complete 
and  acceptable  presentation  of  his  subject. 

Dr.  H.  J.  Behrend,  New  York  City — It  was 
a pleasure  to  listen  to  Dr.  Syracuse’s  excellent 
paper.  Dr.  Weiss  has  mentioned  hydrotherapy 
as  an  important  branch  of  physical  therapy  by 
which  we  are  able  to  change  all  the  functions 
of  the  body  through  an  external  stimulation  of 
the  skin.  It  is  no  exaggeration  to  state  that  all 
that  is  needed  to  run  a hydrotherapy  depart- 
ment is  a towel,  warm  and  cold  water,  a bucket, 
a bath  tub,  a pair  of  arm  tubs,  and  a steam  jet, 
which  is  easily  connected  with  the  house  steam 
line.  No  further  expense  is  necessary.  If  the 
economics  of  the  hospital  permit,  a whirlpool 
bath,  a paraffin  bath,  Hubbard  tank,  and  mud 
kettle  may  be  purchased  later.  It  should  always 
be  kept  in  mind  that  hydrotherapeutic  applica- 
tions should  not  be  reserved  for  traumatic  cases 
only,  and  as  a last  resort  for  the  incurable,  but 
that  they  are  of  value  throughout  general  medi- 
cine. The  possibility  of  doing  this  is  not  so 
much  a matter  of  equipment  of  the  department. 
It  is  a matter  of  technic  which  should  be  mastered 
by  both  the  technician  and  the  physician. 

Dr.  David  Lubarsky,  White  Plains — Dr. 
Syracuse,  in  his  splendid  paper,  adequately 
covered  the  essential  features  of  a proper  physical 
therapy  department  in  the  smaller  hospital. 


However,  some  of  these  hospitals  were  built 
twenty-five  or  more  years  ago,  when  physical 
therapy  was  not  a recognized  specialty.  It  is 
therefore  almost  impossible  to  obtain  adequate 
space,  properly  ventilated,  in  such  older  build- 
ings. When  new  wings  are  being  added  to  an 
already  existing  hospital  or  when  an  entirely 
new  building  is  being  planned,  it  behooves  the 
physician  in  charge  of  physical  therapy  to  insist 
— sometimes  very  strenuously — upon  adequate 
floor  space  for  his  work.  Fortunately,  in  the 
smaller  hospitals  there  often  exist  greater  in- 
timacy and  understanding  between  the  staff 
physicians  and  also  between  the  staff  and 
members  of  the  nonmedical  board.  By  exercis- 
ing persuasion,  a great  deal  can  be  accom- 
plished. In  these  modern  times,  it  is  very 
essential  that  the  physical  therapy  department 
should  not  be  placed  in  the  cellar  but  should  be 
given  ample  floor  space  properly  air-conditioned, 
and  provisions  should  also  be  provided  for  en- 
largement and  growth. 


I wish  to  thank  Drs.  Weiss,  Behrend, 
and  Lubarsky  for  their  kind  and  valued 
discussions.  However,  I wish  to  state 
that  the  conventional  diathermy  was  not 
omitted  intentionally  from  the  list  of 
armamentarium. 


SYMPATHY  VS.  REASON 

The  influx  of  refugee  physicians  into  this  state 
has  complicated  the  formerly  simple  problem  of 
licensing  foreign  graduates.  Prior  to  the  rise  of 
the  dictatorships,  educational  standards  in  the 
leading  European  universities  were  based  on 
accepted  scholastic  principles  and  it  was  possible 
to  make  a fairly  accurate  comparison  between 
courses  given  there  and  here. 

Today  all  this  has  changed,  remarks  the  New 
York  Medical  Week.  In  the  dictator  countries 
educational  standards  fluctuate  with  the  whims 
of  the  ruler.  Famous  universities  can  no  longer 
be  depended  upon  to  adhere  to  accepted  aca- 
demic principles.  Moreover,  the  number  of 
foreign  applicants  has  increased  so  enormously 
that  it  is  no  longer  feasible  to  continue  the 
practice  of  accepting  them  without  examination. 

On  the  one  hand  is  profound  sympathy  for  the 
victims  of  a ruthless  persecution;  on  the  other, 


standards  painstakingly  erected  over  a period  of 
many  years  to  protect  the  public  health.  New 
York  State’s  requirements  for  a medical  license 
are  equaled  in  few  countries,  surpassed  in  none. 
It  is  only  fair  to  expect  foreign  physicians  who 
desire  to  practice  here  to  pass  the  same  examina- 
tion as  native  practitioners. 

Some  foreign  physicians  who  fail  to  understand 
this  necessity  have  sought  to  compel  the  Regents 
to  endorse  their  licenses  without  examination. 
In  refusing  their  demand,  the  Appellate  Divi- 
sion has  wisely  held  that  “the  State  has  the 
right  to  demand  that  those  who  seek  to  practice 
medicine  and  surgery  or  to  diagnose  and  treat 
human  diseases,  ailments  or  deformities  shall 
pass  a satisfactory  examination  as  evidence  of 
skill  and  competency.  Such  a requirement  is 
neither  unreasonable  nor  discriminatory.” 
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Edward  V.  Denneen,  M.D.,  New  York  City 
{Assistant  Attending  Surgeon,  New  York  Post-Graduate  Hospital ) 


Appendicitis  is  the  most  frequent  and 
L the  most  serious  of  abdominal 
diseases  in  children.  The  New  York  City 
Department  of  Health  figures  show  that 
for  those  under  15,  the  fourth  largest 
cause  of  death,  accidents  included,  is  ap- 
pendicitis. A remarkable  rise  in  mortality 
from  appendicitis  is  shown  by  Metro- 
politan Life  Insurance  statistics.  In  the 
years  1925-1929,  as  compared  to  the 
years  1911-1915,  there  was  an  approxi- 
mate 60  per  cent  rise  in  mortality  in 
children  under  12.  The  mortality  in 
children  at  Post-Graduate  for  the  years 
1928-1938  was  5 per  cent  for  245  acute 
cases,  and  zero  for  161  chronic  cases. 
Children  with  ruptured  appendices  and 
spreading  peritonitis  had  a mortality  of 
35  per  cent.  Obviously,  it  is  in  this  group 
that  appendicitis  is  so  lethal. 

It  is  imperative  that  the  medical  pro- 
fession endeavor  to  lower  the  mortality 
of  this  disease.  There  are  three  chief 
methods  of  accomplishing  this  purpose, 
namely:  (1)  early  operation  in  acute  ap- 
pendicitis; (2)  improved  preoperative 
and  postoperative  care;  and  (3)  opera- 
tion in  the  chronic  or  formative  stage. 

This  paper  will  deal  chiefly  with  the 
third  method. 

Numerous  authors,  among  them  Peter- 
son and  others,  state  that  obstruction  is 
the  real  cause  of  both  acute  and  chronic 
manifestations  of  appendiceal  disease. 
Any  interference  with  the  blood  supply  of, 
or  any  interruption  of  the  mucous  fecal 
current  or  tide  into  or  out  of  the  appendix, 
will  bring  on  an  attack  of  colic. 

There  are  a number  of  anatomic  pre- 
disposing causes  of  appendicitis,  as  so  well 
set  forth  by  J.  William  White: 

1.  The  appendix  is  an  apparently 
functionless  organ,  and  like  other  vestigial 


structures,  it  appears  to  be  of  low  resistant 
power. 

2.  The  appendiceal  mesentery  is 
scanty;  its  free  border  is  shorter  than  the 
border  applied  to  the  appendix  and  the 
mesentery  sometimes  does  not  extend 
beyond  the  middle  of  the  appendix.  The 
appendix  is,  therefore,  thrown  into  ir- 
regular curves  or  coils.  The  appendix  is 
attached  to  both  the  cecum  and  the 
mesentery  of  the  ileum,  so  that  distention 
or  displacement  of  these  portions  of  the 
intestines  makes  traction  on  the  appendix 
and  may  cause  strangulation. 

3.  The  appendix  is  dependent  for  its 
blood  supply  upon  a single  artery,  which, 
with  its  accompanying  veins  running  in 
the  folds  of  the  mesoappendix,  is  sub- 
jected to  pressure  by  traction  or  angula- 
tion, this  interference  leading  to  edema 
of  the  mucous  membrane  of  the  appendix 
and  obstructing  free  drainage  of  the  lu- 
men. After  infection  has  supervened, 
septic  thrombi  may  occlude  the  vessels. 

4.  There  is  a great  disproportion  be- 
tween the  length  and  the  lumen  of  the  ap- 
pendix (16  to  1);  it  is  funnel-shaped;  it  is 
removed  from  the  direct  intestinal  current ; 
its  muscular  walls  are  weak;  its  position 
is  dependent ; the  appendiculocecal  orifice 
is  inefficient. 

5.  The  submucous  coat,  which  de- 
termines the  strength  of  the  appendix 
wall,  is  not  well  developed  until  the  age  of 
10  or  12. 

6.  The  abundance  of  lymphoid  tissue 
in  the  appendix,  as  in  the  tonsils,  favors 
rapid  swelling  and  inflammation,  and  ob- 
structs drainage. 

7.  Some  appendices  are  congenitally 
misplaced,  as  the  retrocecal  or  retroperi- 
toneal, or  are  bound  by  veils  or  adhesions. 

It  is  probable  that  a passive  hyperemia 
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from  twists,  kinks,  or  traction  is  the  start- 
ing point  of  serious  trouble,  the  next  steps 
being  retention  of  mucus,  epithelium, 
and  feces,  and  sometimes  the  formation  of 
a concretion*  occurring  in  the  presence  of 
bacteria  invariably  found  in  this  part  of 
the  intestinal  tract  and  ready  to  take  on 
pathogenic  action  in  the  presence  of  ir- 
ritation or  mechanical  obstruction.  The 
subsequent  steps  may  be  ulceration,  pari- 
etal infection,  gangrene,  perforation,  and 
peritonitis. 

No  doubt  this  chain  of  events  may  stop 
at  any  link  and  resolution  ensue  with  the 
return  of  the  appendix  to  its  former  state. 
In  the  earlier  stages  of  congestion,  catarrh, 
distention,  and  poor  emptying  the  clinical 
symptoms  are  largely  referred,  producing 
pylorospasm,  ileal  stasis,  or  colonospasm. 
In  the  first  appendiceal  difficulty  the 
chain  of  events  may  progressively  and 
swiftly  lead  to  an  acute  appendicitis,  but 
it  seems  logical  that  many  patients  with 
acute  appendicitis  have  had  minor 
trouble  with  their  appendices  before  the 
fulminating  attack. 

It  has  been  our  desire  to  diagnose  these 
appendiceal  attacks  in  their  formative 
or  chronic  stage  by  the  use  of  available 
modern  methods.  For  this  purpose  a 
combined  study  by  the  surgical  and 
pediatric  departments*  of  the  subject  of 
appendicitis  in  children  was  begun  at  the 
New  York  Post-Graduate  Hospital  ten 
years  ago  with  a prescribed  routine  of 
history  taking,  physical  examination, 
operative  and  pathologic  findings,  and 
follow-up  done  in  the  surgical  pediatric 
clinic. 

Children  with  abdominal  complaints 
possible  due  to  appendicitis  were  thor- 
oughly examined  by  pediatricians  and 
sturgeons  and  in  many  cases  by  a roent- 
genologist. An  effort  was  made  to  elimi- 
nate any  other  condition  that  might  have 
accounted  for  the  symptoms.  Among 
these  conditions  are  pleural,  pulmonary, 
pericardial,  and  meningeal  inflammations, 
gastroenteritis,  pyelitis,  rheumatic  fever, 
and  allergy.  Among  the  surgical  diseases 


* I am  indebted  to  Dr.  Thomas  H.  Russell,  Director 
of  Surgery,  and  to  Dr.  Adolph  G.  De  Sanctis,  Director  of 
Pediatrics,  for  the  use  of  material. 


TABLE  1. — Irritative  Symptoms  of  Previous  At- 
tacks 


Indigestion 

Percentage 

77 

Nausea 

77 

Vomiting 

65 

Gastrointestinal  upset 

66 

Loss  of  appetite 

68 

Constipation 

50 

Diarrhea 

38 

Colic 

43 

Urinary  symptoms 

28 

Previous  attacks 

88 

are  especially  mesenteric  lymphadenitis, 
Meckel’s  diverticulitis,  obstruction  of  the 
right  kidney  or  ureter,  intestinal  obstruc- 
tion, pelvic  disease  in  females,  psoas  ab- 
scess, hip  joint  disease,  etc.  When  the 
history  and  process  of  elimination  indi- 


TABLE  2. — Symptoms  of  Present  Attack 


Percentage 

Pain 

91 

Nausea 

76 

Vomiting 

57 

Constipation 

45 

Diarrhea 

13 

Dysuria 

29 

cated  a probable  chronic  appendicitis, 
complete  blood  counts  and  urinalyses 
were  done.  Gastrointestinal  x-ray  studies 
are  performed  in  one-fourth  of  the  cases 
and  recommended  in  the  others.  In  some 
cases,  lung  and  intravenous  pyelogram 
x-rays  were  made. 

During  the  ten-year  period,  from  1928 
to  1938,  at  the  Post-Graduate  Hospital, 
acute  and  chronic  appendicitis  cases  made 
up  8 per  cent  of  admissions  of  children 
under  12,  and  chronic  appendicitis  3 per 
cent,  or  161  cases. 

An  examination  of  the  symptoms  of 
previous  attacks  as  exhibited  in  Table  1 
indicates  that  the  most  prominent  symp- 
toms were  indigestion  and  nausea,  which 
occurred  in  77  per  cent  of  the  patients, 
vomiting  in  65  per  cent,  while  a gastro- 
intestinal upset  was  noted  in  66  per  cent. 
Loss  of  appetite  occurred  in  68  per  cent, 
constipation  in  50  per  cent,  diarrhea  in 
38  per  cent,  and  colic  was  recorded  in  43 
per  cent.  It  is  worthy  of  note  that  28  per 
cent  had  urinary  symptoms  and  that  88 
per  cent  had  had  previous  attacks. 

Table  2 tells  the  story  of  the  present  at- 
tacks. The  chief  symptoms  were  the 
triad  of  pain,  nausea,  and  vomiting.  Pain 
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TABLE  3. — Physical  Signs 

Percentage 

Tenderness  83 

Rigidity  0 

Rebound  tenderness  0 


occurred  in  91  per  cent,  nausea  in  76  per 
cent,  and  vomiting  in  57  per  cent. 
Changes  in  bowel  movements  were  noted, 
in  that  constipation  existed  in  45  per  cent 
and  diarrhea  in  13  per  cent.  Again 
dysuria  was  a surprisingly  prominent 
symptom,  being  found  in  29  per  cent. 

The  one  and  only  physical  sign  was 
tenderness  over  McBurney’s  point,  pres- 
ent in  83  per  cent,  as  shown  in  Table  3.  In 
no  case  was  there  any  rigidity  or  rebound 
tenderness. 

TABLE  4. — Gastrointestinal  X-ray 

Percentage 


Tenderness  (under  fluoroscopy)  45 

Irregular  filling  44 

Pylorospasm  37 

No  visualization  41 

Delayed  emptying  41 

Ileal  stasis  41 

Fixation  of  the  cecum  22 


In  Table  4 are  the  valuable  findings  of 
the  gastrointestinal  x-rays,  which  were 
taken  in  41  cases.  Under  fluoroscopy, 
tenderness  was  elicited  in  45  per  cent. 
The  matter  of  the  filling  and  emptying  of 
the  appendix,  as  of  the  gallbladder,  has 
diagnostic  importance.  There  was  ir- 
regular filling  in  44  per  cent,  delayed 
emptying  in  41  per  cent,  and  no  visualiza- 
tion in  41  per  cent.  Referred  signs  were 
shown  in  pylorospasm,  which  occurred 
in  37  per  cent  and  ileal  stasis  in  41  per 
cent.  In  22  per  cent  there  was  fixation 
of  the  cecum. 

In  Table  5 are  the  changes  in  the  ap- 
pendix noted  at  the  operating  table. 
Seventy-three  per  cent  were  infantile — 
that  is,  of  abnormal  length.  Sixteen  per 
cent  were  retrocecal,  and  9 per  cent  retro- 
peritoneal in  whole  or  in  part.  A dis- 
tended tip  was  present  in  31  per  cent,  ad- 
hesions in  30  per  cent,  a short  mesentery 
in  24  per  cent;  there  was  scarring  in  12 
per  cent  and  an  abnormal  cecum  in  2 per 
cent.  Here  are  found  a number  of  the 
predisposing  anatomic  causes  leading  to 
poor  drainage  and  obstruction;  that  is, 


great  length,  poor  position,  adhesions, 
and  short  mesentery. 

The  findings  of  the  pathologist  are  re- 
ported in  Tables  6 and  7 : first  the  macro- 
scopic; an  elongated  specimen  in  72  per 
cent,  a narrow  lumen  in  47  per  cent,  fibro- 
sis in  36  per  cent,  injection  in  44  per  cent, 
fecaliths  in  24  per  cent,  and  feces  in  54 
per  cent.  Twenty-four  per  cent  showed 

TABLE  5. — Anatomic  Changes  at  Operation 

Percentage 


Infantile  73 

Retrocecal  16 

Retroperitoneal  9 

Distended  tip  31 

Adhesions  30 

Short  mesentery  24 

Scarring  12 

Abnormal  cecum  2 


mesenteric  adenopathy,  and  it  is  note- 
worthy that  14  per  cent  contained  Oxyuris 
vermicularis. 

The  microscope  showed  the  following 
evidence  of  irritation:  lymphocytes  76 

per  cent,  mononuclears  29  per  cent, 
edema  38  per  cent,  and  congestion  64  per 
cent.  As  evidence  of  infection,  polymor- 
phonuclear cells  were  found  in  45  per  cent 
and  connective  tissue  in  25  per  cent. 

If  there  is  such  an  entity  as  chronic  ap- 
pendicitis in  children,  the  follow-up  course 
of  these  patients  should  prove  our  conten- 
tion. Eighty-nine  per  cent  of  the  cases 
have  been  followed  and  most  of  them  for 


several  years.  There  was  a 67  per  cent  of 
cures  in  that  all  preoperative  complaints 


were  entirely  relieved.  In  3 

per  cent  there 

was  a mistaken  diagnosis,  as  for  example, 

TABLE  6. — Macroscopic  Findings 

Percentage 

Elongated 

72 

Narrow  lumen 

47 

Fibrosis 

36 

Injection 

44 

Fecaliths 

24 

Feces 

54 

Mesenteric  adenopathy 

24 

Oxyuris  vermicularis 

14 

TABLE  7. — Microscopic  Findings 

Percentage 

Irritation 

Lymphocytes 

76 

Mononuclears 

29 

Edema 

38 

Congestion 

64 

Infection 

Poly  morphonucl  ears 

45 

Connective  tissue 

25 
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TABLE  8. — Follow-Up 


Percentage 

Cures 

67 

Symptoms  persist 

19 

Mistaken  diagnosis 

3 

Lost  track  of 

11 

Total  cases — 161 

100 

hydronephrosis.  We  lost  track  of  11  per 
cent  of  the  patients.  In  19  per  cent  some 
or  all  of  the  symptoms  persisted,  and  these 
were  considered  failures  (Table  8). 

The  influence  of  this  study  is  shown  in 
Table  9,  which  gives  a tabulation,  year 
by  year,  of  the  percentage  of  acute  and 
chronic  appendicitis  cases  in  children. 
Approximately  the  same  number  of  cases 
has  been  operated  upon  each  year,  but 
there  has  been  a definite  shift  to  a greater 
percentage  of  chronic  cases,  with  a conse- 
quent diminution  in  mortality.  In  1928 
and  1929,  20  per  cent  were  chronic  cases 
and  80  per  cent  acute  cases,  while  in  1933 

TABLE  9. — Yearly  Experience 
Percentage 


Year 

Chronic 

Acute 

1928 

20 

80 

1929 

20 

80 

1930 

46 

54 

1931 

40 

60 

1932 

45 

55 

1933 

60 

40 

1934 

42 

58 

1935 

58 

42 

1936 

44 

56 

1937 

48 

52 

60  per  cent  were  chronic  and  40  per 
cent  acute,  subsequent  years  having  an 
equal  number  of  chronic  and  acute 
cases. 

Conclusions 

1.  Chronic  or  formative  appendicitis 
exists  as  a disease  entity  in  children. 

2.  Operation  for  appendicitis  in  the 
chronic  or  formative  stage  carries  little 
risk  of  mortality. 

3.  A series  of  161  operations  for 
chronic  appendicitis  in  children  is  re- 
ported with  a zero  mortality,  a cure 
conservatively  estimated  at  67  per  cent, 
and  a persistence  of  symptoms  of  19  per 
cent. 

4.  The  best  assurance  of  a correct 
diagnosis  of  appendicitis  in  the  chronic 
or  formative  stage  in  children  is  a thor- 
ough examination  by  a general  prac- 


titioner or  pediatrician,  surgeon,  and 
roentgenologist  to  eliminate  all  other 
possible  causes  of  the  symptoms,  before 
the  appendix  is  considered  to  be  the  source 
of  trouble.  The  surgeon  should  become 
pediatrically  minded  and  the  pediatrician 
surgically  minded  in  dealing  with  children 
who  complain  of  stomach-ache. 

5 East  53rd  Street 

Discussion 

Dr.  J.  Sutton  Regan,  Buffalo — Dr.  Denneen’s 
views  on  chronic  appendicitis  in  children  are  in 
agreement  with  mine.  We  have  reviewed  at  the 
Buffalo  Children’s  Hospital  90  cases  of  chronic 
appendicitis  in  children  with  an  adequate  follow- 
up ranging  from  six  months  to  five  years,  and  the 
results  obtained  are  substantially  the  same  as 
those  reported  by  Dr.  Denneen. 

Our  study  was  undertaken  because  the  thought 
was  prevalent  among  pediatricians  that  chronic 
appendicitis  in  children  did  not  exist  as  a clinical 
entity,  and  that  a number  of  appendices  were  re- 
moved under  this  diagnosis  when  in  reality  some 
other  condition  was  present.  Therefore,  we  in- 
vestigated our  cases  and  submitted  them  in  our 
follow-up  to  a very  rigid  scrutiny,  every  case 
being  seen  personally.  The  results  of  our  investi- 
gation definitely  proved,  as  Dr.  Denneen’s  results 
also  prove,  that  chronic  appendicitis  does  exist  as 
a clinical  entity.  Also,  we  believe  that  many 
cases  diagnosed  by  our  medical  confreres  as 
acidosis,  cylic  vomiting,  and  visceroptosis,  are,  in 
reality,  cases  of  chronic  appendicitis.  Close  in- 
vestigation of  the  history  bears  out  the  fact  that 
many  of  these  patients  have  had  repeated  at- 
tacks of  pain  and  nausea  and  vomiting  diagnosed 
as  cyclic  vomiting  and  so  forth,  which  attacks 
have  disappeared  entirely  following  the  removal 
of  a chronically  irritated  appendix. 

The  results  of  our  series  are  as  follows:  78  per 
cent  were  between  the  ages  of  9 and  15,  while  22 
per  cent  were  between  4 and  9 years  of  age. 
Peculiarly  enough,  almost  three-quarters  of  the 
cases  occurred  in  girls.  Ninety-eight  per  cent  of 
the  patients  had  right  lower  quadrant  pain  with 
or  without  nausea  and  vomiting,  and  25  per  cent 
had  associated  epigastric  pain.  Dr.  Denneen 
states  that  91  per  cent  of  his  cases  had  abdominal 
pain.  One  hundred  per  cent  of  our  cases  had 
varying  degrees  of  right  lower  quadrant  tender- 
ness on  palpation,  whereas  Dr.  Denneen  showed 
83  per  cent.  I realize  that  right  lower  quadrant 
tenderness  in  100  per  cent  of  cases  is  higher  than 
reported  by  other  observers  and  I can  give  no 
adequate  explanation  for  our  figure.  I do  know 
that  I,  personally,  examined  over  60  per  cent  of 
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these  cases  and  can  state  that  it  was  definitely 
present.  Adequate  follow-up  showed  that  78  per 
cent  had  absolute  cures  and  10  per  cent  were  im- 
proved, giving  a total  of  88  per  cent  benefited  by 
appendectomy.  There  were  12  per  cent  of  fail- 
ures in  our  series.  Careful  analysis  of  the  failures 
revealed  some  startling  disclosures,  in  that  all  of 
the  improved  cases  and  80  per  cent  of  the  failures 
had  typical  symptoms  of  chronic  appendicitis. 
Eighty  per  cent  of  the  failures  were  in  girls  14  to 
15  years  of  age,  and  50  per  cent  of  these  latter 
were  found  to  be  definite  mental  defectives,  as 
proved  by  intelligence  quotient  studies  in  the 
hands  of  a competent  psychiatrist. 

As  to  the  diagnosis  of  chronic  appendicitis  in 
children,  we  believe  the  most  important  point  is 
adequate  history.  In  our  opinion,  repeated  at- 
tacks of  abdominal  pain,  either  epigastric  or 
right  lower  quadrant,  in  most  cases  being  asso- 
ciated with  nausea  and  vomiting,  are  most  prob- 
ably due  to  an  irritation  of  the  appendix.  Dr. 
Denneen’s  study  shows  that  88  per  cent  of  his 
cases  had  recurring  attacks  and  I wish  to  put 
particular  emphasis  upon  this  fact.  Many  of  our 
cases  also  gave  a history  of  loss  of  appetite  with 
their  attacks,  which  may  be  interpreted  in  chil- 
dren as  meaning  nausea.  We  have  not  found  the 
x-ray  to  be  of  great  benefit  to  us  as  an  aid  in 
diagnosis.  It  should  be  used  if  the  history  is 
atypical  and  if  it  is  felt  necessary  to  rule  out 
some  other  condition. 

I wish  to  repeat  that,  in  my  opinion,  chronic 
appendicitis  is  a definite  clinical  entity  in  chil- 
dren and  that  I can  thoroughly  agree  with  the 
points  brought  out  by  Dr.  Denneen.  I believe 
that  any  child  having  attacks  of  right  lower 
quadrant  pain  associated  with  nausea  and  vomit- 
ing should  be  regarded  as  a possible  chronic  case 
and  should  have  an  appendectomy  if  medical 
measures  in  the  hands  of  the  pediatrician  fail  to 
bring  about  a cure.  Furthermore,  I believe  that 
repeated  attacks  of  appendicitis  are  apt  to  result 
in  a mechanical  obstruction  to  the  appendix, 
either  due  to  adhesion  bands  or  fecalith,  and  that 
such  appendices  are  more  apt  to  become  in- 
volved in  an  acute  process  than  previously  un- 
involved appendices.  Thus,  by  removing 
chronic  appendices  we  may  be  able  to  lower  the 
mortality  in  ruptured  appendicitis  with  diffuse 
peritonitis,  which  is  now  so  appallingly  high. 

Dr.  Edward  W.  Peterson,  New  York  City — In 
the  opening  paragraph  of  Dr.  Denneen’s  paper 
he  says  that  in  245  cases  of  acute  appendicitis 
there  was  a mortality  of  35  per  cent  in  those  with 
perforation  and  spreading  peritonitis,  but  that 
for  the  full  series  the  mortality  was  only  5 per 
cent.  This  is  a creditable  showing,  when  it  is 


considered  that  a number  of  different  surgeons 
performed  the  operations.  It  emphasizes  again 
two  facts:  (1)  that  the  early  recognition  and 
prompt  surgical  treatment  of  acute  appendicitis 
give  almost  uniformly  good  results,  even  in  in- 
fants and  children,  and  (2)  that  delay  in  the 
diagnosis  of  this  disease,  or  in  instituting  surgical 
treatment,  accounts  for  the  high  mortality  and 
the  distressing  morbidity  in  young  subjects.  In- 
cidentally, purgation  and  procrastination  are  re- 
sponsible for  most  of  the  bad  results. 

In  the  group  of  chronic  appendicitis  cases 
studied  there  was  no  mortality  in  161  cases  sub- 
jected to  operation,  and  of  this  number  67  per 
cent  were  cured,  19  per  cent  had  persistence  of 
symptoms,  and  14  per  cent  could  not  be  traced. 
The  figures  are  better  than  they  appear  at  first 
glance,  for  prophylactic  appendectomy  relieved 
161  young  patients  entirely  of  any  possible  risk 
of  appendicitis  mortality. 

Over  a period  of  years  of  pediatric  surgical 
practice,  the  speaker  has  noted,  when  operating 
for  abdominal  conditions  other  than  appendicitis, 
how  frequently  the  appendix  will  show  definite 
macroscopic  evidence  of  disease.  Defects  of  the 
mesoappendix,  extrinsic  and  intrinsic  strictures 
of  the  appendix  itself,  malpositions  of  this  vul- 
nerable, vestigial  structure,  adhesions,  bands, 
folds,  and  membranes,  causing  greater  or  less  de- 
formity of  this  organ — have  been  observed  and 
recorded  repeatedly.  We  know  that  anything 
that  interferes  with  the  circulation  and  with  the 
in-and-out  mucus-fecal  current  of  the  appendix 
may  cause  functional  and  reflex  disorders,  and 
we  are  confident  that  these  mechanical  obstruc- 
tive lesions  predispose  to  infection  and  are  the 
forerunners  of  many  of  the  attacks  of  acute  ap- 
pendicitis. 

We  believe  that  appendicitis  or  appendicular 
irritation,  which  may  cause  reflex  spasm  of  any 
part  of  the  gastrointestinal  tract,  is  one  of  the 
causes  of  intussusception  in  infancy  and  young 
children.  Most  surgeons  at  some  time  or  other 
have  encountered  acute  appendicitis  associated 
with  right  inguinal  hernia.  In  a child,  appendi- 
citis should  be  suspected  when  a right-sided  in- 
guinal hernia  gives  subjective  symptoms  of  any 
kind.  So  frequently  are  hernia  and  appendicitis 
associated  that  this  combination  cannot  be  dis- 
missed on  the  grounds  of  coincidence.  It  is  the 
exception  to  find  a normal  appendix  in  a child 
who  has  had  a hernia,  unsupported  by  a truss,  for 
any  considerable  period  of  time.  Mesenteric 
adenopathy  was  noted  in  24  per  cent  of  Dr. 
Denneen’s  cases.  In  our  experience,  in  a study 
of  this  group  of  chronic  cases,  disease  of  the 
mesenteric  lymph  glands  of  the  ileocolic  angle 
will  be  found,  if  looked  for,  in  over  80  per  cent  of 
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the  cases.  This  adenopathy  causes  low-grade 
symptoms  (which  we  have  not  time  to  consider 
now),  but  all  symptoms,  as  well  as  the  glands 
themselves,  disappear  on  many  occasions  after 
an  appendectomy.  Further,  we  have  seen  in- 
stances of  indigestion-colic,  gastrointestinal  up- 
sets, acidosis  attacks,  allergic  manifestations, 
cyclic  vomiting,  colitis,  etc.,  relieved  by  the  re- 
moval of  a chronically  crippled  appendix. 

In  conclusion,  we  are  willing  to  grant  that  the 
appendix  disorders  that  we  have  in  mind  are 


more  often  reflex  and  mechanical  than  inflamma- 
tory, in  the  true  sense  of  the  word.  However, 
when  pediatrist,  surgeon,  and  roentgenologist  get 
together,  correlate  all  of  the  clinical  and 
laboratory  data,  and  bring  in  an  indictment 
against  the  appendix,  then  its  removal  should  be 
advocated. 

Just  one  more  word — I would  like  to  see  that 
group  of  skeptics  forever  silenced  who  think  it  is 
smart  to  say  that  there  is  “no  such  thing  as 
chronic  appendicitis.” 


SOCIALIZERS  TAKE  NOTICE 

Coming  as  it  does  in  New  York  County,  prob- 
ably the  most  liberal  in  the  country,  the  three- 
to-one  vote  against  compulsory  sickness  insur- 
ance should  convince  state  and  national  legis- 
lators that  medical  opposition  to  this  system  is 
real  and  well  founded,  declares  the  New  York 
Medical  Week.  Professional  competition  is  very 
intense  in  Manhattan,  where  there  is  a high  con- 
centration of  physicians.  Moreover,  a large  pro- 
portion of  the  population  is  treated  in  hospitals 
and  dispensaries  without  any  financial  return  to 
the  medical  profession.  If  obligatory  insurance 
really  offered  economic  security  to  the  prac- 
titioner and  high  grade  medical  service  to  the 
public,  physicians  would  jump  at  the  chance  to 
remedy  existing  unsatisfactory  conditions. 

The  referendum  in  New  York  County  refutes 
the  charge  that  opposition  to  compulsory  health 
insurance  is  imposed  on  the  rank  and  file  of  the 
profession  by  the  leadership  of  the  A.M.A.  The 
Medical  Society  of  the  County  of  New  York  is 
one  of  the  most  democratic  in  the  country.  It 
encourages  free  expression  of  minority  opinion 
in  its  journal  and  on  the  floor.  Its  delegates  have 
never  hesitated  to  urge  the  views  held  by  its 
members  upon  the  A.M.A. , even  when  those 
views  diverge  from  long-standing  A.M.A. 
policies. 

On  the  subject  of  compulsory  health  insurance 
there  is  no  difference  of  opinion  between  A.M.A. 
leadership  and  the  profession  at  large.  Phy- 
sicians in  all  parts  of  the  country,  in  all  branches 
of  practice,  in  all  economic  strata,  oppose  obliga- 
tory insurance  because  the  experience  of  other 
countries  has  demonstrated  its  deleterious  ef- 
fects on  professional  initiative  and  responsibility 
and  the  standards  of  medical  care. 


“HAVE  YOU  EVER  WORRIED  ABOUT  A 
DOCTOR’S  HEALTH?” 

We  called  at  the  home  of  a doctor  one  evening 
recently.  He  had  been  out  for  several  nights. 
Early  in  the  evening  the  doctor  had  dropped 
sound  asleep  on  a davenport  in  the  living 
room — sleeping  the  sleep  of  the  exhausted.  We 
apologized  and  suggested  that  we  would  call 
another  time  . . . when  the  phone  rang.  He 
arose  as  in  a trance  and  walked  over  to  answer  it. 
“Yes  . . . yes  . . . some  temperature?  . . . well, 
I’ll  be  over  right  away.” 

Slowly  he  turned  around.  He  stared  at  us, 
rubbed  his  eyes,  and  said,  “Hello,  when  did  you 
come?”  The  man  was  hardly  awake  as  he 
hustled  into  his  hat  and  coat  and  with  an 
apologetic  “I’ll  be  back  in  a little  while,”  he 
left  for  the  home  of  some  sick  person. 

Do  you  ever  worry  about  your  doctor’s  health? 
That  isn’t  as  ridiculous  as  it  sounds.  He  may  be 
rigid  in  his  dictates  about  how  you  shall  protect 
your  health;  he  may  prescribe  an  exact  routine 
which  will  prolong  your  years  . . . but,  he  is 
absolutely  and  almost  criminally  careless  about 
his  own  health.  He  has  schooled  himself  to 
forget  his  own  well-being  to  protect  yours. 
He  jeopardizes  the  future  of  his  own  wife  and 
children  to  watch  over  yours. 

“Yes,”  you  reply,  “but  isn’t  he  paid  for  it?” 
Is  he?  Doctors  are  short-lived.  Their  average 
expectancy  of  life  is  the  lowest  of  the  professional 
groups.  They  are  valuable  men  in  every  com- 
munity. We  are  not  sure  there  is  anything  we 
can  do  about  this  but  recognize  it — and  appre- 
ciate it.  If  socialized  medicine  and  surgery 
becomes  the  rule,  as  some  reformers  would  have 
it,  we  then  would  appreciate  the  family  doctor. 

— Lapeer  County  Press,  Michigan 
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In  1826,  Balard  discovered  bromine. 

It  was  only  a short  time  after  the 
isolation  of  this  element  that  bromide 
was  suggested  for  use  by  the  medical 
profession.  Fifteen  to  twenty  years  later 
its  use  was  quite  general,  and  at  the 
present  time  bromide  has  the  approval 
of  several  generations  of  medical  practi- 
tioners for  such  patients  as  need  a seda- 
tive and  relaxant.  Indeed,  until  the 
introduction  of  the  barbiturates,  it  was 
the  chief  reliance  in  such  conditions. 
It  was  almost  universally  used  in  epi- 
lepsy until  displaced  by  phenobarbital 
(luminal)  and  dilation. 

The  principal  action  of  the  drug  is  a 
depressing  one  on  the  central  nervous 
system,  especially  on  the  brain  and 
medulla.  Because  of  this  it  has  been 
found  most  valuable  in  states  of  nervous 
tension  with  attendant  anxiety  and 
insomnia,  and  in  epilepsy  and  kindred 
states.  It  is  readily  absorbed  and  ap- 
pears in  the  urine  shortly  after  its  in- 
gestion. Solis- Cohen  and  Githens  state: 
“Elimination  begins  almost  at  once, 
traces  being  found  in  the  urine  within 
five  minutes  after  swallowing  a small 
dose  of  sodium  bromide,  the  greater  part 
being  eliminated  within  two  days.”  The 
rate  of  excretion  is  so  slow  that  the  pres- 
ence of  bromide  in  the  urine  has  been 
reported  one  year  after  the  use  of  the 
drug  was  discontinued.  Usually  the 
amount  in  the  blood  and  urine  is  small 
within  three  to  four  weeks  after  its  dis- 
continuance, especially  if  proper  treat- 
ment has  been  given.  It  has  been  de- 
tected in  the  spinal  fluid  as  well  as  in 
the  blood  serum  and  the  urine. 

There  is  a very  definite  balance  be- 
tween the  bromides  and  the  chlorides 
of  the  body,  the  sum  total  of  the  two 
being  a constant.  Chlorides  are  excreted 
by  the  kidney  in  preference  to  bromides. 


As  the  level  of  bromide  rises,  in  the  same 
proportion  that  of  the  chloride  falls. 
Normally  the  bromide  content  of  the 
blood  serum  is  low,  from  0 to  3 or  4 mg., 
but  as  will  be  noted  later,  the  bodily 
economy  will  tolerate  considerably  more 
than  this  before  rebelling  and  before 
symptoms  of  intoxication  appear. 

Pioneer  work  in  developing  a test  for 
the  presence  of  bromide  in  the  blood 
serum  and  other  fluids  was  done  by 
Walter  and  Hauptman,  but  their  method 
was  not  adapted  to  rapid  and  easy 
determination.  Wuth  somewhat  later 
brought  out  a more  easily  applied  modi- 
fication of  their  test.  Since  then  a keener 
interest  in  the  problem  has  been  evinced 
and  the  bulk  of  the  studies  date  from 
Wuth’s  time.  This  test  is  comparatively 
simple.  The  protein  of  the  urine  or  blood 
serum  is  precipitated  out  by  the  Folin- 
Wu  method  or  by  trichloracetic  acid. 
The  filtrate  is  treated  by  animal  charcoal 
and  again  filtered.  To  this  is  added  0.5 
per  cent  of  gold  chloride  solution.  The 
presence  of  bromide  is  shown  by  a golden 
yellow  to  brown  color.  For  estimation 
of  the  amount  present,  definite  amounts 
of  the  solutions  are  used  and  the  final 
solution  is  compared  with  a series  of  solu- 
tions of  known  strength.  Comparometers 
as  suggested  by  Wuth  are  on  the  market. 

As  the  drug  came  into  more  popular 
use,  it  was  found  that  in  most  patients 
under  average  dosage,  and  in  susceptible 
people  under  small  dosage,  an  acne 
appeared.  For  many  years  this  was 
thought  to  be  the  only  toxic  symptom 
produced  by  bromide,  but  in  Duke 
University  Hospital,  where  50  cases  of 
bromide  intoxication  were  treated,  only 
2 per  cent  showed  an  acne. 

There  are  many  physicians  today  who 
are  apparently  unaware  that  very  defi- 
nite mental  symptoms  are  produced  by 
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unwise  or  unchecked  use  of  bromide. 
This  paper  is  addressed  to  that  group 
in  the  hope  of  making  them  realize  that 
while  bromide  is  a most  useful  and 
helpful  drug,  it  does  have  its  dangers. 
This  unawareness  is  probably  due  to  the 
fact  that  because  the  symptoms  are 
predominantly  mental,  most  of  the  cases 
are  seen  in  psychiatric  hospitals.  Just 
how  frequently  mild  cases  occur  in 
private  practice  is  an  open  question. 
When  general  practitioners  become  in- 
creasingly aware  of  this  phase  of  bromide 
reaction,  there  is  no  question  that  a 
larger  number  of  cases  will  be  reported. 

The  symptoms  develop  insidiously. 
In  fact  they  are  so  similar  to  those  for 
which  the  drug  is  given  that  the  physician 
is  often  unaware  that  anything  is  happen- 
ing until  the  damage  has  been  done. 
They  depend  on  the  stage  in  which  the 
patient  is  seen.  For  the  most  part  they 
are  mental  and  differ  in  degree  rather 
than  kind.  They  have  been  arranged 
into  stages.  This  is  well  if  one  keeps  in 
mind  the  fact  that  the  stages  shade  one 
into  the  other  with  no  well-defined  line 
of  demarcation. 

In  the  early  stage,  drowsiness,  retarded 
and  blurred  speech,  together  with  slowing 
of  movement  and  mental  processes,  are 
usually  the  initial  symptoms.  Thinking 
is  difficult  and  memory  is  poor.  The 
one  word  “sluggishness”  covers  this  phase. 
There  is  a diminution  of  reasoning  power 
and  discrimination.  Usually  the  patient 
is  well  oriented  and  shows  no  hallucina- 
tions. If  the  drug  is  stopped  at  this 
point  and  proper  treatment  instituted, 
those  mental  symptoms  due  to  the 
bromide  will  clear  up  in  one  to  two  weeks. 
If,  however,  the  condition  .is  not  recog- 
nized, the  symptoms  mentioned  grow 
more  pronounced.  Drowsiness  may  be- 
come more  apparent,  all  mental  processes 
more  slowed,  and  the  patient  will  show 
the  symptoms  of  profound  toxicity,  or 
insomnia  with  restless  irritability  may 
replace  the  earlier  drowsiness  and 
lethargy.  Food  and  fluids  may  be  re- 
fused, and  with  their  refusal  dehydration 
and  a foul  breath  are  apt  to  occur. 
There  may  be  constipation,  anorexia, 


and  weakness.  Dizziness  may  be  present 
in  some  cases.  The  patient  becomes  dis- 
oriented, and  a mental  confusion  and 
delirium  are  seen.  Hallucinations,  usually 
visual,  in  which  trees,  flowers,  men,  and 
animals  are  described,  annoy  and  disturb. 
There  is  a certain  element  of  fear  and 
anxiety  practically  always  in  the  picture. 
Indeed  the  fear  element  is  an  outstanding 
characteristic  of  the  delirium,  which  is  of 
the  restless  confusional  type.  Delusions 
of  a persecutory  nature  have  been  seen. 
Instead  of  the  above  there  may  be  dis- 
orientation with  little  or  no  delirium. 

With  these  mental  symptoms  go 
changes  in  the  physical  picture.  The 
sensory  changes  are  variable  and  the 
results  of  examination  are  unsatisfactory 
because  of  changes  in  the  patient’s 
sensorium  and  his  inability  to  correctly 
answer  questions.  Frequently  the  ab- 
dominal reflexes  are  absent.  The  deep 
reflexes  are  variable  in  their  response. 
The  gait  is  apt  to  be  ataxic,  and  ataxia 
and  incoordination  may  show  in  the  use 
of  the  hands.  The  station  is  unsteady 
and  a positive  Romberg  is  noted  at  times. 
Speech  is  thick  and  blurred.  Tremors  of 
the  facial  muscles  and  of  the  hands, 
fingers,  and  tongue  may  be  observed. 
The  pupils  are  often  irregular  and  sluggish 
in  their  reaction  to  light  and  accommoda- 
tion. The  face  may  be  pale  and  some- 
what expressionless,  the  tongue  coated, 
and  the  appetite  impaired.  Due  to  the 
dehydration,  fever  is  sometimes  seen. 
In  some  severe  cases  the  patient  may  be 
incontinent,  as  occurs  in  general  paresis. 
It  should  be  kept  in  mind  that  all  of 
these  symptoms  do  not  occur  in  every 
case,  but  that  all  have  been  seen  at 
different  times  in  different  patients.  The 
general  picture  is  one  of  toxic  delirium, 
especially  in  the  later  stages. 

As  there  are  no  clinical  signs  or  symp- 
toms that  are  peculiar  to  bromide  in- 
toxication, and  as  the  symptoms  seen 
are  those  met  with  in  most  toxic  psy- 
choses, the  final  diagnosis  rests  on  three 
factors.  These  are:  (1)  the  presence 

of  toxic  symptoms  as  outlined  above; 
(2)  the  finding  of  an  increased  bromide 
content  in  the  blood  serum;  and  (3)  the 
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disappearance  of  the  symptoms  following 
the  discontinuance  of  bromide  and  the 
use  of  sodium  chloride.  Because  the 
symptoms  of  bromide  intoxication  may 
be  superimposed  on  a previous  mental 
state,  one  should  compare  the  present 
symptoms  with  those  seen  before  bromide 
was  first  given,  if  that  date  can  be  ascer- 
tained. Often  the  only  clue  will  be  that 
on  such  and  such  a date  the  patient  was 
given  a “salty  tasting”  medicine  or 
began  the  use  of  some  proprietary 
sedative.  A sudden  exacerbation  of  the 
symptoms  may  help  in  the  diagnosis. 
A history  of  recent  or  sudden  clouding 
of  consciousness  or  confusion  is  helpful. 
Because  organic  nervous  disease,  such 
as  brain  tumor  or  paresis,  etc.,  may 
be  simulated  by  this  condition  or  may 
even  be  present  in  addition  to  it, 
careful  neurologic  examination  should  be 
made. 

The  treatment  is  simple  and  usually 
very  satisfactory  Stop  the  bromide  at 
once.  Kingsley  cautions  that  adverse 
symptoms  may  occasionally  appear  with 
the  sudden  withdrawal  of  the  drug  and 
that  in  such  a case  gradual  reduction  in 
the  dosage  may  be  necessary.  This  is 
rather  rare,  as  the  average  patient  soon 
shows  signs  of  improvement.  Sodium 
chloride,  3 to  6 Gm.  (45  to  90  gr.)  per  day 
with  at  least  4,000  cc.  of  fluid  is  the  next 
step.  A high  caloric  diet  rich  in  vita- 
mins should  be  given.  Intravenous  saline 
should  be  used  only  in  the  severely  de- 
hydrated patient  and  then  very  cau- 
tiously. Proctoclysis,  using  salt  solution, 
can  be  resorted  to  if  needful.  Chemical 
sedatives  are  inadvisable.  Control  any 
excitement  by  cold  sheet  packs  or  pro- 
longed tub  baths.  If  the  patient  cannot 
take  the  sodium  chloride  in  gelatin 
capsules,  give  it  in  enteric  coated  tablets. 
The  average  case  responds  well  to  treat- 
ment in  three  wreeks  and  the  less  severe 
ones  much  sooner.  One  might  argue 
that  if  sodium  chloride  is  the  curative 
agent,  why  would  not  increased  amounts 
given  with  the  bromide  prevent  an  in- 
toxication? The  answer  to  this  question 
is  that  a certain  degree  of  concentration 
of  bromide  in  the  blood  is  necessary  to 


efficient  action.  Therefore,  anything 
that  tends  to  prevent  this  concentration 
defeats  the  purpose  for  which  the  bromide 
is  given.  Prevention  consists  in  not 
allowing  the  concentration  to  reach  a 
harmful  level. 

Bermuti  states  that  a 40  per  cent  re- 
placement of  blood  chloride  by  bromide 
is  fatal  to  rabbits.  Deaths  due  directly 
to  bromide  are  rare,  but  it  greatly 
reduces  the  resistance  of  the  patient  and 
thus  renders  him  more  liable  to  inter- 
current disease. 

The  prognosis  in  bromide  intoxication 
is  good.  Practically  all  cases  recover. 
Many,  however,  recover  from  this  in- 
toxication only  to  have  the  original 
condition  show  itself,  or,  with  the  fading 
out  of  the  bromide  symptoms,  to  have 
the  presence  of  an  unsuspected  mental 
state,  such  as  an  involutional  depression 
or  a schizophrenia,  come  to  light. 

After  such  an  indictment  as  that  just 
given,  when  is  one  justified  in  using 
bromide?  It  is  a drug  for  temporary 
use,  especially  in  menopausal  syndromes, 
sexual  excitability,  anxiety  and  tensional 
states,  and  the  like.  While  the  barbi- 
turates, especially  phenobarbital,  have 
largely  usurped  the  place  formerly  held 
by  bromide,  it  is  still  a very  useful  medi- 
cine if  properly  safeguarded.  In  using 
this  time-honored  drug,  not  only  is  the 
physical  and  mental  trouble  that  may 
accrue  from  an  intoxication  (and  that  is 
bad  enough)  to  be  envisaged,  but  the 
social  aspect  as  well.  This  is  aptly  illus- 
trated by  Mr.  A.,  who  developed  a car- 
diac condition,  and  in  connection  with 
it  and  a period  of  overwork  and  mental 
strain,  showed  rather  marked  nervous- 
ness and  anxiety.  A physician  was 
called  who  prescribed  a bromide  solution 
and  went  on  a vacation.  A short  time 
later  a second  physician  was  called 
because  Mr.  A.  had  “gone  crazy.”  He 
was  delirious  and  disoriented,  and  com- 
mittal to  a mental  hospital  was  deemed 
advisable.  Here  a blood  bromide  of 
325  was  found.  Under  proper  treat- 
ment, the  psychosis  promptly  cleared 
up  and  when  seen  by  the  writer  the 
cardiac  condition  was  all  that  remained 
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to  be  treated.  This  man  and  his  family 
went  through  the  experience  of  his  de- 
veloping a psychosis  and  of  being  com- 
mitted to  a hospital  for  the  insane  with 
all  the  stigma  (unjust  of  course!)  that 
such  committal  entails — all  a needless 
experience.  In  addition,  there  was  the 
financial  burden  placed  upon  the  family 
exchequer.  A little  care  and  watchful- 
ness would  have  prevented  this  illness. 

Because  some  patients  develop  an 
intoxication,  either  from  idiosyncrasy  or 
unwise  administration,  is  no  reason  for 
abandoning  the  administration  of  so 
useful  a drug  as  bromide.  If  it  were, 
the  use  of  the  various  opium  preparations 
and  other  habit-forming  medicaments 
would  have  to  be  discontinued  for  the 
same  reason.  Judgment  in  prescribing 
the  drug  must  be  used.  Beware  of  telling 
the  patient  to  keep  on  with  the  salty 
medicine  indefinitely.  Find  out  from 
your  patient  how  much  salt  is  being  used. 
See  whether  your  patient  is  taking 
medicine  from  other  sources.  He  may 
be  using  some  proprietary  preparation 
or  medicine  given  by  the  physician  who 
saw  him  previous  to  your  coming  on  the 
case.  If  the  patient  seems  to  grow  more 
nervous,  instead  of  increasing  the  size 
of  the  dose,  discontinue  it  and  test  the 
blood  serum  for  bromide. 

Bear  in  mind  that  the  danger  of  in- 
toxication is  diminished  by  a generous 
sodium  chloride  intake  and  enhanced 
by  malnutrition,  cachexia,  and  dehydra- 
tion, in  which  the  chloride  content  in  the 
body  is  lowered.  Impaired  renal  func- 
tion and  edema  of  cardiac  or  renal  origin 
should  make  the  physician  cautious  in 
its  use.  Nephritics  and  elderly  people, 
probably  because  of  the  arteriosclerosis 
that  is  apt  to  be  present,  together  with 
patients  suffering  from  organic  neuro- 
logic or  psychiatric  disease,  do  not  stand 
bromide  well;  nor  do  chronic  alcoholics 
or  persons  of  unstable  temperament. 
Its  use  in  toxic  or  infectious  delirium  is 
contraindicated.  Here,  as  in  severe  ex- 
citement or  agitation,  hydrotherapy  by 
way  of  prolonged  tub  baths  and  cold 
sheet  packs  or  the  administration  of 
paraldehyde  are  more  useful.  Patients 


with  organic  cardiac  disease  do  not  stand 
bromide  as  well  as  those  with  a sound 
cardiovascular  system.  It  has  been 
noted  that  schizophrenics  develop  this 
condition  infrequently,  one  reason  as- 
signed being  the  fact  that  they  show  a 
high  resistance  to  delirium  from  any 
cause. 

In  this  connection  the  question  of 
deterioration  from  the  continued  use  of 
bromide  is  always  a source  of  discussion, 
this  being  especially  true  when  used  in 
the  treatment  of  epilepsy.  Paskind’s 
conclusions  made  after  rather  exhaustive 
study  and  reported  in  1934,  are  about 
as  follows:  “What  is  often  taken  for 

deterioration  is  quite  apt  to  be  intoxica- 
tion, and  the  physician  has  failed  to  dis- 
tinguish between  the  two.  The  epilepsy 
and  not  the  bromide  is  at  fault  and  in 
most  cases  there  would  be  deterioration 
even  had  no  bromide  been  used.  The 
behavior  disturbances  antedated  the  use 
of  the  bromide  and  had  not  been  noted 
or  had  been  disregarded.  Of  50  private 
patients  adequately  treated  in  periods 
varying  from  one  to  seventeen  years, 
only  3 (5V2  per  cent)  showed  any  de- 
terioration.” It  is  also  a fact  that  most 
of  the  statistics  come  from  institutions 
where  the  most  severe  cases  are  sent  and 
in  whose  patients  deterioration  would 
therefore  be  most  likely  to  occur.  It 
would  appear  that  bromide  can  be  safely 
used  in  the  treatment  of  epilepsy  if  the 
patient  is  watched  and  is  under  proper 
control. 

Which  preparation  of  bromide  is  the 
least  harmful?  As  it  is  the  bromide 
that  causes  the  trouble  and  not  the  prepa- 
ration, the  only  difference  is  in  the  fact 
that  some  forms  seem  to  be  less  irritat- 
ing to  the  stomach  than  others.  Po- 
tassium bromide  is  probably  the  most 
irritating  form  and  strontium  bromide  the 
least. 

Opinions  differ  as  to  a safe  total  for 
a twenty-four-hour  dosage  and  as  to  the 
point  of  concentration  at  which  a given 
patient  will  begin  to  show  symptoms.  It 
is  a strange  fact  that  some  patients  will 
develop  symptoms  from  a much  smaller 
bromide  concentration  than  others.  The 
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factors  making  for  this  are  complex  and 
not  well  understood.  It  may  be  due 
to  fundamental  variations  in  the  indi- 
vidual. More  cases  occur  among  the 
unstable,  emotional,  nervous  psycho- 
neurotics than  among  other  types  of 
patients  perhaps  because  they  are  in- 
herently unstable  and  more  likely  be- 
cause so  much  more  of  this  drug  is  used 
in  the  treatment  of  patients  in  this 
group.  In  the  abnormally  sensitive  (and 
who  these  may  be  there  is  no  way  of  de- 
termining beforehand)  even  a small 
amount  will  be  dangerous.  The  safe 
dosage  given  by  different  observers 
varies  from  15  to  30  gr.  (1  to  2 Gm.)  up 
to  60  to  90  gr.  (4  to  6 Gm.)  in  twenty- 
four  hours.  But  for  emergencies  much 
larger  doses  may  at  times  be  given.  In 
these  large  doses  it  is  always  well  to  check 
the  blood  serum  frequently.  The  same 
rule  is  advisable  when  using  smaller 
doses  for  any  length  of  time.  As  to 
the  level  at  which  one  sees  symptoms 
appearing,  150  mg.  is  the  lowest  level 
usually  accepted,  the  average  being  at 
200  mg.  Here  again  the  condition  of 
the  patient  is  a large  factor.  I have  seen 
symptoms  at  a level  of  65  mg.  in  an 
arteriosclerotic  73-year-old  female  with 
an  auricular  fibrillation.  The  greater 
the  age,  the  lower  the  level  at  which 
one  may  look  for  symptoms.  “At  50 
years  of  age  150  mg.  is  far  more  dangerous 
than  at  22  years  of  age.”  In  some  pa- 
tients 275  to  350  mg.  may  be  present 
and  no  trouble  occur.  Most  observers 
ignore  levels  of  100  mg.  or  less,  but  I feel 
that  in  certain  individuals,  as  in  the 
one  cited  above,  symptoms  of  mild  con- 
fusion, restlessness,  and  irritability  may 
occur  at  levels  lower  than  100  mg.  The 
relation  of  the  time  when  the  patient  is 
seen  and  the  time  when  the  drug  was 
discontinued  also  plays  its  part.  If,  as 
in  2 of  the  cases  reported  below,  a period 
of  two  weeks  or  more  has  elapsed,  the 
reading  will  be  lower  than  when  the 
symptoms  first  appeared. 

Cases  illustrating  some  of  the  state- 
ments made  together  with  brief  comments 
on  them  are  here  presented. 


Mr.  H.,  52  years  old,  was  admitted  because 
of  difficulty  with  vision.  A history  of  long  use 
of  alcohol  and  tobacco  (smoking  and  chewing) 
made  possible  a diagnosis  of  toxic  amblyopia, 
but  did  not  explain  cloudy  mental  processes, 
ataxia,  unsteady  gait,  and  visual  hallucinations 
in  which  flowers,  trees,  and  the  like  appeared 
about  him.  A central  nervous  system  disease 
was  considered  because  of  the  confusion,  the 
difficulty  in  walking,  and  the  blindness.  The 
blood  bromide  was  106.  Sodium  chloride  was 
started.  In  five  days,  the  bromide  was  57.5 
per  cent,  in  thirteen  days  it  had  dropped  to 
32.0  per  cent,  and  in  twenty-five  to  twenty-seven 
days  to  14.0  per  cent.  Coincident  with  the 
drop  in  bromide  came  a clearing  of  his  mind, 
a disappearance  of  the  difficulty  in  walking,  and 
the  statement  that  a few  weeks  before  he  came 
under  observation  a doctor  had  given  him  a 
salty  tasting  medicine.  This  had  been  stopped 
two  weeks  before  his  admission  when  a second 
physician  was  called. 

This  suggests  that  one  cannot  accept 
the  first  reading  as  the  high  one,  for  the 
drug  may  have  been  stopped  for  some 
time  before  coming  under  treatment; 
it  also  suggests  the  fact  that  the  symptoms 
of  bromide  intoxication  may  simulate 
central  nervous  system  disease. 

Miss  H.,  73  years  old,  original  diagnosis  was 
arteriosclerotic  cardiovascular  disease.  Because 
of  sleeplessness,  nervousness,  and  irritability 
she  was  placed  on  a preparation  of  bromide  and 
chloral.  In  a short  time  there  appeared  signs 
of  confusion  and  disorientation.  The  blood 
bromide  was  65.6  and  because  of  this  the  bromide 
solution  was  discontinued.  Within  a short 
time  the  confusion  and  disorientation  had  dis- 
appeared. 

This  case  illustrates  the  point  that 
some  patients,  especially  elderly  persons 
with  arteriosclerosis,  may  show  symptoms 
with  a bromide  content  of  less  than  100 — 
65.6  in  this  case. 

Mr.  W.,  55,  an  insurance  broker.  “It’s  the 
mental  side  of  the  case  which  disturbs  me.  I 
become  so  easily  discouraged  and  disheartened. 
I cannot  concentrate  on  my  work.  I can’t 
figure  out  an  insurance  proposition  without 
getting  all  balled-up.  I feel  weak.”  His  color 
was  bad,  and  there  had  been  numbness  and 
prickling  in  his  hands  and  feet  for  three  to  four 
months.  He  was  very  cloudy  mentally.  His 
ideation  and  speech  were  slowed  and  he  was 
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incapable  of  understanding  statements  made  to 
him.  It  did  come  out  that  for  two  to  three 
years  he  had  been  taking  Bromo-Seltzer  six  to 
eight  times  per  day.  The  blood  counts  did  not 
show  the  typical  picture  of  a pernicious  anemia, 
but  were  low.  The  bromide  was  169.  Under 
sodium  chloride,  forced  fluids,  and  increased 
food  intake,  in  six  days  the  reading  was  96.8, 
in  fourteen  days  36.6,  and  in  twenty- three  days 
28.8.  He  lost  much  of  his  confusion  in  two 
weeks  and  by  the  time  he  left  for  home,  he  was 
clear,  alert,  and  could  comprehend  statements 
made  to  him  and  his  blood  count  was  normal. 

This  shows  the  danger  of  self-medica- 
tion. He  was  toxic  from  both  bromide 
and  acetanilide.  The  former  produced 
the  confusional  state  and  the  latter  the 
anemia. 

Major  M.,  55  years  old,  a retired  army  officer, 
was  sent  to  the  clinic  because  of  shortness  of 
breath  and  some  mental  symptoms.  He  was 
found  to  be  mildly  confused,  slightly  irrational, 
and  very  fearful.  A bad  cardiac  condition  was 
present.  It  was  thought  at  first  that  he  was 
confused  because  of  a toxicity  related  to  the 
cardiovascular  disturbance.  It  came  out  shortly 
that  for  some  time  he  had  been  taking  a salty 
tasting  medicine,  but  not  immediately  previous 
to  his  admission  to  the  clinic.  The  bromide 
reading  was  129.  Because  of  the  cardiac  condi- 
tion, no  sodium  chloride  was  given.  Three  to 
four  days  later  the  bromide  had  dropped  to 
44.4,  and  with  the  drop  had  come  considerable 
improvement  in  his  mental  state.  He  con- 
versed clearly  and  rationally  and  the  fear  dis- 
appeared. From  then  on  he  could  be  treated 
for  the  cardiac  disease. 

This  short  case  history  illustrates  the 
danger  of  using  bromide  too  freely  in 
cardiovascular  disease  per  se  and  how 
easy  it  is,  unless  the  attending  physician 
is  on  the  alert,  to  assign  an  incorrect 
cause  for  a toxic  state. 

Conclusions 

1.  A certain  percentage  of  patients 
taking  bromide  will  develop  symptoms 
of  intoxication. 

2.  Contrary  to  the  usual  belief,  acne 
is  not  the  first  indication  of  bromide 
intoxication  in  a very  large  proportion 
of  cases. 

3.  Symptoms  of  intoxication  occur  at 
levels  less  than  150  to  200  mg.  per  100 


cc.  of  blood  serum  (the  mark  usually 
accepted  as  dangerous).  It  is  these 
early  symptoms  of  drowsiness  and  slug- 
gishness that  should  warn  the  physician 
and  should  lead  to  an  estimation  of  the 
bromide  content  of  the  blood. 

4.  The  treatment  is  simple.  Stop 
the  bromide,  administer  sodium  chloride, 
force  fluids,  and  give  a high  caloric  diet 
rich  in  vitamins. 

5.  The  prognosis  is  usually  good. 

6.  Bromide  is  a safe  drug  for  pro- 
longed administration  if  its  use  is 
properly  safeguarded  by  examination  of 
the  blood  serum  at  regular  intervals  and 
provided  the  physician  keeps  in  mind  the 
fact  that  symptoms  may  occur  at  a level 
of  100  mg.  or  less  in  certain  patients. 
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Discussion 

Dr.  George  Kirby  Collier,  Rochester — Dr. 
Odell  has  discussed  a very  important  subject. 
Since  its  first  introduction  in  medical  therapy 
by  Laycock,  in  1857,  and  its  use  by  Radcliffe 
and  Hughlings  Jackson  in  1864  at  the  National 
Hospital  for  Paralysis  and  Epilepsy,  the  bromides 
have  been  used  indiscriminately  and  many 
times  without  any  rhyme  or  reason.  The 
doctor  has  considered  the  bromides  as  a sedative 
and  pushed  their  dosage  to  any  limit  to  get  what 
he  thought  the  desired  effect — quietude — many 
times  giving  but  little  attention  to  the  masking 
of  symptoms  of  some  underlying  physical  or 
neurologic  condition.  With  the  introduction  of 
the  barbiturates  and  other  sedatives,  we  find 
their  indiscriminate  use  to  a degree  comparable 
to  that  formerly  found  with  bromides.  Much 
of  the  discredit  heaped  upon  the  bromides  as 
shown  by  Dr.  Odell  has  been  due  to  the 
unguarded  manner  of  its  use.  Dr.  Odell  men- 
tions Wuth’s  method  in  ascertaining  the  bromide 
blood  content  and  its  simplicity  in  practice. 
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In  his  studies,  Wuth,  and  even  at  an  earlier 
day,  Ulrich  of  Zurich,  brought  out  the  fact  that 
the  average  person  of  150  pounds  body  weight 
could  not  take  up  more  than  45  gr.  per  day  over 
any  period  of  time  without  definite  manifesta- 
tions of  bromide  poisoning.  Ulrich’s  studies 
were  made  on  the  epileptic,  and  as  a result  he 
devised  a combination  of  the  bromide  and 
chloride  elements  in  the  form  of  a bouillon  cube, 
containing  about  1.1  Gm.  (15  gr.)  of  NaBr  and 
1 Gm.  (1  gr.)  of  NaCl. 

In  my  experience  I have  seen  but  few  patients 
showing  even  a mild  acne  or  intoxication  when 
this  has  been  used  with  any  degree  of  care.  In 
the  prevention  of  bromism,  we  frequently  have 
our  patient  take  salt  baths.  We  have  used 
sodium  biborate  in  5 to  15  gr.  doses  in  associa- 
tion with  bromides  and  with  phenobarbital, 
and  as  yet  have  seen  no  bromism  result.  I 
agree  with  Dr.  Odell  that  we  have  a most  useful 
drug  in  the  bromides,  but  as  in  much  of  our 
therapy  the  tendency  is  always  to  overdo,  “if  a 
little  is  good  a whole  lot  will  be  better.”  We  are 
finding  today,  instead  of  bromides,  the  cases 
of  barbiturate  poisoning,  even  at  higher  levels 
than  we  did  of  the  bromides.  Patients  come 
to  us  who  are  taking  phenobarbital  purchased 
at  drug  stores,  in  varying  doses,  usually  having 
started  in  with  a 1/2  gr.  As  in  the  bromide 
cases,  all  degrees  of  drug  intoxication  are  found, 
according  to  the  individual  equation. 

Dr.  Odell  has  sounded  a word  of  caution,  as 
has  been  done  so  often  in  the  past,  warning  us 
of  the  dangers  of  the  bromides.  It  is  not  within 
this  group  that  this  word  of  caution  should  be 
sounded,  but  to  the  general  practitioner.  It  is 


among  them  that  we  find  so  much  of  the  abuse, 
among  the  doctors  who  order  bromides,  which 
the  patient  continues  to  use  over  long  periods. 

Would  it  not  be  well  if  Dr.  Odell’s  paper  could 
be  read  before  groups  of  the  general  practitioners? 

In  conclusion,  permit  me  to  thank  Dr.  Odell 
for  bringing  up  this  old  subject  of  importance 
to  us  all  and  for  stressing  the  values  of  bromide 
therapy,  as  well  as  its  limitations. 

Dr.  Noble  R.  Chambers,  Syracuse — Dr. 
Odell  has  given  you  a very  comprehensive 
study  of  the  subject  of  bromide  intoxication. 
I think  it  is  particularly  valuable  for  the  general 
practitioner  who  is  apt  to  use  bromide  and  chloral. 
But  how  many  of  us,  even  members  of  the  section 
on  neuropsychiatry,  have  ever  thought  to  have  a 
serum  bromide  determination  made? 

Those  of  us  who  have  done  psychiatry  are 
all  familiar  with  the  oversedated  case — whether 
it  be  bromides,  barbitals,  or  other  sedatives.  We 
are  familiar  with  the  so-called  “sedative  psycho- 
sis.” In  fact,  overdoses  of  bromide  were  used 
at  one  time  to  quiet  violent  and  untidy  patients. 
I am  sorry  Dr.  Odell  did  not  mention  this  work 
in  his  paper. 

Although  bromide  intoxication  can  be  pro- 
duced rather  easily,  particularly  in  some  pa- 
tients, I believe  we  need  not  be  too  greatly 
alarmed,  since  we  have  such  a ready  antidote. 

I believe  it  would  be  well,  however,  if  patients 
realized  how  much  bromine  they  were  getting 
in  some  of  the  proprietary  preparations  available 
at  any  drug  store. 

I believe  we  should  continue  to  use  bromides 
without  fear  but  with  true  scientific  precaution. 


SECRETARIES  AND  SHEKELS 

Tact  means  a lot  in  dealing  with  money  mat- 
ters, remarked  a speaker  at  a state  medical 
society  meeting  in  Michigan  in  a talk  on  office 
secretaries. 

An  example  of  the  benefits  of  correct  psy- 
chologic approach  to  common  everyday  situations 
may  be  demonstrated  in  the  conversation  inci- 
dent to  accepting  payments  on  accounts.  All 
of  you  have  had  patients  stop  at  your  desk, 
throw  down  a dollar  bill  and  say,  “I’ll  be  in 
again  in  a couple  of  weeks,”  a remark  intended 
as  just  a casual  comment  indicating  further  pay- 


ment if  and  when  convenient.  The  really  clever 
office  assistant  will  turn  this  statement  into  a 
definite  promise  to  pay  in  some  such  manner  as 
this,  and  without  ever  asking  for  it.  She  will 
say,  “all  right,  Mr.  Smith,  I'll  note  that  on 
your  account.  Let’s  see,  that  will  be  the  4th 
of  October.  (Noting  it  down.)  Thank  you  very 
much  indeed,  and  we’ll  look  for  you  then.” 
The  result  is  that  the  patient  has  been  courteously 
impressed  with  his  own  arrangement  in  so 
definite  a manner  that  a letter  canbe  sent  him  a 
few  days  later  if  the  promise  is  unfulfilled. 


KIDNEY  TUMORS 

Some  Causes  of  Poor  End  Results 


E.  Ross  Mintz,  M.D.,  and  Edward  A.  Gaul,  M.D.,  Boston,  Massachusetts 

( From  the  Departments  of  Urology  and  Pathology,  Massachusetts  General  Hospital ) 


IN  1925  Dr.  George  Gilbert  Smith  of  our 
staff  reported  in  the  Journal  of 
Urology  the  end  results  of  the  cortical 
epithelial  tumors  that  had  been  seen  and 
operated  on  from  1900  to  1923.  I have 
carried  this  work  on  and  now  wish  to 
present  the  end  results  on  this  type  of 
tumor  from  1924  to  1935  and  comment 
on  two  aspects  of  the  subject  (Table  1, 
page  1406). 

In  the  first  group  there  were  62  cortical 
tumors.  Of  these,  7 lived  over  five  years, 
but  3 later  developed  metastasis,  leaving 
only  4 that  were  living  and  well  beyond 
the  five-year  period.  The  second  or 
last  group  consisted  of  65  cortical  epithe- 
lial tumors,  10  of  which  went  beyond  the 
five-year  period.  Of  these,  5 later  de- 
veloped metastasis,  leaving  only  5 pa- 
tients living  and  well  beyond  the  five- 
year  period.  One  fact  is  obvious  when 
these  two  series  are  compared,  and  that 
is  that  the  end  results  were  no  better  in 
the  last  series  than  in  the  first,  in  spite  of 
the  fact  that  the  operative  mortality 
was  higher  in  the  first  group  and  that  our 
operative  technic  has  advanced  in  the 
past  years.  Our  experience  with  this 
type  of  tumor,  with  the  exception  of  a few 
clinics  in  the  country,  is  no  better  or  worse 
than  in  most  of  the  large  hospitals  from 
which  large  series  of  cases  have  been 
reported.  This  is  a fact  that  I have  as- 
certained by  reviewing  almost  all  the 
literature  on  the  subject  since  1900.  One 
must  remember  that  anywhere  from  15 
to  50  per  cent  of  the  five-year  cures 
reported  probably  die  from  recurrence 
after  that  period.  Our  knowledge  con- 
cerning the  behavior  of  these  tumors  has 
steadily  increased  since  Wolcott  in  1871 
removed  the  first  renal  tumor  surgically. 


The  operative  technic  has  been  more  or 
less  stabilized;  the  varied  and  ofttimes 
bizarre  symptomatology  has  been  duly 
stressed;  the  pathology  has  been  ade- 
quately and  fully  described ; but  the 
reasons  for  our  inability  to  make  an 
early  pathologic  diagnosis  and  the  histo- 
genesis of  this  tumor  have  been  some  of 
the  aspects  that  most  authors  have  shied 
away  from,  and  are  the  very  phases  of  the 
subject  that  I wish  to  discuss  today. 
Altogether  too  much  emphasis  has  been 
placed  on  five-year  cures. 

The  inability  to  make  an  early  patho- 
logic diagnosis  is  the  bete  noir  of  this  dis- 
ease. I wonder  if  we  have  been  fooling 
ourselves  in  believing  that  an  early 
clinical  diagnosis  indicates  an  early  patho- 
logic diagnosis.  If  that  is  so,  nothing 
can  be  further  from  the  truth.  An  illus- 
tration of  this  point  is  the  case  of  a male 
patient  of  38  who  entered  the  hospital 
with  a history  of  hematuria  of  three  days’ 
duration.  The  patient  was  perfectly 
well  and  on  entry  had  not  one  ache  or 
complaint.  He  was  operated  on  and  a 
moderate-sized  renal  cell  adenocarcinoma 
removed.  The  patient  went  four  years 
and  then  developed  metastases  to  the 
brain  and  lungs.  Although  the  clinical 
diagnosis  was  made  early,  the  pathologic 
process  was  fairly  well  advanced.  It  is 
true  that  renal  tumor  is  diagnosed  much 
earlier  now  than  it  was  before  the  use  of 
the  cystoscope,  yet  a casual  glance 
through  the  present-day  literature  on  the 
subject  will  soon  convince  any  skeptic 
that  the  great  percentage  of  patients 
with  renal  tumor  have  a fair-sized 
growth  when  first  seen  or  operated  on. 
This  does  not  signify  that  there  is  an 
absolute  relationship  between  the  size  of 
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Fig.  1.  Small  adenoma  found  at  necropsy. 


the  neoplasm  and  the  ultimate  prognosis, 
but  it  does  give  some  indication  of  how 
long  the  process  has  gone  on.  It  is  fair 
to  assume,  I believe,  that  the  longer  the 
duration  of  the  neoplastic  process  the 
larger  it  will  be  and  the  greater  the  chance 
for  venous  and  glandular  extension.  In 
Bell’s2  series  the  incidence  of  metastasis 
seemed  to  be  greatly  increased  when  the 
growth  was  over  5 cm.  in  diameter.  I 
believe  this  to  be  a very  accurate  ob- 
servation. The  small  renal  tumors  that 
are  found  at  necropsy  (Fig.  1)  are  almost 
never  seen  at  operation  or  diagnosed 
clinically.  The  reasons  for  this  are 
obvious.  They  rarely  give  clinical  symp- 
toms and  technically  we  have  no  means 
at  our  disposal  to  visualize  them  by  x-ray. 
It  would  be  ideal  to  make  a diagnosis 
before  these  growths  produce  their  char- 
acteristic deformities  of  the  excretory 
portion  and  contour  of  the  kidney  on  x- 
ray.  It  is  precisely  at  this  stage  that 
operative  cure  could  probably  be  effected 
in  most  cases.  I say  “most  cases,”  for  in 
some  instances  the  lesion  may  be  small 
and  yet  the  patient  may  have  diffuse 
metastases.  Fortunately,  this  is  not  the 
rule  but  rather  the  exception. 

The  second  factor  that  prevents  early 
diagnosis  is  the  very  nature  and  insidious- 
ness of  the  disease  itself.  The  number  of 
patients  with  renal  cancers  that  fall 
into  this  group  is  not  small  and  they  defy 
the  acumen  of  the  best  clinicians.  This 
group  presents  no  urinary  signs  or  symp- 
toms but  is  diagnosed  clinically  when 
the  disease  affects  some  other  organs.  I 
know  of  no  tumor  that  can  be  as  silent  as 


a renal  tumor.  Creevy5  in  a very  excel- 
lent paper  has  recently  rediscovered  and 
illustrated  this  point.  These  patients 
may  have  presenting  symptoms  such  as 
a cough,  neurologic  ailments,  or  gastro- 


TABLE  1. — End  Results  in  Cortical  Epithelial 
Malignant  Tumors  of  the  Kidney 


Yrs. 

No. 

Cases 

No. 
Lived 
Over 
5 Yrs. 

No.  Died  of 
Recurrence 
After 
5 Yrs. 

No.  Living 
and  Well 
After 
5 Yrs. 

1900-1923 

62 

7 

3 

4 

1924-1935 

65 

10 

5 

5 

intestinal  disturbances.  In  9 out  of  his 
38  cases,  Creevy  found  that  the  patients 
first  sought  his  advice  because  of  symp- 
toms referable  to  the  lungs,  usually  in  the 
form  of  cough,  pain  in  the  chest,  and 
hemoptysis.  We  have  had  cases  in  this 
series  illustrative  of  this  point.  One,  a 
female  50  years  of  age,  was  seen  by  her 
doctor  for  a cough  of  one  year’s  duration. 
On  physical  examination  she  was  found 
to  have  a large  left  kidney,  and  x-ray 
of  her  chest  showed  a metastatic  nodule. 
There  was  no  history  of  hemoptysis.  It 
is  extremely  rare,  however,  to  have 
hemoptysis  due  to  a secondary  metastatic 
nodule  in  the  lung,  whereas  most  of  the 
primary  bronchogenic  tumors  do  pro- 
duce hemoptysis.  This  point  is  worthy 
of  note.  Creevy  states  that:  “There  is 
no  doubt  that  a fairly  high  percentage  of 
cases  of  renal  neoplasm  will  continue  to 
escape  recognition  until  late  in  their 
course,  not  merely  because  patients  are 
prone  to  delay  medical  consultation, 
and  because  the  disease  often  produces 
syndromes  difficult  to  identify,  but  chiefly 
by  reason  of  the  fact  that  the  first  symp- 
tom to  attract  a patient’s  attention  is  so 
often  due  not  to  the  tumor  itself  but  to 
local  extension  or  metastasis.  This  was 
the  case  in  32. 6 per  cent  of  the  cases  in  the 
clinical  series,  in  50  per  cent  of  those  in 
the  autopsy  series,  and  in  41  per  cent  of 
those  in  the  whole  group — a disconcert 
ingly  high  proportion.”  This  series,  too, 
as  with  other  large  series  in  the  literature, 
has  its  cases  in  which  the  diagnosis  was 
made  after  metastasis  had  taken  place. 
In  case  No.  40,  a male  of  67  developed 
an  enlarged  supraclavicular  lymph  node 
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and  on  biopsy  this  proved  to  be  metastatic 
hypernephroma.  In  case  No.  18,  a male 
63  years  of  age  entered  with  a chief  com- 
plaint of  constipation  over  a period  of 
many  months.  He  had  no  urinary  symp- 
toms but  his  abdomen  was  markedly 
distended.  Physical  examination  revealed 
an  enormous  mass  occupying  the  right 
upper  quadrant  and  x-ray  showed  metas- 
tases  to  his  spine  and  lungs. 

The  literature  in  the  past  and  present 
is  full  of  such  case  records.  Chukry3 
cites  the  case  of  a male,  50  years  old,  who 
during  the  act  of  defecation  felt  a sudden 
numbness  of  the  arms  and  legs  with  a 
definite  left  hemiplegia.  The  patient  had 
no  symptoms  at  all  referable  to  the 
genitourinary  tract.  At  autopsy  a renal 
tumor  was  found  with  extensive  metas- 
tases  to  the  brain,  lung,  mediastinal 
glands,  and  to  the  myocardium.  Johnson8 
cites  the  case  of  a negress  60  years  of 
age  who  had  a spastic  paralysis  of  both 
legs  of  four  days’  duration  with  micro- 
scopic hematuria.  Physical  examination 
revealed  a huge  mass  in  the  right  lower 
quadrant  (kidney  cancer).  Radimska- 
Jandova13  and  Barjon  and  Japiot1  add 
similar  cases  with  neurologic  symptoms. 
Wodsack 18  included  in  his  54  cases  a num- 
ber of  patients  with  extensive  metastases 
and  without  any  urinary  symptoms. 
Metastatic  skin  nodules  (Cochez  and 
Busser4,  Lubarsch9) ; extreme  anemia  (de 
Luna6);  cough  (Harvier  and  Lemaire7); 
pleurodynia  (Shuman14) ; hoarseness  (Tur- 
ner, 17Memzel10)  may  be  the  first  symptoms 
of  renal  carcinoma.  I recently  operated 
on  a patient  whose  first  symptom  was 
renal  colic  with  hematuria,  marked  rigid- 
ity of  the  entire  right  side  of  the  ab- 
domen, and  collapse.  Previous  to  this 
episode  the  patient  was  in  perfect  health 
and  there  was  no  history  of  trauma.  At 
operation  a large  perirenal  hematoma 
was  found  which  evidently  started  from 
a moderate-sized  renal  cell  adenocar- 
cinoma situated  at  the  lower  pole. 

Simpson16  cites  an  interesting  case  of  a 
boy  who  was  unable  to  move  his  leg  due  to 
partial  collapse  of  the  first  and  second 
lumbar  vertebrae.  A small  renal  tumor 
was  removed  which  on  microscopic  ex- 


amination proved  to  be  a spindle  cell 
sarcoma.  The  boy  died  a few  weeks 
later  and  in  his  comment,  Simpson  stated : 
“Such  a lamentable  result  after  removal  of 
a tumor,  only  four  days  after  the  first 
symptom,  makes  one  wonder  whether 
we  are  justified  in  telling  the  public 
that  the  cure  of  cancer  is  only  a question 
of  early  diagnosis.”  I believe  we  are 
justified  in  telling  the  public  this  if  we 
forever  keep  in  the  back  of  our  minds  the 
thought  that  it  is  an  early  pathologic 
diagnosis  that  we  seek  and  not  an  early 
clinical  diagnosis.  Another  factor  that  is 
very  disconcerting  is  that  we  have  few, 
if  any,  early  symptoms.  Of  course  this 
is  true  with  practically  all  types  of  deep- 
seated  cancer.  Braasch  once  pointed  out 
that  hypernephromas  usually  grow  slowly 
and  in  early  stages  cause  few,  if  any, 
clinical  symptoms.  The  classic  triad  of 
hematuria,  tumor,  and  pain  that  are 
described  in  every  textbook  on  renal 
tumors  means  very  little  as  far  as  early 
diagnosis  is  concerned.  Neff11  stated: 
“A  patient  should  be  lucky  whose  kid- 
ney tumor  causes  bleeding  in  the  early 
growth.” 

Hematuria  is  the  one  symptom  which 
is  so  often  referred  to  and  stressed  in  the 
literature.  Both  the  laity  and  the  phy- 
sician have  time  and  again  been  told  about 
the  necessity  for  investigation  when 
urinary  bleeding  is  present.  In  fact,  it 
has  not  been  uncommon  in  the  past  to 
accuse  the  local  physicians  in  small  com- 
munities of  not  investigating  a hematuria 
and  thus  making  more  possible  an  early 
diagnosis.  I am  strongly  in  favor  of 
investigating  every  case  of  bloody  urine 
but  I am  not  so  sure  that  this  will  in- 
crease the  diagnosis  of  early  pathologic 
lesions,  especially  of  cortical  tumors.  We 
must  remember  that  in  order  to  have 
hematuria  from  a cortical  tumor,  the 
lesion  has  to  extend  into  the  renal  pelvis 
or  its  appendages  or  produce  bleeding  by 
congestion  of  the  subepithelial  spaces  as 
shown  by  Patch  and  Rhea.12  In  this 
series  the  urinary  sediment  was  negative 
in  a fair  percentage  of  cases.  By  that  is 
meant  no  erythrocytes  could  be  found 
in  the  urine  of  these  patients  when  they 
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entered  the  hospital.  This  does  not  neces- 
sarily mean  that  they  did  not  have 
hematuria  at  some  other  time,  but  simply 
means  that  when  they  were  first  seen  no 
red  cells  were  found  in  their  mine,  nor 
did  they  give  a history  of  hematuria. 
Gross  hematuria  was  present  in  only  a 
small  group  of  cases.  This  is  very 
significant.  It  may  be  that  in  this  par- 
ticular series  the  incidence  of  hematuria 
was  low,  but  in  the  literature,  report 
after  report  can  be  found  where  a fair 
percentage  of  the  cases  did  not  have 
macroscopic  bleeding.  In  view  of  this 
last  statement,  how  can  anyone  make  an 
early  diagnosis  in  these  particular  cases? 
The  fact  is  that  we  do  not;  in  a number 
of  instances  the  growth  was  of  fair  size 
and  the  patient  only  recently  complained 
of  hematuria.  Quite  a number  of  cases 
presented  hematuria  as  the  initial  symp- 
tom yet  on  physical  examination  a large 
tumor  mass  was  present.  (These  cases 
were  practically  all  in  the  parenchy- 
matous group.)  This  shows  very  strik- 
ingly that  the  symptom,  mass,  or  tumor, 
was  not  sufficient  per  se  to  bring  the 
patient  to  the  doctor  but  that  the  addition 
of  hematuria  did.  Hematuria,  although 
a fortuitous  sign,  as  stated  by  Neff,  does 
not  necessarily  mean  an  early  tumor  even 
though  it  is  a presenting  symptom  and 
of  very  recent  date.  The  patient  who 
had  one  of  the  largest  tumors  in  this 
series,  had  his  first  hematuria  three  days 
before  death. 

The  value  of  tumor  as  a sign  in  the 
diagnosis  of  early  kidney  tumor  is  like- 
wise small.  Patients  as  a rule  do  not 
continually  feel  their  abdomens  for  tumors 
and  the  chances  are  that  when  a mass  is 
palpated,  pathology  has  gone  on  for  a 
good  period  of  time.  The  growth  prob- 
ably has  extended  beyond  the  capsule  or 
into  the  venous  system.  Of  course  there 
are  exceptions  to  this  rule,  but  in  the  main 
it  must  be  conceded  that  the  very  finding 
of  a tumor  mass  is  against  an  early 
diagnosis.  It  may  be  an  early  diagnosis 
as  far  as  the  physician  is  concerned  but  it 
is  not  early  as  far  as  the  pathologic  proc- 
ess is  concerned. 

Pain  as  an  early  symptom,  I believe  to 


be  of  extremely  doubtful  value.  As  it  is 
a subjective  symptom,  it  depends  entirely 
on  the  individual’s  threshold  for  pain. 
Usually  individuals  with  a slight  degree 
of  pain  may  carry  on  for  a long  period  of 
time  before  they  will  consult  a doctor. 
Invariably  they  hope  that  it  will  pass  off 
and  attribute  it  to  some  other  cause.  For- 
tunately most  pains  do  pass  off  and  no 
pathology  is  ever  found,  but  only  when 
the  pain  is  severe  or  hinders  their  daily 
work  will  the  patients  consult  a physi- 
cian. Imagine  every  woman  going  to  a 
physician  because  her  back  hurts.  I am 
not  so  sure  that  the  average  physician 
would  welcome  such  a practice.  The 
symptom  itself  is  so  indefinite,  and 
its  only  value  in  the  diagnosis  of  renal 
tumor  is  when  it  is  associated  with  hema- 
turia. 

We  must  then  admit,  from  the  fore- 
going, that  the  very  nature  of  the  disease 
and  the  lack  of  early  symptoms  makes 
the  diagnosis  of  early  renal  cell  carcinoma 
extremely  difficult,  and  hence  lessens  the 
chances  for  a complete  cure. 

The  second  phase  of  this  paper  is  the 
histogenesis  of  these  cortical  tumors. 
Dr.  Edward  Gaul,  of  the  Pathology 
Laboratory  of  the  Massachusetts  General 
Hospital,  and  I collected  61  specimens 
containing  69  circumscribed  lesions  con- 
sidered to  be  benign  cortical  epithelial 
tumors  of  the  kidney.  Nineteen  of  these 
were  obtained  from  Dr.  Shields  Warren’s 
laboratory  at  the  Palmer  Memorial 
Hospital,  and  42  from  the  Massachusetts 
General.  The  lesions  varied  considerably 
in  size  but  the  majority  were  less  than  5 
mm.  in  diameter.  It  is  interesting  to 
note  that  most  of  these  tumors  occurred 
in  kidneys  exhibiting  evidence  of  rela- 
tively long-standing  damage.  Only  11 
of  the  cases  showed  no  histologic  evi- 
dence of  pre-existing  renal  disease.  Six 
kidneys  exhibited  a severe  grade  of 
pyelonephritis  and  in  2 of  them  there 
was  advanced  diffuse  glomerulonephritis. 
Forty-two  in  all  showed  varying  grades 
of  vascular  nephritis  with  evidence  of 
ischemic  cortical  scarring.  These  tumors 
fell  into  3 distinct  groups;  namely:  the 
fetal  adenoma  (7  cases),  cystoma  and 
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papillary  cystadenoma  (47  cases),  and 
the  adrenal  rests  (7  cases) . 

I wish  to  discuss  the  largest  and  most 
common  group,  the  papillary  cystade- 
nomas  (Fig.  2).  The  cystomas  occur  as 
simple  multiloculated  cysts  and  may 
remain  as  such  throughout  their  exist- 
ence. They  may  grow  to  rather  large 
size.  The  majority  arise  in  response 
to  the  effect  of  focal  ischemia  or  ob- 
struction of  the  parenchymatous  ele- 
ments. The  lining  epithelium  of  these 
cysts  at  this  point  in  their  development 
presents  the  appearance  of  normal  proxi- 
mal tubular  epithelium.  The  cells  are 
large,  cuboidal,  and  contain  round  vesicu- 
lar nuclei  centrally  placed  within  abun- 
dant granular  eosinophylic  cytoplasm. 
No  distinct  encapsulation  or  evident 
segregation  from  adjacent  parenchyma  is 
observed,  a point  strongly  suggesting 
origin  from  pre-existing  tubular  tissue. 
With  continued  development,  more  and 
more  papillary  infolding  occurs  and  is 
associated  with  frequent  branching.  Sub- 
sequent to  the  increase  of  intracystic 
substance,  the  cyst  wall  is  necessarily 
expanded  and  adjacent  parenchyma  com- 
pressed. 

In  many  instances  this  results  in  pres- 
sure atrophy  of  normal  epithelium  and 
replacement  of  fibrous  tissue,  so  that 
apparent  encapsulation  results.  This 
may  be  partial  or  complete.  Capsular 
invasion  frequently  noted  may  be  real  or 
only  apparent.  More  often  it  probably 
does  not  represent  actual  penetration  of 
the  capsule  by  an  invasive  process,  but 
rather  inclusion  within  the  capsule  of 
incompletely  destroyed  fragments  of  de- 
generating parenchyma.  Increasing  cel- 
lularity  results  in  partial  obliteration  of 
acinic  and  cystic  structure.  The  epithelial 
cells,  although  fundamentally  unchanged, 
are  compressed  and  the  papillary  proc- 
esses tend  to  lose  distinction.  With  pro- 
gressive increase  in  cellularity,  intense 
intercapsular  compression  and  thickening 
of  the  capsule  occur  with  ultimate  ob- 
literation of  the  vascular  supply.  Cel- 
lular degeneration  follows  and  the  ade- 
nomatous nodule  takes  on  the  appearance 
of  a cholesteatoma.  In  many  of  the 


Fig.  2.  Low-power  view  showing  a papillary 
cystadenoma. 


papillary  cystadenomata,  particularly 
those  of  the  compact  variety,  vacuoliza- 
tion of  scattered  cells  is  apparent.  This 
occurs  in  the  central  portion  of  the  nodule, 
the  very  portion  where  nutritive  pene- 
tration would  be  less.  This  vacuoliza- 
tion may  go  on  to  a point  where  the  cells 
are  indistinguishable  from  the  clear 
cell  hypernephromas,  or  Grawitz  tumors. 
There  were  12  of  these  so-called  clear  cell 
tumors  or  alveolar  adenomas,  1 1 of  which 
were  encapsulated.  This  group  of  renal 
adenoma  then  starts  as  a benign,  simple 
tubular  cyst  (cystoma),  whose  cyst  wall 
gives  origin  to  papillary  buds  and  forms 
a papillary  cystoma  or  a papillary  cyst- 
adenoma. If  vacuolization  of  these 
papillary  processes  occurs,  the  growth 
assumes  the  appearance  of  an  alveolar 
adenoma.  I hypothesize  that  these  tu- 
mors may  become  arrested  at  any  stage 
of  their  development  or  they  con- 
tinue to  grow  until  they  reach  a large 
size;  they  may  have  varying  rates  of 
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growth,  some  more  rapidly  growing 
than  others;  they  may  become  invasive 
at  an  early  period  in  their  development, 
or  they  may  remain  benign  for  a long 
period  of  time  and  sometime  assume  a 
large  size.  This  is  consistent  with  what 
we  already  know  about  the  natural  his- 
tory of  these  neoplasms  and  would  ac- 
count for  those  cases  where  the  first 
symptoms  of  renal  tumor  antedated  the 
clinical  appearance  or  the  diagnosis  of  a 
tumor  by  many  years;  cases  where  a 
diagnosis  was  made  by  pyelogram  or 
palpation  of  a mass  and  the  patient  went 
years  before  an  operation  was  performed 
and  a definite  pathologic  diagnosis  made; 
cases  where  the  diagnosis  was  made  by 
exploratory  operation  or  biopsy,  or  both, 
and  the  patient  lived  years  afterward; 
and  finally,  cases  where  tumor  thrombi 
were  found  in  the  renal  vein  and  the 
patients  lived  for  years  without  metas- 
tasis. 
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Discussion 

Dr.  Frederick  J.  Parmenter,  Buffalo — I wish 
to  thank  Dr.  Crance  for  inviting  me  to  open  the 
discussion  on  Dr.  Mintz’s  paper,  of  which  Dr. 
Mintz  was  kind  enough  to  furnish  me  with  an 
advance  copy. 

In  discussing  this  problem  some  repetition  is 
unavoidable.  However,  I wish  to  call  attention 
to  several  other  points  which  have  been  of  aid  to 
me  in  the  diagnosis  of  this  condition. 


A recent  review  of  40  personal  cases  of  renal 
tumor  confirms  all  that  Dr.  Mintz  has  said  about 
the  difficulties  of  diagnosis  and  the  generally 
poor  prognosis. 

Renal  neoplasms  have  the  same  degree  of 
variation  in  their  metastatic  and  malignant  tend- 
encies as  tumors  situated  elsewhere.  We  occa- 
sionally see  very  small  growths  cause  widespread 
and  rapidly  fatal  metastasis,  while  others  grow 
to  large  proportions  relatively  slowly  and  do  not 
metastasize.  It  is  in  the  former  cases  that  the 
symptoms  arising  from  the  metastasis  are  usually 
the  ones  to  first  call  attention  to  the  disease. 
Dr.  Mintz  is  quite  right  when  he  states  the 
disease  is  far  advanced  when  first  recognized  and 
that  the  textbook  symptoms  of  abdominal  swell- 
ing, pain,  and  hematuria  are  late  ones. 

The  question  then  arises,  can  we  improve  our 
diagnostic  acumen  and  thereby  give  the  patient 
the  benefit  of  an  earlier  diagnosis? 

I feel  quite  sure  a more  careful  systematic 
palpation  of  the  abdomen  on  routine  examina- 
tion will  reveal  the  presence  of  a mass  before  it 
has  reached  the  extreme  proportions  some  attain 
before  recognition,  and  while  late,  to  be  sure,  the 
smaller  the  growth  the  easier  it  can  be  dealt 
with  surgically. 

Also,  a routine  x-ray  flat  plate  which  shows 
good  detail  will  frequently  reveal  an  enlargement 
of  the  affected  kidney  when  compared  with  the 
sound  one. 

Finally,  with  the  ureteral  catheter  in  place 
and  where  the  growth  connects  with  the  collect- 
ing structures,  Roman  and  I,  a number  of  years 
ago,  published  a simple  method  of  examining 
the  urine  sediment  for  tumor  cells  which  when 
positive,  revealed  the  type  of  new  growth  we 
were  dealing  with.  It  is  also  important  to  wash 
out  the  tip  of  the  catheter,  which  may  contain 
fragments  of  tumor,  and  thus  furnish  a biopsy. 
Many  times  the  result  will  be  negative,  but  when 
positive,  the  findings  will  be  of  the  greatest 
value. 

Pyelography  undoubtedly  has  constituted  the 
greatest  factor  in  detecting  renal  tumors  and 
Dr.  Mintz  has  made  a noteworthy  contribution 
in  this  respect.  I desire  to  re-emphasize  what 
he  has  said  about  repeating  the  examination 
where  a slight  deformity  is  found,  as  the  de- 
formity may  be  due  to  blood  clot  and  it  is  very 
important  to  rule  this  out. 

It  would  seem  unnecessary  to  call  the  pro- 
fession's attention  to  the  fact  that  the  time  to 
cytoscope  the  patient  is  during  the  hematuria 
and  not  after  the  bleeding  has  stopped,  were  it 
not  that  a considerable  number  of  physicians 
for  some  unknown  reason  advise  their  patients 
to  wait  until  the  hematuria  is  over.  This,  in  an 


July  15,  1939] 


KIDNEY  TUMORS 


1411 


early  case,  may  make  the  diagnosis  impossible  or 
very  difficult. 

Another  problem  presents  itself  when  a mass 
is  found — to  allow  nature  to  take  its  course 
feeling  that  surgery  is  useless,  or  to  at  least 
explore  the  tumor  and  decide  the  method  of 
procedure  at  the  time  of  operation.  There  are 
several  reasons  in  favor  of  the  exploratory  plan: 

1.  A biopsy  can  be  made  and  many  of  these 
growths  removed;  2.  As  temperature  may  be 
present  in  both  hypernephroma  and  chronic 
renal  infections,  operation  may  be  the  only 
means  of  differentiation  and  if  inflammatory, 
cure  the  patient;  3.  Bailey  and  Harrison  in  the 
Journal  of  Urology,  December,  1937,  report  5 
benign  renal  neoplasms,  4 of  which  were  success- 
fully removed  by  surgery;  4.  Dr.  Mintz  has 
traced  the  group  of  benign  tumors  through  their 
transitional  stage  into  malignant  ones.  Cer- 


tainly if  this  group  can  be  recognized  before 
malignancy  takes  place,  a cure  is  practically 
certain. 

A word  about  the  benefit  of  preoperative 
radiation.  The  greatest  effect  observed  per- 
sonally has  been  in  the  Wilms’  group,  where  re- 
markable regression  has  been  noted  in  a number 
of  instances  and  has  made  subsequent  nephrec- 
tomy technically  much  easier.  Two  inoperable 
cases  are  now  under  observation,  both  proved 
by  exploratory  biopsy,  who  have  carried  on 
remarkably  well  on  x-ray  alone,  though  natur- 
ally cure  is  out  of  the  question,  one,  a hyper- 
nephroma, for  three  years  after  operation  with 
symptoms  antedating  operation  four  years, 
making  seven  years  in  all;  the  other  a Wilms’ 
tumor  for  two  years  following  operation. 

Dr.  Mintz  is  to  be  congratulated  for  his  ex- 
cellent lantern  slides  and  sane  handling  of  his 
subject. 


A FEW  SLIGHT  ERRORS 

What  has  been  published  as  a National  Health 
Survey  was  nothing  of  the  kind,  and  what  was 
publicized  as  a National  Health  Conference  was 
not  a conference  at  all  but  a sounding  board  be- 
fore which  a hand-picked  and  in  the  main  a pre- 
convinced group  of  invited  guests  listened  to  the 
report  of  a technical  committee,  with  the  doubtful 
privilege  of  extemporaneous  comments  but  no 
opportunity  for  collective  consideration  or  adop- 


tion of  the  slightest  change  in  the  ready-made 
proposals  which  they  were  assembled  to  endorse. 

What  we  have  before  us  is  not  a National 
Health  Program  in  any  rational  sense  of  the 
word,  in  that  it  has  not  been  conceived  on  the  basis 
of  the  respective  needs  of  all  parts  of  the 
nation  nor  has  it  been  in  any  true  sense  nationally 
accepted. 

— Haven  Emerson,  M.D. 


HEART  DISEASE  TAKES  THE  DOCTORS 

Heart  disease  was  again  the  leading  cause  of 
death,  as  it  has  been  for  many  years,  of  physi- 
cians whose  obituaries  were  published  in  the 
J.A.M.A.  in  1938,  a summarizing  editorial  in 
the  Journal  points  out. 

“The  number  of  obituaries  of  physicians 
published  in  the  Journal  during  1938  was  3,768, 
including  3,630  of  the  United  States  as  compared 
with  3,277  in  1937,  also  138  of  Canadian  physi- 
cians,’’ the  editorial  states. 

The  average  age  at  death  of  those  classified 
as  of  the  United  States  was  65.6,  as  compared 


with  65.4  in  1937.  The  highest  number  of 
deaths,  590,  occurred  between  the  ages  of  65  and 
69. 

Arteriosclerosis  was  the  second  most  frequent 
cause  of  death,  with  442  victims.  Cerebral 
hemorrhage  ranked  third,  with  384  deaths; 
28  additional  deaths  were  reported  as  due  to 
paralysis.  Fourth  on  the  list  was  pneumonia, 
with  350  deaths,  of  which  111  were  specified 
as  due  to  bronchopneumonia.  Cancer  was 
reported  as  the  cause  of  death  in  334  cases, 
while  nephritis  was  reported  in  204  deaths. 


EPITHELIOMA  OF  THE  TONSIL 

A Study  of  162  Cases 

Walter  L.  Mattick,  M.D.,  Buffalo,  New  York 
( From  the  State  Institute  for  the  Study  of  Malignant  Diseases,  Buffalo,  New  York  ) 


Epithelioma  of  the  tonsil,  while  not 
common,  nevertheless  occurs  with 
such  relative  frequency  as  to  merit  at- 
tention and  study.  Prior  to  the  begin- 
ning of  this  century,  surgery  was  the  only 
means  of  attack,  with  an  almost  uni- 
versally unfavorable  prognosis  and  rarely 
a cure.  In  the  interim,  under  the  stimu- 
lus of  therapeutic  radiology,  the  picture 
has  gradually  changed  and  this  lesion 
has  become  less  formidable  in  manage- 
ment and  progressively  more  favorable  in 
prognosis.  While  considerable  literature 
has  accumulated,  there  are  still  insuf- 
ficient communications  covering  larger 
series  of  cases.  It  is  hoped,  therefore, 
that  a contribution  of  the  experience  of 
this  clinic  from  1915  to  1935,  setting 
forth  the  results  of  treatment  in  162  cases 
over  this  period,  will  not  be  without 
value. 

From  1913  to  1935,  14,480  cases  of 
cancer  of  all  varieties  have  passed  through 
this  clinic.  Of  this  number,  166  were 
cases  of  epithelioma  of  the  tonsil,  a ratio 
of  1:91  of  all  cancer.  The  incident  when 
analyzed  by  semidecades  proved  to  be  in 
approximate  proportion  to  the  general 
growth  in  attendance  at  the  clinic  and 
showed  no  marked  fluctuations  over  the 
years  studied.  Of  the  total  cases,  91.3 
per  cent  were  in  males.  The  period  of 
greatest  prevalence  was  observed  to  be 
that  of  the  fifth  and  sixth  decade  in  which 
almost  two-thirds  of  the  cases  were  re- 
corded. The  youngest  case  in  this  series 
was  a male  of  28  years,  and  the  oldest  a 
male  of  85  years  of  age.  The  incident 
in  relation  to  all  intraoral  cancer  was  ap- 
proximately 7 to  10  per  cent,  depending 
on  the  years  studied  (See  Table  1). 


Schall,11  reporting  on  230  cases  of  this 
lesion  seen  at  the  Huntington  Memorial 
Hospital  in  Boston  from  1918  to  1934, 
noted  an  incidence  of  1:106  of  all  cancer, 
a 88.7  per  cent  predilection  for  males, 
and  the  greatest  incidence  was  between 
60  and  65  years  of  age.  Duffy, 3 reporting 
from  the  Memorial  Hospital  in  New 
York,  found  this  lesion  to  constitute  10 
per  cent  of  all  intraoral  cancer  as  observed 
there.  Noteworthy  contributions  on  this 
subject  have  also  been  made  by  Bervan,1 
Coutard,2  Harmer,5  New  and  Childrey,9 
Schreiner,12  and  others. 

The  etiology  of  epithelioma  of  the  ton- 
sil, like  that  of  cancer  in  general,  is  still 
unsolved.  Syphilis  and  bad  oral  hygiene 
may  play  a predisposing  role. 

Pathology 

These  tumors  arise  from  the  epithelium 
of  the  mucous  membrane  covering  the 
tonsil  and  lining  its  crypts,  and  may  dis- 
play papillomatous,  infiltrative,  or  any 
combination  of  these  propensities  in  their 
growth.  Histologically  they  are  gener- 
ally epidermoid,  less  often  anaplastic, 
rarely  adenocystic  in  type,  and  often 
display  considerable  pleomorphism.  The 
epidermoid  types  are  most  common  and 
generally  present  an  ulcerated  indurated 
tumor  mass  which  in  the  course  of  time 
will  metastasize  to  the  regional  cervical 
nodes.  Such  types  are  said  to  be  radio- 
resistant, and,  according  to  Coutard  and 
Ewing,  make  up  from  62  to  72  per  cent  of 
these  lesions.  In  contradistinction,  there 
are  the  more  anaplastic  rapidly  growing 
types,  with  slight  or  no  induration  or  ul- 
ceration but  with  early  tendency  to  me- 
tastasize not  only  to  the  regional  glands, 
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TABLE  1. — Epithelioma  of  Tonsil 
S.I.M.D.  Tumor  Clinic 
Classification  According  to  Age  and  Sex 


Decade 

Male 

Female 

Total 

Percentage 

80-89 

5 

0 

5 

3.0 

70-79 

28 

2 

30 

18.5 

60-69 

47 

2 

49 

30.2 

50-59 

47 

7 

54 

33.3 

40-49 

17 

2 

19 

11.7 

30-39 

3 

1 

4 

2.4 

20-29 

1 

0 

1 

0.6 

Total 

148  or 
91.3% 

14  or 
8.6% 

162 

99.7 

but  also  often  later  to  distant  organs  or 
parts  of  the  body.  In  fact,  the  appear- 
ance of  cervical  metastasis  may  be  the 
first  sign  that  points  with  suspicion  to 
the  tonsil.  The  marked  radiosensitivity 
of  these  more  anaplastic  growths  often 
serves  as  a means  of  differentiation  from 
the  more  common  epidermoid  varieties. 
These  tumors  present  a histopathologic 
picture  generally  spoken  of  as  transitional 
or  lymphoepithelioma,  first  described  by 
Schemke  and  Regaud  in  1921,  then  later 
by  Ewing  and  others.  The  differentia- 
tion of  these  two  latter  varieties  seems 
not  too  clearly  drawn  in  the  prevailing 
literature  or  in  the  minds  of  most  tissue 
pathologists.  Of  the  rarer  adenocystic 
or  adenocarcinomatous  types  only  1 such 
case  was  found  in  this  series.  In  this 
particular  patient  the  growth  started 
quite  characteristically  on  the  anterior  pil- 
lar and  resembled  before  biopsy  a simple 
cyst  under  fluid  tension.  This  case  re- 
mained healed  over  three  years  following 
radiation  therapy  and  later  developed 
an  epidermoid  type  of  recurrence  in  the 
same  tonsil.  Duffy  noted  a similar  lesion 
in  his  series  of  176  cases. 

The  histopathologic  material  in  57  of 
the  later  cases  of  this  series  was  classified 
into  various  types  in  accordance  with  the 
degree  of  cellular  differentiation  after  the 
method  of  Coutard  and  Stewart.13  Such 
classification  and  the  percentage  of  cases 
occurring  in  each  group  will  be  seen  in 
Table  2.  As  previously  noted  by  others, 
the  epidermoid  types  predominated,  rep- 
resenting 75  per  cent.  Of  these,  54  per 
cent  showed  keratinization  or  pearl  for- 
mation, while  the  other  21  per  cent  were 
of  the  mucous  membrane  type.  The 
basal  or  transitional  lesions  constituted 


only  15  per  cent  in  this  short  series  and  in 
many  instances  were  difficult  to  separate, 
as  noted  above,  from  the  lymphoepithe- 
liomas,  which  constituted  only  5 per  cent 
of  this  material.  The  undifferentiated 
type,  composed  of  spindle  or  round  cells, 
was  noted  in  only  1 case.  This  group  has 
been  designated  as  nonepidermoid  by 

TABLE  2. — Epithelioma  of  Tonsil 
S.I.M.D.  Tumor  Clinic 
Histopathologic  Classification 


Group  Description  Percentage 

I Adenocarcinomatous  or  glandular  1 . 7 

110  Epidermoid  type  with  pearl  formation  54.3 

II 6 Mucous  membrane  type  21.0 

111  Transitional  or  basal  cell  type  15.8 

IV  Lymphoepithelioma  Schemke  or 

Regaud  type  5.2 

V Undifferentiated  or  nonepidermoid  1 . 7 


99.7 

The  above  classification  is  based  on  a study  of  the 
histopathologic  findings  in  57  cases.  The  above  scheme 
is  a composite  of  a classification  of  tonsil  epithelioma  as 
given  by  Coutard  and  Stewart. 

Coutard.  The  single  adenocarcinoma- 
tous type  was  previously  described. 
Photomicrographs  of  these  various  types 
are  illustrated  in  Fig.  1 (see  page  1415). 
It  should  be  noted  that  such  classifica- 
tion is  purely  arbitrary,  technically  diffi- 
cult on  account  of  a variable  pleomor- 
phism,  and  is  probably  of  academic  value 
only. 

Clinical  Classification 

Tonsillar  epithelioma  starts  on  either 
side,  less  commonly  on  the  pillars,  and 
from  here  spreads  later  by  continuity  to 
adjoining  structures,  the  frequency  being 
in  the  following  order:  soft  palate,  pyri- 
form sinus,  tongue,  anterior  pillar,  pos- 
terior pharyngeal  wall,  posterior  pillar, 
and  buccal  mucosa.  Approximately  77 
per  cent  of  our  cases  showed  involvement 
of  the  regional  cervical  glands  on  ad- 
mission, as  could  be  determined  by  palpa- 
tion, biopsy,  or  both.  New  and  Childrey 
noted  cervical  metastasis  in  67.8  per  cent 
of  174  tonsillar  epithelioma  cases  reported 
by  them.  The  value  of  aspiration  biopsy 
as  advocated  by  Martin  and  Ellis6  is 
hereby  amply  confirmed.  Usually  some 
clinical  classification  is  necessary.  This 
may  be  based  on  the  presence  of  palpable 
metastatic  nodes;  on  anatomic  extent  of 
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involvement  of  contiguous  structures  ac- 
cording to  Duffy;  on  histopathologic 
grading  according  to  Broder;  or  on  a 
combination  of  these  methods.  The 
first  mentioned  has  been  followed  here 
not  only  on  account  of  its  simplicity  but 
because  it  seemed  to  be  the  common 
practice  of  many  in  prevailing  literature. 
In  accordance  to  such  classification,  this 
material  was  divided  into  two  clinical 
groups  designated  as  I and  II.  In  Group 
I were  placed  those  cases  who  on  ad- 
mission were  free  from  palpably  indur- 
ated cervical  nodes.  In  Group  II  were 
placed  all  cases  who  on  admission  pre- 
sented such  palpably  involved  or  in- 
durated cervical  nodes,  the  histopath- 
ology  of  which  was  proved  in  many  by 
biopsy. 

Due  to  the  somewhat  limited  occur- 
rence of  such  lesions  and  especially  to  the 
difficulty  in  collecting  a sufficient  number 
of  healed  cases,  most  reports  on  the 
curability  of  this  cancer  have  been  based 
on  a three-year  arrest  period  free  from 
either  local  or  metastatic  recurrence, 
rather  than  the  usual  five-year  period. 
In  similar  conformity,  a three-year  arrest 
period  has  been  used  here  for  better  com- 
parison with  previously  published  reports. 
Some  of  the  cases,  however,  have  already 
passed  the  five-year  period  and  it  seems 
probable  that  many  more  herein  reported 
as  three-year  cures  will  do  likewise. 

Little  will  be  said  about  symptoma- 
tology, as  this  has  been  adequately  cov- 
ered in  previous  papers  by  Duffy  and 
Schall.  It  might  be  emphasized,  how- 
ever, that  a patient  may  often  have  a 
slight  or  no  discomfort  beyond  some  full- 
ness of  the  throat  on  the  involved  side 
for  a short  time  prior  to  seeking  relief. 
Pain  in  the  ear  so  commonly  noted  on  the 
side  of  the  lesion,  and  limitation  of  motion 
of  the  temporomandibular  joint  are  neces- 
sarily late  signs  of  infiltration  of  the 
deeper  structures.  In  case  of  early  in- 
volvement of  the  cervical  nodes,  as  men- 
tioned above,  an  anaplastic  epithelioma 
of  the  tonsil  should  be  vigorously  searched 
for  as  a probable  primary  focus  before 
resorting  to  the  favorite  diagnosis  of 
carcinoma  of  branchogenic  origin. 


In  regard  to  physical  findings,  it  is  to 
be  remembered  that  the  majority  of 
tonsillar  carcinoma  are  epidermoid  and 
generally  self-evident  on  account  of  the 
induration  and  ulceration,  whereas  the 
transitional  and  more  anaplastic  types 
may  often  present  only  a fullness  or 
tumor  of  the  tonsil  hardly  distinguishable 
from  lymphosarcoma.  Early  metastatic 
involvement  of  the  neck  nodes,  marked 
radiosensitivity  of  the  growth,  and  ab- 
sence of  keratinization  as  mentioned  be- 
fore also  characterize  these  varieties  in 
contrast  to  the  epidermoid  types. 

The  previous  histopathologic  classifi- 
cation was  attempted  mainly  with  the 
idea  of  forecasting  prognosis  in  individual 
cases.  This  was  not  found  as  generally 
reliable  as  the  clinical  findings,  but,  when 
used  in  conjunction  with  the  latter,  often 
served  as  an  aid  in  differentiating  the 
more  anaplastic  growths.  Of  the  17  cases 
healed  for  three  or  more  years,  the  ma- 
jority fell  into  the  epidermoid  group  with 
pearl-forming  tendencies,  as  might  be 
expected  from  the  percentages  given  in 
the  histopathologic  classification.  There 
were  3 each  in  the  mucous  membrane  and 
transitional  group  and  1 each,  as  men- 
tioned above,  in  the  adenocarcinomatous 
and  undifferentiated  groups. 

A further  attempt  was  made  to  evalu- 
ate, by  comparison,  the  extent  of  con- 
tiguous involvement  of  the  primary 
lesion  on  admission  with  the  simpler 
clinical  classification  into  the  two  groups 
as  noted  above.  While  it  was  noted 
that  extensive  involvement  or  the  pres- 
ence of  hard,  palpable  nodes  markedly 
reduced  the  chances  of  cure,  as  is 
noted  in  Table  2,  it  was  found  that  the 
later  and  simpler  grouping  gave  a lower 
percentage  of  three-year  favorable  end 
results,  in  contradistinction  to  classifica- 
tion by  anatomic  extent  of  the  primary, 
and  that  therefore  this  might  prove  of 
more  conservative  statistical  value. 

Surgery  of  tonsillar  epithelioma,  i.e., 
enucleation,  radical  resection  of  the  pri- 
mary focus,  or  electrocoagulation  with  or 
without  block  dissection  of  the  glands  of 
the  neck,  has  been  advocated,  especially 
by  Matthew,  Eggar,  and  others,  but  the 
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Fig.  1.  Photomicrographs  of  representative  sections  depicting  the  various  groups  as  noted  in  Table  2.  The  designation  under  each  illustration  corre- 
sponds with  the  grouping  as  shown  in  the  table. 
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TABLE  3. — Epithelioma  op  Tonsil 
S.I.M.D.  Tumor  Clinic 
Results  of  Therapy  in  162  Cases 


1915  to  1929 
No. 


1929  to  1932 
No. 


1932  to  1935 


Clinical 

No. 

Well 

Percentage 

Well  Percentage 

Well  Percentage 

3 Yrs. 

Well 

No.  3 Yrs.  Well 

No. 

3 Yrs.  Well 

Grouping 

Cases 

+ 

3 Yrs.+ 

Cases 

+ 3 Yrs.  + 

Cases 

+ 3 Yrs.  + 

Group  I with  no  demonstrable 

involvement  of  cervical  nodes 
Percentage  incidence 

21 

22.1 

3 

14.0 

6 

22.2 

2 33.3 

9 

22.5 

4 44.0 

Group  II  with  demonstrable 
involvement  or  induration  of 

cervical  nodes 
Percentage  incidence 

74 

77.9 

1 

1.4 

21 

77.8 

1 4.7 

31 

77.3 

6 19.3 

Total  salvage 

95 

4 

4.0 

27 

3 11.1 

40 

10  25.0 

Therapy 

Glass 

or  gold 

radon 

1.5  to  2. 

me.  gold  radon 

1 to  1.5  me.  sold  radon 

seeds.  200  K.V. 

seeds. 

Protracted 

seeds. 

Protracted 

.16  A X eff. 

Older 

200  K.V.  .16  A X 

200  K.V.  .16  A X 

divided  technic 


eff.  x-ray  or  tele- 
radium pack 


eff.  x-ray  or  tele- 
radium pack  up  to 
4000  r per  field 


Primary  healing  was  observed  in  36  of  57  cases,  or  63.1%,  from  1929  to  1935.  Of  these,  23,  or  63.8%,  developed 
local  recurrence. 


results  so  far  reported  have  been  few  and 
generally  discouraging.  Harmer,6  sum- 
ming up  the  British  surgical  experience, 
writes:  “At  the  present  time  nearly 
everyone  is  agreed  that  these  growths  are 
so  malignant  that  simple  removal  with 
the  knife  is  dangerous  and  ought  never 
to  be  attempted.”  Most  tumor  clinics 
in  this  country  have,  for  some  years 
past,  been  treating  this  lesion  by  simple 
biopsy  followed  by  irradiation,  using 
either  interstitial  radon  implants,  intra- 
oral x-ray,  or  both,  preceded  or  followed 
by  external  high  voltage  x-ray  or  tele- 
radium pack. 

In  the  epidermoid  types,  block  dissec- 
tion of  operable  nodes,  while  permissible 
under  certain  conditions,  seems  to  be 
giving  way  to  the  more  conservative 
method  of  simple  exposure  and  excision 
or  radon  implantation  of  such  nodes. 
Even  such  excision  is  advocated  in  these 
epidermoid  lesions  only  as  a rule  when 
the  primary  tonsillar  lesion  is  healed, 
when  the  growth  is  still  confined  within 
the  capsule  of  the  node,  and  then  only 
if  the  patient  is  a good  surgical  risk  with 
the  possibility  of  three  or  more  years  sur- 
vival. Otherwise,  simple  exposure  of 
the  nodes  and  interstitial  implantation 
is  the  usual  practice.  Of  recent  years 
external  protracted  irradiation  therapy 
has  been  gaining  more  prestige  over  even 
these  more  conservative  procedures.  In 
the  case  of  the  more  anaplastic  transi- 


tional or  lymphoepitheliomatous  growths, 
practically  all  surgery  has  been  given  up 
in  favor  of  the  protracted  external  ir- 
radiation therapy  popularized  by  Cou- 
tard. 

Histopathologic  diagnosis,  while  al- 
ways done,  could  not  be  awaited  before 
commencing  therapy  in  many  cases  of 
series  due  to  the  fact  that  most  of  our  pa- 
tients were  from  out  of  the  city  and  of  de- 
pleted economic  circumstances.  Neck 
dissections  were  seldom  done.  The  re- 
sults when  taken  as  a whole  from  the  time 
the  first  case  was  seen  in  1915  to  1935 
may  seem  comparatively  poor.  When, 
however,  such  results  are  studied  by 
periods,  very  striking  progress  in  the 
management  of  this  lesion  becomes  ap- 
parent. Three  arbitrary  periods  have 
therefore  been  chosen : that  prior  to  1929 
in  the  early  developmental  days  of  inter- 
stitial radon  implantation  technic,  when 
the  management  of  this  lesion  was  un- 
encouraging; that  from  1929  to  1932, 
during  the  earlier  days  of  protracted  ex- 
ternal therapy;  and  from  1932  to  1935, 
when  treatment  was  becoming  more  per- 
fected both  as  to  radon  implantation  and 
external  irradiation  technic.  The  results 
are  summarized  in  Table  3 according  to 
the  clinical  grouping  previously  men- 
tioned. The  homogeneity  of  this  ma- 
terial is  quite  striking  in  that  the  more 
hopeful  Group  I cases  averaged  only  22 
per  cent  throughout  the  three  periods 
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studied.  In  spite  of  this,  a threefold 
improvement  in  results  • occurred  in  this 
group  in  the  last  period,  and  even  better 
encouragement  in  the  more  advanced 
Group  II  cases  was  noted.  More  de- 
tailed study  of  the  various  periods  can 
be  made  from  Table  3. 

It  is  of  interest  to  note  that  in  the  ear- 
lier group  prior  to  1929,  which  was 
treated  with  glass  or  gold  radon  implants 
and  the  former  divided  external  x-ray 
technic,  there  was  a total  of  95  cases 
with  21,  or  22.1  per  cent  in  Group  I on 
admission.  Of  these,  3,  or  14  per  cent, 
were  alive  or  free  of  disease  three  years  or 
more.  The  total  salvage  of  both  groups 
in  this  period  was  only  4 per  cent. 

In  a smaller  series  of  27  cases  between 
1929  and  1933,  of  6,  or  22.2  per  cent, 
in  Group  I,  2,  or  33.3  per  cent,  lived  over 
three  or  more  years  free  of  disease, 
whereas  only  1 of  21  cases,  or  4.7  per 
cent,  in  Group  II  survived  this  period. 
There  was  a total  salvage  of  11.1  per 
cent  for  both  groups  in  this  period,  a de- 
cided improvement  over  the  previous 
period. 

The  last  period  comprised  40  cases 
seen  between  1932  and  1935.  Of  9,  or 
22.5  per  cent,  in  Group  1, 4,  or  44  per  cent, 
were  well  and  free  of  disease  over  three 
years.  Of  31  in  Group  II,  6 survived 
free  of  disease  over  three  years.  A total 
salvage  of  10  of  40  cases,  or  25  per  cent 
for  both  groups,  over  double  that  pre- 
viously noted,  was  obtained.  Primary 
healing  in  the  last  two  periods  was  ob- 
served in  36  of  57  cases,  or  63.1  per  cent. 
Local  recurrence  later  developed  in  23,  or 
63.8  per  cent,  of  these  cases.  It  is  noted, 
therefore,  that  in  the  period  of  twenty 
years’  experience  with  this  lesion  at  this 
clinic  we  have  seen  a progressive  im- 
provement most  marked  in  the  later 
years  of  from  4 to  25  per  cent  in  the  end 
results  of  treating  all  groups  of  this  lesion. 
Similar  experience  can  no  doubt  also  be 
cited  by  most  large  tumor  clinics.  Such 
improvement  can  be  conservatively  at- 
tributed to  a better  study  and  control  and 
improved  radon  technic,  whereby  ap- 
proximately five  erythema  doses  of  radon, 
as  computed  by  the  tables  of  Martin  and 


Quimby,7  Reinhard  and  Goltz,10  and 
others,  were  implanted  in  the  primary 
lesion,  thus  to  a great  extent  avoiding 
secondary  radiation  slough  and,  lastly, 
a more  perfected  protracted  external 
irradiation  therapy.  This  latter  treat- 
ment followed  two  to  three  weeks  after 
radon  implantation  and  consisted  of  200 
K.V.,  .16A  X eff.  x-ray  over  each  side  of 
the  neck,  giving  up  to  4000  r air  meas- 
ured in  four  to  five  weeks  or  4000  to  5000 
r with  the  teleradium  pack  in  the  same 
time.  Such  external  therapy  is  of  prime 
importance  in  that  it  is  a most  satisfac- 
tory method  of  combating  imperceptible 
metastatic  cells,  which  are  probably  always 
present  in  the  regional  nodes.  Intraoral 
x-ray,  which  has  been  applied  more  re- 
cently on  more  numerous  occasions, 
may  be  expected  to  increase  these  gains. 

Our  experience  with  cancer  of  the  tonsil 
would  lead  us  to  concur  in  the  opinion 
that  this  lesion,  which  is  still  most  dif- 
ficult of  arrest  by  surgical  methods,  has, 
under  improvements  of  radiologic  tech- 
nic, become  one  of  the  most  hopeful 
and  curable  types  of  malignant  disease 
of  the  upper  air  passages.  It  is  ardently 
hoped  that  even  further  progress  may  be 
expected  as  our  radiologic  therapy  im- 
proves and  our  knowledge  of  this  lesion 
broadens. 

Summary 

1.  The  progress  achieved  in  the  ther- 
apy of  162  cases  of  cancer  of  the  tonsil 
from  1915  to  1935  as  seen  in  our  clinic  is 
reviewed. 

2.  Pathologic  and  clinical  classifica- 
tions of  this  lesion  are  cited. 

3.  The  sixfold  improvement  noted  in 
end  results  of  all  types  of  this  lesion  seen 
here  in  more  recent  years  is  probably 
best  attributable  to  more  concentrated 
effort,  more  conservatism  in  radon  im- 
plantation technic,  and  better  external 
irradiation  by  the  protracted  method. 
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Discussion 

Dr.  James  J.  Duffy,  New  York  City — Dr. 
Mattick  has  made  a valuable  contribution  to 
the  treatment  of  carcinoma  of  the  tonsil.  It 
is  a well-known  fact  that  diseases  that  have  a 
high  mortality  rate  are  seldom  reported — that 
is,  in  adequate  statistical  form.  The  literature 
often  contains  a report  of  the  unusual  cured 
case.  This  has  been  too  true  of  carcinoma  of 
the  tonsil.  It  is  well  that  we  now  have  an 
increasing  number  of  cases  reported  in  statistical 
form  so  that  we  can  begin  to  evaluate  the 
methods  of  treatment  and  thereby  learn  more 
by  our  failures  than  we  do  by  our  successful 
treatment  of  cases.  Therefore,  such  a report 
as  we  have  just  had  is  of  great  value. 

We  realize  that  the  report  of  three-year  results 
is  not  the  accepted  time-interval  for  reporting 
cases  of  carcinoma,  but  it  is  a rational  one  for 
the  disease  now  being  discussed.  The  mode  of 
treatment  has  changed  rather  rapidly,  and  it  is 
thus  possible  to  make  more  promptly  a good 
estimate  of  the  efficacy  of  the  methods.  Before 
this  society,  at  the  Utica  meeting  in  1934,  I 
made  a report  on  three-year  survivals.  I used 
three-year  survival  figures  for  two  reasons — 
because  Bervan  had  reported  three-year  results, 
and,  secondly,  because  such  a report  would 
permit  us  to  make  a comparison  of  results  of  the 
newer  method  at  an  earlier  date.  The  178 
proved  cases  I reported  at  that  time  were  those 
treated  up  to  and  including  1929,  when  it  was 
customary  to  give  more  moderate  external  irra- 
diation, depending  on  the  interstitial  irradiation 
to  eradicate  the  disease.  About  1930  the 
external  irradiation  was  greatly  increased  to 
control  the  disease,  or  at  least  to  lessen  the 
necessary  amount  of  implanted  radon,  with  all 
its  concomitant  difficulties — namely,  infection, 
necrosis,  and  frequent  hemorrhage.  I do  not 
think  the  patient  suffers  any  less  by  the  initial 
heavy  external  irradiation  followed  by  implanta- 
tion of  radon  than  by  moderate  external  irradia 
tion  and  full  dosage  of  buried  radon;  therefore, 


it  is  now  our  duty  to  offer  them  a decidedly 
better  chance  of  survival.  We  are  giving  them 
a better  chance  of  cure  in  general,  as  Dr.  Mattick 
has  reported.  But  we  are  also  having  many 
failures,  and  I think  it  is  to  this  group  that  we 
should  give  more  attention  in  order  that  we 
may  salvage  a few  extra  cases  and  at  the  same 
time  not  cause  undue  suffering. 

In  the  last  few  days  I have  looked  over  the 
abstracts  of  260  proved  cases  of  carcinoma  of  the 
tonsil  treated  at  Memorial  Hospital  for  the  years 
1921  to  1934,  inclusive.  I have  divided  them 
into  three  eras  according  to  the  type  of  treatment 
given;  1921  to  1924,  inclusive — moderate 
external  irradiation  and  glass  seeds  of  radon; 
1925  to  1929,  inclusive — moderate  external 
irradiation  and  gold  tubes  of  radon;  1930  to 
1934,  inclusive — heavy  protracted  external  irra- 
diation and  reduced  amount  of,  or  no  gold  im- 
plants. There  were  49,  102,  and  129  proved 
cases,  respectively,  in  the  three  eras.  I then 
analyzed  the  duration  of  life  of  those  who  suc- 
cumbed, in  the  several  intervals — namely,  in 
first  six  months;  six  months  to  one  year;  one 
to  two  years;  two  to  three  years;  and  the  three 
or  more  year  survivals.  It  is  striking  to  study 
the  comparable  mortality  rate  in  the  same 
periods  of  the  several  eras.  It  is  especially 
interesting  to  note  the  high  mortality  within 
the  six-month  period,  and  also  in  the  six-month 
to  one-year  period  in  the  more  advanced  cases 
with  cervical  metastases.  I fear  that  a con- 
siderable mortality  is  due  to  the  treatment  as 
well  as  to  the  advanced  disease. 

From  my  records,  I notice  in  the  1930  to  1934 
group  with  inoperable  nodes,  that  63  per  cent 
died  within  the  first  year  and  only  10  per  cent 
survived  the  three-year  period,  whereas  53.3 
per  cent  of  those  without  metastatic  nodes  on 
admission  lived  over  three  years.  The  ad- 
vanced group  was  adequately  representative, 
numbering  70  cases.  This  percentage  indicates 
to  me  that  this  type  of  case  should  not  be  sub- 
jected to  a method  of  treatment  that  is  too 
severe,  producing  greater  discomfort  and  pos- 
sibly an  earlier  death.  It  is  my  belief  that  the 
result  to  be  obtained  should  be  estimated,  and 
the  treatment  then  outlined  to  attain  this  result 
with  least  possible  discomfort  to  the  patient. 
Advanced  cases  of  the  disease  should  not  have 
what  we  might  designate  as  a curative  dose. 

I believe  that  treatment  of  the  several  stages 
of  tonsillar  carcinoma  has  become  somewhat 
too  routine.  Whenever  we  try  to  cure  every 
case  delegated  to  our  care  w’e  get  into  many 
needless  difficulties,  cause  many  patients  un- 
necessary discomfort  and  pain,  and  very  likely 
shorten  the  duration  of  life. 
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A study  of  these  advanced  cases  would  add 
more  to  our  knowledge  of  the  treatment  of 
carcinoma  of  the  tonsil  than  a comparison  of 
statistics  of  three-  or  five-year  cures. 

The  increasing  number  of  reports  by  Bervan, 
Coutard,  Childrey  and  New,  Schall,  and  now  by 
Dr.  Mattick,  is  a healthful  sign  of  the  better 
controllability  of  cancer  of  the  tonsil.  I appre- 
ciate the  privilege  of  discussing  Dr.  Mattick’s 
paper,  and  congratulate  him  on  his  careful  and 
able  analysis  of  his  cases. 

Dr.  William  Harris,  New  York  City — Dr. 
Mattick’s  paper  is  a timely  and  important 
contribution  to  the  subject.  It  is  especially 
important  because  of  the  large  number  of  pa- 
tients treated  and  because  it  has  been  possible 
to  make  a comparison  of  the  response  to  treat- 
ment during  three  periods  of  study  covering 
twenty  years.  The  improved  results  have 
followed  closely  the  advances  that  have  been 
made  in  our  knowledge  of  radiobiology  and 
technic.  The  favorable  results  are  comparable 
to  those  reported  by  Coutard,  Schinz  and  Zup- 
pinger,  and  Duffy. 

Dr.  Mattick’s  use  of  intrinsic  radon  before 
external  irradiation  was  a matter  of  necessity 
rather  than  choice  because  of  the  economic 
status  of  the  patients  and  because  of  the  lack 


of  facilities  for  hospitalization.  Although  this 
order  may  seem  illogical,  his  results  compare 
favorably  with  those  reported  by  others  who 
depended  mainly  on  external  irradiation  first 
and  who  used  intrinsic  radiation  for  the  residual 
disease.  It  is  certain,  however,  that  hemor- 
rhage, necrosis,  and  other  sequelae  of  radione- 
crosis can  be  minimized  if  external  irradiation 
is  used  first. 

Local  recurrences  in  63  per  cent  of  the  pri- 
marily healed  cases  indicate  that  we  must  improve 
our  local  therapy.  The  addition  of  intraoral 
irradiation  and  a more  judicious  use  of  radon  or 
radium  in  the  diseased  areas  may  play  an  im- 
portant role  in  the  improvement  of  our  results. 
There  has  been  a tendency  lately  to  use  smaller 
portals  of  entry  for  the  roentgen  therapy.  Care 
must  be  taken  to  include  the  entire  diseased  area 
and,  if  this  is  not  possible  by  using  one  mod- 
erately sized  portal,  it  is  often  better  to  use  two 
small  portals,  one  above  the  other. 

Cancer  of  the  tonsil  is  considered  by  the 
majority  of  workers  as  a nonsurgical  problem. 
The  improved  results  as  demonstrated  by  Dr. 
Mattick  should  stimulate  us  to  devise  means 
for  controlling  the  types  that  are  not  being  cured 
at  present.  Progress  in  this  direction  may  be 
slow,  but  should  come  as  our  knowledge  of  the 
nature  of  cancer  and  radiobiology  improves. 


’WARE  SHORT  CUTS 

Short-cut  diagnosis  of  tuberculosis,  such  as  by 
a single  x-ray  examination,  is  condemned  by  Dr. 
J.  Arthur  Myers,  of  Minneapolis,  in  The  Journal 
of  the  American  Medical  Association.  Declaring 
that  “x-rays  at  their  best  are  entirely  dependent 
on  the  eyesight  of  the  viewer,”  Dr.  Myers  urges 
complete,  careful  examinations,  utilizing  other 
methods  in  conjunction  with  x-rays. 


A USEFUL  SERVICE 

Among  the  first  500  persons  x-rayed  at  the 
chest  x-ray  demonstration  sponsored  by  the 
Medical  Society  of  the  County  of  Queens  in  the 
Hall  of  Man  at  the  World’s  Fair,  approximately 
12  per  cent  were  found  to  require  medical  care. 
The  x-rays  are  read  by  physicians  appointed  by 
the  society  and  the  report  and  x-ray  plate  are 
sent  to  the  physician  of  the  person  examined. 


HOPE  SPRINGS  ETERNAL 

The  belief  that  the  human  scalp  can  be  culti- 
vated like  a tract  of  arable  land  is  a mere  super- 
stition and  results  in  the  useless  expenditure  of 
millions  of  dollars  on  hair  tonics,  baldness 
remedies,  and  expensive  “hair  growing”  treat- 
ments, declares  Lois  Mattox  Miller,  of  New  York, 
in  Hygeia , The  Health  Magazine. 


“THE  LECTURE  WAS  ILLUSTRATED” 
The  ninth  annual  convention  of  the  Biological 
Photographic  Association  will  be  held  September 
14-16,  at  the  Mellon  Institute  for  Industrial 
Research,  Pittsburgh,  Pa.  For  information, 
write  the  Secretary  of  the  Biological  Photographic 
Association,  University  Office,  Magee  Hospital, 
Pittsburgh,  Pa. 


SYSTEMIC  MANIFESTATIONS  OF  LYMPHOGRANULOMA 
VENEREUM 

With  Illustrative  Case  Reports 

Alexander  B.  Gutman,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  College  of  Physicians  and  Surgeons,  Columbia  University  and  the 

Presbyterian  Hospital,  New  York  City) 


Lymphogranuloma  venereum  is  now 
j conceived  as  a disease  sui  generis 
caused  by  a specific  virus  which  is  trans- 
mitted almost  invariably  by  sexual  con- 
gress. It  is  initiated  by  an  inconspicuous 
primary  lesion  followed  by  subacute  or 
chronic  suppuration  of  the  regional  lym- 
phatics, usually  with  fistulation,  and  the 
development  of  a granulation  tissue  which 
often  invades  contiguous  tissues.  Such 
extension  may  result  in  local  obstructive 
phenomena  manifested  clinically  as  in- 
flammatory rectal  stricture,  genitoano- 
rectal  syndrome,  esthiomene,  and  the 
like.  These  local  evidences  of  inflam- 
matory tissue  response  to  the  virus  infec- 
tion are  the  most  consistent  and  obvious 
manifestations  of  the  disease  and,  as  the 
presenting  problem  in  the  majority  of 
cases,  have  properly  received  major 
emphasis  in  the  extensive  literature  on 
this  subject. la_1* 

Apart  from  the  constitutional  reactions 
attending  the  acute  phase  of  this  venereal 
affection,  the  remote,  systemic  effects 
of  the  disease  have  received  little  recogni- 
tion.2, and  others  Recent  reports  in  the 
literature,  3a~3h  and  a review  of  135 
Frei-positive  cases  from  the  records  of 
the  Presbyterian  Hospital,  * make  it  clear, 
however,  that  such  systemic  manifesta- 
tions are  not  rare.  And  since  lympho- 
granuloma venereum  is  common  enough 
in  this  country  to  constitute  a major 
public  health  problem,  these  aspects  of 
the  disease  are  deserving  of  more  general 
medical  interest. 

* A complete  statistical  analysis  of  these  cases  will  be 
published  by  Drs.  H.  and  W.  Curth,  who  performed  all 
the  Frei  tests.  The  author  is  indebted  to  them,  to  Dr. 
C.  V.  Burt,  and  to  many  others  for  the  opportunity  to 
study  these  cases. 


Constitutional  Reactions  to  Infection  in 
the  Acute  Initial  Phase13-15,  3d-3A 

There  is  considerable  variation  in  the 
severity  and  duration  of  the  constitu- 
tional reactions  preceding  and  attending 
the  invasion  of  regional  lymph  glands. 
Fever,  occasionally  high  but  usually  low 
grade  and  irregular  (sometimes  so  mild 
that  the  patient  is  unaware  of  it),  is  vir- 
tually always  present.  Malaise,  lassi- 
tude, headache,  night  sweats,  chills, 
vertigo,  considerable  weight  loss,  back- 
ache, nausea,  and  vomiting  commonly 
accompany  lymphatic  invasion,  subsiding 
after  days  or  weeks.  A significant  pro- 
portion of  patients  complain  of  transi- 
tory “rheumatism”  (i.e.,  myalgias  and 
arthralgias)  in  the  early  phases  of  the 
disease.  A variety  of  skin  lesions,  chiefly 
of  the  erythema  group,  may  occur.  Con- 
junctivitis, episcleritis,  signs  of  meningeal 
irritation,  splenomegaly,  and  stomatitis 
have  been  described.  These  constitu- 
tional reactions  rather  than  the  local 
inflammatory  symptoms  may  lead  the 
patient  to  seek  medical  advice. 

A moderate  leukocytosis  is  almost 
invariably  present,  said  to  be  chiefly 
polymorphonuclear  in  the  early  stages, 
but  usually  characterized  by  relative 
lymphocytosis  and  mononucleosis.  A 
moderate  secondary  anemia  is  common 
even  in  the  early  stages.  The  eryth- 
rocyte sedimentation  rate  is  consist- 
ently and  considerably  increased  and 
is  thought  to  afford  a useful  diagnostic 
criterion.4,5 

Ordinarily,  these  constitutional  re- 
actions offer  no  serious  diagnostic  prob- 
lem since  buboes  or  localizing  genito- 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York 
New  York  City,  May  10,  1938 

1420 


July  15, 1939] 


LYMPHOGRANULOMA  VENEREUM 


1421 


urinary  or  rectal  signs  reveal  the  nature 
of  the  underlying  infection.  But  pa- 
tients who  present  marked  and  prolonged 
hyperpyrexia  without  these  localizing 
signs  may  simulate  typhoid  or  undulant 
fever,  sepsis,  appendicitis,  etc.,  which 
doubtless  contribute  to  the  total  of 
patients  with  “fever  of  unknown  origin.” 
The  cases  of  Kornblith6  and  our  own 
appended  case  illustrate  the  point. 

Case  1. — L.  B.,  a married  negress,  aged  22, 
was  admitted  to  the  Medical  Service  of  the 
Presbyterian  Hospital  in  May,  1932,  because  of 
shaking  chills  and  fever  of  five  days’  duration, 
with  severe  headache,  diffuse  muscle  pains,  and 
anorexia.  She  had  had  typhoid  fever  nine  years 
before,  no  malaria;  intermittent  leukorrhea  for 
two  years,  associated  with  burning  on  micturi- 
tion for  a three-day  period  one  year  before; 
and  transient  redness,  swelling,  and  tenderness 
of  the  left  knee  six  months  before.  No  other 
symptoms  relating  to  past  or  present  illness 
could  be  elicited. 

On  admission,  the  patient  was  acutely  ill, 
temperature  103  F.  Physical  examination  was 
negative  except  for  tenderness  on  deep  palpation 
of  the  left  parumbilical  region  and  left  flank. 
No  masses  could  be  felt.  Pelvic  examination 
revealed  evidences  of  chronic  inflammatory 
disease  of  the  adnexa  on  the  left,  too  inactive, 
in  the  opinion  of  the  gynecologic  consultant,  to 
account  for  the  present  acute  illness.  The 
leukocyte  count  on  admission  was  7,100,  with 
69  per  cent  polymorphonuclears,  23  per  cent 
small  lymphocytes,  and  8 per  cent  monocytes. 
The  hemoglobin  and  erythrocyte  content  were 
within  normal  limits.  No  malarial  parasites 
were  found.  The  blood  Wassermann  test  was 
negative.  Examinations  of  the  urine  showed  no 
pus,  blood,  or  albumin.  X-rays  of  the  genito- 
urinary tract  revealed  no  abnormalities.  Ag- 
glutination tests  were  negative.  The  fever  sub- 
sided on  the  third  day  of  hospitalization  with 
apparently  complete  recovery.  She  was  dis- 
charged shortly  thereafter;  diagnosis — “fever 
of  unknown  etiology.” 

The  patient  reappeared  in  June,  1937,  because 
of  increasing  costiveness  for  four  years,  with 
recent  blood  in  the  stools.  An  inflammatory 
stricture  of  the  rectum  was  found.  The  Frei  test 
was  positive.  It  now  seems  likely  that  involve- 
ment of  deep  pelvic  glands  by  the  lymphogranu- 
loma virus  caused  the  “fever  of  unknown  eti- 
ology” in  1932,  since  the  episode,  in  retrospect, 
was  so  typical. 


Constitutional  Reactions  to  Infection  in 
the  Late  and  Chronic  Stages  of  the 
Disease  ^^e-sashj,  8, 9 

The  large  majority  of  patients  infected 
with  lymphogranuloma  venereum  virus 
terminate  their  acute  or  subacute  course 
to  remain  asymptomatic  thereafter.  The 
only  sequelae  evident  are  scars  of  healed 
inguinal  buboes  (in  males)  and  persistent 
specific  cutaneous  hypersensitivity.  The 
high  percentage  of  positive  Frei  reactions 
found  in  the  general  hospital  population 
of  St.  Louis  by  Gray,  et  a/.,10 — 40  per  cent 
of  Negro,  3.4  per  cent  of  white  patients 
devoid  of  signs  or  symptoms  of  lym- 
phogranuloma venereum — emphasizes  the 
frequency  of  apparently  complete  cures. 
Gray  and  his  associates  estimate,  in  fact, 
that  fully  50  per  cent  of  all  Frei  posi- 
tive patients  are  virtually  asymptomatic 
throughout  the  course  of  their  infection, 
since  no  symptomatic  history  of  lym- 
phogranuloma venereum  could  be  elicited. 
Further  work  in  this  direction  is  desir- 
able. 

In  the  very  considerable  number  of 
patients  whose  course  is  protracted  or 
relapsing  or  who  develop  complications, 
the  resulting  clinical  picture  is  extremely 
varied.  It  is  only  comparatively  recently, 
through  the  work  of  Frei,  Jersild,  Leva- 
diti,  Findlay,  and  others,1"  that  several 
syndromes  formerly  regarded  as  distinct 
clinical  entities  have  been  recognized  as 
having  this  common  virus  etiology. 

Not  infrequently  the  chronic  course  of 
the  disease  is  dominated  by  prolonged 
fever  and  general  constitutional  reactions 
accompanying  protracted  suppuration 
and  fistulation  of  regional  lymph  nodes, 
sometimes  for  many  months.  In  some 
instances,  an  acute  flare-up  of  this  kind 
occurs  after  long  periods  of  quiescence, 
apparently  due  to  spread  of  the  disease; 
occasionally  also  following  therapy,  par- 
ticularly after  dilatation  of  rectal  or 
urethral  strictures.  In  such  chronic 
cases,  as  noted  by  others,11,  12  the  fever 
curve  may  be  of  strikingly  undulating 
character.  Peri-  and  pararectal  fistulas 
(which  are  not  infrequently  due  to  the 
virus) ; condylomatous  vegetations  of 
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granulation  tissue  in  the  genital  and  peri- 
neal area  with  chronic  ulceration;  ele- 
phantiasis of  the  genitalia  (esthiomene) ; 
specific  lymphogranuloma  venereum  ure- 
thritis with  stricture,  etc.,  may  likewise 
be  accompanied  by  distinct  constitu- 
tional symptoms.  Here  the  clinical 
course  is  more  likely  to  be  that  of  an 
insidious,  debilitating,  chronic  infection: 
lassitude,  loss  of  strength,  marked  loss  of 
weight,  pronounced  secondary  anemia, 
with  little  or  no  fever.  The  distressing 
local  symptoms  in  all  these  conditions, 
however,  are  almost  invariably  of  para- 
mount importance. 

In  many  ways  the  most  significant 
complications  of  lymphogranuloma  vene- 
reum, so  far  as  general  medical  problems 
are  concerned,  are  those  affecting  the 
intestinal  tract.  Inflammatory  stricture 
of  the  rectum,  formerly  thought  to  be 
due  to  syphilis  or  gonorrhea,  is  now  known 
to  be  caused  chiefly  by  the  lympho- 
granuloma venereum  virus.  The  char- 
acteristic local  features  of  this  condition, 
of  which  Mathewson  has  recently  given 
an  excellent  description,9  need  not  be 
detailed  here.  The  general  debilitation 
accompanying  rectal  stricture  should  be 
emphasized,  however.  Marked  weight 
loss  (as  much  as  30  to  50  pounds  in  some 
cases),  pronounced  secondary  anemia, 
weakness,  and  mental  depression  are 
common.  That  many  such  patients  with 
advanced  stenosing  lesions  of  the  rectum 
complain  of  only  moderate  or  occasional 
constipation,  adequately  regulated  by 
diet  and  laxatives,  has  been  pointed  out 
many  times.  The  disarming  mildness  of 
this  complaint  may  dissuade  the  examin- 
ing physician  from  rectal  examination 
and  thus  from  the  correct  diagnosis. 

Various  forms  of  ulcerating  and  pro- 
liferating proctitis  without  stricture  are 
common,  particularly  in  males  exposed 
to  direct  rectal  implantation  of  the  virus. 
Extensive  involvement  of  the  sigmoid, 
descending  and,  occasionally,  transverse 
colon  may  occur  (Fig.  1).  The  clinical 
picture  of  pus  and  blood  in  the  stools, 
diarrhea,  tenesmus,  and  abdominal  pain 
often  leads  to  confusion  with  nonspecific 
ulcerative  colitis,  neoplasm,  amebiasis, 


intestinal  tuberculosis,  and  similar  condi- 
tions. Paulson  has  recently  proposed 
an  intradermal  reaction,  using  bowel  anti- 
gen obtained  from  such  patients.13  His 
results  indicate  that  colitis  due  to  lym- 
phogranuloma venereum  virus  may  be 
more  widespread  than  is  now  appreciated. 

The  presenting  problem  in  patients 
with  granulomas  of  the  intestinal  tract 
ultimately  becomes  one  of  control  of 
intestinal  stasis.  Varying  degrees  of 
constipation  or  recurring  attacks  of  frank 
ileus  with  abdominal  pain,  distention,  and 
fever  develop,  so  that  colostomy  is  neces- 
sary (Case  2). 

Some  patients  with  acute  intestinal 
obstruction  perforate  and  die  following 
the  development  of  peritonitis.  Necropsy 
reports  in  the  literature8,  and  others  indicate 
that  death  following  peritonitis  in  cases 
of  lymphogranuloma  venereum  is  not 
rare.  The  records  of  the  Presbyterian 
Hospital  include  3 such  cases. 

Case  2. — G.  M.,  a cachectic  colored  widow 
aged  50,  was  first  seen  at  the  Presbyterian  Hos- 
pital as  a medical  outpatient  in  1931.  She 
complained  of  increasing  constipation  of  many 
years’  duration;  loss  of  10  pounds  in  the  past 
year;  weakness;  anorexia  (but  no  vomiting); 
and  recent  urinary  dribbling.  Venereal  infec- 
tion was  denied.  Apart  from  emaciation,  the 
only  significant  finding  on  physical  examination 
was  a ventral  hernia,  which  was  held  responsible 
for  clearly  visible  peristaltic  movements  in  the 
lower  abdomen,  and  for  constipation.  No  pelvic 
or  rectal  examination  was  done,  however.  A 
hypochromic  anemia  was  present  (R.B.C. 
3,800,000,  hemoglobin  60  per  cent),  the  leuko- 
cyte count  was  9,000  with  normal  differential. 
The  blood  Wassermann  test  was  negative.  X- 
rays  of  the  gastrointestinal  tract  showed  narrow- 
ing of  the  sigmoid  colon  with  striking  dilatation 
and  atony  of  the  proximal  colon  (cf.  Case  V.  S., 
Fig.  1).  Rectal  examination  then  revealed  an 
advanced  inflammatory  stricture  of  the  rectum, 
with  numerous  circumanal  excrescences.  The 
Frei  test,  done  by  Dr.  W.  Curth  in  1932,  was 
positive. 

Her  condition  remained  essentially  unchanged 
until  January,  1935,  when  she  developed  severe 
pain  in  the  left  hip,  without  redness  or  swelling, 
and  in  the  left  groin  (where  several  small  nodes 
were  palpable).  She  could  walk  but  used  a 
cane.  In  May,  1935,  the  pain  became  worse,  so 
the  patient,  still  ambulatory,  returned  to  the 


July  15, 1939] 


L YMPHOGRA  N ULOMA  VENERE  UM 


1423 


clinic.  X-rays  showed  an  impacted  intracapsu- 
lar  fracture  of  the  neck  of  the  left  femur,  ap- 
parently a spontaneous,  pathologic  fracture. 
There  was  moderate  generalized  skeletal  de- 
calcification, but  nothing  to  suggest  neoplastic 
metastases.  She  was  admitted  to  the  fracture 
service  wjiere,  after  a fruitless  search  for  neo- 
plasm and  after  protracted  conservative  meas- 
ures resulted  only  in  persistent  nonunion,  open 
reduction  of  the  fracture  was  performed.  The 
femoral  head  was  found  to  be  quite  soft,  there 
were  old  adhesions  within  the  joint,  and  the  intact 
capsule  contained  a moderate  amount  of  fluid, 
but  not  purulent  exudate.  Biopsy  showed  no 
neoplastic  cells. 

Though  the  patient  was  discharged  in  August, 
1935,  on  crutches,  the  head  of  the  femur  was 
eventually  completely  resorbed  and  she  became 
bedfast.  The  etiology  of  this  joint  affection 
was  never  satisfactorily  explained.  It  is  not 
known  whether  or  not  lymphogranuloma  vene- 
reum played  a contributory  role,  either  by  direct 
infection  or  through  decalcification  resulting  from 
dietary  restrictions  self-imposed  because  of  the 
gastrointestinal  sequelae  of  her  rectal  stricture. 

In  the  meantime,  her  urinary  symptoms  be- 
came more  marked  and  it  was  found  that  she 
had  a urethral  stricture.  She  continued  to  lose 
weight  and  strength.  Symptoms  of  chronic 
ileus  became  more  distressing  in  1936.  In 
November  of  that  year  she  developed  acute  in- 
testinal obstruction  and  was  admitted  to  the 
surgical  service  for  colostomy.  The  entire 
large  bowel,  particularly  descending  colon  and 
sigmoid,  was  found  to  be  enlarged.  The  re- 
troperitoneal tissues  were  thickened  and  scarred, 
and  numerous  enlarged  lymph  nodes  could  be 
palpated.  A loop  of  terminal  ileum  was  acutely 
angulated,  adherent  to  chronic  inflammatory 
tissue  deep  in  the  pelvis.  Biopsy  of  the  sigmoid 
colon  showed  granulation  tissue  of  the  type 
found  in  lymphogranuloma  venereum. 

The  patient  was  discharged  to  a chronic  hos- 
pital in  January,  1937.  Her  condition  when 
last  ascertained,  in  March  of  that  year,  was  un- 
improved. 

Possible  Mechanisms  Operating  in  the 
Causation  of  the  Systemic  Manifes- 
tations of  Lymphogranuloma  Vener- 

eumla,  1 c,  \d,  3 (Ly  Sc,  sd 

It  is  evident  from  what  has  been  said 
that  though  lymphogranuloma  venereum 
is  ordinarily  acquired  by  venereal  contact, 
the  consequences  of  the  infection,  as  with 
syphilis,  often  affect  the  whole  organism. 
This  brings  us  to  the  still  mooted  question 


Fig.  1.  X-ray  of  the  colon  following  barium 
retention  enema  in  a case  (V.  S.)  of  lympho- 
granuloma venereum  with  presenting  symptoms 
of  chronic  ileus.  The  lumen  of  the  rectum,  sig- 
moid, descending  and  part  of  the  transverse  colon 
is  markedly  constricted  due  to  granulomatous  in- 
volvement of  the  wall.  The  proximal  colon  is 
greatly  distended.  An  incidental  large,  calcified 
fibroid  of  the  uterus  is  present  in  the  pelvis. 

of  general  dissemination  of  the  virus  in 
man  following  implantation  via  genital, 
rectal,  or  oral  routes.  Experimental  in- 
fection of  various  laboratory  animals 
through  these  portals  of  entry  has  not  led 
to  diffuse  spread  of  the  virus.  But  in 
monkeys  inoculated  with  virus  intra- 
cerebrally  or  intraperitoneally,  liver, 
spleen,  bone-marrow,  and  lymph  glands 
contain  the  virus,  as  shown  by  transmis- 
sion of  the  disease  to  other  animals  by 
extracts  prepared  from  those  organs.14 
It  has  not  yet  been  possible  to  obtain 
such  incontrovertible  evidence  of  general- 
ized dissemination  in  man,  though  pre- 
sumptive and  contributory  evidence  is 
available  to  indicate  that  the  distribution 
of  the  virus  in  man  may  be  widespread. 

1.  Acute  “Toxic"  Constitutional  Re- 
actions to  Infection. — As  already  indi- 
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TABLE  1. — Distribution  of  Total  Serum  Proteins  in 
72  Cases  of  Lymphogranuloma  Venereum  (Frei  Re- 
action Positive  in  Every  Instance) 


Total  Serum  Proteins 
(Gm.  per  100  Cc.  Serum) 

10.0 

6 . 0-7 .9  8 . 0-8 .9  9. 0-9 . 9 or  more 
(normal 
range) 

1.  Patients  with  7 18  14  3 

rectal  stricture 

(42  cases) 

2.  Patients  without  18  11  0 1 

rectal  stricture 

(30  cases) 


cated,  infection  with  lymphogranuloma 
venereum  virus  often  manifests  itself,  like 
so  many  other  infections,  by  an  acute 
‘toxic”  onset.  Von  Haam  and  D’Aunoy, 
whose  clinical  and  experimental  experi- 
ence with  the  disease  is  exceptional,  in- 
cline to  the  view  that  general  dissemina- 
tion of  the  virus  may  occur  frequently  in 
the  incipient  stages  of  the  disease;  the 
virus  being  soon  destroyed  or  neutralized, 
in  most  instances,  so  that  only  local  lesions 
develop.3*1  The  practical  difficulties  in 
the  way  of  substantiating  this  hypothesis 
are  obvious.  So  far  as  demonstrating 
the  virus  in  the  blood  of  patients  is  con- 
cerned, numerous  attempts  have  been 
negative.  It  seems  justifiable  to  con- 
clude from  the  evidence  at  hand  that  it  is 
possible  but  not  yet  proved  that  the 
acute  “toxic”  symptoms  of  lympho- 
granuloma venereum  infection  in  man 
are  due  to  early  dissemination  of  the 
virus. 

2.  Systemic  Manifestations  Due  to 
the  Allergic  State. — Since  specific  cutane- 
ous sensitization  (upon  which  the  Frei 
intracutaneous  reaction  depends)  is 
known  to  be  an  almost  constant  phe- 
nomenon in  lymphogranuloma  venereum,  * 
some  clinical  manifestations  of  the  disease 
might  well  be  expressions  of  allergy  of  the 
skin  or,  possibly,  of  other  organs.  Of  the 
variety  of  skin  lesions  described  in 
patients  with  this  disease,  erythema 
nodosum  occurs  with  sufficient  frequency 
to  preclude  a wholly  fortuitous  associa- 
tion. It  is  now  generally  believed  that 
the  major  causative  factor  in  erythema 
nodosum  is  local  tissue  hypersensitivity, 

* Frei  estimates1/  that  about  5 per  cent  of  cases  with 

buboes  and  about  10  per  cent  of  cases  with  ulcerative 
elephantiasis  of  the  genitalia  are  anergic  and  give  negative 
skin  tests. 


the  sensitizing  agent  (tubercle  bacillus, 
hemolytic  streptococcus,  bromides,  lym- 
phogranuloma virus,  Coccidioides,  etc.) 
being  of  secondary  importance.  In  fact, 
erythema  nodosum  may  be  regarded  as 
a nonspecific  inflammatory  reaction  of 
highly  sensitized  skin,15  since  • “paral- 
lergic” reactions  appear  to  be  so  frequent. 
These  recent  trends  tend  to  bear  out 
Hellerstrom’s  view1**  that  erythema  nodo- 
sum in  lymphogranuloma  venereum  is 
fundamentally  a local  tissue  hypersensi- 
tization phenomenon.  Frei  has  inti- 
mated16 that  the  validity  of  experimental 
evidence  offered  to  the  contrary16  is  open 
to  question.  The  repeated  observation 
of  erythema  nodosum  developing  in  the 
course  of  severe  reactions  to  the  Frei 
test,1**’ sh>  16«andothers  is  in  accord  with 
Hellerstrom’s  view.  Myalgias  and  ar- 
thralgias may  also  occur  in  conjunction 
with  such  severe  reactions,  recalling  the 
transitory  “rheumatic”  episodes,  which 
are  observed  spontaneously. 

Of  135  Frei-positive  cases  at  the  Presby- 
terian Hospital,  33  gave  a definite  history 
of  joint  pains  at  some  time  in  the  course 
of  the  disease.  Of  those  that  could  be  ade- 
quately examined  for  gonococci,  to  which 
the  joint  pains  could  be  ascribed,  10 
were  found  to  have  negative  smears 
and  complement  fixation  tests.  While 
the  causal  relation  of  lymphogranuloma 
venereum  to  such  joint  affections 
has  not  been  proved,  their  common 
association1*1’  3a’  3*’  17’  and  others  would  ap- 
pear to  be  more  than  coincidence.  Simi- 
lar conclusions  were  reached  by  Dr. 
M.  H.  Dawson  and  his  associates, 18  who 
have  recently  studied  a number  of  these 
Frei-positive  patients  with  joint  mani- 
festations previously  accepted  as  atypical 
cases  of  gonococcal  or  rheumatoid  ar- 
thritis or  as  rheumatic  fever. 

It  is  interesting  to  note  that  a number 
of  patients  in  both  early  and  advanced 
stages  of  lymphogranuloma  venereum 
developed  acute  migratory  polyarthritis 
with  redness,  swelling,  and  extreme  ten- 
derness of  the  joints,  fever,  and  malaise. 
Not  infrequently,  the  ankles,  wrists, 
elbows,  and  hips  were  successively  af- 
fected, usually  with  bilateral  though  not 
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TABLE  2. — Representative  Serial  Analyses  of  Serum  Proteins  in  Patients  with  Lymphogranuloma 

Venereum 


Total  Protein, 

Albumin, 

Globulin, 

Euglobulin, 

Case 

Date 

Gm.  % 

Gm.  % 

Gm.  % 

Gm.  % 

E.  A. 

12-16-35 

11.2 

2.9 

8.3 

12-31-35 

10.1 

3.3 

6.8 

1-27-36 

10.7 

2.9 

7.8 

4.0 

5-15-36 

10.8 

3.1 

7.7 

3.8 

11-5-36. 

11.1 

3.3 

7.8 

3.2 

F.  H. 

2-19-36 

9.2 

3.5 

5.7 

3-1-37 

8.8 

3.2 

5 . 6 

1.1 

3-3-37 

8.4 

3.2 

5.2 

1.3 

G.  M. 

5-10-35 

8.5 

(Case  2) 

9-15-36 

8.6 

3.6 

5.0 

1.7 

1-29-37 

8.5 

3.5 

5.0 

1.8 

M.  P. 

1-30-36 

8.4 

3.8 

4.3 

5-28-36 

8.1 

3.9 

4.1 

1.8 

9-24-36 

8.6 

3.9 

4.7 

1.7 

12-2-37 

8.6 

4.1 

4.5 

1.6 

D.  P. 

1-21-36 

9.1 

4.0 

5.1 

3-24-36 

8.5 

3.7 

4.8 

0.9 

11-24-36 

9.0 

3.8 

5.2 

1.4 

8-17-37 

8.9 

3.7 

5.2 

necessarily  simultaneous  involvement. 
The  attacks  subsided  after  days  or 
weeks,  for  the  most  part,  without  joint 
effusion  or  impairment  of  function.  A 
number  had  recurrent  attacks  of  acute 
polyarthritis,  some  complained  only  of 
persistent  or  intermittent  joint  pain,  and 
others  developed  chronic  involvement 
of  one  or  more  joints  with  repeated  clear, 
sterile  effusions. 

These  episodes  were  usually  undiag- 
nosed or  called  acute  rheumatic  fever. 
It  now  seems  probable  that  the  under- 
lying disease— lymphogranuloma  vene- 
reum— was  the  cause.  How  appropri- 
ately the  '‘allergic  hypothesis”  so  widely 
applied  to  the  arthritis  of  rheumatic 
fever  can  be  invoked  to  predicate  local 
hypersensitivity  of  the  periarticular  tis- 
sues in  lymphogranuloma  venereum  is  a 
matter  of  speculation. 

Among  other  systemic  manifestations 
likewise  attributable  to  the  allergic  state 
might  be  considered  the  severe  fever  re- 
actions of  lymphogranuloma  venereum 
patients  but  not  (ordinarily)  of  normal 
subjects  to  intravenous  injection  of  Frei 
antigen.3*  In  this  general  category,  too, 
falls  the  matter  of  acquired  immunity 
in  the  natural  course  of  the  disease,  the 
evidence  for  which  is  indirect,  being  based 
upon  the  extreme  rarity  of  reinfection1® 
and  the  refractoriness  of  Frei-positive  pa- 
tients to  inoculation  with  potent  lym- 
phogranuloma venereum  virus.19 


3.  Systemic  Manifestations  Due  to 
Hyperglobulinemia.20, 21» 22, 23, 24,  and  others — 
A recently  discovered  systemic  effect  of 
lymphogranuloma  venereum  infection, 
and  one  that  operates  to  cause  other 
systemic  effects,  is  hyperproteinemia  due 
to  large  increases  in  serum  globulins. 
Of  72  Frei-positive  patients  in  all  stages 
investigated  at  the  Presbyterian  Hospi- 
tal, 47,  or  roughly  two-thirds,  were  found 
to  have  total  serum  proteins  in  excess  of 
8.0  per  cent,  the  upper  limit  of  normal; 
and  57,  or  roughly  four-fifths,  had  serum 
globulins  in  excess  of  3.5  per  cent. 
Marked  hyperproteinemia  occurs  par- 
ticularly in  cases  with  chronic  complica- 
tions, notably  in  patients  with  rectal 
stricture  (Table  1) : of  42  such  cases 
investigated,  35,  or  83  per  cent,  showed 
hyperproteinemia,  with  values  up  to 
11.4  per  cent.  Repeated  determinations 
have  been  made  over  periods  of  almost 
two  years  in  some  instances  and  indicate 
that  the  elevated  serum  protein  values 
tend  to  persist  for  indefinite  periods  at  an 
approximately  constant  level  (Table  2). 

Hyperproteinemia  may  occur  in  a 
variety  of  diseases,  notably  in  multiple 
myeloma,  kala-azar,  hepatic  cirrhosis, 
leprosy,  sarcoid,  tuberculous  lympha- 
denitis, malaria,  bacterial  endocarditis, 
acute  disseminated  lupus  erythematosus, 
etc.  But  only  in  multiple  myeloma  and 
kala-azar,  so  far  as  known,  does  one  find 
so  high  a proportion  of  total  serum  pro- 
tein values  over  9.0(40  per  cent  of  our 
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cases  with  rectal  stricture  [cf.  Jersild22] ). 
In  this  sense,  the  determination  of 
serum  proteins  may  be  said  to  have 
limited  diagnostic  value.  A very  simple 
test  for  hyperglobulinemia,  the  formol- 
gel  reaction,25,26,27  can  be  used  for  the 
detection  of  that  condition  in  lympho- 
granuloma venereum  and  in  other  dis- 
eases. 

The  significance  of  this  striking  hyper- 
globulinemia is  not  known.  We  believe  it 
reflects  the  immune  response  of  the  organ- 
ism to  infection;  and  the  vulnerability 
to  the  virus  of  the  reticuloendothelial 
system,14  which  appears  to  elaborate 
serum  globulins,  may  account  for  the 
unusual  globulin  response  to  this  infec- 
tion. 

Hyperglobulinemia  is  associated  with  a 
number  of  peculiarities  of  the  blood, 
recently  reviewed  in  extenso  by  Jeghers 
and  Selesnick.28  The  causal  relation  of 
increased  serum  globulins  to  increased 
erythrocyte  sedimentation  rate,  almost 
always  present  in  lymphogranuloma  vene- 
reum, is  now  well  established.  In 
chronic  stages  of  the  disease,  the  increase 
is  often  very  marked,  despite  the  absence 
of  fever  or  other  obvious  indications  of 
active  infection.  A very  high  sedimenta- 
tion rate  in  afebrile  patients  should  lead 
to  the  suspicion  of  diseases  commonly 
presenting  hyperglobulinemia,  including 
lymphogranuloma  venereum. 

Ravaut  and  Rabeau29  called  attention 
to  the  occurrence  of  transitory,  falsely 
positive  Wassermann  reactions  in  the 
early  phases  of  lymphogranuloma  vene- 
reum. Similar  observations,  though  less 
consistently,  have  been  made  by  others.30 
It  is  interesting  to  note  the  frequency  of 
nonspecific  Wassermann  reactions  in  a 
variety  of  diseases  in  which  alterations 
in  serum  globulins  occur,  notably  in 
leprosy,  kala-azar,  and  in  malaria.27*28 
Since  reagin  has  the  properties  of  a 
globulin,  the  assumption  of  a causal 
relation  between  disturbances  in  serum 
globulins  and  nonspecific  blood  Wasser- 
mann reactions  seems  justified.  The 
same  applies  to  the  anticomplementary 
properties  acquired  by  the  serum  of  many 
patients  with  lymphogranuloma  vene- 


reum, particularly  in  chronic  stages  of  the 
disease.  Our  records  show  that  Wasser- 
mann reactions  performed  on  129  Frei- 
positive  patients  were  reported  anti- 
complementary at  least  once  in  24  cases, 
of  whom  a number  were  repeatedly  or 
consistently  anticomplementary.  This 
is  an  incidence  of  18.6  per  cent,  as  com- 
pared with  that  of  approximately  1 per 
cent  in  our  general  hospital  population 
(including  lymphogranuloma  venereum 
cases).*  Though  the  incidence  of  anti- 
complementary reactions  in  cases  with 
hyperglobulinemia  greatly  exceeds  that  of 
cases  without  hyperglobulinemia,  not  all 
sera  containing  excessive  amounts  of 
globulins  due  to  lymphogranuloma  vene- 
reum possess  marked  anticomplemen- 
tary properties.  Obviously,  factors  other 
than  simple  quantitative  increases  in 
globulin  are  involved.  Nevertheless, 
since  anticomplementary  Wassermann 
reactions  are  particularly  common  in 
other  diseases  associated  with  hyper- 
globulinemia,31’32’28 some  causal  relation 
seems  probable.  We  have  found  it  useful 
in  differential  diagnosis  to  consider  the 
possibility  of  diseases  presenting  hyper- 
globulinemia (including  lymphogranu- 
loma venereum)  in  patients  with  per- 
sistently anticomplementary  Wassermann 
reactions. 

The  Takata-Ara  reaction,  the  formol- 
gel  test,  the  Henry  reaction,  and  a number 
of  similar  tests  dependent  upon  altered 
serum  globulins,  are  positive  in  lym- 
phogranuloma venereum.20*25’28  Apparent 
disturbances  in  acid-base  equivalence, 
likewise  due  to  the  presence  of  “abnor- 
mal” serum  globulins,  have  been  pointed 
out.21,33  Lymphogranuloma  venereum 
patients  have  proved  to  be  a valuable 
source  of  sera  for  investigation  of  certain 
serum  globulin  fractions. 

4.  Systemic  Manifestations  Directly  A t- 
tributable  to  Extension  or  Dissemination  of 
the  Virus}0' lc>  3c* 3d’ 3/* 6>  8>  14 — The  pres- 
ence of  lymphogranuloma  venereum 
virus  in  the  lymph  glands  of  draining 


* Jersild22  found  but  two  anticomplementary  sera,  one 
only  faintly  so,  in  55  lymphogranuloma  venereum  sera. 
This  incidence  (less  than  4 per  cent)  is  lower  than  ours, 
but  considerably  higher  than  Jersild  finds31  in  the  popula- 
tion at  large:  approximately  1 in  10,000. 
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lymphatics  and  in  granulation  tissue  in- 
volving vulva,  rectum,  and  colon  has 
been  definitely  established  by  animal 
transmission  experiments.1®’ lc>  14  It  has 
been  further  demonstrated  by  pathologic 
studies  that  extension  along  lymphatic 
channels  with  involvement  particularly  of 
iliac,  paraortic,  and  mediastinal  glands 
occurs.  3c> 3/- 3l7*  8>  personal  cases  Invasion  of 
submaxillary,  cervical,  and  axillary  nodes 
following  extragenital  virus  infection  has 
been  described  repeatedly.34  Eberhard3/ 
has  recently  reported  a case  of  lympho- 
granuloma venereum  with  generalized 
lymphadenopathy,  and  reviewed  pub- 
lished accounts  of  similar  cases.  These 
studies  indicate  that  lymphogranuloma 
venereum  should  be  included  among  the 
causes  of  generalized  lymphadenopathy. 
Difficulties  in  the  diagnosis  of  such  cases 
relate  chiefly  to  differentiation  from 
tuberculosis  and  syphilis.  But  metastatic 
carcinoma,  lymphosarcoma,  Hodgkin’s 
disease,  and  infectious  mononucleosis 
may  also  be  simulated,  particularly  when 
splenomegaly  or  hepatosplenomegaly  is 
present. 3ft>  35  Occasionally,  difficulties 
arise  in  distinguishing  large,  fluctuant, 
nonfistulating  inguinal  buboes  from  in- 
carcerated hernia,  particularly  when,  as 
in  Eberhard’s  case,3/  there  is  associated 
generalized  abdominal  pain,  distention, 
and  vomiting.  Pain  on  straining  is 
common  in  patients  with  inguinal  and 
pelvic  lymphadenopathy,  the  so-called 
“fatigue  glands”  of  the  older  literature. 
Moreover,  herniation  through  the  weak- 
ened abdominal  wall  at  the  site  of  old 
multifistulating  buboes,  which  have 
healed,  may  occur. 

Case  3. — J.  C.,  an  unmarried  Irishman  aged 
27,  was  admitted  to  the  Surgical  Service  of  the 
Presbyterian  Hospital  in  April,  1936,  because  of 
painful  swelling  of  the  left  groin  for  five  weeks. 
The  swelling  appeared  quite  suddenly,  was 
definitely  associated  by  the  patient  with  strain 
on  lifting  a heavy  object,  and  was  slowly  increas- 
ing in  size  and  tenderness.  He  had  lost  30 
pounds  in  the  preceding  six  months,  attributed 
to  dieting,  but  was  otherwise  free  of  complaints. 
Bowel  movements  had  been  regular,  no  vomiting. 
Venereal  infections  and  their  sequelae  were 
denied. 


The  findings  on  physical  examination  were 
limited  to  a tense,  somewhat  fluctuant,  slightly 
tender,  irreducible  bulge  in  the  left  groin,  about 
5 cm.  in  diameter.  This  was  thought  to  be  an 
incarcerated  femoral  hernia.  The  overlying 
skin  showed  a slightly  reddish  or  bluish  dis- 
coloration, without  fistulation.  No  abnormali- 
ties of  the  genitalia  or  rectum  were  noted.  His 
temperature  fluctuated  between  99  and  100  F. 
A leukocyte  count  on  one  occasion  was  10,300 
with  81  per  cent  polymorphonuclears,  on  another 
15,300  with  79  per  cent  polymorphonuclears. 
The  urine  was  normal,  blood  Wassermann  tests 
negative. 

Upon  incising  the  swelling,  creamy,  greenish 
pus  escaped  from  a multilocular  abscess  in  a 
necrotic  lymph  node.  Adjacent  nodes  were 
likewise  affected.  Sections  of  these  nodes  were 
consistent  with  the  revised  clinical  diagnosis 
of  lymphogranuloma  venereum.  Postoperative 
Frei  tests  proved  to  be  consistently  positive. 

Chronically  involved  glands  cause  lym- 
phatic stasis  not  only  of  the  genitalia  but 
also  a brawny  edema  of  one  or  both  lower 
extremities.  Acute  swelling  with  suppura- 
tion of  the  iliac  glands,  which  is  not 
uncommon,  gives  rise  to  tender,  sometimes 
easily  palpable  masses  in  the  lower  ab- 
dominal quadrants  with  confusing  symp- 
toms (“iliac  gland  syndrome”),  occasion- 
ally suggesting  paranephric  abscess,  acute 
appendicitis,  etc.3*7  Extension  from  sup- 
purating iliac  glands  into  the  abdominal 
wall,  the  psoas  muscle,  the  hip  joint,  or 
into  the  peritoneal  cavity  with  death  due 
to  peritonitis  has  been  described.  In- 
vasion of  the  adnexa  occurs  frequently 
enough  to  justify  the  suspicion  that  some 
cases  of  chronic  inflammatory  pelvic 
disease  are  due  to  lymphogranuloma 
venereum  infection.1®’ 36 

Possible  cerebral  localization  of  the 
virus  in  man  following  infection  via  the 
genital  route  has  been  suggested3**  be- 
cause of  the  frequency  of  severe  headache 
and  vertigo  in  acute  stages  of  lympho- 
granuloma venereum,  the  occasional  oc- 
currence of  stiff  neck,  and  (unconfirmed) 
reports  of  increased  intraspinal  pressure. 
Von  Haam  and  D’Aunoy37  demonstrated 
the  virus  in  the  spinal  fluid  of  2 of  8 such 
cases  by  transmitting  the  disease  to 
animals  through  inoculation  with  spinal 
fluid.  Frei  antigen  has  been  prepared 
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repeatedly  from  the  spinal  fluid  of  cases 
of  acute  lymphogranuloma  venereum ; 
notably  by  Rajam38  from  a patient  who 
died  with  signs  and  symptoms  suggesting 
meningoencephalitis,  but  who  was  not 
autopsied.  There  are  several  other 
unverified  case  reports  of  lymphogranu- 
loma venereum  with  manifestations  inter- 
preted as  due  to  central  nervous  system 
invasion  by  the  virus. 

Evidence  is  available,  moreover,  that 
in  some  cases  lymphogranuloma  vene- 
reum virus  may  be  present  in  the  con- 
junctivas, in  joints,  and  in  certain  internal 
organs.  Necropsy  of  a case  reported  by 
Reichle  and  Connor30’  revealed  a sinus 
tract  draining  pus  from  necrotic  lymph 
glands  into  a hip  joint,  with  destruction 
of  joint  surfaces.  Extension  of  the  virus 
in  this  manner  may  account,  in  part,  for 
the  significant  incidence  of  hip  joint  in- 
volvement in  this  disease.  The  case  of 
Reichle  and  Connor  further  showed  curi- 
ous renal  lesions:  small,  circumscribed 
areas  of  necrosis  scattered  throughout 
the  cortex.  These  abscesses  consisted  of 
focal  aggregations  of  lymphocytes  and 
plasma  cells.  The  same  type  of  renal 
lesion  was  observed  at  necropsy  in  a case 
of  lymphogranuloma  venereum  at  the 
Presbyterian  Hospital.  In  this  case,  to 
be  reported  in  full  by  Drs.  H.  and  W. 
Curth,  similar  but  less  distinctive  focal 
collections  of  round  cells  were  also  present 
in  the  liver  and  spleen. 

The  frequent  occurrence  of  traces  of 
protein  in  the  urine  in  lymphogranuloma 
venereum,  as  yet  unexplained,  may 
signify  a higher  incidence  of  renal  in- 
volvement than  is  now  appreciated. 
Occasionally,  the  possible  role  played  by 
lymphogranuloma  venereum  in  producing 
or  contributing  to  the  clinical  picture  of 
nephritis  presents  a nice  diagnostic  prob- 
lem, as  in  the  following  obscure  case : 

Case  4. — C.  K.,  a married  negress,  aged  34, 
was  admitted  to  the  Medical  Service  of  the 
Presbyterian  Hospital  in  January,  1936,  with 
edema  of  the  face  and  legs  as  the  presenting 
symptom.  Accepted  for  life  insurance  in  1931, 
her  first  complaint,  in  1933,  was  slowing  and 
feebleness  of  the  urinary  stream,  necessitating 
straining ; and  nocturia  (3-4x)  but  no  burning  or 


obvious  clouding  of  the  urine.  Five  months 
before  admission,  profuse  metrorrhagia  had  set 
in  to  continue  for  almost  three  months,  followed 
by  gradually  diminishing  seropurulent  vaginal 
discharge.  The  last  normal  period  was  six 
months  ago.  For  three  weeks  she  had  had  a 
sore  throat  with  fever,  chills,  hoarseness,  pro- 
fuse nasal  discharge,  and  severe  nosebleeds. 
Shortly  after  onset  of  the  respiratory  infection, 
puffiness  of  the  eyelids,  then  edema  of  the  legs, 
and,  more  recently,  swelling  of  the  abdomen  had 
appeared.  No  history  of  previous  rheumatic  or 
scarlet  fever,  of  acute  nephritis  or  hypertension 
could  be  elicited.  There  was  no  exertional 
dyspnea  or  palpitation.  Venereal  disease  was 
denied. 

She  appeared  chronically  ill  on  admission, 
with  temperature  of  100  to  101  F.  There  was 
generalized  anasarca.  The  pharynx  was  dif- 
fusely red,  postnasal  drip  was  present.  The 
pupils  and  eye  grounds  were  normal.  There 
was  passive  congestion  at  both  bases.  The 
heart  was  moderately  enlarged,  particularly  to 
the  left;  no  definite  murmurs  were  heard. 
The  systolic  blood  pressure  was  160,  diastolic 
110.  The  liver  was  enlarged,  apparently  due  to 
congestive  failure;  the  spleen  was  not  palpable; 
no  definite  fluid  wave  could  be  made  out.  There 
was  some  vaginal  discharge  due  to  chronic  in- 
flammatory pelvic  disease.  Rectal  examination 
was  negative,  no  lymphadenopathy  was  noted. 

A marked  hypochromic  anemia  (erythrocytes 
2,950,000,  hemoglobin  50  per  cent)  was  present ; 
the  leukocyte  count  was  6,550  with  normal 
differential.  The  venous  pressure  was  elevated 
(196),  circulation  time  increased  (23  seconds), 
and  the  electrocardiogram  showed  low  voltage 
and  upright  T4.  The  urine  showed  traces  of 
albumin,  many  pus  cells,  variable  numbers  of 
erythrocytes,  occasional  hyaline  and  granular 
casts,  and  no  Bence  Jones  protein.  The  specific 
gravity  in  concentration  tests  did  not  exceed 
1.015.  Intramuscular  P.  S.  P.  test  showed  the 
total  excretion  in  two  hours  reduced  to  20  per 
cent.  The  blood  nonprotein  nitrogen  was  40 
mg.  per  cent. 

A chronic  pansinusitis  was  found,  irrigation 
yielding  much  purulent  material.  Hemolytic 
streptococcus  was  cultured  repeatedly  from  the 
throat.  The  antistreptolysin  titer  was  250 
units,  the  streptococcus  agglutination  test  was 
doubtful.  Blood  cultures  were  negative. 

Three  blood  Wassermann  tests  were  reported 
anticomplementary,  the  Kahn  test  was  nega- 
tive. The  sedimentation  rate  (Westergren) 
consistently  exceeded  120  mm.  in  one  hour  and 
was  87  mm.  in  a defibrinated  specimen.  The 
formol-gel  reaction  was  positive.  The  total 
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serum  protein  content  was  8.3  per  cent,  albumin 
2.6  per  cent,  globulin  5.7  per  cent  (later  10.3 
per  cent  with  3.1  per  cent  albumin).  The  Frei 
test  was  positive  on  three  occasions. 

The  difficulties  in  urination  were  found  to  be 
due  to  marked  urethral  stricture,  with  300  cc. 
cloudy  residual  urine.  Dilatation  of  the  ure- 
thra was  followed  by  general  malaise  and  the 
appearance  of  large,  exquisitely  tender  inguinal 
lymph  nodes.  This  suggested  a flare-up  of  an 
old  lymphogranuloma  venereum  infection  of  the 
urethra,  particularly  since  several  cervical  and 
urethral  smears  for  gonococci  were  negative. 
Cystoscopy  showed  cystitis  and  a possible  di- 
verticulum. Intravenous  pyelography  revealed 
no  abnormalities  in  size  or  shape  of  the  kidneys. 

The  patient  improved  under  treatment  (ex- 
cept for  persistent  hypertension)  and  could  re- 
sume normal  activities  after  nine  - weeks  of 
hospitalization.  No  definite  decision  could  be 
reached  as  to  what  role,  if  any,  lymphogranu- 
loma venereum  played  in  her  renal  disease. 

More  necropsy  reports  and  animal 
transmission  experiments  with  human 
organ  extracts  are  needed  in  order  to 
determine  how  many  of  the  systemic 
manifestations  of  lymphogranuloma  vene- 
reum can  be  attributed  to  generalized 
dissemination  of  the  virus.  That  such 
systemic  manifestations  occur,  however, 
and  with  sufficient  frequency  to  be  of 
general  medical  interest,  would  appear  to 
be  well  established. 
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Discussion 

Dr.  M.  H.  Dawson,  New  York  City — The 
introduction  of  the  Frei  test  has  made  us  all 
conscious  of  the  wide  prevalence  of  lympho- 
granuloma venereum.  This  disease  now  looms 
as  a great  public  health  problem.  A recent 
survey  in  St.  Louis  revealed  that  as  many  as 
40  per  cent  of  the  colored  population  in  that  city 
were  infected,  and  probably  the  proportion  is 
very  considerable  in  New  York  City.  Nor 
should  it  be  assumed  that  the  disease  is  confined 
to  the  colored  race  or  to  those  who  have  lived  in 
tropical  climates.  Numerous  examples  are  to 
be  found  in  white  people  who  have  never  lived 
outside  of  New  York  City. 

Until  recently  it  was  generally  assumed  that 
lymphogranuloma  venereum  was  more  or  less  a 
local  disease  producing  the  well-known  genito- 
rectal  syndrome.  Now,  however,  as  Dr.  Gut- 
man has  so  clearly  shown,  we  are  learning  to 
recognize  that  the  disease  is  a generalized  sys- 
temic one. 

Our  interest  in  the  problem  of  lymphogranu- 
loma venereum  has  been  entirely  an  indirect  one. 
In  the  course  of  our  observations  and  studies  in 
the  arthritis  clinic  we  became  aware  of  a certain 
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group  of  cases  that  could  not  be  accurately 
classified.  Many  of  these  cases  suggested  a 
subacute  form  of  neisserian  arthritis,  but  the 
confirmatory  diagnostic  tests  were  rarely  positive 
and  the  arthritis  pursued  a course  that  was  very 
atypical  for  that  disease.  The  possibility  that 
these  cases  might  be  associated  with  lympho- 
granuloma venereum  suggested  itself  and  they 
were  studied  from  that  point  of  view.  During 
the  past  two  years  we  have  encountered  a sub- 
acute form  of  arthritis  in  16  patients  who  gave  a 
positive  Frei  test.  It  has  been  difficult  to  ex- 
clude other  etiologic  factors  but  we  believe  that 
at  least  the  majority  of  these  cases  were  due  to 
infection  with  the  virus  of  lymphogranuloma 
venereum.  The  joints  most  frequently  affected 
were  the  knees,  the  ankles,  and  the  wrists,  al- 
though other  articulations  were  involved  in  some 
instances.  The  arthritis  pursued  a variable 
course  but  in  no  instance  was  there  any  evidence 
of  joint  destruction,  and  in  all  cases  there  was 
ultimately  complete  restoration  of  function. 
Synovial  fluid  was  aspirated  from  several  and 
invariably  proved  sterile  on  culture.  Efforts 
were  made  to  prove  the  etiology  of  the  arthritis 
in  two  ways:  (1)  by  injection  of  synovial  fluid 
intracerebrally  into  white  mice ; (2)  by  pre- 

paring Frei  antigen  from  the  synovial  fluid  and 
testing  it  out  on  known  Frei-positive  cases.  The 
latter  experiment  was  kindly  carried  out  for  us 
by  the  courtesy  of  Dr.  Curth.  Both  of  these 
procedures  failed  to  demonstrate  the  presence  of 
the  etiologic  agent.  In  spite  of  these  failures, 
we  are  inclined  to  believe  that  the  arthritis  of 
lymphogranuloma  venereum  is  a true  clinical 
entity  and  that  this  diagnosis  should  always  be 
kept  in  mind  when  one  is  confronted  with  an  in- 
dolent serous  arthritis,  particularly  in  a colored 
person. 

Certain  other  general  manifestations  of  this 
disease  are  also  worthy  of  mention.  The  major- 
ity of  the  patients  we  have  observed  have  shown 
evidence  of  a general  and  prolonged  infection. 
They  are  underweight,  undernourished,  anemic, 
and  chronically  ill.  With  a keener  appreciation 
of  the  systemic  manifestations  of  this  disease  I 
feel  sure  that  the  diagnosis  will  be  made  with 
increasing  frequency. 

Dr.  William  Curth,  New  York  City — When 
Dr.  Gutman  asked  me  to  discuss  his  paper  on 
Systemic  Manifestations  of  Lymphogranuloma 
Venereum,  I accepted  with  great  pleasure 
because  I knew  how  much  he  had  been  interested 
in  the  subject. 

As  Dr.  Gutman  has  pointed  out,  not  all 
cases  of  inverted  albumin-globulin  ratio  give  a 
positive  Frei  test  because  the  patients  have  not, 


or  have  not  had,  lymphogranuloma  venereum. 
There  exists  also  the  possibility  of  an  anergic 
state  of  the  individual  resulting  in  a negative 
Frei  test. 

As  far  as  the  acute  phase  of  the  disease  is 
concerned,  the  dermatovenereologist  is  the  one 
who  will  be  consulted  frequently  by  a patient 
with  an  inguinal  bubo.  Before  Dr.  Frei,  whom 
we  are  fortunate  to  have  with  us  in  New  York 
now,  discovered  his  test  in  1925,  these  buboes 
were  usually  thought  to  be  due  to  a slow  chan- 
croid infection.  It  took  quite  a few  years  after 
his  discovery  before  even  the  dermatologists 
began  to  use  his  test  extensively,  and  the  older 
generation  of  the  practitioners  in  many  instances 
still  confuses  lymphogranuloma  venereum  with 
other  diseases,  such  as  the  tropical  skin  disease, 
granuloma  venereum,  where  Donovan  bodies 
are  found,  or  with  Paltauf-Sternberg’s  lympho- 
granulomatosis . 

As  you  have  already  heard  from  Dr.  Gutman, 
lymphogranuloma  venereum  is  by  no  means  a 
rare  disease.  At  the  Vanderbilt  Clinic  and 
Presbyterian  Hospital  in  New  York  City,  Dr. 
Helen  Curth  and  I have  seen  more  than  200 
cases  since  1931.  Out  of  this  number.  77  were 
acute  cases  showing  the  early  stages  of  lympho- 
granuloma venereum  with,  or  for  the  most 
part  without,  the  evanescent  primary  lesion 
or  in  most  cases  with  inguinal  adenitis  alone. 
In  rare  cases  femoral  buboes  occur.  Occasion- 
ally, the  primary  lesion  is  located  in  the  rectum. 
In  such  an  instance  we  found  atypical  pleiade- 
like  inguinal  adenitis  simulating  syphilis,  which, 
however,  could  be  ruled  out  completely.  Thirty- 
one  cases  were  latent,  showing  a positive  Frei 
test  sometimes  with  a history  of  inguinal  buboes. 
Absence  of  a bubo  scar  or  lack  of  history  of 
inguinal  adenitis  does  not  at  all  exclude  the  de- 
velopment in  later  years  of  a rectal  stricture  with 
a positive  Frei  test. 

The  largest  number  of  more  than  100  were 
tertiary  cases  showing  rectal  strictures,  chronic 
ulcerations  of  the  genitals,  elephantiastic  swell- 
ing, proctitis,  arthritis,  and  the  systemic  mani- 
festations, such  as  high  sedimentation  rate, 
hyperproteinemia,  anticomplementary  Wasser- 
mann  tests,  and  disturbed  albumin-globulin 
ratio. 

Rectal  strictures  are  more  commonly  found 
in  women.  We  encountered  rectal  strictures  in 
16  men,  compared  with  68  in  women.  The 
presence  of  an  indurated  mass  in  the  rectum  in  a 
patient  showing  a positive  Frei  test  is  by  no 
means  proof  of  the  lymphogranuloma  venereum 
nature  of  this  mass.  Biopsy  on  such  a case, 
which  came  to  the  Vanderbilt  Clinic  recently 
with  four  positive  Frei  tests,  one  of  which  had 
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been  obtained  at  another  hospital  before,  re- 
vealed squamous  cell  epithelioma  of  the  rectum. 
Rectal  strictures  may  be  due  occasionally  to 
gonorrhea.  We  saw  a young  man  lately  who 
had  suffered  from  gonorrhea  of  the  rectum 
eight  years  ago  and  now  presented  a rectal 
stricture  with  a negative  Frei  test. 

So  far  we  have  not  been  able  to  obtain  a posi- 
tive Frei  test  with  synovial  fluid  from  a patient 
with  typical  lymphogranuloma  venereum  ar- 
thritis. 

I wish  to  point  out  that  lymphogranuloma 
venereum  is  a disease  that  is  not  at  all  restricted 
to  the  colored  race.  Of  our  77  acute  cases,  28 
were  white  and  49  colored. 

Twice  we  had  the  occasion  to  observe  the 
transition  of  the  small  penile  lesion  of  lympho- 
granuloma venereum  into  a pigeon-egg  sized 
bubonulus  at  the  same  site.  Extragenital  in- 
fections with  lymphogranuloma  venereum  have 
been  observed  also.  I described  2 such  cases 
where  the  virus  had  invaded  the  tongue  fol- 
lowing perverted  intercourse. 

It  is  not  always  easy  to  trace  the  disease  to  a 
definite  source  of  infection.  There  must  be 
virus  carriers,  for  the  most  part  among  prosti- 
tutes, where  we  are  unable  to  see  manifestations 
of  lymphogranuloma  venereum.  They  must  be 
the  source  of  infection  for  many  infected  men. 

Most  of  our  patients  were  infected  in  New 
York  City,  where  lately  lymphogranuloma 
venereum  has  been  made  a reportable  venereal 
disease.  Twice  we  have  seen  syphilitic  chan- 
cres with  a positive  dark  field  followed  by  a 
typical  lymphogranuloma  venereum  adenitis. 
We  have  also  observed  mixed  infections  of 
lymphogranuloma  venereum  with  chancroid  or 
venereal  granuloma. 

In  conclusion,  I want  to  add  that  every  person 
who  has  had  lymphogranuloma  venereum,  es- 
pecially women,  should  have  an  examination  of 
the  rectum  once  or  twice  a year  in  order  to  pre- 
vent serious  rectal  strictures. 

Dr.  Borris  A.  Kornblith,  New  York  City — 
Among  a group  of  375  cases  of  lymphogranuloma 
venereum  observed  at  the  Department  of 
Health  Clinic  and  the  Mount  Sinai  Hospital,  a 
number  exhibited  clinical  manifestations  of  a 
generalized  nature. 

Arthralgias  developed  in  10  cases,  approxi- 
mately 3 per  cent.  This  complication  developed 


mainly  in  cases  of  long  duration,  and  more 
often  among  those  with  chronic  rectal  lesions. 

The  involvement  was  migratory  in  type,  the 
larger  joints  being  involved  first.  The  knee 
joint  was  the  one  most  often  involved.  From 
there  the  pain  would  migrate  to  the  elbows, 
wrists,  and  finally  to  the  small  joints  of  the 
hand.  Less  often  both  small  and  large  joints 
were  involved  simultaneously.  The  pain  is 
definitely  within  the  joint  and  is  severe  enough 
to  cause  complete  incapacitation.  It  may  last 
for  weeks  on  end. 

These  joint  manifestations  are  amenable  to 
treatment  with  intravenous  Frei  antigen.  After 
as  few  as  two  injections  within  a period  of  three 
days  the  pain  is  definitely  relieved. 

Hepatosplenomegaly  was  present  in  at  least 
5 cases.  This  observation  was  made  on  acute 
cases.  The  enlargement  was  moderate.  The 
liver  edge  was  smooth  and  tender,  and  the  splenic 
enlargement  was  moderate.  The  hepatospleno- 
megaly receded  with  the  subsidence  of  the  acute 
symptoms. 

Generalized  adenopathy  simulating  infectious 
mononucleosis  or  lymphatic  tuberculosis  was 
observed  in  5 cases.  The  adenopathy  occurred 
for  the  most  part  at  the  onset  of  acute  symptoms, 
associated  with  fever,  sweats,  and  loss  of  weight. 
There  was  likewise  an  increased  monocyte  and 
eosinophile  response  in  the  blood  smears.  This 
picture  was  transitory  in  character.  In  1 case, 
however,  a submental  node  broke  down.  Pus 
removed  from  this  node  yielded  satisfactory 
Frei  material. 

A generalized  adenopathy  during  the  course 
of  treatment  with  Frei  antigen  was  likewise 
observed.  The  adenopathy  is  moderate,  in- 
cludes a splenic  enlargement,  and  subsides 
within  a two-week  period  after  onset. 

A maculoerythematous  rash  occurred  in  3 
cases.  A rise  in  temperature  to  102  F.,  a focal 
reaction  to  the  Frei  test,  and  local  glandular 
enlargement  associated  with  the  appearance  of 
a generalized  maculoerythematous  rash  occurred 
in  1 case  after  the  initial  injection  of  0.1  cc.  of 
Frei  material  for  skin  testing. 

The  manifestations  already  mentioned  and 
those  included  in  this  discussion  point  to  the 
systemic  manifestations  of  lymphogranuloma 
venereum,  more  of  which  will  come  to  light 
as  the  interest  in  this  disease  increases. 


Doctors  are  always  working  to  preserve  our  The  widely  quoted  statement  that  the  Chinese 
health  and  cooks  to  destroy  it,  but  the  latter  are  pay  their  doctors  to  keep  them  well  instead  of  to 
the  more  often  successful. — Diderot.  cure  their  illnesses  has  no  basis  in  fact. 
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Surely,  some  22,000  women  can’t  be  wrong! 

The  reason  for  this  opening  statement  was 
my  attendance  at  the  seventeenth  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association  recently  held  in  St. 
Louis,  where  it  was  a privilege  to  have  been  a 
member  of  the  House  of  Delegates  to  that  body. 

Here  members  from  thirty-nine  states,  and  the 
District  of  Columbia  brought  proof  of  the  vast 
extent  of  woman’s  influence,  both  civil  and  social. 
While  interests  and  activities  of  necessity  were 
varied,  the  common  incentive  of  all  was  educa- 
tion, propagation,  and  preservation  of  health. 
Also,  of  general  concern  were  the  forces  threaten- 
ing the  high  standards  of  present-day  medicine. 

The  convention  was  one  to  be  remembered, 
reminiscent  of  the  hospitality  for  which  the  South 
is  famed,  yet  hustling  enough  to  please  one  from 
the  North.  A gracious  and  efficient  general 
chairman  of  this  large  convention,  together  with 
a capable  committee,  had  carefully  planned  each 
day.  There  was  no  reason  for  any  doctor’s  wife 
to  have  been  bored  or  lonesome  while  her  hus- 
band enjoyed  his  scientific  sessions  and  social 
contacts. 

The  mornings  were  devoted  to  the  serious: 
board  of  directors’  meetings,  the  formal  conven- 
tion opening,  the  House  of  Delegates,  and  gen- 
eral meetings  and  conferences.  For  the  re- 
mainder of  the  day,  delightful  teas,  visits  to 
beautiful  private  gardens,  luncheons,  sight-seeing 
tours,  a buffet  supper  and  a fashion  show,  and  a 
bring-your-husband  dinner  were  among  a few 
of  the  outstanding  events  that  kept  one  busy. 

The  splendid  reports  of  the  national  chairman 
of  committees  and  those  of  the  state  presidents 
were  an  inspiration  to  those  present.  To  hear 
the  state  president  of  Idaho  announce  that 
auxiliary  members  in  her  state  drove  eighty-five 
miles  to  meetings  impressed  one  considerably. 
To  have  been  told  that  the  State  of  Arkansas 
had  helped  forty-three  students  with  fifty-three 
loans  seemed  an  achievement.  The  State  of 
Georgia  had  sponsored  sixty-two  public  rela- 
tions programs  and  fourteen  radio  health  talks. 
Thousands  of  pamphlets  had  also  been  distrib- 
uted to  laymen. 

In  a health  essay  contest,  for  which  prizes  were 
awarded  by  the  auxiliary,  ten  thousand  school 
children  of  Minnesota  had  written  essays  on 
“Tracking  Down  the  Foe  of  Youth — Tubercu- 
losis.” In  cooperation  with  the  medical  society, 
many  speakers  had  been  placed  before  lay  groups. 
Supplies  for  the  visiting  nurse  service  were  made 
in  many  states. 

A number  reported  legislative  activities. 
Nineteen  of  these  had  study  programs  of  such, 
while  another  had  reported  that  it  had  been  of 
assistance  in  having  the  Basic  Science  Law  en- 
acted. All  states  reported  active  programs  for 
cancer,  syphilis,  and  tuberculosis  control. 

The  State  of  Pennsylvania  pointed  proudly  to 
a record  hard  to  surpass.  Outstanding  work  had 
been  done  in  public  health  and  public  relations 
and  legislation.  Some  $33,000  had  been  raised 
for  the  families  of  needy  physicians.  Occupa- 


tional therapy  work  in  the  hospitals  of  the 
state  was  mentioned  by  Indiana. 

The  exhibits  of  each  state  were  viewed  with 
great  interest.  Had  there  been  an  award,  by 
general  consent,  the  New  York  State  exhibit, 
made  by  Mrs.  Henry  L.  Hirsch,  would  have 
received  it.  One  could  not  fail  being  impressed 
with  the  wide  scope  of  activities.  The  projects 
were  numerous  and  varied,  and  there  were  many 
of  noteworthy  attainment. 

Our  president,  Mrs.  G.  Scott  Towne,  read  the 
report  of  New  York  State,  which  had  been  writ- 
ten by  the  immediate  past-president,  Mrs. 
Daniel  Swan.  It  was  with  real  pride  that  those 
present  from  this  state  heard  the  chairman  of 
the  national  committee  on  membership  award 
announce  that  New  York  had,  for  the  second 
time,  been  awarded  the  trophy  for  the  largest 
increase  in  membership.  This  trophy  was 
graciously  accepted  by  the  president  on  behalf 
of  the  state  auxiliary.  In  the  national  election 
of  officers,  New  York  was  honored  to  have  had 
the  organizing  president,  and  the  first  president 
of  the  state  auxiliary,  Mrs.  John  L.  Bauer, 
chosen  for  the  office  of  national  recording  secre- 
tary. 

Although  the  convention  has  become  another 
pleasant  memory  of  association  with  the  doctors’ 
wives  of  this  great  country,  we  have  returned 
with  added  enthusiasm — a keener  realization  of 
all  that  this  national  body  has  stood  for,  and  the 
appreciation  that  it  was  a privilege  to  have  at- 
tended as  a member. 

If,  as  the  New  York  Times  has  stated  in  a re- 
cent issue,  we  are  a nation  of  joiners  who  form 
national  associations  and  hold  national  conven- 
tions, then — “Today  we  are  of  a mind  to  be 
thankful  for  this  joining  instinct.  It  is,  after  all, 
the  voluntary  action  of  free  men.  Basically,  it 
is  the  very  same  thing  as  the  instinct  for  co- 
operation which  is  so  popular  among  the  de- 
mocracies of  today.  To  join,  to  stand  together, 
to  rally  in  the  hour  of  need,  is  a fundamental 
American  trait.” 

Surely,  some  22,000  women  can’t  be  wrong! 

Mrs.  Luther  Holden  Kice — president-elect  of  the 
Woman's  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

Cayuga  County 

The  auxiliary  annual  dinner,  held  in  June  at 
Springside  Inn,  was  enjoyed  by  the  many  doc- 
tors and  their  wives  who  attended.  An  evening 
of  delightful  entertainment  was  furnished  by  Mr. 
Clarence  Coddington  who  guided  his  audience 
on  a tour  of  Bermuda  with  his  beautiful  colored 
motion  pictures  which  he  took  of  the  various 
places  of  interest  he  visited. 

Orange  County 

The  June  meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of  Orange 
was  held  at  the  summer  home  of  Dr.  and  Mrs. 
George  O.  Pobe,  of  Port  Jervis,  Twin  Lakes 
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Pennsylvania.  This  was  not  just  a meeting,  but 
a day  of  enjoyment  for  the  members  who  at- 
tended. 

During  the  business  meeting  it  was  voted  to 
donate  $25  to  “Braeside,”  the  Orange  County 
Health  Camp  for  underprivileged  children.  On 
July  11  the  auxiliary  was  invited  to  “Brae- 
side” as  the  guest  of  Miss  Helen  Watkins,  the 
able  conductor  of  the  camp.  After  the  meeting, 
luncheon  and  a social  afternoon  were  enjoyed. 
In  the  evening  the  members  of  the  Orange  County 
Medical  Society  joined  their  wives  for  a delicious 
buffet  supper. 

The  tea,  given  on  June  21  at  the  Hempstead 
Country  Club,  Port  Washington,  Long  Island, 
for  the  benefit  of  the  Physicians’  Home,  was  at- 
tended by  Mrs.  H.  F.  Pohlmann,  president  of 
the  Orange  County  Woman’s  Auxiliary,  and 
Mrs.  H.  F.  Murray,  recording  secretary.  About 
175  guests  attended. 


Schenectady  County 

For  their  final  assembly  in  June,  members  of 
the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  County  of  Schenectady  enjoyed  a delightful 
luncheon  and  meeting  at  the  home  of  Mrs.  J.  C. 
Younie.  Important  business  of  the  day  was 
election  of  officers  for  the  new  term,  as  follows: 
Mrs.  William  Mallia,  president;  Mrs.  A.  W. 
Greene,  president-elect;  Mrs.  Frank  van  der 
Bogert,  first  vice-president;  Mrs.  A.  S.  Gruss- 
ner,  second  vice-president;  Mrs.  E.  M.  Stanton, 
recording  secretary;  Mrs.  J.  M.  Blake,  secre- 
tary; Mrs.  Arthur  Congdon,  treasurer;  and 
Mrs.  David  Vrooman,  historian. 

With  every  good  wish  to  each  auxiliary  for  a 
pleasant  summer  vacation,  and  that  the  coming 
year  may  bring  interesting  activities  to  be  re- 
corded on  our  Journal  page. 


FIGURES  CAN  LIE 

That  a high  quality  of  care  has  been  given  to 
the  sick  poor  in  the  past  is  generally  admitted 
and  is  attested  by  adequate  statistical  proof  of 
the  reduction  in  morbidity  and  mortality  to 
their  present  low  levels  among  such  persons. 

Some  people  will  always  need  medical  atten- 
tion, but  the  reasons  for  this  are  not  largely,  if 
at  all,  the  inability  of  these  sick  to  pay  for  the 
cost  of  necessary  treatment,  but  chiefly  the  result 
of  ignorance,  superstition,  and  misinformation 
growing  out  of  religious  beliefs  and  faith  in  the 


promotion  of  advertised  medicaments.  That 
anything  like  one  third  of  the  sick  now  lack 
medical  care  or  that  an  even  larger  proportion  of 
the  population  is  hindered  from  gainful  em- 
ployment by  preventable  and  remediable  but 
uncared  for  disease,  as  the  peroration  of  the 
technical  committee  would  try  to  persuade  us 
with  statistics  and  emotional  publicity,  is  just 
so  far  from  the  truth  that  it  will  be  forgotten  by 
the  public  and  by  the  physicians  of  this  country 
who  know  it  is  not  so.  • — Haven  Emerson,  M.D. 


HOME  TRUTHS  FOR  ARMCHAIR  PUNDITS 


We  are  now  the  possessors  of  better  general 
health,  are  less  afflicted  with  preventable  disease, 
are  more  secure  in  the  survival  of  our  offspring 
to  maturity,  and  have  an  average  expectancy  of 
life  greater  than  that  of  any  population  group 
in  the  history  of  man,  comparable  in  size,  variety 
of  races,  and  distribution  in  age,  occupation,  and 
economic  and  climatic  conditions.  We  are  today 
at  the  very  zenith  of  a march  of  progress  toward 
national  health.  Never  before  in  this  or  any 
other  continent  have  any  130,000,000  people 
recorded  such  low  death  rates  as  reported  in  the 


United  States  for  the  year  1938  for  all  causes,  for 
tuberculosis,  typhoid,  diphtheria,  and  infant 
mortality.  Not  in  our  time  has  maternal  mor- 
tality been  so  low,  or  the  death  rate  from 
pneumonia. 

And  yet  the  armchair  pundits  in  Washington 
tell  the  people  of  the  United  States  that  our  pub- 
lic health  services  are  grossly  inadequate.  Of 
course  this  language  is  used  to  develop  dissatis- 
faction with  the  present  so  that  people  will 
tolerate  taxation  for  the  future. 

— Haven  Emerson,  M.D. 


Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Appendicitis  Mortality 

The  death  rate  from  appendicitis  in  the 
United  States  is  exceeded  only  by  that  in 
Canada  but  it  is  on  the  decline.  Last  December 
the  Metropolitan  Life  Insurance  Company  pub- 
lished tables  showing  not  only  international 
death  rates  but  death  rates  of  the  various  states 
of  the  Union  both  for  the  periods  1930-31  and 
1935-36.  While  the  international  rates  show  as 
many  increases  as  decreases,  only  one  state  of 
the  United  States,  namely  Arizona,  shows  an 
increase.  The  change  in  the  rate  in  New  York 
State  is  —11.8  per  cent,  which  is  a measurable 
decrease.  That  the  progress  shown  in  the 
Metropolitan’s  table  does  not  stop  in  1936  is 
shown  by  the  following  rates,  which  have  been 
prepared  for  me  by  Dr.  J.  V.  DePorte: 

Upstate  New  York 


Year 

Deaths 

Rate  per  100,000 
Population 

1928 

796 

14.4 

1929 

825 

14.7 

1930 

833 

14.7 

1931 

858 

15.0 

1932 

884 

15.3 

1933 

930 

15.9 

1934 

874 

14.9 

1935 

829 

14.0 

1936 

840 

14.0 

1937 

765 

12.7 

1938 

661 

10.9 

The  high  appendicitis  death  rate  in  this  coun- 
try has  been  attributed  to  various  causes.  One 
suggestion  is  that  inadequate  hospital  facilities 
result  in  unnecessary  delay.  This  is  supported 
by  the  exceptionally  high  rates  for  the  mountain 
states.  Another  suggestion  is  that  appendicitis 
is  a disease  of  high  living,  the  death  rate  of  the 
highest  social  class  being  two  and  one-half  times 
as  great  as  that  of  the  lowest,  according  to  the 
statistics  of  the  registrar  general  of  Great 


Britain.  A statistical  study  has  recently  been 
made  by  the  Medical  Research  Council.1  Their 
report  is  reviewed  in  a leading  article  in  the 
Lancet  of  April  29,  page  994. 


Euthanasia  on  the  Air 

Mr.  F.  J.  Smith,  Director  of  the  Bureau  of 
Narcotic  Control,  directs  my  attention  to 
a significant  coincidence.  On  March  5 eutha- 
nasia was  made  the  subject  of  a radio  play  broad- 
cast over  a national  hookup.  On  March  8 one 
of  the  investigators  of  the  bureau  was  called 
upon  to  investigate  a case  of  suicide.  The  cir- 
cumstances in  the  play  and  in  the  real  life  drama 
were  sufficiently  similar  to  create  a suspicion  of 
cause  and  effect,  especially  when  one  remembers 
the  recognized  influence  of  suggestion  on  suicides. 
Perhaps  this  is  just  a part  of  the  price  we  pay 
for  freedom  of  the  press  and  of  the  air — the  lesser 
of  two  evils. 

To  prevent  the  improper  use  of  narcotics  for 
addiction  or  for  suicide,  physicians  are  urged  to 
guard  their  prescription  blanks.  In  a number 
of  instances  the  bureau  has  had  to  deal  with 
violations  of  the  law  involving  the  use  of  forged 
or  altered  prescriptions.  The  federal  and  state 
regulations  are  designed  to  be  a protection  to 
society  rather  than  a thorn  in  the  practitioner’s 
flesh.  Colleagues  who  would  like  to  conspire 
with  Mr.  Smith  to  make  them  more  of  the  first 
and  less  of  the  second  are  invited  to  arrange  for 
a discussion  at  a place  to  suit  their  convenience. 
Proposals  of  this  nature  should  be  addressed  to 
the  Bureau  of  Narcotic  Control,  State  Health 
Department,  Albany,  New  York. 

1 Young,  Matthew,  M.D.,  and  Russell,  W.  T.: 
Appendicitis.  A Statistical  Study.  Spec.  Rep.  Ser.  med. 
Res.  Coun.,  Lond.,  No.  233.  H.M.  Stationery  Office. 
1939.  P.  64.  Is. 


SHORTAGE  OF  DOCTORS  IN  GERMANY 
Germany  now  finds  it  has  a shortage  of 
physicians  and  will  cut  the  period  of  medical 
training  by  two  years.  Omissions  from  the  cur- 
riculum, however,  have  been  balanced  by  new 
courses,  and  reports  say  that  the  same  amount  of 
work  must  now  be  done  in  three  and  a half  years 
as  was  done  in  five  and  a half.  It  is  hard  to  see, 
remarks  the  Detroit  Medical  News,  how  this  high- 
pressure  training  can  have  other  than  a deaden- 
ing effect  upon  the  spirit  of  science  in  medicine. 
Such  crowding  of  courses  and  such  forced  recep- 
tion of  facts  can  leave  little  time  for  critical 


thinking  or  contemplation.  Can  leadership  in 
clinical  and  experimental  medicine  be  expected 
to  develop  in  men  so  trained  ? Can  a fair  stand- 
ard of  practice  be  maintained  or  keep  pace  with 
scientific  advance  on  the  basis  of  physicians  so 
prepared? 

This  drastic  revision  in  the  method  of  training 
German  physicians  is  to  be  regretted.  It  is  the 
path  to  mediocrity.  One  cannot  escape  the  con- 
clusion that  the  welfare  of  a profession  and  of  a 
nation  has  been  sacrificed  to  political  expedi- 
ency. 
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Annual  Conference  of  New  York  State  Health 
Officers 

Outstanding  authorities  in  the  fields  of  medi- 
cine, nursing,  and  public  health  were  among  the 
speakers  for  the  annual  conference  of  health 
officers  and  public  health  nurses,  conducted  June 
27,  28,  and  29  at  Saratoga  Springs. 

Dr.  Godfrey  gave  the  first  address  at  the  open- 
ing session  on  June  27,  followed  by  addresses  by 
Dr.  Abel  Wolman,  of  Baltimore,  president  of  the 
American  Public  Health  Association;  and  Dr. 
Thomas  Parran,  of  Washington,  former  New 
York  State  Commissioner  of  Health  and  now 
surgeon  general  of  the  United  States  Public 
Health  Service. 

Governor  Herbert  H.  Lehman  was  the  first 
speaker  on  the  afternoon  program  and  other 
speakers  included  Dr.  James  L.  Miller,  of  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University,  and  Dr.  Karl  Meyer,  director  of  the 
Cooper  Foundation  of  San  Francisco. 

Speakers  for  the  morning  session  on  the  second 
day  included  Dr.  Dixon  Ryan  Fox,  president  of 
Union  University,  Schenectady;  Miss  Pearl 
Mclver,  R.N.,  of  Washington,  senior  consultant 
public  health  nurse  of  the  United  States  Public 
Health  Service;  and  Dr.  William  E.  Moshed, 
of  Syracuse,  dean  of  the  Maxwell  Graduate  School 
of  Citizenship  and  Public  Affairs  of  Syracuse 
University.  Those  who  spoke  during  the  after- 
noon session  were  Dr.  John  E.  Gordon,  of  Boston, 
professor  of  preventive  medicine  and  hygiene  at 
the  Harvard  School  of  Public  Health;  Dr.  E.  W. 
McHenry,  of  Toronto,  assistant  professor  of 
physiological  hygiene  of  the  School  of  Hygiene, 
Toronto  University;  and  Dr.  Maxwell  Finland, 
of  the  Thorndike  Memorial  Laboratory,  Boston. 

At  the  final  morning  session,  on  June  29,  the 
speakers  were  Dr.  Simon  Flexner,  director  emeri- 
tus, Rockefeller  Institute  for  Medical  Research, 
New  York  City;  Homer  Folks,  secretary  of  the 
State  Charities  Aid  Association,  New  York  City; 
Professor  Henry  N.  Ogden,  of  Cornell  University, 
Ithaca;  and  assemblyman  Lee  B.  Maillor,  of 
Cornwall-on-Hudson,  chairman  of  the  legislative 
health  commission. 

Public  health  nurses  conducted  a symposium 
of  field  nursing  problems  on  June  28.  The  an- 
nual dinner  sponsored  by  the  Health  Officers’ 
Association  and  the  State  Organization  for 
Public  Health  Nursing  was  held  Wednesday 
night  in  the  Grand  Union  Hotel. 

One  of  the  features  of  the  conference  was  a 
display  of  exhibits  on  personal  and  community 
health,  placed  on  view  by  the  State  Department 
of  Health  and  its  various  divisions  and  organiza- 
tions. 

Associated  Physicians  of  Long  Island 

Discussion  of  modern  methods  of  treatment 
and  technic  featured  the  annual  spring  meeting 
and  outing  of  the  Associated  Physicians  of  Long 
Island  at  the  Nassau  County  Tuberculosis  Hos- 
pital, at  Farmingdale,  in  June. 

More  than  100  physicians  and  surgeons  from 
all  sections  of  Long  Island  listened  to  papers  and 


took  part  in  the  general  discussion.  Dr.  E. 
Jefferson  Browder,  of  Brooklyn,  president  of  the 
society,  conducted  the  scientific  session  and  the 
brief  business  meeting  following  at  the  hospital, 
where  the  visitors  were  welcomed  by  Dr.  J.  C. 
Walsh,  superintendent. 

Later,  at  the  annual  dinner  at  the  Bethpage 
State  Park  Clubhouse,  the  doctors  heard  Courtney 
R.  Hall,  Ph.D.,  president  of  the  Nassau  County 
Historical  Society  and  professor  of  history  at 
Adelphi  College,  discuss  Long  Island’s  contribu- 
tion to  medicine  and  surgery.  Dr.  Hall  is  the 
author  of  a history  of  Dr.  Samuel  Latham  Mit- 
chell, who  lived  and  practiced  in  the  town  of 
Oyster  Bay  before  and  after  the  war  of  the  revolu- 
tion. 

Dr.  Hall  discussed  “Doctors  and  the  Rise  of 
Civilization  on  Long  Island.”  Among  the 
physicians  and  surgeons  he  discussed  in  addition 
to  Dr.  Mitchell  were  James  DeKay,  Edwin  W. 
Webb,  Valentine  Seaman,  Valentine  Mott,  and 
David  Hosach. 

Dr.  Hall  discussed  the  work  of  physicians  dur- 
ing the  Indian,  Revolutionary,  Civil,  and  other 
wars,  with  their  battles  in  the  earlier  wars  against 
smallpox,  typhoid,  dysentery,  ulcers,  and  other  ills. 

Papers  on  surgery  in  the  treatment  of  pul- 
monary tuberculosis  were  read  by  Dr.  Walsh, 
superintendent  of  the  hospital,  and  Dr.  Carl  A. 
Hettesheimer,  with  Drs.  Ralph  F.  Harloe  and 
Charles  E.  Hamilton  leading  the  discussion. 
Dr.  Frank  Schied  read  the  paper  on  calcinosis, 
with  Dr.  Arthur  Goetsch  leading  the  discussion. 

A paper  on  enterectomy  in  surgical  treatment 
of  hepatic  cirrhosis  was  read  by  Dr.  Charles  C. 
Murphy,  of  Amityville,  with  Dr.  George  A. 
Merrill  and  Dr.  Herbert  T.  Wikle  leading  the 
discussion. 

Officers  of  the  association,  in  addition  to  Dr. 
Browder  as  president,  are  Dr.  John  B.  Healy, 
of  Babylon,  president-elect;  Dr.  Harold  R. 
Merwarth,  Dr.  Murphy,  and  Dr.  Henry  S. 
Acken,  all  of  Brooklyn,  as  first,  second,  and 
third  vice-presidents,  respectively;  Dr.  Edwin 
A.  Griffin,  of  Brooklyn,  treasurer;  and  Dr.  D. 
Edward  Overton,  of  Hempstead,  secretary. 

Typhoid  in  the  Bubbling  Brook 

A recent  report  from  the  Saranac  Lake  dis- 
trict tells  how  typhoid  fever  was  traced  upstream 
in  a bubbling  brook  “via  a poorly  kept  privy” 
to  an  aged  typhoid  carrier.  The  district  state 
health  officer  gives  full  credit  to  the  local  health 
officer  for  this  piece  of  epidemiology.  The  ac- 
tivities of  the  district  office,  he  writes,  “consisted 
only  of  a confirmatory  investigation  and  the 
concomitant  paper  work.”  The  local  health 
officer  began  his  investigation  promptly  on  re- 
ceipt of  notification  of  a case  of  typhoid  fever. 
He  discovered  that  water  in  the  household  of  the 
sick  person  was  dipped  from  the  nearby  brook. 
This  led  not  only  to  the  discovery  of  the  typhoid 
carrier  upstream  but  also  to  the  discovery  of  two 
additional  cases  of  mild  typhoid  next  door  to  the 
reported  case  but  hitherto  unrecognized.  They 
also  had  used  water  dipped  from  the  brook. 
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Albany  County 

The  program  of  the  Medical  Society,  County  of 
Albany,  on  June  28,  was  featured  by  papers  on 
“Lymphogranuloma  Venereum:  Report  of  Two 
Cases”  by  Dr.  James  A.  Hogan;  “Allergic  Condi- 
tions That  Are  Frequently  Overlooked”  by  Dr. 
Harold  P.  McGan;  and  “Sciatic  Pain:  Its 

Relationship  to  Displacement  of  Intervertebral 
Discs”  by  Dr.  William  P.  Howard. 

Cattaraugus  County 

Dr.  Clayton  W.  Green,  professor  of  medicine 
at  the  University  of  Buffalo,  addressed  the  Olean 
Academy  of  Medicine  on  June  13,  at  a dinner  at 
“Honeybrook,”  on  “Pneumonia.” 

Dr.  Francis  P.  Keefe  presided  as  toastmaster. 
An  informal  discussion  was  held  in  the  evening. 

Fifty  physicians  were  present  from  Olean, 
Allegany,  Kane,  Bradford,  Austin,  Coudersport, 
Port  Allegany,  Franklinville,  Austin,  Delevan, 
Little  Valley,  and  Cattaraugus. 

Cayuga  County 

“Socialized  Medicine”  was  the  subject  of  an 
address  by  Dr.  Joseph  Lawrence,  executive  sec- 
retary of  the  New  York  State  Medical  Society, 
at  a dinner  meeting  of  the  Auburn  Rotary  Club 
on  June  6.  The  meeting  was  arranged  by  the 
Cayuga  County  Medical  Society. 

Chautauqua  County 

Medical  insurance  was  discussed  at  the  meet- 
ing of  the  Chautauqua  County  Medical  Society 
at  the  Shorewood  Country  Club  on  June  14. 
No  final  action  was  taken,  and  the  subject  was 
referred  to  the  economics  committee. 

The  eighth  annual  interstate  summer  meeting 
of  the  Medical  Society  of  the  County  of  Chau- 
tauqua will  be  held  at  Chautauqua  Institution, 
Wednesday,  July  26,  1939. 

This  meeting  offers  a wide  variety  of  scientific 
papers,  cultural  entertainment,  and  sports  in  a 
setting  that  is  ideal  for  renewing  old  acquaint- 
ances. 

The  program  for  the  morning  session  has  ap- 
peal for  the  specialist  as  well  as  the  general 
practitioner  and  is  made  up  as  follows: 

Ten  o’clock,  “Reduction  of  Mortality  Follow- 
ing Coronary  Occlusion,”  by  Dr.  G.  E.  Hall,  of 
Toronto,  Canada,  10 : 45, “Diagnosis  and  Manage- 
ment of  Cancer  of  the  Breast,”  by  Dr.  Arthur  C. 
Christie,  of  Washington,  D.  C. ; 11:30,  “Sulfa- 
pyridine  in  the  Treatment  of  Pneumonia,”  by 
Dr.  Russell  L.  Cecil,  of  New  York  City. 

At  the  close  of  the  morning  program,  luncheon 
will  be  served  in  the  Hotel  Athenaeum. 

The  afternoon  session  includes  papers  of  in- 
terest to  the  laity  by  Drs.  Cecil  and  Christie  to 
be  given  in  the  Amphitheater.  There  will  also 
be  a golf  tournament  with  attractive  prizes,  as 
well  as  various  other  entertainment. 

The  Chautauqua  Institute  makes  a special  ef- 
fort to  offer  entertainment  for  all,  and  will  have 
an  attractive  program  of  lectures  and  music 
throughout  the  entire  day.  All  events  will  be  on 
daylight-saving  time.  All  doctors,  their  families, 
friends,  and  guests  are  cordially  invited  to  at- 
tend this  meeting. 


Chenango  County 

The  semiannual  meeting  of  the  Chenango 
County  Medical  Society  was  held  on  June  15  at 
Norwich.  The  Norwich  Pharmacal  Company 
acted  as  host  to  the  doctors  who  were  shown 
through  the  company’s  plant.  The  business 
session  was  held  at  the  Canasawacta  Country 
Club  at  5 p.m.,  after  which  the  members  enjoyed 
a dinner.  Thirty-five  physicians  participated  in 
the  dinner  and  meeting.  Dr.  Don  U.  Gould, 
society  president,  presided  at  the  business  meet- 
ing. Dr.  John  H.  Stewart  is  secretary  and  treas- 
urer. 

Cortland  County 

Two  physicians  of  the  county,  fifty  years  in 
active  practice,  were  honored  at  a dinner  by  the 
Cortland  County  Medical  Society  at  Hotel 
Cortland  on  June  16.  The  medical  society  has 
adopted  the  custom  of  recognizing  the  half- 
century  service  of  its  members. 

The  dinner  honored  Dr.  Duane  E.  Ensign,  of 
McGraw  and  Dr.  John  E.  Leonard,  of  Harford 
Mills.  As  the  older  of  the  two.  Dr.  Ensign  re- 
ceived the  society’s  fifty-year  cane,  which  was 
held  by  Dr.  H.  J.  Johnson  until  his  death  a few 
weeks  since. 

Dr.  Ensign’s  first  fifty  years  in  medical  prac- 
tice were  completed  last  fall.  Dr.  Leonard’s  first 
half-century  mark  will  be  reached  in  August. 

Erie  County 

Plans  of  the  Medical  Society  of  Erie  County 
for  a nonprofit  medical  indemnity  insurance 
system  for  the  eight  counties  of  the  eighth 
judicial  district  occupy  an  improved  position 
following  Governor  Lehman’s  approval  of  a 
permissive  bill  authorizing  such  service,  accord- 
ing to  the  Buffalo  News. 

Dr.  Harvey  P.  Hoffman,  chairman  of  the  Erie 
County  committee  appointed  to  study  the  feasi- 
bility of  establishing  a medical  indemnity  sys- 
tem, said  that  details  of  the  plan  have  not  yet 
been  completed  but  that  it  is  hoped  to  present  it 
to  the  public  about  September  1. 

He  said  the  plan  will  be  presented  to  the  New 
York  State  Medical  Society  for  approval.  If 
that  is  forthcoming,  the  plan  will  be  submitted  to 
the  State  Department  of  Insurance. 

Dr.  George  R.  Critchlow,  Dr.  Hoffman  said, 
has  been  appointed  acting  medical  director  for 
the  program  to  see  that  all  the  technical  parts  of 
the  plan  are  brought  out,  to  act  as  public  rela- 
tions counsel  in  presenting  the  plan,  and  to  get 
it  into  operation,  if  it  is  approved. 

Tentative  plans  contemplate  the  following 
yearly  rates,  subject  to  change,  for  specified  in- 
surance guarantees:  For  a single  man,  $18  will 
bring  $200;  for  a man  and  wife,  $26  will  bring 
$300;  for  a man  and  wife  and  children  under  18, 
$36  will  bring  $400. 

The  New  York  State  Medical  Society  has 
adopted  seven  cardinal  principles  for  a medical 
insurance  plan.  These  principles  include  state- 
ments that : 

The  plan  must  be  nonprofit ; it  should  involve 
cash  indemnity  and  not  medical  service;  pa- 
tients must  be  free  to  choose  qualified  physicians ; 
fees  should  not  be  below  those  of  the  workmen’s 
compensation  schedule,  but  higher  fees  may  be 
charged  to  persons  in  higher  income  groups;  all 
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features  of  medical  service  must  be  controlled 
by  the  medical  profession. 

Dr.  Francis  D.  Leopold  was  elected  president 
of  the  Erie  County  Academy  of  Medicine  at  the 
annual  meeting  on  June  7 in  the  group’s  head- 
quarters in  Hotel  Statler.  He  succeeds  Dr. 
Abraham  H.  Aaron.  , 

Other  new  officers  are:  Dr.  A.  Wilmot  Jacob- 
sen, secretary;  Dr.  George  E.  Slotkin,  assistant 
secretary;  Dr.  William  F.  Jacobs,  treasurer;  and 
Dr.  George  A.  Himmelsbach,  trustee. 

Franklin  County 

Members  of  the  Franklin  County  Medical 
Society  gathered  at  Saranac  Lake  on  June  14  to 
attend  the  semiannual  meeting  at  the  John 
Black  Memorial  room  on  Church  Street. 

Dr.  W.  Warriner  Woodruff  spoke  on  “Frac- 
tures of  the  Neck  of  the  Femur”;  Dr.  LeRoy  H. 
Wardner  on  “Sulfapyridine  in  Pneumonia”; 
Dr.  Edwin  M.  Jameson  on  “Some  Common  and 
Uncommon  Urological  Conditions”;  and  Dr. 
John  R.  Murphy  on  “Pyloric  Stenosis  in  the 
Newborn.”  A clinical  pathologic  conference  was 
conducted  by  Dr.  A.  J.  Vorwald  and  Dr.  Daniel 
M.  Brumfiel.  A luncheon  at  the  Hotel  Saranac 
preceded  the  meeting.  The  fall  session  of  the 
society  will  be  held  in  Malone  in  October. 

Thirty  doctors  from  twelve  states  and  seven 
foreign  countries  attended  the  1939  session  in  May 
and  June  of  the  Trudeau  School  for  Tuberculosis 
at  Saranac  Lake  under  the  direction  of  Dr. 
Leroy  U.  Gardner,  who  succeeded  Dr.  Edward  R. 
Baldwin  this  year  as  director. 

Herkimer  County 

The  meeting  of  the  Herkimer  County  Medical 
Society  on  June  13  was  devoted  largely  to  a 
discussion  of  the  smallpox  situation  and  the 
necessity  for  vaccination. 

The  Dr.  A.  Walter  Suiter  lecture  was  given  by 
Dr.  Emerson  C.  Kelley,  of  Albany,  whose  topic 
was  “The  History  of  Medicine,  Egyptian  and 
Greek  Periods.”  He  traced  the  development  of 
the  practice  of  medicine  from  a period  beginning 
about  4000  b.c. 

Kings  County 

A cooperative  campaign  by  physicians  and 
pharmacists  to  supply  health  information  to 
residents  of  Brooklyn  Heights,  South  Brooklyn, 
Red  Hook,  and  Bay  Ridge  has  been  launched,  it 
is  announced  by  Dr.  Lewis  W.  Pearson,  presi- 
dent of  the  South  Brooklyn  Medical  Society. 

The  “Cooperative  Health  Committee  of  South 
Brooklyn,”  headed  by  Dr.  Pasquale  J.  Imperato, 
will  disseminate  news  bulletins,  health  lectures, 
and  direct  contact  with  the  public  by  doctors  and 
druggists.  The  committee  is  organized  for  pre- 
ventive medicine. 

A two-hour  program  of  fun  and  entertainment 
was  staged  on  June  5 for  more  than  800  persons 
in  the'auditorium  of  the  Brooklyn  State  Hospital, 
Clarkson  and  Troy  Avenues,  under  the  auspices 
of  the  recently  formed  Committee  on  Social  Ac- 
tivities of  the  Medical  Society  of  the  County  of 
Kings.  Musical  offerings  and  skits  were  pre- 
sented by  the  doctor  members  of  the  society  and 
their  friends. 

The  program  featured  the  debut  of  the  Doc- 
tors’ Choir,  which  gave  four  selections,  and  of  the 
Doctors’  Theater,  which  presented  two  skits  en- 


titled “Sunshine  from  a Lamp”  and  “Be  Your- 
self.” Dr.  H.  Tevel  Zankel  was  master  of  cere- 
monies. 

An  amusing  medical  lecture  on  the  subject  of 
“Groans”  was  given  by  Dr.  Nathaniel  Solomon. 
Selections  were  played  by  a Doctors’  Swing  Trio 
composed  of  Dr.  Philip  Ollstein,  violinist;  Dr. 
R.  C.  Gerard,  pianist ; and  Dr.  Abraham  Segal, 
drummer.  Other  offerings  included  a piano  duet 
played  by  Mrs.  Molly  Hendleman  and  Mrs. 
Lillie  Levine  and  songs  by  three  soloists,  Mrs. 
Pauline  Schneider,  Dr.  Philip  Bond,  and  Frank 
Cusumano. 

Appearing  in  the  cast  of  the  skits  were  Dr. 
Silas  J.  Low,  Dr.  Irving  Matusoff,  Miss  Helen 
Wyman,  Bernard  Kushner,  Miss  Eva  Baren,  and 
Peter  Larsen.  Joe  Feitelson  was  stage  director. 

Offerings  of  the  choral  group  were  under  the 
direction  of  Dr.  Abraham  Rosenthal.  Those  of 
the  theater  group  were  under  the  direction  of  Dr. 
Zankel.  A theremin  solo  was  presented  by.  Paul 
Lippman. 

The  annual  dinner  of  the  Medical  Society  of 
Bay  Ridge  was  held  at  the  Marine  and  Field 
Club  on  June  13. 

Dr.  William  Henry  Rankin,  chief  of  the  medi- 
cal staff  and  senior  surgeon  at  St.  John’s  Hospital, 
Brooklyn,  for  thirty  years,  died  at  his  summer 
home  near  Kingston,  Ontario,  on  June  2,  at  the 
age  of  74. 

Montgomery  County 

The  semiannual  meeting  of  the  Medical  Society 
of  Montgomery  County  was  held  on  June  20, 
1939,  at  the  Hotel  Beech-Nut,  Canajoharie, 
New  York.  A complimentary  dinner  was 
served. 

The  program  was  “Modern  Concept  of 
Coronary  Disease,”  by  Dr.  James  F.  Rooney, 
of  Albany,  and  “Medical  Jurisprudence,”  by 
Carl  S.  Salmon,  attorney-at-law,  of  Amster- 
dam. 

Nassau  County 

About  100  Nassau  County  physicians  attended 
the  annual  stag  dinner  given  by  the  Medical 
Society  of  Nassau  County  in  honor  of  its  retiring 
president.  Dr.  Louis  H.  Bauer,  of  Rockville 
Centre,  held  at  the  Wheatley  Hills  Golf  Club,  on 
June  14. 

The  dinner  was  preceded  by  the  annual  golf 
tournament,  in  which  the  medical  staffs  of  Nas- 
sau, North  Country  Community,  and  South 
Nassau  Communities  hospitals  played  for  the 
trophy  offered  by  James  E.  Stiles,  publisher  of 
The  Nassau  Daily  Review-Star . 

The  Nassau  Hospital  staff,  winner  in  the  golf 
competition,  received  the  trophy  at  the  dinner 
from  Mr.  Stiles,  who  was  an  honored  guest. 
Besides  Dr.  Bauer  and  Mr.  Stiles,  at  the  table  of 
honor  were  Dr.  Eugene  Calvelli,  of  Port  Wash- 
ington, new  president  of  the  society;  Dr.  Aaron 
L.  Higgins,  of  Rockville  Centre,  president-elect; 
Dr.  Charles  W.  Martin,  of  Lawrence,  vice- 
president;  Dr.  Earle  G.  Brown,  Nassau  County 
health  commissioner;  Dr.  Theodore  J.  Curphey, 
medical  examiner;  and  Dr.  Alexander  J.  McRae, 
superintendent  of  the  Meadowbrook  Hospital. 

The  evening  session  was  in  the  form  of  a 
friendly  gathering,  without  formal  program  or 
scheduled  addresses. 
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New  York  County 

The  Medical  Society  of  the  County  of  New 
York  has  passed  the  5,000  mark  in  its  steadily 
continuing  growth. 

An  analysis  of  blood  tests  required  of  applicants 
for  marriage  licenses  from  July  1,  1938,  when  the 
law  went  into  effect,  through  December  31,  re- 
veals that  less  than  1 per  cent  of  those  examined 
had  syphilis,  the  New  York  City  Department  of 
Health  reports.  Premarital  blood  tests  were 
made  on  58,903  persons  with  positive  results  in 
559,  or  0.95  per  cent.  Of  the  total  number, 
52,585  tests  were  made  by  health  department 
laboratories.  When  the  applicants  were  classi- 
fied into  whites  and  Negroes,  the  percentage  of 
infection  among  the  whites  was  0.61  and  among 
the  Negroes  it  was  9.82.  In  4,386  cases  the  color 
was  not  stated.  Among  the  559  positive  tests, 
319  were  in  men  and  240  in  women. 

Seven  per  cent  of  New  York  City’s  unwed 
mothers  in  1938  were  girls  under  16.  This  was 
revealed  by  Dr.  John  L.  Rice,  Commissioner  of 
Health,  at  a public  hearing  of  the  Board  of 
Education  on  the  need  for  teaching  “the  facts  of 
life  ” in  the  schools . Many  of  the  girls  were  quoted 
as  saying  that  they  had  not  understood  what 
they  were  doing,  and  experts  agreed  that  had 
they  been  recipients  of  adequate  sex  instruction 
and  under  proper  parental  control,  their  plight 
would  have  been  avoided. 

Oneida  County 

Low-cost  nonprofit  medical  insurance  will  be 
available  to  Central  New  York  residents  within 
a short  time,  said  H.  C.  Stephenson,  director  of 
the  similar  Hospital  Plan,  following  signature 
by  Governor  Lehman  of  the  bill  legalizing  estab- 
lishment of  such  medical  plans,  as  quoted  in  the 
Utica  Press. 

The  medical  insurance  plan  was  actively 
backed  by  the  Oneida  County  Medical  Society 
and  the  Utica  Academy  of  Medicine,  whose  organ- 
izing committee  headed  by  Dr.  F.  M.  Miller,  Sr., 
and  Dr.  William  F.  Hale  has  held  several  meet- 
ings recently  to  perfect  details. 

The  plan  will  guarantee  subscribers  all  surgical 
and  medical  care  in  the  home,  physician’s  office, 
or  hospital.  It  is  expected  that  the  new  organiza- 
tion will  submit  to  the  Hospital  Plan,  Inc.,  a 
proposal  whereby  the  same  facilities  now  used 
for  the  Hospital  Plan  will  be  employed,  resulting 
in  considerable  saving  of  overhead. 

Twelve  counties,  19  participating  hospitals, 
and  13  territorial  desk  space  offices  are  now  a 
part  of  the  Hospital  Plan  and  these  would  im- 
mediately be  available  to  the  Medical  Plan,  thus 
assuring  volume  operation  from  the  very  begin- 
ning. 

Onondaga  County 

Dr.  Wardner  D.  Ayer,  in  1912,  read  his  first 
paper  before  the  Syracuse  Academy  of  Medicine, 
at  which  time  he  presented  28  cases  of  brain 
tumors,  recalls  the  Bulletin  of  the  county  society. 

On  May  16,  1939,  at  the  last  meeting  of  the 
Syracuse  Academy  of  Medicine,  before  a large, 
interested,  and  appreciative  audience,  he  offered 
“A  Resume  of  Neuro-Surgical  Pathology  in 
Syracuse,”  covering  twenty-five  years  of  per- 
sonal observation. 

The  presentation  was  in  two  parts : a brief  but 
complete  analysis  of  the  cases  and  end  results, 


compiled  and  read  by  Mark  Conan,  a fourth- 
year  medical  student  in  the  Syracuse  University 
Medical  School,  and  a discussion  of  the  diagnosis, 
pathology,  treatment,  and  end  results  by  Dr. 
Wardner  D.  Ayer.  Dr.  Ayer’s  discourse  was 
illustrated  by  numerous  lantern  slides  and  micro- 
photographs. 

Drs.  A.  B.  Siewers,  N.  R.  Chambers,  and  W. 
Williams,  of  Rochester,  discussed  the  paper, 
adding  personal  experiences  and  reminiscences. 
Dr.  A.  D.  Ecker,  a newcomer  to  Syracuse,  who  is 
limiting  his  practice  to  neurosurgery,  made  a 
plea  for  the  future.  He  expressed  the  hope  that 
close  cooperation  between  the  physician  who  first 
sees  the  case  requiring  neurosurgery  and  the 
neurosurgeon  would,  by  early  diagnosis  and  treat- 
ment, improve  the  end  results. 

Orange  County 

The  Orange  County  Bar  Association  and  the 
Orange  County  Medical  Society,  meeting  jointly 
in  the  Palatine  Hotel,  Newburgh,  on  May  25, 
heard  Dr.  Alexander  D.  Gettler,  chief  toxicologist 
of  New  York  City,  criticize  coroners  and  medical 
examiners  for  having  too  little  equipment  for  the 
diagnosis  of  the  actual  cause  of  death  in  cases  of 
violence.  Charles  E.  Taylor,  surrogate,  pre- 
sided at  the  meeting  which  was  attended  by 
about  300  lawyers  and  doctors. 

Putnam  County 

At  the  annual  meeting  of  the  Putnam  County 
Medical  Society  held  at  the  Butterfield  Hospital, 
Cold  Spring,  on  June  14,  the  following  officers 
were  elected  for  the  year  1939-1940:  president, 
Henry  W.  Miller,  of  Brewster;  vice-president, 
Robert  S.  Cleaver,  of  Brewster;  secretary, 
John  T.  Jenkin,  of  Lake  Mahopac;  and  treasurer, 
Alexander  Vanderburgh,  of  Brewster. 

Dr.  K.  G.  Hansson,  director  of  physical 
therapy  at  the  New  York  Hospital,  addressed 
the  society  upon  the  subject,  “Physical  Therapy 
in  General  Practice.” 

Queens  County 

Cornerstone  laying  ceremonies  of  the  new 
$350,000  Corona  Health  Center,  Junction  Blvd. 
and  34th  Road,  were  held  on  June  7,  with  Mayor 
F.  H.  LaGuardia  officiating. 

Health  Commissioner  John  L.  Rice  was  chair- 
man at  the  ceremony.  Others  participating  in- 
cluded Borough  President  George  U.  Harvey; 
Dr.  Joseph  Wrana,  president  of  the  Queens 
County  Medical  Society;  Colonel  Maurice  E. 
Gilmore,  regional  director,  Federal  Emergency 
Administration  of  Public  Works;  and  Com- 
missioner Irving  V.  A.  Huie,  of  the  Department  of 
Public  Works. 

The  Corona  Health  Center  is  the  second  unit 
for  Queens  in  the  Health  Department’s  district 
health  program. 

The  Center  is  scheduled  for  completion  next 
November.  The  structure  will  house  maternity 
and  child  health  services;  tuberculosis  an^  vene- 
real disease  clinics;  complete  facilities  for  health 
education;  and  will  provide  quarters  for  cooperat- 
ing health  and  welfare  agencies  working  in  the 
Corona  district. 

The  Rockaway  Medical  Society  elected  these 
officers  at  its  May  meeting:  Dr.  Charles  W. 
Martin,  president;  Dr.  Alfred  F.  Calvelli,  vice- 
president;  Dr.  Irving  G.  Frohman,  secretary; 
and  Dr.  Herbert  Gordon,  treasurer. 
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The  newly-elected  officers  will  serve  for  the 
1939-1940  period. 

Suffolk  County 

The  Suffolk  County  Board  of  Health  has  issued 
a ruling  that  all  milk  sold  in  the  county  after 
January  1,  1940,  shall  be  pasteurized.  The  ruling 
followed  a recommendation  from  the  Suffolk 
County  Medical  Society.  Only  exceptions  to  the 
law  will  apply  to  producers  of  “Certified”  and 
“Special  Grade  A.” 

Sullivan  County 

The  Roscoe  Commercial  Club  tendered  a 
testimonial  dinner  to  Dr.  John  A.  Miller,  of 
Roscoe,  on  June  1,  at  the  Campbell  Inn,  in  honor 
of  his  fifty-two  years’  service  in  the  practice  of 
medicine  in  that  village  and  vicinity. 

Dr.  Miller  is  now  77,  and  continues  active  in 
his  practice.  Notwithstanding  many  flattering 
offers  to  move  to  other  localities  that  offered 
greater  monetary  rewards,  says  the  Liberty 
Gazette,  he  has  always  remained  in  Roscoe  where 
every  man,  woman,  and  child  is  his  friend. 

Washington  County 

Dr.  Silas  Jeremiah  Banker,  of  Fort  Edward, 
who  has  practiced  medicine  over  sixty  years,  was 
recently  reappointed  school  physician  for  his 
twenty-second  consecutive  year,  at  the  age  of  83. 
We  are  assured  by  the  Glens  Falls  Times  that 
he  is  “as  active  and  spry  as  he  was  thirty  years 
ago.” 

Dr.  Banker  was  president  of  the  Washington 
County  Medical  Society  in  1887  and  served  as  its 
secretary  from  1907  to  1937. 

Westchester  County 

A stated  meeting  of  the  Yonkers  Academy  of 
Medicine  was  held  at  the  Amackassin  Club  on 
May  17.  The  annual  election  of  officers  was  held 
and  Dr.  Eugene  F.  Kelley  was  named  the 
Academy’s  new  president,  succeeding  Dr.  George 
B.  Stanwix.  Dr.  Wilbur  W.  Stearns  was  elected 
first  vice-president;  Dr.  Virginius  Minervini, 
second  vice-president;  Dr.  Valentine  Nowicki 
was  named  recording  secretary;  Dr.  E.  J.  May- 
chick,  corresponding  secretary;  and  Dr.  Henry 
F.  Preische,  treasurer.  Dr.  Jacob  Kertzman 
and  Dr.  W.  J.  Halloran  were  named  councilors. 

In  the  scientific  session.  Dr.  Maurice  Louis 


Malius  presented  a paper  on  “Peritoneoscopy” 
with  lantern  slides. 

Yates  County 

Socialized  medicine  and  the  use  and  dangers  of 
the  new  drugs,  sulfanilamide  and  sulfapyradine, 
were  among  the  topics  discussed  by  more  than 
150  physicians  and  surgeons  from  22  New  York 
State  and  Northern  Pennsylvania  counties,  June 
22,  at  the  40th  annual  meeting  of  the  Lake  Keuka 
Medical  and  Surgical  Association  at  Keuka  Col- 
lege, near  Penn  Yan. 

The  program  opened  with  an  address  on  social- 
ized medicine  by  Dr.  James  H.  Borrell,  of  Buffalo, 
president-elect  of  the  New  York  State  Medical 
Society.  Dr.  William  W.  Britt,  of  Tonawanda, 
association  president,  presided.  Papers  included 
a wide  variety  of  timely  subjects  which  should 
appeal  to  the  general  man  as  well  as  to  the  spe- 
cialist. One  was  by  Dr.  Stuart  B.  Blakely,  of 
Binghamton,  on  “The  Psychology  of  Pregnancy.” 
Participating  in  the  discussion  were  Dr.  E.  C. 
Hughes,  of  Syracuse ; Dr.  Irving  Potter,  of 
Buffalo;  and  Dr.  James  K.  Quigley,  of  Rochester. 

The  field  of  gastroscopy  opened  by  the  develop- 
ment of  new  instruments  was  reported  on  by  Drs. 
Harry  M.  Murphy  and  Frazer  D.  Mooney,  of 
Buffalo  in  a paper,  “Gastroscopy  and  Its  Diag- 
nostic Value.” 

Four  Buffalo  medical  men  discussed  the  paper 
— Dr.  Edward  D.  Cook,  Dr.  Stockton  Kimball, 
Dr.  Herrmann  E.  Bozer,  and  Dr.  Abe  Aaron. 

Following  luncheon  in  the  college  dining  room, 
the  afternoon  session  opened  with  Dr.  Carlyle 
Haines  and  Dr.  L.  Emmitt  Brown,  of  Sayre,  Pa., 
reporting  on  the  use  and  dangers  of  sulfanil- 
amide and  sulfapyradine. 

Leading  the  discussion  were  Dr.  Frank  Meyers, 
of  Buffalo;  Dr.  Wesley  T.  Pommerenke,  of 
Rochester ; Dr.  Ramsdell  Gurney,  of  Buffalo ; and 
Dr.  George  V.  Taplin,  of  Rochester. 

Two  surgeons  from  the  Lahey  Clinic  in  Boston 
gave  a paper  on  “Surgical  Management  of  Gas- 
tric Lesions” — Dr.  Samuel  F.  Marshall  and  Dr. 
Richard  B.  Cattell.  Their  paper  was  discussed 
by  Dr.  William  D.  Johnson,  of  Batavia;  Dr. 
George  Cottis,  of  Jamestown;  and  Dr.  Martin 
Tinker,  of  Ithaca. 

The  closing  paper  on  “Facts  and  Fallacies  Re- 
garding Proctologic  Diseases”  was  given  by  Dr. 
Martin  S.  Kleckner,  of  Allentown,  Pa.,  with  Dr. 
Descum  McKenney,  of  Buffalo,  leading  the  dis- 
cussion. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Irwin  S.  Altman 

29 

Buffalo 

June  9 

Buffalo 

Ernest  A.  Brooks 

29 

L.  I.  C. 

June  9 

Brooklyn 

Emerson  W.  Hitchcock 

77 

N.  Y.  Horn. 

June  26 

Auburn 

Isidor  Mogil 

53 

Fordham 

June  15 

Bronx 

Paul  Outerbridge 

79 

Vermont 

June  16 

Manhattan 

William  H.  Rankin 

74 

Queen’s  Canada 

June  2 

Garden  City 

Gustav  Seeligmann 

78 

Freiburg 

June  21 

Manhattan 

Henry  Siff 

76 

N.  Y.  U. 

June  19 

Brooklyn 

Hospital  News 


Hazardous  Hospitals 


Every  county  in  the  state  which  houses  its 
tuberculosis  patients  in  old  frame-type 
buildings  is  urged  by  Dr.  Edward  S.  Godfrey, 
Jr.,  state  commissioner  of  health,  to  take  immedi- 
ate steps  to  avert  a possible  catastrophe.  The 
warning  is  an  aftermath  of  the  fire  which  de- 
stroyed the  Ontario  County  Tuberculosis  Hos- 
pital at  Holcombe,  May  31. 

“Only  a combination  of  fortunate  circum- 
stances prevented  probable  loss  of  lives  during 
that  fire,”  Dr.  Godfrey  declared.  The  institu- 
tion at  Holcombe  was  the  first  complete  county 
tuberculosis  sanatorium  constructed  in  New 
York  State.  Factors  which  were  credited  by  Dr. 
Godfrey  with  probably  preventing  casualties  in 
the  Holcombe  fire  were  its  early  discovery  and 
its  occurrence  during  warm  weather  and  in  the 
daytime. 

“In  addition,  most  of  the  patients  who  were 
not  spending  the  holiday  with  their  families 
were  up  and  about  and  only  three  were  confined 


to  bed.  Had  the  fire  broken  out  on  a winter 
night  and  had  the  patients  been  unduly  exposed 
to  severe  weather,  the  consequences  might  have 
been  serious. 

“For  years  the  State  Department  of  Health 
has  drawn  attention  frequently  to  the  danger  of 
housing  tuberculous  patients  in  this  and  similar 
frame-type  buildings.  The  destruction  of  the 
Ontario  County  Hospital  re-emphasizes  the 
need  for  better  housing  of  the  sick,  particularly 
in  several  of  the  smaller  counties  served  by  the 
new  state  tuberculosis  hospitals,  all  of  which  are 
thoroughly  fireproof. 

“During  the  past  twelve  years,  two  tubercu- 
losis hospitals  have  burned,  fortunately  with  no 
loss  of  life.  But  this  is  no  guarantee  for  the  fu- 
ture. Patients  ill  in  bed  should  not  be  subjected 
to  the  risks  prevailing  in  the  frame-type  of  hos- 
pital building.  Every  county  in  which  such  a 
hazard  exists  should  take  steps  at  once  to  avert  a 
possible  catastrophe.” 


Strike  Up 

Few  concerts  can  thrill  the  heart  more  deeply 
than  the  glad  music  made  with  triangles,  bells, 
and  drums  by  a band  of  bedridden  children,  and 
the  memory  of  one  such  concert  lingers  on  for 
two  years  after  its  echoes  have  died  away  down 
the  corridors  of  time.  It  was  in  1937  that  a 
reporter  of  the  Providence  Journal  wrote  a story 
about  it,  and  it  is  reprinted  in  The  Modern  Hos- 
pital, with  pictures  of  the  little  performers  who, 
we  hope,  were  long  ago  “discharged  cured”  and 
now  romping  with  their  playmates.  The  concert 
was  in  the  Crawford  Allen  Memorial  Hospital  at 
North  Kingstown,  R.  I.,  and  the  concert  hall 
was  the  hospital  schoolroom. 

One  teacher,  Mr.  Callahan,  brings  in  a phono- 
graph while  two  others  pass  out  bells,  triangles, 
drums,  tambourines,  and  clappers,  as  the  reporter 
pictures  it.  There  is  one  set  of  brass  cymbals. 
It  goes  to  a big  girl  sitting  up  in  the  last  line  of 
beds.  One  girl  is  arched  on  her  back  over  a 
frame,  but  she  isn’t  going  to  miss  the  fun. 

Mr.  Callahan  puts  on  a phonograph  record  of  a 
piece  with  vehement  rhythm — “Yankee  Doodle” 
is  a favorite.  As  the  music  springs  forth,  he 
beats  time  with  a red  stick,  and  motions  one 

“Damaged  Goods” 

Not  the  old-time  play,  but  the  real  thing,  a 
display  of  goods  damaged  carelessly,  was  put  on 
recently  at  Montefiore  Hospital,  in  New  York 
City,  and  was  the  hit  of  the  year — so  much  so,  in 
fact,  that  an  annual  return  engagement  is  prom- 
ised. Staged  originally  for  the  nursing  depart- 
ment, it  attracted  employees  from  all  parts  of  the 
institution,  who  enthusiastically  contributed 
wrecked  and  ruined  articles  of  every  description 
till  the  exhibit  became  a chamber  of  horrors, 
perhaps,  but  also  a worth-while  object  lesson. 
As  described  in  The  Modern  Hospital  by  A.  C. 
Donahue,  R.N.,  superintendent  of  nurses  at 


the  Band! 

group  after  another  to  join  in,  triangles,  drums, 
and  bells. 

The  faces  take  on  a rapt  expression.  The 
room  trembles  with  the  measured  sound,  the  air 
laughs  with  it.  Suddenly  there  is  the  hearty 
clang  of  the  cymbals.  N o percussionist  in  a great 
orchestra  ever  smote  a grander  blow. 

A boy  in  bed  is  wheeled  to  the  front  of  the 
room.  He  conducts  the  orchestra,  keeping  time 
and  indicating  what  instruments  he  wants  to 
sound.  He  couldn’t  lead  the  heavenly  choir 
more  blissfully. 

These  children  probably  will  recover  quite 
completely.  Not  many  years  ago,  recovery 
would  have  been  doubtful  or  impossible,  and  even 
now  there  are  few  hospitals  so  fine  as  this,  which 
is  at  the  seashore  and  country  at  the  same  time. 

The  rhythm  band  is  one  of  the  activities  that 
help  the  children  along  the  tedious  road  to  better 
health,  because  rhythm  and  music  are  things  of 
fundamental,  if  not  always  recognized,  impor- 
tance in  the  lives  of  human  beings.  The  state 
federation  of  music  clubs  sponsors  this  project. 
Mr.  Callahan  conducts  classes  also  at  the  state 
hospital  and  at  the  state  sanatorium. 

Makes  Another  Hit 

Montefiore,  ruined  bed  linen  and  wearing  ap- 
parel were  tacked  on  racks  with  an  accompanying 
card  bearing  the  following  legend: 

“Each  piece  here  exhibited  is  a bed  jacket, 
gown,  bathrobe,  or  pajama  that  was  torn  by 
workers  for  the  purpose  of  obtaining  dust  rags 
and  wash  cloths.” 

Pillow  cases  that  had  been  used  for  floor  cloths 
and  hand  towels  used  as  dust  cloths  on  the  wards 
or  for  cleaning  pots  or  machines  in  the  kitchen 
were  exhibited.  A linen  delivery  truck  was  filled 
with  torn  linen  representing  the  amount  ac- 
cumulated over  one  week. 


July  15, 1939] 


HOSPITAL  NEWS 


1441 


Articles,  such  as  air  cushions,  ice  caps,  hot 
water  bags,  dressings,  small  pillows,  adhesive 
plaster,  and  instruments,  were  arranged  on  ta- 
bles. These  had  been  delivered  to  the  hospital 
laundry  as  a result  of  the  careless  stripping  of 
beds,  dressing  carriages,  and  treatment  tables. 
A placard  called  attention  to  each  of  these  and  to 
the  danger  of  causing  injury  to  the  workers  in 
the  laundry,  aside  from  the  damage  to  laundry 
equipment. 

Air  mattresses  were  on  display  accompanied 
by  descriptive  legends.  White  chalk  was  used  to 
mark  off  the  damaged  areas,  punctures  by  pins, 
or  damage  resulting  from  placing  the  mattress 
directly  on  top  of  the  spring.  Attention  was 
called  to  the  danger  of  blow-outs  resulting  from 
overinflation  and  to  the  damage  to  the  rubber 
resulting  from  improper  storage. 

A pile  of  broken  glassware,  such  as  intravenous 
and  manometric  tubes,  intravenous  and  hypo- 
dermoclysis  flasks,  insulin,  and  other  syringes  of 
various  sizes,  and  expensive  glass  equipment  in 
daily  use  on  the  wards,  was  arranged  to  attract 
the  eye.  The  card  that  accompanied  this  group 
taught  a lesson  in  careful  handling,  proper  tech- 
nic in  sterilization,  and  the  danger  of  having  such 
equipment  within  the  reach  of  irrational  patients. 

Comparatively  new  bed  blankets  were  shown 
that  had  been  ruined  during  the  course  of  the 
treatment  of  dermatologic  patients. 

A number  of  bedpans,  dented  and  cracked, 
represented  items  damaged  by  violent  contact 
with  hard  surfaces,  such  as  being  dropped  on  tile 
floors  or  improperly  placed  in  the  bedpan  washer. 
A burned  container,  with  rubber  tubes,  syringes, 
and  needles,  gave  evidence  of  the  fact  that  too 
frequently  articles  put  on  to  boil  are  allowed  to 
boil  dry  and  burn,  rendering  them  unfit  for  fur- 
ther use.  Pillows  badly  stained  with  iodine, 
mercurochrome,  gentian  violet,  and  other  dyes 


Newsy 

The  National  Hospital  for  Speech  Disorders, 
described  as  "the  first  and  only  institution  of  its 
kind  in  the  country,”  was  dedicated  on  June  15. 

It  is  at  Irving  Place  and  18th  Street,  New  York 
City,  and  was  made  possible  by  a gift  of  $250,000 
from  Lucius  N.  Littauer.  President  Roosevelt 
sent  a message  praising  its  work. 


Mayor  LaGuardia  lashed  out  at  the  "politi- 
cians” who  criticize  the  building  program  of  his 
administration,  on  June  7,  at  cornerstone  lay- 
ing ceremonies  of  the  new  $350,000  Corona 
Health  Center,  Junction  Boulevard  and  Thirty- 
fourth  Road,  Queens. 

He  praised  Health  Commissioner  John  L.  Rice 
and  the  "splendid  work  of  the  health  depart- 
ment” in  lowering  infant  mortality  and  the 
general  death  rate  in  the  city.  "It  is  because  of 
the  cooperation  of  the  people  with  the  health 
department  that  we  have  been  able  to  maintain 
such  a good  health  record,”  the  Mayor  continued, 
“notwithstanding  the  severe  criticism  we  are 
getting  from  uninformed,  ignorant,  and  vicious 
politicians  who  do  not  care  about  the  welfare  of 
the  people  of  this  city  but  care  only  for  soft  jobs 
and  high  salaries.” 


showed  what  happens  when  pillows  are  not  pro- 
tected by  rubber  cases  while  treatments  are  being 
carried  out. 

Practically  new  emesis  basins  and  aluminum 
soap  dishes  were  ruined  when  used  as  receptacles 
for  burning  pastilles.  There  was  a dresser  and 
its  scarf  that  had  been  burned  when  a careless 
employee  placed  a lighted  pastille  on  it.  Bed- 
spreads and  blankets  damaged  by  cigarette  burns 
were  on  display,  each  with  its  instructive  placard 
pointing  out  the  cause  of  the  damage. 

Several  wheel  chairs  were  exhibited.  These 
had  been  damaged  when  they  were  left  out  on  the 
open  porches  and  bridges  during  bad  weather. 

Medicine  and  blood  chemistry  bottles  that 
contained  ink  and  hand  lotions  were  on  display 
with  the  notation  that  putting  them  to  such  uses 
probably  accounted  for  the  disappearance  of 
these  containers  from  the  hospital  wards.  Torn 
and  weather-beaten  window  shades ; carpets  and 
rugs  badly  stained  with  ink  and  shoe  dressings; 
desk,  dresser,  and  table  tops  ruined  by  substances 
containing  a high  percentage  of  alcohol;  and 
vacuum  cleaners  and  carpet  sweepers  damaged 
by  misuse  were  collected  and  added  to  the  ex- 
hibit. 

No  estimate  was  made  as  to  the  cash  value  of 
these  articles  but  there  were  literally  hundreds  of 
items.  The  unique  quality  of  the  exhibit  made 
it  so  attractive  that  employees  from  all  depart- 
ments came  to  view  it,  passing  from  table  to  table 
and  showing  great  interest  in  the  history  of 
each  damaged  article  as  it  was  described  in  its 
accompanying  legend.  This  was  the  purpose  of 
the  display  and  the  effect  exceeded  expectations. 
They  subsequently  experienced  a decided  reduc- 
tion in  the  number  of  articles  damaged  or  ruined 
by  improper  handling  and  carelessness.  Follow- 
up instructions  on  the  wards  then  became  part 
of  the  economy  program. 


Notes 

Mother  Alice,  superintendent  of  St.  Clare’s 
Hospital  in  New  York  City,  who  is  known  as 
“the  doctor  of  hospitals,”  has  sailed  for  Ireland 
to  confer  with  Irish  leaders  on  the  great  $60,000,- 
000  hospital  program  of  the  Irish  Free  State. 
She  will  place  at  the  disposal  of  Prime  Minister 
Eamon  de  Valera  and  officials  who  are  in  charge 
of  the  new  hospital  construction,  the  results  of 
her  experience  in  organizing  hospitals  in  the 
United  States. 

Her  invitation  to  make  a tour  of  Irish  hospitals 
already  constructed  and  to  look  over  the  plans 
for  proposed  buildings  and  suggest  possible  im- 
provements was  brought  about  through  Sean 
O’Kelley,  Mr.  de  Valera’s  personal  representative 
to  the  World’s  Fair. 

Mr.  O’Kelley,  who  is  in  charge  of  the  Irish 
Sweepstakes’  proceeds,  which  are  devoted  to 
hospital  service,  said  that  of  the  total  of  $60,000,- 
000  now  accrued  from  this  source,  one-third  has 
been  spent.  Forty  million  dollars  more  now 
remains  to  be  spent  in  buildings  and  equipment 
until  every  county  in  Eire  shall  have  its  own 
municipal  hospital. 

The  Rochester  Hospital  Corporation  will  take 
no  more  individual  subscribers  and  their  fami- 
lies, as  the  income  in  this  classification  is  found 
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insufficient  to  cover  the  cost  of  their  hospital 
care,  to  say  nothing  of  setting  up  a reserve  for 
emergencies. 


The  board  of  directors  of  the  United  Hospital 
Fund  announces  the  formation  of  the  Hospital 
Credit  Exchange,  a nonprofit  organization,  under 
the  leadership  of  the  United  Hospital  Fund  and 
the  Greater  New  York  Hospital  Association,  to 
cooperate  with  voluntary  hospitals  in  handling 
credit  and  collection  problems. 


Private  hospitals  operated  for  profit  must 
comply  with  the  State  Labor  Relations  Act  under 
a decision  made  public  on  June  4.  The  State 
Labor  Relations  Board  ruled  in  the  case  of  the 
Adelphi  Hospital,  50  Greene  Avenue,  Brooklyn, 
that  the  institution  must  comply  with  all  pro- 
visions of  the  labor  law  because  it  is  operated  for 
private  profit.  The  hospital  had  contended  that 
the  act  exempted  employees  of  all  hospitals  from 
its  operation. 


Dr.  James  Ewing,  director  of  the  Memorial 
Hospital  for  the  Treatment  of  Cancer  and  Allied 
Diseases,  in  an  address  on  June  14  at  the  open- 
ing of  the  hospital’s  new  $5,000,000  plant  at 
York  Avenue  and  Sixty-eighth  Street,  New  York 
City,  charged  that  “the  extravagant  demands 
and  arbitrary  practices  of  the  labor  unions  in- 
creased the  cost  of  the  building  by  20  per  cent 
and  more,  forcing  the  hospital  to  cut  about 
twenty  feet  off  the  length  of  the  building  and  to 


pinch  quarters  in  many  regions  where  they  were 
most  needed.” 

The  opening  of  the  hospital,  the  largest  and 
most  up-to-date  institution  of  its  kind  in  the 
world,  which  also  will  serve  as  the  nation’s  most 
important  center  for  the  instruction  of  physicians 
in  the  diagnosis  and  treatment  of  cancer,  was 
marked  with  ceremonies  attended  by  a dis- 
tinguished gathering  of  physicians,  scientists, 
nurses,  and  leaders  in  many  walks  of  life. 


It  is  reported  that  the  old  Bradford  Street 
Hospital  in  Brooklyn  will  be  reopened  to  com- 
pensate for  the  loss  of  Trinity  Hospital,  which  is 
to  be  razed  to  make  way  for  a plaza. 


St.  Luke’s  Hospital,  Amsterdam  Avenue  and 
113th  Street,  New  York  City,  will  receive  ap- 
proximately $145,000  from  the  estate  of  Mrs. 
Annabella  Curtis,  widow  of  the  late  Dr.  B.  Far- 
quhar  Curtis,  who  died  at  her  residence,  383 
Park  Avenue,  on  October  31,  1938,  it  is  revealed 
in  a transfer  tax  appraisal. 


A convalescent  day  camp  has  been  established 
on  Welfare  Island  by  the  New  York  City  De- 
partment of  Hospitals,  to  “receive  as  its  guests, 
day  by  day,  for  medically  prescribed  periods  of 
time,  children  and  adults  who  will. not  or  who 
cannot  leave  home,  individuals  who  linger  un- 
certainly and  precariously  just  beyond  the  door  of 
the  hospital,  not  yet  fit  to  resume  their  normal 
stations  in  life.” 


Improvements 


The  new  $600,000  wing  added  to  the  Brooklyn 
Hebrew  Home  and  Hospital  for  the  Aged,  which 
will  make  the  institution  the  largest  of  its  kind 
in  the  country,  was  dedicated  at  ceremonies  at- 
tended by  1,200  persons  on  June  4. 


The  Amsterdam  City  Hospital  is  building  a 
$30,000  addition. 


The  new  $500,000  Glens  Falls  Hospital  was 
opened  on  June  11.  It  was  paid  for  entirely  by 
the  people  of  Glens  Falls,  with  not  a dollar  from 
the  PWA  or  any  other  government  agency. 


The  House  of  St.  Giles  the  Cripple,  in  Brooklyn, 
has  completed  a new  three-story  annex  and  other 
extensive  alterations. 


The  new  addition  to  the  New  Rochelle  Hos- 
pital, almost  doubling  its  patient  capacity,  will 
be  ready  for  full  occupancy  in  August. 


A plea  for  new  buildings  for  the  Binghamton 
State  Hospital  at  an  estimated  cost  of  more  than 
$1,000,000  has  been  sent  to  Dr.  William  J.  Tif- 
fany, state  commissioner  of  mental  hygiene. 


At  the  Helm 


These  hospital  officials  have  been  chosen: 
G.  Beekman  Hoppin,  to  be  president  of  the 
Nassau  Hospital  Association;  re-elected. 

Frederick  Brown,  to  be  president  of  the 


Hospital  for  Joint  Diseases,  New  York  City; 
re-elected. 

John  F.  McCormack,  to  be  president  of  the 
Greater  New  York  Hospital  Association. 


Across  the  Desk 

“America  First”  in — Smallpox 


America  leads  all  civilized  lands  again.  But 
l it  is  in  smallpox.  So  the  100  per  centers 
are  not  mentioning  it  along  with  our  world 
records  in  motorcars,  telephones,  radios,  washing 
machines,  hot-dog  stands,  and  what  not.  It 
may  be  nothing  to  wave  the  flag  for,  but  it  is 
something  to  get  excited  about,  something  to 
write  home  about.  And  New  York  State  is 
very  justifiably  excited  and  worked  up  about 
it. 

The  schoolhouses  are  being  turned  into  clinics 
for  vaccinating  the  children  and  their  sisters 
and  their  cousins  and  their  aunts,  not  to  speak 
of  the  fathers  and  the  brothers  and  the  mothers 
and  the  others.  The  jails  and  the  welfare  in- 
stitutions of  all  sorts,  too,  would  be  full  of  sore 
arms,  only  modern  vaccination  has  made  the 
sore  arm  out  of  date.  Vaccination  is  all  the 
rage  from  the  Niagara  River  to  Montauk  Point, 
and  if  there  is  a case  of  smallpox  in  the  state 
at  this  time  next  year,  it  will  be  an  importation, 
it’s  a pretty  safe  bet. 

The  Blame  Located 

In  fact,  not  a single  case  of  smallpox  was 
reported  in  this  state  last  year,  or  in  the  populous 
states  of  New  England,  or  in  New  Jersey, 
Pennsylvania,  Delaware,  and  Maryland,  or  in 
the  District  of  Columbia.  Here  was  a total 
population  of  39,000,000  without  one  case. 
Where,  then,  was  the  prevalence  of  the  disease 
that  put  our  America  in  the  forefront  of  infected 
lands?  A survey  in  the  Statistical  Bulletin  of 
the  Metropolitan  Life  Insurance  Company 
reveals  the  fact  that,  while  in  the  past  seven  years 
New  Jersey  did  not  have  one  case,  in  the  same 
period  seven  western  states  with  less  total 
population,  North  and  South  Dakota,  Mon- 
tana, Idaho,  Oregon,  Wyoming,  and  Utah, 
reported  12,666  cases  of  this  loathsome  disease. 

It  was  mainly  due  to  such  conditions  in  our 
western  states,  we  are  told,  that  our  country 
as  a whole  was  forced  to  record  once  again  an 
increase  of  its  disgracefully  high  incidence  of 
smallpox.  For  last  year  the  total  number  of 
cases  mounted  to  15,111,  as  against  11,687  in 
1937  and  7,823  in  1936.  Although  comparable 
figures  are  not  yet  available  for  most  foreign 
countries,  we  are  assured  that  “it  is  safe  to  say 
that  when  they  do  become  known,  the  United 
States  will  again  have  the  unenviable  distinction 
of  leading  the  great  Western  civilized  countries 
in  its  tolerance  of  this  disgusting,  disfiguring, 
and  dangerous  disease.” 

“For  Want  of  Knowledge  the  People  Perish” 

The  reason  why  these  western  states  are  so 
ravaged  by  smallpox  is  simple.  Their  popula- 
tion, it  appears,  does  not  believe  in  vaccination, 
and  three  of  these  states  “actually  prohibit 
compulsory  vaccination  by  statutory  regulation, 
regardless  of  prevailing  circumstances.”  A 
factor  responsible  for  this  strange  attitude  is 
the  mild  character  of  the  disease  in  recent  years. 
Apparently,  since  few  die  of  this  form  of  small- 
pox, we  are  told,  the  people  of  these  states  feel 


that  there  is  no  particular  cause  for  fear.  Yet 
the  potentialities  of  such  a situation  are  plainly 
serious.  Here  is  a fertile  field,  or  a powder 
magazine,  we  might  say,  where  sparks  in  the 
shape  of  sporadic  cases  of  malignant  smallpox 
introduced  from  outside  may  cause  a disastrous 
fulmination. 

The  twelve  states  with  the  highest  smallpox 
rate  per  100,000  population  in  1936-1938  are 
listed  in  order  as  follows:  Montana,  Idaho, 

North  Dakota,  South  Dakota,  Wyoming, 
Oregon,  Iowa,  Washington,  Kansas,  Nebraska, 
Missouri,  and  Minnesota. 

Smallpox  Marching  Eastward 

Later  information,  however,  appears  in 
Public  Health  Reports,  issued  by  the  U.  S. 
Public  Health  Service,  for  June  9.  We  find 
here  that  for  the  four  weeks  ending  May  20 
there  were  1,229  cases  of  smallpox  reported  in 
the  United  States,  a decrease  from  the  same 
period  last  year,  but  an  increase  over  the  two 
previous  years.  The  significant  thing,  however, 
is  that  one-half  of  the  total  number  of  cases 
were  reported  from  four  states:  Iowa,  185; 
Oklahoma,  165;  Indiana,  163;  and  Missouri, 
122.  “The  largest  number  of  cases  are  still 
being  reported  from  the  central  states.  In  the 
mountain  and  Pacific  states,  where  the  disease 
has  been  unusually  prevalent  for  some  time, 
the  number  of  cases  has  now  dropped  somewhat 
below  the  average  seasonal  level.” 

Smallpox,  then,  seems  on  the  march,  traveling 
eastward.  The  outbreaks  in  our  own  state 
appear  like  advance  skirmishes,  heralding  a 
more  serious  attack.  The  figures  for  cities  with 
a high  prevalence  of  smallpox  last  year  showed 
seven  in  the  near-by  states  of  Illinois,  Indiana, 
and  Ohio  that  were  dangerously  infected.  Ohio 
had  72  cases  in  April  of  this  year,  and  the  out- 
break in  Chautauqua  County,  according  to  the 
J.A.M.A.,  “was  traced  to  a truck  driver  who 
traveled  between  Syracuse  and  Cleveland.” 

Blaming  the  Fair  for  It 

It  is  natural  to  lay  this  infestation  to  the 
invasion  of  visitors  coming  east  to  the  World’s 
Fair,  but  we  face  the  fact  that  not  one  of  the 
three  outbreaks  so  far  is  within  a hundred  miles 
of  the  magic  city  of  Grover  Whalen.  The 
first  victim  reported,  it  is  true,  was  the  pro- 
prietor of  a gas  station  and  trailer  camp  at 
Colonie,  in  Albany  County,  and  he  may  have 
taken  the  infection  from  some  tourist  hastening 
to  the  plaster  palaces  on  the  Flushing  meadows. 
But,  as  Mrs.  Malaprop  would  say,  that  is 
“entirely  suppository.”  The  outbreak  in  Onon- 
daga County  was  traced  to  a Negro  prisoner 
committed  on  a vagrancy  charge  on  May  11, 
and  released  some  three  weeks  later  when  he 
went  to  Connecticut,  where  he  was  located 
and  retired  from  further  circulation. 

So  there  is  no  real  evidence  that  the  rush  to 
the  Fair  has  anything  to  do  with  it.  At  this 
season  our  nomadic  American  people  are  hurry- 
ing here  and  there,  all  over  the  map,  and  if  they 
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were  not  going  to  the  Fair,  it  would  be  to  other 
places,  and  the  danger  would  be  precisely  the 
same.  Practically  every  county  medical  society 
in  the  state  has  warned  its  people  to  be  in- 
oculated, and  the  mass  movement  to  the  clinics 
and  consulting  rooms  is  something  good  to  see. 
It  spells  defeat  for  smallpox  here. 

There  is  some  significance  in  the  fact  that  the 
second  victim  at  Colonie  was  the  doctor  who 
attended  the  first  one.  The  doctor  had  been 
vaccinated  about  25  years  ago,  but  the  absence 
of  any  scar  makes  it  doubtful  if  the  inoculation 
was  successful.  This  should  carry  some  lesson 
to  folks  who  are  trusting  to  childhood  vaccina- 
tions. Modern  methods  of  vaccination  are  very 
different  from  those  of  a few  years  ago,  and 
even  the  most  timid  have  nothing  to  fear.  As 
told  in  the  Journal  of  Experimental  Medicine, 
the  new  vaccine  was  developed  by  Dr.  Thomas 
M.  Rivers,  Dr.  R.  D.  Baird,  and  Dr.  S.  M. 
Ward,  of  the  Hospital  of  the  Rockefeller  In- 
stitute for  Medical  Research.  It  is  made  by 
growing  vaccine  virus  on  a special  medium 
consisting  of  minced  chick  embryo  tissue  and 
Tyrode’s  solution.  Vaccinations  against  small- 
pox ordinarily  are  made  with  calf  lymph  vaccine 
virus. 

Vaccination  with  the  new  vaccine  virus  should 
be  followed,  within  six  months  or  one  year,  by 
revaccination  with  calf  lymph  virus,  the  Rocke- 
feller scientists  advise  in  their  report  to  the 
Journal  of  Experimental  Medicine. 

“In  this  way,”  they  state,  “vaccinated  indi- 
viduals will  not  become  sick  and  will  not  be 


subjected  to  the  dangers  associated  with  pri- 
mary vaccination  with  calf  lymph  virus,  but 
will  obtain  a solid  and  lasting  immunity  to 
smallpox.” 

No  scar  forms  after  the  primary  vaccination 
with  the  new  vaccine  virus,  it  is  reported,  if  the 
inoculation  is  properly  made.  Nor  is  there 
any  fever  or  discomfort.  Following  revaccina- 
tion later  with  calf  lymph  virus,  such  scars  as 
occur  are  only  “small  superficial”  ones. 

The  Doctor’s  “Nose  Knows” 

The  old-time  doctor  could  often  “smell 
disease,”  and  diagnose  illness  by  the  odor  of  the 
sickroom.  It  was  not  many  years  ago  that  a 
young  doctor,  riding  on  a streetcar  in  a city  in 
this  state,  detected  the  smell  of  smallpox.  He 
induced  the  conductor  to  lock  the  doors  and 
speed  to  the  carbarns,  where  he  discovered  the 
smallpox  victim  and  had  all  the  passengers 
and  crew  vaccinated.  It  is  a fetid,  sickly  odor, 
never  to  be  forgotten.  As  well  stated  in  Diag- 
nosis of  Smallpox,  by  Ricketts  and  Byles: 
“Unique  in  the  catalogue  of  nasty  smells,  a 
breath  of  it,  once  inhaled,  will  dwell  forever  in 
the  recollection.”  It  is  often,  indeed,  the  first 
danger  signal. 

The  doctor’s  “nose  knows,”  and  no  diagnostic 
device  could  be  more  timely  right  now.  The 
entire  profession  in  this  state  is  on  the  alert, 
and  smallpox  will  be  given  no  mercy  and  no 
quarter,  or,  in  the  lingo  of  the  street,  “not  a 
smell.” 

W.  S.  W. 


“BEWARE  OF  COLLECTION  AGENCIES” 

The  officers  of  a large  midwestern  collection 
agency  that  used  an  “account  purchasing” 
contract  were  sentenced  to  serve  three  years  for 
use  of  the  mails  to  defraud.  After  some  court 
delays  these  officers  are  now  in  custody  and  on 
the  way  to  the  penitentiary. 

For  years  physicians  have  been  warned  by  the 
J.A.M.A.  to  beware  of  collection  agencies, 
especially  those  using  contracts.  An  account 
purchasing  contract  gives  the  appearance  of 
being  a finance  plan  by  promising  to  pay  the 
physician  from  50  to  80  per  cent  of  the  face  value 
of  current  accounts  listed  for  collection.  Actually 
the  agency  using  such  a contract  is  not  obligated 
to  liquidate  any  accounts  but  offers  the  account 
purchasing  device  as  an  inducement  to  obtain  a 
list  of  delinquent  accounts  from  the  physician. 

Once  the  physician  has  signed  this  type  of 
contract,  the  J.A.M.A.  continues,  he  finds  that 
it  contains  all  the  provisions  of  the  old  collection 
contract,  permitting  the  agency  to  have  owner- 
ship of  the  accounts,  power  of  attorney  to  settle 
the  accounts  in  any  manner  that  the  company 


chooses,  full  commissions  on  accounts  when  the 
dissatisfied  physician  seeks  to  have  them  with- 
drawn, and  perhaps  a docket  fee  entitling  the 
agency  to  fifty  cents  on  each  account  listed.  A 
special  feature  of  the  account  purchasing  con- 
tract permits  the  agency  to  retain  25  or  30  per 
cent  of  the  aggregate  amount  of  the  accounts 
listed  for  collection.  If  $500  worth  of  accounts 
has  been  listed,  the  agency  is  entitled,  under  the 
30  per  cent  contract,  to  $150  before  the  physician 
has  to  be  paid  anything. 

With  the  precedent  set  by  the  aforementioned 
case,  collection  agencies  that  pretend  to  be 
finance  companies  and  withhold  an  accounting 
of  money  collected  from  delinquent  debtors  are 
now  recognized  by  postal  authorities  as  “schemes 
to  defraud.”  Agents  or  officers  of  the  agency  in 
question  have  organized  at  least  five  other  collec- 
tion agencies  that  use  similar  contracts.  There 
are  also  many  other  independently  organized 
agencies  that  use  such  “account  purchasing” 
contracts.  The  post-office  inspectors  are  waiting 
complaints. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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Clinical  Studies  in  Psychopathology.  A Con- 
tribution to  the  Aetiology  of  Neurotic  Illness. 
By  Henry  V.  Dicks,  M.D.  Octavo  of  248  pages. 
Baltimore,  William  Wood  & Co.,  1939.  Cloth, 
$4.75. 

Fever  and  Psychoses.  A Study  of  the  Litera- 
ture and  Current  Opinion  on  the  Effects  of  Fever 
on  Certain  Psychoses  and  Epilepsy.  By  Gladys 
C.  Terry.  Octavo  of  167  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $3. 

Textbook  of  General  Surgery.  By  Warren  H. 
Cole,  M.D.  and  Robert  Elman,  M.D.  Second 
edition.  Octavo  of  1031  pages,  illustrated. 
New  York,  D.  Appleton-Century  Co.,  1939. 
Cloth,  $8. 

The  Patient  as  a Person.  A Study  of  the 
Social  Aspects  of  Illness.  By  G.  Canby  Robin- 
son, M.D.  Octavo  of  423  pages.  New  York, 
Commonwealth  Fund,  1939.  Cloth,  $3. 

The  Medical  Staff  in  the  Hospital.  By 
Thomas  R.  Ponton,  M.D.  Octavo  of  288  pages, 
illustrated.  Chicago,  Physicians’  Record  Co., 
1939.  Cloth,  $2.50. 

Endoscopia  Urinaria.  By  Dr.  A.  Puigvert 
Gorro.  Quarto  of  228  pages,  illustrated.  Bar- 
celona, Salvat  Editores,  1938.  Cloth. 

Rural  Medicine.  Proceedings  of  the  Confer- 
ence Held  at  Cooperstown,  New  York,  October 
7 and  8,  1938.  (Mary  Imogene  Bassett  Hos- 
pital). Octavo  of  268  pages.  Springfield, 
Charles  C.  Thomas,  1939.  Cloth,  $3.50. 


Moral  Problems  of  Mental  Defect.  By  J.  S. 

Cammack,  S.J.  Octavo  of  200  pages.  New 
York,  Benziger  Brothers,  1939.  Cloth,  $2.25. 

Cancer  Handbook  of  the  Tumor  Clinic  of  Stan- 
ford University  School  of  Medicine.  Edited  by 
Eric  Liljencrantz,  M.D.  Quarto  of  114  pages, 
illustrated.  Stanford  University,  Stanford  Uni- 
versity Press,  1939.  Cloth,  $3. 

Endocrinology  in  Modern  Practice.  By  Wil- 
liam Wolf,  M.D.  Second  edition.  Octavo  of 
1077  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $10. 

A Textbook  of  Clinical  Neurology  with  an 
Introduction  to  the  History  of  Neurology.  By 
Israel  S.  Wechsler,  M.D.  Fourth  edition. 
Octavo  of  844  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1939.  Cloth,  $7. 

Medical  Jurisprudence  and  Toxicology.  By 
William  D.  McNally,  M.D.  Octavo  of  386 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1939.  Cloth,  $3.75. 

Menstrual  Disorders.  Pathology,  Diagnosis 
and  Treatment.  By  C.  Frederic  Fluhmann, 
M.D.  Octavo  of  329  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1939.  Cloth,  $5. 

Health  Officers’  Manual.  General  Informa- 
tion Regarding  the  Administrative  and  Techni- 
cal Problems  of  the  Health  Officer.  By  J.  C. 
Geiger,  M.D.  Duodecimo  of  148  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1939. 
Cloth,  $1.50. 


REVIEWED 


Hair-dyes  and  Hair-dyeing  Chemistry  and 
Technique.  By  H.  Stanley  Redgrove,  F.I.C., 
and  the  late  Gilbert  A.  Foan.  A new  edition 
completely  revised  by  H.  Stanley  Redgrove  and 
J.  Bari-Woollss.  Octavo  of  205  pages,  illus- 
trated. New  York,  Chemical  Pub.  Co.,  1939. 
Cloth,  $5. 

For  those  who  are  interested  in  the  subject  of 
hair-dyeing,  here  is  a comprehensive  treatise 
written  by  two  English  gentlemen,  one  a member 
of  the  Society  of  Public  Analysts;  the  other,  the 
author  of  a volume  on  the  permanent  wave.  The 
book  is  divided  into  four  parts,  dealing  in  turn 
with:  the  structure  and  coloring  matter  of  the 
hair;  hair  dyes,  bleaches,  and  decolorants;  the 


practical  art  of  hair-dyeing;  and  the  causes  of 
graying  of  the  hair  and  its  prevention. 

The  chemistry  of  dyes  and  dyeing  is  treated 
exhaustively  and  intelligently.  The  various 
vegetable  and  chemical  dyes  are  described  in 
great  detail,  and  especial  emphasis  is  placed  on 
the  care  necessary  when  using  the  para  (coal  tar) 
dyes. 

The  chapters  on  the  preparation  of  the  hair 
for  dyeing  and  the  various  procedures  required 
for  its  proper  application  should  be  immensely 
valuable  to  those  engaged  in  hairdressing,  and 
for  that  reason,  perhaps  alone,  the  high  price 
charged  for  the  book  is  warranted. 

Nathan  T.  Beers 
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Officers  of  County  Societies 


TOTAL  MEMBERSHIP— JULY  15,  1939—16,761 


County 


President 


Secretary 


T reasurer 


Albany J.  S.  Lyons Albany 

Allegany P.  L.  Morrison Bolivar 

Bronx G.  E.  Milani Bronx 

Broome C.  L.  Pope Binghamton 

Cattaraugus..  .T.  J.  Holmlund .. Cattaraugus 

Cayuga L.  F.  O’Neill Auburn 

Chautauqua. . DeF.  W.  Buckmaster .Jam’town 

Chemung R.  Breguet Elmira 

Chenango.. . . .D.  U.  Gould Sherburne 

Clinton E.  Wessell Plattsburg 

Columbia L.  J.  Early Hudson 

Cortland M.  R.  French Cortland 

Delaware W.  H.  F.  Newman..  .Stamford 

Dutchess S.  L.  Smith Poughkeepsie 

Erie C.  E.  Wertz Buffalo 

Essex V.  R.  McCasland Moriah 

Franklin E.  M.  Austin. . . .Tupper  Lake 

Fulton J.  A.  Shannon Johnstown 

Genesee G.  H.  Knoll LeRoy 

Greene G.  L.  Branch Catskill 

Herkimer G.  A.  Burgin Little  Falls 

Jefferson J.  E.  McAskill Watertown 

Kings P.  I.  Nash Brooklyn 

Lewis E.  O.  Boggs Lowville 

Livingston.  . . .H.  F.  Hulbert Dansville 

Madison E.  Freshman Oneida 

Monroe C.  V.  Costello Rochester 

Montgomery. . L.  H.  Finch Amsterdam 

Nassau E.  Calvelli..  .Port  Washington 

New  York.  . . .H.  Fox N.  Y.  City 

Niagara H.  U.  Cramer Lockport 

Oneida P.  P.  Gregory Rome 

Onondaga.  . . .L.  E.  Sutton Syracuse 

Ontario A.  W.  Armstrong.  Canandaigua 

Orange H.  F.  Morrison.  .Tuxedo  Park 

Orleans A.  W.  Jackson Albion 

Oswego K.  W.  Jarvis Oswego 

Otsego J.  H.  Powers Cooperstown 

Putnam R.  M.  Hall Cold  Spring 

Queens J.  Wrana Jamaica 

Rensselaer W.  T.  Shields,  Jr Troy 

Richmond.  . . .F.  M.  Schwerd — Princes  Bay 

Rockland J.  Pomerantz.. . .Spring  Valley 

St.  Lawrence..  J.  E.  Meeker Ogdensburg 

Saratoga R.  B.  Post Ballston  Spa 

Schenectady.  .J.  R.  Schermerhorn. .Sch'nt’dy 

Schoharie C.  L.  Olendorf Cobleskill 

Schuyler C.  W.  Schmidt Burdett 

Seneca C.  B.  Bacon Waterloo 

Steuben D.  R.  Haggerty Arkport 

Suffolk W.  W.  Gardner Patchogue 

Sullivan H.  Golembe Liberty 

Tioga C.  S.  Johnson Spencer 

Tompkins H.  J.  Wilson Ithaca 

Ulster H.  L.  Rakov Kingston 

Warren D.  M.  Sawyer Glens  Falls 

Washington.. . W.  B.  Nuzzo Hartford 

Wayne. E.  S.  Platt Red  Creek 

Westchester.  .R.  T.  B.  Todd Tarrytown 

Wyoming G.  G.  Davis Arcade 

Yates J.  P.  MacDowell Dundee 


H.  L.  Nelms Albany 

E.  F.  Comstock Wellsville 

H.  Friedland Bronx 

R.  C.  Bates Binghamton 

L.  E.  Reimann. . . Franklin ville 

S.  J.  Karpenski Auburn 

E.  Bieber Dunkirk 

R.  J.  Lawler Elmira 

J.  H.  Stewart Norwich 

T.  R.  Marvin Plattsburg 

H.  C.  Galster Hudson 

D.  R.  Reilly Cortland 

O.  Q.  Flint Delhi 

H.  P.  Carpenter.. Poughkeepsie 

L.  W.  Beamis Buffalo 

H.  J.  Harris Westport 

D.  C.  H.  Van  Dyke.  . .Malone 

L.  Tremante Gloversville 

P.  J.  Di  Natale Batavia 

W.  M.  Rapp Catskill 

F.  C.  Sabin Little  Falls 

C.  A.  Prudhon Watertown 

T.  B.  Wood Brooklyn 

H.  Stein Lowville 

A.  J.  Townsend Dansville 

L.  S.  Preston Oneida 

W.  A.  MacVay Rochester 

W.  R.  Pierce Amsterdam 

E.  K.  Horton . Rockville  Centre 

B.  W.  Hamilton N.  Y.  City 

F.  W.  Barry Lockport 

J.  I.  Farrell Utica 

D.  V.  Needham Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury.  . .Newburgh 

J.  J.  Layer Lyndonville 

J.  J.  Brennan Oswego 

F.  J.  Atwell Cooperstown 

J.  T.  Jenkin Lake  Mahopac 

F.  R.  Mazzola Jamaica 

L.  S.  Weinstein Troy 

J.  K.  Lucey Stapleton 

W.  J.  Ryan Pomona 

R.  J.  Reynolds Potsdam 

M.  J.  Magovern. .Saratoga  Sp. 

J.  H.  Naumoff Schenectady 

H.  L.  Odell. . . .Sharon  Springs 

O.  A.  Allen Watkins  Glen 

D.  B.  Walker Waterloo 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  L.  Gannon Kingston 

J.  S.  Parker Glens  Falls 

D.  M.  Vickers Cambridge 

J.  L.  Davis Newark 

R.  B.  Archibald . Bedford  Hills 
O.  T.  Ghent Warsaw 

G.  C.  Hatch Penn  Yan 


F.  E.  Vosburgh Albany 

R.  W.  Blaisdell Wellsville 

J.  A.  Keller Bronx 

E.  R.  Dickson. . . . Binghamton 

L.  E.  Reimann. . . Franklinville 

R.  J.  Thomas Auburn 

F.  J.  Pfisterer Dunkirk 

S.  L.  Larson Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

H.  C.  Galster Hudson 

B.  R.  Parsons Cortland 

O.  Q.  Flint Delhi 

H.  P.  Carpenter.  Poughkeepsie 

R.  L.  Scott Buffalo 

H.  J.  Harris Westport 

D.  C.  H.  Van  Dyke. . .Malone 

D.  M.  McMartin. . .Johnstown 

P.  J.  Di  Natale Batavia 

M.  H.  Atkinson Catskill 

A.  L.  Fagan Herkimer 

W.  F.  Smith Watertown 

M.  J.  Dattelbaum. . .Brooklyn 

H.  Stein Lowville 

A.  J.  Townsend Dansville 

E.  W.  Carpenter Oneida 

J.  J.  Rooney Rochester 

R.  Conant Amsterdam 

E.  K.  Horton.  Rockville  Centre 

K.  Dwight N.  Y.  City 

F.  W.  Barry Lockport 

H.  D.  MacFarland Utica 

A.  C.  Hofmann Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury.  . .Newburgh 

J.  A.  Elson Albion 

J.  B.  Ringland Oswego 

F.  E.  Bolt Worcester 

A.  Vanderburgh Brewster 

D.  J.  Swan Flushing 

J.  F.  Russell Troy 

C.  J.  Becker.  W.  New  Brighton 

D.  Miltimore Nyack 

L.  T.  McNulty Potsdam 

W.  J.  Maby.  . . . Mechanic  ville 

C.  E.  Wiedenman.  Schenectady 

LeR.  Becker Cobleskill 

O.  A.  Allen Watkins  Glen 

D.  B.  Walker Waterloo 

R.  J.  Shafer Corning 

G.  A.  Silliman Say  ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  B.  Van  Gaasbeek.  Kingston 

J.  S.  Parker Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

J.  L.  Davis Newark 

J.  G.  Morrissey Yonkers 

O.  T.  Ghent Warsaw 

G.  C.  Hatch Penn  Yan 
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Editorial 


A Different  Kind  of  Survey 

Physicians  do  not  give  credence  to  the  A.M.A.’s  survey  of  medical 
needs  merely  because  it  is  the  A.M.A.’s.  They  consider  it  more  re- 
liable than  other  recently  heralded  surveys  because  its  methods  are 
more  nearly  in  accord  with  the  accepted  principles  of  scientific  in- 
vestigation. 

The  definition  of  illness  accepted  by  the  Committee  on  Costs  of 
Medical  Care,  the  California  Medical  Association  Survey,  and  the 
National  Health  Survey  is  arbitrary  and  artificial.  It  does  not 
conform  to  any  medical  conception  of  sickness.  Rather  does  it 
seek  to  embrace  as  many  persons  as  possible  in  order  to  strengthen 
the  arguments  for  compulsory  insurance.  The  A.M.A.  Survey 
“was  not  made  to  fit  a prescription  already  written”  or  boost  a 
remedy  on  which  it  had  already  decided  as  profitable  to  itself. 

The  A.M.A.  Survey  “is  more  nearly  representative  of  both  urban 
and  rural  populations  than  any  previous  study.”  It  covers  a larger 
percentage  of  the  population  and  of  the  geographical  area  of  the 
country. 

The  sources  of  information  used  by  the  A.M.A.  are  also  broader 
and  more  reliable  than  in  any  of  the  other  studies  cited.  The  Na- 
tional Health  Survey,  for  example,  employed  untrained  WPA 
workers  who  based  their  reports  on  the  replies  to  a few  set  questions 
of  no  great  significance.  It  completely  ignored  the  medical  pro- 
fession as  a source  of  information.  The  A.M.A.  obtained  its  data 
from  physicians,  dentists,  pharmacists,  nurses,  hospitals,  health  de- 
partments, welfare  and  relief  agencies,  schools,  universities,  industrial 
and  fraternal  benefit  associations,  and  group  hospitalization  services. 

It  is  noteworthy  that  there  were  no  significant  differences  among 
these  various  groups  as  to  the  actual  conditions  in  a given  commu- 
nity. Where  physicians  reported  no  unmet  medical  needs,  their  find- 
ings were  corroborated  in  the  independent  reports  of  the  other 
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groups  questioned.  Where  deficiencies  in  medical  service  were 
cited  by  private  or  public  welfare  agencies,  they  were  confirmed  by 
organized  medicine.  This  unanimity  contrasts  sharply  with  the 
disputes  which  have  arisen  over  the  factual  accuracy  of  the  National 
Health  Survey.  Even  papers  like  the  New  York  Times , which  have 
been  at  least  receptive  to  compulsory  health  insurance,  openly 
doubt  that  the  convenient  fraction  “a  third  of  a nation”  can  be  in- 
voked with  respect  to  unmet  medical  needs. 

In  the  light  of  the  clamor  for  state  control  of  medical  care  raised 
by  the  Interdepartmental  Committee  and  other  political  groups,  it 
is  interesting  to  note  that  “there  was  almost  complete  unanimity  and 
universality  of  opinion  that  medical  services  provided  by  govern- 
mental agencies  were  the  ones  most  apt  to  be  insufficient.”  How- 
ever, “fully  90  per  cent  of  all  the  sources  consulted  reported  that  they 
knew  of  no  significant  number  of  persons  needing  and  seeking  medi- 
cal care  who  were  unable  to  obtain  it.”  Where  unmet  needs  existed, 
they  were  often  “due  to  indifference  and  lack  of  education  . . . ,” 
although  economic  reasons  were  frequently  given. 

The  differences  between  the  survey  reports  of  the  A.M.A.  and  the 
Interdepartmental  Committee  are  too  striking  to  be  dismissed 
lightly.  Whatever  personal  antagonisms  exist  in  the  Administra- 
tion to  the  A.M.A. , the  latter’s  experience  and  competence  in  mat- 
ters of  this  sort  are  too  well  established  to  be  ignored.  Unless  the 
A.M.A. ’s  survey  can  be  discredited  or  the  National  Health  Survey 
confirmed  by  an  impartial,  authoritative  source,  it  would  be  folly 
for  the  country  to  embark  on  a costly,  large-scale  program  based  on 
a study  whose  accuracy  is  in  doubt. 

Education  Versus  Compulsion 

In  this  issue  there  appears  the  text  of  an  address,  broadcast  from 
the  World’s  Fair  over  WNYC  on  May  29,  by  Dr.  Charles  F.  Bolduan 
of  the  New  York  City  Department  of  Health. 

While  its  references  are  local,  its  implications  are  of  general  import 
and  application.  Because  of  its  wider  interest,  it  is  published  in  our 
Journal.  All  should  read  this  address. 

Dr.  Bolduan  is  one  of  the  senior  members  of  the  New  York  De- 
partment of  Health.  He  has  had  part  in,  and  has  witnessed  some 
of  the  most  successful  efforts  of  a health  department  to  conquer  pre- 
ventable diseases  and  to  improve  healthy  housing  and  working  con- 
ditions for  the  people  in  New  York  City.  His  short  address  is  sig- 
nificant in  that  it  not  only  demonstrates  what  an  efficient  health  de- 
partment can  do,  but  it  stresses  particularly  what  a health  depart- 
ment shall  not  do.  “Thus  far  and  no  farther”  is  what  this  address 
implies. 
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In  a time  when  short-sighted  protagonists  for  “compulsion”  in 
many  forms  of  contemporary  life  are  loudly  proclaiming  the  “ur- 
gent” necessity  for  the  use  of  “compulsory  measures”  in  matters  re- 
lated to  health  problems,  it  is  like  a refreshing  breeze  over  heat-dried 
land  to  listen  to  an  authoritative  statement  from  a career  official 
who  holds  the  education  of  the  public  in  health  matters  as  more  im- 
portant and  effective  than  the  enactment  of  laws  of  compulsion. 

Certainly  the  address  points  the  lesson  that  compulsory  laws 
would  have  failed  to  bring  the  fine  results  which  consistent  and  per- 
sistent public  education  brought.  It  cannot  too  often  be  stressed 
that  our  people  are  individually  a “thinking”  people.  Show  them 
the  reasons  behind  your  efforts,  and  they  respond  splendidly.  Try 
to  use  compulsions  without  educational  efforts,  and  their  reaction  is 
instinctively  the  development  of  evasion  and  opposition.  There  is  a 
lesson  in  this  that  the  proponents  of  compulsory  health  insurance 
should  heed. 


Privilege  Not  Right 

In  October,  1936,  the  State  Board  of  Regents  adopted  a ruling  re- 
quiring all  foreign  medical  men  to  take  the  regular  State  Board 
Examination  in  order  to  obtain  a license.  A few  refugee  physicians, 
believing  it  their  right  to  have  their  foreign  licenses  endorsed  with- 
out examination,  have  appealed  from  this  ruling  to  the  Courts.  In 
every  case  the  Courts  have  upheld  the  Regents’  stand.  The  latest 
decision  comes  from  the  New  York  State  Court  of  Appeals,  which 
has  unanimously  affirmed  the  state’s  right  to  demand  that  all 
physicians  seeking  to  practice  here  pass  the  regular  qualifying  ex- 
amination. 

This  requirement  cannot  be  considered  unjust.  The  first  duty  of 
the  Regents  is  to  the  professional  standards  considered  essential  to 
the  preservation  of  the  public  health.  In  most  of  the  countries 
from  which  the  immigrating  physicians  come,  foreigners  are  not 
permitted  to  practice  under  any  circumstances.  New  York  State  is 
willing  to  admit  foreign  medical  men  to  practice  on  condition  that 
they  pass  the  examination  required  of  all  native-born  physicians. 

New  York  State  is  rightly  proud  of  its  high  standards  of  medical 
practice.  It  was  possible  to  endorse  foreign  licenses  and  still  main- 
tain those  standards  as  long  as  the  applications  for  such  endorsement 
were  few.  Today  the  number  of  foreign  candidates  is  too  great  to 
permit  painstaking  investigation  of  each.  To  endorse  the  licenses 
of  some  and  require  examination  of  others  is  palpably  unfair  and 
opens  the  door  to  graft  and  political  favoritism.  The  safe  and  just 
way  is  to  have  one  method  of  licensure  for  all. 
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The  State  Board  Examination  is  the  criterion  of  fitness  for  our 
own  medical  men.  It  is  right  that  foreign  graduates  be  required  to 
measure  up  to  it  also. 


Human  Equine  Encephalomyelitis 

Public  health  authorities  are  confronted  with  a new  problem  in 
epidemiology  in  the  form  of  severe  equine  encephalomyelitis  in  man. 
The  viruses  of  this  disease  had  been  isolated  several  years  ago  but  it 
was  not  believed  that  they  could  be  communicated  to  humans.  The 
first  inkling  that  this  was  possible  came  from  Minnesota  where  6 
cases  were  found  among  farmers  who  were  infected  with  the  western 
strain  of  the  virus.1  In  the  summer  of  1938  an  epidemic  of  40 
human  cases  appeared  in  New  England.2  Now  Fothergill,  Holden, 
and  Wyckoff 3 report  a fatal  case  in  a laboratory  worker. 

In  man,  equine  encephalomyelitis  carries  a high  mortality  and 
occurs  most  frequently  in  children  under  5 years  of  age.  The  focal 
lesions  of  the  disease  are  distributed  widely  through  the  brain  and 
spinal  cord  and  are  characterized  by  vascular  engorgement,  de- 
generation of  the  nerve  cells,  and  by  perivascular  parenchymatous 
infiltration  of  neutrophiles,  mononuclears,  and  lymphocytes.  Fother- 
gill’s  case  started  with  headache  and  high  fever,  which  were  followed 
by  convulsions,  coma,  and  death.  The  spinal  fluid  when  injected 
intracerebrally  into  young  mice  and  guinea  pigs  produced  paralysis 
and  death. 

The  problems  of  spread  to  man  and  its  prevention  are  the  principal 
ones  for  solution.  It  seems  that  the  horse  is  not  the  reservoir  of  the 
infection  but,  like  man,  is  infected  from  some  other  source.  Various 
bird  species  examined  in  the  New  England  States  harbor  the  virus 
and  the  probability  is  that  here  is  the  natural  habitat  of  the  virus, 
which  can  spread  to  man  when  the  disease  among  them  rises  above 
the  epidemic  level. 


Reducing  Premature  Infant  Mortality 


The  premature  infant  has  much  less  chance  of  survival  than  one 
born  at  full  term.  Besides  the  greater  possibility  of  anomalies 
which  are  incompatible  with  life  and  of  marked  deficiencies  in  de- 
velopment, these  babies  are  far  more  susceptible  to  respiratory  in- 
fections. That  much  can  be  accomplished  in  the  reduction  of  the 
mortality  rate  in  premature  infants  by  employing  simple  hygienic  and 


1 Brit.  M.  J.  877:  April  29  (1939).  , 

2 Fothergill,  L.  D.,  Dingle,  J.  H.,  Farber,  Sidney,  and  Connerly,  N.  L.:  New  England  J.  Med.  219: 

a Fothergill,  L.  D.,  Holden,  M.,  and  Wyckoff,  R.  W.  G. : J.A.M.A.  113:  206  (July  15)  1939. 
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dietary  measures  has  been  demonstrated  by  Stroesser1  in  a study 
covering  a period  of  eight  years  at  the  Minneapolis  General  Hospital. 

During  the  first  two  days  of  the  infant’s  life,  a period  he  terms 
“period  of  resuscitation,”  strict  attention  must  be  paid  to  the  main- 
tenance of  normal  body  temperature  and  unobstructed  respiration. 
The  infant  is  disturbed  as  little  as  possible,  and  all  methods  of  re- 
suscitation must  be  at  hand  to  enhance  normal  breathing  in  the  new- 
born. Under  this  regime,  the  death  rate  dropped  from  20  per  cent 
in  the  sixth  year  of  observation  to  14.5  per  cent  in  the  eighth  year. 
In  the  following  week,  “the  period  of  adaptation  to  feeding,” 
bronchopneumonia,  otitis  media,  and  erysipelas  constitute  the 
greatest  hazard  to  life.  Rigid  examination  and  isolation  of  the 
personnel,  and  the  use  of  a feeding  schedule  which  controlled 
regurgitation  and  diarrhea  resulted  in  the  reduction  of  the  27  per 
cent  death  rate  after  the  tenth  day  of  life  during  the  second  year  of 
Stroesser ’s  study  to  3.5  per  cent  the  following  year. 

When  the  premature  infant  has  passed  the  tenth  day  and  entered 
the  “period  of  growth  and  development,”  its  chance  for  surviving  is 
good  provided  no  developmental  deficiency  ensues.  Proper  feeding 
and  adequate  child  hygiene  under  supervision  afford  the  best  as- 
surance of  continuing  health  and  growth.  While  not  perfection, 
Stroesser’s  work  shows  how  much  can  be  accomplished  in  saving  the 
lives  of  premature  infants  by  the  application  of  present  methods 
properly  performed. 

1 Stroesser,  A.  V. : Journal-Lancet  59:  236  (May)  1939. 


The  1939  MEDICAL  DIRECTORY  of  New  York,  New  Jersey, 

and  Connecticut 

FURTHER  NOTICE  TO  PHYSICIANS  IN  NEW  YORK  STATE 

Compilation  of  the  Medical  Directory  is  still  in  progress  for  publica- 
tion in  December,  1939.  The  deadline  for  changes  in  hospital  affilia- 
tions and  Medical  Society  memberships  was,  as  previously  announced, 
August  T,  but  alterations  can  still  be  made  in: 

Addresses 
Office  Hours 
Telephone  Numbers 

The  deadline  for  these  is  September  1.  No  changes  at  all  can  be 
accepted  after  that  date. 

Publication  Committee 
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Current  Comment 


“The  total  number  of  days  of  sick 
benefits  in  Germany  has  increased  two 
and  one- third  times  since  1913;  its  cost 
of  administration  has  almost  trebled  and 
it  has  become  necessary  to  add  a state 
subsidy  as  well  as  to  decrease  the  time 
and  amount  of  benefits  in  a ratio  from 
40  to  70  per  cent.” — From  the  Illinois 
Medical  Journal , of  recent  date. 


A decalogue  of  cancer,  suggested  by  the 
Weekly  Roster  and  Medical  Digest  recently : 

“1.  Thou  shalt  keep  abreast  of 
knowledge. 

2.  Thou  shalt  not  neglect  regularly- 
timed  health  examinations. 

3.  Thou  shalt  not  allow  chronic  ir- 
ritations to  continue. 

4.  Thou  shalt  not  neglect  sores, 
discharges,  lumps,  warts,  moles, 
etc. 

5.  Thou  shalt  not  give  way  to  fear — 
BUT 

6.  Thou  shalt  have  a diagnosis — 
and  above  all 

7.  Thou  shalt  not  listen  to  ‘old 
wives’  tales  or  to  well-meaning 
but  misinformed  persons. 

8.  Thou  shalt  not  consult  quacks. 

9.  Thou  shalt  encourage  and  help 
research. 

10.  Thou  shalt  not  DELAY.” 


“A  lay  reader  of  a New  York  news- 
paper is  stirred  by  reports  of  coming 
health  insurance  bills  in  Washington, 
to  ‘write  to  the  editor’  and  say:  ‘I  believe 
in  medical  and  dental  care  for  the  masses, 
but  I do  not  believe  that  those  who  have 
observed  the  health  rules  and  have 
reached  the  higher  income  brackets 
should  be  taxed  to  pay  hospital  and 
doctor  bills  of  the  alcoholic,  the  syphilitic, 
and  those  who  give  no  thought  to  their 
health  until  they  are  ready  for  hospitali- 
zation. Since  efficiency  is  so  clearly  re- 
lated to  health,  the  more  efficient  will 
have  to  pay  the  higher  tax  while  deriving 


none  of  the  benefits.’  ” — The  letter  “to 
the  editor”  from  this  indignant  layman 
in  New  York  attracted  the  attention  of 
the  Los  Angeles  Bulletin,  whence  we  have 
quoted  it. 


“Persons  with  less  than  medical  educa- 
tion can  hardly  be  expected  to  be  adequate 
for  the  medical  services  required  to  secure 
health  for  the  school  child.” — The  gist 
of  a critique  by  Dr.  Haven  Emerson  on 
the  report  of  the  Regents’  Inquiry  Con- 
cerning the  School  Health  Program.  The 
critique  in  its  entirety  is  to  be  found  in  the 
June  issue  of  the  Westchester  Medical 
Bulletin. 


“.  . . if  the  supposed  amount  of  inade- 
quate medical  care  does  not  exist  in 
America — and  physicians,  who  should 
know,  do  not  believe  it  to  exist  as  so 
darkly  painted — then  there  is  no  reason 
for  revolutionary  changes  in  the  method 
of  medical  practice,  through  institution 
of  a governmental  health  system,  in 
which  political  supervisors  would  rule 
over  scientifically  trained  physicians.” — 
Editorial  comment  in  the  May  issue  of 
California  and  Western  Medicine. 


“Instead  of  the  traditional  pattern, 
the  act  (Wagner  Health  Bill)  recommends 
a pattern  of  government  dominance  over 
health  care  tried  in  its  implications  only 
in  those  countries  in  which  the  American 
form  of  democracy  is  unknown.  It  con- 
tains no  provisions  looking  toward  an 
augmentation  and  facilitation  of  the 
functions  of  partnership  between  private 
and  public  agencies.  It  permits  the  use 
of  private  agencies,  if  at  all,  only  by  im- 
plication in  a few  isolated  areas  of  health 
care.” — The  opinion  of  Rev.  Alphonse 
M.  Schwitalla,  president  of  St.  Louis 
University  School  of  Medicine,  as  he 
stated  it  before  the  Senate  committee  a 
short  time  ago. 


ANXIETY  IN  RELATIONSHIP  TO  HYPERTHYROIDISM 


Gilbert  M.  Beck,  M.D.,  Buffalo,  New  York 

( From  the  Psychiatric  Clinic  of  the  Buffalo  General  Hospital,  Outpatient  Department,  Buffalo,  New  York ) 


The  clinical  picture  of  an  anxiety  state 
is  in  many  respects  similar  to  mild 
hyperthyroidism.  Those  of  us  in  a well- 
integrated  general  hospital  where  surgical, 
medical,  endocrinologic,  and  psychiatric 
consultation  is  available,  frequently  find  a 
variance  of  conclusions  following  the 
study  of  a patient  presenting  a typical 
anxiety  reaction.  Therefore,  the  ques- 
tion: “When  is  a goitre  really  hyper- 

thyroidism?” occurs  sufficiently  often  to 
create  confusion.  We  have  been  im- 
pressed with  the  large  number  of  patients 
having  had  thyroidectomies  who  have 
shown  no  improvement  or  have  become 
much  worse  following  their  surgical  ex- 
perience. After  traveling  from  clinic 
to  clinic,  they  lose  faith  in  medicine  and 
finally  end  up  in  the  hands  of  some  char- 
latan. Strecker  and  Ebaugh,1  in  their 
textbook,  Clinical  Psychiatry,  state  that 
“since  the  anxiety  state  may  closely 
simulate  hyperthyroidism,  the  following 
suggestions  for  differentiation  are  in- 
cluded. In  anxiety  states  the  patient 
has  restricted  drive  or  energy,  is  usually 
fatigued,  has  coarse  tremors,  cold, 
clammy  skin,  slight  elevation  of  the 
B.M.R.,  pulse  rate  falls  during  sleep,  and 
appetite  is  decreased.  With  hyperthy- 
roidism, patients  fatigue  easily,  have 
much  drive  or  energy,  fine,  rapid  tremors, 
warm,  moist  skin,  considerably  elevated 
B.M.R.,  pulse  rate  remains  the  same 
during  sleep,  and  appetite  is  increased 
with  weight  loss.”  The  importance  of 
the  problem  is  readily  seen,  for  Owen2  in 
1937  states  that  in  a large  general  hos- 
pital with  18,744  admissions  and  read- 
missions, 303  patients  had  their  thyroids 
removed — 1.27  per  cent  of  all  patients  ad- 
mitted to  the  public  wards  and,  inter- 
estingly, 2.12  per  cent  of  those  on  private 
wards.  He  furthermore  states  that  the 


diagnosis  in  these  puzzling  cases  rests 
on  a most  careful  and  complete  history 
of  the  patient  along  with  a careful  analysis 
of  symptoms.  Billings3  stated  that  20 
per  cent  of  a large  number  of  so-called 
“functional  cases”  referred  to  the  psy- 
chiatrist of  a large  general  hospital  pre- 
sented a train  of  symptoms  which  was  in 
many  instances  thought  to  be  due  to 
goitre,  and  treated  as  such.  He  presents 
a table  of  differentiations  between  the 
two  conditions. 

The  symptoms  of  hyperthyroidism 
characteristically  presenting  themselves 
are  numerous.  The  onset  is  often  rather 
sudden,  following  some  profound  emo- 
tional shock.  The  thyroid  gland  is  usu- 
ally enlarged.  Eye  signs  are  frequently 
present.  These  consist  of  bilateral  ex- 
ophthalmos, lagophthalmos,  a widening  of 
the  palpebral  fissures,  a failure  of  sus- 
tained convergence  of  the  eyes,  and,  oc- 
casionally, unequal  pupils.  Nervousness, 
both  objective  and  subjective,  is  one  of 
the  most  constant  symptoms.  The  pa- 
tients describe  an  inward  trembling  and 
an  unsteadiness  in  attempting  fine  move- 
ments. They  frequently  feel  apprehen- 
sive, cry  readily,  and  show  sudden  bursts 
of  emotion.  They  are  often  depressed 
but  may  show  manic  or  delirium-like 
reactions.  A fine  tremor  of  from  eight 
to  ten  vertical  vibrations  per  minute  of 
the  outstretched  fingers  is  perhaps  the 
most  characteristic  nervous  sign.  Easy 
muscular  fatigue  is  one  of  the  first  symp- 
toms noted.  The  tachycardia  of  hyper- 
thyroidism is  characterized  by  its  con- 
stancy, with  only  slight  variations  in 
rate,  night  or  day.  Cardiac  irregulari- 
ties such  as  sinus  arrhythmia,  extra- 
systoles, auricular  fibrillation,  and  au- 
ricular flutter  frequently  occur.  Gener- 
ally, in  hyperthyroidism  the  systolic  blood 
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pressure  is  not  high  if  the  diastolic  pres- 
sure is  low,  and  vice  versa,  but  a high 
pulse  pressure  is  the  rule.  Dyspnea, 
flushing  of  the  skin,  excessive  perspira- 
tion, particularly  of  the  palms  and  soles, 
slight  elevation  in  temperature,  and  in- 
tolerance to  heat  are  common.  Although 
appetite  is  usually  increased,  there  is  a 
loss  of  weight.  The  basal  metabolic  rate 
is  almost  invariably  elevated. 

The  above  signs  and  symptoms  of  hy- 
perthyroidism were  condensed  from  Wer- 
ner.4 In  reviewing  this  symptomatology, 
there  is  not  a single  finding,  or  even  the 
entire  combination,  that  we  have  not 
observed  in  a typical  anxiety  neurosis. 

An  anxiety  neurosis  is  the  most  com- 
mon of  all  the  psychoneuroses,  and  is 
caused  by  guilt,  fear,  or  insecurity  feel- 
ings in  a susceptible  personality  type. 
It  occurs  in  individuals  who  are  tense  and 
apprehensive,  and  is  characterized  by 
attacks  of  panic,  usually  sudden  but  not 
necessarily  so.  These  attacks  may  in- 
volve one  or  all  of  the  bodily  systems.  A 
typical  attack  starts  during  the  night, 
usually  following  a disturbing  dream  in 
which  scenes  of  terror  are  revived.  The 
patient’s  heart  pounds  and  he  has  the 
sensation  as  if  it  were  skipping  or  turn- 
ing over.  He  feels  flushed  and  hot  and 
then  again  cold  and  clammy.  There 
may  be  dyspnea  or  more  often  air  hunger. 
Epigastric  uneasiness,  nausea,  belching, 
and  mucous  diarrhea  are  some  of  the 
gastrointestinal  disturbances  found.  The 
patient  perspires  profusely,  particularly 
on  the  palms  and  soles.  There  is  marked 
coarse  tremor,  paresthesias  of  all  types, 
head  disturbances  such  as  pressure  feel- 
ings, cracking  sensations  in  the  back  of  the 
neck,  and  dizziness,  which  on  analysis  is 
always  a type  of  insecurity  feeling.  Eye- 
sight is  blurred,  tinnitus  may  be  present, 
and  the  patient  becomes  weak  and  ex- 
hausted, although  during  an  exacerba- 
tion activity  is  great. 

Mentally  there  is  a feeling  of  confusion, 
panic,  or  impending  doom.  Fear  grips 
the  individual  with  the  development  of 
ideas  of  approaching  insanity  or  hope- 
less physical  disability.  Such  a typical 
attack  is  very  common,  but  there  are  all 


gradations  of  reaction  and  many  or  all  of 
these  symptoms  in  mild  form  may  be 
present  over  long  periods  of  time.  Such 
patients  frequently  show  a high  B.M.R., 
which  may  even  respond  to  iodine  ther- 
apy. There  may  be  a slight  increase  of 
temperature,  tachycardia,  and  marked 
weight  loss.  Appetite  varies  but  is  gener- 
ally poor.  The  patients  have  many 
dreams,  the  content  of  which  gives  a clue 
to  the  psychogenic  material. 

It  becomes  evident  from  the  above 
descriptions  of  hyperthyroidism  and  the 
anxiety  state  that  they  may  closely  paral- 
lel each  other,  particularly  in  those  cases 
where  the  hyperthyroidism  is  mild  and 
where  the  anxiety  is  not  strikingly  episodic 
but  rather  is  present  over  long  periods  of 
time. 

Since  1929,  when  the  psychiatric  out- 
patient clinic  at  the  Buffalo  General 
Hospital  was  started,  we  have  been 
interested  in  the  large  group  of  cases  in 
which  thyroidectomy  has  been  done  with- 
out lasting  improvement.  Ten  of  these 
cases  are  presented.  They  all  more  or 
less  adhere  to  similar  patterns,  therefore, 
but  2 of  the  cases  will  be  given  in  some 
detail. 

Case  Reports 

Case  1. — E.  A.,  a girl  of  19  then  unmarried, 
was  admitted  to  the  medical  clinic  in  July,  1931. 
She  complained  of  being  run  down  for  the  past 
two  years.  Three  weeks  before  she  had  con- 
tracted a cold  and  had  been  feeling  very  weak 
ever  since.  Her  appetite  had  been  poor,  bowels 
were  irregular,  and  she  had  a dry,  hacking  cough. 
She  had  many  dizzy  spells  and  complained  of 
numbness  and  tingling  in  her  extremities.  No 
physical  abnormality  was  found.  On  reassur- 
ance she  improved  and  was  not  seen  again  until 
1936,  when  she  returned  with  complaints  of  at- 
tacks of  palpitation,  dyspnea,  and  fatigue,  in 
addition  to  her  previous  ones.  The  eyeballs 
were  prominent,  the  skin  was  moist  and  warm, 
and  the  blood  pressure  was  95/55.  Her  appetite 
was  fair  but  she  had  lost  10  pounds  in  weight. 
B.M.R.  was  plus  25.6  per  cent.  Patient  was 
placed  on  Lugol’s  solution,  and  her  B.M.R.  fell 
to  plus  2.5  per  cent.  Her  symptoms,  however, 
did  not  ameliorate,  and  a subtotal  thyroidectomy 
was  done  in  October,  1936.  The  pathologic 
sections  showed  colloid  goitre  with  no  evidence 
of  hyperthyroidism.  I am  quoting  verbatim  the 
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notes  written  in  the  thyroid  clinic,  as  being  sig- 
nificant : 

“February  1,  1937.  Patient  complains  of  hav- 
ing palpitation,  shortness  of  breath,  and  being 
very  tired.  Pulse  was  regular  and  of  good  quality. 
B.M.R.  minus  8 per  cent.  Has  gained  16  pounds 
since  being  discharged  from  hospital.  I would 
suggest  thyroid  tissue  grain  1.” 

“ February  8,  1937.  Pulse  108,  temperature  96, 
thyroid  tissue  apparently  has  no  beneficial  ef- 
fect. She  has  become  more  nervous  and  has  lost 
V/2  pounds.  I believe  most  of  her  complaints 
are  due  to  economic  stress.  It  is  difficult  to 
reconcile  her  complaints,  which  are  those  of 
hyperthyroidism,  with  the  physical  findings  of 
myxedema.  Thyroid  tissue  to  be  continued.” 

“February  22,  1937.  I do  not  believe  the 
thyroid  has  anything  to  do  with  this  girl’s  ill- 
ness. Her  symptoms  remain  the  same.  She 
ought  to  discontinue  coming  to  this  clinic,  as 
there  is  nothing  further  we  can  do.  I believe  all 
her  troubles  are  psychogenic  in  origin.  Refer  to 
psychiatry.” 

Patient  was  seen  in  the  psychiatric 
clinic  on  March  3,  1937.  She  com- 
plained of  palpitation,  shortness  of  breath, 
and  choking  sensations  in  her  throat  on 
any  slight  exertion.  There  was  also 
blurring  of  vision  and  feelings  of  faint- 
ness and  insecurity. 

The  girl  is  the  oldest  child  of  an  Italian 
family,  of  which  the  mother  and  father 
are  still  living.  All  the  children  are  alive 
and  well,  except  one  who  died  of  pul- 
monary tuberculosis  when  the  patient 
was  15  years  old.  At  this  time  she  be- 
came very  fearful  about  her  chest  until  an 
x-ray  was  taken  that  proved  to  be  nega- 
tive. She  was  an  average  student  and 
graduated  from  grammar  school.  Pa- 
tient fell  in  love  and  married  after  a short 
courtship  five  years  ago,  and  has  since 
felt  that  her  husband  is  a very  fine  man 
but  almost  too  good  for  her.  They  have 
one  child,  a healthy  boy,  aged  3.  She 
has  had  a very  distressing  time  with  her 
sex  life.  Sex  relations  before  her  son’s 
birth  were  extremely  painful  and  since 
then  have  been  very  repugnant.  She  has 
much  disgust  and  often  vomits  the  morn- 
ing after  sex  experience.  She  is  very 
much  disturbed  because  her  sleep  is  poor 
and  is  often  interrupted  by  terrifying 
dreams.  One  dream  frequently  recurs  in 


which  she  is  endlessly  pulling  a tapeworm 
from  her  mouth  and  throat.  She  awak- 
ens from  this  dream  in  a cold  sweat  with 
marked  palpitation,  dyspnea,  and  a feel- 
ing that  she  is  going  to  die. 

In  analyzing  the  problem,  one  found 
that  her  parents  have  never  been  happy 
together.  At  an  early  age,  patient  ap- 
preciated that  some  sort  of  sex  experi- 
ence went  on  between  them.  She  dis- 
liked her  father  intensely  after  this  and 
continues  to  do  so.  She  knew  nothing 
other  than  this  about  sex  matters  until 
she  was  18.  At  this  time  she  and  some 
other  girls  were  on  a streetcar  and  a man 
of  about  50  years  of  age  exposed  himself. 
The  patient  became  very  much  upset  and 
after  leaving  the  streetcar,  vomited. 
During  the  next  year  she  had  two  similar 
experiences.  Each  time  she  became  very 
much  disturbed  and  had  emesis.  She 
never  told  anyone  about  this  until  at- 
tending the  psychiatric  clinic.  Fre- 
quently during  sex  relations  with  her 
husband  she  thinks  of  these  episodes. 
She  has  abhorred  seeing  her  husband  un- 
clothed and  always  turns  away  if  she  can. 
She  dislikes  watching  her  child  in  his 
bath  and  covers  his  genitals  with  a wash 
cloth  or  soapsuds. 

The  illness  was  explained  to  her  on  the 
basis  of  anxiety  due  to  fear  and  disgust  for 
anything  related  to  sex.  The  origin  of 
these  feelings  was  traced  back  to  the 
time  when  she  became  aware  of  sex  activ- 
ity between  her  parents.  This  created 
considerable  resentment  toward  her  father 
but  the  resentment  was  one  of  frustration 
of  her  own  desires.  The  tapeworm  in 
her  dream  was  symbolic  of  the  phallus 
which  was  a never-ending  ordeal  and 
always  a source  of  tremendous  distress 
and  disgust.  She  accepted  this  explana- 
tion very  well  and  although  progress  is 
slow  and  symptoms  are  apt  to  recur,  she 
has  made  a very  satisfactory  improve- 
ment. 

Case  2. — F.  B.,  a single  female,  aged  20,  was 
admitted  to  the  hospital  on  January  1,  1936. 
She  stated  that  she  felt  well  until  five  weeks  be- 
fore, when  she  began  to  have  dizzy  spells  (in- 
security). These  were  associated  with  nausea 
and  at  times  emesis.  A week  later  she  became 
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more  irritable,  nervous,  had  blurring  of  vision, 
palpitation,  night  sweats,  intolerance  to  heat, 
and  precordial  pain,  which  forced  her  to  take  to 
bed.  Sleep  was  poor  and  was  disturbed  by 
frightening  dreams.  Temperature  was  99.4, 
pulse  rate  varied  from  95  to  120.  The  thyroid 
was  not  enlarged  except  for  the  isthmic  portion. 
There  was  slight  exophthalmos,  the  palpebral 
fissures  were  wide,  and  convergence  was  faulty. 
The  palms  were  moist  but  warm.  Blood  pres- 
sure was  120/80.  On  January  23,  1936,  the 
B.M.R.  was  plus  27.5  per  cent.  On  Lugol’s 
solution  this  came  down  to  minus  7 per  cent. 
She  was  discharged  improved,  but  four  months 
later  returned  to  the  hospital  very  much  worse. 
At  this  time  a subtotal  thyroidectomy  was  per- 
formed. The  pathologic  study  failed  to  reveal 
evidence  of  Graves’s  disease.  She  developed  a 
hysterical  aphonia  two  days  postoperatively  but 
otherwise  showed  marked  improvement.  Six 
months  later  she  was  referred  to  the  psychiatric 
clinic  because  her  original  symptoms  had  again  re- 
curred. 

It  was  found  that  her  difficulties  started 
two  years  previously,  following  the  death 
of  her  father.  A week  later  she  saw  her 
brother,  who  closely  resembled  her  father 
physically,  killed  in  an  automobile  ac- 
cident. She  was  her  father’s  and  broth- 
er’s favorite  but  does  not  have  a pleasant 
relationship  with  her  mother  or  sisters. 
She  felt  quite  well  following  the  thyroidec- 
tomy until  two  weeks  ago,  which  was  the 
anniversary  of  her  father’s  death.  Last 
week  was  the  anniversary  of  her  brother’s 
death,  and  her  symptoms  became  more 
distressing. 

Patient  is  a very  rigid,  religious  person 
who  has  never  had  masculine  attention, 
while  her  sisters  were  very  popular. 
They  were  good  students  and  both  gradu- 
ated from  high  school  but  she  said  that  she 
had  to  leave  school  when  in  the  seventh 
grade  because  her  mother  needed  her  at 
home.  It  took  a considerable  period  of 
time  to  gain  sufficient  rapport  with  the 
patient  in  order  to  obtain  the  psycho- 
genic material.  This  was  related  fol- 
lowing a dream  about  her  sister  and  her 
fianc£,  in  which  the  latter  made  advances 
to  patient.  On  awakening  she  had  a 
marked  anxiety  reaction.  She  stated 
that  she  had  many  fantasies  about  hav- 
ing a boy  friend,  which  could  never  be- 


come reality  because  of  masturbatory 
activity  practiced  since  her  menarche. 
The  dream  was  interpreted  to  her  on  the 
basis  of  her  own  sex  frustration  caused 
by  guilt  and  fear  feelings.  It  was  ex- 
plained that  these,  in  addition  to  her 
insecurity,  resulted  in  the  anxiety  reac- 
tions. 

The  interpretation  of  the  dream  had  a 
remarkable  effect  on  her  ability  to  accept 
the  emotional  nature  of  her  illness. 
She  understood  that  the  aloneness  and 
insecurity  were  factors  in  her  recent  dis- 
turbance at  the  time  of  the  death  anniver- 
saries. The  patient  has  made  a striking 
recovery  and  is  now  doing  housework. 

Case  3. — M.  S.,  a female  of  31,  first  seen  on 
April  19,  1935.  At  the  age  of  13,  thyroid  swell- 
ing was  noted.  For  the  past  few  years  she  has 
been  very  nervous  and  irritable  and  has  com- 
plained of  palpitation  and  dyspnea  on  exertion. 
She  was  treated  for  ten  months  in  the  medical 
clinic  without  improvement.  She  was  gar- 
rulous, apprehensive,  and  difficult  to  handle. 
Palpitation  was  frequent,  and  whenever  she  was 
examined,  rapid  pulse,  perspiration  of  palms  and 
soles,  and  tremor  of  the  outstretched  fingers  were 
found.  Her  appetite  was  good  but  there  was  a 
weight  loss  of  17  pounds.  The  B.M.R.  was  plus 
21.3  per  cent  and  the  blood  pressure  was  118/80. 
A subtotal  thyroidectomy  was  performed,  but 
the  pathologic  report  of  the  tissue  showed  no 
evidence  of  Graves’s  disease. 

A year  later,  patient  was  referred  to  the 
psychiatric  clinic.  She  was  loquacious 
and  appeared  disheveled  and  tense.  She 
stated  that  for  three  years,  but  particu- 
larly since  her  husband’s  death  in  Febru- 
ary, 1935,  she  had  attacks  of  palpitation, 
especially  at  night.  These  were  accom- 
panied by  air  hunger,  epigastric  uneasi- 
ness, and  choking  feelings,  “which  I 
thought  were  due  to  the  lump  here,  but 
which  still  come  on  in  spite  of  my  opera- 
tion.” She  perspired  profusely  and  was 
certain  that  she  was  going  to  die.  The 
B.M.R.  was  minus  2.0  per  cent.  The 
patient  had  marked  guilt  feelings  be- 
cause she  had  had  some  illicit  sex  experi- 
ences just  before  her  husband’s  death  and 
subsequently  became  certain  that  his 
death  was  her  punishment.  She  im- 
proved considerably  on  psychotherapy. 
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Help  was  given  her  in  home  management 
and  in  the  care  of  the  children.  Her 
anxiety  with  its  persistent  palpitation 
disappeared.  She  continues,  however,  to 
be  loquacious  and  somewhat  apprehen- 
sive. 

Case  4. — T.  M.,  a 40-year-old  single  female  who 
has  never  felt  particularly  well  and  has  had 
severe  pressure  sensations  in  the  occipital  region, 
since  January,  1937,  which  she  called  headache. 
She  had  peculiar  feelings  in  her  abdomen,  shoot- 
ing pains  in  the  cardiac  region,  palpitation,  blur- 
ring of  vision,  insomnia,  and  occasionally  other 
anxiety  symptoms.  She  was  apprehensive, 
agitated,  depressed,  and  had  lost  12  pounds  in 
three  months.  Blood  pressure  was  160/96. 
Subtotal  thyroidectomy  was  done  on  March  18, 
1937.  The  pathologic  specimen  did  not  show  any 
evidence  of  Graves’s  disease. 

Three  months  later,  the  patient  was 
seen  by  a psychiatrist  because  her  symp- 
toms had  progressively  become  much 
worse.  The  background  of  her  anxiety 
reaction  was:  (1)  a great  financial  insecur- 
ity; (2)  a frustrated  marital  situation  in 
which  her  mother  played  the  prominent 
role ; and  (3)  fear  of  a cerebral  accident 
following  the  diagnosis  last  year  of  cerebral 
arteriosclerosis.  Her  father  had  died  of 
apoplexy  at  her  present  age. 

Improvement  is  slow.  All  symptoms 
have  become  milder  except  the  frequent 
attacks  of  severe  head  pressure. 

Case  5. — M.  L.,  a 37-year-old  female  had  a long 
history  of  many  complaints.  Thirteen  years  ago 
she  had  had  a thyroidectomy.  She  was  nervous, 
depressed,  wept  a good  deal,  had  palpitation, 
increased  intolerance  to  heat,  clutching  feelings  in 
her  throat,  blurring  of  vision, epigastric  uneasiness 
with  nausea,  marked  perspiration,  and  pressure 
feelings  in  her  head.  Eyes  were  slightly  promi- 
nent, outstretched  fingers  were  tremulous,  the 
skin  was  moist,  and  blood  pressure  was  108/70. 
Following  the  operation  she  felt  somewhat  better 
for  a time,  but  attacks  of  anxiety  still  per- 
sisted, and  when  seen  in  the  psychiatric  clinic  she 
felt  worse  than  she  ever  had. 

Patient  is  sensitive  but  not  rigid. 
She  has  always  been  extremely  religious. 
Six  years  ago  she  married  a man  eighteen 
years  older  than  herself.  Marriage  has 
been  happy,  except  sexually.  There 
was  much  guilt  and  fear  feeling  due  to 


masturbatory  activity  for  years  prior  to 
and  since  her  marriage.  In  the  confes- 
sional before  her  marriage  she  was  told 
that  her  behavior  was  both  sinful  and 
physically  harmful.  A strong  sex  drive 
intensified  her  reaction.  On  psychother- 
apy she  improved  remarkably  in  all 
spheres. 

Case  6. — S.  B.,  a widow  aged  47,  had  always 
been  an  inadequate  person,  depending  first  on  her 
family  and  later  on  her  husband  and  daughter. 
After  her  husband’s  death  nine  years  ago  she 
had  a short  reactive  depression.  She  remained 
well  until  her  daughter’s  sudden  death  three 
years  ago.  At  this  time  she  became  slightly  de- 
pressed and  had  mild  anxiety  symptoms.  Two 
months  later,  following  a cholecystectomy,  her 
symptoms  increased  in  severity.  Two  years  ago, 
because  of  these  symptoms  and  a suggestive  ex- 
ophthalmos, marked  weight  loss  in  spite  of  a fair 
appetite,  a fine  tremor  of  the  fingers,  a warm 
moist  skin,  and  a B.M.R.  of  plus  40  per  cent, 
which  fell  to  plus  2 per  cent  on  Lugol’s  solution, 
a subtotal  thyroidectomy  was  done.  The  patho- 
logic examination  of  the  tissue  showed  no  evi- 
dence of  Graves’s  disease.  Following  the  opera- 
tion, even  though  the  B.M.k.  ranged  from 
minus  9.2  per  cent  to  minus  5 per  cent,  each  new 
emotional  situation  brings  the  same  type  of 
anxiety  state,  with  depression  and  occasional 
acute  anxiety  attacks.  Psychotherapy  has 
tended  to  improve  the  situation. 

Case  7. — E.  L.,  a 61 -year-old  widow,  had  a 
subtotal  thyroidectomy  because  of  complaints  of 
insomnia,  fatigue,  attacks  of  dizziness  (inse- 
curity), blurring  of  vision,  clutching  sensations 
in  her  throat,  excessive  perspiration,  and  nausea 
and  vomiting  of  five  years’  duration.  She  had  a 
warm,  moist  skin,  fine  tremor  of  the  fingers,  and 
a blood  pressure  of  150/90.  The  pathologic  re- 
port was  negative  for  Graves’s  disease.  The  last 
two  symptoms  were  the  only  ones  benefited  by 
the  surgery.  The  emotional  conflict  in  this  pa- 
tient has  been  an  overwhelming  financial  struggle 
caused  by  incapacitating  arthritis.  She  is  on  re- 
lief, and  before  psychotherapy  she  found  her 
financial  situation  constantly  insecure  and  intol- 
erable. With  the  cooperation  of  the  relief  agency 
and  an  interpretation  of  her  problem,  she  has 
made  an  adequate  adjustment. 

Case  8. — A.  H.,  a 37-year-old  woman,  had  a 
thyroidectomy  on  March  1,  1935,  because  of 
enlargement  of  her  neck  and  extreme  nervous- 
ness for  one  year.  There  was  definite  weight 
loss  with  an  increased  appetite,  tremor,  excessive 
perspiration,  nausea,  and  intermittent  attacks  of 
precordial  pain  for  three  months.  Blood  pres- 
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sure  was  120/74.  Patient  had  had  three  perineal 
repair  operations  in  1928,  1933,  and  1935. 
After  the  last  operation  she  was  told  that  if  she 
had  another  child  it  might  mean  the  loss  of  her 
life.  The  pathologic  specimen  failed  to  reveal 
any  evidence  of  Graves’s  disease.  She  improved 
somewhat  following  surgery,  but  after  her  return 
home  the  symptoms  reappeared.  She  is  ex- 
tremely religious  and  has  developed  a great  deal 
of  both  guilt  and  fear  feeling  about  her  sex  life. 
First,  she  is  worried  that  she  might  become 
pregnant  and  second,  that  the  contraceptive 
measures  used  to  prevent  this  are  sinful.  Under 
psychotherapy  she  is  making  an  adequate  ad- 
justment. 

Case  0. — F.  I.,  a 33-year-old  female,  had  a sub- 
total thyroidectomy  on  October  1,  1935.  She 
had  felt  extremely  nervous  for  a year,  had  lost  15 
pounds  in  weight,  had  palpitation,  tremor,  dysp- 
nea, and  attacks  of  diarrhea.  There  was  a 
slight  exophthalmos,  she  winked  infrequently, 
and  had  some  lid  lag.  Her  B.M.R.  was  plus  30 
per  cent.  The  tissue  did  not  show  any  recogniz- 
able changes  of  Graves’s  disease.  Immediately 
after  the  operation  she  went  into  an  excited 
state  for  a few  weeks  and  this  was  followed  by 
marked  apprehension  and  anxiety  of  two  years’ 
duration. 

She  is  an  extremely  rigid  and  sensitive  per- 
sonality. The  origin  of  the  anxiety  state  was 
marked  guilt  feeling  following  an  abortion  in  the 
early  days  of  her  marriage,  and  since  this  time 
there  has  been  no  pregnancy.  Under  psycho- 
therapy she  improved  slightly  but  remained  a 
very  difficult  problem  for  at  least  a year,  after 
which  she  made  a complete  recovery. 

Case  10. — H.  N.,  a 28-year-old  female.  The 
history  is  very  unreliable  but  it  would  seem  that 
the  patient  had  definite  anxiety  symptoms  for  a 
few  years  previous  to  her  first  subtotal  thyroidec- 
tomy done  six  years  ago.  She  stated  that  she 
was  no  better  following  the  operation.  In 
November,  1938,  she  had  a second  thyroidec- 
tomy because  of  increase  in  severity  of  her  anx- 
iety symptoms.  She  had  shown  moderate  ex- 
ophthalmos, loss  of  weight  and  appetite;  and  blood 
pressure  was  108/60.  The  pathologic  report  was 
negative  for  Graves’s  disease.  Since  her  dis- 
charge from  the  hospital  she  has  placed  foreign 
objects  in  the  wound. 

She  became  much  worse  following  this  opera- 
tion and  was  seen  in  the  psychiatric  clinic  in 
January,  1939.  Her  social  record  revealed  that 
she  had  had  an  illegitimate  child,  had  spent  some 
time  in  a reform  school,  and  had  married  eight 
years  ago  when  she  was  seven  months  pregnant, 
of  which  fact  her  husband  was  unaware.  He  left 
her  immediately  after  the  child  was  born. 


Patient  has  not  returned  to  clinic  and  it  is  re- 
ported that  she  was  sent  to  a psychopathic  ward. 

Comment 

These  ten  cases  in  which  thyroidectomy 
was  performed  without  improvement 
show  the  pitfalls  of  dependence  on  signs 
and  symptoms  alone.  No  patient  re- 
ported permanent  improvement  after 
surgery  and  5 patients  were  made  worse. 
The  immediate  amelioration  of  symptoms 
in  some  patients  following  surgery  was 
no  doubt  due  to  the  psychic  effect  of  the 
operation  and  the  modification  of  en- 
vironmental factors  during  the  patient’s 
hospitalization.  All  the  patients  in  this 
series  were  females. 

An  attempt  was  made,  as  has  been  pre- 
viously done  by  Billings,3  to  determine 
some  diagnostic  criteria  by  an  analysis  of 
the  presenting  signs  and  symptoms. 
Table  1 contains  those  manifestations 
that  have  been  considered  diagnostic  of 
hyperthyroidism.  The  notations  on  it 
represent  the  presence  of  these  factors  in 
each  of  the  ten  anxiety  reactions  de- 
scribed. 

It  is  readily  observed  that  no  one  sign, 
symptom,  or  group  of  factors  could  be 
used  to  differentiate  between  hyper- 
thyroidism and  anxiety.  Neither  the 
basal  metabolic  rate  nor  the  response  to 
Lugol’s  are  sufficiently  diagnostic.  We 
had  hoped  that  the  type  of  B.M.R. 
curve  might  be  helpful  in  the  differential 
diagnosis  because  some  of  the  patients 
who  are  emotionally  disturbed  may  show 
an  irregular  type  of  tracing.*  We  were 
able  to  obtain  the  B.M.R.  curves  in  5 of 
our  cases  and  found  that  only  1 had  an 
irregular  pneumograph.  Three  cases 
showed  clinical  improvement  with  Lugol’s 
yet  in  each  of  these  instances  the  patho- 
logic report  coincides  with  the  psychiatric 

* It  is  recommended  that  when  basal  metabolic  tests 
are  used  to  differentiate  anxiety  states  from  hyper- 
thyroidism, a definite  technic  should  be  followed.  The 
patient  ought  to  be  at  rest  in  cheerful  surroundings,  and 
mild  sedation  with  the  barbiturates  is  recommended,  as 
this  will  not  materially  modify  the  true  basal  metabolic 
level.  A series  of  metabolism  observations  should  be 
made  under  these  conditions,  before  iodine  is  given,  to 
establish  a level  which  is  as  strictly  “basal”  as  possible. 
One  test,  especially  if  it  is  done  under  unsatisfactory 
conditions,  is  not  only  worthless,  but  actually  misleading. 

The  pneumogram,  which  is  obtained  when  the  me- 
tabolism is  taken,  may  also  be  of  value  in  the  differential 
diagnosis  because  it  demonstrates  graphically  the  short 
periods  of  hyperventilation  that  are  so  frequently  ob- 
served in  emotional  reactions. 
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TABLE  1 


Case  1 


Enlarged  Thyroid 

+ 

B.M.R. 

+ 25 

Eye  Signs 

+ 

High  Pulse  Pressure 
Warm  and  Moist  Skin 

+ 

Fine  Tremor 
Response  to  Lugols 

+ 

Temperature 

Increase  in  Appetite  with  Weight  Loss 

+ 

Intolerance  to  Heat 
Pathology 

0 

2 

3 

4 

5 

6 

7 

8 

9 

10 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 27 

+ 21 

+ 40 

+ 30 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

0 

0 

0 

0 

0 

0 

0 

0 

0 

interpretation  and  not  the  clinical  im- 
pression. The  role  that  thyroid  secretion 
might  play  in  a definite  anxiety  reaction 
cannot  be  determined  from  these  cases. 
It  is  evident,  however,  that  anxiety  still 
persisted  when  the  basal  metabolic  rate 
fell  to  normal  or  subnormal  values. 

History  is  the  one  vital  feature  that 
leads  to  a correct  interpretation  of  the 
illness.  This,  of  course,  must  not  only 
include  the  presenting  complaints  but 
also  the  background  of  the  individual  and 
the  conflicts  that  have  arisen  during  the 
patient’s  life.  The  very  manner  in 
which  the  symptoms  are  described  by  the 
patient  may  in  itself  indicate  the  emo- 
tional nature  of  the  reaction.  When  one 
obtains  a history  in  this  type  of  illness, 
leading  questions  referable  to  disturbance 
of  organs  innervated  by  the  autonomic 
nervous  system  are  not  only  permissible, 
but  are  of  great  value.  The  patient  is 
generally  apprehensive,  and  these  ques- 
tions immediately  put  her  at  ease  be- 
cause she  feels  that  this  physician  under- 
stands her.  As  the  physician  enumerates 
her  many  bizarre  feelings,  one  observes  an 
increasing  release  of  tension,  until  finally 
it  is  not  uncommon  at  the  end  of  even 
one  interview  to  notice  the  patient  breath- 
ing a sigh  of  relief  because  of  renewed  hope 
and  courage.  The  diagnosis  of  anxiety  is 
more  firmly  established  by  analyzing  the 
personality  type  and  demonstrating  the 
emotional  problems  which  seem  adequate 
to  cause  an  anxiety  state  in  the  patient 
under  consideration.  In  other  words,  one 
must  assume  a common-sense  point  of 
view  in  the  evaluation  of  all  the  facts 
available. 

In  summary,  one  may  state  that  in  an 
endemic  goitre  belt  such  as  this,  a patient 
presenting  all  or  some  of  the  heretofore 


enumerated  signs,  even  in  the  presence 
of  an  enlarged  thyroid,  is  worthy  of 
psychiatric  study.  Such  a study  in  it- 
self may  be  sufficient  to  improve  the 
patient,  whereas  thyroidectomy  alone 
will  not  effect  a cure. 

Summary 

1.  Ten  cases  of  anxiety  reactions  that 
have  been  subjected  to  thyroidectomy 
are  presented. 

2.  No  sign  or  symptom,  or  constella- 
tion of  these,  will  distinguish  either  condi- 
tion. 

3.  Neither  a high  basal  metabolic  rate 
nor  a clinical  response  to  iodine  is  specific 
to  rule  out  a diagnosis  of  an  anxiety  state. 
The  type  of  B.M.R.  curve  has  no  diagnos- 
tic value. 

4.  An  adequate  evaluation  of  the 
complaints,  the  psychogenic  material, 
and  the  physical  findings  are  necessary  for 
diagnosis. 

5.  Psychotherapy  has  resulted  in  im- 
provement in  all  cases  where  thyroidec- 
tomy alone  had  previously  failed. 
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Discussion 

Dr.  George  E.  Beilby,  Albany,  New  York — 
Dr.  Beck  has  again  today  emphasized  the  im- 
portance of  a careful  differential  diagnosis  of 
hyperthyroidism.  The  group  that  he  has  called 
anxiety  neuroses  represents  a large  number  of 
the  total  of  all  patients  seen  who  come  com- 
plaining of  symptoms  that  simulate  hyper- 
thyroidism. The  10  surgical  failures  reported 
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by  Dr.  Beck  today  are  eloquent  testimony  of 
the  extreme  caution  that  must  be  exercised  in 
separating  those  patients  who  will  be  benefited 
by  operation  from  those  who  will  not. 

Because  my  work  is  limited  to  the  surgical 
correction  of  thyroid  problems,  it  is  imperative 
for  me  to  eliminate  those  patients  who  may  pre- 
sent suggestive  symptoms  but  in  whom  there  is 
no  goitre.  To  do  this,  experience  has  taught  us 
that  the  history  and  physical  examination  are  the 
most  reliable  diagnostic  guides. 

Although  Dr.  Beck  has  indicated  certain  simi- 
larities between  hyperthyroidism  and  the  large 
group  of  neuroses,  there  are,  fortunately,  certain 
warnings  that  can  be  obtained  from  the  history. 
The  presence  of  cold,  moist  hands  and  feet  is  a 
most  consistent  suggestive  finding  and  to  us 
means  that  the  disease  is  probably  not  due  to 
goitre.  The  history  of  a weight  gain,  or  main- 
tained normal  weight  in  the  presence  of  a poor 
appetite  is  extremely  suggestive  that  the  condi- 
tion is  not  the  result  of  thyroid  disease.  Limita- 
tion of  the  symptoms  to  one  or  two  of  the  ex- 
tremities, marked  variability  of  the  symptoms 
from  day  to  day,  and  the  inconsistencies  of  weight 
gain,  normal  or  poor  appetite,  together  with 
tachycardia  and  nervousness,  are  also  warnings 
that  never  should  be  overlooked.  Because  hyper- 
thyroidism is  a generalized  metabolic  disease,  the 
symptoms  must  be  general  and  consistent  and 
follow  definite  physiologic  patterns. 

The  physical  examination  is  the  second  im- 
portant part  of  any  differential  diagnosis  and 
should  include  a study  of  the  blood  pressure  and 
pulse  rate.  But  most  important  of  all,  it  is  con- 
cerned with  adequate  palpation  of  the  neck. 
Regardless  of  the  symptoms,  when  no  thyroid 
pathology  can  be  demonstrated  the  diagnosis  of 
hyperthyroidism  is  entirely  unwarranted.  One 
must  develop  a technic  whereby  the  thyroid 
gland  can  be  adequately  and  thoroughly  pal- 
pated. One  must  have  a knowledge  of  the  size, 
consistency,  and  feeling  of  the  normal  gland  so 
that  pathologic  changes,  if  present,  may  be  recog- 
nized. It  is  my  feeling  that  no  patient  should  be 
subjected  to  a subtotal  thyroidectomy  where 
changes  in  the  gland  cannot  be  demonstrated. 
The  only  exception  might  be  in  the  cases  of  com- 
pletely substemal  goitre.  In  that  group  of 
patients,  where  slight  hypertrophy  of  the  gland 
is  found  together  with  suggestive  symptoms, 
more  careful  study  will  be  necessary.  This 
should  include  prolonged  observation  over  a 
period  of  weeks  or  months,  possibly  a trial  period 
of  iodine  as  a therapeutic  test,  and  sometimes  in 
selected  cases  hospital  study  will  be  necessary. 
A pulse  rate  that  fluctuates  widely  with  exer- 
tion and  drops  to  normal  when  at  bed  rest  is 


almost  certainly  not  due  to  hyperthyroidism. 

The  metabolic  readings  quoted  by  Dr.  Beck 
vary  from  plus  40  to  plus  21.3,  and  in  a few  in- 
stances where  a second  record  was  made  after 
iodine  administration  there  was  a fall  in  rate  from 
plus  5 to  minus  7.  From  our  experience  it  ap- 
pears to  me  to  be  very  likely  that  the  rates 
would  have  dropped  to  normal  in  two  or  three 
days  without  iodine,  just  as  they  did  with  the 
drug.  Many  patients  are  referred  to  our  clinic 
who  have  been  advised  to  have  a thyroidectomy 
because  of  a single  elevated  basal  metabolic  rate. 
When  such  patients  are  put  at  rest  and  repeated 
determinations  made  under  suitable  conditions, 
the  rate  quickly  drops  to  normal  in  two  or  three 
days. 

The  basal  metabolic  rate  is  usually  a disastrous 
diagnostic  aid.  There  are  so  many  opportunities 
for  error  in  its  determination  that  the  test  is  of 
far  greater  harm  than  good.  Many  patients  are 
being  subjected  to  operation  largely  on  the  basis 
of  a reported  elevated  metabolic  rate  that  does 
not  represent  their  true  condition.  It  is  par- 
ticularly in  this  type  of  patient,  the  neurotic 
individual,  that  incorrect  and  usually  elevated 
rates  are  reported. 

I would  venture  the  guess  that  at  least  in  some 
of  the  cases  reported  by  Dr.  Beck  the  decision  to 
operate  was  based  largely  on  the  reported  basal 
metabolic  rates.  Had  a more  careful  study  been 
made,  these  patients  might  have  been  saved 
unnecessary  surgery.  Much  more  reliable  diag- 
noses will  be  made  when  faith  is  placed  in  the 
history  and  physical  examination  rather  than 
when  a mechanical  device  is  credited  with  the 
ability  to  establish  correctly  every  diagnosis. 

Dr.  John  J.  Rooney,  Rochester,  N.  Y. — 
Dr.  Beck  is  to  be  congratulated  for  his  splendid 
paper  and  encouraged  to  report  more  of  these 
cases  when  they  come  under  his  care.  He  and 
a few  others  have  lately  been  bringing  to  our 
attention  the  fact  that  these  functional  condi- 
tions can  very  closely  simulate  states  of  true 
hyperthyroidism.  However,  I feel  this  fact  is 
not  sufficiently,  if  at  all,  appreciated  by  large 
bodies  of  our  physicians.  To  a great  many,  a 
patient  presenting  symptoms  and  signs  of 
“nervousness,”  loss  of  weight,  palpitation, 
tremors,  increased  pulse  rate,  and  a definite  in- 
crease of  the  basal  metabolic  rate,  with  or  with- 
out an  enlargement  of  the  thyroid  gland,  can 
mean  only  one  thing — hyperthyroidism,  and 
invariably  the  gland  is  removed.  The  cases  that 
Dr.  Beck  and  others  report  do  not  numerically 
reflect  the  true  situation.  Large  numbers  of 
these  cases  of  anxiety  state  have  thyroidectomies 
and  show  the  usual  postoperative  improvement. 
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which  would  invariably  occur  after  any  opera- 
tion if  they  were  told  that  the  procedure  was 
going  to  cure  them.  And  so,  after  a stay  of 
seven  to  fourteen  days  in  the  hospital,  they  are 
discharged  as  “improved.”  Usually  that  is  the 
last  entry  upon  their  hospital  record.  It  does  not 
show  the  follow-up  over  a period  of  months  when 
many  have  worn  off  the  psychic  improvement 
that  any  operation  would  have  caused  and  re- 
turn to  their  doctors  with  much  the  same  symp- 
tom complex  they  had  had  previously.  The 
physician  then  recognizes  either  that  he  made  a 
mistaken  diagnosis  originally  or  that  he  cured  the 
toxic  state  by  operation,  and  that  now  he,  or 
most  likely  she,  has  a superimposed  psychoneu- 
rosis, and  he  treats  her  accordingly,  usually  with- 
out hospitalization.  Also  few  of  these  people  are 
referred  to  psychiatrists.  Thus  the  records  of  the 
hospitals  and  psychiatrists  are  misleading  as  to 
the  prevalence  of  these  affairs. 

I should  here  like  to  add  one  of  my  cases: 
A young  white  married  woman  of  26,  whose 
chief  complaints  were  “nervousness,”  loss  of 
weight,  palpitation,  and  excessive  perspiration. 
These  began  about  eleven  months  previously, 
soon  after  the  death  of  her  mother,  of  whom  she 
was  very  fond.  The  hot  days  bother  her  much 
more  than  they  did  previously  and  she  prefers  the 
winter  to  the  summer.  Her  appetite  has  been 
“fair”  and  she  sleeps  well. 

The  family  history  shows  that  both  of  her 
mother’s  parents  died  of  tuberculosis;  her  mother 
suffered  “high  blood  pressure”  and  succumbed 
after  a third  “stroke.”  The  father  is  living  and 
in  good  health  at  the  age  of  65.  Her  five  sisters 
and  three  brothers  are  all  living.  There  is  no 
history  of  thyroid  disturbance  in  the  family. 

She  had  the  usual  childhood  diseases  but  no 
serious  illnesses.  Menses  began  at  the  age  of 
eleven  and  have  been  regular,  every  thirty  days 
and  lasting  five  or  six.  She  indulges  in  tobacco 
and  alcohol  moderately. 

Physical  examination  reveals  a thin,  fidgety 
young  white  woman  with  abundant  fine  hair; 
the  skin  generally  is  warm  and  moist  and  fine 
textured,  but  the  hands  are  cool  and  “clammy.” 
She  is  64  inches  tall  and  weighs  106  pounds. 
Her  eyes  are  “starey”  and  remain  unblinkingly 
open  for  long  periods  of  time.  There  is  no  defi- 
nite exophthalmos,  however;  no  lid  lag;  and 
the  power  of  convergence  is  well  maintained. 
The  extended  hands  show  intermittent  fine  to 
coarse  tremors.  The  thyroid  was  not  palpably 
enlarged.  The  examination  of  the  heart  and 
lungs  were  essentially  negative  except  that  the 
cardiac  rate  was  120  and  the  blood  pressure 
138/74. 

Because  of  the  family  history  of  tuberculosis, 


I considered  it  advisable  to  have  her  chest 
x-rayed.  The  lungs  were  negative  roentgeno- 
logically.  At  her  next  visit,  one  week  later,  she 
had  lost  another  4y2  pounds.  Her  pulse  was 
then  110,  and  B.P.  144/80.  She  maintained  her 
appetite  was  good  and  ate  well  but  continued  to 
lose  weight.  A basal  metabolic  rate  taken  two 
weeks  after  I first  saw  her  was  plus  34.  Repeated 
three  days  later  it  was  plus  29.  The  conditions 
were  satisfactory  upon  both  occasions. 

The  patient  was  admitted  to  the  hospital  for 
observation  under  bed  rest  without  any  medica- 
tion. There  the  first  B.M.R.  was  plus  25;  four 
days  later  was  plus  10.  Her  pulse  ranged  from 
120  down  to  70  and  her  blood  pressure  varied 
between  124/64  and  107/68.  The  blood  choles- 
terol was  190.  She  gained  weight,  her  “nervous- 
ness” and  palpitation  disappeared,  and  she  felt 
“fine”  during  her  stay  of  two  weeks  in  the 
hospital. 

I saw  her  three  weeks  after  her  discharge  from 
the  institution  and  she  was  still  feeling  very  well. 
The  tremor  had  disappeared.  Her  weight  con- 
tinued to  increase — being  then  112,  a gain  of 

II  pounds  from  her  low  point.  The  pulse  was 
82,  and  B.P.  118/78. 

Upon  going  further  into  the  history,  I found 
that  she  desired  to  become  pregnant  and  so  far 
in  her  two  years  of  married  life  she  had  not  been 
able  to,  and  was  worrying  considerably  about  it. 
She  and  her  husband  had  a small  apartment  and 
not  much  to  keep  her  occupied.  Upon  my  ad- 
vice she  obtained  a little  part-time  job.  Four- 
teen months  later  she  was  still  well  and  happy. 

There  are  two  important  things  in  this  con- 
nection. The  first  one  which  Dr.  Beck  and 
others  are  doing,  is  to  keep  us  conscious  of  the 
similarity  of  anxiety  state  and  mild  to  moderate 
thyrotoxicosis.  If  we  do  not  suspect  the  possi- 
bility of  an  entity  and  keep  it  in  mind,  we  are 
not  likely  to  make  the  proper  diagnosis.  The 
second  item  is  to  make  the  differentiation  be- 
tween the  two  possibilities.  Here  I feel  strongly 
that  no  single  criterion  will  perform  the  job. 
It  must  be  seen  as  a whole — the  completed  pic- 
ture with  all  details  filled  in,  foreground,  back- 
ground, highlights,  and  shadows.  This  consists 
of  a careful  history — very  important  that  it  be 
full  and  cover  the  personal  field  thoroughly — 
physical  examination  and  laboratory  data.  The 
latter  two  should  be  repeated  as  often  as  neces- 
sary over  a period  of  time.  The  best  place  to  do 
this  is  in  a hospital  because  the  complete  rest  and 
especially  the  change  of  environment  are  of  help 
in  diagnosis.  When  we  see  these  patients,  even 
if  they  turn  out  to  be  hyperthyroids,  we  are  not 
impressed  that  they  are  emergencies  and  need  to 
be  rushed  off  to  the  hospital,  prepared  with 
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Lugol’s  solution,  and  operated  as  soon  as  pos- 
sible. No  harm  will  accrue  from  delay  of  a few 
weeks  for  further  observation.  In  the  hospital 
repeated  blood  pressure  determinations  can  be 
had.  vSimilarly,  a chart  of  the  pulse,  particularly 
if  it  contains  those  taken  during  sleep  by  a light- 
fingered  nurse,  is  important.  Also  important  are 
repeated  estimations  of  the  basal  metabolism — 
three,  four,  five,  or  more  until  you  are  satisfied 
you  have  obtained  the  lowest  reading  possible 
on  that  patient.  Here,  too,  the  dietary  intake 
can  be  more  closely  checked,  together  with 
changes  in  weight.  The  psychoneurotic  losing 
weight  usually,  though  not  always,  has  a poor 
appetite  and  the  food  intake  is  inadequate  to 
maintain  weight  even  under  conditions  of  normal 
metabolism.  Blood  cholesterol  determinations 
may  be  aids.  Total  cholesterol  of  200  or  over 
point  to  a functional  condition  rather  than  to  any 
derangement  of  thyroid  secretion. 

It  has  long  been  known  that  in  cases  of  hyper- 


thyroidism there  is  a disturbance  of  creatine 
metabolism,  similar  to  the  myopathies.  With 
this  knowledge,  Richardson  and  Shore  in  1935 
devised  a creatine  tolerance  test.  Because  this 
is  still  in  the  experimental  stage  and  its  value 
has  not  yet  been  definitely  established,  the  de- 
tails and  results  will  not  be  discussed.  The  same 
can  be  said  for  the  blood  iodine  content,  iodine 
tolerance  test,  and  thyroxine  and  thyrotropic 
hormone  concentrations  in  blood  or  urine. 

Nevertheless,  I believe  that  if  and  when  these 
latter  or  any  other  tests  prove  to  be  of  worth  in 
differentiating  these  two  conditions,  they  will  be 
only  an  added  benefit  and  will  not  be  sufficient  in 
themselves.  They  will  not  displace  a very  care- 
ful history,  a thorough  physical  examination,  and 
the  employment  of  the  laboratory  aids  which 
we  have  found  effective  to  date  and  which  prob- 
ably could  be  of  better  service  to  us  with  fuller 
use  and,  particularly,  with  more  careful  inter- 
pretation. 


AMERICAN  CONGRESS  OF  PHYSICAL  THERAPY 


The  18th  annual  scientific  and  clinical  session 
of  the  American  Congress  of  Physical  Therapy 
will  be  held  September  5,  6,  7,  8,  1939,  at  the 
Hotel  Pennsylvania,  New  York  City.  Pre- 
ceding these  sessions  the  Congress  will  conduct 
an  intensive  instruction  seminar  in  physical 
therapy  for  physicians  and  technicians  which 
will  be  held  on  August  30,  31,  September  1 
and  2. 

The  instruction  seminar  should  prove  of 


unusual  interest  to  physicians  and  technicians. 
The  clinics  which  comprise  half  of  the  schedule 
make  this  course  outstanding  for  its  practical 
value.  As  in  the  past,  outstanding  clinicians 
and  teachers  will  participate.  Registration  is 
limited  to  100  and  is  by  application  only.  For 
information  concerning  seminar  and  preliminary 
program  of  convention  proper,  address  American 
Congress  of  Physical  Therapy,  30  North  Michi- 
gan Avenue,  Chicago. 


GOOD  PAPERS  GONE  WRONG 

Many  a medical  article  which  would  other- 
wise be  valuable,  completely  fails  to  reach  its 
intended  audience  because  of  deficiencies  in 
technic  of  public  presentation.  We  have 
seen  these  faults,  both  in  the  men  who  read 
papers  or  present  addresses,  and  in  those  who 
discuss  them  or  make  speeches  apropos  of  busi- 
ness matters  on  the  floor,  says  Miles  J.  Breuer, 
M.D  , of  Lincoln,  in  the  Nebraska  State  Medical 
Journal.  We  have  seen  them  not  only  in  the 
man  who  is  young  or  far  from  the  centers  of 
opportunity,  but  among  some  of  the  most 
prominent  medical  speakers.  I once  drove  a 
thousand  miles  to  hear  a famous  speaker,  re- 
marks Dr.  Breuer,  and  when  the  time  came  he 
spoke  so  incoherently  and  faintly  that  I got 
nothing  except  what  later  came  out  in  the  medical 
journal. 


Speakers  mumbling  down  into  their  vests 
with  their  necks  bent  forward,  or  standing 
in  a sloppy  attitude,  will  spoil  the  finest  medi- 
cal paper  that  was  ever  written.  Talking  too 
long  or  not  having  the  talk  properly  organ- 
ized; talking  too  technically  for  the  particu- 
lar audience,  will  result  in  the  failure  of  the 
audience  to  catch  the  significance  of  a very  fine 
piece  of  work  or  statistical  observation.  Try- 
ing to  compel  an  audience  to  keep  statistics  in 
mind  as  the  speaker  reads  them  off  of  paper, 
or  wandering  off  the  subject  is  deadening;  the 
reason  people  do  not  walk  out  is  because  they 
are  too  paralyzed  to  do  so.  Walking  nervously 
around,  indulging  in  some  mannerism  like 
scratching  the  face  or  tapping  the  foot;  not 
looking  the  audience  exactly  in  the  eye,  will 
turn  three-fourths  of  a medical  meeting  from  a 
pleasure  into  a chore  for  the  listeners. 


THE  VALUE  OF  TUBERCULIN  SKIN  TESTS  IN  A SCHOOL 
PROGRAM 

William  E.  Ayling,  M.D.,  Syracuse,  New  York 

{Health  Director,  Syracuse  Schools;  Assistant  Professor  of  Public  Health,  Syracuse  Medical  College ) 


IT  has  taken  considerable  time  to  under- 
stand the  full  implications  and  the 
enormous  value  of  the  tuberculin  test,  but 
it  now  has  been  made  the  basis  of  most 
diagnostic  campaigns.1  In  spite  of  recent 
publications,2  most  authorities  agree3  that 
this  test  serves  as  a screen  to  select  those 
who  have  been  infected  through  direct 
exposure  and  who  should  be  carefully  ex- 
amined and  kept  under  close  observation 
thereafter  for  development  of  clinical 
disease. 

It  has  been  repeatedly  shown  that  the 
tuberculin  test  is  at  least  on  a par  with 
the  x-ray  examination  in  eliminating 
negative  cases.4  It  is  now  known  that  an 
individual  may  have  a negative  reaction 
when  there  is  x-ray  evidence  of  some  cal- 
cium deposits  in  regional  lymph  nodes, 
in  the  course  of  certain  acute  infectious 
diseases,  particularly  measles,  and  in 
terminal  stages  of  tuberculosis.5  A posi- 
tive reactor  may  become  negative  if  all 
lesions  have  healed.  These  facts  in  no 
way  detract  from  the  value  of  the  tuber- 
culin test  for  case-finding  purposes. 

Through  its  use  has  come  the  knowledge 
that  a tuberculous  infection  does  not 
mean  tuberculous  disease,  and  the  further 
fact  that  first  infection  takes  place  largely 
in  the  early  years  of  life,  while  disease 
manifests  itself  most  often  after  adoles- 
cence. 

Tuberculosis  is  still  the  leading  cause  of 
death  in  this  age  group — 15  to  40 — which 
is  economically  and  biologically  the  most 
productive  period  of  life.  It  is  an  infec- 
tious disease  and  is  therefore  preventable. 
Although  infection  is  fairly  common  and 
disease  comparatively  rare,  those  children 
who  react  during  childhood  furnish  a large 
proportion  of  the  active  cases  in  later  life. 
This  has  shown  the  desirability  of 


knowing  the  incidence  of  infection  in  a 
community  and  has  led  to  the  plan  of 
testing  children  in  the  schools.  The 
tuberculin  test  is  easily  administered  and 
the  cost  is. small.3  By  its  use  those  need- 
ing x-ray  can  soon  be  selected.  In  recent 
years  there  has  been  a marked  reduction, 
as  much  as  50  per  cent  in  some  localities,6 
in  the  number  of  positive  reactors.  In 
Syracuse  the  reduction  has  been  from 
34.7  per  cent  in  the  school  year  1934  to 
1935,  to  23.5  per  cent  this  year,  in  the 
same  grades.  This  indicates  a decrease 
in  the  incidence  of  this  disease. 

Very  few  reactors  among  children  in  the 
lower  grades  show  evidence  of  active 
disease,  but  when  examinations  are  made 
in  the  high  schools,  then  disease  begins 
to  manifest  itself. 

Searching  for  tuberculosis  among  ap- 
parently healthy  children,  such  as  are  in 
daily  attendance  at  school,  is  valuable 
from  at  least  four  standpoints : 

1.  The  education  of  children  and  par- 
ents as  to  the  importance  of  this  disease 
and  the  means  of  its  prevention  and  cure. 

2.  The  individual  welfare  of  the  child; 
active  disease  discovered  early  is  quickly 
cured. 

3 . The  protection  of  public  health  by  ex- 
cluding from  school  any  active  cases 
found,  and  placing  them  under  proper 
supervision  so  that  the  disease  will  not  be 
spread  by  them. 

4.  It  may  lead  to  unknown  cases  of 
active  tuberculosis  that  were  the  sources 
of  the  infections. 

With  these  facts  in  mind,  the  Syracuse 
School  Health  Service  has,  for  the  past 
five  years,  carried  on  tuberculin  testing 
and  x-ray  examinations  of  positive  reac- 
tors in  the  local  high  schools. 

The  procedure  has  been  first  to  use  all 
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available  means,  such  as  the  radio,  the 
press,  the  movies,  lectures  to  parent- 
teacher  groups  and  other  organizations, 
together  with  the  distribution  of  form 
letters  and  pamphlets,  to  acquaint  pupils 
and  parents  with  the  importance  of 
tuberculosis,  its  early  discovery,  and  its 
control  and  cure.  Our  efforts  were  most 
successful  where  full  cooperation  of  the 
school  principal  and  his  teaching  staff 
was  obtained.  By  working  through  them, 
they  themselves  became  well  informed 
about  this  disease  and  in  turn  spread  the 
information  to  others.  The  educational 
value  of  this  procedure  is,  we  feel,  of  very 
great  .mportance  to  the  whole  commu- 
nity. 

In  our  previous  campaigns  we  have 
varied  the  grades  tested  somewhat,  and 
from  our  results  decided  that  the  11th  and 
12th,  i.e.,  junior  and  senior  high  school 
pupils,  furnished  the  most  fertile  field  for 
our  endeavors.  Dr.  Lees,7  of  Pennsyl- 
vania, reports  finding  about  sixteen  times 
as  many  cases  in  this  age  group  (16  to  20 
years)  as  in  younger  children.  We  plan 
to  confine  our  testing  to  these  in  the  fu- 
ture, retesting  pupils  previously  negative, 
as  well  as  those  never  tested  before. 

The  next  step  in  our  procedure  is  to 
give  to  pupils  in  these  grades  a form  letter 
telling  about  the  test,  with  a request  slip 
attached.  This  is  accompanied  by  a pam- 
phlet explaining  the  tuberculin  test  and 
the  reason  for  the  x-ray.  The  signed  re- 
quest is  returned  to  the  school  if  the 
parent  wishes  the  child  to  be  tested  and 
x-rayed.  Our  average  response  is  54  per 
cent  of  the  registration. 

The  actual  tuberculin  testing  is  done  in 
the  schools,  according  to  a schedule  ar- 
ranged in  the  early  fall,  so  as  to  reach  all 
the  high  schools  during  the  school  year, 
both  public  and  parochial.  The  one-test 
method  is  employed,  using  a Viooo  solution 
of  old  tuberculin,  giving  Vio  cc.  or  0.1 
mg.  by  the  Mantoux  technic. 

We  feel  that  the  one- test  method  is  the 
only  practical  one  for  use  in  school  work 
and  that  it  is  unlikely  that  any  cases  of 
significance  are  missed.  Dr.  John  Korns,8 
in  a report  of  the  work  in  Cattaraugus 
County  in  1933,  found  about  one-tenth 


more  reactors  by  using  a second  test  of  a 
full  mg.  (1.0)  strength,  but  this  additional 
10  per  cent  practically  never  showed  x-ray 
evidence  of  disease. 

The  tests  are  read  after  forty-eight 
hours  and  each  pupil  receives  a slip  stat- 
ing the  findings — for  negatives,  “no  evi- 
dence of  tuberculous  infection,”  or  for 
positives,  stating  “positive,  indicating 
need  of  x-ray” — which  he  takes  home  to 
his  parents. 

For  every  positive  reactor,  a history 
sheet  is  made  out,  on  which  is  recorded 
the  family  history,  past  and  present 
symptoms,  if  any,  and  any  history  of 
possible  contact. 

All  positive  reactors  are  given  the  op- 
portunity of  having  chest  x-rays  at  school, 
although  an  increasing  number  go  to  their 
own  roentgenologist  for  this  service.  A 
fee  of  $1.00  toward  the  cost  is  requested 
but  not  obligatory  for  those  unable  to 
pay.  All  x-rays  are  numbered  and  dated 
by  lead  numbers  as  they  are  taken. 

After  developing,  the  x-rays  are  sorted 
and  the  proper  history  sheet  placed  with 
each  one.  All  the  data  are  reviewed  when 
each  film  is  interpreted.  A summary  of 
the  history,  the  reading,  diagnosis,  and 
recommendations  is  taken  down  by  a 
medical  secretary  in  shorthand  and  later 
typewritten  on  a record  sheet  for  filing. 
A copy  of  this  record  goes  to  the  family 
physician  in  each  case  where  a physician’s 
name  has  been  given  on  the  history  sheet, 
and  the  chest  clinic  receives  a record  of 
every  case. 

All  films  are  filed  at  the  school  health 
office  and  are  available  to  the  family 
physician  or  chest  clinic. 

For  simplicity,  the  cases  are  classified 
according  to  the  diagnosis  as  to  activity: 

Class  A — essentially  negative — no  evi- 
dence of  active  pulmonary  tuberculosis ; 

Class  B — apparently  healed  childhood 
type; 

Class  B2 — suspicious  of  activity; 

Class  C — probably  active. 

An  appropriate  letter  is  sent  to  the 
parents  of  each  child,  directing  them  to 
take  him  to  his  doctor  or  to  the  chest 
clinic  for  advice  and  treatment. 

The  school  nurse  delivers  the  notifiea- 
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tion  letter  to  the  home  in  all  “C”  (ap- 
parently active)  cases  and  discusses  the 
pupil’s  condition  with  the  parents,  stress- 
ing the  necessity  for  immediate  medical 
attention.  All  showing  parenchymal  in- 
volvement are  excluded  from  school. 

All  cases  are  followed  by  nurses  for  at 
least  two  years.  When  pupils  leave 
school  (graduate  or  discontinue)  the  home 
supervision  records  are  transferred  to  the 
generalized  nursing  bureau.  Pupils  mov- 
ing out  of  the  city  to  the  country  are  re- 
ferred to  the  outpatient  department  of 
the  county  sanatorium. 

The  value  and  success  of  this  or  any 
similar  tuberculosis  case-finding  campaign 
is  dependent  to  a great  extent  upon  the 
assistance  and  cooperation  of  the  medical 
profession  as  a whole.  To  make  satisfac- 
tory headway  the  profession  must  assume 
the  same  responsibility  for  tuberculous 
patients  that  it  does  for  patients  suffering 
from  other  diseases.  We  recommend  care- 
ful follow-up  and  care  of  all  cases  found  to 
be  positive  reactors,  and  stress  the  impor- 
tance of  tuberculin  tests,  or  x-rays,  of  all 
members  of  the  household  in  an  endeavor 
to  ascertain  the  source  of  infection. 

In  the  annual  report  of  the  Los  Angeles 
County  Health  Department,  California, 
for  1938,  Dr.  H.  O.  Swartout9  tells  how, 
in  a follow-up  service  in  which  six  addi- 
tional county  nurses  were  employed,  the 
families  of  positive  reactors  were  inter- 
viewed and  offered  the  tuberculin  test 
and  x-ray  through  the  county  health  de- 
partment clinics.  Out  of  1,998  persons 
tested,  927  were  positive,  841  were 
x-rayed,  and  25  active  cases  found — 
almost  as  many  as  in  the  school  survey, 
where  testing  9,556  pupils  resulted  in 
finding  28  active  cases. 

Apparently  in  Los  Angeles  County  this 
work  was  done  on  all  classes  of  patients, 
private  as  well  as  clinic,  regardless  of 
their  financial  status.  The  method  was 
a success  in  that  several  previously  un- 
known spreaders  of  disease  were  found, 
but  I am  wondering  what  the  reactions 
of  the  private  physicians  and  roent- 
genologists were. 

In  our  work  in  Syracuse  we  refer  all 
cases  back  to  the  family  physicians  and 


ask  them  to  check  on  the  other  members 
of  the  household  for  the  source  of  infec- 
tion. To  my  knowledge,  there  has  been 
none  discovered  here,  although  other 
members  of  the  family  who  have  been 
school  pupils  have  had  x-rays  taken  in 
school  and  some  of  these  were  found  to 
have  positive  findings. 

However,  the  death  rate  in  Syracuse 
from  tuberculosis  has  been  reduced  from 
59  per  100,000  in  1927,  to  29  in  1937 
(within  a ten-year  period).  There  is  no 
reason  to  believe  that  a decrease  to  10 
per  100,000,  or  even  complete  eradication 
of  the  disease,  is  unattainable,  but  this 
will  depend  upon  the  intensification  of 
present  methods  of  control,  particularly 
the  finding  of  cases  in  the  early  stage  of 
the  disease. 

The  case-finding  program  in  school  is 
particularly  valuable  for  this  reason,  in- 
asmuch as  the  cases  found  are  almost  all 
in  the  minimal  stage. 


Conclusions 

A tuberculosis  case-finding  survey  in 
school  is  valuable  because  it  spreads  the 
knowledge  of  the  control  of  tuberculosis 
(it  is  a form  of  health  education) . It  finds 
cases  early,  and  thereby  prevents  dis- 
ability and  the  expense  of  long  treatment. 
In  a measure  it  protects  public  health 
by  preventing  spread  of  infection  and  it 
may  lead  to  the  discovery  of  other  un- 
known cases. 

I have  purposely  omitted  giving  many 
statistics  in  this  paper  because  I wished  to 
present  them  in  the  following  tables. 
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TABLE  1. — Tuberculosis  Case-Finding  Surveys 


Number 

Number 

Latent 

Observation 

Place 

Tested 

Positive 

X-rayed 

Disease 

(Suspicious) 

Active 

Onondaga  Co.  (Brayton) 

7,237 

Grade  25% 
High  30% 

1,866 

397 

21 

29 

21% 

1.1% 

1.5% 

Chautauqua  Co.  (Rathbun) 

30,000 

7,171 

538 

50 

310 

High 

7.5% 

0.8% 

3.5% 

4.3% 

Massachusetts  (Chadwick) 

400,000 

28% 

112,000 

1.0% 

New  Haven  (Edwards) 

6,393 

Not  tested 

6,393 

463 

415 

Paper  film 

14% 

6.4% 

Sussex  Co.,  New  Jersey 

692 

205 

30 

30% 

4.3% 

Hampton,  Va. 

475 

205 

50 

10 

43% 

10% 

2.1% 

N.  Carolina  (McCain) 

25,048 

5,659 

4,707 

674 

431 

27.6% 

12% 

7.62% 

Syracuse  (2  years) 

4,281 

1,448 

1,266 

663 

127 

19 

34% 

52.3% 

10% 

1.5% 

Prepared  from  data  available  in  April,  1937 — shows  comparative  findings  of  surveys  in  eight  localities. 

Dr.  Edwards,  of  New  Haven,  using  paper  films,  x-rayed  without  first  tuberculin  testing  and  found  6.4%  tuberculous. 
Using  tuberculin  test  and  then  x-raying  positive  reactors,  he  found  12%  active  cases. 


TABLE  2. — Tuberculosis  Survey,  Syracuse  Schools — 11th  and  12th  Grades 
Tuberculin  Test  Summary — 1934-1935 


Public  Schools 

Parochial  Schools 

Combined 

Registration 

3,278 

487 

3,765 

Number  tested 

1,857—56.6% 

302—62% 

2,159—57% 

Number  read 

1,848—99.5% 

296—98% 

2,144—99.3% 

Positive 

636—34.4% 

109—36.8% 

745—34.7% 

Negative 

1,212—65.5% 

187—63.1% 

1,399—65.2% 

Syracuse  Survey — first  year  showed  slightly  higher  percentage  of  positive  reactors  in  parochial  schools — nearly  37%. 
The  combined  average  of  34.7%  is  considerably  more  than  the  23.5%  who  reacted  positively  this  year  (1938-1939) 
in  the  same  grades. 


TABLE  3. — Tuberculosis  Survey,  Syracuse  Schools — 11th  and  12th  Grades 
X-ray  Summary — 1934-1935 


Public  Schools 

Parochial  Schools 

Combined 

Number  x-rayed 

540 

89 

629 

M. 

276 

42 

318 

F. 

Class  A 

264 

200—37% 

47 

14—15.7% 

311 

214—34% 
10%  of  all 

M. 

99 

6 

105 

F. 

Class  B 

101 

271—50.1% 

8 

57—64% 

109 

328—52.13 
15%  of  all 

M. 

139 

27 

166 

F. 

Class  B2 

132 

61—11.1% 

30 

15—16.8% 

162 

76—12% 
3.5%  of  al 

M. 

34 

7 

41 

F. 

Class  C 

27 

8—1.4% 

8 

3—3.3% 

35 

11—1.7% 

0.5%  of  all 

M. 

4 

2 

6 

F. 

4 

1 

5 

Class  A — essentially  negative.  Class  B2 — suspicious  of  activity. 

Class  B — apparently  healed  childhood  type.  Class  C — probably  active. 

First  survey — findings  by  x-ray  of  positive  reactors.  Higher  percentage  of  active  and  suspicious  cases  in  parochial 
schools.  Also  about  equal  number  of  each  sex  in  each  classification.  The  active  cases  were  0.5%  of  all  tested  and 
1.7%  of  those  x-rayed. 


Discussion 

Dr.  Ralph  Horton,  Oneonta,  New  York — 
I wish  to  compliment  Dr.  Ay  ling  on  the  way 
he  has  gone  about  this  work  in  the  Syracuse 
schools  and  on  the  conclusions  he  has  reached. 
I shall  confine  my  remarks  to  the  case-finding 
aspects  of  this  subject.  The  value  of  any  pro- 
cedure in  case  finding  should  be  considered  in 
comparison  with  other  methods.  It  is  said 
that  there  is  need  for  a standard  of  tuberculin 
in  order  that  different  experiences  may  be  com- 


pared. If  this  is  true,  we  probably  should  also 
have  a standard  for  interpreting  the  pathology 
found  when  the  reactors  are  x-rayed. 

The  hospital  with  which  I am  associated 
serves  nine  rural  counties  in  upstate  New  York 
and  provides  a consultation  diagnostic  clinic 
service  for  patients  and  their  physicians  through- 
out that  district.  In  case  finding,  we  have  been 
primarily  interested  in  those  cases  that  are, 
or  may  become,  spreaders  of  tubercle  bacilli. 
This  practically  limits  us  to  cases  of  the  re- 
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TABLE  4. — Tuberculosis  Survey,  Syracuse  Schools 
Summary  of  Positive  Reactors — 1934-1935  and  1936 


Class 

A 

M. 

F. 

220 

237 

457 

Without 
Contact, 
Symptoms 
or  Family 
History 
281 

With 
Contact, 
Symptoms 
or  Family 
History 
176 

Cont. 

61 

13.3% 

Symp. 

140 

30.6% 

F.  H. 
45 

9.8% 

Tuberculin 

Reaction 

H 191 

2-| 151 

3H 80 

4H 21 

Unci.  14 

B 

M. 

F. 

350 

313 

663 

289 

374 

133 

20% 

292 

44% 

124 

18.7% 

1+— 217 

2-| 250 

3H 136 

4-| 35 

Unci.  25 

B2 

M. 

F. 

71 

56 

127 

44 

83 

47 

37% 

73 

57% 

37 

29% 

1H 33 

2-| 50 

3H 26 

4H 13 

Unci.  5 

C 

M. 

F. 

10 

9 

19 

2 

17 

37% 

16 

84% 

8 

42% 

1+—  2 
2+—  7 

3-t 8 

4H 2 

Unci.  0 

Class  A — essentially  negative.  Class  B2 — suspicious  of  activity. 

Class  B — apparently  healed  childhood  type.  Class  C — probably  active. 

Summary  of  findings  for  first  two  surveys  showing  tuberculin  reactions  in  each  classification — only  two  4 plus 
reactors  in  Class  “C,”  whereas  there  are  many  in  other  classes — even  21  in  Class  “A.”  Apparently  the  amount  of 
reaction  to  a tuberculin  test  is  in  no  way  indicative  of  the  amount  of  disease  one  will  find  by  further  study.  Two  of  the 
active  “C”  cases  were  only  1 plus  reactors.  Also  note  that  2 “C”  cases  gave  no  history  of  contact,  symptoms,  or  of 
tuberculosis  in  relatives. 


TABLE  5. — Tuberculosis  Survey,  Syracuse  Schools 
Summary — Four  Years 


Grades 
and  Year 

Reg. 

Tbn. 

Tests 

Number 

Read 

Pos. 

Neg. 

Number 

X-rayed 

A 

B 

B2 

C 

11  & 12 

3,765 

2,159 

2,144 

745 

1,399 

629 

214 

328 

76 

11 

1934-1935 

57% 

99.3% 

34.7% 

65.2% 

84.4% 

34% 

52.1% 

12% 

1.7% 

8 & 11 

3,553 

2,122 

2,120 

703 

1,417 

of  Pos. 
637 

243 

335 

51 

8 

1935-1936 

52.7% 

99.4% 

33% 

66.9% 

90.8% 

38% 

52.5% 

8% 

1.2% 

10  & 11 

5,201 

2,358 

2,355 

843 

1,512 

of  Pos. 
771 

364 

368 

32 

7 

1936-1937 

45.3% 

99.8% 

35.8% 

64.2% 

91.4% 

47.2% 

47.7% 

4.1% 

0.9% 

9 & 10 

6,690 

3,753 

3,739 

1,124 

2,615 

of  Pos. 
1,058 

444 

548 

64 

2 

1937-1938 

56% 

99.6% 

30.1% 

69.9% 

93.2% 

42% 

51.7% 

6% 

0.2% 

Total 

19,209 

10,392 

10,358 

3,415 

6,943 

of  Pos. 
3,095 

1,265 

1,579 

223 

28 

54.1% 

99.6% 

32.9% 

67% 

90.6% 
of  Pos. 

40.9% 

50.9% 

7.2% 

0.9% 

Class  A — essentially  negative.  Class  B2 — suspicious  of  activity. 

Class  B — -apparently  healed  childhood  type.  Class  C — probably  active. 

Summary  of  four  years’  work — average  response  was  54.1%  of  registration — over  3,000  were  x-rayed,  28  active  and 
223  suspicious  cases  were  found.  There  has  been  a decrease  each  year  in  the  number  of  active  “C”  cases  found.  This 
year,  the  fifth  in  our  survey,  there  is  also  a marked  decrease  in  the  percentage  of  positive  reactors. 


infection  or  adult  type  of  the  disease.  The 
primary,  or  childhood  type  infections  that  we 
see  in  children,  we  regard  as  a challenge  to  us  in 
locating  the  source  of  their  infections,  as  it  is 
these  spreaders  in  whom  we  are  most  interested. 
While  some  of  the  childhood  type  infections 
may  require  treatment,  most  of  them  do  well 
if  the  contact  is  broken,  and  in  many  it  is  merely 
an  incident  of  past  history  and  of  little  present 
clinical  importance.  Our  experience  has  been 
that  we  can  find  more  cases  of  tuberculosis  by 
the  examination  of  adults,  particularly  contacts, 
patients  with  suspicious  symptoms,  those  in 


certain  industries,  and  those  in  the  lower  eco- 
nomic groups,  than  by  any  other  method.  In 
these  patients  we  find  the  chief  value  of  the 
tuberculin  test  in  differential  diagnosis  and  as  a 
guide  to  a certain  extent  in  determining  how 
frequently  and  for  how  long  contacts  should  be 
periodically  examined.  If  contact  with  the 
source  case  is  permanently  broken,  we  believe 
that  negative  reactors  can  be  discharged  from 
further  supervision. 

Through  our  clinics  we  have  provided  x-rays 
for  the  reactors  of  tuberculin  tests  that  have 
been  made  by  school  physicians  and  county 


1468 


WILLIAM  E.  AY  LING 


[N.  Y.  State  J.  M. 


Table  6. — Tuberculosis  Surveys,  Syracuse  Schools 
Summary  of  Positive  Reactors — Four  Years 


Without 
Contact, 
Symptoms 
or  Family 

Class  History 

A 712 

1,265 

B 689 

1,579 

B2  77 

M.  134 

F.  89 

223 

C 3 

M.  15 

F.  13 

28 


With 
Contact, 
Symptoms 
or  Family 
History 

Cont. 

553 

145 

890 

11.4% 

318 

146 

20.1% 

68 

25 

30.4% 

11 

39.2% 

Symp. 

F.  H. 

465 

121 

36.7% 

9.5% 

726 

279 

45.9% 

17.6% 

136 

59 

60.9% 

26.4% 

22 

12 

78.5% 

42.7% 

Class  A — essentially  negative.  Class  B2 — suspicious  of  activity. 

Class  B — apparently  healed  childhood  type.  Class  C — probably  active. 

It  is  to  be  noted  from  this  table  that  although  the  highest  percentage  (39.2%)  giving  a history  of  contact  were  “C” 
cases,  the  remaining  larger  number  of  cases  in  this  group  (60.8%)  would  have  been  missed  if  our  efforts  were  confined 
to  examining  known  contacts.  This  is  true  also  for  the  B2,  or  “suspicious”  cases. 


medical  societies  in  eight  of  the  nine  counties 
of  the  hospital  district.  Perhaps  because  we 
are  dealing  with  schools  in  smaller  communities 
than  Dr.  Ayling’s  group,  our  percentage  of 
reactors  among  high  school  juniors  and  seniors 
has  been  slightly  less  than  his — 27  per  cent  in 
our  series.  The  yield  in  cases  of  reinfection 
type  pulmonary  tuberculosis  was  0.1  of  1 per 
cent  in  this  group.  One  would  think  from  a 
study  of  the  morbidity  and  mortality  statistics 
that  the  age  group  of  high  school  juniors  and 
seniors  would  yield  a significant  number  of 
cases  of  reinfection  type  tuberculosis.  Possibly 
the  reason  we  do  not  find  them  is  that  in  many 
instances  the  cases  in  this  age  group  have  already 
been  discovered  through  the  operation  of  a 
diagnostic  service  that  provides  x-rays  of  con- 
tacts and  patients  with  symptoms. 

When  all  school  grades  were  tuberculin  tested, 
we  found  only  19  per  cent  reactors,  and  the  yield 
of  cases  so  small  that  we  came  to  the  same  con- 
clusion as  Dr.  Ay  ling — that  from  a case-finding 
standpoint,  it  is  not  worth  while  to  include 
grades  below  the  high  school  juniors  and  seniors. 
The  morbidity  and  mortality  statistics  may 
explain  this.  Tuberculosis  is  a relatively 
benign  disease  among  grade  school  children, 
and  of  all  the  deaths  from  tuberculosis,  only 
3.4  per  cent  of  them  occur  in  those  under  15 
years  of  age,  and  the  majority  of  these  are  in 
infants  and  preschool  children. 

In  the  examination  of  school  faculties  and 
employees,  we  sometimes  omitted  the  tuberculin 
test  and  x-rayed  the  entire  group.  We  found 
0.6  of  1 per  cent  of  this  group  to  have  active 
pulmonary  tuberculosis — six  times  as  much 
tuberculosis  as  in  the  pupils.  We  consider 
the  examination  of  this  group  one  of  the  most 


important  in  a school  tuberculosis  program, 
not  only  for  case  finding  but  from  the  standpoint 
of  education  and  public  health. 

Dr.  John  H.  Korns,  Olean,  New  York — Dr. 
Ayling  has,  I believe,  correctly  appraised  the 
value  of  the  tuberculin  test  among  school 
children,  at  least  here  in  the  North,  whether 
old  tuberculin  or  purified  protein  derivative  be 
used. 

When  a school  health  director  makes  use  of 
modern  means  to  find  any  active  tuberculosis 
that  may  be  present  among  the  pupils,  he  is  to 
be  commended.  His  methods  may  not  be 
perfect.  In  fact,  no  method  so  far  has  been 
found  to  be  perfect  as  a case-finding  procedure. 
If  I call  attention  to  the  limitations  of  Dr. 
Ayling’s  program,  it  is  not  because  I would  do 
the  job  differently  were  I in  Dr.  Ayling’s  place. 
That  there  are  limitations,  however,  is  evident. 

Not  all  young  people  reach  the  junior  class 
in  high  school.  Many  drop  out  during  the 
earlier  years.  Those  who  drop  out,  and  usually 
they  would  be  in  the  lower  economic  group, 
would  not  be  reached  by  Dr.  Ayling’s  program. 
Moreover,  with  all  the  splendid  preliminary 
educational  effort  that  Dr.  Ayling  makes,  only 
54  per  cent  of  those  juniors  and  seniors  enrolled 
consented  to  tuberculin  testing.  Presumably 
those  not  tested  were  not  x-rayed. 

Retesting  annually  of  nonreactors  is  good  but 
not  good  enough.  As  an  illustration  I may 
cite  an  experience  in  Cattaraugus  County  during 
the  school  year.  A family  moved  into  the 
county  from  Indianapolis  with  one  daughter 
aged  18  who  had  a cough.  Fortunately  a 
physician  suspected  tuberculosis.  Her  sputum 
was  positive.  Within  a week  she  was  in  the 
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sanatorium.  The  brother  and  two  sisters 
showed  strongly  positive  tuberculin  reactions. 
This  girl  might  have  entered  school  and  infected 
a number  of  other  pupils  before  the  routine 
annual  tuberculin  testing  and  x-raying  would 
have  discovered  her.  This  emphasizes  Dr. 
Ayling’s  very  good  point  that  much  of  the 
success  of  case  finding  must  depend  on  the 
family  physician. 

Dr.  Ayling  found  in  Table  6,  among  contact 
reactors,  2.0  per  cent  who  probably  had  active 
tuberculosis,  but  among  noncontact  reactors 
only  0.2  per  cent.  In  other  words,  had  an 
official  or  nonofficial  case-finding  agency  properly 
x-rayed  all  contacts,  this  2.0  per  cent  would  have 
been  discovered  routinely.  In  Cattaraugus 
County,  where  contacts  have  been  consistently 
followed,  the  routine  x-raying  of  juniors  and 
seniors  in  high  school  has  been  practically 
abandoned,  since  so  few  cases,  other  than  those 
found  through  the  examination  of  contacts, 
have  been  discovered. 

Where  the  tuberculosis  death  rate  is  only  29 
per  100,000,  as  in  Syracuse,  one  would  expect 
the  infection  curve  and  the  attack  rate  to  be 
low  during  adolescence.  Dr.  Plunkett,  of  the 


State  Department  of  Health,  and  others,  on 
the  basis  of  experience,  urge  that  more  emphasis 
be  laid  on  case  finding  among  adults,  since  the 
incidence  of  pulmonary  tuberculosis  increases 
with  age.  Our  Cattaraugus  County  experience 
leads  us  to  emphasize  this  also.  In  so  far  as 
this  affects  the  school  program,  it  would  lead 
to  stressing  the  x-raying  of  teachers  and  other 
school  employees.  I suppose  Dr.  Ayling  sees 
that  this  is  done,  though  he  has  not  mentioned 
it  in  his  paper.  In  Cattaraugus  County  in  the 
past  year,  out  of  about  100  teachers  x-rayed, 
3 were  found  to  have  significant  pulmonary 
tuberculosis.  Two  of  these  are  now  in  sana- 
toria. The  third  is  being  allowed  to  continue 
under  observation,  as  the  lesion  seems  to  be 
stabilized. 

Where  the  tuberculosis  death  rate  is  high  and 
there  is  no  adequate  case-finding  agency  operat- 
ing in  the  community  at  large,  a school  program 
such  as  Dr.  A3rling’s  will  discover  a good  many 
cases  of  tuberculosis  that  would  otherwise  be 
missed.  When  the  death  rate  is  low,  and  such 
community  case-finding  procedures  are  pro- 
vided for,  the  justification  of  a separate  school 
program  may  depend  on  the  cost  per  diagnosis. 


ABORTIONS  BY  THE  MILLION 

A war  which  each  year  snuffed  out  the  lives 
of  10,000  Americans  and  made  permanent  in- 
valids of  another  100,000  would  scarcely  be 
considered  a minor  one,  and  yet  this  is  the  toll 
exacted  yearly  of  American  womanhood  by 
abortion.  Obviously,  it  is  impossible  to  esti- 
mate the  number  of  abortions  which  are  per- 
formed in  this  country,  but  a figure  as  high  as 

2.000. 000  is  often  cited,  and  the  most  conserva- 
tive estimates  place  the  number  in  excess  of 

600.000.  It  is  a natural  concomitant  that  a 
high  mortality  and  a high  morbidity  should 
follow  in  the  wake  of  such  a widespread  prac- 
tice, since  the  act  itself  is  illegal  and  therefore 
in  the  hands  of  women  unversed  in  surgical 
technic  and  of  doctors  whose  unholy  desire  for 
money  makes  them  oblivious  to  the  welfare  of 
their  patients. 

Contrary  to  general  belief,  women  who  seek 
a termination  to  their  pregnancies  are  not 
those  who  have  conceived  out  of  wedlock,  ex- 
cept in  a small  proportion  of  cases,  says  a writer 
in  The  Medical  World.  Studies  have  shown 
that  the  highest  percentage  of  abortion  fatalities 
has  occurred  in  married  women  in  the  fourth 
decade  of  life  who  have  been  pregnant  six  or 
seven  times,  and  presumably  this  is  an  index  to 
the  status  and  ages  of  women  who  seek  abortion. 


Undoubtedly,  the  chief  cause  is  economic 
Normal  sexual  relationships  are  desired  and  prac- 
ticed by  couples  who  cannot  afford  large  families, 
and  the  professional  abortionists  throughout  the 
land  profit  thereby  to  the  extent  of  the  almost  un- 
believable sum  of  $100,000,000  a year.  Is  it  any 
wonder  that  a business  which  collects  so  much 
money  can  protect  itself  so  well  that  but  three 
doctors  were  convicted  of  the  crime  in  New  York 
City  in  nearly  twenty  years  and  but  nine  in 
Chicago  in  ten  years?  The  abortion  business  is 
so  tied  in  with  crooked  politicians  and  police 
that  a conviction  is  well-nigh  impossible.  Prob- 
ably any  city  doctor  could  name  offhand  several 
abortionists  in  his  community  who  are  doing  a 
thriving  business  and  whose  means  of  livelihood 
are  known  to  all,  and  yet  go  on  year  after  year 
without  a curb  to  their  activities. 

When  one  speaks  of  the  means  of  liveli- 
hood of  these  illegal  practitioners,  he  is  talking 
of  sizable  figures.  From  $20,000  to  $30,000 
a year  is  a not  too  unusual  income,  so  that  abor- 
tion has  been  called  the  most  profitable  medical 
specialty.  The  marvel  is  not  that  so  many 
physicians  have  prostituted  their  profession, 
but  that  so  few  have  placed  the  lure  of  easy 
money  above  the  ideals  of  medical  practice. 


STUDIES  IN  WATER  METABOLISM  IN  RELATION  TO  THE 
NERVOUS  SYSTEM* 


Rowland  T.  Bellows,  M.D.,  Rochester,  New  York 

{Department  of  Surgery,  Neurosurgical  Division,  University  of  Rochester,  School  of  Medicine  and 

Dentistry,  Rochester,  New  York ) 


It  is  well  known  that  certain  diseases 
and  injuries  of  the  nervous  system 
may  produce  disturbances  in  the  water  ex- 
change. These  disturbances  generally 
are  manifested  by  polyurias  of  varying 
duration.  Some  are  accompanied  by 
polydipsia,  or  excessive  thirst,  in  which 
event  they  are  called  diabetes  insipidus. 
This,  too,  is  generally  considered  to  be 
primarily  a polyuria  of  either  temporary  or 
permanent  duration.  Our  studies  indi- 
cate that  there  are  at  least  two  types  of 
diabetes  insipidus,  and  that  in  each  of 
them  diuresis  is  not  the  only  function  dis- 
turbed.1 Thirst,  water  metabolism,  and 
sodium  chloride  metabolism  also  appear 
to  be  deranged.  The  normal  operation 
of  these  functions  is  regulated  by  an  intri- 
cate hypothalamico-hypophyseal  mecha- 
nism. 

Experimental  operations  in  the  pitui- 
tary region  of  the  dog  frequently  cause  a 
striking  polyuria  and  polydipsia  of  about 
seven  days’  duration.  When  the  water 
intake  is  restricted  to  the  normal  amount, 
the  polyuria  is  of  a very  low  grade  and  in 
some  instances  is  nearly  imperceptible. 
It  therefore  seems  likely  that  the  marked 
polyuria  observed  in  these  cases  of  tempo- 
rary diabetes  insipidus  is  largely  second- 
ary to  the  polydipsia.  This  conclusion 
appears  substantiated  when  temporary 
diabetes  insipidus  is  produced  in  the  dog 
that  has  a fistula  of  the  esophagus.  In 
such  a dog,  water  that  is  sham-drunk 
does  not  enter  the  body.  The  fistulous 
dog  may  be  maintained  indefinitely 
with  a diet  of  food  and  water  which  suf- 
fices to  keep  him  adipsic.  After  opera- 
tion the  fistulous  animal  has  a slight 

* Aided  by  a grant  from  the  John  and  Mary  R. 
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polyuria  for  a day  or  two.  In  addition, 
however,  he  has  a polydipsia  and  sham- 
drinks  persistently  for  about  seven  days. 
It  is  evident  that  temporary  diabetes 
insipidus  consists  of  simultaneous  poly- 
uria and  polydipsia.  Temporary  dia- 
betes insipidus  is  commonly  seen  in 
human  subjects  after  the  excision  of 
pituitary  and  suprasellar  tumors. 

Permanent  diabetes  insipidus  may  also 
be  produced  by  experimental  lesions  in 
the  pituitary  region.  Permanent  dia- 
betes insipidus  occurs  in  two  phases  sepa- 
rated by  a remission.  The  temporary 
initial  phase  lasts  about  seven  days. 
After  the  remission,  the  permanent  phase 
begins  on  about  the  tenth  day.  When 
permanent  diabetes  insipidus  is  produced 
in  a dog  with  an  esophageal  fistula,  the 
temporary  phase  is  recognized  by  its 
slight  polyuria  and  great  polydipsia  as 
being  identical  with  temporary  diabetes 
insipidus.  The  permanent  phase,  how- 
ever, which  reaches  its  crest  sixteen  to 
twenty-one  days  after  operation,  is  dis- 
tinctly different.  There  is  no  polyuria; 
the  amount  of  the  urine  appears  to  be 
governed  by  the  limited  water  intake. 
The  sham-drinking  persists,  however, 
as  long  as  the  animal  is  kept  alive.  This 
indicates  that  in  the  permanent  phase  of 
experimental  diabetes  insipidus  poly- 
dipsia is  the  primary  factor,  and  that  the 
polyuria  of  the  intact  dog  is  secondary 
to  the  increased  water  intake.  The 
chronic  diabetes  insipidus  suffered  by 
man  is  undoubtedly  the  counterpart  of  the 
permanent  phase  in  experimental  ani- 
mals. Because  the  onset  is  usually  in- 
sidious in  man,  the  initial  temporary 
phase  either  does  not  develop  or  fails  to 
be  recognized. 
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These  experiments  confirm : (1)  the  long- 
recognized  fact  that  polyuria  may  result 
from  nervous  lesions;  (2)  that  excessive 
thirst,  or  polydipsia,  may  also  be  pro- 
voked by  nervous  lesions;  and  (3)  that 
two  different  types  of  diabetes  insipidus 
are  obtained  by  the  same  lesion  in  the 
pituitary  region. 

There  are  other  features  of  the  per- 
manent phase  of  experimental  diabetes 
insipidus  that  have  not  received  the  at- 
tention they  deserve:  (1)  When  the  in- 

take of  dogs  is  unrestricted,  there  is  a dis- 
proportion between  the  intake  and  out- 
put; that  is,  the  difference  between  the 
intake  and  output  is  greater  than  it  was 
before  operation.  This  disproportion  dis- 
appears when  the  intake  is  restricted  to 
the  normal  amount.  (2)  Diabetic  dogs 
invariably  gain  weight,  often  nearly 
doubling  their  weight  within  a year. 
On  the  other  hand,  when  the  intake  is  re- 
stricted, the  diabetic  dog  maintains  a 
constant  weight.  These  observations  sug- 
gest that  the  diabetic  dog  does  not  lose 
water,  but  on  the  contrary  gains  water 
when  the  polydipsia  is  satisfied  by  water 
ingestion.  Many  observers  have  noted  a 
polyuria  when  the  intake  is  restricted  for 
short  periods,  but  we  have  found  that 
excessive  urine  output,  if  present  at  all, 
lasts  only  a day  or  two.  Thereafter  the 
urine  output  is  proportional  to  the  re- 
stricted intake  indefinitely,  and  signs  of 
dehydration  do  not  develop.  It  appears 
probable,  then,  that  the  regulation  of 
water  balance  is  impaired  as  the  result  of 
these  nervous  lesions  that  produce  poly- 
uria and  polydipsia. 

The  sodium  chloride  metabolism  like- 
wise appears  to  be  deranged  in  diabetes 
insipidus.  When  a dose  of  sodium  chlo- 
ride is  given,  the  polydipsia  and  poly- 
uria are  temporarily  aggravated,  and  the 
excess  sodium  chloride  is  rapidly  elimi- 
nated. The  increase  in  the  water  ex- 
change is  greater  than  it  is  in  the  normal 
animal  after  a similar  dose  of  sodium 
chloride.  When  an  isotonic  (0.9  per 
cent)  solution  of  sodium  chloride  is  given 
the  diabetic  dog  to  drink  instead  of  water, 
equilibrium  is  not  achieved  this  easily, 
for  the  result  of  the  increased  fluid  ex- 


change is  the  ingestion  of  more  sodium 
chloride,  which  in  turn  further  increases 
the  fluid  exchange.  If  this  is  permitted 
to  go  on  indefinitely,  the  dog  achieves 
equilibrium  at  a level  of  water  exchange 
ten  times  the  usual  diabetic  level  and 
fifty  times  the  normal  level.  In  fact  he 
may  drink  his  weight  in  saline  solution  in 
twenty-four  hours.  Hypotonic  drinking 
solutions  of  sodium  chloride  similarly 
increase  the  water  exchange  but  to  a 
less  striking  degree.  In  the  normal  in- 
dividual sodium  chloride  drinking  solu- 
tions do  not  increase  the  voluntary  water 
intake  by  more  than  about  10  per  cent. 
These  experiments  indicate  that  sodium 
chloride  is  either  diuretic  or  polydipsic, 
but  the  clue  as  to  which  is  not  forth- 
coming. 

When  the  drinking  solution  of  sodium 
chloride  is  limited  to  the  amount  of 
water  usually  drunk,  a different  result 
ensues.  The  drinking  solution  is  con- 
sumed more  rapidly  than  it  is  excreted. 
After  the  limited  amount  of  solution  has 
been  entirely  consumed,  the  animal  has  a 
polyuria  which  causes  an  actual  water 
deficit.  We  therefore  conclude  that  so- 
dium chloride  is  both  polydipsic  and 
diuretic  in  diabetes  insipidus. 

The  substitution  of  sodium  chloride 
solution  for  drinking  water  also  increases 
the  fluid  exchange  in  a dog  with  latent 
diabetes  insipidus.  This  observation,  we 
believe,  is  of  clinical  significance,  for  in 
human  individuals  a low-grade  or  doubt- 
ful diabetes  insipidus  may  be  demon- 
strated by  the  ingestion  of  sodium  chlo- 
ride in  physiologic  proportions.  The 
ensuing  augmentation  of  the  fluid  ex- 
change or  the  complaint  of  polydipsia 
does  not  occur  in  the  normal  individual. 

The  causes  of  these  disorders  are  only 
partially  understood.  It  is  evident  that  a 
different  mechanism  is  responsible  for 
each  of  the  two  phases  of  diabetes  in- 
sipidus described. 

A hypothalamico-hypophyseal  ner- 
vous-hormonal mechanism  seems  to  be 
concerned  in  the  regulation  of  water 
balance.2  A certain  derangement  of  this 
mechanism  is  responsible  for  the  perma- 
nent phase  of  diabetes  insipidus.  From 
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the  supraoptic  nuclei  in  the  hypothala- 
mus, unmyelinated  nerve  fibers  course 
down  the  infundibulum  to  the  pars  ner- 
vosa of  the  hypophysis.  This  innerva- 
tion appears  to  be  essential  for  the  elabo- 
ration of  posterior  lobe  principles,  which 
normally  regulate  the  water  economy. 
Interference  with  the  nervous  innerva- 
tion of  the  pars  nervosa,  or  removal  of  the 
posterior  lobe  and  stalk,  results  in  the 
permanent  phase  of  diabetes  insipidus. 
The  pars  anterior  is  also  concerned  in  the 
regulation  of  water  balance,  for  its  pres- 
ence is  essential  to  the  development  and 
maintenance  of  the  permanent  phase  of 
diabetes  insipidus.  Thus  several  specific 
injuries  may  result  in  diabetes  insipidus: 
(1)  destruction  of  the  supraoptic  nuclei 
(Fisher,  Ingram,  and  Ransom2) ; (2) 

interruption  of  the  hypothalamico-hypo- 
physeal  tract  as  it  enters  the  stalk  (hypo- 
thalamic “punctures”);  (3)  resection  of 
the  stalk  (Keller3);  (4)  compression  of 
the  stalk  with  a silver  clip  (Cushing,4  and 
others) ; and  (5)  posterior  lobectomy  in- 
cluding the  stalk  (Fisher,  Ingram,  and 
Ransom,2  and  others). 

The  temporary  phase  of  diabetes  in- 
sipidus, however,  appears  to  differ  from 
the  permanent  phase  in  both  nature  and 
origin.  In  experimental  animals  and  in 
man  it  may  occur  alone,  whereas  the  per- 
manent phase  nearly  always  is  preceded 
by  the  temporary  phase.  It  may  also 
be  superimposed  upon  a previously  exist- 
ing permanent  phase.  The  temporary 
phase  not  only  follows  all  the  injuries  that 


result  in  the  permanent  phase,  but  also 
follows  others  that  fail  to  cause  per- 
manent diabetes  insipidus,  such  as  total 
hypophysectomy  and  simple  manipula- 
tions in  the  pituitary  region.  The  mecha- 
nism responsible  for  the  temporary  phase 
is  not  understood.  It  is  probable,  how- 
ever, that  it  is  caused  by  the  tempo- 
rary traumatic  paralysis  of  other  factors 
that  are  concerned  in  the  regulation  of  the 
water  balance. 

Diabetes  insipidus  is  an  instrument  by 
means  of  which  further  insight  is  gained 
into  the  physiologic  processes  that  con- 
trol or  regulate  the  water  economy  of  the 
body.  There  are  two  phases  or  types  of 
diabetes  insipidus,  which  are  unlike  each 
other.  These  indicate  that  there  may  be 
two  mechanisms  in  the  central  nervous 
system  that  influence  the  water  economy. 
The  permanent  phase  is  caused  by  the 
derangement  of  a mechanism  involving 
hypothalamus,  infundibulum,  pars  pos- 
terior, and  pars  anterior  of  the  pituitary 
gland.  Another  mechanism  is  seemingly 
responsible  for  temporary  diabetes  in- 
sipidus. Four  processes  have  been  found 
to  be  controlled  by  one  or  both  of  these 
mechanisms:  diuresis,  thirst,  water  ex- 

change, and  sodium  chloride  balance. 

References 

1.  Bellows,  R.  T.,  and  Van  Wagenen,  W.  P.:  J. 

Nerv.  & Ment.  Dis.  88:  417  (1938). 

2.  Fisher,  C.,  Ingram,  W.  R.,  and  Ransom,  S.  W. : 
Diabetes  Insipidus,  Edwards  Brothers,  Inc.,  Ann  Arbor, 
Michigan,  1938. 

3.  Keller,  A.  D.:  Proc.  Soc.  Exper.  Biol.  & Med. 

38:  31  (1938). 

4.  Cushing,  H.:  Studies  in  Intracranial  Physiology 

and  Surgery,  Oxford  University  Press,  London,  1926. 


FAT  FIELD  FOR  FAKIRS 

There  is  more  quackery  in  the  field  of  weight 
reduction  than  in  anything  else.  Dr.  E.  Perry 
McCullagh,  of  the  Cleveland  Clinic,  told  the 
Alumni  Association  of  the  University  of  Buffalo 
Medical  School  recently. 

“With  proper  management,  any  obese  indi- 
vidual can  be  brought  within  the  normal  range,” 
he  declared. 


“There  is  more  quackery  in  this  field  than  in 
anything  else.  Corsets  and  belts  are  useless  in 
reducing  obesity.  Powders,  such  as  bath  powders 
are  useless.  Laxatives  are  particularly  bad. 
The  only  good  method  to  follow  is  a carefully 
calculated  diet,  low  in  calories,  adequate  in 
proteins,  minerals,  and  vitamins,  and  under  the 
guidance  of  a physician.” 


THE  LIMITATIONS  OF  THE  INJECTION  TREATMENT 
OF  HEMORRHOIDS 

Sylvan  D.  Manheim,  M.D.,  and  Leonard  J.  Druckerman,  M.D.,  New  York  City 
( From  the  Rectal  Clinic  and  Surgical  Service  of  Dr.  John  Garlock,  Mt.  Sinai  Hospital,  New  York  City) 


Although  the  injection  treatment  of 
l hemorrhoids  is  an  accepted  form  of 
therapy  today,  it  is  by  no  means  the 
panacea  that  some  proctologists  would 
have  us  believe.  Unfortunately,  because 
the  procedure  is  easily  mastered,  it  is 
being  used  for  a variety  of  conditions  for 
which  it  is  totally  unsuited.  The  method 
has  been  widely  publicized  as  a painless 
“cure”  for  hemorrhoids,  requiring  neither 
hospitalization  nor  loss  of  time  from  work. 
The  lay  public  believes  that  hemorrhoids 
are  the  cause  of  most  rectal  conditions, 
and  when  they  become  afflicted  with  a 
rectal  ailment,  they  often  request  the 
injection  treatment  before  an  examination 
is  made.  If  the  patient  does  have  hemor- 
rhoids, pressure  is  brought  to  bear  on  the 
physician  to  administer  the  injection 
therapy,  irrespective  of  the  indications. 
The  frequent  failures  and  the  occasional 
painful  complications  that  may  follow 
are  undoubtedly  bringing  the  method  into 
disrepute.  This  is  a distinct  loss  to  both 
the  profession  and  the  public,  for  the 
injection  treatment  has  a definite  place 
in  proctologic  therapy.  It  is  of  primary 
importance,  therefore,  that  physicians 
realize  that  there  are  limitations  to  the 
sclerosing  therapy  of  hemorrhoids. 

It  is  important  to  stress  at  the  begin- 
ning that  the  injection  treatment  of 
hemorrhoids  is  not  a cure,  but  merely  a 
treatment  productive  of  temporary  bene- 
ficial results.  Upon  the  institution  of 
proper  rectal  hygiene  and  habits,  the 
temporary  relief  originally  obtained  by 
the  injection  therapy  may,  in  properly 
selected  cases,  result  in  more  or  less  per- 
manent cessation  of  symptoms.  The 
object  of  the  treatment  is  the  formation  of 
fibrous  tissue  by  a submucous,  peri- 
venous infiltration  of  an  irritating  solu- 
tion. This  fibrous  tissue  performs  two 
functions.  By  its  presence  between  the 


plexus  of  veins  and  the  overlying  mucous 
membrane,  it  lessens  the  tendency  of 
the  veins  to  rupture  with  subsequent 
bleeding.  By  virtue  of  the  ultimate  con- 
traction of  this  scar,  the  varicosities  be- 
come obliterated  by  pressure.  Whether 
or  not  the  effect  of  this  fibrous  tissue  is 
permanent  is  debatable,  but  its  immediate 
result  is  certain.  There  are  some  who 
claim  that  the  purpose  of  the  injection 
treatment  should  be  the  production  of 
sloughs,  which  destroy  the  hemorrhoid 
completely.  This  could  be  an  effective 
method  were  it  not  for  the  fact  that  it  is 
impossible  to  control  the  size  and  sub- 
sequent extension  of  the  slough.  Rather 
than  risk  the  undesirable  complications 
that  might  follow  any  attempt  to  cure 
hemorrhoids  by  the  production  of  numer- 
ous sloughs,  it  is  obviously  much  safer  to 
extirpate  them  surgically.  Only  by  this 
method  can  one  safely  limit  the  amount 
of  tissue  to  be  removed. 

There  is  no  hard  and  fast  rule  con- 
cerning the  type  of  case  to  be  selected  for 
the  injection  treatment.  In  general,  it 
may  be  said  that  the  ideal  case  is  one 
presenting  uncomplicated  internal  hemor- 
rhoids that  do  not  protrude  or  protrude 
only  slightly  on  defecation.  Usually 
bleeding  is  the  presenting  symptom. 
In  this  group,  one  can  assure  the  patient 
of  immediate  relief  from  bleeding,  and 
permanent  freedom  from  symptoms,  pro- 
vided the  injection  treatment  is  thorough 
and  proper  bowel  habits  are  developed. 
Uncomplicated  large  internal  hemor- 
rhoids that  protrude  to  such  an  extent 
as  to  require  manual  reposition  following 
defecation,  may  also  be  injected;  in 
these  cases,  however,  the  results  are  short- 
lived. Inasmuch  as  the  prolapse  is  due 
to  redundant  mucous  membrane,  it  is 
obvious  that  the  fibrous  tissue  obtained 
by  the  treatment  will  eventually  become 
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stretched  by  repeated  acts  of  defecation, 
and  that  the  prolapse  will  recur.  Before 
injecting  this  type  of  hemorrhoid,  the 
patient  should  be  made  cognizant  of  the 
temporary  benefits  and  of  the  great 
possibility  of  recurrence.  Furthermore, 
the  injection  treatment  in  this  type  of 
case  is  not  without  danger.  There  is 
always  the  possibility  of  a prolapse  oc- 
curring soon  after  an  injection,  especially 
during  the  act  of  defecation.  If  this 
prolapse  is  not  replaced  immediately, 
the  entire  hemorrhoidal  area  may  become 
imprisoned  outside  the  rectum  by  the 
spastic  sphincter  muscles  and  may  event- 
ually become  gangrenous. 

The  injection  method  is  contraindicated 
under  certain  conditions.  Irrespective 
of  the  method  or  solution  employed,  the 
injection  of  external  hemorrhoids  will 
induce  severe  pain,  swelling,  and  even 
slough.  Thrombosed  external  hemor- 
rhoids are  not  amenable  to  injection 
therapy.  If  they  are  small  and  slightly 
painful  they  will  subside  quickly;  if 
they  are  large  and  painful,  relief  may  be 
obtained  by  excision.  The  acutely  pro- 
lapsed internal  hemorrhoid  is  usually 
inflamed,  thrombosed,  and  edematous; 
injection  treatment  under  such  circum- 
stances is  not  indicated,  and  may  be 
followed  by  disastrous  results. 

Many  cases  of  small  internal  hemor- 
rhoids are  associated  with  other  rectal 
conditions  that  must  be  treated  surgi- 
cally, such  as  perianal  fistula,  crypt  ab- 
scess, hypertrophied  and  inflamed  pa- 
pillae, anal  ulcer,  etc.  Although  it  may 
be  correct  to  excise  the  associated  le- 
sions and  subsequently  inject  the  hemor- 


rhoids, it  is  wiser  and  more  expedient 
to  remove  the  entire  anal  pathology  at 
one  time. 

It  is  important  to  emphasize  that 
injection  treatment  should  never  be 
employed  in  the  presence  of  infection. 
If,  for  one  or  another  reason,  the  scleros- 
ing therapy  must  be  used,  the  infection 
should  be  eradicated  first. 

It  is  often  necessary  to  substitute  in- 
jection therapy  for  surgical  treatment  be- 
cause of  constitutional  conditions  that 
contraindicate  operation.  Thus,  preg- 
nancy, senility,  severe  diabetes,  recent 
coronary  artery  occlusion,  severe  vascular 
or  renal  disease,  and  many  other  condi- 
tions call  for  injection  treatment  even 
though  surgical  therapy  ordinarily  would 
be  indicated.  In  these  cases,  however, 
all  that  one  should  attempt  to  achieve 
and  all  that  one  should  expect,  is  tem- 
porary relief  of  symptoms. 

This  discussion  is  intended  to  emphasize 
the  limitations  of  the  injection  treatment, 
and  should  not  be  construed  as  an  indict- 
ment of  the  method.  The  apparent 
simplicity  and  ease  with  which  the  injec- 
tions may  be  given  has  caused  its  wide- 
spread and  indiscriminate  use.  Because 
of  the  eagerness  of  patients  to  avoid  opera- 
tion, the  indications  for  and  the  limita- 
tions of  this  form  of  therapy  have  too 
often  been  completely  disregarded.  The 
purpose  of  this  paper  is  to  call  to  the 
attention  of  the  profession  the  facts  that 
the  sclerosing  therapy  of  hemorrhoids 
has  a limited  field  of  usefulness,  that  it  is  a 
treatment  and  not  a cure,  and  that  cases 
to  be  accorded  this  treatment  should  be 
chosen  with  great  care. 


APPENDICITIS  DEATH  RATE  RISING 

The  death  rate  in  the  United  States  from  ap- 
pendicitis is  a challenge  to  the  medical  profes- 
sion and  the  American  people,  the  J.A.M.A. 
declares  in  an  editorial. 

It  points  out  that  despite  adequate  knowledge 
and  technic  now  available,  the  mortality  rate 
from  acute  appendicitis  has  been  steadily  rising 
during  the  past  few  decades. 

The  two  factors  most  responsible  for  the  in- 
creasing mortality,  the  significance  of  which  the 


public  should  be  made  to  understand,  are  the 
increasing  use  of  cathartics  for  abdominal  pain 
and  the  delay  in  the  diagnosis  and  treatment  of 
acute  appendicitis.  “Both  factors  are  associated 
when  anyone  goes  to  a drug  store  for  relief  from 
a ‘belly  ache’  and  indulges  in  catharsis,”  the 
Journal  states.  “This  point  must  be  repeatedly 
emphasized ; those  with  abdominal  pain  must  be 
warned  repeatedly  against  the  dangers  of  the 
great  American  habit  of  purgation.” 
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There  are  few  mechanical  devices 
and  procedures  that  have  been  used 
in  medicine  over  a number  of  years  with- 
out radical  modification.  It  is  interest- 
ing to  note  that  electrolysis  has  been  in 
continuous  use  for  the  treatment  of 
many  dermatologic  conditions  ever  since 
Michel,  in  1875,  permanently  cured  a 
case  of  trichiasis.  It  is  also  interesting 
to  observe  that  electrolysis  is  the  only 
method  for  removing  permanently  and 
safely  unwanted  hairs  on  various  parts  of 
the  body.  And  it  is  the  method  of 
choice  in  treating  many  other  dermato- 
logic conditions. 

Electrolysis  is  considered  to  be  surgical 
ionization  by  some.  It  involves  the 
destruction  or  the  decomposition  of  tissue 
with  the  negative  pole  of  a galvanic 
current.  In  chemistry,  the  term  elec- 
trolysis involves  the  decomposition  of  a 
chemical  compound,  i.e.,  the  separation 
of  an  electrolyte  in  solution  into  its 
constituent  parts  by  a galvanic  or  direct 
current.  Electrophoresis  is  erroneously 
called  medical  ionization  and  it  includes 
iontophoresis.  When  applying  medica- 
ments to  the  body,  either  the  positive 
or  the  negative  pole  may  be  the  active 
electrode  depending  upon  the  drug  used. 
The  remaining  indifferent  electrode  is 
used  on  some  other  portion  of  the  body. 
Medical  ionization  can  be  utilized  without 
the  necessity  of  using  any  drugs. 
MacKee1  states  that  it  is  averred  that 
with  the  negative  pole  there  is  vasodila- 
tion and  a softening  effect  on  new  formed 
tissue  (scars),  while  with  the  positive  pole 
there  is  vasoconstriction  and  hardening. 

No  attempt  is  made  in  this  paper  to 
elevate  the  technic  of  electrolysis  to  the 

1 MacKee,  G.  M.:  Handbook  of  Physical  Therapy, 
A.M.A.,  Chicago,  Illinois,  p.  425. 


exalted  position  of  major  surgery.  I 
shall  attempt  to  develop  the  thought 
that  electrolysis  involves  not  only  the 
actual  manipulation  of  the  needle  holder 
as  is  taught  by  some  commercial  and 
manufacturing  houses,  but  also  a funda- 
mental knowledge  of  many  phases  of 
medicine,  including  anatomy  and  bac- 
teriology. This  knowledge  is  possessed 
only  by  physicians. 

At  the  present  time,  surgical  ionization 
is  widely  used  by  laymen,  most  of  whom 
are  unqualified,  inexperienced,  and  poorly 
trained.  They  work  under  such  mis- 
leading names  as  electroly  gists,  hair 
specialists,  dermatologists,  beauty  cul- 
turists,  etc.  Some  lay  operators  become 
very  proficient  in  the  mechanical  handling 
of  the  needle,  but  they  lack  the  necessary 
training  that  would  enable  them  to 
differentiate  benign  from  malignant  le- 
sions; to  avoid  infection;  to  institute 
proper  antisepsis;  to  prevent  disfiguring 
scars.  A lay  operator  taught  by  physi- 
cians and  working  under  the  supervision 
of  a physician  qualified  by  training  and 
experience  is  invaluable. 

At  this  point,  it  is  advisable  to  discuss 
the  many  serious  conditions  resulting 
from  improperly  done  electrolysis. 

Scars  and  Pits. — These  permanent  dis- 
figurements probably  result  more  fre- 
quently than  any  of  the  other  complica- 
tions. Those  possessing  inadequate 
knowledge,  who  are  inexperienced  and 
poorly  trained  generally  apply  too  much 
current  or  leave  the  current  on  too  long. 
More  often,  in  treating  hypertrichosis, 
the  electrically  charged  needle  is  not  in 
the  follicle  and  several  insertions  through 
the  skin  produce  the  scars.  This  per- 
manent damage  to  the  skin  frequently 
affects  the  patients  psychologically. 
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Some  become  introspective  and  may  even 
develop  a marked  inferiority  complex. 
The  return  of  the  hair  adds  considerably 
to  the  mental  agony  of  these  patients  and 
may  cause  them  to  become  psychopathic. 

Infections. — This  complication  also 

occurs  frequently.  As  a rule,  only  a 
small  pustule  develops  where  the  needle 
was  inserted.  This  may  result  from  im- 
proper sterilization  of  the  needle,  dirty 
hands,  inadequate  sterilization  of  the 
integument  of  the  patient,  or  from  lower- 
ing the  resistance  of  the  skin  by  the  com- 
bined trauma  of  the  electric  current  and 
the  insertion  of  the  needle.  Occasionally 
more  profound  infections  occur  even  to 
the  point  of  causing  abscess  formation. 
It  is  even  possible  for  erysipelas  to  de- 
velop around  one  of  these  infected  areas. 
When  the  infection  occurs  in  the  nose, 
on  the  upper  lip,  and  over  the  glabella  it 
may  become  so  serious  as  to  cause  death. 
There  is  a direct  venous  communication 
between  these  areas  and  the  lateral 
sinuses  and  it  is  easy  to  see  how  a brain 
abscess  might  develop.  Danger  in  re- 
moving hair  from  the  glabella,  eyebrows, 
upper  lip,  and  inside  the  nose  is  real. 
Expert  medical  operators  will  never 
traumatize  the  tissues  within  the  nose 
and  will  not  remove  hairs  from  the  areas 
mentioned  without  good  cause  and  with- 
out careful  preliminary  practical  steriliza- 
tion of  their  hands,  the  affected  areas, 
and  their  instruments. 

Edema , Blood , and  Pain. — The  im- 
proper insertion  of  the  needle  may  cause 
an  edematous  reaction  around  the  needle. 
When  this  occurs  while  treating  hyper- 
trichosis, the  needle  should  be  with- 
drawn because  it  is  not  in  the  hair  folli- 
cle. A small  droplet  of  blood  appearing 
around  the  needle  indicates  that  the 
bottom  of  the  follicle  has  been  pierced. 
It  means  that  a small  blood  vessel  has 
been  punctured.  Pain  is  more  severe 
in  highly  sensitive  persons.  It  is  also 
more  marked  when  electrolysis  is  per- 
formed upon  a patient  who  has  had  in- 
sufficient sleep  or  is  fatigued  from  other 
causes.  Excessive  pain  is  experienced 
when  too  much  current  is  used  or  when 
the  needle  pierces  the  skin  or  goes 


through  the  hair  follicle.  Small  ecchy- 
motic  areas  and  pigmentation  may  occur 
in  some  cases.  In  certain  idiosyncratic 
individuals,  tiny  depigmented  areas 
around  the  follicular  openings  may  occur 
and  in  some,  even  tiny  keloids  may 
develop.  It  is  important,  therefore,  that 
some  time  elapse  between  the  first  and 
second  treatments  so  that  the  physician 
may  have  the  opportunity  of  observing 
the  results  of  the  first  treatment.  It  is 
also  essential  that  the  first  treatment  be 
a short  one  so  that  the  patient  can  gradu- 
ally become  accustomed  to  the  operation. 

Mistaken  Diagnosis. — Many  derma- 
tologists have  had  brought  to  their 
attention,  patients  with  malignant  neo- 
plasms who  were  treated  for  something 
else  by  electrolysis.  There  should  be 
no  difference  of  opinion  among  physicians 
as  to  the  undesirability  of  lay  operators 
without  medical  supervision  using 
methods  that  may  not  only  fail  to  cure 
the  condition,  but  actually  lead  to  serious 
sequels.  Frequently  basal  cell  epithelio- 
mas may  have  the  general  appearance  of 
a fibroma,  a nonpigmented  nevus,  or 
even  a pigmented  nevus.  Only  a derma- 
tologist is  capable  of  diagnosing  these 
conditions  and  sometimes  the  differential 
diagnosis  is  so  difficult  that  it  is  neces- 
sary to  remove  tissue  for  a histologic 
examination.  Suffice  it  to  state  here  that 
surgical  ionization  is  not  the  proper 
method  for  treating  pigmented  and  non- 
pigmented basal  cell  epitheliomas.  Even 
more  serious  than  this,  there  are  some 
pigmented  lesions  which  are  called  be- 
nign melanomas.  As  long  as  they  are 
not  traumatized,  they  remain  benign, 
but  as  soon  as  they  are  treated  by  such 
inadequate  methods  as  electrolysis,  they 
become  malignant.  Metastases  to  re- 
mote areas  of  the  body  occur  and  within 
a short  time,  death  may  ensue.  Angio- 
sarcomas have  similarly  been  mistaken 
for  benign  moles  with  the  same  serious 
consequences.  Lewis  mentions  the  case 
of  a patient  with  a syphilitic  gumma 
which  had  been  given  several  electroly- 
sis treatments. 

Electrolysis  is  far  from  being  a safe 
procedure  in  unskilled  hands.  Careless- 
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ness  and  ignorance  when  applied  to 
electrolysis  may  cause  injuries  to  the  skin 
which  are  objectionable,  disfiguring,  pain- 
ful, and  at  times  dangerous. 

The  best  way  to  avoid  these  serious 
errors,  in  my  opinion,  is  to  place  the  re- 
sponsibility of  the  treatment  of  all  con- 
ditions amenable  to  electrolysis  in  the 
hands  of  the  medical  profession.  Of 
equal  importance  is  the  change  in  atti- 
tude of  many  physicians.  The  tendency 
has  been  to  ignore  or  give  little  atten- 
tion to  minor  complaints.  Sometimes 
patients  were  unable  to  obtain  adequate 
advice  and  treatment  from  physicians 
and  were  forced  to  obtain  help  from 
nonmedical  sources.  Many  minor  con- 
ditions seriously  interfere  with  the  happi- 
ness of  many  patients.  The  attitude  of 
the  physician  should  be  that  of  sym- 
pathy, interest,  understanding,  and 
toleration. 

Technic 

The  operator  sits  back  of  the  patient 
in  such  a way  as  to  provide  a resting 
place  for  arms  and  hands.  The  light 
must  be  adequate,  properly  shaded,  and 
easily  adjustable.  Artificial  light  is  pre- 
ferred to  daylight.  Magnification  with 
Beebe  binocular  loupe  is  helpful  in  treat- 
ing many  small  lesions  and  fine  hairs. 
The  patient  may  lie  on  a flat  table  at 
such  a height  as  to  be  convenient  for  the 
operator.  A special  chair,  somewhat 
similar  in  type  to  that  used  by  barber 
shops  may  be  used  instead  of  a table. 
The  operator  sits  on  a swivel  stool. 

The  apparatus  employed  by  most 
dermatologists  consists  of  a 22y2-volt 
dry  battery  hooked  up  to  an  “on”  and 
“off”  switch,  a rheostat,  a milliampere 
meter  and  two  binding  posts  plainly 
marked  “positive”  and  “negative.”  The 
active  electrode  is  the  needle  and  is  con- 
nected to  the  negative  pole.  The  in- 
active electrode  is  the  sponge  and  is 
connected  to  the  positive  pole. 

The  needle  holder  should  be  light  and 
small  and  should  grasp  the  needle  firmly. 
Some  dermatologists  prefer  to  have  the 
needle  and  the  holder  form  a straight 
line.  I prefer  to  have  the  needle  a little 


more  than  at  right  angles  to  the  holder. 
A spring  contact  for  making  and  breaking 
the  current  on  the  holder  makes  the  holder 
a little  larger  and  the  operation  a bit  more 
awkward. 

The  type  of  needle  most  generally  used 
is  made  of  steel.  I prefer  the  lightest 
and  smallest  needle  obtainable.  The 
point  may  be  dull  or  sharp  and  prefer- 
ably rounded.  Some  prefer  platinum 
needles,  others  prefer  needles  that  are 
partially  insulated. 

The  epilating  forceps  should  be  light, 
flexible,  with  smooth  grasping  surfaces 
and  should  taper  to  a blunt  point. 

Very  seldom  is  it  necessary  to  employ 
more  than  one  milliampere  of  current. 
The  milliamperage  ordinarily  used  varies 
between  one  quarter  and  one. 

Before  beginning  treatment,  the  appa- 
ratus must  be  checked  for  polarity. 
This  is  done  by  attaching  the  needle  to 
the  negative  pole,  and  the  sponge  to  the 
positive  pole.  The  two  are  then  inserted 
in  a vessel  containing  water.  Around  the 
needle,  small  bubbles  will  form  and  come 
to  the  surface  of  the  water.  This  in- 
dicates correct  polarity.  If  the  needle 
and  sponge  were  reversed  this  bubbling 
would  not  be  noticed.  Incorrect  polarity 
causes  iron  tattoo  marks. 

There  are  numerous  conditions  that 
can  be  satisfactorily  eradicated  by  elec- 
trolysis. The  most  important  of  these 
is  hypertrichosis. 

Hypertrichosis 

(Hirsuties,  Superfluous  Hairs) 

Excessive  hair  growth  on  the  face, 
arms,  legs,  chest,  and  breasts  of  women 
make  them  so  sensitive  as  to  lead  to  a 
definite  psychosis  in  some  cases.  It  is 
seen  in  young  and  middle-aged  women 
and  most  commonly  in  women  of  ad- 
vancing years.  There  may  be  only  a 
few  hairs  or  the  growth  on  the  face  may 
be  as  thick  as  that  of  a man’s  beard. 
The  texture  may  be  fine  or  coarse.  The 
color  varies  with  the  complexion  of  the 
individual.  The  hair  usually  develops 
slowly.  Hypertrichosis  is  not  a simple 
disfigurement — not  a matter  of  beauty, 
but  an  actual  disease.  It  may  be  an 
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early  symptom  of  a serious  glandular 
condition.  The  physician  should,  there- 
fore, perform  the  necessary  tests  to  de- 
termine if  possible  the  underlying  cause 
of  hirsuties.  A lay  “electrologist”  is 
unfamiliar  with  these  medical  complica- 
tions and  may  treat  simply  the  dis- 
figurement. 

The  cause  for  hypertrichosis  is  not 
clearly  understood.  In  patients  with 
this  condition,  examination  often  reveals 
other  symptoms  referable  to  the  endo- 
crines.  There  is  no  doubt  that  a definite 
endocrine  dysfunction  often  exists.  He- 
reditary tendencies  are  present  which  are 
also  linked  up  with  glandular  abnormali- 
ties. Atavistic  tendencies  no  doubt  exist, 
but  it  is  a little  far-fetched  to  attribute 
this  to  the  cause  of  hypertrichosis.  I 
am  not  convinced  at  the  present  time 
that  exposure  to  natural  or  artificial 
ultraviolet  rays  causes  hypertrichosis, 
nor  am  I convinced  that  the  applications 
of  ordinary  creams,  ointments,  or  oils, 
to  the  face  cause  hair  to  grow  or  cause 
fine  light  lanugo  hair  to  become  thick, 
coarse,  and  pigmented. 

Many  methods  have  been  used  for  the 
temporary  and  permanent  removal  of 
unwanted  hair.  Among  these  may  be 
mentioned  the  chemical  methods,  em- 
ploying salts  of  sulfur,  the  mechanical 
methods,  employing  tweezers,  or  wax 
and  rosin  mixtures;  friction,  employing 
pumice  stone;  radiation,  employing  x- 
rays,  or  radium  either  by  name  or  dis- 
guised as  a new  scientific  discovery; 
electrical  methods,  employing  galvanism 
or  high-frequency  coagulating  currents. 
Time  does  not  permit  a detailed  discus- 
sion of  all  these  methods.  I should  like 
to  emphasize,  however,  that  the  removal 
of  superfluous  hair  by  x-rays  or  radium 
regardless  of  the  technic  employed  is 
frequently  accompanied  by  considerable 
danger.  If  enough  x-rays  are  used  to 
permanently  destroy  hair  follicles,  then 
enough  x-rays  have  been  absorbed  by  the 
upper  layers  of  the  skin  to  show  irradia- 
tion sequels  at  some  future  date.  These 
sequels  are  dangerous.  They  often  lead 
to  deformity,  to  the  development  of 
keratoses  and  cutaneous  cancer.  It  is 


possible  that  a cancer  so  induced  may  be 
accompanied  by  metastases  to  vital 
organs  and  may  cause  death. 

The  chemical,  mechanical,  and  fric- 
tion methods  are  useful  for  temporary 
removal  of  hair.  The  razor  and  the 
electric  shaver  are  also  used  for  this 
purpose.  The  electrical  methods  re- 
move hair  permanently.  Coagulation 
has  not  been  used  sufficiently  long  to 
evaluate  results.  So  far  as  my  personal 
experience  goes,  coagulation  is  as  painful 
as  electrolysis,  is  not  faster  than  elec- 
trolysis, and  results  in  pitting  and  scar- 
ring. Also  coagulation  is  not  extensively 
used  or  widely  recommended  by  derma- 
tologists. It  is  possible  that  high  fre- 
quency apparatus  may  be  so  improved  as 
to  replace  electrolysis  for  the  treatment 
of  hirsuties. 

Electrolysis  is,  therefore,  the  only 
method  available  at  the  present  time 
that  would  remove  hair  safely,  satis- 
factorily, permanently,  and  without  scar- 
ring. 

Operation. — The  patient  and  the  opera- 
tor get  in  proper  position.  The  light 
is  adjusted.  The  area  to  be  treated 
is  first  washed  with  soap  and  water, 
then  it  is  cleansed  with  benzine  or  carbon 
tetrachloride  to  remove  all  fatty  sub- 
stances. The  area  is  then  dried  with 
sterile  gauze  and  alcohol  is  applied. 
The  operator’s  hands  are  thoroughly 
scrubbed  with  soap  and  water  and 
rinsed  with  alcohol.  The  needle  is  steri- 
lized and  attached  to  the  negative 
terminal.  The  needle  holder  must  be 
clean.  The  patient  holds  in  the  palm  of 
her  hand  the  wet  sponge  which  is  attached 
to  the  positive  terminal.  A clean  or 
sterile  towel  is  put  over  the  eyes  of  the 
patient.  In  my  experience,  I have  not 
found  it  necessary  to  break  the  current 
while  inserting  the  needle  in  the  hair 
follicle.  For  the  novice,  this  is  a good 
thing  to  do  because  it  minimizes  pain. 

The  needle  is  now  inserted  into  the 
follicle,  using  the  hair  as  a guide.  By 
delicate  manipulation  the  course  and 
depth  of  the  follicle  are  easily  and 
quickly  found.  The  needle  is  held  in 
place  by  the  right  hand.  No  more  than 
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one  milliampere  of  current  is  used  nor  is 
the  time  greater  than  one  minute.  After 
a few  seconds,  the  hair  is  grasped  by  the 
forceps  held  in  the  left  hand.  Very 
gentle  traction  is  applied.  This  is  re- 
peated until  the  hair  slides  out  of  the 
follicle  easily.  The  needle  is  then  with- 
drawn. The  process  is  repeated. 
Contiguous  hairs  must  not  be  removed — - 
perhaps  not  more  than  three  or  four 
hairs  should  be  removed  from  a dime- 
sized area.  Dimpling  of  the  skin,  re- 
sistance, edema,  delayed  appearance  of 
the  foam  at  the  surface,  and  excessive 
pain  indicate  improper  insertion  of  the 
needle.  Experience  and  development  of 
a fine  sense  of  touch  will  tell  the  operator 
when  he  has  reached  the  bottom  of  the 
follicle. 

After  the  treatment,  the  skin  is  swabbed 
with  alcohol,  dried  and  calamine  lotion 
with  1 per  cent  phenol  is  applied.  Occa- 
sionally a mild  lotio  alba  will  prevent  the 
formation  of  pustules. 

To  obtain  good  cosmetic  results,  the 
operator  should  observe  the  following 
rules : 

1.  Hairs  should  not  be  removed  from 
inflamed  areas. 

2.  A test  treatment  should  be  given 
to  ascertain  the  toleration  of  the  skin  of 
various  parts  and  of  the  patient. 

3.  Use  a mild  current  and  when  re- 
moving hairs  from  the  upper  lip  a milder 
current  should  be  used. 

4.  Contiguous  hairs  should  not  be 
removed  at  one  sitting. 

5.  Do  not  leave  the  needle  in  the  fol- 
licle longer  than  is  absolutely  necessary. 

6.  The  needle  must  pass  through  the 
orifice  of  the  follicle  and  it  must  be  in  or 
very  close  to  the  hair  bulb. 

7.  It  is  necessary  that  the  parts  to  be 
treated  should  be  cleansed  first  with 
soap  and  water  and  then  with  alcohol. 
After  the  treatment  the  patient  should 
use  an  antiseptic  shake  lotion  for  twenty- 
four  or  forty-eight  hours. 

The  advantages  claimed  for  the  multi- 
ple needles  are  not  tenable  in  my  opinion. 
It  is  exceedingly  difficult  to  control  one 
needle  properly.  One  can  easily  under- 
stand how  much  more  difficult  it  would 


be  to  operate  twelve  needles  at  the  same 
time.  The  result  is  that  needles  are 
inserted  in  the  skin  and  not  into  the 
follicles.  It  is  doubtful  if  more  hairs  are 
removed  in  a given  period  of  time  by  the 
multiple  needle  method  than  by  the 
single  needle. 

For  some  fine  hairs  and  for  some 
lesions,  I prefer  a sharp-pointed  needle — 
otherwise,  for  routine  work  I use  a blunt- 
pointed  needle.  The  insulated  needle 
may  cause  less  pain  in  treating  thick, 
coarse  hairs,  but  cannot  be  used  satis- 
factorily for  fine  hairs  and  for  certain 
cutaneous  lesions. 

The  technic  of  electrolysis  can  be 
mastered  by  most  students.  Some  may 
be  unsuited  for  this  work  because  of 
temperament,  poor  eyesight,  tremor,  or 
other  physical  defect.  The  work  is 
exceedingly  tedious,  very  difficult,  and 
is  a strain  both  physically  and  mentally. 

Anesthesia  is  not  required  for  electroly- 
sis. Various  skin  anesthetics  are  in- 
effectual. The  discomfort  after  the  first 
few  treatments  is  really  very  slight. 
Most  patients  soon  get  used  to  the  treat- 
ments. 

Nevi 

Certain  nevi  respond  well  to  electrolysis. 
One  must  be  able  to  differentiate  benign 
moles  from  those  that  may  be  actuated 
into  malignant  neoplasms  by  trauma.  Or- 
dinary skin  colored  or  brown  moles  con- 
taining hair  and  present  since  birth  are 
benign  as  a rule.  The  smooth,  hairless, 
slate  or  blue-black  moles  or  moles  appear- 
ing in  adult  life  are  potentially  dangerous 
and  should  not  be  treated  by  electrolysis. 
The  ordinary  small  pigmented  hairy 
nevus  may  be  best  removed  by  electroly- 
sis. After  the  hair  is  removed  in  the 
manner  described  above,  then  what  re- 
mains of  the  mole  is  treated  by  criss- 
cross insertions  of  the  needle.  At  first 
the  needle  is  inserted  through  the  center 
of  the  lesion  holding  it  parallel  to  the 
skin,  and  above  its  level.  Several  in- 
sertions parallel  to  the  first  are  made  and 
when  the  lesion  is  entirely  covered,  in- 
sertions at  right  angles  to  the  first  are 
made.  During  this  whole  procedure  the 
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needle  is  charged.  For  larger  lesions  one 
milliampere  of  current  is  used  and  for 
smaller  lesions  3 /a  of  a milliampere  is 
sufficient.  The  lesion  is  not  destroyed 
completely  at  one  sitting.  The  average 
mole  requires  three  or  four  treatments. 
They  are  given  at  weekly  or  bimonthly 
intervals.  It  must  be  emphasized  that 
successive  treatments  are  given  only 
after  the  reaction  from  the  previous 
treatment  subsides. 

Dilated  Capillaries. — Spider  nevi  are 
quickly  cured  by  electrolysis.  The  needle 
is  placed  in  the  center  of  the  lesion  and  is 
allowed  to  stay  in  place  for  about  one 
minute.  At  the  end  of  this  time,  the 
area  appears  slightly  edematous  and 
blanched,  having  the  appearance  of  a 
hive  following  an  insect  bite. 

The  telangiectatic  vessels  in  rosacea 
may  be  destroyed  by  vertical  insertions 
of  the  needle  in  several  places  along  the 
course  of  the  vessel.  Single  insertions 
are  required  for  small  vessels. 

Telangiectases  following  overexposure 
to  radium  or  x-rays  can  be  destroyed  by 
electrolysis.  One  must  be  careful  of  how 
the  treatment  is  applied.  Energetic 
treatment  may  result  in  the  breaking 
down  of  radiodermatitic  tissue  with 
ulcer  formation.  One  must  also  be 
careful  not  to  treat  a keratosis  or  an 
early  prickle  cell  epithelioma  by  this 
method.  As  these  vessels  are  extremely 
superficial,  the  needle  is  only  slightly 
inserted. 

Verrucae. — The  small  common  wart, 
venereal  warts,  flat  warts,  filiform,  and 
digitate  warts  can  be  permanently  and 
completely  destroyed  by  electrolysis. 
Slightly  raised  lesions  are  treated  by 
vertical  insertions,  whereas,  larger  lesions 
are  treated  by  criss-cross  insertion  (trans- 
fixation) . 

Keratoses. — Senile  and  seborrheic  kera- 
toses are  occasionally  treated  by  elec- 


trolysis. The  small,  slightly  elevated 
lesions  are  treated  by  vertical  insertions, 
whereas  the  larger  lesions  are  transfixed. 

Benign  New  Growths. — In  this  group 
are  included  the  following  uncommon 
diseases:  adenoma  sebaceum,  sebaceous 
adenoma,  multiple  benign  cystic  epithe- 
lioma, trichoepithelioma,  syringocysta- 
denoma and  hydrocystoma.  These 
growths  are  often  cured  by  treatment 
with  electrolysis.  The  needle  may  be 
inserted  vertically  or  if  the  lesions  are 
sufficiently  raised  they  may  be  trans- 
fixed. 

In  conclusion,  I wish  to  point  out  that 
electrolysis  or  surgical  ionization  is  a 
valuable  agent  for  the  treatment  of  many 
conditions.  It  is  the  only  agent  that  will 
safely  and  adequately  cure  the  disease, 
hypertrichosis.  I have  mentioned  how 
carelessness,  inexperience,  and  ignorance 
have  caused  undesirable  injuries  to  the 
skin  and  other  serious  consequences. 
The  operator  must  have  at  least  an  ele- 
mentary knowledge  of  the  anatomy  of 
the  skin,  of  bacteriology,  of  antisepsis,  of 
tissue  tolerance  to  trauma,  of  the  chemi- 
cal reactions  involved  in  electrolysis,  of 
the  physics  and  mechanics  of  the  appara- 
tus used.  He  must  know  especially  how 
to  differentiate  benign  lesions  amenable 
to  electrolytic  treatment  from  malignant 
and  potentially  dangerous  lesions  which 
they  simulate.  It  is  obvious  that  this 
modality  can  be  properly  used  only  by 
physicians  qualified  by  training  and  ex- 
perience or  under  their  direct  super- 
vision. 
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It  is  stated  that  on  any  one  day  nearly  1 per 
cent  of  all  the  people  in  this  country,  actually 
1,300,000  people,  are  incapacitated  by  epilepsy, 
feeblemindedness,  and  various  types  of  mental 
illness. 


Rochester  had  no  diphtheria  deaths  in  1935- 
1938,  and  Utica  none  in  1934-1938.  Albany, 
Syracuse,  and  Yonkers  had  none  in  1938. 

Utica  had  no  typhoid  deaths  in  1936—1938,  and 
Buffalo  none  in  1938. 


THE  VALUE  OF  IRRADIATION  IN  CANCER  OF  THE  BREAST 


William  J.  Hoffman,  M.D.,  New  York  City 

{From  the  Skin  and  Cancer  Unit  of  the  New  York  Post-Graduate  Hospital) 


The  general  principle  underlying  treat- 
ment of  cancer  of  the  breast  has  not 
changed  in  the  past  three  thousand  years. 
That  principle  is  the  complete  removal  of 
the  tumor  or  its  destruction  in  situ  by 
physical  means.  The  earliest  records  of 
the  Egyptians  and  Persians  contain  de- 
scriptions of  the  successful  treatment  of 
cancer  of  the  breast  by  scalpel  and  cau- 
tery. Before  the  discovery  of  the  micro- 
scope and  the  development  of  modern 
histology,  surgeons  had  realized  the  neces- 
sity for  the  radical  removal  or  destruction 
of  a cancer,  together  with  the  regional 
metastases.  When  anatomic  studies  re- 
vealed the  lymphatic  drainage  system  of 
the  breast,  knowledge  of  its  avenues  of 
spread  was  clarified.  Based  on  these 
studies,  the  operation  of  radical  mas- 
tectomy was  devised  and  described  almost 
simultaneously  by  Willy  Meyer  and  by 
Halsted.  By  this  procedure,  more  than 
forty  years  ago,  the  cure  rate  of  cancer 
of  the  breast  was  doubled  over  what  it 
had  been  when  operation  was  restricted 
to  removal  of  the  breast  itself.  Thus 
was  demonstrated  the  clinical  fact  that  it 
is  possible  in  a high  percentage  of  cases  to 
dissect  successfully  the  axillary  contents 
and  achieve  permanent  cures  after  these 
nodes  have  been  involved  by  cancer. 

Until  the  development  of  radiation 
therapy,  surgery  of  this  radical  type  con- 
stituted the  only  treatment  that  promised 
any  success.  For  years  surgeons,  no 
less  than  internists,  had  hoped  that  the 
day  might  come  when  such  mutilating 
procedures  would  no  longer  be  mandatory 
in  the  cure  of  malignant  disease.  With 
the  discovery  of  the  roentgen  ray  and 
radium,  it  was  hoped  that  a means  had 
at  last  been  found  that  would  eliminate 
surgery  in  the  treatment  of  cancer  of  the 
breast. 


These  new  physical  agents  were  hailed 
as  the  great  panaceas  in  the  treatment  of 
neoplastic  disease,  and  enthusiasm  greeted 
their  introduction  into  the  field  of  cancer 
therapy.  Disappointment  soon  followed 
and  surgeons,  particularly,  developed  a 
pessimistic  attitude  toward  the  value  of 
irradiation  in  the  treatment  of  cancer. 
For  many  years  radiation  methods  lan- 
guished ; the  percentage  of  cures  remained 
small.  During  the  past  fifteen  years, 
however,  considerable  strides  have  been 
made  in  this  field.  Development  of  the 
use  of  radon  in  the  form  of  gold  filtered 
seeds,  and  highly  filtered  radium  in  the 
form  of  platinum  needles  and  capsules, 
together  with  the  realization  of  the  im- 
portance of  the  time  factor  in  protracted, 
fractionated  courses  of  therapy,  have 
yielded  a gratifying  increase  in  the  per- 
centage of  cures,  particularly  in  the  treat- 
ment of  intraoral  cancer. 

Early  attempts  to  apply  these  methods 
to  the  treatment  of  cancer  of  the  breast 
showed  little  success.  In  recent  years, 
by  the  administration  of  increased  doses 
of  roentgen  ray,  and  by  the  employment 
of  interstitial  sources  of  radiation,  such 
as  gold  seeds  and  needles,  it  has  been 
possible  to  obtain  about  45  per  cent  of 
five-year  cures  of  cancer  of  the  breast 
where  the  disease  was  still  limited  to  a 
small  tumor  within  the  breast.  In  the 
treatment  of  metastatic  disease  of  the 
axilla  by  irradiation,  five-year  cures  of 
definitely  proved  metastatic  disease  are 
exceedingly  rare. 

Effectiveness  of  Radical  Surgery 

The  results  of  surgical  treatment  of 
cancer  of  the  breast  have  been  thoroughly 
studied,  and  are  so  good  that  I believe 
they  should  be  emphasized  to  combat  the 
pessimism  prevailing  among  physicians 
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and  surgeons.  By  surgical  methods  alone, 
by  which  is  meant  the  performance  of  a 
careful,  painstaking,  meticulous,  ana- 
tomic dissection,  one  may  expect  to 
achieve  from  35  to  45  per  cent  of  five- 
year  cures  on  all  cases  that  are  not  con- 
sidered to  be  too  far  advanced  for  radical 
mastectomy.  This  procedure  has  a high 
percentage  of  efficiency  in  successfully 
removing  all  evidence  of  axillary  disease. 
This  is  shown  not  only  by  the  fact  that 
from  20  to  25  per  cent  of  five-year  cures 
are  obtained  even  after  the  disease  has 
spread  to  the  axilla,  but  also  by  the  fact 
that  in  the  75  per  cent  of  cases  in  which 
the  disease  has  spread  beyond  the  axilla  to 
form  distant  metastases  in  the  lungs, 
bones,  and  liver,  it  is  exceptionally  rare  for 
axillary  recurrence  ever  to  develop  during 
the  remaining  life  of  the  patient.  Thus, 
we  see  that  the  surgical  technic  of  clean- 
ing out  the  axilla  has  been  so  well  per- 
fected that  it  can  be  depended  upon  to 
remove  the  disease  from  this  region  in  its 
entirety. 

Effectiveness  of  a Combination  of 
External  and  Interstitial  Irradiation 

As  I have  said,  a combination  of  ex- 
ternal and  interstitial  radiation  will  cure 
cancer  limited  to  the  breast  itself  in  45 
per  cent  of  cases.  It  thus  fails  to  cure 
55  per  cent  of  such  cases,  even  though  the 
disease  is  still  limited  to  the  breast  and 
completely  accessible  to  treatment.  In 
this  select  group  of  cases  of  cancer  local- 
ized to  the  breast,  a simple  mastectomy 
will  cure  every  one,  so  that  radiation  is 
distinctly  inferior  to  surgery  in  this  situa- 
tion and  cannot,  therefore,  be  regarded 
in  any  way  as  a substitute. 

The  comparison  is  still  more  striking 
when  one  considers  the  results  of  treating 
patients  in  whom  the  disease  has  in- 
volved the  axillary  nodes.  As  an  experi- 
ment to  determine  this  point  at  the  Memo- 
rial Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City,1  seven  years 
ago,  a large  group  of  patients  with  pri- 
mary operable  carcinoma  of  the  breast 
were  treated  by  radiation.  In  a little  more 
than  half  of  these  patients  it  soon  became 
apparent  that  radiation  was  failing  to 
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control  the  disease,  and  radical  mas- 
tectomy was  resorted  to. 

Of  the  remaining  47  patients  in  whom 
x-ray  and  radium  alone  were  employed, 
there  were  23  five-year  survivals  when 
the  disease  was  confined  to  the  breast. 
This  figure  should  be  contrasted  with  the 
72  per  cent  of  five-year  survivals  when 
surgery  was  combined  with  postoperative 
irradiation.  In  the  53  cases  in  which 
both  the  breast  and  the  axilla  were 
involved,  not  a single  five-year  cure  was 
obtained  by  radiation  methods. 

On  the  basis  of  this  work,  which  was 
most  carefully  conducted,  it  appears  to 
be  true  that  surgery  can  be  depended  upon 
to  cure  3 out  of  4 cases  of  cancer  of  the 
breast  if  the  axilla  is  not  yet  involved, 
and  1 out  of  4 cases  even  after  it  has 
become  invaded.  Since  three  quarters 
of  the  patients  who  seek  medical  advice 
with  cancer  of  the  breast  present  obvious 
metastases  to  the  axilla  at  the  time  of  the 
first  visit,  radiation  therapy  of  this  com- 
bined type  could  be  applicable  only  to 
one  fourth  of  this  number  or  to  those  in 
which  the  axilla  was  not  yet  involved, 
and  here  it  could  be  expected  to  provide 
only  45  per  cent  of  cures  in  a specially 
selected  group  of  early  cases  with  limited 
disease.  Thus,  out  of  100  patients  with 
cancer  of  the  breast  presenting  themselves 
at  a hospital  for  treatment,  only  10  or 
12  individuals  could  be  cured  of  their 
disease  by  irradiation  alone. 

In  the  face  of  such  evidence  there  is  no 
basis  for  the  assumption  that  irradiation 
is  a satisfactory  substitute  for  careful, 
meticulous  cancer  surgery.  This,  how- 
ever, is  not  to  deny  that  irradiation  may 
be  of  value  as  an  adjunct  to  surgery. 

Theoretic  Advantages  of  Preoperative 
Irradiation 

Theoretic  considerations  suggesting 
that  preoperative  administration  of 
roentgen  therapy  might  be  a valuable 
adjunct  to  surgery  are  the  following: 

1 . Patients  who  die  from  cancer  of  the 
breast  usually  do  so  because  of  distant 
metastases,  rather  than  from  the  effects 
of  the  local  disease ; 

2.  If  metastases  are  not  already 
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present  at  the  time  of  operation,  the 
manipulations  incident  to  the  operation 
may  dislodge  cancer  cells  and  disseminate 
them  throughout  the  body; 

3.  If  these  cells  could  be  devitalized 
by  preoperative  x-ray  therapy  such  dis- 
tant metastases  might  be  prevented; 

4.  The  more  highly  malignant  the 
cancer  cell,  the  more  likely  it  is  to 
metastasize  early.  As  indicated  in  the 
statistics  of  the  Mayo  Clinic,  reported 
by  Harrington,  91.4  per  cent  of  the  group 
having  invasion  of  the  lymph  nodes  had 
cancer  of  microscopic  grades  3 and  4; 

5.  Grades  3 and  4 carcinomas  are  more 
likely  to  be  radiosensitive  than  are  the 
lower  grades  of  malignancy; 

6.  These  tumors  of  relatively  high- 
grade  malignancy  may  be  rendered  less 
malignant  by  moderate  doses  of  roentgen 
rays  administered  prior  to  operation ; 

7.  Normal  tissues  are  less  receptive 
to  implantation  after  preoperative  ir- 
radiation ; therefore,  preoperative  irradia- 
tion may  be  expected  to  prevent  or  re- 
duce the  likelihood  of  local  recurrences. 

Disadvantages  of  Preoperative 
Irradiation 

The  disadvantages  of  preoperative 
roentgen  therapy  are  the  following: 

1.  The  average  carcinoma  of  the 
breast  is  a radioresistant  tumor  requiring 
for  its  destruction  from  six  to  twelve 
erythema  doses  of  irradiation.  This  is 
three  to  four  times  the  tolerance  of  the 
skin  and  cannot  be  administered  by  any 
technic  so  far  devised ; 

2.  Administration  of  roentgen  therapy 
to  the  limit  of  skin  tolerance  enforces  a 
delay  of  eight  to  twelve  weeks  before  it 
is  safe  to  attempt  the  operative  removal 
of  the  breast  and  regional  nodes ; 

3.  Severe  radiation  reactions  result, 
and  ulceration  is  frequent,  often  requiring 
a long  period  of  waiting  before  the  opera- 
tion may  be  attempted ; 

4.  The  healing  of  the  wound  is  inter- 
fered with  in  at  least  25  per  cent  of  cases, 
varying  from  necrosis  of  wound  edges  and 
separation  of  skin  flaps,  to  severe  wound 
infections,  with  increased  morbidity  and 
mortality; 


5.  The  underlying  thoracic  structures 
may  be  damaged,  producing  late  changes, 
such  as  fibrosis  of  lungs  and  cardiac 
muscle.  These  conditions  produce  dis- 
tressing symptoms  of  cough,  pain  in  the 
chest,  mediastinal  swing,  dyspnea,  and 
anemia ; 

6.  The  enforced  delay  of  two  to  three 
months  permits  the  further  extension  of 
the  disease  in  the  radioresistant  majority 
of  carcinomas  of  the  breast,  so  that  some 
patients  may  lose  whatever  chance  of 
cure  they  had  prior  to  treatment  by 
roentgen  rays ; 

7.  There  is  no  statistical  evidence 
definitely  proving  that  preoperative  roent- 
gen therapy  increases  the  percentage  of 
five-year  cures. 

Unreliability  of  Statistics 

The  usual  attempt  to  determine  the 
value  of  preoperative  roentgen  therapy 
falls  short  of  the  statistical  ideal.  The  case 
for  radiation  therapy  is  often  argued  by 
contrasting  the  results  of  poor  surgery 
with  those  of  good  surgery  preceded  by 
irradiation  therapy;  by  calculating  the 
average  five-year  cure  rate  from  twenty 
or  thirty  surgical  clinics  in  which  the 
extremes  may  vary  by  as  much  as  300 
per  cent,  thus  arriving  at  a low  average  of 
five-year  cures,  and  then  contrasting  this 
figure  with  that  obtained  in  a small  group 
of  cases  treated  by  a single  outstanding 
surgeon  and  an  equally  excellent  radiolo- 
gist. These  studies  contain  examples  of 
every  statistical  fallacy,  among  which 
may  be  noted: 

1.  Intentional  or  unintentional  selec- 
tion of  cases; 

2.  Use  of  small  numbers  of  cases,  so 
that  the  inclusion  or  exclusion  of  one  or 
two  cases  makes  an  impressive  difference 
in  the  calculated  percentages; 

3.  Calculation  of  averages  from  cases 
showing  extremely  wide  variation ; 

4.  Grouping  of  cases  without  refer- 
ence to  the  stage  of  the  disease  or  the 
type  of  carcinoma; 

5.  Comparison  of  the  results  of  one 
combination  of  treatments  (preoperative 
irradiation  plus  surgery)  with  surgery 
by  an  entirely  different  group  of  operators 
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with  an  unclassified  group  of  patients. 

To  eliminate  these  gross  statistical 
errors  and  arrive  at  an  honest  appraisal 
of  the  value  of  preoperative  irradiation 
in  the  treatment  of  carcinoma  of  the 
breast,  a careful  study  has  been  made 
during  the  past  five  years  at  the  Memorial 
Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City,  by  Adair2  and  his  as- 
sociates. 

Primarily  operable  cases  of  carcinoma 
of  the  breast  were  divided  into  two  nearly 
equal  groups,  one  of  which  was  treated 
by  surgery  and  the  other  by  pre-  and 
postoperative  irradiation  and  surgery. 
From  time  to  time  studies  on  these  cases 
have  been  reported  by  Adair  and  others,3 
and  these  constitute  an  unusually  valu- 
able contribution  to  the  treatment  of 
carcinoma  of  the  breast.  The  results 
have  been  frankly  reported  and  speak  for 
themselves. 

The  patients  were  treated  by  daily 
divided  doses  of  roentgen  therapy,  cross- 
firing the  breast  and  axillary  structures 
through  five  ports.  The  total  dose  per 
port  ranged  from  1,200  to  3,000  roent- 
gens. The  present  dosage  ranges  from 
2,100  to  3,000  roentgens  per  port.  With 
this  higher  dosage,  which  is  the  absolute 
limit  of  skin  tolerance,  operation  has  had 
to  be  postponed  an  average  of  sixty-six 
days  and  in  many  cases  much  longer, 
the  extremes  being  as  great  as  three 
hundred  days.  Radical  mastectomies 
were  then  performed  on  these  patients 
and  the  specimens  carefully  examined 
and  classified  according  to  the  degree  of 
destruction  wrought  by  the  roentgen 
ray. 

Effectiveness  of  Roentgen  Ray  in 
Destroying  Tumor  of  Breast 

Of  a total  of  65  cases  so  treated  by 
roentgen  radiation,  the  primary  tumor 
of  the  breast  was  found  to  have  ap- 
parently disappeared  in  14  (21.5  per 
cent).  In  those  cases  that  received 
1,800  r per  port,  the  breast  cancer  dis- 
appeared in  35  per  cent,  and  in  those  that 
received  2,400  r per  port,  the  apparent 
effectiveness  of  the  roentgen  ray  in  de- 
stroying the  breast  tumor  was  50  per  cent. 


Effectiveness  of  Roentgen  Ray  in 
Destroying  Axillary  Metastases 

In  the  cases  of  involved  nodes  of  the 
axilla,  the  effectiveness  of  roentgen  ir- 
radiation was  decidedly  less.  In  only 

3 cases,  or  7.7  per  cent,  of  the  39  cases 
with  involved  nodes  treated  by  roentgen 
rays  was  there  apparently  complete 
microscopic  disappearance.  Out  of  a 
small  group  of  9 cases  with  metastatic 
disease  of  the  axilla  treated  by  adminis- 
tration of  1,800  r through  each  of  three 
ports,  there  were  2 cases  in  which  the 
pathologist  failed  to  find  any  evidence  of 
viable  cancer.  If  one  were  justified  in 
attaching  much  importance  to  a series  of 
only  2 apparently  successful  cases,  a 
possible  efficiency  of  22.5  per  cent  might 
be  claimed,  provided  that  one  could  be 
certain  that  these  nodes  had  previously 
been  actually  invaded.  In  consideration 
of  these  facts,  Adair  concluded  that  “ex- 
ternal irradiation  as  delivered  by  our 
technic  is  not  a great  success  in  curing 
axillary  nodes.” 

This  is  a conservative  statement  of 
failure,  because: 

1.  There  is  no  proof  in  these  3 cases 
in  which  no  cancer  was  found  post- 
operatively,  that  the  nodes  ever  had  been 
involved ; 

2.  The  clinical  diagnosis  of  enlarged 
axillary  nodes  has  an  error  of  25  per  cent 
in  Adair’s  clinic,  equally  divided  between 
false  positives  and  false  negatives.  Apply- 
ing this  factor  to  the  39  cases  clinically 
diagnosed  as  involved  by  cancer,  the 
expected  erroneous  percentage  of  false 
positives  would  have  applied  to  at  least 

4 cases,  more  than  enough  to  discard  the 
3 cases  mentioned; 

3.  After  a breast  and  axilla  have  been 
so  thoroughly  irradiated,  the  pathologist 
has  great  difficulty  in  locating  the  nodes 
and  in  selecting  his  specimen,  and  thus 
may  completely  overlook  fully  stainable 
and  viable  cancer  cells,  so  that  a state- 
ment that  no  cancer  cells  were  found  does 
not  mean  that  none  actually  were  pres- 
ent. It  is  simply  negative  evidence 
comparable  to  that  of  any  other  negative 
biopsy. 
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Danger  of  Delay 

It  should  be  remembered  in  evaluating 
the  worth  of  preoperative  roentgen  ther- 
apy that  the  apparent  eradication  of 
axillary  disease  in  these  3 cases  was 
achieved  by  subjecting  39  patients  to 
long  courses  of  roentgen  therapy  and 
postponing  their  operations  from  twelve 
to  three  hundred  days  after  the  adminis- 
tration of  their  last  x-ray  treatment. 
The  delay  in  the  whole  group  averaged 
sixty-six  days.  How  many  of  these 
patients  developed  distant  metastases 
during  this  waiting  period  and  thus  lost 
their  chance  of  cure  cannot  be  estimated. 
It  would  seem  reasonable  to  assume  that 
the  number  who  lost  their  lives  by  delay 
would  be  larger  than  any  additional 
salvage  attained  by  the  benefits  of  the 
radiation  therapy.  One  may,  therefore, 
conclude  that  radiation  methods  are 
still  distinctly  inferior  to  surgery  in  the 
treatment  of  a primary  operable  car- 
cinoma of  the  breast,  and  cannot  be 
depended  upon  to  provide  any  cures  where 
the  disease  has  extended  to  the  axilla. 

Comparison  of  Results  of  Cases  Treated 
by  Surgery  with  Those  Treated  by  Pre- 
and  Postoperative  Irradiation  and  Sur- 
gery 

Five-year  end  results  of  Adair’s  ma- 
terial will  not  be  available  until  Decem- 
ber, 1939.  At  the  present  time,  however, 
the  four-year  end  results  may  be  quoted, 
since  they  were  presented  by  Adair  before 
the  New  York  Academy  of  Medicine  on 
January  21,  1939.  The  figures  follow: 


Percentage 

Percentage 

Treatment 

5- Year  Cures 

4- Year  Cures 

Surgery  alone 
Pre-  and  Post- 

40.6 

operative  ir- 
radiation and 

surgery 

45 

From  this  it  is  seen  that  the  four-year 
cure  rate  of  those  cases  treated  by  pre- 
and  postoperative  irradiation  and  sur- 
gery is  only  4.4  per  cent  better  than 
the  five-year  cure  rate  by  surgery  alone. 
The  normal  expected  reduction  in  cure 
rate,  occasioned  by  the  death  of  the 
patients  or  recurrence  of  the  disease 


in  their  fifth  year  postoperatively,  is 
10  per  cent.  Ten  per  cent  of  45  is  4.5. 
When  this  is  substracted  from  45  per 
cent  to  find  the  expected  five-year  cure 
rate,  the  result  is  40.5  per  cent,  which  is 
actually  one-tenth  of  1 per  cent  less  than 
the  cure  rate  by  surgery  alone. 

It  thus  appears  that  there  is  no  reliable 
statistical  evidence  that  preoperative 
irradiation  of  carcinoma  of  the  breast 
increases  the  five-year  cure  rate.  On  the 
contrary,  it  is  clear  that  any  theoretic 
benefits  are  cancelled  out  by  the  deaths 
that  occur  by  reason  of  the  enforced 
delay  before  operation  can  be  performed. 
Further  serious  objections  are  those  al- 
ready mentioned:  painful,  ulcerative 

radiation  reactions,  delayed  healing,  post- 
operative infections,  necrosis  of  wound 
edges,  longer  hospital  stay,  higher  mor- 
bidity and  mortality,  and  the  later 
development  of  pulmonary  fibrosis,  cough, 
mediastinal  shift,  anemia,  and  cardiac 
damage. 

Postoperative  Roentgen  Therapy 

If  this  be  true,  the  question  may  then 
be  asked:  “Has  radiation  therapy  any 

value  in  the  treatment  of  cancer  of  the 
breast?”  If  preoperative  external  radia- 
tion therapy  is  powerless  to  produce  five- 
year  cures  where  the  axillary  nodes  are 
involved,  of  what  use  is  it  postoperatively 
in  the  prevention  of  recurrences?  The 
answer  to  these  questions,  in  all  fairness, 
cannot  be  a flat  assertion  that  radiation 
therapy  has  no  value  at  all.  The  first 
admission  that  must  be  made  is  that 
Adair  has  shown  that  high  dosage  of 
x-rays  can  be  tolerated  by  these  tissues, 
and  it  may  well  be  that  when  such  doses 
are  employed  postoperatively  an  im- 
provement in  the  five-year  end  results 
may  be  noted. 

The  effects  of  radiation  therapy  are 
featured  histologically  by  two  phenom- 
ena. There  occurs,  first,  the  active 
destruction  of  the  cancer  cell,  and,  second, 
the  sclerosis  of  blood  vessels  leading  to  a 
fibrosis  of  the  irradiated  area.  This  latter 
effect  is  of  great  importance  because  such 
fibrosis  often  is  sufficient  to  prevent  the 
spread  of  the  cancer  cells  that  may  still 
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be  present.  In  this  connection,  I have 
had  an  opportunity  to  examine  specimens 
from  17  cases  of  cancer  of  the  breast, 
apparently  successfully  treated  by  inter- 
stitial radiation.  In  all  of  these  17 
cases,  the  tumor  was  replaced  by  a dense 
mass  of  fibrous  tissue,  notable  for  its 
poverty  of  blood  vessels  and  lymphatics, 
but  scattered  throughout  this  tissue,  in 
every  case,  there  were  small  clumps  of 
cells  still  recognizable  as  cancer.  Yet  all 
of  these  cases  had  been  well  for  periods 
ranging  from  three  to  eight  and  one-half 
years.  It  is  probable  that  at  the  present 
time,  and  with  our  present  technic,  the 
fibrosis  that  we  are  able  to  produce  in  the 
axilla  by  means  of  heavy  doses  of  roent- 
gen therapy,  may,  in  a certain  small  per- 
centage of  cases,  be  effective  in  producing 
some  degree  of  growth  restraint.  Port- 
mann4  believes  that  10  per  cent  of  his 
patients  who  received  postoperative  roent- 
gen therapy  averaged  one  year  longer  life. 

Palliative  Value  of  Roentgen  Therapy 

The  palliative  value  of  roentgen  ther- 
apy in  extensive,  inoperable  carcinomas 
of  the  breast,  and  in  recurrences  and  bony 
metastases  is  so  well  established  that  one 
need  not  discuss  it  here.  Arrests  of 
disease  for  many  months  and  even  years 
are  not  unusual.  When  all  other  methods 
have  failed,  radiation  therapy  often 
provides  a degree  of  comfort  obtainable 
by  no  other  means.  Foul,  ulcerated 
masses  may  become  shrunken  and  clean; 
recurrences  may  be  locally  controlled,  and 
the  pain  of  bone  metastases  completely 
eliminated.  Pathologic  fractures  may 
be  made  to  unite,  and  the  last  months  of 
life  made  bearable  by  the  benefits  of 
roentgen  therapy. 

Surgical  Treatment  of  Cancer  of  the 
Breast 

Any  survey  of  the  surgical  literature  of 
cancer  of  the  breast  reveals  an  astonishing 
attitude  on  the  part  of  many  surgeons. 
Members  of  a profession  which  can  point 
to  40  to  45  per  cent  of  five-year  cures  of 
operable  cancers  of  the  breast,  they  fre- 
quently are  not  aware  of  how  good  these 
results  really  are.  Occasional  surgical 


writers  appear  to  be  overawed  by  the 
optimistic  radiologic  literature  and  exhibit 
a humility  heretofore  unusual  in  a sur- 
geon. The  surgeon  seems  to  apologize 
for  his  ancient  armament,  the  thumb 
forceps,  the  scalpel,  the  cautery.  His 
radiologic  ally  seems  so  much  more 
scientifically  equipped  with  electrons, 
neutrons,  superhigh  voltages,  and  alpha, 
beta,  and  gamma  rays.  He  speaks  a 
language  unintelligible  to  the  surgeon, 
and  exhibits  an  optimism  that  the  surgeon 
not  only  cannot  share,  but  must  certainly 
envy. 

Feasibility  of  Axillary  Dissection 

Because  the  anatomy  of  the  axilla 
affords  excellent  exposure  and  relatively 
clear-cut  planes  of  cleavage,  it  is  possible 
by  a well-planned,  meticulous  dissection 
to  remove  cleanly  all  evidence  of  cancer 
in  a high  percentage  of  cases.  What  this 
percentage  actually  is  cannot  be  specifi- 
cally stated  but  can  be  indicated  by  the 
fact  that  local  axillary  recurrence  is 
exceptionally  rare  following  such  an 
operation.  In  the  follow-up  clinics  of 
three  large  hospitals,  I have  not  seen 
a single  instance  of  axillary  recurrence 
in  the  past  three  years.  The  usual  course 
of  a patient  treated  by  such  painstaking, 
thorough  axillary  dissection,  is  either 
complete  freedom  from  disease,  or  death 
at  some  later  date  from  distant  metas- 
tases. In  this  latter  event  we  must  con- 
clude that  the  metastases  were  given  off 
by  the  primary  tumor  before  its  operative 
removal,  since  after  the  operation  there 
is  left  no  detectable  residual  tumor  to 
provide  such  metastases.  In  any  ease, 
the  axilla,  regardless  of  what  is  occurring 
in  the  rest  of  the  body,  usually  remains 
free  of  disease.  This  latter  fact  is  of 
tremendous  significance,  since  it  indicates 
that  if  no  distant  metastases  have  already 
occurred,  one  may  confidently  expect  to 
effect  a cure  by  an  operation  that  appears 
to  be  adequate  for  the  removal  of  the 
axillary  deposits. 

Results  of  Radical  Surgery  Alone 

The  results  reported  by  Eggers5  illus- 
trate what  may  be  expected  from  radical, 
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painstaking  surgery.  His  material  con- 
sisted of  80  consecutive  cases  of  carcinoma 
of  the  breast.  The  group  comprised  all 
cases  in  which  the  tumor  seemed  remov- 
able. Included  among  them  were  ex- 
amples of  ulcerative  lesions,  bilateral 
carcinoma,  and,  at  times,  cases  of  supra- 
clavicular involvement.  Fifty-four  (67.5 
per  cent)  of  these  80  patients  had  lymph 
node  involvement.  Thirty-five  lived  five 
years  or  longer,  a cure  rate  of  43.8  per 
cent.  Of  those  with  lymph  node  in- 
volvement, 18,  or  33.3  per  cent,  lived 
more  than  five  years.  Of  the  26  who  had 
no  lymph  node  involvement,  17  lived 
more  than  five  years,  a cure  rate,  in 
early  cases,  of  65.4  per  cent.  Five 
patients  had  bilateral  involvement  and 
had  bilateral  radical  mastectomy.  All 
of  them  survived  the  five-year  period, 
although  3 of  them  had  lymph  node  in- 
volvement. None  of  these  patients  re- 
ceived any  roentgen  therapy  preopera- 
tively,  and  only  1 of  the  80  patients  had 
postoperative  roentgen  therapy. 

Thus  it  is  that  representative  clinics 
throughout  the  United  States  report 
from  35  to  45  per  cent  of  five-year  cures 
on  all  cases  treated  by  surgery  alone.  If, 
however,  one  calculates  the  percentage 
of  five-year  survival  on  all  patients  in 
the  United  States  operated  on  for  cancer 
of  the  breast,  the  figures  appear  to  be 
somewhat  less  than  10  per  cent.  There 
is,  thus,  a fourfold  difference  between  the 
results  obtained  by  the  average  hospital 
and  those  reported  from  the  larger  cen- 
ters. 

Technic  of  Radical  Mastectomy 

This  type  of  cancer  surgery  cannot  be 
hurried.  It  should  follow  a definite  plan. 
The  incision  should  run  from  the  inser- 
tion of  the  pectoralis  major  to  the  um- 
bilicus. A wide  area  of  skin  must  be 
sacrificed;  the  skin  flaps  should  be 
thinly  dissected  medially  as  far  as  the 
sternum,  and  laterally  to  the  latissimus 
dorsus.  The  operation  should  proceed 
methodically  from  above  downward  in  a 
regular,  orderly  procedure.  The  entire 
pectoralis  major  and  minor  should  be 
removed.  The  dissection  should  start 


at  the  cephalic  vein  and  be  carried  down 
over  the  brachial  plexus  so  as  to  include, 
in  one  continuous  sheet,  the  fascia  sur- 
rounding the  axillary  vein  and  the  entire 
axillary  contents,  leaving  behind  only 
the  long  thoracic  and  subscapular  nerves. 
A continuous  specimen  should  be  dis- 
sected off  the  chest  wall,  including  the 
fascia  over  the  intercostal  muscles,  and 
the  anterior  sheath  of  the  rectus  muscle. 
In  this  operation  the  surgeon  never  lays 
down  his  knife,  and  all  steps  of  the  opera- 
tion are  accomplished  by  sharp  dissection. 
The  operation  requires  from  two  to  three 
hours.  This  type  of  cancer  surgery  can- 
not be  done  in  a hurry  or  by  a pessimist. 
Any  surgeon  who  is  convinced  from  the 
start  that  his  efforts  to  remove  a cancer 
are  foredoomed  to  failure  is  likely  to 
content  himself  with  a half-hearted  in- 
complete operation  that  affords  the 
patient  no  permanent  benefit.  The  can- 
cer surgeon  should  approach  his  task  with 
a clear  knowledge  of  what  results  may  be 
expected  from  the  procedure  that  he  is 
about  to  attempt.  Secure  in  the  faith 
that  relentless,  bold,  and  meticulous 
surgery  holds  out  substantial  hope  of 
cure  for  the  patient,  the  surgeon  will 
disregard  all  other  considerations  in  the 
accomplishment  of  his  surgical  ideal. 
The  benefits  of  such  surgery  need  not  be 
purchased  at  the  price  of  an  increased 
operative  risk.  The  mortality  from  radi- 
cal mastectomy  is  less  than  1 per  cent. 
The  record  of  surgery  in  cancer  of  the 
breast  stands  among  the  most  successful 
of  all  regional  surgery.  At  the  present 
time,  that  60  per  cent  of  patients  who  are 
not  cured  is  composed  of:  (1)  those  in 

whom  distant  metastases  have  already 
occurred;  (2)  a very  small  percentage 
who  develop  local  recurrences;  and  (3) 
those  whose  local  disease  is  too  far  ad- 
vanced for  operative  removal.  Hope 
for  the  future,  therefore,  clearly  depends 
on  earlier  operations  before  these  distant 
metastases  have  occurred.  An  earlier 
operation  depends  upon  early  diagnosis, 
an  ideal  that  can  only  be  achieved  by 
educating  the  public  to  the  early  signs 
of  cancer  of  the  breast  and  the  necessity 
to  seek  medical  advice  as  soon  as  possible ; 
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upon  the  alertness  of  our  own  profession 
to  recognize  this  disease  in  its  early 
stages  and  to  treat  it  by  the  bold,  relent- 
less, and  meticulous  surgery  which  has 
already  yielded  such  excellent  results. 

Summary 

Examination  of  available  evidence  in- 
dicates that  preoperative  irradiation  of 
carcinoma  of  the  breast  does  not  increase 
the  five-year  cure  rate. 

It  has,  moreover,  certain  disadvan- 
tages. Two  to  three  months  must  elapse 
before  it  is  safe  to  attempt  a radical 
removal  of  the  breast  and  axillary  nodes. 
This  delay  may  deprive  the  patient  of 
her  chance  of  cure  by  permitting  further 
spread  of  the  disease. 

The  majority  of  breast  cancers  are 
radioresistant  and  cannot  be  completely 
destroyed  by  any  dosage  of  external 
radiation  which  can  be  tolerated  by  the 
intact  skin.  It  is  rarely  possible  to 
eradicate  carcinoma  of  the  breast  by 
means  of  external  radiation  when  it  has 
metastasized  to  the  axillary  lymph  nodes. 

Wound  healing  is  frequently  impaired. 
Mortality  is  moderately  increased.  The 
contents  of  the  thorax  may  be  damaged. 
Fibrosis  of  the  lung  may  occur  as  a sequel 
to  intensive  irradiation  of  the  breast. 
Tangential  irradiation  is  impractical  in 
small  breasts  closely  applied  to  the  chest 
wall. 

Radiation  methods  are  distinctly  in- 
ferior to  surgery  in  the  treatment  of 


primary  operable  carcinoma  of  the  breast, 
and  cannot  be  depended  upon  to  provide 
any  cures  where  the  disease  has  extended 
to  the  axilla. 

There  is,  therefore,  no  justification  for 
the  abandonment  of  radical  mastectomy 
as  the  treatment  of  choice;  a simple  mas- 
tectomy followed  by  postoperative  irra- 
diation of  the  axilla  is  inadequate  and 
deprives  the  majority  of  patients  of  their 
chance  of  cure  by  careful  axillary  dis- 
section. 

The  cure  rate  by  meticulous,  radical 
surgery  is  fully  as  high  as  that  obtained 
by  the  addition  of  preoperative  and  post- 
operative external  irradiation.  External 
radiation  is  no  substitute  for  meticulous, 
painstaking,  radical  surgery,  and  cannot 
be  expected  to  transform  a primary  in- 
operable carcinoma  of  the  breast  into  one 
that  would  be  curable. 

External  radiation  has  a real  value  as 
a palliative  measure  in  advanced,  in- 
operable cases  of  carcinoma  of  the 
breast,  in  local  recurrences,  and  in  cases 
of  acute  inflammatory  carcinoma  of  the 
breast. 

References 

1.  Adair,  F.  E.,  and  Quimby,  E.  H.:  Paper  read 

before  the  American  Congress  of  Radiology,  Chicago, 
Illinois  (Sept.  25-30)  1933. 

2.  Adair,  F.  E.:  Amer.  J.  Roentgenol.  35:  359-370 
(March)  1936. 

3.  Adair,  F.  E.,  and  Stewart,  F.  W. : Ann.  Surg. 

102:  254-260  (1935). 

4.  Portmann,  U.  V.:  Am.  J.  Cancer  27:  1-25  (May) 

1936. 

5.  Eggers,  Carl:  Ann.  Surg.  106:  668-689  (Oct.) 

1937. 


MORE  BOY  BABIES  IN  POST-WAR  YEARS— WHY? 


Following  a long  war  a definite  increase  in  the 
proportion  of  male  births  has  repeatedly  been 
observed.  This  was,  for  example,  the  experience 
of  nearly  all  of  the  principal  European  countries 
engaged  in  the  World  War. 

Various  theories  have  been  advanced  but  few 
stand  analysis,  remarks  the  Statistical  Bulletin 
of  the  Metropolitan  Life  Insurance  Company. 
Nearly  200  years  ago  the  theologian,  Johann 
Siissmilch,  ascribed  it  to  the  interposition  of 
Divine  Providence  in  compensation  for  the  great 
slaughter  of  male  lives  in  battle. 

Since  then  various  theories  have  been  advanced. 
According  to  one  of  these,  poorly  nourished 
women  give  birth  to  a greater  proportion  of  boys 
and  malnutrition  of  mothers  in  post-war  years 
causes  a rise  in  the  ratio  of  boy  babies.  In 
support  is  cited  the  high  ratio  of  male  births 
in  Germany  during  the  famine  years  of  1918- 
1919.  But  a similar  rise,  although  of  lesser  de- 


gree, occurred  in  most  of  the  allied  nations  after 
the  War,  despite  the  fact  that  food  shortage  and 
malnutrition  were  relatively  slight  in  these 
countries.  If  malnutrition  in  the  mother  favors 
the  male  fetus,  we  should  expect  to  find  the 
same  high  ratio  of  male  births  in  the  wake  of 
great  famines.  Careful  research  has  failed  to  dis- 
cover any  such  effect  in  connection  with  the 
terrible  periodic  famines  in  India. 

Other  conjectures,  more  or  less  ingenious, 
have  been  advanced.  Among  these,  the  one 
that  commends  itself  as  most  plausible  relates 
the  increased  ratio  of  male  births  to  the  in- 
creased proportion  of  first  births  occurring  as 
the  result  of  the  consummation  of  marriages 
postponed  by  men  called  to  the  front. 

All  in  all,  the  facts  are  perplexing.  It  cannot 
be  said  that  the  problem  is  solved.  The  increase 
in  male  births  after  wars  is  an  established  fact. 
Its  explanation  remains  a mystery. 


CIRCULATION  OF  THE  JOINTS  OF  CHRONIC  ARTHRITIS 

John  W.  Ghormley,  M.D.,  and  Alexander  Silverglade,  M.D.,  Albany,  New  York 


The  treatment  of  chronic  arthritis  is 
one  of  the  most  difficult  problems 
with  which  the  physician  has  to  deal. 
Some  doctors  are  inclined  to  try  each  and 
every  new  remedy  that  is  offered  by  the 
pharmaceutic  houses  or  each  new  piece  of 
apparatus  that  is  put  out  by  the  manufac- 
turers. Others  continue  to  use  some  pet 
remedy  that  they  have  used  for  years 
on  each  and  every  case,  regardless  of  the 
type  of  arthritis  or  the  stage  of  the 
disease. 

The  physician  who  does  not  individu- 
alize his  case  of  chronic  arthritis  does 
not  render  that  patient  adequate  treat- 
ment. Whether  he  be  a physiotherapist, 
a “rheumatism  specialist,”  or  other  prac- 
titioner, he  is  not  treating  his  arthritics 
well  if  he  does  not  regard  each  as  a special 
problem.  Not  only  does  each  patient  with 
chronic  arthritis  require  a special  pre- 
scription, but  he  also  requires  different 
treatment  as  he  progresses  or  retrogresses 
during  the  course  of  his  disease.  In  the 
more  acute  stages,  rest  in  bed,  antipyretics 
and  other  drugs,  dietary  and  hygienic 
regulations,  as  well  as  immobilization, 
local  application  of  anodynes,  and  pos- 
sibly aspiration  of  the  joints  are  used. 
Each  case  of  chronic  arthritis  must  be 
studied  completely  and  classified  as  to 
whether  it  is  of  the  rheumatoid  or  of  the 
osteoarthritic  type.  In  the  former,  a 
thorough  search  must  be  made  for  possible 
foci  of  infection,  and  such  foci  removed  if 
they  are  found.  Endocrine  imbalance 
and  vitamin  lack  should  be  corrected, 
dietary  errors  remedied,  anemia  treated, 
vaccines  used  when  they  seem  indicated, 
splints  provided  to  prevent  deformity, 
etc.  In  the  hypertrophic  form,  weight 
reduction  is  usually  necessary,  as  are 
periods  of  enforced  rest,  postural  correc- 
tion, proper  bracing  of  the  feet,  and  other 
measures.  In  addition,  in  both  types 


surgical  procedures,  such  as  arthrotomy, 
synovectomy,  manipulation  under  anes- 
thesia, or  tenotomy  may  be  useful. 

Some  form  of  physical  therapy  is  indi- 
cated throughout  the  course  of  the  dis- 
ease. The  modalities  used  will  depend 
upon  the  experience  and  preference  of  the 
one  giving  the  treatment.  Heat,  massage, 
and  manipulation  are  usually  the  basis 
of  this  treatment.  Contrast  baths  and 
other  forms  of  hydrotherapy  may  also 
be  indicated;  ultraviolet  light  when  a 
tonic  is  necessary  in  the  undernourished 
and  anemic,  colonic  irrigations,  fever 
therapy,  especially  in  the  gonorrheal  in- 
fections, and  graded  exercises  all  have 
their  places.  Sometimes  mecholyl  and 
histamine  iontophoresis,  and  galvanic, 
sinusoidal,  or  faradic  stimulations  may 
be  used.  While  all  these  latter  modalities 
have  their  places,  it  is  some  form  of  heat 
that  is  undoubtedly  the  most  important, 
the  most  easily  applied,  and  often  the 
most  economical  for  the  patient.  This 
may  be  achieved  by  a general  body  heat- 
ing by  means  of  a short-wave  apparatus, 
hot  tub,  full  wet  pack,  heating  cabinet, 
or  other  device,  or  possibly  through  local 
heating  by  means  of  a short  wave,  heat 
lamp,  baker,  paraffin  bath,  or  a simple 
home  device  such  as  hot  water  bottle, 
electric  pad,  or  hot  iron.  Heat  relieves 
the  pain  because  it  depresses  the  sensory 
nerve  endings.  It  also  improves  the  cir- 
culation because  it  has  the  power  of  caus- 
ing vasodilatation.  By  this  means,  the 
nutrition  of  the  part  is  improved,  the 
cellular  activity  increased,  and  phagocy- 
tosis stimulated.  Sweating  is  also  in- 
creased and  the  elimination  of  lactic  acid 
and  other  wastes  hastened.  Possibly, 
also,  heat  hastens  the  softening  of  scar 
tissue  and  the  breaking  down  of  ad- 
hesions, especially  when  it  is  associated 
with  massage  and  manipulation. 
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FINGER 


Fig.  1.  A typical  tracing  of  the  temperatures 
of  the  fingers  of  one  hand  by  the  photoelectric 
recording  thermometer.  The  paper  travels  from 
above,  downward,  and  the  junction  is  in  con- 
tact with  the  skin  for  fifteen  seconds  and  off  for 
five  seconds. 

There  is  a difference  of  opinion  as  to 
which  is  the  most  efficient  form  of  apply- 
ing heat,  often  whether  the  entire  body 
or  simply  the  affected  joint  should  be 
treated;  also,  whether  heat  should  be 
applied  during  the  entire  course  of  the 
disease  or  not.  Krusen1  feels  that  heat 
may  be  applied  to  a joint  that  is  acutely 
inflamed,  or  during  an  acute  exacerbation 
where  the  circulation  is  already  increased, 
and  insists  that  additional  heat  will  fur- 
ther aid  the  body  in  its  fight  against  the 
disease.  Others  advocate  the  avoidance 
of  heat  at  this  time.  Realizing  the  fact 
that  the  use  of  heat  alone  is  only  a small 
part  of  the  treatment  of  arthritis  but 
nevertheless  a very  important  part  of  that 
treatment,  and  because  of  the  difference 
of  opinion  as  to  when  and  how  it  should 
be  applied,  it  has  seemed  desirable  to 
make  some  studies  on  the  circulation  of 
the  joints  in  arthritis  in  an  effort  to  find 
out  more  about  how  it  is  influenced  by 
heating.  We  have  available  an  experi- 
mental photoelectric  recording  thermome- 
ter and  an  experimental  photoelectric 
recording  plethysmograph. 

The  thermometer  is  of  the  thermo- 


couple type  and  records  constantly.  It  is 
essential  for  accurate  recording  to  allow 
the  proper  length  of  time  for  the  contact 
of  the  junction  with  the  skin,  and  also 
sufficient  rest  time.  This  may  be  done 
accurately  with  this  instrument,  as  the 
recording  roll  travels  at  a constant  speed 
and  it  is  not  necessary  to  consult  a 
watch. 

We  have  found  it  accurate  within  a few 
tenths  of  a degree  to  allow  fifteen  seconds 
contact  of  the  junction  with  the  finger 
and  to  allow  a five-second  rest  period.  A 
tracing  of  a typical  temperature  record- 
ing for  the  five  fingers  of  one  hand  is 
shown  (Fig.  1).  The  magnitude  of  the 
plethysmograph  oscillations  are  purely 
arbitrary  and  depend  upon  the  amplifica- 
tion adjustment  of  the  apparatus.  It  is 
possible  to  calibrate  it  so  that  the  changes 
in  finger  volume  may  be  measured  to 
within  .003  cc.  (Fig.  2).  The  change  in 
the  amount  of  blood  in  the  finger  is  de- 
pendent first  of  all  on  the  heart  beat  but 
usually  there  is  also  a change  with  the 
respiration.  This  plethysmograph  has 
been  described  by  Martin  and  Marcellus.2 

We  desire  to  compare  the  value  of  the 
plethysmograph  and  the  skin  thermome- 
ter in  the  measuring  of  the  circulation 
in  a part.  It  would  seem  that  the  plethys- 
mograph should  give  a more  accurate 
measurement  of  the  circulation,  as  it  re- 
cords the  changes  in  volume  and  thus 
measures  the  amount  of  blood  that  enters 
the  part.  The  skin  temperature,  on  the 
other  hand,  is  quickly  influenced  by  room 
temperature,  air  currents,  and  the  amount 
of  perspiration  on  the  skin.  A finger  with 
a very  good  circulation  placed  in  a rela- 
tively cold  environment  would  continue 
to  have  a good  circulation,  yet  the  skin 
temperature  might  drop  markedly  (Fig. 
3,  see  page  1492). 

We  realize  that  we  are  measuring  the 
skin  temperatures  and  the  volume  changes 
in  the  entire  finger  and  so  estimating  the 
circulation  in  the  finger  including  the 
joints  and  not  in  the  joints  alone.  But 
if  the  circulation  in  the  entire  finger  in- 
creases, the  circulation  in  the  joint  will 
also  increase,  and  if  it  decreases  the  joint 
circulation  will  also  decrease.  And,  since 
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Fig.  2.  Oscillations  of  the  finger  plethysmograph. 
The  width  of  the  oscillation  varies  directly  with  the 
change  in  finger  volume,  which  is  influenced  by  both  the 
pulse  and  the  respiration.  1.  Case  showing  volume 
changes,  which  follow  the  pulse  for  the  most  part.  2. 
Regular  changes  with  respiration  as  well  as  pulse.  3.  Case 
showing  volume  changes  with  respiration  almost  ex- 
clusively. 4.  Lower  half  of  tracing  shows  changes 
with  pulse  and  respiration,  while  the  upper  half  shows 
no  respiratory  waves  as  the  patient  holds  his  breath. 
5.  Very  little  circulation  in  the  extremity  with  small 
pulse  waves  and  no  respiratory  waves. 


the  method  is  suitable  for  clinical  use,  it  is 
regarded  as  an  accurate  gage  of  the  cir- 
culation within  the  joint. 

We  also  realize  that  the  fingers  do  not 
react  the  same  way  to  heating  that  some 
of  the  larger  joints  do,  as  the  fingers  are 
the  seat  of  the  peripheral  reflex  dilatation. 
But  often,  especially  in  chronic  rheuma- 
toid arthritis,  it  is  the  fingers  that  are 
especially  troublesome,  and  information 
obtained  regarding  their  reaction  to  heat 
should  be  of  value. 

It  was  our  purpose  to  compare  the  skin 
temperature  and  the  finger  volumes  in 
normal  individuals  and  in  arthritics  in 
different  room  temperatures,  and  in  indi- 
viduals before  and  after  heating  with 
various  modalities.  It  was  not  our  purpose 
to  measure  the  efficiency  of  the  various 
apparatus  in  their  ability  to  heat  living 
tissues,  as  this  is  best  done  by  a thermo- 
couple inserted  into  the  depth  of  the 
tissue,  and  it  has  been  done  accurately 
many  times,  very  recently  by  Coulter 
and  Osborne.3  Nor  have  we  measured 
the  skin  temperatures  of  various  parts  of 
the  body  under  different  conditions,  as 
this  has  also  been  well  done  by  Kovacs,4 
Bierman,5  and  others. 

In  our  recordings  we  have  attempted 


to  control  all  the  variable  factors.  At- 
tempts have  been  made  to  have  the  pa- 
tient rest  quietly  and  undisturbed,  to 
have  him  rest  in  the  room  for  at  least  one 
half  hour  before  any  recordings  were 
made,  and  to  have  constant  conditions  of 
room  temperature,  humidity,  air  velocity, 
etc.  In  all,  several  hundred  recordings 
were  made  on  more  than  30  individuals. 

It  is  known  that  the  temperature  of  the 
skin  of  the  fingers  depends  upon  the  en- 
vironmental temperature.  There  is  a very 
wide  range,  however,  in  supposedly  nor- 
mal individuals.  In  a room  temperature 
of  70  F.  the  skin  finger  temperatures  may 
vary  from  75-90  F.  in  different  indi- 
viduals. If  the  temperature  of  the  room 
is  lowered  to  65  F.,  the  finger  tempera- 
tures will  drop  toward  this,  but  a reactive 
hyperemia  will  usually  soon  develop  and 
the  fingers  become  warmer  than  they  were 
at  70  F.  As  the  room  temperature  is  in- 
creased the  finger  circulation  continues 
to  increase.  It  reaches  a maximum  in  a 
room  temperature  of  75-80  F.,  however. 

Certain  chronic  arthritics  show  a dimin- 
ished circulation,  especially  those  with 
anemia,  low  blood  pressure,  poorly  nour- 
ished fingers,  etc.  The  fingers  in  the  acute 
stages  show  evidence  of  an  increased  cir- 
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Fig.  3.  The  plethysmograph  shows  that  the 
circulation  in  a finger  has  increased  even  though 
the  skin  temperature  is  the  same.  These  are  trac- 
ings of  the  temperatures  and  volumes  of  the  fourth 
finger,  right,  and  the  second  finger,  left,  of  a 56- 
year-old  woman  with  chronic  rheumatoid  arthritis. 
The  left  hand  was  immersed  in  a whirlpool  bath 
for  thirty  minutes,  and  one  hour  later  the  tempera- 
ture had  dropped  to  the  original,  but  the  plethysmo- 
graph oscillation  had  not. 


culation.  A great  number  of  chronic 
arthritics  show  the  same  variations  in 
their  entire  finger  circulation  that  the  sup- 
posedly normal  individuals  do  (Fig.  4). 

Wyatt8  states  that  patients  with 
chronic  infectious  arthritis  show  a lack  of 
elasticity  in  the  response  of  the  sym- 
pathetic nervous  system,  and  that  the 
temperature  of  the  fingers  drops  below 
the  average  after  the  arthritic  ingests 
600  cc.  of  cold  water.  It  was  thought, 
therefore,  that  perhaps  the  arthritic 
would  not  show  an  ability  to  maintain  a 
normal  finger  circulation  in  lower  tem- 
peratures. 

This  was  occasionally  found,  but  not 
constantly,  many  arthritics  being  able 
to  maintain  their  finger  circulation  as 
well  as  the  nonarthritic  when  exposed  to 
a temperature  of  65-70  F.  This  phenome- 
non is,  of  course,  almost  routinely 
found  in  patients  subject  to  vasospasm, 
such  as  those  suffering  from  the  Ray- 
naud’s syndrome,  and  it  is  frequently 
found  in  older  patients  with  arterio- 


sclerosis, many  of  whom  have  chronic 
arthritis. 

A number  of  studies  were  made  of  the 
finger  skin  temperatures  and  volume 
changes  in  normal  and  in  arthritic  in- 
dividuals before  and  after  heating  with 
various  modalities.  The  closed  baker  in 
which  carbon  filament  bulbs  maintain  a 
temperature  of  around  160  F.,  the  whirl- 
pool bath  at  112  F.,  the  paraffin  bath  at 
135  F.,  the  in ducto therm  plate,  sys- 
temic short-wave  heating,  and  hista- 
mine iontophoresis  of  one  finger  at  4 ma. 
for  four  minutes  or  of  the  whole  hand  and 
forearm  at  30  ma.  for  ten  minutes  were 
used.  It  was  usually  found  that  while 
the  original  temperatures  and  finger 
volumes  might  vary  considerably  in  differ- 
ent individuals,  after  heating  they  became 
almost  uniform.  It  was  found  that  the 
response  to  the  various  modalities  used 
showed  only  a moderate  variation.  The 
closed  baker,  the  whirlpool  bath,  and 
systemic  body  heating  gave  the  best  re- 
sponses. The  paraffin  bath  at  135  F.  does 


August  1,  1939] 


CHRONIC  ARTHRITIS 


1493 


Fig.  4.  The  lower  graph  represents  the  rise  in 
temperature  of  the  fourth  right  finger  of  a patient 
with  chronic  infectious  arthritis  as  the  room  tempera- 
ture was  increased  from  60  to  80  F.  The  upper 
graphs  show  the  plethysmograph  changes  of  the 
finger  at  the  same  intervals. 


not  seem  to  give  the  increase  in  circula- 
tion that  the  water  whirlpool  does  at 
112  F.  The  motion  of  the  water  may  be 
partially  responsible  for  this,  but  it  is 
thought  that  the  important  reason  is  that 
the  paraffin  in  contact  with  the  skin 
solidifies  and  thus  insulates  the  skin 
against  the  melted  paraffin,  which  is  at 
135  F.,  and  prevents  it  from  transmitting 
its  heat  to  the  body.  Paraffin  does  have 
one  advantage  over  water,  and  that  is 
that  repeated  use  of  paraffin  tends  to  im- 
prove the  texture  of  the  skin,  while  the 
water  tends  to  dry  it  out. 

Histamine  by  iontophoresis  to  one 
finger  gives  a very  localized  but  intense 
response.  This  is  fairly  well  tolerated 
by  the  patient  and  gives  more  superficial 
hyperemia  than  any  of  the  other  modali- 
ties (Fig.  5,  page  1494).  It  is  not  known 
how  deeply  this  vasodilatation  penetrates, 
but  it  is  found  only  occasionally  that  adja- 
cent fingers  show  a temperature  rise  and 
increased  oscillation  when  one  finger  is 
treated.  When  the  whole  hand  and  fore- 
arm were  covered  with  asbestos  paper 
saturated  with  a warmed  1-1,000  hista- 
mine solution  and  eight  to  ten  minutes 


of  20-30  ma.,  very  good  increase  in  circu- 
lation was  obtained  in  the  treated  hand, 
as  evinced  by  the  good  increase  in  plethys- 
mograph tracing  and  slight  rise  in  tem- 
perature. Circulation  increases  were 
never  noted  in  the  other  hand,  in  fact  it 
usually  decreased. 

Another  very  interesting  observation 
is  the  fact  that  when  one  hand  only  is 
treated,  the  other  hand  becomes  almost 
as  warm  as  the  heated  hand  (Fig.  6,  page 
1495).  This  is  as  expected  from  the  ob- 
servation of  Gibbon  and  Landis6  and 
others.  Heat  is  absorbed  by  the  heated 
hand,  and  the  individual,  in  order  to  main- 
tain his  body  temperature  equilibrium, 
suffers  a dilatation  of  the  peripheral  ves- 
sels of  all  the  other  extremities  if  they  are 
capable  of  dilating,  i.e.,  if  the  arteries  are 
not  sclerotic.  This  is  the  so-called  Landis 
test  and  is  a standard  procedure  for  the 
determination  of  vasomotor  index  or 
potential  peripheral  vasodilatation.  This 
is  of  extreme  importance  and  shows  the 
greater  value  of  systemic  heating.  Even 
though  only  one  joint  is  involved,  a much 
more  efficient  heating  of  that  joint  will  be 
obtained  if  the  whole  body  is  heated,  be- 
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Fig.  5.  The  response  to  histamine  iontophoresis 
of  the  second  finger,  right,  of  the  same  patient  of 
56  years  with  chronic  rheumatoid  arthritis  as  is 
represented  in  Fig.  3.  The  temperature  drop  is 
probably  due  to  evaporation,  but  the  plethysmo- 
graph  oscillation  in  the  treated  third  finger  shows  a 
very  wide  oscillation  and  is  greater  than  that  caused 
by  the  whirlpool  bath,  yet  the  untreated  second 
finger  of  the  same  hand  shows  no  increase  in  volume. 


cause  if  only  the  involved  joint  is  heated 
there  is  a tendency  for  that  heat  to  be 
carried  away  throughout  the  entire  body. 
Much  greater  rises  in  skin  temperatures 
and  greater  volume  increases  were  found 
in  the  fingers  when  systemic  body  heating 
was  used,  whether  it  was  by  short  wave, 
hot  tub,  or  body  baker,  then  when  only 
one  extremity  was  heated.  It  is,  of  course, 
upon  the  phenomenon  of  peripheral  vaso- 
dilatation that  the  use  of  sympathectomy 
in  the  treatment  of  arthritis  is  based.  If 
the  proper  sympathetic  ganglia  are  re- 
moved from  a patient  who  has  a circula- 
tory lack  due  to  vasospasm,  there  is  com- 
plete vasomotor  relaxation  and  the  circu- 
lation of  the  extremity  is  permanently  in- 
creased. 

Another  observation  that  was  made 
was  that  at  the  end  of  the  first  hour  the 
skin  temperatures  were  often  down  almost 
to  normal,  and  the  plethysmograph  re- 
cording had  definitely  decreased.  After 
two  or  three  hours,  however,  the  finger 
volume  as  well  as  the  skin  temperatures 
had  become  normal,  and  thus  indicated  a 


normal  circulation  of  the  finger.  Thus,  if 
any  sustained  increase  in  the  joint  circu- 
lation is  to  be  made,  several  hours  of 
heating  each  day  must  be  given.  This  is 
stressed  by  Warren.7  A thirty-  or  forty- 
minute  baking  or  a short-wave  treatment 
three  times  a week  will  cause  very  little  or 
no  increase  of  the  circulation  of  the  finger, 
but  if  this  is  supplemented  by  home  treat- 
ment of  hot  packs,  heating  lamps,  or  other 
measures,  much  more  adequate  treatment 
is  rendered.  I believe  that  physiothera- 
pists are  coming  to  recognize  that  arthrit- 
ics  must  be  instructed  regarding  home 
treatment  which  should  amplify  their 
office  treatment,  and  that  by  this 
means  arthritics  will  show  better  improve- 
ment. 

The  conclusion  may  also  be  drawn  that 
benefit  may  be  obtained  from  the  constant 
occupancy  of  a room  in  which  the  tempera- 
ture is  between  75  and  80  F.,  and  vice 
versa,  that  exposure  to  low  outdoor  winter 
temperatures  should  be  avoided. 

Thus,  by  means  of  the  skin  thermome- 
ter and  the  plethysomograph,  it  is  pos- 
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Fig.  6.  This  shows  the  temperature  rise  and  the 
volume  increase  in  the  unheated  hand.  The  patient 
is  a 44-year-old  woman  with  osteoarthritis.  The  left 
hand  was  placed  in  the  whirlpool  bath  at  112  F.  for 
thirty  minutes.  The  second  finger  of  the  right  hand 
showed  almost  as  great  a temperature  and  volume 
increase  as  the  heated  second  finger  of  the  left  hand. 


sible  to  determine  which  of  the  chronic 
arthritics  show  a deficient  circulation.  It 
is  also  possible  to  find  which  is  the  most 
efficient  method  to  increase  this  circula- 
tion and  so  usually  possible  to  find  some 
modality  that  will  make  a deficient  blood 
supply  a more  adequate  one  (Fig.  7). 

It  is  realized  that  a larger  series  of 
observations  must  be  made  and  it  is  our 
purpose  to  continue  this  study  in  order  to 
increase  the  range  and  accuracy  of  the 
findings.  It  is  especially  our  desire  to 
classify  carefully  and  accurately  a large 
group  of  arthritics  as  to  whether  they  are 
chronic  rheumatoid  or  osteoarthritic,  and 
to  see  if  the  skin  temperatures  and  finger 
volume  changes  show  any  constant  char- 
acteristic circulatory  lack  in  the  two  types 
or  possibly  an  inability  to  maintain  av- 
erage circulation  when  the  fingers  are  ex- 
posed to  low  temperatures.  It  is  also  our 
desire  to  see  by  means  of  controls  whether 
heat  or  rest  causes  faster  improvement  in 
a patient  whose  finger  circulation  is  in- 
creased, as  during  an  acute  exacerbation. 
We  also  plan  to  determine  which  method 
of  heating  seems  most  efficient  in  per- 
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Fig.  7.  The  response  obtained  in  a patient 
with  a subacute  infectious  arthritis  when  the  left 
hand  was  heated  in  an  enclosed  baker.  The 
patient  had  a relatively  high  temperature  in  all 
the  fingers  before  the  heating,  but  low  plethysmo- 
graph  oscillations  in  both  fourth  fingers.  The 
oscillations  in  the  heated  third  left  finger  showed 
the  greatest  rise,  although  a good  rise  was  ob- 
tained in  the  unheated  second  right.  The  os- 
cillations of  the  fourth  fingers  did  not  increase. 
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manently  increasing  the  circulation  of  the 
chronic  arthritic. 

Conclusions 

1.  The  plethysmograph  is  more  ac- 
curate for  the  measurement  of  the  circu- 
lation in  the  finger  than  the  skin  ther- 
mometer. 

2.  The  increase  in  circulation  in  the 
fingers  caused  by  heating  with  various 
modalities  varies  only  moderately.  The 
important  impression  obtained  is  that  the 
increased  circulation  is  only  for  a few 
hours,  and  several  hours  a day  exposure 
to  heat  is  necessary  if  an  adequate  in- 
crease in  circulation  is  to  be  obtained. 

3.  Because  of  the  fact  that  heat  is 
quickly  carried  away  from  a heated  joint 
and  dissipated  by  vasodilatation  in  an 
unheated  extremity,  systemic  heating  is 
a much  more  efficient  method  of  increas- 
ing the  circulation  in  the  joint  than  is 
local  heating  of  that  joint. 

4.  It  is  very  important  to  give  ade- 
quate heating  to  those  arthritics  who,  as 
indicated  by  the  skin  thermometer  and 
plethysmograph,  have  a deficient  circula- 
tion. 

5.  More  studies  are  being  made  to  de- 
termine, if  possible,  which  form  of  heat- 
ing most  efficiently  improves  the  circula- 
tion in  the  various  types  of  arthritis. 
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Discussion 

Dr.  Edward  F.  Hartung,  New  York  City — Re- 
searches such  as  performed  by  Drs.  Ghormley 
and  Silverglade  are  badly  needed  in  the  field  of 
physical  therapy.  Only  in  this  way  can  we  sepa- 
rate the  real  from  the  psychologic  effects  of  physi- 
cal therapy.  The  modalities  used  in  physical 
therapy  carry  with  them  a great  deal  of  sugges- 
tion The  therapist  as  well  as  the  patient  may 
be  fooled — for  a [time. 


One  of  the  most  important  points  brought  out 
by  the  authors  is  the  futility,  at  least  in  arthritis, 
of  many  forms  of  short  heat  treatments,  such  as 
ten  minutes  of  short  wave  administered  in  the 
physician’s  office  two  or  three  times  a week. 
In  arthritis,  of  all  diseases,  we  must  face  the  facts, 
and  not  merely  temporize  with  the  disease  until 
the  patient  is  discouraged  and  passes  on  to  an- 
other physician. 

Until  we  have  adequate  hospital  facilities  for 
sufferers  with  acute  and  chronic  rheumatoid 
arthritis  (and  such  facilities  are  almost  nonexist- 
ent today  in  the  United  States),  the  most  effec- 
tive program  of  physical  therapy  is  daily  home 
treatment,  carefully  planned  and  supervised, 
under  the  direction  either  of  a technician  or  an 
intelligent  member  of  the  family. 

The  last  word  has  not  been  spoken  on  the  circu- 
latory status  in  chronic  rheumatism  (I  use  the 
term  chronic  rheumatism  advisedly  because  it 
allows  us  to  include  fibrositis,  the  most  common 
entity  in  this  group  of  diseases).  Anyone  who 
has  observed  the  hands  of  a sufferer  with  rheu- 
matoid arthritis — cold,  blue,  pale,  clammy,  rigid 
in  texture — knows  that  the  circulation  in  these 
people  is  markedly  deranged.  The  details  of 
this  derangement  has  not  yet  been  adequately 
described. 

The  circulation  in  osteoarthritis  presents  just 
as  confused  a problem.  We  know  that  those 
measures  that  aid  the  circulation  in  these  elderly 
people,  such  as  warm  clothes,  climate,  seasonal 
changes,  and  heat  through  various  modalities, 
all  give  symptomatic  relief.  Also,  osteoarthritis 
occurs  at  a time  of  life  when  arteriosclerosis  is 
beginning  to  develop.  Yet  in  severe  circulatory 
derangements  of  the  extremities,  as  in  Raynaud’s 
disease,  or  arteriosclerotic  and  diabetic  gangrene 
extending  over  years,  osteoarthritis  is  no  more 
common  in  the  affected  limbs  than  in  other  sub- 
jects not  affected  with  these  severe  circulatory 
deficiencies.  We  need  more  work  along  the 
lines  suggested  by  Drs.  Ghormley  and  Silver- 
glade. 

Dr.  Heinrich  F.  Wolf,  New  York  City — I have 
followed  the  paper  of  Dr.  Ghormley  with  the 
greatest  interest.  He  has  shown  that  when  he 
produced  an  increase  of  skin  temperature  in  one 
hand  the  temperature  of  the  skin  of  the  untreated 
hand  also  rose,  and  nearly  to  the  same  degree. 

In  studying  the  effect  of  the  arm  bath  of  slowly 
rising  temperature,  Dr.  Allen  and  I observed  the 
same  phenomenon.  However,  we  found  also 
that  the  rise  in  temperature  was  in  all  cases  con- 
fined to  the  hand,  while  the  skin  temperature  of 
the  upper  arm  and  shoulder  fell  1 to  2 degrees. 
This  observation  can  only  be  explained  if  we 
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assume  that  the  change  of  temperature  under 
these  circumstances  depends  on  a segmental  re- 
flex. This  explanation  would  presuppose  the 
presence  of  antidromic  fibers. 

Studying  the  literature,  we  found  that  in  1920 
Doi  reported  the  existence  of  such  antidromic 
fibers  in  the  hind  leg  of  frogs  which,  when  stimu- 
lated, cause  dilatation  of  the  arterioles  and  capil- 
laries. This  same  was  demonstrated  by  Krogh, 
Harrop,  and  Rehberg  in  1922. 

Bayliss  had  reported  already  in  1901  that  nerve 
fibers  exist  in  the  posterior  roots  of  the  cat  and  the 
dog,  whose  stimulation,  by  electrical,  mechanical, 
and  thermal  means  causes  vasodilatation.  These 
fibers  originate  from  posterior  root  ganglions, 
and  the  extirpation  of  the  ganglia  brings  about  a 
degeneration  of  these  fibers.  Thus  our  hypothe- 
sis of  segmental  antidromic  reflex  seems  to  be 
corroborated. 

Regarding  Dr.  Ghormley’s  statements  as  to 
the  advisability  of  producing  an  increase  of  cir- 
culation in  the  arthritic  joint,  I should  like  to 
make  a reservation.  This  method  seems  to  be 
advisable  only  when  the  roentgenogram  shows 
an  atrophy,  a rarefication  of  the  bones.  In  such 


cases  hyperpyrexia  is  the  best  method,  as  men- 
tioned by  the  speaker.  We  have  seen  it  success- 
fully applied  in  a severe  case  of  this  type  in  the 
Welfare  Island  Hospital.  We  know  that  the 
velocity  of  the  blood  stream  is  greatly  increased 
by  this  treatment.  To  a lesser  degree  such  an 
increase  in  velocity  is  caused  by  Hauffe’s  arm 
bath  of  slowly  increased  temperature.  This 
method  has  also  been  recommended  by  Fox  in 
the  treatment  of  arthritis. 

Dr.  William  Bierman,  New  York  City — Dr. 
Ghormley’s  exposition  is  an  excellent  one.  I de- 
sire to  offer  my  congratulations.  As  he  himself 
indicated,  the  determinations  of  the  temperature 
of  the  skin  surface  of  the  finger  and  the  plethys- 
mographic  studies  do  not  give  an  accurate  picture 
of  the  condition  of  the  circulation  of  the  struc- 
tures beneath  the  skin  surface.  The  evidence 
that  Dr.  Ghormley  presented  indicates  the  prob- 
ability of  such  changes  in  the  vascular  status  of 
the  tissues  underneath  the  skin,  as  well  as  in  the 
skin.  From  this  investigation,  however,  the 
fact  of  variation  in  the  circulation  of  the  joint  is 
not  proved  conclusively. 


MEDICINE  THEN  AND  NOW 

The  medical  profession  is  not  getting  a square 
deal  from  the  public,  remarks  an  observant 
California  paper,  the  Lompoc  Record,  for  just 
when  the  surgeons  and  the  doctors  arrive  at 
the  point  where  they  can  find  out  what’s  the 
matter  with  us — and  cure  it — along  come  the 
politicians  and  begin  their  campaign  for  state 
medicine,  to  take  the  profit  out  of  the  profession. 
When  I was  a lad,  you  died  of  almost  anything 
except  chills  and  fever — and  with  that,  you 
wished  you  could  die. 

Anything  inside  of  you  was  as  much  of  a 
mystery  to  the  doctor  as  the  contents  of  a can 
of  sardines.  Doctors  could  give  you  a hypo- 
dermic to  ease  the  pain  and  a dose  of  calomel  to 
“open  the  bowels” — and  then  “salivate”  you  if 
you  happened  to  eat  something  containing  too 
much  acid — but  if  you  got  smallpox,  it  was  luck 
if  you  got  through,  and  if  you  had  gallstones  or 
appendicitis,  nobody  knew  what  it  was,  or,  if 
they  did,  very  few  knew  what  to  do  about  it. 

Nowadays,  if  you  have  any  of  these  ailments 
and  others  too  hard  to  spell,  all  they  do  is  hold 
a consultation  over  you,  put  you  to  sleep  with 


an  anesthetic  if  you  have  a good  heart  or  ad- 
minister a “local”  if  the  heart’s  not  so  good,  and 
relieve  you,  and  you  generally  get  well  and  if 
you  don’t  “live  happily  ever  after”  you  usually 
live  long  enough  to  pay  the  bill,  and  your  share 
of  taxes. 

You  are  now  successfully  inoculated  or  vac- 
cinated against  smallpox,  diphtheria,  scarlet 
fever,  and  other  ills  and  ailments  that  used  to 
make  life  a dreadful  lottery  and  keep  humans 
forever  wondering  if  a new  “symptom”  was  but 
a prelude  to  a funeral. 

Yellow  fever  and  malaria  have  been  outlawed 
by  getting  rid  of  the  mosquitoes,  and  even  the 
South’s  “poor  white  trash”  no  longer  keep  out 
of  work  by  pleading  “chills  and  fever.” 

Altogether  the  doctors  have  contributed  more 
for  the  enjoyment  of  life  and  to  the  progress  of 
humanity  than  any  other  class  of  people,  and, 
while  they  may  give  a prescription  for  a little 
chocolate-colored  water  occasionally  to  a chronic 
complainer,  it’s  because  he  or  she  insists  on  at- 
tention and  would  go  somewhere  else  to  get  it 
if  not  accommodated  and  charged  for  it. 


ALLERGIC  MANIFESTATIONS  IN  THE  CENTRAL 
NERVOUS  SYSTEM 

T.  Wood  Clarke,  M.D.,  Utica,  New  York 


During  the  past  two  decades  the  knowl- 
edge of  the  new  branch  of  medical 
science  to  which  has  been  given  the  name 
of  allergy  has  been  widely  disseminated 
and  universally  accepted.  Today  the 
physician  who  attempts  to  treat  asthma, 
hay  fever,  eczema,  and  hives  without  giv- 
ing his  patient  the  opportunity  of  an  al- 
lergic study  may  well  be  classed  with  the 
obstetrician  who  washes  his  hands  only 
after  a confinement,  or  the  medical  man 
who  treats  diphtheria  without  antitoxin, 
or  syphilis  without  salvarsan. 

While  the  recognition  of  these  four  dis- 
eases as  being  of  allergic  origin  is  now  uni- 
versal, there  are  many  other  manifesta- 
tions of  allergic  shock  which,  while  famil- 
iar to  the  allergist,  are  not  sufficiently 
appreciated  by  the  general  practitioner. 
Today  it  is  my  purpose  to  discuss  briefly 
wherein  the  work  of  the  allergist  is  related 
to  that  of  the  neurologist. 

When  the  tissue  of  an  allergic  patient 
comes  in  contact  with  the  specific  protein 
to  which  it  is  sensitized  a reaction,  or 
shock,  occurs.  This  consists  in  local 
edema,  spasm  of  smooth  muscle,  or  hy- 
peractivity of  glandular  secretion.  If 
this  reaction  occurs  in  the  nasal  mucous 
membrane  the  result  is  hay  fever  or 
rhinorrhea.  If  it  is  in  the  larynx  it 
causes  croup.  If  the  bronchial  tubes  are 
affected  asthma  or  a condition  resembling 
recurring  bronchitis  results.  When  the 
intestines  are  the  site  of  the  reaction  mu- 
cous colitis  occurs.  If  the  skin  is  involved 
the  outcome  is  eczema,  urticaria,  or  an- 
gioneurotic edema.  When  a similar  reac- 
tion occurs  within  the  cranial  cavity  the 
localized  edema  may  simulate  brain  tu- 
mor, or  the  local  anemia  may  cause  vari- 
ous transient  neurologic  symptoms. 

The  recognized  symptoms  of  increased 
intracranial  pressure  are  headache,  vomit- 


ing, dizziness,  symptoms  referable  to 
pressure  on  the  optic  nerve,  convulsions, 
paralysis,  and  psychosis. 

Headache  is  perhaps  the  commonest 
ailment  to  which  mankind  is  heir,  and  is 
often  most  difficult  to  prevent,  or  cure. 
When  a patient  comes  to  a physician  com- 
plaining of  this  symptom  many  things 
must  be  investigated.  Refractive  errors, 
mental  fatigue,  endocrine  dysfunction, 
constipation,  nephritis,  arteriosclerosis, 
and  such  intracranial  lesions  as  meningi- 
tis, syphilis,  tumors,  or  abscesses  must  be 
considered  and  either  proved  or  ruled  out 
by  thorough  clinical  and  laboratory 
study. 

Even  after  all  these  have  been  elimi- 
nated there  remains  a large  group  of  cases 
of  headaches,  usually,  but  not  always,  af- 
fecting one  side  of  the  head  only,  which  re- 
cur at  regular  intervals  during  life.  This 
was  first  described  by  Galen  as  hemi- 
crania,  a name  which  in  nineteen  hun- 
dred years  has  degenerated  to  migraine. 
It  is  better  known  to  the  laity  as  “sick 
headache.” 

The  typical  migraine  attack  begins 
with  prodromes  including  lassitude,  spots 
or  lights  before  the  eyes,  or  partial  am- 
blyopia. As  the  attack  progresses,  head- 
ache appears,  usually  first  noticed  over  one 
eye  and  then  localizing  on  one  side  of  the 
head.  There  is  usually  dizziness  and 
finally  vomiting,  often  intractable  for  one 
or  two  days.  Though  between  attacks 
the  patient  is  usually  quite  well,  the  re- 
currence is  as  inevitable  as  fate  and  the 
victim  lives  his  life  in  pain,  recovering 
from  pain,  or  dreading  more  pain. 

In  1927  Vaughan1  called  attention  to 
the  fact  that  the  elements  of  heredity  and 
periodicity  in  migraine  bore  a close  re- 
semblance to  asthma,  urticaria,  and  other 
allergic  diseases,  and  made  an  intensive 
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study  of  a number  of  cases  from  an  aller- 
gic standpoint.  He  found  that  a much 
larger  percentage  gave  a family  history  of 
other  allergic  diseases  than  is  normal. 
In  their  past  histories  the  patients  also 
showed  an  abnormally  high  incident  of 
allergy.  By  means  of  skin  tests  and 
elimination  diets  he  was  able  to  deter- 
mine the  exciting  cause,  usually  foods,  but 
often  such  allergens  as  pollens  or  animal 
hairs.  By  elimination  of  the  offending 
proteins  from  the  diet,  attacks  could  be 
prevented  and  by  feeding  them  he  could 
bring  them  on  at  will. 

During  the  last  decade  Vaughan’s  work 
has  been  confirmed  by  allergists  all  over 
the  country,  and  today  it  is  accepted  by 
all  who  are  familiar  with  the  technic  of  an 
allergic  study  that  migraine,  previously 
considered  a mysterious  and  incurable 
visitation  of  the  Almighty,  is  an  allergic 
disease,  and  that,  if  studied  from  this 
point  of  view,  either  complete  relief  or 
marked  improvement  can  be  obtained  in 
from  70  to  85  per  cent  of  the  cases.  There 
is  now  no  excuse  for  allowing  a patient’s 
life  to  be  ruined  by  recurring  painful  and 
prostrating  attacks  of  migraine.  Today 
the  cause  can  be  recognized  and  in  cer- 
tainly three  quarters  of  the  cases  the  at- 
tacks can  be  prevented. 

In  early  childhood  the  symptoms  of 
headache  in  migraine  is  often  unrecogniz- 
able or  even  absent,  the  gastric  symptoms 
being  those  that  attract  the  attention. 
There  is  considerable  reason  to  believe 
that  many  of  the  cases  diagnosed  “cyclic 
vomiting”  are  in  reality  cases  of  allergic 
migraine  occurring  in  the  young  child,  the 
vomiting  being  due  to  cerebral  edema, 
not  to  any  gastric  or  metabolic  abnormal- 
ity. 

Constant  dizziness,  while  not  a painful 
affection,  is  one  that  can  cause  discomfort 
and  unhappiness  and  be  a severe  handicap 
in  life.  It  may  be  of  cerebellar  or  otitic 
origin,  is  frequently  associated  with 
nystagmus,  and  is  often  of  intractable 
chronicity.  One  cause  of  dizziness  of  in- 
terest to  the  otologist  as  well  as  the  neu- 
rologist is  the  symptom  complex  known 
as  Meniere’s  disease,  or  vestibular  ver- 
tigo, characterized  by  profound  and  pro- 


longed dizziness  with  or  without  tinnitus, 
and  sometimes  associated  with  prostra- 
tion, vomiting,  and  even  convulsions. 
While  this  distressing  condition  is  usually 
a manifestation  of  diseases  of  the  semi- 
circular canals,  or  the  central  nervous 
system,  such  as  hemorrhage,  tumor,  or 
syphilis,  a symptom  complex  indistin- 
guishable therefrom  can  be  caused  by 
allergy.  Various  authors  have  reported 
such  cases  which  proved  to  be  due  to  such 
allergens  as  milk,  egg,  apple,  orris  root, 
horse  or  dog  dander,  and  were  completely 
relieved  by  the  elimination  of  the  offend- 
ing material. 

One  such  case  has  come  under  my  care 
recently.  A physician,  -48  years  of  age, 
had  carried  on  an  active  practice  for 
twenty-five  years.  He  had  always  been 
in  perfect  health  except  that  he  had  suf- 
fered from  fall  hay  fever  for  twenty  years. 
This  was  much  improved  since  taking 
ragweed  inoculations  twelve  years  ago. 
His  history  was  that  for  the  past  two 
years  he  had  suffered  from  a feeling  of 
drowsiness  and  lack  of  ambition  in  the 
morning  and  at  times  abdominal  distress 
suggesting  gastric  ulcer.  In  March,  1937, 
he  began  to  suffer  from  dizziness,  most 
marked  in  the  morning  and  aggravated 
by  sudden  turning  of  the  head.  The 
symptom  increased  in  severity  until  he 
had  difficulty  in  driving  his  car  and 
dreaded  going  into  the  operating  room  for 
fear  he  would  be  unable  to  complete  an 
operation.  The  best  medical  advice  avail- 
able, including  that  of  internists,  neurolo- 
gists, otologists,  ophthalmologists,  and 
roentgenologists,  had  been  unable  to  de- 
termine the  cause  of  his  unfortunate  con- 
dition or  give  him  any  relief.  In  June, 
1937,  when,  fearing  brain  tumor,  he  was 
making  his  plans  to  go  either  to  Johns 
Hopkins  or  the  Mayo  Clinic,  Dr.  Gage, 
finding  nothing  in  his  ears  to  account  for 
his  symptoms  and  in  view  of  the  fact  that 
the  patient  had  suffered  from  hay  fever, 
referred  him  to  me  to  see  if  his  symptoms 
might  possibly  be  due  to  an  allergic  con- 
dition. 

A set  of  some  two  hundred  skin  tests 
revealed  strong  sensitivities,  besides  that 
of  the  fall  pollens,  to  barley,  buckwheat, 
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com,  flaxseed,  banana,  asparagus,  beet, 
onion,  parsnip,  potato,  spinach,  string 
bean,  tomato,  and  turnip  among  the 
foods,  and  to  kapok,  orris  root,  pyreth- 
rum,  and  tobacco.  His  diet  was  ar- 
ranged according  to  these  findings,  en- 
vironmental irritants  eliminated,  and  the 
use  of  tobacco  prohibited.  Within  a few 
days  the  dizziness  disappeared,  his  en- 
ergy returned,  and  he  is  again  carrying  on 
his  active  practice  without  fear  or  anxiety. 
The  results  of  the  treatment  make  it  cer- 
tain that  the  Meniere’s  symptoms,  which 
nearly  made  our  confrere  retire  from  prac- 
tice, was  a case  of  cerebral  allergy.  As 
soon  as  this  was  ascertained,  cure 
promptly  followed. 

There  is  no  manifestation  of  illness  that 
causes  more  profound  terror  than  does  a 
convulsion.  While  they  are  in  fact  usu- 
ally much  less  serious  than  they  appear  to 
the  lay  onlooker,  they  are  of  enough  im- 
portance to  warrant  careful  study. 

While  those  convulsions  of  infancy 
which  occur  in  acute  febrile  diseases  have 
usually  but  little  more  significance  than 
does  a chill  in  an  adult  and  are  merely 
nature’s  method  of  notifying  the  parents 
that  the  service  of  a physician  is  needed, 
they  may  also  signify  the  onset  of  serious 
intracranial  disease,  and  recurring  con- 
vulsions of  childhood  may  lead  to  mental 
affections  of  later  life. 

The  etiology  of  infantile  convulsions, 
apparently  unassociated  with  injury  or 
disease  of  the  central  nervous  system,  or 
with  fever,  have  long  been  a puzzle  to  the 
medical  profession.  Teething,  indiges- 
tion, overfeeding,  and  worms  have  been 
cited  as  the  underlying  factors.  This 
subject  has  been  but  slightly  touched 
upon  in  the  literature  on  allergy  and  no 
systematic  study  has  been  reported  by 
any  allergist. 

As  far  back  as  1921,  Thompson2  in 
London,  in  a study  of  200  cases  of  infan- 
tile convulsions,  stated  that  these  were 
usually  cases  of  poisoning  by  milk,  eggs,  or 
cereals.  Though  he  made  no  mention  of 
allergy,  these  are  the  three  foods  that  most 
commonly  cause  allergic  symptoms. 

From  my  own  observations,  I am  con- 
vinced that  at  least  a certain  number  of 


cases  of  convulsions  in  infancy  are  due  to 
allergic  reactions  in  the  central  nervous 
system.  Two  years  ago  a child  of  23 
months  of  age  was  brought  to  me  with  a 
history  of  convulsions  for  two  months,  oc- 
curring several  times  a day.  Physical 
examination  failed  to  explain  the  con- 
vulsions. Intestinal  parasites  were  ruled 
out  by  a therapeutic  test.  Skin  tests, 
however,  gave  positive  reactions  to  apple, 
date,  beef,  celery,  spinach,  dog  hair, 
feathers,  flaxseed,  and  cotton.  During 
the  two  weeks  in  the  hospital,  while  the 
tests  were  being  made,  the  child  had  from 
three  to  ten  convulsions  a day.  With  the 
completion  of  the  tests,  the  removal  of 
cotton  and  feathers  from  the  environ- 
ment, and  the  elimination  of  the  offend- 
ing proteins  from  the  diet,  the  convulsions 
ceased.  The  child  remained  free  from 
convulsions  during  the  next  ten  days 
during  which  it  remained  under  observa- 
tion in  the  hospital.  It  would  be  well  if 
every  unexplained  case  of  infantile  con- 
vulsions could  be  studied  from  the  point 
of  view  of  the  allergist.  If  this  were  done, 
I believe  that  a not  inconsiderable  num- 
ber would  be  found  to  be  allergic  and 
many  children  would  be  saved  from  the 
horrors  of  the  life  of  the  epileptic. 

In  1922  Ward3  propounded  the  theory 
that  epilepsy  was  as  much  a manifesta- 
tion of  allergy  as  is  asthma,  and  he  re- 
ported 2 cases  of  epilepsy  due  to  food  al- 
lergy. The  next  year  Howell4  reported 
14  epileptics  who  showed  food  sensitivity, 
whose  attacks  could  be  prevented  or  pro- 
duced by  food  manipulation.  The  same 
year  Wallis,  Nicoll,  and  Craig5  in  London 
showed  that  46  of  122  insane  epileptics 
studied  showed  evidence  of  allergic  sen- 
sitivity, and  that  14  in  whom  positive 
skin  tests  were  found  were  cured.  In 
1927  Ward  and  Patterson,6  in  the  study 
of  1,000  epileptics,  obtained  positive  skin 
tests  in  48  per  cent  of  them.  Since  then 
there  have  appeared  scattered  reports7  of 
isolated  cases,  or  small  series  of  epileptics, 
showing  definite  evidence  of  an  allergic 
etiology. 

During  the  past  ten  years  I have  ex- 
amined a large  number  of  cases  of  epilepsy 
from  an  allergic  standpoint,  and,  though 
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my  results  have  not  been  as  striking  as 
some  of  those  previously  reported,  pos- 
sibly due  to  the  fact  that  most  of  them 
were  cases  of  long  standing  in  state  hos- 
pitals in  which  marked  cerebral  degenera- 
tion had  taken  place,  they  have  convinced 
me  that  in  some  cases  of  epilepsy  there  is 
a definite  allergic  etiology,  and,  if  this  is 
discovered,  favorable  results  may  be  ob- 
tained. 

The  first  case  I studied  aroused  my  en- 
thusiasm to  such  an  extent  that  I have 
pursued  the  study  avidly  ever  since. 

Case  Reports 

Case  1. — M.  F.,  10  years  of  age,  was  referred  to 
me  as  a pediatrist  by  Dr.  Price  Lewis,  of  Holland 
Patent,  Nev^  York,  with  a diagnosis  of  epilepsy. 
Her  family  history  is  not  significant.  Her 
father  and  mother  are  in  good  health.  Her 
father  is  a dairy  farmer  and  she  lives  on  the  farm. 
In  her  past  history  the  only  point  of  importance 
is  that  she  had  asthma  since  infancy.  The  onset 
of  her  epileptic  convulsions  was  at  the  age  of  6 
years.  The  epileptic  attacks  had  increased  in 
frequency  during  the  previous  four  years,  until 
they  were  occurring  on  the  average  of  twice  a 
week.  Though  unfamiliar  at  that  time  with  the 
work  that  had  been  done  on  the  relation  of  al- 
lergy to  epilepsy,  it  was  suggested  that  if  the 
asthma  could  be  cured,  the  epileptic  attacks 
might  become  less  frequent.  No  hopes  were  of- 
fered for  a cure  of  the  epilepsy.  The  parents 
agreed,  and  eighty  skin  tests  were  made  by  the 
scratch  method  with  the  following  positive  re- 
sults: cattle  hair,  3 plus,  cottonseed,  4 plus, 
radish,  2 plus,  and  cheese,  plus-minus. 

Cotton  was  removed  from  her  environment, 
radishes,  cheese  and  salad  oils  eliminated  from 
her  diet,  and,  as  her  home  conditions  precluded 
the  avoidance  of  the  hair  and  dander  of  cattle, 
weekly  inoculations  of  cattle  hair  extract  were 
begun  on  May  19,  1931,  with  a dose  of  0.1  cc.  of 
a 1:100,000  dilution.  These  were  continued 
weekly  with  increasing  doses,  the  last  dose,  0.9  cc. 
of  a dilution  of  1:500,  being  given  eight  months 
later,  on  January  22,  1932. 

The  results  were  surprising.  As  the  dose  of 
cattle  hair  increased,  not  only  were  the  asth- 
matic attacks  relieved,  but  the  epileptic  seizures 
became  less  and  less  frequent,  and  in  November, 
1931,  ceased  entirely.  Since  then  the  child  has 
been  quite  well,  and  has  had  neither  attacks  of 
asthma  nor  epileptic  convulsions. 

Case  2. — Another  striking  result  was  in  the 
case  of  B.  W.,  born  in  1916.  She  was  an  only 


child,  born  by  cesarian  section,  nursed  for  four 
months,  and  then  given  cows’  milk  and  dextri- 
maltose.  At  the  age  of  18  months  she  had  facial 
eczema.  She  refused  to  eat  eggs.  She  had  nu- 
merous colds  and  stomach  upsets.  She  had  fre- 
quent attacks  of  croup.  At  5 years  she  had 
pneumonia.  Since  she  was  3 years  of  age,  she 
has  had  hay  fever  every  fall,  sometimes  followed 
by  asthma.  She  had  ragweed  injections  at  10 
years  of  age  with  some  improvement.  At  that 
time  skin  tests  showed  her  sensitive  to  spinach, 
onions,  rice,  and  corn. 

Since  she  was  4 years  of  age  she  has  had  di- 
gestive upsets,  constipation,  and  recurrent  at- 
tacks of  mucous  colitis  requiring  weekly  irriga- 
tions. 

Her  epileptic  attacks  date  from  the  age  of  10 
years.  During  the  succeeding  nine  years,  she 
had  convulsions  varying  from  once  a month  to 
once  every  three  months.  They  always  oc- 
curred in  bed.  She  has  fallen  out  of  bed  and 
bitten  her  tongue.  The  patient  was  a chronic 
invalid. 

Owing  to  the  extensive  allergic  history,  186 
skin  tests  were  made  by  the  scratch  method  with 
the  following  results : 4 plus  to  goldenrod,  3 plus 
to  banana  and  asparagus,  2 plus  to  giant  and 
short  ragweed,  dahlia,  dandelion,  cabbage,  corn, 
garlic,  onion  and  potato,  and  1 plus  to  orris  root, 
pyrethrum,  tobacco,  coffee,  buckwheat,  beet, 
and  the  pollen  of  mugwort  and  sunflower. 
Suspicious,  but  not  definitely  positive  reactions 
were  given  to  tea,  barley,  flaxseed,  oats,  grape- 
fruit, rhubarb,  spinach,  and  almond. 

A diet  free  of  the  above-mentioned  foods  was 
ordered  and  on  March  4,  1933,  inoculations  with 
giant  and  short  ragweed,  goldenrod,  and  dande- 
lion were  started  and  continued  until  August. 

The  result  was  that  the  patient  that  summer 
had  the  first  autumn  without  hay  fever  in  fifteen 
years,  and  was  much  improved  in  regard  to  her 
intestinal  condition.  The  only  convulsion  she 
had  in  the  next  fourteen  months  was  when,  after 
driving  for  two  days  on  her  return  from  her  sum- 
mer home  in  Rhode  Island  and  eating  at  restau- 
rants where  her  dietary  regime  was  somewhat 
lax,  she  had  one  mild  attack.  She  said  that  for 
the  first  time  in  her  life  she  considered  herself  to 
be  well.  After  this  she  moved  to  another  city 
and  track  of  her  was  lost. 

Case  3. — I have  now  under  observation  a 
trained  nurse,  22  years  old,  the  daughter  of  a 
physician.  Her  father  suffers  from  migraine  and 
urticaria.  The  family  history  and  the  past  his- 
tory is  otherwise  immaterial.  For  the  past  seven 
years  she  has  suffered  from  attacks  of  petit  mal, 
finally  occurring  five  to  seven  times  a day.  In 
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June,  1937,  and  January  and  March,  1938,  she 
had  major  epileptic  attacks. 

Physical  examination  gave  no  cause  for  the 
symptoms.  One  hundred  and  sixty-five  skin 
tests  were  negative  except  for  a suspicious  reac- 
tion to  cheese  and  a delayed  reaction  to  staphy- 
lococcus pyogenes  aureus.  On  May  1 Rowe’s 
egg,  milk-  and  wheat-free  elimination  diets  were 
started.  During  the  next  two  weeks  on  diet  #1 
she  had  seven  attacks,  all  occurring  in  two  days 
of  examinations,  and  dietary  lapses.  For  two 
weeks  on  diet  #2  she  had  no  attacks.  On  diet 
#3  she  had  eleven  attacks  while  attending  a re- 
union when  she  broke  her  diet.  Two  weeks  more 
on  strict  attention  to  diet  #3  produced  no  at- 
tacks as  did  the  next  two  weeks  when  she  ate  a 
mixture  of  all  three  diets. 

At  this  point  wheat  was  added  to  her  diet  and 
in  the  next  two  weeks  she  had  seventeen  attacks 
of  petit  mal.  Two  more  weeks  on  the  basic  diets 
showed  but  two  attacks,  but  when  milk  was 
added  to  her  diet  she  had  fourteen  petit  mal  and 
one  grand  mal  attack  in  one  day.  The  with- 
drawal of  the  milk  improved  the  condition 
promptly  and  the  addition  of  egg  precipitated  no 
attacks.  While  the  study  of  this  case  is  not  yet 
completed  we  have  gone  far  enough  to  prove 
definitely  that  her  epileptic  attacks  are  allergic 
and  can  be  precipitated  at  will  by  the  ingestion  of 
wheat  or  milk.  It  seems  reasonable  to  hope  that 
desensitization  to  these  foods  will  relieve  the 
patient  of  her  unfortunate  affliction.  * 

It  is  probable  that  the  symptom  com- 
plex we  know  as  epilepsy  is  a manifesta- 
tion of  various  conditions,  one  of  which  is 
allergy.  It  is  highly  improbable  that  an 
allergic  study  will  relieve  all  cases  of 
epilepsy.  If,  however,  even  10  per  cent 
of  the  sufferers  from  this  dire  affliction 
can  be  cured  it  will  be  a source  of  rejoicing 
to  thousands  of  unfortunate  and  un- 
happy human  beings. 

In  1929  Foster  Kennedy8  reported  a 
series  of  cases  of  paralysis  of  the  arms 
following  serum  sickness.  Most  of  the 
cases  followed  the  administration  of  teta- 
nus antitoxin,  thus  eliminating  the  ques- 
tion of  postdiphtheritic  paralysis.  The 
most  common  muscles  involved  were  the 
deltoids.  Reactions  of  degeneration  ap- 
peared and  the  paralysis  lasted  several 
weeks,  but  ended  in  complete  recovery. 

* Since  this  paper  was  written  the  patient  has  been 
desensitized  to  milk  by  the  oral  method.  When  last  seen 
she  was  drinking  milk  regularly,  and  had  had  no  attacks 
for  two  months. 


During  the  next  few  years  several  other 
authors  reported  similar  cases  and  in  1933 
Doyle9  collected  49  cases  from  the  litera- 
ture. Opinions  differ  as  to  whether  the 
lesion  in  these  cases  is  an  urticaria  of  the 
cerebrum  or  an  edema  of  the  sheaths  of 
the  peripheral  nerves.  These  anaphylac- 
tic reactions  to  serum  are  of  course  ag- 
gravated cases  of  allergic  shock. 

Other  authors  have  reported  incidents 
in  allergic  cases  sometimes  associated  with 
asthma  or  migraine,  and  sometimes  by 
themselves  where  there  occurred  attacks 
of  local  anesthesia  or  paresthesia  of  the 
hands  followed  by  temporary  paralysis 
in  which  the  symptoms  recovered 
promptly  on  the  administration  of  ad- 
renalin and  could  be  prevented  by  elimi- 
nating from  the  diet  the  foods  to  which 
the  patient  was  sensitized.  Such  attacks 
are  probably  due  not  so  much  to  cerebral 
edema  as  to  cerebral  anemia  from  allergic 
contraction  of  the  cerebral  vessels. 

The  mental  effects  of  allergy  have  re- 
ceived very  little  study,  though  nervous 
symptoms  are  so  common  in  association 
with  the  allergic  diseases  that  until  re- 
cently asthma,  urticaria,  angioneurotic 
edema  and  migraine  were  thought  to  be 
primarily  diseases  of  the  nervous  system. 
• It  is  a matter  of  common  experience 
that  the  asthmatic  child,  though  amen- 
able normally,  becomes,  during  an  asth- 
matic seizure,  irritable  and  disagreeable 
in  the  extreme.  This  nervous  excita- 
bility is  usually  considered  to  be  the  re- 
sult of  the  discomfort  of  the  attack  getting 
on  the  child’s  nerves.  This,  to  a con- 
siderable extent,  is  probably  true,  but 
numerous  cases  have  been  reported  by 
Shannon10  and  other  allergists  in  which 
high  strung,  nervous,  unruly,  and  dis- 
agreeable children  who  showed  none  of 
the  accepted  manifestations  of  allergy 
have  been  found  to  be  hypersensitive  to 
certain  foods — most  commonly  wheat. 
When  the  offending  proteins  were  re- 
moved from  the  diet  these  children’s 
mental  attitude  toward  life  has  changed 
and  in  a few  weeks  the  spoiled,  irritable 
child  has  become  happy,  contented,  and 
friendly.  Insomnia,  too,  has  been  over- 
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come  by  correcting  the  diet  in  allergic 
patients. 

Though  it  has  been  demonstrated 
many  times  that  allergic  shock  can  cause 
mental  depression,  bewilderment,  and 
even  active  delirium,  the  psychiatrist, 
who,  in  recent  years  has  done  such  re- 
markable work  with  the  malarial  treat- 
ment of  paresis  and  the  insulin  treatment 
of  dementia  praecox,  has  entirely  over- 
looked the  possibility  of  some  of  the  re- 
current types  of  psychosis  having  an  al- 
lergic background.  It  is  to  be  hoped 
that  in  the  near  future  some  psychiatrist 
may  be  aroused  to  the  advisability  of 
making  a thorough  allergic  study  of  the 
different  types  of  psychosis.  The  possi- 
bilities are  tremendous. 

I am  now  studying  a patient  at  the 
Marcy  State  Hospital  who  is  of  interest 
from  this  point  of  view.  She  is  a chronic 
asthmatic  and  for  years  has  had  periodic 
attacks  of  mental  confusion  in  which  she 
becomes  quite  irrational.  She  herself 
believes  that  these  are  associated  with  her 
asthmatic  attacks  She  gives  strong 
skin  reactions  to  dog  and  cattle  hair. 
Since  coming  to  the  hospital  she  has  im- 
proved greatly  as  she  has  had  only  one 
psychic  upset  and  very  little  asthma. 
It  has  recently  been  learned  that  a dog 
occasionally  visits  the  ward  and  that  his 
presence  makes  her  nervous  and  causes 
some  difficulty  in  breathing.  We  are  not 
yet  prepared  to  say  that  her  psychic  con- 
dition is  due  to  dog  allergy  as  further  ob- 
servation is  necessary.  It  is,  however, 
sufficiently  suggestive  to  be  worthy  of 
mention. 

If  we  accept  the  statement  that  these 
various  neurologic  symptoms  which  I 
have  outlined  may  be  the  manifestation 
of  allergic  shock  it  becomes  our  duty, 
when  such  a case  comes  under  our  obser- 
vation, to  determine  whether  we  are  deal- 
ing with  the  results  of  specific  hypersensi- 
tivity. To  accomplish  this  two  things 
are  requisite : keeping  in  mind  the  possi- 
bility of  an  allergic  factor  and  proving  its 
presence  or  absence  by  an  adequate  al- 
lergic investigation. 

By  an  allergic  investigation  we  do  not 
mean  renting  some  allergens  at  a drug- 


store and  making  a few  scratches  on  the 
arm.  When  the  method  of  diagnosing 
asthma,  hay  fever,  and  eczema  by  means 
of  skin  testing  was  first  introduced  we 
thought  that  in  these  tests  we  had  a simple 
and  infallible  means  of  diagnosing  the 
etiologic  basis  of  the  allergic  disease. 
To  our  sorrow  we  have  learned  differ- 
ently. While  the  skin  tests  are  of  ines- 
timable value  and  the  knowledge  ob- 
tained from  them  has  revolutionized  one 
branch  of  the  medical  sciences,  they  are 
far  from  infallible,  and  the  modem  allergic 
study  involves  much  besides  simple  skin 
testing. 

The  family  history  is  of  the  greatest 
value  and  must  be  gone  into  carefully. 
In  practically  all  allergic  cases  there  is  a 
family  history  of  allergy.  Asthma,  hay 
fever,  eczema,  hives,  migraine,  and  mu- 
cous colitis  crop  out  indiscriminately 
among  ancestors  and  relatives.  The 
past  personal  history  must  be  gone  into. 
If  a child  had  eczema  in  infancy  and  de- 
velops convulsions  later  there  is  a greater 
chance  of  the  epilepsy  being  allergic  than 
where  no  past  history  of  allergy  exists. 
The  skin  tests,  both  epidermal  and  en- 
dermal,  must  be  made  in  adequate  num- 
bers and  read  by  a person  thoroughly 
familiar  with  their  interpretation.  Knowb 
edge  obtained  from  them  may  either 
solve  the  problem  or  save  the  patients 
months  of  tedious  experimentation.  The 
environment  must  be  studied  with  minute 
care,  both  in  the  home  and  outside  of  it. 
In  many  cases  careful  dietary  diaries  must 
be  kept  showing  every  detail  of  the  food 
intake  and  its  relations  to  the  various 
symptoms. 

Supplementing  these  the  elimination 
diets  must  be  used  and  used  for  weeks,  or 
months,  in  order  to  confirm,  or  refute, 
the  clues  first  given  to  us  through  the 
tests.  Blood  counts  are  of  value,  an  in- 
creased eosinophilia  pointing  strongly  to- 
ward an  allergic  condition. 

In  1934  Vaughan11  described  the  leuko- 
penic index  which,  in  doubtful  cases,  may 
give  valuable  information.  The  normal 
person  following  a meal  will  show  in  the 
blood  a digestive  leukocytosis.  The  al- 
lergic patient,  on  the  other  hand,  if  fed 
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the  protein  to  which  he  is  sensitive  shows 
in  ninety  minutes  a drop  in  the  white 
count  instead  of  the  normal  rise.  This 
has  been  used  with  excellent  results  in 
cases  in  which  some  definite  food  is  under 
suspicion  and  the  skin  tests  have  failed 
us.  The  drawbacks  to  the  method  are 
that  only  one  food  can  be  tested  for  in 
any  one  day  and,  if  the  patient  is  sensi- 
tive to  it,  the  feeding  of  the  suspected 
diet  may  precipitate  a violent  attack  of 
illness.  However,  this  leukopenic  index 
may  be  used  when  other  methods  fail  to 
solve  the  dietetic  problem. 

At  best  an  adequate  allergic  study  is  a 
matter  of  weeks,  more  often  it  takes 
months,  or  even  years.  It  is  a tedious 
and  puttering  job.  When,  however,  one 
considers  that  the  diseases  which  are  now 
classed  as  allergic  were  previously  con- 
sidered to  be  of  unknown  etiology  and  in- 
curable, the  labor  and  time  are  well  spent. 
The  gratitude  of  the  life-long  sufferer 
from  asthma,  epilepsy,  or  migraine  who  is 
relieved  of  his  distressing  affliction  is  one 
of  the  most  touching  things  encountered 
in  the  practice  of  medicine. 

Dr.  Osier  once  said  that  syphilis  was  a 
disease  which  could  simulate  any  other 
disease  in  man,  and  that  in  making  a di- 
agnosis it  should  be  considered  no  matter 
how  remote  the  possibility  appeared. 
The  same  may  now  be  said  of  allergy. 
Allergists  do  not  claim  that  all  those  suf- 


fering from  paralysis,  headache,  vertigo, 
or  convulsions  are  allergic.  They  do, 
however,  emphasize  that  in  all  these  con- 
ditions allergy  may  be  the  underlying 
cause,  and  in  searching  for  the  etiology  of 
all  obscure  nervous  conditions  allergy 
should  be  taken  into  consideration,  and 
especially  when  there  is  a family  or  past 
history  of  other  allergic  manifestations 
the  patient  should  be  given  the  oppor- 
tunity of  a scientific  allergic  investiga- 
tion. 

The  students  of  allergy  have  scarcely 
scratched  the  surface  of  the  relation  of 
protein  hypersensitivity  to  diseases  of  the 
nervous  system.  It  is  possible  that,  if 
psychiatrists  and  neurologists  would  keep 
more  in  mind  this  new  diagnostic  and 
therapeutic  aid,  other  obscure  neurologic 
problems  might  be  solved. 

7 Cottage  Place 
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"LET  THY  LIGHT  SO  SHINE” 

Publicity  of  medical  activities  should  be 
positive.  We  should  tell  everyone  exactly 
what  their  bodies  are,  how  they  work,  and 
how  they  become  diseased.  Frank  discussions 
of  anatomy,  physiology,  and  pathology  will 
certainly  give  to  the  layman  certain  important 
bits  of  information  so  that  he  will  understand 
why  certain  theories  are  wrong. 

With  the  change  of  practices  and  approach 
which  the  present  trends  have  brought  about, 
this  type  of  education  has  been  forced  upon  the 
society  as  a whole.  But  that  is  not  the  only  or 
the  best  way  to  carry  this  out.  Every  physician 
should  open  up  his  knowledge  to  his  patients. 
He  should  tell  them  everything  they  want  to 
know  that  he  knows.  If  they  ask  about  tubercle 
bacilli  or  the  pneumococcus,  show  them  pic- 


tures and  tissue  damage  from  these  organisms. 
If  they  want  to  know  about  the  appendix  or  gall- 
bladder, show  them  where  it  is.  No  question 
should  be  left  unanswered,  and  no  patient  who 
comes  to  a physician  with  a question  should  ever 
be  told:  "We  can’t  go  into  that”;  "There 

isn’t  time  to  talk  about  that”;  “You  wouldn’t 
understand  it  if  I told  you.”  If  every  physician 
would  appoint  himself  as  a committee  of  one  to 
educate  every  layman  who  consults  him  as  a 
patient,  I think  that  in  a few  years  our  troubles 
would  be  over.  The  worst  thing  that  we  must 
face  today  is  the  fact  that  our  knowledge  is  not 
appreciated.  It  is  not  appreciated  because  it  is 
not  known  because  we  haven’t  told  them  of  it. 
Let’s  open  up  a bit. — Jackson  County  ( Kansas ) 
Medical  Bulletin. 


Special  Article 


EDUCATION  VERSUS  COMPULSION 

Charles  F.  Bolduan,  M.D.,  New  York  City 
{From  the  New  York  City  Department  of  Health) 


Few  people  in  the  world  are  as  health 
conscious  as  are  those  in  this  coun- 
try— and  in  no  other  country  has  public 
health  in  general  made  greater  progress. 
In  the  few  minutes  at  my  disposal  I 
shall  try  to  give  you  one  of  the  main  rea- 
sons for  this  excellent  showing. 

As  one  of  the  older  members  of  the  De- 
partment of  Health,  let  me  reminisce  a 
bit.  I like  to  recall  a visit  paid  to  our 
Department  in  1908  by  the  great  leader 
in  bacteriology,  Robert  Koch,  known 
throughout  the  world  as  the  discoverer  of 
the  tubercle  bacillus.  He  was  tremen- 
dously interested  in  our  work  and  com- 
mented especially  on  our  control  of 
diphtheria.  Turning  to  my  chief,  Dr. 
Hermann  Biggs,  he  said:  “You  must  ad- 
mit that  many  of  the  discoveries  on  which 
your  work  is  based  were  made  in  Ger- 
many. I am  chagrined  to  see  how  far 
you  are  ahead  of  us  in  applying  these 
discoveries  in  the  form  of  practical 
measures  for  the  improvement  of  public 
health.” 

One  other  experience.  For  seven  years, 
1921-1928,  I was  stationed  in  Europe 
supervising  quarantine  and  immigration 
activities  for  the  United  States  Public 
Health  Service.  This  gave  me  an  ex- 
cellent opportunity  to  observe  how  public 
health  work  was  carried  on  in  various 
countries  of  continental  Europe.  To  a 
large  extent  it  is  quite  unlike  the  way  in 
which  we  carry  on.  Over  there  it  is  still 
largely  a matter  of  police  power,  “You 
must  do  this;  you  are  forbidden  to  do 
that.”  In  fact,  in  some  European  coun- 
tries health  work  is  still  a division  of 
police  administration,  so  that  few  people 
know  much  about  the  health  officer  or  his 
activities.  In  many  ways  this  resembles 


the  situation  in  this  country  seventy- 
five  years  ago. 

Now  let  me  jump  to  1929,  ten  years  ago, 
to  link  up  these  two  reminiscences.  Koch, 
as  I said,  had  marveled  at  our  splendid 
work  against  diphtheria.  During  the 
year  of  his  visit,  in  1908,  New  York  City 
registered  1,758  deaths  of  diphtheria. 
In  a city  of  four  and  one-half  million  that 
was  not  then  regarded  as  unusual.  Other 
cities,  other  countries  had  a higher  death 
toll  per  100,000.  Five  years  later  Behring 
initiated  another  important  advance  in 
the  control  of  diphtheria,  namely,  the 
protection  of  healthy  children  by  im- 
munization. At  once  this  new  method 
was  tested,  but  it  was  soon  found  that  a 
great  deal  of  work  had  still  to  be  done  in 
order  to  devise  a way  in  which  it  could  be 
effectively  utilized.  Most  of  this  basic 
work  was  done  by  the  late  Dr.  William 
H.  Park,  director  of  the  Health  Depart- 
ment’s laboratories.  In  the  fall  of  1928, 
with  substantial  aid  supplied  from  private 
sources,  the  Department  set  out  to  con- 
trol diphtheria  in  New  York  City. 
Experience  indicated  that  if  all  babies 
could  be  immunized,  diphtheria  might  be 
wiped  out.  The  manner  in  which  the 
Department  of  Health  set  about  to  ac- 
complish this  object  illustrates  what  I 
have  said.  It  did  not  have  the  Board  of 
Health  enact  a law  making  it  compulsory 
for  parents  to  have  their  young  children 
immunized;  instead  it  organized  an  in- 
tensive campaign  to  educate  parents  re- 
garding the  value  of  such  immunization. 
Health  education  in  preference  to  police 
power.  That  was  the  decision.  The  re- 
sults are  probably  familiar  to  most  of 
you.  In  place  of  the  1,758  diphtheria 
deaths  in  1908,  and  even  the  642  in  1928, 
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which  was  the  last  year  before  our  cam- 
paign of  education,  there  were  only  26 
diphtheria  deaths  in  New  York  City  last 
year.  The  results  speak  for  themselves. 

It  is  in  thorough  accord  with  our  prin- 
ciples of  government  that  we  strive  to 
obtain  results  by  education  rather  than 
by  police  compulsion.  Our  experience 
shows  that  the  results  are  more  lasting. 
I wonder  how  many  of  those  listening  to 
this  broadcast  do  not  know  how  important 
it  is  to  have  children  immunized  against 
diphtheria,  and  have  not  had  their  own 
children  so  protected. 

This  idea  of  promoting  public  health 
through  education  is  distinctly  an  Ameri- 
can achievement — and  goes  back  to  the 
nineties  when  it  was  first  applied  to 
tuberculosis.  At  that  time  it  was  neces- 
sary to  make  the  people  realize  that  tuber- 
culosis was  a communicable  disease  caused 
by  a germ  in  the  patient’s  sputum,  that 
the  spread  of  tuberculosis  to  others  could 
be  prevented,  and  that  it  was  important 
to  detect  the  disease  early,  for  then  it  was 
often  possible  to  arrest  its  progress.  To 
this  end  the  Department  of  Health 
organized  popular  lectures,  showed  stere- 
opticon  pictures  in  the  parks,  distributed 
millions  of  informative  leaflets,  prepared 
exhibits,  published  articles  in  newspapers 
and  magazines,  cooperated  with  medical 
societies,  schools,  churches,  labor  unions — 
in  short,  utilized  all  effective  vehicles  for 
reaching  the  public. 

Subsequently  this  same  kind  of  educa- 
tional program  was  successfully  used  in 
order  to  combat  infant  mortality,  and 
the  reduction  of  the  infant  mortality 
rate  from  141  per  1,000  live  births  in 
1898  to  38  per  1,000  last  year  may  be 
credited  very  largely  to  health  educa- 
tion. 

Chief  among  those  who  carry  on  the 
Health  Department’s  work  in  health  edu- 
cation are  our  public  health  nurses, 
some  800  in  number.  They  work  in  the 
prenatal  and  child  health  stations,  in 


the  tuberculosis  and  syphilis  clinics,  in 
the  public  and  parochial  schools,  and  they 
visit  in  the  homes.  Everywhere  they  go 
they  give  helpful  health  information  and 
reach  hundreds  of  thousands  of  persons 
yearly. 

In  all  this  work  we  but  follow  the  ex- 
ample of  successful  commercial  organiza- 
tions. They  have  something  to  sell  for 
profit  and  find  that  it  pays  to  advertise. 
The  Health  Department  has  nothing  to 
sell  for  profit,  but  it  has  something  of 
great  value  to  you,  namely,  authoritative 
information  and  guidance  on  health 
matters.  We,  too,  advertise  this  service, 
for  we  know  it  will  help  you  avoid  illness, 
disability,  and  perhaps  death. 

This  very  radio  program  on  which  I 
am  now  speaking  is  an  example  of  the 
educational  work  constantly  carried  on  by 
the  Department  of  Health.  If  you  will 
look  over  the  daily  radio  programs  in 
your  newspaper  you  will  find  several  of 
our  health  programs  listed  each  week. 
Besides  this,  extensive  use  is  made  of 
newspapers,  magazines,  printed  leaflets, 
lectures,  posters,  and  exhibits.  In  order 
to  keep  private  physicians  informed  on 
matters  of  public  health  the  Department 
publishes  a Quarterly  Bulletin,  organizes 
refresher  courses  of  clinical  instruction, 
and  presents  papers  at  meetings  of  the 
medical  societies.  For  medical  students, 
nurses,  social  service  workers,  teachers, 
and  others  we  arrange  lectures  and  visits 
in  order  to  see  the  Health  Department’s 
activities. 

I hope  that  when  you  visit  the  World’s 
Fair  you  will  stop  at  the  New  York  City 
Building  and  see  the  Health  Department’s 
exhibit.  Many  of  you  will  be  surprised 
to  see  the  many  ways  in  which  the  De- 
partment protects  you  against  disease. 

Altogether  this  brief  account  will  show 
you  how  and  why,  in  this  country,  we 
have  been  so  successful  in  promoting 
health  by  securing  the  cooperation  of  an 
informed  public. 


Young  Doctor:  “Why  do  you  always  ask  Old  Doctor:  “It  guides  me  in  making  out 

your  patients  what  they  have  for  dinner?”  their  bills.” 


GASTROENTEROLOGY  AND  PROCTOLOGY 


Albert  F.  R.  Andresen,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 


IN  founding  this  new  section  devoted 
to  the  consideration  of  diseases  of 
the  alimentary  canal,  our  Society  has 
recognized  the  growing  importance  of  this 
subject,  the  interest  of  its  members  in  its 
various  phases,  and  the  desirability  of 
disseminating  authoritative  information 
along  these  lines.  The  section  is  not  only 
to  be  a forum  for  the  exchange  of  ideas 
among  specialists  in  gastroenterology  and 
proctology,  but  must  also  recognize  its 
responsibility  as  an  educational  force  by 
encouraging  the  general  practitioner  and 
specialists  in  other  fields  to  attend  its 
meetings,  to  make  contributions  to  its 
deliberations,  and  to  ask  questions. 

We  must  recognize  the  fact  that  gastro- 
enterology and  proctology,  as  specialties, 
are  on  trial  in  the  court  of  medical  opinion. 
Even  as  gastroenterologists  are  but  slowly 
obtaining  recognition  of  their  specialty  as 
a definite  and  important  subspecialty  of 
internal  medicine,  so  also  are  proctolo- 
gists still  striving  with  the  surgeons  for 
their  place  in  the  sun.  Although  special 
boards  for  the  certification  of  specialists 
in  these  fields  have  been  formed  and  will 
soon  function,  although  the  general  medi- 
cal profession — and  the  public  as  well — 
recognize  the  need  for  specialists  in  these 
fields,  not  only  because  of  the  vast  amount 
of  technical  knowledge  that  has  been  de- 
veloped in  these  specialties,  but  because 
of  the  time-consuming  nature  of  their  diag- 
nostic and  therapeutic  procedures,  yet 
there  has  sprung  up  a distinct  feeling  of 
suspicion,  almost  of  antipathy,  to  many 
members  of  these  special  groups ; so  I feel 
it  may  be  desirable  to  give  some  considera- 
tion to  the  explanation  for  this  antipathy. 

The  first  reason  for  the  cloud  under 
which  our  specialties  are  laboring  is  that 
the  fields  both  of  gastroenterology  and  of 
proctology  have  presented  alluring  possi- 
bilities to  quacks  and  unscrupulous  prac- 


titioners, who,  by  means  of  impressive 
and  often  unnecessary  or  even  spurious 
diagnostic  and  therapeutic  procedures, 
have  for  a long  time  been  bleeding  the 
gullible  public.  They  have  been  ably 
assisted  by  patent  medicine  manufac- 
turers, who,  by  their  persistent  advertising 
of  their  products  as  remedies  for  consti- 
pation, indigestion,  biliousness,  colitis, 
piles,  etc.,  have  made  the  public  conscious 
of  its  gastrointestinal  tract,  have  instilled 
fake  ideas  regarding  gastrointestinal 
physiology,  and  have  induced  susceptible 
individuals  to  believe  that  they  are  suffer- 
ing from  diseased  conditions  which  are  not 
present,  and  which,  when  not  relieved  by 
the  medicines,  have  made  them  turn 
from  nostrums  to  quackery. 

Another  reason  for  the  aspersions  cast 
upon  our  specialties  is  that  there  is  a 
growing  tendency  to  make  them  more  and 
more  complicated,  or  at  least  to  make 
them  appear  so.  Much  research  work, 
done  by  amateurs  without  any  particular 
object  in  view  beyond  impressing  the 
uninitiated,  is  then  used  as  a basis  for  new 
and  often  unsuccessful  methods  of  diag- 
nosis and  treatment.  Intricate  and  often 
elaborate  and  expensive  diagnostic  pro- 
cedures are  found  after  prolonged  trial  to 
be  so  susceptible  to  error  or  so  unreliable 
in  practice  that  they  are  abandoned  for  a 
time,  only  to  be  tried  again  and  reported 
upon  later.  Time-consuming,  expensive, 
disagreeable,  and  even  painful  treatments 
or  forms  of  medication  are  instituted,  are 
encouraged  by  the  advertising  of  manu- 
facturers who  make  the  apparatus  or 
drugs  used,  are  adopted  by  practitioners 
who,  without  accurate  knowledge  of  the 
principles  involved,  have  been  impressed 
by  all  this  propaganda,  and  may  continue 
in  vogue  long  after  thorough  trial  has 
proved  them  to  be  unnecessary  or  even 
actually  harmful.  Among  questionable 
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diagnostic  procedures  may  be  included  the 
use  of  fluoroscopy,  without  films,  in 
gastrointestinal  diagnosis.  Many  tragic 
failures  to  recognize  early  and  even  ad- 
vanced carcinoma  by  fluoroscopy  alone 
should  be  sufficient  to  condemn  the  prac- 
tice. Although  in  the  differential  diag- 
nosis between  gastric  ulcer  and  carcinoma 
the  value  of  repeated  roentgen-ray  exami- 
nations has  been  demonstrated,  the  report 
of  a single  x-ray  opinion  is  too  often  ac- 
cepted as  final,  and  although  a carcinoma 
of  the  colon  can  be  recognized  with  cer- 
tainty only  by  means  of  an  opaque  enema 
study  and  often  only  in  the  postevacua- 
tion film,  we  frequently  see  the  accept- 
ance of  a negative  report  based  only  on 
a gastrointestinal  series  after  a barium 
meal.  The  almost  utter  futility  of  at- 
tempting to  draw  conclusions  from  an 
analysis  of  a single  specimen  of  gastric 
contents  removed  after  a starch  and  water 
meal  has  been  demonstrated,  but  is  still 
in  general  use.  Overemphasis  upon  the 
value  of  duodenal  biliary  drainage,  especi- 
ally of  a negative  finding  after  a single  ex- 
amination, is  also  reprehensible.  The 
tendency  to  neglect  standard  examina- 
tions of  proved  value  in  favor  of  examina- 
tions of  limited  scope,  such  as  gastroscopy 
and  peritoneoscopy,  though  these  in 
themselves  may  be  of  considerable  diag- 
nostic aid,  should  be  avoided,  the  latter 
being  used  to  complete  a diagnosis  rather 
than  to  make  it.  On  the  other  hand 
neglect  of  such  important  procedures  as 
proctoscopy  and  esophagoscopy  may  re- 
sult in  serious  errors.  In  gastrointestinal 
allergy,  although  the  only  really  reliable 
way  to  determine  sensitivity  to  a given 
food  is  by  the  method  of  observing  the 
results  of  eating  and  withdrawing  the 
food,  diagnostic  skin  tests  are  still  ex- 
tensively employed,  and  complicated 
“elimination  diets”  are  prescribed  for 
patients  whose  intelligence  is  not  sufficient 
to  make  the  conclusions  reliable. 

In  the  realm  of  treatment , many 
methods  still  in  use  have  been  proved 
useless  or  unnecessary.  Although  re- 
peated gastric  lavage,  formerly  used  in  all 
manner  of  cases,  is  now  rarely  resorted  to, 
duodenal  lavage  or  biliary  drainage  is  still 


used  to  excess,  even  though  a fatty  meal 
will  accomplish  the  same  result.  Although 
it  has  been  shown  that  uncomplicated 
peptic  ulcers  heal  spontaneously  and 
rapidly,  the  advocates  of  the  constantly 
increasing  list  of  treatments  and  medica- 
tions for  this  condition  still  use  the 
roentgen  ray  to  prove  that  their  particu- 
lar methods  are  responsible  for  the  result. 
In  ulcerative  colitis,  overtreatment  by 
medication,  vaccine  therapy,  and  even 
operation  is  often  used  where  allergic 
study  might  disclose  a food  as  the  cause, 
and  its  elimination  from  the  diet  might 
result  in  a brilliant  though  simple  cure. 
Simple  diverticula  are  occasionally  sub- 
jected to  unnecessary  operation,  whereas 
diverticulitis  is  frequently  undertreated 
or  maltreated.  The  injection  of  hemor- 
rhoids or  hernial  sacs  is  used  in  cases 
where  it  is  contraindicated  or  where  a 
knowledge  of  its  limitations  would  have 
precluded  its  use,  and,  on  the  other  hand, 
extensive  rectal  operations  are  performed 
in  cases  where  local  treatment  would  have 
sufficed.  Altogether  too  many  patients 
are  accused  of  having  “nervous  indiges- 
tion” and  treated  as  psychopathic  cases 
when  careful  study  would  have  revealed 
a definite  lesion  as  causing  the  symptoms. 

These  are  but  a few  of  the  more  fre- 
quent and  flagrant  abuses  being  perpe- 
trated upon  patients,  not  necessarily  as  a 
result  of  any  reprehensible  behavior  on 
the  part  of  the  attendant,  but  often  be- 
cause the  attendant  is  not  acquainted 
with  the  true  value  of  the  methods  em- 
ployed. It  is  quite  evident  that  it  is  the 
duty  of  those  who  are  in  a position  to 
know  the  value  of  such  procedures  to 
disseminate  such  information  to  the 
medical  profession  by  means  of  lectures, 
papers,  and  books,  and  to  encourage  and 
guide  a free  discussion  of  gastroentero- 
logical problems  whenever  the  occasion 
permits.  It  is  with  this  end  in  view,  in 
planning  this  first  meeting  of  the  Section 
on  Gastroenterology  and  Proctology,  your 
officers  have  arranged  for  a round-table 
discussion,  by  experts  in  gastroenterology, 
internal  medicine,  surgery,  and  radiology, 
of  subjects  and  questions  submitted  by 
the  membership  of  the  Society  at  large. 


Medical  News 


A Doctor’s  Victory  in  the  Phone-Rate  Fray 


A decision  that  may  have  far-reaching  effects 
among  members  of  the  medical  profession,  if  sus- 
tained by  the  higher  courts,  was  handed  down  on 
July  6 by  Municipal  Court  Justice  Nicholas  M. 
Pette,  in  Queens,  who  ruled  that  a physician  who 
maintains  his  office  in  his  home  is  entitled  to 
residence-telephone  rates. 

The  decision  ordered  the  New  York  Telephone 
Company  to  refund  to  Dr.  Henry  C.  Eichacker,  of 
6021  Putnam  Avenue,  Ridgewood,  Queens,  $131.- 
56  which  represented  the  difference  between  resi- 
dence and  business  rates  paid  by  him  from 
January  7,  1931,  to  October  1,  1936.  He  also  re- 
ceived the  award  of  counsel  fees  of  $150  and 
costs.  He  sought  a refund  from  March  1,  1923, 
but  this  additional  time  was  ruled  out  by  the 
statute  of  limitations. 

In  his  decision  Justice  Pette  cited  a Public 
Service  Commission  ruling  concerning  the  ap- 
plication of  residence  rates  in  the  office  of  a 
physician  “when  such  office  is  located  in  the  sub- 
scriber’s residence  and  the  office  is  not  a part  of  an 
office  building.” 

He  further  held  that  “the  Telephone  Com- 
pany did  not  comply  with  the  tariff  filed  in  1923 


in  that  it  failed  to  provide  for  the  plaintiff  the 
kind  and  type  of  service  to  which  he  became 
entitled.  The  responsibility  for  the  selection  of 
the  appropriate  service  classification  is  on  the 
public  utility  and  not  on  the  subscriber.” 

Asserting  that  the  public  service  companies 
constitute  virtual  monopolies,  the  court  held  that 
“a  different  rule  should  obtain  between  them  and 
their  customers  than  that  which  obtained  at 
common  law  between  vendor  and  vendee.” 

The  decision  found  that  the  subscriber  had  no 
choice  of  his  purchase  and  must  accept  it  at  the 
terms  offered  or  do  without  it. 

Dr.  Eichacker,  a former  president  of  the 
Queens  County  Medical  Society,  originally 
brought  the  case  before  Municipal  Court  Justice 
Harold  M.  Crawford  in  Queens,  who  dismissed 
the  action.  On  appeal,  the  judgment  was  re- 
versed and  a new  trial  granted. 

Ernest  F.  W.  Wildermuth,  attorney  for  Dr. 
Eichacker,  estimated  that  if  the  ruling  of  the 
court  were  upheld  on  appeal,  the  telephone 
company  would  be  required  to  refund  more  than 
$2,000,000  to  physician  subscribers  within  its 
territory. 


County  News 


Erie  County 

The  Buffalo  Courier- Express  has  arranged 
with  the  Medical  Society,  County  of  Erie,  to 
publish  a series  of  full  page  articles,  in  display 
form,  to  educate  the  reading  public  to  the  falla- 
cies of  compulsory  health  insurance  and  to  pre- 
sent the  medical  profession’s  viewpoint.  The 
expense  is  defrayed  by  voluntary  subscription. 

The  annual  meeting  of  the  Buffalo  Surgical 
Society  was  held  May  23,  at  the  Buffalo  Club, 
the  president.  Dr.  Alfred  H.  Clark,  presiding. 
The  scientific  program  was  devoted  to  interest- 
ing case  reports  by  Dr.  John  Burke,  Dr.  Alfred 
H.  Noehren,  and  Dr.  Julius  Y.  Cohen.  At  the 
business  session  the  following  members  were 
elected  to  office:  president,  Dr.  Herbert  A. 

Smith;  vice-president,  Dr.  Herriot  C.  Rooth; 
secretary,  Dr.  Julius  Richter;  treasurer,  Dr.  J. 
Sutton  Regan;  executive  council:  Dr.  Al- 

fred H.  Clark,  Dr.  Michael  A.  Sullivan,  and  Dr. 
Thew  Wright. 

The  second  annual  golf  and  sports  day  of  the 
Buffalo  Academy  of  Medicine  and  the  Erie 
County  Medical  Society  was  held  on  July  13  at 
the  Meadowbrook  Golf  and  Country  Club. 

The  annual  and  fourth  stated  meeting  of  the 
Buffalo  Academy  of  Medicine  was  held  at  Hotel 
Statler,  June  7,  the  president,  Dr.  A.  H.  Aaron, 
presiding.  The  following  nominees  were  elected 
to  office  for  the  1939-1940  term  with  the  excep- 
tion of  the  secretary  who  is  elected  to  serve  two 
years,  and  the  trustee  for  three  years:  presi- 
dent, Dr.  Francis  D.  Leopold;  secretary,  Dr.  A. 
Wilmot  Jacobsen;  assistant  secretary.  Dr. 
George  E.  Slotkin;  treasurer,  Dr.  William  F. 
Jacobs;  trustee,  Dr.  George  A.  Himmelsbach. 


Kings  County 

Dr.  Alexander  L.  Andersen,  consulting  physi- 
cian at  Midwood  Hospital,  who  is  retiring  after 
thirty  years  of  service  at  that  institution,  was 
given  a dinner  by  the  medical  staff  of  the  hos- 
pital in  the  Montauk  Club,  8th  Ave.  and  Lincoln 
Place,  Brooklyn,  on  June  20. 

Dr.  Andersen  has  been  practicing  in  Brooklyn 
since  his  graduation  from  Long  Island  College 
Hospital  in  1897.  He  is  retiring  to  Nova  Scotia, 
where  he  was  born  sixty-five  years  ago.  Dr. 
Burt  D.  Harrington,  president  of  the  hospital 
and  chairman  of  the  board  of  directors,  pre- 
sented Dr.  Andersen  with  a golf  bag  and  a dozen 
golf  balls  on  behalf  of  the  doctors  of  the  hospital. 

Dr.  Russell  S.  Fowler,  a past  president  of  the 
Kings  County  Medical  Society  and  a founder 
of  the  American  College  of  Surgeons,  expressed 
disapproval  on  June  22  of  any  system  of  socialized 
medicine  that  would  entail  control  by  the  Federal 
Government. 

Addressing  150  persons  at  a dinner  to  Dr. 
Pasquale  J.  Imperato,  founder  of  the  South 
Brooklyn  Medical  Society,  in  the  Hotel  Granada, 
Dr.  Fowler  declared: 

“If  we  must  have  socialization  of  medicine, 
Federal  control  of  the  sick,  call  it  what  you  will, 
all  of  which  are  vital  present-day  problems, 
let  it  be  under  our  own  control.” 

The  dinner  marked  the  tenth  anniversary  of 
the  South  Brooklyn  society.  Among  the  guests 
were  Supreme  Court  Justice  Albert  Conway, 
Municipal  Court  Justice  George  J.  Joyce,  and 
Dr.  Philip  I.  Nash,  president  of  the  Kings 
County  Medical  Society.  Dr.  Frank  B.  Kele- 
her  was  toastmaster. 
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Monroe  County 

At  a meeting  on  June  14  of  the  Social  Hygiene 
Committee  of  the  Tuberculosis  and  Health 
Association  of  Monroe  County,  Dr.  Robert  F. 
Schanz,  who  is  also  the  chairman  of  the  County 
Medical  Society  Social  Hygiene  Committee, 
reported  that  between  February  1,  1931,  and 
June,  1939,  physician  representatives  of  the 
County  Society  and  Health  Association  speakers 
had  addressed  a total  of  32,129  persons.  Fifty- 
two  physicians  gave  191  talks.  Specially  pre- 
pared exhibits  were  shown  to  a total  audience 
of  59,520  persons. 

New  York  County 

Since  the  Governor  signed  the  Piper-Hampton 
bill  for  medical  expense  indemnity  insurance,  it 
appears  that  “mushroom  groups  are  springing 
up  all  over  the  city,  proffering  service  to  the 
public  under  the  new  law,”  so  the  New  York 
Medical  Week  reports,  and  it  warns  that  “physi- 
cians should  refuse  to  tie  up  with  small,  privately- 
operated  service  groups  until  their  county 
medical  societies  have  had  an  opportunity  to  go 
into  action.” 

Dr.  Albert  B.  Sabin,  of  the  Rockefeller  Insti- 
tute for  Medical  Research,  on  June  22  was  voted 
the  $1,000  Theobald  Smith  award  and  medal 
by  the  American  Association  for  the  Advance- 
ment of  Science,  meeting  at  Milwaukee,  for 
initiating  a rapid  method  of  pneumonia  typing; 
also  for  originating  a quick  bedside  test  of  a 
pneumonia  patient’s  probable  resistance  to  the 
disease. 

The  Manhattan  Medical  Society  and  the 
Central  Harlem  Medical  Society  were  dissolved 
at  a meeting  held  May  31,  and  were  merged  into 
a new  organization,  the  Manhattan  Central 
Medical  Society.  Its  officers  are  Drs.  Charles 
C.  Middleton,  president;  Harold  L.  Ellis,  vice- 
president;  J.  E.  Moseley,  treasurer;  Cyril  H. 
Dolly,  129  West  119th  Street,  secretary;  Louis 
T.  Wright,  chairman  of  executive  committee. 

Speaking  at  the  dedicatory  exercises  in  the 
Hall  of  Man  at  the  World’s  Fair  on  June  17, 
Mayor  LaGuardia  made  a conditional  promise  of 
the  fine  building  at  present  used  by  the  Appellate 
Division  at  Madison  Avenue  and  Twenty-fifth 
Street  as  a permanent  home  for  the  museum  of 
public  health.  The  condition  is  that  money  be 
found  to  build  the  new  courthouse  at  Park 
Avenue  and  Thirty -ninth  Street.  In  any  case 
there  will  be  a permanent  museum,  and  a dis- 
tinguished array  of  speakers  paid  tribute  to  the 
pioneers  who  have  made  this  possible  and 
promised  great  things  for  the  future. 

The  diphtheria  morbidity  and  mortality  rate  in 
New  York  City  may  reach  the  lowest  level  in  its 
history  this  year,  judging  from  figures  just  made 
public  by  the  New  York  City  Department  of 
Health,  which  is  conducting  a campaign  to  in- 
terest mothers  in  having  their  babies  inoculated 
against  the  disease.  For  the  first  eighteen  weeks 
of  this  year,  or  from  January  1 to  May  6,  there 
were  282  cases  reported  with  12  deaths  resulting, 
as  against  323  cases  and  16  deaths  for  the  same 
period  in  1938. 

Last  year  the  diphtheria  morbidity  and  mor- 
tality rates  in  New  York  City  reached  the  lowest 
level  since  statistics  have  been  kept  on  the 


disease.  The  figures  showed  only  about  half 
the  cases  and  deaths  reported  for  1937. 

Ontario  County 

The  Ontario  County  Medical  Society  held  its 
third  quarterly  meeting  at  the  Geneva  Country 
Club,  Tuesday,  July  11.  Mr.  William  E.  Mar- 
tin, assistant  medical  counsel  of  the  Medical 
Society  of  the  State  of  New  York,  spoke  on 
“Medical  Jurisprudence.”  A forum  on  “Child 
Bearing”  was  arranged  by  Drs.  Deuel,  Standish, 
and  Allen. 

The  business  session  convened  at  5 o’clock, 
followed  by  dinner  at  6:30  and  the  scientific 
session  at  7:30. 

Dr.  Ferdinand  J.  Schoeneck,  Syracuse  ob- 
stetrician, addressed  the  Canandaigua  Medical 
Society  on  June  8 at  a meeting  with  Dr.  A.  W. 
Armstrong,  West  Lake  Road.  He  spoke  for  Dr. 
J.  Wendell  Howard,  scheduled  reader. 

Dinner  was  served  to  eighteen.  Regular  ses- 
sions were  adjourned  to  September  14. 

Dr.  Alfred  M.  Mead,  of  Victor,  dean  of  the 
medical  profession  of  Ontario  County,  died  of  a 
heart  attack  on  July  3 at  the  age  of  eighty-two. 
He  had  practiced  medicine  in  Victor  for  fifty- 
nine  years  and  for  the  last  forty  years  was  town 
and  village  health  officer.  His  fiftieth  anni- 
versary as  a physician,  in  1930,  was  celebrated 
by  the  county  medical  society  and  by  the  people 
of  his  community.  He  was  a past  president  of 
the  Ontario  County  Medical  Society  and  the 
Canandaigua  Medical  Scciety. 

Queens  County 

Persons  from  each  of  the  forty-eight  states 
and  many  foreign  countries  now  have  had  x- 
rays  made  of  their  chests  at  the  Fair  exhibit  of 
the  Queens  County  Medical  Society  in  the  Medi- 
cine and  Public  Health  Building.  Reports  are 
mailed  to  the  visitor’s  personal  physician.  The 
visitors’  home  countries  include  England,  France, 
Germany,  Italy,  Belgium,  Poland,  Scotland, 
Ireland,  Australia,  and  South  Africa  as  well  as 
Hawaii,  Puerto  Rico,  the  Virgin  Islands,  Alaska, 
and  the  Philippines. 

Thousands  have  cast  their  x-ray  shadows  in 
print  to  date,  under  bargain  rates  of  the  Queens 
County  Medical  Society. 

Three  hundred  and  sixty-odd  have  shown 
variations  from  normal  they  never  suspected. 
Most  of  the  oddities  won’t  do  any  harm,  physi- 
cians privately  notified  the  respective  owners. 

“Quite  a few  men  and  women  have  hearts 
on  their  right  side,”  said  Mrs.  Helen  Weill, 
demonstration  director.  “That  means  they  are 
entirely  reversed  inside.  Interesting,  but  no 
obstacle  to  health. 

“But  we  discovered  that  a boy,  prone  to 
bronchitis  for  years,  had  an  upholsterer’s  button 
in  him.” 

Doctors  still  are  slightly  amazed  at  a Brooklyn 
girl  who  was  missing  three  ribs  on  one  side. 
She  was  born  that  way. 

She  was  in  excellent  health.  The  final  recom- 
mendation was  for  occasional  exercises  to  keep 
her  shoulders  trim. 

St.  Lawrence  County 

The  first  summer  social  meeting  of  the  St. 
Lawrence  County  Medical  Society  of  the  season 
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was  held  at  the  Ogdensburg  Country  Club  on 
June  15.  Luncheon  was  at  one  o’clock. 

Seneca  County 

Members  of  the  Seneca  County  Medical  So- 
ciety have  offered  to  cooperate  with  E.  G. 
O’Connor,  commissioner  of  Public  Welfare,  to 
lower  the  cost  of  medical  service  to  indigents  in 
Seneca  County,  the  Committee  of  Medical 
Economics  announces. 

The  committee,  consisting  of  Dr.  E.  M.  Well- 
bery,  of  Waterloo,  and  Drs.  Edward  Engel  and 
F.  W.  Lester,  of  Seneca  Falls,  by  direction  of  the 
society,  has  offered  the  following  reduced  fees 
for  welfare  cases: 

No  operation  to  cost  more  than  $100  less  40 
per  cent.  Ether  or  gas-oxygen  anesthesia,  $5 
for  first  half  hour,  $2.50  for  each  succeeding  half 
hour.  No  anesthetic  to  cost  more  than  $10. 
Local  or  spinal  anesthesia,  $10. 

Fees  for  assistants  to  be  $10  for  major  opera- 
tions and  $5  for  minor  operations.  Medical 
cases  are  to  have  20  per  cent  deducted  from  the 
total  bill.  Mileage  charges  are  offered  at  twenty 
cents  a mile  for  one  way  only,  instead  of  the 
present  rate  of  fifty  cents  per  mile. 

It  is  stipulated  that  this  schedule  shall  be  in 
full  force  and  effect  for  one  year  from  the  date 
of  its  acceptance  by  Mr.  O’Connor,  unless  a 
state-wide  fee  bill  shall  be  adopted  jointly  by  the 
Medical  Society  of  the  State  of  New  York  and 
the  State  Department  of  Public  Welfare. 

In  such  event,  the  state-wide  fee  bill  will  take 
precedence  over  the  local  schedule. 


Westchester  County 

Dr.  Charles  Rich,  of  Yorktown  Heights,  was 
honored  by  his  neighbors  and  fellow  townsmen 
recently  by  the  presentation  of  a silver  tray  on 
behalf  of  a large  number  of  his  patients  in  com- 
memoration of  the  doctor’s  having  completed 
fifty  years  as  a practicing  physician  in  the  Town- 
ship of  Yorktown.  The  doctor  was  also  pre- 
sented with  a large  bouquet. 

Yates  County 

Dr.  Elliot  T.  Bush,  of  Elmira,  was  elected 
president  of  the  Lake  Keuka  Medical  and  Surgi- 
cal Association  at  its  fourth  annual  session  held 
in  June  at  Keuka  College. 

Dr.  John  A.  Hatch,  of  Penn  Yan,  secretary- 
treasurer  for  17  years,  asked  to  be  relieved  of  that 
position,  and  was  elected  vice-president  to  suc- 
ceed Dr.  Bush.  Dr.  Virgil  Boeck,  of  Dundee,  will 
replace  Dr.  Hatch  as  secretary- treasurer. 

The  150  medical  men  who  attended  the  meet- 
ing went  on  record  as  being  “unequivocally  op- 
posed” to  the  Wagner  Health  Bill  now  before 
Congress,  terming  it  “a  clumsy  attempt  to  rem- 
edy a condition  that  does  not  exist.” 

Calling  upon  members  of  the  association  to 
“demonstrate  their  strength”  by  writing  their 
congressmen,  Dr.  James  H.  Borrell,  of  Buffalo, 
president-elect  of  the  New  York  State  Medical 
Society,  told  the  group  that  “no  matter  how  dis- 
tasteful the  economic  angle  and  the  political 
aspect  may  be  to  us,  we  must  cease  to  remain 
inactive  and  perhaps  use  the  same  weapons  as 
our  opponents.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Frederick  M.  Bauer 

80 

N.  Y.  U. 

July 

4 

Whitesboro 

Spencer  Carleton 

65 

P.  & S„  N.  Y. 

July 

11 

Flushing 

Michael  A.  Cohn 

71 

P.  & S.,  Baltimore 

July 

10 

Brooklyn 

Glenwood  M.  DeLisser 

65 

Washington 

March 

7 

Tupper  Lake 

Jeremiah  S.  Ferguson 

68 

N.  Y.  U. 

June 

30 

Malba 

W.  Travis  Gibb 

76 

N.  Y.  U. 

July 

6 

Manhattan 

Louis  Heitzmann 

75 

P.  & S.,  N.  Y. 

July 

9 

Manhattan 

Archibald  S.  Knight 

69 

Queen’s  Canada 

June 

29 

Rochester 

Oliver  J.  LaFontaine 

72 

N.  Y.  U. 

June 

17 

Chaumont 

Alfred  M.  Mead 

82 

Buffalo 

July 

3 

Victor 

Abraham  Orenstein 

51 

L.  I.  C. 

July 

12 

Manhattan 

Victor  A.  Tyrasinski 

49 

Buffalo 

March 

15 

Buffalo 

Augustin  A.  Wolfe 

77 

P.  & S.,  N.  Y. 

July 

10 

Manhattan 

Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 

New  York  State  Department  of  Health 


Annual  Conference 


The  Annual  Conference  of  Health  Officers 
and  Public  Health  Nurses  held  in  New 
York  State  is  second  in  importance  only  to  the 
annual  meeting  of  the  American  Public  Health 
Association  as  a gathering  of  its  kind.  The 
registration  at  Saratoga  Springs  this  year  was 
exactly  1939,  one  of  those  coincidences  which 
one  finds  it  difficult  to  explain  but  with  which  all 
devotees  of  the  goddess  of  chance  are  familiar. 
Last  year  the  total  registration  was  slightly 
higher  but  with  this  exception  no  annual  meeting 
has  ever  been  so  well  attended,  and  without 
any  exception  the  class  of  local  health  officers  in 
training,  nearly  100  strong,  was  the  largest  on 
record. 

Among  the  exhibits  was  included  the  new 
collection  of  colored  photographs  of  smallpox 


Sulfapyridine 

The  relative  place  of  sulfapyridine  and  of  the 
type  of  specific  antipneumococcus  serums  was 
discussed  by  Dr.  Maxwell  Finland,  of  the  Thorn- 
dyke  Memorial  Laboratory  in  Boston.  Sulfa- 
pyridine, he  said,  is  probably  useful  in  pneu- 
monia due  to  all  types  of  pneumococci.  There 
are  some  types  in  which  serum  has  not  yet 
proved  useful  including  the  dangerous  Type  III 
pneumonia.  Because  it  has  a greater  range  in 
activity  than  serums  and  because  it  is  probably 
less  dependent  upon  the  intact  body  mechanism, 
sulfapyridine  is  more  influential  than  serum  in 
reducing  the  death  rate  from  pneumonia.  How- 
ever, the  clinical  effect  of  the  drug  is  not  always 
as  dramatic  as  that  of  adequate  specific  serum 
therapy,  and  numerous  toxic  effects  have  been 
noted,  particularly  when  it  has  been  used  over 


cases  taken  during  the  recent  outbreak.  Both 
still  and  moving  pictures  were  presented.  This 
exhibit  will  be  available  for  educational  pur- 
poses throughout  the  state.  There  is  only  one 
moving  picture  film  and  the  reproduction  of 
colored  films  is  still  a matter  of  uncertainty. 
Attempts  will  be  made  to  reproduce  this  one 
so  that  copies  may  also  be  offered  for  county 
medical  societies’  use.  The  still  pictures  with 
a lecture  record  are  also  available.  The  De- 
partment can  lend  a projector  and  is  often  able 
to  lend  also  a reproducing  machine  where  this 
cannot  be  obtained  locally.  The  lecture  record 
plays  at  331/3.  Readers  interested  in  securing 
either  of  these  exhibits  for  their  community 
should  consult  their  district  state  health  officer 
regarding  the  availability  at  any  given  time. 


in  Pneumonia 

long  periods  and  in  large  doses. 

As  is  to  be  expected  from  theoretical  con- 
siderations, the  combined  use  of  serum  and 
sulfapyridine  is  found  in  practice  to  be  more 
effective  than  the  use  of  either  agent  alone. 
Dr.  Finland  recommended  that  in  every  case 
the  physician  should  be  prepared  to  use  specific 
serum  by  having  carried  out  preliminary  pneu- 
mococcus typing  and  by  having  taken  blood 
cultures  before  drug  therapy  is  instituted.  He 
offered  the  tentative  recommendation  that  a 
combination  therapy  should  be  used  without 
delay  in  that  group  of  cases  in  which  the  highest 
fatality  rates  are  known  to  occur.  In  cases 
where  there  are  relative  contraindications  either 
to  serum  or  to  sulfapyridine,  these  can  be  used 
in  succession  if  the  necessity  arises. 


The  Epidemiology  of  Virus  Diseases 


The  similarities  and  differences  in  the  epi- 
demiologic study  of  virus  and  of  bacterial 
diseases  were  developed  in  an  intensely  interest- 
ing paper  by  Professor  John  E.  Gordon,  of  the 
Harvard  School  of  Public  Health.  The  fact 
that  the  viruses  are  filtrable  and  invisible  agents 
limits  the  application  of  certain  common  epi- 
demiologic methods.  On  the  other  hand,  the 
epidemiologist  is  at  an  advantage  through  know- 
ing that  the  restricted  distribution  of  these 
viruses  in  nature  and  their  obligate  parasitism 
limit  their  activities  and  govern  their  behavior. 
Infection  must  be  transmitted  from  individual 
to  individual.  The  mode  of  transmission  of 
each  particular  virus  is  generally  the  same. 
A few  virus  diseases  are  transmitted  by  direct 
contact,  a large  group  by  droplet  infection,  and 
many  by  the  bites  of  insects.  Certain  tissues 


of  the  body  are  more  susceptible  to  virus  in- 
fections than  others ; virus  diseases  of  the  gastro- 
intestinal tract  are  few. 

Most  viruses  have  distinct  host  preferences 
but  these  are  less  rigid  than  we  once  supposed 
and  when  a virus  adapts  itself  to  a new  host, 
it  may  give  rise  to  quite  a different  disease,  as 
when  the  virus  of  psittacosis  is  transplanted  from 
birds  to  man.  The  study  of  animal  reservoirs 
of  human  disease  becomes  especially  important. 
Animal  viruses  changing  from  one  host  to  another 
afford  an  explanation  of  epidemics.  The  possi- 
bilities of  latent  infection  in  the  epidemiology  of 
virus  diseases  have  been  too  little  appreciated. 
For  some  diseases  prolonged  and  even  per- 
manent latency  has  been  demonstrated.  The 
importance  of  the  carrier  in  virus  diseases  re- 
mains to  be  determined  by  adequate  field  studies. 
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In  the  treatment  of  virus  diseases  the  present 
indications  are  that  chemotherapy  will  be  the 
most  important  method.  Little  can  be  ex- 
pected from  isolation  and  quarantine  in  the 
prevention  and  spread  of  this  group  of  diseases. 
The  hope  of  the  future  seems  to  rest  in  the  de- 
velopment of  specific  methods  of  prevention 
through  active  immunization.  It  is  also  im- 


portant to  study  the  factors  which  influence 
host  susceptibility. 

It  is  impossible  to  do  justice  to  this  very  fine 
lecture  in  a short  space.  Dr.  Gordon’s  paper 
is  to  be  printed  shortly,  together  with  other 
lectures  given  during  the  symposium  on  virus 
diseases  at  Harvard  University,  June  10  to  17, 
inclusive. 


Equine  Encephalomyelitis 


Dr.  Karl  Meyer,  Director  of  the  Hooper 
Foundation  of  the  University  of  California, 
discussed  human  infections  with  equine  en- 
cephalomyelitis, and  described  the  history  of  the 
disease  in  horses.  Dr.  Meyer  was  the  first  to 
recognize  the  horse  disease,  when  it  made  its 
appearance  in  the  San  Joaquin  Valley  in  1930, 
and  was  the  first  to  isolate  the  virus  from  the 
horse’s  brain.  Subsequent  research  shows  that 
the  disease  has  existed  in  the  United  States,  in 
fact  over  the  entire  American  continent,  for 
forty  or  fifty  years.  It  has  been  identified  in 
brain  specimens  which  were  collected  in  New 
Jersey  as  long  ago  as  1912.  Last  year  there 
were  only  9 states  including  our  own  that 
failed  to  report  a case  of  this  disease.  In  11 
eastern  states  the  incidence  was  3.9  cases  per 
1,000  animals  with  a 90.2  per  cent  fatality.  In 
28  western  states  the  incidence  was  24.8  cases 
with  a fatality  of  19.8  per  cent.  Human  cases 
were  not  seen  before  1931  when  they  appeared 
during  the  height  of  the  epizootic  in  California. 
The  clinical  manifestations  in  man  have  been 
quite  similar  in  the  east  and  in  the  west.  The 
onset  in  children  is  sudden;  slower  in  adults. 
Irritability  and  drowsiness  accompanied  by 
high  fever  and  headache  were  noted  by  the 
adults.  Cases  are  admitted  to  the  hospital  in 
a semicomatose  state  with  twitchings,  convul- 
sions, and  cyanosis.  The  spinal  fluid  is  under 
pressure  and  is  clear  to  hazy ; counts  are  variable, 
frequently  polymorphonuclear  or  mononuclear 


counts  predominate.  Complete  recovery  is 
possible  but  many  cases  have  definite  residual 
symptoms,  such  as  mental  changes,  tremors, 
or  paralysis. 

In  diagnosis  an  attempt  should  be  made  to 
isolate  the  virus  from  the  blood  and  even  from 
the  spinal  fluid  by  the  inoculation  of  guinea 
pigs  both  intracerebrally  and  intraperitoneally. 
At  autopsy  specimens  of  the  central  nervous 
system  should  be  preserved:  (a)  in  buffered 

50  per  cent  glycerine  (highest  purity  Merck) 
pH  7.6  and  promptly  held  at  low  temperature; 
(b)  in  fixing  solutions  (10  per  cent  formalin  in 
salt  solution  or  preferably  Dubosque-Brasil- 
Bouin  solution).  Isolation  and  typing  of  the 
virus  is  most  important  in  order  to  establish  the 
extent  of  the  different  viruses  on  the  American 
continent.  The  sera  of  recovered  cases  should 
be  subjected  to  neutralization  tests.  California 
experience  would  indicate  that  these  antibodies 
may  be  present  as  early  as  the  eighth  day  and 
as  late  as  three  years  after  convalescence. 

The  theory  that  the  disease  is  mosquito-borne 
is  supported  by  experimental  evidence  and  by 
the  epidemiology  of  the  equine  disease  in  Cali- 
fornia. However,  no  insects  carrying  the  virus 
in  nature  have  yet  been  found.  Spontaneous 
infection  has  been  observed  in  pigeons,  ringneck 
pheasants,  and  ducks.  Therefore,  it  seems 
probable  that  the  horse  and  man  are  merely 
accidental  links  in  a much  wider  chain. 


FOR  SHORTER  MEDICAL  TRAINING 

Recent  complaints  that  doctors  spend  too 
many  years  in  cultural  and  medical  study  inspire 
Dr.  Harry  Woodburn  Chase,  Chancellor  of 
New  York  University,  to  suggest  that  by  proper 
cooperation  between  the  medical  school  and  the 
arts  college  it  ought  to  be  possible  to  save  two 
years  for  the  majority  of  medical  students,  with 
selection  coming  in  reality,  as  it  does  now  only 
in  theory,  at  the  end  of  the  second  college 
year. 

Between  the  arts  college  and  the  medical  school 
there  has  been  too  little  thoughtful  cooperation 
in  the  attempt  to  devise  a program  that  will 
suffice,  he  says.  The  time  has  come  when 
medical  school  authorities  and  arts  college 


authorities  can  begin  more  definitely  to  think 
about  this  common  trouble. 

The  general  two-year  cultural  course  as  a 
preparation  for  the  actual  study  of  medicine 
should  be  sufficiently  broad  in  character  so  that 
students  who  had  gone  through  it  could  meet 
rejection  by  medical  school  with  a minimum  of 
difficulty.  Such  a course  would  be  primarily 
nonvocational,  with  the  general  values  attach- 
ing to  liberal  education  itself. 

By  cooperation  of  this  sort  it  would  be  possible 
for  colleges  and  medical  schools  jointly  to  select 
students,  he  declares,  as  intelligently  at  the  end 
of  two  years  as  they  can  at  the  end  of  four,  and 
the  students  would  be  just  as  well  rounded  people. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Advertising  by  Professional  Men 


The  Education  Law  of  this  State  as  recently 
amended  provides  very  strict  prohibitions 
against  advertising  by  physicians.  Not  only  is  it 
a ground  for  discipline  that  a physician  is  guilty 
of  fraud  or  deceit,  but  it  is  also  a ground  for  dis- 
cipline if  a practitioner  of  medicine  indulges  in 
methods  of  advertising  which  might  be  deemed 
harmless  or  even  ethical  when  employed  in 
commercial  business.  The  Education  Law  (Sec- 
tion 1264)  now  provides  among  other  things  as 
grounds  for  discipline  that  a physician  “has 
advertised  for  patronage  by  means  of  handbills, 
posters,  circulars,  letters,  stereopticon  slides, 
motion  pictures,  radio,  or  magazines;  . . 

Very  recently  a similar  statute  was  challenged 
in  the  Courts  of  a nearby  state  and  its  validity 
was  sustained.* 

The  proceedings  were  instituted  against  a 
duly  registered  dentist,  charging  him  with  the 
offense  of  improperly  advertising  dental  serv- 
ices. The  statute  under  which  the  defendant 
was  indicted  provided  that  a registered  dentist 
should  not  advertise  in  any  deceptive  or  mis- 
leading manner  and  also  that  a dentist  should 
not  make  any  statements  “of  a character  tending 
to  influence,  persuade  or  induce  persons  to  seek, 
employ  or  patronize  his  business,  service,  ad- 
vice or  products.” 

The  defendant  was  indicted  on  five  separate 
counts,  two  of  which  were  based  upon  alleged 
misleading  advertising  and  three  of  which  were 
based  upon  charges  that  he  had,  in  fact,  been 
guilty  of  advertising  in  violation  of  law,  without 
regard  to  the  misleading  nature  of  such  advertis- 
ing. 

The  proof  in  the  case  centered  around  a letter 
which  the  defendant  had  sent  to  a prospective 
patient.  It  was  on  the  dentist’s  stationery, 
signed  by  him,  and  read  as  follows : 

“Dear  Mr. 

After  being  out  of  active  practice  for  some  little 
time,  I am  writing  to  say  that  I have  resumed 
practice  at  the  above  address  and  am  prepared 
to  render  dental  service  of  the  customary  char- 
acter. I am  suggesting  to  you  and  other  friends 
the  advisability  of  a checkup  and  examination  of 
your  teeth  and  am  prepared  with  you  to  extend 
reasonable  terms  of  credit  to  you  if  desired. 

There  is  much  in  modern  dentistry  that  can  be 
done  painlessly.  New  systems  of  anesthetics 
have  come  to  be  used  with  the  exact  nature  of 
which  I am  not  familiar  but  which  have  been 
used  successfully  and  satisfactorily.  I have 
such  a system  available  to  my  use  and  I feel 
sure  that  many  of  the  former  experiences  may  no 
longer  be  feared.  I have  also  prepared  a dental 
mOuth  wash  which  I am  hoping  to  be  able  to  mar- 
ket. I should  like  to  have  you  try  some  of  it. 
It  is  fairly  inexpensive  and  I am  hopeful  that  it 
will  be  found  to  be  so  satisfactory  that  you  will  be 


* Commonwealth  v.  Brown;  20  N.E.  2nd  478. 


inclined  to  substitute  it  for  the  preparation  you 
are  now  using.  Hoping  that  I may  be  favored 
with  your  patronage,  I am 

Very  truly  yours, 


The  defendant  waived  jury  trial  and  the  Court 
found  him  guilty  on  all  counts  and  imposed  a 
fine.  He  took  an  appeal  which  directly  chal- 
lenged the  constitutionality  of  the  statutory  pro- 
visions against  advertising.  The  higher  Court 
adopted  the  position  that  it  was  not  necessary 
to  determine  whether  the  offending  letter  was 
evidence  of  deceitful  or  misleading  advertising, 
as  there  was  no  question  that  if  the  statutory 
provisions  against  advertising  in  and  of  itself 
were  valid,  the  defendant  had  unquestionably 
violated  the  law. 

In  sustaining  the  law  the  Appellate  Court  said 
in  its  opinion  of  affirmance: 

“In  short  the  statute  purports  to  deny  to  a 
registered  dentist,  such  as  the  defendant,  not 
merely  the  use  of  dishonest  or  deceptive  adver- 
tising, but  also  the  right  to  seek  patronage 
through  advertising,  in  modes  deemed  harmless 
and  rightful  when  employed  in  commercial 
business.  The  only  question  is,  whether  such  a 
denial  offends  either  the  State  or  the  Federal 
Constitution. 

“The  Legislature  doubtless  may  regulate  ad- 
vertising even  in  commercial  business,  when  the 
public  interest  requires.  In  the  professions,  the 
right  to  restrict  advertising  is  broad  and  clear. 
Dentistry  is  undoubtedly  a learned  profession. 
Learned  professions  ‘are  characterized  by  the 
need  of  unusual  learning,  the  existence  of  con- 
fidential relations,  the  adherence  to  a standard  of 
ethics  higher  than  that  of  the  market  place,  and 
in  a profession  like  that  of  medicine  by  intimate 
and  delicate  personal  ministration. 

“ ‘Traditionally  the  learned  professions  were 
theology,  law  and  medicine;  but  some  other 
occupations  have  climbed,  and  still  others  may 
climb,  to  the  professional  plane.  Dentistry,  a 
branch  of  medicine,  has  done  so  within  modern 
times.’  (Citing  cases.) 

“The  granting  of  a license  to  practice  a pro- 
fession signifies  only  attainments  warranting 
entrance  into  professional  life.  With  some,  ad- 
mission to  practice  is  only  the  beginning  of  a 
lifetime  of  study,  self  improvement,  and  advance 
in  knowledge  and  skill.  With  some  others,  it 
marks  the  end  of  systematic  study  and  of  sub- 
stantial progress  in  professional  competence. 
The  Commonwealth  has  an  interest  in  attracting 
to  the  learned  professions  men  of  ability,  capable 
of  adorning  them,  and  in  enabling  such  men  to 
survive  in  competition  with  others.  It  has  an 
interest  in  spreading  as  widely  as  possible  among 
its  citizens  the  benefit  of  the  professional  serv- 
ices of  the  most  competent  practitioners  as  dis- 
tinguished from  those  who  barely  possess  the 
minimum  qualifications  for  beginning  practice 
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at  all.  It  has  an  interest  in  leaving  its  professional 
men  free  to  improve  their  professional  qualifi- 
cation, without  the  necessity  of  devoting  time 
and  effort  to  the  competitive  pursuit  of  clients 
or  patients.  It  has  an  interest,  too,  in  freeing 
its  citizens  from  the  pressure  of  salesmanship 
in  the  formation  of  confidential  professional  rela- 
tions. 

“The  Legislature  might  find,  and  apparently 
did  find  in  the  case  of  dentists,  that  these  public 
interests  would  be  injuriously  affected  by  free 
competition  among  practitioners  without  re- 
straint as  to  methods.  The  Legislature  might 
consider  that  in  general  practitioners  of  high 
character,  deep  learning,  and  great  skill  are  more 
conscious  of  vast  areas  of  knowledge  not  yet 
explored  than  of  the  narrow  fields  in  which  they 
may  have  attained  mastery;  that  they  are  re- 
strained in  speech,  and  careful  that  promise 
never  outruns  performance;  and  that  as  a class 
they  either  are  incapable  of  advancing  themselves 
by  brazen  self -laudation,  or  scorn  resort  to  such 
means.  The  Legislature  might  conclude  from 
human  experience  that  practitioners  of  scant 
competence,  like  charlatans  and  demagogues, 
are  likely  to  make  up  for  want  of  genuine  merit 
by  an  expert  knowledge  of  mass  psychology 


and  great  skill  in  appealing  to  the  hopes  and  emo- 
tions of  the  uninformed  and  credulous.  Adver- 
tising practitioners,  as  fast  as  discovery  of  their 
comparative  incompetence  causes  the  loss  of 
clients  or  patients,  for  a long  time  can  obtain 
new  ones  through  skillful  publicity.  It  may  be 
that  even  with  complete  freedom  in  advertising 
practitioners  of  unusual  competence  ultimately 
would  succeed  and  others  ultimately  would  reach 
the  level  of  their  merits;  but  in  the  meantime 
thousands  if  not  millions  of  citizens  might  re- 
ceive inferior  service  in  the  belief,  induced  by 
skillful  advertising,  that  it  was  superior.  Under 
the  traditional  method  of  professional  advance- 
ment through  the  recommendation  of  satisfied 
clients  or  patients,  progress  may  be  slower,  but 
it  bears  more  relation  to  merit.  The  Legislature, 
taking  the  view  which  has  been  expressed,  might 
conclude  that  the  regulations  were  necessary 
for  the  protection  of  public  interests. 

“The  restriction  and  even  the  prohibition  of 
advertising  by  members  of  the  learned  profes- 
sions constitute  a lawful  exercise  of  the  police 
power,  and  not,  as  has  been  contended,  a viola- 
tion of  constitutional  provisions  protecting 
liberty  and  property,  or  discriminatory  legisla- 
tion.” 


MAY  HIS  TRIBE  INCREASE 

The  following  is  an  excerpt  from  a letter  writ- 
ten by  a Massachusetts  state  senator  to  the 
physicians  of  his  constituency,  as  reported  in  the 
New  England  Journal  of  Medicine: 

In  1936  I pledged  myself  to  the  following 
“Medical  Platform”: 

1.  The  continued  betterment  of  the  standard 
of  medical  practice. 

2.  The  control  of  cultism  by  a single  standard 
of  examination  for  license  to  practice. 

3.  Opposition  to  all  forms  of  compulsory 
health  insurance  schemes  until  it  can  be 


shown  that  they  are  to  the  best  interests 
of  the  profession  and  public. 

4.  The  preservation  of  the  sacred  right  of  an 
individual  to  go  to  a physician  of  his  own 
choice. 

5.  The  furthering  of  legislation  that  will 
adequately  stop  loopholes  in  the  existing 
insurance  laws  which  deprive  the  physician 
of  his  just  compensation. 

I have  faithfully  kept  this  pledge,  and  I shall 
continue  to  keep  it  until  you  and  your  profession 
direct  otherwise. 


THE  NEW  RECRUITS 

During  1938,  6,252  physicians  were  added  to 
the  number  practicing  in  the  United  States,  the 
J.A.M.A.  reports. 

The  largest  number  in  any  one  state  added  to 
the  profession  was  in  New  York,  with  1,204; 
Illinois  added  464  and  Pennsylvania  452,  while 
South  Dakota  added  2. 

A measurement  of  the  efficiency  of  medical 
education  is  contained  in  the  analysis  of  the  total 


number  examined;  7,454,  of  whom  6,582  passed 
and  872  failed. 

Nineteen  medical  schools  had  no  failures 
before  the  state  licensing  boards,  namely  the 
Universities  of  California,  Colorado,  Yale, 
Indiana,  Kansas,  Louisiana  State,  Harvard, 
Wayne,  Washington,  Albany,  Duke,  Cincinnati, 
Western  Reserve,  Oregon,  Pittsburgh,  South 
Carolina,  Vanderbilt,  Vermont,  and  Wisconsin. 
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Standard  Bodyparts  Adjustment  Guide. 

Traumatic  Injuries,  Medical  Fees,  Evaluations. 
Quarto,  illustrated.  Chicago,  Insurance  Sta- 
tistical Service  of  North  America,  1939.  Cloth, 
$8  including  ten  years’  revision  service. 

Nursing  Through  the  Years.  By  Corinne  J. 
Kern.  Octavo  of  340  pages.  New  York,  E.  P. 
Dutton  & Co.,  1939.  Cloth,  $2.50. 

Relation  of  Trauma  to  New  Growths.  Med- 
ico-Legal Aspects.  By  R.  J.  Behan,  M.D. 
Octavo  of  425  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  $5. 

Pye’s  Surgical  Handicraft.  A Manual  of 
Surgical  Manipulations,  Minor  Surgery,  and 
Other  Matters  Connected  with  the  Work  of 
House  Surgeons  and  of  Surgical  Dressers. 
Edited  by  Hamilton  Bailey,  F.R.C.S.  Eleventh 
edition.  Octavo  of  512  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $6. 

Life  and  Letters  of  Dr.  William  Beaumont. 

By  Jesse  S.  Myer,  M.D.  Octavo  of  327  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $5. 

Gardiner’s  Handbook  of  Skin  Diseases.  Re- 
vised by  John  Kinnear,  M.D.  Fourth  edition. 
Duodecimo  of  239  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$3.50. 

Textbook  of  Medicine.  By  various  authors. 
Fourth  edition  edited  by  J.  J.  Conybeare, 


M.C.  Octavo  of  1112  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth,  $6.75. 

Laboratory  Manual  of  the  Massachusetts 
General  Hospital.  By  Francis  T.  Hunter,  M.D. 
Third  edition.  Duodecimo  of  119  pages. 
Philadelphia,  Lea  & Febiger,  1939.  Cloth, 
$1.75. 

Heart  Patients.  Their  Study  and  Care.  By 
S.  Calvin  Smith,  M.D.  Octavo  of  166  pages. 
Philadelphia,  Lea  & Febiger,  1939.  Cloth,  $2. 

Chronic  Arthritis.  By  Robert  T.  Monroe,  M.D. 
(Reprinted  from  Oxford  Loose-Leaf  Medicine.) 
Edited  by  Henry  A.  Christian,  M.D.  Octavo  of 
84  pages.  New  York,  Oxford  University  Press, 
1939.  $2. 

Diseases  of  the  Nose  and  Throat.  By  Charles 
J.  Imperatori,  M.D.  and  Herman  J.  Burman, 
M.D.  Second  edition.  Octavo  of  726  pages,  il- 
lustrated. Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $7. 

Medical  Microbiology.  By  Kenneth  L.  Bur- 
don,  Ph.B.  Octavo  of  763  pages,  illustrated. 
New  York,  Macmillan  Co.,  1939.  Cloth, 
$4.50. 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 

Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  II,  New 
Series  2.  Octavo  of  321  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1939.  Cloth, 
$3. 


REVIEWED 


A Textbook  of  Gynecology.  By  Arthur  H. 
Curtis,  M.D.  Third  edition.  Octavo  of  603 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1938.  Cloth,  $7. 

Curtis’  excellent  textbook  has  been 
enlarged  by  adding  eight  chapters  cover- 
ing anatomy,  physiology,  and  the  endo- 
crines.  The  author  states  that  this  third 
edition  is  “no  longer  essentially  a record 
of  personal  experience,”  since  the  text 
was  written  only  after  careful  considera- 
tion of  the  literature.  One  could  not 


read  it,  however,  without  knowing  that 
Curtis  wrote  it. 

Inclusion  of  the  gynecologic  aspects  of 
the  early  months  of  pregnancy  is  a good 
idea.  The  chapters  on  gonorrheal  disease 
and  pelvic  cellulitis  are  particularly  good, 
and  would  alone  make  the  book  worth 
while  reading  and  owning.  The  illus- 
trations by  Tom  Jones  are  fine.  This 
model  textbook  is  highly  recommended 
to  everyone. 

Charles  A.  Gordon 
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New  and  Nonofficial  Remedies,  1938.  Con- 
taining Descriptions  of  the  Articles  That  Stand 
Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association 
on  January  1,  1938.  Duodecimo  of  589  pages. 
Chicago,  American  Medical  Association,  1938. 
Cloth,  $1.50. 

In  this  book  the  Council  on  Pharmacy 
and  Chemistry  lists  and  describes  the 
medicinal  preparations  that  it  has  found 
acceptable  for  general  use  by  the  medical 
profession. 

New  substances  described  in  this  vol- 
ume are  sulfanilamide  and  protamine  zinc 
insulin,  with  the  accepted  brands.  The 
proved  value  of  these  new  additions  to 
the  physician’s  armamentarium  bids  fair 
to  make  the  past  year  a milestone  in 
therapeutic  progress.  The  Council  is  to 
be  congratulated  on  the  promptness 
with  which  it  evaluated  these  drugs  and 
established  standards  for  their  adequate 
control.  From  the  first  the  Council 
warned  against  using  sulfanilamide  in 
untried  combinations.  The  sad  tragedy 
of  the  deaths  from  the  rashly  introduced 
elixir  of  sulfanilamide-massengill  starkly 
emphasizes  the  value  of  such  a body  as 
the  Council  to  the  medical  profession 
and  the  pharmaceutical  manufacturers 
as  well  as  to  the  public.  Of  course  this 
potential  value  cannot  become  effective 
as  long  as  those  concerned  refuse  to 
follow  the  Council  in  the  use  of  new 
remedies. 

Other  noteworthy  new  drugs  that 
appear  in  the  1938  volume  are  avertin 
with  amylene  hydrate,  vinethene,  ponto- 
caine  hydrochloride,  basal,  general,  and 
local  anesthetics,  respectively;  novatro- 
pine  and  syntropan,  synthetic  mydriatics. 

Physicians  who  wish  to  know  why  a 
given  proprietary  is  not  described  in 
New  and  Nonofficial  Remedies , 1938  will 
find  the  “Bibliographical  Index  to  Pro- 
prietary and  Unofficial  Articles  Not 
Included  in  N.N.R.”  of  much  value. 
In  this  section  (in  the  back  of  the  book) 
are  given  references  to  published  articles 
dealing  with  preparations  that  have  not 
been  accepted.  These  include  references 
to  the  Reports  of  the  Council,  to  Reports 
of  the  A.M.A.  Chemical  Laboratory,  and 


to  articles  that  have  appeared  in  the 
Journal. 


Insomnia.  Its  Causes  and  Treatment.  By 
John  A.  P.  Millet,  M.D.  Duodecimo  of  195 
pages.  New  York,  Greenberg  Publisher,  1938. 
Cloth,  $1.75. 

This  has  been  written  by  a practical 
psychiatrist,  understanding^  informa- 
tive for  the  general  public  and  profitable 
for  most  practitioners  as  well.  Factual 
data  in  reference  to  sleep  and  its  disturb- 
ances are  interestingly  presented  without 
exhausting  detail.  Fallacious  lay  meth- 
ods for  respite  of  insomnia  are  refuted 
and  drugless  therapy  properly  indicated. 
The  psychologic  basis  for  correct  under- 
standing and  therapy  of  individual  cases 
is  skillfully  outlined,  and  is  scientifically 
sound.  The  material  is  sympathetic, 
personal,  and  in  terms  within  the  under- 
standing of  most  readers.  The  author’s 
views  in  the  closing  chapter  regarding 
present-day  civilization  as  the  main  con- 
tributor to  faulty  sleep  habits  are  ably 
expounded.  The  physician  may  whole- 
heartedly recommend  this  work  to  in- 
telligent insomniacs. 

Irving  M.  Derby 

Clinics  on  Secondary  Gastro-Intestinal  Dis- 
orders; Reciprocal  Relationships.  By  Julius 
Friedenwald,  M.D.,  Theodore  H.  Morrison, 
M.D.,  and  Samuel  Morrison,  M.D.  Octavo  of 
251  pages.  Baltimore,  William  Wood  & Com- 
pany, 1938.  Cloth,  $3. 

This  book  fills  a long-felt  want  in  the 
studies  made  of  the  reciprocal  relationship 
between  the  gastrointestinal  viscera  and 
other  organs  and  systems.  In  unrivaled 
style  it  discusses  the  symptoms,  their 
effects,  and  both  near  and  distant  results 
and  manifestations.  By  volumes  such  as 
these,  the  complex  and  intricate  “tie-ups” 
between  the  numerous  divisions  of  the 
human  organism  are  clearly  exemplified. 
The  reading  of  this  book  proves  conclu- 
sively that  a pure  specialist  is  as  incon- 
gruous and  impossible  as  is  a doctor 
without  a stethoscope  or  a thermometer. 

Benjamin  M.  Bernstein 
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Glaister’s  Medical  Jurisprudence  and  Toxi- 
cology. Sixth  edition  edited  by  John  Glaister, 
M.D.  Octavo  of  747  pages,  illustrated.  Balti- 
more, William  Wood  & Company,  1938.  Cloth, 
$8. 

The  sixth  edition  of  this  remarkable 
book  is  certainly  complete  and  marvel- 
ously well  illustrated.  A great  deal  of 
space  is  devoted  to  wounds  in  their 
medicolegal  relations,  covering  personal 
identity  in  all  its  phases,  including  his- 
torical interest. 

The  section  on  toxicology  is  covered 
adequately,  followed  by  chapters  on 
photomicrographs,  arsenic  pigmentation 
and  its  effects,  blood  spectra,  serologic 
tests,  and  historical  cross-sections  of 
hairs  in  various  conditions. 

The  famous  “Ruxton  Case”  from  its 
medicolegal  aspects  is  of  special  interest 
to  criminologists. 

Although  many  works  on  a similar 
subject  have  come  from  British  authors 
during  the  past  few  years,  this  one  fills  a 
place  heretofore  not  covered  by  others. 
The  book  is  well  written,  clearly  printed, 
and  will  be  of  value  both  to  the  student 
and  practitioner  of  forensic  medicine. 

S.  Ingram  Hyrkin 


Internal  Medicine.  Its  Theory  and  Practice  in 
Contributions  by  American  Authors.  Edited  by 
John  H.  Musser,  M.D.  Third  edition.  Quarto 
of  1428  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $10. 

Advance  in  the  practice  of  internal 
medicine  during  the  past  few  years  has 
been  so  rapid  that  much  revision  has  been 
required  in  this  third  edition  of  this  work. 
As  the  editor  states  in  the  preface,  it 
would  be  impossible  to  enumerate  the 
additions  that  have  been  incorporated  in 
this  edition.  The  newest  and  accepted 
changes  in  diagnosis  and  treatment  are 
mentioned — newer  terms  and  diagnoses 
are  given  for  many  existing  conditions 
not  previously  named  according  to  eti- 
ology. Newer  concepts  of  blood  dys- 
crasias,  of  infections  of  the  system,  of 
vitamins  and  nutrition  are  presented. 
This  revision  contains  140  more  pages 
than  the  second  edition,  covering  the 


present  advancement  in  internal  medi- 
cine. It  is  a valuable  reference  book  as 
well  as  one  for  study. 

Henry  M.  Moses 

Medicine  for  Nurses.  By  C.  Bruce  Perry, 
M.D.  Duodecimo  of  211  pages.  Baltimore, 
William  Wood  & Company,  1938.  Cloth,  $2. 

This  little  volume,  summarizing  briefly 
more  common  medical  disorders,  pre- 
sents the  obvious  advantages  and  dis- 
advantages of  a handbook.  Its  aim  is  to 
prepare  nurses  for  final  examinations; 
hence  it  is  almost  purely  a “cram-book.” 
Andrew  M.  Babey 

Biography  of  the  Unborn.  By  Margaret  S. 
Gilbert.  Octavo  of  132  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company. 
1938.  Cloth,  $1.75. 

Human  development  is  of  interest  to 
both  layman  and  scientist.  It  reveals 
the  close  relationship  between  man  and 
the  lower  animals,  and  to  the  physician  it 
explains  some  of  the  malformations  and 
abnormalities  of  a mature  age. 

Technical  treatises  present  information 
in  special  terminology  unintelligible  to 
the  layman.  The  present  tale  of  human 
development  is  presented  in  a chronologi- 
cal pattern  of  nine  calendar  months — an 
intimate  picture  of  an  unknown  chapter 
in  the  life  of  every  individual — the  as- 
tounding process  of  becoming  a human 
being. 

During  the  first  month  we  grow  from 
an  invisible  egg  to  an  embryo  six  mm. 
long,  increasing  fifty  times  in  size  and 
eight  thousand  times  in  weight. 

During  the  second  month  the  length  of 
the  embryo  increases  six  times  and  its 
weight  increases  five-hundredfold.  And 
so  on  until  the  ninth  month  the  evolution 
of  the  egg  is  described  and  pictured  in 
language  easily  understood  by  the  average 
layman. 

The  text  contains  a glossary  and  refer- 
ences to  standard  wTorks  on  embryology. 

To  anyone  interested  in  this  branch  of 
science,  the  book  is  recommended  as  well 
written,  informative,  and  authentic. 

F.  B.  Doyle 
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The  Troubled  Mind.  A Study  of  Nervous 
and  Mental  Illnesses.  By  C.  S.  Bluemel,  M.D. 
Octavo  of  520  pages.  Baltimore,  Williams  & 
Wilkins  Company,  1938.  Cloth,  $3.50. 

In  reading  this  book,  one  is  left  with  a 
troubled  mind  in  the  attempt  to  evaluate 
its  usefulness.  As  its  subtitle  indicates, 
it  alleges  to  be  a study  of  nervous  and 
mental  illnesses.  In  this  the  author  has 
succeeded  perhaps  too  well.  It  really 
reminds  one  of  a card  index  of  various 
manifestations  of  abnormal  behavior. 
The  psychopath  and  the  social  misfit  have 
considerable  attention  from  the  author. 

One  is  impressed  with  the  knowledge 
that  the  author  apparently  possesses,  but 
wishes  that  he  might  have  arranged  the 
subject  matter  in  a more  systematic 
manner.  His  own  classifications  differ 
materially  from  those  that  are  generally 
accepted.  The  author  might  have  ex- 
plained his  own  choice  of  classification. 
Furthermore  he  has  tried  to  make  the 
book  appeal  to  medical  students  as  well 
as  lay  people,  and  this  is  a task  that 
rarely  meets  with  success. 

It  is  the  hope  of  the  reviewer  that  some 
day  at  his  leisure  the  author  will  write  a 
more  comprehensive  and  more  system- 
atic book  on  the  subject,  for  there  is 
reason  to  believe  that  he  has  much  ex- 
perience and  information  in  the  field 
that  will  prove  of  help  to  the  student  in 
psychopathology.  Irving  J.  Sands 

The  Practice  of  Medicine.  By  Jonathan  C. 
Meakins,  M.D.  Second  edition.  Quarto  of 
1413  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1938.  Cloth,  $12.50. 

That  this  Practice  of  Medicine  has  gone 
so  quickly  into  its  second  edition  (first 
edition  1936)  is  evidence  of  its  favorable 
reception  by  the  profession. 

It  presents  outstanding  characteristics : 
the  valued  opinions  of  an  experienced 
clinician  with  rich  physiologic  training, 
the  529  figures  that  constitute  an  un- 
usual gallery  of  photographs  illustrative 
of  disease  manifestations,  and  the  intro- 
ductory remarks  to  the  general  divisions 
of  the  book  that  deal  with  the  patho- 
logico-physiology  of  the  tracts  under  con- 
sideration. 


Additions  and  deletions  have  been 
made  here  and  there,  and  an  account  of 
appendicitis  has  been  added.  In  all,  100 
pages  of  additional  material  are  presented, 
the  book  now  comprising  1400  pages. 

Sulfanilamide  is  well  considered  on 
pp.  1199-1200. 

The  accounts  of  rheumatoid  arthritis 
and  osteoarthritis  afford  excellent  con- 
trasting clinical  pictures  of  these  two 
varieties  of  chronic  nonsuppurative  joint 
disease. 

Nephrosis  becomes  the  “nephrotic  syn- 
drome,” as  with  Henry  Christian  and 
many  others.  Classification  is  not 
stressed,  nor  could  we  expect  it  in  view  of 
the  opinion  that  “practically  all  nephritis 
is  at  some  stage  a glomerulonephritis.” 

This  volume  is  invaluable  as  a reference 
book,  and  will  often  be  consulted.  The 
only  unfavorable  feature  is  its  weight, 
which  is  seven  and  one-half  pounds. 
This  appears  unavoidable,  as  heavy 
glazed  paper  is  necessary  for  the  illus- 
trations. Frank  Bethel  Cross 

Diseases  of  the  Chest  and  the  Principles  of 
Physical  Diagnosis.  By  George  W.  Norris, 
M.D.,  and  H.  R.  M.  Landis,  M.D.  Sixth  edi- 
tion. Octavo  of  1019  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1938. 
Cloth,  $10. 

This  standard  work  has  been  thor- 
oughly revised  and  continues  to  be  one 
of  the  best  on  the  subjects  treated.  The 
portions  dealing  with  bronchial  asthma, 
bronchiectasis,  lung  abscess  and  cystic 
disease,  coronary  disease,  and  others  have 
been  completely  rewritten.  Dr.  Thomas 
M.  McMillan  has  rewritten  the  chapter 
on  the  electrocardiograph,  and  has  made 
a concise  and  satisfactory  account.  He 
has  also  contributed  a chapter  dealing 
with  the  x-ray  diagnosis  of  the  heart  and 
great  vessels.  Clinical  methods  based 
upon  the  examiner’s  sight,  touch,  and 
hearing  are  emphasized  as  they  are  in  the 
previous  editions.  Many  excellent  illus- 
trations add  to  the  value  of  the  work, 
which  is  too  extensive  to  attempt  to 
review  in  detail. 

W.  E.  McCollom 
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Handbook  of  Practical  Bacteriology.  A Guide 
to  Bacteriological  Laboratory  Work.  By  T.  J. 
Mackie,  M.D.,  and  J.  E.  McCartney,  M.D. 
Fifth  edition.  Duodecimo  of  586  pages.  Balti- 
more, William  Wood  & Company,  1938.  Cloth, 
$4. 

This  compact  volume  is  in  no  sense  a 
textbook  of  bacteriology.  For  the  labo- 
ratory technician  it  ought  to  be  of 
value  since  it  gives  useful  information 
regarding  the  isolation  of  cultures  and 
many  useful  methods  for  the  cultivation 
of  microorganisms.  The  chapters  deal- 
ing with  the  pathogenic  microorganisms 
contain  a large  amount  of  information 
pertaining  to  this  group  of  bacteria,  but 
the  material  is  presented  in  such  a con- 
densed fashion  that  its  usefulness  is 
limited  to  those  who  already  have  some 
bacteriologic  experience.  The  book  as  a 
guide  to  the  medical  school  graduate  who 
wishes  to  do  some  bacteriology  should  be 
of  distinct  help. 

Morris  L.  Rakieten 


Plastic  Surgery.  By  Arthur  J.  Barsky,  M.D. 
Octavo  of  355  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1938.  Cloth,  $5.75. 

Dr.  Barsky  accomplishes  his  aim  of 
being  practical  in  this  new  book  on  plastic 
surgery.  Through  his  own  experience 
and  that  of  his  colleagues  he  has  selected 
from  the  great  mass  of  plastic  procedures 
those  that  he  personally  feels  are  best 
fitted  to  the  problems  he  attacks.  It  will 
be  well  for  the  general  sturgeon,  who 
merely  turns  to  this  book  as  a reference 
for  the  detailed  steps  of  a particular 
operation,  to  at  least  read  the  first  four 
chapters  on  general  principles. 

As  everyone  doing  plastic  surgery 
knows,  a great  deal  of  the  art  depends  on 
minute  attention  to  detail.  The  mere 
mechanical  procedures,  no  matter  how 
well  done,  will  not  produce  a successful 
result  unless  the  underlying  principles  of 
tissue  physiology  are  carefully  regarded. 

Another  point  well  stressed  by  the 
author  is  the  mental  attitude  of  the  pa- 
tient to  his  deformity.  The  plastic 
surgeon  is  urged  to  keep  this  in  mind  in 
estimating  the  real  from  the  imaginary 


lesion  before  operation.  Some  patients 
are  merely  hypersensitive,  others  are 
actually  psychotic.  Where  there  is  ques- 
tion of  the  latter  he  wisely  advises  psy- 
chiatric consultation  before  surgery. 

This  light,  attractive  book,  including 
an  index  and  432  excellent  illustrations, 
may  well  be  recommended,  more  particu- 
larly to  the  general  surgeon  doing  plastic 
work.  The  specialist  will  find  an  ex- 
cellent bibliography  at  the  end  of  each 
chapter. 

William  H.  Field 

Illustrated  Primer  on  Fractures.  Prepared  by 
the  Special  Exhibit  Committee  on  Fractures  in 
Cooperation  with  the  Committee  on  Scientific 
Exhibit  of  the  American  Medical  Association. 
Fourth  edition.  Octavo  of  95  pages,  illustrated. 
Chicago,  American  Medical  Association,  1938. 
Cloth. 

The  fourth  edition  of  this  illustrated 
primer  contains  in  its  scant  95  pages  a 
brief  but  informative  description  of  the 
modern  and  accepted  treatment  of  vari- 
ous fractures.  The  printing  has  been 
done  on  one  side  of  the  page,  the  obverse 
side  being  left  blank  for  notations  by  the 
reader.  Illustrations  are  in  outline  only, 
and  are  convincingly  descriptive  of  path- 
ology and  treatment,  as  the  case  may  be. 
In  spite  of  the  purely  outline  character  of 
this  book,  space  has  been  left  for  the 
brief  consideration  of  equipment  re- 
quired and  the  principles  of  immobiliza- 
tion and  transportation.  Much  informa- 
tion is  given,  clearly  presented,  and  sur- 
prisingly inclusive. 

Joseph  Raphael 

Fevers  for  Nurses.  By  Gerald  E.  Breen, 
M.D.  Duodecimo  of  199  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $2. 

In  this  small  volume  of  less  than  200 
pages,  Breen  presents  the  salient  features 
of  common  fevers  for  the  instruction  of 
nurses.  It  has  the  advantage  of  being 
compact  and  brief  with  emphasis  on  bed- 
side care  and  warning  signals  of  impend- 
ing complications. 

Andrew  M.  Babey 
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A Textbook  of  Histology.  Functional  Sig- 
nificance of  Cells  and  Intercellular  Substances. 
By  E.  V.  Cowdry.  Second  edition.  Quarto  of 
600  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $7. 

The  second  edition  has  been  revised 
for  the  student  entering  medical  school, 
taking  nothing  for  granted  as  to  his  pre- 
liminary education.  It  should  prove  an 
excellent  laboratory  guide  because  of  its 
simplicity  and  abundance  of  illustrations. 
The  book  has  been  written  with  the  pur- 
pose of  helping  the  student  connect 
histology  with  gross  anatomy.  The 
author  stresses  the  functional  significance 
of  cells  and  the  intercellular  substances 
with  their  normal  variations.  The  chap- 
ters on  endocrines  and  digestive  system 
have  been  rewritten. 

This  volume  will  be  found  valuable 
because  it  has  been  compiled  by  a master- 
mind in  cytology. 

Nathan  Reibstein 


The  Etiology  of  Trachoma.  By  Louis  A. 
Julianelle.  Octavo  of  248  pages,  illustrated. 
New  York,  The  Commonwealth  Fund,  1938. 
Cloth,  $3.25. 

Probably  trachoma  is  one  of  the  most 
studied  diseases  in  the  medical  armamen- 
tarium. This  treatise  on  the  etiology  is 
but  a brief  outline  of  the  vast  research 
done  in  Julianelle’ s laboratory. 

The  book,  however,  leaves  no  phase  of 
this  exhaustive  study  unconsidered.  The 
etiologic  factors  which  he  describes  in  full 
detail  throughout  its  life  cycle  seem 
without  a doubt  the  true  causative  agent 
of  this  widespread  scourge.  The  beauti- 
ful colored  plates  of  the  various  stages, 
and  the  manner  in  which  the  elementary 
bodies  escape  from  the  epithelial  cells, 
would  seem  to  curb  any  uncertainty  in 
the  most  stubborn  “doubting  Thomas.’’ 

The  publication  of  this  book  as  a climax 
to  the  great  work  done  and  published  by 
Dr.  Julianelle  marks  the  goal  of  centuries 
of  groping  in  the  unknown  for  the  cause 
of  one  of  the  world’s  worst  enemies. 
The  review  of  the  literature  on  trachoma 
is  extremely  worth  while. 

Everet  H.  Wood 


The  Pneumonias.  By  Hobart  A.  Reimann, 
M.D.  Octavo  of  381  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1938.  Cloth, 
$5.50. 

Dr.  Reimann  has  presented  us  with  an 
elaborate  treatise  on  pneumonia,  in 
which  are  discussed  more  than  fifty 
specific  forms  of  the  disease.  Of  special 
interest  to  every  physician  is  the  lucid 
and  masterful  presentation  of  recent 
advances  in  our  knowledge  regarding  the 
specific  treatment  of  certain  forms  of 
pneumonia.  The  author  has  stressed 
especially  the  etiologic,  clinical,  and 
roentgenographic  features  of  this  disease. 

A careful  analysis  of  recent  important 
contributions  are  included  in  the  work. 
This  volume  will  be  of  great  value  to 
every  practitioner,  as  it  bears  throughout 
the  stamp  of  a master  clinician. 

B.  B.  Gelfand 

The  Vitamins  and  Their  Clinical  Applications. 

A brief  manual  by  Dr.  W.  Stepp,  Doz.  Dr. 
Kiihnau,  and  Dr.  H.  Schroeder.  Translated  by 
Herman  A.  H.  Bouman,  M.D.  Quarto  of  173 
pages.  Milwaukee,  The  Vitamin  Products  Com- 
pany, 1938.  Cloth,  $4.50. 

This  manual  takes  up  the  vitamins  in 
alphabetical  order.  The  subject  matter 
of  each  vitamin  complex  follows  in  gen- 
eral the  following  outline:  history,  chem- 
istry, occurrence,  determination,  require- 
ment of  man,  the  associated  physiology 
and  pathology,  the  commercial  prepara- 
tions, and  clinical  application. 

The  appendix  presents  an  outline  form 
for  each  vitamin  under  the  headings:  1. 
Apparent  Function;  2.  Possible  Results  of 
Deficiency;  and  3.  Results  of  Absence. 

The  excellent  and  complete  bibliogra- 
phy including  references  of  1937  is  given 
in  the  appendix  for  each  of  the  vitamins 
as  considered  under  the  above  outline. 
For  example,  under  vitamin  G,  the  head- 
ing, Results  of  Absence,  Eye  Disorders  is 
the  nineteenth  item  and  all  references  to 
eye  disorders  related  to  vitamin  G are 
grouped  in  the  bibliography  under  Vita- 
min G,  number  19.  This  affords  an 
orderly  and  valuable  means  of  reference 
to  the  original  articles. 

Paul  C.  Eschweiler 
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A B C of  the  Vitamins.  A Survey  in  Charts. 
By  Jennie  Gregory,  M.S.  Quarto  of  93  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1938.  Cloth,  $3. 

The  author  has  cleverly  employed  the 
visual  instruction  method  to  present  the 
story  of  the  vitamins.  The  book  is 
totally  free  of  textual  matter,  and  con- 
sists of  fully  descriptive  free-hand  draw- 
ings and  graphs.  Each  vitamin  is  treated 
separately,  and  includes  graphic  presenta- 
tions of  the  history  of  vitamin  contribu- 
tions, physiology,  chemistry,  and  clinical 
effects  of  vitamin  deficiencies.  The  last 
section  of  the  book  contains  tabular  data 
of  normal  vitamin  requirements  and  the 
vitamin  content  of  foodstuffs. 

This  method  of  presentation  is  es- 
pecially valuable  for  the  busy  physician 
who  does  not  have  time  to  pore  through 
voluminous  textual  matter  to  learn  of  the 
important  role  of  vitamins  in  medicine. 
This  book  is  highly  recommended. 

William  S.  Collens 

A Manual  of  Reparative  Plastic  Surgery.  By 

J.  Eastman  Sheehan,  M.D.  Octavo  of  311  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1938.  Cloth,  $5.50. 

This  is  a broad  and  fundamental  pres- 
entation of  that  branch  of  surgery  that 
the  author  states  is  based  on  the  auto- 
plastic studies  of  the  Italian  Renaissance. 
Although  the  technic  of  forming  new 
noses  was  carefully  worked  out  in  that 
era,  anesthesia  and  asepsis  have  since 
allowed  this  infant  to  develop  into  a 
scarcely  recognizable  robust  adult. 

Dr.  Sheehan  fully  accomplishes  his 
aim  of  showing  the  interdependence  of 
the  principles  underlying  the  application 
of  reparative  plastic  surgery  to  all  the 
specialized  branches  of  surgery.  His 
chapter  on  the  orbit,  which  starts  with 
detailed  and  essential  anatomy  and 
physiology,  surpasses  many  chapters  ap- 
pearing in  the  standard  works  on  oph- 
thalmology. Likewise,  the  chapters  on 
the  nose,  the  ear,  the  facial  cavities  and 
mouth,  etc.,  are  masterfully  covered  as 
to  their  individual  problems. 

All  this  is  unified  by  the  preceding 
Part  One  of  the  book.  Here  are  most 


beautiful  descriptions  of  the  various 
tissues  of  the  body  that  may  be  used  in 
plastic  repairs,  as  seen  from  the  point  of 
view  of  the  plastic  surgeon.  Through  his 
long  and  studious  experience  Dr.  Sheehan 
has  become  thoroughly  familiar  with  these 
building  materials,  and,  like  an  engineer, 
he  knows  just  what  may,  as  well  as  what 
may  not,  be  expected  of  them. 

This  book  will  be  read  with  much 
profit  by  all  who  practice  surgery,  general 
or  special,  and,  after  reading,  many  will 
probably  wish  to  have  the  book  at  hand 
for  reference  as  to  detailed  procedures. 

William  H.  Field 

Refraction  of  the  Eye.  By  Alfred  Cowan, 
M.D.  Octavo  of  319  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1938.  Cloth,  $4.75. 

Every  small  treatise  on  as  large  and 
broad  a subject  as  refraction  of  the  eye 
has,  of  necessity,  part  of  the  material 
emphasized,  and  part  touched  upon  very 
lightly.  The  greatest  stress  in  Dr. 
Cowan’s  book  is  laid  on  the  theory  of 
ophthalmic  optics,  ^ith  the  intention  of 
emerging  into  the  clinical  aspects  “logi- 
cally and  in  orderly  sequence.’’  The  dis- 
cussion is  complete,  covering  not  only  the 
theories  of  ophthalmic  lenses  and  mirrors 
and  the  various  ametropias,  but  also  a 
detailed  discussion  of  the  correct  position 
of  the  lens  before  the  eye.  This  reviewer 
is  particularly  impressed  by  the  illustra- 
tions in  the  section  on  retinoscopy,  where 
the  author  has  reproduced  Jackson's 
pictures,  which  are  as  near  what  one 
actually  sees  with  the  retinoscope  as 
have  yet  been  printed.  The  brief,  clear, 
and  concise  sections  on  contact  lenses  and 
telescopic  lenses  round  out  the  book,  and 
aid  considerably  in  making  it  a valuable 
addition  to  any  ophthalmic  library. 

Everet  H.  Wood 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Reviews 
of  Current  Advances  in  the  Medical  Arts.  Ed- 
ited by  George  M.  Piersol,  M.D.  Volume  III, 
New  Series  One.  Octavo  of  341  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co., 
1938.  Cloth,  $3. 

The  third  volume  of  the  New  Inter- 
national Clinics  is  as  interesting  and  as 
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valuable  as  was  the  preceding  volume. 
Many  different  subjects  are  presented — 
too  many  to  comment  upon  individually, 
as  all  are  of  interest,  are  carefully  written 
and  presented.  Peptic  ulcer,  pneumonia, 
obstetrics,  urology,  diet,  and  adrenal 
insufficiency  are  subjects  appearing  among 
the  original  contributions.  There  is  also 
a symposium  on  the  uses  of  sulfanilamide 
— a timely  subject.  The  uses  of  this  drug 
in  pneumonia,  in  urinary  infections,  in 
pelvic  infections,  and  in  the  diseases  of 
children  are  presented.  The  clinics  in 
this  volume  present  chronic  Bright’s 
disease  with  complications  of  albuminu- 
ria, a heart  clinic,  meningococcus  infec- 
tion, and  acute  hypocytic  lymphatic 
leukemia.  These  issues  of  the  New 
International  Clinics  are  well  presented 
and  contain  a variety  of  subjects  that  will 
prove  of  interest  and  value  to  all  who 
study  them. 

Henry  M.  Moses 

Cancer  with  Special  Reference  to  Cancer  of 
the  Breast.  By  R.  J.  Behan,  M.D.  Quarto  of 
844  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1938.  Cloth,  S10. 

Every  physician  interested  in  cancer  of 
the  breast  will  find  that  this  compre- 
hensive book  contains  all  the  important 
facts  and  current  concepts  ably  inter- 
preted. The  conclusions  of  the  author  are 
based  on  extensive  experience  and  sound 
judgment.  Every  phase  is  augmented 
by  an  extensive  bibliography  easily  avail- 
able at  the  foot  of  the  page.  The  author’s 
index  is  extensive,  simple,  and  invaluable 
for  research.  This  classic  volume  con- 
tains 168  excellent  illustrations  of  photo- 
micrographs, photographs,  drawings,  and 
comparative  tables.  The  book,  while 
essentially  a treatise  on  cancer  of  the 


MORTALITY  RATE  REVERSED 

Striking  results  in  treating  cerebrospinal 
meningitis  in  the  Equatorial  Province  of  Africa 
with  products  of  the  sulfanilamide  group  are  re- 
ported by  the  Khartoun  correspondent  of  the 
London  Times.  The  product  used  is  known  in 
Great  Britain  as  M and  B693.  The  former 
mortality  rate  of  this  disease  was  60  to  80  per 
cent;  now  the  recovery  rate  is  90  per  cent. 


breast,  contains  an  exhaustive  survey  of 
the  many  phases  of  cancer  which  the 
general  practitioner,  the  pathologist,  the 
radiotherapist,  and  the  surgeon  will  find 
extremely  valuable.  Every  conceivable 
phase  of  cancer  of  the  breast  is  ably  pre- 
sented. The  two  chapters  on  metastasis 
deserve  particular  mention.  The  dis- 
cussion as  to  the  methods  of  treatment, 
the  indications,  and  details  are  complete 
and  masterfully  presented. 

Irwin  E.  Siris 

Psychiatric  Nursing.  By  William  S.  Sadie*, 
M.D.  Octavo  of  433  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1937.  Cloth,  $2.75. 

The  orientation  of  this  textbook  of 
Psychiatric  Nursing  appears  to  be  pri- 
marily for  the  private  or  sanatorium  care 
of  patients.  Otherwise  it  would  seem 
more  pertinent,  from  the  purely  nursing 
angle,  to  analyze  the  nursing  setup  of  a 
standard  state  hospital  or  observation 
ward  to  get  at  the  rationale  of  the  special 
technics  employed  in  the  bodily  care  of 
psychotics  or  the  mental  responses  to 
their  attitudes.  In  this  respect,  other 
texts  available  appear  superior.  On  the 
other  hand,  this  book  offers  the  nurse  or 
student  a somewhat  broader  introduction 
into  psychiatric  concepts,  terminology, 
and  diagnosis,  although  the  author  pro- 
motes confusion  in  the  tyro  mind  here 
by  a tendency  to  repetition,  redundancy, 
and  the  indiscriminate  mixture  of  symp- 
toms and  syndromes.  The  book  seems  to 
lack  concrete  guidance,  probably  due  to 
the  absence  of  practical  application  of 
treatment  methods  to  cases,  but  this  is  a 
failing  of  many  such  books.  They  too 
often  give  the  impression  of  being  an 
inferior  text  of  the  specialty. 

Sam  Parker 


AUSTRALIA  AWAKES  FROM  ITS  DREAM 
The  commonwealth  government  of  Australia 
has  now  decided  to  abandon  completely  its 
scheme  for  national  health  and  pensions  in- 
surance. Its  cost  was  found  prohibitive  and  pub- 
lic feeling  against  it  was  intense.  The  British 
Medical  Association  in  Australia  has  been  op- 
posed from  the  start  to  national  insurance  as  pro- 
posed by  the  government. 
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Why  Special  Favors? 

In  this  country,  as  in  every  other  where  there  is  a large  governing 
bureaucracy,  the  taxpayers  must  constantly  be  on  the  alert  to  fore- 
stall bureaucratic  attempts  to  obtain  special  privileges  which  are 
denied  the  rest  of  the  citizenry.  Government  employees  in 
America  are  on  the  whole  better  paid  and  enjoy  more  security  in 
their  tenure  of  jobs  than  workers  in  private  employment.  Yet 
until  recently  they  paid  no  income  tax  and  they  are  constantly  on 
the  lookout  for  special  perquisites  for  which  their  fellow  citizens 
must  pay. 

A recent  attempt  at  such  a grab  was  embodied  in  a bill  to  furnish 
free  medical  and  dental  care  to  officers  of  the  Foreign  Service  and 
their  dependents.  Just  why  this  special  group  of  State  Depart- 
ment employees  should  be  favored  above  their  co-workers  was  not 
specified.  As  President  Roosevelt  observed  in  vetoing  the  measure, 
it  would  have  singled  out  about  6,500  individuals  for  special  favors 
for  no  good  reason  and  involved  setting  up  dispensaries  and  bed 
facilities  wherever  those  employees  were  gathered  in  any  number. 
“There  seems  no  reason  why  such  facilities  should  be  extended  to 
officers  and  employees  of  the  Foreign  Service  within  the  State  De- 
partment without  including  all  the  other  employees  within  the 
State  Department.  If  this  is  done  for  the  State  Department  it 
logically  should  be  done  for  the  employees  of  other  departments.  . . . 
I do  not  believe  that  Congress  wishes  to  start  the  practice  of  ex- 
tending such  assistance  to  a large  class  of  civilian  ....  employees.” 
The  President  states  the  issue  clearly  and  concisely.  It  is  not  the 
duty  of  a government  constituted  like  ours  to  supply  medical  care 
to  an  employed  group  which  is  well  able  to  meet  the  ordinary  costs 
of  illness.  Congress  has  no  right  to  use  funds  raised  by  taxation  on 
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all  the  people  to  provide  benefits  for  a special  few  who  are  well  able 
to  take  care  of  themselves. 

Foregone  Failure 

To  all  but  the  lay  enthusiasts  of  the  Farm  Security  Administra- 
tion and  the  unfortunates  whose  lives  it  directs,  the  failure  of  the 
North  Dakota  Farmers  Mutual  Aid  Corporation’s  medical  plan 
was  a foregone  conclusion.  No  agency,  lay  or  medical,  voluntary 
or  compulsory,  can  provide  a complete,  high-grade  health  service  for 
$2  a family  per  month. 

Out  of  the  monthly  subscription  fees  collected  from  members, 
the  Corporation  allotted  51  per  cent  to  physicians  rendering  service, 
37  per  cent  to  hospitals,  8 per  cent  to  dentists,  and  4 per  cent  to 
nurses  and  pharmacists.  In  the  eight  months  in  which  the  plan 
was  in  operation,  however,  the  demand  for  services  was  so  great — 
with  40  per  cent  of  the  subscribers  taking  advantage  of  membership 
privileges — that  the  dues  collected  were  far  below  the  expense  in- 
curred. As  a result,  in  spite  of  the  modesty  of  the  professional  fee 
schedule,  physicians  received  only  about  60  per  cent  of  their  bills. 

In  admitting  the  failure  of  his  plan,  Walter  Maddock,  State  Direc- 
tor of  the  FSA  and  president  of  the  Farmers  Mutual  Aid  Corpora- 
tion, blamed  the  dissatisfaction  of  participating  physicians  with  the 
financial  returns.  He  cannot  deny,  however,  that  there  was  good 
reason  for  dissatisfaction.  Would  not  Mr.  Maddock  and  his  fellow 
administrators  be  dissatisfied  if  they  received  only  60  per  cent  of 
their  salaries  at  the  end  of  a week’s  work?  Doctors  are  people,  too, 
and  must  pay  rent,  feed  their  children,  and  buy  clothes  like  the 
rest  of  the  human  race. 

The  trouble  with  the  Farmers  Mutual  Aid  Corporation  plan  was 
that  it  was  born  of  desire  rather  than  knowledge,  and  guided  by 
enthusiasm  rather  than  experience.  Its  fond  parents  took  a road 
that  clearly  led  to  failure  but  had  neither  the  knowledge  nor  the 
experience  to  foresee  what  their  destination  was. 

The  A.M.A.  and  Court  Action 

By  the  time  this  reaches  our  readers  they  will  be  aware  of  the 
recent  action  of  the  District  of  Columbia  Federal  Court  in  dis- 
missing the  antitrust  indictment  against  the  American  Medical 
Association.  At  the  present  time,  we  are  unaware  whether  or  not 
the  Attorney  General’s  department  intends  to  continue  its  efforts 
to  convict  the  American  Medical  Association  of  illegalities  in  its 
conduct.  We  hope  second  thought  will  prevail,  and  the  absurd 
charges  will  be  dropped. 
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We  shall  not  discuss  any  of  the  matters  at  issue  here,  but  one 
fact  should  be  cried  from  the  house  tops — namely,  that  neither  the 
A.M.A.  nor  its  constituent  Medical  Society  of  the  State  of  New 
York  has  ever  opposed  sincere  efforts  toward  any  plans  to  bring 
medical  care  to  the  needy.  Sincere  efforts  to  hurdle  the  barrier 
that  separates  the  lower  income  earning  groups  from  seeking  and 
receiving  medical  care  have,  as  most  physicians  know,  been  the 
subject  of  intense  study  and  research  for  years.  We  are  gradually 
evolving  plans  and  procedures  to  meet  conditions  in  our  com- 
munities. Neither  court  decisions,  nor  pressure  from  the  Federal 
Attorney  General’s  department  shall  stampede  us  into  acceptance 
of  anything  less  than  what  our  studies  show  would  be  to  the  best 
interest  of  the  public  we  serve. 

We  are  not  unduly  elated  by  the  Court  decision,  but  on  the  con- 
trary we  are  saddened  by  the  thought  that  any  agency  of  Govern- 
ment could  entertain  the  idea  that  the  A.M.A.  functions  “to  restrain 
trade”  or  “to  boycott,”  or  “employs  coercion”  either  directly  or  in- 
directly against  hospitals  or  individuals. 

Sulfapyridine  Therapy 

There  are  now  on  record  the  results  obtained  from  sulfapyridine 
therapy  of  pneumococcic  pneumonia  in  a sufficiently  large  number 
of  cases  so  that  some  definite  evaluation  can  be  made  concerning  this 
form  of  treatment.  The  earlier  reports  were  in  the  main  too  vague 
and  based  upon  only  a small  number  of  cases.  Recent  observations, 
such  as  that  of  Pepper,  Flippen,  Schwartz,  and  Lockwood,1  wherein 
are  detailed  the  studies  made  on  400  typed  cases,  establish  certain 
factors  as  guides  in  the  future  therapy  of  the  pneumonias. 

One  of  these  is  outstanding  in  all  reports : sulfapyridine  has  re- 
duced the  mortality  from  pneumonia  due  to  the  pneumococcus. 
Preceding  the  use  of  this  drug,  the  death  rate  from  this  disease  at 
the  Henry  Ford  Hospital  was  37  per  cent;  since  its  use,  this  has 
fallen  to  8 per  cent.2  The  figure  of  Pepper,  et  al.,  is  7 per  cent  for 
their  total  number  of  cases.  However,  on  closer  analysis  the 
mortality  percentage  for  Type  I was  only  5.8  while  for  Type  III  it 
was  16.4.  These  observers  feel  that  the  reason  for  the  high  figures  in 
Type  III  pneumonia  is  that  this  organism  is  more  frequently  the 
causative  agent  in  senile  or  debilitated  patients. 

Dosage  can  also  be  considered  as  fairly  well  established.  Follow- 
ing the  initial  intake  of  2 Gm.  by  mouth,  1 Gm.  every  four  horn's  is 
administered  until  a total  of  25  Gm.  has  been  reached.  This 


1 Pepper,  D.  S.,  Flippen,  H.  F.,  Schwartz,  L.,  and  Lockwood,  J.  S.:  Am.  J.  Med.  Sc.  198:22  (July) 

1939. 

2 Smith,  F.  J.,  and  Needles,  R.  J : Am.  J.  Med.  Sc.  198:19  (July)  1939. 
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should  be  diminished  to  15  Gm.  for  elderly  people  and  where  any 
renal  involvement  exists,  because  of  the  possible  damage  that 
sulfapyridine  may  have  on  the  kidneys.  Toxic  reactions  following 
the  use  of  this  drug  are  limited  mainly  to  nausea  and  vomiting, 
although  dermatitis,  acute  hemolytic  anemia,  and  psychosis, 
among  other  effects,  have  been  noted.  Dehydration  is  to  be 
particularly  guarded  against  because  of  the  danger  of  crystallization 
of  the  sulfapyridine  in  the  urinary  tract  with  the  production  of  con- 
cretions. 

From  all  data  available  at  present,  it  appears  that  this  form  of 
therapy  should  be  instituted  immediately  the  diagnosis  of  pneumonia 
is  made.  It  therefore  has  the  advantage  over  serum  therapy  in  that 
there  is  no  need  to  wait  for  the  production  of  sputum  and  the  report 
of  typing  of  the  organism.  The  sharp  drop  in  temperature  within 
thirty-six  hours,  the  marked  reduction  in  the  toxemia,  and  the 
general  improvement  in  the  patient’s  condition  are  so  striking  that 
for  the  present  we  can  consider  the  question  of  the  effect  of  sulfa- 
pyridine on  resolution  of  the  pulmonary  consolidation  an  academic 
one. 


Implantation  of  Cortical  Hormone  in  Addison’s  Disease 

In  the  treatment  of  Addison’s  disease,  the  index  of  adequacy  is  the 
establishment  and  maintenance  of  a normal  blood  pressure  and 
plasma  volume,  positive  sodium  and  chloride  balance,  a normal 
concentration  of  plasma  electrolytes,  and  the  optimum  in  body 
weight.  In  some  instances  this  can  be  achieved  by  sodium  chloride 
therapy,  but  most  patients  require  the  hormone  of  the  adrenal  cortex 
injected  daily.  This  latter  factor  is  not  only  of  considerable  ex- 
pense to  the  patient  but  inconveniences  him  as  well. 

Thorn,  Howard,  Emerson,  and  Firor,1  after  determining  the  daily 
maintenance  dose  of  crystalline  adrenal  cortical  hormone  for  6 
patients  having  Addison’s  disease,  discontinued  the  intramuscular 
injections  and  instead  implanted  subcutaneously  under  local  anes- 
thesia, pellets  of  the  hormone  weighing  from  125  to  150  mg.  each. 
In  this  manner,  they  were  able  to  secure  a constant  rate  of  absorption 
which  is  estimated  at  0.25  to  0.35  mg.  a day.  The  improvement  in 
the  condition  of  these  patients  was  striking,  and  continued  over  a 
prolonged  period,  thus  ehminating  the  daily  injection  and  effecting 
a great  economy.  In  all  cases  constant  mineral  intake  was  pro- 
vided in  the  diet  and  in  5 the  sodium  chloride  therapy  was  con- 
tinued. Thorn  and  his  associates  consider  this  technic  of  adminis- 


1 Thorn,  G.  W.,  Howard,  R.  P.,  Emerson,  J.  K.,  and  Firor,  W.  M.:  Johns  Hopkins  Hosp.  Bull.  64: 

339  (May)  1939. 
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tration  of  crystalline  adrenal  cortical  hormone  as  one  of  practical 
applicability,  since  it  is  occasioned  by  no  untoward  reactions  and 
is  simple  to  perform. 


Current  Comment 


“The  physician’s  profession  can  never 
be  characterized  by  a high  devotion  to 
science  and  human  care  if  it  is  reduced 
to  a mechanical  status  under  fixed  wages 
and  governed  by  a maze  of  legal  restric- 
tions.”— From  the  July  2 issue  of  the 
Globe-Democrat. 


“The  disturbing  feature  of  many  ar- 
ticles that  one  finds  in  current  periodicals 
criticizing  medical  justice  in  general  and 
the  conduct  of  doctors  in  particular  is 
that  the  public  is  not  getting  a square 
deal.  Our  form  of  government  depends 
for  its  existence  upon  an  informed  public 
opinion.  Presuming  that  the  people  are 
given  all  the  facts,  their  collective  de- 
cision will  most  often  prove  to  be  right. 

“The  public  is  now  being  prepared  to 
come  to  a conclusion  upon  how  its  medi- 
cal needs  are  to  be  met.  . . . 

“It  is  obvious  that  there  is  a desperate 
need  for  complete  and  more  accurate  in- 
formation in  the  hands  of  the  public.  If 
their  judgment  is  to  be  sound  and  rea- 
soned they  must  be  told  just  how  changes 
in  medical  practice  will  affect  them; 
what  they  stand  to  lose  and  to  gain  as 
patients  and  as  citizens.  They  need  to 
know  what  it  has  meant  to  them  that 
medical  education  has  been  improved, 
hospital  services  standardized,  special- 
ists regulated  as  to  qualifications — that 
these  things  were  done  by  physicians 
themselves  under  their  own  compulsion 
and  at  their  own  expense.” — The  Detroit 
Medical  News  of  recent  date  brings  home 
a most  important  point. 


“ ‘The  unexamined  life,’  said  Socrates, 
‘is  unfit  to  be  lived  by  man.’  This  is  the 
virtue  of  liberty,  and  the  ground  on 


which  we  may  best  justify  our  belief  in 
it,  that  it  tolerates  error  in  order  to  serve 
the  truth.  By  bringing  men  face  to  face 
with  their  opponents,  forcing  them  to 
listen  and  learn  and  mend  their  ideas, 
they  cease  to  be  children  and  savages  and 
begin  to  live  like  civilized  men.  Then 
only  is  freedom  a reality,  when  men  may 
voice  their  opinions  because  they  must 
examine  their  opinions.  . . . ” — Walter 
Lippmann  discusses  “The  Indispensable 
Opposition”  in  a current  issue  of  the 
Atlantic  Monthly. 


“It  is  impossible  to  manage  one’s  life 
properly  without  some  knowledge  of  ...  . 
ways  of  the  human  body.  We  cannot 
obtain  this  knowledge  from  single  text- 
books, nor  from  medical  specialists.  It 
comes  from  much  reading  of  many  books, 
or  from  those  physicians  who  still  have 
the  courage  to  practice  general  medicine.” 
— Dr.  Alexis  Carrel  asks  “Do  You  Know 
How  to  Live?”  in  the  August  issue  of  The 
Reader's  Digest. 


“There  is  a common  saying  that  al- 
though God  gives  us  our  relatives,  we 
are  free  to  choose  our  friends.  Good 
medical  care  is  exactly  like  genuine 
friendship  between  two  people.  It  can’t 
exist  unless  the  patient  is  free  to  choose 
his  doctor.  True,  this  may  not  be  so 
important  when  we  merely  need  a 
specialist  to  do  a specific  repair  job,  but 
it  is  just  as  true  as  it  ever  was  when  we 
are  dealing  with  the  general  practi- 
tioner, the  family  physician.” — The  words 
of  Ralph  T.  B.  Todd,  M.D.,  president  of 
the  Medical  Society  of  the  County  of 
Westchester. 
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“Facing  certain  ambitions,  we  know 
that  respect  cannot  be  purchased  by  con- 
cessions.”— A statement  made  by  the 
Frenchman,  General  Gamelin,  applica- 
ble to  the  situations  faced  by  organized 
medicine  as  well  as  those  confronting  the 
nations  of  Europe. 


“The  best  way  to  save  democracy  is  to 
save  it  first  at  home,”  claims  Senator 
Shipstead,  in  the  New  York  Times  of 
July  2. 


“The  recent  suggestion  to  perpetuate 
the  Fair’s  Medical  and  Public  Health 
Exhibit  as  a permanent  museum  is  an 
excellent  idea,  well  worth  promulgation. 
With  the  establishment  of  courses  by 
eminent  members  of  the  profession  in 
medicine  and  hygiene,  such  an  institu- 
tion would  furnish  enlightenment  and 
education  for  the  layman  in  matters  of 
importance  with  which  he  should  be  ac- 
quainted not  only  for  his  own  welfare  but 
also  for  the  good  of  the  community.” — 
A writer  to  the  New  York  Times  of  July 
5 has  made  the  above  suggestion. 


The  1939  MEDICAL  DIRECTORY  of  New  York,  New  Jersey, 

and  Connecticut 

LAST  CALL  FOR  CHANGES! 

Compilation  of  the  MEDICAL  DIRECTORY  is  still  in  progress  for  publica- 
tion in  December,  1939.  The  deadline  for  changes  in  hospital  affilia- 
tions and  Medical  Society  memberships  passed,  as  previously  announced, 
on  August  1;  but  alterations  can  still  be  made  in: 

Addresses 
Office  Hours 
Telephone  Numbers 

The  deadline  for  these  is  September  1.  No  changes  at  all  can  be 
accepted  after  that  date. 

PUBLICATION  COMMITTEE 


SCIENTIFIC  EXHIBIT 
<r*o 

Application  blanks  for  space  in  the  Scientific  Exhibit  at  the  Annual  Meeting 
to  be  held  in  New  York  City,  May  6,  7,  8,  and  9,  1940,  maybe  obtained  from 
William  A.  Krieger,  M.D.,  Chairman,  Scientific  Exhibits  Committee,  103 
Hooker  Avenue,  Poughkeepsie,  New  York. 


COMPENSATION  FOR  EYE  INJURIES 

Its  Past,  Present,  and  Future  in  New  York  State 

Albert  C.  Snell,  M.D.,  Rochester,  New  York 


There  are  some  interesting  episodes 
in  the  history  of  the  compensation 
law  of  New  York  State  in  relation  to  eye 
injuries.  These  episodes  tell  the  story  of 
the  court  contentions  over  the  evaluation 
of  partial  losses  of  vision,  and  they  show 
the  development  of  the  law  through  re- 
visions and  its  present  status  for  evaluat- 
ing such  losses.  A careful  study  of  the 
method  of  evaluating  visual  losses,  a 
method  evolved  through  these  episodes, 
will  reveal  the  early  defects  in  the  law 
and  the  later  improvements.  A study  of 
the  present  statute  shows  that  it  is  basi- 
cally correct,  but  that  the  fundamental 
principles  relating  to  vision  are  er- 
roneously interpreted ; it  will  show  that  a 
correct  interpretation  of  these  principles 
would  place  the  evaluation  of  visual  dis- 
abilities in  this  state  on  a basis  in  harmony 
with  the  scientific  method  adopted  by 
many  other  states.  It  is  the  purpose  of 
this  paper  primarily  to  place  on  record  a 
brief  summary  of  some  of  these  apposite 
historical  episodes  so  that  these  may  be 
available  to  the  ophthalmologists  of  the 
state,  and  secondarily  to  call  attention  to 
a method  for  evaluating  visual  disabili- 
ties, which  would  establish  a much-desired 
unity  of  method  in  all  of  the  states. 

The  first  general  Workmen’s  Compen- 
sation Act  was  passed  in  1913.  In  this 
statute  there  is  embodied  the  correct 
concept  that  the  loss  of  use  of  important 
members  or  organs  of  the  body  shall  be 
equivalent  to  the  loss  of  such  members. 
The  administration  of  this  first  general 
statute  revealed  certain  important  omis- 
sions relative  to  visual  disabilities  and 
difficulties  in  adjudication.  It  showed 
that  while  ample  provision  for  evaluating 
the  complete  loss  of  one  or  of  both  eyes 
had  been  made,  provisions  for  evaluating 


permanent  partial  disability  were  limited 
to  the  complete  loss  of  one  eye ; that  there 
was  no  specific  provision  for  evaluating 
the  proportionate  permanent  partial  loss 
of  use  of  an  eye,  or  for  the  loss  of  binocular 
single  vision;  and  it  failed  to  establish 
the  point  of  industrial  blindness.  How- 
ever, there  was  one  general  paragraph 
entitled  “Other  Cases.”  In  this  para- 
graph provision  was  made  in  a vague  way 
for  adjusting  disabilities  that  might  not 
be  included  in  the  specific  provisions  of 
the  statute.  Under  its  provisions  such 
disabilities  as  could  not  be  adjusted  on 
the  functional  basis,  that  is,  loss  of  use, 
might  be  adjusted  on  an  entirely  different 
and  more  indefinite  basis,  that  is,  the 
economic  one  of  loss  of  wages  or  “wage- 
earning  capacity.”  The  difficulties  en- 
countered in  administering  the  law  under 
the  general  and  indefinite  provision  of 
this  vague  paragraph  led  to  the  revisions 
of  the  statute  in  1917  and  in  1920.  The 
revision  of  1917  provided  for  the  first 
omission,  that  of  evaluating  permanent 
partial  loss  of  use  of  an  eye;  and  the  re- 
vision of  1920,  for  the  second  and  the 
third  omissions,  the  loss  of  binocular 
single  vision  and  the  establishment  of  the 
point  of  industrial  blindness,  which  was 
fixed  at  80  per  cent  loss  of  vision. 

The  principles  underlying  the  concep- 
tions embodied  in  the  original  statutes  and 
in  these  three  important  amendments  to 
the  statutes  were  derived  largely  from 
the  writings  of  Magnus,  Wiirdemann,  and 
Hansell.  During  this  period  of  the  draft- 
ing of  the  statute  and  of  the  revisions, 
from  1912  to  1920,  the  contributions  of 
these  men,  the  most  outstanding  authori- 
ties in  Europe  and  America,  were  con- 
sulted. Professor  Magnus,  a German,  had 
written  a book  on  Visual  Economics, 
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which  was  printed  in  1894.  He  had  pre- 
viously written  articles,  also  in  German, 
on  this  subject.  With  the  consent  and 
cooperation  of  Professor  Magnus,  Dr. 
Wiirdemann,  of  Milwaukee  and  Seattle, 
translated  Professor  Magnus’  book  in 
1902,  made  additions  to  the  text,  and 
brought  the  subject  matter  up-to-date. 
Dr.  Hansell  contributed  an  outstanding 
article  on  the  same  subject,  which  ap- 
peared in  the  Annals  of  Ophthalmology  in 
1900.  In  these  contributions  there  is 
presented  not  only  a method  for  com- 
puting proportionate  losses  of  vision  or 
loss  of  earning  ability,  but  also  there  is 
established  the  point  of  industrial  blind- 
ness to  which  all  three  are  in  agreement. 
This  was  found  to  be  80  per  cent  loss  of 
vision  for  the  average  industrial  worker. 
They  also  agreed  that  the  Snellen  nota- 
tion of  20/200  acuity  represented  this 
point  of  80  per  cent  loss.  These  facts 
taken  from  these  sources  had  been  pre- 
sented to  the  legislators,  and  knowledge 
of  them  must  have  had  weight  with 
those  who  drafted  and  those  who  revised 
the  compensation  statutes,  for  this  con- 
cept that  a loss  of  80  per  cent  of  vision 
should  be  equivalent  to  the  loss  of  the 
eye  was  embodied  in  the  statute  and  in  all 
revisions  to  date.  That  these  legislators 
also  comprehended  that  the  concept  of 
functional  ability  of  the  eye  was  funda- 
mental, is  evident  from  the  terms  used  in 
the  statutes.  The  words  disabilities  and 
loss  of  use  are  ever  present.  Ability  and 
use  denote  function  when  applied  to  the 
eye  as  well  as  to  other  organs. 

According  to  the  authorities  named 
above,  acuity  notations  do  not  express 
fractional  parts  of  the  function  of  vision, 
nor  do  they  express  the  efficiency  of  earn- 
ing ability.  It  will  be  noted  from  the 
above  that  these  authors  held  that  20/200 
acuity,  not  20/100,  expressed  80  per  cent 
loss  of  vision.  In  1920,  when  there  was 
inserted  in  the  revised  statute  a provision 
that  designated  the  point  of  industrial 
blindness,  those  revising  the  statute  did 
not  definitely  fix  any  acuity  notation  as 
the  point  of  industrial  blindness,  but  did 
employ  the  following  language:  “Com- 
pensation for  loss  of  binocular  vision  or 


for  eighty  percentum  or  more  of  the  vision 
of  an  eye  shall  be  the  same  as  for  loss  of 
the  eye.’’ 

Attention  is  called  to  the  fact  that  in  the 
above  quotation,  in  the  early  statutes, 
and  in  all  revisions  to  date,  the  words 
“vision”  or  “sight”  are  used.  In  no 
place  do  these  statutes  mention  acuity 
of  vision  as  a basis  for  determining  com- 
pensation or  of  evaluating  visual  disabili- 
ties. Obviously,  the  drafters  of  the 
statutes  understood  that  vision  was  a 
function  and  that  acuity  notations  did 
not  express  fractional  parts  of  this  func- 
tion. The  writer  is  convinced  that  if  the 
legislators  had  thought  that  acuity  nota- 
tions did  express  equivalent  fractions  of 
vision,  the  word  acuity  would  have  ap- 
peared somewhere  in  the  many  revised 
statutes.  However,  although  the  in- 
ference seems  plain  that  the  establish- 
ment of  the  point  of  industrial  blindness 
and  the  concept  of  proportional  functional 
losses  were  obtained  from  the  above 
authorities,  who  did  not  regard  acuity 
notations  as  fractions  of  vision,  and  that 
the  drafters  of  the  statutes  understood 
these  principles,  the  administrators  of  the 
statute,  that  is,  the  Industrial  Board, 
later  found  it  convenient  to  interpret 
partial  permanent  loss  of  vision  by  the 
erroneous  method  of  using  acuity  nota- 
tions as  fractional  parts  of  vision,  a prac- 
tice still  followed  by  the  Industrial  Board. 

Since  the  statute  provided  that  80  per 
cent  shall  be  a total  loss  of  use  and  that 
“compensation  for  permanent  partial  loss 
or  loss  of  use  of  an  eye  may  be  for  pro- 
portionate loss,”  many  ophthalmologists 
assumed  that  they  should  determine  per- 
centage losses  of  vision  as  the  statute 
required,  using  their  knowledge  of  physio- 
logic function  and  of  mathematics.  But, 
since  there  was  stipulated  no  definite  rule, 
and  as  there  was  no  statutory  schedule 
designating  the  percentage  of  losses,  up 
to  1926  much  confusion  prevailed  and 
unequal  awards  were  being  made  for 
identical  losses  in  vision.  Ophthalmolo- 
gists who  were  making  reports  on  eye  in- 
juries computed  proportional  losses  by 
different  methods,  which  resulted  in  a 
substantial  difference  in  evaluation.  This 
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lack  of  a uniform  method  was  unfair  to 
injured  employees  receiving  the  lower 
awards.  It  was  obvious  that  there  should 
be  established  some  uniform  and  reason- 
able method  for  evaluating  visual  losses 
in  harmony  with  the  statute,  which  re- 
quired that  partial  losses  of  vision  should 
be  computed  on  the  basis  of  proportionate 
losses. 

The  question  at  issue  after  the  revision 
of  1920  was  solely  the  interpretation  of 
acuity  notations  in  determining  propor- 
tional partial  losses.  In  1920  the  revised 
statute  properly  recognized  that  the  loss 
of  binocular  single  vision,  or  of  80  per 
cent  or  more  of  vision,  was  equivalent 
to  the  total  loss  of  use  of  an  eye.  The  only 
way  open  for  settling  the  question  of 
evaluating  acuity  was  a recourse  to  the 
courts.  This  procedure  was  agreeable  to 
those  holding  divergent  views  and  it  was 
decided  to  institute  a friendly  suit  when- 
ever a suitable  case  was  found.  The  ob- 
ject was  to  establish  a fair,  just,  reason- 
able, and  uniform  method  for  evaluating 
partial  visual  disabilities.  It  was  agreed 
that  when  a case  was  found  in  which  only 
visual  acuity  was  involved,  such  would 
be  regarded  as  a suitable  one  to  submit 
to  the  court.  The  issue  to  be  tried  was 
not  to  be  complicated  by  the  involve- 
ment of  the  disturbance  of  any  other 
element  or  essential  function  of  vision. 

Such  a case  was  presented  in  the 
Struble  v.  Vacuum  Oil  Company  case. 
The  essential  facts  in  this  case  to  which  all 
examiners  agreed  were  the  following : 
that  there  was  a visual  acuity  of  20/50, 
that  there  was  no  loss  or  disturbance  to 
form  field  or  to  binocular  single  vision, 
that  there  was  present  in  this  case  a 
nebulous  scar  of  the  cornea  situated 
centrally  over  the  pupillary  area  and 
covering  two  thirds  of  its  undilated  area, 
and  that  no  other  structure  was  involved. 
Thus,  in  this  case,  only  the  question  of 
the  proper  interpretation  of  acuity  nota- 
tions in  their  relation  to  the  proportionate 
loss  of  vision  was  presented.  No  other 
question  was  involved.  Therefore,  the  is- 
sue was  purposely  and  properly  limited 
to  the  question  of  whether  or  not  acuity 
notations  are  expressions  of  equivalent 


fractional  parts  of  vision,  as  contended  by 
the  State  Industrial  Board,  or  whether 
the  acuity  notations  or  symbols  are  lack- 
ing in  the  essential  nature  or  character- 
istics of  fractions,  and,  therefore,  do  not 
express  an  equivalent  proportional  part 
of  vision,  the  contention  of  the  defendants 
in  this  case.  Voluminous  testimony, 
arguments,  and  briefs  were  presented  by 
each  side.  For  those  who  may  be  inter- 
ested in  the  reasoning  and  in  the  opinion 
of  the  court  over  this  issue,  excerpts  from 
the  proceedings  of  the  court  are  quoted  at 
some  length.  The  opinion  of  this  court, 
which  follows,  presents  a clear  and  accur- 
ate exposition  of  the  mathematic  nature 
of  acuity  symbols  (notations).  In  the 
opinion  in  the  Struble  v.  Vacuum  Oil 
Company,  158  App.  Div.  20,  3rd  De- 
partment, decided  in  September,  1924, 
the  court  stated  as  follows: 

“He  (Dr.  Conboy)  maintains  that  ‘20/50’  is  a 
common  fraction;  that  it  expresses  the  frac- 
tional vision  now  remaining  in  claimant’s  right 
eye;  that  the  claimant’s  eye  is  two-fifths  normal 
or  60  per  cent  blind. 

“If  the  apparent  numerators  in  the  Snellen 
symbols  be  regarded  as  representing  the  stand- 
ard object  of  the  standard  visual  angle,  and  the 
denominators  as  representing  the  patient’s  ob- 
ject or  angle,  the  former  will  be  found  to  bear 
that  relation  to  the  latter,  which  the  symbols, 
treated  as  fractions,  would  indicate.  Thus,  in 
‘20/30,’  the  standard  object  or  angle  is  two- 
thirds  the  patient’s  object  or  angle;  in  ‘20/40’ 
it  is  one-half;  in  ‘20/50’  it  is  two-fifths.  It  will 
be  seen,  however,  that  the  denominators  in  the 
various  symbols,  when  used  as  fractions,  denote 
units,  such  as  objects  and  angles,  which  are 
never  the  same.  The  denominators,  then,  can- 
not subdivide  the  constant  unit  of  perfect  sight 
or  the  constant  unit  of  blindness.  Consequently, 
the  symbols  cannot  be  fractions  of  sight  or 
blindness. 

“Dr.  Conboy ’s  theory  that  the  Snellen  symbols 
express  fractional  sight  necessarily  depends  upon 
the  assumption  that  normal  vision  is  to  a pa- 
tient’s vision  as  the  standard  visual  angle  is  to 
the  patient’s  visual  angle.  The  assumption  has 
no  support  in  testimony  or  in  reason.  Mani- 
festly it  cannot  be  that  a 20/40  patient,  whose 
visual  angle  is  twice  the  standard  angle,  is  half 
blind,  while  a 20/60  patient,  whose  angle  is 
three  times  the  standard  is  only  two-thirds 
blind.  If  the  former,  having  a visual  angle  of 
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ten  minutes,  as  contrasted  with  the  five-minute 
standard,  has  progressed  toward  blindness  one- 
half  the  total  distance,  then  logically  the  latter, 
who  has  progressed  a further  distance  of  five 
minutes  to  fifteen  minutes,  has  then  arrived  at 
the  goal  of  total  blindness.  It  is  apparent  that 
the  assumption  leads  to  absurdities  which  con- 
tradict and  disprove  the  theory. 

“It  must  be  remembered  that  the  testimony 
given  related  wholly  to  the  subject  of  acuity  of 
central  vision.  No  other  subject  was  considered. 
Moreover,  the  only  testimony  in  the  case  to  the 
effect  that  the  Snellen  symbols  constituted 
fractions  of  the  unit  of  sight  was  a dogmatic 
assertion  which  begged  the  question.  We  con- 
clude that  the  Industrial  Board  were  therefore 
in  error  when  upon  the  proof  given  they  found 
that  the  claimant  had  lost  60  per  cent  of  vision 
of  his  right  eye.” 

The  court  reiterated  a like  opinion  in 
this  case  in  three  different  suits.*  How- 
ever, although  all  the  ophthalmologists 
had  examined  this  claimant  during  the 
first  suit  and  in  their  original  reports  had 
stated  that  no  other  elements  of  vision 
were  involved,  later  in  the  litigation  the 
Board  obtained  a change  in  testimony 
from  some  witnesses  to  the  effect  that 
other  elements  of  vision  in  addition  to 
acuity  were  involved.  This  obscured  the 
issue  and  on  this  ground  the  court  finally 
made  an  award  for  60  per  cent  loss  of 
vision. 

In  a later  case,  that  of  Prezkop  v. 
Rampo  Ajax  Corporation,  214  App.  Div. 
512,  in  which  the  same  contention  over 
the  interpretation  of  acuity  notations 
was  the  issue,  the  court  held  to  its  original 
opinion.  It  stated  as  follows : 

“The  meaning  of  the  Snellen  symbols  and  their 
uses  as  representing  a measure  of  an  element  of 
sight,  namely,  central  visual  acuity,  was  very 
ably  discussed  by  Mr.  Justice  Kellogg  in  Struble 
v.  Vacuum  Oil  Co.  (supra).  It  was  there  pointed 
out  that  while  the  Snellen  notations  have  the 
appearance  of  fractions,  ‘it  will  be  seen,  however, 
that  the  denominators,  in  the  various  symbols, 
when  used  as  fractions,  denote  units,  such  as  ob- 
jects and  angles,  which  are  never  the  same. 
The  denominators,  then,  cannot  subdivide  the 
constant  unit  of  perfect  sight  or  the  constant 

♦Struble  v.  Vacuum  Oil  Co.,  210  App.  Div.  344. 

Struble  v.  Vacuum  Oil  Co.,  214  App.  Div.  844. 

Final  Appeal  Vacuum  Oil  Co.,  217  App.  Div.  411—413. 


unit  of  blindness.  Consequently,  the  symbols 
cannot  be  fractions  of  sight  or  blindness.’  ” 

In  1926  another  celebrated  case,  De- 
Caprio  v.  General  Electric,  244  N.  Y. 
500,  was  carried  through  the  successive 
courts,  being  finally  adjudicated  by  the 
appellate  division,  the  court  of  last  resort 
in  the  state.  In  brief,  the  issue  here  was 
similar  to  that  presented  in  the  previously 
mentioned  cases.  Dr.  Acheson,  the  up- 
state ophthalmologist  for  the  Industrial 
Board,  found  the  best  acuity  in  this  case 
to  be  20/100  following  an  industrial  eye 
injury.  It  is  of  interest  to  follow  the  legal 
opinions  and  decision  of  the  court,  ab- 
stracts of  which  follow.  After  the  In- 
dustrial Board  had  made  an  award  of 
100  per  cent,  the  Appellate  Division  of  the 
Supreme  Court  on  appeal  stated: 

“The  Industrial  Board  in  making  the  award  as- 
sumed that  the  Snellen  symbol  20/100  signified 
the  retention  of  the  20  per  centum  of  vision  .... 
The  assumption  that  20/100  Snellen  has  the  sig- 
nificance of  a common  fraction,  or  that  the 
Workmen’s  Compensation  Law  by  virtue  of  the 
section  quoted.  Sec.  15,  Subd.  3,  has  stamped 
20/100  Snellen,  as  industrial  blindness,  has  no 
support  in  reason  or  in  authority.”  (Struble  v. 
Vacuum  Oil  Co.,  210  App.  Div.  344;  S.  C.  214 
id.  844.) 

“The  question  in  the  case  was  whether  an  award 
for  percentage  loss  of  use  of  an  eye  could  rest 
upon  testimony  to  the  effect  that  the  Snellen 
symbols,  such  as  ‘20/100’  constituted  common 
fraction  of  the  unit  of  vision  and  we  held  that 
such  an  interpretation  was  a dogmatic  assertion 
which  led  to  absurdities  which  contradicted  and 
disproved  the  theory  ....  we  reiterated  our 
views  on  that  subject . . . .” 

For  the  record,  it  is  stated  here  that 
DeCaprio  was  examined  by  the  writer 
and  also  by  Dr.  Bedell.  We  both,  making 
independent  examinations  and  at  dif- 
ferent times,  found  DeCaprio  to  be  a 
malingerer.  Visual  acuity  by  malingering 
tests  was  found  to  be  20/30-20/50. 
However,  Dr.  Acheson,  an  employee  of 
the  state,  formulating  an  opinion  on  a 
simple,  crude  test,  testified  that  DeCaprio 
was  not  a malingerer  and  that  20/100 
was  20  per  cent  vision. 

From  the  facts  presented  in  all  the  cases 


August  15,  1939] 


COMPENSATION  FOR  EYE  INJURIES 


1535 


quoted  above  and  from  what  follows,  it  is 
evident  that  the  appeal  from  the  decision 
which  was  taken  by  the  Industrial  Board 
in  this  last  case  was  made  on  a technical- 
ity of  the  law  and  not  on  the  point  at  issue, 
that  relating  to  proportionate  visual 
losses.  As  will  be  seen,  this  became  evi- 
dent as  the  litigation  progressed.  At  the 
beginning  of  this  contest,  as  stated  previ- 
ously, there  was  an  expressed  desire  on 
the  part  of  all  interested  parties  to  estab- 
lish a correct  method  for  computing  pro- 
portionate visual  losses  that  could  be 
supported  by  scientific  methods.  There 
was  at  first  no  disposition  to  settle  the 
issue  on  legalistic  technicalities.  How- 
ever, as  the  weight  of  medical  evidence 
and  the  unanimous  opinion  of  the  Appel- 
late Court,  four  times  reiterated,  failed 
to  support  the  contention  of  the  Industrial 
Board,  they  abandoned  the  original  ques- 
tion at  issue  in  their  desire  to  win  a legal 
victory.  This  is  evident  to  a nonlegal 
mind  from  the  method  of  procedure  in  the 
final  appeal  in  the  DeCaprio  case:  217 
App.  Div.  411-413.  In  this  case  the 
Supreme  Court,  Appellate  Division 
stated:  “Dr.  Acheson  has  interpreted 

Snellen  notations  as  a common  fraction 
in  the  manner  condemned  by  this  court 
in  the  Struble  Case.”  All  concurred,  and 
an  award,  made  by  the  State  Industrial 
Board  for  total  loss  of  use,  was  reversed. 
Then  followed  the  final  appeal  from  this 
decision  based,  as  one  may  see  from  the 
following,  on  a legal  “question  of  fact,” 
and  not  on  the  merit  of  the  original  and 
agreed  upon  point  at  issue.  In  the  final 
matter  of  the  claim  of  DeCaprio  v. 
General  Electric  Co.,  218  App.  Div.  310, 
reversed,  decided  March  1,  1927,  the 
Court  of  Appeals,  the  court  of  last  resort, 
stated  as  follows: 

“Until  the  Legislature  or  State  Industrial  Board 
establishes  a proper  standard  method  of  deter- 
mining loss  of  visual  efficiency  it  must  remain 
one  of  fact  in  proceedings  under  the  Workmen’s 
Compensation  Law.” 

In  this  appeal  the  following  question 
was  certified: 

“Was  there  any  evidence  in  the  record  upon 
which  the  State  Industrial  Board  had  jurisdiction 


to  make  a finding  of  fact  of  permanent  loss  of 
80  per  cent  of  useful  vision  of  the  right  eye,  and 
following  that  an  award  for  the  total  loss  of  use- 
ful vision  of  said  right  eye?” 

The  opinion  of  the  Court  of  Appeals, 
the  highest  court  in  this  state,  as  reported 
in  244  N.  Y.  500,  is  as  follows: 

“The  question  is  whether  any  standard  method 
of  determining  loss  of  visual  efficiency  has  been 
so  established  as  to  make  all  others  erroneous  as 
matter  of  law  or  whether  a difference  of  opinion 
may  exist  among  experts  as  to  the  proper  inter- 
pretation of  recognized  tests. 

We  are  unable  to  say  that  Dr.  Acheson’s  inter- 
pretation of  the  Snellen  test  is  erroneous  as  mat- 
ter of  law  although  he  finds  80  percentage  of 
loss  of  vision  when  the  American  Medical  As- 
sociation would  read  his  formula  as  indicating 
only  51.1  percentage  of  loss  of  vision. 

Until  the  Legislature  or  the  State  Industrial 
Board  establishes  a proper  standard  method  of 
determining  the  question  it  must  remain  one  of 
fact.  The  weight  of  authority  doubtless  inclines 
to  the  rules  adopted  by  the  American  Medical 
Association. 

The  order  appealed  from  should  be  reversed  and 
the  award  of  the  State  Industrial  Board  affirmed, 
with  costs  in  this  court  and  in  the  Appellate 
Division,  and  the  question  certified  answered  in 
the  affirmative.” 

It  is  very  evident  from  a review  of  all 
the  opinions  quoted  that  the  courts  have 
consistently  held  that  to  interpret  acuity 
notations  as  having  the  “quality  of  frac- 
tions” is  erroneous  and  cannot  be  sup- 
ported “by  reason  or  authority.”  Never- 
theless, the  highest  court  of  the  state 
has  held  that  the  Industrial  Board  was 
the  trier  of  the  facts,  and  as  a “ matter  of 
law ” the  courts  could  not  compel  the 
Board  to  adopt  any  particular  method 
for  computing  loss  of  vision,  however 
reasonable  and  correct;  nor  could  they 
compel  the  Board  to  abandon  any  method 
no  matter  how  unreasonable,  contradic- 
tory, or  erroneous  it  might  be.  The  courts 
have  held  that  the  Industrial  Board  is 
dogmatic  and  in  error  in  following  its 
present  method,  but  that  under  the  pres- 
ent law  it  may  compute  visual  losses  by 
whatever  method  it  chooses  until  the 
legislature  changes  the  statute , 
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From  a purely  scientific  and  medical 
point  of  view  the  courts  of  New  York 
have  upheld  the  fact  that  acuity  notations 
are  not  fractions  and  are  not  expressions 
of  equivalent  fractional  values  of  useful 
vision  from  any  approach  whatever, 
whether  mathematic,  economic,  or  phys- 
iologic. And  they  have  held  that  in  com- 
puting or  evaluating  proportional  losses 
of  vision  “the  weight  of  authority  doubt- 
less inclines  to  the  rules  adopted  by  the 
American  Medical  Association.” 

The  present  status  of  compensation  for 
eye  injuries  in  New  York  State  can  be 
stated  briefly.  The  authority  to  dictate 
a method  of  computation  rests  with  the 
Industrial  Board.  The  opinion  of  any 
ophthalmologist  in  regard  to  percentage 
loss  of  vision  has  no  compelling  or  modi- 
fying force.  The  function  of  the  examin- 
ing ophthalmologist  is  to  determine  the 
best  visual  acuity,  the  condition  of  bin- 
ocular single  vision,  and  in  exceptional 
cases  the  field,  but  it  is  not  required  nor 
is  it  desired  that  he  compute  the  percent- 
age loss,  this  being  automatically  fixed 
by  the  dictates  of  the  Board. 

New  York  is  the  only  state  in  the  Union 
that  computes  the  amount  of  compensa- 
tion by  the  erroneous  method  of  regard- 
ing acuity  notations  as  having  the 
quality  of  fractions.  This  method  places 
a high  percentage  disability  for  minor 
disturbances ; for  example,  a visual  acuity 
of  20/25  is  regarded  as  a 20  per  cent  loss 
of  vision.  Such  interpretations  are  having 
the  effect  today  of  excluding  unjustly 
many  employees  from  obtaining  employ- 
ment or  advancement,  and  it  causes  gross 
inequalities  in  evaluation  among  the 
states  for  identical  disabilities.  For  the 
sake  of  justice  and  fairness  it  is  desirable 
that  a scientific  method  for  evaluating 
visual  disabilities  shall  prevail  that  shall 
be  uniform  in  all  the  states. 

Twenty-three  states  have  adopted  some 
definite  method  for  computing  visual  dis- 
abilities. Eleven  of  these  states  have 
employed  the  basic  principles  laid  down 
in  the  report  of  the  American  Medical 
Association,  although  not  following  it  in 
every  detail.  It  is  most  desirable  that 
New  York  State  should  adjust  its  present 


arbitrary  method  in  line  with  the  con- 
sensus of  opinion  of  the  legislative  bodies 
of  other  states  and  with  that  of  the  great 
majority  of  ophthalmologists.  Ophthal- 
mologists are  not  primarily  interested  in 
the  amount  of  the  compensation  awards 
for  eye  injuries.  But  they  are  deeply 
interested  in  the  establishment  in  all 
states  of  an  accurate,  just,  and  reasonable 
method  which  will  remove  the  present 
confusing  lack  of  unity  and  which  is  ap- 
plicable to  the  compensation  problems 
of  all  the  states  including  New  York. 

Such  a method  is  the  one  that  has  been 
adopted  by  the  American  Medical  As- 
sociation and  approved  by  this  section  of 
the  state  medical  society  after  years  of 
painstaking  study  and  investigation.  This 
method  after  eleven  years  of  critical 
scrutiny  by  the  legal  and  medical  profes- 
sions, by  legislators,  and  by  nearly  all 
who  have  given  the  problem  serious  con- 
sideration, has  received  almost  universal 
approval.  Contrary  to  the  opinion  ex- 
pressed by  some  that  the  American 
Medical  Association  method  establishes 
an  unfairly  low  amount  of  compensation 
and  is  not  applicable  to  the  New  York 
statute,  this  method  does  not  establish 
the  amount  of  awards;  it  does  not  estab- 
lish a limit  to  the  amount  of  compensa- 
tion that  may  be  awarded  for  ocular 
disability.  It  establishes  only  a percent- 
age of  functional  loss  for  these  disabilities. 
The  medical  profession  in  this  report  does 
not  state  that  a permanent  ocular  dis- 
ability terminates  in  160  weeks.  It  holds 
that  such  disability  has  only  life’s  expec- 
tant span  as  a limit.  The  economic 
problem  of  establishing  the  rate  or  the 
amount  of  compensation  awards  properly 
resides  in  legislative  authority,  which 
may  be  many  times  more  liberal  than  at 
present  by  increasing  the  number  of 
weeks’  disability  on  which  compensation 
is  now  generally  based.  Furthermore,  the 
American  Medical  Association  method  is 
applicable  to  and  consistent  with  the  New 
York  State  statute,  which  states:  “Com- 
pensation for  partial  permanent  loss  of 
use  of  a member  (the  eye  being  one  such 
member)  may  be  for  proportionate  loss.” 
Although  the  statute  thus  provides  that 
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visual  losses  are  to  be  computed  on  the 
basis  of  proportionate  loss  or  loss  of  use — 
a proportionate  loss  of  function — the 
present  method  employed  by  the  Board 
does  not  thus  compute  permanent  partial 
loss.  Functional  losses  are  not  expressed 
proportionately  when  acuity  notations 
are  interpreted  as  fractions.  Definite 
proportional  functional  disabilities  have 
been  established  by  the  American  Medical 
Association  method,  which  computes  for 
every  increase  in  the  detail  of  the  visual 
angle  of  one  minute  a visual  efficiency  of 
83.625  per  cent  of  what  it  was  before  such 
increase.  Thus,  by  this  method  every 
like  degree  of  injury  is  found  to  have  the 
same  proportionate  loss.  The  method  is 
consistent  with  the  New  York  statute, 
since  it  provides  for  computing  losses  on 
a percentage  basis  for  functional  losses. 
This  method  by  which  every  like  degree 
of  loss  of  vision  is  evaluated  by  exactly 
the  same  percentage  is  reasonable,  just, 
and  mathematically  correct.  Its  general 
use  will  establish  a uniform  scientific 
method  for  all  the  states  of  the  Union. 

Summary 

Some  historical  episodes  in  the  develop- 
ment of  the  compensation  laws  of  New 
York  are  presented  for  the  record.  The 
revisions  of  the  statute  are  correct  in 
principle  but  these  principles  are  er- 
roneously interpreted  by  the  Industrial 
Board. 

The  courts  of  New  York  State  have 
consistently  upheld  the  fact  that  acuity 
notations  are  not  fractions  of  vision  or 
fractional  equivalents  and  have  not  re- 
versed their  opinion  on  this  point. 

The  Board  did  obtain  a sustaining  de- 
cision on  purely  technical,  legalistic 
grounds,  on  a “question  of  law”  and  not 
on  the  merit  of  principle  involved. 

The  interpretation  of  the  statute  by 
the  Board  is  inconsistent  with  a proper 
mathematic  computation  for  partial 
permanent  ocular  disabilities. 

New  York  State  is  the  only  one  in  the 
Union  to  persist  in  an  erroneous,  un- 
reasonable, unscientific  method  for  de- 
termining visual  losses  by  regarding  acuity 
notations  as  fractions  of  vision. 


The  method  for  determining  functional 
visual  efficiency  as  adopted  by  the 
American  Medical  Association  has  re- 
ceived the  approval  of  the  great  majority 
of  ophthalmologists  and  of  many  legis- 
lative bodies.  After  eleven  years  of 
critical  scrutiny  it  is  regarded  as  an  ac- 
curate and  scientific  solution  to  the 
problem  of  evaluating  visual  disabilities. 
Its  acceptance  and  use  would  place  the 
evaluation  of  visual  disabilities  in  New 
York  State  on  an  equitable,  rational,  and 
scientific  basis  in  line  with  the  majority 
of  other  states. 

53  South  Fitzhugh  Street 

Discussion 

Dr.  David  F.  Gillette,  Syracuse,  New  York — 
You  all  must  appreciate  Dr.  Snell’s  scientific  ap- 
proach to  visual  economics.  He  pioneered  here, 
and  as  a member  of  a special  committee  helped 
to  develop  the  American  Medical  Association’s 
table  of  percentage  visual  losses. 

The  New  York  State  legislators  have  not 
adopted  this  table,  but  have  decreed  that  80 
per  cent  loss  of  vision  of  an  eye,  or  the  loss  of 
binocular  single  vision,  is  equivalent  to  indus- 
trial blindness  of  the  eye. 

The  New  York  State  courts  decided  that  the 
Industrial  Board  has  power  to  make  its  own 
interpretations,  provided  they  stay  within  this 
law. 

The  New  York  State  Industrial  Board  ad- 
heres to  its  erroneous  policy  of  reducing  Snellen 
symbols  to  common  fractions,  hence  it  desig- 
nates 20/100  as  1/5,  or  80  per  cent  loss  of  vision, 
“industrial  blindness,”  hence  total  loss. 

It  also  says  20/20,  or  “1,”  is  the  normal  stand- 
ard of  vision.  It  does  not  recognize  the  fact 
that  many  individuals  enjoy  20/15  or  even  20/10 
vision.  Hence  a visual  loss  of  100%  is  not  com- 
pensable. 

I like  to  think  that  the  method  in  vogue  was 
adopted  so  as  to  give  the  injured  party  a liberal 
award  for  loss  sustained.  However  laudable  the 
purpose,  it  does  not  justify  a loose,  unscientific, 
and  inequitable  system  for  determining  this 
award. 

The  curved  full  line  of  the  following  graph 
represents  the  visual  losses  as  awarded  by  the 
New  York  State  Industrial  Board,  developed 
from  their  arbitrary  standard  of  20/20,  up  to 
20/100,  and  interpreted  by  it  as  80  per  cent  loss; 
hence  “industrial  blindness,”  or  total  loss  of  the 
eye  according  to  the  law. 

This  graph  shows  the  rapid  rise  in  percentage 
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losses  in  the  lower,  as  compared  with  those  in  the 
higher  brackets.  We  all  know  that  few  are  in- 
convenienced with  20/30  vision,  while  above  20/50 
practically  all  are  incapacitated  for  fine,  close 
work. 

The  dash  line  is  the  base  line  developed  from 
the  zero  loss  at  20/20  to  the  arbitrary  “industrial 
blindness”  or  total  loss  at  20/100. 

It  is  assumed  that  the  tests  are  made  with  the 
proper  sized  test  letters  sufficiently  lighted  (20 
foot  candles).  The  test  letters  should  measure 
as  follows:  20/20  = 8.727  mm.;  20/30  = 13.09 
mm.;  20/40  = 17.452  mm.;  20/50  = 21.819 

mm.;  20/60  = 26.181  mm.;  20/70  = 30.544 

mm.;  20/80  = 34.904  mm.;  20/90  = 39.267 

mm.;  20/100  = 43.635  mm. 

I believe  the  compensation  for  the  higher 
partial  and  total  permanent  loss  of  an  eye  is 
inadequate,  but  this  does  not  warrant  the  present 
erroneous  method  of  determining  that  award. 

The  percentage  of  permanent  loss  of  vision 
should  be  determined  as  scientifically  as  is  pos- 
sible, and  the  amount  of  award  adjusted  to  the 
scheme  adopted. 

The  better  method  is  to  compute  the  percent- 
age losses  from  the  change  in  the  size  of  the  visual 
angle,  which  increases  2.5  inches  with  each  ad- 
ditional ten  feet  of  the  Snellen  denominator. 

I think  we  should  work  for  the  adoption  of  a 
scientific  and  equitable  scheme,  to  justly  com- 


pensate the  injured  for  any  permanent  visual 
loss  sustained. 

Dr.  Anton  S.  Schneider,  Plattsburg,  New 
York — I feel  honored  to  be  asked  to  discuss  Dr. 
Snell’s  paper  and  herewith  express  my  thanks  to 
him. 

With  a topic  so  ably  presented  by  him,  there 
seems  little  for  me  to  add. 

The  hearing  commissioner  in  my  section  ac- 
cepts interpretation  of  visual  acuity  and  per- 
centages of  loss  of  visual  acuity  as  set  forth  by 
the  American  Medical  Association,  and  does  not 
consider  fractions  as  indicating  acuity  values. 

The  consideration  only  of  visual  acuity  by  the 
compensation  commissioner  has  given  hardship 
to  the  injured  employee,  especially  in  those 
cases  where  trauma  has  produced  a localized, 
sclerosed,  or  blind  area  in  the  fundus  peripheral 
to  the  macula.  Central  visual  acuity  is  normal, 
and  still  the  individual  working  on  a machine 
has  an  area  of  complete  blindness  that  may  lead 
to  a serious  injury  if  he  were  working  with  sharp 
tools.  Computation  for  loss  or  diminution  of 
binocular  vision  because  of  injury,  is  left  out  of 
consideration  in  the  majority  of  cases. 

Injuries  to  the  accessory  muscles  of  the  eye, 
although  specifically  asked  about  by  the  C5 
form  of  report,  seem  to  receive  little  attention. 
The  main  question  the  commissioner  is  concerned 
with  is  twofold — how  much  vision  has  the  worker 
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lost,  and  how  much  time  has  he  lost  from  work? 

Injuries  to  ocular  muscles  occur  by  fragments 
of  steel,  etc.,  and  still  with  normal  visual  acuity, 
compensation  for  the  injury  is  almost  nil. 

Extraocular  injuries — and  I am  not  referring 
to  facial  or  lid  injuries  but  to  extraglobe,  so  to 
speak,  or  intraorbital  injuries — receive  little  or 
no  consideration  as  long  as  visual  acuity  remains 
as  it  was  previous  to  the  injury.  Visual  acuity 


previous  to  the  injury  is  one  grave  fact  that  we 
must  consider,  and  in  the  majority  of  cases  de- 
pends upon  the  statement  of  the  injured  employee 
that  he  had  “normal”  vision  before  the  injury. 
Where  are  we  with  cases  of  congenital  amblyopia 
in  injured  employees? 

Again  I thank  Dr.  Snell  for  the  privilege  of 
discussing  his  paper. 


DAY-OLD  ORANGE  JUICE  IS  O.K.’D 
Because  vitamin  C is  readily  destroyed  by 
oxidation,  it  was  commonly  thought  for  several 
years  that  it  would  be  good  practice  to  consume 
citrus  juices  as  soon  as  possible  after  their  prepa- 
ration. In  an  investigation  of  the  vitamin  C 
content  of  orange  juice  performed  in  the  labora- 
tories of  the  Bureau  of  Home  Economics  of  the 
U.  S.  Department  of  Agriculture  (Daniel, 
Esther  P.;  Kennedy,  Mary  H.,  and  Munsell, 
Hazel  E. : Relative  Vitamin  C Content  of  Orange 
and  Tomato  Juices  Determined  Chemically 
and  Biologically,  J.  Home  Econ.  28:  470  [Sept.] 
1936),  a loss  of  about  10  per  cent  of  the  vitamin 
C of  freshly  extracted  orange  juice  that  had 
stood  about  six  hours  in  a covered  container  in  a 
refrigerator  was  observed.  It  was  thought  that 
the  time  of  standing  determined  the  extent  of 
loss,  and  the  following  warning  appeared  in  a 
boxed  statement  of  practical  significance  of  re- 
sults at  the  end  of  the  report:  “Since  juices  lose 
their  scurvy-preventing  power  on  standing,  the 
common  household  routine  of  preparing  juice 
in  the  evening  for  breakfast  should  not  be 
practiced.”  More  recently,  however,  we  are 
told  in  the  J.A.M.A.,  Munsell  and  her  collabo- 
rators (McElroy,  Olive  E.;  Munsell,  Hazel  E., 


ANOTHER  IMPORTANT  KIND  OF 
“TRAVEL-CHECK” 

A check-up  on  health  and  how  to  maintain  it 
should  be  a part  of  everyone’s  preparation  for 
touring,  just  as  much  as  an  overhauling  of  the 
automobile  or  a study  of  road  conditions,  ad- 
vises Beulah  France,  R.N.,  New  York,  in 
Hygeia,  The  Health  Magazine.  “One  can  leave 
the  conveyance,  if  it  needs  to  be  repaired,  and 
travel  on  in  some  other  way,”  she  says.  “But 
the  human  machine  one  cannot  leave  behind 
him.  When  the  body  needs  overhauling,  its 
owner  must  stay  with  it.”  Each  person  who 
plans  a trip,  therefore,  should  visit  a doctor  for 
a thorough  physical  check-up.  The  doctor’s 
advice  should  be  heeded  regarding  the  indi- 
vidual’s special  physical  limitations. 


and  Stienbarger,  Mabel  C. : Ascorbic  Acid  Con- 
tent of  Tomatoes  as  Affected  by  Home  Canning 
and  Subsequent  Storage,  and  of  Tomato  Juice 
and  Fresh  Orange  Juice  as  Affected  by  Refrigera- 
tion, ibid.  31:  325  [May]  1939)  have  repeated 
the  observations  on  orange  juice,  using  an  im- 
proved technic,  and  have  found  no  appreciable 
loss  of  ascorbic  acid  (vitamin  C)  in  orange  juice 
stored  for  twenty-four  hours  in  loosely  covered 
glass  jars  in  a refrigerator  at  temperatures  of 
approximately  40  to  45  F. ; i.e.,  safe  refrigera- 
tion temperatures.  It  is  reported  that  there 
was  no  difference  in  the  results  when  the  juice 
was  strained  through  cheesecloth  or  a wire  sieve. 

Evidence  obtained  from  experiments  per- 
formed at  the  Connecticut  Agricultural  Experi- 
ment Station,  at  the  request  of  the  Council  on 
Foods  ( The  Journal , June  10,  p.  2420),  also 
shows  that  fresh  orange  juice  retains  as  much  as 
97.6  per  cent  of  its  vitamin  C activity  after 
storage  for  twenty-four  hours  in  a loosely  stop- 
pered flask  in  a refrigerator. 

It  is  thus  clear  that  fresh  orange  juice  loses 
little  vitamin  C potency  on  standing  in  the 
refrigerator  if  the  juice  is  kept  in  a covered  con- 
tainer to  avoid  access  to  air. 


THE  WATCHFUL  EYE 

Alone  at  dusk  upon  the  peak 
He  sees  the  world  go  by. 

And  on  the  humble  and  the  weak 
He  keeps  a watchful  eye. 

Where  sickness  and  where  fevers  fight 
In  homes  that  know  despair, 

Faint  hearts  grow  strong  and  faces  light 
To  see  him  standing  there. 

To  all  mankind  his  gift  he  gives. 

To  mighty  men  and  small; 

A modest  uncrowned  king  he  lives, 

The  greatest  of  them  all. 

— Quoted  by  Dr.  Joseph  E.  Green  in  a presidential 
address  before  the  Mississippi  State  Medical 
Association. 


THE  RATIONALE  AND  RESULTS  OF  MAGGOT  THERAPY  IN 
CHRONIC  OSTEOMYELITIS 

Joseph  Buchman,  M.D.,  F.A.C.S.,  New  York  City 

{From  the  Service  of  Dr.  Samuel  Kleinberg,  Hospital  for  Joint  Diseases,  New  York  City ) 


Many  waters  of  knowledge  have 
flown  over  the  dam  of  ignorance 
since  Baer’s  provisional  explanation  of 
the  rationale  of  maggot  therapy.  An 
extensive  literature,  the  result  of  careful 
clinical  and  experimental  studies,  has 
sprung  up  since  the  introduction  of  this 
method  in  1927.  Our  own  experiences 
and  observations  date  from  the  beginning 
of  1930  and  are  based  on  a careful  and 
intensive  study  and  treatment  of  over 
200  parts  of  the  most  extensive  types 
of  chronic  osteomyelitis,  in  addition  to  a 
number  of  laboratory  as  well  as  clinical 
experiments  with  this  mode  of  therapy. 
As  a result  of  all  of  these  observations, 
there  is  now  an  accumulated  fund  of 
knowledge  and  results  that  explain  the 
rationale  of  this  new  approach  in  the 
therapy  of  this  dread  affliction,  and  that 
demonstrate  its  results. 

Before  entering  into  an  exposition  of 
the  why  and  wherefore  of  maggot  therapy, 
it  would  not  be  amiss  to  review  for  a 
moment  the  local  pathologic  condition 
in  chronic  osteomyelitis.  One  is  con- 
fronted by  a diseased  bone  that  has  under- 
gone changes  during  the  processes  of 
destruction  and  of  ineffectual  attempts  at 
healing.  The  bone  is  irregular  in  shape 
as  a result  of  involucrum  formation. 
The  cortex  is  thickened,  the  medullary 
canal  is  usually  obliterated,  and  there 
are  areas  of  condensation  and  rarefaction. 
The  condensations  are  evidences  of  dense 
bony  scar  tissue  and  its  incidental  poor 
circulation,  while  the  rarefactions  are 
indications  of  enclosed  areas  of  pus,  or 
of  infected  or  indolent  granulation  tissue. 
In  addition,  there  may  be  present  one 
or  more  sequestra.  Over  and  above  all 
this  is  a poorly  nourished,  thickened, 
scarred,  fibrous  periosteum.  This  is 


usually  accompanied  by  cloaca  and  sinus 
formations.  The  soft  tissue  cloak  of 
such  a bone  is  usually  in  part  a densely 
cicatrized,  poorly  nourished  mantle,  re- 
sulting from  long-standing  stasis  of  blood 
and  lymph,  incidental  to  the  chronic  in- 
flammatory process. 

To  effect  a cure  of  such  a diseased 
part,  one  must  return  it  to  its  normal 
state,  or  at  least  as  close  to  its  normal 
state  as  possible.  This  necessitates  the 
reduction  of  the  scar  tissue  to  a mini- 
mum, the  restoration  of  the  form  and 
structure  of  the  bone  and  soft  tissues, 
and  the  re-establishment  of  the  blood  and 
lymph  supply  to  a maximum.  The 
truth  of  this  assertion  is  demonstrated 
over  and  over  again  by  the  absence  of 
recurrences  of  the  osteomyelitic  process 
in  only  those  parts  that  have  returned 
to  the  relatively  normal  state,  both 
clinically  and  roentgenographically. 

To  obtain  effectual  healing,  complete 
excision  of  diseased  tissues,  in  so  far  as 
is  technically  possible,  is  essential,  for 
any  residual  focus  of  diseased  tissue 
remaining  within  the  bone  will  in  time 
become  the  site  of  a recurrence  of  the 
osteomyelitic  process.  As  a result  of 
this  reasoning,  the  saucerization  opera- 
tion has  been  devised  and  practiced  ex- 
tensively. To  be  effective,  this  operation 
must  be  very  thorough.  It  has  been  our 
practice  to  excise  all  of  the  diseased 
tissues  technically  possible,  and  to  extend 
this  excision  to  the  normal  medullary 
canal  or  metaphyseal  area  above  and 
below  the  diseased  area  without  elevating 
the  periosteum  beyond  the  area  to  be 
excised,  without  injuring  epiphyseal 
plates,  entering  joints,  or  destroying  any 
important  anatomic  structure. 

Subsequent  to  such  an  operative  pro- 
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cedure  one  is  faced  with  the  problem  of 
filling  the  rigid  walled  cavity  with 
healthy  granulation  tissue  from  the  bot- 
tom up.  This  ordinarily  occurs  satis- 
factorily up  to  a certain  point  only. 
Then  the  wound  becomes  indolent  and 
further  healing  ceases  or  is  unduly  pro- 
longed, resulting  in  a persistence  of  the 
wound  and  in  the  formation  of  sinuses. 
This  is  due  to  the  fibrosis  of  the  granula- 
tion tissue  at  the  periphery  of  the  cavity 
and  the  shutting  off  of  the  blood  supply 
incidental  to  scar  formation.  It  there- 
fore becomes  evident  that  to  get  satis- 
factory healing  one  must  consider  the 
time  factor  in  the  filling  of  the  bone 
cavity  before  the  blood  supply  is  shut 
off  by  scarification. 

It  is  consequently  apparent  from  the 
above  considerations  that  any  system 
of  therapy  of  chronic  osteomyelitis  must 
provide  for  a thorough  surgical  removal 
of  diseased  tissues,  and  a rapid  and  even 
filling  of  the  wound  with  healthy  granu- 
lation tissue  before  cicatrization  occurs. 
In  addition,  it  should  also  provide  for 
the  removal  of  sloughing  tissues  and  dis- 
charges from  the  wound  and  for  some 
means  of  disinfection  of  the  wound. 
Maggot  therapy  is  the  only  system  of 
treatment  in  vogue  at  this  time  that 
fulfills  all  of  the  above  criteria  in  an 
efficient  manner. 

Maggot  therapy  is  predicated  on  a 
most  extensive  surgical  procedure,  as 
indicated  above.  Maggots  are  no  sub- 
stitutes for  the  scalpel,  gouge,  and 
mallet,  for  we  have  shown  and  Maseritz8 
has  confirmed  experimentally  that  mag- 
gots have  no  effect  whatsoever  on  the 
inorganic  fraction  of  bone.  All  dead 
bone  must  therefore  be  removed  sur- 
gically. Furthermore,  maggots  are  in- 
effectual in  sinuses,  hence  the  necessity 
for  wide  saucerization  of  the  wound. 

In  the  presence  of  proper  surgery, 
maggots  become  effective  in  many  ways. 
Clinically,  it  has  been  noted  that  a wound 
under  the  influence  of  maggots  under- 
goes striking  changes.  Soon  after  the 
introduction  of  this  therapeutic  agent 
there  is  a profuse  exudate  into  the  wound 
which  persists  during  the  lifetime  of  the 


maggots.  In  addition,  there  is  a change 
in  the  reaction  of  the  wound  from  faintly 
acid  to  faintly  alkaline.  This  is  followed 
by  a disappearance  of  all  sloughing  tissue 
and  its  replacement  by  healthy  granula- 
tion tissue,  which  rapidly  fills  the  wound. 
Bacterial  counts  reveal  a rapid  diminu- 
tion of  the  number  of  microorganisms  in 
the  wound.  All  of  these  changes  are 
intimately  bound  up  with  the  life  proc- 
esses of  the  maggots. 

Entomologic  studies  have  shown  that 
the  digestive  processes  of  maggots  con- 
sist of  two  phases:  the  first  is  extra-  and 
the  second  is  intra-alimentary.  The 
conformation  of  the  buccal  cavity  and 
that  of  the  alimentary  tract  are  such  as 
to  permit  the  consumption  of  liquid  food 
only.  Maggots,  therefore,  prepare  their 
food  by  secreting  a proteolytic  enzyme, 
which  acts  on  dead  protein  matter  in 
the  medium  to  break  it  down  to  a liquid 
state,  and  then  they  thrive  upon  it. 
The  result  of  this  process  in  an  osteo- 
myelitic wound  is  to  cleanse  it  thoroughly 
of  slough  and  necrotic  material. 

Another  characteristic  of  maggots  that 
is  of  utmost  importance  to  wounds  hous- 
ing them  is  their  continuous  crawling 
about.  This  results  in  irritation,  which 
is  sufficiently  minimal  to  stimulate  and 
induce  rapid  formation  of  granulation 
tissue.  This  characteristic  is  to  my 
mind  the  most  important  of  all,  for  no 
other  system  of  therapy  nor  any  sub- 
stitute for  maggots  supplies  this  physical 
stimulus,  which  plays  a most  essential 
part  in  the  filling  of  the  wound  cavity 
with  healthy  granulations  before  cica- 
trization occurs. 

Another  response  on  the  part  of  the 
host  to  this  physical  irritation  is  to  pro- 
duce a profuse  exudate,  which  aids  in 
washing  microorganisms  out  of  the  crev- 
ices of  the  wound.  This  fluid,  together 
with  the  excess  liquid  medium  resulting 
from  the  proteolytic  activity  of  maggots, 
is  drained  off  in  the  toilet  of  the  wound. 
The  ultimate  result  is  a thorough  washing 
of  the  wound  and  physical  removal  of 
bacteria  and  d6bris. 

Maggots  have,  in  addition,  a bacteri- 
cidal action  on  their  medium.  Robinson 
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and  Norwood,12  of  the  Bureau  of  Ento- 
mology of  the  United  States  Department 
of  Agriculture,  have  demonstrated  that 
microorganisms  consumed  by  maggots 
with  their  food  are  destroyed  within 
their  alimentary  tracts.  More  recently, 
S.  W.  Simmons,13  of  the  same  bureau, 
demonstrated  a potent  bactericidal  sub- 
stance in  the  excreta  of  maggots  for  seven 
species  of  bacteria,  including  staphylococ- 
cus aureus,  streptococcus  hemolyticus, 
and  Clostridium  welchii. 

In  addition  to  the  above-described 
influences  that  maggots  exert  on  wounds, 
there  is  still  another  in  the  form  of  a sub- 
stance known  as  allantoin.  This  sub- 
stance, which  was  found  in  the  excreta 
of  maggots  by  Robinson,  acts  in  some 
way  to  stimulate  biologically  the  forma- 
tion of  granulation  tissue. 

Summarizing  the  above,  it  therefore 
becomes  evident  that  the  use  of  maggots 
in  the  treatment  of  chronic  osteomyelitic 
wounds  or  for  that  matter  any  infected 
wound  encompasses:  (1)  the  use  of 

subminimal  physical  irritation  to  hasten 
the  rapid  formation  of  healthy  granula- 
tion tissue  and  to  cause  the  production 
of  a profuse  exudate  to  aid  in  the  physical 
washing  of  the  wound;  (2)  enzymatic 
digestion  of  necrotic  tissue  to  cleanse 
the  wound  and  eliminate  the  medium 
upon  which  bacteria  grow,  and  to  aid 
in  the  washing  of  the  wound  through  the 
excess  liquefaction;  (3)  chemical  in- 
hibition of  bacterial  growth  by  changing 
the  medium  from  acid  to  alkaline;  (4) 
bactericidal  action  by  producing  a sub- 
stance to  destroy  microorganisms  in  the 
alimentary  tracts  and  in  the  surrounding 
medium;  and  finally,  (5)  biologic  stimu- 
lation of  growth  through  the  formation 
of  allantoin.  No  other  system  of  therapy 
presents  such  an  armada  of  forces  for 
the  repair  of  wounds.  One  should  further 
realize  that  in  utilizing  this  method,  one 
merely  avails  himself  of  one  of  Mother 
Nature’s  perfected  methods  for  the  re- 
moval of  dead  animal  matter  and  its 
infecting  microorganisms. 

In  a discussion  of  results  of  therapy  of 
chronic  osteomyelitis,  one  must  be  re- 
strained by  the  medical  maxim:  “Once 


osteomyelitis,  always  osteomyelitis.”  We 
have  all  seen  instances  of  recurrences 
after  fifteen  to  twenty  years  or  even 
longer  periods  of  quiescence.  Because  of 
this  we  shall  avoid  the  term  “end  results.” 
A study  of  a number  of  recurrent  cases 
treated  by  other  methods  that  have  come 
under  my  observation  revealed  the  in- 
teresting fact  that  they  all  showed  roent- 
genographic  evidences  of  long-standing 
disease  and  extensive  bone  scarring,  as 
indicated  by  areas  of  rarefaction  and 
condensation  and  obliteration  of  the 
medullary  canal.  On  operative  explora- 
tion I have  found  these  areas  to  be 
markedly  eburnated,  enclosing  small  foci 
of  infected  or  indolent  granulation  tissue, 
which  form  the  basis  for  the  recurrences. 
The  lack  of  blood  supply  favors  the  per- 
sistence of  these  foci  for  long  periods  of 
time.  On  the  basis  of  such  roentgeno- 
graphic  findings  as  enumerated  above, 
one  can  prognosticate  recurrences.  The 
corollary  is  also  true,  namely,  that  a 
bone  which  was  the  subject  of  an  osteo- 
myelitic process  and  which  underwent 
a reformation  so  that  there  is  a minimum 
of  scarring,  as  evidenced  by  a patent 
medullary  canal  and  an  absence  of  areas 
of  rarefaction  and  condensation,  will 
not  in  all  probability  be  the  subject  of 
recurrences. 

With  these  considerations  in  mind  we 
find  that  subsequent  to  maggot  therapy 
there  is  a minimum  of  scarring  of  bony 
as  well  as  of  soft  tissues.  As  will  be 
demonstrated  in  the  following  case  re- 
ports, roentgenologic  studies  over  a 
number  of  years  show  a reformation  of 
the  involved  bones  and  an  approach  to 
an  almost  normal  appearance.  The 
shape  and  contour  of  the  bone  becomes 
more  normal  than  previously  and  the 
cortex  becomes  reformed  and  regains  its 
usual  thickness.  The  medullary  canal 
becomes  normal  in  size  and  remains 
patent.  The  calcific  deposit  is  even 
throughout,  as  indicated  by  the  absence 
of  areas  of  rarefaction  and  condensation. 
Occasionally  there  may  remain  defects 
incidental  to  extensive  surgical  removal 
of  bone.  This  must,  however,  be  differ- 
entiated from  the  rarefied  and  washed- 
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out  appearance,  indicative  of  residual 
infection. 

Examination  of  the  soft  tissues  sub- 
sequent to  healing  by  maggot  therapy 
also  reveals  a minimum  of  scarring  and 
adhesions,  with  resultant  minimal  limi- 
tation of  motion  of  adjacent  joints. 
Many  of  the  scars  are  not  depressed  and 
are  freely  movable  on  the  underlying 
bone. 

In  addition  to  these  roentgenographic 
and  clinical  evidences  of  satisfactory 
healing,  I have  found  in  several  instances, 
which  necessitated  further  operative  in- 
terferences for  one  reason  or  another, 
additional  indications  of  satisfactory  re- 
pair. The  areas  revealed  in  the  gross 
appearance  a normal  looking  bone  richly 
supplied  with  newly  formed  blood  vessels. 
Furthermore,  there  was  an  absence  of 
the  small  enclosed  foci  of  indolent  looking 
granulation  tissues,  which  one  sees  so 
constantly  in  osteomyelitic  lesions.  Nor 
was  there  any  evidence  of  any  eburna- 
tion  or  extreme  porosis,  which  is  similarly 
characteristic  of  this  lesion. 

It  is  because  of  these  appearances  that 
I have  entertained  the  hope  that  recur- 
rences will  be  greatly  diminished  in 
comparison  to  those  cases  that  have 
been  subjected  to  other  methods  of 
therapy.  I shall  refrain  from  citing 
figures,  for  my  period  of  observation  is 
too  short  and  the  number  of  cases  too 
small  to  reach  an  accurate  conclusion. 
I have,  however,  very  definite  impres- 
sions that  are  tempered  by  a critical 
outlook  and  an  enforced  conservatism. 
These  are,  namely:  (1)  by  far  the  great 
majority  of  wounds  can  be  filled  to  the 
point  of  epithelization  in  eight  to  twelve 
weeks;  (2)  the  process  of  epitheliza- 
tion may  at  times  be  prolonged.  This 
has  in  a measure  been  overcome  by  pinch- 
grafting and  subsequent  skin  plastics; 
(3)  cases  with  extensive  sinus  formations 
that  cannot  be  widely  opened  will 
probably  recur  in  the  form  of  soft  tissue 
abscess  formations,  while  the  bone  may 
remain  healed  and  uninvolved;  (4)  cases 
that  were  subjected  to  an  insufficient 
saucerization  operation,  be  it  because  of 
timidity  on  the  part  of  the  surgeon  or 


because  of  technical  difficulties,  will 
probably  recur;  and  (5)  after  excluding 
the  cases  included  under  the  preceding 
two  headings,  I find  to  all  practical 
purposes  no  recurrences  during  my  period 
of  observation.  This  group  forms  about 
two-thirds  of  my  cases  and  it  is  these 
cases  that  I feel  have  been  permanently 
relieved  by  maggot  therapy  in  so  far  as 
the  treated  lesions  are  affected. 

The  logic  of  this  method  of  therapy  is 
patent  and  its  results  are,  as  I have 
indicated,  the  most  satisfactory  ones 
obtainable  at  the  present  time.  The 
advantages  of  this  method  are  evident, 
but  its  disadvantages  are  such  as  to  have 
discouraged  its  use  in  the  hands  of  some, 
and  to  have  led  to  the  search  of  sub- 
stitutes on  the  part  of  others. 

The  great  but  surmountable  deterrent 
in  the  use  of  maggot  therapy  is  its 
expense.  Commercially  produced  sterile 
maggots  when  they  were  available  were 
so  expensive  as  to  have  completely  dis- 
couraged, in  so  far  as  I can  ascertain, 
its  further  production.  This  difficulty 
can  be  readily  obviated  by  an  efficient 
hospital  laboratory  where  maggot  breed- 
ing can  be  simple  and  inexpensive.  The 
greatest  and  most  unavoidable  expense 
is  the  relatively  long  period  of  hospitali- 
zation of  the  patient,  which  usually 
extends  over  a period  of  about  three 
months.  It  is,  however,  counterbalanced 
by  the  much  shortened  and  more  com- 
fortable convalescence,  superior  and  more 
permanent  results,  and  almost  complete 
elimination  of  the  stiffness  in  the  adjacent 
joints  which  one  sees  in  other  methods  of 
therapy. 

Maggot  therapy  necessitates  the  most 
painstaking  daily  care  and  observation 
on  the  part  of  the  surgeon.  Maggot 
therapy  does  not  consist  of  the  mere 
dumping  of  larvae  into  a wound.  Ex- 
perience and  study  will  teach  the  surgeon 
the  frequency  of  dressings  and  the  volume 
of  maggots  suitable  for  given  wounds. 
Excessive  numbers  have  been  found  to 
enlarge  lesions  and  cause  unnecessary 
discomfort,  while  insufficient  numbers 
will  occasion  undue  delay  in  the  heal- 
ing. 
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Fig.  1 Fig.  2 Fig.  3 

Fig.  1.  L.  M.  Preoperative  roentgenogram  showing  an  extensive  sclerosing  osteomyelitis  of  the 
left  femur.  Note  the  thickened  irregular  shaft  and  cortex,  the  obliterated  medullary  canal,  and  the 
several  areas  of  rarefaction. 

Fig.  2.  L.  M.  Eight  months’  postoperative  roentgenogram.  Shaft  and  cortex  now  more  normal 
in  contour.  Medullary  canal  is  patent.  No  areas  of  circumscribed  condensation  or  rarefaction. 

Fig.  3.  L.  M.  Thirty-seven  months’  postoperative  roentgenogram.  Compare  with  Fig.  1 to 
note  more  normal  appearance  of  the  bone. 

The  quest  for  substitutes  for  maggots 
has  to  all  appearances  met  with  failure. 

This  is  not  surprising,  for  when  one 
realizes  the  multiple  actions  of  maggots 
one  can  appreciate  that  not  any  one  of 
these  effects  will  efficiently  replace  the 
combined  action  of  all.  One  can  readily 
substitute  the  proteolytic  enzymatic 
action  with  other  than  maggot  enzymes; 
one  can  change  the  reaction  of  wounds 


from  acid  to  alkaline  with  appropriate 
dressings;  one  can  introduce  chemically 
prepared  allantoin ; one  can  diminish 
the  bacterial  count  by  other  means; 
one  can  wash  the  wound  thoroughly  to 
maintain  cleanliness;  one  can  introduce 
various  chemicals  and  so-called  active 
principles  of  maggots — all  to  no  avail, 
because  one  cannot  reproduce  the  physical 
subminimal  irritation  incidental  to  the 
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crawling  of  the  maggots.  This  irritation 
is  the  most  irreplaceable  factor,  and  is 
most  important  to  the  rapid  filling  of 
the  wound  with  granulation  tissue  before 
the  blood  supply  to  the  lesion  is  markedly 
diminished  by  the  process  of  cicatriza- 
tion. This  is  not  to  be  construed  as 
suggesting  that  other  means  are  not 
effective.  This  is  merely  to  stress  the 
point  that  they  are  not  as  effective  as 
maggots. 

That  this  is  so  is  evident  from  a series 
of  controlled  clinical  observations  that 
I have  carried  out  with  the  use  of  maggot 
enzymes  produced  for  experimental  pur- 
poses and  with  allantoin  supplied  by  Rob- 
inson, of  the  United  States  Bureau  of 
Entomology,  Department  of  Agriculture. 
Parallel  groups  of  patients  were  treated 
with  each  of  these  substances  and  with 
maggots.  The  appearance  of  the 
wounds,  the  speed  of  healing,  and  the 
permanency  of  results  were  without  a 
doubt  much  more  satisfactory  under  the 
influence  of  maggots.  In  several  in- 
stances complete  filling  of  wounds  was 
unduly  prolonged  while  under  the  in- 
fluence of  allantoin  or  maggot  enzymes. 
In  these  instances  excision  of  scars  and 
the  use  of  maggots  produced  prompt 
closure  of  wounds. 

A review  of  the  literature  available 
to  me  has  failed  to  indicate  evidences  of 
the  satisfactory  influences  so  widely 
proclaimed  with  regard  to  allantoin,  on 
the  one  hand,  while  on  the  other,  the 
detailed  results  of,  and  the  manner  of 
production  and  the  composition  of  the 
so-called  “active  principles  of  maggots” 
are  shrouded  in  mystery. 

Case  Reports 

Case  42995. — L.  M.,  a 22-year-old  colored 
female,  was  admitted  to  the  service  of  Dr.  Samuel 
Kleinberg  at  the  Hospital  for  Joint  Diseases  on 
May  22,  1933,  with  a chief  complaint  of  pain 
and  swelling  of  the  right  thigh  associated  with 
fever  and  chills  of  two  weeks’  duration.  Sixteen 
years  prior  to  this  admission  she  sustained  a 
compound  fracture  of  the  right  femur  which 
apparently  healed  satisfactorily  after  a seven- 
months’  stay  in  bed.  Six  years  ago  pain  de- 
veloped in  the  right  femur  and  an  operation  for 


osteomyelitis  was  performed.  Four  years  ago 
another  operation  was  performed  at  the  same 
site.  One  and  a half  years  ago  pain  and  swelling 
recurred.  This  was  relieved  by  a spontaneous 
discharge  of  pus. 

Physical  examination  revealed  a well- 
developed  colored  female  in  good  general  condi- 
tion. She  walked  with  a right-sided  limp. 
The  right  thigh  presented  several  healed  scars 
of  sinuses  and  operative  incisions  on  its  outer 
aspect.  The  upper  end  of  the  operative  scar 
was  warm,  indurated,  and  tender.  The  upper 
portion  of  the  thigh  was  swollen.  The  hip  and 
knee  joints  were  uninvolved.  Roentgeno- 
graphic  examination  (Fig.  1)  revealed  an  ex- 
tensive sclerosing  osteomyelitis  of  the  upper 
two-thirds  of  the  shaft  of  the  femur,  as  indicated 
by  a thickened,  irregular  shaft,  thickened  cortex, 
and  obliterated  medullary  canal,  which  pre- 
sented several  areas  of  rarefaction. 

On  May  27,  1933,  a saucerization  operation 
was  performed  and  all  diseased  bone  was  ex- 
tensively removed,  exposing  the  normal  patent 
medullary  canal  above  and  below.  Several  days 
later  maggot  therapy  was  instituted.  The 
wound  collapsed  prematurely  and  on  June  16, 
1933,  it  was  opened  wide  to  allow  granulations 
to  form  from  the  bottom  up.  Nine  maggot 
dressings  were  applied,  in  all,  over  a period  of 
fifty-nine  days.  The  patient  was  discharged 
with  the  wound  completely  healed  on  August  13, 
1933,  after  a stay  of  eighty-four  days  at  the 
hospital. 

Follow-up  examinations  revealed  that  there 
have  been  no  recurrences  to  date.  The  soft 
tissue  scar  has  remained  soft  and  freely  movable. 
Roentgenographic  examination  on  January  19, 
1934  (Fig.  2),  revealed  a remarkable  change  in 
the  appearance  of  the  bone,  in  that  the  shaft 
was  now  reduced  to  a more  normal  size  and 
contour.  The  cortex  was  reforming  and  the 
medullary  canal  was  patent.  There  were  no 
areas  of  rarefaction  or  condensation.  The  last 
roentgenographic  examination  made  on  June  26, 
1936  (Fig.  3),  revealed  a further  improvement 
in  the  appearance  in  the  bone,  in  that  it  was 
nearer  to  the  normal  than  in  the  previous  study. 
Normal  minute  bony  architecture  may  be 
visualized  throughout  the  previously  affected 
area,  for  no  washed-out  areas  or  areas  of  cir- 
cumscribed sclerosis  are  present  anywhere. 

This  case  demonstrates  the  efficacy 
of  maggot  therapy  in  that  it  was  instru- 
mental in  reshaping  the  bone  to  a more 
normal  outline.  The  cortex  is  thinned, 
the  medullary  canal  is  patent,  and  the 
bone  deposit  is  evenly  distributed,  leaving 
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Fig.  4 Fig.  5 

Fig.  4.  P.  F.  Preoperative  roentgenogram  showing  a most  extensive  osteomyelitic  process  in 
the  ulna  with  a pathologic  fracture  at  lower  end.  Note  sequestrum  and  involucrum  formation, 
areas  of  rarefaction,  and  beginning  blocking  of  medullary  canal. 

Fig.  5.  P.  F.  Thirty-three  months’  postoperative  roentgenogram  showing  a complete  reformation 
of  the  ulna  to  a relatively  normal  shape  and  structure.  Medullary  canal  is  patent.  Normal  bone 
architecture  can  be  visualized  throughout. 


no  areas  of  rarefaction  or  circumscribed, 
condensation.  The  minute  bony  archi- 
tecture can  be  visualized  throughout. 
All  of  this  is  indicative  of  a relatively 
normal  blood  supply  throughout.  It  is 
because  of  all  of  these  appearances  that 
I am  encouraged  to  believe  that  the 


likelihood  of  a recurrence  in  this  area  is 
minimal. 

Case  50438. — P.  F.,  a 14-year-old  white  boy, 
was  transferred  to  the  service  of  Dr.  Samuel 
Kleinberg  at  the  Hospital  for  Joint  Diseases  on 
January  18,  1933,  with  a history  of  a most 
severe  form  of  acute  osteomyelitis  of  three  and 
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one-half  months’  duration,  involving  the  left 
femur  and  left  ulna  with  pathologic  fractures  of 
both  bones,  marked  exhaustion,  and  a long  septic 
course  characterized  by  high  temperature  and 
positive  blood  cultures  over  a period  of  six 
weeks.  Prior  to  transfer  he  had  had  three 
operative  attacks  on  the  ulna,  four  operative 
interventions  of  the  femur,  and  five  blood  trans- 
fusions. 

Physical  examination  revealed  an  anemic 
white  male  boy  in  poor  general  condition  whose 
temperature  had  subsided  to  the  range  of  101.6 
and  97.5  F.  There  was  evident  exhaustion 
and  toxemia.  The  left  forearm  presented  a 
long  operative  wound  over  the  ulna  with  mushy, 
indolent  granulations.  A roentgenographic 
study  on  January  16,  1933  (Fig.  4),  revealed  a 
most  extensive  osteomyelitic  process  in  the  ulna 
with  a pathologic  fracture  two  inches  proximal 
to  its  lower  end.  A large  sequestrum  involved 
the  lower  two  thirds  of  the  shaft,  which  was 
enlarged  and  deformed  as  a result  of  involucrum 
formation.  There  were  several  large  areas  of 
rarefaction  with  beginning  blocking  of  the 
medullary  canal  at  several  points. 

The  left  thigh  presented  an  operative  incision 
extending  from  the  greater  trochanter  to  the 
supracondylar  region.  The  granulations  were 
mushy,  unhealthy,  and  indolent.  Roentgeno- 
graphic examination  revealed  a most  extensive 
involvement  of  the  entire  femur  with  pathologic 
fractures  in  the  subtrochanteric  and  supra- 
condylar regions,  with  marked  sequestrum  and 
involucrum  formation.  There  was  marked 
rarefaction  throughout,  indicative  of  extensive 
necrosis. 

On  January  18,  1933,  the  left  ulna  was  ex- 
tensively saucerized,  leaving  but  the  merest 
shell  of  bone  and  periosteum,  and  the  limb  was 
immobilized  in  a circular  plaster  of  paris  bandage. 
Several  days  thereafter  a large  window  was  made 
in  the  plaster,  and  maggot  dressings  were  in- 
stituted— seven  in  number — over  a period  of 
twenty  days.  The  wound  filled  rapidly  with 
firm  granulations,  and  on  April  22,  1933,  the 
forearm  was  pinch-grafted.  Three  weeks  later 
the  forearm  was  completely  healed,  and  has 
remained  so  to  date  without  any  restriction  of 
motion  in  either  the  elbow,  wrist,  or  forearm. 
Roentgenographic  examination  on  October  14, 
1935  (Fig.  5),  revealed  a complete  reformation 
of  the  ulna,  which  was  relatively  normal  in 
shape  save  for  those  defects  due  to  surgical 
interference.  The  cortex  was  of  normal  thick- 
ness, the  medullary  canal  was  patent,  and  the 
minute  architecture  was  visualized  throughout. 
There  were  no  areas  of  condensation  or  rare- 
faction. 


The  left  femur  was  saucerized  on  February  3, 
1933,  and  immobilized  in  a plaster  of  paris 
spica.  Unfortunately,  the  extent  of  the  disease, 
the  anatomic  relationships  in  the  region  of  the 
hip,  and  the  general  condition  of  the  patient 
made  a thorough  saucerization  of  the  upper 
portion  of  the  femur  both  impossible  and  un- 
warranted. The  lower  portion  of  the  femur, 
however,  lended  itself  to  a thorough  operative 
interference.  Maggot  therapy  was  instituted 
several  days  thereafter.  Three  months  later 
the  lower  two-thirds  of  the  femur  was  satis- 
factorily healed  clinically  and  roentgenographi- 
cally  and  has  remained  so  to  date,  while  the 
upper  third  failed  to  heal.  This  area  was  sub- 
sequently reoperated.  Thorough  surgical  re- 
moval of  diseased  tissue  was  found  to  be  im- 
possible because  of  anatomic  considerations, 
with  the  result  that  multiple  sinus  formations 
about  the  hip  joint  have  recurred. 

This  case  is  presented  to  demonstrate 
the  satisfactory  results  of  maggot  therapy 
in  the  face  of  satisfactory  and  thorough 
surgical  removal  of  diseased  areas,  in 
contradistinction  to  the  inefficacy  of 
this  method  in  the  presence  of  incomplete 
surgery.  This  case  also  demonstrates 
the  minimal  scarification  of  soft  and 
osseous  tissues,  with  resultant  preserva- 
tion of  complete  range  of  motion  in 
adjacent  joints  of  the  forearm  and  re- 
formation of  the  involved  bone  to  a 
relatively  normal  appearing  structure. 
These  are  the  criteria  which  feed  my 
enthusiasm  and  faith  in  maggot  therapy. 

Case  38704. — M.  W.,  a 14-year-old  white 
male,  was  admitted  to  the  service  of  Dr.  Samuel 
Kleinberg  on  January  25,  1931,  with  a history 
of  an  onset  of  an  osteomyelitic  lesion  of  the  right 
humerus  on  November  5,  1930.  A drilling  and 
windowing  operation  had  been  performed  on 
November  10,  1930,  and  the  lesion  had  been 
thereafter  treated  by  the  Orr  method. 

At  the  time  of  admission  to  the  Hospital  for 
Joint  Diseases,  the  patient  was  in  poor  general 
condition,  showing  the  exhaustive  and  toxic 
effects  of  a long  draining  process.  The  right 
upper  extremity  presented  a draining  indolent 
wound.  Roentgen-ray  studies  (Fig.  6)  revealed 
a very  extensive  disease  of  the  upper  two  thirds 
of  the  humerus  with  sequestrum  and  involucrum 
formation.  The  left  upper  extremity  presented 
a small,  palpable,  tender  and  warm,  bony-hard 
mass  at  the  junction  of  the  middle  and  the 
upper  third  of  the  arm,  which  on  roentgeno- 


Fig.  6.  M.  W.  Preoperative  roentgenogram  of  right  humerus  showing  an  extensive  osteomyelitic  process. 
Fig.  7.  M.  W.  Eighty-three  months  postoperative  roentgenogram  showing  striking  reformation  of  the  bone. 
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graphic  examination  revealed  an  osteomyelitic 
lesion,  as  evidenced  by  erosion  of  the  cortex 
of  the  humerus.  The  left  forearm  similarly 
presented  a small  osteomyelitic  lesion,  which 
was  confirmed  by  roentgenographic  examination. 

On  January  30,  1931,  the  superficial  lesions 
of  the  left  humerus  and  radius  were  incised  and 
drained.  The  medullary  canals  were  not  in- 
volved and  both  wounds  were  healed  by  March 
9,  1931.  The  right  humerus  was  also  operated 
upon  on  January  30,  1931.  It  became  apparent 
at  the  time  of  operation  that  it  was  inadvisable 
to  perform  a thorough  saucerization  because  of 
the  possibility  of  pathologic  fracture  and  because 
of  the  general  condition  of  the  patient.  Maggot 
therapy  was  instituted.  Further  studies  re- 
vealed residual  sequestra.  On  July  13,  1931, 
the  right  humerus  was  resaucerized  and  maggot 
therapy  was  again  instituted.  This  operative 
procedure  was  again  unsatisfactory  in  that  the 
entire  diseased  area  was  not  removed.  On 
May  4,  1932,  two  sequestra  were  spontaneously 
discharged,  and  the  arm  healed  soon  thereafter 
and  has  remained  healed  to  date.  Examination 
on  December  20,  1937  (Fig.  7),  at  which  time 
the  patient  complained  of  pain  in  the  lower  third 
of  the  arm;  the  limb  was  entirely  negative 
clinically.  Roentgenographic  study  revealed 
a complete  reformation  of  the  right  humerus, 
which  was  practically  normal  in  every  respect. 
Further  studies,  one  month  later,  revealed  an 
osteomyelitic  lesion  of  the  supracondylar  region 
of  the  humerus — an  area  which  was  previously 
uninvolved  and  unoperated. 

During  the  course  of  the  above  described 
lesion,  the  patient  began  to  complain  of  pain  in 
the  left  arm  (May,  1931).  Roentgenographic 
examination  at  that  time  revealed  in  the  upper 
humeral  metaphysis  a small  area  of  rarefaction 
surrounded  by  more  intense  calcification.  All 
symptoms  then  subsided  after  about  ten  days 
until  July  10,  1931,  when  pain  recurred.  Exami- 
nation then  revealed  (Fig.  8)  an  extension  of  the 
osteomyelitic  process,  involving  the  greater 
portion  of  the  metaphysis,  as  indicated  by  the 
large  area  of  rarefaction  and  its  surrounding 
area  of  condensation  with  adjoining  periosteal 
reaction. 

This  part  was  submitted  to  a thorough  sauceri- 
zation operation  on  July  15,  1931.  Four  maggot 
dressings  were  applied  subsequent  to  the  twen- 
tieth postoperative  day  over  a period  of  seven- 
teen days.  At  the  end  of  one  hundred  and 
fifteen  days  of  hospitalization  the  patient  was 
discharged  with  a superficially  granulating 
wound.  On  December  9,  1931,  five  months 
after  operation,  the  wound  was  completely 
healed  and  has  remained  so  to  date. 


Roentgenographic  examination  on  October  5, 
1931  (Fig.  9),  three  months  after  operation 
showed  the  saucerized  area  being  filled  with 
newly  deposited  bone,  evenly  distributed,  with- 
out any  areas  of  rarefaction  or  condensation. 
Further  studies  on  May  18,  1932,  ten  months 
postoperatively  (Fig.  10)  showed  the  surgical 
defect  considerably  lessened,  a patent  medullary 
canal,  and  a reformation  of  the  entire  area. 
Additional  studies  on  June  6,  1934,  revealed 
further  progress  of  the  bone  toward  the  normal. 
Final  studies  on  December  20,  1937,  six  years 
and  five  months  postoperatively  (Fig.  11),  re- 
vealed to  all  intents  and  purposes  a normal  ap- 
pearing humerus. 

It  is  to  be  added  that  during  the  active  stage 
of  the  lesions  in  both  humeri  the  general  condi- 
tion of  the  patient  was  only  moderately  satis- 
factory due  to  the  presence  of  several  other 
lesions,  namely:  a lesion  of  the  left  ischium 

with  spontaneous  drainage  into  the  rectum 
(July  5,  1931),  a lesion  involving  the  twelfth 
dorsal  and  first  lumbar  vertebrae,  a lesion  of  the 
skull,  which  was  saucerized  and  treated  suc- 
cessfully with  maggots,  soft  tissue  abscesses  of 
the  right  and  left  forearms,  an  abscess  of  the 
left  buttock,  which  led  to  an  intrapelvic  focus, 
and  an  abscess  over  the  sacrum — all  of  which 
were  drained  and  treated  appropriately  and 
successfully.  All  lesions  were  healed  on  August 
8,  1932,  and  have  remained  so  to  date  save  for 
the  new  lesion,  which  has  developed  in  the 
supracondylar  region  of  the  right  humerus. 

This  complicated  case  is  presented  to 
demonstrate  the  absolute  necessity  of 
thorough  surgical  removal  of  all  diseased 
tissues  in  the  maggot  therapy  of  all  of 
these  lesions.  This  prerequisite  was  not 
fulfilled  in  the  right  humerus  for  the 
reasons  indicated  above,  with  the  result 
that  resaucerization  was  necessary.  In 
the  instance  of  the  left  humerus,  thorough 
removal  of  diseased  bone  was  possible 
at  the  primary  operation,  with  the  result 
that  the  healing  was  very  satisfactory. 
The  healing  of  all  of  these  lesions  was 
somewhat  delayed  due  to  the  drain  on 
the  recuperative  powers  by  the  multi- 
plicity and  the  extent  of  the  lesions. 
Finally,  the  serial  roentgenographic 
studies  reveal  the  character  of  healing 
and  the  reformation  of  these  bones  to 
the  point  when  they  resume,  within 
several  years,  a normal  appearance — an 
appearance  that  gives  us  all  reason  to 
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Fig.  8 Fig.  9 Fig.  10 

Fig.  8.  M.  W.  Preoperative  roentgenogram  of  left  humerus  showing  osteomyelitic  lesion  in  the 
upper  metaphysis. 

Fig.  9.  M.  W.  Three  months’  postoperative  roentgenogram  showing  new  bone  formation. 
Fig.  10.  M.  W.  Ten  months’  postoperative  roentgenogram  showing  further  progress  in  the 
reformation  of  the  part. 


believe  that  recurrences  in  the  operative 
sites  will  not  occur. 

Case  41882. — S.  S.,  a 26-year-old  white  male 
was  admitted  to  the  service  of  Dr.  Samuel  Klein- 
berg  at  the  Hospital  for  Joint  Diseases  on  De- 
cember 28,  1931,  with  an  anamnesis  of  a fall 
and  injury  to  the  left  leg  seven  years  previously. 
The  leg  became  red,  swollen,  and  painful,  and 
seven  days  later  was  operated  upon  for  an  acute 
osteomyelitis  through  two  incisions:  one  in  the 
upper  third  and  the  other  in  the  lower  third  of 
the  tibia.  The  wounds  apparently  healed  well. 
Nine  months  later  the  upper  lesion  recurred  and 
was  reoperated.  The  lesion  healed  in  ten  weeks 
and  the  patient  remained  well  until  two  weeks 
ago  when  pain  recurred.  This  subsided  when 
the  lower  third  of  the  leg  drained  spontane- 
ously. 

Examination  revealed  a poorly  nourished 
white  male  who  walked  with  a limp  on  the  left 
side.  The  left  hip  was  ankylosed  in  flexion 
and  adduction  since  the  time  of  the  original 


lesion.  The  lower  third  of  the  leg  presented 
a draining  sinus,  and  the  entire  leg  was  covered 
with  an  eczematoid  dermatitis. 

Roentgenographic  examination  (Fig.  12)  re- 
vealed two  distinct  lesions  of  the  tibia.  The 
upper  third  presented  a localized  osteoperiostitis 
on  the  inner  surface  of  the  shaft  of  the  tibia 
with  two  areas  of  rarefaction  in  the  subcondylar 
region.  The  medullary  canal  was  shut  off  from 
the  mid-portion  of  the  bone.  The  lower  third 
of  the  leg  presented  cortical  thickening  and 
endosteal  bone  production.  Several  distinct 
rounded  areas  in  the  medullary  canal  were  dis- 
cernible. The  medullary  canal  was  blocked 
off. 

Both  areas  were  saucerized  through  two  in- 
cisions on  December  31,  1931.  They  presented 
dense,  hard  cortices  with  areas  of  indolent 
granulations  in  the  medullary  canal  regions. 
The  involved  areas  were  made  to  communicate 
with  the  adjacent  normal  areas.  The  upper 
lesion  was  then  treated  with  maggot  dressings, 
while  the  lower  was  packed  with  vaseline  gauze. 
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Eight  maggot  dressings  were  applied  over  a 
period  of  thirty-one  days.  The  patient  was 
discharged  after  a seventy-five-day  hospitaliza- 
tion period.  At  that  time  the  upper  wound 
had  been  healed  completely  for  eight  days  and 
has  remained  so  to  date  while  the  lower  wound 
was  still  granulating.  It  finally  healed  on 
July  6,  1932. 

Examination  on  October  9,  1934,  revealed 
that  both  lesions  were  healed  clinically.  Roent- 
genographic  studies  (Fig.  13)  showed  that 
there  were  no  areas  of  rarefaction  or  condensa- 
tion in  the  upper  area.  The  medullary  canal 
was  patent.  The  lower  lesion,  however,  pre- 
sented a large  area  of  intense  calcification  with 
several  areas  of  rarefaction.  Further  studies 
on  April  2,  1938  (Fig.  14),  showed  that  both 
wounds  were  clinically  healed.  Roentgeno- 
graphic  examination  demonstrated  excellent 
healing  of  the  upper  lesion  without  any  cir- 
cumscribed areas  of  condensation  or  rarefaction, 
and  a patent  medullary  canal.  The  lower 
lesion  presents  a linear  area  of  sclerosis  which 
is  suggestive  of  sequestrum  formation. 

This  case  is  presented  to  demonstrate 
the  greater  rapidity  with  which  one  of 
two  relatively  similar  lesions,  submitted 
to  similar  surgical  attack  by  the  same 
surgeon  at  the  same  sitting,  healed  while 
under  maggot  therapy.  The  lesion 
treated  with  maggots  healed  in  sixty- 
seven  days,  while  the  one  treated  with 


Fig.  11.  M.  W.  Seventy-seven  months  post- 
operative roentgenogram  showing  normal  struc- 
ture. Shaft  and  cortex  normal  in  appearance. 
Medullary  canal  normal.  No  areas  of  rarefac- 
tion or  condensation.  Compare  with  Fig.  8. 


Fig.  12  Fig.  13  Fig.  14 

Fig.  12.  S.  S.  Preoperative  roentgenogram  showing  two  lesions  in  tibia.  Note  periostitis, 
thickening  of  cortex,  blocking  of  medullary  canal,  and  areas  of  rarefaction  and  condensation. 

Fig.  13.  S.  S.  Thirty-four  months  postoperative  roentgenogram.  Upper  lesion  treated  with 
maggots,  healed  in  sixty-seven  days.  Lower  lesion  treated  with  vaseline  packs  healed  in  two  hundred 
and  eight  days.  Upper  area  shows  no  rarefaction  or  condensation  or  blocking  of  medullary  canal. 
Lower  lesion  shows  a large  area  of  increased  sclerosis  and  several  areas  of  rarefaction. 

Fig.  14.  S.  S.  Seventy-five  months  postoperative  roentgenogram  showing  difference  in  type  of 
healing  under  maggot  therapy  (upper  lesion)  and  healing  under  the  vaseline  pack  in  the  lower  area. 
In  the  upper  lesion  there  are  no  circumscribed  areas  of  sclerosis  or  porosis,  while  the  lower  lesion  pre- 
sents a linear  area  of  sclerosis  surrounded  by  an  area  of  rarefaction. 
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vaseline  packs  healed  in  two  hundred 
and  eight  days.  Furthermore,  the  char- 
acter of  the  healing  as  demonstrated  by 
the  roentgenogram  was  much  more  satis- 
factory by  the  maggot  method  than  by 
that  of  the  vaseline  pack  procedure. 
The  possibility  for  recurrence  in  the 
former  seems  to  be  remote  because  of 
the  relatively  little  scarring,  while  in  the 
latter  it  seems  to  be  likely  because  of  the 
presence  of  areas  of  condensation  and 
rarefaction  and  blocking  off  of  the  medul- 
lary canal. 

Conclusion 

The  purpose  of  this  presentation  is: 

1.  To  delineate  the  pathologic  prob- 
lem confronting  the  surgeon  in  the 
treatment  of  chronic  osteomyelitis; 

2.  To  postulate  the  criteria  for  a 
successful  therapeutic  procedure  in 
chronic  osteomyelitis ; 

3.  To  describe  the  underlying  basis  of 
maggot  therapy,  which  consists  of  an 
intricate  interrelationship  of  physical, 
chemical,  enzymatic,  bactericidal,  and 
biologic  forces  only  possible  through  the 
intermediary  of  a viable  agent; 

4.  To  stress  the  relative  insufficiency 
of  maggot  enzymes,  extracts,  and  excre- 
tions ; 

5.  To  emphasize  the  necessity  for 
thorough  and  extensive  surgical  pro- 
cedure preliminary  to  maggot  therapy; 

6.  To  direct  attention  to  the  very 
satisfactory  results  obtained  through 
maggot  therapy,  the  absence  of  recur- 
rences, and  the  improbability  of  recur- 
rences in  the  future  in  all  suitably  and 
properly  treated  cases. 

151  West  86th  Street 
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Discussion 

Dr.  Maurice  M.  Pomeranz,  New  York 
City — It  has  been  my  privilege  to  follow  serially 
the  roentgenograms  of  the  patients  treated  by 
the  implantation  of  maggots.  The  meticulous 
manner  in  which  this  study  was  conducted  is 
a testimonial  to  the  scientific  attitude  and 
balanced  judgment  of  Dr.  Buchman.  I am 
particularly  impressed  by  his  conservative 
attitude,  since  I am  familiar  with  his  brilliant 
results. 

The  regeneration  of  bone  following  the  im- 
plantation of  maggots  is  different  from  that 
which  occurs  in  other  methods  of  treatment, 
and  a brief  description  of  the  process  will  be  of 
interest. 

The  process  of  healing  may  be  divided  into 
three  stages,  which  are  radiographically  recog- 
nizable. The  first,  or  exudative  stage,  is  noted 
about  one  week  to  ten  days  and  occasionally  as 
early  as  six  days  following  saucerization.  At 
this  time  a peculiar  “foamy”  osteoplastic  process 
is  noted,  which  begins  in  the  medulla  and  extends 
into  the  soft  tissues  immediately  overlying  the 
part.  It  does  not  extend  beyond  the  excavated 
zone.  While  this  material  approximates  the 
density,  it  nevertheless  lacks  the  homogeneity 
of  callus.  Its  borders  are  well  defined,  and 
within  the  mass  proper  vacuolated  areas  suggest 
the  formation  of  cancellous  bone.  This  ap- 
pearance persists  for  about  two  to  four  weeks, 
when  the  second,  or  contractile,  stage  is  initiated. 
This  stage  is  recognized  by  the  contraction  of 
the  mass  from  the  soft  tissues  down  to  the  level 
of  the  underlying  bone,  so  that  the  approximate 
caliber  of  the  shaft  is  re-established.  As  it 
contracts  it  appears  to  become  denser,  so  that 
it  is  as  dense  as  the  bone  of  which  it  is  a com- 
ponent part.  The  new-formed  tissue  appears 
to  fill  in  the  gap  produced  by  the  saucerization. 
At  this  stage  there  is  no  differentiation  between 
medulla  and  cortex.  The  terminal,  or  recon- 
structive, stage  is  noted  about  six  months  after 
the  operation.  At  this  time  the  excavated  area 
is  well  rounded  out  and  the  medulla  is  replaced 
by  dense,  eburnated  bone.  In  my  original 
communication  I stated  that  I believed  it  per- 
fectly conceivable  that  this  eburnated  bone  would 
become  replaced  in  its  proper  location  by  a new 
medullary  cavity,  similar  to  that  which  occurs 
in  old  fractures  of  the  shafts  of  long  bones,  and 
that  further  condensation  at  the  periphery  of  the 
shaft  probably  indicated  the  reconstruction  of  a 
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new  cortex.  This  observation  is  confirmed  by 
our  larger  experience. 

We  have  now  had  sufficient  time  to  observe 
hundreds  of  films  of  cases  treated  by  the  maggot 
method,  and  can  safely  assert  that  following  this 
treatment  there  is  unusual  regeneration  of  bone, 
resembling  in  its  nature  callus  formation.  It  is 
also  permissible  to  conclude  on  the  basis  of 
this  experience  that  healing  is  more  rapid  and 
that  the  end  product  approximates  more  closely 
normal  bone  structure  than  any  of  the  hitherto 
accepted  methods  of  treatment  of  this  disease. 

Dr.  Fred  H.  Albee,  New  York  City — In 
reference  to  the  chronic  osteomyelitis.  Dr. 
Buchman  very  well  brought  out  the  necessity 
of  carefully  executed  surgery,  particularly  as  to 
the  complete  saucerization  of  craters  or  over- 
hanging bone  shelves.  As  to  the  importance 
of  the  claim  that  the  maggots  digest  and  liquefy 
necrotic  tissues  and  slough,  I wish  to  say  it  is  in 
my  opinion  very  much  overdone,  particularly 
since  when  using  both  the  Carrel-Dakin  or  the 
bacteriophage  method,  the  wounds  rapidly 
become  most  satisfactorily  clean  with  glistening 
velvety  granulations  and  no  necrotic  material 
is  visualized.  This  is  particularly  the  case 
when  the  wound  is  packed  with  a tampon  com- 
pounded of  paraffin  90  per  cent  and  yellow  vase- 
line 10  per  cent.  This  tampon  remains  at 
body  temperature  in  a semisolid  state  and  tends 
to  maintain  its  conical  or  pyramidal  contour, 
with  the  base  at  the  dermis.  This  has  a large 
influence  in  preventing  the  too  rapid  closure  at 
this  point  at  the  orifice  of  the  wound — too  rapid 
closure  at  this  point  being  common  .where  a 
tampon  is  not  used.  As  to  whether  Dr.  Buch- 
man’s  belief  that  the  crawling  of  the  maggots 
(immersed  in  slimy  material)  over  the  granula- 
tion acts  to  stimulate  their  growth  is  well 
founded,  I personally  greatly  doubt  it. 


Dr.  Buchman  made  the  statement  that  great 
care  should  be  taken  to  keep  the  proper  number 
of  maggots  in  the  wound,  and  that  if  too  large 
a number  of  maggots  is  placed  in  the  wound, 
it  would  enlarge  the  wound  and  produce  dis- 
comfort to  the  patient.  I cannot  follow  this 
statement  because  the  maggots  are  supposed 
to  eat  up  only  necrotic  tissue.  Also,  I cannot 
see  how  the  use  of  maggots  for  osteomyelitis 
in  the  central  portion  of  the  long  bones  would 
tend  to  prevent  adhesions  in  joints,  which  would 
be  quite  distal  to  the  lesion.  There  are  certain 
shortcomings  of  the  maggot  treatment  which 
are  common  to  the  Carrel-Dakin  method, 
namely,  that  in  a case  of  osteomyelitis  com- 
plicated by  fractures,  the  interference  by  both 
of  these  methods  with  the  improper  immobiliza- 
tion of  the  fractured  fragments  by  coaptation 
and  splintage  is  very  unfortunate.  The  bac- 
teriophage treatment,  as  carried  out  by  myself, 
does  not  at  all  interfere  with  the  immobilization 
of  such  fractures  and  is  a great  advantage  to 
this  treatment;  also  the  ability  to  keep  up  a 
constant  pressure  upon  the  granulations  by  the 
properly  inserted  paraffin  tampon  is  very  con- 
ducive to  favorable  healing  of  the  wound  and 
prevents  proud  flesh  or  edematous  granulations. 
The  greatest  drawback,  however,  in  the  use  of 
this  treatment  and  also  of  the  Carrel-Dakin  is 
the  great  cost  involved  in  long  continued  hos- 
pitalization, as  well  as  the  cost  of  the  maggots 
themselves.  In  1 case  that  Dr.  Buchman 
cited,  the  hospitalization  lasted  for  five  months, 
and  the  average  of  all  cases  was  above  three 
months.  With  the  bacteriophage  method  the 
period  of  hospitalization  following  treatment  is 
but  a week  or  ten  days,  and  in  numerous  cases 
they  are  not  taken  into  the  hospital  at  all  after 
this.  The  bacteriophage  is  inserted  into  the 
wound  through  a catheter  or  catheters,  pene- 
trating the  plaster  cast. 


HOW  TO  CHOOSE  A DOCTOR 

A circular  issued  by  the  U.  S.  Public  Health 
Service  advises  the  public  on  choosing  a doctor. 
Anyone  moving  to  a new  community  is  advised 
to  ask  his  doctor  in  the  town  he  is  leaving  to 
recommend  one  in  the  place  where  he  is  going. 
“To  check  further,  ask  the  secretary  of  your 
county  medical  society  for  a list  of  competent 
practitioners,  ask  the  health  officer  of  your  city 
or  county,  or  the  secretary  of  the  state  medical 
association. 

“When  first  entering  the  new  community,  if 


you  are  not  already  supplied  with  doctors’ 
names,  ask  at  the  hospital  or  local  health  office, 
or  call  the  secretary  of  the  local  medical  society 
and  obtain  a list  of  the  general  practitioners. 
Then  make  it  your  business  to  meet  these  men. 
Make  specific  and  direct  inquiries  about  what 
you  want  to  know.  If  you  are  connected  with 
some  well  established  fraternal,  church,  or  busi- 
ness group,  make  inquiry  among  your  associates. 
The  good  physician  will  not  only  not  object  to 
these  personal  inquiries,  he  will  welcome  them.” 


ACUTE  OSTEOMYELITIS 


Carl  T.  Harris,  M.D.,  Rochester,  New  York 


Osteomyelitis,  possibly  first  de- 
scribed by  Petit  in  1705  as  an  acute 
disease  of  the  long  bones,  still  remains 
one  of  our  pressing  problems  of  surgery. 
The  pathology  and  etiology  are  fairly 
well  known.  It  is  generally  conceded  to 
be  a local  manifestation  of  a generalized 
disease.  The  localization  occurs  first  in 
the  metaphysis  and  then  by  extension  to 
the  subperiosteal  layer,  the  shaft,  the 
epiphysis,  and  the  joint.  Starr,  of  To- 
ronto, gave  one  of  the  best  descriptions  of 
the  pathologic  process  involved. 

While  any  of  the  suppurative  organisms 
may  produce  the  disease,  the  staphylo- 
coccus aureus  is  by  far  the  most  common. 
This  is  true  in  reports  by  McNeal,1 
Joyner,2  Williams,3  D.  E.  Robertson,4 
Sorrel  and  Boppe,6  and  Findlay,6  as  well 
as  in  80.6  per  cent  of  our  own  cases. 
Blood  cultures  are  often  positive,  but  if 
negative  do  not  by  any  means  rule  out  the 
fact  that  the  organisms  have  gained  access 
to  the  bone  via  the  blood  stream.  Re- 
peated cultures  may  be  positive  unless 
the  patient  is  making  a satisfactory  re- 
covery. Our  research  men  have  given  us 
much  valuable  information  in  regard  to 
toxins,  antitoxins,  toxoids,  vaccines,  and 
serums  with  the  methods  of  their  calcula- 
tion and  use.  More  studies  have  been 
made  of  the  white  cells  of  the  blood  and 
the  segmented  and  nonsegmented  varie- 
ties. As  a result,  there  has  occurred  some 
modification  in  the  diagnosis  and  espe- 
cially in  the  treatment  of  the  early  acute 
cases. 

Much  as  we  owe  to  the  laboratory 
findings,  including  x-ray,  the  clinical 
signs  remain  the  same  and  we  must  rely 
on  these  signs  in  making  the  original  and 
early  diagnosis.  Acute  localized  pain 
near  an  epiphysis,  aggravated  by  steady 
but  not  firm  pressure,  coming  on  suddenly 
in  an  otherwise  well  child,  and  accom- 


panied by  a sharp  febrile  reaction,  is 
definitely  indicative  of  osteomyelitis. 
If  we  add  to  this  picture  slight  swelling  of 
the  soft  parts,  an  elevation  of  the  W.B.C., 
an  increased  percentage  of  leukocytes, 
negative  x-ray  examination,  with  or 
without  the  history  of  trauma,  and  espe- 
cially if  there  is  a recent  history  of  slight 
skin  or  other  infection,  our  diagnosis  is 
all  but  proved.  The  final  proof  comes  in 
the  operating  room,  the  laboratory,  or  the 
autopsy  room. 

We  wish  to  report  in  brief  the  cases  of 
acute  osteomyelitis  seen  and  treated  at 
the  Strong  Memorial  Hospital,  University 
of  Rochester  School  of  Medicine,  over  the 
period  of  the  past  ten  years.  These  do 
not  include  cases  following  abscessed 
teeth,  compound  fractures,  or  primarily 
infected  joints.  This  group  was  chosen 
deliberately,  as  it  does  not  represent  cases 
under  the  care  of  one  surgeon,  but  cases 
treated  by  many  methods  by  various 
surgeons  and  orthopedists.  A total  of 
36  cases  are  reported. 

The  most  significant  facts  that  can  be 
drawn 'from  this  table  (which  I have 
not  read  in  detail  for  the  sake  of  brevity) 
are  these:  Few  cases,  14  per  cent,  are 
seen  in  the  hospital  within  forty-eight 
hours  of  the  onset  of  symptoms.  Thus 
when  we  talk  of  immediate  versus  de- 
layed operation  a definite  time  must  be 
stated.  Forty-four  per  cent  of  the  cases 
had  symptoms  dating  back  two  to  seven 
days  before  admission.  In  our  cases  3, 
or  about  8 per  cent,  were  operated  upon 
within  forty-eight  hours  after  onset  of 
symptoms.  All  3 showed  staphylococcus 
aureus  on  culture.  The  wounds  healed 
promptly  without  sequestrum  formation 
and  no  further  symptoms  developed. 
This  has  been  our  experience  in  private 
cases  in  other  hospitals.  In  the  larger 
group  of  cases,  although  operated  upon 
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TABLE  1. — Summary 


36  cases:  Males — 22 

Females — 14 

No. 

Per- 

cent- 

age 

Ages:  Less  than  2 years 

2 

5.6 

From  2 to  12  years 

19 

52.8 

From  12  to  21  years 

12 

33.3 

From  21  years  + 

3 

8.3 

Onset  of  symptoms  prior  to  admission: 


Less  than  48  hours 

5 

13.9 

From  2 to  7 days 

16 

44.4 

From  7 to  30  days 

10 

27.8 

Over  30  days 

5 

13.9 

Treatment:  Operative  in  All 
Time  of  operation,  relative  to  admission: 

on 


Immediate 

30 

83.3 

Within  48  hours 

4 

11.2 

Delayed 

2 

5.5 

Time  of  operation,  relation  to  onset  of 


symptoms: 

Within  48  hours 

3 

8.3 

Within  7 days 

18 

50.0 

Over  7 days 

15 

41.7 

Type  of  operation  employed: 

Incision  of  abscess  only 

2 

5.5 

Incision  and  drilling 

26 

72.2 

Guttering 

3 

8.3 

Curettage 

4 

11.2 

Window 

1 

2.8 

Secondary  operations 

14 

38.8 

Gross  findings  at  operation: 

No  suppuration 

1 

2.8 

Pus  subperiosteal 

2 

5.5 

Pus  subperiosteal  and  in  bone 

27 

75.0 

Pus  in  bone  only 

6 

16.7 

Laboratory  Findings 

X-ray : 


Positive 

9 

25.0 

Negative 

27 

75.0 

Blood  Cultures: 

Positive 

12 

33.3 

Staphylococcus  aureus 

11 

30.5 

Staphylococcus  Hemolyticus 

1 

2.8 

Wound  Cultures: 

Staphylococcus  aureus 

29 

80.5 

Staphylococcus  Hemolyticus 

1 

2.8 

Streptococcus  Hemolyticus 

4 

11.2 

Not  reported 

2 

5.5 

Additional  Treatment: 

Bacteriophage 

2 

5.5 

Transfusions 

5 

13.9 

Infusions 

Routine 

Plaster  casts 

9 

25.0 

Traction 

1 

2.8 

Results: 

Healed 

19 

52.8 

Sinuses  still  draining 

4 

11.2 

Died 

Total  7 

19.5 

Immediate 

5 13 

.9 

Later 

2 5 

.6 

Not  followed 

6 

16.7 

soon  after  admission,  about  an  equal 
number  were  operated  upon  within  one 
week  after  onset  of  symptoms,  and  the 
remainder  were  still  further  delayed.  Of 
those  cases  operated  upon  during  the 
period  of  two  to  seven  days  after  onset,  4 
died,  12  developed  sequestra  or  multiple 
foci,  and  eventually  10  were  reported  as 
healed.  Of  those  15  in  whom  operation 
took  place  later  than  seven  days  after 
onset,  only  1 healed  completely,  3 died, 
and  the  others  developed  sequestra  and 
draining  sinuses,  1 requiring  amputation. 
This  gives  a mortality  of  19.5  per  cent, 
and  complete  healing  in  only  52.8  per  cent. 


Incision  of  the  soft  tissues  and  drilling 
of  the  cortex  with  small  drills  was  the 
operation  of  choice.  This  was  probably 
wise,  as  in  34  of  the  36  cases  infection  was 
found  in  the  spongy  bone  or  medulla. 
Extensive  guttering,  or  curettage,  and 
resection  is  to  be  deplored.  Immobiliza- 
tion was  not  carried  out  in  the  earlier 
cases,  but  is  advisable  and  is  being  used 
at  the  present  time.  Up  to  this  point  it 
would  seem  that  we  agree  with  the  rec- 
ommendations of  Hart,9  Joyner  and 
Smith,2  Fraser,7  Jones  and  Roberts,8 
Sorrel,10  Findlay,6  Gregersen,11  and  pos- 
sibly with  R.  C.  Robertson.12  Appar- 
ently the  methods  and  views  here  ex- 
pressed are  somewhat  opposed  to  those  of 
Philipowicz,13  McNeal,1  Wilensky,14  Le- 
beuf,15  D.  E.  Robertson,4  Fevre,16  Art- 
aud,17 Sorrel  and  Boppe,5  and  Crossan,18 
who  favor  either  delayed  operation,  in- 
cision of  soft  parts  only,  or  the  still  more 
conservative  (?)  nonoperative  treatment 
in  the  hopes  that  the  infection  will  subside 
and  the  abscess  absorb. 

Our  use  of  bacteriophage,  as  advocated 
by  Albee21  and  others,  and  extensive  use 
of  vaccines  and  antitoxins  has  been  too 
limited  to  draw  any  conclusions.  They 
are  undoubtedly  of  value  in  combating 
the  infection,  always  providing  adequate 
surgery  has  been  performed.  Trans- 
fusions, saline,  and  general  suppurative 
care  is  imperative  in  this  as  in  every  other 
infectious  process.  Complete  rest  and 
slight  elevation  of  the  extremity  is  neces- 
sary. Heat,  continuous  if  possible,  also 
aids  in  maintaining  circulation  and  stimu- 
lates healing.  During  the  past  year  we 
have  been  using  the  Cooley  compress  (a 
special  electric  pad  and  rheostat)  to 
maintain  constant  heat  for  the  entire 
healing  period.  Up  to  date  our  cases  are 
too  few  and  too  recent  to  report  in  detail, 
although  the  results  would  seem  to  in- 
dicate more  rapid  and  complete  healing 
with  this  method. 

There  will  always  be  a justifiable  dif- 
ference of  opinion  in  the  treatment  of  this 
disease  based  on  the  individual  surgeon’s 
experience  and  available  hospital  equip- 
ment. This  is  especially  true  when  the 
factors  of  toxicity,  multiple  foci,  varying 
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pathologic  organisms,  and  time  of  onset 
in  relation  to  the  first  examination  enter 
in.  I would  urge  more  careful  use  of  the 
clinical  findings  so  that  a diagnosis  can  be 
made  within  forty-eight  hours  and  can  be 
followed  by  immediate  conservative  sur- 
gery: i.e.,  incision  and  drilling  of  the 
cortex.  A patient  treated  within  this 
time  has  not  ordinarily  reached  the  toxic 
condition  so  frequently  mentioned  in  the 
literature. 

If  the  surgeon  believes  that  it  is  neces- 
sary to  wait  for  a complete  laboratory 
study  and  culture,  the  ideal  time  for 
early  surgery  has  elapsed.  The  patient  is 
toxic  and  rapidly  becoming  more  so. 
Transfusions  and  infusions  are  indicated 
prior  to  and  following  surgery.  Bacterio- 
phage and  antitoxins  are  an  additional 
method  of  therapy. 

Unfortunately,  in  our  series  and  in 
many  of  the  others  the  diagnosis  is  not 
made  early,  so  that  we  may  expect  a fair 
percentage  of  sequestra,  sinuses,  recur- 
rences, and  a mortality  rate  of  10  to  25 
per  cent. 
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Discussion 

Dr.  Fred  H.  Albee,  New  York  City — These 
two  papers,  “Acute  Osteomyelitis”  by  Dr. 
Carl  T.  Harris  and  “The  Rationale  and  Results 
of  Maggot  Therapy  in  Chronic  Osteomyelitis” 
by  Dr.  Joseph  Buchman,  of  New  York  City, 


are  most  timely,  as  they  cover  a considerable 
percentage  of  the  very  perplexing  cases  that 
come  to  the  orthopedic  surgeon.  I think  I 
can  say  I agree  with  everything  that  Dr.  Harris 
has  stated  in  reference  to  acute  osteomye- 
litis, with  the  exception  of  drainage  of  the 
marrow  cavity  by  small  drill  holes.  It  has  been 
my  experience  in  a large  number  of  cases  that 
small  drill  holes,  plugged  with  clots,  have  failed 
to  maintain  drainage.  I much  prefer  to  place  a 
narrow  gutter  or  window  through  the  cortex  of 
the  infected  marrow  cavity — the  length  of  this 
window  depending  wholly  on  the  extent  of  the 
infection  up  and  down  the  marrow  cavity.  I 
am  sure  in  some  cases  that  I have  seen  an  undue 
amount  of  scar  originating  from  inadequate  early 
drainage,  and  it  is  very  perplexing  and  interferes 
seriously  with  the  clearing  up  of  the  lesion.  I 
was  glad  to  see  that  Dr.  Harris  emphasized 
supportive  treatment  and  particularly  trans- 
fusions, the  benefits  of  which  cannot  be  too 
strongly  emphasized.  Dr.  Harris’  statistics  were 
interesting,  particularly  in  that  they  showed 
that  33  V3  per  cent  of  all  of  his  cases  were  com- 
plicated by  blood  stream  infections.  I consider 
the  bacteriophage  treatment,  as  developed  by 
myself,  the  very  best  type  of  treatment  in  that  it 
allows  the  surgeon  to  combat  the  blood  stream 
infection,  with  equal  efficacy  to  that  of  the  granu- 
lating wound,  by  a specific  laboratory-bred  and 
tested  bacteriophage  injected  into  the  blood 
stream  in  a vegetable  vehicle,  namely,  asparagine. 
A specific  bacteriophage  in  most  of  the  infec- 
tions, particularly  the  staphylococcus,  is  potent 
and  effectively  germicidal  in  a dilution  of 
1-10,000,000. 

Dr.  Isadore  Zadek,  New  York  City — I am 
in  agreement  with  Dr.  Harris’  presentation 
of  the  picture  of  acute  osteomyelitis  of  the 
long  bones,  and  am  in  accord  with  his  feeling 
that  the  condition  is  a surgical  emergency  that 
calls  for  immediate  operation.  When  one  has 
seen  a child  with  acute  osteomyelitis  that  has 
been  operated  upon  within  a few  hours  after  the 
onset  of  the  clinical  symptoms,  as  I have  on 
several  occasions,  and  has  noted  the  immediate 
change  in  the  patient’s  condition  so  that  directly 
there  is  an  abrupt  drop  in  the  temperature,  with 
subsidence  of  toxic  symptoms,  one  is  necessarily 
impressed.  No  pus  may  be  evident  at  the  opera- 
tion but  the  culture  from  the  bone  drillings  will 
be  positive.  When  one  has  seen  these  wounds 
heal  readily  following  the  operation  without  the 
formation  of  sequestra,  and  with  a rather  narrow, 
nonadherent  scar,  the  favorable  outcome  is  more 
impressive.  One  naturally  compares  these  with 
other  patients,  where  the  operation  has  not  been 
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performed  for  a number  of  days  or  weeks  after 
the  onset  and  where  the  disease,  instead  of  being 
localized  in  the  bone,  has  progressed  so  that  one- 
half  or  two-thirds  of  the  shaft  has  become  in- 
volved, necessitating  additional  operations, 
suffering,  and  expense.  The  scar  in  these  latter 
patients  is,  of  course,  broad  and  adherent  and 
there  is  always  the  likelihood  of  a recurrence. 
The  healed  bone  is  irregular  in  contour,  in  con- 
trast to  the  one  operated  upon  very  early,  where 
the  bone  is  restored  to  normal  as  far  as  one  can 
tell.  Furthermore,  the  patient  not  operated 
upon  early  is  more  prone  to  develop  extension  of 
the  local  process  and  multiple  foci.  This  is  to  be 
expected  when  we  realize  that  pus  is  present  in  a 
rigid  tube  under  tension. 

In  very  young  children  the  condition  seems 
milder  than  in  the  older  ones.  For  the  past 
several  years  I have  been  very  much  interested 
in  acute  osteomyelitis  of  the  long  bones  in  adults, 
and  whereas  the  clinical  picture  may  be  the  same 
as  one  sees  in  childhood,  it  frequently  is  different, 
and  in  the  early  stages  is  a relatively  mild  affair 
and  tends  to  remain  more  localized.  If  untreated 
surgically,  the  process  spreads. 

The  picture  as  seen  in  the  adult  is  frequently 
a very  indefinite  affair.  There  is  usually  no 
history  of  preceding  injury,  or  of  a preceding  or 
concomitant  infection  elsewhere  in  the  body. 
The  patient’s  complaint  is  one  of  pain,  often 
poorly  localized.  At  the  time  of  onset  and  for 
days  the  adult  frequently  shows  a temperature 
approximately  normal  and  a white  blood  count 
approximately  normal  without  a material  in- 
crease in  the  polymorphonuclear  leukocytes. 

The  pathologic  picture  is  different.  The 
changes  are  essentially  local  periosteal  ones 
associated  with  central  involvement  of  the  shaft. 


This  is  due  to  a more  even  blood  supply  to  the 
bone,  in  contrast  to  a greater  blood  supply  about 
the  metaphyseal  region  in  children.  There  is 
greater  likelihood  of  joint  involvement  in  the 
adult  because  the  cartilaginous  barrier  of  the 
epiphysis  has  disappeared.  At  operation  one 
may  find  a local  cortical  thickening  bathed  in  a 
couple  of  cubic  centimeters  of  pus  and,  in  this 
contingency,  the  surgeon  should  not  be  misled 
into  believing  that  there  is  a suppurative  peri- 
ostitis present.  This  is  part  of  the  picture  of  an 
osteomyelitis,  and  the  shaft  of  the  bone  should 
be  opened.  In  an  adult  I prefer  removal  of  a 
small  window  of  cortical  bone  rather  than  mak- 
ing drill  holes  as  I do  in  children.  Sequestrum 
formation  in  adults  is  rare.  The  organism  is 
usually  a staphylococcus  aureus.  It  may  be  a 
streptococcus. 

Realizing  how  poorly  osteomyelitis  is  treated, 
and  I think  it  is  the  most  poorly  treated  of  all 
surgical  conditions,  acute  osteomyelitis  in  adults 
(fortunately  infrequent)  is  more  poorly  handled. 


I have  not  had  sufficient  experience  with  the 
use  of  maggots  to  discuss  Dr.  Buchman’s  paper 
intelligently.  I have  seen  a number  of  his 
patients  who  have  been  operated  upon,  and  one 
question  arises : whether  or  not  the  excellent  re- 
sults that  he  is  getting  are  perhaps  due  in  part 
to  improvement  in  his  surgical  technic  and 
judgment  based  on  his  further  experience,  as  I 
am  firmly  convinced  that  in  chronic  osteomyelitis 
the  operative  procedure  called  for  is  an  extensive 
saucerization  with  removal  of  all  necrotic  bone 
and  with  an  adequate  circulation  established 
into  good  bone  at  each  end  of  the  trough. 


YELLOW  CHALK  AND  LEAD  POISONING 
There  has  been  considerable  agitation  for  the 
use  of  yellow  chalk.  Some  school  systems  have 
made  the  change  to  yellow. 

It  is  reported  that  in  Wisconsin  an  outbreak 
of  lead  poisoning  has  occurred  among  school 
children.  Investigators  started  the  usual  ques- 
tioning and  testing  that  is  a part  of  modern 
health  protection.  Was  this  disease  general  to 
the  community?  No.  It  was  confined  to  school 
children.  What  factor  in  the  school  environ- 
ment might  cause  this  disease?  Which  of 
these  was  a newly  appeared  factor? 

The  testimony  and  the  evidence  pointed  at 
this  new  chalk,  reports  the  Journal  of  School 
Health.  How  can  the  suspicion  be  proved? 


Test  the  air!  The  classroom  air,  when  tested 
for  lead,  was  found  to  contain  several  times  the 
amount  of  lead  that  would  be  tolerated  by  public 
health  authorities  in  industries  handling  lead 
products.  As  a precaution,  the  use  of  yellow 
chalk  has  been  forbidden  in  the  schools  of  Mil- 
waukee. 

Lead  is  commonly  used  as  an  ingredient  in 
colored  chalks  because  of  its  cheapness.  No 
chalk — other  than  white — should  be  used  in  the 
schools  until  manufacturers  change  their  habit, 
and  until  chemical  tests  prove  these  new  chalks 
free  from  lead  or  other  toxic  material.  A labora- 
tory test  of  one  yellow  chalk  showed  6 per  cent 
lead  content. 


SULFAPYRIDINE  IN  THE  TREATMENT  OF  PNEUMONIA 

Report  of  100  Cases 

Benjamin  R.  Allison,  M.D.,  Hewlett,  New  York 

{From  the  Medical  Service  of  the  Nassau  Hospital,  Mineola,  Long  Island ) 


Sulfapyridine  has  been  used  in  the 
treatment  of  pneumonia  at  the 
Nassau  Hospital  since  January  1 of  this 
year.  Through  the  courtesy  of  a well- 
known  manufacturer  the  drug  was  fur- 
nished to  the  hospital  with  the  under- 
standing that  accurate  case  records  be 
kept  and  the  director  of  the  medical 
service  be  responsible  for  its  use.  In- 
structions to  this  effect  with  an  outline  of 
approved  procedure  were  sent  to  each 
member  of  the  hospital  staff,  and  a special 
chart  was  provided  for  these  cases.  Al- 
though this  series  of  cases  includes  private 
as  well  as  ward  patients,  the  staff  gen- 
erally cooperated  fully  in  carrying  out  the 
program  and  keeping  good  records.  It 
was  impossible,  because  of  a lack  of  suffi- 
cient trained  personnel  in  the  hospital, 
to  undertake  a definite  research  into  any 
one  phase  of  the  use  of  sulfapyridine; 
however,  we  feel  that  the  results  of  our 
first  100  cases  are  of  sufficient  value  to 
publish. 

Material  Presented 

Every  case  of  pneumonia  admitted  to 
the  hospital  was  given  sulfapyridine 
whether  or  not  a pneumococcus  was 
found  in  the  sputum.  If  a patient  was 
desperately  sick  on  admission,  or  did  not 
respond  promptly  to  the  drug,  serum  was 
also  given.  The  sputum  was  examined 
at  least  once  in  97  cases.  A pneumococ- 
cus was  found  in  70  individuals,  and  27 
were  negative  for  pneumococci.  Blood 
cultures  were  done  in  70  cases  and  blood 
counts  and  urinalyses  were  done  in  all 
cases.  Blood  sulfapyridine  determina- 
tions were  done  in  only  a few  of  these 
cases  as  the  heavy  volume  of  work  in  the 
laboratory  made  this  impossible.  Par- 
ticular attention  was  paid  to  evidence  of 
toxic  effects  on  the  blood,  skin,  kidneys, 
liver,  and  gastrointestinal  tract. 


The  severity  of  illness  in  this  group  of 
patients,  seemed,  as  far  as  could  be 
determined,  to  be  comparable  to  any 
similar  series  of  pneumonias  admitted  to 
the  hospital  during  recent  years.  Early 
in  the  winter  the  County  Health  De- 
partment found  that  there  were  many 
nonpneumococcic  pneumonias  with  a low 
mortality  rate  being  reported,  but  later 
these  became  fewer  and  the  cases  were 
generally  more  severe.  During  the  first 
five  months  of  1939,  929  cases  of  pneu- 
monia were  reported  to  the  Health  De- 
partment, with  a mortality  rate  of  8.8 
per  cent.  A few  cases  removed  to  New 
York  City  hospitals  are  still  to  be  re- 
ported on.  About  400  of  these  cases 
were  sent  to  local  hospitals,  all  of  which 
have  been  using  sulfapyridine  since  Janu- 
ary 1.  One  can  assume  that  most  of  the 
sickest  cases  were  hospitalized,  and  since 
the  drug  was  placed  on  the  market  it 
has  been  quite  generally  used  in  this 
county.  The  only  definite  evidence 
that  these  cases  were  less  severe  than 
other  years  is  the  low  percentage  of 
positive  blood  cultures.  In  65  cases,  one 
lobe  was  involved;  in  29,  two  lobes; 
and  in  6,  more  than  two.  In  90  of  the 
100  cases  the  site  of  the  lesion  was 
confirmed  by  x-ray. 

Sixty-one  cases  were  admitted  before 
the  fourth  day  of  the  disease,  20  on  the 
fourth  day,  and  19  after  the  fourth  day. 
Forty-two  cases  occurred  in  children 
under  10  years  of  age,  9 of  these  occurring 
during  the  first  year.  The  adults  showed 
the  usual  distribution  in  age  groups. 

The  average  number  of  days  spent  in 
the  hospital  was  13.8  per  case. 

Mortality 

Four  of  the  100  cases  died,  1 infant  and 
3 adults.  In  each  death  there  is  good 
reason  for  argument  as  to  whether 
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the  death  should  be  considered  a sulfa- 
pyridine  failure,  but  since  the  drug 
was  given  we  feel  that  they  should  be  re- 
ported as  part  of  our  series. 

Brief  histories  of  the  cases  which  died 
follow : 

Case  23. — An  11 -month-old  baby  admitted  on 
the  sixth  day  of  illness  desperately  sick.  Three 
lobes  were  involved,  this  confirmed  by  x-ray. 
Two  sputum  examinations  showed  an  unidenti- 
fied pneumococcus  in  Pool  C.  Blood  culture 
was  not  taken.  The  child  was  given  3.0  Gm.  of 
sulfapyridine  in  seven  doses  and  died  thirty 
hours  later  having  shown  no  response. 

Case  42. — A 33 -year-old  woman  admitted  on 
the  sixth  day  with  two  lobes  involved  showed  a 
Type  I in  the  sputum  and  a very  heavy  growth 
of  Type  I in  the  blood.  Leukocyte  count  6,100 
with  76  per  cent  polymorphonuclears.  She  re- 
ceived 400,000  units  of  Type  I serum  and  6 Gm. 
of  sulfapyridine.  She  vomited,  so  it  is  difficult  to 
tell  how  much  of  the  drug  was  retained.  She 
died  in  twenty-four  hours. 

Case  57. — A 73-year-old  woman  admitted  on 
the  fourth  day  with  a Type  III  in  the  sputum, 
not  very  sick — only  one  lobe  involved.  An 
acute  otitis  media  developed  showing  Type  III 
pneumococcus.  She  was  given  22  Gm.  of  the 
drug  and  showed  a prompt  beneficial  response, 
but  on  the  sixth  day  the  temperature  began  to 
rise  and  she  died  on  her  fifteenth  day  in  the 
hospital.  No  demonstrable  toxic  effects  of  the 
drug.  She  developed  a paralytic  ileus  three  days 
before  death. 

Case  73. — A 22-year-old  woman  admitted  on 
fifth  day  with  whole  right  lung  involved.  Type 
I in  sputum  but  blood  culture  negative  on  two 
occasions;  625,000  units  of  serum  and  52  Gm. 
of  sulfapyridine  were  given.  Seemed  better 
clinically  but  lung  did  not  clear  or  temperature 
go  down  after  initial  response  to  treatment. 
Died  on  fourteenth  day.  The  autopsy  showed 
multiple  septic  infarcts  in  lung,  as  well  as  pneu- 
monia. Autopsy  cultures  showed  no  pneumo- 
cocci but  a streptococcus  viridans  and  hemolytic 
staphylococcus.  Careful  search  at  autopsy  re- 
vealed no  evidence  of  damage  to  bone  marrow, 
liver,  spleen,  or  kidneys  due  to  the  drug. 

Pneumococcus  Types 

In  70  cases  a pneumococcus  was  found 
classified  as  follows:  Type  I,  11;  Types 
III,  VIII,  XIV,  6 each;  Type  IV,  4; 
Types  V,  VII,  XIX,  XXII,  XXIII,  2 
each;  Types  VI,  XI,  XV,  XVI,  XVII, 
XVIII,  XX,  XXI,  XXVIII,  XXIX,  1 


each.  There  were  17  cases  which  showed 
more  than  one  type  or  in  which  the  type 
could  not  be  identified.  Thirteen  of 
these  appeared  in  a definite  pool  but 
could  not  be  isolated,  and  4 showed  more 
than  one  type — 1 showing  six. 

Blood  Cultures 

Six  of  70  blood  cultures  were  positive; 
3 were  Type  I;  2,  Type  VIII;  and  1 was 
unidentified.  One  Type  I,  with  a very 
heavy  growth  in  an  alcoholic  with  hyper- 
tention,  made  a dramatic  recovery; 

40.000  units  of  serum  were  given  after 
the  blood  culture  had  become  sterile 
because  the  pulse  stayed  up  in  spite  of 
a satisfactory  temperature  drop.  The 
serum  was  stopped  because  of  unfavorable 
reaction  during  administration.  One, 
with  a heavy  growth,  died  in  twenty- 
four  hours  in  spite  of  400,000  units  of 
serum  and  sulfapyridine.  A third,  a 
cardiac  with  acute  cholecystitis  and  26 
colonies  to  4 cc.  of  blood,  recovered  after 

300.000  units  of  serum  and  46  Gm.  of  the 
drug.  The  Type  VIII  cases  both  re- 
covered, 1 showing  8 colonies  to  1 cc.  of 
blood  and  the  other  only  1 colony  to  10  cc. 
The  unidentified  case  with  9 colonies  to  8 
cc.  recovered. 

Dosage  of  Sulfapyridine 

An  initial  dose  of  2 Gm.  followed  by 
1 Gm.  every  four  hours  was  given  in 
most  of  the  adult  cases.  At  first  we 
planned  to  give  a minimum  of  15  Gm. 
to  every  patient,  but  on  finding  that  some 
patients  responded  so  promptly  to  smal- 
ler dosage,  the  tendency  was  to  stop  the 
drug  sooner.  Of  the  58  adults,  28  re- 
ceived a total  of  less  than  15  Gm.; 
15  received  from  15  to  25  Gm.;  10  from 
25  to  40  Gm.;  and  5 received  more 
than  40  Gm.  The  average  total  dosage 
was  19  Gm.  per  case.  Our  impression 
is  that  small  dosage,  certainly  much 
smaller  than  the  25  Gm.  originally  sug- 
gested, will  prove  sufficient  in  many  cases. 
In  children  a daily  dosage  of  0.2  Gm. 
per  kilo  of  body  weight,  reducing  this  to 
0.1  Gm.  after  the  first  twenty-four  hours, 
was  originally  given.  Of  course,  in 
older  children  the  adult  dose  was  not 
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Table  1. — Dosage  for  9 Infants 


Grams 

sulfa- 

Age 

Type 

pyridine 

Response 

10  mo. 

III 

4.5 

Prompt 

11  mo. 

XV 

18.5 

Prompt,  then  lysis 

11  mo. 

Pool  C. 

3.0 

Died 

4 mo. 

XI 

2.5 

Prompt 

9 mo. 

XIV 

2.5 

Prompt 

2 mo. 

VI 

11.0 

Slow 

8 mo. 

IV 

5.7 

Prompt 

3 mo. 

XXII 

3.5 

Prompt 

7 weeks 

Negative 

10.0 

Prompt  with  recurrence  of 
temperature 

exceeded.  Children  seem  to  tolerate  the 
drug  so  well  that  in  some  cases  much 
larger  amounts  were  given.  The  average 
total  dosage  for  children  was  7.0  Gm. 
In  9 infants  under  1 year  of  age  the  above 
total  dosage  was  well  tolerated  in  every 
case. 

Response  to  Sulfapyridine 

As  a rule,  the  temperature  in  an  inter- 
val of  from  twelve  to  thirty-six  hours 
showed  a marked  drop  and  with  it  the 
pulse  and  respiratory  rate.  The  general 
appearance  and  sense  of  well-being  of 
the  patient  showing  a corresponding 
improvement.  The  temperature  response 
seems  to  be  a good  index  of  the  extent  of 
improvement.  Our  cases  can  be  quite 
definitely  classified  in  these  groups: 

I.  — Prompt  response:  those  in  which 
the  temperature  comes  down  to  between 
98  and  100  F.  within  thirty-six  hours  and 
stays  down:  71  of  the  cases  were  in  this 
group. 

II.  — Prompt  initial  response  then  ir- 
regular temperature:  these  cases  showed 
a satisfactory  early  response  then  re- 
turned to  normal  by  lysis,  or  the  tem- 
perature recurred  after  varying  intervals. 
There  were  12  in  this  group,  9 of  which 
were  proved  pneumococcic  pneumonias. 

III.  — Questionable  or  no  response:  in 
this  group  the  temperature  or  course  of 
disease  seemed  little  influenced  by  the 
drug.  Three  of  the  4 deaths  and  the  1 
empyema  in  the  series  were  in  this  group. 
Of  the  17  cases  so  classified,  11  showed  a 
pneumococcus. 

There  were  4 cases  in  Group  II  in 
which  the  temperature  rose  to  around 
101  and  102  F.  for  two  or  three  days 
directly  after  the  drug  was  stopped.  In 


these  cases  the  temperature  would  proba- 
bly have  stayed  down  had  the  drug  been 
continued  longer,  for  there  was  nothing 
found  to  account  for  the  temperature 
rise.  In  no  case  did  we  encounter  a late 
rise  in  temperature  which  appeared  to  be 
due  to  the  drug. 

In  27  cases  no  pneumococcus  was 
found  in  the  sputum,  and  22  of  this 
number  showed  a prompt  response  to 
treatment.  It  is,  of  course,  possible  that 
further  sputum  examinations  would  have 
revealed  pneumococci.  This  finding  is 
most  interesting,  for  one  would  not  ex- 
pect such  a high  percentage  of  prompt 
responses  in  nonpneumococcus  pneu- 
monias. From  our  results  we  at  least 
seem  justified  in  our  decision  to  treat  all 
pneumonias  with  sulfapyridine. 

Serum 

Eight  cases  were  also  treated  with 
serum.  They  were  all  very  sick  and  6 
recovered.  Seven  were  Type  I and 
1 was  Type  V.  Two  Type  I cases  re- 
ceiving 625,000  and  400,000  units  of 
serum  died.  Two  others  received  ade- 
quate dosage  and  did  well.  The  other 
4 were  given  relatively  small  doses  which 
were  discontinued  because  the  patients 
were  so  greatly  improved. 

Toxic  Manifestations 

There  were  no  serious  toxic  signs  in  any 
of  these  cases.  Vomiting  occurred  in 
varying  degrees  in  31.  In  only  a few  was 
it  necessary  to  permanently  stop  the 
drug  because  of  vomiting.  Of  the  42 
children,  only  6 vomited.  Blood  counts 
were  done  on  all  cases,  averaging  3 plus 
for  each  adult  case . W e were  unable  to  do 
daily  counts  but  nearly  every  case  had  at 
least  two  counts  done  during  the  acute 
stage  and  one  during  convalescence. 
When  indicated  more  counts  were  done, 
and  in  cases  which  recovered  quickly  and 
were  doing  well,  fewer  were  done.  There 
was  no  case  which  showed  by  the  blood 
picture  or  by  clinical  observation  any 
definite  blood  dyscrasia. 

No  case  developed  an  acute  nephritis 
thought  to  be  due  to  the  drug.  In  many 
cases  albumin  and  in  some,  casts  and  red 
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blood  cells  were  found  but  not  unlike  the 
urinary  findings  in  any  series  of  pneu- 
monia cases.  Again,  this  observation  is 
based  partly  on  clinical  evidence,  for 
not  nearly  enough  urines  were  examined 
after  the  acute  phase  to  make  our  ob- 
servations accurate. 

One  case  showed  a mild  jaundice  on  the 
fourth  day  of  treatment  and  the  drug 
was  stopped.  The  jaundice  cleared  in 
three  days.  On  the  day  the  jaundice 
appeared  the  blood  count  was:  hemo- 

globen,  90  per  cent;  red  blood  cells,  4.5; 
leukocytes,  27,200  with  84  per  cent  poly- 
morphonuclears.  This  may  or  may  not 
have  been  a toxic  hepatitis  due  to 
sulfapyridine. 

Cyanosis  did  not  occur  except  as  it 
might  with  any  pneumonia.  There  were 
no  rashes  or  other  skin  lesions. 


Conclusions 

A death  rate  of  4 per  cent  is  very  low 
for  any  series  of  pneumonia  cases,  and 
compares  favorably  with  similar  sulfa- 
pyridine series  reported.  The  mortality 
rate  at  the  Nassau  Hospital  for  all 
pneumonias  during  the  past  four  years  is 
as  follows:  1935,  19  per  cent;  1936, 

20.9  per  cent;  1937,  18.1  per  cent; 
1938,  11  per  cent. 

From  our  experience  sulfapyridine  is  a 
relatively  safe  and  easily  administered 
drug  and  simplifies  markedly  the  treat- 
ment of  pneumonia.  The  patient  is  made 
more  comfortable,  his  condition  is  less 
apt  to  become  critical,  complications  are 
less  frequent,  less  oxygen  is  required, 
and  less  nursing  care  is  needed.  There- 
fore, a saving  in  time  and  expense 
results. 


NEW  ZEALAND  DOCTORS  BLOCKING 
SOCIALIZED  MEDICINE 

Socialized  medicine  has  struck  a rock  in  New 
Zealand  in  the  shape  of  the  refusal  of  the  doctors 
to  sign  contracts  for  service  under  it.  Why  they 
refuse  is  told  by  the  Wellington  (New  Zealand) 
correspondent  of  the  British  Medical  Journal. 
He  says  that  the  New  Zealand  government  com- 
pletely fails  to  understand  that  the  basis  of  the 
doctors’  objections  is  not  financial.  Payment 
has  been  hardly  ever  discussed  by  the  profession. 
The  objection  is  to  complete  nationalization. 
The  doctors  value  their  freedom  and  shrink  from 
bureaucratic  control.  Such  in  their  opinion 
would  lead  to  the  degradation  of  their  profes- 
sional status,  make  clerks  of  them,  providing 
innumerable  returns,  and,  above  all,  lower  the 
standard  of  service  to  their  patients.  On  this 
they  stand  fast.  It  is  in  no  sense  a “strike,”  be- 
cause under  the  Act  acceptance  of  service  is 
voluntary  and  not  compulsory.  The  govern- 
ment now  threatens  compulsion.  It  hints  at  the 
importation  of  alien  doctors  and  the  suspension 
of  the  Medical  Registration  Act.  However,  a 
very  large  section  of  the  thinking  public  is  with 
the  doctors  in  their  trials.  Such  friends  believe 
that  the  doctors  wish  to  give  the  very  highest 
and  most  untrammeled  class  of  service  to  their 
patients  as  they  have  endeavored  to  do  in  the 
past.  The  issue  rests  with  the  government.  If, 
with  its  power,  it  strives  to  force  its  policy  of 
nationalization  it  will  have  a discontented  pro- 
fession and  unwilling  service. 


“HEALTH  CARDS”  FOR  DOMESTICS 
ADVOCATED 

Declaring  that  one-fourth  of  the  children  of 
high  school  age  in  Westchester  County  “show 
evidence  of  tubercular  infections,”  and  that 
there  are  18,000  tubercular  teachers  in  the  ele- 
mentary and  secondary  schools  of  the  United 
States,  Dr.  Fairfax  Hall,  of  New  Rochelle, 
chairman  of  the  national  committee  on  contact 
infections  of  the  American  Academy  of  Pediat- 
rics, advocated  a nation-wide  movement  to 
establish  “health  cards”  for  domestic  servants, 
at  the  annual  eastern  regional  conference  of  the 
academy  at  the  Waldorf-Astoria  Hotel  in  New 
York  City.  Six  hundred  pediatricians  from 
twelve  eastern  states,  Quebec,  and  Ontario 
attended  the  convention. 

Dr.  Hall’s  address  was  a report  on  the  progress 
of  the  academy’s  campaign  to  control  contact 
infections,  which  advocates  periodic  health  ex- 
aminations for  parents,  domestic  servants, 
teachers,  and  all  adults  who  have  close  associa- 
tion with  children.  This  drive  and  the  program 
for  raising  health  standards  in  summer  camps 
for  children,  discussed  by  Dr.  Warren  R.  Sisson, 
of  Boston,  received  special  attention. 

With  the  elimination  of  the  danger  of  trans- 
mission of  germs  in  milk,  adults  have  become  the 
chief  transmitter  of  infection  to  children,  Dr. 
Hall  said.  In  the  preventive  campaign,  Dr. 
Hall  reported,  health  card  committees  have  been 
established  in  forty-four  states,  the  District  of 
Columbia,  and  the  Territory  of  Hawaii. 


NEWER  CONCEPTS  OF  BACILLARY  DYSENTERY  AND  OTHER 
TYPES  OF  INTESTINAL  INFECTION 

Joseph  Felsen,  M.D.,  New  York  City 

( From  the  Department  of  Laboratories  and  Research,  The  Bronx  Hospital,  New  York  City) 


The  subject  of  intestinal  infection  is 
an  interesting  study  in  contrasts. 
Older  concepts  based  upon  empiric  ob- 
servation alone  are  being  slowly  dissipated 
in  the  light  of  more  careful  bacteriologic, 
pathologic,  and  clinical  investigations. 
Thus,  we  are  learning  that  the  term  “coli- 
tis” should  be  properly  applied  only  to 
conditions  involving  an  inflammation  of 
the  colon.  “Enteritis”  or  “gastroenteri- 
tis,” loosely  used  to  imply  an  inflamma- 
tion of  the  stomach  or  small  bowel,  is 
often  negatived  by  necropsy  findings, 
which  reveal  involvement  of  the  colon 
alone  or  ileum  and  colon  without  dis- 
cernible pathology  in  the  stomach.  The 
vomiting  may  be  merely  a toxic  manifes- 
tation due  to  a disturbance  of  the  cere- 
bral or  peripheral  nervous  mechanism. 

We  have  been  accustomed  to  think  of 
intestinal  infections  in  terms  of  purely 
local  effects  produced  by  noxious  sub- 
stances within  the  bowel.  This  may  be 
so  in  many  instances  in  which  bacteria, 
toxins,  viruses,  parasites,  or  heavy  metals 
affect  the  mucosa  by  direct  contact  and 
absorption.  A striking  example  is  the 
E.  histolytica,  which  elaborates  a his- 
tolytic  ferment  and  burrows  its  way  in 
and  under  the  mucosa  into  the  sub- 
mucosal lymphatics.  There  is  another 
mechanism,  however,  which  has  received 
very  little  attention,  but  which  is  prob- 
ably responsible  for  a large  group  of  in- 
testinal infections.  I refer  to  the  indirect 
hematogenous  excretory  mechanism,  in 
contrast  to  the  previously  described  di- 
rect excretory  mechanism.  The  indirect 
hematogenous  route  implies  that  noxious 
agents,  originating  either  within  the  bowel 
lumen  or  in  some  extraenteric  focus  like 
the  throat  or  respiratory  system,  enter 
the  blood  stream  and  are  excreted  through 


the  intestines  and  kidneys.  During  this 
process  substances  brought  to  the  in- 
testinal wall  by  the  mesenteric  vessels 
meet  a vast  protective  barrier  in  the 
form  of  innumerable  lymph  nodules, 
which  the  blood  vessels  embrace  in  a 
fine  filamentous  network  and  whose  sub- 
stance they  penetrate.  This  arrange- 
ment readily  explains  the  rather  mystify- 
ing group  of  intestinal  infections  in  which 
no  known  intestinal  organism  of  etiologic 
significance  can  be  recovered,  although 
definite  intestinal  pathology  is  present. 
These  changes  can  be  best  studied  in 
necropsy  specimens  by  means  of  the  in- 
testinal illuminator1  and  in  the  living 
tissues  by  the  aid  of  red  and  green  color 
filters  during  sigmoidoscopy.2  The  de- 
gree of  inflammatory  response,  of  which 
congestion  and  lymphoid  hypertrophy 
are  the  earliest  manifestations,  depends 
upon  the  nature  of  the  infecting  organ- 
ism. It  is  particularly  striking  in  bacil- 
lary dysentery,  in  which  there  is  a definite 
progression  of  pathology3  involving  three 
successive  stages,  viz.:  (1)  punctate 

follicular  hyperplasia;  (2)  punctate  folli- 
cular necrosis;  and  (3)  discrete  and  con- 
fluent ulceration.  The  typical  intestinal 
lesions  can  be  produced  in  rabbits  by  the 
intravenous  injection  of  either  living 
dysentery  organisms  or  their  toxins,  the 
bacilli  appearing  in  the  previously  dysen- 
tery-free bowel  within  twenty-four  hours. 
A similar  phenomenon  occurs  in  the 
human,  the  intestinal  lesions  being  pro- 
duced during  the  process  of  excretion  of 
the  absorbed  toxin  from  the  blood  vessels 
into  the  lumen  of  the  bowel.  These 
observations  are  of  the  utmost  clinical 
importance  because  diarrhea  in  bacillary 
dysentery,  as  in  nearly  all  intestinal  in- 
fections, is  a protective  response  by  the 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  25,  1939 

1562 


August  15,  1939] 


BACILLARY  DYSENTERY 


1563 


body  to  rid  itself  of  the  toxins  and  bac- 
teria. Unwise  use  of  antidiarrheal  reme- 
dies often  results  in  reabsorption  of  toxin 
with  a corresponding  increase  in  systemic 
effects.  Conversely,  the  careful  use  of 
castor  oil  at  the  onset  of  symptoms  may 
abort  the  disease  or  modify  its  course. 

These  facts  lead  us  to  divide  intestinal 
infections  into  two  great  classes,  viz.: 
(1)  those  due  to  organisms  or  their  toxins 
originating  within  the  bowel;  and  (2) 
those  that  merely  represent  focal  mani- 
festations of  some  systemic  disease.  In 
the  first  group  we  may  include  the  dysen- 
tery, typhoid,  Salmonella,  and  staphylo- 
coccus infections.  Their  action  is  largely 
that  of  the  toxins  they  elaborate.  In  the 
second  group  we  may  include  the  strepto- 
coccus, staphylococcus,  meningococcus, 
pneumococcus,  H.  influenzae,  the  virus  of 
rheumatism,  and  periarteritis  nodosa. 
There  are  undoubtedly  many  others. 

Of  the  first  group,  which  might  be 
termed  the  specific  infectious  group,  we 
shall  only  consider  bacillary  dysentery 
because  its  reported  incidence  appears 
to  be  rapidly  mounting,  at  present  con- 
stituting the  largest  member  numerically 
speaking.  The  experimental  and  clinical 
studies  have  been  reported  in  detail  else- 
where. Next  to  syphilis,  bacillary  dysen- 
tery is  probably  the  greatest  disease 
mimic.  Thus,  the  new  forms  include  the 
appendicular  with  acute  distal  ileitis, 
meningitic,  pneumonic,  agranulocytoid, 
constipated,  asymptomatic,  and  afebrile. 
The  names  indicate  their  chief  characters. 
What  is  most  important,  however,  is  that 
unless  the  general  practitioner  recognizes 
these  atypical  cases  at  the  onset,  such 
patients  become  a potential  source  of  con- 
tagion to  those  about  them.  Fortunately, 
the  germs  of  bacillary  dysentery  can  only 
be  transmitted  from  the  intestinal  tract 
of  the  person  who  has  the  disease  to  the 
mouth  of  the  one  who  ultimately  contracts 
it.  This  simplifies  the  problem,  since  the 
atypical  cases  often  do  not  exhibit  diar- 
rhea for  approximately  twenty-four  hours 
after  the  onset.  The  practical  inference 
is  that  any  patient  with  diarrhea  whether 
at  home  or  in  a hospital  should  he  isolated 
at  once.  If  the  cultures  prove  negative, 


• • — - -• — 

When  Cases  of 
Dysentery.  Enteritis  and  Diarrhea 
Are  Studied  the  Incidence  of 
Bacillary  Dysentery  Rises  as 
the  Unclassified  Group  Falls 

: Uniit  -.i  • ' 

. 1933  1934  1935  /9-V  ' 1937- 

Bacillary  625  2,191  7. 2 A 1;.-  .■m  ' 

Amebic  1,573.  1.995-  1.3SS  Uii  ■ 

Vnclassified  17.052  8,1 39  5,961  9s.;f 

*.«»«  19.250  12.330.  13-590  13.3c  ?.C-r  2 ! 

Note  the  steady  rise  «i  the  number  of  cases  of  bacillary 
dysentery,  the  incidence  in  1937  being  sixteen  times 
that  in  1933.  There  is  a coincident  inverse  refa- 
nonship  of  bacillary  to  unclassified  dysentery. 


tery.amebk  dysentery  and  dy  sentery  unclassified,  1^3^1937. 
As  the  reported  cases  of  bacillary  dysentery  increase, 
the  incidence  «f  unclassified  d\  sentery  falls.  Note  the 
steady  low  incidence  of  amebic  dysentery,  unaffect- 
ed by  the  fall  in  the  unclassified  dysentery  curve. 


no  harm  is  done.  Neglect  of  this  simple 
rule  has  been  the  cause  of  many  serious 
institutional  outbreaks  and  contact  cases 
at  home.  The  family  nurse,  who  is 
generally  the  mother,  should  be  taught  to 
isolate  any  member  of  the  family  having 
diarrhea  until  released  by  the  family 
doctor.  No  patient  should  be  so  re- 
leased until  at  least  three  fecal  cultures 
have  been  obtained  on  successive  days. 
Cultures  are  positive  most  frequently 
early  in  the  disease,  when  there  is  a rising 
agglutination  titer  of  the  blood  and  a char- 
acteristic purulent  cytology  to  the  intesti- 
nal discharge.  The  atypical  forms  of 
bacillary  dysentery  to  which  we  have  re- 
ferred constitute  a relatively  small  per- 
centage of  the  total  incidence.  Aside 
from  being  a potential  danger  as  regards 
contact  infection,  they  are  of  absorbing 
interest  because  they  teach  us  that  what 
we  have  hitherto  regarded  as  essentially 
an  intestinal  disease  often  starts  with  ex- 
clusively extraenteric  manifestations. 
Certainly  no  one  will  deny  that  the  sud- 
den onset  of  a chill  with  hyperpyrexia, 
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cough,  rales,  and  misleading  roentgeno- 
graphic  signs  suggest  anything  but  pneu- 
monia. Yet  that  is  exactly  the  mode  of 
onset  in  the  pneumonic  type  of  bacillary 
dysentery.  The  disease  should  therefore 
be  regarded  as  a systemic  disease  with  in- 
testinal manifestations.  Clinical  and  lab- 
oratory investigations  point  to  the  exist- 
ence of  at  least  five  types  of  toxin  in  this 
disease — enteric,  meningitic,  arthritic, 
pneumonic,  and  myelotropic.  The  men- 
ingitic toxin  probably  has  a virus  associ- 
ated with  it,  for  I have  noted  the  constant 
presence  of  a labial  or  nasal  herpes  in 
the  meningitic  type  of  bacillary  dysen- 
tery. 

The  second  group,  in  which  the  intesti- 
nal symptoms  and  signs  are  but  focal 
manifestations  of  systemic  disease,  might 
be  termed  the  nonspecific  infectious 
group.  The  focus  is  entirely  extraenteric. 
It  may  be  located  anywhere  in  the  body, 
most  often  in  the  throat,  bronchi,  lungs, 
meninges,  heart,  joints,  or  genitourinary 
tract.  The  organism,  toxin,  or  virus  has 
no  specific  predilection  for  the  bowel, 


but  is  merely  carried  there  by  the  blood 
stream  to  be  excreted  into  the  lumen 
and  out  of  the  body.  Every  observant 
physician  has  noted  the  beneficial  effects 
of  castor  oil  in  relieving  toxic  manifesta- 
tions at  the  onset  or  during  the  course  of 
contagious  or  infectious  disease.  Often 
the  body  will  spontaneously  incite  diar- 
rheal movements  in  an  effort  to  rid  itself 
of  the  toxin.  The  kidneys  serve  a similar 
function.  During  the  process,  some  dam- 
age may  be  produced  in  the  bowel  wall, 
just  as  in  the  glomeruli  or  tubules  of  the 
kidney.  The  brunt  of  assault  is  borne 
by  the  reticuloendothelial  system  of  the 
lymph  nodules  and  mucosa.  I have  noted 
characteristic  lesions  in  rheumatism 
(rheumatic  intestinal  necrosis),  periar- 
teritis nodosa  (linear  mesenteric  throm- 
boses), pharyngogenic  hematogenous 
streptococcic  peritonitis,  or  so-called 
“primary  peritonitis”  (focal  hemorrhagic 
necroses),  streptococcic,  pneumococcus 
VII,  staphylococcic,  and  meningococcic 
infections,  often  with  embolic  lesions 
within  the  terminal  mesenteric  arboriza- 
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tions.4  Of  considerable  recent  interest 
is  infectious  diarrhea  of  the  newborn  with 
its  attendant  high  mortality.  Studies 
thus  far  are  too  limited  to  permit  any 
broad  generalizations.  It  appears  evi- 
dent that  the  disease  is  confined  to  the 
newborn,  is  contracted  in  institutions  by 
contact,  and  is  notable  for  the  absence  of 
any  recognized  primary  intestinal  organ- 
ism, except  B.  dysenteriae,  which  has  been 
reported  in  some  instances.  Of  further 
interest  is  the  observation  that  the  insti- 
tutional outbreaks  of  infectious  diarrhea 
of  the  newborn  in  New  York  City  parallel 
the  outbreaks  of  bacillary  dysentery  in 
New  York  State.  My  own  limited  stud- 
ies suggest  two  possibilities:  (1)  that  the 
disease  is  a focal  manifestation  of  systemic 
disease,  probably  in  the  upper  respiratory 
tract;  and  (2)  that  the  disease  includes, 
at  least  in  part,  some  cases  of  acute 
bacillary  dysentery. 

Diagnosis 

Confronted  with  a case  of  diarrhea  in  a 
child  or  adult,  the  diagnosis  rests  on  the 
history,  clinical  symptoms  and  signs,  and 
laboratory  study.  A contact  history 
shortly  before  a rather  abrupt  onset  of 
abdominal  cramps  and  diarrhea  with 
fever  strongly  suggests  bacillary  dysen- 
tery. The  presence  of  blood-tinged, 
watery  stools  with  some  mucus  and  puru- 
lent exudate  lends  further  support  to  the 
diagnosis.  Spastic  ileum  and  sigmoid 
are  nearly  always  felt  through  a thin  or 
relaxed  abdominal  wall.  Sigmoidoscopic 
examination  is  without  danger  in  ex- 
perienced hands  and  reveals  the  charac- 
teristic three-stage  progressive  pathology 
in  twenty-four,  forty-eight,  and  seventy- 
two  hours,  respectively.  Amebiasis  has 
a much  longer  incubation  period  than 
acute  bacillary  dysentery,  that  of  the 
former  often  being  a matter  of  weeks, 
while  the  latter  lasts  only  twelve  to 
thirty-six  hours.  The  specific  diagnostic 
features  of  carcinoma,  diverticulitis,  in- 
testinal amebiasis,  or  other  parasitic  in- 
festations, tuberculosis,  typhoid,  and  Sal- 
monella infection,  are  well  understood  and 
can  be  accurately  established  by  the  aid  of 
sigmoidoscopic,  roentgenographic,  warm 


stage,  and  bacteriologic  studies.  The 
nonspecific  intestinal  infections  are  ob- 
viously those  in  which  none  of  these 
specific  agents  can  be  found.  Repeated 
bacteriologic  and  wet  smear  examinations 
should  be  carried  out,  particularly  by  the 
crypt  aspiration  sigmoidoscopic  method,5 
before  a diagnosis  of  nonspecific  infectious 
diarrhea  is  made.  An  extraenteric  focus 
should  then  be  sought,  particularly  in  the 
nasopharynx,  bronchi,  lungs,  and  genito- 
urinary tract. 

Preventive  Therapy 

A good  working  rule  is  to  “isolate, 
culture,  and  not  procrastinate.”  In  in- 
stitutions, responsibility  should  be  cen- 
tralized in  the  hands  of  a hospital  epi- 
demiologist with  full  authority  to  act 
quickly  and  decisively  before  an  outbreak 
spreads  and  causes  unnecessary  morbid- 
ity and  deaths.  Appointments  as  hos- 
pital epidemiologists  afford  opportunities 
to  young  graduates  and  serve  as  a con- 
structive step  in  hospital  management. 
The  confusion  attendant  upon  decentrali- 
zation in  most  hospital  outbreaks  is  a 
sad  commentary  upon  our  otherwise 
commendable  system  of  hospitalization. 
A properly  trained  epidemiologist  aims 
to  prevent  outbreaks  by  constant  super- 
vision of  foodhandlers,  and  lay  and  pro- 
fessional attendants,  and  to  limit  the 
scope  of  outbreaks  when  they  do  occur. 
This  system  has  been  in  successful  opera- 
tion at  our  hospital  for  five  years,  during 
which  time  there  have  been  no  outbreaks, 
although  patients  with  infectious  diarrhea 
are  almost  constantly  admitted  to  our 
wards. 

For  larger  groups  of  people,  intestinal 
infection  is  essentially  a public  health 
problem.  Infectious  diarrheas  are  fre- 
quent accompaniments  of  mass  move- 
ments and  crowded  cities.  The  New 
York  World’s  Fair  will  present  a problem 
of  this  type  and  precautions  must  be 
taken  to  avoid  dysentery  outbreaks. 
Steamship,  bus,  railroad,  and  airplane 
facilities  will  bring  to  our  shore  travelers 
from  widely  separated  localities,  many 
of  them  endemic  centers  of  bacillary 
dysentery.  The  risk  devolves  largely 
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about  foodhandlers,  often  transient  em- 
ployees of  uncertain  habits.  They  should 
receive  fecal  cultures  at  the  time  of  em- 
ployment with  monthly  repetition  there- 
after. Through  the  International  Dysen- 
tery Registry  we  hope  to  secure  the 
friendly  cooperation  of  all  public  health 
agencies,  both  domestic  and  foreign,  in 
the  prevention  and  control  of  intestinal 
infections  at  their  sources.  During  out- 
breaks of  bacillary  dysentery  or  the  non- 
specific infectious  diarrheas  we  have 
found  the  use  of  vaccines  made  up  of  en- 
demic strains,  specific  serum,  and  non- 
specific serum  of  decided  prophylactic 
value,  particularly  in  infants  and  children. 
I have  noted  the  prophylactic  value  of 
vaccine  and  serum  experimentally,  and 
their  practical  application  has  been 
further  attested  by  recent  reports  of 
public  health  officials.6 

The  use  of  face  masks  by  attendants  in 
preventing  the  transmission  of  naso- 
pharyngeal or  respiratory  infections  is  of 
particular  importance  in  the  case  of  in- 
fants, who  often  respond  to  such  infec- 
tions with  intestinal  manifestations. 

Curative  Therapy 

The  treatment  of  infectious  diarrheas, 
whether  of  the  specific  or  nonspecific 
type,  is  based  upon  three  fundamental 
principles : 

1.  If  specific,  and  a therapeutic  serum 
is  available,  use  it  early  and  in  adequate 
dosage.  In  bacillary  dysentery,  the  serum 
is  chiefly  of  value  within  the  first  twenty- 
four  to  forty-eight  hours.  In  outbreaks 
where  commercial  serum  is  not  quickly 
available  it  is  advisable  to  use  the  serum 
or  whole  blood  of  patients  who  have  re- 
covered from  the  disease. 

2.  If  nonspecific,  particularly  in  in- 
fants, administer  the  serum  of  either  par- 
ent parenterally  at  once — 30  cc.  the  first 
day  and  20  cc.  thereafter  until  the  symp- 
toms have  subsided.  Treat  the  primary 
focus. 

3.  Dehydration,  toxemia,  and  acidosis 
are  the  cardinal  features  of  infectious  diar- 
rheas that  demand  prompt  attention. 
Starvation  is  generally  not  a source  of 
anxiety,  since  the  general  nutrition  over  a 


short  period  of  time  which  characterizes 
the  average  case  can  be  maintained  by 
intravenous  therapy.  Frequent  feedings 
by  mouth  are  to  be  avoided,  since  they 
initiate  the  gastrocolic  reflex  and  aggra- 
vate the  number  of  bowel  movements. 
The  simplest  form  of  therapy  is  to  use  an 
intravenous  drip  of  5 per  cent  dextrose 
in  normal  saline  or  hypodermoclysis. 
I have  found  the  RBT  (rice-banana-tea) 
diet  supplemented  by  egg  albumin  water 
(flavored  with  a little  lemon  juice)  very 
useful.  The  importance  of  supplying 
adequate  amounts  of  fluid  and  glucose  is 
particularly  apparent  in  infants  whose 
margin  of  safety  between  life  and  death 
is  exceedingly  narrow  in  diarrheal  dis- 
ease. These  little  patients  often  die  from 
dehydration,  acidosis,  and  toxemia  within 
the  first  twenty-four  hours,  before  ad- 
vanced pathology  occurs  in  the  bowel. 

The  use  of  sulfanilamide  or  one  of  its 
modifications  is  still  in  the  experimental 
stage.  It  should  be  used  cautiously 
since  many  infants  with  infectious  diar- 
rhea already  have  an  acidosis.  I have 
also  noted  irritative  bowel  symptoms, 
with  hemorrhagic  necrosis  and  edema  of 
the  mucosa,  which  appears  somewhat 
fawn  colored. 

In  conclusion,  I wish  to  stress  the  pre- 
ventive aspects  of  infectious  diarrheas. 
Almost  all  are  completely  preventable  by 
well-recognized  and  established  public 
health  methods.  In  this  sense,  health  is 
purchasable.  I am  deeply  convinced  that 
the  most  logical  solution  to  the  problem 
of  chronic  ulcerative  colitis  and  distal 
ileitis  lies  in  the  prevention  of  acute 
bacillary  dysentery.  The  former  are 
but  chronic  manifestations  of  the  initial 
acute  disease,  which  has  a peculiar  pre- 
dilection for  the  distal  portion  of  the 
ileum  and  the  colon.  This  area  may  be 
termed  “the  zone  of  preferential  pathol- 
ogy.” It  is  generally  admitted  by  public 
health  officials  that  the  reported  incidence 
of  dysentery  and  other  infectious  diar- 
rheas is  but  a fraction  of  their  actual  inci- 
dence.7,8 Prolific  sources  of  infection 
are  the  summer  hotels  and  camps,  whose 
short  tenure  and  large  number  make  them 
impossible  of  adequate  supervision  by 
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existing  health  department  facilities.  It 
is  amazing  to  note  how  otherwise  meticu- 
lous parents  disregard  these  important 
considerations,  and  to  note  the  laxity 
that  only  too  frequently  surrounds  out- 
breaks of  so-called  “gastroenteritis.”  I 
have  on  numerous  occasions  been  told  by 
patients  with  acute  bacillary  dysentery 
or  chronic  ulcerative  colitis  how  “only 
visitors  get  diarrhea  until  they  get  used 
to  the  drinking  water,”  while  the  natives 
are  immune.  Yet  the  outbreaks  at  these 
resorts  are  frequently  proved  to  be  due  to 
bacillary  dysentery  to  which  the  natives 
have  already  acquired  a certain  degree  of 
immunity. 

Summary 

The  newer  aspects  of  intestinal  infec- 
tion have  been  presented  and  construc- 
tive suggestions  offered  for  their  preven- 
tion and  treatment. 
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Discussion 

Dr.  Ernest  L.  Stebbins,  Rochester,  New  York — 
It  has  been  a real  privilege  to  have  the  opportu- 
nity to  hear  Dr.  Felsen’s  most  interesting  dis- 
cussion of  bacillary  dysentery.  There  are  many 
of  us  who  believe  with  him  that  bacillary  dysen- 
tery occurs  in  this  part  of  the  country  much  more 
frequently  than  is  generally  believed,  and  that 
the  disability  resulting  from  this  infection  is  far 
greater  than  is  generally  recognized.  As  Dr. 
Felsen  pointed  out,  reported  morbidity  and  mor- 
tality are  grossly  misleading.  Report  of  a case 
as  bacillary  dysentery  has  in  the  past  rarely 
been  made  in  the  absence  of  the  finding  of  gross 
blood  in  the  stools,  although  it  has  been  clearly 
shown  in  numerous  studies  that  in  a large  pro- 
portion of  proved  infections  with  the  various 
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strains  of  B.  dysenteriae,  the  so-called  typical 
dysentery  stool  is  never  observed.  The  milder 
infections  not  infrequently,  however,  are  followed 
by  chronic  illness  and  serious  after-effects. 
Moreover,  the  apparently  mild  case  is  capable  of 
transmitting  the  infection  and  is  frequently  an 
even  greater  menace  than  the  severe  case  be- 
cause it  is  not  recognized  as  dysentery  and  ade- 
quate precautions  to  prevent  the  spread  of  in- 
fection are  not  provided. 

Dr.  Felsen  mentioned  the  evidence  of  the  in- 
creasing prevalence  of  dysentery.  Certainly  the 
number  of  epidemics  recognized  as  due  to  infec- 
tion with  B.  dysenteriae  are  increasing,  but  I 
wonder  if  this  increase  is  not  more  apparent  than 
real.  In  this  state,  as  in  many  others,  an  at- 
tempt is  being  made  to  promptly  investigate  all 
outbreaks  of  illness  associated  with  diarrhea,  and 
in  recent  years  there  has  been  a marked  increase 
in  the  number  of  epidemics  in  which  bacteriologic 
studies  have  been  made,  with  a parallel  increase 
in  the  number  of  epidemics  recognized  as  bacillary 
dysentery.  In  1936,  27  epidemics,  including  ap- 
proximately 1,100  cases  of  diarrheal  disease,  were 
reported  and  studied.  Of  these,  9 outbreaks,  in- 
volving 260  individuals,  were  proved  to  be  bacil- 
lary dysentery.  In  1937,  48  epidemics,  includ- 
ing approximately  1,500  individuals,  were  re- 
ported, and  13  of  these  epidemics,  involving  324 
individuals,  were  shown  to  be  epidemics  of  bacil- 
lary dysentery.  In  1938,  72  epidemics  of  diar- 
rhea, including  3,300  individual  cases,  were 


studied.  Twenty-four  of  these  epidemics,  a 
total  of  approximately  1,200  cases,  were  shown 
to  be  due  to  B.  dysenteriae  infection. 

The  investigation  of  these  epidemics  has  added 
materially  to  existing  knowledge  of  modes  of 
transmission  of  dysentery.  A large  proportion 
of  these  outbreaks  has  occurred  in  summer 
camps  and  summer  hotels  and,  as  Dr.  Felsen  has 
found,  there  is  frequently  a history  that  only  new 
arrivals  developed  the  illness.  In  a number  of 
instances,  however,  numerous  carriers  have  been 
demonstrated  in  the  resident  population.  It 
seems  in  all  probability  that  the  carrier  preva- 
lence in  these  rural  areas  is  high  and  that  in- 
adequately protected  water  and  milk  supplies 
provide  an  opportunity  for  widespread  dissemi- 
nation of  the  infection. 

Recent  efforts  to  obtain  prompt  notification,  in 
order  that  epidemiologic  investigation  including 
bacteriologic  examination  of  stool  specimens 
may  be  made  early  in  the  outbreak,  have  re- 
sulted in  a constantly  increasing  proportion  of 
diarrheal  outbreaks  proved  to  be  dysentery. 
It  seems  most  probable  that  as  an  even  larger 
proportion  of  the  so-called  summer  diarrheal 
outbreaks  are  more  carefully  studied,  an  even 
larger  proportion  will  be  found  to  be  bacillary 
dysentery. 

I would  like  to  repeat  and  emphasize  Dr. 
Felsen’s  admonition  to  “isolate,  culture,  and 
not  procrastinate,”  and  I would  like  to  add 
“report.” 


WHY  THE  BILL  WAS  NOT  PAID 

An  Onondaga  County  physician,  according 
to  the  Bulletin  of  the  County  Medical  Society, 
received  this  letter  from  one  of  his  patients : 

“In  reply  to  your  request  to  send  a check,  we 
wish  to  inform  you  that  the  present  condition  of 
our  bank  account  makes  it  almost  impossible. 
Our  shattered  financial  condition  is  due  to  Fed- 
eral Laws,  State  Laws,  County  Laws,  City 
Laws,  Liquor  Laws,  Mother-in-laws,  Brother-in- 
laws,  Sister-in-laws  and  outlaws. 

“Through  these  laws  we  are  compelled  to  pay 
a business  tax,  amusement  tax,  head  liquor  tax, 
income  tax,  food  tax,  and  excise  tax.  We  are 
required  to  get  a business  license,  car  license, 
operator’s  license,  truck  license,  automobile 
license,  not  to  mention  marriage  license  and  a 
dog  license. 

“We  are  also  required  to  contribute  to  every 
society  and  organization  which  the  genius  of 
man  is  capable  of  bringing  to  life:  to  women’s 
relief,  the  unemployed  relief,  and  the  gold  dig- 
ger’s relief.  Also  to  every  hospital  and  charitable 
organization  in  the  city  including  the  Salvation 


Army,  Community  Chest,  Red  Cross,  Boy 
Scouts,  Girl  Scouts,  Y.M.C.A.  and  Y.W.C.A. 
For  our  own  safety  we  are  required  to  carry 
health  insurance,  life  insurance,  fire  insurance, 
property  insurance,  liability  insurance,  tornado 
insurance,  unemployment  compensation  insur- 
ance and  old  age  insurance. 

“Our  business  is  so  governed  that  it  is  no  easy 
matter  to  find  out  who  owns  it.  We  are  in- 
spected, expected,  suspected,  disrespected,  re- 
jected, dejected,  examined,  re-examined,  in- 
formed, required,  summoned,  fined,  commanded 
and  compelled,  until  we  provide  an  inexhaustible 
supply  of  money  for  every  known  need,  desire 
or  hope  of  the  human  race. 

“Simply  because  we  refuse  to  donate  to 
something  or  other  we  are  boycotted,  talked 
about,  lied  about,  held  up,  held  down  and  rob- 
bed, until  we  are  almost  ruined. 

“We  paid  you  for  the  first  bill  and  for  the 
reasons  mentioned  have  not  paid  for  the  second. 
The  wolf  that  comes  to  many  doors  just  had 
pups  in  our  office.” 


TREATMENT  OF  VARICOSE  VEINS  AND  VARICOSE  ULCERS 
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The  injection  treatment  for  varicose 
veins  and  varicose  ulcers  has  at- 
tained widespread  popularity  in  the 
United  States,  and  is  commonly  accepted 
as  a worth-while  procedure,  productive 
of  satisfactory  results.  Possibly  the 
enthusiasm  of  many  is  unwarranted,  for, 
as  in  other  relatively  new  procedures,  the 
end  results  are  not  observed  by  the  phy- 
sician, who  does  it  only  occasionally  in 
the  course  of  his  everyday  practice. 
One  must  depend  on  large  clinics  for  a 
true  evaluation  of  the  procedure  in 
question.  In  this  discussion,  it  is  not  the 
intention  of  the  author  to  cover  the  entire 
subject  of  varicose  veins  and  their  treat- 
ment by  injections,  nor  to  present  a 
critical  analysis  of  the  work  that  is  being 
done  in  various  centers.  Rather,  an 
attempt  will  be  made  to  present  some  of 
the  problems  associated  with  this  type  of 
treatment  and  the  methods  of  solving 
these  problems. 

These  remarks  are  based  on  the  ex- 
perience obtained  in  personally  treating 
800  patients  with  varicose  veins,  220  of 
whom  had  varicose  ulcers  or  varicose 
eczema.  The  treatment  of  these  800 
cases  involved  approximately  10,000  in- 
jections, and  in  the  last  600  cases,  start- 
ing with  the  year  1933,  a careful  record 
was  kept  during  the  entire  course  of  ’ 
treatment.  Of  these  800  cases,  409  have 
been  studied  at  intervals  of  one  year  to 
five  years  following  completion  of  treat- 
ment in  order  to  obtain  a checkup  on  the 
results.  Each  patient  was  treated  and 
observed  solely  by  the  author,  a fact 
that  would  tend  to  give  significance  to 
the  interpretation  of  the  end  results.  In 
larger  clinics,  where  the  treatment  and 
responsibility  is  divided  among  several 
members  of  a staff  on  service  for  only  cer- 
tain periods  of  the  year,  and  where  statis- 


tics are  gathered  from  another’s  records 
(often  incomplete),  the  value  of  the 
study  of  a series  of  cases  is  not  infre- 
quently questionable. 

As  to  the  technic  of  injection,  the  in- 
dications and  contraindications,  and  the 
complications  following  injections,  there 
is  but  little  to  add  to  the  voluminous 
literature  that  has  been  presented  during 
the  past  few  years.  Individual  clinics 
will  differ  as  to  solutions  used,  position 
of  patient,  the  use  of  tourniquets,  and 
other  details,  but  in  the  main  the  suc- 
cessful treatment  of  this  condition  in- 
volves certain  general  principles  that  must 
be  followed  in  order  that  the  most  desir- 
able results  be  finally  obtained.  Origi- 
nally, quinine-urethane  was  used,  but 
the  last  600  patients  in  this  series  were 
treated  with  5 per  cent  sodium  mor- 
rhuate.  The  patient  stands,  as  a rule, 
and  there  has  been  need  for  the  use  of 
tourniquets  on  only  rare  occasions.  To- 
day there  should  be  no  excuse  for  a slough 
following  an  injection.  It  is  definitely 
due  to  a gross  error  in  technic,  for  with 
solutions  as  mild  as  sodium  morrhuate, 
a few  drops  accidentally  deposited  outside 
the  vein  are  tolerated  by  the  tissues,  and 
it  requires  y3  cc.  or  more  to  produce  a 
slough  ordinarily.  If  the  tissues  are 
scarred  and  indurated,  they  are  less 
tolerant  to  the  injected  solution,  however. 
Also,  small,  thin  walled,  superficial  veins, 
of  course,  need  only  a small  amount  of 
solution.  Too  much  will  cause  an  erosion 
through  the  wall  and  overlying  skin. 

Recurrences  Following 
Injection  Treatment 

The  greatest  problem  in  connection 
with  the  injection  treatment  is  not  that  of 
curing  varicose  veins,  but  rather  that  of 
preventing  recurrences  after  treatment. 
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TABLE  1. — Data  as  to  Recurrences  on  Cases 
Observed 


Number 

of 

Time  of 

Number 
of  Recur- 

Per- 

Cases 

Treatment 

Observation 

rences 

centage 

409 

Injections 

lVs  to 

281 

68.7 

126 

only 

Injections 

5 years 
10  months 

16 

11.9 

plus  liga- 
tion when 
indicated 

to 

18  months 

No  matter  how  large  or  numerous  the 
varicosities,  they  can  all  be  made  to  dis- 
appear, with  a concomitant  subsiding  of 
symptoms  and  with  little  or  no  disability 
during  the  course  of  treatment.  I have 
not  had  a single  instance  in  which  I was 
unable  to  accomplish  this. 

The  problem  of  recurrence,  however, 
presents  certain  difficulties.  By  the 
term  recurrence,  the  following  are  in- 
cluded : first,  those  varicosities  which 

have  been  injected  and  which  at  a later 
date  reappear;  second,  those  varicosi- 
ties, which  were  too  small  to  be  injected 
at  the  time  of  treatment  and  which  later 
attained  greater  size;  and  lastly,  those 
varicosities  that  developed  from  normal 
veins,  following  injection  of  the  varicosi- 
ties present  at  the  time  of  treatment. 
Naturally,  in  any  one  case  of  so-called 
recurrence,  there  is  no  positive  way  of 
determining  to  which  class  the  recurrences 
belong.  One  must  consider  the  possi- 
bility of  their  being  any  one  of  the  three 
types. 

To  anyone  who  has  treated  a large 
number  of  varicose  veins  and  has  had  the 
opportunity  to  follow  them  up  at  inter- 
vals of  six  months  for  a period  of  two  or 
three  years,  one  thing  becomes  obvious: 
namely,  that  the  tendency  for  recurrence 
is  a real  one.  Patients  who,  following k 
completion  of  treatment,  seemed  to  be 
free  of  all  varicosities,  frequently  will 
show  at  the  end  of  a year  or  two  a return 
of  the  condition,  sometimes  as  extensive 
as  before  treatment.  In  using  the  term 
recurrence,  I have  arbitrarily  used  as  a 
definition : those  cases  in  which  there 
were  numerous  small  varices,  or  one  or 
more  large  varices,  or  both. 

Of  the  409  cases  seen  at  least  18  months 
following  completion  of  treatment,  281, 
or  69  per  cent,  showed  many  small  or 


large  veins  that  required  injection.  These 
figures  are  similar  to  those  of  Ochsner  and 
Mahorner,  who  report  recurrences  in 
57.5  per  cent  of  cases  observed.  Natu- 
rally, where  there  were  originally  only  a 
few  small,  isolated  varicosities,  recurrences 
were  not  common.  On  the  contrary, 
where  the  varicosities  were  large  and 
where  the  valves  of  the  saphenous  vein  in 
the  thigh  were  incompetent  as  shown  by 
the  Trendelenburg  test,  or  by  the  Mc- 
Pheeters  pulse  percussion  test  (often  re- 
ferred to  as  Schwartz  test),  recurrences 
presented  themselves  in  over  80  per  cent 
of  cases  treated.  Inasmuch  as  3 out  of 
5 patients  presenting  themselves  for 
treatment  will  show  evidence  of  incom- 
petency of  the  valve  of  the  saphenous 
vein,  it  follows  that  injections  alone  are 
not  sufficient,  and  it  is  in  this  type  of 
case  that  the  ligation  of  the  saphenous 
vein,  to  be  discussed  later,  has  proved 
itself  an  indispensable  adjunct  to  the 
injection  treatment.  The  practitioner 
who,  in  the  course  of  his  office  practice 
treats  the  occasional  case  with  injections 
only,  becomes  exultant  over  the  result 
following  completion  of  treatment,  but 
were  he  to  see  a number  of  these  cases  one 
year  later,  his  elation  in  most  instances 
would  be  supplanted  by  disappointment. 

Prevention  of  Recurrences 

In  those  cases  that  do  not  present  a 
dilated  or  incompetent  saphenous  vein 
in  the  thigh,  what  can  be  done  to  prevent 
recurrences?  First  of  all,  it  requires  a 
careful,  diligent  search  for  all  varicosi- 
ties present.  There  are  some  of  these 
that  are  not  large  and  are  so  imbedded  in 
fat  that  they  are  difficult  to  palpate. 
There  is  no  easy  way  of  learning  to  detect 
these,  unfortunately.  It  involves  pa- 
tience, diligence,  and  experience.  I feel 
that  many  so-called  recurrences  are  noth- 
ing more  than  the  enlargement  of  these 
smaller  varicosities  that  had  not  been 
injected  at  the  time  of  treatment.  An- 
other thing  that  helps  in  the  prevention  of 
frank  recurrence  is  the  frequent  observa- 
tion of  the  patient  for  six  months.  Many 
times  beginning  recurrences  can  be 
checked,  or  “nipped  in  the  bud,”  as  it 
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were,  by  injecting  them  while  they  are  still 
small.  In  cases  in  which  there  is  marked 
swelling  of  the  legs,  the  preliminary  use 
of  an  elastic  support  will  often  reduce  the 
swelling  to  the  extent  that  varicosities 
that  could  not  be  detected  before  will 
now  become  palpable.  Where  there  are 
extremely  large  varicosities,  elastic  band- 
ages should  be  worn  during  the  course  of 
treatment.  A lack  of  observance  of 
seemingly  insignificant  details,  such  as 
these,  is  believed  by  McPheeters1  to  be 
the  sole  cause  of  failures  in  many  in- 
stances. 

Determination  of  State  of  Valves 

It  should  be  obvious  that  in  addition 
to  the  above  measures,  a thorough  knowl- 
edge of  the  state  of  the  valves  in  both  the 
superficial  and  the  perforating  veins  is 
necessary,  and  high  ligation,  low  ligation, 
or  both  must  be  performed  if  indicated. 

1.  Trendelenburg  Test. — With  the  leg 
elevated  and  the  veins  emptied  by 
gravity,  a tourniquet  is  applied  around  the 
upper  thigh.  This  constricts  the  saphe- 
nous vein,  but  not  the  femoral  vein.  If, 
when  the  leg  is  lowered,  the  varicosities 
in  the  leg  immediately  fill  up,  it  indicates 
that  the  valves  in  one  or  more  perforating 
veins  are  incompetent  and  that  blood  is 
being  pumped  from  the  deep  veins  into 
the  superficial.  If  the  tourniquet  is  re- 
moved, and  the  veins  suddenly  dilate  to 
their  fullest,  the  valves  in  the  saphenous 
vein  are  incompetent. 

2.  McPheeters  Pulse  Percussion , or 
Schwartz  Test. — The  fingers  of  one  hand 
are  placed  over  the  site  of  the  sapheno- 
femoral  junction.  A varicosity  above  or 
below  the  knee  is  percussed  with  the 
fingers  of  the  opposite  hand.  If  the 
valves  of  the  saphenous  vein  are  incom- 
petent, an  impulse  will  be  felt  by  the 
uppermost  hand.  This  test  is  simple  and 
easy  of  interpretation.  Moreover,  it 
localizes  the  site  of  the  saphenous  vein 
when  ligation  is  to  be  performed. 

3.  Perthes  Test. — With  the  leg  de- 
pendent and  the  varicosities  distended,  a 
tourniquet  is  applied  about  the  upper 
thigh.  The  patient  rapidly  flexes  and 
extends  the  knee.  If  the  veins  empty,  it 


shows  that  the  deep  system  of  veins  is 
patent,  and  it  also  confirms  a Trendelen- 
burg positive  test  and  McPheeters  pulse 
percussion  test,  for  the  blood  which  is 
aspirated  by  the  deep  veins  and  which 
would  have  regurgitated  back  through  the 
sapheno-femoral  valve,  is  prevented  from 
doing  so  by  the  tourniquet,  so  that  the 
varicosities  collapse. 

4.  Ochsner  and  Mahorner  Test  ( Com- 
parative Tourniquet  Test2). — These  two 
workers,  by  modifying  and  elaborating 
the  Perthes  test,  have  produced  a means  of 
determining  the  presence  of  insufficient 
valves  in  the  perforating  system  of  veins, 
which,  from  a practical  standpoint  in 
actual  use,  far  supersedes  anything  here- 
tofore used.  Briefly,  by  having  the 
patient  walk  with  tourniquets  at  differ- 
ent levels  and  observing  the  degrees  of 
collapse  of  varices,  it  can  be  determined 
at  just  what  level  the  leaking  perforating 
valve  is  located. 

5.  Tests  for  Small  or  External  Sa- 
phenous Vein. — McPheeters  pulse  per- 
cussion test  can  be  used  in  cases  of  vari- 
cosities of  the  small  saphenous  vein  and 
its  branches  by  placing  the  fingers  of  the 
uppermost  hand  in  the  popliteal  region, 
at  which  site  this  vein  joins  the  popliteal 
vein.  Likewise,  with  a tourniquet  ap- 
plied over  this  region,  a modified  Perthes 
test  can  be  performed. 

Saphenous  Ligation 

In  cases  where  the  saphenous  vein  in 
the  thigh  is  dilated  or  incompetent,  in 
addition  to  the  usual  measures  toward 
guarding  against  recurrence,  a high  sa- 
phenous ligation  is  indicated. 

1.  High  Saphenous  Ligation. — This 
procedure  was  shown  by  De  Takats3 
a few  years  ago  to  be  able  to  prevent  the 
recurrences  that  are  almost  inevitable  in 
this  type  of  case.  The  principle  under- 
lying saphenous  ligation  is  this:  given  a 
case  of  varicose  veins  in  which  the  sa- 
phenous vein  in  the  thigh  can  be  shown 
to  be  incompetent,  it  is  logical  to  reason 
that  the  varicosities  in  the  legs  are  not 
only  constantly  subjected  to  the  down- 
ward pressure  of  the  blood  directly  above 
it  as  far  as  the  groin,  but  also  to  the  pres- 
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Fig.  1.  A.  Case  of  bilateral  varicose  veins. 
Both  saphenous  veins  incompetent.  Many 
varicosities  of  tributaries. 

sure  of  the  large  intra-abdominal  veins 
and  intrathoracic  veins,  and  that  any 
increase  in  intra-abdominal  pressure,  such 
as  is  caused  by  straining,  lifting,  defeca- 
tion, etc.,  is  directly  transferred  down  the 
saphenous  veins  into  the  varicosities,  or 
rather,  down  against  the  thrombus  pres- 
ent in  previously  injected  varicosities. 
Moreover,  if  the  valve  at  the  sapheno- 
femoral  junction  is  incompetent,  some  of 
the  blood  that  is  being  pumped  upward 
in  the  femoral  vein  will  regurgitate  or 
spill  back  through  this  leaky  valve  down 
into  the  saphenous  vein.  In  a relatively 
short  time  the  effect  of  this  pressure  is  to 
recanalize  the  thrombus,  forming  a chan- 
nel that  eventually  dilates  and  becomes 
varicosed.  Thus,  we  have  a recurrence 
of  the  condition. 

Now,  if  the  saphenous  vein  is  ligated 
before  the  injections  are  given,  this 
downward  pressure  from  above  is  inter- 
rupted at  the  site  of  ligation  so  that  the 
varicosities  below  are  no  longer  subjected 


to  the  force  of  this  pressure.  If,  in  addi- 
tion, a sclerosing  agent,  as  sodium  mor- 
rhuate,  is  injected  directly  into  the  vein 
distal  to  the  ligature,  an  immediate 
sclerosis  of  the  entire  length  of  the  sa- 
phenous vein  in  the  thigh  will  ensue,  so 
that  by  the  time  collateral  veins  have 
enlarged  enough  to  transmit  pressure  from 
above,  the  saphenous  vein  has  been  re- 
duced to  a solid  cord  of  fibrous  tissue. 
This,  then,  is  the  rationale  of  high  sa- 
phenous ligation. 

2.  Low  Saphenous  Ligation. — There 
are  three  sets  of  perforating  veins  in  the 
thigh,  that  is,  veins  connecting  the  deep 
or  femoral  veins  with  the  superficially 
situated  saphenous  vein.  If  the  valves 
in  these  veins  are  incompetent,  allowing 
a reflux  or  spilling  of  blood  from  the  fe- 
moral into  the  saphenous,  it  becomes  nec- 
essary to  perform  a ligation  at  a low  level 
in  addition  to  a high  ligation  at  the 
saphenous-femoral  junction.  The  deter- 
mination of  the  adequacy  of  the  valves  in 
these  perforating  veins  is  done  in  all 
cases  by  means  of  the  newer  tests  re- 
cently brought  out  by  Ochsner  and 
Mahorner.  Just  as  recurrence  is  inevi- 
table if  a high  ligation  is  not  performed  in 
the  presence  of  an  incompetent  saphenous 
vein,  so  also  is  it  inevitable  if  a low  liga- 
tion is  not  performed  in  the  presence  of  in- 
competent perforating  veins  in  the  thigh. 

3.  Ligation  of  Small  or  External  Sa- 
phenous Vein. — When,  as  indicated  by 
tests,  the  valves  of  the  small  saphenous 
vein  are  incompetent,  it  becomes  neces- 
sary to  ligate  this  vein  in  the  popliteal 
region  just  before  it  joins  the  popliteal 
vein.  A sclerosing  agent  is  injected  dis- 
tally,  as  in  high  saphenous  ligation. 

4.  Technic  of  Saphenous  Ligation. — 
My  experience  consists  of  156  ligations. 
The  youngest  patient  was  a boy  14  years 
old  who  had  an  ulcer  over  the  tibia  and 
who,  on  examination,  presented  many 
large  varices  and  a greatly  dilated  sa- 
phenous vein  with  incompetent  valves. 
The  oldest  patient  was  a woman,  aged  78, 
who  required  bilateral  ligations.  The 
operation  is  done  under  local  anesthesia, 
is  free  of  pain,  and  takes  about  thirty 
minutes.  It  is  done  at  a hospital,  merely 
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for  the  use  of  the  operating  room  facili- 
ties, and  the  patient  leaves  for  home  im- 
mediately following  operation.  The  only 
complication  that  I have  encountered  is 
one  case  of  secondary  hemorrhage  in  a 
patient  who  later  told  me  she  was  a 
bleeder.  The  hemorrhage  was  easily 
controlled  with  no  untoward  effects. 
The  operation  consists  of  exposure  of  the 
vein  in  the  groin,  doubly  ligating  and 
transfixing  it,  and  resecting  about  1 cm. 
of  intervening  vein.  About  3 cc.  of  so- 
dium morrhuate  is  then  injected  into  the 
distal  segment. 

5.  Results  of  Saphenous  Ligation. — 
The  reports  as  to  the  efficiency  of  this 
procedure  vary.  For  the  most  part  they 
are  all  favorable,  although  some  are  more 
enthusiastic  than  others.  Johnston4  and 
others  claim  that  by  the  enlargement  of 
the  three  superficial  tributaries  of  the 
saphenous  vein  in  the  fossa  ovalis,  namely, 
the  superficial  external  pudendal,  the 
superficial  epigastric,  and  the  superficial 
external  iliac,  the  pressure  from  the  intra- 
abdominal veins  will  continue  to  be  trans- 
mitted, and  they  ligate  these  three  vessels 
at  the  time  of  the  saphenous  ligation. 
Howard,5  of  Stanford  University,  as- 
serts that  recanalization  was  present  in 
every  one  of  60  cases  examined  one  year 
following  ligation.  My  studies  and  those 
in  other  clinics  do  not  substantiate  his 
findings.  He  adds,  however,  that  re- 
canalization does  not  necessarily  mean 
return  of  symptoms  or  varicosities,  for  in 
only  23  per  cent  were  varicosities  visible, 
and  in  85  per  cent  of  the  cases  re-examined 
there  were  no  symptoms.  Faxon,6  of 
Moss  Green  Hospital,  shows  by  his 
statistics  in  a follow-up  of  300  cases  that 
the  patient’s  satisfaction  is  greater  than 
the  physical  findings  would  warrant. 
Fifty-nine  per  cent  were  enthusiastic, 
and  34  per  cent  moderately  pleased. 

This  much  is  certain:  the  saphenous 
ligation  does  diminish  the  tension  within 
the  varicosities,  and  frequently  a patient 
after  getting  off  the  table  will  remark 
that  his  leg  feels  lighter,  or  that  the  feel- 
ing of  fullness  and  weight  has  disappeared. 
Likewise,  the  number  of  injections  re- 
quired to  sclerose  all  the  varicosities  is 


Fig.  1.  B.  Result  after  bilateral  saphenous 
ligations  and  numerous  injections. 

definitely  reduced  to  one-third  or  less, 
if  a saphenous  ligation  is  performed  as  a 
preliminary,  so  that  a given  case  who, 
without  ligation  would  require,  let  us  say, 
thirty  injections,  will  be  completely  scle- 
rosed after  only  ten  injections  or  less, 
and  the  duration  of  treatment  will  be 
reduced  from  four  months  to  four  weeks. 
In  order  to  establish  the  value  of  sa- 
phenous ligation,  I have  treated  6 cases  of 
bilateral  varicose  veins  with  incompetent 
valves  in  both  legs,  by  combined  pre- 
liminary ligation  and  injections  of  the 
one  leg,  and  by  injections  only  of  the 
opposite  leg.  On  checkup  examination 
six  to  ten  months  later,  4 of  the  cases 
showed  no  recurrences  on  the  ligated  leg, 
while  on  the  opposite  leg  the  saphenous 
vein  in  the  thigh  had  become  recanalized 
and  there  were  many  large  recurrences. 
One  of  the  cases  showed  no  recurrences 
on  either  leg,  and  the  last  case  displayed  a 
few  small  recurrences  on  both  legs,  but 
the  saphenous  vein  had  not  recanalized 
on  the  ligated  leg  (Table  2,  page  1574). 
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Fig.  2.  A.  Case  of  large  varicose  ulcer  1/i 
inch  deep,  of  five  years’  duration. 


This  method  of  study,  to  my  knowl- 
edge, has  not  been  reported  in  the  litera- 
ture and  would  appear  to  be  fairly  sub- 
stantial evidence  that  the  preliminary 
ligation  at  least  delays  the  appearance 
of  recurrences,  if  it  does  not  actually 
prevent  them.  Observations  at  the  end 
of  two  years  or  more  will  be  necessary  in 
order  to  determine  the  latter.  It  is 
reasonable  to  anticipate  the  appearance 
of  recurrences.  Patients  should  be  ob- 
served and  treated,  if  necessary,  at  least 
every  year.  Of  126  consecutive  cases 
treated  by  injection  plus  ligation  when 
indicated,  a checkup  after  at  least  ten 
months  showed  recurrences  in  12  per  cent, 
as  compared  to  70  per  cent  recurrences  in 
409  cases  treated  by  injections  only  and 
checked  up  from  one  and  one-half  to 
five  years  later  (see  Table  1,  p.  1570) . This 
figure  of  12  per  cent  will  of  course  be 
higher  when  these  cases  are  examined  at 
the  end  of  two  years  or  more  but  it  will 
not  reach  as  high  as  70  per  cent,  for  frank 
recurrences  usually  begin  to  appear  within 
the  first  year. 


TABLE  2. — Results,  after  Six  to  Ten  Months,  in  6 
Cases  of  Bilateral  Varicose  Veins,  in  Which  One 
Side  Only  Was  Ligated 


Recanalization 

of  Recurrences  of  Varices 

Saphenous  Vein  Large  Small  Total 

Ligated  side  0 Oil 

Unligated  side  5 4 15 


Varicose  Ulcers 

By  far  the  most  serious  complication  of 
varicose  veins  is  varicose  ulcer.  Who 
does  not  recall  the  patients  who  came  to 
the  clinic  or  outpatient  department  for 
months  and  years  with  the  chronic,  in- 
dolent, painful  leg  ulcer  that  defied  all 
types  of  treatment,  and  who  finally  were 
confined  to  bed  for  four  to  eight  weeks, 
only  to  have  the  ulcers  recur  after  get- 
ting on  their  feet?  Today,  no  such  con- 
dition exists,  for  by  means  of  injections 
and  certain  other  procedures  these  ulcers 
can  be  healed,  and  for  the  most  part, 
permanently. 

Cause  of  Ulcer. — Briefly,  the  cause  of 
varicose  ulcer  is  the  stagnation  of  blood 
within  the  capillaries  and  the  loading  of 
the  tissue  spaces  outside  of  the  capillaries 
with  a poorly  oxygenated  serum.  One 
might  say  the  tissues  are  waterlogged. 
The  skin  is  poorly  nourished,  its  resistance 
is  lowered,  and  an  otherwise  trivial  in- 
jury produces  an  ulcer.  If  the  ulcer  be- 
comes infected,  there  occurs  a varying 
degree  of  cellulitis.  As  a result  of  re- 
currences, scar  tissue  is  formed  that  brings 
about  an  actual  blocking  of  the  lym- 
phatics and  a stasis  of  lymph. 

Treatment  of  Varicose  Ulcer. — As  pointed 
out  by  Smith,7  if  a patient  is  put  to  bed 
and  the  leg  elevated,  the  varicose  ulcer 
in  most  cases  will  heal  without  further 
treatment.  However,  as  soon  as  the 
patient  walks,  edema  develops  and  the 
ulcer  recurs.  The  ideal  treatment  is  one 
which  would  not  require  bed  rest  or  hos- 
pitalization and  which  attacks  the  cause 
of  the  condition,  in  addition  to  the  secon- 
dary complication.  All  this  is  accom- 
plished by  the  injection-ligation,  together 
with  elastic  compression. 

It  goes  without  saying  that  if  varicose 
veins  are  present,  they  must  be  treated, 
for  they  are  the  primary  cause  of  the 
ulcer  and  recurrence  is  inevitable  if  the 
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treatment  of  these  varicosities  is  neglected. 
The  recent  literature  abounds  with  vari- 
ous procedures  to  be  used  in  conjunction 
with  injection  and  ligation  in  the  treat- 
ment of  varicose  ulcers.  I do  not  believe 
that  any  one  method  will  serve  best  for 
all  cases.  Therefore,  I classify  the  ulcers 
for  practical  purposes  into:  (1)  The 

ulcer  complicated  by  little  or  no  edema  or 
induration.  For  this  type,  the  injection- 
ligation  treatment  alone  will  produce  a 
cure;  (2)  The  ulcer  complicated  by  soft, 
pitting  edema  but  little  or  no  induration. 
For  this  type,  in  addition  to  injection- 
ligation,  elastic  supports  are  used  to  re- 
lieve the  already  existing  edema;  (3) 
The  ulcer  complicated  by  induration 
localized  in  the  vicinity  of  the  ulcer. 
This  type  responds  well  to  injections  plus 
the  use  of  McPheeters’  so-called  “sponge 
heart.”8  This  consists  of  a rubber  sponge 
which  is  bandaged  over  the  dressing  cover- 
ing the  ulcer,  and  which  in  turn  is  snugly 
compressed  by  an  elastic  bandage,  be- 
ginning at  the  foot  and  carried  well  up 
toward  the  knee.  The  patient  is  en- 
couraged to  be  actively  up  and  about,  for 
it  is  the  alternate  contraction  and  re- 
laxation of  the  leg  muscles  plus  the  ex- 
ternal elastic  support  that  compresses  the 
sponge  and  forces  the  fluid  out  of  the 
tissue  spaces  by  exerting  a squeezing 
action  on  the  lymph-laden  tissues.  After 
a few  weeks,  the  indurated  area  has  sof- 
tened, and  varices,  which  were  previously 
obscured,  now  become  palpable  and  can 
be  injected;  (4)  The  fourth  type  is  the 
ulcer  complicated  by  hard,  nonpitting, 
brawny  induration  of  an  extensive  part 
of  the  leg,  or  even  of  the  whole  leg. 
In  this  type  of  case,  elastoplast  or  zinc- 
gelatine  bandages  are  used  frequently 
because  the  hard  induration  requires 
tight  compression  in  order  to  occlude  the 
dilated  veins,  although  the  sponge  heart 
and  elastic  bandage  are  usually  sufficient. 
There  is  no  question  but  that  the  deep 
system  of  veins  is  incompetent  in  this 
condition,  and  its  incompetency  ac- 
counts for  the  tremendous  swelling. 
Iontophoresis,  a procedure  in  which,  by 
means  of  galvanism,  a vasodilator  sub- 
stance resembling  histamine  is  deposited 


Fig.  2.  B.  Result  after  healing  by  com- 
bined ligation,  injection,  and  elastic  adhesive 
dressings.  Entire  treatment  ambulatory. 

in  the  tissues  to  produce  an  improved 
circulation,  has  been  highly  recommended, 
but  in  my  experience  has  not  been  very 
effective.  It  has  proved  itself  useful, 
however,  in  reducing  the  residual  indura- 
tion that  often  remains  after  an  ulcer  is 
healed  by  injections  and  compressions, 
and  aids  in  leaving  the  skin  and  under- 
lying tissues  softer  and  healthier.  The 
use  of  iontophoresis  in  capillary  thrombo- 
phlebitis has  been  very  successful  ac- 
cording to  Murphy,9  who  reports  33 
cases  so  treated. 

In  many  clinics,  elastoplast  bandages, 
zinc-gelatine  boots,  or  adhesive  strappings 
may  be  used  for  the  purpose  of  compres- 
sion. I prefer  the  sponge  heart  because 
it  is  equally  as  effective  as  the  other 
methods,  easier  to  apply,  more  comfort- 
able to  the  patient,  and  the  compression 
can  be  removed  at  night.  Whichever 
type  of  compression  is  used,  painstaking, 
patient  care  and  a certain  amount  of  skill 
are  necessary  to  prevent  the  bandages  from 


1576 


PHILIP  H.  RAKOV 


[N.  Y.  State  J.  M. 


causing  ridges,  abrasions  of  the  skin,  and 
other  distressing  complications,  which, 
in  themselves,  could  distress  the  patient 
to  the  extent  that  he  would  be  unwilling 
to  continue  further  treatment.  Simple  as 
it  may  seem,  it  is  surprising  how  much 
technic  is  required  in  the  art  of  applying 
an  elastic  bandage  so  as  to  avoid  “cutting 
edges,”  and  still  have  the  individual  turns 
“stay  put.” 

I have  treated  224  cases  of  varicose 
ulcer  or  varicose  eczema  and  have  success- 
fully healed  212.  Out  of  this  number, 
only  22  had  to  be  put  to  bed  as  a pre- 
liminary. The  remaining  202  were  treated 
as  ambulatory  patients  and  were  able 
to  continue  their  daily  activities.  It 
was  not  necessary  for  working  people  to 
lose  any  time.  Many  patients  were  first 
seen  as  bedridden  cases,  and  ambulatory 
treatment  was  immediately  begun.  An 
interesting  observation  is  that  at  least 
50  per  cent  were  told  by  their  past  or 
present  physician  that  nothing  could  be 
done  to  heal  the  ulcer.  In  some  cases 
this  was  responsible  for  the  patient’s  not 
having  sought  treatment  for  as  long  as  two 
and  three  years.  One  woman,  in  whom 
the  ulcer  caused  so  much  pain  that  she 
was  unable  to  sleep  and  had  lost  consider- 
able weight,  was  cautioned  against  treat- 
ment by  her  physician  because  of  her 
high  blood  pressure.  She  finally  sought 
treatment  against  his  advice,  and,  three 
days  after  high  and  low  saphenous  liga- 
tions, she  said  she  had  had  her  first  restful 
and  uninterrupted  sleep  in  three  months. 
The  ulcer  healed  in  three  weeks  and  she 
is  now  without  symptoms. 

Varicose  Eczema 

A frequent  complication  of  varicose 
veins  is  eczema  of  the  skin  with  or  with- 
out pruritus.  This  condition  responds 
very  well  to  treatment  of  the  varicose 
veins  plus  bland  ointments  and  x-ray 
therapy.  Thrombophlebitis  of  a dilated 
saphenous  vein  either  in  the  leg  or  in  the 
thigh  is  not  infrequently  encountered,  and 
is  very  disabling  to  the  patient  because 
of  pain.  Edwards10  has  shown  that  this 
inflammatory  reaction  is  not  an  infec- 
tious process,  and  he  is  unable  to  dem- 


onstrate the  presence  of  pathogenic 
bacteria  by  stain  or  culture.  The  treat- 
ment of  the  condition  is  a high  ligation  of 
the  saphenous  vein  at  once  and  subse- 
quent injections  when  the  inflammation 
has  subsided. 

Summary  and  Conclusions 

1.  Of  800  cases  of  varicose  veins  with 
or  without  ulcer,  409  have  been  studied 
from  one  year  to  five  years  following 
completion  of  treatment.  The  treat- 
ment involved  over  10,000  injections,  and 
ligation  of  the  saphenous  vein  was  per- 
formed 156  times. 

2.  The  greatest  problem  is  the  pre- 
vention of  recurrences.  Over  60  per  cent 
of  cases  show  incompetent  saphenous 
veins  with  or  without  incompetent  per- 
forating veins.  Recurrences  in  over  60 
per  cent  are  inevitable  unless  each  case  is 
treated  with  a thorough  knowledge  of  the 
underlying  factors  involved  and  with  a 
certain  degree  of  skill  and  patience. 
It  is  necessary  that  all  varicosities  be 
injected,  that  the  state  of  the  valves  in  the 
saphenous  veins  and  the  perforation  veins 
be  determined,  and  that  the  indicated 
ligations  be  performed.  By  so  doing,  the 
percentage  of  recurrences  can  be  reduced 
to  12. 

3.  Preliminary  ligation  not  only  tends 
to  prevent  recanalization  and  recurrences, 
but  also  greatly  reduces  the  number  of 
injections  required. 

4.  Elastic  compression  by  means  of 
McPheeters’  sponge  heart  plus  injection- 
ligation  has  been  used  successfully  in  the 
ambulatory  treatment  of  varicose  ulcers. 

5.  It  would  appear  that  a large  num- 
ber of  practicing  physicians  are  not 
aware  of  what  can  be  accomplished  in 
cases  of  varicose  veins  and  varicose  ulcers 
and  are  responsible  for  the  fact  that  many 
patients  have  continued  to  suffer  pain  and 
disability  without  seeking  treatment. 

204  Medical  Arts  Building 

References 

1 McPheeters,  H.  O.,  Merkert,  C.  E.,  and  Lund- 
blad,  R.  A.:  J.A.M.A.  96:  1114  (April)  1931. 

2 Ochsner  and  Mahorner:  Surgery  2:  889  (Dec.) 

1937.  . 

3 De  Takats,  Geza,  and  Quillin,  Lawrence:  Arch. 

Surg.  26:  72  (Jan.)  1933. 


August  15,  1939] 


VARICOSE  VEINS  AND  VARICOSE  ULCERS 


1577 


4.  Johnston,  H.  C.:  J.A.M.A.  109:  17  (Oct.  23)  1937. 

5.  Howard,  N.  J. : Arch.  Surg.  29:  481  (Sept.)  1934. 

6.  Faxon,  Henry  H.:  New  England  J.  Med.  208: 

357  (Feb.)  1933. 

7.  Smith,  F.  L.:  Wisconsin  M.  J.,  page  625  (Aug.) 
1937. 


8.  McPheeters,  H.  O. : Surg.,  Gynec.  & Obst.  52: 

1164  (June)  1931. 

9.  Murphy,  H.  L. : Surg.,  Gynec.  & Obst.  65:  100 
(July)  1937. 

10.  Edwards,  E.  A..  Surg.,  Gynec.  & Obst.  66:  236 
(Feb.  1)  1938. 


BRITISH  VIEW  OF  SULFAPYRIDINE 

“Some  surprise  may  be  caused  by  the  find- 
ings of  the  A.M.A.’s  Council  on  Pharmacy  and 
Chemistry  in  regard  to  sulfapyridine,”  remarks 
the  British  Medical  Journal.  The  A.M.A. 
findings  are,  in  essence,  “that  there  is  sufficient 
evidence  of  its  value  in  pneumonia  to  warrant 
further  trials  under  controlled  conditions,  but 
not  to  justify  general  use  or  the  abandonment  of 
serum  treatment;  that  such  trials  should  also 
embrace  staphylococcal  and  Friedlander’s  bacil- 
lus infections;  and  that  there  is  no  evidence  of 
the  superiority  of  the  drug  over  sulfanilamide 
for  treating  infections  by  haemolytic  strepto- 
cocci, meningococci,  gonococci,  or  Cl.  welchii.” 
On  this  American  verdict  the  British  medical 
authority  comments: 

“This  statement  may  appear  unduly  cautious, 
and  in  connection  with  pneumonia  it  is  certainly 
an  understatement  of  the  facts  of  experience  in 
this  country,  even  though  reports  based  on  them 
may  not  be  above  criticism.  At  the  same  time, 
there  lie  behind  it  certain  grounds  of  complaint 
of  which  we  shall  do  well  to  take  heed.  The  con- 
tention of  authorities  in  America,  which  has 
found  even  more  forcible  expression  elsewhere 
than  in  this  report,  is  that  the  clinical  employ- 
ment of  this  drug  has  far  outrun  the  experi- 
mental study  on  which  it  should  be  based ; that 
preliminary  laboratory  tests  have  furnished  the 
excuse  for  indiscriminate  and  uncritical  clinical 
use  on  an  almost  unprecedented  scale.  An 
answer  to  this  accusation  is,  of  course,  that 
when  such  a drug  as  this  is  discovered,  and  its 
effects  become  known  from  preliminary  reports 
in  the  medical  press,  it  is  neither  easy  to  with- 
hold it  from  general  distribution  nor  even  per- 
haps justifiable  if,  as  in  this  case,  it  seems  to 
have  an  actually  life-saving  effect.  We  venture 
to  predict  that  further  experience  in  the  U.  S.  A. 
will  lead  to  a full  recognition  of  its  value  in 
pneumonia,  though  what  place  it  will  ultimately 
take  in  the  treatment  of  that  disease,  and  in 
particular  how  its  advent  will  affect  the  future 
of  serum  treatment,  are  still  open  questions. 
On  the  other  hand,  a critical  survey  of  published 


data  such  as  is  furnished  in  the  American  report 
does  undoubtedly  provide  little  reason  for  con- 
cluding that  the  drug  is  superior  to  sulfanil- 
amide in  attacking  any  microorganism  other 
than  the  pneumococcus,  and  the  wide  wave  of 
enthusiasm  for  it  deserves  to  be  checked  until 
some  of  its  other  uses  are  justified  by  the  results 
of  careful  observations  on  a large  enough  scale. 
Whatever  the  inadequacy  of  controlled  thera- 
peutic studies,  the  criticism  that  investigation  on 
pharmacological  lines  has  been  neglected  cannot 
be  denied.  American  workers  have  not  been 
slow  to  discover  that  the  absorption  of  the  drug 
from  the  alimentary  tract  is  variable  and  in- 
complete. To  judge  by  the  experimental  find- 
ings of  E.  K.  Marshall,  the  variation  in  the 
degree  of  absorption  may  be  at  least  threefold, 
and  when  very  large  doses  are  given  only  a small 
fraction  may  enter  the  circulation.  Clinical 
confirmation  of  this  is  to  be  found  in  a report  by 
H.  F.  Flippin,  et  al.,  who  treated  100  cases  of 
pneumonia  with  good  results  and  studied  the 
concentrations  of  the  drug  attained  in  the  blood; 
not  only  did  this  vary  from  as  little  as  1 to  as 
much  as  18  mg.  per  100  c.cm.,  but  there  was 
singularly  little  difference  in  therapeutic  effect 
between  groups  of  patients  showing  respectively 
low  and  high  concentrations.  Here  is  evidently 
something  calling  for  further  elucidation.  Mar- 
shall’s experiments  include  determinations  of 
toxicity  using  the  sodium  salt  of  the  drug,  which 
is  highly  soluble  and  fully  absorbed;  they  indi- 
cate a greater  degree  of  toxicity  than  that  of 
sulfanilamide  and  must  be  held  to  supersede 
English  results,  which  are  undoubtedly  vitiated 
by  failure  to  take  into  account  the  factor  of 
incomplete  absorption.  That  elementary  in- 
formation of  this  kind  should  have  been  lacking 
during  many  months  of  therapeutic  trial  and 
application,  which  latterly  has  assumed  huge 
proportions,  is  certainly  not  as  it  should  be.  A 
good  deal  has  evidently  still  to  be  done  in 
enabling  ‘sulfapyridine’  to  be  used  with  proper 
understanding  of  its  behavior  in  the  body,  and 
hence,  to  the  best  effect  of  which  it  is  capable.’’ 


THE  DIARRHEAL  DISEASES 

Report  of  Findings  in  220  Consecutive  Cases 


William  Z.  Fradkin,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Medicine,  Division  of  Gastroenterology,  and  the  Department  of  Laboratories, 
Division  of  Bacteriology,  Jewish  Hospital  of  Brooklyn ) 


Diarrhea  is  a common  gastroin- 
testinal disorder  responsible  for 
untold  human  suffering.  It  is  often  dis- 
missed by  the  laity  in  a matter-of-fact 
way  as  a “poisoned  stomach’ ’ or  a “weak 
stomach,”  and  is  frequently  neglected 
too  long  by  both  physician  and  patient. 
An  early  etiologic  diagnosis  is  the  only 
means  of  preventing  great  economic  losses, 
social  embarrassment,  permanent  de- 
structive lesions  in  the  colon,  costly  re- 
lapses, and  in  later  stages  almost  hope- 
less therapy.  With  that  in  view  the 
writer  presents  a systematic  approach  to 
the  problem. 

Table  1 outlines  the  routine  and  special 
procedures  used  in  the  study  of  these  dis- 
orders. The  determination  of  the  causa- 
tive agent  requires  among  other  things  a 
most  careful  history  and  a complete 
physical  examination.  The  history  should 
not  fail  to  include  the  past  illnesses, 
their  duration,  severity,  and  sequelae; 
the  patient’s  habits  of  eating,  drinking, 
sensitivity  to  foods,  drugs  or  pollens, 
familial  allergic  states,  occupation,  trav- 
els, type  of  onset  of  present  illness 
(sudden  with  chills,  fever,  and  diarrhea, 
or  gradual  with  no  fever  but  a slow  in- 
crease in  the  number  of  stools)  possible 
contacts  with  other  diarrhea  cases.  One 
must  remember  that  the  incubation  period 
of  amebic  infections  may  be  three  months 
or  more,  while  that  of  bacillary  infec- 
tions may  be  a matter  of  hours. 

The  physical  examination  should  deter- 
mine the  possible  existence  of  foci  of 
infection,  the  presence  of  signs  of  vita- 
min deficiency,  hypoproteinemia,  secon- 
dary anemia,  and  neurologic  involve- 

Routine  study  of  “The  Diarrheas”  was  exhibited  at 
the  1937  A.M.A.  Convention  in  Atlantic  City,  and  by 
invitation  also  exhibited  at  the  1937  Convention  of  the 
Association  of  Military  Surgeons  of  the  United  States  in 
Los  Angeles,  California. 


ment.  Does  the  patient  show  a glandular 
disturbance?  These  are  only  a few  of  the 
more  important  leads.  The  chest  and 
the  abdomen  should  not  be  overlooked. 

The  digital  examination  of  the  rectum 
is  often  neglected.  As  the  finger  is  in- 
serted into  the  anus  and  gently  rotated 
from  side  to  side,  one  must  endeavor  to 
recognize  an  irritated  sphincter,  anal 
fissures,  anal  papillae;  hemorrhoids,  pol- 
yps, fistula;  strictures,  ulcers,  foreign 
bodies,  granulomas,  and  malignant  neo- 
plasms. A chronic  diarrhea  may  be  ex- 
plained by  one  or  more  of  these  findings. 

After  proper  preparation  of  the  patient 
a sigmoidoscopic  examination  is  made  to 
confirm  the  digital  examination  and  se- 
cure fresh  exudate  for  microscopy  and 
culture.  The  exudate  is  aspirated  directly 
from  the  lesions.  Fig.  1 shows  the  com- 
plete setup  of  apparatus  and  culture 
media  at  the  bedside. 

The  technic  of  rectal  aspiration  as  well 
as  the  cultural  procedures  used  have  al- 
ready been  described  in  previously  pub- 
lished articles.1,2,3  For  the  sake  of  com- 
pleteness the  routine  investigation  will  be 
briefly  outlined : Oral  medication  and 

barium  x-ray  studies  are  not  permitted  for 
at  least  seventy-two  hours  prior  to  sig- 
moidoscopy. A saline  cathartic  the  night 
before  and  a saline  irrigation  on  the 
morning  of  examination  are  given.  Soap- 
suds enemas  are  not  permitted  for  ob- 
vious reasons.  In  adults,  the  seropuru- 
lent  or  mucopurulent  exudate  is  aspirated 
from  the  inflamed  or  ulcerated  mucous 
membrane  under  direct  vision  through 
the  sigmoidoscope.  If  the  patient  is  an 
infant,  a saline  suspension  is  aspirated  by 

1 Fradkin,  W.  Z.:  J.A.M.A.  102:  1381  (April  28) 

1934. 

2 Fradkin,  W.  Z.:  J.A.M.A.  103:  21  (July  7)  1934. 

3 Fradkin,  W.  Z.:  N.  Y.  State  J.  Med.  37:  249- 

252  (Feb.  1)  1937. 
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TABLE  1 — Routine  and  Special  Procedures 

Complete  history 

Complete  physical  examination 

Rectal  digital  examination 

Sigmoidoscopic  examination  with  aspiration  of  exudate 
for  microscopic,  cultural,  and  bacteriophage  studies 
Blood  study  including  blood  count,  complete  chemistry, 
Kline  test,  and  dysentery  agglutination  tests 
Gastric  analysis 

Duodenal  aspiration  with  microscopy 

Gastrointestinal  x-ray  series 

X-ray  of  chest 

Basal  metabolism 

Pancreatic  and  liver  function  tests 


means  of  a catheter  inserted  into  the  rec- 
tum. With  an  older  child  the  same  rou- 
tine can  be  followed  through  a child- 
size  sigmoidoscope.  After  the  specimen 
is  obtained  it  is  immediately  examined  at 
the  bedside  for  amebas,  ova,  or  parasites, 
using  a warmstage  microscope.  Cultures 
are  made  at  the  bedside  on  blood  agar, 
two  or  three  eosin-methylene  blue  agar 
plates,  two  or  three  MacConkey’s  bile 
salt  agar  plates,  and  in  glucose  broth. 
Plain  broth  tubes  are  also  inoculated  for 
the  detection  of  dysentery  bacteriophage. 
Smears  are  made  for  study  with  acid- 
fast  and  Gram  stains.  About  10  cc.  of 
blood  is  collected  for  dysentery  agglutina- 
tion tests.  If  the  findings  are  negative  at 
the  end  of  twenty-four  to  seventy-two 
hours  the  procedure  is  repeated  until 
three  to  five  negatives  are  obtained 
before  the  diarrhea  can  be  classed  as  of 
nonbacterial  origin. 

A blood  study  including  a cell  count, 
red  and  hemoglobin  determinations,  com- 
plete chemistry  and  Kline  test  should  be 
routinely  done.  The  finding  of  an  eosino- 
philia  or  high  leukocyte  count,  a dis- 
turbed albumin-globulin,  or  calcium- 
phosphorus  ratio,  or  a positive  Kline  test 
may  completely  change  the  management 
of  the  patient’s  illness.  Whether  or  not 
a duodenal  aspiration,  a basal  metabolic 
rate,  pancreatic  or  liver  function  tests 
are  necessary  will  depend  upon  the  in- 
dividual case. 

One  must  insist  on  a careful  gastro- 
intestinal x-ray  study  of  each  case.  The 
writer  has  seen  several  patients  showing 
advanced  ulcerative  lesions  of  the  colon 
with  positive  bacteriologic  findings  com- 
plicated by  malignancy,  the  latter  hav- 
ing been  diagnosed  by  x-ray  alone.  The 
examination  should  make  use  of  the  special 


Fig.  1.  Complete  setup  of  apparatus  ahd  cul- 
ture media  at  the  bedside. 


technic  for  visualization  of  small  intes- 
tinal mucosal  changes  as  well  as  the  com- 
bined double  contrast  method  of  Fischer 
for  the  differential  diagnosis  of  intra- 
colonic pathology.  Existence  of  inflam- 
matory lesions,  deficiency  states,  granulo- 
mas, congenital  malformations,  diver- 
ticuli,  strictures,  and  neoplasms — benign 
and  malignant — can  thus  be  established. 

Table  2 shows  the  classification  of  the 
diarrheas.  It  is  offered  as  a useful  work- 
ing classification  to  the  general  practi- 
tioner. The  author  has  found  it  to  be  a 
practical  and  satisfactory  guide  in  the 
study  of  the  more  perplexing  cases. 

Table  3 shows  the  distribution  of  220 
cases  of  diarrhea.  One  can  readily  note 
that  over  70  per  cent  of  the  cases  fall 
into  the  protozoan-bacterial  group.  The 
bacteriologic  basis  of  diarrhea  is  there- 
fore important  and  must  be  thoroughly 
investigated.  Over  12  per  cent  of  the 
cases  showed  protozoan  infections  These 
cases  represent  average  patients  in  hos- 
pital and  private  practice  in  normal  times. 
More  than  7 per  cent  of  all  cases  of  di- 
arrhea were  caused  by  benign  or  malig- 
nant growths.  There  were  9 cases  which 
on  repeated  studies,  on  three,  four,  and 
five  occasions,  revealed  no  significant 
findings  and  were  therefore  classed  as  of 
undetermined  etiology. 

Table  4 shows  the  frequency  of  multiple 
etiologic  factors  in  diarrheas.  In  many 
of  these  patients  there  was  more  than  one 
cause  to  explain  the  diarrhea.  For  ex- 
ample, in  2 patients  ulcers  in  the  recto- 
sigmoid, dysentery  bacilli,  and  carcinoma 
were  found;  in  4 patients  with  recto- 
sigmoidal  ulcers  malignant  neoplasms 
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TABLE  2. — Classification  of  Diarrheal  Diseases 


A.  PROTOZOA: 

9.  Hymenolepis  nana 

1. 

Endameba  histo- 

10.  Taenia  solium 

lytica 

11.  Schistosoma  man- 

2. 

Balantidium  coli 

soni 

3. 

Trichomonas  intes- 

12.  Schistosoma  japoni- 

tinalis 

cum 

4. 

Giardia  lamblia 

5. 

Chilomastix  mesnili 

E.  INFECTIOUS 

DISEASES: 

B.  BACTERIA: 

1.  Typhoid 

1. 

Dysentery  bacilli 

2.  Cholera,  malaria 

a.  Shiga 

3.  Measles 

b.  Flexner 

4.  Otitis  media 

c.  Sonne-Duval 

5.  Influenza,  pneumo- 

d. Park-Hiss 

nia 

e.  Mt.  Desert 

6.  Puerperal  fever. 

f.  Atypical  strains 

septicemia 

2. 

Streptococci 

7.  Appendicitis 

a.  Bargen  diplo- 

8.  Regional  ileitis 

streptococcus 

9.  Peritonitis 

b.  Nonhemolytic 

10.  Diverticulitis 

streptococcus 

c.  Hemolytic  strep- 

F.  MECHANICAL 

tococcus 

FACTORS: 

d.  Streptococcus 

1.  Benign  growths 

viridans 

2.  Malignant  growths 

3. 

Salmonella  bacilli 

3.  Strictures 

a.  S.  paratyphi 

4.  Intussusception 

b.  S.  Schottmuleri 

5.  Foreign  bodies,  ex- 

c. S.  aertrycke 

cess  roughage 

d.  S.  enteritidis 

6.  Fecal  impaction 

e.  S.  suipestifer 

7.  Cathartic  habit 

f.  S.  Morgani 

8.  Postoperative 

g . Atypical  strains 

4. 

Tubercle  bacillus 

G.  VITAMIN 

5. 

Treponema  pal- 

DEFICIENCY 

lidum 

DISEASES: 

6. 

Miscellaneous  group 

1.  Sprue 

a.  Staphylococcus 

2.  Pellagra 

b.  Friedlander  ba- 

3. Beri-beri 

cillus 

4.  Scurvy 

e.  Pneumococcus 

d.  B.  pyocyaneous 

H.  ALLERGIC 

e.  B.  proteus  vul- 

FACTORS: 

garis 

1.  Food  sensitivity 

f.  B.  necrophorum 

2.  Drug  sensitivity 

7. 

Viruses 

3.  Bacterial  sensitivity 

a.  Lymphogranu- 

4. Foreign  protein  re- 

loma vene- 

action 

reum 

I.  PSYCHOGENIC 

C.  GLANDULAR 

FACTORS: 

DYSFUNCTION: 

1.  Fear,  anxiety,  worry 

1. 

Gastric 

2.  Shock,  excitement, 

2. 

Thyroid  & parathy- 

fatigue 

roid 

3.  Reflex  stimuli 

3. 

Hepatic 

4. 

Pancreatic 

J.  HEAVY  METAL 

5. 

Suprarenal 

POISONING: 

6. 

Renal  (Uremia) 

1.  Mercury 

2.  Lead 

D.  INTESTINAL 

3.  Arsenic 

WORMS: 

4.  Gold 

1. 

Ascaris  lumbricoides 

2. 

Oxyuris  vermicu- 

K.  BLOOD  DISEASES: 

laris 

1.  Pernicious  anemia 

3. 

Trichinella  spiralis 

2.  Chronic  leukemia 

4. 

Strongyloides  ster- 

3.  Purpura 

coralis 

5. 

Hookworm 

L.  CARDIOVASCULAR 

6. 

Trichocephalus  dis- 

DISEASES: 

par 

1.  Cardiac  decompen- 

7. 

Taenia  saginata 

sation 

8. 

Diphyllobothrium 

2.  Mesenteric  throm- 

latum 

bosis 

were  found;  6 showed  ulcerative  lesions 
with  single  or  multiple  strictures ; 3 

revealed  the  Endameba  histolytica  and 
dysentery  bacilli;  10  had  multiple  and 
diffuse  polyposis  of  the  colon  with  chronic 
ulcerative  lesions;  achylia  and  hypo- 
chlorhydria  were  frequently  associated 
with  other  conditions;  the  trichomonas 
intestinalis  was  found  with  the  dysentery 


bacillus  in  2 cases;  the  Bargen  diplo- 
streptococcus  and  Salmonella  bacilli  were 
isolated  in  a number  of  cases  associated 
with  other  causative  agents.  Pathogenic 
bacteria  or  parasites  will  more  easily 
invade  individuals  with  low  resistance, 
glandular  dysfunction,  nervous  instability, 
psychogenic  disorders,  malnutrition,  or 
cardiovascular  disease.  Diarrheas  are 
more  prevalent  among  the  poor,  among 
the  debilitated,  and  in  institutions  for 
the  insane.  Deficiency  of  certain  es- 
sential food  factors  such  as  minerals  and 
vitamins  prepares  the  “soil”  for  invasion 
by  pathogenic  organisms. 

Table  5 shows  dysentery  bacteriophage 
findings  in  the  first  100  cases  of  this  series. 
Monovalent  and  polyvalent  dysentery 
phages  were  isolated  in  41  cases.  Twenty- 
three  cases  showed  both  dysentery  phage 
and  positive  dysentery  agglutination  tests. 
Nine  with  positive  dysentery  cultures  also 
showed  dysentery  phages,  an  apparently 
paradoxical  finding.  In  14  cases  dysen- 
tery phage  was  isolated  although  cultural 
and  serologic  studies  were  negative. 
The  entire  question  of  dysentery  bac- 
teriophage is  still  in  the  experimental 
stage.  In  a few  cases  spectacular  re- 
sults were  obtained  within  a week  by 
daily  rectal  instillations  of  the  autoge- 
nous phage  isolated  from  the  patient’s 
rectal  discharges.  Additional  data  is 
necessary  before  the  mere  finding  of 
dysentery  bacteriophage  can  be  con- 
sidered to  be  of  diagnostic  value. 

Table  6 shows  the  proportion  of  posi- 
tive dysentery  agglutination  tests  in  the 
220  cases.  One  hundred  and  seven  or 
48.6  per  cent  revealed  monovalent  or 
polyvalent  dysentery  agglutinins.  Thirty- 
seven  of  the  107  cases  had  positive  cul- 
tures at  the  same  time.  Seven  cases 
showed  positive  agglutination  tests  with- 
out any  evidence  of  bacterial  dysentery. 
Titers  of  1:160  and  over  were  considered 
positive  for  the  Flexner,  Mt.  Desert,  and 
Park-Hiss  strains,  titers  of  1:80  and  over 
for  the  Shiga  and  Sonne- Duval  strains. 
Suggestive  titers  for  the  Flexner  group 
of  1:80  or  1:100  were  not  included  al- 
though a certain  number  could  well  be 
classed  as  positive.  The  interpretation 
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TABLE  3. — Distribution  of  220  Cases  of  Diarrheal 
Disease 


PROTOZOA 

27 

E.  histolytica 

18 

Giardia  lamblia 

6 

Trichomonas  intestinalis 

3 

BACTERIA 

132 

Dysentery  bacilli 

59 

S.  paratyphi 

2 

S.  Schottmuleri 

18 

S.  Morgani 

1 

Atypical  strains 

8 

Bargen  diplostreptococcus 

14 

Nonhemolytic  streptococcus 

10 

Hemolytic  streptococcus 

3, 

Tubercle  bacillus 

2 

Treponema  pallidum 

1 

B.  proteus  vulgaris 

4 

B.  pyocyaneus 

2 

B.  coli  hemolyticus 

2 

B.  mucosus  capsulatus  (Type  III) 

1 

Pneumococcus  (Type  I) 

1 

Staphylococcus  aureus 

2 

INTESTINAL  WORMS 

6 

Ascaris  lumbricoides 

1 

Oxyuris  vermicularis 

1 

Taenia  saginata 

2 

Diphyllobothrium  latum 

2 

GLANDULAR  DYSFUNCTION 

4 

Gastric  (achlorhydria) 

2 

Thyroid  (toxic) 

2 

INFECTIOUS  DISEASES 

4 

Influenza 

1 

Appendicitis 

1 

Diverticulitis 

2 

BLOOD  DISEASES 

1 

Purpura  hemorrhagica 

1 

CARDIOVASCULAR  DISEASE 

1 

Cardiac  decompensation 

1 

MECHANICAL  FACTORS 

24 

Carcinoma 

12 

Polyps 

4 

Rectal  stricture 

1 

Foreign  body 

1 

Excess  roughage 

1 

Fecal  impaction 

2 

Postoperative 

3 

VITAMIN  DEFICIENCY 

2 

Sprue  (nontropical) 

1 

Scurvy 

1 

PSYCHOGENIC  FACTORS 

7 

ALLERGIC  FACTORS 

3 

UNDETERMINED  ETIOLOGY 

9 

and  evaluation  of  the  dysentery  agglu- 
tination tests  must  depend  both  upon  the 
history  and  clinical  findings.  The  follow- 
ing points  are  of  technical  importance: 

(1)  Antigenic  suspensions  must  be 
made  only  with  dysentery  strains  isolated 
from  similar  cases  in  the  community. 
This  is  necessary  because  of  the  varia- 
tion in  the  antigenic  structure  of  the  para- 
dysentery group  of  organisms  in  various 
parts  of  the  country. 

(2)  The  strains  must  be  tested  for 
agglutinability  with  positive  sera. 

(3)  Agglutinations  must  not  be  read 
earlier  than  twenty-four  hours. 


TABLE  4. — Frequency  of  Multiple  Etiologic 
Factors  in  220  Cases  of  Diarrhea 


Ulcerative  colitis,  dysentery  bacilli,  and  carinoma  2 
Ulcerative  colitis  and  carcinoma  4 

Ulcerative  colitis  and  strictures  6 

E.  histolytica  and  dysentery  bacilli  3 

Chronic  ulcerative  colitis  with  polypoid  growths  10 


TABLE  5. — Dysentery  Bacteriophage  in  100  Cases 
of  Diarrhea 


Total  number  of  positive  cases  41 

With  diagnostic  dysentery  titers  23 

With  positive  dysentery  cultures  9 

Without  any  evidence  of  bacterial  dysentery  14 


TABLE  6. — Diagnostic  Dysentery  Agglutination 
Tests  in  220  Cases  of  Diarrhea 


Total  number  of  positive  cases  107 

With  positive  dysentery  cultures  37 

Without  any  evidence  of  bacterial  dysentery  7 


(4)  A rise  in  the  titer  of  the  serum  in 
acute  recurrent  relapses  must  be  looked 
for. 

Some  patients  with  positive  cultures 
had  negative  agglutination  tests.  This  is 
probably  due  to  the  lack  of  the  particular 
bacillary  strain  in  the  antigenic  suspen- 
sion used. 

Dysentery  agglutination  tests  are  of 
definite  diagnostic  value  when  the  above 
details  in  technic  are  observed.  The  fact 
that  so-called  “normal  sera”  occasionally 
contain  dysentery  agglutinins  in  titers 
up  to  1:80  and  1:100  makes  it  obligatory 
to  use  higher  titers  for  diagnostic  pur- 
poses, as  well  as  a rise  in  the  titer  of  the 
patient’s  serum.  This  does  not  mean, 
however,  that  an  individual  whose  serum 
shows  suggestive  titers  is  necessarily 
negative.  On  close  questioning  and  in- 
vestigation either  a chronic  mild  diarrhea, 
a past  childhood  dysentery,  or  a carrier 
state  may  be  discovered. 

Summary 

The  etiology  of  diarrheal  disease  can 
be  determined  much  earlier  if  the  physi- 
cian will  remember  in  addition  to  the 
complete  history  and  physical  examina- 
tion, a thorough  examination  of  the  rec- 
tum and  lower  sigmoid  by  both  palpa- 
tion and  sigmoidoscopy.  Aspiration  of 
the  exudate  for  microscopic  and  cultural 
investigation  is  extremely  important  since 
over  70  per  cent  of  the  cases  are  of  bac- 
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teriologic  or  protozoan  origin.  The 
routine  examination  is  completed  by  a 
blood  study,  gastric  analysis,  and  gastro- 
intestinal x-ray  series.  Duodenal  aspira- 
tion with  microscopy,  x-ray  of  the  chest, 
basal  metabolism,  and  pancreatic  and 
liver  function  tests  are  advisable  and 
necessary  in  special  cases. 

A classification  of  diarrheal  diseases  is 
presented  as  an  important  guide  in  the 
study  of  this  field.  There  were  27  cases 
of  protozoan  origin,  132  cases  of  bacterial 


origin,  6 cases  with  intestinal  worms,  4 
cases  with  glandular  dysfunction,  4 cases 
with  infectious  diseases,  1 case  each  of 
purpura  and  cardiac  decompensation,  24 
cases  due  to  mechanical  factors,  2 cases 
of  vitamin  deficiency,  7 cases  of  psy- 
chogenic origin,  3 cases  of  allergy,  and  9 
cases  of  undetermined  etiology.  Dys- 
entery agglutination  tests  proved  of 
great  value  when  properly  controlled. 
Diagnostic  dysentery  bacteriophage  is 
still  in  the  experimental  stage. 

955  Eastern  Parkway 


LABORATORY  AIDS  IN  THE  DIAGNOSIS,  SERUM  THERAPY,  AND  CHEMOTHERAPY 
OF  PNEUMOCOCCAL  PNEUMONIA 


Sulfapyridine  has  established  itself  as  an  im- 
portant therapeutic  agent  in  pneumococcal 
pneumonia.  That  it  has  a beneficial  effect  in 
many  patients  cannot  be  doubted.  Whether  it 
is  effective  in  all  types  of  pneumococcal  pneu- 
monia is  not  yet  known;  nor  can  it  be  stated 
whether  for  any  one  type  of  pneumonia  sulfa- 
pyridine is  more  or  less  effective  than  early  treat- 
ment and  adequate  doses  of  antipneumococcus 
horse  or  rabbit  serum.  Moreover,  it  is  not  cer- 
tain that  this  drug  is  equally  effective  in  all  age 
groups  or  against  all  strains  of  any  one  type  of 
pneumococcus.  Answers  to  such  questions  can 
only  be  obtained  by  careful  clinical  observation 
and  bacteriological  classification  of  large  num- 
bers of  patients  with  pneumococcal  pneumonia 
treated  in  different  ways.  The  crucial  and  con- 
vincing test  of  any  therapeutic  agent  in  pneu- 
mococcal pneumonia  is  the  outcome  of  the 
disease  in  elderly  patients  with  bacteriemia  who 
have  been  treated  with  it.  While  the  great 
majority  of  the  untoward  effects  of  sulfapyridine 
are  benign  (chiefly  nausea  and  vomiting),  serious 
toxic  effects  (acute  hemolytic  anemia,  agranu- 
locytosis, acute  hepatitis,  hematuria,  anuria) 
do  occasionally  occur.  Timely  warning  of  their 
occurrence  may  be  obtained  by  certain  simple 
laboratory  procedures  plus  careful  clinical  ob- 
servation. The  recent  developments  in  chemo- 
therapy have,  therefore,  made  the  role  of  the 
laboratory  in  the  management  of  pneumonia 
even  more  important  than  it  was  before  the  ad- 
vent of  sulfapyridine. 

The  chief  laboratory  aids  in  the  management 
of  pneumonia  seem  now  to  be: 

I.  Typing.  The  type  of  pneumococcus 
should  be  determined  as  early  in  the  disease  as 
possible.  Sputum  from  the  deeper  respiratory 


passages  is  preferred;  if  it  is  not  available, 
stomach  washings,  especially  from  children,  are 
often  satisfactory.  Since  the  administration  of 
sulfapyridine  may  make  typing  difficult  or  even 
impossible,  sputum  for  type  differentiation  should 
always  he  obtained  before  chemotherapy  is  started. 
If  serum  therapy  is  ineffective,  a second  speci- 
men of  sputum  for  confirmatory  typing  should  be 
submitted  promptly. 

II.  Blood  Cultures.  Whether  or  not  the 
patient  is  to  be  treated  with  serum  or  with  sulfa- 
pyridine, it  is  important  to  know  if  bacteriemia 
is  present.  Dosage,  prognosis,  and  the  probabil- 
ity of  complications  are  all  influenced  by  the 
occurrence  of  bacteriemia. 

III.  Toxic  Effects  of  Sulfapyridine.  Because 
of  the  occasional  occurrence  of  dangerous  toxic 
effects  on  the  hematopoietic  system  after  treat- 
ment with  sulfapyridine  (or  sulfanilamide), 
hemoglobin  determinations  and  leukocyte  counts 
should  be  made  before  chemotherapy  is  com- 
menced and  at  least  every  other  day  thereafter. 

IV.  Concentration  of  Sulfapyridine  in  the 
Blood.  Quantitative  determinations  of  sulfa- 
pyridine in  the  blood,  while  not  essential,  may 
prove  to  be  helpful  in  adjusting  dosage;  up  to 
the  present,  however,  no  positive  correlation  has 
been  demonstrated  between  the  concentration 
of  sulfapyridine  in  the  blood  and  curative  ef- 
fects. 

V.  Non-protein  Nitrogen  of  the  Blood.  In 

many  patients,  particularly  elderly  ones,  treated 
with  sulfapyridine  the  non-protein  nitrogen  of 
the  blood  may  rise  to  high  levels. 
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In  general,  the  determination  of  the 
sedimentation  rate  of  the  erythrocytes 
has  not  been  used  as  much  as  its  diag- 
nostic and  prognostic  significance  war- 
rants. Some  physicians  do  not  use  it  at 
all,  some  apply  it  in  cases  of  tuberculosis 
and  rheumatic  fever  only,  and  the  major- 
ity are  content  with  a single  test.  How- 
ever, the  main  value  of  the  method  lies 
not  in  one  determination,  but  in  the 
study  of  changes  in  the  sedimentation 
rate,  for  these  variations  offer  valuable 
insight  into  the  intensity,  the  course, 
and  the  prognosis  of  disease. 

The  fact  that  the  sedimentation  rate  is 
determined  so  rarely  and  irregularly  is 
obviously  due  to  the  technical  restric- 
tions imposed  by  the  method.  Neither 
the  patient  nor  the  physician  relishes 
repeated  venipunctures  done  only  for  di- 
agnostic or  prognostic  purposes.  For  this 
reason  repeated  attempts  have  been  made 
to  replace  the  original  macromethods  with 
a micromethod.  The  micromethods  of 
Linzenmeier  and  Raunert1  and  that  of 
Landau2  are  best  known.  However, 
partly  because  of  the  use  of  too  fine 
capillaries,  and  partly  because  of  tech- 
nical difficulties  encountered  in  tak- 
ing the  blood  and  mixing  it  with 
the  citrate  solution,  both  methods  were 
found  unsatisfactory.  The  high  cost 
of  the  apparatus  used  in  Landau’s 
method  makes  it  impracticable  for  general 
use. 

The  following  paragraphs  describe  a 
method  that  was  used  on  the  wards  of  the 
Kaiserin  Auguste  Victoria  Haus,  Berlin- 
Charlottenburg,  for  ten  years  as  a routine 
procedure,  and  was  first  described  by 
Langer  and  Schmidt.3  It  is  simple,  re- 
quires only  0.12  cc.  of  blood,  and  can  be 
carried  out  with  an  inexpensive  appara- 
tus. It  has  proved  particularly  suc- 
cessful in  children,  where  the  difficulty 
of  venipuncture  or  the  child’s  fear  makes 


the  macromethod  either  difficult  or  im- 
possible. 

A capillary  pipette  is  used,  which  has 
an  internal  diameter  of  2.5  mm.  This 
avoids  the  errors  due  to  excessively  fine 
pipettes.  The  tube  is  graduated  in 
millimeters  from  0 to  25  mm.,  the  gradua- 
tion ending  2 cm.  from  the  tip  of  the 
pipette.  This  ungraduated  section  from 
the  tip  to  the  mark  “C,”  corresponding 
to  0.025  cc.,  serves  to  hold  5 per  cent 
sodium  citrate  solution.  After  immers- 
ing the  pipette,  the  solution  flows  easily 
by  virtue  of  capillary  attraction,  and  is 
stopped  at  mark  “C.”  The  glass  tube 
can  then  be  laid  on  a table  while  one  pre- 
pares to  obtain  the  blood.  After  washing 
a finger  tip  or  ear  lobe  with  alcohol  and 
ether,  a suitable  puncture  is  made  with  a 
needle.  The  tip  of  the  pipette  is  now 
dipped  into  the  drop  of  blood.  The 
pipette  should  be  held  horizontally,  or 
still  better,  inclined  downward,  thus 
taking  advantage  of  gravity  in  filling  the 
capillary  (Fig.  1,  see  page  1584). 

While  the  pipette  is  being  rolled  in  the 
finger  tips  in  order  to  obtain  a better 
mixture  with  the  citrate  solution,  the 
blood  is  allowed  to  flow  in,  by  capillary 
attraction  aided  by  gravity,  up  to  the 
mark  “B.”  This  results  in  a fair  degree 
of  mixing  of  blood  and  citrate  solution — 
an  advantage  over  all  other  micro- 
methods. Since  the  pipette  should  be 
filled  quickly  and  if  possible  continuously 
in  one  operation,  one  should  not  proceed 
until  a sufficiently  large  drop  of  blood  is 
available.  The  thorough  mixture  of 
blood  and  citrate  solution  is  accom- 
plished outside  of  the  tube  on  a celluloid 
plate.  The  contents  of  the  pipette  are 
allowed  to  flow  on  to  this  plate  and  are 
thoroughly  mixed  by  agitation  with  the 
tip  of  the  pipette.  In  this  way  the  least 
bit  of  coagulation  can  be  detected,  and 
the  entire  sample  immediately  discarded. 
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Finally  the  blood  mixture  is  drawn  back 
into  the  pipette  from  the  celluloid  plate 
up  to  mark  “O”  (Fig.  2).  This  takes 
place  through  capillary  attraction  by  de- 


Fig.  1.  Fig.  2. 

Fig.  1.  Blood  is  drawn  from  the  finger  tip. 

Fig.  2.  After  having  mixed  blood  and  citrate 
solution  on  a celluloid  plate,  the  mixture  is 
drawn  back  into  the  pipette. 

pressing  the  top  of  the  pipette.  Should 
the  blood  flow  beyond  the  mark  “O,” 
it  can  be  brought  back  exactly  to  the 
proper  point  by  drawing  the  finger  lightly 
across  the  tip  of  the  pipette.  While 
being  mixed  on  the  celluloid  plate,  some 
of  the  blood  is  lost.  However,  this  loss 
has  been  taken  into  consideration  in 
that  the  blood  is  drawn  to  mark  “B” 
the  first  time,  and  the  second  time  only  to 
mark  “O,”  where  the  millimeter  gradua- 
tions begin. 

The  pipette  prepared  in  the  above 


manner  is  placed  perpendicularly  in  a 
small  test  tube  (0.8  by  7.0  cm.),  the 
bottom  of  which  contains  one  drop  of 
mercury.  This  drop  of  mercury  closes 
the  tip  of  the  pipette  and  prevents 
the  outflow  and  displacement  of  the 
blood  column,  which  frequently  happens 
with  devices  used  in  other  micro- 
methods. 

The  test  tube  that  serves  as  a holder  is 
placed  vertically  into  suitable  holes  of 
the  apparatus  box  (Fig.  3).  The  top  of 
the  filled  capillary  pipette  is  closed  by 
finger  pressure  during  transfer.  Thus 
loss  or  displacement  of  the  blood  column 
is  avoided. 

The  temperature  of  the  room  should 
be  fairly  uniform.  However,  the  usual 
variations  in  room  temperature  do  not 
influence  the  results  materially. 

The  sedimentation  rate  in  general  is 
read  after  one  hour,  but  can  also  be 
read  after  fifteen  and  thirty  minutes  if  so 
desired.  The  figures  obtained  have  the 
following  values:  8-10  mm.  sedimenta- 
tion per  hour:  normal  for  infants;  6-8 

mm.  sedimentation  per  hour : normal  for 
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Fig.  4.  Comparative  determinations  of  52  blood  specimens  with  both  the  Westergren  macro- 
method and  the  microsedimeter. 


August  15,  1939]  MICROSEDIMETER  FOR  ERYTHROCYTE  SEDIMENTATION  TEST  1585 


Fig.  3.  Microsedimeter  apparatus  (Hellige). 
The  test  tubes,  one  of  which  contains  a filled 
pipette,  are  placed  into  the  rack. 


children  and  adults;  over  12  mm.  sedi- 
mentation per  hour;  acceleration;  over 
15  mm.  sedimentation  per  hour : marked 

acceleration;  under  6 mm.  sedimen- 
tation per  hour : delayed  sedimenta- 

tion. 

Fig.  4 shows  the  results  of  104  com- 
parative determinations  that  were  car- 
ried out,  with  both  the  Westergren  macro- 
method and  the  microsedimeter,  in  the 
same  sample  of  venous  blood  of  52  differ- 


ent children.  Each  point  indicates  the 
erythrocyte  sedimentation  rate  in  mm. 
per  hour  obtained  from  the  same  speci- 
men of  blood,  and  determined  with  both 
methods.  From  these  empirical  values, 
the  approximately  ideal  curve  was  geo- 
metrically drawn  (see  Fig.  5). 

After  every  test  the  test  tubes  must  be 
thoroughly  washed  with  water,  and  dried 
with  alcohol  and  ether.  They  are  to  be 
used  only  when  absolutely  dry.  The 
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Fig.  5.  Curve  showing  the  correlation  between  Westergren  and  microsedimeter  values. 
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mercury  drop  should  be  poured  back  into 
the  supply  bottle  in  order  to  avoid 
evaporation. 

The  advantages  of  this  method  may  be 
summarized  as  follows : 

1.  Elimination  of  venipuncture. 

2.  The  test  requires  only  0.12  cc.  of 
blood.  Therefore  the  test  can  be  per- 
formed repeatedly  in  infants  and  child- 
ren without  hesitation. 


3.  Minimum  of  pain  and  fear. 

4.  Simple  procedure. 

5.  Handy,  inexpensive  pocket  ap- 
paratus. 

25  Central  Park  West 
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A PERMANENT  MUSEUM  OF  HEALTH 

Plans  for  the  perpetuation  in  an  American 
museum  of  health  of  most  of  the  exhibits  in  the 
Public  Health  and  Medicine  Building  at  the 
World’s  Fair  are  announced. 

Among  the  attractions  to  be  acquired  by  the 
American  museum  of  health  will  be  most  of 
the  exhibits  of  the  Hall  of  Man,  which  illustrate 
graphically  human  anatomy.  Since  its  opening 
the  exhibits  have  been  seen  by  about  2,000,000 
persons. 

One  of  the  features  of  the  exhibit  that  wall  be- 
come part  of  the  new  collection  is  the  "trans- 
parent man.”  This  is  a life-size  figure  made  of 
cellon.  By  a system  of  lights  synchronized  with 
a transcribed  lecture,  the  "transparent  man” 
shows  the  location  of  the  chief  organs  of  the  body 
and  describes  their  functions. 


EDUCATION  OF  SHERIFFS 

With  the  automobile  accident  season  again 
upon  us,  it  seems  a fitting  time  to  call  attention 
to  the  not  uncommon  mishandling  of  accident 
cases  at  the  site  of  the  mishap,  says  the  Bulletin 
of  the  Onondaga  County  Medical  Society. 
The  writer’s  attention  was  recently  called  to  the 
manner  in  which  public  officers  loaded  a severely 
injured  student  from  a nearby  university  into 
an  ambulance.  The  physician  who  witnessed 
the  procedure  was  appalled  at  the  lack  of  knowl- 
edge of  proper  lifting  and  transportation  of  a 
severely  injured  individual. 

It  is  not  to  be  expected  that  police  officers  are 
competent  to  handle  injured  persons  unless  they 
have  had  instruction  in  such  matters.  Lives 
may  be  saved  or  lost  within  the  first  half-hour 
following  the  occurrence  of  an  accident. 

A back  injury  may  well  mean  a fracture  in  the 
spinal  column,  and  a head  injury  may,  likely  as 
not,  be  a fractured  skull.  Fractures  of  the  long 
bones  of  the  body  may  mean  that  a large  vessel 
is  in  danger  of  puncture,  or  if  in  the  chest,  that 
a lung  may  be  punctured  by  a rib.  Doctors 
know  that  such  cases  demand  the  gentlest  ma- 


The "Body  Book”  is  another  of  the  features 
that  will  be  part  of  the  new  collection.  This 
is  a model  of  the  human  torso  carved  in  wood  and 
cut  in  cross-sections  like  the  pages  of  a book. 
To  see  a portion  of  the  body,  the  visitor  merely 
pushes  the  leaves  of  the  model. 

The  exhibits  showing  the  growth  of  life  from 
a single  cell,  which  have  drawn  large  crowds, 
will  be  taken  over  by  the  museum.  One  of 
these  shows  a greatly  magnified  cell  in  the  stages 
of  growth  and  actual  subdivision. 

While  a building  to  house  the  exhibits  of  the 
new  museum  has  not  been  selected  yet,  it 
was  said  that  cooperation  in  obtaining  a site 
for  the  museum  has  been  promised  by  Mayor 
La  Guardia,  one  of  the  directors  of  the  mu- 
seum. 


neuvers  possible  in  order  to  avoid  irreparable 
damage. 

The  crowd  which  is  ever  present  following 
an  accident  is  always  anxious  that  something 
be  done  immediately;  an  ambulance  should  be 
there  within  a few  minutes;  the  patient  should 
be  "brought  to.”  Delay  in  getting  the  patient 
to  a hospital  arouses  the  collective  wrath.  The 
layman  does  not  know  that  often  the  best  treat- 
ment for  an  injured  patient  is  to  leave  him  in 
his  original  position  on  the  ground  until  proper 
medical  attention  is  available,  and  further,  that 
a nearby  house  is  often  better  for  the  first  few 
hours,  until  shock  has  been  controlled,  than  is  a 
trip  to  the  hospital. 

It  seems  that  it  is  eminently  proper  that 
authorities  should  have  called  to  their  attention 
the  necessity  for  training  in  the  fundamentals 
of  handling  accident  victims.  County  medical 
society  should  be  ready  to  assist  in  the  instruc- 
tion of  those  police  officers  who  are  in  need  of 
education  along  these  lines.  Such  courses  of 
instruction  could  well  be  repeated  yearly,  and 
should  be  welcomed  by  our  police  authorities. 


RENAL  SYMPATHECTOMY 


J.  Sydney  Ritter,  M.D.,  F.A.C.S.,  and  Leo  A.  Shifrin,  M.D.,  New  York  City 
{From  the  Department  of  Urology,  Midtown  Hospital,  New  York  City ) 


The  medical  profession  has  fortu- 
nately always  delayed  accepting  new 
procedures  until  time  and  experience 
have  proved  these  to  be  of  true  value  in 
the  relief  of  human  physical  and  mental 
deficiencies. 

That  denervation,  enervation,  or  bet- 
ter known  sympathectomy  has  not  been 
accorded  its  proper  notch  in  the  arma- 
mentarium of  the  urologist  is  evidenced 
by  the  fact  that  few  surgeons  employ 
this  procedure  for  the  relief  of  nephralgia. 

In  1930,  it  was  the  privilege  and  pleas- 
ure of  the  writer  to  assist  Dr.  Papin, 
of  Paris,  when  he  performed  his  first 
renal  denervation  operation  in  America. 
The  ease  with  which  he  performed  this 
operation,  the  lack  of  postoperative  reac- 
tion on  the  part  of  the  patient,  and  the 
phenomenal  relief  of  the  patient’s  symp- 
toms, as  occurred  in  this  instance,  were 
impressive.  This  was  especially  so  when 
it  was  later  found  that  there  was  no  im- 
pairment in  the  functional  capacity  of  the 
denervated  kidney.  We  therefore  con- 
cluded that  the  procedure  warranted  fur- 
ther investigation. 

Research  in  the  field  of  neurosurgery  as 
applied  to  renal  sympathectomy  has  been 
carried  on  for  many  years.  There  are 
two  schools.  The  one  contends  that 
renal  denervation  is  of  value,  free  from 
dangers,  and  is  a marked  aid  in  improv- 
ing renal  function.  The  other  believes 
that  though  pain  is  relieved,  the  relief  is 
merely  temporary,  that  trophic  dele- 
terious changes  in  the  renal  parenchyma 
occur,  and  that  death  may  be  attributed 
to  the  renal  insufficiency  that  may 
ensue. 

Let  us  pause  for  a moment  and  sum 
up  what  has  been  written  relative  to  this 
important  subject. 


Papin  and  Ambard,13  according  to  the 
literature,  were  the  first  to  study  ex- 
perimentally the  function  of  the  sym- 
pathetic nerves.  Papin  employed  the 
division  of  these  nerves  as  a therapeutic 
measure  for  the  relief  of  nephralgia,  and 
as  an  adjutant  for  nephropexy.  There 
were  no  untoward  effects  or  complica- 
tions attributable  to  the  sympathectomy 
in  any  of  the  patients  on  whom  he  per- 
formed his  operation. 

Ambard’s  investigation  demonstrated 
no  effect  on  the  urea  excretion,  but  a 
stimulation  of  the  excretion  of  chlorides 
and  water. 

Milliken12  carried  on  a study  of  this 
subject  at  about  the  same  time  that  Papin 
and  Ambard  were  active  in  this  field. 
His  findings  coincided  with  those  of  the 
latter.  He  concluded  that  though  renal 
sympathectomy  be  performed  on  both 
kidneys,  there  is  sufficient  urinary  secre- 
tion present  to  maintain  life,  and  further- 
more that  the  kidneys  do  not  deteriorate. 
The  sympathetic  nerves  are  essentially 
vasomotor.  The  vasoconstrictor  action 
overshadows  the  vasodilator  function. 
Therefore,  on  dividing  these  nerves  a 
relaxation  of  the  vessels  is  produced, 
permitting  freer  circulation  through  the 
kidneys.  This  increases  the  urinary  out- 
put, and  dilutes  it  so  that  it  is  of  lower 
specific  gravity. 

Much  information  on  the  clinical  value 
of  sympathectomy  has  been  gained  by  the 
reports  of  Hess.5,6,7,8  He  was  one  of  the 
earliest  to  employ  this  procedure.  Quot- 
ing from  his  recent  article8 : 

“Through  the  afferent  fibres,  certain 
types  of  pain  are  registered  These 
may  be  anginal  when  due  to  spasm  of  any 
portion  of  the  urologic  tract.  That  the 
pain  or  distress  from  overdistention  or 
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violent  contraction  is  transmitted  through 
the  sympathetics.” 

Hess  further  states  that  denervation 
for  nephralgia  has  been  unsatisfactory, 
and  that  less  than  50  per  cent  of  the 
patients  were  relieved  of  their  symptoms. 
Its  employment  for  the  relief  of  nephrop- 
tosis, on  the  other  hand,  has  been  most 
gratifying.  In  over  60  cases  operated 
upon  for  this  purpose  there  was  no  im- 
pairment of  renal  function  and  no  mor- 
tality. Furthermore,  the  renal  function 
was  improved  rather  than  impaired. 

Hess,  as  well  as  the  late  Harry  Harris,1 
preferred  renal  denervation  and  ureteral 
lysis  with  abstinence  from  renal  fixation, 
contending  that  fixation  of  the  kidney 
interfered  with  the  normal  mobility  of 
this  organ. 

A temporary  oliguria  lasting  for  less 
than  one  day,  followed  by  polyuria,  is 
reported  by  Pavone. 

Leguleu  and  Seres  reported  atrophy 
and  definite  degeneration  of  the  paren- 
chyma, whereas  Block  stated  that  there 
was  a definite  diminution  in  the  function 
of  the  kidney,  which  was  transitory  and 
did  not  affect  the  animals. 

In  experiments  carried  on  by  Drs.  Et- 
tore  Ruggieri  and  Giovanni  Boccocchi,16 
who  performed  a denervation  of  one 
kidney  with  subsequent  injection  of 
uranium  nitrate,  it  was  found  that  in  the 
sympathectomized  kidney  the  lesions 
were  less  acute  than  in  the  nonoperated 
side.  This  was  explained  by  the  fact 
that  following  sympathectomy  there  is  a 
temporary  vasoconstriction  of  the  blood 
vessels,  thereby  limiting  the  supply  of 
uranium  to  the  kidney  tissue.  In  further 
studies  on  this  subject,  it  was  found  that 
sympathectomy  decreases  the  secretory 
function  of  the  kidney  and  that  in  several 
specimens  arteriosclerosis  followed  this 
procedure.  It  would  seem,  therefore, 
that  bilateral  denervation  should  never  be 
practiced. 

With  these  divergent  opinions,  better 
knowledge  of  the  anatomy  and  physio- 
logic function  of  the  sympathetic  ner- 
vous system  was  sought. 

Anatomic  studies  relative  to  the  nerve 
supply  to  the  kidneys  have  shown  these 


to  arise  almost  entirely  from  the  splanch- 
nics.  These  are  vasomotor  nerves  with 
the  vasoconstrictor  function  overshadow- 
ing the  vasodilator  effect.  If  these 
nerves  are  severed,  the  pain  due  to 
spasm  is  eliminated  and  the  vessels  of  the 
kidneys  relaxed.  This  permits  freer  flow 
of  blood  with  greater  volume  through  the 
kidney,  which  in  turn  increases  the  excre- 
tion of  urine.  This  is  transitory,  for 
there  is  a readjustment,  as  will  be  demon- 
strated later  on,  so  that  the  renal  func- 
tion returns  to  normal. 

Sangree14  found  that  the  nerve  supply 
of  the  kidney  is  divided  into : 

“(a),  Extrinsic  nerves,  these  are  from 
the  renal  plexus,  extending  from  the  aortic 
plexus  along  the  renal  artery  to  the  hilum 
of  the  kidney.  The  renal  plexus  is  made 
up  of  the  branches  from : 

1.  The  center  of  the  semilunar  gan- 
glion. 

2.  Lesser  splanchnics. 

3.  Major  splanchnics. 

4.  A branch  rising  from  the  first 
lumbar  ganglion. 

5.  Small  branches  arising  from  the 

small  ganglion  on  the  posterior 

aspect  of  the  superior  mesenteric 
artery. 

6.  Rami  from  the  lumbar  portion  of 
the  sympathetic  trunk. 

7 . Sometimes  by  direct  vague  branches 
running  to  the  renal  plexus. 

8.  Preganglionic  fibers  from  the 
splanchnic  nerves.  The  afferent 
fibers  to  the  kidney  are  derived  from 
the  10-12  thoracic  nerves. 

“(b),  Intrinsic  nerves  which  follow 
the  blood  vessels  and  form  a rich  plexus 
around  them,  enter  the  parenchyma, 
still  following  the  blood  vessels. 

“Etiologically,  renal  pain  is  divided 
into: 

1.  Mechanical  or  traumatic,  which  is 
due  to  distention  of  the  ureter, 
pelvis,  and  calyces;  increased  ten- 
sion due  to  edema  or  congestion  of  a 
parenchymatous  organ  confined  in 
a nonelastic  capsule;  contact  of  a 
foreign  body  with  the  walls  of  the 
pelvis  or  calyces;  traction  on  the 
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renal  pedicle,  compression  of  ad- 
jacent nerves,  renal  sclerosis,  pain- 
ful nephritis. 

2.  Inflammatory  causes:  Lesions  of 

the  ureter,  pelvis,  calyces,  as  ure- 
teritis, pyelitis,  pyelonephrosis,  le- 
sions of  the  parenchyma,  as  pye- 
lonephritis, tumors,  lesions  of  the 
perirenal  cellular  tissue,  as  perine- 
phritis and  perirenal  abscess. 

“Renal  pain  is  usually  renal  pelvic 
pain,  and  colic  usually  means  distention 
of  the  renal  pelvis.  In  migrating  renal 
calculi,  hydronephrosis,  movable  kidney, 
tuberculosis,  neoplasm,  nephritic  hema- 
turia, the  ureteral  obstruction  is  ex- 
pressed by  colic  syndrome,  being  the  re- 
sult of  renal  pelvic  distention. 

“The  vagus  plays  no  part  in  transmit- 
ting pain  from  the  kidney.  The  cells  in 
the  ganglia  of  the  renal  plexus  are  of  the 
sympathetic  type  and  there  is  no  doubt 
that  renal  pain  comes  from  the  sym- 
pathetic fibers. 

“Denervation  of  the  kidneys  is  com- 
patible with  life.  Excretion  may  con- 
tinue indefinitely  after  all  connections  of 
the  kidney  with  the  central  nervous 
system  have  been  divided.” 

Were  it  not  due  to  the  experience 
gained  during  Papin’s  visit  in  this  coun- 
try, this  operative  procedure  would  have 
been  subjected  to  a personal  investiga- 
tion on  animals  prior  to  employing  this 
practice  on  the  human  being. 

Indications 

Papin  recommends  its  use  in  painful 
nephritis,  nephralgia,  and  painful  hy- 
dronephrosis. 

Harry  Harris  suggested,  as  the  out- 
standing features,  unilateral  renal  stasis, 
renal  pain,  and  costovertebral  tenderness, 
their  recurrence  after  temporary  relief  by 
eserine,  and  the  absence  of  any  demon- 
strable cause  of  organic  obstruction. 

To  these  we  add  a careful  psychoneuro- 
logic survey.  In  several  of  the  later 
cases  we  injected  1 per  cent  of  Neocaine 
into  the  sympathetic  ganglia  of  the  side 
involved,  to  aid  in  establishing  the  diagno- 
sis of  nephralgia. 


The  technic  and  procedure  of  sym- 
pathectomy have  been  thoroughly  de- 
scribed by  Papin,  Harris,  and  Hess. 
The  latter  two  writers  do  a denervation 
and  ureterolysis,  but  do  not  decapsulate 
or  suspend  the  kidney. 

Papin  does  a partial  decapsulation  and 
fixation.  This  practice  we  have  adhered 
to. 

An  analysis  of  20  case  histories  is 
herein  presented  with  complete  reports  of 
5 selected  patients. 

Case  Reports 

Case  3. — F.  S.,  a single  female,  aged  44  years. 

Chief  complaint : Pain  in  right  lumbar  region 

of  one  year’s  duration. 

Present  illness:  In  September,  1932,  this 

patient  was  referred  to  our  department  for  relief 
of  right  lumbar  pain.  The  present  condition 
dates  back  to  1931,  when  she  began  to  experience 
pain  and  discomfort  in  the  right  renal  area. 
She  was  studied  urologically  in  several  clinics, 
where  diagnoses  of  ureteral  stricture  and  of 
ptosis  were  made. 

Past  history:  In  1912,  an  appendectomy  was 

performed  with  drainage.  In  1928,  deep  x-ray 
therapy  was  used  to  radiate  fibroids  of  the  uterus. 

Physical  examination  was  essentially  nega- 
tive. 

Urologic  study:  There  was  tenderness  on 

percussion  over  the  right  renal  area,  none  on  the 
left.  No  urinary  frequency,  dysuria,  or  hema- 
turia. 

Cystoscopic  examination:  A No.  24  panendo- 

scope was  passed  easily.  The  bladder  mucosa 
was  normal,  both  ureteral  orifices  were  normal 
in  appearance  and  location.  Indigo  carmine 
renal  function  test:  Dye  appeared  in  normal 

time  and  concentration.  A No.  8 catheter  was 
passed  to  the  right  renal  pelvis,  encountering  no 
obstruction.  The  catheter  was  then  withdrawn 
to  within  3 cm.  of  the  ureteral  orifices,  and  a 
retrograde  pyelogram  made,  using  8 cc.  of 
sodium  iodide.  The  renal  pelvis  and  minor 
calyces  are  well  defined.  There  is  a slight  blunt- 
ing of  the  terminals.  The  ureter  is  completely 
distended  with  dye,  a kink  is  demonstrable  at 
the  third  lumbar  vertebra.  This  may  be  due  to 
the  catheter  or  to  distention  of  the  ureter.  A 
diagnosis  of  kinked  ureter  was  made,  however, 
though  there  was  little  dilatation  above  this  point. 

The  patient  was  operated  upon  in  October, 
1932,  using  the  technic  of  Papin. 

One  year  after  operation,  the  patient  re- 
ported to  the  follow-up  clinic,  at  which  time  a 
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retrograde  pyelographic  study  showed  the  kidney 
in  normal  position. 

Now,  six  years  after  operation,  patient  is  free 
of  all  symptoms.  Intravenous  urographic  study 
showed  both  kidneys  functioning  normally  and  in 
normal  position  (more  than  a five-year  cure) . 

Case  7. — M.  R.f  a white  female  nurse,  aged 
37  years. 

Chief  complaint.  Pain  in  right  lumbar  region 
radiating  anteriorly. 

Present  illness:  The  patient  reported  to  the 

office  in  1935,  complaining  of  incapacitating 
right  lumbar  pain.  She  had  lost  11  pounds  and 
was  getting  progressively  weak  and  despondent. 

Past  history:  In  1923,  she  was  operated  upon 

for  a toxic  goitre.  In  1918,  a diagnosis  of  chronic 
appendicitis  was  made;  the  appendix  was  re- 
moved but  the  lumbar  pain,  of  which  she  had 
been  complaining,  persisted.  Personal  and  past 
histories  were  otherwise  negative. 

Physical  examination:  A complete  physical 

examination  was  negative  but  for  the  local  condi- 
tion. 

Urologic  study:  There  was  tenderness  over 

the  right  kidney.  No  urinary  symptoms  pres- 


ent. Intravenous  urographic  study  showed 
both  kidneys  functioning  normally,  and  the 
renal  pelves  well  defined.  Due  to  lack  of  de- 
lineation of  the  ureters,  a right  retrograde  pyelo- 
gram  was  taken  (Fig.  1).  This  showed  the 
renal  pelvis  dilated  with  some  blunting  of  the 
minor  calyces.  The  ureter  was  well  defined  and 
normal. 

To  avoid  a possible  error  in  the  diagnosis  of 
nephralgia,  30  cc.  of  1 per  cent  Neocaine  was 
injected  into  the  splanchnic  area  on  the  right 
side.  Pain  subsided  immediately.  With  these 
findings,  sympathectomy  was  suggested  by  us 
and  consented  to  by  the  patient. 

This  patient  was  operated  upon,  using  the 
technic  of  Papin.  Her  postoperative  course  was 
uneventful. 

A study  by  intravenous  urography  (Fig.  2) 
three  years  later  shows  both  kidneys  functioning 
normally.  The  renal  pelvis  on  the  operated 
side  is  not  distended,  and  the  upper  ureter  is  well 
defined.  The  comparative  renal  function,  etc., 
can  be  noted  in  the  chart. 

This  patient  has  returned  to  her  nursing  pro- 
fession and  has  regained  10  pounds. 
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Case  14. — G.  N.,  a male  accountant,  aged  40 
years. 

Chief  complaint:  Right  lumbar  pain. 

Present  illness:  In  October,  1936,  this  pa- 

tient was  referred  to  us  because  of  constant  dull 
backache  and  right  lumbar  pain.  He  had  been 
treated  for  lumbago  with  diathermy,  baths, 
internal  medications,  etc. 

Past  history:  All  his  teeth  had  been  re- 

moved as  a possible  foci  of  infection.  Tonsils 
were  removed  when  a child.  There  was  no 
history  of  venereal  disease,  and  examinations 
of  the  prostatoseminal  secretion  were  all  nega- 
tive. Examination  of  the  urine  was  negative. 


Fig.  1.  This  plate  shows  the  renal  pelvis 
dilated  with  some  blunting  of  the  minor  calyces. 
The  ureter  is  well  defined  and  normal. 

All  attempts  at  finding  a cause  for  the  pain  were 
of  no  avail. 

Physical  examination  was  essentially  nega- 
tive. 

Urologic  study : Intravenous  urogram  showed 
both  kidneys  functioning  with  some  stasis  in 
the  right  renal  pelvis.  Pain  over  the  right 
costovertebral  area  was  present.  Here  too, 
injection  of  the  splanchnic  ganglia  was  done 
with  the  same  result  as  reported  in  the  previous 
case. 

A renal  sympathectomy  was  performed. 
The  immediate  postoperative  course  was  very 
stormy.  During  the  operation  there  was  more 
bleeding  than  usually  encountered,  and  we 
believe  that  the  temperature,  nausea,  and  the 
general  upset  condition  was  due  to  the  absorp- 
tion of  blood  clot. 


Fig.  2.  A study  by  intravenous  urography 
three  years  later,  shows  both  kidneys  function- 
ing normally.  The  renal  pelvis  on  the  operated 
side  not  distended,  and  the  upper  ureter  well 
defined.  The  comparative  renal  function,  etc., 
can  be  noted  in  the  chart. 

The  patient  was  discharged  from  the  hospital 
in  three  weeks. 

A postoperative  intravenous  urogram  showed 
both  kidneys  functioning  normally,  the  oper- 
ated side  showing  more  concentration  of  dye 
and  less  dilatation  of  the  renal  pelvis. 

This  patient  has  been  free  of  discomfort  since 
his  recovery  from  the  operation  (further  data  on 
Chart  1). 

Case  18. — G.  G.,  a white  male  laborer,  aged  41 
years. 

Chief  complaint : Pain  in  right  flank. 

Present  illness:  In  February,  1937,  this 
patient  reported  to  us  complaining  of  pain  in 
the  right  flank,  of  ten  years’  duration. 

Past  history:  At  the  age  of  12,  patient  had  an 

attack  of  hematuria.  This  subsided  and  he  has 
never  had  a recurrence.  Twenty  years  ago  he 
had  a gonococcal  infection  with  no  complica- 
tions. Ten  years  ago,  from  no  apparent  cause, 
the  patient  had  a severe  attack  of  right-sided 
pain.  This  subsided,  but  he  has  been  having 
repeated  attacks  with  increasing  severity. 
The  pain  is  relieved  on  lying  down,  and  aggra- 
vated while  up. 

Physical  examination:  Essentially  negative. 

Neither  kidney  was  palpable.  There  was  some 
tenderness  on  deep  bimanual  palpation  of  the 
right  kidney. 

Urologic  study:  Examination  revealed  both 

kidneys  to  be  functioning  normally.  Blood 
chemistry  was  normal. 
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Fig.  3.  Taken  in  the  upright  position.  Shows 
a definite  S-shaped  deviation  of  the  right  ureter 
with  ptosis. 

A right  pyelogram  was  made.  The  first  ex- 
posure showed  the  ureter  normal,  renal  pelvis 
dilated,  and  terminal  calyces  dilated.  Fig.  3 
shows  a definite  S-shaped  deviation  of  the  right 
ureter  with  ptosis. 

Renal  denervation  and  nephropexy  were  per- 
formed on  February  16,  1930. 

To  determine  the  immediate  effects  of  the 
sympathectomy,  an  intravenous  urogram  was 
done  on  the  fifth  postoperative  day.  In  Fig.  4 
one  skin  suture  can  be  seen.  The  renal  func- 
tion on  both  sides  is  present  with  no  dilatation 
of  the  renal  pelvis  demonstrable.  The  kidney 
is  in  normal  position.  In  November,  1937,  a 
retrograde  pyelogram  showed  that  the  renal 
pelvis  had  a normal  capacity  with  a slight  blunt- 
ing of  the  minor  calyces.  The  indigo  carmine 
renal  function  test  was  normal. 

Case  20. — J.  C.,  a white,  single  female,  aged  26 
years. 

Chief  complaint : Right  lumbar  pain. 

Present  illness:  In  February,  1937,  this  lady 

reported  to  our  service  complaining  of  severe 
right  lumbar  pain.  Up  to  four  weeks  before, 
she  had  felt  perfectly  well,  when  she  had  a severe 
attack  of  colic,  together  with  nausea  and  vomit- 
ing. 

Past  history : About  six  years  before,  she  had 

a severe  attack  of  renal  colic,  at  which  time  a 
diagnosis  of  movable  kidney  was  made.  Ton- 
sils were  removed  in  childhood;  myomectomy, 
ten  months  ago. 

Physical  examination  was  essentially  negative. 

Urologic  study:  Abdomen  relaxed.  The 

right  kidney  was  palpable,  movable,  and  tender. 


Pyelographic  study:  A No.  24  McCarthy 
panendoscope  was  passed.  Bladder  mucosa 
normal;  ureteral  orifices  normal  in  appearance 
and  location.  Indigo  carmine  renal  function 
test,  normal  on  both  sides. 

A ureteral  catheter  was  passed  on  the  right 
side  and  a retrograde  pyelogram  made,  one 
exposure  in  the  dorsal  position,  and  one  in  the 
upright  were  taken.  In  the  latter,  the  renal 
pelvis  was  dilated  and  rotated  so  that  the  minor 
calyces  were  not  clearly  defined.  There  was  a 
well-distended  ureter  that  entered  the  pelvis 
at  an  angle. 


Fig.  4.  One  skin  suture  can  be  seen.  The 
renal  function  on  both  sides  is  present  with  no 
dilatation  of  the  renal  pelvis  demonstrable. 
The  kidney  is  in  normal  position. 

Fig.  5,  the  retrograde  pyelogram  of  the  kidney 
in  the  horizontal  position,  shows  some  dilatation 
of  the  renal  pelvis  at  an  angle. 

This  patient  was  operated  upon,  and  on  the 
third  postoperative  day  an  intravenous  urogram 
was  taken. 

Fig.  6 demonstrates  both  kidneys  functioning 
well,  with  no  stasis  in  the  right  renal  pelvis  and 
the  kidney  in  good  position.  The  skin  clips  can 
be  seen. 

This  confirms  the  opinion  expressed  by  the 
writer,  namely,  that  the  functional  capacity  of 
the  kidney  is  not  impaired  by  sympathectomy. 

In  the  analysis  of  these  20  cases,  we 
find: 

1.  There  were  16  female  and  4 male 
patients. 

2.  The  right  side  was  involved  in  14 
cases;  the  left,  in  6. 
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3.  The  preoperative  renal  function  in 
all  cases  was  normal. 

4.  In  none  of  our  cases  was  there  any 
suppression  of  urine,  nor  appreciable 
reduction  of  urinary  output.  In  this 
series  of  cases  the  urea  excretion  of  the 
kidney  was  not  affected  by  renal  denerva- 
tion. 

5.  There  were  no  deaths  in  this  series. 


Fig.  5.  Retrograde  pyelogram  of  the  kidney 
in  the  horizontal  position.  Shows  some  dilata- 
tion of  the  renal  pelvis  at  an  angle. 


Operative  Technic 

An  oblique  kidney  incision  is  made,  ex- 
posing Zuckerkandl’s  fascia.  This  is 
incised  and  the  kidney  delivered.  The 
ureter  is  now  isolated  and  stripped  of  all 
periureteral  fat,  fibers,  and  adhesions. 
The  ureter  is  now  followed  up  to  the 
renal  pelvis,  undermining  the  perirenal, 
periureteral  fat,  and  fascia.  This  facili- 
tates exposing  the  renal  pedicle.  Either 
with  the  Papin  kidney  retractor  or  with 
the  left  hand  the  kidney  is  lifted  out  of  the 
wound,  so  as  to  place  the  renal  vessels  on 
tension. 

The  nerves  can  clearly  be  seen  adher- 
ent to  the  arteries  and  veins  of  the  kidney 
pedicle.  These  are  carefully  raised  and, 
with  a short,  jerking  motion  with  the 
hook  or  special  blunt  knife,  tom  across. 


Fig.  6.  Demonstrates  both  kidneys  function- 
ing well,  with  no  stasis  in  the  right  renal  pelvis 
and  the  kidney  in  good  position.  The  skin  clips 
can  be  seen. 

After  completely  freeing  one  side  of  all 
nerves,  the  opposite  side  of  the  pedicle  is 
exposed  and  the  same  procedure  carried 
out. 

Injury  to  the  vein  may  occur  but  is  not 
serious,  for  pressure  or  careful  ligation 
will  control  this  with  no  untoward  effect. 
The  upper  two-thirds  of  the  kidney  is  now 
decapsulated,  and  No.  2 plain  catgut 
sutures  are  passed  through  the  kidney  for 
suspension.  The  kidney  is  protected 
from  injury  by  the  sutures  by  interposing 
adipose  tissue  between  the  kidney  and 
the  tie.  The  upper  suture  is  now  brought 
over  the  eleventh  rib,  and  the  lower  under 
the  eleventh  rib.  These  are  then  tied 
over  the  rib.  Zuckerkandl’s  fascia  is 
reconstructed  by  suturing  the  anterior 
layer  to  the  quadratus  lumborum  muscle. 
The  wound  is  closed  without  drain- 
age. 

It  is  difficult  to  explain  the  marked 
difference  in  results  between  Hess’s  and 
ours,  for  in  all  but  2 of  our  cases  the  pa- 
tients were  relieved  of  symptoms  for 
more  than  fourteen  months.  Two  had 
a return  of  pain  and  discomfort  within  six 
months  after  operation.  One  at  four- 
teen months  complained  of  some  discom- 
fort, but  no  severe  attacks  of  pain.  Our 
patients  have  apparently  been  free  of  a 
return  of  symptoms. 


1594 


RITTER  AND  SHIFRIN 


[N.  Y.  State  J.  M. 


The  employment  of  renal  sympathec- 
tomy in  calculous  disease,  as  suggested  by 
some  investigators,  is  worthy  of  discus- 
sion. Theoretically,  it  is  a worth-while 
addition  to  our  attempts  at  avoiding  the 
recurrence  of  calculous  disease.  How- 
ever, one  must  always  keep  in  mind  the 
dangers  associated  with  freeing  the  renal 
pedicle  and  the  vascular  supply  from  ad- 
herent infected  perirenal  and  peripedicu- 
lar  inflammation.  The  dangers  of  in- 
jury to  the  blood  supply  and  the  prob- 
ability of  being  compelled  to  perform  a 
nephrectomy  should  be  weighed  care- 
fully prior  to  attempting  the  delivery  of 
the  pedicle.  Furthermore,  those  who 
may  advocate  or  dare  to  suggest  the  use 
of  denervation  for  the  cure  or  even  the 
relief  of  early  tuberculosis,  should  re- 
member that  tuberculosis  is  a disease  that 
demands  rest  and  quiet.  Surgery  that 
would  call  for  delivering  a kidney  would 
not  add  to  the  comfort  of  that  kidney. 
Perhaps,  were  it  at  all  possible  to  per- 
form a sympathectomy  without  handling 
the  kidney,  without  debilitating  the  pa- 
tient, even  temporarily,  and  without 
interfering  with  the  nutrition  of  the  entire 
being,  then,  perhaps,  denervation  might 
be  considered  in  tuberculosis. 

In  our  cases,  we  have  used  renal  fixa- 
tion in  conjunction  with  denervation. 
This  may  account  for  the  results  we  have 
obtained  in  our  cases  of  nephralgia. 

In  carefully  selected  cases,  renal  de- 
nervation is  a valuable  aid  in  the  relief 
of  pain.  In  our  series  there  have  been 
no  deaths.  The  function  of  the  kidney 
has  not  been  impaired.  With  the  high 
percentage  of  good  results,  we  feel  justi- 
fied in  adding  this  procedure  to  our  uro- 
logic  armamentarium. 
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Discussion 

Dr.  Elmer  Hess — There  is  no  operation  that 
will  give  as  gratifying  results  as  a renal  sym- 
pathectomy, provided  it  is  done  for  certain 
specific  conditions.  These  have  been  discussed 
by  me  in  several  previous  papers  and  are  re- 
emphasized by  this  splendid  contribution  of  Dr. 
Ritter’s.  I appreciate  his  references  to  my 
work,  and  even  though  it  appears  that  our  re- 
sults differ  materially,  I am  sure  that  this  is 
not  as  great  as  it  apparently  seems. 

In  the  first  place,  "renalgia”  is  hardly  a diagno- 
sis. If  it  is,  it  is  perhaps  the  most  difficult 
diagnosis  to  make  and  prove.  I have  operated 
on  many  cases  with  this  diagnosis  but  when  my 
patient  did  not  experience  the  relief  that  I had 
hoped  for  I frankly  placed  the  case  down  as 
"wrong  diagnosis.” 

Kidney  pain  is  due  to  several  factors,  namely, 
overdistention  of  the  ureter  or  pelvis,  congestion 
in  the  parenchyma  causing  stretching  of  the  cap- 
sule, and  various  types  of  acute  infections  both 
in  and  around  the  kidney;  or  it  may  be  due  to 
spasm  of  the  arterial  tree.  This  latter  condition 
is  analogous  to  angina  and  other  anginoid  circu- 
latory disturbances  elsewhere  in  the  body. 
Eserine  usually  relieves  this  latter  condition, 
and  it  is  to  this  condition  that  I have  usually 
applied  the  diagnosis  of  renalgia  or  nephralgia. 

It  has  been  very  difficult  for  me  when  studying 
pyelograms  to  be  sure  of  a mild  nephrosis  or  an 
internal  hydronephrosis.  It  seems  to  me  that  a 
great  deal  will  depend  upon  the  individual 
making  the  pyelogram  and  on  whether  or  not  the 
pelvis  is  in  systole  or  diastole  when  the  picture 
is  taken.  In  those  cases  where  there  is  renal 
pain  as  a result  of  pathology,  the  cause  can  be 
definitely  demonstrated  if  we  persistently  hunt  for 
it.  It  may  mean  several  complete  urologic 
surveys,  but  this  is  inconsequential  as  compared 
to  hasty  surgery  with  dubious  preoperative 
findings.  Nephralgia  or  renalgia,  therefore, 
must  be  positively  identified  as  renal  and  there 
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should  be  no  other  urologic  pathology  demon- 
strable. 

A study  of  the  cases  reported  in  Dr.  Ritter’s 
comrhunication  shows  the  following: 

Case  3.  A kink  of  the  ureter  at  the  third 
lumbar  vertebra. 

Case  7.  No  pathology  apparent. 

Case  14.  Stasis  right  renal  pelvis. 

Case  18.  Definite  S-shaped  deviation  of  the 
right  ureter  with  ptosis. 

Case  20.  Renal  pelvis  dilated  and  rotated. 
Distended  ureter  that  enters  the  pelvis  at  an 
angle. 

It  is  my  belief  that  only  Case  7 would  have 
been  classified  by  myself  as  a case  of  true  renal- 
gia.  These  cases  show  that  there  is  no  doubt 
renal  pain,  but  demonstrable  pathology  is  present 
that  may  account  for  it.  I am  sure  that  Dr. 
Ritter  and  I differ  only  in  our  interpretation  of  a 
word.  If  spasm  of  the  arterial  tree  is  the  actual 
cause  of  the  pain,  sympathectomy  will  and  does 
cure  the  patient  in  every  instance,  but  I fear 
that  as  a specific  diagnosis,  renalgia  per  se  is 
perhaps  one  of  the  most  difficult  to  make.  The 
pain  of  nephrosis,  nephritis,  ptosis,  and  ureteral 
spasm  have  never  before  been  considered  by 
me  as  renalgia,  the  renalgia  being  merely  a 
symptom  of  the  disease  present.  In  these 
cases  we  are  dealing  entirely  with  local  pathology 
that  is  the  direct  cause  of  sympathetic  irritation 
and,  of  course,  as  a result  of  this  there  may  be 
also  added  to  the  local  pathology  spasm  of  the 
arterial  tree.  Many  of  these  cases  can  be  re- 
lieved of  all  of  their  symptoms,  including  the 
pain,  by  catheter  manipulation  and  drainage — a 
few  cannot.  It  must  be  emphasized  that  only  a 
comparatively  few  cases  of  nephritis,  nephrosis, 
and  ptosis  give  symptoms,  and  that  of  this 
group  only  a very  few  will  eventually  require 
some  form  of  surgical  intervention.  Again,  I 
must  differ  both  with  the  essayist,  Papin,  and 
with  others  who  do  some  form  of  definite  neph- 
ropexy. I believe  that  Harris  and  myself  are 
correct  when  we  say  that  this  additional  opera- 
tive procedure  is  unnecessary.  In  my  own  pa- 
tients I never  deliberately  decapsulate  nor  do  I 
do  anything  more  than  a pedicle  sympathectomy 
and  a ureterolysis.  My  position  I think  is  a 
sound  one  because  the  kidney  itself  should  suffer 
little  from  the  technic  I advocate,  and  it  is  im- 
possible for  me  to  believe  that  either  decapsula- 
tion or  nephropexy  does  not  definitely  injure  large 
areas  of  renal  parenchyma.  Furthermore,  the 
elimination  of  these  extra  procedures  cuts  down 
considerably  on  the  operative  time,  which  in 
itself  is  a desirable  feature.  That  ureterolysis 
and  pedicle  sympathectomy  are  sufficient  is 
definitely  proved  by  the  studies  of  many  post- 


operative pyelograms  and  by  the  satisfaction  of 
many  of  our  patients  as  a result  of  the  complete 
relief  of  their  symptoms.  In  my  own  experience 
I have  never  seen  a more  grateful  group  of 
patients. 

Concerning  the  various  types  of  nephritis 
with  varying  degrees  of  suppression  of  urine,  I 
have  had  no  experience,  but  it  seems  logical  that 
many  of  these  cases  should  be  relieved  by  sym- 
pathectomy. Braasch  and  Rountree  have  been 
more  than  pleased  with  the  results  in  a group  of 
patients  with  this  condition.  If  the  opportunity 
ever  presents  itself,  I should  unhesitatingly  do 
the  operation  in  this  group.  I thought  I had 
one  recently  but  the  suppression  was  relieved 
by  five  days  of  catheter  drainage  with  intra- 
venous glucose  and  the  golden  opportunity  dis- 
appeared. 

Milliken  at  one  time  theorized  on  the  benefits 
that  would  accrue  from  bilateral  renaU  sym- 
pathectomy in  hypertensive  disease.  I have 
done  the  operation  on  both  sides  with  early  hy- 
pertensive disease  as  an  indication,  but  have 
never  seen  the  slightest  benefit  occur  except  from 
the  necessary  rest  in  bed  during  the  operative 
convalescence. 

In  closing,  I wish  to  emphasize  that  Dr. 
Ritter’s  results  and  mine  are  not  as  far  apart 
as  he  thinks,  and  I am  privileged  and  grateful 
to  be  here  as  a guest  to  open  the  discussion  on 
this  very  important  and  splendid  contribu- 
tion. 

Dr.  Clarence  G.  Bandler,  New  York  City — 
Urologic  endeavor,  being  but  one  spoke  in  the 
wheel  of  diagnostic  and  therapeutic  progress, 
must  of  necessity  participate  in  the  recent  re- 
newed interest  and  accomplishments  in  the 
field  of  applied  neurosurgery.  Experimental 
work  on  animals,  and  the  clinical  application  of 
such  findings  have  led,  successively,  to  note- 
worthy operative  measures  for  the  relief  of  over- 
action or  imbalance  of  the  sympathetic  nervous 
system  as  it  affects  any  hollow  viscus,  whether 
it  is  blood  vessel,  intestine,  renal  pelvis,  or  ureter. 
You  are  all  acquainted  with  the  work  that  has 
been  done  and  the  promise  held  for  even  further 
progress  in  the  relief  of  such  maladies  as  Buer- 
ger’s, Raynaud’s,  and  Hirschsprung’s  diseases. 
Hypertension  is  a more  recent  object  of  experi- 
mental and  clinical  attack  from  the  standpoint 
of  neurosurgery,  for  which  the  work  of  Heuer, 
Adson,  and  more  recently,  Carter,  is  noteworthy. 

Dr.  Ritter’s  excellent  resume  of  the  subject  of 
renal  sympathectomy  is  particularly  timely  and 
attests  to  the  fact  that  neither  our  specialty  nor 
its  adherents  will  be  found  lagging  in  applying 
newer  physiologic  principles  to  time-honored 
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urologic  procedures.  Although  Claude  Bern- 
hard  first  demonstrated  an  increased  excretion 
of  urine  following  splanchnicotomy  of  a dog’s 
kidney  as  early  as  1859,  it  was  not  until  1921 
that  Papin  first  reported  renal  denervation  on 
the  human  kidney.  Since  this  occasion,  numer- 
ous European  and  American  urologists  have  re- 
ported a variety  of  clinical  applications  with 
gratifying  results.  Dr.  Ritter  has  cited  17 
unequivocal  successes  in  a group  of  20  cases. 
The  five  detailed  clinical  reports  clearly  present 
the  type  of  case  he  has  essayed  to  help,  and  the 
course  each  has  taken.  I have  had  the  privilege 
of  observing  the  surgical  technics  of  both  Papin 
and  Ritter.  The  latter  has  modestly  omitted  to 
state  that  a certain  degree  of  dexterity,  thorough- 
ness, and  perseverence  are  paramount  to  ensure 
good  results.  It  is  not  surgically  sufficient  to 
skeletonize  the  renal  pedicle  and  call  that  pro- 
cedure sympathectomy.  It  is  necessary  to 
identify  and  isolate  the  nerves  and  then  sever 
them  separately  with  a small  hook,  as  advocated 
by  Papin.  Thus  the  nerves  are  definitely  de- 
stroyed and  will  not  regenerate. 

Apart  from  any  variation  in  surgical  skill, 
several  other  factors  enter  into  an  evaluation 
of  the  procedure.  Selection  of  cases  and  the 
presence  of  any  associated  lesions  must  have  a 
bearing  on  the  outcome.  Assuming  that  no 
other  pathology  is  present,  the  case  may  be 
classified  in  the  group  of  renal  sympathetico- 
tonias,  a term  first  used  by  the  Harris’,  of  Sydney, 
Australia.  More  recently.  Dr.  A.  E.  Goldstein, 
of  Baltimore,  has  advanced  “essential  nephral- 
gia” as  a fitting  definition  of  the  condition  for 
which  renal  sympathectomy  is  performed.  Be 
that  as  it  may,  it  is  universally  agreed  that  the 
individual  fits  into  that  group  of  sympathetico- 
tonic  patients  in  whom  one  may  demonstrate 
spasm,  atony,  dyskinesia,  or  sympathetic  im- 
balance, hyperdynamic  motility,  or  adynamia. 

Dr.  Hess  has  reported  his  findings  and  results, 
with  only  50  per  cent  success  in  cases  of  essential 
nephralgia,  whereas  he  is  quite  enthusiastic  about 
his  corrective  procedures  in  nephroptosis  follow- 
ing denervation  and  ureterolysis.  I quote  from 
Hess:  “To-day,  the  operation  of  renal  denerva- 

tion is  done  where  in  the  past  nephropexy  has 
been  indicated.  I have  never  done  a nephropexy 
since  having  had  some  experience  with  sym- 
pathectomy. The  former  is  not  indicated,  is 
unphysiological  and  unnecessary.”  He  fur- 
ther adds,  “it  makes  little  difference,  post- 
operatively,  as  to  the  position  the  kidney  may 
be  in,  although  in  the  vast  majority  of  cases,  I 
have  found  these  denervated  kidneys  to  be  fixed 
in  a higher  position  than  they  were  prior  to 
operation.” 


I feel  that  in  many  instances  of  nephralgia, 
renal  ptosis  may  play  a minor  or  major  role. 
Dr.  Ritter  has  used  nephropexy  as  a routine 
step  in  his  surgery.  Perhaps  this  addition  may, 
in  many  instances,  mark  the  difference  between 
success  and  fair  or  poor  results.  I disagree  with 
Dr.  Hess  that  nephropexy  is  “unphysiological 
and  unnecessary.”  A definite  mechanical  fac- 
tor, independent  of  any  nerve  innervation,  often 
exists,  and,  anchoring  the  kidney  in  such  a 
position  as  to  ensure  dependent  drainage  of  the 
pelvis  and  a straight  ureteral  course,  represents 
an  essential  surgical  procedure. 

Dr.  Ritter’s  exposition  of  the  nerve  pathways 
brings  up  several  interesting  points  for  discus- 
sion. In  following  this  sympathetic  ramification 
of  renal  nerves  in  their  anastomosis  with  the 
superior  and  inferior  mesenteric  plexuses,  as 
well  as  pancreatic,  splenic,  diaphragmatic,  gas- 
tric, and  adrenal  branches,  one  may  get  an  in- 
sight into  the  reflex  symptoms  that  renal  pathol- 
ogy produces  in  other  organs.  The  variety  of 
symptoms  that  may  thus  manifest  themselves, 
indefinite  as  they  are,  have  classified  more  than 
one  sufferer  as  “neurotic.” 

It  is  essential  that  complete  neurologic  and 
psychiatric  studies  be  conducted  before  surgery 
is  even  considered.  At  best,  the  decision  is 
difficult.  Conservatism  is  a worthy  standard 
but,  even  if  only  a few  of  these  miserable  pa- 
tients should  be  relieved  of  their  symptomatol- 
ogy, the  operation  may  well  be  employed. 

Anatomic  studies  by  Petit-Dutailles  and  Flan- 
drin  have  shown  that  segmental  periarterial  sym- 
pathectomy produces  a complete  denervation  of 
the  kidney.  It  is  said,  too,  that  the  renal  vein 
is  not  invested  with  nerve  fibers.  I wonder 
whether  complete  denervation  is  possible  or 
necessary.  Consideration  is  not  given  to  the 
fact  that  nerve  filaments  course  through  the 
blood  vessel  walls.  Complete  nephrectomy, 
with  severance  of  the  artery,  vein,  and  ureter 
and  immediate  reanastomosis  on  a dog  was  re- 
ported by  Quinby  in  1916.  He  observed  that  a 
period  of  functional  overactivity  occurred  which 
was  followed  by  a return  to  normal  function  in 
two  weeks. 

Further,  Dogliotti  and  Mairano  in  1930  re- 
ported that  regeneration  of  renal  nerves  in  dogs 
begins  promptly  and  is  completed  in  four  to  six 
months.  It  has  been  said  that  this  same  proc- 
ess occurs  in  humans  in  eighteen  to  twenty 
months.  Such  experimental  data  raise  inter- 
esting questions.  How  long  may  we  expect  our 
operative  intervention  to  be  effective?  Dr. 
Ritter  has  reported  eight-year  follow-ups  on  2 of 
his  successful  cases.  It  is  apparent  that  the  sur- 
face has  only  been  scratched  in  our  knowledge 
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of  the  physiology  of  nerve  pathways  and  its 
clinical  application. 

In  conclusion,  I would  emphasize  that  any 
specialistic  surgical  procedure  that  has  a limited 
application  and  intricate  technic  must,  of  neces- 
sity, suffer  when  employed  universally  and 
indiscriminately.  Such  has  been,  and  probably 


will  be,  the  fate  of  renal  sympathectomy.  The 
operation  has  specific  application,  and  only  in 
the  hands  of  the  surgeon  equipped  with  diagnos- 
tic acumen,  technical  skill,  and  a thorough  knowl- 
edge of  the  anatomy  of  the  sympathetic  renal 
network,  will  renal  denervation  receive  due  and 
proper  recognition. 


DEBT  DODGER  FOILED 

Doctors’  bills  cannot  be  dodged  because 
treatments  were  given  by  assistants,  unlicensed 
to  practice  medicine,  Judge  Jacob  Gitelman 
ruled  in  the  Rochester  City  Court  on  June  27, 
as  he  directed  a verdict  of  $28  and  interest  from 
September  1,  1934,  in  favor  of  Dr.  Ralph  R. 
Fitch  and  against  the  patient,  Leslie  D.  Cat- 
lin. 

In  his  complaint,  Dr.  Fitch  alleged  he  gave  26 
treatments  to  Mrs.  Leslie  Catlin  for  which  he 
charged  $73.  Catlin  paid  $45  of  this  bill  and 
stopped.  He  contended  treatments  were  given 
by  assistants  who  were  not  licensed  under 
the  Education  Law  and  maintained  that  Dr. 


Fitch  could  not  collect  the  money  legally. 

Judge  Gitelman  found  that  treatments  given 
Mrs.  Catlin  were  under  direction  of  the  physician 
and  “consisted  merely  of  heat  and  massage  such 
as  any  nurse  might  perform.” 

“Where  heat  and  massage  treatments  are  given 
to  a patient  in  an  office  of  a doctor,  under  his 
direction  and  supervision,  by  an  assistant  whom 
he  feels  is  capable  of  giving  these  treatments  and 
for  whose  actions  he  assumes  responsibility,” 
Judge  Gitelman  ruled,  “there  is  no  necessity  of 
showing  that  the  person  actually  administering 
these  treatments  is  qualified  to  practice  medi- 
cine.” 


CIVILIZATION  PLAGUED  BY  THE  ABORTION  PROBLEM 


All  civilized  lands  are  faced  with  the  problem 
of  increasing  abortion.  Laws  and  penalties  are 
evaded  or  defied.  Two  years  ago  the  British 
Government,  as  reported  in  a London  letter  to 
the  J.A.M.A.,  appointed  a committee  of 
gynecologists,  physicians,  lawyers,  and  persons 
in  public  life  to  inquire  into  abortion  and  consider 
what  steps  should  be  taken  to  reduce  its  mortality 
and  morbidity.  A year  ago  the  subject  came  into 
prominence  when  a gynecologist,  Mr.  Aleck 
Bourne,  was  prosecuted  for  curetting  a girl  aged 
14  who  became  pregnant  after  rape.  The  law 
recognized  only  danger  to  life  as  justification  for 
induction  of  abortion,  and  the  prosecution  stated 
that  Mr.  Bourne  had  never  alleged  that  the 
operation  was  necessary  to  preserve  life.  Mr. 
Bourne,  however,  contended  that  the  terror  of 
the  girl  under  the  circumstances  would  be  detri- 
mental to  pregnancy  and  labor  and  that  he 
could  not  draw  a line  between  danger  to  life  and 
danger  to  health.  His  view  was  supported  by 
other  gynecologists,  and  the  judge,  after  stating 
that  a case  had  never  come  before  a jury  under 
similar  circumstances,  agreed  with  Mr.  Bourne, 
who  was  acquitted. 

The  committee  has  now  presented  its  reporr. 
Its  most  important  recommendation  is  that  the 
law  should  be  so  amended  as  to  make  clear  that 
a physician  who  bona  fide  induces  abortion  to 


safeguard  or  restore  the  health  of  his  patient 
commits  no  offense.  In  all  cases  of  therapeutic 
abortion  he  should  be  obliged  to  obtain  the  writ- 
ten agreement  of  a colleague  who  has  examined 
the  patient  and  within  forty-eight  hours  of  opera 
tion  should  notify  the  local  health  officer.  Two 
members  of  the  committee  dissented,  because 
the  proposal  would  not  control  unscrupulous 
practitioners  and  would  in  the  public  mind  asso- 
ciate the  health  services  with  police  functions. 
For  some  time  a section  of  the  medical  profession 
has  advocated  relaxation  of  the  law  of  abortion. 
The  committee  said  “The  induction  of  abortion 
is  on  ethical,  social,  and  medical  grounds  es- 
sentially an  undesirable  operation,  justifiable 
only  in  exceptional  circumstances,”  and  it  is 
“strongly  opposed  to  any  broad  relaxation  of 
the  law  designed  to  make  social,  economic,  and 
personal  reasons  a justification.”  It  would 
welcome  the  legalization  of  abortion  after  rape 
but  has  been  unable  to  devise  a scheme  to  meet 
the  legal  and  other  difficulties.  It  does  not  sup- 
port permission  for  the  termination  of  pregnan- 
cies starting  before  the  age  of  16  or  resulting 
from  incest  or  likely  to  transmit  hereditary  dis- 
ease, as  has  been  advocated  by  some.  One  mem- 
ber dissented  and  would  legalize  abortion  for 
women  who  had  had  four  pregnancies  which 
continued  until  the  viability  of  the  fetus. 


PILONIDAL  SINUS  AND  ITS  TREATMENT 


Irving  Silverman,  M.D.,  Brooklyn,  New  York 


Since  its  first  description  by  Warren, 
in  1867,  and  later  by  Hodges,  in 
1880,  the  treatment  of  pilonidal  sinus 
has  been  and  still  continues  to  be  a source 
of  anxiety  to  physicians  and  patients 
alike.  Faced  with  at  least  a 25  per  cent 
possibility  of  recurrence  following  radical 
excision,  and  with  a prolonged  period  of 
convalescence  in  many  successful  cases, 
the  question  arises  as  to  what  type  of 
operative  technic  and  what  subsequent 
procedure  will  yield  the  minimum  number 
of  failures  and  require  the  shortest  period 
of  treatment.  Before  going  into  a dis- 
cussion of  this  subject,  it  is  important 
to  mention  briefly  some  of  the  factors 
underlying  its  etiology. 

Besides  the  terms  pilonidal  cyst  or 
sinus,  these  cases  have  been  variously 
called  coccygeal,  sacrococcygeal,  or  sacral 
sinus,  postanal  fistula,  posterior  umbili- 
cus, and  sacral  dimple.  Simple  sacral 
dimple,  however,  should  be  differentiated 
from  pilonidal  sinus,  as  the  former  has 
a totally  different  etiology  and  structure, 
and  does  not  extend  deeply  into  the  sur- 
rounding tissue.  Oehlecker1  has  shown 
that  it  arises  from  traction  of  the  caudal 
ligament,  which  is  attached  to  the  deeper 
layers  of  the  skin  in  the  embryo,  and 
results  when  there  is  a failure  of  this 
ligament  to  keep  pace  with  the  distal 
growth  of  the  caudal  vertebrae.  This 
produces  a tract  which,  when  probed, 
is  found  to  extend  caudad,  while  the 
true  pilonidal  sinus  runs  in  the  opposite 
direction,  that  is,  cephalad.  Oehlecker 
has  also  shown  that  at  the  point  of 
insertion  of  the  caudal  ligament  beneath 
the  skin  there  is  an  area  free  from  hair 
follicles,  which  he  terms  the  “sacral 
bald  spot.”  A simple  sacral  sinus  will 
therefore  be  found  to  contain  no  hair 
follicles.  Gage2  has  gone  further  and 
found  that  in  2 cases  that  came  to  opera- 
tion, the  tract  could  be  made  to  disappear 
by  cutting  the  subcutaneous  tissue  con- 


taining the  remains  of  the  caudal  liga- 
ment. In  these  tracts  no  hair  follicles 
could  be  found. 

There  are  two  theories  as  to  the  origin 
of  pilonidal  sinus.  There  are  those  who 
believe  it  arises  from  neurenteric  rem- 
nants of  the  medullary  canal  in  the 
embryo.  There  are  others,  and  these 
are  in  the  minority,3,4  who  believe  that 
it  arises  from  an  ectodermal  invagination 
which  becomes  pinched  off  in  the  embryo 
as  the  buttocks  develop,  and  forms  en- 
closed ectodermal  rests  except  for  the 
point  or  points  of  communication  with 
the  skin.  Both  groups  claim  embryo- 
logic  evidence  to  substantiate  their 
theory.  Stone3  defends  his  theory  of 
ectodermal  invagination  by  adding  an 
analogy  to  the  preen  glands  of  certain 
birds.  These  are  situated  in  the  mid- 
line in  the  caudal  region  and  point  in  the 
same  direction  as  pilonidal  sinuses.  A 
recent  article  by  Gage,  however,  cites 
a preponderance  of  evidence  that  he 
believes  proves  convincingly  that  piloni- 
dal sinus  results  from  an  anomalous 
development  of  the  medullary  canal  in 
the  embryo,  with  the  exception  of  the 
so-called  “sacral  dimple”  as  previously 
mentioned.  He  quotes  corroborative  evi- 
dence by  Oehlecker,  Mallory,6  Toumeaux 
and  Herrmann,5  and  Keibel  and  Mall.7 

A review  of  the  literature  on  the  treat- 
ment of  pilonidal  sinus  shows  a variety 
of  procedures  and  modifications  in  use 
in  the  past  ranging  from  incision  and 
cauterization  to  radical  excision  with 
open  packing,  radical  excision  with  partial 
closure  and  drainage,  and  radical  excision 
with  primary  closure  without  drainage. 
This  variety  of  procedures  has  failed 
to  reveal  so  far  any  one  method  which 
gives  reasonable  freedom  from  recur- 
rences, or  which  materially  shortens  the 
period  of  treatment.  The  claim  that 
primary  closure  with  or  without  drainage 
shortens  the  duration  of  treatment  has 
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little  to  substantiate  it.  An  exception 
must  be  made  in  favor  of  those  reports 
where  primary  closure  without  drainage 
is  followed  by  primary  union  with  little 
or  no  recurrence.  Such  fortunate  results 
are  rare,  however,  and  primary  union 

TABLE  1 


Number  of  cases  reported  54 

Number  cured  by  radical  excision  35 

Number  of  recurrences  after  radical  excision  12 

Total  treated  by  radical  operation  47 

Percentage  recurrence  25.5 

Cured  by  incision  and  drainage  only  2 

Recurrences  treated  by  caustic  solutions  4 

Number  recurrences  cured  by  caustic  solutions  4 

Primary  cases  treated  by  caustic  solutions  1 

Number  primary  cases  cured  by  caustic  solutions  0 


is  the  exception  rather  than  the  rule. 
In  those  cases  where  primary  excision 
is  done  with  drainage  the  use  of  the  drain 
seems  to  invite  rather  than  prevent  in- 
fection. The  result  is  that  for  every 
case  where  the  period  of  convalescence 
is  diminished,  there  is  one  created  where 
recovery  is  correspondingly  prolonged. 
In  these  cases  false  recurrences,  con- 
sisting of  infected  sinus  tracts  with  ne- 
crotic debris  or  unabsorbed  suture  ma- 
terial, are  frequently  responsible  for 
delayed  healing  and  protracted  treat- 
ment (Table  2).  It  is  of  course  admitted 
that  no  true  recurrence  is  possible  after 
a radical  excision  of  the  entire  tract  is 
performed.  But  experience  has  proved 
that  this  is  usually  not  accomplished  in 
about  one-fourth  of  all  radical  excisions 
the  first  time  it  is  attempted.  This  is 
one  reason  that  makes  primary  closure 
or  even  partial  closure  inadvisable,  as 
will  be  shown  later. 

The  use  of  colored  solutions  and  emul- 
sions to  outline  the  tracts  before  opera- 
tion has  proved  a disappointment  in 
that  it  has  failed  to  lower  the  percentage 
of  postoperative  recurrences.  The  reason 
for  this  is  that  the  substances  injected 
may  have  failed  to  reach  the  finer  rami- 
fications of  the  sinuses,  and  that  the 
latter,  in  their  terminal  portions  may  be 
mere  cords  of  cells  close  together  without 
any  lumen  between  them.17  The  surgeon 
is  thus  lulled  into  a false  feeling  of  se- 
curity when  he  sees  no  evidence  of  the 
dye  in  the  operative  field.  Weeder8 


TABLE  2. — Effect  of  Type  of  Operative  Procedure 
on  Duration  of  Treatment  in  35  Cured  Cases 


Type  of  Duration  of  Treatment  in  Weeks  Total 
Procedure  4 8 12  16  20  30  52  Cases 

Open  packing  5 3 12  11 

Partial  closure  2532122  17 

Primary  closure  2 2 11  17 


has  suggested  a very  radical  excision 
including  the  coccyx  up  to  the  sacrum 
to  guard  against  recurrences,  but  here 
again  experience  has  shown  that  while 
in  rare  cases  this  may  be  necessary,  the 
great  majority  of  cases,  including  recur- 
rences, can  be  cured  by  a less  radical 
procedure. 

The  present  series  is  based  on  a con- 
secutive series  of  cases  treated  at  the 
Jewish  Hospital  in  Brooklyn,  for  the 
period  1931-1934  inclusive.  The  end 
results  were  checked  in  each  case  by  a 
follow-up  letter  or  by  a medical  exami- 
nation to  detect  early  or  late  recurrences. 
Of  a total  of  85  cases,  18  were  lost  track 
of  and  17  failed  to  answer  repeated 
questionnaires,  leaving  a total  of  50 
studied  cases.  To  these  are  added  4 pri- 
vate cases  of  recurrences  treated  between 
1933  and  1936  by  the  use  of  caustic 
solutions,  making  a total  of  54  cases. 

In  Table  2 the  various  operative  pro- 
cedures are  compared  to  show  their 
effect  on  the  duration  of  treatment.  It 
will  be  seen  that  the  method  of  excision 
and  primary  closure,  and  the  method  of 
partial  closure  fail  to  show  any  ad- 
vantage in  the  rate  of  healing  over 
treatment  by  excision  and  open  packing. 
Unfortunately,  the  number  of  cases 
treated  is  too  small  to  make  more  defi- 
nite deductions.  In  Table  3 the  type 
of  operative  procedure  is  compared  with 
the  rate  of  recurrence.  Here  the  method 
of  excision  and  primary  closure  appears 
to  be  actually  inferior  to  partial  closure 
or  open  packing.  These  results  are 
similar  to  those  reported  by  Rogers,9 
who  analyzed  a series  of  98  cases  at  the 
Massachusetts  General  Hospital  with 
30  recurrences.  He  found  no  evidence 
to  prove  that  primary  closure  after 
radical  excision  could  be  relied  upon  to 
shorten  the  period  of  convalescence.  As 
for  recurrences,  excision  and  open  pack- 
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TABLE  3. — Effect  of  Type  of  Operative  Procedure 
on  the  Rate  of  Recurrence 


Number 

Type  of 

Number 

Number 

of  Recur- 

Percentage 

Procedure 

of  Cases 

of  Cures 

rences 

Recurrence 

Primary  closure  10 

7 

3 

30.0 

Partial  closure 

23 

17 

6 

26.0 

Open  packing 

14 

11 

3 

21.4 

Total 

With  use  of* 

47 

35 

12 

25.5 

methylene 

blue 

13 

9 

4 

30.8 

* Primary  closure  4 cases,  partial  closure  6 cases, 
open  packing  3 cases. 


ing  gave  the  lowest  rate,  8 out  of  46, 
or  18  per  cent,  while  excision  and  primary 
closure  ran  second,  with  10  out  of  28, 
or  36  per  cent,  and  the  method  of  partial 
closure  was  the  poorest,  with  12  out  of 
24,  or  50  per  cent. 

Cutler  and  Zollinger10  have  recently 
revived  interest  in  the  use  of  caustic 
solutions  in  the  treatment  of  8 sinus 
tracts  of  which  2 were  gliomatous  cysts 
of  the  cerebellum,  3 cervical  fistulas, 
and  3 pilonidal  sinuses.  They  were 
successful  in  healing  all  of  them  by  using 
Camoy  solution  modified  and  made  up 
as  follows:  absolute  alcohol,  6 cc. ; 

chloroform,  3 cc. ; glacial  acetic  acid, 
1 cc. ; ferric  chloride,  1 Gm. 

Their  technic  in  pilonidal  sinus  was 
as  follows : The  tract  was  widely  incised, 
the  skin  edges  protected  with  zinc  oint- 
ment, and  the  caustic  solution  poured 
into  the  wound  and  kept  for  five  to 
fifteen  minutes.  The  debris  was  then 
removed  or  curetted  and  the  wound 
packed  with  iodoform  gauze.  One  to 
three  treatments  were  sufficient  to  effect 
a cure.  Ferguson11  and  Smiley12  com- 
mented on  this  treatment  and  thought 
it  worthy  of  further  trial.  Ferguson 
used  it  successfully  in  3 cases  and  had  a 
recurrence  in  1.  To  these  cases  I would 
like  to  add  5 more,  4 cases  of  recurrent 
pilonidal  sinus,  and  1 primary  case 
that  had  not  been  operated  upon  pre- 
viously. All  4 recurrent  cases  were 
healed  by  simple  incision  followed  by  the 
application  of  20  per  cent  silver  nitrate 
of  Camoy  solution,  the  latter  being  used 
in  the  last  3 cases.  The  primary  piloni- 
dal sinus  that  had  not  been  operated  on 
previously  failed  to  heal  and  was  subse- 
quently subjected  to  a radical  excision. 


The  excised  specimen  showed  numerous 
hair  follicles  and  considerable  remnants 
of  undestroyed  tracts. 

Case  1. — E.  W.,  aged  45,  came  on  March  1, 
1933,  complaining  of  an  inflammatory  mass 
at  the  base  of  his  spine.  Several  years  pre- 
viously he  had  been  unsuccessfully  operated 
on  for  a pilonidal  sinus.  Five  years  ago  the 
tract  became  acutely  inflamed  and  had  to  be 
incised  and  drained.  Since  then  the  wound 
had  been  discharging  constantly  and  had  been 
incised  on  several  occasions.  On  examination 
March  1,  1933,  a healed  scar  was  seen  in  the 
mid-line,  and  at  its  upper  margin  overlying  the 
sacrum  was  an  inflamed  indurated  area  3 by 
4 cm.  in  size  with  three  discharging  sinuses 
forming  a triangle.  A Y-shaped  incision  was 
made  connecting  the  three  openings;  necrotic 
•tissue,  debris,  and  pus  were  evacuated;  and  a 
thick  tuft  of  hairs  5 cm.  long  found  in  the  depth 
of  the  wound.  Two  days  later  the  wound  was 
examined  and  the  rest  of  the  tract  incised  widely 
and  cauterized  with  20  per  cent  silver  nitrate. 
The  wound  was  dressed  regularly,  under  a good 
light,  and  silver  nitrate  used  freely  whenever 
a suspicious  area  was  noticed.  Complete 
healing  occurred  in  six  weeks  and  the  patient 
did  not  lose  a single  day  from  work.  He  has 
been  free  from  evidence  of  recurrence  now  for 
over  six  years. 

Case  2. — W.  R.,  aged  28,  a lawyer,  came  on 
March  2,  1934,  complaining  of  a discharging 
sinus.  In  May,  1933,  he  had  been  operated 
on  for  a pilonidal  sinus  that  had  failed  to  heal 
in  ten  months.  On  examination  a tract  was 
noted  in  the  upper  angle  of  the  old  scar  and  was 
probed  for  a distance  of  8 cm.  It  was  incised 
and  a cavity  found  containing  necrotic  tissue, 
pus,  and  hair.  The  wound  was  cleansed  and  a 
few  cc.  of  20  per  cent  silver  nitrate  were  poured 
in  and  then  removed.  The  wound  was  packed 
wide  open  with  iodoform  gauze  and  treated  in 
the  same  manner  as  the  previous  case.  He  has 
had  no  recurrence  to  date. 

Case  3.— P.  C.,  aged  25,  an  insurance  sales- 
man, came  on  January  29,  1935,  complaining 
of  a discharging  sinus  near  the  coccyx.  In 
October,  1934,  he  had  been  operated  on  for  a 
pilonidal  sinus,  which  failed  to  heal  in  three  and 
one-half  months,  and  he  had  been  advised  to 
have  a second  operation.  On  examination  a 
sinus  tract  was  found  at  the  lower  angle  of  the 
old  scar  in  the  mid-line,  which  was  probed  for  a 
distance  of  3 cm.  The  tract  was  incised  widely 
and  treated  as  the  2 previous  cases  except  that 
Carnoy  solution  was  used  for  the  first  time 
instead  of  silver  nitrate.  The  wound  healed 
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completely  in  seven  weeks  and  there  has  been 
no  recurrence  to  date. 

Case  4. — D.  P.,  a college  student  18  years  of 
age,  came  on  April  13,  1936,  complaining  of  a 
discharging  sinus  in  the  region  of  the  sacrum 
and  coccyx.  Two  and  one-half  years  ago  he 
had  been  operated  on  for  a pilonidal  sinus  and 
the  wound  never  stopped  discharging  since  then. 
On  examination,  a scar  10  cm.  long  was  seen 
in  the  mid-line  extending  from  above  the  sacrum 
to  the  tip  of  the  coccyx  and  with  three  openings, 
one  at  either  end,  and  one  in  the  center  dis- 
charging pus.  The  entire  length  of  the  scar 
was  excised  by  an  elliptic  incision,  which  in- 
cluded the  sinus  openings,  exposing  a large 

cavity  extending  almost  to  the  sacrum  and  con- 
taining necrotic  tissue  and  some  hair.  The 

three  long  sinus  tracts  from  the  surface  com- 

municated with  a small  cyst  lying  on  the  sacrum. 
The  cyst  tissue  was  curetted  away  and  Carnoy 
solution  poured  into  the  wound  and  kept  for 
several  minutes.  The  skin  edges  were  pro- 

tected with  vaseline.  The  postoperative  treat- 
ment was  carried  out  as  before  and  all  suspicious 
areas  cauterized  freely.  The  wound  healed 
completely  in  ten  weeks,  the  patient  went  to 
camp  for  two  months  where  the  wound  broke 
down  under  physical  activity  but  healed  in  two 
weeks  on  his  return.  He  has  been  free  from 
evidence  of  recurrence  to  date. 

Case  5. — S.  L.,  aged  17,  came  to  the  out- 
patient department  of  the  Jewish  Hospital  in 
December,  1935,  complaining  of  a discharge 
from  the  sacral  region  1 inch  from  the  mid-line. 
It  had  been  incised  four  months  previously  but 
had  failed  to  heal.  On  examination,  a sinus 
tract  was  found  overlying  the  coccyx,  and  ex- 
tending downward  and  forward  from  the  ex- 
ternal opening  for  a distance  of  l1/ \ inches.  It 
was  thought  that  this  case  would  be  suitable 
for  treatment  with  caustic  solutions.  An 
elliptic  incision  was  made,  excising  the  skin 
over  the  sinus  tract,  the  exposed  cavity  con- 
taining hair  and  necrotic  tissue  was  debrided, 
and  the  wound  packed  with  iodoform  gauze. 
The  skin  edges  were  protected  with  vaseline 
and  the  packing  removed.  Carnoy  solution 
was  poured  into  the  cavity  and  left  for  five 
minutes.  The  excess  was  then  removed.  The 
wound  was  packed  lightly  with  plain  gauze. 
This  procedure  was  repeated  one  week  later 
and  the  wound  seemed  to  heal  rapidly.  How- 
ever, a sinus  recurred  within  a month  after  the 
wound  closed  and  a radical  surgical  excision 
was  done  which  revealed  the  fact  that  a con- 
siderable portion  of  the  original  sinus  tract  had 
not  been  destroyed. 


All  of  these  cases  were  incised  under 
1 per  cent  procaine  hydrochloride  anes- 
thesia and  the  patients  permitted  to  go 
home  shortly  after. 

It  would  appear  that  the  use  of  caustics 
is  best  indicated  in  the  treatment  of 
recurrences  or  in  simple  cysts  where  the 
solution  can  come  in  intimate  contact 
with  the  entire  cyst  wall  and  cause  its 
destruction.  Caustic  solutions  cannot  be 
expected  to  reach  isolated  nests  of  cells, 
or  the  ramifications  of  tracts  packed 
with  cells,  any  more  than  the  colored 
solutions  and  dyes  used  before  operation. 
No  caustic  solution  can  compare  in 
thoroughness  with  a carefully  planned 
radical  excision.  However,  it  would  ap- 
pear that  there  is  a definite  place  for 
these  solutions  in  the  postoperative  treat- 
ment of  pilonidal  sinus  when  the  method 
of  excision  and  open  packing  is  used, 
for  with  the  wound  kept  wide  open  and 
scrupulously  clean,  and  with  all  dressings 
done  under  good  illumination,  suspicious 
areas  of  recurrence  can  be  treated  early 
and  eradicated  without  appreciably  pro- 
longing the  treatment. 

Conclusion 

1.  Radical  surgical  excision  en  masse 
of  the  tract-bearing  area  including  a wide 
margin  of  normal  tissue  will  result  in  a 
cure  in  about  75  per  cent  of  cases  of 
pilonidal  sinus. 

2.  The  use  of  colored  solutions  or 
dyes  to  outline  the  tracts  before  operation 
has  failed  to  increase  this  percentage  in 
the  present  series. 

3.  Primary  closure  without  drainage 
fails  to  show  any  superiority  to  partial 
closure  or  open  packing,  and  in  the 
present  series,  at  least,  appeared  defi- 
nitely inferior. 

4.  Incision  and  use  of  caustic  solu- 
tions cannot  be  recommended  at  present 
as  a primary  procedure  without  previous 
radical  excision.  One  case  so  treated 
resulted  in  an  early  recurrence. 

5.  In  the  treatment  of  recurrences 
following  radical  excision,  however,  in- 
cision and  use  of  caustic  agents  has 
proved  successful  in  curing  each  of  4 
cases  so  treated.  These  cases  have  re- 
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mained  free  from  recurrence  from  three 
to  six  years  so  far. 

6.  The  procedure  of  choice  appears 
to  be  a combination  of  radical  excision 
with  open  packing  plus  the  use  of  caustic 
agents  in  the  postoperative  period. 
Camoy  solution  is  recommended. 

2726  Bedford  Avenue 
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A NEW  DIPHTHERIA  ANTITOXIN 

The  preparation  of  a new  highly  purified 
diphtheria  antitoxin  of  allegedly  superior  thera- 
peutic properties  and  almost  complete  freedom 
from  allergic  toxicity  has  been  recently  announced 
by  Pope  and  his  colleagues  of  the  Wellcome 
Laboratories,  England,  notes  the  J.A.M.A. 
The  technic  by  which  this  purification  was  ac- 
complished involved  a by-product  of  a study  of 
heat  denaturation  of  serum  proteins.  An  anti- 
diphtheritic  serum  containing  7,000  antitoxin 
units  per  Gm.  of  dissolved  protein  was  changed 
to  a serum  fraction  containing  27,000  antitoxin 
units  per  Gm.  of  protein.  The  result  was  as- 
cribed to  the  action  of  a fibrinolytic  enzyme  in  the 


serum  fraction.  A method  of  large-scale  puri- 
fication of  diphtheria  antitoxin  based  on  this 
fractional  enzymic  action  has  been  developed; 
animal  tests  of  this  refined  antitoxin  indicate 
that  it  is  more  rapidly  and  completely  absorbed 
from  subcutaneous  tissues  than  native  anti- 
toxin. It  is  also  retained  longer  in  the  bodies 
of  injected  animals  and  possesses  two  or  three 
times  the  therapeutic  value  of  the  native  anti- 
toxin. Although  clinical  confirmation  is  lacking, 
it  is  apparent  that  the  possibility  that  such 
enzyme  purifications  may  be  generally  appli- 
cable to  therapeutic  antiserums  demands  prompt 
investigation. 


‘TAN  COMMANDMENTS” 

Ten  “tan  commandments”  for  the  guidance  of 
bathers  are  issued  by  Dr.  Charles  F.  Pabst, 
Brooklyn  dermatologist  and  chairman  of  the 
press  reference  committee  of  the  Kings  County 
Medical  Society.  They  are : 

1.  Acquire  a coat  of  tan,  provided  you  are 
not  a heliophobe  (usually  blondes  and  red- 
heads), by  means  of  short  exposures. 

2.  Do  not  sleep  on  the  beach  in  the  direct 
rays  of  the  sun. 

3.  Don’t  drink  highballs  or  strong  liquor 
while  exposed  to  the  summer  sun;  alcohol  and 
sunlight  do  not  mix. 

4.  Don’t  sit  in  the  sun  when  the  body  is 
wet  after  bathing. 


5.  Don’t  go  bareheaded  in  strong  sunlight. 

6.  Don’t  read  books  or  play  cards  in  the 
direct  rays  of  the  sun. 

7.  Don’t  sprinkle  perfume  on  the  skin  before 
exposure  to  the  sun;  a severe  inflammation  of 
the  skin  called  perfume  dermatitis  may  result. 

8.  Don’t  recline  in  strong  sunlight  after 
strenuous  exercise. 

9.  Don’t  forget  that  blondes  and  brunettes 
react  differently  to  the  sun’s  rays;  blondes  and 
redheads  burn  more  easily. 

10.  If  your  skin  will  redden,  blister,  and  burn, 
but  never  tan,  you  are  a heliophobe  and  should 
not  expose  yourself,  as  every  new  exposure 
means  a new  burn. 


CARCINOMA  OF  THE  BLADDER 

Open  Surgical  Treatment 

Augustus  Harris,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 


It  hardly  seems  possible  within  the 
scope  of  a brief  paper  to  discuss 
adequately  the  many  phases  of  open 
surgical  treatment  of  bladder  tumors. 
While  considerable  progress  has  been 
made  since  Beer’s  epoch-making  contri- 
bution of  high  frequency  treatment  in 
1910,  the  literature  does  not  bear  evi- 
dence of  any  appreciable  surgical  advance 
in  the  past  decade.  Nor  does  it  seem 
that  we  may  expect  too  much  in  the  way 
of  further  progress  until  more  is  known 
of  the  biologic  nature  of  the  cancer  cell 
and  its  etiology,  or  until  some  more 
specific  agent  has  been  discovered. 

It  is  claimed  that  Covillard  did  the 
first  operation  in  1739.  In  1874  Gussen- 
bauer  reported  Billroth’s  first  supra- 
pubic operation  for  the  removal  of 
bladder  tumor.  Within  a brief  period 
thereafter  numerous  reports  of  the  supra- 
pubic approach  were  recorded.  Precise 
diagnosis  only  began  with  the  develop- 
ment of  the  Nitze  and  Lei  ter  cystoscopes. 

Every  urologist  is  fully  aware  of  the 
serious  responsibility  in  management  and 
the  possible  grave  outcome  in  every 
given  case ; all  will  agree  that  the  method 
and  procedure  should  be  individualized 
in  every  instance  according  to  location, 
size,  shape,  attachment  to  the  bladder 
wall,  cystoscopic  appearance,  basal  at- 
tachment; whether  single  or  multiple, 
the  age  and  general  condition  of  the 
patient,  and  other  factors.  Surgical 
approach  is  usual  when  a growth,  by 
size  and  location,  cannot  be  readily 
attacked  by  endoscopic  fulguration  or 
radon  seeds.  Biopsy  showing  a grade 
two,  three,  or  four  malignancy  may  also 
be  an  indication  for  open  surgery  even 
in  a small  tumor.  An  ulcerating,  eroding 
growth  or  one  obviously  infiltrating  into 
the  wall  of  the  bladder  is  best  suited  to 


some  form  of  surgical  attack.  It  has 
been  shown  that  the  clinical  behavior 
of  cancer  varies  greatly,  not  only  in 
different  individuals  but  in  the  same 
individual,  and  that  even  recurrences 
following  demonstrable  benign  papil- 
lomas, have  proved  to  be  highly  malig- 
nant. However,  it  is  our  impression 
over  the  years,  that  Broder’s  classifica- 
tion, generally  speaking,  has  some  prog- 
nostic value  as  to  subsequent  behavior 
and  activity  of  malignancy  following 
operation.  Routine  cystoscopic  biopsy 
is  properly  becoming  increasingly  popular 
as  a guide  to  the  conduct  of  management. 
Here  again  there  is  a possible  factor  of 
error  both  in  multiple  tumors  and  possible 
differences  in  structure  of  a single 
tumor. 

Open  surgical  treatment  implies  one 
of  the  following:  (1)  Application  of 

adequate  diathermy  to  all  tumor  tissue 
and  beyond  its  margins,  and  into  the 
wall  of  the  bladder;  (2)  Implantation 
of  gold  radon  seeds  2.0  me.  each,  buried 
1 cm.  apart  and  1 cm.  deep,  using  as 
many  as  necessary  to  amply  destroy  the 
growth.  Up  to  fifty  seeds  have  been 
used  with  safety  by  experts;  (3)  Re- 
section or  cutting  removal  of  a part  of 
the  wall  of  the  bladder,  removing  all 
layers  together  with  a portion  of  the 
normal  wall  with  the  growth,  with  or 
without  severance  and  re-implantation  of 
the  ureter;  (4)  A combination  of  fulgura- 
tion and  radium  implantation  has  also 
been  successfully  employed;  and  (5) 
Radiotherapy  or  deep  x-ray  therapy  is 
extensively  used,  generally  not  alone 
but  in  conjunction  with  other  forms  of 
treatment.  There  is  much  skepticism 
as  to  the  value  of  deep  x-ray,  and  the 
writer  confesses  his  inclination  in  the 
past  to  this  viewpoint.  In  later  years, 
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however,  we  have  come  to  feel  that, 
when  used  judiciously,  it  has  a definite 
place  in  all  cases.  While  we  cannot 
prove  its  value,  we  have  felt  that  it  has 
definitely  aided  in  maintaining  control 
of  the  growth,  or,  at  least,  in  delaying 
its  recurrence.  Furthermore,  it  has 
helped  materially  in  the  control  of 
hemorrhage.  Two  striking  cases  of  small 
multiple  papillary  carcinomas,  requiring 
very  numerous  endoscopic  fulguration 
treatments  in  the  hands  of  other  urolo- 
gists, responded  very  rapidly  in  our  hands 
to  two  or  three  fulguration  treatments 
following  adequate  x-ray  therapy.  One 
of  these  had  had  sixteen  or  seventeen 
endoscopic  treatments  over  a period  of 
nine  months.  They  have  remained  well. 
Andrews  and  Uhle,11  in  a review  of  60 
cases,  found  much  better  results  in  the 
group  treated  by  x-ray  and  delayed  for 
six  weeks  before  surgery  was  attempted. 

Results  of  any  and  all  methods  of 
treatment  are  so  variable  that  opinions 
of  good  authorities  also  vary  considerably. 
Standardization  does  not  seem  possible. 
Exponents  of  radium  claim  best  results 
in  their  hands,  while  advocates  of  re- 
section or  surgical  diathermy  claim  best 
end  results.  One  must  always  consider 
a certain  possible  morbidity  with  radium, 
even  with  the  gold  seeds,  with  resultant 
slough,  cicatrization,  possible  fistula,  and 
stone  formation.  Barringer8  reports  an 
incidence  of  over  10  per  cent  calculi  in 
the  bladder  in  a series  of  78  controlled 
cases.  Subsequent  pain,  dysuria,  etc., 
may  also  be  suffered  by  the  patient. 
There  is  much  to  be  said  for  surgical 
diathermy.  With  this,  the  element  of 
surgical  risk  is  relatively  small  if  the 
general  condition  of  the  patient  is  fairly 
good  before  operation.  Operative  deaths 
should  be  few  with  this  procedure.  A 
flat  pavement-like  growth  is  the  type 
in  which  this  method  is  much  less  likely 
to  succeed.  A thick,  infiltrating  stalk 
penetrating  grossly  into  the  wall  of  the 
bladder  also  would  appear  to  be  better 
suited  to  cutting  resection  where  feasible 
(including  all  the  layers  of  the  bladder), 
or  the  use  of  radium  seeds. 

Cutting  resection  of  tumors  necessarily 


has  its  limitations,  as  the  majority  of 
tumors  are  located  on  or  near  the  trigone, 
often  involving  one  or  both  ureteral 
orifices  or  the  vesical  neck.  Only  7.5 
per  cent  of  the  cases  recorded  in  the 
carcinoma  registry  occurred  in  the  vault, 
while  10  per  cent  appeared  on  the  pos- 
terior wall.  We  wish  to  cite  1 of  our 
patients  with  a small  area  of  ulceration 
and  infiltration  near  the  fundus.  This 
appeared  to  be  an  ideal  case  for  cutting 
resection,  which  was  done,  removing  a 
considerable  area  of  normal  tissue  in 
the  vault  of  the  bladder.  We  were 
hopeful  of  a possible  clinical  cure  in  this 
patient,  although  at  operation  the  area 
of  involvement  in  the  bladder  wall  was 
many  times  the  size  of  the  area  involving 
the  mucosa.  This  patient  remained  well 
for  five  years  and  with  no  recurrence  in 
the  bladder.  Thereafter  abdominal 
masses  appeared  with  beginning  signs 
of  cachexia,  and  the  patient  succumbed 
a few  months  later. 

With  regard  to  the  more  advanced 
cases  or  even  earlier  cases,  cystectomy, 
with  its  very  high  mortality  with  the 
problem  of  ureteral  transplantation,  has 
not  as  yet  established  a place  for  election 
with  any  measure  of  security.  The  end 
results  have  not  justified  the  risk.  Cys- 
tectomy with  implantation  of  the  ureters 
into  the  groin  has  been  attended  with 
definitely  lower  morbidity  and  mortality 
than  with  implantation  of  the  ureters 
into  the  bowel. 

Permanent  cystostomy  has  often 
afforded  great  relief  from  suffering  in 
those  where  other  measures  are  not 
applicable.  To  the  writer  it  has  been 
difficult,  in  patients  with  considerable 
invasion  into  the  vesical  neck,  after  re- 
moving as  much  of  the  growth  as  possible 
with  the  cutting  radio-knife  wire  loop 
and  diathermy,  to  decide  whether  to 
maintain  cystostomy  drainage  or  to  allow 
the  bladder  to  close.  In  one  such  recent 
case,  a woman  of  66  years,  cystostomy 
was  maintained  inasmuch  as  carcinoma- 
tous tissue  extended  very  deeply  and 
beyond  a point  where  we  dared  to  con- 
tinue tissue  removal.  It  is  now  five 
months  since  operation  and  the  general 
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physical  condition  of  the  patient  is  in 
the  terminal  stage.  Duration  of  hema- 
turia preceding  operation  was  only  four 
months.  In  another  female  of  55  years 
with  less  extensive  involvement  and  with 
tumor  graded  three,  treated  in  the  same 
manner,  the  suprapubic  wound  was 
allowed  to  close.  The  patient  lived  only 
about  one  year,  and  during  this  time  had 
considerable  dysuria  and  frequency.  This 
suffering  might  have  been  largely  avoided 
by  maintaining  the  cystostomy  opening. 
On  the  other  hand,  1 of  our  patients  of 
63  years  with  epidermoid  carcinoma 
graded  three,  obtained  comparatively 
little  relief  with  permanent  supra- 
pubic drainage;  he  expired  six  months 
later. 

We  have  found  the  resec toscope  of 
value  in  the  removal  of  smaller  papil- 
lomas and  recurrent  carcinomas  at  the 
vesical  neck.  A large  villous  tumor 
graded  one,  at  the  vesical  neck,  in  a man 
of  50,  removed  by  open  operation  and 
diathermy  three  years  ago,  recurred 
twenty-one  months  later.  This  was  thor- 
oughly scooped  out  and  coagulated  with 
the  McCarthy  resectoscope,  and  he  is 
still  in  good  health. 

One  of  the  chief  difficulties  with  the 
whole  problem  is  the  degree  of  involve- 
ment present  when  the  diagnosis  is  first 
made.  In  spite  of  all  public  health 
education  in  regard  to  symptoms  of  can- 
cer in  general,  and  with  hematuria  in 
particular,  we  cannot  say  that  tumors 
are  seen  at  an  earlier  stage  today  than 
a decade  ago.  Although  statistics  show 
that  90  per  cent  of  tumors  are  accom- 
panied by  hematuria,  patients  are  most 
frequently  not  cystoscoped  when  hema- 
turia first  appears.  The  responsibility 
for  this  rests  largely  with  the  patient, 
although  there  persists  to  some  extent 
a tendency  on  the  part  of  the  physician 
to  prescribe  symptomatically  and  to 
delay  investigation.  An  active  physician 
79  years  of  age,  now  under  our  care,  has 
himself  stated  that  he  was  too  busy  to 
have  cystoscopy,  although  he  had  suffered 
hematuria  intermittently  for  two  years. 
He  finally  sought  relief  for  acute  urinary 
retention.  Cystoscopic  examination  re- 


vealed a large  benign  prostatic  hyper- 
trophy and  a large  papillary  carcinoma 
on  the  floor  of  the  bladder.  X-ray 
therapy  and  indwelling  urethral  catheter 
have  controlled  the  associated  active 
hemorrhage.  He  has  improved  suffi- 
ciently to  permit  us  to  remove  the  tumor 
and  thoroughly  coagulate  the  infiltrated 
base  with  diathermy.  We  may  perform 
prostatectomy  later. 

The  incidence  of  tumor  of  the  bladder 
is  so  high  between  the  ages  of  50  and 
65,  especially  in  men,  that  it  almost 
seems  justifiable  to  recommend  an  annual 
observation  cystoscopy  in  people  of  this 
age  group.  When  one  considers  the 
anatomy  of  the  lymphatics  of  the  bladder, 
one  would  expect  a high  percentage  of 
clinical  cures,  if  the  diagnosis  could  be 
made  reasonably  early.  The  lymphatics 
are  few  in  number  with  one  plexus  in 
the  deep  mucous  coat  and  one  in  the 
muscular  layer.  The  subepithelial  por- 
tion of  the  mucous  membrane  of  the 
bladder  contains  no  lymphatics  whatever 
(Sappey) . The  subperitoneal  tissues  con- 
tain the  usual  number.  The  lymphatics 
accompany  the  blood  vessels. 

We  performed  a cutting  resection  of 
a sizable  flat  pavement-like  tumor  of  the 
left  lateral  wall  over  five  months  ago  in 
a man  of  54  years.  In  order  to  remove 
a fair  margin  of  normal  bladder  wall 
tissue  surrounding  the  incision,  we  barely 
avoided  section  of  the  ureter  on  that 
side.  In  the  specimen  removed,  the 
pathologist  reported  invasion  of  tumor 
cells  into  the  lymphatics  in  the  deep 
mucous  coat  but  with  no  demonstrable 
evidence  of  involvement  of  the  muscular 
layer.  One  wonders  if  this  may  have 
significance  in  the  prognosis,  provided 
we  have  been  fortunate  in  including  all 
the  tumor  tissue.  An  important  point 
we  wish  to  emphasize  in  all  cases  is  to 
maintain  high  acidity  of  the  urine,  pref- 
erably with  large  doses  of  enteric  coated 
ammonium  mandelate  pills.  The  afore- 
said patient’s  convalescence  in  the  first 
few  weeks  was  greatly  handicapped  by 
an  alkaline  urinary  infection  and  deposits 
of  calcium  phosphate  in  the  bladder  and 
suprapubic  opening.  Frequent  bladder 
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irrigations  and  large  doses  of  ammonium 
mandelate  cleared  the  condition  com- 
pletely. Other  acid  therapy  seemed  to 
have  no  appreciable  effect.  He  has 
gained  30  pounds  in  weight  and  performs 
strenuous  physical  duties. 

We  have  done  comparatively  few 
surgical  resections  of  the  bladder  wall 
because  of  the  usual  basal  location  of  the 
tumor.  We  are  strongly  inclined  to 
depend  upon  thorough  fulguration  after 
removal  of  the  protruding  tissue  with 
the  radio-knife  loop.  It  has  been  said 
that  the  depth  of  destruction  of  the  cells 
is,  at  least,  three  times  the  diameter  of 
the  electrode.  It  is  certain  that  the 
destruction  of  tissue  extends  well  beyond 
the  surface  area  of  coagulation.  Tumors 
covering  the  mouth  of  one  or  both  ureters 
are  coagulated  with  caution  when  the 
base  is  reached.  When  possible,  the 
opening  is  identified  and  ureteric  catheter 
inserted  during  and  following  the  pro- 
cedure. Although  pyelonephritis  has  fol- 
lowed coagulation  of  the  area  of  the 
ureter,  we  have  never  had  a condition 
of  occlusion  of  the  ureter  requiring 
nephrostomy,  a condition  which  occurs 
more  frequently  after  implanting  radium 
seeds  in  this  location.  Results  with 
diathermy  certainly  compare  favorably 
with  the  radium  results  reported  by 
Dean,6  that  50  per  cent  of  papillary 
cancers  were  controlled  for  three  or 
more  years.  We  are  in  doubt,  however, 
that  diathermy  will  show  30  per  cent  of 
flat  tumors  controlled  for  a similar  period 
such  as  Dean  reports  with  radium. 
Parmenter  and  Leutenegger12  have  ob- 
tained better  results  with  large  doses  of 
radium  than  with  any  other  method  in 
their  hands.  The  lion’s  share  of  papillary 
growths  in  our  patients  over  40  years  of 
age  have  been  malignant.  Concerning 
this  there  appears  to  be  some  difference 
of  opinion  among  pathologists  in  the 
groups  graded  one  and  two,  also  in  those 
designated  by  some  as  pure  benign 
papilloma  and  by  others  as  papillary 
carcinoma.  It  is  fortunate  that  a con- 
siderable number  constitute  a low  grade 
of  malignancy,  which  explains  the  good 
results  obtained  by  diathermy  in  many 


reliable  clinics.  One  of  the  most  re- 
markable reports  is  that  of  Counseller 
and  Braasch,10  in  that  17  patients  con- 
sidered inoperable  or  nonresectable  and 
treated  extensively  with  diathermy  alone, 
showed  15,  or  88  per  cent,  living  more  than 
five  years.  Although  this  is  a small 
number  of  patients,  it  shows  the  clinical 
value  of  the  method  that  we  have  used 
in  preference  to  others.  We  have  had 
a fair  number  of  patients  with  proved 
papillary  carcinoma  of  the  villous  or 
cauliflower  type  who  are  apparently 
clinically  cured  by  open  surgery  and 
diathermy.  This  is  on  the  basis  of  the 
fact  that  they  have  gone  for  periods  of 
ten,  fifteen,  and  twenty  or  more  years 
in  excellent  health  and  with  visually 
normal  bladders.  Counseller  and  Braasch 
believe,  however,  that  segmental  re- 
section or  excision  is  the  operation  of 
choice  when  complete  removal  of  the 
tumor  is  feasible.  Negley,2  Bumpus,15 
W.  E.  Stevens,3  and  many  others  agree 
that,  in  suitable  cases,  surgical  diathermy 
is  the  method  of  choice.  In  the  usual 
case  with  this  method  surgical  morbidity 
and  mortality  are  negligible. 

For  years  the  writer  has  been  strongly 
inclined  to  explore  the  bladder  surgically 
in  all  patients  of  fair  operative  risk, 
even  with  very  large  or  multiple  tumors. 
Usually  the  cystoscope  in  this  class  of 
case  gives  an  entirely  inadequate  inter- 
pretation of  the  condition,  and  we  feel 
that  the  patient  is  entitled  to  the  possi- 
bility of  a cure  for  from  two  to  five  years 
or  longer.  With  large  tumors  some  in- 
formation may  be  gained  by  the  injection 
of  one  to  two  ounces  of  umbrathor  (tho- 
rium dioxide),  allowing  the  excess  to  drain 
away  by  catheter,  filling  the  bladder  with 
air  and  making  an  aerocystogram,  which 
may  show  the  coating  of  the  opaque 
material  adherent  to  patches  on  the 
surface  of  the  growth.  A man  47  years 
of  age  with  a great  large  hourglass 
bladder  with  two  large,  soft  papillary 
growths,  one  in  each  hourglass  cavity, 
(each  the  size  of  an  apple),  was  operated 
upon  about  two  years  ago,  and  all  avail- 
able tumor  tissue  removed  with  the  radio- 
knife loop.  The  pedicle  attachments 
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were  each  about  three-fourths  of  an  inch 
long  and  one-fourth  of  an  inch  wide. 
These  were  thoroughly  treated  with 
diathermy.  Three  small  separate  tabs 
of  tissue  at  the  vesical  neck  were  also 
destroyed.  The  carcinoma  was  graded 
two.  It  was  impossible  through  the 
cystoscope  to  discern  the  picture  de- 
scribed, as  only  a large  mass  could  be 
made  out.  He  enjoys  excellent  health, 
has  gained  weight,  and  performs  his 
usual  duties.  He  has  had  courses  of 
judicious  x-ray  therapy,  consisting  of 
4,800  r units,  each  dose  of  300  r units 
distributed  anteriorly  and  posteriorly 
according  to  the  judgment  of  the  radi- 
ologist, who  is  always  guided  by  the  type 
and  location  of  the  growth  or  growths. 
He  has  since  been  cystoscoped  at  intervals 
of  six  months,  and  at  each  session  has 
shown  one  or  two  very  small  “buds”  of 
tumor  tissue,  which  have  been  destroyed 
by  f ulgur ation.  Follow-up  radiotherapy 

has  also  been  given.  My  trained  and 
experienced  assistant  will  attest  to  his 
judgment  in  considering  him  an  entirely 
inoperable  case. 

It  has  been  argued  by  some  that 
fulguration  may  stimulate  the  cancer 
growth  to  greater  activity.  We  do 
not  believe  that  experience  bears  out 
this  statement,  provided  the  amount  of 
diathermy  is  adequate  and  that  the 
patient  is  also  given  the  benefit  of  deep 
x-ray  therapy.  I have  almost  reached 
the  conclusion,  from  my  own  experience, 
that  every  patient  about  to  be  operated 
upon,  should  first  be  subjected  to  careful 
x-ray  therapy  and  allowed,  where  feasible, 
a six-week  interval  before  operation  is 
performed.  It  must  be  stressed  that 
an  over-amount  of  radiotherapy  may  be 
harmful.  Proper  radiotherapy  involves 
no  morbidity  and  may  add  a greater 


margin  of  safety  in  delaying  recurrence 
and  establishing  cure. 

Unless  cystoscopic  examination  is  made 
a routine  in  patients  with  large  prostatic 
hypertrophy,  especially  in  the  presence 
of  hematuria,  the  urologist  may  un- 
expectedly find  himself  unprepared  to 
deal  adequately  with  a bladder  tumor, 
should  he  encounter  it  by  surprise.  The 
writer  has  had  this  experience  on  two 
occasions  and  proceeded  to  remove  the 
tumor,  using  diathermy,  and  subse- 
quently removing  the  prostate.  It  is 
our  custom,  therefore,  in  prostatic  cases, 
not  cystoscoped  beforehand,  to  be 
equipped  to  meet  this  associated  lesion. 

It  must  be  constantly  borne  in  mind 
that  local  tumors  may  be  quiescent 
while  internal  metastases  are  active. 
Spooner  has  proved  by  factual  review 
studies  that  of  167  cases  at  the  Mayo 
Clinic  between  1914  and  1931,  metas- 
tases occurred  in  29  per  cent.  In  only 
4 patients  were  there  symptoms  sufficient 
to  make  a diagnosis  of  metastases. 
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In  illness  the  physician  is  a father ; in  con-  The  cure  of  tuberculosis  depends  more  on  what 
valescence,  a friend;  when  health  is  restored,  a the  patient  has  in  his  head  than  on  what  he  has 
guardian. — Brahmanic  Proverb  in  his  chest.  Sir  William  Osier 
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Treatment  of  a Case  with  Meningococcus  Antitoxin 

Arthur  M.  Tunick,  M.D.,  and  A.  Allen  Goldbloom,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Service  of  Dr.  I.  W.  Held,  Department  of  Medicine,  Beth  Israel  Hospital,  New  York  City) 


A case  of  meningococcic  meningitis 
is  herein  reported,  first,  because 
of  its  response  to  meningococcic  anti- 
toxin but  not  to  meningococcic  serum; 
and  second,  because  there  is  no  known 
reference  in  the  literature  to  a similar  case 
treated  with  antitoxin  in  this  section  of 
the  country. 

The  newer  concept  of  meningococcic 
invasions  looks  upon  the  meningeal  pic- 
ture as  a localizing  complication  of  a 
general  infection  with  the  meningococcus. 
If  this  belief  is  generally  accepted,  it  be- 
comes evident  that  the  method  of  com- 
bating the  disease  must  change.  Instead 
of  attacking  the  complication  at  its  site, 
we  must  mobilize  all  our  resources  to  con- 
quer the  systematic  invasion.  In  addi- 
tion to  general  supportive  treatment,  our 
resources  at  the  present  time  consist  of 
meningococcus  antiserum,  meningococcus 
antitoxin,  and  sulfanilamide.  The  last 
named  drug  was  very  recently  intro- 
duced as  an  adjunct  in  combating  the 
meningococcus . 

The  antiserum  commonly  used  today 
is  produced  by  inoculating  horses  with 
suspensions  of  meningococci,  either  alive 
or  killed,  and  when  a high  antibacterial 
titer  is  reached,  the  horse  is  bled  and 
the  serum  prepared  for  use.  It  must  be 
borne  in  mind  that  this  serum  is  pri- 
marily antibacterial  in  nature. 

In  1931  Ferry,  Norton,  and  Steele1 
found  that  bouillon  filtrates  of  the  four 
recognized  Gordon  types  of  meningococci 
contained  soluble,  or  extracellular  toxins 
specific  to  the  individual  types,  as  well  as 
a toxin  common  to  all  types.  By  in- 
jecting these  toxins  into  animals,  Ferry 
was  able  to  demonstrate  antitoxins  spe- 
cific for  each  type  and  an  antitoxin  more 
or  less  common  to  all  types.  This  anti- 


toxin was  first  used  clinically  by  Hoyne2 
at  the  Cook  County  Hospital  in  Chicago. 
At  first  he  used  the  antitoxin  intra- 
venously as  well  as  intraspinally,  but  at 
the  present  time  he  is  using  the  antitoxin 
only  intravenously.  His  reports  indicate 
a marked  reduction  in  the  death  rate, 
and  a complete  absence  of  any  compli- 
cations appearing  after  institution  of 
antitoxin  therapy. 

Case  Report 

History:  M.  H.,  a 22-year-old  white  female, 

was  admitted  to  the  hospital  on  May  31,  1936. 
A detailed  history  was  not  obtainable,  because 
the  patient  was  extremely  irrational.  However, 
a companion  declared  that  the  patient  took  ill 
suddenly  about  twenty  hours  before  admission 
with  malaise,  followed  shortly  by  headache, 
fever,  vomiting,  and  diarrhea.  The  patient 
believed  that  she  had  grippe  and  took  only  tea 
and  toast  for  her  meal.  A few  moments  after 
eating,  the  patient  experienced  generalized 
headache.  A few  hours  later  she  complained 
of  a feeling  of  warmth  and  began  to  vomit  and  to 
have  frequent  urgent  explosive  bowel  move- 
ments. She  was  put  to  bed  by  her  friend  and 
left  alone  overnight.  On  the  following  morning 
the  patient’s  friend  returned  and  had  great 
difficulty  in  arousing  the  girl.  When  aroused, 
she  was  irrational,  and  was  immediately  brought 
to  the  hospital. 

Past  history:  The  past  history  is  of  note 

only  in  that  the  patient  had  had  an  appendec- 
tomy at  the  age  of  4 years.  The  family  history 
revealed  nothing  relevant  to  the  present  illness. 

Physical  examination  revealed  a well  nour- 
ished white  female  who  appeared  to  be  acutely  ill. 
She  was  irrational,  disorientated,  and  almost 
stuporous.  Temperature  was  99.6  F.,  pulse  96, 
and  respiration  20.  The  lips  were  cyanotic  and 
the  skin  very  pale.  Over  the  entire  surface  of 
the  skin  was  scattered  a hemorrhagic,  macular, 
discrete  eruption  resembling  petechiae,  1-3  mm. 
in  diameter.  Marked  nuchal  rigidity  was  pres- 
ent. The  pupils  were  equal  and  regular. 
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Hemorrhagic  spots,  V*-l  mm.  in  diameter, 
were  noted  in  both  conjunctivae.  The  fundi 
showed  nothing  of  note.  A slight  serous  dis- 
charge from  the  nose  was  present.  Herpes 
labialis  was  present  at  the  right  angle  of  the 
mouth.  Palatal  and  pharyngeal  petechiae  were 
noted.  The  heart  and  lungs  showed  nothing  of 
note.  Liver,  spleen,  and  kidneys  could  not  be 
felt.  At  the  time  of  admission  there  was  no 
joint  swelling,  tenderness,  redness,  or  limitation 
of  motion.  The  deep  reflexes  were  equal  and 
active.  The  abdominal  reflexes  were  absent. 
At  the  time  of  admission  the  Kernig,  Brudzin- 
ski,  and  Babinski  signs  were  not  present,  but 
several  hours  later  bilateral  Kernig  and  Babin- 
ski signs  appeared. 

Course : A diagnosis  of  cerebrospinal  meningi- 

tis was  made  and  a lumbar  puncture  performed. 
The  spinal  fluid  was  very  cloudy  and  under  in- 
creased pressure.  Its  cell  count  was  13,350  per 
cu.  mm.,  98  per  cent  of  which  were  polymor- 
phonuclear leukocytes.  Fifteen  mg.  per  cent 
glucose  was  present.  Meningococci  were  found 
on  smear  and  culture.  The  white  blood  cell 
count  was  41,300  with  93  per  cent  polymorpho- 
nuclears,  27  of  which  were  staff  cells.  The  urine 
showed  a high  specific  gravity,  but  no  albumin, 
glucose,  or  formed  elements.  Thirty  cc.  of 
Board  of  Health  serum  were  injected  intraspin- 
ally  after  35  cc.  of  spinal  fluid  were  removed,  and 
10  cc.  of  concentrated  serum  produced  commer- 
cially were  given  intravenously.  Eighteen  hours 
later  the  patient  appeared  to  be  worse.  Nuchal 
rigidity  was  more  marked,  and  the  eruption  had 
become  more  extensive.  A lumbar  puncture 
was  performed.  The  fluid  was  under  increased 
pressure  and  more  cloudy  than  previously. 
Its  cell  count  had  risen  to  18,600  per  cu.  mm., 
and  the  glucose  content  had  fallen  to  7 mg.  per 
cent.  Intracellular  and  extracellular  gram- 
negative diplococci  were  seen  on  smear,  and  the 
culture  showed  a growth  of  the  same  micro- 
organism. Ten  cc.  of  concentrated  serum 
and  60  cc.  of  Board  of  Health  serum  were 
given  intravenously,  and  30  cc.  of  Board  of 
Health  serum  intrathecally.  Twelve  hours 
later  the  hemorrhagic,  petechiae-like  eruption 
almost  covered  the  body.  The  temperature 
rose  to  102.8  F.,  the  pulse  to  136,  and  the  respira- 
tion to  46.  The  patient  was  in  opisthotonos. 
It  appeared  as  if  death  were  only  a matter  of 
hours.  A lumbar  puncture  was  again  performed 
with  little  change  in  the  spinal  fluid  findings. 
Intracellular  and  extracellular  gram-negative 
diplococci  were  still  present  in  a stained  smear. 

In  view  of  the  fact  that  there  appeared  to  be  no 
response  to  the  antiserum,  it  was  felt  that  anti- 
toxin should  be  administered.  Accordingly,  30 


cc.  of  antitoxin,  equivalent  to  10,000  units,  were 
given  intrathecally  and  two  hours  later  a similar 
quantity  was  given  intravenously.  This  was 
repeated  in  twelve  hours.  The  response  to  the 
antitoxin  was  remarkable.  Twenty-four  hours 
after  the  first  dose  the  patient  was  thoroughly 
alert  and  responsive.  The  spinal  fluid  was 
less  cloudy.  Its  glucose  content  rose  and  its 
cell  count  diminished.  Despite  the  apparent 
improvement,  30  cc.  of  antitoxin  were  again 
administered  intrathecally.  The  subsequent 
course  was  uneventful  except  for  a severe  episode 
of  serum  sickness  six  days  after  the  first  dose  of 
serum.  The  serum  sickness  manifested  itself 
as  urticaria,  giant  bullae,  and  painfully  swollen 
wrists  and  ankles. 

Comment 

According  to  the  reports  appearing  in 
the  literature,  our  experience  with  anti- 
toxin is  being  duplicated  wherever  the 
antitoxin  is  being  used.  At  the  present 
time  Hoyne3  is  using  the  intravenous 
administration  solely,  with  excellent  re- 
sults. However,  he  used  50-200  cc.  of 
antitoxin  diluted  with  an  equal  volume  of 
10  per  cent  glucose  in  physiologic  salt 
solution  at  one  dose.  The  antitoxin  in  its 
diluent  is  allowed  to  drip  by  gravity. 
Further  administration  of  antitoxin  is 
determined  by  the  condition  of  the  pa- 
tient after  twelve  to  twenty-four  hours. 
Hoyne  treated  alternate  cases  with  anti- 
serum and  antitoxin  in  a series  of  66 
cases.  For  the  31  anti  toxin- treated 
cases  the  fatality  rate  was  6.4  per  cent, 
and  for  35  serum-treated  patients  the 
fatality  rate  was  14.2  per  cent.  For  43 
patients  who  were  20  years  old  or  less 
the  fatality  rate  was  only  2.3  per  cent 
after  antitoxin  treatment. 

Karel4  and  later  Maxwell  and  Spray5 
reported  complete  recovery  in  the  pa- 
tients they  treated  with  antitoxin  intra- 
venously according  to  the  method  de- 
scribed by  Hoyne. 

Brocklebank6  treated  4 children  with 
antitoxin  intravenously  and  intrathecally, 
and  in  each  instance  the  child  recovered 
completely.  Six  cases  previously  treated 
with  antiserum  ended  fatally. 

Tucker7  reports  an  outbreak  of  men- 
ingococcic  meningitis  in  Illinois  in  1935. 
Sixteen  cases  appeared  within  a few 
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weeks,  and  10  terminated  in  death. 
All  had  been  treated  with  antiserum. 
New  cases  continued  to  appear  at  a time 
when  the  antitoxin  was  made  available. 
Fifty- three  new  cases  appeared  in  the 
following  months.  Most  of  these  were 
treated  with  antitoxin,  with  a total  of  15 
deaths. 

Clyde  and  Neely8  used  antitoxin  in  10 
cases  of  meningococcic  meningitis  with- 
out a fatality. 

The  accumulating  reports  in  the  litera- 
ture indubitably  bespeak  the  value  of  the 
antitoxin  treatment.  An  open  field  for 
the  active  immunization  during  child- 
hood and  passive  immunity  during  epi- 
demics of  cerebrospinal  meningitis  pre- 
sents itself.  In  1935  an  epidemic  of 
meningococcic  meningitis  occurred  in 
Atchinson  County,  Missouri.  There  were 
17  cases  in  a radius  of  eight  miles.  Nine 
cases  occurred  in  a CCC  camp.  These 
men  were  all  treated  with  antimeningo- 
coccus  serum  with  but  1 death.  Kuhns9 
inoculated  395  men  at  the  camp  with 
meningococcus  filtrate  subcutaneously. 
None  developed  meningitis,  although  4 
cases  broke  out  in  camp,  all  among  non- 
immunized  individuals. 

Hoyne10  expresses  the  belief  that  the 
efficacy  of  antimeningococcus  serum  is 
not  dependent  on  any  antibacterial  quali- 
ties it  may  possess,  but  wholly  upon 
whatever  amount  of  antitoxin  it  happens 
to  contain,  and  for  this  reason  he  believes 
meningococcus  antitoxin  should  give  su- 
perior results. 

An  important  point  to  be  made  is  that 
among  antitoxin-treated  cases  of  menin- 
gococcic meningitis,  eye,  ear,  and  arthritic 
complications  are  almost  unknown,  un- 
less such  complications  developed  be- 
fore the  institution  of  the  treatment. 

Very  recently,  Schwentker,  Gelman 
and  Long11  reported  excellent  results  in 
treating  10  cases  of  meningococcus  men- 
ingitis with  sulfanilamide.  The  drug 
was  administered  subcutaneously  and 
intraspinally  in  0.8  per  cent  solution  in 


physiologic  solution  of  sodium  chloride. 
The  intrathecal  doses  varied  between  10 
cc.  and  30  cc.  Then  an  additional  100 
cc.  were  injected  subcutaneously  for  each 
40  pounds  of  body  weight.  This  was 
repeated  every  twelve  hours  for  the  first 
two  days  and  then  once  daily  until  defi- 
nite improvement  was  noted. 

Of  the  10  cases  of  meningococcus 
meningitis  cases  reported  by  Schwentker, 
Gelman,  and  Long,  1 patient  died  and  2 
developed  arthritis. 

There  are  three  therapeutic  agents  at 
hand  to  combat  meningococcic  meningi- 
tis— the  serum,  antitoxin,  and  sulfanil- 
amide. With  the  present  state  of  our 
knowledge,  we  must  not  hesitate  to 
change  from  one  form  of  medication  to 
the  other  when  the  situation  arises. 

Summary  and  Conclusions 

1.  A case  of  meningococcic  meningi- 
tis with  recovery  following  the  use  of 
antitoxin  therapy  after  apparent  failure 
of  serum  therapy  is  herein  reported. 

2.  We  believe  this  to  be  the  first  such 
case  reported  from  this  section  of  the 
country. 

3.  The  results  obtained  by  us  in  this 
case  are  in  accord  with  those  reported 
from  other  sections  of  the  country  and 
from  abroad. 

4.  It  is  our  belief  that  when  a patient 
fails  to  respond  satisfactorily  to  meningo- 
coccic antiserum,  there  should  be  no  hesi- 
tancy in  using  the  meningococcus  anti- 
toxin. 

1089  Madison  Avenue 
65  East  96th  Street 
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They  say  not  one  of  Europe’s  dictators  is  what  on  account  of  looking  down. — Atlanta  Constitu- 
could  be  called  a drinking  man.  The  dizziness  is  tion. 


SKIN  REACTIONS.  VIII. 


Treatment  of  Hay  Fever  Coseasonally  by  Electrophoresis  of  Active  Constituent 
of  Ragweed  Extract — Preliminary  Report 

Harold  A.  Abramson,  M.D.,  New  York  City 

( From  the  Laboratories  of  the  Mount  Sinai  Hospital,  New  York  City,  and  the  Biological  Laboratory, 

Cold  Spring  Harbor) 


It  has  been  previously  reported  that 
comparatively  large  quantities  of  the 
biologically  active  substances  present  in 
ragweed  and  timothy  extracts  may  be 
transported  into  the  living  human  skin 
by  electrophoresis.1  In  hypersensitive 
subjects  well-formed  wheals  were  ob- 
tained after  five  minutes,  with  current 
densities  of  0.3  to  0.5  ma.,  not  only  with 
the  negative  pole,  as  anticipated  from  the 
electrical  charge  of  ragweed  protein, 
but  also  unexpectedly  with  the  positive 
pole.  Large  wheals  with  pseudopods 
were  obtained  following  electrophoresis 
even  of  dialyzed  extracts.  The  skin  of 
individuals  not  hypersensitive  to  rag- 
weed showed  no  whealing  reaction.  This 
was  apparently  the  first  instance  that  an 
antigen  had  been  introduced  into  the 
body  by  electrophoresis. 

Throughout  the  past  year  we  have  been 
successful  in  utilizing  the  electrophoretic 
method  in  skin-testing  individuals  hyper- 
sensitive to  ragweed  and  to  timothy. 
The  method  is  sufficiently  sensitive  to 
yield  positive  reactions  with  solutions 
containing  as  little  as  0.0001  mg.  of  pro- 
tein nitrogen  per  cc.  in  individuals  with 
sufficiently  sensitive  skins.  During  the 
past  ragweed  season  it  was  thought  de- 
sirable to  attempt  coseasonal  therapy 
with  ragweed  extract  in  a logical  attempt 
to  extend  the  observation  that  the  rag- 
weed could  be  introduced  into  the  skin 
with  ease.  In  the  coseasonal  treat- 
ment of  pollen  hay  fever,  small  doses  of 
the  pollen  extract  are  administered,  usu- 
ally intradermally.  The  electrophoretic 
method  not  only  administers  small  quan- 
tities of  ragweed  intradermally,  but  also 
permits  different  quantities  to  be  ad- 

i Abramson,  H„  A.:  Science  87:  No.  2257,  299  (April  1) 
1938. 


ministered  by  varying  the  three  param- 
eters: (1)  electrode  area;  (2)  cur- 

rent; and  (3)  concentration  of  solution. 
The  procedure  adopted  was  as  follows: 
The  same  solution  was  used  throughout 
the  summer.  This  solution  was  a speci- 
ally prepared  dialyzed  extract  of  giant 
ragweed,  containing  0.07  mg.  of  total 
nitrogen  (protein)  per  cc.  A piece  of 
cotton  1 or  more  square  cm.  in  area, 
depending  upon  the  case,  was  moistened 
with  the  solution,  and  the  current  ap- 
plied for  two  to  five  minutes.  In  all 
instances  described  below,  well-formed 
papules  were  obtained  due  to  the  trans- 
port of  ragweed  into  the  sensitized  skin. 
Indeed,  on  two  occasions  mild  constitu- 
tional reactions  occurred  following  the 
electrophoretic  administration  of  the  rag- 
weed to  Case  1.  Since  these  experiments 
apparently  represent  the  first  instance 
in  which  an  antigen  had  been  adminis- 
tered electrophoretically  for  therapeutic 
purposes,  it  seems  desirable  to  make  a 
report  of  progress  at  this  time. 

The  cases  were  chosen  from  cooperative 
and  intelligent  volunteers  among  private 
patients.  On  the  basis  of  unpublished 
experiments  with  histamine  it  has  been 
found  that  if  this  drug  is  administered 
electrophoretically  it  seems  to  form  skin 
deposits  that  persist  for  as  long  as  seven 
days.  Thus  it  was  possible  that  rag- 
weed given  electrophoretically  could  also 
lead  to  a new  type  of  skin  reaction  when 
the  material  was  administered  in  this 
way  over  a long  period.  For  this  reason, 
this  small  preliminary  group  was  studied 
in  order  to  ascertain  not  only  whether  the 
method  was  valuable  from  the  therapeu- 
tic point  of  view,  but  also  whether  un- 
usual skin  reactions  might  occur. 

The  patients  in  each  case  kept  careful 
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records  of  their  symptoms,  and  were  able 
to  compare  the  symptoms  of  the  year  1938 
with  those  of  1937  and  earlier. 

Case  Reports 

Case  1. — M.  C.  was  a housewife  of  34  years 
who  received  coseasonal  treatment  last  year 
(1937)  hypodermatically.  Her  symptoms  at 
that  time  started  on  August  19.  She  was  unable 
to  play  tennis  and  required  so  much  ephedrine 
sulfate  and  Amytal  that  she  lost  her  appetite, 
and  had  unpleasant  symptoms  due  to  the  tak- 
ing of  the  drugs.  She  had  difficulty  in  eating 
because  of  a constantly  stuffed  nose,  and  had 
very  severe  symptoms  between  August  25  and 
September  15.  This  year  (1938)  she  received 
coseasonal  treatment  electrophoretically  from 
August  9 to  September  10.  At  first  she  re- 
ceived ragweed  extract  from  an  electrode  1 
square  cm.  in  area,  current  density  0.5  ma.  for 
five  minutes  twice  weekly.  On  two  occasions, 
however,  this  resulted  in  mild  constitutional 
reactions.  It  was  found  desirable,  therefore,  to 
reduce  her  two  treatments  to  two  minutes  each. 
Her  season  this  year  began  August  10.  She  had 
mild  symptoms  up  to  about  September  4.  She 
was  comparatively  well  during  this  period,  al- 
though she  had  some  hay  fever.  She  played 
tennis  daily,  her  nose  was  not  stuffed,  and  she 
took  frequent  automobile  trips  to  New  York  City 
from  Cold  Spring  Harbor.  Her  most  severe 
symptoms  occurred  with  the  maximum  of  the 
pollen  count  for  the  season,  and  as  the  pollen 
count  decreased,  her  symptoms  became  more 
moderate.  In  the  opinion  of  this  patient  and 
of  her  husband  (a  botanist)  she  was  definitely 
improved  this  year. 

Case  2. — M.  A.  W.  was  43  years  old,  a married 
female  with  no  children.  She  had  had  hay  fever 
since  the  age  of  8.  In  childhood  there  was  a 
good  deal  of  conjunctival  sensitivity,  and  more 
sneezing.  Symptoms  usually  began  between 
August  21  and  23,  persisting  through  September. 
In  1937  there  were  about  eight  severe  days  of 
hay  fever.  This  year  (1938)  there  were  about 
the  same  number.  In  the  opinion  of  the  patient 
there  was  no  fundamental  difference  in  the 
symptoms  of  both  years.  Analysis  of  this  case 
is  complicated  by  the  nature  of  the  patient’s 
occupation.  For  the  past  six  or  seven  years  she 
has  spent  a good  deal  of  time  in  furniture  shops, 
antique  shops,  and  freshly  painted  places.  Her 
symptoms  this  year  began  when  the  pollen  count 
was  approximately  40  gr.  per  square  cm.,  on 
August  23.  The  patient  continued  to  do  her 
usual  work.  During  the  ragweed  season,  on 
three  or  four  occasions  severe  symptoms  occur- 


red at  times  when  the  pollen  count  was  not  suf- 
ficiently high  to  warrant  symptoms  of  such 
severity.  On  skin-testing  to  dust,  the  patient 
showed  a marked  reaction.  It  is  planned  to  treat 
this  patient  with  dust  by  injection  plus  ragweed 
electrophoretically  the  following  year. 

Case  3. — M.  J.  B.  was  a 27-year-old  housewife, 
with  one  child.  In  1937  her  ragweed  hay  fever 
was  comparatively  mild.  She  did  not  have  more 
than  two  or  three  days  of  severe  hay  fever, 
which  occurred  near  the  peak  of  the  season. 
This  year  (1938)  she  spent  more  time  in  the 
park  than  usual  during  the  summer,  and  first 
noticed  symptoms  of  spring  hay  fever.  During 
coseasonal  electrophoretic  therapy,  she  had  four- 
teen days  of  severe  hay  fever.  There  was  no 
improvement.  In  fact,  the  hay  fever  became 
intensified.  There  seemed  to  be  no  correlation 
between  the  time  spent  in  the  park  and  the 
severity  of  the  symptoms.  Symptoms  began 
about  August  23  (which  was  the  first  day  on 
which  the  pollen  count  reached  approximately 
40  gr.  per  1 square  cm.),  and  persisted  until 
September  9,  with  another  attack  on  September 
14.  The  diminution  of  symptoms  coincided 
with  the  falling  off  of  the  maximum  of  low  rag- 
weed. There  was  no  curtailment  of  activity. 

Case  4. — R.  E.,  21  years  of  age,  was  a student 
who  had  had  hay  fever  for  ten  years.  In  addi- 
tion, three  other  members  of  her  family  have 
hay  fever.  But  her  symptoms  have  been  more 
severe  in  the  fall.  Two  summers  before  elec- 
trophoretic therapy  was  instituted  she  had  rather 
severe  hay  fever  with  many  sleepless  nights. 
The  summer  before  (1937),  the  patient  spent  a 
month  in  Europe  (August)  and  was  symptom -free. 
Upon  arriving  in  this  country  on  September  2,  she 
had  very  severe  hay  fever,  which  persisted  until 
frost.  On  August  10  of  last  summer  (1938)  she 
received  ragweed  twice  weekly  by  electrophoresis 
(current  density  0.5  ma. ; electrode  area  1 square 
cm.).  Her  symptoms  of  hay  fever  were  slight, 
much  less  than  ever  before,  until  the  Labor  Day 
week  end,  when  two  very  severe  days  of  hay 
fever  occurred.  This  corresponded  approxi- 
mately to  the  maximum  of  the  pollen  season. 
After  that  time  there  was  slight  hay  fever,  worse 
than  before  Labor  Day,  but  still  not  severe. 
During  this  period  R.  E.  had  less  hay  fever,  in 
general,  than  the  rest  of  the  family,  whereas  pre- 
viously she  had  usually  had  more  hay  fever. 
Therapy  was  discontinued  about  September  15. 
There  was  no  hay  fever  for  about  one  week, 
when  mild  symptoms  recurred.  This  case 
showed  the  most  striking  improvement  of  the 
four  treated  electrophoretically,  the  patient 
having  at  no  time  (with  the  exception  of  the 
Labor  Day  week  end)  sufficient  hay  fever  to 
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curtail  her  usual  activities  of  motoring,  tennis, 
sailing,  etc. 

Comment 

There  are  several  points  of  interest 
to  be  noted  in  connection  with  the  pre- 
ceding case  histories.  No  untoward  ef- 
fects, either  general  or  local,  were  ob- 
served. It  is  well  known  that  after  in- 
jection of  ragweed  into  certain  individuals 
there  are  subsequent  skin  flare-ups.  On 
no  occasion  was  a flare-up  observed 
locally,  either  in  the  group  treated  or  in  a 
much  larger  group  tested  with  ragweed 
electrophoretically.  Apparently  a large 
quantity  of  ragweed  may  be  administered 
in  this  way,  for  two  mild  constitutional 
reactions  occurred  with  an  electrode  1 
square  cm.  in  area.  Electrodes  10  square 
cm.  in  area  may  readily  be  employed, 
as  well  as  much  higher  concentrations  of 
ragweed.  Similarly,  the  ragweed  con- 
centrations may  be  decreased.  As  men- 
tioned in  the  foregoing,  we  have  ob- 
tained positive  skin  reactions  during 
the  past  year  using  the  electrophoretic 
method  to  solutions  containing  as  little  as 
0.0001  mg.  of  total  nitrogen  per  cc., 
with  a current  density  of  0.5  ma.  for  five 
minutes,  using  the  positive  pole.  In 
other  words,  there  is  a wide  latitude  in 
the  amount  of  ragweed  that  may  be  ad- 
ministered by  the  electrophoretic  method. 
At  present,  experiments  are  in  progress  to 
determine  just  how  much  of  the  ragweed 
in  the  cotton  leaves  and  the  cotton  enters 
the  skin.  In  this  way  a more  quantita- 
tive procedure  will  be  obtainable.  Even 
with  the  ordinary  injection  method,  the 
therapeutic  effectiveness  of  the  injected 
material  is  in  no  simple  quantitative  way 
related  to  the  amount  administered, 
because  the  level  of  the  needle  in  the 
tissue  is  different  each  time.  With  the 
electrophoretic  method  the  antigen  is 


always  given  at  the  same  level,  with  the 
added  advantage  of  certain  intradermal 
administrations . 

In  general,  the  coseasonal  method  of 
therapy  is  hardly  sufficient  to  give  good 
protection.  Considering  that  the  pollen 
count  in  New  York  City  during  the  year 
1938  was  much  higher  than  in  1937,  the 
results  obtained  even  in  this  very  small 
group  are  encouraging  enough  to  justify 
the  continuation  of  the  study  to  a much 
larger  group,  employing  preseasonal  ther- 
apy with  higher  doses.  This  is  planned 
for  the  following  year. 

I am  indebted  to  Mrs.  Henriette 
Gettner  for  her  assistance,  as  well  as  to 
the  four  volunteers  who  first  subjected 
themselves  to  this  method  of  therapy. 

Addendum 

This  work  was  done  in  1938.  This 
year,  1939,  2 cases  of  grass  hypersensi- 
tiveness have  been  treated  coseasonally 
with  timothy  extract,  and  at  present  a 
series  of  cases  are  being  treated  pre- 
seasonally  by  increasing  doses  of  both 
short  and  giant  ragweed  extract  by 
electrophoresis.  It  is  of  some  interest  to 
mention  here  that  whereas  the  positive 
pole  is  more  efficient  in  introducing  giant 
ragweed  extract,  the  negative  pole  is 
apparently  more  effective  in  introducing 
short  ragweed  extract.  This  is  a con- 
venience, for  both  poles  are  placed  on  the 
forearm  or  thigh  and  both  short  and  giant 
extract  are  introduced  simultaneously. 
The  results  will  be  reported  in  a subse- 
quent communication. 

For  data  concerning  the  electrical 
charge  of  the  constituents  of  ragweed 
extract,  see  Abramson,  H.  A.,  Sookne, 
A.  M.,  and  Moyer,  L.  S.:  J.  Allergy  10: 
317  (1939). 


The  annual  conference  of  the  National  Society  the  Hotel  Astor  in  New  York  City  on  October 
for  the  Prevention  of  Blindness  will  be  held  at  26,  27,  and  28. 


JEJUNAL  CARCINOMA 

Report  of  Case 

Walter  W.  Jetter,  M.D.,  M.S.,  Taunton,  Massachusetts 


Carcinomas  of  the  gastrointestinal 
tract  compose  a large  part  of  all 
deaths  from  carcinoma.  Stout1  states 
that  of  1,862  cancer  cases  at  the  Presby- 
terian Hospital  of  New  York  City,  619  or 
33  per  cent  were  located  in  the  alimentary 
canal  or  its  glandular  derivatives,  ex- 
clusive of  the  buccal  cavity.  Only  3 can- 
cers of  the  small  intestine  were  found  in 
this  series.  Rankin  and  Mayo2  in  1930 
reported  a study  of  the  material  at  the 
Mayo  Clinic.  Of  4,652  cancers  of  the 
intestine,  55  or  1.2  per  cent  were  in  the 
small  bowel.  In  a more  recent  publica- 
tion, Plunkett  and  Foley3  reported  a total 
of  69  primary  carcinomas  of  the  small 
intestine  from  the  same  institution.  Their 
distribution  was  as  follows:  duodenum, 
20;  jejunum,  28;  and  ileum,  16. 

The  incidence  as  well  as  the  site  of 
carcinoma  of  the  small  bowel  appear  to 
vary  with  the  observer.  Ewing,4  for  ex- 
ample, considers  that  carcinoma  of  the 
small  intestine  comprises  about  3 per 
cent  of  all  intestinal  carcinomas.  John- 
son6 in  1922  found  343  listed  autopsies  of 
intestinal  carcinoma  at  the  Vienna  Gen- 
eral Hospital.  Of  these,  10  or  2.8  per 
cent  were  located  in  the  small  intestine. 
All  10  were  in  the  ileum. 

There  has  been  but  1 carcinoma  of  the 
small  intestine  (jejunum)  encountered  at 
the  Buffalo  City  Hospital  over  a period 
of  nineteen  years,  from  1918  to  1937. 
This  was  found  in  a series  of  4,308  malig- 
nancies, as  determined  either  by  clinical 
study,  biopsy,  or  autopsy.  The  autopsied 
cases  showing  malignancy,  totaling  676, 
occurred  in  a group  of  5,668  necropsies. 
Two  hundred  and  sixty-nine  or  40  per 
cent  were  carcinomas  located  in  the  ali- 
mentary tract  or  its  derivatives.  They 
are  grouped  as  follows : 

Stomach  106  Esophagus  45 

Large  intestine  66  Pancreas  21 


Cecum 

6 

Liver  (primary) 

18 

Colon 

8 

Gallbladder  and 

Sigmoid 

8 

ducts 

12 

Rectum 

44 

Small  intestine 

~66 

(jejunum) 

1 

Total 

269 

Case  Report 

The  patient  was  a married  white  female,  aged 
46,  occupation  housewife.  She  had  been  a known 
mild  diabetic  for  five  years.  Her  gastrointestinal 
history  dated  back  four  months  prior  to  admis- 
sion, at  which  time  she  complained  of  severe 
nonradiating  epigastric  pain,  unassociated  with 
the  ingestion  of  food  and  accompanied  by  nausea 
and  vomiting.  This  lasted  for  forty-eight  hours 
and  then  subsided.  There  was  no  accompanying 
abdominal  distention.  Between  that  time  and 
her  admission,  the  above  symptoms  recurred  on 
two  occasions.  The  bowels  were  well  formed, 
regular,  and  of  normal  color.  Three  weeks  prior 
to  admission,  she  complained  of  occasional  bile- 
stained  emesis.  She  then  suffered  her  most  se- 
vere attack  of  epigastric  pain,  nausea,  and 
vomiting,  and  entered  the  Buffalo  City  Hospital. 
There  had  been  a weight  loss  of  15  pounds 
over  the  four-month  period. 

Physical  examination  revealed  a somewhat 
emaciated  listless  white  female.  The  cardio- 
vascular system  was  not  remarkable.  The 
abdomen  was  slightly  distended  and  an  indefinite 
tumor  mass  was  palpated  in  the  epigastrium  on 
deep  pressure.  Diffuse  tenderness  was  elicited 
in  this  area.  Rather  loud  gurgling  peristalsis 
lasting  fifteen  seconds,  occurring  every  three  to 
four  minutes,  was  heard  in  the  upper  abdomen. 
Rectal  and  vaginal  examinations  were  not  re- 
markable. 

Laboratory  Work. — The  r.b.c.  numbered  4.3 
million  per  cu.  mm.  and  the  hemoglobin  was  75 
per  cent  by  the  Sahli  method;  the  white  count 
was  7,100  per  cu.  mm.  Differential  study  of  the 
leukocytes  was  not  remarkable.  The  blood  sugar 
was  0.26  per  cent.  The  blood  urea  N.  and  uric 
acid  were  within  normal  limits.  The  urine 
varied  in  specific  gravity  from  1.003  to  1.018. 
No  protein  was  present.  There  was  from  1 
plus  to  3 plus  sugar  present.  The  sediment 
showed  a few  w.b.c.  and  a rare  hyaline  cast.  A 
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•fractional  gastric  revealed  no  free  HC1.  The 
^stools  were  negative  for  occult  blood  and  for 
parasites. 

Two  days  following  admission,  a gastro- 
i intestinal  series  was  performed.  On  fluoroscopic 
[examination,  the  stomach  was  normal  in  position 
iand  freely  movable.  No  filling  defect  was  de- 
monstrable. The  duodenal  cap  could  be  visual- 
ized ; it  was  normal  in  position  and  freely  mov- 
able, no  filling  being  seen.  The  six-hour  films 
showed  a residue  of  50  per  cent  of  the  meal  re- 
maining in  the  stomach  and  duodenum,  the 
latter  being  greatly  dilated  (Fig.  1).  The  im- 
pression of  the  roentgenologist  was  “obstruc- 
tion of  the  jejunum  near  the  duodeno- jejunal 
junction.” 

After  administration  of  fluids  and  the  institu- 
tion of  a diabetic  regime,  operation  was  per- 


Fig.  1.  Six-hour  film  showing  50  per  cent 
gastric  residue.  The  arrow  points  to  the  con- 
stricted area  located  12  cm.  from  the  ligament  of 
Treitz.  The  loop  of  jejunum  proximal  to  the 
obstruction  is  considerably  dilated,  as  are  the 
duodenum  and  bulbous  duodenums. 

formed.  An  annular  constriction  was  found  in 
the  jejunum  about  12  cm.  from  the  ligament  of 
Treitz,  the  proximal  portion  of  the  jejunum  and 
the  entire  duodenum  being  dilated.  The  con- 
stricted area  was  attached  by  a long  fibrous  band 
to  the  posterior  peritoneal  wall.  Several  small 
nodes  were  present  in  the  mesentery  just  con- 
tiguous to  the  constriction.  The  liver  showed  no 
gross  evidence  of  metastases.  Ten  cm.  of  the 
jejunum  were  resected  and  an  end-to-end  anasto- 
mosis was  performed.  The  immediate  postopera- 
tive course  was  excellent.  The  diabetes  appeared 
to  be  well  under  control,  the  blood  sugar  being 


Fig.  2.  (A)  External  view  of  segment  re- 

moved at  operation  showing  constricted  area 
and  dilated  proximal  jejunum.  The  lymph 
nodes,  on  microscopic  examination,  showed 
only  chronic  inflammation. 

(B)  Longitudinal  transection  of  segment  re- 
moved at  operation.  The  tumor  appears  as  a 
grayish-white,  fleshy,  slightly  moist  mass  which 
almost  completely  occludes  the  lumen. 

0.15  per  cent,  while  the  urine  showed  1 plus 
sugar  but  no  acetone  or  diacetic  acid.  Four 
days  postoperatively,  however,  the  patient 
expired. 

Pathologic  Findings 

The  operative  specimen  consists  grossly 
of  a piece  of  jejunum  about  10  cm.  in 
length  (Fig.  2).  The  serosal  surface  is 
reddish-gray  and  smooth.  The  superficial 
vessels  are  moderately  dilated.  A hard 
annular  constriction  is  seen  in  the  approxi- 
mate center  and  gives  to  the  intestine  an 
appearance  of  having  a string  tied  tightly 
around  it.  Contiguous  to  this  area  of 
constriction  are  several  small  firm  lymph 
nodes  which  are  matted  together.  The 
cut  surface  is  a freshly  translucent,  slightly 
moist,  whitish-gray.  Longitudinal  sec- 
tioning of  the  intestine  reveals  a whitish- 
gray,  firm,  hard  growth  having  a gritty 
feel  on  cutting.  It  is  about  3 cm.  in 
length  and  has  almost  completely  ob- 
structed the  lumen  of  the  bowel.  The 
jejunal  wall  in  this  area  is  about  twice 
thickened  due  to  tumorous  proliferation 
which  has  extended  around  its  entire 
surface  but  has  not  penetrated  to  the 
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Fig.  3.  Low-power  magnification  of  tumor 
field.  Note  the  adenocarcinomatous  prolifera- 
tion in  the  muscularis. 


serosa.  The  mucosa  above  and  below  the 
involved  area  shows  no  evidence  of  poly- 
posis or  other  tumors  but  is  moderately 
congested  and  edematous. 

Microscopically,  sections  from  the  edge 
of  the  tumor  show  sudden  transitions  from 
the  normal  epithelial  cells  to  larger  cylin- 
drical cells  with  darker  cytoplasm  and 
hyperchromatic  nuclei.  No  mitotic  fig- 
ures are  seen.  There  are  no  cytoplasmic 
granules  which  are  silver  reducing.  The 
tumor  cells  are  arranged  in  irregularly 
branched,  and  occasionally  dilated,  gland- 
ular structures  which  have  invaded  the 
submucosa  and  muscularis  but  have  not 
penetrated  through  to  the  serosal  surface 
(Fig.  3).  The  basement  membrane  is 
not  altogether  intact  and  an  occasional 
tumor  cell  can  be  seen  streaming  away 
into  the  stroma.  The  lumen  of  many 
contains  debris  and  inflammatory  cells. 
The  stroma  is  composed  of  an  abundant 
amount  of  a loose  edematous  collagenous 
type  of  connective  tissue.  The  blood 
vessels  are  increased  in  number  and  di- 
lated. 

Careful  sectioning  and  examination  of 
the  lymph  nodes  show  only  chronic  inflam- 
matory changes. 


The  autopsy  findings  may  be  sum- 
marized as  follows:  The  brain  was  wet 
and  edematous.  The  heart  was  not  re- 
markable. The  pulmonary  vessels  were 
clear.  The  lungs  exhibited  marked  con- 
gestion and  edema.  The  jejunum  showed 
a recent  end-to-end  anastomosis  about  6 
cm.  from  the  ligament  of  Treitz.  The 
wall  showed  slight  edema  but  no  sign  of 
tumorous  infiltration.  Careful  examina- 
tion revealed  no  metastases  in  the  mesen- 
teric nodes  or  the  liver.  The  pancreas  was 
of  normal  size  and  microscopically  not 
remarkable.  The  other  organs  showed 
no  pathology  of  note. 

Discussion 

The  reported  case  presented  the  usual 
combination  of  an  annular  constricting 
and  inwardly  proliferating  adenocarci- 
nomatous growth  with  almost  complete 
stenosis  of  the  lumen.  No  intestinal 
polyps  or  other  benign  neoplasms  were 
found.  It  was  not  until  four  months 
previous  to  operation  that  the  lesion  pro- 
duced symptoms,  due  to  partial  obstruc- 
tion. This  lack  of  premonitory  events  is 
quite  characteristic  of  the  condition  and 
explains  the  usual  hopeless  outlook  at  the 
time  of  operation. 

At  admission,  the  findings  of  bile- 
stained  emesis,  intestinal  colic,  and  visible 
peristalsis  made  a diagnosis  of  chronic 
obstruction  obvious,  while  the  absence  of 
abnormality  of  bowel  movement  sug- 
gested its  localization  in  the  small  intes- 
tine. As  in  our  case,  roentgenographic 
examination  should  localize  the  lesion 
and  differentiate  between  intrinsic  and 
extrinsic  factors  capable  of  producing  ob- 
struction. The  exact  nature  of  the  ob- 
struction cannot  be  definitely  determined 
preoperatively,  but  carcinoma  is  the 
most  frequent  cause  of  intrinsic  small 
bowel  obstruction,  in  the  cancer  age  at 
least. 

The  prognosis  is  always  poor.  Rankin 
and  Mayo,2  for  example,  found  hopeless 
metastases  in  one-third  of  their  cases  at 
operation  and  there  were  no  survivals 
after  a three-year  period.  Of  special  in- 
terest in  this  case  is  the  absence  of  metas- 
tases as  determined  by  careful  postmor- 


August  15,  1939] 


JEJUNAL  CARCINOMA 


1617 


tem  study.  No  case  of  exact  similar 
nature  has  been  described  in  the  literature 
to  the  author’s  knowledge.  Had  the  pa- 
tient survived  the  immediate  postopera- 
tive course,  it  is  reasonable  to  suppose 
that  the  ultimate  prognosis  would  have 
been  excellent. 

Taunton  State  Hospital 
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THE  GREAT  AMERICAN  ICE  WATER  HABIT 


Are  we  Americans  ruining  our  health  by 
drinking  so  much  ice  water?  Probably  not,  we 
are  reassured  by  the  Journal  of  the  American 
Medical  Association  in  a reply  to  an  inquiry 
from  an  Iowa  physician.  Most  people  in  this 
country,  we  are  told,  are  conditioned  to  drink 
water  so  much  cooler  than  the  normal  human 
body  that  a distinct  and  usually  pleasant  sensa- 
tion of  cold  in  the  mouth,  throat,  and  esophagus 
is  produced  during  and  for  a minute  or  two  after 
such  water  drinking.  This  acts  as  a counterir- 
ritant, obscuring  the  sensation  of  thirst,  and 
hence  tends  to  produce  the  impression  that  the 
real  thirst  is  stopped  almost  at  once  with  cold 
water  but  not  with  tepid  or  warm  water.  The 
real  need  of  the  body  for  water  is  met  by  water 
within  the  temperatures  not  actually  injurious 
to  the  mucous  membrane  of  the  digestive  tract. 
There  is  no  reliable  evidence  that  “ice  water” 


(water  at  from  37  to  50  F.)  causes  chronic  in- 
jury to  the  alimentary  tract.  Taken  in  large 
quantities  with  a meal,  through  cooling,  it  prob- 
ably slows  down  gastric  digestion  for  a few 
minutes.  But  this  is  probably  of  little  practical 
significance.  If  taken  in  large  quantities  (from 
three  to  four  glasses)  and  rapidly,  water  near 
the  temperature  of  ice  may  induce,  in  addition 
to  a painful  cold  sensation,  a temporary  spasm 
of  the  pharynx  and  esophagus  as  well  as  of  the 
stomach,  or  even  acute  dilatation  of  the  stomach 
in  some  people,  especially  when  the  body  tem- 
perature is  above  normal,  and  as  a consequence 
reflex  excitability  is  somewhat  increased.  We 
eat  ice  cream,  and  the  Eskimo  eats  frozen  meat 
without  evident  injury.  So  it  seems  that  the 
temperature  of  ingested  water  is  primarily  a 
matter  of  habit  and  convenience,  not  of  health, 
and  has  no  relation  to  a person’s  occupation. 


THOSE  INFORMAL  PRESCRIPTIONS 

The  druggists,  it  seems,  do  not  like  the  habit 
some  doctors  have  of  saying,  “Go  down  to  the 
drug  store  and  get  a package  of  this  or  that,” 
instead  of  writing  a prescription.  At  any  rate, 
the  Journal  of  the  National  Association  of  Retail 
Druggists  is  out  with  a strong  editorial  against  it. 
It  remarks  that  in  the  first  place,  the  patient, 
confused  or  ignorant  of  pharmaceutic  and 
medical  terms,  is  likely  to  relay  to  the  druggist 
a request  for  the  wrong  item  or  form  of  product, 
with  danger  of  undesirable  results.  Too,  the 
patient  may  not  have  received,  or  may  have  for- 
gotten the  proper  directions.  The  pharmacist  is 
not  in  the  position  ethically  to  advise  the 
patient  as  to  this  point,  and  seldom  does  the 
package  contain  satisfactory  information. 

Moreover,  the  doctor  is  prescribing  not  for  one 


particular  patient;  he  is  prescribing  for  the 
community  at  large.  Having  learned  the  name 
of  some  high-sounding  preparation,  the  patient 
quite  naturally  will  tell  friends  and  neighbors 
about  “the  medicine  Dr.  Brown  told  us  to  get 
for  Willie’s  cold” — and  for  the  price  of  one  office 
call,  Dr.  Brown  has  saved  ten  or  a dozen  families 
the  necessity  of  consulting  him  concerning  the 
ills  of  other  patients.  Why  pay  another  office 
fee  to  Dr.  Brown  just  to  be  told  to  “get  some 
stuff  at  the  drug  store?” 

Such  prescriptions,  we  are  assured,  “are  not 
profitable  to  patient,  pharmacist,  or  physician. 
Therefore,  in  your  detailing  and  interprofes- 
sional contacts,  make  it  a point  to  emphasize 
the  advantages  of  the  written,  individualized 
prescription.” 


CORONARY  OCCLUSION  IN  YOUNG  ADULTS 

Review  of  Literature  with  Report  of  Case  Aged  26 


A.  Stuart  Ferguson,  M.D.,  Newburgh,  New  York,  and  Jay  R.  Lockwood,  M.D., 
Highland,  New  York 


The  relatively  infrequent  occurrence  of 
coronary  occlusion  in  the  third 
decade  of  life  prompted  us  to  report  this 
case.  When  the  physician  is  suddenly 
confronted  with  the  serious  and  dramatic 
symptom  complex  of  this  condition  in  one 
so  young,  a common  and  daily  occurrence 
in  middle  and  advanced  life,  it  does  arouse 
more  than  passing  interest. 

Many  questions  come  to  our  mind, 
chiefly  those  of  etiology  and  prognosis. 

Levine1  states:  “There  are  very  rare 

instances  of  coronary  thrombosis  occur- 
ring in  individuals  under  thirty.”  In  his 
review  of  145  cases,  there  were  only  3 
cases  in  patients  under  40  years  of  age. 

White  and  Bland,2  in  an  article  on  the 
prognosis  of  coronary  thrombosis,  state 
that  patients  often  survive  coronary 
thrombosis  for  many  years  in  good  or  fair 
condition.  In  their  series  of  200  patients, 
101  were  dead,  with  an  average  duration 
of  life,  following  attacks,  of  1.5  years. 
The  average  life  duration  of  their  entire 
series  of  200  patients  at  the  time  of  their 
article  was  2.4  years. 

The  younger  patients,  as  a rule,  lived 
a little  longer.  Sex  appeared  to  be  un- 
important. Neither  the  previous  occur- 
rence of  angina  pectoris  nor  its  duration 
prior  to  the  attack  of  coronary  thrombosis 
has  seemed  to  matter.  Hypertension  was 
not  important.  Syphilis  was  rarely  en- 
countered. 

Cooley,3  in  an  article  on  longevity  after 
coronary  thrombosis,  states  that  an  indi- 
vidual seldom  has  an  attack  of  coronary 
thrombosis  before  the  age  of  40.  It  is 
also  seldom  that  a patient  who  recovers 
from  an  attack  lives  more  than  five  years. 
He  reports  a case  who  lived  twelve  years 
before  a second  attack  and  during  that 
time  led  an  active  life.  The  patient  was 
a white  male,  aged  35.  The  onset  of  the 
first  attack  came  with  a feeling  of  slight 


indigestion  and  a burning  sensation  over 
the  precordium.  In  a few  hours  severe 
crushing  precordial  pain  extended  down 
the  left  arm.  The  patient  made  an  un- 
eventful recovery.  Twelve  years  later 
he  had  another  severe  attack  and  died 
seventy-eight  hours  after  the  onset  of  the 
illness. 

Levine4  is  of  the  opinion  that  coronary 
thrombosis  under  40  years  of  age  is  some- 
what more  likely  to  be  on  a syphilitic 
basis  than  is  the  general  run  of  cases  of 
coronary  thrombosis.  In  his  series  he 
found  that  the  average  age  of  patients 
with  coronary  thrombosis  and  a positive 
Wassermann  reaction  was  thirteen  years 
less  than  the  general  average. 

Smith  and  Bartels5  report  2 cases,  aged 
35  and  36.  They  say:  “Myocardial  in- 

farction, resulting  from  coronary  throm- 
bosis, is  relatively  rare  if  patients  are  less 
than  40  years  of  age.”  Their  cases,  and 
those  reported  in  the  literature,  prove 
that  it  may  occur  early  in  the  fourth 
decade  of  life. 

Fernando6  reports  the  case  of  an  occlu- 
sion in  a patient  aged  24  years.  He 
states:  “Patient  was  a well-built,  ath- 

letic young  man,  accustomed  to  hard 
physical  exercise.  He  played  Rugby, 
football,  and  tennis.  Was  in  perfect 
health  up  to  date  of  his  illness.  Wasser- 
mann test  was  negative.  History  of  sud- 
den death  of  mother  at  age  of  45.  Patient 
recovered  in  two  months.  The  clinical 
history,  and  subsequent  electrocardio- 
gram, confirmed  the  diagnosis  of  an  in- 
farct.” 

White,7  in  an  article  on  coronary  disease 
and  coronary  thrombosis  in  youth,  re- 
ports the  case  of  a medical  student  aged 
26.  He  was  never  ill  before  except  that 
he  was  operated  on  for  acute  appendicitis 
five  years  before.  He  was  suddenly 
seized  with  nausea  and  severe  precordial 
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pain  radiating  down  the  left  arm.  The 
pain  lasted  sixteen  hours.  Amyl  nitrite 
gave  no  relief  and  five  hypodermic  injec- 
tions of  morphia  were  necessary.  Several 
electrocardiograms  were  typical  of  acute 
myocardial  infarction.  After  a rather 
protracted  illness,  he  finally  recovered 
and  finished  his  medical  education.  At 
the  time  this  article  was  written  (1935), 
it  was  eight  years  since  his  coronary  occlu- 
sion, and  he  had  reached  the  age  of  34. 

Dr.  White  comments:  “Atherosclero- 

sis, with  a variable  amount  of  fibrosis,  is 
the  main  problem  in  coronary  disease  in 
youth  and  middle  age.  The  male  sex  is 
overwhelmingly  the  victim  in  early  life ; 
this  is  perhaps  the  outstanding  clue.  The 
young  cases  all  use  considerable  tobacco. 
The  question  of  ancestral  longevity  and 
inheritance  is  undoubtedly  important.” 

Willius,8  in  an  article  on  life  expectancy 
in  coronary  thrombosis,  says:  “It  is 

noteworthy  that  the  six  patients  in  his 
series,  who  had  coronary  thrombosis  be- 
tween the  ages  of  30  and  40,  are  all  living 
at  the  time  of  this  article  (May,  1936). 
The  comment  frequently  has  been  heard 
that  coronary  thrombosis,  in  earlier  age 
periods,  is  likely  to  be  fatal,  because  of 
lack  of  compensatory  and  anastomotic 
vascular  channels  which  leaves  the  heart 
unprepared  for  the  accident.  This  study 
does  not  bear  out  the  presumption,  be- 
cause incidence  of  survival  in  fourth  and 
fifth  decades  is  greater  than  cardiac  mor- 
tality.” 

Franklin9  reports  a case  of  coronary 
thrombosis  in  a male  aged  30. 

Durant, 10  in  an  article  on  the  occurrence 
of  coronary  thrombosis  in  young  individ- 
uals, reports  7 cases  occurring  in  patients 
35  years  of  age  or  under  observed  in  a 
clinic  during  a four-year  period.  The 
ages  ranged  from  23  to  35.  He  states: 
“It  is  of  interest,  in  reviewing  the  entire 
group,  to  note  that  all  patients  were 
males,  none  were  overweight,  none  en- 
gaged in  professional  occupations,  and  in 
none,  except  patients  with  nephritis  and 
syphilis,  did  infection  play  a part.  Five 
of  the  seven  were  engaged  in  occupations 
of  hard  labor.  Only  one  patient  used 
tobacco  to  excess.  Five  of  the  seven 


cases  survived  their  attack  at  least  six 
weeks  or  until  discharged  from  the  hospi- 
tal. One  case  is  known  to  have  survived 
eight  years.” 

Blaze11  reports  the  case  of  coronary 
thrombosis  in  a man  of  23  that  terminated 
fatally  in  one  and  one-half  hours.  The 
patient  was  a laborer  and  the  onset  was 
sudden.  Autopsy  findings  proved  the 
diagnosis.  A portion  of  the  left  anterior 
descending  coronary  artery  was  occluded 
by  a recent  clot.  There  was  no  evidence 
of  valve  disease  or  history  of  previous 
heart  disease. 

Halbersleben, 12  in  an  article  entitled 
Occlusion  in  a Young  Adult , reports  a 
case  of  a young  woman  aged  28.  The 
onset  was  sudden  and  the  outcome  was 
fatal.  The  case  was  confirmed  by  the 
electrocardiogram  and  autopsy  findings. 
There  had  been  a mild  hypertension  since 
she  was  21.  Past  history  was  negative. 
Her  father  and  mother  were  both  living 
and  had  no  hypertension.  The  autopsy 
findings  showed  arteriosclerotic  changes 
in  the  coronary  arteries. 

Case  Report 

C.  E.,  white  male,  aged  26,  truck  driver  by 
occupation. 

Chief  complaint:  pain  and  a feeling  of  pres- 
sure over  the  sternum.  Pain  radiated  into  the 
left  shoulder. 

Present  illness:  this  patient  had  been  per- 
fecdy  well  until  he  awoke,  on  the  morning  of 
April  16,  1938,  with  the  above  complaints.  He 
thought  he  had  indigestion  so  he  went  to  the 
drug  store  and  the  druggist  gave  him  some 
medicine.  The  pain  did  not  get  any  better 
during  the  day  and  was  very  severe  on  inspira- 
tion. He  ate  his  meals  that  day  and  took  a 
short  ride  in  the  car.  He  slept  about  two 
hours  that  night.  He  then  got  up  and  sat  on 
the  couch  and  later  fell  asleep  again.  The 
next  morning,  about  7 a.m.,  the  pain  in  the  chest 
became  very  severe  and  radiated  into  his  left 
shoulder  and  arm.  At  this  time  one  of  us  was 
called  to  attend  him. 

Past  history:  tonsillectomy  at  age  of  6,  in- 
fluenza at  age  of  10.  At  the  age  of  8 he  was 
thrown  from  a wagon  and  apparently  slightly 
injured.  Soon  after  this  he  had  several  attacks 
of  unconsciousness  which  the  family  doctor 
called  heart  trouble. 

Family  history:  his  father  died  at  the  age  of 
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40  of  kidney  disease  and  heart  trouble,  and  his 
mother  of  pneumonia  two  months  after  his 
birth.  Two  brothers  were  living  and  well, 
both  older  than  patient.  No  brothers  or  sisters 
dead.  Patient  was  married  and  had  a child 
5 years  old. 

The  week  previous  to  his  attack  the  patient 
had  made  four  trips  to  New  York  City  (sixty- 
five  miles)  with  truckloads  of  produce.  He 
went  on  four  consecutive  nights  without  proper 
sleep.  Previous  to  that  week,  he  had  not 
worked  for  three  months. 

Physical  examination:  temperature,  by 

mouth,  99.6  F.;  pulse  90,  respiration  24.  He 
was  very  pale  and  perspiring  profusely.  The 
lips  were  cyanotic  and  the  respiration  shallow 
and  rapid.  The  patient  looked  apprehensive 
and  complained  of  a great  deal  of  pain  and 
pressure  in  the  chest.  The  pupils  were  wide 
but  responded  to  light.  Ears,  nose,  and  mouth 
were  negative.  Chest — shallow,  rapid,  and 
painful  respirations.  Lungs  were  clear  and 
resonant  throughout.  Heart  sounds  were  weak 
but  regular,  with  no  murmurs.  A friction  rub 
was  heard,  synchronous  with  the  heart  beat, 
to  the  right  of  the  apex.  Blood  pressure  was 
90/50.  Abdomen  was  negative,  extremities 
were  cold,  and  he  was  perspiring  profusely. 
Wassermann  examination  was  negative. 

The  patient  presented  a picture  of  extreme 
circulatory  shock.  Several  hypodermic  injec- 
tions of  morphine  were  necessary  to  make  him 
comfortable. 

An  electrocardiogram  taken  on  the  first  day, 
showed  low  T waves  in  lead  1.  After  twenty- 
four  hours,  patient  had  recovered  considerably 
from  shock  and  was  feeling  fairly  comfortable. 
The  pericardial  friction  rub  disappeared  during 
the  second  day.  Patient  ran  a temperature 
from  99  to  100  F.  for  several  days.  After  five 
days  the  blood  pressure  began  to  rise.  On 
the  sixth  day  it  was  120/70.  By  this  time  the 
man  felt  very  much  better  and  continued  to 
improve  until  the  fourteenth  day.  On  the 
afternoon  of  this  day,  he  again  had  severe 
precordial  pain  which  radiated  to  both  shoulders. 
The  blood  pressure  dropped  suddenly  to  80/50, 
and  the  pericardial  friction  rub  reappeared. 
This  time  it  lasted  for  only  several  hours.  After 
two  days,  the  systolic  blood  pressure  began  to 
rise  and  a low-grade  fever  appeared  again. 
Patient  was  kept  in  bed  for  six  weeks  following 
this  second  attack  and  made  an  uneventful 
recovery. 

A second  electrocardiogram  was  taken  the  day 
of  the  second  attack,  or  the  fifteenth  day  of  ill- 
ness. This  record  showed  inversion  of  T waves 
in  lead  1 and  lead  4.  T-2  was  lower  than  in  the 


first  record.  There  was  a change  in  the  QRS 
complex  of  lead  3 which  showed  a tendency  for 
L.V.P. 

The  patient  continued  his  convalescence  for 
three  months  at  home,  at  the  end  of  which  time 
he  was  sufficiently  recovered  to  resume  light 
work. 

At  the  end  of  three  months,  patient  was  given 
a checkup  examination.  Weight  163  pounds, 
pulse  and  apex  rate  76,  temperature  98  F.  (by 
mouth),  blood  pressure  100/60.  Heart  sounds — 
no  murmurs,  fair  heart  sounds  at  the  apex, 
no  accentuation  of  A-2  or  P-2,  no  evidence  of 
congestive  failure.  Fluoroscopy — long  dropped 
type  of  heart.  Cardiac  shadow  normal  in 
outline  and  configuration.  Cardiac  impulse 
good,  as  seen  in  left  oblique.  An  electrocardio- 
gram taken  at  this  time  showed  the  T waves 
in  leads  1,  2,  and  4,  upright;  a normal  record 
except  for  some  slurring  of  the  QRS.  The 
pattern  of  the  electrocardiograms  is  not  charac- 
teristic of  coronary  occlusion,  but  does  show 
progressive  myocardial  changes,  which  later 
disappear.  The  result  of  the  Master13  two-step 
test  of  myocardial  function  was  abnormal. 
Patient  had  no  complaints  at  this  time.  He 
said  he  felt  just  as  well  as  before  the  attack 
except  that  he  fatigued  more  easily. 

Comment 

It  is  remarkable  that  coronary  occlu- 
sion in  young  individuals,  in  many  in- 
stances, occurs  without  subjective  symp- 
toms of  coronary  insufficiency  before  the 
onset  of  the  attack. 

White7  is  of  the  opinion  that  athero- 
sclerosis with  some  fibrosis  is  the  under- 
lying pathology  in  coronary  disease  of 
youth  and  middle  life.  It  would  seem 
that  this  condition  might  be  limited  to 
certain  portions  of  the  coronary  artery 
system  rather  than  a general  athero- 
sclerotic condition  in  some  cases. 

The  important  etiologic  factors  appear 
to  be  ancestral  longevity,  a history  of 
early  parental  cardiovascular  disease, 
fatigue,  and  tobacco. 

In  this  patient’s  case  there  was  a 
history  of  excessive  use  of  tobacco  for 
several  years. 

The  electrocardiograms  in  this  case 
show  progressive  myocardial  damage 
and  are  not,  in  themselves,  diagnostic  of 
coronary  occlusion. 

Because  of  the  T wave  changes  in 
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lead  1 and  the  pericardial  friction  rub, 
we  assume  the  lesion  was  in  the  anterior 
and  apical  portion  of  the  heart. 

In  young  individuals,  acute  rheumatic 
pericarditis  may  be  difficult  to  distinguish 
from  coronary  occlusion. 

The  characteristic  symptoms  of  coro- 
nary occlusion  are:  the  sudden  onset, 
severe  substemal  pain,  and  circulatory 
collapse  accompanied  by  a drop  in  systolic 
blood  pressure.  There  is  little,  if  any, 
increase  in  pulse  rate.  There  is  a nega- 
tive history  of  rheumatic  infection  or 
any  illness  immediately  preceeding  onset 
of  acute  attack. 

It  is  known  that  rheumatic  carditis 
can  cause  disease  of  the  coronary  arteries 
and  therefore  may  become  an  important 
etiologic  factor  in  subsequent  coronary 
occlusion. 

Summary 

A case  of  coronary  occlusion  with 
recovery  in  a young  man  aged  26  has 
been  presented,  together  with  a review 
of  the  literature  on  this  subject. 

The  onset  was  sudden,  with  substernal 
and  epigastric  distress  which  increased 
to  a maximum  severity  in  twenty-four 


hours,  together  with  severe  circulatory 
failure. 

The  past  history  was  negative  for  any 
symptoms  of  coronary  insufficiency  up  to 
the  onset  of  the  attack. 

The  etiologic  factors  that  might  have 
a bearing  on  this  case  were:  a history 
of  father’s  death  at  the  age  of  40  of  cardio- 
vascular disease,  severe  fatigue  previous 
to  onset  of  attack,  and  excessive  use  of 
tobacco. 

It  is  now  six  months  from  the  onset  of 
the  illness.  This  patient  is  symptom- 
free  at  present  and  has  returned  to  his 
usual  occupation  of  truck  driving. 
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MAY  SOME  DAY  HAVE  MORE  SENSE 

The  increasing  life  expectancy  of  the  American 
people  may  have  a profound  influence  on  national 
thought,  expressing  itself  in  a more  mature 
national  mind,  the  Journal  of  the  American 
Medical  Association  points  out  editorially.  The 
Journal  states: 

“The  life  expectancy  at  birth  in  such  countries 
as  the  Netherlands,  Switzerland,  and  New  Zea- 
land is  slightly  greater  than  that  in  the  United 
States.  In  several  of  our  northern  states,  how- 
ever, the  figures  reflect  a better  experience  than 
that  recorded  in  most  foreign  countries.  The 
explanation  appears  to  lie  in  the  much  lower  life 
expectancy  among  Negroes,  a fact  which  tends 
to  distort  the  conclusions  which  might  be  drawn 
from  examination  of  only  the  comparative  gross 
statistics.  There  is  no  doubt,  therefore,  that  the 
life  expectancy  of  the  white  population  of  the 
continental  United  States  is  as  long  as  or  longer 
than  that  of  any  other  country  in  the  world, 
although  that  of  Negroes  is  disturbingly  out  of 
proportion.” 


SMOKING  MOTHERS 

If  a mother  smokes  during  pregnancy  and 
lactation,  is  it  harmful  for  the  baby?  A Nebraska 
high  school  teacher  was  asked  this  question  in 
class,  and  it  may  be  of  interest  outside  Nebraska. 
The  teacher  put  the  question  up  to  a local  M.D., 
and  he  passed  it  on  to  the  J.A.M.A.,  which  re- 
plied : 

Answer. — Smoking  does  not  have  any  good 
effects  on  the  mother  during  pregnancy;  how- 
ever, clinical  experience  would  indicate  that  a 
moderate  use  of  tobacco  is  not  harmful  to  the 
mother  or  to  the  baby.  When  a woman  smokes 
excessively  it  is  usually  suggested  that  she  de- 
crease her  smoking  during  pregnancy  anc]  par- 
ticularly during  the  nursing  period. 

Many  physicians  feel  that  the  nicotine  in  to- 
bacco may  have  a deleterious  effect  on  the  baby, 
but  there  is  little  scientific  evidence  to  sub- 
stantiate this  view.  Nicotine,  however,  does 
pass  through  into  the  mother’s  milk,  so  that  ex- 
cessive smoking  may  result  in  toxic  amounts  of 
nicotine  being  absorbed  by  the  child. 


TONSILLECTOMY  IN  THE  DIABETIC  CHILD 


Arthur  H.  Terry,  Jr.,  M.D.,  New  York  City 
( Medical  Director  of  the  Beekman  Street  Hospital,  New  York  City) 


Diabetic  children,  like  others,  occa- 
sionally require  tonsillectomy,  so 
the  question  of  procedure  in  the  diabetic 
child  naturally  arises.  Surgically,  there 
is  little  difference  between  the  two,  but 
medically  the  diabetic  has  several  special 
considerations,  the  more  important  of 
which  are  listed  below,  together  with 
details  of  a typical  operative  case. 

Ether  is  probably  the  anesthesia  of 
choice  because  it  is  the  safest  and  sanest. 
It  may  be  introduced  by  a bag  of  laughing 
gas  or  disguised  by  a few  drops  of  eau  de 
cologne.  It  is  preferable  to  the  newer 
anesthetic  gases  even  though  it  be  in- 
clined to  cause  some  nausea  or  blow  up 
a stomach.  That  is  all  it  does  blow  up, 
so  that  the  operating  room  never  re- 
sembles a battlefield.  Also,  there  is 
not  the  prolonged  anesthesia  such  as  is 
obtained  with  rectal  anesthesia. 

Time  of  Anesthesia. — Midday  is  the 
hour  of  choice,  as  it  provides  plenty  of 
time  to  flood  the  patient  with  liquids, 
salt  him  with  broths,  and  sweeten  him 
with  carbohydrates  rendered  acceptable 
with  insulin. 

Diet. — Regular  breakfast  may  be  given, 
leaning  toward  the  carbohydrate  rather 
than  the  protein  side,  cereal  and  milk 
rather  than  bacon  and  eggs,  in  order 
to  provide  sufficient  carbohydrate  and 
at  the  same  time  an  easily  digestible 
meal. 

Insulin. — The  usual  amount  of  insulin 
is  given  before  breakfast,  whether  this 
be  the  regular  insulin  or  protamine  insulin 
or  a combination  of  both.  If  it  be  regular 
insulin,  of  course  it  will  handle  the  usual 
breakfast  in  the  regular  manner,  but  it 
will  require  subsequent  doses  according 
to  the  amount  of  sugar  in  the  subsequent 
urines.  If  it  be  protamine,  not  only  will 
the  breakfast  be  balanced,  but  there  will 
also  be  an  insulin  surplus  to  counteract 
the  extra  glucose,  which  should  be  given 


before  operation,  as  well  as  that  caused 
by  the  anesthesia  itself.  If  both  types 
of  insulin  are  usually  taken  before  break- 
fast, then  the  same  dosage  should  be 
administered  on  the  day  of  operation. 

Fluids. — Plenty  of  fluids  are  taken 
before  operation  because  very  little  can 
be  given  directly  after  operation.  Of 
course  intravenous  and  subcutaneous 
therapy  is  always  available  to  those 
preferring  the  heroic.  Water  is  forced 
and  milk  is  allowed  with  breakfast  at 
8:00  a.m.  ; one  hour  after  breakfast,  one 
glass  of  gingerale  to  provide  extra  glucose; 
two  hours  after  breakfast,  a second  glass 
of  gingerale ; three  hours  after  breakfast, 
one  cup  of  salted  broth  because  of  its 
readily  absorbed  salt  and  fluid.  This 
breakfast  and  these  fluids  will  have  left 
the  stomach  before  the  operation  four 
hours  after  breakfast.  Orange  juice  does 
not  so  readily  carry  on;  in  fact,  gin- 
gerale or  even  coca-cola  is  usually 
preferable  to  orange  juice  in  a jittery 
stomach. 

Drugs. — No  drugs  are  taken  before 
operation.  Cathartics  are  not  usually 
required  in  the  child  who  has  his  own 
familiar  bathroom  instead  of  the  so-called 
hospital  facilities.  Familiarity  breedeth 
contempt  and  also  a relaxed  alimentary 
canal,  hence  the  vines  and  hallowed 
honeysuckle.  Sedatives  are  to  be  avoided 
if  possible,  restricted  always,  and  given 
only  when  insisted  upon  by  an  indulgent 
surgeon.  A little  codeine  may  be  given 
because  of  extreme  restlessness  but  not 
just  because  it  is  an  old  Spanish  custom. 
Restlessness  may  portend  a multitude 
of  evils  and  he  who  ignores  the  omens 
offends  the  gods.  Better  restless  than 
at  rest. 

Operation. — Like  the  anesthetic,  the 
best  is  none  too  good.  Speed  counts  and 
puttering  around  involves  more  anesthesia 
and  more  nausea.  Don’t  try  to  do  the 
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job  too  well,  as  the  patient  is  probably 
more  important  than  his  component  parts. 

Postoperative  Care. — Never  rush  the 
drugs.  Even  though  the  nurses  brandish 
their  loaded  hypos,  delay  the  thrust, 
and  allow  the  patient  to  normally  recover 
his  composure,  vomiting  some  blood, 
raising  some  mucus,  moaning  and  groan- 
ing a bit  in  assurance  that  there  is  neither 
impending  coma  nor  hypoglycemia.  Now 
is  the  time  for  discretion.  The  parent 
may  be  allowed  to  go  out  and  purchase 
his  ice  cream,  as  this  gives  him  something 
to  do  and  something  to  eat,  but  the 
doctor  should  abide  and  suffer  along  for 
several  hours  with  the  patient  until 
recovery.  During  this  time  a blood 
sugar  may  be  taken  to  ease  everyone’s 
curiosity,  as  there  will  probably  be  no 
voiding  until  evening.  The  blood  sugar 
will  be  interesting  but  unimportant,  as 
the  urines  will  soon  be  along  to  tell  their 
story  and  indicate  requirements  If  no 
food  be  taken,  the  morning  protamine 
insulin  will  take  care  of  the  anesthesia 
so  there  will  be  no  further  insulin  re- 
quirements. Even  temporary  yellow  re- 
ductions will  be  cleared  before  next 
morning  by  the  first  dose  of  protamine 
insulin.  However,  if  red  reductions  re- 
cur, then  it  is  well  to  cover  with  extra 
regular  insulin,  probably  ten  units  at  a 
time,  until  the  yellowish-green  reductions 
appear  in  the  specimens. 

Always  err  on  the  side  of  having  a little 
too  much  sugar  in  the  urine,  as  the  pro- 
tamine insulin  is  whistling  through  its 
work  from  mom  till  mom.  After  vomit- 
ing has  ceased,  teaspoonful  doses  of  water 
may  be  given  by  mouth,  but  other  fluids 
or  ice  cream  tend  only  to  prolong  the 
nauseating  agony.  If  vomiting  is  severe, 
saline  may  be  given  by  rectum  and  if  it 
persists,  glucose  may  be  given  by  rectum, 
a tablespoonful  in  half  a glass  of  tap 
water.  Neither  of  these  procedures  is 
usually  necessary  any  more  than  the 
more  dramatic  intravenous  which  will 
spill  sugar  to  confound  the  observer. 
With  ample  fluid  and  carbohydrate  before 
operation,  ordinary  nausea  and  tempo- 
rary starvation  can  easily  be  tolerated 
after  operation. 


An  example  of  a typical  case:  J.  B.,  girl,  aged 
12,  onset  of  diabetes  aged  3.  Recent  severe 
sore  throat  with  enlarged  cervical  glands  and 
albuminuria  and  casts,  therefore  tonsillectomy. 
Usual  diet  C 160,  P 70,  F 70,  varying  according 
to  the  indiscretions  of  youth.  Usual  insulin: 
protamine  20,  regular  9,  taken  before  breakfast. 
Evening  dose  according  to  the  whether — that  is, 
whether  she  does  or  whether  she  does  not  show 
dietary  indiscretion.  If  the  urine  be  sugar-free 
before  supper,  then  no  insulin;  if  it  be  muddy 
green,  then  3 or  4 units;  if  yellow,  5 to  10  units. 
A muddy  green  at  midnight  will  always  clear 
by  breakfast  time. 


Operative  day: 


7:30  a.m.  Urinalysis — muddy  green  (ice 

cream  last  night). 

7 : 45  a.m.  Protamine  insulin — 18  units  in- 
stead of  20  as  directed.  Regular 
insulin — 5 units. 

8 : 00  a.m.  Regular  breakfast. 

9 : 00  a.m.  6 ounces  of  gingerale. 

10 : 00  a.m.  6 ounces  of  gingerale. 

11:00  a.m.  1 cup  of  salty  broth. 

11:45  a.m.  5 units  of  regular  insulin  because 
of  red  reduction  in  the  urine  due 


12:00 

2:00 

4:00 

5:00 


to  dietary 
insulin  error. 
Noon  Operation. 


indiscretion  and 


p.m.  Blood  sugar  140. 
p.m.  Blood  sugar  169. 
p.m.  No  urinalyses  yet  available.  Tak- 
ing water  by  mouth. 

8:00  p.m.  Vomited. 

9 : 00  p.m.  Urinalysis — yellowish-brown  re- 

duction. No  diacetic  acid. 

11:00  p.m.  Urinalysis — muddy  green  reduc- 
tion. No  diacetic  acid. 


Following  day: 

7 : 00  a.m.  Urinalysis — brownish-green  reduc- 
tion. No  diacetic  acid. 

7:45  a.m.  Protamine  insulin — 20  units.  Re- 
gular insulin — 10  units. 

8:00  a.m.  1 tablespoonful  of  cereal.  1 glass 
of  milk.  1 slice  of  bread. 

Later — further  convalescence  usual. 

Comment. — Tonsillectomy  in  the  dia- 
betic child  should  be  a simple  procedure 
but  it  requires  the  constant  attention  of 
a physician  to  ward  off  unnecessary  drugs, 
foods,  infusions,  and  confusions,  such  as 
relatives  and  related  conditions. 


Society  Activities 


District  Branches 


The  programs  for  the  annual  meetings  of 
the  district  branches  are  in  the  process  of 
development  and  promise  a series  of  exceedingly 
interesting  scientific  papers. 

The  First  District  Branch  will  hold  its  meeting 
at  the  Presbyterian  Hospital,  Medical  Center, 
on  Wednesday,  October  11.  A program  similar 
to  the  one  which  has  proved  so  successful  for  the 
last  three  years  is  being  prepared  by  Dr.  Whipple 
and  his  associates.  There  will  be  a total  of  more 
than  one  hundred  clinics  and  lectures. 

The  Second  District  Branch  will  hold  its 
meeting  at  the  Garden  City  Hotel  on  Thursday, 
November  16.  In  the  morning  there  will  be  a 
symposium  on  neoplasms  of  the  chest,  and  in  the 
afternoon  a symposium  on  tuberculosis. 

The  Third  District  Branch  will  hold  its  meet- 
ing in  Liberty  on  September  22  and  23,  begin- 
ning at  noon  on  the  22nd  and  ending  at  noon  on 
the  23rd.  Some  of  the  persons  who  will  read 
papers  are:  Dr.  Bullowa  on  “Specific  Therapy  of 
Pneumococcic  Pneumonias”;  Dr.  Blakemore  on 
“Electrothermic  Coagulation  of  Aortic  Aneu- 
rysms”; and  Drs.  Carpenter  and  Warren  on 
“Fever  Therapy.” 

The  Fourth  District  Branch  will  hold  its 
meeting  at  Ogdensburg  on  September  19  and  20, 
also  a two-day  meeting  beginning  at  noon  on  the 
19  th  and  ending  at  noon  on  the  20th.  Among 


those  who  will  appear  on  their  program  are  Dr. 
Philpott,  attending  obstetrician  at  the  Royal 
Victoria  Hospital,  of  Montreal,  on  “Breech 
Delivery,”  and  Dr.  Israel,  of  Buffalo,  on  “Physi- 
cians’ Responsibility  in  Child  Behavior  Prob- 
lems.” 

The  Fifth  District  Branch  will  hold  its  meeting 
in  Oswego  on  Tuesday,  September  26.  Details 
of  this  program  are  not  yet  available. 

The  Sixth  District  Branch  will  hold  its  meeting 
in  Binghamton  on  Thursday,  September  21. 
Among  the  readers  of  papers  on  this  program  are : 
Dr.  Carl  Eggers,  of  New  York  City;  Dr.  Reuben 
Ottenberg,  of  New  York  City;  and  Dr.  Mar- 
jorie F.  Murray,  of  Cooperstown,  on  “Medical 
Examination  of  School  Children.” 

The  Seventh  District  Branch  will  hold  its 
meeting  at  the  Veterans’  Facility,  Canandaigua, 
on  Thursday,  September  28.  Details  of  this 
program  are  not  completed  as  yet,  but  it  is 
proposed  that  in  the  forenoon  there  shall  be 
several  motion  pictures  on  scientific  subjects, 
which  have  not  yet  been  released;  and  the  after- 
noon shall  be  devoted  to  a series  of  demonstra- 
tions. 

The  Eighth  District  Branch  will  hold  its 
meeting  in  Batavia  on  Thursday,  October  5. 
The  details  of  this  program  are  not  yet  avail- 
able. 


Legislative  Bureau,  Midsummer  Bulletin 
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Two  commissions  that  studied  health  matters 
last  year  were  continued  for  another  year  by  the 
Legislature;  namely.  Long  Range  Health  Pro- 
gram, with  an  appropriation  of  $40,000,  and 
Care  of  Hard  of  Hearing  and  Deaf  Children,  with 
an  appropriation  of  $20,330.93.  The  person- 
nel of  both  commissions  has  undergone  some 
changes : 

Long  Range  Health  Program 

Senators: 

Mahoney,  of  Erie  (R),  vice-chairman;  Riley, 
of  Cattaraugus  (R);  Coudert,  of  New  York 
(R);  and  Kleinfeld,  of  Kings  (D). 

Assemblymen: 

Mailler,  of  Orange  (R),  chairman;  Daniels, 
of  St.  Lawrence  (R);  Goldberg,  of  New  York 
(R);  Wagner,  of  New  York  (D),  secretary;  and 
Garcia-Riveria,  of  New  York  (A-L). 

By  the  Governor: 

Practicing  physicians:  Dr.  Thomas  P.  Far- 

mer, of  Syracuse,  and  Dr.  George  Baehr,  of 
New  York  City;  representative  of  labor: 
Henry  D.  O’Connell,  of  Rochester;  representa- 
tive of  industry:  R.  V.  Rickcord,  of  New  York 

City;  and  representative  of  the  public:  Elsie 

M.  Bond,  of  New  York  City. 

Ex  Officio: 

Dr.  Edward  S.  Godfrey,  Jr.,  Commissioner  of 
Health,  and  David  C.  Adie,  Commissioner  of 
Social  Welfare. 
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Care  of  Hard  of  Hearing  and  Deaf  Children 

Senators: 

Hastings,  of  Rensselaer  (R),  chairman; 
Page,  of  Broome  (R);  and  Farrell,  of  Queens 
(D). 

Assemblymen: 

Williams,  C.  D.,  of  Oneida  (R),  secretary; 
Doige,  of  Franklin  (R);  and  Sheldrick,  of  New 
York  (D). 

By  the  Governor: 

Dr.  Augustus  J.  Hambrook,  of  Troy,  otolaryng- 
ologist, vice-chairman;  Miss  Estelle  E.  Samuel  - 
son,  of  New  York  City,  executive  secretary,  of 
New  York  League  for  the  Hard  of  Hearing; 
Dr.  Emily  A.  Pratt,  of  Albany,  State  Depart- 
ment of  Education;  Dr.  Edmund  Prince  Fowler, 
of  New  York  City,  consulting  surgeon,  Manhat- 
tan Eye,  Ear,  Nose,  and  Throat  Hospital;  and 
Captain  Victor  Skyberg,  of  New  York  City, 
superintendent,  New  York  School  for  the 
Deaf. 

Ex  Officio: 

Dr.  E.  S.  Godfrey,  Jr.,  Commissioner  of 
Health,  and  Dr.  Frank  P.  Graves,  Commissioner 
of  Education. 

Drugs  to  be  Sold  on  Prescription  Only 

An  amendment  to  the  Education  Law,  which 
prohibits  the  sale  of  hypnotic  and  somnifacient 
drugs  except  on  prescription,  went  into  effect  July 
1,  1939.  The  law  does  not  prohibit  a physician, 
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dentist,  or  veterinarian  from  dispensing  such 
drugs  to  patients  under  their  immediate  super- 
vision. This  amendment  will  be  superseded  on 
September  1,  1939,  by  a general  amendment  of 
the  Pharmacy  Law  which  provides  that  the  Board 
of  Pharmacy  shall  prescribe  rules  governing  the 
sale  of  these  drugs.  I am  informed  that  the 
Board  is  prepared  to  issue  such  rules  at  that 
time. 

County  Public  Health  Committee 

On  July  1 an  amendment  to  the  Public  Health 
Law,  providing  among  other  things  for  changes 
in  the  personnel  of  the  county  public  health 
committees,  went  into  effect.  The  law  provides 
that  in  counties  except  where  a general  health 
district  has  been  established,  the  board  of  super- 
visors shall  employ  health  workers  who  shall 
work  under  the  county  public  health  committee 
and  the  general  supervision  of  the  State  Commis- 
sioner of  Health.  The  county  public  health 
committee  shall  include  two  members  of  the 
board  of  supervisors;  two  physicians,  members 
of  the  county  medical  society;  and  two  others, 
one  of  whom  at  least  shall  be  a representative  of 
an  organization  actively  interested  in  public 
health  activities  in  the  county;  and  ex  officio, 
the  county  manager,  if  there  be  one,  the 
county  welfare  commissioner,  the  director  of 
the  county  laboratory,  and  the  superintendent 
of  the  county  tuberculosis  sanitarium  shall 
be  members. 

Cancer  Must  Be  Reported 

It  is  now  required  by  law  that  every  physician 
shall  immediately  give  notice  to  the  health 
officer  of  every  case  of  cancer  or  other  malig- 
nant tumor  under  his  care.  A person  in  charge 
of  a laboratory  must  report  whenever  a speci- 
men discloses  the  presence  of  cancer  or  other 
malignant  tumor.  Persons  in  charge  of  hos- 
pitals, dispensaries,  or  other  similar  public  or 
private  institutions  are  also  required  to  report 
every  case  of  cancer  or  malignant  tumor  coming 
under  their  care.  This  amendment  cannot  go 
into  effect,  however,  until  the  Department  of 
Health  prepares  and  distributes  reporting  blanks 
and  makes  the  necessary  office  arrangements  for 
filing  the  reports. 

The  Department  of  Health  is  also  authorized 
to  set  up  a Division  of  Cancer  headed  by  a direc- 
tor. It  is  expected  that  the  necessary  arrange- 
ments will  be  completed  and  the  provisional 
appointment  of  a director  announced  by  Septem- 
ber 1. 


Medical  Indemnity 

Authority  for  the  creation  of  medical  in- 
demnity corporations  was  established  by  the  en- 
actment of  Article  IX-C  of  the  Insurance  Law, 
and  several  groups  of  physicians  are  engaged  in 
creating  such  corporations.  Applications  for 
incorporation  must  be  approved  by  the  State 
Departments  of  Insurance  and  Social  Welfare. 
Two  groups,  one  from  New  York  City  and  ad- 
jacent counties,  and  another  from  Buffalo  and  vi- 
cinity, have  submitted  applications  for  approval. 

Osteopaths  to  File  Credentials 

The  Board  of  Regents  has  asked  the  osteo- 
paths who  would  avail  themselves  of  the  oppor- 
tunity they  have  for  increasing  their  practice, 
to  submit  to  the  Department  of  Education  a 
full  and  accurate  statement,  with  credentials, 
regarding  any  special  training  they  may  have 
had  which  would  qualify  them  for  the  right  to 
practice  limited  surgery  and  prescribe  narcotics, 
anesthetics,  antiseptics,  and  biologic  products. 

Congressional  Affairs 

Further  consideration  of  the  Wagner  National 
Health  Bill  (S.  1620)  has  been  discontinued  by 
this  Congress.  The  amendment  which  he 
proposed  to  be  added  to  H.  R.  6635,  setting  up  a 
nationwide  medical  service  under  the  Social 
Security  Board,  was  defeated  in  committee. 

A bill  requiring  the  government  to  extend 
medical  and  dental  care  to  active  officers  of  the 
Foreign  Service  was  vetoed  by  the  President, 
who  said  in  part:  “I  do  not  believe  that  Con- 

gress wishes  to  start  the  practice  of  extending 
such  assistance  to  a large  class  of  civilian  repre- 
sentatives and  employees.” 

The  newspapers  have  announced  that  Federal 
Justice  James  M.  Proctor,  of  the  District  of 
Columbia,  has  dismissed  the  indictment  against 
the  American  Medical  Association  with  the 
statement:  "The  thesis  of  government  counsel 

that  ‘trade’  embraces  all  who  habitually  supply 
money’s  worth  for  money  payment,  and  their 
contention  that  the  statute  should  be  so  broadly 
construed,  represents  an  extreme  position  which 
does  violence  to  the  common  understanding  of 
‘trade,’  rejects  authoritative  decisions  of  our 
courts,  and  ignores  cardinal  rules  of  statutory 
construction.”  The  Department  of  Justice 
has  asked  the  Court  of  Appeals  to  overrule 
Justice  Proctor’s  ruling,  it  is  reported  in  the  news- 
papers today,  on  the  ground  that  the  District 
Court  erred  in  its  decision. 

Joseph  S.  Lawrence,  Executive  Officer 


The  family  doctor  is  disappearing  in  France. 
People  go  to  specialists,  who  need  to  know  some- 
thing of  the  patients’  medical  past.  So  now 
the  government  issues  a "health  card”  to  each 
child  at  birth,  on  which  will  be  recorded  its  full 
medical  history  from  infancy  to  old  age — and  no 
appendix  will  be  taken  out  more  than  once. 


In  Great  Britain,  so  the  British  Medical 
Journal  notes  with  regret,  vaccination  against 
smallpox  has  been  declining  steadily  for  years, 
while  immunization  against  diphtheria,  though 
more  widely  available  than  it  used  to  be,  has  yet 
to  be  generally  recognized  as  a necessity  and  to 
reach  the  bulk  of  the  population. 


Medical  News 


Opening  Address,  1939  Annual  Conference  of  Health  Officers 
and  Public  Health  Nurses 

Dr.  Edward  S.  Godfrey,  Jr.,  State  Commissioner  of  Health 


It  is  again  my  pleasure  to  welcome  you  all  to 
our  annual  conference.  It  is  the  twentieth 
since  the  public  health  nurses  began  meeting 
with  us.  It  is  further  marked  by  being  held 
in  the  twenty-fifth  year  since  the  reorganization 
of  the  department  pursuant  to  the  laws  of  1913. 

Our  mortality  rates  for  1938  either  held  their 
own  or  were  the  lowest  ever  recorded  in  the 
field  of  traditional  public  health.  The  acute 
communicable  diseases  of  childhood  took  but 
small  toll  as  compared  with  even  ten  years  ago. 
They  comprise  altogether  only  0.3  per  cent  of  the 
total  deaths — a third  of  what  they  were  in 
1929,  a seventh  of  what  they  were  in  1914. 
Our  crude  death  rate  is  the  lowest  on  record — 
likewise,  our  rates  for  infant  mortality,  maternal 
mortality,  and  for  tuberculosis.  The  pneumonia 
death  rate  was  much  the  lowest  ever  recorded, 
due  in  part  to  a low  incidence  of  influenza,  but 
in  part  let  us  hope  for  a better  public  under- 
standing of  the  implications  of  its  early  symp- 
toms and  to  more  prompt  and  better  treatment. 
Even  our  accident  rate  declined  and  was  the 
fourth  lowest  since  1914. 

On  the  other  hand,  our  death  rates  from  heart 
disease  and  cancer  were  the  highest  ever  re- 
corded. A very  high  public  health  authority  has 
said  recently  that  such  rates  are  indicative  of  an 
efficient  health  service,  since  they  signify  the 
survival  of  a larger  proportion  of  the  population 
to  an  age  when  these  diseases  cause  death. 
However,  they  are  a valid  index  only  if  we  con- 
sider also  the  age  at  which  the  deaths  occur. 
And  this  brings  me  to  two  important  subjects 
that  I wish  to  discuss  briefly : 

First  of  these  is  the  importance  of  establishing 
a standard  million  for  the  basis  of  our  death 
rates.  General  or  “crude”  death  rates  are  no 
true  reflection  of  general  health  betterment  or 
detriment.  They  depend  too  largely  upon  the 
age  distribution  of  the  population.  As  our 
population  “ages” — that  is,  as  the  fraction  of 
older  people  increases,  so  will  the  fraction  of 
deaths  from  causes  associated  with  age  increase. 
It  is  important  that  we  have  a base  that  will 
give  us  a better  comparative  picture  over  time 
intervals  as  well  as  for  different  localities.  It  is 
hoped  that  some  agreement  will  be  reached  dur- 
ing the  coming  year  that  will  lead  to  the  adop- 
tion of  a “standard  million”  by  the  Census 
Bureau  and  by  state  and  provincial  health 
departments. 

The  second  subject  relates  to  the  establish- 
ment of  the  cancer  division  in  the  central  offices 
of  the  department  in  Albany  and  to  granting 
the  Public  Health  Council  authority  to  make 
cancer  a reportable  disease  in  the  state,  exclusive 
of  New  York  City.  The  legislation  effecting 
these  changes  was  recommended  by  a legislative 
cancer  commission,  which  spent  eighteen  months 


in  a study  of  the  problem  and  assembled  the 
material  presented  in  the  final  report.  The 
chairman,  Assemblyman  Gugino,  of  Buffalo, 
introduced  the  bill  and  fought  it  through  the 
legislature.  As  might  be  expected,  the  Governor 
signed  it. 

When  it  became  apparent  that  the  State 
Institute  for  Malignant  Diseases  with  its  small 
hospital  of  30  beds  and  its  inadequate  space  for 
the  outpatients  could  not  meet  the  demands 
made  upon  it,  the  first  thought  was  not  only  to 
enlarge  the  hospital  accommodations  in  Buffalo 
but  to  begin  a program  for  the  erection  of  two 
additional  cancer  hospitals  at  other  places  in 
the  state.  We  who  are  responsible  for  the  ad- 
ministration of  public  departments  are  fre- 
quently accused  of  grabbing  everything  we  can 
get  in  the  way  of  appropriations.  This  is  true 
when  we  can  see  clearly  a need  that  is  not  being 
met,  that  we  know  how  to  meet,  and  do  not 
meet  merely  for  lack  of  funds.  We  have  faith 
in  the  social  value  of  our  work,  we  believe  that 
we  return  to  society  in  services  more  than  we 
take  from  it  in  taxes,  and  when  an  opportunity 
presents  itself  we  seize  it.  If  we  did  not  do  so  we 
would  be  derelict  in  our  duty. 

When,  however,  we  come  to  a field  as  little 
explored  as  is  cancer  from  a public  administra- 
tive standpoint,  then  it  seems  equally  a duty  to 
study  the  matter  carefully  before  making  com- 
mitments, not  only  for  large  capital  expendi- 
tures, but  for  large  continuing  operating  ex- 
penses. This  point  of  view  was  accepted,  the 
legislative  commission,  of  which  Dr.  James 
Ewing,  Dr.  Floyd  Winslow,  and  myself  were 
the  medical  members,  was  appointed,  and  the 
report  and  the  legislation  resulted.  Several 
hearings  were  held  but  the  really  important 
work  was  the  assembling  of  a large  amount  of 
data  under  the  directorship  of  Dr.  R.  S.  Fergu- 
son, of  the  Memorial  Hospital  of  New  York 
City,  aided  by  Dr.  Morton  L.  Levin,  of  the 
cancer  division  of  our  department. 

This  information,  much  of  which  is  presented 
in  the  report,  gave  us  for  the  first  time  some  idea 
of  the  prevalence  of  cancer,  its  distribution,  and 
the  facilities  that  exist  for  its  diagnosis  and 
treatment.  All  of  it  will  be  available  for  the 
reconstituted  division  of  cancer  control.  Fur- 
ther, there  has  been  experiment  with  providing 
consultation  service  to  tumor  clinics  in  connec- 
tion with  certain  hospitals  and  in  assisting  cer- 
tain hospitals  to  organize  such  clinics. 

One  reason,  it  seemed  to  me,  that  state  owned 
and  operated  hospitals  could  not  be  a solution 
of  the  problem,  is  that  except  for  the  territory 
in  their  immediate  vicinities  they  would  be  too 
remote  to  furnish  the  needed  service  at  the  time 
when  the  most  good  could  be  done.  All  doctors 
must  learn  to  suspect  cancer  and  to  take  the 
necessary  steps  to  prove  or  disprove  their  sus- 
picions. They  must  learn  to  be  frank  with 
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patients,  to  be  courageous  enough  to  voice  their 
suspicions,  and  to  insist,  when  indicated,  upon  a 
biopsy  even  at  the  possible  expense  of  losing 
that  patient.  Too  many  patients  show  up  at 
Buffalo  with  hopeless  metastases,  who  have  been 
given  a friendly  pat  on  the  back  some  months 
before  and  told  to  “watch  it  and  see  what  hap- 
pens.” 

It  does  little  good  to  “educate”  the  laity  if 
that  kind  of  advice  is  given  by  certain  medical 
men.  It  does  little  good  to  make  a proper 
diagnosis  if  the  ensuing  treatment  is  misdi- 
rected or  inadequate.  Two  of  the  very  real 
impediments  to  proper  cancer  therapy,  I am 
informed  on  what  I believe  to  be  good  authority, 
are  the  administration  of  radium  and  x-ray 
therapy  by  those  not  qualified  to  give  it,  and  the 
giving  of  inadequate  doses  through  fear  of 
damage  suits  for  radiation  erythema  or  so- 
called  burns.  The  cancer  commission  considered 
these  matters  but  found  no  immediate  solution. 
It  is  a matter,  however,  which  presses  for  an 
answer.  It  is  to  be  hoped  that  our  state  and 
county  medical  societies  will  give  it  careful 
thought  and  that  a way  will  be  found  to  end  the 
exploitation  of  a class  of  cases  that  is  deserving 
of  the  best  efforts  of  the  medical  profession  and 
the  sympathetic  aid  of  society. 

What  I look  for  from  this  reorganized  division 
of  cancer  control  are : 

1.  To  obtain  the  cooperation  of  the  medical 
profession  in  the  establishing  of  tumor  clinics  in 
every  hospital  worthy  of  the  name  in  upstate 
New  York;  in  ending  whatever  abuses  of  non- 
feasance or  misfeasance  may  exist  in  the  field 
of  radiotherapy.  I am  convinced  that  the 
tumor  clinic  is  the  best  approach  to  professional 
education. 

2.  To  study  the  needs  of  the  hospitals  rela- 
tive to  their  radiotherapy  equipment,  that  is, 
x-ray  or  radium  or  both. 

3.  To  furnish  qualified  consultant  service 
where  necessary  until  a qualified  local  personnel 
has  been  developed. 

4.  To  provide  the  services  of  a physicist  for 
measuring  the  dosage  delivered  by  x-ray  ma- 
chines where  this  is  not  otherwise  provided. 

5.  To  study  the  morbidity  and  mortality 
records  of  cancer  with  respect  to  site,  type, 
occupation,  age,  sex,  color,  geographical  dis- 
tribution, etc. 

6.  To  continue  and  expand  the  program  of 
lay  education  by  lectures,  exhibits,  and  pam- 
phlets. 

7.  To  study  the  means  and  methods  whereby 
the  state  may  further  aid  in  the  prevention  and 
treatment  of  cancer,  whether  by  providing 
radium,  x-ray  equipment,  payment  for  medical 
and  surgical  services,  and  hospitalization  on  a 
basis  similar  to  that  in  vogue  relative  to  crippled 
children,  or  by  the  building  of  additional  hospi- 
tals to  be  operated  by  the  state.  There  is  an 
immense  field  to  be  explored  on  the  social  side 
of  the  cancer  problem.  It  is  an  expensive  dis- 
ease to  treat.  It  is  a drain  not  only  on  the  fi- 
nancial but  on  the  physical  and  nervous  resources 
of  the  family.  What  is  the  real  social  cost  back 
of  the  20,000  deaths  and  unknown  number  of 
cases  that  occur  in  this  state  every  year?  When 
this  is  better  understood,  the  money  needed 
really  to  effect  some  noticeable  improvement  in 
the  situation  as  it  exists  today  will  be  forth- 
coming. 


Another  law  of  general  interest  is  that  amend- 
ing the  county  law  with  respect  to  the  public 
health  services  operated  by  counties,  and  the 
committees  which  direct  them.  This  law  pro- 
vided originally  only  for  the  employment  of 
public  health  nurses.  Later  it  was  felt  desir- 
able, in  order  to  provide  some  direction  and  to 
assure  a sustained  public  interest  in  the  nurses’ 
work,  to  establish  a committee  and  to  make 
eligible  for  membership  in  it  any  or  all  of  any 
local  group  that  had  previously  employed  nurses 
later  taken  over  by  the  county,  or  which  had  been 
instrumental  in  obtaining  the  appropriation  for 
nurses  by  the  board  of  supervisors.  Boards  of 
all  sizes  and  varieties  resulted.  Some  of  them 
were  distinctly  illegal.  Some  met  annually, 
some  monthly,  others  at  varying  intervals. 
Some  paid  the  expenses  of  members  without 
legal  authority,  others  were  prohibited  from 
doing  so  by  vigilant  county  attorneys. 

This  was  perhaps  excusable  when  the  main 
idea  was  simply  to  get  nurses  and  set  them  to 
work.  Something  was  better  than  nothing. 
When,  however,  the  field  expanded  into  the 
employment  of  dental  hygienists,  clinic  physi- 
cians, dentists,  nutritionists,  and  allied  person- 
nel, it  became  apparent  that  a more  selective 
committee  was  desirable.  There  seemed  too, 
no  reason  for  the  existence  of  a committee  for 
sanitary  inspectors  distinct  from  a committee 
handling  other  public  health  work. 

The  matter  has  been  brought  more  acutely 
to  our  attention  as  our  district  staffs  have  been 
enlarged  and  as  we  have  acquired  personnel 
more  competent  for  supervision.  This  is  said 
in  no  disparagement  of  the  men  and  women  of 
an  earlier  day.  For  their  time  they  were  out- 
standing. But  they  were  “trouble  shooters” 
in  a day  when  “trouble  shooting”  was  the  thing 
to  do.  They  were  inadequately  staffed  and  it  is 
little  wonder  that  once  a nurse  was  employed 
by  a county  she  was  left  largely  to  her  own  con- 
ception of  her  duties  and  technics. 

When  we  came  to  a closer  view  of  the  matter, 
however,  it  was  found  that  an  appreciable  part 
of  the  nurse’s  time  was  spent  not  on  public 
health  nursing,  but  on  work  for  which  there  ex- 
isted other  agencies  designed  to  provide  such 
services.  There  is  no  doubt  that  proper  food 
and  proper  clothing  are  needed  for  health.  But 
except  in  unusual  or  emergency  cases,  it  is  not 
the  public  health  nurse’s  job  to  act  as  a collecting 
and  disbursing  agency  for  these  necessities. 
Her  job  is  to  know  what  agency  supplies  the 
needed  materials  or  services  and  to  see  that  the 
matter  is  attended  to.  In  one  county  the  public 
health  nurses  actually  worked  for  two  years 
under  the  direction  of  the  County  Welfare 
Officer — and,  I strongly  suspect,  without  the 
least  detriment  to  the  service. 

The  development  of  services  for  the  treat- 
ment of  syphilitics,  either  by  the  establishment 
of  clinics  or  by  the  payment  of  physicians  for 
treatment  in  their  offices,  has  further  strength- 
ened our  belief  that  the  time  has  arrived  to  re- 
constitute these  committees  to  reduce  their 
potential  membership  to  a number  consistent 
with  the  work  to  be  performed,  and  to  bring 
into  the  committee  the  heads  of  the  county 
laboratory,  the  tuberculosis  sanatorium,  and 
the  county  welfare  department;  to  provide  a 
staggered  term  for  the  appointive  members, 
to  provide  for  the  payment  of  expenses  of  such 
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members,  and  to  authorize  a per  diem  payment 
at  the  option  of  the  board  of  supervisors. 

There  is  real  work  for  these  committees,  a real 
opportunity  for  public  service,  not  only  in  giving 
guidance  to  the  work  the  medical,  dental, 
nursing,  and  sanitary  personnel  are  doing,  but  in 
learning  its  details  at  first  hand;  in  spreading 
that  knowledge  and  in  obtaining  support  for 
continued  and  increased  appropriations.  For, 
I say  without  fear  of  intelligent  contradiction, 
that  not  a county  in  this  state  is  staffed  with  a 
sufficient  number  of  public  health  nurses.  Ex- 
clusive of  the  counties  with  health  departments, 
only  four  are  providing  a syphilis  service  and 
one  of  these  without  the  underlying  necessary 
public  health  nursing  force;  only  five  provide 
any  sort  of  dental  service,  and  sanitary  inspec- 
tion is  provided  in  but  four  of  our  fifty-two  up- 
state counties  not  having  health  departments. 

The  effort  that  we  made  last  year  to  increase 
the  number  of  public  health  nurses  employed 
by  county  boards  of  supervisors  must  continue. 
They  are  currently  spread  too  thinly  over  the 
territory  and  population  they  have  to  serve  to 
perform  effectively  the  work  called  for  by  a 
modern  program.  We  have  set  our  goal  at  1 
nurse  for  every  5,000  people,  which,  considering 
the  need,  is  a very  modest  objective. 

I am  sure  we  should  not  abandon  the  principle 
of  generalized  nursing;  on  the  other  hand  it  is 
difficult  to  see  how  a nurse  employed  by  a 
county  can  limit  her  work  to  a restricted  territory 
and  its  contained  population.  Only,  however, 
when  the  nursing  force  is  sufficient  to  provide 
generalized  nursing  on  an  adequate  scale  can  we 
expect  a public  realization  of  the  duties  they  are 
performing  and  the  benefits  that  accrue  from 
them. 

It  is  my  hope  that  the  reconstituted  commit- 
tees will  universally  give  the  same  evidence  of 
interest,  and  work  as  actively  for  public  support 
as  have  the  most  effective  of  those  that  existed 
under  the  former  law. 

The  training  of  medical  and  nursing  personnel 
this  past  year  has  been  materially  curtailed  be- 
cause of  the  necessity  of  using  grants  under 
Titles  V and  VI,  formerly  available  for  this  pur- 
pose, for  the  employment  of  personnel  pre- 
viously trained.  During  the  first  two  years  of 
the  Social  Security  Act  we  had  considerable 
excesses  above  the  normal  expenditures  of  the 
department  due  to  the  fact  that  trained  person- 
nel was  not  available.  These  surplus  funds 
have  been  used  almost  entirely  for  the  training 
of  novitiates  in  the  medical  and  nursing  fields  of 
public  health,  and  for  staff  members  in  the  spe- 
cialties who  desired  training  in  the  broader  field. 

During  the  past  year  ten  physicians  have  com- 
pleted postgraduate  courses  at  one  of  the  schools 
of  public  health,  and  during  the  coming  year  we 
hope  to  provide  field  training  for  ten  physicians, 
of  whom  five  will  be  given  courses.  In  addition, 
school  fellowships  have  been  arranged  for  two 
city  health  officers.  Forty-three  nurses  without 
previous  training  or  experience  in  public  health 
work  completed  the  combined  field  and  scholastic 
courses.  In  addition,  twenty  nurses  completed 
the  supervisory  course  of  four  months  and  nine- 
teen others  the  special  courses  in  pediatrics  or 
school  nursing. 

The  funds  for  these  courses  have,  of  course, 
all  come  from  the  federal  government,  and  it  is 
proper  that  this  should  be  the  source.  We  have 


no  assurance  that  the  persons  so  trained  and 
educated  will  remain  in  the  employ  of  the  state 
or  one  of  its  component  municipalities.  I am 
opposed  to  stipulating  any  such  obligation  on  the 
part  of  the  recipients  or  of  the  state.  Not  only 
is  there  some  doubt  in  my  mind  as  to  the  legality 
of  such  a stipulation,  but  it  seems  a most  unwise 
requirement.  To  hold  a person  to  a job  against 
his  will,  against  his  best  interests,  can  only  lead 
to  discontent  and  a disturbance  of  morale  which 
may  be  more  costly  than  the  expense  of  educa- 
tion and  training.  He  should  be  free  and  not  a 
bondsman. 

On  the  other  hand,  this  state  and  its  munici- 
palities should  be  free  to  seek  its  personnel 
wherever  the  best  qualified  can  be  found,  whether 
in  this  state  or  another,  whether  trained  under 
our  allotment  or  that  made  to  another  state. 
Parochialism  has  no  more  place  in  the  govern- 
ment service,  especially  the  public  health  service, 
than  it  has  in  commerce  and  industry.  If  the 
public  really  wants  a comparable  efficiency,  it 
must  grant  government  a comparable  freedom 
in  the  selection  of  those  who  are  to  serve  it. 

I should  not  close  this  talk  without  saying 
something  of  national  health  affairs  and  dealing 
briefly  with  a subject  which  is  probably  foremost 
in  the  controversial  field  of  public  health. 

Shortly  after  our  last  conference,  a national 
health  conference  was  called  to  meet  in  Washing- 
ton. Represented  were  consumers  groups — 
labor,  agriculture,  miscellaneous  occupations — 
nursing,  hospital  administrators,  welfare  work- 
ers, medicine,  as  represented  by  the  Committee 
of  Physicians  for  the  Improvement  of  Medical 
Care,  by  officials  of  the  American  Medical  As- 
sociation, and  Public  Health  Administrators. 
It  was  a notable  gathering.  It  was  presented 
with  a series  of  reports  prepared  by  the  Technical 
Advisory  Committee  of  the  Interdepartmental 
Committee  to  Coordinate  Health  and  Welfare 
Activities  of  the  Federal  Government. 

Every  member  of  the  conference  had  an  op- 
portunity to  speak.  Most  of  them  held  to  the 
realities,  but  to  say  that  there  was  not  a high 
emotional  content  in  certain  of  the  contributions 
would  be  to  deny  an  obvious  fact,  and  these  of 
course  were  the  ones  which  were  least  important 
and  yet  received  most  notice  in  the  press.  The 
impression  that  I gained,  making  all  due  allow- 
ance for  “packing  the  court,”  was  that  there  is  a 
vast  social  demand  for  a change  in  the  method  of 
payment  and  the  method  of  delivery  of  medical 
care ; that  this  demand  will  not  be  diverted  by  a 
distortion  of  factual  material;  that  attempts  to 
discourage  experiment  in  other  methods  by 
means  frequently  resorted  to  in  the  bitter  strug- 
gle between  management  and  labor  result  in  a 
resentment  that  will  be  detrimental  both  to  the 
givers  and  to  the  receivers  of  medical  care. 

No  survey  by  organized  medicine  is  going  to 
convince  consumers  that  the  technical  com- 
mittee was  wrong  and  organized  medicine  right. 
And  the  reader  of  the  pleading  on  either  side 
must  be  sure  that  both  are  talking  about  the 
same  thing.  For  example,  the  technical  com- 
mittee did  not  say  that  40,000,000  people  were 
without  medical  cafe.  It  said  40,000,000  be- 
longed to  families  that  received  incomes  of  less 
than  $800  a year  and  could  not  be  expected  to 
pay  for  medical  care.  It  did  not  say  each  one 
needed  and  was  unable  to  obtain  such  care. 
The  American  Medical  Association’s  figure  of 
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40,000  referred  to  the  number  of  people  esti- 
mated on  the  basis  of  their  survey,  who  applied 
for  and  were  denied  medical  care.  (Vide  Leland 
testimony,  J.A.M.A.  112,  2428,  June  10, 

1939.)  To  me  that  seems  a more  serious  indict- 
ment than  anything  contained  in  the  report  of 
the  technical  committee. 

We  should  bear  these  facts  in  mind  when  we 
are  discussing  the  Wagner  national  health  bill, 
which  is  presumed  to  carry  out  the  recommenda- 
tions of  the  Interdepartmental  Committee. 
The  bill  itself  should  be  read  as  well  as  the  testi- 
mony presented  at  the  hearings  before  the  sub- 
committee of  the  Senate  Committee  on  Educa- 
tion and  Labor.  We  should  read  at  least  some 
of  the  books  that  present  statements  and  argu- 
ments quite  at  variance  from  those  set  forth  in 
the  journals  of  organized  medicine. 

I am  not  in  favor  of  the  Wagner  bill  in  its 
present  form — but  not  for  the  twenty-two  so- 
called  “reasons”  promulgated  by  the  American 
Medical  Association.  Among  these  are  state- 
ments of  opinion  and  of  advice  plus  at  least  one 
not  germane  to  the  subject  under  discussion. 

I believe  there  should  be  a single  federal 
health  authority,  whether  it  be  an  “independent 
agency”  or  a department  of  cabinet  rank;  that 
the  present  procedure  for  obtaining  grants 
should  be  simplified  rather  than  further  compli- 
cated; that,  except  for  very  broad  purposes,  the 
appropriations  should  be  aggregated,  that  the 


segregation  should  be  at  the  discretion  of  the  ad- 
ministrative officer  rather  than  of  Congress. 
He  will  have  to  justify  his  allocations  in  any 
event  on  the  basis  of  his  knowledge  and  experi- 
ence. 

I believe  the  bill  can  be  changed  suitably, 
either  by  amendment  or  substitution.  I am 
sure  that  Senator  Wagner  welcomes  constructive 
criticism,  that  he  wants  the  bill  as  finally  pre- 
sented to  contain  the  best  possible  provisions 
for  the  advancement  of  public  health.  Mere 
captious  criticism  and  mudslinging  have  no  place 
in  this  discussion. 

I have  no  desire  to  add  fuel  to  a fire  that  is 
producing  so  much  heat  and  so  little  light,  but  I 
do  wish  to  voice  at  this  time  a resentment  to  the 
implication  that  men  and  women  in  public  service 
are  any  less  worthy  in  education,  in  capacity, 
in  attention,  in  interest,  in  devotion  to  duty, 
than  those  who  are  in  what  we  call  “private  life.” 
I resent  the  imputation  that  a salary  stultifies, 
that  we  must  receive  a fee  for  every  service  ren- 
dered or  else  perform  it  grudgingly  or  inefficiently 
or  both.  This  is  no  more  true  of  the  medical 
and  the  nursing  professions  than  it  is  of  those 
who  are  by  established  custom  paid  for  their  serv- 
ices in  this  way. 

Granted  a satisfactory  standard  of  living,  the 
remaining  satisfactions  are  not  those  derived 
from  monetary  income,  but  from  an  appreciation 
of  work  well  done. 


The  Sale  of  Death  Reports 


Officers  of  several  of  the  county  medical  so- 
cieties of  New  York  City  are  a bit  critical  of 
the  plan  of  the  City  Health  Department  to  make 
available  to  insurance  companies  confidential 
reports  of  physicians  on  the  causes  of  death,  even 
under  an  agreement  that  the  information  be 
used  for  statistical  purposes  only  and  not  in  the 
settlement  of  death  claims,  says  a report  in  the 
New  York  Times. 

Dr.  Howard  Fox,  president  of  the  New  York 
County  Medical  Society,  said  he  would  have 
voted  against  the  plan  if  he  had  been  a member 
of  the  special  committee  of  the  Board  of  Health 
that  decided  to  make  available  the  data  to  the 
insurance  companies.  The  special  committee  of 
five  voted  3 to  2 to  permit  the  Metropolitan  Life 
Insurance  Company  to  obtain  the  reports  under 
the  stipulation  that  they  will  be  used  for  statisti- 
cal purposes  only.  Payment  of  fifty  cents  a case 
is  to  be  made  and  the  service  is  available  to 
other  insurance  companies. 

“I  would  have  voted  against  the  plan,”  Dr. 
Fox  said.  “However,  it  is  an  accomplished  thing 
now  and  we  will  have  to  wait  to  see  what  hap- 
pens. If  the  insurance  companies  play  fair 
there  is  nothing  to  get  excited  about.  If  improper 
use  were  to  be  made  of  the  information  by  the 
companies,  the  medical  profession  would  oppose 
letting  them  have  these  statistics.” 

Dr.  Haven  Emerson,  former  Health  Commis- 
sioner, and  Dr.  John  E.  Jennings,  surgeon,  were 
the  two  board  members  who  opposed  the  plan. 
The  three  who  favored  and  carried  it  into  effect 
through  their  votes  were  Dr.  John  L.  Rice, 
Health  Commissioner;  Dr.  Thomas  M.  Rivers, 
former  director  of  the  Rockefeller  Institute,  and 
David  M.  Heyman,  lay  member.  Dr.  Rice 


broke  the  deadlock  by  casting  his  vote  of  ap- 
proval. 

Dr.  David  J.  Kaliski,  chairman  of  the  Co- 
ordinating Council  of  the  five  county  medical 
societies,  said  he  neither  approved  nor  disap- 
proved of  the  plan  now. 

He  thought  it  would  be  well  to  wait  and  see 
how  it  worked  out  in  view  of  the  fact  that  the 
Health  Department  had  already  decided  to 
furnish  the  data  to  the  insurance  companies  for 
scientific  purposes  only. 

Dr.  Joseph  Wrana,  president  of  the  Queens 
County  Medical  Society,  said  he  was  opposed  to 
the  action  of  the  majority  of  the  Health  Depart- 
ment committee.  He  said  it  would  have  been 
better  to  have  listened  to  the  views  of  the  recog- 
nized medical  men  on  the  committee  instead  of 
to  the  lay  members  or  Dr.  Rice,  who  he  said  was 
an  administrative  health  official  and  not  one 
particularly  close  to  the  active  practitioner. 

Dr.  Frederick  M.  Schwerd,  president  of  the 
Richmond  County  Medical  Society,  said: 

“It  is  a breach  of  the  secrecy  that  was  supposed 
to  surround  these  confidential  reports.  I don’t 
think  the  causes  of  death  are  the  business  of  in- 
surance companies  when  such  data  are  part  of 
the  confidential  reports  made  by  physicians  to 
the  Health  Department.  The  Board  of  Health 
should  be  able  with  its  statistical  staff  to  make 
the  necessary  study  and  tabulations  of  mortality 
tables  and  make  public  results  thought  desir- 
able.” 

The  action  of  the  Board  of  Health  was  upheld 
by  Dr.  Iago  Galdston,  executive  secretary  of  the 
New  York  Academy  of  Medicine.  The  Academy 
of  Medicine  was  largely  responsible  for  the  or- 
ganization of  the  new  plan  by  which  doctors 
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make  “confidential”  reports  to  the  Board  of 
Health  on  causes  of  death  among  their  patients 
in  the  interest  of  assembling  more  accurate 
mortality  statistics. 

Dr.  Galdston  revealed  that  the  board  had  not 
approved  the  Metropolitan’s  request  for  use  of  the 
statistics  until  a full  study  of  the  question  of 
“how  confidential  should  the  ‘confidential’ 
records  on  causes  of  death  be  kept”  had  been 
made  by  the  academy’s  committee  on  public 
health.  He  said  the  committee  had  decided  that 
use  of  the  word  “confidential”  in  the  amend- 
ment to  the  sanitary  code  covering  the  new  types 
of  report  “should  not  be  construed  to  mean  that 
data  thus  collected  should  be  denied  to  agencies 
anxious  to  use  them  to  promote  public  health.” 

In  view  of  these  circumstances,  Dr.  Galdston 
said  he  thought  any  public  alarm  over  the  Board 
of  Health’s  action  was  wholly  unnecessary.  He 
noted  that  any  comparison  between  the  evil  and 
good  use  an  insurance  company  might  make  of 


the  data  could  best  be  exemplified  by  the  figure 
of  “a  flea  on  an  elephant’s  back.”  He  noted, 
however,  that  the  opening  of  the  records  to  the 
Metropolitan  might  cause  legitimate  concern  in 
the  medical  profession  over  the  inviolability  of 
confidences  between  doctors  and  their  patients. 

Dr.  Galdston  said  that  the  new  type  of  death 
record  had  been  instituted  in  Manhattan  and  the 
Bronx  on  January  1 as  an  experiment  full  of  great 
potentialities  for  public  health  through  the  ac- 
curate determination  of  the  causes  of  mortality. 
But  he  said  the  new  plan,  which  confined  the 
records  available  to  the  public  to  the  natural 
causes  of  death,  would  have  seriously  hurt  the 
extensive  actuarial  records  kept  by  the  Metro- 
politan unless  the  “confidential”  data  were  made 
available  to  it  also.  Dr.  Louis  I.  Dublin,  chief 
statistician  for  the  Metropolitan,  who  directed 
the  negotiations  with  the  Board  of  Health,  later 
said  that  this  represented  the  company’s  posi- 
tion. 


County  News 


Albany  County 

Aid  to  the  more  isolated  sections  of  China, 
devastated  by  guerilla  warfare,  has  been  under- 
taken by  the  Albany  Council  for  Aid  to  China. 

The  council  has  enlisted  the  cooperation  of 
several  Albany  doctors,  who  will  contribute 
discarded  surgical  instruments,  medicines,  and 
other  supplies. 

A layman  who  lives  in  Slingerlands,  Mr. 
Clifton  G.  Smith,  writes: 

“I  have  an  item  which  I believe  is  worthy  of 
note  in  your  medical  journal. 

“My  family  has  just  brought  to  mind  the  fact 
that  our  family  doctor  has  attended  us  for  five 
generations  on  the  paternal  side,  which  I believe 
is  quite  rare,  particularly  in  a young  doctor’s 
practice. 

“Dr.  Harold  A.  Lucas,  200  Lancaster  Street, 
Albany,  has  attended  my  family  from  my  great- 
grandfather to  the  present  generation  when  on 
December  16,  1938,  he  delivered  to  my  wife  a 
son.  Being  all  on  the  paternal  side  I believe  this 
to  be  quite  rare.” 

Clinton  County 

Tribute  was  paid  to  the  memory  of  Dr.  Robert 
S.  Macdonald  by  the  staff  of  the  Champlain 
Valley  Hospital  at  the  meeting  held  July  11. 
The  following  resolution  was  adopted : 

“The  Medical  Staff  of  the  Champlain  Valley 
Hospital  records  with  sorrow  the  passing  of  our 
colleague  and  good  friend,  Doctor  Robert 
Stevenson  Macdonald,  who  departed  this  life 
June  4,  1939. 

“Doctor  Macdonald  was  appointed  attending 
surgeon  to  the  Champlain  Valley  Hospital  at  the 
time  of  the  first  organization  of  the  staff.  His 
ability  and  energy  not  only  won  for  him  an  out- 
standing reputation,  but  contributed  in  no  small 
part  to  the  success  of  the  hospital  and  to  the  high 
standing  it  enjoys. 

“We,  as  members  of  the  staff,  feel  a great 
sense  of  personal  loss,  as  we  have  no  longer  his 
wise  counsel  and  guidance.  His  sympathetic 
understanding  of  the  ills  of  the  patient  and  his 
extensive  knowledge  of  medicine  and  surgery 
endeared  him  to  those  who  applied  to  him  for 


help.  His  outstanding  skill  in  surgery  was 
recognized  by  all  who  knew  of  his  work. 

“We  know  that  his  position  on  the  staff  will 
not  be  filled  but  the  memory  of  his  life  and  pro- 
fessional attainments  will  be  a constant  inspira- 
tion to  all  those  who  carry  on  the  work  of  the 
hospital.” 

Delaware  County 

Dr.  James  A.  Holley,  Walton’s  oldest  practic- 
ing physician,  has  just  had  published  a book  deal- 
ing with  his  experiences  as  a country  doctor. 

Erie  County 

Samuel  A.  Matthieu,  executive  secretary  of 
the  Erie  County  Medical  Society,  died  on  July 
22  at  his  home  in  Buffalo  at  the  age  of  sixty- 
seven.  Mr.  Matthieu  had  held  the  post  thirteen 
years  and  had  served  under  twelve  presidents 
of  the  Society. 

Mr.  Matthieu  was  a leader  in  the  fight  to 
break  up  fake  health  schools  that  flourished  in 
Erie  County  ten  years  ago.  He  also  aided  the 
Department  of  Education  in  stopping  violations 
of  the  Medical  Practice  Act,  according  to  Dr. 
Harry  C.  Guess,  who  was  president  of  the  as- 
sociation last  year. 

Mr.  Matthieu  introduced  public-speaking 
classes  for  physicians.  He  kept  a close  check  on 
publicity  affecting  the  medical  profession. 

Greene  County 

The  midsummer  meeting  of  the  Greene  County 
Medical  Society  was  held  at  Ledge  End  Inn, 
Haines  Falls,  on  July  11  and  was  largely  attended. 

The  meeting  was  preceded  by  a dinner,  at 
which  there  were  44  physicians  and  their  wives 
present. 

The  president,  Dr.  George  L.  Branch,  of 
Catskill,  presided  at  the  meeting  which  followed 
the  dinner.  The  principal  speaker  was  Dr. 
Arthur  M.  Dickinson,  of  Albany,  president  of 
the  Third  District  Branch  of  the  New  York 
State  Medical  Society. 

Dr.  Marion  K.  Colie,  of  Catskill,  vice-presi- 
dent of  the  society,  gave  a talk  on  “Socialized 
Medicine,”  and  Dr.  Ingraham,  of  Kingston, 
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deputy  state  health  officer,  spoke  along  the  lines 
of  his  duties. 

Dr.  Z.  William  Colson,  of  Boston,  Massa- 
chussetts,  was  another  speaker. 

Monroe  County 

The  Monroe  County  Medical  Society  is 
pledged  to  support  legislation  for  a statewide 
fireworks  ban. 

The  society’s  governing  board,  by  assuring 
the  National  Society  for  the  Prevention  of  Blind- 
ness of  the  medical  group’s  support  of  model 
legislation,  aligned  the  doctors  with  police  and 
health  officials  and  legislators  who  hope  to  halt 
the  sale  and  discharge  of  fireworks. 

Also  backing  proposed  state  legislation  is  the 
Eye  Conservation  Committee  of  the  County 
Tuberculosis  and  Health  Association^ 

Niagara  County 

Members  of  the  Medical  Society  of  the 
County  of  Niagara,  at  a special  meeting  at  the 
Hotel  Niagara  at  Niagara  Falls  on  July  11,  heard 
a discussion  of  a group  indemnity  insurance  plan 
for  doctors,  and  later  postponed  final  consideration 
of  the  proposal.  Dr.  Harvey  P.  Hoffman  and 
M.  C.  Bartholomew,  attorney,  both  of  Buffalo, 
discussed  the  insurance  plan. 

New  York  County 

Lewis  J.  Valentine,  Police  Commissioner,  is- 
sued a general  order  on  July  14  to  inform  the 
department  that  a licensed  physician  with  a 
membership  card  of  the  Medical  Society  of  New 
York,  Bronx,  Kings,  or  Queens  County,  the 
Osteopathic  Society  of  the  City  of  New  York,  or 
the  Homeopathic  Society  of  the  State  of  New 
York  is  entitled  to  park  his  car  in  front  of  any 
house  where  he  is  attending  a patient. 

Automobile  insignia  of  the  societies,  Commis- 
sioner Valentine  said,  would  serve  further  to 
identify  such  vehicles. 

Oneida  County 

Dr.  Terry  M.  Townsend,  president  of  the 
State  Medical  Society,  reviewed  the  work  of  the 
society  for  the  year  and  discussed  the  Wagner 
bill  relating  to  socialized  medicine  at  the  meet- 
ing of  the  Oneida  County  Medical  Society  at 
Trenton  Falls  on  July  11. 

Dr.  Joseph  Lawrence,  of  Albany,  state  execu- 
tive officer,  reviewed  recent  legislation. 

Dr.  Ward  W.  Millias,  of  Rome,  was  designated 
to  organize  a Woman’s  Auxiliary.  Dr.  Millias 
is  chairman  of  the  public  relations  committee. 

The  business  session  preceded  the  society’s 
annual  dinner  and  outing.  Fifty-six  members 
and  guests  were  present. 

The  physicians  approved  a resolution  to  ap- 
point a special  committee  to  consider  employing 
a full-time  paid  secretary,  who  also  might  serve 
as  executive  secretary  of  the  Utica  Academy  of 
Medicine. 

Dr.  Gregory,  president,  presided  at  the  busi- 
ness meeting.  Dr.  T.  Wood  Clarke,  of  Utica, 
was  appointed  to  handle  all  society  publicity. 
The  next  meeting  will  be  held  in  October  in 
Rome. 

The  pen  used  by  Governor  Lehman  to  sign 
the  bill  permitting  nonprofit  medical  indemnity 
insurance  and  an  accompanying  certificate  to 
that  effect  hang  in  a frame  on  a wall  of  the 
Hospital  Plan  office  in  Utica,  and  were  presented 


to  Harold  C.  Stephenson,  managing  director  of 
the  plan,  in  recognition  of  his  efforts  in  behalf 
of  the  bill. 

Under  the  sponsorship  of  the  Oneida  County 
Medical  Society  and  the  Utica  Academy  of 
Medicine  the  medical  plan  is  being  formulated 
there.  The  plan  will  give  coverage  for  surgical 
bills  in  the  hospitals  and  physicians’  care  in  the 
home,  office,  or  hospital. 

Local  physicians  in  formulating  the  local  plan 
will  include  medical  examinations,  x-rays,  all 
surgery  and  care  for  practically  every  type  of 
illness  for  all  members  of  the  family. 

While  the  service  will  be  offered  in  conjunction 
with  the  nonprofit  hospital  plan,  the  medical 
division  will  have  a separate  board  of  directors, 
the  majority  of  whom  will  be  physicians.  The 
same  staff  and  offices  will  be  used  for  both. 
Every  effort  will  be  made  to  keep  down  overhead 
so  that  the  benefits  will  be  available  at  low  cost. 

Queens  County 

There  has  been  some  misunderstanding  among 
neighboring  county  societies,  radiologic  societies, 
and  individual  practitioners  concerning  the 
nature,  aims,  and  conduct  of  the  x-ray  exhibit 
being  sponsored  at  the  New  York  World’s  Fair 
by  the  Medical  Society  of  the  County  of  Queens, 
according  to  an  editorial  in  its  Bulletin.  Ob- 
jections to  the  exhibit  include  the  opinions  that 
the  paper  film  used  is  inadequate  for  complete 
diagnosis,  that  the  project  directly  and  unfairly 
competes  with  private  roentgenologists,  and 
that  positive  findings  on  the  plates  taken  have 
led  to  costly  diagnostic  checkups  which  disclosed 
no  pathology. 

Unfortunately,  some  of  these  opinions  have 
resulted  from  unauthorized  and  inaccurate  pub- 
licity, over  which  the  Society  has  had  no  control, 
in  the  public  press.  Steps  have  been  taken  to 
eliminate  this  source  of  misinformation  to  the 
public  and  the  profession. 

To  the  objection  that  the  medium  being  used 
is  inadequate  for  complete  diagnosis,  remarks 
the  Bulletin,  we  may  state  with  the  backing  of 
considerable  weight  of  competent  roentgenologic 
opinion  that  it  is  at  least  sufficiently  accurate  to 
disclose  any  pathology  of  importance.  Further- 
more, it  should  be  made  plain  that  no  attempt  at 
complete  diagnosis  is  made  or  intended.  Patho- 
logic x-ray  findings  are  simply  charted  by 
means  of  symbols  in  the  reports  that  are  being 
sent  out,  with  the  recommendation  that  any 
further  indicated  diagnostic  measures  be  carried 
out  by  the  family  physician  of  the  subject. 

Since  “further  indicated  diagnostic  measures” 
may,  and  most  frequently  do,  include  re-x-ray, 
using  celluloid  film,  it  can  be  seen  that  the  under- 
taking not  only  does  not  compete  with  the 
private  roentgenologist,  but  may  actually  direct 
to  him  work  which  he  would  not  otherwise  ob- 
tain. 

As  for  the  idea  that  unnecessary  concern  and 
expense  have  been  caused  by  the  finding  of 
certain  abnormalities  which  could  not  be  sub- 
stantiated by  checkup,  is  it  not  clear  that  any 
diagnostic  procedure  giving  a negative  result 
could  likewise  be  considered  a source  of  un- 
necessary expense?  Is  not  the  very  reason  for 
performing  the  checkup  the  chance  to  substanti- 
ate or  disprove  the  original  findings?  In  the 
majority  of  cases  such  substantiation  has  actu- 
ally been  forthcoming. 
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In  view  of  the  admitted  differences  of  inter- 
pretation to  which  certain  borderline  findings  on 
a given  x-ray  plate  are  subject,  even  in  the  hands 
of  the  most  experienced  of  roentgenologists,  it 
does  not  seem  reasonable  to  condemn  the  entire 
project,  concludes  the  Bulletin,  because  an  oc- 
casional interpretation  has  not  been  borne  out 
by  confirmatory  procedures. 

Dr.  Jeremiah  Sweetser  Ferguson,  of  1 Malba 
Drive,  Malba,  secretary  emeritus  of  the  faculty 
of  Cornell  University  and  long  a general  medical 
practitioner,  died  on  June  30  after  a long  illness 
in  New  York  Hospital.  He  was  sixty-eight. 

Dr.  Ferguson  was  an  obstetrician  and  pedi- 
atrist in  Manhattan  and  was  attached  to  the 
Willard  Parker  and  Gouverneur  Hospitals.  He 
formerly  was  director  of  pediatrics  at  Gouverneur 
Hospital  and  was  a consulting  physician  there 
at  the  time  of  his  death. 

For  many  years  he  lived  and  practiced  at  330 
West  28th  Street,  in  Manhattan.  About  fifteen 
years  ago  he  moved  to  Malba.  He  was  for  more 
than  forty-five  years  an  examiner  for  the  Metro- 
politan Life  Insurance  Company.  The  author  of 
a textbook,  “Normal  Histology  and  Micro- 
scopical Anatomy,”  published  in  1905,  he  had 
contributed  many  articles  to  medical  journals. 

Rockland  County 

The  Medical  Society  of  the  County  of  Rock- 
land held  its  regular  summer  meeting  on  Wednes- 
day afternoon,  July  12,  at  the  Rockland  Country 
Club,  Sparkill,  New  York.  About  45  members 
were  present. 

For  the  scientific  session  Dr.  Sydney  P. 
Schwartz,  of  New  York  City,  attending  cardiolo- 
gist at  the  Montefiore  Hospital,  in  Bronx,  pre- 
sented a very  interesting  and  practical  talk  on 
“Treatment  of  Acute  Cardio- Vascular  Emer- 
gencies,” which  was  well  received. 

Following  the  meeting,  the  doctors  enjoyed  a 
steak  supper  which  was  served  in  the  clubhouse. 
As  part  of  the  social  session,  preceding  the 
meeting,  a golf  “tournament”  (special  for  M.D.’s 
only)  was  held.  Dr.  Ernest  Hall  Kline,  of  Nyack, 
was  the  winner  of  the  trophy. — Reported  by 
William  J.  Ryan,  M.D.,  Secretary. 


Schoharie  County 

A special  meeting  of  the  Schoharie  County 
Medical  Society  was  held  in  Cobleskill  Li- 
brary, Cobleskill,  New  York,  on  Wednesday, 
July  19. 

The  meeting  was  called  to  order  by  Dr. 
Olendorf,  president.  Drs.  Charles  Rosen,  of 
Fultonham,  and  Donald  R.  Lyon,  of  Middle- 
burgh,  applied  for  membership  and  were  duly 
elected. 

It  was  moved,  seconded,  and  carried  that  the 
Comitia  Minora  with  the  Committee  on  Work- 
men’s Compensation  meet  and  simplify,  as  far 
as  possible,  the  symbols  now  claimed  by  our 
members  and  submit  the  result  to  each  one  for 
approval. 

In  a talk  by  Dr.  R.  D.  Champlin,  D.S.H.O.,  he 
suggested  that  we  join  with  Delaware  County  in 
arranging  for  a series  of  five  lectures,  one  to  be 
held  each  week  at  2 p.m.  in  Cobleskill,  and  in 
the  evening  in  Walton. 

It  was  moved,  seconded,  and  carried  that  an 
Infant  and  Preschool  Consultation  Clinic  be  ar- 
ranged for  the  early  fall. 

A most  excellent  and  instructive  lecture  on 
Cancer  was  given  by  Dr.  William  J.  Hoffman, 
Am.  Cancer  Res.;  Acad.  Med.  M.;  Al.  Mem’l; 
Asst.  Surg.  Skin  & Cancer  Unit  P.  G.;  Counsul. 
Neoplastic  Dis.  & Chief  Tumor  Clin.  St.  John’s 
L.LC.;  Asso.  Surg.  & Dir.  Tumor  Clin.  Queen’s 
Gen’l.  A very  wonderful  demonstration  of 
cures  and  plastic  surgery  was  shown  by  lantern 
slides. — Reported  by  H.  L.  Odell,  M.D.,  Secre- 
tary. 

Washington  County 

The  Washington  County  Medical  Society  had 
for  its  quarterly  meeting  a social  evening  at  the 
Hotel  Willard,  Cleverdale,  on  Lake  George,  on 
July  11. 

The  doctors,  their  wives,  and  families  enjoyed 
the  late  afternoon  on  the  lake,  had  dinner  at  the 
hotel,  and  after  dinner  Dr.  G.  Scott  Towne,  of 
Saratoga,  spoke  of  his  trip  to  Alaska  and  showed 
movies  of  that  interesting  country. — Reported  by 
D.  M.  Vickers,  M.D.,  Secretary. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Carl  L.  Ambos 

66 

Cornell 

July  23 

Bronx 

George  D.  Clift 

88 

N.  Y.  U. 

April  7 

Purdy  Station 

Edward  M.  Dooley 

79 

Niagara 

July  20 

Buffalo 

John  W.  Fitz-Gerald 

67 

Trinity,  Toronto 

July  12 

Buffalo 

Edward  F.  Fusco 

29 

P.  & S.,  N.  Y. 

July  23 

Bronx 

Isaac  E.  Greenberg 

46 

L.  I.  C. 

July  22 

Rockaway  Beach 

Hall  A.  Kellogg 

30 

Rochester 

April  23 

Rochester 

Francis  M.  Kujawa 

46 

Buffalo 

July  12 

Buffalo 

Augustus  S.  Lowsley 

53 

Virginia  Med. 

July  17 

Flushing 

Lynn  A.  Martin 

75 

N.  Y.  Horn. 

July  20 

Binghamton 

Robert  J.  McGuire 

54 

Syracuse 

July  23 

Syracuse 

Arthur  B.  O’Brien 

47 

Buffalo 

July  6 

Rochester 

David  Ruslander 

33 

Buffalo 

April  29 

Buffalo 

James  C.  Sharkey 

72 

Albany 

July  5 

Rensselaer 

Heinrich  Vogel 

64 

Koeningsberg 

July  19 

Manhattan 

The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
County  News 


Erie  County 

It  was  a pleasure  to  welcome  on  June  28,  1939, 
the  newly  formed  unit  of  the  Woman’s  Auxiliary 
to  the  Erie  County  Medical  Society.  Two 
hundred  interested  doctors’  wives  assembled  for 
this  occasion  in  the  Terrace  Room  of  the  Hotel 
Statler,  Buffalo. 

Mrs.  Carlton  Wertz,  the  chairman  of  the 
organizing  committee,  presided  and  introduced 
the  guest  speakers,  the  president  of  the  County 
Medical  Society,  Dr.  C.  E.  Wertz,  and  Dr. 


James  H.  Borrell,  president-elect  of  the  New 
York  State  Medical  Society.  Our  president, 
Mrs.  G.  Scott  Towne,  brought  greetings  from 
the  state  auxiliary  and  also  gave  the  auxiliary’s 
history.  Mrs.  Luther  H.  Kice  spoke  of  its 
objectives. 

The  meeting  was  followed  by  a delightful  tea 
and  social  hour. 

— Reported  by  Mrs  .Luther  H . Kice 


Public  Health  Notes 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 

This  Report  Business 


You  may  be  interested  to  know  how  the  paper 
work  with  which  you  are  burdened  by  the 
State  Health  Department  looks  to  the  fellow 
who  has  to  file  the  reports  which  you  work  out. 
The  following  reflections  were  not  intended  for 
your  eyes  but  have  been  lifted  from  the  monthly 
story  sent  by  one  of  our  assistant  district  health 
officers  to  his  chief  in  the  central  office: 

“The  usual  amount  of  time  following  up  on 
delinquent  reports,  incomplete  reports,  and  sup- 
plementary reports  was  spent  during  the  month. 
Most  of  the  personal  visits  to  the  physicians 
and  health  officers,  necessary  to  keep  our  records 
complete,  are  follow-up  investigations  of  un- 
dulant  fever  and  pneumonia  cases  or  visits  to 
obtain  data  for  the  laboratory  because  the 
physicians  overlooked  proper  identification  on 
specimens  submitted  for  examination.  Every 
now  and  then  I have  to  visit  a physician  regard- 
ing his  failure  to  report  a case  of  syphilis.  These 


visits  are  usually  necessary  because  the  physician 
hesitates,  in  the  face  of  low  Wassermann  titers, 
to  call  a case  syphilis,  and  procrastinates  until 
he  talks  it  over  with  one  of  us.  As  a rule  the 
physicians  in  our  district  are  very  cooperative 
and  courteous,  and  I have  yet  to  meet  one  of 
them  who  is  unwilling  to  assist  us  in  our  work.” 
The  same  assistant  district  health  officer  com- 
ments that  no  vaccination  clinics  have  been 
held  in  one  of  the  cities  in  his  district  in  recent 
years  because  the  local  health  officer,  “an  old 
practitioner,”  does  not  believe  in  injecting  foreign 
substances  into  people’s  bodies.  Fortunately,  he 
is  not  so  strongly  prejudiced  against  smallpox 
virus  as  he  is  against  some  of  the  other  prophy- 
lactic agents.  Consequently,  he  was  willing  to 
deputize  the  state’s  medical  officer  to  vaccinate 
his  people  for  him,  and  arrangements  were  made 
for  a clinic  to  be  held  under  these  conditions  to 
the  satisfaction  of  all. 


MEDICAL  OPPORTUNITIES 


Internships 

There  is  an  opening  at  the  main  hospital  sta- 
tion of  the  International  Grenfell  Association  at 
St.  Anthony,  Newfoundland,  for  a recent  hos- 
pital graduate,  single,  to  serve  as  House  Officer 
from  October  1,  1939,  to  October  1,  1940. 
Modern,  80-bed  hospital.  Applications  should 
be  addressed  to  Staff  Selection  Committee, 
International  Grenfell  Association,  156  Fifth 
Avenue,  New  York  City. 

The  Ryder  Hospital  in  Humacao,  Puerto 
Rico,  has  a position  for  an  assistant  medical 
director.  This  is  a 50-bed  hospital  under  the 


auspices  of  the  American  Missionary  Associa- 
tion Division  of  The  Board  of  Home  Missions 
of  the  Congregational  and  Christian  Churches, 
Fred  R.  Brownlee,  General  Secretary,  287  Fourth 
Avenue,  New  York  City.  Applicants  must  be 
graduates  of  class  A medical  colleges,  with  at 
least  one  year’s  rotating  service  in  a hospital 
recognized  by  the  American  Medical  Association. 
While  denominational  lines  are  not  drawn  in 
selecting  the  staff,  only  physicians  of  proved 
character,  wholesome  religious  interests,  and  a 
desire  for  humanitarian  service  should  apply. 
Income  will  depend  on  age  and  experience  of  the 
applicant,  beginning  at  $1,500. 
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Light  and  Dark  Sides  of  the  Irish  Hospital  Sweepstakes 


Since  November,  1930,  there  have  been 
twenty-six  Irish  Hospital  Sweepstakes  which 
have  produced  approximately  $67,238,815  for 
the  hospitals  of  Eire.  These  same  sweeps  have 
also  paid  out  $223,041,140  in  cash  prizes  to 
67,909  winning  ticket  holders  and  18,058  sellers 
of  the  winning  tickets,  writes  Arthur  E.  Mann, 
of  London,  England,  in  Hospital  Management. 

It  is  reported  in  the  press  that  the  Irish  hos- 
pitals have  received  some  $20,000,000  of  the 
$67,000,000  realized  for  them,  and  that  the 
balance  will  be  used  in  a great  program  of  build- 
ing and  rebuilding  that  will  sprinkle  the  isle 
with  a splended  system  of  hospitals.  That  is 
the  bright  side. 

The  one  great  drawback  to  the  heavy  financ- 
ing of  the  Irish  hospitals  through  the  proceeds 
of  the  sweepstakes,  Mr.  Mann  tells  us,  has  been 
the  resulting  tendency  of  hospital  expenses  to 
increase  much  faster  than  nonsweepstakes  in- 
come. The  prospect  of  such  easy  money  has 
apparently  led  to  an  extravagant  financial  policy 
on  the  part  of  the  hospitals.  On  this  point  the 
report  of  Irish  Hospital  Commission  said: 

“It  is  apparent  that  the  voluntary  hospitals 
are  becoming  each  year  more  dependent  on  the 
proceeds  of  sweepstakes  and  that  the  policy  of 
paying  the  annual  maintenance  deficits  has  had 
a decided  effect  on  hospital  methods  of  con- 
trolling expenditure.  The  yearly  accounts  of  the 
hospitals  indicate,  and  the  commission’s  investi- 
gations confirm,  that  in  many  of  the  hospitals 
there  is  a marked  tendency  to  relax  that  ever- 
watchful  supervision  of  spending  which  is  so 
essential  for  the  economic  administration  of  such 


institutions.  It  was  to  be  expected  that  main- 
tenance costs  would  rise  when  the  hospitals  were 
to  a large  extent  relieved,  by  the  phenomenal 
success  of  the  sweepstakes,  of  the  fears  and  un- 
certainties due  to  the  precariousness  of  their 
financial  position. 

“It  is  when  expenditure  continues  to  ascend 
at  what  can  only  be  termed  an  alarming  rate 
that  serious  misgivings  arise  as  to  the  justifica- 
tion for  the  increases.  The  commission  has 
arrived  at  the  conclusion  that  so  long  as  the 
hospitals  foresee  that  their  maintenance  deficits 
will  be  refunded  out  of  the  Hospital  Trust  Fund, 
and  that  there  is  not  any  immediate  possibility 
of  their  having  to  finance  such  losses  of  them- 
selves, thus  long  will  expenditure  continue  on 
the  upgrade.” 

The  immediate  cause  of  the  initiation  of  the 
Irish  Sweepstakes  was  the  bankrupt  condition 
of  those  hospitals  which  depended  largely  upon 
voluntary  subscriptions  for  their  existence. 
The  aftereffects  of  the  World  War,  plus  the 
further  disruptive  results  of  the  Anglo-Irish  War 
and  the  succeeding  internal  strife,  had  left  the 
hospitals  in  a position  where  it  was  almost 
impossible  for  them  to  remain  open,  much  less 
buy  new  equipment. 

An  example  of  the  immediate  benefit  of  the 
sweepstakes  to  the  hospitals  is  shown  by  refer- 
ence to  one  which  serves  a particularly  poor 
quarter  of  Dublin.  During  the  four  years  pre- 
ceding the  first  sweepstake  it  had  managed  to 
raise  $15,000  above  its  usual  income  by  bazaars 
and  similar  functions.  It  received  $150,000 
from  the  first  sweepstake  alone. 


Hospital  Wallpaper 


Hospitals  are  beginning  to  take  advantage  of 
the  improvements  in  the  manufacture  of  wall- 
paper, according  to  a report  in  Hospitals  (Chi- 
cago). The  more  improved  wallpapers  are  not 
only  of  sufficiently  heavy  stock  to  ensure  against 
small  defects  in  the  plaster  wall  showing  through 
but  are  coated  with  a paint  surface  which  is 
claimed  to  withstand  a normal  amount  of  wash- 
ing for  a three-year  period. 

Once  a plaster  wall  has  been  dented,  or  dug, 
or  has  cracked,  it  is  very  difficult  to  patch  well 
enough  to  prevent  its  showing  through  a paint 
coat,  no  matter  how  much  care  is  used  either  in 
patching  or  painting. 


Other  advantages  of  wallpaper  are:  It  can  be 

secured  in  tints  and  tone  effects  which  are  not 
attainable  with  paint,  at  least  not  within  reason- 
able cost. 

Patterns  can  be  secured  for  those  areas  in 
which  a pattern  is  desired. 

The  cost  of  the  completed  job  is  approximately 
one-half  that  of  a good  one-coat  paint  job. 

The  average  room  can  be  papered,  cleaned,  and 
ready  for  occupancy  in  less  than  one  day  in  con- 
trast to  a minimum  of  two  or  three  days  in  the 
case  of  paint.  In  a good  private  room  the  saving 
of  two  days  occupancy  may  be  sufficient  to  pay 
for  the  entire  cost  of  papering. 


Newsy  Notes 


Roosevelt  Hospital,  New  York  City,  has  its 
own  ambulance  service  again  for  the  first  time 
since  its  horse-drawn  vehicles  were  withdrawn 
from  use  thirty  years  ago.  For  years  it  has  de- 
pended upon  ambulances  coming  across  Man- 
hattan from  the  Reception  Hospital  or  Welfare 
Island,  reached  from  Queensborough  Bridge. 

Two  new  ambulances  have  been  purchased 
with  the  hospital’s  funds  and  will  be  kept  in  a 
building  at  Tenth  Avenue  and  Fifty-eighth 


Street,  which  was  once  used  as  a stable  and  in 
which  the  old  horse  stalls  remain.  Operation 
costs  of  the  ambulances  will  be  shared  by  the 
city. 


Only  thirty-seven  visitors  to  the  World’s 
Fair  have  received  hospitalization  in  city  insti- 
tutions, although  elaborate  preparations  had 
been  made  to  take  care  of  many,  Dr.  S.  S.  Gold- 
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water,  Commissioner  of  Hospitals,  said  on  July 
5. 

A report  from  Queens  General  Hospital,  to 
which  the  emergency  cases  have  been  taken, 
stated  that  twenty  of  those  treated  were  from 
out  of  town.  There  has  been  only  one  fatality, 
which  was  due  to  a cardiac  condition. 

Describing  the  sick  list  as  “astonishingly 
light,”  Dr.  Goldwater  said  there  was  an  “un- 
expectedly small  number  of  cases  of  alcoholism.” 

“It  is  perfectly  evident  that  visitors  coming 
here  for  the  Fair  have  shown  good  judgment 
and  sound  sense,”  he  added.  “Those  who  have 
not  felt  well  have  not  come  along.” 


The  St.  Cecilia  Maternity  Hospital  in  Brook- 
lyn, which  was  opened  in  1927  and  in  later  years 
changed  to  the  St.  Cecilia  Hospital  for  Women, 
has  ceased  to  be  and  is  now  under  the  jurisdic- 
tion of  St.  Catherine’s  Hospital.  It  has  been 
closed  for  the  past  weeks,  but  will  re-open  within 
a few  months  and  will  cater  only  to  children. 


Carrying  more  than  1,000  mothers,  children, 
and  small  babies  on  board,  the  good  ship  Lloyd 
I.  Seaman,  New  York’s  floating  hospital,  put 
out  from  Pier  70,  at  22nd  St.  and  the  East  River 
on  July  3,  to  open  the  sixty-fourth  season  of 
daily  boat  rides  for  the  underprivileged. 

The  children,  none  of  whom  is  more  than  12, 
get  busy  immediately  with  the  hundreds  of  deck 
games  and  other  amusement  devices  with  which 
the  ship  is  equipped. 

Plenty  of  nurses  are  on  hand  to  care  for  the 
very  small  babies,  so  that  their  mothers  enjoy 
a full  day  of  rest  on  the  sun  deck  as  the  ship 
explores  the  bay  and  other  waters  in  the  vicinity 
of  the  city. 

The  steel  ship,  fireproof  and  nonsinkable,  has 
a fully-equipped  clinic  on  board,  where  each 
child  is  given  a medical  examination,  followed  by 
a shower  bath,  during  the  trip. 

Milk  and  other  nourishing  food  are  provided 
for  those  who  can  tear  themselves  away  from  the 
wonderful  sights  in  the  harbor  long  enough  to 
eat. 

The  third  deck  is  a 32-bed  hospital  ward,  with 
trained  nurses  and  a doctor  in  attendance. 
Here  convalescent  children  are  quartered. 

The  floating  hospital  is  towed,  having  no 


mechanism  of  her  own,  but  she  bravely  sports 
two  stacks,  to  give  the  illusion  of  power. 

She  has  a bridge,  too,  from  which  Capt. 
Peter  Johnsen,  grizzled  old  sea  veteran,  shouts 
commands  to  the  tug  that  pulls  his  ship  down  the 
bay. 


Two  large  murals,  executed  for  the  Neponsit 
Beach  Hospital  for  Children  of  Neponsit  Beach, 
Queens,  under  the  direction  of  the  Works  Prog- 
ress Administration’s  Federal  Art  Project, 
were  presented  to  the  hospital  at  ceremonies  on 
June  29. 

One  mural,  entitled  “Children  at  Work  and 
Play,”  contains  thirty-nine  panels  executed  by 
Helen  West  Heller.  The  other,  “Circus,”  was 
painted  by  Louis  Schanker. 

The  panels  of  “Children  at  Work  and  Play” 
show  children  in  characteristic  pastimes,  sailing 
toy  boats  in  a lake,  drinking  from  a spring, 
feeding  birds,  and  splashing  themselves  under 
city  fountains  during  a hot  spell.  A striking 
panel  of  “Circus”  shows  clowns  in  action. 


Albany  Hospital  has  awarded  to  women 
physicians  five  of  its  internships  and  three 
resident  staff  posts.  Everett  W.  Jones,  director, 
said  it  represented  the  greatest  influx  of  women 
into  the  predominantly  male  field  of  medicine 
in  the  history  of  the  hospital. 


It  has  been  the  experience  of  the  New  York 
City  Department  of  Hospitals  that  “grossly 
exaggerated  and  inaccurate”  charges  and  state- 
ments come  in  daily  from  C.I.O.  groups,  Dr. 
S.  S.  Goldwater,  Commissioner  of  Hospitals, 
said  in  commenting  on  complaints  from  em- 
ployees at  the  city  home  for  the  aged  on  Welfare 
Island,  on  June  23. 

Dr.  Goldwater  described  the  workers’  com- 
plaint as  unjustified  and  he  denounced  two  speci- 
fic charges  as  “a  damned  lie”  and  “pure  fiction.” 
The  charges  were  that  the  eleven  complaining 
workers  had  to  use  inadequate  toilet  facilities 
and  had  to  share  bathing  facilities  with  diseased 
inmates  of  the  home. 

Agitators,  he  said,  continually  circulate  leaf- 
lets and  letters  about  alleged  conditions  in  city 
institutions. 


Improvements 


A $100,000  modernization  project  is  in  progress 
at  Long  Island  College  Hospital,  Brooklyn,  it  is 
announced  by  Henry  C.  Turner,  vice-president 
of  the  institution  and  chairman  of  the  building 
committee.  The  improvements  include  installa- 
tion of  new  lighting  fixtures,  hospital  beds,  floor 
coverings,  two  elevators,  refrigerators,  food  carts, 
and  a milk  formula  laboratory.  Operating 
room  facilities  are  being  improved  and  the 
lobby  will  be  remodeled. 


Establishment  of  a new  Cancer  Clinic  at  St. 
Francis  Hospital  in  Olean  is  announced  by  the 


Rev.  Mother  Assunta,  OSF,  superintendent  of 
the  institution,  following  the  installation  of  a 
modern  unit  for  deep  x-ray  therapy  in  the 
hospital. 

Dr.  Jan  Perillo,  now  connected  with  the  City 
Hospital  in  Buffalo,  has  been  engaged  as  roent- 
genologist. 


The  De  Graff  Memorial  Hospital  in  North 
Tonawanda  is  contemplating  the  addition  of  a 
new  wing  and  extensive  new  equipment,  ac- 
cording to  the  local  press. 
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The  A.M.A  Wins 

Let  us  hope  that  the  Federal  District  Court’s  dismissal  of  the 
antitrust  indictment  against  the  A.M.A.  will  put  an  end  to  the  dis- 
creditable attempt,  of  which  this  suit  was  part,  to  advance  state 
medicine  by  denigration  of  the  medical  profession.  For  several 
years  the  proponents  of  federal  control  of  medical  practice  have  at- 
tempted to  gain  popular  support  by  depicting  organized  medicine 
as  mercenary,  autocratic,  and  inimical  to  the  public  welfare.  The 
antitrust  action  against  the  A.M.A.  was  a daring  thrust  along  these 
lines. 

There  is  no  other  plausible  explanation  of  this  suit.  Mr.  Thurman 
Arnold  must  have  known  that  the  American  courts  have  repeatedly 
held  that  medicine  is  not  a trade.  He  must  have  realized,  as  so 
many  attorneys,  jurists,  and  journalists  did,  that  application  of  the 
Sherman  Act  to  the  medical  profession  “represents  an  extreme  posi- 
tion which  does  violence  to  the  common  understanding  of  the  word 
‘trade.’  ” Surely  he  must  have  anticipated  the  court’s  dictum — 
that  “to  stretch  an  old  statute  to  fit  to  new  uses  for  which  it  was 
never  intended  would  be  nothing  short  of  judicial  legislation.’’ 

Yet  Mr.  Arnold  did  launch  this  suit.  He  launched  it  and  then 
offered  to  let  it  drop  if  the  A.M.A.  would  promise  to  shape  its  policies 
according  to  his  dictates.  He  instituted  an  action  against  the 
medical  profession  and,  before  it  came  up  in  the  courts,  permitted 
his  subordinates  to  go  around  the  country  trying  the  case  in  lecture 
halls,  over  the  radio,  and  in  the  press.  Obviously,  Mr.  Arnold  and 
those  whom  he  represented  were  less  interested  in  the  merits  of  his 
antitrust  cases  than  in  discrediting  the  A.M.A.  and  forcing  it  to 
capitulate  to  his  demands. 

As  Mr.  Arnold  probably  foresaw,  the  dismissal  of  the  case  against 
the  A.M.A.  has  not  received  a fraction  of  the  publicity  that  ac- 
companied the  indictment.  Perhaps  the  same  officials  who  went 
around  the  country  besmirching  organized  medicine  will  now  be 
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sent  out  to  clear  it — but  we  do  not  counsel  our  readers  to  place  much 
hope  in  this  possibility.  The  damage  that  has  been  done  will  not  be 
undone  by  those  who  did  it,  but  by  the  continued  efforts  of  the 
medical  profession  for  the  public  health. 

The  outcome  of  this  case  has  more  than  medical  significance.  In 
its  broader  implications  it  is  a rejection  of  the  principle  of  judicial 
legislation  and  a reaffirmation  of  the  freedom  of  American  enter- 
prise from  unwarranted  dictation  by  the  executive  branch  of  govern- 
ment. 


Strictly  Limited 

Early  this  year  the  Section  of  Epidemiology  and  State  Medicine 
of  the  Royal  Society  of  Medicine  in  Great  Britain  held  a symposium 
on  the  proper  sphere  of  state  medicine.  The  discussion  that  took 
place  at  that  meeting,  where  speakers  and  audience  had  had  over 
twenty-five  years  of  experience  and  special  interest  in  the  subject, 
indicates  strongly  that,  in  a capitalist  state,  state  medicine  does  not 
offer  a satisfactory  solution  of  medicosocial  problems. 

The  spread  of  authoritarian  government  and  the  appalling  willing- 
ness of  millions  of  people  to  submit  to  its  dictates  are  beginning  to 
revive  “obsolete’  ’ concepts  like  personal  independence  and  self-help. 
At  least  Dr.  Alfred  Cox,  formerly  secretary  of  the  British  Medical 
Association,  appears  to  believe  so,  for  he  unequivocally  stated  that 
government  should  not  provide  free  medical  service  for  the  entire 
population.  In  his  own  words,  as  quoted  by  the  Journal  of  the 
American  Medical  Association:  “In  a world  which  is  becoming 

more  and  more  ....  mechanized,  in  which  the  individual  tends  to 
become  more  and  more  swamped  in  the  mass,  it  seems  to  me  .... 
an  imperative  duty,  whenever  we  can,  to  keep  our  profession  .... 
free  from  the  shackles  of  standardization — a condition  which  is  the 
inevitable  result  of  government  control.  . . . The  proper  function  of 
the  state,  so  far  as  the  actual  provision  of  medical  attendance  is  con- 
cerned, is  to  leave  it  as  far  as  possible  to  a free  profession  dealing 
with  a free  people : ....  to  aid  financially  those  citizens  who  cannot 
provide  entirely  for  themselves;  and  to  keep  the  ‘dead  hand’  of 
officialdom  as  far  off  as  possible. ...  I want  to  make  progress  without 
impairing  some  of  the  most  precious  gifts  possessed  by  the  ordinary 
man,  namely  the  desire  to  help  himself,  to  be  independent  and  .... 
a self-respecting  and,  so  far  as  possible,  a self -maintaining  citizen.  . . . 
In  the  field  of  medicine  we  desire  to  minimize  state  control  because 
it  is  likely  to  officialize  our  profession  and  consequently  lessen  its 
usefulness  to  the  ....  community.” 

Confirmation  of  Dr.  Cox’s  observations  was  forthcoming  from 
other  quarters.  Dr.  Frank  Gray,  commenting  on  the  security  that 
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salaried  physicians  enjoy,  pointed  out  that  with  such  security  there 
often  conies  “rigidity  and  inertia.”  Many  others  added  to  the 
evidence  that  compulsory  health  insurance  has  fallen  short  of  the 
expectations  held  for  it  in  Great  Britain. 

This  disappointment  is  not  confined  to  the  British  Isles.  It  is 
true  that  no  country  with  compulsory  health  insurance  has  ever 
moved  to  abolish  it.  This  is  partly  because  obligatory  prepayment 
has  usually  replaced  a very  low  form  of  contract  practice,  partly 
because  no  bureaucracy  voluntarily  relinquishes  its  hold.  Whenever 
government  health  insurance  services  are  frankly  discussed  in  the 
countries  that  have  them,  however,  it  is  admitted  that  after  a quarter 
of  a century  and  more  they  are  still  feeling  their  way — and  still  have 
not  achieved  the  high  level  of  private  practice  in  the  United  States. 

Progress  in  Roentgenology 

Diagnostic  roentgenology  has  made  steady  strides  since  its 
recognition  as  an  important  adjuvant  of  medicine.  Much  of  this 
has  been  the  result  of  new  methods  of  examination,  but  a consider- 
able part  of  the  progress  is  now  due  to  additional  and  different  uses 
of  means  of  examination  already  established.  For  example,  in 
roentgenology  of  the  gastrointestinal  tract,  the  study  of  the  mass 
shadow  of  the  organs  has  been  supplemented  by  the  demonstration 
of  the  inner  relief,  made  possible  by  applying  the  barium  thin 
enough  to  coat  the  inner  surface  of  the  organ. 

It  is  now  possible  to  record  several  phases  of  the  motion  of  an 
organ  on  one  film  by  means  of  the  kymograph,  and  this  has  widened 
the  use  of  the  x-ray  in  the  study  of  the  heart,  the  large  vessels,  and 
the  diaphragm.  The  visualization  of  the  heart  chambers  them- 
selves, their  valves,  and  the  superior  vena  cava,  pulmonary  arteries, 
and  thoracic  aorta  has  recently  been  achieved  by  the  injection  of  a 
nonradioactive  substance,  diodrast,  into  the  cubital  vein.  Roent- 
genology of  the  soft  tissues  now  aids  in  the  differential  diagnosis  of 
soft-tissue  tumors.  Characteristic  pictures  are  produced  by  heman- 
giomas and  lipomas,  the  worm-like  structure  of  the  former  being 
clearly  demonstrable. 

Recently  planography,  or  body-section  roentgenology,  has  been 
perfected.  By  blurring  every  shadow  except  those  cast  by  the  plane 
of  the  body  to  be  visualized,  definite  sections  of  organs  can  be  studied 
in  series.  Well-defined  shadows  of  various  depths  of  the  sinuses, 
lungs,  petrous  bones,  etc.,  can  be  obtained  and  are  extremely  helpful 
in  the  exact  localization  of  lesions.  Finally,  roentgenologic  moving 
pictures  of  definite  value  have  resulted  from  improvements  in 
fluoroscopic  screens,  lenses,  and  films.1 


i Scbatzki,  R.:  New  England  J.  Med.  220:  747  (May  4)  1939. 
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Serum  Sickness  Preventable 

Serum  sickness  following  the  administration  of  antidiphtheritic 
and  other  horse  serums  may  be  mild  in  character  or  assume  the 
alarming  aspects  of  real  shock.  The  prevention  of  this  anaphylactic 
phenomenon  has  been  under  investigation  for  some  time,  but  the 
measures  advocated  are  not  always  successful. 

The  work  of  Voss  and  Hundt1  gives  promise,  however,  that  some- 
thing definite  may  be  at  hand.  They  obtained  convalescent  human 
serum  from  patients  recovering  from  the  serum  sickness  which  fol- 
lowed the  routine  dosage  of  antidiphtheritic  serum.  This  was  in- 
jected intravenously  in  amounts  varying  from  1 to  10  cc.  in  children 
who  had  been  given  therapeutic  doses  of  antitoxin  for  diphtheria. 
When  administered  within  twenty-four  hours  after  the  first  injection 
of  antitoxin,  none  of  the  children  developed  spontaneous  allergic 
manifestations  at  the  termination  of  the  incubation  period.  Where 
the  convalescent  serum  was  withheld  until  the  third  day,  and  as 
late  as  the  eighth  day,  “inverse  anaphylactic  reactions”  occurred, 
varying  from  a generalized  erythema  of  short  duration  to  one  of 
“shock-like  intensity.”  These  latter  patients  became  completely 
desensitized. 

In  commenting  on  this  work,  Manwaring2  states  that  “their 
findings  suggest  that  intravenous  injection  of  convalescent  serum- 
sickness  serum,  given  about  the  third  day,  might  be  a feasible 
method  of  preventing  serum  sickness.” 

1 Voss,  A.  E.,  and  Hundt,  O.:  Ztschr.  f.  Immunitatsforsch.  u.  exper.  Therap.  94:  281  (1938). 

2 Manwaring,  W.  H.:  California  & West.  Med.  50:  397  (June)  1939. 


Correspondence 

X-RAY  FOR  AMENORRHEA 


To  the  Editor: 

In  the  July  15,  1939,  issue  of  the  State 
Journal,  there  is  an  article  by  Dr.  Ira  I. 
Kaplan  on  Amenorrhea  and  Sterility.  In 
the  discussion  of  this  paper,  Dr.  Hirsch 
takes  exception  as  to  the  priority  of  x-iay 
treatment  given  for  amenorrhea  in  such 
cases  as  quoted  by  Dr.  Kaplan. 

I feel  that  a man  should  be  given 
credit  when  credit  is  due  him.  I was 
present  on  February  4,  1923,  when  Dr. 
Hirsch  gave  the  first  treatment  to  my 
patient,  whom  I referred  to  him,  after 
reading  Flatau’s  and  Thaler’s  articles  in 


the  Zentralhlatt  fur  Gynakologie.  I showed 
these  articles  to  Dr.  Hirsch,  and  he  con- 
sented to  give  x-ray  treatment  in  amenor- 
rhea a trial. 

At  that  time,  I studied  the  American 
literature,  and  could  find  no  articles  on 
this  subject,  and  I therefore  feel  that  Dr. 
Hirsch  deserves  the  credit  for  being  the 
first  in  America  to  give  x-ray  treatment  for 
amenorrhea. 

Yours  very  truly, 

Ernest  Gladstone,  M.D. 
121  East  60th  St. 

New  York  City 
Aug.  9,  1939 
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Current  Comment 


“Every  community  has  a vital  stake 
and  resource  in  the  prosperity  of  its 
physicians.” — Dr.  Frederic  C.  Elliott. 


“Organized  medicine  always  has 
labored  for  social  good.  Whether  you 
like  it  or  not  the  distribution  oi  your 
services,  your  security,  your  part  in  the 
social  fabric  is  all  too  rapidly  becoming 
involved  in  the  general  policies  of  govern- 
ment. Organized  medicine  stands  for 
your  welfare  as  well  as  the  welfare  of  the 
public.  You  may  have  been  a parasite 
formerly  living  off  the  bounty  of  the 
fruits  that  medical  science  has  garnered 
for  humanity,  but  if  you  do  not  become 
active  in  your  organization  and  active  in 
governmental  affairs  generally,  the  whole 
of  society,  as  well  as  you  yourself,  will 
suffer.” — Very  pertinent  and  unequivocal 
“current  comment”  by  Dr.  Henry  A. 
Luce. 


“When  a conflict  arises  between  scien- 
tific standards  and  expediency,  the  poli- 
tician is  bound  to  choose  the  latter, 
which  he  understands  and  on  which  his 
success  depends.” — New  York  Medical 
Week  is  emphatic  about  this. 


“He  (the  doctor)  just  can’t  locate  all 
these  millions  of  sick  people  the  surveys 
are  always  discovering.  As  to  contract 
practice  schemes,  the  average  doctor  feels 
that  hospital  insurance  may  be  all  right, 
but  in  his  opinion  the  doctors  who  work 
for  group  associations,  or  corporations, 
are  second-rate  men.  If  they  weren’t, 
they’d  be  in  private  practice.  When  you 
get  a doctor  working  on  a salary  with  a 
fixed  income  regardless  of  how  much  work 
he  does  or  how  he  does  it,  you  take  away 
his  incentive  to  better  himself.” — “The 
Medical  Crier”  in  the  Mahoning  County 
(Ohio)  Medical  Society  Bulletin  for 
June. 


“One  of  the  most  essential  tasks  con- 
fronting the  department  of  organization 
of  hygiene  of  the  League  of  Nations  is  to 
prevent  epidemics  and  their  dissemina- 
tion. Asia,  the  cradle  of  civilizations,  is 
the  cradle  of  many  diseases  as  well;  for 
this  reason  a new  office  has  been  set  up  at 
Singapore  destined  to  centralize  all  useful 
information  about  epidemics  and  inform, 
as  quickly  as  possible,  the  ports  of  the 
Far  East  about  their  sudden  appearance. 
A powerful  radio  station  at  Malabar,  on 
the  Island  of  Java,  broadcasts  daily  the 
communications  of  the  main  office  in 
Singapore,  which  is  rebroadcast  weekly  by 
nine  secondary  stations.  . . . The  Geneva 
office  . . . decided  to  centralize  these 
broadcasts;  they  will  be  made  from 
Geneva  weekly,  on  wave  lengths  of  16, 

23,  and  20,  64  meters,  through  the  sta- 
tion ‘Radio-Nations’  at  8:40  Greenwich 
mean  time  and  they  will  be  able  to  reach 
the  remotest  receiving  sets.” — An  item 
of  interest  from  the  pen  of  the  Paris  cor- 
respondent to  the  J.A.M.A.  in  the  June 

24,  1939,  issue. 


“Every  state  must  adopt  at  least  six 
separate  plans  (under  the  provisions  of  the 
Wagner  National  Health  Bill)  and  for 
each  plan  there  is  an  advisory  committee, 
so  that  the  bill  will  create  approximately 
300  different  boards,  largely  composed  of 
laymen.  Surely  the  federal  health  pro- 
gram ought  to  be  consolidated  under  one 
head,  and  each  state  program  ought  to  be 
worked  out  as  far  as  possible  under  a 
single  state  department.  The  doctors 
feel  very  strongly,  and  I think  justifiably, 
that  while  the  Wagner  hill  does  not  itself 
contain  specifically  a program  of  socialized 
medicine,  it  is  proposed  by  those  who  favor 
a program  of  socialized  medicine  and  is 
open  to  the  suspicion  that  it  will  afford  a 
vehicle  through  which  they  may  put  their 
state-controlled  medical  care  into  effect. 
...  We  should  be  concerned  that  no  great 
proportion  of  the  doctors  ever  become 
employees  of  government.  I see  no  reason 
why  the  present  condition  of  individual 
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service  should  not  be  preserved,  even 
though  we  adopt  the  principle  of  federal 
financial  assistance.  (Italics  ours.) 

. . . The  sponsors  of  the  present  bill 
seem  to  exaggerate  grossly  the  lack  of 
hospital  service  in  the  United  States.  . . . 
Any  hospital  plan  should  certainly  en- 
courage the  construction  of  private  hos- 


pitals and  their  use  by  public  and  private 
patients  to  their  full  capacity.  . . .” — 
From  the  address  of  Senator  Robert  A. 
Taft,  speaking  on  July  11  at  the  laying  of 
the  cornerstone  of  the  Doctors’  Building 
in  Washington,  D.  C.,  and  reprinted 
in  full  in  the  July  29  issue  of  the 
JAMA. 


Institute  on  Diet  and  Nutrition 

Plans  are  rapidly  being  completed  for  the  Institute  on  Diet  and  Nutri- 
tion, which  will  be  sponsored  by  the  Medical  Society  of  the  State  of  New 
York  through  its  Council  Committee  on  Public  Health  and  Education  with 
the  cooperation  of  the  State  Department  of  Health,  the  College  of  Medicine 
and  the  College  of  Home  Economics  of  Syracuse  University,  and  the  New 
York  Dietetic  Association. 

The  list  of  subjects,  which  was  published  in  the  July  1 issue  of  the 
Journal,  page  1315,  includes  nearly  the  entire  field  of  medicine.  An  ex- 
cellent group  of  speakers  representing  medical  schools  in  New  York  City, 
Albany,  Syracuse,  Rochester,  and  Buffalo  has  been  secured.  The  complete 
list  of  speakers  will  be  announced  in  the  next  issue  of  the  Journal  and  in  an 
early  issue  of  Health  News,  of  the  State  Department  of  Health. 

It  has  been  tentatively  decided  to  hold  the  Institute  on  the  four  Wednes- 
days during  October,  taking  up  three  subjects  each  day  and  carrying 
through  the  full  day.  A physician  and  a dietitian  will  speak  on  each  topic. 
Their  lectures  will  supplement  but  not  repeat  each  other.  Plans  are  being 
made  to  furnish  outlines,  of  all  the  lectures  to  those  attending,  and  in  some 
cases  copies  of  suggested  diet  lists  will  be  provided.  Practical  demonstra- 
tions will  be  given  when  it  is  felt  that  these  will  be  helpful,  especially  in  the 
instruction  given  by  the  dietitians.  The  facilities  at  the  new  building  of 
the  Medical  College  of  Syracuse  University,  where  the  Institute  will  be 
held,  are  well  adapted  for  this  purpose.  Ample  opportunity  will  be  pro- 
vided for  submitting  questions  to  be  answered  by  the  speakers. 

Inasmuch  as  applications  for  the  Institute  are  now  being  received  from 
physicians  from  various  parts  of  the  state,  and  as  it  will  be  necessary  to 
limit  the  number  registered  for  the  course,  it  is  advisable  for  any  physician 
desiring  to  register  for  the  Institute  to  send  his  application  at  once  to  Dr. 
Thomas  P.  Farmer,  Chairman,  Council  Committee  on  Public  Health  and 
Education,  Medical  Society  of  the  State  of  New  York,  206  Sedgwick  Drive, 
Syracuse,  New  York.  The  registration  fee  of  $10  for  the  course  need  not 
be  sent  at  the  time  of  application. 


MULTIPLE  TRAUMATIC  ULCERS  SUPERIMPOSED  ON  A 
POSTOSTEOMYELITIC  SCAR  OF  THE  TIBIA 

Successful  Plastic  Repair 

David  Warshaw,  M.D.,  F A.C.S.,  New  York  City 

( Surgeon , Evangelical  Deaconess  Hospital,  Brooklyn,  New  York ) 


A recent  experience  with  a case  of 
healed  osteomyelitis  of  the  tibia, 
whose  chief  difficulty  was  recurrent  trau- 
matic ulcers  of  the  tibial  scar,  resulting  in 
weeks,  and  often  months,  of  disability, 
presented  some  problems  of  treatment, 
the  final  solution  of  which  was  considered 
worthy  of  record. 

Case  Report 

J.  A.,  male,  aged  34.  Admitted  to  Sydenham 
Hospital  September  30,  1936. 

Chief  Complaint. — Ulceration  of  right  leg,  four 
months;  jaundice  and  fever,  four  days. 

Present  Illness. — The  patient  had  an  osteomye- 
litis of  the  right  tibia  30  years  ago.  It  was  tre- 
phined seven  or  eight  times  at  Kings  County 
Hospital,  Brooklyn.  Since  then,  it  has  been 
well  and  free  from  pain.  On  May  22,  1936, 
while  at  work,  the  patient  slipped  and  struck  his 
right  leg  upon  the  bar  of  a bed.  A deep,  longi- 
tudinal laceration  was  produced  which  bled  pro- 
fusely. Hemorrhage  stopped  a few  hours  later. 
Since  then,  several  ulcers  developed  and  the 
patient  has  been  under  more  or  less  continuous 
treatment.  The  ulcers  sometimes  healed,  and 
then  would  break  down  again.  They  were  not 
painful  and  produced  very  little  discharge.  On 
September  26,  1936,  the  patient  began  to  notice 
that  the  sclerae  were  turning  yellow.  His 
appetite  remained  good.  There  was  no  ab- 
dominal pain.  The  patient  noticed  clay-colored 
stools  a week  later.  He  had  never  been  jaun- 
diced before.  The  patient’s  wife  had  left  the 
hospital  early  in  August  after  having  been  hos- 
pitalized for  six  weeks  with  acute  jaundice.  She 
had  a positive  Wassermann. 

Past  History. — The  patient  was  in  Bellevue 
Hospital  for  four  months  in  1923  for  pneumonia 
(?).  When  nine  years  old,  he  had  an  abscess  of 
the  left  Scarpa’s  triangle. 

Physical  Examination. — Patient  is  well  de- 
veloped and  well  nourished.  Temperature  101.6 
F.,  pulse  80,  respirations  20.  Eyes,  sclerae 
jaundiced.  Pupils  equal,  regular,  and  react  to 
light.  Mouth  shows  jaundice  of  the  palate  and 
postnasal  drip.  Heart  sounds  are  normal. 
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Abdomen  is  negative.  Extremities:  The  left 

thigh  shows  a scar  in  Scarpa’s  triangle,  appar- 
ently from  an  old  incision.  Over  the  right  tibia 
is  a long  cicatrix  that  is  adherent  to  the  bone. 
At  several  points,  the  bone  is  exposed  through 
round,  dry  ulcers  of  the  scar  (Figs:  1 and  2). 

Impressions. — Traumatic  ulcers  of  postosteo- 
myelitic  scar  over  the  right  tibia.  General 
infection?  Lues?  Catarrhal  jaundice? 

Preoperative  Course. — The  patient  was  put  on  a 
fat-free  diet,  and  the  following  laboratory  find- 
ings were  determined: 

Urine:  Specific  gravity  1021;  alkaline;  a 

trace  of  albumin;  no  sugar;  a few  epithelial 

cells;  bile  positive ; occasional  WBC. 

Blood:  Icterus  index  75 

Chemistry:  Urea  nitrogen  63 

Glucose  94 

Culture:  Negative 

Count:  RBC— 4,120,000 

Hemoglobin — 81% 
WBC— 7,200 
Neutrophiles — 62  % 
Basophiles — 3 % 
Eosinophiles — 4 % 
Lymphocytes — 27  % 

* Large  monos. — 4% 

Wassermann: 

and  Negative  on  several  oc- 

Kahn:  casions 

Van  den  Bergh:  Direct  positive  2.0 

units 

Indirect  1.0  mg. 
per  100  cc. 

Feces:  Negative  for  blood  after  a meat-free 

diet 

Much  undigested  fat 

Cerebrospinal  fluid 

Sugar  reduction  4 plus 
Five  cells  per  cc.  (lymphocytes) 
Wassermann  and  Kahn — negative 
Colloidal  gold-1-1-1-0-0-0-0-0-0-0 
Smear  and  culture — negative 
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Fig.  1.  Photograph  of  ulcerated  bone  scar 
of  tibia  showing  several  deep  ulcers  whose  bases 
are  necrotic  bone. 

Roentgenograms. — These  showed  decalcifica- 
tion and  beginning  absorption  of  the  shaft  of  the 
right  tibia,  and  roughening  along  the  outer  border 
of  the  tibia  with  elevation  of  the  periosteum — 
suggestive  of  an  old  inflammatory  change  in  the 
tibia.  The  roentgenologist  thought  that  the 
changes  were  probably  luetic,  but  this  opinion 
was  not  supported  by  clinical  or  laboratory 
reports. 

After  three  weeks  of  observation  and 
treatment,  the  jaundice  (icterus  index 
17.5)  and  temperature  subsided,  the 
ulcers  were  clean,  and  the  patient  was 
made  ready  for  operation.  It  was  felt 
that  in  view  of  the  fact  that  this  area  was 
repeatedly  subjected  to  trauma,  simple 
healing  of  the  ulcers  was  an  insufficient 
objective,  and  that  some  method  aiming 
at  a permanent  result  should  be  devised. 

Accordingly,  on  October  26,  1936,  under 
avertin  anesthesia  the  following  operation 
was  performed : 


An  elliptical  incision  was  made  to 
parallel  the  entire  osteomyelitic  scar, 
detaching  skin  and  subcutaneous  tissue 
from  the  scar.  Following  the  elliptical 
incision,  the  skin  and  subcutaneous  tissue 
down  to  fascia  were  mobilized  away  from 
the  long  bone  scar  far  out  to  the  sides  and 
posteriorly.  Then  with  the  aid  of  an 
Albee  motor  saw,  after  retracting  the 
mobilized  tissues,  an  elliptical  plate  of 


Fig.  2.  An  enlargement  of  Fig.  1,  showing 
to  better  advantage  some  healed  ulcers  in  the 
upper  part  of  the  scar. 


bone  about  3 mm.  thick,  bearing  the 
entire  bone  scar  and  its  ulcers,  was  re- 
moved. The  plate  measured  20  cm.  in 
length  by  4 cm.  at  its  widest  part  and  3 
mm.  at  its  thickest  part.  Clean  cortex  and 
medulla  were  thereby  exposed.  Bleed- 
ing from  this  broad  surface  was  moderate 
and  easily  controlled.  Ragged  edges 
were  debrided  and  the  wound  was  bathed 
in  warm  saline.  The  rest  was  easy.  The 
skin,  which  had  been  previously  mobilized 
and  retracted,  was  now  closed  over  this 
exposed  tibial  surface,  using  interrupted 
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silkworm  gut  and  silk  sutures.  A wet 
dressing  of  alcohol  was  applied.  The 
tibia,  formerly  exposed  and  subjected  to 
repeated  trauma,  was  now  covered  com- 
pletely by  a full  thickness  of  mobilized 
skin  and  subcutaneous  tissue. 

Postoperative  Course. — Except  for  a 
small  infected  hematoma  at  the  upper 
angle  which  had  to  be  drained,  patient  did 
very  well.  Slight  necrosis  of  the  edges  of 
the  wound  at  points  crossed  by  the  silk- 
worm gut  also  delayed  prompt  and  com- 
plete healing;  small  areas  of  granulation 
at  the  upper  angle  and  at  the  former 
necrotic  points  were  cauterized  with  pure 
silver  nitrate.  The  final  result  is  shown 
in  the  photograph  (Fig.  3).  When  last 
seen,  October,  1937,  patient  was  doing 
well  and  was  apparently  cured. 

Summary 

A case  of  traumatic  ulcers  of  a post- 
osteomyelitic  scar  of  the  tibia  is  presented. 
A radical  plastic  operation  is  described 
which,  so  far  as  I have  been  able  to  deter- 
mine, is  original. 

876  Park  Avenue 


Fig.  3.  Several  months  after  operation. 
The  tibia  is  completely  covered  with  full  thick- 
ness skin  and  protected  thereby  from  future 
minor  trauma. 


PREGNANCY  NOT  A CAUSE  OF 
MOTHER’S  TOOTH  DECAY 

Pregnancy  is  not  a cause  of  tooth  decay, 
but  if  the  expectant  mother’s  teeth  need  dental 
attention,  it  is  perfectly  safe  for  her  to  have  it, 
in  the  opinion  of  Professor  Daniel  E.  Ziskin,  of 
the  Columbia  University  School  of  Dental  and 
Oral  Surgery. 

Even  the  idea  that,  if  the  expectant  mother’s 
diet  does  not  contain  enough  tooth-building 
substances  for  baby’s  teeth,  her  own  will  suffer 
is  labeled  false  by  Professor  Ziskin. 

“The  association  of  tooth  decay  with  preg- 
nancy,” Professor  Ziskin  said,  “is  based  largely 
on  the  supposition  that  the  unborn  child,  acting 
in  parasite-like  fashion,  extracts  calcium  from 
the  teeth  of  the  mother  to  supply  its  own  needs. 
This  is  untrue.  Even  if  through  a dietary  lack 
the  child  absorbs  calcium  from  the  mother’s 
body,  the  bones  or  other  placings  of  calcium 
storage  are  affected,  but  not  the  teeth.  The 
fact  that  in  certain  diseased  conditions  the  bones 
may  lose  large  quantities  of  their  calcium  leads 
some  to  believe  that  the  teeth  are  also  affected. 
But  there  is  no  scientific  foundation  for  this 
theory.” — Science  News  Letter 


POLIOMYELITIS  SITUATION  NOT 
ALARMING 

The  present  poliomyelitis  situation  is  “no 
cause  for  alarm,”  says  Public  Health  Reports 
(Washington).  With  the  tourist  season  in  full 
swing,  widespread  interest  in  the  possible  danger 
from  poliomyelitis  has  been  manifested  in  numer- 
ous inquiries  to  the  Public  Health  Service  and 
to  state  and  local  health  departments. 

A study  of  the  distribution  of  this  disease  since 
January,  1939,  shows  that  the  incidence  of  polio- 
myelitis remained  lower  than  the  expectancy, 
according  to  the  five-year  median,  throughout 
the  United  States  until  the  recent  outbreak  in 
South  Carolina.  At  the  present  time  the  condi- 
tion is  apparently  on  the  decline  in  South  Caro- 
lina and  nowhere  else  is  poliomyelitis  sufficiently 
prevalent  to  cause  alarm. 

During  the  seven-week  period  from  April  30 
to  June  17,  reports  were  received  from  all  states ; 
only  three  states  reported  cases  for  each  week 
during  that  period,  and  only  six  states  reported 
more  than  3 cases  for  any  one  week.  For  the 
same  period,  fourteen  states  reported  no  cases 
and  seventeen  states  which  had  reported  one  or 
more  cases  during  the  period,  reported  no  cases 
for  the  week  ended  June  17. 


THE  ATYPICAL  SURGICAL  ABDOMEN 

Milton  Frieberg,  M.D.,  and  Rubin  L.  Siegel,  M.D.,  Brooklyn,  New  York 


The  atypical  surgical  abdomen  is, 
and  probably  always  will  be,  one  of 
the  greatest  problems  in  medical  practice. 
It  is  with  the  desire  of  emphasizing  such 
findings,  clarifying  some  of  the  problems, 
and  revealing  some  of  the  pitfalls  of 
diagnosis,  that  this  paper  is  presented. 

In  order  to  gain  this  end,  we  have 
reviewed  the  records  of  the  last  1,000 
laparotomies  performed  at  Trinity  Hos- 
pital and  some  of  the  pertinent  literature. 

It  would  probably  be  best  before  be- 
ginning any  discussion  to  define  our 
terminology.  To  us,  the  typical  surgical 
abdomen  is  one  that  presents  a classic 
history,  symptoms  and  signs  of  a com- 
mon surgical  condition.  Such  a definition 
would  throw  into  the  typical  group  con- 
ditions such  as  acute  appendicitis  with  a 
history  of  acute  onset  of  generalized 
abdominal  pain,  which  later  localizes  to 
the  right  lower  quadrant  and  which 
presents  on  physical  examination  tender- 
ness, spasticity,  and  rigidity  in  the  right 
lower  quadrant;  acute  cholecystitis, 
strangulated  hernia,  perforated  peptic 
ulcer,  intestinal  obstruction,  etc.,  each 
with  its  typical  picture. 

With  such  a definition  of  the  typical, 
the  atypical  abdomen  may  be  discussed 
as  falling  into  three  different  groups : 
first  is  the  abdomen,  which  presents  a 
common  surgical  condition  with  atypical 
symptoms  and  signs;  Group  II  contains 
those  cases  which  are  not  surgical  in 
nature  but  which  present  findings  typical 
of  the  surgical  abdomen;  Group  III 
contains  those  pathologic  states  which, 
although  surgical  in  nature,  are  unrec- 
ognized because  of  rarity,  although 
they  may  present  the  typical  symptom- 
sign  complex  for  those  conditions. 

The  percentage  of  errors  in  diagnosis 
at  Trinity  Hospital  due  to  atypical 
findings  is  no  greater,  we  believe,  than 


noted  at  the  average  general  hospital. 
However,  it  must  be  emphasized  that  it 
is  from  errors  rather  than  correct  diag- 
noses that  the  medical  knowledge  and 
surgical  judgment  of  the  clinician  is 
expanded. 

The  last  1,000  laparotomies  performed 
by  the  surgical  service  of  Trinity  Hospital 
were  reviewed.  Of  these,  237  fell  into 
our  atypical  classification.  Group  II, 
that  is,  nonsurgical  conditions  producing 
pictures  of  surgical  abdomens,  yielded 
150  of  these  cases,  or  63  per  cent.  Group 
I,  consisting  of  common  surgical  condi- 
tions with  atypical  symptoms  and  signs, 
yielded  76  of  these  cases,  or  32  per  cent. 
Group  III,  containing  the  rare  surgical 
conditions,  yielded  1 1 cases,  or  5 per  cent. 

Examination  of  Table  1 reveals  the 
types  of  operations  planned  preopera- 
tively,  the  number  of  typical  and  atypical 
cases,  and  their  group  distribution. 

Table  2 is  an  analysis  of  those  cases 
that  fell  into  Group  I of  our  atypical 
classification.  It  shows  the  number 
that  fell  into  this  group  because  of  lack 
of  signs,  atypical  signs,  and  unusual 
symptoms. 

We  will  now  report  2 cases  which,  in 
our  opinion,  exemplify  this  group  of 
common  surgical  conditions  with  atypi- 
cal symptoms  and  signs: 

Case  1. — A 12-year-old  boy  (Hosp.  No.  20976), 
who  was  admitted  on  July  26,  1936,  complaining 
of  mild  abdominal  discomfort  of  seven  days’ 
duration  localized  chiefly  to  the  right  and  1 
inch  below  the  umbilicus,  with  slight  nausea  and 
vomiting,  and  several  bowel  movements  during 
the  week  preceding  admission.  Physical  ex- 
amination revealed  a well-developed  young 
male,  somewhat  toxic  in  appearance,  no  apparent 
pain  or  discomfort;  temperature  101.2  F.;  pulse 
108;  respirations  28.  Examination  of  the  ab- 
domen revealed  moderate  distention,  slight  ten- 
derness in  the  right  lower  quadrant,  with  no 
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TABLE  1. — Analysis  of  1,000  Laparotomies  on  the  Surgical  Service  of  Trinity  Hospital 


Total  Number  of  Number  of 

Atypical 

Types  of  Operations 

Numbers 

Typical 

Atypical 

Group 

Group  Group 

Planned  Preoperatively 

of  Each 

Cases 

Cases 

I* 

lit 

III* 

Appendectomies 

722 

531 

191 

42 

145 

4 

Cholecystectomies 

133 

120 

13 

9 

2 

2 

Closure  of  perforated  peptic  ulcer 

24 

24 

0 

0 

0 

0 

For  intestinal  obstruction 

50 

46 

4 

3 

0 

1 

Hysterectomies 

17 

15 

2 

0 

2 

0 

Salpingectomies  for  ectopic  pregnancies 

10 

9 

1 

0 

1 

0 

Nephrectomies 

6 

6 

0 

0 

0 

0 

Gastroenterotomies 

5 

5 

0 

0 

0 

0 

Splenectomies 

3 

3 

0 

0 

0 

0 

For  bullet  wounds  penetrating  viscera 

4 

4 

0 

0 

0 

0 

Miscellaneous  (exploratory  laparotomies 

excluding  intestinal  obstruction) 

26 

0 

26 

22 

0 

4 

Grand  totals 

Tooo 

763 

237 

76 

150 

11 

Percentages 

76.3 

23.7 

* Group  I : Common  surgical  conditions 

with  atypical  symptoms  and  signs. 

f Group  II:  Nonsurgical  conditions  presenting  a picture  of  a surgical  abdomen 

X Group  III:  Rare  surgical  conditions. 

TABLE  2. — Analysis  of  Group  I 

of  the  Atypical  Classification 

Atypical* 

Types  of  Operations 

Lack  of 

Atypical 

Unusual 

Laboratory 

Planned  Preoperatively  T otals 

Signs 

Signs 

Symptoms 

Findings 

Appendectomies  42 

32 

6 

4 

Cholecystectomies  9 

1 

3 

5f 

2t 

For  intestinal  obstructions  3 

0 

0 

3 

Exploratory  laparotomies  22 

0 

15 

7 

* Atypical  laboratory  findings  were  not  considered  as  sufficient  grounds  for  placing  cases  in  this  group, 
t Four  cases  had  no  previous  history  of  gallbladder  disease;  1 case  had  symptoms  resembling  peptic  ulcer. 
X Gallbladder  visualization  was  normal. 


spasticity  or  rigidity.  No  masses  were  felt. 
Rectal  examination  showed  slight  tenderness  in 
the  right  iliac  fossa.  Total  white  blood  count 
was  16,400  with  81  per  cent  polymorphonuclears. 
The  urine  was  essentially  negative.  On  admis- 
sion, it  was  felt  that  the  condition  was  not  a 
surgical  emergency  and  that  further  develop- 
ments should  be  awaited.  However,  on  the  fol- 
lowing day  the  patient  appeared  dehydrated, 
drowsy,  and  more  toxic.  He  did  not  vomit, 
nor  was  he  nauseated.  Abdominal  examination 
revealed  spasticity  and  slight  tenderness  in  the 
right  lower  quadrant.  With  this  progressive  in- 
crease in  abdominal  signs,  it  was  deemed  ad- 
visable to  explore  the  abdomen.  Laparotomy 
revealed  a perforated,  gangrenous,  retrocecal, 
fragmented  appendix  with  pelvic  peritonitis. 
Patient  made  an  exitus  from  generalized  peri- 
tonitis on  August  19,  1936. 

In  retrospect,  we  would  like  to  observe 
that  in  a hyposensitive  individual,  as 
this  patient  was  pointed  out  to  be,  the 
presence  of  minimal  abdominal  signs  with 
a suggestive  history  should  be  construed 
as  sufficient  indication  for  surgical  inter- 
vention. Libman1  clearly  points  out 
that  individuals  vary  in  their  sensitivity 
to  pain  and  that  the  degree  of  sensitivity 
can  be  determined  by  means  of  response 
to  his  styloid  pressure  test.  The  natural 
sensitivity  of  the  individual,  as  empha- 


sized by  Friedenwald,2  must  always  be 
taken  into  consideration  as  well  as  the 
psychic  makeup,  in  evaluating  the  degree 
and  character  of  abdominal  pain. 

Case  2. — Although  98  per  cent  of  our  cases  of 
acute  surgical  abdomen  presented  abdominal 
pain  as  the  chief  complaint,  our  second  case  in 
this  group  is  that  of  a 9-year-old  boy  (Hosp.  No. 
24215),  who  was  admitted  to  the  hospital  on 
September  22,  1937,  complaining  of  headache, 
nausea,  and  diarrhea  following  a laxative,  but 
no  subjective  abdominal  pain.  Examination 
revealed  tenderness  in  both  lower  quadrants, 
most  marked  on  the  left,  with  no  spasticity  or 
rigidity.  Rectal  examination  revealed  tender- 
ness; it  was  felt  that  laparotomy  was  indicated. 
An  elongated,  acutely  inflamed  appendix  with 
a bulbous  tip  was  found  pointing  to  the  left. 
Recovery  was  uneventful. 

Because  of  a long  mesocecum,  the 
cecum  and  appendix  in  children  are 
freely  movable.  Also,  the  appendix 
in  the  child  is  longer  than  in  the  adult, 
adding  further  to  its  variety  of  location. 
When  the  appendix  extends  down  into 
the  pelvis,  there  may  be  no  abdominal 
signs;  and  rectal  examination  gives  us 
our  most  important  method  of  diagnosis. 
Occasionally,  in  children  there  may  be 
no  subjective  abdominal  pain,  but  there 
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TABLE  3. — Analysis  of  Group  II,  Including  Only  Those  Cases  in  Which  a Preoperative  Diagnosis  of  Acute 

Appendicitis  Was  Made 


Abdominal 


Rigidity  and 

Total 

Spasticity 

Operative  Findings 

Number 

Absent 

Fibrous  appendix* 1 2 

109 

83  cases 

Cystic  ovaries 

18 

9 cases 

(including  six  cases  of 

L.  M.  P. 

ruptured  follicles) 

14-19  days 

prior  to  pain 

Acute  salpingitis 

8 

0 

Mesenteric  adenitis 

3 

3 cases 

Osier’s  visceral  disease 

3 

Pneumonia 

2 

Hydronephrosis — congenital 

1 

stricture  of  ureter 

Acute  retention  of  urine 

1 

Grand  totals 

145 

Compare  with: 

Cases  of  pathologically  acute 

577 

32 

suppurative  appendices 

75%  of  these 

a 

ppendices  were 
in  unusual 

positions 


White  Blood  Count 


Percentage 

Average 

Percentage 

Under 

Average 

Females 

Age 

12,000 

W.B.C. 

73 

17  yrs. 

78 

10,200 

100 

18  yrs. 

50 

11,000 

100 

25  yrs. 

0 

17,400 

33 

11  yrs. 

100 

10,500 

42 

21  yrs. 

22 

14,500 

* Pathologic  report.  No  other  pathology  found  to  account  for  symptomatology. 


is  discomfort  on  voiding  or  bowel  evacua- 
tion. The  local  inflammatory  process 
may  produce  diarrhea  by  virtue  of  its 
irritation;  or  because  of  the  pain,  there 
may  be  constipation  or  urinary  retention. 
At  times,  because  of  its  additional  mo- 
bility in  childhood,  the  appendix  may 
extend  behind  the  cecum  and  cause  con- 
fusion with  renal  infections.3 

Our  second  group  represents  those  cases 
in  which  nonsurgical  conditions  present 
findings  pointing  to  the  presence  of  an 
acute  surgical  abdomen.  Comboe4 5 6 7  has 
classified  medical  conditions  which  pro- 
duce abdominal  pain,  as  follows: 

1.  Metabolic 

(a)  Diabetic  acidosis 

(b)  Tetany 

2.  Cardiovascular 

(a)  Referred  pain  from  heart  (angina,  coronary 

occlusion,  and  pericarditis) 

(b)  Embolism  and  thrombosis  (mesenteric  occlu- 

sion, subacute  bacterial  endocarditis,  poly- 
eythema) 

(c)  Intra-abdominal  arterial  disease  (periarteritis 

nodosum,  aneurism) 

3.  Hematologic 

(a)  Hemolytic  icterus 

(b)  Purpura  (Osier’s  and  Henoch’s) 

(c)  Sickle  cell  anemia 

(d)  Splenic  enlargements  (Leukemia,  Banti’s,  etc.) 

4.  Infection 

(a)  Occasionally  at  onset  of  acute  infections  (in- 

fluenza, typhoid,  polio,  malaria,  acute  ton- 
sillitis) 

(b)  Dysentery  (amebic  and  bacillary) 

(c)  Rheumatic  peritonitis 

(d)  Tabetic  crises 

5.  Gastrointestinal 

(a)  Cholangitis 

(b)  Acute  gastroenteritis 

(c)  Pylorospasm 

(d)  Intestinal  parasites 

6.  Genitourinary 

(a)  Dietl’s  crises 

(b)  Pyelitis 

(c)  Distended  urinary  bladder 

7.  Pulmonary 

(a)  Pleurisy 

(b)  Pneumonia  in  children 


8.  Abdominal  wall  disorders 

(a)  Early  herpes  zoster 

(b)  Intercostal  neuralgia 

(c)  Trichiniasis 

(d)  Trauma 

9.  Hysteria  and  malingering 

This  group  constituted  by  far  the 
largest  of  our  atypical  groups  (63  per 
cent).  There  were  150  cases  which  fell 
into  this  group  in  145  of  which  the  diag- 
nosis of  acute  appendicitis  was  made 
preoperatively.  It  is  interesting  to  note 
that  in  the  722  cases  diagnosed  as  acute 
appendicitis,  145,  or  20  per  cent,  were 
misdiagnosed  and  were  due  to  non- 
surgical conditions. 

Table  3 is  an  analysis  of  those  cases 
in  this  group  that  were  diagnosed  pre- 
operatively as  acute  appendicitis.  Com- 
parison is  also  made  with  our  cases  of 
pathologically  acute  appendicitis. 

To  recapitulate:  In  109,  or  75  per 

cent  of  the  145  cases  in  Group  II,  no 
medical  or  surgical  condition  could  be 
found  to  account  for  the  symptomatology. 
Our  comparison  of  these  cases  with  those 
of  pathologically  acute  appendicitis  re- 
veals the  following  facts:  (1)  abdominal 

spasticity  and  rigidity  were  completely 
absent  in  76  per  cent  of  cases  reported  as 
fibrosis  appendix,  as  compared  with  only 
5 per  cent  in  true  acute  appendicitis; 
(2)  seventy-three  per  cent  of  the  cases  of 
fibrosis  appendix  occurred  in  females, 
whereas  only  42  per  cent  of  true  acute 
appendicitis  occurred  in  females;  (3) 
the  average  white  blood  count  was  10,200, 
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as  compared  with  14,500  in  true  acute 
appendicitis.  Because  of  the  predomi- 
nance of  this  syndrome  of  abdominal  pain 
and  history  suggestive  of  appendicitis  in 
females  and  its  resemblance  to  those 
cases  in  which  cystic  ovaries  were  found, 
we  would  have  liked  to  study  further  the 
time  of  onset  of  the  attack  as  related  to 
the  menstrual  cycle,  since  we  believe  that 
some  connection  may  exist.  However, 
we  found  the  charts  inadequate  for  such 
a survey. 

Table  4 (A,  B,  and  C)  completes  the 
analysis  of  this  group  of  cases  diagnosed 
preoperatively  as  cholecystitis,  ectopic 
pregnancy,  twisted  ovarian  cyst,  etc., 
indicating  in  each  instance  that  the 
operative  findings  were  other  than  surgi- 
cal. 

Several  of  the  more  interesting  cases 
in  Group  II  of  the  atypical  classification 
will  now  be  presented : 

Case  1. — That  of  a 7-year-old  school  girl 
(Hosp.  No.  24273),  who  was  first  admitted  to 
Trinity  Hospital  on  October  23,  1936,  complain- 
ing of  pain  in  the  abdomen  and  vomiting  of  one 
day’s  duration.  There  was  no  history  of  pre- 
vious similar  episodes.  Temperature  on  ad- 
mission was  100.4  F.,  pulse  118,  respirations  20, 
and  examination  revealed  a soft  abdomen  with 
no  tenderness  or  rigidity.  Routine  urine  exami- 
nation showed  many  clumped  pus  cells.  Total 
white  count  was  6,400  with  64  per  cent  poly- 
morphonuclears.  The  symptoms  subsided  and 
the  child  was  discharged  after  eight  days,  with 
the  diagnosis  of  acute  gastroenteritis  as  the 
principal  disease  and  pyelocystitis  as  an  asso- 
ciated condition.  On  August  28,  1937,  ten 
months  later,  patient  was  readmitted,  this  time 
giving  a history  of  sudden  vomiting  occurring 
four  days  prior  to  admission.  Pain  was  local- 
ized to  the  mid  and  lower  abdomen,  most  severe 
in  the  right  lower  quadrant.  During  the  four 
days  prior  to  admission  there  was  one  complete 
remission  of  symptoms  for  about  twenty-four 
hours.  On  the  day  prior  to  admission,  the 
abdominal  pain,  nausea,  and  vomiting  recurred. 
Patient  was  hospitalized.  On  admission,  the 
abdomen  was  soft.  There  was  no  tenderness  or 
masses.  The  symptoms  subsided.  Three  days 
following  admission,  patient  had  another  episode, 
and  this  time  tenderness  and  spasticity  in  the 
right  lower  quadrant  and  right  rectal  tenderness 
were  found.  Symptoms  again  subsided  within 
twenty-four  hours.  However,  four  days  later 


TABLE  4 


(A)  Two  cases  in  which  a preoperative  diagnosis  of 
cholecystitis  was  made  and  cholecystectomy  planned: 
Operative  Findings: 

1.  A normal  gallbladder.  No  intra-abdominal  pathol- 

ogy found 

2.  A normal  gallbladder  with  hypertrophic  cirrhosis  of 

the  liver 

(B)  Two  preoperative  hysterectomies — one  for  fi- 
broids, the  other  for  twisted  ovarian  cyst: 

Operative  Findings: 

1.  Endometrial  hyperplasia  without  fibroids 

2.  4 months  gravid  uterus 

(C)  One  salpingectomy  for  preoperative  ectopic 
pregnancy: 

Operative  Findings: 

Corpus  luteum  cyst 


there  was  another  recurrence,  with  the  nurse 
noting  at  this  time  the  presence  of  bloody  stools 
A definite  fullness  was  felt  in  the  right  abdomen 
at  the  level  of  the  umbilicus.  With  each  episode 
of  abdominal  pain,  child’s  temperature  rose  to 
101  F.  to  102  F.  Two  blood  counts  taken  during 
these  episodes  revealed  total  white  counts  of 
10,500  and  11,300  with  80  per  cent  and  81  per 
cent  polymorphonuclears.  Urine  examination 
on  both  occasions  was  negative.  It  was  felt, 
because  of  the  bloody  stools,  abdominal  mass, 
and  vomiting,  that  the  patient  had  a partial 
intussusception.  Laparotomy  was  performed 
and  no  intra-abdominal  pathology  could  be 
found  to  account  for  the  symptomatology. 
Appendectomy  was  performed,  however,  from 
which  the  child  made  an  uneventful  recovery. 
She  was  discharged  on  September  19,  only  to  be 
admitted  again  for  the  third  time  five  days 
later,  complaining  of  abdominal  pain,  nausea, 
and  vomiting.  However,  in  addition,  patient 
also  complained  of  right  lumbar  pain  at  this 
time.  Examination  of  the  abdomen  revealed  it 
to  be  soft,  with  marked  tenderness  in  the  right 
lower  quadrant  and  a positive  right  Murphy. 
Catheterized  urine  examination  showed  many 
w.b.c.’s  in  clumps  and  many  r.b.c.’s.  A retro- 
grade pyelogram  revealed  a stricture  of  the  right 
ureter  at  its  point  of  entrance  into  the  bladder, 
a right  hydroureter,  and  hydronephrosis.  The 
stricture  was  dilated  and  the  patient’s  symptoms 
subsided. 

Laparotomy  in  this  case,  we  feel,  was 
perfectly  justified.  The  most  important 
condition  to  be  borne  in  mind  when  a 
child  is  seized  with  an  acute  attack  of 
abdominal  pain,  is  intussusception,  be- 
cause a twenty-four-hour  delay  in  the 
diagnosis  means  death.5  The  severe 
abdominal  pain,  the  report  of  blood  in 
the  stools,  the  palpable  mass,  all  pointed 
to  an  intussusception.  According  to 
Bier,6  abdominal  symptoms  due  to  disease 
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of  the  urogenital  tract  are  not  uncommon. 
Likewise,  hydronephrosis  in  childhood  is 
not  a rarity.  Kretchmer7  reviewed  101 
cases  at  Presbyterian  Hospital  in  Chicago 
and  found  hydronephrosis  to  be  a far 
more  common  cause  of  serious  genito- 
urinary disease  in  children  than  tubercu- 
losis, tumor,  or  stone.  He  observes  that 
a history  of  recurrent  pyelitis  or  chronic 
pyuria  is  very  suggestive  and  should  be 
followed  by  pyelo graphic  studies.  As 
regards  the  absence  of  pyuria  in  this  case, 
since  the  specimens  of  urine  were  taken 
during  the  stages  of  acute  pain,  it  is 
probable  that  at  these  occasions  the  right 
ureter  was  completely  occluded. 

Case  2. — That  of  a 15-year-old  female  (Hosp. 
No.  24432)  admitted  on  September  13,  1937, 
with  a history  of  generalized  abdominal  pain 
localized  in  the  right  lower  quadrant,  nausea, 
and  vomiting  of  four  days’  duration.  On  the 
day  prior  to  admission,  the  pain  also  radiated 
down  over  the  right  inguinal  region  into  the 
upper  one-third  of  the  anterior  aspect  of  the 
right  thigh.  On  admission,  the  temperature 
was  101  F.,  pulse  90,  respirations  22.  Examina- 
tion of  the  abdomen  revealed  tenderness  over 
McBurney’s  point,  with  spasticity  and  rigidity 
confined  to  the  right  lower  quadrant.  White 
blood  count  was  9,800,  polymorphonuclears  80 
per  cent.  A diagnosis  of  acute  appendicitis  was 
made,  and  in  view  of  the  abdominal  findings, 
laparotomy  was  performed  at  3 a.m.  The 
appendix,  uterus,  and  adnexa  were  found  to  be 
normal,  but  the  urinary  bladder  was  markedly 
distended.  Subsequent  history  revealed  that  the 
patient  had  been  to  a social  function  four  days 
prior  to  admission  and  had  not  voided  for  a good 
number  of  hours.  Preoperatively,  patient  passed 
about  two  ounces  of  urine  with  great  difficulty. 

Most  of  us  are  aware  that  a distended 
bladder  can  give  signs  simulating  a 
surgical  abdomen,  but  few  of  us  consider 
it  when  examining  a patient.  We  would 
like,  therefore,  to  emphasize  the  impor- 
tance, when  examining  a patient  sus- 
pected of  having  a surgical  abdomen,  of  a 
complete  genitourinary  history,  referring 
not  only  to  the  classic  symptomatology 
referable  to  that  tract,  but  also  to  the 
time  of  last  voiding;  and  secondly,  the 
use  of  that  much-neglected  procedure  in 
physical  diagnosis,  namely,  percussion  of 
the  bladder. 


Case  3. — In  this  group  is  a 15-year-old  school 
boy  (Hosp.  No.  16553),  who  was  admitted  on  Feb- 
ruary 28,  1935,  with  a history  of  pain  in  the  ab- 
domen and  vomiting  of  four  days’  duration. 
The  pain  increased  in  severity,  and  on  the 
morning  of  admission  localized  to  the  right 
lower  quadrant.  On  admission,  the  tempera- 
ture was  99.8  F.,  pulse  92,  respirations  26. 
Examination  of  the  abdomen  revealed  tender- 
ness, spasticity,  and  rebound  tenderness  in  the 
right  lower  quadrant.  Rectal  examination  like- 
wise revealed  right-sided  tenderness.  Total 
white  count  was  13,800  with  76  per  cent  poly- 
morphonuclears. The  diagnosis  of  acute  ap- 
pendicitis was  made  and  laparotomy  was  per- 
formed on  the  same  day,  but  no  intra-abdominal 
pathology  was  found.  Six  days  following  lapa- 
rotomy, purpuric  spots  on  the  back,  neck,  and 
over  all  pressure  points  of  the  skin  were  noted. 
The  following  day  there  was  a recurrence  of 
abdominal  pain ; patient  vomited  a large  amount 
of  bloody  fluid  and  passed  tarry  stools.  Obvi- 
ously, then,  the  case  was  one  of  Osier’s  visceral 
disease.  With  the  administration  of  snake 
venom,  all  of  the  symptoms  subsided. 

This  is  1 of  3 cases  of  Osier’s  visceral 
disease  found  in  our  survey,  in  which  a 
diagnosis  of  acute  appendicitis  was  made 
and  laparotomy  performed.  Osier  in 
1904  was  the  first  to  emphasize  “the 
surgical  importance  of  the  visceral  crises 
in  the  erythema  group  of  skin  diseases.”8 
It  is  now  well  known  that  Osier’s  visceral 
disease  is  often  ushered  in  with  abdominal 
symptoms,  and  that  frequently  these 
cases  are  suspected,  with  every  reason,  to 
be  acute  surgical  conditions.  Unneces- 
sary laparotomies  are  often  performed. 
At  operation,  petechiae  may  or  may  not 
be  found  in  the  intestinal  wall.  At  times 
larger  hemorrhages  are  found  infiltrating 
the  intestinal  wall  for  several  inches,  and 
may  lead  to  intussusception.  Severe 
ovarian  hemorrhages  have  been  reported.9 

Case  4. — That  of  a 31-year-old  female  (Hosp. 
No.  23357)  admitted  May  10,  1937,  complaining 
of  pain  on  the  right  side  of  the  abdomen.  Her 
illness  dated  back  three  years,  during  which  time 
she  had  had  repeated  attacks  of  nonradiating 
sharp  pain  in  the  right  lower  quadrant.  She  had 
been  under  observation  at  the  Greenpoint  Hos- 
pital O.P.D.,  where  a laparotomy  had  been  ad- 
vised. Periods  were  regular  up  to  the  time  of 
admission.  A.Z.  test  taken  one  week  prior  to 
admission  was  said  to  have  been  negative. 
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Table  5. — Analysis  of  Group  III — 11  Cases 


Preoperative  Diagnosis 

1 case  of  intestinal  obstruction  due  to  adhesions 
1 case  of  gallbladder  disease 

1 case  of  appendicitis 

2 cases  of  appendicitis 

1 exploratory  laparotomy 
1 exploratory  laparotomy 
1 case  of  ovarian  cyst 
1 case  of  appendicitis 
1 case  of  gallbladder  disease 
1 case  of  generalized  peritonitis 


Pathology  Found 
Dermoid  cyst  of  the  mesentery 
Carbuncle  of  kidney 

Peritonitis  of  undetermined  etiology,  with  splenomegaly 

Perforated  malignancies  of  colon 

Dermoid  cyst  of  an  ovary 

Retroperitoneal  sarcoma 

Adenocarcinoma  of  ovary 

Retroperitoneal  abscess  of  undetermined  etiology 
Echinococcus  cyst  of  liver 

Perforated  Meckel’s  diverticulum  (case  reported  in  this  paper) 


Marital  history  revealed  two  miscarriages;  no 
children.  On  examination  of  the  abdomen,  a 
large  mass  was  found  low  in  the  mid-line,  soft 
throughout,  freely  movable,  and  about  the  size 
of  a large  grapefruit.  On  vaginal  examination, 
the  cervix  was  found  to  be  firm  and  small  and  the 
above-mentioned  mass  was  again  outlined.  The 
diagnosis  of  ovarian  cyst  was  made  and  at 
operation  a four-month  gravid  uterus  was 
found. 

The  differential  diagnosis  between  a 
large  ovarian  cyst  and  a gravid  uterus  is 
often  a difficult  one  and  frequently  must 
be  based  entirely  on  the  history  obtained 
from  the  patient  and  the  results  of  the 
A.Z.  test.  In  this  particular  case  the 
reliability  of  neither  was  ascertained. 

The  final  group  to  be  considered  in  the 
discussion  of  the  atypical  abdomen  is 
that  in  which  the  diagnosis  is  difficult 
because  of  the  rarity  of  the  pathologic 
state.  Of  the  1,000  cases  reviewed,  only 
11  were  found  to  fall  into  this  group. 
(They  are  charted  in  Table  5.) 

Case  1. — -The  first  case  to  be  presented  in  this 
group  is  one  which  represents  a pathologic  state 
probably  not  as  rare  as  commonly  believed.  It 
is  that  of  a 76-year-old  obese  female  (Hosp.  No. 
21984),  who  was  admitted  with  a history  of  pain 
in  the  right  lower  quadrant  of  forty-eight  hours’ 
duration.  She  had  vomited  several  times. 
The  past  history  relative  to  gastrointestinal 
complaints  was  negative.  On  admission,  the 
temperature  was  103  F.,  pulse  76,  respirations  24. 
The  abdomen  was  obese  and  distended,  with 
marked  tenderness  in  the  right  lower  quadrant. 
There  were  no  masses  palpable,  and  rectal  ex- 
amination was  negative.  Total  white  blood 
count  was  25,000,  with  85  per  cent  polymorpho- 
nuclears.  The  surgeon’s  impression  at  this  time 
was  that  the  diagnosis  lay  between  a degenerat- 
ing neoplasm  and  an  acute  appendicitis.  After 
sixteen  hours’  observation,  the  abdomen  became 
markedly  distended  with  exquisite  tenderness, 
muscle  spasm,  and  rigidity  over  the  right  lower 


quadrant.  Laparotomy  was  performed  with  the 
preoperative  diagnosis  of  acute  appendicitis  with 
localized  peritonitis.  Generalized  peritonitis 
thought  to  be  due  to  appendiceal  perforation  was 
found.  Postmortem  examination  revealed  a 
perforated  adenocarcinoma  of  the  ascending 
colon. 

The  above  case  represents  1 of  2 in 
which  a perforated  malignancy  simulated 
an  acute  appendicitis.  It  is  important  to 
note  that  in  older  individuals  the  possi- 
bility of  malignancy  must  always  be  borne 
in  mind,  whether  the  presenting  symptoms 
be  acute  or  chronic.  In  neither  of  these 
2 cases  was  there  any  past  history  sug- 
gestive of  gastrointestinal  pathology. 
In  our  survey  we  found  only  2 cases  of 
true  acute  appendicitis  in  individuals 
over  the  age  of  60,  so  that  the  relative 
incidence  of  perforated  malignancy  as 
compared  with  true  appendicitis  is 
similar. 

Case  2. — A female,  aged  9 (Hosp.  No.  24612), 
entered  the  hospital  on  October  2,  1937,  com- 
plaining of  left-sided  abdominal  pain  in  the 
lower  quadrant,  vomiting,  and  constipation — all 
of  five  days’  duration.  On  admission,  there  was 
a moderate  degree  of  abdominal  distention  with 
tenderness  and  spasticity  in  the  left  lower  quad- 
rant. For  the  first  three  days  following  admis- 
sion, TPR  were  within  normal  limits  and  the 
abdominal  symptoms  subsided,  although  no 
intestinal  evacuation  occurred.  An  intestinal 
obstruction  was  ruled  out  because  of  the  gradu- 
ally subsiding  distention,  the  absence  of  vomit- 
ing, and  the  discharge  of  flatus.  During  the 
following  six  days,  no  vomiting  occurred,  but  the 
abdominal  distention  increased,  tenderness  in  the 
left  lower  quadrant  persisted,  and  rectal  examina- 
tion now  showed  marked  tenderness  in  the  right 
iliac  fossa.  Repeated  enemas  yielded  poor  re- 
turns. A Von  Pirquet  tuberculin  test  gave  a 
strongly  positive  reaction;  and  in  view  of  the 
fact  that  the  father  had  died  of  tuberculosis, 
tuberculous  peritonitis  was  suspected.  Eight 
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Fig.  1.  Portion  of  ileum  with  a Meckel’s  diverticulum  showing  a large  perforation  at  its 

base.  From  case  reported. 


days  after  admission,  tenderness  was  noted  over 
the  left  kidney  posteriorly;  urine  showed  occa- 
sional coarse  granular  casts,  few  clumps  of 
w.b.c.’s,  and  many  r.b.c.’s.  On  the  tenth  day, 
temperature  rose  to  101.8  F.,  pulse  140,  and  re- 
mained elevated.  The  abdominal  distention  in- 
creased. On  the  fourteenth  day,  the  child  began 
to  vomit  large  quantities  of  greenish  fluid,  the 
abdomen  was  tense  and  tender;  no  flatus  was 
passed.  With  the  thought  of  an  intestinal  ob- 
struction being  present,  laparotomy  was  ordered, 
but  because  the  patient  was  a very  poor  risk,  and 
because  of  a last-minute  evacuation  of  flatus, 
operation  was  postponed.  On  the  following  day, 
there  was  generalized  abdominal  pain,  marked 
distention  and  spasticity  throughout  the  entire 
abdomen,  and  tenderness  in  the  right  flank. 
The  picture  was  definitely  now  one  of  generalized 
peritonitis  with  paralytic  ileus.  Following  a 
transfusion,  the  abdomen  was  opened  with  the 
purpose  of  performing  a cecostomy,  and  a muco- 
purulent fecal  fluid  was  seen  in  the  right  lumbar 
gutter.  Drains  were  inserted  and  the  abdomen 
closed  without  exploration  because  of  the  pa- 


tient’s poor  condition.  Exitus  occurred  twenty- 
four  hours  following  laparotomy,  and  postmortem 
examination  revealed  a perforated  Meckel’s 
diverticulum  and  a generalized  peritonitis. 

Although  diverticula  of  the  lower  end 
of  the  ileum  had  been  previously  de- 
scribed, Meckel  in  1812  was  the  first  to 
show  that  it  represented  a remnant  of 
the  vitelline  duct  which  connects  the 
yolk  sac  and  midgut  in  early  fetal  life. 
Normally,  this  duct  atrophies,  leaving 
no  sign  of  its  attachment  to  the  bowel. 
However,  in  approximately  2 per  cent  of 
individuals  its  disappearance  is  incom- 
plete and  the  character  of  the  persistent 
structure  will  vary  with  the  degree  of 
obliteration  and  atrophy.  Thus,  there 
can  be  present  an  umbilical  fistula,  an 
umbilical  mucous  sinus,  a fibrous  cord 
between  umbilicus  and  intestine,  a 
Meckel’s  diverticulum,  an  intraab- 
dominal cyst,  or  an  umbilical  polyp. 
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The  diverticulum  is  generally  found 
within  the  terminal  four  feet  of  the  ileum 
and,  in  82  per  cent  of  the  cases,  springs 
from  the  antimesenteric  border  of  the 
gut.  It  may  be  lined  with  intestinal 
mucosa,  duodenal  mucosa,  gastric  mucosa, 
and  pancreatic  tissue,  or  any  combina- 
tion of  these  elements.10 

Although  anatomists  and  pathologists, 
e.g.,  Cunningham,  Adami,  and  Kauff- 
man, report  the  incidence  of  Meckel’s 
diverticulum  as  little  over  2 per  cent,  it  is 
seldom  encountered  in  surgical  clinics. 
McGlennon11  reports  3 in  1,400 
laparotomies,  and  Balfour12  reports  15 
in  10,000  laparotomies;  therefore,  al- 
though it  is  a relatively  frequent  con- 
genital anomaly,  it  is  not  important  as  a 
cause  of  disease;  and  its  routine  removal, 
if  found  during  laparotomy  for  some 
other  pathologic  condition,  is  not  ad- 
visable. 

Although  it  does  not  commonly  do  so, 
Meckel’s  diverticulum  can  produce  a 
variety  of  pathologic  states.  From  the 
mechanical  standpoint,  fecal  impaction 
can  occur,13  the  diverticulum  may  be- 
come incarcerated  in  a hernial  sac,14  a 
stricture  may  form  above  the  diver- 
ticulum, or  intestinal  obstruction  may  be 
produced  (a)  by  bowel  being  caught 
under  the  fibrous  cord;  (b)  torsion  or 
volvulus  around  the  diverticulum;  (c) 
diverticulum  wrapped  around  intestine; 
(d)  intussusception  with  the  diverticulum 
as  a starting  point.13-15 

Meckel’s  diverticulum  is  subject  to  the 
same  inflammatory  processes  as  the 
appendix,  e.g.,  catarrhal,  gangrenous,  per- 
forative, etc.  The  symptoms  are  those 
of  appendicitis,  pain  being  localized  just  to 
the  right  or  left  of  the  umbilicus.  Wolf  son 
and  Kaufman16  report  4 cases  of  acute 
inflammation  of  Meckel’s  diverticulum 
which  they  observed  in  a period  of 
seven  months.  They  emphasize  as  diag- 
nostic features  that  the  course  resembles 
an  acute  inflammatory  or  perforative 
lesion  of  a hollow  viscus  plus  partial 
obstruction  of  the  bowel.  Distention 
appears  early  and  is  out  of  proportion  to 
the  tenderness  and  rigidity  as  compared 


with  other  instances  of  early  peri- 
tonitis. 

As  previously  mentioned,  gastric  mu- 
cosa is  frequently  found  in  the  lining  of  a 
Meckel’s  diverticulum,  and  is  active  in 
the  production  of  both  pepsin  and  HCL.10 
As  would  be  suspected  from  this,  pene- 
trating, perforating,  and  bleeding  peptic 
ulcers  may  occur.17* 18- 19- 20* 21- 22 

Summary 

One  thousand  consecutive  laparotomies 
have  been  reviewed,  the  atypical  surgical 
abdomen  defined  and  classified  into 
three  groups : 

1.  Common  surgical  conditions  with 
atypical  signs  and  symptoms. 

2.  Nonsurgical  conditions  which  simu- 
late the  surgical  abdomen. 

3.  Rare  pathologic  states. 

Group  II  contained  the  largest  per- 
centage of  atypical  cases,  the  greatest 
offender  being  the  mistaken  diagnosis  of 
acute  appendicitis. 

Various  cases  exemplifying  each  group 
have  been  reported  and  briefly  dis- 
cussed. 
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USE  OF  FLASK  AS  A SIMPLE  AID  TO  TACTILE  FREMITUS 


Nathaniel  E.  Reich,  M.D.,  Brooklyn,  New  York 

{Service  of  Dr.  C.  H.  Greene,  Kings  County  Hospital;  Dr.  J.  Hamilton  Crawford,  Director  of  Long 

Island  College  of  Medicine  Division) 


The  interpretation  of  fremitus  vibra- 
tions to  the  fingers  or  hands  during 
the  act  of  talking  has  been  on  occasion  a 
more  or  less  nebulous  sign  with  a wide 
range  of  meaning.  Unless  the  pathology 
is  sufficiently  extensive,  tactile  fremitus  is 
frequently  a misleading  sign  because  of 
the  failure  of  a wide  area  of  tactile  sense 
of  the  hands,  as  is  ordinarily  applied,  to 
properly  localize  small  lesions  or  extensive 
early  ones. 

An  effort  was  made  to  find  some  simple 
method  to  give  the  physical  sign  of  tactile 
fremitus  added  significance  by  an  ability 
to  localize  a small  area  more  accurately, 
or  to  magnify  the  intensity  of  vibrations, 
especially  in  incipient  lesions. 

Just  as  the  stethoscope  has  been  an  im- 
provement over  direct  auscultation  with 
the  ear,  so  was  a modality  sought  to  in- 
crease and  localize  tactile  fremitus,  if 
possible,  especially  for  those  who  have 
always  had  some  difficulty  in  eliciting  this 
sign. 

After  experimentation  with  various  con- 
tainers, a 100  cc.  Erlenmeyer  flask  was 
found  to  convey  the  vocal  vibrations  from 
the  chest  wall  to  the  hand  in  a most  satis- 
factory manner.  This  was  found  to  be 
especially  suitable  because  of  the  thinness 
of  the  glass,  the  smooth,  small  localizing 
mouth  flaring  out  at  the  base  to  cover  a 
large  area  of  palmar  tactile  endings.  Less 
satisfactory  was  a 75- watt  electric  light 
bulb.  They  are  easily  available  and  inex- 
pensive. 

The  flask  or  bulb  is  applied  lightly  to 
the  various  regions  of  the  chest  wall  with 
gentle  pressure  on  the  base  with  the  open 
palm,  ulnar  side  of  the  hand,  or  fingertips 
(Fig.  1),  with  the  patient  repeating  a short 
phrase  of  words  or  numbers.  The  usual 
variations  exist,  of  course,  in  that  the  right 
apex  is  increased  over  the  left,  vibrations 
of  adults  are  stronger  than  those  of  chil- 


Fig.  1.  Method  of  applying  flask  to  chest  in 
tactile  fremitus. 


dren,  thin  chests  transmit  better  than  fat 
or  muscular  walls,  and  male  chests  are 
increased  over  female  chests.  As  Cabot 
points  out,  comparatively  less  fremitus  is 
to  be  palpated  over  the  scapulas  in  back 
and  still  less  over  the  precordium.  It  is 
increased  in  the  upper  part  of  the  chest 
over  the  lower  part  and  slightly  more  ac- 
centuated throughout  the  right  chest  than 
in  corresponding  parts  of  the  left  chest. 
The  amount  of  fremitus  is  relatively  in- 
creased in  emaciated  patients  or  in  those 
with  flexible  chests. 

Increase  or  decrease  of  tactile  fremitus 
in  pathologic  conditions  also  has  the  same 
interpretation  as  that  done  with  the  hands 
only. 

The  use  of  a glass  container,  such  as  an 
Erlenmeyer  flask,  is  presented  as  a simple 
aid  to  tactile  fremitus  that  can  prove 
useful  in  helping  to  localize  small  or  early 
lesions  of  the  lungs. 
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THE  PROBLEM  OF  THE  AFTERCOMING  HEAD  IN 
OBSTETRICS 

Robert  J.  Lowrie,  M.D.,  F.A.C.S.,  New  York  City 


This  paper  will  not  deal  with  the 
theory  of  breech  presentation  nor  the 
indications  for  breech  or  version  de- 
livery. It  presupposes  that — for  what- 
ever reason — there  is  an  aftercoming  head. 
While  the  subject  matter  will  be  confined 
chiefly  to  technic,  some  consideration  will 
be  given  to  the  prediction  of,  and  methods 
of  attempting  to  prevent,  certain  bad 
results  commonly  observed.  The  writer 
has  long  felt  that  in  some  of  the  obstetric 
textbooks  of  common  usage  sufficient 
emphasis  is  not  placed  upon  certain  vital 
points  which  make  up  the  material  of  this 
article. 

It  is  reasonable  to  presume  that  a 
multipara,  having  had  relatively  un- 
eventful deliveries  of  head  presentations, 
will  probably  have  good  results  in  another 
vertex  case.  This  is  not  so  liable  to  hold 
true  in  a subsequent  delivery  which 
eventuates  in  an  aftercoming  head.  The 
writer  has  in  mind  2 fetal  deaths  which 
exemplify  this  sequence  of  events.  In  one 
of  these,  a breech  presentation,  the  body 
and  arms  precipitated.  In  the  other,  a 
vertex  presentation,  a very  simple  version 
was  done  at  full  dilatation  after  an  easy 
labor.  Hence,  the  obstetrician  should 
not  be  misled  by  parity,  nor  by  the 
smoothness  of  events  immediately  pre- 
ceding the  main  issue. 

The  aftercoming  head  is  more  liable 
to  give  trouble  in  induced  labor,  es- 
pecially that  brought  on  by  bag,  bougie, 
etc. 

In  version  for  abnormal  position  or 
presentation,  especially  transverse  pres- 
entation, the  delivery  of  the  head  often 
constitutes  a real  hazard.  Here  again, 
in  a multipara,  the  history  of  uneventful 
parity  may  belie  the  real  situation.  The 
writer  vividly  recalls  performing  version 
for  transverse  presentation  in  a para 
four  who  had  an  ample  pelvis  and  had 


had  three  spontaneous,  easy  deliveries. 
Though  the  conditions  for  such  a type  of 
delivery  would  seem  ideal — full  dilatation 
of  cervix;  short,  easy  labor;  soft  uterus 
and  membranes  intact — the  cervix  be- 
came a real  problem  at  the  end,  with  re- 
sulting fetal  death. 

The  aftercoming  head  in  a macerated 
fetus,  especially  if  premature,  is  a poten- 
tial and  often  a real  menace.  The  cervix 
tends  to  “collar”  about  the  head  like  a 
tight,  unyielding  band,  regardless  of  how 
spontaneous  and  easy  the  delivery  may 
have  been  up  to  this  point.  In  spite  of 
the  fact  that  here  there  is  no  occasion  for 
haste,  one  sometimes  sees  the  medical 
attendant  engaging  in  a series  of  violent 
and  purposeless  tractions.  Additional 
burlesque  is  furnished  when  he  suddenly 
finds  himself  sitting  on  the  floor  with  the 
torso  in  his  lap,  but  the  elusive  head  still 
in  utero.  After  this  debacle  he  is  more 
willing  to  believe  that  “It  can  happen 
here.” 

Obstruction  in  the  funnel  and  android 
pelvis  is  a factor.  Relative  lengthening 
of  the  A-P  diameter  in  the  anthropoid 
and  of  the  transverse  in  the  platypelloid 
type  must  be  borne  in  mind. 

Nowhere  in  the  obstetric  field  is  ade- 
quate training  needed  more  than  in  the 
conduct  of  a breech  or  version  delivery. 
Notwithstanding  this,  we  still  see  the 
novice  scrubbed  up — and  alone — on  a 
breech  presentation. 

Also,  nowhere  in  the  obstetric  field  is 
preparedness  of  more  importance  than 
in  a delivery  where  the  head  comes  last. 
The  obstetrician  must  not  wait  until 
the  head  is  caught  before  he  calls  the 
intern  out  of  bed  to  help,  or  asks  the 
nurse  to  find  the  forceps.  In  breech  or 
version  delivery,  it  should  be  an  absolute 
rule  that  no  matter  how  simple  the  pro- 
cedure may  seem,  the  full  quota  of  as- 
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sistants  and  equipment  be  ready  for  al- 
most any  emergency  before  the  case  is 
started. 

The  accoucheur  in  breech  or  version 
delivery  should  always  have  an  assistant 
scrubbed  up  with  him.  His  willingness 
to  do  exactly  as  he  is  told  is  most  de- 
sirable. 

Gas-ether  anesthesia  is  to  be  preferred ; 
if  not  available,  then  straight  ether  by 
cone.  The  main  point  is  to  see  that  the 
patient  is  under  surgical  anesthesia  dur- 
ing the  time  the  head  is  being  delivered. 
In  case  of  dystocia  due  to  tonic  uterus, 
contraction  ring,  or  a poorly  dilated 
cervix,  then  l/ i0o  gr.  of  atropine  and  often 
V4  gr.  of  morphine  should  be  given,  and 
the  patient  kept  under  deep  ether  for 
about  ten  minutes  before  starting  the 
breech  extraction  or  version.  In  some  of 
these  cases  spinal  anesthesia  should  be 
seriously  considered. 

The  position  of  the  parturient  on  the 
delivery  table  is  a matter  which  often 
receives  too  little  consideration.  The 
buttocks  should  be  at  the  very  edge  of  the 
table,  maintained  there  by  shoulder 
braces,  with  the  legs  up  in  stirrups. 
Sometimes  a difficult  delivery  of  the  head 
is  facilitated  by  the  nurses  releasing  the 
stirrups  and  extending  the  thighs  a time 
or  two  during  the  extraction. 

The  bladder  must  be  emptied  by 
catheter  by  the  operator  or  assistant, 
after  scrubbing  up.  This  is  best  done 
by  using  a firm,  large-sized,  male  catheter 
and  pressing  behind  the  pubis  as  the  tip 
of  the  catheter  explores  different  regions 
of  the  organ. 

In  the  primipara  and  in  the  parous 
woman  where  there  is  doubt  about 
sufficient  room,  it  should  be  routine  to  do 
a lateral  or  mediolateral  episiotomy.  A 
real  objection  to  the  median  type  here  is 
that  if  it  extends — which  it  may  easily 
do  in  a difficult  extraction — you  have 
little  control  over  it,  and  a complete  tear 
may  result. 

If  the  cervix  promises  to  offer  obstruc- 
tion, then  more  dilatation  may  be  ob- 
tained by  doing  a careful  manual  manipu- 
lation. If  this  procedure  does  not  give 
adequate  room,  then  it  may,  though 


rarely,  be  advisable  to  perform  Diihrs- 
sen’s  incisions. 

The  operations  of  episiotomy  and  cervi- 
cotomy  should  not  be  postponed  until 
the  trunk  and  shoulders  are  out.  At 
this  time  it  may  be  difficult  to  get  proper 
exposure.  As  a consequence,  vital  struc- 
tures of  mother  or  child  may  be  irrepa- 
rably damaged. 

It  is  necessary  to  emphasize  the  need  of 
allowing  the  trunk  to  be  born  slowly  so 
that  the  birth  canal  may  get  maximum 
dilatation.  It  is  also  vital  that  by  the 
time  the  second  shoulder  is  delivered  the 
occiput  be  anterior.  (If  the  chin  is  behind 
the  symphysis,  the  head  must  be  de- 
livered as  such  by  the  Prague  maneuver.) 
When,  as  is  usual,  the  chin  is  posterior, 
the  operator  allows  the  body  of  the  child 
to  straddle  one  of  his  arms  while  the 
fingers  of  that  hand  are  placed  either  in 
the  mouth  or  over  the  face  and  forehead. 
The  other  hand  grips  the  back  of  the 
neck.  The  operator  then  pulls  outward, 
mainly  toward  the  floor.  One,  two,  or 
possibly  three  such  tractions  are  neces- 
sary to  flex  the  head  and  thus  allow  it  to 
enter  the  upper  birth  canal.  If  the  head 
is  still  not  in  the  upper  pelvis,  then  the 
operator  removes  the  hand  from  the  neck 
and  uses  it  to  exert  pressure  on  the  head 
behind  the  pubis  in  the  direction  of  the 
birth  canal.  This,  combined  with  body 
traction,  is  nearly  always  sufficient  to 
bring  the  head  into  the  pelvis.  Some- 
times, when  descent  is  tardy,  it  is  ad- 
visable and  necessary  for  the  assistant  to 
perform  the  suprapubic  pressure,  but 
always  with  the  specific  instruction  of  the 
operator.  Past  experience  of  the  operator 
will  determine  the  degree  of  traction  he 
may  safely  exert  on  the  neck;  and  this 
same  experience  will  help  him  to  discover 
the  oblique  diameter  which  the  head  can 
best  negotiate. 

During  these  manipulations  there  is 
always  the  danger  of  damage  to  the  neck, 
if  the  body  is  raised  much  above  the 
horizontal;  and  it  is  vital  to  control  the 
speed  of  descent  and  final  delivery  of  the 
head.  At  the  ischial  spines  there  is  a 
tendency  for  it  to  be  suddenly  released. 
At  the  very  end  it  may  “squirt  out”  with 
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such  force  as  to  endanger  the  rectal 
sphincter,  or  brain  of  the  child. 

After  the  head  is  in  the  pelvis,  and 
when  the  degree  of  traction  and  pressure 
necessary  would  seem  to  be  more  than 
can  be  safely  applied,  then  forceps  on  the 
head  are  definitely  indicated.  In  an 
emergency,  almost  any  of  the  ordinary 
obstetric  forceps  will  do.  However,  the 
Piper  instrument  is  preferable.  In  using 
forceps  to  complete  delivery,  the  opera- 
tor should  bear  in  mind  that  the  main 
force  of  traction  is  due  to  flexion  and  then 
extension. 

In  a certain  number  of  cases,  even  at  the 
end  of  a well-managed  labor,  there  still 
remains  a thick  rim  of  cervix.  If  the 
lower  uterine  segment  is  found  to  be 
relatively  normal,  then  one  or  both  legs 
may  be  brought  down  and  the  further 
passage  of  the  body  through  the  birth 
canal  used  to  give  sufficient  dilatation. 
Here,  if  the  patient  is  under  anesthesia, 
it  is  often  a good  plan  to  let  her  come  out 
and  “push”  with  the  pains  for  a while, 
thus  allowing  the  cervix  to  dilate  by  the 
natural  method. 

When  the  lower  uterine  segment  is 
definitely  tonic,  it  is  best — if  at  all  possi- 
ble— to  postpone  delivery  for  at  least 
three  or  four  hours  until  the  segment, 
cervix,  and  patient  have  had  a chance  to 
relax  under  l/m  gr.  of  atropine  and 
morphine  with  or  without  rectal  ether. 

If  nature  and  the  antispasmodic  medi- 
cation just  referred  to  have  failed,  then 
the  operator  is  faced  with  the  greatest 
emergency  procedure  in  obstetrics.  With 
the  patient  under  anesthesia,  as  noted 
above,  the  hand  is  inserted  into  the 
lower  uterine  segment.  By  gently  sweep- 
ing the  hand  about,  as  this  is  alternately 
opened  after  partial  closure,  more  room  is 
created. 

As  the  assistant  slowly  pulls  the  trunk 
through  the  vagina,  the  operator,  if 
possible,  may  reinsert  the  hand  and  so 
continue  this  “extra”  dilatation  of  lower 
segment  and  cervix  until  the  shoulders 
are  ready  for  delivery.  During  the  de- 
livery of  the  head,  flexion  and  traction 
are  best  obtained  when  the  lower  hand  is 
spread  over  the  head.  In  this  position 


the  hand  can  also  be  used  to  continue 
the  method  of  dilatation  just  alluded  to. 
While  it  is  usually  better  for  the  operator 
himself  to  furnish  the  suprapubic  pres- 
sure, he  may  require  the  help  of  the 
assistant.  The  maximum  effect  is  ob- 
tained when  the  assistant  stands  on  an 
ordinary  operating  room  raft  and  makes 
available,  if  necessary,  the  combined 
force  of  his  body  weight  and  back. 

In  a prolonged  and  tedious  extraction, 
the  operator  and  assistant  should  trade 
places  from  time  to  time  so  that  weary 
hands  may  be  rested  and  revived.  It  is 
well  to  remember  that  fatigue  pro- 
duces awkwardness,  inefficiency,  and  low 
morale;  and  some  of  these  may  court 
disaster. 

In  spite  of  the  skill  of  the  obstetricians 
there  will  still  be  a few  cases  where  the 
operator  is  forced  to  conclude  that  the 
amount  of  force  that  can  safely  be  em- 
ployed will  not  bring  the  head  into  the 
upper  pelvis.  He  may,  and  probably 
always  should,  try  the  forceps;  but  he 
will  often  find  that  insertion  of  the  second 
blade  requires  more  force  than  his  con- 
science will  permit  him  to  use.  At  this 
point,  the  sane  operator  will  realize  that 
even  if  the  baby  is  not  dead,  nothing  can 
save  it.  Therefore  he  will  sit  down  and 
rest,  for  there  is  no  rush.  Shortly,  he  can 
verify  lethal  exitus  of  the  fetus  and  then 
prepare  for  perforation  of  the  head. 

Occasionally,  we  may  still  witness  the 
horrible  spectacle  of  an  operator,  in  a 
state  of  panic,  pulling  desperately  in  an 
attempt  to  get  out  the  aftercoming  head. 
Such  a method  of  procedure  too  often 
leaves  in  its  wake,  not  only  a dead  baby, 
but  also  some  of  those  unwelcome  re- 
siduals— rupture  of  the  bladder,  complete 
tear,  or  separation  of  the  symphysis. 
The  well-trained  obstetrician  is  he  whose 
speed  is  determined  only  by  his  skill. 
From  the  outset  of  his  tussle  with  the 
aftercoming  head,  he  will  bear  in  mind 
that  if  he  cannot  save  this  baby  he  will 
send  home  from  the  hospital  a sound 
mother  who  can  subsequently  bear  a 
child  to  replace  the  one  lost. 

In  conclusion,  it  should  be  hardly 
necessary  to  mention  that  preventive 
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medicine — adequate  prenatal  care  and 
careful  observation  during  labor — will 
reduce  to  a minimum  the  accidents  to 


which  the  aftercoming  head  may  easily 
fall  heir. 


140  East  54th  Street 
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intensive  medication  premature  heterosexuality, 


To  the  Editor: 

Altho  I realize  that  letters  to  the  Editor  are 
seldom  found  in  the  State  Medical  Journal,  I can- 
not refrain  from  sending  you  this  brief  comment 
concerning  two  articles  that  appeared  in  the  May 
1 issue.  It  was  most  fascinating  to  find  in  dif- 
ferent parts  of  the  Journal  two  articles,  dealing 
with  the  same  subject  but  each  presenting  a 
completely  different  attitude  or  philosophy  of 
therapy.  On  page  875  we  find  an  article  by  Dr. 
Liss  entitled:  “Social  and  Asocial  Accompani- 
ments of  Intense  Hormone  Medication.”  On 
page  956,  in  the  section  “Across  the  Desk”  signed 
W.  S.  W.,  we  find  another  article  dealing  with 
endocrinology,  in  which  the  author  takes  as  a 
point  of  departure  the  views  expressed  in  Dr. 
Berman’s  newest  book.  This  article  is  written 
with  a most  engaging  and  whimsical  touch  of 
humor. 

In  the  first  article,  the  philosophy  of  therapy 
is  one  in  which  the  human  being  is  regarded  as 
a psychosomatic  or  psychobiological  organism. 
In  treating  his  somatic  or  biological  defects  one 
must  bear  in  mind  the  social  and  psychological 
consequences  of  these  defects,  and  also  the  social 
and  psychological  consequences  of  altering  these 
defects.  The  individual,  when  receiving  help  in 
the  somatic  area,  thru  hormonal  injections,  may 
also  need  help  so  that  he  may  integrate  his  ac- 
celerated biological  development  into  a success- 
ful social  and  psychological  adaptation.  As  Dr. 
Liss  says:  “Human  constitution  is  increasingly 

accepted  as  being  not  alone  a biologic  structure 
or  architecture,  but  a framework  upon  which 
emotional  patterns  and  human  practices  depend. 
If  we  are  sensitive  to  the  accompaniments  of 
biologic  changes  when  hormone  therapy  is  in- 
stituted we  must  likewise  realize  that  conduct, 
social  practices,  and  intellectual  processes  are 
concomitant  phenomena.  . . . The  organism  ac- 
commodates its  psychic  patterns  to  physical 
variations  either  successfully  or  unsuccessfully. 
In  the  first  instance,  biologic  maturation,  com- 
paratively speaking,  keeps  pace  with  emotional 
growth.  In  the  second  instance,  the  psyche  may 
overcompensate  or  undercompensate.  Bizarre 
conduct  practices  are  the  resultants,  with  over- 
compensating precocious  or  regressive  infantile 
manifestations.  . . . Clinically,  we  meet  thru  this 


homosexuality,  and  perverse  infantile  sexual 
practices.” 

In  the  second  article,  the  philosophy  is  less  that 
of  a psychosomatic  or  psychobiological  attitude 
and  more  that  of  a purely  biological  or  somatic 
concept  of  the  human  being.  The  implication 
is  that  one  need  not  worry  about  the  social  or 
psychological  consequences  when  giving  endo- 
crine therapy;  that  these  factors  will  take  care 
of  themselves,  and  always  for  the  best;  and  in 
fact,  that  hormone  therapy  is  the  very  best  way 
of  handling  social  and  emotional  maladjustments. 
There  is  no  reference  to  any  other  type  of  pro- 
cedure or  to  the  possibility  that  we  might  help 
the  individual  in  his  social  or  emotional  adjust- 
ment by  other  means.  W.  S.  W.  is  only  inter- 
ested in  the  sheer  wizardry  of  “tinkering  with 
the  delicate  endocrine  glands.”  The  time  may 
soon  come  when  we  will  know  much  more  about 
human  physiology  and  the  relation  between 
human  physiology  and  human  behavior.  How- 
ever, that  time  has  not  yet  arrived,  and  to  imply 
that  it  has  is  only  likely  to  be  misleading  and  to 
prevent  our  patients  from  getting  the  full  ad- 
vantage of  what  we  do  know  at  the  present  time. 

W.  S.  W.’s  concept  of  altering  the  behavior  of  a 
human  being  is  to  do  it  “by  bringing  harmony 
to  their  endocrine  glands,  as  we  tune  the  delicate 
strings  of  a violin.”  W.  S.  W.  forgets  that  a 
violin  cannot  play  upon  itself,  which  is  exactly 
what  a human  being  does.  When  the  violin 
strings  of  the  human  being  have  been  tuned,  it 
is  necessary  that  the  psyche  become  accustomed 
to  what  is  now  a new  instrument  with  strings  of 
a different  pitch  so  that  it  may  produce  a har- 
monious result.  Thus,  W.  S.  W.’s  harmony  of 
the  hormones  may  be  a little  off  key. 

Hormonal  injections  may  indeed  bring  about 
most  gratifying  somatic  changes,  but  from  the 
standpoint  of  the  social  and  psychological  effects 
it  may  be  possible  that  a shot  in  the  arm  is  a shot 
in  the  dark.  I am  reminded  of  that  oft  re- 
peated couplet : 

“I  shot  an  arrow  into  the  air 
It  fell  to  earth,  I know  not  where.” 
Sincerely  yours, 

May  J7,r^939ty  GEORGE  S.  GOLDMAN,  M.D. 


AGRANULOCYTOSIS  DUE  TO  SULFANILAMIDE 


Jacob  Taub,  M.D.,  and  Louis  Lefkowitz,  M.D.,  New  York  City 

( From  the  Departments  of  Pathology  and  Skeletal  Surgery,  Morrisania  City  Hospital,  and  the  Medical 

Examiner's  Office,  New  York  City ) 


To  the  list  of  drugs  reputedly  pro- 
ducing agranulocytosis  must  be 
added  sulfanilamide.  Up  to  January, 
1938,  7 cases  have  been  reported  in  the 
literature  attributing  the  agranulocytic 
state  to  the  use  of  this  new  drug.  Un- 
doubtedly many  more  cases  have  been 
observed  than  the  literature  indicates. 
No  attempt  is  made  to  belittle  the  efficacy 
of  sulfanilamide,  which  is  of  such  dra- 
matic benefit  in  various  streptococcic, 
pneumococcic,  and  gonorrheal  infections, 
but  it  is  important  to  publicize  the  toxic 
as  well  as  the  beneficial  effects  of  this 
drug,  and  to  emphasize  the  necessity  for 
cautious  procedure  in  its  use.  For  this 
reason  we  present  another  case  of  agranu- 
locytosis following  large  doses  of  sulfanil- 
amide. 

Report  of  a Case 

A.  P.,  a white  female  aged  66,  was  admitted 
to  the  Morrisania  City  Hospital  on  January 
24,  1938,  with  a history  of  having  slipped  and 
fallen  on  her  right  side  twelve  hours  previously. 
She  complained  of  pain  and  tenderness  in  the 
right  thigh  and  hip  with  inability  to  move  her 
right  leg.  A fracture  of  the  right  femur  was 
diagnosed  and  confirmed  by  x-ray  with  the 
fragments  reported  in  good  position.  The 
patient  was  placed  in  Russell’s  traction  and 
appeared  fairly  comfortable.  Her  previous 
history  was  essentially  negative  except  that  she 
had  fractured  her  right  wrist  two  years  before. 
This  had  healed  up  uneventfully. 

Her  temperature  on  admission  was  103  F. 
and  rose  to  104  F.  on  the  second  day.  At  this 
time  some  moist  rales  appeared  in  the  base  of  the 
right  lung  and  it  was  feared  that  the  patient 
was  developing  pneumonia.  On  January  29, 
five  days  after  admission,  she  was  placed  on  1 
Gm.  (15  gr.)  of  prontylin  three  times  daily. 
She  continued  to  run  an  intermittent  tempera- 
ture, and  on  February  1 developed  a follicular 
tonsillitis  which  cleared  up  in  two  days.  Her 
course  was  uneventful  up  to  February  16,  when 
she  developed  some  facial  pallor  and  cyanosis 
and  complained  of  soreness  in  her  throat  and 


pain  on  swallowing.  An  oropharyngeal  examina- 
tion was  negative.  A blood  count  at  the  time 
was  as  follows:  RBC:  2,700,000,  Hg.  60  per 
cent,  WBC:  5,400,  granulocytes  62  per  cent, 
and  lymphocytes  38  per  cent.  As  a result  of  her 
anemia  she  was  given  a blood  transfusion  of  250 
cc.  The  prontylin  was  discontinued  two  days 
later  after  she  had  received  a total  of  44  Gm. 
(660  gr.)  over  a period  of  twenty-one  days. 
Three  days  after  the  prontylin  was  stopped  the 
following  blood  picture  was  noted:  RBC: 
2,850,000,  Hg.  60  per  cent,  WBC:  1,250,  granu- 
locytes: none,  and  lymphocytes  100  per  cent. 
She  was  given  two  ampules  of  pentnucleotide 
and  another  transfusion  but  died  on  the  following 
day.  A final  white  count  taken  several  hours 
before  she  died  showed  1,000  cells  with  100  per 
cent  lymphocytes.  Other  medication  which 
she  received  while  under  sulfanilamide  therapy 
included  four  doses  of  1/2  gr.  of  codeine  and  10 
gr.  of  aspirin,  ten  doses  of  l1/2  gr.  of  luminal, 
and  two  doses  of  V6  gr.  of  morphine  sulphate. 

Autopsy 

General  appearance. — The  skin  was  pale  and 
showed  a slight  icteric  tint.  Extensive  ecchy- 
mosis  was  present  in  the  left  anterior  cubital 
fossa  and  on  the  dorsum  of  the  left  hand.  The 
larynx,  base  of  tongue,  and  peritonsillar  re- 
gions appeared  normal. 

Chest. — Cross  section  of  the  sternum  revealed 
a dark  reddish-brown  marrow.  The  pleural 
cavities  were  clear.  A few  bronchopneumonie 
patches  were  present  in  the  left  apex  and  in  the 
right  base.  A slight  amount  of  exudate  was 
present  on  the  pleural  surface  of  the.  right  lower 
lobe.  The  heart  was  normal  in  size.  The 
musculature  was  pale,  brown,  and  firm.  The 
valves  appeared  natural.  The  coronaries  showed 
a few  atheromatous  plaques,  but  were  patent. 
The  aorta  showed  a marked  atheromatosis,  es- 
pecially in  the  abdominal  portion. 

Abdomen. — The  viscera  appeared  in  normal 
situ.  The  liver  was  of  normal  size  and  con- 
sistency and  appeared  somewhat  pale.  The 
spleen  was  also  of  normal  size.  On  section  the 
Malpighian  bodies  stood  out  faintly  and  the 
splenic  pulp  was  brick  red  in  color.  The  stomach 
showed  a small  superficial  hemorrhagic  erosion 
about  1/2  inch  in  diameter  near  the  pylorus. 
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TABLE  1 


Total  Amount 

Duration 

Appearance 

of  Sulfanilamide 

of 

of 

Final 

Case  Report 

Received 

Treatment 

Agranulocytosis 

Outcome 

Borst 

40 

Gm. 

40  days 

38th  day 

died 

Young 

54 

Gm. 

18  days 

4 days  later 

died 

Berg  and  Holtzman 

38 

Gm. 

27  days 

27th  day 

died 

Schwartz,  Garvin,  and  Koletsky 

56.6  Gm. 

21  days 

18th  day 

died 

Jennings  and  Southwell-Sander 

94.5  Gm. 

21  days 

3 days  later 

recovered 

Plumer 

46 

Gm. 

36  days 

? 

died 

Model 

54 

Gm. 

18  days 

i> 

died 

Taub  and  Lefkowitz 

44 

Gm. 

21  days 

3 days  later 

died 

Fig.  1.  Bone  marrow  in  agranulocytosis: 
Showing  normal  cellularity  with  stem  cell  hyper- 
plasis  and  absence  of  mature  granulocytes. 

The  intestines  were  essentially  negative;  no 
ulceration  or  erosion  was  noted  throughout  their 
entire  length.  The  kidneys  were  normal  in  size 
and  shape.  The  capsule  of  each  stripped  away 
easily,  revealing  a smooth  surface.  Normal 
relationship  existed  between  the  cortex  and 
medulla.  The  pelves  and  ureter  were  normal. 
All  other  viscera,  including  the  urinary  bladder, 
pelvic  organs,  adrenals,  and  pancreas,  showed 
no  evidence  of  pathology. 

Histologic  Examination 

Bone  Marrow. — There  was  no  apparent  de- 
crease in  cellularity.  The  marrow  spaces  were 
filled  with  large  numbers  of  deeply  staining  cells 
with  pyknotic  nuclei.  These  cells  were  quite 
large  and  it  was  difficult  to  determine  whether 
they  were  myeloblasts  or  erythr  oblasts.  A 
moderate  number  of  small  nucleated  red  blood 
cells  were  present,  as  well  as  some  lymphocytes. 
Rarely  was  a segmented  granulocyte  noted,  and 
only  a very  few  cells  with  vesicular  nuclei  which 
might  be  classified  as  myelocytes.  This  micro- 
scopic picture  was  interpreted  as  a hyperplasia 
of  the  stem  cells  with  absence  of  maturation  into 
other  forms. 


Lungs. — Inflammatory  exudate  was  not  pres- 
ent in  those  areas  which  were  grossly  diagnosed 
as  patches  of  bronchopneumonia.  The  alveoli 
were  filled  with  degenerated  blood  and  macro- 
phages containing  pigment.  The  pleura  was 
thickened  and  contained  some  anthrocotic 
spots.  The  pulmonary  vessels  were  engorged 
and  the  following  differential  was  made  on  60 
white  cells  counted  in  a cross  section  of  these 
vessels:  granulocytes  2,  lymphocytes  56,  lym- 
phoblasts 2. 

Liver  and  kidney  showed  no  unusual  histology 
except  that  cross  sections  of  vessels  in  these  organs 
showed  a similar  differential  as  noted  above. 

Discussion 

The  constitutional  cause  of  agranulo- 
cytosis is  unknown.  Fitz-Hugh6  attrib- 
utes it  to  an  allergy  or  idiosyncrasy  that 
produces  a maturation  arrest  of  the  mye- 
loid series  of  the  bone  marrow.  This 
assumes  that  the  toxic  effect  results 
from  the  administration  of  small  quanti- 
ties of  drug.  Amidopyrine  and  drugs 
of  the  benzamine  group  can  produce  a 
neutropenia  in  this  manner.  While  it  is 
conceivable  that  sulfanilamide  may  act 
similarly,  all  the  case  reports, 1’2-3,4'5,7’8 
including  our  own,  indicate  that  the 
agranulocytosis  resulted  only  after  heavy 
doses  were  given  over  a long  period  of 
time  (three  weeks  or  more).  Bigler, 
Clifton,  and  Werner9  reported  on  a series 
of  30  cases  treated  with  sulfanilamide  in 
which  some  tendency  toward  leukopenia 
was  noted.  None  of  their  cases  de- 
veloped granulocytopenia.  Their  aver- 
age dose  was  14  Gm.  (210  gr.)  in  seven 
days.  One  of  their  cases  received  a 
maximum  dose  of  26.6  Gm.  (400  gr.) 
in  ten  days. 

In  the  cases  of  fatal  neutropenia  the 
dosage  varied  from  38  Gm.  (570  gr.) 
to  94.5  Gm.  (1417.5  gr.)  given  over 
periods  of  eighteen  to  forty  days.  Thus 
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sulfanilamide  must  be  classified  as  a po- 
tential marrow  poison  whose  effect  is 
cumulative.  Erythropoiesis,  as  well  as 
leukopoiesis,  may  be  suppressed,  although 
the  degree  of  suppression  may  vary  in  the 
two  functions. 

Hematologically  no  warning  may  be 
given  of  the  impending  agranulocytosis. 
Even  with  the  gradual  fall  in  the  total 
white  count,  the  differential  may  retain 


Fig.  2.  Cross  section  of  a pulmonary  artery 
in  agranulocytosis.  Differential  count  shows 
about  98  per  cent  lymphocytes. 


its  normal  proportions.  Then  within  a 
few  hours  the  picture  will  suddenly 
change  and  the  blood  smear  will  only 
show  lymphocytes.  Unfortunately  the 
agranulocytosis  may  not  appear  until 
after  the  therapy  has  been  discontinued. 
In  our  own  as  well  as  2 other  cases4,5  it 
appeared  three  days  after  the  prontylin 
was  stopped.  The  importance  of  re- 
peated blood  counts  cannot  be  over- 
emphasized and  the  medication  should 
be  cautiously  given  on  the  slightest  indi- 
cation of  leukopenia. 

As  in  all  the  cases  of  agranulocytosis, 
the  gross  pathology  varies  with  the  sever- 
ity and  duration  of  the  disease,  and  may 
range  from  extensive  necrosis  of  the 
mucosal  tissues  to  no  findings  at  all. 
In  our  case  the  gross  pathology  was  es- 
sentially negative.  Only  on  microscopic 
examination  did  the  bone  marrow  show 
an  absence  of  mature  granulocytes  with 
a hyperplasia  of  the  more  immature 


Fig.  3.  Normal  bone  marrow  showing  seg- 
mented cells  and  myeloid  cells  in  various  stages 
of  maturation. 


forms.  Similar  findings  have  been  re- 
ported in  other  cases.  Microscopic 
sections  of  the  pulmonary  and  renal 
arteries  also  showed  an  absence  of  granu- 
locytes in  the  blood  content. 

Conclusion 

A case  of  agranulocytosis  is  reported 
in  which  very  large  doses  of  sulfanilamide 
were  given.  From  this  and  other  cases 
reported  it  appears  that  there  is  a causal 
relationship  between  the  agranulocytosis 
and  the  size  of  the  dose. 

In  all  cases  where  it  may  be  necessary 
to  give  large  doses  of  sulfanilamide, 
blood  counts  should  be  taken  every 
forty-eight  to  seventy-two  hours.  If 
a tendency  toward  leukopenia  is  noted, 
the  medication  should  be  stopped  or 
given  cautiously.  Blood  counts  should 
be  taken  even  after  the  medication  has 
been  discontinued. 
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CHRONIC  MENINGOCOCCEMIA 

Report  of  a Case 

Joseph  Joel  Friedman,  M.D.,  and  J.  Arthur  BuchAnan,  M.D.,  Brooklyn,  New  York 

{Assistant  Visiting  Physician  and  Visiting  Physician,  Respectively,  Department  of  Medicine, 
Division  1,  Coney  Island  Hospital,  New  York  City ) 


Chronic  meningococcemia  without 
meningitis  is  still  a rare  clinical 
disease.  The  diagnosis  may  be  suspected 
clinically  by  the  characteristics  of  the 
temperature  record.  The  temperature  is 
cyclic  in  type  with  daily  peaks  to  about 
104  F.,  and  is  associated  with  chills.  It 
differs  from  the  fever  in  malaria  in  that 
the  daily  peak  does  not  occur  at  the  same 
hour.  Meningococcemia  has  been  de- 
scribed by  Salomon1  in  Germany  as  early 
as  1902.  More  recently,  descriptions 
have  appeared  in  the  American  literature 
with  a detailed  clinical  and  laboratory 
study  by  Appelbaum.2  The  following 
case  covers  the  important  phases  of  this 
unusual  condition: 

Case  Report 

The  patient,  P.  Z.,  was  a 53-year-old,  married 
Italian  shoemaker  who  was  in  excellent  health 
until  four  months  prior  to  his  admission  on 
January  16,  1937,  to  Division  1,  Medical  Service, 
Coney  Island  Hospital.  At  that  time  while  on  a 
fishing  trip  the  patient  fell  into  the  water  but  was 
quickly  pulled  out.  He  changed  clothes  and  felt 
perfectly  well.  The  evening  of  the  following  day 
he  suddenly  experienced  a chill,  pains  in  the  legs, 
and  a sharp  rise  in  fever.  The  chill  lasted  five 
minutes.  The  pains  in  his  legs  lasted  one  hour. 
The  temperature  rose  to  104  F.  and  was  normal 
in  the  morning.  From  that  time  until  admission 
to  the  hospital,  he  had  nightly  chills  and  fever 
(to  about  104  F.)  and  occasional  pains  in  his 
legs.  He  also  complained  of  weakness  and  a loss 
of  21  pounds  in  weight. 

His  past  history  was  essentially  negative  and 
had  no  bearing  upon  his  present  condition. 
Venereal  disease  was  denied. 

On  examination  he  did  not  appear  acutely  ill 
and  was  alert  and  cooperative.  His  pupils  were 
equal  and  regular,  and  reacted  to  light  and  in 
accommodation.  There  were  no  conjunctival 
petechiae.  Retinal  examination  showed  early 
vascular  sclerosis.  His  ears  and  nose  were 
normal.  His  teeth  showed  several  cavities  and 


evidence  of  poor  hygiene.  The  mucosa  was 
moist  and  of  good  color.  The  tongue  was  not 
coated  or  smooth,  and  the  pharynx  was  clear. 
There  were  no  glandular  enlargements  in  the 
neck. 

His  chest  was  equal  and  regular  in  expansion 
bilaterally.  The  breath  and  voice  sounds  were 
normal.  There  were  no  rales.  The  point  of 
maximum  intensity  of  his  heart  beat  was  in  the 
fifth  intercostal  space  at  the  mid-clavicular  line. 
The  sounds  were  of  good  quality  with  a regular 
sinus  rhythm  and  with  a rate  of  80  beats  per 
minute.  Murmurs  were  not  heard  at  any  time. 
His  blood  pressure  was  140  systolic  and  90 
diastolic.  His  radial  arteries  were  moderately 
sclerosed. 

The  abdomen  was  soft,  not  tender  or  rigid. 
The  spleen  and  liver  were  not  palpable  at  this 
time.  Three  days  later  his  spleen  became  pal- 
pable. 

Rectal  examination  revealed  only  a small, 
firm,  uniform  prostate  gland.  There  was  no 
tenderness  and  no  masses. 

All  neurologic  findings  were  normal.  Many 
small,  discrete,  pink  to  red-colored  maculo- 
papular  areas  ranging  in  size  from  0.25  cm.  to 
0.75  cm.  in  diameter  were  scattered  over  both 
legs.  None  of  these  appeared  to  be  petechial. 
There  was  no  edema  of  the  extremities  and  no 
joint  tenderness. 

The  general  condition  of  the  patient  was 
thought  to  be  quite  good  and  remained  so  through 
his  stay  at  the  hospital. 

Laboratory  data:  The  blood  Wassermann  and 
Kahn  tests  were  negative.  Urine  analysis  was 
negative  and  remained  so.  The  blood  count  was 
3,980,000  red  cells,  with  a hemoglobin  of  78  per 
cent  (Sahli).  The  total  white  cell  count  was 
13,200  with  61  per  cent  segmented  and  16  per 
cent  nonsegmented  polymorphonuclear  cells,  18 
per  cent  lymphocytes,  3 per  cent  monocytes,  2 
per  cent  metamyelocytes,  and  3 plus  toxic 
granulation  of  all  the  cells. 

The  sedimentation  index  was*  plus  120  mm. 
with  a vertical  curve.  Blood  glucose  was  83  mg. 
per  100  cc.  and  blood  urea  was  11.4  mg.  per  100 
cc. 

The  gonococcus  complement  fixation  test  was 
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reported  as  1 plus.  Prostatic  smears  were 
negative  for  gonococci.  The  Widal  test,  ag- 
glutination for  Brucella  abortus,  and  smears  for 
malarial  parasites  were  all  negative. 

Spinal  fluid  study  revealed  a clear  fluid  under 
120  mm.  of  water  pressure  containing  the  fol- 
lowing: reducing  substance,  85  mg.;  chlorides, 
730  mg.;  no  white  blood  cells;  no  globulin;  a 
trace  of  albumin;  negative  Wassermann  and 
Kahn  tests ; no  organisms  on  direct  smear  and  no 
organisms  on  culture. 

X-ray  of  the  chest  showed  an  old  fibrous 
pleuritis  on  the  left  side.  The  spine  showed 
slight  hypertrophic  changes  in  the  lower  dorsal 
spines  and  about  the  lumbar  vertebral  bodies. 
The  kidneys,  ureters,  and  bladder  were  reported 
as  normal. 

A blood  culture  taken  on  the  day  after  admis- 
sion was  negative  after  twenty-four  hours  but 
showed,  at  the  end  of  five  days,  a growth  of 
organisms  of  the  Neisseria  meningitides  group. 
Blood  cultures  taken  on  the  third  and  fourth  days 
after  admission  were  also  positive  after  five  days 
for  the  same  type  of  gram-negative  or- 
ganism. 

Treatment : On  the  tenth  day  after  admission 

to  the  hospital,  25  cc.  of  meningococcus  antitoxin 
were  given  to  the  patient  intravenously.  No 
more  of  this  substance  was  available  at  the  time. 
Three  days  later  15  cc.  of  antimeningococcus 
serum  were  given  intravenously  twice  daily  and 
continued  for  four  days.  Blood  cultures  taken 
during  this  four-day  period  were  all  negative. 
All  subsequent  blood  cultures  were  nega- 
tive. 

Seven  days  after  the  meningococcus  antitoxin 
was  given,  the  patient  developed  a sudden  gen- 
eralized erythematous  rash  with  pruritis,  and 
his  temperature  reached  104.8  F.  With  the 
onset  of  the  serum  sickness  all  specific  treat- 
ment was  stopped.  The  patient  received  in 
all  130  cc.  of  antimeningococcus  serum  in  seven 
days. 

Comment 

In  the  present  report  the  important 
clinical  features  of  the  meningococcic 
blood  stream  infection  were  all  present. 
Such  complications  as  meningitis,  endo- 
carditis, nephritis,  and  epididymitis  did 
not  occur. 

In  the  differential  diagnosis  of  chronic 
meningococcemia  are  included  malaria, 
undulant  fever,  typhoid  fever,  paraty- 
phoid fever,  typhus  fever,  rheumatic 
fever,  miliary  tuberculosis,  erythema 
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nodosum,  phlebitis  migrans,  secondary 
syphilis,  gonorrheal  septicemia,  and  sub- 
acute bacterial  endocarditis. 

The  course  of  the  disease  varies  in  the 
untreated  case  from  several  weeks  to 
several  months. 

The  prognosis  in  most  of  the  cases  is 
very  good. 

With  the  diagnosis  established  clini- 
cally and  bacteriologically,  the  specific 
treatment  that  is  available  should  be 
instituted  promptly.  The  response  to 
antimeningococcic  serum  is  quite  prompt 
as  a rule.  The  question  of  dosage  is  not  a 
settled  matter  and  must  vary  with  the 
response  of  the  individual  patient. 

The  primary  focus  of  infection  in  this 
patient  was  not  discovered.  This  is  in 
conformity  with  the  experience  of  other 
physicians. 

A spinal  tap  was  done  and  resulted  in 
no  harm  to  this  patient.  This  procedure 
was  used,  though  the  physician  was 
fully  cognizant  of  the  teaching  of  some 
clinicians  that  it  is  dangerous  in  cases 
with  a blood  stream  infection.  Other 
clinicians  see  no  danger,  and  advocate  its 
use,  especially  where  any  signs  of  men- 
ingeal irritation  are  present. 


Summary  and  Conclusion 

A case  of  chronic  meningococcemia  of 
more  than  four  months’  duration  pre- 
senting nightly  chills  and  fever  of  sudden 
onset,  migratory  pains  in  the  legs,  and  a 
maculopapular  eruption  was  suspected 
clinically  and  proved  bacteriologically. 

Treatment  consisted  of  130  cc.  of 
antimeningococcus  serum  administered 
intravenously  over  seven  days. 

The  blood  cultures  became  negative 
after  the  first  injection  and  remained  so. 

No  complications  of  the  disease 
occurred. 

The  diagnosis  may  be  suspected  clini- 
cally by  the  septic  type  of  temperature 
associated  with  chills  and  daily  peaks, 
resembling  the  temperature  behavior  in 
malaria  but  differing  from  it  by  not 
occurring  at  the  same  time  each  day. 
The  diagnosis  cannot  be  made  positively 
without  appropriate  laboratory  studies. 

The  spinal  fluid  in  this  case  was  normal 
and  a spinal  tap  did  not  result  in  the 
localization  of  the  infection  in  the  men- 
inges. 
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IRON  LUNG  FIRST  INVENTED  IN  FRANCE 
According  to  Franco- Anglo- American  Press  Re- 
lations, the  iron  lung  was  first  invented  in  France. 
The  following  quotation  is  of  general  interest: 
“Although  the  recent  impetus  given  the  use  of 
the  iron  lung  did  not  come  from  France,  it  is 
nevertheless  a fact  that  the  first  iron  lung  was 
made  in  Paris  about  1870,  when  France  was  in 
the  throes  of  the  Franco-Prussian  War,  by  Henri 
Collin,  maker  of  medical  instruments,  on  designs 
by  Dr.  Woillez,  of  the  Hopital  de  la  Charite. 
The  firm  of  Collin  et  Cie  still  exists  in  the  Rue  de 
l’fecole  de  Medivine  in  the  Latin  Quarter,  where 
medical  publishers  and  surgery  instrument  shops 
are  gathered  about  the  Faculty  of  Medicine  of  the 
University  of  Paris,  and  here  may  be  seen  a 
model  of  Dr.  Woillez’  iron  lung,  strikingly 
similar  to  the  new  Brinker  Respirator. 

“Dr.  Jacques  Le  Mee  of  the  American  Hospital 
in  Neuilly  told  the  story  of  the  invention  in  a 
radio  talk  which  preceded  a campaign  to  raise 
money  for  the  purchase  of  iron  lungs  for  France. 
He  said  that  the  iron  lung  invented  by  Dr.  Woil- 


lez was  first  used  in  Strasbourg  in  1871.  It  was 
called  a “spirophore”  and  was  originally  intended 
to  provide  artificial  respiration  for  newly  born 
babies.  Like  the  modern  American  iron  lung, 
it  was  shaped  like  a cylinder  in  which  the  body 
of  the  patient  was  enclosed  with  the  head  pro- 
truding, but  with  the  air  pump  worked  by  hand. 
As  its  efficiency  therefore  depended  on  the 
physical  effort  of  another  person,  it  was  impos- 
sible to  use  it  for  an  indefinite  period  without 
interruption,  as  may  now  be  done. 

“For  a long  time  the  only  iron  lung  in  France 
was  in  the  American  Hospital  in  Neuilly,  but 
many  others  are  now  in  the  country.  As  a result 
of  Dr.  Le  Mee’s  campaign,  two  others  were  pur- 
chased for  French  hospitals,  where  they  are 
being  used  specially  for  infantile  paralysis  cases 
in  which  respiration  is  difficult.  Lord  Nuffeld, 
the  noted  British  automobile  manufacturer  and 
philanthropist,  gave  one  to  the  Queen  Victoria 
Hospital  at  Mont  Boron,  Nice,  and  others  have 
since  been  acquired  elsewhere.” 


GAUCHER’S  DISEASE 

A Brief  Review  of  the  Disease  with  Report  of  a Case  in  a Male 

Robert  C.  Schleussner,  M.D.,  and  Charles  F.  Schnee,  M.D.,  New  York  City 
( From  the  Medical  Division  of  Lenox  Hill  Hospital,  New  York  City ) 


The  history  of  Gaucher’s  disease  dates 
from  1882,  when  Ernest  Gaucher 
first  described  it  as  a form  of  splenic 
anemia  which  he  termed  “a  primary 
idiopathic  hypertrophy  of  the  spleen.”1’2 
It  is  true  that  much  has  been  added  to 
the  pathogenetic,  clinical,  pathological, 
and  biochemical  aspect  of  the  process ; nev- 
ertheless, the  true  etiology  and  the  exact 
place  which  this  entity  holds  in  medical 
nosology  has  yet  to  be  definitely  de- 
fined.2*6 

Definition 

This  disease  entity  is  one  of  the  pri- 
mary xanthomatoses  belonging  in  a group 
which  includes:  (1)  Niemann — Pick’s 

disease;  (2)  Hand — Schuller — Christian’s 
disease;  (3)  The  primary  symptomless 
internal  and  external  xanthomatoses2; 
and  (4)  Gaucher’s  disease. 

The  disease  is  now  generally  recognized 
as  a nonhereditary,  congenital,  familial 
disease  linked  with  a constitutional  factor 
involving  a disturbance  in  lipoid  metabo- 
lism.2,5 In  1933  Anderson  reported  on  the 
possible  hereditary  character.  From  his 
study  of  one  family,  it  is  seen  that  there 
is  a possibility  of  transmission  through  an 
unaffected  male  to  the  daughters.  The 
author  points  out,  however,  that  the 
study  is  by  no  means  conclusive.  A more 
careful  study  of  family  histories  in  the 
future,  as  the  disease  becomes  better 
known,  may  yet  change  our  more  ac- 
cepted conception  of  its  nonhereditary 
character.5 

Etiology 

The  true  etiology  of  the  process  is  un- 
known. Congenital  development,  a 
“toxic  factor,”6  and  a disturbed  lipoid 
metabolism  have  all  been  proposed  as 
favorable  hypotheses.  The  last  seems  to 
be  the  most  likely  since  Lieb  and  Ep- 


stein demonstrated  that  the  impor- 
tant constituent  of  the  Gaucher  cell  is 
kerasin,  which  comes  under  the  cere- 
brosides  in  the  subgroup  of  sphingogalac- 
tosides. 2,3,4,13 

Morbid  Anatomy 

The  pathology  and  pathogenesis  since 
the  beginning  have  been,  and  still  remain, 
a matter  of  much  controversy.2  The 
primary  pathologic  feature  is  the  large 
mono-  and  multinucleated,  clear  staining 
cells  found  primarily  in  the  spleen,  but 
also  occurring  in  liver,  lymph  nodes, 
and  bone  marrow.  These  cells  measure 
on  an  average  of  20  to  80  n in  diameter. 
The  cytoplasm  is  clear,  and  a fine  fibrillar 
network  runs  through  it.  The  nucleus  or 
nuclei  are,  for  the  most  part,  eccentrically 
placed,  often  at  the  very  outer  border  of 
the  cell. 

In  the  spleen,  the  venous  sinuses  are 
lined  by  these  cells;  yet  the  endothelial 
lining  is  not  involved.2  The  origin  of  the 
Gaucher  cells  here  is  a much-debated 
point.  The  reticulum  cells  of  the  pulp 
are  gradually  transformed  into  Gaucher 
cells,  resulting  in  the  obliteration  of  the 
Malpighian  corpuscles  and  the  crowding 
of  normal  pulp  cells  into  enveloping 
bands.  In  like  manner,  the  parenchyma 
of  the  liver  is  destroyed  by  storage  of 
the  lipoid  substance  in  the  histiocytes, 
which  eventually  are  transformed  into 
the  typical,  clear,  ovoid  cells.  Such  re- 
placement has  also  been  shown  to  take 
place  in  the  adventitia  and  periadventitia 
of  the  blood  vessels  and  in  the  lining  cells 
of  Glisson’s  capsule. 

In  the  bone  marrow  and  lymph  nodes, 
similar  transformations  take  place,  vary- 
ing from  the  presence  of  only  a few  large 
clear  cells,  to  involvement  where  it  is  im- 
possible to  recognize  the  original  mar- 
row.2,6,12 
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Symptoms  and  Physical  Findings 

The  onset  is  insidious.  The  patient 
seldom  complains  of  abdominal  discom- 
fort or  of  an  abnormal  mass.  The  en- 
larged spleen  is  usually  discovered  by 
some  other  person  in  undressing  or  pick- 
ing up  the  child,  often  by  the  physician 
in  his  routine  examination  for  some  other 
complaint.  Patients  have  been  known  to 
complain  of  a dragging  pain  on  the  left 
side;  but  when  this  is  the  case,  examina- 
tion usually  reveals  a spleen  which  extends 
into  the  pelvis. 

A careful  history  may  bring  out  previ- 
ous epistaxis,  hematemesis,  melena,  the 
frequent  appearance  of  unusually  large 
ecchymotic  areas  due  to  slight  injury,  and 
pain  along  the  course  of  the  long  bones. 

The  general  appearance  of  a well  ad- 
vanced case  is  striking.  The  barrel- 
shaped body  with  its  greatest  diameter  at 
the  level  of  the  sixth,  seventh,  and  eighth 
ribs ; the  emaciation  of  the  face,  arms,  and 
legs;  and  the  uniform  yellowish-brown 
or  ocher  pigmentation  are  at  once  sug- 
gestive. 

A hemorrhagic  furunculosis  is  often 
seen,  and  small  scars  due  to  previous 
furuncles  are  not  uncommon.  Con- 
junctival pingueculae  are  frequently  seen, 
but  are  not  as  common  as  the  earlier  litera- 
ture reports. 

The  splenic  enlargement  is  the  impor- 
tant feature  of  Gaucher’s  disease.  The 
spleen  in  advanced  cases  is  tremendous  in 
size.  It  may  reach  from  the  dome  of  the 
diaphragm  well  down  into  the  pelvis  and 
fill  the  entire  left  abdomen.  It  is  smooth 
and  regular  in  outline.  The  notch  is 
readily  palpable.  Liver  enlargement  is  a 
later  feature.  Its  increase  in  size  is  like- 
wise slow  and  progressive.  In  spite  of 
the  liver  involvement,  ascites  and  jaun- 
dice are  conspicuous  by  their  absence. 
This  is  of  importance  in  ruling  out  Banti’s 
syndrome.  The  superficial  lymph  nodes 
are  only  rarely  involved  and  when  found 
are  pea-size,  usually  solitary,  firm,  and 
very  freely  movable.  The  thoracic  and 
abdominal  nodes  in  autopsied  cases  are 
always  found  to  be  enlarged. 

The  blood  picture  in  the  vast  majority 
of  cases  is  of  considerable  importance,  yet 


many  cases  reported  in  the  literature  are 
without  this  bit  of  information.  A 
leukopenia  is  invariably  present,  an  ap- 
proximate average  being  5,000  per  cu. 
mm.  However,  a few  cases,  evidently 
early,  have  been  shown  to  have  a leuko- 
cytosis. The  differential  count  is  normal. 
A hypochromic  anemia  is  an  exceptionally 
late  development. 

Differential  Diagnosis 

The  more  common  conditions  requiring 
differentiation  are  the  leukemias,  Banti’s 
syndrome,  acholuric  hemolytic  jaundice, 
pernicious  anemia,  amyloidosis,  Hodg- 
kin’s disease,  and  tuberculosis.  The 
leukemias  and  pernicious  anemia  may  be 
eliminated  by  use  of  the  routine  blood 
examination  and  sternal  tap.  The  Congo 
red  test  for  amyloidosis  is  of  value  in 
excluding  this  possibility.  Acholuric 
hemolytic  jaundice  with  an  enlarged 
spleen  invariably  gives  an  increased 
icterus  index,  with  increased  fragility  of 
red  blood  cells.  Fragility  remains  normal 
in  Gaucher’s  disease,  and  in  only  1 re- 
ported case  has  an  elevated  icterus  index 
been  present.  Hodgkin’s  disease  and 
Banti’s  syndrome  must  be  ruled  out  by  a 
combination  of  findings  and  symptoms. 
Hodgkin’s  disease  is  a possibility;  but 
without  involvement  of  the  superficial  or 
mediastinal  nodes,  the  diagnosis  is  less 
probable.  Tuberculosis  may  be  ruled  out 
by  x-ray,  the  Mantoux  test,  and  sputum 
examination.  Of  all  possible  diagnoses, 
Banti’s  syndrome  is  the  most  difficult  of 
differentiation.  The  important  points 
may  be  the  presence  of  ascites,  jaundice, 
pronounced  and  relatively  early  anemia, 
lack  of  pigmentation,  and  the  feeling  of 
general  malaise — all  of  which  are  lacking 
in  the  Gaucher  symptomatology.6 

Diagnosis 

To  make  a clinical  diagnosis  in  the  early 
stages  of  the  disease  is  generally  con- 
sidered impossible  unless  there  is  a defi- 
nite familial  history  to  arouse  one’s  sus- 
picions, and  a biopsy  is  obtained  on  the 
patient  under  observation.  The  more 
constant  findings  in  advanced  cases  are 
its  familial  incidence,  pigmentation  of 
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the  skin,  pingueculae,  general  bodily  con- 
tour of  the  patient,  presence  of  ecchymotic 
areas,  a large  spleen,  persistent  leukopenia 
with  a normal  hemoglobin  and  red  blood 
cell  count,  bone  changes  by  roentgeno- 
gram,8,10 and  the  absence  of  jaundice  and 
ascites.  If  Gaucher’s  disease  is  kept  in 
mind  when  this  group  of  symptoms  and 
signs  presents  itself,  its  recognition  and 
confirmation  will  become  more  frequent. 

Prognosis 

The  disease  in  itself  is  not  a serious 
threat  to  life.  Few  cases  are  reported 
where  death  was  due  to  the  inevitable 
cachexia.  The  patient  usually  succumbs 
to  an  inter  current  infection,  or  as  the 
result  of  an  operative  procedure.  Early 
death  from  the  disease  per  se  is  most  un- 
common. Patients  evading  intercurrent 
infections  have  been  known  to  live  well 
on  into  the  sixth  decade. 

Complications 

The  complications  are  generally  in- 
flammatory in  character.  Furunculosis, 
tuberculosis,  pneumonia,  and  pleural  and 
pericardial  effusions  are  most  frequently 
seen. 

Treatment 

Splenectomy,  x-ray  therapy,  transfu- 
sions, and  various  iron  tonics  have  all  been 
given  a trial  without  success.  The 
disease  progresses  unalterably,  regardless 
of  treatment.9 

Case  History 

H.  M.,  a single  Hebrew  male  of  Russian 
Hebrew  parentage.  He  was  28  years  of  age. 
Admitted  July  31,  1935. 

A careful  familial  history  revealed  nothing  of 
significance. 

The  patient’s  past  personal  history  was  nega- 
tive except  for  the  following : 

In  1923  he  was  operated  for  a nasal  obstruc- 
tion. Abscess  formation  at  the  site  of  operation 
and  in  the  right  foot  followed.  Both  required 
incision  and  drainage.  Culture  of  the  pus  showed 
streptococci.  Blood  count  at  this  time  was 
R.B.C.  4,100,000;  W.B.C.  8,600;  polymorpho- 
nuclears  71  per  cent;  stabs  26  per  cent;  lympho- 
cytes 3 per  cent.  The  patient  recovered  and  ex- 
cept for  head  colds  had  been  well  up  to  the  time  of 
the  present  illness. 


The  patient’s  chief  complaint  on  admission 
was  cough,  hemoptysis,  and  pain  in  the  lower  left 
chest.  Two  weeks  previous  to  admission  he 
developed  a head  cold  with  a cough  and  expec- 
toration. Three  days  previous  to  admission  he 
considered  himself  better,  but  the  day  before  ad- 
mission he  felt  weak,  and  the  previous  evening 
had  coughed  up  some  bloody  sputum  and  noted 
pain  in  lower  left  chest. 

Physical  examination  showed  a poorly  nour- 
ished male.  He  appeared  fairly  comfortable  and 
not  acutely  ill.  Temperature  102.8  F.,  pulse  120, 
and  respirations  22.  The  positive  finding  of 
significance  was  a large  emphysematous  chest 
which  merged  with  a large  abdomen,  the  greatest 
circumference  being  at  the  level  of  the  seventh 
and  eighth  ribs,  giving  the  body  the  appearance 
of  a large  barrel.  The  chest  was  negative  except 
for  a high  pitched  percussion  note  at  the  left 
lateral  base,  where  one  ordinarily  obtains  tym- 
pany. Inspection  of  the  abdomen  revealed  a 
slight  bulging  of  the  left  hypochondrium  and 
lumbar  areas.  On  palpation  a huge  spleen,  ex- 
tending down  to  the  umbilicus  and  filling  the 
entire  left  upper  quadrant,  was  made  out.  It 
was  mobile,  smooth  in  outline,  firm  in  consist- 
ency, not  tender,  and  the  splenic  notch  was 
readily  palpable.  (The  patient  was  unaware 
that  this  existed.)  The  liver  edge  was  felt  two 
fingers  breadth  below  the  costal  margin,  and 
was  normal  in  character.  There  was  no  ascites. 
One  small  pea-sized  lymph  node  was  palpable 
in  the  left  axilla.  The  patient’s  arms  and  legs 
were  thin  in  comparison  to  his  body.  The 
general  appearance  was  suggestive  of  that  seen 
in  a semimarasmic  child.  There  were  several 
ecchymotic  areas  over  the  tibias.  Over  the  back 
there  were  multiple  scarred  areas  due  to  past 
furuncles.  The  skin  had  an  ocher  color  which 
was  augmented  on  exposed  areas. 

Laboratory  Work  and  Progress  of  Case. 
Blood  count  on  admission:  Hemoglobin  85  pet 
cent;  12.5  Gm./lOO  cc.;  R.B.C.  4,000,000; 
W.B.C.  5,850;  polymorphonuclears  62  per  cent; 
mature  48  per  cent;  immature  14  per  cent; 
lymphocytes  34  per  cent;  monocytes  4 per  cent. 
No  evidence  of  a blood  dyscrasia.  Platelets 
82,000,  bleeding  time  one  minute  and  forty-five 
seconds.  Clotting  time  two  minutes  and  thirty 
seconds.  Fragility  of  R.B.C.  began  at 0.40  per 
cent  saline,  complete  in  0.425  per  cent;  icterus 
index  10.0  and  5.0  on  two  occasions. 

On  the  third  day  following  admission,  the 
patient  began  expectorating  greenish  masses  of 
rust-streaked  sputum.  Signs  of  a respiratory 
infection  were  still  absent.  X-ray  showed  hilar 
thickenings  with  finger-like  strands  projecting 
outward  on  the  left  side.  Hodgkin’s  disease  was 
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Fig.  1.  Positive  print  of  x-ray  films  showing  the  lower  ends 
of  the  femurs,  demonstrating  cortical  thinning,  rarefaction  of 
the  medullary  portion  at  the  lower  ends,  and  Erlenmeyer  flask 
shape  of  bones. 


considered,  but  thought  unlikely.  X-rays  of  the 
femurs  showed  cortical  thinning,  fusiform  rare- 
fication  of  the  medullary  portion  at  the  lower 
ends,  and  a change  in  the  contour  of  the  lower 
ends  which  has  been  described  as  being  of  an 
Erlenmeyer  flask  appearance2'6  (Fig.  1). 

The  patient  ran  a remittent  temperature  be- 
tween 101  and  103  F.  with  a persistent  leuko- 
penia, W.B.C.  4,800,  blood  culture  sterile,  Widal 
negative.  Stool  was  negative  for  blood.  Nine 
days  following  admission,  fine  crepitant  rales 
were  heard  for  the  first  time  in  both  chests,  more 
marked  in  the  left.  At  this  time,  the  sputum 
became  foul,  and  the  amount  expectorated  from 
this  time  on  ranged  between  60  to  225  cc.  daily. 
Roentgenogram  now  showed  a definite  excava- 
tion, with  a fluid  level  just  superior  to  the  left 
hilus  with  a surrounding  pneumonitis;  the  pos- 
terior liver  edge  was  reported  down  to  the  pos- 
terior iliac  crest,  and  the  spleen  as  filling  the  left 
side  of  the  abdomen  and  the  inferior  tip  extend- 
ing almost  to  the  level  of  the  hip  joint.  Blood 
count  at  this  time  was : hemoglobin  75  per  cent — 
11.5  Gm.;  R.B.C.  3,800,000;  W.B.C.  5,100; 
polyinorphonuclears  78  per  cent;  immature  16 
per  cent;  mature  62  per  cent;  and  lymphocytes 
22  per  cent.  Blood  chemistry:  urea  nitrogen 
11.3,  creatinine  0.5,  uric  acid  2.8,  blood  sugar 
100,  CO2  comb,  power  61.4.  Blood  cholesterol, 
100  mg./lOO  cc.  Wassermann  negative.  The 
sputum  was  repeatedly  negative  for  tubercle 
bacilli  and  pneumococci.  Sputum  culture  showed 
B.  diphtheroid,  Staphylococcus  albus,  M.  catarrh- 
alis,  and  gram-negative  bacilli  of  the  influenza 
group.  Smears  showed  a few  spirilla,  no  pneu- 
mococci, and  no  elastic  tissue.  Further  examina- 
tion of  sputum  was  negative  for  mycoses  and 
positive  for  pneumococci.  Typing  gave  no  reac- 
tions for  Types  I,  II,  III,  IV,  V,  VII,  or  XIV. 
The  leukopenia  continued.  W.B.C.  3,400;  temp- 
erature 102.8  F.,  patient  expectorating  200  cc.  of 
foul  sputum  daily.  Patient  began  showing  marked 
each  exia  with  secondary  anemia.  Hemoglobin 
0.75  percent;  R.B.C.  3,800,000;  color  index  0.98. 


Sternal  tap  was  negative  for  any  bone  marrow 
changes.  Pathologic  smear  was  negative  for 
Gaucher’s  cells. 

A Congo  red  colorimetric  determination  was 
made  for  amyloidosis.  It  was  negative,  thereby 
ruling  out  this  possibility. 

Bronchoscopic  drainage  of  the  abscess  was 
attempted.  Pus  was  seen  coming  from  the  left 
upper  lobe  bronchus.  Surgical  drainage  was 
considered,  but  in  view  of  widespread  pneumo- 
nitis, judged  inadvisable,  as  were  other  surgical 
procedures. 

During  the  course  of  the  disease,  treatment 
consisted  of  supportive  measures,  K.I.  and  -neo- 
salvarsan  for  possible  effect  on  the  abscess,  along 
with  repeated  small  transfusions.  Finally,  pen- 
tanucleotides  were  tried  in  an  effort  to  increase 
the  leukocyte  count.  The  immature  count  was 
raised,  but  the  total  count  remained  unaffected. 

A splenic  puncture  was  done  without  unto- 
ward results.  The  patient  became  rapidly 
weaker,  marked  anemia  developed,  and  the 
pneumonitis  spread  with  an  increase  in  the  size 
of  the  lung  abscess.  The  last  blood  count  showed 
hemoglobin  60  per  cent — 8.5  Gm./lOO  cc.; 
R.B.C.  3,000,000;  W.B.C.  2,600;  polymorpho- 
nuclears  60  per  cent;  immature  40  per  cent; 
mature  20  per  cent;  lymphocytes  38  per  cent; 
monocytes  l per  cent;  myelocytes  1 per  cent; 
color  index  1.  Patient  expired  on  the  fifty 
seventh  day  after  admission.  Autopsy  could 
not  be  obtained.  The  final  clinical  diagnosis  was : 
(1)  Gaucher’s  disease;  and  (2)  Lung  abscess 
with  terminal  bronchopneumonia. 

The  pathologic  report  of  the  splenic  puncture 
was  as  follows:  The  specimen  received  was  in 
formalin  and  consisted  of  a small  fragment  of 
grayish-brown  tissue  designated  “biopsy  of 
spleen.”  Microscopic  examination  reveals 
splenic  tissue  showing  reticulum;  the  pulp  con- 
tains many  small  nests  of  large  polyhedral  cells. 
The  cytoplasm  of  this  is  fibrillar  and  pale-stain- 
ing.  The  nuclei  are  small,  hyperchromatic,  and 
usually  eccentrically  situated.  These  cell  nests 
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are  seen  compressing  the  sinusoids,  which  contain 
a few  red  blood  cells,  and  are  lined  by  prominent 
endothelial  cells.  There  are  no  Malpighian 
corpuscles  seen  in  the  section.  Pathologic  diag- 
nosis: Gaucher’s  disease  (Fig.  2). 

Conclusions 

The  conclusions  resulting  from  this  re- 
view of  the  literature  and  the  case  study 
lead  the  authors  to  believe  that: 

1.  In  well-advanced  cases,  the  symp- 
tomatology and  physical  findings,  linked 
with  the  laboratory  work  and  x-ray  find- 
ings, place  this  entity  among  those 
diseases  that  may  be  diagnosed  clinically 
with  greater  surety  than  heretofore  con- 
ceded. However,  it  cannot  be  emphasized 
too  strongly,  that  from  a review  of  the 
literature  one  becomes  aware  that  bed- 
side diagnoses  with  one  or  two  laboratory 
findings,  sometimes  none,  have  been  used 
too  freely  in  reporting  cases  of  this  entity. 
Many  such  reported  cases  are  un- 
doubtedly splenomegalies  of  another  type. 
Pathologic  section  of  the  tissues  involved 
has  been  neglected  as  a final  proof;  and 
in  all  cases  this  is  the  only  sure  foundation 
of  authenticity.7*12 

2.  In  well-advanced  cases,  a persist- 
ent leukopenia  even  in  the  presence  of  a 
high  temperature  and  a fulminating  infec- 
tion is  a factor  not  present  in  other 
splenomegalies  which  might  simulate 
Gaucher’s  disease. 
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NO,  THEY  DON’T  “GROW  HAIR’’ 

An  answer  to  the  worries  of  many  women 
appears  in  the  correspondence  column  of  the 
J.A.M.A.,  where  a California  doctor  who  uses 
the  old-fashioned  yellow  petrolatum  on  his  face 
asks  if  it  will  grow  hair.  The  reply  covers  all 
kinds  of  skin  creams : 

Answer. — No  application  to  the  skin  that  is 
known  has  the  capacity  either  to  increase  or  to 
retard  the  growth  of  hair.  There  is  a commonly 
mistaken  impression  that  certain  creams  are 
conducive  to  the  growth  of  hair  of  some  women’s 
faces.  This  probably  arises  from  the  fact  that 


many  women  become  more  concerned  with  the 
creams  they  use  about  the  time  the  skin  begins 
to  show  signs  of  ageing.  At  this  time,  too,  most 
women  have  an  increased  growth  of  facial  hair. 
They  often  conclude,  therefore,  that  the  creams 
on  which  they  have  focused  their  attention  gave 
rise  to  the  concomitant  increase  of  facial  hair. 
Neither  petrolatum  nor  cold  cream  of  themselves 
will  cause  growth  of  hair.  In  certain  types  of 
skin  with  acne,  the  use  of  creams  is  contrain- 
dicated. It  is  probable  that  petrolatum  also 
aggravates  some  cases  of  acne  already  established 
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Until  recent  years  it  was  generally 
accepted  that  pulmonary  tubercu- 
losis of  miliary  distribution  and  morphol- 
ogy was  part  of  a larger  picture  of  wide- 
spread disease  in  its  late  stage,  involving 
many  organs,  of  which  the  lung  was  one, 
and  that  fatal  termination  was  the  certain 
and  not  too  remote  outcome.  However, 
increasing  familiarity  with  this  type  of 
lesion,  stimulated  by  greater  use  of  the 
roentgen  ray,  occasionally  brings  to  light 
a film  of  such  appearance  in  a patient  in 
whom  the  clinical  course  and  sympto- 
matology are  quite  contrary  to  what  one 
might  expect.  Symptoms  may  be  absent, 
or  the  illness  may  be  one  of  a mild  nature 
progressing  to  complete  healing  by  ab- 
sorption, fibrosis,  or  calcification.  These 
cases  are  rarely  seen  in  sanatoriums  but 
are  occasionally  discovered  among  am- 
bulatory patients  in  clinics  or  in  the  course 
of  mass  examinations  such  as  we  have  an 
opportunity  for  conducting  in  the  Health 
Department  clinics. 

Such  cases  of  healing  of  miliary  tuber- 
culosis and  complete  clinical  recovery 
have  been  reported  by  several  authors 
during  the  past  decade.  It  is  interesting 
to  note  that  Weigert  in  1883  spoke  of  the 
healing  of  chronic  miliary  tuberculosis. 
Obviously  these  are  not  cases  of  the  acute 
generalized  miliary  lesions  with  which  we 
are  more  familiar,  but  rather  are  examples 
of  a blood  stream  infection  of  a more 
limited  extent,  restricted  for  the  most 
part  to  the  lesser  pulmonary  circuit. 
Recognition  of  this  entity  has  opened  the 
door  to  a vast  and  fascinating  aspect  of 
the  disease  whose  presence  had  been 
hinted  at  for  many  years  as  a result  of 
fleeting  glimpses,  which  occasional  keen 
observers  had  been  able  to  recognize  from 
time  to  time,  but  whose  complete  solu- 
tion has  yet  to  be  attained. 


That  tubercle  bacilli  inhabit  the  blood 
stream  of  the  chronic  tuberculous  patient 
was  shown  by  Villemin  in  1869,  when  he 
succeeded  in  producing  pulmonary  tuber- 
culosis in  small  animals  by  injecting  the 
blood  of  tuberculous  patients  into  them. 
During  the  past  twenty  years  there  has 
been  extensive  study  and  discussion 
of  the  subject  by  European  investiga- 
tors, but  it  is  much  more  recent  that 
the  subject  has  been  brought  to  our 
attention  in  this  country  by  the  inde- 
pendent studies  of  Pinner,1  Miller,2  and 
Reisner,3,4 

The  acute,  fulminating,  generalized  mili- 
ary type  of  tuberculosis  has  been  looked 
upon  as  the  classic  manifestation  of  the 
hematogenous  infection  because  of  its 
striking  clinical  picture  and  its  consistent 
and  convincing  postmortem  findings, 
showing  showers  of  tubercles  throughout 
the  body.  But  it  should  be  borne  in  mind 
that  this  is  but  one  phase,  and  that  the  most 
severe,  of  a condition  that  also  has  a far 
more  benign  aspect.  It  must  be  recog- 
nized that  tubercle  bacilli  in  the  blood 
stream  may  produce  a subacute  or  chronic 
miliary  tuberculosis  of  the  lungs,  as  well 
as  another  group  of  chronic  pulmonary 
lesions  of  less  extensive  distribution,  all 
these  without  clinical  evidence  of  infection 
in  other  organs.  On  the  other  hand,  we 
also  know  that  in  addition  to  these  pul 
monary  lesions,  which  are  so  readily  rec- 
ognized by  x ray,  foci  may  be  produced 
simultaneously  in  other  susceptible  or- 
gans, as  the  bones,  eyes,  kidneys,  skin, 
spleen,  etc.  (Fig.  1).  Although  activity 
may  arise  in  these,  they  are  usually  of  a 
latent  or  abortive  character,  and  not  rec- 
ognized except  at  autopsy,  when  per- 
sistent search  will  invariably  show  them 
to  accompany  hematogenous  pulmonary 
tuberculosis. 


Presented  at  the  Clinical  Session  of  the  Tuberculosis  Sanatorium  Conference  of  Metropolitan  New  York 
on  April  13,  1938,  at  Cornell  University  Medical  College,  New  York  City 
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Pathogenesis 

There  are  many  opportunities  for  in- 
vasion of  the  blood  stream  in  patients  who 
have  a tuberculous  focus.  As  Miller2 
points  out:  “Evidence  is  accumulating 
that  any  tuberculous  lesion  may  under 
favorable  conditions  secrete  tubercle  ba- 
cilli into  the  blood  stream.”  It  is  agreed 
that  the  acute  generalized  miliary  dis- 
ease is  usually  caused  by  rupture  of  a 
caseous  pulmonary  lesion  into  the  circula- 
tion with  dissemination  of  massive  doses 
of  bacteria  throughout  the  body.  It  is 
quite  conceivable,  therefore,  that  smaller 
showers  of  bacilli  may  occasionally  be 
discharged  from  less  prolific  sources, 
sometimes  repeatedly  over  a period  of 
time,  and  that  they  produce  a type  of 
pathology  that  may  be  abortive,  benign, 
or  of  varying  grades  of  activity. 

The  manner  in  which  these  dissemina- 
tions take  place  is  well  described  by 
Schick,5  who  says : “This  invasion  is  most 
likely  not  a continuous  one  but  rather  an 
interrupted  one ; it  can  be  said  that  there 
is  no  continuous  dripping  or  raining  of  the 
bacilli  into  the  circulation  but  the  inva- 
sion may  be  compared  to  a hailstorm  of 
tubercle  bacilli  lasting  for  a few  hours  and 
a more  or  less  frequent  recurrence  there- 
of.” An  extreme  example  of  this  is  the 
sudden  development  of  tuberculous  men- 
ingitis in  a child  in  apparently  good 
health. 

The  most  common  source  of  these  ba- 
cilli is  probably  the  caseous  tracheobron- 
chial lymph  node;  likewise,  the  primary 
parenchymal  focus  may  contribute  its 
share.  Another  potential  source  is  any 
extrapulmonary  focus  that  may  be  pres- 
ent. That  this  can  occur  is  suggested  by 
the  occasional  acute  miliary  tuberculosis 
arising  after  operation  on  a tuberculous 
kidney  or  bone.  Recurrent  discharges  of 
bacteria  from  these  various  sites  may  find 
their  way  into  a blood  vessel  or  along  the 
lymph  channels  into  the  thoracic  duct 
which,  through  its  relation  to  the  venous 
circulation,  offers  a direct  route  for  trans- 
mission of  bacilli  to  the  right  heart. 
Thence  they  are  transmitted  through  the 
pulmonary  artery  into  the  lung,  which 
acts  as  a natural  filter,  although  occas- 


Fig.  1.  X-ray  of  spleen  showing  numerous 
calcific  miliary  tubercles.  Patient  was  in  hospi- 
tal because  of  Pott’s  abscess;  no  evidence  of 
tuberculosis  could  be  demonstrated  in  the  lungs 
or  other  organs. 

ional  bacilli  may  continue  into  the  greater 
circulation  and  create  foci  in  extra- 
pulmonary  sites. 

The  importance  of  the  primary  focus 
as  a frequent  source  of  hematogenous  dis- 
semination is  well  emphasized  by  the  fact 
that  generalized  forms  of  tuberculosis 
are  considerably  more  frequent  during  in- 
fancy and  early  childhood  than  in  later 
life.  It  is  at  this  time  that  a primary 
complex  usually  presents  itself  in  its  most 
active  phase,  the  second  stage  of  generali- 
zation of  Ranke.6  It  is  also  true  that 
extrapulmonary  lesions  may  develop  with- 
out evidence  of  pulmonary  dissemination. 
This  is  probably  due  to  the  discharge  of 
bacilli  directly  into  the  arterial  system, 
thus  avoiding  the  pulmonary  route;  for 
it  would  be  unlikely  that  they  could  pass 
through  the  pulmonary  tree  without  being 
filtered  out  in  appreciable  numbeis,  pro- 
ducing corresponding  pathologic  changes. 

Pathology 

As  a result  of  this  seeding,  multiple 
tubercle  formation  is  produced  in  the 
alveolar  and  interlobular  septa,  the 
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so-called  interstitial  spaces,  but  not  in  the 
air  spaces.  The  chief  distinguishing  fea- 
ture between  this  hematogenous  tuber- 
culosis and  the  more  familiar  bronchogenic 
type  lies  in  this  characteristic:  that  the 
tubercles  are  laid  down  in  the  walls  of  the 
alveoli,  the  blood  vessels,  or  the  lym- 
phatics, and  do  not  enter  the  air  spaces 
unless  there  is  progression  of  the  disease. 
In  bronchogenic  tuberculosis,  on  the  other 
hand,  pathology  is  produced  directly  in 
the  air  spaces. 

Having  arrived  at  the  stage  of  seeding, 
the  future  course  of  the  disease  will  pre- 
sent a wide  variety  of  possibilities,  de- 
pending upon  several  uncontrollable  and 
ill-defined  factors.  The  dosage  of  bacilli, 
together  with  their  virulence,  will,  of 
course,  decide  to  a great  extent  the  distri- 
bution and  the  severity  of  the  lesions. 
Other  considerations  that  have  an  im- 
portant bearing  are  the  degree  of  general 
resistance,  allergy,  and  tissue  immunity, 
although  the  exact  mechanism  whereby 
these  various  factors  contribute  is  by  no 
means  clear.  It  is  known  that  the  pres- 
ence of  bacilli  in  the  circulation  per  se 
does  not  necessarily  produce  new  areas  of 
disease,  for  we  have  seen  that  in  the  ca- 
seating  form  of  bronchogenic  phthisis, 
numerous  opportunities  for  bacteremia 
occur  but  relatively  few  extrapulmonary 
lesions  appear ; and  it  is  a curious  but  well- 
established  fact  that  very  few  terminate 
in  meningitis  or  acute  miliary  tubercu- 
losis. What  it  is  that  causes  the  bacilli 
to  “take”  in  some  cases  and  not  in  others 
is  still  a matter  of  conjecture.  Varying 
susceptibility  in  different  patients  and  in 
the  same  patients  at  different  times,  as 
well  as  varying  susceptibility  of  different 
organs  in  the  same  patient  suggest  the 
question  of  fluctuating  allergy,  but  the 
final  explanation  has  yet  to  be  offered. 

The  gross  and  roentgenologic  appear- 
ance of  the  chronic  forms  of  miliary  tuber- 
culosis may  be  identical  with  the  acute 
fulminating  type.  They  frequently  differ, 
however,  in  that  the  latter  is  characterized 
by  massive,  more  or  less  uniform,  dissemi- 
nation of  miliary  tubercles,  whereas  the 
protracted  disseminated  variety  may  pre- 
sent an  uneven,  nodular  arrangement  of 


tubercles  and  irregular  acino-nodose  le- 
sions representing  a conglomeration  of 
these  tubercles. 

In  response  to  this  invasion  there  soon 
develops  a reaction,  usually  of  an  exuda- 
tive nature,  occasionally  productive,  or 
possibly  a combination  of  the  two.  Be- 
cause of  the  pneumonic  nature  of  the 
exudative  reaction  about  these  discrete 
tubercles,  there  may  be  complete  ab- 
sorption, leaving  no  trace  of  their  pre- 
vious existence.  These  cases  are  quite 
dramatic  and,  until  we  acquired  our  pres- 
ent understanding  of  them,  were  some- 
what confusing. 

In  the  course  of  the  hematogenous 
transmission  of  bacilli,  the  bulk  of  them 
are  filtered  out  in  the  lungs,  but  in  only  a 
small  percentage  of  cases  do  we  find  in- 
volvement of  the  entire  pulmonary  fields 
with  production  of  this  diffusely  dis- 
seminated, chronic  miliary  tuberculosis 
Several  explanations  may  be  offered  foi 
this  phenomenon,  none  of  which  are  sub 
ject  to  complete  proof.  It  may  be  that 
the  dosage  is  insufficient;  possibly  the 
allergic  or  tissue  immunity  response  may 
be  the  controlling  factor;  or  it  is  even 
possible  that  the  condition  may  occur 
more  frequently  than  we  suppose  but  is 
not  seen  until  a later  stage  when  consider- 
able absorption  has  taken  place.  At  any 
rate,  the  more  common  manifestation  of 
the  chronic  hematogenous  lesion  is  seen 
in  a distribution  of  a more  limited  degree, 
of  which  certain  characteristics  are  out- 
standing. They  are  bilateral  and  sym- 
metric with  marked  tendency  to  localize 
in  the  apices  and  upper  lobes.  With 
repeated  invasions,  further  dissemination 
takes  place  in  the  lower  portions  of  the 
lung,  but  the  intensity  of  the  lesions  and 
the  size  of  the  nodules  are  always  greater 
in  the  upper  lobes. 

The  punched  out  cavity  referred  to  by 
German  authors  as  “lochkaveme” 7,8,9  is 
frequently  associated  with  these  lesions 
and  is  typified  by  its  thin  wall,  its  ability 
to  expand  rapidly  or  to  completely  dis- 
appear, and,  in  the  uncomplicated  hema- 
togenous lesion,  by  the  usual  absence  of 
involvement  of  the  surrounding  pul- 
monary tissue.  This  is  in  marked  con- 
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Fig.  2,  Case  2 


trast  to  the  more  common  form  of  tuber- 
culosis, in  which  cavitation  is  invariably 
associated  with  caseation  and  ulceration. 

Pleural  effusions,  which  in  many  in- 
stances show  a tendency  to  repeated  re- 
currence in  the  absence  of  pulmonary  in- 
volvement, are  likewise  assumed  to  result 
from  infection  by  the  circulatory  route. 
The  frequency  of  this  occurrence  is  quite 
consistent  with  the  anatomic  distribution 
of  the  blood  vessels  in  the  lungs  and  with 
their  overabundant  tributaries  to  the  sub- 
pleural  areas,10  affording  frequent  op- 
portunity for  discharge  of  bacilli  in  that 
region.  Of  course  this  arrangement  usu- 
ally invites  the  development  of  subse- 
quent pulmonary  disease  of  the  hema- 
togenous variety. 

In  addition,  one  sees  a frequent  tend- 
ency to  absorption  of  pulmonary  pathol- 
ogy, progressing  from  below  upward 
and  in  many  instances  leaving  behind  no 
apparent  evidence  of  disease  other  than 
apical  thickening  or  calcification.  Where 
the  reaction  is  of  a more  productive  na- 
ture, as  has  been  pointed  out,  absorption 
is  accompanied  by  fibrosis,  and  one  may 
see  a residue  of  an  extensive  fibrotic  net- 
work, the  “lymphangitis  reticularis”  of 
Scheuerman.7 

An  excellent  example  of  this  is  seen  in : 


Case  1. — M.  R.,  a robust  female  of  24  came  to 
the  clinic  in  1934  because  of  recent  cough  and 
bloody  expectoration  on  two  occasions.  Physi- 
cal examination  and  sputum  were  negative  and 
x-ray  showed  a diffuse,  fine,  miliary  fibrosis 
throughout  both  lungs,  the  late  result  of  a pre 
vious  hematogenous  pulmonary  tuberculosis 
which  had  healed  by  absorption  and  prolifera- 
tive changes,  producing  this  fine  network  of 
fibrosis.  Patient  was  afebrile  and  gave  a history 
of  pneumonia  eight  years  previously,  followed  by 
frequent  unproductive  cough  until  the  time  of  her 
clinic  visit. 

Has  been  seen  at  infrequent  intervals;  pres- 
ent x-ray  (four  years  later)  shows  no  change, 
but  cough  is  much  worse;  dyspnea  and  emphy- 
sema have  developed.  Sputum  still  negative; 
blood  findings  and  cardiac  examination  nega- 
tive. 

In  some,  healing  takes  place  by  resolu- 
tion and  calcification,  the  ultimate  ap- 
pearance being  one  of  scattered  calcific 
deposits,  usually  of  maximum  intensity 
and  distribution  in  the  upper  areas. 


Fig.  3,  Case  2 


Case  2. — A.  H.,  a 42-year-old  male.  Diffuse, 
discrete  calcific  deposits,  scattered  through  both 
lungs;  the  end  result  of  an  old  healed  hematoge- 
nous pulmonary  tuberculosis  of  miliary  distri- 
bution with  massive  calcified  mediastinal  glands 
(Figs.  2 and  3).  Patient  had  no  complaint  and 
gave  no  history  of  pulmonary  disease.  This  was 
discovered  during  routine  mass  survey  of  ap- 
plicants for  relief. 
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The  prognosis  in  chronic  hematogenous 
tuberculosis  is  not  always  as  favorable  as 
one  might  be  led  to  suppose  from  a 
cursory  review  of  the  healed  cases.  Tu- 
bercles in  the  interstitial  spaces  may  case- 
ate,  soften,  coalesce,  and  rupture  into 
the  air  spaces,  creating  a condition  similar 
to  that  of  tuberculosis  of  bronchogenic 
origin.  When  this  occurs,  the  secondary 
changes  produced  in  the  lung  in  the 
natuie  of  caseation,  cavitation,  or  fibrosis 
may  be  so  extensive  as  to  completely 
overshadow  the  picture  and  to  obscure 
its  original  nature.  What  may  have  been 
a typical  hematogenous  dissemination 
may  ultimately  show  no  apparent  evi- 
dence thereof,  and  the  opportunities  for 
spread  will  be  quite  similar  to  the  status 
in  the  purely  bronchogenic  type.  In  fact, 
the  opportunities  are  greater,  for  in  addi- 
tion to  bronchial  spread,  the  original  focus 
of  the  hematogenous  lesion  is  still  present 
and  ever-likely  to  break  down  further, 
discharging  additional  showers  of  bacilli 
into  the  lungs  and  other  organs.  So,  in 
addition  to  the  possibility  of  local  pro- 
gression, we  may  have  the  production  of  a 
chronic,  low-grade  extrapul  monary  dis- 
ease, usually  in  the  renal,  glandular,  or 
skeletal  systems;  or  there  may  be  a 
violent  reaction  in  the  nature  of  an  acute, 
generalized  miliary  tuberculosis.  This  is 
actually  not  an  infrequent  occurrence  and 
patients  who  have  shown  few  or  no  symp- 
toms while  harboring  a benign  infection 
may  without  warning  develop  a new  and 
more  severe  fulminating  superinfection. 

Clinical  Aspects 

The  clinical  picture  of  the  different 
forms  of  chronic  hematogenous  tubercu- 
losis may  vary  from  complete  absence  of 
symptoms  to  the  numerous  expressions  of 
acute  and  chronic  pulmonary  disease 
with  which  we  are  so  familiar ; but  for  the 
most  part  one  is  impressed  by  their  com- 
paratively benign  character.  The  chronic 
miliary  form  is  occasionally  discovered 
quite  by  accident  in  a patient  who  may 
give  no  history  of  any  pulmonary  ail- 
ment. Or  the  onset  may  be  ushered  in 
with  low-grade  fever  and  moderate  cough 
persisting  for  several  weeks  until  the 


initial  inflammatory  reaction  has  sub- 
sided, sometimes  with  complete  absorp- 
tion, in  other  instances  showing  resolution 
in  the  lower  lobes  with  persistence  of 
nodules  and  fibrosis  in  the  upper  portions, 
and  in  still  other  cases  leaving  a diffuse, 
fine  fibrosis  throughout  both  lungs. 
These  patients  may  present  themselves 
because  of  single  or  intermittent  blood- 
streaked  expectoration,  and  on  viewing 
their  x-rays  we  are  amazed  at  the  extent 
and  nature  of  the  pathology  in  a patient 
showing  such  little  clinical  evidence  of 
disease  (Case  1).  Because  of  absence 
of  involvement  of  the  bronchioles,  there 
may  be  no  cough  or  expectoration.  Posi- 
tive sputum  is  rare.  In  those  cases  that 
have  healed  by  fibrosis  a marked  loss  of 
elasticity  results,  with  a corresponding 
degree  of  emphysema,  which  may  be  the 
only  presenting  symptom. 

Although  during  the  original  dissemina- 
tion, tubercles  may  have  lodged  in  the 
other  organs,  they  may  have  been  too 
few  in  number,  or  the  resistive  forces  of 
the  body  may  have  been  so  potent  as  to 
restrain  any  destructive  tendencies.  At 
autopsy  one  may  come  upon  organs  stud- 
ded with  calcific  tubercles  (Fig.  1,  page 
1671),  mute  evidence  of  such  a process. 
These  changes  may  likewise  be  seen  in 
cases  where  the  pulmonary  changes  are 
much  less  extensive. 

In  those  patients  in  whom  the  lesions 
are  limited  to  the  upper  parts  of  the  lungs, 
as  previously  described,  the  clinical  find- 
ings may  be  quite  similar.  The  patient 
may  present  no  symptoms  of  pulmonary 
disease  and  it  may  be  discovered  only  be- 
cause an  x-ray  is  taken  during  the  study 
of  a person  who  has  tuberculosis  of  some 
extrapulmonary  organ.  These  latent 
pulmonary  lesions  may  persist  without 
change  for  some  years,  as  in  Cases  3 and 
4.  Sometimes  in  the  course  of  a subse- 
quent seeding  with  more  extensive  involve- 
ment, the  reaction  in  the  lungs  may  be 
more  severe,  and  one  is  confronted  with 
a subacute  form  of  the  disease ; but  even 
here  it  is  remarkable  that  expectoration 
may  be  slight  and  sputum  seldom  posi- 
tive. In  Reisner’s  series,  2 patients 
among  30  showed  bacilli  in  the  sputum. 
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Case  3. — F.  N.,  a 25-year-old  female,  referred 
to  the  Jamaica  Consultation  Clinic  for  a chest 
examination  by  her  private  physician  because 
she  had  a persistent  sinus  in  the  left  buttock, 
where  an  abscess  had  been  incised  four  years  pre- 
viously, and  he  suspected  that  it  might  be  tuber- 
culous. X-ray  showed  a typical  distribution  of 
i hematogenous  pulmonary  tuberculosis  (Fig.  4), 
with  nodular  infiltration  scattered  through  the 
upper  two-thirds  of  both  lungs;  bilateral,  sym- 
metric, and  of  maximum  intensity  in  the  upper 
portions. 

We  learned  from  New  York  Hospital,  where 
the  abscess  had  been  opened,  that  it  was  con- 
sidered tuberculous  and  that  x-ray  findings  at 
that  time  were  similar  to  ours  four  years  later. 
She  was  diagnosed  as  chronic  miliary  tuberculo- 
sis. Patient  is  afebrile  and  has  never  had  any 
respiratory  complaint  or  history  of  pulmonary 
illness. 

When  coalescence  takes  place,  with 
caseation  and  spilling  of  material  into  air 
spaces,  producing  changes  similar  to 
bronchogenic  tuberculosis  with  the  usual 
opportunities  for  spread,  the  sympto- 
matology is  more  likely  to  approach  the 
same  pattern,  but  it  has  been  observed 
repeatedly  that  even  such  cases  are  likely 
to  run  a more  benign  protracted  course. 

However,  it  is  well  established  that 
when  the  lesion  under  consideration  has 
been  produced  by  recurrent  dissemina- 
tions, the  possibility  of  an  overwhelming 
generalized  infection  is  ever-present,  and 
actually  such  cases  frequently  terminate 
with  acute  miliary  tuberculosis  and 
meningitis.  Miller  cites  the  work  of 
Pagel8  and  Ruedel,11  in  which  they  showed 
that  in  such  deaths  they  were  invariably 
able  to  find  other  pathologic  evidence  of 
chronic  hematogenous  tuberculosis.  More 
recently,  Reisner  found  that  among  pa- 
tients with  extrapulmonary  tuberculosis, 
which  is  definitely  hematogenous,  20  per 
cent  of  deaths  were  of  this  nature.  It  is 
of  some  significance  that  patients  present- 
ing the  more  common  forms  of  chronic 
pulmonary  tuberculosis  rarely  develop 
miliary  tuberculosis  or  meningitis. 

The  frequent  association  of  these  vari- 
ous lesions  with  extrapulmonary  tuber- 
culosis should  impress  the  most  skeptical 
with  the  logic  of  accepting  as  an  entity 
the  hematogenous  explanation  of  such 


Fig.  4,  Case  3.  (1938)  F.  N.  Chronic  hema- 

togenous pulmonary  tuberculosis ; asympto- 
matic; associated  with  tuberculous  abscess  of 
buttocks;  no  change  in  four  years. 

forms  of  the  disease.  Furthermore,  the 
detailed  investigation  of  Reisner,  who 
studied  240  cases  of  extrapulmonary  tu- 
berculosis and  was  able  to  demonstrate 
that  among  the  pulmonary  lesions  found, 
two-thirds  were  of  the  types  described, 
adds  to  an  already  well-founded  conviction . 

The  following  cases  illustrate  certain 
phases  of  the  evolution  of  hematogenous 
tuberculosis : 

Case  4. — H.  S.,  a 17-year-old  female.  Ad- 
mitted to  the  clinic  in  February,  1934,  with  com- 
plaint of  cough,  fever,  weakness,  and  loss  of  13 
pounds  in  one  year.  T 101.  X-ray  (Fig.  5) 
showed  mass  of  glands  in  right  hilum  and  to  a 
lesser  degree  on  the  left,  and  patient  was  referred 
to  Kings  County  Hospital  with  diagnosis  of 
tuberculous  mediastinal  glands;  she  soon  de- 
veloped right  axillary  adenitis,  which  on  biopsy 
was  shown  to  be  tuberculous,  and  she  was  trans- 
ferred to  Sea  View  Tuberculosis  Hospital. 

X-ray  in  July  (Fig.  6)  showed  diffuse  nodular 
infiltration  of  hematogenous  distribution  through- 
out both  lungs  and  hilum  adenopathy.  She 
was  afebrile  and  did  not  appear  ill  but  was  kept 
in  bed  for  seven  months  and  discharged  because 
of  no  activity.  Sputum  was  positive  once  on 
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Fig.  5,  Case  4.  H.  S. 

admission  but  negative  thereafter  during  the 
entire  seven  months. 

Two  months  later  she  returned  to  our  clinic 
for  checkup  examination;  no  complaint  at  this 
time.  X-ray  showed  an  appreciable  amount  of 
absorption;  the  lesion  appeared  fine,  punctate, 
and  fibrotic;  however,  an  acino-nodose  broncho- 
genic lesion  had  developed  in  the  left  first  space 
as  a result  of  conglomeration  and  breaking  down 
of  tubercles.  The  following  month  cough  and 
fever  appeared  and  she  was  readmitted  to  Sea 
View,  where  she  was  again  treated  conservatively; 
there  was  occasional  positive  sputum  and  pneu- 
mothorax was  induced.  With  partial  collapse  of 
the  lung  a large  cavity  was  disclosed  in  the  left 
second  space,  which  was  apparently  the  source 
of  the  positive  sputum.  The  upper  lobe  was  held 
out  by  an  adhesion  which  was  severed  by  the 
Jacobeus  operation  and  an  excellent  collapse 
was  obtained.  The  sputum  became  negative 
soon  thereafter  and  continued  so  during  her  stay 
in  the  hospital  for  the  following  ten  months, 
when  she  left  against  advice  and  returned  to  the 
clinic  where  the  pneumothorax  has  been  con- 
tinued for  the  past  year.  X-ray  in  March,  1938, 
shows  excellent  collapse  on  the  left  side  with  con- 
siderable absorption  and  healing  on  the  right. 

Summary:  A 17-year-old  girl  complaining  of 
respiratory  symptoms  and  fever  showed  large 
mediastinal  glands  and  soon  developed  axillary 
glands,  which  on  biopsy  were  shown  to  be  tuber- 
culous. A few  months  later  there  was  a diffuse 
bilateral  pulmonary  spread  with  positive  sputum 
but  little  clinical  evidence  of  illness.  Subse- 
quently a bronchogenic  lesion  developed  below 


the  left  clavicle  with  breaking  down  of  tissue  and 
cavity  formation,  which  was  controlled  by  pneu- 
mothorax and  pneumolysis.  She  has  been  re- 
ceiving pneumothorax  for  two  years  and  is  ap- 
parently doing  well. 

Case  5.— B.  S.,  colored  girl  of  10,  was  given 
routine  examination  as  contact  because  father 
died  of  T.B.  Tuberculin  test  was  positive  and 
x-ray  in  September,  1935,  showed  fullness  in 
superior  mediastinal  region.  X-ray  one  year 
later  (Fig.  7)  showed  bilateral  enlargement  of 
tracheobronchial  glands  and  persistence  of 
prominent  mediastinal  shadow.  In  February, 
1937,  there  was  no  change,  but  one  year  later, 
January,  1938,  we  see  (Fig.  8)  adiffuse,  fine  paren- 
chymal seeding  throughout  both  lungs  with  dis- 
crete nodular  lesions,  a typical  miliary  distribu- 
tion of  hematogenous  pulmonary  tuberculosis. 
She  was  afebrile  and  asymptomatic  but  was  re- 
ferred to  Sea  View  because  of  x-ray  findings  of 
chronic  miliary  tuberculosis.  Her  course  there 
has  been  uneventful,  the  only  findings  of  interest 
being  an  increase  in  sedimentation  time,  leukocy- 
tosis of  11,000  with  50  per  cent  lymphocytes. 

Summary 

1.  Pulmonary  tuberculosis  resulting 
from  infection  via  the  hematogenous 
route  produces  a clinical  entity  separate 
and  distinct  from  the  disease  acquired  by 
the  usual  bronchogenic  route. 

2.  The  lesions  produced  may  be : 

(a)  Acute,  generalized  miliary  tuber- 
culosis, producing  a fulminating 
fatal  condition  involving  the  lungs 


Fig.  6,  Case  4.  H.  S. 
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Fig.  8,  Case  5,  B.S. 

of  the  abortive  type  or  they  may  give 
rise  to  chronic  low-grade  infection. 

6.  In  chronic  hematogenous  tuber- 
culosis, acute  fatal  dissemination  may 
occur  at  any  time;  however,  in  the 
majority  of  cases  patients  run  a mild  pro- 
tracted course  and  suffer  less  illness  than 
those  afflicted  with  bronchogenic  infection. 


I wish  to  express  my  appreciation  to 
Sea  View  Hospital  for  making  available 
to  me  some  of  the  x-rays  which  are  illus- 
trated here. 

33  East  208th  Street 
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Fig.  7,  Case  5,  B.S. 


and  other  organs  in  the  body. 

(b)  Chronic  miliary  tuberculosis  in 
which  the  demonstrable  lesion  is 
limited  to  the  lungs,  although  ex- 
trapulmonary  foci,  especially  in 
the  bones,  joints,  and  genitouri- 
nary tract,  may  occur  without 
clinical  evidence.  These  pul- 
monary lesions  may  be  of  varying 
extent,  are  usually  bilateral,  and 
have  a tendency  to  symmetry  and 
localization  in  apices  and  upper 
lobes.  Symptoms  of  pulmonary 
disease  may  be  mild  or  absent. 

3.  Chronic  hematogenous  lesions  are 
produced  by  single  or  repeated  dissemina- 
tions of  bacilli  into  the  circulation  from 
various  sources,  as  caseating  tracheo- 
bronchial nodes,  the  primary  pulmonary 
focus,  or  extrapulmonary  foci. 

4.  They  may  heal  by  complete  ab- 
sorption, diffuse,  fine  fibrosis,  or  dense, 
discrete  calcific  deposits.  On  the  other 
hand,  they  may  run  a low-grade  chronic 
or  subacute  course ; or  they  may  progress 
and  break  down,  producing  bronchogenic 
dissemination. 

5.  Foci  are  created  simultaneously  in 
extrapulmonary  organs.  They  may  be 
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Vaginal  examination,  prior  to  cesarean 
section,  increases  the  risk  of  opera- 
tion. For  this  reason,  cesarean  section  is 
done  preferably  without  preliminary  vag- 
inal exploration.  In  placenta  praevia, 
the  danger  from  this  source  is  augmented 
by  the  following  factors : 

1.  The  blood  that  accumulates  in 
the  vagina  as  a result  of  intermittent 
hemorrhage  interferes  with  the  bactericidal 
properties  of  the  vaginal  secretions,  and 
thereby  favors  the  growth  of  organisms 
which,  ordinarily,  possess  little  or  no 
virulence. 

2.  The  cervix  in  placenta  praevia  is 
soft  and  easily  tom.  In  such  circum- 
stances, a gentle  vaginal  examination  al- 
most invariably  causes  minute  lacera- 
tions in  this  structure.  As  a result, 
numerous  avenues  for  the  introduction 
of  infectious  bacteria  are  produced. 

3.  The  proximity  of  the  placental  site 
predisposes  it  to,  and  increases  the  severity 
of,  the  infection. 

Elimination  of  vaginal  examination 
prior  to  cesarean  section  in  placenta 
praevia  cases  is,  therefore,  most  desirable. 
Because  of  the  growing  trend  toward  the 
use  of  cesarean  section  in  the  manage- 
ment of  placenta  praevia,  anything  that 
will  enable  us  to  make  a diagnosis  of  this 
condition  without  resort  to  vaginal  ex- 
amination should  be  welcome. 

The  history  of  painless,  causeless,  re- 
curring vaginal  bleeding  in  the  last  tri- 
mester of  pregnancy  is  so  characteristic 
of  placenta  praevia  that  it  often  is  pos- 
sible to  make  the  diagnosis  from  the  his- 
tory alone.  We  have  seen  cases  with  this 
characteristic  history,  however,  in  which 
the  hemorrhage  subsequently  proved  to 


be  due  to  partial  premature  separation  of 
a normally  implanted  placenta  or  to  a 
simple  low  implantation. 

Absence  of  a boardlike  uterus,  likewise, 
may  aid  in  differentiating  placenta  prae- 
via from  ablatio  placentae.  Again,  how- 
ever, in  many  cases  of  partial  separation 
of  the  placenta,  there  is  an  absence  of  a 
ligneous  uterus.  Similarly,  a placenta 
situated  in  the  lower  uterine  segment  may 
give  rise  to  a marked  uterine  souffle  in  the 
vicinity  of  the  symphysis  pubis  and  may 
cause  the  presenting  part  to  remain  ab- 
normally high.  On  the  other  hand,  the 
finding  of  a high  presenting  part  and  the 
detection  of  a well-defined  uterine  souffle 
above  the  symphysis  hardly  justify  the 
diagnosis  of  placenta  praevia. 

Roentgenologic  methods  have  long  been 
used  as  an  aid  to  diagnosis  in  gynecology, 
but  their  use  in  obstetrics  has,  until  quite 
recently,  been  limited.  Menees,  Miller, 
and  Holly1  in  1930  attempted  to  locate 
the  placenta  by  means  of  amniography. 
By  injecting  strontium  iodide  directly 
through  the  anterior  abdominal  wall  into 
the  amniotic  sac,  the  amniotic  fluid  was 
made  relatively  opaque,  and  the  placenta 
could  then  be  visualized  as  a filling  defect 
when  it  was  shown  in  profile.  This  neces- 
sitated the  taking  of  posteroanterior, 
lateral,  and,  occasionally,  oblique  views. 
In  the  majority  of  the  21  cases  which  they 
reported,  the  placenta  was  visualized.  In 
their  hands,  no  injurious  effects  on  the 
mother  or  fetus  were  noted  except  in  1 
case  of  placenta  praevia  at  six  months,  in 
which  the  fetus  was  expelled  thirty  hours 
after  the  injection,  probably  because  the 
placenta  had  been  perforated  by  the 
needle. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York , 
New  York  City,  May  11,  1938 
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Kerr  and  Mackey,2  in  1933,  using  the 
same  technic  in  10  cases,  noted  that  3 of 
the  fetuses  died  and  were  expelled  pre- 
maturely. As  a result,  they  gave  up  the 
use  of  strontium  iodide  and,  in  its  place, 
substituted  uroselectan-B,  which  they 
found  to  be  neither  toxic  nor  irritating. 
The  latter  material  was  used  in  10  cases, 
all  of  which  fell  into  labor  within  five 
days  after  injection.  Its  use,  accordingly, 
was  thereafter  restricted  to  pregnancies 
of  thirty-five  or  more  weeks’  duration. 

Burke,3  in  1935,  repeating  the  work  of 
Kerr  and  Mackey,  visualized  the  placenta 
in  9 out  of  10  cases.  He  found  the  method 
so  successful,  however,  in  inducing  labor 
that  he  used  it  in  27  instances  for  that 
purpose  alone,  and  all  of  these  cases  fell 
into  labor  within  seventy-two  hours,  the 
average  time  being  twenty-three  hours 
and  thirty-five  minutes.  From  these  re- 
ports, it  would  seem  that  amniography 
carries  too  high  a fetal  mortality  when 
strontium  iodide  is  used,  and  too  high  an 
incidence  of  induction  of  labor  when 
uroselectan-B  is  substituted.  Its  employ- 
ment as  an  aid  in  the  diagnosis  of  placenta 
praevia,  therefore,  is  open  to  question. 

Snow  and  Powell,4  in  1934,  were  able 
to  visualize  the  placenta  by  means  of  the 
x-ray  without  the  use  of  an  opaque  media, 
and  they  found  that  the  placenta  was  al- 
ways on  the  side  of  the  fetal  small  parts. 
Although  no  cases  of  placenta  praevia 
came  under  their  observation,  they  be- 
lieve that  the  method  should  be  helpful 
in  the  diagnosis  of  this  condition. 

In  1934,  Ude,  Weum,  and  Urner5  re- 
ported the  x-ray  findings  in  a bleeding 
case  who  was  subjected  to  roentgenologic 
study  for  the  purpose  of  ruling  out  any 
abnormality  of  the  fetus  prior  to  cesarean 
section.  They  noticed  an  unusual  amount 
of  tissue  between  the  bladder  and  the 
fetal  head,  and  they  interpreted  this 
finding  as  due  to  a central  placenta 
praevia.  Their  diagnosis  was  confirmed 
at  the  time  of  operation.  It  then  occurred 
to  them  that  the  use  of  an  opaque  media 
in  the  bladder  might  aid  in  the  diagnosis 
of  placenta  praevia,  and  in  their  next  2 
cases  this  method  was  found  to  be  success- 
ful. In  1935  the  same  authors6,7  reported 


Fig.  1.  A negative  cystogram.  The  bladder 
shadow  conforms  to  that  of  the  head  with  an 
intervening  space  of  less  than  1 cm.  and  indicates 
an  absence  of  placenta  praevia. 

the  result  of  its  use  in  35  instances  of  last 
trimester  bleeding.  Fourteen  of  these  had 
placenta  praevia,  and  all  were  diagnosed 
correctly.  Friedman  and  MacDonald,8 
Hall,  Currin,  and  Lynch,9  and  Mclver10 
likewise  found  the  method  to  be  successful 
in  a limited  number  of  cases.  Mc- 
Dowell,11 on  the  other  hand,  reported  2 
incorrect  diagnoses  in  9 cases  examined 
by  this  method. 

Since  the  lower  uterine  segment  and 
the  two  peritoneal  layers  of  the  bladder 
reflection  are  the  only  structures  that 
intervene  between  the  urinary  bladder 
and  the  fetal  head,  Ude  and  his  co-workers 
believe  that  a cystogram  in  the  presence 
of  placenta  praevia  will  show  an  abnor- 
mally wide  space  between  the  head  and  the 
bladder.  According  to  their  technic,  a 
catheter  is  inserted  into  the  bladder  and, 
after  withdrawing  the  urine,  40  cc.  of  a 
I2V2  per  cent  solution  of  sodium  iodide 
are  injected.  The  catheter  is  then  re- 
moved, and  an  anteroposterior  plate  is 
taken,  with  the  tube  centered  over  the 
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Fig.  2.  A positive  cystogram.  Central  pla- 
centa praevia.  The  bladder  shadow  conforms  to 
that  of  the  head  but  is  widely  separated  from  it 
and  indicates  the  presence  of  central  placenta 
praevia. 


Fig.  3.  A positive  cystogram.  Partial  pla- 
centa praevia.  The  bladder  and  head  shadows 
are  widely  separated  but,  on  one  side,  the  side  of 
the  placenta,  the  separation  is  much  wider  and 
indicates  the  presence  of  partial  placenta  praevia. 


mid  or  lower  abdomen.  In  their  experi- 
ence, the  normal  bladder  shadow  conforms 
to  that  of  the  head  with  an  intervening 
space  of  approximately  1 cm.  (Fig.  1). 
In  the  presence  of  central  placenta 
praevia,  a much  wider  separation  of  the 
head  and  bladder  shadows  is  observed 
(Fig.  2).  On  the  other  hand,  in  partial 
placenta  praevia,  the  separation  on  one 
side,  the  side  of  the  placenta,  is  very 
much  wider  (Fig.  3).  They  believe  that 
by  means  of  their  technic  placenta  praevia 
can  be  diagnosed  or  ruled  out  with  a high 
degree  of  accuracy  in  all  cases  excepting 
those  in  which  there  is  a breech  or  trans- 
verse presentation.  The  following  cases 
are  characteristic  of  those  in  which  the 
cystogram  was  of  great  value: 

Case  Reports 

Case  1. — C.  H.,  para  VI,  at  term,  was  ad- 
mitted with  a history  of  rather  profuse  bleeding, 
accompanied  by  slight  discomfort.  The  history 
and  abdominal  findings  were  so  typical  of 
placenta  praevia  that  cesarean  section,  without 
vaginal  examination,  was  seriously  considered. 


The  cystogram  (Fig.  1)  was  negative,  however, 
and,  as  a result,  vaginal  examination  was  done. 
No  placental  tissue  could  be  felt.  The  mem- 
branes were  ruptured  artificially,  and  the  patient 
subsequently  delivered  spontaneously.  The 
clinical  course  of  the  labor  and  examination  of 
the  placenta  and  membranes  indicated  that  the 
bleeding  had  been  from  a partial  separation  of  a 
normally  implanted  placenta. 

Case  2. — M.  M.,  a nullipara,  at  term,  was  ad- 
mitted to  the  hospital  because  she  thought  her 
membranes  had  ruptured.  Shortly  after  ad- 
mission, painless  bleeding  estimated  to  be  200 
cc.  occurred.  A cystogram  was  taken  (Fig.  2), 
and  a diagnosis  of  central  placenta  praevia  was 
made.  This  diagnosis  was  confirmed  by  cesarean 
section. 

Case  3. — G.  A.,  para  IV,  at  eight  and  one-half 
months,  was  admitted  with  a history  of  painless, 
causeless  hemorrhage.  The  cystogram  (Fig.  3) 
showed  partial  placenta  praevia.  Vaginal  ex- 
amination confirmed  the  diagnosis.  Treatment 
consisted  of  the  introduction  of  a hydrostatic 
bag  followed  by  Braxton  Hicks’s  version. 
Vaginal  examination,  the  course  of  labor,  and  a 
study  of  the  placenta  confirmed  the  x-ray  diag- 
nosis. 
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Fig.  4.  A negative  cystogram.  Displace- 
ment of  the  bladder  toward  the  right,  probably 
from  right-sided  torsion  of  the  uterus,  is  decep- 
tive. The  head  and  bladder,  however,  are  not 
sufficiently  separated  to  indicate  placenta  praevia. 

On  the  obstetric  and  gynecologic  serv- 
ices of  the  Long  Island  College  Hospital 
and  the  Long  Island  College  Division  of 
the  Kings  County  Hospital,  we  have  made 
roentgenologic  examinations  in  100  cases 
admitted  with  bleeding  in  the  last  tri- 
mester of  pregnancy.  Sixteen  of  these 
had  either  breech  or  transverse  presenta- 
tions and,  accordingly,  were  of  no  value 
in  this  study.  Of  the  remaining  84,  in 
which  the  technic  of  Ude  and  his  as- 
sociates was  applicable,  76,  or  90.4  per 
cent,  were  correctly  diagnosed,  and  in  8, 
or  9.6  per  cent,  the  diagnosis  was  incorrect. 
Three  of  the  erroneous  diagnoses,  how- 
ever, were  due  to  faulty  interpretations 
of  the  films.  These  cases  are  summarized 
as  follows: 

Case  Reports 

Case  1. — M.  R.,  para  V,  was  admitted  at  eight 
months  with  a history  of  having  had  two  pain- 
less gushes  of  blood,  estimated  at  a cupful  each, 
one  a week  before  and  one  just  prior  to  admis- 
sion. The  cystogram  (Fig.  4)  suggested  the 


Fig.  5.  A negative  cystogram.  Wide  separa- 
tion of  the  head  and  bladder  shadows.  This  does 
not  indicate  central  placenta  praevia  because  the 
bladder  shadow  does  not  conform  to  that  of  the 
head. 

presence  of  placenta  praevia.  Vaginal  examina- 
tion, however,  failed  to  corroborate  this  diagno- 
sis, and  the  patient  subsequently  delivered  with- 
out difficulty.  Examination  of  the  placenta 
showed  evidence  of  partial  premature  separation. 
Our  interpretation  of  this  plate  was  erroneous, 
because  we  failed  to  consider  the  distortion  pro- 
duced by  a right-sided  torsion  of  the  uterus. 

Case  2. — M.  W.,  nullipara,  seven  months 
pregnant,  was  admitted  with  a history  of  pain- 
less bleeding.  The  cystogram  (Fig.  5)  was  sug- 
gestive of  central  placenta  praevia.  On  vaginal 
examination,  however,  no  placenta  could  be 
felt,  and  delivery  ten  weeks  later  was  uneventful. 
In  this  instance,  the  faulty  interpretation  of  the 
cystogram  was  due  to  our  failure  to  observe  that 
the  bladder  shadow  did  not  conform  with  the 
shape  of  the  head,  a requisite  originally  men- 
tioned by  Ude  and  his  associates  and  subse- 
quently pointed  out  by  Hall.9 

Case  3. — H.  M.,  para  II,  near  term,  was  ad- 
mitted for  elective  cesarean  section.  During 
the  course  of  pelvic  x-ray  study,  a cystogram 
(Fig.  6)  was  made  and  a diagnosis  of  left  lateral 
placenta  praevia  was  suggested.  Subsequently,  a 
lateral  plate  showed  this  suggestion  to  be  er- 
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Fig.  6.  A doubtful  cystogram.  Although  the 
bladder  shadow  is  more  widely  separated  from 
the  head  on  one  side,  the  bladder  and  head  are 
too  close  together  to  justify  a positive  diagnosis. 
A lateral  plate  revealed  findings  that  were  nega- 
tive for  placenta  praevia. 

roneous.  When  the  cesarean  section  was  done, 
the  placenta  was  found  to  be  normally  implanted. 

These  experiences  show  that  great  care 
must  be  used  in  interpreting  the  cysto- 
grams.  Whenever  the  bladder  shadow  is 
widely  separated  from  the  fetal  head,  a 
diagnosis  of  central  placenta  praevia 
should  not  be  made  unless  the  bladder 
shadow  conforms  to  that  of  the  head. 
One  of  our  associates  has  suggested  that 
pressure  on  the  fundus  of  the  uterus  might 
force  the  head  against  the  placenta  and 
thus  assure  correct  findings,  if  placenta 
praevia  is  present.  Litzenberg12 . also 
recommended  that  an  enema  be  given 
prior  to  the  taking  of  a cystogram,  in 
order  that  the  head,  placenta,  and  blad- 
der relationship  might  be  truly  repre- 
sented. Whenever  the  bladder  is  ab- 
normally placed,  as  it  was  in  Case  1 
(Fig.  4),  the  possibility  of  this  displace- 
ment being  due  to  torsion  of  the  uterus 
should  be  considered.  Such  a cystogram 
will  then  be  properly  interpreted  as  nega- 


tive for  placenta  praevia.  In  all  doubt- 
fully positive  cystograms,  a lateral  or 
oblique  plate  may  help  to  show  the  true 
state  of  affairs,  as  was  true  in  the  case 
represented  by  Fig.  6.  Failure  to  recog- 
nize these  possibilities  of  error  led  us  to 
draw  erroneous  conclusions  concerning 
this  method  in  a previous  communica- 
tion.13 More  careful  study  of  our  films, 
together  with  subsequent  material,  have 
caused  us  to  revise  our  opinion  and  to 
regard  the  method  more  favorably. 

Had  the  films  been  accurately  inter- 
preted, a correct  diagnosis  would  have 
been  made  in  79,  or  94  per  cent,  of  the  84 
cases.  A total  of  21  cystograms  indicated 
the  presence  of  placenta  praevia,  and,  in 
each  instance,  subsequent  events  proved 
the  accuracy  of  these  positive  findings. 
In  our  material,  accordingly,  the  positive 
cystograms  were  100  per  cent  correct. 
On  the  other  hand,  not  all  of  the  63  nega- 
tive observations  were  free  from  error. 
Five,  or  8 per  cent,  of  them  definitely  had 
placenta  praevia.  The  value  of  this 
method,  as  shown  by  our  study,  accord- 
ingly, is  comparable  with  that  of  the 
Wassermann  test  in  syphilis  complicating 
pregnancy.  When  the  findings  are  posi- 
tive, a positive  diagnosis  may  be  made; 
but  an  incidence  of  8 per  cent  of  false 
negative  observations  precludes  the  use  of 
this  method  as  a means  of  ruling  out 
placenta  praevia  in  suspicious  cases  of 
last  trimester  hemorrhage.  Whenever  the 
cystogram  is  negative,  therefore,  some 
other  means  of  diagnosis  should  be  em- 
ployed. In  such  circumstances,  stereo- 
scopic anteroposterior  and  lateral  films 
may  be  helpful;  if  the  placenta  cannot  be 
located  in  that  manner,  vaginal  examina- 
tion is  indicated. 

Summary 

1.  One  hundred  cases  of  last  trimester 
hemorrhage  were  subjected  to  roentgen- 
ray  study  by  the  method  of  Ude,  Weum, 
and  Urner. 

2.  Sixteen  of  these  were  unsatisfac- 
tory, because  the  presentations  were 
either  breech  or  transverse. 

3.  The  method  was  accurate  in  79,  or 
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94  per  cent,  of  the  remaining  84  suitable 
cases. 

4.  Twenty-one  positive  cystograms 
were  obtained,  and  all  of  them  had 
placenta  praevia.  Positive  findings,  ac- 
cordingly, were  100  per  cent  accurate. 

5.  Five,  or  8 per  cent,  of  the  negative 
cystogram  cases  were  proved  to  have  had 
placenta  praevia. 

6.  Like  the  Wassermann  test  in 
syphilis  complicating  pregnancy,  defi- 
nitely positive  findings  probably  are  ac- 
curate, but  negative  ones  do  not  rule 
out  the  possibility  of  placenta  praevia. 


We  wish  to  express  our  appreciation  to 
Drs.  A.  L.  L.  Bell  and  Bernard  Ehren- 
preis,  roentgenologists,  for  their  kind  as- 
sistance in  the  study  of  these  cases. 
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Discussion 

Dr.  Stanley  C.  Hall,  Brooklyn,  New  York — 
In  a series  of  cases  studied  at  the  St.  Mary’s 
Hospital  and  the  Methodist  Episcopal  Hospital 
in  Brooklyn,  48  were  bleeding  cases,  9 of  which 
were  placenta  praevia,  correctly  diagnosed  by 
the  cystogram. 

There  were  three  errors — 3 cases  diagnosed  as 
placenta  praevia  by  cystogram  which  were 
proved  not  to  be  so  at  delivery.  In  these  three 
errors,  there  was  a large  space  between  the  pre- 
senting part  and  the  bladder.  Also  the  con- 
cavity in  the  bladder  corresponded  to  the  con- 
vexity of  the  presenting  part. 

The  first  error  was  one  of  ablatio  placentae, 
which  was  diagnosed  as  such  clinically  before  the 
cystogram  was  taken.  The  second  error  was  a 
bleeding  case  of  seven  months’  gestation, 


diagnosed  as  central  placenta  praevia  by  cysto- 
gram. The  patient  remained  in  the  hospital 
until  the  eighth  month,  at  which  time  a vaginal 
examination  showed  definitely  that  there  was 
no  placenta  praevia  present.  The  patient  was 
allowed  to  go  home.  She  returned  at  term  to 
be  delivered  without  any  evidence  of  placenta 
praevia.  The  third  error  was  in  a bleeding  case 
of  eight  months,  in  which  the  cystogram  showed 
a partial  placenta  praevia.  She  delivered 
normally  the  same  day  of  cystogram,  with  no 
evidence  of  placenta  praevia. 

These  three  errors,  with  others  reported,  cause 
me  to  feel  that  even  with  a positive  cystogram, 
a cesarean  section  should  not  be  done  without  a 
previous,  gentle  vaginal  examination. 

In  our  series  of  bleeding  cases,  there  were  none 
that  were  proved  to  be  placenta  praevia  when 
there  was  no  space  between  presenting  part  and 
bladder.  This  is  at  variance  with  the  findings  of 
Dr.  Beck  and  Dr.  Light.  They  report  5,  or  8 
per  cent,  of  their  cases  to  have  had  placenta 
praevia  when  the  cystogram  was  negative.  I 
cannot  see  how  it  is  possible  to  have  a placenta 
praevia  present  with  no  space  between  the  pre- 
senting part  and  bladder.  I would  like  to  know 
how  many  of  these  5 cases  were  marginal 
placenta  praevia,  and  how  many  had  some 
space,  but  perhaps  not  enough  to  definitely  make 
a diagnosis  of  placenta  praevia.  The  general 
opinion  is  that  cystograms  are  only  valuable  in 
central  and  partial  placenta  praevia. 

My  feeling,  from  our  findings,  has  been  that  if 
there  were  a definite  space  of  2 cm.  or  more  be- 
tween presenting  part  and  bladder,  we  might,  or 
might  not,  be  dealing  with  a placenta  praevia — 
and  that  a careful  vaginal  examination  should 
be  done  before  cesarean  section  is  contemplated. 

We  all  know  that  when  doing  a vaginal  ex- 
amination, it  is  not  always  easy  to  make  a 
diagnosis  of  the  type  of  placenta  praevia  without 
causing  a severe  hemorrhage.  However,  if  we 
have  a positive  cystogram  and  discover  sug- 
gestive findings  from  a gentle  vaginal  examina- 
tion, then  our  diagnosis  is  clearer,  and  we  have 
not  subjected  the  mother  to  additional  hemor- 
rhage. 

It  is  quite  evident  that  a much  larger  series 
of  cases  should  be  studied  before  definite  con- 
clusions can  be  drawn.  The  fact  that  there  are 
so  few  cases  of  placenta  praevia  in  any  one  hos- 
pital during  a year  makes  that  problem  much 
more  difficult.  I am  sure  that  additional  facts 
can  be  elicited  from  stereoscopic  and  lateral 
plates  as  suggested  by  Dr.  Beck  and  Dr.  Light. 

I have  enjoyed  the  paper  by  Dr.  Beck  and  Dr. 
Light  and  feel  that  they  have  contributed  much 
to  the  knowledge  of  x-ray  in  placenta  praevia. 
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Dr.  Milton  A.  Carvalho,  Jersey  City,  New 
Jersey — After  listening  to  the  excellent  paper  of 
Dr.  Beck,  I wonder  if  any  of  the  cases  of  placenta 
praevia  which  were  not  diagnosed  by  the  cysto- 
gram  showed  a placenta  praevia  implanted  on 
the  posterior  wall  of  the  uterus?  In  a paper 
read  at  the  Section  on  Obstetrics  of  the  New 
York  Academy  of  Medicine,  November  23,  1937, 
Dr.  John  A.  McGeary  and  I reported  such  a 
case  in  a series  of  19.  The  anteroposterior  view 
of  the  cystogram  was  entirely  negative;  and 
yet  on  vaginal  examination  there  was  a partial 
placenta  praevia  implanted  on  the  posterior 
wall.  Dr.  Howard  Moloy,  in  discussing  the 
paper,  mentioned  that  that  was  the  first  time  in 
the  limited  literature  on  the  subject  that  it  had 
been  pointed  out  that  the  cystogram  will  not 
show  such  an  implantation,  unless  enough 
of  the  placenta  overlies  the  undilated  cervix  to 
interpose  between  the  fetal  head  and  the 
bladder. 

About  that  same  time,  there  appeared  in 
Clinical  Obstetrics,  Vol.  39,  page  373,  an  article 
by  M.  Centroni  emphasizing  the  same  point. 
This  paper  has  but  recently  been  called  to  my 
attention  by  Dr.  Moloy. 

In  comparison  with  Dr.  Beck’s  figures  on  cor- 


rectness of  diagnosis,  in  our  series  of  59  cases 
of  third  trimester  bleeding  with  vertex  presenta- 
tions, the  absence  of  placenta  praevia  was  cor- 
rectly diagnosed  in  93  per  cent.  The  presence 
of  placenta  praevia  was  correctly  diagnosed  in 
62.5  per  cent.  In  the  entire  series,  a correct 
diagnosis  was  made  in  84.7  per  cent  of  cases. 
The  diagnosis  was  equivocal  in  8 breech  pres- 
entations, 2 of  which  had  placenta  praevia. 

Our  figures  coincide  closely  with  those  of  Dr. 
Beck  except  in  the  correct  diagnosis  of  placenta 
praevia  when  present.  However,  each  of  the  6 
cases  not  correctly  diagnosed  had  a posterior 
implantation  at  operation  or  delivery.  Dr. 
Henry  Olsen,  of  Minneapolis,  told  me  of  2 
cases  he  had  in  his  private  practice,  and  Dr. 
Douglas  of  the  New  York  Lying-In  Hospital 
called  my  attention  to  1 such  case  at  that  insti- 
tution recently. 

At  the  Margaret  Hague  Maternity  Hospital, 
we  consider  the  cystogram  an  aid  in  diagnosis, 
but  we  emphasize  that  it  must  be  considered 
with  the  history  and  clinical  findings,  as  does  Dr 
Beck  in  his  clinic.  Regarding  the  diagnosis  of 
a placenta  praevia  on  the  posterior  wall  of  the 
uterus,  by  x-ray,  we  are  working  on  a method 
which  may  prove  useful. 


NEW  LEADER  OF  GERMAN  PHYSICIANS 
As  previously  reported,  Dr.  Wagner,  leader 
of  the  physicians  of  the  Reich,  recently  died. 
Dr.  Leonardo  Conti  has  been  appointed  as 
his  successor  with  the  title  “health  leader  of 
the  Reich.”  The  Berlin  correspondent  of  the 
J.A.M.A.  tells  us  that  Dr.  Conti  was  born  in 
1900  in  Lugano  (Italian  section  of  Switzerland) 
and  bears  an  Italian  first  name  and  family  name. 
His  mother  was  well  known  in  Berlin  as  a midwife 
and  now  plays  a leading  part  in  directing  the  mid- 
wives. Dr.  Conti  was  cofounder  and  secretary 
of  the  first  antisemitic  club  organized  in  Berlin 
in  postwar  days.  In  1923  he  became  an  S A 
follower.  In  1927  he  joined  national  socialism 
and  became  the  first  S A physician  in  Berlin. 
Later  on  he  was  leader  of  the  Berlin  district  of 


the  national  socialist  medical  association.  In 
the  upheaval  of  1933  he  was  assigned  to  the 
Ministry  of  the  Interior.  He  engaged  in  lectur- 
ing, for  example,  on  the  prohibition  of  vivisec- 
tion (he  was  in  favor  of  rendering  scientific  ex- 
perimentations on  animals  more  difficult),  on  the 
position  of  the  physician  in  the  third  Reich,  and 
so  on.  Since  1936  he  has  been  in  charge  of  the 
health  department  of  the  city  of  Berlin.  He  now 
takes  Dr.  Wagner’s  place.  The  change  of  title 
is  to  indicate  the  change  in  the  status  of  the 
physician  in  the  new  regime.  The  most  impor- 
tant task  assigned  to  the  physician  by  the  politi- 
cal party  in  control  is  not  to  cure  illnesses  and 
diseases  but  to  “serve  by  promoting  health  and 
preventing  disease.” 


MEDICINE  ON  FOUR  LEGS 

As  long  as  the  lizards  hold  out,  the  people  of 
the  Philippine  Islands  can  hope  for  relief  from 
asthma  and  boils,  leprosy,  syphilis,  scrofula, 
beriberi,  eye  diseases,  and  the  loss  of  vital  powers. 
That  is,  they  can  hope.  An  article  in  the  Journal 
of  the  Philippine  Islands  Medical  Assn,  describes 
the  various  lizards  there  so  that  anyone  can 


recognize  them,  tells  how  to  prepare  them,  and 
says  what  they  are  reported  to  be  good  for. 
Sometimes  they  are  dried  and  ground  to  powder, 
sometimes  an  oil  is  extracted,  sometimes  they 
are  roasted  and  eaten.  Hindus,  Mohammedans, 
Chinese,  Egyptians,  and  Filipinos  use  them  for 
medicine,  and  they  are  on  sale  in  the  bazaars. 


CANCER  OF  THE  CARDIA,  ROENTGENOGRAPHICALLY 
CONSIDERED 

Willliam  H.  Stewart,  M.D.,  and  H.  Earl  Illick,  M.D.,  New  York  City 
( From  the  Lenox  Hill  Hospital  and  the  Doctors  Hospital,  Respectively,  New  York  City ) 


So  much  interest  has  been  displayed  in 
a recent  article8  by  one  of  the  authors 
on  the  early  roentgenographic  diagnosis 
of  cancer  of  the  cardia,  that  it  was  thought 
advisable  to  report  further  on  our  more 
recent  investigation  of  this  important 
subject. 

Ewing  quotes  from  the  United  States 
Census  of  1912  that  in  46,534  deaths  from 
malignancy,  39.75  per  cent  of  the  cases 
were  due  to  gastric  cancer.1  It  is  esti- 
mated that  of  this  number  at  least  10  per 
cent  involve  the  cardia.  Welch’s  table  of 
1,300  cases  of  cancer  of  the  stomach  ex- 
hibits a distribution  of  pylorus  60  per 
cent  and  cardia  8 per  cent.  Mathiew,  in 
234  cases,  locates  56  per  cent  at  the 
pylorus  and  12  per  cent  at  the  cardia. 

In  a few  cases  of  malignancy  of  the 
cardia,  the  lesion  is  easy  to  recognize; 
but  many  evade  a positive  diagnosis  be- 
cause the  possibility  is  not  given  proper 
consideration . N o real  search  is  conducted 
and  the  disease  may  not  be  recognized 
until  a postmortem  examination  demon- 
strates it.  The  posterior  or  even  the 
anterior  wall  may  be  the  site  of  involve- 
ment, which  makes  its  recognition  all  the 
more  difficult.  Lateral  roentgenograms 
are  a necessity  in  demonstrating  a lesion 
in  this  location.  There  may  not  be  a 
definite  dysphagia  or  other  sign  of  locali- 
zation present. 

If  these  cases  are  to  be  diagnosed  so 
that  favorable  treatment  may  be  insti- 
tuted and  life  prolonged,  it  is  necessary  to 
establish  the  factors  by  which  the  early 
lesion  may  be  detected.  The  diagnosis  of 
cancer  involving  the  stomach  is  almost  en- 
tirely based  on  its  roentgen  aspects  (Fig.  1) . 
This  is  particularly  the  case  when  search 
is  made  for  early  involvement.  The  gas- 
troscope  and  gastrophotor  are  valuable 


aids  now  coming  into  prominence;  but 
their  sphere  of  usefulness  is  limited  at  the 
present  time,  due  to  lack  of  knowledge  of 
the  normal,  and  lack  of  competent  investi- 
gators. This  field,  however,  is  becoming 
more  and  more  important  and  reliable. 
The  findings  should  always  be  combined 
with  the  results  of  the  roentgen  examina- 
tion. 

Cancer  arising  in  the  stomach  is  usually 
adenocarcinoma;  but  as  it  extends,  it 
may  involve  the  lower  end  of  the  esopha- 
gus by  contiguity  (Fig.  2).  It  is  when 
this  occurs  that  dysphagia  is  noted.  If 
the  cancer  arises  near  the  orifice  and  the 
growth  involves  the  esophagus  at  an  early 
stage,  the  diagnosis  may  be  positive  when 
the  gross  tumor  is  small.  If  the  cancer 
extends  through  the  fundus  or  toward  the 
pylorus,  it  is  obvious  that  it  may  attain 
larger  size  before  hemorrhage,  anemia,  or 
weakness  suggest  an  involvement  of  the 
stomach  and  permit  any  diagnosis  being 
made. 

The  only  sign  of  early  cancer  is  weak- 
ness, tiredness,  and  loss  of  strength.  As 
this  is  a universal  complaint,  it  may  not 
be  given  the  attention  it  deserves.  It 
should  be  regarded  as  a danger  signal  of 
the  first  rank  when  it  occurs  in  a patient 
over  fifty  years,  particularly  when  of 
recognizable  onset  and  when  persistent 
enough  to  send  the  patient  to  the  doctor. 
If  the  physician  gives  a second  thought 
to  the  matter,  he  will  not  prescribe  a 
tonic.  Instead,  the  conscientious  and 
scientific  doctor  will  promptly  advise 
search,  on  the  remote  possibility  that  he  is 
dealing  with  malignant  disease.  Until 
the  general  practitioner  insists  upon 
treating  his  patients  in  this  manner, 
there  will  he  no  diagnosis  of  early  cancer. 

A word  as  to  the  competency  of  the 
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Fig.  1.  L.  S.,  female,  aged  58  years.  Dis- 
tress after  eating  for  last  month.  No  dysphagia. 
Lost  3 pounds  in  two  weeks.  X-ray  findings: 
Esophageal  obstruction  at  cardia  with  dilatation 
above.  Filling  defect  in  upper  third  of  stomach. 

roentgenologist : There  is  often  failure  to 
discriminate,  because  possession  of  the 
apparatus  is  considered  equivalent  to  the 
knowledge  of  interpretation. 

Early  cancer  is  difficult  of  apprehension, 
just  as  diagnosis  of  any  disease  in  its 
incipiency  requires  more  skill  than  when 
the  lesion  is  so  large  that  anyone  can  recog- 
nize it. 

A small  lesion  with  stiffness  of  a 
localized  segment  of  the  stomach  may  re- 
quire utmost  vigilance,  meticulous  care, 
and  attention  to  detail  to  be  capable  of 
demonstration.  Six  months  later,  when 
signs  of  obstruction  are  dominant,  any- 
one can  make  the  same  diagnosis.  In  the 
meantime,  the  patient’s  life  may  be  sacri- 
ficed. If  cure  is  to  be  more  than  a remote 
possibility,  diligent  search  must  be  ex- 
pended to  locate  the  early  case. 

Roentgen  evidence  of  a lesion  involving 
the  cardia  may  be  summarized  under  two 
headings : 

(A)  When  the  cardia  is  involved 
either  locally  or  by  extension  from  below, 
infiltration  of  the  cardia  gives  these  roent- 
gen findings  (Fig.  3): 


1.  A bizzare  mucosal  pattern;  with 
loss  of  the  normal  regularity ; 

2.  The  lumen  in  the  upper  stomach  is 
somewhat  constricted  or  narrowed ; 

3.  Roughening  and  irregularity  along 
the  lesser  curvature  may  be  noted ; 

4.  Stiffening  of  the  wall  and  constancy 
of  defective  filling  ; 

5.  Lack  of  mobility;  the  area  is 
“frozen” ; 

6.  Increased  motility  of  the  meal; 

7.  Tumor  visible  through  gas  bubble ; 


Fig.  2.  H.  H.,  male,  aged  71  years.  Diffi- 
culty in  swallowing  past  ten  months.  Lost  35 
pounds.  X-ray  findings:  Narrowing,  canaliza- 

tion, and  fixation  at  the  cardia.  Esophagus  con- 
siderably dilated  above  with  deformity  of  rugae 
of  the  fundus  in  close  proximity  to  the  cardia. 

8.  Increased  distance  between  fundus 
and  diaphragm  (Dr.  Holmes’s  sign). 

(B)  When  the  lower  esophagus  is  also 
involved  (Fig.  2)  there  is  in  addition : 

1.  Retention  of  barium  in  the  lower 
esophagus ; 

2.  Dilatation  of  the  lower  esophagus 
above  the  stricture; 

3.  Barium  passes  through  the  esopha- 
geal orifice  in  a continuous  stream ; 

4.  Lower  esophagus  is  also  frozen  in 
position  and  lacks  normal  move- 
ments ; 

5.  Canalization  of  the  lower  esopha- 
gus; 
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6.  Forking  of  barium  stream  over  the 
mass ; 

7.  Esophageal  antiperistalsis. 

To  elucidate  further  these  character- 
istics, may  it  be  stated  that  a cancer  in- 
volving any  portion  of  the  intestinal  tract 
has  certain  attributes  recognizable  with 
the  roentgen  ray.  The  mass  of  cancer  in 
its  growth  eventually  projects  into  the 
lumen  of  the  viscus.  This  is  the  basis 
for  the  defective  filling  noted  when  barium 
is  given.  The  margins  of  this  involved 


Fig.  3.  W.  Y.,  female,  aged  68  years.  Loss  of 
weight,  appetite,  and  strength  during  last  year. 
Now  complains  of  slight  difficulty  in  swallowing. 
X-ray  findings:  Cancer  of  the  cardia.  Con- 

firmed at  operation. 

area  are  jagged,  as  though  actual  bites 
had  been  taken.  Serrated,  saw-tooth,  or 
other  descriptive  terms  still  fail  to  pre- 
cisely convey  the  idea.  A peaked,  sharp- 
angled, ragged  margin  where  the  barium 
shadow  should  be  smooth-edged  attracts 
attention,  suggesting  the  possibility  of 
malignant  invasion.  The  invading  junc- 
tion zone  between  tumor  and  normal  tis- 
sue has  certain  roentgen  characteristics. 
There  is  a liplike,  rounded,  or  rolled  edge 
with  evidence  of  graduated  pressure  as 
the  tumor  becomes  thicker,  and  a thin- 
ning out  of  the  barium  density  as  it  pene- 


Fig.  4.  L.  P.,  male,  aged  62  years.  Weak- 
ness and  “indigestion”  for  six  months.  Pro- 
gressive jaundice.  X-ray  findings:  Massive 

carcinoma  at  cardia.  Tumor  seen  through 
magenblase. 

trates  the  interstices  of  the  tumor,  pro- 
ducing a “halo,”  first  described  by 
Carmen.  Barium  partially  outlining  the 
tumor  gives  a characteristic  “fingerprint.” 
Within  the  tumor  mass,  the  barium  out- 
lines a weblike  irregularity  like  drifted 
snow  between  bare  mountain  peaks. 
This  pattern  is  wild,  bizarre,  and  very  dif- 
ferent from  the  normal  regularity  of  the 
usual  mucosal  pattern.  And  its  chief 
characteristic  is  its  constancy.  The  ir- 
regularities match  on  superimposed  films 
as  definitely  as  the  whorls  of  a fingerprint. 
Spasm  mimics  the  cancer  but  never  dupli- 
cates the  deformity  on  subsequent  ex- 
aminations in  exactly  the  same  way,  and 
lacks  this  characteristic  frozen  constancy 
(Fig.  5).  So  much  for  the  defect  itself. 

The  involved  area  is  lacking  in  mobility ; 
the  lower  esophagus  has  certain  swaying 
movements  transmitted  from  the  heart, 
due  to  peristalsis.  These  are  missing, 
and  if  capable  of  palpation,  the  area  is 
found  to  be  fixed  in  position. 

When  the  patient  is  standing  before  the 
vertical  fluoroscope,  the  tumor  is  often 
visible  at  the  inner  angle  of  the  gas  bubble 
(Fig.  4).  Barium  is  deflected  over  this 
area  in  an  angulated  manner. 
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Fig.  5.  K.  F.,  female,  aged  60  years.  Ten- 
derness and  pain  in  epigastrium  and  left  upper 
quadrant  past  eight  weeks.  Some  loss  of  weight. 
X-ray  findings:  Filling  defect  of  cardia,  pos- 
terior aspect.  Operative  findings:  Nodular 

masses  seen  in  cardia,  adherent  to  diaphragmatic 
opening. 

The  esophageal  indications  are  easy  to 
understand  when  there  is  a partial  ob- 
struction due  to  the  tumor  encroach- 
ment. Barium  usually  leaves  the  lower 
esophagus  in  spurts  and  rhythmically; 
this  is  changed  to  a continuous,  small 
stream,  which  dribbles  through  the  nar- 
rowed canal.  The  dilated  esophagus 
above  with  retained  barium  and  even 
antiperistalsis  can  hardly  be  missed  by 
a competent  observer. 

The  roentgen  search  for  this  lesion  be- 
gins when  the  patient  is  first  examined. 
The  roentgenologist  takes  a careful  his- 
tory of  the  patient’s  reasons  for  a con- 
sultation. Following  this,  a thorough 
study  of  the  patient  standing  before  the 
vertical  fluoroscope  is  made.  The  gas 
bubble  is  searched  with  the  possibility 
of  a visible  tumor  in  mind.  The  patient  is 
examined  from  all  angles.  A small 
amount  of  barium  is  then  given  and 
watched  closely  as  it  passes  through  the 
lower  esophagus.  Any  hesitancy  or  delay 
or  dilatation  of  the  lower  esophagus  is 


examined  with  utmost  care.  Films  may 
be  taken  on  the  fluoroscope  and  generally 
are,  especially  if  any  abnormality  is  de- 
tected. These  are  taken  at  the  proper 
angle,  which  fluoroscopy  demonstrates 
best  visualizes  the  area.  Opposite  ob- 
liques are  always  taken. 

The  first  swallow  of  barium  is  also 
used  to  further  examine  the  gastric 
mucosa.  While  the  fundus  is  usually  not 
palpable,  some  barium  may  be  pressed 
upward;  and  a few  films  will  certainly 
show  the  rugae  in  this  area.  Filling  is 
better  accomplished  when  the  patient  is 
supine  or  in  Trendelenburg  position  on  a 
tilt  table.  Study  in  various  oblique  posi- 
tions is  essential.  These  are  some  of  the 
details  that  permit  positive  diagnoses  to 
be  made  in  the  favorable  cases.  If  no 
narrowing  or  irregularities  of  the  margins 
are  discernible,  films  may  be  taken  any- 
how to  record  the  findings.  We  are  sure 
that  it  is  a universal  experience  to  be  sur- 
prised by  the  lesions  that  may  be  demon- 
strated on  films,  when  they  were  not  even 
suspected  during  the  fluoroscopic  exami- 
nation . Anyone  who  becomes  accustomed 
to  the  films  that  are  obtained  during 
fluoroscopy  by  a spot  film  device  will  feel 
a definite  loss  when  forced  to  make  a 
diagnosis  in  certain  cases  without  such  aid. 

Examination  of  the  gastric  mucosa  is 
facilitated  by  the  use  of  short  exposures  on 
the  Potter-Bucky  diaphragm  for  maxi- 
mum detail.  The  opaque  meal  should  be 
of  favorable  consistency  and  flavored  at- 
tractively so  that  it  is  not  nauseating  to 
the  patient.  Graduated  pressure  must  be 
used  in  order  to  spread  the  material  well 
over  the  rugae  and  in  order  to  best  out- 
line the  site  of  the  lesion.  When  fluoros- 
copy demonstrates  that  the  patient  is 
most  favorably  positioned,  roentgeno- 
grams are  immediately  obtained.  Films 
that  permit  study  of  the  viscus  when  only 
partially  filled  with  the  opaque  fluid,  to 
compare  with  the  appearance  when  com- 
pletely distended,  are  important.  Obser- 
vation only  when  there  is  complete  filling 
results  in  the  occasional  missing  of  lesions, 
often  of  surprising  size,  which  may  be 
shown  only  when  the  mucosal  surface  is 
studied. 
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Examination  as  the  stomach  empties 
and  when  nearly  all  of  the  barium  is  out 
of  the  stomach  is  a favorable  time  to 
study  the  mucosa.  An  ulcer  crater  may 
be  demonstrated  an  hour  after  barium 
has  been  given  rather  than  on  the  im- 
mediate films. 

Fasting  overnight  and  coming  to  the 
x-ray  department  without  having  had 
fluids  or  solid  food  in  the  morning  is  an 
essential  preparation  when  any  serious 
attempt  is  made  to  study  the  gastric 
mucosa. 

Addition  of  petrolager  or  acacia  water 
or  white  of  egg  to  the  barium  may  in- 
crease its  adhesive  quality.  A satis- 
factory ready-made  product  is  available, 
which  may  be  diluted  to  any  consistency. 

To  further  increase  the  size  of  the  gas 
bubble,  a Seidlitz  powder  may  be  ad- 
ministered. No  water  should  be  used; 
only  fluid  containing  barium  as  well  as 
the  powders  which  should  be  alternately 
taken.  The  patient  must  be  instructed 
how  to  cooperate  and  to  suppress  belch- 
ing. 

Examination  with  the  patient  supine 
aids  in  outlining  the  cardiac  end  of  the 
stomach  when  the  lesion  is  large ; so  does 
the  Trendelenburg  position  in  certain 
cases.  Such  a position  may  be  necessary 
in  order  to  demonstrate  a small  gastric 
hernia. 

In  making  a positive  diagnosis  of  the 
presence  of  cancer  of  the  cardia  of  the 
stomach,  the  following  lesions  may  have 
to  be  differentiated : 

1.  Ulcer  of  the  cardia:  A rather  rare  lesion 
and  sometimes  difficult  to  differentiate.  Is 
usually  on  the  lesser  curvature  but  may  be  on  the 
anterior  or  posterior  wall.  The  typical  crater  is  a 
characteristic  roentgen  finding.  It  may  be  of 
any  size;  the  larger,  the  more  likely  that  it  is 
malignant ; also,  if  the  edges  are  irregular  and  the 
gastric  rugae  are  not  arranged  in  the  usual  stel- 
late manner.  It  may  have  a surrounding  in- 
flammatory reaction  and  tumor  (Fig.  6). 

2.  Diaphragmatic  hernia:  Often  without 

symptoms  and  an  incidental  finding.  In  order  to 
make  the  positive  diagnosis,  it  is  necessary  to 
examine  the  patient  supine  and  in  Trendelen- 
burg position,  otherwise  the  lesion  will  escape 
detection.  Have  the  patient  make  a deep  in- 


Fig.  6.  G.  L.,  male,  aged  58  years.  Main 
complaint  is  bleeding  and  vomiting  of  blood. 
X-ray  examination  made  elsewhere  and  advised 
that  he  had  a duodenal  ulcer.  X-ray  findings: 
Provisional  diagnosis  of  ulcer  on  lesser  curvature 
just  below  the  esophageal  orifice.  Confirmed  at 
operation. 

spiration  and  without  breathing  out,  strain  or 
bear  down  as  though  having  a bowel  movement. 
This  forcibly  outlines  even  the  smallest  hernia 
and  permits  detection  when  otherwise  the  find- 
ings would  be  negative.  It  constitutes  a rather  fre- 
quent lesion  when  this  procedure  is  carried  out. 
The  cardiac  dome  is  above  the  diaphragm. 

An  ulcer  may  be  present  in  the  gastric  sac  to 
further  confuse  the  diagnosis. 

3.  Gastric  polyp:  May  be  a single  lesion  and 
involve  the  upper  stomach.  A filling  defect 
usually  of  rounded  character  which  displaces 
barium.  May  move  a little  in  its  location  if 
pedunculated.  Is  a constant  finding  on  every 
film  and  on  re-examination.  Best  demonstrated 
when  varying  degrees  of  pressure  are  used.  May 
be  benign  or  undergo  malignant  degeneration. 

4.  External  masses:  It  may  seem  impossible 
that  extrinsic  lesions  such  as  a metastatic  liver 
lesion  could  be  confused  with  a cancer  of  the 
cardia.  Such  was  the  case,  however,  at  least 
once.  The  mass  deformed  the  gas  bubble  and 
the  patient  even  had  a dilated  esophagus  and 
dysphagia.  The  mucosa  had  not  been  sufficiently 
studied. 

5.  Cardiospasm:  The  greatly  dilated  lower 
esophagus  and  lengthy  retention  in  the  esopha- 
gus dominate  the  picture.  Barium  may  not 
enter  the  stomach  for  a long  time.  The  history 
is  of  many  years’  duration.  The  distal  end  of  the 
esophagus  is  cone-shaped  and  the  margins  are 
smooth.  Slight  degrees  of  cardiospasm  are  often 
encountered  in  the  older  patients  with  retention 
for  only  a short  time  in  a mildy  dilated  esophagus. 
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Fig.  7.  C.  S.,  female,  aged  64  years.  Ab- 
dominal discomfort  for  several  weeks.  Relieved 
by  food.  Some  vomiting.  Slight  loss  of  weight. 
X-ray  findings:  Diverticulum  of  stomach  near 

cardia.  Two  diverticula  at  junction  of  first 
and  second  portions  of  duodenum. 

These  patients  do  not  complain  of  any  dysphagia. 

6.  Ulcer  of  the  lower  esophagus:  Is  difficult  to 
distinguish  from  cancer.  The  patient  is  usually 
younger  and  the  duration  may  be  longer  than  in 
malignancy.  The  filling  defect  lacks  the  irregular 
edge,  and  no  mass  is  detected  as  a rule.  The 
differential  may  be  possible  only  with  the  esopha- 
goscope.  Repeated  negative  biopsies  may  still 
be  deceiving. 

7.  Varices  of  the  esophagus:  Occur  usually  in 
the  case  with  cirrhosis,  a rarity  otherwise.  May 
cause  bleeding.  Produce  rather  typical  tortuous 
netlike  bands  of  decreased  density  (Schatzki) 
which  are  multiple  and  constant  in  the  lower  half. 
They  are  due  to  enlarged  vessels  protruding  into 
the  lumen  of  the  os. 

8.  Diverticulum  of  the  cardia:  An  outpouching 
or  saclike  protrusion  which  retains  barium  after 
the  stomach  empties.  Usually  without  complaints 
and  of  years’  duration.  Is  definitely  below  the 
diaphragm.  Barium  enters  freely  and  outlines 
readily.  Of  varying  size.  Most  common  loca- 
tion is  near  the  cardiac  opening.  The  sac  has 
smooth  walls,  and  air  is  seen  above  the  fluid  bar- 
ium level  (Fig.  7). 

9.  Giant  rugae:  These  may  produce  roent- 
genographic  deformities  at  the  cardia  that  are 


difficult  to  differentiate  from  cancer.  If  it  is 
possible  to  palpate  the  mass  under  the  fluoroscope, 
the  soft  pliable  mass,  with  increased  size  to  the 
rugal  markings  when  spread  out  under  the  fluoro- 
scope, can  be  recognized.  Malignancy,  as  a rule, 
causes  stiffness  and  fixation  with  actual  loss  of 
substance. 

References 

1.  Ewing,  James:  Neoplastic  Diseases,  W.  B. 
Saunders  Co.,  Philadelphia. 

2.  Dwyer,  Maurice  F.:  Radiology  28:  315  (1937). 

3.  Regelsberger,  Hermann:  Abstracted  in  Year 
Book  of  Radiology,  p.  134  (April  1)  1932. 

4.  Picchio,  Carlo:  Radiol,  med.  21:  793  (July) 
1934.  (Abstracted  in  Year  Book  of  Radiology,  p.  197 
1934.) 

5.  Kirklin,  B.  R.:  Radiology  24:  675  (1935). 

6.  Hauser,  Harry,  and  Peck,  George  T.:  Radiology 
26:  221  (1936). 

7.  Dumont,  Pol:  Li6ge  med.  17:  (April  26)  1936. 

8.  Stewart,  William  H.:  Am.  J.  Digest.  Dis.  & 
Nutrition  4:  149  (May)  1937. 

9.  Kipp,  Harold  A.:  Pennsylvania  M.  J.  40: 
(May)  1937. 

10.  Cross,  K.  Stuart:  Brit.  M.  J.  (Feb.  22)  1936. 

11.  Holmes,  George  W.,  and  Schatzki,  Richard: 
Roentgenol.  34:  No.  2 (Aug.)  1935. 

Discussion 

Dr.  John  R.  Carty,  New  York  City— Dr. 
Stewart’s  paper  covers  the  field  of  carcinoma  of 
the  cardia  in  a most  thorough  and  concise  manner. 
Radiologists  and  internists  would  do  well  to  pay 
more  attention  to  this  often  baffling  condition. 
As  a result  of  considerable  experience,  I have 
come  to  regard  carcinoma  of  the  cardia  with  a 
great  deal  of  respect.  The  many  times  baffling 
clinical  manifestations  have  an  exact  counter- 
part in  the  radiologic  findings.  Dr.  Stewart  has 
mentioned  that  the  only  symptoms  may  be 
general  weakness  and  anemia.  These  patients 
may  simply  fade  away  without  any  gastroin- 
testinal symptoms  whatsoever,  the  lesion  being 
discovered  at  autopsy — much  to  everybody’s 
embarrassment.  Again,  a wide-awake  clinician 
may  suspect  carcinoma,  and  his  radiologist  may 
not  be  able  to  demonstrate  the  lesion.  This  oc- 
curs more  frequently  where  the  attention  of  the 
radiologist  has  not  been  directed  to  the  possi- 
bility of  a carcinoma  of  the  cardia.  However, 
there  are  times  when  even  the  most  careful  and 
meticulous  examination  may  reveal  nothing. 

I would  like  to  say  a few  words  about  a really 
extraordinary  type  of  carcinoma  of  the  cardia 
with  which  I have  had  some  experience.  Oc- 
casionally, there  may  be  a small  carcinoma  in  the 
cardiac  portion  of  the  stomach,  usually  near  the 
diaphragm.  Instead  of  forming  a bulky  adenom- 
atous mass,  the  growth  may  insidiously  extend 
through  the  lymphatics  up  into  the  chest  where 
it  spreads  throughout  the  entire  pulmonary 
lymphatic  system  and  may,  and  often  does, 
break  through  to  involve  the  veins,  but  rarely 
going  into  the  parenchyma.  This  tumor  pro- 
duces a most  unusual  clinical  picture.  There  is 
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gradually  increasing  dyspnea,  first  only  after 
exertion,  then  more  or  less  continuous.  This  be- 
comes more  severe,  pulmonary  edema  occurs, 
and  the  patient  may  die  in  two  to  three  weeks 
following  the  onset  of  symptoms.  In  one  of  my 
cases  there  was  little  or  no  weakness,  practically 
no  anemia;  and  the  total  duration  of  symptoms 
was  two  weeks.  The  chest  findings  are  generally 
those  of  congestion;  the  unusual  being  that  the 
heart  shadow  often  appears  normal.  In  the  case 
that  I refer  to,  the  pulmonary  lymphatic  system 
and  veins  were  completely  blocked  by  the  tumor 
which  had  grown  in  a cord  fashion.  There  was 
practically  none  in  the  alveoli.  The  primary 
lesion  was  very  small. 

In  demonstrating  these  lesions,  I generally 
center  the  fluoroscope  screen  at  the  junction  of 
the  esophagus  and  stomach.  If  there  is  a small 
lesion  in  this  region,  one  may  see  a split  stream 
effect  similar  to  a stone  in  the  center  of  a swift 
brook.  It  may  be  only  momentary  and  at  times 
not  demonstrable  by  radiography.  I have 
found  it  useful  to  place  the  patient  on  his  back 


and  have  him  take  a full  inspiration,  at  the  same 
time  making  pressure  on  the  abdomen,  the  screen 
being  centered  over  the  cardiac  portion.  In  this 
manner  the  early  rigidity  on  which  Dr.  Stewart 
has  laid  so  much  stress  can  sometimes  be  demon- 
strated. In  other  cases,  radioscopy  and  radiog- 
raphy in  the  Trendelenburg  position  are  indi- 
cated. There  is  no  one  method  that  can  be  relied 
on,  as  Dr.  Stewart  has  indicated,  to  demonstrate 
these  lesions.  It  requires  plenty  of  time,  con- 
scientious care,  and  experience. 

All  cases  of  unexplained  weakness  in  the  cancer 
age,  unusual  or  unexplained  anemia,  and  gastric 
symptoms  where  none  existed  before  should  have 
a gastrointestinal  series  with  special  reference 
to  the  possibility  of  a carcinoma  of  the  cardia. 
The  same  may  be  said  of  all  cases  of  unexplained 
dyspnea. 

I wish  to  express  my  appreciation  of  Dr. 
Stewart’s  paper;  and  I appreciate  very  greatly 
the  opportunity  to  discuss  it. 


Correspondence 

EPILATION  TECHNIC 


To  the  Editor: 

The  article  by  Dr.  Cipollaro  on  Electrolysis 
(39:1475  [1939])  is,  of  course,  the  finest  exposi- 
tion of  its  kind  and  needs  no  comment.  How- 
ever, for  the  novice  (for  whom  he  wrote  it)  I 
wish  briefly  to  state  here  a few  useful  hints  in 
technic  of  epilation  which  I worked  out  and  em- 
ployed in  my  physical  therapy  clinic  at  the  Mount 
Sinai  Hospital  (resigned  1936)  and  private 
practice  for  many  years. 

The  patient  lies  on  her  back  on  a flat  table. 
The  operator  faces  the  patient.  The  needle- 
holder  is  not  very  light  but  has  some  weight  and 
forms  a straight  line  with  the  needle.  The 
reason  for  this  is  because  of  the  following  easiest 
method  of  finding  the  depth  of  the  follicle:  I 
place  the  tip  of  the  needle  into  the  “mouth” 
of  the  follicular  canal,  holding  the  needle-holder 
in  the  direction  of  the  hair  shaft.  When  the 
needle  is  in  this  position  I release  the  needle- 
holder  signaling  “on.”  The  patient  makes  the 
contact.  The  “mouth”  immediately  opens,  di- 
lates, and  the  needle  slips  into  the  follicular 
canal  automatically  by  gravity  of  the  needle- 
holder.  (One  has  only  to  guide  the  needle  in  the 
proper  direction  of  the  hair  shaft.)  This  cuts 


down  needle  manipulations  which  are  most  diffi- 
cult for  the  novice.  In  order  not  to  leave  the 
needle  in  the  follicle  longer  than  necessary  I 
employ  the  following  system  of  counting:  As 
soon  as  the  depth  of  the  follicle  is  reached  I 
count  (to  myself  in  my  mind)  up  to  20  and  then 
try  gentle  traction.  If  the  follicle  is  not  yet  de- 
stroyed I count  3 to  5 more,  following  by  the 
traction.  This  is  repeated  until  the  follicle  is 
destroyed.  The  same  technic  is  tried  on  two  more 
hairs  of  the  same  thickness.  The  average  count 
is  then  taken.  I found  that  the  time  consumed 
by  this  average  count  is  almost  the  exact  one 
necessary  to  leave  the  needle  for  the  destruction 
of  the  follicle  of  hairs  appearing  to  be  of  the 
same  thickness.  I believe  that  the  novice  will 
find  in  this  technic  a useful  guide  which  will  help 
him  “not  to  leave  the  needle  in  the  follicle  longer 
than  is  absolutely  necessary,”  using  the  words  of 
Dr.  Cipollaro. 

Very  truly  yours, 

Joseph  Echtman,  M.D. 

1175  Park  Avenue 
New  York  City 
August  11,  1939 


Medical  News 


School  Health,  Past  and  Present 

Michael  Levitan,  M.D.,  Rome,  New  York 

{.President,  New  York  State  Association  of  School  Physicians,  Rome,  New  York) 


IF  we  retrace  our  steps  in  the  march  of  time,  we 
find  that  school  health  was  part  of  a school 
program  in  remote  times.  Physical  training  for 
health  was  part  of  the  Spartan  educational 
program.  Ancient  Palestine  laid  down  strict 
regulations  respecting  the  sanitary  arrangements 
of  the  schools,  prohibiting  overcrowding  lest  the 
atmosphere  become  polluted  and  impair  the 
health  of  the  children.  The  ancient  Palestinian 
educational  authorities  did  not  admit  children  to 
school  under  6 years  of  age,  because  too  early 
mental  training  might  injure  body  develop- 
ment. 

During  the  early  Renaissance,  Johann  Amos 
Comenius,  a Slavic  educational  reformer,  was 
fully  conscious  of  what  is  now  called  “Health 
Education.”  In  1833,  France  was  the  first 
nation  to  undertake  school  health  work.  Sweden 
was  the  first  country  to  use  the  term  “school 
physician”  in  1868.  In  the  United  States,  the 
first  scientific  and  extensive  examination  of 
school  children  was  conducted  in  Boston  in  1894 
by  Dr.  Henry  Pickering  Bowditch.  Following 
this,  medical  inspection  of  school  children  gradu- 
ally expanded.  School  inspection  at  that  time 
was  organized  principally  for  the  purpose  of  con- 
trolling communicable  diseases,  for  the  reason 
that  the  schools  were  considered  possible  hotbeds 
for  dissemination  of  infection.  Because  of  this 
prevailing  notion,  medical  inspection  of  school 
children  rapidly  extended  to  other  cities.  By 
1908,  the  number  of  cities  outside  of  Massa- 
chusetts having  medical  school  inspection 
reached  seventy. 

Systematic  health  work  began  in  the  schools  of 
Chicago  in  1895  and  two  years  later  in  New  York 
City.  The  same  course  was  followed  by  Phila- 
delphia in  1898.  Medical  inspection  of  schools  was 
recognized  to  be  so  important  that  it  prompted 
state  legislatures  to  enact  laws,  making  this 
service  mandatory,  and  in  1889  Connecticut  was 
the  first  state  to  make  such  a law.  Massachu- 
setts followed  suit  in  1906,  and  Pennsylvania 
passed  similar  laws  in  1911 ; so  in  that  year  nine- 
teen states  provided  for  medical  school  inspec- 
tion. By  the  year  1910,  337  cities  in  the  United 
States  had  medical  inspection  with  1,194  school 
physicians,  371  nurses,  and  48  dentists. 

The  New  York  State  Medical  Inspection  Law 
was  enacted  in  1913.  This  law  applies  to  the 
entire  state  with  the  exception  of  the  first-class 
cities,  Buffalo,  New  York,  and  Rochester,  which 
have  medical  inspection  regulations  of  their  own. 
In  this  same  year,  the  interest  in  school  health 
reached  such  a height  that  an  International 
Congress  of  School  Hygiene  was  held  at 
Buffalo. 

School  health  enthusiasm  in  the  United  States 
kept  growing  at  a considerable  pace,  and  on 
October  13,  1926,  56  physicians,  representing 


Canada  and  the  states  of  Colorado,  Illinois, 
Massachusetts,  Michigan,  Minnesota,  New  Jer- 
sey, New  York,  Ohio,  and  Wisconsin  met  in 
Buffalo  and  organized  the  American  Association 
of  School  Physicians.  By  March  29,  1929,  this 
association  had  a membership  of  390  physicians, 
representing  29  states,  Canada,  the  District  of 
Columbia,  and  Cuba.  Two  years  ago,  the 
association  changed  its  name  to  that  of  the 
American  School  Health  Association  and  enlarged 
its  scope  by  taking  in  as  members  dentists, 
nurses,  nutritionists,  public  health  workers,  and 
others  engaged  in  school  health  work  who  have  a 
scientific  training. 

Not  so  long  ago,  our  own  New  York  State 
Association  of  School  Physicians  was  born.  It  is 
just  emerging  from  its  infant  stage,  endeavoring 
to  stand  on  its  own  feet.  Just  as  progress  of 
growth  and  development  of  all  growing  things 
depends  upon  care  and  attention,  so  will  the  func- 
tion and  progress  of  our  association  depend  on 
the  care  and  attention  at  the  hands  of  its  mem- 
bers. If  the  officers  and  members  of  this  infant 
organization  will  serve  its  interests  in  the  future 
as  they  have  in  the  past  several  years  of  its 
existence,  there  can  be  no  doubt  that  it  will 
develop  the  strength  and  the  courage  necessary 
to  cope  with  difficult  problems,  should  such 
problems  present  themselves. 

This  in  brief  concludes  a sketch  of  the  succes- 
sive stages  of  school  health  from  the  earliest 
kfiown  times  to  the  present  day.  This  brief  out- 
line shows  the  world’s  appreciation  of  school 
health  and  the  importance  which  history  con- 
ferred on  the  school  physician. 

Today,  with  things  tending  to  change,  there  is 
an  episode  in  the  history  of  school  health — the 
challenge  of  the  school  physician.  School  physi- 
cians as  a group  are  stigmatized  as  inefficient  and 
lacking  in  qualifications  to  do  health  work. 
With  all  due  respect  to  the  judge  or  judges  in 
question,  this  opprobrium  is  herewith  rejected  as 
an  unjust  and  unfair  accusation.  To  be  chari- 
table, this  statement  may  be  charged  to  a slip  in 
judgment.  That  school  health  service  is  far 
from  ideal  or  what  it  should  be  is  granted.  But 
to  lay  the  fault  at  the  door  of  the  school  physi- 
cians is  a grave  error  and  an  injustice.  Reflec- 
tion tells  us  that  the  fault  does  not  rest  with  the 
school  physicians,  but  with  the  laxity  of  regula- 
tion enforcement  relative  to  the  prescribed  annual 
medical  examination  of  school  children.  In  the 
past,  the  state  regulation,  well-intentioned  as  it 
is,  failed  to  enforce  this  requirement,  and  no 
school  system  made  provision  to  have  an  ade- 
quate personnel  that  could  give  every  school 
child  every  year  a thorough  medical  examina- 
tion. 

To  give  an  efficient  and  thorough  medical  ex- 
amination every  year  to  2,000  or  3,000  children. 
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besides  other  work  pertaining  to  health  and 
safety,  is  an  impossibility.  To  examine  that 
many  children,  quality  has  to  be  curbed.  Be- 
cause the  number  of  children  he  has  to  examine 
is  way  out  of  proportion  to  the  time  he  can  deduct 
from  his  numerous  duties,  the  school  physician  is 
reluctantly  driven  toward  the  inevitable  tend- 
ency to  substitute  quantity  for  quality.  To 
remedy  this,  it  is  proposed  by  a health  authority 
to  substitute  three  medical  examinations  in  the 
entire  school  life  of  the  child,  for  the  annual  ex- 
amination. This  kind  of  compensation  amounts 
to  doing  less  for  not  enough.  It  is  needless  to 
say  that  this  remedy  is  worse  than  the  present 
practice  and  is  not  a panacea  for  inefficiency  in 
health  service.  A routine  of  only  three  medical 
examinations  in  the  entire  school  life  of  the 
growing  child  is  very  unsound,  to  say  the 
least. 

There  is  no  question  but  that  the  child  attend- 
ing school  is  entitled  to  a complete  and  thorough 
medical  examination  every  year.  It  is  also  a 
fact  that  such  an  examination  cannot  be  done  in 
a haphazard  manner.  It  is  also  well  known 
that  owing  to  limited  time,  the  school  physician 
cannot  reach  all  children  nor  give  them  a com- 
plete medical  examination.  Enacted  legislation 
requiring  the  presentation  of  the  prescribed 
health  certificate  from  the  family  physician 
would  solve  the  problem  of  giving  every  child  a 
complete  annual  examination  to  a considerable 
degree.  It  is  fitting  at  this  point  to  remind  the 
family  physician  not  to  rely  on  the  fallacious 
impression  that  he  knows  his  child  and  therefore 
give  him  a casual  once-over  and  fill  out  the 
health  certificate.  The  examination  must  be 
thorough  and  complete.  No  examiner,  whether 
school  or  family  physician,  should  play  the  role 
of  the  mind  reader  and  take  things  for  granted. 
He  should  rather  act  like  the  scientific  investi- 
gator. The  medical  examinations  by  the  family 
physician  would  make  it  possible  to  have  all 
medical  examinations  completed  and  the  records 
filed  within  the  first  two  months  of  the  school 
year  and  give  the  school  physician  more  time  to 
devote  to  the  examinations  and  re-examinations 
of  the  athletic  groups  and  to  other  equally  im- 
portant health  problems.  There  should  also  be 
a law  requiring  every  child  in  the  state  to  be  im- 
munized against  diphtheria  and  smallpox  before 
entering  school  for  the  first  time. 

No  matter  how  thorough  an  examiner  may  be, 
efficiency  of  examination  requires  time,  quiet, 
and  privacy.  The  examiner  should,  therefore, 
be  provided  with  ample  time  and  a private, 
warm,  well-lighted,  and  quiet  room.  In  strict 
privacy,  and  with  the  assistance  of  the  school 
nurse,  the  child  should  be  stripped  from  head  to 
foot  for  a general  body  inspection  and  thorough 
examination.  This  is,  by  the  way,  neither  a 
recommendation  nor  a suggestion  to  change  or 
modify  the  state  regulation.  The  emphasis  is 
made  with  no  other  intent  or  purpose  than  to 
stress  the  importance  of  the  described  procedures 
as  contributing  factors  of  a thorough  and  efficient 
medical  examination,  which  every  school  child 
should  get  but  which  every  school  physician  is 
unable  to  give,  because  of  the  misconception  of 
modesty  on  the  part  of  the  parents  and  boards  of 
education.  As  a matter  of  emphasis,  let  it  be 
repeated  that  complete  removal  of  clothes  is 
absolutely  essential  to  satisfactory  evaluation  of 
the  circulatory  and  nutritional  status  of  the  child 


and  the  soundness  of  his  vital  organs.  The  body 
must  be  bare  for  a thorough  exploration  of  the 
spine,  ribs,  joints,  and  arches,  and  the  palpation 
of  the  liver  and  spleen.  In  the  nonstripped  ex- 
amination, defects  and  deformities  are  over- 
looked. If  there  is  anyone  who  can  examine  for 
hernia  or  undescended  testicle  or  other  such 
defects  or  malformations  through  the  clothes, 
we  should  all  like  to  know  of  it. 

The  nose  and  the  throat,  the  tongue,  the  teeth, 
the  oral  cavity,  and  gums  should  be  thoroughly 
investigated.  The  eyes  of  the  school  child  are 
entitled  to  a more  efficient  examination  than  that 
received  by  the  prospective  automobile  driver  on 
the  street.  The  examination  should  be  more  ex- 
tensive than  the  mere  Snellen  test  and  should  be 
supplemented  by  the  muscle  balance  and  color 
tests.  The  examination  should  be  conducted  by 
a competent  ophthalmologist  who  is  far  better 
able  to  interpret  visual  acuity  or  other  defects 
than  the  school  physician  or  the  private  practi- 
tioner unless  he,  too,  is  an  eye  specialist.  The 
ears  should  be  carefully  examined  with  equal 
consideration  with  an  ear  speculum,  and  auditory 
acuity  should  receive  the  painstaking  audiometer 
test.  Speech  is  another  item  that  should  not  be 
forgotten  in  the  examination.  Defective  speech 
should  be  investigated  and  the  cause  thereof  as- 
certained and  corrected,  whenever  correction  is 
possible.  Stutterers  and  stammerers  should 
receive  training  by  especially  qualified  teachers 
whom  the  schools  should  obtain.  Every  child 
should  also  be  examined  for  enlarged  glands  in 
the  neck  and  groin  and  for  goitre.  Complete 
health  evaluation  also  demands  a qualitative 
urinalysis,  a hemoglobin  test,  chest  radiography, 
and  blood  pressure.  Puny  children,  in  par- 
ticular, or  those  whose  weights  are  more  or  less 
stationary,  or  those  who  have  repeated  faint- 
ing spells  should  have  the  urine  tested  for  glyco- 
suria. 

The  mental  status  of  the  child  should  not  es- 
cape the  examiner’s  attention.  When  a child 
requires  a psychiatric  examination,  the  examiner 
should  be  reasonably  sure  of  negative  physical 
findings  before  the  pupil  is  referred  to  the  psy- 
chiatrist. Since  so  much  mental  deviation  is  a 
manifestation  of  physical  disease,  no  physical 
examination  should  be  considered  too  thorough 
before  the  child  is  recommended  for  a psychiatric 
examination.  One  may  not  err  in  offering  the 
opinion  that  it  is  the  duty  of  the  school  to  find 
out  through  its  medical  department  why  a child 
acts  in  a perverted  manner,  whether  there  is  a 
pathologic  cause  in  his  inability  to  cope  with 
school  problems  or  in  his  maladjustments  to  the 
school  environment.  Where  should  destructive 
habits  and  maladjustments  of  school  children  be 
remedied,  or  their  energies  that  are  being  wasted 
be  converted  into  more  helpful  channels,  if  not 
in  school?  Proper  training  of  the  school  child 
may  even  strike  at  the  root  of  crime  and  be  an 
important  factor  in  its  prevention.  A little 
stretch  of  the  imagination  may  help  to  conceive 
the  part  the  schools  can  and  should  play  in  the 
making  of  better  men  and  women  from  properly 
cared-for  boys  and  girls,  through  an  efficient  all- 
around  health  service  and  education.  A mere 
glance  at  what  is  being  made  out  of  the  earth’s 
crude  elements  will  convince  us  at  once  that  the 
child  is  no  less  plastic. 

We  so  often  speak  of  the  “whole  child”  or  the 
“child  as  a whole.”  Yet  in  making  the  physical 
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examination,  one  is  frequently  at  a loss  as  to 
what  part  of  the  anatomy  the  school  physician  is 
to  examine,  and  what  part  he  is  to  leave  for  the 
family  physician.  Completeness  in  anything 
has  no  broken  or  dividing  lines.  Neither  should 
the  examination  of  school  children  be  broken  up. 
Thoroughness  of  examination  is  no  infringement 
on  the  private  physician.  The  understanding 
family  physician  knows  quite  well  that  the  school 
physician  is  not  his  competitor  and  does  not  prac- 
tice curative  medicine  in  the  schools.  The 
school  physician  is  a child  health  servant,  a 
supervisor  and  teacher  of  health,  and  a practi- 
tioner of  preventive  medicine.  He  does  not 
treat  disease  in  the  schools  but  works  for  its  pre- 
vention. He  conveys  to  the  school  children  and 
their  parents  the  value  of  health  and  how  to  con- 
serve it.  He  also  creates  among  them  an 
understanding  and  an  appreciation  of  the  prac- 
titioner of  curative  medicine,  advises  of  the 
dangers  of  self-medication,  teaches  when  to  con- 
sult the  physician  and  how  to  avoid  quacks,  cult- 
ists,  and  medical  charlatans.  In  this  sense,  he  is 
a booster  for  the  family  physician. 

At  least,  no  less  thought  and  consideration 
should  be  given  to  building  child  health  than  to 
building  a house  or  constructing  an  engine. 
When,  for  example,  a house  is  to  be  built  soundly 
and  adequately,  the  job  is  not  entrusted  to  a 
singlehanded  Jack-of -all-trades  builder.  A repu- 
table contractor  or  architect  who  lays  out  the 
plan  is  engaged.  After  the  plans  are  laid,  a 
crew  of  men  to  build  the  structure  is  hired. 
This  crew  consists  of  men  who  are  specialists  in 
their  respective  trades.  Thus  are  employed 
masons,  carpenters,  plumbers,  electricians,  paint- 
ers, etc.  In  building  child  health,  which  is  the 
foundation  of  the  health  of  the  nation,  there  is  no 
procedure  that  even  remotely  compares  with 
that  of  building  even  a cheap  house.  In  matters 
of  building  the  health  of  the  school  child,  munici- 
palities want  to  get  by  with  a singlehanded  Jack- 
of-all-branches  of  medicine  who  has  to  be  super- 
erudite and  proficient  to  do  justice  to  the  cause  of 
school  health.  This  school  physician  is  expected 
to  erect  a sound  and  adequate  structure  of  child 
health  and  health  education  single  handed.  It 
is  needless  to  say  that  the  school  physician  is 
neither  a miracle  man  nor  a magician. 

In  a sizable  school  system,  to  build  properly 
and  efficiently  the  structure  of  child  health  under 
discussion,  there  should  be  an  ample  staff  of 
medical  examiners,  ophthalmologists,  otologists, 
orthopedists,  physical  training  teachers,  es- 
pecially trained  teachers  for  children  with  defec- 
tive speech,  psychologists  and  psychiatrists, 
dentists  and  dental  hygienists,  and  an  adequate 
number  of  school  nurses.  Consulting  specialists 
in  a school  health  system  are  not  a mere  asset  or 
luxury  but  a necessity.  It  is  granted  that  a 
staff  of  such  calibre  would  inevitably  increase 
school  expenditures,  but  the  nature  and  quality 
of  its  work  would  bring  compensatory  returns  in 
better  child  health  and  education  way  out  of 
proportion  to  the  extra  funds  expended.  That 
we  serve  the  nation  through  health  service  and 
education  of  the  child  is  an  established  fact ; and 
the  better  we  serve  the  child,  the  better  we  serve 
the  nation.  It  is  no  idle  talk  to  say  that  the 
health  of  the  child  does  not  belong  to  him  alone. 
It  also  belongs  to  the  nation,  and,  therefore,  no 
amount  expended  on  his  health  and  education  is 
too  much.  Because  of  the  sublimity  of  purpose 


of  school  health  service  and  education,  it  is  the 
duty  of  the  school  and  municipal  authorities  and 
of  all  those  to  whom  the  health  and  education  of 
the  children  are  entrusted,  to  give  the  best  of 
themselves  to  school  health  service  and  health 
education. 

The  State  Health  and  Physical  Education 
Division  has  recently  issued  an  excellent  manual 
on  the  administration  and  supervision  of  the 
school  health  service.  To  follow  the  course  of 
service  as  prescribed  by  its  contents  would  be 
ideal  and  satisfying  to  the  conscientious  school 
health  worker. 

In  conclusion,  it  may  be  said  without  reserva- 
tion that  from  a school  health  standpoint  there 
is  no  substitute  for  a thorough  and  complete 
medical  examination;  there  is  no  service  that 
matches  the  importance  of  getting  physical  and 
mental  defects  in  school  children  removed  or 
remedied ; nor  is  there  anything  of  greater  sig- 
nificance than  the  imparting  of  health  knowledge 
and  health-mindedness  in  the  learning  child; 
and  nothing  can  take  the  place  of  proper  and 
adequate  medical  supervision  of  school 
health. 

Summary 

School  health  in  some  form  has  existed  in  even 
the  remote  past  and  has  continued  to  the  present 
time. 

The  school  physician  played  a very  important 
part  in  school  health  in  the  past,  is  playing  his 
part  in  the  present,  and  will  play  his  part  in  the 
future. 

Revision  and  improvement  in  school  health 
service  is  of  utmost  importance  today. 

Efficient  annual  medical  examination  of  every 
school  child  should  be  enforced  and  the  child  be 
made  to  bring  the  required  health  certificate 
from  the  family  physician  before  he  enters 
school.  Every  child  in  the  state  should  be  re- 
quired by  law  to  be  immunized  against  diph- 
theria and  smallpox  before  entering  school  for 
the  first  time. 

Schools  should  have,  besides  the  present  usual 
health  personnel,  an  associated  staff  of  specialists 
consisting  of  ophthalmologists,  otologists,  ortho- 
pedists, psychologists  and  psychiatrists,  or  men- 
tal hygienists,  who  could  be  called  upon  for  con- 
sultation at  any  time  when  required  by  the 
school  physician.  Until  all  these  are  made  possi- 
ble, we  should  do  our  level  best  with  what  we 
have  at  our  command  and  follow  the  prescribed 
outline  and  method  of  the  excellent  State  Health 
and  Physical  Education  Manual  on  the  ad- 
ministration and  supervision  of  school  health 
service. 
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More  Typhc 

Dr.  Edward  S.  Godfrey,  Jr.,  State  Health 
Commissioner,  announces  that  there  were  412 
typhoid  carriers  under  supervision  in  upstate 
New  York,  exclusive  of  those  in  state  institu- 
tions, at  the  close  of  1938,  14  more  than  at  the 
end  of  the  previous  year.  During  the  year,  45 
new  carriers  were  added  to  the  register  and  31 
removed. 

Dr.  Godfrey,  in  a statement  concerning  the  412 
typhoid  carriers,  said:  “Twenty-seven  were  dis- 
covered as  a result  of  epidemiologic  investigation 
of  sporadic  cases;  10  by  means  of  released  cul- 
tures; 3 were  discovered  incidentally  to  attacks 
of  acute  cholecystitis;  1 through  an  attack  of 
acute  cystitis;  1 through  the  development  of  a 
costal  osteomyelitis  subsequent  to  typhoid  fever, 
and  1 through  investigation  of  a positive  Widal 
in  a specimen  of  blood  submitted  for  the  aggluti- 
nation test  for  undulant  fever.  Two  previously 
discovered  carriers  were  added  to  the  register,  1 
who  was  discharged  from  a state  institution,  and 
1 who  came  from  another  state. 

“Two  typhoid  outbreaks  during  the  year  were 
traced  to  carriers.  An  outbreak  of  13  chronically 
recognized  cases  occurring  in  July  was  caused  by 
a man  subsequently  found  to  be  a chronic  typhoid 
carrier  who  had  supplied  raw  milk  to  these  pa- 
tients. The  second  outbreak  consisting  of  3 

County 

Albany  County 

Dr.  Arthur  J.  Bedell,  of  Albany,  recently  de- 
livered an  address  before  the  Ophthalmological 
Society  of  the  United  Kingdom  in  London  on 
“Fundus  Changes  in  Diabetes.” 

Allegany  County 

Dr.  Maurice  G.  Sheldon,  Olean,  was  guest 
speaker  at  a meeting  of  the  Allegany  County 
Medical  Society  at  Wellsville,  on  July  27.  The 
eighty-fifth  annual  meeting  of  the  society  will  be 
held  on  October  26  at  Belmont. 

Chautauqua  County 

The  annual  summer  meeting  of  the  Medical 
Society  of  Chautauqua  County  was  held  at 
Chautauqua  Lake  on  July  26.  The  morning 
program  was  as  follows:  10:00,  “Reduction  of 
Mortality  Following  Coronary  Occlusion,”  by 
Dr.  G.  E.  Hall,  of  Toronto;  10:45,  “Diagnosis 
and  Management  of  Cancer  of  the  Breast,”  by 
Dr.  Arthur  C.  Christie,  of  Washington;  11:30, 
“Sulfapyridine  in  the  Treatment  of  Pneumonia,” 
by  Dr.  Russell  L.  Cecil,  of  New  York. 

In  the  afternoon  Dr.  Cecil  and  Dr.  Christie 
delivered  addresses  in  the  Amphitheater  open  to 
the  public.  Golf  tournament  and  boat  rides  also 
were  scheduled,  and  in  the  evening  the  opera 
II  Trovatore  by  Verdi  was  presented. 

Erie  County 

A revised  medical  program  for  care  of  the 
needy,  calling  for  an  estimated  payment  of 
$165,000  a year  to  Buffalo  physicians,  was  sub- 
mitted by  County  Welfare  Commissioner  Thomas 
W.  H.  Jeacock  to  the  State  Welfare  Department 
on  July  22. 

Details  of  the  new  plan  also  were  sent  to  David 
C.  Adie,  state  welfare  commissioner,  for  his 
action. 


id  Carriers 

cases  was  caused  by  a known  typhoid  carrier  who 
prepared  food  consumed  by  these  patients  at  a 
picnic. 

“Fifteen  cases  of  typhoid  fever  occurred  during 
the  year  which  were  believed  to  have  been 
caused  by  10  previously  known  carriers.  Eleven 
of  this  number  were  among  household  contacts 
of  carriers.  Nine  of  these  11  patients  had  never 
been  immunized,  1 was  immunized  in  1934,  and 
the  other  was  immunized  before  a final  diagnosis 
of  typhoid  fever  was  made. 

“About  3 per  cent  of  the  typhoid  cases  reported 
as  having  had  onset  in  the  previous  year,  1937, 
and  who  carried  the  disease,  are  considered  to 
have  become  chronic  carriers.” 

Dr.  Godfrey  also  called  to  the  attention  of 
health  officers  throughout  the  state,  recent 
amendments  to  the  State  Sanitary  Code  which 
will  apply  to  local  and  county  fairs  during  this 
summer  and  fall  and  will  require  food  concessions 
at  the  fairs  to  meet  certain  sanitary  require- 
ments. 

“Attention  is  directed  particularly  to  the  recent 
amendments  to  Chapter  XIV  relating  to  res- 
taurants, which  require  disinfection  rather  than 
sterilization  of  all  eating,  drinking,  and  cooking 
utensils  used  in  public  eating  and  drinking 
places.” 

News 

Last  spring  Mr.  Adie  rejected  a proposal,  pre- 
pared by  Commissioner  Jeacock,  which  called  for 
payment  of  $245,000  annually  to  physicians  for 
treatment  of  ailing  persons  on  county  relief 
rolls. 

The  state  official  at  the  time  asserted  the 
Buffalo  medical  program  should  not  exceed 
$40,000  a year. 

How  Commissioner  Adie  would  regard  the 
substitute  plan  was  a matter  of  conjecture.  In 
any  event,  it  appeared  to  be  the  sentiment  of 
local  relief  authorities  to  defer  the  plan  until  next 
January  1 even  though  state  approval  is  ob- 
tained in  the  meantime. 

Under  the  revised  plan,  physicians  would  be 
paid  only  for  “emergency  calls”  at  the  rate  of  $2 
for  each  home  visit. 

Calls  by  a client  at  the  office  of  his  physician 
for  medical  treatment  would  be  barred.  The 
maximum  a physician  could  collect  from  the 
county  would  be  $50  a month. 

The  original  proposal  would  have  given  physi- 
cians $1  for  each  office  visit. 

Physicians  at  present  receive  no  pay  for  treat- 
ing Buffalo  relief  recipients,  and  for  the  past  year 
they  have  been  agitating  for  a program  which 
would  give  them  partial  pay  for  their  services. 

The  new  program  took  five  months  to  prepare, 
Mr.  Jeacock  said.  He  declared  it  has  been  ap- 
proved by  the  Erie  County  Medical  Society, 
hospital  authorities,  and  the  faculty  of  the  Uni- 
versity of  Buffalo  School  of  Medicine. 

“The  revised  program  coordinates  medical  and 
hospital  care  for  the  indigent,”  said  the  commis- 
sioner, “In  my  opinion  it  would  give  Buffalo  one 
of  the  best  medical  setups  in  the  state.” 

Commissioner  Jeacock  explained  the  proposal 
is  still  in  the  formative  stage,  and  that  any  revi- 
sions suggested  by  the  state  welfare  department 
“would  get  serious  consideration.” 
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After  the  plan  has  gained  state  approval,  it 
will  have  to  go  to  the  county  welfare  board  and 
then  to  the  board  of  supervisors  for  action  before 
being  put  into  effect. 

Conscious  that  propaganda  adverse  to  the 
private  practice  of  medicine  is  being  employed  on 
a huge  scale  to  influence  the  public  in  behalf  of 
state  medicine,  a large  and  representative  group 
of  members  of  the  medical  societies  of  Erie  and 
Niagara  counties  are  promoting  a newspaper 
publicity  campaign  to  offset  the  propaganda. 

By  means  of  a series  of  full-page  display  news- 
paper articles,  the  physicians  propose  to  tell  the 
public  what  is  back  of  bills  pending  in  State 
Legislatures  and  in  Congress  for  the  promotion  of 
state  medicine,  bills  which  they  claim  are  obvi- 
ously designed  to  pave  the  way  for  compulsory 
sickness  insurance  under  government  control  and 
political  domination. 

The  county  medical  societies  of  Erie  and 
Niagara  counties  have  approved  the  publication 
of  the  articles. 

Discussing  the  educational  campaign,  the 
president  of  the  Medical  Society  of  the  County  of 
Erie,  observed: 

“For  the  past  year  or  more  physicians  have 
been  the  target  for  much  abuse  in  magazine 
articles  of  national  circulation.  A vast  amount 
of  money  is  being  spent  on  these  attacks.  Scores 
of  books  on  the  subject  of  socialized  medicine 
have  been  published  recently,  unfavorable  to  the 
present  system  of  medical  practice. 

“Physicians  are  in  favor  of  a health  program  to 
meet  health  needs,  when  the  program  is  based  on 
a sound,  constructive,  and  progressive  plan,  but 
we  are  vigorously  opposed  to  the  spending  of 
millions  of  dollars  of  the  taxpayers’  money  on 
haphazard  schemes  for  preventive  medicine 
which  are  controlled  by  politicians  at  Washing- 
ton. Politics  and  medical  care  will  not  mix,  and 
in  the  end  the  patient  suffers  most. 

“We  propose  to  use  printers’  ink  and  the  ros- 
trum to  disseminate  information  useful  to  the 
public  so  that  they  can  learn  the  physician’s 
attitude  on  this  question.  The  newspaper  arti- 
cles have  been  made  possible  by  voluntary  sub- 
scription by  members  of  the  medical  societies  for 
the  furtherance  of  a publicity  campaign.  While 
some  physicians  feel  we  should  ignore  the  propa- 
ganda of  our  adversaries,  many  others  think  we 
have  remained  silent  too  long. 

“The  Wagner  health  bill  now  before  Congress 
provides  for  an  expenditure  during  the  next 
three  years  of  $455,000,000,  and  after  that  period 
no  limit  is  set  for  these  alleged  health  appropria- 
tions. The  money  is  to  be  disbursed  by  the 
surgeon  general  of  the  United  States,  the  social 
security  board,  and  the  chief  of  the  children’s 
bureau  of  the  department  of  labor.  The  spon- 
sors of  the  bill  admit  they  have  no  program  other 
than  to  spend  the  money  as  they  see  fit.  With  a 
constantly  falling  mortality  rate  in  the  United 
States,  for  which  the  medical  profession  is  re- 
sponsible— a rate  lower  than  that  of  European 
countries  where  they  have  government  control  of 
medical  practice — -we  feel  that  system  does  not 
apply  to  America.  In  any  event  medical  care  of 
the  sick  is  a doctor’s  problem.” 

“Down  in  the  robust  first  ward  last  night  they 
mourned  the  death  of  Dr.  Edward  M.  Dooley, 
physician  and  counsellor  to  many  a hardpressed 
family  during  a career  of  unselfish  service  that 


covered  almost  half  a century,”  said  the  Buffalo 
Courier -Express  of  July  21. 

“HI  for  the  last  six  months,  Dr.  Dooley  died 
yesterday  at  his  home,  310  Norwood  Avenue. 
He  was  seventy-eight  years  old. 

“Although  he  was  an  eminent  bone  surgeon. 
Dr.  Dooley  was  known  best  as  a general  practi- 
tioner in  the  waterfront  community  and  he  was 
revered  simply  as  ‘Doctor  Dooley.’ 

“A  veteran  of  the  horse  and  buggy  days  of 
locomotion,  Dr.  Dooley  was  credited  with  bring- 
ing into  the  world  5,000  babies,  most  of  them  of 
sound  Irish  stock,  and  his  services  were  eagerly 
sought  wherever  a cluster  of  Celtic  families  could 
be  found — not  only  in  the  ‘first’  but  in  many 
parts  of  the  city. 

“In  the  premachine  era,  Dr.  Dooley  and  his 
brown  bag  were  familiar  sights  in  every  comer 
of  the  old  ward  as  he  clucked  to  his  horse  during 
the  unending  round  of  calls  on  patients.  Noted 
for  his  charitable  services,  he  was  honored  with 
the  title  of  ‘head  man  of  the  first  ward.’ 

“Even  as  he  kept  abreast  of  developments  in 
his  profession,  so  did  he  keep  up  with  advances 
outside  his  chosen  field,  and  more  than  thirty 
years  ago  he  bought  the  first  automobile  in 
Buffalo.  The  machine  provided  new  thrills  for 
first  ward  children  and  they  gleefully  chased 
after  it  as  the  doctor  chugged  over  the  rough 
paving  of  the  neighborhood. 

“During  his  long  career  Dr.  Dooley  served  as 
chief  surgeon  and  chief  of  staff  at  Emergency, 
Mercy,  and  Sisters  hospitals.  Particularly  suc- 
cessful in  the  field  of  bone  surgery,  he  read  papers 
on  the  subject  before  New  York  and  Pennsyl- 
vania state  medical  associations  and  the  Ameri- 
can Medical  Association.  He  was  chief  surgeon 
here  for  the  Erie  and  Buffalo  Creek  railroads. 
In  1919  Niagara  University  gave  him  an  honor- 
ary LL.D.  degree. 

“Surviving  are  nine  children.” 

Dr.  August  Lascola  was  the  guest  of  honor  at  a 
testimonial  dinner  at  Hotel  Statler,  July  19, 
when  he  was  presented  with  the  award  of  Cava- 
liere  Ufficiale  della  Corona  di ’Italia  bestowed 
upon  him  by  King  Victor  Emanuel  III  of  Italy. 
The  award  was  presented  in  recognition  of  serv- 
ices rendered  by  Dr.  Lascola  in  raising  funds  for 
the  Italian  Red  Cross  during  the  war  in  Ethiopia. 
Presentation  was  made  by  Dr.  Rocco  A.  Spano. 

Kings  County 

Compulsory  instruction  in  the  ABC’s  of  per- 
sonal hygiene  and  public  health  for  all  food 
handlers  in  New  York  City  is  demanded  by  the 
public  health  committee  of  the  South  Brooklyn 
Medical  Society  in  a report  submitted  to  the 
council  of  the  society. 

Charging  that  a survey  conducted  by  members 
of  the  society  disclosed  “a  general  ignorance  by 
food  handlers  of  the  basic  elements  of  personal 
hygiene  and  of  simple  scientific  facts  regarding 
contamination  of  foods,”  the  report  requested 
immediate  action  by  the  City  Council  and  Dr. 
John  L.  Rice,  Health  Commissioner,  in  making 
attendance  at  such  ABC  health  lectures  a 
requisite  to  the  issuance  of  a food  handler’s 
permit. 

“Instruction  should  be  given  by  physicians 
trained  in  problems  of  public  health  under  the 
auspices  of  the  New  York  City  Board  of  Health,” 
the  report  suggested,  adding  that  “applicants  for 
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food  handlers’  permits  be  required  to  submit  to  a 
written  quiz  on  their  knowledge  of  hygiene  and 
food  contamination,  a knowledge  to  be  based 
on  the  short  series  of  lectures  which  they  will  be 
required  to  attend.  If  attendance  at  such  lec- 
tures is  impractical,  we  suggest  the  issuance  of  an 
illustrated  booklet  on  which  a written  quiz  could 
be  based.” 

The  report  stated  that  restauranteurs  and 
others  serving  food  in  certain  neighborhoods  are 
still  drying  the  silver  on  aprons  or  on  cloths  used 
for  other  purposes.  “Rinsing  dirty  glasses  in  luke- 
warm water  which  would  hardly  destroy  bacteria 
is  another  general  practice,  as  well  as  scratching 
the  head  or  other  parts  of  the  body  and  then 
handling  food.  Members  of  this  committee  have 
seen  grocery  and  delicatessen  store  proprietors 
and  employees  handling  filthy  boxes  and  baskets 
and  then  stop  to  cut  cheese  with  a machine, 
handling  the  slices  with  dirty  hands. 

“There  are  still  millions  of  rolls  and  loaves  of 
bread  that  are  distributed  by  hand  and  are  dis- 
played without  a wrapper.  There  are  still 
thousands  of  dollars’  worth  of  unwrapped  penny 
candy  sold  in  small  neighborhood  stores  which 
are  patronized  by  children  and  are  attended  by 
members  of  a family  who  think  nothing  of 
coughing  before  selling  the  candy  to  the  public. 
These  are  all  splendid  ways  in  which  to  spread 
disease.” 

The  report  submitted  by  the  committee 
headed  by  Dr.  Pasquale  J.  Imperato,  founder  of 
the  society  and  chairman  of  the  public  health 
committee,  was  received  by  Dr.  Lewis  Pearson, 
president  of  the  society,  for  action  by  the  council, 
governing  board  of  the  organization. 

Dr.  Harry  Plotz,  of  Brooklyn,  who  came  home 
on  the  Normandie  on  July  31,  has  been  conduct- 
ing successful  experiments  with  a new  smallpox 
vaccine  at  the  Pasteur  Institute,  in  Paris,  where 
he  is  laboratory  chief.  It  has  been  tried  on 
150,000  French  army  men  and  colonists  and  has 
been  found  very  successful. 

Livingston  County 

On  August  2,  1939,  the  medical  societies  of  the 
counties  of  Livingston,  Wyoming,  and  Genesee 
held  their  annual  “Tri-County  Meeting.”  The 
golfers  fought  it  out  at  the  Geneseo  Country 
Club  at  Geneseo,  New  York,  in  the  afternoon. 
The  doctors’  wives  played  bridge  at  the  Avon  Inn, 
Avon,  New  York,  in  the  afternoon.  Prizes  were 
contributed  by  numerous  pharmaceutic  houses. 
The  handicaps  will  not  be  mentioned. 

At  7 p.m.  nearly  one  hundred  dinners  were 
served  at  Avon  Inn  to  the  doctors  and  their 
wives. 

Dr.  Terry  M.  Townsend,  president  of  the 
State  Society,  was  guest  speaker  after  dinner. 
He  discussed  some  of  the  economic  problems 
facing  the  doctors  of  today,  commenting  on  the 
recent  decision  in  the  courts  on  the  government 
action  against  the  A.M.A.  He  also  discussed 
the  Wagner  Health  Bill. 

Dr.  Townsend  urged  every  physician  to  famil- 
iarize himself  thoroughly  with  the  political 
problems  facing  physicians  today  and  then  to 
educate  the  public  to  understand  better  what 
should  be  done.  His  was  an  optimistic  presenta- 
tion of  a timely  topic. 

— Reported  by  Alden  J.  Townsend,  M.D. 

Secretary,  Livingston  County 


Monroe  County 

The  annual  picnic  and  business  meeting  of  the 
Pathological  Society  of  Monroe  County  was  held 
at  the  Newport  House  on  the  afternoon  of  June 
21. 

Preceding  an  evening  entertainment  and  din- 
ner, the  membership  present,  close  to  200, 
elected  Dr.  Norman  J.  Pfaff  president.  Dr. 
James  S.  Houck  was  elected  vice-president,  and 
Dr.  Ellis  B.  Soble,  secretary-treasurer. 

Beginning  at  3:00  p.m.,  a series  of  athletic 
events  was  scheduled  by  Dr.  M.  Davidson. 

The  winning  baseball  team  was  captained  by 
Dr.  F.  Karl  Holzwarth. 

Egg  Throwing  Contest:  Winners — Doctors 

Brigham  and  Herrman. 

Golf  Approach  Shot  Contest:  Winner — Dr. 
Walter  Riley. 

Golf  Pitch  Shot  Contest:  Winner — Dr.  Ellis 
B.  Soble. 

Quoits  contests  were  won  by  Drs.  Ruggles, 
Brigham,  McAmmond,  Beaven,  Daniels,  and 
Aikman. 

Numerous  door  prizes  were  also  given. 

New  York  County 

There  has  not  been  a single  death  from  measles 
in  New  York  City  in  over  a year  according  to 
Thomas  J.  Duffield,  registrar  of  records,  in  his 
report  to  Health  Commissioner  Dr.  John  L. 
Rice,  reviewing  the  city’s  health  during  the  first 
half  of  1939.  Moreover,  there  are  good  pros- 
pects that  seven  of  the  eight  health  records  hung 
up  in  1938  will  be  bettered  this  year.  The  ex- 
ception, Mr.  Duffield  points  out,  is  due  to  the 
outbreak  of  colds  and  influenza  during  January 
and  February,  and  this  may  make  it  impossible 
to  attain  quite  as  low  a general  death  rate  as  in 
1938. 

“It  is  particularly  gratifying,”  says  Mr. 
Duffield’s  report,  “to  note  the  further  decline  in 
the  death  rates  of  infants  and  of  mothers  in  child 
birth.  For  the  first  six  months  deaths  under  1 
year  of  age  numbered  only  2,137.  On  the  basis 
of  50,916  living  births  during  the  same  period 
this  is  a rate  of  41.9  per  1,000  births.  Mothers 
dying  in  childbirth  numbered  167,  a rate  of  3.3 
per  1,000  births.  Only  a few  years  ago  the  rate 
was  5 or  even  6 per  1,000. 

“Equally  gratifying  is  the  low  number  of 
deaths  from  the  acute  contagious  diseases  of 
childhood.  There  has  been  no  death  from 
measles  in  the  past  twelve  months.  Deaths 
from  diphtheria  since  January  1 were  only  15,  4 
less  than  during  the  corresponding  period  in  1938. 
Deaths  from  whooping  cough  were  only  18  since 
January  1,  as  against  46  at  this  time  last  year. 
Scarlet  fever  deaths  were  only  11,  as  against  14 
in  the  same  period  in  1938. 

“Another  record  bettered  this  year  is  that  for 
typhoid  fever,  in  which  so  far  only  7 deaths  have 
been  reported,  as  against  11  at  this  time  in 
1938. 

“Both  tuberculosis  and  pneumonia  deaths  are 
less  than  they  were  during  the  first  6 months  of 
1938.” 

The  Government  of  France  has  bestowed  the 
decoration  of  Chevalier  of  the  Legion  of  Honor  on 
Henry  C.  Falk,  M.D.,  in  charge  of  the  gyneco- 
logic department  of  New  York’s  French  Hospital. 
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Oswego  County 

The  September  meeting  of  the  Medical  So- 
ciety of  the  County  of  Oswego  will  be  held  in 
conjunction  with  the  meeting  of  the  Fifth  Dis- 
trict Branch  on  September  26  at  the  Pontiac 
Hotel  in  Oswego.  The  program  is  being  ar- 
ranged by  Dr.  Joseph  Lawrence. 

Quee  ns  County 

The  Public  Works  Administration,  now  a part 
of  the  Federal  Works  Agency,  contributed  a total 
of  $2, 552, 164  for  the  improvement  of  hospital 
facilities  and  construction  of  health  centers  in 
Queens  in  connection  with  the  joint  six-year 
building  program  of  the  PWA  and  the  city’s 
department  of  hospitals,  begun  in  1933,  it  is  an- 
nounced by  Colonel  M.  E.  Gilmore,  regional 
director  of  the  administration. 

Alterations  to  Queens  General  Hospital,  par- 
tial construction  of  the  Queens  Tuberculosis 
Hospital,  erection  of  the  Corona  Health  Center, 
and  improvements  to  Neponsit  Hospital  were 
made  possible  by  the  grants,  Gilmore’s  report 
showed. 

At  Queens  General  Hospital  in  Flushing-Hill- 
crest  the  administration  provided  $382,757  of  the 
$800,000  needed  for  the  alterations  of  and  addi- 
tion to  buildings  and  installation  of  hospital 
equipment. 

The  ten-story  Tuberculosis  Hospital,  on  a site 
adjoining  Queens  General,  is  in  the  process  of 
construction.  Of  the  $3,665,404  which  it  will  cost 
when  completed,  the  PWA  furnished  $1,649,431. 

The  Corona  Health  Center  at  Junction  Boule- 
vard and  34th  Road,  which  is  rapidly  nearing 
completion,  was  granted  $168,750  of  the  total 
cost,  which  will  Peach  $375,000. 

At  Neponsit  Hospital,  Neponsit,  $842,726  is 
being  spent  for  the  construction  of  a nurses’ 
dormitory,  refrigeration  plant,  and  power  house. 
Of  this  sum  the  PWA  supplied  $361,726. 

In  the  entire  city  the  program  totalled  $25,- 
000,000,  approximately  half  of  which  was  fur- 
nished by  the  Administration. 

Richmond  County 

Public  hospital  and  health  facilities  on  Staten 
Island  have  been  improved  at  a cost  of  more  than 
$2,000,000  in  a joint  PWA-city  construction 
program  during  the  past  six  years. 

Topping  this  program  in  Richmond  Borough  is 
the  new  Children’s  Hospital  at  Sea  View  Hos- 
pital, a six-story  building  which  cost  $967,863 
and  provides  600  beds. 

Of  the  total  cost,  $412,363  has  been  a total 
grant  from  the  WPA;  the  balance  of  the  bill  is 
borne  by  the  city. 

An  enlarged  nurses’  home,  costing  $494,000, 
also  has  been  constructed  at  Sea  View  Hospital. 
The  grant  was  $128,148  from  the  PWA.  This 
addition  increases  the  facilities  of  the  nurses’ 
home  by  300  beds  and  adds  many  recreational 
advantages. 

Sea  View  also  benefited  by  enlarged  quarters 
for  its  isolation  building,  which  cost  $221,500, 
and  enlarged  boiler,  generating  and  refrigerating 
systems  at  the  power  plant. 

Another  big  improvement,  in  line  with  the 
city’s  health  department  program,  has  been  the 
construction  of  the  Richmond  Health  Center  on 
Stuyvesant  Place,  St.  George,  at  a cost  of  $303,- 
636.  The  PWA  grant  for  this  building  was 
$136,636. 


The  Health  Center  houses  all  public  health 
offices,  public  laboratories,  and  headquarters  for 
many  private  welfare  and  health  agencies. 

Seneca  County 

The  annual  meeting  of  the  Seneca  County 
Medical  Society  will  be  held  on  Thursday, 
September  14,  the  place  and  program  to  be 
announced. 

Seneca  County  Welfare  Commissioner  Emer- 
son G.  O’Connor  has  turned  down  certain  pro- 
posals made  to  him  by  the  Seneca  County  Medi- 
cal Society  relative  to  medical  welfare  compensa- 
tion. 

“The  ‘final  fee  bill’  recently  submitted  to  the 
society,  made  up  of  21  doctors  and  surgeons  of 
Seneca  County,  by  this  department,  remains 
final,”  the  commissioner  said. 

O’Connor  said  he  notified  the  Medical  Society, 
of  which  Dr.  Duane  B.  Walker,  of  Waterloo,  is 
secretary,  to  that  effect. 

The  commissioner  made  this  announcement 
following  the  rejection  by  the  Medical  Society  of 
some  of  the  items  included  in  the  “final  fee  bill.” 
The  society,  however,  in  expressing  a willingness 
to  cooperate  with  the  welfare  commissioner  in 
reducing  the  county  welfare  medical  bill,  accepted 
most  of  the  items. 

In  its  latest  communication  to  the  welfare  head 
of  the  county,  the  medical  group  characterized  as 
“extremely  unfair”  the  limitation  of  fees  by  the 
month  or  year. 

The  following  schedule  is  to  become  part  of 
the  fee  bill  as  approved  by  the  department  of  pub- 
lic welfare  of  Seneca  County  in  so  far  as  it 
applies  to  services  for  the  needy  sick.  This 
schedule  became  effective  as  of  August  1,  1939. 

1.  No  fee  is  to  be  more  than  $100  less  40  per 
cent  for  any  major  operation.  Exclusive  of  all 
aftercare.  Charges  for  the  operation  are  to  be  in 
accordance  with  the  relative  seriousness  of  the 
condition. 

2.  The  rates  for  minor  operations  to  be  fol- 
lowed as  listed  in  the  medical  manual  of  1936. 

3.  All  anesthetics  to  be  $10  for  major  and  $5 
for  minor  operations  and  no  extra  charge  for 
special  anesthetics. 

4.  Surgical  fee  less  discount  to  cover  two 
weeks’  care;  after  two  weeks  add  $4  per  week  in 
cases  where  daily  dressings  are  to  be  done. 

5.  Assistants  $10  for  major,  $5  for  minor. 

6.  Obstetrics,  $25  all  inclusive  rate,  including 
prenatal  and  postnatal  care. 

7.  Medical  cases  in  hospital  to  be  charged  at 
the  rate  of  $2  per  day  for  the  first  patient  and  $1 
for  each  additional  patient,  provided  that  total 
charge  for  visits  to  hospital  does  not  exceed  $4  on 
any  one  day. 

8.  Only  one  charge  per  day  to  be  made  for  the 
care  of  any  patients  at  hospital  or  home.  No 
additional  payment  for  additional  patients 
treated  in  the  same  household. 

9.  No  payments  shall  be  made  for  mileage  as 
such  in  any  home  or  hospital  cases.  In  the  dis- 
cretion of  the  commissioner  a higher  fee  may  be 
allowed  in  certain  instances. 

10.  Services  for  consultation  in  the  home  or 
at  the  hospital  shall  be  $2.  Exceptions  to  this 
rule  only  when  specifically  authorized  by  the 
commissioner. 

11.  Assistant’s  bills  for  each  case  are  to  be 
approved  by  the  surgeon  in  charge  of  the  case. 
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12.  All  bills  rendered  must  show  name  and 
age  of  patient,  diagnosis  and  prognosis;  if  in  the 
hospital,  name  of  hospital. 

13.  No  bills  to  be  accepted  unless  authorized 
by  the  public  welfare  department  of  Seneca 
county. 

14.  Limit  to  one  doctor,  $200  in  any  one 
month,  but  not  to  exceed  $1,800  in  any  one  year. 

The  county’s  medical  bill  for  welfare  relief  in 
1938  was  slightly  more  than  $37,000  and  it  is 
expected  that  the  new  fee  schedule  will  cut  this 
item  of  welfare  expense  by  approximately  25  per 
cent. 

Welfare  Commissioner  O’Connor  submitted  a 
schedule  for  approval  to  the  Seneca  County 
Medical  Society  several  weeks  ago.  A counter 
proposal  in  which  the  medical  society  accepted 
some  of  the  schedule  and  declined  others  was 
submitted  to  the  welfare  department.  From 
these  two,  and  with  further  cuts  made  from  the 
counter  proposal  of  the  society,  the  final  fee  bill 
is  now  in  the  hands  of  physicians. 

Before  the  final  fee  bill  was  prepared,  Mr. 
O’Connor  consulted  with  Dr.  Jackson  Davis, 
chief  medical  advisor  for  the  state  department  of 
social  welfare. 


St.  Lawrence  County 

The  meeting  of  the  St.  Lawrence  County 
Medical  Society  at  Potsdam  on  Aug.  31  was  of  a 
social  nature,  with  no  formal  scientific  program. 
All  arrangements  have  been  made  for  the  pro- 
gram and  entertainment  of  the  Fourth  District 
Branch  meeting  at  Ogdensburg  on  Sept.  19  and 
20,  reports  Dr.  Jay  E.  Meeker,  president  of  the 
County  Society. 

Wayne  County 

The  Wayne  County  Medical,  Legal,  and  Dental 
Professions  and  their  wives  and  families  met  at 
Sodus  Bay  Heights  Country  Club  Tuesday, 
August  8.  Golf,  bridge,  and  inspection  trips 
to  the  Wayne  County  Health  Camp  made 
up  the  afternoon  program.  “Mat”  Gaffney,  of 
Webster,  spoke  at  the  dinner  that  evening. 

Westchester  County 

The  Westchester  County  Medical  Society  has 
its  first  fall  meeting  on  Tuesday  evening,  Sep- 
tember 19,  at  New  York  Hospital,  Westchester 
Division,  White  Plains.  Dr.  Paul  Reznikoff  will 
speak  on  “Blood  Diseases  in  General  Practice.” 


Name 

George  H.  Calkins 
Adelbert  D.  Dye 
Edward  B.  Kaple 
Henry  W.  Kemp 
John  L.  Loutfian 
Isaac  E.  Nash 
Edward  P.  Philbin 
Robert  F.  Zeiss  46 


Buffalo 

Hahne.,  Philadelphia 

Cleveland 

Toronto 

Med.  Chir.  Philadelphia 
Univ.  & Bell. 

Buffalo 

Texas 


May  12 

Buffalo 

April  10 

Helmuth 

July  26 

Camillus 

July  16 

Ridgewood 

August  5 

Coxsackie 

July  27 

Port  Chester 

July  1 

Buffalo 

August  8 

Manhattan 

Deaths  of  New  York  State  Physicians 


Age 

76 

61 

66 

54 

63 

40 

40 


Medical  School 


Date  of  Death  Residence 


THE  DOCTOR’S  EPITAPH 


The  doctor  sleeps!  No  more  at  pain’s  be- 
hest 

Shall  he  relinquish  his  much  needed  rest ; 

No  more  his  skillful  hand  and  kindly 
heart 

Shall  give  to  some  new  life  a proper  start. 

The  doctor  sleeps!  His  fighting  days  are 
done 

But  hundreds  live  because  of  bouts  he 
won, 

And,  generations  hence,  those  will  draw 
breath 


Who  would  not  be  had  he  not  conquered 
death. 

The  doctor  sleeps!  Might  we  his  deeds 
recall, 

His  name  would  blaze  in  fame’s  en- 
marbled  hall. 

But  serving  modestly  through  life,  it  now 
seems  best 

Merely  to  write,  “his  work  survives,  and 
let  him  rest.” 

— Anonymous — Canada  M.A.J. 


Hospital  News 


A Famine  of  Hospital  Interns 

The  problem  of  supplying  interns  for  our  intensive  schooling  to  prepare  a student  for  his 
hospitals  is  growing  more  acute  each  year,  graduation  in  medicine,  and  there  is  one  of  two 


according  to  Hospitals  (Chicago),  official  organ 
of  the  American  Hospital  Association.  If  the 
graduates  of  the  medical  colleges  in  1939  were 
equally  distributed  among  the  6,000  registered 
hospitals,  there  would  be  fewer  than  one  intern  to 
a hospital. 

If  they  were  equally  distributed  among  the 
2,300  hospitals  approved  as  meeting  the  mini- 
mum requirements  of  the  American  College  of 
Surgeons,  there  would  be  less  than  two  and  one- 
half  interns  to  the  hospital.  More  than  800  re- 
quests for  interns  in  1938-1939,  coming  from  good 
hospitals,  were  left  unanswered. 

Is  it  possible,  and  the  question  is  frequently 
asked,  that  our  medical  colleges  are  graduating 
or  can  graduate  enough  physicians  to  meet  the 
present  and  future  demands  of  our  population, 
including  the  requests  of  our  hospitals  for  interns? 

Nothing  Being  Done  about  It 

With  the  growing  increases  in  the  number  and 
size  of  our  hospitals,  many  of  which  are  new  in- 
stitutions built,  equipped,  and  ready  for  occu- 
pancy in  twelve  months,  the  securing  of  interns 
becomes  more  difficult. 

Nothing  has  been  or  is  being  done  to  remedy  a 
serious  situation.  It  takes  six  or  seven  years  of 

The  Hospital  and 

A frequent  visitor  to  the  hospital  is  the  claim 
adjuster,  representing  some  insurance  company 
and  seeking  information  about  the  injuries  suf- 
fered by  someone  who  is  making  a claim.  The 
adjuster’s  interest,  it  is  true,  is  perfectly  legiti- 
mate, but,  remarks  the  editor  of  Hospitals 
(Chicago),  the  hospital,  on  the  other  hand,  is 
primarily  interested  in  the  injured  person  as  a 
patient.  Its  function  and  concern  is  to  provide 
the  treatment  he  needs.  It  also  has  a legiti- 
mate financial  interest  in  the  case,  in  that  it 
would  like  to  be  reimbursed  for  the  cost  of  the 
service  it  renders  the  patient.  The  hospital  rec- 
ord of  the  patient  is  made  up  of  his  history 
(given  by  the  patient),  findings  of  examinations, 
description  of  operations,  and  of  other  treat- 
ments. 

The  hospital  holds  that  the  record  is  the  prop- 
erty of  the  hospital  and  that  the  information  it 
contains  concerning  the  patient  is  of  a confiden- 
tial nature,  not  to  be  divulged  without  the  con- 
sent of  the  patient. 

If,  when  the  claim  adjuster  comes  to  the  hos- 
pital seeking  information  concerning  the  patient, 
he  brings  with  him  a written  authorization  signed 
by  the  patient  or  by  the  patient’s  attorney,  he 
should  experience  no  difficulty  in  obtaining  the 
information  he  seeks. 

If  he  does  not  have  such  authorization  it  is 
likely  that  he  will  be  told  that  he  cannot  see  the 
record  or  be  given  data  from  it.  This  may  cause 
some  inconvenience  or  delay,  but  such  authoriza- 
tion can  be  obtained  in  a high  percentage  of 
cases. 


courses  open  to  him,  either  to  engage  immediately 
in  private  practice  or  to  continue  his  medical 
education  as  an  intern  or  resident  in  a reputable 
hospital. 

The  supply  of  interns,  as  well  as  of  physicians, 
is  unevenly  distributed.  Each  year  the  hospitals 
in  our  ten  largest  cities  appoint  approximately 
one  half  of  the  medical  graduates  to  internships. 
Those  remaining  are  divided  among  other  hos- 
pitals throughout  the  country. 

Results  Are  Serious 

The  results  of  this  uneven  distribution,  this 
lack  of  interns  in  so  many  of  our  hospitals,  are 
reflected  directly  in  the  care  the  patients  receive, 
the  almost  complete  absence  of  well-kept,  scien- 
tifically valuable  medical  records  in  hospitals 
without  interns,  and  a corresponding  sacrifice  in 
the  value  of  internships  as  the  media  of  accept- 
able postgraduate  education. 

The  intern  problem  becomes  the  concern  not 
only  of  the  hospitals,  but  of  the  colleges  of  medi- 
cine, of  our  medical  educators,  of  the  interns  par- 
ticularly, and  most  emphatically  of  the  patients 
admitted  to  our  hospitals. 

The  solution  of  this  problem  cannot  be  long 
delayed. 

the  Claim  Adjuster 

All  this  seems  so  very  simple  that  it  is  difficult 
to  understand  why  any  misunderstandings  should 
arise  when  it  is  only  a matter  of  tact;  courtesy, 
and  fair  dealings.  Unfortunately,  however,  they 
sometimes  do  arise. 

The  claim  adjuster  makes  a mistake  if  he  an- 
tagonizes or  gains  the  ill  will  of  the  hospital  ex- 
ecutive, as  he  may  thereby  make  difficult  the 
future  contacts  of  his  company  with  the  hospital 
in  question.  The  hospital  executive,  in  like 
manner,  makes  a mistake  if  he  antagonizes  or 
gains  the  ill  will  of  the  claim  adjuster  and,  there- 
by, creates  an  unfavorable  attitude  on  the  part  of 
the  insurance  company  involved  toward  the 
hospital. 

A wise  claim  adjuster  is  mindful  of  the  fact 
that  his  company  may  want  the  cooperation  of 
the  hospital  with  reference  to  cases  that  may  arise 
in  the  future.  It  is  not  a mark  of  finesse  on  his 
part  if  he  urges  that  a concession  be  made  in  a 
particular  case  because  of  the  fact  that  his  com- 
pany has  always  dealt  fairly  with  the  hospital. 
He  can  hardly  expect  that  a conscientious  hospi- 
tal executive  will  violate  his  institution’s  prin- 
ciples and  policies  because  of  such  contention. 

The  wise  and  experienced  hospital  executive 
should  keep  in  mind  the  fact  that  the  good  will  of 
insurance  companies  bears  a direct  relation  to  the 
hospital’s  ability  to  obtain  reimbursement  for 
service  rendered  patients  whom  it  has  treated  for 
accidental  injuries.  He  should  bear  in  mind  that 
the  claim  adjuster  has  come  to  the  hospital  on  a 
legitimate  business  mission  and  should  treat  him 
accordingly. 
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There  is  another  type  of  situation  in  which  in- 
surance companies  through  their  claim  adjusters 
have  dealings  with  hospitals.  This  has  to  do  with 
the  settling  of  claims  in  cases  in  which  the 
amount  of  settlement  is  small  and  the  hospital  bill 
relatively  large.  In  such  instances  the  insurance 
company  may  ask  the  hospital  to  reduce  its 
bill. 

Here  again,  if  the  hospital’s  experience  with  the 


insurance  company  in  question  has  been  one  of 
friendly  cooperation  and  fair  dealing,  satisfactory 
adjustments  can  usually  be  made. 

In  brief,  if  the  contacts  of  claim  adjusters  and 
hospital  executives  are  characterized  by  courtesy 
and  mutual  understanding  of  each  other’s  prob- 
lems, principles,  and  points  of  view,  both  will  ob- 
tain for  their  respective  organizations  the  maxi- 
mum value  from  those  contacts. 


Newsy  Notes 


The  new  and  larger  $5,000,000  Memorial 
Hospital  for  the  Treatment  of  Cancer  and  Allied 
Diseases,  at  444  East  Sixty-eighth  Street,  New 
York  City,  has  been  opened  only  since  June  14, 
but  it  is  overcrowded  already  with  patients  from 
New  York  and  elsewhere  and  has  a waiting  list 
larger  than  the  capacity  of  the  institution, 
George  F.  Holmes,  superintendent  of  the  hospital, 
announces. 

The  capacity  of  the  institution  when  com- 
pletely equipped  will  be  168  patients.  With  all 
floors  now  open  except  the  tenth,  which  is  for 
private  patients,  the  hospital,  largest  cancer 
institution  in  the  world,  is  housing  133  patients 
and  has  a waiting  list  of  261.  One  third  of  the 
hospital’s  service  is  free  to  needy  patients. 


The  development  of  individual  nursing  care  for 
patients  in  New  York  City  hospitals  is  reported 
by  Dr.  S.  S.  Goldwater,  Commissioner  of  Hos- 
pitals, to  Mayor  La  Guardia  in  a report. 

To  abolish  mass  treatment  required  in  the  past 
by  administrative  routine  and  limited  personnel, 
the  city  nurses  were  taught  last  year  to  consider 
each  patient  as  an  individual,  to  consider  pref- 
erence for  certain  foods  when  possible,  and  where 
a patient  was  in  need  of  encouragement,  all  con- 
cerned with  his  care  were  instructed  to  co- 
operate. 

Illnesses  and  absences  among  the  nurses  are 
found  to  have  increased  decidedly,  despite  the 
eight -hour  day. 

“Anticipated  effects  of  the  eight-hour  day  on 
the  health  of  graduate  nurses  have  not  been  real- 
ized,” the  Commissioner  said. 


Outstanding  improvement  in  the  financial 
picture  of  operations  of  Jamestown  General 
Hospital  is  reflected  in  a report  of  the  first  full 
six-month  period  of  administration  of  the  in- 
stitution by  the  new  superintendent.  Miss 
Dorothy  Dotterweich. 

Total  cost  of  the  operation  of  the  hospital 
during  the  six  months  was  $82,798.69.  Cash  rev- 
enues received  during  the  same  period  totalled 
$74,860.87.  City  records  show  that  the  hospital 
has  never  before,  in  any  six-month  period,  shown 
cash  revenues  so  nearly  equal  to  disbursements 
for  the  same  period. 

Tremendous  improvement  in  the  collection  of 
hospital  accounts  is  reported.  Collections  during 
the  first  six  months  this  year  were  approximately 
$24,000  ahead  of  collections  during  the  same 
period  a year  ago. 


The  modern  hospital  has  become  more  than 
just  a place  where  patients  are  provided  bed, 
board,  nursing,  and  medical  care,  we  read  in  the 
annual  report  of  the  Pennsylvania  Hospital,  of 
Philadelphia.  It  is  a place  where  special  facili- 
ties and  personnel  are  so  organized  as  to  provide 
the  physician,  regardless  of  his  specialty,  every 
means  possible  to  aid  him  in  the  diagnosis  and 
care  of  the  patient,  and  in  research.  It  is  a place 
where  physicians,  nurses,  technicians,  and  others, 
through  a carefully  prepared  and  supervised  edu- 
cational program,  are  trained  in  the  medical, 
nursing,  and  other  health-promoting  and  curative 
arts.  It  is  a place  designed,  constructed,  fur- 
nished, equipped,  and  staffed  to  such  a degree  of 
perfection  that  it  attracts  persons  from  all  walks 
of  life  during  illness  or  injury.  It  is  the  hub 
about  which  the  wheel  of  community  health  serv- 
ice revolves  in  its  endless  whirl  to  extend  the  span 
of  human  life. 


“The  contribution  of  the  modern  hospital  to 
American  life  has  been  a significant  and  concrete 
expression  of  the  teachings  of  Jesus  Christ,” 
says  the  Annual  Report  of  the  Lincoln  Hospital, 
Durham,  North  Carolina.  “This  Good  Samari- 
tan has  not  passed  by  on  the  other  side,  but  has 
offered  food,  and  drink,  and  medical  care  to  the 
sick  and  the  afflicted.  In  helping  the  man  who 
has  been  set  upon  by  thieves  and  robbers,  we 
are  helping  ourselves,  for  it  is  impossible  for  one 
part  of  our  community  to  live  in  plenty  and  in 
health,  while  the  other  part  lives  in  privation  and 
in  disease.  We  know  that  the  deadly  disease 
germ  is  no  respecter  of  persons.” 


Among  twenty  public  bequests  in  the  will  of  the 
late  Susan  Dannat  Griffith  is  that  approximating 
$843,000  to  the  Presbyterian  Hospital  in  New 
York  City. 


The  $125,904  estate  of  the  late  Fanny  Bach- 
rach  includes  $111, 957  to  three  public  beneficiaries 
of  which  one-third  goes  to  the  Hospital  for  Joint 
Diseases  in  New  York  City. 


The  Eastern  Long  Island  Hospital  has  pur- 
chased a new  modern-equipped  ambulance  to  re- 
place the  antiquated  ten-year-old  ambulance 
formerly  in  use. 
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The  American  Bureau  for  Medical  Aid  to 
China,  Inc.,  has  made  known  an  urgent  appeal 
from  the  Chinese  Red  Cross  for  hospital  supplies, 
which  are  desperately  needed  in  the  treatment  of 
air  raid  victims  scattered  all  over  free  China. 
Doctors  and  hospital  workers  do  not  need  to  be 
told,  says  Dr.  Co  Tui  of  the  Bureau,  how  essential 
adequate  equipment  is  for  the  efficient  and  sani- 
tary treatment  of  hospital  patients.  They  will 
therefore  appreciate  the  seriousness  of  the  situa- 
tion in  350  base  hospitals,  which  have,  for  ex- 
ample, only  one  set  of  linen  per  bed,  and  a great 
shortage  of  blankets,  thermometers,  bed  pans, 
and  other  commonplace  hospital  articles.  These 
hospitals  also  need  supplementation  of  their  sur- 
gical apparatus. 

Dr.  Co  Tui  emphasizes  that  equipment  dis- 
carded as  obsolete  in  American  hospitals  can  read- 
ily be  used  in  China,  and  requests  doctors  and 
hospital  superintendents  to  comb  their  supplies 
for  linen,  blankets,  instruments,  etc.,  which  can 
be  passed  on  to  China. 

Hospitals  which  have  equipment  to  donate 
should  notify  the  American  Bureau  for  Medical 
Aid  to  China,  Inc.,  57  William  Street,  New  York 
City,  which  will  provide  for  its  immediate  trans- 
portation to  China. 


Walter  A.  Tyler,  president  of  the  L.  A.  Dreyfus 
Company,  was  re-elected  president  of  the  Staten 
Island  Hospital  board  of  trustees  at  the  annual 
meeting  in  June. 


Ferdinand  C.  Townsend,  a former  president, 
was  elected  honorary  president,  and  Medad  E. 
Stone  was  named  honorary  vice-president. 


Kenosha,  Wisconsin,  has  a traveling  truck, 
and  everywhere  disaster  goes,  this  truck,  like 
Mary’s  Little  Lamb,  tags  too.  It  combines 
fire-fighting,  hospital,  and  emergency  equipment, 
all  in  one  mobile  unit,  and  is  held  ready  for  any 
major  calamity  within  a 100-mile  radius,  ac- 
cording to  Hospital  Topics  and  Buyer. 

Auxiliary  lighting  for  hospitals,  in  the  event  of 
a powerhouse  failure,  is  only  one  of  the  services 
which  this  versatile  unit  supplies,  in  addition  to 
carrying  equipment  for  automobile,  water,  or 
fire  accidents.  It  was  set  up  by  the  Red  Cross 
first-aid  corps  of  the  Scouts,  and  within  the  com- 
munity 500  persons  stand  ready  to  administer 
trained  first-aid  in  answer  to  emergency  calls. 


The  New  York  State  Insurance  Department 
authorized  a financial  statement  of  the  condition 
on  June  30  of  the  Associated  Hospital  Service  of 
New  York  that  was  issued  to  the  press  on  July  24. 
This  showed  a surplus  to  subscribers  of  $568,043. 
With  an  enrollment  of  over  1,300,000  subscribers, 
its  cooperating  hospitals  receive  in  excess  of 
$7,000,000  yearly. 


Improvements 


A proposal  for  a $250,000  hospital  to  be  con- 
structed in  Valley  Stream  and  designed  to  serve 
at  least  eight  surrounding  villages  is  being  dis- 
cussed by  organizations  and  civic  leaders. 


The  Jackson  Heights  Kiwanis  Club’s  gift  to 
the  paralysis  victims  of  Queens — a therapeutic 
pool — was  dedicated  on  July  19  at  a luncheon  in 
the  Jackson  Heights  Club,  attended  by  some  150 
business,  civic,  religious,  and  political  leaders  of 
the  community  and  borough. 

The  pool  has  been  installed  at  Physicians 
Hospital,  which  will  maintain  it.  It  is  estimated 
that  at  least  700  children  in  Queens  and  Nassau 
are  in  need  of  such  treatment  to  restore  joints 
crippled  by  paralysis.  The  pool  is  of  a new  design 
which  allows  much  smaller  installations  than  the 
pretentious  layouts  which  have  been  necessary 
heretofore.  It  allows  for  warm  baths,  massage 
and  diathermic  treatments  within  small  space. 


Acting  on  a suggestion  of  Odell  Sanitarium 
board  of  managers,  the  Orange  County  Planning 
Board  is  ready  to  embark  upon  a period  of  edu- 
cating “the  people  toward  the  necessity  of  a new 
sanitarium,”  according  to  the  Newburgh  news- 
papers. 


Nyack  Hospital  has  added  an  up-to-date 
Cadillac  ambulance. 


A special  committee  of  the  A.  Barton  Hepburn 
Hospital  board  of  directors  at  Ogdensburg  has 
voted  to  purchase  a General  Electric  x-ray  ma- 
chine costing  approximately  $20,000  to  replace 
equipment  which  has  been  in  use  at  the  hospital 
many  years.  To  accommodate  the  machine,  a 
new  x-ray  room  will  be  provided  on  the  first 
floor  of  the  institution. 


Ground  was  broken  on  July  17  for  the  new 
$400,000  Mercy  Hospital  at  Hempstead.  Su- 
preme Court  Justice  Thomas  J.  Cuff  revealed 
that  the  four-month  active  drive  for  funds  had 
netted  $235,000  from  8,700  contributors,  and 
that  “Protestant,  Jew,  Catholic,  and  those  of  no 
religion  helped  and  gave  freely  of  what  they  had.” 


A further  wing  may  be  built  on  the  new  addi- 
tion to  the  New  Rochelle  Hospital,  according  to 
the  local  papers. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Case  Ignited  by  Cautery 


A physician  engaged  in  the  general  practice 
of  medicine  was  consulted  by  a man  with 
complaints  of  a boil  on  the  buttocks.  Examina- 
tion showed  the  presence  of  a furuncle  about  one 
inch  to  the  left  of  the  anus  and  a slight  laceration 
of  the  skin  nearby  which  apparently  had  been 
caused  by  adhesive  tape  which  the  patient  had 
applied. 

The  doctor  undertook  to  freeze  the  furuncle 
with  ethyl  chloride  and  then  proceeded  to  open 
the  boil  with  an  electric  cautery.  As  this  pro- 
cedure was  being  carried  out,  a flame  suddenly 
appeared,  which  in  the  opinion  of  the  physician 
was  due  to  the  igniting  of  gas  from  the  ethyl 
chloride.  The  doctor  extinguished  the  flame  with 
his  hands  immediately  and  there  was  no  burn  of 
any  sort  except  that  the  hair  around  the  area  was 
singed. 


A malpractice  action  was  brought  against  the 
physician  in  which  the  plaintiff  in  his  complaint 
charged  that  he  was  severely  burned;  that  he 
sustained  various  other  injuries  of  a serious 
nature. 

The  case  came  on  for  trial  and  the  plaintiff 
produced  medical  witnesses  who  testified  that  as 
a result  of  the  incident  that  happened  the  plain- 
tiff had  suffered  from  a heart  ailment  and  a 
psychoneurosis. 

Prior  to  the  trial  a physical  examination  of  the 
plaintiff  had  been  made  by  defendant’s  expert 
witness  who  found  the  man  in  good  health  and 
who  testified  upon  the  trial  as  to  his  findings. 

The  issues  in  the  case  were  submitted  to  the 
jury  and  a verdict  was  returned  in  favor  of  the 
defendant  thereby  exonerating  him  of  the 
charges  of  malpractice. 


Operation  upon  Breasts 


A young  unmarried  woman  consulted  a 
physician  who  engaged  in  the  practice  of 
general  surgery  with  complaints  of  a painful  en- 
larged condition  of  both  breasts. 

Operation  was  agreed  upon  and  the  doctor 
performed  an  operation  upon  both  of  her  breasts, 
removing  a greater  part  of  each  of  them.  The 
breasts  were  reduced  in  size  by  excising  their  re- 
dundant tissue,  fixing  the  breasts  to  the  pectoral 
fascia,  and  suturing  the  overlying  skin  in  place. 

The  patient’s  postoperative  course  at  the 
hospital  was  uneventful,  but  she  left  before  dis- 
charge by  the  surgeon.  When  she  returned  to 
him  for  examination  about  three  months  after 
this  he  found  that  she  had  an  infection  in  one  of 
the  wounds,  following  strenuous  exertion  on  her 
part,  after  she  had  removed  the  bandages. 
She  was  again  hospitalized  and  the  breast  was 
reconstructed  with  good  results. 


A malpractice  action  was  brought  against  the 
surgeon  in  which  the  patient  charged  that  de- 
fendant had  improperly  cared  for  her  so  as  to 
cause  keloidal  scars  to  form  over  the  area  of  the 
incisions.  She  further  claimed  that  her  breasts 
had  become  of  unequal  size,  were  improperly 
shaped,  and  that  one  of  them  was  without  a 
nipple.  Since  plaintiff  was  a nonresident,  an 
order  was  obtained  directing  her  to  furnish  se- 
curity covering  the  costs  of  the  action ; and  when 
her  attorney  failed  to  post  such  security  and  to 
take  any  other  steps  to  bring  the  case  on  for  trial, 
a motion  was  made  on  behalf  of  the  defendant  to 
dismiss  the  action  by  reason  of  plaintiff’s  failure 
to  comply  with  the  order  directing  her  to  furnish 
security  for  costs  and  by  reason  of  her  failure  to 
otherwise  prosecute  the  action. 

Said  motion  resulted  in  a discontinuance  of  the 
action  against  the  doctor. 


Expert  Testimony — Osteopathic  Physician  as  Witness 


A case  recently  tried  and  disposed  of  upon 
appeal  dealt  with  the  problem  as  to  the  ex- 
tent to  which  an  osteopathic  physician  could 
testify  in  a malpractice  action  against  a fully 
licensed  physician  and  surgeon.* 

The  action  was  brought  by  one  F against 
Dr.  A to  recover  damages  by  reason  of  alleged 
malpractice  in  the  care  and  treatment  of  a condi- 
tion claimed  to  be  a fractured  skull.  According 
to  the  testimony  introduced  upon  the  trial  in 
behalf  of  the  plaintiff,  while  working  in  a ditch, 
he  had  been  struck  on  the  head  by  a falling  tile, 
and  was  promptly  taken  to  the  defendant  for 
treatment.  He  was  examined  and  no  objective 
evidence  of  injury  found,  but  he  was  given  some 
medicine  and  told  to  go  home  and  not  return  to 
work  unless  he  felt  better.  The  plaintiff  claimed 
symptoms  of  dizziness,  nausea,  and  pain.  The 


* Forthofer  v.  Arnold;  21  N.  E.  2nd  869. 


day  following  the  injury,  F again  consulted 
Dr.  A,  and  was  given  some  liniment  and  instruc- 
tions to  keep  from  work  for  a short  time.  Later 
on  after  F had  returned  to  work,  he  returned  to 
Dr.  A with  more  complaints  on  two  occasions 
when  his  blood  pressure  was  found  above  normal ; 
and  finally  his  head  was  x-rayed  and  he  was  hos- 
pitalized for  some  two  weeks  during  which  time 
defendant  made  two  spinal  taps.  The  claim  of 
plaintiff  included  alleged  permanent  injuries, 
which  it  was  charged  were  sustained  as  a result 
of  defendant’s  failure  to  promptly  x-ray  plain- 
tiff’s skull,  and  his  failure  to  properly  diagnose 
the  injury  and  to  treat  it  by  the  usual  and  rec- 
ognized methods,  as  he  claimed,  by  immobiliza- 
tion in  bed  with  ice  packs  at  the  head  and  heat  at 
the  feet.  He  charged  also  that  he  sustained  a 
brain  hemorrhage  for  which  defendant  did  not 
promptly  and  properly  prescribe. 

Defendant  in  his  pleadings  admitted  his 
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employment  and  contended  that  the  treatment 
afforded  plaintiff  conformed  to  the  standard  in 
the  community  where  he  was  located.  The 
physician  denied  that  he  was  in  any  way  negli- 
gent. 

Upon  the  trial  the  plaintiff  offered  as  expert 
witnesses  two  doctors  of  the  osteopathic  school. 
Each  of  them  testified  that  he  would  have  fol- 
lowed a different  course  of  treatment  if  he  had 
been  called  to  treat  the  patient,  and  described 
such  treatment. 

At  the  end  of  the  testimony  the  defendant 
moved  that  the  expert  testimony  given  by  the 
osteopaths  be  withdrawn  from  the  consideration 
of  the  jury.  The  motion  was  granted  by  the 
trial  court,  as  it  did  not  appear  that  the  osteo- 
paths had  any  knowledge  at  all  as  to  the  stand- 
ards of  skill,  care,  and  diligence  employed  by 
physicians  and  surgeons  of  the  school  to  which 
defendant  belonged.  Such  ruling  having  been 
made,  the  trial  court  proceeded  to  grant  de- 
fendant’s motion  for  a directed  verdict. 

From  the  judgment  in  favor  of  the  defendant 
physician,  the  plaintiff  appealed,  and  upon  the 
appeal  his  principal  contention  was  that  the 
evidence  of  the  osteopathic  physicians  should 
have  been  allowed  to  go  to  the  jury  for  its  con- 
sideration. 

The  Appellate  Court,  however,  affirmed  the 
judgment  of  the  lower  Court,  and  said  in  its 
opinion : 

“In  malpractice  actions  it  is  a well-recognized 
rule,  and  one  which  has  the  approval  of  this  court, 
that  the  care,  skill  and  diligence  exercised  by  the 
defendant  is  to  be  judged  by  that  standard  of 
ordinary  care  which  ordinarily  is  exercised  by 


physicians  and  surgeons  of  the  same  school  of 
medicine  in  the  same  general  neighborhood,  or  in 
a similar  locality. 

“It  must  be  remembered  that  the  injury  which 
the  plaintiff  claims  he  sustained  was  of  such  a 
nature  as  not  to  be  recognized  and  understood 
by  lay  witnesses,  but  was  one  which  required  a 
high  degree  of  expertness  in  the  diagnosis  and 
treatment  thereof. 

“From  our  reading  of  the  record  in  this  case 
we  find  no  evidence  from  which  the  jury  could 
determine  the  standard  of  care,  skill  and  diligence 
by  which  the  defendant’s  conduct  was  to  be 
judged.  On  this  subject  there  was  accordingly  a 
failure  of  proof.  Further,  we  find  no  credible 
evidence  that  the  plaintiff  sustained  a fractured 
skull. 

“The  absence  of  such  evidence  justified  the 
trial  court  in  directing  a verdict  for  the  defend- 
ant. We  find  no  error  in  the  action  of  the  trial 
court  in  withdrawing  from  the  consideration  of 
the  jury  the  expert  testimony  of  the  osteopathic 
physicians.” 

The  Court  also  quoted  with  approval  from  a 
well-known  legal  treatise  as  follows : 

“In  an  action  for  malpractice  a physician  or 
surgeon  is  entitled  to  have  his  treatment  of  his 
patient  tested  by  the  rules  and  principles  of  the 
school  of  medicine  to  which  he  belongs,  and  not 
by  those  of  some  other  school,  because  a person 
professing  to  follow  one  system  or  school  of 
medicine  cannot  be  expected  by  his  employer  to 
practice  any  other,  and  if  he  performs  the  treat- 
ment with  ordinary  skill  and  care  in  accordance 
with  his  system,  he  is*  not  answerable  for  bad 
results.” 


TIMIDITY  ABOUT  BLOOD  TRANSFUSION 

A rather  disappointing  response,  it  seems,  has 
been  made  to  the  appeal  to  the  British  public  to 
volunteer  for  blood  transfusions  in  case  of  war. 
The  call  has  been  widely  broadcast  in  the  press 
and  on  the  air,  “but  certainly  the  numbers  com- 
ing forward  have  not  fulfilled  expectations,” 
reports  the  British  Medical  Journal.  Many 
people,  despite  all  reassurances,  have  felt  there  was 
some  danger  attached  even  to  the  tiny  prick  re- 
quired to  withdraw  one  or  two  drops  of  blood 
for  testing,  although  it  is  really  no  more  danger- 
ous than  drawing  blood  for  a blood  count,  a 
procedure  that  never  seems  to  arouse  anxiety  in 
anyone.  It  must  also  be  obvious  that  if  war 
should  come  every  man,  woman,  and  child  in 
the  country  are  potential  casualties  and  may 
themselves  need  a transfusion.  They  should 
therefore  know  their  own  blood  group,  as  they 
may  be  recipients  even  if  they  do  not  want  to  be 
donors. 

There  is  no  evidence  that  the  occasional  with- 
drawal of  blood  from  healthy  individuals  is  in 
any  way  harmful.  In  the  London  Transfusion 
Service  many  donors  have  given  fifty  transfu- 
sions, while  on  the  Continent,  where  donors  are 
paid,  there  are  persons  in  good  health  who  have 
given  as  many  as  1,000  transfusions.  That  this 
is  still  true  under  war-time  conditions  is  borne 


out  by  experience  in  Spain,  where  in  Barcelona 
alone  14,000  people,  principally  women,  gave 
blood  regularly. 

Some  volunteers  have  been  anxious  about  the 
possible  transference  of  syphilis.  This  risk  is 
minimized  by  the  use  of  the  Wassermann  reac- 
tion or  one  of  its  equivalents.  In  any  event 
the  risk  here  is  borne  by  the  recipient  and  not 
by  the  donor. 

It  is  probable  that  the  risk  of  transferring  the 
malaria  parasite  is  greater  in  practice  than  that  of 
transferring  the  spirochete.  In  the  present 
scheme  this  has  been  obviated  by  asking  volun- 
teers on  the  form  they  are  asked  to  fill  in  whether 
they  have  had  any  serious  illness.  Those  that 
record  malaria  are  of  course  excluded.  Medical 
officers  who  have  been  enrolling  volunteers  be- 
lieve that  a great  part  of  the  success  of  such  a 
national  scheme  depends  on  the  collaboration  of 
general  practitioners  throughout  the  country, 
who  can  reassure  their  patients  when  asked 
about  some  of  the  points  that  are  apparently 
causing  difficulty.  They  can  also  encourage 
those  healthy  members  of  the  community  with 
whom  they  come  in  contact  to  know  their  own 
group,  just  as  they  advise  them  to  be  vaccinated. 
Membership  of  a transfusion  scheme  can,  in- 
deed, be  regarded  as  a sort  of  insurance  policy. 


Across  the  Desk 


On  Trotting  Out  the  Old  Horse  and  Buggy 


It  seems  to  be  an  unending  source  of  surprise 
to  the  young  newspaper  writers  that  the 
doctors  of  fifty  years  ago  used  horses  and  buggies. 
Practically  every  newspaper  story  of  a doctor’s 
fifty  years  of  practice  and  every  obituary  of  a 
venerable  practitioner  remarks  that  in  his  early 
years  he  drove  a horse  and  buggy.  You  can  al- 
most see  the  young  high  school  chap  who  hopes 
to  be  another  Horace  Greeley  (or  maybe  William 
R.  Hearst)  chewing  his  pencil  and  trying  to 
think  of  something  striking  or  strange  in  those 
old  days,  when  suddenly  it  bursts  upon  his 
consciousness  that  the  old  doctor  drove  a horse 
and  buggy! 

It  is  impossible  to  fool  these  bright  young  men. 
The  doctor  indubitably  did  drive  a horse  and 
buggy.  Any  attempt  to  deny  or  disguise  the 
fact  is  useless.  He  did  not  ride  in  a howdah  on 
the  back  of  an  elephant  or  on  a prayer  rug  be- 
tween the  humps  of  a Bactrian  camel.  He  did 
not  mount  an  aparejo  on  a cay  use,  loll  in  a sedan 
chair,  or  spin  about  in  a rickshaw.  To  put  it 
briefly  and  end  all  dispute  about  it,  the  doctor  of 
the  eighties  and  nineties  did  not  use  a carriole, 
a kittereen,  a shay,  a tonga,  a gharri,  a drag,  a 
calash,  a kibitka,  a sulky,  a diligence,  a fly,  a 
droshky,  a shandrydan,  a palanquin,  a jampan, 
a doolie,  or  anything  of  that  sort.  He  just  drove 
a horse  and  buggy.  It  is  smart  of  these  clever 
newspaper  fellows  to  be  awake  and  alert  to  this 
fact.  Otherwise  maybe  the  readers  might  think 
the  doctor  drove  a zebra,  kangaroo,  koodoo,  or 
hippopotamus. 

Is  It  News,  Boys,  Is  It  News? 

A vital  thing  for  every  young  newspaper  man 
is  to  know  what  is  news,  and  that  is  a subject 
that  comes  up  whenever  news  writers  get  to- 
gether. It  may  be  presumptuous  for  a mere 
medical  magazine  scribe  to  utter  a syllable  of 
criticism  of  the  brilliant  young  minds  of  the 
daily  press,  but  really,  now,  boys,  is  it  news  to 
anybody  that  the  doctor  of  pre-motorcar  days 
drove  a four-legged  animal  known  as  a horse? 
And  if  it  isn’t  news,  if  it  is  just  a bromide,  like 
saying  the  doctor  wore  shoes  or  a hat,  why  play 
it  up  in  every  story  as  if  it  were  extraordi- 
nary? 

Why,  too,  try  to  make  it  something  heroic  or 
pathetic?  If  the  journalist  is  a good  “color 
writer,”  he  has  the  doctor  driving  the  horse  and 
buggy  through  “blinding  rainstorms,”  and  in  the 
winter  the  doctor  “waded  through  the  snowdrifts” 
to  reach  his  patients.  All  true,  of  course,  but  so 
did  the  milkman,  so  did  the  book  agent,  so  did  the 
bill  collector.  The  rain  and  the  snow  fell  alike 
on  the  just  and  the  unjust,  on  the  heroic  old  doc- 
tor and  the  heroic  old  postman.  Everybody 
knows  it,  and  as  news  its  value  is  down  around 
zero.  Why  wouldn’t  the  doctor  wade  through  the 
snowdrifts?  He  couldn’t  dive  under  them  or 
leap  over  them  or  wait  for  summer  to  liquidate 
them.  So  he  waded,  others  waded,  and  soon 
there  was  a good  clear  path.  So  cut  out  the 
heroics. 


Here  Is  a Real  News  Story 

So  cut  out  the  bromides — and  put  in  the  real 
news.  Every  doctor  who  has  practiced  fifty 
years,  or  forty,  or  thirty,  has  a great  news  story 
in  him,  and  one  that  people  would  like  to  read. 
Far,  far  greater  changes  have  occurred  in  the 
medical  world  in  the  last  few  decades  than  the 
change  from  horse  and  buggy  to  motor  car. 
And  these  changes  affect  every  home,  every 
family,  every  life.  Many  a reader  of  your  news- 
paper, young  man,  is  alive  and  well  today  be- 
cause of  the  new  ways  in  medicine,  and  your 
story  of  the  old  doctor’s  splendid  life  is  missing 
something  big  if  it  omits  them  and  puts  in  only 
the  horse  and  buggy  and  snowdrifts. 

If  you  want  a “human  interest  story”  for  your 
magazine  section,  make  a date  with  that  fine  old 
physician  down  the  street,  who  seems  mysteri- 
ously able  to  hold  his  practice  despite  his  advanc- 
ing years.  You  may  be  sure  that  he  has  kept  up 
with  the  swift  advance  of  medical  science.  Get 
from  him  the  story  of  how  the  various  common 
illnesses  were  treated  years  ago,  and  how  they 
are  handled  now.  You  will  get  some  thrilling 
accounts  of  bedside  battles  with  death,  and  you 
will  have  a motion  picture  of  the  onward  march 
of  medicine  that  beats  anything  on  the  screen. 
Too,  you  will  have  something  to  file  away  for  the 
time  when  the  good  old  doctor  is  the  guest  of 
honor  at  a dinner  of  his  county  medical  society 
celebrating  half  a century  of  practice,  or  the 
time  when  he  goes  to  his  reward,  and  you  will 
not  have  to  fall  back  on  the  pitiable  wheeze  that 
he  “drove  a horse  and  buggy.” 

The  Doctor’s  Thoughts,  Then  and  Now 

What  was  in  the  doctor’s  mind  as  he  rode 
along  behind  the  clop-clop-clop  or  the  clippety- 
clippety-clip  of  his  bay  mare?  More  likely  it 
was  clippety-clip,  for  the  doctors  used  to  hold 
the  reins  over  some  pretty  high  steppers.  Well, 
the  horse  usually  knew  his  way  around,  and  the 
physician  had  time  to  think  over  the  puzzling 
features  of  the  case  he  had  just  visited  and  of  the 
next  one  on  the  list. 

But  not  now!  Now,  the  motorist  must  keep 
up  a pace  of  from  forty  to  sixty  to  avoid  the  cars 
trying  to  climb  up  his  rear  bumper,  to  say  noth- 
ing of  the  grinning  and  carefree  boys  and  girls 
who  weave  in  and  out  of  traffic,  passing,  now 
left,  now  right,  at  any  speed  over  seventy. 
Grocers’  and  butchers’  vans  pop  out  full  speed 
from  driveways  and  side  streets,  kids  chase 
elusive  balls  almost  under  the  wheels,  and  the 
doctor  needs  all  his  wits  to  keep  from  becoming  a 
hospital  case  himself.  Not  long  ago  a doctor, 
writing  to  one  of  the  medical  journals,  said  that 
he  once  tried  to  drive  slowly  so  that  he  could 
put  his  mind  on  his  difficult  cases,  but  he  only 
drew  a fire  of  scowls,  howls,  and  raucous  honks 
from  other  drivers.  “So  now,”  he  said,  “I  just 
drive  like  hell,  like  all  the  rest.” 

The  doctor’s  horse  used  to  know  the  sick  list 
as  well  as  his  master  did,  and  turned  in  at  the 
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right  gates  without  a twitch  of  the  rein.  This 
habit  was  once  used,  so  the  story  goes,  by  a doc- 
tor selling  his  “practice,”  largely  nonexistent. 
As  he  took  a prospective  buyer  around  town,  the 
horse  tried  to  turn  in  at  nearly  every  house. 
“That  is  one  of  my  patients,”  the  doctor  said, 
‘ ‘ but  he  happens  to  be  feeling  better  just  now.  In 
fact,  this  seems  to  be  an  unusually  healthy  season, 
and  most  of  my  patients  are  up  and  about  this 
week.”  The  buyer  was  impressed  by  the 
horse’s  undeniable  evidence  and  bought  the 
practice,  only  to  learn  that  his  predecessor 
had  traded  horses  for  the  day  with  the  milk- 
man. No  affidavit,  however,  goes  with  this 
story. 

A more  credible  one  appeared  in  an  upstate 
paper  only  two  or  three  weeks  ago.  A well- 
known  physician  up  in  those  parts,  it  seems,  is  a 
horse-lover,  and  has  a good  stable  of  spirited 
mounts.  On  a fine  day  he  often  leaves  his  car 
in  his  garage,  puts  a leg  across  the  back  of  a 
thoroughbred,  and  makes  his  round  of  sick  calls 
a day  of  pleasure  and  healthful  exercise.  In  the 
winter,  he  says,  the  snowdrifts  have  no  terrors 
for  his  pets,  and  they  romp  along  easily  where  the 
wheels  of  an  automobile  would  only  churn  up 
the  snow. 


Something  Fine  is  Disappearing 

Nobody,  of  course,  wants  the  old  horse-and- 
buggy  days  back.  But  at  the  same  time  no  auto- 
mobile can  ever  win  the  love  that  went  so  freely 
and  fully  to  Ginger  and  Tony  and  Daisy  and 
Fanny.  No  motorcar  will  ever  nuzzle  around  our 
pockets  for  apples  or  sugar,  or  bring  us  safely 
home  if  we  fall  asleep  on  the  way,  after  a night 
of  anxiety  at  the  bedside  of  a patient  desperately 
ill.  Something  fine  is  disappearing  from  our 
civilization.  Go  it  must,  displaced  by  a machine, 
but  it  is  a loss,  for  all  that.  A whole  vocabulary 
of  horsemanship  is  slipping  out  of  our  language. 
Few  of  our  young  medicos  of  today  could  even 
harness  a horse.  They  can  drive  a car,  but  the 
older  men  can  do  both,  and  sometimes  it  may  be 
very  useful  in  an  emergency,  when  the  motor 
balks  or  the  gas  is  gone. 

Nothing  is  said  in  Holy  Writ  about  any  horses 
or  dogs  in  the  Better  Land,  but  to  some  folks  it 
just  won’t  be  heaven  without  them.  Which 
place,  however,  will  have  the  automobiles? 
An  old  story  tells  of  a preacher  who  shouted: 
“Hell  is  full  of  automobiles,  champagne,  and 
chorus  girls!”  And  a young  man  in  a rear  pew 
muttered:  “Oh  death,  where  is  thy  sting!” 

W.  S.  W. 


A HOST  IN  HIMSELF 

An  obscure  surgeon  once  was  called  to  attend 
a patient  so  gravely  ill  that  there  was  no  time  to 
summon  assistance,  and  was  asked  if  he  did  not 
hesitate  to  operate  alone.  He  replied: 

“No  doctor  is  ever  ALONE. 

“ Everything  known  about  medicine  is  the  prod- 
uct of  RESEARCH . 

“A  host  of  men  have  devoted  their  lives  to  every 
KNOWN  FA  CT  in  medical  science. 

“So  there  is  a vast  company  of  helpers  to  assist 
me  in  what  I do.  How  can  I be  ALONE?” 

— New  York  American 


“HIMLOCK” 

We  have  learned  to  give  and  give  and  give. 
We  doctors’  wives,  self-trained  to  live 
Without  the  men  who  pledged  to  serve 
All  human  kind  and  life  preserve. 

We  have  gone  without  association 

While  Phone  and  we  stayed  on  “location,” 

We  reared  the  children,  ran  the  home, 

We  ate  our  dinners  all  alone — 

And  did  it  all — because  we  thought 

The  whole  world  knew  the  good  they  wrought. 

To  compensate — They  get  indicted! 

Love’s  labor  lost!!!  Are  we  excited??? 

— Mrs.  I.  B.  Bitter,  in  J.A.M.A. 


NEW  CENTER  FOR  PUBLIC  HEALTH  STUDY 


Practical  training  for  medical  students  in 
public  health  service  as  a special  field  of  educa- 
tion will  be  available  on  a large  scale  with  the 
opening  of  the  new  laboratories  and  classrooms 
of  the  DeLamar  Institute  of  Public  Health  of 
Columbia  University,  it  is  announced  by  Dean 
Willard  C.  Rappleye,  dean  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity. 

The  new  quarters  will  occupy  the  top  three 


floors  of  the  seven-story  city  health  and  teaching 
center  nearing  completion  at  the  Presbyterian- 
Columbia  Medical  Center,  168th  Street  and 
Broadway.  The  building  is  being  erected 
through  an  agreement  among  Presbyterian  Hos- 
pital, Columbia,  and  the  department  of  health, 
and  will  serve  the  Washington  Heights  and 
Riverside  districts  of  Manhattan.  The  labora- 
tories and  courses  will  be  open  to  doctors,  den- 
tists, nurses,  and  graduate  students. 
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Editorial 


Is  This  Justice? 

The  press  release  issued  by  the  Department  of  Justice  after  the 
defeat  of  its  antitrust  suit  against  the  A M.  A.  in  the  Federal  District 
Court  is  a departure  from  all  accepted  traditions  of  American  juris- 
prudence. In  substance,  it  warns  physicians  not  to  commit  certain 
acts  of  which  it  disapproves — even  though  the  Federal  District  Court 
has  just  ruled  that  the  antitrust  laws  are  not  applicable  to  medical 
practice.  It  supports  this  warning  with  a threat  not  merely  to 
carry  the  current  case  to  the  Supreme  Court  but  to  bring  another 
indictment  against  the  profession  in  different  technical  form. 

Following  other  overt  acts,  this  impertinent  admonition  makes  it 
clear  that  the  chief  interest  of  the  Department  of  Justice,  in  its  action 
against  the  A.M.A.,  is  not  to  enforce  the  antitrust  laws  but  to  break 
the  profession’s  resistance  to  domination  by  Washington.  As  long 
as  Justice  James  M.  Proctor’s  ruling  stands  unreversed  by  the 
higher  courts,  the  Federal  Government — including  the  Depart- 
ment of  Justice — has  no  right  to  dictate  medical  policy  or  to  try  to 
impose  its  views  on  the  medical  profession. 

The  whole  history  of  the  suit  against  the  A.M.A.  is  one  of  bold- 
faced attempts  to  discredit  American  medicine  in  the  public  eye. 
The  charge  that  the  A.M.A. , which  represents  practically  the  entire 
practicing  profession,  is  guilty  of  “monopoly”  as  envisaged  in  the 
antitrust  laws  is  on  its  face  absurd.  Once  having  made  this  para- 
doxical accusation,  however,  the  Department  of  Justice  proceeded 
to  try  its  case  in  the  press  and  over  the  radio  before  it  ever  reached 
the  courtroom.  Without  regard  for  legal  tradition  or  ordinary 
fair  play,  it  conducted  a systematic  campaign  of  vilification  against 
the  medical  profession  before  lay  groups.  Even  its  indictment  was 
couched  in  terms  of  “highly  colored,  argumentative  discourse”  (to 
quote  the  presiding  judge)  and  abounded  “in  uncertain  statements.” 

The  improper,  coercive  attitude  of  the  Department  of  Justice  in 
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this  case  is  a matter  of  concern  to  the  entire  country.  When  a law- 
enforcement  agency  attempts  to  enforce  its  interpretation  rather 
than  the  accepted  meaning  of  a law,  our  whole  system  of  civil  liber- 
ties is  jeopardized.  The  policeman  is  an  indispensable  element  of 
communal  life,  but  his  duties  must  be  kept  distinct  from  those  of 
legislator  and  judge.  In  this  particular  case  the  Department  of 
Justice  has  overstepped  its  authority,  and  it  should  be  rebuked  for 
offensive,  arrogant  conduct. 


Raw  Milk  Dangerous 

Milk  has  been  in  the  headlines  fairly  often  in  the  past  month — 
milk  strike,  milk  battles,  milk  truce.  A very  important  fact  con- 
nected with  the  production  and  distribution  of  milk  has  not  been 
mentioned,  however,  though  it  directly  affects  the  health  of  the 
people  of  this  state. 

In  the  past  year,  according  to  the  New  York  State  Department  of 
Health,  there  has  been  almost  no  diminution  in  outbreaks  of  milk- 
borne  disease.  Invariably  these  outbreaks  can  be  traced  to  raw 
milk 

A farmer’s  sons  have  septic  sore  throat.  They  continue  to  milk 
the  cows,  and  the  milk  is  sold  raw.  Within  a few  weeks  100  cases  of 
severe  sore  throat  occur  among  their  customers.  This  is  one  true 
story  among  many. 

The  continued  sale  of  raw  milk  is  due  primarily  to  economic 
causes.  Many  small  dairymen  have  no  pasteurizing  equipment  and 
cannot  afford  to  install  any.  They  have  a heavy  investment  in 
their  herds — often  fine,  healthy  stock — and  their  milk  route  is  their 
livelihood.  If  their  cows  have  passed  inspection  and  their  stables 
are  clean,  they  see  no  reason  why  they  should  not  be  permitted  to  sell 
raw  milk. 

Frequently,  the  economic  situation  in  a small  community  is  com- 
plicated by  the  presence  of  one  dairy  with  a pasteurizing  plant  that 
seeks  to  exploit  the  small  independent  farmers.  The  dairy  pays 
such  a low  price  for  milk  for  pasteurization  that  the  farmer  prefers 
to  hold  on  to  his  raw-milk  route. 

As  the  State  Health  Department  admits,  continued  progress  in 
the  suppression  of  milk-borne  disease  depends  on  increased  pas- 
teurization of  milk  in  small  communities.  Farmers  must  be 
taught  the  dangers  of  raw  milk,  even  from  healthy  cows.  The 
State  Grange  and  other  farmers’  associations  should  be  enlisted  to 
this  end.  Above  all,  however,  a means  must  be  found  to  make  pas- 
teurizing facilities  available  to  the  small  farmer  without  sacrifice  of 
his  already  slight  margin  of  profit. 


September  15,  1939  J 


EDITORIAL 


Dr*  Harold  Rypiiis 

In  Dr.  Harold  Rypins,  medicine  had  a staunch  friend  and  de- 
fender. The  sixteen  years  in  which  he  served  as  Secretary  of  the 
New  York  State  Board  of  Medical  Examiners  witnessed  important 
changes  in  governmental  regulation  of  medical  education  and 
practice.  In  all  these  changes  he  played  a praiseworthy  part,  up- 
holding necessary  scientific  and  ethical  standards  and  combating 
undesirable  practices  by  both  licensed  and  unlicensed  quacks. 

With  the  late  Dr.  Augustus  M.  Downing,  then  Commissioner  of 
Medical  Education,  Dr.  Rypins  helped  to  rewrite  the  State  Medical 
Practice  Act  in  1923.  He  was  first  Secretary  of  the  Medical  Griev- 
ance Committee  set  up  under  the  amended  law ; and  his  knowledge 
of  medical  laws  and  practical  experience  in  their  enforcement  con- 
tributed greatly  to  the  Committee’s  instantaneous  success. 

Dr.  Rypins’  pre-eminence  in  his  special  field  was  widely  recog- 
nized. He  was  a former  president  of  the  Federation  of  State  Medi- 
cal Boards  of  the  United  States  and  served  on  the  National  Board 
of  Medical  Examiners  for  several  years.  His  untimely  death  robs 
medicine  of  a faithful  servant,  but  his  imprint  on  the  medical  laws 
and  enforcement  methods  of  this  state  will  long  remain. 

The  Academy  Fortnight 

The  Twelfth  Graduate  Fortnight  sponsored  by  the  New  York 
Academy  of  Medicine  will  take  place  this  year,  from  October  23  to 
November  3.  The  subject  to  be  dealt  with  is  “The  Endocrine 
Glands  and  Their  Disorders.”  A perusal  of  the  program  impresses 
one  with  the  thoroughness  with  which  this  phase  of  medicine  will  be 
reviewed.  Besides  the  clinical  presentation  of  material  at  the 
New  York  hospitals,  the  Medical  Society  of  the  County  of  New 
York,  the  Society  of  Experimental  Biology  and  Medicine,  and  the 
New  York  Pathological  Society  have  collaborated  with  the  Academy 
in  arranging  several  of  the  evening  programs. 

Four  mornings  will  be  devoted  to  round-table  conferences,  the 
leaders  of  which  are  outstanding  authorities  in  this  field.  In 
addition,  the  scientific  exhibit,  complete  in  every  detail,  will  consist 
of  fifteen  sections  covering  all  of  endocrinology  per  se  and,  in  addi- 
tion, its  significance  in  connection  with  certain  medical  and  surgical 
specialties.  Judging  by  the  enthusiasm  which  greeted  the  pre- 
vious Academy  Fortnights,  this  one  promises  to  excel  all  others, 
and  since  attendance  is  limited  to  registrants  only,  those  wishing  to 
attend  must  secure  a ticket  of  registration.  These  will  be  mailed 
by  the  New  York  Academy  of  Medicine  upon  the  payment  of  five 
dollars.  The  New  York  State  Journal  of  Medicine  extends  its  felici- 
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tations  and  thanks  to  the  Academy  for  affording  the  profession  this 
outstanding  opportunity  for  postgraduate  study. 

Sulfapyridine  in  Pneumonias 

In  our  August  15  issue  we  carried  an  editorial  concerning  the 
treatment  of  pneumonia  with  sulfapyridine.  In  writing  to  our 
mixed  audience — consisting  of  general  practitioners  as  well  as 
specialists  in  the  treatment  of  pneumonia — we  try  to  take  as  prac- 
tical a position  as  is  possible ; and  hence,  having  observed  the  effects 
of  sulfapyridine  in  pneumonia,  we  commended  its  prompt  use. 
In  so  doing,  perhaps  we  gave  the  impression  that  we  thought  typing 
was  unnecessary,  and  that  the  serum  treatment  of  pneumonia  was 
outmoded,  and  also  that  blood  cultures  were  no  longer  needed. 

Nothing  could  be  further  from  our  minds.  We  still  believe  that 
serum  therapy  has  a definite  place,  that  typing,  whenever  it  can  be 
done,  is  very  necessary,  and  that  blood  cultures  should  be  used 
wherever  it  is  both  feasible  and  possible.  They  all  have  their  uses. 

There  have  been  academic  questions  involved  as  well  as  practical 
questions.  In  the  Revised  Pamphlet,  Circular  C.D.  20  of  the  New 
York  State  Department  of  Health,  entitled  Clinical  Aspects  of 
Pneumococcus  Pneumonia , sponsored  by  the  Advisory  Committee 
on  Pneumonia  Control  of  the  New  York  State  Department  of 
Health,  we  find:  “It  is  essential  to  obtain  suitable  material  for 

typing  before  chemotherapy  (sulfanilamide  or  sulfapyridine)  is 
started,  since  these  drugs  are  said  to  alter  the  pneumococcus  so  that 
typing  may  be  very  difficult,  if  not  impossible.” 

This  is  the  basis  of  our  belief  that  typing  should  be  done  before 
chemotherapy  is  employed. 

Authorities  are  somewhat  at  variance.  Without  quoting,  and  in 
substantiation  of  our  position,  we  find  that  sulfapyridine  does  not 
actually  interfere  with  typing  to  a sufficient  extent  so  that  its  ad- 
ministration need  be  delayed.  That  does  not  say  that  typing  should 
not  be  done.  It  must  not  be  forgotten,  from  the  practical  stand- 
point, that  a combination  of  sulfapyridine  and  serum  therapy  to- 
gether may  conceivably  achieve  excellent  results.  Certainly,  the 
typing  makes  serum  therapy  available  where  contraindications  exist 
for  either  the  preliminary  administration  or  the  continued  use  of 
sulfapyridine. 

Clinical  evidence  is  at  hand  that  there  are  certain  cases  where 
serum  treatment  brings  a cure  and  sulfapyridine  does  not. 

Not  enough  time  has  actually  elapsed  for  a final  evaluation  of  the 
sulfapyridine  treatment.  We  are  again  writing  on  this  topic  be- 
cause we  do  not  want  to  be  misunderstood  as  advocating  chemo- 
therapy as  being  more  advantageous  than  serum  therapy.  In  fact, 
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our  editorial  advocated  no  therapy ; we  commented  on  sulfapyridine 
and  threw  out  a practical  hint  for  practicing  physicians.  Officially, 
we  are  in  entire  accord  with  the  efforts  of  the  Advisory  Committee 
for  Pneumonia  Control  of  the  New  York  State  Department  of 
Health  and  would  advocate  nothing  contrary  to  what  they,  in  their 
considered  judgment,  recommend.  We  are  glad  to  find  that  our 
recommendation  for  the  primary  use  of  sulfapyridine  does  not  actu- 
ally inhibit  typing.  We  take  it  that  the  practitioners  at  large 
understand  the  need  of  typing  and  blood  cultures. 

Prevention  of  Static  Spark 

The  administration  of  cyclopropane,  ethylene,  and  other  anes- 
thetic gases  is  always  attended  with  the  risk  of  explosion  initiated  by 
static  spark  or  faulty  electrical  equipment  in  the  operating  room. 
Despite  this  hazard,  these  explosive  anesthetics  are  extensively 
used  because  their  value  is  so  great  that  they  cannot  be  superseded 
entirely  by  nonexplosive  forms.  The  relative  incidence  of  ex- 
plosions is  low, 1 but  it  is  of  great  importance  to  eliminate  them  en- 
tirely. 

Woodbridge,  Horton,  and  Connell2  suggest  a means  of  preventing 
the  ignition  of  anesthetic  gases  by  static  sparks.  Under  the  usual 
conditions  of  administering  gases,  “no  mixture  of  explosive  concen- 
tration is  likely  to  exist  in  the  operating  room  outside  a region  of 
about  a foot  in  radius  surrounding  any  gas  leak.”  These  gas  leaks 
occur  most  commonly  between  the  mask  and  the  face,  the  escape 
valve,  and  the  breathing  tubes.  The  source  of  a static  spark  in  this 
area  can  be  the  anesthetist,  woolen  blankets,  or  metal  intercoupling. 
They  found,  therefore,  that  if  the  patient,  the  gas  machine,  the 
anesthetist,  and  the  operating  table  were  electrically  intercoupled 
with  connections  of  high  resistance,  sparks  could  not  occur  between 
them.  Thus,  the  majority  of  dangerous  electrostatic  potentials  are 
eliminated.  Where  the  floor  of  the  operating  room  is  a conductor, 
it  should  be  coupled  in.  In  this  manner  additional  protection  is  af- 
forded against  spark  by  automatically  joining  the  other  persons  in 
the  room  to  the  intercoupled  group.  The  connections  should  be 
made  before  the  anesthesia  is  begun  and  should  remain  until  the 
explosive  gas  has  been  flushed  out  of  the  patient  and  the  machine. 

Other  precautions  against  static  spark  such  as  maintenance  of  a 
high  humidity,  the  wetting  of  all  rubber  parts  with  calcium  chlo- 
ride, and  the  discontinuance  of  wool  blankets  and  rubber-soled  shoes 
are  additional  factors  for  safety.  Protection  against  other  sources 


» Tyler.  E.  A.:  J.A.M.A.  113:  744  (Aug.  26)  1939. 

2 Woodbridge,  P.  D.,  Horton,  J.  W.,  and  Connell,  K.:  J.A.M.A.  113:  740  (Aug.  26)1939. 
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of  ignition  is  likewise  essential,  and,  as  Luckhardt1  suggests,  the 
entire  problem  should  be  investigated  and  solved  by  physicists, 
biochemists,  and  anesthetists  working  together. 


1 Luckhardt,  A.  B.:  J.A.M.A.  113:  744  (Aug.  26)  1939. 


Institute  on  Diet  and  Nutrition 

arrangements  are  nearing  completion  for  the  Institute  on  Diet  and 
Nutrition,  which  will  be  sponsored  by  the  Medical  Society  of  the 
State  of  New  York  through  its  Council  Committee  on  Public  Health  and 
Education  with  the  cooperation  of  the  State  Department  of  Health,  the 
College  of  Medicine  and  the  College  of  Home  Economics  of  Syracuse  Uni- 
versity, and  the  New  York  Dietetic  Association.  The  assignments  of 
physicians  to  the  different  subjects  are  as  follows: 


GENERAL  CONSIDERATION  OF 
DIET 

Dr.  A.  F.  R.  Andresen 

DIET  IN  PREGNANCY  AND  LACTA- 
TION 

Dr.  Edward  C.  Hughes 

DIET  IN  INFANCY  AND  CHILD- 
HOOD 

Dr.  Henry  L.  K.  Shaw 

DIET  IN  DEFICIENCY  DISEASES 
Dr.  Thomas  T.  Mackie 

DIET  IN  CARDIAC  DISEASES  AND 
ARTHRITIS 
Dr.  Russell  L.  Cecil 

DIET  IN  METABOLISM,  I— (DIA- 
BETES) 

Dr.  Charles  B.  F.  Gibbs 


DIET  IN  METABOLISM,  II— (OBES- 
ITY AND  UNDERNUTRITION) 

Dr.  William  A.  Groat 

DIET  IN  DISEASES  OF  THE  GAS- 
TROINTESTINAL TRACT 

Dr.  A.  H.  Aaron 

DIET  IN  RENAL  DISEASES 

Dr.  William  S.  McCann 

DIET  IN  RELATION  TO  ALLERGY 

Dr.  Robert  A.  Cooke 

DIET  IN  RELATION  TO  SURGERY 

Dr.  Samuel  Standard 

THE  ENERGY  FACTOR  IN  NUTRI- 
TION 

Dr.  John  R.  Murlin 


The  Institute  will  be  held  in  the  new  building  of  the  Medical  College  of 
Syracuse  University  on  the  four  Wednesdays  during  October,  taking  up 
three  subjects  on  each  date,  carrying  through  the  full  day.  A physician 
and  a dietitian  will  speak  on  each  topic,  their  lectures  supplementing  each 
other. 

Practical  demonstrations  will  be  given  when  it  is  felt  that  these  will  be 
helpful,  especially  in  the  instruction  given  by  the  dietitians. 

Ample  opportunity  will  be  provided  for  submitting  questions  to  be 
answered  by  the  speakers. 

Applications  for  the  Institute  should  be  sent  in  as  soon  as  possible,  as 
it  will  be  necessary  to  limit  the  number  registered  for  the  course.  Apply  to 

Dr.  Thomas  P.  Farmer,  Chairman 

Council  Committee  on  Public  Health  and  Education 

Medical  Society  of  the  State  of  New  York 

206  Sedgwick  Drive 

Syracuse,  New  York 


THE  TREATMENT  OF  TYPES  V,  VII,  AND  VIII  PNEUMO- 
COCCUS PNEUMONIA  WITH  RABBIT  ANTI- 
PNEUMOCOCCUS SERUM 


Elmer  H.  Loughlin,  M.D.,  Richard  H.  Bennett,  M.D.,  and  Samuel  H.  Spitz, 
M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Internal  Medicine,  Long  Island  College  of  Medicine,  Brooklyn,  New  York ) 


Rabbit  antipneumococcus  serum  was 
introduced  in  1937  as  a therapeutic 
agent  in  the  specific  treatment  of  lobar 
pneumonia  by  Horsfall,  Goodner,  Mac- 
Leod, and  Harris.1  In  February,  1938, 
Horsfall,  Goodner,  and  MacLeod  reported 
67  cases  of  lobar  pneumonia  due  to  nine 
different  types  of  pneumococci  and  treated 
with  homologous  rabbit  antipneumo- 
coccus serum.2  Included  in  this  series 
were  14  cases  of  pneumonia  due  to  Types 
V,  VII,  and  VIII  pneumococci.  There 
were  no  deaths  among  these  14  patients. 

In  August,  1938,  we  reported  69  cases 
of  pneumonia  due  to  Types  I,  II,  V,  VII, 
VIII,  and  XIV  pneumococci,  treated 
with  the  homologous  unconcentrated  and 
refined  rabbit  antipneumococcus  serum.3 
In  this  series  there  were  6 patients  with 
Type  V pneumonia,  9 with  Type  VII 
pneumonia,  and  6 with  Type  VIII 
pneumonia.  There  were  no  deaths  in  this 
group  of  21  cases. 

It  is  the  purpose  of  this  paper  to  pre- 
sent the  results  obtained  in  a group  of 
125  cases  of  pneumonia  due  to  Types  V, 
VII,  and  VIII  pneumococci  which  have 
been  treated  with  type  specific,  uncon- 
centrated, and  refined  rabbit  antipneu- 
mococcus serum. 

Methods 

Antipneumococcus  Sera—  The  rabbit 
antipneumococcus  sera  used  in  the  treat- 
ment of  these  cases  were  unconcentrated 
but  refined,  having  been  prepared  accord- 
ing to  the  methods  of  Goodner,  Horsfall, 
and  Dubos.4  The  sera  were  supplied  by 
the  Lilly  Research  Laboratories,  Indiana- 
polis. 

Cases. — From  December,  1937,  to  April, 


1939,  125  patients  with  pneumonia  due  to 
Types  V,  VII,  and  VIII  pneumococci 
were  studied.  These  patients  were  from 
the  pneumonia  service  of  the  Long  Is- 
land College  Hospital,  the  medical  serv- 
ices of  Kings  County  Hospital,  and  the 
Norwegian  Hospital,  Brooklyn.  The 
majority  of  these  patients  were  of  the 
poorer  classes,  and  many  had  had  no 
medical  treatment  prior  to  admission. 
Because  of  the  nonselection  of  patients  for 
treatment,  1 patient  with  a terminal 
pneumonic  process  complicating  cerebral 
hemorrhage  was  treated  with  serum 
merely  as  an  auxiliary  measure.  This 
patient  was  unconscious  when  treatment 
was  begun  and  died  within  five  hours 
after  starting  treatment.  Another  pa- 
tient suffering  from  subacute  bacterial 
endocarditis  complicated  by  pneumonia, 
died  from  cerebral  embolism.  A third 
patient  admitted  with  an  acute  bacterial 
endocarditis  was  treated  with  serum. 
These  patients  were  excluded  from  the 
series.  Two  other  patients  who  were 
moribund  on  admission  and  who  died 
within  three  and  four  hours,  respectively, 
after  beginning  serum  therapy  were  like- 
wise omitted  from  the  series. 

Typing. — Typing  of  sputum  speci- 
mens was  done  by  the  Neufeld  method 
and  confirmed  by  mouse  inoculation. 
Blood  cultures  were  taken  after  the 
patient’s  admission  to  the  service  and  re- 
peated as  often  as  necessary,  usually  at 
intervals  of  twenty-four  hours  during  the 
febrile  period. 

Examinations. — A history  was  taken,  a 
physical  examination  was  made,  and  the 
latter  was  confirmed  in  each  case  by  x-ray 
examination  of  the  chest.  Routine  blood 
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counts,  urinalyses,  and,  when  indicated, 
chemical  examination  of  the  blood  were 
made.  The  Francis  test,  which. consisted 
of  injecting  intradermally  0.1  cc.  of  a 
1 : 10,000  dilution  of  pneumococcus  poly- 
saccharide (specific  soluble  substance), 
was  done  in  a number  of  patients  prior  to 
and  during  serum  therapy. 

Administration  of  Rabbit  Anti- 
pneumococcus Serum 

Sensitivity  Tests. — Before  the  adminis- 
tration of  rabbit  antipneumococcus 
serum  was  begun,  the  patient  was 
questioned  as  to  familial  and  personal  al- 
lergic conditions.  During  the  physical 
examination,  evidence  of  allergy  was  care- 
fully sought.  When  the  history  proved 
negative,  sensitivity  tests  were  then  made. 

Intravenous. — One-tenth  cc.  of  rabbit 
antipneumococcus  serum,  which  was  to 
be  used  in  treating  the  patient,  was  di- 
luted to  5 cc.  with  physiologic  solution  of 
sodium  chloride  and  injected  intrave- 
nously The  blood  pressure  and  heart  rate 
were  taken  prior  to,  and  five  minutes 
after,  the  injection  of  the  test  dose.  When 
there  was  no  alteration  of  blood  pressure 
or  cardiac  rate,  serum  administration  was 
begun.  If  there  was  a fall  of  20  mm.  Hg. 
of  systolic  blood  pressure,  or  a rise  in 
cardiac  rate  of  20  beats  per  minute,  the 
patient  was  considered  sensitive,  and  rab- 
bit antipneumococcus  serum  was  not 
administered.  None  of  the  patients  in 
this  group  revealed  sensitivity  by  this 
method. 

Conjunctival  Test. — One- tenth  cc.  of  a 
1:10  dilution  of  rabbit  serum  was  placed 
in  the  conjunctival  sac.  Sensitivity  of 
the  patient  to  rabbit  serum  was  mani- 
fested by  itching,  lacrimation,  and  con- 
gestion. None  of  the  patients  in  this 
group  revealed  a positive  reaction. 

Technic  of  Serum  Administration. — - 
A syringe,  containing  an  epinephrine 
hydrochloride  solution  (1:1,000)  was  al- 
ways available  on  the  bedside  table.  The 
serum  was  warmed  in  the  hands  or  was 
allowed  to  stand  until  it  reached  room 
temperature.  Heat  was  not  applied  to  it. 

From  10  to  15  gr.  of  acetylsalicylic  acid 
(0.6  to  1 Gm.)  was  given  by  mouth  just 


prior  to  the  administration  of  each  dose 
of  serum. 

A sphygmomanometer  cuff  was  placed 
on  the  arm  opposite  to  the  one  in  which 
the  serum  was  to  be  given.  The  serum 
was  administered  with  an  ordinary  intra- 
venous drip  infusion  set.  It  was  never 
diluted  with  either  dextrose  or  salt  solu- 
tion. During  the  administration,  the 
pulse  rate  was  observed  for  significant 
increase,  and  the  patient  closely  watched 
for  manifestations  of  anaphylactic  or 
anaphylactoid  symptoms.  In  the  event 
of  these  untoward  symptoms,  the  flow  of 
serum  would  be  temporarily  discontinued 
and  a blood  pressure  reading  made.  If 
there  had  been  no  fall  in  blood  pressure, 
the  administration  of  the  serum  would 
have  been  permitted  to  continue.  If 
there  had  been  a fall  in  blood  pressure, 
especially  of  more  than  20  mm.  Hg.,  one 
or  two  minims  of  1:1,000  epinephrine 
hydrochloride  solution  would  have  been 
administered  intravenously.  After  re- 
covery of  the  blood  pressure  to  its  previ- 
ous level,  the  serum  injection  would  have 
been  continued  slowly  and  cautiously. 
As  a matter  of  fact,  such  a fall  in  blood 
pressure  did  not  occur  in  any  of  the  cases 
in  this  series. 

Dosage  of  Rabbit  Antipneumococcus 
Serum. — In  August,  1938,  we  reported  69 
patients,  all  of  whom  were  treated  with  a 
predetermined  dose  of  rabbit  antipneumo- 
coccus serum;  and  of  these,  40  were  suc- 
cessfully treated  with  a single  dose.  To 
all  the  patients  reported  in  the  present 
paper,  a projected  dose  of  rabbit  anti- 
pneumococcus serum  was  administered. 
This  projected  dose  may  be  defined  as  the 
quantity  of  serum,  measured  in  Felton 
units,  that  we  have  found  adequate  in  the 
treatment  of  lobar  pneumonia. 

In  Types  V and  VIII  pneumonia,  160,- 
000  units  was  given  when  the  patient  was 
less  than  40  years  of  age,  was  ill  less  than 
sixty  hours,  had  involvement  of  no  more 
than  one  lobe,  and  had  neither  complica- 
tions nor  bacteriemia.  In  Type  VII 
pneumonia,  200,000  units  was  given. 
However,  in  January,  February,  March, 
and  April,  because  of  the  high  incidence 
of  respiratory  infections  and  the  increased 
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TABLE  1. — Type  V Pneumonia  Treated  with  Type  V Rabbit  Antipneumococcus  Serum* 
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♦Abbreviations  in  tables  are  as  follows: 

Sex:  M = Male,  F = Female 
Race:  W = White,  N = Negro 

Lobes:  R = Right,  L = Left,  u = Upper,  1=  Lower,  m = Middle 
Results:  R = Recovered,  D = Died. 


virulence  of  the  pneumococci,  200,000 
units  was  administered  in  Types  V and 
VIII  pneumonia  and  260,000  units  in 
Type  VII  pneumonia. 

In  Types  V and  VIII  pneumonia,  200,- 
000  units  was  given  when  the  patient 
was  over  40  years  of  age,  was  ill  more  than 
sixty  hours,  had  involvement  of  more 
than  one  lobe,  or  had  complications  or 
bacteriemia.  In  Type  VII  pneumonia, 

300.000  units  was  given.  An  additional 

60.000  units  in  Types  V and  VIII  pneu- 
monia, and  100,000  units  in  Type  VII 
pneumonia  was  given  during  January, 
February,  March,  and  April. 


We  have  noted  that  when  a leukopenia 
occurs  in  Type  VIII  pneumonia,  a bac- 
teriemia is  always  found.  This  observa- 
tion has  enabled  us  to  determine  the 
projected  dose  in  many  of  these  cases. 
When  a leukopenia  was  found  in  a case 
of  Type  VIII  pneumonia,  the  patient 
was  considered  to  have  a bacteriemia  and 
was  usually  treated  accordingly. 

Subsequent  doses  were  administered 
usually  at  intervals  of  twenty-four  hours, 
the  amount  being  determined  by  the  re- 
sponse to  the  first  or  previous  dose,  the 
clinical  condition  of  the  patient,  the 
presence  or  absence  of  bacteriemia,  and 
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TABLE  2. — Type  VII  Pneumonia  Treated  with  Type  VII  Rabbit  Antipneumococcus  Serum 
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the  results  of  the  Francis  test.  We  have 
found  that  the  pulse  and  respiratory  rate, 
especially  the  latter,  are  excellent  clini- 
cal guides  as  to  the  necessity  of  further 
serum  treatment.  When  either  or  both 
remained  elevated,  more  serum  was  given. 

Results 

Pneumonia  Due  to  Pneumococcus  Type 
V. — Forty-one  patients  were  treated  with 
Type  V unconcentrated  and  refined  rabbit 
antipneumococcus  serum.  (The  impor- 
tant details  are  summarized  in  Table  1.) 
The  pneumonia  had  been  present  for  an 
average  of  ninety  hours,  with  extremes  of 
twenty-six  hours  and  192  hours,  before 


rabbit  serum  was  administered.  Twenty- 
eight  patients  were  treated  after  the 
pneumonia  had  been  present  seventy-two 
hours  or  more.  Twelve  patients  had,  on 
admission,  consolidation  of  two  or  more 
lobes;  and  in  8,  there  was  bilateral  con- 
solidation . N ine  patients  had  bacteriemia 
when  first  seen.  The  average  dose  of  rab- 
bit serum  was  290,000  units,  and  crisis 
occurred  in  an  average  of  fourteen  hours. 

Forty  patients  recovered,  and  1 died. 
Patient  34,  in  whom  serum  was  not  given 
until  one  hundred  and  twenty  hours  after 
onset,  died  apparently  during  a thyroid 
crisis. 

Thirty-two  patients,  6 of  whom  had 
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bacteriemia,  were  successfully  treated 
with  one  dose.  In  these  patients,  crisis 
occurred  in  an  average  of  eight  and  one- 
half  hours;  the  average  single  dose  being 
246,000  units.  The  blood  stream  was 
sterilized  in  every  instance  after  the  ad- 
ministration of  the  projected  dose.  Serum 
sickness  developed  in  11  patients.  The 
mortality  rate  for  Type  V pneumonia 
was  2.4  per  cent. 

Pneumonia  Due  to  Pneumococcus  Type 

VII.  — Forty-six  patients  were  treated 
with  Type  VII  unconcentrated  and  re- 
fined rabbit  antipneumococcus  serum. 
(The  important  details  are  summarized 
in  Table  2.)  The  pneumonia  had  been 
present  for  an  average  of  eighty-three 
hours,  with  extremes  of  twenty  hours  and 
one  hundred  and  ninety-two  hours,  be- 
fore rabbit  serum  was  administered. 
Thirty  patients  were  treated  after  the 
pneumonia  had  been  present  seventy-two 
hours  or  more.  Nineteen  patients  were 
admitted  with  consolidation  of  two  or 
more  lobes,  and  of  these,  7 had  bilateral 
involvement.  Sixteen  patients  had  bac- 
teriemia on  admission.  The  average 
amount  of  rabbit  serum  given  was  340,000 
units.  Crisis  occurred  in  an  average  of 
fifteen  hours. 

Forty-four  patients  recovered,  and  2 
died.  These  2 fatal  cases  were  Patients 
15  and  30,  in  each  of  whom  a severe  bac- 
teriemia was  found,  and  serum  therapy 
was  delayed  until  ninety-six  hours  and 
one  hundred  and  forty-four  hours,  re- 
spectively. Patient  30  was  moribund  on 
admission,  had  pulmonary  edema,  and 
died  within  twelve  hours  after  starting 
treatment  with  serum. 

Thirty-six  patients,  7 of  whom  had 
bacteriemia,  were  successfully  treated 
with  one  dose.  In  these  patients,  crisis 
occurred  in  an  average  of  nine  and  one- 
half  hours,  the  average  single  successful 
dose  being  279,000  units.  The  blood 
stream  was  sterilized  in  every  instance 
after  the  projected  dose.  Serum  sickness 
developed  in  9 patients.  The  mortality 
rate  for  Type  VII  pneumonia  was  4.4 
per  cent. 

Pneumonia  Due  to  Pneumococcus  Type 

VIII.  — Thirty-eight  patients  were  treated 


with  Type  VIII  unconcentrated  and  re- 
fined rabbit  antipneumococcus  serum. 
(The  important  details  are  summarized 
in  Table  3.)  The  pneumonia  had  been 
present  for  an  average  of  seventy-nine 
and  one-half  hours,  with  extremes  of 
fifteen  hours  and  three  hundred  and 
thirty-six  hours,  before  rabbit  serum  was 
administered.  Twenty- two  patients  were 
treated  after  the  pneumonia  had  been 
present  seventy-two  hours  or  more. 
Nineteen  patients  were  admitted  to  the 
service  with  consolidation  of  two  or  more 
lobes;  and  of  these,  10  had  bilateral  con- 
solidation. Twelve  patients  had  bac- 
teriemia on  admission.  The  average 
amount  of  rabbit  serum  given  was  300,000 
units.  Crisis  occurred  in  an  average  of 
twelve  hours. 

Thirty-eight  patients  recovered  and 
none  died.  Thirty-four  patients,  of 
whom  9 had  bacteriemia,  were  success- 
fully treated  with  one  dose.  In  these  pa- 
tients, crisis  occurred  in  an  average  of  ten 
hours,  the  average  single  successful  dose 
being  269,000  units.  The  blood  stream 
was  sterilized  in  every  instance  after  the 
administration  of  the  projected  dose. 
Serum  sickness  developed  in  9 patients. 
The  mortality  rate  for  Type  VIII  pneu- 
monia was  0 per  cent. 

Comment 

One  hundred  and  twenty-five  cases  of 
pneumonia,  of  which  41  were  Type  V, 
46  Type  VII,  and  38  Type  VIII,  were 
treated  with  an  initial  projected  dose  of 
homologous  unconcentrated  and  refined 
rabbit  antipneumococcus  serum.  An 
average  of  eighty-four  hours  had  elapsed 
from  the  onset  of  the  disease  until  serum 
therapy  was  begun.  Eighty  patients 
were  admitted  seventy-two  or  more  hours 
after  the  onset  of  the  pneumonia.  Fifty 
patients  had  consolidation  of  two  or 
more  lobes ; and  of  these,  20  had  bilateral 
consolidation.  Bacteriemia  was  found  in 
37  patients  on  admission  to  the  service. 

One  hundred  and  twenty-two  patients 
recovered  and  3 died.  There  were  2 fatal 
cases  of  Type  VII  pneumonia,  both  of 
which  were  complicated  by  bacteriemia 
and  in  both  of  which  it  was  not  possible 
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TABLE  3.  Type  VIII  Pneumonia  Treated  with  Type  VIII  Rabbit  Antipneumococcus  Serum 
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to  administer  serum  until  ninety-six  and 
one  hundred  and  forty-four  hours  after 
onset  of  the  pneumonia.  There  was  1 
fatal  case  of  Type  V pneumonia  compli- 
cated by  hyperthyroidism,  in  which  serum 
was  not  given  until  one  hundred  and 
twenty  hours  after  onset  of  the  pneu- 
monia. There  were  no  deaths  from  Type 
VIII  pneumonia. 

No  patients  with  Types  V,  VII,  or  VIII 
pneumonia  died  when  treated  within  the 
first  ninety-six  hours  of  the  disease.  De- 
spite the  inclusion  of  cases  in  which  serum 
therapy  was  not  started  until  late  in  the 
disease,  and  despite  the  known  high 
fatality  in  such  cases,  especially  when  the 
pneumonia  was  complicated  in  almost  30 
per  cent  by  bacteriemia,  the  mortality 
rate  was  only  2.3  per  cent  (Table  4). 

Immediate  reduction  of  the  toxemia 


was  obtained,  and  bacteriemia  was  con- 
trolled in  practically  all  cases,  when  the 
initial  dose  was  administered.  Tissue 
antibodies  and  a state  of  recovery  of  the 
tissues  developed,  as  demonstrated  by  a 
positive  reaction  of  the  skin  to  pneumo- 
coccus polysaccharide.  Empyema  de- 
veloped in  only  1 case  (0.8  per  cent), 
although  pleural  exudate  was  present  in 
10  cases  on  admission. 

In  one  hundred  and  two  cases  (82  per 
cent)  a single  projected  dose  was  sufficient 
to  produce  a critical  fall  in  temperature, 
pulse,  and  respiration.  Crisis  occurred  in 
these  cases  in  an  average  of  nine  and  one- 
half  hours  after  this  initial  projected  dose 
had  been  given.  Fifteen  cases  (12  per 
cent)  required  two  doses  of  rabbit  anti- 
pneumococcus serum  to  produce  a 
crisis. 
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TABLE  4. — Pneumococcus  Pneumonia  Treated  with  Homologous  Rabbit  Antipneumococcus  Serum 
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38 

12 

79.5 

300,000 

34 

12 

9 

Total 

125 

37 
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30 

82 
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In  the  entire  series,  a critical  fall  in  tem- 
perature, pulse,  and  the  respiratory  rate 
was  obtained  in  an  average  of  thirteen 
and  one-half  hours  after  beginning  serum 
treatment.  In  63  cases  (50  per  cent)  a 
crisis  occurred  within  eight  hours  after 
the  initial  projected  dose. 

The  incidence  of  serum  sickness  occur- 
ring in  this  series  of  125  cases  was  23  per 
cent.  The  manifestations  were  fever, 
urticaria,  and  arthritis.  These  symptoms 
usually  were  mild  or  moderate  in  severity, 
although  in  a few  instances  a rather 
severe  arthritis  was  noted.  There  were 
no  instances  of  lymphadenitis. 

Discussion 

The  effectiveness  of  any  therapy  in 
pneumococcus  pneumonia  depends  upon: 
(1)  the  rapidity  with  which  it  can  destroy 
the  pneumococci  in  the  tissues  of  the  lung 
and  in  the  blood  stream ; (2)  how  quickly 
it  can  neutralize  the  toxins  and  reduce  the 
toxemia;  (3)  the  rapidity  with  which  it 
can  supply  pneumococcal  antibodies  or 
stimulate  their  formation;  and  (4)  the 
absence  of  untoward  reactions  that  would 
endanger  the  patient’s  life. 

We  have  found  that  the  homologous  un- 
concentrated and  refined  rabbit  anti- 
pneumococcus serum  fulfills  these  require- 
ments in  the  treatment  of  Types  V,  VII, 
and  VIII  pneumococcus  pneumonia. 
There  were  no  instances  of  blood  dys- 
crasia,  or  of  kidney  or  liver  damage  re- 
sulting from  the  administration  of  this 
serum. 

Plummer,5  discussing  the  use  of  serum 
in  the  treatment  of  the  higher  types  of 
pneumonia,  including  Types  V,  VII,  and 


VIII,  stated  that,  in  his  experience,  with 
the  types  for  which  a potent  horse  serum 
was  available,  the  response  with  it  has 
been  just  as  satisfactory  as  with  rabbit 
serum.  It  is  probably  true  that  unit  for 
unit  rabbit  antipneumococcus  serum  is 
no  more  efficacious  than  horse  serum.  We 
have  given  horse  antipneumococcus  serum 
in  projected  doses,  but  unless  a very  con- 
centrated product  was  available  there 
were  untoward  reactions  which  would 
preclude  this  procedure  from  general  use. 
However,  a single  projected  dose  of  un- 
concentrated and  refined  rabbit  anti- 
pneumococcus serum  was  administered 
without  untoward  reactions  to  all  the 
patients  in  this  series,  and  in  82  per  cent 
of  the  cases  was  successful  in  producing  a 
crisis.  This  projected  dose  controlled  the 
bacteriemia,  reduced  the  toxemia,  and 
caused  a critical  fall  in  temperature  usu- 
ally within  ten  or  twelve  hours. 

Plummer,  in  his  article  on  the  serum 
treatment  of  the  higher  types  of  pneu- 
monia, quoted  the  statistics  collected  by 
Heffron,  in  which  apparently  horse  serum 
alone  was  used,  and  compiled  a group  of 
his  own  cases  at  the  New  York  and 
Bellevue  hospitals,  treated  with  horse 
antipneumococcus  serum  or  concentrated 
rabbit  antipneumococcus  serum.  The 
mortality  rates  of  the  cases  collected  by 
Heffron,  those  compiled  by  Plummer,  and 
those  treated  by  us  are,  respectively,  for 
Type  V pneumonia  16.2  per  cent,  16.7 
per  cent,  and  2.4  per  cent;  for  Type  VII 
13  per  cent,  22.6  per  cent,  and  4.4  per 
cent;  for  Type  VIII  9.8  per  cent,  18.5 
per  cent,  and  0 per  cent  (Table  5). 

The  mortality  rates  of  these  cases 
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TABLE  5. — Mortality  Rates  for  Types  V,  VII,  and  VIII  Pneumonia  Treated  with  Horse  or  Rabbit  Anti- 
pneumococcus Serum 


Heffron’s  Collected 

No  Serum — 

Cases 

Cases 

Deaths 

V 

511 

168 

VII 

419 

104 

VIII 

547 

126 

Plummer’s  Cases 

1,477 

398 

V 

82 

17 

VII 

88 

29 

VIII 

48 

65 

218 

61 

Present  Series 
V 

VII 

VIII 


Mortality 

% 

32.9 

Cases 

Ser u m 

Deaths 

Mortality 

% 

16.2 

210 

34 

24.8 

154 

20 

13.0 

23.0 

102 

10 

9.8 

26.9 

468 

64 

13. 01 

35.4 

30 

5 

16.7 

17.0 

31 

7 

22.6 

25.0 

29 

5 

18.5 

25.8 

90 

17 

19. 52 3 

41 

1 

2.4 

46 

2 

4.4 

39 

0 

0 

125 

3 

2.3s 

1 Cases  treated  with  horse  serum. 

2 Cases  treated  with  horse  serum  or  concentrated  rabbit  serum. 

3 Cases  treated  with  unconcentrated  and  refined  rabbit  serum. 


treated  with  horse  antipneumococcus 
serum,  when  compared  with  the  mortality 
of  our  cases  treated  with  unconcentrated 
rabbit  antipneumococcus  serum,  cer- 
tainly do  not  substantiate  Plummer’s 
statement  as  to  the  comparative  efficacy 
of  horse  and  rabbit  antipneumococcus 
sera. 

The  results  that  we  have  obtained  with 
unconcentrated  and  refined  rabbit  anti- 
pneumococcus serum  in  the  treatment  of 
Types  V,  VII,  and  VIII  pneumonia  and 
those  obtained  by  Horsfall,  Goodner,  and 
MacLeod,  who  also  treated  their  cases 
intensively,  are  comparable.  This  is 
due,  we  believe,  to  the  fact  that  a highly 
potent  nontoxic  therapeutic  agent  can 
be  administered  in  a predetermined  or 
projected  dose  and  that  this  therapeutic 
agent  rapidly  limits  the  pneumonia,  con- 
trols the  bacteriemia,  and  quickly  re- 
duces the  toxemia  without  endangering 
the  patient’s  life. 

Summary 

1.  One  hundred  and  twenty-five  pa- 
tients with  lobar  pneumonia  due  to 
pneumococci  of  Types  V,  VII,  and  VIII 
were  treated  with  homologous  unconcen- 
trated and  refined  rabbit  antipneumococ- 
cus serum.  There  were  3 fatal  cases,  1 of 
Type  V and  2 of  Type  VII,  in  each  of 
which  serum  treatment  was  not  started 
until  late  in  the  disease.  No  patients 
died  when  treated  within  the  first  ninety- 
six  hours  of  the  disease.  The  mortality 
rate  for  the  entire  series  was  2.3  per  cent. 


2.  One  hundred  and  two  patients 
(82  per  cent)  were  successfully  treated 
with  a single  projected  or  predetermined 
dose. 

3.  The  blood  stream  was  sterilized  in 
every  instance  when  the  projected  dose 
had  been  administered. 

4.  Unconcentrated  and  refined  rabbit 
antipneumococcus  serum  is  a highly 
potent,  nontoxic  therapeutic  agent  in  the 
treatment  of  lobar  pneumonia. 
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Discussion 

Dr.  Edward  C.  Reifenstein,  Syracuse,  Neio 
York — This  report  of  the  use  of  rabbit  anti- 
pneumococcus serum  in  the  treatment  of  Types 
V,  VII,  and  VIII  pneumococcic  pneumonia  is 
interesting  and  instructive.  There  are  certain 
features  of  this  excellent  paper  which  I wish  to 
emphasize  briefly:  first,  the  high  percentage  of 
cases  in  which  there  were  positive  blood  cul- 
tures— a total  of  37  cases  in  a series  of  125.  In 
evaluating  the  effect  of  any  therapeutic  agent 
in  the  treatment  of  pneumonia,  one  should 
always  take  into  consideration  the  virulence  of 
the  infection  and  the  fact  that  the  infection  varies 
in  virulence  from  year  to  year,  with  the  result 
that  some  years  there  is  a high  mortality  rate 
in  pneumonia  and  in  other  years  a low  rate. 
One  condition  responsible  for  the  high  rate  is 
bacteriemia,  and  in  this  series  reported  it  was 
present  in  almost  30  per  cent. 

If  one  contrasts  the  high  percentage  of  posi- 
tive blood  cultures  found  in  this  series  with  the 
very  few  recorded  in  the  reports  of  the  British 
and  American  observers  in  the  use  of  sulfa- 
pyridine,  the  results  Dr.  Loughlin  obtained  be- 
come even  more  impressive  and  to  my  mind 
prove  the  effectiveness  of  antipneumococcus 
rabbit  serum  in  the  treatment  of  pneumonia. 
In  my  experience  excellent  results  have  been 
obtained  from  its  use  in  the  treatment  of  pneu- 
monia due  to  pneumococci  of  various  types.  It 
has  been  the  hope  of  every  physician  treating 
pneumonia  that  a highly  potent,  antibacterioci- 
dal,  refined,  concentrated,  nontoxic  serum  would 


be  produced  eventually.  It  is  my  impression 
that  this  type  of  serum  was  used. 

Another  phase  of  the  report  should  be  com- 
mented upon,  namely,  that  no  patient  died  in 
whom  serum  had  been  given  within  the  first 
ninety-six  hours  after  the  onset  of  the  disease. 
It  has  been  repeatedly  demonstrated  that  the 
earlier  the  serum  is  given  the  better  the  chances 
of  recovery  will  be.  Analysis  of  the  deaths  in 
the  reported  series  reveals  several  important 
points  that  should  be  stressed:  one,  the  low 
death  rate — 2.3  per  cent.  I wish  to  re-state 
this  in  another  way  so  that  you  will  appreciate 
its  significance,  namely  3 deaths  in  125  cases, 
in  which  over  30  per  cent  had  positive  blood 
cultures.  This  is  important  and  becomes  more 
so  when  one  considers  that  serum  Was  not  given 
until  two  hundred  and  ten  hours  after  the  onset 
of  the  disease  in  the  case  in  which  death  oc- 
curred in  the  Type  V pneumonia,  and  also 
was  not  given  in  the  deaths  in  the  Type  VII  in- 
fection until  ninety-six  and  one  hundred  and 
forty-four  hours  after  the  onset  of  the  illness. 
These  deaths  might  not  have  occurred  it  the 
serum  had  been  used  early. 

The  author  speaks  of  the  use  of  the  predeter- 
mined or  projected  dose.  This  is  also  a very 
important  part  of  the  paper.  In  the  use  of 
serum  in  the  treatment  of  all  types  of  pneumococ- 
cal pneumonia  it  is  being  more  and  more  ap- 
preciated that  a single,  large  dose  given  early 
in  the  disease  is  the  best  and  most  satisfactory 
method  of  controlling  the  infection.  In  this 
series  only  one  predetermined  dose  of  serum 
was  given  in  82  per  cent,  and  a crisis  occurred 
following  its  use  in  an  average  of  nine  and  one- 
half  hours. 

I wish  to  congratulate  Dr.  Loughlin  upon  the 
excellent  results  that  were  obtained.  I con- 
sider his  contribution  to  the  treatment  of 
pneumonia  one  of  the  most  important  that  has 
appeared  this  year. 


1 10-YEAR-OLD  PATIENT  HAS  SUCCESSFUL  PROSTATECTOMY 


Reporting  a successful  prostatectomy  in  a 
patient  who  was  110  years  old,  Dr.  J.  Bayard 
Clark,  of  New  York,  in  the  Journal  of  the 
American  Medical  Association  for  Aug.  12,  says 
that  the  patient  was  a Negro,  who  claimed  that 
he  was  born  in  slavery  in  1827  in  Virginia. 
Careful  inquiries,  Dr.  Clark  reports,  tended  to 
substantiate  the  patient’s  declarations  as  to  his 
age.  Cursory  examination  of  the  medical 
literature,  the  doctor  says,  reveals  no  report  of  a 
prostatectomy  having  been  done  in  the  case  of 
anyone  reaching  a hundred  years  of  age. 


"On  waking  the  morning  after  his  operation," 
Dr.  Clark  says,  "he  demanded  a ‘square  meal.’ 
On  the  third  morning  I found  him  propped 
up  in  bed  joyfully  puffing  away  at  an  ancient 
pipe.” 

Within  six  weeks  after  the  operation  he  was  up 
and  about  the  ward  and  five  days  later  was  dis- 
charged. A year  after  the  operation  he  was  still 
alive  and  apparently  in  very  good  health.  The 
diagnosis  of  the  case  was  benign  enlargement  of 
the  prostate  with  a mild  chronic  inflammation  of 
that  gland. 


THE  TREATMENT  OF  TYPE  III  PNEUMOCOCCUS  PNEUMONIA 
WITH  SULFANILAMIDE 


Richard  H.  Bennett,  M.D.,  Samuel  H.  Spitz,  M.D.,  and  Elmer  H.  Loughlin, 
M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Internal  Medicine,  Long  Island  College  of  Medicine,  Brooklyn,  New  York ) 


Although  favorable  results  have 
been  reported  both  clinically  and 
experimentally  with  sulfanilamide  in  Type 
III  pneumococcus  infections,  it  appeared 
to  us  that  further  investigation  was 
needed  in  both  of  these  fields  before  it 
could  be  accepted  as  a valuable  thera- 
peutic agent.  Because  of  this  obvious 
need,  17  cases  of  Type  III  pneumococcus 
pneumonia  treated  with  sulfanilamide 
are  reported. 

These  cases  were  admitted  to  the  pneu- 
monia service  of  the  Long  Island  College 
Hospital  and  the  medical  service  of  the 
Kings  County  Hospital,  Brooklyn,  from 
November,  1937,  to  April,  1938.  The 
majority  of  these  patients  were  of  the 
poorer  classes,  and  many  were  mal- 
nourished. Likewise,  the  majority  had 
had  no  medical  attention  prior  to  ad- 
mission. Because  of  the  nonselection  of 
cases  for  treatment,  patients  with  various 
pre-existing  systemic  diseases  were  treated 
with  sulfanilamide. 

Administration  and  Dosage  of 
Sulfanilamide 

Immediately  after  the  patient’s  ad- 
mission to  the  service,  a suitable  specimen 
of  sputum  was  obtained.  The  sputum 
was  typed  for  pneumococci  by  the 
Neufeld  reaction  as  proposed  by  Sabin. 
While  the  typing  was  in  progress,  a his- 
tory was  obtained  and  a physical  exami- 
nation was  made.  Blood  for  culture  was 
taken.  A roentgen  examination  of  the 
chest  was  made.  The  results  of  the  spu- 
tum typing  were  confirmed  by  culture 
and  inoculation  of  the  peritoneum  of  a 
mouse. 

When  a Type  III  pneumococcus  was 
isolated  from  the  sputum,  the  patient  was 
given  a dose  of  5 gr.  (0.3  Gm.)  of  sul- 
fanilamide. If  no  untoward  reactions 


occurred  by  the  end  of  an  hour,  60-75  gr. 
(4-5  Gm.)  of  the  same  preparation  were 
administered  by  mouth.  Additional 
doses  of  20  gr.  (1.3  Gm.)  were  given  four 
hours  later  and  continued  every  four 
hours  until  recovery  occurred;  and  with 
each  dose,  15  gr.  (1  Gm.)  of  sodium  bi- 
carbonate were  administered.  In  each 
case,  an  attempt  was  made  to  reach  a 
level  of  11  mgm.  of  sulfanilamide  per 
100  cc.  of  blood. 

Sulfanilamide  determinations,  blood 
cultures,  blood  counts,  hemoglobin  de- 
terminations, and  urinalyses  were  made 
in  each  case  as  indicated. 

Results 

Seventeen  patients  with  Type  III 
pneumococcus  pneumonia,  3 of  whom  were 
Negroes,  were  thus  treated  with  sulfanila- 
mide. The  important  details  are  sum- 
marized in  the  table.  The  pneumonia 
had  been  present  for  an  average  of  sixty- 
six  hours,  with  extremes  of  eight  hours 
and  170  hours  before  sulfanilamide  was 
administered.  In  8 patients,  treatment 
with  sulfanilamide  was  begun  after  the 
pneumonia  had  been  present  seventy- 
two  hours.  Six  patients  were  admitted 
to  the  service  with  consolidation  of  2 or 
more  lobes ; and  of  these,  5 had  bilateral 
consolidation.  Of  the  5 patients  with 
bilateral  consolidation,  4 died.  Five 
patients  had  consolidation  of  the  right 
upper  lobe.  Three  patients  had  bac- 
teriemia  on  admission,  and  of  these,  2 re- 
covered. The  approximate  average 
amount  of  sulfanilamide  given  was  300 
gr.  (20  Gm.).  The  average  amount  of 
sulfanilamide  which  produced  crisis  or 
lysis  was  200  gr.  (13  Gm.).  After  the 
administration  of  sulfanilamide,  all  17 
patients  exhibited  a cyanotic  hue.  Four 
patients  revealed  diminution  of  the  hemo- 
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globin  to  20  per  cent  (Sahli)  below  the 
determination  made  upon  admission. 
Delirium,  which  was  present  in  4 patients 
on  admission,  became  more  marked  after 
sulfanilamide  therapy  was  instituted. 
Three  patients  developed  leukopenia. 
One  patient,  who  had  an  infected  pleural 
exudate  and  syphilitic  heart  disease  on 
admission,  died  of  the  latter  condition 
three  days  after  treatment  was  begun. 
One  patient  was  jaundiced,  and  the  degree 
of  icterus  was  not  increased  by  the  use  of 
sulfanilamide. 

Twelve  patients  recovered  and  5 died, 
the  mortality  rate  being  29.4  per  cent. 
Four  of  the  patients  who  died  had  dis- 
ease processes  which  of  themselves  were 
sufficient  to  cause  death,  and  3 of  these 
patients  had  bilateral  pneumonic  proc- 
esses. Patient  4 died  of  primary  pneu- 
mococcus pneumonia  which  was  compli- 
cated only  by  bacteriemia.  Treatment 
was  delayed  until  after  seventy- two 
hours  in  each  of  these  cases,  with  the 
exception  of  Case  15,  in  which  treatment 
was  begun  within  eight  hours  after  onset 
of  the  pneumonia.  This  patient,  how- 


ever, had  diabetes  mellitus,  malignant 
hypertension,  and  myocardial  insuffi- 
ciency, which  conditions  evidently  were 
causative  of  death.  Patient  3,  a white 
male,  aged  41  years,  had  100  colonies  of 
pneumococci  per  cc.  of  blood.  He  re- 
covered after  250  gr.  (16.6  Gm.)  of  sul- 
fanilamide had  been  administered.  Case 
12  was  a white  female,  aged  82  years,  with 
10  colonies  of  pneumococci  per  cc.  of  blood, 
who  recovered  within  sixteen  hours, 
during  which  time  180  gr.  (12  Gm.)  of 
sulfanilamide  had  been  given.  The  av- 
erage age  of  the  17  patients  was  49.6 
years.  Of  the  10  male  patients,  the 
average  age  was  51.7  years.  The  ages 
of  the  7 females  averaged  46.4  years. 
Extremes  of  32  years  and  71  years  were 
noted  in  the  male  group  and  34  years  and 
82  years  in  the  female  group.  There 
were  3 deaths  in  the  male  group,  of  which 
the  average  age  was  56.6  years,  and  2 
deaths  in  the  female  group,  of  which  the 
average  age  was  46  years.  Except  for  the 
delirium,  moderate  anemia,  and  leuko- 
penia, there  were  no  other  untoward 
reactions. 
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Discussion  of  Results 

It  is  interesting  to  note  how  many  cases 
of  Type  III  pneumococcus  pneumonia 
were  secondary  to  such  conditions  as 
chronic  alcoholism,  malignant  hyper- 
tension, obesity,  aortic  stenosis  and  mor- 
phine addiction,  bronchial  asthma,  pul- 
monary tuberculosis,  diabetes  mellitus, 
syphilitic  aortitis,  and  fracture  of  the 
humerus.  Of  the  entire  group  of  17  pa- 
tients only  7 could  be  considered  as  hav- 
ing primary  pneumonia  as  far  as  systemic 
diseases  were  concerned.  While  9 of  the 
10  males  had  systemic  diseases,  only  1 of 
the  7 females  manifested  such  disease 
processes. 

In  this  group  of  17  patients,  there  were 
only  5 patients  who  were  under  40  years 
of  age,  and  of  these  1 died.  There  was 
1 death  in  a group  of  5 patients  whose 
ages  ranged  from  40  years  to  47  years. 
The  ages  of  the  remaining  7 patients 
ranged  from  58  years  to  82  years ; and  of 
these,  3 died.  The  most  striking  case  of 
the  entire  series  was  a patient  82  years 
of  age  who  recovered  despite  the  presence 
of  bacteriemia  and  severe  anemia. 

Crisis  occurred  most  frequently  after 
160-180  gr.  (10.6-12  Gm.)  of  sulfanila- 
mide had  been  administered,  at  which 
time  the  amount  of  sulfanilamide  in  the 
blood  was  approximately  11  mgm.  per 
cent.  However,  in  1 case  crisis  occurred 
coincidently  with  the  administration  of 
120  gr.  (8  Gm.).  Sulfanilamide  was 
usually  discontinued  after  a critical  fall 
of  temperature  had  been  obtained.  In 
several  cases  it  was  continued,  and  800 
gr.  (53  Gm.)  were  given  to  1 patient 
without  untoward  effects.  Regardless 
of  the  day  of  the  disease,  the  fall  of  tem- 
perature, when  obtained,  occurred  within 
an  average  of  twenty-four  hours  after 
treatment  was  begun. 

Although  no  definite  statement  can  be 
made  concerning  the  mortality  rate  of 
Type  III  pneumococcus  pneumonia 
treated  with  sulfanilamide,  the  mortality 
in  this  series  of  cases  was  lower  than  in 
those  cases  of  Type  III  pneumonia  treated 
with  antipneumococcus  serum  or  non- 
specific measures.  The  mortality  rate 
of  Type  III  pneumococcus  pneumonia 


treated  with  homologous  rabbit  anti- 
pneumococcus serum  was  reported  by 
Horsfall,  Goodner,  MacLeod,  and  Harris1 
as  46  per  cent.  In  other  series  of  cases  in 
which  nonspecific  measures  were  utilized 
the  mortality  rate  varied  between  50 
and  80  per  cent. 

Toxic  reactions  such  as  increased  de- 
lirium, anemia,  and  leukopenia  were  only 
moderately  frequent.  In  none  of  the 
cases  were  these  reactions  alarming,  nor 
did  they  result  in  a fatal  outcome.  How- 
ever, because  of  toxic  reactions  reported 
in  the  literature,  we  exercised  caution 
during  the  administration  of  sulfanila- 
mide to  each  patient. 

Summary 

1.  Seventeen  patients  with  Type  III 
pneumococcus  pneumonia  were  treated 
with  sulfanilamide.  There  were  only  7 
cases  of  primary  Type  III  pneumococcus 
pneumonia.  In  the  remaining  10  cases, 
the  pneumonia  complicated  a pre-existing 
disease  process.  There  were  5 fatal 
cases,  in  4 of  which  treatment  was  delayed 
until  late  in  the  disease,  i.e.,  after  seventy- 
two  hours.  Four  of  these  patients  had 
pre-existing  systemic  disease  conditions 
which  of  themselves  constituted  serious 
complications.  Of  the  3 patients  with 
bacteriemia  only  1 died.  The  mortality 
rate  for  the  entire  series  was  29.4  per  cent. 

2.  There  were  no  severe  toxic  reac- 
tions incident  to  the  use  of  sulfanilamide, 
and  in  no  instance  did  a toxic  reaction 
contribute  toward  a fatal  termination. 

Anne  M.  Smith,  Dr.  Aaron  Kaminsky, 
Dr.  Gerald  Griffin,  Dr.  Henry  Gozan, 
Dr.  Catherine  Del.  Mangan,  Dr.  Joseph 
K.  Bradford,  Dr.  Ernest  E.  Keet,  William 
V.  Larkin,  and  Kate  Wohl  gave  technical 
and  clinical  assistance. 

The  members  of  the  staffs  of  the  hos- 
pitals named,  notably  Drs.  Tasker 
Howard,  J.  Hamilton  Crawford,  Henry 
Moses,  Henry  Wolfer,  George  A.  Merrill, 
and  Arthur  Fankhauser,  permitted  us  to 
treat  patients  in  their  services  with  sulfa 
nilamide. 

1 Horsfall,  F.  L.,  Jr.,  Goodner,  Kenneth,  MacLeod, 
C.  M.,  and  Harris,  A H.:  New  York  State  J.  Med  38, 
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Symposium  on  the  Industrial  Low  Back 

THE  INDUSTRIAL  LOW  BACK  FROM  THE  ORTHOPEDIC 
STANDPOINT 

Samuel  KleinberU,  M.D.,  New  York  City 


The  term  industrial  low  back  refers 
naturally  to  the  type  of  derangement 
of  the  lower  back  commonly  seen  follow- 
ing industrial  injuries.  It  need  hardly 
be  emphasized  that  the  physiology  and 
mechanism  of  the  back  are  the  same  in  a 
longshoreman,  in  a cafeteria  counterman, 
and  in  a dentist.  But  an  injury,  such 
as  a wrench  of  the  back,  may  have  very 
different  effects  in  these  different  types  of 
workers.  Since  the  physical  labors  of  a 
dentist  are  comparatively  mild,  his  tis- 
sues retain  their  normal  elasticity.  Hence 
the  injury  may  result  in  only  a simple 
tear  of  some  fibers  of  the  erector  spinae 
muscle,  from  which  he  recovers  com- 
pletely in  a week  or  two.  The  counter- 
man, whose  back  muscles  are  often  fa- 
tigued or  exhausted  from  the  strenuous 
hours  of  work,  may  also  suffer  from  a 
simple  tear  of  his  back  muscles;  but, 
because  of  their  irritability  and  fatigue, 
the  muscles  heal  very  slowly,  remain  sen- 
sitive and  painful  for  many  weeks,  and 
may  even  become  the  seat  of  a myositis, 
causing  prolonged  disability.  In  the 
longshoreman,  in  whom  degenerative 
changes  in  the  vertebral  joints  set  in 
much  earlier  than  in  one  leading  a 
physically  less  strenuous  existence,  the 
same  degree  of  injury  may  cause  more 
lasting  damage  to  the  tissues.  It  may 
even  set  up  an  arthritis  in  the  inter- 
vertebral joints,  or,  through  soft  tissue 
damage,  aggravate  a pre-existing  so- 
called  osteoarthritis.  As  a result,  not 
only  would  the  period  of  total  disability 
be  very  much  longer  than  in  the  dentist 
or  the  counterman,  but  there  may  actu- 
ally be  initiated  a permanent  partial 
disability.  In  addition  to  the  physiologic 
differences  that  one  expects  in  the  dif- 


ferent types  of  industrial  patients,  one 
must  take  into  consideration  the  seem- 
ingly ever-present  psychic  upset  resulting 
from  an  injury  in  an  insured  individual, 
frequently  operating  to  prolong  its  effects. 
One  may  be  dealing  with  a man  who, 
having  worked  for  twenty  years  or  more 
without  a respite,  now  sees  an  opportu- 
nity of  having  a vacation  and  yet  receiving 
a weekly  indemnity;  or  the  patient  may 
see  a chance  of  obtaining  a substantial 
financial  settlement.  The  latter  attitude 
is  at  times  fostered  by  an  overemphasis 
on  the  disability  by  his  physician,  or 
more  often  by  the  advice  of  an  attorney 
visualizing  a “good  case”  through  institu- 
tion of  so-called  third-party  proceedings. 
For  us,  however,  faced  with  a case  of  low 
back  pain,  it  is  important  only  that  we 
determine  the  pathology  and  the  degree 
of  the  lesion,  its  relation  to  the  general 
physical  constitution  of  the  patient,  its 
relation  to  coexisting  and  antecedent 
lesions,  and  the  likely  course  of  the  illness. 
Strictly  upon  these  data  must  we  base 
our  prognosis  and  program  of  treat- 
ment. 

Our  major  problem  in  the  management 
of  lesions  of  the  lower  back  is  the  es- 
tablishment of  an  accurate  diagnosis  of 
the  pathology  and  its  exact  location  in 
each  case.  It  must  be  admitted  that  not 
all  traumatic  lesions  of  the  back  are  at 
present  susceptible  of  an  exact  diagnosis. 
But  we  understand  many  of  them. 
Hence,  if  we  bear  in  mind  the  various 
known  pathologic  conditions  and  learn 
others  as  they  are  established  through 
research,  we  will  be  doing  our  full  meas- 
ure of  duty.  This  leads  us  promptly  to  a 
discussion  of  the  known  lesions  of  the 
lower  back,  causing  backache.  It  will 
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be  convenient  to  divide  these  into  those 
affecting  soft  tissues,  joints,  and  bones. 

Lesions  of  the  Soft  Tissues 

Strain  of  the  Back. — This  term  implies 
a traumatic  lesion  of  the  muscles,  fasciae, 
and  ligaments  of  the  back,  including  the 
buttocks.  The  lesion  results  from  a 
sudden,  violent,  or  unguarded  movement 
of  the  trunk,  resulting  in  a localized  tear 
of  some  of  the  soft  tissues.  The  symp- 
toms consist  of  localized  pain  and  tender- 
ness. If  the  lesion  is  severe,  there  may  be, 
in  rare  instances,  a swelling  and  discolora- 
tion. The  diagnosis  is  based  on  the 
history  of  the  injury,  the  local  symptoms, 
and  an  absence  of  evidence  involving  the 
joints  or  bones  of  the  trunk  or  pelvis. 
When  uncomplicated,  this  lesion  yields 
readily  to  treatment  by  adhesive  plaster 
strapping  with  or  without  rest  in  bed  for 
a day  or  two,  followed  by  the  soothing 
effects  of  physiotherapy.  Not  infre- 
quently the  patient  can  continue  at  his 
work,  if  not  laborious;  or  he  may  tem- 
porarily change  to  light  work,  if  his 
regular  employment  involves  much  use 
of  the  injured  area.  Occasionally  the 
recovery  may  take  several  weeks,  as 
pain  may  persist  even  after  local  tender- 
ness has  disappeared.  Here,  as  in  all 
other  lesions  in  an  insured  employee,  it 
is  imperative  for  the  physician  not  to 
sensitize  the  patient  by  an  elaboration 
of  the  extent  of  the  injury,  for  the  result- 
ant psychic  trauma  may  long  outlast  the 
physical  damage. 

Special  attention  should  perhaps  be 
devoted  to  injuries  of  the  interspinous 
ligaments  and  the  ligamentaflava.  Strains 
of  the  interspinous  ligaments  yield  after 
a variable  period  to  conservative  treat- 
ment. In  lesions  of  the  interspinous 
ligaments,  the  pain  and  tenderness  are 
localized  in  the  interspinous  area.  An 
exact  diagnosis  is  difficult,  if  not  fre- 
quently impossible,  and  is  based  solely 
on  the  clinical  observation  of  the  limita- 
tion of  the  symptoms  to  an  interspinous 
area.  When  the  ligamenta  flava  are 
affected,  there  may  be  a residual  thicken- 
ing of  the  ligaments  that  encroach  on  the 
intraneural  tissues,  resulting  in  pain  along 


the  peripheral  nerves,  notably  the  sciatic. 
Other  neurologic  signs  are  paresthesia 
and  hypesthesia  which,  by  their  distri- 
bution, identify  the  nerves  pressed  upon 
and  the  location  of  the  injured  ligament. 
The  establishment  of  a positive  diagnosis 
of  injured  and  thickened  ligamenta  flava 
is  aided  by  the  site  and  indentation  of  a 
column  of  lipiodol  injected  into  the  spinal 
canal.  This  lesion  may  be  mistaken  for 
a cord  tumor  or  an  intraneural  herniation 
of  a nucleus  pulposus,  a subject  now 
undergoing  extensive  research,  a resume 
of  which  will  be  given  by  Dr.  Bosworth, 
who  is  participating  in  this  symposium. 
In  the  case  of  lesions  of  the  ligamenta 
flava,  when  the  pathology  is  extensive 
enough  to  produce  a clinical  disturbance, 
resection  or  excision  of  the  involved  liga- 
ment is  necessary. 

Myositis,  Fascitis,  Myofascitis . — It  is 
believed,  and  theoretically  it  sounds 
plausible,  that  an  injury  to  any  of  the 
muscles,  the  fasciae,  or  the  aponeurotic 
attachments  of  the  muscles  in  the  back  or 
buttocks  may  cause  a chronic  inflamma- 
tion in  these  tissues  and  a disabling  back- 
ache. Actually,  because  of  the  lack  of 
adequate  pathologic  material  confirming 
this  opinion,  we  can  still  speak  about 
this  lesion  only  in  very  vague  terms. 
There  are  undoubtedly  many  instances  of 
persistent  pain  and  tenderness  localized  in 
a small  area  of  muscle,  or  in  the  bony 
attachments  of  the  muscles  or  the  deep 
fascia  of  the  back.  In  most  cases,  the 
symptoms  disappear  under  conservative 
treatment.  Sometimes  it  is  necessary  to 
relieve  the  tension  on  the  affected  muscle 
or  fascia  by  releasing  it  from  its  bony 
attachment — as  advised  by  Percy  Rob- 
erts many  years  ago,  and  by  Clarence 
Heyman  recently,  for  the  gluteal  muscles 
arising  from  the  iliac  crest — or  by  sec- 
tioning the  gluteal  fascia,  as  advocated 
by  Frank  Ober.  In  3 of  my  cases,  1 of 
the  back  and  2 of  the  buttocks,  the  muscle 
tissue  removed  at  operation  showed  hya- 
line degeneration.  In  many  others,  how- 
ever, no  pathologic  lesion  was  discerned, 
either  grossly  or  by  the  microscope. 
The  effect  of  the  operation  is  not  pre- 
dictable, although  relief  is  secured  in  the 
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majority  of  cases  so  treated.  The  treat- 
ment of  traumatic  myositis,  fascitis,  and 
myofascitis  should  at  first  be  of  a con- 
servative nature  in  all  instances,  since 
it  is  often  successful.  Stripping  of  the 
muscles  or  section  of  the  gluteal  fascia 
should  be  reserved  for  the  chronic  and 
obstinate  cases. 

Lesions  of  the  Joints 

Sprain  of  Sacroiliac  Joint. — In  my 
experience,  this  is  the  commonest  lesion 
in  the  industrial  low  back  group  and  is 
indeed  of  very  frequent  occurrence  in 
adults.  It  is  appreciated  that  the  sacro- 
iliac joint  is  somewhat  different  from 
other  joints  in  that  it  tends  to  ankylose 
in  some  individuals,  especially  after  the 
fourth  decade  of  life.  Yet  this  joint  is 
constructed  like  others.  It  has  opposing 
articular  surfaces,  is  lined  by  hyaline 
cartilage,  is  lubricated  by  synovial  fluid, 
and  is  supported  by  ligaments.  It  is, 
therefore,  naturally  subject  to  the  lesions 
of  other  joints,  such  as  sprains.  In  fact, 
the  position  of  the  sacroiliac  joint  be- 
tween the  trunk  and  the  lower  limbs  ren- 
ders it  very  liable  to  injury  from  the 
effects  of  weight-bearing  and  from  the 
loss  of  proper  correlation  between  the 
movements  of  the  superimposed,  very 
mobile  spine  and  the  lower  limbs.  The 
following  is  a typical  history : 

A man  carrying  a heavy  bundle  down  a flight 
of  steps  makes  a misstep  and  twists  his  back. 
He  has  immediate  pain  in  the  area  of  1 sacroiliac 
joint.  The  pain  persists  and  does  not  radiate. 
There  is  local  tenderness.  All  movements  of 
either  the  trunk  or  a lower  limb  cause  pain  in  the 
affected  sacroiliac  area.  Swelling  and  dis- 
coloration are  neither  seen  nor  expected.  An 
x-ray  film  of  the  pelvis  is  usually  negative.  In 
1 severe  case  seen  within  twenty-four  hours  of 
the  injury,  the  roentgenogram  showed  the  in- 
volved sacroiliac  joint  to  be  hazy,  just  as  any 
other  sprained  joint  with  an  acute  effusion  might 
be.  The  history  and  physical  signs  in  the  case 
described  warrant  the  diagnosis  of  a sprain.  I 
am  not  in  accord  with  those  who  deny  the  possi- 
bility of  a sprain  of  the  sacroiliac  joint  because  it 
is  protected  by  very  strong  ligaments.  Even 
the  tendo  achillis,  which  is  one  of  the  strongest 
soft  tissues  in  the  body,  may  and  does  rupture 
under  adequate  tension. 


I have  seen  many  cases  similar  to  the 
one  described  above.  The  majority  of 
these  lesions  yield  to  conservative  treat- 
ment. 

Some  cases  of  sacroiliac  sprain  do  not 
recover  completely.  There  is  a very 
marked  tendency  to  recurrence  and  chron- 
icity.  Recurrences  often  appear,  seem- 
ingly without  any  provocation.  In  an 
undetermined  percentage,  an  arthritis 
supervenes. 

Lumbosacral  Sprain. — The  lumbosacral 
joints  are  sprained  nearly  as  frequently  as 
the  sacroiliac  joints.  It  is  not  uncommon 
to  find  all  of  these  joints  involved  simul- 
taneously. In  a lumbosacral  sprain,  the 
pain  is  definitely  limited  to  this  area, 
which  is  tender  upon  pressure.  The 
motions  in  the  lower  back  are  restricted 
and  excite  muscle  spasm.  The  symptoms 
naturally  vary  in  intensity,  depending  on 
the  severity  of  the  lesion.  The  x-ray 
films  are  negative.  Among  the  predispos- 
ing factors  of  a lumbosacral  sprain  are 
asymmetric  lumbosacral  articular  facets, 
spina  bifida  occulta,  a unilateral,  en- 
larged fifth  lumbar  transverse  process,  a 
sacralized  fifth  lumbar  transverse  process, 
a unilateral,  or  bilateral  laminar  defect, 
in  the  fifth  lumbar  vertebra  with  or 
without  a spondylolisthesis,  and  a pre- 
existing inflammatory  lesion  such  as  an 
arthritis. 

Sprain  of  Intervertebral  Joints. — While 
the  lumbosacral  is  more  commonly  af- 
fected than  any  of  the  other  lumbar  joints, 
yet  naturally  an  injury  may  involve  any 
of  the  lumbar  intervertebral  articulations. 
The  symptoms  include  pain,  stiffness  of 
the  back,  some  difficulty  or  awkwardness 
in  walking  and,  objectively,  restriction  of 
lumbar  spinal  motions  and  localized  ten- 
derness to  pressure.  The  x-ray  films  are 
usually  negative  and  the  diagnosis  de- 
pends on  the  history  of  the  injury  and  the 
localized  pain  and  tenderness. 

The  treatment  of  acute  sprains  depends 
entirely  on  the  severity  of  the  lesion. 
In  the  mild  case  simple  strapping  of  the 
back,  perhaps  rest  in  bed  for  a day  or 
two,  and  a few  applications  of  physio- 
therapy may  be  adequate  to  relieve  all  the 
symptoms.  Frequently,  however,  the 
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symptoms  persist  and  the  treatment 
must  be  prolonged.  It  is  well  in  this 
lesion  to  apply  very  accurate  immobiliza- 
tion of  the  back.  This,  in  some  cases, 
may  require  the  application  of  a plaster 
of  paris  jacket  or  corset,  and  the  retention 
of  this  protection  to  the  back  until  all  the 
pain  disappears.  Such  rigid  treatment 
will  probably  help  to  prevent  chronicity. 
When  the  severe  symptoms  subside  the 
jacket  or  corset  should  be  replaced  by  a 
low  back  belt  until  normal  painless  motion 
in  the  back  is  re-established. 

Recurrent  Sprains  of  the  Sacroiliac  or 
Lumbosacral  Joints. — We  know  that  these 
lesions  occur  frequently,  but  their  exact 
etiology  and  pathology  are  as  yet  unex- 
plained. It  is  common  knowledge  that 
after  a man  has  had  an  attack  of  low  back 
pain  resulting  from  even  a seemingly 
simple  sprain,  he  is  likely  to  have  re- 
current paroxysms  of  backache  without 
any  subsequent  injury , and  certainly  after 
a trauma  of  perhaps  a slight  nature,  such 
as  bending  forward  or  rising  from  the 
stooped  position.  One  might  assume 
that  the  original  sprain  never  healed. 
This  would  seem  doubtful  since  the  pa- 
tient is  entirely  symptom-free  during  the 
intermissions.  The  most  likely  explana- 
tion for  the  recurring  symptoms  is  that 
the  site  of  the  original  sprain  becomes  a 
locus  minoris  resistantiae  where  a sprain 
may  succeed  a very  mild  or  even  unrecog- 
nized trauma.  The  symptoms,  clinical 
and  roentgenographic,  are  similar  to 
those  already  described  and  may  vary 
from  mild  to  severe. 

The  most  important  aspect  of  this  le- 
sion relates  to  its  treatment.  When  con- 
fronted by  recurrent  sprains  of  the  back 
one  must  institute  treatment  which  should 
be  continued  over  a long  period  of  time 
and  which  should  consist  of  protection  of 
the  back  by  one  or  another  support,  de- 
pending on  the  severity  of  the  symptoms 
and  the  patient’s  tolerance,  and  persistent 
physiotherapy,  including  graded  exer- 
cises. The  treatment  should  be  main- 
tained until  the  patient  has  no  pain, 
feels  his  back  to  be  strong,  and  is  able  to 
bend  freely  and  to  lift  objects  without  any 
discomfort.  This  is  probably  the  best, 


but  not  a certain,  means  of  curing  and 
preventing  recurrences.  In  the  obstinate 
frequently  recurrent  and  selected  cases, 
an  arthrodesis  of  the  sacroiliac  or  lumbo- 
sacral joints  may  be  necessary.  When 
such  an  operation  is  done,  it  must  be 
understood  that  we  are  applying  a special 
treatment  in  a case  in  which  all  conserva- 
tive treatment  has  failed  and  that,  there- 
fore, while  we  expect  relief  of  pain  we 
know  that  the  function  of  the  back  will 
be  permanently  compromised  by  a partial 
loss  of  mobility  more  noticeable  in  the 
lumbosacral  than  in  the  sacroiliac  cases. 

One  hears  much  loose  and  unscientific 
talk  about  the  harmfulness  of  a plaster 
jacket  and  the  fact  that  it  causes  atrophy 
of  muscles  and  stiffness  of  joints.  A 
plaster  jacket  is  a rigid  apparatus  in- 
tended to  be  used  in  lesions  and  for  areas 
when  and  where  a high  degree  of  protec- 
tion is  indicated.  Under  these  circum- 
stances a plaster  jacket  is  a necessity. 
Unfortunately,  plaster  jackets  are  fre- 
quently put  on  by  the  inexpert,  are 
wrongly  designed,  and  are  ill  applied. 
Such  jackets  are  poor  apparatuses  and  are 
to  be  condemned  in  the  same  manner 
that  a wrongly  manufactured  Thomas 
knee  brace  or  Taylor  spinal  support  would 
be.  That,  however,  does  not  detract  from 
the  usefulness  of  a well-fitting  support  of 
plaster  of  paris.  Upon  removal  of  a 
plaster  jacket,  as  after  the  discard  of  any 
brace,  one  may  have  to  resort  tempo- 
rarily to  a light  corset,  and  one  should 
certainly  allow  adequate  time  for  the 
muscles  of  the  back,  abdomen,  and  but- 
tocks to  return  to  a normal  degree  of 
strength  and  painless  function  prior  to 
being  subjected  to  the  potential  strain  of 
the  average  occupation. 

Arthritis  of  the  Sacroiliac  Joint. — It 
has  been  abundantly  proved  by  Smith- 
Peterson  and  confirmed  by  many  other 
surgeons  that  this  joint  may  become  in- 
volved in  an  arthritic  process.  The 
arthritis  may  result  from  many  causes, 
among  which  is  trauma,  especially  if 
severe  or  repeated,  as  frequently  happens 
in  an  occupation  that  puts  a great  strain 
on  the  muscles  and  joints  of  the  back. 
A traumatic  arthritis  may  supervene 
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after  a chronic  strain  or  may  appear 
directly  after  an  acute  injury.  The  chief 
features  of  arthritis  of  the  sacroiliac  joint 
are  persistent  pain  and  chronic  disability. 
There  may  be  many  confirmatory  signs, 
such  as  pain  in  the  sacroiliac  joint  on 
lateral  compression  of  the  pelvis,  local 
tenderness,  or  pain  in  the  affected  joint 
on  flexion  of  the  spine  on  straight  leg 
raising.  None  of  these  signs  is  pathogno- 
monic. The  roentgenogram  is  as  often 
as  not  of  no  help.  When  the  x-ray  film 
shows  haziness  of  the  joint,  irregularity 
of  the  articular  surfaces,  subchondral 
rarefaction,  some  sclerosis  of  bone,  and 
osteophyte  formation,  all  of  which  are 
absent  on  the  uninvolved  side,  the  findings 
are  very  significant  and  definitely  help  to 
confirm  the  diagnosis  of  arthritis.  When 
a diagnosis  has  been  made  the  treatment 
should  at  first  be  conservative.  Protec- 
tion of  the  joint  may  be  obtained  through 
adhesive  plaster  strapping,  low  back  belts, 
spinal  braces,  plaster  or  celluloid  corsets, 
or  plaster  jackets.  The  immobilization 
may  be  supplemented  by  physiotherapy. 
Not  infrequently  this  program  of  treat- 
ment carried  on  for  several  months  gives 
entire  relief.  In  the  obstinate  cases  abso- 
lute fixation  of  the  joint  through  either 
an  intra-articular  or  extra-articular  fusion 
yields  a high  percentage  of  cures. 

Traumatic  Spondylitis. — An  arthritis 
of  the  lumbosacral  or  lumbar  interverte- 
bral joints  may  supervene  directly  after 
an  injury  or  may  be  delayed  in  its  onset. 
Many  of  the  cases  of  recurrent  back- 
ache are  probably  due  to  the  development 
of  some  degree  of  lumbar  arthritis.  The 
diagnosis  is  dependent  not  only  on  the 
history  of  injury  but  upon  lumbar  back- 
ache, restricted  motion  in  the  lumbar 
joints,  disability,  stiffness  and  awkward- 
ness in  walking,  tenderness  to  pressure, 
and  morphologic  changes  in  the  x-ray 
films,  consisting  of  haziness  of  the  inter- 
vertebral joints,  irregularity  of  contour, 
and  perhaps  osteophyte  formation.  An 
important  point  to  appreciate  is  that  an 
inflammation  of  a single  intervertebral 
joint  may  give  symptoms  that  may  be 
seemingly  quite  out  of  proportion  to  the 
physical  findings.  A most  careful  and 


deliberate  examination  is  indispensable 
for  an  accurate  correlation  of  symptoms 
and  findings.  The  diagnosis  of  lumbar 
spondylitis  may  be  very  simple  or  obscure. 
In  this  kind  of  case  the  surgeon  should 
weigh  all  evidence  very  deliberately  before 
reaching  a conclusion.  A patient  may 
have  a unilateral  arthritis  between  the 
third  and  fourth  lumbar  vertebrae.  This 
lesion  may  be  not  only  painful  but  dis- 
abling, and  yet  the  patient  may  be  able  to 
flex  and  extend  his  spine  through  nearly 
a normal  range  of  motion,  especially 
if  permitted  to  do  so  slowly.  I have 
many  times  seen  the  examining  surgeon 
urge  a man  to  keep  bending  down  until 
his  fingers  reached  the  floor,  and  then  be 
satisfied  that  the  man  is  exaggerating  his 
complaints,  overlooking  the  fact  that  the 
patient  had  rigidity  and  flatness  of  the 
mid-lumbar  region  and  that  he  bent  for- 
ward chiefly  at  the  lumbosacral  joint. 
This  emphasizes  the  observation  that 
reliable  information  can  hardly  be  ob- 
tained in  a quick  examination  of  the  back 
such  as  we  ourselves  are  likely  to  make  in 
our  offices,  or  such  as  the  labor  depart- 
ment physicians  can  make  in  a quad- 
rangle teeming  with  activity,  noise,  talk, 
and  a dozen  examinations  being  conducted 
simultaneously.  Unquestionably,  every 
prolonged  or  doubtful  back  case  should  be 
subjected  to  a thorough  study  in  a hospi- 
tal by  a committee  of  physicians  or  at 
least  by  an  impartial  specialist. 

Osteoarthritis  of  the  Spine. — This  is  a 
condition  of  the  spine  seen  frequently  in 
people  past  40  years  of  age,  particularly 
in  the  short,  stocky,  sthenic  individual. 
In  this  lesion  one,  several,  many  or  per- 
haps even  all  of  the  lumbar  and  dorsal 
joints  may  be  involved.  The  motions  are 
usually  restricted.  The  degree  varies 
within  wide  limits  so  that  in  some  there  is 
only  slight  stiffness,  while  in  others  the 
back  may  be  all  but  completely  rigid. 
The  lesion  consists  of  a degenerative  proc- 
ess in  the  articulations  with  (as  else- 
where in  the  body,  notably  the  hip) 
much  new  bone  formation.  Thus,  in  this 
lesion  are  seen  many  spicules  of  bone, 
osteophytes,  not  only  at  the  articulations 
but  about  the  periphery  of  the  vertebral 
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body.  These  osteophytes  are  osseous 
deposits  in  the  intervertebral  ligaments. 
We  commonly  see  many  bony  spurs  and 
hooks,  particularly  along  the  anterior 
common  ligament.  Some  of  these  fuse 
and  many  grow  to  comparatively  large 
proportions,  mechanically  interfering  with 
the  mobility  and  strength  and  functional 
capacity  of  the  back.  Osteoarthritis  is  a 
senescent  process  that  may  be  aggravated 
by  many  causes,  especially  an  injury. 
A trauma  may  excite  a temporary  syno- 
vitis in  one  of  the  intervertebral  joints 
and  result  in  a mild  or  severe  disability. 
It  may  cause  a strain  of  a ligament 
(vertebral)  with  hemorrhage,  which,  in 
organizing,  may  become  ossified  and  thus 
a new  spur  or  osteophyte  be  produced, 
causing  prolonged  disability.  It  may  pro- 
duce a myositis  in  the  adjacent  muscles. 
Thus,  while  an  injury  is  not  actually  re- 
sponsible for  an  osteoarthritis,  the  patient 
with  such  a lesion  is  susceptible  to  many 
disturbances  that  may  result  from  an 
injury,  which  would  either  have  no  effect 
or  produce  only  a transitory  inconven- 
ience in  an  individual  without  an  osteo- 
arthritis. In  this  sense  an  injury  can 
aggravate  an  osteoarthritis  and  the 
result  be,  very  properly,  a compensable 
disability.  A very  important  point  in 
the  proof  that  an  alleged  injury  has 
aggravated  a pre-existing  osteoar- 
thritis is  the  history  very  frequently 
obtained  that  prior  to  the  injury  the 
claimant  was  able  and  did  work  at 
his  ordinary  occupation.  It  is  not  un- 
common to  obtain  a history  that  the 
patient  had  worked  for  ten  or  fifteen  years 
uninterruptedly.  He  then  sustained  an 
injury  of  his  back  and  had  become  dis- 
abled. In  such  a case  the  causal  relation 
is  apparent. 

Operative  Fusion  of  the  Joints. — Those 
interested  chiefly  in  the  economic  aspects 
of  compensable  cases  never  see  any  benefit 
from  such  procedures  as  a fusion  of  a 
joint.  They  contend  that  they,  the 
carriers,  do  not  benefit  by  such  a pro- 
cedure because  of  the  extended  convales- 
cence and  the  permanent,  partial,  or  total 
loss  of  function.  I am  not  much  inter- 
ested in  that  phase  so  long  as  my  patient 


is  free  of  pain  and  can  get  about  com- 
fortably. It  may  be  entirely  true  that  a 
person  who  has  been  subjected  to  an 
operation,  especially  a fusion  of  a joint, 
has  a slow  recovery  with  impairment  of 
function  so  that  the  insurers  become  liable 
for  the  full  measure  of  compensation. 
That,  however,  is  their  responsibility  and 
actually  is  the  reason  for  the  workmen’s 
compensation  insurance,  namely  that  the 
employee  may  receive  financial  assistance 
while  disabled.  Our  obligation  as  phy- 
sicians is  to  provide  the  limit  of  medical 
aid  to  the  end  that  the  patient  obtains 
relief  from  suffering  and  regains  a meas- 
ure of  independence. 

Sciatic  Scoliosis. — Much  confusion  ex- 
ists in  the  minds  of  many  as  to  what  this 
condition  is.  Sciatic  scoliosis  refers  to  the 
presence  of  a lateral  tilt  of  the  trunk, 
secondary  to  a minor  but  painful  lesion 
in  the  lower  back  or  to  a sciatica.  The 
term  sciatic  scoliosis  is  actually  a mis- 
nomer, since  sciatic  pain  is  often  absent 
and  there  is  no  true  scoliosis.  A better 
name  is  lacking,  however,  and  the  term 
sciatic  scoliosis  has  been  used  so  long 
that  it  has  come  to  denote  a definite 
clinical  state.  Most  of  the  above  de- 
scribed pathologic  lesions  may  be  accom- 
panied by  a sciatic  scoliosis,  namely  myo- 
sitis, fascitis,  or  myofascitis  of  the  lower 
back  or  gluteal  region,  strains  of  the  mus- 
cles or  ligaments,  sprains  of  the  sacro- 
iliac or  lumbar  joints,  or  a so-called 
sciatica.  To  clarify  the  terminology,  if 
a severe  osseous  lesion,  such  as  tuber- 
culosis or  fracture  of  the  spine  or  a 
spondylitis  deformans,  should  incidentally 
be  accompanied  by  some  lateral  curve 
in  the  spine,  one  would  not  speak  of  the 
condition  of  the  back  as  a sciatic  scoliosis 
but  as  a tuberculosis  or  fracture  of  the 
spine  or  spondylitis  deformans,  men- 
tioning the  lateral  inclination  of  the  spine 
only  as  a chance  and  secondary  detail. 
The  importance  of  identifying  sciatic 
scoliosis  as  a clinical  entity  is  due  to  two 
facts : first,  the  lateral  tilt  of  the  trunk  is 
the  most  conspicuous  element  in  the  clini- 
cal syndrome  and,  second,  sciatic  scoliosis 
frequently  necessitates  special  ther- 
apy in  combination  with  the  treatment 
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of  the  underlying  causative  pathology. 

The  tilt  of  the  trunk  in  sciatic  scoliosis 
is  an  adaptive  or  accommodative  attitude 
voluntarily  or  subconsciously  assumed  to 
relieve  pain.  In  addition  to  the  tilt  of 
the  back,  it  is  abnormally  flat.  The 
lumbar  spine  may  even  be  curved  back- 
ward, resulting  in  a kyphosis.  The  mus- 
cles of  the  back  are  in  a state  of  spasm. 
The  motions  of  the  spine  are  markedly, 
although  unequally,  restricted,  flexion 
being  more  markedly  limited  than  any 
of  the  others.  The  tilt  is  in  the  direction 
opposite  to  the  painful  lesion  in  about  70 
per  cent  of  the  cases,  to  the  same  side  in 
25  per  cent,  and  of  an  alternating  type  in 
5 per  cent.  The  spine  presents  a long 
lateral  curve  in  the  direction  of  the  trunk 
deviation  and  a short  curve  in  the  opposite 
direction  in  the  lower  lumbar  area. 
In  addition,  there  are  the  symptoms  and 
signs  of  the  main  lesion,  such  as  those  of 
gluteal  myositis,  sprain  of  the  lumbosacral 
joint,  or  an  arthritis  of  the  sacroiliac  joint. 

In  the  early  stages  the  deformity  of  the 
trunk  disappears  in  the  sitting  or  recum- 
bent positions.  If  the  symptoms  and  the 
deformity  have  existed  for  some  weeks, 
or,  as  often  happens,  for  months,  the  de- 
viation of  the  trunk  persists  in  all  atti- 
tudes of  the  body  and  can  be  overcome 
neither  voluntarily  by  the  patient  nor 
through  simple  manipulation  by  the 
surgeon.  The  fixed  deformity  is,  it  is 
believed,  due  to  adaptive  changes  in  the 
muscles  of  the  back  and  to  paravertebral 
and  intervertebral  and  probably,  also, 
intermuscular  adhesions.  The  existence 
of  such  adhesions  and  changes  in  the  back 
muscles  is  assumed  from  the  experience 
that  considerable  force  may  have  to  be 
used,  even  when  the  patient  is  anesthe- 
tized, to  correct  the  deformity  of  the  back, 
and  that  during  such  manipulation  one 
often  hears  and  feels  the  tearing  of  ad- 
hesions. 

The  treatment  of  sciatic  scoliosis  de- 
pends on  the  degree  of  the  deformity  and 
the  severity  of  the  underlying  lesion.  In 
the  mild  cases  rest  in  bed,  physiotherapy, 
and  support  of  the  back  may  give  com- 
plete relief.  At  times  one  must  combine 
with  the  above  traction  of  the  leg  on  the 


affected  side,  epidural  or  perineurial  novo- 
cain injections,  and  novocain  injections 
into  the  sacroiliac  joint  or  the  pyriformis 
muscle.  In  the  chronic  and  severe  cases, 
as  above  mentioned,  the  deformity  of  the 
trunk  must  be  corrected  by  forcible  mani- 
pulation under  an  anesthetic.  The  es- 
sential in  the  manipulation  is  to  thoroughly 
mobilize  the  lumbar  spine. 

This  stretching  of  the  spine  is  accom- 
plished as  follows:  The  thoracic  spine  is 
fixed  by  an  assistant,  who  holds  the  chest 
with  his  hands.  The  surgeon  swings  the 
lower  limbs  laterally  first  to  one  side  and 
then  to  the  other  until  they  form  a right 
angle  with  the  trunk.  The  lower  limbs 
are  then  hyperextended  until  the  normal 
lumbar  hollow  is  thoroughly  re-estab- 
lished. At  this  juncture  it  is  always  found 
that  the  trunk  and  the  spine  are  freely 
movable  and  symmetric.  If  there  has 
been  sciatic  pain  the  sciatic  nerve  is  also 
stretched  by  flexing  the  lower  limb  at  the 
hip  while  the  knee  is  in  complete  exten- 
sion. In  this  maneuver  the  limb  is  ele- 
vated very  slowly  until  the  foot  is  within 
about  18  inches  of  the  face.  At  least  five 
minutes  should  be  allowed  for  the  stretch- 
ing of  a sciatic  nerve.  Moreover,  the 
limb  should  be  somewhat  abducted  to 
prevent  the  possibility  of  dislocating  the 
hip.  After  the  deformity  of  the  back  has 
been  corrected,  the  trunk  is  immobilized 
in  the  corrected  and  normal  attitude. 
With  the  lower  limbs  in  hyperextension 
the  trunk  is  well  padded  with  sheet  cotton 
or  felt,  and  a plaster  jacket  is  applied. 
When  the  plaster  has  hardened  suffi- 
ciently, the  lower  limbs  are  brought  for- 
ward into  line  with  the  body,  the  affected 
leg  is  adequately  padded,  and  the  plaster 
of  paris  dressing  is  continued  down. 

The  plaster  spica  is  left  on  for  three 
weeks  and  is  replaced  by  a Knight  spinal 
brace.  Physiotherapy  is  instituted  at  this 
stage  and  the  patient  is  allowed  out  of  bed. 
It  usually  requires  about  three  months  of 
treatment  before  the  patient  returns  to 
work.  In  the  case  of  laborers  it  may  be 
six  to  twelve  months  before  the  patient 
can  resume  his  usual  occupation. 

A very  interesting  feature  about  sciatic 
scoliosis  of  a severe  degree,  in  which  the 
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primary  lesion  is  in  the  back  or  pelvis  but 
not  in  the  sciatic  nerve,  is  the  almost  uni- 
form observation  that,  when  the  patient 
awakens  from  the  anesthetic  after  a 
stretching  as  above  described,  he  will 
volunteer  the  information  that  his  former 
pain  has  completely  disappeared. 

Sciatica. — This  symptom  so  frequently 
accompanies  lesions  in  the  lower  back 
that  it  must  be  included  in  a considera- 
tion of  the  industrial  low  back.  I realize 
that  I am  treading  on  dangerous  ground 
in  suggesting  that  a sciatica  may  be  of 
traumatic  origin.  Nevertheless  the  ex- 
perience is  frequent  that  a primary  strain 
of  the  lumbosacral  or  sacroiliac  joints  or 
an  injury  to  muscles  of  the  pelvis  and 
buttocks  is  soon  followed  by  pain  along 
the  sciatic  nerve,  a sciatica,  which  becomes 
not  only  disabling  but  may  become  the 
most  important  feature  of  the  ailment. 
Whether  the  sciatic  nerve  was  itself  in- 
volved in  the  injury,  or  only  later  secon- 
darily affected  by  the  swelling  and  edema 
of  the  tissues  near  its  formation  in  the 
lumbar  area  or  those  in  its  course,  as  the 
pyriformis  muscle,  is  difficult  to  answer. 
We  know  that  pain  along  the  sciatic  nerve 
does  occur  and  is  frequently  intense,  and 
that  it  is  often  associated  with  atrophy 
of  the  thigh  and  a diminished  or  absent 
ankle  reflex  without  motor,  sensory,  or 
trophic  changes.  This  lesion  is  called 
sciatica,  not  sciatic  neuritis.  Sciatica  is  a 
self-limited  lesion  and,  although  it  may 
last  for  months,  it  always  disappears. 
The  atrophy  of  the  thigh  also  disappears 
and  the  ankle  reflex  returns.  The  path- 
ology of  sciatica  is  not  understood,  but  it 
is  assumed  by  many  to  consist  of  a peri- 
neuritis with  the  formation  of  perineurial 
adhesions.  The  perineurial  adhesions 
may  occur  anywhere  along  the  sciatic 
nerve  but  most  frequently  just  before  or 
just  after  the  nerve  emerges  from  the 
pelvis. 

Spondylolisthesis. — In  this  condition 
there  is  both  an  instability  of  the  lower 
lumbar  spine,  because  of  the  vertebral  dis- 
location, and  an  actual  defect  in  the  bony 
ring  of  the  affected  vertebra,  usually  the 
fifth  lumbar,  occasionally  the  fourth. 
Under  these  circumstances,  an  individual 


with  spondylolisthesis  is  actually  more 
likely  to  suffer  injury  to  his  lower  back 
during  an  occupational  accident  than  one 
who  has  no  such  lesion.  Whether  an 
injury  can  produce  a spondylolisthesis  is  a 
moot  question.  No  such  proved  case  is 
on  record.  Knowing  as  we  do  fairly 
certainly  that  the  basis  for  a spondylo- 
listhesis is  a congenital  defect  in  the  pedi- 
cles of  the  vertebrae  with  failure  of  fusion 
of  the  superior  and  inferior  articular  proc- 
esses along  the  isthmus  or  narrow  portion 
of  the  pedicle,  it  seems  reasonable  to  con- 
sider spondylolisthesis  as  a congenital 
lesion.  Many  cases  have  been  seen  in 
children  and  I myself  have  reported  an 
instance  in  a child  seventeen  months  of 
age.  An  injury  can  manifestly  do  two 
things  in  a spondylolisthesis : One,  it  may 
increase  the  degree  of  displacement;  I 
reported  such  a case  many  years  ago. 
Secondly,  the  injury  may  stretch  or  tear 
the  ligamentous  tissue  bridging  the  defect 
in  the  pedicle  and  thus  produce  all  the 
symptoms  of  a strain  of  the  back.  In 
either  event  a previously  symptom-free 
spondylolisthetic  patient  may,  after  an 
injury,  suffer  from  symptoms  based  on  the 
spondylolisthesis  but  precipitated  by  the 
injury. 

The  symptoms  in  brief  consist  of  pain 
in  the  lower  back  and  sometimes  along 
one  or  both  sciatic  nerves,  stiffness  of  the 
back,  awkwardness  in  walking  and  sitting, 
and  weakness  of  the  back.  The  treat- 
ment should  be  the  simplest  that  will  give 
relief.  Thus  one  begins  by  putting  the 
patient  to  bed  for  anywhere  from  a few 
days  to  two  weeks.  Physiotherapy  is  used 
to  give  relief  from  pain  and  to  strengthen 
the  muscles  of  the  back.  Sometimes 
it  is  well  to  assure  rest  to  the  injured  back 
by  immobilization  in  a plaster  jacket. 
When  the  patient  gets  out  of  bed  one  must 
provide  him  with  a low  back  belt  if  the 
symptoms  have  been  mild,  or  with  a 
spinal  brace  if  rigid  support  is  needed. 
If,  in  spite  of  prolonged  conservative 
treatment,  the  pain  and  weakness  in  the 
back  and  the  disability  continue,  one  must 
realize  that  permanent  internal  fixation  is 
required.  In  such  a case,  which  I em- 
phasize is  the  exception,  a spine  fusion 
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operation  is  indicated  and  indispensable, 
not  with  any  idea  that  the  patient  will  be 
able  to  return  to  hard  work,  but  in  order 
to  provide  stability  to  the  back,  relieve 
pain,  and  to  enable  the  individual  to  get 
about  and  rehabilitate  himself  in  some 
form  of  gainful  occupation.  This  is  the 
program  that  would  be  followed  and  is 
universally  approved  for  a noncompensa- 
tion case,  and  should,  therefore,  be  em- 
ployed unreservedly  in  an  injured  em- 
ployee. 

Fractures  of  the  Lumbar  Vertebrae. — 
This  subject  is  one  that  could  hardly  be 
thoroughly  discussed  in  a brief  reference 
such  as  this  must  be.  There  are  three 
points  that  interest  us.  First,  in  cases  of 
severe  extensive  injury  with  nerve  de- 
struction where  the  damage  is  permanent, 
little  can  be  done  beyond  making  the 
individual  comfortable,  and  applying 
support  through  jackets,  corsets,  or  braces 
until  the  pain  either  disappears  or  has 
subsided  materially,  the  fractures  have 
united,  and  sufficient  strength  has  re- 
turned to  the  back  muscles  to  enable  the 
individual  to  sit  unaided  or  to  get  about 
with  crutches  or  braces.  The  second 
point  refers  to  comminuted  fractures 
of  several  vertebrae  with  extensive  mal- 
alignment of  fragments  but  no  nerve 
symptoms.  In  this  type  of  case  conserva- 
tive treatment  on  a convex  frame  should 
be  continued  for  at  least  several  months. 
If  all  symptoms  disappear  and  the  frac- 
tures unite  we  reconcile  ourselves  to  some 
percentage  of  permanent  disability.  But 
if  the  pain  continues,  a spine  fusion  is 
advised  as  the  best  means  of  hastening  and 
assuring  fusion  of  the  fragments  and  of 
re-establishing  stability  and  an  earning 
capacity.  It  is  surprising  what  a large 
percentage  of  return  of  function  may  occur 
even  in  this  type  of  injury,  especially 
provided  that  the  legal  entanglements  are 
ironed  out.  The  third  group  is  that  in 
which  one  vertebra  is  the  seat  of  a com- 
pression fracture.  The  outlook  here  is 
most  favorable.  By  early  application  of 
one  of  the  modem  methods  of  immobiliza- 
tion in  hyperextension,  one  may  obtain 
an  almost  perfect  realignment  of  the  frag- 
ments, early  union  of  the  fracture,  and  a 


normal  or  nearly  normal  functioning  spine. 

Fractures  of  the  Lumbar  Vertebral  Proc- 
esses.— These,  when  uncomplicated,  us- 
ually heal  rapidly  and  result  in  no  per- 
manent functional  impairment.  Occa- 
sionally a displaced  fragment  causes  nerve 
pressure  and  has  to  be  removed.  This  is 
the  type  of  case  in  which  the  exaggera- 
tion of  the  nature  of  the  lesion  by  the 
physician  or  some  other  person  to  the 
patient  may  result  in  a psychic  trauma 
that  will  prolong  the  convalescence  for 
months  or  even  years.  Such  a patient 
should  never  be  told  that  he  has  a frac- 
ture of  the  spine  or  a “broken  back,” 
though  this  is  technically  and  legally 
correct,  but  that  he  has  an  injury  of  the 
back  from  which  he  may  expect  a com- 
plete recovery. 

I have  not  brought  up  the  subject  of 
slipping  or  subluxation  of  either  the 
sacroiliac  or  intervertebral  joints  because 
there  is  as  yet  little  proved  information 
about  this  lesion.  Perhaps  some  of  the 
recurrent  sprains,  especially  of  the  sacro- 
iliac joints,  are  really  mild  subluxations. 
But  if  they  are,  they  do  not  behave  like 
displacements  in  other  joints.  We  hear  a 
good  deal  about  the  effects  of  manipula- 
tion in  such  cases.  So  far  as  I can  see  we 
have  no  means  in  our  diagnostic  arma- 
mentarium to  prove  the  actuality  of  this 
lesion  in  a given  case.  The  much- 
heralded  curative  manipulations  appear 
effective  only  in  the  hands  of  a few  seem- 
ingly specially  gifted  individuals.  Most 
of  my  orthopedic  confreres  and  I are  un- 
able to  effectively  apply  the  described 
maneuvers.  I must  leave  it  to  others  who 
have  deeper  convictions  than  I have  to 
influence  the  medical  public.  None  of  the 
above  refers,  of  course,  to  those  instances 
of  severe  injury  in  which  one  finds  ex- 
tensive fracture  of  the  sacrum  with  gross 
displacement  of  some  of  the  fragments, 
including  articular  fragments. 

The  above  rapid  review  of  some  of  the 
most  common  traumatic  lesions  of  the 
lower  back  has  necessarily  omitted  much 
valuable  and  interesting  detail  of  pathol- 
ogy and  treatment.  I have  purposely 
omitted  consideration  of  such  important 
aspects  of  industrial  injuries,  such  as  rela- 
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tionship  to  hematogenous  osteomyelitis  of 
the  lumbar  vertebrae  or  lumbar  Pott’s 
disease,  because  these  subjects  could  not 
be  adequately  considered  within  the  time 
allotted  for  this  essay.  It  is  hoped  that 
the  discussion  of  the  essential  pertinent 
elements  in  the  common  disorders  of  the 
low  back  will  aid  in  establishing  a una- 
nimity of  opinion  and  practice  in  their 
care. 


It  is  of  course  quite  apparent  to  even  the 
casual  student  of  the  problem  of  low  back 
pain  that  we  are  only  at  the  beginning  of 
the  study  of  the  differential  diagnosis  of 
the  lesions  causing  low  backache.  We 
hope  that  the  continued  research  into  this 
problem  in  the  various  orthopedic,  indus- 
trial, and  neurologic  centers  will  clarify 
the  doubtful  phases  of  the  industrial  low 
back. 


NEUROLOGIC  ASPECTS  OF  BACKACHE 

Emanuel  D.  Friedman,  M.D.,  New  York  City 

(Professor  of  Neurology,  New  York  University,  College  of  Medicine,  New  York  City) 


The  neurologic  aspects  of  backache 
will  be  discussed  under  the  following 
headings: 

1.  Traumatic  lesions  of  the  spinal 
column  and  cord. 

2.  Diseases  of  the  spinal  column, 
cord,  and  adjacent  tissues. 

Traumatic  Lesions  of  the 
Spinal  Column  and  Cord 

Fractures  of  the  spinal  column  con- 
stitute about  3V2  per  cent  of  all  frac- 
tures. They  are  most  common  in  the 
cervical  region  and  are  about  equally 
frequent  in  the  dorsal  and  lumbar  zones. 
Injuries  to  the  spinal  cord  itself  occur  in 
about  40-50  per  cent  of  the  cases  of 
trauma  to  the  spinal  column.  The  prin- 
cipal cause  of  these  injuries  is  a fall  from 
some  height,  and  it  is  this  fall  that  gives 
rise  to  the  cord  lesions.  The  latter  occur 
at  the  points  where  the  relatively  fixed 
dorsal  spine  meets  the  more  movable 
lumbar  and  cervical  spine.  One  finds, 
therefore,  the  most  frequent  spinal  lesion 
at  the  seventh  cervical  to  the  first  dorsal 
in  the  cervical  zone,  and  at  the  twelfth 
dorsal  to  the  first  lumbar  in  the  lower  zone. 

One  of  the  sequelae  of  trauma  of  the 
spine  is  KummeVs  disease.  Schmorl  con- 
sidered this  disease  an  osteoporosis. 
Others  have  ascribed  it  to  degeneration  fol- 
lowing vascular  lesions  of  the  bones.  Some 


authors  believe  that  it  develops  on  the 
basis  of  a vertebral  fracture.  It  is  im- 
portant to  remember  that  this  disease 
may  follow  very  mild  trauma  and  is  of 
interest  to  the  neurologist  because  it 
may  give  rise  to  a compression  syndrome 
or  may  increase  previously  existing  spinal 
symptoms. 

One  must  also  remember  that  in  some 
cases,  following  injury  to  the  spine, 
tuberculosis  may  develop,  which  may 
simulate  Kiimmel’s  disease.  In  this  con- 
nection it  is  worth  emphasizing  that  the 
intervertebral  disc  is  involved  in  the 
tuberculous  lesion,  whereas  it  is  not  im- 
plicated, as  a rule,  in  cases  of  Kummel’s 
disease. 

T raumatic  arthritis  of  the  spine , or 
spondylitis  deformans,  has  been  de- 
cribed  by  G.  W.  Schmidt,  Raphael  Lewy, 
Putti,  Steinman,  and  Wagner.  Most  of 
these  authors,  however,  believe  that  the 
arthritis  pre-existed,  and  was  simply  ag- 
gravated by  the  trauma.  On  the  basis 
of  his  own  experience,  the  writer  is  in 
accord  with  this  view.  Trauma  may  lead 
to  ankylosis  of  the  spine.  The  chief 
clinical  symptoms  are  the  radicular 
pains. 

Another  group  of  diseases  of  the  spine 
following  trauma  includes  the  herniations 
of  the  nucleus  pulposus,  first  described  by 
Schmorl.  The  prolapsed  disc  makes 
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pressure  upon  the  cord  and  gives  rise  to 
root  phenomena.  This  phase  of  our  sub- 
ject will  be  discussed  in  greater  detail  by 
the  succeeding  speakers. 

Diory  described  a post-traumatic  camp- 
tocormia  or  hysterical  kyphosis  which  dis- 
appeared under  suggestive  therapy. 
There  may  be  a modicum  of  organicity 
in  these  cases,  namely,  traction  on  the 
longitudinal  ligaments. 

One  must  recall,  too,  the  occasional 
fractures  of  the  spinous  and  transverse 
processes  which  are  accompanied  by  root 
pain.  This  may  be  due  to  hemorrhages 
around  the  nerve  roots  or  in  the  sheaths 
of  the  nerve  roots.  The  secondary  rad- 
icular pains  and  sensory  disturbances 
may  occur  long  after  such  fractures  of  the 
transverse  and  spinous  processes  have 
healed. 

It  is  also  important  to  record  in  this 
connection  the  compression  fractures 
that  occur  incidental  to  the  use  of  metra- 
zol  in  the  treatment  of  mental  illness. 

Commotio  Spinalis  is  a frequent  phe- 
nomenon in  cases  of  spinal  injury.  There 
have  been  many  references  to  this  subject 
in  the  literature.  It  may  appear  in  the 
guise  of  a level  lesion  of  the  cord.  A char- 
acteristic of  this  condition  is  its  spon- 
taneous and  rapid  disappearance.  One 
must  bear  in  mind  in  this  connection 
that  microscopically  demonstrable 
changes  can  be  reversible.  These  con- 
sist of  tiny  hemorrhages,  softenings,  and 
changes  in  the  ganglion  cells.  There  may 
also  be  circumscribed  areas  of  edema, 
which  soon  disappear.  In  such  cases, 
the  sensory  disturbances  (especially  in 
pain  and  temperature)  disappear  first, 
motor  power  returns  later,  while  the  re- 
flexes may  remain  altered  for  some  time. 

Hemorrhages  in  the  cord  may  be  mul- 
tiple and  perivascular  in  type,  based  on 
the  mechanism  suggested  by  Ricker, 
namely,  vasomotor  palsy  with  stasis  and 
diapedesis  of  red  cells.  The  more  im- 
portant group  are  the  larger  hemorrhages, 
occurring  in  tubular  form  and  extending 
through  many  segments  of  the  cord. 
Sometimes  as  many  as  eight  to  ten  seg- 
ments may  be  involved.  These  hemor- 
rhages have  been  ascribed  by  Gold- 


scheider,  Flatau,  and  others  to  the  loose 
structure  of  the  gray  matter.  They  are  the 
characteristic  hematomyelias  that  follow 
trauma  to  the  spine.  They  usually  recede 
in  large  part  and  may  leave  only  residual 
atrophies  with  fibrillations,  and  mild  dis- 
turbances in  pain  and  temperature  sense. 

There  are  also  secondary  hemorrhages 
following  trauma,  either  of  the  capillary 
type  or  in  the  form  of  larger  areas  of 
hemorrhagic  infiltration  due  to  post- 
traumatic  malacia  and  necrosis.  The 
spinal  fluid,  in  cases  of  traumatic  soften- 
ing, may  show  the  presence  of  blood  or 
its  derivatives.  This  has  been  ascribed 
to  fragility  of  the  vessels  of  the  meninges. 

The  aggravation  of  symptoms  that 
occurs  as  a late  sequel  of  trauma  is  as- 
cribed to  meningopathies  due  to  organi- 
zation of  hemorrhage  or  inflammatory 
exudate.  These  express  themselves  in 
severe  radicular  pains  and  hyperalgesias. 
Foerster  believes  that  late  vasopathies 
with  perivascular  disintegrations  are  a 
factor  in  these  aftereffects.  He  has 
described  syndromes  simulating  com- 
bined system  disease,  based  on  this 
mechanism.  Lhermitte,  Foerster,  and 
Marburg  described  cases  in  which  the 
posterior  columns  were  more  involved 
than  the  lateral  columns,  thus  giving  rise 
to  pseudotabetic  syndromes.  Marburg 
found  that  the  pathologic  changes  in 
the  cord  often  extended  over  a long 
period,  and  that  even  after  three  years 
compound  granular  cells  were  demon- 
strated in  the  foci  of  disease.  One  might 
also  refer,  in  this  connection,  to  the  cases 
of  meningitis  serosa  circumscripta,  which 
may  follow  trauma  to  the  spine.  The 
writer  saw  one  of  these  cases  operated 
upon  by  Foerster,  years  after  the  initial 
trauma.  At  the  time  of  operation,  cystic 
accumulations  of  yellowish  fluid  were 
found.  These  were  evacuated  and  the 
patient  obtained  symptomatic  relief.  In 
such  cases,  the  introduction  of  lipiodol 
would  be  helpful  in  demonstrating  the 
site  of  these  areas  of  cystic  arachnoiditis. 

In  cases  of  fracture  of  the  spine  with 
signs  of  a transverse  lesion  to  the  cord, 
the  clinician  is  often  put  to  it  to  deter- 
mine whether  or  not  the  patient  is  to  be 
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operated  upon.  There  is  no  clinical  sign 
that  is  pathognomonic  of  complete  sec- 
tion of  the  cord.  Neither  flaccid  paraly- 
sis, defensive  mass  reflexes,  nor  Babin- 
ski  can  be  considered  pathognomonic,  al- 
though they  are  serious  symptoms  and 
signs.  Slow  plantar  flexion  of  the  little 
toes,  which  can  be  observed  in  some  of 
the  cases,  suggests  a bad  prognosis. 

The  spinal  cord  does  not  possess  the 
property  of  regeneration.  In  cases  of 
severe  injury  to  the  cord  we  find  within 
a few  days,  in  addition  to  the  level  signs, 
edema  of  the  lower  extremities,  early 
decubitus,  and,  when  the  lesion  is  high  up 
in  the  cervical  zone,  we  encounter  pria- 
pism. This  symptom  complex,  together 
with  severe  bladder  symptoms,  consti- 
tutes presumptive  evidence  of  complete 
loss  of  continuity  of  the  cord.  Under 
such  conditions  no  treatment  is  of  any 
avail. 

After  the  initial  period  of  shock  has 
passed,  i.e.,  after  twenty-four  to  thirty- 
six  hours,  treatment  should  begin 
and  should  consist  of  reduction  of  the 
fracture,  or  laminectomy,  if  manometric 
block  is  demonstrated.  Foreign  bodies, 
spicules  of  bone,  and  blood  clots  must  be 
removed  from  the  spinal  canal.  If  the 
conservative  method  of  treatment  is  ap- 
plied immediately  after  the  injury  and  no 
improvement  occurs  within  one  to  two 
weeks,  an  exploratory  laminectomy  is 
indicated.  Cases  of  severe  injury  with 
complete  transverse  lesions  of  the  cord 
usually  succumb  promptly  to  complica- 
tions (sepsis  from  decubitus  or  ascending 
infection  of  the  genitourinary  tract). 

Diseases  of  the  Spinal  Column, 

Cord,  and  Adjacent  Tissues 

Diseases  of  the  spinal  column  may  give 
rise  to  backache  due  in  part  to  radicular 
irritation.  These  lesions  include  mye- 
loma of  the  spinal  column,  which  may  be 
single  or  multiple,  primary  disease  of  the 
spinal  column,  such  as  tuberculosis,  and 
secondary  or  metastatic  disease.  The 
latter  are  most  frequently  due  to  primary 
lesions  either  in  the  mammae,  prostate, 
thyroid,  or  bronchus.  Adenocarcinoma 
of  the  bronchus  has  frequently  been  over- 


looked as  a cause  of  metastatic  disease 
of  the  spine,  and  the  writer  wishes  to 
emphasize  this  clinical  fact. 

As  an  example  of  myeloma  of  the 
spine,  I should  like  to  cite  a case: 

Case  1 . — M.  W.,  a retired  merchant,  seen  by  the 
writer  on  December  11,  1936.  His  illness  began 
three  years  previously  with  pain  between  the 
shoulders,  so  that  he  could  not  straighten  up. 
At  first  this  pain  was  not  aggravated  by  cough- 
ing, sneezing,  or  straining  and  would  disappear 
for  months  at  a time.  About  a year  later  the 
pain  in  the  back  returned.  The  general  medical 
examination  was  negative.  X-ray  examination 
of  the  spine  and  chest  also  yielded  normal  find- 
ings. The  electrocardiogram  was  negative,  but 
in  spite  of  this  fact  he  was  treated  for  angina 
pectoris. 

For  a year  the  patient’s  symptoms  subsided, 
but  just  prior  to  his  visit  to  my  office  the  pain 
returned.  Physical  examination  revealed  no 
abnormalities  in  the  neural  status  except  for 
diminution  of  the  abdominal  reflexes  and  con- 
siderable tenderness  over  the  upper  dorsal  spine. 
Percussion  of  this  region  gave  rise  to  a “shock” 
extending  down  the  lower  extremities.  The 
patient  also  complained  of  a subjective  feeling 
of  “pins  and  needles”  in  both  lower  limbs. 
On  one  occasion  while  he  was  hurrying  for  a 
train,  his  legs  suddenly  gave  way.  There  were 
no  bladder  symptoms  at  any  time.  Blood  count 
and  urine  and  gastric  contents  all  showed  normal 
findings.  He  later  developed  paraparesis  and 
level  signs.  He  was  finally  operated  upon;  a 
myeloma  of  the  spinal  column  was  found  at  the 
fourth  dorsal  vertebra.  It  was  extradural. 

Tuberculous  lesions  of  the  spine  are 
usually  accompanied  by  pachymeningitis, 
which  gives  rise  at  first  to  root  pains  and 
later  to  level  phenomena.  The  x-ray 
findings,  with  or  without  the  presence  of 
gibbus  and  with  the  usual  implication  of 
the  intervertebral  disc,  make  the  diag- 
nosis. In  many  of  the  cases  we  find  man- 
ometric block  with  xanthochromia  of  the 
spinal  fluid. 

In  the  cases  of  metastatic  disease»of  the 
spine  there  is  usually  severe  pain  due  to 
radicular  irritation ; in  many  of  the  cases 
the  neurologic  findings  are  scanty.  They 
may  consist  simply  of  diminution  of  one 
or  more  of  the  deep  reflexes.  In  some 
cases,  however,  the  signs  of  extramedul- 
lary compression  with  level  phenomena 
are  encountered. 
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Another  cause  for  pain  in  the  back  is 
the  condition  known  as  epidural  abscess. 
This  is  usually  part  of  a staphylococcus 
sepsis  with  either  a metastatic  deposit  in 
the  spine,  leading  to  secondary  epidural 
infection,  or  a direct  metastatic  deposit 
in  the  epidural  tissues.  In  such  in- 
stances, we  usually  obtain  a history  of  a 
primary  skin  lesion  with  subsequent  de- 
velopment of  low-grade  sepsis,  the  demon- 
stration of  the  staphylococcus  in  the 
blood,  the  incidence  of  metastatic  foci  in 
the  kidney  (carbuncle  of  the  kidney),  and 
finally  the  formation  of  a metastatic 
focus  in  the  spine  or  the  epidural  tissues. 

We  had  occasion  to  observe  such  a case 
recently  on  the  Neurological  Service  of 
Bellevue  Hospital. 

Case  2. — The  patient  was  a 38-year-old 
housewife  who  was  admitted  on  July  22,  1938, 
with  the  chief  complaint  of  pain  in  the  right 
arm.  There  was  a history  of  chronic  osteomye- 
litis for  the  preceding  twenty-eight  years. 

Three  weeks  prior  to  her  admission,  the  pa- 
tient began  to  have  pain  in  the  right  arm;  this 
grew  progressively  worse.  She  was  admitted  to 
the  hospital  with  a temperature  of  103  F.  X-ray 
examination  of  the  right  arm  revealed  an  eleva- 
tion of  the  periosteum  just  below  the  neck  of  the 
humerus.  She  was  operated  upon  on  July  23, 
1938;  pus  was  found  in  the  deltoid  bursa.  The 
patient  exhibited  a low-grade  septic  temperature 
and  the  wound  continued  to  drain.  On  August 
13  she  developed  a metastatic  abscess  in  the 
left  thigh.  This  was  also  incised  and  drained. 
Culture  of  the  pus  revealed  the  presence  of 
staphylococcus.  Blood  culture  at  that  time 
proved  negative  but  the  patient  was  given  a 
transfusion  of  500  cc.  of  blood.  On  August  28  she 
complained  of  inability  to  void,  and  weakness 
of  both  legs.  She  soon  developed  complete 
paraplegia,  anesthesia  below  both  knees,  and 
mass  reflexes  in  the  lower  extremities.  Knee 
and  ankle  jerks  were  very  sluggish. 

It  was  our  impression  that  we  were  dealing 
with  a metastatic  extradural  abscess  and  com- 
pression of  the  cord.  Lumbar  puncture  revealed 
xanthochromic  fluid,  which  clotted  spontaneously. 
Protein  content  was  100  mg.  per  cent;  initial 
pressure  140  mm.  of  water  with  no  rise  upon 
jugular  compression  (manometric  block).  There 
was  tenderness  over  the  ninth  and  tenth  thor- 
acic vertebrae. 

Laminectomy  revealed  an  osteomyelitis  of  the 
lower  dorsal  spine  and  an  epidural  abscess. 
Drainage  was  instituted.  Following  the  lam- 


inectomy, the  level  sign  increased  for  a time. 
There  was  complete  paraplegia  with  a sensory 
level  at  the  twelfth  thoracic  vertebra,  and  bladder 
incontinence.  Culture  of  the  spinal  fluid  re- 
vealed the  presence  of  staphylococcus.  The 
patient  gradually  recovered  bladder  function. 
The  sensory  disturbances  receded  gradually. 
Motor  function  improved  slowly  but  progres- 
sively and  the  patient  is  now  out  of  bed. 

It  is  important  to  remember  that  an  old 
syringomyelia  may  be  aggravated  by 
trauma  owing  to  hemorrhage  into  the 
pre-existing  cavity.  The  writer  had  oc- 
casion to  observe  such  a patient  some 
years  ago  at  Mt.  Sinai  Hospital.  The 
patient  was  said  to  have  had  an  old 
poliomyelitis.  Following  a fall  down- 
stairs, he  developed  signs  of  a level  lesion 
in  the  cervical  zone.  There  was  no 
evidence  of  manometric  block,  but  in 
view  of  the  level  signs,  operation  was 
carried  out.  Nothing  was  found  on  the 
surface,  but  aspiration  of  the  cord 
yielded  a bloody  fluid.  The  patient  sub- 
sequently was  admitted  to  Montefiore 
Hospital  and  finally  succumbed.  At  the 
postmortem  examination  there  was  found 
an  old  syringomyelia. 

Pain  in  the  back  may  also  be  caused  by 
tumors  of  the  spinal  cord.  They  first  give 
rise  to  root  irritation  and  later  exert 
pressure  on  the  cord.  In  many  of  these 
cases  the  root  pains  have  been  erroneously 
interpreted  as  being  expressive  of  visceral 
disease,  and  patients  have  been  operated 
upon  for  assumed  lesions  in  the  abdomen. 
This  has  also  been  the  case  in  some  in- 
dividuals with  tabetic  crises.  A careful 
neurologic  examination  in  such  instances 
will  serve  to  establish  the  neurogenic 
origin  of  the  symptoms. 

Tumors  of  the  cauda  equina  are  par- 
ticularly apt  to  give  rise  to  radicular 
pains  in  the  lower  limbs,  lower  motor 
neuron  paralysis  with  loss  of  the  deep 
reflexes,  and  occasional  bladder  symp- 
toms. Spinal  fluid  studies  in  these  cases 
usually  reveal  xanthochromia  with  mas- 
sive coagulation.  Occasionally  one  ob- 
tains no  fluid,  owing  to  complete  filling  of 
the  lower  part  of  the  spinal  canal  by  the 
tissue  mass.  In  such  cases  spinal  punc- 
ture at  a higher  level  or  the  cisternal  injec- 
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tion  of  lipiodol  is  a helpful  diagnostic  aid. 

In  the  differential  diagnosis,  one  must 
consider  lesions  of  the  conus.  In  conus 
lesions  there  is  a dissociated  sensory  pa- 
ralysis (involving  pain  and  temperature), 
as  opposed  to  the  radicular  type  of  sen- 
sory disturbance  in  lesions  of  the  cauda. 
The  sphincters  are  more  apt  to  be  in- 
volved in  lesions  of  the  conus  and  one 
usually  finds  a completely  relaxed  anal 
sphincter.  It  is  also  important  to  stress 
the  fact  that  the  sensory  disturbances  in 
lesions  of  the  cauda  may  extend  up- 
ward beyond  the  third  lumbar  root. 

Occasionally  seeding  metastases  are 
found  in  the  cauda  equina,  secondary  to 
certain  tumors  of  the  brain,  particularly 
medulloblastoma  of  the  vermis.  They 
give  rise  to  radicular  pains  and  the  symp- 
toms of  a lesion  in  this  region. 

Occasionally  one  encounters  a lesion  in 
the  pelvis,  making  pressure  upon  the 
nerve  roots  after  they  have  emerged  from 
the  spinal  canal.  These  lesions  are  the 
chordomas  of  the  pelvis  (tumors  taking 
origin  from  remnants  of  the  notocord  and 
particularly  apt  to  occur  either  at  the 
clivus  in  the  skull,  or  in  the  sacral  zone). 
We  had  an  opportunity  to  observe  such  a 
case  through  part  of  her  illness. 

Case  3. — The  patient  was  a 52-year-old 
housewife,  who  was  first  seen  by  the  writer  in 
May,  1930.  During  the  winter  of  1929,  she 
developed  pain  in  the  lower  spine,  radiating 
toward  the  left  hip.  The  pain  was  worse  when 
she  was  lying  down  and  was  not  aggravated  by 
coughing  or  sneezing.  She  was  treated  with 
baking  and  obtained  relief.  At  that  time 
the  neural  status  was  entirely  negative  except  for 
mild  sensory  disturbances  in  the  distribution  of 
the  first  lumbar  root  on  the  right.  There 
was  no  evidence  of  a primary  focus  of  malignancy. 
There  were  no  signs  of  cord  compression;  the 
diagnosis  of  spondylitis  with  radicular  pain  was 
made. 

In  April,  1936,  a mass  was  discovered  on  the 
left  side  of  the  sacrum,  palpable  on  rectal  ex- 
amination. She  consulted  the  writer  on  April 
24,  1936.  There  was  weakness  in  the  left  lower 
limb,  especially  in  the  gastrocnemius  group; 
there  was  wasting  of  the  hamstring  groups.  A 
suggestive  Lasegue  was  found.  The  left  knee 
jerk  was  diminished,  and  the  left  ankle  jerk  was 
absent.  Lumbar  puncture  yielded  normal  findings. 

Owing  to  the  absence  of  evidence  of  a lesion 


in  the  spinal  canal,  and  the  presence  of  a mass  on 
the  left  side  of  the  pelvis,  it  was  our  impression 
that  we  were  probably  dealing  with  a polyradic- 
ular  lesion  involving  the  lumbosacral  roots,  and 
that  this  lesion  was  probably  a bony  disease  of 
the  pelvis  (chordoma).  The  patient  was  op- 
erated upon  and  the  lesion  was  found  too  ex- 
tensive to  be  attacked  surgically.  The  patient 
subsequently  succumbed,  and  the  diagnosis  of 
chordoma  was  confirmed. 

At  times  trauma  will  aggravate  a pre- 
existing tabes  dorsalis  and  reactivate  the 
lesions,  thus  giving  rise  to  root  irritation. 

The  writer  would  like  to  stress  the  im- 
portance of  bilateral  sciatic  pain  as  a 
symptom  of  primary  or  secondary  disease 
of  the  spinal  column.  If  a “diabetic 
neuritis”  can  be  excluded,  the  incidence 
of  stubborn  bilateral  sciatic  pain  is  sug- 
gestive of  metastatic  disease  of  the  spine. 
This  is  especially  true  of  the  cases  in  which 
no  additional  signs  of  lesion  of  the  cauda 
equina  make  their  appearance.  In  such 
cases  one  may  find  only  diminution  of  one 
or  more  of  the  deep  reflexes  in  the  lower 
extremities.  Careful  x-ray  studies  of  the 
spine  and  of  the  chest  may  reveal  both 
the  primary  and  the  metastatic  foci. 

I had  an  opportunity  to  observe  re- 
cently a case  of  pain  in  the  dorsal  zone  in 
a colored  woman  who  was  admitted  to 
the  Neurological  Service  of  Bellevue  Hos- 
pital, with  the  signs  of  a Brown-Sequard 
syndrome.  X-ray  examination  revealed 
the  presence  of  a knife  blade  in  the  spinal 
cord. 

Finally,  I should  like  to  mention  a 
very  unusual  case  of  pain  in  the  lower 
back  that  may  be  of  some  medicolegal 
interest. 

The  patient  was  a 30-year-old  carpenter  who 
for  many  years  had  had  a lipoma  in  the  region  of 
the  left  hip.  During  his  work  one  day  he  bruised 
this  mass.  It  became  infected  and  drained  pus. 
Soon  afterward  he  developed  pains  in  the  lower 
limbs,  weakness,  and,  within  a few  days,  signs  of 
a diffuse  meningitis.  Lumbar  puncture  revealed 
purulent  fluid  from  which  was  recovered  the 
staphylococcus  aureus.  It  is  quite  likely  in  this 
instance  that  the  infection  traveled  via  the 
perineural  pathways  from  the  original  site  of 
infection  to  the  central  nervous  system  and  thus 
led  to  the  widespread  invasion  of  the  nervous 
system.  1192  Park  Avenue 
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HERNIATION  OF  THE  NUCLEUS  PULPOSUS  AND 
HYPERTROPHIED  LIGAMENTA  FLAVA 

David  M.  Bosworth,  M.D.,  and  Clarence  C.  Hare,  M.D.,  New  York  City 
( From  the  Orthopedic  Service  of  St.  Luke's  Hospital,  New  York  City ) 


For  reasons  of  brevity,  the  literature 
will  be  disregarded  and  the  following 
made  a personal  report.  Since  Decem- 
ber, 1937,  19  patients  whose  histories 
fall  in  fairly  identical  channels  have  been 
investigated,  and  the  above  lesions  found 
in  18  of  them.  Investigation  was  carried 
out  first  with  very  grave  misgivings  and 
relative  infrequency,  and  later  with  more 
confidence  and  less  trepidation.  A rather 
broad  experience  with  low  back  injuries 
over  a number  of  years  has  impressed  the 
writer  with  the  fact  that  many  patients 
complaining  apparently  honestly  of  cer- 
tain subjective  symptoms  showed  no 
orthopedic  objective  findings  to  justify 
their  complaints.  For  this  reason  neuro- 
logic consultation  has  preceded  investi- 
gation in  every  case.  Dr.  Clarence  Hare 
has  studied  most  of  the  cases  and  the 
remainder  have  been  examined  by  Dr. 
Irving  Pardee.  Litigation  present  in 
some  cases  was  absent  in  others  and  yet 
the  cases  patterned  in  a mold.  The 
question  was  frankly  recognized  as  being 
a possible  nerve  root  irritation  due  to 
mechanical  causation  and,  therefore,  it 
was  felt  that  the  abilities  of  both  the 
neurologists  and  orthopedic  surgeons 
should  be  combined  to  secure  the  greatest 
knowledge  and  the  best  results.  For  the 
purposes  of  this  paper  and  because  of  the 
short  postoperative  period,  we  shall  not 
report  results  but  will  try  to  correlate 
history,  examination,  and  operative  find- 
ings. It  must  be  apparent  to  all  that 
investigation  would  have  soon  been 
dropped  had  the  indications  of  success 
in  the  majority  of  cases  not  shown  them- 
selves. 

A typical  clinical  picture  of  a posterior 
herniation  of  a nucleus  pulposus  with 
nerve  root  irritation  from  pressure  is 
rather  classic,  although  misleading  fac- 
tors may  tend  to  confusion.  The  patients 
may  be  of  any  race,  although  to  date  no 


Negroes  with  the  lesion  have  been  en- 
countered in  this  series.  Pain  is  the 
chief  symptom  and  in  every  instance  has 
been  referred  to  a buttock  with  or  with- 
out extension  to  the  posterior  thigh  and 
calf,  sometimes  spreading  toward  the 
anterior  aspect  of  either  or  both.  Tender- 
ness over  the  painful  area  is  generally 
absent  or  slight.  Except  in  acute  cases, 
lumbosacral  pain  is  at  a minimum  and  is 
generally  disregarded  by  the  patient. 
The  pain  is  persistent  and  continuous  to 
some  extent  from  the  time  of  onset. 
Acute  attacks  frequently  occur,  at  which 
time  the  picture  is  that  of  sciatic  scoliosis 
(occasionally  or  slightly  more  than  half 
have  had  symptomatology  on  the  right, 
but  bilateral  distribution  has  not  been 
encountered).  The  pain  is  generally 
accentuated  by  coughing,  sneezing,  or  by 
sudden  increasing  of  intra-abdominal 
pressure.  The  mechanism  of  this  is 
probably  transmitted  spinal  fluid  pres- 
sure due  to  suddenly  increased  intra- 
cranial venous  pressure.  All  motion  of 
the  spine  is  occasionally  limited,  but 
frequently  hyperextension  alone  will  cause 
increased  pain,  and  occasionally  there  is 
no  limitation  of  spinal  motion.  It  is 
probable  that  the  frequency  of  cases  en- 
countered at  present  is  due  to  the  fact 
that  they  have  existed  unrecognized  for 
many  years  and  we  are  now  adequately 
diagnosing  and  caring  for  the  numbers 
that  have  accrued  in  the  past,  much  as  a 
mass  of  infantile  paralysis  victims  must 
be  reconstructed  following  any  epidemic. 
When  we  have  cared  for  those  that  have 
gone  unrecognized,  the  new  cases  may  be 
infrequent. 

The  greatest  number  of  cases  occur 
between  the  ages  of  30  and  45,  although 
they  have  been  encountered  as  young  as 
20  and  as  old  as  50.  Over  three  fourths 
have  been  men  and  we  are  inclined  to 
investigate  women  more  critically.  No 
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typically  free  rupture  has  been  found 
among  women.  All  their  lesions  to  date 
have  been  of  the  chondromatous  type,  of 
which  we  shall  speak  later.  One  third 
of  the  cases  have  been  complicated  by 
litigation,  compensable  insurance,  or 
otherwise,  but  such  litigation  has  not 
seemed  to  influence  the  outcome  to  date. 
All  patients  have  been  active  in  manual 
labor  or  occupations  except  2,  who  were  of 
sedentary  pursuit  but  received  their 
injuries  attempting  unusual  activity. 
Four  cases  were  complicated  by  other 
pathology — 1 by  a gastric  ulcer,  another 
by  an  osteoma  of  the  spine  above  the  level 
of  the  hernia,  and  2 by  biliary  tract  dis- 
ease. Several  cases,  however,  showed 
moderate  evidences  of  degeneration,  such 
as  hypertrophic  arthritis,  calcified  bursae 
elsewhere,  etc.  Pelvic  or  rectal  examina- 
tions have  been  routinely  done  and  were 
negative  except  in  the  1 case  where  no 
hernia  was  demonstrated.  In  this  case 
prostatic  pathology  was  present.  All 
patients  had  had  treatment  directed 
toward  sciatic  neuritis,  arthritis,  lumbo- 
sacral strain,  etc.,  without  relief.  Several 
had  had  manipulations,  which  made  them 
worse.  One  had  had  a concomitant  lues, 
considered  the  cause  of  pain  and  neuro- 
logic changes,  and  had  been  treated  with- 
out relief.  One  patient  had  had  an  in- 
jection of  the  sciatic  nerve,  which  mark- 
edly complicated  the  picture,  temporar- 
ily paralyzed  the  sciatic  distribution, 
and  failed  to  relieve  pain.  In  1 in- 
stance, with  a diagnosis  of  the  nucleus 
lesion  already  made,  twenty-two  teeth 
were  extracted  for  pyorrhea  at  the  insti- 
gation of  a physician.  Relief  was  not 
afforded  thereby.  Heat,  traction,  medi- 
cation, diathermy,  stretching,  bedrest, 
chiropractic  treatments,  osteopathy,  mas- 
sage, vitamin  therapy,  and  mechanical 
support  had  all  been  tried  in  various 
cases  to  no  avail.  We  have  reason  to 
believe  that  a few  cases  of  spine  fusion 
that  have  been  unrelieved  may  have 
herniated  nuclei,  and  we  intend  to  in- 
vestigate these. 

The  onset,  in  all  except  3 proved  in- 
stances, coincided  with  trauma  to  the 
spine  of  varying  severity.  The  trauma 


was  generally  direct,  such  as  a fall  on  the 
buttocks  or  a snap  of  the  back  while  in 
hyperextension,  such  as  occurred  with  the 
slipping  of  a foot  while  carrying  a heavy 
crate  in  the  arms.  It  also  occurred 
following  manipulation  of  the  lower  ex- 
tremities during  childbirth,  from  shovel- 
ing snow,  or  from  the  simple  pulling  of  a 
sled.  There  was  generally  a definite  in- 
stance that  the  patient  clearly  remem- 
bered, but  in  3 cases  in  which  hernias  were 
found  operatively,  there  was  absolutely 
no  trauma  remembered  and  the  develop- 
ment was  slow  and  progressive.  The 
shortest  duration  was  two  months,  2 
cases  had  persisted  for  fifteen  years  each, 
and  the  average  was  four  and  one-half 
years.  One  patient  whose  symptoms 
had  existed  for  fifteen  years  had  been 
treated  by  over  twenty  doctors  and  had 
spent  an  average  of  three  months  a year 
in  a hospital  bed,  having  had  innumerable 
attacks  of  sciatic  scoliosis.  As  has  been 
stated,  due  to  the  lack  of  objective  find- 
ings and  the  obscurity  of  the  diagnosis, 
no  case  has  been  operated  upon  without 
a preceding  first-class  neurologic  exami- 
nation and  opinion  concurring  in  the  ne- 
cessity of  such  operation.  Frequently 
neurologic  decision  to  acquiesce  in  sur- 
gery has  depended  finally  upon  lipio- 
dolography  findings,  no  objective  path- 
ology being  demonstrable.  In  other 
words,  the  man’s  complaints  have  alone 
been  present.  Due  to  this,  one  third  of 
the  cases  had  been  diagnosed  as  malin- 
gerers, neurotics,  fakers,  etc.  Upon  one 
occasion  the  examining  neurologist  made 
a notation  that  whereas  the  patient 
claimed  total  disability  for  the  previous 
five  years,  he  had  managed  to  have  five 
children  within  that  time,  which  in  itself 
tended  to  negate  claims  of  low  back  disa- 
bility. This  notation  was  reversed  by 
lipiodolography  and  a typical  herniation 
was  found  and  removed  and  relief  of 
symptoms  to  date  secured.  Typical  neu- 
rologic findings  when  present,  in  order  of 
importance,  consisted  in  loss  or  decrease 
of  an  ankle  jerk,  atrophy  of  thigh  or  calf, 
reduction  or  loss  of  knee  jerk,  or  an  area 
of  anesthesia.  The  latter  finding  was 
rarely  present  and  if  present  was  small 
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H.  I.  537  On  March  2,  the  patient  had  typical  symptomatology  and  clinical  findings  of  herniated 
nucleus.  Thinning  of  disc  between  fourth  and  fifth  lumbar  and  sclerotic  adjacent  borders  of  verte- 
brae were  too  great  for  nuclear  herniation.  The  remaining  annulus  fibrosis  would  have  held  the 
bodies  apart.  By  March  31,  x-rays  show  destruction  typical  of  tuberculosis. 


and  localized  to  the  foot.  Reflex  changes 
have  been  seen  to  vary  on  repeated  ex- 
aminations, loss  or  decrease  being  an  in- 
constant finding.  Fixed  scoliosis,  limi- 
tation of  straight  leg  raising,  sciatic  or 
lumbosacral  tenderness,  weakness  of  the 
peronei  muscles,  loss  of  hyperextension  of 
the  spine,  and  accentuation  of  pain  on 
coughing  or  straining  were  frequently  pres- 
ent, but,  due  to  the  possibility  of  imita- 
tion and  active  willful  simulation,  cannot 
be  accepted  at  their  full  face  value.  No 
case  gave  a history  of  back  pathology 
previous  to  the  clear-cut  onset  of  the  pres- 
ent lesion.  Spinal  tap  was  done  in  all 
cases  following  neurologic  examination. 
Manometric  findings  were  negative  in 
every  instance.  It  is  noteworthy  that  on 
two  or  three  occasions  dry  tap  was  en- 
countered at  the  exact  level  of  the  lesion, 
although  fluid  was  obtained  above  or  be- 
low it.  The  explanation  of  this  was  prob- 
able occlusion  of  the  needle  point  by  the 
herniated  mass.  Protein,  if  above  50,  is 
extremely  helpful,  but  in  only  4 instances 
of  the  present  series  was  it  so  elevated. 
On  all  other  occasions  it  varied  from  a low 
of  12.5  to  a high  of  48.5.  Clearly  the 
protein  cannot  be  relied  on  to  rule  out 
this  lesion.  Cell  counts  varied  from  0 
to  4 per  field.  Spinal  or  blood  Wasser- 


manns  were  negative  in  every  instance  in- 
cluding the  treated  luetic  case.  Flat  x- 
rays  were  never  diagnostic.  Frequently 
they  were  confusing  in  that  they  showed 
what  have  in  the  past  been  considered 
gross  mechanical  lesions,  such  as  antero- 
posterior facets,  narrowing  and  sclerosis 
of  the  fifth  lumbar  disc,  sacralization  of 
the  last  lumbar  segment,  etc.  A sugges- 
tion of  narrowing  of  the  third  or  fourth 
lumbar  disc  has  frequently  been  present 
at  the  site  of  a lesion  later  demonstrated. 
No  gross  narrowing  of  an  intervertebral 
disc  should  be  present;  if  present,  it 
should  raise  a warning  against  the  diag- 
nosis of  herniation  in  favor  of  some  other 
lesion,  such  as  tuberculosis.  This  is 
particularly  true  if  sclerosis  or  atrophy  of 
the  adjacent  bodies  is  present,  or  asso- 
ciated hypertrophic  changes  can  be  seen 
on  the  anterior  vertebral  margin.  Lipio- 
dolography  x-rays  should  be  taken  both 
anteroposterior  and  lateral.  Although 
some  hold  that  the  anteroposterior  view  is 
the  most  diagnostic,  at  present  we  rely 
more  on  the  lateral  projection.  A defi- 
nite defect  in  the  anteroposterior  view, 
of  course,  is  certain  evidence  but  the  sup- 
pression of  a nerve  root  filling  shadow 
should  also  make  one  suspicious.  Lateral 
projection  must  be  taken  with  the  pa- 
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A.  T.  514  Typical  appearance  of  posterior  herniation  between  the  fourth  and  fifth  lumbar  both 
in  the  anteroposterior  and  lateral  views.  It  is  rare  to  get  x-ray  findings  so  clearly  diagnostic.  Note 
that  thinning  of  fourth  disc  compared  with  third  is  slight. 


tient  supine,  gradually  raising  the  thorax 
between  x-ray  exposures  to  flow  the 
heavy  lipiodol  slowly  from  the  region  of 
the  first  lumbar  downward  until  each 
intervertebral  space  of  the  lumbar  area 
has  been  clearly  outlined  or  a block  se- 
cured. While  fluoroscopy  is  interesting, 
with  the  above  outline  of  all  the  interver- 
tebral spaces  in  lateral  profile,  few  cases 
should  be  missed.  A normal  posterior 
bulge  of  the  annulus  fibrosis  is  sometimes 
present  opposite  each  disc  but  is  accentu- 
ated by  a hernia,  and  this  area,  if  com- 
pared with  those  above  and  below,  will 
show  that  the  column  of  lipiodol  has  not 
only  been  indented  further,  but  has  gen- 
erally been  lifted  off  the  posterior  surface 
of  the  body  above  the  involved  disc  for  a 
variable  distance.  General  constriction 
of  the  column  opposite  a disc  has  been 
found  to  accompany  herniation  plus  hy- 
pertrophy of  the  ligamentum  flavum. 


Such  hypertrophy  is  probably  due  to  in- 
jury at  time  of  the  herniation  or  to  the 
subsequent  irritative  response.  A vary- 
ing amount  of  hypertrophy  of  the  liga- 
mentum flavum  was  found  operatively  in 
8 cases. 

We  feel  that  lipiodol  should  not  be  in- 
jected promiscuously  and  not  at  all  un- 
less definite  plans  have  been  made  for  the 
operative  removal  as  completely  as  pos- 
sible in  every  case.  All  patients  are 
warned  before  injection  that  operation 
will  be  necessary — a short  one  if  defect 
is  not  found,  in  order  to  remove  the  lipi- 
odol, and  a longer  one  if  defect  is  ex- 
posed, to  remove  the  lipiodol  and  the 
defect.  We  feel  that  operative  findings 
have  clearly  shown  fresh  adhesions  within 
the  dura  present  within  two  or  three  days 
after  injection  with  lipiodol.  This  feeling 
is  further  borne  out  by  the  fact  that  x-rays 
must  be  done  immediately  following 
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lipiodol  installation  to  get  the  smoothest 
flow  and  the  best  pictures.  Within  a day 
or  two  the  lipiodol  column  will  appear 
scattered  and  not  confluent,  indicating 
intradural  adhesions  breaking  up  the 
column  of  fluid.  While  the  incidence  of 
irritation  due  to  lipiodol  is  reported  as 
low,  all  danger  incident  to  its  presence 
should  be  avoided  as  much  as  possible 
by  early  removal.  For  this  reason  lipi- 
odolography  is  followed  by  operation  on 
the  same  or  the  next  day.  Removal  at 
operation  by  us  has  always  been  incom- 
plete. The  bulk  of  injected  oil  has  been 
removed,  but  remnants  frequently  of 
some  size  are  left  behind.  There  have 
been  no  cases  injected  with  lipiodol  not 
included  in  this  series.  Accuracy  of  di- 
agnosis before  injection  has  been  94  per 
cent,  and  the  real  result  of  lipiodolog- 
raphy  has  been  to  definitely  localize  the 
lesion. 

With  the  clear  picture  of  symptoma- 
tology confirmed  by  neurologic  examina- 
tion and  the  lesion  localized  by  lipiodol- 
ography,  skin  marking  by  intracuta- 
neous  dye  injection,  lead  marker  and 
x-ray,  operation  is  prepared  for.  Anes- 
thesia by  spinal  novocain  or  avertin  ni- 
trous oxide  has  proved  preferable  to 
cyclopropane  because  of  apparent  in- 
creased bleeding  with  the  latter.  All  op- 
erations have  consisted  of  laminectomy 
over  the  lesion,  leaving  the  articular 
facets  in  place,  and  transdural  removal 
of  the  lesion.  The  procedure  is  tech- 
nically difficult  and  takes  between  fifty 
minutes  and  two  and  one-half  hours.  It 
should  not  be  undertaken  without  exten- 
sive experience  in  spinal  work.  The  pro- 
cedure is  peculiar  in  that  an  hour  may 
be  spent  in  hard,  meticulous  work  ex- 
posing the  lesion,  with  a final  few  seconds 
of  drama  when  the  lesion  is  removed. 
Removal  of  the  arch  and  spinous  processes 
of  two  or  three  segments,  leaving  the 
articular  facets  behind  has  not  seemed  to 
unstabilize  the  patients’  backs.  In  1 in- 
stance an  articular  facet  was  broken  off 
and  removed  and  in  this  1 instance  alone 
mechanical  local  symptoms  were  present. 
No  cases  of  shock  were  encountered. 

Herniations  were  found  and  removed 


H.  W.  513  Double  indentation  of  lipiodol 
column  with  herniation  found  opposite  third 
disc.  Note  that  column  of  lipiodol  is  raised 
from  the  posterior  surface  of  third  body  where 
herniation  was,  but  not  from  the  fourth  body. 
The  fourth  disc  is  apparently  normal. 

in  15  instances  of  the  17  spines  exposed. 
In  2 instances  due  to  faulty  placing  of 
the  x-ray  marker,  the  lamina  below  the 
lesion  was  removed.  In  both  of  these,  the 
patients’  symptoms  were  relieved  by  the 
removal  of  the  ligamentum  fiavum  from 
the  under  surface  of  the  lamina  above, 
apparently  decompressing  the  nerve  root 
as  it  passed  over  the  herniated  material. 
The  radiculitis  and  pain  result,  not  from 
bowing  of  the  nerve  around  a mass,  but 
from  pinching  of  the  root  between  the 
mass  and  ligamentum  fiavum  or  bony 
vertebral  arch.  This  would  suggest  sim- 
ple laminectomy,  leaving  the  herniated 
mass  in  place.  To  date  we  have  not  dared 
to  do  this  intentionally.  The  herniated 
lesions  appeared  in  two  classes.  Half 
were  of  the  usual  type,  in  which  a coiled 
fragment  of  nucleus  1 or  P/2  inches  long 
by  x/a  inch  or  less  in  diameter  was  re- 
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C.  M.  506  Herniation  found  at  fourth  disc  with  marked  hypertrophy  of  ligamen- 
tum  flavum,  causing  compression  of  lipiodol  column  in  hourglass  fashion. 


moved  in  one  piece.  Almost  all  of  these 
fragments  were  solidly  attached  to  the 
posterior  annulus  fibrosis  at  one  end,  re- 
quiring sharp  dissection  to  free  them. 
The  other  type  consisted  of  a chondro- 
matous  mound  (the  chondromas  of  Els- 
berg),  which  required  removal  piecemeal. 
Changes  in  the  position  of  the  patient 
on  the  operating  table  by  flexion  and  ex- 
tension tended  to  make  the  mass  change 
in  prominence.  In  1 instance  a clearly 
palpated  mass  disappeared  for  no  appar- 
ent reason,  again  reappearing  before 
closure,  enabling  removal.  In  all  in- 
stances an  opening  at  the  base  of  the  her- 
niation communicated  freely  with  the 
intervertebral  disc.  X-ray  therapy  post- 
operatively  is  used  to  limit  deep  scar  for- 
mation. The  length  of  hospitalization 
has  been  from  fifty  days  in  early  cases  to 


twenty-one  days  at  present,  and  all  pa- 
tients were  ambulatory  without  brace  or 
support  on  discharge. 

Complications  have  arisen.  One  death 
occurred,  apparently  due  to  prolonged 
nitrous  oxide  anesthesia.  The  patient, 
though  warm,  dry,  and  with  good  pulse, 
never  regained  consciousness  and  died  in 
about  twenty  hours.  Symptoms  have 
recurred  at  the  present  time  in  1 case. 
Bladder  and  rectal  dysfunction,  but  not 
paralysis,  associated  with  moderate  saddle 
anesthesia,  is  still  present  in  1 instance, 
six  weeks  following  operation.  Transient 
bladder  retention  of  from  twenty  to  forty- 
eight  hours  has  occurred  frequently,  as- 
sociated with  mild  saddle  anesthesia,  but 
all  rapidly  cleared  up  except  the  1 case 
mentioned  above.  Loss  or  depression  of 
knee  jerks  and  ankle  jerks  has  not  been 
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J.  B.  484F  Postlaminectomy  showing  intradural  lipiodol  removed,  but  epidural  injection 
remaining  in  situ.  Case  asymptomatic  at  full  laborious  work. 


an  uncommon  finding,  but  these  appear 
to  be  regained.  Sciatic  pain  has  been  re- 
lieved in  all  instances  except  those  men- 
tioned above.  Atrophy,  when  present 
preoperatively,  has  disappeared  in  the 
earlier  cases.  Spinal  weakness  following 
laminectomy  may  later  prove  a compli- 
cating factor  but  to  date  has  not  appeared 
so.  Postoperative  headache  occasion- 
ally occurs  but  it  is  amazing  that  with 
the  massive  spinal  drainage  done  it  is  not 
usually  seen.  In  1 instance  a silk  suture 
granuloma  beneath  a healed  skin  wound 
forced  removal  of  the  deep  stitches. 

Conclusions 

1.  This  lesion  must  be  suspected  from 
a typical  history,  final  proof  resting  upon 
lipiodolography  and  surgery. 

2.  Elevation  of  serum  protein  is  not 
always  present. 

3.  Removal  of  such  a lesion,  while 
necessary,  is  dangerous  and  will  be  fol- 
lowed in  some  instances  by  undesirable 
sequelae. 

4.  Any  case  presenting  unusual  his- 
tory, examination  findings,  or  x-ray  varia- 
tions is  likely  not  to  belong  to  this 
group  of  lesions. 

5.  Laminectomy  per  se  does  not  seem 
to  markedly  weaken  the  spine  function- 


ally if  the  articular  facets  are  left  intact. 

Additional  Discussion  by  Dr.  Hare 

A study  of  cases  with  verified  hernia- 
tions of  a nucleus  pulposus  is  of  particular 
value,  for  in  them  we  have  some  means  of 
correlating  symptoms  with  pathologic 
changes ; in  some  cases  even  without  any 
objective  abnormal  neurologic  signs.  It 
seems  quite  important  to  emphasize  the 
train  of  symptoms  in  these  cases.  The 
history  of  the  sudden  onset  of  pain  in  the 
low  back;  the  sensation  of  something 
snapping  in  the  same  area;  the  sudden 
loss  of  power  in  one  or  both  legs  for  a few 
minutes’  time;  the  fact  that  these  occur 
in  a previously  well  individual  and  that 
they  occur  while  shifting  the  spine  from 
flexion  to  extension  with  some  twisting 
motion,  or  a sudden  fall  on  the  feet  or 
back,  is  most  important. 

It  is  also  important  to  remember  that 
the  pain  may  then  subside  and  recur  after 
a variable  period  of  time,  usually  within 
a few  weeks,  and  then  radiate  down  the 
back  of  one  leg.  This  pain  may  then 
subside  spontaneously  or  with  nonopera- 
tive treatment,  after  a few  weeks’  or 
months’  time.  Unfortunately,  however, 
it  recurs  oftentimes  after  the  patient  has 
been  told  he  is  cured.  The  sciatic  pain, 
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J.  W.  507  Partial  suppression  of  L4  nerve  root  shadow.  Typical  herniation  removed  at  opera- 
tion in  spite  of  small  changes  in  lipiodol  column  in  both  views.  The  suppression  of  the  L4  nerve 
root  was  constant  on  changing  the  patient’s  position  and  trying  to  refill  the  defect. 


which  appears  to  be  a universally  common 
symptom,  is  so  severe  he  is  unable  to  work. 

In  considering  these  cases  in  which  the 
herniation  occurs  between  the  fourth 
lumbar  vertebra  and  the  fifth  lumbar 
vertebra,  which  form  the  major  portion  of 
this  group,  I would  like  to  emphasize 
further  that  in  some  few  of  them  there  are 
no  abnormal  neurologic  signs  even  on  care- 
fully detailed  examination  months  after 
injury.  There  are,  of  course,  signs  of 
pain  on  leg-raising  movements.  In  some 
few  other  cases  the  neurologic  signs  are 
minimal  and  consist  of  a slight  reduction 
of  the  achilles  reflex  on  the  affected  side, 
or  slight  diminution  of  sensation  over  the 
lateral  and  dorsal  aspects  of  the  foot,  or 
slight  atrophy  of  the  thigh  muscles.  In 
other  cases  these  signs  are  pronounced,  so 
that  the  achilles  reflex  is  lost,  or  sensation 
is  quite  diminished,  or  the  atrophy  quite 
pronounced. 

I have  had  the  opportunity  to  examine 
most  of  the  cases  in  this  series  from  the 


neurologic  standpoint.  Two  of  the  pa- 
tients I considered  hysterical  because 
I was  unable  to  find  any  abnormal  signs 
and  because  of  the  variability  of  the  pain. 
In  1 man  the  pain  was  so  severe  that  any 
leg  movement  while  he  was  lying  in  bed 
produced  an  expression  of  great  pain.  I 
then  had  him  walk  and  after  doing  so  told 
him  to  dress.  He  sat  on  the  edge  of  the 
bed,  bent  forward,  flexed  and  lifted  his 
legs,  pulled  on  his  shoes,  tied  the  laces — 
and  all  this  without  any  sign  of  pain. 
He  was  relieved  of  his  pain  after  the  re- 
moval of  a large  herniated  nucleus  pul- 
posus  between  the  fourth  and  fifth  lumbar 
vertebrae.  The  variability  of  the  pain 
in  that  particular  case,  as  well  as  in  others, 
appears  quite  definitely  to  have  been  re- 
lated to  the  positions  of  flexion  or  exten- 
sion of  the  spine. 

Another  patient  who  had  severe  pain 
on  any  leg  movement  while  lying  in  bed 
and  who  claimed  he  had  had  this  pain 
for  some  months,  told  me  upon  question- 
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C.  K.  510B  Sacralization  of  the  last  lumbar  vertebra  with  fusion  of  two  years’  duration  and 
no  relief  of  symptoms  showed  complete  defect  in  lipiodol  column  opposite  the  fourth  disc.  Duration 
and  constancy  of  symptoms  would  tend  to  rule  out  tumor,  but  herniation  has  not  definitely  been 
proved  due  to  refusal  of  operative  permission. 


J.  W.  507B  Postlaminectomy  showing  the  amount  of  lipiodol  that  can  be  removed  at  opera- 
tion. 
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490B  Photomicrograph  showing  degenerative 
changes  in  herniated  material. 


ing  that  he  had  continued  his  habit  of 
having  sexual  relations  with  his  wife  sev- 
eral times  each  week.  This  statement,  in 
relation  to  the  fact  that  I was  unable  to 
find  any  abnormal  neurologic  signs,  led 
me  to  the  belief  that  his  pain  could  not 
be  real.  However,  he  was  relieved  of  it 
after  removal  of  a herniated  nucleus  pul- 
posus. 

In  the  other  patients  I examined,  the 
diagnosis  of  a herniated  nucleus  was 
made  before  lipiodol  was  introduced  into 
the  lumbar  sac.  The  value  of  lipiodol  ap- 
pears, however,  to  more  than  balance  its 
disadvantages,  inasmuch  as  it  gives  defi- 
nite proof  of  the  diagnosis  and  permits 
the  surgeon  to  find  the  herniation  by  re- 
fnoval  of  only  one  vertebral  lamina.  In 


1 case  an  extradural  injection  of  lipiodol 
was  followed  by  extension,  apparently 
along  the  nerve  sheaths,  but  actually  in 
the  soft  tissues  of  the  buttocks  outside 
the  sheaths.  An  intradural  lipiodol  in- 
jection followed  this  with  notching,  indi- 
cating a herniated  nucleus.  Removal  of 
this  has  alleviated  all  symptoms,  even 
though  the  extradural  lipiodol  remains. 

There  is  only  one  other  fact  that  I 
should  like  to  stress,  which  is  important. 
The  orthopedic  surgeon,  in  attempting  to 
remove  a herniated  nucleus,  may  be  work- 
ing in  a field  with  which  he  is  anatom- 
ically unfamiliar.  In  most  cases  the 
posterior  and  anterior  surface  of  the  dura 
must  be  opened  and  the  nucleus  removed 
from  between  the  nerve  roots  of  the  cauda 
equina.  Since  nerve  tissue  is  very  sus- 
ceptible to  any  trauma  and  may  repair 
very  slowly  at  best,  extreme  care  must  be 
used  in  handling  the  nerve  fibers.  It  re- 
quires slow  and  careful  work,  if  serious 
consequences  are  to  be  avoided,  some  of 
which  may  be  much  more  detrimental 
to  the  patient’s  welfare  than  the  pain 
caused  by  the  herniated  nucleus.  The 
surgeon  who  has  not  the  patience  nor  the 
skill  to  handle  tissues  without  trauma 
should  not  undertake  this  operation. 

I should  like,  in  closing,  to  congratulate 
Dr.  Bosworth  on  having  completed  his 
operative  work  on  this  group  of  patients 
without  any  major  signs  of  nerve  tissue 
damage.  I should  furthermore  like  to 
congratulate  him  on  the  splendid  moving 
pictures  for  which  he  and  his  brother  de- 
serve sole  credit. 


Correspondence 


To  the  Editor: 

I am  in  receipt  of  a letter  from  the 
Times  Sale  Company,  Chicago,  111.,  re- 
garding a gentleman  by  the  name  of 
H.  E.  Stanton  alias  H.  E.  Smith  who  is 
swindling  doctors  in  this  state  at  the 
present  time. 

On  August  14th  he  came  into  my 
office  soliciting  subscriptions  for  the 
Times  Company — a check  was  given  this 
gentleman,  and  then  the  check  was 
cashed  with  improper  endorsement  and 


fictitious  name.  However,  payment  was 
stopped. 

The  Times  Company  report  that  he  is 
a “swindler”  using  forged  credentials. 
He  is  a smooth  character,  and  the  Times 
Company  asked  me  to  notify  the  Journal 
about  this  swindler. 

Sincerely  yours, 

Rudolph  Ruedemann,  Jr.,  M.D. 

256  State  Street 
Albany,  N.  Y. 

August  21,  1939 


AN  UNIDENTIFIED  MICROORGANISM  RESEMBLING 
B.  LIGNIERI  AND  PAST . PSEUDOTUBERCULOSIS , AND 
PATHOGENIC  FOR  MAN 


Joseph  I.  Schleifstein,  M.D.,  and  Marion  B.  Coleman,  Albany,  New  York 

(From  the  Division  of  Laboratories  and  Research,  New  York  State  Department  of  Health,  Albany, 

New  York) 


The  incitants  of  disease  in  wild  and 
domestic  animals  are  assuming  an  in- 
creasingly significant  role  in  human  medi- 
cine, and  several  authenticated  instances 
of  infections  in  man  with  Past,  pseudotu- 
berculosis and  B.  lignieri  have  been  re- 
ported.1-7 While  cases  of  human  disease 
attributed  to  these  particular  incitants 
have  not  been  encountered  in  New  York 
State,  microorganisms  with  certain  of  the 
properties  of  both  these  species,  but  differ- 
ing from  each,  have  been  associated  with 
infections  in  5 patients.  The  morphologic, 
biochemical,  cultural,  and  serologic  char- 
acters of  the  5 strains  are  identical. 

Clinical  Data 

Case  1. — The  first  culture  was  received  in  1923. 
The  data  in  regard  to  it  indicated  that  the 
microorganism  had  been  isolated  from  a chronic 
granuloma  on  the  chin  of  a carpet  worker.  The 
lesion  was  ulcerated  and  indurated,  and  the  as- 
sociated cervical  glands  were  enlarged  and 
tender.  The  patient  ran  a moderate  fever.  With 
proper  drainage,  the  lesion  gradually  healed. 

Case  2. — The  second  culture  was  received  in 
1934  and  had  been  isolated  from  a glanders-like 
infection  by  Mclver  and  Pike.8  The  patient,  a 
widow,  53  years  of  age,  who  was  living  on  a farm, 
had  a carbuncle  on  the  left  cheek  four  weeks 
before  admission  to  the  hospital.  On  admission, 
there  were  two  inflammatory  ulcers  on  the  left 
side  of  the  face  and  several  sinuses  discharging 
white  pus.  The  regional  cervical  lymph  glands 
were  enlarged  and  tender.  The  lesion  was  ade- 
quately drained  and  treated  with  wet  dressings, 
exposure  to  sunlight  and  ultraviolet  radiation, 
and  x-ray  therapy.  The  course  of  the  infection 
isreportedas  extraordinarily  chronic  and  indolent, 
the  lesion  healing  only  after  four  months. 

Case  3. — The  third  strain,  received  March  17, 
1938,  had  been  obtained  at  autopsy  from  an  in- 
testinal ulcer  in  a young  boy  who  had  died  with 
acute  enterocolitis. 


Case  4. — The  fourth  culture  was  isolated  from 
a specimen  of  feces  received  on  December  24, 
1938,  from  a female  child  4V2  years  of  age.  When 
first  seen,  she  was  thought  to  have  typhoid  fever ; 
the  diagnosis  was  later  changed  to  acute  ap- 
pendicitis. On  removal  at  operation,  the  ap- 
pendix appeared  inflamed,  as  did  also  about  5 
inches  of  the  tertninal  ileum.  The  patient  had  a 
stormy  postoperative  course,  with  high  tem- 
perature of  the  septic  type,  and  for  a time  was 
nearly  moribund.  However,  she  gradually  re- 
covered and  was  able  to  leave  the  hospital.  When 
last  seen  she  was  slowly  convalescing,  but  was 
in  bed,  weak  and  anemic. 

Case  5. — The  fifth  culture  was  isolated  from 
two  specimens  of  feces  received  in  January,  1939, 
from  a female  child  1 year  old.  The  patient  was 
being  fed  on  a canned  milk  formula.  The  history 
indicated  that  at  the  time  the  first  specimen  was 
collected,  the  child  had  been  severely  ill  for  four 
days  with  acute  enteritis,  diarrhea,  and  vomiting; 
she  was  unable  to  take  nourishment,  and  fluids 
had  to  be  forced.  The  second  specimen  was  sub- 
mitted fourteen  days  after  the  onset  of  the  dis- 
ease; the  patient  still  had  diarrhea  and  fever. 
Twelve  days  later,  she  had  completely  recovered 
except  for  an  occasional  elevation  of  temperature 
and  considerable  mucus  in  the  stools. 

Bacteriologic  Study 

The  microorganism  is  a motile,  Gram- 
negative rod  with  a tendency  to  bipolar 
staining.  Considerable  morphologic  vari- 
ation is  exhibited  on  different  types  of  cul- 
ture media.  Coccoid  forms  about  the  size 
of  staphylococci  and  short  rods  are  found 
in  eighteen-hour  cultures  on  blood  agar. 
Bacillary  forms  with  definite  polar  bodies 
predominate  in  eighteen-hour  cultures  on 
a modification  of  Endo  agar.9  Stained 
with  Loeffler’s  alkaline  methylene  blue, 
they  bear  a striking  resemblance  in  size 
and  form  to  Corynebacteria.  On  beef- 
infusion  agar  the  rods  are  thicker  than  on 
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TABLE  1. — Results  of  Animal  Tests 


Number 

of  Date  of 

Mice  Inoculation 

Infecting  Material 

Death 

Pathologic  Findings 

Culture 

Recovered 

from 

Intraperitoneal  inoculation 

3 1-16-39  Organ  suspension 

from  infected 
guinea  pig,  0.1  cc. 

1 3-27-39  18-hour  broth  culture 

0.15  cc. 

2-2  days 
1-3  days 

1-2  days 

Peritonitis,  miliary  nodules  in 
liver,  spleen,  lungs,  and  kid- 
ney 

Periorchitis  in  1 
Peritonitis,  miliary  nodules  in 
liver,  spleen,  lungs,  and  kid- 
ney 

Peritoneal  exudate; 
heart’s  blood 

Peritoneal  exudate 

Subcutaneous  inoculation 

3 1-16-39  Organ  suspension 

from  infected 
guinea  pig,  0.1  cc. 

2-6  days 
1-19  days 

Abscess  at  site  of  injection, 
enlarged  iguinal  and  peri- 
toneal lymph  nodes,  miliary 
nodules  in  liver,  spleen,  lungs, 
and  myocardium 
Nodules  in  myocardium  in  1 

Peritoneal  exudate; 
heart’s  blood 

Feeding  experiments 
2 1-16-39 

2 2-4-39 

2-23-39 

Organs  from  infected 
guinea  pig 

Organs  from  infected 
guinea  pig 

2-9  days 

1-10  days 
1-26  days 

Peritonitis 

Peritonitis 

Heart [s  blood;  in- 
testinal contents 
Heart’s  blood;  in- 
testinal contents 

Endo  agar,  with  rounded  ends  and  some 
tendency  to  bipolar  staining. 

Motility  is  observed  in  hanging  drops 
of  broth  cultures,  and  flagella  can  be 
demonstrated  in  preparations  stained  by 
Gray’s  method,10  when  the  cultures  are 
grown  at  room  temperature  but  not  when 
they  are  incubated  at  approximately 
37  C. 

Cultures  develop  readily  under  aerobic 
conditions  on  plating  media  employed  for 
the  isolation  of  bacillary  incitants  of  en- 
teric disease:  beef-infusion  agar  without 
enrichment,  desoxycholate  citrate,11  eosin 
methylene  blue,12  and  a modification  of 
Endo  agar.9  After  eighteen  hours’  in- 
cubation, smooth  opaque  colonies  vary 
from  the  size  of  a pin  point  to  about  0.5 
mm.  in  diameter,  and  from  1 to  2 mm. 
after  longer  incubation.  Rough  colonies 
with  crenated  edges  develop  very  readily 
and  are  larger  and  more  translucent  than 
smooth  colonies. 

In  Russell’s  double  sugar  medium,  an 
acid  reaction  is  produced  in  the  butt  only, 
or  in  the  butt  and  slant;  and  usually 
there  is  evidence  of  gas  only  after  incuba- 
tion for  two  days. 

The  5 strains  have  identical  bio- 
chemical reactions,  and  all  are  aggluti- 
nated in  the  same  dilution  as  the  homolo- 
gous strain  in  serum  produced  in  a rab- 
bit with  one  of  them.  Strains  designated 
as  B.  lignieri  and  Past,  pseudotuberculosis 
received  from  other  laboratories  are  not 
agglutinated  in  the  serum.  In  sera  pro- 


duced with  a strain  of  B.  lignieri  and  with 
one  of  Past,  pseudotuberculosis  there  was 
no  agglutination  with  any  of  the  other 
available  strains  of  these  species,  nor  with 
the  strain  under  consideration. 

Animal  Inoculation 

The  microorganism  is  highly  virulent  for 
mice,  infection  being  easily  established 
by  intraperitoneal  injections  of  culture  or 
organ  emulsions  from  infected  animals. 
Death  usually  ensues  within  two  to  three 
days.  Subcutaneous  inoculations  also 
result  fatally.  Mice  fed  with  organ  emul- 
sion of  infected  animals  succumbed  in 
from  nine  to  twenty-six  days  (see  Table 
1). 

Virulence  for  laboratory  animals  other 
than  the  mouse  is  variable.  The  guinea 
pig  is  easily  infected  by  the  intraperitoneal 
route,  but  subcutaneous  inoculation  and 
the  feeding  of  infectious  material  had  no 
effect.  The  white  rat  is  only  moderately 
susceptible.  Two  rabbits  inoculated  in- 
travenously were  sacrificed  more  than 
two  months  later  and  showed  no  evidence 
of  infection.  A third  rabbit,  chloroformed 
and  autopsied  two  weeks  after  intraperi- 
toneal inoculation,  showed  gross  lesions 
resembling  those  in  mice  and  guinea  pigs. 
This  animal,  however,  had  an  infection 
in  one  eye  incited  by  another  microorgan- 
ism, which  may  have  increased  its  sus- 
ceptibility. 

All  animals  dying  from  the  infection 
show  an  interesting  postmortem  ap- 
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pearance.  The  findings  in  the  mouse  may- 
serve  as  an  example.  At  autopsy,  wasting 
and  emaciation  are  observed.  There  is 
frequently  a local  induration  at  the  site 
of  intraperitoneal  injection.  Inguinal 
and  peritoneal  glands  are  usually  en- 
larged. The  peritoneum  shows  a granu- 
lar, whitish  exudate.  Most  strikingly 
characteristic  are  the  numerous  miliary 
necrotic  nodules  varying  in  size  from  a 
pin  point  to  areas  from  3 to  5 mm.  in 
diameter.  While  scattered  throughout 
the  peritoneal  cavity  and  on  the  dia- 
phragm, these  nodules  have  always  been 
found  beneath  the  capsule  of  the  liver  and 
spleen  and  throughout  the  parenchyma 
of  these  organs.  Minute  nodules  were 
also  occasionally  observed  in  the  lungs 
and  kidney,  the  intestines,  and  the 
adrenal.  Some  of  the  mice  showed  a 
definite  periorchitis.  An  abscess  com- 
monly developed  at  the  site  of  subcutane- 
ous inoculations.  Mice  infected  by  feed- 
ing usually  had  ulceration  of  the  intestinal 
mucosa  with  extension  throughout  all 
coats.  Film  preparations  of  the  nodules 
from  the  various  organs,  as  well  as  from 
the  peritoneal  exudate,  showed  large  num- 
bers of  thick,  Gram-negative  bacilli, 
usually  associated  in  clumps,  occasionally 
as  diplobacilli.  Some  of  the  bacilli  showed 
a clear  halo,  but  no  definite  capsule. 

Guinea  pigs  infected  with  these  micro- 
organisms developed  lesions  similar  to 
those  in  the  mice.  A striking  finding  in 
male  guinea  pigs  was  a severe  periorchitis 
(Strauss  reaction).  Between  the  layers 
of  the  tunica  vaginalis  there  was  an  ex- 
tensive exudate  containing  numerous 
nodules.  These  have  the  same  char- 
acteristics as  observed  in  the  other  organs. 

Cultures  maintained  on  the  usual  arti- 
ficial media  tend  to  lose  their  virulence 
within  a comparatively  short  time.  Thus, 
freshly  isolated  cultures  and  tissue  from 
infected  animals  have  been  frozen  and 
dried13  in  the  hope  that  virulence  will  be 
maintained  by  this  means.  The  first  two 
cultures  were  virulent  when  received  but 
became  nonvirulent  after  two  or  three 
months  on  artificial  media.  The  third 
was  not  found  to  be  pathogenic  when  re- 
ceived. The  pathogenicity  of  the  last  two 


strains  has  been  readily  maintained  by 
feeding  mice  with  spleen  from  a previously 
infected  animal. 

Histologic  Examination 

The  histologic  changes  were  strikingly 
similar  in  all  infected  animals  and  were 
characteristic  but  not  specific.  In  the 
experimental  infection  the  process  con- 
sists of  a granulomatous  lesion  or  nodule 
which  is  distributed  irregularly  but  always 
found  in  the  liver  and  spleen.  Under  low 
magnification  these  lesions  are  seen  to 
contain  a central  irregular  granule  or 
granules,  which  superficially  resemble  an 
actinomycotic  granule.  Surrounding  this 
central  mass  is  an  area  of  inflammatory 
granulation  tissue  that  is  generally  under- 
going necrosis.  When  more  highly  mag- 
nified, the  central  granules  are  disclosed 
as  aggregations  of  Gram-negative  bacilli  in 
the  early  lesions,  and  an  amorphous, 
hyaline  pink-staining  material  in  the 
older  ones. 

The  peripheral  zone  consists  of  a variety 
of  round  cells  interspersed  with  necrotic 
detritus.  Polymorphonuclear  leukocytes 
are  present  in  the  lesions  in  varying  num- 
bers but  are  not  predominant.  The  area 
immediately  surrounding  the  granules 
is  composed  of  necrotic  chromatin  frag- 
ments of  various  sizes  and  shapes,  ghost 
cells,  pale-staining  nuclei,  and  amorphous 
pink-staining  material.  Toward  the 
periphery  of  the  lesions  there  is  a prolifera- 
tion of  fibroblasts  forming  a zone  of  new 
connective  tissue,  scarlike  in  appearance. 
This  connective  tissue  does  not,  however, 
prevent  the  lesions  from  spreading.  Here 
and  there  within  this  zone,  developing 
lesions  penetrate  and  involve  new  tissues. 
Frequently  two  or  more  nodules  develop 
close  to  each  other;  the  intervening  zone 
of  connective  tissue  then  tends  to  disap- 
pear and  the  foci  fuse  into  a large  lesion. 

When  death  occurs  soon  after  infec- 
tion, the  lesions  consist  almost  entirely 
of  aggregations  of  bacteria  without  much 
cell  accumulation. 

Discussion 

The  species  of  bacteria  to  which  the 
microorganism  we  have  studied  is  ap- 
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TABLE  2. — Comparison  of  Motility  and  Othbr  Properties* 


Properties  Compared 

N.  Y.  State 
Unidentified 
5 Strains 

Reactions  Obtained  with 

B.  Past, 

lignieri  pseudotuberculosis 

B. 

whitmori 

Motility 

+ at  20  C. 

Variable 

Variable 

+ 

Gas  production 

- at  37  C. 
+ 

Variable 

Gelatin  liquefaction 



+ 

Acid  coag.  brown 

Reaction  in  milk 

Weak  acid 

Variable 

Alkaline 

Indol  production 

+ 

Variable 

whey 

Fermentation  reaction 
Dextrose 

Maltose 

Acid 

Acid 

Acid 

Arid 

Mannitol 

Lactose 

Acid — slow 

Variable 



Acid 

Saccharose 

Acid 

Acid 



Acid 

Dulcitol 

— 



Acid 

Rhamnose 

— 

Variable 

Acid 

No  information 

* Data  compiled  from  reports  in  the  literature  and  studies  made  in  this  laboratory. 


parently  closely  related  are  primarily  in- 
citants  of  disease  in  animals.  The  clinical 
manifestations,  including  abscess  forma- 
tion, in  the  first  2 cases  were  strikingly 
similar.  They  differed  radically  from 
those  in  the  last  3 instances  in  which  the 
symptoms  were  those  of  an  enteritis. 

The  etiologic  significance  of  this  species 
in  human  disease  requires  further  study. 
The  fact  that  all  5 strains  are  identical, 
and  have  been  closely  associated  with  in- 
fection in  man  suggests,  however,  that  it 
is  not  an  accidental  relationship.  Mor- 
phologically, culturally,  and  biochemi- 
cally these  microorganisms  have  many 
characteristics  in  common  with  B.  lignieri 
and  Past,  pseudotuberculosis.  Compara- 
tive data  have  been  summarized  in  Table 
2.  The  pathogenicity  of  these  3 species 
differs  also.  While  Past,  pseudotubercu- 
losis is  reported  to  be  highly  pathogenic 
for  rabbits,  the  2 rabbits  inoculated  intra- 
venously with  the  microorganism  we  have 
been  studying  showed  no  signs  of  infection. 

The  pathogenicity  of  B.  lignieri  for 
small  laboratory  animals  is  still  debatable. 
Griffith,14  Magnusson,16  and  others  report 
negatively;  Lignieres  and  Spitz16  affirma- 
tively. The  latter  also  describe  a char- 
acteristic periorchitis  in  male  guinea  pigs 
inoculated  with  suitable  amounts  of  cul- 
ture intraperitoneally  but  not  in  mice. 

Beaver  and  Thompson,7  in  experiments 
with  a strain  of  B.  lignieri  (actinobacillus) 
isolated  from  a human  patient,  illustrate 
lesions  in  animals  that  resemble  those 
produced  by  the  cultures  we  have  studied. 
They  report,  however,  that  the  rabbit 
is  highly  susceptible  to  the  actinobacillus, 


while  mice  are  practically  insusceptible. 

Fedorova  and  Lalazarov17  describe  a 
Gram-negative,  encapsulated,  Pasteurella- 
like  microorganism  isolated  from  a spon- 
taneous epidemic  among  mice  in  the  out- 
skirts of  Astrakhan.  It  was  nonmotile 
and  failed  to  ferment  saccharose  or  to 
produce  indol,  thus  differing  in  these  re- 
spects at  least  from  the  strains  we  have 
studied.  The  cultures  were  highly  patho- 
genic for  mice,  but  had  no  effect  on  rab- 
bits, pigeons,  or  rats  injected  by  various 
routes. 

Summary 

A study  has  been  made  of  5 strains  of 
a motile  Gram-negative  bacillus  with  a 
tendency  to  bipolar  staining,  obtained 
from  lesions  about  the  face  in  2 patients, 
from  an  ulcer  in  the  intestines  of  a third, 
and  from  the  intestinal  contents  of  2 
others.  The  3 last-mentioned  patients 
had  symptoms  of  enteric  disease. 

The  microorganism  has  morphologic 
and  some  cultural  and  biochemical  prop- 
erties in  common  with  B.  lignieri  and 
Past,  pseudotuberculosis , but  differs  ma- 
terially from  each  of  them.  It  is  patho- 
genic for  some  of  the  small  laboratory 
animals,  particularly  virulent  for  mice. 
A characteristic  but  nonspecific  granulo- 
matous lesion  is  produced  in  these  ani- 
mals. In  male  guinea  pigs  inoculated  in- 
traperitoneally, a periorchitis  (Strauss 
reaction)  results. 

The  fact  that  mice  are  readily  infected 
by  feeding  suggests  the  possibility  that 
rodents  may  serve  as  a reservoir  for  the 
microorganism. 
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“DEMOLITION  MELANCHOLIA” 

It  may  seem  strange  that  people  who  have 
lived  for  years  in  slums  are  sorry  to  leave  them, 
but  it  has  been  actually  found  in  England  that 
some  folks  forced  out  of  old  tenements  by  slum- 
clearance  projects  have  developed  melan- 
cholia, to  the  point  of  trying  suicide.  An  assist- 
ant medical  officer  of  a Sheffield  mental  hos- 
pital, Dr.  F.  T.  Thorpe,  tells  in  the  British  Medi- 
cal Journal  of  women  removed  from  slum  areas 
who  have  had  hallucinations  of  the  roof  falling  in, 
of  burglars  and  murderers  trying  to  enter  the 
windows,  of  mysterious  voices  in  the  air,  poison 
in  the  food,  etc.,  etc.  He  remarks  that  he  has 
recently  been  impressed  by  the  occurrence  of  a 
number  of  cases  of  depression  in  which  the  onset 
was  clearly  attributable  to  the  unwilling  expul- 
sion of  the  patient  from  a lifelong  home  such  as 
sometimes  occurs  under  the  compulsory  slum- 
clearance  scheme.  It  is  doubtful  whether  local 
authorities  fully  realize  that  not  infrequently 
there  is  a profound  emotional  shock  when  elderly 
people  are  compelled  to  leave  a residence  in 
which  they  may  have  lived  for  twenty  years  or 
more.  They  are  then  rehoused  in  a new  estate 
of  lonely  roads,  where  they  find  it  difficult  to 
overcome  the  initial  feeling  of  the  emptiness  of 
life.  It  is  not  surprising,  therefore,  that  many 
instances  of  mental  depression  occur,  occasion- 
ally necessitating  admission  to  a mental  hospital. 


A case  in  point  is  sketched  as  follows : 

A man  aged  70  was  admitted  as  a voluntary 
patient  with  a history  of  mental  depression  for 
some  months  and  recent  thoughts  of  suicide. 
Until  two  years  previously  he  and  his  crippled 
wife  lived  contentedly  in  a slum  quarter  of  the 
city,  where  it  was  his  custom  to  go  out  for  daily 
walks  in  a near-by  park  and  shopping  center. 
He  had  lived  in  this  house  for  twenty-seven 
years  when  it  was  scheduled  for  demolition  under 
the  Housing  Act,  and  he  was  rehoused  on  a new 
estate  in  the  suburbs.  He  found  his  new  resi- 
dence too  quiet,  and  he  felt  miserable  because  he 
had  nothing  to  pass  the  time  away  and  few 
neighbors  to  talk  to.  He  stayed  in  the  house 
for  the  first  three  weeks,  and  when  he  ventured 
out  for  walks  he  found  the  district  too  hilly  to  go 
very  far;  there  was  nothing  in  the  immediate 
neighborhood  to  interest  him.  He  had  varying 
periods  of  mild  depression  until  five  weeks  before 
admission,  when  he  suddenly  became  intensely 
depressed  and  contemplated  cutting  his  throat 
with  a knife.  On  admission  he  was  mildly  de- 
pressed and  very  sorry  for  himself.  He  had 
good  insight  into  his  condition,  and  there  were 
no  delusions  or  hallucinations.  His  physical 
health  was  fair  and  his  family  and  personal  his- 
tory negative.  He  is  now  rapidly  recovering 
his  normal  cheerfulness. 


HUMAN  HIBERNATION 

Dr.  Temple  S.  Fay  and  Dr.  Lawrence  S. 
Smith,  of  Philadelphia,  exhibited  at  the  St. 
Louis  meeting  of  the  American  Medical  Associa- 
tion moving  pictures  illustrative  of  a new  idea  in 
medical  treatment,  notes  the  Virginia  Medical 
Monthly.  They  showed  persons  undergoing 
what  has  been  termed  “human  hibernation,” 
a state  achieved  by  subjecting  nude  patients 
to  a pack  of  cracked  ice  in  a cool  room  fanned 
by  electricity.  The  rectal  temperature  drops 
to  89  degrees  and  it  is  said  that  this  temperature 
can  be  maintained  for  four  or  five  days  after  the 
ice  is  removed  if  the  room  is  kept  cool. 

Persons  who  submit  to  this  procedure  are  said 
to  become  pleasantly  drowsy  and  to  remain  so 
until  awakened  five  days  later  with  hot  drinks 
and  hot  applications.  They  then  have  no 
recollection  of  the  period  of  treatment.  During 
this  time  the  heart  continues  to  beat  regularly, 


the  metabolism  slows  10  or  20  per  cent,  the 
kidneys  stop  functioning,  the  stomach  and  in- 
testines quit  working,  and  there  is  a general 
period  of  rest  for  somatic  cells.  Subjected  to 
such  an  altered  environment,  bacteria  seem  to 
suffer  more  than  the  host  they  infect. 

Most  promising  of  all,  it  is  claimed  that 
cancer  cells  are  not  only  slowed  up  in  their 
growth  but  may  afterward  show  inability  to 
grow  again.  This  method  of  treatment  is  now 
being  suggested  as  a means  of  arresting  hopeless 
cancer  and  as  the  treatment  of  heart  disease  and 
insanity  and  of  such  bacterial  diseases  as  tu- 
berculosis. • 

Like  all  innovations  it  must  await  the  test  of 
time.  In  the  meantime  the  public  should  not  be 
misled  by  newspaper  publicity,  and  the  medical 
profession  should  go  slowly  in  reaching  its  own 
independent  conclusions. 


AN  EVALUATION  OF  THE  LAUGHLEN  TEST  IN  THE 
DIAGNOSIS  OF  SYPHILIS 

A Report  Based  on  2,005  Tests 

J.  Churg,  M.D.,  and  N.  Sobel,  M.D.,  New  York  City 
( From  the  Central  Social  Hygiene  Clinic,  Department  of  Health,  New  York  City ) 


IN  1935,  Laughlen1  introduced  a floccu- 
lation test  for  syphilis  for  which  he 
claimed  simplicity  of  performance  and 
accuracy,  and  recommended  it  as  suitable 
for  routine  use  by  the  general  practitioner 
in  his  office.  Robinson  and  Stroud2  in 
1937,  and  Price,3  also  in  1937,  corrobo- 
rated Laughlen ’s  findings.  They,  too,  rec- 
ommended the  test  for  general  use. 

The  essential  feature  of  the  Laughlen 
test  is  the  special  antigen.  This  is  pre- 
pared from  Kahn’s  antigen  by  the  addi- 
tion of  cholesterol,  balsam,  and  scarlet  red 
dye.  The  dye,  which  is  insoluble  in  wa- 
ter, stains  the  lipoids  of  the  antigen,  and 
when  flocculation  occurs,  the  stained 
clumps  become  readily  visible.  The 
reaction  is,  therefore,  easy  to  read. 

The  preparation  of  the  Laughlen  anti- 
gen is  rather  complicated.  This  con- 
stituted a difficulty  in  the  general  intro- 
duction of  the  test.  In  1937,  however,  a 
pharmaceutic  concern  made  the  antigen 
available  in  a stable  form.  From  this 
stable  antigen,  active  antigen  for  use  in 
performing  the  test  can  be  readily  pre- 
pared. 

According  to  the  sponsors,  the  test  has 
numerous  advantages.  It  is  simple  to 
perform;  it  does  not  require  any  special 
technical  skill  in  its  performance;  the 
results  can  be  read  in  a few  minutes;  it 
can  be  read  with  the  naked  eye;  the  test 
does  not  require  inactivation  of  the  serum ; 
the  active  antigen  is  stable  for  seven  to 
ten  days  and  can  be  made  available  at  a 
moment’s  notice ; and  withal,  to  quote  the 
sponsors,  “accuracy  has  not  been  sacri- 
ficed to  secure  speed  or  simplicity.” 

If  these  claims  can  be  substantiated, 
this  test  will  indeed  become  a valuable 
addition  to  the  serodiagnostic  methods 
now  employed  in  syphilis,  since  the  aver- 
age physician  could  perform  the  test  in 


his  office  and  have  an  immediate  check 
on  his  clinical  diagnosis;  also  hospital 
interns  could  use  the  test  for  donors  in 
emergency  transfusions ; small  labora- 
tories could  substitute  it  for  the  more 
complicated  methods;  and  large  labora- 
tories might  use  it  in  all  urgent  cases. 

Laughlen1  reports  that  400  routine 
specimens  examined  according  to  his 
method  showed  an  agreement  with  the 
Wassermann  test  in  98  per  cent  of  the 
cases  and  in  99  per  cent  with  the  Kahn 
test;  in  118  tests  of  cases  receiving  anti- 
syphilitic treatment,  the  agreement  was 
93  V2  per  cent  and  97  per  cent  respectively. 
Robinson  and  Stroud,2  in  1,000  routine 
tests  made  on  general  hospital  patients, 
found  that  it  agreed  with  the  Wasser- 
mann test  in  93  per  cent  and  with  the 
Kahn  test  in  97  per  cent  of  the  cases. 
Price3  made  257  comparative  blood  ex- 
aminations and  concluded  that  the  test 
compared  very  favorably  with  the  Was- 
sermann and  Kahn  tests.  All  the  above- 
mentioned  authors  recommended  the 
Laughlen  test  for  use  by  physicians  and 
even  by  those  who  had  had  no  special 
training  in  serology.  It  should  be  noted 
that  the  reported  studies  were  all  done 
under  laboratory  conditions  which,  as  a 
rule,  cannot  be  duplicated  in  the  physi- 
cian’s office. 

The  reliability  of  a given  serodiagnostic 
test  for  syphilis  is,  of  course,  of  paramount 
importance,  since  so  often  one  has  to  de- 
pend on  the  test  alone  in  diagnosis.  Most 
of  the  tests  in  use  now  are  quite 
reliable  when  properly  performed.  For  a 
new  test  to  be  acceptable,  it  must  prove 
itself  at  least  as  accurate  as  the  older 
tests. 

As  stated,  the  Laughlen  test  was  in- 
tended by  its  author  for  use  in  the 
physician’s  office;  but,  so  far  as  we  know, 
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no  report  has  appeared  as  to  its  reliability 
when  made  under  such  conditions.  We 
therefore  undertook  the  present  study 
under  conditions  comparable  to  those  in  a 
doctor’s  office  or  in  a small  laboratory. 

Our  material  consisted  of  patients  at- 
tending the  Central  Social  Hygiene  Clinic 
of  the  Department  of  Health  of  New  York 
City.  Approximately  half  of  the  speci- 
mens examined  were  taken  from  patients 
under  antisyphilitic  treatment.  The  other 
half  were  of  new  patients,  including  un- 
treated cases  of  syphilis,  old  and  fresh, 
cases  of  other  venereal  diseases,  and  also 
persons  without  any  clinical  or  serologic 
evidence  of  the  disease.  Altogether  we 
performed  more  than  2,000  Laughlen 
tests,  and  these  were  compared  with  the 
routine  Wassermann  tests  done  on  the 
same  specimens.  The  Wassermann  tests 
were  performed  by  the  Serologic  Labora- 
tory of  the  City  of  New  York. 

Technic 

With  slight  modifications,  we  followed 
the  directions  given  by  the  manufacturer 
of  the  antigen.  The  equipment  for  the 
test  is  very  simple.  It  consists  of  antigen, 
capillary  pipettes,  slides,  control  sera,  and 
a special  “dark  field  illuminating  box.” 
The  box  makes  the  reading  of  the  test 
more  convenient,  but  for  all  practical  pur- 
poses an  ordinary  electric  lamp  and  a 
piece  of  black  paper  are  equally  good. 
The  stable  antigen  as  supplied  by  the 
manufacturer  has  to  be  activated  by  the 
addition  of  10  per  cent  sodium  chloride 
solution,  and  the  mixture  kept  at  room 
temperature  for  at  least  a period  of 
twenty-four  hours  before  use.  In  the  first 
series  of  tests,  we  added,  according  to  the 
directions  of  the  manufacturer,  0.15  cc.  of 
the  saline  solution  to  each  cc.  of  the 
antigen ; subsequently,  the  amount  of 
saline  solution  was  increased  to  0.20  and 
0.25  cc.  The  reason  for  this  change  will 
be  explained  later.  The  capillary  pipettes 
were  carefully  calibrated;  those  used  for 
measuring  sera  supplied  twenty-five  drops 
of  water  per  1 cc.,  while  those  used  for 
measuring  antigen  supplied  thirty-two 
drops  of  water  per  1 cc.  Different  sized 
pipettes  were  used  because  an  excess  of 


serum  is  preferable  for  the  reaction.  In- 
stead of  plain  slides  advocated  by 
Laughlen,  we  employed  standard  Kline 
slides  with  paraffin  rings.  Thus,  up  to 
12  tests  could  be  performed  simultane- 
ously. The  advantage  of  the  rings  is  that 
they  prevent  the  drops  from  spreading 
over  too  large  a surface,  which  makes 
shaking  unsatisfactory.  As  controls, 
pooled  sera,  strongly  positive  (Wasser- 
mann 4 plus  and  3 plus),  weakly  positive 
(1  plus)  and  negative,  were  used. 

The  blood  was  collected  by  vein  punc- 
ture in  the  usual  manner,  allowed  to 
coagulate,  and  the  serum  was  separated 
from  the  clot.  One  half  of  1 cc.  of  the 
clear  serum  (free  from  red  cells)  was 
pipetted  off,  and  this  was  used  in  per- 
forming the  test.  The  serum  was  em- 
ployed either  fresh  or  after  inactivation 
by  heating  in  a water  bath  at  56  C.  for 
twenty  minutes.  The  test  was  performed 
by  placing  into  the  well  of  the  Kline  slide 
one  drop  of  serum  and  one  drop  of  antigen 
from  respective  pipettes.  The  slide  was 
then  rotated  on  a flat  surface  for  ten 
minutes.  Care  must  be  exercised  in  the 
pipetting  and  the  shaking  of  the  mixture. 
The  progress  of  the  reaction  was  watched 
by  looking  through  the  slide  held  near  a 
strong  artificial  light  against  a dark 
background.  A positive  reaction  mani- 
fests itself  by  the  formation  of  red  clumps 
in  a previously  homogenous  turbid  fluid. 
With  the  progress  of  time,  the  clumps  in- 
crease in  size,  and  the  surrounding  fluid 
becomes  transparent  and  colorless.  A 
reaction  occurring  within  a period  of  five 
minutes  is  considered  strongly  positive; 
one  occurring  between  five  and  eight 
minutes,  weakly  positive ; and  one  occur- 
ring between  eight  and  ten  minutes, 
doubtful.  Negative  sera  change  very 
little  during  the  ten-minute  period  of  ob- 
servation. Occasionally,  they  show  coarse 
granulations.  These  can  be  confused  with 
weak  clumping  that  is  observed  in  some 
positive  reactions. 

Results 

Although  the  Laughlen  test  as  de- 
scribed above  is  a rather  simple  procedure, 
our  experience  with  it  shows  that  a certain 
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TABLE  1 


Wassermann  Wassermann  Wassermann  Absolute 

Positive  Doubtful  Negative  Agree- 

Section  Sera  Total  Sera  Total  Sera  Total  ment 


Laughlen 

+ 

=4= 

_ 

+ 

db 

_ 

+ 

=t 



Wassermann 

+ 

+ 

+ 

=t 

dts 

=t 





A 

356 

Unheated  sera 

0.15  cc.  10%  NaCl  to  1 cc.  of  anti- 

148 

3 

205 

gen 

67 

15 

66 

3 

12 

4 

189 

Absolute  agreement 

45% 

o% 

92% 

72% 

B 

369 

Unheated  sera 

0.20  cc.  10%  NaCl  to  1 cc.  of  anti- 

168 

7 

194 

gen 

99 

7 

62 

1 

6 

53 

7 

134 

Absolute  agreement 

59% 

0% 

69% 

63% 

C 

517 

Heated  sera 

0.15  cc.  10%  NaCl  to  1 cc.  of  anti- 

249 

13 

255 

gen 

148 

5 

96 

13 

14 

5 

236 

Absolute  agreement 

59% 

0% 

93% 

74% 

D 

570 

Heated  sera 

0.20  cc.  10%  NaCl  to  1 cc.  of  anti- 

278 

9 

283 

gen 

179 

14 

85 

1 

8 

13 

5 

265 

Absolute  agreement 

64% 

11% 

94% 

78% 

E 

193 

Heated  sera 

0.25  cc.  10%  NaCl  to  1 cc.  of  anti- 

128 

6 

59 

gen 

113 

15 

1 

1 

4 

15 

44 

Absolute  agreement 

88% 

16% 

75% 

82% 

4 positive. 

— doubtful. 
negative. 


amount  of  technical  skill  in  its  perform- 
ance is  necessary.  This  technical  skill  is 
only  acquired  by  repeatedly  performing 
the  test.  Proper  pipetting,  proper  shak- 
ing, and  many  other  seemingly  unimpor- 
tant details  have  a definite  influence  on  the 
results.  Weak  positive  reactions  are  at 
times  difficult  to  distinguish  from  the 
granulations  observed  in  negative  sera. 
The  readings  require  a certain  amount  of 
training  of  the  eye  to  the  reaction.  Not 
until  we  had  performed  approximately 
300  tests  were  we  confident  of  our  results. 
These  tests,  of  course,  are  not  included  in 
our  final  summary. 

Section  A,  Table  1 summarizes  the 
findings  in  a series  of  356  tests  done  ac- 
cording to  the  original  directions  of  the 
manufacturer,  i.e.,  unheated  sera  were 
employed,  and  the  antigen  was  activated 
by  adding  to  each  cc.  of  reagent  0.15  cc.  of 
10  per  cent  saline  solution.  The  table 
shows  a marked  disagreement  between 
the  results  obtained  with  the  Wassermann 
test  and  with  the  Laughlen  test.  The 
disagreement  is  due  almost  entirely  to 
the  low  sensitivity  of  the  latter.  Only 
67  of  148  Wassermann  positive  sera 
showed  a positive  Laughlen  test,  i.e.,  45 


per  cent.  The  total  agreement  of  the 
reactions  was  72  per  cent. 

It  has  been  demonstrated  by  Laughlen 
that  the  addition  of  larger  amounts  of 
saline  solution  to  the  antigen  increases 
the  sensitivity  of  the  test.  However,  if 
the  amount  is  too  large,  the  test  may 
show  many  false  positive  reactions. 

In  the  following  series  of  tests,  the 
amount  of  saline  solution  (10  per  cent) 
was  increased  to  0.20  cc.  to  each  cc.  of 
the  antigen.  Section  B,  Table  1 shows 
the  results  when  the  antigen  was  so  modi- 
fied. It  will  be  noted  that  the  sensitivity 
of  the  test  was  increased;  99  of  168  Was- 
sermann-positive  sera  were  positive  with 
the  Laughlen  test,  an  agreement  of  59 
per  cent.  However,  the  number  of  posi- 
tive Laughlen  tests  in  Wassermann- 
negative  sera  was  markedly  increased,  up 
to  53  out  of  194,  confirming  the  opinion 
of  Laughlen  in  respect  to  false  positive 
reactions  when  larger  amounts  of  saline 
solution  are  used.  The  total  agreement 
was  63  per  cent. 

It  is  evident  that  these  results  are 
hardly  satisfactory.  A modification  of 
technic  seemed  warranted.  This  was  at- 
tempted by  the  use  of  heated  sera,  and  it 
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was  discovered  that  heating  the  sera  not 
only  improved  the  specificity  of  the  test, 
but  its  sensitivity  as  well.  In  a series 
of  parallel  tests  with  heated  and  unheated 
sera,  we  encountered  a number  of  syphi- 
litic sera  that  gave  negative  results  before 
inactivation  and  strongly  positive  after 
inactivation.  The  reverse  did  not  occur. 
In  several  cases  an  interesting  phenome- 
non was  observed:  on  mixing  unheated 
serum  with  the  antigen,  definite  clumping 
appeared  after  two  or  three  minutes ; but 
after  a further  period,  the  clumps  dis- 
solved, and  the  appearance  was  that  of  a 
completely  negative  reaction.  These 
same  sera  after  inactivation  gave  a 
strongly  positive  reaction.  Some  inhibi- 
tory substance,  which  interferes  with  the 
clumping  of  the  antigen,  seems  to  be 
present  in  the  unheated  serum.  This  sub- 
stance is  probably  destroyed  by  heating. 
Inactivation,  therefore,  would  appear  to 
be  necessary  in  making  the  Laughlen  test 
more  reliable.  Wiener4  had  a similar  ex- 
perience in  connection  with  the  Kline 
test. 

Section  C,  Table  1,  shows  the  find- 
ings with  heated  sera,  with  the  addition 
of  0.15  cc.  of  10  per  cent  saline  solution 
to  each  cc.  of  the  antigen.  The  results 
in  this  series  of  517  tests  were  definitely 
more  accurate  (compare  section  A of  the 
same  table).  There  were  148  positive 
Laughlen  tests  in  249  Wassermann- 
positive  sera,  or  59  per  cent.  There  were 
14  positive  Laughlen  tests  in  255  Wasser- 
mann-negative  sera,  or  5 per  cent.  The 
total  agreement  was  74  per  cent.  How- 
ever, even  these  results  are  far  from 
satisfactory. 

By  increasing  the  amount  of  saline 
solution  to  0.20  cc.  to  each  cc.  of  the 
antigen,  better  agreement  was  obtained 
(Table  1,  section  D).  There  were  179 
positive  Laughlen  tests  in  278  Wasser- 
mann-positive  sera,  or  64  per  cent.  The 
total  agreement  in  the  570  cases  was  78 
per  cent. 

In  the  last  series  of  193  cases  (Table  1, 
section  E),  the  amount  of  saline  solution 
was  further  increased  to  0.25  cc.  to  each 
cc.  of  the  antigen.  The  results  in  this 
series,  although  still  below  those  of 


Laughlen  and  other  investigators,  are 
much  more  satisfactory.  There  were  113 
positive  Laughlen  tests  in  128  Wasser- 
mann-positive  sera,  or  88  per  cent. 
There  were  15  positive  Laughlen  tests  in 
59  Wassermann-negative  sera,  or  25  per 
cent.  The  total  agreement  was  82  per 
cent. 

A summary  of  the  2,005  tests  per- 
formed shows  that  there  was  an  agree- 
ment between  the  two  tests  in  1,476 
cases  (74  per  cent).  The  529  tests  that 
did  not  agree  are  analyzed  in  Table  2, 
which  definitely  indicates  that  the  Was- 
sermann  test  is  more  sensitive  and  more 
specific  (see  section  A of  the  table)  than 
the  Laughlen. 

We  also  attempted  to  determine  the 
stability  of  the  antigen.  By  tabulating 
the  results  according  to  the  age  of  the 
antigen,  we  found  that  an  undersensitive 
antigen,  e.g.,  antigen  activated  by  ad- 
dition of  0.15  cc.  of  the  saline  solution 
to  1 cc.,  is  relatively  stable.  The  sen- 
sitivity of  such  an  antigen  increased 
slowly  from  day  to  day,  but  even  on  the 
eleventh  day  it  was  not  markedly  dif- 
ferent from  that  on  the  first.  If,  how- 
ever, the  antigen  was  sensitive  at  the 
outset  (activated  by  the  addition  of  0.25 
cc.  of  the  saline  solution  to  1 cc.),  it 
proved  to  be  much  less  stable.  Such  an 
antigen  became  oversensitive  in  forty- 
eight  to  seventy- two  hours. 

To  avoid  the  usual  delay  in  the 
preparation  of  the  antigen,  we  made  a 
few  attempts  to  accelerate  its  “ripening’  ’ 
by  heating  the  freshly  activated  antigen 
in  a water  bath  at  37  C.  for  fifteen-,  thirty-, 
and  sixty-minute  periods,  respectively. 
This  had  no  effect  on  making  the  antigen 
more  suitable  for  use. 

Comments 

1.  Following  the  original  directions 
given  by  the  manufacturer  of  the  antigen, 
the  Laughlen  test  proved  unreliable. 
However,  there  are  indications  that  under 
proper  conditions  and  with  properly  ad- 
justed antigen,  good  results  may  possibly 
be  obtained.  These  conditions  have  to 
be  carefully  determined  and  tested  out 
before  a wider  use  of  the  test  can  be  ad- 
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Table  2. — 529  Cases  in  Which  the  Laughlen  and  the 
Wassermann  Tests  Disagreed 


Section 

Laughlen 
Test  More 
Sensitive 
Than  Was- 
sermann 

Laughlen 
Test  Less 
Sensitive 
Than  Was- 
sermann 

Laughlen 

+ + 

± 

± — — 

Wassermann 

zfc  

— 

+ + ± 

A 

66  cases  without  any  clin- 
ical evidence  of  syphilis 

29 

10 

3 15  9 

B 

55  cases  with  a definite 
history  of  syphilis 

7 

1 

6 40  1 

C 

379  cases  under  anti- 
syphilitic treatment 

2 65 

8 

26  255  23 

D 

29  cases — no  clinical  data 
obtainable 

7 

1 

5 14  2 

vocated.  One  of  these  requirements  is 
that  sera  must  be  heated.  But  even 
with  heated  sera,  our  results  are  still  be- 
low those  obtained  by  Laughlen  and  his 
corroborators. 

2.  From  a purely  technical  point  of 
view,  the  Laughlen  test  has  some  ad- 
vantages over  other  similar  flocculation 
tests,  e.g.,  the  Kline  or  the  Ide  test. 
The  preparation  of  the  active  antigen 
from  the  stock  antigen  is  simple  (provided 
the  manufacturer  carefully  determines 
the  optimum  amount  of  saline  solution 
required  to  activate  a given  lot).  Read- 
ings can  be  made  without  a microscope 
or  any  magnifying  device.  The  Laugh- 
len test  seems  to  share  two  disadvantages 
with  the  other  tests:  first,  that  the  sera 
must  be  heated,  and  second,  that  a sensi- 
tive antigen  remains  stable  for  a rela- 
tively short  time  after  activation.  In 
addition,  the  Laughlen  has  the  disad- 
vantage in  that  the  antigen  must  be 
activated  for  at  least  24  hours  before  use. 

3.  In  spite  of  the  comparative  sim- 
plicity of  the  test,  we  believe  that  none 
but  qualified  persons  should  perform  it. 
The  mechanical  technic  can  be  easily 
mastered,  but  this  is  not  sufficient  to  en- 
sure accurate  results.  Repeated  con- 
trols, constant  vigilance,  and  extended 
personal  experience  are  essential  for  the 
proper  performance  of  a serodiagnostic 
test,  be  it  a complement-fixation  or  a 
flocculation  procedure.  Those  who  use 
the  Kline  test,  a test  only  somewhat  more 
complicated  than  the  Laughlen,  know 
that  it  has  pitfalls  which  only  the  ex- 
perienced can  avoid.  The  same  holds 
true  for  the  Laughlen.  “The  syphilo- 
diagnostic  millennium”  will  be  achieved 


when  “every  practicing  physician  will 
be  able  to  perform  a microprecipitation 
test  in  his  alcove”  (Stokes5).  The 
Laughlen  test  is  a step  in  that  direction, 
but  is  not  a solution  of  the  problem. 

Conclusions 

1.  The  Laughlen  test  performed  as 
originally  advocated  by  the  manufacturer 
of  the  antigen  does  not  give  reliable  re- 
sults. 

2.  Better  results  can  be  obtained  by 
the  use  of  heated  sera  and  properly 
sensitized  antigen. 

3.  Until  the  conditions  of  its  proper 
performance  are  determined  and  tested 
out,  the  test  cannot  be  recommended 
for  routine  use. 

4.  The  Laughlen  test  cannot  be 
recommended  for  use  by  physicians  and 
other  persons  without  special  training  in 
serology. 

Since  the  completion  of  this  paper,  a 
number  of  reports6,7,8’9,10,11’12,13, 14,15  have 
appeared  in  the  literature.  Most  of 
them  find  the  Laughlen  test  satisfactory 
under  laboratory  conditions,  but  warn 
against  its  use  by  the  unexperienced. 

Our  gratitude  is  due  to  Mr.  John 
Koopman,  serologist  in  charge  of  the  Was- 
sermann Laboratory  of  New  York  City 
for  his  valuable  cooperation  and  advice. 

1 West  85  Street 
124  East  40  Street 
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INDICATIONS  FOR  ESTROGEN  THERAPY 


Including  a Preliminary  Report  on  the  Use  of  Two  New  Estrogen  Preparations 
(Estradiol-Dipropionate  and  Diethyl  Stilboesterol)  and  the  Subcutaneous 
Implantation  of  Crystallinea  Estradiol-Benzoate 


Samuel  H.  Geist,  M.D.,  and  Udall  J.  Salmon,  M.D.,  New  York  City 
( From  the  Gynecological  Service  of  Dr.  S.  H.  Geist,  Mt.  Sinai  Hospital,  New  York  City) 


Ever  since  the  estrogenic  hormones 
have  become  available  in  concen- 
trated form,  a vast  literature  has  accumu- 
lated dealing  with  their  therapeutic 
efficacy  in  a variety  of  apparently  un- 
related conditions.  Unfortunately,  all 
too  frequently  the  reports  are  based  on 
observations  of  symptomatic  improve- 
ment in  conditions  from  which  psycho- 
therapeutic effects  cannot  be  excluded. 
It  is  of  considerable  importance,  there- 
fore, to  pause  for  an  appraisal  of  the 
therapeutic  value  of  these  widely  used 
hormone  preparations  and  to  define  the 
clinical  indications  for  their  use.  In  con- 
sidering the  clinical  indications  for  the 
use  of  estrogens,  it  should  be  remembered 
that  there  are  now  available  two  ex- 
tremely valuable  methods  of  determining, 
objectively,  both  the  presence  of  an  estro- 
gen deficiency  and  the  efficacy  of  the 
therapy.  These  methods  are:  (1)  the 

human  vaginal  smear,  and  (2)  the  gon- 
adotropic hormone  excretion. 

The  Human  Vaginal  Smear 

Papanicolaou  and  Shorr1  have  demon- 
strated that  the  human  vaginal  secretions, 
after  the  menopause,  exhibit  certain 
striking  cytologic  characteristics.  When 
properly  stained,  in  a typical  case,  the 
secretion  is  found  to  consist  of  small, 
round,  or  oval  epithelial  cells  associated 
with  a variable  number  of  leukocytes 
(Fig.  2);  whereas,  the  vaginal  smear  of 
a woman  with  normal  ovarian  activity 
consists  of  large,  squamous  epithelial  cells 
(Fig.  1).  Furthermore,  if  an  adequate 
amount  of  estrogenic  hormone  is  ad- 
ministered to  a patient  with  the  meno- 


pause type  of  smear,  the  smear  changes  to 
that  of  the  normal  woman — the  leuko- 
cytes vanish  and  the  small  epithelial  cells 
are  replaced  by  large,  squamous  epithelial 
cells. 

Because  of  the  rather  complicated 
technic,  the  Papanicolaou  method  is  not 
practical  for  office  or  clinic  use.  However, 
a simple  staining  method  has  been  de- 
veloped which  makes  it  possible  to  obtain 
a reading  in  a few  minutes.2  We  have  been 
using  this  method  routinely  in  all  our  en- 
docrine cases.  We  thus  have  a simple, 
rapid,  objective  method  of  determining 
whether  a patient  is  suffering  from  an 
estrogen  deficiency  and,  by  taking  smears 
periodically  while  the  patient  is  receiving 
estrogenic  hormone  treatment,  we  can 
estimate,  objectively,  the  effectiveness  of 
the  therapy. 

It  is  a well-established  fact,  in  animals 
as  well  as  humans,  that  after  cessation  of 
ovarian  activity  there  is  a hyperactivity 
of  the  hypophysis  that  is  manifested  by 
an  increase  in  the  amount  of  circulating 
gonadotropic  hormone  in  the  blood  and 
excretion  in  the  urine,  3’4’5’6,7,8  and  that 
by  the  administration  of  adequate 
amounts  of  estrogens,  the  hyperactivity 
of  the  hypophysis  can  be  reduced.9’10 
We  have  available,  therefore,  in  the  de- 
termination of  the  urinary  gonadotropic 
hormone  output,  an  indirect  method  of 
determining  the  presence  of  an  ovarian 
deficiency.  By  continuing  the  gonado- 
tropic hormone  assays  while  estrogens  are 
being  administered,  the  adequacy  of  the 
estrogen  dosage  can  be  ascertained  when 
the  gonadotropic  hormone  vanishes  from 
the  urine — indicating  inhibition  of  the 
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hyperactive  hypophysis.  While  this  de- 
termination is  extremely  valuable  in  re- 
gard to  the  appraisal  of  the  patient’s 
response  to  the  treatment,  it  has  the  dis- 
advantage of  being  time-consuming  and 
requiring  the  facilities  of  a biologic 
laboratory.  The  cytologic  characteristics 
of  the  vaginal  smear  and  the  gonadotropic 
hormone  excretion  in  the  menopause  have 
been  correlated2  so  that  one  may  assume 
that  when  the  vaginal  smear  shows  a 
complete  estrogen  effect  after  therapy 
(Reaction  IV),  the  gonadotropic  activity 
of  the  hypophysis  has  probably  been  re- 
duced to  a normal  level. 

In  our  investigations,  we  have  also 
used  the  endometrial  and  vaginal  biopsies 
as  indicators  of  the  degree  of  ovarian 
deficiency.  The  results  of  these  studies 
are  being  reported  elsewhere. 

Estrogenic  Hormone  Preparations 

At  present  the  estrogenic  hormone 
preparations  are  commercially  available 
under  a bewildering  variety  of  names. 
It  does  not  fall  within  the  scope  of  this 
paper  to  discuss,  in  detail,  the  chemical 
and  biologic  differences  in  the  various 
estrogenic  substances  that  are  available 
in  the  market.  However,  a knowledge 
of  some  of  these  differences  is  essential  for 
an  intelligent  understanding  of  these 
substances  and  their  clinical  application. 

MacCorquodale,  Thayer,  and  Doisy11 
have  established  the  fact  that  the  pure 
ovarian  follicular  hormone  is  estradiol 
(dihydroxyestrin) . This  substance  is  pre- 
pared synthetically  and  is  available  for 
oral,  vaginal,  and  percutaneous  admin- 
istration. 

It  has  recently  been  shown  that  the 
alpha  isomer  of  estradiol  is  very  much 
more  active  than  the  beta  form.12  It  has, 
furthermore,  been  found  that  the  benzoic 
acid  ester  of  estradiol  is  absorbed  more 
slowly  and  excreted  at  a much  slower  rate 
and,  for  this  reason,  has  a more  sustained 
therapeutic  effect.  The  estrogenic  sub- 
stances available  for  clinical  use  are : 
estradiol  (dihydroxyestrin),  estradiol- 
benzoate,  estrone  (ketohydroxyestrin), 
estriol  (trihydroxyestrin),  and  emmenin. 
Estradiol  is  available  commercially  as 


Progynon-DH’  ’ (Schering) ; estradiol- 
benzoate,  as  “Progynon-B”  (Schering); 
estrone,  as  “Amniotin”  (Squibb),  “Thee- 
lin”  (Parke- Davis),  and  “Estrone”  (Ab- 
bott; Lilly).  Estriol  is  available  as 
“Theelol”  (Parke-Davis)  suppositories 
and  oral  capsules.  “Emmenin”  (Ayerst, 
McKenna,  and  Harrison)  is  prepared 
from  placenta  and  consists  of  glycuronate 
esters  of  ketohydroxyestrin  and  trihy- 
droxyestrin. The  estradiol-benzoate  and 
the  estrone  hormones  are  available  in 
solution  in  sesame  oil  for  intramuscular 
injections.  For  oral  administration, 
estradiol  (Progynon -DH,  Schering), 
estriol  (Theelol,  Parke-Davis)  cap- 
sules, and  emmenin  (Ayerst,  Mc- 
Kenna, and  Harrison)  are  available.  As 
vaginal  suppositories,  estradiol  (Pro- 
gynon-DH,  Schering),  estrone  (Abbott; 
Lilly),  Amniotin  (Squibb),  and  estriol 
(Theelol,  Parke-Davis)  are  procurable. 

Dosage 

There  is  a great  deal  of  variation  in  the 
designations  employed  by  different  phar- 
maceutic houses  to  indicate  the  hormone 
content  of  the  commercial  products.  The 
rat  unit,  international  unit,  and  weight  of 
the  crystalline  hormone  are  each  used.  In- 
asmuch as  these  represent  vastly  different 
amounts  of  hormone,  a great  deal  of 
misunderstanding  and  confusion  arises 
from  failure  to  appreciate  this  fact.  The 
League  of  Nations  international  unit  rep- 
resents 0.0001  mg.  of  estrone  (ketohy- 
droxyestrin). The  rat  unit  is  the  small- 
est amount  of  estrogenic  hormone  which 
induces  estrus  in  a spayed  rat.  There  is, 
furthermore,  a striking  difference  in  the 
potency  of  the  individual  estrogenic 
hormones  if  we  compare  the  biologic 
activity  of  equal  weights  of  the  pure 
crystalline  hormones.  Thus,  1 Gm.  of 
estrone  yields  1,000,000  R.U.;  1 Gm.  of 
estradiol,  approximately  12,000,000 
R.U. ; 1 Gm.  of  estradiol-benzoate, 

approximately  6,000,000  R.U.  It  has 
been  estimated  that  1 rat  unit  is  equiva- 
lent to  approximately  5 international 
units.  Because  of  the  various  standards 
that  are  employed  to  indicate  the  po- 
tency of  commercial  products,  it  is  the 
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Fig.  1.  Normal  vaginal  smear  showing 
typical  large,  squamous  epithelial  cells;  full 
estrogen  effect. 


responsibility  of  the  physician  to  ac- 
quaint himself  with  the  different  types  of 
“units”  so  that  he  may  know  actually 
how  much  active  hormone  he  is  adminis- 
tering. 

Our  clinical  investigations  have  been 
performed  chiefly  with  estradiol  (Pro- 
gynon-DH,  Schering),  estradiol-benzo- 
ate (Progynon-B,  Schering),  emmenin 
(Ayerst,  McKenna,  and  Harrison),  and, 
recently,  with  estradiol-dipropionate 
(Ciba)  and  diethyl  stilboesterol  (Squibb; 
Ayerst,  McKenna,  and  Harrison) . 

Clinical  Conditions 

The  Menopause  Syndrome. — It  is  a 
well-recognized  fact  that  the  clinical 
manifestations  and  intensity  of  symptoms 
in  this  condition  vary  markedly.  There 
is  also  an  amazing  variation  in  the  re- 
sponse of  different  patients  to  estrogens. 
The  degree  of  estrogen  deficiency  un- 
doubtedly varies  in  different  individuals 
and,  in  addition,  the  degree  of  autonomic 
imbalance  is  probably  equally  variable. 
Because  of  the  strong  subjective  factors 
in  these  cases,  it  is  misleading  to  rely 
upon  the  patient’s  evaluation  of  im- 


Fig.  2.  Estrogen  deficiency  smear  showing 
atrophy  cells  and  leukocytes.  Complete  ab- 
sence of  comified  cells. 


provement  alone  if  one  is  attempting  an 
accurate  appraisal  of  the  pharmacologic 
effectiveness  of  the  preparation  adminis- 
tered. The  vaginal  smear,  for  this  rea- 
son, is  of  great  help,  inasmuch  as  it  in- 
dicates the  approximate  degree  of  estro- 
gen deficiency  and  the  response  to  the 
hormone.  Occasionally  there  is  a lack 
of  correspondence  between  the  intensity 
of  the  symptoms  and  the  degree  of  re- 
gression manifested  in  the  smear.  The 
smear  may  indicate  a slight  or  moderate 
degree  of  estrogen  deficiency,  yet  the 
symptoms  may  be  very  severe.  This  is 
probably  due  to  an  inherent  autonomic 
instability  which  registers  in  the  form  of 
marked  vasomotor  symptoms.  Gener- 
ally, if  the  vaginal  smear  is  a I or  II,  in- 
dicating advanced  estrogen  deficiency, 
the  indications  are  for  concentrated 
therapy.  Such  patients  should  be 
started  immediately  with  large  doses 
(10,000  R.U.,  three  times  weekly). 

Smears  should  be  taken  at  three-day 
intervals  and  when  the  smear  shows  a full 
estrogen  effect  (Reaction  IV),  the  dosage 
can  be  diminished  to  2,000  R.U.,  three 
times  weekly.  It  is  important  to  con- 
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tinue  the  intramuscular  injections  for  at 
least  four  weeks  after  a full  estrogen  effect 
and  complete  subsidence  of  symptoms 
have  occurred,  in  order  to  effect  a com- 
plete and  prolonged  inhibition  of  the 
hypophysis  and  to  establish  a store  of 
estrogens  in  the  body.  The  continua- 
tion of  the  estrogens  is  important,  since 
previous  studies  have  shown  that  if 
small  doses  are  given,  very  shortly  after 
the  cessation  of  therapy  the  hypophysis 
becomes  hyperactive  again.2*9  In  cases 
that  have  only  moderate  symptoms  and 
whose  smears  show  only  a slight  degree 
of  regression  (Reaction  III),  4,000  R.U., 
three  times  weekly,  may  be  adequate. 
It  is  important  to  remember  that  the 
dosage  should  be  increased  if  there  is  no 
definite  amelioration  within  a week. 
Not  infrequently  patients  are  encoun- 
tered who  fail  to  respond  to  this  dosage. 
In  some  cases  it  was  found  necessary  to 
increase  the  dosage  to  30,000  R.U.,  three 
times  weekly,  for  several  weeks.  There  is 
a small  group  of  patients  who  fail  to  re- 
spond satisfactorily  to  even  these  large 
doses.  Some  of  these  patients  react 
more  favorably  to  androgens  (testosterone 
propionate).  It  has  been  shown  that 
the  excessive  gonadotropic  excretion  in  a 
human  female  castrate  can  be  inhibited 
and  the  menopause  symptoms  relieved 
with  testosterone  propionate  as  well  as 
with  estrogens.16  The  exact  role  of  an- 
drogens in  the  therapy  of  the  menopause 
will  be  discussed  elsewhere. 

The  question  arises  as  to  the  subsequent 
course  to  be  followed.  If  the  estrogens 
are  discontinued,  almost  invariably  the 
symptoms  recur.  This  parallels  the  re- 
appearance of  excessive  gonadotropic 
hormone  in  the  urine,9  and  the  regression 
in  the  vaginal  smear.1*2  It  is  advisable 
to  put  all  such  patients  on  a maintenance 
oral  dose  of  estrogen,  immediately  after 
the  cessation  of  the  course  of  injections, 
in  order  to  keep  them  symptom-free. 
We  have  found  that  if  these  patients  are 
given  a concentrated  course  of  estrogens 
for  four  weeks  (10,000  R.U.  estradiol- 
benzoate,  three  times  weekly),  they  can 
thereafter  be  kept  free  of  symptoms  with 
a normal  estrogenic  smear,  on  1,200  to 


1,800  oral  units  of  estradiol  per  day. 
It  has  previously  been  shown  that  the 
natural  menopause  cases  respond  satis- 
factorily, also,  to  emmenin  in  adequate 
doses.27  We  have  found  that  the  flushes 
and  other  annoying  symptoms  are  kept 
satisfactorily  under  control  with  1,000 
Collip  units,  three  times  daily,  as  main- 
tenance therapy.  This  high  dosage  was 
made  possible  through  the  use  of  a con- 
centrated preparation  of  emmenin  con- 
taining 1,000  units  per  qc. 

Senile  Vaginitis. — The  smear  in  these 
cases  reveals  the  most  advanced  degree 
of  estrogen  deficiency  (Reaction  I). 
Most  striking  results  are  obtained  by 
giving  10,000  R.U.,  three  times  weekly, 
supplemented  with  estrogen  suppositories 
(2,500  R.U.  estradiol  per  suppository, 
every  night).  Improvement  is  noted 
within  forty-eight  hours  and  symptoms 
are  completely  controlled  at  the  end  of  a 
week  or  ten  days.  Vaginal  biopsies  be- 
fore treatment  in  these  cases  reveal  al- 
most complete  atrophy  of  the  mucous 
membrane,  the  epithelial  layers  being 
reduced  to  one,  two,  or  three  rows  of 
cells,  with  patches  of  ulceration  or  in- 
flammatory infiltrations.  Although  the 
symptoms  are  controlled  at  the  end  of  a 
week,  our  histologic  studies  have  re- 
vealed that  the  regeneration  is  still  in- 
complete and  that  cessation  of  therapy 
results  in  a recurrence  of  symptoms  in  a 
few  weeks.  It  is  advisable  to  continue 
the  treatment  for  four  weeks  after  com- 
plete subsidence  of  symptoms.  There- 
after, one  vaginal  suppository  (2,500 
R.U.),  twice  weekly,  is  sufficient  to  keep 
the  vaginal  mucosa  in  a normal  physio- 
logic state. 

Pruritus  Vulvae,  Kraurosis. — Pruritus 
vulvae  is  one  of  the  most  annoying  and 
intractable  symptoms  associated  with 
the  menopause.  Clinically,  there  ap- 
pears to  be  2 types  of  cases.  In  one  group 
the  pruritus  is  associated  with  other 
menopause  symptoms  and  the  vulva 
grossly  appears  normal.  lri  another 
group,  the  women  are  older,  usually  ten 
to  fifteen  years  after  the  menopause,  do 
not  have  menopause  symptoms,  and  the 
vulva  usually  reveals  either  marked 
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atrophy  of  the  labia  or  early  kraurotic 
changes.  Such  patients  require  inten- 
sive constitutional  estrogenic  treatment 
which  should  be  fortified  with  local  in- 
unctions with  an  estrogen  ointment. 
We  have  found  200  R.U.  estradiol  per 
Gm.  of  lanolin  base  (Progynon-DH 
Lanol)  applied  nightly,  very  helpful. 
Refractory  cases  may  require  a higher 
estrogen  concentration.  In  the  kraurosis 
cases,  particularly,  1,000  R.U.  estradiol 
per  Gm.  is  to  be  preferred.  After  the 
usual  course  of  estrogens,  administered 
intramuscularly,  the  ointment  should  be 
continued  for  six  months.  Four  cases 
in  our  series  have  been  under  observa- 
tion for  more  than  five  years.  The 
pruritus  is  under  control  while  the  pa- 
tient is  using  the  200  R.U.  per  Gm.  es- 
trogen ointment,  but  discontinuation  of 
the  applications  results  in  recurrence  of 
the  symptoms  within  a few  weeks.  Such 
patients  should  be  seen  at  intervals  of 
one  or  two  months  in  order  to  determine 
the  local  condition  and  status  of  the 
vaginal  smear.  Should  evidence  of  re- 
gression appear  in  the  smear,  another 
course  of  intramuscular  injections  should 
be  given. 

Although  it  has  been  shown  that  es- 
trogens are  absorbed  by  the  skin,13* 14 
not  enough  is  absorbed  by  this  route  to 
keep  the  patient  adequately  saturated. 
And  it  seems  that  in  order  to  keep  the 
patient  symptom-free  and  prevent  the 
atrophy  or  kraurosis  from  progressing, 
the  patient  must  be  supplied  with  enough 
estrogens  to  keep  the  vagina  in  a physio- 
logic state — which  is  indicated  by  the 
estrogen  (Reaction  IV)  smear.  The  mo- 
dus operandi  of  the  estrogen  inunctions 
in  relieving  the  pruritus  is  difficult  to  ex- 
plain. This  aspect  of  the  problem  is 
being  reported  upon  elsewhere. 

We  have  noted  in  several  patients  that 
following  local  treatment  with  estrogens 
the  vulva  loses  its  shrunken  appearance 
and  the  skin  and  labia  become  fuller  and 
softer.  These  changes  are  particularly 
striking  in  the  cases  that  show  early 
kraurotic  changes.  The  tendency  to 
Assuring  disappears  and  the  patients 
volunteer  the  information  that  the  skin 


does  not  feel  as  dry  or  as  hard  as  formerly. 
This  is  particularly  interesting  in  view 
of  the  high  incidence  of  carcinoma  as- 
sociated with  kraurosis  that  has  advanced 
to  the  stage  of  fissure  formation. 

Functional  Amenorrhea. — Recent  in- 
vestigations have  revealed  that  in  some 
of  these  cases  there  is  an  excessive  pro- 
duction and  excretion  of  gonadotropic 
hormone,  whereas,  in  others,  there  ap- 
pears to  be  none.15  Vaginal  smears  in- 
dicate that  in  some  cases  there  is  a degree 
of  estrogen  deficiency  comparable  to  the 
menopause.  In  others,  the  smears  in- 
dicate an  adequate  estrogen  effect.  The 
nature  of  the  hormonal  derangement  in 
functional  amenorrhea  is  urgently  in 
need  of  clarification.  Some  of  the  cases 
appear  to  be  primary  pituitary  defi- 
ciencies; others  appear  to  be  primary 
ovarian  deficiencies,  presenting  endocrine 
features  indistinguishable  from  the  meno- 
pause— “atrophic”  smears  and  excessive 
gonadotropic  hormone  excretion.  Some 
cases  are  complicated  by  a hypothyroid 
state.  The  latter  usually  respond  to  ap- 
propriate thyroid  medication  alone. 

The  group  of  cases  that  show  estrogen 
deficiency  smears  and  atrophy  or  hypo- 
plasia of  the  endometrium  should  be 
treated  intensively  with  estrogens.  Such 
patients  should  be  given  approximately 

200.000  R.U.,  estradiol-benzoate,  in- 
tramuscularly, during  the  first  month  of 
treatment.  We  have  found  it  advan- 
tageous to  supplement  the  estrogens  with 
progesterone  during  the  second  two 
weeks,  giving  20  mg.  per  week.  Treat- 
ment is  discontinued  for  a week  if  uterine 
bleeding  has  not  occurred.  Usually 
uterine  bleeding  will  occur  five  to  eight 
days  after  cessation  of  treatment.  Im- 
mediately after  the  cessation  of  bleeding, 
estrogen  therapy  should  be  recommenced, 
reducing  the  dose  during  the  second 
month  by  25  per  cent.  This  is  repeated 
for  three  successive  months,  reducing  the 
dosage  each  month  by  approximately 
25  per  cent.  The  progesterone  is  con- 
tinued as  during  the  first  month. 

Some  cases  with  advanced  atrophy  of 
the  endometrium  require  as  much  as 

500.000  R.U.  during  the  first  month  to 
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induce  uterine  bleeding.  The  cases  that 
reveal  moderate  estrogen  deficiency,  as 
indicated  by  the  endometrium  and  vagi- 
nal smear,  do  not  require  as  intensive 
treatment.  The  first  month  100,000 
R.U.  can  be  given,  estrogens  being  con- 
tinued for  four  successive  cycles,  reduc- 
ing the  amount  monthly  by  25  per  cent. 

Oligomenorrhea. — Small  doses  of  estro- 
gens are  frequently  helpful  if  the  basal 
metabolic  rate  is  found  to  be  normal. 
Usually  10,000  R.U.,  twice  weekly  for 
two  months,  in  addition  to  20  mg.  pro- 
gesterone per  week  during  the  second  two 
weeks,  reducing  the  dose  by  half  in  the 
third  and  fourth  months,  will  produce 
definite  improvement. 

Gonorrheal  Vaginitis  in  Children. — 
The  results  with  estrogens  in  this  con- 
dition are  very  striking.  Lewis17  and 
TeLinde18  have  reported  a large  series  of 
cases  with  a high  percentage  of  cures. 
The  estrogen  can  be  administered  hy- 
podermically in  doses  of  2,000  R.U., 
twice  weekly;  by  mouth,  in  doses  of 
1,800  oral  units  per  day;  or  in  the  form 
of  suppositories  (2,500  units  each  night). 
Treatment  should  be  continued  until  the 
smears  become  repeatedly  negative. 
This  usually  takes  three  to  four  weeks. 

Urinary  Frequency  and  Dysuria. — In 
old  women  urinary  frequency  and  dys- 
uria which  is  not  attributable  to  organic 
disease  can  frequently  be  relieved  by 
estrogen  therapy.  In  some  cases  these 
urinary  symptoms  are  accompanied  by 
urgency  and  incontinence.  Cystoscopy 
usually  reveals  nothing  abnormal  ex- 
cept a slight  trigonitis.  Not  in- 
frequently there  is  an  associated  senile 
vaginitis. 

Estrogens  have  been  recommended  for 
atrophic  rhinitis,  breast  adenosis,  dys- 
menorrhea, migraine,  and  involutional 
psychoses.  Our  experience  with  the  use 
of  estrogens  in  these  conditions  has  not 
been  extensive  enough  to  warrant  its 
evaluation. 

Experience  with 
Estradiol-Dipropionate 

It  has  recently  been  reported20  that 
in  animals  estradiol-dipropionate  has  a 


more  prolonged  estrogenic  effect  than 
any  of  the  other  estrogenic  preparations. 
We  have  used  estradiol-dipropionate  in  a 
series  of  14  cases  with  various  degrees  of 
menopause  symptoms.  The  dosage  em- 
ployed varied  from  1 to  5 mg.,  two  or 
three  times  weekly,  given  intramus- 
cularly in  sesame  oil.  We  have  found 
that  the  symptoms  are  rapidly  controlled 
with  the  5 mg.  dosage.  Estrogen  smears 
appear  at  the  end  of  a week  after  10  mg. 
of  the  hormone.  This  estrogenic  sub- 
stance is  effective  in  relieving  the  symp- 
toms and  producing  estrogenic  effects 
in  the  vaginal  smear.  Clinically,  its 
effects  are  qualitatively  indistinguishable 
from  those  produced  by  estradiol- 
benzoate.  It  is  very  difficult  to  repro- 
duce conditions  in  humans  comparable 
to  animal  experiments,  in  order  to  de- 
termine whether  the  prolonged  effect 
attributed  to  estradiol-dipropionate  in 
experimental  animals  obtains  also  in  the 
human.  Prolonged  and  careful  observa- 
tion in  a large  series  of  cases  would  be 
necessary  if  one  were  to  determine 
whether  this  estrogenic  compound  pos- 
sesses any  virtues  that  would  make  it 
preferable  to  the  other  estrogens. 

Experience  with  Stilboesterol 

Dodds  and  his  co-workers21  have  pre- 
pared a synthetic  compound  which  has 
strong  estrogenic  activity  in  animals. 
Three  clinical  reports  have  appeared 
recently  in  England  on  the  use  of 
this  substance  in  humans. 22,23,24  The 
authors  have  reported  very  good  thera- 
peutic results  in  the  treatment  of  cases  of 
menopause,  dysmenorrhea,  and  amen- 
orrhea. We  have  employed  it  in  a series 
of  38  menopause  cases  (natural  meno- 
pause and  surgical  castrates).  Clinical 
observations  were  correlated  with  vaginal 
smears.  The  hormone  was  administered 
intramuscularly,  in  doses  varying  from  1 
to  5 mg.,  three  times  weekly,  in  oily 
solution  and,  by  mouth,  in  doses  of  0.6, 
3,  and  5 mg.  per  day  (tablets  [Squibb] — 
0.1,  1,  and  5 mg.  each;  and  capsules 
[Ayerst,  McKenna,  and  Harrison] — 1 
mg.  each).  Twenty-six  of  the  38  pa- 
tients were  given  intramuscular  injec- 
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tions;  15  of  these  were  subsequently 
given  tablets  or  capsules;  12  were  begun 
with  the  oral  preparation. 

Results 

Intramuscular  Injections. — Stilboesterol 
produces  characteristic  estrogen  smear 
changes  similar  to  those  produced  by  the 
physiologic  estrogens.  Estrogen  smear 
changes  appear,  after  10  to  20  mg.,  in 
four  to  seven  days.  A definite  estrogen 
effect  was  noted  as  early  as  four  days  after 
a total  of  5 mg.,  in  cases  of  senile  vagi- 
nitis. Symptoms,  particularly  the 
flushes,  yield  quickly  to  the  administra- 
tion of  the  hormone.  The  flushes  can 
be  completely  controlled  at  the  end  of 
ten  days  with  total  doses  varying  from 
15  to  25  mg.  However,  some  of  the 
other  symptoms  are  not  strikingly  im- 
proved, particularly  the  headaches,  fati- 
gability, and  nervousness.  Furthermore, 
20  per  cent  of  the  patients  complained  of 
nausea  and  anorexia,  and  some  of  dizzi- 
ness and  vomiting. 

Oral  Administration. — Twelve  patients 
were  given  doses  varying  from  1 to  5 mg. 
per  day.  Of  these,  10  developed  nausea; 
6,  nausea,  vomiting,  and  epigastric  pain; 
4,  vomiting  and  dizziness.  In  the  ma- 
jority, the  symptoms  developed  within 
six  horns.  In  some,  these  symptoms 
came  on  an  hour  or  two  after  taking  the 
pills.  Only  8 cases  were  able  to  continue 
with  stilboesterol  by  mouth  for  more  than 
a week;  the  others  were  made  so  ill  that 
they  refused  to  continue  with  the  tablets. 
The  menopause  symptoms  of  4 of  these 
were  definitely  diminished  at  the  end  of 
one  week,  with  doses  of  3 to  5 mg.  per 
day,  and  satisfactorily  controlled  at  the 
end  of  two  weeks.  Of  the  remaining  4, 
the  symptoms  were  only  slightly  im- 
proved in  2 cases  and  not  at  all  in  2.  It 
is  interesting  to  note  that  2 of  the  cases 
that  did  not  respond  clinically  showed 
vaginal  smears,  indicating  an  estrogen 
effect.  Ten  of  the  15  cases  who  had  pre- 
viously taken  intramuscular  injections 
with  either  no  nausea  and  vomit^pg  or 
only  slight  nausea,  developed  nausea 
and  vomiting  when  placed  on  oral  ther- 
apy. Apparently  some  of  the  patients 


who  will  tolerate  the  intramuscular  in- 
jections will  react  with  nausea,  vomiting, 
etc.,  if  they  take  the  stilboesterol  by 
mouth. 

It  appears  that  stilboesterol  possesses 
some  of  the  physiologic  properties  of  the 
natural  estrogens.  It  can  relieve  the 
vasomotor  symptoms  resulting  from  es- 
trogen deficiency  and  it  stimulates  epithe- 
lial proliferation  of  the  atrophic  vaginal 
mucosa  and  probably  also  of  the  endome- 
trium. However,  it  has  certain  objec- 
tionable side  effects,  noted  chiefly  when 
administered  by  mouth.  The  unpleasant 
symptoms  induced  in  many  patients  sug- 
gest a toxicity,  the  nature  of  which  is  not 
yet  clear. 

There  are  no  data  available  at  present 
concerning  the  effect  of  this  substance  on 
the  hypophysis,  endometrium,  and  kidney 
and  liver  function.  A significant  ob- 
servation is  that  made  by  Parkes,  Dodds, 
and  Noble25  that  stilboesterol,  if  given 
soon  after  ovulation,  prevents  implanta- 
tion of  the  blastocyst  and  could  also 
terminate  an  established  pregnancy  in 
rats. 

We  feel  that  all  of  the  pharmacologic 
aspects  of  stilboesterol  activity  should  be 
exhaustively  investigated  and,  if  it  is 
found  pharmacologically  and  endocrino- 
logically  to  be  devoid  of  harmful  po- 
tentialities, it  may  then  be  considered 
as  a candidate  for  our  hormonologic 
armamentarium. 

Implantation  of  Crystalline 
Estradiol-B  enzoate 

One  of  the  serious  problems  of  estrogen 
therapy  is  its  costliness.  Although  the 
price  of  estrogen  preparations  has  been 
strikingly  reduced  in  the  past  two  years, 
it  is  still  prohibitive  for  many  patients. 
The  problem  of  the  cost  is,  of  course,  re- 
lated to  the  factor  of  the  high  dosage  re- 
quired to  achieve  a therapeutic  effect. 
There  is  considerable  evidence  available 
to  indicate  that  the  high  dosage  required 
is  partly  attributable  to  the  rapid  ex- 
cretion of' the  hormone  which,  in  turn, 
is  the  result  »f  rapid  absorption.  The 
use,  therefore,  of  an  estrogenic  prepara- 
tion which  is  slowly  absorbed  would  rep- 
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resent  a substantial  economy.  This 
has  been  achieved,  to  an  appreciable  de- 
gree, in  the  esterification  of  estradiol 
in  the  form  of  estradiol-benzoate.  In 
spite  of  this  comparative  retardation  of 
absorption,  however,  we  feel  there  is 
still  a considerable  loss  by  excretion 
which  might  be  prevented.  In  an  at- 
tempt to  retard  the  rate  of  absorption 
even  further,  we  implanted  crystalline 
estradiol-benzoate  subcutaneously.  We 
have  found  that  the  effect  from  a 
given  amount  of  implanted  crystalline 
hormone  is  much  more  prolonged  than 
from  an  equal  amount  of  hormone  when 
injected  in  solution  in  oil.  Several  pa- 
tients have  been  satisfactorily  main- 
tained for  more  than  six  weeks  with  a 
single  implantation  of  4 or  5 mg.  of  the 
pure  hormone,  which  is  equivalent  to  a 
total  dosage  of  24,000  and  30,000  R.U., 
respectively.  This  method  of  adminis- 
tering the  hormone  holds  forth  hope  of 
possibly  simplifying  the  problems  as- 
sociated with  estrogen  therapy.  We  are 
pursuing  this  investigation  further  and 
expect  to  report  our  results  shortly. 

Discussion 

The  method  of  treating  the  menopause 
patient  as  outlined  here — first,  satura- 
tion by  means  of  high  dosage,  followed 
by  a maintenance  dose  for  months — is 
predicated  upon  the  concept  that  the 
menopause  syndrome  is  essentially  a 
deficiency  disease  and,  if  our  aim  is  to 
maintain  that  individual  in  a state  of 
physiologic  hormonal  balance,  we  must 
continue  to  supply  her  with  estrogens. 
Many  patients,  however,  can  gradually 
diminish  the  maintenance  dose  and  after 
periods  varying  from  six  to  eighteen 
months  their  autonomic  nervous  systems 
become  adjusted  to  the  altered  hormonal 
economy.  We  must  face  the  fact,  how- 
ever, that  if  we  are  to  saturate  a patient 
with  estrogens  and  thereafter  keep  her 
adequately  supplied,  while  we  do  relieve 
her  symptoms  and  provide  her  with  a 
very  comforting  sense  of  nervous  and 
emotional  stability  as  well  as  physical 
vigor,  sudden  discontinuation  of  the 
hormone  therapy  may  cause  recurrence 


of  all  the  symptoms  in  their  original 
intensity.  We  must  be  reconciled,  there- 
fore, to  keeping  some  of  the  cases  on 
small  doses  for  many  months  and,  possi- 
bly, years.  However,  the  patients  are  so 
richly  compensated  in  the  restoration  of 
emotional  stability  and  a sense  of  physical 
well-being,  that  they  gladly  accept  the 
slight  annoyance  of  continuing  with  the 
maintenance  dose. 

Our  advising  comparatively  large  doses 
of  estrogens  over  prolonged  periods  of 
time  and  their  inunction  in  senile  atrophy 
of  the  vulva  and  kraurosis  raises  the 
question  of  the  possible  carcinogenic  ef- 
fects of  estrogens.  There  is  an  extensive 
literature  on  the  subject,  but  the  exigen- 
cies of  time  will  not  permit  our  discussing 
this  very  interesting  problem.  Briefly, 
however,  we  may  state  that  there  is  no 
evidence  at  present  that  the  administra- 
tion of  estrogens  to  humans  carries  even  a 
remote  hazard  of  carcinogenesis.  Emge26 
has  recently  reviewed  the  subject  very 
thoroughly.  Our  observations  with  very 
large  doses  in  humans  have  revealed  the 
very  significant  fact  that  while  in  moder- 
ate doses  estrogens  cause  active  prolifera- 
tion of  the  atrophic  vaginal  and  endo- 
metrial epithelium,  increasing  the  dosage 
progressively  does  not  result  in  a progressive 
proliferation  beyond  that  found  in  un- 
treated menstruating  women.  We  have 
not  been  able  to  produce  abnormal 
epithelial  proliferation  with  doses  varying 
from  5,000,000  to  10,000,000  R.U.  (15,- 
000,000  to  50,000,000  I.U.)  of  estradiol- 
benzoate.  It  would  appear  that  there  is  a 
limit  to  the  amount  of  proliferation  that 
estrogens  can  stimulate,  and  that  the 
epithelial  growth  instigated  by  the  estro- 
gens does  not  transgress  the  normal 
boundaries,  in  spite  of  continued  adminis- 
tration of  enormous  doses.  This  phase 
of  the  estrogen  problem  is  still  being  in- 
vestigated and  will  be  reported  upon  in 
the  near  future. 

Summary 

1.  The  clinical  indications  for  estrogen 
therapy  and  the  optimal  dosage  of  estro- 
gens are  reviewed  briefly. 
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2.  The  value  of  the  vaginal  smear  as 
an  indicator  of  estrogen  deficiency  and  as 
an  index  of  the  efficacy  of  administered 
estrogens  is  stressed. 

3.  The  various  estrogenic  preparations 
available  are  classified. 

4.  The  value  of  two  new  estrogenic 
preparations  (estradiol- dipropionate  and 
diethyl  stilboesterol)  is  discussed. 

5.  A preliminary  report  is  presented 
on  the  subcutaneous  implantation  of 
pure  crystalline  hormone  (estradiol- 
benzoate)  . 


We  wish  to  express  our  thanks  to  the 
following  pharmaceutic  houses  for  their 
kindness  in  supplying  us  with  the  endo- 
crine products  used  in  these  studies: 

Schering  Corporation,  for  estradiol- 
benzoate  (Progynon-B),  estradiol  crys- 
tals, estradiol  ointment  (DH  Lanol), 
estradiol  tablets  (Progynon-DH),  and 
estradiol  suppositories  (Progynon-DH) ; 
Ciba  Pharmaceutical  Products,  for  es- 
tradiol-dipropionate; Ayerst,  McKenna, 
and  Harrison,  for  emmenin  (concen- 
trated), and  stilboesterol;  Squibb  and 
Sons,  for  stilboesterol. 
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BROMIDE  INTOXICATION  NOW  COMMON 


Bromide  intoxication,  resulting  in  mental 
aberrations,  has  become  a common  condition, 
and,  judging  from  the  hundreds  of  cases  re- 
ported, it  is  prevalent  in  all  parts  of  this  country, 
Lewis  P.  Gundry,  M.D.,  of  Baltimore,  declares 
in  the  Journal  of  the  American  Medical  Associa- 
tion. 

Improper  use  of  physicians’  prescriptions  by 
disregarding  instructions  and  taking  large  fre- 
quent doses,  and  repeated  refilling  of  a pre- 
scription that  calls  for  a moderate  dose  of  bro- 
mide, together  with  self-medication  through  the 
many  proprietary  medicines  containing  bro- 
mides, are  the  chief  causes  of  the  condition,  Dr. 
Gundry  says.  As  preventive  measures,  he 
recommends  that  all  prescriptions  should  be 
marked  “not  to  be  refilled”  and  that  the  public 
be  warned  against  self-medication. 

Patients  with  chronic  alcoholism  are  particu- 


larly prone  to  develop  bromide  poisoning,  as  such 
persons  frequently  take  excessive  doses  of  any 
medication.  Several  patients  in  the  series  of  15 
reported  by  the  author  literally  substituted 
bromide  solutions  for  alcohol  at  the  end  of  a 
spree. 

Recovery  from  the  symptoms  of  bromide 
poisoning  requires  from  one  to  six  weeks,  de- 
pending largely  on  the  severity  of  the  intoxica- 
tion. It  is  noteworthy,  however,  that  an  under- 
lying psychosis  was  found  in  3 of  the  patients 
and  that  there  has  been  a recurrence  of  drinking 
in  several  of  those  with  chronic  alcoholism. 

Because  chloride  replaces  bromide  in  the 
body  and  promotes  its  elimination  by  the  kid- 
neys, sodium  chloride,  or  salt,  is  a specific  in  the 
curative  treatment  of  bromide  intoxication,  the 
author  states.  This  inexpensive  medication  is 
most  easily  given  by  mouth  in  capsules. 


DISPENSARY  DIABETICS 


Arthur  H.  Terry,  Jr.,  M.D.,  and  S.  Folk,  M.D.,  New  York  City 


A survey  of  the  Beekman  Street 
Hospital  Diabetes  Clinic  is  here  pre- 
sented to  learn  whether  the  ends  justify 
the  means.  Essentially  a good-natured 
Italian  group,  sparing  neither  wine  nor 
spaghetti,  yet  managing  to  conform  suffi- 
ciently to  diabetic  requirements  to  con- 
tinue to  eat,  drink,  and  be  merry.  Here, 
then,  is  the  setup : 

Material 

Since  the  organization  of  the  Diabetes 
Clinic  in  1934,  we  have  had  110  cases 
(52  males  and  58  females),  the  majority, 
68  (61.8  per  cent),  being  Italians.  At 
present,  75  of  these  are  attending  the 
clinic,  30  per  cent  having  moved  to  more 
fertile  soil  this  side  of  the  River  Styx. 
Average  age,  54 V2;  average  weight,  156; 
average  blood  sugar  fasting,  209 ; average 
blood  pressure,  158/86;  therefore,  a 
middle-aged  group  of  mild  diabetics. 

Treatment 

This  is  ridiculously  simple,  as  we  give 
them  all  the  same  starting  diet,  which 
consists  of  C-117,  P-54,  F-36,  or  1,008 
calories — not  enough  to  be  theoretically 
sustaining,  yet  practically  sufficient  to 
maintain  weight,  showing  that  we  can 
lead  them  to  the  trough  but  can’t  make 
them  think.  However,  we  don’t  get 
excited  about  that,  but,  having  provided 
the  best  possible  pattern,  we  build  our 
insulin  around  our  patient,  his  intake  and 
his  output.  Sometimes  we  don’t  admit 
this  until  we  pluck  a sugar-leaking  patient 
from  the  dispensary  and  place  him  in  the 
ward  where  his  glycosuria  ceases  with 
twice  his  usual  diet  and  half  his  usual 
insulin.  This  proves  that  man  is  but 
mortal  and  interesting.  But,  to  return  to 
the  start  of  our  diabetic  treatment,  we 
provide  the  basic  diet  (opposite  column). 

If  this  makes  him  sugar-free,  we  add  a 
slice  of  bread  to  his  daily  regimen  until 
he  is  satisfied.  If  he  continues  sugar-free, 


no  insulin  is  given.  If  sugar  shows  with 
the  Benedict’s  test,  then  we  begin  with 
10  units  of  protamine  insulin  and  have  the 
patient  return  in  one  week  for  a checkup. 
This  is  a field  day — they  all  come  into 
one  room  as  gaily  as  Venetian  gondoliers. 
Fifteen  or  20  specimens  are  then  baked 
in  the  usual  fashion  with  Benedict’s 
solution.  If  more  insulin  be  needed,  more 
is  given  according  to  the  degree  of  sugar 
in  the  urine,  but  usually  not  increasing 
over  5 units  at  a time,  as  there  is  no 
hurry  and  protamine  insulin  is  cumulative 
and  should  be  slowly  altered.  Each 
patient  is  lectured  before  the  whole  class, 
providing  mutual  benefit  and  amusement. 
Eager  eyes  watch  the  urinary  sediments 
to  taunt  the  hapless  victim  who  has  a red 
or  yellow  reducing  urine.  Weights,  too, 
are  charted  and  he  who  is  already  fat  and 
yet  gaining  is  berated  for  this  indulgence. 
We  do  not  have  patients  examine  their 
own  urines,  even  though  this  be  orthodox, 
because  of  several  reasons : extra  expense, 
extra  Benedict’s,  extra  glassware,  and 
finally  because  it  is  not  necessary,  as  our 
patients  keep  mostly  sugar-free,  remain 


Basic  Diet 

Breakfast:  1 small  orange  or *  1 * 3/2  grape- 
fruit 

1 cup  coffee 

1 cup  or  6 oz.  milk 
4 tablespoons  cooked  oatmeal 
or  1 slice  bread 

Dinner:  1 portion  (3  oz.)  meat,  fish, 

fowl,  or  cheese 
3 tablespoons  (about  5 oz.) 

green  vegetables 
1 slice  bread 
1 small  orange 

Supper:  1 glass  milk  (8  oz.)  or  meat, 

fish,  or  fowl 

3 tablespoons  green  vegetables 
1 slice  bread  (no  butter) 

1 orange. 
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well  and,  therefore,  do  not  usually  die — 
the  exceptions  to  be  mentioned  later. 
Furthermore,  if  they  did  not  report  their 
urinary  findings  any  better  than  their 
dietary  digressions,  it  would  not  be  very 
reliable  information.  Fifty  patients  were 
controlled  by  diet  alone  and  60  received 
insulin,  their  average  dose  being  17  units, 
showing  that  most  of  our  cases  were  mild. 
About  75  per  cent  of  our  cases  showed  no 
symptoms  of  diabetes,  the  diagnosis  being 
made  from  routine  urinalyses. 

Complications 

In  order  of  frequency  are:  arthritis, 
10  per  cent;  lues,  8.2  per  cent  (under 
treatment);  pyogenic  infections,  7.3  per 
cent;  coronary  disease,  4.5  per  cent 
(diabetes  and  coronary  disease  both  de- 
velop most  frequently  in  the  sixth  dec- 
ade); hyperthyroidism,  4.5  per  cent; 
coma  (2  cases),  1.8  per  cent  (in  patients 
not  previously  treated  in  our  clinic,  we 
having  a clean  record);  carotonemia  (1 
case),  caused  by  eating  carrots  or  other 
pigment  vegetables,  none  of  which  our 
patient  admits  eating,  therefore  more 
interesting  than  informative;  and  chole- 
cystotomy  (1  case)  diabetes  subsequently 
improved,  though  no  gallbladder  disease 
found  (additional  useless  information). 

Deaths 

Three  died;  1 of  cerebral  hemorrhage, 
1 resulting  from  thyroidectomy,  and  1 
from  cause  unknown.  The  thyroidec- 
tomy was  undertaken  in  the  belief  that 
there  would  be  a general  improvement 
following  removal  of  a very  toxic  thyroid, 
a sound  idea  had  there  been  no  casualty. 
The  other  2 cases  warrant  less  comment. 

Allergy 

To  protamine  zinc  insulin  in  a patient 
sensitive  to  fish — changed  to  regular 


insulin  with  relief — then  back  to  pro- 
tamine zinc  insulin  and  no  longer  sensitive. 
Why?  In  the  immortal  words  of  the 
Mad  Hatter,  “Why  not?” 

Economic  Survey 

Of  75  of  our  patients  attending  the 
clinic  from  February  1, 1938,  to  November 
1,  1938:  13  patients  working,  mostly 
part  time;  3 patients  living  on  savings; 
2 patients  being  helped  by  friends;  13 
patients  helped  by  family;  7 patients  on 
WPA;  22  patients  on  Home  Relief;  5 
patients  on  Old  Age  Pension;  3 patients 
on  Army  and  Navy  Pension;  1 patient 
on  Railroad  Pension;  1 patient  on  City 
Pension;  and  5 patients  not  known. 

What  These  People  Cost  Us 

Salaries,  including  maintenance,  insur- 
ance, investigators,  orderlies,  doctor,  phar- 
macist, registrar,  food,  workmen’s  com- 
pensation— estimated  $1,531.46;  Drugs 
(protamine  insulin,  Benedict’s  solution), 
$310.68;  medical  and  surgical  supplies, 
such  as  test  tubes,  insulin  syringes,  and 
needles,  $51.42;  files,  charts,  covers, 
OPD  sheets,  $6.32;  other  overhead, 
$317.50.  Total,  $2,217.38— for  55  pa- 
tients, or  500  visits;  cost  per  diabetic 
visit,  $4.43.  Is  it  worth  it?  Apparently 
about  16  of  these  make  or  made  their  own 
living.  Should  we  have  more  dietitians, 
instructors,  further  urinary  examinations 
and  regimentation,  or  should  we  recog- 
nize the  human  limitations  and  let  them 
continue  their  rugged  individualism  at 
$4.43  a visit  which,  when  added  to  what 
they  get  from  our  modern  paternalism, 
amounts  to  a neat  sum.  However,  we 
keep  them  out  of  the  hospital  and  this  is 
a saving — but  then  we  make  them  live 
longer.  Somebody  must  eat  macaroni 
and  spaghetti  or  else  there  would  not  be 
any  work  for  their  manufacturers. 


WHEN  THE  “DEW  OF  DEATH”  FALLS 
In  their  preparations  for  war,  British  medical 
authorities  figure  that  300,000  beds  must  be 
quickly  made  available  for  civilian  casualties 
from  air  raids.  They  propose  to  find  100,000  of 
these  by  sending  home  patients  from  the  general 


hospitals  who  are  able  to  go;  and  will  set  up 
110,000  additional  beds  in  existing  hospitals 
and  institutions.  The  rest  will  be  provided  in 
blocks  of  huts  or  complete  temporary  hospitals, 
which  will  soon  be  under  construction. 


SOME  SCHOOL  HEARING  SURVEYS, 
ANALYSIS  AND  OBSERVATIONS 

E.  Martin  Freund,  M.D.,  Albany,  New  York 


The  public  consciousness  and  knowl- 
edge of  the  hard  of  hearing  problem, 
particularly  of  the  school  child,  is  more 
than  a decade  old.  It  seems  worth  while 
to  analyze  the  results  of  this  effort  in 
health  promotion.  I shall  not  go  into 
the  merits  of  prevention  of  deafness, 
commencing  with  the  child  of  school  age, 
as  considerable  has  been  written  on  that 
subject,  and  it  needs  no  further  justifica- 
tion or  defense.  Hearing  surveys  are 
being  conducted  by  part-time  otologists, 
school  physicians,  and  in  many  instances 
by  school  nurses  or  technicians  who  may 
come  under  the  pedagogic  category. 
However,  the  important  objective  of 
these  studies  is  not  only  the  number  of 
children  discovered  to  have  hearing  de- 
fects, but  the  practical  benefits  to  be 
derived  therefrom. 

Let  us  consider  the  usual  result  in  cases 
found  to  have  hearing  defects  with  a 
group  audiometer  or  with  an  individual 
pitch-range  audiometer.  For  purpose 
of  illustration,  we  may  take  the  case  of  a 
child  who  has  been  found  during  a school 
survey  to  have  a definite  loss  of  hearing. 
When  this  defect  is  discovered,  the  school 
office  is  notified,  the  parent  receives  a 
card  from  the  principal  informing  him  of 
the  child’s  hearing  loss,  and  advising  that 
the  child  be  taken  to  the  family  physician 
or  otologist,  or  to  an  ear  clinic  for  the 
proper  remedial  measures.  Often,  this  is 
the  end  of  the  story,  because  some  par- 
ents respond  very  reluctantly,  or  not  at 
all,  to  this  report.  In  the  meantime,  this 
pupil  retains  his  handicap  and  continues 
to  bear  the  additional  physical  strain  in 
school  and  his  other  environments.  He 
appears  dull,  inattentive,  and  queer  to 
his  friends,  teachers,  and  in  many  in- 
stances to  his  parents.  It  is  only  in  cases 
where  progressive  school  systems  and 
cooperative  parents  adopt  vigorous  action 
that  a real  attempt  is  made  to  prepare 


this  pupil  for  a normal  and  practical 
adaptation  to  his  handicap  in  his  early 
adolescence. 

Less  than  -fifteen  years  ago,  it  was 
pointed  out  to  the  profession  and  to  the 
public  that  there  were  about  three  and  a 
half  million  school  children  in  the  LTnited 
States  who  had  a hearing  loss  from  a 
moderate  to  a severe  degree,  and  this 
figure  has  hardly  diminished,  as  recent 
reports  indicate.  This  does  not  mean 
that  no  scientific  progress  has  been  made 
in  the  treatment  or  prevention  of  deafness. 
Given  a case  of  early  detected  deafness, 
whether  it  be  a child  or  adult,  unless  it 
be  deaf-mutism  or  total  auditory  nerve 
destruction,  proper  and  persistent  treat- 
ments and  the  eradication  of  the  underly- 
ing pathologic  causes,  usually  located  in 
the  upper  respiratory  tract,  will  in  most 
instances  either  cure  or  greatly  improve 
that  deafness.  I stress  the  word  early. 
Many  of  us  have  seen  the  dramatic 
effects  on  deafness  of  the  removal  of  a 
diseased  set  of  tonsils,  the  removal  of  a 
mass  of  adenoid  tissue  high  up  in  the 
nasopharynx  or  in  Rosenmuller’s  fossa,  a 
submucous  septum  operation,  treatments 
directed  toward  sinus  involvement,  and 
the  removal  of  infected  teeth.  Instances 
of  this  kind  indicate  the  undoubted  re- 
lationship between  these  pathologic  con- 
ditions and  the  deafness.  But  one  cannot 
expect  these  results  after  the  diseased 
process  has  been  allowed  to  progress  for  a 
number  of  years.  Elimination  of  these 
foci  under  the  latter  circumstances  may 
result  in  little  or  no  benefit. 

Having  conducted  a number  of  hear- 
ing surveys  during  the  last  seven  years,  in 
both  large  and  small  school  systems,  my 
observations  may  be  pertinent.  These 
surveys  begin  with  the  third  grade  pupils, 
due  to  the  fact  that  special  technique  is 
required  for  children  below  that  grade. 
Time  did  not  permit  this  procedure. 


1770 


September  15,  1939] 


SCHOOL  HEARING  SURVEYS 


1771 


Groups  of  40  are  first  tested  with  the 
4-A  or  screen  audiometer.  Those  who 
show  hearing  defects  are  again  tested  in 
groups  with  the  same  apparatus,  many 
of  the  latter  passing  the  second  test. 
Inattention,  nervousness,  carelessness, 
and  distraction  are  often  responsible  for 
the  first  failure.  From  5 to  20  per  cent 
usually  show  defects  after  the  second 
test.  These  pupils  are  then  given  an  in- 
dividual 2-A  audiometer  or  pitch-range 
audiometer  test.  This  electrical  device 
indicates  the  approximate  percentage  of 
loss  of  hearing  present,  both  to  tone  as 
well  as  to  pitch.  These  last  pupils  also 
have  their  ears,  noses,  throats,  teeth,  and 
sinuses  examined  for  any  defects  that  may 
be  present. 

Having  given  this  brief  summary  of 
procedure,  we  will  now  look  at  some  find- 
ings in  a comparative  analysis  of  six 
school  systems.  The  largest  unit  is  that 
of  the  entire  public  school  system  of 
Albany;  the  next  is  a large  parochial 
school  in  Albany;  the  third  is  the  school 
in  the  village  of  Chatham.  Then  we  have 
the  freshman  class  of  New  York  State 
College  for  Teachers,  as  well  as  the  stu- 
dents of  Milne  High  School.  Finally, 
we  have  a small  parochial  school  in  the 
outskirts  of  Albany. 

The  accompanying  chart  indicates  the 
name  of  the  school;  its  census;  total 
number  of  pupils  examined;  hearing 
defects  noted;  previous  history  of  ear 
disturbances;  physical  defects  found  in 
the  ears,  noses,  throats,  and  sinuses;  and 
the  number  of  pupils  recommended  for 
lip  reading.  In  the  number  of  defective 
hearing  and  borderline  cases  found,  there 
is  a fairly  equal  distribution  of  males  and 
females.  These  histories  given  by  the 
pupils  are  not  absolutely  reliable,  but  gen- 
erally speaking  they  may  be  considered 
as  75  per  cent  accurate.  Information  is 
also  obtained  as  to  previous  tonsil  and 
adenoid  operations,  mastoid  operations, 
and  family  deafness.  There  was  no  strik- 
ing decrease  in  the  incidence  of  deafness 
in  early  tonsillectomized  children,  as 
compared  to  those  nontonsillectomized. 
Thus,  it  would  appear  that  diseased 
tonsils  and  adenoids  are  not  the  only  fac- 
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E.  MARTIN  FREUND 


[N.  Y.  State  J.  M. 


tors  concerned  in  the  production  of  deaf- 
ness. 

It  is  interesting  to  note  that  about  one 
third  of  the  children  presented  retracted 
drums.  These  ranged  from  a moderate 
to  a severe  degree.  In  the  180  cases  where 
wax  was  found  in  the  ear,  no  attempt  was 
made  to  remove  the  wax  when  it  was  hard 
and  impacted.  This  is  not  considered 
the  function  of  the  school  physician  or 
otologist  conducting  a school  survey. 

Hypertrophied  or  boggy  turbinals  are 
common  findings  in  the  school  child,  even 
in  normal  health.  It  will  be  noted  that 
the  tonsils  were  either  hypertrophied 
alone,  or  hypertrophied  and  diseased  in 
more  than  one  half  of  the  cases  examined. 
This  should  be  interpreted  by  the  indi- 
vidual examiner,  especially  if  he  has  the 
opportunity  to  follow  up  these  cases 
from  time  to  time.  About  20  per  cent 
of  the  cases  examined  individually  showed 
drum  perforations  that  were  in  most  in- 
stances dry  and  without  granular  margins. 
This  condition  is  an  important  factor  in 
the  predisposition  to  deafness.  About 
15  per  cent  of  these  pupils  also  showed 
evidence  of  adenoidal  hypertrophy  in  spite 
of  histories  of  previous  tonsil  and  adenoid 
operations.  The  sinus  involvements  were 
located  mainly  in  the  ethmoids,  there  be- 
ing only  a very  few  instances  where  the 
frontal  sinus  or  antrum  appeared  cloudy 
or  otherwise  involved. 

Of  921  2- A tests  made,  390,  or  more 
than  one-third,  showed  defective  hearing 
of  20  per  cent  or  more  loss  in  one  or  both 
ears.  This  percentage  would  seem  rather 
high,  but  the  percentage  reckoning  must 
be  made  against  the  12,258  school 
children  whose  hearing  was  originally  ex- 
amined. This  would  then  give  an  average 
of  2.6  per  cent  incidence  of  defective  hear- 
ing among  nearly  13,000  school  children. 
The  borderline  defective  total  is  227,  or 
3 per  cent  incidence  of  moderate  deafness 
found.  Thus  we  have  a total  of  617  hear- 
ing defects  found  in  approximately  13,000 
school  children.  We  note  that  101  chil- 
dren were  recommended  for  lip-reading 
instruction  in  addition  to  their  regular 
daily  curriculum.  Any  child  showing  a 
loss  of  hearing  of  20  to  35  per  cent  or  more 


in  the  better  ear  is  a proper  candidate  for 
lip-reading  instruction. 

Lip  Reading 

I wish  to  emphasize  this  valuable  ad- 
junct in  treating  the  hard  of  hearing. 
One  must  have  had  either  the  personal 
experience  or  close  contact  with  such 
cases  to  appreciate  this  fact.  The  prog- 
ress noted  in  school  children  who  have 
had  the  advantage  of  lip-reading  instruc- 
tion is  very  striking.  They  comprehend 
things  better  and  faster,  and  they  assume 
a different  attitude  toward  their  studies 
and  environment. 

But  all  this  requires  foresight  on  the 
part  of  the  school  system,  encouragement 
by  the  otologist,  skilled  teachers  in  the 
field,  as  well  as  patience  and  cooperation 
on  the  part  of  the  pupils  and  parents. 

Of  course  there  are  also  available  the 
newly  improved  electric  hearing  aids  which 
are  a boon  to  deafened  adults.  But  one 
hesitates  urging  their  extensive  use  by 
the  school  child  for  numerous  reasons, 
among  them  being  the  self-consciousness 
resulting  therefrom,  and  lack  of  mechani- 
cal dexterity. 

Summary 

Having  presented  these  figures,  what 
are  the  practical  values  and  constructive 
suggestions  that  may  result  from  these 
surveys?  It  is  interesting  to  note  that 
the  State  of  Minnesota,  after  a ten-year 
program  of  hearing  surveys  and  follow-up 
methods,  succeeded  in  lowering  the  hard 
of  hearing  incidence  in  their  school  system 
from  10  per  cent  to  less  than  7 per  cent. 
The  cost  of  these  annual  hearing  surveys 
has  been  more  than  compensated  by  the 
savings  in  the  school  budget  of  the  costs 
of  the  repeating  child. 

The  City  of  Albany  has  also  profited  by 
a series  of  hearing  tests.  For  example, 
dining  1935,  1936,  and  1937,  all  the 
fourth,  fifth,  and  sixth  grades,  as  well  as 
all  new  incoming  pupils  to  the  higher 
grades,  have  had  their  hearing  tested. 
Dining  these  years,  3,476  were  group- 
tested.  Of  these,  322  required  2-A  tests 
and  of  these  last,  126,  or  4 per  cent  of  the 
total  tested,  were  found  to  have  defective 
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hearing.  One  may  reasonably  estimate 
that  the  figures  would  be  the  same  for  the 
other  grades.  Thus,  we  see  that  the  hard 
of  hearing  incidence  has  been  reduced 
from  5 per  cent  to  4 per  cent  in  seven 
years.  Incidentally,  53  of  these  126  were 
examined  by  private  otologists,  9 were 
recommended  for  lip-reading  instruction, 
and  over  200  school  children  had  their 
seatings  readjusted  to  front  row  locations. 

As  a result  of  numerous  hearing  surveys 
in  New  York  State,  an  act  was  passed  by 
our  legislature  in  1936  making  annual 
audiometric  tests  of  all  school  children 
mandatory.  These  laws  (chapters  855 
and  856,  June  4,  1936)  also  provide  for 
assistance  by  the  State  Commissioner  of 
Education  to  the  school,  in  the  form  of 
appliances  and  apparatus  and  supervision 
to  carry  out  their  intents  and  purposes. 
All  minors  under  6 years  of  age  found  to 
have  a hearing  loss  must  be  reported  to 
the  local  health  or  welfare  officer.  As 
early  as  1926  the  A.M.A.  endorsed  and 
recommended  these  annual  surveys,  and 
gradually  more  state  and  national  medical 
societies  have  approved  this  program. 

In  conclusion,  it  may  be  said  that  hear- 
ing tests  of  the  school  child  should  be 
conducted  annually  or  periodically.  These 
examinations  should  be  divided  into  two 
phases,  namely:  group  tests  and  indi- 
vidual tests.  The  4-A  as  well  as  the  2-A 
tests  can  be  done  by  an  otologist,  a school 
physician,  a trained  technician,  a school 
teacher,  or  a school  nurse.  The  ear,  nose, 
throat,  and  sinus  examinations  should 
be  conducted  by  a part-  or  full-time 


otologist,  so  as  to  render  the  results  uni- 
form. There  should  also  be  continuous 
education  of  the  parents,  the  teachers, 
and  the  public  in  general  to  the  urgent 
necessity  of  treating  the  defects  as  dis- 
covered. May  I emphasize  finally  that  it 
is  by  early  detection  of  defective  hearing 
with  its  related  pathology,  and  the 
prompt  attempts  to  correct  these  condi- 
tions, that  the  incidence  of  deafness  can 
be  successfully  lowered. 
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WATER-BORNE  AND  MILK-BORNE  DISEASE  IN  1938 


For  the  eleventh  consecutive  year,  there  has 
been  no  outbreak  of  water-borne  typhoid  fever 
in  the  state  which  could  be  attributed  to  water 
from  a public  supply  system,  says  Health  News. 
An  epidemic  of  bacillary  dysentery  was  reported 
in  a village  supplied  with  water  from  a surface 
stream  and  chlorinated  before  delivery,  but  the 
illnesses  were  attributed  to  temporary  failure  of 
the  chlorination  equipment  for  approximately 
one  day.  Previously,  the  state  Health  Depart- 
ment had  recommended  a filtration  plant,  and 
the  village  is  planning  to  provide  such  a plant. 
This  outbreak  shows  the  need  for  constant  vigi- 
lance. 

Investigation  of  an  outbreak  of  gastroenteritis 


among  workmen  at  the  Buffalo  airport  disclosed 
that  the  water  supply,  from  a public  system,  was 
satisfactory  but  that  secondary  pollution  had 
occurred  during  enlargement  and  repair  of  the 
distribution  system.  The  new  or  repaired  mains 
had  not  been  disinfected. 

The  record  of  milk-borne  outbreaks  is  less 
favorable.  There  has  been  practically  no 
diminution  of  such  outbreaks,  and  raw  milk  con- 
tinues to  be  the  cause.  The  outbreaks  have  been 
confined  to  small  municipalities  where  a large 
proportion  of  the  milk  consumed  is  raw.  Con- 
tinued progress  depends  not  only  on  maintaining 
the  safety  of  public  milk  supplies  now  pasteur- 
ized, but  in  increasing  the  use  of  pasteurized  milk. 


THE  TREATMENT  OF  ACUTE  ENCEPHALITIS  BY  THE 
INTRAVENOUS  INJECTION  OF  HYPOTONIC  SALT  SOLUTION 

George  M.  Retan,  M.D.,  Syracuse,  New  York 


The  success  that  has  attended  the 
treatment  of  various  types  of  acute 
encephalitis  by  means  of  the  intravenous 
injection  of  hypotonic  salt  solution,  com- 
pels me  to  report  a few  of  the  cases  I have 
so  treated  and  to  describe  the  technical 
procedure  employed.  My  purpose  is  to 
invite  the  interest  of  other  men  in  this 
method,  and  to  describe  the  procedure 
to  those  who  may  be  sufficiently  inter- 
ested to  follow  it  in  the  treatment  of  such 
cases. 

The  evaluation  of  a new  clinical  pro- 
cedure, in  the  final  analysis,  rests  upon 
statistical  evidence.  The  gathering  of 
sufficient  material  from  which  statistical 
studies  can  be  made  requires  a good  many 
years,  and  such  material  should  be  ob- 
tained from  several  sources.  The  num- 
ber of  cases  of  acute  encephalitis  that  have 
been  treated  has  been  too  few  to  make  a 
report  conclusive,  but  the  response  of 
these  patients  to  treatment,  and  the  re- 
ports of  other  observers  throughout  the 
country  who  have  written  me  from  time 
to  time  of  their  excellent  results,  cer- 
tainly justify  a presentation  of  the  work 
that  has  been  done. 

Theory 

The  Virchow-Robins  perivascular 
spaces  (Fig.  1)  play  an  important  role 
in  this  treatment.  These  spaces  are  ill- 
defined  interstices,  surrounding  arteries 
and  veins  that  penetrate  into  the  depths 
of  the  central  nervous  system  tissue. 
Around  the  large  vessels  at  the  brain 
surface  and  for  a variable  depth,  these 
spaces  are  more  distinct,  with  supporting 
membranous  processes,  continuations  of 
the  pia  arachnoid.  Although  they  are 
not  sharply  defined  drainage  channels 
with  lining  membrane,  they  are,  never- 
theless, sufficiently  circumscribed  to  al- 
low small  amounts  of  tissue  fluid  to  reach 
the  subarachnoid  lake  by  a process  of 
seepage.  Since  there  is  no  distinct  mem 


brane  to  obstruct  this  passage,  no  osmotic 
force  is  necessary  to  effect  this  fluid 
movement.  Fluid  from  the  perineurial, 
pericapillary,  and  pericellular  spaces 
within  the  depth  of  the  central  nervous 
system  can  make  its  way  to  the  perivas- 
cular spaces. 

When  inflammation  exists  within  the 
tissue  of  the  central  nervous  system,  in 
the  acute  diseases  in  which  this  treat- 
ment is  used,  we  find  certain  changes. 
These  spaces  are  distended  by  fluid,  if 
edema  is  present;  and  often,  the  Vir- 
chow-Robins spaces  are  found  choked 
with  cells  (Fig.  2).  These  cells  are 
usually  of  the  lymphatic  type;  at  times, 
an  admixture  of  polymorphonuclear  leu- 
kocytes, with  a rare  clasmatocyte;  and 
in  very  severe  inflammations,  red  blood 
cells  may  be  found.  These  exuded  red 
blood  cells  result  from  breaks  in  the 
capillary  walls,  caused  by  severe  inflam- 
matory processes.  This  latter  condition 
is  found  more  particularly  in  certain 
severe  cases  of  acute  encephalitis,  often 
described  in  the  medical  literature  as 
hemorrhagic  encephalitis. 

When  we  increase  the  transudation  of 
fluid  within  the  depths  of  inflamed  areas 
of  the  central  nervous  system,  in  certain 
cases,  fluid  seeping  down  the  Virchow- 
Robins  spaces  washes  quantities  of  these 
cells  into  the  cerebrospinal  lake  of  fluid. 
The  presence  of  these  cells  in  fractions  of 
cerebrospinal  fluid  removed  during  the 
course  of  a treatment,  demonstrates 
forcibly  the  presence  of  perivascular 
cellular  infiltrations.  And  further,  by 
counting  these  cells,  the  operator  may 
gain  a rough  estimate  of  the  extent  of  this 
infiltration.  In  Sydenham’s  chorea,  we 
find  small  areas  of  perivascular  round  cell 
infiltration  in  the  caudate  nucleus.  The 
typical  findings,  therefore,  are  a few  cells 
in  fractions  of  cerebrospinal  fluid  ex 
amined  during  the  course  of  a treatment, 
as  compared  to  larger  numbers  found  in 
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diseases  having  a more  diffuse  inflamma- 
tion. 

These  cell  responses  are  found  in  all 
cases  of  acute  poliomyelitis,  but  have  not 
always  occurred  in  Sydenham’s  chorea, 
nor  in  all  cases  diagnosed  as  acute  en- 
cephalitis. Typical  findings  are  as  fol- 
lows: Sydenham’s  chorea,  1 cell  in  the 
original  fluid,  and  7 cells  the  maximum 
number  in  any  fraction  examined;  in 


Fig.  1.  Showing  Virchow-Robins  perivascular 
spaces. 


acute  poliomyelitis,  150  cells  in  the 
original  with  261  cells  maximum;  acute 
encephalitis,  21  cells  originally,  with  32 
cells  the  maximum  number. 

The  absence  of  cell  response  in  certain 
cases  of  chorea  and  encephalitis  has  not 
meant  therapeutic  failure,  and  whether 
we  can  say  that  a lack  of  cell  response  in 
the  fractions  examined  means  the  absence 
of  perivascular  cellular  infiltration,  is  not 
clear.  No  such  conclusion  can  be  drawn ; 
rather  we  could  conclude  that  a diffuse 
perivascular  infiltration  does  not  exist. 

We  will  now  examine  the  changes  that 
are  known  to  take  place  when  a hypo 
tonic  salt  solution  is  injected  into  the 
blood  stream,  and  will  discuss  the  difflcul 
ties  encountered  in  any  attempt  to  ex- 


Fig.  2.  Showing  choking  of  the  Virchow- 
Robins  spaces  with  cells.  Taken  from  a case 
of  acute  poliomyelitis  (human). 


plain  satisfactorily  the  therapeutic  re- 
sponses we  have  observed. 

When  a hypotonic  solution  is  injected 
into  the  blood  stream  of  animals,  the 
osmotic  pressure  of  the  blood  is  lowered. 
This  causes  a rapid  transudation  of  water 
from  the  capillaries  into  the  pericellular 
tissue  spaces  of  the  body.  The  amount 
of  pericellular  fluid  is  increased,  and  the 
percentage  of  electrolyte  is  decreased. 
Therefore,  the  balance  existing  between 
the  pericellular  tissue  fluid  and  the  fluid 
within  the  cell  itself  is  disturbed.  As  a 
result  of  the  dilution  of  the  electrolyte  in 
this  tissue  juice,  water  passes  into  the  cell 
body. 

Some  o‘f  this  excess  tissue  fluid  drains 
down  the  Virchow-Robins  perivascular 
spaces  and  is  added  to  the  lake  of  cere- 
brospinal fluid.  More  of  it  is  reabsorbed 
by  the  venous  capillaries  and  re-enters 
the  blood  stream.  At  the  completion 
of  the  injection  of  hypotonic  solution,  the 
equilibrium  between  these  various  collec- 
tions of  fluid  is  slowly  re-established. 
However,  if  we  continue  the  injection  of 
hypotonic  solution  over  a period  of  a 
few  hours,  these  artificially  produced 
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Fig.  3.  Diagrammatic  drawing  of  section  of  the 
central  nervous  system,  with  the  arrows  indi- 
cating fluid  movements  resulting  from  the  intra- 
venous injection  of  hypotonic  salt  solution. 

fluid  movements  will  continue  throughout 
the  injection  (Fig.  3). 

We  know  that  these  changes  cause  a 
deformation  of  the  nerve  cell.  Starling1 
says:  “Surface  tension  must  also  de- 
termine the  form  of  any  cell  or  any  part 
of  a cell.  The  surface  tension  between 
a cell  and  its  surrounding  medium,  e.g., 
water,  depends,  as  we  know,  entirely 
upon  the  chemical  nature  of  the  surface. 
Alter  this  surface  in  the  slightest  degree, 
as  by  the  deposition  of  a few  ions  of  one 
charge  or  another,  and  we  at  once  alter 
the  surface  tension  between  the  cell  and 
its  surroundings,  and  with  this  also  the 
electrical  conditions  of  the  surface.” 

While  all  of  the  physical  and  chemical 
changes  in  the  inflamed  cell  incident  to  the 
intravenous  injection  of  hypotonic  salt 
solution  are  not  known,  I believe  that 
this  therapy  is  dependent  upon  the  reduc- 
tion of  inflammatory  reaction  in  the  in- 
flamed cell.  We  know  that  there  is  a 
change  in  the  percentage  of  electrolyte 
in  the  pericellular  fluid,  and  ’a  change 
both  in  surface  tension  and  electric  re- 
action. There  occurs  an  increased  inter- 
change of  fluid  between  the  intracellular 
and  the  pericellular  fluid,  with  concomi- 
tant expansion  and  contraction  of  the 
cell  itself.  We  know  that  this  osmotic 
interchange  of  fluid  is  more  selective  to 
inflammatory  tissue. 

These  are  the  changes,  therefore,  that 
are  known  to  occur  during  the  intrave- 
nous injection  of  hypotonic  salt  solution  in 


normal  animals.  This  subject  is  compli- 
cated, however,  by  certain  other  changes 
that  take  place  in  the  tissues  of  the  central 
nervous  system  during  infection,  as  a 
result  of  the  inflammatory  reaction. 
Since  this  subject  can  be  most  easily 
studied  in  monkeys  infected  with  acute 
poliomyelitis,  it  will  be  discussed  from 
that  point  of  view. 

The  virus  of  poliomyelitis  causes  in- 
flammation of  the  tissues  of  the  central 
nervous  system.  This  inflammation  is 
related  to  the  vascular  system,  and  more 
particularly  to  the  capillary  bed  of  the 
central  nervous  system.  The  capillary 
wall  is  injured,  increasing  its  permeability 
and  allowing  the  passage  of  an  increased 
amount  of  water  and  salts,  and,  at  times, 
nondiffusible  colloids  as  well.  Protein 
molecules  that  are  unable  to  pass  through 
the  wall  of  the  normal  capillary  can  often 
penetrate  capillaries  in  inflammatory 
areas.  As  a result  of  this  increased  flow 
of  fluid  into  the  tissue  spaces,  we  have 
the  phenomenon  of  edema.  In  addition, 
there  is  found  a perivascular  infiltration 
of  round  cells,  and  often  of  tiny  tissue 
hemorrhage. 

The  author  was  able  to  show,  in  1932, 2 
that  while  the  injection  of  hypotonic 
salt  solution  was  essentially  hydropige- 
nous,  its  action  was  more  selective  to  in- 
flammatory tissue.  This  fact  can  be 
amply  demonstrated  in  several  ways,  and 
is  illustrated  by  the  following  facts : 
In  human  beings  as  well  as  in  experi- 
mental animals,  duiing  the  intravenous 
injection  of  hypotonic  salt  solution, 
there  is  no  edema  of  the  lungs  sufficient 
to  cause  rales  to  be  heard  upon  physical 
examination.  There  is  not  a sufficient 
loss  of  water  into  the  colon  to  cause 
any  evident  softening  of  the  stools.  Of 
course  these  tissues  partake  of  a share  of 
increased  hydration.  There  is  an  in- 
creased excretion  of  urine. 

However,  in  cases  of  inflammation  of 
the  lungs  or  bronchi,  an  acute  edema  of 
the  lungs  will  develop  almost  as  soon  as 
these  intravenous  injections  are  begun. 
This  has  occurred  during  the  treatment  of 
several  cases  of  bronchitis  associated  with 
infection  of  the  central  nervous  system, 
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and  in  1 case  of  pulmonary  tuberculosis 
in  a tabetic  patient.  Also  this  edema  has 
resulted  several  times  in  monkeys  with 
acute  poliomyelitis,  when  they  were 
suffering  from  pulmonary  tuberculosis. 

In  cases  of  pyuria,  a copious  excretion 
of  urine  is  found  during  treatment,  with 
coincident  lessening  of  the  flow  of  cere- 
brospinal fluid.  Hypodermic  injections 
of  pitressin  in  an  effort  to  reduce  the 
urinary  output  of  these  cases  have 
achieved  questionable  success.  In  1 hu- 
man case,  and  in  1 monkey  in  which  acute 
colitis  was  present,  quantities  of  water 
were  excreted  from  the  colon.  In  the 
case  of  the  monkey,  the  excretion  from 
the  bowel  nearly  ceased  in  the  interval 
between  treatments,  beginning  again 
promptly  on  resumption  of  the  intra- 
venous injection.  As  a result,  no  cere- 
brospinal fluid  was  obtained  during  an 
eight-hour  treatment  period. 

In  monkeys,  the  amount  of  cerebro- 
spinal fluid  that  can  be  drained  during 
the  intravenous  injection  of  hypotonic 
solution  varies.  There  are  several  rea- 
sons for  this,  the  most  important  being 
the  state  of  hydration  of  the  animal’s 
body  before  such  treatment  is  begun.  At 
this  point  we  are  interested  in  the  rela- 
tion of  amount  of  cerebrospinal  fluid  that 
can  be  recovered  when  the  spinal  cord  is 
actively  inflamed,  and  with  the  amount 
that  can  be  recovered  from  the  normal 
animal  under  similar  conditions.  I have 
found  that  when  there  is  inflammation  of 
the  spinal  cord  in  acute  poliomyelitis,  the 
amount  of  cerebrospinal  fluid  that  can  be 
drained  from  the  lumbar  sac  during  ac- 
tive treatment  is  often  several  times 
greater  than  in  normal  animals. 

Hydration  Factor 

Certain  improvements  observed  by 
other  authors  in  cases  of  acute  poliomye- 
litis have  been  attributed  to  the  reduc- 
tion of  edema  of  the  central  nervous  sys- 
tem tissue,  as  a result  of  the  treatment 
used.  This  point  was  brought  forward 
more  particularly  in  relation  to  interthe- 
cal  injections  of  ephedrine  solutions.3 
This  hypothesis  presupposes  that  moder- 


ate edema  of  the  central  nervous  tissue 
either  per  se  or  by  resulting  increased 
intracranial  pressure  is  harmful  to  the 
nerve  cell.  I believe  that  there  is  little 
evidence  to  substantiate  this  hypothesis. 
In  fact,  my  conception  is  that  quite  the 
opposite  is  the  truth.  Edema  results 
from  the  reaction  of  tissue  to  an  inflam- 
matory process,  and,  as  such,  could  be 
considered  a part  of  a reparative  and  pro- 
tective mechanism.  If  toxin  is  present 
in  tissues,  it  would  be  diluted  by  the  in- 
creased fluid.  In  inflammatory  edema 
there  is  an  increased  fluid  interchange  be- 
tween the  damaged  cell  and  the  peri- 
cellular fluid  spaces,  a resultant  change 
in  surface  tension  of  the  cell,  and  changes 
in  electromotive  force  between  the  cell  and 
the  pericellular  fluid. 

In  my  earlier  work,  I was  fearful  of 
producing  possible  damage  to  central 
nervous  tissue  by  increasing  intracranial 
pressure,  and  planned  my  treatments  to 
prevent  this.  Later,  while  working  with 
monkeys  infected  with  acute  poliomye- 
litis, we  found  that  such  animals  were 
cured  by  injections  of  hypotonic  salt 
solution  intravenously,  and,  further,  that 
this  result  could  be  obtained  without 
drainage  of  cerebrospinal  fluid.  This 
type  of  management  does  produce  a mild 
increase  in  intracranial  pressure,  and  does 
contribute  to  the  further  hydration  of 
central  nervous  tissue  beyond  that  which 
results  from  inflammatory  reaction.  In 
80  instances,  I have  introduced  0.375  per 
cent  NaCl  intravenously  in  these  ani- 
mals, at  the  average  rate  of  about  22  cc. 
per  kilo  each  hour,  for  eight-hour  periods, 
without  observing  any  harmful  effect. 
Experience  in  the  laboratory  has  amply 
demonstrated  that  there  is  no  advantage 
in  draining  cerebrospinal  fluid  during  the 
period  in  which  hypotonic  solution  is 
being  injected.  This  experience  dictated 
a change  in  our  procedure  in  the  treat- 
ment of  disease  in  human  cases.  I have 
repeatedly  observed  a marked  clinical 
improvement  in  cases  of  acute  poliomye- 
litis in  human  beings  during  periods 
when  there  was  no  drainage  of  cerebro- 
spinal fluid,  and  when  0.375  per  cent 
NaCl  was  being  injected  intravenously 
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spinal  fluid,  recorded  in  mm.  of  c.s.f.,  taken  at 
ten-minute  intervals  during  the  intravenous 
injection  of  distilled  water.  (Reproduced  by  the 
courtesy  of  Dr.  L.  H.  Weed:  Am.  J.  Physiology 

48:  531  11919].) 

at  such  a rate  as  to  ensure  increased  hy- 
dration of  tissue. 

Weed  and  McKibben,4  in  1919,  made 
a study  of  increased  pressure  of  cerebro- 
spinal fluid  resulting  from  intravenous 
injection  of  hypotonic  salt  solution.  The 
solution  used  was  sterile  distilled  water, 
and  the  animal,  the  cat.  They  found 
that  the  pressure  was  increased  from  100 
mm.  of  cerebrospinal  fluid  during  the 
injection  of  100  cc.  of  distilled  water  over 
a period  of  one  hour,  to  275  mm.  of 
cerebrospinal  fluid.  Extreme  hydration 
of  central  nervous  tissue,  described  in 
medical  literature  as  produced  by  intra- 
venous injections  of  hypotonic  solution, 
has  resulted  from  injections  of  distilled 
water.  When  0.375  per  cent  NaCl  is 
used,  there  has  been  a very  gradual  and 
relatively  slight  increase  in  the  pressure. 
These  relationships  are  shown  in  the  ac- 
companying charts  (Figs.  4 and  4A). 

The  state  of  hydration  of  the  tissues 
of  the  body  at  the  time  these  intravenous 
injections  are  begun  has  an  important 
bearing  upon  the  resultant  increase  of 
pressure  of  the  cerebrospinal  fluid  and  the 
resultant  degree  of  hydration  of  central 
nervous  tissue.  While  this  is  usually 
true,  there  often  occurs  an  exception  in 
cases  of  acute  poliomyelitis  during  the 
second  or  third  injection,  when  I have 
frequently  found  a very  low  pressure  of 
cerebrospinal  fluid.  In  fact,  the  fluid 
may  drop  so  slowly  that  it  is  difficult  to 
obtain  enough  for  proper  laboratory 
examination.  This  may  also  occur  when 


the  tissues  of  the  body  are  in  a state  of 
increased  hydration,  which,  for  a few 
hours  follows  massive  injections  of  hy- 
potonic salt  solution.  Apparently  we 
experience  a greater  therapeutic  response 
with  the  second  treatment  than  with  the 
first,  when  the  treatment  is  given  after 
a sufficiently  short  interval  to  ensure  a 
condition  of  generally  increased  hydra- 
tion of  the  body.  This  seems  to  be  par- 
ticularly obvious  in  the  treatment  of 
cases  of  chorea. 


Fig.  4A.  Curve  showing  pressure  of  cere- 
brospinal fluid  during  intravenous  injection  of 
hypotonic  salt  solution  (0.375%  NaCl)  injected 
at  the  rate  of  22  cc.  per  kilo  each  hour  for  a 
period  of  four  hours  and  forty-five  minutes. 
(Subject:  macacus  rhesus  monkey.) 

Our  studies  have  shown  that  the  thera- 
peutic result  is  not  influenced  by  the 
amount  of  cerebrospinal  fluid  drained. 
We  have  shown  that  a moderate  degree 
of  hydration  of  central  nervous  tissue  is 
not  harmful.  There  is  some  danger 
from  draining  too  much  cerebrospinal 
fluid,  i.e.,  cerebellar  herniation.  We 
should  plan  our  treatments  in  such  a way 
as  to  ensure  the  safety  and  comfort  of 
the  patient,  and  at  the  same  time  achieve 
the  best  possible  therapeutic  result. 
This  means  the  removal  of  a very  small 
amount  of  cerebrospinal  fluid  at  hourly 
intervals. 

It  is  not  my  purpose  to  discuss  the 
various  types  of  acute  encephalitis,  but 
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merely  to  state  that  it  is  my  belief  that 
this  treatment  should  be  used  in  all  of 
them  and  should  be  given  as  early  as  the 
diagnosis  can  be  made.  Unfortunately, 
in  many  cases  there  exist  inflammatory 
changes  in  the  bronchi  and  at  times  an 
acute  nephritis.  The  presence  of  these 
inflammatory  changes  may  present  a 
contraindication,  necessitating  a delay 
until  the  bronchitis  or  the  nephritis  is  less 
acute.  However,  if  the  encephalitic  proc- 
ess is  urgent,  the  treatment  may  be  given, 
using  a less  rapid  intravenous  injection 
than  is  ordinarily  advised.  When  bron- 
chitis exists  under  such  circumstances, 
the  possibility  of  the  development  of 
marked  edema  of  the  lungs  can  be 
watched  by  frequently  examining  the 
chest  with  a stethoscope.  I have  carried 
several  such  cases  through  successful 
treatment,  as  a small  amount  of  edema 
of  the  lung  is  not  serious.  In  cases 
where  nephritis  is  present,  the  treatment 
can  proceed,  but  the  blood  pressure  must 
be  taken  at  intervals  of  a half-hour,  and 
the  rate  of  the  injection  of  the  intravenous 
solution  may  be  slowed  if  the  blood  pres- 
sure rises  too  rapidly. 

Pathology  of  Encephalitis 

We  are  concerned  here  with  the  path- 
ology of  encephalitis  as  it  relates  to  the 
proper  use  of  this  treatment.  Since  it  is 
desirable  that  the  treatment  be  instituted 
very  early,  it  is  necessary  to  deal  with  the 
changes  in  the  central  nervous  system 
that  occur  at  that  time.  Our  knowledge 
of  the  early  pathology  of  acute  encephali- 
tis is  less  definite  than  is  our  knowledge  of 
acute  poliomyelitis  during  the  early  stage 
of  the  disease.  In  general,  it  may  be  stated 
that  the  definite  degenerative  changes 
(chromatolysis  and  neuronophagia)  occur 
later  than  in  the  case  of  acute  poliomye- 
litis. However,  hemorrhage  occurs  with 
greater  frequency. 

The  most  startling  and  constant  fea- 
ture of  the  acute  encephalitis  cases 
that  come  to  autopsy  is  a congestion  of 
the  surface  of  the  brain.  This  is  most 
marked  in  the  brain  stem  and  in  the 
midbrain  region.  In  some  cases,  pe- 
techial hemorrhages  are  found  scattered 


over  areas  of  more  acute  involvement. 
Rarely,  larger  hemorrhages  are  found, 
and  massive  hemorrhage  can  occur. 
The  presence  of  hemorrhage  within  the 
brain  does  not  constitute  a contraindica- 
tion to  the  use  of  this  treatment,  for  the 
hemorrhage  that  is  present  is  not  in- 
creased by  the  intravenous  injection  of 
hypotonic  salt  solution;  largely,  I be- 
lieve, because  the  blood  pressure  is  not 
unduly  raised  during  such  injections.  I 
have  seen  cases  of  acute  encephalitis,  in 
which  hemorrhage  was  present,  respond 
in  a most  satisfactory  way  to  such  treat- 
ment. 

Perivascular  infiltration  of  small  lym- 
phocytes with  a few  plasma  cells  and  an 
occasional  large  mononuclear  type  of 
cell,  is  found  in  most  cases  of  acute  en- 
cephalitis. In  addition,  there  may  be  a 
diffuse  infiltration  of  the  same  type  of 
cells. 

Reaction  of  the  meninges  to  encephali- 
tis varies.  In  some  cases  there  is  only  a 
congestion  present;  in  others,  a marked 
degree  of  lymphocytic  infiltration,  most 
marked  in  the  region  of  the  medulla,  is 
found.  The  degeneration  of  neurons  in 
acute  encephalitis  does  not  approach, 
either  in  frequency  or  in  degree,  that 
found  in  acute  poliomyelitis.  Degenera- 
tive changes  are  more  frequent  in  the 
nuclei  of  the  cranial  nerves,  especially 
the  third,  sixth,  seventh,  and  twelfth; 
and  from  the  clinical  behavior  of  these 
cases  we  must  believe  that  their  occur- 
rence is  relatively  late.  Evidence  of 
beginning  irritative  and  possibly  degen- 
erative changes  in  the  neurons  of  these 
various  nuclei  is  usually  present,  as 
shown  by  paralysis  of  the  muscles  con- 
trolled by  them.  However,  these  paralytic 
signs  are  usually  transitory,  which  would 
lead  us  to  believe  that  the  neuron  was 
not  irreparably  injured.  I have  re- 
peatedly seen  paralyses  of  the  third, 
sixth,  and  seventh  nerves,  in  cases  of 
acute  encephalitis,  recover  promptly  and 
completely  during  the  course  of  treat- 
ment. 

Since  my  material  is  not  sufficiently 
exhaustive  for  a statistical  analysis,  I 
will  present,  in  some  detail,  5 typical 
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cases  of  acute  encephalitis.  In  addition, 
I have  treated  a number  of  other  cases 
with  similar  success,  and  I have  received 
reports  from  other  clinicians  who  have 
used  this  method  successfully.  These 
reports  cover  cases  of  lethargic  encephali- 
tis, encephalitis  following  measles  and 
chicken  pox,  and  lead  encephalopathy 
cases.  A case  of  encephalopathy  from 
Chenopodium  poisoning  was  successfully 
treated  by  this  method  by  Dr.  T.  L. 
Bimberg  and  Dr.  C.  L.  Steinberg.5 
I am  of  the  opinion  that  this  case  was 
skillfully  handled. 

Case  Reports 

Case  of  measles  encephalitis. — B.  J,,  male,  aged 
8 years.  On  June  20,  1935,  this  boy  developed 
measles  (morbilli),  typical,  except  for  the  fact 
that  there  were  hemorrhages  seen  in  each  of  the 
skin  lesions.  On  June  23,  he  complained  of 
severe  pain  in  the  legs  below  the  knees.  On 
June  24,  this  pain  continued  and  was  also  present 
in  both  arms.  His  temperature  was  102  F., 
pulse  64.  There  was  a typical  cough.  His 
urine  was  dripping  continuously,  and  he  was 
unable  to  expel  the  residual  urine  voluntarily. 
His  pupils  were  equal  and  were  contracted. 
They  reacted  to  light.  No  nystagmus  was 
present.  There  was  rigidity  of  the  back  and 
neck,  with  marked  pain  on  attempted  flexion. 
Koenig  sign  was  positive  bilaterally.  Biceps 
and  triceps  were  present  and  equal  bilaterally. 
The  abdominal  reflexes  were  present.  Both 
cremasteric  reflexes  were  absent.  The  knee 
and  ankle  reflexes  were  obtained  only  after  re- 
peated trial,  and  the  response  was  feeble.  The 
extensor  muscles  of  the  left  thigh  were  spastic. 
There  was  no  ankle  clonus,  and  the  Babinski 
sign  was  negative. 

During  the  day  of  June  23,  there  were  periods 
when  the  respirations  slowed  to  8 or  10,  with 
pauses  of  the  Cheyne-Stokes  type,  with  slowing 
of  the  pulse  between  50  and  60  beats  a minute. 

During  the  night  of  June  23,  the  respirations 
improved  and  became  regular,  with  a rate  of 
about  28  a minute.  Pulse  rate  was  increased  to 
84.  Rectal  temperature  was  100.8  F.  The 
urine  had  continued  to  drip,  and  the  following 
morning  he  was  catheterized.  Four  hundred 
and  fifty  cc.  of  residual  urine  was  removed  from 
the  bladder. 

During  the  next  few  days,  the  patient  showed 
gradual  clinical  improvement.  However,  he 
lost  his  knee,  ankle,  and  abdominal  reflexes. 
Nystagmus  was  present  when  the  eyeballs  were 
rotated  laterally.  He  had  developed  a drowsi- 


ness and  would  go  to  sleep  while  being  examined. 
On  July  3,  the  patient  again  developed  sharp 
pains  in  the  left  leg.  The  nystagmus  was  still 
present,  and  the  left  eyeball  moved  unsteadily. 
The  grip  in  the  left  hand  was  definitely  weaker 
than  in  the  right.  Biceps,  triceps,  abdominal, 
and  cremasteric  reflexes  were  all  absent,  as  well 
as  the  left  knee  and  ankle  reflexes.  The  right 
knee  reflexes  were  obtained  after  repeated  ex- 
amination, and  the  response  was  feeble.  His 
temperature  was  99  F.,  pulse  82.  Respirations 
were  regular  at  22.  His  drowsiness  had  con- 
tinued but  was  less  marked.  On  attempting 
to  walk,  he  exhibited  an  apparent  lack  of  bal- 
ance. His  gait  was  very  unsteady,  lifting  his 
feet  higher  than  normal  and  replacing  them  on 
the  floor  slowly  and  with  uncertainty.  With  his 
eyes  closed,  he  was  unable  to  walk  at  all.  At 
4:00  p.m.  that  afternoon,  treatment  was  given. 
Upon  lumbar  puncture,  the  cerebrospinal  fluid 
pressure  was  found  to  be  8 mm.  Hg.;  with  a 
compression  of  each  jugular  vein,  pressure  rose  to 
14  mm.  Hg.  and  returned  promptly  to  its  former 
level.  The  cell  count  was  1 cell  (lymphocyte). 
Sugar  was  60  mg.  per  100  cc.;  chlorides  710 
mg.  per  100  cc.  Five  hundred  and  fifty  cc.  of 
0.375  per  cent  NaCl  was  injected  intravenously 
in  fifty  minutes.  Twenty  minutes  after  the 
beginning  of  the  intravenous  injection,  all  of  the 
reflexes  had  returned.  Fifty  minutes  after  the 
beginning  of  the  treatment,  the  patient  de- 
veloped a deep  breathing  similar  to  the  type  of 
breathing  seen  in  anoxemia.  He  also  complained 
of  marked  weakness.  I believed  that  this  was 
due  to  hemolysis,  remembering  the  hermorrhagic 
type  of  measles  he  had,  and  discontinued  the 
treatment.  However,  examination  of  the  urine 
failed  to  reveal  any  evidence  of  hemolysis.  I 
had  intended  to  continue  the  treatment  on  the 
following  day,  but  on  that  evening  and  on  the 
following  day  the  reflexes  were  all  normal. 
There  was  steady  movement  of  the  eyeballs, 
and  no  nystagmus  was  present.  He  walked 
normally,  even  with  his  eyes  closed.  Further 
treatment  was,  therefore,  not  given,  although 
the  future  may  prove  that  our  judgment  in  that 
respect  was  not  good.  This  boy  continued  to 
improve  and  to  date,  January,  1939,  has  been 
normal  in  every  respect. 

Comment:  I believe  that  this  patient 

should  have  received  treatment  on  June 
23  in  spite  of  the  presence  of  a mild 
bronchitis,  as  he  might  have  died  of  res- 
piratory failure.  If  the  chest  had  been 
carefully  examined  during  the  progress  of 
the  treatment  for  edema  of  the  lungs, 
there  would  have  been  no  danger,  pro- 
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vided  the  treatment  were  discontinued 
if  marked  edema  developed. 

Case  of  encephalitis. — H.  S.,  male,  40  years  of 
age.  Entered  the  hospital  on  August  15,  1935. 
Four  days  prior  to  this,  the  patient  developed 
an  acute  frontal  headache.  On  the  next  day  the 
headache  continued  and  he  vomited  three  times. 
During  this  period  he  was  very  drowsy  and  slept 
most  of  the  time.  He  became  disoriented  and, 
on  entering  the  hospital,  was  unable  to  answer 
simple  questions  about  himself  as  to  his  name 
and  occupation.  He  could  not  understand 
where  he  was.  His  replies  to  questions  were 
very  slow  and  inaccurate.  His  temperature 
was  101.6  F.,  pulse  72,  respirations  21.  There 
was  no  rigidity  of  the  back  or  neck  and  his  re- 
flexes were  all  present  and  normally  active  except 
the  right  knee  reflex,  which  was  hyperactive. 
Cerebrospinal  fluid  count  was  16  cells,  all  lym- 
phocytes. Chemistry  was  not  done.  Wasser- 
mann  examination  was  negative.  The  patient 
was  not  treated  until  August  20,  as  the  visiting 
staff  wished  to  observe  his  progress.  On  August 
20,  however,  he  had  not  improved  and  he  was 
given  a treatment  of  two  liters  of  0.375  per  cent 
NaCl  intravenously.  The  following  morning 
he  was  much  improved,  was  oriented,  was 
reading  the  newspaper  with  understanding,  and 
he  answered  questions  promptly  and  accurately. 
He  remained  in  the  hospital  for  one  more  week. 
His  drowsiness  had  disappeared  and  he  was 
mentally  alert. 

Discussion:  This  case  was  diagnosed 

by  the  staff  of  the  Louisville  General 
Hospital  as  encephalitis.  It  occurred 
during  an  epidemic  of  poliomyelitis. 
The  improvement  immediately  following 
treatment  was  prompt.  This  patient 
should  have  received  more  treatment  than 
was  given.  The  demands  on  our  time 
occasioned  by  the  epidemic,  did  not  allow 
us  to  continue  his  treatment  further.  I 
believe  that  cases  of  acute  encephalitis 
should  receive  more  treatment  than  is 
actually  demanded  by  the  acute  illness 
in  order  to  prevent  the  later  development 
of  the  Parkinson’s  syndrome. 

Case  of  acute  encephalitis. — F.  C.,  male, 
aged  62  years.  On  October  4,  1938,  the  patient 
developed  herpes  zoster  of  the  left  eye,  forehead, 
and  scalp.  During  the  period  up  to  October 
16  he  exhibited  marked  and  increasing  nervous 
irritability.  On  October  16  he  became  delirious. 
At  this  time  he  also  developed  urinary  inconti- 
nence, tremors  of  both  his  arms  and  legs,  and 


periods  of  hallucination.  His  temperature  was 
101  F.  and  remained  at  about  that  level  until 
October  22.  From  then  to  October  26  the  level 
was  around  102  F.  He  continued  progressively 
worse  and  developed  sudden  quick,  jerky  myo- 
clonic movements  when  disturbed.  On  October 
25  I first  saw  the  patient.  He  had  a wandering 
type  of  delirium  with  a continuous  picking  at  the 
blanket,  occasional  severe  and  myoclonic  con- 
traction of  muscle,  and  had  been  incontinent  of 
urine  for  nine  days.  There  was  a large  inflam- 
matory area  of  the  left  forehead  and  left  orbit. 
He  was  given  eight  five-hour  treatments.  The 
rate  of  the  intravenous  injection  varied  between 
700  cc.  and  800  cc.  as  a more  rapid  rate  of  in- 
jection raised  his  blood  pressure. 

After  the  first  injection,  myoclonic  spasm 
ceased  entirely.  Tremor  was  better.  He  was 
still  irrational.  Following  the  third  treatment, 
his  mind  was  clear  at  intervals.  After  the  fifth 
treatment,  his  mind  was  completely  clear.  He 
was  given  three  treatments  after  he  had  appar- 
ently recovered,  with  the  hope  of  preventing 
later  Parkinson’s  syndrome.  The  vision  of  his 
left  eye  was  completely  destroyed  and  this  eye 
was  later  removed.  Specimens  of  cerebrospinal 
fluid  examined  showed  22  to  60  cells,  all  lympho- 
cytes. This  patient  is  at  present  in  good  health. 

Case  of  acute  encephalitis. — M.  V.,  female, 
aged  3 years.  Entered  the  hospital  on  March 
22,  1939.  The  child  was  taken  suddenly  ill 
with  generalized  convulsions,  more  pronounced 
on  the  left  side  of  the  body.  She  was  in  coma 
and  the  convulsions  continued  for  a period  of 
five  hours.  During  this  time  the  temperature 
rose  to  107  F.  There  was  no  effect  from  the  usual 
sedatives,  and  inhalations  of  ether  failed  to  con- 
trol the  convulsions.  When  the  convulsions 
had  ceased,  the  baby  lay  in  a state  of  coma; 
eyelids  partly  closed;  pupils  were  contracted 
and  equal,  did  not  react  to  light.  The  baby  did 
not  respond  to  any  stimulus.  No  reflexes  could 
be  obtained.  Temperature  was  103  F.  The 
baby’s  weight  was  30  pounds. 

She  was  given  a five-hour  treatment,  with  350 
cc.  of  0.375  per  cent  NaCl  being  injected  each 
hour.  Cerebrospinal  fluid  was  under  slightly 
increased  pressure;  2 cells.  Chemistry  was  not 
done.  Following  the  treatment  the  child  re- 
sponded to  stimuli;  eyes  reacted  to  light.  Knee 
and  ankle  jerks  were  present.  Clonus  of  the 
left  ankle  was  present,  quickly  exhausted. 
She  could  be  aroused  to  take  her  feedings  but 
would  go  back  immediately  to  a deep  sleep. 
During  the  next  twenty-four  hours  there  was  a 
transitory  paralysis  of  the  left  face.  When  the 
baby  was  aroused  she  exhibited  no  movement 
of  the  arm  and  leg.  Abdominal  reflexes  were 
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not  obtained.  During  the  next  twenty-four 
hours  she  developed  a cough  and  a few  fine  bron- 
chial rales  were  evident.  A second  treatment 
was  attempted,  careful  watch  being  given  to  the 
chest.  There  was  evidence  of  increasing  mois- 
ture in  the  bronchial  tree  during  the  injection  and 
it  was  discontinued  after  fifty  minutes  because  of 
increasing  edema  of  the  lung.  Sulfapyradine 
was  given  for  the  next  three  days  in  the  hope  of 
curing  the  bronchitis  so  that  the  treatment 
could  be  continued.  During  this  time  the  baby 
continued  in  a lethargic  state,  with  transitory 
facial  paralysis  on  the  left  and  complete  paraly- 
sis of  the  left  arm  and  leg.  She  could  be  aroused 
but  would  quickly  relapse  into  sleep.  On  the 
fifth  day  of  illness  a five-hour  treatment  was 
given  at  the  same  rate  as  the  first.  Following 
this  she  came  out  of  her  lethargic  state.  There 
was  evident  some  movement  of  the  left  leg. 
Ankle  clonus  on  the  left  side  had  increased  and 
was  inexhaustible.  The  left  arm  and  shoulder 
girdle  were  paralyzed.  The  bronchitis  had 
cleared  and  we  gave  her  a total  of  nine  daily 
treatments  of  five-hour  injections,  with  hypo- 
tonic salt  solution.  After  each  treatment  there 
was  noticeable  improvement  in  her  paralysis. 
She  remained  mentally  alert.  The  child  is  now 
walking.  There  is  a slight  spasticity  of  the 
deltoid. 

Case  of  acute  encephalitis  complicated  by  upper 
respiratory  infection,  pyuria. — A.  M.  G.,  aged 
6 months.  Entered  the  hospital  on  August  13, 
1936.  History  of  measles  two  months  prior  to 
hospital  admittance,  but  was  apparently  well 
during  the  interval.  On  August  2 she  had  de- 
veloped fever  with  “difficult  breathing,”  irrita- 
bility, and,  at  intervals,  twitching  of  the  muscles 
of  the  right  arm  and  hand;  progress  worse. 
Upon  entrance  to  the  hospital  the  temperature 
was  104.6  F.  The  head  was  retracted  but  there 
was  no  rigidity  of  the  back  and  neck  muscles. 
Clonic  contractions  of  the  muscles  of  the  right 
arm  were  present  at  intervals,  the  eyeballs  rolled 
upward,  and  the  pupils  were  equal  and  con- 
tracted, and  did  not  react  to  light.  The  baby  was 
hypersensitive  to  touch  and  to  noise,  either  of 
which  produced  tremors  of  the  hands  with  coin- 
cident retraction  of  the  head  and  momentary 
rigidity  of  the  muscles  of  the  body.  Ankle 
clonus  and  a positive  Babinski  were  present 
bilaterally,  more  marked  on  the  right.  The 
reflexes  were  otherwise  normal. 

Cerebrospinal  fluid  pressure  was  130  mm.  of 
water.  There  were  2 cells  (lymphocytes) ; 
chlorides  740  mg.  per  100  cc;  sugar  53  mg. 
per  100  cc;  Wassermann  examination  was 
negative.  Blood  examination  showed  hemoglo- 
bin 65,  red  cells  4,200,000,  leukocytes  17,400; 


52  per  cent  polymorphonuclear  cells,  15  per  cent 
of  which  were  nonfilamented ; mine  2 per  cent 
albumin,  loaded  with  pus  cells  and  a rare  hyalin 
cast.  Three  Mantaux  tests  were  negative. 
Blood  chemistry:  calcium  8.8  mg.  per  100  cc., 
phosphorus  4 mg.  per  100  cc.,  chlorides  440  mg. 
per  100  cc.  During  the  period  up  to  August  20, 
the  clinical  picture  remained  essentially  the  same. 
Bilateral  pyelogram,  done  on  that  date,  was 
negative  except  that  pus  was  obtained  from  both 
ureters.  There  had  developed  a transitory 
strabismus  in  the  right  eye,  pupils  now  reacted 
to  light.  Biceps  and  triceps  reflexes  were 
accentuated,  greater  on  the  left.  Knee  and 
ankle  reflexes  were  hyperactive,  greater  on  the 
right.  Ankle  clonus  was  present,  more  marked 
on  the  right.  The  hyperesthesia  of  the  entire 
body  continued  unchanged,  as  well  as  the  muscu- 
lar twitching  on  the  right,  and  the  extreme 
irritability  when  disturbed.  The  baby  con- 
tinued to  rim  a temperature  constantly  at  103  F., 
with  frequent  excursions  to  105  F. 

The  bronchitis  having  cleared,  on  August  25 
treatment  was  given.  Throughout  the  first 
treatment  the  child  passed  quantities  of  mine. 
This  was  not  measmed.  But  1 cc.  of  cerebro- 
spinal fluid  was  obtained. 

Two  other  treatments  were  given  on  August 
28  and  29,  respectively.  Following  the  first 
treatment  the  baby  was  distinctly  less  lethargic 
and  less  irritable.  The  deviation  of  the  right 
eye  was  no  longer  apparent.  There  was  still 
some  retraction  of  the  neck  without  rigidity. 
The  knee  and  ankle  reflexes  continued  to  be  in- 
creased bilaterally  and  there  was  a spurious 
right  ankle  clonus.  Following  the  second  treat- 
ment the  baby  was  normally  alert,  lost  all  of  her 
irritability;  the  eyes  reacted  normally  and  there 
was  no  fmther  transitory  strabismus.  The  knee 
and  ankle  reflexes  were  normal.  The  baby  con- 
tinued to  be  normal  in  every  way  until  her  dis- 
charge from  the  hospital  September  9.  She 
was  checked  on  January  10,  1939,  and  is  a com- 
pletely normal  child. 

Summary:  This  case  illustrates  sev- 

eral interesting  facts.  The  presence  of  an 
upper  respiratory  infection  early  in  the 
course  of  the  disease  produced  a contra- 
indication to  treatment.  When  the  treat- 
ment was  given  the  upper  respiratory 
infection  had  cleared,  but  there  was  a 
pyuria.  The  pyuria  caused  a deflection 
of  fluid  movement  through  the  urinary 
tract  and  an  almost  total  lack  of  drainage 
of  cerebrospinal  fluid.  As  a result  of 
this  copious  excretion  of  fluid,  the  pyuria 
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was  definitely  improved,  permitting  a 
better  therapeutic  response  to  the  second 
treatment.  The  cell  response  in  fractions 
of  cerebrospinal  fluid  examined  during  the 
course  of  the  treatment  is  also  of  interest 
as  it  is  proof  of  the  existence  of  a perivas- 
cular round  cell  infiltration  within  the 
central  nervous  system,  and,  in  this  case, 
proves  the  diagnosis  of  encephalitis  to  be 
correct. 

Two  more  treatments  were  given  after 
this  baby  was  clinically  normal,  with  the 
hope  of  preventing  the  development  of 
any  postencephalitic  signs. 

Procedure 

If  conditions  permit,  the  patient  is 
given  his  regular  breakfast  and,  in  addi- 
tion, three  glasses  of  water.  In  case  the 
patient  is  in  extremity  and  has  become 
dehydrated,  a clysis  of  normal  saline 
should  precede  the  treatment.  Better 
results  follow  if  the  tissues  of  the  body  are 
well  supplied  with  water. 

A lumbar  puncture  is  made  with  the 
patient  on  a Bradford  frame  on  a specially 
prepared  bed,  as  shown  in  Fig.  5.  Before 
doing  the  puncture  the  stylette  of  the 
lumbar  needle  is  slightly  bent  to  prevent 
its  falling  out  of  the  needle  during  the 
treatment.  A small  amount  of  cerebro- 
spinal fluid  is  removed  for  laboratory 
examination,  not  over  7 cc. 

The  patient  is  then  rotated  on  the  Brad- 
ford frame,  coming  to  rest  on  his  back, 
with  the  lumbar  needle  protruding 
through  the  window  of  the  frame  (Fig. 
5). 

Intravenous  Solution . — An  intravenous 
solution  of  hypotonic  salt  solution  is  then 
given.  The  best  solution  for  routine 
use  is  0.375  per  cent  NaCl,  as  this  solu- 
tion does  not  produce  hemolysis  of  red 
blood  cells;  excepting  the  rare  case 
where  the  fragility  of  red  blood  cells  is 
well  below  normal.  This  injection  must 
continue  for  a period  of  five  hours. 

Rate  of  Injection. — The  rate  of  injec- 
tion of  the  hypotonic  salt  solution  is  about 
10  cc.  per  pound  of  body  weight  each 
hour  (22  cc.  per  kilo  each  hour).  This 
should  be  continued  over  a period  of 
three  hours,  when  it  is  often  advisable  to 


Fig.  5.  The  bed  prepared  for  treatment. 
Lumbar  puncture  is  done  on  the  Bradford  frame, 
and  the  patient  rotated  so  that  the  lumbar 
needle  comes  to  rest  at  the  window  of  the  Brad- 
ford frame. 

slow  the  rate  25  per  cent  for  two  more 
hours.  This  is  the  rate  advised  for 
children.  In  the  weight  group  below  25 
pounds  the  injection  rate  is  often  a little 
above  these  figures.  In  the  weight 
group  above  75  pounds  it  is  often  neces- 
sary to  decrease  it  from  10-25  per  cent. 
In  adults  I have  not  in  any  case  exceeded 
1,200  cc.  of  solution  each  hour.  In  giving 
these  rapid  rates  of  intravenous  injec- 
tion, it  is  necessary  for  the  reserve 
strength  of  the  heart  to  be  equal  to  a 
slightly  increased  load,  and  for  the  kid- 
neys to  excrete  the  water  promptly. 
The  blood  pressure  should  be  taken  by 
the  nurse  each  half-hour,  and  the  rate  of 
injection  reduced  if  there  is  a tendency  for 
the  blood  pressure  to  rise.  The  action  of 
the  hypotonic  solution  given  in  this 
manner  is  essentially  hydropigenous,  and 
in  the  case  of  the  cardiovascular  and 
renal  systems  being  adequate,  there  is  no 
undue  increase  in  blood  volume.  How- 
ever, this  solution  cannot  be  given  too 
slowly  or  the  osmotic  pressure  of  the 
blood  stream  will  not  be  sufficiently  re- 
duced to  produce  a therapeutic  result. 
It  must  be  remembeied  that  this  osmotic 
pressure  change  is  essential.  In  one  of 
our  prominent  institutions  for  the  treat- 
ment of  acute  poliomyelitis,  this  treat- 
ment was  attempted  on  a child  with 
bulbar  poliomyelitis.  The  child  weighed 
approximately  100  pounds  and  a rate  of 
NaCl  between  0.2  per  cent  and  0.3  per 
cent  was  given  by  the  drop  method, 
the  rate  being  about  seven  drops  per 
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minute.  Five  per  cent  glucose  had  been 
added  to  the  solution ; the  reason  for  this 
addition  is  not  clear  to  me,  as  5 per  cent 
glucose  is  isotonic.  This  solution  was 
given  at  this  rate  for  two  days,  introduc- 
ing about  60  cc.  each  hour  into  the  vein. 
Of  course  there  was  no  improvement  in 
the  patient,  as  this  technic  completely 
ignores  the  fundamental  principle  in- 
volved. 

In  cases  complicated  by  cardiac  weak- 
ness, slower  rates  may  be  given.  The 
lungs  should  be  examined  for  bubbling 
r&les,  evidence  of  cardiac  decompensa- 
tion. If  acute  nephritis  exists,  slower 
rates  are  necessary  and  the  rate  of  in- 
jection may  be  checked  by  the  blood 
pressure.  If  the  cardiovascular  and  renal 
systems  are  not  impaired,  very  little 
change  in  blood  pressure  will  result. 

At  hourly  intervals  the  nurse  in  charge 
of  the  case  should  remove  the  stylette 
from  the  lumbar  needle  and  allow  2 or 
3 cc.  of  cerebrospinal  fluid  to  escape,  if 
the  fluid  flows  from  the  needle  in  a stream. 
If  it  flows  in  a rapid  drop  she  is  to  remove 
less  than  2 cc. ; if  in  a slow  drop,  she  is  to 
replace  the  stylette  without  releasing  any 
fluid.  It  has  been  shown  that  the  drain- 
age of  cerebrospinal  fluid  is  not  related 
to  the  therapeutic  result. 

At  half-hour  intervals  the  nurse  should 
also  record  the  pulse,  the  respiratory  rate, 
and  the  blood  pressure. 

Patients  may  be  given  food  during  the 
course  of  the  treatment. 

Intervals  Between  Treatments. — Our  ex- 
perience, covering  to  date  15  cases,  indi- 
cates that  a five-hour  treatment  each 
twenty-four  hours  is  the  best  routine. 
In  acute  poliomyelitis,  experience  in  the 
treatment  of  76  cases  has  dictated  a defi- 
nite routine  in  which  the  intervals  between 
treatments  are  of  paramount  importance.6 
In  acute  encephalitis  the  change  from 
inflammatory  to  degenerative  lesions  is 
less  rapid  than  is  the  case  with  acute 
poliomyelitis,  and  therefore  the  intervals 
between  treatments  can  be  greater. 

Better  results  have  been  obtained  from 
the  second  treatment  than  from  the  first 
if  the  second  treatment  follows  within 
twenty-four  hours.  The  reason  for  this 


is  that  the  tissues  are  well  supplied  with 
water  as  a result  of  the  first  treatment. 
In  cases  where  there  is  an  associated 
urinary  infection,  the  first  treatment  often 
causes  such  an  improvement  in  the  uri- 
nary infection  that  subsequent  treatments 
become  more  effective.  From  my  per- 
sonal experience  I believe  that  we  should 
give  a five-hour  treatment  once  each 
twenty-four  hours  for  at  least  three  or 
four  successive  days  before  we  can  know 
what  benefits  can  be  obtained. 

Untoward  Symptoms. — Headaches 

should  not  develop  during  a properly 
conducted  treatment.  They  are  usually 
caused  by  a lowered  intracranial  pressure 
from  the  drainage  of  too  much  cerebro- 
spinal fluid.  Chills  result  from  im- 
properly prepared  tubing.  Pure  gum 
rubber  tubing  is  preferred.  Chills  may 
also  result  from  improperly  prepared 
solutions. 

Contraindications. — Since  the  inter- 
change of  fluid  is  more  selective  to  in- 
flamed areas,  the  central  nervous  system 
will  be  deprived  of  benefit,  and  a diversion 
of  fluid  will  result  if  the  following  cir- 
cumstances prevail. 

1.  Existence  of  a block,  causing  ob- 
struction to  the  circulation  of  cerebro- 
spinal fluid. 

2.  Presence  of  inflammation  of  the 
lungs  or  bronchi,  for  in  these  cases  an 
edema  of  the  lung  will  immediately  follow 
the  introduction  of  hypotonic  solution. 

3.  Presence  of  acute  nephritis  or 
cardiac  weakness. 

4.  In  cases  of  pyuria  there  will  be  a 
copious  excretion  of  urine  interfering  with 
the  therapeutic  fluid  movements  in  the 
central  nervous  system. 

5.  In  cases  where  colitis  exists,  quan- 
tities of  fluid  will  be  excreted  from  the 
bowel. 

Summary 

To  date  I have  treated  15  cases  of  acute 
encephalitis,  using  this  method.  All  of 
these  cases  have  been  completely  re- 
lieved of  all  objective  and  subjective 
symptoms.  Treatment  was  attempted 
in  1 other  case  complicated  by  severe 
respiratory  infection  but  was  discon- 
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tinued  because  of  pulmonary  edema. 
This  patient  died  of  pneumonia. 

The  improvements  in  neurologic  signs 
have  in  every  case  followed  each  indi- 
vidual treatment  period.  These  observa- 
tions discourage  any  explanation  of  these 
results  on  a basis  of  coincidence.  In  addi- 
tion the  author  has  treated  40  cases  of 
chronic  encephalitis  with  definite  im- 
provement in  80  per  cent.  The  chronic 
cases  will  be  the  subject  of  a later  com- 
munication. 


This  treatment  is  safe  if  the  procedure 
described  above  is  carried  out. 

459  James  Street 
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BABY  SHOWS 

Again,  Baby  Shows! 

Each  summer  brings  further  results  of  the  am- 
bitions of  private  agencies  in  the  announcement 
of  baby  shows.  These  shows  are  usually  given 
under  the  guise  of  “health  examinations,”  for  a 
prize,  climaxed  by  a coronation. 

Persistently  and  consistently,  the  Bureau  of 
Maternal  and  Child  Health  of  the  Indiana  State 
Board  of  Health,  and  the  Indiana  State  Medical 
Association  have  pointed  out  the  undesirable 
features  of  these  baby  shows,  points  out  the  Jour- 
nal of  the  Indiana  Association,  which  continues: 

Why  do  we  object  to  baby  shows?  In  the  first 
place,  educationally  they  are  unsound.  In 
reality,  these  shows  are  not  health  examinations, 
but  miniature  Atlantic  City  and  Miami  Beach 
beauty  contests.  The  prize  is  not  decided  upon 
the  care  which  the  mother  has  given  the  baby 
or  the  care  which  the  doctor  and  the  nurse  have 
taught  her  to  give  her  baby.  No  thought  of  re- 
ward is  given  to  the  mother  who  has  carefully 
nursed  her  child  through  a serious  illness,  bring- 
ing the  child  back  to  good  health  and  normal 
weight  by  taking  the  baby  to  her  physician  regu- 
larly, and  closely  following  his  advice. 

On  the  other  hand,  the  mother  who  has  a 
Bouncing  Bet,  never  sick  a day  in  her  life,  the 
daughter  of  a casual,  careless  mother  who  seldom 
heeds  general  advice  on  infant  feeding  or  child 
hygiene,  and  rarely  visits  a physician  or  attends 
a baby  conference,  presents  her  child.  The 
daughter  has  liquid  brown  eyes,  shining  golden 
curls,  a dimple,  and  the  latest  type  of  hair 
dress,  and  she  is  awarded  the  prize. 

Hygienically,  a baby  show  contradicts  every 
basic  lesson  we  are  trying  to  teach.  We  urge 
limitation  of  our  baby  conferences  and  work  out 
an  appointment  system  so  that  each  mother  may 
have  a quiet,  constructive  visit  with  the  doctor. 
We  urge  mothers  to  have  children  sleep  in  single 
beds;  we  teach  the  importance  of  individual 
toilet  articles;  and  then  we  hold  a baby  show! 
It  is  not  unusual  to  crowd  150  babies  into  a room 
30  feet  square.  They  come  so  fast  that  nurses 


cannot  inspect  them  as  they  enter.  They  come, 
sniffles  and  all.  Baby  carriages  are  shared. 
Dressing  pads  are  not  changed.  Clothes  get 
mixed  up.  The  nurse  who  tomorrow  will  spend 
half  an  hour  with  Mrs.  Mack  explaining  why 
formula  bottles  should  be  boiled,  is  blind  today 
to  the  pacifier  which  Mrs.  Mack  picks  up  from 
the  floor,  wipes  on  her  dress  and  pops  into  the 
mouth  of  Mrs.  Allen’s  baby.  If  the  doctor  and 
nurse  handle  the  babies,  it  is  almost  impossible 
to  take  time  to  scrub  between  children,  and  any 
kind  of  advice  is  utterly  impossible  in  the  bedlam. 
Tired  babies,  irritated  and  sometimes  justly 
resentful  mothers,  confused  volunteers,  ex- 
hausted doctors  and  nurses,  and  satisfied  bac- 
teria— are  these  the  results  we  seek  from  baby 
shows? 

If  prizes  must  be  given,  why  not  to  the  mothers 
of  babies  who  have  shown  the  best  gain  and  re- 
ceived the  most  intelligent  care  during  the  year? 
Better  still,  shall  we  not  work  toward  a goal  of 
continuous  health  supervision  of  all  babies  in 
the  community?  This  will  include  medical 
supervision  by  the  family  or  conference  physician, 
and  adequate  nursing  service  to  interpret  the 
doctor’s  orders  and  to  teach  the  parents  how  to 
give  good  care  with  the  resources  at  their  com- 
mand. 

What  we  have  said  here  refers  strictly  to  baby 
shows,  and  not  to  regular,  well-conducted  baby 
health  clinics  or  baby  health  conferences  or, 
better  still,  to  private  conferences  with  the  doc- 
tor at  regular  intervals. 

Many  of  the  county  medical  societies  will  be 
approached  by  the  enthusiastic  promoters  of 
these  baby  shows.  It  is  urged  that  the  county 
societies  definitely  go  on  record  as  being  op- 
posed to  this  type  of  health  program.  However, 
where  well-meaning  organizations  such  as 
service  clubs,  lodges,  etc.,  have  shown  their 
interest  in  child  health  problems,  the  county 
societies  should  guide  them  in  diverting  their 
effort  into  constructive  and  permanent  health 
services  for  the  children  of  their  community. 


VACCINE  THERAPY  IN  THE  RHEUMATIC  PATIENT 


Harry  Weiner,  M.D.,  Brooklyn,  New  York 
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Israel  Zion  Hospital,  Brooklyn,  New  York) 


The  purpose  of  this  communication  is 
to  report  upon  a five-year  period  of 
observation  of  the  effects  of  vaccine 
therapy  in  the  rheumatic  patient.  The 
effects  of  (1)  specific  vaccine  therapy;  (2) 
nonspecific  vaccine  therapy;  and  (3)  mild 
fever  therapy  caused  by  nonspecific  vac- 
cines, were  noted  and  compared.  The 
term  “rheumatic  patient”  is  used  advis- 
edly. It  refers  not  only  to  the  individual 
with  intra-articular  pathology  of  the  non- 
specific chronic  variety,  but  also  to  those 
with  periarthritic,  myositic,  and  fibrositic 
disturbances. 

Types  of  Vaccines 

The  effects  of  two  types  of  vaccines 
were  studied.  The  first  was  a strepto- 
coccus vaccine  which  was  represented  to 
be  the  pooling  of  several  arthrotropic 
strains,  and,  as  such,  was  considered  to 
have  some  measure  of  specificity.  The 
initial  dose  was  100  million  dead  organ- 
isms, and  was  given  intravenously  twice 
a week.  The  dosage  was  gradually  in- 
creased to  400  million,  and  the  frequency 
decreased  to  once  a week.  No  untoward 
effects  were  noted.  Occasionally  a slight 
exaggeration  of  local  complaints  ensued, 
which  called  for  a temporary  reduction 
of  dosage. 

The  other  vaccine  used  was  a nonspe- 
cific. It  was  prepared  by  Dr.  Lazar 
Rosenthal,  the  Director  of  our  Hospital 
Laboratory.  It  consisted  of  a nonpatho- 
genic  bacillus  isolated  from  the  air.  A 
suspension  of  an  agar  culture  of  this 
bacillus  in  normal  saline  was  submitted 
to  autolysis  at  55°  C.  The  resulting  clear 
solution  was  preserved  by  the  addition  of 
0.5  per  cent  phenol.  The  vaccine  was 
labeled  vaccine  “A”  and  it  was  given  both 
subcutaneously  and  intravenously.  The 
initial  subcutaneous  dose  was  x/4  cc.  given 
three  times  a week,  and  gradually  in- 
creased to  2 cc.  when  it  was  given  once  a 


week.  Neither  local  nor  general  reaction 
was  ever  noted  by  the  subcutaneous 
route. 

The  initial  intravenous  dose  was  0. 1 cc. 
but  often  no  reaction  was  obtained  until 
the  dose  was  increased  to  0.3  cc.  The 
reaction  consisted  of  a chill  followed  by  a 
fever  which  seldom  exceeded  102  F.  This 
came  on  about  three  hours  after  the  in- 
jection and  lasted  four  to  six  hours.  The 
following  day  the  patient  had  no  residual 
symptoms  and  was  able  to  be  up  and 
about.  This  was  quite  an  advantage, 
for  by  this  method  it  was  possible  to  em- 
ploy mild  fever  therapy  in  ambulatory 
patients.  Because  the  reaction  subsided 
rapidly  and  did  not  leave  the  patient  in 
an  exhausted  state,  no  patient  ever  ob- 
jected to  the  inconvenience  of  a slight 
fever  once  a week.  An  exacerbation  of 
joint  symptoms  was  seldom  noticed  by 
this  method.  When  this  did  occur,  the 
dosage  was  reduced,  and  the  injections 
withheld  for  two  weeks. 

Conditions  Governing  Our 
Observations 

We  were  cognizant  of  the  vulnerability 
of  any  statistics  dealing  with  the  man- 
agement of  the  rheumatic  patients,  since 
so  many  variables  existed.  Because  of 
this,  we  tried  to  establish  certain  stand- 
ards as  guides.  These  were  as  follows : 

1.  Selection  of  Cases . — Vaccines  were 
given  to  those  patients  in  whom  there  was 
(a)  clinical  evidence  of  an  infectious 
arthritic  state,  or  ( b ) an  elevated  sedi- 
mentation rate  suggestive  of  a possible 
infectious  process,  even  though  the  clini- 
cal rheumatoid  picture  was  absent. 

A small  control  group  of  patients  with 
joint  pains  but  with  no  evidence  of  any 
organic  joint  involvement  and  with  nor- 
mal sedimentation  rates  were  also  vac- 
cinated, so  that  the  results  obtained 
among  them  might  be  contrasted  with 


1786 


September  15,  1939]  VACCINE  THERAPY  IN  RHEUMATIC  PATIENT 


1787 


those  noted  in  the  patients  with  positive 
atrophic  arthritis  stigmata. 

2.  Restriction  of  Associated  Therapy. — 
Every  attempt  was  made  to  eliminate 
extraneous  factors  that  might  vitiate  our 
results.  Thus  physical  therapy  was  not 
permitted  during  the  time  the  patients  re- 
ceived vaccines.  Even  routine  advice 
as  to  diet  and  bowel  hygiene  was  avoided. 
When  a patient  required  sedation  because 
of  much  pain,  vaccines  were  discontinued 
during  the  time  such  medication  was  be- 
ing taken. 

3.  Criteria} or  Evaluating  Results. — Since 
rheumatic  complaints  are  normally  char- 
acterized by  spontaneous  remissions,  only 
those  patients  who  were  under  our  ob- 
servation for  more  than  one  year  were  in- 
cluded in  this  study.  About  one  third  of 
the  patients  were  followed  up  by  us  for 
three  to  five  years. 

The  other  criteria  used  in  evaluating 
our  results  were  (a)  the  degree  of  subjec- 
tive improvement;  ( b ) the  extent  of  ob- 
jective changes;  and  ( c ) alterations  in  the 
sedimentation  index. 

Classification  of  Cases 

1.  Atrophic  Arthritis. — All  patients  on 
whom  a diagnosis  of  atrophic  arthritis 
was  made  received  vaccines.  There  were 
wide  variations  in  the  clinical  picture,  the 
sedimentation  index,  and  the  response  to 
vaccines  in  this  group.  The  response  to 
vaccine  therapy  seemed  to  parallel  the 
sedimentation  index.  Because  of  this,  the 
atrophic  arthritics  were  divided,  for  statis- 
tical purposes,  into  two  groups: 

(a)  The  first  group  consisted  of  the 
cases  with  high  sedimentation  rates.  In- 
cluded were  those  who  had  a Westergreen 
index  above  thirty.  About  one  third  of 
the  patients  in  this  group  had  indices 
above  fifty.  Most  of  these  patients  gave 
histories  of  having  had  their  joint  symp- 
toms for  comparatively  short  periods,  and 
they  all  seemed  to  be  in  the  more  active 
stages  of  the  infectious  process. 

(b)  The  second  group  had  sedimenta 
tion  rates  between  twenty  and  thirty, 
and  many  had  indices  below  twenty.  Al- 
most all  of  the  patients  in  this  group  had 
had  the  disease  for  many  years.  De- 


formities were  common  among  them,  and 
in  a greater  part  of  this  group  it  appeared 
that  the  infectious  process  had  already 
burnt  itself  out. 

2.  Osteoarthritis.— Only  those  cases  of 
osteoarthritis  who  had  sedimentation  in- 
dices above  twenty  were  given  vaccines. 
Roughly  twenty  per  cent  of  all  the  os- 
teoarthritics  seen  by  us  fitted  into  this 
group.  The  elevated  sedimentation  rates 
in  these  patients  could  not  be  explained 
as  there  were  no  clinical  evidences  of  the 
infectious  form  of  arthritis  along  with  the 
osteoarthritis.  Nor  were  there  other 
infectious  stigmata  to  account  for  the 
sedimentation  rates. 

3.  Mixed  Arthritis. — This  designation 
was  reserved  for  the  cases  in  which  there 
were  clinical  signs  of  the  atrophic  form 
along  with  the  osteoarthritis.  The  West- 
ergreen index  was  elevated  in  most  of 
these  patients,  and  in  such  cases  vaccines 
were  given. 

4.  Periarthritis,  Myositis , Fibrositis. — 
The  method  employed  in  the  osteoarthrit- 
ics  for  deciding  upon  vaccine  therapy  was 
used  in  these  groups.  Only  those  patients 
who  had  elevated  sedimentation  rates 
received  vaccines.  Because  of  this  crite- 
rion, only  a small  number  of  our  patients 
who  had  extra-articular  rheumatic  com- 
plaints were  vaccinated. 

5.  Miscellaneous  Group. — Into  this 

group  were  placed  those  cases  with  joint 
complaints  and  with  positive  joint  findings 
which  were  quite  variable;  therefore  a 
positive  diagnosis  of  the  exact  type  of 
arthritis  could  not  be  made.  Here  again, 
only  those  with  elevated  sedimentation 
rates  were  given  vaccine  therapy. 

6.  Arthralgias  of  Undetermined  Origin. 
— These  were  instances  of  patients  with 
joint  symptoms,  but  with  a persistent 
absence  of  signs  of  intra-articular  path- 
ology, either  clinically  or  on  x-ray.  The 
sedimentation  rates  in  this  group  were 
invariably  normal,  and  the  likelihood  of 
an  infectious  basis  for  their  complaints 
was  not  considered  probable.  In  fact,  we 
doubted  whether  these  patients  had  any 
arthritis  at  all,  even  of  the  incipient 
stages.  Because  of  such  misgivings,  we 
were  of  the  opinion  that  these  patients 


1788 


HARRY  WEINER 


[N.  Y.  State  J.  M. 


might  form  an  excellent  control  group 
against  whom  could  be  contrasted  the 
effects  of  vaccine  as  applied  to  the  rheu- 
matic patient. 

Analysis  of  Statistics 

One  hundred  and  six  patients  were 
given  Streptococcus  vaccine  intrave- 
nously, and  the  results  obtained  are 
charted  in  Table  1.  One  hundred  and 
fifteen  patients  received  vaccine  “A”  sub- 
cutaneously, and  31  received  it  intrave- 
nously. The  results  in  these  groups  are 
charted  in  Tables  2 and  3,  respectively. 
In  analyzing  these  tables  the  following 
observations  can  be  made : 

1.  In  comparing  Tables  1 and  2,  one  is 
impressed  with  the  similarity  of  results 
obtained  with  the  two  vaccines  used. 
Since  these  observations  are  the  results  of 
a few  years  of  study  upon  these  patients, 
we  had  to  conclude  that  the  effects  of  a 
definite  nonspecific  agent  such  as  vaccine 
“A”  were  comparable  to  those  of  a sup- 
posedly specific  agent  as  represented  by 
the  Streptococcus  vaccine  used. 

2.  Further  study  of  these  same  tables 
shows  that  positive  results  were  obtained 
in  only  half  of  the  cases,  and  that  such  re- 
sults varied  widely.  This  assumes  added 
significance  when  it  is  remembered  that 
the  cases  treated  by  vaccines  were  only 
those  selected  by  us  as  instances  in  which 
it  was  felt  that  vaccines  might  be  most 
beneficial.  One  is  further  impressed  with 
the  limited  value  of  vaccine  therapy  in 
the  rheumatic  individual  when  it  is  noted 
that : (a)  no  case  with  marked  improve- 
ment is  reported  from  the  use  of  vaccines 
alone;  ( b ) moderate  improvement  is  re- 
ported in  only  a very  small  percentage  of 
the  cases;  and  (c)  most  of  the  cases  in 
whom  improvement  was  noted  were  in- 
stances in  which  such  improvement  was 
variable,  indefinite,  and  punctuated  by 
frequent  recurrences.  In  most  cases 
where  improvement  was  charted,  this 
was  made  on  a subjective  basis.  Objec- 
tive findings  were  often  persistent  despite 
subjective  progress.  Furthermore,  the 
sedimentation  rate  seldom  paralleled  the 
subjective  picture.  Often  the  sedimenta- 
tion index  remained  unchanged  despite 


TABLE  1. — Streptococcus  Vaccine 
Intravenously 


Variable 

Im- 


Mod- 

prove- 

Marked 

erate 

ment 

Im- 

Im- 

with 

prove- 

prove- 

Recur- 

Unim- 

ment 

ment 

rences 

proved  Total 

Atrophic  arthritis 

(sed.  rates  above 

20) 

0 

7 

13 

11 

31 

Atrophic  arthritis 

(sed.  rates  below 

20) 

0 

3 

7 

10 

Osteoarthritis* 

0 

4 

7 

7 

18 

Periarthritis* 

0 

2 

2 

Myositis  and  fibro- 

sitis* 

0 

1 

1 

2 

Mixed  arthritis* 

0 

1 

5 

1 

7 

Miscellaneous* 

0 

4 

8 

12 

Arthralgias  of  un- 

determined ori- 

gin (with  normal 

sed.  rates) 

0 

9 

15 

24 

Total 

0 

13 

44 

49 

106 

Percentage 

0 

12.6 

42.8 

44.6 

* Only  cases  with  elevated  sedimentation  rates  in- 
cluded. 


apparent  improvement.  The  frequent 
exacerbation  of  symptoms  following  a 
course  of  injections,  or  even  during  the 
time  such  injections  were  being  given, 
made  us  question  the  extent  of  influence 
of  the  vaccine. 

3.  Vaccines  seemed  to  give  the  best  re- 
sults in  the  patients  who  had  elevated 
sedimentation  rates.  Therefore,  those 
atrophic  arthritics  who  had  had  the  disease 
for  many  years,  and  in  whom  it  was  felt 
that  the  infectious  process  had  already 
spent  itself,  as  judged  from  the  low  sedi- 
mentation rates,  did  not  respond  to  vac- 
cines to  any  appreciable  extent.  On  the 
other  hand,  with  those  infectious  arthrit- 
ics in  whom  the  disease  was  more  active 
and  who  had  elevated  sedimentation  in- 
dices, improvement  with  vaccines  oc- 
curred more  frequently.  Even  the  osteo- 
arthritics  who  had  unexplained  high  rates 
showed  better  results  with  vaccines  than 
did  the  infectious  cases  with  low  rates. 

4.  Our  best  results  were  obtained  when 
vaccine  “A”  was  given  intravenously  to 
produce  a mild  fever  reaction  (Table  3). 
The  responses  by  this  method  were  more 
favorable  than  when  this  same  vaccine 
was  given  subcutaneously,  or  even  when 
the  Streptococcus  vaccine  was  given  intra- 
venously. Not  only  was  the  percentage 
of  failures  less  and  the  number  of  satis- 
factory responses  more,  but  qualitatively 
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TABLE  2. — Nonspecific  Vaccine  "A” 
Subcutaneously 


Marked 

Im- 

prove- 

ment 

Mod- 

erate 

Im- 

prove- 

ment 

Variable 

Im- 

prove- 

ment 

with 

Recur- 

rences 

Unim- 
proved Total 

Atrophic  arthritis 
(sed.  rates  above 
20) 

0 

4 

7 

9 

20 

Atrophic  arthritis 
(sed.  rates  below 
20) 

0 

6 

5 

11 

Osteoarthritis* 

0 

3 

18 

10 

31 

Periarthritis* 

0 

3 

3 

6 

Myositis  and  fibro- 
sitis* 

0 

1 

2 

3 

6 

Mixed  arthritis* 

0 

1 

4 

5 

10 

Miscellaneous* 

0 

7 

6 

13 

Arthralgias  of  un- 
determined ori- 
gin (with  sed. 
normal) 

0 

5 

13 

18 

Total 

0 

9 

52 

54 

115 

Percentage 

0 

7.8 

45.1 

47.1 

* Only  cases  with  elevated  sed.  rates  included. 


the  effects  of  mild  fever  reactions  were 
more  impressive.  The  responses  were 
more  immediate  and  came  on  with  fewer 
injections.  Unfortunately,  however,  re- 
currences by  this  method  were  as  fre- 
quent as  with  the  other  forms  of  vaccine 
therapy. 

Summary  and  Conclusions 

An  attempt  was  made  by  us  to  evaluate 
vaccine  therapy  in  the  so-called  rheumatic 
patient.  The  cases  for  such  therapy  were 
selected  as  described,  and  certain  stand- 
ards and  criteria  were  set  up  by  us.  After 
five  years  of  observation,  we  were  able 
to  arrive  at  the  following  conclusions: 

1.  The  results  obtained  with  a non- 
specific vaccine  which  we  used  were  about 
the  same  as  with  a supposedly  specific 
vaccine.  Although  a definite  deduction 
can  still  not  be  made,  we  have  ample 
reason  to  question  specificity  in  vaccine 
therapy  in  the  rheumatic,  and  to  wonder 
whether  any  benefit  that  may  accrue 


TABLE  3. — Nonspecific  Vaccine  “A” 
Intravenously 


Marked 

Im- 

prove- 

ment 

Variable 

Im- 

Mod-  prove- 
erate  ment 
Im-  with 

prove-  Recur- 
ment  rences 

Unim- 
proved Tota 

Atrophic  arthritis 
(sed.  rates  above 
20) 

0 

4 7 

1 

12 

Atrophic  arthritis 
(sed.  rates  below 
20) 

0 

1 3 

4 

Osteoarthritis 
(with  elevated 
sed.  rates) 

0 

3 

1 

4 

Mixed  arthritis 

(with  elevated 
sed.  rates) 

0 

2 1 

3 

Miscellaneous 
(with  elevated 
sed.  rates) 

0 

1 

2 

3 

Arthralgias  of  un- 
determined ori- 
gin (with  nor- 
mal sed.  rates) 

0 

1 

4 

5 

Total 

0 

7 16 

8 

31 

Percentage 

0 

22.6  51.6 

25.8 

from  such  therapy  is  not  basically  non- 
specific. 

2.  Vaccines  in  general  seem  to  have 
only  a limited  value  in  the  rheumatic  pa- 
tient when  used  without  any  other  form 
of  treatment.  The  responses  from  vac- 
cines alone  are  never  marked,  are  vari- 
able, and  at  best  are  only  transient  when 
they  do  occur. 

3.  The  effects  of  vaccine  therapy  seem 
to  be  in  direct  ratio  to  the  sedimentation 
index.  The  better  results  are  obtained 
in  the  cases  with  high  indices  and  invari- 
ably, when  the  index  is  normal  or  only 
slightly  raised,  the  effects  from  vaccines 
are  negligible. 

4.  The  effects  of  a nonspecific  vaccine 
given  intravenously  to  produce  a mild 
fever  reaction  are  more  impressive  than 
when  the  same  vaccine  is  given  subcu- 
taneously. 
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EVALUATION  OF  SULFANILAMIDE  THERAPY  IN  ACUTE 
OTITIS  MEDIA  AND  MASTOIDITIS 

J.  Coleman  Scal,  M.D.,  New  York  City 

( From  the  Otolaryngological  Service  of  the  Beth  Israel  Hospital , New  York  City) 


Sulfanilamide  has  proved  itself  of 
great  value  in  many  conditions, 
remarkable  recoveries  being  reported 
from  infections  with  Streptococcus 
hemolyticus,  especially  when  associated 
with  otitic  meningitis.  The  introduction 
of  this  drug  to  the  world  through  the 
lay  press  was  unfortunate,  the  publicity 
interfering  with  scientific  control  and 
observations.  Now  that  the  fanfare  has 
died  down,  sulfanilamide  is  assuming  its 
real  place  as  a therapeutic  agent,  its 
limitations  being  noted  and  recorded  so 
that  its  proper  evaluation  can  be  defi- 
nitely formulated. 

The  value  of  sulfanilamide  in  such 
conditions  as  hemolytic  streptococcus 
has  been  established  beyond  question, 
but  certainly  the  drug  is  too  dangerous 
to  use  in  minor  ailments,  or  in  those 
cases  in  which  no  diagnosis  has  been 
made.  There  are  also  conditions  in 
which  the  drug  is  contraindicated,  as  its 
action  masks  the  symptoms  of  the  disease 
and  sometimes  causes  many  complica- 
tions, especially  agranulocytosis  and  other 
blood  conditions  that  can  cause  fatal 
results. 

One  proved  ’inefficacy  of  the  drug  is 
in  bone  involvement  such  as  osteo- 
myelitis, and  now  we  are  finding  that 
the  mastoid  process  is  unaffected  by 
sulfanilamide.  Despite  the  fact  that 
many  competent  authorities  still  feel 
that  it  is  useful  in  acute  otitic  infections, 
considerable  thought  should  be  given 
to  the  fact  that  many  cases  of  acute 
mastoiditis  cleared  up  completely  with- 
out coming  to  operation  before  sulfanil- 
amide was  introduced. 

There  is  as  yet  no  definite  evidence 
that  sulfanilamide  will  prevent  extension 
of  infection  from  the  middle  ear  to  the 
mastoid  cells.  Ballenger  et  al>  have 


protected  foci  such  as  paraurethral  crypts 
and  follicles  were  the  cause  of  failure  in 
cases  where  sulfanilamide  failed  to  pro- 
duce a cure.  Their  explanation  was  that 
these  dead  spaces  were  not  reached  by 
an  adequate  amount  of  blood  laden  with 
sulfanilamide  and  associated  defense- 
agents  manufactured  by  the  host.  In 
mastoid  infections  we  have  an  analogous 
situation.  When  infective  organisms  in- 
vade the  mastoid  cells,  swelling  and 
edema  take  place  in  the  septums  and  in 
the  mucous  membrane  lining  the  cells, 
and  shut  off  the  blood  supply  from  the 
nutrient  vessels  supplying  them.  Ne- 
crosis, thinning,  absorption  of  the  sep- 
tums, and  coalescence  thus  take  place 
unaffected  by  the  sulfanilamide,  with 
symptoms  so  masked  that  the  process 
continues  as  a chronic  suppuration  of  the 
mastoid  bone,  sometimes  indefinitely  with- 
out any  general  constitutional  symptoms. 
It  may  even  end  up  in  a sterile  abscess 
with  increasing  destruction  and  eventual 
complications. 

Kopetzky5  made  the  interesting  ob- 
servation in  his  petrositis  cases  com- 
plicated by  meningitis  that  sulfanilamide 
therapy  eliminates  the  hemolytic  strepto- 
coccus infection  from  the  body  fluids  and 
tissues,  but  it  does  not  seem  to  eliminate 
them  in  active  osseous  lesions.  He  feels 
that  where  there  is  a focus  of  infection 
in  the  pyramid  or  in  the  mastoid  process, 
surgery  should  be  employed  to  eradicate 
it. 

Lockwood  and  his  associates2  also 
proved  that  where  localized  infections 
containing  necrotic  material  occurred, 
such  as  in  mastoiditis,  sulfanilamide 
therapy  diminished  in  effectiveness  on 
the  hemolytic  streptococcus. 

Benjamin  W.  Carey,  Jr.,  of  Boston, * 
evaluated  the  results  of  sulfanilamide 
in  acute  otitis  media.  Of  8 cases  studied 


proved  definitely  that  dead  spaces  and 
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at  the  Children’s  Hospital,  Boston,  2 
required  mastoidectomies  after  adequate 
therapy.  He  noted  that  while  the  aural 
culture  became  sterile,  x-rays  revealed 
increasing  destruction  of  the  mastoid 
cells.  His  conclusion  was  that  sulfa- 
nilamide was  not  as  efficacious  in  the 
treatment  of  acute  otitis  media  as  in 
other  types  of  infections  that  are  caused 
by  the  Beta  Hemolytic  Streptococcus. 

Care  should  be  used  in  administration 
of  this  drug  to  Negroes,  as  they  seem 
unable  to  tolerate  it.  From  personal 
communications  and  observations,  sulfa- 
nilamide administered  to  Negroes  caused 
an  immediate  drop  in  the  white  count 
with  a threatened  agranulocytosis. 

There  has  been  some  misunderstanding 
in  x-ray  interpretation  of  mastoid  findings 
where  sulfanilamide  has  been  used.  Law7 
and  Taylor8  have  shown  that  a change 
in  density  takes  place  in  the  mastoid 
cells,  the  septums  thinning  out  con- 
siderably so  that  the  mastoid  assumes  a 
transparent  aspect  giving  the  impression 
of  a destructive  process  going  on.  They 
advise  the  use  of  stereoptic  views  in 
such  cases  only  so  as  to  permit  proper  in- 
spection of  the  mastoid  cavity. 

The  operative  findings  in  acute  mas- 
toiditis following  use  of  sulfanilamide 
were  very  impressive.  In  practically  all 
cases,  marked  cell  destruction  was  noted 
and  in  many  cases  this  destruction  ex- 
tended to  and  exposed  the  sinus  and 
dural  plates.  In  several  cases  destructive 
channels  could  be  demonstrated  leading 
directly  from  the  mastoid  tip  to  the 
dural  or  sinus  plates. 

Sulfanilamide  should  be  administered 
following  mastoidectomy.  Such  therapy 
has  been  found  to  result  in  a less  eventful 
postoperative  course. 

The  cases  enumerated  below  are  those 
studied  at  the  Beth  Israel  Hospital — 
cases  admitted  from  January  1 to  June  1, 
1939. 

Case  1. — D.  M.  B.,  male,  aged  3.  Previous 
history  negative.  Present  illness:  six  days 

prior  to  admission,  the  patient  was  treated  for 
an  upper  respiratory  infection,  cough,  tempera- 
ture 104  F.,  and  aural  pain  with  some  edema 
behind  the  left  ear.  Paracentesis  was  performed 


in  both  ears,  and  prontylin  and  sodium  bicar- 
bonate were  prescribed  by  the  family  doctor. 
Admitted  to  the  Beth  Israel  Hospital  on  De- 
cember 26  with  a diagnosis  of  bilateral  O.M.P.A. 
and  nasopharyngitis.  Examination  showed  the 
right  ear  discharging,  with  fullness  over  the 
posterior  quadrant  of  the  drum.  There  was 
no  sagging  of  the  roof  canal  and  no  edema  over 
the  mastoid.  The  left  ear  showed  a semi- 
hemorrhagic  discharge  with  a slight  edema  over 
the  mastoid  region  and  pain  on  pressure.  Dr. 
Kopetzky  examined  this  child,  and  on  noting 
a contracted  left  ear  canal,  periostitis  over  the 
mastoid,  and  cervical  adenitis,  he  advised  opera- 
tion. Sulfanilamide  was  started  on  December 
31  in  doses  of  7V2  gr.  every  four  hours,  together 
with  an  equal  amount  of  sodium  bicarbonate, 
until  January  2,  when  a drop  from  17,400  to 
5,900  in  the  white  cell  count  was  noted  with  a 
simultaneous  drop  in  temperature  and  ap- 
pearance of  cyanosis.  Sulfanilamide  was 
stopped  and  methylene  blue  given  intravenously. 
The  cyanosis  cleared  up  immediately.  The 
aural  discharge  stopped,  the  temperature 
dropped  to  99  F.,  and  the  postauricular  edema 
disappeared.  On  January  3,  Dr.  Kopetzky  re- 
examined the  case  and  noted  the  condition  in 
the  left  ear  improved,  the  edema  and  pulsation 
gone,  and  reservoir  sign  absent.  X-ray  exami- 
nation on  December  30  showed  impaired  aera- 
tion of  the  mastoid  cells  on  both  sides,  with  the 
sinus  and  dural  plates  intact.  On  January 
4 the  temperature  commenced  to  rise  and 
reached  104V2  F.  the  next  day.  Pain  and  edema 
over  the  left  mastoid  recurred.  A blood  culture 
was  negative.  On  January  5 a simple  mastoid- 
ectomy was  performed  by  Dr.  Kopetzky.  He 
found  a fistulous  tract  penetrating  the  cortex 
in  the  region  of  the  spongy  portion.  The  cortex 
was  entered  through  the  fistulous  opening,  and 
the  antrum  located  and  explored.  It  was 
found  to  be  filled  with  pus.  The  sinus  plate 
was  exposed.  The  mastoid  cells  were  exente- 
rated.  Pus  cultured  from  the  mastoid  showed 
Streptococcus  hemolyticus.  Following  mastoid- 
ectomy the  child  ran  a stormy  course,  the  tem- 
perature fluctuating  from  100  F.  to  105x/2  F., 
finally  dropping  to  normal  on  January  18.  From 
then  on  the  patient  ran  an  uneventful  course 
until  February  8,  when  he  was  discharged. 

Case  2. — S.  L.,  male,  aged  6.  Had  mumps 
and  abscessed  ears  several  years  ago.  Present 
history:  a bilateral  paracentesis  was  performed 
on  March  10  and  the  ears  discharged  profusely. 
Admitted  to  the  hospital  on  April  1.  A greenish, 
purulent  discharge  pulsating  under  pressure 
was  present  in  both  ears.  X-rays  taken  on 
March  31  showed  a bilateral  otitis  media  with 
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evidences  of  softening.  Sulfanilamide  was 
started  on  April  7 with  an  initial  dose  of  25  gr., 
followed  by  8 gr.  every  four  hours,  together 
with  10  gr.  of  sodium  bicarbonate.  In  all, 
about  300  gr.  were  given.  The  blood  showed  a 
concentration  of  sulfanilamide,  averaging  from 
1.7  to  4.6  per  cent  mg.  per  100  mg.  of  blood. 
On  April  8 the  left  ear  became  dry,  while  the 
right  continued  discharging.  Examination  on 
April  10  disclosed  the  left  ear  completely  healed. 
The  right  ear  still  showed  a copious  pulsating 
discharge  under  pressure.  The  drum  was 
edematous  and  pushed  forward.  There  was 
marked  antral  tenderness.  A mastoidectomy 
was  performed  by  the  author  on  April  12.  Pus 
was  found  beneath  the  cortex  with  a large  in- 
fectious tract  leading  from  the  antrum  to  the 
tip,  with  a small  exposure  of  the  dura  at  the 
sinodural  angle.  The  dura  was  intact.  All 
cells  were  found  necrotic  and  were  exenterated 
He  was  discharged  on  April  17  after  an  unevent- 
ful recovery. 

Case  3. — M.  F.,  female,  aged  11.  Previous 
history:  tonsils  removed  eight  years  ago,  other- 
wise negative.  Present  history:  on  March 

18,  patient  developed  high  temperature,  sore 
throat,  nasal  discharge,  and  aural  pain.  Family 
physician  administered  sulfanilamide,  but 
stopped  when  a rash  developed.  Paracentesis 
of  left  ear  was  performed  on  March  22.  Ad- 
mitted to  the  hospital  on  March  27.  X-rays 
showed  left  mastoid — otitic  infection  with 
evidence  of  softening  and  destruction.  Sul- 
fanilamide was  administered  in  an  initial  dose 
of  30  gr.,  followed  by  10  gr  every  four  hours. 
The  blood  concentration  showed  3.6  per  cent 
mg.  per  100  cc.  of  blood  the  first  day,  and  7 
per  cent  three  days  later.  In  all,  she  received 
260  gr.  She  felt  fairly  well,  so  that  on  April  2 
she  was  discharged  from  the  hospital  after  her 
temperature  had  been  normal  for  four  days, 
mastoid  pain  and  tenderness  had  completely 
disappeared,  and  the  left  ear  was  practically 
dry.  On  April  5,  the  temperature  again  rose 
to  101  F.,  aural  discharge  reappeared,  and  a 
pulsating,  sagging  drum  became  visible.  She 
was  returned  to  the  hospital  on  April  8.  A 
simple  mastoidectomy  was  performed  by  the 
author  on  April  10.  The  operative  findings 
showed  destruction  beneath  the  cortex,  with 
the  cells  necrotic  and  filled  with  pus  and  granula- 
tion tissue.  A culture  taken  from  the  mastoid 
showed  Staphylococcus  aureus  hemolyticus. 
She  was  discharged  from  the  hospital  on  April  2, 
after  making  an  uneventful  recovery. 

Case  4. — H.  M.,  male,  aged  6V2.  History  of 
sore  throat,  nasal  discharge,  and  pain  in  the 
left  ear.  About  75  gr.  of  sulfanilamide  had  been 


administered  by  his  family  physician.  Ad- 
mitted to  the  Beth  Israel  Hospital  on  April  25. 
The  left  ear  showed  a scant  pulsating  discharge, 
the  drum  was  edematous,  and  marked  tender- 
ness existed  over  the  mastoid  process.  X-rays 
taken  on  April  25  showed  diminished  aeration 
and  marked  decalcification  of  the  mastoid  cells 
with  a tendency  to  confluence.  The  blood 
showed  a leukocytosis  of  13,300,  with  87  poly- 
morphonuclears.  On  April  26  a mastoidectomy 
was  performed  by  the  author.  An  infected 
channel  leading  from  the  mastoid  tip  to  the 
antrum  was  encountered  beneath  the  cortex. 
The  sinus  plate  was  found  necrotic  and  covered 
with  granulations,  while  the  dural  plate  near 
the  zygoma  was  partly  exposed.  All  cells  were 
exenterated.  An  uneventful  recovery  took  place. 

Case  5. — E.  S.,  male,  aged  6.  Present  history: 
Upper  respiratory  infection  three  weeks  ago, 
right  drum  incised  February  6,  1939.  Admitted 
to  Beth  Israel  Hospital  on  February  13,  1939, 
with  mastoid  tenderness  over  right  ear,  pulsating 
discharge,  and  temperature  of  100  F.  Sulfa- 
nilamide therapy  was  commenced,  10  gr., 
together  with  sodium  bicarbonate,  being  given 
every  four  hours  until  a total  of  180  gr.  were 
administered.  The  temperature  dropped  to 
normal,  but  the  mastoid  tenderness  and  pulsat- 
ing discharge  continued  while  the  reservoir  sign 
appeared.  X-rays  taken  on  February  13  showed 
evidence  of  a previous  otitic  infection  in  the 
right  mastoid  with  an  area  of  softening  in  the 
postsinal  region.  A mastoidectomy  was  per- 
formed by  Dr.  Margolin  on  February  13.  The 
sinus  was  found  to  be  exposed,  with  granulation 
tissue  overlying  it.  A small  exposure  was 
present  over  the  dura  near  the  zygoma.  An 
uneventful  recovery  took  place. 

Case  6. — B.  L.,  female,  aged  2.  Previous 
history  negative.  Present  history:  patient 

complained  of  a cold  four  weeks  ago  with 
fever  of  103  F.,  tonsillitis,  and  spontaneous 
discharge  from  both  ears.  Sulfanilamide  was 
administered  by  the  family  physician,  more 
than  75  gr.  being  given  (exact  amount  un- 
known). Admitted  to  the  hospital  on  January 
26  with  a purulent  discharge  from  the  left  ear 
and  temperature  fluctuating  from  99  F.  to  102  F. 
A mastoidectomy  was  performed  by  Dr.  Dlugash 
on  January  28.  The  mastoid  cavity  was  filled 
with  pus  and  granulation  tissue.  An  uneventful 
recovery  took  place. 

Case  7. — I.  H.,  male,  aged  4.  Present  history: 
three  weeks  ago  patient  developed  an  acute 
cold  followed  by  cough,  fever,  and  pain  in  the 
right  ear.  Sulfanilamide  therapy  was  given  by 
the  family  physician,  first  neoprontosil,  and 
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later  sulfanilamide.  Admitted  to  the  hospital 
on  March  27.  A mastoidectomy  was  performed 
by  Dr.  Lobel.  It  showed  an  extensive  destruc- 
tion in  the  left  mastoid,  extending  toward  the 
base  of  the  left  pyramid.  There  was  also  a 
destruction  of  the  apical  and  suprasinal  cells. 
A culture  of  pus  from  the  left  ear  showed  Strep- 
tococcus hemolyticus.  The  patient  was  dis- 
charged from  the  hospital  on  April  5,  making  an 
uneventful  recovery. 

Case  8. — S.  R.,  aged  31.  Previous  history:  fre- 
quent attacks  of  aural  discharge  for  the  previous 
four  days.  Admitted  to  the  hospital  on  April  6 
with  pain  over  the  right  mastoid,  profuse  aural 
discharge,  sagging  of  the  postauricular  canal,  and 
temperature  of  101  F.  Sulfanilamide  therapy 
was  started,  10  gr.  being  given  with  an  equal  a- 
mount  of  sodium  bicarbonate  every  four  hours, 
until  70  gr.  were  given.  X-rays  on  April  7 showed 
a marked  diminution  in  aeration  of  cells  of  the 
right  mastoid.  A mastoidectomy  was  performed 
on  April  8 by  Dr.  Moshinsky.  An  abscess  was 
found  at  the  tip  with  polyps  and  granulation 
tissue  in  the  sinodural  angle.  All  mastoid 
cells  were  exenterated.  Culture  of  the  pus 
showed  Streptococcus  hemolyticus. 

Case  9. — A.  L.,  male,  aged  37.  Previous 
history  negative.  Present  history:  three  weeks 
ago  developed  pain  in  both  ears.  A bilateral 
paracentesis  was  performed  on  April  19.  The 
left  drained  profusely  and  the  right  continued 
to  be  painful.  The  temperature  rose  to  104  F., 
accompanied  by  a chill.  Admitted  to  the 
hospital  on  April  28  with  a temperature  of 
99V2  F.,  which  rose  to  104  F.  An  x-ray  taken 
on  April  28  showed  a diploic  left  mastoid,  with 
only  a few  cells  on  the  right  with  diminished 
aeration.  The  pyramids  were  normal.  Prior 
to  admittance  to  the  hospital  the  patient  had 
been  given  70  gr.  of  sulfanilamide  by  his  private 
physician.  A mastoidectomy  was  performed 
by  Dr.  Bell,  who  found  a perisinal  abscess 
around  the  jugular  bulb  with  sclerotic  bone. 
The  cortex  was  sclerotic  and  was  penetrated 
with  an  electric  burr.  With  the  exception  of  a 
few  cells  containing  pus,  a large  cavity  in  the 
region  of  the  jugular  bulb  was  located  and  found 
to  contain  pus  under  pressure.  An  exposure  of 
the  sinus  was  made,  and  the  necrotic  bone  over 
it  removed.  A culture  of  the  pus  found  in 
the  bone  showed  nonhemolytic  Staphylococcus 
albus,  while  Streptococcus  was  found  in  the 
smear,  but  failed  to  grow  in  a culture. 

Case  10. — L.  H.,  male,  aged  3.  Present 
history:  acute  cold  with  cough  and  sore  throat. 
Given  sulfanilamide  therapy  by  his  family 
physician.  Admitted  to  the  hospital  on  January 


25  with  temperature  of  100  F.  and  both  ears 
discharging.  X-rays  taken  on  January  25 
showed  an  otitic  infection  with  an  exudative 
involvement  of  the  mastoids.  Sulfanilamide 
therapy  was  started,  5 gr.  being  given  every 
four  hours,  until  100  gr.  were  administered. 
The  temperature  dropped  to  991/j  F.  but  rose 
to  102  F.  on  February  6,  when  sulfanilamide 
was  readministered,  giving  5 gr.  every  four 
hours,  until  65  gr.  were  administered.  The 
temperature  dropped  to  99  F.  and  the  patient 
was  discharged  on  February  10  with  a scant 
discharge  in  both  ears.  The  patient  returned 
for  readmission  on  February  16  because  of  a 
sudden  rise  in  temperature  to  103  F.  with  in- 
creased aural  discharge  from  the  right  ear.  X- 
rays  on  February  16  showed  a destructive  mas- 
toid on  the  right  side  and  otitic  infection  on 
the  left.  Sulfanilamide  therapy  was  again 
started,  335  gr.  being  given,  until  the  tempera- 
ture was  normal  and  the  symptoms  had  sub- 
sided. The  patient  was  again  discharged  on 
March  4,  when  an  x-ray  showed  no  evidence  of 
destructive  changes  in  the  mastoid.  He  re- 
turned for  readmission  to  the  hospital  four 
days  later  with  a profuse  right  aural  discharge. 
A mastoidectomy  was  performed  by  Dr.  Spiel- 
berg on  March  11,  which  showed  pus  under  the 
cortex,  the  entire  mastoid  being  broken  down 
and  filled  with  granulation  tissue.  There  was 
no  exposure  of  dura  or  sinus.  The  patient  was 
discharged  from  the  hospital  on  March  19. 

Case  11. — R.  L.,  male,  aged  4V2.  Tonsils 
removed  when  3 years  old.  Left  ear  discharging 
for  past  month.  Sulfanilamide  was  given  by 
his  private  physician,  receiving  in  all  200  gr. 
Admitted  to  the  hospital  on  March  4 with  a 
copious  aural  discharge,  pulsating  edematous 
drum,  reservoir  sign,  and  mastoid  tenderness. 
X-rays  taken  showed  otitic  infection  with  soften- 
ing of  septums.  A mastoidectomy  was  per- 
formed by  the  author  on  March  8.  A cavity 
was  found  beneath  the  cortex,  the  cells  being 
necrotic  and  filled  with  granulation  tissue. 
Large  zygomatic  cells  were  found  diseased  and 
filled  with  granulation  tissue,  and  were  exente- 
rated. The  dural  plate  was  uncovered  and 
found  intact.  The  child  was  discharged  from 
the  hospital  on  March  14,  making  an  uneventful 
recovery. 

Case  12. — E.  F.,  male,  aged  8.  Previous 
history:  chronic  discharge  from  ears.  Has 

suffered  from  sinus  trouble  since  2 years  of  age. 
Present  history:  pain  in  the  right  ear  for  past 
few  days  with  temperature  of  102  F.  and  mastoid 
tenderness.  A paracentesis  was  performed  on 
February  13  on  the  right  ear.  Sulfanilamide  was 
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given,  in  all  about  150  gr.  being  administered. 
The  temperature  subsided  and  the  discharging 
ear  was  almost  dry,  when  on  February  23  edema 
appeared  behind  the  right  ear.  Examination 
revealed  a sagging  roof  canal,  edematous  drum 
with  marked  mastoid  tenderness.  He  was 
admitted  to  the  hospital  on  February  23.  A 
mastoidectomy  was  performed  on  February  24 
by  the  author.  All  mastoid  cells,  especially  at 
the  tip,  were  necrotic.  A huge  antral  opening 
was  found  filled  with  granulation  tissue,  while 
the  dura  was  intact.  A culture  taken  from  the 
mastoid  showed  Streptococcus  hemolyticus. 
The  child  was  discharged  from  the  hospital  on 
March  3 and  is  still  under  treatment. 

Conclusions 

In  using  sulfanilamide  we  are  dealing 
with  a treacherous  drug  of  enormous 
therapeutic  quality  that  has  a decided 
influence  in  hastening  recovery  in  in- 
fections with  the  hemolytic  streptococcus. 
It  is,  however,  of  no  value  in  bone  in- 
volvement. With  sulfanilamide  therapy 
the  temperature  in  an  acute  mastoiditis 
may  become  normal  within  twenty-four 


horns  and  all  toxic  symptoms  and  tender- 
ness over  the  mastoid  disappear.  Yet 
x-rays  may  show  increasing  destruction. 

While  the  number  of  cases  studied  is 
too  small  for  definite  conclusions,  the 
operative  findings  lead  us  to  believe  that 
sulfanilamide  is  contraindicated  in  early 
aural  conditions. 

Despite  the  good  effect  and  rapid 
cures  reported,  physicians  should  not 
administer  this  drug  in  minor  infections, 
such  as  tonsillitis  or  otitis  media. 


27  West  96th  Street 
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FLIES  IN  THE  OINTMENT 

The  resolution  passed  by  the  Joint  Committee 
on  Professional  Relations  of  the  Medical  Society 
of  New  Jersey  and  the  New  Jersey  Pharmaceuti- 
cal Association  at  a recent  meeting,  dealing  with 
the  subject  of  radio  medical  advice  and  advertis- 
ing of  proprietary  remedies — declares  the  editor  of 
Hospitals  (Chicago) — should  be  given  the  thought- 
ful consideration  of  every  individual  and  every 
agency  concerned  with  the  health  and  well-being 
of  the  American  people. 

The  resolution  seeks  to  curb  the  prescribing  of 
medicines  and  the  giving  of  medical  advice  over  the 
radio  except  by  authorized  and  responsible  medi- 
cal organizations  or  official  health  departments. 

To  those  who  realize  that  the  glib  talk  and 
subtle  suggestion  contained  in  radio  advertising 
of  patent  medicines  and  medical  charlatanry  are 
cleverly  designed  for  the  single  purpose  of  com- 
mercial profit,  the  effect  may  be  only  emetic, 
but  that  there  are  left  vast  numbers  of  the 
gullible  who  will  believe  any  hocus  pocus  if 
presented  in  plausible  and  picturesque  words,  is 


evidenced  by  the  very  fact  that  radio  advertising 
is  no  exception  to  the  general  rule  that  advertis- 
ing pays. 

But  whom  does  it  pay?  Certainly  not  the  vic- 
tims, who  in  the  aggregate  spend  enough  on  rain- 
bow chasing,  led  by  the  radio  will-o-the-wisps,  to 
provide  the  adequate  medical  care  about  which 
there  is  so  much  discussion  today. 

The  very  fact  that  there  are  such  hordes  who 
willingly  buy  the  bogus  substitutes  for  rational 
medical  advice  and  genuine  drugs  rather  justifies 
the  assumption  that  if  adequate  medical  service 
were  available  to  everyone,  a large  percentage  of 
the  population  would  not  accept  it. 

The  hospitals  of  the  country  should  vigorously 
uphold  the  medical  profession  and  the  reputable 
manufacturers  and  dispensers  of  legitimate  reme- 
dies in  any  effort  to  prevent  false,  misleading, 
and  fraudulent  advertising  to  the  public  of  prod- 
ucts which  are  essentially  fakes,  even  though  their 
alleged  virtues  are  intoned  in  subtle  diction  or 
crooned  in  dulcet  tones. 


A “BANG-UP”  PLAN 

To  allow  government  officials  to  play  with  the 
$4,000,000,000  political  football  of  socialized 
medicine  would  be  comparable  to  using  dyna- 


mite for  a tonsillectomy:  the  tonsils  would  in- 
deed be  gone,  but  so  would  the  patient’s  head. — 
Catholic  Union  and  Times,  Buffalo. 


IRRADIATION  AS  AN  ADJUNCT  TO  SURGERY  IN  SUBSTERNAL 
THYROID— RESPONSE  OF  A RECURRENT  FETAL  ADENOMA 


Ira  I.  Kaplan,  M.D.,  and  Sidney  Rubenfeld,  M.D.,  New  York  City 

{Director,  Radiation  Therapy  Department,  and  Associate  Visiting  Radiation  Therapist,  Respectively, 

Bellevue  Hospital,  New  York  City ) 


Irradiation  often  serves  as  a useful 
adjunct  to  surgery,  especially  in  the 
treatment  of  lesions  in  inaccessible  re- 
gions. While  diseases  of  the  thyroid  gland 
have  been  brought  under  control  by 
judiciously  timed  operative  removal,  oc- 
casionally a substemal  mass  presents 
greater  surgical  hazards.  It  is  in  such 
instances  that  radiation  therapy  is  not 
only  the  treatment  best  suited,  but  is 
often  the  only  feasible  method.  The  case 
herein  presented  illustrates  this  point : 

Case  Report 

P.  M.,  aged  61,  an  asbestos  worker,  was  ad- 
mitted to  the  Third  Surgical  Division  of  Bellevue 
Hospital  on  the  Service  of  Dr.  Arthur  M. 
Wright  in  November,  1929,  complaining  of 
nervousness,  headache,  dizziness,  and  cardiac 
palpitation  of  two  months’  duration.  These 
symptoms  were  slowly  progressive.  A swelling 
of  the  neck  appeared,  but  little  discomfort  was 
produced  therefrom.  There  was  no  dysphagia 
or  cough.  He  had  lost  25  pounds  in  three 
months. 

Examination  revealed  a moderately  emaciated 
man.  On  the  left  side  of  the  neck  was  a 2 cm. 
sized  pulsating  mass  in  the  region  of  the  thyroid 
gland.  The  mass  was  soft,  irregular,  and  moved 
on  deglutition.  A widespread  distribution  of 
dilated  veins  was  visible  covering  the  anterior 
chest,  root  of  the  neck,  and  both  upper  extremi- 
ties. The  basal  metabolic  rate  was  minus  2. 

Operation  was  advised  and  performed  on 
November  23,  1929,  when  the  left  lobe  of  the 
thyroid  was  found  to  be  large,  irregular,  and 
extending  down  under  the  clavicle.  The  cap- 
sule was  thickened.  Large  dilated  vessels 
covered  most  of  the  gland.  The  lower  part  of 
the  left  lobe  mass  extended  far  down  below  the 
clavicle,  pushing  the  trachea  to  the  right  of  the 
midline.  The  right  lobe  showed  no  enlargement 
or  abnormalities. 

The  operative  procedure  was  a left  lobectomy 
with  drainage  (see  Fig.  1). 

The  tissue  removed  at  operating  was  examined 
by  Dr.  Douglas  Symmers  and  the  histology 
reported  as  fetal  adenoma  of  the  thyroid. 


Complete  subsidence  of  all  symptoms  ensued 
for  several  months,  and  then  the  original 
complaints  recurred.  The  patient  was  again 
admitted  to  the  Surgical  Service  in  October, 
1931,  with  cough  as  a prominent  symptom. 
Examination  at  this  time  revealed  a hard, 
smooth  mass  that  was  continuous  with  the  isth- 
mus and  extended  under  the  sternomastoid  mus- 
cle and  the  manubrium.  The  right  lobe  of  the 
thyroid  was  enlarged.  The  venous  engorge- 
ment that  had  been  evident  at  the  previous 
admission  was  now  even  more  pronounced. 
In  the  roentgenogram  a widening  of  the  superior 
mediastinal  shadow  with  the  trachea  deviated 
toward  the  right  was  noted.  The  basal  meta- 
bolic rate  was  minus  10.  Radiographs  of  the 
long  bones  disclosed  no  pathologic  alterations. 


Fig.  1.  Showing  patient  in  1929,  following 
left  thyroid  lobectomy.  Note  absence  of  venous 
engorgement  on  chest. 
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Fig.  2.  Patient  in  1936,  on  admission  to  the 
Radiation  Therapy  Service  of  Bellevue  Hos- 
pital. Note  tremendous  venous  engorgement. 
Patient  was  inaudibly  hoarse  and  very  weak. 

In  November,  1931,  at  a second  operation, 
there  was  found  a firm,  fixed  mass  evidently 
arising  from  the  remnants  of  the  left  lobe  of  the 
thyroid.  The  mass  was  fixed  and  adherent,  and 
bled  profusely  so  that  further  surgical  removal 
was  impossible. 

The  patient  was  able  to  carry  on  with  moder- 
ate comfort  until  December,  1935,  when  hoarse- 
ness developed,  accompanied  by  some  dyspnea. 

In  April,  1936,  when  he  was  referred  to  the 
Radiation  Therapy  Service  of  Bellevue  Hospital, 
his  speech  was  hardly  audible.  Examination 
showed  large,  dilated  veins  coursing  along  both 
arms,  both  sides  of  the  neck,  and  meeting  over 
the  manubrium.  One  large  vein  ran  from  the 
manubrium  to  the  umbilicus  (see  Fig.  2).  In 
the  roentgenogram  there  was  seen  a large  mass 
in  the  superior  mediastinum,  deviating  the 
trachea  to  the  right  and  compressing  it  in  the 
anteroposterior  and  lateral  diameters.  The 
mass  was  independent  of  the  arch  of  the  aorta 
(Fig.  3). 

X-ray  therapy  was  administered  from  April  1 
to  May  22,  1936.  The  factors  used  were  200 
kv.  at  5 ma.,  with  0.5  mm.  Cu  and  1 mm.  A1 
filter  and  a distance  of  50  cm.  The  anterior 
and  posterior  mediastinal  areas  were  irradiated 


through  a 10  by  15  cm.  portal.  Daily  treat- 
ments of  150  r were  given  for  a total  dose  of 
2,500  r over  each  of  the  two  areas.  At  the 
completion  of  this  series,  the  dyspnea  was  less 
intense,  but  the  hoarseness  and  venous  engorge- 
ment persisted  as  before.  During  a period  of 
two  months’  observation,  no  evidence  of  re- 
sponse was  discernible,  but  at  the  end  of  that 
period,  venous  dilatation  became  less.  With 


Fig.  4.  Taken  four  months  later,  after  x-ray 
and  radium  therapy  had  been  instituted.  Pig- 
mentation from  irradiation  persists.  Venous 
engorgement  regressed;  hoarseness  not  present. 

this  favorable  sign,  it  was  decided  to  add  addi- 
tional therapy,  this  time  changing  the  quality  of 
the  x-ray  employed.  Accordingly,  the  anterior 
substernal  area  was  irradiated  with  the  5 Gm. 
radium  pack  at  a distance  of  6 cm.  through  an 
8 by  10  cm.  portal  filtered  through  3 mm.  of  Pt, 
giving  a dose  of  5,000  mg.  hours  daily  until  a 
total  of  50,000  mg.  hours  was  administered 
Three  weeks  later  it  was  noted  that  the  venous 
dilatation  had  considerably  receded  and  roent- 
genographic  examination  showed  that  the  medias- 
tinal shadow  appeared  two-thirds  its  original 
diameter.  The  skin  over  the  radiated  area 
exhibited  a deep  pigmentation.  One  month 
later,  because  a brassy  cough  became  disturbing, 
additional  x-ray  therapy  was  administered  using 
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Fig.  3.  Showing  large  mass  in  superior 
mediastinum,  especially  toward  the  left  side. 
Interpreted  as  a substernal  thyroid. 


the  same  factors  as  before,  and  again,  administer- 
ing a dose  of  2,500  r to  both  the  anterior  and  pos- 
terior mediastinal  areas.  In  October,  1936,  six 
months  after  therapy  was  commenced,  the  pa- 
tient showed  remarkable  amelioration  of  symp- 
toms, as  evidenced  by  a disappearance  of  the 
cough,  return  of  the  voice,  gain  of  20  pounds  in 
weight,  recession  of  the  venous  engorgement,  and 
an  appreciable  reduction  in  the  size  of  the  sub- 
sternal  shadow  (see  Figs.  4 and  5).  The  last 
observation  in  March,  1938,  found  the  patient  in 
the  same  status. 

Conclusions 

1.  Irradiation  is  a useful  adjunct  to 
surgery  in  treating  conditions  in  inacces- 
sible anatomic  sites. 


Fig.  5.  Substernal  thyroid  has  regressed 
satisfactorily,  although  some  residue  is  still 
evident. 

2.  A case  is  presented  in  whom  a chain 
of  symptoms  caused  by  pressure  of  an 
enlarged  substernal  thyroid  was  relieved 
by  the  administration  of  x-ray  and  radium 
therapy. 

3.  From  the  satisfactory  response  ob- 
tained in  this  case,  it  is  suggestive  that 
fetal  adenomas  are  sensitive  to  irradiation . 


Since  this  report  was  submitted  for 
publication,  the  patient  was  observed  in 
May,  1939,  in  the  same  satisfactory  con- 
dition. 


SULFANILAMIDE  AND  AVIATION 

A British  aviator,  found  suffering  from  severe 
anoxemia  as  a result  of  flying  at  the  moderate 
altitude  of  13,000  feet,  came  to  the  attention  of 
Dr.  F.  P.  Mackie,  medical  adviser  of  Imperial 
Airways,  Ltd.,  who  writes  to  the  British  Medical 
Journal  that  “it  was  found  that  he  had  been 
taking  full  doses  of  sulfanilamide  for  septic  ton- 
sillitis just  previous  to  flying.  Similar  cases 
have  been  noted  in  America  and,  I believe,  in 


our  own  air  force.  A full  dose  of  one  of  these 
drugs  taken  shortly  before  flying  is  said  to  lower 
an  aviator’s  ‘ceiling’  by  about  5,000  feet.  Per- 
sons intending  to  fly  as  passengers  or,  more  par- 
ticularly, as  members  of  an  aircraft  crew  should 
be  warned  of  the  danger  of  taking  these  drugs 
within  a few  days  of  flying.  I presume  that  a 
few  days  would  suffice  to  ensure  elimination  of 
the  drug  from  the  system,” 


Thirty-Third  Annual  Meeting 
of  the 

District  Branches 

PROGRAM 


Fourth  District  Branch 

Tuesday  and  Wednesday — September  19  and  20,  1939 
Headquarters:  Seymour  House — Ogdensburg,  New  York 


TUESDAY,  SEPTEMBER  19—2:00  p.m. 

{Standard  Time ) 

Auditorium,  Nurses’  Home,  A.  Barton  Hepburn 
Hospital 

Skin  Clinic — John  R.  Schermerhorn,  M.D., 
Schenectady 

“Breech  Delivery” — Newell  W.  Philpott,  M.D., 
Montreal,  Attending  Obstetrician,  Royal 
Victoria  Hospital 
(Illustrated  by  colored  movies) 

“Head  Injuries” — -Arthur  R.  Elvidge,  M.D., 
Montreal,  McGill  University 
For  purposes  of  discussion,  a practical  classi- 
fication of  head  injuries  will  be  formulated. 
Clinical  methods  of  investigation  and  treatment 
of  various  types  and  grades  of  head  injury  will 
be  reviewed,  stressing  the  importance  of  the 
immediate  appraisal  of  the  type  and  severity 
of  the  injury.  Indications  for  surgical  inter- 
ference will  be  discussed. 

EVENING  SESSION— 7:00  p.m. 

Ogdensburg  Country  Club  (Route  37) 

Dinner,  Grant  C.  Madill,  M.D.,  Ogdensburg — 
Toastmaster 

Address  by  Terry  M.  Townsend,  M.D.,  New 
York  City,  President,  Medical  Society  of  the 
State  of  New  York 


show  how  a patient  was  received  and  treated  at 
these  resorts.  Pictorial  representation  of  some 
of  the  diseases  of  the  early  Greeks  will  be  made 
and  the  background  and  medical  training  of 
Hippocrates  will  be  presented. 

WEDNESDAY,  SEPTEMBER  20—10:00  a.m. 

Auditorium,  Nurses’  Home,  A.  Barton  Hepburn 
Hospital 

“Physician’s  Responsibility  in  Child  Behavior 
Problems” — Marvin  Israel,  M.D.,  Buffalo, 
Asst.  Pediatrician,  Children’s  Hospital 

Many  medical  conditions,  such  as  habit 
spasms,  temper  tantrums,  recurrent  vomiting, 
malnutrition,  depressed  states,  attacks  of  faint- 
ing, etc.,  will,  upon  analysis  by  the  family 
physician,  be  found  to  be  the  manifestations  or 
results  of  behavior  problems.  The  modern 
family  physician  accepts  his  responsibility  in  the 
recognition,  treatment,  and  prevention  of  these 
behavior  difficulties  and  is  prepared  to  discuss 
them  helpfully  with  the  perplexed  parents. 

“Carcinoma  of  the  Colon” — Grant  C.  Madill, 
M.D.,  Ogdensburg,  Chief  Surgeon,  A.  Barton 
Hepburn  Hospital 


“Greek  Health  Resorts  in  500  b.c.”— Emerson  Entertainment  will  be  provided  for  the  ladies. 

Crosby  Kelley,  M.D.,  Albany  Physicians  and  their  wives  will  be  granted  the 

Health  resorts  were  located  in  several  parts  of  privileges  of  the  Golf  Course  on  Tuesday  and 
Greece  in  500  b.c.  This  illustrated  lecture  will  Wednesday. 
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Sixth  District  Branch 

Thursday — September  21,  1939 
Hotel  Arlington — Binghamton,  New  York 


MORNING  SESSION— 10:00  a.m. 

(. Daylight  Saving  Time) 

"Analysis  of  Abnormalities  Disclosed  by  Routine 
School  Health  Examinations” — Marjorie  F. 
Murray,  M.D.,  Cooperstown,  Pediatrician-in- 
Chief,  Mary  Imogene  Bassett  Hospital 
Discussion  to  be  opened  by  Herbert  W.  Fudge, 
M.D.,  F.A.C.S.,  Elmira. 

Health  examination  records  of  590  rural  school 
children  reviewed — abnormalities  of  teeth  and 
tonsils  consistently  high;  while  nutritional, 
orthopedic,  and  cardiac  abnormalities  recorded 
varied  greatly  in  frequency  from  school  to  school. 
Few  new  defects  found  after  the  first  few  grades. 
The  value  of  such  routine  examinations  is  ques- 
tioned. 

"Carcinoma  of  the  Gastrointestinal  Tract” — 
Carl  Eggers,  M.D.,  F.A.C.S.,  New  York  City, 
Clin.  Prof.  Surgery,  New  York  University 
College  of  Medicine;  Prof.  Clin.  Surgery, 


New  York  Post-Graduate  Medical  School, 
Columbia  University. 

Discussion  to  be  opened  by  Martin  B.  Tinker, 
M.D.,  F.A.C.S.,  Ithaca. 

A presentation  of  carcinoma  of  the  esophagus, 
stomach,  colon,  and  rectum.  Emphasis  is  laid 
on  diagnosis  of  these  conditions;  the  importance 
of  pre-  and  postoperative  treatment  is  stressed. 
The  present  day  operative  approach  and  the 
division  of  the  operations  into  stages  is  described. 
The  subject  is  illustrated  with  lantern  slides. 

1 :00  p.m.— Luncheon  and  introduction  of  guests. 

AFTERNOON  SESSION— 2:00  p.m. 

Business  Meeting — Election  of  Officers. 

"Digitalis:  Its  Use  and  Abuse” — Edward  C. 

Reifenstein,  M.D.,  Syracuse,  Prof.  Medicine, 
Syracuse  University  College  of  Medicine 


Third  District  Branch 

Friday  and  Saturday — September  22  and  23,  1939 
Hotel  Lenape — Liberty,  New  York 


FRIDAY,  SEPTEMBER  22—2:00  p.m. 

(. Daylight  Saving  Time) 

“Diagnosis  of  Carcinoma  of  the  Lung” — George 
G.  Omstein,  M.D.,  New  York  City,  Assoc. 
Prof.  Med.,  New  York  Medical  College  and 
Flower  Hospital;  Assoc.  Clin.  Prof.  Med., 
New  York  Post-Graduate  Medical  School, 
Columbia  University 

Discussion  to  be  opened  by  Frederic  W. 
Holcomb,  M.D.,  Kingston. 

"Pneumonectomy  in  Man” — Louis  R.  Davidson, 
M.D.,  New  York  City,  Asst.  Prof.  Clinical 
Surgery,  New  York  Post-Graduate  Medical 
School,  Columbia  University 
Discussion  to  be  opened  by  Joseph  Jacobson, 
M.D.,  Kingston. 

Complete  extirpation  of  the  lung  is  performed 
in  cases  of  either  marked  chronic  pulmonary 
suppuration  or  in  cases  of  bronchial  carcinoma. 
The  development  of  this  procedure  has  been 
from  single  lobectomy  to  multiple  lobectomy  and 
now  to  pneumonectomy.  The  present  tendency 
is  away  from  the  tourniquet  technique  to  that  of 


intrahilar  ligation.  The  surgical  problem  is 
illustrated  by  lantern  slides. 

“Specific  Therapy  of  the  Pneumococcic  Pneu- 
monias”— Jesse  G.  M.  Bullowa,  M.D.,  New 
York  City,  Clin.  Prof.  Med.,  New  York  Uni- 
versity, College  of  Medicine 
Discussion  to  be  opened  by  L.  Whittington 
Gorham,  M.D.,  Albany. 

Chemotherapy  vs.  serotherapy;  immunity  and 
resistance,  local  and  humoral;  enhancement  of 
body  defense;  destruction  of  invading  pneumo- 
coccus; factors  involved;  advantages  and  dis- 
advantages of  serum  and  of  sulfapyridine ; 
failures  and  their  causes.  Results  in  rotated 
cases;  important  adjuvants  to  therapy.  How 
shall  the  physician  manage  his  patients  with 
pneumonia? 

"Wiring  and  Electrothermic  Coagulation  of 
Aneurysms” — Arthur  H.  Blakemore,  M.D., 
New  York  City,  Department  of  Surgery, 
College  of  Physicians  and  Surgeons,  Columbia 
University 

Discussion  to  be  opened  by  John  L.  Edwards, 
M.D.,  Hudson. 
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A method  of  wiring  aneurysms  will  be  de- 
scribed in  which  the  velocity  of  blood  flow 
through  the  aneurysm  is  used  as  a guide  to  the 
amount  of  wire  necessary  to  cause  immediate 
and  adequate  clotting  within  the  aneurysm. 
The  results  of  the  use  of  this  method  in  21  cases 
of  aneurysms  will  be  presented.  Lantern  slides 
of  various  types  of  arterial  aneurysms,  including 
the  picture  of  an  intracranial  aneurysm  treated 
by  this  method,  will  be  shown. 

EVENING  SESSION— 7:00  p.m. 

Informal  Dinner.  Address  by  Terry  M. 
Townsend,  M.D.,  New  York  City,  President, 
Medical  Society  of  the  State  of  New  York 
Dancing  will  follow. 

SATURDAY,  SEPTEMBER  23—9:30  a.m. 

"Chronic  Arthritis  from  the  Standpoint  of  the 
Practicing  Physician” — Howard  K.  Thomp- 
son, M.D.,  Boston,  Mass.,  Asst.  Prof.  Medi- 
cine, Tufts  College  Medical  School 
Discussion  to  be  opened  by  Philip  L.  Forster, 
M.D.,  Albany. 

What  do  you  mean  by  orthodox  or  conven- 
tional treatment?  What  are  we  to  believe  is  the 
latest  theory  as  to  the  cause?  What  about 
vaccine?  And  the  rumpus  about  gold  salts,  diet, 
and  proteins?  Is  there  any  campaign  a family 
physician  can  carry  out  without  elaborate  equip- 
ment and  hospitalization? 

"The  Biological  and  Therapeutic  Effects  of  Arti- 
ficially Induced  Fever” — Charles  M.  Carpen- 
ter, M.D.,  Department  of  Bacteriology,  and 
Stafford  L.  Warren,  M.D.,  Department  of 
Radiology,  University  of  Rochester  School  of 


Medicine  and  Dentistry,  Rochester,  N.  Y. 
Discussion  to  be  opened  by  Stephen  H.  Curtis, 
M.D.,  Troy. 

The  biological  effects  of  fever  on  the  host  and 
infectious  agents  will  be  discussed  with  special 
reference  to  the  thermal  death  time  of  the  gono- 
coccus and  T reponema  pallidum.  The  treatment 
of  syphilis  and  gonococcal  infection  by  fever  will 
be  described.  It  will  include  the  selection  of 
patients  for  treatment,  their  care  during  fever 
therapy,  and  the  results  of  treatment. 

"Problem  Fractures  about  the  Elbow  Joint” — 
Clay  Ray  Murray,  M.D.,  New  York  City, 
Assoc.  Prof.  Surgery,  College  of  Physicians  and 
Surgeons,  Columbia  University 
Discussion  to  be  opened  by  Mahlon  H.  Atkin- 
son, M.D.,  Catskill,  and  William  T.  Shields,  Jr., 
M.D.,  Troy. 

Subject  will  be  presented  from  the  standpoint 
of  the  recognition  by  the  general  practitioner  of 
those  cases  which  entail  particular  difficulties 
and  the  need  of  expert  detail  treatment  and  in 
which,  if  such  treatment  is  delayed,  disaster  may 
result. 


Hotel  accommodations  will  be  available  at  the 
Hotel  Lenape. 

Golf  may  be  played  at  the  Sullivan  County 
Golf  Club. 


The  Women’s  Auxiliary  will  be  entertained  by 
the  Women’s  Auxiliary  of  the  Sullivan  County 
Medical  Society. 


Seventh  District  Branch 

Thursday — September  28,  1939 

Auditorium  of  Recreation  Building,  Veterans’  Hospital — Canandaigua,  New  York 


MORNING  SESSION 

9:45  ( Eastern  Daylight  Time ) — Registration 
10:00  Promptly — Motion  Pictures.  These  are 
sound  productions  by  the  MGM  Studios 
recently  released. 

"One  Against  the  World”  (Dr.  MacDowell  who 
performed  the  first  major  operation  and  gave  the 
world  the  science  of  surgery) 

"The  Story  of  Dr.  Jenner”  (England’s  country 
doctor  who  discovered  vaccination  against 
smallpox) 

"They  Live  Again”  (Drs.  Banting  and  Best’s 
discovery  of  insulin) 

"That  Mothers  Might  Live”  (Semmelweiss 


who  brought  modern  sanitation  to  childbirth) 
11:00  Address  "The  Quality  of  Medicine” — 
Dr.  Nathan  B.  VanEtten,  President-elect 
of  the  American  Medical  Association 
11:20  Address  “Our  Health” — Dr.  Edward  S. 
Godfrey,  Jr.,  New  York  State  Com- 
missioner of  Health 

11:40  Address  "Political  Medicine” — Dr.  Terry 
M.  Townsend,  President  of  the  Medical 
Society  of  the  State  of  New  York 
12:00  Report  of  the  nominating  committee. 
Election  of  officers. 

Those  who  wish  to  visit  the  beautiful  Sonnen- 
berg  grounds  (part  of  the  Hospital  Campus) 
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will  be  escorted  by  members  of  the  hospital 
staff  on  a short  walk. 

1:00  Dinner  served  in  the  main  dining  room 
(Building  I)  Group  Picture  taken  at  Main 
Entrance 

AFTERNOON  SESSION 
Demonstrations 

Surgical  Emergencies — Narrator,  Dr.  John  J. 

Moorhead,  New  York  City 
Care  of  Premature  Infants — Narrator,  Dr.  Bur- 
tis  B.  Breese,  Jr.,  Rochester.  Assisted  by  Dr. 
Philip  M.  Standish,  Canandaigua,  and  Sarah 
Wheeler,  R.N.,  Rochester  General  Hospital 


Peripheral  Vascular  Diseases — Narrator,  Dr. 
Herman  E.  Pearse,  Rochester.  Assisted  by 
Dr.  James  M.  Flynn,  Dr.  Charles  Gibbs,  Dr. 
Charles  Lakeman,  all  of  Rochester 
Physiotherapy — Demonstration  of  apparatus 
and  presentation  of  cases  to  illustrate  results. 
Narrator,  Dr.  Louis  Lopez,  Canandaigua. 
Assisted  by  Mr.  Peter  Montville  and  Mr. 
Jack  Blaustein,  aides 

Occupational  Therapy — Results  in  reconstruc- 
tion and  re-education  with  demonstration  of 
apparatus  used.  Narrator,  Dr.  Raymond 
Wafer,  Canandaigua.  Assisted  by  Mr  Hor- 
ace Funk,  Miss  Jane  Leary,  and  Mr.  Beverly 
Miangolarra,  aides. 


Attention  Doctors! 

RE  WORKMEN’S  COMPENSATION 

Physicians  who  are  registered  to  practice  under  the  Workmen’s  Compen- 
sation Law  will  avoid  a great  deal  of  trouble  and  annoyance  in  the  collec- 
tion of  their  bills  if  they  will  make  it  a practice  to  send  in  the  C-104  report 
within  48  hours  after  seeing  a compensation  case  for  the  first  time,  and 
will  file  a notarized  C-4  report  within  20  days.  It  is  important  for  the 
physicians  to  send  the  48-hour  and  the  20-day  reports  to  the  Department 
of  Labor  and  to  the  insurance  carrier  or  employer.  If  physicians  cannot 
immediately  ascertain  the  name  of  the  carrier  send  the  reports  to  the 
employer  and  to  the  Department  of  Labor,  and  then  to  the  carrier  when 
the  name  is  ascertained. 

A review  of  the  records  of  the  Department  of  Labor  indicates  that  many 
physicians  do  not  file  their  reports  promptly  and  fail  to  notarize  the  C-4 
report.  Not  only  would  the  payment  of  bills  be  facilitated  by  prompt 
reporting,  but  the  payment  of  compensation  to  the  claimant  would  be 
greatly  aided.  We  urge  all  county  societies  to  stress  the  importance  of 
this  at  their  meetings  and  in  their  bulletins. 

We  have  been  requested  by  the  Department  of  Labor  to  instruct  physi- 
cians, who  appear  before  a referee  to  give  testimony,  to  request  the  referee 
to  make  an  award  for  such  testimony.  Through  inadvertence,  referees 
occasionally  fail  to  make  an  award,  making  it  necessary  for  the  doctor  to 
report  the  matter  to  his  county  society  or  to  the  Department,  thereby 
causing  considerable  delay  in  payment.  Physicians  should  bear  in 
mind  that  in  accordance  with  Rule  21  promulgated  by  the  Industrial 
Commissioner  the  referee  may  refuse  to  make  an  award  to  a physician 
for  testimony  if  he  has  failed  to  file  the  proper  reports  promptly  and  in 
sufficient  detail  as  required  by  law. 

Physicians  are  also  requested  in  the  future  to  apply  to  their  local  county 
medical  societies  for  a supply  of  C-104  and  C-4  reports  rather  than  to  the 
Department  of  Labor.  A supply  will  be  kept  on  hand  by  each  county 
medical  society,  from  whom  the  physician  may  obtain  the  forms  either 
by  applying  in  person  or  by  mail,  enclosing  the  necessary  postage. 

David  J.  Kaliski,  M.D.,  Director 
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New  Low  in  Diphtheria  Morbidity  and  Mortality 


In  1938,  new  low  morbidity  and  mortality 
records  for  diphtheria  were  established  in 
the  state,  exclusive  of  New  York  City.  Accord- 
ing to  the  annual  report  of  the  State  Division  of 
Communicable  Diseases  for  that  year,  there 
were  reported  only  163  cases  and  12  deaths  com- 
pared with  a previous  minimum  of  203  cases 
and  22  deaths  in  1937  and  a previous  maximum 
of  11,916  cases  in  1921  and  1,031  deaths  in  1900. 

With  the  exception  of  small  outbreaks  in 
two  state  institutions,  there  were  no  epidemics 
of  diphtheria  during  1938.  Letchworth  Village, 
a state  institution  for  mental  defectives  in 
Rockland  County,  experienced  in  February  an 
outbreak  of  diphtheria,  comprising  10  cases 
and  1 death.  Craig  Colony,  a state  institution 
for  epileptics  in  Livingston  County,  had  9 cases 
and  2 deaths  from  diphtheria  during  the  year. 
Rochester  State  Hospital  reported  7 cases  with 
2 deaths.  The  cases  occurred  at  various  times 
during  the  year. 


Thirty  of  the  fifty-seven  counties  in  the  state 
outside  of  New  York  City  were  without  reported 
diphtheria  cases  in  1938  as  compared  with 
eighteen  such  counties  in  1937.  Forty-five  of 
the  sixty-eight  upstate  cities  having  10,000  or 
more  inhabitants  remained  free  from  diphtheria 
throughout  the  year,  as  compared  with  forty- 
three  diphtheria-free  cities  in  1937.  Little 
Falls  has  had  no  cases  of  diphtheria  since  1929. 
Newburgh  has  been  without  a single  reported 
case  of  diphtheria  since  April,  1931.  In  1938, 
there  were  12  cases  in  Buffalo  and  7 in  Rochester. 
In  1927,  there  were  737  cases  in  Buffalo  and  505 
in  Rochester. 

The  morbidity  rate  was  highest  in  places  of 
50,000  to  250,000  population.  The  fatality 
rate  was  highest  in  places  of  over  250,000.  Of 
sixty-eight  places  with  a population  over  10,000, 
forty-five  had  no  cases  and  sixty-five  had  no 
deaths.  Of  fifty-seven  counties,  thirty  had  no 
cases  and  forty-eight  had  no  deaths. 


Federal-State  Teamwork  to  Fight  Syphilis 


More  than  half  a million  dollars  has  been 
made  available  for  the  federal-state 
program  of  venereal  disease  control. 

Dr.  Thomas  Parran,  Surgeon  General  of  the 
United  States,  announces  $297,398  has  been 
allotted  to  New  York  State  to  be  matched  on  a 
dollar-for-dollar  basis  for  use  in  the  program. 
The  allotment  was  made  under  the  La  Follette- 
Bulwinkle  bill  passed  at  the  last  session  of 
Congress  appropriating  $5,000,000  for  venereal 
disease  control  during  the  coming  year. 

In  addition  to  the  $594,796  thus  made  avail- 
able in  the  Empire  State,  Dr.  Parran  states  the 


sum  probably  will  be  augmented  by  special 
grants  from  foundations  and  private  organiza- 
tions and  by  local  appropriations. 

While  this  represents  the  largest  sum  ever 
made  available  for  such  a control  program  in 
any  one  year,  Dr.  Parran  stresses  that  “funds 
now  available  do  not  yet  approximate  the 
estimates  considered  by  medical  and  public 
health  authorities  to  be  necessary  for  the  most 
effective  public  campaign  against  syphilis  and 
gonorrhea.” 

The  major  portion  of  the  funds  will  be  spent 
for  clinical  and  educational  work,  it  was  stated. 


Few  Health  Hazards  in  Roadside  Eating  Stands  and  Camps 


Major  health  hazards  apparently  exist 
in  only  a relatively  small  proportion 
of  roadside  eating  stands  and  tourist  camps  in 
the  state  if  one  applies  as  a criterion  final  data 
submitted  by  the  Division  of  Sanitation  on 
inspections  of  1,768  such  establishments  along 
some  of  the  main  highways  outside  the  larger 
centers  of  population. 

Forty  per  cent  of  all  the  places  inspected  were 
entirely  satisfactory  while  in  an  additional  40 
per  cent  there  were  found  conditions  which, 
though  undesirable,  were  of  minor  importance 
from  the  standpoint  of  the  public  health. 
Twenty  per  cent  revealed  major  health  hazards 
or  gross  insanitary  conditions. 

Subsequent  reports  indicate  that  about  15 


per  cent  of  the  places  have  already  made  the 
necessary  improvements  and  are  now  satis- 
factory, increasing  to  49  the  percentage  of  places 
which  now  meet  required  sanitary  standards. 
Undesirable  conditions,  whether  of  major  or 
minor  significance,  were  reported  immediately 
to  the  operators  with  recommendations  for 
correction.  Local  health  officers  were  likewise 
advised  and  requested  to  secure  the  execution 
of  the  recommendations. 

Tourist  camps,  generally  speaking,  were  in 
better  condition  than  roadside  eating  stands. 
This  was  due  undoubtedly  to  the  fact  that 
some  of  the  tourist  camps  had  been  inspected 
in  previous  years  and  had  eliminated  former 
unsafe  conditions. 
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County  News 


Bronx  County 

The  Bronx  County  Medical  Society  will  hold 
its  first  fall  meeting  on  October  18.  An  interest- 
ing program  is  being  arranged. 

Chemung  County 

About  100  doctors  and  guests  attended  the 
103rd  annual  outing  of  the  Medical  Society  of 
the  County  of  Chemung  at  the  Cold  Brook 
Club  on  August  2. 

Dr.  Raymond  A.  Turnbull,  of  Elmira,  died  on 
August  13,  after  an  extended  illness,  at  the  age 
of  58. 

Delaware  County 

Dr.  Orin  I.  Flint,  Jr.,  of  Delhi,  recently  gave 
a talk  at  the  local  Kiwanis  Club  on  model  rail- 
road building. 

Dr.  Flint  said  that  model  railroading  as  a 
hobby  is  about  ten  years  old  in  this  country  and 
there  are  model  railroad  clubs  in  all  of  the  larger 
towns  and  cities.  There  are  about  65,000  men 
and  boys  interested  in  model  railroading;  there 
is  a magazine  devoted  to  the  hobby,  with  a 
circulation  of  about  5,000.  Dr.  Flint  was  one 
of  the  organizers  of  the  Delhi  Model  Railroad 
Club,  which  has  a large  and  enthusiastic  member- 
ship, maintains  club  rooms,  and  plans  an  active 
season  this  fall  and  winter. 

The  speaker  demonstrated  two  locomotives, 
each  with  electric  power,  which  he  had  as- 
sembled, also  sections  of  track  completed  and 
in  process  of  construction;  passenger,  mail, 
dining,  milk,  and  express  cars;  freight  cars  and 
cabooses,  built  to  scale  and  representing  in 
minute  detail  the  authentic  equipment  of  a 
modem  railroad. 

Erie  County 

An  attempt  to  swim  in  the  rough  water  of 
Lake  Erie  at  Thunder  Bay  resulted  in  the 
drowning  of  Dr.  Roy  G.  Pfotzer,  45,  of  Buffalo, 
on  August  9. 

An  authority  on  internal  medicine  and  public 
sanitation.  Dr.  Pfotzer  was  visiting  with  his 
wife  at  the  summer  home  of  Dr.  William  F. 
Gallivan  of  Buffalo,  when  the  accident  occurred. 

Dr.  Pfotzer  was  graduated  from  the  School 
of  Chemistry  of  the  University  of  Buffalo  in 
1916.  He  was  decorated  by  the  Serbian  Govern- 
ment for  his  public  sanitation  work  there  during 
the  World  War  and  later  served  for  several 
years  in  the  Buffalo  Health  Department. 

In  1924  he  received  his  medical  degree  from 
Queens  University,  Kingston,  Ontario,  and 
then  started  practice  in  Buffalo.  He  had  been 
an  attending  physician  at  Millard  Fillmore 
Hospital  and  an  assistant  professor  of  medicine 
at  the  University  of  Buffalo. 

Dr.  Pfotzer  was  a fellow  in  the  American 
College  of  Physicians  and  a diplomat  of  the 
American  Board  of  Internal  Medicine. 

More  than  thirty  years’  practice  of  medicine 
and  surgery  in  Buffalo,  during  which  he  served 
at  one  time  as  president  of  the  Buffalo  Academy 
of  Medicine,  were  in  the  career  of  Dr.  James 
Francis  Rice,  66,  who  died  August  3 after  a 
paralytic  stroke. 

He  came  to  Buffalo  in  1904  and  began  a 
private  practice  which  continued  until  the  Fall 
of  1935. 


He  was  an  associate  staff  member  of  the 
Mercy  Hospital  and  the  House  of  the  Good 
Samaritan.  From  1921  to  1925  he  was  secretary, 
and  in  1930-1931  president  of  the  Buffalo 
Academy  of  Medicine,  of  which  he  was  also  a 
fellow. 

Essex  County 

The  Medical  Society  of  the  County  of  Essex 
will  hold  its  fall  meeting  on  the  first  Tuesday 
in  October. 

Kings  County 

Of  the  16,474  chest  x-rays  of  pupils,  parents, 
and  members  of  the  families  of  school  children 
taken  by  the  Brooklyn  Tuberculosis  and  Health 
Association  during  the  past  ten  months  14,773 
or  89  per  cent,  were  found  to  have  perfectly 
normal  heart  and  lung  shadows  according  to 
announcement  by  Edward  C.  Prest  of  the 
World’s  Fair  X-ray  Demonstration  staff.  The 
remaining  1,701,  whose  x-rays  showed  abnormal 
shadows,  were  referred  to  their  family  physicians 
for  further  study  of  the  x-ray  findings  and  such 
medical  attention  as  necessary  if  any.  Reports 
since  received  from  the  family  physicians  of  the 
146  with  distinctive  pulmonary  abnormalities 
of  the  543  adults  referred  state  that  definite 
evidence  of  pulmonary  tuberculosis  was  found 
in  107.  Of  the  1,158  children  whose  chest 
x-rays  showed  abnormal  shadows  no  cases  of 
pulmonary  tuberculosis  have  been  reported. 

Dr.  Joseph  Francis  Ward,  who  during  a 
long  and  distinguished  career  in  medicine  also 
was  one  of  South  Brooklyn’s  most  outstanding 
civic  leaders,  died  at  his  home,  after  an  illness 
of  three  months,  on  August  10. 

A native  and  lifelong  resident  of  this  borough, 
Dr.  Ward,  in  addition  to  being  active  in  many 
professional  organizations,  was  a past  president 
of  the  South  Brooklyn  Board  of  Trade,  a post 
he  held  for  several  terms,  and  of  the  South 
Brooklyn  12:15  Luncheon  Club. 

Dr.  Ward  also  was  a past  president  of  the 
Brooklyn  City  Savings  and  Loan  Association 
and  of  the  Metropolitan  League  of  Savings  and 
Loan  Associations,  comprising  150  banks 
throughout  Long  Island,  Greater  New  York, 
and  Westchester.  A man  of  many  and  varied 
activities,  he  also  was  an  organizer  and  the  first 
commander  of  Park  Slope  Post,  American  Legion. 

For  a number  of  years  before  his  death.  Dr. 
Ward  was  a member  of  the  board  of  managers 
and  also  consulting  physician  and  psychiatrist 
of  the  Craig  Colony,  State  institution  for 
epileptics  at  Sonyea,  New  York. 

Dr.  Ward  was  a member  of  the  advisory 
committee  of  the  New  York  World’s  Fair  and 
the  advisory  committee  of  the  American  Con- 
gress on  Waters,  Rivers,  and  Harbors. 

During  the  World  War  he  was  chief  of  tubercu- 
losis service  of  the  base  hospital  at  Camp  Upton. 
He  held  the  rank  of  major  in  the  Officers  Reserve 
Corps  of  the  United  States  Army. 

Educated  at  Long  Island  College  Hospital, 
Chicago  University,  and  Baltimore  University, 
where  he  received  his  M.D.  degree  in  1899,  Dr. 
Ward  served  for  a time  as  resident  physician  of 
the  Baltimore  “U”  Hospital.  Later  he  was 
chief  of  the  hay  fever  and  asthma  clinic  of  Kings 
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County  Hospital  and  chief  of  the  diagnostic 
research  laboratory  of  Victory  Memorial  Hos- 
pital. 

He  was  a former  president  of  the  Brooklyn 
Society  of  Internal  Medicine,  a fellow  of  the 
New  York  Academy  of  Medicine,  the  American 
Psychiatric  Society,  and  the  International 
Society  for  the  Study  of  Epilepsy  and  a member 
of  the  Pediatrics  and  Pathological  Societies,  the 
South  Brooklyn  Medical  Society,  and  Theta 
Kappa  Psi. 

Dr.  Andrew  M.  Gillen,  personal  physician  to 
Police  Commissioner  Valentine  and  a widely 
known  obstetrician  and  a practicing  physician 
in  Brooklyn  for  forty  years,  died  on  August  15 
at  the  Long  Island  College  Hospital  after  an 
illness  of  several  months.  Death  came  on  his 
sixty-fourth  birthday.  He  was  born  in  Brook- 
lyn. 

During  his  career  as  a physician  Dr.  Gillen 
delivered  nearly  8,000  babies.  He  was  re- 
garded as  one  of  the  city’s  leading  obstetricians 
and  also  specialized  in  pediatrics.  Four  years 
ago  Commissioner  Valentine  appointed  him  an 
honorary  police  surgeon. 

Dr.  Gillen  attended  St.  Francis  College  and 
matriculated  at  Long  Island  College  Hospital 
and  later  at  the  Coney  Island  Hospital.  He 
received  his  medical  degree  at  the  age  of  twenty- 
one.  Prior  to  the  Walker  administration  he 
served  two  terms  as  alderman. 

Early  in  his  career  Dr.  Gillen  became  house 
surgeon  of  the  Reception  Hospital  at  Coney 
Island  and  afterward  was  a member  of  the 
medical  staff  of  St.  John’s  Hospital  in  Long 
Island  City.  For  twelve  years  prior  to  the 
summer  of  1929  he  was  chairman  of  the  medical 
board  of  Coney  Island  Hospital. 

Dr.  Gillen  had  been  identified  with  the  Shore 
Road  Hospital  since  its  opening  and  was  chair- 
man of  its  medical  board  and  chief  obstetrician 
at  the  time  of  his  death.  Speaking  as  chief  of 
the  hospital’s  maternity  section  in  1931  he  said 
that  it  is  not  only  “wise  economy”  but  “good 
health  practice  for  the  modern  woman  to  bear 
her  child  in  a hospital.” 

He  was  also  a member  of  the  medical  staff  of 
the  Holy  Family  and  St.  Mary’s  hospitals.  He 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Kings  County  Medical 
Society. 

Nassau  County 

The  Nassau  County  Medical  Society  will 
meet  on  Tuesday,  September  26,  at  9:00  p.m., 
at  the  Cathedral  House,  Garden  City.  An 
interesting  program  is  expected. 

New  York  County 

The  first  fall  meeting  of  the  Medical  Society 
of  the  County  of  New  York  will  be  held  on 
Oct.  23. 


A committee  of  the  New  York  County  Medical 
Society  is  looking  into  the  periodic  health  exami- 
nations of  adults  associated  with  children,  to 
lessen  the  incidence  of  contact  infections,  par- 
ticularly tuberculosis.  Dr.  Gaylord  W.  Graves, 
of  this  committee,  reports  in  part  : 

“From  many  reports  of  successful  cooperation 
between  physicians  and  the  general  public  in 


other  sections  of  the  United  States  it  is  apparent 
that  a standard  procedure,  facilitating  periodic 
examinations  of  domestic  employees  and  other 
adults  intimately  associated  with  children,  should 
be  instituted  through  private  practice  in  New 
York  City.  The  impending  demand  for  such 
examinations  will  tend  to  relegate  the  problem 
to  the  field  of  public  health  work,  with  the  possi- 
bility of  unpopular  coercive  legislation  unless 
suitable  facilities  are  made  available. 

“The  plan  of  Westchester  County  Medical 
Society  which  makes  possible  complete  physical 
examinations,  including  Wassermann  and  x-ray, 
at  a low  standard  fee  through  the  service  of 
private  physicians,  seems  to  afford  the  most 
practicable  guide  for  similar  effort  by  the 
Medical  Society  of  the  County  of  New  York. 

“Educational  efforts  to  popularize  the  idea  of 
periodic  examinations  of  adults  for  the  sake  of  the 
children  deserve  the  hearty  support  of  the  medical 
profession.” 

Oneida  County 

The  Medical  Society  of  the  County  of  Oneida 
will  hold  its  first  fall  meeting  on  October  10. 

Onondaga  County 

The  Onondaga  County  Medical  Society  will 
have  their  first  fall  meeting  in  the  College  of 
Medicine  on  October  3. 

Queens  County 

The  Queens  County  Cancer  Committee  has 
announced  that  thirty-three  Queens  doctors 
have  been  selected  to  serve  on  the  speakers’ 
bureau  of  the  committee,  which  has  its  head- 
quarters in  the  Astoria  Health  Centre,  12-26 
31st  Avenue,  Astoria. 

The  physicians  who  will  fill  speaking  engage- 
ments during  1939  are: 

FLUSHING— William  Benenson,  Mortimer 
Schochet,  Joseph  S.  Thomas,  Edward  Veprovsky, 
Maxwell  Lieberman. 

JACKSON  HEIGHTS— Moses  Cohen,  Milton 
Schlesinger,  Edward  Santora. 

ASTORIA — Rudolph  Boenke. 

CORONA — Charles  Miller,  Katherine  Miller. 

ELMHURST— S.  J.  Hodkin,  Leonard  Gold- 
man. 

FOREST  HILLS— Stanley  Alexander,  Elmer 
Kleefield,  C.  A.  Renouard. 

KEW  GARDENS— A.  X.  Rossien. 

GLENDALE — J.  James  Serwer. 

RIDGEWOOD— J.  R.  Handelsman. 

JAMAICA — Alfred  Angrist,  Joseph  Z.  Biegel- 
eisen,  Frank  Dealy,  C.  D Gackenheimer,  Vincent 
Juster,  Ida  Mintzer,  Irving  Ponemon,  Francis 
Elias  Rubin,  Jacob  Weme,  Joseph  Wrana. 

HOLLIS— R.  J.  Millemann. 

ST.  ALBANS— S.  Robert  Berk. 

BELLAIRE — Edward  Muendel. 


Dr.  Isaac  Ernest  Greenberg,  Rockaway 
surgeon,  died  on  July  22  at  Rockaway  Beach 
Hospital  at  the  age  of  forty-seven.  He  had 
been  ill  for  several  years  and  was  admitted  to 
the  hospital  as  a patient  several  weeks  ago. 
Death  is  said  to  have  been  due  to  causes  asso- 
ciated with  the  doctor’s  service  in  the  World  War. 

After  his  enlistment  in  the  United  States 
Army  for  the  duration  of  the  World  War,  he 
was  commissioned  a captain  in  the  Medical 
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Corps  and  sent  overseas.  He  was  active  in  the 
Meuse  and  Argonne  offensives  and  was  in  charge 
of  Evacuation  Hospital  No.  21  at  the  front. 
Later  he  was  transferred  in  charge  of  the  Base 
Hospital  at  Paris. 

He  located  in  the  Rockaways  shortly  after  his 
discharge  from  the  service.  He  built  up  a suc- 
cessful practice  and  won  recognition  as  a surgeon. 
Prior  to  the  last  stages  of  his  illness  he  had  been 
appointed  director  of  surgery  at  Rockaway 
Beach  Hospital.  He  was  an  associate  surgeon 
at  Queens  General  Hospital  and  a member  of 
the  surgical  staffs  of  St.  Joseph  and  Long  Beach 
hospitals. 

At  the  stated  meeting  to  be  held  on  Tuesday, 
September  26,  there  will  be  a presentation  of 
cases  of  the  Queens  General  Hospital  Medical 
Service.  A group  of  clinical  patients  of  unusual 
interest  from  the  wards  and  the  outpatient 
department  service  will  be  presented.  The 
diagnosis,  therapy,  pathologic  findings,  etc., 
will  be  discussed  by  members  of  the  medical 
society  and  guests. — Drs.  A.  W.  Victor,  Good- 


win Distler,  Frank  R.  Mazzola,  James  R. 
Reuling  and  Staff. 

Schoharie  County 

During  August  and  early  September  a series 
of  lectures  before  the  Schoharie  County  Medical 
Society  on  Pediatrics,  in  the  Public  Library  at 
Cobleskill,  were  given  as  follows: 

August  10,  "Physical  Examination  of  Chil- 
dren,” Dr.  Marjorie  F.  Murray,  Cooperstown; 
August  17,  "Deficiency  Diseases  of  Children,” 
Dr.  Paul  W.  Beaven,  Rochester;  August  24, 
"Infectious  Diseases  of  Childhood,”  Dr.  A.  C. 
Silverman,  Syracuse;  August  31,  "Diet  in 
Infancy,”  Dr.  Charles  Hendee  Smith,  New  York 
City;  September  7,  "Rheumatic  Fever  and 
Heart  Diseases,”  Dr.  Albert  D.  Kaiser,  Roches- 
ter. 

A series  of  postgraduate  lectures  on  Nervous 
Diseases  in  conjunction  with  the  Montgomery 
Medical  Society  are  being  given  in  September. 
The  annual  meeting  of  the  Schoharie  County 
Medical  Society  will  be  held  on  Tuesday, 
October  10. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

David  F.  Armstrong 

70 

P.  & S.  N.  Y. 

July  31 

Auburn 

Milton  A.  Bridges 

45 

P.  &S.  N.  Y. 

August  19 

Manhattan 

Harold  C.  Cox 

45 

Virginia 

August  25 

Manhattan 

William  Fairbanks 

69 

Bell. 

May  6 

Buffalo 

Andrew  M.  Gillen 

64 

L.  I.  C.  Hosp. 

August  15 

Brooklyn 

Jacob  Heckmann 

68 

Giessen 

August  13 

Manhattan 

Frederick  W.  James 

68 

P.  & S.  N.  Y. 

May  21 

Utica 

Emma  C.  Le  Fevre 

81 

Buffalo 

May  1 

Elmira 

Paul  Luttinger 

53 

Univ.  & Bell. 

August  11 

Bronx 

Flaviano  E.  Parodi 

72 

Genoa 

August  23 

Manhattan 

Roy  G.  Pfotzer 

46 

Queen’s  Canada 

August  9 

Buffalo 

James  F.  Rice 

66 

P.  & S.  N.  Y. 

August  3 

Watertown 

Harold  Rypins 

46 

Harvard 

August  26 

Albany 

Howardson  N.  Stoute 

46 

Univ.  & Bell. 

May  9 

Manhattan 

Raymond  A.  Turnbull 

58 

Buffalo 

August  13 

Elmira 

Joseph  F.  Ward 

67 

Baltimore 

August  10 

Brooklyn 

John  H.  Witbeck 

73 

Bell. 

August  2 

Cayuga 

IT  SAVES  PRINTING  NEW  LABELS! 

President  Roosevelt  has  signed  a bill  post- 
poning until  January  1,  1940,  the  effective  date 
of  certain  labeling  provisions  of  the  Federal 
Food,  Drug  and  Cosmetic  Act. 

The  postponement  is  said  to  be  designed, 
in  part,  to  assist  industries  which  have  on  hand 
valuable  stocks  of  labels  meeting  the  require- 
ments of  the  old  law,  but  which  fall  short  of 
requirements  of  the  new  law  adopted  last  year. 


TO  HELP  STAMP  IT  OUT 

The  French  postal  authorities  have  issued  a 
postage  stamp  with  the  motto:  Pour  sauver  la 

Race.  It  is  an  anti  venereal  disease  stamp, 
colored  green,  accepted  for  current  postal  use, 
the  small  sum  spent  by  the  purchaser  over  and 
above  the  ordinary  value  of  a postage  stamp 
being  allocated  to  the  antivenereal  disease  or- 
ganization responsible  to  the  Minister  of  Public 
Health  for  propaganda  in  this  field. 
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Equitable  Compensation  Rates  Secured  by  State  Hospitals 


A committee  representing  the  Hospital 
Association  of  New  York  State  and  repre- 
sentatives of  the  compensation  insurance  carriers 
have  agreed  upon  a schedule  of  rates  which  gives 
the  hospitals  of  the  state  a just  return  for  serv- 
ices rendered  to  patients  coming  under  the 
Compensation  Act. 

Hospital  Management  reports  that  the  follow- 
ing rates  have  been  agreed  upon: 

Nassau,  Suffolk,  and  Westchester  counties, 
S5.25  per  day. 

Dutchess,  Orange,  Rockland,  Putnam,  and 
Albany  counties,  and  including  Troy  and 
Schenectady,  $5.00  per  day. 

Balance  of  the  state,  $4.50  per  day. 

The  rates  for  extras,  etc.,  will  he  as  follows: 
Operating  room — Major  or  Plaster  room,  with 
anesthesia,  $15.00. 

Operating  room — Major  or  Plaster  room,  with- 
out anesthesia,  $10.00. 

Operating  Room — Minor  or  Cystoscopy  room, 
with  anesthesia,  $10.00. 

Operating  Room — Minor  or  Cystoscopy  room, 
without  anesthesia,  $5.00. 

Crutches,  mechanical  splints,  and  special  ap- 
pliances— Deposit  of  cost. 

Plaster  Cast — Cost  of  plaster. 

Plaster  Splint — Cost  of  plaster. 

Special  Nurses  (graduate) — Private  rate. 
8-hour  duty — Add  $1.00  for  meals. 

12-hour  duty — Add  $1.50  for  meals. 

Oxygen  therapy  machine  (tent),  $1.00  per  hour. 
Oxygen  inhalation — Cost  of  oxygen.  Limit 
$15.00  per  day. 


Blood  transfusions — Regulation  donor’s  bureau 
fee  plus  O.  R.  if  used. 

E.  K.  G.,  Basal,  X-ray,  P.  T.,  anesthesia  and 
laboratory  charges — will  accept  rates  as  filed 
with  Industrial  Commission  by  the  Medical 
Society  of  the  State  of  New  York. 

In  addition  there  are  certain  services  which 
vary  in  cost  and  it  has  been  decided  to  leave 
these  for  adjustment  in  individual  cases. 

The  much  discussed  point  of  furnishing  in- 
formation from  the  medical  records  has  been 
settled  on  the  following  basis : 

To  minimize  and  facilitate  the  effort  of  the 
hospitals  in  furnishing  records  to  insurance 
carriers  and  to  minimize  and  facilitate  the 
handling  of  subpoenas  for  hospital  records  for 
appearances  at  hearings,  the  following  is  pro- 
posed: 

A form  should  be  devised  by  mutual  agree- 
ment which  would  contain  essential  information 
in  a compensation  case.  Once  such  a form 
was  devised  it  would  be  agreed  that  when  an 
insurance  carrier  needed  information  from  a 
hospital  record,  it  would  mail  such  a form  to 
the  hospital  together  with  a signed  request  by 
the  injured  person  and  accompanied  by  a check 
to  the  order  of  the  hospital  in  the  sum  of  $1.50 
as  a fee  for  securing  such  information.  The 
above  form  should  contain  the  caption  of  the 
case.  If,  for  any  reason,  the  form  cannot  be 
filled  out,  an  abstract  of  the  record  should  be 
provided  or  an  explanation  made  and  the  fee 
returned. 


New  York  Plan  Cancels  57,000  Individual  Contracts 


Associated  Hospital  Service  of  New  York, 
l largest  of  the  approved  nonprofit  prepay- 
ment hospitalization  plans  in  the  United  States, 
with  just  under  1,400,000  subscribers,  has  an- 
nounced a new  contract  for  subscribers  and  the 
termination  of  about  57,000  contracts  following 
several  months’  study  of  past  experience  to 
determine  a sound  basis  for  future  operation, 
says  Hospital  Management. 

David  H.  McAlpin  Pyle,  chairman  of  the 
executive  committee,  reported  that  need  for 
revisions  of  the  service,  popularly  known  as  the 
three-cents-a-day  plan  for  hospital  care,  was 
disclosed  by  a study  of  the  plan’s  four  years’ 
experience  made  by  the  insurance  actuary  of  the 
service,  the  medical  research  and  administrative 
staff  and  board  of  directors  in  cooperation  with 
a Hospital  Advisory  Commission. 


Contracts  terminated  are  those  of  subscribers 
who  had  enrolled  by  making  application  directly 
to  Associated  Hospital  Service.  The  experience 
of  the  plan  indicated  that  it  is  impossible  to 
carry  such  subscribers  at  the  present  low  sub- 
scription rates,  because  that  method  of  enroll- 
ment does  not  permit  a proper  spread  of  risk, 
Mr.  Pyle  said. 

Subscribers  in  that  classification  will  be 
helped  to  re-enroll  under  the  new  contract  after 
consideration  of  their  medical  history  as  stated 
on  a special  application.  Maternity  service  as 
provided  by  the  original  contract  will  be  offered 
when  delivery  occurs  before  July  1,  1940,  and 
if  the  subscriber  was  enrolled  ten  months  prior 
to  the  time  of  delivery.  No  other  benefits  will 
be  offered  unless  the  subscriber  re-enrolls  under 
the  new  contract. 


The  Army’s  Rolling  Hospital 


A surgical  hospital  on  wheels,  first  of  its 
kind  in  this  country  and  thought  to  be 
one  of  the  finest  in  the  world,  was  part  of  the 
show  equipment  of  the  “Fighting  First”  Division 
in  camp  at  Redford,  New  York,  in  August. 


The  unit,  known  as  the  First  Army  Surgical 
Hospital,  from  the  Medical  Field  Service  School 
at  Carlisle,  Pennsylvania,  participated  for  the 
first  time  in  maneuvers.  Its  massive  trailers 
and  complete  equipment  are  admittedly  still 
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experimental,  but  it  is  believed  that  the  mobile 
operating  room,  with  its  attached  equipment  for 
a 100-bed  hospital,  will  enable  the  extension  of 
complete  army  surgical  facilities  to  a point 
within  four  to  seven  miles  of  the  front  lines  in 
time  of  war. 

Thus,  by  “bringing  surgery  to  the  front,” 
it  is  hoped  that  the  lives  of  many  nontransport- 
able surgical  cases  can  be  saved.  Moreover,  the 
completely  equipped  trailer  operating  room, 
scientifically  lighted,  heated,  and  screened,  per- 
mits “a  far  more  satisfactory  and  sterile” 
operation  than  any  that  could  possibly  be  per- 
formed in  a tent,  surgeons  say. 

The  surgical  hospital,  which  is  operated  by 
the  First  Medical  Regiment,  also  from  Carlisle, 


consists  of  four  truck-drawn  van  trailers,  plus  a 
mobile  truck-mounted  power  plant. 

One  trailer  is  fitted  as  an  operating  room,  with 
the  new  green-painted,  nonglare  walls,  special 
nonglare,  nonreflecting  lights,  an  operating  table, 
solutions  for  intravenous  injections  and  a com- 
plete set  of  surgeon’s  instruments  which  permit 
any  operation  from  lancing  a boil  to  removing 
a leg  or  trepanning  a skull. 

Another  trailer  is  equipped  as  a complete 
rolling  kitchen,  with  three  light,  gasoline- 
burning  stoves  (which  are  being  tested  for 
general  use  in  the  army),  a sink  with  running 
water  and  a large  ice  box,  in  which  are  kept 
(besides  foodstuffs)  the  antitetanus,  typhoid, 
smallpox,  and  other  serums  the  hospital  uses. 


Panel  Heating 

|ANEL  heating  is  the  term  used  to  designate  In  installation  it  is  recommended  that  the 


Jt  installations  in  which  the  heating  coils  are 
imbedded  in  ceilings  or  walls.  While  it  is  com- 
paratively new  in  this  country,  it  has  been  in 
use  in  the  British  Isles  for  many  years.  Hospitals 
(Chicago)  reports  that  an  investigation  of  its 
use  in  British  hospitals  cites  these  advantages: 

1.  Floor  and  wall  space  free  from  obstruction. 

2.  Less  cleaning. 

3.  Less  danger  of  cross  infection  due  to  less 
air  movement. 

4.  No  heated  surface  on  which  dust  can 
settle  and  thus  encourage  the  propagation  and 
circulation  of  germs. 

5.  Freedom  from  blackened  walls  over 
radiators. 

6.  High  standard  of  comfort  at  low  tempera- 
ture. 

7.  Less  drying  of  air  due  to  absence  of  high 
temperature  surfaces. 

8.  Natural  ventilation  (through  the  skin) 
takes  place  freely  and  without  discomfort. 


Newsy- 

New  York  City’s  Low  Contagious  Mortality  Rate 

A report  by  Hospitals  Commissioner  S.  S. 
Goldwater,  M.D.,  submitted  to  Mayor 
LaGuardia  August  5,  shows  that  during  1938 
the  mortality  rate  in  the  city’s  hospitals  for 
contagious  diseases  fell  to  1.8  per  cent,  lowest 
to  date.  In  1937  it  was  2.2  per  cent.  This 
compares  favorably  with  a 4 to  6 per  cent  mor- 
tality in  general  hospitals  of  the  greater  city. . . . 
Willard  Parker,  Kingston  Avenue,  Queensboro, 
Richmond  Borough  and  Riverside  Hospitals 
cared  for  12,674  cases  in  1938,  compared  with 
11,057  in  1937,  the  increase  coming  mainly  in 
measles  and  whooping  cough. . . . There  were 
2,109  cases  of  whooping  cough  hospitalized  in 
1938,  more  than  for  any  year  in  the  last  two 
decades.  Of  all  the  diphtheria  cases  reported 
to  the  Health  Department  in  1938,  43.7  per  cent 
were  hospitalized,  while  31  per  cent  of  the  scarlet 
fever  cases,  8.4  per  cent  of  measles  cases,  and 
16.1  per  cent  of  whooping  cough  patients  were 
sent  to  the  city  hospitals. ...  For  the  first  time 
since  1932  a case  of  variola  was  found  in  the 


coils  of  mild  steel  pipe  be  imbedded  in  a special 
plaster  of  the  ceiling,  and  where  this  was  done 
there  have  been  no  reports  of  leakages.  There 
is  no  reason  to  expect  leakages  as  there  is  no 
evaporation  to  cause  scaling  nor  any  replacement 
of  water  in  the  coils.  Temperature  control  is 
by  control  of  the  temperature  of  the  water  in 
the  coils,  an  average  of  132  F. 

Many  hospitals  report  less  frequent  need  for 
redecorating.  There  have  been  no  reports  of 
comparative  cost  of  operation  in  hospitals,  but 
commercial  buildings  report  rather  marked 
savings. 

The  few  installations  that  have  been  made  in 
this  country  indicate  a cost  of  installation  from 
10  per  cent  to  15  per  cent  more  than  hot  water 
radiator  systems,  but  in  hospitals  in  particular 
it  is  probable  that  decreased  cost  of  operation, 
need  for  cleaning  and  decoration,  and  the  possi- 
bility of  better  utilization  of  floor  space  will 
more  than  offset  this  cost. 


Notes 

city.  Brought  from  Portugal,  it  was  sent  into 
Kingston  Avenue  Hospital,  Brooklyn,  for  treat- 
ment. 

It  has  come  to  the  attention  of  the  Medical 
Society  of  the  County  of  Queens  that  some  of 
the  hospitals  of  the  borough  have  allowed  the 
admission,  as  ward  cases  on  service,  of  patients 
covered  by  the  Group  Hospitalization  Plan. 
This  is  directly  contrary  to  the  provisions  and 
the  spirit  of  the  Plan,  and  to  the  approval  given 
to  it  by  organized  medicine.  Group  Hospitali- 
zation must  not  be  allowed  to  add  to  the  already 
large  proportion  of  free  service  being  rendered 
by  physicians,  especially  since  it  involves  a class 
of  patients  who  are  in  no  sense  of  the  word 
“medically  indigent.” — Bulletin,  County  of 
Queens. 

• • • 

Many  chronic  patients  can  be  treated  at 
home  just  as  effectively  as  in  hospitals,  and  at 
far  less  expense,  says  the  New  York  Medical 
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Week.  Since  existing  facilities  for  the  care  of 
chronic  disease  are  admittedly  inadequate, 
home  care  of  suitable  cases  makes  it  possible  to 
use  hospital  beds  for  patients  in  genuine  need 
of  institutional  treatment. 

From  the  sociological  viewpoint,  the  treat- 
ment of  chronic  cases  at  home  helps  to  keep 
families  together  and  avoids  the  demoralization 
which  often  occurs  when  children  are  left  with- 
out maternal  guidance  or  mothers  are  separated 
from  their  sick  children.  The  patient,  moreover, 
is  usually  happier  in  his  own  home  and  brings 
a more  cheerful  spirit  to  his  fight  against  ill- 
ness. 


Looking  toward  possible  economies  and  uni- 
form practices  in  business  operation  of  Rochester 
hospitals,  a newly  reorganized  Rochester  Hos- 
pital Council  hopes  to  incorporate  in  the  fall, 
Theodore  C.  Briggs,  temporary  chairman, 
reports. 

Incorporation  papers  and  bylaws  which  will 
determine  the  form  of  the  organization  are 
being  drawn  up  by  A.  Sawyer  Fitch,  secretary. 
Wilmot  V.  Castle  is  chairman  of  a committee 
to  arrange  hiring  an  executive  director. 

Supported  for  the  first  time  by  a SI 5,000 
Community  Chest  allocation,  it  will  supersede 
the  previous  informal  idea-exchanging  group  of 
hospital  heads. 

Dr.  Basil  C.  McLean,  superintendent  of 
Strong  Memorial  Hospital,  was  appointed 
chairman  of  a committee  to  make  a preliminary 
study  of  the  cost  of  nursing  care.  R.  E.  Frede- 
rickson  is  head  of  a committee  studying  uniform 
accounting  systems. 

Cooperative  purchasing  will  be  the  subject  of 
future  studies. 


Heavy  expenses  caused  by  recent  removal  to 
a new  building  and  a decrease  in  income  have 
led  officials  of  Beth  David  Hospital  to  seek  an 
extension  of  time  for  payment  of  its  debts.  A 
petition  filed  in  Federal  Court  listed  liabilities 
of  $677,966  and  set  forth  that  assets  were  ap- 
proximately the  same. 

If  sufficient  time  is  allowed,  it  is  expected 
that  all  the  obligations  of  the  institution  will 
be  met,  according  to  the  petition,  which  asked 
permission  to  make  an  arrangement  with  credi- 
tors under  Federal  law. 

Arthur  I.  Levine,  president  of  the  hospital, 
said  most  of  the  new  equipment  for  the  new 
building,  at  161  East  Ninetieth  Street,  had  been 
bought  on  conditional  sales  contracts  requiring 
monthly  payments.  In  addition  to  the  equip- 
ment creditors,  there  are  about  350  general 
creditors  with  claims  for  about  $65,000,  chiefly 
for  merchandise  delivered. 

Other  reasons  for  the  hospital’s  plight  were 
said  to  be  fewer  paying  patients  and  a decline 
in  the  charitable  contributions  on  which  it 
relied.  The  petition  asked  that  the  present 
trustees  and  directors  be  continued  in  charge. 
If  this  is  not  done,  charitable  persons  who 
have  worked  to  help  the  institution  might  be- 
come discouraged  and  cease  their  help,  it  was 
said. 


“The  erection  of  this  hospital  is  the  material 
discharge  of  our  obligation  to  God  and  the  com- 
munity,” said  Archbishop  Samuel  Stritch  in 
his  address  dedicating  St.  Clare  Hospital, 
Monroe,  Wisconsin,  and  he  continued:  “There 
are  two  functions  to  be  served,  that  of  our  family 
and  that  of  the  public.  The  first  is  our  consecra- 
tion to  the  service  of  God  and  the  second  is  our 
assistance  to  the  sick  of  this  community.  This 
hospital  was  created  out  of  our  love  of  God  and 
enables  us  to  serve  Him  through  our  ministra- 
tions to  the  sick.  May  we  continue  to  serve 
Him  through  this  splendid  edifice  for  a long 
time.” 


A pamphlet  on  “Standards  for  Outpatient 
Ophthalmologic  Departments”  has  just  been 
published  in  mimeographed  form  by  the  Welfare 
Council  of  New  York  City.  This  eighteen-page 
pamphlet  summarizes  in  concise  form  the 
desirable  standards  in  three  departments  of 
ophthalmologic  care — medical  service,  nursing 
service,  medical  social  service.  The  pamphlet 
was  prepared  by  the  Committee  on  Medical 
Standards,  Committee  on  Nursing  Standards, 
and  the  Committee  on  Medical  Social  Service 
Standards  of  the  Medical  Social  Service  Section 
of  the  Welfare  Council,  and  has  been  approved 
by  the  League  for  Nursing  Education  and  the 
Standards  Committee  of  the  North  Atlantic 
District,  American  Association  of  Medical  Social 
Workers,  and  the  New  York  Academy  of  Medi- 
cine. 

The  pamphlet  may  be  obtained  postpaid  for 
ten  cents  by  writing  to  the  Welfare  Council  of 
New  York  City,  44  East  23rd  Street.  Stamps 
accepted. 

A limited  number  of  copies  are  available  for 
free  distribution  to  professional  persons  desiring 
to  study  them  in  detail. 


Laymen  seldom  realize  the  many  reasons 
why  hospitalization  costs  are  so  high.  Hospital 
care  has  become  increasingly  more  expensive  as 
it  has  become  more  scientific,  explains  the 
Berkeley  General  Hospital  Bulletin,  and  has 
required  more  and  more  highly  specialized 
equipment  and  highly  trained  personnel.  Few 
realize  that  the  modern  hospital  normally  em- 
ploys almost  twice  as  many  employees  as  it  has 
bed  patients  and  that  besides  nurses  it  employs 
a corps  of  workers,  including  office  employees; 
technicians  for  x-ray,  clinical  laboratory,  and 
for  physical  therapy;  social  workers;  dietitians, 
cooks,  and  kitchen  helpers;  pharmacists; 
anesthetists;  carpenters,  painters,  gardeners, 
and  maintenance  men;  orderlies,  housekeepers, 
etc. 

The  hospital  operates  on  a twenty-four  hour 
basis,  which  requires  three  shifts  of  nurses  and 
other  workers.  It  must  also  hold  itself  in 
readiness  to  offer  complete  service  on  a mo- 
ment’s notice,  whether  it  be  work-day  or  holiday, 
day  or  night.  Keeping  all  facilities  and  a full 
personnel  available  for  instant  use  for  such 
“standby”  services  at  all  hours  is  an  expensive 
procedure  and  is  a very  important  factor  in  the 
high  cost  of  hospitalization. 
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Improvements 


For  Ten  More  New  York  City  Hospitals 

Ten  new  hospitals  costing  a total  of  about 
$56,000,000  were  proposed  by  Dr.  S.  S.  Gold- 
water,  Commissioner  of  Hospitals,  in  a $102,000,- 
000  capital  budget  presented  before  the  Planning 
Commission  of  New  York  City  on  August  14. 

The  new  hospitals,  in  the  order  proposed, 
were  as  follows: 

Brownsville,  Brooklyn,  new  general  hospital 
and  dispensary,  600  beds,  $7,800,000,  to  start  in 

1940. 

Harlem-Bronx  District,  Borough  of  Bronx, 
hospital  for  tuberculosis  patients,  500  beds, 
$5,300,000,  to  start  in  1940. 

Harlem  District,  Manhattan,  general  hospital 
and  dispensary,  500  beds,  $7,050,000,  to  start 
in  1941. 

Queens,  general  hospital  and  dispensary, 
500  beds,  $6,650,000,  to  start  in  1941. 

Bay  Ridge,  Brooklyn,  general  hospital  and 
dispensary,  300  beds,  $4,050,000,  to  start  in 

1941. 

Bronx  (probably  East  Bronx),  general  hos- 
pital and  dispensary,  500  beds,  $6,650,000,  to 
start  in  1941. 

Coney  Island,  Brooklyn,  general  hospital  and 
dispensary,  300  beds,  $3,000,000,  to  start  in 
1941. 

Welfare  Island,  Manhattan,  cancer  hospital, 
400  beds,  $4,000,000  to  start  in  1941. 

Manhattan,  West  Side,  new  City  Hospital 
and  outpatient  department,  to  replace  City 
Hospital  on  Welfare  Island,  $8,500,000,  to  start 
in  1941. 

Brooklyn,  vicinity  of  Kings  County  Hospital, 
hospital  for  venereal  diseases,  400  beds,  $3,000,- 
000,  to  start  in  1941. 

While  the  program  proposes  that  small 
appropriations  for  planning  and  sites  be  made 
in  1941  for  most  of  these  hospitals,  the  major 
construction  would  be  done  in  subsequent  years, 
and  in  the  case  of  the  last  two  would  not  be 
completed  until  after  1945. 


In  Memory  of  a Beloved  Physician 

A few  weeks  ago,  in  less  than  a year  after  the 
death  of  Dr.  Arch  B.  Chappell,  of  Middletown, 
the  Dr.  Arch  B.  Chappell  Friendship  Fund 
Committee  dedicated  a project  that  had  been 
especially  dear  to  his  heart,  the  cubicleization 
of  the  children’s  ward  at  the  Horton  Memorial 
Hospital.  As  the  Middletown  Times  Herald 
reports: 

"The  love  and  respect  in  the  hearts  of  those 
who  had  been  his  patients  and  friends  are  suffi- 
cient, it  is  felt  by  the  committee,  to  keep  Dr. 
Chappell’s  memory  alive  in  this  generation. 
But  in  the  decades  to  come,  when  the  last  of 
those  who  had  known  the  Children’s  Doctor 
is  gone,  the  cubicles  and  other  improvements  in 
the  hospital  ward  which  had  been  his  special 
province,  will  stand  as  enduring  memorials. 


"The  contributors  numbered  almost  300. 
The  amount  received  and  expended  totaled  over 
$1,500.  Each  contributor  preferred  to  remain 
anonymous,  each  contribution  came  from  the 
heart. 

“The  committee  report  revealed  that  con- 
tributions had  been  received  from  as  far  west 
as  California,  with  several  from  the  Panama 
Canal  Zone,  and  even  from  Hawaii.  From 
more  than  twenty  states  they  came,  ranging  in 
amount  from  twenty-five  cents  to  $1.50.  In 
the  eyes  of  the  committee,  just  as  it  would  have 
been  in  the  eyes  of  him  in  whose  memory  the 
Friendship  Fund  was  being  raised,  the  little 
Negro  boy  who  brought  in  twenty-five  cents 
merited  thanks  in  the  same  degree  as  those 
who  gave  more  largely,  according  to  their 
means. 

"Many  of  the  distant  contributors  were 
Army  officers,  whose  children  had  been  treated 
by  Dr.  Chappell  when  they  were  stationed  at 
West  Point. 

“Made  possible  by  the  total  contributions  of 
$1,524.45  were  installation  of  seven  cubicles, 
soundproofing  of  the  Children’s  Ward  and 
adjacent  corridor,  complete  replumbing  in  the 
ward,  enlarging  of  washrooms  and  installation 
of  a sterilizer.  The  cubicles,  of  steel  and  glass, 
form  virtually  private  rooms  in  the  ward. 
Tables  for  the  cubicles  were  purchased  by  the 
Lenten  Sewing  Club  with  proceeds  from  the 
Charity  Ball.” 


Plans  have  been  filed  for  a new  outpatient 
building  for  Harlem  Hospital.  Costing 
$656,000,  it  provides  for  a five-story  building, 
160  by  65  feet. 


The  Mount  Vernon  Hospital  has  recently 
launched  a campaign  to  raise  $175,000  to  build 
a three-story  addition  to  the  north  wing  of  the 
present  structure,  adding  80  beds  to  the  hos- 
pital’s capacity. 


The  A.  Barton  Hepburn  Hospital,  Ogdens- 
burg,  is  installing  a new  x-ray  room,  with  a 
$20,000  equipment,  on  the  first  floor  of  the 
men’s  ward.  The  wing  will  be  made  fireproof 


New  rooms  for  the  interns  have  been  provided 
at  Flushing  Hospital.  Additional  intern  quar- 
ters in  keeping  with  the  dignity  of  the  medical 
profession  had  been  greatly  needed  since  1927 
when  the  size  of  Flushing  Hospital  was  more 
than  doubled  by  the  construction  of  the  new 
wing  and  it  was  necessary  to  increase  the  intern 
staff  gradually  from  five  to  twelve.  During 
that  time  proper  quarters  for  interns  were 
available  for  only  five. 


North  Carolina  is  the  first  State  in  the  Union  diphtheria. — Bulletin  of  the  Buncombe  County 

to  have  a compulsory  immunization  law  against  ( N . C.)  Medical  Society 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Vacation  (Oh  magic  word!)  is  drawing  to  a 
close  and  has  fulfilled  its  purpose  if  we  are 
happy  to  look  forward  to  the  homecoming. 
Perhaps  during  some  leisure  moments  we  have 
caught  a vision  of  our  role  as  auxiliary  members 
to  a Society  as  important  as  that  of  medicine. 
If  our  visions,  hopes,  and  plans  should  be  shared 
with  our  fellow  members,  who  could  prophesy 
how  far-reaching  might  be  their  influence! 
Let  each  county  auxiliary  be  represented  on  our 


Journal  page  at  least  once  a month  so  that  all 
may  receive  inspiration  from  the  reading  of 
plans  and  projects  as  well  as  of  past  achieve- 
ments. 

We  should  begin  the  fall  session  with  added 
zeal  because  we  have  added  strength — a new 
auxiliary  unit.  Let  us  unite  in  welcoming  Erie 
County. 

Success  to  us  in  1939-1940! 


County  News 


Albany  County 

At  the  July  meeting  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Albany  County  the 
following  officers  were  elected  for  the  coming 
year:  Mrs.  John  J.  Clemmer,  president,  Mrs. 

Alfred  L.  ' Madden,  vice-president,  Mrs.  J. 
Ivemey  Dowling,  secretary,  Mrs.  R.  C.  Kemp, 
assistant  secretary,  Mrs.  William  J.  Fitzgerald, 
treasurer. 

The  program  for  the  year  was  outlined.  The 
first  meeting  of  the  coming  season  will  be  held 
September  27. 

Cayuga  County 

After  a summer  recess,  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of  Cayuga 
will  convene  September  21  to  formulate  plans 
for  the  coming  year. 

Orange  County 

On  July  11  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Orange  County  spent  the 


day  at  “Braeside,”  the  Orange  County  Health 
Camp  for  underprivileged  children,  as  the  guests 
of  Miss  Helen  Watkins  who  has  so  ably  con- 
ducted the  camp  for  a number  of  years.  Seeing 
the  camp  in  full  action  gave  opportunity  to 
appreciate  so  much  better  what  Miss  Watkins 
has  done  for  many  of  our  underprivileged  chil- 
dren of  Orange  County. 

In  the  fall  the  Orange  County  Auxiliary  plans 
to  raise  its  quota  for  the  Physicians’  Home  by  a 
series  of  teas. 


Queens  County 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Queens  is  planning  a 
Health  Institute  Day,  Tuesday,  September  26 
at  10 :30  a.m.  This  is  to  be  held  in  the  Medicine 
and  Public  Health  building  at  the  New  York 
World’s  Fair  grounds.  All  out  of  town  state 
members  are  cordially  invited. 


“DRASTIC  POISONS”  IN  PATENT  MEDICINES 


The  New  York  Medical  Week  recently  called 
attention,  editorially,  to  a statement  of  Dr.  K. 
E.  Miller,  of  the  U.  S.  Public  Health  Service, 
who  has  been  assigned  to  advise  the  Federal 
Trade  Commission  on  its  new  responsibilities 
under  the  amended  Food  and  Drugs  Act. 

Commenting  on  the  dangerous  products  sold 
to  the  public  without  a physician’s  prescription. 
Dr.  Miller  expresses  his  amazement  “that  false 
advertising  which  insidiously  threatens  the 
public  health  in  so  many  ways  should  not  yet 
have  been  recognized  as  a major  public  health 
problem.”  ( Health  News— May  8,  1939.) 

Medical  Week  continues,  in  part:  “Dr.  Miller 
mentions  a long  list  of  ‘drastic  poisons’  contained 
in  proprietary  products  advertised  to  the  public 


for  intestinal  use.  Among  them  are  arsenic  tri 
oxide,  mercuric  chloride,  pilocarpine  hydro- 
chloride, and  strychnine  sulfate. 

Reducing  preparations  sold  freely  over  the 
counter  in  many  communities  contain  thyroid 
extract,  dinitrophenol,  and  dinitrocresol.  All 
of  the  abortifacients,  which  enjoy  such  wide  sale, 
are  essentially  poisonous.  . . . 

“There  can  be  no  doubt  that  the  advertise- 
ments of  certain  foods,  drugs,  and  cosmetics  are 
a serious  menance  to  the  public  health.  It  is  to 
be  hoped  that  the  Federal  Trade  Commission 
will  take  its  new  responsibilities  under  the 
Wheeler-Lea  Act  seriously  and  will  use  its  full 
power  to  purge  food,  drug,  and  cosmetics  ad- 
vertising of  exaggeration  and  fraud.” 
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Across  the  Desk 

Walking  Human  Menageries 


“|^IG  fleas  have  little  fleas  upon  their  backs 
ti  to  bite  ’em,  And  little  fleas  have  lesser 
fleas,  and  so  ad  infinitum.”  The  poet  wrote 
better  than  he  knew,  for  while  the  fleas  may  not 
have  little  pests  biting  them  behind  their  backs, 
as  it  were,  they  most  certainly  have  them  in  their 
little  bellies,  remarks  Dr.  Robert  Hegner,  of 
Johns  Hopkins.  Dr.  Hegner  knows  what  he  is 
talking  about,  too;  he  is  professor  of  protozo- 
ology in  the  School  of  Hygiene  and  Public  Health 
at  that  university.  He  calls  his  vastly  entertain- 
ing book  on  this  subject,  Big  Fleas  Have  Little 
Fleas  or  Who’s  Who  Among  the  Protozoa.* 
His  volume  “is  readable,  enjoyable  and  enlight- 
ening; it  deserves  a tremendous  audience,” 
observes  the  J.A.M.A.,  which  welcomes  him 
“with  loud  shouts  of  joy  and  satisfaction,”  and 
declares  that  “he  merits  a pedestal.” 

In  fact,  the  fleas  are  not  the  only  ones  to  have 
these  tiny  pests  swimming  about  in  their  interi- 
ors; nearly  every  living  creature,  in  the  heavens 
above,  in  the  earth  beneath,  and  in  the  waters 
under  the  earth,  is  infested  with  them,  so  that  it 
is  little  exaggeration  to  say  that  we  are  all  walk- 
ing human  menageries.  They  are  so  widespread 
and  ubiquitous  that  “it  is  impossible  to  escape 
them  no  matter  how  carefully  we  regulate  our 
lives,”  asserts  Dr.  Hegner.  “They  are  always 
present  in  the  reservoirs  from  which  we  obtain 
our  drinking  water,  sometimes  in  such  numbers 
as  to  become  a real  nuisance.  Even  “the  good 
earth”  is  full  of  them,  and  ten  samples  of  soil  of 
different  types  were  found  by  one  inquisitive  in- 
vestigator to  be  inhabited  by  1,690  amebas, 
7,460  flagellates,  and  15  ciliates  per  Gm.  The 
more  protozoa  in  the  soil,  it  is  found,  the  more 
fertile  it  is,  though  which  is  cause  and  which 
effect,  has  not  been  determined.  It  would  seem, 
however,  that  the  little  rascals  do  not  harm  the 
soil  anyway.  Would  that  as  much  could  be  said 
for  the  ones  that  make  their  homes  in  the  human 
interior!  Sometimes  they  are  actually  bene- 
ficial, like  the  flagellates  which  inhabit  the  in- 
testinal tract  of  the  termite  ants,  and  help  digest 
their  woody  food.  Deprived  of  these  parasites, 
the  ants  starve. 

Dr.  Hegner’s  book  is  written  for  the  public, 
and  not  as  a textbook,  so  he  lists  the  protozoa 
in  a little  poem,  to  make  them  easy  to  remember. 
It  runs : 

Forward  little  millions. 

Marching  gaily  on, 

Little  naked  ’meba 
Leads  the  mighty  throng. 

Comes  the  green  Euglena, 

And  Paramecium  too. 

Followed  by  the  Spore  Bearers 
Cavorting  two  by  two. 

Onward  little  millions. 

Marching  for  to  see 
If  they  cannot  dominate 
The  world,  and  you  and  me. 


“Adam  Had  ’Em” 

This  is  claimed  by  Dr.  Hegner  to  be  probably 
the  shortest  poem  in  the  English  language,  or 
any  other  language,  including  the  Scandinavian — 
“Adam  Had  ’em.”  That  is  the  inference  from 
the  fact  that  a large  part  of  us  sons  of  Adam 
“have  ’em.”  We  may  indeed  be  chock-a-block 
with  them  from  top  to  toe,  for  there  are  parasites 
of  the  blood,  parasites  of  the  tissues,  parasites 
of  the  mouth,  and  parasites  of  the  intestinal 
canal.  “If  the  body  of  a person  well  parasitized 
with  protozoa  were  to  disappear  entirely,  leav- 
ing behind  only  the  parasites,”  declares  Dr. 
Hegner,  “a  perfect  outline  of  the  human  form 
would  remain,  and  even  the  features  would  be 
so  clearly  discernible  that  individuals  could  be 
recognized.” 

It  may  be  a bit  of  a shock  to  think  of  ourselves 
and  our  friends  in  this  light,  and  may  excuse  the 
mother  who  wrote  to  the  teacher:  “Don’t  tell 
Mary  about  her  insides.  It  ain’t  nice.”  Yet 
the  cold  fact  remains  that  human  beings  may  be 
infected  by  as  many  as  twenty-five  different 
species  of  protozoan  parasites,  and  since  the 
protozoa  live  happily  together,  one  person  may 
be  infected  at  one  time  with  the  entire  job  lot. 
Some  people  seem  to  be  less  hospitable  to  the 
little  beggars,  and  have  none  at  all.  Perhaps 
they  are  so  tough  that  the  parasites  soon  give 
up  the  struggle — like  the  case  of  the  rattlesnake 
that  bit  Bill  Jones  and  then  went  away  and  died. 

“Down  in  the  Mouth”  Means  a Free  Lunch 

To  begin  with,  two  species  of  protozoa  are 
present  in  the  mouths  of  over  50  per  cent  of  the 
general  population.  They  are  clever  enough  to 
locate  where  they  have  first  chance  at  the  food 
supply,  although  it  must  be  rather  exciting,  not 
to  say  hazardous,  to  be  exposed  to  scalding  hot 
coffee,  then  a bath  of  ice  water,  followed  by  the 
acid  of  vinegar  or  lemon  and  a dose  of  pepper. 
The  little  chaps  “can  take  it,”  however,  and  the 
phrase  “down  in  the  mouth”  means  nothing  sad 
in  their  dictionary;  it  just  means  free  board  and 
lodging.  Fortunately  for  humankind,  these  two 
species  are  harmless,  or  the  kisses  of  young  love 
might  be  fatal  and  the  political  candidate  on  his 
canvassing  tours  might  rival  Herod  in  a slaughter 
of  infants.  In  the  golden  age  to  come  all  politi- 
cians will  perhaps  be  examined  for  safe  kiss- 
ability  before  they  are  allowed  to  run. 

But  woe  to  the  tiny  wigglers  that  let  themselves 
be  carried  down  the  gullet.  That  ride  down  red 
lane  is  their  last,  for  the  gastric  juice  is  fatal  for 
them.  No  living  protozoa  are  found  in  the 
human  stomach. 

This  audience,  with  microscopes  at  elbow,  and 
shelves  of  books  on  the  subject  in  easy  reach,  do 
not  need  to  be  told  anything  about  the  amebas, 
the  flagellates,  the  ciliates  that  inhabit  the  small 
and  large  intestines,  most  of  them  harmless. 
Dr.  Hegner  sums  up  our  infested  condition  in 
another  poem,  thus: 


* Big  Fleas  Have  Little  Fleas  or  Who’s  Who  Among  the  Protozoa.  By  Robert  Hegner,  Professor  of  Protozoology  in 
the  School  of  Hygiene  and  Public  Health  of  the  Johns  Hopkins  University.  Based  on  Messenger  Lectures,  Cornell 
University,  1937.  Cloth.  Price,  $3.  Pp.  285.  with  127  illustrations.  Baltimore:  Williams  & Wilkins  Co.,  1938. 
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Amebas  abound  in  your  kisses 
And  flagellates  lurk  on  your  lips, 

Your  bowels  are  all  swarming  with  microbes, 
B.  Coli,  Giardia,  and  sich. 

Last  night  as  you  lay  on  your  pillow, 

A rhumba  was  danced  in  your  blood, 
Corpuscles  were  broken  asunder, 

And  trypanosomas  made  love. 

You’re  nought  but  a mass  of  corruption 
Passed  down  from  a simian  tree 
To  Adam  and  Eve  and  their  offspring. 

Who  says  we  are  equal  and  free? 

A Painful  Side  of  It 

A large  part  of  Dr.  Hegner’s  book  is  devoted  to 
his  investigations  of  amebic  dysentery,  sleeping 
sickness,  malaria,  and  other  diseases  caused  by 
pathogenic  protozoa.  He  has  traveled  to  many 
regions  here  and  there  around  the  globe  to  pursue 
his  inquiries,  and  has  experimented  with  guinea 
pigs,  frogs,  rats,  monkeys,  chickens,  canaries, 
and  other  birds  and  animals.  One  of  the  most 
painful  features  of  his  dietary  experiments,  he 
says,  “was  that  of  feeding  good  beefsteak  at 
sixty  cents  per  pound  to  rats,  while  our  meager 
salaries  made  it  necessary  for  us  to  live  on  Phila- 
delphia scrapple  and  on  an  occasional  laboratory 
animal,  such  as  a chicken  or  a rabbit,  that  had 
served  its  purpose  as  an  object  of  experiment. 
I even  suspect  that  one  of  my  associates  actually 
selected  chickens  for  his  investigations  so  that 
he  could  later  eat  up  the  evidence.” 

Of  course  the  ideal  method  would  be  to  experi- 
ment on  human  beings  in  such  investigations, 
and  no  doubt  scientific  progress  would  be  more 
rapid.  “I  have  suggested,”  cheerfully  remarks 
Dr.  Hegner,  “that  some  of  our  less  desirable  pro- 
fessors might  volunteer  for  this  purpose,  but 
thus  far  none  of  them  has  been  willing  to  sacrifice 
himself  for  the  cause  of  science,  even  though  I 
have  given  my  promise  that  if  anything  went 
wrong,  I would  guarantee  them  a lovely  funeral 
with  only  protozoologists  as  pallbearers.  Con- 
sequently we  are  still  using  rats.”  Certain  of 
“our  more  dignified  colleagues”  were  honored  by 
having  various  balantidia  that  seemed  to  look 
like  them  dubbed  with  their  names,  so  that  “we 


had  the  unique  pleasure  of  observing  these 
solemn  professors  swimming  about  under  our 
microscope.” 

A Campaign  to  Save  Millions  of  Lives 
We  little  realize,  here  in  our  northern  climate, 
the  terrible  ravages  wrought  by  one  of  these 
tiny  protozoa,  the  malaria  parasite.  In  certain 
regions  covering  thousands  of  square  miles  in  the 
warmer  parts  of  the  world  everyone  is  infected 
with  malaria  from  early  infancy  until  he  dies. 
The  deaths  from  malaria  outnumber  those  of 
any  war  ever  fought.  Malaria  bars  the  coloniza- 
tion of  vast  areas  of  the  most  fertile  land  in  the 
world.  It  is  figured  that  malaria  is  accountable 
for  about  2,000,000  deaths  each  year  in  India 
alone,  and  that  100,000,000  there  are  afflicted 
with  it.  Yet  we  know  the  organisms  responsible 
for  the  disease  and  can  easily  recognize  them,  we 
have  a detailed  knowledge  of  their  method  of 
transmission  and  have  devised  effective  methods 
of  control,  thoroughly  proved  at  Panama  and  in 
Italy.  It  is  merely  a question,  then,  of  using  the 
weapons  we  have  at  hand. 

At  the  same  time,  many  of  the  problems  of 
malaria  remain  unsolved.  We  can  check  it, 
control  it,  but  we  cannot  eradicate  it.  Not  yet. 
But  our  scientists  are  indefatigable  and  unde- 
featable.  Much  of  the  investigation  now  is 
carried  on  with  canaries  as  the  subjects  of  ex- 
perimentation, and  the  gratifying  results  lead 
Dr.  Hegner  to  burst  into  song  in  a Gilbertian 
manner  as  follows: 

The  birdies  that  sing  in  the  spring,  tra  la! 

Have  something  to  do  with  the  case. 

We  prickle  them  under  the  wings.  Tra  la! 

And  pepper  their  blood  with  such  things.  Tra  la! 
That  fever  and  chills  thrive  apace. 

Oh!  Aren’t  we  all  red  in  the  face, 

And  then  little  birdie  gives  us  a hot  clue 
That  leads  to  good  health  for  both  me  and  for  you. 
Tra  la!  sings  the  birdie; 

Good-bye  to  your  chills; 

The  ague  has  left  you  at  last. 

Tra  la!  sings  the  birdie; 

Good-bye  to  dull  care; 

Quinine  and  fever  are  past. 

W.  S.  W. 


EXAMINATIONS,  AMERICAN  BOARD  OF 

The  next  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates 
will  be  held  in  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  6,  1940,  at 
2:00  p.m.  The  Board  wishes  to  announce  that  it 
will  hold  only  one  Group  B,  Part  I examination 
this  year.  Candidates  who  successfully  com- 
plete the  Part  I examinations  proceed  auto- 
matically to  the  Part  II  examinations  held  in 
June,  1940. 

Applications  for  admission  to  Group  B,  Part 
I examinations  must  be  on  file  in  the  secretary’s 
office  not  later  than  October  4,  1939. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting 


OBSTETRICS  AND  GYNECOLOGY 
in  Atlantic  City,  N.  J.,  on  June  8,  9,  10,  and  11, 
1940,  immediately  prior  to  the  aimual  meeting 
of  the  American  Medical  Association  to  be  held 
in  New  York  City  from  June  10  to  14,  inclusive. 

Applications  for  admission  to  Group  A,  Part 
II  examinations  must  be  on  file  in  the  secretary’s 
office  not  later  than  March  15,  1940. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  re- 
quired to  take  the  Part  I examinations  (written 
paper  and  case  records)  and  the  Part  II  examina- 
tions (pathological  and  oral). 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Penn- 
sylvania. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers 


RECEIVED 


Priests  of  Lucina.  The  Story  of  Obstetrics. 
By  Palmer  Findley,  M.D.  Octavo  of  421  pages, 
illustrated.  Boston,  Little,  Brown  and  Co., 
1939.  Cloth,  $5. 

Cardiovascular  Disease  in  General  Practice. 

By  Terence  East,  M.A.  Octavo  of  206  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son  & 
Co.,  1939.  Cloth,  $3.50. 

Clinical  Bacteriology.  By  F.  A.  Knott, 
M.D.  Octavo  of  426  pages,  illustrated.  Phila- 
delphia, P.  Blakiston’s  Son  & Co.,  1939.  Cloth, 
$4.50. 

Surgical  Anatomy.  By  C.  Latimer  Callander, 
M.D.  Second  edition,  entirely  reset.  Quarto  of 
858  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $10. 

Anemia  in  Practice.  Pernicious  Anemia.  By 
William  P.  Murphy,  M.D.  Octavo  of  344  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1939.  Cloth,  $5. 

Pulmonary  Tuberculosis,  A Synopsis.  By 

Jacob  Segal,  M.D.  Octavo  of  150  pages,  illus- 
trated. New  York,  Oxford  University  Press, 
1939.  Cloth,  $2.75. 

Chemical  Analysis  for  Medical  Students. 
Qualitative  and  Volumetric.  By  R.  E.  Illing- 
worth, Ph.D.  Duodecimo  of  152  pages.  Balti- 
more, William  Wood  & Co.,  1938.  Cloth,  $1.50. 


Biochemistry  for  Medical  Students.  By 

William  V.  Thorpe,  M.A.  Octavo  of  457  pages, 
illustrated.  Baltimore,  William  Wood  & Co., 

1938.  Cloth,  $4.50. 

The  New  International  Clinics.  Original 
Contributions:  Clinics:  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume  1, 
New  Series  Two.  Octavo  of  312  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co., 

1939.  Cloth,  $3. 

Population,  Race  and  Eugenics.  By  Morris 
Siegel,  M.D.  Duodecimo  of  206  pages.  Hamil- 
ton, Ontario,  The  Author,  546  Barton  Street,  E., 
1939.  Cloth,  $3. 

A Treatise  on  The  Surgical  Technique  of 
Otorhinolaryngology.  By  Georges  Portmann. 
Translated  by  Pierre  Viole,  M.D.  Quarto  of 
675  pages,  illustrated.  Baltimore,  William 
Wood  & Co.,  1939.  Cloth,  $12.50. 

Trial  of  Field  and  Gray.  Edited  by  Winifred 
Duke.  Octavo  of  302  pages,  illustrated.  Lon- 
don, William  Hodge  & Co.,  86  Hatton  Garden, 
1939.  Cloth,  10/6. 

Our  Sex  Life.  A Guide  and  Counsellor  for 
Everyone.  By  Fritz  Kahn,  M.D.  Octavo  of 
459  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  1939.  Cloth,  $6. 


REVIEWED 


Practical  Microbiology  and  Public  Health. 
For  Students  of  Medicine,  Public  Health,  and 
General  Bacteriology.  By  William  B.  Sharp, 
M.D.  Octavo  of  492  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1938.  Cloth, 
$4.50. 

This  handbook  is  designed  to  help  the  student 
of  microbiology  and  public  health  in  the  organiza- 
tion, interpretation,  and  systematic  recording  of 
data  observed  by  him  in  the  laboratory  and  field. 
Tables  distribute  the  exercises  into  appropriate 
working  periods.  Experiments  are  those  that 
usage  has  tended  to  standardize.  The  book  is 
divided  into  eight  parts;  including  clinical 
bacteriology,  immunity,  animal  parasites,  public 
health  laboratory,  field  trips,  health  office  prob- 
lems, and  surveys.  In  the  sections  on  bacteri- 
ology are  included  general  bacteriologic  work, 
bacteria  found  in  dust,  milk,  and  food,  bacterio- 
phage, intestinal  flora,  water  pollution,  and  gas 
gangrene.  Public  health  problems  are  well 


treated.  The  book  is  profusely  illustrated  and 
should  be  very  helpful  to  those  interested  in  the 
above  problems. 

Edward  H.  Nidish 

Manual  of  Public  Health  Hygiene.  By  J.  R. 
Currie,  M.A.  Octavo  of  324  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $5. 

This  is  a book  primarily  intended  for  medical 
students,  but  the  author  recommends  it  also  for 
“medical  graduates  and  licentiates.” 

It  is  a British  publication  and  consequently 
the  examples  cited  in  support  of  the  various 
phases  of  community  health  work  are  based  upon 
English  and  Scotch  experience.  To  this  degree, 
it  may  be  of  value,  especially  to  public  health 
workers  for  comparison  purposes.  The  general 
order  of  text  presentation  is  similar  to  most  of 
the  books  on  this  subject. 


1813 


A.  E.  Shipley 
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A Handbook  of  Roentgen  and  Radium 
Therapy.  By  A.  J.  Delario,  M.D.  Quarto  of 
362  pages,  illustrated.  Philadelphia,  F.  A. 
Davis  Company,  1938.  Cloth,  $8. 

The  book  is  divided  into  three  parts.  The 
first  section  deals  with  the  physical  and  biologic 
properties  of  the  roentgen  and  radium  rays,  and 
discusses  in  a general  way  the  principles  and 
technic  for  the  treatment  of  a list  of  diseases  that 
are  favorably  influenced  by  irradiation.  The 
second  section  consists  of  figures,  tables,  graphs, 
and  charts,  which  the  author  has  mainly  culled 
from  the  literature  to  present  theoretic  and  prac- 
tical information  on  the  physics  and  dosage  of 
radiation  therapy.  In  the  third  part  the  end 
results  obtained  by  various  investigators  and 
clinics  in  the  treatment  of  neoplasms  in  different 
parts  of  the  body  by  surgery  or  irradiation  or  by 
a combination  of  both  are  compared. 

If  one  seeks  detailed  methods  of  treating  cancer 
by  irradiation  with  illustrations  of  clinical  cases 
and  procedures  he  will  be  disappointed,  because 
this  volume  fails  to  present  any  such  information. 
No  mention  is  made  of  the  author’s  methods, 
procedures,  or  clinical  material,  and  there  is  no 
real  attempt  to  evaluate  the  work  of  others  from 
the  writer’s  experience. 

The  material  presented  represents  the  author’s 
notes  gathered  from  his  perusal  of  the  literature, 
and,  as  such,  it  is  admirably  reproduced.  The 
tables,  charts,  and  statistical  review  of  published 
material  collected  from  many  hospitals  on  every 
phase  of  cancer  are  well  arranged,  clearly  pre- 
sented, and  serve  well  as  a ready  reference. 

As  the  author  states  in  his  preface,  he  lays  no 
claim  to  originality.  His  purpose  has  been 
accomplished  if  the  material  which  he  has 
gathered  from  excellent  books  and  articles  has 
been  arranged  in  a way  as  to  be  useful  to  others. 
The  book  should  accomplish  this  aim. 

Samuel  George  Schenck 

Physical  Diagnosis.  By  Richard  C.  Cabot, 
M.D.,  and  F.  Dennette  Adams,  M.D.  Twelfth 
edition.  Octavo  of  846  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  1938. 
Cloth,  $5. 

The  first  edition  was  published  in  1900  and 
many  men  still  in  active  practice  used  this  as 
their  first  guide  to  the  subject.  That  was  a 
“one  man”  book  like  Osier’s  Practice.  In  the 
first  edition,  the  author  states,  “All  that  I have 
described  I know  by  prolonged  use.” 

In  this  edition,  the  idea  that  a book  of  this 
type  should  represent  the  writer’s  personal  ex- 
perience and  nothing  else  is  abandoned  in  keeping 
with  the  modern  belief  that  no  one’s  experience 
is  sufficient  to  include  all  that  should  be  presented 
on  the  subject  of  physical  diagnosis.  Many 
men,  mainly  of  the  staff  of  the  Massachusetts 
General  Hospital,  have  helped  with  their  special- 
ized knowledge  in  various  fields.  Even  with 
this  change  of  policy,  rewriting,  new  illustrations, 
and  great  enlargement,  the  book  has  still  a 
familiar  look  for  those  who  relied  so  much  upon 
the  earlier  editions.  There  is  probably  no  better 
book  on  the  subject  for  a medical  student  to 
start  with  and  stick  to  for  many  years. 

William  E.  McCollom 


Control  of  Conception.  By  Robert  L.  Dick- 
inson, M.D.  Second  edition.  Octavo  of  390 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1938.  Cloth,  $3.50. 

In  his  inimicable  way  the  author  has  presented 
his  subject  completely  and  interestingly.  His 
evaluation  and  crystallization  of  the  present- 
day  knowledge  of  the  subject  is  distinctive 
throughout  for  its  factual  basis. 

As  stated  by  him,  “the  manual  has  two  objects : 
first,  the  submission  of  contraceptive  methods 
to  the  obstetrician,  the  gynecologist  and  the 
practitioner;  second,  stimulation  of  research.” 
That  he  has  accomplished  his  first  objective  will 
be  evident  to  all  who  will  read  this  volume. 
The  enthusiasm  with  which  he  writes  is  assurance 
that  the  latter  objective  will  be  realized. 

The  orderliness  of  the  subject’s  presentation, 
the  detail  of  description,  and  Dr.  Dickinson’s 
characteristic  illustrations  invite  all  who  are 
concerned  with  the  subject  to  enjoy  this  book’s 
contents. 

William  C.  Meagher 

The  Fundamentals  of  Internal  Medicine.  By 

Wallace  M.  Yater,  M.D.  Quarto  of  1021  pages, 
illustrated.  New  York,  D.  Appleton- Century 
Company,  1938.  Cloth,  $9. 

Yater’s  Fundamentals  of  Internal  Medicine 
may  be  recommended  unhesitatingly  as  an  ex- 
cellent synopsis  of  internal  medicine,  the  best 
probably  that  is  available  in  this  language  at 
least.  All  of  the  main  divisions  of  this  wide 
field  are  clearly,  accurately,  even  entertainingly 
outlined.  Sections  on  treatment  are  sketchy 
but  all  others  are  adequate,  and  most  of  the 
illustrations  are  superb.  The  chapter  on  endo- 
crinology is  especially  good. 

However,  the  usefulness  of  such  a book  as  a 
text  is  limited.  Its  merits  are  those  of  the 
synopsis,  and  students  should  be  discouraged 
from  using  it  except  in  conjunction  with  a stand- 
ard textbook  of  medicine.  The  outlines  must  be 
filled  in,  even  by  the  beginner,  with  fuller  ac- 
counts of  the  diseases  covered.  There  are  chap- 
ters on  the  specialties  that  might  have  been 
more  useful  if  their  contents  had  been  restricted 
to  those  conditions  that  have  some  relationship 
to  internal  medicine  instead  of  including  mate- 
rial that  properly  belongs  to  other  special- 
ties. 

There  are  very  few  exceptions  that  can  be 
taken  to  the  method  of  organization  and  pres- 
entation. The  author  is  sometimes  dogmatic, 
as  one  must  necessarily  be  when  writing  a synop- 
sis. Many  cardiologists  would  take  exception 
to  the  statement  that  there  is  “only  one  kind  of 
heart  failure,  that  called  congestive  failure.” 
Surely  cardiac  arrest  in  heart  block  with  syncope 
is,  for  example,  one  variety  of  heart  failure  that 
is  not  congestive. 

In  summary  then,  this  is  a highly  recommended 
outline  of  internal  medicine  which  cannot  replace 
a textbook.  If  the  volume  were  shortened  by 
omission  of  the  specialty  chapters  and  the  illus- 
trations, satisfactory  though  the  latter  are,  the 
price  of  the  book  might  be  reduced  and  its  use- 
fulness enhanced. 

Milton  Plotz 
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Functional  Activities  of  the  Pancreas  and 
Liver.  A Study  of  objective  methods  for  the 
estimation  of  function  levels  in  health  and 
disease.  By  Charles  W.  McClure,  M.D.  Oc- 
tavo of  318  pages,  illustrated.  New  York, 
Medical  Authors’  Publishing  Company,  1937. 
Cloth,  $3.50. 

This  monograph  presents  the  results  of  many 
years  of  investigation  concerning  the  chemistry  of 
the  duodenal  contents.  In  addition  to  stand- 
ardizing laboratory  method  in  this  field,  some 
revolutionary  conclusions  are  offered  as  related 
to  the  physiology  of  pancreatic  secretion.  The 
author  and  his  associates  have  eliminated  by 
their  experiments  all  support  of  the  HC1  secretin 
mechanism  in  the  external  secretion  of  the  pan- 
creas. They  also  believe  that  concentration  of 
enzymes  in  the  digestive  duodenal  juice  is  not 
reduced  in  achylics.  Thus,  the  theory  of  a 
pancreatic  achylia  secondary  to  a gastric  achylia 
must  be  rejected.  The  existence  of  cholecy- 
stokinin,  as  described  by  Ivy,  is  questioned  in 
man. 

A study  of  liver  dysfunction  by  analysis  of 
duodenal  contents,  and  its  treatment  with  good 
results  by  intraduodenal  solutions  of  magnesium 
sulfate,  substantiates  some  of  the  earlier  work 
of  B . B . V.  Lyon  and  should  lead  to  a wider  thera- 
peutic application. 

The  theory  that  liver  functional  disturbance  is 
involved  in  the  etiology  of  migraine  is  again 
advanced,  and  good  results  from  intraduodenal 
therapy  are  related. 

Special  chapters  by  Tage  Christiansen  and  the 
late  Allan  W.  Rowe  substantiate  some  of  the 
conclusions  of  the  author  upon  the  subjects  of 
achylia  and  disturbed  liver  function. 

Owing  to  the  mass  of  data  and  detail  it  is  not  a 
book  that  one  can  read  consecutively.  The 
points  are  painstakingly  proved.  Distinct  con- 
tributions are  made  to  the  knowledge  of  the 
physiology  of  digestion.  The  section  of  the 
book  devoted  to  methods  and  technical  proce- 
dures should  be  valuable  to  the  worker  in  this 
field. 

Henry  F.  Kramer 

The  Clinical  Examination  of  the  Nervous  Sys- 
tem. By  G.  H.  Monrad-Krohn,  M.D.  Seventh 
edition.  Duodecimo  of  319  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1938.  Cloth,  $3. 

This  volume  has  been  recommended  for  years 
as  a textbook  to  be  used  in  the  instruction  of  the 
second-year  class  of  the  Department  of  Neurology 
of  New  York  University.  The  firm,  intelligent 
appreciation  by  this  group  of  students  as  a whole, 
of  the  basic  principle  of  a well-rounded,  sound 
neurophysical  examination,  is  an  ever-constant 
proof  of  the  value  of  this  book. 

Simplicity  is  the  rule,  rendering  the  grasp  of 
the  newer  points  to  the  initiate  fairly  easy.  Dr. 
Krohn  takes  a positive  stand  on  how  to  properly 
elicit  the  essential  tests.  Emphasis  is  placed  on 
a constant  routine  in  the  physical  examination. 
Certainly  the  meticulous  precision  of  a neural 
examination  is  exceeded  by  no  other  specialty, 
and  it  is  only  the  careful,  precise,  well- trained 
examiner  who  will  get  most  out  of  his  examina- 
tion. 


To  obtain  correct  responses  requires  a proper 
method  of  approach.  It  is  only  in  the  analysis 
of  findings  elicited  properly  that  an  exact  inter- 
pretation can  be  gained.  A student  trained  in 
the  “Krohn”  method  cannot  be  the  loser. 

In  this  edition,  new  illustrations  dealing  with 
ventriculography  and  encephalography  have  been 
introduced,  since  these  tests  are  of  basic  clinical 
importance. 

New  material  includes  a short  description  of 
angiography  and  a brief  outline  of  the  examina- 
tion of  unconscious  patients.  Numerous  addi- 
tions and  alterations  have  been  made — some 
chapters  partly  revised. 

The  book  has  reached  a size  of  310  pages,  but 
is  still  of  sufficient  compactness  to  be  carried  in 
the  coat  pocket.  One  hundred  and  eleven  illus- 
trations are  included. 

The  book  is  a “command  performance.” 

H.  R.  Merwarth 

Biology  for  Pharmaceutical  Students  and 
Others.  By  S.  Mangham,  M.A.,  and  A.  R. 
Hockley,  B.Sc.  Octavo  of  613  pages,  illustrated. 
Baltimore,  William  Wood  and  Company,  1938. 
Cloth,  $6.50. 

This  book,  as  the  author  states,  “is  designed 
primarily  to  meet  the  requirements  in  biology 
of  students  preparing  for  the  Preliminary  Scienti- 
fic Examinations  of  the  Pharmaceutical  Society 
of  Great  Britain.”  It  has,  however,  an  appeal 
to  all  classes  of  students,  irrespective  of  those 
interested  in  pharmacy,  who  desire  to  review  the 
elementary  principles  of  this  subject.  A large 
part  of  the  book  is  devoted  to  the  study  of  plants 
because  this  is  of  particular  interest  to  the  phar- 
macist. The  animal  body  and  its  functions  are 
then  taken  up,  but  not  as  completely  as  that  con- 
cerning plants.  Leaving  the  large  and  complex 
Vertebrata,  the  phylum  Protozoa  is  then  con- 
sidered with  special  attention  to  the  Ameba  and 
Paramecium.  After  brief  consideration  of  the 
earthworm  and  cockroach,  the  subjects  of  em- 
bryology and  evolution  are  presented  in  a limited 
way.  Frederick  Schroeder 

Big  Fleas  Have  Little  Fleas  or  Who’s  Who 
Among  the  Protozoa.  By  Robert  Hegner. 
Quarto  of  285  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1938.  Cloth,  $3. 

From  the  title  to  the  concluding  epode  there  is 
witty  progress  through  an  edifying  subject  made 
amusing  by  prose,  poetry,  and  picture.  The 
cartoons,  clear  line  drawings,  and  expeditionary 
p hotographs  furnish  much  to  enliven  and  enlighten 
the  reader.  And  would  that  experts  in  other 
’ologies  had  as  facile  a pen  as  Hegner  wields  in 
this  propagandizing  of  protozoology.  There  has 
been  given  a thorough  surveyal  of  protozoa, 
definite  ideation  of  host-parasite  relationship, 
and  practical  informative  material,  all  displayed 
by  an  artist  who  utilizes  “ambisextrous”  as 
expertly  as  “defaunate.”  With  his  sexy  quips 
he  seems  to  have  missed  only  one  opportunity, 
elucidation  of  the  etiologic  representative  for 
Granuloma  inguinale.  Everyone  should  have 
this  work  for  sheer  enjoyment,  whether  primarily 
interested  in  the  subject  or  not. 

Irving  M.  Derby 
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And  the  Stutterer  Talked.  By  A.  Herbert 
Kanter,  M.D.,  and  A.  S.  Kohn,  B.A.  Duodecimo 
of  236  pages.  Boston,  Bruce  Humphries,  Inc., 
1938.  Cloth,  $2. 

One  approaches  this  book  with  a certain 
amount  of  equivocation  as  he  reads  on  the  jacket 
a statement  “a  new  approach  to  the  problem,” 
and  in  another  statement,  “nothing  would  be  a 
greater  blessing  than  to  have  the  true  nature 
and  cause  of  stuttering  become  a matter  of 
common  knowledge.” 

This  book  is  written  in  the  form  of  a bio- 
graphy. It  tells  the  story  of  a stutterer,  from 
early  childhood  through  adulthood,  whose  entire 
life  is  apparently  dominated  and  thwarted  by 
his  speech  disorder.  The  biographic  form  of 
writing  seems  to  the  reviewer  to  be  the  only 
“new  approach  to  the  problem”  since  the  mate- 
rial itself  presents  nothing  new.  It  simply  re- 
iterates and  describes  in  simple  language  the 
personality  problems  and  psychologic  factors 
associated  with  stuttering.  This  conception  of 
the  importance  of  the  emotional  and  personality 
factors  in  stuttering  has  been  recognized  and 
stressed  by  many  writers  on  the  subject. 

As  to  the  true  nature  and  cause  of  stuttering, 
it  still  remains  unknown,  unless  one  accepts  as 
scientific  truth  such  general  statements  that  the 
stutterer  has  an  inherited  nervous  system  pre- 
disposed to  instability  which  has  received  a 
shock  in  early  childhood. 

The  author  can  be  given  credit  for  presenting 
in  a simple  and  effective  manner  the  modern 
conception  of  stuttering.  In  addition  to  that  he 
does  expose  the  many  charlatans  and  quacks  who 
exist  in  this  field. 

However,  the  title  of  the  book — And  The 
Stutterer  Talked — is,  to  say  the  least,  somewhat 
misleading.  The  reader  upon  seeing  the  title 
would  expect  the  principal  character,  Bill,  after 
all  his  vicissitudes,  finally  to  have  acquired 
normal  speech.  But  not  so — one  finds  at  the 
end  of  the  book  that  Bill  has  succeeded  in 
changing  from  the  tonic  to  a clonic  stutterer. 
Eureka! 

I.  W.  Karlin 

Shock  and  Related  Capillary  Phenomena. 
By  Virgil  H.  Moon,  M.D.  Octavo  of  442  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1938.  Cloth,  S3. 50. 

The  phenomenon  of  shock,  though  of  the  grav- 
est importance  in  medicine,  has  always  proved  a 
baffling  problem  to  both  internist  and  surgeon. 
Much  work  has  been  done  in  this  subject,  chiefly 
by  physiologists  and  more  recently  by  patholo- 
gists, and  many  theories  have  been  proffered 
in  explanation  of  the  train  of  symptoms  and  signs 
that  are  associated  with  this  phenomenon.  Dr. 
Virgil  Moon  has  for  a long  time  been  actively 
interested  in  this  problem,  and  has  examined  in 
detail  the  organs  and  tissues  in  cases  of  shock 
both  in  humans  and  in  lower  animals.  In  this 
present  volume  he  presents  a concise  and  lucid 
discussion  of  shock  and  related  capillary  phe- 
nomena, compressing  into  a small  volume  a brief 
discussion  of  the  structure,  distribution,  and 
function  of  the  capillaries  and  their  relation  to 
inflammation  and  shock.  He  later  discusses  the 


various  theories  of  shock  and  the  evidences  for 
them.  There  are  also  chapters  on  the  pathology 
of  shock,  anaphylactic  shock,  the  various  condi- 
tions in  which  shock  is  a prominent  picture,  and 
on  the  mechanics  of  death  in  these  conditions. 
In  the  final  chapter  he  cites  practical  considera- 
tions in  the  prevention  and  treatment  of  shock. 

It  is  a much-needed  work,  and  will  be  of  help 
to  all  physicians  and  surgeons  in  understanding 
some  of  the  basic  problems  underlying  the  baf- 
fling and  important  phenomenon  of  shock. 

David  M.  Grayzel 

Silicosis  and  Asbestosis.  By  various  au- 
thors. Edited  by  A.  J.  Lanza,  M.D.  Octavo  of 
439  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1938.  Cloth,  $4.25. 

To  those  interested  especially  in  pulmonary 
diseases  and  to  the  industrial  physician,  this  is  a 
most  welcome  and  timely  publication.  It  is 
authoritative,  and  covers  the  subject  from  every 
important  angle,  emphasizing  especially  the 
histologic  and  pathologic  counterpart  of  the 
x-ray  findings  of  nodulation  and  conglomerate 
shadows  of  simple  silicosis  and  silicosis  with 
infection. 

It  is  the  experimental  work  of  Dr.  Leroy  U. 
Gardner,  however,  which  clarifies  this  important 
subject  in  the  chapter  on  “Experimental  Pathol- 
ogy.” With  pure  silica  he  reproduced  in 
animals  tissue  changes  identical  with  human 
silicosis,  and  proved  that  this  increased  the 
susceptibility  to  tuberculosis.  This  funda- 
mental fact,  universally  accepted  at  present, 
raises  other  similarly  vital  questions  that  cannot 
be  answered  in  the  light  of  our  present  knowl- 
edge. What  is  the  relationship  of  silicosis  to  a 
previous  and  to  a superimposed  infection? 
Does  removal  from  exposure  influence  silicosis 
and  its  effect  on  a previous  and  superimposed 
infection?  These  and  many  other  questions 
await  the  accumulation  of  scientific  and  factual 
data  of  research. 

Both  silicosis  and  asbestosis  are  industrial 
dust  diseases  and  are  compensable  under  the 
Workmen’s  Compensation  Laws  of  the  State  of 
New  York.  For  the  public  health  worker  in  his 
efforts  to  make  industrial  life  or  occupations 
safer  for  the  workers  in  dusty  environments,  this 
book  contains  a table  of  all  industrial  uses  of 
silica. 

Peter  Amazon 

Medicine  in  the  Outpatient  Department.  An 
Introductory  Handbook.  By  Winthrop  Wether- 
bee,  Jr.,  M.D.  16  mo.  of  111  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1938.  Cloth,  $1. 

This  is  a very  handy  pocket-sized  volume  for 
medical  students  about  to  start  outpatient  work. 
The  introductory  pages  summarize  the  type  of 
work  which  will  be  encountered  and  the  manner 
in  which  the  student  should  approach  it.  The 
rest  of  the  book  briefly  reviews  some  valuable 
principles  of  diagnosis  and  therapy,  and  is  replete 
with  pithy  dicta  of  great  service  to  the  beginner. 
The  last  section  reviews  the  essentials  of  good 
history-taking  and  physical  examination.  This 
work  can  be  warmly  recommended. 

Andrew  M.  Bab  by 
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Editorial 


A Wartime  Lesson 

The  present  European  War  furnishes  still  another  example  of  the 
destructive  effects  of  political  control  over  medical  practice.  In 
Germany  virtually  the  entire  working-class  population  is  compul- 
sorily insured.  It  was  therefore  an  easy  matter  for  the  Nazi  Govern- 
ment to  bar  Jewish  and  dissident  “Aryan”  physicians  from  practice 
by  closing  the  Krankenkassen  to  them. 

Naturally  this  produced  a shortage  of  qualified  medical  men.  To 
supply  the  deficiency  the  Ministry  of  Education  shortened  the  medi- 
cal course  by  nearly  two  years.  Since  even  this  drastic  step  did  not 
suffice  to  relieve  the  shortage  (for  Nazi  Germany  is  not  a healthful 
place  in  which  to  live) , the  government  then  went  so  far  as  to  license 
a special  class  of  “healing  practitioners”  who  are  without  regular 
medical  training  but  who  possess  an  “intuitive  ability”  to  cure  the 
sick. 

Today,  with  the  nation  at  war  and  military  duties  requiring  the 
services  of  many  practitioners,  the  shortage  of  qualified  medical  men 
in  Germany  is  acute — so  acute,  in  fact,  that  it  is  reported  that  some 
Jewish  physicians  are  being  permitted  to  resume  practice.  After 
seven  years  of  Nazism,  however,  many  of  the  best  German  physi- 
cians are  now  in  exile;  and  a large  number  of  those  who  have  re- 
mained in  the  country  are  too  demoralized,  after  years  of  enforced 
idleness  and  persecution,  to  render  high  quality  service.  Of  the 
Heilpraktikers — who  cure  by  “intuitive  ability” — nothing  need  be 
said. 

In  the  situation  in  Germany,  though  conditions  there  are  ad- 
mittedly extreme,  there  is  a warning  to  every  democratic  country 
that  thinks  to  increase  the  quantity  of  medical  service  by  placing  it 
under  lay  political  control.  The  rise  of  medical  standards  in  the 
present  century  and  the  phenomenal  advance  in  preventive  and 
therapeutic  methods  are  due  to  the  zeal  and  responsibility  of  the 
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medical  profession.  To  curb  that  zeal  by  bureaucratic  regulations 
and  to  devitalize  that  responsibility  by  political  domination,  is  to 
invite  a decadence  of  professional  stamina  and  an  insufficiency  of 
skilled  care. 


Symptoms  Masked  by  Sulfanilamide 

As  we  have  repeatedly  intimated,  several  years  will  have  elapsed 
before  the  story  of  sulfanilamide  therapy  can  be  written  definitively. 
Claims  originally  made  have  been  withdrawn  or  modified.  Its 
therapeutic  scope  has  been  enlarged  from  the  limited  one  first  pro- 
posed. Toxic  manifestations  are  more  thoroughly  understood  and 
more  readily  controlled.  Finally,  certain  phases  of  the  use  of  this 
chemical  have  already  reached  the  stage  of  preciseness. 

No  branch  of  medicine  has  had  more  occasion  to  estimate  the 
value  of  this  drug  than  otorhinolaryngology,  wherein  the  vast  ma- 
jority of  infections  are  caused  by  the  Streptococcus  hemolyticus. 
Had  sulfanilamide  here  done  nothing  more  than  it  did  when  it 
changed  the  prognostic  “sign”  of  otitic  streptococcic  meningitis 
irom  fatal  to  favorable,  its  worth  would  have  been  established  without 
question.  But  this  ability  to  cope  with  complications  of  lethal  im- 
port has  impressed  many  with  the  possibility  of  limiting  still 
further  infections  of  the  upper  respiratory  tract  which  of  themselves 
are  self-limiting  in  nature.  It  has  resulted,  therefore,  in  the  indis- 
criminate use  of  sulfanilamide  for  all  minor  infections  of  the  ear,  nose, 
and  throat.  This  factor  has  led  to  a further  observation  concerning 
sulfanilamide  which  is  extremely  important  clinically. 

Maybaum,  Snyder,  and  Coleman1  have  noted  that  its  use  “masks” 
symptoms  in  acute  purulent  otitis  media,  distorts  the  recognition  of 
known  symptoms  and  signs  in  otitic  lesions,  and  gives  a false  sense 
of  security  in  that  the  pathologic  process  in  the  temporal  bone  may 
progress  without  exhibiting  the  evidence  that  ordinarily  attends 
such  an  advance.  Periods  of  quiescence,  which  persist  until  either 
the  drug  is  withdrawn  because  of  the  false  impression  gained  by  the 
improvement  or  until  an  intracranial  involvement  manifests  itself, 
are  evident  in  their  case  reports.  There  are  two  impressions  to  be 
gained  from  their  study.  The  first — that  sulfanilamide  changes  the 
clinical  picture  of  the  otitic  infections  commonly  encountered  by  the 
general  practitioner  and  that  consequently,  when  he  uses  the  drug 
for  these  conditions,  he  may  be  endangering  his  patient  by  unduly 
prolonging  the  period  of  observation;  and  second — that  the  usual 
indications  for  surgery  on  the  temporal  bone  are  obscured  by 
sulfanilamide  and  therefore  added  caution  is  essential. 


1 Maybaum,  J.  L.,  Snyder,  E.  R..  and  Coleman,  L.  L.:  J.A.M.A.  112:  2589  (June  24)  1939. 
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On  the  other  hand,  this  “masking,”  or  analgesic  effect  of  sulfa- 
nilamide, appears  to  be  of  value  in  ophthalmologic  practice,  ac- 
cording to  Bailey  and  Soskin.1  They  found  that  in  nine  patients 
suffering  from  severe  corneal  ulcers  due  to  burns  or  trauma,  ocular 
pain  and  headache  were  completely  relieved  and  sleep  was  possible 
throughout  the  night  without  the  use  of  an  opiate.  This  analgesic 
effect  was  evident  while  the  ulcers  were  in  their  florid  state  and 
while  the  sensitive  corneal  fibrils  were  still  fully  exposed. 

We  know  that  similar  clinical  manifestations  have  been  noted  in 
other  fields.  Perhaps  the  spectacular  results  that  have  been  achieved 
by  this  drug  have  overshadowed  this  important  phase  of  sulfa- 
nilamide, hitherto  spoken  of  only  in  the  coatrooms.  More  such 
articles. 


An  Irrational  Yardstick 

When  laymen  attempt  to  fix  the  value  of  medical  service,  odd 
things  happen.  In  the  lay  eye — and  particularly  the  lay  politician’s 
— every  laborer  is  worthy  of  his  hire  except  the  doctor. 

In  estimating  the  relative  value  of  various  types  of  work,  it  seems 
obvious  that  certain  pertinent  factors  should  enter  into  the  de- 
termination. How  important  is  the  work?  Does  it  require  a 
long,  expensive  period  of  preparation?  What  are  the  risks  in- 
volved? Does  it  demand  special  skill  or  impose  heavy  responsi- 
bilities ? 

Judged  by  any  one  of  these  criteria,  medical  service  should  com- 
mand a high  wage.  The  medical  course,  with  its  subsequent  period 
of  hospital  internship,  is  longer  and  costlier  than  the  training  for 
any  other  occupation.  The  physician’s  life  is  full  of  risks  and 
weighted  with  responsibilities.  The  service  he  renders  is  indispen- 
sable and  demands  the  utmost  judgment  and  skill. 

Nevertheless,  the  Philadelphia  County  Assistance  Board  con- 
siders at  least  six  trades  deserving  of  greater  financial  rewards  than 
medical  practice.  According  to  figures  recently  published  in  the 
the  physician’s  hourly  compensation  of  $1.51  is  bettered 
by  $1.79  an  hour  for  a bricklayers’  foreman,  $1.65  for  iron  and  steel 
workers,  $1.62  for  ordinary  bricklayers,  $1.60  for  marble  setters  and 
polishers,  and  $1.55  for  plasterers.  Yet  none  of  these  trades  com- 
pares with  medical  practice  in  the  skill  and  preparation  required 
for  them,  the  risks  and  responsibilities  they  entail,  or  in  the  benefits 
they  confer. 

The  schedule  described  above  is  a warning  to  physicians  not  to 
let  control  of  their  profession  slip  into  the  hands  of  lay  bureaucrats. 


1 Bailey,  J.  H.,  and  Soskin,  E.:  Arch.  Ophth.  22:  89  (July)  1939. 
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The  average  medical  income  in  this  country  is  too  low  as  it  is.  In 
fact,  advocates  of  compulsory  health  insurance  frequently  call  at- 
tention to  this  in  an  attempt  to  win  over  the  rank  and  file  of  the 
profession  to  their  side.  Actions  speak  louder  than  words,  however. 
As  far  as  physicians  are  concerned,  the  wage  scale  adopted  by  the 
Philadelphia  County  Assistance  Board  is  an  eloquent  argument  for 
rejecting  lay  political  control  of  medical  care. 

Pancreatic  Function 

The  physiologic  study  of  pancreatic  activity  has,  in  the  main, 
been  confined  to  the  experimental  laboratory.  The  use  of  the  so- 
called  clinical  enzyme  tests  has  been  shown  to  be  of  doubtful  value 
because  of  the  variable  and  inconstant  results  obtained.  Since  the 
isolation  of  secretin  in  a pure  state  from  the  small  intestine  of  the 
dog,1  and  its  standardization  pharmacologically,  a series  of  im- 
portant clinical  observations  of  pancreatic  function  in  health  and 
disease  has  been  made  in  the  human. 

The  most  recent  report  is  that  of  Diamond,  Siegel,  Gall,  and 
Karlen.2  With  the  aid  of  a specially  constructed  gastroduodenal 
tube,  they  are  able  to  obtain  an  uncontaminated  pancreatic  juice 
without  interference  of  the  gastric  hydrochloric  acid  stimulus. 
Secretin,  which  has  a specific  effect  upon  the  external  secretory  cells 
of  the  pancreas,  when  injected  intravenously,  increases  the  volume 
of  secretion,  the  amount  of  bicarbonate,  and  the  output  of  all  the 
enzymes.  These  normal  phenomena,  Diamond  et  al.  have  shown  to 
be  altered  in  pathologic  states  such  as  mechanical  obstruction  of 
the  pancreatic  duct,  steatorrhea,  and  chronic  intermittent  diar- 
rhea. 

This  alteration  consists  of  an  “instability  in  the  response  of  the 
pancreatic  cell  with  regard  to  enzyme  output  characterized  by  dis- 
sociation of  the  enzymes  affecting  lipase  and  trypsin  and  least  the 
diastase.”  Since  there  is  no  uniformity  observed,  all  the 
enzymes  must  be  studied  simultaneously  in  the  performance  of  this 
test. 

It  is  suggested  that  secretin  may  have  therapeutic  value  in  that 
several  cholecystectomized  patients  with  persistent  symptoms  re- 
ported marked  clinical  improvement  following  its  use.  Thus,  a new 
clinical  approach  to  the  study  of  pancreatic  disease  is  made  avail- 
able. As  observations  accumulate,  more  exact  diagnoses  may  be 
expected,  and  more  “idiopathic”  diseases  explained  on  a real, 
etiologic  basis. 

1 Wilander,  O.,  and  Agnew,  G. : Biochem.  Ztschr.  250:  489  (1932). 

* Diamond,  J.  S.f  Siegel,  S.  A.,  Gall,  M.  B.,  and  Karlen,  S.:  Am.  J.  Digest.  Dis.  & Nutrition  6:  366 
(Aug.)  1939. 
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PROGRAM 


(Sessions  start 

WEDNESDAY,  OCTOBER  18,  1939 

GENERAL  CONSIDERATION  OF 
DIET 

Dr.  A.  F.  R.  Andresen,  Clinical  Pro- 
fessor of  Medicine,  Long  Island  College 
of  Medicine,  Brooklyn,  N.  Y. 

DIET  IN  CARDIAC  DISEASES  AND 
ARTHRITIS 

Dr.  Russell  L.  Cecil,  Professor  of  Clinical 
Medicine,  Cornell  University  Medical 
School,  New  York  City 

DIET  IN  RELATION  TO  ALLERGY 

Dr.  Robert  A.  Cooke,  Assistant  Pro- 
fessor of  Clinical  Medicine,  Cornell 
University  Medical  School,  New  York 
City 


at  9:00  A.M.) 

WEDNESDAY,  NOVEMBER  1,  1939 

DIET  IN  DIABETES  MELLITUS 
Dr.  Charles  B.  F.  Gibbs,  Assistant  Pro- 
fessor of  Medicine,  University  of 
Rochester  School  of  Medicine,  Roch- 
ester, N.  Y. 

DIET  IN  OBESITY  AND  UNDER- 
NUTRITION 

Dr.  William  A.  Groat,  Professor  of  Clini- 
cal Pathology,  Syracuse  University 
College  of  Medicine,  Syracuse,  N.  Y. 

DIET  IN  DISEASES  OF  THE  GASTRO- 
INTESTINAL TRACT 
Dr.  A.  H.  Aaron,  Associate  Professor  of 
Medicine,  University  of  Buffalo  School 
of  Medicine,  Buffalo,  N.  Y. 


WEDNESDAY,  OCTOBER  25,  1939  WEDNESDAY,  NOVEMBER  8,  1939 


DIET  IN  PREGNANCY  AND  LACTA- 
TION 

Dr.  Edward  C.  Hughes,  Professor  of 
Obstetrics,  Syracuse  University  Col- 
lege of  Medicine,  Syracuse,  N.  Y. 

DIET  IN  INFANCY  AND  CHILD- 
HOOD 

Dr.  Henry  L.  K.  Shaw,  Clinical  Pro- 
fessor of  Pediatrics,  Albany  Medical 
College,  Albany,  N.  Y. 

DIET  AND  DEFICIENCY  DISEASE 

Dr.  Thomas  T.  Mackie,  Attending 
Physician,  Roosevelt  Hospital,  New 
York  City 


DIET  IN  RENAL  DISEASES 
Dr.  William  S.  McCann,  Professor  of 
Medicine,  University  of  Rochester 
School  of  Medicine,  Rochester,  N.  Y. 

DIET  IN  RELATION  TO  SURGERY 
Dr.  Samuel  Standard,  Assistant  Clinical 
Professor  of  Surgery,  New  York  Uni- 
versity College  of  Medicine,  New 
York  City 

THE  ENERGY  FACTOR  IN  NUTRI- 
TION 

Dr.  John  R.  Murlin,  Professor  of  Vital 
Economics,  University  of  Rochester 
School  of  Medicine,  Rochester,  N.  Y. 


The  program  of  lectures  by  dietitians  will  be  announced  in  a later  issue. 


Ample  opportunity  will  be  provided  at  all  the  sessions  for  submitting 
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Current  Comment 


“Does  any  sane  person  think  that 
greater  progress  can  be  made  in  fighting 
cancer  by  political  doctors,  merely  con- 
cerned about  holding  political  jobs,  than 
by  the  free  scientists  of  the  medical  pro- 
fession backed  by  the  liberal  endowments 
of  civic-minded  philanthropists?  ...  It 
is  true  that  in  many  cases,  the  expense  of 
medical  care  and  hospitalization  is  be- 
yond the  householder’s  means.  Yet  there 
is  no  country  in  the  world  where  so  much 
free  service  is  available.  Every  city  and 
every  county  make  provisions  for  the  aid 
of  those  unable  to  pay.  . . . Does  anyone 
believe  that  a ‘state  doctor’  will  have  any 
more  personal  or  professional  interest  in  a 
patient  than  a doctor  in  private  medical 
practice?  . . . State  medicine  is  social 
quackery  at  its  worst.  And  its  most 
pathetic  victims  would  be  those  unfortu- 
nates whom  the  sophomoric  theorists  like 
to  picture  as  its  beneficiaries.” — From  a 
recent  article  in  the  Los  Angeles  Times , 
written  by  W.  Kee  Maxwell,  former  pub- 
lisher of  the  Fullerton  News -Tribune. 


“The  family  doctor  is  a cornerstone  of 
American  life.  To  millions  he  is  a priest 
rather  than  a physician.  . . . The  day  of 
high-pressure  specialists  and  high-sound- 
ing sanatoria  has  not  changed  him.  The 
burden  of  calls  upon  the  poor  and  needy 
has  not  broken  him.  The  allure  of  fame 
and  fortune  in  unknown  trails  of  research 
has  not  dazzled  him.  The  darkness  of 
depression  and  debt  has  not  dismayed 
him.  Rich  or  poor,  in  costly  hospitals  or 
free  clinics,  in  lofty  apartments  or  third 
floors  back,  the  American  doctor  has 
carried  on.  The  nation  is  proud  of  his 
record. 

“.  . . No  wonder,  therefore,  that  every 
right-thinking  doctor  is  aroused  to  pre- 
serve his  profession.  If  every  patient 
and  friend  of  every  doctor  wheel  into 
action,  the  most  powerful  lobby  in  history 
will  be  created  to  fight  political  medicine. 
. . . Doctors  themselves  must  drop  pro- 
fessional shrouds  and  act  as  citizens.  The 
question  of  professional  ethics  is  not  in- 


volved when  one’s  profession  is  at  stake. 
The  dangerous  shadow  of  totalitarianism 
in  the  professions  affects  every  lawyer, 
teacher,  minister,  and  engineer,  as  well  as 
ever  doctor.” — From  an  article  by  Charles 
Morris  Mills  in  the  June  11  New  York 
Herald-Tribune , called  to  our  attention  in 
the  Bulletin  of  the  Passaic  County  (N.  J.) 
Medical  Society. 

• • • 

“The  degree  to  which  this  insincere 
and  despicable  libel  upon  the  American 
doctor  has  succeeded  in  destroying  the 
confidence  of  the  public  in  the  fidelity 
and  integrity  of  its  medical  servants,  is 
the  measure  of  a signal  disservice  rendered 
the  American  people  by  their  government. 

“Now  that  the  fraud,  guile,  and  legalis- 
tic quackery  of  this  assault  has  been  com- 
pletely revealed  by  the  ignominy  of  its 
abortion — we  believe  the  American  press 
will  share  the  resentment  of  the  medical 
profession  and  its  friends  at  the  shabby 
deception  that  has  been  practiced  upon 
them.  And  although  corrections  never 
receive  as  prominent  a notice  as  the 
original  error — we  hope  the  press  will  give 
this  vindication  the  attention  it  de- 
serves. . . . 

“The  indictment  of  the  Medical  Pro- 
fession has  been  converted  into  a con- 
viction of  its  accuser,  the  Federal  Govern- 
ment— a conviction  that  only  an  honor- 
able and  forthright  deportment  in  future 
can  discharge.” — The  editors  of  the 
Westchester  Medical  Bulletin  for  August 
discuss  “A  Victory  for  the  Profession  and 
for  the  People.” 


“Perhaps  we  shouldn’t  refer  to  a man 
as  a chiseler  if  he  accepted  the  benefits 
made  possible  through  organized  medi- 
cine yet  refused  definitely  to  identify 
himself  with  it.  Still,  wouldn’t  it  be  a 
decided  understatement  to  merely  say 
that  such  an  individual  was  willing  to  go 
along  for  a free  ride?” — Conjecture  in  th£ 
Bulletin  of  the  Toledo  Academy  of  Medicine 
of  recent  date. 


THE  ROLE  OF  POSTURE  IN  CHRONIC  ARTHRITIS 


Henry  H.  Jordan,  M.D.,  New  York  City 


IN  selecting  “The  Role  of  Posture  in 
Chronic  Arthritis”  as  my  topic  for 
presentation  before  the  Session  on 
Physical  Therapy,  I have  been  guided  by 
the  desire  to  contribute  to  the  general  dis- 
cussion a subject  of  equal  interest  to  the 
physiotherapist  and  the  orthopedic  sur- 
geon. I intend  to  deal  with  some  mod- 
em conceptions  of  body  mechanics  and 
with  a few  recent  types  of  orthopedic  ap- 
pliances that  have  a definite  place  in  the 
treatment  of  this  chronic  disease. 

The  role  of  posture  in  chronic  arthritis 
has  long  been  recognized,  and  the  im- 
mense literature  hardly  ever  fails  to  men- 
tion its  influence  according  to  the  author’s 
ideas  on  the  etiology  and  treatment  of 
this  disease.  It  is  not  within  the  scope 
of  this  paper  to  dive  into  the  history  of 
the  subject  under  discussion  or  even  to 
cite  the  outstanding  contributions  from 
the  literature.  However,  with  an  eye  to 
orthopedic  tradition,  I should  like  to  pay 
homage  to  the  author  of  the  first  ex- 
tremely popular  book  on  orthopedics, 
Nicholas  Andry,  of  Paris.  In  his 
L’Orthopedie  ou  L' Art  de  Prevenir  et 
Corriger  dans  les  Enfants,  les  Diffor- 
mites  du  Corps , which  appeared  in 
Paris  in  1741,  he  deals  with  the  influence 
of  posture  on  the  entire  body  and  with 
training  in  body  mechanics.  One  of  the 
etchings  in  his  book  has  justly  been  con- 
sidered a symbol  of  orthopedics. 

Jumping  almost  two  centuries  to  our 
days,  we  find  the  spirit  of  Andry  reborn 
in  J.  E.  Goldthwait,  who  has  developed 
Andry’s  ideas  in  the  light  of  modem 
science  and  has  emphasized  the  role  of 
posture  for  the  prevention  and  treat- 
ment of  chronic  arthritis.  “Posture  or 
body  mechanics  plays  a very  important 
part  in  the  production  of  arthritis,  and 
also  in  its  treatment.”1 

Classification  of  chronic  arthritis  re- 


mains a problem.  The  desire  to  find  a 
valid  terminology  for  the  arthritides  and 
arthroses  is  so  strong  that  only  too  often 
a discussion  of  vitally  interesting  facts 
ends  in  a fight  about  nomenclature. 
Although  classification  is  important  for 
the  understanding  among  the  workers  in 
this  extensive  field  and  also  for  simpli- 
fying and  standardizing  the  treatment 
of  different  types  of  arthritis,  lack  of 
sufficient  knowledge  as  to  the  etiology 
makes  rational  classification  as  yet  im- 
possible. We  should,  therefore,  refrain 
from  wasting  too  much  energy  on  pre- 
mature terminology.  Fortunately  classi- 
fication is  of  minor  importance  for  the 
discussion  of  the  role  of  posture  in  chronic 
arthritis. 

From  the  viewpoint  of  body  mechanics, 
we  are  dealing  in  atrophic  as  well  as  in 
hypertrophic  arthritis,  regardless  of  its 
etiology,  with  an  abnormal  condition, 
an  inferiority  or  insufficiency  of  the  frame- 
work of  the  body.  One,  or  several,  or 
all  of  the  skeleton’s  most  vital  elements, 
the  joints,  may  be  the  site  of  the  original 
lesion  or  of  secondary  changes.  Such  is 
the  interrelation  of  the  structural  elements 
of  the  body  machine  that  loss  of  function 
of  even  one  single  link  will  affect  the  en- 
tire chain  (as  will  be  shown  later)  and 
seriously  interfere  with  the  equilibrium 
between  the  working  capacity  of  the 
organic  entity  and  the  demands  made 
upon  it.  This  equilibrium,  essential  for 
the  well-being  and  efficiency  of  the  in- 
dividual, may  be  disturbed  by  abnormal 
demands  made  upon  a normal  body — ex- 
trinsic causes;  or  by  pathologic  weak- 
ness, or  insufficiency  of  the  organ — in- 
trinsic factors.  Chronic  arthritis  is  one 
of  the  latter,  and  of  the  greatest  prac- 
tical importance. 

The  causative  relation  is  twofold  be- 
tween chronic  arthritis  and  posture. 
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Deformity  and  loss  of  function  of  diseased 
joints  disturb  the  statics  and  dynamics  of 
the  entire  body  machine  or  at  least  of 
some  of  its  sections,  and  thus  lead  to  de- 
fective posture.  On  the  other  hand, 
poor  body  mechanics,  e.g.,  those  due  to 
constitutional  inferiority  of  soft  tissue 
structures,  or  localized  muscular  defects 
through  infantile  paralysis,  throw  ab- 
normal demands  upon  the  articular  units 
of  the  framework,  thus  acting  as  an  ex- 
trinsic factor  (as  far  as  the  joints  are  con- 
cerned) and  playing  a role  in  the  develop- 
ment of  chronic  arthritis.  In  any  event, 
correction  of  posture  is  necessary  in  order 
to  achieve  the  prophylactic  or  therapeutic 
purpose. 

One  cannot  discuss  the  analysis  of  the 
elements,  and  consequently  the  treat- 
ment of  faulty  posture,  without  some  defi- 
nite idea  about  posture  in  general  and 
the  standard  for  “normal”  posture  in  a 
given  individual.  A wealth  of  literature 
on  this  subject,  anatomic,  physiologic,  and 
therapeutic,  is  at  our  disposal,  and  all 
workers  interested  in  the  treatment  of 
postural  defects  are  doubtless  familiar 
with  the  general  principles.  A few  of  the 
more  important  facts,  however,  deserve 
a brief  explanation.  As  a rule,  the  word 
“posture”  is  used  in  describing  man’s  up- 
right position  or  erect  carriage,  and 
therefore  studies  of  normal  and  patho- 
logic conditions  are  frequently  limited 
to  standing  and  walking.  The  mechanics 
of  posture  are,  however,  of  almost  equal 
importance  in  the  positions  of  sitting  and 
lying  down,  as  long  as  patients  with 
chronic  arthritis  must  spend  so  much  time 
in  bed  or  in  a wheel  chair. 

What  is  the  normal  upright  posture? 
As  Steindler2  has  pointed  out,  it  is  better 
to  determine  normalcy  of  posture  from 
physiologic  and  physical  points  of  view 
than  to  give  it  a purely  anatomic  defini- 
tion. He  calls  a standard  for  normal 
posture  one  which  contains,  in  addition 
to  the  individual  morphologic  descrip- 
tion, the  particular  relationship  to  gravital 
stresses  arising  out  of  the  individual 
anatomic  build  within  certain  accepted 
limits.  “To  recognize  posture  as  either 
normal  or  abnormal  it  is  above  all  else 


necessary  to  establish  the  relation  of  the 
line  and  the  center  of  gravity  to  conven- 
tional points  or  landmarks  of  the  skele- 
ton. The  anatomical  fluctuation  within 
these  fixed  relations  will  give  the  limits  of 
physiological  posture.” 

For  the  practical  purpose  of  recognizing 
and  treating  the  elements  of  faulty  pos- 
ture in  chronic  arthritis  it  is,  fortunately, 
sufficient  to  study  the  correct  alignment 
of  the  spine  and  the  lower  extremities 
with  regard  to  the  center  of  gravity. 

In  the  upright  standing  position  the 
line  of  gravity  intersects  the  spine  at  the 
cervicodorsal  and  dorsolumbar  junctions 
and  runs  in  front  of  the  sacroiliac  articu- 
lation. Moreover,  the  promontory  lies 
in  the  same  vertical  plane  with  the 
shoulder  and  hip  joints,  the  axes  of  the 
knee,  and  the  ankle  joints. 

Furthermore,  in  a normal  leg  in  the 
upright  position,  the  plumb  line  repre- 
senting the  center  axis  of  gravity  of  the 
extremity  runs  from  the  center  of  the  hip 
joint  through  the  center  of  the  knee 
joint,  the  center  of  the  ankle  joint,  and 
hits  the  ground  in  the  mid-line  of  the 
os  calcis.  The  axes  of  the  knee  joint  and 
the  ankle  joint  form  a right  angle  with  the 
plumb  line. 

Whenever  the  correct  posture  with  re- 
gard to  the  plumb  line  is  disturbed,  the 
body  tries  to  restore  and  maintain  the 
proper  balance  with  a possible  minimum 
of  muscular  effort.  For  instance,  in- 
creased dorsal  kyphosis  may  be  compen- 
sated for  by  increased  lumbar  lordosis ; de- 
creased pelvic  inclination  flattens  the  lum- 
bar lordosis  and,  consequently,  the  dorsal 
kyphosis,  in  order  to  maintain  the  proper 
relation  of  the  entire  body  to  the  line  of 
gravity.  A marked  valgus  position  of 
the  foot  requires  a reorientation  of  the 
entire  extremity  to  the  plumb  line  and 
may  lead  to  a genu  valgum. 

Such  “natural  compensation”  of  static 
and  dynamic  faults  depends  chiefly  on 
the  function  of  the  articulations.  De- 
struction of  joints  in  chronic  arthritis  and 
the  development  of  contractures  and  de- 
formities may  render  the  problem  of 
compensation  for  a malalignment  of  a 
section  of  the  spine  or  an  extremity  ex- 
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tremely  difficult.  A most  instructive 
example  is  found  in  Boehler’s  book  on 
fractures3:  a compression  fracture  of  one 
vertebral  body  at  the  dorsolumbar  bor- 
der, e.g.,  the  first  lumbar  vertebra,  has 
not  been  reduced.  Consequently  the 
vertebral  body  of  lumbar  one  is  now 
wedge-shaped  with  the  base  of  the  wedge 
dorsally;  this  leads  to  a marked  localized 
dorsal  kyphus  or  gibbus,  affecting  the 
posture  of  the  entire  spinal  column. 
A younger  individual  with  freely  movable 
joints  compensates  for  the  deformity  by 
hyperextension  of  the  hip  joints  and  the 
sections  of  the  spine  below  and  above  the 
site  of  the  lesion.  He  is  able  to  restore 
the  upright  posture  at  the  expense  of 
abnormal  strain  to  the  compensating 
elements  of  the  spine,  chiefly  the  lum- 
bosacral junction.  This  in  turn  causes 
pain  and  leads  to  secondary  pathologic 
changes  of  the  affected  structures.  If, 
however,  in  a patient  with  chronic  ar- 
thritis the  spine  and  the  hip  joints  have 
lost  their  motility  to  such  an  extent  that 
they  cannot  assume  a position  of  hy- 
perextension, this  patient  can  retain  the 
erect  carriage  only  by  flexing  his  knee 
joints,  at  the  same  time  increasing  the 
inclination  of  the  pelvis. 

Finally,  if  such  compensatory  action  is 
completely  lacking,  the  patient  is  not 
able  to  balance  his  body  by  adequate 
alignment  to  the  center  of  gravity;  he 
can  stand  and  walk  only  by  supporting 
the  body  with  the  aid  of  two  canes. 

Spine,  pelvis,  and  lower  extremities 
represent  one  functional  unit,  a kinetic 
chain  of  links.  Any  alteration  in  shape, 
position,  and  function  of  one  of  the  links 
affects  the  entire  chain.  This  phenome- 
non is  readily  understood  when  observing 
the  static  and  dynamic  structure  of  both 
legs  and  of  the  pelvis.  Von  Baeyer  has 
coined  the  term  “geschlossene  Glieder- 
kette,”  which  means  a closed  or  unin- 
terrupted chain  of  links.6  If  a person 
stands  on  both  feet,  such  a closed  chain 
is  formed,  for  example,  by:  ground,  left 
foot,  left  lower  leg,  left  thigh,  pelvis,  right 
thigh,  and  back  to  the  ground,  through 
the  corresponding  links  on  the  right  side. 
The  ground  represents  the  final  link  in  this 


closed  chain.  The  motion  of  the  sole  of 
the  foot  on  the  ground  occurs  in  what 
may  be  considered  as  an  additional  joint 
and  may,  therefore,  be  termed  “Aus- 
sengelenk,”  i.e.,  extrinsic  joint.  If  in  this 
closed  chain,  one  knee  joint,  for  example, 
is  flexed  from  full  extension  to  100° 
flexion,  the  relative  position  of  the  other 
links  in  the  chain  immediately  changes. 
Flexion  of  the  left  knee  joint  causes  dorsi- 
flexion  of  the  left  ankle  joint,  abduction 
of  the  left  hip  joint,  and  downward  tilting 
of  the  left  side  of  the  pelvis.  Likewise,  a 
valgus  position  of  the  heel,  abduction  of 
the  forefoot,  and  (in  order  to  permit 
propulsion  of  the  foot)  external  rotation 
of  the  entire  leg  influence  the  position 
of  the  pelvis,  particularly  its  inclina- 
tion, and  subsequently  the  lumbar  lor- 
dosis. This  example  shows  that  the 
position  of  the  foot  has  a direct  influence 
on  more  proximal  sections  of  the  skeleton 
through  the  closed  chain.  An  under- 
standing of  the  mechanism  of  the  closed 
chain  explains  the  fact  that  lower  back 
pain  is  frequently  due  to  deformity  or 
malalignment  solely  of  the  feet,  which 
leads  to  a secondary  malposition  of  the 
pelvis. 

Finally,  I should  like  to  mention  the 
role  of  the  abdominal  muscles  in  posture 
as  compared  with  the  spinal  muscles.  In 
the  past,  the  latter  have  received  most  of 
the  attention  in  the  treatment  of  pos- 
tural deformities  of  the  spine,  while  the 
abdominal  muscles  have  been  somewhat 
neglected.  The  role  of  the  abdominal 
wall  and  of  the  diaphragm  has  been 
chiefly  recognized  with  regard  to  the 
function  of  the  thoracic  viscera  and  the 
stimulation  of  the  abdominal  organs.  A 
strong  abdominal  musculature  is,  how- 
ever, of  great  significance  for  the  statics 
and  dynamics  of  the  entire  spine.  Schanz 
in  particular  has  emphasized  the  impor- 
tance of  the  abdominal  wall  and  of  the 
“abdominal  bag”  in  supporting  the  spine. 
Leo  Mayer  has  stressed  the  influence  of 
unilateral  paralysis  of  the  abdominal 
muscles  (due  to  infantile  paralysis)  on 
the  development  of  pelvic  obliquity 
and  its  role  as  a causative  factor  in  para- 
lytic scoliosis.  Apart  from  the  direct 
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action  of  the  abdominal  muscles  on  the 
spinal  column,  there  are  two  indirect 
results  of  an  insufficient  abdominal  mus- 
culature. An  individual  with  asthenic 
muscles  is  suspended  in  his  ligaments, 
frequently  poor  in  quality;  they  soon 
become  overstretched,  and  the  articular 
surfaces  of  the  bones  are  subjected  to 
abnormal  pressure  in  a wrong  position 
with  regard  to  the  axis  of  the  joint.  In- 
congruity of  the  articular  surfaces  results, 
which  is  generally  recognized  as  one  of 
the  essential  causes  of  hypertrophic  ar- 
thritis. The  lumbosacral  junction  and 
the  sacroiliac  joints  are  the  first  ones  to 
suffer.  Secondly,  an  atonic  abdominal 
wall  leads  to  increased  pelvic  inclination 
and  lumbar  lordosis.  The  center  of 
gravity  of  the  body  is  displaced  ventrally, 
and  the  ligamentous  structures  of  the 
pelvic  junctions  are  taxed  by  an  unfavor- 
able weight  distribution.  Obesity,  which 
not  infrequently  complicates  flabbiness 
of  the  abdominal  musculature,  aggra- 
vates the  entire  situation  and  hastens 
deterioration  of  the  bodily  carriage. 

The  role  of  the  abdominal  muscles  is 
readily  observed  in  patients  suffering 
from  chronic  arthritis  of  the  spine,  for 
instance  in  a case  of  spondylarthritis 
ankylopoetica.  During  an  attack  of 
severe  pain  we  find  a board-like  rigidity 
of  the  abdomen.  As  soon  as  the  pain  is 
relieved  by  application  of  an  effective 
spinal  brace,  which  unweights  and  im- 
mobilizes the  diseased  spine,  the  abdomen 
again  becomes  soft  and  elastic. 

In  order  to  arrive  at  a rational  treat- 
ment, one  has  to  analyze  each  individual 
patient  for  postural  defects  and  the  role 
which  these  play  in  his  disability  or 
well-being.  It  is  not  sufficient  to  note 
the  deviations  of  the  alignment  of  the 
lower  extremities  and  the  spine  from  the 
center  axis  of  gravity  and  to  compare 
the  resulting  picture  with  the  standard 
of  normal  posture,  nor  is  it  possible  or 
even  desirable  to  rearrange  all  the  ele- 
ments of  the  patient’s  skeleton  in  normal 
alignment.  We  have  seen  that  in  a 
healthy  person  the  standard  of  normal 
posture  varies  with  the  anatomic  build. 
This  is  much  more  so  in  a patient  with 


chronic  arthritis,  where  the  relationship 
of  the  structural  elements  of  the  body 
framework  to  the  plumb  line  in  the  erect 
posture  may  considerably  deviate  from 
the  norm  in  order  to  compensate  for 
fixed  deformities.  In  addition  to  the 
complete  medical  workup  of  the  case  and 
the  general  conception  of  the  postural 
defect,  it  is  essential  to  find  the  factors 
that  are  chiefly  responsible  for  the  pa- 
tient’s disability  and  that  therefore  re- 
quire correction. 

Assuming  that  all  the  cases  under  con- 
sideration are  suffering  from  a more  or 
less  generalized  chronic  arthritis  affecting 
the  spine  and  the  lower  extremities,  we 
may  find  that  in  one  case  the  valgus 
position  of  the  feet  has  caused,  by  way  of 
the  “closed  chain,”  an  increased  pelvic 
inclination,  an  increased  lumbar  lordosis, 
arthritic  changes  in  the  lumbosacral  and 
sacroiliac  articulations,  and,  consequently, 
lower  back  pain.  Realignment  of  the  feet 
alone  may  be  sufficient  to  relieve  the 
pain.  A case  of  chronic  arthritis  limited 
to  the  lumbodorsal  section  of  the  spine 
may  be  completely  disabled  for  standing 
and  walking  by  a flexion  deformity  of  his 
hip  joints  or  by  lack  of  flexion  in  his 
knee  joints.  As  full  extension  in  the 
hip  joints  or  even  only  some  degree  of 
flexion  in  the  knee  joints  is  restored, 
this  patient  would  regain  his  capacity 
for  standing  and  walking  without  the  aid 
of  crutches  or  a cane ; there  is  no  necessity 
for  an  attempt  to  influence  the  fixed  de- 
formity of  the  spine  proper. 

A third  patient  with  a rigid  spine 
showing  marked  hypertrophic  changes 
in  the  x-ray  may  for  years  remain  free 
from  pain  and  be  fully  capable  for  work; 
then  he  is  suddenly  in  severe  pain  and 
completely  disabled  due  to  the  recent 
development  of  arthritis  in  his  hip  joints. 
These  become  fixed  in  the  position  of 
flexion  and  external  rotation  and  thus 
have  lost  their  capacity  to  compensate 
for  the  postural  defect  of  the  spine.  If 
treatment  directed  toward  the  disease 
of  the  hip  joints  results  in  restoration  of 
painless  motion,  the  patient  will  be  able 
to  reassume  what  has  been  “his”  normal 
posture. 
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Case  No.  100-38 
cf,  64  yrs. 


Case  Reports 

Three  case  histories  may  illustrate  the 
importance  of  careful  analysis  of  defec- 
tive posture  in  chronic  arthritis  with  re- 
gard to  the  “key  factor”  of  the  patient’s 
disability. 

Case  No.  700/38. — A 64-year-old  baker  (Fig. 
1).  Had  been  perfectly  well  and  working  hard 
up  to  fifteen  years  ago.  From  then  on  he  has 
suffered  occasional  attacks  of  lumbago  that 
never  last  for  more  than  three  weeks.  During 
the  last  four  years  his  condition  became  gradu- 
ally worse.  One  year  ago  he  was  still  able  to 
walk  4 to  5 blocks.  He  is  now  almost  unable 
to  walk.  X-rays  of  the  spine  were  taken  at 
regular  intervals  during  the  last  ten  years. 
They  show  marked  changes  of  hypertrophic 
arthritis  limited  to  the  section  of  the  first,  second, 
and  third  lumbar  vertebrae  with  an  enormous 
osteophyte  on  the  right  side  extending  from  the 
body  of  the  second  lumbar  vertebra  downward 
and  overlapping  the  third  lumbar  vertebra. 
The  small  vertebral  joints  are  normal.  Patient 
was  treated  for  years  for  chronic  arthritis  of  the 
spine.  He  had  worn  a Knight  spinal  brace. 
He  even  had  a neurologic  examination,  including 
a spinal  tap.  The  result  of  all  these  treatments 
was  completely  negative.  Clinical  examination 
confirmed  by  typical  x-ray  findings  showed  a 
bilateral  malum  coxae  senile  of  the  highest  de- 
gree, both  hip  joints  are  almost  ankylosed  in  a 
position  of  flexion,  adduction,  and  external  ro- 
tation. This  patient  has  wasted  approximately 
five  years  of  treatment  directed  toward  a 


chronic  arthritis  of  a section  of  the  spine,  which 
was  not  the  cause  of  his  disability.  When  careful 
analysis  of  his  posture  showed  that  chronic 
arthritis  of  the  hip  joints  was  the  essential  dis- 
ease, it  was  too  late  for  effective  treatment. 

Case  No.  758/38. — A 68-year-old  woman 
(Fig.  2).  Has  been  suffering  from  severe  scolio- 
sis since  early  childhood.  She  received  treat- 
ment by  every  possible  means  of  conservative 
orthopedic  surgery  and  physical  therapy  for  at 
least  fifty  years.  Diming  the  last  two  years  she 
was  treated  for  a serious  heart  ailment.  Quite 
recently  patient  complained  of  pain  in  her 
back,  which  became  progressively  worse.  This 
pain  was,  in  the  cardiologist’s  opinion,  not  re- 
lated to  the  heart.  The  very  intelligent  and  ex- 
perienced patient  observed  that  she  had  no 
pain  in  the  back  when  lying  down  on  a fairly  hard 
mattress,  nor  while  sitting  on  a hard  and  straight 
chair;  she  immediately  gets  pain  on  standing 
and  can  hardly  walk.  Examination  showed  a 
severe  deformity  of  the  spine,  which  influences 
not  only  the  configuration  of  the  thorax  but  also 
the  entire  posture.  The  most  important  ele- 
ment of  the  deformity  is  the  complete  lack  of 
lumbar  lordosis.  Patient  stands  with  the  hip 
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joints  in  marked  external  rotation  and  with  the 
knees  in  flexion.  The  erector  spinae  muscles 
show  no  rigidity,  but  there  is  marked  tenderness 
on  pressure  of  the  gluteal  muscles  with  plenty 
of  “lumps,”  so-called  myogeloses.  The  abdo- 
men is  prominent  and  the  abdominal  wall  flabby. 
X-rays  show  a severe  fixed  scoliosis  with  con- 
siderable narrowing  of  all  intervertebral  discs 
and  the  typical  hypertrophic  changes. 

Analysis  of  the  patient’s  posture:  the  entire 
spinal  column  has  lost  its  normal  curves  in  the 
sagittal  plane,  and  thus  its  elasticity.  The 
flabbiness  of  the  abdominal  wall  has  shifted  the 
body’s  center  of  gravity  ventrally.  In  order  to 
balance  her  body  in  the  erect  posture,  patient 
has  to  externally  rotate  both  hip  joints  and  flex 
her  knee  joints.  At  the  same  time  the  gluteal 
muscles  bear  the  entire  burden  of  balancing  the 
trunk.  They  are  now  overworked,  hence  the 
myogeloses.  With  the  spine  completely  rigid, 
it  is  only  logical  that  this  patient  found  no  relief 
by  any  type  of  supporting  spinal  brace.  Treat- 
ment must  aim  at  (1)  better  weight  distribution 
by  supporting  the  abdominal  wall,  at  the  same 
time  shifting  the  center  of  gravity  backward 
(dorsally);  (2)  relieving  the  gluteal  muscles 
from  undue  strain,  and,  if  possible,  supplement- 
ing their  action.  A specially  designed  abdominal 
belt  with  elastic  gluteal  straps  to  the  thighs 
(Fig.  3)  solved  the  mechanical  part  of  this  prob- 
lem satisfactorily,  in  addition  to  physical  therapy 
for  the  relief  of  the  muscular  pain  and  weakness. 


Case  No.  788/39. — A 68-year-old  woman 
(Fig.  4).  A small  emaciated  woman,  bedridden 
for  almost  five  years  with  a severe  bladder  con- 
dition. Was  unable  to  stand  and  walk  when  she 
got  up  after  her  bladder  ailment  had  been  success- 
fully treated.  The  physician  in  charge  suggested 
that  a chronic  arthritis  of  the  spine  might  cause 
pressure  on  nerve  roots  and  thus  be  responsible 
for  pain  in  the  back  and  the  hips  and  for  the  blad- 
der trouble.  Treatment  had  therefore  been  di- 
rected toward  the  spine,  and  a supporting  spinal 
brace  was  considered.  Twelve  years  ago  patient 
sustained  a fracture  of  the  neck  of  the  right 
femur.  A pseudarthrosis  with  complete  absorp- 
tion of  the  neck  of  the  femur  and  a shortening  of 


the  leg  by  almost  3 inches  resulted.  As  patient 
led  a very  quiet  life,  she  was  hardly  inconven- 
ienced by  the  painless  pseudarthrosis  of  the  right 
hip.  Later  on  she  developed  some  pain  in  her 
back  on  weightbearing  only,  but  recently  she 
experienced  a new  type  of  pain  which  caused 
more  disability  on  standing  and  walking  than 
ever  before.  This  originated  in  her  left  hip, 
the  one  she  used  to  call  her  “good”  hip.  Even 
when  standing  or  taking  a few  steps  in  her  room 
she  requires  the  aid  of  a cane  to  stabilize  her 
body  in  the  erect  posture.  Examination  shows 
a painless  pseudarthrosis  of  the  right  hip  with 
positive  Trendelenburg  and  approximately  3- 
inch  shortening.  The  back  presents  two  patho- 
logic features  which  are  readily  identified.  One 
is  the  fixed  deformity  of  a left  lumbar,  right  dor- 
sal scoliosis  which,  in  spite  of  the  degree  of  the 
deformity  and  patient’s  age,  has  left  a consider- 
able amount  of  mobility  of  the  trunk,  especially 
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as  far  as  bending  toward  the  right  and  left  sides 
is  concerned.  The  second  feature  of  this  back  is 
merely  a postural  deformity.  The  lumbar  spine 
deviates  markedly  toward  the  right  side,  i.e., 
opposite  to  the  direction  of  the  scoliosis.  This 
lateral  deviation  is  fixed  by  a board-like  rigidity 
of  the  lumbar  erector  spinae  muscles.  The  left 
leg  is  almost  completely  rigid  in  flexion  and 
marked  external  rotation.  An  attempt  to  move 
the  left  hip  joint  causes  considerable  pain,  and 
the  pelvis  follows  immediately  the  movements 
of  the  thigh.  Roentgen  examination  confirms 
the  clinical  findings  in  every  respect,  showing 
arthritic  changes  of  the  highest  degree  in  connec- 
tion with  the  scoliosis,  and,  most  important,  an 
advanced  atrophic  arthritis  of  the  left  hip  joint. 
Analysis  of  the  posture  of  this  patient  shows 
that  neither  the  pseudarthrosis  of  the  right  hip 
nor  the  severe  scoliosis  with  all  the  changes  of 
hypertrophic  arthritis  had  caused  the  disability. 
The  patient  was  still  able  to  balance  her  body  in 
the  upright  posture  for  a limited  amount  of 
standing  and  walking.  By  doing  so  for  approxi- 
mately seven  years,  until  she  became  bedridden, 
an  abnormal  burden  was  placed  on  the  originally 
normal  left  hip  joint.  The  left  leg  had  to  make 
up  for  the  loss  of  stability  of  the  right  one.  This 
condition  has  led  to  a destruction  of  the  left  hip 
joint.  Once  the  left  hip  had  lost  its  function, 
the  body’s  last  resource  in  the  struggle  for  bal- 
ance of  the  upright  posture  was  gone,  and  the 
patient  had  to  resort  to  the  stabilizing  aid  of  a 
cane.  Treatment  is  first  of  all  concerned  with 
the  acute  condition  of  the  left  hip  joint.  It  is 
only  After  function  of  the  left  hip  joint  has  been 
restored,  if  at  all  possible,  or  a substitute  has 
been  found  for  the  loss  of  function,  that  one 
should  consider  other  measures  for  the  improve- 
ment of  the  defective  posture,  with  the  aim  of 
preventing  a recurrence  of  the  acute  pathologic 
condition  of  the  left  hip. 

The  scope  of  treatment  of  postural 
defects  and  faulty  body  mechanics  in 
chronic  arthritis  is  so  well  outlined  by  the 
analyses  of  these  few  typical  case  histories 
that  it  seems  hardly  advisable  to  blur  the 
picture  by  a more  general  or  more  de- 
tailed discussion.  When  the  analysis  of 
the  individual  case  is  complete  and  a plan 
of  treatment  has  been  conceived,  the 
physician  is  confronted  with  an  impor- 
tant decision.  He  must  ask  himself 
where,  when,  and  how  this  treatment 
can  be  carried  out  effectively,  and,  con- 
sidering all  the  circumstances  of  the  in- 
dividual case,  whether  the  patient  will 


benefit  in  the  end.  The  plan  of  procedure 
may  be  entirely  correct  from  the  scien- 
tific point  of  view,  and  yet  it  may  be  im- 
possible to  carry  it  to  a successful  result 
because  the  patient  is  physically,  men- 
tally, or  economically  not  in  a position  to 
cooperate  to  the  necessary  extent.  For 
example,  the  expense  of  treatment  of 
necessarily  long  duration  may  lower  the 
patient’s  standard  of  living  and  thus  re- 
duce his  vitality  and  resistance.  There 
are,  therefore,  cases  of  chronic  arthritis 
with  partial  disability,  that  will  do 
better  without  any  treatment.  It  is 
frequently  sufficient  to  teach  the  patient 
to  live  within  the  limits  of  his  capacity 
in  order  to  keep  him  free  from  pain.  On 
the  other  hand,  corrective  procedures, 
even  when  completely  successful,  in  all 
probability  will  not  enable  such  a pa- 
tient to  return  to  his  former  occupation, 
especially  if  this  means  heavy  physical 
labor.  In  any  event,  as  M.  S.  Hender- 
son4 has  put  it,  “the  patient  must  be 
told  how  to  live  best  with  the  disease.” 

Aware  of  these  limitations,  we  feel, 
nevertheless,  that  the  majority  of  pa- 
tients suffering  from  chronic  arthritis 
can  be  materially  helped  by  rational 
treatment  of  faulty  body  mechanics. 
Physical  therapy  will  improve  the  circu- 
lation and  metabolism,  build  up  an  effi- 
cient musculature  free  from  myositis  and 
myogeloses,  can  eliminate  postural  de- 
fects, and  restore  normal  posture.  This 
I shall  not  attempt  to  discuss,  nor  the 
results  by  surgery  and  manipulation. 
Instead  I should  like  to  show  a few  ex- 
amples of  orthopedic  appliances  that 
have  a definite  place  in  the  treatment  of 
postural  defects  in  chronic  arthritis. 

I have  mentioned  before  that  posture 
should  not  only  be  considered  in  the 
sense  of  the  erect  carriage  of  man  while 
standing  and  walking.  The  patient’s 
posture  in  bed  is  of  equal  importance. 
All  our  ambition  to  restore  the  arthritic 
patient’s  ability  will  be  frustrated  unless 
we  succeed  in  making  him  comfortable 
during  the  long  periods  of  rest  and  re- 
laxation. While  an  adequate  bed  pre- 
sents a most  valuable  prerequisite,  it  may 
not  suffice  to  make  a patient  with 
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chronic  arthritis  of  the  spine  comfortable 
in  order  to  obtain  the  necessary  relaxa- 
tion of  his  rigid  spinal  and  abdominal 
muscles.  Here  is  the  place  for  a well- 
made  plaster  of  paris  shell  or,  better 
still,  a celluloid  bed.  This  appliance  is 
always  indicated  when  the  patient  has 
to  wear  a supporting  or  correcting  spinal 
brace  during  the  time  he  is  up  and  about. 
The  important  point  that  corrective 
forces  should  be  active  for  twenty-four 
hours  during  each  day  cannot  be  over- 
stressed. A celluloid  night  bed,  light  in 
weight,  easy  to  clean  and  to  transport, 
fulfills  all  the  requirements  for  correct 
and  correcting  posture  in  the  recumbent 
position.  It  makes  the  patient  more  or 
less  independent  of  the  quality  of  his 
bed,  and  it  is  therefore  successfully  used 
by  patients  who,  in  spite  of  their  disease, 
have  been  kept  at,  or  brought  back  to,  an 
occupation  that  entails  a great  deal  of 
traveling. 

Prevention  of  deformities  or  the  main- 
tenance of  correction  obtained  by  sur- 
gery or  manipulation  is  best  accom- 
plished by  various  types  of  night  splints. 
In  view  of  the  long  duration  of  the  chronic 
disease,  the  more  elaborate  orthopedic 
appliances  are  preferable  to  plaster  of 
paris  splints. 

In  order  to  improve  the  upright  pos- 
ture, foot  plates  or  foot  braces,  made  of 
plaster  of  paris  casts  and  worn  in  ade- 
quate shoes,  are  almost  indispensable, 
and  in  a considerable  number  of  cases  the 
only  appliance  required.  For  the  support 
of  the  knee  joint  the  leather-strip  knee 
brace,  temporarily  re-enforced  by  three 
steel  whalebones  in  the  back,  is  the  most 
useful  device. 

Where  elimination  of  weightbearing 
becomes  necessary  in  order  to  promote 
healing  of  a severely  diseased  hip  joint 
or  to  avoid  abnormal  demands  on  the 
sound  leg  in  the  case  of  an  ununited 
fracture  of  the  neck  of  the  femur,  one 
should  not  hesitate  to  apply  an  un- 
weighting ischial  seat  brace  at  an  early 
stage,  instead  of  keeping  the  patient  in 
bed.  Two  recent  constructions,  using 
Galland’s  ischial  seat  or  von  Baeyer’s 
leather-strap  seat,  combine  efficient  un- 


weighting with  the  least  discomfort  to 
the  patient. 

For  the  correct  static  alignment  of  the 
entire  extremity,  not  only  with  regard  to 
the  center  axis  of  gravity  and  the  plumb 
line,  but  also  to  the  element  of  torsion 
(which  plays  an  important  role  for  the 
painless  function  of  the  weightbearing 
joints  in  standing,  as  well  as  in  the  dif- 
ferent phases  of  walking),  an  entirely 
new  brace  construction  introduced  by  G. 
Hohmann  offers  new  possibilities.  The 
spiral-bar  brace  maintains  a position  be- 
tween the  generally  inadequate  single-bar 
leg  brace  and  the  larger,  heavier,  more 
complicated  double-bar  brace.  The  ar- 
rangement of  the  single  bar  as  a spiral 
encircling  the  column  of  the  extremity 
eliminates  a section  of  the  two  rigidly 
connected  longitudinal  bars  of  a double- 
bar leg  brace.  It  gains  sufficient  stability 
by  the  ingenious  design  of  its  spiral-like 
course.  While  permitting  of  considerable 
saving  of  labor  and  material,  it  has  the 
advantage  of  being  a very  light  brace, 
worn,  as  a rule,  in  an  ordinary  shoe,  which 
fulfills  the  requirements  for  the  wearing 
of  a foot  plate.  A spiral-bar  brace  is 
less  conspicuous  than  a double-bar  leg 
brace,  it  is  easily  applied,  and  it  facili- 
tates later  adjustments.  This  type  of 
brace  has  proved  extremely  useful  in  the 
treatment  of  chronic  arthritis.  The  same 
principle  is  used  in  the  spiral-bar  hip 
brace,  which  permits  of  a moderate 
amount  of  fixation,  at  the  same  time  in- 
troducing the  necessary  forces  to  correct 
the  three  elements  of  the  most  common 
deformity:  external  rotation,  adduction, 
and  flexion.  The  spiral-bar  hip  brace  is 
especially  effective  if  combined  with  a 
hinged  lower  back  brace,  thereby  con- 
trolling the  important  relation  between 
spine,  pelvis,  and  lower  extremities. 

For  the  treatment  of  the  postural  de- 
fects of  the  trunk  proper,  one  must  con- 
sider the  abdominal  belt,  the  hinged 
lower  back  brace,  and  the  passive  sup- 
porting spinal  brace.  Each  of  these  ap- 
pliances has  its  definite  indications; 
their  usefulness  depends  to  a larger  extent 
than  is  generally  recognized  upon  cor- 
rect fitting  to  the  individual  patient  ac- 


October  1,  1939] 


POSTURE— CHRONIC  ARTHRITIS 


1831 


cording  to  the  principles  of  scientific 
brace  construction. 

An  excellent  appliance  for  the  most 
severe  deformities  with  marked  shorten- 
ing of  the  craniocaudal  diameter  of  the 
thorax,  which  requires  support  but  can 
no  longer  yield  to  correction,  is  the  so- 
called  “flower-pot  corset.”  Built  as  a 
leather-cork  corset,  it  combines  firm  seat 
and  good  support  with  light  weight,  and 
is  therefore  especially  recommended  for 
weak  and  sensitive  patients  with  low 
vitality. 

Conclusions 

An  understanding  of  normal  body 
mechanics  is  essential  for  effective  treat- 
ment of  faulty  posture  in  chronic  ar- 
thritis. Posture  is  not  limited  to  the  erect 
carriage  of  man  on  standing  and  walking, 
but  is  equally  important  during  rest  and 
relaxation  in  bed. 

Spine  and  lower  extremities  form  a 
functional  unit.  The  principle  of  the 
“closed  chain”  and  the  role  of  the  ab- 
dominal muscles  deserve  special  con- 
sideration. 

Careful  analysis  of  the  elements  of 
defective  posture  in  each  individual  case 


reveals  which  of  a possible  multitude  of 
anatomic  and  functional  defects  requires 
treatment. 

The  plan  of  procedure  must  consider  all 
of  the  patient’s  circumstances,  including 
the  question  of  whether  treatment  is  at 
all  indicated  or  whether  it  is  sufficient  to 
“teach  the  patient  how  to  live  best  with 
the  disease.” 

Rational  application  of  physical  ther- 
apy and  orthopedic  surgery  in  the  treat- 
ment of  defective  posture  in  chronic  ar- 
thritis is  supplemented  to  advantage  by 
selected  orthopedic  appliances. 

Some  less  known  constructions  of 
proved  merit,  such  as  the  celluloid  bed, 
the  leather-strip  knee  brace,  the  spiral- 
type  leg  brace,  and  the  leather-cork  cor- 
set, are  recommended. 

110  East  93rd  Street 
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CRIME  AND  THE  SCHOOL  DOCTOR 

Dr.  Louis  A.  Van  Kleeck  was  elected  president 
of  the  New  York  State  Association  of  School 
Physicians  at  its  recent  annual  Saratoga  Con- 
ference. 

Dr.  Van  Kleeck,  who  succeeds  Dr.  Michael 
Levitan,  gave  an  address  before  the  conference  on 
“What  I have  Learned  in  Twenty  Years  as 
School  Physician.”  Dr.  Levitan,  who  also  spoke 
at  the  conference  placed  a high  responsibility  on 
the  school  health  department.  “Where  else,”  he 
said,  “should  destructive  habits  and  maladjust- 
ments of  children  be  remedied  or  their  energies 
converted  into  helpful  channels  if  not  through  the 


advice  and  education  of  the  school  through  its 
health  personnel. 

“Proper  training,  plus  school  health  supervi- 
sion, may  strike  at  the  very  root  of  crime  and  be 
an  important  factor  in  its  prevention.” 

The  association  went  on  record  by  unanimous 
vote  in  favor  of  sponsoring  compulsory  vaccina- 
tion of  every  school  child  in  the  state. 

Officers  elected  were : Dr.  Van  Kleeck,  president ; 
Dr.  William  Ayling,  of  Syracuse,  vice-president; 
Dr.  C.  Adele  Brown,  of  Oswego,  secretary- 
treasurer;  Dr.  Levitan,  of  Rome,  and  Dr.  Lewis 
W.  Heizer,  of  Watertown,  executive  committee. 


A throat  specialist  exhibited  his  laryngoscope 
to  a nervous  woman  patient  and  remarked : 

“You  would  be  surprised  to  know  how  far 
down  we  can  see  with  this  instrument.” 

And,  then,  as  he  was  about  to  place  the 
laryngoscope  in  her  throat,  she  apologized  for 
having  a hole  in  her  stocking. — Medical  Record. 


Doctor  (to  a drunkard):  “Liquor  is  our 

worst  enemy.” 

Drunkard:  “Haven’t  we  been  taught  to  love 

our  enemies?” 

Doctor:  “Yes,  but  not  to  swallow  them.” — 

Bulletin  of  the  Buncombe  County  ( N . C.)  Medical 
Society. 


REDUCE  HEAD  INJURY  MORTALITY 

Fred  W.  Geib,  M.D.,  Rochester,  New  York 


Each  year,  head  injuries  with  as- 
sociated brain  trauma  increase.  It 
is  estimated  that  over  150,000  skull  and 
severe  head  injuries  occur  each  year. 
More  attention  should  be  paid  to  the 
staggering  mortality  rate  of  these  cases, 
which  is  about  25  per  cent  to  50  per  cent 
in  this  country.1 


Fracture  Skull  Cases2 


Number 

Death  Rate 

Mock’s  cases 

200 

18.2% 

Collected  cases 

850 

26% 

Hospital  records 

1,350 

40.5% 

What  can  be  done  to  reduce  this  high 
loss  of  life?  Many  special  clinics  report 
a 20  per  cent  mortality  rate  in  fractured 
skulls  and  severe  brain  damage  cases. 
In  such  clinics,  what  is  the  treatment 
that  reduces  the  mortality  rate  from 
40  per  cent  to  20  per  cent?  This  tre- 
mendous reduction  in  mortality  rate  is  a 
direct  challenge  to  us  to  lower  the  death 
rate  of  these  cases. 

There  is  no  unanimity  of  opinion  con- 
cerning the  treatment,  and  the  special 
clinics  vary  in  the  use  of  hypertonic 
fluids,  dehydration,  and  lumbar  punc- 
ture. They  do,  however,  follow  rigidly 
several  cardinal  procedures  which  un- 
doubtedly account  for  their  lower  mor- 
tality rate.  These  points  are  the  follow- 
ing: 

1.  Treat  the  patient  for  his  shock  and 
do  nothing  that  may  increase  it. 

2.  Check  his  associated  injuries,  and 
care  for  them  in  proportion  to  their  im- 
mediate seriousness. 

3.  Never  lumbar  puncture  a patient 
in  shock. 

4.  Do  not  x-ray  his  skull  imme- 
diately. 

5.  Operate  at  the  optimal  time. 

The  care  of  the  patient  at  the  scene  of 


the  accident  is  practically  out  of  our  con- 
trol. The  laity  become  excited,  and 
without  any  knowledge  of  his  condition, 
literally  drag  the  patient  out  of  the  wreck. 
In  their  misguided  efforts  to  help,  they 
only  subject  the  patient  to  further  shock 
and  trauma.  Very  often  a patient  is 
jackknifed  into  a car  and  whizzed  at 
high  speed  to  a hospital  emergency  ward. 
He  may  be  taken  ten  to  twenty  miles  in 
such  a ride.  It  is  often  a ride  of  death. 
Any  patient  who  is  unconscious,  or  who 
has  suffered  severe  injury,  should  be 
handled  most  gently.  He  should  be 
wrapped  in  all  available  clothing  and 
placed  flat  on  his  back.  If  he  is  critically 
shocked,  and  has  to  be  driven  more  than 
five  or  ten  minutes,  it  would  be  well  to 
take  him  to  the  nearest  house  and  treat 
him  there  until  he  is  over  the  shock. 
“A  live  fractured  skull  in  a farmhouse  is 
better  than  a dead  one  in  the  hospital.”2 

Shock. — Almost  every  case  of  head 
injury  suffers  from  shock.  This  is  the 
most  important  of  all  treatment  in  the 
first  few  hours  following  the  injury. 
The  least  possible  moving  of  the  patient 
is  the  most  essential  thing  in  this  treat- 
ment. No  attempt  is  made  to  wash  him, 
to  remove  his  clothes,  to  change  soiled 
bed  linens,  or  to  do  any  other  thing  that 
will  disturb  or  move  him!  His  tempera- 
ture is  frequently  subnormal  at  that  time, 
and  warm  blankets  with  hot  water  bottles, 
or  a heat  cradle  should  be  used.  If  the 
patient  is  vomiting  or  bleeding  from  the 
nose  or  mouth,  he  should  be  placed  on 
his  side  supported  by  pillows  to  prevent 
aspiration  of  blood  or  vomitus. 

Examination. — Examination  of  the  pa- 
tient is  limited  to  as  little  as  is  absolutely 
necessary  to  help  preserve  his  life  at  the 
time,  and  to  give  the  physician  a working 
knowledge  of  the  patient’s  condition  on 
admission. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  New  York , April  26,  1939 
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1.  Head:  Examine  the  patient  for 
lacerations,  contusions,  depressions,  ec- 
chymoses  about  the  eyes  and  behind  the 
ears,  and  palpate  for  depressions  and 
crepitus. 

2.  Neurologic:  In  the  cranial  nerve 
examination,  look  for  pupillary  changes, 
extraocular  muscle  palsies,  and  facial 
paralysis.  Test  the  degree  of  conscious- 
ness, the  reflexes,  the  Babinski  reaction, 
the  presence  of  clonus,  the  motor  power 
and  tone,  and  note  urinary  or  rectal  in- 
continence. 

3.  General:  Examine  for  chest,  ab- 
dominal, and  other  bone  injuries,  do  a 
urine  examination,  particularly  for  blood 
and  sugar.  Be  certain  there  is  no  spinal 
injury. 

Lacerations. — Scalp  and  other  lacera- 
tions are  taken  care  of  as  the  condition  of 
the  patient  improves.  If  the  patient’s 
condition  is  precarious,  all  one  needs  to  do 
is  to  fasten  a few  clamps  on  the  galea  or 
subcutaneous  tissues,  throw  them  back 
over  the  edge  of  the  wound,  pack  with  a 
nonirritating  antiseptic-soaked  gauze,  and 
apply  a pressure  bandage.  Do  not  worry 
if  there  is  slight  oozing  of  blood,  but  do 
not  allow  actual  hemorrhage  to  persist. 
Above  all,  never  do  any  sort  of  debride- 
ment or  suturing  procedure.  Of  course 
early  closure  is  advisable;  and  when  the 
patient  is  out  of  shock,  you  can  shave  his 
scalp  and  do  what  is  necessary.  Do  not 
bury  any  sort  of  suture  material  in  the 
scalp  tissues,  but  just  approximate  the 
edges  of  the  wound  with  as  few  sutures  as 
possible.  Drainage  is  never  necessary 
unless  the  wound  cannot  be  thoroughly 
d6brided.  It  is  surprising  the  few  in- 
fections one  sees,  even  if  these  wounds  are 
not  sutured  for  many  hours.  If  there  is 
bleeding  from  the  external  auditory  canal, 
or  the  ear,  the  surrounding  area  is  washed 
with  an  antiseptic,  and  a dry  dressing  is 
applied.  Under  no  condition  is  a cotton 
plug  inserted  or  any  attempt  made  to 
clean  out  the  canal.  Such  procedure  en- 
hances the  chance  of  a meningitis. 

X-ray . — We  are  not  concerned  with 
the  fracture  of  the  skull,  but  with  the 
damage  to  the  contents  of  the  skull. 
There  is  not  one  indication  to  take  an 


TABLE  1. — Deaths 


Time 

One  second  to  4 hours 
4 to  10  hours 


6 days 

10  days 
17  days 


Cases  Complications 

5 Ruptured  heart 
2 Atelectasis  with  pericardial 
adhesions  — continued 
shock 

1 Chest  crushed — pneumotho- 
rax pneumonia 
1 Pneumococcus  meningitis 
1 Lobar  pneumonia — multiple 
fractures 


Total  10 


immediate  x-ray  of  the  skull.  What  are 
you  going  to  do  after  you  have  it?  It 
doesn’t  change  the  treatment  one  iota. 
The  moving  and  the  handling  of  the  pa- 
tient may  shock  him  more,  if  it  doesn’t 
even  rob  him  of  the  slim  chance  to  sur- 
vive. What  about  depressed  fractures? 
The  same  rule  applies  here,  and  we  will 
discuss  it  further  under  operations. 

Drugs. — Morphine,  sedatives,  and  hyp- 
notics are  not  used  during  the  acute 
phases  of  the  injury.  They  will  mask 
the  most  important  sign  we  have  to  ob- 
serve— the  degree  of  consciousness. 
Morphine  also  has  a tendency  to  increase 
intracranial  pressure.4  Morphine  may 
be  needed  to  ease  pain  and  so  decrease 
shock  in  the  cases  that  have  other  frac- 
tures. We  have  seen  disastrous  results 
following  the  use  of  adrenalin.  Caffein 
hypodermically,  or  coffee  by  rectum  may 
be  used  safely. 

Fluids. — No  patient  who  is  unconscious 
or  drowsy  is  given  fluids  of  any  sort  by 
mouth.  It  is  so  easy  for  the  patient  to 
aspirate  such  fluids.  Frequently  the 
laity  pry  open  the  jaws  of  a patient  and 
pour  water  or  alcoholic  stimulants  into 
his  mouth — then  on  down  the  trachea! 
Intravenous  fluids  are  given  if  the  shock 
does  not  respond  to  the  other  treatment 
measures,  or  if  the  patient  is  dehydrated, 
or  suffering  from  the  loss  of  blood.  We 
find  that  blood  transfusions  in  a number 
of  these  cases  give  far  better  results  than 
physiologic  saline  or  5 per  cent  glucose 
solution.  Cattell  and  Deitrich  give  a 
practical  discussion  of  secondary  shock 
with  its  treatment.3 

Head  Slips. — Any  injury  to  the  head 
and  face  should  be  considered  serious 
until  proved  otherwise.  For  this  reason, 
any  patient  who  has  had  such  an  injury 
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TABLE  2. — Head  Injury  Admissions  at  the  Rochester  General  Hospital  for  a Twenty-Seven-Month  Period 

from  January,  1937,  to  April,  1939 
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Cases 

333 

20 

10 

67 

97 

430 

Deaths 

0 

1 

0 

9 

10 

10 

Percentage  deaths 

0 

5 

0 

13.4 

10.3 

Operations  skull 

0 

5 

0 

4 

9 

9 

Operation  death 
Complications 

0 

0 

0 

0 

0 

0 

Laceration  scalp 

178 

7 

7 

26 

Contusion  single 

118 

6 

6 

25 

Contusion  multiple 

22 

8 

2 

11 

Chest  injury 

11 

*3 

1 

*5 

crushed 

*1 

Atelectasis 
Pleural  effusion 

*1 

*2 

Pneumothorax 

1 

*1 

Pneumonia  lobar 

*3 

Pulmonary  edema 

*1 

Back  injury 

12 

1 

2 

2 

Concussion,  spinal  cord 

1 

Fracture — 1 bone 

35 

3 

3 

*5 

2 bones 

7 

*2 

1 

*4 

3 bones 

17 

3 

*6 

General  arteriosclerosis 

40 

*1 

*2 

Heart  rupture  ventricle 
Adhesive  pericarditis 
Loss  of  blood 

2 

*1 

*1 

Meningitis  pneumococcus 
Subdural  hematoma 

3 

*1 

Subdural  hydroma 
Skull  depressions 

1 

3 

Alcohol 

24 

1 

3 

Fatty  liver 
Fracture  spine 

6 

*1 

* Autopsy  findings. 


without  any  clinical  evidence  of  cranio- 
cerebral injury  should  be  given  this  type 
of  head  slip,  if  he  is  not  admitted  to  the 
hospital.  All  patients  discharged  after 
observation  in  hospital  are  also  given 
such  a slip: 

Instructions  to  Persons  Suffering  from 
Injury  to  the  Head 

Stay  in  bed  for days. 

Come  back  to  this  hospital  at  once,  either  day 
or  night,  if  there  is: 

1 . Increasing  Drowsiness 

2.  Vomiting 

3.  Slowing  of  Pulse 

4.  Continued  Headache 

5.  Stiffness  of  Neck 

6.  Bleeding  or  Clear  Fluid  Dripping  from  the 

Ears  or  Nose 

7.  Weakness  of  Either  Leg  or  Arm 

8.  Convulsions  (Fits) 


We  try  to  give  this  head  slip  to  a mem- 
ber of  the  family  rather  than  to  the  pa- 
tient himself.  This  piece  of  paper  saves 
lives  from  latent  hemorrhages  and  com- 
plications. 

The  following  paragraph  is  the  official 
order  posted  in  the  Emergency  Hospital 
Ward: 

HEAD  INJURIES 

All  patients  who  are  seen  in  the  Emergency 
or  the  O.P.D.  suffering  from  injuries  to  the  head 
are  to  have  a careful  follow-up  after  discharge 
from  the  hospital.  Before  discharge,  a special 
slip  of  instructions  for  cases  of  this  type#is  to  be 
given  to  a responsible  member  of  the  family 
(not  to  the  patient  himself).  The  instructions 
should  be  read  and  explained  to  this  responsible 
person  by  the  doctor  who  has  seen  the  patient. 
If  this  is  not  possible,  and  no  other  physician  is 
available,  then  the  head  nurse  should  do  it. 
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In  case  the  patient  is  under  arrest,  the  officer 
who  takes  charge  of  the  patient  receives  the  head 
slip  and  the  instructions.  This  record  should 
be  made  on  the  patient’s  history — “Head  slip 
given  to , brother,  etc.” 

Hospital  Admission. — We  make  it  a 
rule  to  admit  to  the  hospital  for  twenty- 
four-hour  observation,  any  person  with  a 
head  injury  who  has  been  unconscious, 
shocked,  or  confused  following  an  acci- 
dent, even  though  the  general  and  special 
examinations  are  negative.  Any  person 
who  has  the  odor  of  alcohol  on  his  breath, 
and  who  has  head  trauma,  is  admitted 
even  if  he  has  not  had  any  of  the  above 
history  or  findings.  Alcohol  may  mask, 
simulate,  or  accentuate  the  symptoms  of 
craniocerebral  trauma. 

Tetanus  Antitoxin. — All  laceration  cases 
receive  tetanus  antitoxin.  When  there 
are  no  shock  or  head  injury  symptoms, 
the  antitoxin  is  given  immediately.  If 
the  patient  has  been  in  shock,  or  has  been 
unconscious,  tetanus  antitoxin  is  not 
given  for  twenty-four  hours.  If  the 
condition  of  the  patient  is  poor,  and  he  is 
hovering  between  life  and  death  for 
several  days,  we  delay  giving  him  the 
antitoxin  during  this  time  and  may 
never  give  it.  Practically  all  children 
have  had  horse  serum  injections,  and 
many  are  sensitive  to  it.  Never  give  a 
head  injury  tetanus  antitoxin  without 
doing  a skin  test.  We  have  seen  very 
severe  reactions  from  horse  serum  that 
almost  caused  death  in  the  too  early  ad- 
ministration of  the  antitoxin  after  shock 
and  unconsciousness.  Likewise,  in  sev- 
eral cases,  the  latent  reactions  in  very 
closely  compensating  cases  have  proved 
almost  fatal. 

Signs  and  Symptoms 

What  are  the  signs  and  symptoms  we 
look  for  in  observing  a patient,  in  order 
to  measure  or  evaluate  his  condition? 

1.  Degree  of  consciousness  is  the  most 
important  sign  of  all.  Increasing  drowsi- 
ness and  coma  are  proof  that  nature  is  not 
taking  care  of  intracranial  pressure.  A 
second  lapse  into  coma  after  a free  interval 
of  consciousness  suggests  an  intradural 
hemorrhage,  but  is  not  pathognomonic 


of  it.  A steady  return  of  consciousness  is 
the  best  possible  indicator  that  space 
compensation  is  proceeding  satisfactorily. 

2.  Restlessness  is  often  the  forerunner 
of  coma.  It  may  be  submerged  by 
medication,  which  is  comparable  to  the 
giving  of  morphine  for  undiagnosed 
intra-abdominal  pain. 

3.  Loss  of  sphincter  control  always 
indicates  deepening  coma.  It  is  a valu- 
able sign,  because  it  often  occurs  when 
unconsciousness  appears  unchanged. 

4.  The  pulse , respiration , and  tempera- 
ture are  most  important,  and  should  be 
obtained  at  frequent  intervals,  at  least 
every  half  hour.  Blood  pressure  changes 
are  of  much  less  value;  when  low,  it  in- 
dicates the  degree  of  shock,  and  when 
very  high,  it  indicates  serious  arterial 
hemorrhage,  which  is  a very  bad  sign. 
Warning  of  the  danger  period  is  given  in 
the  rapid  changes  of  the  rate  and  of  the 
volume  of  the  pulse.  As  long  as  in- 
tracranial pressure  is  being  compensated 
for,  the  pulse  is  usually  slow  and  full.  Res- 
pirations usually  follow  the  same  course 
as  that  of  the  pulse.  Cheyne-Stokes 
respirations  usually  appear  after  the 
compensation  is  broken;  this  is  a very 
bad  sign.  Often  the  temperature  curve 
is  a more  sensitive  indicator  of  breaking 
compensation.  A slow,  steady,  upward 
march  of  the  temperature  is  a very  bad 
sign.  When  the  temperature  goes  above 
101.6  F.,  one  must  be  on  the  lookout  for 
a break  in  compensation.  The  inter- 
pretation of  these  signs  gives  us  an  exact 
measurement  of  the  patient’s  condition 
at  any  one  time.  We  must  treat  the 
patient  upon  our  interpretation  of  these 
findings  together  with  the  neurologic 
findings  that  are  present. 

Neurologic  Signs 

Our  neurologic  signs  give  us  localiza- 
tion of  brain  damage.  This  may,  or 
may  not,  influence  our  handling  of  the 
case. 

1.  Loss  of  motor  power  or  weakness 
is  important  on  account  of  the  diagnosis 
of  an  extradural  hemorrhage.  It  may  be 
the  only  clue  we  have  that  there  has  been 
a rupture  of  the  middle  meningeal  artery. 
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The  face  center  is  usually  involved  first, 
then  the  arm,  and  finally  the  leg.  A sub- 
dural hemorrhage  may  do  the  same,  but 
one  usually  sees  it  at  a later  interval,  and 
the  leg  center  may  be  involved  first. 

2.  Sensory  changes  are  not  significant 
in  differentiating  the  progress  and  types 
of  cerebral  injury  except  to  localize  it  to 
the  affected  hemisphere. 

3.  Reflexes  are  often  increased,  but 
may  be  diminished.  The  Babinski  test 
is  a very  important  one,  and  if  bilateral, 
means  a graver  prognosis. 

4.  Pupillary  changes  were  considered 
most  important  two  decades  ago.  A 
dilated  pupil  may  mean  an  injury  on  the 
same  side  of  the  brain,  but  this  is  not 
diagnostic  of  the  patient’s  condition. 

5.  Cranial  nerve  injury  is  not  diagnos- 
tic of  the  patient’s  condition. 

Means  of  Treatment 

What  means  of  actual  treatment  do  we 
have  at  our  disposal?  There  are  lumbar 
puncture,  hypertonic  fluids,  and  opera- 
tion. 

1.  Lumbar  Puncture. — This  is  the 
outstanding  therapeutic  agent  that  is 
subject  to  controversy.  There  is  one 
thing  that  all  are  agreed  upon,  and  that 
is:  DO  NOT  LUMBAR  PUNCTURE  A 
PATIENT  IN  SHOCK  OR  IMME- 
DIATELY AFTERWARD.  I believe 
that  a lumbar  puncture  done  at  this  time 
causes  death  more  often  than  it  saves 
life.  This  one  caution  is  undoubtedly 
another  reason  for  the  reduction  of  the 
mortality  rate  in  the  special  clinics. 

Mock  presents  a clear  clinical  picture 
for  the  indication  of  lumbar  puncture.2 
You  will  note  that  only  30  per  cent  of  the 
fractured  skull  cases  fell  in  this  group. 
The  following  paragraph  is  copied  from 
his  paper:  “Thirty  per  cent  of  the  cases 
fell  in  this  group,  which  is  known  as  the 
lumbar  puncture  group.  It  includes  the 
more  serious  fracture  skull  cases,  which, 
because  of  persistent  coma,  persistently 
slowed  pulse  and  respiration,  usually  be- 
low 55  and  16,  respectively;  extreme 
restlessness;  persistent  severe  headaches; 
a lowered  diastolic  pressure,  frequently 
down  to  48 ; and  any  other  signs  sugges- 


tive of  persistently  increased  intracranial 
pressure  do  not  yield  to  the  usual  dehy- 
dration procedures.  It  requires  the 
closest  observation  to  detect  the  difference 
between  the  signs  and  symptoms  due  to 
cerebral  edema  and  other  causes  of  a 
milder  form  of  increased  intracranial 
pressure,  and  the  signs  and  symptoms  of 
a threatened  medullary  compression  due 
to  more  severe  cases  of  increased  pres- 
sure. A lumbar  puncture  done  early, 
before  medullary  compression  has  de- 
veloped, is  often  spectacular  in  its  re- 
sults. Patients  will  frequently  come  out 
of  a deep  coma  a few  minutes  later,  and 
even  converse  with  the  doctor  or 
nurse.  ...  In  many  of  these  cases  the 
puncture  is  only  required  once,  if  the 
ordinary  dehydration  is  persisted  in. 
Cases  which  have  developed  deeper 
coma,  rapid  shallow  respirations,  with  no 
grunt,  or  Cheyne-Stokes  respiration, 
and  a rapid  bounding  pulse,  have  defi- 
nite signs  of  medullary  compression. 
The  lumbar  puncture  should  have  been 
performed  before  this  stage  was  reached, 
and  certainly  must  be  performed  now. 
It  is  in  these  cases  that  this  therapeutic 
measure  is  life-saving,  although  many  of 
these  patients  die  in  spite  of  this  effort. 
The  lumbar  puncture  must  be  repeated 
if  the  signs  and  symptoms,  which  first  in- 
dicate its  need,  recur  or  persist.  Many 
lives  are  lost  by  persisting  in  lumbar 
punctures  when  indications  for  operative 
treatment  are  staring  one  in  the  face.” 
Dandy  presents  the  opposite  opinion, 
and  the  following  paragraph  is  copied 
from  his  paper:5  “Why  perform  lumbar 
punctures  on  very  ill  patients  with  in- 
juries of  the  brain?  They  say,  to  find 
out  how  much  pressure  is  in  the  cranial 
chamber  and  that  tells  us  exactly  where 
the  patient  stands.  Perhaps  that  is  true 
to  a certain  extent,  but  you  can  learn 
much  more  accurately  the  degree  of  in- 
tracranial injury,  and  of  pressure,  by  the 
old-fashioned  method  of  observation. 
There  would  be  no  harm,  of  course,  in 
doing  a lumbar  puncture  to  get  additional 
information  if  it  were  possible,  if  in  doing 
so  you  were  doing  nothing  harmful,  but 
you  are  doing  harm  when  you  do  a lumbar 
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puncture.  There  is  no  question  about  it. 
You  can’t  do  a lumbar  puncture  on  a nor- 
mal individual  without  producing  head- 
ache, and  if  you  withdraw  much  fluid  it 
may  persist  for  several  days.  The  head- 
ache is  due  to  cerebral  injury.  The  injury 
probably  occurs  because  the  brain  is 
thrust  against  the  sides  of  the  skull.  If 
a lumbar  puncture  is  done  in  the  presence 
of  increased  intracranial  pressure,  which 
obtains  in  cerebral  injuries,  the  resultant 
trauma  will  be  proportionately  greater. 
It  is  true  that  the  patient  may  improve 
immediately  after  you  do  the  lumbar 
puncture,  but  it  is  only  a transient  change. 
If  the  hemorrhage  is  in  the  posterior 
cranial  fossa,  the  patient  will  probably 
be  made  worse  instantly  owing  to  the 
injury  of  the  medulla.  If  an  extradural 
hemorrhage  is  present,  the  release  of 
pressure  is  the  worst  possible  thing  that 
can  happen  to  induce  further  bleeding. 
Even  when  pressure  is  immediately  re- 
lieved, it  cannot  last  because  more  in- 
tracranial pressure  will  return  in  the 
course  of  a few  hours  from  the  additional 
damage  which  the  puncture  has  created. 
What  happens  from  a lumbar  puncture  is 
about  what  happens  from  the  fracture 
itself  though  in  lesser  degree.  When 
the  skull  is  traumatized,  the  brain  is  in- 
jured because  it  is  thrown  against  the 
sides  of  the  skull.  The  resultant  injury 
to  the  brain  produces  within  the  brain, 
changes  which  are  precisely  similar  to 
those  which  appear  in  the  tissues  else- 
where when  injured.  For  example,  an 
injured  hand  will  swell  in  the  course  of  a 
few  hours.  The  swelling  is  the  result 
of  two  components — hemorrhage  and 
edema — and  these  occur  in  different 
proportions.  Sometimes  hemorrhage  pre- 
dominates, as  in  a black  eye;  at  other 
times  the  swelling  is  largely  fluid.  All 
intracranial  pressure  results  from  hemor- 
rhage and  edema.  It  is  this  pressure 
which  causes  death.  Lumbar  puncture 
doesn’t  remove  either  this  edema  or 
blood.  It  removes  the  fluid  from  the 
ventricles,  and  this  nature  is  able  to  do 
and  does  in  her  manner  of  space  com- 
pensation, the  fluid  being  absorbed  into 
the  blood.” 


Despite  this  controversial  opinion,  both 
authors  present  practically  the  same 
statistics — 20  per  cent  mortality  rate. 
We  feel  that  this  procedure  in  the  hands 
of  surgeons  who  are  constantly  taking 
care  of  these  injuries  is  undoubtedly  less 
dangerous  and  more  efficacious  than  in 
the  hands  of  physicians  who  are  less 
skilled  in  the  management  of  these  cases. 

2.  Hypertonic  Fluids. — Here  again  we 
have  a highly  controversial  problem. 
All  are  agreed  that  hypertonic  fluids 
should  not  be  given  when  the  patient 
is  in  shock.  Such  fluids  produce  a diffuse 
diuresis  which  will  contribute  to  the 
shock. 

Masserman6  established  the  occurrence 
of  secondary  rise  of  cerebrospinal  fluid 
pressure  from  the  use  of  concentrated 
dextrose  solutions.  He  advances  the 
theory,  referring  to  a paper  by  Hoff,7 
that  it  may  be  due  to  the  deposition  of 
dextrose  in  the  nervous  tissues  with  en- 
suing compensatory  intercellular  and 
intracellular  edema.  Sachs8  pointed  out 
that  the  occurrence  of  the  secondary 
rises  of  cerebrospinal  fluid  pressure  is 
beside  the  point  clinically,  as  no  one  re- 
lies on  a single  dose  of  dextrose  in  a 
serious  case.  Masserman,9  in  another 
splendid  paper,  found  that  the  use  of 
sucrose  in  concentrated  solution  was 
practically  free  from  the  secondary  rises 
in  cerebrospinal  pressure.  He  thinks 
this  is  because  sucrose  is  not  taken  up 
by  the  intra-  and  extracellular  tissues. 
Hahn,  Ramsey,  and  Kohnstaedt,10  in  a 
comprehensive  paper  on  hypertonic  fluids 
in  head  injuries,  advocate  the  substitu- 
tion of  sucrose  for  dextrose.  They  also 
say  that  in  osmotic  therapy  it  is  not  only 
the  agent  that  is  important,  but  the  way 
it  is  used.  Therefore,  they  came  to 
value  lumbar  puncture  performed  peri- 
odically and  by  a meticulous  technic  as  a 
means  of  keeping  informed  of  intra- 
cranial conditions  and  of  assisting  in  the 
maintenance  of  intracranial  pressures 
consistent  with  life.  In  our  series  of 
cases  we  did  not  use  hypertonic  fluids. 
There  is  no  proof  that  neural  damage  it- 
self is  affected  by  such  fluid. 

3.  Operation. — Extradural  hemorrhage 
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is  the  only  type  of  case  that  requires 
immediate  operation. 

The  compound  comminuted  fractures 
require  debridement  operations.  Such 
operations  must  be  done  only  at  the  time 
the  patient  is  out  of  shock  and  is  able  to 
withstand  it. 

Depressed  fractures  rarely  need  im- 
mediate operation.  This  is  an  elective 
operation  and  should  never  be  done  until 
the  patient  is  able  to  undergo  such  a 
procedure  without  endangering  his  life. 
Naffaziger11  has  outlined  the  treatment 
of  these  cases. 

Subtemporal  decompression  operations 
are  often  life-saving.  If  such  an  opera- 
tion is  done  before  the  end  of  six  to  seven 
hours,  the  mortality  rate  is  between  50 
and  100  per  cent.  The  longer  an  opera- 
tion can  be  delayed,  the  better  the  chances 
are  for  the  survival.  You  may  have  to 
operate  after  this  period  of  time  has 
passed,  if  restlessness  increases  or  ceases 
as  coma  deepens,  if  the  pulse  and  the 
respiratory  rate  oscillate,  and  if  the 
temperature  is  rising.  This  is  why  the 
patient  is  watched  and  checked  so  fre- 
quently. Failure  to  note  this  turning 
point  may  mean  the  loss  of  the  slim 
chance  of  survival.  Subdural  hematoma 
or  hydroma  cases  can  be  saved  only  by 
operation  and  may  be  lost  by  lumbar 
puncture  and  dehydration  therapy. 

The  statistics  on  operations  show  that, 
in  general,  we  are  probably  relying  too 
much  on  lumbar  puncture  and  hypertonic 
fluids  in  cases  that  need  operation.2 


Cases 

Operations 

(Percentage) 

Mock 

200 

10 

Special  cases 

850 

11.6 

General  cases 

1,354 

3.3 

Author 

97 

9.3 

The  special  clinics  operate  about  10 
per  cent  of  their  cases,  whereas  the 
general  cases  show  a little  over  3 per  cent 
operations.  Here  again  we  have  a known 
reason  for  the  reduction  of  the  mortality 
rate  from  40  per  cent  to  20  per  cent. 

General  Measures 

Fluids . — These  are  usually  limited  to 
1,600  cc.  a day  until  the  acute  headache 


subsides.  Be  careful  not  to  dehydrate 
your  patient  to  the  ‘ ‘thirsty  stage”  because 
you  will  be  doing  harm.  Patients  need 
more  fluids  in  hot  weather  than  in  cold. 
We  try  to  gage  the  patient’s  needs  rather 
than  use  a hard  and  fast  rule  on  fluid 
intake. 

A dry  diet. — This  is  prescribed  to  make 
the  fluid  limit  more  effective.  Feed  by 
gavage  if  the  patient  cannot  swallow 
after  forty-eight  hours.  Beware  of  star- 
vation. 

Rest  in  bed.- — This  varies  according  to 
the  individual  case.  It  is  never  under 
seven  days  in  the  mildest  cases,  and  may 
be  as  long  as  two  to  three  months  in  the 
severe  cases.  Since  it  is  impractical 
and  economically  impossible  to  keep  the 
patients  in  a hospital  until  they  are  able 
to  be  up  and  about,  when  we  think  they 
are  out  of  danger  we  send  them  home  by 
ambulance,  giving  them  complete  dry 
diet,  fluid  restrictions,  and  a head  slip, 
and  instructing  them  to  stay  in  bed. 
We  try  to  get  elderly  people  up  in  a chair 
as  soon  as  possible  in  order  to  avoid 
pulmonary  complications. 

Head  wounds. — These  must  be  com- 
pletely healed  before  a patient  is  allowed 
to  go  home. 

Observation  — This  is  made  of  the  pa- 
tient at  home  by  a visiting  nurse,  when 
deemed  necessary,  if  he  has  no  medical 
attendant.  When  the  patient  is  up  and 
about  he  is  followed  in  the  outpatient 
clinic. 

We  have  grouped  our  cases  into  five 
classes  so  as  to  avoid  any  statistical  con- 
troversy. The  brain  damage  group  has  1 
death  and  5 operations.  Four  of  these 
operations  were  without  doubt  life-sav- 
ing. All  of  these  cases  were  as  ill  as  our 
average  positive  skull  fracture  cases. 
The  compound  fracture  with  negative 
x-ray  cases  might  have  become  positive 
x-ray  cases,  if  further  x-ray  studies  had 
been  made.  Many  of  the  cerebral  con- 
cussion cases  were  not  x-rayed. 

Summary 

There  are  five  cardinal  procedures  in 
the  treatment  of  craniocerebral  injuries 
which  reduce  the  present  mortality  rate 
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of  40  per  cent  to  less  than  20  per  cent. 

1.  Patients  with  head  injuries  suffer 
from  shock,  and  the  first  few  hours  are 
the  ones  that  count  in  the  treatment. 
Treat  the  shock  properly,  and  you  will 
decrease  the  head  injury  factors;  and 
there  will  be  less  need  of  lumbar  puncture, 
hypertonic  fluids,  or  operation.  From 
the  time  the  ambulance  intern  picks  up 
the  patient,  we  have  but  one  hard  and 
fast  rule — treat  the  shock  and  do  nothing 
to  increase  it,  or  to  cause  secondary 
shock. 

2.  It  has  been  our  experience  that  the 
more  severe  head  injury  cases  have  other 
severe  injuries  which  must  be  cared  for  in 
proportion  to  their  immediate  serious- 
ness. The  care  of  these  injuries  in- 
fluences directly  the  status  of  the  head 
injury. 

3.  The  use  of  lumbar  puncture  and 
hypertonic  fluids  is  helpful  in  some  cases. 
The  indiscriminate  use  of  them,  particu- 
larly during  the  shock  and  postshock 
periods,  does  harm,  and  may  rob  the  pa- 
tient of  liis  slim  chance  to  survive.  We 
think  too  much  reliance  generally  is 
placed  on  these  procedures. 

4.  Immediate  x-rays  of  the  skull  are 
of  no  help  in  the  treatment. 

5.  Operations  are  more  frequently 
indicated  (10  per  cent)  and  are  done  less 
(3  per  cent)  than  they  should  be. 

We  have  reported  a consecutive  series 
of  430  head  injury  cases  admitted  to  the 
Rochester  General  Hospital  over  the 
past  twenty-seven  months.  The  x-ray 
positive  fractured  skulls  mortality  rate  is 
13.4  per  cent.  The  mortality  rate  of  the 
severe  brain  damage  group,  the  x-ray 
negative  clinical  compound  fractured 
skulls,  and  the  x-ray  positive  fractured 
skulls  is  10.3  per  cent. 

277  Alexander  Street 
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Discussion 

Dr.  Eldridge  H.  Campbell,  Jr.,  Albany,  New 
York — Certain  head  injuries  prove  fatal  regard- 
less of  the  treatment  employed;  other  patients 
with  less  severe  trauma  may  recover  spontane- 
ously; while  in  a third  group,  the  balance  may 
be  tipped  one  way  or  the  other  by  the  surgeon. 
It  is  well  at  the  outset  to  remember  that  most  of 
the  task  must  and  will  be  done  by  nature.  A 
cardinal  rule,  therefore,  is  to  keep  out  of  her 
way.  Dr.  Geib  has  given  us  an  excellent  work- 
ing plan,  and  has  emphasized  the  errors  of  com- 
mission as  well  as  those  of  omission. 

One  small  but  important  point  relative  to  the 
care  of  any  comatose  patient  may  appropriately 
be  made  at  this  time.  Such  a person  should  lie 
on  his  side  with  the  thighs  flexed  to  steady  him. 
With  the  face  turned  slightly  downward,  two 
very  important  objects  are  accomplished:  first, 
the  tongue  and  anterior  pharyngeal  muscles  sag 
forward,  rather  than  backward,  thus  obviating 
one  all  too  common  cause  of  respiratory  ob- 
struction; second,  in  this  position,  mucus,  blood, 
or  vomitus  will  drain  out  rather  than  down  into 
the  trachea. 

Hypertonic  glucose  and  sucrose  have,  in  my 
own  experience,  proved  quite  disappointing  in 
the  presence  of  severe  edema  or  hemorrhage 
within  the  brain  itself.  On  several  occasions,  I 
have  observed  its  effect,  either  at  the  operating 
table  with  the  brain  exposed,  or  on  the  ward 
when  a tightly  bulging  decompression  existed. 
Seldom  has  it  been  of  significant  value. 

In  certain  cases,  lumbar  punctures  may  prove 
harmful,  not  only  because  of  the  rapid  with- 
drawal of  the  brain’s  cushion,  but  also,  on  occa- 
sions at  least,  because  of  the  resistant  struggling 
of  the  patient.  Furthermore,  the  need  for  a 
decompression  will  not  be  determined  by  an 
arbitrary  figure  in  millimeters  of  water  pressure, 
but  rather  by  the  individual’s  ability  to  tolerate 
that  pressure.  Thus,  it  is  solely  by  frequent, 
careful,  clinical  observations  of  the  patient  that 
one  can  determine  whether  or  not  he  is  com- 
pensating successfully.  With  adequately  super- 
vised nursing  care,  the  majority  of  such  persons 
will  recover;  while  from  the  group  of  more 
severely  injured,  those  who  are  going  downhill, 
a goodly  number  may  be  rescued  by  a properly 
timed  and  properly  executed  decompressive 
operation. 


CAN  SYPHILIS  EXIST  APART  FROM  SEX? 


Ellis  Herndon  Hudson,  M.D.,  D.T.M.  & H.  (Eng.),  Clifton  Springs,  New  York 
( From  the  Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs ) 


IF  we  limit  our  thought  to  the  civilized 
countries  of  today,  we  must  reply 
in  the  negative.  Even  congenital  syphilis 
as  we  know  it  has  its  origin  in  some  sexual 
contact,  and  the  so-called  “innocent” 
infections  are  in  large  proportion  trace- 
able to  erotic  practices. 

We  do  not  have  to  delve  deep  into 
the  history  of  syphilis,  however,  to  find 
records  in  these  same  civilized  countries  of 
epidemic  and  endemic  forms  of  syphilis 
which  were  sometimes  called  syphiloids 
and  which  had  the  common  characteris- 
tics of  rural  locale,  preponderating  child- 
hood acquisition,  and  propagation  from 
person  to  person  through  physical  inti- 
macies other  than  sexual  intercourse. 
Kristian  Gron1  of  Oslo  has  described  these 
syphiloids  of  Europe  in  detail.  Such  was 
also  the  Scottish  disease  called  sibbens , 
described  by  Ebenezer  Gilchrist2  in  Edin- 
burgh in  1771. 

These  British  and  European  syphiloids, 
embedded  in  medical  history,  had  their 
day,  however,  and  disappeared  before  the 
discovery  of  the  spirochete  and  the  Was- 
sermann  test.  It  is  this  fact  that  gives 
significance  to  the  researches  I have  made 
in  recent  years  on  bejel,  the  modern 
Bedouin  counterpart  of  those  older  ex- 
amples of  nonvenereally  propagated  syphi- 
lis. For  the  past  fifteen  years,  follow- 
ing the  dictum  of  Osier,  I have  “ob- 
served, recorded,  tabulated,  and  com- 
municated” the  facts  concerning  this 
form  of  syphilis  among  the  seminomad 
villagers  of  the  Euphrates  in  the  region  of 
Deir-ez-Zor,  Syria.  Having  lived  for 
many  years  among  these  people,  speaking 
their  language,  keeping  careful  clinical 
records,  having  every  opportunity  to 
observe  their  economic  and  sociologic 
backgrounds,  employing  darkfield,  Kahn, 
Kolmer-Wassermann,  camera,  and  other 
facilities  of  a well-organized  clinic,  treat- 
ing them  with  arsenicals  and  bismuth, 


I am  in  a position  to  be  confident  of  the 
essential  soundness  of  my  views  concern- 
ing the  epidemiology,  etiology,  and  clini- 
cal manifestations  of  bejel.  Each  of  my 
communications,  published  in  the  course 
of  more  than  a decade,  has  been  devoted 
to  a particular  aspect  of  this  disease.3’4 

How  does  bejel  differ  from  the  well- 
known  venereal  form  of  syphilis?  Funda- 
mentally in  this  one  respect — that  it  is  a 
contagious  disease  of  children.  We  are 
familiar  with  the  congenitally  acquired 
syphilis  of  children  whose  parents  have  ac- 
quired the  disease  venereally;  this,  on  the 
contrary,  is  syphilis  acquired  by  one 
child  from  another,  just  as  our  children 
acquire  measles  from  others. 

When  a child  acquires  bejel  he  soon 
breaks  out  with  an  eruption  in  the  mouth 
or  on  the  body.  These  eruptions  “weep” 
a serum  which  is  loaded  with  spirochetes, 
and  in  the  play  of  this  child  with  others 
he  is  a constant  source  of  contagion. 
The  eruption  lasts  for  about  a year,  offer- 
ing, therefore,  untold  opportunities  for 
contagion  under  the  frightfully  unhy- 
gienic conditions  of  nomad  and  semi- 
nomad life. 

My  statistics,  covering  thousands  of 
cases,  show  that  at  least  60  per  cent  of 
those  who  reach  adult  life  have  passed 
through  this  stage  in  childhood  and  are 
therefore  syphilitic.  For,  when  the  erup- 
tion finally  disappears,  the  disease  re- 
mains in  latent  form.  This  statement  is 
supported  by  thousands  of  serologic  tests. 
If  an  individual  chances  to  reach  adult 
life  uninfected,  his  next  exposure  to  the 
disease  comes  through  contact  with  his 
own  children.  An  uninfected  man  or 
woman  seldom  contracts  the  disease 
maritally,  for  the  chances  are  small  that 
two  marital  partners  have  both  escaped 
the  childhood  infection;  and  if  one  of 
them  had  bejel  in  childhood,  the  pass- 
age of  time  since  infection  makes  marital 
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infection  unlikely.  Statistics  show  that 
less  than  10  per  cent  of  the  community 
fail  to  acquire  bejel  at  some  time  during 
life. 

It  is  a law  of  syphilitic  disease  that  with 
the  passage  of  time,  an  infected  indi- 
vidual becomes  less  and  less  likely  to  trans- 
mit syphilis  to  another — in  other  words, 
becomes  less  and  less  infective.  This  ex- 
plains not  only  the  rarity  of  infection 
through  sexual  intercourse  among  the 
Bedouins,  but  accounts  for  the  apparent 
rarity  of  congenital  transmission.  My 
statistics  show  that  bejel  “spares  the  next 
generation,”  inasmuch  as  fertility  rates 
are  good,  miscarriage  rates  are  not  unduly 
high,  congenital  stigmata  are  rare,  and 
infantile  mortality  is  due  in  large  part  to 
causes  other  than  syphilis. 

It  seems  to  be  a fact,  also,  that  when  a 
child  acquires  syphilis  early  in  life,  the 
chances  for  subsequent  involvement  of  the 
heart  and  blood  vessels,  the  viscera,  and 
the  nervous  system  are  much  reduced. 
Bejel  tends  to  assume  a course  much  less 
dangerous  to  life  than  venereal  syphilis 
with  its  attack  upon  the  vital  organs  and 
its  end  in  paralysis  and  insanity.  The 
late  lesions  of  bejel  are  rather  mucocu- 
taneous relapses,  mutilating  gummatous 
ulcers  of  the  skin  or  mucous  membranes, 
or  involvement  of  the  periosteum  of  the 
long  bones. 

Many  late  bejel  cases  exhibit  mutila- 
tions of  the  nose  and  throat  resembling 
“gangosa.”  About  2 per  cent  of  late 
cases  have  juxta-articular  nodules;  and 
there  are  many  instances  of  plantar  hy- 
perkeratosis and  diffuse  depigmentation. 

Bejel  as  it  exists  in  the  childhood  reser- 
voir is  usually  untreated,  passing  without 
restraint  from  child  to  child,  and  from 
child  to  adult.  It  is,  therefore,  a bio- 
logically free  disease  unrestricted  by  any 
barrier,  unmodified  by  any  treatment, 
and  favored  by  general  crowding,  pro- 
pinquity, and  utter  lack  of  personal  sani- 
tation. 

I have  regarded  and  described  bejel 
as  a form  of  syphilis.  The  character  of 
the  early  and  late  lesions,  the  phenome- 
non of  relapse,  the  quality  of  latency, 
the  uniform  presence  of  a spirochete  in- 


distinguishable from  Treponema  palli- 
dum, the  positive  precipitation  and  com- 
plement fixation  reactions,  and  the  favor- 
able response  to  antispirochetal  drugs — 
all  remove  the  question  beyond  reasonable 
doubt.  Bejel  has  been  regarded  as 
syphilis  by  practically  all  medical  men 
and  women  who  have  seen  it. 

C.  M.  Hasselmann,5  who  recently  spent 
a month  in  the  Near  East  and  ten  days 
in  Deir-ez-Zor,  has  added  his  opinion  to 
those  identifying  bejel  with  syphilis. 
He  has  added  supporting  histopathologic 
evidence  which  agrees  with  my  yet  un- 
published material  on  this  aspect  of 
bejel.  Hasselmann  was  prevented  by 
the  limitations  of  time  from  investigating 
personally  the  epidemiology  of  bejel, 
and,  therefore,  has  been  led  by  unqualified 
or  biased  observers  into  a view  contrary 
to  mine,  as  to  the  essentially  childhood 
and  non  venereal  nature  of  bejel.  He  has 
implied  that  my  deductions  on  this  point 
have  been  warped  by  sentimental  and 
moralistic  bias.  He  has  overlooked,  how- 
ever, the  years  I have  devoted  to  careful 
study  of  the  social  fabric  of  Bedouin  com- 
munity life  and  my  published  conclusion6 
that  the  non  venereal  nature  of  bejel  is 
adequately  accounted  for  on  economic, 
sociologic,  and  geographic  grounds,  with 
no  respect  whatever  to  morals.  Inti- 
mate knowledge  of  the  locale,  and  the 
investment  of  a considerable  period  of 
time  are  both  essential  to  qualify  an  ob- 
server for  authoritative  pronouncement 
on  the  obviously  intricate  question  of  the 
epidemiology  of  bejel  in  the  primitive  but 
well -organized  Bedouin  community. 

My  findings  regarding  the  epidemiology 
and  clinical  course  of  bejel  are  supported 
not  only  by  my  former  colleague,  Dr. 
Crosley,  by  my  successor,  Dr.  Rost, 
and  others  who  have  worked  in  the  Ameri- 
can clinic  in  Deir-ez-Zor,  but  by  com- 
petent and  experienced  American  and 
British  physicians  and  public  health  of- 
ficers in  the  Arab  countries  of  the  Near 
East. 

William  Corner,7  who  was  for  several 
years  an  officer  of  the  Iraq  Health  Service, 
writes  of  bejel  as  follows : “. . . . the  same 

disease  under  the  same  name  is  prevalent 
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among  the  seminomadic  Arabs  on  the 
Tigris  . . . less  than  200  miles  east  of  the 
affected  Euphrates  area.  . . . There  has 
never  been  any  doubt  as  to  the  syphilitic 
nature  of  the  condition  . . . and  its  non- 
venereal  nature  has  been  recognized. 
(Most  of  the  natives  contract  it,  many 
in  childhood,  but  quite  a number  later.) 
When  field  treatment  was  offered  near 
their  homes,  people  of  all  ages  were 
found  to  collect  in  large  numbers  for  at- 
tention, often  including  children  and 
adults  from  the  same  family.  . . Chil- 
dren rarely,  if  at  all,  showed  signs  ...  of 
congenital  syphilis.” 

T.  Barrett  Heggs,8  Public  Health  Ad- 
viser of  the  Government  of  Iraq,  writes  as 
follows:  “The  fact  that  ‘bejel,’  the  en- 

demic disease  of  the  Arab  tribes  of  Iraq, 
is  not  transmitted  by  sexual  intercourse 
has  been  recognized  by  the  Iraq  Health 
Service  for  some  years,  and  by  the  tribes, 
who  show  no  shame  in  applying  for 
treatment,  as  they  do  with  gonorrhea. 
In  the  official  compilation  of  the  Vital 
Statistics  of  Iraq  published  in  1935, 
the  following  comment  was  made  upon 
the  statistics  of  syphilis : 

‘The  Liwas  of  Mosul,  Dulaim,  and 
Amarah  have  a high  incidence  of 
syphilis  but  a low  incidence  of  gonor- 
rhea. This  is  because  the  syphilis  of 
the  tribes  is  not  spread  venereally, 
but  innocently  through  their  low 
standard  of  personal  hygiene.’  ” 

Dr.  Heggs’s  own  statement  continues: 
“.  . . primary  lesions  are  rarely  seen  on 
the  genitals — a large  incidence  falls  upon 
children  and  old  people;  it  is  not  heredi- 
tary— congenital  syphilis  is  rare;  its 
secondaries  are  mild  and  mostly  in  skin 
and  bone ; sequelae  of  the  central  nervous 
and  circulatory  systems  are  rare;  ‘gan- 
gose’  is  seen.  . . The  tribes  seen  by 
Hudson  of  Deir-ez-Zor  are  the  same  tribes 
that  inhabit  our  Dulaim  Liwa,  also  on  the 
Euphrates,  and  the  disease  described  by 
him  and  by  Macqueen  in  Palestine  is 
identical  with  our  endemic  syphilis  of  the 
tribes  here.” 

The  reference  to  Macqueen  relates 
to  his  report9  concerning  a form  of  non- 
venereal  syphilis  that  he  observed  when 


engaged  in  public  health  work  in  southern 
Palestine.  A similar  condition  has  been 
found  by  Torrance10  in  the  region  of 
Tiberias,  by  Napier11  at  Aden,  and  by 
Hewer12  in  the  Sudan. 

Clawson13  in  connection  with  his  den- 
tal service  for  the  Iraq  Petroleum  Com- 
pany in  Iraq  and  Syria  has  seen  numer- 
ous cases  of  bejel  and  has  confirmed  my 
description  of  the  disease.  Mylrea14 
and  Thoms,16  speaking  from  experience 
of  many  years  among  the  Arabs  of  the 
Persian  Gulf,  agree  that  there  exists 
among  the  desert  Arabs  of  that  region  an 
abundance  of  endemic  syphilis  (there 
called  belesh ) propagated  nonvenereally 
in  the  same  manner  as  bejel.  They 
also  record  the  absence  of  gonorrhea 
among  the  Arabs  who  have  not  had  con- 
tact with  the  towns. 

The  only  possible  confusion  in  the 
diagnosis  of  bejel  as  syphilis  is  its  remark- 
able similarity  to  yaws.  I have  pre- 
viously disclaimed  direct  knowledge  of 
yaws  but  have  called  attention  to  the 
features  which  bej el-syphilis  has  in  com- 
mon with  the  published  descriptions  of 
yaws.  I have  shown  that  both  bejel 
and  yaws  are  erected  upon  the  epi- 
demiologic tripod  of  childhood  acquisi- 
tion, community  distribution,  and  gen- 
eral lack  of  treatment;  and  I have  re- 
marked that  the  more  syphilis  resembles 
yaws  in  epidemiology  the  more  it  re- 
sembles yaws  clinically.  This  fact  is 
suggestive — though  not  conclusive — evi- 
dence of  their  etiologic  identity.  I have 
introduced  bejel  into  the  literature,  not 
to  perpetuate  its  name,  nor  to  becloud 
the  issue  with  a third  disease,  but  to 
draw  yaws  and  syphilis  closer  in  medical 
thought.  Further  investigation  may 
eventually  fuse  them  under  the  one 
head  of  the  treponematosis  of  T.  pal- 
lidum.1* 

Hasselmann,  with  many  others,  has 
committed  himself  to  the  view  that  vene- 
real epidemiology  is  an  integral  element 
in  syphilis  and  can  be  used  as  a differen- 
tial point  between  syphilis  and  yaws. 
Bejel,  therefore,  presents  him  with  a 
dilemma.  Either  he  must  call  bejel 
yaws,  or  he  must  deny  its  essentially 
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nonvenereal  nature.  Hasselmann  has 
taken  the  latter  position.  Yet,  it  seems 
strange  that  he  does  not  see  that  such 
similar  organisms  as  Treponema  pallidum 
and  T.  pertenue  should  logically  produce 
similar  disease  pictures  when  operating  in 
similar  environments. 

The  other  syphiloids  have  passed 
on  into  medical  history  and  are  no  longer 
susceptible  of  analysis,  but  bejel  is  still 
with  us,  offering  the  answer — I believe  in 
the  affirmative — to  the  old  question, 
“Can  syphilis  exist  apart  from  sex?” 

As  a natural  corollary  to  the  position 
expressed  in  the  foregoing,  the  question 
arises:  “Why  do  not  the  children  in 

civilized  countries  have  bejel?”  Why 
does  not  an  epidemic  of  this  form  of 
syphilis  sweep  through  our  child  popula- 
tion at  intervals?  The  answer  is  to  be 
found  in  the  fragile  nature  of  the  spiro- 
chete. This  delicate  germ  hates  light, 
dryness,  and  soap;  and  intimate  bodily 
contact  is  requisite  for  its  transfer  from 
one  human  body  to  another.  Among  the 
half-clothed,  unwashed,  uncared  for,  and 
unisolated  children  of  the  Arabs,  living  in 
unimaginable  filth,  opportunities  for  the 
transfer  of  bodily  secretions  from  one  to 
another  are  innumerable.  The  relative 
cleanliness  of  children  in  towns  and  in 
rural  civilized  communities  cuts  off  these 
avenues  of  propagation. 

On  the  other  hand,  in  urban  and  civil- 
ized communities  has  appeared  a large 
uninfected  adult  population,  and  pari 
passu  has  appeared  monogamy,  delayed 
marriage,  prostitution,  bachelorhood,  and 
marital  maladjustment.  Sexual  inter- 
course, therefore,  has  become  the  avenue 
par  excellence  of  sufficient  physical  inti- 
macy in  our  clothed  and  clean  popula- 
tion for  the  transfer  of  the  spirochete  and 
the  propagation  of  syphilis. 

We  are  forced  therefore  to  the  paradoxi- 
cal conclusion  that  syphilis  as  we  know 
it  in  civilized  countries  is  the  price  which 
has  been  paid  for  the  generally  high  level 
of  personal  cleanliness.  Take  away  our 
soap  and  our  sanitation  and  give  us  the 
filth  and  the  physical  propinquity  of  the 
Arabs,  and  syphilis  will  creep  back  as 
a contagious  disease  of  our  children. 


Bejel,  the  childhood  disease  of  the 
Bedouins,  shows  us  what  we  have  es- 
caped. Venereal  syphilis,  an  undesirable 
by-product  of  civilization’s  hard-won 
hygiene,  remains.  This  gives  fresh  light 
and  new  perspective  on  the  old  disease, 
and  should  enable  us  to  look  more  objec- 
tively upon  syphilis  and  its  relation  to  the 
human  race.  This  realistic  approach  to 
the  problem  of  venereal  disease  should  help 
to  remove  the  taboo  which  conditions  our 
present  thinking,  and  should  strengthen 
that  new  and  intelligent  attitude  for 
which  so  many  agencies  are  now  striv- 
ing. Lack  of  objectivity  is  the  highest 
hurdle  in  the  venereal  disease  control 
program.  Syphilis  can  be  eradicated, 
once  objectivity  has  been  achieved. 

Summary 

1.  Sex  plays  an  integral  part  in  the 
syphilis  of  civilized  countries.  In  cer- 
tain areas  of  the  world,  however,  syphilis 
is  predominantly  an  innocent  disease  of 
childhood,  acquired  by  contact  unrelated 
to  sex.  An  illustration  of  this  type  of 
syphilis  is  bejel,  existing  among  the 
Bedouins  of  the  Euphrates. 

2.  Sixty  per  cent  of  the  inhabitants 
of  these  Arab  village  communities  ac- 
quire syphilis  by  nonsexual  contacts  be- 
fore puberty,  and  adults  who  have  es- 
caped the  childhood  infection  usually 
contract  bejel  later  from  children  in  the 
same  way.  This  fundamental  fact  of 
epidemiology  brings  in  its  train  unusual 
features  in  the  immunology,  clinical 
course,  and  pathology  of  bejel. 

3.  Intimate  physical  contact  is  always 
necessary  for  the  propagation  of  syphilis. 
Under  the  shockingly  unhygienic  condi- 
tions of  the  Arabs  this  opportunity  is 
abundantly  provided  in  the  child  popula- 
tion, and  syphilis  under  these  circum- 
stances is  therefore  a contagious  disease 
of  childhood.  The  higher  level  of  per- 
sonal hygiene  in  civilized  countries  has 
narrowed  the  field  of  the  spirochete  to  the 
physical  intimacy  of  sex,  and  syphilis 
under  these  circumstances  is  therefore  a 
venereal  disease. 

4.  Bejel,  like  other  “syphiloids”  of 
the  past  and  present,  demonstrates  that 
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syphilis  can  and  does  exist  apart  from 
sex.  Venereal  practice  is  therefore  not  an 
integral  part  of  syphilis,  nor  a valid 
differential  criterion  in  comparing  syph- 
ilis and  yaws. 
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Discussion 

Dr.  Howard  Fox,  M.D.,  New  York  City — 
The  interesting  paper  of  Dr.  Hudson  is  one  of  a 
series  he  has  written  in  an  attempt  to  prove 
that  among  the  Bedouin  Arabs  in  a certain  part 
of  the  Near  East,  there  exists  a type  of  syphilis 
which  is  usually  non  venereal  in  origin.  This 
fact,  if  corroborated,  might  be  a link  with  yaws 
which  is  entirely  non  venereal. 

I am  glad  to  know  that  Dr.  Hudson  considers 
the  disease  under  discussion  to  be  syphilis  and 
not  yaws.  It  might  be  added  that  practically 
all  authorities  agree  on  this  question.  Further- 
more, yaws  is  purely  a tropical  disease,  and  the 
section  of  Syria  where  Dr.  Hudson  lived  for  a 
dozen  years  is  not  tropical. 

In  the  valley  of  the  Euphrates  in  Syria,  the 
term  bejel  is  used  to  describe  syphilis  among 
Bedouin  Arabs;  whereas,  in  Palestine  and  Iraq, 
the  terms  firjal  and  loath  are  used.  Numer- 
ous other  local  names  throughout  the  Near  East 
are  also  used  for  this  disease. 

I am  unable  to  discuss  Dr.  Hudson’s  views 
from  personal  experience.  Until  recently,  most 
of  the  available  literature  in  this  country  on  the 
subject  of  syphilis  in  the  Arabs  of  the  Near  East 
came  from  his  pen.  I can  merely  call  attention 
to  direct  refutation  of  some  of  his  statements  in  a 


recent  article  in  the  Archives  of  Dermatology  and 
Syphilology  by  Hasselmann  of  Manila.  It  is 
true  that  Hasselmann’s  statements  are  based  on 
a visit  of  only  one  month  in  the  Near  East. 
It  may  be  said,  however,  that  he  is  a trained 
dermatologist  and  syphilologist  and  also  that  he 
has  had  extensive  experience  with  yaws.  F urther- 
more,  as  he  was  sponsored  by  Surgeon  General 
Parran,  he  was  able  to  cover  a good  deal  of 
ground,  to  see  many  patients,  to  take  photo- 
graphs and  biopsies,  and  to  obtain  opinions  from 
the  most  experienced  health  officers  and  private 
practitioners  in  Syria,  Palestine,  and  Iraq. 

Hasselmann  states  that  the  transmission  of 
syphilis  among  Arab  Bedouins  exclusively  by 
means  other  than  sexual  intercourse  is  a myth. 
He  also  says  that  the  influence  of  promiscuity  on 
the  dissemination  of  syphilis  among  them  is  by 
no  means  negligible.  “Syphilitic  abortions,” 
he  says,  “are  common  among  Bedouin  Arabs 
but  are  less  often  reported  and  admitted  than  by 
Arabs  who  reside  in  towns.  This  is  due  to  the 
well-known  reluctance  of  Bedouin  women  to 
admit  failure  to  bear  children,  especially  boys.” 

Hasselmann  concludes:  “Aside  from  the  pre- 

ponderance of  lesions  exclusively  of  the  oral 
mucosa,  in  a people  of  whom  a considerable 
percentage  must  have  latent  syphilis,  syphilis 
runs  the  same  course  in  the  Near  East  as  else- 
where. Hence,  it  is  misleading  and  confusing 
to  call  it  by  a local  colloquial  name.” 

The  point  upon  which  Hasselmann  and  other 
writers  agree  with  Dr.  Hudson  is  the  great 
frequency  of  oral  and  pharyngeal  lesions.  The 
reason  for  this  fact  does  not  seem  clear. 

Theoretically,  filth  and  crowded  living  condi- 
tions might  tend  to  the  propagation  of  non- 
venereal  syphilis.  At  least,  this  has  not  taken 
place  in  any  part  of  the  world  except  in  the  Near 
East — assuming  Dr.  Hudson’s  contentions  to  be 
correct.  Yaws  is  certainly  contracted  in  this 
manner  and  might  thus  have  another  point  of 
similarity  to  syphilis.  There  are  sufficient 
clinical,  laboratory,  and  immunologic  dis- 
tinctions which  make  it  reasonably  certain  that 
syphilis  and  yaws  are  different  diseases. 

Dr.  Hudson,  closing  the  discussion,  said: 

Some  objection  has  been  raised  to  my  intro- 
duction of  the  word  bejel.  I have  felt  the  use 
of  the  word  justified,  however,  in  the  sense  of  a 
label  for  this  type  of  syphilis.  Under  certain 
environmental  conditions  syphilis  does  exist  in  a 
non  venereal  form.  Once  this  fact  has  been 
generally  grasped,  the  word  bejel  may  be  dis- 
carded, but  meanwhile  it  is  useful  in  distinguish- 
ing this  type  of  syphilis  from  the  usual  venereal 
form. 
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Dr.  Fox  remarks  that,  assuming  my  conten- 
tions are  correct,  the  Near  East  seems  to  be  the 
only  area  in  which  filth  and  crowded  living 
conditions  have  caused  the  propagation  of 
nonvenereal  syphilis.  I do  not  place  bejel  in 
this  unique  position.  Medical  literature  has 
provided  many  references  to  the  nonvenereal 
‘syphiloids’  propagated  in  this  fashion.  In  this 
connection,  bejel  is  noteworthy  only  in  the  thor- 
oughness with  which  it  has  been  studied  and 
reported. 

As  to  the  credibility  of  Hasselmann’s  authori- 
ties, I must  question  the  accuracy  of  the  state- 
ment that  they  are  “the  most  experienced  health 
officers  and  private  practitioners  in  Syria,  Pales- 
tine, and  Iraq.”  Those  doctors  who  live  in  such 
coastal  cities  as  Damascus,  Jerusalem,  or  Bey- 
routh, know  about  bejel  only  through  hearsay. 
As  to  the  native  Arab  doctors  of  the  interior 


whom  Hasselmann  quotes,  a long  experience  in 
the  Near  East  leads  one  to  place  at  least  equal 
reliance  upon  the  competent  British  and  Ameri- 
can physicians  and  health  officers  whose  official 
reports  and  published  statements  I have  quoted. 
Hasselmann’s  statement  that  the  nonvenereal 
propagation  of  bejel  is  a myth  falls  under 
the  weight  of  substantial  opinion  to  the  con- 
trary. 

A further  point  needs  to  be  made  clear.  The 
phrase  “and  not  yaws,”  which  Dr.  Fox  uses,  is 
not  mine.  I believe  bejel  is  syphilis,  but  I am 
not  prepared — as  Dr.  Fox  seems  to  be — to  go 
further  and  to  reject  the  possibility  of  its  iden- 
tity with  yaws  also.  The  relationship  of  syphilis 
and  yaws  is  in  my  opinion  still  sub  judice. 
In  fact,  as  I have  said  elsewhere,  bejel  seems  to 
furnish  strong  evidence  in  favor  of  the  identity  of 
these  two  treponematoses. 


THE  AMBULANCE’S  PERILOUS  PACE 

A New  York  doctor  who  signs  himself  “L.  W., 
M.D.”  writes  to  the  Times  to  protest  against  the 
“foolhardy  speed”  of  the  ambulance  “to  reach  a 
case  which  ninety-nine  times  out  of  a hundred 
will  get  well  without  any  medical  attention,” 
endangering  the  life  of  driver  and  surgeon. 

The  loss  of  a single  physician  in  an  ambulance 
accident  means  a loss  of  an  average  of  thirty- 
five  years’  medical  service  to  the  community,  he 
asserts,  and  goes  on  to  say  that  the  vast  majority 
of  ambulance  calls  do  not  result  in  additional 
hospitalizations.  Most  of  these  cases  are  treated 
on  the  scene  and  discharged.  Once  in  a blue 
moon  is  there  need  for  speed,  but  these  instances 
are  so  rare  that  they  are  scarcely  worth  the  risks 
involved. 

Even  in  this  city  local  physicians  are  in  a better 
position  to  give  immediate  assistance  and  should 
be  called  without  waiting  for  an  ambulance  to 
reach  the  scene  from  some  point  two  to  ten  miles 


away  and  separated  from  the  site  of  the  accident 
by  busy  intersections,  women,  children,  and 
various  vehicles. 

Also,  to  a physician,  it  is  ridiculous  to  read 
about  a mad  rush  to  deliver  some  rare  serum  from 
one  end  of  the  town  to  another.  I have  yet  to 
learn  of  a serum  that  must  be  delivered  within  a 
number  of  minutes  if  a life  is  to  be  saved.  I 
question  whether  such  a serum  has  been  dis- 
covered. 

Nevertheless,  we  read  every  now  and  then  of 
Policeman  So-and-so  receiving  a medal  for  de- 
livering a vial  of  anti-this-and-that  virus  through 
twelve  miles  of  heavy  traffic  in  less  than  ten 
minutes. 

He  deserves  a medal  for  being  able  to  ma- 
neuver his  motorcycle  so  well,  but  the  chances 
are  that  he  was  in  greater  danger  during  those 
ten  minutes  than  the  patient  was  during  the 
whole  course  of  his  illness. 


MODERNIZE  THE  OFFICE  WITH  UNCLE  SAM 


Legislation  has  extended  for  two  years  more 
the  period  in  which  doctors  can  renovate  and 
modernize  offices  with  FHA  loans.  New  amend- 
ments provide  that  loans  to  $2,500  may  be 
obtained  from  cooperating  institutions.  Loans 
for  office  alterations  or  repairs  are  repayable  in 
three  years;  loans  for  home  or  home-office  con- 
stitution are  made  for  periods  of  as  long  as  ten 
years.  The  maximum  finance  charge  remains  $5 
per  $100  for  modernization  loans;  $3.50  per  $100 


for  residential,  or  partially  residential,  construc- 
tion loans. 

Candidates  for  loans  must  have  “good  credit 
standing”  and  “regular  income.”  Renters  may 
modernize  their  offices  only  if  they  hold  long 
leases.  Among  improvements  that  may  be  pur- 
chased with  the  loans  are  heating,  lighting, 
ventilating,  plumbing,  and  air-conditioning  sys- 
tems ; doors  and  windows ; driveways,  walks,  land- 
scaping; built-in  medicine  cabinets,  bookcases. 
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IN  recent  years,  extensive  routine 
roentgen  examinations  of  the  gastro- 
intestinal tract  have  shown  us  that  diver- 
ticulosis  is  much  more  common  than  was 
previously  supposed,  and  we  also  know 
that  many  people  go  through  life  without 
any  complications  resulting  from  them, 
just  as  many  people  do  with  gallstones 
that  may  be  asymptomatic.  Diverticula 
are  sacculations  or  small  herniations 
along  the  lumen  of  the  large  bowel  caused 
by  muscular  defects  or  protrusion  of  the 
mucosa  through  attenuated  spots  in  the 
underlying  coats.  Hence  there  are  only 
two  layers  in  the  diverticular  walls — the 
mucosa  and  the  peritoneum. 

Diverticula  occur  more  commonly  in 
males,  the  ratio  being  about  three  to  two. 
It  is  seldom  troublesome  before  the  ages 
of  40  years  and  is  preponderant  between 
50  and  70.  Obese  patients  are  more 
likely  to  be  affected  than  those  who  are 
thin. 

Diverticula  may  occur  throughout  the 
entire  colon  or  they  may  involve  one  or 
more  segments,  but  it  is  worthy  of  note 
that  ordinarily  only  those  in  the  sigmoid 
give  rise  to  complications.  This  is  prob- 
ably due  to  the  fact  that  the  lumen  of  the 
sigmoid  is  smaller  in  caliber  and  the  stool 
is  firmer. 

The  incidence  of  diverticula  is  between 
5 and  7 per  cent,  as  determined  by  routine 
examinations.  When  an  inflammatory 
process  arises  in  a diverticulum,  the  con- 
dition known  as  diverticulitis  results, 
and  studies  of  a large  number  of  cases 
have  shown  that  in  about  15  per  cent  of 
cases  of  diverticulosis,  diverticulitis  re- 
sults. Therefore,  in  1,000  routine  cases, 
there  will  be  about  60  cases  of  diverticu- 
losis, in  approximately  8 of  which  the 
complication  known  as  diverticulitis  will 
develop. 

I think  it  is  common  practice  to  regard 


diverticulosis  discovered  in  a routine 
examination  lightly  because  it  is  known 
that  the  chance  of  the  development  of 
complications  is  only  about  one  in  eight 
or  ten.  I do  not  think  this  is  the  proper 
attitude  because  it  may  be  that  wise 
medical  care  would  save  a certain  number 
of  these  patients  from  future  complica- 
tions. Furthermore,  it  is  quite  possible 
that  many  minor  disturbances  of  the 
gastrointestinal  tract  may  be  reflexes 
from  these  apparently  benign  conditions. 
If  a case  is  discovered  during  a routine 
roentgen  examination  and  if  the  patient 
has  no  abdominal  distress  and  the  bowel 
function  is  normal,  prophylactic  treat- 
ment can  be  instituted,  involving  the 
use  of  a relatively  smooth  diet  and  the 
avoidance  of  ingestion  of  seeds  or  coarse 
fibers  which  may  get  into  the  diverticulum 
and  result  in  irritation.  But  picture, 
if  you  will,  a diverticulum  that  becomes 
filled  with  colonic  contents  or  a foreign 
body.  As  was  stated  previously,  a 
diverticulum  is  a pouch  that  has  no 
muscular  coat,  so  it  is  unable  to  empty 
itself.  The  contents  become  solidified, 
cause  ulceration  in  the  mucosa,  and  infec- 
tion ensues,  which  produces  the  picture  of 
diverticulitis.  It  is  apparent,  then,  that 
the  signs  and  symptoms  vary  greatly 
according  to  the  extent  of  the  process, 
ranging  from  a slight  soreness  in  the  left 
lower  quadrant  to  the  more  grave  symp- 
toms of  obstruction  and  peritonitis. 

For  practical  consideration,  diver- 
ticulitis may  be  classified  into  three 
groups:  (1)  diverticulitis  with  entero- 
spasm;  (2)  diverticulitis  with  infiltra- 
tion; and  (3)  diverticulitis  with  perfora- 
tion. 

It  is  apparent  that  these  are  progres- 
sive stages  of  the  same  pathologic  process 
and  that  two  or  more  stages  may  be 
present  at  the  same  time.  It  must  also 
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be  realized  that  even  though  diverticuli- 
tis has  been  called  left-sided  appendicitis, 
the  surgical  problems  presented  do  not 
parallel  those  of  acute  appendicitis,  and 
while  generalized  rules  may  be  applied, 
this  condition  calls  for  much  more  in- 
dividualization . 

Diverticulitis  with  Enterospasm 

The  first  is  probably  the  most  common 
of  the  three  types.  The  patients  in 
general  give  a history  of  a change  in 
bowel  habit.  An  increasing  constipation 
has  been  noticed  for  a few  days  or  a week, 
and  frequently  an  attack  may  be  pre- 
cipitated by  excessive  use  of  laxatives  for 
this  constipation.  The  patient  is  con- 
scious of  a soreness  in  the  lower  part  of 
the  abdomen,  chiefly  in  the  left  side, 
although  occasionally  it  will  be  in  the 
right  side  because  the  sigmoid  may  oc- 
casionally be  found  there,  and  appendici- 
tis may  be  suspected.  A differential 
point  is  that  the  pain  in  diverticulitis  is 
generally  below  the  umbilicus,  whereas 
epigastric  pain  is  present  early  in  appendi- 
citis with  localization  later.  There  is 
rarely  any  elevation  of  temperature  or 
leukocytosis.  Generally  there  is  not  a 
palpable  mass,  although  in  thin  patients 
one  may  feel  a spastic  sigmoid  that  is 
definitely  tender. 

Roentgen  examination  by  use  of  the 
fluoroscope  and  the  barium  enema  is  most 
valuable  in  cases  of  this  type.  A varying 
degree  of  spasm  will  be  found  over  a 
considerable  length  of  the  sigmoid,  and  it 
may  be  so  great  that  it  causes  an  inter- 
mittent obstruction  to  the  flow  of  the 
enema,  during  which  the  patient  will 
complain  of  pain  in  the  lower  left  quad- 
rant. These  films,  in  addition  to  showing 
diverticula,  will  present  a double  saw- 
tooth appearance  of  the  sigmoid  due  to 
spasm  of  the  circular  fibers. 

In  the  majority  of  cases  seen  in  this 
stage,  the  inflammatory  reaction  sub- 
sides following  treatment,  which  is  medi- 
cal. The  patient  should  be  put  to  bed 
and  large  hot  packs  should  be  used  over 
the  entire  abdomen.  In  addition  to  a 
smooth  diet,  the  intermittent  use  of  anti- 
spasmodics  and  sedatives  is  usually  indi- 


cated. If  tincture  of  belladonna  is  used, 
it  is  given  in  full  physiologic  doses  which, 
of  course,  because  of  varying  degrees  of 
tolerance,  must  be  adjusted  for  each  pa- 
tient. The  intermittent  use  of  relatively 
small  doses  of  phenobarbital  before  meals 
has  been  found  effective  in  relief  of  intes- 
tinal spasm.  After  subsidence  of  the 
acute  symptoms,  the  patient  should  be 
instructed  to  avoid  irritating  laxatives 
and  an  effort  should  be  made  to  restore 
normal  bowel  habits.  In  order  to  re- 
educate the  rectum,  it  is  advisable  to  use 
a glycerin  suppository  or  a small  plain 
water  enema  at  the  habit  time  for  a week 
or  two.  If  the  patient  has  had  hard,  dry 
stools,  small  oil  retention  enemas  (2  or 
3 oz.)  at  bedtime  may  be  used  at  the 
start  of  the  treatment.  Drinking  plenty 
water,  taking  adequate  exercise,  as  well 
as  making  certain  that  there  is  ample 
residue  in  the  diet,  are  important  princi- 
ples to  include  in  the  management. 

It  has  frequently  been  noted  that  pa- 
tients with  an  irritable  bowel  due  to  this 
condition  will  volunteer  the  information 
that  they  feel  better  following  the  roent- 
gen examination.  Presumably  this  is 
due  to  the  filling  of  the  diverticula  with 
barium,  and  on  this  assumption  we  ad- 
vise the  patient  to  take  a tablespoonful 
of  barium  sulfate  in  water  twice  a week 
in  order  to  keep  the  diverticula  filled  with 
barium  and  to  replace  the  infectious  ma- 
terial. 

There  is  some  controversy  regarding 
the  use  of  mineral  oil  in  these  conditions. 
The  ideal  to  be  achieved  is  a formed,  soft 
stool,  and  it  may  be  necessary  to  use  oil 
in  some  cases. 

Diverticulitis  with  Infiltration 

If  diverticulitis  with  enterospasm  does 
not  subside  under  this  treatment,  it 
progresses  further  into  stage  two,  namely 
diverticulitis  with  infiltration . Here  roent- 
gen examination  shows  an  increase 
in  the  deformity  in  the  bowel  and,  in- 
stead of  an  inconstant  filling  defect  due 
to  spasm,  it  presents  a harder,  more  fixed 
appearance  caused  by  the  inflammation 
and  edema  of  the  bowel  wall.  Due  to 
this  inflammation  and  edema,  the  filling 
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defect  is  quite  long,  and  this  is  a valuable 
point  in  making  a differentiation  from 
carcinoma,  where  the  filling  defect  is 
limited  to  a narrower  segment.  Further- 
more, the  edema  in  the  bowel  wall  may 
close  off  the  ostia  of  the  diverticula  so 
that  they  may  not  fill  with  barium  and  so 
be  visualized.  In  this  type  it  may  not 
be  possible  to  make  a differential  diag- 
nosis between  diverticulitis  and  car- 
cinoma, and  one  must  resort  to  clinical 
measures  to  make  the  differentiation. 
In  both  diverticulitis  and  carcinoma  a 
mass  is  frequently  felt,  but  generally 
there  is  considerably  more  tenderness  on 
palpation  in  diverticulitis  than  in  car- 
cinoma, unless  there  is  impending  perfora- 
tion in  the  malignancy. 

The  obstruction  that  results  from  diver- 
ticulitis is  due  to  extrinsic  inflammatory 
reaction  and  contraction  of  the  under- 
lying coats  of  the  bowel,  in  contradis- 
tinction to  that  produced  by  ulcerating 
carcinomas.  There  is  no  evidence  to 
support  the  view  that  carcinoma  results 
from  diverticulitis,  although  in  a very 
low  percentage  of  cases  both  lesions  may 
be  present  in  the  same  segment.  These 
two  diseases  occur  in  the  same  period  of 
life  and  it  is  only  natural  that  they  should 
coexist  in  a certain  proportion  of  cases. 
In  a series  of  over  300  cases  of  resections 
of  the  rectum  and  rectosigmoid,  I have 
encountered  this  double  condition  in 
only  3 cases,  or  1 per  cent.  There  is 
generally  a slight  elevation  of  afternoon 
temperature  in  the  case  of  diverticulitis, 
as  contrasted  with  that  in  malignancy. 
A history  of  increasing  constipation  in 
middle-aged  and  elderly  individuals  is 
common  in  both  conditions,  but  the  time 
element  is  a valuable  diagnostic  aid. 
Bleeding  is  a very  significant  sign  and  is 
of  course,  far  more  common  in  carcinoma 
than  diverticulitis.  When  bleeding  occurs 
in  diverticulitis,  it  is  generally  due  to 
hemorrhoids,  and  therefore  it  is  abso- 
lutely essential  to  make  a proctoscopic 
examination  before  a final  opinion  is 
rendered. 

It  is  apparent,  then,  that  the  diagnosis 
is  not  easy  and  it  entails  a careful  history 
and  thorough  palpation  of  the  abdomen, 


followed  by  digital  and  proctoscopic 
examinations,  and  lastly  roentgen  ex- 
amination by  use  of  the  fluoroscope  and 
films.  Only  after  evaluation  of  all  these 
data  can  we  hope  to  attain  any  proficiency 
at  diagnosis  and  treatment.  Even  at 
operation  the  surgeon  may  be  unable,  in 
certain  cases,  to  differentiate  between 
diverticulitis  and  carcinoma;  hence  it  is 
necessary  to  secure  all  information  pos- 
sible. 

The  treatment  in  stage  two  is  also 
medical  until  such  time  as  complications 
arise.  The  patient  should  be  put  to  bed 
with  large,  hot  compresses  over  the  entire 
abdomen.  Diet  should  be  a bland,  non- 
residue one,  and  antispasmodics  and 
sedatives  should  be  used  liberally.  Oil 
retention  enemas  at  night  and  warm  rec- 
tal irrigations  should  be  used  each  morn- 
ing. After  the  attack  has  subsided,  the 
principles  of  bowel  management  pre- 
viously outlined  should  be  followed. 

If  it  does  not  subside,  obstruction  is 
the  chief  complication  in  this  stage.  It 
is  due  to  the  tremendous  thickening  in  the 
mesentery  and  in  all  the  coats  of  the 
bowel.  Here  clinical  judgment  alone 
decides  the  optimum  time  for  surgical 
intervention.  The  duration  of  the  ail- 
ment, the  general  condition  of  the  patient, 
the  degree  of  distention,  and  the  presence 
of  vomiting  must  all  be  considered  in 
making  the  decision.  I incline  to  the 
conservative  side.  If  the  indications  for 
surgery  arise  in  this  stage,  I think  it 
should  be  limited  to  a colostomy  at  some 
distance  above  the  mass.  I am  aware 
that  it  is  possible  in  occasional  cases  to 
do  a Mikulicz  operation  and  to  resect 
the  mass,  but  in  most  instances  the  bowel 
must  be  mobilized  in  order  to  bring  it  out. 
I do  not  think  it  is  a sound  surgical  prin- 
ciple in  the  presence  of  a diffuse  inflam- 
matory process  in  the  bowel  wall.  At 
any  rate,  we  know  that  there  is  a definite 
mortality  from  this  procedure,  whereas  a 
colostomy  carries  practically  none.  If 
the  process  is  low  in  the  sigmoid,  a left 
inguinal  colostomy  may  be  done.  If  the 
mass  is  definitely  palpable  in  the  lower  left 
quadrant,  I think  it  is  wiser  to  make  a 
colostomy  in  the  transverse  colon.  This 
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procedure  will  take  care  of  the  emer- 
gency and  the  process  will  generally  sub- 
side under  through  and  through  irriga- 
tions. 

After  convalescence,  progress  studies 
by  sigmoidoscopic  and  roentgen  examina- 
tions will  determine  the  future  course  to 
be  taken.  The  process  may  subside 
entirely  so  that  the  colostomy  may  be 
closed,  but  the  patient  should  be  en- 
couraged to  keep  the  colostomy  for  six 
months  or  one  year.  If  the  diverticular 
process  is  limited  to  a segment  of  4 to  6 
inches,  it  may  be  wise  to  consider  resec- 
tion of  this  segment  while  the  patient  has 
a colostomy,  but  if  the  roentgenogram 
shows  the  diverticula  to  be  more  ex- 
tensive than  this,  resection  may  not  be 
feasible.  In  this  case,  the  patient  must 
assume  part  of  the  responsibility  if  he 
insists  on  closure  of  the  colostomy,  be- 
cause we  cannot  guarantee  that  he  may 
not  have  a recurrence  of  his  trouble.  In 
case  the  colostomy  is  closed,  the  patient 
must  be  put  on  rigid  bowel  management 
in  an  effort  to  offset  further  trouble. 

Diverticulitis  with  Perforation 

In  the  third  stage — viz.,  diverticulitis 
with  perforation — this  perforation  may  be 
acute  or  it  may  be  chronic,  and  while 
fewer  cases  occur  in  this  group,  they  pre- 
sent definite  difficulties  in  diagnosis. 

In  the  acute  fulminating  variety,  the 
symptoms  are  so  alarming  that  it  consti- 
tutes an  emergency  and  the  diagnosis  is 
frequently  not  made  until  exploration  is 
undertaken.  The  preoperative  diagnosis 
is  generally  that  of  acute  appendicitis, 
volvulus,  or  perforation  of  a viscus. 
That  the  diagnosis  of  acute  appendicitis 
is  most  commonly  made  is  not  surprising 
because  very  frequently  the  sigmoid  is  in 
the  midline  or  even  over  the  right  side. 
The  only  responsibility  one  has  at  this 
time  is  to  save  the  patient’s  life,  and  in 
any  emergency,  therefore,  we  must  carry 
out  only  the  simplest  surgical  procedure 
that  will  deal  adequately  with  the  lesion. 
In  acute  perforating  diverticulitis,  this 
consists  only  of  incision  and  drainage. 
A tube  and  gauze  drain  should  be  placed 
down  to  the  area  of  perforation.  One 


should  not  attempt  to  close  over  the 
perforated  area  with  sutures  because  the 
sutures  will  not  hold  in  the  infected, 
edematous  wall  of  the  gut.  Further- 
more, it  is  time-consuming  and  traumatiz- 
ing and  may  conceivably  break  down  pro- 
tective barriers. 

Postoperative  treatment  is  symptoma- 
tic and  directed  toward  the  prevention 
of  peritonitis.  If  the  bowel  wall  is 
greatly  thickened  and  there  is  evidence 
of  obstruction,  a cecostomy  for  decom- 
pression may  be  done  at  the  same  time. 
The  judicious  use  of  prontylin  is  worthy 
of  trial  in  these  fulminating  cases.  If 
the  surgeon  does  not  see  these  patients 
until  twelve  or  twenty-four  hours  have 
elapsed,  he  must  then  use  his  own  clinical 
judgment  as  to  whether  operation  should 
be  performed  immediately  or  whether  he 
should  use  symptomatic  treatment  and 
wait  for  localization. 

Chronic,  or  what  one  may  term  grad- 
ual, progressive  perforation  with  forma- 
tion of  a peridiverticular  abscess  con- 
fronts the  surgeon  with  a real  problem, 
both  from  the  diagnostic  and  the  thera- 
peutic standpoints.  Here  again,  the 
condition  must  be  differentiated  from 
malignancy  by  the  use  of  the  methods 
described  previously.  In  favor  of  perfo- 
rating diverticulitis  is  a history  of  several 
previous  attacks  with  pain  and  elevation 
of  temperature.  Constipation  is  the  rule 
and  blood  in  the  stool  occurs  only  oc- 
casionally. Rectal  examination  will  fre- 
quently reveal  a tender  mass  in  the  pelvis. 
In  the  female  one  must  constantly  bear 
this  possibility  in  mind  in  case  of  a pelvic 
mass,  whether  it  be  in  the  right  or  left 
side,  because  frequently  a loop  of  sigmoid 
may  be  found  on  the  right  side.  Wether- 
ell,  in  a recent  paper,  has  dealt  with  this 
subject  at  some  length.  Such  masses 
are  frequently  called  tubo -ovarian  ab- 
scesses, and  here  an  accurate  history  and 
the  age  of  the  patient  are  valuable 
diagnostic  aids.  Early  symptoms,  es- 
pecially in  men,  may  often  point  to 
pathology  in  the  genitourinary  tract, 
with  frequency  of  urination  and  pain  in 
the  lower  abdomen,  which  is  referred  to 
the  kidney.  This  is  due  to  the  proximity 
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of  the  inflammatory  process  to  either  the 
bladder  or  the  ureter. 

In  these  cases  with  abscess  formation, 
roentgen  examination  must  be  used 
cautiously,  especially  where  there  may  be 
increasing  obstruction.  A routine  ex- 
amination of  the  colon  should  not  be 
ordered,  but  the  roentgenologist  should 
be  used  as  a consultant.  Tell  him  what 
is  suspected,  because  roentgen  technic 
is  varied  according  to  the  problem  at 
hand. 

In  the  presence  of  peridiverticular  ab- 
scess, one  of  the  following  things  may 
happen:  (1)  it  may  perforate  into  the 
bowel  with  discharge  of  pus;  (2)  it 
may  perforate  into  the  bladder;  (3) 
it  may  perforate  into  the  surrounding 
tissues  and  become  walled  off;  or  (4) 
it  may  perforate  through  the  pelvic  floor 
and  simulate  an  ischiorectal  abscess  or 
fistula  in  ano. 

If  it  perforates  into  the  rectum,  it  is  a 
fortunate  and  happy  sequel.  There  will 
be  sudden  relief  from  pain  and  the  patient 
will  have  several  movements  which,  if 
examined,  will  be  seen  to  consist  chiefly 
of  pus.  Treatment  is  symptomatic  and 
attention  should  then  be  directed  along 
medical  lines,  as  outlined  previously,  to 
offset  possible  recurrence. 

If  it  perforates  into  the  bladder,  a 
vesicocolic  fistula  results,  which  is  a miser- 
able complication  evidenced  by  marked 
irritability  of  the  bladder  and  the  passage 
of  pus,  feces,  and  air  per  urethra.  The 
first  step  in  handling  such  a condition  is 
to  do  a colostomy  high  in  the  sigmoid  or 
preferably  in  the  transverse  colon  to  side- 
track the  fecal  current.  Following  this, 
daily  irrigation  of  the  distal  segment  and 
the  bladder  should  be  instituted.  If 
the  opening  is  very  small,  it  is  conceivable 
that  the  opening  will  close  spontaneously. 
This  can  be  determined  by  cystoscopic 
examination  and  cystograms  or  by  irri- 
gating the  colon  with  a solution  of  gentian 
violet  to  see  if  it  is  recoverable  in  the 
urine.  A barium  enema  should  also  be 
given  to  determine  the  extent  of  the 
process  in  the  sigmoid;  from  these  facts 
one  has  the  option  of  closing  the  colos- 
tomy if  the  bladder  fistula  is  closed,  or  of 


resecting  the  process  before  the  colostomy 
is  closed.  The  choice  of  the  procedure 
depends  upon  the  amount  of  bowel  in- 
volved. If  the  segment  involved  is  short, 
then  resection  is  the  treatment  of  choice. 
If  it  is  long,  it  would  be  advisable  to  keep 
the  colostomy  for  a long  time,  even  if  the 
fistula  has  closed  spontaneously.  I am 
sure  that  laparotomy  with  dissection  of 
the  fistula  and  closure  of  the  bladder  and 
colon  in  one  stage  without  preliminary 
colostomy  is  poor  surgery.  It  carries  a 
high  mortality  and  frequent  recurrence, 
or  one  will  end  up  with  a persistent  ab- 
dominal fistula. 

Finally,  if  the  perforation  is  into  the 
mesentery  or  surrounding  tissue,  it  may 
become  walled  off.  In  this  case,  it  may 
find  its  way  out  on  the  abdominal  wall 
or  the  buttock  or  it  may  be  incised  extra- 
peritoneally  when  it  seems  to  point. 

The  optimum  time  for  intervention  in 
this  type  of  case  taxes  one’s  surgical 
judgment  to  the  utmost. 

During  this  waiting  process,  symptoms 
of  obstruction  may  develop  that  may 
give  the  surgeon  considerable  anxiety. 
If  the  process  appears  to  be  localizing 
otherwise,  I would  advise  a cecostomy  or 
transverse  colostomy,  and  at  the  appro- 
priate time  a left  McBumey  incision 
should  be  made  and  the  abscess  drained, 
because  such  abscesses  eventually  point 
in  this  area. 

Whether  the  abscess  ruptures  spon- 
taneously or  is  opened  surgically,  the 
end  result  is  generally  a fistula,  and  the 
next  problem  is  what  to  do  about  the 
fistula.  This  depends  on  many  factors 
If  the  patient  did  not  require  a colos- 
tomy, I would  not  do  anything  about  the 
fistula  for  a long  time  because  I have  seen 
them  close  spontaneously  after  fifteen 
months.  The  fistula  is  very  little  nui- 
sance, generally  discharging  pus  but  rarely 
any  fecal  material. 

If  a colostomy  has  been  performed,  the 
patient  is  naturally  anxious  to  have  it 
closed.  In  this  type  of  case  one  can 
secure  considerable  information  by  in- 
jecting the  sinus  with  bismuth,  and  with  a 
barium  enema  the  extent  of  the  process 
in  the  colon  may  be  ascertained.  If  a 
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small  segment  is  involved,  resection  of 
that  segment,  including  the  fistula,  may- 
be undertaken  before  the  colostomy  is 
closed.  It  is  not  good  surgery  to  dissect 
out  the  fistula  down  to  and  including 
the  diverticulum  and  to  try  to  close  the 
bowel  over,  because  it  will  fail  in  most 
cases  and  the  fistula  will  re-form. 

If  the  entire  sigmoid  is  involved,  the 
patient  should  be  encouraged  to  keep  the 
colostomy  but,  refusing  this,  he  must 
realize  that  the  abdominal  sinus  will 
probably  be  permanent.  This  causes 
little  inconvenience  provided  it  is  kept 
open  and  allowed  to  drain.  It  is  well  to 
bear  in  mind  that  a chronic  fistula  in  and 
around  the  rectum  that  has  been  attrib- 
uted to  a fistula  in  ano,  or  a pilonidal 
sinus,  may  have  its  origin  in  a diverticu- 
litis of  the  lower  sigmoid  with  abscess, 
which  has  burrowed  through  the  levator 
ani  and  has  pointed  on  the  buttock,  so 
that  the  injection  of  every  chronic,  recur- 
ring, complicated  fistula  in  ano  is  advis- 
able before  operation. 

A review  of  the  last  12  cases  shows  that 
we  had  to  resort  to  eight  different  ma- 
neuvers in  their  management.  I know  of 
no  abdominal  ailment  that  calls  for  more 
individualization  or  taxes  one’s  surgical 
ingenuity  more  than  diverticulitis  and  its 
complications. 

Discussion 

Dr.  Frederick  S.  Wetherell,  Syracuse,  New 
York — No  one  can  question  the  soundness  of 
Dr.  Jones’s  reasoning  and  advice  as  to  the  proper 
handling  of  patients  with  diverticulitis  of  the 
colon.  The  stress  he  lays  on  the  conservative, 
nonoperative  treatment  in  this  condition  until 
the  time  arrives  when  surgery  becomes  impera- 
tive, because  of  a perforation  or  unrelieved  ob- 
struction, meets  complete  agreement  on  my  part. 
It  must  be  remembered,  however,  that  obstruc- 
tion in  the  lower  colon  is  not  attended  by  the 
same  danger  as  higher  obstructions,  and  that  one 


may  practice  conservative  treatment  (bed  rest 
and  liquid  nourishment)  for  several  days  on  end 
while  giving  the  inflammatory  process  a chance 
to  quiet  down.  This  may  occur  after  as  long  a 
time  as  ten  days,  in  my  experience. 

Surgery  can  be  avoided,  furthermore,  by 
earlier  diagnosis  of  the  condition.  Dr.  Jones 
has  called  attention  to  something  I had  to  say 
on  this  subject  as  it  pertains  to  women.  In  that 
paper1 1 called  attention  to  the  need  for  a careful 
anamnesis  regarding  bowel  function,  and  iq 
particular  to  the  necessity  of  finding  out  whether 
the  patient  has  ever  had  an  attack  of  cramps 
with  constipation  and  abdominal  distention. 
These  attacks  cause  a soreness  that  is  much  like 
that  which  follows  a muscle  sprain.  Every  step 
is  accompanied  by  an  abdominal  pain  response. 
That  is  a typical  picture  of  an  early  attack. 

The  history  will  further  reveal  a perfectly 
good  appetite  accompanied  by  no  little  amount 
of  gas  expulsion  per  rectum.  Recently  I saw 
in  a cadaver  a diverticulum  of  the  sigmoid  that 
popped  in  and  out,  much  like  the  little  red  rubber 
tongue  in  the  face  of  the  toy  rubber  ball  with 
which  children  amuse  themselves.  A diet  low 
in  gas-forming  residue,  or  a colon  with  a low 
content  of  organisms  that  make  gas,  might  read- 
ily avoid  trouble,  even  though  diverticula  were 
present.  But  given  the  opposite  condition,  to 
which  is  added  a diverticulous  wall,  with  small 
openings  into  certain  of  the  diverticula,  it  is  not 
difficult  to  picture  a liquid  bowel  content,  follow- 
ing dietary  indiscretion,  being  forced  into  a 
pocket  under  gas  pressure  and  there  causing 
an  inflammatory  reaction  that  proceeds  to  per- 
foration or  extension.  In  diverticula  with  larger 
openings,  the  contained  material  could  more 
easily  escape,  and  untoward  results  be  thus  ob- 
viated. I advance  this  theory  with  the  hope 
that  it  may  impress  you  with  the  necessity  of 
explaining  to  patients  the  importance  of  a low 
residue  diet  and  other  measures  to  lower  the  gas 
content  of  the  lower  bowel.  The  natural  way 
to  achieve  the  latter  is  not  always  possible  in  our 
present  status  of  society  and  our  indoor  life. 
Active  outdoor  people  seldom  have  diverticu- 
litis. 

i Wetherell,  Frederick,  S. : Am.  J.  Obst.  and  Gynec. 
35:  3,  417  (1938). 
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DISCUSSION  OF  SOME  BRONCHOSCOPIC  PROBLEMS 

Herrmann  E.  Bozer,  M.D.,  Buffalo,  New  York 


Bronchoscopic  practice,  as  in  all 
branches  of  medicine,  has  its  own 
peculiar  problems.  Being  a rather  young 
member  of  the  medical  fold  it  may  well 
have  more  than  its  expected  share.  I 
shall  mention  only  a few  of  these,  hoping 
that  an  ensuing  discussion  may  help  still 
more  in  clarifying  some  of  these  conditions. 

The  taking  of  a biopsy  is  generally 
considered  by  the  internist  as  a more  or 
less  routine  procedure  in  any  broncho- 
scopic clinic.  Cases  of  neoplasm  of  both 
esophagus  and  tracheobronchial  tree  are 
generally  diagnosed  by  the  medical  and 
x-ray  services  and  referred  to  the  bron- 
choscopic clinic  for  confirmation  by  both 
visualization  and  biopsy.  It  is  the  en- 
deavor of  the  bronchoscopist  to  give  this 
service  in  all  cases.  He  would  like  to 
keep  a high  batting  average.  In  a pub- 
lished series  of  cases  he  would  like  a high 
percentage  of  successful  biopsies.  And  it 
is  just  at  this  point  where  the  element  of 
danger  may  creep  in.  In  a case  of  sus- 
pected bronchiogenic  cancer,  a thickening 
of  a bronchial  wall  may  tempt  him  to 
bite  out  a piece  for  examination  because 
no  presenting  tumor  appears.  A malig- 
nant appearing  ulcer  of  the  esophagus 
at  the  level  of  the  aortic  arch  may  offer  an 
almost  irresistible  impulse  for  just  a 
small  biopsy.  Either  of  these  conditions 
may  be  fraught  with  great  danger,  and  a 
bronchoscopist,  even  when  most  con- 
servative, may  at  times  in  his  endeavor  to 
clinch  a diagnosis  run  into  trouble  when 
least  expecting  it. 

In  our  own  practice  we  have  earnestly 
endeavored  to  take  no  risks  of  a patient’s 
life  in  any  attempt  to  make  a diagnosis. 
And  yet  the  case  we  now  report  shows  the 
ever-present  danger  in  taking  biopsies. 

Case  1. — J.  C.,  aged  43,  colored,  entered  the 
Meyer  Memorial  Hospital  June  6,  1936,  com- 


plaining of  pain  in  the  abdomen  and  numbness  of 
the  legs.  There  were  no  complaints  referable  to 
the  chest.  A general  physical  examination  dis- 
closed a gastric  ulcer  which  responded  to  medical 
treatment.  All  laboratory  work,  including  blood 
and  spinal  fluid  Wassermann,  was  negative. 
An  x-ray  of  the  chest  showed  a dense,  circum- 
scribed shadow  6 cm.  in  diameter  projecting 
from  the  left  hilus.  The  remainder  of  the  side 
showed  no  infiltration.  The  heart  and  aorta 
were  within  normal  limits.  The  left  diaphragm 
was  elevated  about  an  interspace.  Fluoroscopic 
examination  also  revealed  the  tumor,  not 
sharply  outlined  and  showing  a transmitted 
pulsation.  In  lateral  view  it  occupied  the  mid- 
dle of  the  lung  just  below  the  aortic  arch.  The 
roentgenologist  felt  that  the  mass  was  not  an 
aneurysm  and  suggested  bronchoscopy  to  con- 
firm the  presence  of  neoplasm. 

Bronchoscopy  was  performed — no  tumor  pre- 
sented in  the  left  main  bronchus,  but  in  the 
orifice  of  one  of  the  lower  branch  bronchi  the 
lining  membrane  appeared  red  and  swollen. 
It  did  not  look  like  a tumor  and  showed  no  pulsa- 
tion. After  careful  study  and  consultation  with 
an  associate  bronchoscopist  who  was  present, 
biopsy  was  decided  upon.  A very  small  piece 
was  removed.  There  was  an  immediate  gush  of 
dark  blood.  The  hemorrhage  was  very  profuse, 
and  in  spite  of  all  efforts  and  emergency  trans- 
fusion,* the  patient  expired  in  forty  minutes. 
Autopsy  was  refused.  The  biopsy  was  too 
small  to  be  satisfactory.  It  showed  no  orderly 
structural  components  of  a bronchus  and  no 
epithelial  lining.  It  was  composed  of  elastic 
connective  tissue,  between  the  cells  of  which  was 
considerable  broken-down  blood  pigment. 

In  this  case,  what  we  took  to  be  tumor 
or  inflammatory  membrane,  presented 
itself  into  the  lumen  and  was  carefully 
considered  before  biopsy  was  taken. 
Nevertheless,  disaster  resulted. 

Whenever  the  safety  of  taking  a biopsy 
is  not  clearly  perceived,  then  it  may  well 
pay  to  keep  a patient  under  observation 
until  such  safety  may  be  apparent.  The 
decision  as  to  when  and  when  not  to 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  27,  1939 

1852 


October  1,  1939] 


BRONCHOSCOPIC  PROBLEMS 


1853 


resort  to  biopsy  constitutes  the  problem. 

Case  2. — Such  a problem — at  present  still 
with  us — is  the  case  of  G.  B.,  white,  aged  36, 
who  applied  for  admission  to  the  Edward  J. 
Meyer  Memorial  Hospital,  December  1,  1938. 
His  chief  complaint  was  hemoptysis  for  the  past 
two  and  a half  months.  The  patient  had  been 
a steam  fitter  for  eighteen  years.  His  family 
history  and  past  history  were  not  significant. 
Four  months  previously  he  had  developed  a 
cough  which  had  persisted  and  increased  gradu- 
ally in  severity.  Two  and  a half  months  pre- 
viously he  had  had  hemoptysis  of  a cupful  of 
bright  blood.  Since  then  he  had  had  frequent 
streaking  and  occasional  hemoptysis  of  as  much 
as  one  half  cupful  of  blood.  This  had  been  ac- 
companied by  a moderately  sharp  pain  over  the 
right  anterior  chest  and  axilla.  Cough  had  not 
produced  pus,  and  there  had  been  no  night 
sweats  or  loss  of  weight. 

General  examination  in  the  hospital  revealed 
no  significant  findings  except  that  the  chest  at 
times  showed  bronchospasm  and  some  moisture 
in  the  upper  right  lobe.  There  was  no  fever, 
and  Wassermann,  urine,  and  several  sputum 
examinations  were  all  negative.  X-ray  reported 
bilateral  fibrosis  manifested  by  increased  hilar 
shadows  and  linear  markings — more  so  on  the 
right  side.  The  heart  and  aorta  were  within 
normal  limits  and  the  diaphragm  was  normal  in 
position  and  contour. 

Bronchoscopy  was  performed,  but  upon 
reaching  the  lower  trachea  the  patient  gave  a 
cough  which  resulted  in  an  immediate  hemor- 
rhage from  the  right  bronchus,  so  obscuring  the 
field  that  no  attempt  at  further  examination 
was  made. 

One  week  later  bronchoscopy  was  again  per- 
formed. A tumor  of  the  posterior  and  lateral 
walls  of  the  right  main  bronchus  just  above  the 
orifice  of  the  upper  lobe  bronchus  was  seen. 
This  tumor  was  conical  and  caused  by  a mass 
pushing  the  posterior  wall  of  the  bronchus  for- 
ward— the  cartilage  of  the  bronchial  wall  being 
pushed  out  of  place  and  upward.  An  erosion  of 
the  tip  of  the  tumor  accounted  for  the  bleeding. 
There  was  a definite  pulsation  of  the  mass. 

Because  this  tumor  was  evidently  a mass 
arising  posteriorly  and  pushing  the  bronchial 
wall  ahead  of  it,  and  because  of  the  history  of 
severe  hemoptysis,  biopsy  was  not  taken.  Bron- 
choscopy has  been  performed  several  times. 
Five  weeks  after  the  first  observation,  the  tumor 
showed  increase  in  size,  but  still  retained  a 
smooth  outline  and  pulsating  character. 

We  could  not  be  sure  at  the  first  examination 
that  the  tumor  was  not  an  aneurysm  of  the 


pulmonary  vessels.  On  the  other  hand,  it 
might  be  a suppurating  lymph  node  breaking 
into  the  bronchus,  or  a mediastinal  tumor. 
With  the  history  of  very  severe  hemoptysis  we 
decided  that  safety  was  paramount,  and  biopsy 
has  been  deferred  until  further  observation 
makes  it  seem  safer. 

Another  problem  that  frequently  pre- 
sents itself  is  the  advisability  of  using 
bronchoscopy  in  the  cases  of  lung  infec- 
tion, which  are  not  ordinarily  considered 
within  the  province  or  reach  of  broncho - 
scopic  measures.  It  is  conceded  that 
centrally  placed  abscesses,  or  foreign 
bodies  of  the  tracheobronchial  tree, 
centrally  placed  tumors  and  the  various 
pathologic  conditions  set  up  by  tubercu- 
losis in  the  main  bronchi  are  amenable  to 
bronchoscopic  manipulation.  In  an  effort 
to  be  known  as  safe  and  conservative 
we  may  give  a negative  reply  to  the 
medical  man  when  he  turns  to  us  with  his 
troubles,  which  may  frequently  lie  pe- 
ripherally to  what  we  consider  our  own 
particular  province.  Here  we  may  be 
guilty  of  sins  of  omission.  The  following 
case  illustrates  this  point: 

Case  3. — C.  G.,  aged  52,  had  been  ill  for  two 
and  a half  weeks  with  an  acute  inflammatory 
process  in  the  upper  right  chest.  He  had  a 
daily  elevation  of  temperature  to  103  F.,  per- 
spired freely,  and  suffered  marked  prostration. 
Cough  was  persistent  but  not  productive.  A 
thoracocentesis  was  done  at  home  and  a small 
amount  of  cloudy  fluid  was  obtained.  Cultures 
of  sputum  showed  predominantly  hemolytic 
streptococcus. 

The  patient  was  transferred  to  the  Buffalo 
General  Hospital  for  x-ray.  The  result  showed 
the  upper  right  lobe  blocked  off  by  a density 
which  was  more  or  less  homogeneous.  There 
was  no  fluid  level  or  any  displacement  of  the 
mediastinum. 

A consulting  thoracic  surgeon  was  called  for 
consideration  of  external  drainage  of  the  pleural 
cavity,  but  recommended  bronchoscopy  first  in 
an  effort  to  determine  whether  the  infection  was 
not  predominantly  intrapulmonary. 

Bronchoscopy  was  performed  and  the  upper 
right  lobe  bronchus  aspirated  by  means  of  a 
flexible  tube.  A moderate  amount  of  thick 
tenacious  pus  was  obtained.  Following  this 
there  was  a very  quick  and  marked  improvement 
and  the  fever  left  on  the  second  postoperative  day 
and  did  not  reappear.  Cough  and  pulse  de- 
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creased  and  the  patient  made  a quick  and  un- 
eventful recovery.  It  was  quite  evident  that  the 
resolution  of  the  infection  in  the  upper  lobe  was 
prevented  by  obstruction  of  the  main  upper  lobe 
bronchus  due  to  very  thick  tenacious  secretion, 
which  acted  as  a foreign  body  that  the  patient, 
in  his  very  weak  condition,  could  not  dislodge. 

Complete  bronchial  obstruction  is  not 
necessary  for  an  unfavorable  outcome. 
A patient  with  lung  suppuration  may  be 
raising  considerable  sputum  and  still  lack 
sufficient  drainage.  The  following  case 
illustrates  this  point: 

Case  4. — D.  L.,  aged  34,  was  admitted  July 
25,  1937,  to  the  Buffalo  General  Hospital.  One 
week  previously  he  had  “caught  cold,”  which 
settled  in  his  chest.  A severe  paroxysmal,  non- 
productive cough,  high  fever,  and  prostration 
ensued.  On  admission  the  temperature  was 
105  F.,  pulse  40,  and  respiration  28.  Physical 
examination  revealed  definite  signs  of  involve- 
ment of  the  right  lung.  Sputum  examination 
showed  hemolytic  streptococcus  and  pneumococ- 
cus, Types  XVI  and  XIX.  X-ray  showed  a 
large  density  to  the  right  of  the  heart  shadow, 
beginning  at  the  hilus  shadow  and  extending 
down  to  the  diaphragm. 

The  patient’s  condition  for  the  next  twenty- 
six  days  in  the  hospital  remained  about  the 
same.  The  temperature  never  went  below 
100  F.,  and  it  generally  ranged  between  101 
and  102  F.  He  coughed  frequently,  at  times  rais- 
ing some  thick,  not  foul,  pus.  Frequent  x-rays 
at  no  time  showed  abscess  formation.  On 
August  21  bronchoscopy  was  performed.  A 
great  deal  of  very  thick  tenacious  pus  was  aspir- 
ated from  the  right  main  bronchus  and  secondary 
branches. 

The  patient  made  an  immediate  improvement. 
The  temperature  came  down  to  normal  the  fol- 
lowing day  and  remained  so  with  the  exception 
of  a slight  peak  the  fourth  succeeding  day.  It 
then  remained  normal  throughout  convalescence. 

The  case  resembled  the  first  one  in  the 
severity  of  the  infection,  but  differed 
in  that  the  patient  was  apparently  drain- 
ing freely.  In  neither  case  were  there 
the  classic  indications  for  bronchoscopy. 
However,  both  patients  were  very  sick 
and  were  getting  worse,  the  first  one 
alarmingly  so.  Both  cases  made  im- 
mediate and  striking  improvement  after 
bronchoscopic  aspiration.  It  would  thus 
seem  that  any  nontuberculous  case  of 


lung  suppuration  who  is  not  responding 
well  to  medical  care  should  be  considered 
a candidate  for  bronchoscopic  treatment, 
even  if  the  indications  for  such  are  not 
clearly  defined. 

The  above  consideration  should  also  be 
extended  to  diagnostic  problems.  Quite 
frequently  bronchoscopic  examination 
will  disclose  additional  features  not  sus- 
pected in  the  course  of  the  clinical  or  x- 
ray  examination.  This  is  well  illustrated 
in  the  following  case : 

Case  5. — Mrs.  M.  C.,  aged  49,  entered  the 
Millard  Fillmore  Hospital  December  12,  1936, 
complaining  of  cough  of  six  months’  duration 
and  persistent  indigestion  and  anorexia  of  three 
months’  standing.  Physical  examination  showed 
a tender  swelling  over  the  right  fourth  and  fifth 
ribs.  All  other  findings  were  of  no  significance 
except  rales  and  some  suppression  of  breath 
sounds  in  the  right  lung. 

X-ray  of  the  gastrointestinal  tract  was  nega- 
tive. X-ray  of  the  thorax  showed  a partial  de- 
struction of  the  right  fourth  and  fifth  ribs  in  the 
midaxillary  line,  and  some  adjacent  pleural 
lining  infiltration.  Although  the  very  fine  x- 
rays  showed  the  pathology  to  be  peripheral, 
making  a bronchoscopic  examination  unneces- 
sary, the  consulting  thoracic  surgeon  asked  that 
such  an  examination  be  made.  Lipiodol  injec- 
tion under  bronchoscopic  guidance  revealed 
large  irregular  cavities  in  the  involved  lung  which 
had  not  been  suspected  before.  Exploratory 
operation  revealed  squamous  cell  carcinoma, 
diagnosed  by  biopsy. 

When  bronchoscopy  was  first  suggested  in 
this  case,  the  question  at  once  arose  as  to  just 
how  such  an  examination  could  give  any  helpful 
information,  in  so  far  as  the  obvious  lesion  was 
apparently  entirely  peripheral.  The  lipiodol 
had  to  be  injected  directly  into  the  secondary 
bronchus  to  obtain  the  picture,  and  readily 
revealed  that  the  pathology  of  the  lung  was  much 
more  extensive  than  it  had  at  first  appeared. 

Tuberculosis,  of  all  diseases,  probably 
offers  the  bronchoscopist  the  greatest 
variety  of  conditions  for  diagnosis  and 
treatment.  Likewise,  it  may  offer  the 
greatest  problems  and  difficulties;  such 
as  the  search  for  unexplained  hemopty- 
sis, the  treatment  of  tracheobronchial 
ulceration,  the  removal  of  occluding 
masses  of  tuberculous  granulations,  the 
removal  of  caseating  lymph  nodes  that 
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have  broken  into  a bronchus  and  are 
acting  as  occluding  foreign  bodies,  and 
the  dilation  of  cicatrices  resulting  from 
healed  tuberculous  ulcers.  All  of  these 
present  their  various  and  difficult  prob- 
lems. However,  the  most  serious  and 
most  discouraging  condition  is  probably 
the  almost  impossible  task  of  keeping 
open  a main  bronchus  where  the  support- 
ing cartilaginous  framework  has  been 
destroyed,  permitting  the  collapse  of  the 
bronchus  and  resulting  in  obstruction  to 
the  drainage  of  secretions  and  pus  from 
distal  points  of  infection.  The  following 
case  illustrates  the  difficulty: 

Case  6. — Mrs.  E.  S.,  aged  35,  entered  the 
Buffalo  General  Hospital  December  12,  1938, 
because  of  chills  and  fever.  Her  illness  began 
in  1930  when,  after  a thorough  examination,  she 
was  told  she  had  a lung  infection  and  rest  for  a 
year  was  advised.  In  October,  1931,  she  entered 
a sanatorium  in  Michigan  where  a diagnosis  of 
bilateral  pulmonary  tuberculosis  was  made  and  a 
left  phrenicectomy  was  performed.  She  was 
discharged  after  a month  and  remained  at  home 
under  a physician’s  care  quite  comfortably  until 
October,  1936.  At  this  time  her  cough  increased 
and  she  raised  a considerable  amount  of  purulent 
sputum.  She  re-entered  the  sanatorium  and 
remained  there  until  her  family  moved  to  Buffalo 
in  December,  1938.  During  the  stay  at  the 
sanatorium  she  developed  an  obstructing  lesion 
of  the  left  main  bronchus  for  which  twenty-six 
bronchoscopies  were  performed.  The  bronchus 
was  at  first  closed  by  a proliferating  mass, 
biopsies  and  histologic  examination  of  which  led 
to  a diagnosis  of  inflammatory  tissue.  This 
inflammatory  tissue  was  removed  from  time  to 
time  and  the  site  of  its  origin  from  the  bronchial 
wall  touched  up  with  silver  nitrate.  The 
bronchus  gradually  collapsed  and  at  the  last 
bronchoscopy,  the  examiner  reported  the  bron- 
chus practically  closed  except  for  a small  dimple 
through  which  secretion  oozed  on  coughing. 

When  this  patient  reported  to  us  she  stated 
that  she  had  to  have  that  bronchial  stricture 
dilated  about  every  ten  days,  or  the  retained 
secretion  caused  her  to  become  toxic  and  have 
chills  and  fever.  We  bronchoscoped  her  and 
found  exactly  the  same  condition  as  reported  by 
the  previous  physician.  Considerable  force  was 
used  in  passing  a bougie  through  the  obstructed 
bronchus  and  then  dilating  with  expanding  for- 
ceps. The  collapsed  portion  of  the  bronchus 
extended  from  the  carina  down  for  at  least  2 
cm.  A great  deal  of  pus  was  aspirated.  In  all 


the  many  specimens  of  pus,  sputum,  and  granu- 
lated tissue  removed  from  the  patient,  no  acid- 
fast  bacilli  has  ever  been  found.  Guinea  pig 
inoculations  have  given  no  positive  results. 

The  problem  in  this  case  lies  in  the  effort  to 
keep  free  drainage  for  the  abscessed  left  lung. 
The  bronchial  function  is  so  far  impaired  that 
frequent  dilatation  is  required,  and  this  is  only 
accomplished  with  difficulty.  The  nature  of 
the  occlusion  precludes  the  possibility  of  keeping 
in  a permanent  canula.  The  only  alternative 
would  be  pneumonectomy,  which  in  this  case 
would  carry  a tremendous  risk,  or  open  drainage 
with  its  attendant  difficulties. 

I have  pointed  out  but  a few  of  the 
many  problems  that  confront  any  bron- 
choscopist.  They  include  problems  not 
only  of  technic  but  often  those  of  judge- 
ment which  require  a much  longer  and 
wider  experience  to  solve  than  any  that 
technic  alone  may  demand. 

Discussion 

Dr.  Clyde  A.  Heatly,  Rochester,  New  York — 
Dr.  Bozer  has  presented  several  problems  of 
great  interest.  Unquestionably  in  certain  in- 
stances the  taking  of  a biopsy  introduces  an 
unnecessary  hazard.  In  my  opinion,  no  at- 
tempt is  justified  in  biting  through  intact  mucous 
membrane  in  order  to  demonstrate  a suspicious 
peribronchial  or  periesophageal  neoplasm. 

Dr.  Bozer  has  described  two  most  instructive 
cases  of  acute  lung  suppuration  in  which  bron- 
choscopy proved  of  unexpected  value.  I feel 
that  we  cannot  emphasize  too  strongly  the  neces- 
sity for  performing  a diagnostic  bronchoscopy 
early  in  cases  of  acute  pulmonary  abscess,  irre- 
spective of  the  method  of  treatment  later  to  be 
employed.  Statistics  indicate  that  the  vast 
majority  of  acute  lung  abscesses  treated  bron- 
choscopically  show  a high  rate  of  recovery  (80- 
90  per  cent).  In  chronic  abscesses  as  well, 
before  surgical  treatment  is  carried  out,  at  least 
one  bronchoscopic  examination  should  be  done. 
In  no  other  way  can  we  eliminate  the  possibility 
of  bronchial  obstruction  from  foreign  body, 
granulations,  stricture,  or  new  growth. 

Tuberculosis  of  the  trachea  and  main  bronchi 
complicates  chronic  pulmonary  tuberculosis  in 
about  40  per  cent  of  cases.  The  lesions  may 
take  the  form  of  shallow  ulcerations,  tumors 
(tuberculoma),  strictures  or  general  thickening 
and  distortion  of  the  walls  from  peribronchial 
infection,  or  pressure  from  enlarged  lymphatic 
glands.  The  last  few  years  have  witnessed  an 
increasing  recognition  of  the  value  of  bronchos- 
copy in  the  study  and  treatment  of  these 


1856 


HERRMANN  E.  BOZER 


[N.  Y.  State  J.  M. 


problems.  In  obscure  cases  the  primary  diagno- 
sis may  be  established  by  positive  smears  or 
cultures  obtained  through  the  bronchoscope  in 
spite  of  repeatedly  negative  sputum  studies. 
The  reason  for  the  persistence  of  a positive 
sputum  after  an  apparently  successful  collapse 
may  be  found  in  a bronchial  ulceration.  Dr. 
Bozer’s  case  is  one  of  stricture  formation  with 
secondary  infection.  Universal  experience  indi- 
cates that  tuberculous  strictures  do  not  respond 
satisfactorily  to  dilatation.  As  a matter  of  fact, 
the  progression  to  complete  closure  is  nature’s 
method  of  putting  the  diseased  lung  at  rest,  and 
no  attempts,  in  my  opinion,  should  be  made  to 
dilate  such  strictures  except  where  the  formation 
of  secondary  abscesses,  as  in  Dr.  Bozer’s  case, 
necessitates  drainage.  The  persistence  of  sup- 
puration in  spite  of  frequent  dilatations  at  short 
intervals  would,  in  my  opinion,  make  surgical 
intervention  the  logical  procedure  in  the  case 
described. 

Dr.  John  D.  Kernan,  New  York  City — It  is  a 
great  pleasure  to  discuss  so  clear  and  precise  a 
paper.  The  author  considers  first  the  taking  of 
biopsies.  This  is  indeed  an  important  procedure, 
as  it  confirms  the  diagnosis  and  often  affords 
guidance  for  the  treatment.  For  it  must  be 
remembered  that  the  tissue  formation  of  a tumor 
gives  a hint  as  to  radiosensitivity  and  possibility 
of  cure  by  x-ray  treatment.  So  we  bronchos- 
copists  like  to  make  a high  average  of  positive 
findings.  Nevertheless,  unless  there  is  a pre- 
senting tumor,  it  seems  to  me  a biopsy  should 
never  be  taken.  It  is  always  dangerous  to  bite 
through  intact  mucous  membrane.  Either  hem- 
orrhage or  mediastinal  emphysema  may  result, 
both  dangerous  conditions.  Another  thing  to 
be  avoided  is  biting  on  an  ulcerated  spur. 
Such  a structure  may  appear  just  like  a tumor, 
yet  biting  out  a piece  may  be  very  dangerous. 

Often  a diagnosis  can  be  made  just  as  surely 
in  the  case  of  a malignant  tumor  from  its  effect 
on  the  normal  mobility  of  the  bronchial  tree  as 
though  a positive  biopsy  were  secured.  And 
one  should  be  content  with  this  rather  than  sub- 
mit the  patient  to  danger. 

As  to  hemorrhage  during  bronchoscopy,  it 
is  by  far  the  most  dangerous  complication  that 
can  occur.  If  quiet  is  to  be  secured,  the  cough 
reflex  must  be  more  or  less  suppressed.  Thus  if 
there  is  bleeding,  the  patient  cannot  clear  his 
own  lungs  by  coughing  and  may  very  well 
drown  by  his  own  blood  filling  his  lungs  before 


the  danger  is  realized.  It  is  probably  best  if 
bleeding  starts  during  biopsy  to  keep  in  the 
bronchoscope  and  suck  away  the  blood  till  the 
bleeding  stops.  I think  the  essayist  showed  very 
good  judgment  in  not  attempting  a biopsy  in  his 
second  case. 

The  author  then  discusses  the  question  of 
bronchoscoping  cases  that  are  not  ordinarily 
considered  within  the  province  or  reach  of 
bronchoscopic  measures.  The  point  to  be  made 
here  is  that  we  do  not  yet  know  the  limits  of 
bronchoscopy.  Why  should  the  rule  not  be  to 
bronchoscope  all  obscure  lung  conditions? 
Surely  we  look  in  the  nose,  and  ears,  and  throat 
and  bladder  in  disease  of  those  structures. 
Why  not  the  lungs  also?  And  not  only  disease 
of  the  lungs  calls  for  bronchoscopy,  but  all  ob- 
scure disease  of  the  mediastinum,  for  every 
structure  in  the  mediastinum  makes  its  impres- 
sion on  the  trachea,  bronchi,  or  esophagus.  The 
2 cases  which  the  essayist  quotes  illustrate  very 
well  the  fact  that  the  only  sure  way  to  tell  about 
a bronchoscopy  is  to  do  it,  and  to  judge  by  its 
effects.  All  unresolved  pneumonias,  postopera- 
tive lung  complications,  and  the  like  should  be 
bronchoscoped. 

A few  years  ago  tuberculosis  was  considered 
a contraindication  to  bronchoscopy.  Now  it  is 
ordinarily  done  for  diagnosis  and  treatment. 
The  rule  should  be,  make  the  bronchoscopy  part 
of  the  chest  examination  when  the  diagnosis  is 
obscure  or  recovery  from  acute  disease  is  not 
prompt. 

The  second  case  well  shows  how  unfortunate 
is  delay.  That  patient  was  in  the  hospital 
twenth-six  days  without  improvement.  The 
bronchoscopy  brought  immediate  improvement. 
It  could  have  been  done  3 weeks  sooner  with 
justification.  Let  us  make  the  classic  indication 
for  bronchoscopy : failure  of  a lung  condition  to 
improve. 

I am  glad  the  essayist  has  brought  up  tuber- 
culosis. This  is  indeed  a great  field  for  bron- 
choscopy that  has  not  as  yet  been  thoroughly 
cultivated. 

Now  as  to  strictures.  Some  are  easily 
stretched  because  they  do  not  involve  the  whole 
bronchial  wall.  Where  the  involvement  is 
deeper,  the  problem  is  harder.  I do  not  think 
mechanical  methods  are  very  efficient,  and  the 
trauma  is  severe.  Recently  I have  been  using 
copper  ionization,  such  as  is  used  in  the  case  of 
stricture  of  the  urethra.  This  appears  to  be  a 
fairly  efficient  method. 


If  ever  the  human  race  is  raised  to  its  highest  physically,  the  science  of  medicine  will  perform 
practicable  level  intellectually,  morally,  and  that  service. — Rene  Descartes 


WILMS’  TUMOR 

Report  of  a Case 


John  H.  Sheldon,  M.D.,  F.A.C.S.,  and  John  W.  Canada y,  M.D.,  Glens  Falls, 
New  York 


Mixed  tumors  of  the  kidney,  while  one 
of  the  most  common  malignancies 
of  childhood,  are  sufficiently  rare  for  us 
to  feel  justified  in  reporting  the  follow- 
ing case  with  autopsy  findings.  Mixter1 
reported  41  instances  of  renal  neoplasm 
in  22,000  admissions  to  the  surgical 
wards  of  the  Boston  Children’s  Hospital 
over  a twenty-one-year  period,  and  Dean 
and  Pack2  studied  16  cases  of  mixed 
tumor  of  the  kidney  occurring  in  16,565 
cases  of  malignant  tumors  accepted  for 
diagnosis  and  treatment  at  the  Memorial 
Hospital  in  New  York. 

Gairdner,3  in  1828,  reported  the  first 
case  of  a renal  sarcoma  in  an  infant. 
In  the  following  decades,  there  were 
numerous  reports  and  descriptions  of 
this  tumor;  but  in  1889  Wilms  published 
his  monograph  on  mixed  tumors  of  the 
kidney,  and  since  that  time  this  neoplasm 
has  been  called  “Wilms’  Tumor.”  It  is 
known  also  as  embryonal  adenosarcoma 
of  the  kidney  and  adenomyxosarcoma 
of  the  kidney. 

Case  Report 

J.  D.,  white,  male,  aged  10  months,  was  ad- 
mitted to  the  hospital  on  May  4,  1937,  because 
of  marked  enlargement  of  the  abdomen  and 
dyspnea.  He  had  been  well  until  five  months  of 
age  when  he  developed  bronchitis  and  a severe 
cough  that  continued  with  varying  severity  until 
admission.  However,  his  general  condition  re- 
mained good,  and  he  had  gained  normally. 

Three  weeks  before  admission,  the  parents 
had  noted  pouting  of  the  umbilicus,  but  had 
thought  little  of  the  abdominal  enlargement 
which  was  also  first  noted  at  about  this  time. 
During  the  three  weeks  before  admission,  the 
abdomen  had  enlarged  rapidly,  and  the  cough 
had  become  worse.  During  the  week  before 
admission,  he  had  been  irritable,  had  vomited 
occasionally,  and  had  developed  anorexia. 

Physical  examination  at  admission  disclosed 
a well-developed  and  well-nourished  infant,  very 


pale,  with  a prominent  abdomen.  The  skin  was 
clear;  eyes,  ears,  nose,  and  throat  were  negative. 
There  was  no  lymphadenopathy.  Respiration 
was  rapid  and  shallow,  and  the  patient  coughed 
frequently.  The  lungs  were  resonant  to  per- 
cussion throughout,  but  showed  many  medium, 
moist  rales  and  occasional  asthmatic  squeaks. 
The  heart  was  normal.  The  prominent  abdomen 
showed  a small  umbilical  hernia  and  a large, 
firm,  smooth,  nontender  mass  extending  from 
the  left  costal  margin  to  the  iliac  crest  and 
medially  to  the  midline.  No  other  masses  or 
organs  were  felt.  The  genitalia  were  normal 
except  for  a left  hydrocele. 

Temperature  on  admission  to  the  hospital 
was  101  F.  Urinalysis  revealed  a clear  urine; 
reaction,  acid;  specific  gravity,  1.014;  albumin, 
negative;  sugar,  negative;  sediment,  negative. 
Examination  of  the  blood  showed:  red  blood 
cells,  3,800,000;  hemoglobin,  42  per  cent; 
white  blood  cells,  14,900  with  39.5  per  cent 
polymorphonuclear  neutrophils,  59.5  per  cent 
small  lymphocytes,  1 per  cent  eosinophils,  and 
1 per  cent  basophils.  The  smear  showed  aniso- 
cytosis  and  poikilocytosis  to  be  marked. 

An  intravenous  urogram  done  the  day  before 
admission  showed  a normal  right  kidney  pelvis 
shadow.  On  the  left  the  large  tumor  could  be 
outlined;  and  at  the  upper  and  lower  poles  of 
the  mass,  small  collections  of  the  dye  were  seen. 

The  patient's  cough  and  dyspnea  were  re- 
lieved by  steam  inhalations  and  syrup  of  ipecac 
in  small  doses.  On  the  third  day,  the  patient 
was  given  a transfusion  of  120  cc.  of  citrated 
blood  in  preparation  for  operation. 

Operation  by  Dr.  Sheldon:  Under  ether 

anesthesia,  a long  left  rectus  incision  was  made. 
Exploration  showed  no  apparent  metastases. 
The  peritoneum  along  the  outer  side  of  the 
descending  colon  was  divided  and  the  intestine 
drawn  medially.  The  kidney  and  tumor  mass 
were  then  completely  freed  from  their  bed  by 
blunt  dissection  and  delivered  thru  the  incision 
without  undue  difficulty.  The  pedicle  of  the 
kidney  showed  no  evidence  of  metastasis  grossly . 
The  pedicle  was  clamped,  cut,  and  ligated  as 
far  from  the  kidney  as  possible.  One  Penrose 
drain  was  inserted  through  a stab  wound  into 
the  large  cavity  left  after  removal  of  the  tumor. 
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The  patient  left  the  operating  room  in  fair 
condition  and  was  given  300  cc.  of  normal  saline 
by  hypodermoclysis  and  a transfusion  of  160  cc. 
of  citrated  blood.  He  was  kept  in  an  oxygen 
tent  for  three  days  because  of  the  chest  condition. 
Aside  from  troublesome  abdominal  distention 
and  difficulty  with  mucus  in  the  throat  during 
the  first  two  days,  the  convalescence  was  un- 
eventful, and  he  was  discharged  from  the  hospital 
thirteen  days  after  operation.  At  the  time  of 
discharge,  his  general  condition  was  excellent. 

Pathologic  examination  of  the  specimen  re- 
moved at  operation  showed  it  to  consist  of 
kidney  and  tumor  mass  weighing  977  Gm.  and 
measuring  15  cm.  by  12.5  cm.  by  5 cm.  Longi- 
tudinal section  showed  the  kidney  to  be  entirely 
replaced  by  the  tumor  mass,  except  for  a small 
rim  of  kidney  cortex  measuring  1.5  cm.  in  thick- 
ness. Gross  appearance  of  the  cut  section  of  the 
tumor  was  that  of  thick  bands  of  glistening 
white  tissue  with  pinkish-gray  areas  between 
these  bands.  Microscopic  examination  was 
similar  to  that  reported  in  the  autopsy  find- 
ings. 

For  six  weeks  after  discharge,  weekly  follow- 
up examinations  were  negative.  However,  two 
months  after  discharge,  a small  mass  about 
the  size  of  a walnut  was  felt  under  the  upper  pole 
of  the  left  rectus  scar,  and  the  right  kidney  was 
just  palpable.  He  was  then  given  six  x-ray 
treatments  over  these  areas,  with  no  effect; 
and  the  left  abdominal  mass  and  the  right 
kidney  continued  to  grow  very  rapidly.  His 
general  condition  remained  good  until  three  and 
a half  months  after  operation.  From  this  time 
on,  cachexia  became  more  and  more  marked, 
and  the  patient  died  on  October  21,  1937,  five 
and  a half  months  after  operation.  During 
this  time  the  urine  remained  negative,  an  inter- 
esting point  in  view  of  subsequent  autopsy 
findings. 

Autopsy  Report. — The  body  was  that 
of  a white  male,  16  months  of  age, 
normally  developed,  very  poorly  nour- 
ished. External  examination  showed  the 
body  to  be  markedly  emaciated,  the 
abdomen  large  and  protuberant  with  a 
well-healed  left  rectus  scar,  and  the 
scrotum  distended. 

The  pleural  cavities,  heart,  and  lungs 
were  normal  in  appearance  and  their  re- 
lationship to  each  other. 

A small  amount  of  ascitic  fluid  was 
present  in  the  abdominal  cavity.  The 
liver,  spleen,  stomach,  and  intestines 
were  normal.  A large  hard  mass  was 


present  in  the  right  hypochondriac  region, 
practically  filling  the  entire  right  half 
of  the  abdomen.  This  mass  was  re- 
moved, and  it  appeared  to  contain  the 
right  kidney.  The  weight  of  this  mass 
was  1,900  Gm.,  and  it  measured  24  cm. 
by  17.5  cm.  by  13  cm.  Longitudinal 
section  showed  that  the  entire  kidney, 
except  for  one  very  small  area,  was 
replaced  by  tumor  tissue.  In  the  left 
kidney  region  was  a large  tumor  mass 
weighing  1,500  Gm.  and  measuring  25 
cm.  by  16  cm.  by  15  cm.  Longitudinal 
section  of  this  tumor  mass  showed  it  to 
consist  of  neoplastic  tissue  probably 
arising  from  the  kidney  pedicle  left  at 
the  previous  nephrectomy. 

A hydrocele  was  present  in  the  scrotum. 
All  other  abdominal  organs  were  normal 
in  appearance. 

Microscopic  examination  showed  the 
remaining  kidney  tissue  in  the  specimen 
removed  at  operation  and  the  right  kid- 
ney tumor  removed  at  the  autopsy  to  be 
essentially  normal  in  appearance.  The 
tumor  tissue  was  composed  of  densely 
packed  spindle  cells  and  muscle  cells, 
scattered  embryonic  renal  tubules,  and 
areas  of  loose  connective  tissue  stroma. 
Within  these  areas  of  spindle  and  muscle 
cells,  small  acini  or  tubules  were  formed 
by  malignant  round  cells  that  piled  up 
about  the  lumen  several  layers  deep. 
Mitoses  in  these  cells  were  frequent. 

Diagnosis:  Wilms’  tumor. 

TITilms’  tumor  is  most  commonly  seen 
**  during  the  first  five  years  of  life,  but 
cases  have  been  reported  of  tumors  of 
such  size  at  birth  as  to  cause  dystocia, 
and  Clay4  reports  a case  in  a patient 
80  years  of  age.  The  two  sexes  are 
about  equally  represented  in  most  re- 
ported series. 

There  is  no  unanimity  of  opinion  as 
to  the  exact  origin  of  these  mixed  tumors, 
but  their  genesis  is  explained  on  em- 
bryologic  grounds.  The  four  principal 
theories  are  that  they  originate  from: 
(1)  aberrant  germ  plasm,  (2)  the  Wolffian 
body,  (3)  the  renal  blastoma  or  nephro- 
tome,  and  (4)  endothelium.  Excellent 
discussions  of  these  theories  are  given  by 
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Dean  and  Pack,2  Kretschmer  and  Hibbs,5 
and  Fraser.6 

These  tumor  masses  show  marked 
variation  in  size  and  shape,  but  they  are 
usually  round  to  oval  in  shape  and  are 
usually  enclosed  in  a heavy  capsule  that 
is  continuous  with  the  capsule  of  the 
kidney  remnant.  At  either  pole,  or  along 
the  side,  the  remaining  kidney  tissue 
may  be  seen,  separated  from  the  tumor 
by  bands  of  connective  tissue.  On  cut 
section,  they  are  usually  grayish  yellow 
or  white  in  color  and  may  be  firm  and 
fibrous  or  soft  and  gelatinous.  There 
may,  or  may  not,  be  cystic  areas  and 
areas  of  hemorrhage  and  of  necrosis. 

Microscopically,  there  is  no  typical 
picture,  but  a-  variety  of  cells  found  in 
varying  proportions  and  formations. 
Smooth  and  striated  muscle,  elastic  tis- 
sue, adipose  tissue,  myxomatous  tissue, 
cartilage,  and  bone  may  be  present  in 
addition  to  the  glandular  elements.  Ir- 
regularly shaped  tubules  and  even 
abortive  glomeruli  may  be  seen.  The 
kidney  remnants  show  no  invasion  by 
the  tumor  and  are  normal  in  appear- 
ance, except  for  changes  caused  by  pres- 
sure. 

The  tumor  is  usually  confined  to  one 
side  but  occasionally  is  bilateral,  as  was 
the  case  in  our  patient.  In  these  bilateral 
cases,  the  neoplasm  may  be  primary  in 
each  kidney,  or  the  second  kidney  may 
be  involved  by  extension  from  the  other 
.side. 

Wilms’  tumors  usually  progress  by  ex- 
tension to  involve  regional  organs  and 
tissues.  Should  the  capsule  rupture  or 
should  it  be  opened  for  biopsy,  extension 
is  very  rapid.  Metastases  by  way  of  the 
blood  stream  may  take  place  and  may 
involve  the  liver  and  lungs,  or  extension 
may  follow  the  lymph  channels.  Rarely, 
metastases  are  found  in  bones.7 

Patients  with  this  condition  are  usually 
taken  to  a physician,  because  the  parents 
have  noted  enlargement  of  the  abdomen; 
or  the  abdominal  tumor  is  discovered 
while  the  patient  is  being  examined  for 
some  intercurrent  disease.  Fever  is 
often  present,  but  intermittent.  Pain  is 
a late  symptom  and  is  present  only  after 


the  weight  of  the  tumor  has  become 
great  enough  to  cause  discomfort.  Vom- 
iting and  constipation  may  be  seen,  due 
to  pressure  on  the  gastrointestinal  tract. 
Hematuria  is  an  infrequent  sign  and,  if 
present,  is  intermittent.  Secondary  ane- 
mia is  a usual  finding,  but  the  child  with 
an  enormous  tumor  mass  may  be  in  re- 
markably good  condition. 

A rapidly  growing  large  kidney  tumor 
in  a yound  child  is  probably  a Wilms’ 
tumor.  Among  the  other  intra-abdominal 
masses  to  be  considered  in  the  differential 
diagnosis  are  hydronephrosis,  polycystic 
kidney,  and  solitary  cyst  of  the  kidney. 
Urinalysis  and  intravenous  urography  or 
cystoscopy  should  differentiate  these  con- 
ditions. Splenic  and  hepatic  enlarge- 
ments can  usually  be  excluded  by  blood 
studies  and  clinical  symptoms.  Tumors 
of  the  suprarenal  glands  may  be  difficult 
to  differentiate  unless  attended  by  endo- 
crine symptoms. 

If  the  condition  of  the  patient  permits, 
nephrectomy  by  transperitoneal  approach 
should  be  done.  Because  of  the  high 
degree  of  radiosensitivity  of  these  tumors, 
operation  may  be  facilitated  by  previous 
external  radiation  under  which  the  tumor 
will  diminish  greatly  in  size.  Operation 
should  be  performed  as  soon  as  regression 
has  stopped.  Intensive  postoperative 
radiation  is  felt  to  be  of  value  in  pro- 
longing life,  and  it  has  a definite  place  as 
a palliative  measure  for  the  treatment  of 
recurrences  and  metastases. 

As  with  any  highly  malignant  tumor, 
the  earlier  the  treatment  is  instituted, 
the  better  the  prognosis.  However,  due 
to  the  “silent”  nature  of  Wilms’  tumor, 
the  disease  has  usually  progressed  too  far 
for  more  than  palliative  measures  before 
medical  aid  is  sought.  From  various 
collected  series,  the  combined  mortality 
from  operation  and  late  recurrence  is 
between  86  per  cent  and  93  per  cent, 
with  an  immediate  operative  mortality 
of  24  per  cent  to  40  per  cent.1  Recur- 
rence is  rapid  as  a rule,  usually  develop- 
ing within  the  first  year  after  operation. 
Life  is  prolonged  by  operation  and  ir- 
radiation— with  an  average  expectancy 
of  10  to  18  months  with  both  forms  of 
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treatment,  and  8 to  12  months  with 
either  form  singly.8 

Summary 

1.  A case  of  Wilms’  tumor  in  a 10- 
month-old  male  infant  is  presented. 

2.  Wilms’  tumor  is  one  of  the  most 
common  malignancies  of  childhood. 

3.  Enlargement  of  the  abdomen  is 
usually  the  first  symptom. 

4.  The  treatment  of  choice  is  pre- 
operative irradiation,  nephrectomy,  and 
postoperative  irradiation. 


5.  The  prognosis  is  extremely  poor. 

191  Glen  Street 
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FRIGHTENED  PATIENTS 

A warning  against  making  remarks  that  may 
do  more  harm  than  good,  by  frightening  the 
patient  unduly,  was  uttered  by  a Boston  physi- 
cian of  close  to  forty-nine  years’  practice  in  a 
paper  read  before  the  Section  on  Ophthalmology 
at  the  ninetieth  annual  session  of  the  American 
Medical  Association,  St.  Louis,  May  17,  1939, 
and  now  published  in  the  J.A.M.A.,  by  Dr.  Allen 
Greenwood. 

“Many,  many  times,”  he  says,  “I  have  had  a 
patient  come  into  the  office  who  had  been  un- 
necessarily frightened  by  a diagnosis  of  cataract. 
I have  a drawing  of  the  eye  in  my  office  show- 
ing the  position  and  use  of  the  crystalline  lens 
and  I use  this  to  illustrate  to  the  patient  exactly 
what  a cataract  means  so  that  he  will  not 
confuse  a cataract  with  a possible  tumor  or 
cancer. 

“Some  forty-five  years  ago  an  elderly  woman 
came  to  see  me  and  I casually  mentioned  that  her 
very  poor  vision  was  due  to  beginning  cataracts. 
She  was  terribly  upset  and  nothing  I could  say 
seemed  to  relieve  her.  She  went  home,  went  to 
bed  and  in  a few  weeks  passed  away.  Her 
family  have  always  felt  that  my  telling  her  of  the 
beginning  cataracts  was  the  cause  of  her  fatal 
illness. 

“It  is  certainly  disturbing  and  usually  requires 
several  examinations  when  a patient  comes  in 
weeping  copiously  because  someone  has  told  her 
that  a cataract  was  present  in  both  eyes.  Know- 
ing the  fear  that  patients  have  about  cataracts,  I 
seldom  use  the  term  until  it  becomes  absolutely 
necessary  or  the  patient  insists  on  knowing  the 
exact  condition.  I explain  exactly  what  a cata- 
ract means  if  I have  to  use  the  term. 

“I  usually  tell  patients  who  have  a few  specks 
in  the  lens  or  a slight  incipient  cataract  that  they 
have  a few  cloudy  spots  in  the  lens  of  the  eye  and 
that  such  conditions  should  be  watched.  All 
patients  who  have  incipient  cataracts  should  be 
seen  frequently  enough  to  detect  the  occurrence 
of  some  other  ocular  disease  which  might  be 
amenable  to  treatment. 

“One  can  never  tell  what  fears  there  may  be 
in  the  mind  of  the  patient  besides  those  which  he 
has  expressed  during  the  history  taking.  When 


the  examination  is  sufficiently  advanced  or  when 
it  is  finished  and  the  ophthalmologist  is  sure  that 
the  eyes  are  healthy  and  normal,  a simple  state- 
ment of  this  fact  will  often  do  away  with  un- 
necessary fear  and  anxiety. 

“Many  times  after  I have  assured  a patient 
that  there  was  no  disease  whatever  in  the  eyes, 
that  the  vision  was  normal  and  that  there  was  no 
indication  of  future  trouble,  the  immense  relief 
expressed  has  been  very  gratifying.  The 
ophthalmologist  does  not  need  to  be  a psycholo- 
gist to  appreciate  the  wonderful  effect  of  such 
encouragement.  If,  however,  some  chronic 
condition  is  found  which  is  likely  to  progress,  the 
ophthalmologist  should  be  very  careful  not  to 
discourage  the  patient. 

“No  one  can  tell  how  long  a patient  is  going  to 
live,  and  no  one  can  tell  how  rapidly  a chronic 
disturbance  may  progress,  so  that  all  unfavorable 
prognoses  should  be  refrained  from  so  far  as 
possible. 

“Some  thirty  years  ago  a woman  was  brought 
weeping  into  my  office  by  a friend  who  stated 
that  she  had  just  been  told  by  one  of  the  oldest 
and  best  oculists  that  she  would  be  wholly  blind 
in  two  years.  Examination  showed  bilateral 
choroiditis  which  had  not  destroyed  the  macula, 
and  the  patient  had  good  central  vision.  The 
patient  lived  for  twenty-five  years  and  just  prior 
to  her  death  was  still  able  to  read  newspaper 
print. 

“I  mention  this  case  to  show  how  unwise  it  is 
ever  to  give  such  a discouraging  prognosis.  A 
good  many  instances  similar  to  this  have  come 
under  my  observation. 

“I  knew  of  a man  who  was  told  that  he  had 
optic  atrophy  accompanying  tabes  dorsalis  and 
would  shortly  be  blind.  He  purchased  a revolver 
immediately,  and  one  night  when  he  got  up  and 
turned  on  an  electric  light  which  had  burned  out 
and  found  himself  in  total  darkness  he  seized  the 
revolver  and  killed  himself. 

“It  is  better  to  be  overoptimistic  than  to  be 
unduly  pessimistic.  The  woman  mentioned,  in 
after  years,  when  she  found  that  she  was  not  go- 
ing to  be  blind,  was  responsible  for  my  seeing 
many  prominent  people.” 


THE  PROBLEM  OF  ANEMIA 

Some  General  Considerations 

Ellery  G.  Allen,  M.D.,*  Syracuse,  New  York 


Following  every  important  medical 
discovery  and  its  subsequent  uni- 
versal acceptance,  there  appears  a wave 
of  enthusiasm  that  may  serve  to  plunge 
us,  unless  a conservative  restraint  be 
exercised,  into  an  abyss  of  carelessness. 
The  work  of  Whipple,  Minot,  Murphy, 
Castle,  Isaacs,  Sturgis,  Dameshek, 
Osgood,  Jackson,  and  other  investigators, 
so  fired  the  imagination  of  many  others 
that  hematology  became  a “so-called,, 
specialty  almost  overnight.  Liver  and 
liver  extract,  so  effective  in  pernicious 
anemia  and  some  allied  anemias,  such  as 
pernicious  anemia  of  pregnancy,  sprue, 
and  pellagra,  began  to  be  used  in  nearly 
all  conditions  in  which  there  were  found 
disturbances  of  the  blood-forming  organs, 
even  including  those  in  which  anemia  was 
not  a feature.  Although  it  must  be  ad- 
mitted that  we  have  greatly  increased  our 
knowledge  of  hematologic  disorders  dur- 
ing the  twelve  years  since  pernicious 
anemia  was  removed  from  the  category 
of  fatal  illnesses,  we  have,  it  seems,  hardly 
scratched  the  surface  of  the  knowledge 
that  will  eventually  permit  us  to  more 
accurately  diagnose,  and  more  effectively 
treat  those  conditions  in  which  there  are 
found  abnormalities  of  the  bone  marrow, 
the  reticuloendothelial  system,  and  the 
circulating  blood.  Anemia  is  defined  as 
any  decrease  in  the  amount  of  circulating 
hemoglobin,  below  the  particular  indi- 
vidual’s normal  level.  With  this  hemo- 
globin decrease,  there  is  usually  an  associ- 
ated decrease  in  the  number  of  red  blood 
cells,  although  this  is  not  invariably  true, 
since  the  red  cell  level  may  be  within 
normal  numerical  numbers  and  the  hemo- 
globin greatly  reduced  because  of  ab- 
normally small  cells,  poor  concentration 
of  hemoglobin  within  these  cells,  or  both. 


The  blood  counts  in  normal  men  vary  be- 
tween 4,800,000  and  6,400,000,  with  an 
average  of  5,400,000;  whereas  healthy 
women  have  a range  between  4,000,000 
and  5,200,000,  with  an  average  of  about 
4,700,000.  If  the  size  of  the  erythrocytes 
is  normal,  and  their  hemoglobin  concentra- 
tion not  reduced,  there  should  be  ap- 
proximately 3 Gm.  of  hemoglobin  for  each 
million  cells.  Our  experience  in  this  re- 
gard, with  reference  to  estimating  the 
color  index,  leads  us  to  suggest  that  one 
provide  oneself  with  a simple  hemoglo- 
binometer  that  reads  in  grams  (the 
Hellige,  for  example)  and  estimate  the 
color  index  by  dividing  the  hemoglobin 
obtained  by  three  times  the  red  count  in 
millions.  This  simple  procedure  gives  one 
the  color  index  directly,  and  obviates  the 
older  percentage  determination  and  the 
concern  as  to  whether  one’s  hemoglobin- 
ometer  is  gaged  at  13  or  17  Gm.  of  hemo- 
globin as  representing  100  per  cent. 

During  recent  years  there  have  come 
into  popular  usage  two  classifications  of 
anemia,  one  a clinical  classification,  and 
the  other  a classification  based  on  labora- 
tory studies.  From  the  clinical  stand- 
point, there  are  three  types  of  anemia, 
based  on  etiology:  (1)  anemia  due  to  loss 
of  blood,  from  whatever  cause ; (2)  anemia 
due  to  increased  blood  destruction — this 
includes  the  hemolytic  anemias,  irrespec- 
tive of  etiology;  and  (3)  defective  blood 
formation.  Examples  are  pernicious 
anemia,  the  anemia  of  leukemia,  dietary 
deficiencies,  infections,  and  many  others. 

The  laboratory  classification  of  anemias 
is  based  on  color  index  and  hematocrit 
studies,  the  latter  probably  being  the 
more  accurate  and  informative.  On  the 
basis  of  the  color  index,  an  anemia  may 
be  normochromic,  hyperchromic,  or  hy- 
pochromic, depending  on  whether  the 
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color  index  is  normal  (0.85  to  1.15),  high 
(above  1.15),  or  low  (below  0.85).  If  the 
anemias  are  to  be  classified  on  the  basis 
of  red  cell  size,  we  have  the  normocytic, 
macrocytic,  and  microcytic. 

There  are  a multitude  of  factors  con- 
cerned in  the  building  of  the  hemoglobin 
molecule  and  their  maturation  and  de- 
livery to  the  circulating  blood.  Of  these 
may  be  mentioned : 

1.  Proper  diet — this  to  include  a 
sufficiency  of  calories,  protein,  iron,  and 
vitamins,  especially  vitamin  Bi,  B2,  and 
C,  as  well  as  the  “extrinsic”  factor  of 
Castle. 

2.  A normal  gastrointestinal  tract. 
Especially  to  be  remembered  are  the 
secretion  of  HC1,  Castle’s  “intrinsic” 
stomach  substance,  a healthy  liver,  and 
an  intestinal  tract  that  permits  adequate 
absorption. 

3.  A functionally  competent  bone 
marrow. 

If  there  is  any  serious  defect  in  the  diet, 
the  gastrointestinal  tract,  or  the  bone 
marrow,  irrespective  of  the  cause,  anemia 
may  result.  With  these  facts  in  mind,  we 
return  again  to  the  old  admonition  that 
before  one  may  hope  to  make  a satisfac- 
tory study  of  a patient,  one  must  first 
have  a complete  history  and  make  a care- 
ful physical  examination.  The  details  of 
a person’s  diet  should  be  carefully  enumer- 
ated : inquiry  must  be  made  as  to 

whether  there  has  been  any  abnormal 
bleeding  from  any  source;  has  the  patient 
taken  any  drugs  known  to  depress  the 
bone  marrow,  or  has  he  been  exposed  to 
benzol,  radium,  or  x-rays;  has  he  had 
any  infections,  acute  or  chronic,  that 
might  decrease  appetite  or  depress  mar- 
row function;  is  there  a history  of  jaun- 
dice, renal  disease,  gastrointestinal  pathol- 
ogy, lowered  metabolism,  pains  in  the 
joints  or  bones,  or  symptoms  suggesting 
disturbances  of  the  nervous  system? 

In  examining  the  patient,  one  should 
pay  particular  attention  to  the  following : 
pallor,  jaundice,  petechial  or  ecchymotic 
spots,  glossitis,  abdominal  and  pelvic 
tenderness  and  masses,  enlarged  spleen, 
liver,  and  lymph  nodes,  tenderness  over 
the  bones,  the  presence  of  hemorrhoids, 


and  objective  neurologic  abnormalities. 

Laboratory  studies  should  include  the 
routine  examination  of  the  blood,  plus 
estimation  of  the  volume  index,  reticu- 
locyte count,  icterus  index,  studies  of  the 
urine  for  urobilinogen,  and  examination  of 
the  stools  for  blood.  In  jaundiced  cases 
the  fragility  tests  should  be  performed. 
Gastric  analysis  is  preferably  made,  and, 
in  cases  with  definite  gastrointestinal 
symptoms,  x-rays  of  the  intestinal  tract 
taken.  In  occasional  instances,  x-ray 
studies  of  the  bones  are  desirable,  and 
in  some  cases  biopsy  of  the  sternal  marrow 
gives  valuable  diagnostic  information  that 
could  be  obtained  in  no  other  manner. 

The  successful  treatment  of  anemia  in  a 
specific  case  depends  on  a knowledge  of 
the  etiologic  factors  concerned,  and  a con- 
servative appreciation  of  those  therapeu- 
tic agents  or  procedures  known  to  favor- 
ably influence  specific  types  of  anemia. 

As  a group,  the  macrocytic  anemias  are 
the  ones  in  which  liver  extract  is  most 
effective.  Addisonian  pernicious  anemia 
and  the  macrocytic  anemia  of  pregnancy 
are  outstanding  examples  of  the  efficiency 
of  liver  extract,  and  it  is  well  known  that 
these  cases  rarely  require  more  than  3 cc. 
of  liver  extract  (derived  from  100  Gm.  of 
liver)  intramuscularly  once  a week.  The 
macrocytic  anemias  of  pellagra  and  sprue 
also  respond  to  the  intramuscular  injec- 
tions of  liver  extract,  although  much 
larger  doses  than  are  required  in  perni- 
cious anemia  are  usually  necessary.  A 
history  of  dietary  deficiency,  possibly 
conditioned  by  chronic  alcoholism,  is 
invariably  obtained  in  cases  of  sprue  and 
pellagra,  and  a well-balanced  diet  is  there- 
fore essential.  In  addition  to  the  liver  ex- 
tract injections,  large  doses  of  autolyzed 
yeast  or  Brewer’s  yeast  by  mouth  are 
often  of  distinct  benefit.  Brewer’s  yeast 
should  be  given  in  iced  milk,  as  much  as  1 
to  3 oz.  a day  being  the  required  dose. 
It  must  be  appreciated  that  some  cases 
of  sprue  and  pellagra  have  an  iron  defi- 
ciency, with  low  color  index  anemia,  and  in 
such  cases  the  addition  of  iron  by  mouth 
is  indicated. 

Patients  showing  a macrocytic  anemia 
associated  with  serious  liver  pathology, 
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gastrointestinal  malignancy,  or  leukemia 
will  obviously  not  respond  to  any  type 
of  therapy. 

Hypochromic  anemias  (those  with  color 
indices  below  0.85)  occur  with  a great 
variety  of  conditions,  especially  in  cases  of 
dietary  deficiency,  chronic  blood  loss, 
chronic  diarrheas,  and  in  patients  with 
achlorhydria  or  hypochlorhydria.  It  is 
therefore  necessary  to  subject  the  patient 
to  a thorough  clinical  investigation  before 
a hopeful  prognosis  may  be  given.  It  is 
perhaps  unfortunate  that  idiopathic  hy- 
pochromic anemia,  the  type  seen  in  wo- 
men during  the  childbearing  age,  was  de- 
scribed as  a clinical  entity,  since  identical 
blood  pictures  may  be  seen  in  other  de- 
ficiency states  (as  for  example  in  chronic 
hemorrhoidal  bleeding  in  men,  gross 
dietary  deficiency,  and  in  malignancy), 
especially  if  the  neoplasm  has  bled  for 
any  length  of  time.  In  any  case,  if  malig- 
nant growths  and  other  serious  diseases 
can  be  eliminated,  and  the  bleeding  and 
infection  controlled,  the  anemia  can  be 
successfully  treated  with  a full,  well- 
balanced  diet,  and  iron  by  mouth.  There 
are  several  satisfactory  preparations  used 
today,  but  we  favor  the  use  of  ferrous 
sulfate  in  daily  doses  of  9 to  12  gr.  This 
preparation  is  as  effective  as  90  gr.  of 
iron  and  ammonium  citrate  daily,  and 
does  not  cause  gastrointestinal  symptoms. 
In  our  opinion,  iron  by  injection  is  never 
justified,  for  as  Heath  has  demonstrated, 
parenteral  iron,  sufficient  to  favorably  in- 
fluence a low  color  index  anemia,  will 
produce  toxic  symptoms.  The  role  of 
copper  as  an  adjunct  to  iron  has  been 
much  debated,  but  it  seems  clear  that  the 
administration  of  copper  is  never  neces- 
sary for  the  low  color  index  anemias  of 
adults. 

The  diagnosis  and  treatment  of  patients 
with  anemia  due  to  increased  blood  de- 
struction offer  a somewhat  difficult  prob- 
lem. Increased  blood  destruction  oc- 
curs in  a variety  of  clinical  conditions, 
among  which  may  be  mentioned  hemoly- 
tic jaundice  of  the  congenital  or  acquired 
type,  severe  infections,  intoxications  due 
to  sulfanilamide,  lead,  phenylhydrazine, 
potassium  chlorate,  acetanalid,  anilin, 


nitrobenzol,  and  trinitrotoluol,  as  well  as 
in  occasional  cases  of  Hodgkin’s  disease 
and  myeloid  leukemia.  The  history  is 
therefore  most  important,  especially  the 
family  history  and  the  story  of  exposure 
to  agents  known  to  cause  increased  blood 
destruction.  The  examiner  should  note 
the  degree  of  jaundice  and  search  for  en- 
larged glands  and  spleen.  Laboratory 
studies  should  include  estimation  of  the 
icterus  index,  Vandenburgh  test,  urine 
tests  for  urobilinogen,  reticulocyte  count, 
and  estimation  of  the  erythrocyte  fragil- 
ity. In  case  of  suspected  lead  poisoning, 
the  urine  should  be  tested  for  lead  and  a 
search  made  for  stippled  red  blood  cells. 
The  treatment  of  hemolytic  anemia,  with 
the  exception  of  familial  hemolytic  jaun- 
dice, is  to  treat  the  underlying  cause. 
Transfusions  in  such  cases  may  tide  the 
patient  over  a critical  period  and,  in  the 
case  of  lead  poisoning,  the  accepted  treat- 
ments and  cautious  deleading  may  be  of 
aid.  Specific  antianemic  drugs  are,  on 
the  whole,  of  little  value  in  the  acquired 
hemolytic  anemias.  For  the  acquired 
type  of  hemolytic  jaundice,  transfusions 
are  advisable  if  the  anemia  is  severe,  as 
the  result  of  frequent  or  severe  hemolytic 
crises,  but  splenectomy  is  not  advised  for 
this  type  of  patient.  For  the  familial  type 
of  hemolytic  jaundice,  no  specific  treat- 
ment is  necessary  in  the  mild  cases,  at 
least  for  those  who  are,  as  has  been  aptly 
said,  “more  jaundiced  than  sick.”  If  the 
anemia  is  severe,  the  hemolytic  crises  fre- 
quent, and  the  disease  a real  menace  to 
health  and  life,  splenectomy  offers  the 
best  hope  of  cure,  although  it  has  been 
demonstrated  that  intramuscular  liver  ex- 
tract may  be  helpful  in  some  instances. 

The  remaining  anemias,  those  due  to 
defective  blood  formation,  from  whatever 
cause,  comprise  a large  miscellaneous 
group,  often  badly  treated.  Of  these, 
however,  may  be  mentioned  the  anemias 
of  hypothyroidism  and  scurvy,  which 
usually  disappear  after  adequate  treat- 
ment with  desiccated  thyroid  substance 
and  vitamin  C,  respectively. 

The  question  often  arises  as  to  whether 
or  not  an  anemic  patient  should  be 
“treated  by  blood  transfusion.”  It  is  of 
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some  importance  to  recall  that  the  chief 
value  of  transfusion  is  its  immediate  effect 
in  increasing  blood  volume,  hemoglobin 
concentration,  platelets,  or  other  factors 
concerned  in  blood  coagulation,  and  in  in- 
creasing the  plasma  protein  in  certain 
types  of  edema.  Because  of  its  immediate 
effect,  transfusion  may  be  of  life-saving 
benefit.  On  the  other  hand,  it  may  be 
merely  an  expensive  and  clumsy  method 
of  securing  a beneficial  effect.  Blood 
transfusions  are  not  usually  indicated  in 
anemias  known  to  respond  to  specific 
therapy,  such  as  pernicious  anemia  and 
idiopathic  hypochromic  anemia,  unless 
the  clinical  signs  of  severe  oxygen  want 
are  present.  Given  at  complete  bed  rest, 
a restless  patient  with  extreme  weakness, 
some  orthopnea,  and  slight  cyanosis,  and 
one  who  has  rales  at  the  lung  bases,  one 
may  be  certain  that  the  hemoglobin  con- 
centration is  probably  not  sufficient  to 
permit  adequate  gas  exchange  in  the 
tissues,  and  circulatory  collapse  may 
supervene.  In  such  cases,  with  the  sys- 
tolic blood  pressure  at  70  mm.  or  less,  a 
hemoglobin  of  less  than  30  per  cent,  and 
a rising  pulse  rate,  one  or  more  trans- 
fusions are  urgently  indicated.  One  oc- 
casionally hears  the  erroneous  statement 
that  a transfusion  should  be  given  to 
“stimulate  the  bone  marrow.”  It  has 
been  shown  that  transfused  blood  cells 
may  persist  in  circulation  for  from  thirty 
to  over  100  days,  and  that  unless  hemo- 
globin is  freed  as  the  result  of  an  undesir- 
able transfusion  reaction,  substances  for 
hemoglobin  regeneration  do  not  become 
rapidly  available.  If  surgery  is  considered 
undesirable  because  of  anemia,  trans- 
fusions may  provide  a safer  blood  level. 
Occasionally  one  sees  patients  suspected 
of  having  a fatal  blood  condition,  and  in 
such  instances  transfusions  may  well  be 


used,  at  least  until  all  possible  diagnostic 
doubt  has  been  dispelled.  A strikingly 
beneficial  effect  of  transfusion  is  noted  in 
the  hemorrhagic  diseases,  as  in  hemor- 
rhagic purpura,  hemophilia,  and  hemor- 
rhagic diseases  of  the  newborn.  In  the 
temporary  treatment  of  bone  marrow 
depression  due  to  chemical  poisons,  such 
as  benzol,  transfusions  are  especially 
valuable  because  of  the  possibility  of 
tiding  the  patient  over  the  critical  period 
until  spontaneous  regeneration  may  take 
place.  In  fatal  bone  marrow  depressions, 
as  in  leukemia  or  aplastic  anemia,  dis- 
tressing oozing  of  blood  from  the  mucous 
membrane  may  be  controlled  by  judi- 
ciously given  transfusions,  although  it  is 
indeed  doubtful  if  the  patient’s  life  will  be 
prolonged  by  the  procedure. 

Summary 

1.  Patients  with  anemia  should  be  re- 
garded as  suffering  with  secondary  dis- 
turbances of  the  blood-forming  organs. 
All  anemias  are  secondary,  in  the  sense 
that  they  may  be  brought  about  by  a 
multitude  of  primary  factors. 

2.  The  proper  study  of  an  anemic  case 
requires  a thorough  clinical  investigation. 

3.  Diagnoses  as  to  etiology  are  not 
made  from  a blood  smear,  or  from  any 
other  laboratory  test,  but  from  a proper 
evaluation  of  all  the  diagnostic  data. 

4.  As  to  treatment,  we  have  only  a few 
specific  therapeutic  agents  of  proved 
value.  A knowledge  of  these,  including 
their  indications,  doses,  and  limitations, 
will  aid  to  discourage  the  use  of  the  “shot- 
gun cure-alls”  emanating  from  the  phar- 
maceutic houses.  The  prevalent  use  of 
these  latter  preparations  might  suggest 
that  some  of  us  are  either  unfamiliar 
with  our  subject,  or  are  failing  to  practice 
an  intelligent  skepticism,  or  both. 


CANCER  NOT  TRANSMISSIBLE 

There  is  no  possibility  and  hence  no  danger  of 
the  transferring  of  cancer  from  cancerous  cattle 
to  human  beings  through  eating  meat  from  such 
animals,  The  Journal  of  the  American  Medical 


Association  for  April  15  says.  Cancer  is  not 
transmissible,  even  by  transplantation,  from 
one  mammalian  species  to  another,  e.g.,  from 
cattle  to  man.  Human  cancer  is  not  contagious. 


COARCTATION  OF  THE  AORTA 
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Coarctation  of  the  aorta  is  a con- 
genital defect  of  the  aortic  arch, 
distal  to  the  origin  of  the  left  subclavian 
artery;  this  defect  compromises  the 
lumen  of  this  vessel  at  times  to  the  point 
of  complete  occlusion.  As  far  as  can 
be  determined,  the  terms  “stenosis” 
and  “atresia,”  applied  to  the  isthmus 
of  the  aorta,  are  used  synonymously 
with  the  term  “poarctation  of  the  aorta.” 
Bonnet1  chose  to  classify  the  various 
types  of  coarctation  in  two  groups,  in- 
fantile and  adult,  according  to  the  site 
and  form  of  the  stenosis. 

The  degree  of  constriction  observed 
varies  from  one  case  to  another;  in 
some  instances  the  aorta  appears  as  if  it 
were  ligated,  and  its  lumen  is  completely 
obliterated;  in  others,  the  constriction 
and  occlusion  are  less  complete.  The 
aorta  is  usually  dilated  proximal  to  the 
region  of  coarctation;  but  distal  to  this 
region,  the  aorta  becomes  normal  or 
nearly  normal  in  size.  Thus,  the  aorta 
assumes  an  hourglass  appearance. 

Various  ideas  concerning  the  etiology 
of  this  anomaly  have  been  proposed  by 
many  authors  during  the  past  century. 
The  first  attempt  to  describe  it  was 
made  by  Reynaud,2  in  1828,  who  con- 
sidered the  anomaly  to  be  the  result  of 
persistence  of  a fetal  condition  that  was 
in  some  way  influenced  by  the  process 
of  evolution  of  the  ductus  arteriosus. 
Craigie,3  in  1841,  stated  that  the  defect 
represents  a continuation  of  the  normal 
obliteration  of  the  ductus  arteriosus. 
Rokitansky,4  in  1852,  supported  the  view 
that  it  was  essentially  a developmental 
defect  which  occurred  in  embryonic  de- 
velopment. In  1887,  Loriga,6  in  agree- 
ment with  Rokitansky,  stated  that  the 
defect  was  entirely  independent  of  the 
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process  of  occlusion  of  the  ductus  arterio- 
sus and  that  it  could  be  traced  back  to 
intrauterine  life.  It  would  seem,  as 
Loriga  remarked,  that  the  abnormality 
develops  in  the  descending  link  of  the 
primitive  aorta  which  unites  the  fourth 
left  aortic  arch  with  the  fifth  and  sixth 
arches  on  the  same  side.  Abbott6  re- 
ported a case  in  which  genesis  of  the  de- 
fect is  explained  on  the  basis  of  the  above 
theory. 

Bonnet  stated  that  a constriction  that 
lies  proximal  to  the  point  of  junction  of 
the  aorta  and  ductus  arteriosus  is  the 
result  of  persistence  of  intrauterine  re- 
lations and  is  not  compatible  with  life. 
He  also  postulated  that  a constriction 
that  lies  distal  to  the  junction  of  the 
ductus  arteriosus  and  the  aorta,  results 
from  extension  of  the  obliterative  process 
active  in  the  ductus  arteriosus  at  the 
time  of  its  closure.  The  latter  form  of 
coarctation,  according  to  Bonnet,  has  no 
ill  effect  on  the  well-being  of  the  patient, 
except  that  it  is  frequently  the  seat  of 
inflammatory  change. 

Syphilis  also  has  been  suggested  as  a 
factor  in  the  etiology  of  this  lesion,  but 
evidence  for  this  hypothesis  is  lacking. 

The  infantile  type  of  coarctation,  the 
first  group  in  Bonnet’s  classification, 
occurs  in  the  fetus,  the  stillborn,  and  in 
infants.  The  first  subdivision  of  this 
type  consists  of  a diffuse  narrowing  of 
the  aortic  isthmus  and  may  represent 
persistence  of  the  fetal  caliber  of  the 
vessel;  that  is,  the  vessel  fails  to  develop 
to  meet  the  increasing  circulatory  re- 
quirements of  the  body.  This  type  of 
coarctation  is  usually  associated  with 
major  cardiac  anomalies.  The  second 
subdivision  of  the  infantile  type  is  an 
absence  or  an  atresia  of  the  isthmus. 
Thus,  the  aorta  ends  beyond  the  left  sub- 
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clavian  artery,  and  the  ductus  arteriosus, 
in  this  case,  continues  from  the  pulmo- 
nary artery  to  join  the  descending  aorta. 
This  type  of  coarctation  represents  lack 
of  development  of  the  segment  of  the 
fourth  brachial  arch  which  corresponds 
to  the  aortic  isthmus.  In  this  type, 
usually,  collateral  circulation  has  not 
developed. 

The  adult  type  includes  those  cases  in 
which  the  anomaly  is  seen  in  the  adoles- 
cent or  mature  patient  and  in  which  the 
coarctation  consists  of  an  abrupt  con- 
striction of  the  aorta  at,  or  near,  and 
often  slightly  distal  to,  the  ductus  arterio- 
sus. 

The  pathologic  lesions  in  coarctation 
of  the  aorta  are  encountered  both  at  the 
immediate  site  of  and  remote  from  the 
point  of  coarctation.  Microscopically, 
little  is  seen  except  connective  tissue  in 
the  stenotic  or  atretic  vessel.  Involve- 
ment in  the  occluded  portion  may  in- 
clude all  coats  of  the  aorta  or  may  be 
limited  to  the  inner  coats.  The  thorough 
studies  made  in  the  cases  in  which  rupture 
of  the  aorta  occurred  have  contributed 
interesting  facts.  In  some  cases,  no 
gross  or  histologic  changes  could  be  de- 
tected; in  others,  diminution  of  the 
elastic  tissue  and  regeneration  of  fibrous 
tissue  are  observed ; while  in  others, 
focal  degeneration  of  the  elastic  lamina 
occurs.  The  last  change  has  been  more 
or  less  generally  accepted  as  the  fore- 
runner of  rupture.  Cardiac  hypertrophy 
with  marked  collateral  circulation  was- 
observed  in  75  per  cent  of  the  adults  of 
this  series.  In  the  infantile  type,  there 
is  usually  neither  cardiac  hypertrophy 
nor  marked  collateral  circulation,  be- 
cause children  die  before  there  is  an 
opportunity  for  such  conditions  to  de- 
velop. Bicuspid  aortic  valves  are  fre- 
quently seen  (25  per  cent)  accompanying 
coarctation.  The  ductus  arteriosus  is 
closed  in  about  a fifth  of  the  cases  or  less. 

Diagnosis 

Again  the  classification  of  Bonnet  sim- 
plifies the  discussion.  The  diagnosis  of 
the  infantile  type  of  coarctation  is 
usually  made  at  necropsy,  but  cases  in 


which  the  diagnosis  in  life  has  been 
made  mistakenly  are  encountered. 
The  adult  type  of  coarctation  seems  to 
be  associated  with  a definite  clinical 
symptom  complex,  vascular  rather  than 
cardiac,  which,  if  present,  warrants  the 
diagnosis  of  coarctation  of  the  aorta. 

The  patients  have  been  described  as 
robust,  sthenic  young  individuals  who 
have  well-developed  musculature.  Their 
intelligence  is  usually  above  the  average. 
There  may  be  symptoms  of  anoxemia  in 
the  lower  extremities;  also  pain,  numb- 
ness, and  intermittent  claudication  have 
been  recorded.  In  some  instances,  the 
major  complaints  are  similar  to  those  of 
a patient  with  hypertension — such  as 
precordial  pain,  oppression,  dyspnea, 
headache,  nausea,  vertigo,  and  tinnitus. 
Frequently,  the  patient,  when  first  seen, 
complains  of  the  classic  signs  and 
symptoms  of  congestive  heart  failure. 
The  associated  cardiovascular  anomalies 
may  give  rise  to  serious  complications. 
Of  primary  importance  in  this  group  is 
the  ruptured  cerebral  aneurysm  that  is 
associated  with  symptoms  of  central 
cerebral  lesions — such  as  those  of  vascular 
accidents,  hemorrhage,  thrombosis,  or 
embolism.  Baker  and  Shelden7  reported 
from  the  Mayo  Clinic  a case  exemplify- 
ing such  symptoms.  In  their  report  they 
stated  that  less  than  350  cases  of  coarcta- 
tion of  the  aorta  have  been  recorded  and 
that  less  than  25  per  cent  of  these  were 
diagnosed  by  clinical  means.  Epistaxis 
is  frequently  recorded. 

In  contrast  with  the  above  picture, 
there  are  patients  who  have  an  extreme 
degree  of  coarctation  of  the  aorta  with- 
out symptoms,  and  their  collateral  circu- 
lation is  so  efficient  that  death  occurs 
from  some  intercurrent  infection  rather 
than  as  a result  of  the  presence  of  the 
anomaly.  The  anomaly  is  recognized  if 
necropsy  is  performed;  otherwise,  its 
presence  is  never  suspected. 

Physical  Findings 

The  physical  findings  seem  to  bear 
little  or  no  relation  to  the  severity  of  the 
lesion  or  to  the  amount  of  collateral  cir- 
culation that  exists.  Paradoxically,  the 
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most  benign  clinical  cases  are  associated 
with  the  most  marked  lesions.  It  has 
been  stated  that  when  hypertension 
exists  in  a young  individual  in  whom 
renal  and  cardiac  pathologic  change  can 
be  excluded  as  etiologic  factors,  one 
should  suspect  that  coarctation  of  the 
aorta  is  present. 

The  signs  co-existent  with  coarctation 
of  the  aorta  may  be  classified  in  two 
groups:  those  associated  with  the  heart, 
and  those  associated  with  the  vascular 
system.  In  the  first  group,  the  most  im- 
portant is  the  murmur.  It  is  heard  over 
the  apex  of  the  heart  and  is  usually 
systolic  in  time,  although  it  may  occur 
later  in  the  cycle or  may  even  be  absent. 
Occasionally,  it  is  audible  through  the 
back  of  the  patient.  The  cardiac  impulse 
is  forceful  and  is  associated  with  en- 
largement, usually  of  the  left  side  of  the 
heart. 

The  signs  resulting  from  the  vascular 
involvement  are  the  most  important 
and  are  almost,  if  not  entirely,  pathogno- 
monic. Of  these,  the  discrepancy  be- 
tween the  volume,  force,  and  amplitude 
of  the  pulsations  in  the  blood  vessels  of 
the  upper  extremities  and  in  those  of  the 
lower  extremities  seems  pre-eminent. 
This  discrepancy  may  be  discovered  in 
two  ways:  first,  by  palpation  of  the 

radial,  femoral,  and  dorsalis  pedis  arter- 
ies; second,  by  recording  the  blood 
pressure  in  both  upper  and  lower  ex- 
tremities. The  volume,  force,  and  am- 
plitude of  the  pulse  are  greater  in  the 
upper  extremity,  as  in  the  blood  pressure. 
In  a normal  patient  the  reverse  of  these 
conditions  prevails.  Palpation  of  the 
collateral  circulation,  the  intercostals, 
and  mammary  arteries  may  be  of  aid  in 
making  a diagnosis.  Roentgenologic 
examination  is  of  assistance  in  that  it 
may  reveal  evidence  of  cardiac  hyper- 
trophy; but,  more  important  than  that, 
it  may  demonstrate  a notching  of  the 
rib  shadows  owing  to  the  dilated  inter- 
costal vessels.  Absence  of  pulsation  in 
the  abdominal  aorta  is  a significant 
finding.  To  reiterate:  (1)  A systolic 

murmur  is  audible  over  the  apex  or 
through  the  back.  (2)  Hypertension  is 


present.  (3)  Pulsation  is  absent  or 
diminished  in  the  abdominal  aorta  and 
in  the  femoral  and  dorsalis  pedis  arteries. 
(4)  There  is  evidence  of  an  established 
collateral  circulation.  (5)  The  roent- 
genogram gives  evidence  of  notching  of 
the  ribs. 

In  contrast  with  the  majority  of  con- 
genital cardiac  defects,  the  electrocardio- 
gram indicates  the  presence  of  left 
ventricular  preponderance. 

Prognosis 

The  prognosis  is  variable ; but  the 
majority  of  patients  who  suffer  from  the 
adult  type  of  coarctation  die  in  the 
second,  third,  or  fourth  decade  of  life. 
Reynaud  published  the  record  of  a 
patient  who  lived  to  be  ninety-two  years 
of  age  and  who  proved  to  have  coarcta- 
tion of  the  aorta.  The  more  frequent 
causes  of  death  of  these  patients  are 
enumerated  as  follows:  (1)  congestive 

heart  failure,  (2)  spontaneous  rupture  of 
the  aorta,  (3)  rupture  of  cerebral  aneu- 
rysm, (4)  endocarditis,  (5)  sudden  death 
during  cardiac  systole. 

The  following  10  cases  (Table  1) 
represent  the  hitherto  unreported  ex- 
amples of  coarctation  of  the  aorta  ob- 
served at  the  Mayo  Clinic  during  the 
fifteen  years  from  1922  to  1936.  There 
are  reports  of  6 other  cases  already  in  the 
literature,  5 of  which  were  included  in 
Blackford’s8  paper  and  1 in  Lemon’s,9 
making  a total  of  16  examples  of  this 
congenital  cardiac  defect. 

Reports  of  Cases 

Case  1. — A white  woman,  aged  69,  came  to  the 
clinic  because  of  obstruction  in  breathing  that 
had  existed  for  years.  An  enlarged  thyroid  gland 
had  been  present  for  thirty  years.  She  also  com- 
plained of  dyspnea,  precordial  distress  on  mod- 
erate exertion,  and  peripheral  edema.  Following 
an  operation  performed  under  local  anesthesia  for 
removal  of  an  adenomatous  thyroid  gland,  she 
rapidly  failed  and  died  thirty-three  hours  after 
operation. 

At  necropsy  the  heart  weighed  290  Gm.  and 
was  softer  than  normal.  There  were  diffuse 
endocardial  hemorrhages  in  the  aortic  region. 
The  root  of  the  aorta  was  definitely  dilated. 
This  dilatation  extended  to  the  isthmus  just 
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above  the  obliterated  entrance  of  the  ductus 
arteriosus  where  there  was  definite  coarctation, 
and  the  lumen  of  the  aorta  was  half  its  normal 
caliber.  Immediately  distal  to  the  region  of 
coarctation,  the  lumen  of  the  aorta  was  nearly 
normal  in  size. 

Case  2. — A white  girl  was  born  spontaneously 
at  term  and  weighed  9 pounds  71/ \ ounces 

(4.3  Kg.)  at  birth. 

A definite  infection  developed 

and  pneumonia  was  suspected  of  being  present. 
Examination  of  the  living  infant  a few  hours 
after  birth  revealed  a symmetrically  enlarged 
thyroid  gland  and  a systolic  murmur  heard  over 
the  base  of  the  heart.  Twelve  hours  after  birth 
several  cyanotic  spells  occurred.  Cyanosis  re- 
appeared and  deepened,  pulse  became  weak  and 
thready,  and  the  child  died  forty-two  hours  after 
birth. 

At  necropsy  the  heart  weighed  47  Gm.  The 
foramen  ovale  was  open  but  competent.  The 
aorta  was  normal  in  size  to  a point  immediately 
distal  to  the  origin  of  the  great  vessels  of  the 
neck.  Here  it  was  narrowed  for  a distance  of 

1.4  cm.,  and  its  circumference  was  0.8  cm.  The 
aorta  proximal  to  the  constriction  measured 

2.4  cm.  in  circumference,  and  distal  to  the  con- 
striction the  circumference  of  the  aorta  was 
1.8  cm.  The  pulmonary  artery  arose  from  the 
right  ventricle  and  gave  off  the  right  and  left 
pulmonary  arteries.  The  ductus  arteriosus  was 
widely  patent,  measured  2.2  cm.  in  circumference 
and  was  1 cm.  in  length.  The  right  ventricle 
was  hypertrophied. 

Case  3. — A white  boy  was  born  spontaneously 

at  term. 

The  child  did  not  respond  well  to  stimuli, 

cried  very  little;  and  urinary  excretion  was  low 
in  volume.  His  color  was  red  at  first;  then 
cyanosis  with  progressive  weakness  developed, 
and  death  occurred  four  days  after  birth. 

At  necropsy  the  heart  weighed  37  Gm.  The 
right  ventricle  appeared  larger  than  the  left. 
The  ductus  arteriosus  was  patent  and  measured 
6 mm.  in  diameter,  and  1.1  cm.  in  length.  The 
aorta  was  constricted  at  its  junction  with  the 
ductus  arteriosus.  Proximal  to  this  junction, 
the  aorta  measured  2 cm.  in  circumference;  it 
was  1 cm.  in  circumference  at  the  constriction, 
and  1.8  cm.  in  circumference  distal  to  the  con- 
striction. 

Case  4. — A male  fetus  was  spontaneously  de- 
livered, stillborn,  after  approximately  six  months’ 
gestation.  This  was  the  mother’s  second  preg- 
nancy; the  first  had  terminated  as  an  abortion 
after  three  months’  gestation.  A thyroidectomy 
had  been  performed  on  the  mother  four  years 
previously,  for  exophthalmic  goiter. 


At  necropsy  the  heart  weighed  20  Gm.  and 
externally  appeared  normal.  Both  the  foramen 
ovale  and  the  ductus  arteriosus  were  patent. 
The  aorta  measured  0.7  cm.  in  circumference  at 
the  point  of  constriction  distal  to  the  junction 
of  the  ductus  arteriosus.  Proximal  to  the  con- 
striction, the  aorta  measured  1.2  cm.  in  circum- 
ference; and  distal  to  it,  the  circumference  was 
1.0  cm. 

A Meckel’s  diverticulum  and  deformities  of 
the  fingers  and  toes  were  present. 

Case  5. — A white  man,  aged  76,  entered  the 
clinic  because  of  symptoms  associated  with 
urinary  retention  secondary  to  hypertrophy  of 
the  prostate  gland.  Before  treatment  could  be 
started,  he  died. 

At  necropsy,  the  heart  weighed  370  Gm.  The 
foramen  ovale  was  patent  but  competent.  The 
aorta  was  kinked  at  an  angle  of  45°  at  a point 
3 cm.  distal  to  the  junction  of  the  left  subclavian 
artery.  The  ligamentum  arteriosum  measured 

3.5  cm.  in  length  and  was  adherent  to  the  aorta 
along  its  entire  length.  On  the  posterior  surface 
of  the  descending  aorta  there  was  marked  stenosis 
at  the  angle,  and  the  lumen  was  constricted  at 
this  point.  Distal  to  this,  the  umen  of  the 
aorta  was  of  normal  size.  The  closed  aortic 
orifice  of  the  ductus  arteriosus  was  situated  at 
the  angle.  Evidence  of  collateral  circulation  was 
not  recorded. 

Case  6. — A white  boy  was  delivered  at  term 
by  cesarean  section  because  the  mother’s  pelvis 
was  contracted.  The  mother  had  received  anti- 
syphilitic treatment  during  the  pregnancy.  The 
baby  was  cyanotic  from  the  time  of  birth. 
Examination  indicated  existence  of  an  enlarged 
heart  and  a rapid  pulse  rate.  A loud  systolic 
murmur  was  heard.  Respirations  became  shal- 
low, and  death  occurred  four  days  after  birth. 

At  necropsy  the  heart  weighed  20  Gm.  The 
foramen  ovale  and  the  ductus  arteriosus  were 
patent.  There  was  coarctation  of  the  aorta 
proximal  to  the  junction  of  the  ductus  arteriosus 
and  the  aorta.  Proximal  to  the  aorta,  the  con- 
striction measured  2.1  cm.  in  circumference;  at 
the  constriction,  3 mm.  in  circumference;  and 
distal  to  the  constriction,  1.5  cm.  in  circum- 
ference. 

Case  7. — A male  child,  after  thirty-eight  weeks’ 
gestation,  was  delivered  following  craniotomy 
for  hydrocephalus  and  death  in  utero.  The 
mother  had  experienced  one  previous  inevitable 
abortion  after  three  months’  gestation.  The 
mother  had  been  receiving  thyroid  extract  as  a 
treatment  for  hypothyroidism. 

At  necropsy  the  heart  weighed  20  Gm.  Both 
the  foramen  ovale  and  the  ductus  arteriosus 
were  patent.  There  was  a constriction  of  the 
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TABLE  1. — Summary  of  Cases  Reported  in  this  Paper 


Case 

Weight 

of 

Heart, 

Gm. 

Age 

Sex 

Cyanosis 

Ductus 

Arteriosus 

Foramen 

Ovale 

Inter- 

ven- 

tricular 

Septum 

Murmurs 

Associated 

Anomalies 

Coarc- 

tation, 

Grade 

1 

290 

69  years 

F 

None 

Closed 

Closed 

Closed 

None 

None 

2 

2 

47 

42  hours 

F 

Present 

Patent 

Patent 

Closed 

Basal 

None 

3 

3 

37 

4 days 

M 

Present 

Patent 

Patent 

Closed 

systolic 

None 

None 

2 

4 

20 

0 (6  months) 

M 

None 

Patent 

Patent 

Closed 

recorded 

None 

Meckel’s  diverticu- 

2 

5 

370 

76  years 

M 

None 

Closed 

Patent 

Closed 

None 

lum,  anomalies 

toes  and  fingers 
None 

1 

6 

20 

4 days 

M 

Present 

Patent 

Patent 

Closed 

Systolic 

None 

4 

7 

20 

0 (38  weeks) 

M 

None 

Patent 

Patent 

Closed 

None 

Meckel’s  diverticu- 

3 

8 

10 

l3/ 4 hours 

F 

Present 

Patent 

Patent 

Open ; 

None 

lum,  internal  hy- 
drocephalus 
None 

2 

9 

625 

50  years 

M 

Terminal 

Closed 

Closed 

2 mm. 
Closed 

None 

Bicuspid  aortic 

2 

10 

360 

44  years 

M 

None 

Closed 

Closed 

Closed 

None 

Bicuspid  aortic 

2 

arch  of  the  aorta  at  its  junction  with  the  ductus 
arteriosus.  Proximal  to  this  junction,  the  aorta 
measured  1.8  cm.  inTircu  inference;  at  the  point 
of  constriction,  0.6  cm.;  and  distal  to  the  co- 
arctation, 1.8  cm.  in  circumference. 

There  were  multiple  anomalies : internal 

hydrocephalus,  nonlobulated  lungs,  and  Meckel’s 
diverticulum. 

Case  8. — A white  girl  was  born  spontaneously 
after  five  and  a half  months’  gestation  and  was 
cyanotic  at  birth.  She  lived  only  one  hour  and 
forty-five  minutes. 

At  necropsy  the  heart  weighed  10  Gm.  The 
foramen  ovale  and  ductus  arteriosus  were  patent. 
There  was  also  an  opening  2 mm.  in  diameter,  in 
the  membranous  portion  of  the  interventricular 
septum.  At  the  point  of  junction  of  the  ductus 
arteriosus  with  the  aorta,  there  was  contraction 
of  the  aorta.  Proximal  to  this,  the  aorta  meas- 
ured 1.5  cm.  in  circumference;  at  the  point  of 
constriction,  0.6  cm.  in  circumference;  and  distal 
to  the  constriction,  1.5  cm.  in  circumference. 

Case  9. — A white  man,  aged  50,  entered  the 
clinic  because  of  symptoms  of  hypertension  and 
congestive  heart  failure.  Treatment  was  of  no 
avail,  and  he  died  seven  days  after  admission. 
Physical  examination  revealed  the  presence  of 
hypertension  and  congestive  heart  failure,  but 
did  not  contribute  any  clue  to  the  pathologic 
diagnosis. 

At  necropsy  the  heart  weighed  625  Gm. 
Aortic  stenosis,  grade  3 on  a basis  of  1 to  4,  was 
present.  There  was  a bicuspid  congenital  aortic 
cusp  with  no  evidence  of  a previous  inflamma- 
tory process.  At  the  junction  of  the  ductus 
arteriosus  with  the  aorta,  the  lumen  of  the  aorta 
was  constricted.  Proximal  to  the  constriction, 
the  aorta  measured  6.5  cm.  in  circumference; 
at  the  point  of  constriction,  3.5  cm.  in  circum- 
ference; and  distal  to  it,  6 cm.  in  circumference. 

Case  10. — A white  man,  aged  44,  entered  the 
clinic  because  of  numbness  and  tingling  of  his 


hands.  Symptoms  or  signs  referable  to  the 
cardiovascular  system  were  not  present.  The 
patient  died  suddenly  fourteen  days  after  ad- 
mission. 

At  necropsy  the  heart  weighed  360  Gm.  At 
the  junction  of  the  ligamentum  arteriosum  with 
the  aorta,  there  was  a constriction.  The  circum- 
ference of  the  aorta  proximal  to  the  constriction 
measured  8 cm.;  at  the  point  of  constriction, 
4.5  cm.;  and  distal  to  the  constriction,  6 cm. 
A bicuspid  aortic  valve  was  present. 

Summary 

Six  of  the  10  cases  reported  in  this 
paper  were  of  the  infantile  type;  there- 
fore, the  clinical  records  revealed  noth- 
ing significant  to  the  diagnosis  of  the 
anomaly.  In  4 of  the  10  cases,  there 
was  no  clinical  manifestation  of  coarc- 
tation. 

In  addition  to  the  coarctation,  there 
were  2 instances  in  which  the  bicuspid 
aortic  valves  gave  no  evidence  of  endo- 
carditis. It  is  interesting  to  note  that 
the  ratio  of  males  to  females  is  7:3. 
This  is  in  agreement  with  conclusions 
drawn  from  other  larger  series  reported. 
The  ductus  arteriosus  was  patent  in  6 
and  closed  in  4 of  the  10  cases.  In  2 
instances  systolic  murmurs  were  audible, 
both  of  which  could  be  adequately  ex- 
plained on  the  basis  of  the  existence  of  a 
patent  ductus  arteriosus.  In  2 cases, 
anomalies  were  found  in  other  parts  of 
the  body — webbed  fingers  and  toes, 
Meckel’s  diverticulum,  and  internal  hy- 
drocephalus. The  mother  of  one  of  the 
infants  had  been  receiving  antisyphilitic 
treatment  during  pregnancy. 
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THE  MENACE  OF  CHRONIC  DISEASE 
An  educational  campaign  to  focus  the  atten- 
tion of  medical  and  public  health  authorities  on 
the  need  for  a large-scale  program  for  combating 
chronic  diseases  is  announced  by  the  Welfare 
Council  of  New  York  City. 

Dr.  Ernest  P.  Boas,  chairman  of  the  Welfare 
Council’s  committee  on  chronic  illness,  outlined  a 
policy  for  the  care  of  the  chronic  sick,  which,  he 
said,  is  primarily  a responsibility  of  the  local 
government,  city  or  county,  with  the  assistance 
of  the  state,  if  necessary. 

The  Welfare  Council  quoted  a statement  of 
Dr.  S.  S.  Goldwater,  Commissioner  of  Hospitals, 
that  “chronic  diseases  are  growing  at  a rate  which 
suggests  that  America  may  some  day  become  es- 
sentially a nation  of  invalids.  ” Dr.  Boas  pointed 
out  that  “wThile  seventy  years  ago  chronic  dis- 
eases caused  only  one-fifteenth  of  all  deaths,  to- 
day they  cause  as  many  as  one-half.” 

As  part  of  its  campaign  the  Welfare  Council 
has  placed  on  exhibition  a model  of  “A  Chronic 
Disease  Hospital  and  Health  Center  of  Tomor- 
row,” graphically  illustrating  how  a community 
must  plan  the  control  of  chronic  diseases  for  the 
young,  the  middle  aged,  and  the  aged.  The 
exhibit  will  be  shown  throughout  the  city  in 
health  centers,  settlements,  and  borough  cham- 
bers of  commerce. 

“Whereas  an  acute  infectious  disease  quickly 
results  in  recovery  or  death,”  Dr.  Boas  said, 


“death  from  a chronic  disease  is  preceded  by 
years  of  suffering,  so  that  the  social  significance 
of  these  chronic  diseases  cannot  be  measured  by 
mortality  tables  alone. 

“Although  the  pestilences  have  been  brought 
under  control,  the  great  volume  of  chronic  dis- 
eases form  a plague  of  as  great  proportion  as  any 
to  which  mankind  has  been  subject.  It  is  a 
hidden  and  insidious  plague,  lacking  the  dramatic 
and  fearsome  qualities  of  a major  epidemic.  It 
is  this  that  makes  it  all  the  more  deadly,  for  its 
wide  range  is  hardly  recognized.  Society  has 
not  yet  learned  of  the  toll  that  chronic  disease 
takes  in  illness,  death,  and  as  a cause  of  destitu- 
tion, and  of  disruption  of  family  life. 

“Chronic  diseases  are  ever-present  and  in- 
escapable. They  occur  at  all  ages.  If  we  are 
spared  them  in  our  youth  they  will  almost  inevi- 
tably overtake  us  in  our  older  years.  They  are  a 
dry-rot  constantly  weakening  and  destroying 
the  social  organism. 

“Chronic  diseases  are  for  the  most  part  ob- 
scure in  origin.  Among  these  the  most  important 
are  diseases  of  the  heart,  arteries,  kidneys  and 
liver,  organic  affection  of  the  nervous  system, 
mental  disorders,  cancer,  nontuberculous  dis- 
eases of  the  lungs  such  as  asthma,  the  various 
forms  of  rheumatism,  diabetes  mellitus,  and  other 
disturbances  of  the  glands  of  internal  secretion  or 
of  metabolism.” 


A NEW  PICTURE  IN  TUBERCULOSIS  INFECTION 


A more  widespread  emphasis  on  the  prevention 
of  tuberculosis  infection  and  on  early  diagnosis, 
particularly  by  tuberculin  test  and  x-ray  ex- 
aminations, is  needed  today  because  of  the  de- 
creasing incidence  of  the  disease  among  infants 
and  young  children,  an  editorial  points  out  in 
the  J.A.M.A. 

As  the  result  of  the  campaign  against  tuber- 
culosis in  man  and  in  animals,  the  editorial  says, 
a generation  of  children  and  young  adults  are 
developing  who  have  escaped  primary  infec- 
tion. 

It  has  been  the  prevailing  idea  that  almost  all 
human  beings  in  the  past  were  infected  with 
tuberculosis  in  infancy  or  early  childhood,  that 
this  primary  infection  in  the  great  majority  of 


cases  became  localized,  encapsulated,  inacti- 
vated, or  cured,  and  that  a reinfection  or  a super- 
infection took  place  in  a certain  number  of 
people. 

“In  the  last  fifteen  years  tuberculin  testing 
of  large  groups  of  young  adults  in  the  United 
States  has  been  carried  out,”  the  Journal  says. 
“According  to  the  seventh  annual  report  of  the 
Tuberculosis  Committee  of  the  American  Student 
Health  Association  for  the  academic  year,  1936- 
1937,  positive  reactors  among  32,281  students 
amounted  to  only  30.5  per  cent. 

“Thus  the  infant  of  today  has  a much  better 
chance  of  growing  to  adult  life  without  contami- 
nation with  tubercle  bacilli  than  infants  of 
former  generations.” 


THE  VALUE  AND  USE  OF  URINARY  ANTISEPTICS 


Frederick  J.  Parmenter,  M.D.,  F.A.C.S,  Buffalo,  New  York 


As  these  drugs  are  used  by  all  prac- 
^ titioners  of  medicine  and  because 
there  has  been  so  much  renewed  interest 
in  them  since  the  discovery  of  mandelic 
acid  and  sulfanilamide,  it  was  thought 
that  a general  consideration  of  the  sub- 
ject might  be  of  interest  to  this  gathering. 

First,  it  is  well  to  bear  in  mind  the 
limitations,  and  just  what  one  may 
expect  to  accomplish  with  these  sub- 
stances. 

To  date,  no  universal  antiseptic  has 
been  discovered  that  will  disinfect  the 
urine,  regardless  of  the  type  of  invading 
organism.  To  complicate  the  picture 
further,  certain  strains  of  given  bac- 
teria may  be  very  susceptible  to  a given 
antiseptic,  while  other  strains  are  not. 

If  the  infection  is  in  one  or  both 
kidneys,  another  most  important  factor 
is  the  degree  of  renal  function  still  present 
in  the  diseased  kidney;  as  it  is  obvious 
that  one  that  is  functionless  cannot  se- 
crete the  antiseptic,  which  will  be  elimi- 
nated entirely  by  the  sound  side  where 
it  is  not  needed.  In  such  a case  the  only 
possible  effect  the  antiseptic  can  have  is 
to  help  check  the  infection  in  the  urethra, 
bladder,  and,  in  the  male,  in  the  prostate 
and  vesicles.  Naturally  these  structures 
are  constantly  reinfected  as  long  as  the 
diseased  kidney  remains. 

A determination  of  renal  function  is 
therefore  necessary  if  antiseptics  are  to 
be  used  to  the  greatest  advantage  in 
kidney  infections. 

Should  the  infection  be  bilateral  and 
the  function  of  both  kidneys  poor,  the 
drug  will  be  retained  in  the  blood  stream, 
with  the  likelihood  of  poisoning.  If 
acidifiers  are  also  administered,  acidosis 
will  occur,  thus  further  damaging  the 
patient.  Indeed  the  combination  of  the 
two  may  create  a condition  more  serious 
than  the  one  for  which  the  therapy  was 
instituted. 


From  the  foregoing  it  is  readily  ap- 
preciated that  the  better  the  renal  func- 
tion, the  more  effective  will  be  the  action 
of  the  antiseptic. 

When  the  infection  originates  in  the 
bladder,  urethra,  prostate,  or  vesicles 
and  the  kidney  function  is  unimpaired, 
and  there  is  also  free  urinary  drainage, 
antiseptics  will  be  of  great  value.  The 
importance  of  good  urinary  drainage  can- 
not be  overemphasized,  and  this  applies 
to  renal  infections  as  well. 

Walther’s  recent  paper  on  urinary  anti- 
septics will  be  freely  quoted.  The  drugs 
studied  will  be  enumerated,  indicating 
the  particular  bacteria  that  are  most  af- 
fected, the  reaction  of  the  urine  necessary, 
the  dosage,  and  whether  it  is  necessary  to 
restrict  fluids  or  not.  Usually  where 
fluids  are  not  restricted  the  antiseptic  is 
so  diluted  that  its  effect  is  largely  nulli- 
fied, and  as  fluids  should  never  be  re- 
stricted in  acutely  ill  patients,  antiseptics 
will  find  their  largest  field  of  usefulness 
in  subacute  and  chronic  infections  with 
but  few  exceptions,  to  be  mentioned  later. 

From  the  list  of  Walther’s,  it  is  ap- 
parent that  to  know  the  organism  and  its 
particular  strain  is  of  great  value  in  select- 
ing the  particular  drug  to  use.  If  this 
cannot  be  done,  the  trial  and  error  method 
of  the  past  will  have  to  be  followed,  in 
which  case,  Walther’s  rule,  “If  after  a 
week’s  time  the  infection  does  not  re- 
spond to  the  antiseptic  being  used  it 
should  be  discontinued  and  another 
tried,”  is  an  excellent  one. 

The  following  antiseptics  are  thought 
to  be  effective  in  all  types  of  infections. 
Let  us  discuss  them  in  the  order  named. 

1.  Time-honored  methenamine.  Hin- 
man  is  of  the  opinion  that  the  drug  is  non- 
irritating  in  large  doses,  and  must  be  so 
given.  The  urine,  in  addition,  must  be 
made  highly  acid  by  acidifiers  and  the 
fluid  intake  sharply  restricted.  Finally, 
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TABLE  1. — Selectivity  of  Antiseptics  and  Their  Use 


Drug 

Organism 

Fluid 

Reaction  of  Urine 

Dose 

Oil  of  sandalwood 

Staphylococcus 

Gonococcus 

Any 

Unlimited 

Any 

0.60 

Methenamine 

Limited 

Acid  pH  5 or  lower 

2.00 

Methylene-blue 

Staphylococcus 
Tubercle  Bacillus 

Limited 

Acid 

0.2 

Neutral  acriflavin 
Pyridium-mallophene- 

Any 

Limited 

Alkaline 

0.03 

0.09  0.1 

serenium-niazo-ambazin 

Any 

Unlimited 

Any 

0.1  0.1  0.2 

Hexylresorcinol 

(caprokol) 

Staphylococcus 

Pyocyaneus 

Limited 

Any 

0.015 

N eoarsphenamine 
Mandelic  acid 

Staphylococcus 
Escherichia  coli 

Unlimited 

Any 

0.03 

3.0 

(Helmholtz) 

Sulfanilamide 

Aerobacter  aerogenes 
Staphylococcus  aureus 
Streptococcus  faecalis 
or  enterococcus 
Streptococcus  hemolyticus 
Escherichia  coli 

Limited 

Acid  pH  5.2  or  lower 

Helmholtz 
Infancy  0.3-0.65 

Aerobacter  aerogenes 
Proteus  group 
Staphylococcus  aureus 
Pseudonomas  group 
Gonococcus 

Unlimited 

Alkaline  pH  7.5 

2-4  years  0.65-1 
8-12  years  1.3-2 

Adults  (Cook 
Butchel) 

1st  day  2. 

2nd  day  2.60 
3rd  day  4 . 

4th  day  2.60 

Hinman  feels  that  methenamine  is  more 
useful  in  preventing  infection  than  in 
curing  one  after  it  has  developed. 

The  writer  cannot  agree  with  Hinman’s 
claim  that  methenamine  is  nonirritating, 
as  he  has  seen  marked  irritation  with,  at 
times,  hematuria  following  its  administra- 
tion. 

2.  Neutral  acriflavin  is  practically  al- 
ways given  in  enteric  coated  tablets  be- 
cause of  its  irritating  effects  upon  the 
stomach.  Whether  these  tablets  are  ab- 
sorbed regularly  because  of  the  coating  on 
them  is  a question,  although  in  the  last 
month  or  so  at  least  one  drug  firm  has 
stated  that  a new  process  in  manufacture 
has  overcome  this  difficulty.  This  drug 
is  effective  regardless  of  diet  or  the 
amount  of  fluid  ingested.  The  urine 
should  be  alkaline. 

3.  The  azo  dye  group,  particularly 
pyridium,  is  believed  to  have  the  ad- 
vantage of  penetrating  the  infected  tissues 
and  thus  making  the  antiseptic  action 
more  than  a surface  one.  No  diet  or 
fluid  restrictions  are  necessary  and  these 
dyes  are  effective  in  an  acid  or  alkaline 
urine.  Walther  feels  they  are  about  50 
per  cent  effective,  particularly  pyridium. 

Commenting  on  the  individual  mem- 
bers of  this  group,  observers  have  found: 
(1)  pyridium  shows  the  best  results  in 
renal  and  prostatic  infections;  (2)  sere- 
nium  in  gonorrhea,  salpingitis,  cystitis, 


and  pyelitis ; (3)  niazo  in  bladder  spasm 

and  acute  posterior  urethritis;  and  (4) 
mallophene  and  ambazin  do  not  upset 
the  stomach.  The  latter  does  not  stain 
clothing  or  bedding. 

The  remaining  antiseptics  in  Walther’s 
list  are  definitely  selective,  and  indifferent 
results  usually  follow  if  the  organism  is 
unknown.  Fortunately,  mandelic  acid 
and  sulfanilamide  unfavorably  affect  quite 
a number  of  organisms  commonly  present 
in  urinary  infections. 

Two  infections  that  have  been  the 
bete  noire  of  urologists  for  years  are  B. 
proteus  and  enterococcus  (Streptococcus 
faecalis) . However,  B . proteus  is  affected 
by  sulfanilamide,  and  enterococcus  by 
mandelic  acid. 

Another  type  of  infection  that  has  • 
failed  to  respond  to  any  form  of  therapy 
in  the  writer’s  hands  is  that  due  to  the 
presence  of  urea-splitting  organisms  in 
cases  of  renal  calculi.  Here  again  the 
question  of  renal  function  comes  in.  As 
the  function  is  usually  low,  no  antiseptic 
can  be  effectively  secreted  by  the  affected 
kidney.  Ritter,  in  the  American  Journal 
of  Surgery , of  March,  1938,  has  found  the 
same  thing  true  as  long  as  the  kidney  har- 
bors the  stone. 

Another  renal  infection  that  is  quite 
rare,  is  amicrobic  pyuria,  usually  mis- 
taken for  tuberculosis.  This  condition 
was  first  described  by  Faltin  in  Scandi- 
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navia  in  1909,  and  referred  to  by  Hans 
Wildbolz  in  1933.  Solderlund  and  Ruen- 
berg  describe  two  types: 

1 . Secondary  amicrobic  pyuria,  repre- 
senting a terminal  stage  of  urinary  in- 
fection due  to  B.  Coli,  staphylococcus, 
streptococcus,  or  gonococcus.  This  is 
not  rare  and  is  easily  diagnosed  from  the 
history  of  a previous  infection,  usually 
associated  with  chills,  fever,  and  bacteria 
in  the  urine.  Solderlund  and  Ruenberg 
have  successfully  cured  the  remaining 
pyuria  by  lavaging  the  structure  involved 
a few  times  with  the  usual  antiseptics. 

2.  Primary  amicrobic  pyuria,  in  which 
the  cause  is  not  clear.  The  patient  is 
nearly  always  a young  male  who  sud- 
denly develops  urgency,  dysuria,  pyuria, 
and  in  the  writer’s  experience,  hematuria. 
The  urine  contains  sterile  pus  on  smear 
and  culture.  Seen  through  the  cystoscope 
the  bladder  mucosa  is  covered  with  muco-* 
pus,  is  injected,  and  has  areas  of  petechial 
hemorrhage.  The  urine  from  both  kid- 
neys contains  pus,  as  both  are  nearly 
always  involved.  The  function  is  little 
reduced.  Fever  and  other  constitutional 
symptoms  are  conspicuous  by  their  ab- 
sence. The  prostate  and  vesicles  may  be 
mildly  involved.  Epididymitis  does  not 
occur.  The  Wassermann,  tuberculin  test, 
and  guinea  pig  are  all  negative.  Wildbolz 
states  that  a few  injections  of  0.015  Gm.  of 
neosalvarsan  have  promptly  effected  a 
cure.  It  is  well  to  remember  this  infec- 
tion, as  nearly  all  of  us  regard  a sterile 
pyuria  as  tubercular  until  proved  to  the 
contrary.  One  point  may  help,  which  is 
that  tuberculosis  rarely  has  a sudden 
onset. 

Where  the  organism  and  its  strain  have 
been  identified,  the  following  antiseptics 
are  indicated  at  the  present  state  of  our 
knowledge : 

Mandelic  acid,  assisted  by  acidifiers 
and  restricted  fluids  in  the  B.  Coli  group 
except  B.  proteus . Enterococcus  (Strepto- 
coccus faecalis). 

Sulfanilamide,  without  restricted  fluids 
or  diet  and  in  a urine  which  has  been 
rendered  alkaline  in  B.  hemolytic  strepto- 
coccus ( not  Streptococcus  viridans),  B. 
proteus,  and  gonococcus. 


TABLE  2 


I.  Streptococcus  group: 

A.  Streptococcus  B.  Enterococcus 

1.  Hemolyticus — Beta— hemolysis 

2.  Viridans — Alpha-hemolysis 

3.  Nonhemolyticus — Gamma-hemolysis 
Enterococci  are  relatively  more  resistant 

toward  heat  and  chemicals  than  the  other 
streptococci. 

II.  Staphylococcus  group: 

A.  Hemolyticus  B.  Nonhemolyticus 

1.  Aureus  Usually  Occasionally 

pathogenic  pathogenic 

2.  Albus  Occasionally  Usually 

. pathogenic  nonpathogenic 

This  group  as  a whole  is  at  times  difficult  to 
differentiate  as  to  the  degree  of  pathogenicity. 
More  reliable  tests  are  being  introduced  at 
present. 

III.  Escherichia.  B.  Coli,  heterogenous  group. 

IV.  Aerogenes  group:  This  group  closely  resembles 

the  Friedlander  bacillus. 

V.  Eberthella  and  Salmonella  group:  Members  of 

these  groups  may  be  found  in  the  urine  in  typhoid 
and  paratyphoid  infections,  respectively. 

VI.  Shigella  group:  Flexner  dysentery  bacillus  and 

the  closely  related  bacterium  alkalescens  may  be 
found  in  urinary  tract  infections. 

VII.  Proteus  group:  A motile  gram-negative  bacillus. 

VIII.  Pseudomonas:  B.  pyocyaneus,  a motile,  pigment- 
producing  bacillus. 


Neosalvarsan,  0.03  Gm.,  without  re- 
stricted fluids  or  diet  in  staphylococcus 
infections. 

From  this  brief  outline,  it  is  apparent 
that  there  is  much  more  to  learn  about 
urinary  antiseptics.  Undoubtedly  the 
near  future  will  see  many  more  new  ones. 
Whether  the  universal  nontoxic  antiseptic 
will  be  among  them  only  time  and  ex- 
perience can  determine. 

Autogenous  vaccines  though  not  anti- 
septics have  a definite  use  in  properly 
selected  cases.  The  writer  has  had  a long 
and  generally  favorable  experience  with 
these  substances. 

Bacteriophage  has  not  been  used  suffi- 
ciently to  venture  an  opinion. 

Summary 

1.  To  rationally  treat  infection  in  the 
urinary  tract,  a proper  diagnosis  is 
necessary,  which  can  in  the  majority  of 
instances  only  be  arrived  at  by  a complete 
urologic  study.  Not  to  take  advantage 
of  this  is  often  to  waste  time  carrying  out 
useless  treatment. 

2.  Free  drainage  of  the  affected  part 
is  more  important  than  antiseptics. 
The  writer  wishes  to  call  attention  to  the 
ureteral  catheter  as  a useful  adjunct  for 
this  purpose. 

3.  Urinary  antiseptics  can  only  be 
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effective  when  the  affected  kidney  still 
possesses  good  function.  If  both  organs 
are  infected  and  function  poor,  serious 
results  may  occur  from  retained  anti- 
septics and  acidifying  drugs  in  the  blood 
stream. 

4.  Urinary  antiseptics  that  call  for 
restricted  fluids  to  enhance  their  action 
are  contraindicated  in  acute  infections. 
Others  may  be  used.  However,  if  fluids 
are  pushed,  as  they  should  be,  the  anti- 
septic, except  sulfanilamide,  may  be  so 


diluted  that  the  effectiveness  is  for  the 
most  part  lost. 

5.  The  universally  effective  antiseptic 
remains  to  be  discovered. 

6.  It  must  not  be  inferred  from  these 
remarks  that  antiseptics  are  of  little 
value.  Quite  the  contrary,  if  a correct 
diagnosis  has  been  made,  free  urinary 
drainage  established,  and  the  antiseptic 
employed  selected  intelligently,  much  good 
will  result. 

40  North  Street 


‘‘ACIDOSIS”  ADVERTISING  MEETS  AN  ACID  TEST 


The  “acid  test”  has  been  applied  to  the  wild, 
if  picturesque,  advertising  claims  that  almost  all 
human  ills  are  due  to  acidosis,  and  the  claims  got 
the  worst  of  it,  and  are  to  appear  in  print  no 
more.  According  to  the  J.A.M.A.,  the  Federal 
Trade  Commission,  on  August  6,  entered  into  a 
“cease  and  desist”  stipulation  with  the  makers  of 
“Alka-Seltzer,”  by  which  they  are  to  stop  mak- 
ing misleading  representations. 

“Now  the  respondent  company  agrees  ‘to 
cease  the  use  of  advertising  matter  implying  that 
colds,  neuralgia,  distress  after  meals,  and  “com- 
mon everyday  ailments”  result  from  excess  acidity 
of  the  blood,  an  acid  condition  of  the  blood,  or 
deficient  alkaline  reserve  of  the  blood,  and  that 
alkalinizing  effect  of  “Alka-Seltzer,”  by  correct- 
ing such  acid  condition  or  restoring  the  alkaline 
reserve,  will  be  a proper  treatment  for  the  ail- 
ments mentioned.’ 

“The  respondent  further  agreed  ‘to  discon- 
tinue representations  implying  that  headaches, 
upset  stomach,  and  aches  and  pains  result  from, 
or  are  associated  with,  excess  acidity  of  the  blood, 
an  acid  condition  of  the  blood,  or  a deficiency  in 
the  alkaline  reserve  of  the  blood,  except  when  the 
ailments  mentioned  may  be  shown  by  competent 
scientific  evidence  to  be  directly  associated  with 
such  conditions  of  the  blood,  and  subject  to  this 


exception,  to  cease  making  representations  im- 
plying that  the  taking  of  “Alka-Seltzer,”  by 
correcting  the  acid  condition  of  the  blood  or  re- 
storing its  alkaline  reserve,  will  be  a proper  treat- 
ment for  such  ailments.’ 

“The  respondent  also  stipulated  ‘that  it 
would  cease  representing  that  other  therapeutic 
effects  of  “Alka-Seltzer”  exceed  the  recognized 
benefits  to  be  derived  from  neutralization  of 
hyperacidity  of  the  gastric  contents  or  the 
analgesic  and  other  effects  of  sodium  acetyl- 
salicylate,  together  with  action  of  buffer  salts.’ 
“According  to  an  examination  of  the  product  in 
1932,  persons  who  follow  the  directions  to  dis- 
solve 2 tablets  of  Alka-Seltzer  in  a glass  of  water 
get  nearly  9 gr.  of  aspirin  and  nearly  1 gr.  of  sali- 
cylic acid  with  their  mixture  of  citric  acid  and 
baking  soda.  Those  who  do  as  suggested  and 
take  sixteen  such  tablets  a day  get  over  70  gr. 
of  aspirin  and  6 gr.  of  salicylic  acid  in  twenty- 
four  hours.  Whether  or  not  the  formula  has 
been  changed  since  that  time  is  not  known. 

“It  will  be  interesting  to  see  what  the  Miles 
Laboratories,  Inc.,  find  to  talk  about  now  that 
the  government  has  told  them  what  they  cannot 
say.  Perhaps  they  will  decide  to  tell  the  people 
that  what  they  are  offering  is  essentially  an  effer- 
vescent tablet  of  aspirin.” 


CATARACTS  DUE  FOR  A FALL 

Within  the  next  few  years  all  cataracts  may  be 
prevented,  Dr.  Arthur  M.  Yudkin  told  ophthal- 
mologists meeting  at  Strong  Memorial  Hospital 
in  Rochester  recently. 

The  secret  of  the  cause  of  one  of  the  oldest  and 
most  tragic  eye  disorders  known  to  medical 
science  is  slowly  but  surely  revealing  itself,  the 
head  of  the  Yale  University  Clinic  told  fellow 
specialists. 

Today  modern  physiologic  chemistry  has  dis- 
covered that  galactose  and  related  substances, 


combined  with  vitamin  deficiency,  produce 
cataracts. 

Cataracts  have  blighted  the  lives  of  man  and 
beast  throughout  the  ages,  and  have  never  re- 
sponded to  medical  treatment  up  to  now,  Dr. 
Yudkin  said. 

“If  we  can  be  sure  of  the  cause  of  a disease, 
the  chances  of  preventing  its  occurrence  rise  im- 
measurably,” Dr.  Yudkin  reminded  his  listeners, 
attending  a summer  graduate  course  in  ophthal- 
mology sponsored  by  University  of  Rochester. 


THE  BULGARIAN  BELLADONNA  TREATMENT  OF 
CHRONIC  ENCEPHALITIS 

Preliminary  Report 

Josephine  B.  Neal,  M.D.,  New  York  City 

{Executive  Secretary,  The  William  J.  Matheson  Commission  for  Encephalitis  Research,  New  York  City) 


The  purpose  of  this  short  report  is  to 
give  a summary  of  the  experiences  of 
the  Matheson  Commission  for  Encephali- 
tis Research  over  a period  of  thirteen 
months  in  treating  cases  of  chronic 
encephalitis  with  preparations  of  Bul- 
garian belladonna  root.  This  method  of 
treating  chronic  encephalitis  was  begun 
on  a small  scale  in  Bulgaria  about  seven 
or  eight  years  ago,  largely  through  the 
efforts  of  Ivan  Raeff.  In  1934,  Her  Maj- 
esty Queen  Elena  of  Italy  established 
clinics  throughout  Italy  under  the  direc- 
tion of  Panegrossi.  This  form  of  medi- 
cation was  shortly  thereafter  adopted  in 
clinics  and  hospitals  in  various  European 
countries.  During  the  past  two  years, 
considerable  work  has  been  done  in  Eng- 
land, the  investigation  in  that  country 
started  by  Neuwahl.  Up  to  the  present 
time,  there  has  been  no  publication  deal- 
ing with  this  subject  in  the  United  States, 
but  an  excellent  article  by  Fabing  is  to 
be  published  by  the  Ohio  State  Medical 
Journal. 

We  have  used  in  our  study  a white 
wine  extract  of  the  root  of  Bulgarian 
belladonna  and  also  tablets  prepared 
from  this  extract,  both  of  these  furnished 
by  Lederle  Laboratories.  Different  lots 
of  the  extract  average  about  2.3  decimilli- 
grams  of  total  alkaloids  per  cc.,  the  tab- 
lets 3.1  to  3.5.  We  have  also  used  tablets 
imported  from  Bulgaria  by  Dr.  Ivan 
Robev,  called  “Bellabulgara,”  with  an 
alkaloidal  content  of  4 decimilligrams. 
These  tablets  were  standardized  by  Dr. 
Robev. 

We  have  treated  a total  of  75  patients, 
all  of  them  chronic  cases  of  many  years’ 
standing.  With  two  or  three  exceptions, 
these  patients  were  all  definitely  suffer- 
ing from  chronic  encephalitis,  and  in 


most  instances  they  had  been  in  that 
stage  for  ten  years  or  more.  In  the  two 
or  three  exceptions  noted  above,  there 
was  in  one  instance  a question  as  to 
whether  or  not  the  Parkinsonism  was  on 
an  arteriosclerotic  or  encephalitic  basis. 
In  two,  there  was  an  outstanding  psycho- 
genic factor. 

Most  of  these  patients  had  previously 
tried  other  forms  of  symptomatic  treat- 
ment, such  as  hyoscine,  stramonium, 
atropine,  or  benzedrine,  or  a combination 
of  these.  A little  difficulty  was  sometimes 
encountered  in  transferring  a patient 
from  large  doses  of  hyoscine  or  atropine 
to  a proper  dose  of  the  Bulgarian  prepara- 
tion. Our  patients  continued  to  live  in 
the  same  environment  and  under  the 
same  conditions  as  they  previously  had. 
They  took  no  other  drugs.  No  special 
diet  was  advised.  It  was  recommended 
that  they  abstain  from  alcoholic  bever- 
ages which,  as  a matter  of  fact,  most 
patients  with  encephalitis  tolerate  badly, 
regardless  of  the  treatment  they  are  tak- 
ing. 

The  patients  varied  very  widely  in  the 
dosage  that  was  necessary  to  bring  about 
improvement.  We  usually  started  a 
patient  on  a dose  of  2 cc.  of  the  decoction, 
or  1 tablet,  taken  just  before  retiring. 
This  dosage  was  increased  daily  by  1 cc. 
of  the  decoction,  or  by  1 tablet,  until 
there  was  rather  marked  dryness  of  the 
mouth  or  blurring  of  vision.  We  tried 
to  avoid  increasing  the  dose  to  the  point 
where  there  was  dizziness,  headache, 
diarrhea,  or  difficulty  in  urination.  Dif- 
ficulty in  urination  did  present  itself  as 
a problem  in  two  or  three  elderly  men  with 
enlarged  prostates.  It  was  impossible 
to  say  how  much  of  this  was  due  to  the 
medication  and  how  much  to  the  natural 
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progression  of  the  prostatitis.  None  of  our 
patients  showed  mental  confusion. 

The  optimum  dose  varied  between  a 
minimum  of  4 to  8 cc.  of  the  decoction 
(or  the  equivalent  of  the  alkaloidal  con- 
tent in  tablet  form)  and  a maximum  of 
30  to  50  cc.  of  the  decoction.  Some 
patients  prefer  taking  the  entire  dose 
just  before  retiring;  others  prefer  to  take 
the  total  dosage  divided  into  two,  three, 
or  four  doses.  Until  the  optimum  dose  is 
established,  it  is  most  important  that 
these  patients  be  under  close  medical 
supervision  and  under  frequent  medical 
observation  thereafter. 

In  general,  the  decoction  and  the  tablets 
were  equally  effective.  The  following 
table  shows  a summary  of  the  results: 


TABLE  1. — Summary  of  Results  with  Bulgarian 
Treatment 


Previous 

Slightly 

Moderately 

Greatly 

Condition 

No. 

Improved 

Improved 

Improved 

% 

% 

% 

Moderately 

severe 

22 

5 6.67 

9 

12.00 

8 

10.67 

Very  severe 

53 

12  16.00 

27 

36.00 

14 

18.66 

Total 

75 

17  22.67 

36 

48.00 

22 

29.33 

The  length  of  this  article  does  not  per- 
mit a detailed  discussion  of  the  improve- 
ment in  individual  patients.  Practically 
all  of  the  patients  showed  subjective  im- 
provement. They  felt  stronger.  There 
was  less  drowsiness  during  the  daytime. 
They  rested  better  at  night.  There  was 
less  feeling  of  tension.  They  were  more 
cheerful  and  less  given  to  fits  of  depres- 
sion. 

Objectively,  there  was  to  a greater  or 
less  extent  relaxation  of  the  muscle  ri- 
gidity. This  was  shown  in  an  improved 
facial  expression,  greater  ease  in  rising 


from  a sitting  position,  a more  normal 
gait,  and  improvement  in  speech.  In 
practically  all  cases  salivation  was  en- 
tirely relieved.  The  profuse  perspiration 
from  which  a few  patients  suffered  also 
was  markedly  diminished.  While  as  a 
rule  tremor  was  not  so  much  improved 
as  was  the  rigidity,  nevertheless  2 pa- 
tients with  marked  coarse  generalized 
tremors  that  had  persisted  for  years  be- 
came practically  free  from  tremor  except 
during  periods  of  excitement.  The  effect 
on  oculogyric  crises  was  not  so  marked. 
While  the  crises  usually  became  less  fre- 
quent, less  severe,  and  shorter  in  dura- 
tion, in  no  instance  in  this  group  have 
they  been  completely  abolished.  One 
case  of  narcolepsy  following  encephalitis, 
of  many  years’  duration,  has  been  mark- 
edly improved  in  a short  time,  although 
the  results  with  ephedrine  and  benzedrine 
were  highly  unsatisfactory. 

Conclusion 

After  an  intensive  study  during  the 
past  ten  years  of  many  cases  of  chronic 
encephalitis  treated  by  various  sympto- 
matic measures,  I have  no  hesitation  in 
stating  that  the  Bulgarian  treatment 
(decoction  or  tablets)  is  by  far  the  most 
effective  method  of  therapy. 


I wish  to  thank  the  Lederle  Labora- 
tories for  furnishing  us  with  the  white 
wine  extract  of  the  Bulgarian  root  and 
also  tablets  prepared  from  this  extract. 
I also  wish  to  thank  Dr.  Ivan  Robev  for 
supplying  us  with  a large  number  of 
tablets  “Bellabulgara.” 


DIABETICS  MOBILIZE 

From  California  comes  news  of  the  formation 
of  the  “Diabetic  Society  of  America.”  Dedicated 
to  the  proposition  that  “it  is  vital  to  be  under 
medical  treatment  at  all  times,”  the  new  organi- 
zation is  already  planning  a comprehensive  pro- 
gram. Among  other  things,  according  to 
Secretary  Henry  Adams,  of  San  Francisco,  it 
will:  purchase  insulin  for  the  “diabetically  indi- 


gent”; found  and  aid  diabetic  children’s  camps, 
convalescent  homes,  clinics,  and  diet  kitchens; 
investigate  alleged  remedies;  fight  employers’ 
prejudices;  identify  members  with  cards  to  help 
them  obtain  emergency  attention;  demand  ac- 
cident, health,  and  life  insurance  at  lower  rates; 
arrange  for  special  accommodation  on  airlines, 
railroads,  steamships,  resorts,  and  hotels. 


BRACELET  DERMATITIS 

Oscar  L.  Levin,  M.D.,  and  Howard  T.  Behrman,  M.D.,  New  York  City 


It  is  evident  that  the  following  case  is 
an  excellent  example  of  dermatitis 
where  we  have  direct  evidence  of  the  ex- 
ternal causative  agent.  The  form  of  af- 
fection described  is  allied  to  many  other 
typical  cases  of  skin  eruption  caused  by 
carrying  metal  watch  cases,  wearing 
leather  hat  bands,  and  otherwise  coming 
in  contact  with  a substance  for  which, 
under  certain  conditions,  the  patient  has 
a marked  sensitivity.  In  such  cases, 
after  treatment  and  removal  of  the  ir- 
ritating factor,  the  dermatitis  effectively 
disappears. 

Case  Report 

Y.  P.,  female,  aged  20,  unmarried,  was  referred 
for  diagnosis  and  treatment  on  August  24, 1936. 

The  history  indicated  that  five  days  prior  to 
her  first  visit  she  had  noticed  square,  red  spots 
on  the  front  of  the  right  forearm.  The  next  day, 
on  arising,  she  noticed  that  the  spots  had  spread 
around  the  forearm  to  coalesce  and  to  form  an 
inflamed,  swollen  eruption.  It  encircled  the  arm 
in  the  form  of  a band,  and  the  involved  skin  cor- 
responded exactly  to  that  which  was  covered 
with  a wooden  bracelet  that  she  had  worn. 
The  bracelet  had  been  purchased  at  a depart- 
ment store  several  weeks  previously  but  had  not 
been  used  continuously  until  six  days  before  the 
initial  appearance  of  the  eruption.  The  red, 
elevated  band  measured  3V2  cm.  in  width, 
while  the  bracelet  measured  21/2  cm.,  indicating 
that  the  skin  reaction  showed  a tendency  to 
peripheral  spreading.  A diagnosis  of  dermatitis 
venenata  was  made. 

Scrapings  from  the  surface  contiguous  to  the 
skin  and  from  sections  within  the  bracelet  were 
employed  for  the  performance  of  patch  tests. 
Twenty-four  hours  later  the  tested  areas  were 
examined  and  it  was  found  that  both  were  red 
and  swollen.  The  patient  was  then  asked  to 
wear  the  bracelet  on  the  left  forearm  and,  if 
she  noticed  any  itching  or  inflammation,  to  stop 
the  use  of  the  bracelet  immediately  and  return  to 
the  office  for  further  examination. 

At  the  end  of  two  days,  she  was  compelled  to 
return  to  the  office  because  of  the  appearance  of 
inflammation  and  marked  itching.  The  area 
on  the  left  forearm  where  the  bracelet  had  been 


worn  proved,  upon  examination,  to  be  red, 
swollen,  and  studded  with  numerous  papules. 
In  addition,  the  areas  where  patch  tests  had  been 
performed  were  more  inflamed  and  gave  evidence 
of  increased  erythema  and  papule  formation. 
The  patient  was  advised  not  to  resume  wearing 
the  bracelet,  and  treatment  was  begun.  Fre- 
quent applications  of  a soothing  alkaline  lini- 
ment and  exposure  to  fractional  doses  of  x-ray 
were  ordered.  Coincidentally,  calcium  lactate 
and  reduced  iron  were  administered  internally. 

After  four  days  the  patient  returned  and  when 
examined,  the  inflamed  area  on  the  left  forearm 
appeared  brownish  and  slightly  scaly,  while  the 
tested  areas  were  still  acutely  inflamed.  After 
four  more  days,  the  patch  test  area  seemed  to  be 
more  irregular  and  vesicular,  and  on  the  left 
forearm,  proximal  to  the  zone  where  the  bracelet 
had  been  worn  for  testing  purposes,  there  was 
an  irregular  area  exhibiting  erythema  with 
papulovesicular  lesions  that  measured  5 cm.  in 
diameter.  When  seen  again  at  the  end  of  one 
week,  all  the  lesions  showed  a tendency  to  in- 
volution, and  were  represented  by  fading 
erythema,  slightly  brownish  pigmentation,  and 
superficial  scaling.  The  patient  returned  two 
weeks  later  and  all  evidences  of  the  inflammatory 
reaction  had  disappeared  except  for  a negligible 
tannish  pigmentation. 

Comment 

Today,  for  the  first  time  in  many  years, 
women  are  embellishing  their  arms,  not 
with  one  bracelet,  but  with  many  brace- 
lets, and  their  necks  with  heavy  metal 
necklaces,  and  their  ankles  with  encir- 
cling chains.  Various  materials  are  em- 
ployed in  fashioning  this  j ewelry . Leather 
straps  are  common  on  wrist  watches. 
Silver,  gold,  copper,  and  plated  ma- 
terials containing  brass  and  nickel  are 
employed  in  the  manufacture  of  these 
objects.  In  addition,  horn  and  composi- 
tion materials,  plastics,  including  catalin 
and  bakelite  are  being  drafted  to  simulate 
the  more  precious  substances,  and  woods 
are  used  to  create  new  style  effects, 
definitely  modem'.  All  of  these  materials, 
under  specified  conditions,  are  capable  of 
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causing  irritations  of  the  skin,  but  our 
special  interest  is  with  wood,  particularly 
cocuswood,  from  which  the  guilty  bracelet 
had  been  fashioned. 

Certain  woods,  considered  innocuous 
by  the  average  person,  may,  under  cer- 
tain conditions,  prove  to  be  causative 
agents  in  the  development  of  a dermatitis. 
For  example,  wood  dust  from  the  African 
boxwood,  known  as  Marcaibo  boxwood, 
or  Zaputesco,  when  blown  into  the  eyes 
of  the  workers,  causes  inflammation  ac- 
companied by  dilation  of  the  pupils. 
Wounds  caused  by  it  suppurate  and  heal- 
ing is  retarded.  Originally  chemical  and 
microscopic  tests  made  to  explain  the 
symptoms  showed  nothing,  just  as  similar 
tests  made  with  Brazilian  walnut  wood 
were  equally  unproductive,  but,  in  both 
cases,  experience  proved  to  the  contrary. 
Messrs.  Brady  and  Martin,1  however, 
succeeded  in  extracting  certain  alkaloids 
and  glucosides  from  African  boxwood. 

“Cocuswood,”  called  cocobolo,  of 
cokus  ebony,  is  a wood  that  exhibits  a 
decided  tendency  to  cause  eczematous 
dermatitis.  It  is  a product  of  the  tropics 
known  for  its  unusual  strength,  which 
makes  popular  its  use  as  knife  handles, 
bowls,  and  walking  sticks.  It  has  the 
added  attraction  of  possessing  a beautiful 
color:  deep,  reddish  brown,  exhibiting  a 
most  decorative  grain  when  polished. 

Francis  Senear,2  in  his  discussion  of 
dermatitis  caused  by  woods,  mentions 
the  cocobolo  among  those  proved  danger- 
ous, and  believes  that  the  resins  may 
provoke  a dermatitis  in  those  who  have 
previously  been  sensitized  by  an  alkaloid 
also  present  in  the  wood.  C.  W.  Abramo- 
witz  and  W.  B.  Swarts,3  reporting  a case 
of  dermatitis  venenata  caused  by  contact 
with  cocuswood,  found  that  this  wood 
contained  a resinous  oil  soluble  in  ether, 
which  was  easily  obtained  by  soaking 
cocobolo  sawdust  in  the  ether.  After 
filtering  the  solution,  the  ether  was  al- 
lowed to  evaporate,  leaving  a dark  brown 
gummy  substance  with  a pungent  odor: 
the  causative  agent  involved  in  their  case 
of  the  man  who  was  carving  handles  for 
a knitting  bag  from  this  type  of  wood. 


Crocker’s4  report  on  a man  who  sawed 
blocks  from  this  same  wood  and  suffered 
a subsequent  dermatitis,  seems  to  indi- 
cate that  contact  with  the  fresh  wood  is 
responsible.  Y et  Senear 5 cites  cases  where 
cocobolo  furniture  in  an  old,  crumbling, 
and  powdery  state  had  had  positive 
poisonous  effects. 

The  case  of  the  cocobolo  bracelet  de- 
scribed above,  we  wish  to  note,  involves 
a third  category.  The  causative  agent 
was  neither  freshly  cut  wood  creating  a 
wood  dust,  nor  old,  crumbling  wood,  but 
a highly  finished  product.  Apparently 
the  poisonous  resins  contained  in  the  wood 
are  sufficiently  powerful  to  act  at  any 
stage  in  the  wood’s  development  for  in- 
dustrial purposes,  from  the  original  saw- 
ing to  the  eventual  decay. 

There  also  appears  to  be  a difference  in 
the  extent  of  the  area  affected.  The  case 
of  Abramowitz  and  Swarts,  predisposed 
by  seborrhea  and  a tendency  to  profuse 
perspiration,  suffered  not  only  at  the  point 
of  contact  but  on  the  scalp,  and  around 
the  mouth,  etc.,  while  other  cases  cited 
by  Senear  indicated  a like  tendency  to 
involve  regions  not  making  direct  con- 
tact with  the  resinous  substance.  Our 
patient,  however,  may  be  said  to  have 
developed  a dermatitis  comparatively 
limited  to  the  points  of  contact.  It  is 
possible  that  the  patient’s  perspiration 
created  a moist  condition  of  the  skin  only 
where  the  heavy  bracelet  rested  and  thus 
no  further  involvements  followed. 

Summary 

After  wearing  a bracelet  made  of  coco- 
bolo wood,  the  patient  suffered  an  in- 
flammatory reaction  at  all  points  where 
the  bracelet  made  direct  contact  with  the 
skin.  Scrapings  of  the  bracelet  used  in 
patch  tests  provoked  similar  symptoms, 
developing  into  erythema  with  papulo- 
vesicular lesions.  When  the  bracelet  was 
discarded,  calcium  lactate  and  reduced 
iron  taken  internally,  and  applications  of 
an  alkaline  lotion  followed  by  Lassar’s 
paste  and  fractional  doses  of  x-ray  therapy 
were  employed,  the  dermatitis  venenata 
disappeared. 
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THE  “DANDRUFF  GERM”  GETS  ITS  REVENGE 


The  huge  advertising  hullabaloo  over  “killing 
the  dandruff  germ”  has  itself  been  consigned  to 
the  grave,  with  the  funeral  service  read  by  the 
Federal  Trade  Commission.  On  August  3, 
according  to  the  J.A.M-A.,  the  Commission  en- 
tered into  a “cease  and  desist”  stipulation  with 
the  manufacturers  of  “Listerine  Antiseptic,”  by 
which  they  agree  to  stop  making  unwarranted 
claims.  Not  only  are  they  to  cease  representing 
that  dandruff  is  necessarily  a germ  disease,  or  is 
infectious,  but,  as  we  read:  “the  Federal  Trade 
Commission  said,  moreover,  ‘that  it  is  also  stipu- 
lated that  the  respondent  desist  from  representing 
that  the  product  either  cures  or  permanently 
relieves  dandruff;  that  the  product  “kills  the 
dandruff  germ,”  “attacks  the  cause  of  dandruff,” 
“or  gets  at  the  cause”  or  “at  the  root  of  the 
trouble”  or  penetrates  infected  hair  follicles  or 
“annihilates”  the  dandruff  germ;  that  the  prod- 
uct frees  the  scalp  and  hair  follicles  of  the  parasite 
that  saps  their  vitality  or  “spreads  a germ- 
killing film  over  the  scalp” ; that  the  product  has 
“marked  curative  properties  due  to  certain  in- 
gredients in  a unique  combination  shared  by  no 
other  antiseptic”;  that  ordinary  remedies 
“aren’t  even  antiseptic,”  are  “smelly,”  affect 
only  surface  symptoms,  or  merely  remove  sur- 
face symptoms  temporarily,  or  that  competitive 
products  are  obviously  inferior  to  “Listerine 


Antiseptic”  as  a remedy  for  dandruff — when  such 
are  not  the  facts.’ 

“The  so-called  research  on  which  the  claims 
of  the  manufacturer  for  this  alleged  virtue  of 
listerine  were  based  had  never  been  accepted  by 
competent  dermatologists  as  authoritative;  cer- 
tainly there  was  not  the  slightest  controlled 
evidence  to  indicate  that  listerine  or  any  similar 
combination  could  have  such  virtue  in  control- 
ling dandruff.  Thus  this  product,  which  is 
essentially  a formula  like  the  liquor  antisepticus 
of  the  National  Formulary,  will  return  to  its  ori- 
ginal claims  in  relation  to  overcoming  halitosis. 

“The  history  of  the  advertising  of  listerine  as  a 
preventive  of  halitosis  has  been  told  on  many 
occasions.  It  laid  the  basis  for  many  a vast  ad- 
vertising campaign  associated  with  diseases  dis- 
covered by  advertising  geniuses  who  thumbed 
the  medical  dictionaries.  Out  of  the  announce- 
ments of  halitosis  came  such  emphasis  as  has  been 
placed  on  acidosis,  athlete’s  foot,  dyskinesia,  and 
similar  conditions.  The  halitosis  campaign 
reached  its  apotheosis  with  the  advertisement 
which  announced  that  ‘She  Built  Her  Bridge 
Table  Two  Feet  Wider.’  Obviously  her  breath 
could  be  detected  two  feet  away  but  not  four  feet 
from  her.  Then  she  tried  listerine  and  didn’t 
have  to  stretch  any  more  for  the  cards  in  the 
dummy.” 


ROOM  FOR  IMPROVEMENT 
The  banner  states  with  the  lowest  infant  mor- 
tality rates  in  the  period  1933-1937,  as  they  ap- 
pear in  the  Statistical  Bulletin  of  the  Metropolitan 
Life  Insurance  Company,  are  Oregon,  with  41.4 
deaths  per  1,000  live  births,  and  Washington, 
with  42.4.  New  York  State’s  rate  was  49.2, 
sixth  from  the  top.  In  the  percentage  of  im- 
provement over  the  previous  period,  1928-1932, 
the  leaders  were  our  neighboring  states  of 
Pennsylvania  with  23.1  per  cent  improvement, 
New  Jersey,  with  22.2,  and  Connecticut,  with 
21.3.  New  York  State  showed  a betterment  of 
16.6  per  cent,  twelfth  from  the  head  of  the  list. 
But  even  Oregon,  the  state  with  the  best  record, 
is  fully  30  per  cent  higher  in  its  infant  mortality 
rate  than  New  Zealand,  which,  during  the  period 
from  1933-1937,  had  a rate  of  only  31.6  per 
1,000. 


OSTEOPATHS’  TESTS 

To  carry  out  the  purposes  of  a law  enacted  this 
year  and  defining  “minor  surgical  procedure” 
for  which  licensed  osteopaths  are  permitted  to  use 
instruments,  the  Board  of  Regents  has  directed 
the  Commissioner  of  Education  to  conduct  ex- 
aminations of  osteopaths.  The  commissioner 
is  to  prepare  forms  on  which  are  to  be  written 
the  credentials  of  applicants  for  the  right  to  use 
instruments  and  anesthetics,  antiseptics,  nar- 
cotics, and  biologic  products. 

The  phrase  “minor  surgical  procedure”  is 
construed  “to  include  all  surgical  procedures, 
excepting  those  involved  in  incision  for  the 
opening  of  a natural  body  cavity ; the  removal  of 
benign  or  malignant  tumors;  bone  fractures; 
the  amputation  of  an  extremity  or  an  appendage; 
the  removal  of  any  gland  or  organ  or  part  thereof; 
or  plastic  surgery  of  the  human  body.” 


Thirty-Third  Annual  Meetings 
of  the 

District  Branches 
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Eighth  District  Branch 

Thursday — October  5,  1939 
Hotel  Richmond,  Batavia.  New  York 


Morning  Session:  10 

“Trauma  and  Low  Back  Pain” — Grover  C. 
Penberthy,  M.D.,  of  Detroit,  associate  professor 
of  clinical  surgery,  Wayne  University,  College  of 
Medicine. 

“Hematuria:  Its  Clinical  Significance” — 

George  F.  Cahill,  M.D.,  of  New  York  City, 
associate  professor  of  urology,  College  of  Physi- 
cians and  Surgeons,  Columbia  University. 

“The  Problem  of  Rheumatic  Infection  in 
Childhood” — Albert  D.  Kaiser,  M.D.,  of  Roch- 
ester, associate  professor  of  pediatrics,  Univer- 
sity of  Rochester  School  of  Medicine. 

“The  Western  New  York  Medical  Indemnity 
Plan” — Discussion  opened  by  George  R. 
Critchlow,  M.D.,  of  Buffalo. 

Election  of  director  at  large. 

Luncheon  and  introduction  of  guests. 

Afternoon  Session:  1:30 

Business  meeting — election  of  officers. 

“Roentgenology  as  an  Aid  in  the  Diagnosis  of 
Heart  Disease” — Merrill  C.  Sosman,  M.D.,  of 
Boston,  assistant  professor  of  roentgenology, 
Harvard  University  Medical  School. 

Round  table:  “The  Diagnosis  and  Therapy 

of  the  Frequent  Gastrointestinal  Lesions  Met 
with  in  General  Practice” — Abraham  H. 
Aaron,  M.D.,  of  Buffalo,  Chairman. 

The  following  will  assist  in  answering  ques- 
tions : 

Medicine:  Francis  D.  Leopold,  M.D.,  of 
Buffalo. 

Surgery:  Walter  L.  Machemer,  M.D.,  of 
Buffalo,  and  J.  Sutton  Regan,  M.D.,  of 
Buffalo. 


X-ray:  Edward  C.  Koenig,  M.D.,  of 

Buffalo. 

Laboratory:  Stuart  L.  Vaughan,  M.D.,  of 
Buffalo. 

Questions  regarding  gastrointestinal  problems 
must  be  submitted  when  you  register  if  they  are 
to  be  discussed  in  this  round  table. 

Eighth  District  Branch  Officers 

President:  L.  L.  Klostermeyer,  M.D.,  of 
Warsaw,  New  York. 

First  vice-president:  Leon  J.  Leahy,  M.D.,  of 
Buffalo,  New  York. 

Second  vice-president:  Robert  C.  Peale, 
M.D.,  of  Olean,  New  York. 

Secretary:  Peter  J.  Di  Natale,  M.D.,  of 
Batavia,  New  York. 

Treasurer,  Fitch  H.  Van  Orsdale,  M.D.,  of 
Belmont,  New  York. 

Presidents  of  Component  County  Societies 
Allegany:  Phillips  L.  Morrison,  M.D.,  of 
Bolivar,  New  York. 

Cattaraugus:  Theodore  J.  Holmlund,  M.D., 
of  Cattaraugus,  New  York. 

Chautauqua:  De  Forest  W.  Buckmaster, 

M.D.,  of  Jamestown,  New  York. 

Erie:  Carlton  E.  Wertz,  M.D.,  of  Buffalo, 

New  York. 

Genesee:  G.  Henry  Knoll,  M.D.,  of  Le  Roy, 

New  York. 

Niagara:  Harley  U.  Cramer,  M.D.,  of  Lock- 
port,  New  York. 

Orleans : Alfred  W.  Jackson,  M.D.,  of  Albion, 
New  York. 

Wyoming:  George  G.  Davis,  M.D.,  of  Ar- 

cade, New  York. 


First  District  Branch 


Wednesday — October  11,  1939 
Presbyterian  Hospital — New  York  City 


CLINIC  IN  GENERAL  SURGERY 
Surgical  Staff 

Morning  Session:  9 : 00-12  : 00 

Operative  Clinic 


Afternoon  Session:  2 : 00-5  : 00 

“Results  in  Hernia  Repair” — Alfred  B. 
Longacre,  M.D. 

Clinic  in  Tumors  of  Islet  Tissue  of  the  Pan- 
creas. Follow-up  Results — Allen  O.  Whipple, 
M.D. 
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“Indications,  Technique  and  Results  in  the 
Use  of  the  Miller- Abbott  Tube” — Octa  C.  Leigh, 
M.D.,  and  John  A.  Nelson,  M.D. 

Dr.  Ross  Golden  and  members  of  the  Depart- 
ment of  Radiology  will  also  take  part  in  this 
symposium. 

“Indications  and  Determinations  of  Fluid  and 
Electrolyte  Needs  in  Pre-  and  Post-Operative 
Patients” — John  A.  Scudder,  M.D.,  and  Charles 
R.  Drew,  M.D. 

“Ten-Twenty  Year  Follow-up  Studies  in  Ulcer 
Therapy” — Drs.  St.  John  and  Harvey 

“Disturbances  in  Blood  Clotting  and  Methods 
of  Treatment” — Kenneth  B.  Olson,  M.D. 

Plastic  Surgery  Clinic — Drs.  Webster  and 
Stevenson 

SYMPOSIUM  ON  FRACTURES  AND 
TRAUMATIC  LESIONS 

“The  Handling  of  Motor  Accidents” — Dr. 
Darrach 

“Leg  Fractures” — Dr.  Hudack 
“Elbow  Fractures” — Dr.  Fred  Smith 
“Ankle  Fractures” — Dr.  Barbara  Stimson 
“Epiphyseal  Injuries” — Dr.  Clay  Ray  Mur- 
ray 

“Compound  Fractures” — Dr.  Darrach 
"Shoulder  Injuries” — Dr.  McLaughlin 

NEUROSURGERY 
Morning  Session:  9 : 00-12  : 00 

Operative  clinic — Byron  Stookey,  M.D.,  and 
Staff 

Afternoon  Session:  2 : 00-4  : 00 

“The  Incidence  of  Delayed  Convulsive  Dis- 
orders in  Patients  with  Elevated  and  Non-Ele- 
vated Depressed  Fractures  of  the  Skull” — Fritz 
J.  Cramer,  M.D.  (20  minutes) 

“Surgical  Treatment  of  Convulsive  Disorders” 
— John  Scarff,  M.D.  (20  minutes) 

“Surgical  Treatment  of  Frontal  Lobe  Tumors” 
— Byron  Stookey,  M.D.  (20  minutes) 

“Treatment  of  Spinal  Injuries” — Byron 
Stookey,  M.D. 

CLINIC  IN  OBSTETRICS  AND 
GYNECOLOGY 

Benjamin  P.  Watson,  M.D.  and  Staff 
Morning  Session 

9:00-10:30 — Obstetrical  Ward  Rounds:  Floors 
“N”  and  “O”  (Prenatal  and  Postnatal 
Complications) 

Delivery-room  technic — cases  if  available 
10  : 30 — Talks  and  Demonstrations: 

Floor  “N” 

1.  Use  of  x-ray  in  study  of  the  morphology 
of  the  pelvis  and  in  the  mechanism  of  labor 

2.  Studies  in  the  physiology  of  the  corpus 
luteum 

3.  Treatment  of  carcinoma  of  the  fundus 
uteri,  technic,  and  results 

4.  Some  of  the  rarer  ovarian  tumors 

Afternoon  Session 

2 : 00-5 : 00 — Gynecological  Operations : Floor  “O” 


CLINIC  IN  GENERAL  MEDICINE 
Morning  Session 

9  : 30 — “Cardiac  Pain” — Robert  L.  Levy,  M.D. 

10  : 00 — “Treatment  of  Cardiac  Arrythmias” — 

Kenneth  B.  Turner,  M.D. 

10:30 — “Prophylaxis  and  Treatment  of  Rheu- 
matic Fever” — Alvin  F.  Coburn,  M.D. 

11  :00 — “Chemotherapy  of  Streptococcus,  Pneu- 

mococcus, and  Other  Bacterial  Infections 
with  Sulfanilamide  and  Its  Derivatives” — 
Henry  M.  Dawson,  M D.,  Yale  Kneeland, 
Jr.,  M.D.,  and  A.  R.  Dochez,  M.D. 

Afternoon  Session 

2 : 35-2  : 55 — “Present  Day  Management  of  the 

Anemias” — Randolph  West,  M.D. 

3 : 00-3  : 30 — “Differential  Diagnosis  of  Splenop- 

athies  and  Diseases  of  Liver” — William 
P.  Thompson,  M.D. 

3 : 35-4  : 00 — “Laboratory  Aids  in  Differential 

Diagnosis  of  Liver  Disease” — Franklin  M. 
Hanger,  M.D. 

4:00-4:30 — “Differential  Diagnosis  of  Liver 
Lesions  with  Jaundice” — Robert  F.  Loeb, 
M.D. 

4 : 30 — “Ulcer  of  Stomach  and  Duodenum” — 

Charles  Flood,  M.D. 

“Cardiospasm” — Armistead  C.  Crump, 
M.D. 

PEDIATRICS 
Morning  Session:  8 : 30-12  : 30 

Operative  Clinic — Edward  J.  Donovan,  M.D., 
William  G.  Heeks,  M.D.,  Louis  M.  Rousselot, 
M.D.,  George  Humphreys,  M.D. 

Afternoon  Session:  2 : 00-4  : 00 
Dry  Clinic 

“Congenital  Duodenal  Obstruction” — Edward 
J.  Donovan,  M.D. 

“Treatment  of  Acute  Empyema  in  Children” 
— William  G.  Heeks,  M.D. 

“Splenectomy  for  Various  Conditions  in 
Children” — Louis  M.  Rousselot,  M.D. 

“Treatment  of  General  Peritonitis  in  Children” 
— George  Humphreys,  M.D. 

OPHTHALMOLOGY 
Morning  Session:  9 : 00-11 : 00 

Clinical  Demonstrations 

Afternoon  Session:  2 : 00-4  : 00 

Operative  Clinics — Dr.  Dunnington  and  Staff 

UROLOGY 

Morning  Session:  9 : 00 

Demonstrated  Exhibits — Floor  “M,”  Room 
510,  College  of  Physicians  and  Surgeons,  630 
W.  168th  St.  and  Room  1025,  Floor  “I,”  Pres- 
byterian Hospital,  622  W.  168th  St. 

1.  Traumatic  Injuries  of  the  Genitourinary 
Tract 

2.  Tumors  of  the  Kidney,  Kidney  Pelvis, 
and  Ureter 

Afternoon  Session:  2 : 00-5  : 00 

Operative  Clinic — Members  of  the  Staff  of 
the  J.  Bentley  Squier  Urological  Clinic 


1882 


DISTRICT  BRANCH  MEETINGS 


[N.  Y.  State  J.  M. 


CLINIC  IN  RADIOTHERAPY 

“Infections” — A.  Hunter,  M.D.,  and  L.  Hinkle, 
M.D. 

“Hyperthyroidism” — B.  Sanger,  M.D. 

“Benign  Uterine  Bleeding” — J.  Corscaden, 
M.D. 

“Radiotherapy  of  Lymphosarcoma  and  Hodg- 
kin’s Disease” — H.  Kasabach,  M.D. 

“Control  of  the  Leukemias  with  Radio- 
therapy”— K.  R.  McAlpin,  M.D. 

“Epitheliomas  of  the  Oral  Cavity” — T.  Eber- 
hard,  M.D. 

“Epitheliomas  of  the  Pharynx  and  Larynx,” 
“Carcinoma  of  the  Breast” — M.  Lenz,  M.D. 


GENERAL  INFORMATION 

PLACE  OF  MEETING — Presbyterian  Hos- 
pital, Medical  Center.  Physicians  should  enter 
at  620  W.  168th  Street,  where  registrars  will 
distribute  latest  information  regarding  special 
clinics. 


LUNCHEON — The  Hospital  has  invited  the 
members  attending  the  session  to  be  its  guests 
at  luncheon  at  1:00  p.m.  on  Floor  “R.” 


SYMPOSIUM  ON  SILICOSIS 

A clinical  session  on  Chronic  Pulmonary  Dis- 
eases, under  the  auspices  of  the  Tuberculosis 
Sanatorium  Conference  of  metropolitan  New 
York,  will  be  held  at  Cornell  University  Medical 
College  amphitheater,  New  York  City,  Wednes- 
day evening,  October  11,  as  per  the  following 
program : 

Grant  Thorburn,  M.D.,  chairman,  presiding 

1.  “Etiology  and  Diagnosis” — Anthony  J. 
Lanza,  M.D.,  assistant  medical  director,  Metro- 
politan Life  Insurance  Company 

2.  “Some  Important  Considerations  of  the 


Radiographic  Aspect  of  Silicosis” — John  R. 
Carty,  M.D.,  radiologist-in-chief,  New  York 
Hospital 

3.  “Medico-Legal  Aspects” — Mr.  Theodore 
C.  Waters,  of  Baltimore,  Maryland 

4.  Discussion  opened  by  Leonard  Greenburg, 
M.D.,  executive  director,  Division  of  Industrial 
Hygiene,  New  York  State  Department  of  Labor. 

An  informal  presentation  of  x-ray  films,  7:45 
p.m.  to  8:30  p.m.,  led  by  Dr.  Samuel  F.  Weitzner, 
radiologist,  Morrisania  City  Hospital,  will  pre- 
cede the  formal  session. 


LECTURE  COURSE  IN  DENTAL  MEDICINE 

The  Mount  Sinai  Hospital,  of  New  York  City,  announces  its  9th  lecture  course  in  dental  medicine 
for  the  season  of  1939-1940. 


Ralph  Howard  Brodsky,  M.D. 

October  17,  1939 
Franklin  Hollander,  M.D. 

November  21,  1939 
Israel  Wechsler,  M.D. 

December  19,  1939 
Solomon  Silver,  M.D. 

January  16,  1940 
Leon  Ginzburg,  M.D. 

February  20,  1940 
Stanley  S.  Schneierson,  M.D. 

March  19,  1940 
Daniel  M.  Kollen,  M.D. 

April  16,  1940 


“The  Grenz  Ray  in  Periodontoclasia  and  Oral 
Tuberculous  Lesions.” 

“Calcification  of  the  Teeth  in  Relation  to  Caries.” 

“Neurological  Disturbances  and  Their  Effects 
on  Oral  Lesions.” 

“The  Dental  Aspect  of  Endocrine  Disorders.” 

“Diagnosis  and  Surgical  Treatment  of  Cellulitis 
of  the  Face  and  Neck.” 

“Anaerobic  Infections  of  the  Mouth  and  Their 
Relation  to  Systemic  Disease.” 

“Retention  of  Pulpless  Teeth,  and  Their  Bac- 
teriological Findings.” 


All  lectures  start  promptly  at  8:30  p.m.  They  will  be  held  in  the  Lecture  Room  on  the  third 
floor  of  the  Administration  Building.  There  will  be  a presentation  of  clinical  cases  before  each  lec- 
ture. All  physicians  and  dentists  are  cordially  invited  to  attend. 


Medical  News 


Brooklyn  Hobby  Cavalry  Galloping 


Doctors  of  Brooklyn  are  expanding  among 
themselves  a hobby  program  of  true  thera- 
peutic value.  The  backbone  for  this  undertak- 
ing, believed  to  be  withput  parallel,  is  the  mem- 
bership of  the  Kings  County  Medical  Society, 
and  the  agent  is  the  committee  on  social  activities, 
says  an  article  in  the  New  York  Times. 

Dramatization  of  radio  talks  conducted  by  the 
society  last  year  led  to  the  discovery  of  talent  for 
and  love  of  acting.  The  Doctors’  Theatre  group 
was  formed.  Then  musical  members  created  the 
Doctors’  Orchestra  a^id  the  Doctors’  Choir. 
Separate  groups  began  gathering  together  in 
other  fields,  until  today  the  committee  holds  card 
files  with  the  names  of  300  men  and  women  inter- 
ested in  a score  of  subjects. 

The  program  gained  real  headway  in  March. 
During  the  summer  months  it  lay  dormant,  as 
expected,  but  a heavy  schedule  of  exhibitions, 
contests,  and  performances  is  being  drawn  up  for 
the  fall  and  winter.  Dr.  H.  Tevel  Zankel,  com- 
mittee chairman,  divides  it  into  music,  drama 
and  literature,  arts  and  crafts  (including  photog- 
raphy), and  sports  and  collecting. 

Wide  Range  of  Talent 

This  last  category  offers  the  widest  range. 
Stamp  collecting  leads  the  list.  Less  widespread 
are  the  array  of  tablespoons  assembled  by  a 
well-known  surgeon,  the  Oriental  armor  of  a 
gynecologist,  or  ancient  firearms  of  another  sur- 
geon. One  Flatbush  eye  specialist  has  a fond- 
ness for  elephants  in  any  medium. 

Early  American  glass,  Pennsylvania  metal- 
ware, and  miniature  liquor  bottles  are  sure  to 
attract  the  attention  of  a certain  Brooklyn  wo- 
man doctor.  She  has  a generous  assortment  of 
all  three.  Dr.  Abraham  Bernhardt  is  among  the 
few  whose  names  can  be  made  public,  so  acute  is 
the  wish  for  anonymity.  He  is  a recognized 
authority  on  plants,  flowers,  shells,  and  semi- 
precious stones. 

Antique  furniture,  ivory,  Wedgwood  china, 
tropical  fish,  rare  books,  butterflies,  and  coins 
add  to  the  number  of  things  treasured  by  medical 
men  in  the  borough.  Dr.  Zankel  proposes  to 
hold  collectors’  shows  at  the  society’s  headquar- 
ters, 1313  Bedford  Avenue,  or  some  suitable  place 
in  the  near  future. 

Musically  inclined  physicians  responded  faster 
than  their  fellows.  Many  of  them  were  said  to 
have  relinquished  active  playing  in  their  high 


school  days  and  gladly  accepted  the  chance  to 
revive  technics  all  but  lost.  A competent  lay 
director  was  hired  and  two  concerts  were  given. 

Dr.  Martin  Maliner  is  chairman  of  the  sub- 
committee on  music.  The  group  rehearsed 
Wednesday  nights  in  the  auditorium  of  the 
Brooklyn  State  Hospital.  Proceeds  from  enter- 
tainments went  to  the  Physicians  Home,  52  East 
Sixty-sixth  Street,  Manhattan.  Dr.  Maliner 
says:  “There  must  be  many  more  doctors  who 

play  instruments — classic  or  swing,  take  your 
choice!” 

Modest  Vocalists 

Singing  practitioners  were  reluctant  at  first  to 
appear,  and  Dr.  Joseph  L.  Kostecki,  chairman, 
and  Dr.  Abraham  Rosenthal,  conductor,  experi- 
enced difficulty  getting  started.  However,  the 
choir  gave  a concert  on  June  5. 

Three  skits  were  performed  by  the  Doctors' 
Theatre  in  May  and  June.  A play  is  being  lined 
up  for  the  fall.  There  is  a likelihood  that  lay 
actors  will  be  presented  under  the  direction  and 
management  of  drama-minded  medical  men. 

Dr.  Carroll  L.  Nichols  is  in  charge  of  the  arts 
and  crafts  department.  Painting,  drawing,  and 
photography  have  made  rapid  strides,  while 
sculpture  will  be  stressed  in  coming  months. 

Shooting  and  tennis  have  the  benefit  of  expert 
guidance.  Dr.  Louis  F.  Knoll,  president  of  the 
Bergen  Beach  Gun  Club,  has  organized  weekly 
meetings  on  Saturday  afternoons,  rain  or  shine. 
A tennis  tournament  will  be  supervised  by  Dr. 
Lawrence  Kurzrok,  one  of  the  country’s  out- 
standing amateurs. 

Dr.  Vincent  Rosati  is  general  chairman  of  the 
sports  program.  Progress  was  reported  with  the 
following  as  proof:  horseback  riding  with  in- 

struction provided  by  two  army  officers,  bowling 
competitions  in  the  offing,  wrestling  or  jujitsu  at 
the  private  gymnasium  of  Dr.  George  I.  Swetlow, 
boxing  under  a qualified  teacher,  deep-sea  fishing 
trips  scheduled,  golf  at  Bethpage  State  Park, 
Long  Island,  and  such  miscellaneous  pursuits  as 
cruising,  fencing,  archery,  and  softball. 

A recent  entertainment  staged  by  the  com- 
mittee on  social  activities  at  the  State  Hospital 
brought  to  light  one  of  the  natural  problems  con- 
fronting any  group  of  doctors  and  dentists.  A 
skit  on  the  program  had  to  be  canceled  at  the  last 
minute  when  an  emergency  call  robbed  the  cast 
of  its  leading  player. 


County  News 


Albany  County 

Dr.  Harold  Rypins,  of  Albany,  who  died  on 
August  25,  aged  forty-six,  bequeathed  his  body 
to  the  advancement  of  science.  He  had  prom- 
ised it  to  the  New  York  University  Hospital 
several  years  ago.  For  sixteen  years  Dr.  Rypins 
had  been  secretary  of  the  State  Board  of  Medical 
Examiners  in  the  State  Education  Department 
and  had  led  the  state’s  crusade  for  medical  law 
enforcement. 


Dr.  Rypins  promoted  the  Webb-Loomis 
Medical  Practice  Act,  forbidding  use  of  the  title 
“Doctor”  without  specific  license.  In  its  first 
year  of  operation  in  1927  the  law  was  said  to 
have  driven  more  than  1,000  quacks  from  the 
state. 

He  was  president  of  the  Federation  of  State 
Medical  Boards  of  the  United  States  in  1933-34 
and  had  been  a member  for  many  years  of  the 
National  Board  of  Medical  Examiners. 
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Chemung  County 

Dr.  Arthur  W.  Booth,  of  Elmira,  addressed  the 
Kiwanis  Club  there  on  August  31  on  socialized 
medicine. 

Cortland  County 

Dr.  Merle  R.  French,  county  health  commis- 
sioner since  April,  1935,  and  president  of  the 
Cortland  County  Medical  Society,  assumed  on 
September  1 his  new  position  as  health  director 
with  the  W.  K.  Kellogg  Foundation,  and  has 
located  at  Paw  Paw,  Michigan.  His  duties  in 
this  county  will  be  carried  on  temporarily  by  Dr. 
J.  Sumter  Cunningham,  of  Rochester,  until  a 
successor  to  Dr.  French  is  chosen  by  the  Cortland 
County  Board  of  Health. 

Erie  County 

Stricken  with  a heart  attack  on  his  forty- 
second  birthday,  Dr.  Allen  R.  Long,  member  of 
the  University  of  Buffalo  Medical  School  faculty 
and  consulting  diagnostician  for  many  Buffalo 
physicians,  died  suddenly  in  his  home  at  972 
Lafayette  Ave.,  on  August  25. 

A member  of  the  Deaconess  Hospital  staff,  Dr. 
Long  was  professor  of  laboratory  and  physical 
diagnosis  in  the  Medical  School,  where  he  had 
taught  for  twelve  years.  He  was  well  known  as 
a diagnostician  of  unusual  diseases.  He  con- 
ducted medical  examinations  for  all  University  of 
Buffalo  athletes. 

Kings  County 

On  Friday  afternoon,  October  6,  at  four  o’clock 
there  will  be  a lecture  in  the  MacNaughton 
Auditorium.  The  subject  is  “Abdominal  Diag- 
nosis,” and  the  speaker,  Dr.  Meyer  A.  Rabino- 
witz  of  Brooklyn. 

On  October  17,  at  8:45  p.m.  in  the  same 
auditorium  the  regular  meeting  of  the  society 
will  take  place.  The  program  is  as  follows: 
“Regional  Ileitis:  Medical  Aspects  and  Surgical 
Indications,”  Dr.  Burrill  B.  Crohn,  Manhattan; 
“Bleeding  Lesions  of  the  Intestinal  Tract  and 
Roentgenologic  Diagnosis,”  Dr.  Byrl  R.  Kirklin, 
Mayo  Clinic;  “Carcinoma  of  the  Duodenum 
and  Ileum,”  Dr.  Charles  W.  Mayo,  Mayo  Clinic, 
Rochester,  Minnesota. 

Lewis  County 

At  the  annual  meeting  on  September  11,  Dr. 
T.  A.  Lynch  was  elected  president ; Dr.  Elbert 
Dalton,  of  Beaver  Falls,  secretary-treasurer; 
Dr.  D.  J.  O’Connor,  of  Croghan,  vice-president; 
Dr.  H.  E.  Chapin  and  Dr.  C.  H.  Vadney,  censors. 

Nassau  County 

The  News  of  the  Nassau  County  Medical 
Society  says  it  is  “pleased  to  observe  that  a 
large  number  of  members  of  this  society  are  con- 
tributing original  articles  and  case  reports  to 
current  medical  publications,”  and  is  “anxious  to 
have  reprints  of  all  such  articles  published  by  our 
members.”  The  following  is  a list  of  publica- 
tions noted  in  recent  months : 

“Urticaria  of  Emotional  Origin,”  by  Daniel 
Blitz,  M.D.,  New  York  State  Journal  of 
Medicine,  July  1,  1939;  “Causes  of  Rectal 
Bleeding,”  by  Richard  Derby,  M.D.,  F.A.C.S., 
Medical  Times,  May,  1939;  “Causalgia,  A Cause 
of  Backache,”  Otho  C.  Hudson,  M.D.,  F.A.C.S., 
and  Carl  A.  Hettesheimer,  M.D.,  F.A.C.S., 


Medical  Times,  May,  1939;  “Diphtheria  of  the 
Pleura,”  by  Willard  J.  Davies,  M.D.,  F.A.C.P., 
New  York  State  Journal  of  Medicine,  June 
1,  1939;  “A  Lump  in  the  Breast,”  by  A.  Storrs 
Warinner,  M.D.,  F.A.C.S.,  Medical  Times,  June, 
1939;  “Emergency  Treatment  of  Fractures,”  by 
Otho  C.  Hudson,  M.D.,  F.A.C.S.,  Medical  Times, 
August,  1939;  “Salivary  Gland  Tumors,”  by 
John  N.  Shell,  M.D.,  Medical  Times,  August, 
1939;  “Complicated  Supracondylar  Fracture  of 
the  Humerus,”  by  William  P.  Bartells,  M.D., 
Medical  Times,  August,  1939;  “Nonobstetric 
Abnormal  Vaginal  Bleeding,”  by  Arthur  C. 
Martin,  M.D.,  F.A.C.S.,  Medical  Times,  August, 
1939. 

The  New  York  State  Association  of  School 
Physicians  has  elected  Dr.  Louis  A.  Van  Kleeck, 
of  Manhasset,  as  its  president  for  the  coming 
year. 

New  York  County 

The  City  Planning  Commission  on  August  14 
received  the  proposal  of  Dr.  Thomas  A.  Gonzales, 
chief  medical  examiner  of  the  greater  city,  that 
$500,000  be  assigned  for  erection  of  an  Institute 
of  Forensic  Medicine,  preferably  near  Bellevue 
Hospital,  for  instruction  of  medical  men  and 
lawyers  in  crime  detection  and  testimony  in 
court.  By  1944^45  an  additional  $400,000  would 
be  needed  to  enlarge  the  institute’s  laboratories. 

Dr.  Frank  Lederfeind,  forty  years  old,  of  328 
West  145th  Street,  was  taken  to  the  Lutheran 
Hospital  on  August  26,  suffering  from  stab 
wounds  in  the  chest,  after  he  and  another  physi- 
cian were  attacked  by  two  Negro  bandits  on  the 
second  floor  of  2468  Seventh  Avenue.  Dr. 
Lederfeind  and  Dr.  Harold  Gotlow,  forty  years 
old,  of  511  West  51st  Street,  told  police  that  the 
assailants  jumped  out  from  behind  a door. 

The  New  York  Academy  of  Medicine  will  hold 
its  Twelfth  Graduate  Fortnight,  October  23  to 
November  3,  on  the  subject  “The  Endocrine 
Glands  and  Their  Disorders.” 

On  Monday  evening,  October  23,  the  program 
will  be  presented  jointly  with  the  Medical  So- 
ciety of  the  County  of  New  York  and  immedi- 
ately preceding  the  opening  there  will  be  an 
Executive  Session  of  the  County  Society  with 
Dr.  Howard  Fox  presiding. 

The  program  of  the  evening,  begins  at  8:30 
and  is  as  follows : 

I.  Address  of  Welcome  by  Dr.  Malcolm 
Goodridge,  President  of  the  New  York  Academy 
of  Medicine. 

II.  Scientific  Program : 1.  Historical  sketch 
of  the  development  of  endocrinology,  by  Dr. 
H.  M.  Evans,  Director  Institute  of  Experi- 
mental Biology,  University  of  California.  2. 
Physiology  of  anterior  lobe  of  pituitary  gland,  by 
Dr.  J.  B.  Collip,  Professor  of  Biochemistry, 
McGill  University. 

Dr.  Milton  Arlanden  Bridges,  of  580  Park 
Avenue,  practicing  physician,  dietetics  authority, 
and  author  and  lecturer  on  medical  subjects,  died 
after  a short  illness  on  August  19.  He  was  forty- 
five  years  old. 

Dr.  Bridges  was  the  director  of  medicine  at  the 
Detention  Hospital,  Rikers  Island,  and  the  West 
Side  Hospital  in  Manhattan.  He  was  consulting 
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physician  at  Seaview  Hospital,  Staten  Island, 
and  for  the  Department  of  Education  at  New 
York  University.  He  was  assistant  professor  of 
clinical  medicine  and  lecturer  in  therapeutics  and 
nutrition  at  the  New  York  Post-Graduate  Medi- 
cal School  of  Columbia  University;  associate  at- 
tending physician  and  chief  of  diagnostic  clinic 
at  Post-Graduate  Hospital. 

Dr.  Bridges  was  the  author  of  Dietetics  for  the 
Clinician  and  Analyses  of  Foods  and  Beverages. 

He  also  was  an  amateur  magician  and  a former 
member  of  the  Society  of  American  Magicians. 
He  was  a collector  of  books  on  magic  and  his  li- 
brary on  that  subject  was  considered  one  of  the 
most  complete  collections  in  the  world. 

Oneida  County 

The  medical  plan  for  insuring  payment  of 
physicians’  fees,  to  which  members  of  the  Oneida 
County  Medical  Society;  the  Utica  Academy  of 
Medicine,  and  medical  staffs  of  nineteen  Central 
New  York  hospitals  have  subscribed,  is  described 
by  H.  C.  Stephenson,  manager  of  the  Hospital 
Plan  Inc.,  in  a leaflet  issued  in  September. 

The  plan  supplements  the  hospitalization  sys- 
tem in  that  it  will  pay  its  subscribers’  medical 
and  surgical  fees. 

Tentatively,  it  provides  for  medical  service  by 
a licensed  physician  anywhere  in  the  world  and 
covers  maximum  medical  and  surgical  benefits  in 
a hospital  up  to  $225  for  gainfully  employed,  $300 
for  a husband  and  wife,  or  $400  for  husband, 
wife,  and  children. 

Other  benefits  include  x-ray  treatment  up  to 
$150,  no  limit  on  anesthesia,  complete  prenatal 
and  maternity  care,  treatment  following  surgery, 
medical  care  and  proper  treatment,  annual 
medical  examination  if  desired,  and  osteopathy. 

In  claiming  these  benefits,  a subscriber  is  al- 
lowed thirty  visits  to  a physician’s  office,  thirty 
to  the  hospital,  and  twenty  at  some  other  place 
during  each  contract  year. 

Patients  will  be  permitted  the  free  choice  of 
physicians  who  guarantee  to  render  service  called 
for  during  the  life  of  the  subscriber’s  contract. 

The  probable  cost  to  the  gainfully  employed 
subscriber  will  be  80  cents  a month ; for  the  adult 
dependent,  70  cents  a month,  and  for  children 
under  16,  40  cents  a month. 

Billings,  enrollments,  and  other  clerical  details 
will  be  handled  by  the  Hospital  Plan  Inc.,  so  that 
both  the  hospital  and  medical  benefits  will  be 
available  on  the  same  billing.  Like  the  Hospital 
Plan,  the  proposed  medical  plan  will  be  operated 
under  the  supervision  of  New  York  State  Depart- 
ment of  Insurance. 

Onondaga  County 

Dr.  Clarke  E.  Hinman,  one  of  the  oldest  physi- 
cians in  Syracuse,  died  on  August  27  at  his  home, 
202  Slocum  Avenue.  He  was  eighty  years  old 
and  had  practiced  his  profession  in  Syracuse 
forty-four  years. 

Putnam  County 

On  August  23  the  Putnam  County  Medical 
Society  held  a beefsteak  dinner  in  Fahnestock 
park. 

“This  was  a most  delightful  affair,”  says  the 
Carmel  Courier , “with  the  beautiful  old  trees  and 
the  convenient  outdoor  ovens  for  cooking,  and 
the  doctors,  who  are  real  artists  at  serving  these 
delicious  dinners,  along  with  the  wonderfully  pre- 


pared dishes  for  which  the  doctors’  wives  should 
receive  a vote  of  appreciation,  made  this  dinner  a 
real  success. 

“The  menu  consisted  of  melon,  beefsteak, 
salad,  tomatoes,  rolls,  corn  on  the  cob,  fresh  peach 
ice  cream,  cake,  and  coffee. 

“Following  the  dinner,  group  singing  was  en- 
joyed, and  many  lovely  old  melodies  were 
brought  to  memory  by  the  talented  musicians  in 
the  crowd. 

“Everyone  enjoyed  this  delightful  party  and 
extended  a vote  of  appreciation  to  the  doctors 
who  proved  themselves  real  experts  in  the  art  of 
cooking  as  well  as  in  entertaining.” 

Queens  County 

Dr.  Simon  R.  Klein,  seventy  years  old,  of  25-54 
37th  Street,  Astoria,  pathologist  and  educator, 
who  was  found  living  in  poverty  two  years  ago, 
about  to  be  evicted  for  nonpayment  of  rent,  was 
buried  on  August  22  in  St.  Michael’s  Cemetery, 
following  funeral  services  in  St.  Joseph’s  Church, 
Astoria. 

Dr.  Klein  died  in  Creedmoor  State  Hospital  of 
a complication  of  diseases  on  August  18. 

Dr.  Klein’s  plight  was  first  brought  to  notice 
when  he  wrote  to  Victor  Ridder,  then  chairman 
of  the  state  board  of  social  welfare,  offering  to  sell 
his  scientific  library  of  600  volumes  in  order  to 
get  money  for  the  rent. 

Investigation  brought  to  light  his  brilliant  ca- 
reer, and  the  fact  that  he  held  honorary  degrees 
from  six  famous  universities. 

At  the  time  he  faced  eviction,  Dr.  Klein’s 
health  was  poor,  and  it  rapidly  grew  worse.  His 
family  offered  to  take  care  of  him,  refusing  to 
allow  him  to  sell  his  library. 

About  eight  months  ago  he  was  brought  to 
Creedmoor,  where  he  died. 

Dr.  Joseph  Wrana,  president  of  the  Queens 
County  Medical  Society,  addressed  nearly  500 
members  of  the  American  Congress  of  Therapy 
at  the  Science  and  Education  Building  at  the 
World’s  Fair  on  September  7. 

Saratoga  County 

Dr.  Frank  J.  Sherman,  prominent  practicing 
physician  of  Ballston  Spa  for  fifty-nine  years  and 
health  officer  of  the  village  for  a long  time,  died 
in  Benedict  Memorial  Hospital  there  after  three 
weeks’  illness  on  August  25. 

Schenectady  County 

The  Medical  Society  of  the  County  of  Schenec- 
tady held  a joint  meeting  with  the  Schenectady 
County  Dental  Society  on  September  7 in  the 
auditorium  of  the  Sunny  View  Home  on  Rosa 
Road. 

The  purpose  of  the  meeting  was  to  hear  Mr. 
Ralph  Creer,  who  is  internationally  known  for  his 
photographic  work  in  dental  and  medical  cases. 
Mr.  Creer  is  a member  of  the  staff  at  the  U.  S. 
Veterans’  Hospital  at  Hines,  Illinois,  where  he  is 
principal  clinical  photographer  of  the  Tumor  Re- 
search Unit.  In  recognition  of  his  outstanding 
work,  Mr.  Creer  was  recently  awarded  a Fellow- 
ship in  the  Royal  Photographic  Society  of  Great 
Britain. 

Mr.  Creer  not  only  showed  some  of  his  medical 
and  dental  pictures,  but  also  spoke  on  the  technic 
of  taking  and  developing  surgical  pictures. — 
Reported  by  Joseph  H.  Naumoff,  M.D.,  Secretary 
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Schoharie  County 

The  annual  meeting  of  the  Schoharie  County 
Medical  Society  will  be  held  in  the  W.  H.  Gold- 
ing Central  School  on  Tuesday,  October  10. 
Business  Session  at  11  a.m.,  Scientific  Session, 
1:30  p.m.  (program  to  be  announced).  There 
will  be  a series  of  postgraduate  lectures  as 
arranged  by  Dr.  Wardner  D.  Ayer,  of  Syracuse, 
on  organic  neurology  on  each  Tuesday  of  Octo- 
ber at  3:30  p.m.  at  the  W.  H.  Golding  Central 
School,  Cobleskill. — Reported  by  H.  L.  Odell, 
M.D.,  Secretary. 

Steuben  County 

The  September  meeting  of  the  Steuben  County 
Medical  Society  was  held  at  the  Sherwood  Hotel 
in  Hornell  on  Sept.  14.  Dr.  Elmer  Milch,  of 
Buffalo,  presented  the  paper  which  he  gave  at  the 
A.M. A.  meeting  last  May  on  “The  Treatment 
of  Diffuse  Peritonitis  Subsequent  to  Appendicitis 
with  Perforations.” — Reported  by  R.  J.  Shafer, 
M.D.,  Secretary. 

Suffolk  County 

Evidence  was  presented  by  Dr.  Arthur  T. 
Davis,  commissioner  of  the  Suffolk  County 
Health  Department,  at  a recent  meeting  of  the 
health  officers  of  the  New  York  metropolitan 
area,  that  Rocky  Mountain  spotted  fever  had 
gained  a foothold  on  the  eastern  end  of  Long 
Island,  having  apparently  been  introduced 
shortly  before  1912  on  Gardiner’s  Island  through 
the  importation  of  deer  from  Wyoming.  In 


retrospect,  the  first  human  case  appears  to  have 
been  in  1912,  though  the  nature  of  the  infection 
was  not  then  recognized.  The  next  cases  oc- 
curred in  1924,  and  since  that  time  36  cases  have 
been  reported.  According  to  Dr.  Davis,  the  dis- 
ease appears  to  be  slowly  spreading  westward  in 
Suffolk  County.  Inasmuch  as  the  disease  is 
spread  by  ticks,  preventive  measures  must  be 
directed  chiefly  to  the  avoidance  of  tick  bites  by 
the  wearing  of  suitable  clothing,  and  by  promptly 
picking  off  ticks  which  may  have  attached  them- 
selves to  the  body. 

Washington  County 

The  annual  meeting  of  the  Washington 
County  Medical  Society  will  be  held  on  October 
3,  with  election  of  officers  and  new  members. 
The  scientific  program  will  include : Vice-Presi- 

dent’s Address,  by  Dr.  V.  K.  Irvine,  of  Granville; 
“Some  Economic  Problems  of  Modern  Medicine,” 
by  Dr.  Homer  L.  Nelms,  of  Albany;  and  an  ad- 
dress by  Dr.  James  F.  Rooney,  of  Albany. 

- — Reported  by  D.  M.  Vickers,  M.D.,  Secretary. 

Westchester  County 

Mount  Vernon  is  soon  to  have  a city  labora- 
tory. 

Westchester  County  Medical  Society  meets  at 
New  York  Hospital,  Westchester  Division, 
White  Plains,  on  Tuesday  evening,  October  17, 
1939.  The  speaker  will  be  Dr.  George  Draper, 
of  New  York  City. 


POSTGRADUATE  COURSE— MONROE  COUNTY  MEDICAL  SOCIETY 


Dr.  Thomas  P.  Farmer,  of  Syracuse,  chairman 
of  the  Council  Committee  on  Public  Health  and 
Education,  has  arranged  the  following  course  for 
the  Monroe  County  Medical  Society,  to  be  given 
at  the  Rochester  Academy  of  Medicine,  Roches- 
ter, New  York,  at  4 : 30  p.m. 

October  2 — “Nephritis” — Dr.  John  D.  Lyttle, 
The  Babies  Hospital,  Broadway  and  167th  St., 
New  York  City. 

October  9 — “New  Factors  Which  Tend  to 
Reduce  Maternal  Mortality” — Dr.  Ferdinand  J. 


Schoeneck,  713  East  Genesee  Street,  Syracuse 
New  York. 

October  16 — “Gallbladder  Disease” — Dr. 

John  F.  Erdmann,  122  East  70th  Street,  New 
York  City. 

October  23 — Title  has  not  been  announced 
yet. — Dr.  John  J.  Morton,  Jr.,  Strong  Memorial 
Hospital,  Rochester,  New  York. 

October  30 — “A  General  Consideration  of 
Anemia,  both  Primary  and  Secondary” — Dr. 
Kenneth  R.  McAlpin,  Presbyterian  Hospital, 
New  York  City. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Bennett  S.  Beach 

77 

P.  & S.,  N.  Y. 

September  13 

Manhattan 

Joseph  A.  Brady 

61 

L.  I.  C.  Hosp. 

August  26 

Manhattan 

William  M.  Brown 

71 

N.  Y.  U. 

July  25 

Rochester 

George  F.  Goodfellow 

49 

Queen’s  Canada 

June  2 

Saratoga  Springs 

Max  Halle 

66 

Berlin 

September  5 * 

Manhattan 

Clarke  E.  Hinman 

80 

N.  Y.  Horn. 

August  27 

Syracuse 

Thomas  Manning 

75 

Bell. 

September  5 

New  Rochelle 

Joseph  L.  Morrissey 

47 

L.  I.  C.  Hosp. 

September  12 

Elmhurst 

Leo  T.  Perrault 

55 

Jefferson 

August  25 

Manhattan 

William  M.  Richards 

66 

Bell. 

September  11 

Manhattan 

Frank  J.  Sherman 

80 

Vermont 

August  25 

Ballston  Spa 

M.  Jean  Wilson 

78 

Buffalo 

May  26 

Warsaw 

Hospital  News 


The  Hospital  and  Graduate  Medical  Education 


Everyone  recognizes  that  the  internship  is 
a vital  part  of  the  young  physician’s 
education,  to  give  him  practical  experience  and 
responsibility  sufficient  to  equip  him  for  the 
practice  of  medicine.  Indeed,  the  opinion  is 
growing  that  “the  intern  period  should  become 
a part  of  the  medical  course  proper,  and  that 
supervision  and  direction  of  the  hospital  training 
should  be  a joint  responsibility  of  the  medical 
schools  and  those  hospitals  which  provide  or  can 
arrange  a satisfactory  educational  experience.” 
So  writes  Dr.  Willard  C.  Rappleye,  President 
of  the  Association  of  American  Medical  Colleges, 
in  Hospitals  (Chicago),  official  organ  of  the 
American  Hospital  Association.  “Yet,”  he 
adds,  “probably  the  internship  is  the  most  de- 
fective segment  of  medical  education  at  present, 
and  it  will  have  to  be  corrected  in  many  hos- 
pitals before  any  satisfactory  program  of  gradu- 
ate training  can  be  instituted.” 

All  Must  Work  Together 

Dr.  Rappleye  declares  that  the  answer  to  this 
vital  phase  of  medical  education  is  a cooperative 
program  of  the  medical  schools,  state  licensing 
boards,  and  those  hospitals  which  can  provide 
an  adequate  educational  experience  in  the 
internship.  This  will  require  an  intimate  co- 
operation of  hospitals  and  medical  schools  in 
each  region,  with  united  action  on  such  matters 
as  intern  selection  and  instruction  and  the  co- 
ordination of  the  hospital  period  with  the 
clinical  clerkships  of  the  medical  course.  It  will 
also  necessitate  nationwide  provision  for  intern 
placement  outside  of  the  local  areas.  Such  a pro- 
gram will  result  in  significant  changes  in  school  as 
well  as  in  hospital  procedures,  and  should  be 
kept  flexible  to  meet  variations  in  facilities  of 
individual  hospitals  and  the  needs  of  different 
groups  of  students.  The  emphasis  should  be  on 
standards  rather  than  standardization. 

The  intern  period  should  be  focussed  on  the 
principles  of  internal  medicine,  pediatrics,  and 
nonoperative  surgery,  which  now  constitute  the 
major  emphasis  of  the  medical  course,  leaving 
advanced  training  in  the  specialties  to  the  gradu- 
ate field.  This  conception  of  the  internship  and 
its  articulation  with  the  undergraduate  course  as 
a fifth  year  will  require  extensive  modification  of 
the  internship  in  many  hospitals  and  affiliations 
with  medical  schools  by  those  hospitals  which  are 
not  now  closely  associated.  The  plan  would  re- 
quire the  cooperation  of  the  state  medical  boards, 
particularly  those  which  have  established  rigid 
regulations  of  the  intern  period. 

Training  Specialists 

The  training  of  a sufficient  number  of  special- 
ists to  meet  the  needs  of  the  country  according  to 
the  standards  of  the  American  boards  and  the 
Advisory  Board  for  Medical  Specialties  can  be 
accomplished  only  by  modifications  in  existing 
intern  services  and  the  development  of  new  facili- 
ties and  opportunities  in  the  hospitals. 

There  is  substantial  agreement  among  all 
groups  of  specialists  on  the  standards  of  training 


to  be  enforced  after  1942.  Increasing  pressure 
will  be  brought  to  bear  on  the  hospitals  by  the 
numerous  professional  organizations  to  provide 
facilities,  instruction,  and  opportunities  for  such 
training. 

Experience  has  shown  that  a program  of 
graduate  teaching  tends  to  improve  the  quality 
of  medical  care  in  the  hospital.  The  stimulus  of 
teaching  activities,  the  encouragement  of  re- 
search, the  increased  interest  in  staff  conferences, 
the  fuller  development  and  use  of  the  library, 
laboratories,  x-ray  and  clinical  facilities  for  in- 
struction, the  increase  in  the  opportunities  for 
younger  members  of  the  staff  to  participate  in 
teaching,  the  presence  on  the  house  staff  of  ma- 
ture graduate  students  who  have  had  previous 
hospital  experience,  the  improvement  of  patients’ 
records,  and  of  the  nursing,  dietetic  and  other 
services,  and  the  attraction  of  superior  graduates 
from  the  best  medical  schools — all  these  con- 
tribute considerably  to  elevate  the  professional 
care  of  patients. 

Satisfactory  plans  of  graduate  teaching  can  be 
carried  out,  however,  only  in  those  institutions  in 
which  the  hospital  services  are  properly  organ- 
ized, the  staff  is  competent  to  provide  real  in- 
struction and  is  willing  to  organize  itself  to 
take  the  responsibility  for  teaching,  and  where 
the  hospital  administration  encourages  in- 
struction. 

The  program  should  include  close  cooperation 
of  the  hospitals  and  medical  schools  to  provide 
preparation  in  the  medical  sciences  related  to  the 
specialties,  as  well  as  adequate  supervised  clinical 
training.  Development  of  a sound  national  pro- 
gram will  require  common  study  and  action  by 
the  hospitals,  medical  schools,  licensing  bodies, 
and  the  various  organizations  of  specialists. 

Central  Body  Has  Been  Formed 

Clearly,  a central  unifying  agency  is  demanded, 
and  in  response  to  the  obvious  situation,  thirteen 
national  organizations  representing  the  hospitals, 
universities,  college  medical  schools,  licensing 
agencies,  public  health  and  specialty  groups  have 
created  the  Advisory  Council  on  Medical  Educa- 
tion, the  first  central  representative  body  in  the 
United  States  dealing  with  medical  education. 

The  Advisory  Council  will  have  no  administra- 
tive functions.  Its  purpose  is  to  help  coordinate 
the  efforts  of  existing  agencies  relative  to  studies, 
standards,  and  educational  procedures,  particu- 
larly in  those  areas  that  overlap  several  organi- 
zations. The  success  of  the  Council  will  depend 
upon  the  support  given  by  each  member  organiza- 
tion and  the  willingness  of  members  to  cooperate 
with  other  groups  in  common  problems. 

Graduate  medical  education  is  rapidly  becom- 
ing an  essential  feature  of  proper  medical  care, 
with  all  the  broad  public  responsibilities  which 
that  implies.  The  hospital  holds  the  key  posi- 
tion in  any  program  designed  to  meet  the  prob- 
lem successfully,  Dr.  Rappleye  declares.  It  can 
meet  its  obligations,  however,  only  with  the  full 
and  sympathetic  support  of  the  educational, 
licensing,  and  professional  organizations.  The 
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Advisory  Council  intends  to  provide  that  type  of 
support.  The  hospitals  are  essential  units  in 
modern  medical  practice  and  education.  In 
collaboration  with  other  professional  and  edu- 


cational bodies  they  have  a unique  opportunity 
for  leadership  in  graduate  medical  education  and 
in  shaping  public  policies  relative  to  the  medical 
care  of  the  entire  population  of  the  country. 


Socialized  Hospitals — a Threat 


A former  president  of  the  Colorado  Hospital 
Association,  Dr.  Herbert  A.  Black,  of 
Pueblo,  is  so  aroused  by  the  danger  of  the 
socialization  of  American  hospitals  that  he  came 
before  the  Association  at  its  last  meeting  with  a 
forcible  and  colorful  paper  bearing  the  above 
title. 

“Friends,  associates,  and  co-workers  in  the 
hospital  field,”  he  asked,  “where  today  are  we 
headed?”  “I  speak  not  as  a theorist  or  a 
dreamer,”  he  added,  “but  merely  as  one  who  has 
enjoyed  many  years  of  actual  experience  in 
dealing  with  the  practice  of  medicine  and  the 
management  of  hospitals,  and  who  now  views 
with  concern  certain  existing  conditions.” 

Whence  Cometh  the  Call? 

“Whence  cometh  this  call  for  a fundamentally 
radical  change  in  this  humanitarian  service?” 
asks  Dr.  Black.  It  comes  chiefly,  he  replies, 
from  a coterie  comprised  of  out-and-out  poli- 
ticians and  misguided  though  sincere  social  con- 
scious persons  who  used  a survey  that  didn’t 
survey,  and  a National  Health  Program  emanat- 
ing from  a self -sponsored  and  self  serving 
conference  that  didn’t  confer.  It  is  charitable 
to  say  that  the  conference  referred  to  and  styled 
the  National  Health  Conference  was  conceived 
in  misguided  enthusiasm,  born  under  amateurish 
care,  and  wet-nursed  by  robots.  Though  not  as 
useful,  that  particular  gathering  which  met  in 
Washington  in  July,  1938,  may  in  other  respects 
be  likened  to  the  Mississippi  mule,  since  it  was 
born  without  pride  of  ancestry  or  hope  of  pos- 
terity. 

However,  for  ways  that  are  dark  and  tricks 
that  are  vain,  Bret  Harte’s  Chinaman  was  a 
piker  in  the  kindergarten  grade  when  compared 
to  the  devotees  of  the  political  pork  barrel, — 
alas,  we  know  them  well ! 

We  are  told  there  must  be  more  hospital 


facilities.  Why?  Because  that  surveyorless 
“survey”  found  many  counties  in  the  United 
States  without  hospitals.  Since  it’s  nicer  to 
say  “stupid”  rather  than  to  use  the  word 
“asinine,”  gladly  again  are  we  charitable  and 
say  that  in  this  respect  the  reported  survey  was 
just  stupid.  Here  in  Colorado  there  are  counties 
without  hospitals — the  majority  of  whose  in- 
habitants live  nearer  to  excellent  hospitals  in 
adjacent  counties  than  do  many  persons  resident 
in  those  counties  supplied  with  creditable  hos- 
pital facilities.  I am  reliably  informed  that 
comparable  conditions  exist  rather  generally 
throughout  the  United  States.  True,  the  build- 
ing of  thousands  of  small  hospitals  throughout 
the  country  would  for  a time  supply  work  for 
the  unemployed,  but,  more  important,  it  would 
supply  another  governmental  bureau  which,  if 
functioning  true  to  form,  would  be  staffed  by 
political  henchmen. 

Challenge  Misguided  Zealots 

Not  for  the  voluntary  hospitals  alone,  but  for 
the  physical,  moral,  and  spiritual  rights  of  hu- 
manity, should  we  realize  the  threat  of  socialized 
hospitals  and  be  alive  to  challenge  these  mis- 
guided zealots,  declares  Dr.  Black.  As  a tiny 
insect  can  eat  away  the  pillars  of  a stately  temple, 
so  may  certain  unholy  influences  destroy  an 
empire. 

Harmony  is  more  to  be  sought  than  discord, 
and  peace  more  desirable  than  war,  but  if 
harmony  and  peace  are  denied  us,  and  in  the 
pride  of  power  there  be  those  clothed  in  a little 
brief  authority  who  seek  to  impose  unjustly  their 
will  upon  us,  then  we  must  fight  and  employ 
every  weapon  at  our  command. 

“Lord,  God  of  Hosts 
Be  with  us  yet 
Lest  we  forget 
Lest  we  forget.” 


If  War  Should  Come  to  America 


This  tragic  possibility  is  of  course  in  every 
mind,  and  while  we  all  hope  it  may  not  be 
realized,  the  danger  cannot  be  denied,  and,  says 
the  editor  of  Hospitals  (Chicago),  “the  executives 
of  our  hospitals  should  give  sober  thought  to 
every  distressing  eventuality  and  the  honorable 
and  useful  service  which  our  hospitals  and  then- 
staffs  may  render.” 

The  position  of  our  hospitals  is  much  better 
today  than  at  the  beginning  of  the  World  War, 
he  adds.  Hospitals  will  not  be  commandeered, 
bought,  or  taken  over  by  the  Government  as 
they  were  in  those  troublous  days.  The  General 
Staff  will  have  at  their  disposal,  adequately 
staffed  and  ready  for  wartime  service,  more  than 
one  hundred  well-equipped  Army,  Navy,  and 
public  health  service  hospitals,  and  veterans’ 
facilities. 


The  reserve  medical  organizations  have  been 
organized  for  general,  base,  or  field  hospital 
service,  and  can  be  placed  in  the  field  almost 
immediately  and  without  greatly  disturbing  the 
staffs  of  our  voluntary  hospitals  or  our  tax- 
supported  hospitals,  other  than  institutions  under 
control  of  Federal  Government  departments. 

But  even  if  war  does  not  come  to  America,  the 
burdens  of  our  hospitals  will  be  increased.  The 
civil  population  of  Europe  will  suffer  severely. 
Innocent  children  and  men  and  women  will  be 
mangled  and  wounded,  and  in  humanity’s  com- 
mon cause  our  hospitals  will  be  asked  to  take 
care  of  these  innocents,  if,  as  is  more  than 
probable,  the  hospitals  of  Europe  cannot  care 
for  them.  Our  Red  Cross  and  our  philanthropic 
organizations  will  help  to  heal  the  wounds  that 
war  will  create  and  will  help  to  restore  the  un- 
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fortunates  to  health  and  a useful  life,  as  far  as 
medical  skill  and  good  hospital  care  can. 

Our  Association,  the  Catholic  and  Protestant 
Hospital  Associations,  and  the  Canadian  Hospital 


Council  should  unite  in  developing  a program 
which  all  our  hospitals  may  adopt  to  help  a 
stricken  world,  when  the  world  and  its  peoples 
will  need  help  most. 


Hospitals  Legally 'Required  to  Warn  Nurses  of  Communicable  Diseases 


One  of  the  greatest  dangers  that  confronts  a 
nurse  is  the  possibility  of  contracting  some 
contagious  disease  from  a patient.  She  may 
comply  with  all  ordinary  rules  of  hygiene,  yet 
the  virulence  of  some  diseases  leaps  all  barriers 
and  precautions.  Indeed,  it  is  inevitable  that  a 
certain  small  proportion  of  nurses  will  fall  ill 
and  some  may  even  die  or  suffer  for  a long  time 
from  the  ravages  and  effects  of  the  illness. 

What,  then,  is  the  legal  responsibility  of  the 
hospital  and  the  doctor  in  such  a case? 

A member  of  the  Chicago  bar,  Mr.  I.  H. 
Rubenstein,  answers  this  important  question  in 
Hospital  Management  (Chicago).  He  first  cites 
the  leading  case  of  Hewett  v.  Women’s  Hospital 
Association,  where  the  plaintiff,  a student  nurse 
in  the  defendant  hospital,  attended  a diphtheria 
case  and  was  not  told  of  the  nature  of  the 
disease  until  she  had  contracted  it.  The  nurse 
sued  both  the  hospital  and  the  physician,  and 
obtained  judgment  solely  against  the  hospital. 

In  a later  case,  in  Minnesota,  Towne  v.  St. 
Luke’s  Hospital,  a nurse  fell  ill  and  a student 
nurse  was  sent  to  take  care  of  her.  Four  days 
later,  the  nurse  was  found  to  have  scarlet  fever. 
The  patient  was  immediately  isolated,  and 
plaintiff  was  not  permitted  to  enter  the  patient’s 
room  again.  Shortly  thereafter,  plaintiff  be- 
came ill  with  the  disease.  In  an  action  for 
damages,  the  hospital  was  held  not  liable  for  the 
plaintiff’s  illness. 

The  difference  between  the  Towne  case  and 
the  Hewett  case  is  that  in  the  Towne  case,  says 
Mr.  Rubenstein,  the  hospital  authorities,  as 
soon  as  they  had  knowledge  of  the  patient’s 
disease,  acted  with  due  diligence  by  giving  the 


attending  student  nurse  prompt  notice  that  the 
patient  was  afflicted  with  such  a disease  and  also 
by  immediately  removing  her  from  the  patient’s 
room.  By  such  prompt  notice  and  removal,  the 
hospital  authorities  fulfilled  the  obligation  which 
the  hospital  owed  to  the  student  nurse  to  pre- 
serve and  protect  her  health. 

In  recapitulation,  it  may  be  stated  that  the 
law  requires  that  where  a patient  in  a hospital 
is  ill  with  an  infectious  or  contagious  disease,  the 
hospital  authorities  are  under  a duty,  just  as 
soon  as  they  have  knowledge  of  the  disease  of 
the  patient,  to  advise  and  warn  the  attending 
student  nurse  of  this  fact  and  also  to  remove  her 
immediately  from  the  patient's  room.  Failure 
on  the  part  of  the  hospital  authorities  to  do  both 
of  these  things  makes  the  hospital  liable  to  the 
student  nurse. 

Under  the  same  circumstances,  we  are  told,  the 
hospital’s  duty  to  a registered  nurse  is  merely  to 
give  her  immediate  notice  and  warning  of  the 
existence,  nature,  and  danger  of  the  disease.  The 
law  is  the  same  whether  the  registered  nurse  is 
an  employee  of  the  hospital  or  is  engaged  by  the 
hospital  on  a special  case,  and  whether  the 
hospital  is  a charitable  institution  or  one  con- 
ducted for  profit. 

A registered  nurse  may  not  only  have  a cause 
of  action  against  a hospital  but  also  against  a 
physician,  a patient,  or  even  the  latter’s  relatives 
or  friends,  depending  upon  who  engaged  her 
and  provided  that  the  facts  and  circumstances 
are  such  that  the  party  in  question  has  knowledge 
of  the  fact  that  the  patient  is  ill  with  an  infectious 
or  contagious  disease  and  keeps  the  nurse  in 
ignorance  by  failing  to  advise  and  warn  her  of 
this  fact. 


Newsy  Notes 


More  than  six  hundred  people  visited  the  new 
hospital  at  Romulus  on  its  opening  day,  Sunday, 
Aug.  13.  It  is  under  the  direction  of  Dr.  Floyd 
W.  Hoffman,  who  has  made  extensive  alterations 
and  added  a new  wing.  In  a recent  inspection 
it  received  from  the  State  Department  an  “A” 
rating  in  its  class.  It  will  be  an  open-staff  insti- 
tution, and  its  facilities  will  be  available  to  any 
licensed  physician.  It  has  13  beds  and  4 bas- 
sinets. 


The  Pilgrim  State  Hospital  at  Brentwood, 
which  has  a larger  employee-patient  population 


than  Bay  Shore  and  Brightwaters  combined,  has 
applied  to  Washington  for  a post  office  of  its  own. 

The  total  population  at  the  hospital  is  10,500 
and  this  will  be  augmented  by  another  1,000 
when  the  new  group  of  buildings  is  completed 
next  summer.  It  is  a village  within  itself. 


Mrs.  Floyd  V.  Walters,  former  head  of  the 
Johnstown  Hospital,  plans  to  open  a hospital  in 
Cobleskill.  The  new  institution  will  be  known 
as  the  Cobleskill  Community  Hospital. 
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At  the  Helm 

These  hospital  officials  have  been  chosen: 


Dr.  Cornelius  P.  Rhoads,  to  be  director  of  the 
new  Memorial  Hospital  in  New  York  City. 

Mrs.  Eva  B.  Berry,  to  be  superintendent  of 
the  Batavia  Hospital. 

Dr.  E.  L.  Harmon,  to  be  director  of  Grass- 
lands Hospital. 


John  G.  Barry,  to  be  chairman  of  the  board  of 
managers,  and  Chester  H.  Lang  to  be  president 
of  the  Hospital  Association  of  the  city  of  Sche- 
nectady, both  re-elected. 

Philip  E.  Good,  to  be  president  of  the  Mahopac 
Emergency  Hospital. 


COLORED  DOCTORS  OPPOSE  WAGNER  BILL 


Official  disapproval  of  the  Wagner  Health  Bill 
because  it  fails  to  provide  safeguards  against  dis- 
crimination in  either  its  administrational  setup  or 
operation,  was  expressed  by  the  National  Medi- 
cal Association  at  its  forty-fifth  annual  conven- 
tion in  New  York  City  in  August.  While  it 
agrees  with  the  professed  objectives  of  the  Wag- 
ner Bill,  it  finds  so  many  serious  faults  in  the 
methods  invoked  to  achieve  them  that  it  believes 
it  best  to  reject  the  proposed  statute  in  its  en- 
tirety and  set  out  afresh  to  formulate  a better 
law. 

Among  the  reasons  for  the  N.M.A.’s  refusal  to 
endorse  the  Wagner  Bill  is  the  latter’s  failure  to 
provide  suitable  coordination  of  national  health 
activities  or  to  set  any  limits  on  expenditures 
after  1940.  Moreover,  it  does  not  establish 
reliable  safeguards  against  the  political  selection 
of  personnel. 

From  the  professional  viewpoint,  the  N.M.A. 
finds  that  the  Wagner  Bill  does  not  conserve  the 
doctor-patient  relationship  or  call  for  medical 
participation  in  medical  planning. 

Sociologically  also  the  Wagner  Bill  has  serious 
flaws  in  the  eyes  of  the  N.M.A.  Although  it  pro- 
fesses to  remedy  a prevalent  need,  it  does  not 
make  this  need  the  criterion  of  Federal  aid. 
Under  the  proposed  system  of  grants.  Federal 


money  would  be  given  to  wealthy  states,  able  to 
match  the  Federal  contribution,  even  though 
those  states  were  in  no  need  of  outside  assistance. 
On  the  other  hand,  the  poorer  states,  where  need 
is  greatest,  would  receive  no  Federal  aid  if  they 
were  unable  to  pay  their  share. 

The  National  Medical  Association  emphasizes 
another  point  of  importance  to  religious  and 
racial  minorities.  The  Wagner  Bill  turns  over 
the  administration  of  Federal  funds  to  local 
authorities  without  provision  against  religious  or 
racial  discrimination.  The  demand  for  such 
safeguards  cannot  bedimissed  as  supererogativein 
the  face  of  the  strong  prejudices  current  in  some 
sections  of  the  country. 

The  attitude  of  the  N.M.A.  toward  a national 
health  program  cannot  be  construed  as  negative, 
observes  the  New  York  Medical  Week.  It  favors 
such  a program,  but  one  which  coordinates  all 
national  health  activities  in  a Federal  Depart- 
ment of  Health  headed  by  a physician,  which 
allows  the  public  complete  personal  freedom  in 
the  choice  of  physicians  and  dentists  and  which 
protects  against  political,  religious,  or  racial  dis- 
crimination. In  these  conditions  it  is  joined  not 
merely  by  the  rest  of  the  medical  profession  but 
by  responsible  lay  opinion  throughout  the  coun- 
try. 


POSTGRADUATE  COURSE  ON  ORGANIC  NEUROLOGY 


This  course,  arranged  and  given  by  Wardner 
D.  Ayer,  M.D.,  608  East  Genesee  Street,  Syra- 
cuse, through  the  Council  Committee  on  Public 
Health  and  Education,  State  Medical  Society, 
is  for  the  Schoharie  County  Medical  Society 
(Library,  Cobleskill,  2:30  p.m.)  and  the  Mont- 
gomery County  Medical  Society  (Elks  Club, 
Amsterdam,  8:30  p.m.). 

The  Brain  and  Spinal  Cord  (given  September 
26) 

Reorientation  by  actual  brain  sectioning  with 
one  specimen  to  each  two  men;  by  lantern 
slides  and  photostat  diagrams. 

Oct.  3 (a)  The  Neurological  Examination 
Simple  examination  forms 
(i b ) The  Lumbar  Puncture  and  Ex- 
amination of  Spinal  Fluid 
Oct.  10  Acute  Infectious  Processes 

Meningitis,  encephalitis,  polio- 
myelitis, and  myelitis 

Oct.  17  Cerebral  Hemorrhage  and  Throm- 
bosis 


The  Circle  of  Willis  and  its  branches 
Cerebral  Trauma 
Cerebrospinal  Syphilis 
Parkinson’s  Disease 

Extrapyramidal  tract  lesions. 

Oct.  24  Brain  Tumor — Brain  Abscess — Epi- 
lepsy 

Oct.  31  Spastic  Paraplegia  and  Diseases  of 
the  Spinal  Cord 

Review  of  tracts;  the  cord  tumor; 
traumatic  lesions;  disseminated 
sclerosis;  cord  changes  with  anemia 
and  deficiency  states. 

Peripheral  Neuritis 
Pathology  of  the  Intravertebral 
Disk 

Each  lecture  will  be  supplemented  by  compre- 
hensive lantern  slides,  mimeograph  outline 
sheets,  photostat  diagrams,  and,  if  occasion 
offers,  by  actual  case  analyses. 


Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Poliomyelitis  1939 


At  the  time  of  writing,  poliomyelitis  in  epi- 
. demic  form  has  visited  this  state  in  Buffalo 
and  Batavia.  Buffalo’s  recent  history  in  regard 
to  this  disease  has  been  somewhat  remarkable. 
They  had  a big  epidemic  in  1912,  then  saw  little 
or  nothing  of  the  disease  until  1926,  when  there 
were  approximately  140  caSes;  there  was  again 
an  unusual  prevalence  in  1929,  which  was  fol- 
lowed by  ten  years  of  relative  freedom  from  this 
disease.  Now  they  have  about  100  cases 
(September  6),  the  epidemic  having  originated 
definitely  in  a small  geographic  focus  in  the 
neighborhood  of  the  city  hall  and  spread  fanwise 
into  the  city. 

Batavia  with  only  one  quarter  the  number  of 
cases  reported  from  Buffalo  is  a much  smaller 
community  and  is  really  much  more  severely  hit. 
At  this  time  calculations  show  the  attack  rate  in 
Batavia  to  be  ten  times  that  in  Buffalo. 

As  usual,  the  first  reported  cases  were  nearly 
all  paralyzed.  As  the  epidemic  has  progressed, 
milder  cases  are  recognized  and  at  the  present 


time  approximately  60  per  cent  of  the  reported 
cases  have  paralysis.  In  the  use  of  comparative 
statistics  epidemiologists  prefer  to  compare  the 
numbers  of  cases  with  definite  paralysis  and  must 
always,  therefore,  ascertain  with  care  whether  or 
not  paralysis  is  present  in  each  case.  Two  epi- 
demiologists from  this  department  are  at  present 
assigned  for  special  duty  in  the  Buffalo  district. 
Their  work  can  be  fairly  classified  as  research, 
for  our  ignorance  of  the  epidemiology  of  this 
disease  is  still  great.  Every  possible  method  of 
distribution  of  the  virus  is  considered  worthy  of 
investigation.  The  Division  of  Laboratories  and 
Research  is,  of  course,  actively  cooperating  by 
searching  for  the  virus. 

The  Division  of  Orthopedics  is  also  lending  its 
help  in  the  Buffalo  district.  Its  staff  can  col- 
laborate with  some  confidence;  for  the  great 
importance  of  complete  muscular  rest  in  the 
acute  stage  is  well  recognized  and  the  orthopedic 
surgeons  do  know  how  to  support  disabled  limbs 
for  the  prevention  of  subsequent  contracture. 


Argument  for  Breast  Feeding 


The  following  argument  is  taken  verbatim 
from  the  chapter  on  “Empathy”  in  a book  by 
Fabius  Zachary  Snoop,  charmingly  entitled, 
From  the  Monotr ernes  to  the  Madonna1’. 

“All  the  time  that  the  infant  is  suckling  it  can 
hear  the  regular  throb,  the  systole  and  diastole  of 
the  heart’s  rhythm,  and  the  slower  heave  and  flow 
of  the  mother’s  breathing. . . . 

“Certain  sounds  will  always  be  beautiful. 
The  rhythm  of  heart  beat  has  danced  its  way  into 
poetry.  The  gentle  murmur  of  the  breathing 
breast  has  crooned  its  song  into  music.  All  the 
joy  of  dancing  and  poetry  and  music  were  learnt 
during  lactation. 

“The  reaction  against  mawkishness  in  art  is 
usually  healthy  if  it  is  not  overdone.  But  when 
poetry  does  not  scan,  when  cubism  dominates  the 
world  of  art,  when  music  becomes  syncopated 

1 Argus  Books,  Chicago,  Illinois. 


cacophony,  I wonder  if  these  manifestations  are 
inevitable  in  a generation  whose  mothers,  con- 
sidered it  vulgar  to  nurse  their  babies.” 

It  seems  ungracious  to  attack  even  one  part  of 
such  a pretty  theory,  but  I have  to  confess  some 
doubts  as  to  its  validity  as  an  explanation  of 
syncopation  in  music;  for  it  is  hard  to  conceive  of 
syncopation  without  rhythm.  May  I offer  to 
Mr.  Snoop,  albeit  not  too  seriously,  an  alterna- 
tive hypothesis:  The  generation  of  jazz  follows 

closely  upon  the  adoption  by  mothers  of  the 
cigarette  habit.  Can  it  be  that  maternal  extra- 
systoles are  responsible? 

And  who,  by  the  way,  is  Mr.  Snoop?  Presum- 
ably he  is  a Fellow  of  the  Zoological  Society  of 
Great  Britain.  It  is  probable  that  he  lives  in 
Liverpool.  Is  there  a reader  who  can  unmask 
him? 


Unreported  Immunizations 


Dr.  S.  J.  Gormley,  the  Deputy  Commissioner 
of  Health  of  the  city  of  Albany,  has  carried 
out  an  interesting  investigation  of  the  diphtheria 
immunization  status  of  babies  born  in  that  city 
in  the  period  July  1-December  31,  1938.  The 
parents  of  729  of  these  babies  were  questioned. 
Immunization  was  claimed  on  behalf  of  277. 
No  less  than  220  of  these  were  said  to  have  been 
immunized  by  private  physicians,  but  the  records 


of  the  Department  showed  that  only  54  of  the  220 
immunizations  had  been  reported.  This  has  led 
to  consultation  with  the  local  physicians,  many  of 
whom  had  not  known  that  such  reports  were 
desired;  as  a result,  a large  number  of  new  re- 
ports for  all  age  groups  are  being  received.  It 
may  be  that  if  the  whole  truth  were  known,  our 
population  is  better  immunized  than  we  have 
supposed. 
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Medicolegal 

Lorenz  J.  Brosnan 

Counsel,  Medical  Society  of  the  State  of  New  York 


Death  Action — Measure  of  Damages 


Avery  interesting  case  was  decided  by  the 
Court  of  Claims  in  this  state  a short  time 
ago  involving  the  amount  recoverable  as  damages 
for  the  death  of  a patient  in  a hospital  for  the 
insane.  * 

The  administratrix  instituted  the  proceeding 
against  the  State  to  recover  damages  for  the  death 
of  the  decedent  caused  allegedly  by  reason  of 
the  negligence  of  the  State. 

It  seems  that  the  deceased  was  admitted  to 
a state  hospital  on  September  11,  1937,  suffering 
from  syphilis  meningoencephalitis,  described  as 
being  synonymous  with  general  paresis,  and  hav- 
ing symptoms  of  dementia  praecox  of  the  para- 
noid type.  When  on  December  24  of  the  same 
year  he  attacked  and  injured  a hospital  attend- 
ant, he  was  confined  in  what  was  called  the 
“disturbed  ward,”  and  there  placed  in  a protec- 
tive sheet  to  prevent  further  violence.  In  the 
next  few  days  he  became  morose  and  his  state  of 
mind  became  more  agitated.  On  December  29, 
he  was  observed  as  being  restless  throughout  the 
day.  That  night  he  went  to  bed  in  a dormitory 
that  was  provided  for  forty-eight  patients  of 
like  classification.  These  patients,  with  ten  or 
twelve  others  located  in  adjoining  rooms,  were 
cared  for  by  but  two  attendants  from  late  at 
night  until  morning.  It  appears  from  the  testi- 
mony upon  the  trial  that  for  a period  of  an  hour 
and  a quarter  these  two  attendants  were  engaged 
in  changing  sheets  in  the  said  rooms  adjoining 
that  occupied  by  deceased.  During  that  period 
no  one  was  watching  over  the  forty-eight  pa- 
tients in  the  dormitory,  the  two  attendants  in 
the  adjoining  rooms  being  unable  to  observe 
what  went  on  in  the  dormitory.  When  one  of 
the  attendants  went  in  the  dormitory  at  the  end 
of  that  time,  the  deceased  was  found  hanging 
with  a bed  sheet  around  his  neck  from  a steel 
rod  affixed  to  a door.  He  died  as  a result  of  stran- 
gulation. 

There  was  also  proof  of  tendencies  for  self- 
destruction;  that  the  inmate  had  been  particu- 
larly restless  within  a few  hours  of  his  death 
and  that  his  general  mental  condition  was  known, 
not  only  to  the  dormitory  attendants,  but  also  to 
the  hospital  authorities. 

The  claimant  produced  a Dr.  H.,  who,  without 
having  examined  the  deceased,  testified  that 
“with  modern  forms  of  treatment  and  treatment 
begun  early”  50  per  cent  of  patients  having  a con- 
dition such  as  deceased  had  would  recover,  25 
per  cent  would  partially  recover,  and  25  per  cent 
would  never  recover. 

A number  of  the  staff  of  physicians  associated 
with  the  staff  of  the  hospital,  who  had  examined 
him  there,  testified,  on  the  contrary,  that  de- 
ceased had  no  chance  to  recover.  The  Court 
summarized  the  testimony  of  one  of  such  experts 
as  to  the  effect  that  "the  decedent’s  condition 
was  marked  and  that  he  was  progressively  de- 
teriorating ; that  he  had  a 4 plus  spinal  fluid  and 

* Dimitroff  v.  State,  171  Misc.  635. 


a paretic  colloidal  gold  curve  and  a paretic  col- 
loidal mastic  curve  and  that  those  curves  were 
of  the  strongest  type  seen  in  paresis  ....  that  a 
deteriorating  type  of  syphilis  of  the  brain  does 
not  recover  because  there  is  organic  change  in 
the  brain,  the  brain  is  destroyed  and  brain  tissue 
that  is  destroyed  does  not  recover — ‘deteriora- 
tion connotes  finality.’  ” Another  such  physi- 
cian characterized  him  as  “beyond  a shadow  of 
a doubt”  a patient  who  was  “incorrigible”  and 
who  “would  never  recover  sufficiently  to  be  al- 
lowed outside  the  hospital.” 

The  Court  ruled  that  under  the  circumstances 
of  the  case  the  State  was  careless  and  negligent 
in  not  providing  proper  supervision  for  the 
inmates  of  the  dormitory,  and  that  the  claimant 
was  entitled  to  damages.  The  Court  then  pro- 
ceeded to  the  consideration  of  the  complex  prob- 
lem of  the  assessment  of  damages,  and  finally 
concluded  that  the  only  recoverable  damages 
were  the  reasonable  funeral  expenses. 

In  the  opinion  so  determining  the  amount  of 
the  recovery,  the  Court  quoted  as  a guide  from 
an  earlier  case  as  follows : 

“The  main  elements  to  be  considered  are  the 
age  of  the  decedent,  his  health,  habits,  qualities, 
expectation  in  life,  earning  ability,  income,  the 
prospect  of  increase  of  income,  the  number,  age, 
sex,  situation  and  condition  of  those  dependent 
on  him  for  support,  and  his  disposition  to  sup- 
port them  well  or  otherwise,  and  the  like.  Noth- 
ing can  be  allowed  for  sentiment,  for  grief,  or  for 
suffering,  even  when  death  was  not  immediate, 
but  the  precise  question  is  what  were  the  probable 
chances  of  pecuniary  benefit  from  the  continuance  in 
life  of  the  decedent  worth  under  all  circumstances ?” 
It  was  determined  from  the  testimony  concern- 
ing the  deceased’s  health  that  the  condition  of 
deceased  was  incurable.  With  reference  to  the 
testimony  the  Court  said: 

“The  testimony  of  the  State’s  medical  wit- 
nesses was  based  on  personal  examinations  and 
personal  contact  with  the  decedent  and  with  his 
hospital  record,  and  is  entitled  to  more  weight 
and  more  favorable  consideration  than  that  of 
the  witness,  Dr.  H.,  who  simply  made  a general 
statement  on  the  question  of  likelihood  of  re- 
covery without  any  personal  knowledge  of  the 
deceased’s  mental  condition.” 

In  reaching  the  conclusion  so  limiting  the 
claimant’s  recovery,  the  Court  said  in  part : 
“What,  under  such  circumstances,  would  be 
the  pecuniary  loss  sustained  herein?  The  de- 
ceased, had  he  lived,  could  make  no  contribution 
of  a pecuniary  nature  to  his  widow  and  child  .... 

“It  is  well  settled  that  recovery  for  damages 
sustained  by  reason  of  one’s  death  must  be  con- 
fined to  the  pecuniary  loss  and  can  only  be 
awarded  on  proof  of  loss  .... 

“The  damages,  if  any,  are  to  be  calculated  on 
a reasonable  expectation  of  pecuniary  benefit 
from  the  continuance  of  the  life  of  the  deceased. . . 
While,  at  best,  the  measure  of  damages  must  be 
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somewhat  indefinite,  it  must  be  confined  and 
limited  to  the  reasonable  expectation  of  the  pecuni- 
ary loss.  Upon  the  record  herein,  there  can  be 
no  reasonable  expectation  that  the  claimant 
suffered  any  pecuniary  loss  by  reason  of  the 
death  of  her  husband. 

“Taking  all  of  the  facts  into  consideration, 
there  is  absolutely  no  proof  that  the  claimant 
has  sustained  any  pecuniary  loss  by  reason  of 


the  death  of  Andrew  Dimitroff,  but,  on  the  con- 
trary, all  of  the  facts  are  strongly  negative  of 
any  reasonable  probability  that  the  demise  of 
the  decedent  herein  was  the  cause  of  any  pecuni- 
ary injury  within  the  terminology  of  the  statute. 
It  follows,  therefore,  that  excepting  for  the 
reasonable  funeral  expenses,  the  claimant  has 
failed  to  sustain  the  burden  of  proof  and  to  prove 
any  recoverable  damage  herein.” 


Claimed  Injury  to  Eyes 


A young  man  consulted  a physician  who 
specialized  in  ear,  nose,  and  throat  work 
with  reference  to  complaints  of  a chronic  ear 
discharge  and  a nasal  obstruction  due  to  a 
deviated  septum.  Treatment  was  rendered  and 
he  was  advised  to  return  for  regular  care.  He 
did  not  return  for  several  months  and  at  that 
time  he  was  also  found  to  have  a vasomotor 
rhinitis.  The  physician  proceeded  to  treat  the 
patient  in  the  usual  way  with  phenol,  placing  an 
applicator  in  the  nose.  As  the  treatment  was 
being  concluded,  the  patient  fainted,  and  the 
doctor’s  nurse  assisted  in  reviving  him  with 
ordinary  smelling  salts.  He  soon  was  able  to 
return  to  his  home.  The  next  day  he  returned 
with  a mild  reddened  condition  of  his  eyes  that 
appeared  to  be  a reaction  to  the  phenol.  Local 
sedatives  were  administered,  and  a prescription 
was  given  him  but  he  never  returned  thereafter 
for  further  treatment. 

Instead,  he  brought  a malpractice  action 
against  the  physician,  making  the  specific  claim 


that  in  reviving  him  from  a fainting  spell,  the 
defendant  had  caused  ammonia  to  be  used  which 
damaged  his  eyes. 

Upon  the  trial,  a physician  was  called  who 
testified  that  he  saw  the  plaintiff  two  days  after 
the  incident  complained  of  and  found  a condition 
of  conjunctivitis,  ulcers  on  both  eyes,  edema, 
and  a grayish  color  of  the  corneas  requiring 
treatment  over  a period  of  months.  The  plain- 
tiff attempted  to  attribute  the  use  of  ammonia 
to  the  defendant  by  testifying  to  an  alleged  ad- 
mission made  by  defendant  in  reprimanding  his 
nurse  for  the  use  of  that  substance  and  getting 
it  in  the  eyes. 

The  defendant  and  his  witnesses  contended 
both  that  ammonia  never  did  get  in  the  eyes, 
and  also  that  the  injuries  claimed  were  a result 
of  the  infection  from  which  plaintiff  suffered 
at  the  time  he  was  treated  by  defendant. 

The  issues  in  the  case  were  submitted  to  the 
jury,  and  a verdict  was  rendered  in  favor  of  the 
defendant. 


Burn  Sustained  During  Operation 


A surgeon  undertook  to  perform  an  opera- 
tion upon  a middle-aged  woman  at  the 
hospital  for  the  purpose  of  the  removal  of  an 
extensive  carbuncle  from  her  neck.  When  she 
entered  the  operating  room  she  had  already  been 
anesthetized  and  the  nurses  had  already  placed 
in  position  the  endotherm  apparatus  which  the 
doctor  was  to  use  in  the  operation.  He  proceeded 
with  the  operation,  which  was  apparently  un- 
eventful, and  in  the  course  thereof  used  the 
endotherm  both  for  incision  and  to  coagulate 
the  vessels. 

After  the  operation  the  patient  reacted 
promptly  and  soon  complained  of  pain  in  the 
abdomen.  A redness  was  found  present  at  the 
site  of  application  of  the  negative  electrode  of 
the  endotherm  apparatus.  This  redness  even- 


tually developed  into  two  sloughing  areas 
which  required  care  and  dressings  for  several 
weeks. 

An  action  was  brought  against  both  the  physi- 
cian and  the  hospital,  charging  that  their  mal- 
practice and  negligence  had  caused  the  plaintiff 
to  sustain  severe  burns. 

Upon  the  trial  the  plaintiff  established,  and 
it  was  not  disputed,  that  the  burns  were  sustained 
during  the  course  of  the  operation.  She  did  not, 
however,  establish  any  proof  of  negligence  at- 
tributable to  the  physician,  and  at  the  close  of 
the  testimony  on  behalf  of  the  plaintiff,  the 
complaint  was  dismissed.  The  dismissal  was 
likewise  granted  with  respect  to  the  hospital, 
it  having  been  operated  as  a charitable,  non- 
profit institution. 


COURSES  FOR  GENERAL  PRACTITIONERS 
The  following  courses  for  the  academic  year 
1939-1940  are  announced  by  the  New  York  Post- 
Graduate  Medical  School,  Columbia  University: 

A variety  of  courses,  throughout  the  year,  on 
dermatology  and  syphilology ; interdepartmental 
courses  on  endocrinology,  occupational  diseases 
and  trauma,  and  on  physical  therapy;  bacteri- 


ology, on  diagnosis  therapy  and  research; 
gynecology,  nine  separate  courses;  internal 
medicine,  twenty-nine  courses;  neurology  and 
psychiatry,  eight  courses,  ophthalmology,  two 
courses;  orthopedics,  two  courses;  otolaryn- 
gology, one  course  in  two  sections ; pathology,  one 
course;  pediatrics,  three  courses ; and  traumatic 
surgery,  one  course,  to  be  repeated, 


Across  the  Desk 


Why  Do  the  People  Imagine  a Vain  Thing? 


That  question  is  a sticker.  It  was  a sticker 
in  the  days  when  it  was  asked  by  the  old 
writer  of  Scripture,  and  it  is  a sticker  today. 

In  plain  English,  why  do  people  act  like  idiots? 
Why  do  they  entrust  their  priceless  life  and 
health  to  cultists,  charlatans,  and  quacks,  when 
men  are  available  with  all  the  scientific  training 
and  skill  that  the  ages  of  medical  advance  have 
been  able  to  provide? 

In  everything  else  they  show  some  sense.  If 
a bridge  is  to  be  built,  they  send  for  a competent 
engineer,  not  for  a sleight-of-hand  performer.  If 
the  pig  is  sick,  they  send  for  a veterinarian,  not 
for  a phrenologist  or  an  astrologer.  They  do 
not  deck  out  the  aging  bull  with  electric  belts  or 
give  him  some  sort  of  magic  vibrations.  They 
would  not  tolerate  an  ignorant  engineer,  an  in- 
accurate accountant,  or  a quack  chemist,  yet, 
as  a Texan  medical  writer  remarks,  they  “drag 
their  children  off  to  the  dangerous  den  of  some 
quack  or  cultist.  Can  it  be,”  he  asks,  “that 
human  life  is  held  in  such  cheap  regard?  Why 
aren’t  human  lives  as  holy  as  those  of  domestic 
animals?” 

Helpless  Dupes  of  Superstition 

Idiots  or  not,  we  know  that  thousands  of 
people,  who  seem  intelligent  in  many  other  ways, 
act  like  helpless  dupes  of  superstition  when  it 
comes  to  the  vital  matter  of  their  health.  “How- 
ever much  we  may  view  with  disdain,  or  attempt 
to  disregard,  the  encroachments  on  scientific 
healing  made  by  the  various  healing  cults  and 
by  the  patent  medicine  vendors,  most  of  us  realize 
that  these  unscientific  ways  of  treatment  enjoy 
a tremendous  following  among  the  public,  and 
that  an  enormous  annual  expenditure  of  money 
flows  into  such  non-medical  channels.”  So  ob- 
served Dr.  Robert  P.  Knight,  of  Topeka,  in  an 
address  before  the  Kansas  Medical  Society,  and 
he  added  that  “it  should  be  a matter  of  pressing 
interest  to  the  physician  to  try  to  understand 
how  such  things  can  be.” 

One  explanation  was  given  a few  weeks  ago  in 
the  Journal  of  the  American  Medical  Associa- 
tion by  Drs.  Kerr,  Gliebe,  Soley,  and  Shock,  of 
the  University  of  California  Medical  School. 
They  point  out  that  economic  and  social  up- 
heavals in  the  era  since  the  World  War  have  un- 
doubtedly increased  the  number  of  patients  who 
have  anxiety  states  with  symptoms  that  simu- 
late those  of  serious  organic  diseases. 

They  figure,  in  fact,  that  at  least  one-third  of 
the  practice  of  most  physicians  consists  of  such 
patients.  In  spite  of  this  formidable  proportion, 
the  average  physician,  they  believe,  “has  little 
interest  in  the  problems  that  this  group  presents, 
and  is  likely  to  label  them  neurosis,  neuras- 
thenia, anxiety  neurosis  or  anxiety  hysteria, 
and  either  to  neglect  the  patient  or  to  treat  him 
in  the  easiest  manner  possible.”  Such  treatment 
is  often  unsatisfactory,  so  “the  patient  shops 
around  from  doctor  to  doctor  until,  if  he  is  for- 
tunate, he  finds  one  who  will  pay  enough  atten- 
tion to  his  symptoms  to  recognize  the  physiologic 
causes  as  well  as  the  fundamental  psychologic 
factors.  Perhaps  the  increasing  popularity  of 


cults  has  depended  largely  on  the  fact  that  their 
practitioners  at  least  do  something  for  their 
followers  even  though  the  treatment  is  not 
rational.” 

We  Are  But  Children  of  a Larger  Growth 

Another  explanation  is  brought  forward  by 
Dr.  Knight.  We  must  never  forget,  he  says, 
that  although  our  present  civilization  has  reached 
a high  scientific  level,  many  of  its  members  lag 
far  behind,  and  “each  member  of  society  must 
make  his  own  individual  progress  from  childish 
magical  thinking  to  whatever  level  of  mature 
scientific  thinking  he  is  capable  of.” 

Primitive  man  knew  no  other  kind  of  thinking 
but  magic  and  superstition,  we  are  reminded. 
Children  discard  their  childish  misconceptions 
and  superstitions  only  gradually  and  “even 
among  us  supposedly  mature  men  of  science 
there  still  may  linger,  in  greater  or  lesser  degree, 
remnants  of  this  former  fantastic,  unscientific, 
superstitious  type  of  thinking — who  among  us 
has  no  private  superstitions?” 

How,  then,  does  this  conflict  between  rational, 
scientific  thinking  and  primitive,  magical  thinking 
affect  the  choice  of  physician  or  cultist  by  a sick 
person  who  wants  to  get  well? 

In  the  first  place,  every  sick  or  ailing  person 
becomes  more  childish,  and,  if  he  has  any  super- 
stitions in  his  make-up,  he  tends  to  rely  more  on 
his  supposedly  forsaken  magical  beliefs  the  more 
sick  he  becomes.  As  a child  his  mother  told  him 
she  would  kiss  his  bruise  and  it  wouldn’t  hurt 
any  more;  so  when  he  falls  ill  his  childish  faith 
returns,  and  “he  is  ripe  for  the  promise  of  cure  of 
a special  patent  medicine  or  of  a cultist  who 
speaks  reassuringly  and  authoritatively.  Since 
a considerable  proportion  of  the  population  re- 
mains at  the  level  of  ignorant,  childish,  magical 
thinking,  it  is  not  difficult  to  see  that  there  will  be 
an  enormous  response  to  magical  medicines, 
magical  procedures  and  convincingly  spoken 
reassurances  of  cure.” 

Yesterday  and  Today 

It  was  only  yesterday,  by  history’s  clock,  that 
educated  folks  believed  the  King’s  touch  cured 
scrofula,  and  even  today  many  people  of  culture 
have  minds  open  to  stories  of  miraculous  healing. 
Only  yesterday,  too,  many  believed  in  witch- 
craft, the  evil  power  of  malignant  thoughts,  and 
if  evil  thinking  produces  evil  effects,  why  should 
not  good  thinking  bring  good  effects? 

Our  race  does  not  change  its  nature  overnight, 
“and  so,”  remarks  our  Kansan  observer,  “count- 
less numbers  of  sick  people  needing  scientific 
care  rely  instead  on  the  good  thoughts  of 
Christian  Science  practitioners,  or  on  the  prayers 
and  good  thoughts  of  their  fellow  religionists, 
shunning  the  scientific  remedies  available  to 
them.” 

The  wilder  the  treatment,  of  course,  the  more 
it  appeals  to  the  childish  mentality.  Imposing- 
looking  machines  for  electrical  treatments, 
solemn  “laying  on  of  hands,”  mysterious  manipu- 
lations, strange  potions  that  must  be  potent  be- 
cause they  are  so  nauseous,  all  these  appeal  to 
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the  pitiful  credulity  that  is  almost  begging  to  be 
duped,  that  is  “arskin’  for  it,”  and  eager  to  pay 
richly  for  being  bamboozled. 

In  sharp  contrast  is  the  physician,  who  knows 
his  limitations  and  frankly  and  honestly  says  so. 
He  admits  at  once  that  certain  diseases  still 
baffle  him  and  all  other  men  of  medical  science. 
For  many  ills  he  has  no  specific  curative  drug, 
and  can  only  provide  supportive  measures  and 
trust  to  nature’s  healing  power. 

Not  so  the  cultists.  For  them  there  are  no 
frontiers,  no  unknown  lands.  They  claim 
blithely  to  cure  all  human  ills.  How  natural  for 
the  childlike  mind,  with  wishful  thinking,  to 
turn  from  the  frank  and  honest  man  of  scientific 
medicine  to  the  master  of  hocus-pocus  who  is 
ready  to  promise  the  impassible. 

When  the  mind  of  man  rises  to  higher  levels, 
then  the  wiles  of  the  medical  sorcerer  will  lose 
their  lure,  but  when,  we  may  ask,  will  that  be? 
How  long,  O Lord,  how  long?  Not  this  year, 
evidently. 

What  to  Do,  Here  and  Now? 

Well,  then,  what  can  be  done  about  it,  here 
and  now?  Something  can  be  done,  believes  Dr. 
Knight,  and  he  seems  to  agree  very  largely  with 
the  four  doctors,  quoted  above,  who  give  their 
views  in  the  J.A.M.A.  He  thinks  there  are 
certain  “attitudes  within  the  medical  profession 
which  drive  people  who  seek  medical  aid  away 
from  physicians  to  magical,  unscientific  healing 
practices.”  Medicine  has  advanced  so  fast 
that  it  has  become  “scientific  wkh  a vengeance.” 
The  patient  is  looked  at  as  a physiologic  machine 
out  of  order,  and  the  physician  is  to  discover  the 
pathology  and  treat  it.  If  he  can  find  no  path- 
ology, then  the  patient  is  certainly  not  sick;  he  is 
malingering  or  imagining  he  is  sick;  or  he  is 
called  a “neurotic”  and  dismissed  from  con- 
sideration. Despite  all  this,  however,  the  patient 
still  feels  sick,  and,  too  often,  despairing  of 
scientific  medical  aid,  he  turns  to  the  cultists, 
who  may  allay  or  soothe  his  anxiety  state,  so 
that  he  feels  better  and  trumpets  abroad  another 
“miraculous  cure.” 

Scientifically  grounded  physicians,  remarks 
Dr.  Knight,  find  it  difficult  “to  accept  the  fact 
that  there  is  also  a science  of  subjective  factors 
in  the  patient,  a science  of  psychological  proc- 
esses, and  to  realize  that  disturbed  emotions  can 
cause  complaints  referable  to  organs.”  Yet  the 


fact  remains  that  there  are  a large  percentage  of 
their  patients  “whose  sickness  can  be  understood 
and  treated  only  in  terms  of  these  despised  sub- 
jective factors.”  Indeed,  such  a patient  who 
has  a physical  illness  “is  also  psychologically 
sick  at  the  same  time,  and  needs  treatment  from 
both  aspects,  physical  and  psychological.” 

A higher  science,  or  science  added  to  science, 
is  needed  here.  This  means,  we  are  told,  com- 
prehending, understanding,  and  managing  the 
magical,  primitive  beliefs,  wishes,  and  fears  of 
patients  who  either  have  never  been  able  to 
discard  these  and  espouse  mature,  scientific 
attitudes,  or  who,  under  the  stress  of  illness, 
have  fallen  back  on  their  supposedly  discarded 
childish  ways  of  thinking  and  feeling.  The 
cultists,  it  is  true,  meet  this  need,  but  are  like 
the  blind  leading  the  blind. 

Find  Out  Why  Patients  Go  Astray 

Take  the  cults  seriously,  advises  Dr.  Knight — 
not  only  to  combat  their  encroachments  on 
medical  practice,  but,  better,  to  study  the  psy- 
chologic factors  which  lead  some  people  astray 
to  the  cultists  in  preference  to  physicians.  To 
attain  to  the  higher  scientific  level,  “physicians 
must,  paradoxically  enough,  abandon  the 
materialistically  scientific  attitude  which  ex- 
cludes study  of  emotional  factors  involved  in 
patients’  illnesses  and  espouse  a higher  scientific 
attitude  which  tries  to  understand  everything 
about  the  patient’s  behavior  and  feelings  in 
addition  to  his  structure  and  physiology.  When 
that  goal  is  reached,  every  patient,  regardless  of 
the  unscientific  character  of  his  thinking,  be- 
havior, and  complaints,  may  expect  to  find 
scientific  understanding  and  scientific  treatment 
in  his  physician.” 

“Why  do  the  nations  rage?”  was  another 
sticker  asked  by  the  Psalmist  at  the  same  time 
that  seems  to  fit  our  world  just  now.  Perhaps 
the  answer,  too,  is  the  same — they  have  the 
mentality  of  primitive  man,  and  have  not  really 
emerged  from  the  savage  state.  They  rage  and 
imagine  vain  things,  while  those  of  higher  and 
saner  mentality  have  to  suffer  for  it.  And  where 
the  suffering  is  worst — and  it  promises  to  be  a 
gory  chapter — the  call  is  never  for  the  cultist, 
the  medical  snake  charmer,  spellbinder,  wizard, 
or  prestidigitator,  but  for  the  skilled  physician, 
and  no  peril  has  ever  kept  him  from  answering 
the  call.  W.  S.  W. 


A BURSTED  BALLOON 

Out  in  the  West  a trial  balloon  for  socialized 
medicine  was  neatly  bursted  when  the  California 
state  legislature  overwhelmingly  voted  down  a 
proposal  for  compulsory  health  insurance,  re- 
marks the  Wichita  Medical  Bulletin.  Despite 
the  fact  that  the  bill  had  the  backing  of  Governor 
Olson  and  the  strongest  support  and  most  in- 
tensive propaganda  to  support  it,  the  legislature 
killed  the  measure  by  a 48  to  20  vote. 

The  bill  called  for  a program  estimated  to  cost 
$60,000,000  a year  for  medical  benefits  and 
hospitalization  for  employees  earning  less  than 


$3,000  a year.  Compulsory  contributions  from 
employees  and  employers,  together  with  state 
funds,  would  have  been  the  means  of  financing 
the  scheme. 

Opposition  to  the  proposal  came  from  business 
men  who  argued  that  new  taxes  would  be  a bur- 
den which  neither  the  people  nor  business  could 
endure.  Organized  medicine  in  California  saw 
in  the  bill  a shackling  of  professional  freedom, 
with  its  accompanying  loss  of  physician-patient 
relationship  and  consequent  deterioration  of 
medical  practice. 
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Editorial 


Dr.  James  H.  Borrell 

The  Medical  Society  of  the  State  of  New  York  has  lost  a trusted 
servant.  As  we  go  to  press  the  news  reaches  us  of  the  death  of  Dr. 
Janies  H.  Borrell,  the  President-Elect  of  our  Society. 

Dr.  Borrell  was  born  in  1891.  Graduated  from  the  University 
of  Buffalo  School  of  Medicine  in  1914,  he  practiced  his  specialty  of 
urology  in  the  city  of  Buffalo. 

In  our  circles  he  was  well  known.  He  served  on  various  state 
committees,  on  the  Council,  and  at  the  last  session  of  the  House  of 
Delegates  he  was  elevated  to  the  office  of  President-Elect. 

He  was  a quiet,  conscientious  man,  wise  in  counsel,  and  with  un- 
daunted executive  ability. 

He  served  Erie  County  well,  and  all  of  us  were  prepared  to  expect 
a fine  consummation  of  his  career  when  he  would  have  become  the 
Chief  Executive  of  our  organization  next  year. 

We  shall  miss  him,  and  remember  him,  too. 

Military  Medicine 

The  past  few  years’  shortage  of  qualified  physicians  in  Germany 
has  been  sharply  intensified  by  war.  Reports  seeping  out  of  neutral 
countries  indicate  that  there  is  a serious  deficiency  of  skilled  medi- 
cal care  in  the  Third  Reich.  Since  mechanization  has  not  yet  re- 
sulted in  the  elimination  of  man  power  as  an  essential  factor  in 
warfare,  the  amount  and  quality  of  available  medical  service  are 
bound  to  have  an  important  influence  on  the  outcome  of  a pro- 
longed war. 

There  is  still  reason  to  hope  that  the  United  States  can  stay  out 
of  the  conflict  now  raging  in  Europe.  Nevertheless,  the  country  is 
determined  not  to  be  caught  unawares  should  its  vital  interests  be 
threatened;  and  military  preparedness  is  being  pushed  to  a degree 

1899 


EDITORIAL 


[N.  Y.  State  J.  M. 


hitherto  unprecedented  in  peacetime.  Mobilization  of  the  nation’s 
medical  resources  is  an  indispensable  part  of  this  preparation. 

In  certain  respects,  wartime  medicine  differs  sharply  from  the 
treatment  of  the  sick  in  peace.  In  addition  to  the  usual  diseases  of 
civilian  life,  there  are  the  terrible  and  unpredictable  ravages  of 
widespread  trauma.  Horrible,  fantastic  wounds  are  inflicted  which 
must  be  healed  with  a minimum  of  disfigurement  and  functional 
disability.  Rehabilitation  is  at  least  as  important  as  the  preserva- 
tion of  life — for  the  good  of  the  nation  as  well  as  of  the  individual. 

The  physician  who  leaves  private  practice  for  military  service  is 
confronted  with  many  problems  rarely  encountered  in  routine  pri- 
vate practice.  Traumatic  lesions  of  fearful  and  infinite  variety, 
surgery  under  crude  emergency  conditions,  the  consequences  of 
poison  gas  demand  special  training  which  most  practitioners  do  not 
possess.  Under  the  barbarous  conditions  of  modern  warfare,  even 
the  civilian  physician  must  be  trained  in  military  medicine,  for  the 
civilian  population  is  no  longer  exempt  from  direct  attack. 

To  physicians,  to  whom  the  preservation  of  life  is  a sacred  duty, 
war  is  a blasphemous  anathema.  Should  it  come,  however,  Ameri- 
can medicine  must  be  prepared  to  bind  up  its  wounds  and  heal  the 
physical  and  mental  sickness  it  leaves  in  its  wake. 

Premature  Claims 

With  135,000  physicians  in  private  practice  in  this  country,  it 
might  reasonably  be  expected  that  they  would  exert  some  influence 
on  the  course  of  public  health.  After  all,  whether  in  charitable 
institutions  or  in  private  practice,  they  perform  the  bulk  of  indi- 
vidual, diagnostic,  and  therapeutic  work. 

The  United  States  Public  Health  Reports  for  July  14,  1939,  how- 
ever, find  it  an  easy  feat  to  “blackout”  completely  the  activities  of 
135,000  private  practitioners.  Commenting  on  a new  low  level 
for  general  and  infant  mortality  achieved  in  1938,  the  Reports 
give  the  major  credit  for  this  accomplishment  to  “expansion  of  the 
public  health  program,  improved  state  and  local  health  services 
and  intensive  public  health  efforts  directed  against  specific  diseases.” 

As  Dr.  Terry  M.  Townsend,  President  of  the  Medical  Society 
of  the  State  of  New  York,  points  out  in  a recent  speech  at  Oswego, 
New  York,  the  Public  Health  Reports  have  not  a single  word  to  say 
about  the  medical  profession’s  contribution  to  the  steady  reduction 
of  mortality  in  the  United  States.  All  the  brilliant  diagnostic, 
therapeutic,  and  preventive  service  rendered  by  the  privately  prac- 
ticing profession  is  totally  lacking  in  merit  and  does  not  warrant 
the  slightest  acknowledgment  in  the  judgment  of  the  editors  of  the 
United  States  Public  Health  Reports. 
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Of  course,  as  Dr.  Townsend  further  points  out,  there  are  reasons 
for  this  failure  to  acknowledge  the  medical  profession’s  enormous 
contribution  to  public  health.  Using  the  vaunted  new  low  in 
mortality  as  a steppingstone,  the  Reports  proceed  to  urge  the 
“extension  of  public  health  protection  and  provision  of  medical  care 
to  all” — in  other  words,  complete  state  medicine. 

What  are  the  figures  on  which  the  United  States  Public  Health 
Reports  base  the  demand  for  such  a drastic  change?  The  1938  low 
in  general  mortality,  as  Dr.  Townsend  observes,  represents  a gain 
of  less  than  1 per  cent.  In  infant  mortality  the  improvement  is 
somewhat  less  than  2 per  cent.  The  slight  progress  represented  by 
these  figures,  which  may  easily  be  canceled  by  a rise  this  year  or 
next,  hardly  furnishes  sufficient  basis  for  a radical  reform  of  our 
system  of  medical  care,  particularly  since  the  Reports  themselves 
admit  that  “the  factors  involved  in  achieving  a new  minimum 
death  rate  cannot  be  evaluated  without  a more  detailed  analysis  of 
specific  rates.”  Slight  as  the  gains  cited  by  the  Reports  are,  it  is 
somewhat  premature  for  the  public  health  services  to  claim  all  the 
credit  for  them. 


And  Still  They  Come 

It  may  appear  somewhat  monotonous  to  comment  continually 
in  our  editorial  columns  on  sulfanilamide.  But  we,  who  fine-comb 
the  literature  so  that  we  may  bring  to  your  attention  notable 
achievements  in  medicine,  and  more  particularly  practical  work 
that  will  aid  the  doctor  in  his  daily  practice,  find  that  the  cause 
c6lebre  at  the  present  moment  is  sulfanilamide.  We  are  convinced 
that  the  overwhelming  amount  of  literature  on  this  drug  is  the  result 
of  a scientific  urge  to  acquaint  others  with  the  experiences  encoun- 
tered in  the  use  of  this  relatively  new  chemical  compound. 

From  the  numerous  medical  publications,  one  can  almost  pick  at 
random  and  find  some  report  on  sulfanilamide  therapy.  In  the 
September  issue  of  the  American  Journal  of  Medical  Sciences  alone 
there  are  two  reports.  Smith  and  Curtis1  record  that  this  medica- 
tion failed  in  the  treatment  of  ulcerovegitative  endocarditis  in  a 
patient  suffering  from  Brucellosis,  despite  other  reports  to  the  con- 
trary; and  Heckel  and  Hori2  contradict  prior  observations  that  the 
administration  of  sulfanilamide  influences  spermatogenesis.  As  we 
read  further,  Adriani,3  in  commenting  upon  surgical  anesthesia, 
suggests  that  the  combination  of  sulfanilamide  and  barbiturates 
should  be  avoided,  since,  in  his  experiments,  a subanesthetic  dose 


1 Smith,  K.  M.,  and  Curtis,  A.  C.:  Am.  J.  M.  Sc.  198:  342  (Sept.)  1939. 

2 Heckel,  N.  J.,  and  Hori,  C.  G.:  Am.  J.  M.  Sc.  198:  347  (Sept.)  1939. 

3 Adriani,  J.:  J.  Lab.  and  Clin.  Med.  24:  1066  (July)  1939. 
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may,  under  such  condition,  become  anesthetic  and  often  lethal. 
Finally — and  this  will  convince  you  that  there  is  so  much  more  to 
be  learned  about  this  drug — we  quote  the  Foreign  Letter  from  Lon- 
don in  the  September  23  issue  of  the  J.A.M.A.1 : 

“The  fact  that  sulfonamide  derivatives,  by  producing  methemo- 
globin  or  sulfhemoglobin,  may  interfere  with  oxygen  exchange  of 
blood  and  so  prove  a danger  to  aircraft  pilots  is  a subject  of  corre- 
spondence in  the  British  Medical  Journal.  Dr.  E.  P.  Mackie, 
medical  adviser  of  Imperial  Airways,  saw  a pilot  who  was  suffering 
from  symptoms  of  severe  anoxemia  as  a result  of  flying  at  an  alti- 
tude of  only  13,000  feet.  It  was  found  that  he  had  been  taking 
full  doses  of  sulfanilamide  for  tonsillitis.  It  is  stated  that  a full 
dose  of  one  of  the  sulfonamide  derivatives  taken  shortly  before  flying, 
lowers  an  aviator’s  ‘ceiling’  by  about  5,000  feet.  Mackie  there- 
fore recommends  that  passengers,  and  more  particularly  members  of 
the  crew  of  an  aircraft,  should  be  warned  against  taking  these  drugs 
within  a few  days  of  flying. 

‘Dr.  A.  F.  Rook,  Central  Medical  Establishment,  Royal  Air- 
Force,  refers  to  a personal  communication  received  by  him  nearly 
two  years  ago  from  Dr.  V.  E.  Lloyd,  who  found  symptoms  of  in- 
tolerance from  sulfanilamide  in  lorry  drivers,  which  sometimes  af- 
fected their  judgment  of  speed  and  distance.  Instructions  were 
immediately  issued  to  all  medical  officers  of  the  Royal  Air  Force 
that  no  one  should  be  allowed  to  fly,  or  drive  automobiles  while 
taking  these  drugs.  Similar  cases  have  been  observed  in  America 
and  Germany.” 

Orange  Juice  and  Calcium  Metabolism 

It  is  trite  to  state  that  the  calcium  salts  exert  an  important  in- 
fluence on  the  life  processes  of  tissues  in  general,  and  on  muscle, 
bone,  and  nerve  in  particular.  During  the  growth  period,  calcium 
must  be  present  in  food  in  sufficient  quantity  so  that  bone  formation 
may  proceed  properly.  More  important  for  metabolic  activity, 
however,  is  the  distribution  of  calcium  in  the  blood  in  normal  con- 
centration in  both  diffusible  and  nondiffusible  forms.  To  a large 
extent,  this  is  controlled  and  made  possible  by  vitamin  D and  by 
the  hormone  of  the  parathyroid  glands.  It  is  still  not  clearly  under- 
stood what  the  normal  relationship  between  these  two  factors  is, 
since  the  former  favors  absorption  of  the  calcium  intake,  while  the 
latter  mobilizes  this  element  from  its  storehouse  in  bone. 2 

Lanford’s  work  on  the  effect  of  orange  juice  in  facilitating  the 
assimilation  of  calcium  is  a further  step  in  our  mastery  of  the  bio- 

i J.A.M. A.  113:  1237  (Sept.  23)  1939. 

3 Howell,  W.  H.:  Text-Book  of  Physiology,  Thirteenth  Edition,  W.  B.  Saunders,  Philadelphia,  1937, 
p.  1011. 
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chemical  factors  that  promote  growth.1  Despite  the  suggestion  of 
Rubner,2  who  claims  that  there  must  be  some  special  mechanisms  of 
chemical  nature  in  the  skeletal  tissue  which  enhance  its  growth, 
even  at  the  expense  of  other  tissues,  it  is  still  not  clear  how  the 
calcium  and  phosphorus  in  the  blood  are  deposited  in  the  bone  dur- 
ing the  process  of  calcification.  The  studies  thus  far  in  this  field 
have  concerned  themselves  with  the  effects  produced  by  “defi- 
ciencies.’ ’ On  the  other  hand,  Lanford’s  observations  in  a series  of 
controlled  experiments  in  young  growing  rats  furnish  a new  approach 
to  the  problem  of  calcium  in  relation  to  growth.  When  the  diet  of 
her  experimental  animals  was  supplemented  by  the  addition  of 
orange  juice  to  the  basic  diet,  the  rapidity  of  growth  was  increased 
fully  10  per  cent.  In  addition,  it  was  determined  by  volumetric 
estimation  of  the  ash  of  the  carcass,  less  the  gastrointestinal  tract, 
that  those  rats  that  had  been  given  orange  juice  stored  in  their 
bodies  a distinctly  higher  percentage  of  calcium  provided  in  the 
food  than  their  litter-mate  control  animals.  Of  even  more  signifi- 
cance is  the  fact  that  some  of  the  rats  fed  with  orange  juice  were 
given  a lower  calcium  intake  than  the  controls,  but  they  neverthe- 
less assimilated  a greater  amount  and  higher  percentage  of  food 
calcium  than  those  given  only  the  basic  diet.  Thus  it  seems  that 
the  clinical  observation  of  Cheney  and  Blunt3 — that  orange  juice 
in  some  way  favors  the  retention  of  calcium  by  growing  children — 
has  been  given  substantiation. 

Lanford  makes  no  comment  concerning  the  factor  in  the  orange 
juice  that  might  be  responsible  for  this  ability  to  increase  the  as- 
similation of  ingested  calcium,  beyond  hinting  that  it  may  have 
some  relation  to  the  citrates  and  citric  acid  present  in  the  fruit. 
In  any  event,  it  is  evident  that  parahormone  and  vitamin  D play 
no  part ; therefore,  we  have  here  the  initiation  of  a new  phase  in  the 
investigation  of  growth. 

1 Lanford,  C.  S.:  J.  Biol.  Chem.  130:  87  (Sept.)  1939. 

2 Rubner:  Das  Problem  der  Lebensdauer,  etc.,  Berlin,  1908. 

3 Cheney,  M.  S.,  and  Blunt,  K.:  J.  Biol.  Chem.  66:  829  (1925). 
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“In  a world  which  is  becoming  more 
and  more  machine-made  and  mechanized, 
in  which  the  individual  tends  to  become 
more  and  more  swamped  in  the  mass,  it 
seems  to  me  a good  thing,  indeed  an  im- 
perative duty,  whenever  we  can,  to  keep 
our  profession,  and  the  rights  and  privi- 
leges and  welfare  of  the  individual,  free 
from  the  shackles  of  standardization — a 
condition  which  is  the  inevitable  result 


of  government  control.  Nowhere  is  such 
an  effort  so  necessary  as  in  those  countries 
which  profess  to  believe  in  freedom  of 
thought  and  action,  and  dislike  the  growth 
of  the  authoritarian  idea.” — Dr.  Alfred 
Cox,  former  secretary  of  the  British 
Medical  Association,  speaking  before  the 
Royal  Society  of  Medicine  in  Great 
Britain,  and  quoted  in  part  in  the 
J.A.M.A.  of  July  1. 
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“.  . . . I say  to  you  in  all  sincerity  and 
with  all  the  earnestness  at  my  command, 
that  the  health  achievements  of  Wiscon- 
sin and  of  this  nation  have  not  been 
made,  as  some  would  have  you  believe, 
in  spite  of  our  failure  to  adopt  European 
systems  of  compulsory  sickness  insurance, 
but  because  of  our  foresight  in  avoiding 
the  very  concepts  of  control  that  are  in- 
herent to  such  governmentally  systema- 
tized services. 

“The  social  purchase  price  for  the  adop- 
tion of  such  legislation  is  the  surrender 
for  all  time  of  our  concept  of  education  for 
health  and  in  times  of  illness,  our  concept 
of  the  sick  man,  woman  or  child  as  an  in- 
dividual with  highly  individualistic  reac- 
tions requiring,  deserving,  and  securing  a 
personalized  service.” — From  a recent 
statement  of  Mr.  Crownhart,  secretary  of 
the  Wisconsin  State  Medical  Society. 

“During  the  past  few  years  the  eco- 
nomic aspects  of  medical  practice  have 
assumed  an  ever-increasing  proportion  of 
both  medical  and  lay  discussions.  The 
popularity  of  this  subject  has  resulted  in 
the  accumulation  of  a wealth  of  data  and 
opinions  that  have  inevitably  led  to  con- 
fusion about  the  basic  nature  of  the  issues 
involved.  Opinions  based  on  emotions, 
rather  than  on  facts,  data  that  reflect 
the  hopes  of  the  authors  rather  than  the 
actual  state  of  affairs,  and  conclusions  that 
are  not  wholly  justified  by  the  arguments 
presented  have  been  literally  hurled  at 
the  populace  with  the  hope  of  swaying 
public  opinion  toward  or  against  a par- 
ticular objective.  . . . 

“Radical  changes  though  sometimes 
necessary  are  rarely  desirable.  The  dic- 
tum of  the  ‘inevitability  of  gradualness’ 
has  operated  in  more  than  one  phase  of 
life  to  solve  grave  and  complex  problems 
that  face  civilized  people.  In  the  heat 
of  every  discussion  on  medical  economics 
two  facts  must  always  be  borne  in  mind : 
(1)  the  trend  of  American  politics  seems 
to  run  toward  protection  of  the  ‘forgotten 
man’  from  most  of  the  vicissitudes  of  life, 
and  (2)  the  prime  factor  in  every  phase 
of  medical  economics  is  not  the  physician 


but  the  patient.  He,  the  consumer,  is 
‘always  right. ’” — “The  Controversial  Is- 
sue of  Compulsory  Health  Insurance”  as 
discussed  in  the  Bronx  Medical  Bulletin. 

“The  commercial  spirit  is  abroad  in  the 
land  ....  I am  glad  to  believe  that  there 
is  a large  and  noble  body  of  physicians 
faithful  to  the  highest  and  most  inspiring 
traditions  of  the  past,  whose  eyes  the 
spirit  of  commercialism  can  never  blind 
to  the  sacred  duties  they  owe  to  their  pa- 
tients.”— Written  by  Dr.  Frank  E.  Bunts 
in  the  Bulletin  of  the  Cleveland  Academy 
of  Medicine. 

“There  is  a definite  need  for  a layman 
who  is  an  outstanding  writer  and  com- 
mentator to  assist  the  organized  medical 
profession.  Such  a man  could  carry  the 
message  of  better  understanding  to  the 
public  at  large,  in  a forceful  manner  that 
would  be  of  untold  value  to  the  medical 
profession  and  to  the  public.  This  is  in 
no  way  a criticism  of  the  splendid  work 
of  our  medical  officers. 

“On  several  occasions  that  fiery  and 
fearless  columnist  Westbrook  Pegler  has 
championed  the  physicians  and  lambasted 
the  government  for  its  unfair  attack  upon 
them. 

“Boake  Carter  also  wrote  a forceful 
editorial  that  was  published  in  his  column 
early  this  year  that  was  a masterpiece. 

“It  is  a certainty  that  there  has  been 
no  spreading  of  the  news  over  the  front 
pages  of  the  newspapers  that  the  govern- 
ment lost  its  suit  before  Justice  Procter. 

“There  has  been  no  effort  on  the  part 
of  Thurman  Arnold  to  play  fair,  and  fol- 
lowing the  decision  he  immediately  tried 
new  methods  of  persecution. 

“It  is  up  to  the  medical  profession  to 
renew  the  faith  of  the  public  and  to  edu- 
cate them  as  to  some  of  the  why’s  and 
wherefore’s  of  the  political  persecutions. 

“Let  us  hire  an  effective  lay  mouth- 
piece.”— A suggestion  from  Dr.  C.  P. 
Dyer,  manager-editor  of  the  St.  Louis 
County  Medical  Society  Bulletin  in  its 
issue  of  September  22. 


A STUDY  OF  THE  STILLBIRTH  AND  NEONATAL  DEATH 
PROBLEM 

Based  on  an  Analysis  of  All  of  Rochester’s  Cases  in  1936 

Herbert  C.  Soule,  M.D.,  Rochester,  New  York 


Briefly  stated,  the  problem  is  that 
too  many  babies  are  bbm  dead  or 
die  in  the  first  few  days  of  life.  A few 
figures  for  the  year  1936  from  the  United 
States  Bureau  of  Census  demonstrate  the 
gravity  of  our  problem.  Of  the  122,535 
babies  under  1 year  of  age  who  died  that 
year,  over  one  half  of  that  number, 
63,854,  died  in  the  first  few  days  of  life — 
the  neonatal  death  group.  A still  greater 
number,  73,735,  were  bom  dead  and  re- 
corded as  stillbirths.  A third  group  of 
uncounted  thousands  were  stillborn  but 
too  immature  for  official  recording.  Ex- 
cluding this  last  group,  over  137,589 
babies  died  in  the  United  States  from 
causes  associated  with  birth.  That  same 
year  we  were  shocked  by  the  number  of 
deaths  caused  by  automobile  accidents, 
a total  of  37,500.  Counting  the  12,200 
mothers  who  died  of  causes  associated 
with  childbirth  with  our  list  of  babies, 
the  number  becomes  150,000  deaths  for 
1936 — four  times  the  size  of  the  auto- 
mobile record.  How  many  of  these 
deaths  are  avoidable? 

Faced  with  the  responsibility  and  the 
challenge  to  reduce  this  mortality,  the 
physician  may  well  ask  a number  of 
questions,  such  as:  What  are  the  princi- 
pal causes  of  death  at  this  time?  What 
can  be  done  about  eliminating  them? 
How  does  the  United  States  record  in 
this  matter  compare  with  that  of  other 
coun tries?  What  progress  in  reducing 
the  death  rates  has  been  made  in  the  past 
in  the  United  States,  and  in  New  York 
State?  What  can  a physician  do  in  his 
community  to  reduce  these  rates?  What 
is  the  responsibility  of  the  medical  edu- 
cator? 

In  the  present  state  of  our  knowledge, 
many  of  these  questions  cannot  be  satis- 


factorily answered,  and  the  short  time 
available  this  morning  permits  us  to 
make  only  very  brief  answers.  Also,  in 
discussing  a problem  lying,  as  it  does,  so 
largely  in  the  province  of  the  man  who 
brings  the  baby  into  the  world,  I feel 
very  keenly  my  complete  lack  of  practical 
obstetric  experience.  Certainly  the  pe- 
diatrician does  not  see  the  stillbirth,  nor 
the  baby  dying  on  the  first  or  second  day. 
The  following  well-known  facts  indicate 
that  this  is  a problem  lying  largely  in  the 
time  interval  of  the  first  few  hours  after 
birth.  Fifty  to  75  per  cent  of  the  babies 
dying  under  1 year  of  age  die  in  the  first 
month.  Of  the  babies  dying  in  the  first 
month,  two  thirds  usually  die  on  the 
first  day  and  four  fifths  by  the  end  of  the 
second  day. 

At  the  suggestion  of  the  Rochester 
Maternal  Welfare  Committee,  I attempted 
a review  of  all  of  the  city’s  stillbirths 
and  neonatal  deaths  for  the  year  of  1936. 
This  study  forms  the  basis  of  my  answers 
to  the  above  questions,  supplemented 
to  a very  great  extent  by  the  articles  of 
others  on  the  causes  of  stillbirths1  and 
neonatal  deaths,2  and  by  statistics  from 
the  United  States  Bureau  of  Census, 
from  the  Federal  Children’s  Bureau, 
from  the  New  York  State  Division  of 
Vital  Statistics,  and  from  the  Rochester 
Health  Bureau. 

Before  presenting  the  analysis  of  my 
data,  I must  define  two  terms  that  are 
subject  to  different  interpretations — still- 
birth and  neonatal  death.  “Stillbirth” 
is  defined  by  the  American  Public  Health 
Association  as  follows:  “A  stillborn  child 
is  one  which  shows  no  evidence  of  life 
after  complete  birth.  Birth  is  considered 
complete  when  the  child  is  altogether 
outside  the  body  of  the  mother,  even  if 
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MORTALITY  IN  CERTAIN  PERIODS  OF  THE  FIRST  YEAR  OF  LIFE,  1921-35 


1921  1925  1930  1935 

1 EXCLUSIVE  OF  SOUTH  CAROLINA;  AREA  COMPRISED  26  STATES  ANO  THE  DISTRICT  OF  COLUMBIA 
* RATES  FOR  INFANTS  WHO  SURVIVED  THE  FIRST  MONTH 


the  cord  is  uncut  and  the  placenta  still 
attached.”  The  age  base  used  is  twenty 
weeks  or  more  gestation. 

A neonatal  death  in  this  study  means 
one  occurring  in  the  first  month  of  life. 
Our  findings  are  comparable  with  those 
that  cover  only  the  first  two  weeks,  as 
90  per  cent  of  our  neonatal  deaths  were 
in  that  period. 

A few  comments  on  the  reliability  of 
my  data  must  be  made.  Eighty- three 
per  cent  of  my  cases  were  born  in  the 
eight  Rochester  hospitals,  so  the  hospital 
records,  although  of  varying  accuracy 
and  completeness,  were  consulted.  A 
considerable  number  of  the  records  were 
incomplete,  especially  in  respect  to  the 
prenatal  care  of  the  mother  and  a de- 
scription of  the  baby  and  his  subsequent 
course.  In  some  cases  only  the  nurses’ 
notes  revealed  that  a baby  had  died. 

Autopsies  were  seemed  in  43  per  cent 
of  the  cases;  and  frequently,  although 


well  done,  they  were  still  unsatisfactory 
in  that  they  lacked  careful  examinations 
of  the  head  for  intracranial  injury,  and 
in  that  there  were  too  few  microscopic 
examinations  of  the  lungs.  Diagnoses  of 
patent  foramen  ovale  by  one  doctor  in 
90  per  cent  of  all  his  autopsies,  and  of 
intrauterine  asphyxia  in  the  same  per- 
centage of  autopsies  by  another,  make  one 
wonder  if  the  interpretation  of  the  find- 
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INFANT  MORTALITY  FROM  SPECIFIED  GROUPS  OF  CAUSES,  1921-35 
UNITED  STATES  BIRTH-REGISTRATION  AREA  OF  1921* 
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ings  are  done  by  men  familiar  with  infant 
pathology. 

Another  difficulty  experienced  with 
my  material  in  attempting  to  decide 
what  was  the  principal  cause  of  death  in  a 
particular  case  is  often  presented  when 
multiple  causes  are  found  in  the  mother 
and  in  the  child.  Even  with  the  help  of  a 
good  autopsy  the  problem  was  often  con- 
fusing. 

The  statistics  from  Washington  and 
Albany  and  the  local  health  bureau  are 
also  subject  to  serious  criticism,  as  they 
are  based  on  the  diagnosis  of  causes  of 
death  classified  according  to  the  rules  of 
the  International  List  of  Causes  of 
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Death,  as  well  as  the  Manual  of  Joint 
Causes. 

As  Dr.  Bundesen  has  well  pointed  out, 
this  brief  list  of  five  causes  is  often  mis- 
leading and  inaccurate.2  It  is  misleading 
because  the  true  cause  of  death  is  often 
not  mentioned,  while  an  unimportant 
factor  is  placed  first,  such  as  a minor 
congenital  anomaly,  prematurity,  or  an 
unimportant  birth  injury. 

The  shortcomings  of  this  classification 
are  recognized,  and  a subcommittee  of 
the  American  Committee  on  Maternal 
Welfare  has  made  recommendations  to 
the  United  States  Bureau  of  Census. 

A few  charts  and  graphs  will  give  us  a 
quick  picture  of  the  progress  being  made 
in  reducing  the  stillbirth  and  neonatal 
mortality  in  the  United  States,  New  York 
State,  and  Rochester. 

The  first  two  charts  (Charts  1 and  2) 
from  the  Federal  Children’s  Bureau  show 
for  the  United  States,  from  1921  to  1935, 
that  while  the  infant  mortality  rate  (the 
number  of  babies  dying  under  1 year  of 
age  per  1,000  live  births)  has  fallen  in 
fifteen  years  30  per  cent — from  75  to  56; 
the  neonatal  death  rate  has  fallen  only 
20  per  cent,  from  40  to  32. 

Chart  2 shows  the  various  groups  of 
causes  of  death  in  children  under  1 year, 
and  is  chiefly  significant  in  our  study  in 
indicating,  first,  the  paramount  impor- 
tance in  the  first  year  of  the  natal  and 
prenatal  causes  (being  three  times  as 
frequent  a factor  in  causing  death  as  the 
next  largest  group,  i.e.,  respiratory  dis- 
ease); and,  second,  the  relatively  slight 
reduction  in  fifteen  years  of  the  neonatal 
death  rate. 

The  reduction  in  the  stillbirth  rate 
(the  number  of  babies  bom  dead  per 
1,000  live  births)  in  the  United  States 
has  been  slight  in  fifteen  years — only  8 
per  cent — (from  39  to  36)  and  it  has 
changed  very  little  in  the  last  few  years. 
There  is  room  for  much  improvement 
here. 

The  reduction  in  these  death  rates  for 
New  York  State  has  not  been  arranged 
graphically.  The  New  York  stillbirth 
rate  of  38.9  for  1936  is  a little  lower  than 
the  federal  figure,  and  in  twenty  years 


Chart  3 


represents  a drop  of  0.5  per  cent.  The 
New  York  neonatal  rate  is  also  a little 
lower  than  the  federal,  being  29.6,  a drop 
of  28  per  cent  in  twenty  years. 

The  Rochester  data  on  these  death 
rates  have  been  arranged  in  a number  of 
graphs  covering  twenty-one  years  from 
1917  to  1937. 

Chart  3,  showing  the  reduction  in 
stillbirth  rates,  demonstrates  real  and 
considerable  progress,  a drop  of  45  per 
cent — from  40  to  22 — a very  low  rate. 
This  low  rate  should  encourage  us  in  our 
belief  that  stillbirth  rates  are  reducible 
in  the  country  as  a whole  and  that  too 
much  pessimism  is  not  justified.  If 
Rochester  can  reduce  its  stillbirth  rate, 
other  cities  can  also.  Of  course,  statis- 
tics are  tricky  and  Rochester’s  large 
reduction  is  based  on  a very  good  showing 
in  one  year — 1937.  A fairer  way  is  to 
compare  the  1917  rate  with  an  average 
for  the  last  five  years,  which  is  27,  and 
that  still  gives  a 32  per  cent  reduction,  or 
an  average  of  24  for  the  last  three  years — 
a 40  per  cent  reduction. 

Chart  4 shows  the  reduction  in  infant 
and  neonatal  mortality  rates  in  Roches- 
ter from  1917  to  1937.  The  1937  infant 
mortality  rate  was  32,  considerably  lower 
than  the  United  States  and  New  York 
State  rates,  and  represents  a drop  of 
62  per  cent.  The  1936  neonatal  mortality 
rate  was  also  lower  than  average,  being 
23.9 — a 33  per  cent  reduction  in  twenty- 
one  years. 

The  drawing  together  of  the  two 
curves  shows  the  still  greater  reduction  in 
the  death  rate  in  the  age  period  between  1 
and  12  months. 

Chart  5 demonstrates  more  strikingly 
the  reduction  in  these  three  rates  during 
the  last  twenty  years  in  Rochester,  and 
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IN  MU  T AND  NEONATAL  HOtj  TALlTY- ROCHESTER 


indicates  that  for  every  100  children 
dying  in  Rochester  in  1917  in  each  of  the 
three  groups  of  causes,  45  are  now  saved 
in  the  stillbirth  group,  43  in  the  neonatal 
group,  and  62  in  the  group  under  1 year — 
an  achievement  of  real  progress. 

Table  1 summarizes  and  compares  the 
reduction  in  stillbirth,  neonatal,  and  in- 
fant mortality  rates  in  the  United  States, 
New  York  State,  and  Rochester.  It 
emphasizes  the  marked  reduction  in 
neonatal  mortality  rate,  the  relatively 
slight  reduction  in  the  stillbirth  rate,  and 
Rochester’s  slightly  better  showing  in  the 
neonatal  and  infant  mortality  rates  and 
superior  showing  in  the  stillbirth  rate. 

It  is  difficult  to  compare  the  United 
States  neonatal  mortality  and  stillbirth 
figures  with  those  of  other  countries 
because  of  differences  of  definition  and 
availability  of  figures,  but  I believe  that 
the  United  States  neonatal  rates  are 
higher  than  those  of  Australia  and  New 
Zealand  (rates,  23),  Netherlands  (rate, 
22),  and  Norway  (rate,  24). 

Table  2,  based  on  New  York  State 
figures,  shows  the  deaths  of  infants  under 
1 month  per  1,000  live  births  from  1915 
to  1936  (under  1 day,  1 to  6 days,  and  7 
to  29  days)  and  shows  the  very  great  im- 
portance of  the  first  day  of  life,  which  has 
increased  relatively.  Only  slight  reduc- 
tion of  mortality  has  taken  place  here 
(14  per  cent  compared  with  the  69  per 
cent  reduction  in  the  period  of  7 to  29 
days). 

We  turn  now  to  the  Rochester  1936 
cases  and  attempt  to  learn  the  principal 
causes  of  death  and  to  classify  them  in 


order  to  learn  the  important  factors  need- 
ing particular  attention.  That  year 
Rochester  had  a population  of  336,527. 
There  were  4,918  births — birth  rate 
14.61.  Deaths  of  infants  under  1 year 
numbered  199,  stillbirths  135,  and  neo- 
natal deaths  145. 
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The  records  of  all  of  the  1936  still- 
births available  (120-90  per  cent  of  the 
total)  and  of  all  the  neonatal  deaths  (133 — 
92  per  cent  of  the  total)  are  studied,  and 
the  principal  causes  of  death  are  deter- 
mined as  accurately  as  possible  and  ar- 
ranged in  a series  of  tables. 

For  the  sake  of  convenience,  the  still- 
births are  classified  separately  from  the 
neonatal  deaths,  but  logically  they  should 
be  considered  together,  as  many  of  the 
same  factors  are  operating  in  both  groups. 

The  causes  of  death  in  the  stillbirths 
are  classified  according  to  the  suggestions 
of  the  Federal  Children’s  Bureau  and  are 
divided  into  two  groups,  those  operating 
primarily  in  the  baby  and  those  in  the 
mother.  This  arrangement  is  valuable 
in  arriving  at  the  true  cause  of  death, 
since  a possible  important  maternal  fac- 
tor is  not  overlooked. 

The  stillbirth  data  on  causes  of  death 
are  analyzed  in  three  tables,  which  are 
self-explanatory  (Tables  3,  4,  and  5). 


TABLE  2. — New  York  State:  Deaths  of  Infants 

Under  1 Month  per  1,000  Live  Births  1915  to  1936 


Year 

Under 
One  Day 

One  to 
Six  Days 

Seven  to 
Twenty-nine 
Days 

1915 

20.5 

15.1 

13.6 

1920 

18.7 

14.2 

12.6 

1925 

18 

13.3 

8.2 

1930 

18.6 

11.8 

6.9 

1935 

16.4 

9.4 

4.9 

1936 

17.6 

9.6 

4 . 4 

Percentage 

reduction 

14 

36 

69 
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TABLE  1. — A Comparison  of  the  Reduction  in  Stillbirth,  Neonatal,  and  Infant  Mortality  Rates  in  the 
United  States,  New  York  State,  and  Rochester,  New  York 


Infant 

Stillbirth 

Neonatal 

Total  Stillbirth  and 

United  States 

Mortality  Rate 

Rate 

Mortality  Rate 

Neonatal  Rates 

1915 

100 

1921 

75 

39  (1922) 

40 

79 

1935 

56 

36 

32 

68 

Percentage  reduction 

30  (’21-’35) 
48  (’15-’35) 

8 

20 

14 

New  York  State 

1915 

99 

39.1 

41.3 

80.4 

1936 

47.1 

38.9 

29.6 

68.5 

Percentage  reduction 

53 

0.5 

28 

15 

Rochester 

1917 

83 

40 

42.4 

82.4 

1936 

40 

26.7 

28.4 

55.1 

1937 

32 

22 

23.9 

45.9 

Percentage  reduction  ’36 

51 

37 

33 

33.1 

Percentage  reduction  ’37 

62 

45 

43 

44 

TABLE  3. — Stillbirths, 

Principal  Causes  of  Death — 1936 

1936 

Full  Term 

Premature 

Autopsies* 

A.  Fetal  cause 

Asphyxia 

47 

27 

20 

9 

Placenta  premature  separation 

8 

Placenta  praevia 

2 

Cord  abnormal 

28 

Aspiration 

9 

Congenital  malformations 

7 

4 

4 

Head 

5 

Spina  bifida 

1 

Heart 

0 

Other 

1 

Birth  injury 

13 

12 

1 

1 

Other  causes 

2 

0 

2 

2 

Unknown 

51 

19 

32 

3 

Totals 

120 

61 

59 

B.  Maternal  cause 

Infections 

5 

2 

3 

1 

Syphilis 

3 

Other 

2 

Eclampsia 

17 

5 

12 

5 

Other  toxemia 

1 

0 

1 

0 

Other  accidents  (dystocia,  cesarians) 

13 

12 

1 

2 

External  causes 

5 

0 

5 

0 

Hemorrhage 

10 

2 

8 

0 

Disease 

0 

0 

0 

0 

Unknown 

69 

40 

29 

2 

Totals 

120 

61 

59 

29 

* Autopsy  cases  in  contrast  to  the  others  in  this  table  appear  only  once  in  either  the  fetal  or  maternal  group. 


TABLE  4. — Stillbirths,  Causes  of  Death  and  Months  of  Gestation  Reached 


Month  (Lunar) 

5 

6 

7 

8 

9 

10 

10  + 

Totals 

Asphyxia:  Placenta  premature  separation 

1 

2 

3 

2 

8 

Placenta  praevia 

1 

1 

2 

Cord  abnormality 

1 

2 

1 

4 

18 

2 

28 

Aspiration 

1 

1 

2 

5 

9 

Birth  injury 

1 

10 

2 

13 

Congenital  malformations 

2 

1 

1 

2 

1 

7 

Other  causes 

1 

1 

2 

Infections 

Syphilis 

2 

1 

2 

5 

Other 

Eclampsia 

2 

2 

4 

4 

4 

1 

17 

External  causes 

1 

2 

2 

5 

Cause  unknown 

2 

2 

5 

2 

12 

23 

Totals 

7 

7 

15 

10 

19 

55 

6 

119 

Table  3 shows  the  principal  causes, 
fetal  and  maternal,  in  (1)  all  the  cases — 
120;  (2)  the  full- term  group — 61  cases; 
(3)  the  prematures — 20;  and  (4)  the 
autopsied  cases — 29. 

Table  4 arranges  all  the  stillbirths 
according  to  the  lunar  month  of  gestation 


reached  and  the  cause  of  death.  There 
were  only  14,  or  12  per  cent,  in  the  pre- 
viable  age. 

On  account  of  the  rather  small  number 
of  our  cases  and  the  low  autopsy  rate  of 
25  per  cent,  we  compared  our  figures  for 
percentages  of  causes  of  stillbirth  deaths 
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TABLE  5. — Stillbirths,  Principal  Causes;  Rochester  1936-1937,  and  Other  Studies 


Percentage 

Health 

Bur.  Rush 


Rochester,  1936 

Rochester, 

Child. 

Dr. 

Dr. 

Med. 

Name  of  Series 

All 

Prem. 

Term 

1937 

Bureau 

Adair 

Gillespie 

School 

Number  of  cases 

120 

59 

61 

116 

2,000 

243 

338 

226 

A.  Fetal  cause 

Asphyxia 

39 

34 

44 

41.4 

33 

38 

10 

33 

Congenital  malformations 

6 

6.8 

5 

10.3 

7 

10 

11 

5 

Birth  injury 

12 

1.7 

20 

13.0 

5 

15 

30 

0.4 

Infections 

2 

3.4 

2.0 

4 

Unknown 

42 

54 . 4 

31 

32.0 

51 

15 

4 

Prematurity 

16 

14.5 

Macerated 

22 

16 

44.2 

B.  Maternal  cause 

Hemorrhage 

8.3 

13.6 

3.3 

13.0 

18 

8 

Toxemia 

15.2 

22.1 

8.2 

14.7 

16 

4 

Accidents  of  childbirth 

15.2 

8.5 

20.2 

11.2 

16 

30 

Other  diseases 

4.3 

5. 1 

3.3 

2.0 

15 

Unknown 

57.5 

52.0 

65.0 

59.5 

27 

Other  puerperal  conditions 

7 

in  1936  with  the  Rochester  Health  Bureau 
statistics  for  1937;  the  2,000  cases  from 
the  Children’s  Bureau  Study,3  Dr.  Adair’s 
figures,4  Dr.  Gillespie’s,5  and  those  of  the 
Rush  Medical  School6  in  Table  5. 

This  method  of  classification  rather 
underemphasizes  the  importance  of  pre- 
maturity, which  is  classified  under  the 
fetal  cause  “unknown”  when  immaturity 
is  the  only  finding.  Fifty-nine  of  the 
1936  Rochester  stillbirths  were  premature 
and  32  of  them  are  in  this  last  group. 

Further  analysis  of  the  stillbirth  ma- 
terial showed: 

Sex:  males  53  per  cent,  females  45  per  cent, 
unknown  2 per  cent. 

Multiple  births : 3 sets  of  twins.  (Among  live 
births,  slightly  less  than  1 per  cent  are  the  result 
of  multiple  pregnancy.) 

On  the  basis  of  their  weights,  50  per  cent  were 
premature,  weighing  less  than  2,500  Gm.  The 
smallest  baby  weighed  10  oz.,  and  the  largest 
baby  weighed  12  lbs. 

Race:  only  1 colored  baby  (only  47  bom  in 
1936). 

The  time  of  death  with  respect  to  labor  was 
not  available  from  the  records  in  most  cases. 
It  would  have  been  very  helpful  in  interpreting 
the  tme  significance,  for  instance,  of  an  operative 
delivery.  Twenty-six  fetuses  were  macerated. 

Number  of  pregnancies:  40  per  cent  of 

mothers  were  primiparas,  60  per  cent  multiparas. 

Age  of  mothers: 

15  to  20  years 
20  to  25  years 
25  to  30  years 
30  to  35  years 
35  to  40  years 
40  to  45  years 


In  the  state  the  age  group  20  to  30  for  mothers 
of  live  babies  has  two  times  the  number  in  30 
to  40 — hence  my  figures  indicate  the  greater 
likelihood  of  having  a stillbirth  when  in  the  age 
group  30  to  40  years. 

The  method  of  delivery  is  thought  of  as  a 
frequent  cause  of  death.  Forty-one,  or  33  per 
cent,  of  the  cases  were  operative.  There  were 
21  forceps  cases  (all  low,  except  6 divided,  3 high, 
and  3 mid  forceps). 

There  were  6 breech  presentations  with  ex- 
traction, 2 cesarian  sections,  and  12  version  and 
extractions. 

Types  of  presentation:  records  were  incom- 

plete, but  there  were  at  least  20  per  cent  patho- 
logic: 19  breech,  5 occipital  posterior,  and  1 
transverse. 

Duration  of  labor  was  not  noted  in  all  cases; 
4 cases  were  prolonged  over  18  hours. 

Classified  according  to  private  and  ward  cases: 
private  77,  ward  43. 

Wassermann  blood  tests  were  recorded  on  one 
third  of  the  private  cases.  Results  were  nega- 
tive. On  three  fourths  of  the  ward  patients,  1 
result  was  positive. 

Autopsies  were  done  on  25  per  cent  of  cases. 
One  hospital  had  86  per  cent  of  all  cases  autop- 
sied,  while  two  hospitals  had  no  autopsies. 

Type  of  prenatal  care:  records  were  very  in- 
complete but  suggested  good  or  fair  care  in  two 
thirds  of  the  cases. 

Anesthetics  used:  ether  alone,  43  cases; 

gas  and  oxygen  alone,  16  cases;  combined 
ether,  gas-oxygen,  5 cases;  cyclopropane,  1 case; 
none,  10;  none  mentioned  in  one  third  of  the 
cases.  Analgesic  drug  was  mentioned  in  only 
36  cases.  Barbital  derivatives  alone  or  in  com- 
bination were  used  in  two  thirds  of  the  cases, 
and  morphine  alone  in  one-fourth.  Sodium 
amytal  was  the  most  frequently  used  barbiturate. 

It  was  not  possible  to  judge  the  part 


9 

53 


47 

4 


October  15,  1939] 


STILLBIRTH  AND  NEONATAL  DEATHS 


1911 


TABLE  6. — Neonatal  Deaths  1936.  Principal  Cause  and  Day  of  Death 


All 


Cerebral  hemorrhage  14 

Congenital  malformations  27 
Pneumonia  13 

Asphyxia  13 

Pulmonary  hemorrhage  3 

Edema  of  brain  3 

Blood  disease  4 

No  demonstrable  disease 

(a)  Viable — marked  atel- 

ectasis 1 

(b)  Marked  immaturity 

or  mother  path.,  or 
both  49 

(c)  Full  term,  no  atel.; 

mother  all  right  1 

Miscellaneous  5 


1st 


P 

2 

4 

1 

6 

2 

1 

2 


F 

4 
8 
1 

5 
1 


2nd 
P F 
2 2 

1 2 


P 

1 


Day 

3-6  7-13 

F P F 

3 1 

1 4 

1 2 

1 1 


14-21  21-28  1-3  Mos. 

P F P F P F 

2 3 

2 3 


1 


1 


46  2 1 

1 

1 2 1 


1 


Totals 


133  65  25  5 9 

90  14 


3527030026 
8 9 3 0 8 


TABLE  7. — Principal  Causes  of  Neonatal  Deaths,  Rochester  Series  Compared  with  Others 


Percentages 

Dr. 

Dr.  Adair 

Roch. 

Name 

Rochester  Series,  1936 

Bund. 

Stillbirth 

Neon. 

H.  B.  ’37 

No.  cases 

133 

75  Aut. 

77  Pre. 

56  F.  T. 

398 

243 

198 

135 

Birth  injury 

10.5 

8.0 

5.4 

17.9 

25.6 

15.0 

27.0 

16.0 

Congenital  malformations 

20.3 

25.3 

6.7 

39.4 

15.8 

10.0 

12.0 

22.0 

Pneumonia,  etc. 

9.8 

9.3 

6.7 

14.3 

9.5 

0.0 

0.0 

Asphyxia 

9.8 

13.3 

9.4 

10.7 

3.3 

38.0 

4.0 

Pulmonary  hemorrhage 

2.2 

0.0 

2.7 

1.8 

2.0 

Edema  of  brain 

2.2 

2.6 

1.3 

3.6 

1.8 

Erythroblastosis 

3.0 

5.3 

2.7 

3.6 

1.5 

No  demonstrable  disease 

37.9 

29.2 

65.7 

3.6 

30.9 

15.0 

42 

49.0 

(a)  Viable  with  marked  atelectasis 

(0.3 

1.3 

0.0 

1.8 

9.3 

10.0 

) 

(b)  Marked  immaturity  or  pa- 

thology in  mother,  or  both 

(36.8 

25.3 

65.7 

0.0 

20.8 

32.0 

49.0) 

(c)  Full  term — no  atelectasis — no 

pathology  in  mother 

(0.8 

2.6 

0.0 

1.8 

0.5 

) 

Miscellaneous 

3.7 

2.6 

2.7 

5.4 

0.0 

13.0 

that  anesthetics  and  analgesics  played  in 
these  deaths,  but  the  author  could  not 
escape  the  conviction  that  where  there 
was  prematurity,  pathologic  presenta- 
tions, or  difficult  delivery  the  added 
depression  of  the  narcosis  may  have  been 
a real  cause  of  death  in  some  cases,  es- 
pecially when  large  doses  were  used. 

The  analysis  of  the  1936  neonatal 
death  group  is  above  (Table  6),  and  covers 
133  of  the  145  cases  dying  during  the  first 
month.  Autopsies  were  done  on  56  per 
cent  of  the  cases. 

The  causes  of  death  are  classified  ac- 
cording to  Dr.  B undesen’s  arrangement, 
which  lists  marked  atelectasis,  marked 
immaturity,  or  mother  pathologic  under 
the  heading  “no  demonstrable  disease.” 
This  classification,  like  that  of  the  still- 
birth, lowers  the  usual  emphasis  placed 
on  prematurity  as  a cause  of  neonatal 
death;  but  its  significance  cannot  be 
overlooked,  for,  if  not  a primary  factor 
causing  death,  it  may  be  a secondary  one. 


Seventy-seven,  or  57  per  cent,  of  the 
babies  were  premature.  In  only  49  of 
these  is  prematurity  the  only  finding. 

The  principal  causes  of  death  and  the 
day  of  death  are  indicated  for  the  entire, 
full- term,  and  the  premature  groups. 

This  table  among  other  things  indi- 
cates that  three  fourths  of  the  babies 
dying  under  1 month  died  on  the  first 
day,  and  four  fifths  by  the  end  of  the 
second  day.  All  67  of  the  77  prematures 
died  in  the  first  two  days.  Sixty-five 
died  on  the  first  day. 

The  percentages  of  the  principal  causes 
of  neonatal  deaths  in  the  1936  Rochester 
figures  are  compared  with  the  larger, 
more  satisfactory  autopsied  groups  of 
Dr.  Bundesen2  and  Adair4  (198  cases)  and 
the  Rochester  Health  Bureau  1937  figures 
(398  cases)  in  Table  7. 

Table  8,  based  on  New  York  State 
statistics  of  deaths  of  infants  from  natal 
and  neonatal  causes,  is  of  considerable 
interest,  showing  the  classification  of 
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deaths  by  the  International  List  and  the 
little  reduction  in  these  rates  during  ten 
years. 


TABLE  8. — New  York  State:  Deaths  of  Infants 

from  Neonatal  and  Natal  Causes  in  1927  and  1936 


Congenital  malformations,  157 

1927 

5.4 

1936 

5.8 

Congenital  debility,  etc.,  158,  161  be 

3.1 

1.0 

Prematurity,  159 

16.0 

14.0 

Birth  injury,  160 

5.6 

5.8 

Other  causes  of  early  infancy  161ade 

3.6 

2.2 

Further  analysis  of  the  Rochester 
neonatal  material  showed : 


The  following  maternal  factors  are  important: 
4 cases  of  toxemia,  5 placenta  praevia;  9 acci- 
dents and  injuries;  1 abruptio  placenta,  and 
2 (?)  syphilis. 

Duration  of  labor:  9 prolonged,  7 precipitate. 

Anesthesia:  ether  alone,  38  cases;  gas  and 
oxygen  alone,  17  cases,  combined  gas  and  oxy- 
gen, 6;  chloroform,  2;  cyclopropane  and  gas  and 
oxygen,  1.  None  used  or  recorded  in  72,  or  54 
per  cent. 

Analgesia:  data  recorded  in  only  40  cases. 

Barbital  derivatives  used  in  75  per  cent,  sodium 
amytal  most  frequently,  and  morphine  alone  or 
in  combination  was  used  in  12  cases. 


Sex:  males  55  per  cent,  females  45  per  cent. 
Race:  2 Negro. 

Multiple  births:  5 sets  of  twins. 

The  data  on  the  77  premature  babies  were 
analyzed  as  to  the  estimated  month  of  maturity 
reached  when  born,  as  follows: 


Under  20  weeks 

1 

20  to  24  weeks 

14 

24  to  28  weeks 

22 

28  to  32  weeks 

19 

32  to  36  weeks 

15 

36  to  40  weeks 

6 

Thirty-seven,  or  approximately  one-half  of  the 
prematures,  were  under  28  weeks  of  age  and  so 
were  too  immature  to  survive. 

The  premature  group  was  analyzed  according 
to  weight,  65  weighing  under  2,500  Gm.  In  the 
entire  group  the  largest  baby  weighed  IOV2  lbs. 
and  the  smallest  10  oz. 

Number  of  pregnancies  of  the  mother:  pri- 
mipara  40  per  cent,  multipara  70  per  cent. 

Private  and  ward  cases  were  about  equal  in 
number. 

Estimate  of  maternal  care:  in  about  60  per 
cent  classified  as  good  or  fair. 

Wassermann  blood  tests  were  done  on  less  than 
one-half  of  the  cases,  two  times  as  often  on  ward 
cases.  There  were  only  3 positive  reactions. 

An  analysis  of  the  mothers’  ages  showed 
the  following: 

16  to  20  years 
20  to  25  years 
25  to  30  years 
30  to  35  years 
35  to  40  years 
40  to  45  years 

Type  of  delivery:  operative  in  40  cases  (43 

per  cent):  20  forceps  (1  high,  0 mid),  12  version 
and  extraction,  4 breech  extraction,  and  4 
cesarian  section. 

Type  of  presentation:  pathologic  in  30  cases 
as  follows:  18  breech,  7 occipital  posterior, 

4 transverse,  and  1 mental. 


21  *» 
2}  «* 


To  summarize,  the  data  on  the  causes 
of  death  in  stillbirths  show: 

1.  The  chief  fetal  causes  were  as- 
phyxia (39  per  cent) ; birth  injury 
(12  per  cent);  and  congenital 
malformations  (6  per  cent). 

2.  The  chief  maternal  causes  were 
toxemia  (15  per  cent) ; accidents  of 
childbirth  (15  per  cent) ; and  hem- 
orrhage (8  per  cent) . 

3.  Practically  50  per  cent  of  these 
babies  were  premature,  but  only 
10  per  cent  pre viable. 

The  principal  causes  of  death  in  the 
neonatal  group  of  Rochester  cases  were 
congenital  malformations  (20  per  cent); 
birth  injury  (10.5  per  cent);  pneumonia 
and  asphyxia  each  (9  per  cent);  and  no 
demonstrable  disease,  which  included 
cases  showing  immaturity  alone  (38 
per  cent). 

Time  does  not  permit  us  to  discuss  the 
reduction  of  these  factors  in  any  detail. 

The  congenital  malformation  group 
seems  the  most  hopeless  of  all.  Studies 
by  Streeter7  and  by  Murphy8  suggest  the 
primary  part  played  by  hereditary  fac- 
tors in  their  causation,  and  we  must  be 
alert  to  the  possibilities  of  defective 
recessive  genes  in  both  families.  Certain 
defects  are  definitely  inheritable,  such 
as  cleft  palate,  clubfoot,  deaf-mutism, 
hemophilia,  spina  bifida,  and  epilepsy. 
Some  lethal  factors  may  be  responsible 
for  monstrosities. 

Prematurity  will  be  prevented  in  some 
cases  by  early  and  adequate  prenatal 
care  and  early  treatment  of  toxemias  in 
the  mother;  by  regimes  adequate  in  rest 
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and  free  from  strain;  maternal  diets 
adequate  in  vitamins — perhaps  espe- 
cially rich  in  vitamin  E13;  and  hormone 
therapy  including  in  some  cases,  where 
indicated,  thyroid  gland,  pregnancy  urine 
extract,14  and  perhaps  progesterone.15 
Syphilis  as  a cause  of  prematurity  should 
be  eliminated  in  New  York  State  as  a 
result  of  our  two  new  laws. 

The  care  of  the  premature  baby  is  a 
hospital  problem  requiring,  usually,  ex- 
pert medical  advice,  special  warm  beds, 
correct  diet,  often  breast  milk,  and  free- 
dom from  exposure.  Much  can  be  done 
to  save  these  babies,  as  outlined  by  Dr. 
Hess9  in  particular. 

Birth  injury,  i.e.,  intracranial  hemor- 
rhage, must  not  be  considered  as  always 
due  to  the  fault  of  the  doctor,  as  it  may 
occur  when  he  has  not  interfered  in  any 
way.  Problems  of  malpresentation,  dis- 
proportion, deliveries  that  are  too  pre- 
cipitate and  forceful,  prolonged  excessive 
pressure,  breech  deliveries,  version  and 
extraction,  and  especially  forceps  de- 
liveries result  in  intracranial  hemorrhage 
in  from  10  to  50  per  cent.  The  obstetri- 
cian must  understand  the  stresses  on  the 
infant’s  head  and  its  liability  to  injury. 

Dr.  Eardley  Holland,10  of  England,  has 
done  a classic  piece  of  work  in  analyzing 
the  forces  acting  on  the  baby  in  labor. 
To  reduce  intracranial  hemorrhage,  an 
improvement  of  obstetric  technic  and 
judgment  is  needed  and  definite  indica- 
tions for  interference  recognized.  All 
intracranial  hemorrhage  cannot  be  pre- 
vented, but  it  can  be  reduced  in 
amount.16 

The  correct  treatment  of  a baby  with 
intracranial  hemorrhage  should  be  famil- 
iar to  the  obstetrician — warmth,  gentle- 
ness in  handling,  maintaining  fluids, 
possibly  repeated  lumbar  punctures  to 
reduce  pressure,  oxygen  for  cyanotic 
attacks,  and  whole  blood. 

The  prevention  and  treatment  of  as- 
phyxia neonatorum  might  concern  this 
group  for  many  hours.  The  placental 
and  cord  difficulties  cannot  be  helped 
much  except  as  they  are  recognized  early 
intra  utero  when  operative  interference 
may  be  in  time.  A pediatrician  with  a 


purely  theoretic  familiarity  with  the 
problems  of  obstetric  anesthesia  finds 
much  in  the  literature17  to  make  him 
feel  that  barbiturate  analgesia  should  be 
employed  only  by  experts  working  in 
hospitals  with  especially  trained  person- 
nel and  then  not  in  prematures  or  where 
birth  trauma  is  likely;  that  small  doses 
of  morphine  early  in  the  first  stage  and 
ether  alone  or  mixed  with  x/4  vinyl  ether 
for  the  pains  of  the  second  stage  are  the 
safest  to  use  in  the  average  delivery ; that 
chloroform  should  not  be  used  at  all; 
that  nitrous  oxide  and  oxygen  are  useful 
in  the  second  stage  but  safe  only  in  pro- 
portion of  85  parts  nitrous  oxide  to  15  of 
oxygen;  that  cyclopropane  in  the  hands 
of  an  expert  is  very  useful. 

The  problem  of  resuscitation  of  the 
newborn  is  controversial  in  some  points, 
but  all  authorities  agree  that  gentle  suc- 
tion should  be  applied  to  the  pharynx  of 
all  newborn  babies  to  clean  out  the  mucus, 
blood,  and  amniotic  fluid.18  If  breathing 
is  delayed,  then  oxygen  (85  to  90  per  cent) 
and  carbon  dioxide  (10  per  cent)  or  per- 
haps pure  oxygen  is  indicated.  All  vio- 
lent methods  of  resuscitation  should  be 
avoided.  Alpha-lobelin  (V2o  gr.)  as 
advocated  by  Wilson11  injected  into  the 
umbilical  vein  may  be  of  great  value  in 
initiating  the  first  respiration.  Accord- 
ing to  Dr.  Y.  Henderson,12  in  resuscitat- 
ing a baby  no  mechanical  device  for 
artificial  respiration  should  be  used  that 
sucks  air  out  of  the  lung,  such  as  a pul- 
motor  or  the  E & J Respirator,  as  they 
are  likely  to  cut  off  inspiration  prema- 
turely. 

Conclusion 

Stillbirth  and  neonatal  death  rates  have 
declined  considerably  in  Rochester  and 
elsewhere,  and  there  is  no  reason  to  be- 
lieve that  they  cannot  be  reduced  more. 

The  most  important  factor  in  accom- 
plishing this  is  the  physician  well  trained 
in  obstetrics  and  pediatrics. 

Perhaps  general  practitioners  should  be 
better  trained  in  the  early  diagnosis  of 
obstetric  complications  so  that  they  will 
seek  expert  help  earlier.  There  is  need 
for  increased  knowledge  of  the  basic 
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anatomy  and  physiology  of  this  period.19 
Women  should  be  educated  to  come  earlier 
for  prenatal  care  and  they  should  know 
that  complete  obstetric  amnesia  may  not 
always  be  safe  for  the  baby. 

Hospitals  should  provide  adequate  fa- 
cilities for  the  care  of  prematures. 

Finally,  I should  like  to  suggest  that 
in  each  community  a group  of  men  in- 
terested in  the  problems  of  stillbirth  and 
neonatal  death,  including,  if  possible, 
obstetricians,  pediatricians,  pathologists, 
anesthetists,  and  a health  officer,  should 
meet  once  or  twice  a year  and  discuss  the 
progress  of  their  community  and  their 
individual  hospitals  in  reducing  these 
death  rates. 

They  might  plan  a standard  obstetric 
record  for  all  hospitals;  plan  and  execute 
studies;  define  standards  of  procedure; 
suggest  hospital  rules  for  consultation  on 
all  prolonged  or  complicated  labor;  re- 
view all  stillbirths  and  neonatal  deaths  of 
the  past  year;  and  discuss  controversial 
subjects,  such  as  obstetric  analgesia, 
intracranial  injury,  and  intrauterine  as- 
phyxia. 


I wish  to  express  my  appreciation  of 
the  great  help  given  me  in  the  prepara- 
tion of  this  paper  by  Dr.  A.  D.  Kaiser, 
Mr.  Henry  Lieberwurst,  of  the  Health 
Bureau,  and  the  record  librarians  of  the 
hospitals. 
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Discussion 

Dr.  Carl  H.  Laws,  Brooklyn,  New  York — In 
order  to  stress  the  importance  of  Dr.  Soule’s 
excellent  paper,  I want  to  quote  a few  sentences 
from  the  introduction  in  a Children’s  Bureau 
publication  on  the  “Appraisal  of  the  Newborn 
Infant”  by  Dr.  Ethel  C.  Dunham. 

“The  neonatal  period  is  one  of  great  danger 
to  the  infant  as  well  as  one  about  which  too 
little  is  known.  That  more  attention  should 
be  given  to  the  appraisal  of  the  newborn  infant 
and  to  his  care  is  indicated  by  the  high  mortality 
rate  among  infants  in  the  first  month  of  life.” 
Further  on  in  her  introduction  Dr.  Dunham 
states:  “The  appraisal  of  the  newborn  infant 

will,  of  course,  be  made  more  exact  by  improve- 
ment in  clinical  methods  of  examination,  by 
establishment  of  certain  standards  of  growth 
and  development,  and  by  more  intensive  study 
of  causes  of  neonatal  deaths,  supplemented  by 
postmortem  and  other  laboratory  examinations.” 

Dr.  Soule  in  his  paper  stated  that  “a  con- 
siderable number  of  the  records  were  incomplete, 
especially  in  respect  to  the  prenatal  care  of  the 
mother  and  a description  of  the  baby  and  his 
subsequent  course.  In  some  cases,  only  the 
nurse’s  notes  revealed  that  a baby  had  died. 

“Autopsies  were  secured  in  43  per  cent  of  the 
cases  and  frequently,  although  well  done,  they 
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were  still  unsatisfactory  in  that  they  lacked 
careful  examinations  of  the  head  for  intracranial 
injury  and  in  that  there  were  too  few  microscopic 
examinations  of  the  lungs.” 

Quoting  from  Dr.  Herman  N.  Bundesen’s 
report:  "To  be  considered  satisfactory,  a 

necropsy  (1)  must  have  been  done^by  a com- 
petent pathologist,  familiar  with  fetal  and  infant 
pathology,  (2)  must  have  included  an  examina- 
tion of  the  brain  and  cranial  cavity,  (3)  must 
have  included  a microscopic  examination  of  the 
tissues,  and  (4)  must  have  included  a complete, 
written  report  of  the  results.”  His  investigation 
revealed  that  many  of  the  necropsies  done  on 
infants  during  the  neonatal  period  were  un- 
satisfactory because  they  had  been  delegated  to 
untrained  men  to  teach  them  necropsy  technic. 
In  other  instances,  necropsies  were  indifferently 
performed  by  well-trained  men  who  had  little 
interest  in  making  any  real  effort  to  determine 
the  correct  cause  of  death. 

After  hearing  Dr.  Soule’s  paper,  we  should  all 
be  stimulated  to  try  to  have  (1)  a competent 
pathologist  familiar  with  fetal  and  infant  pathol- 
ogy, in  every  hospital,  so  that  accurate  and 
complete  records  are  kept  of  every  necropsy, 
(2)  a complete  prenatal,  natal,  and  postnatal 
history,  (3)  a careful  appraisal  of  the  newborn 
infant,  (4)  adequate  facilities  for  the  care  of  pre- 
matures. 

Would  it  be  possible  to  supply  every  newly 
married  couple  with  a pamphlet  published  by 
the  New  York  State  Medical  Society,  on  pre- 
natal care,  thus  stimulating  a desire  in  them  to 
seek  the  proper  care  early  in  their  pregnancy? 

I wonder  if  Dr.  Soule  would  tell  us  what  plan 
they  followed  in  Rochester  to  accomplish  their 
excellent  reduction  in  the  stillbirth  rate? 

Dr.  Charles  F.  Bolduan,  New  York  City — I 
have  been  greatly  interested  in  Dr.  Soule’s 
careful  analysis  of  the  factors  responsible  for 
antenatal  and  neonatal  deaths  in  infants  in 
Rochester.  The  more  so  because  I too  have  been 
emphasizing  the  main  conclusions  which  he 
draws  from  his  study. 

Rochester’s  statistics  on  this  subject  are  very 
similar  to  those  of  New  York  City — we  also 
have  had  a much  larger  reduction  of  infant 
mortality  as  a whole  than  of  neonatal  mortality, 
i.e.,  death  rate  during  the  first  month  of  life. 
Our  stillbirth  rates  are  not  comparable,  for  in 
New  York  City  we  have  for  many  years  recorded 


as  stillbirths  all  products  of  gestation,  including 
what  are  generally  termed  early  abortions  or 
miscarriage.  Our  rate  for  stillbirths  thus  de- 
fined has  declined  from  89  to  44.3,  i.e.,  by  about 
50  per  cent. 

Dr.  Soule  has  well  pointed  out  that  the  avail- 
able mortality  statistics,  tabulated  as  they  are 
according  to  the  International  Classification, 
give  us  very  little  information  when  we  seek  to 
determine  the  causative  factors  in  antenatal 
and  neonatal  deaths. 

I believe  that  we  in  New  York  were  the  first 
to  secure  more  detailed  information  which  might 
help  in  the  situation. 

In  1933  we  added  another  line  to  our  birth 
certificates  asking  information  regarding  the 
mode  of  delivery.  That  was  done  because 
injury  at  birth  loomed  so  large  as  a cause  of 
death.  This  method  of  obtaining  additional 
information  was  so  successful  that  we  have  now 
extended  it  by  introducing  an  entirely  new  form 
of  birth  certificate.  The  face  of  the  certificate  is 
unchanged.  Any  photostatic  transcripts  which 
may  be  issued  will  therefore  be  the  same  as  they 
have  always  been. 

On  the  reverse  side,  however,  we  are  asking 
for  a confidential  report  giving  many  important 
details.  Among  the  questions  asked  are  the 
period  of  gestation,  the  length  and  weight  of  the 
infant  at  birth,  whether  the  pregnancy  was 
normal,  and  if  not,  in  what  particular  it  was 
abnormal,  whether  a serologic  test  for  syphilis 
was  made  during  pregnancy,  and  if  so  when  and 
its  result.  The  duration  of  labor  is  asked,  also 
whether  it  was  induced,  and  if  so  the  method  of 
induction.  If  the  delivery  was  operative,  the 
indication  for  the  operation  and  the  operative 
procedure  are  to  be  stated. 

I might  add  that  the  stillbirth  certificate  has 
also  been  revised,  providing,  on  the  reverse  side, 
for  very  similar  confidential  information. 

These  new  certificates  have  had  the  endorse- 
ment of  the  organized  medical  profession  and 
we  are  already  receiving  detailed  information  on 
births  and  stillbirths  now  reported  in  New  York 
City.  I am  confident  that  this  will  enable  us  to 
determine  how  we  can  best  attack  the  problem 
so  ably  brought  out  by  Dr.  Soule. 

I want  to  thank  Dr.  Soule  for  this  opportunity 
to  participate  in  the  discussion.  He  has  made 
out  an  excellent  case  for  the  need  of  much  more 
intensive  work  for  the  reduction  of  antenatal 
and  neonatal  mortality. 
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Abel  Levitt,  M.D.,  F.A.C.P.,  Dexter  S.  Levy,  M.D.,  and 
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University  of  Buffalo,  Buffalo,  New  York) 


The  advent  of  serum  therapy  in  the 
treatment  of  lobar  pneumonia  has 
been  instrumental  in  greatly  reducing  the 
mortality  rate  of  this  disease.  The  mor- 
bidity of  the  disease,  however,  varies  con- 
siderably, since  during  some  years  we 
encounter  only  predominant  types.  Like- 
wise, the  virulence  of  each  particular  type 
itself  is  not  constant  and  the  resultant 
mortality  rate  in  one  type  may  be  much 
lower  than  that  in  another  even  under 
similar  conditions.  Chemotherapy  has 
thus  far  played  an  unimportant  part  as  a 
specific  agent  in  this  disease  and  has  been 
used  primarily  as  a symptomatic  form  of 
therapy.  The  introduction  of  sulfa- 
pyridine  has  opened  a new  avenue  in  the 
management  of  pneumonia,  and  promises 
to  be  an  efficient  as  well  as  economical 
form  of  therapy.  At  the  Edward  J. 
Meyer  Memorial  Hospital  (Buffalo  City 
Hospital)  we  have  used  sulfapyridine 
in  a group  of  100  cases  to  date. 

Selection  of  Cases 

In  this  clinical  study  only  those  pa- 
tients who  were  definitely  diagnosed  as 
lobar  pneumonia  were  used.  Each  case 
was  taken  routinely  as  admitted  but  the 
drug  was  prescribed  only  where  a clinical 
and  a roentgenographic  diagnosis  of  lobar 
pneumonia  was  made.  The  duration  of 
illness  prior  to  admission  was  not  con- 
sidered as  a factor  in  prohibiting  the  use 
of  the  drug,  nor  did  the  age,  the  serious- 
ness of  the  illness,  or  complications  deter 
our  prescribing  it.  Routine  studies  were 
made  on  the  sputum  type,  blood  picture, 
blood  culture,  and  blood  concentration  of 
the  drug  in  each  case.  We  have  also  in- 
cluded in  our  group  6 postoperative 
pneumonias,  1 during  pregnancy  at  six 
months  and  1 at  the  time  of  delivery. 


Method  of  Administration 

After  the  diagnosis  of  lobar  pneumonia 
had  been  made,  each  patient  was  placed 
on  a liquid  diet,  which  consisted  of  at 
least  3 liters  per  day  and  was  made  up 
primarily  of  fruit  juices  and  milk.  If  oral 
fluids  were  not  taken  in  sufficient  quanti- 
ties we  resorted  to  parenteral  administra- 
tion. The  only  other  routine  therapeutic 
agent  we  used  was  an  opiate  to  relieve 
pain  and  dyspnea.  In  the  majority  of 
our  cases  oxygen  was  administered  for 
cyanosis,  this  by  means  of  nasal  catheter. 
Sulfapyridine  was  administered  orally  in 
a 2 Gm.  dose  upon  admission  and  followed 
by  1 Gm.  every  four  hours  for  the  first 
twenty-four,  at  which  time  the  interval 
between  1 Gm.  doses  was  raised  to  every 
six  hours.  In  no  case  did  we  exceed  a 
total  of  37  Gm.  of  the  drug,  while  in  the 
majority  of  cases  much  less  was  required. 
Our  criterion  for  cessation  of  the  drug  was 
usually  two  days  after  the  temperature 
had  returned  to  normal  and  had  shown 
no  secondary  rise.  In  a few  instances 
emesis  became  severe  and  we  were  obliged 
to  administer  the  drug  subcutaneously. 

The  parenteral  preparation  was  ap- 
proximately a 0.1  per  cent  solution  of  the 
drug  in  normal  saline.  It  was  prepared 
by  dissolving  0.5  Gm.  of  the  drug  in 
saline  and  filtering  out  the  undissolved 
portion. 

The  method  used  for  the  determination 
of  sulfapyridine  (2  [para  aminobenzene 
sulfamide]  pyridine)  in  the  blood  was 
that  described  by  Marshall  for  the  deter- 
mination of  sulfanilamide.  A standard 
made  with  chemically  pure  sulfapyridine 
was  substituted  for  one  made  with  sulfa- 
nilamide. A variability  in  the  blood  con- 
centration of  sulfapyridine  among  indi- 
viduals receiving  the  same  dose  schedule 
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has  been  observed  by  others.1  It  has 
been  suggested  that  this  may  be  due  to 
irregular  absorption  of  the  drug  or  to 
differences  in  its  conjugation. 

Since  nausea  and  emesis  were  observed 
in  many  of  our  cases  when  the  drug  was 
given  in  its  tablet  form,  and  because  it  is 
so  poorly  soluble  in  water  (1 : 1000),  we 
have  found  it  best  tolerated  when  sus- 
pended in  milk  and  for  this  reason  have 
routinely  given  it  in  this  manner  orally, 
which  obviated  this  complication  in  most 
instances. 

Clinical  Analysis  of  Data 

We  have  studied  100  cases,  and  in  this 
number  found  20  colored,  4 Indian,  and 
the  remainder  white.  Males  predomi- 
nated, as  shown  in  the  table  below: 

Sex  & Color 

Number 
of  Cases 


White  male  49 

White  female  27 

Colored  male  9 

Colored  female  11 

Indian  male  1 

Indian  female  3 


One  woman  of  this  group  was  six 
months  pregnant  and  she  fully  recovered 
with  no  ill  effect  on  the  pregnancy.  An- 
other was  almost  at  term,  delivered,  re- 
covered from  her  pneumonia,  developed 
a serofibrinous  pleurisy,  and  improved. 
Both  of  these  were  of  the  streptococcus 
anhemolyticus  type. 

The  ages  varied  considerably,  as  the 
following  table  illustrates,  with  the  young- 
est 6 months  and  the  oldest  76  years  old: 


Ages 


Age 

Number 
of  Cases 

0-1 

3 

1-5 

9 

5-10 

9 

10-20 

13 

20-30 

12 

30-40 

16 

40-50 

17 

50-60 

12 

60-70 

7 

70-80 

2 

In  patients  under  15  years  of  age,  the 
drug  was  administered  in  0.5  Gm.  doses 
dissolved  in  milk  but  given  in  the  same 
intervals  as  adults.  Complications  in 


children  were  less  frequent  and,  if  present 
at  all,  were  of  milder  type.  Recovery  in 
all  the  children  was  by  lysis. 

Sputum  typings  were  done  on  all  cases 
and  revealed  that  25  cases  were  Type  I; 
14,  Type  II;  6,  Type  III;  3,  Type  IV; 
3,  Type  V;  1,  Type  VI;  7,  Type  VII; 
1,  Type  XIV.  Of  the  remainder,  24  cases 
were  negative  for  typing  and  culture. 
Thirteen  gave  a culture  of  streptococcus 
anhemolyticus  and  staphylococcus  albus, 
whereas  3 cases  revealed  gram-positive 
cocci  ox  bile  soluble. 


Sputum  Typing 


Type 

Number 
of  Cases 

Percentage 

Mortality 

Percentage 

I 

25 

25 

8 

II 

14 

14 

0 

III 

6 

6 

16.6 

IV 

3 

3 

0 

V 

3 

3 

0 

VI 

1 

1 

0 

VII 

7 

7 

0 

XIV 

1 

1 

0 

Blood  cultures  were  taken  on  all  cases 
and  in  4 instances  were  positive.  One  of 
these  was  for  a Type  II,  1 Type  VI,  1 
Type  XIV,  and  1 for  streptococcus  hemo- 
lyticus;  all  of  whom  recovered.  In  all 
cases  complete  blood  picture  studies 
were  made  prior  to  the  start  of  sulfa- 
pyridine  therapy,  every  two  days  during 
the  course  of  treatment,  and  following  the 
crisis  or  lysis  in  each  case.  In  no  case  did 
we  administer  the  drug  where  the  red 
blood  cells  fell  below  2,500,000  or  where 
the  hemoglobin  was  below  50  per  cent  by 
Sahli.  The  following  table  will  show  the 
reduction  in  white  cells  and  polymor- 
phonuclear cells  following  the  use  of 
sulfapyridine. 


Blood  Counts  Before  and  After  Treatment 


WBC  Before 
0-  5,000 
5-10,000 
10-20,000 
20-30,000 
30-40,000 

Number 
of  Cases 
0 

28 

48 

19 

5 

WBC  Following 
0-  5,000 
5-10,000 
10-20,000 
20-30,000 
30-40,000 

Number 
of  Cases 
1 
71 
21 
5 
2 

Polymor- 

Polymor- 

phonuclears 

phonuclears 

Before 

After 

60-70 

19 

60-70 

30 

70-80 

37 

70-80 

61 

80-90 

44 

80-90 

9 

The  majority  of  our  cases  showed  a 
considerable  leukocytosis  at  the  begin- 
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TABLE  1. — Analysis  of  Blood  Concentration  Levels  and  Reactions — in  Some  of  the  Cases 


Date 


Initial 
O.  N. 

Blood 

Culture 

Neg. 

Drug 

Started 

1/31 

F.  R. 
J.  G. 
W.  S. 

Neg. 

Neg. 

Positive 

Strepto- 

coccus 

2/13 

2/17 

2/22 

F.  G. 
J.  G. 

Neg. 

Neg. 

2/20 

2/22 

J.  D. 

Neg. 

2/22 

S.  G. 

Neg. 

2/22 

A.  D. 

Neg. 

2/23 

W.  B. 

Neg. 

2/26 

J.  G. 

Neg. 

2/24 

B.  M. 
S.  K. 
L.  K. 

Neg. 

Neg. 

Neg. 

3/3 

3/5 

2/28 

R.  R. 
A.  M. 

Neg. 

Neg. 

3/10 

3/12 

J.  M. 
N.  D. 
R.  E. 

Neg. 

Neg. 

Neg. 

3/17 

3/21 

3/22 

Date 

Drug 

Stopped 

Total 
Amount 
of  Drug 
Used 

Complications 

2/4 

26 

None 

2/15 

13 

None 

2/20 

8 

None 

2/27 

33 

Thick  Pleura 

2/22 

9.2 

None 

2/26 

18 

None 

2/24 

9 

None 

2/27 

18 

None 

2/26 

15 

Pregnancy 

3/1 

12 

None 

3/2 

23 

None 

3/6 

17 

Pregnancy 

3/7 

6 

None 

3/6 

21 

Cerebral 

hemorrhage 

3/13 

7 

None 

3/14 

7 

None 

3/19 

4.5 

None 

3/24 

11 

None 

3/24 

10 

None 

Blood 

Concentration 

Sulfapyridine 

Reactions 

2/2 

9 mg. 

Cyanosis 

2/4 

10  mg. 

2/6 

Neg. 

2/15 

13.6  mg. 

None 

2/20 

10.8  mg. 

Nausea 

2/20 

12.3  mg. 

Cyanosis 

2/22 

5 mg. 

2/23 

4 mg. 

2/25 

1 mg. 

2/27  Less  1 mg. 

2/22 

5 mg. 

Emesis 

2/23 

5.9  mg. 

Cyanosis 

2/24 

3 mg. 

2/25  Less  1 mg. 

2/23  Less  1 mg. 

None 

2/24 

8 mg. 

2/23 

5.8  mg. 

None 

2/25 

10  mg. 

2/27 

6.9  mg. 

3/1 

2 mg. 

2/24 

Neg. 

Toxic 

2/25 

7.7  mg. 

psychosis 

2/27 

2 mg. 

2/28 

Neg. 

2/27 

4.6  mg. 

Cyanosis 

3/1 

5.9  mg. 

2/25  Less  1 mg. 

Cyanosis 

2/27  Less  1 mg. 

3/1 

Neg. 

3/6 

4 mg. 

Nausea 

3/6 

6.5  mg. 

None 

3/1  ] 

Less  1 mg. 

Cyanosis 

3/3 

2 mg. 

3/13  Less  1 mg. 

None 

3/13 

2 mg. 

None 

3/15 

2.5  mg. 

3/19 

Neg. 

None 

3/22 

6.6  mg. 

Nausea 

3/23 

2 mg. 

None 

ning  of  treatment  of  the  disease  and  in 
the  majority  of  them  the  white  cell  count 
remained  high  even  after  the  patient  had 
returned  to  normal  temperature  and  the 
drug  had  been  stopped. 

The  anatomic  involvement  of  the  lobes 
is  represented  in  the  following  table : 

Lobes  Involved 


Lobe  Cases 

Right  upper  12 

Right  middle  4 

Right  lower  37 

Right  upper  and  middle  1 

Right  middle  and  lower  4 

Entire  right  lung  3 

Left  upper  6 

Left  lower  27 

Both  lowers  2 

Left  upper,  left  lower,  and 

right  middle  1 

Central  1 

Right  upper  and  left  lower  1 


The  duration  of  illness  in  our  group 
varied  from  one  day  to  more  than  two 
weeks,  but  in  all  instances  the  patients 
were  acutely  ill  and  showed  the  usual 
clinical  signs  of  lobar  pneumonia.  Some 
in  this  group  had  “spill  overs”  to  other 
lobes,  which  factor  may  account  for  the 


long  interval  of  illness  prior  to  admission. 
The  duration  of  illness  following  the  ad- 
ministration of  the  drug  was  quite  vari- 
able. In  12  cases  the  temperature  drop- 
ped by  crisis  within  twenty-four  hours. 
In  19,  it  fell  within  forty-eight.  Fifty- 
nine  cases  had  a normal  temperature  at 
the  end  of  seventy-two  hours.  Lysis  oc- 
curred in  the  remaining  cases.  Three 
patients  expired. 

Duration  of  Illness  Prior  to  Admission 


Number  of  Days  Cases 

0-2  52 

3-5  27 

6-9  12 

10-14  6 

Above  two  weeks  3 


The  amount  of  sulfapyridine  required 
in  our  group  of  cases  varied  considerably 
with  greatest  number  responding  between 
8 and  23  Gm.  The  smallest  dosage  was 
given  to  an  infant  of  6 months  who  showed 
definite  clinical  recovery  after  3 Gm.; 
while  the  largest  amount  was  33  Gm. 
The  dosage  table  (page  1919)  shows  the 
amount  of  sulfapyridine  given. 
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TABLE  2. — Analysis  of  Blood  Concentration  Levels  in  Specific  Types 


Blood 

Date 

Drug 

Date 

Drug 

Type  I 
Total  Amount 

Blood 

Concentration 

I nitial 

Culture 

Started 

Stopped 

of  Drug  Used 

Complications 

Sulfapyridine 

Reactions 

A.  F. 

Neg. 

3/2 

3/6 

21  Gm.  and 
300, 00T)  units 

Fluid 

3/3 

4.7  mg. 

Nausea 

Cyanosis 

Delirium 

R.  M. 

Neg. 

3/7 

3/13 

24  Gm.  and 
250,000  units 

Unresolved 

3/8  2 mg. 

3/10  1 mg. 

3/11  Less  1 mg. 

Cyanosis 

O.  W. 

Neg. 

3/8 

3/13 

23  Gm.  and 
50,000  units 

None 

3/10 

3/13 

9 mg. 
9.5  mg. 

Nausea 

P.  T. 

Neg. 

3/9 

3/11 

11  Gm.  and 
200,000  units 

None 

3/10 

6.3  mg. 

Emesis 

M.  S. 

Neg. 

3/16 

3/17 

8 Gm.  and 
250,000  units 

None 

3/16 

3/17 

3.7  mg. 
2.5  mg. 

Emesis 

L.  B. 

Neg. 

3/19 

3/24 

17  Gm. 

None 

3/20 

3/22 

7.7  mg. 
10  mg. 

Nausea 

Anemia 

J.  F. 

Neg. 

3/16 

3/18 

12  Gm. 

Myocarditis 

3/17 

SI.  trace 

Nausea 

N.  P. 

Neg. 

3/22 

3/26 

5 Gm. 

Type  II 

None 

3/24 

2.3  mg. 

None 

E.  C. 

Pos. 

2/3 

2/5 

12  Gm. 

Delirium 

tremens 

2/4 

2/6 

7.5  mg. 
Less  1 mg. 

Delirium 

I.  B. 

Neg. 

2/17 

2/20 

15  Gm. 

None 

2/22 

Neg. 

Emesis 

J.  R. 

Neg. 

3/14 

3/19 

26  Gm. 

None 

3/18 

6.5  mg. 

None 

J.  J- 

Neg. 

3/20 

3/24 

21  Gm. 

None 

3/20 

2 mg. 

None 

J.  G. 

Neg. 

3/6 

3/8 

11  Gm. 

Type  III 

None 

3/7 

3/8 

4 mg. 
1 mg. 

Cyanosis 

A.  T. 

Neg. 

2/17 

2/20 

13  Gm. 

None 

2/20 

5.5  mg. 

Nausea 

J.  F. 

Neg. 

2/17 

2/21 

16  Gm. 

Ileus 

Singultus 

2/20 

16.8  mg. 

Emesis 

G.  K. 

Neg. 

2/24 

2/28 

15  Gm. 

None 

2/25 

2/27 

5 mg. 
4 mg. 

Nausea 

J.  G. 

Neg. 

2/22 

2/24 

8 Gm. 

None 

2/23  Less  1 mg. 
2/24  2 mg. 

2/27  6 mg. 

None 

M.  D. 

Neg. 

3/10 

3/13 

10  Gm. 

Type  IV 

None 

3/13 

2 mg. 

Nausea 

J.  H. 

Neg. 

3/11 

3/14 

15  Gm. 

Type  V 

None 

3/13 

3/15 

5.5  mg. 
Less  1 mg. 

None 

E.  G. 

Neg. 

3/20 

3/24 

12  Gm. 

Type  VI 

None 

3/22 

2 mg. 

None 

A.  B. 

Pos. 

3/22 

3/25 

18  Gm. 

Type  VII 

Ileus 

3/24 

2.5  mg. 

Cyanosis 

J.  M. 

Neg. 

2/27 

3/6 

28  Gm. 

None 

2/28 

3/1 

3/3 

3/3 

2 mg. 

7.4  mg. 
14  mg. 

4.5  mg. 

Cyanosis 

H.  S. 

Neg. 

3/6 

3/13 

24  Gm. 

Type  XIV 

None 

3/7 

3/8 

3/9 

3/10 

3/13 

4.4  mg. 
8 mg. 
7.7  mg. 
6.2  mg. 
4.4  mg. 

Delirium 

M.  K. 

Pos. 

3/20 

3/25 

25  Gm. 

Ileus 

Myocarditis 

3/20 

3/22 

1 mg. 
3.4  mg. 

Cyanosis 

Dosage 


Amt.  Dagenan 

Number 

per  Patient 

of  Cases 

2.5-4  Gm. 

4 

4-6  Gm. 

9 

6-10  Gm. 

20 

10-14  Gm. 

21 

14-20  Gm. 

22 

20-24  Gm. 

13 

24-28  Gm. 

7 

28-33  Gm. 

4 

With  the  above  dosage  it  was  revealed 
that  the  blood  concentration  level  varied 
considerably,  irrespective  of  the  amount 
of  sulfapyridine  used. 

The  figures  on  these  pages  tend  to  reveal 
that  the  reactions  are  apparently  local 
manifestations  and  not  dependent  upon 
the  amount  of  drug  in  the  blood  stream. 


It  is  of  interest  to  report  that  in  the  2 
cases  showing  delirium,  the  one  was  a 
colored  male  of  twenty-eight  years  who 
also  had  delirium  tremens  and  a posi- 
tive blood  culture,  and  after  adminis- 
tration of  12  Gm.  of  the  drug  showed 
marked  physical  and  mental  improve- 
ment. The  other  occurred  in  a male  with 
Type  VII  pneumococcus  and  cleared  up 
spontaneously  two  days  after  cessation 
of  the  drug. 

In  Type  I pneumonia,  of  which  we  had 
25  cases,  serum  was  administered  to  20 
in  conjunction  with  the  drug,  since  in 
this  type  the  efficiency  of  pneumococcus 
serum  has  been  so  well  proved  that  we 
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hesitated  to  omit  it.  The  serum  was  not 
given  to  2 cases,  however,  until  forty- 
eight  hours  after  the  sulfapyridine  had 
been  started  and  here,  because  of  slow 
response  to  the  drug,  we  did  not  feel 
justified  in  omitting  the  serum.  Of  Type 
III  pneumococcus,  we  have  had  6 cases 
treated  with  sulfapyridine  and  have  found 
recovery  occurring  in  5,  with  the  lowest 
amount  of  the  drug  needed  being  6 Gm. 
and  the  highest  26  Gm.  Type  II  was 
present  in  14  cases.  The  lowest  amount 
of  drug  given  was  12  Gm.,  the  highest, 
37  Gm.  Type  IV,  observed  only  3 
times,  required  15,  20,  and  18  Gm. ; 
and  Type  V,  a similar  number  of  times, 
required  6,  18,  and  18  Gm.  Seven  cases 
of  Type  VII  required  5 to  27  Gm.,  whereas 
our  1 case  of  Type  XIV  required 
25  Gm.  The  remaining  streptococcus 
groups  received  the  amounts  as  indicated 
in  the  table. 

Reactions 

No  serious  reactions  to  the  drug  have 
been  experienced  in  any  case,  but  we  have 
observed  milder  toxic  manifestations. 
The  table  below  shows  how  many  times 
we  encountered  these  complications  and 
also  the  highest  and  lowest  level  of  the 
blood  concentration  at  which  these  re- 
actions were  present. 


Blood  Concentration 


Reaction 

Number 
of  Cases 

Highest 

Lowest 

Nausea 

17 

11.2 

SI.  trace 

Emesis . 

22 

10.4 

0 

Cyanosis 

18 

14 

0 

Delirium 

4 

9.4 

0 

Total 

61 

Comment 

We  have  reviewed  a series  of  100  cases 
of  lobar  pneumonia  in  which  sulfapyridine 
has  been  used.  Three  of  this  group  ex- 
pired. Our  complications  were  minor  in 
nature;  3 cases  developed  a serofibrinous 
pleurisy  which  ultimately  subsided. 
Cyanosis  was  a rather  common  finding 
that  did  not  embarrass  the  patient,  nor 
did  it  respond  to  oxygen.  It  is  interest- 
ing to  note  that  in  this  series  we  had  very 
few  of  the  common  complications  of 
pneumonia,  such  as  delirium,  singultus, 
or  ileus.  The  period  of  resolution  and 
convalescence,  however,  was  consider- 
ably prolonged.  The  morbidity  of  the 
lobar  pneumonias  this  year  seems  to  be 
of  a milder  nature  than  at  other  times. 
Because  of  this,  the  efficacy  of  the  drug 
must  stand  the  trial  of  a longer  period  of 
time  to  establish  definitely  its  value. 

333  Linwood  Avenue 

i Marshall,  E.  K.,  Emerson,  Kendall,  and  Cutting, 
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METHUSELAH’S  DIET 
Methuselah  ate  what  he  found  on  his  plate 
And  never,  as  people  do  now. 

Did  he  note  the  amount  of  the  caloric  count. 

He  ate  it  because  it  was  chow. 

He  wasn’t  disturbed,  as  at  dinner  he  sat 
Destroying  a roast  or  a pie, 

To  think  it  was  lacking  in  granular  fat, 

Or  a couple  of  vitamins  shy. 

He  cheerfully  chewed  every  species  of  food 
Untroubled  by  worries  or  fears 
Lest  his  health  might  be  hurt  by  some  fancy 
dessert — 

And  he  lived  over  nine  hundred  years. 

— Anon.,  quoted  in  Hospitals,  Chicago 


“AH,  THE  THOUGHTS  THAT  ARISE  IN 
ME.” 

The  judge  directed  a doctor  to  tell  the  jury  in 
simple  language  why  a man  had  died.  The 
physician  paused  for  a moment  to  choose  words 
which  would  be  comprehensible  to  even  the  most 
uneducated  juror.  Then  he  delivered  his  testi- 
mony. 

“This  man  died  of  a cerebral  thrombosis,  or 
possibly  embolism,  arising  from  an  arteriosclero- 
sis with  which  was  associated  a low-grade  ne- 
phritis.” He  paused  and  Juror  Number  Seven 
exclaimed  from  his  inmost  feelings,  “Well, 
I’ll  be  d— .” 

The  judge  turned  on  the  culprit  severely. 
“That  remark  deserves  a fine  of  $25.00  for  con- 
tempt of  court,”  he  declared.  “However,  I 
won’t  assess  it  because  I was  thinking  the  same 
thing  myself.” — Medical  World 


PHYSIOLOGIC  OBSERVATIONS  FOLLOWING  INDUCED 
CONVULSIONS 


Leo  L.  Orenstein,  M.D.,  New  York  City 

( From  the  Department  of  Psychiatry,  New  York  University  College  of  Medicine  and  the  Psychiatric 
Division,  Bellevue  Hospital,  New  York  City) 


The  introduction  of  convulsant  drugs 
into  the  treatment  of  mental  disease1’2 
affords  further  opportunity  for  the  study 
of  physiologic  changes  associated  with 
seizures.  After  Meduna  introduced  cam- 
phor and  cardiazol  as  therapeutic  agents 
in  the  treatment  of  schizophrenia,  he 
described  many  clinical  manifestations  of 
the  induced  convulsion.2  In  his  recent 
publication3  he  reports  on  some  physio- 
logic observations.  The  method  of  treat- 
ment and  the  clinical  manifestations  have 
been  described  by  several  authors. 2’3’4’5-6 
The  present  report  is  limited  to  findings 
obtained  with  the  aid  of  precision  instru- 
ments and  are  therefore  laboratory  find- 
ings. 

The  observations  include  electrocardio- 
graphic, blood  pressure,  and  spinal  fluid 
studies.  Fifteen  patients  treated  with 
metrazol  were  the  subjects  but  not  all 
three  procedures  were  carried  out  in  each 
subject.  E.K.G.  tracings  were  made  on 
all  the  patients.  In  all  the  patients  the 
observations  made  before  metrazol  in- 
jections were  found  to  be  within  the 
normal  range. 

Method 

A 3 lead  E.K.G.  was  obtained  on  every 
patient  before  treatment  was  started. 
With  contact  plates  of  lead  2 securely  in 
place,  metrazol  (pentamethylenetetrazol) 
was  injected  intravenously.  When  a sei- 
zure followed,  the  recording  was  begun 
immediately  it  was  over  and  relaxation 
set  in.  Recording  was  continued  until 
the  patient  began  to  show  restlessness 
and  was  no  longer  perfectly  quiet.  If  no 
seizure  occurred,  recording  was  started  as 
soon  as  this  was  apparent.  In  some  cases 
metrazol  was  injected  less  rapidly  in 


order  to  abort  a convulsion.  This  was 
done  to  study  the  effect  of  the  drug  itself 
on  the  E.K.G.  Several  days  to  weeks 
after  termination  of  treatment  a 3 lead 
checkup  E.K.G.  was  made. 

Blood  pressure  readings  were  obtained 
for  several  minutes  before  and  for  many 
minutes  (up  to  twenty-five)  after  injec- 
tion of  the  drug.  No  readings  were  at- 
tempted during  the  convulsive  stage  but 
were  taken  as  early  in  the  relaxation  phase 
as  was  possible. 

Spinal  puncture  was  performed  as  soon 
after  the  seizure  as  was  possible.  The 
method  employed  is  that  used  by  Lennox 
and  Merritt.19 

Findings 

1.  Metrazol  administered  intrave- 
nously in  large  doses  causes  an  increase  in 
cardiac  rate  but  produces  no  other  notable 
changes  as  seen  in  the  E.K.G. 

2.  Following  a metrazol  convulsion 
the  E.K.G.  changes  vary  according  to  the 
severity  of  the  convulsion. 

A.  After  a mild  seizure  there  is  a 
rapid  rate,  T wave  elevation,  depres- 
sion of  S-T  segment,  and  arrhythmia. 

B.  After  a severe  convulsion  one 
finds,  in  addition,  sinus  arrest,  shifting 
of  the  pacemaker,  auricular  and  ven- 
tricular premature  contractions,  coup- 
ling of  beats,  nodal  escapes,  and  rarely  a 
marked  bradycardia  (forty-six  per  min- 
ute in  1 case). 

3.  The  blood  pressure  shows  a rise  in 
systolic  and  diastolic  levels  at  time  in- 
jection is  begun.  After  a convulsion  there 
may  be  a rise  in  both,  but  more  frequently 
there  is  a marked  fall  in  the  diastolic 
while  the  systolic  is  moderately  or 
notably  elevated. 
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Fig.  1(a)  C.  B.  E.K.G.  shows  run  of  nodal  rhythm  after  metrazol  convulsion. 


4.  The  cerebrospinal  fluid  after  a 
metrazol  convulsion  shows  a marked  rise 
in  pressure.  The  content  of  the  fluid  is 
found  to  be  normal. 

Case  Report 

Findings  in  1 case  are  cited:  C.  B.  is  a young 
male  who  had  a severe  seizure  with  marked 
cyanosis  after  rapid  injection  of  6 gr.  of  metrazol 
intravenously.  His  relaxation  phase  was  pro- 
longed up  to  twenty-five  minutes  at  least.  The 
E.K.G.  tracing  during  this  phase  (Fig.  1,  March 
8,  1938)  showed  variations  in  the  P wave, 
auricular  and  ventricular  premature  contrac- 
tions, coupling  and  variations  in  rate.  These 
abnormalities  began  to  disappear  after  several 
minutes.  On  March  31  his  blood  pressure  was 
studied.  His  normal  level  before  injection  was 
128/88.  After  the  convulsion  it  was  130/40. 
The  systolic  then  rose  to  174,  while  the  diastolic 
showed  no  notable  changes  in  level.  As  he  began 
to  respond  to  stimuli  (twenty  minutes  later)  his 
blood  pressure  was  140/80. 

The  spinal  fluid  pressure  after  a convulsion 
(March  24)  was  530,  and  in  the  course  of  a few 
minutes  fell  to  450.  The  same  dose  of  metrazol 
given  slowly  provoked  no  convulsion  and  the 
E.K.G.  and  blood  pressure  findings  after  such 
injections  were  not  remarkable. 

Discussion 

In  a recent  report,  Himwich,  Bowman 
and  their  co-workers7  described  the  find- 
ings in  the  blood  of  patients  after  metrazol 
convulsions.  They  found  a marked 
diminution  of  oxygen  in  the  arterial  blood. 
Hemoglobin  saturation  after  a convulsion 
may  fall  below  50  per  cent.  It  appears 
that  anoxemia  so  induced  is  responsible 
for  many  of  the  changes  found  after  a 
convulsion. 

Lennox  and  Cobb12  found  no  notable 
E.K.G.  changes  during  petit  mal  and 
myoclonic  seizures.  Experimental  an- 
oxemia in  man  produced  changes  in  the 
E.K.G.13*14  that  resemble  the  findings 


after  a mild  metrazol  convulsion.  The 
changes  following  the  severe  convulsion 
show  many  of  the  findings  of  Kountz  and 
his  co-workers,15’16  who  obtained  E.K.G. 
tracings  on  experimental  preparations 
through  which  blood  of  known  low  oxygen 
and  increased  CO2  concentrations  were 
perfused. 

While  studies  on  heart-lung  prepara- 
tions as  made  by  Kountz  help  to  evaluate 
the  anoxemic  factor  in  E.K.G.  changes, 
it  is  important  to  remember  that  changes 
in  intracranial  pressure  found  in  the  pa- 
tient after  a metrazol  seizure  no  doubt 
exert  effects  on  the  cardiovascular  sys- 
tems. Abeles  and  Schneider21  found 
marked  changes  in  the  E.K.G.  during 
encephalography.  Their  findings,  at- 
tributed by  the  authors  to  vagus  effect,  in 
many  instances  resemble  the  findings 
after  a metrazol  convulsion. 

Coombs  and  Pike8  studied  the  effects 
of  convulsant  drugs  on  the  cardiovascular 
system  and  found  a lowering  of  blood 
pressure  after  intravenous  injection  of 
camphor  monobromide.  Hofmann9  re- 
ports a rise  in  blood  pressure  of  the  anes- 
thetized rat  after  subcutaneous  injection 
of  cardiazol  (metrazol).  Sands  and  De- 
Graff 10  found  that  systolic  blood  pressure 
rises  and  the  diastolic  falls  when  anoxemia 
of  marked  degree  is  produced  in  the  dog. 
Such  changes  result  in  an  increased 
pulse  pressure,  which  is  an  important 
factor  in  increasing  the  volume  flow 
through  the  body.  I believe  that  blood 
pressure  changes  after  convulsions  are 
due,  in  part,  to  anoxemia. 

Notkin,  Coombs,  and  Pike,11  after  a 
prolonged  study  of  blood  pressure  changes 
in  epileptics,  found  a rise  and  fall  of 
levels  in  about  the  same  number  of  cases. 
On  examination  of  the  30  records  these 
authors  present,  it  is  interesting  and  im- 
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Fig.  1(b).  E.K.G.  of  same  patient  after  metrazol  convulsion.  His  control  E.K.G.  was  entirely 

normal. 


portaut  to  note  that  in  all  but  1 case  was 
there  a marked  rise  in  the  pulse  pressure 
following  a convulsion.  It  appears  that 
this  change  is  the  most  significant  one 
and  is  a physiologic  response  to  anoxemia. 

Similar  variations  in  blood  pressure 
after  convulsions  in  epilepsy  have  been 
noted  by  several  authors  and  are  cited  by 
Lennox  and  Cobb.12  These  changes  have 
not  been  previously  attributed  to  be  due 
in  part  to  anoxemia. 

Meduna3  concludes  from  animal  ex- 
perimentation that  the  pressure  of  the 
cerebrospinal  fluid  must  be  elevated  after 
a metrazol  seizure,  but  he  made  no  ob- 
servations on  his  patients.  Lennox  and 
his  co-workers 17,18,19  found  no  notable 
changes  in  the  content  or  pressure  of 
spinal  fluid  in  80  per  cent  of  epileptic 
patients  studied.  They  and  other  work- 
ers found  a marked  rise  in  the  pressure 
during  the  convulsion.  The  metrazol 
convulsion  produces  changes  in  the  cere- 
brospinal fluid  which  do  not  differ  from 
those  found  in  the  convulsions  of  non- 
specific causes. 

Summary 

Fifteen  schizophrenic  patients  treated 
with  metrazol  convulsions  were  observed 
for  physiologic  changes  in  the  course  of 
the  induced  convulsion. 

The  observations  included  E.K.G.  trac- 
ings, blood  pressure,  and  spinal  fluid 
studies. 

It  was  found  that  metrazol  even  in  con- 
vulsive doses,  given  slowly  so  as  to  abort 
seizures,  causes  no  notable  changes. 

The  convulsion  leads  to  varying  de- 
grees of  anoxemia,  which  is  the  cause  of 
temporary  but  marked  changes  in  the 
heart  and  blood  pressure.  The  so  far 


unexplained  variations  in  blood  pressure 
after  a convulsion  are  due  in  part  at  least 
to  anoxemia. 

Spinal  fluid  studies  reveal  findings 
similar  to  those  reported  for  convulsions 
in  “essential”  epilepsy. 

The  changes  here  reported  seem  to  be 
temporary  and  of  a totally  reversible 
type. 


I wish  to  express  my  appreciation  to 
Doctors  Karl  M.  Bowman  and  Paul 
Schilder  for  assistance  given  me  in  this 
work. 

104  East  40  Street 
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THE  DIAGNOSIS  AND  TREATMENT  OF  DIABETES 

The  Use  of  Protamine  Zinc  Insulin 


Frank  N.  Allan,  M.D.,  Boston,  Massachusetts 
( Department  of  Internal  Medicine,  The  Lahey  Clinic,  Boston,  Massachusetts) 


The  pity,  horror,  and  despair  felt  by 
people  who  have  seen  their  neighbors 
swept  away  and  lost  by  floods  have  been 
vividly  brought  to  the  attention  of  the 
public  through  the  newspaper  and  radio 
accounts  of  recent  disasters.  Something 
of  the  same  feeling  is  experienced  by 
physicians  who  see  patients  become  the 
victims  of  preventable  or  controllable 
disease.  This  was  brought  home  to  me 
by  a letter  which  I received  not  long  ago: 
“Remember  my  telling  you  of  my  sister 

here  in who,  we  were  sure,  had 

diabetes  but  she  wouldn’t  consult  a doc- 
tor? On  January  12  she  died  very  sud- 
denly over  at  the — — hospital  after 

Dr.  ordered  her  there,  and  I got 

her  there  at  7 p.m.  on  January  11.  At 
3:45  a.m.  on  January  12  she  was  gone; 
pneumonia  and  extremely  serious  dia- 
betic condition  were  too  much  for  her.” 
The  writer  of  this  letter,  although  il- 
literate, was  intelligent  enough  to  know 
that  she  would  not  have  been  bereaved 
if  treatment  of  diabetes  had  not  been  long 
neglected  because  of  unreasonable  ob- 
stinacy or  fear.  Undoubtedly  many  other 
such  tragedies  can  be  avoided  if  true 
infoimation  regarding  the  disease  is 
disseminated  and  false  notions  regarding 
treatment  eradicated. 

Diabetes  is  high  in  the  list  of  causes  of 
death,  and  even  when  not  fatal,  it  is 
responsible  directly  and  indirectly  for 
disability  and  distress  in  many  cases. 
The  mortality  and  suffering  are  to  a large 
degree  due  to  delayed  and  inadequate 
treatment.  To  get  the  sufferer  from  dia- 
betes to  the  doctor  for  early  diagnosis  and 
treatment  should  be  a major  objective  of 
public  health  activities.  Education  of  the 
public  is  achieving  this  result  to  an  in- 
creasing extent.  It  is  also  leading  the 
public  to  expect  a high  standard  in  the 


handling  of  diabetic  patients  by  medical 
practitioners.  If  a patient  who  has  been 
under  medical  care  without  having  had  a 
urinalysis  later  develops  diabetes,  the 
physician  may  be  blamed  for  neglect. 
If  a patient  is  assured  by  his  physician 
that  transitory  glycosuria  is  due  simply 
to  overeating,  and  later  becomes  seriously 
ill  with  diabetes,  the  physician  may  be 
accused  of  incompetence.  If  the  person 
known  to  have  diabetes  fails  to  keep  well, 
the  skill  and  experience  of  the  attending 
physician  may  be  questioned. 

The  experience  of  a patient  seen 
recently  illustrates  a number  of  important 
problems  in  connection  with  the  diagnosis 
and  treatment  of  diabetes : 

Case  Report 

A farmer,  aged  65  years,  came  with  his  wife 
last  October  to  visit  a niece  living  near  Boston. 
She  noticed  that  he  had  become  thin,  and 
learned  that  he  had  been  failing  in  health  for  two 
years.  His  weight  had  fallen  from  176  to  138 
pounds,  and  in  addition  he  had  the  other  cardinal 
symptoms  of  diabetes — polydipsia,  polyuria,  and 
polyphagia.  The  niece,  who  was  a trained  nurse, 
tested  his  urine,  found  sugar,  and  at  her  in- 
sistence he  came  to  the  Lahey  Clinic  immedi- 
ately. 

Inquiry  regarding  his  past  history  revealed 
that  sugar  had  also  been  found  in  the  urine  three 
years  before.  He  had  restricted  his  diet  for  a 
time.  The  urine  was  free  from  sugar,  and  after 
several  months  he  abandoned  treatment.  He 
said  that  he  had  been  advised  to  diet  because  he 
had  “too  much  sugar,”  but  had  never  been  actu- 
ally told  he  had  diabetes.  Yet  he  had  a half- 
sister  who  had  definite  diabetes  requiring  treat- 
ment with  insulin.  He  had  naturally  suspected 
that  he  might  have  diabetes  too,  but  he  could 
not  bring  himself  to  the  point  of  admitting  it  and 
shrank  from  consulting  his  physician  again  for 
confirmation  of  the  diagnosis  which  he  feared. 

Examination  of  the  urine  at  the  clinic  showed 
the  presence  of  7 per  cent  sugar ; the  blood  sugar 
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was  290  mg.  He  was  placed  on  the  B2  diet  (one 
of  our  standard  diets  containing  120  Gm.  of 
carbohydrate)  and  also  given  daily  treatment 
with  10  units  of  protamine  zinc  insulin  before 
breakfast.  This  treatment  brought  about  rapid 
reduction  of  the  glycosuria  and  soon  checked 
it  completely. 

The  examination  led  to  the  discovery  of  an 
important  complication;  there  was  an  epitheli- 
oma of  the  lip.  It  had  been  treated  with  radium 
five  months  previously,  but  the  lesion  was  still 
present.  The  patient  entered  the  hospital  on 
November  5 for  excision  of  the  growth  and  resec- 
tion of  the  glands  of  the  neck.  Careful  attention 
was  given  to  the  control  of  diabetes.  It  soon  be- 
came evident  that  this  was  imperative.  Before 
operation  the  10-unit  dose  of  protamine  zinc 
insulin  was  adequate  to  control  glycosuria;  the 
blood  sugar  was  down  to  108  mg.  Immediately 
after  the  operation  there  was  need  for  much  more 
insulin  and  the  dosage  was  increased  until  he 
received  62  units  in  one  day.  During  convales- 
cence the  amount  needed  rapidly  decreased  and 
on  dismissal  from  the  hospital  on  November  19 
he  was  using  30  units  of  insulin. 

The  dosage  was  reduced  gradually  thereafter. 
When  he  was  seen  at  the  clinic  on  February  14, 
1938,  he  was  using  a diet  with  140  Gm.  of  carbo- 
hydrate and  taking  10  units  of  insulin  daily. 
The  diabetes  was  under  control,  and  he  and  his 
family  were  amazed  at  the  improvement  in  his 
health.  He  wondered  why  he  had  tolerated  his 
previous  poor  health  for  such  a long  time  without 
seeking  medical  aid.  He  realized  that  he  him- 
self was  to  blame,  but  at  the  same  time  he  could 
not  understand  why  the  physician  who  had  at- 
tended to  him  previously  when  he  had  the  radium 
treatment  of  the  epithelioma  of  the  lip  had  failed 
to  test  the  urine,  and  why  the  physician  who  had 
advised  restriction  of  the  diet  three  years  before 
had  failed  to  follow  up  the  matter. 

Diagnosis  of  Diabetes 

Recognition  of  diabetes  is  a simple  mat- 
ter when  all  of  the  cardinal  symptoms  are 
present,  as  was  true  when  this  man  came 
to  the  clinic,  but  a definite  diagnosis  was 
delayed  for  three  years  because  of  four 
common  errors. 

The  glycosuria  when  noticed  first  three 
years  previously  had  not  been  accom- 
panied by  these  symptoms,  and  as  is 
often  the  case,  it  was  evidently  considered 
of  trifling  importance.  One  must  not  wait 
for  the  symptoms  of  diabetes  to  appear. 
The  symptoms  are  absent  in  the  majority 
of  cases  at  the  beginning  and  one  cannot 


afford  to  miss  the  opportunity  to  make  the 
diagnosis  early.  One  should  always  have 
a blood  sugar  test.  Glycosuria,  if  ac- 
' companied  by  hyperglycemia,  indicates 
definite  diabetes. 

No  change  should  be  made  in  the  diet 
until  the  cause  of  the  glycosuria  has  been 
determined.  If  the  blood  sugar  is  above 
0.13  fasting  or  0.16  after  the  meal,  the 
diagnosis  of  diabetes  is  established.  Re- 
striction of  the  diet  before  the  blood  sugar 
is  known  may  cause  both  glycosuria  and 
hyperglycemia  to  disappear,  and  the 
chance  of  easily  finding  diabetes  at  this 
stage  is  then  lost.  If  the  glycosuria  is 
due  to  diabetes,  the  true  diagnosis  must 
be  faced  at  the  beginning.  To  attribute 
it  to  “eating  too  much  sugar”  or  to  nerv- 
ousness or  to  injury  or  some  other  such 
cause  may  not  only  lead  to  disappoint- 
ment later  on  when  the  true  condition  is 
revealed,  but  may  permit  complications 
to  develop  in  the  interval. 

The  urine  had  not  been  tested  when  the 
patient  was  receiving  treatment  of  the 
lesion  on  the  lip.  Careful  inquiry  about 
the  patient’s  general  condition  at  the  time 
might  have  aroused  suspicion  of  diabetes, 
but  in  any  case  urinalysis  would  have 
shown  sugar.  Routine  urinalysis  by  phy- 
sicians in  every  specialty  cannot  be 
omitted  without  risk  of  letting  such  cases 
slip  by  unrecognized. 

The  patient  himself  was  responsible  in 
large  measure  for  the  unchecked  progres- 
sion of  his  disease.  He  failed  to  give  the 
whole  story  to  the  physicians  caring  for 
him.  If  he  had  volunteered  information 
regarding  the  temporary  glycosuria  three 
years  previously,  and  if  he  had  mentioned 
his  symptoms,  the  diabetes  would  have 
been  recognized  and  treated  at  least  five 
months  earlier.  Although  he  himself  sus- 
pected and  feared  that  he  had  diabetes 
because  of  his  knowledge  of  his  sister’s 
symptoms,  in  accordance  with  the  com- 
mon failing  of  human  nature,  he  preferred 
to  avoid  facing  the  truth.  This  attitude 
is  a common  obstacle  to  diagnosis  of 
diabetes.  In  the  interests  of  the  patient 
and  for  the  protection  of  his  own  reputa- 
tion, it  is  all  the  more  important  for 
every  physician  to  make  routine  urinaly- 
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sis,  and  when  sugar  is  found,  blood  sugar 
tests  in  addition. 

Dietary  Treatment 

The  treatment  was  begun  by  using  one 
of  the  standard  diets  which  we  employ. 
These  ready-made  diets  can  be  adapted 
to  meet  the  needs  of  most  patients,  and 
their  use  simplifies  the  work  of  the 
physician  or  dietitian.  Yet  it  is  extremely 
important  to  consider  the  varying  re- 
quirements of  different  types  of  patients. 
Food  habits  and  appetite,  occupation,  and  . 
other  activities  must  be  taken  into  ac- 
count, not  only  at  the  beginning,  but 
during  the  course  of  treatment.  The 
standard  diet  was  modified  to  suit  this 
patient’s  life  on  the  farm.  The  physician 
who  watches  the  results  of  dietary  treat- 
ment closely  and  either  personally,  or 
with  the  aid  of  a dietitian,  provides  for  a 
variety  of  menus  for  avoidance  of  monot- 
ony and  for  readjustment  of  the  diet  to 
suit  changing  conditions,  is  likely  to  secure 
more  complete  cooperation  of  the  patient 
and  more  consistent  success  in  treatment. 

Diets  prescribed  for  diabetic  patients  in 
different  centers  still  vary  widely.  Some 
physicians  choose  to  give  a large  amount 
of  carbohydrate  food  and  employ  insulin 
in  almost  all  cases.  Others  prefer  to  give 
a small  amount  of  carbohydrate,  since  in 
the  majority  of  cases  the  disease  can  then 
be  controlled  without  insulin  and,  if  in- 
sulin is  required,  a relatively  small  dosage 
is  likely  to  be  adequate.  A middle-of- 
the-road  policy  is  most  common . Our  own 
plan  is  to  begin  as  a rule  with  an  allow- 
ance of  120  Gm.  of  carbohydrate,  in- 
creasing this  amount  later  on,  depending 
on  the  progress  of  the  case,  to  160  Gm. 
or  a little  more.  This  permits  inclusion 
in  the  diet  of  a satisfying  quantity  of 
carbohydrate  foods.  Ordinary  articles  of 
diet  are  used  except  for  sweets  and  rich 
desserts.  With  such  diets  the  amount  of 
insulin  needed  is  seldom  more  than  35  or 
40  units  a day,  and  the  risk  of  severe 
insulin  reactions  is  minimized. 

Success  can  be  obtained  with  any 
scheme  of  diet,  providing  that  insulin  is 
used  as  needed  in  conjunction  with  it  to 
control  glycosuria,  but  attempts  to  use 


insulin  without  any  regard  for  any 
regulation  of  the  diet  are  hazardous.  The 
patient  who  eats  anything,  or  diets  in 
the  hit-or-miss  fashion  is  headed  for 
trouble.  There  is  risk  of  the  complications 
of  inadequately  controlled  diabetes  on 
the  one  hand,  and  risk  of  severe  insulin 
reactions  on  the  other. 

Far  more  important  than  the  selection 
of  the  diet  plan  is  the  training  of  the 
patient  to  follow  it  accurately.  This  can- 
not be  accomplished  without  careful 
explanation  and  patient  coaching  of  each 
individual.  In  following  up  the  results 
of  treatment  at  home,  one  must  recheck 
every  detail.  Only  in  this  way  could  one 
discover  that  a patient  who  honestly  de- 
clared he  was  following  his  diet  “to  the 
letter”  had  actually  gone  far  astray.  He 
had  used  only  the  foods  listed  on  his  menu, 
but  had  increased  the  quantity  of  many 
of  them.  He  may  have  been  following 
his  diet  to  the  letter,  but  not  to  the  ounce 
or  gram. 

I have  found  it  helpful  to  explain  to 
some  patients  that  the  adoption  of  a diet 
plan  should  be  considered  as  a contract. 
A healthy  pancreas  is  a slave  expecting 
no  consideration  from  the  master.  The 
diabetic  pancreas  is  a privileged  employee, 
and  must  have  the  work  to  be  done  ar- 
ranged by  contract.  This  must  be  ad- 
hered to  just  as  carefully  as  any  business 
agreement.  Both  kind  and  quantity  of 
food  must  be  given  the  same  exact  at- 
tention as  hours  of  work  and  dollars  of 
pay.  The  contract  may  be  changed  by 
agreement  with  the  physician  who  acts  as 
arbitrator,  but  until  the  case  is  brought 
into  court,  the  contract  must  be  honored. 

Treatment  with  Protamine  Zinc  Insulin 

The  use  of  protamine  zinc  insulin  in 
the  case  quoted  above  was  extremely 
simple.  A single  small  dose  was  given  in 
the  morning  before  breakfast,  and  this 
was  all  that  was  required  except  at  the 
time  of  operation.  With  unmodified 
insulin  he  would  have  needed  at  least  two 
injections.  The  use  of  the  new  prepara- 
tion was,  therefore,  decidedly  more  con- 
venient. The  manipulation  of  the  insulin 
syringe  was  completed  for  the  day  be- 
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fore  dressing  in  the  morning.  This  is  the 
usual  experience  with  patients  who  have 
diabetes  mild  enough  to  permit  control 
with  30  units  of  insulin  or  less.  The  need 
for  injections  of  insulin  before  meals  later 
in  the  day  is  usually  eliminated. 

In  case  of  severe  diabetes  the  use  of 
protamine  zinc  insulin  is  more  difficult. 
Its  slow,  prolonged  action  is  most  ef- 
fective when  the  patient’s  own  pancreas  is 
strong  enough  to  provide  a permanent 
supply  of  endogenous  insulin  in  response 
to  the  call  for  extra  insulin  action  after 
meals.  If  the  diabetes  is  so  severe  that 
more  than  30  units  of  insulin  has  to  be 
injected  each  day,  there  may  be  need  for 
regular  insulin  to  supplement  the  pro- 
tamine insulin.  Patients  requiring,  for 
example,  a total  of  50  units  in  one  day, 
may  get  the  best  results  by  injecting 
(separately)  40  units  of  protamine  zinc 
insulin  and  10  units  of  unmodified 
insulin  before  breakfast.  If  treatment 
in  the  morning  given  in  this  way  fails 
to  control  glycosuria,  two  courses  may 
be  followed.  Distribution  of  the  food 
allowance  may  be  altered,  giving  a 
smaller  amount  of  carbohydrates  at  the 
regular  meal,  and  adding  afternoon  and 
bedtime  lunches.  If  glycosuria  still  ap- 
pears, the  need  for  supplementary  in- 
jections of  regular  insulin  before  the 
evening  and  perhaps  the  noon  meal  may 
be  inevitable.  In  such  cases  the  use  of 
protamine  insulin  will  not  simplify  the 
treatment  but  it  may  permit  more  ideal 
control  of  the  diabetes. 

In  using  protamine  insulin  one  must  be 
on  guard  against  hypoglycemic  reactions. 
They  may  appear  at  unexpected  times,  at 
night  or  in  the  morning  before  breakfast. 
They  may  also  appear  with  less  warning 
and  may  be  slow  in  subsiding  if  untreated. 
One  must,  therefore,  be  cautious  in  ad- 
ministering large  doses.  The  general 
rule  is  that  one  should  not  give  more  than 
40  units  of  protamine  zinc  insulin  in  one 
day  unless  one  is  well  acquainted  with  the 
response  of  the  individual.  Regular 
insulin  can  be  used  for  supplementing 
protamine  zinc  insulin  when  more  than 
this  is  required.  Careful  observation  of 
the  blood  sugar  level,  not  only  in  the 


morning  before  eating,  but  at  other  times 
during  the  day,  is,  of  course,  invaluable 
regarding  adjustment  of  the  dosage. 

Insulin  should  be  used  immediately 
when  the  patient  is  ill  or  when  he  is 
suffering  from  a complication,  such  as  an 
infection,  making  immediate  control  of 
glycosuria  imperative.  In  other  cases  the 
diet  may  be  given  a trial  first.  If  that 
alone  fails  to  check  the  increase  of  sugar 
in  the  urine  in  a reasonable  time  insulin 
should  not  be  withheld.  Even  when  the 
patient  feels  and  looks  well,  failure  to 
control  glycosuria  may  produce  harmful 
effects  later  on.  In  the  past  the  treat- 
ment of  insulin  has  often  been  omitted 
in  these  cases,  but  treatment  with  a single 
morning  dose  of  protamine  zinc  insulin 
is  usually  effective,  and  because  it  is  easy 
and  simple,  it  should  be  more  readily  ac- 
cepted by  the  patient. 

The  Use  of  Protamine  Zinc  Insulin  after 
Operation 

Our  patient  was  successfully  treated 
with  10  units  of  insulin  daily  before  opera- 
tion but  required  several  times  this 
amount  for  some  time  afterward.  This  is 
a common  experience.  Even  a simple 
operation  may  cause  mild  diabetes  to  be- 
come intense,  but  if  the  condition  is  care- 
fully treated,  danger  can  be  avoided. 

In  the  past  it  has  been  usual  to  divide 
the  amount  of  insulin  required  for  the  day 
in  three  or  sometimes  four  injections,  ad- 
justing the  dosage  upward  or  downward 
depending  on  the  results  of  tests  of  the 
urine  and  blood  sugar  at  frequent  inter- 
vals. The  appearance  of  glycosuria  all 
day  long  shows  that  the  total  dosage  of 
insulin  should  be  increased;  glycosuria 
in  only  part  of  the  day  indicates  not 
an  increase  but  a redistribution  of  the 
dosage. 

Additions  to  the  morning  dose  can  be 
made  boldly,  but  additions  to  the  even- 
ing dose  should  be  made  cautiously  be- 
cause of  the  possibility  of  cumulative  ef- 
fect at  the  end  of  the  day.  For  a person 
who  has  required  60  units  of  insulin  one 
day,  one  may  order  25  units  to  be  given 
the  next  morning  followed  by  10  to  15 
units  before  the  noon  and  evening  meals, 
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and  5 units  at  bedtime,  depending  on  the 
results  of  the  test. 

The  use  of  protamine  zinc  insulin  helps 
to  give  stability  to  the  blood  sugar  level, 
and  when  used  after  operation  in  conjunc- 
tion with  unmodified  insulin  one  may  se- 
cure more  satisfactory  control  of  the 
diabetes.  In  using  a dosage  in  the 
neighborhood  of  60  units  of  insulin  in  one 
day,  one  may  order  30  units  of  protamine 
zinc  insulin  and  10  units  of  regular  insulin 
before  breakfast,  and  for  the  remainder 
of  the  day,  5,  10,  or  15  units  to  be  given 
before  the  noon  and  evening  meals,  de- 
pending on  the  results  of  the  test. 

In  giving  supplementary  doses  of  regu- 
lar insulin  at  noon  and  in  the  evening,  one 
must  always  keep  in  mind  the  fact  that 
part  of  the  protamine  zinc  insulin  given 
in  the  morning  is  still  working.  In  judg- 
ing the  dosage  of  regular  insulin  to  be 
employed,  one  may  calculate  that  one 
third  of  the  total  amount  of  protamine 
insulin  is  actually  acting  at  each  mealtime. 
One  can  deduct  this  third  from  the 
amount  one  would  have  prescribed  in 
using  only  regular  insulin.  The  balance 
will  then  be  the  proper  dose  of  regular 
insulin 

Follow-up 

When  our  patient  was  dismissed  from 
the  hospital  he  was  advised  to  return  to 
his  family  doctor,  and  a letter  was  sent 
to  the  physician  reporting  the  findings 
and  recommendations.  Patients  who  fail 
to  have  medical  supervision  so  often  en- 
counter needless  difficulties,  and  may 
readily  become  neglectful  of  treatment. 
For  this  reason  special  efforts  should  be 
made  to  establish  and  maintain  this 
contact  with  the  doctor.  A letter  of  in- 
quiry will  be  sent  to  this  patient  at 
intervals.  He  will  be  asked  to  give  his 
doctor  an  opportunity  to  check  up  on 
his  condition  and  to  make  a notation  on 


the  report  form  before  it  is  mailed  back. 
Recommendations  will  then  be  given  re- 
garding subsequent  management. 

Changes  in  regard  to  the  diabetic  status 
may  be  expected  to  occur  as  time  goes  on. 
On  this  account  the  patient  returned  on 
February  14,  and  will  again  return  from 
time  to  time  for  study  and  advice.  The 
treatment  with  insulin  may  perhaps  be 
discontinued  and  the  diet  may  require 
change.  In  any  case,  the  progress  of  the 
diabetic  patient  and  the  adjustment  of 
his  treatment  will  be  handled  in  conjunc- 
tion with  the  family  doctor. 

Prognosis 

Our  patient  is  now  back  on  his  farm 
and  should  be  ready  to  resume  all  his 
usual  activities  when  the  spring  work  be- 
gins. There  is  good  reason  to  expect 
further  improvement  in  his  condition,  and 
eventually  he  may  be  able  to  live  on  a 
satisfactory  diet  without  the  need  for 
insulin  injections.  As  is  the  case  with 
other  diabetic  patients  who  learn  how  to 
take  care  to  keep  the  urine  sugar-free, 
one  can  expect  him  to  continue  to  enjoy 
a successful,  useful,  and  contented  life. 

Summary 

Early  diagnosis  of  diabetes  may  be 
easily  achieved  through  attention  to  a 
simple  but  often  neglected  policy — routine 
urinalysis  followed,  when  glycosuria  is 
discovered,  by  determination  of  the  blood 
sugar  before  restriction  of  the  diet. 

The  use  of  protamine  zinc  insulin 
makes  the  treatment  of  diabetes  easier, 
since  in  the  most  severe  cases  a single  in- 
jection daily  is  usually  adequate.  Even 
when  regular  insulin  has  to  be  used  to 
supplement  the  effect  of  protamine  insu- 
lin, the  latter  is  advantageous  in  main- 
taining more  stable  control.  This  is  par- 
ticularly valuable  in  the  control  of  dia- 
betes after  operations. 


Waste  engine  cylinder  oil  is  being  used  by 
American  doctors  in  China  to  make  ointment  to 
treat  severely  burned  patients  in  hospitals  that 
are  entirely  out  of  surgical  dressings.  One  doctor 
did  fifty  major  operations  in  eight  days. 


Few  physicians  die  of  tuberculosis  despite  the 
fact  that  they  are  constantly  exposed  to  it. 
Knowledge  defends  them,  as  it  may  yet  defend 
other  groups  in  the  population  when  properly 
educated  in  self-protection. — Neb.  State  M.  J. 


INDUCED  PNEUMOTHORAX  AND  PHRENIC  NERVE 
INTERRUPTION 

Bruno  S.  Harwood,  M.D.,  Saranac  Lake,  New  York 


Rest  is  one  of  the  most  important, 
if  not,  as  a matter  of  fact,  the  most 
essential  single  factor  in  the  successful 
treatment  of  pulmonary  tuberculosis. 
No  matter  what  means  are  employed, 
the  object  must  be  the  immobilization 
of  the  affected  area,  closure  of  cavities, 
with  consequent  conversion  of  the  spu- 
tum, and  the  improvement  of  the  pa- 
tient’s general  condition. 

This  is  best  accomplished  by  collapse 
therapy,  which  during  the  past  twenty- 
five  years  has  gradually  displaced  ex- 
pectant treatment  to  such  an  extent  as 
to  make  every  tuberculous  patient  a 
prospective  candidate  for  collapse  treat- 
ment. This  may  be  induced  pneumo- 
thorax, phrenic  nerve  interruption,  tho- 
racoplasty, or  a combination  of  these 
methods.  When  physicians  began  to 
administer  pneumothorax  treatment  in 
the  United  States,  only  patients  who  had 
advanced,  more  or  less  unilateral,  pul- 
monary tuberculosis  were  considered  suit- 
able for  the  treatment,  because  of  lack  of 
experience  in  this  method  of  therapy 
and  the  fear  of  its  results.  The  first 
cases  in  which  I induced  pneumothorax 
in  1914  were  practically  moribund.  It 
was  felt  that  nothing  could  be  lost  in 
attempting  a treatment,  that  might 
possibly  prove  successful,  even  though  its 
application  was  still  in  its  early  stages 
and  not  well  known  at  that  time.  During 
the  past  decade  opinions  have  changed 
considerably  in  regard  to  pneumothorax 
therapy. 

Whereas  formerly,  patients  considered 
suitable  for  this  treatment  were  mod- 
erately advanced  or  advanced  unilateral 
cases,  occasionally  with  slight  involve- 
ment of  the  contralateral  lung,  at  present 
pneumothorax  is  induced  in  all  stages  of 
the  disease,  even  in  advanced  bilateral 
tuberculosis;  although  the  chances  of 


success  are  inversely  proportional  to  the 
extent  of  the  involvement.  There  are 
still  many  patients  who  cannot  be  sub- 
jected to  collapse  therapy  and  who  have 
to  be  treated  expectantly,  with  due  re- 
gard to  the  well-known  factors  of  mental 
and  physical  rest,  proper  nourishment, 
and  an  abundance  of  clean,  invigorating 
air  in  a suitable  climate.  It  should  be 
borne  in  mind  that  collapse  therapy 
alone,  without  climatic  or  fresh  air  treat- 
ment, is  not  an  ideal  procedure,  although 
it  is  practiced  extensively.  Experience 
has  shown  that  the  number  of  contrain- 
dications to  the  induction  of  pneumo- 
thorax is  less  than  formerly  believed. 

The  principal  contraindications  are : car- 
diac disease,  severe  intestinal  disturb- 
ance, massive  infiltration,  and  asthma 
or  emphysema,  which  will  aggravate  the 
patient’s  condition  by  increasing  the 
dyspnea.  Although  pneumothorax  has 
been  given  successfully  to  patients  of  ad- 
vanced years,  many  failures  have  resulted 
in  elderly  patients  because  of  the  fre- 
quent occurrence  of  fibrous  bands  or 
adhesions.  Nevertheless,  I have  found 
some  middle-aged  patients  improving 
remarkably  following  prolonged  pneumo- 
thorax therapy,  after  I had  almost  given 
up  hope  of  benefiting  them  and  had 
been  on  the  verge  of  discontinuing  pneu- 
mothorax inflations.  I mention  this  be- 
cause many  physicians  feel  that  if  the 
pneumothorax  is  unsuccessful  within  a 
few  weeks  of  its  initial  administration  it 
should  be  discontinued.  Collapse  of  an 
extensively  diseased  lung  is  likely  to 
cause  a contralateral  bronchial  spread 
with  disastrous  consequences  to  the  pa- 
tient. However,  in  deciding  whether 
pneumothorax  should  or  should  not  be 
induced  in  a borderline  case,  it  is  advis- 
able to  decide  in  favor  of  pneumothorax 
treatment.  The  result  may  be  surpris- 
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ingly  good.  Most  phthisio  therapists 
agree  at  present  that  induced  pneumo- 
thorax is  the  procedure  of  choice  as  a 
primary  therapeutic  measure.  This  sim- 
ple treatment  is,  in  the  vast  majority  of 
instances,  free  from  danger  or  even  dis- 
agreeable complications.  Unfortunately, 
physical  obstacles  prevent  its  appli- 
cation in  many  cases,  even  though  all 
indications  for  its  use  may  be  present. 

Other  treatment  must  then  be  consid- 
ered : primarily  phrenic  nerve  interruption. 
Indeed  some  men  advocate  a phrenic 
nerve  operation  as  an  initial  procedure, 
in  preference  to  the  induction  of  a pneu- 
mothorax. They  argue  that  the  opera- 
tion is  a very  simple  one,  and  that  one  pro- 
cedure will  accomplish  as  much  as  a 
great  many  pneumothorax  inflations. 
Most  lung  specialists  do  not  subscribe  to 
this  view.  On  the  contrary,  it  is  felt  that 
the  frequent  contact  of  the  physician  with 
the  patient,  necessitated  by  the  pneumo- 
thorax reinflations,  exerts  a salutary 
effect  on  the  patient’s  mental  and  physi- 
cal condition. 

'T'here  is  still  no  unanimity  of  opinion 
* with  regard  to  pneumothorax  treat- 
ment in  cases  of  minimal  pulmonary  tu- 
berculosis. Opponents  of  collapse  ther- 
apy at  this  stage  of  the  disease  claim  that 
such  patients  recover  without  induced 
pneumothorax  or  phrenic  nerve  interrup- 
tion, occasionally  even  without  any 
treatment,  and  that,  therefore,  they 
should  not  be  subjected  to  either  of  these 
procedures.  However,  among  others, 
Turner  and  Collins1  advocate  immediate 
induction  of  artificial  pneumothorax  in 
definitely  diagnosed  minimal  cases.  They 
conclude  that  a policy  of  “watchful  wait- 
ing” for  evidence  of  progression  proved 
costly  and  dangerous  in  several  cases  and 
even  fatal  in  a few.  They  favor  arti- 
ficial pneumothorax  rather  than  a phrenic 
nerve  operation,  as  in  their  study  the 
pneumothorax  group  did  much  better 
than  the  phrenic  group.  According  to 
them  the  operative  risk  in  minimal  cases 
is  negligible.  The  percentage  of  cases 
with  a free  pleural  space  is  high.  A high 
percentage  of  effective  collapses  is  a 


guarantee  of  good  results.  Complica- 
tions are  infrequent.  Conversion  of  spu- 
tum is  prompt  and  certain.  The  con- 
version time,  hospital  stay,  and  total 
disability  are  definitely  decreased.  Preg- 
nancy in  minimal  cases  is  well  tolerated, 
if  supported  by  pneumothorax.  A mini- 
mal tuberculous  lesion  in  an  individual 
of  “teen”  age  is  an  absolute  indication 
for  artificial  pneumothorax  without  delay. 

Poliak,2  in  a report  on  461  patients, 
states  that  130  pneumothorax  attempts 
were  made,  of  which  92  were  successful. 
Sixty-six  phrenicectomies  were  per- 
formed. He  advocates  induction  of  pneu- 
mothorax in  the  minimal  stage,  but  re- 
stricts it  to  sputum  positive  cases.  A 
clear  exposition  of  the  subject  can  be 
found  in  the  June  12,  1937,  number  of 
the  J.A.M.A .3  In  answer  to  a query 
the  author  states:  “It  appears  that  arti- 
ficial pneumothorax  has  a definite  place 
in  the  treatment  of  progressive,  minimal 
pulmonary  tuberculosis.”  He  continues 
in  substance  that  a patient  at  bed  rest, 
asymptomatic  or  even  while  gaining 
weight,  may  have  a progressive  lesion  or  a 
contralateral  spread.  Collapse  of  the 
diseased  area  definitely  inhibits  prolifera- 
tion of  tubercle  bacilli  and  stimulates  for- 
mation of  scar  tissue.  These  results 
should  be  brought  about  at  the  earliest 
possible  moment.  If  the  lesion  has  not 
yet  broken  down,  pneumothorax  in 
most  minimal  cases  closes  it,  and  the 
sputum  becomes  negative  and  disappears. 
It  is  better  to  treat  tuberculosis  by  pneu- 
mothorax before  cavities  and  adhesions 
have  formed,  before  large  volumes  of 
lung  tissue  have  become  involved,  and 
before  general  health  has  become  under- 
mined. He  concludes  that  pneumo- 
thorax is  not  a radical  procedure,  but 
that  it  is  standard  treatment.  It  is  not 
as  radical  and  drastic  as  a long  period  of 
bed  rest.  Myers  and  Levine,4  in  a report 
of  52  progressive,  minimal  cases  treated 
by  artificial  pneumothorax,  state  that 
their  results  were  better  than  in  mod- 
erately advanced  or  advanced  cases 
similarly  treated;  they  were  also  better 
than  in  minimal  cases  treated  with  bed 
rest  alone. 
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Since  the  probability  of  obtaining 
satisfactory  results  is  admittedly  better 
in  early,  unilateral  cases  than  in  more 
advanced  ones,  most  physicians  doing 
pneumothorax  work  are  of  the  opinion 
that  time  should  not  be  lost  in  prolonged 
periods  of  observation  in  the  presence  of 
active  pulmonary  tuberculosis.  Prompt 
administration  of  pneumothorax  in  early 
cases  of  pulmonary  tuberculosis  is  pro- 
ductive of  most  satisfactory  results,  fre- 
quently even  dramatic  in  their  rapid  ap- 
pearance. Those  of  us  who  in  previous 
years  have  observed  the  slow,  lingering 
course  of  tuberculosis,  even  in  favorable 
cases,  cannot  help  feeling  astounded  at 
the  speedy  return  to  relative  well-being 
of  patients  treated  with  artificial  pneu- 
mothorax. I am  inclined  to  subscribe 
to  the  opinion  of  many  observers,  who 
state  that  once  it  is  established  that  a 
patient  is  suffering  from  active  pul- 
monary tuberculosis,  with  or  without 
positive  sputum,  pneumothorax  should 
be  induced  without  delay.  A prolonged 
observation  period  may  not  only  fail  to 
benefit  the  patient,  but  may  harm  him 
seriously  and  even  prevent  subsequent 
induction  of  a successful  pneumotho- 
rax. A prolonged  period  of  expectant 
treatment,  consisting  of  absolute  bed  rest, 
is  highly  desirable,  although  it  is  very 
difficult  to  enforce  outside  of  a sanatorium 
or  a well-directed  cure  cottage.  It  is 
essential  in  all  cases  that  are  not  suit- 
able for  collapse  therapy,  but  it  should 
not  be  made  a substitute  for  the  latter, 
if  pneumothorax  can  be  induced.  Ex- 
pectant treatment  is  necessarily  of  long 
duration  and  entails  a great  financial 
burden,  frequently  more  than  the  pa- 
tient or  his  family  can  bear.  Progression 
of  the  disease,  which  is  apt  to  take  place  in 
spite  of  the  most  careful  attention  to 
rest  and  diet,  spread  due  to  the  occur- 
rence of  hemoptysis,  and  the  likelihood 
of  the  formation  of  adhesions,  should  be 
valid  arguments  against  delay  in  the  ad- 
ministration of  induced  pneumothorax. 
When  the  sputum  is  positive  for  tubercle 
bacilli,  no  time  should  be  lost,  even 
though  physical  and  roentgen-ray  ex- 
aminations fail  to  disclose  cavity  forma- 


,tion.  The  presence  of  cavities  is  a 
definite  indication  for  collapse  ther- 
apy. If  they  are  not  amenable  to  closure 
by  means  of  pneumothorax,  other  meth- 
ods of  lung  collapse  should  be  used. 

Pneumothorax  may  be  accompanied 
by  complications.  The  most  com- 
mon of  these  is  an  accumulation  of  fluid 
in  the  pleural  space.  Such  an  occur- 
rence is  in  most  instances  quite  harm- 
less. Usually  the  fluid  is  slight  in 
amount,  and  it  disappears  spontane- 
ously. When  it  accumulates  to  such  an 
extent  as  to  produce  dyspnea  or  other 
disturbances,  it  becomes  necessary  to 
aspirate  it.  Some  physicians  prefer  to 
aspirate  even  in  the  absence  of  dyspnea, 
in  order  to  prevent  the  formation  of  pleu- 
ral adhesions.  Others  have  expressed 
the  opinion  that  the  presence  of  fluid  is 
advantageous  in  that  it  helps  to  maintain 
the  collapse  and  also  because  it  may  aid 
in  the  fixation  of  a movable  mediastinum. 
This  latter  condition  may  result  in  pres- 
sure upon  the  mediastinal  contents  and 
the  contralateral  lung,  at  the  same  time 
preventing  a satisfactory  collapse  of  the 
affected  lung.  Should  the  fluid  become 
purulent,  it  may  be  removed  by  aspiration 
if  it  is  deemed  necessary.  In  the  event 
of  a mixed  infection,  good  results  have 
been  obtained  from  the  addition  of  small 
amounts  of  dyes,  after  aspiration  of  the 
purulent  fluid.  Occasionally  gastric  dis- 
turbances are  caused  by  the  pressure  of 
the  pneumothorax,  especially  when  the 
latter  is  on  the  left  side.  On  rare  oc- 
casions so-called  pleural  shock  may 
occur.  It  is  a disagreeable  complication, 
but  one  of  short  duration  and  free  from 
danger.  A really  serious  and  at  times 
fatal  complication  is  air  embolism.  For- 
tunately, it  is  relatively  rare. 

The  most  frequent  and  most  formi- 
dable obstacle  to  the  successful  adminis- 
tration of  induced  pneumothorax  is  the 
presence  of  adhesions  between  the  pleural 
surfaces,  preventing  the  introduction  of 
air.  Occasionally  small  pockets  are  en- 
countered that  can  be  filled  with  air, 
but  such  inflations  are  not  productive  of 
good  results.  They  are  likely  to  make 
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Fig.  1,  Case  1.  J.  H.  Cavity  in  right  upper 
lobe  has  been  increasing  under  pneumothorax 
treatment. 


Fig.  2,  Case  1.  J.  H.  Cavity  is  not  visible, 
after  phrenicectomy. 

the  patient  very  uncomfortable  because 
of  the  pressure  of  the  air,  without  re- 
sulting in  a successful  collapse  of  the 
diseased  tissue.  Under  such  circum- 
stances a phrenic  nerve  interruption 
should  be  performed.  This  operation 
is  indicated  when  the  lung  cannot  be 
collapsed  because  of  adhesions;  when 
the  diseased  area  cannot  be  collapsed  for 
the  same  reason;  when  the  lesions  are 
located  in  the  lower  part  of  the  lung; 
and  when,  following  induction  of  a 
pneumothorax,  cavities  remain  open  or 
even  become  larger  due  to  the  pull  exerted 
on  the  cavities  by  bands  or  adhesions  be- 


tween the  two  pleural  surfaces.  It  is  ob- 
vious that  no  treatment  of  pulmonary 
tuberculosis  can  be  considered  successful 
that  does  not  accomplish  the  closure  of 
the  tuberculous  cavities.  A phrenic 


Fig.  1,  Case  2.  H.  P.  Involvement  of  right 
lung  below  third  rib  with  large  cavity  between 
third  and  sixth  ribs  anteriorly. 


Fig.  2,  Case  2.  H.  P.  After  third  pneumo- 
thorax inflation.  Marked  increase  in  size  of 
cavity. 


nerve  crushing,  which  is  considered  pref- 
erable to  other  phrenic  nerve  operations, 
results  in  a rise  of  the  hemidiaphragm  on 
the  affected  side,  a reduction  of  the  re- 
spiratory movement,  decrease  in  the  size 
of  the  hemithorax,  and  finally  relaxation 
and  partial  collapse  of  the  lung.  In  a 
pneumothorax  that  is  supplemented  by 
a phrenic  nerve  interruption  there  is  a 
resulting  relaxation  of  the  bands  ex- 
tending from  the  wall  of  the  cavity  to  the 
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parietal  pleura,  with  a consequent  closure 
of  the  cavity.  If  the  bands  that  are  keep- 
ing the  cavities  open  can  be  severed  by 
means  of  intrapleural  pneumonolysis, 
this  operation  should  be  performed  in 
preference  to  a phrenic  nerve  interrup- 
tion. That  a phrenic  nerve  operation  in 
an  unsuccessful  artificial  pneumothorax 
may  turn  failure  into  success  is  illustrated 
by  the  following  cases : 

Case  Reports 

Case  1. — J.  H.,  male,  46  years  old,  baker  by 
occupation.  Extensive  involvement  of  upper 
part  of  right  lung,  with  cavity  formation. 
Sputum  positive.  A very  good  collapse  was 
obtained  after  induction  of  pneumothorax,  but 
the  cavity  increased  in  size  progressively  with 
the  continuance  of  pneumothorax  treatment. 
Phrenic  nerve  evulsion  was  resorted  to.  It  re- 
sulted in  relaxation  of  the  adhesions  and  closure 
of  the  cavity.  Sputum  became  negative  and 
patient  free  from  symptoms.  He  gained  19 
pounds  in  weight  and  returned  to  work.  When 
seen  one  year  later,  he  was  feeling  well,  having 
worked  the  whole  year  in  a bakery  doing  eight 
hours’  work  a day. 

Case  2. — H.  P.,  male,  18  years  old;  tuber- 
culous involvement  of  lower  part  of  right  lung, 
with  a cavity  IV2  inches  in  its  vertical,  and 
23A  inches  in  its  horizontal,  diameter.  Pneu- 
mothorax caused  the  cavity  to  increase  in  size. 
In  the  meantime  an  attack  of  acute  appendicitis 
necessitated  an  appendectomy.  Three  months 
later  a phrenicectomy  was  performed,  which  re- 
sulted in  closure  of  the  cavity.  Sputum  be- 


Fig.  3,  Case  2.  H.  P.  Cavity  is  not  visible 
after  phrenicectomy. 


came  negative,  and  cough  and  expectoration  dis- 
appeared. The  patient  has  been  continuing 
pneumothorax  treatment,  but  has  been  quite 
asymptomatic. 
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CANCER  REPORTABLE 

Under  a law  enacted  at  the  last  session  of  the 
State  Legislature,  cancer  is  now  a reportable  dis- 
ease. Physicians  must  immediately  notify  the 
Health  Department  of  any  cases  of  malignant 
tumor  which  come  under  their  care.  This  ap- 
plies to  pathologic  laboratories,  also.  All  posi- 
tive tissue  specimens  must  promptly  be  reported. 

Officially,  the  new  statute  has  been  in  effect 
since  July  1.  Actually  enforcement  has  been 
delayed  by  the  lack  of  suitable  reporting  forms 
and  filing  arrangements  within  the  State  Depart- 
ment of  Health.  The  Department  is  preparing 
these,  however;  and  once  they  are  distributed 
physicians  will  be  held  strictly  accountable  for 
failures  to  comply  with  the  law. 


SOME  LEMONS  WANTED 

Smith  had  just  opened  fine  new  offices.  His 
wife  and  her  girl  friend  called  to  inspect  them. 
Not  only  did  they  find  the  office  appointments 
unusually  modern  and  attractive  but — the  female 
employees  were  equally  so. 

During  the  inspection  trip  Smith  was  called 
away  to  the  telephone  and  the  conversation  be- 
tween Mrs.  Smith  and  her  friend  casually  turned 
to  household  affairs. 

“Have  you  put  up  any  fruit  this  year?”  asked 
the  friend. 

“Not  yet,”  replied  Mrs.  Smith.  Then  her 
gaze  wandered  over  to  several  pretty  stenog- 
raphers and  she  added:  “But  I expect  to  can  a 
few  peaches  before  long.” — Ills.  Med.  Jour. 
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Seymour  L.  Homrighouse,  M.D.,  and  Thistle  M.  McKee,  M.D., 

Amsterdam,  New  York 

{Attending  physician,  Amsterdam  City  and  St.  Mary's  Hospital,  and  Epidemiologist,  State  Department 

of  Health,  Respectively ) 


IT  has  become  customary  to  consider 
measles  a serious  disease  of  childhood 
only  in  the  presence  of  complications, 
usually  of  streptococcic  origin.  In  a re- 
view of  the  literature  we  failed  to  find  a 
report  of  a case  in  which  death  was  as- 
sociated with  the  pathologic  lesions  of 
prodromal  measles. 

Case  History 

The  patient,  D.  B.,  was  21  months  old  and 
was  the  youngest  of  three  children.  The  two 
older  boys,  aged  6 and  5 years,  respectively,  were 
known  to  have  been  exposed  to  measles  in 
school.  Measles  was  present  in  epidemic  form 
in  the  city  of  Amsterdam  starting  in  the  summer 
and  reaching  its  peak  about  the  middle  of  De- 
cember. The  time  relationship  of  family  cases 
is  shown  in  Table  1. 

This  boy  was  seen  first  on  September  25, 
which  was  the  day  on  which  one  of  the  brothers 
had  his  first  symptoms  of  measles.  The  mother 
reported  that  this  youngest  boy  did  not  seem 
ill,  but  that  he  occasionally  had  attacks  of 
severe,  harsh  coughing  accompanied  by  some 
shortness  of  breath.  His  temperature  was  100 
F.  He  was  put  to  bed,  given  steam  inhalations, 
and  expectorants.  For  the  next  three  days,  he 
had  no  fever,  but  continued  to  cough  and  to 
have  some  dyspnea,  which  was  worse  at  night. 
On  the  third  day  of  his  illness,  an  x-ray  of  the 
chest  was  taken  to  exclude  possibility  of  an  as- 
pirated foreign  body.  This  plate  was  reported 
negative.  For  the  next  ten  days  he  appeared 
well  and  his  coughing  attacks  became  progres- 
sively less  severe.  On  October  9 at  1:00  p.m., 
just  fourteen  days  after  the  appearance  of  his 
first  symptoms,  he  had  a sudden  onset  of  severe 
dyspnea  accompanied  by  marked  inspiratory  dif- 
ficulty. 

After  consultation,  another  x-ray  of  the  chest 
was  taken.  Possibility  of  a nonopaque  foreign 
body  at  the  level  of  the  larynx  was  reported  on 
the  basis  of  this  plate  and  bronchoscopy  was 
advised.  The  child  was  still  afebrile  and  at  in- 
tervals had  some  relief  of  his  dyspnea.  At  10:00 
p.m.,  he  was  anesthetized  with  ether  and  bron- 


choscopy attempted.  The  mucous  membrane 
of  the  pharynx  was  not  inflamed  but  there  was 
marked  edema  of  the  larynx,  making  it  impossible 
to  pass  a 4-mm.  bronchoscope.  While  the  child 
was  under  anesthesia,  it  was  noted  that  the 
respirations  were  not  labored.  At  the  comple- 
tion of  this  procedure,  the  child  suddenly  ceased 
breathing  but  was  quickly  revived  by  artificial 
respiration.  Because  of  this,  it  was  decided  that 
a tracheotomy  was  necessary.  While  prepara- 
tions were  being  made,  the  child  again  ceased 
breathing.  The  tracheotomy  was  done  hastily 
and  oxygen  administered,  but  the  child  could 
not  be  revived.  Death  occurred  at  11:45  p.m., 
less  than  twelve  hours  after  the  onset  of  acute 
dyspnea. 

Autopsy  was  performed  one  hour  after  death 
by  Dr.  Kurt  Semsroth,  director  of  the  Mont- 
gomery County  Laboratory. 

Autopsy  Findings 

The  body  was  that  of  a well-developed,  well- 
nourished  male  child  with  pallor  of  the  entire 
body  and  some  puffiness  of  the  face.  A closed 
tracheotomy  wound  was  present  in  the  neck. 

On  opening  the  trachea  and  larynx,  several 
flat  ulcerations  2 mm.  in  diameter  were  found 
in  the  larynx  5 mm.  below  the  vocal  cords.  The 
mucosa  of  both  the  trachea  and  bronchi  was 
swollen  and  injected.  The  main  bronchus  had  a 
slitlike  lumen  2 to  3 mm.  in  width.  The  lungs 
were  crepitant  throughout  except  for  the  middle 
lobe  on  the  right  side,  which  was  reddish  gray 
in  color  and  moderately  edematous. 

The  most  striking  feature  of  the  microscopic 
sections  was  the  presence  of  numerous  poly- 
nuclear giant  cells  with  hyperchromatic,  densely 
packed  nuclei.  These  giant  cells  were  present 
in  great  numbers  in  the  tonsils,  the  laryngeal 
and  tracheal  mucosa,  and  also  in  the  thymus  and 
the  spleen.  Large  clusters  of  giant  cells  were 
found  in  the  base  of  the  superficial  ulcers  in  the 
larynx.  The  respiratory  mucosa  showed  an 
exudate  of  lymphocytes  and  plasma  cells,  with 
occasional  polymorphonuclear  leukocytes.  The 
middle  lobe  of  the  lung  showed  an  intra-alveolar 
edema,  as  well  as  giant  cell  formation  in  the 
epithelium  of  the  larger  bronchi. 
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Date 

Sept. 

25 


26 

27 

28 

29 

30 

Oct. 

1 

2 

3 

4 

5 

6 

7 

8 
9 


TABLE  1. — Table  of  Family  Cases 


J.  G.— 5 Yrs.  " J.  G.— 6 Yrs. 

Exposed  to  Measles  in  School  Exposed  in  School 


D.  G— 21  Mos. 

No  Known  Exposure  Outside  Home 


Fever  T.  101  F. 

i 

Measles  rash 

Abdominal  pain  T.  101  F. 
Appendectomy 

(appendix  ruptured) 

Peritonitis  draining 


No  complaints 


Intermittent  cough  and  mild  dyspnea 
T.  100  F. 

Afebrile 


Chest  x-ray  negative 


Wound  healing 

I 

Recovery 


> t 

Sore  throat  T.  103  F. 
Cough 

Measles  rash 
Recovery 


Cough  and  dyspnea  improved 
v 

Sudden  onset  of  acute  dyspnea  at 
1:00  p.m. 

Bronchoscopy  at  10:00  p.m. 

Death  11:45  p.m. 


Sections  of  other  organs  showed  nothing  ab- 
normal. 

Discussion 

Laryngitis  of  some  degree  is  so  fre- 
quently a concomitant  of  measles  that  it 
may  be  considered  a symptom  rather  than 
a complication.  Rarely  does  it  become  a 
serious  menace  to  the  welfare  of  the 
patient. 

In  this  instance  a young  child  with  a 
known  intrafamilial  exposure  had  re- 
spiratory symptoms  over  a period  of  two 
weeks  which  were  improving  at  the  time 
of  the  onset  of  acute  dyspnea.  At  no 
time  during  this  final  episode  did  the 
child  have  fever  and  he  showed  no  evi- 
dence of  toxicity.  The  spasm  of  the 
larynx  noted  at  bronchoscopic  examina- 
tion was  apparently  due  to  the  edema  and 
the  subacute  inflammatory  reaction  sur- 
rounding the  large  giant  cells,  which  were 
particularly  numerous  in  this  area.  The 
edema  of  the  bronchi  and  of  the  middle 
lobe  indicated  that  changes  had  already 
taken  place  in  the  lung  before  any  of  the 
more  usual  prodromal  symptoms  of  the 
upper  respiratory  tract  had  appeared. 
The  lack  of  acute  inflammatory  changes 
and  the  absence  of  organisms  in  sections 
of  the  mucous  membrane  would  seem  to 
rule  out  a suddenly  superimposed  strep- 
tococcic infection. 

The  giant  cells  described  above  are 
identical  in  appearance  with  those  origi- 
nally reported  by  Alagna1  in  1911  as  oc- 


curring in  children  with  measles  who  had 
died  at  the  height  of  the  exanthem  with 
signs  of  laryngeal  obstruction.  However, 
this  finding  was  lost  sight  of  until  1931, 
when  Warthin2  and  Finkeldey3  simul- 
taneously reported  the  finding  of  these 
giant  cells  in  prodromal  measles.  Subse- 
quently they  have  been  described  in 
lymph  nodes,  in  respiratory  epithelium, 
adenoids,  tonsils,  and  in  the  appendix. 
In  the  present  case  they  were  also  found 
in  large  numbers  in  the  thymus.  They 
are  found  in  the  prodromal  stage  of  the 
disease  and  tend  to  disappear  as  the 
exanthem  reaches  its  height.  Presum- 
ably they  represent  the  reaction  of  the 
tissues  to  the  exciting  cause  of  the  disease, 
probably  a virus.  They  have  not  been 
reported  in  experimental  measles. 

It  is  worthy  of  note  that  none  of  the  3 
cases  of  measles  in  this  family  was  typi- 
cal. The  first  boy  developed  appendici- 
tis during  the  exanthematous  stage  of  the 
disease.  The  second  boy  began  his 
measles  attack  with  acute  follicular 
tonsillitis,  and  the  third  child  developed 
acute  dyspnea  at  the  onset. 

Summary 

We  have  presented  a case  of  death  due 
to  laryngeal  edema  occurring  in  a 21- 
month-old  child.  Autopsy  showed  the 
presence  of  large  numbers  of  multinuclear 
giant  cells,  characteristic  of  the  tissue 
reaction  in  the  prodromal  stage  of  measles. 
In  the  presence  of  a similar  clinical  pic- 
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ture  when  the  possibility  of  a foreign 
body  has  been  ruled  out,  intubation  for  a 
period  of  hours  during  the  height  of  this 
reaction  in  the  larynx  is  indicated. 

171  Market  Street 
268  Guy  Park  Avenue 


(For  critique  of  this  article  see  correspondence 
below — Editor.) 
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Correspondence 


T o the  Editor: 

I have  read  with  great  interest  the  manuscript, 
“Fatal  Prodromal  Measles,”  by  Drs.  Homrig- 
house  and  McKee.  The  article  is  succinctly 
written  and  is  on  a subject  which  is  sufficiently 
unusual  to  intrigue  anyone  interested  in  com- 
municable disease. 

Despite  the  fact  that  in  their  introductory 
paragraph  the  authors  state,  “death  was  as- 
sociated with  the  pathologic  lesions  of  prodromal 
measles,”  the  title  itself,  “Fatal  Prodromal 
Measles ,”  as  well  as  the  statement  in  the  dis- 
cussion that  “the  spasm  of  the  larynx  ....  was 
apparently  due  to  the  edema  and  the  subacute 
inflammatory  reaction  surrounding  the  large 
giant  cells,”  clearly  imply  that  death  was  due 
solely  to  the  characteristic  tissue  reaction  set 
up  in  prodromal  measles. 


It  does  not  appear  to  me,  or  to  two  of  my 
associates  at  the  Willard-Parker  Hospital,  that 
there  is  clear-cut  proof  that  the  measles  was 
primarily  and  solely  responsible  for  death.  The 
prolonged  clinical  course,  the  ulcerations  found 
in  the  larynx  at  autopsy,  and  the  uncertain  part 
played  by  the  mechanical  manipulations  and 
anesthesia  would  indicate  that  some  other  factor 
may  have  been  present  and  that  the  exitus 
lethalis  was  associated  with  but  not  necessarily 
caused  by  the  prodromal  measles. 

I believe  that  this  excellent  paper  will  provoke 
wide  discussion. 

Very  truly  yours, 

John  Fitch  Landon,  M.D. 

112  East  74th  Street 
New  York  City 
September  15,  1939 


S.  1620 

The  “Wagner  Health”  Bill  is  S.  1620.  The 
number  has  a familiar  sound.  It  jogs  the 
memory.  We  have  heard  it  before. 

It  is  the  date  of  the  landing  of  the  Pilgrims  at 
Plymouth  Rock:  1620. 

Pilgrims. 

Leaving  England  to  escape  oppression  by 
government.  In  1620. 

Arriving  at  Plymouth  Rock.  Free  and  inde- 
pendent. Ancestors  of  many  of  us. 

Founders  of  independence.  In  America. 

In  1620.  Their  descendants  were  revolters 
against  unjust  taxation  in  1775. 

Defenders  of  independence  in  1776. 

And  1812. 


Again  1620. 

This  time,  S.  1620. 

The  Wagner  Health  Bill. 

The  same  numbers,  but  a different  spirit. 

A spirit  of  dependence. 

A spirit  of  dependence  on  the  Federal  Govern- 
ment. 

Creating  enormously  increased  taxation. 
Creating  a new  Federal  compulsion. 

S.  1620,  importing  to  America  the  oppressive 


practices  of  Europe  which  the  Pilgrims  came  here 
to  escape. 

In  1620. 

And  which  countless  refugees  are  even  now  fleec- 
ing in  hunted  desperation.  Yet. . . 

Europe  has  compulsory  sickness  insurance. 

Europe  has  State  medicine;  government-con- 
trolled doctors,  regimented  populations,  all  the 
benefits  which  S.  1620  would  import  for  our 
betterment. 

Why  then  must  foreign  governments  rigidly 
control  emigration? 

Why  must  the  barriers  be  erected  in  this  coun- 
try against  immigration? 

This  is  still  our  country. 

We  can  make  of  it  what  we  please. 

Independence  or  dependence  is  a matter  of 
spirit. 

Both  are  costly.  But  independence  is  worth 
the  price. 

They  decided  that. 

In  1620. 

Again  in  1776. 

In  1939, 

? 

— “L.  D.  R.”  in  the  Westchester  Medical  Bulletin 


THE  PREVALENCE  OF  CORONARY  ARTERY  OCCLUSION 


Arthur  M.  Master,  M.D.,  Harry  L.  Jaffe,  M.D.,  and  Simon  Dack,  M.D., 
New  York  City* 

( From  the  Cardiographic  Laboratory,  The  Mount  Sinai  Hospital,  New  York  City) 


This  investigation  was  undertaken  in 
order  to  determine  for  the  first  time 
the  actual  incidence  of  coronary  artery 
occlusion  in  the  general  population. 

Heart  disease  has  become  the  chief 
problem  confronting  the  physician.  It 
has  been  the  leading  cause  of  death  in  the 
United  States  since  1912.  In  1925  it  was 
estimated  that  at  least  2,000,000  people  in 
the  United  States  were  affected  by  it,1 
and  in  1936  cardiovascular  disease  was 
registered  as  the  cause  of  371,675  deaths.2 
In  1937  it  was  responsible  for  13.9  per 
cent  of  all  deaths.3 

The  commonest  type  of  heart  disease 
is  coronary  artery  sclerosis.  The  increase 
in  the  number  of  cardiac  deaths  reported 
in  recent  years  has  occurred  entirely  in 
persons  over  the  age  of  45  years  suffering 
from  coronary  artery  disease,  whereas 
death  in  cardiac  disease  under  35  years 
of  age,  which  is  usually  the  result  of 
rheumatic  fever,  is  actually  diminish- 
ing.4-6 Forty  to  50  per  cent  of  all 
cardiac  disease  and  deaths  are  caused  by 
arteriosclerotic  heart  disease1*5’7-9;  in 
1936,  48,622  deaths  in  the  United 
States  were  ascribed  to  it.2  It  was  found 
in  25.9  per  cent  of  2,877  consecutive 
autopsies  in  a large  New  York  City 
hospital.10 

Although  coronary  disease  is  so  im- 
portant, there  are  no  available  figures  of 
its  incidence  in  the  general  population. 
This  is  particularly  true  of  coronary 
artery  occlusion,  the  most  frequent  and 
serious  end  result  of  coronary  artery 
disease.  The  chief  reason  for  this  lies  in 
the  fact  that  mortality  statistics  are  based 
on  the  International  List  of  the  Causes  of 


* In  collaboration  with  J.  V.  DePorte,  Ph.D.,  Director, 
Division  of  Vital  .Statistics,  State  Department  of  Health, 
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Death,  * and  only  since  1930  have  most 
of  the  diseases  of  the  coronary  arteries 
been  included  under  the  general  title  of 
diseases  of  the  heart.  Even  today,  coro- 
nary occlusion  is  listed  under  coronary 
artery  disease  and  not  as  a separate  cause. 
In  addition,  numerous  obsolete  or  indefi- 
nite terms,  such  as  myocarditis,  cardiac 
dilatation,  dropsy,  heart  failure,  senility, 
etc.,  have  been  employed,  and  hetero- 
geneous types  of  heart  disease  have  been 
grouped  together  with  very  little  effort 
made  to  differentiate  the  individual  dis- 
eases on  an  etiologic  basis.9  Further- 
more, in  accordance  with  the  Manual  of 
Joint  Causes  of  Death, 1 certain  diseases 
are  given  preference  over  others  as  the 
cause  of  death,  with  little  or  no  scientific 
justification.  For  example,  chronic  ne- 
phritis takes  precedence  over  any  type  of 
heart  disease  when  both  appear  on  the 
certificate.  As  a result,  deaths  from 
coronary  artery  occlusion  are  actually 
recorded  in  large  number  as  due  to  other 
causes.  A study  of  the  statistics  of  up- 
state New  York  in  1937  reveals  the  fact 
that  in  40  per  cent  of  all  death  certificates 
mentioning  coronary  artery  disease,  death 
was  assigned  to  other  causes,  and,  in 
more  than  three  quarters  of  these,  to 
other  heart  diseases.  Similarly  Hedley9 
in  1934  found  that,  although  coronary 
artery  occlusion  appeared  as  a primary 
cause  or  contributory  factor  on  259  death 
certificates  in  the  District  of  Columbia,  it 
was  tabulated  as  the  cause  of  death  only 
78  times.  Yet  it  may  be  assumed  almost 
without  exception  that  when  coronary 
occlusion  is  present  death  should  be  at- 
tributed to  it. 

Another  factor  making  it  impossible  to 
accept  mortality  statistics  as  a basis  of 
the  true  incidence  of  coronary  artery 
disease  and  occlusion  is  the  frequency  of 
error  in  diagnosis  in  previous  years.  Al- 
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though  Herrick11  published  his  first  ob- 
servations more  than  twenty-five  years 
ago,  the  correct  diagnosis  of  coronary 
occlusion  has  only  recently  become  wide- 
spread and  is  still  not  established  in 
many  localities.  We  know  that  a con- 
siderable proportion  of  deaths  attributed, 
for  example,  to  chronic  myocarditis 
might  properly  be  considered  as  having 
been  caused  by  coronary  occlusion.  It 
also  is  true  that  most,  if  not  all,  deaths 
from  angina  pectoris  are  really  coronary 
occlusion  fatalities.9  Furthermore,  atypi- 
cal cases  of  coronary  artery  occlusion  are 
often  mistakenly  treated  as  some  other 
condition,  not  cardiac  at  all,  and  are 
therefore  not  recorded  as  coronary  occlu- 
sion. 

It  is  obvious,  therefore,  that  there  are 
no  published  statistics  of  the  incidence  or 
mortality  rate  of  coronary  occlusion,  and 
that  those  available  about  coronary  ar- 
tery disease  are  very  unreliable.  It  has 
occurred  to  us,  however,  that  an  ap- 
proximate estimate  of  the  number  of 
cases  of  coronary  occlusion  in  the  entire 
country  could  be  obtained  by  studying  the 
death  certificates  in  which  some  form  of 
heart  disease  was  given  as  the  cause  of 
death. 

The  first  calculation  is  based  on  a re- 
view of  such  certificates  from  upstate 
New  York  filed  with  the  New  York  State 
Department  of  Health  in  1937.  Death 
was  ascribed  to  coronary  artery  disease 
in  3,990  cases,  but  a close  analysis  of  the 
cause  of  death  in  a random  sample  of 
500  death  certificates  pointed  to  the 
conclusion  that  at  least  60  per  cent  of 
these  deaths  were  really  the  result  of 
coronary  occlusion.  Therefore,  approxi- 
mately 2,394  deaths  attributed  to  coro- 
nary artery  disease  were  produced  by 
coronary  occlusion.  To  the  latter  may 
also  be  ascribed  at  least  80  per  cent  of  the 
947  deaths  recorded  as  angina  pectoris, 
i.e.,  758  deaths.  In  addition,  there  were 
18,020  deaths  due  to  other  diseases  of  the 
heart,  such  as  chronic  myocarditis,  myo- 
carditis unspecified,  etc.,  (exclusive  of 
pericarditis,  acute  endocarditis,  and  acute 
myocarditis).  It  was  found,  from  the 
study  of  a random  sample  of  death 


certificates,  that  at  least  25  per  cent  of 
these  deaths,  or  4,505,  had,  without  doubt, 
been  caused  by  coronary  occlusion.  Thus, 
in  the  year  1937  the  total  loss  of  life  from 
coronary  occlusion  in  upstate  New  York 
was  7,657.  Since  the  population  of  the 
United  States  is  about  twenty-three  times 
that  of  upstate  New  York,  and  assuming 
that  conditions  in  the  country  as  a whole 
are  not  significantly  different,  we  obtain 
as  the  estimated  number  of  deaths  in  the 
entire  country  7,657  X 23,  or  176,111. 
Since  the  fatality  rate  of  coronary  occlu- 
sion is  between  30  and  25  per  cent,  the 
annual  total  number  of  cases  is  587,040 
to  704,444. 

It  is  true  that  the  population  of  upstate 
New  York  is  somewhat  older  than  that  of 
the  remainder  of  the  country  and  there- 
fore might  be  expected  to  have  more 
deaths  from  coronary  occlusion.  This 
overestimate,  however,  is  more  than  com- 
pensated for  by  the  fact  that  the  compu- 
tation did  not  take  into  consideration 
deaths  in  which  coronary  disease  was 
classed  as  a secondary  cause,  although 
actually  the  primary  cause.  This  num- 
ber is  considerable.  In  1937,  disease  of 
the  coronary  arteries  was  given  as  the 
primary  cause  in  3,990  deaths,  while  in 
2,793  deaths  it  was  entered  as  secondary 
to  some  other  condition. 

In  a similar  manner  we  have  analyzed 
the  deaths  in  the  entire  United  States 
attributed  to  diseases  of  the  coronary 
arteries.  These  totaled  48,622  in  1936, 3 
the  latest  year  for  which  information  is 
available.  Taking  60  per  cent  of  this 
number,  we  obtain  29,173  as  the  esti- 
mated number  of  deaths  from  coronary 
occlusion.  Adding  80  per  cent  of  the 
17,760  deaths  ascribed  to  angina  pectoris, 
or  14,208,  and  25  per  cent  of  the  264,587 
deaths  due  to  other  diseases  of  the  heart 
(excluding  pericarditis,  acute  endocardi- 
tis, and  acute  myocarditis),  or  66,147, 
there  is  a total  of  109,528  deaths  from 
coronary  occlusion.  Applying  the  fatal- 
ity rates  of  30  and  25  per  cent,  we  find 
365,093  cases  as  a minimum  estimate,  and 
438,112'  as  a maximum.  Both  of  these 
figures  are  decidedly  too  low  because  no 
account  has  been  taken  of  the  deaths 
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from  coronary  artery  disease  which  were 
considered  secondary  to  other  diseases. 

The  estimates  thus  range  from  365,000 
to  704,000  cases  per  year.*  It  is  probable 
that  a figure  midway  between  these  limits 
is  conservative;  in  other  words,  the 
annual  number  of  cases  is  at  least  half  a 
million.  High  as  this  number  is,  it  is 
probably  below  the  actual  number  of 
attacks,  for  several  reasons.  In  the  first 
place,  we  have  not  considered  persons 
under  the  age  of  40.  The  number  of  at- 
tacks that  occur  between  the  ages  of  30 
and  40  years  is  not  negligible,  comprising 
as  it  does  5 to  10  per  cent  of  all  cases. 
Secondly,  we  calculated  our  total  on  the 
assumption  that  the  mortality  rate  in 
coronary  artery  occlusion  was  at  least  25 
per  cent.  Actually  this  figure  may  be 
too  high,  for  it  is  based  on  hospital  cases, 
which  are  apt  to  be  severe ; the  mortality 
rate  in  initial  attacks  of  occlusion,  which 
are  the  most  numerous,  is  nearer  10  to 
15  per  cent.  Thirdly,  as  postmortem 
observation  has  demonstrated,  a not  in- 
considerable number  of  deaths  due  to 
coronary  artery  occlusion  are  not  recog- 
nized as  such  because  they  simulate  other 
diseases,  particularly  pulmonary  or  gas- 
trointestinal, and  not  infrequently  in 
the  guise  of  an  “acute  abdomen.”  Fi- 
nally, in  a number  of  patients  the  attack 
may  not  seem  severe  enough  to  require 
the  attention  of  a physician,  and  so  it  is 
not  recorded  as  coronary  occlusion. 

If  we  assume  that  500,000  attacks  of 
coronary  artery  occlusion  are  sustained 
each  year,  and  since  there  are  approxi- 
mately 21,000,000  males  and  females  over 
40  years  of  age,  the  annual  incidence  of 
coronary  artery  occlusion  is  1 attack  in 
54  males  and  in  189  females,  over  the  age 
of  40  years,  the  ratio  of  men  to  women 
sustaining  coronary  occlusion  being  about 
3.5  to  l.17 

It  is  pertinent  to  inquire  whether  the 

* A similar  estimate  is  obtained  from  a consideration  of 
the  causes  of  death  among  physicians,  published  by  the 
American  Medical  Association.12-14  Coronary  artery 
occlusion  is  specified,  and  assuming  that  80  per  cent  of 
angina  pectoris  deaths  and  15  per  cent  of  those  from  other 
heart  diseases  are  due  to  coronary  occlusion,  it  is  found 
that  approximately  465  physicians  over  40  years  of  age 
succumb  to  coronary  occlusion  annually.  From  this  it 
was  calculated15*16  that  118,000  men  and  women  in  the 
United  States  die  from  coronary  occlusion  annually,  and 
that  400,000  to  470,000  attacks  are  sustained. 


prevalence  of  coronary  artery  disease  and 
occlusion  at  the  present  time  represents  a 
genuine  increase  in  incidence  over  former 
years,  as  a number  of  authors  main- 
tain.18-21 We  do  not  agree  with  this  point 
of  view,  and  believe  that  the  rise  in  the  in- 
cidence of  coronary  artery  disease  can  be 
accounted  for  on  other  grounds.22-24 

We  have  already  mentioned  the  im- 
provement in  the  diagnosis  and  vital 
statistics  of  coronary  artery  occlusion. 
Deaths  are  no  longer  attributed  to  acute 
indigestion,  cholecystitis,  perforated  ul- 
cer, pancreatitis,  pneumonia,  etc.,  in 
cases  now  recognized  as  coronary  artery 
occlusion.  Simultaneously,  clearer  diag- 
noses on  death  certificates  have  replaced 
the  terms  previously  used. 

No  longer  are  dropsy,  myocarditis,  and 
heart  failure  acceptable  as  primary 
causes  of  death.  The  published  statis- 
tics in  recent  years  demonstrate  the  in- 
fluence of  these  changes.  Thus,  deaths 
due  to  coronary  artery  disease  in  indus- 
trial policyholders  were  recorded  to  have 
increased  from  4.7  per  100,000  in  1930 
to  43.1  in  193825;  also  in  New  York 
State,  exclusive  of  New  York  City,  there 
were  849  coronary  disease  deaths  in  1931 
and  3,990  in  1937.  Increases  of  such 
magnitude  in  a few  years  cannot  be  real. 

Another  explanation  for  the  increase 
in  coronary  artery  disease  is  the  longer 
duration  of  life  at  present,  owing  to  the 
reduction  in  the  incidence  and  mortality 
of  infectious  diseases  at  all  ages,  such  as 
diphtheria,  pneumonia,  tuberculosis,  scar- 
let fever,  etc.,  and  to  improved  general 
nutrition  and  hygiene.  In  1900,  persons 
over  45  years  of  age  comprised  17.7  per 
cent  of  the  population  of  the  United 
States,  whereas  the  proportion  in  1935  was 
estimated  at  24.6  per  cent.26  Thus, 
relatively  more  people  reach  the  coronary 
artery  disease  age  now,  and  naturally  the 
number  of  cases  with  this  disease  has  in- 
creased. However,  the  actual  incidence 
in  each  age  group  is  probably  no  greater. 

In  this  paper  we  have  drawn  attention 
to  the  prevalence  of  coronary  artery  oc- 
clusion, not  in  a note  of  pessimism,  but  in 
order  to  emphasize  the  importance  of 
always  being  on  the  alert  for  it.  In  past 
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life  many  patients  with  coronary  artery 
occlusion  died  because  the  true  condition 
was  not  suspected  and  the  patient  was  not 
confined  to  bed  for  a period  of  four  to  six 
weeks.  Recognition  of  the  attack  and  bed 
rest  saves  lives  and  prolongs  the  subse- 
quent duration  of  life ; the  mortality  rate 
of  the  attack  has  been  reduced  from  50 
per  cent  to  less  than  25  per  cent  for  all 
attacks  and  10  per  cent  for  initial  at- 
tacks.27 The  duration  of  life  after  coro- 
nary artery  occlusion  not  infrequently 
extends  over  many  years,27-29  and  it  is 
not  unlikely  that,  as  our  awareness  of 
the  disease  increases,  this  will  be  the  rule. 

Conclusions 

1.  On  the  basis  of  three  sets  of  statis- 
tics it  has  been  estimated  that  at  least 
500,000  attacks  of  coronary  artery  oc- 
clusion occur  annually  in  the  United 
States.  This  is  an  approximate  incidence 
of  1 attack  per  54  males  and  189  females 
over  40  years  of  age. 

2.  Statistics  compiled  before  1930  are 
unreliable  in  regard  to  the  mortality  from 
coronary  artery  occlusion  and  coronary 
artery  disease.  In  the  future,  coronary 
occlusion  should  be  specified  as  such  on 
death  certificates,  and  listed  as  the  pri- 
mary cause  of  death. 

3.  The  increase  in  coronary  artery  dis- 
ease and  occlusion  in  the  past  decade  is 
not  genuine.  It  is  the  result  of  several 
factors:  improved  diagnosis,  changes  in 
the  nomenclature  of  heart  disease,  and 
the  lengthened  span  of  life  associated 
with  the  diminution  in  the  occurrence 
and  mortality  rate  of  infectious  diseases. 


4.  Knowledge  of  the  frequency  of 
coronary  occlusion  should  lead  to  greater 
recognition  of  the  attack  and  hence  more 
prompt  and  effective  treatment.  Im- 
mediate bed  rest,  in  combination  with 
other  therapeutic  measures,  should  result 
in  a significant  decrease  in  mortality. 


References 

1.  Dublin,  L.  I.:  Harper’s  Monthly  Magazine 

(Jan.)  1937. 

2.  Vital  Statistics — .Special  Reports.  U.  S.  Bureau 
of  Census,  Washington  5:  No.  31,  p.  104. 

3.  Vital  Statistics — Special  Reports.  U.  S.  Bureau 
of  Census,  Washington  7:  No.  4,  p.  7. 

4.  Cohn,  A.  E.,  and  Lingg,  C. : Am.  Heart  J.  9: 

283  (1934). 

5.  Dublin,  L.  I.,  and  Armstrong,  D.  B.:  Presented 

before  the  Am.  Pub.  Health  Assn.  Indianapolis  (Oct  9) 
1933. 

6.  Quart.  Bull.  City  of  New  York,  Dept,  of  Health  3: 
12  (1935). 

7.  Wyckoff,  J.,  and  Lingg,  C.:  Am.  Heart  J.  1:  446 

(1926). 

8.  Munly,  W.  C.  Am.  J.  Pub.  Health  18:  1098 
(1928). 

9.  Hedley,  O.  F. : U.  S.  Treasury  Dept.,  Pub.  Health 

Bull.,  No.  231  (Oct.)  1936. 

10.  Levy,  R.  L.,  Bruenn,  H.  G.,  and  Kurtz,  D.:  Am. 

J.  M.  Sc.  187:  376  (1934). 

11.  Herrick,  J.  B.:  J.A.M.A.  59:  2015  (1912). 

12.  Obituaries  of  physicians  published  in  1938. 

J.A.M.A.  112:  1727  (1939). 

13.  Obituaries  of  physicians  published  in  1937. 

J.A.M.A.  110:  1289  (1938). 

14.  Obituaries  of  physicians  published  in  1936. 

J.A.M.A.  108:  1542  (1937). 

15.  Distribution  of  physicians  in  the  United  States. 
Published  by  Bureau  Med.  Economics,  A.M.A. 

16.  U.  S.  Bureau  of  Census,  Washington,  1937. 

17.  Master,  A.  M.,  Dack,  S.,  and  Jaffe,  H.  L. : Arch. 

Int.  Med.  In  press. 

18.  Denny,  F.  P. : 

(1936). 

19.  Willius,  F.  A. 


New  England  J.  Med.  214:  769 


Minnesota  Med.  17:  355  (1934). 

20.  Levine,  S.  A.:  Clinical  Heart  Disease,  W.  B. 

Saunders  Co.,  Philadelphia,  1936,  p.  104. 

21.  White,  P.  D.:  Heart  Disease,  The  Macmillan 

Co.,  New  York,  1937,  p.  171. 

22.  Albert,  H. : J.A.M.A.  89:  1312  (1927). 

23.  Bolduan,  C.  F.,  and  Bolduan,  N.  W. : J.  Pre- 

ventive Med.  6:  321  (1932). 

24.  Dorn,  H.  F. : Pub.  Health  Reports  52:  1753 

(1937). 

25.  Statistical  Bulletin  Metropolitan  Life  Ins.  Co.  20: 
No.  1 (Jan.)  1929. 

26.  News  Release.  U.  S.  Bureau  of  Census,  Washing- 
ton (Feb.  18)  1937. 

27.  Master,  A.  M.,  Jaffe,  H.  L.,  and  Dack,  S.:  Am. 

Heart  J.  12:  549  (1936). 

28.  Conner,  L.,  and  Holt,  E.:  Am.  Heart  J.  5:  705 

(1930). 

29.  White,  P.  D.:  J.A.M.A.  100:  233  (1933). 


SEX  EDUCATION  AS  PREVENTIVE  MEDICINE 


The  U.  S.  Public  Health  Service  has  announced 
“plans  for  extensive  sex-education  projects.” 
It  stresses  the  fact  that  education  in  healthful 
living — including  a healthy  sex  life — is  a “vital 
part  of  a preventive  medicine  which  will  reap 
dividends  in  better  health  for  the  future.” 

The  Public  Health  Service  states  that  all 
teachers — those  who  teach  the  social  sciences 
and  literature  as  well  as  those  dealing  with  bi- 
ology, physiology,  and  hygiene — have  equal 
responsibilities  for  teaching  sex  education.  The 
part  that  sex  education  plays  in  each  of  these 


fields  will  be  described  in  future  publications. 

“The  physiological  facts  of  sex  are  important 
for  young  people  to  know,  but  they  should 
also  understand  its  emotional  and  social  im- 
plications,” Dr.  Thomas  Parran,  Surgeon  Gen- 
eral of  the  Public  Health  Service,  stated  when 
asked  to  comment  on  the  problems  of  sex  edu- 
cation. “Teachers  who  give  information  only 
about  mammalian  reproduction  or  who  confine 
their  teaching  to  simple  answers  to  simple 
questions  about  personal  hygiene  are  doing  only 
a part  of  their  job.” 


MILD  DEPRESSIONS  CARED  FOR  BY  THE  FAMILY  DOCTOR 

Elizabeth  I.  Adamson,  M.D.,  Toledo,  Ohio 


When  your  president  invited  me  to 
meet  with  you,  he  also  suggested 
the  topic  for  our  discussion.  I welcome 
this  opportunity  and  privilege  because 
the  treatment  of  mild  depression  is  most 
frequently  the  responsibility  of  the  family 
doctor. 

Depression  may  occur  in  different  types 
of  mental  disease  and  in  varying  degrees. 
We  are  not  now  concerned  with  severe 
depressions  but  with  the  milder  forms 
met  with  in  psychoneurotics,  in  indi- 
viduals with  mood  swings  classified  as 
cyclothymia,  and  occasionally  in  those 
shut-in  types  spoken  of  as  schizoid  per- 
sonalities. In  none  of  these  is  specific 
causation  proved  and,  during  the  early 
stages,  differential  diagnosis  may  be 
difficult. 

Depressions  occur  between  adolescence 
and  middle  life,  being  rarely  more  than 
embryonal  in  childhood.  After  middle 
age  the  individual,  who  has  reacted  by 
mild  depressions  for  many  years,  has 
usually  arrived  at  some  sort  of  com- 
promise solution  or  partial  adjustment, 
even  though  faulty.  He  will  not  seek 
medical  aid,  probably  having  lost  faith 
in  doctors  because  of  previous  thera- 
peutic attempts,  and  the  outlook,  then, 
is  well-nigh  hopeless.  That  mild  de- 
pressions occur  during  one’s  most  pro- 
ductive and  socially  valuable  years, 
when  the  race  and  self-preservative  in- 
stincts are  fully  developed,  offers  a clue 
to  the  causative  factors. 

During  these  years,  when  man’s  inner 
urges  are  most  dynamic,  frustrations 
react  on  the  organism  in  somewhat  the 
same  degree  as  the  intensity  of  the 
drives.  Some  individuals  either  fail  to 
function  fully  or  attempt  to  do  more  than 
their  capacities  warrant.  In  either  case, 
the  weakened  or  inadequate  response  is 
not  healthy  activity. 


The  etiology  of  mild  depressions  is 
more  contingent  on  the  personality  than 
on  the  environment.  Although  the 
environmental  situation  is  taken  into 
account,  it  is  only  a precipitating  or 
contributing  factor,  not  the  cause.  To 
be  sure,  individuals  might  conceivably 
never  have  developed  a depression  had 
the  reality  situations  been  different. 
Therefore,  the  causation  can  be  thought 
of  as  a failure  in  synthesis  between  the 
organism  and  its  environment,  analogous 
to  many  individuals  being  exposed  to  the 
tubercule  bacillus,  where  some  have  that 
unknown  quality  of  resisting  the  ex- 
ternal factor,  while  others  contract  the 
disease.  This  lack  of  emotional  resist- 
ance to  the  environmental  forces  of  life 
gives  rise  to  pathologic  functioning  in 
both  soma  and  psyche,  evidenced  to  a 
minor  degree  in  childhood  and  becoming 
more  marked  in  adult  life. 

Almost  always  the  subjective  symptoms 
lead  the  patient  to  the  doctor.  The  in- 
dividual feels  sick  with  perhaps  no  recog- 
nition of  the  nature  of  his  illness.  He 
complains  that  he  is  not  up  to  his  normal 
condition  and  senses  that  something 
must  be  out-of-sorts.  An  examination 
probably  discloses  physiologic  abnormali- 
ties but  it  also  reveals  a discrepancy  be- 
tween the  subjective  feelings  and  the 
objective  signs.  The  ratio  between  the 
patient’s  complaints  and  the  laboratory 
and  clinical  findings  is  inconsistent. 
However,  some  aspects  of  the  organism 
are  more  or  less  affected.  Intelligence  is 
not  so  alert  and  attention  to  the  processes 
of  daily  living  is  diminished.  Difficulty 
in  concentration  and  in  thinking  may  be 
evident  both  to  the  patient  and  his  family. 

Because  of  the  effects  of  emotions  on 
the  autonomic  nervous  system, 
vegetative  disorders  may  occur — as  in 
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motility  of  the  involuntary  muscles,  se- 
cretion, and  metabolism.  Hypomotility 
and  hypo  tonicity  of  the  gastrointestinal 
musculature  are  accompanied  by  ano- 
rexia, sense  of  fullness  and  weight  in  the 
abdomen,  epigastralgia,  sometimes  diar- 
rhea but  more  often  sluggish  bowels, 
along  with  the  coated  tongue,  distention 
and,  perhaps,  an  alteration  in  the  gastric 
secretion.  The  circulatory  system  can  be 
affected,  as  evidenced  in  the  cardiac  rate 
and  rhythm,  and  abnormal  vasomotor 
phenomena  are  not  uncommon. 

Symptoms  of  sensory  disturbances  may 
be  felt  in  the  blurring  of  vision,  scotoma, 
auditory  sensations,  and  irritability  to 
stimuli.  Lassitude  and  general  weakness 
may  develop  into  severe  fatigue  or  actual 
exhaustion.  Insomnia  is  one  of  the 
most  frequent  signs  and  sleep  does  not 
refresh.  The  complaint  is  made  of  a 
vague  or  well-defined  headache  with  a 
sense  of  tightness  extending  to  various 
parts  of  the  body.  Attempts  toward  re- 
laxation are  futile. 

Behavior  and  social  adjustment  indi- 
cate a narrowed  field  of  interest,  pessi- 
mism, uncertainty,  marked  anxiety  in  the 
psychoneuroses,  indecision  and  mild  self- 
accusation, accompanied  sometimes  by 
restlessness.  The  facies,  posture,  and 
general  attitude  indicate  the  mood.  The 
man  feels  insecure,  insufficient,  and  be- 
gins to  question  the  reason  for  living. 
A mildly  depressed  patient  may  toy  with 
the  idea  of  ending  it  all  but  seldom  at- 
tempts suicide  seriously.  The  very  fact 
that  he  is  depressed  to  a degree  of  plan- 
ning death  indicates  a severe  depression. 
Partial  insight  is  present  in  that  he  knows 
he  is  sick,  but  he  has  no  real  insight.  He 
usually  considers  the  symptoms  to  be 
beyond  his  control  and,  because  he  is 
experiencing  them,  in  no  sense  are  they 
imaginary.  And  in  this  he  is  accurate. 

Symptoms  of  abnormal  physiologic 
functioning  and  mild  mental  ill-health, 
extending  over  weeks  or  months,  occur 
in  those  personalities  with  definite  emo- 
tional conflict  for  whom,  for  a long  time, 
reality  has  not  been  satisfying  and  ac- 
ceptable. Mild  depression  reveals  a con- 
flict between  a man’s  fundamental  in- 


stincts and  his  social  conscience,  or  be- 
tween his  instinctual  strivings  and  their 
consummation  in  reality. 

On  the  one  hand  are  the  inherited 
urges  of  self-preservation  exhibited  in 
aggression,  and  of  race-preservation  ex- 
pressed in  sexual  activity.  On  the  other 
hand  are  the  acquired  desires  of  considera- 
tion for  our  fellow  man  and  the  sociali- 
zation of  the  primitive  sex  drive.  While 
the  former  are  instinctive  and  common  to 
all  mankind,  the  latter  are  individualistic 
and  vary  markedly  between  different 
personalities. 

The  social  and  environmental  impacts 
of  the  cultural  pattern  start  the  moment 
we  are  born  and,  as  conditioned  responses, 
become  a vital  constituent  of  our  emo- 
tional make-up.  They  are  so  deep- 
seated  in  our  psychic  structure  and  so 
much  a determinant  in  our  thinking,  feel- 
ing, and  behavior  that,  in  adult  life,  they 
are  scarcely  distinguishable  from  our 
constitutional  or  inherited  tendencies. 
So  long  as  there  is  continued  striving 
against  frustration  of  inherited  urges  or 
acquired  desires,  anxiety  is  evident, 
while  the  degree  of  depression  indicates 
proportionate  abandonment  of  aims. 
This  mechanism  is  quite  within  the  realm 
of  the  norm  and  becomes  pathologic  only 
by  degree,  depth,  and  duration. 

The  practice  of  medicine  is  concerned 
with:  (1)  the  patient  who  requires 
treatment;  (2)  the  doctor  who  treats; 
and  (3)  the  treatment  administered.  We 
have  briefly  outlined  the  symptoms  of  a 
mildly  depressed  patient  and,  before  dis- 
cussing treatment,  a few  words  are  in 
order  about  him  who  is  to  treat. 

The  doctor  needs  to  remember  that  the 
patient  is  functioning  at  the  level  of  the 
more  primitive  nerve  centers;  that  the 
emotional  reactions  are  almost  continu- 
ous; and  that  feeling  to  objects,  situa- 
tions, and  people  is  acute.  What  others 
do  and  say  is  viewed  largely  subjectively 
and  personally — a mode  of  response 
different  from  that  of  the  mentally 
healthy  case.  The  behavior,  illogical 
thinking,  and  emotional  immaturity  of 
the  patient  may  play  on  the  doctor’s 
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pity,  may  perplex,  irritate,  or  even 
frighten  him.  But  in  any  case,  if  the 
doctor  reacts  too  emotionally,  therapeutic 
measures  are  weakened  or  fail  completely. 
The  doctor  who  lets  a patient,  whose  ill- 
ness is  of  little  interest  and  whom  he  con- 
siders as  “just  neurotic  or  a complainer,” 
get  under  his  skin,  had  better  transfer  the 
case  for  the  sake  of  both  the  patient  and 
himself.  This  attitude  toward  mild  men- 
tal illness  is  not  general  among  physicians 
but  it  is  met  with  at  times,  with  the  result 
that  the  patient  is  not  helped  and  is  lost 
to  the  doctor. 

Why  behavior  difficulties  and  un- 
healthy moods  are  viewed  less  objectively 
than  other  diseases  is  quite  understand- 
able. Physicians  are  human  beings  be- 
fore they  acquire  an  M.D.  degree  and 
our  medical  training,  in  the  past,  has  not 
much  altered  the  standards  society  fixes 
for  the  way  a man  feels  and  behaves. 
Our  cultural  mores  instill  in  us  a resent- 
ment against  a continuous  state  of  un- 
happiness, senseless  thinking,  and  of  be- 
ing a “quitter”  in  life.  From  this 
sociologic  aspect,  the  depressed  case  is  a 
“quitter.”  He  has  not  given  up  com- 
pletely, but  he  is  playing  cricket  with 
one  hand  behind  him.  But  blaming  him 
is  as  ineffectual  a cure  as  it  is  for  a man 
with  typhoid  from  drinking  polluted 
water.  When  the  doctor  views  his 
patient  with  excessive  pity  or  as  the 
old-fashioned  pedagogue  did  the  pro- 
verbial truant,  therapy  loses  value.  The 
physician’s  personality  and  attitude  to 
the  patient  and  his  illness  is  of  immeasur- 
able importance.  This  the  family  doctor 
knows  only  too  well. 

When  a doctor  is  called,  the  patient  is 
concerned  with  his  immediate  condition. 
The  doctor’s  first  consideration  is  a hori- 
zontal picture  of  both  physical  and  men- 
tal reactions,  whether  it  be  a tachycardia, 
insomnia,  or  loss  of  interest  in  life.  The 
patient  may  be  unaware  that  a depression 
has  been  developing  slowly  or,  if  it  has 
come  on  suddenly,  he  is  more  than  ever 
concerned  with  the  present.  So  the  im- 
mediate sufferings  have  to  be  dealt  with 
and  treatment,  at  first,  may  be  entirely 
symptomatic.  After  an  account  of  the 


present  illness  is  obtained,  an  examina- 
tion of  the  various  organs  and  systems  is 
made.  Unless  the  patient  objects  to  tests, 
this  examination  is  no  different  from  that 
given  by  the  internist  or  family  doctor  to 
his  other  patients  and,  in  many  cases,  it 
materially  aids  in  diagnosis,  not  only  by 
eliminating  somatic  pathology,  but  by 
disclosing  positive  signs  of  emotional  dis- 
order. The  patient’s  expression  of  emo- 
tions, his  rate  and  rhythm  in  movement, 
his  mental  content  as  given  verbally,  and 
his  attitude  to  himself  and  his  symptoms 
aid  in  determining  his  psychic  state.  All 
depressed  patients  are  not  treated  identi- 
cally and,  although  it  may  require  time 
to  differentiate  a full-blown  depression 
from  a mild  one,  the  initial  examination 
usually  forces  us  to  form  some  idea  about 
the  diagnosis. 

When  the  nature  of  the  illness  is 
arrived  at,  the  next  consideration  is 
where  best  to  institute  treatment.  If 
complete  rest  in  bed  is  required,  a hospital 
or  nursing  home  is  far  preferable  to  the 
patient’s  home.  A hotel  is  ill-advised  be- 
cause of  the  lack  of  facilities  for  medical 
care  and  because  a hotel  room  is  far  too 
lonely  for  a depressed  patient  unless  a 
nurse  is  in  constant  attendance.  Board- 
ing away  from  home  or  visiting  with 
friends  may  be  ideal,  particularly  if  the 
family  situation  is  loaded  with  emotional 
dynamite.  Going  away  from  an  en- 
vironmental setting  to  which  one  is  not — 
or  only  partially — adjusting,  is  no  cure. 
But  it  affords  opportunity  for  emotional 
rest  and  clearer  perspective,  and  removes 
unsettling  stimuli. 

Long-time  treatment  is  to  be  planned 
because  depressions  are  not  cured  quickly. 
The  incipient  cyclothymias  usually  abate, 
but  may  recur.  The  psychoneurotic 
ones  may  require  longer  treatment, 
resulting  in  more  lasting  improvement. 
At  first  the  doctor  may  have  to  visit 
some  patients  but  the  large  majority 
of  them  can  come  to  the  office.  It 
is  advisable  to  set  a definite  time  for 
office  visits.  Then  neither  the  doctor  nor 
the  patient  feels  rushed,  which  has 
particular  value  in  the  later  therapy.  An 


1944 


ELIZABETH  I.  ADAMSON 


[N.  Y.  State  J.  M. 


hour’s  appointment  a few  times  a week 
for  several  weeks  may  be  necessary. 

The  first  therapeutic  approach  is  to 
attend  to  the  general  state  of  health,  with 
adequate  food  intake,  routine  hygienic 
measures,  massage,  and  medication,  as 
indicated  for  specific  conditions  (which 
it  is  not  the  purpose  of  this  paper  to 
outline).  Oftentimes  depression  is  con- 
current with,  or  precipitated  by,  organic 
conditions,  and,  because  it  becomes  the 
predominant  symptom,  certainly  is  not 
indicative  that  the  previous  pathologic 
involvement  is  cured. 

Sedatives  are  practically  always  needed 
at  some  time  and  the  dosage  and  the  one 
selected  is  determined  by  the  severity  of 
the  insomnia  and  the  restlessness  of  the 
patient.  Small  doses  of  whatever  drug  is 
selected  should  be  used  at  the  beginning, 
because  it  may  have  to  be  used  over  a 
long  period.  If  large  doses  are  required, 
the  case  is  probably  a more  severe  one 
than  can  be  cared  for  outside  a mental 
hospital.  We  have  found  that  pheno- 
barbital  meets  most  requirements  be- 
cause it  can  be  used  indefinitely  without 
systemic  ill  effects  and  because  it  seldom 
leaves  an  aftermath.  A fourth  of  a grain 
in  midafternoon  and  at  7 and  10  at  night 
usually  results  in  five  or  six  hours  of 
sound  sleep.  Five  grains  of  chloral 
hydrate  or  other  barbitals  can  be  used. 
The  important  thing  is  not  to  increase 
sluggishness  and  to  select  a sedative  that 
will  not  produce  such  a result  as  bromin- 
ism. 

At  first,  in  many  cases,  complete  physi- 
cal rest  is  necessary  to  economize  the 
psychic  forces  and  to  lessen  the  demand 
for  energy  output.  This  is  more  true 
of  the  mild  cyclothymic  cases  in  whose 
organism,  for  some  unknown  reason, 
there  is  severe  apathy.  Even  in  de- 
pressed psychoneurotics  with  anxiety, 
intense  exercise  and  a schedule  that  re- 
sembles perpetual  motion  are  unwise 
procedures  for  keeping  the  patient’s 
mind  off  himself  or  for  stimulating  his 
interests.  It  may  be  a relative’s  or 
friend’s  way  of  pulling  the  patient  out  of 
the  depression,  or  pulling  the  depression 
out  of  the  patient,  but  the  desired  result 


is  not  accomplished  by  lessening  the 
reserve  force  of  an  already  emotionally 
and,  perhaps,  physically  depleted  organ- 
ism. A very  accurate  criterion  for  how 
much  rest  a patient  needs  is  how  much 
he  seeks.  He  is  weakened  either  from 
emotional  conflict,  or  from  physiologic 
dysfunction,  or  both,  but  from  whatever 
cause — he  is  fatigued.  Temporary  stimu- 
lation has  no  lasting  effect,  but  under 
some  conditions  it  is  necessary  in  order  to 
prevent  a more  severe  depression.  If  a 
man  feels  that  he  has  to  go  to  work  and  is 
organically  able  to  but  depressed  and 
emotionally  under  par,  one-sixth  grain  of 
benzedrine  sulfate  in  the  morning  relieves 
the  weakness  for  the  time  being.  We 
believe  it  should  be  used  with  caution  and 
not  to  the  exclusion  of  other  more  per- 
manent therapies.  When  the  patient 
needs  rest,  two  weeks  in  bed  will  do  more 
than  any  stimulating  drug.  Some  cases 
need  no  more  than  an  afternoon  nap  or 
rest  period,  and  it  is  doubtful  if  the  de- 
pressed patient  can  continue  through  the 
day  without  it. 

After  the  physician’s  contact  is  se- 
L cure,  he  can  inquire  about  the  reality 
situation  that  has  brought  the  depres- 
sion into  the  foreground.  Many  pa- 
tients, if  given  the  opportunity  when  be- 
ing treated  for  physiologic  disturbances, 
will  open  the  discussion  as  a frank  at- 
tempt to  lessen  the  conflict.  Particularly 
is  this  true  when  the  family  physician 
has  given  years  of  service  and  is  the 
trusted  confidant  and  medical  adviser. 
He  can  readily  learn  the  frustrations,  the 
hostilities,  the  disappointments,  and  the 
impossible  goals  toward  which  the  pa- 
tient has  been  striving.  He  may  be 
familiar  with  the  previous  background 
and  familial  setting  but,  if  not,  it  needs  to 
be  known.  To  understand  a personality, 
it  is  essential  to  appraise  the  manner  by 
which  he  has  met  life’s  difficulties,  to 
learn  about  his  personal  relationships 
both  to  his  family  and  others,  his  sexual 
and  emotional  adjustments,  and  his 
evaluation  of  his  place  in  society. 

Perhaps  only  a question  or  two  is 
needed  for  the  patient  to  let  the  doctor 
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know  him.  A barrage  of  rapid-fire,  direct 
questions  is  no  more  the  way  to  obtain  a 
personal  history  for  an  emotional  dis- 
order than  it  is  in  any  disease.  By  ex- 
plaining to  the  patient  the  nature  of  his 
difficulty  and  the  bearing  that  previous 
reactions  to  self  and  others  has  on  his 
present  condition,  he  is  encouraged  to 
volunteer  much.  He  feels  free  to  give 
vent  to  his  pent-up  emotions,  because 
the  sense  of  guilt,  common  to  all  man- 
kind and  intensified  in  depression,  is 
lessened.  Some  patients  resent  the  giv- 
ing of  their  histories  and,  although  it  is 
essential,  it  need  not  be  pressed  for.  Like 
the  completion  of  a jigsaw  puzzle,  it  will, 
in  time,  unfold  by  itself  by  simply  letting 
the  patient  talk. 

Therapy  aims  at  conserving  psychic 
energy  and  diverting  it  from  mental  and 
physical  symptoms  to  healthy  conative 
and  cognitive  processes.  It  invokes  not 
only  prescribed  therapies  in  general 
medical  practice  but  the  addition  of  what 
is  usually  termed  psychotherapy.  It 
begins  when  the  doctor  is  called.  Even 
though  the  first  visit  may  be  utilized  on 
the  history  of  the  symptoms  or  on  a 
physical  examination,  an  emotional  re- 
action is  occurring  in  the  patient.  Psycho- 
therapy is,  to  some  extent,  administered 
in  all  physical  therapy  and  the  latter  in- 
trudes itself  into  the  former. 

Inhibiting  influences  are  greatly  de- 
creased when  a patient  is  alone  with  an 
understanding  doctor  who  listens  to  the 
verbally  expressed  distorted  emotional 
reactions.  For  the  patient  this  is  some- 
thing more  than  what  is  commonly 
termed  “mental  catharsis.”  Spoken  and 
written  language  are  means  whereby  man 
can  acquire  a more  conscious  recognition 
of  his  thoughts  and  feelings  and  a clearer 
evaluation  of  his  mentation.  Those 
patients  who  do  not  wish  to  talk  are  not 
to  be  urged  to.  But  they  are  to  be  visited 
and  not  neglected. 

And  the  doctor  does  more  than  listen. 
Simply,  but  definitely,  he  explains  men- 
tal mechanisms,  word  meanings,  and 
emotional  reactions.  “Mind”  has  to  be 
clearly  defined  and  the  fact  explained 
that  mental  or  physical  symptoms  are 


real  but  can  be  produced  by  a system  of 
ideas  as  well  as  by  bodily  disease.  The 
patient  has  to  be  dealt  with  honestly  and 
his  questions  not  evaded.  It  is  important 
for  the  doctor  to  make  sure  that  his  ex- 
planation is  understood  and  to  grant  the 
patient  an  opportunity  to  give  his  in- 
terpretation of  the  doctor’s  meaning. 
Before  the  end  of  the  treatment  the 
patient  becomes  more  and  more  aware  of 
his  faulty  mechanisms.  He  is  not  afraid 
to  face  his  rationalizations,  his  function- 
ing by  the  “all  or  nothing”  law.  He 
understands  why  the  breakdown  of  his 
overcompensatory  defenses  resulted  in 
the  depression,  anxiety,  and  other  symp- 
toms. He  slowly  comes  to  a realization 
that  he  is  defeating  his  own  purpose  and 
causes  his  own  suffering  by  not  coming  to 
grips  with  his  conflicts. 

The  doctor’s  advice  is  sought  in  many 
matters  that  have  emotional  value  to  the 
patient,  and  no  doctor  need  feel  ashamed, 
as  an  internist  recently  did,  when  per- 
sonal difficulties  of  everyday  living  are 
broached.  They  may  be  about  home 
conditions,  finances,  work,  love  object, 
or  planned  schedule.  The  patient  is  de- 
pendent on  the  doctor  for  a while.  But 
so  is  every  patient  when  he  needs  medical 
advice  and  therapy.  And  it  is  of  as  great 
value  to  a mildly  depressed  patient  to 
have  the  doctor’s  advice  on  personal 
problems  as  it  is  to  have  a prescription 
filled. 

The  case  of  a married  woman,  aged  42, 
illustrates  what  psychotherapy  may 
embrace  and  what  the  family  doctor 
could  do.  As  she  was  leaving  town  in 
two  days,  she  was  seen  only  twice — for 
an  hour  and  a half  in  the  first  appoint- 
ment and  an  hour  the  following  day.  Her 
problem  was  “how  much  longer  she 
would  be  able  to  carry  on?”  Her  physi- 
cal complaints  were  severe  backache, 
insomnia,  anorexia,  and  inability  to  in- 
crease her  weight  and  strength. 

She  has  been  married  twenty  years.  Until 
1933  her  husband’s  work  necessitated  the  family 
living  abroad.  They  returned  when  he  lost  his 
position  and  during  the  next  two  years,  in  spite 
of  financial  stress,  he  wished  her  and  their  two 
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adolescent  girls  to  stay  with  him  instead  of  with 
his  family — away  from  him.  In  1935  he  secured  a 
position  that  takes  him  abroad  for  eleven  months 
of  the  year.  He  did  not  suggest  her  going  with 
him.  She  maintained  her  home  but,  with  the 
husband’s  approval,  applied  for  a position  on 
the  faculty  of  a large  woman’s  college.  She  did 
not  get  an  appointment  until  September,  1937, 
at  which  time  she  broke  up  her  home.  One  girl 
is  in  college  and  the  other  in  preparatory  school. 

The  husband’s  return  last  July,  without  noti- 
fication, hurt  her  deeply.  Since  then  their  rela- 
tion has  been  strained  and,  at  times,  stormy. 
He  has  asked  for  a divorce.  This  was  the  precipi- 
tating factor  in  her  depressed  and  anxious  con- 
dition. 

She  was  an  only  child,  whose  mother  died 
when  she  was  9 years  old.  At  14  she  was  sepa- 
rated from  her  father,  cause  not  given,  and  states 
that  she  has  seen  her  way  through  on  her  own 
resources.  She  went  to  college  and  gives  every 
indication  of  superior  intelligence.  She  likes 
her  work  but  her  chief  joy  is  seeing  the  children 
often.  Besides  the  fear  of  losing  her  husband, 
her  two  most  pressing  reality  problems  are  lack 
of  money  and  the  fact  that  she  has  no  home  for 
the  children  during  the  vacations.  Her  salary 
is  $1,200  with  maintenance  and  the  husband  gives 
her  practically  nothing,  but  he  educates  the  girls. 
She  states  that  he  has  beautiful  clothes  and 
appointments  while  she  has  very  little  and  that 
they  never  agree  on  what  the  girls  need.  She 
therefore  spends  her  salary  for  the  most  part  on 
them  and  is  running  a car  so  that  she  can  go  to 
them  when  free.  She  has  always  been  a good 
manager,  denied  herself,  and  been  the  steering 
wheel  of  the  family.  She  claims  that  she  and  the 
children  are  very  congenial  and  that  they  have 
meant  more  to  her  than  her  husband  has. 

She  said  that  she  had  not  been  well  last  year, » 
had  consulted  a doctor  in  the  college  town,  and 
that  she  did  not  wish  to  have  a physical  examina- 
tion, either  by  me  or  any  doctor,  because  of 
lack  of  time.  But  on  superficial  observation, 
one  saw  that  she  was  very  underweight,  with 
marked  vasomotor  reactions,  tense,  and  restless. 
She  presented  the  picture  of  a woman  physically 
and  emotionally  spent.  No  one  could  doubt  her 
anxiety  and  depression.  Not  only  was  a fairly 
adequate  history  obtained  in  two  interviews, 
but  they  also  brought  out  that  she  was  over- 
solicitous  for  her  children  and  that  her  concept 
of  parenthood  was  idealistic,  impossible  for  the 
man  she  had  married,  and  depleting  to  herself. 
By  precept  and  example  she  had  tried  to  mold 
him  into  the  pattern  she  felt  a father  should  be — 
and  he  did  not  fit  in  the  mold.  He  became  re- 
sentful, stated  that  he  had  a nervous  breakdown 


last  year  and,  in  the  effort  to  restore  his  self- 
confidence,  sought  his  freedom. 

She  never  could  drink  milk  and  never  tried 
to  relax  during  the  day.  She  neatly  avoided  any 
suggestion  that  her  doctor  had  given  to  her. 

My  advice  was  that  she  ask  the  husband  to 
call  me  for  an  appointment;  that  she  try  to 
drink  milk;  rest  in  the  afternoon;  take  pheno- 
barbital;  and  consult  her  doctor  as  soon  as 
possible  after  her  return  to  college.  I explained 
my  opinion  of  her  case  and  tried  to  give  her  an 
interpretation  of  how  she  had  functioned  in 
demanding  too  much  of  herself  and  others. 

She  asked  her  husband  to  come  to  see  me  and 
two  days  after  she  left  the  following  letter 
came: 

“In  looking  back  through  the  years  and  think- 
ing of  your  advice  to  me,  I realize  that  the  thing 
that  has  governed  my  life  is — fear.  Fears  which 
threw  me  into  despair,  temper  and  irrational 
behavior.  I can’t  remember  when  I have  not 
been  scared  and  that  has  made  me  intolerant,  of 
course. 

“This  goes  on.  I did,  without  tears,  tell  my 
husband,  after  our  last  conference,  that  he  was 
free;  that  I hoped  never  again  to  regulate 
another’s  life.  His  answer  was,  ‘let  us  drop  it  at 
that.’  We  then  had  a perfectly  lovely,  amusing 
evening.  He  sat  on  my  bed  a moment  before 
retiring  and  I left  next  morning  without  an  un- 
pleasant word  being  spoken.  This  has  not 
smoothed  my  last  few  days,  however. 

“I  can’t  eat,  sleep  or  work  enough  to  keep 
anyone  alive.  It  drives  through  my  head  how 
inadequate  I have  been  in  marriage  to  have  had 
this  thing  happen.  Today,  if  I can  learn  to  live 
tolerantly,  honestly  and  freely,  I will  give  every- 
thing I have  to  reach  this  point.  Energy,  study, 
take  advice  and  try  and  learn  to  relax.  Please 
help  me  in  this. 

“I  have  never  allowed  myself  adequate 
medical  advice  and  perhaps  this  should  be  the 
first  step.  What  type  of  doctor,  if  any,  would 
you  advise?  The  doctor  I had  last  year  is  not 
here  this  year. 

“Bess  has  been  budgeted  and  the  budget  sent 
to  my  husband  for  approval.  The  next  one  is 
my  own.  Until  I live  within  my  income  and 
save,  I realize  I can’t  overcome  this  fear  of 
insecurity.  This  budget  I will  send  to  you,  if 
I may,  using  you  as  a rock  to  cling  to  until  I 
can  stand  on  my  own  feet.  I have  had  the  car 
looked  over  and  will  stop  running  one,  if  the 
estimated  savings  look  good  enough.  All  of  this 
may  sound  terribly  silly  to  you  but  please  let  me 
lean  for  a while. 

“Bess  is  here  with  me  until  Tuesday.  Last 
night  we  chatted  and  talked,  she  more  maturely 
than  ever  before.  When  she  has  left  for  school 
and  the  break  from  the  family  is  more  complete, 

I hope  I can  get  down  to  work.  Classes  will 
start  and  I will,  perhaps,  regain  some  composure. 

“Three  glasses  of  milk  have  been  drunk  and 
I didn’t  get  sick!!!  Even  I can  laugh  over  that 
vagary. 

“You  were  so  very  kind,  fair  and  just  that  I 
want  again  to  thank  you.  There  are  a million 
things  that  I want  to  get  off  my  chest  and 
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throw  away  and  probably  I shall  inundate  you 
with  them.  I am  ready  to  say  that  I can  love 
my  husband  as  he  is,  my  children  as  they  are 
and  that  my  first  lesson  is  to  learn  to  know  and 
run  myself. 

Yours  sincerely, 


On  receipt  of  this  letter,  the  following  reply 
was  sent : 

“I  suggest  that  you  inquire  about  a good 
internist  or  family  doctor,  who  also  has  an 
understanding  personality.  You  can  tell  him 
that  you  have  been  very  worried  about  personal 
problems  and  wish  a physical  check-up.  Be 
sure  to  mention  your  inadequate  diet  and  your 
insomnia  and  ask  if  he  approves  of  l/\  grain  of 
phenobarbital  (luminal  is  the  trade  name)  at 
7 and  10  at  night. 

“I  shall  be  glad  to  go  over  your  budget  and 
do  not  consider  the  idea  ‘silly.’  At  the  present 
time  you  need  to  lean  on  someone  who  can  be 
objective  about  your  emotional  reactions  and 
I am  quite  willing  to  be  of  any  service  that  I 
can.  Behind  an  abnormal  amount  of  fear  is 
intensity  of  desire,  which  may  be  looked  upon 
as  a grim  determination  for  the  ‘right.’  It 
becomes  a rigidity  and  determination  to  gratify 
the  urge  by  demanding  the  impossible  of  self 
and  others.  Try  not  to  take  life  so  hard  and  the 
rearing  of  children  so  seriously. 

“I  have  an  idea  that  your  husband  does  not 
want  your  marriage  to  break  up  and  there  is  no 
help  in  your  being  weighed  down  by  mistakes 
you  have  made.  You  are  no  different  from 
other  members  of  the  human  species  and  self- 
accusation and  remorse  are  not  firm  foundations 
on  which  to  construct  another  personality  pat- 
tern. I am  reasonably  sure  that  when,  as  and  if 
you  love  your  husband  as  he  is  and  not  look  on 
him  as  the  symbol  of  what  you  hold  a husband 
and  father  to  be,  then  he  will  be  much  closer  to 
you.  I think  your  feeling  about  your  father  is 
responsible  for  this  and  regret  that  we  did  not 
have  time  to  ferret  it  out. 

“Keep  on  with  the  milk  and  try  to  relax  and 
nap  in  the  afternoon.  Not  being  a quack,  I 
cannot  offer  a guarantee  that  you  will  be  well, 
but  I have  every  reason  to  think  that  you  will 
pull  out  of  this  on  top.  And  that  is  not  just  a 
‘pep  talk.’ 

Sincerely  yours, 


Two  days  later,  this  patient  wrote  me  the 
following : 

“Having  just  torn  up  one  letter  to  you  full 
of  whys,  I again  shall  try  to  laugh  at  myself, 
readjust  my  viewpoint  and  say  something 
pleasant  or  shut  up. 

“Thanks  for  your  letter.  I hit  low  the  night 
before  it  came  but  feel  better  today.  Have  had 
my  milk,  made  arrangements  for  more,  and  have 
taken  for  three  days  large  doses  of  A,  B,  & D 
pills.  Slept  better  last  night,  went  to  a luncheon 
today  and  have  worked  hard  getting  my  work 
in  order.  This,  late  afternoon,  is  as  usual  hard 
to  bear.  I am  lonely  for  my  own.  I do  question 
but  at  least  I do  not  weep.  Not  since  Monday 
at  4 a.m. 

“About  my  father  and  brother  you  would 


have  to  question  me.  There  is  a great  deal  of 
childhood  hurt  lurking  around  probably.  God 
grant  that  it  hasn’t  been  the  problem  or  better, 
if  it  is,  let’s  get  it  out.  Certainly,  the  conditions 
of  my  growing  up  would  not  have  been  any 
mother’s  choice.  I hoped  I was  over  the  bitter- 
ness of  certain  episodes.  Would  it  help  if  I 
tried  to  write  it  out?  I am  not  sure  that  I could. 

“Do  you  feel  that  I am  too  introspective? 
Each  time  I think,  I find  myself  probing  into 
myself  and  I realize  that  I am  awfully  critical  in 
the  analysis.  And  then  the  question,  ‘How 
could  I,  under  the  circumstances,  have  dealt 
otherwise  with  the  problem?’  Many  questions 
and  no  answers. 

“I  find  myself  taking  my  job  easier.  I think 
the  situation  easier  but  that  hasn’t  brought 
contentment.  However,  each  day  I shall  try 
to  do  a constructive  bit  of  work  and  perhaps 
that  will  ease  my  mind.  I’m  over  the  suicide — 
over  the  tears — and  cream  my  face  assiduously, 
so  perhaps  there  is  hope.  You  know  I really  like 
admiration,  dancing,  gaiety,  quiet  reading, 
sewing,  writing — as  much  or  more  than  the 
average,  but  until  you  see  me  again  you  proba- 
bly can’t  believe  this.  I was  completely  at  an 
end  while  in  N.  Y. 

“As  far  as  possible  I have  put  my  husband  out 
of  my  mind.  For  the  time  being  I must  re- 
construct myself  and  then  we  can  see.  When  I 
do  think,  I remember  the  happy  times  and  not 
the  tears  and  recriminations.  Is  this  the  idea? 

Sincerely, 


Her  letters  indicate  what  type  of 
therapy  a depressed  patient  needs  from 
a doctor.  Such  psychotherapeutic  means, 
employed  for  this  type  of  case,  are  often 
considered  too  vague  and  intangible  for 
adoption  by  the  medical  profession.  But 
the  family  doctor  has  always  practiced 
psychotherapy.  And  if  he  is  interested 
in  mild  depressions  by  making  more  use 
of  psychotherapy,  he  can  enlarge  his  use- 
fulness in  treating  them. 

If  he  is  not  interested,  he  is  denying 
himself  an  opportunity  and,  as  a psy- 
chiatrist, I suggest  that  he  ask  himself 
the  reason  WHY.  The  Hillcrest  Hotel 
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Institute  on  Nutrition  and  Diet 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 

Headquarters : Syracuse  University 
College  of  Medicine  Auditorium 

(Sessions  start  at  9:00  A.M.) 


WEDNESDAY,  OCTOBER  18,  1939 

GENERAL  CONSIDERATION  OF 
DIET 

Dr.  A.  F.  R.  Andresen,  Clinical  Pro- 
fessor of  Medicine,  Long  Island  College 
of  Medicine,  Brooklyn,  N.  Y. 

DIET  IN  CARDIAC  DISEASES  AND 
ARTHRITIS 

Dr.  Russell  L.  Cecil,  Professor  of  Clinical 
Medicine,  Cornell  University  Medical 
School,  New  York  City 

DIET  IN  RELATION  TO  ALLERGY 

Dr.  Robert  A.  Cooke,  Assistant  Pro- 
fessor of  Clinical  Medicine,  Cornell 
University  Medical  School,  New  York 
City 

WEDNESDAY,  OCTOBER  25,  1939 

DIET  IN  PREGNANCY  AND  LACTA- 
TION 

Dr.  Edward  C.  Hughes,  Professor  of 
Obstetrics,  Syracuse  University  Col- 
lege of  Medicine,  Syracuse,  N.  Y. 

DIET  IN  INFANCY  AND  CHILD- 
HOOD 

Dr.  Henry  L.  K.  Shaw,  Clinical  Pro- 
fessor of  Pediatrics,  Albany  Medical 
College,  Albany,  N.  Y. 

DIET  AND  DEFICIENCY  DISEASE 

Dr.  Thomas  T.  Mackie,  Attending 
Physician,  Roosevelt  Hospital,  New 
York  City 


WEDNESDAY,  NOVEMBER  1,  1939 

DIET  IN  DIABETES  MELLITUS 
Dr.  Charles  B.  F.  Gibbs,  Assistant  Pro- 
fessor of  Medicine,  University  of 
Rochester  School  of  Medicine,  Roch- 
ester, N.  Y. 

DIET  IN  OBESITY  AND  UNDER- 
NUTRITION 

Dr.  William  A.  Groat,  Professor  of  Clini- 
cal Pathology,  Syracuse  University 
College  of  Medicine,  Syracuse,  N.  Y. 

DIET  IN  DISEASES  OF  THE  GASTRO- 
INTESTINAL TRACT 
Dr.  A.  H.  Aaron,  Associate  Professor  of 
Medicine,  University  of  Buffalo  School 
of  Medicine,  Buffalo,  N.  Y. 

WEDNESDAY,  NOVEMBER  8,  1939 

DIET  IN  RENAL  DISEASES 

Dr.  William  S.  McCann,  Professor  of 
Medicine,  University  of  Rochester 
School  of  Medicine,  Rochester,  N.  Y. 

DIET  IN  RELATION  TO  SURGERY 
Dr.  Samuel  Standard,  Assistant  Clinical 
Professor  of  Surgery,  New  York  Uni- 
versity College  of  Medicine,  New 
York  City 

THE  ENERGY  FACTOR  IN  NUTRI- 
TION 

Dr.  John  R.  Murlin,  Professor  of  Vital 
Economics,  University  of  Rochester 
School  of  Medicine,  Rochester,  N.  Y. 


Ample  opportunity  will  be  provided  at  all  the  sessions  for  submitting 
questions  to  be  answered  by  the  speakers.  Practical  demonstrations  will 
be  given  and  outlines  of  each  lecture  will  be  distributed.  The  course  will 
cover  the  entire  field  of  medicine.  Applications  should  be  made  as  soon 
as  possible  as  it  will  be  necessary  to  limit  the  numbers.  The  fee  for 
one  full  day  session  is  S3. 00,  for  the  whole  course  of  four,  $10.00- 
Preference  for  admission  will  be  given  to  those  wishing  the  full  course. 
Application,  together  with  registration  fee,  should  be  sent  to  Dr.  Thomas 
P.  Farmer,  Chairman , Council  Committee  on  Public  Health  and 
Education,  Medical  Society  of  the  State  of  New  York,  206  Sedgwick 
Drive,  Syracuse,  New  York. 


ACUTE  CEREBRAL  EMERGENCIES 


Orman  C.  Perkins,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 

{Professor  of  Clinical  Neurology,  The  Long  Island  College  of  Medicine,  Brooklyn,  New  York ) 


In  the  general  practice  of  medicine,  dis- 
turbance of  the  circulation  is  the  most 
common  cause  of  pathology  in  the  brain. 
The  factors  that  cause  cerebral  anemia 
and  cerebral  hyperemia,  which  are  re- 
sponsible for  a part  of  the  clinical  picture 
seen  in  such  a variety  of  systemic  condi- 
tions, must  be  appreciated,  but  will  not 
be  considered  at  this  time.  The  more 
dramatic  disorder  of  cerebral  function  as 
observed  in  the  apoplexies  should  receive 
more  consideration  than  is  generally  given 
to  this  group  of  clinical  syndromes. 
Under  the  heading  of  apoplexy  I include 
primary  subarachnoid  hemorrhage,  cere- 
bral hemorrhage,  thrombosis,  and  embo- 
lism. 

It  is  important  to  determine  the  type  of 
vascular  lesion  as  well  as  the  etiologic 
factors  that  have  been  responsible  for  the 
variety  of  syndromes  that  are  constantly 
being  admitted  to  our  hospital  services, 
both  from  the  prognostic  and  treatment 
point  of  view.  In  this  paper  I will  en- 
deavor to  point  out  the  results  of  ob- 
servations made  on  an  active  neurologic 
service  where  more  than  200  cases  of 
apoplexy  are  admitted  each  year. 

Since  coma  is  the  most  common  symp- 
tom in  patients  with  a cerebrovascular 
accident,  the  examination  must  be  care- 
fully made  to  determine  the  presence  of 
focal  signs.  After  the  examination  of 
the  scalp  to  rule  out  the  possibility  of 
head  trauma,  the  fundi  should  be  studied. 
The  presence  of  sclerotic  retinal  vessels  are 
of  more  importance  than  the  blood  pres- 
sure in  the  attempt  to  estimate  the  circu- 
latory status  of  the  individual  prior  to 
the  cerebral  accident.  The  presence  of 
choked  disk  may  immediately  suggest  the 
possibility  of  brain  tumor  or  abscess. 
The  retineal  changes  may  lead  to  an  early 
diagnosis  of  diabetic  coma.  Although 


emergency  blood  chemistries  are  always 
ordered,  especially  to  rule  out  uremia,  the 
increase  in  blood  sugar  in  an  early  apo- 
plexy does  not  necessarily  indicate  that 
the  patient  is  a diabetic.  It  is  not  an  un- 
common finding  to  have  the  blood  sugar 
as  high  as  260  in  the  first  twenty-four 
hours  and  have  it  return  to  normal 
within  forty-eight  hours.  The  urine  in 
such  cases  will  show  no  sugar  present. 
Retineal  hemorrhages  may  suggest  the 
presence  of  an  essential  hypertension. 

The  importance  of  the  inequality  of  the 
pupils  in  subdural  hematomas  has  been 
overestimated  as  a localizing  sign.  In 
apoplexy  the  dilated  pupil  is  generally  on 
the  side  of  the  lesion.  In  many  instances 
there  is  conjugate  deviation  of  the  eyes 
to  the  side  of  the  lesion,  which  may  con- 
tinue for  two  or  three  days;  then  the 
conjugate  deviation  is  to  the  paralyzed 
side.  The  puffing  of  one  cheek  during 
the  expiratory  phase  of  respiration  is  im- 
portant. Presence  of  neck  rigidity  may 
indicate  subarachnoid  hemorrhage,  and, 
in  order  to  differentiate  this  condition 
from  meningitis,  a spinal  puncture  should 
be  done  in  every  case.  One  should  watch 
for  spontaneous  movements  of  the  ex- 
tremities. Stimulation  of  the  extremities 
by  pinching  or  pricking  with  a pin,  espe- 
cially the  soles  of  the  feet  for  the  with- 
drawal of  the  limb,  may  prove  which  side 
is  paralyzed. 

If  the  patient  is  in  deep  shock  the  deep 
reflexes  will  be  absent,  although  a positive 
Babinski  may  be  present.  If  the  coma  is 
not  too  deep,  by  lifting  the  extremities 
and  allowing  them  to  fall  to  the  bed,  the 
paralyzed  limb  will  fall  heavily  as  com- 
pared to  the  limb  of  the  opposite  side. 

If  the  patient  is  perspiring  profusely 
and  is  restless,  the  diagnosis  of  cerebral 
hemorrhage  is  warranted.  These  find- 
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ings  are  more  pronounced  in  intraven- 
tricular hemorrhage  than  in  intracerebral 
hemorrhage.  Vomiting  is  more  often 
associated  with  hemorrhage  or  embolism 
than  with  thrombosis.  Although  the 
breathing  is  generally  pathologic — either 
forceful,  Cheyne-Stokes,  or  peculiarly  ir- 
regular— the  abnormal  state  is  more 
marked  in  hemorrhage  and  continues 
longer.  The  presence  of  Cheyne-Stokes 
breathing  does  not  carry  the  unfavorable 
prognosis,  however,  as  is  indicated  in 
other  pathologic  conditions.  It  is  ob- 
served in  many  cases  of  thrombosis,  con- 
tinuing for  twenty-four  to  forty-eight 
hours  and  yet  the  patient  recovers.  If 
the  patient  remains  in  coma  over  forty- 
eight  hours  or  the  Cheyne-Stokes  breath- 
ing continues  and  the  temperature  stead- 
ily creeps  higher  each  day,  the  prognosis 
is  grave.  The  temperature  generally 
rises  from  one  to  three  degrees  from  the 
second  to  the  fourth  day  during  the  great- 
est absorption  from  the  area  of  softening. 

In  a study  of  801  cases  of  apoplexy,1 156 
occurred  between  the  ages  of  20  and  48, 
and  460  cases  between  48  and  68.  Dur- 
ing the  past  fifteen  years  there  has  been  a 
striking  increase  in  the  number  of  patients 
in  which  the  vascular  accident  has  been 
associated  with  essential  hypertension. 
The  majority  of  these  cases  fall  in  the  age 
group  between  20  and  48.  In  many  of 
these  cases  a history  of  hypertensive 
encephalopathy  is  obtained. 

Intense  headaches,  vertigo,  scotoma, 
anorexia,  weakness,  irritability,  forgetful- 
ness, even  convulsive  seizures  and  transi- 
tory focal  symptoms,  such  as  paralysis, 
are  rather  frequent.  The  presence  of 
small,  tortuous,  hard  arteries  with  recent 
and  old  organized  hemorrhages  in  the 
retina,  associated  with  a highly  elevated 
edematous  disk  head,  leads  one  to  favor 
the  diagnosis  of  essential  hypertension 
instead  of  brain  tumor  in  the  younger 
age  group.  In  the  transitory  palsies  ob- 
served in  these  patients,  and  in  2 patients 
in  which  the  hemiplegia  completely  re- 
covered in  two  and  four  days,  the  question 
of  arterial  spasm  arises.  Although  this 
explanation  is  the  most  logical,  it  is  im- 
possible to  state  whether  this  spasm  was 


produced  by  vasomotor  control  or  by 
local  metabolites  acting  on  the  irritable 
smooth  muscle  of  the  blood  vessel. 

At  least  50  per  cent  of  those  patients 
who  have  essential  hypertension  and  who 
have  had  a cerebrovascular  accident,  have 
no  secondary  cardiac  or  renal  disabilities, 
although  their  diastolic  pressure  is  high 
and  in  some  cases  well  over  100  mm.  of 
mercury. 

In  647  of  the  801  cases  studied,  the  total 
number  of  cases  with  systolic  pressure  of 
140  or  less  was  105,  or  16.2  per  cent  of 
the  total  group;  of  140  to  170  there  were 
205  cases,  or  31.6  per  cent.  These  figures 
indicate  that  the  belief  that  very  high 
blood  pressure  is  essential  for  apoplexy  is 
inaccurate. 

The  fact  that  a positive  blood  Wasser- 
mann  was  obtained  in  only  8.58  per  cent 
of  617  cases  of  apoplexy  is  evidence 
against  the  belief  that  syphilis  plays  a 
considerable  role  in  the  causation  of  this 
condition.  The  average  age  for  those 
patients  having  a positive  Wassermann 
was  56  years,  although  the  statement  is 
frequently  made  that  syphilis  is  the  most 
common  etiologic  factor  for  apoplexy  in 
the  young  and  middle-aged  groups. 

It  is  difficult  to  draw  conclusions  as  to 
the  theory  that  cold  weather  predisposes 
to  apoplexy,  especially  cerebral  hemor- 
rhage. Such  a deduction  is  based  on  the 
theory  that  cold  weather  produces  a con- 
traction of  the  peripheral  vessels  and 
that  consequently  there  occurs  a rise  of 
the  blood  pressure  in  the  vessels  of  the 
internal  organs.  Jooth’s2  figures  show 
very  little  seasonal  difference,  while  those 
of  Gintrac3  sustain  the  impression  that 
the  accident  is  more  likely  to  happen  in 
the  cold  months.  In  my  series  the  ad- 
missions were  fewest  in  number  in  July, 
August,  and  September,  and  largest  in 
January.  However,  in  January  we  have 
the  third  lowest  death  rate,  which  would 
favor  the  less  fatal  accident  of  thrombosis 
rather  than  hemorrhage. 

The  sex  distribution  in  this  series 
showed  56.1  per  cent  males  to  43.9  per 
cent  females,  which  is  practically  the  same 
as  Gintrac’s  figures  of  57  per  cent  males 
to  43  per  cent  females. 
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Of  the  patients  showing  paralysis,  53.2 
per  cent  had  a lesion  in  the  left  cerebral 
hemisphere  resulting  in  a right  hemi- 
plegia. This  compares  with  the  figure  of 
53  per  cent  reported  by  Jones4  in  a study 
of  1,733  cases,  and  would  indicate  that 
the  right  and  left  sides  are  about  equally 
involved  instead  of  the  rather  common 
belief  in  the  greater  prevalence  of  right- 
sided lesions. 

The  syndrome  of  primary  subarachnoid 
hemorrhage  is  produced  by  extravasation 
of  blood  into  the  subarachnoid  space  by 
the  spontaneous  rupture  of  a meningeal 
vessel.  The  more  common  cause  for  such 
a rupture  is  a congenital  aneurysm  rather 
than  an  aneurysm  due  to  arteriosclerosis. 
Syphilis  is  rarely  the  cause  of  an  aneurysm 
of  a meningeal  vessel.  Aneurysms  sel- 
dom occur  within  the  brain  substance  or 
on  the  vessels  of  the  surface  of  the  cere- 
bral hemispheres.  They  are  generally 
found  at  the  bifurcations  of  the  large  ves- 
sels of  the  base  of  the  brain,5  especially 
in  the  circle  of  Willis.  Although  there 
are  different  theories  as  to  the  cause  of 
these  aneurysms,  the  widely  accepted 
theory  is  that  the  defect  in  the  vascular 
wall  is  due  to  abnormal  development  in 
its  early  embryonic  stage.  Forbes6  has 
suggested  that  this  developmental  defect 
occurs  frequently  in  the  media  and  then, 
as  the  blood  pressure  rises,  the  aneurysm 
is  formed. 

The  rupture  of  cerebral  aneurysms  may 
occur  at  any  age,  but  generally  in  young 
or  middle-aged  adults.  It  may  or  may 
not  be  accompanied  by  hypertension  or 
signs  of  arteriosclerosis.  Statements  have 
been  made  that  females  are  slightly  more 
frequently  affected  than  males,  but  in 
my  experience  it  has  occurred  twice  as 
often  in  the  male  as  in  the  female. 

The  diagnosis  of  cerebral  aneurysm  is 
seldom  made  prior  to  the  rupture  of  the 
aneurysm.  In  a few  instances  there  are 
focal  signs  produced  by  pressure  upon 
cranial  nerves  or  brain  tissue  that  lead 
one  to  be  suspicious  of  an  aneurysm, 
especially  if  the  palsy  is  transitory  and 
has  a tendency  to  reoccur.  One  often 
obtains  the  history  of  headaches  produced 
by  sudden  changes  of  position,  especially 


lying  down,  or  by  increasing  the  blood 
volume  in  the  cerebral  circulation  from 
lifting,  straining,  or  coughing.  These 
headaches  may  have  been  diagnosed  as 
migraine  for  many  years.  Transitory 
periods  of  vertigo  are  often  present. 

The  rather  classic  syndrome  of  the 
rupture  is  the  sudden  onset,  frequently  ac- 
companying some  muscular  exertion,  with 
severe  pain  in  the  head  which  steadily  in- 
creases in  severity.  In  certain  cases 
there  is  a knifelike  pain  following  the  dis- 
tribution of  the  fifth  cranial  nerve.  Vom- 
iting and  a cloudy  mental  condition,  de- 
lirium, stupor,  or  coma  may  follow  in  a 
few  hours  or  days.  Coma  or  convulsions 
at  the  onset  are  quite  rare.  In  one  in- 
stance mental  confusion  and  delirium 
continued  for  eight  days  in  a patient  24 
years  of  age  who  later  made  an  uneventful 
recovery.  In  another  case  of  a young 
adult,  there  were  seven  hemorrhages,  in- 
cluding the  one  prior  to  admission  to  the 
hospital,  over  a period  of  three  months, 
without  any  disturbance  of  his  mental 
faculties. 

Examination  of  the  patient  reveals  the 
cloudy  mental  state,  stiffness  of  the  neck, 
and  a positive  Kernig  sign.  If  the  patient 
is  in  coma,  the  deep  reflexes  are  absent 
and  his  extremities  are  toneless  through- 
out. Focal  signs  or  choked  disks  are 
quite  rare.  The  breathing  is  slow  and 
irregular.  The  pulse  is  generally  slow 
and  the  temperature  elevated.  There  is 
a leukocytosis  in  the  blood  10-20,000  per 
cu.  mm.  Lumbar  puncture  should  be 
done  immediately.  The  presence  of  fresh 
blood  in  the  spinal  fluid  confirms  the  diag- 
nosis. The  danger  of  lumbar  punctures 
in  these  cases  has  been  overemphasized. 
There  is  no  physiologic  basis  that  by  re- 
moval of  spinal  fluid  the  hemorrhage  will 
be  increased.  The  puncture  is  necessary 
to  relieve  the  pressure  and  the  headaches, 
and  removal  of  the  blood  will  relieve  the 
meningeal  symptoms.  It  may  be  neces- 
sary to  puncture  twice  a day  for  the  first 
two  or  three  days  and  then  once  a day  for 
one  week,  depending  upon  the  severity  of 
symptoms  or  the  return  of  symptoms. 

The  method  of  treatment  outlined  by 
H.  H.  Merritt7  has  been  found  to  be 
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logical  and  practical:  “When  the  pres- 

sure of  spinal  fluid  is  over  400  mm.  H20, 
repuncture  in  twelve  hours;  from  250- 
400  mm.  H20,  repuncture  in  twenty-four 
hours;  from  180-250  mm.  H20,  repunc- 
ture in  twenty-four  to  forty-eight  hours. 
When  the  pressure  is  below  180  mm.  on 
two  or  more  subsequent  punctures  several 
days  apart,  further  punctures  are  not 
needed,  provided  most  of  the  blood  has 
been  removed  by  that  time.” 

The  frank  blood  will  remain  for  several 
days,  then  the  spinal  fluid  will  become  less 
bloody  and  more  xanthochromatic  for 
about  one  week,  and  in  two  to  three 
weeks  the  fluid  may  become  normal. 
The  period  of  convalescence  should  be 
prolonged  and  the  patient  should  not  be 
allowed  to  perform  any  physical  activity 
for  several  weeks  after  he  is  up  and  about. 
This  is  especially  true  for  muscular  exer- 
tion, such  as  lifting  or  straining,  which 
causes  sudden  changes  in  the  fluid  balance 
of  the  brain. 

I wish  to  call  attention  to  a clinical 
picture  which,  when  observed  on  admis- 
sion to  the  hospital  with  the  additional 
finding  of  blood  in  the  spinal  fluid,  leads 
one  to  make  a diagnosis  of  subarachnoid 
hemorrhage.  I believe  that  many  errors 
have  been  made  in  the  diagnosis  of  such 
cases  because  of  the  lack  of  appreciation 
of  the  clinical  syndrome. 

This  syndrome  generally  occurs  in  the 
second,  third,  or  fourth  decade.  The 
patient  has  apparently  been  in  good 
health.  The  onset  is  usually  sudden,  al- 
though prodromal  symptoms  of  head- 
ache, dizziness,  and  mental  confusion  may 
precede  the  collapse.  The  loss  of  con- 
sciousness is  generally  accompanied  by 
convulsions. 

Examination  reveals  profuse  perspira- 
tion and  labored  breathing.  If  the  coma 
is  not  deep,  the  patient  is  restless.  The 
deep  reflexes  are  hyperactive  and  there  is 
a bilateral  Babinski.  The  spinal  fluid 
contains  blood  or  appears  xanthochro- 
matic. 

This  symdrome  should  make  one  suspi- 
cious of  arsphenamine  poisoning.  An  at- 
tempt .should  be  made  to  determine  a 
history  of  recent  antispecific  therapy. 


Emergency  serologic  tests  should  be  made 
on  both  blood  and  spinal  fluid,  and  speci- 
mens of  urine,  hair,  and  fingernail  clip- 
pings sent  to  the  laboratory  for  chemical 
analysis  to  determine  the  presence  of 
arsenic. 

The  onset  of  this  syndrome  usually 
occurs  from  eighteen  to  fifty-four  hours 
after  the  administration  of  the  drug. 
Examination  of  the  brain  in  such  cases 
reveals  numerous  ringlike  hemorrhages  in 
the  white  matter  of  both  cerebral  and 
cerebellar  hemispheres.  Oliver  and  Yo- 
mada8  demonstrated  the  agglutination  of 
red  blood  cells  that  formed  emboli  in  the 
brain  and  other  special  organs.  The 
presence  of  these  emboli  is  responsible 
for  the  numerous  ring  hemorrhages  ob- 
served. 

As  soon  as  the  diagnosis  is  confirmed,  the 
administration  of  intravenous  glucose  and 
sodium  thiosulfate  should  be  carried  out. 
The  prognosis  is  unfavorable  for  life  but 
if  the  patient  survives,  there  may  be  re- 
sidual signs  of  cerebral  damage  and  usu- 
ally there  is  evidence  of  progressive  cere- 
bral degeneration. 

In  a study  of  1,000  cases  of  apoplexy9 
admitted  to  the  Neurological  Service  of 
the  Kings  County  Hospital,  it  was  found 
that  1 out  of  every  1 1 had  auricular  fibril- 
lation. Those  cases  that  belong  to  the 
rheumatic  group  are  not  to  be  considered 
in  this  discussion  as  they  were  admitted 
directly  to  the  medical  service  because  of 
the  severity  of  the  cardiac  condition. 

The  average  age  of  those  cases  having 
auricular  fibrillation  was  57  years.  It 
was  observed  that  in  many  instances  the 
fibrillation  disappeared  before  digitaliza- 
tion was  attempted,  and  in  many  in- 
stances recurrence  of  the  fibrillation  took 
place  during  the  period  of  hospitalization. 
This  observation  stressed  the  frequency 
and  the  importance  of  the  paroxysmal 
type  of  auricular  fibrillation,  and  in  nearly 
every  case  was  associated  with  hyperten- 
sion in  elderly  people. 

In  5 cases  of  hemiplegia,  a careful  his- 
tory showed  that  the  acute  onset  was 
typical  of  coronary  thrombosis.  The 
diagnosis  of  coronary  thrombosis  was 
confirmed  in  each  case  by  electrocardio- 
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grams.  Auricular  fibrillation  was  present 
in  each  case.  The  symptoms  of  the  cere- 
bral involvement  varied  from  one  to  one 
and  one-half  hours  after  the  acute  onset 
of  the  cardiac  symptoms.  Four  of  these 
patients  died  and  a complete  autopsy  was 
performed  on  3.  The  cerebral  pathology 
was  typical  of  embolism,  involving 
branches  of  the  middle  cerebral  artery. 

In  64  cases  of  auricular  fibrillation 
where  a definite  history  of  the  onset  of  the 
cerebral  accident  could  be  obtained,  46 
occurred  in  the  daytime  while  the  patient 
was  active.  Thirty-four  of  these  patients 
had  received  treatment  for  either  hyper- 
tension or  heart  disease,  and  7 were  un- 
aware that  anything  was  wrong  with 
their  hearts. 

McEachem  and  Baker10  in  their  study 
of  575  patients  at  The  Johns  Hopkins 
Hospital,  in  whom  the  electrocardio- 
gram had  at  one  time  or  another  shown 
auricular  fibrillation,  found  syphilitic 
cardiovascular  disease  in  only  3 per  cent 
of  the  cases.  In  Campbell’s11  cases  of 
auricular  fibrillation  only  2 per  cent  were 
associated  with  syphilitic  cardiovascular 
disease.  In  the  64  cases  reported  by  the 
author,  only  1 patient  had  a positive 
Wassermann. 

In  studying  the  cases  showing  auricu- 
lar fibrillation,  no  conclusions  can  be 
drawn  as  to  the  relationship  between  the 
arterial  tension  and  the  cardiac  condition. 
More  important  is  the  information  as  to 
the  time  of  onset — whether  the  patient 
developed  this  condition  during  sleep  or 
during  activity,  especially  physical  exer- 
tion. 

If  the  attack  began  during  physical 
activity  when  the  arterial  tension  was  in- 
creased, then  it  is  far  more  logical  to  be- 
lieve that  the  fibrillation  preceded  the 
attack  and  that  infarction  was  due  to  an 
embolus.  This  is  especially  true,  since 
we  know  that  exercise  increases  the  ir- 
regularity as  the  rate  increases  and  the 
pulse  deficit  becomes  more  pronounced. 
If  the  attack  occurred  during  sleep,  while 
the  normal  physiologic  drop  in  arterial 
tension  was  present,  then  conditions 
favor  the  obliteration  of  the  cerebral  ves- 
sel by  thrombus  formation.  In  such 


cases,  the  presence  of  fibrillation  before 
the  attack  is  a mere  speculation  unless  the 
patient  has  been  under  the  care  of  a 
physician  and  such  a condition  noted. 

Patients  having  auricular  fibrillation 
generally  belong  to  one  of  the  following 
groups : the  chronic  cardiovascular- 

renal  type;  generalized  arteriosclerosis; 
or  senile  heart  of  the  paroxysmal  type 
associated  with  hypertension. 

In  the  cases  of  cerebral  infarction  from 
embolism,  it  is  difficult  to  determine  the 
origin  of  the  embolus  when  auricular 
fibrillation  is  present.  It  is  my  belief 
that  particles  of  fibrin  may  be  thrown 
out  from  the  spaces  between  the  musculi 
pectinati  of  the  auricles  or  from  the 
cavities  between  the  trabeculae  carneae 
during  the  irregular  contractions  of  the 
ventricle  seen  in  auricular  fibrillation. 
Weber12  and  many  other  pathologists 
have  noted  the  presence  of  antimortem 
thrombus  in  both  auricles  and  ventricles 
at  the  autopsy  examination  where  auricu- 
lar fibrillation  had  previously  existed. 

The  less  frequent  causes  for  cerebral 
embolism  are  bacterial  endocarditis,  in- 
fected thrombophlebitis,  pulmonary  pa- 
thology, or  an  operative  wound.  The  onset 
of  the  clinical  picture  is  generally  sudden, 
and  the  severe  general  symptoms  are 
quite  similar  to  those  seen  in  cerebral 
hemorrhage. 

The  immediate  care  of  these  patients 
should  be  placed  in  the  hands  of  the  in- 
ternist, as  the  problem  of  greatest  impor- 
tance is  the  treatment  of  the  crippled 
heart.  The  repair  of  the  cerebral  infarc- 
tion, as  well  as  the  favorable  prognosis, 
depends  upon  the  improvement  in  the 
general  circulation,  which  is  governed  by 
the  cardiac  status. 

Differential  diagnosis  of  the  various 
types  of  cerebrovascular  lesions  depends 
to  a large  extent  upon  a careful  history. 
The  diagnosis  of  hemorrhage  is  most 
often  made  and  least  warranted,  although 
the  differential  diagnosis  between  hemor- 
rhage and  thrombosis  is  difficult  in  the 
early  stages  of  the  clinical  course. 

Cerebral  thrombosis  generally  occurs 
during  sleep  or  when  the  patient  is  in- 
active, at  a time  when  there  is  a physio- 
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logic  drop  in  the  blood  pressure.  Hemor- 
rhage more  often  occurs  during  physical 
exertion  or  mental  stress.  When  throm- 
bosis occurs  while  the  patient  is  awake, 
the  onset  is  more  often  gradual  and  in 
many  instances  there  is  no  loss  of  con- 
sciousness. An  onset  with  severe  head- 
ache, vomiting,  or  convulsions  indicates 
hemorrhage.  Profuse  perspiration,  rest- 
lessness, Cheyne-Stokes  or  labored  breath- 
ing, slowing  of  the  pulse,  leukocytosis 
over  12,000,  increase  of  spinal  fluid  pres- 
sure over  350,  and  presence  of  blood  in 
the  spinal  fluid — all  favor  the  diagnosis  of 
hemorrhage. 

Vascular  lesions  of  the  brain  are  prac- 
tically never  the  cause  of  sudden  death. 
Sudden  death  is  generally  cardiac  in 
origin.  A cerebral  hemorrhage  of  any 
appreciable  size  is  nearly  always  fatal  and 
death  may  occur  within  a few  hours. 
About  90  per  cent  occur  within  two  weeks. 
Patients  with  hemorrhage  show  progres- 
sion of  symptoms,  while  those  with  throm- 
bosis show  improvement.  A larger  per- 
centage of  patients  have  hemorrhage  in 
the  younger  age  groups  than  thrombosis. 
There  is  no  direct  relationship  between 
hypertension  and  hemorrhage,  as  throm- 
bosis often  occurs  in  severe  hypertension 
with  diseased  blood  vessel  walls.  A 
patient  with  thrombosis  seldom  dies 
within  twenty-four  hours  and  may  live 
for  many  days  or  weeks  before  death 
occurs  from  bronchopneumonia  or  cardiac 
failure.  Death  in  patients  with  hemor- 
rhage is  usually  the  direct  result  of  the 
hemorrhage,  as  the  hemorrhage  directs 
its  course  into  the  ventricular  system 
rather  than  outward  to  the  surface  of  the 
cortex.  In  certain  cases  hemorrhage  is 
superimposed  upon  thrombosis,  usually 
in  the  second  week,  and  takes  place  at  the 
periphery  of  the  necrotic  zone.  Patients 
may  have  several  occlusions  with  in- 
complete softenings,  which  may  produce 
no  focal  signs  and  very  little  systemic  dis- 
turbance. 

In  the  treatment  of  the  apoplexies  I 
wish  to  emphasize  the  importance  of  good 
nursing  care.  The  nurse  can  do  more  for 
the  patient  than  the  physician,  although 
it  is  difficult  to  convince  the  relatives  of 


this  fact  because  they  invariably  insist 
that  some  drastic  measures  must  be  at- 
tempted. Do  not  overtreat  the  patient. 
Since  supportive  treatment  and  sympto- 
matic remedies  are  all  that  can  be  used, 
these  patients  should  be  cared  for  by  the 
internist  rather  than  by  the  neurologist. 

Do  not  interfere  with  the  intracerebral 
fluid  balance  by  using  intravenous  hyper- 
tonic glucose  or  other  dehydrating  agents, 
as  nature  will  accomplish  far  better  re- 
sults if  not  interfered  with.  Lumbar 
puncture  is  for  diagnosis,  not  treatment, 
in  cases  other  than  subarachnoid  hemor- 
rhage. Venesection  should  be  done  only 
when  signs  of  congestive  heart  failure 
appear.  The  patient  should  be  kept 
quiet  but  the  position  in  bed  changed  fre- 
quently to  prevent  the  development  of 
bed  sores  and  pulmonary  congestion. 

Fluids  should  be  given  by  clysis  rather 
than  intravenously,  and  as  soon  as  the 
patient  can  retain  a Harris  drip,  this 
should  be  used,  as  it  often  relieves  ab- 
dominal distress.  Empty  the  bladder  by 
the  Cred6  method  in  preference  to  cathe- 
terization, in  order  to  prevent  cystitis. 
Fluids  and  liquid  diet  should  be  main- 
tained for  several  days.  Nothing  can 
be  gained  by  operative  interference. 

Do  not  keep  patients  who  have  had 
cerebral  thrombosis  in  bed  too  long  dur- 
ing the  period  of  convalescence.  One 
must  attempt  to  convince  these  patients 
that  although  they  are  disabled,  they  are 
no  longer  sick.  Psychotherapy  is  im- 
portant and  should  be  used  on  both  the 
patient  and  the  relatives.  Worry,  anxi- 
ety, and  mental  depression  will  react  upon 
the  vegetative  nervous  system,  and  the 
already  crippled  circulatory  system  has 
trouble  enough  without  any  extra  burden. 

Finally,  the  patient  should  be  encour- 
aged to  have  frequent  physical  examina- 
tions in  an  attempt  to  avoid  a similar  at- 
tack. 
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POSTGRADUATE  LECTURES  IN  OPHTHALMOLOGY 
At  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  the  Department  of  Ophthalmology — for  graduate 
instruction  to  the  resident  staff — is  giving  this  schedule  of  evening  lectures : 


Date 

Mon.,  Oct.  2 
Thur.,  Oct.  5 

Mon.,  Oct.  9 
Thur.,  Oct.  19 
Mon.,  Oct.  23 
Thur.,  Oct.  26 

Mon.,  Oct.  30 

Thur.,  Nov.  2 
Mon.,  Nov.  6 
Thur.,  Nov.  9 
Mon.,  Nov.  13 
Thur.,  Nov.  16 
Mon.,  Nov.  27 


Subject 

1.  Developmental  Anomalies  of  the  Eye 

2.  Diseases  of  the  Lacrimal  Apparatus:  Medical  and 

Surgical  Treatment 

3.  Dental  Infection  in  Ophthalmology 

4.  Ulcers  of  the  Cornea 

5.  Allergy  and  Immunity  in  Ophthalmology 

6.  Corneal  Opacities:  Medical,  Surgical  and  Cosmetic 

Treatment — Corneal  Transplant 

7.  Diagnostic  and  Therapeutic  Use  of  Tuberculin  in 

Ophthalmology 

8.  Exophthalmos  and  Orbital  Tumors 

9.  Anomalies  of  Accommodation 

10.  Iridocyclitis 

11.  Sinus  Disease  in  Ophthalmology 

12.  Ocular  Tuberculosis 

13.  The  Use  of  the  Cross-Cylinder  in  Refraction 


Lecturer 

Dr.  P.  Montalvan 

Dr.  M.  A.  Last 
Dr.  C.  Dunn 
Dr.  Jos.  Laval 
Dr.  A.  A.  Eggston 

Dr.  R.  T.  Paton 

Dr.  A.  A.  Eggston 
Dr.  M.  A.  Last 
Dr.  P.  Montalvan 
Dr.  Jos.  Laval 
Dr.  R.  E.  Buckley 
Dr.  R.  T.  Paton 
Dr.  H.  B.  Field 


Lectures  begin  at  7 p.m.  Hospital  residents  and  graduate  students  are  invited  to  attend. 
Inasmuch  as  there  are  occasionally  unavoidable  changes  in  the  schedule,  last-minute  information 
may  be  secured  by  telephoning  the  hospital:  RHinelander  4-7860. 


CONFERENCE— ACADEMY  OF  MEDICINE 

A two-day  conference  on  Convalescent  Care 
under  the  auspices  of  the  Committee  on  Public 
Health  Relations  of  the  New  York  Academy  of 
Medicine  in  cooperation  with  the  Josiah  Macy, 
Jr.,  Foundation  will  be  held  at  the  Academy  on 
November  9 and  10  of  this  year.  Admissionito 
the  conference  sessions  will  be  by^invitation. 

A general  evening  meeting  on  Friday,  Novem- 
ber 10,  at  8:30  o’clock  at  the  Academy  (2  East 


103rd  Street)  at  which  the  discussions  of  the 
conference  will  be  summarized,  will  conclude 
the  conference.  All  those  interested  in  the 
problem  are  invited. 

The  purpose  of  this  conference  is  to  redefine 
the  problem  of  convalescence  in  the  light  of 
recent  progress  in  medical  science  and  to  explore 
the  need  for  further  research  into  socio-economic 
and  medical  aspects  of  convalescent  care. 


N.  Y.  SOCIETY— CLINICAL  OPHTHALMOLOGY 


The  following  have  been  elected  officers  of  the 
New  York  Society  for  Clinical  Ophthalmology 
for  the  coming  year:  president,  Arthur  M. 

Yudkin;  vice-president,  Morris  Davidson;  re- 
cording secretary,  Sidney  Fox;  corresponding 
secretary,  Benjamin  Esterman  (515  Park 


Avenue,  New  York  City);  treasurer,  Adolph 
Posner. 

Meetings  will  be  held  the  first  Monday  evening 
of  each  month — from  October  through  May — at 
the  Squibb  Hall,  745  Fifth  Avenue,  New  York 
City. 


DEFORMITIES  OF  THE  EAR  AND  NOSE  TREATED  BY 
PLASTIC  SURGERY 

Gerard  H.  Cox,  M.D.,  F.A.C.S.,  New  York  City 
( Associate  Attending  Surgeon , Bellevue  Hospital,  New  York  City) 


For  the  subject  matter  of  this  paper  I 
have  selected  cases  that  present  four 
common  types  of  deformity.  These  are 
protuberant  or  “flop  ears,”  lateral  nasal 
deformity,  “saddlenose,”  and  an  example 
of  an  oversized  “hump  nose.”  In  addi- 
tion, another  case  is  included,  because  it  is 
of  considerable  interest  from  a surgical 
standpoint.  This  is  a patient  who 
suffered  an  almost  complete  loss  of  the 
auricle  from  an  accident,  for  whom  I 
made  a new  external  ear. 

Fig.  1A  shows  a total  loss  of  the  auricle 
with  the  exception  of  part  of  the  lobule 
and  the  tragus,  the  result  of  an  automobile 
accident  two  weeks  before.  This  case 
was  referred  to  me  by  Dr.  Benjamin  W. 
Seaman,  of  Hempstead,  Long  Island. 

The  method  of  reconstruction  that  I 
employed  was  devised  by  Pierce,  of  San 
Francisco.  This  procedure  gives  a new 
auricle  that  does  not  shrink  when  com- 
pleted, a common  fault  in  other  types  of 
operation.  There  is  also  the  advantage, 
with  this  technic,  of  producing  an  ear  that 
stands  out  from  the  skull  at  the  proper 
angle. 

A series  of  operations  was  performed, 
the  first  on  May  16,  1937,  and  the  last 
on  April  20,  1938.  General  anesthesia 
was  employed  for  the  first  operation ; all 
others  were  carried  out  under  novocain 
infiltration. 

First  Operation , May  16,  1937. — Four 
pieces  of  rib  cartilage  were  removed  from 
the  right  costochondral  junction  at  the 
level  of  the  seventh,  eighth,  and  ninth 
ribs.  Three  of  these  were  implanted 
above  and  behind  the  external  auditory 
canal  between  the  skin  of  the  scalp  and 
the  temperomandibular  fascia.  The 
fourth  piece  of  cartilage  was  buried  under 
the  skin  of  the  chest  for  future  use,  if 
needed.  At  this  operation  a tube  pedicle 
flap  was  made  in  the  neck,  just  above 


the  clavicle,  as  shown  in  Fig.  IB. 

Several  weeks  later  this  pedicle  flap 
was  lengthened  posteriorly  until  it  was  16 
cm.  in  length. 

The  third  operation,  postponed  by  my 
summer  vacation,  took  place  on  Septem- 
ber 13,  1937.  The  anterior  end  of  the 
pedicle  was  severed  and  implanted  in  the 
neck  just  below  the  site  of  the  new  auricle. 

Fourth  Operation , November  8,  1937. — 
A semilunar  incision  was  made  in  the  skin 
of  the  scalp,  as  shown  in  Fig.  1C,  through 
the  temperomandibular  fascia  in  the  size 
and  shape  of  the  auricle  desired.  Thiersch 
grafts,  taken  from  the  thigh,  were  then 
placed  about  a stent  of  red  dental  molding 
compound,  so  as  to  cover  both  sides. 
The  stent  with  its  epithelial  covering  was 
then  buried  and  the  skin  sutured. 

Ten  days  later  the  stitches  and  stent 
were  removed  and  the  new  auricle  ap- 
peared as  shown  in  Fig.  ID.  Thus  the 
posterior  aspect  of  the  new  pinna  and  the 
raw  area  on  the  skull  were  both  covered 
with  the  epithelial  graft. 

After  several  weeks  I found  that  the 
lower  part  of  the  new  auricle,  due  to  the 
poor  nutrition  in  the  Thiersch  grafts  at 
that  point,  became  adherent  to  the  scalp. 
Here,  in  consequence,  it  was  necessary  for 
me  to  depart  from  Pierce’s  technic  by 
using  one  end  of  the  tube  pedicle  flap, 
which  I split,  to  cover  the  raw  area  on  the 
posterior  aspect  of  the  new  auricle  and 
the  raw  spot  on  the  scalp  directly  oppo- 
site. Later  on  I found  this  was  an  advan- 
tage, because  it  helped  to  support  the  new 
ear  and  prevented  drooping. 

Following  this  operation,  at  other  ses- 
sions, I readjusted  the  ends  of  the  tube 
pedicle  flap  so  it  could  finally  be  employed 
to  form  a helix  for  the  new  auricle. 

The  final  operation  was  performed  on 
April  20,  1938.  At  this  time  the  follow- 
ing steps  were  carried  out : 
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A.  Loss  of  entire  auricle  except 
lobule  and  tragus. 


B.  Tube  pedicle.  C.  Cartilage  implanted. 

Stent  and  epithelial  inlay  im- 
planted. 


D.  Stent  removed.  Pedicle 
transplanted. 


E.  New  auricle.  Side  view.  F.  New  auricle.  Posterior  view 
Fig.  1 


1.  One  end  of  the  tube  flap  was 
severed. 

2.  A narrow  strip  of  skin  on  the  pos- 
terior circumference  of  the  newly 
constructed  auricle  was  excised. 

3.  The  tube  flap  was  split  and  at- 
tached to  the  skin  edges  prepared 
for  it  on  the  circumference  of  the 
auricle. 

Protuberant  or  “flop”  ears  are  a con- 
stant source  of  annoyance  to  the  patient, 
particularly  if  he  happens  to  be  a boy  of 
six  years  just  starting  school.  A child 
with  this  deformity  is  subjected  to  con- 
siderable ridicule  from  his  small  class- 
mates, and  it  is  not  surprising  that  the 
parents  desire  the  deformity  corrected  be- 
fore school  age. 

I have  found  that  the  sixth  or  seventh 
year  is  a good  time  to  operate.  The 


youngest  of  my  cases  was  three  years  old ; 
the  oldest  was  an  adult  in  his  forties. 

Figs.  2 and  3 show  2 cases  before  and 
after  operation. 

Operative  Technic 

An  elliptic  skin  incision  is  made  on  the 
posterior  aspect  of  the  auricle  and  on  the 
skin  of  the  scalp  in  the  postauricle  region. 
The  skin  embraced  in  this  incision  is  cut 
away  from  the  underlying  structures  and 
discarded.  It  is  important,  in  every  case, 
to  remove  sufficient  cartilage  from  the 
auricle  to  take  away  the  “spring”  so  that 
the  auricle  will  lie  back  in  a natural  posi- 
tion near  the  scalp.  Just  how  much 
cartilage  should  be  removed  is  a matter 
which  experience  alone  will  show.  I 
should  say,  on  the  whole,  that  the  tend- 
ency is  to  remove  too  little  cartilage 
rather  than  too  much.  After  all  bleeding 
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Before  operation.  After  operation. 


Before  operation.  After  operation. 

Fig.  2.  Protuberant  ears. 


points  have  been  carefully  ligated,  the 
skin  edges  are  approximated  with  inter- 
rupted silk  sutures.  The  contour  of  the 
auricles  is  filled  with  small  pledgets  of 
cotton  saturated  with  95  per  cent  alcohol, 
and  a tight  pressure  bandage  is  applied. 


Probably  the  most  frequent  deformities 
after  improperly  treated  fractures  from 
motorcar  accidents,  boxing,  etc.,  are  the 
so-called  lateral  deformity  (Fig.  4)  and 
the  saddlenose  deformity  (Fig.  5).  (See 
page  1960.) 
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Before  operation.  After  operation. 


After  operation. 


Before  operation. 


Fig.  3.  Protuberant  ears. 
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Before  operation.  After  operation. 

Fig.  4.  Old  lateral  deformity  from  a fracture. 


Before  operation.  After  operation. 

Fig.  6.  "Saddlenose”  deformity  from  an  old  fracture. 
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Before  operation.  After  operation. 

Fig.  6.  Hump  nose. 


There  is  no  outside  cutting,  all  is  done 
intranasally. 

In  the  operation  for  lateral  deformity 
each  nasal  bone  is  cut  through  with  a 
longitudinal  saw-cut  along  the  dorsum 
of  the  nose.  Each  nasal  process  is  sawed 
through,  close  to  the  face,  by  means  of  a 
separate  tunnel.  The  nose  is  then  refac- 
tured  manually,  and  molded  into  the  de- 
sired shape  and  position.  Often  it  is  best 
to  take  out  a triangular  piece  of  bone  on 
the  concave  side  to  prevent  overlapping. 
A splint  of  black  dental  molding  compound 
is  then  applied.  Fig.  4 shows  a lateral 
deformity  before  and  after  operation. 

“Saddlenose”  deformity  is  best  treated 
by  a rib  cartilage  transplant  from  the 
patient.  I have  found  that  such  sub- 
stitutes as  ivory  and  cartilage  from  other 
patients,  either  fresh  or  preserved  in  alco- 
hol, are  poor  substitutes,  often  cause 
suppuration,  and  frequently  it  is  necessary 
to  remove  them. 

It  is  my  practice  to  insert  the  cartilage 
through  an  intranasal  incision  in  a narrow 
tunnel  prepared  for  this  purpose. 


Fig.  5 is  a case  showing  an  old  depressed 
fracture,  treated  by  a rib  cartilage  trans- 
plant. The  rib  and  the  nose  operations 
were  both  performed  with  local  anesthesia. 

The  most  common  type  of  congenital 
nasal  deformity , as  contrasted  with  the 
traumatic  varieties,  is  the  so-called  “hump 
nose,”  frequently  found  in  the  Semitic 
and  Eastern  races. 

This  type  usually  has  a large  bony  carti- 
laginous hump  and  elongated  tip.  Often 
the  nose  is  so  large  that  is  out  of  propor- 
tion to  the  rest  of  the  face.  Frequently 
the  deformity  is  so  pronounced  that  it 
interferes  with  the  subject  securing  a gain- 
ful occupation. 

A good  example  is  seen  in  Fig.  6. 

Through  intranasal  vestibular  incisions, 
the  hump  was  removed  with  a nasal  saw, 
the  tip  was  shortened,  and  the  whole 
nose  narrowed  as  described  above  under 
Case  4.  It  is  best  to  employ  local  anes- 
thesia. No  external  cutting  is  done. 

149  East  62nd  Street 


EXPERIENCES  WITH  VAGINAL  HYSTERECTOMY 
BY  CLAMP  METHOD 

Milton  G.  Potter,  M.D.,  F.A.C.S.,  Buffalo,  New  York 
( From  the  Obstetrical  Department  of  the  Millard  Fillmore  Hospital , Buffalo,  New  York) 


The  history  of  hysterectomy  is  fasci- 
nating reading  and  it  makes  one  ad- 
mire the  great  fortitude  and  courage  of 
our  early  surgical  pioneers.  Two  opera- 
tions are  included  in  this  history,  one  of 
removing  the  uterus  through  the  vagina, 
and  one  of  removing  the  uterus  through 
an  abdominal  incision.  As  Mathieu  has 
stated:  of  the  two  operations,  vaginal 

hysterectomy  is  probably  1,700  years 
older. 

Controversy  was  heated  in  the  early 
days,  and  the  verbal  battles  fought  by 
Pean  and  Czerny  and  later  by  Adler  and 
Bonney  for  and  against  vaginal  hysterec- 
tomy make  our  present-day  medical 
meetings  seem  comparatively  mild.  Such 
names  as  Shroeder,  Wells,  Wertheim, 
Emmet,  Goffe,  Kelly,  and  Price  will 
always  be  associated  with  hysterectomy. 
The  pendulum  of  popularity  has  swung 
at  various  times  toward  one  or  the  other 
procedure. 

Prejudices  are  disappearing,  and  today 
it  is  the  belief  that  the  operator  should 
feel  as  much  at  home  in  the  vaginal  field 
as  in  the  abdominal  field.  Mastery  of 
both  methods  of  approach  is  essential  for 
the  welfare  of  the  patient,  and  the  choice 
of  a procedure  in  a given  case  should  be 
dependent  upon  conditions  found  in  that 
case.  The  operation  should  be  made  to 
fit  the  patient  and  not  the  reverse. 

Being  interested  in  the  pelvic  problems 
of  women  in  the  fourth  and  fifth  decades 
of  life,  in  properly  selected  cases,  the 
vaginal  hysterectomy  by  the  clamp 
method  has  appealed  to  me  as  a sensible 
and  practical  one  in  solving  some  of  these 
difficulties  with  a minimum  risk  to  the 
patient.  It  is  my  belief  that  this  pro- 
cedure is  not  well  understood  and  that 
when  the  profession  better  comprehends 


its  simplicity  and  advantages,  it  will  again 
be  revived. 

No  originality  in  this  presentation  is 
claimed  by  the  writer,  most  of  whose 
knowledge  of  the  subject  was  obtained 
from  Dr.  James  Kennedy,  who  has  prob- 
ably performed  more  vaginal  hysterec- 
tomies than  any  man  in  this  country. 

Thirty  years  ago,  Dr.  Price  was  the 
greatest  advocate  of  this  operation. 
Since  that  time  operations  via  the  vaginal 
route  for  uterine  pathology  have  been 
more  or  less  discarded  by  the  American 
surgeons  and  gynecologists  for  the  supra- 
pubic approach.  The  reason  for  this  I 
have  never  fully  understood.  The  fact 
remains  that  this  operation  has  had  little 
support  from  the  surgeons,  but  I believe 
its  importance  is  again  beginning  to  be 
realized  and  that  it  is  utilized  more  fre- 
quently as  our  knowledge  of  uterine 
pathology  increases. 

My  experience  has  been  limited  with 
this  procedure  to  cases  of  early  carcinoma 
of  the  cervix,  the  abused,  unhealthy  cervix, 
functional  bleeding,  and  decensus. 

I learned  early  that  the  operator  must 
be  careful  in  his  selection  of  cases  and 
avoid  using  the  clamp  method,  or  any 
vaginal  method,  in  all  cases  that  have 
had  previous  inflammatory  pelvic  pa- 
thology and  in  which  the  uterus  is  not 
freely  movable. 

I also  learned  that  any  patient  over 
40  years  of  age  with  menorrhagia  or 
metrorrhagia  (bloody  odorous  discharge) 
without  evidence  of  tumor  is  a definite 
candidate  for  this  procedure.  My  ob- 
servation has  been  that  it  is  very  difficult 
to  diagnose  correctly  early  fundal  and 
middle  third  zones  of  uterine  malignancy. 
When  we  see  a patient  at  or  past  the 
menopause  with  a bloody  odorous  dis- 
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charge  we  remove  the  uterus  as  a pre- 
ventive prophylactic  measure  rather  than 
do  a curettage  and  implant  radium. 

Kennedy,  with  his  vast  experience 
with  this  operation,  claims,  and  I believe 
it  is  so,  that  98  per  cent  of  the  operable 
cases  of  malignancy  can  be  performed 
with  the  clamp  method. 

We  realize  that  this  operation  can  be 
performed  for  malignancy  of  the  cervix, 
middle  and  fundal  zones  of  the  uterus, 
the  abused  cervix,  fibroids  (with  mor- 
cellation  if  necessary),  functional  bleed- 
ing, and  all  types  and  degrees  of  prolapse 
of  the  uterus.  Therefore,  we  must  admit 
that  Kennedy’s  statements  that  this  op- 
eration has  the  greatest  usefulness  of  any 
operation  in  surgery  and  that  the  pro- 
fession has  been  grasping  at  straws  when 
a lifesaver  is  at  hand  are  very  nearly 
correct. 

The  profession  is  becoming  more  con- 
cerned about  leaving  a cervical  stump 
after  doing  a subtotal  hysterectomy,  as 
this  is  a menace  for  the  rest  of  the 
woman’s  life  as  a possible  focus  for  future 
malignancy.  The  technical  difficulty  of 
doing  a suprapubic  panhysterectomy  is 
greater  and  the  mortality  rate  higher. 
Therefore,  the  natural  tendency  at  present 
is  to  study  methods  of  vaginal  hysterec- 
tomy with  their  attendant  advantages 
and  disadvantages. 

I am  convinced  that  this  procedure  is 
one  of  the  solutions  of  the  question  of 
malignancy  in  the  hands  of  a well-trained 
surgeon  if  he  follows  meticulously  Dr. 
Kennedy’s  instructions. 

Upon  reviewing  my  experiences  I would 
suggest  to  the  beginner  to  keep  in  mind 
that  this  procedure  is  definitely  con- 
traindicated in  cases  of  acute  pelvic  in- 
flammation and  in  those  cases  in  which 
the  uterus  is  not  freely  movable.  It 
would  be  wise  to  pick  out  a few  cases 
that  are  more  or  less  easy  to  start  with 
and  then  tackle  the  harder  ones  as  they 
come  along  later. 

Preparation  of  the  vagina  is  most  im- 
portant. The  ordinary  cleansing  with  a 
sponge  on  a sponge  forceps  is  not  enough. 
The  vaginal  canal  must  be  thoroughly 
scrubbed  with  a scrub  brush  and  the 


Fig.  1 


vaginal  canal  put  on  stretch  by  traction 
on  the  nozzle  of  the  irrigating  syringe. 
The  cervical  canal  is  then  thoroughly 
cauterized. 

The  bladder  is  catheterized  and  the 
lower  border  outlined.  It  is  surprising 
how  far  down  the  bladder  extends  on  the 
anterior  surface  of  the  cervix,  and  while  it 
would  seem  unnecessary  to  outline  the 
lower  border  of  the  bladder  after  cathe- 
terization, it  is  a good  precautionary 
measure. 

The  cervix  is  then  grasped  by  a strong 
vulsellum  forceps,  and  strong  traction  made 
upon  the  vulsellum,  pulling  the  cervix  up 
and  to  the  right.  A deep  cut  is  made  on 
the  left  side  with  the  scissors  in  semilunar 
circle  posteriorly  to  the  cervix  about  3/i 
inches  from  the  external  os  (Fig.  1). 

It  is  necessary  to  make  a bold  deep 
incision,  even  if  one  does  possibly  enter 
the  cul-de-sac,  and  then  pull  forcibly  on 
the  forceps  and  keep  this  up  until  the 
side  is  released. 

After  the  posterior  semilunar  incision 
is  boldly  made  and  the  tissues  are  pushed 
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Fig.  2 


away  from  the  posterior  cervix,  the  an- 
terior cervical  incision  is  made  as  near 
the  border  of  the  bladder  as  possible, 
and  here  again  the  operator  must  be 
warned  to  avoid  a timid  incision  but  must 
boldly  cut  down  deeply  to,  and  partially 
through,  the  body  of  the  cervix.  This 
deep  incision  is  most  important  in  avoid- 
ing difficulty  in  pushing  the  vaginal  fornix 
back,  which  also  carries  the  bladder  and 
ureters  up  out  of  the  way  (Fig.  2). 

The  cul-de-sac  is  now  entered,  and  it 
is  important  to  stretch  this  opening  until 
the  operator  can  see  the  lower  attach- 
ments of  the  broad  ligaments  to  the 
uterus.  Failure  to  make  this  opening 
wide  enough  has  in  several  instances  made 
the  operation  more  difficult. 

The  fundus  of  the  uterus  is  now  de- 
livered posteriorly  by  means  of  a strong 
bite  in  the  forceps.  The  delivery  of  the 
fundus  posteriorly  is  a decided  advantage 
for  several  reasons:  first,  a larger  body 
can  more  easily  be  delivered  posteriorly 
because  of  the  hollow  and  curve  of  the 
sacrum;  and  second,  it  permits  the  opera- 


tor to  pass  his  middle  finger  around  the 
broad  ligaments  into  the  uterovesical 
space  and  define  the  lower  edge  of  the 
bladder.  The  posterior  route  also  mini- 
mizes bladder  and  ureter  injuries  be- 
cause the  operator  is  not  near  the  bladder, 
and  when  he  does  introduce  his  finger  into 
the  uterovesical  space  before  the  peri- 
toneum is  incised  he  can  easily  define  the 
lower  border  of  the  bladder  and  push  it 
up  out  of  the  way. 


Fig.  3 

The  fingertip  in  the  uterovesical  space 
also  acts  as  a retractor  after  this  space 
has  been  opened,  so  that  the  clamps  can 
be  applied.  A partial  decensus  of  the 
uterus,  of  course,  makes  the  application 
of  the  clamps  much  easier.  The  operator 
will  find,  however,  that  considerable 
strength  in  his  middle  finger  will  be  neces- 
sary to  make  the  proper  traction  before 
the  clamp  can  be  applied  to  the  broad 
ligament  (Fig.  3). 

I would,  at  this  point,  caution  the 
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operator  to  make  his  incision  into  the 
uterovesical  space  wide  enough  so  that 
the  broad  ligaments  are  well  defined. 

There  is  no  question  in  my  mind  that 
the  suturing  together  of  the  cut  ends  of 
the  broad  ligaments  shortens  the  vagina; 
but  with  the  clamp  method  the  opposite 
effect  is  produced,  because  of  the  retrac- 
tion of  the  vaginal  fornix  incident  to  the 
removal  of  the  uterus.  This  retraction  of 
the  fornix  has  much  to  do  with  the  virtues 
of  the  operation  for  complete  prolapse  in 
guaranteeing  a longer  vagina. 

As  a rule,  conservatively  speaking,  30 
per  cent  or  more  of  the  cases  of  uterine 
pathology  can  be  taken  care  of  by  the 
vaginal  route  and  by  the  clamp  method, 
which  is  accompanied  by  a smoother 
convalescence,  very  much  less  shock,  less 
trauma,  and  less  adhesions.  It  also 
avoids  circulatory  accidents,  such  as 
thrombosis  and  embolism,  which  are  not 
uncommon  with  the  abdominal  approach. 
Yet  the  men  who  now  advocate  subtotal 
hysterectomy  in  this  30  per  cent  of 
cases,  it  seems  to  me,  are  not  fairly  esti- 
mating the  cervical  stump  as  a fertile 
field  for  future  trouble. 

An  indwelling  catheter  is  used  until  the 
clamps  and  gauze  are  removed  because 
the  nurses  find  it  difficult  to  introduce  the 
catheter.  The  patient  is  kept  in  bed  for 
eighteen  to  twenty-one  days,  especially 
if  plastic  work  has  been  done  on  the 
posterior  and  anterior  vaginal  walls. 
Drainage,  of  course,  is  rather  profuse  but 
gradually  diminishes  and  stops  entirely 
toward  the  end  of  the  patient’s  stay  in  the 
hospital.  It  must  also  be  remembered 
that  there  is  considerable  sloughing  of  the 
tissues  on  both  sides  of  the  clamps,  per- 
haps a point  of  importance  in  early 
malignancy. 

It  is  my  opinion  that  this  operation  is 
superior  to  the  suture  method  of  vaginal 
hysterectomy  for  other  reasons.  In  the 
first  place,  there  is  less  shock  because 
there  is  less  time  consumed  in  the  opera- 
tion, and  it  is  more  easily  done.  It  is  not 
uncommon  to  complete  this  operation 
in  ten  minutes  after  the  preparation  of 
the  vaginal  tract.  No  such  statement  can 
be  made  for  the  suture  method.  This 


Fig.  4 


time  element  in  some  cases  is  decidedly 
important. 

It  must  be  remembered  that  the  middle 
finger  of  the  left  hand  plays  a most  im- 
portant part  in  this  procedure.  It  makes 
the  operator  master  of  the  situation,  for 
it  acts  as  a guide  in  locating  the  lower 
edge  of  the  bladder  and  serves  as  a guide 
to  the  clamp  as  it  is  being  applied  to  the 
broad  ligament.  It  also  acts  as  a guard 
in  keeping  the  intestines  from  being 
caught  in  the  clamp  and,  finally,  it  acts 
as  a retractor  of  the  uterus  before  the 
clamps  are  applied. 

Specially  made  strong  clamps  with  re- 
movable handles  are  used  (Fig.  4).  I 
have  found  that  on  several  occasions  I was 
unable  to  replace  the  broad  ligaments  in 
their  normal  anatomic  position  because 
I had  caught  part  of  the  vaginal  wall  in 
the  clamp.  This  error  is  easily  made  in  a 
narrow  vagina  and  this  danger  should  be 
kept  in  mind.  When  the  broad  liga- 
ments are  clamped  and  pushed  up  to 
their  normal  high  anatomic  position,  they 
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Fig.  5 


automatically  elevate  and  pull  up  the 
vaginal  fornix,  which  is  continuous  with 
them.  Knowledge  of  this  anatomic  fact 
makes  clear  why  this  operation  is  success- 
ful in  assisting  the  correction  of  recto- 
cele  and  cystocele,  for  after  the  removal 
of  the  clamps,  the  space  formerly  occupied 
by  the  uterus  is  filled  in  with  connective 
tissue  which  coalesces  the  retracted  cut 
ends  of  the  broad  ligaments  with  the 
vaginal  fornix  and  pulls  the  fornix  up 
farther. 

Plain  gauze  drains  are  then  inserted 
between,  and  up  to,  the  ends  of  the  clamps 
and  left  there  for  forty-eight  hours,  at 
which  time  they  are  removed,  and  the 
clamps  unlocked  (Fig.  5).  The  gauze  is 
always  removed  prior  to  the  unlocking  of 
the  clamps.  I also  early  experienced  the 
desire  to  remove  the  clamps  by  using 
slight  traction  upon  them.  This  was  a 
mistake. 

Kennedy  reports  that  the  operation  has 
the  lowest  death  rate  from  all  causes  of 
any  major  operation  of  his  experience, 
and  that  in  sixty  years  in  the  practice  of 
Dr.  Price  and  himself  the  operation  had 


a mortality  of  less  than  one-half  that  of 
the  removal  of  the  catarrhal  appendix  in 
America. 

My  limited  experience  has  not  been 
entirely  free  from  some  danger,  because 
I either  failed  to  follow  instructions  or  I 
failed  to  recognize  certain  conditions  that 
made  it  unwise  to  adopt  this  method  of 
approach.  As  my  experience  increases 
with  this  operation,  I am  convinced  that 
there  is  no  other  operation  in  gynecology 
that  can  compare  with  it  for  results,  if 
the  operator  will  carefully  select  his 
cases  and  remember  that  he  must  have  a 
fairly  movable  uterus  before  he  attacks  it 
by  this  method. 

Summary 

1.  Familiarity  with  both  suprapubic 
and  vaginal  hysterectomy  is  essential  to  a 
gynecologist. 

2.  Vaginal  approach  to  uterine  pa- 
thology has  a definite  field. 

3.  Success  of  vaginal  hysterectomy 
depends  on  the  degree  of  mobility  and 
size  of  the  uterus. 

4.  The  clamp  method  of  vaginal  hys- 
terectomy has  definite  advantages  in 
properly  selected  cases. 

Discussion 

Dr.  David  N.  Barrows,  New  York  City — 
After  an  interval  of  about  twenty-five  years, 
five  years  ago  we  replaced  in  our  armamentarium 
at  Bellevue  Hospital  the  clamp  operation  for 
vaginal  hysterectomy.  To  this  speaker’s  ac- 
curate personal  knowledge,  vaginal  hysterectomy 
of  all  types  had  been  practically  absent  from  our 
records  from  1912  to  1934,  possibly  a dozen 
uteri  having  been  removed  per  vagina  during 
that  entire  period.  The  height  of  popularity 
for  the  clamp  operation  in  New  York  City  came 
near  the  turn  of  the  century,  when  Pryor,  J. 
Riddle  Goffe,  Thomas  Addis  Emmet,  the  two 
Wylies,  Gill  and  Robert,  and  William  M.  Polk 
were  actively  employing  this  method.  The 
clamps  we  now  use  bear  the  name  Pryor,  the 
shining  light  at  the  Polyclinic  Medical  College 
then  in  East  34th  Street.  In  talking  the  matter 
over  with  Dr.  Bolling  Lee  (who  was  the  first 
house  gynecologist  at  Bellevue  Hospital  when 
the  Wylies  finally  succeeded  in  separating  gyne- 
cology from  the  female  medical  service,  with 
which  it  had  always  been  included)  he  described 
the  almost  unbelievable  frequency  with  which 
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this  method  was  employed  at  that  time  circa 
1900.  Each  of  the  above-mentioned  operators 
used  it  once  or  twice  in  each  operation  schedule, 
according  to  his  recollection. 

The  contemporary  work  of  Dr.  Joseph  Price 
in  Philadelphia  was  fortunately  preserved  and 
continued  by  his  friend  and  successor,  Dr.  James 
W.  Kennedy,  whom  Dr.  Potter  has  spoken  of 
with  such  great  respect  and  esteem,  and  it  was 
through  the  influence  of  this  same  man  that  Dr. 
Potter’s  and  our  series  were  started. 

It  is  quite  true  that  our  knowledge  of  surgical 
technic  of  today  has  reduced  the  hazard  of 
abdominal  surgery  to  a degree  that  was  not 
attainable  when  Dr.  Joseph  Price  and  his  con- 
temporaries perfected  the  clamp  operation.  It 
is  today  also  true  that  the  speed  with  which  the 
tyro  can  successfully  perform  vaginal  hysterec- 
tomy by  the  clamp  method,  thus  by  speed  re- 
ducing the  shock  to  the  patient,  has  proved  it 
very  valuable  to  us  and  to  others  in  substandard 
risks.  Many  of  these  cases  safely  undergo  a 
ten-minute  procedure,  but  would  be  gravely  en- 
dangered by  a forty-  to  ninety-minute  abdominal 
operation.  The  fact  that  the  cervix  is  usually 
left  in  situ  in  routine  abdominal  hysterectomy, 
as  done  by  the  general  run  of  operators,  gives, 
as  Dr.  Potter  has  so  well  pointed  out,  an  addi- 
tional advantage  to  any  vaginal  operation. 

To  date  we  have  performed  32  vaginal  hys- 
terectomies by  the  clamp  method  since  1934. 
We  have  had  2 fatalities,  1 in  a woman  of  75 
from  cerebral  hemorrhage  the  day  following 
operation,  and  1 in  a woman  of  52,  who  turned 
over  on  her  side  on  her  fifteenth  postoperative 
day  and  suddenly  expired,  presumably  from  pul- 
monary embolism.  This  patient  had  had  no  vagi- 
nal examination,  as  those  are  done  routinely  on 
the  sixteenth  day,  and  was  still  lying  flat  in  bed. 

One  of  our  patients,  aged  41,  had  a hemor- 
rhage estimated  at  1,000  cc.  on  the  fourteenth 
postoperative  day,  following  a little  unauthor- 
ized vaginal  manipulation  by  a visiting  friend, 
according  to  the  nurse’s  report.  The  foot  of  her 
bed  was  then  elevated  for  ten  days  and  she  was 
discharged  on  the  thirty-first  postoperative  day 
in  good  condition. 

Our  cases  have  been  done  strictly  according  to 
the  technic  of  Drs.  Kennedy  and  Potter,  many 
of  them  by  or  under  the  supervision  of  Dr. 
Edwin  W.  Holladay,  who  initiated  this  series; 
but  a number  of  other  operators  have  partici- 
pated. During  the  past  two  years,  however,  we 
have  omitted  cauterization  of  the  cervix  in  some 
cases,  and  in  1 case  of  pyometra  the  cervix  was 
sutured  before  the  uterus  was  removed. 

The  pathologic  findings  have  usually  recorded 
an  atrophic  uterus,  as  many  of  our  cases  are  in 


the  older  group  (the  oldest  being  78),  but  7 
showed  fibromyomatous  uteri,  2 adenomyosis, 
2 pyometra,  1 cystic  and  glandular  hyperplasia, 
1 endometrial  polyp,  and  1 simple  endometrial 
hyperplasia. 

We  have  had  2 cases  over  70,  1 of  whom  died, 
6 between  61  and  70,  9 between  51  and  60,  10 
between  41  and  50,  and  4 between  31  and  40,  the 
youngest  being  34. 

In  9 cases  a perineorrhaphy  was  done  at  the 
same  time  by  Dr.  Kennedy’s  method,  and  3 had 
an  anterior  colporrhaphy  by  his  technic.  In  1 
of  these  cases  the  fimbriated  end  of  the  fallopian 
tube  slipped  down  and  could  be  seen  in  the 
vaginal  vault  seventeen  months  later.  It 
caused  no  symptoms  and  was  let  alone. 

One  case  had  both  an  anterior  and  posterior 
vaginal  repair  by  the  Kennedy  method,  and  she 
had  to  ljave  a further  operation  to  cure  an  entero- 
cele  twelve  months  later,  although  the  previous 
repairs  had  held  well. 

We  loosen  the  clamps  and  remove  the  gauze  as 
Kennedy  does  on  the  second  day,  removing  the 
clamps  three  hours  later. 

We  have  recently  seen  1 case  five  years,  and 
another  four  and  one-half  years  postoperative 
and  both  had  excellent  support  and  an  ample 
vaginal  vault.  Two  were  well  at  three  years, 

1 anatomically  and  symptomatically  cured,  and 
the  other,  aged  63,  refusing  examination  as  she 
said  she  was  cured  also. 

In  2 cases,  aged  61  and  53,  respectively,  the 
vagina  was  reported  as  l1/2  inches  and  2 inches 
deep.  Nine  cases  were  reported  as  having  a 
deep  vagina  well  supported.  Two  others  were 
5 inches  deep,  6 were  4 inches  deep,  and  7 were 
3 inches  deep,  a total  of  24  ample,  as  against  2 
short,  vaults.  In  the  other  6 the  depth  of  the 
vagina  was  not  recorded. 

Two  required  subsequent  perineal  repair,  and 
in  7 there  was  some  residual  relaxation  of  the 
vaginal  walls  with  cystocele  and  rectocele.  The 
physical  condition  of  these  patients  was  id  many 
cases  so  poor  that  these  were  not  repaired.  One 
case  had  a complete  prolapse  of  the  vaginal  vault 
but  it  did  not  give  her  sufficient  annoyance  to 
have  it  operated  on. 

To  my  mind  this  operation  has  been  a godsend 
in  the  terrible  physical  wrecks  that  we  see  at 
Bellevue  and  other  city  institutions  and  for  this 
one  group  alone  if  for  no  other,  I feel  that  it  is 
worth  while  for  all  of  us  to  include  it  in  our 
armamentarium. 

Dr.  Ludwig  Adler,  New  York  City — The 
excellent  paper  of  Dr.  Potter  was  a great  satis- 
faction to  me  because  our  Vienna  school  has 
always  favored  the  vaginal  extirpation  of  the 
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uterus,  and  I think  he  was  perfectly  right  in 
pointing  out  that  this  operation  is  not  as  often 
used  as  it  should  be.  Personally,  I have  had  no 
experience  with  the  use  of  clamps,  as  this  had 
been  given  up  in  Europe  before  my  time.  I do 
not  think,  however,  that  it  is  of  great  importance 
whether  clamps  or  ligatures  are  being  used.  The 
clamps  certainly  have  the  advantage  of  shorten- 
ing the  operation  and  thus  lessening  the  risk. 
We  have  tried  to  lessen  the  risk  by  doing  the 
operation  under  local  anesthesia  so  that  the  time 
factor  is  not  so  important.  I think  we  go  fur- 
ther in  our  indications  than  Dr.  Potter  does,  and 
one  of  our  chief  indications  is  cervical  cancer, 
where  as  you  all  know,  laparotomy  had  been 
abandoned  on  account  of  the  high  death  rate, 
and  replaced  by  radiation.  In  Schauta’s  clinic 


we  developed  the  so-called  extended  vaginal 
operation  which,  compared  to  the  16  per  cent 
death  rate  of  laparotomy,  had  a death  rate  under 
6 per  cent  in  1,225  cases,  and  an  average  of  3.9 
per  cent  in  the  last  750  or  800  cases.  You  also 
know  that  the  use  of  radiation  gave  the  same 
results  as  laparotomy,  with  a much  lower  death 
rate.  But  we  did  not  feel  satisfied  with  that. 
Therefore,  I began  to  combine  vaginal  operation 
with  radiation  with  the  result  that  out  of  a series 
of  322  cases  seen  in  my  hospitals,  127  women 
were  alive  after  five  years,  which  means  39.4  per 
cent  absolute  cures.  My  method  consists  in  the 
vaginal  extirpation  of  the  uterus  and  adnexa 
with  introduction  of  radium  after  the  closing  of 
the  peritoneum.  [Dr.  Adler  showed  lantern 
slides  of  this  method.  Ed.  ] 


IT  JUST  WON’T  WORK 

A great  to-do  was  made  a while  ago  about 
the  socialized  medicine  scheme  of  the  Farm 
Security  Administration  in  North  Dakota. 
Well,  now  it  seems  that  it  has  been  abandoned  as 
a costly  failure.  Despite  a government  subsidy 
of  $458,016  for  some  28,626  patients,  the  plan 
was  able  to  last  only  eight  months. 

According  to  its  provisions,  each  FSA  family 
was  to  pay  $2  a month  for  medical  care.  To 


make  this  possible,  cooperating  physicians  agreed 
to  accept  reduced  fees.  But  even  these  low  rates 
were  soon  being  prorated,  the  doctors  suffering 
further  slashes  of  as  much  as  40  per  cent. 

Revealing  that  widespread  professional  dis- 
satisfaction had  resulted,  North  Dakota’s  FSA 
director,  Walter  Maddock  commented:  “We 

will  have  to  find  another  way  to  handle  our 
clients’  health  problems.” 


WHERE  THERE’S  A PILL,  THERE’S  A WAY 
(Written  during  the  Eighth  Month  of  Pregnancy,  by 
Which  Time  Life  Has  Become  Very  Pill-Like ) 
Pills  for  iron  and  constipation, 

Pills  to  aid  in  relaxation, 

Pills  of  different  shapes  in  green,  and  brown,  and 
pink; 

Pills  to  make  you  energetic 
If  you’re  feeling  apathetic; 

What  a pill-like  world! — the  embryo  must  think. 
Pills  to  stimulate  digestion ; 

I should  like  to  ask  one  question: 

Thougfrthe  labels  give  to  every  pill  a cue. 

When  within  you  they  are  cruising. 

Is  it  not  a bit  confusing? 

How  does  each  pill  know  exactly  what  to  do? 
When  they’re  broken  up  and  crummy, 

Do  they  gather  in  your  tummy 
And  decide  just  who  does  what  and  which  goes 
first? 

Do  they  hold  a consultation, 

Tell  to  each  his  destination. 

And  then  venture  forth,  resolved  to  do  their 
worst  ? 

I would  bet  a wooden  nickel 
They  are  sometimes  in  a pickle, 

When  they  get  down  there  and  shed  their  little 
frills; 

And  what’s  more,  my  precious  baby, 

By  the  time  you’re  grown  up  maybe 
You’ll  exist  on  just  a heap  of  colored  pills. 

— Juliet  B.  Furman  in  the  J.A.M.A. 


CARROTS  FOR  MOTORISTS 

At  long  last  the  disparaged  carrot  is  having  its 
day,  ruminates  the  New  York  Times.  In  its 
favor  tender  babes  quickly  forsake  their  bottles, 
and  on  its  pulp  they  thrive  like  so  many  little 
green  bay  trees.  Grownups  munch  it  raw  and 
say  they  prefer  it  to  marshmallows.  Invalids 
consume  it  in  its  manifold  forms  and  soon  are 
hale  and  hearty.  So  thorough  is  the  world’s 
change  of  heart  toward  this  garden  Cinderella 
that  any  young  woman  who  can  be  dubbed 
“Carrots”  deems  herself  fortunate,  for  it  means 
that  she  is  the  envy  of  her  sex  and  sure  to  be 
admired  by  the  other. 

Nor  is  that  all  that  can  be  said  in  praise  of  this 
golden  vegetable  that  once  was  dismissed  as 
“rabbit  food.”  A scientist  discovers  that  the 
carrot  contains  a vitamin  that  sharpens  the 
vision  and  enables  a person  to  see  better  in  the 
dark.  The  motorist  with  feeble  eyesight  is  ad- 
vised, before  setting  out  for  a night  journey,  to 
chew  a carrot.  The  effect  is,  by  all  accounts,  so 
salutary  that  some  day  there  will  doubtless  be 
carrot  filling  stations  beside  all  main  roads. 
“Standard  Carrots — They  Brighten  the  Way.” 
“Gulfaco  Carrots  for  Visibility.” 

At  any  rate,  the  juice  of  a carrot  will  bring  the 
traveler  safe  to  his  destination  far  oftener  than 
the  juice  of  the  grape  or  the  various  popular 
extracts  of  corn,  rye,  and  barley  on  which  many 
nocturnal  drivers  depend,  to  their  sorrow. 


WEIL’S  DISEASE 

A Compensable  Infection  in  New  York  State 


Elliston  Farrell,  M.D.,  Brooklyn,  New  York 

( From  the  Kings  County  Hospital,  Long  Island  College  Division,  Brooklyn,  New  York ) 


In  1886  Adolph  Weil1  described  for  the 
first  time  the  syndrome  to  which  his 
name  has  become  attached.  The  work 
of  Inada  and  others2  established  the 
etiologic  role  of  systemic  infection  by 
Leptospira  icterohemorrhagiae,  an  organ- 
ism transmitted  from  man  to  man  chiefly 
through  the  mediation  of  the  rat  and 
occasionally  of  the  dog.3 

Leptospirae  have  a distinctive  mor- 
phology,4 the  tightly  wound  coils  of  the 
organism  being  so  compact  as  to  give  it  a 
beaded  appearance,  and  the  crooked  ends 
being  highly  characteristic.  Species  dif- 
ferences, however,  are  detectable  only  by 
serologic  means.  The  organisms  ex- 
creted in  the  urine  of  rats  here  and 
abroad5,6,7  are  able  to  survive  on  moist 
surfaces  or  in  fluid  mediums,  and  infect 
man  through  contact.  The  role  of  the  dog 
in  human  infections  is  generally  less  im- 
portant than  that  of  the  rat,3  and  the 
disease  in  general  develops  when  man 
and  rat  live  in  too  intimate  association. 
Studies  of  the  epidemiology  of  the 
disease  in  Great  Britain8  and  in  Cali- 
fornia9 have  extended  the  work  of  Schiiff- 
ner10  in  Holland  and  have  firmly  estab- 
lished certain  features  of  its  distribution 
in  these  regions. 

Rat  infestation  of  damp  human  habita- 
tions or  places  of  woik  is  the  usual  back- 
ground of  infection.  It  is  in  this  setting 
that  opportunities  for  contact  with  ma- 
terial contaminated  by  the  urine  of  in- 
fected rats  (or,  rarely,  dogs)  and  condi- 
tions for  the  transmission  of  Weil’s 
disease  are  fulfilled. 

Parallelism  between  working  conditions 
in  the  paddy  fields  of  Japan  and  the 
sewers  of  London  went  unrecognized 
until  the  work  of  Fairley11  revealed  the 


previously  unsuspected  presence  of  Weil’s 
disease  among  metropolitan  sewer 
workers.  Two  years  later  it  was  found 
that  24.2  per  cent  of  201  blood  specimens 
obtained  from  fish  workers  in  Aberdeen, 
Scotland,  contained  agglutinins  for  L. 
icterohemorrhagiae  in  titers  of  1:30  to 
1 : 1000, 12  and  a condition  known  locally  as 
“fish-cutters’  disease”  proved  to  be  none 
other  than  leptospirosis  icterohemor- 
rhagica.  The  close  association  of  Weil’s 
disease  with  these  two  occupations  even- 
tually led  to  the  listing  of  the  infection  as 
an  industrial  disease  under  the  Work- 
men’s Compensation  Act  of  Great  Britain, 
as  recommended  in  the  Committee  Re- 
port of  1936. 13 

In  New  York  City,  until  1938,  there 
were  only  2 reported  instances  of  Weil’s 
disease,  neither  one  in  a fish  worker.14  In 
1938,  however,  such  a case  occurred.15 
Compensation  was  claimed  under  the 
Workmen’s  Compensation  Act  of  New 
York  State,  and  in  a hearing  on  June  2, 
1938,  it  was  held  that  the  claimant  had 
established  a presumption  in  his  favor 
that  infection  had  resulted  from  an 
accident  arising  out  of  or  in  the  course  of 
employment,  and  an  award  was  made  in 
his  behalf. 

Case  Report 

On  August  8,  1938,  Dr.  Henry  Briggin,  of 
Stapleton,  Staten  Island,  was  called  to  see  a 
patient  who  had  been  acutely  ill  for  twenty-four 
hours,  with  marked  prostration,  fever,  chills, 
vomiting,  and  severe  generalized  muscle  pains. 
The  patient  was  a fish  cutter  whose  previous 
history  was  noncontributory.  Although  the 
temperature  was  104.2  F.,  no  specific  cause  for 
the  illness  was  apparent.  The  following  day, 
the  third  day  of  disease,  hematemesis,  epistaxis, 
and  “spit  like  tobacco  juice”  gave  ample  evi- 
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dence  of  profound  hemorrhagic  tendencies. 
When  the  physician  called  again,  the  fourth 
day  of  the  illness,  herpes  was  present  and  this 
with  the  sputum,  the  clinical  course,  and  the 
physical  findings  suggested  a diagnosis  of  pneu- 
monia. On  the  fifth  day,  however,  jaundice 
appeared  and  petechiae  were  found.  For  a 
period  of  two  weeks  the  patient  remained  in 
bed,  acutely  ill.  On  August  22,  a blood  specimen 
taken  by  Dr.  Solomon  Glotzer,  of  Brooklyn, 
was  sent  to  the  National  Institute  of  Health  in 
Washington  and  a report  was  returned  that  L. 
icterohemorrhagiae  was  agglutinated  by  the 
serum  in  high  dilution.  Twenty-four  days  after 
onset  of  the  disease  the  patient’s  urine  contained 
albumin,  and  in  it  were  found  hyaline  and 
granular  casts. 

For  this  illness  compensation  was 
claimed  and  in  an  award  granted  March 
10,  1939,  the  earlier  opinion  was  upheld, 
that  Weil’s  disease  is  an  industrial  acci- 
dent to  which  fish  workers  are  liable. 
As  if  to  justify  this  status,  a report 
appeared  in  March,  1939,  of  still  another 
case  of  Weil’s  disease  in  a fish  worker  in 
New  York  State,  a fatal  case  in  a fish 
merchant  of  Buffalo.16 

The  clinical  features  of  Weil’s  disease 
vary  in  their  number  and  intensity  with 
the  virulence  and  dosage  of  the  infectious 
agent,  resistance  of  the  host,  and  other 
factors.  Typically,  the  disease  runs  an 
acute  course  characterized  by  sudden 
onset,  rapid  prostration,  fever,  chills, 
vomiting,  severe  myalgias,  and  hemor- 
rhages, followed  by  the  development  of 
jaundice  and  signs  of  renal  damage. 
Signs  of  pulmonary  congestion  are  to  be 
expected  in  severe  cases  and  splenomegaly 
is  not  uncommon.  Conjunctivitis  and 
herpes  labialis,  particularly  a hemor- 
rhagic herpes,  are  highly  characteristic. 
Pulse  is  usually  rapid.  Typical,  too,  of 
the  infection  is  the  reappearance  of 
fever  and  other  signs  of  the  disease  in  the 
third  or  fourth  week  after  a partial  re- 
mission following  the  acute  initial  symp- 
toms. 

These  are  the  typical,  severe  infections, 
but  with  the  development  of  serologic 
methods  of  diagnosis,10  realization  has 
grown  that  the  disease  exists  in  mild  and 
in  latent  forms.  Indeed,  Schiiffner10 


found  that  60  per  cent  of  the  cases  in 
Holland  were  nonicteric.  The  diagnosis 
in  cases  of  this  type  may  be  suggested 
by  a previous  history  of  immersion  or  rat- 
contact,  myalgias,  and  conjunctivitis, 
and  supported  by  the  finding  of  a leuko- 
cytosis and  an  albuminuria;  but  it  can 
be  established  only  by  bacteriologic  or 
serologic  means. 

The  systemic  nature  of  leptospirosis 
should  be  remembered.  Signs  of  men- 
ingeal invasion  may  precede  the  appear- 
ance of  jaundice,  and  leptospiral  infec- 
tion may  thus  simulate  meningitis  of 
bacterial  origin.  The  meningeal  syn- 
drome is  particularly  liable  to  occur  in 
L.  canicola  infection,  derived  from  dogs. 
Milder  icteric  cases  may  suggest  catar- 
rhal jaundice,  epidemic  jaundice,  or 
biliary  tract  disease.  In  more  severe 
grades  of  infection,  toxic  hepatitis  or 
acute  liver  atrophy  may  be  suspected, 
while  in  atypical  cases  with  early  localiza- 
tion in  the  central  nervous  system,  the 
diagnosis  of  bacterial  meningitis  usually 
receives  preference.  In  still  other  in- 
stances, with  early  signs  of  renal  insuffi- 
ciency, nephritis  may  be  considered. 

Final  diagnosis  is  made  in  the  labora- 
tory, not  at  the  bedside.  Darkfield 
examination  of  the  patient’s  blood  in  the 
first  week  or  of  the  urine  thereafter  is 
generally  unsuccessful,  and  inexperienced 
observers  are  liable  to  mistake  pseudo- 
spirochetes17 for  leptospirae.  Distinction 
between  different  leptospiral  species  (bi- 
flexa,  icterohemorrhagiae,  canicola,  heb- 
domadis,  etc.)  is  impossible  on  mor- 
phologic grounds  and  is  possible  only  by 
methods  of  immunology.  Guinea-pig 
inoculation  is  the  usual  method  of  choice, 
but  care  must  be  employed  in  the  selec- 
tion of  noninfected,18  nonimmune  ani- 
mals weighing  somewhere  between  125 
and  175  Gm.  Repeated  animal  passages 
may  be  required19  before  virulent  organ- 
isms can  be  demonstrated.  Physicians 
of  New  York  State  are  fortunate  in  hav- 
ing facilities  for  serologic  diagnosis20  of 
Weil’s  disease  available  at  the  state  lab- 
oratories in  Albany.  Similar  service  is 
offered  by  the  National  Institute  of 
Health  in  Washington,  where  a study  of 
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Weil's  disease  in  the  country  as  a whole 
has  been  in  progress  for  several  years. 

Weil’s  disease  with  jaundice  is  a danger- 
ous infection,  with  a mortality  rate  in  the 
neighborhood  of  15  per  cent.8’10  Weil’s 
disease  without  jaundice  is  relatively 
benign.  In  Europe,  commercial  antisera 
are  available  for  use  in  treatment.  The 
reported  incidence  of  Weil’s  disease  in 
this  country  has  been  too  low  to  warrant 
importation  or  local  manufacture  of 
leptospiral  antiserum,  and  there  is  at  the 
present  time  none  generally  available. 
It  is  important  to  keep  in  touch  with  re- 
covered cases  as  sources  of  immune 
human  serum  that  may  be  utilized  in 
treating  subsequent  instances  of  lepto- 
spiral infection.  Except  for  immuno- 
therapy, little  can  be  done  for  the  patient 
with  Weil’s  disease  other  than  to  ad- 
minister fluids  and  dextrose  in  generous 
amounts. 

The  problem  of  prevention  of  Weil’s 
disease  is  essentially  the  problem  of  rat 
control.  Vaccination  is  possible,21  but 
probably  will  have  only  limited  applica- 
tion. 

Summary 

1.  A case  is  reported  where  a Man- 
hattan fish  cutter,  a resident  of  Staten 
Island,  experienced  an  illness  resembling 
Weil’s  disease,  whose  blood  serum  showed 
specific  immune  properties  against  Lepto- 
spira icterohemorrhagiae. 

2.  The  development  of  Weil’s  disease 
in  a fish  cutter  has  twice  been  recognized 
as  compensable  in  New  York  State  under 
the  Workmen’s  Compensation  Law,  as 
an  accident  arising  out  of  or  in  the  course 
of  employment. 

3.  The  epidemiology,  clinical  features, 
and  diagnosis  of  Weil’s  disease  is  briefly 
reviewed. 

34  Prospect  Park,  W. 
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Discussion 

Dr.  Virginia  Langworthy,  Scarsdale,  New 
York — Dr.  Farrell  has  presented  a summary 
of  the  general  subject  of  leptospirosis.  His 
paper  brings  out  the  fact  that  Weil’s  disease  is 
to  be  found  in  this  country  by  looking  for  it  in 
particular  occupations  or  surroundings,  that  is, 
in  situations  that  involve  exposure  to  rats. 

In  1922,  I took  part  in  an  investigation  of 
leptospirosis  in  rats,  which  was  carried  on  in  the 
New  York  State  Laboratory  at  Albany,  in  con- 
nection with  a study  of  infectious  jaundice. 
Leptospira  icterohemorrhagiae  was  found  by 
guinea-pig  inoculation  in  22  of  69,  or  32  per  cent, 
of  the  rats  captured  in  Albany.  Leptospiral 
infection  was  indicated  in  approximately  40 
per  cent  by  the  combined  results  of  darkfield 
examination,  animal  inoculation,  and  culture. 
No  leptospirae  were  found  in  examining  47  rats 
from  other  localities  in  this  state,  possibly  be- 
cause these  were  smaller  animals,  in  which  the 
incidence  of  infection  is  known  to  be  less. 

During  this  investigation,  accidental  infection 
of  one  of  the  workers  gave  direct  proof  of  the 
pathogenicity  of  the  rat  leptospira  for  human 
beings.  Inoculation  resulted  from  a slight  prick 
with  the  needle  of  a syringe  containing  a re- 
cently isolated  culture.  After  an  incubation 
period  of  seven  days,  there  was  an  acute  onset 
with  muscular  pains,  vomiting,  and  a sharp  rise 
of  temperature  to  over  103  F.  Prostration 
developed  rapidly,  the  patient’s  speech  within 
twelve  hours  becoming  slow  and  dragging  as  if 
due  to  a narcotic.  Conjunctival  congestion  and 
hemorrhagic  herpes  were  present,  but  there  was 
no  jaundice  and  no  significant  albuminuria.  The 
fever  was  remittent,  rising  to  103-104  F.  during 
the  first  five  days,  then  falling  by  irregular  lysis 
to  normal  on  the  tenth  day.  The  diagnosis 
could  not  have  been  made  on  clinical  grounds 
alone.  It  was  established  by  guinea-pig  inocula- 
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tion  of  blood  taken  on  the  third  and  fifth  days, 
and  by  immune  reactions  of  the  blood  during 
convalescence  and  after  recovery.  Marked 
protective  properties  of  the  blood  were  still 
present  four  years  after  the  disease  in  this 
case. 

The  clinical  course  of  this  laboratory  infection 
with  the  Leptospira  was  considered  quite 
atypical  at  the  time,  because  jaundice  did  not 
develop.  In  the  limited  series  of  cases  reported 
in  this  country  no  other  case  without  jaundice 
has  been  described.  An  increasing  proportion 
of  nonicteric  cases  has  been  found  in  other 
countries  as  outbreaks  associated  with  certain 
occupations  have  been  given  adequate  labora- 
tory study.  In  a large  series  recently  reviewed 
in  Holland,  60  per  cent  lacked  jaundice.  Lepto- 
spirosis is  suspected  in  such  cases  only  when  the 
history  is  strongly  suggestive  of  exposure.  The 
first  lead  to  the  diagnosis,  therefore,  comes  from 


a knowledge  of  the  epidemiology.  In  the 
majority  of  cases  reported  throughout  the  world, 
the  rat  has  been  implicated  as  the  source  of 
infection.  The  discovery  of  leptospirosis  in  dogs 
makes  it  appear  that  this  animal  may  play  a 
minor  part.  Leptospirae  of  the  rat  type,  as  well 
as  the  less  virulent  strain  called  Leptospira 
canicola,  have  been  recovered  from  jaundiced 
dogs.  Some  dogs  remain  carriers  after  re- 
covery. A few  cases  of  human  infection  with 
the  canine  strain  have  been  reported  in  European 
countries.  Meyer  has  recently  reported  2 cases 
in  California  in  persons  handling  sick  dogs. 
According  to  our  present  knowledge,  lepto- 
spirosis should  be  considered  in  any  obscure 
fever  in  a person  particularly  exposed  by  occu- 
pation to  contamination  from  these  animal 
carriers.  The  proof  of  the  diagnosis  rests  upon 
laboratory  evidence,  preferably  the  recovery  of 
the  Leptospira  from  the  patient’s  blood  or  urine. 


POLITICIAN  OR  PARASITE 

Which  are  you?  Many  physicians  are  referred 
to  by  their  brother  physicians  as  medical  poli- 
ticians. Webster  defines  a politician  as  one 
versed  in  or  devoted  to  politics.  Politics  is  de- 
fined as  the  art  or  science  of  government.  Are 
you  devoting  sufficient  of  your  energies  toward 
the  success  of  your  medical  organization?  Or- 
ganized medicine  always  has  labored  for  social 
good.  Whether  you  like  it  or  not  the  distribu- 
tion of  your  services,  your  security,  your  part  in 
the  social  fabric  is  all  too  rapidly  becoming  in- 


volved in  the  general  policies  of  government. 
Organized  medicine  stands  for  your  welfare  as 
well  as  the  welfare  of  the  public.  You  may  have 
been  a parasite  formerly  living  off  the  bounty  of 
the  fruits  that  medical  science  ha%  garnered  for 
humanity,  but  if  you  do  not  become  active  in 
your  organization  and  active  in  governmental 
affairs  generally,  the  whole  of  society,  as  well 
as  you  yourself,  will  suffer. — Henry  A.  Luce, 
M.D.,  President  of  the  Michigan  State  Medical 
Society. 


ADVERTISING’S  "COMPLEXION”  CLEARING  UP 


The  new  Federal  Food,  Drug  and  Cosmetic 
Act  has  already  begun  to  clarify  the  properties 
of  many  products  formerly  advertised  to  the 
public  in  extravagant,  misleading  terms,  notes 
the  New  York  Medical  Week.  In  a recent  official 
release  the  Federal  Food  and  Drug  Administra- 
tion warned  manufacturers  and  distributors  of 
cosmetics  that  numerous  claims  commonly  made 
heretofore  are  false  and  misleading. 

On  the  taboo  list,  among  others,  are  contour 
cream,  depilatories  for  the  permanent  removal 
of  superfluous  hair,  eyelash  growers,  eye  wrinkle 
cream,  hair  grower  and  hair  color  restorer,  re- 
juvenating cream,  enlarged  pore  preparations, 
nourishing  cream,  skin  food,  wrinkle  eradicator, 


and  tissue  cream.  It  is  also  contrary  to  the  re- 
quirements of  the  new  law  to  attribute  special 
properties  to  cosmetics  because  of  their  vitamin 
content  or  to  stress  ingredients  present  in  minute 
or  ineffective  quantities. 

Physicians  will  be  interested  to  learn  that  cos- 
metics may  no  longer  be  advertised  as  nonaller- 
gic.  In  this  the  Federal  Food  and  Drug  Admin- 
istration upholds  the  opinion  of  the  A.M.A.’s 
Advisory  Committee  on  Advertising  of  Cos- 
metics and  Soap.  In  1937  this  committee  held 
that  any  preparation  may  produce  an  allergic 
reaction  in  susceptible  persons.  Some  ingredients 
are  more  common  allergens  than  others,  but  no 
product  may  truthfully  claim  to  be  nonallergic. 


SYPHILIS  OF  THE  NERVOUS  SYSTEM 

Robert  B.  McGraw,  M.D.,  New  York  City 


Invasion  of  the  nervous  system  is 
said  probably  to  occur  in  all  cases  of 
syphilis.  That  means  that  a few  organ- 
isms at  least  get  into  the  brain  or  spinal 
cord  or  their  coverings.  However,  rela- 
tively few  patients  later  develop  actual 
tissue  involvement  or  have  real  neuro- 
syphilis.  Women  are  definitely  less 
prone  to  develop  nervous-system  syphilis 
than  men,  and  Negroes  less  than  whites. 

Adequately  treated  patients  with  early 
syphilis  practically  never  develop  late 
nervous  system  manifestations  and,  in 
fact,  the  present  statistics  indicate  a 
lessened  incidence  of  nervous-system 
syphilis,  probably  due  to  better  diagnostic 
facilities  and  more  adequate  treatment 
generally.  It  is  said  that  the  incidence  of 
neurosyphilis  is  greater  in  cases  that  have 
been  treated  intermittently  than  it  is  in 
cases  that  have  been  treated  steadily. 

Of  untreated  syphilis  or  of  syphilis 
treated  by  out-of-date  methods,  25  per 
cent  of  the  cases  will  ultimately  de- 
velop clinical  evidence  of  involvement  of 
the  nervous  system.  This  indicates  the 
importance  of  the  problem.  To  get  at  it 
in  a different  way,  it  is  said  that  about 
10  per  cent  of  the  total  population  has 
been  infected.  If  not  treated,  50  per  cent 
of  those  will  develop  some  important 
trouble,  and  25  per  cent  will  have  in- 
capacitating or  fatal  trouble.  If  treated, 
the  picture  is  entirely  different,  as  you 
have  no  doubt  been  shown.  Twenty- 
five  per  cent  of  roughly  10,000,000,  to  be 
conservative,  is  2,500,000,  a fairly  large 
figure.  Of  these,  about  500,000  will  have 
paresis.  About  500,000  will  have  tabes  or 
locomotor  ataxia.  About  1,500,000  will 
have  blood  vessels  and  brain  and  spinal 
cord  coverings  involved. 

Meningovascular  Neurosyphilis 

Neurosyphilis  is  an  even  more  serious 
problem  than  cardiovascular  syphilis. 


It  is  probably  responsible  for  about  as 
many  deaths  and  certainly  for  much  more 
partial  and  complete  permanent  in- 
capacity. The  diagnosis  of  neurosyphilis 
is  made  by  a careful  evaluation  of  the 
history  and  of  the  symptoms,  by  a care- 
ful general  physical  examination,  by  a 
special  neurologic  examination,  and  by 
the  use  of  the  spinal  puncture  and  the 
examination  of  the  fluid  so  obtained. 
You  have  no  doubt  been  told  of  the  neces- 
sity of  blood  examinations  by  the  Wasser- 
mann  technic  or  by  the  other  similar  sero- 
logic tests.  The  spinal  puncture  is  fre- 
quently advisable  in  order  to  get  an  idea 
as  to  whether  the  nervous  system  has 
been  invaded,  and  if  so,  what  the  character 
of  the  invo  vement  has  been.  The  spinal 
puncture  is  performed  with  the  patient 
lying  down  on  the  side  or  in  the  sitting 
posture.  It  is  a somewhat  more  dramatic 
procedure  than  the  venipuncture,  which 
is  done  to  remove  blood.  It  is  sometimes 
felt  advisable  to  keep  the  patient  in  bed 
for  a few  hours  to  avoid  headache,  but  it 
is  not  a very  serious  procedure  and  is 
quite  necessary  at  times.  A needle  is 
pushed  into  the  back  between  the  back- 
bones below  the  spinal  cord  into  the  sac 
that  holds  fluid,  which  is  continuous  over 
the  brain  and  spinal  cord.  Some  of  this 
fluid  is  removed.  Chemical  and  biologic 
tests,  including  the  Wassermann  test, 
are  done,  and  the  cells  of  the  fluid  are 
counted  and  their  character  studied. 

The  involvement  of  the  nervous  system 
is  classified  as  follows:  (The  spinal  test 
and  other  examinations  make  this  classi- 
fication possible.) 

1 . More  or  less  pure  involvement  of 
the  brain  or  spinal  cord  coverings  or,  to 
use  a technical  term — meningeal  neuro- 
syphilis. 

2.  More  or  less  pure  blood  vessel 
involvement  (i.e,  blood  vessels  of  the  brain 
or  spinal  cord),  or  vascular  neurosyphilis. 
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3.  A mixture  of  these,  or  meningo- 
vascular neurosyphilis. 

4.  Involvement  of  the  nerve  cells,  the 
nervous  tissue  of  brain,  and  spinal  cord, 
or  parenchymatous  neurosyphilis. 

The  symptoms  and  signs  of  neurosyphi- 
lis are : 

1.  Headache  which  is  very  severe, 
stiff  neck,  and  fever. 

2.  Paralyses  of  arms,  legs,  or  eye 
muscles,  sometimes  ushered  in  by  symp- 
toms of  a stroke,  or,  as  it  is  known  in  lay 
terms,  as  a shock — -in  other  words,  a 
period  of  unconsciousness. 

3.  Combinations  of  the  above  two 
groups,  including  epileptic-like  attacks. 

4.  This  symptom  should  be  divided 
into  two  subgroups  although  sometimes 
there  is  a combination  of  them: 

(a)  Mental  symptoms,  failure  of  mem- 
ory, personality  change  with  poor  judg- 
ment, delusions,  melancholia,  mania,  or 
mental  deterioration. 

(b)  Lightning  pains  around  the  waist 
or  down  the  legs  or  arms,  and  disturbance 
of  the  gait  and  equilibrium. 

The  problem  of  the  extent  to  which 
treatment  or  the  lack  of  it  influences 
various  forms  of  nervous-system  syphilis 
can  be  approached  from  two  directions, 
by  following  patients  with  early  syphilis 
treated  over  long  periods  and  by  a study 
of  the  incidence  and  death  rate  from 
paresis  and  tabes  in  the  general  popula- 
tion. A study  in  these  two  groups  shows 
us  that  the  incidence  of  neurosyphilis  is 
enormously  lowered  by  adequate  treat- 
ment of  the  patient  known  to  have  syphi- 
lis early  in  his  disease. 

One  of  the  best-known  forms  of  or- 
ganic brain  disease  producing  mental 
symptoms  (which  are  at  times  most 
bizarre,  alarming,  and  tragic)  is  general 
paresis,  also  called  general  paralysis  of 
the  insane — pronounced  par'e.sis  and  Pa.- 
re'sis.  There  are  fairly  accurate  statistics 
gathered  by  the  Department  of  Mental 
Hygiene  of  this  state,  and  in  general  the 
prevalence  of  this  disease  is  closely  re- 
lated to  the  prevalence  of  syphilis  in  the 
general  population.  There  is  a definite 
decline  in  the  incidence  of  paresis:  in 
1918  the  rate  in  New  York  State  civil 


state  hospitals  was  9.1  per  100,000;  in 
1935  it  was  7.0. 

Unfortunately,  there  is  one  important 
barrier  to  this  sort  of  prophylactic  treat- 
ment, i.e.,  the  careful  and  adequate  treat- 
ment of  early  syphilis,  and  that  is  the 
fact  that  apparently  the  involvement  of 
the  nervous  system  is  prone  to  occur  in 
patients  whose  early  symptoms  and  signs 
are  insignificant.  The  solution  of  this 
problem  is  the  careful  examination  of 
patients  who  present  themselves  to  physi- 
cians for  various  symptoms,  and,  by 
means  of  blood  and  spinal  fluid  tests,  for 
syphilis  in  suspicious  cases;  and  then  by 
the  adequate  treatment  of  the  neurosyphi- 
lis when  it  is  determined  that  it  exists. 
This  treatment  is  by  injections — into  the 
veins  and  the  muscles — of  salts  of  ar- 
senic, bismuth,  and  mercury.  You  have, 
I am  sure,  been  made  aware  that  it  is  nec- 
essary to  carry  this  out  over  a long  period 
of  time.  There  is  also  another  method  use- 
ful in  the  treatment  of  certain  cases  of 
neurosyphilis,  and  that  is  treatment  by 
the  induction  of  fever.  The  fever  must  be 
high,  104  F.  or  more,  and  it  must  be 
intermittent  and  not  constant.  This 
fever  is  produced  in  various  ways,  always 
under  the  auspices  of  a general  hospital 
or  a mental  hospital.  It  may  be  produced 
by  the  injection  of  some  foreign  protein 
or  vaccine,  by  electric  means,  by  hot  air 
baths,  or  by  the  inoculation  of  the  patient 
with  malaria.  General  paresis  used  to  be 
a horrible  problem,  with  patients  violent 
or  acutely  depressed  with  convulsions, 
becoming  gradually  or  quickly  deterio- 
rated and  then  being  bedridden  and 
wetting  and  soiling  themselves,  unable 
to  feed  themselves,  and  dying  with  great 
emaciation  and  dilapidation.  In  1921, 
patients  of  this  sort  were  found  in  quite 
large  numbers  in  private  and  public 
mental  hospitals.  With  the  use  of  fever 
therapy  there  have  been  about  50  per 
cent  of  cases  that  have  been  cured  and 
others  that  have  been  greatly  improved. 
The  entire  picture  has  been  changed  and 
a most  dreadful  disease  has  been  at  least 
partially  conquered. 

As  you  may  have  observed,  I have 
rather  studiously  avoided  giving  many 
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symptoms  of  the  various  forms  of  neuro- 
syphilis.  I have  done  this  because  of  the 
variability  of  the  symptoms  and  because 
I do  not  feel  that  I would  like  your  medi- 
cal director  to  accuse  me  of  implanting 
morbid  fears  that  would  be  bad  mental 
hygiene.  Indeed,  the  diagnosis  of  neuro- 
syphilis should  not  be  attempted  by  lay 
people.  It  is  in  the  province  of  medical 
practitioners.  The  treatment  also  is  a 
distinctly  individual  matter — far  more  so 
than  early  syphilis  is — and  is  again  a 
medical  matter.  However,  you  should 
know,  as  intelligent  people,  that  neuro- 
syphilis is  a fairly  important  health 
problem  and  that  there  are  some  mentally 
ill  people  who  are  ill  because  of  syphilis  of 
the  brain  and  not  because  of  the  stock 
market,  the  death  of  a sweetheart,  or  the 
actuation  of  an  Oedipus  complex  or  of 
similar  environmental  and  psychogenic 
causes.  You  should  know  that  neuro- 
syphilis is  treatable,  that  it  takes  a long 


time  and  is  painful  to  treat,  that  the  re- 
sults are  quite  good,  and  that  blood  tests 
and  spinal  tests  are  necessary  to  observe 
the  course.  Finally,  if  it  is  possible,  be 
objective  about  the  whole  matter.  You 
have  been  instructed  about  the  problem, 
you  have  learned  of  the  dangers  and  you 
have  learned  of  the  treatment.  The 
whole  subject  has  been  lifted  from  the 
limbo  of  the  obscure,  the  mystical,  and 
the  unmentionable.  Now,  don’t  get 
morbid  about  this  whole  matter.  A 
great  many  people  who  haven’t  syphilis 
or  gonorrhea,  either  because  they  have 
never  caught  it,  or  because  they  have 
been  cured,  are  worried,  afraid,  and 
anxious,  and  their  anxieties  are  expressed 
in  a venereal  disease  phobia  including  the 
present  pet  phobia — syphilophobia.  You 
can  get  careful  examination  and  adequate 
treatment  now  almost  anywhere  in  the 
United  States,  and  certainly  in  New 
York  City. 


MILITARY  MEDICINE 

The  outbreak  of  war  in  Europe  demonstrates 
beyond  argument  that  medical  preparedness  is 
an  integral  part  of  military  preparedness,  ob- 
serves the  New  York  Medical  Week.  Modem 
warfare  makes  enormous  demands  on  every 
branch  of  medical  practice.  The  soldier  must  be 
immunized  against  certain  preventable  diseases; 
adequate  sanitary  provisions  must  be  made; 
diet  must  be  balanced  so  as  to  provide  a maxi- 
mum of  nutrition  with  a minimum  of  labor  and 
expense;  and  innumerable  psychologic  factors 
must  be  studied  to  preserve  that  indispensable 
weapon,  morale. 

The  most  spectacular  role  of  medicine  in  war 
is,  of  course,  the  treatment  of  the  wounded  and 
their  restoration  to  as  close  an  approximation  of 
normal  function,  appearance,  and  social  habits 
as  possible.  Unfortunately  and  unforgiveably, 


the  casualties  of  modern  warfare  include  large 
numbers  of  women  and  children,  so  that  the 
medical  services  of  today’s  armies  must  encom- 
pass an  even  greater  part  of  medicine  than  before. 

There  is  no  doubt  that  the  role  of  plastic  and 
orthopedic  surgery  will  be  as  great  in  this  war  as 
in  1914-1918.  Brilliant  as  the  achievements  of 
these  specialists  were  in  the  last  holocaust,  they 
are  today  far  better  equipped  to  cope  with  the 
problems  which  will  confront  them  in  the  present 
conflict.  There  are  today  more  trained  surgeons 
in  these  fields  than  there  were  two  decades  ago; 
and  striking  advances  have  been  made  in  tech- 
nic and  mechanical  aids.  The  same  holds  true 
for  every  other  branch  of  medicine.  To  be 
complete,  any  preparedness  program  must  take 
full  account  of  the  role  of  medicine  in  warfare 
and  muster  our  medical  defenses  accordingly. 


REVEAL  CHILD’S  ADOPTION  EARLY 
Adopted  children  should  be  informed  of  their 
adoption  as  early  as  they  are  able  to  understand 
it,  the  Journal  of  the  American  Medical  Associa- 
tion advises. 

“The  common  technic  used,”  the  Journal 


says,  “is  to  tell  them  that  whereas  most  of  their 
friends  had  to  be  accepted,  their  foster  parents 
picked  them  out  and  chose  them  from  a group 
of  children  and  liked  them  best.  That  usually 
pleases  the  child  and  helps  break  the  ice.” 


MIXED  TUMORS  OF  THE  SOFT  PALATE 


Harold  Liggett,  M.D.,  F.A.C.S.,  New  York  City 

(. Assistant  Attending  Otolaryngologist,  Lincoln  Hospital;  Instructor,  Otohryngology,  New  York 

University,  New  York  City ) 


IN  this  communication  I desire  to  pre- 
sent 2 cases  of  mixed  tumors  that  have 
now  been  followed  for  seven  years  after 
local  excision  and  have  shown  neither  local 
nor  remote  metastatic  invasion.  Neither 
preoperative,  or  postoperative  x-ray  nor 
radium  therapy  had  been  employed. 

The  term  “mixed  tumor,”  as  applied  to 
certain  new  growths  occurring  in  the 
cephalic  region,  has  repeatedly  aroused  a 
controversial  discussion  as  to  the  correct- 
ness of  its  descriptive  nomenclature.  It 
conveys  no  idea  of  its  origin  or  source,  nor 
a clear  explanation  of  the  histogenesis  of 
its  component  parts;  but  suggests  the 
multiplicity  of  structure,  which  makes  up 
its  morphology.  Its  importance  lies  in 
its  great  tendency  to  local  recurrence  and 
malignant  changes. 

Although  the  term  conveys  no  idea  of 
the  primary  origin  of  the  neoplasm,  it 
should  be  retained  as  a purely  descriptive 
form  of  nomenclature  structure  of  the 
tumor,  and  has  already  served  by  common 
usage  in  the  literature,  in  correlation  of  a 
rather  marked  knowledge  concerning 
clinicopathologic  and  biologic  characters 
of  these  tumors. 

Morphologically,  mixed  tumors  present 
a varied  structure — literally  a mixture  of 
cartilaginous,  epithelial  (alveolar  and 
basal-cell  types),  fibrous,  myxomatous, 
and  osseous  elements. 

In  Case  2 (S.  H.)  the  tissues  represented 
were: 

epithelial  (both  alveolar  and  basal-cell 
types) ; 

myxomatous ; 
fibrocartilage;  and 

hyalinized  and  cellular  connective  tis- 
sue. 

In  Case  1 (S.  F.)  the  tissues  represented 
were: 

epithelial  (both  alveolar  and  basal-cell 
types) ; 


fibrous  tissue ; and 

myxomatous  tissue. 

Note — cartilage  and  bone  were  absent. 

Mixed  tumors  present  a varied  mixture 
of  tissues,  such  as  cartilaginous,  myxoma- 
tous tissue,  epithelium,  and  bone  of  an  em- 
bryonal type.  For  example,  in  one  of 
these  cases,  S.  H.,  the  tissues  represented 
were  epithelial  tissue  in  alveolar,  and 
solid  masses  (basal-cell  types);  nonepi- 
thelial  tissue  as  connective  tissue;  hya- 
line and  myxomatous  tissue,  and  fibro- 
cartilage. 

Mixed  tumors  of  this  type  are  derived 
from  (1)  embryonal  cell  rests  pinched  off 
abnormally  during  development,  or  mis- 
placed during  the  growth  of  the  embryo; 
or  (2)  superfluous  cells  that  have  retained 
their  embryonic  character  and  are  not 
necessarily  misplaced.  Mixed  tumors  oc- 
cur rather  frequently  in  the  oral-facial 
region,  being  most  commonly  found  in  the 
salivary  glands,  soft  palate,  hard  palate, 
cheeks,  and  nasopharynx.  The  mixed 
tumor  of  the  soft  palate  occurs  only  sec- 
ond to  the  parotoid  tumor  in  frequency, 
the  latter  being  quite  common.  Yet,  de- 
spite the  relative  frequency  of  this  tumor 
of  the  soft  palate,  only  100  cases  have 
been  reported;  Eggers,  after  intensive 
study,  claimed  that  only  80  are  authentic 
cases,  classifiable  under  this  heading. 
The  almost  universal  adoption  of  micro- 
scopic section  and  the  realization  of  its 
importance  in  prognosis  and  therapy 
bring  to  light  many  of  these  new  growths 
that  heretofore  were  considered  simply 
as  “cysts”  by  laryngologists. 

Case  Reports 

Case  1. — Mrs.  S.  P.,  a Caucasian  housewife, 
aged  56  years,  was  referred  by  Dr.  Fagin  for 
treatment  of  a mass  in  the  soft  palate  October 
22,  1932.  The  history  given  was  that  one  week 
before  she  had  complained  of  soreness  and  irrita- 
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Fig.  1.  Case  S.  P.  Gross  specimen. 

ered  by  a firm  glistening  capsule.  It  shelled  out 
easily.  Silk  sutures  to  close  the  palate  were  re- 
moved in  three  days. 

Pathologist’s  Report 

Gross  specimen  consists  of  an  irregularly 
spherical,  solid  piece  of  tissue  measuring 
IV2  cm.  X 2 cm.  in  diameter.  One  surface  is 
smooth  and  contains  a well-delimited,  encapsu- 
lating tissue.  (Otherwise  no  evidence  of  a cap- 
sule is  recognized  grossly.)  On  section,  the  tis- 
sue, where  not  penetrated  by  the  fixative,  con- 
sists of  a white  homogeneous  semisoft  tissue. 

Macroscopic:  Macroscopically  the  sections  do 
not  show  the  homogeneity  of  structure  suspected 
from  the  gross  appearance.  Several  types  of 
tissue  elements  are  present. 

1.  The  Adenomatous  Areas. — There  are  areas 
in  which  numerous  alveolar-like  arrangements  of 
the  epithelium  are  seen.  Their  lumina  contain 
an  eosinophilic  acellular  substance;  their  walls 
are  lined  by  low  cuboidal  epithelium,  containing 
large  vesicular  nuclei.  No  distinct  basement 
membrane  is  discerned.  These  cells  merge  in- 
sensibly and  indifferentiably  with  the  cells  of  the 
interalveolar  stroma. 

2.  The  Solid  Areas. — There  are  large  solid 


Drawing  of  S.  H.  showing  tumor  in  palate. 

palatal  retractor.  The  mass  seemed  to  block 
the  left  choanal  space.  Anterior  rhinoscopy 
showed  a fullness  in  the  floor  of  the  nose  in  the 
region  of  the  soft  palate.  There  was,  however, 
no  nasal  stoppage  to  inspiration.  The  patient 
experienced  no  previous  sensation  or  discomfort, 
and  was  entirely  unaware  of  the  presence  of  a 
mass.  She  has  lost  no  weight  and  has  no  glan- 
dular enlargements.  Examination  was  other- 
wise negative.  Diagnosis  of  mixed  tumor  of  the 
soft  palate  was  made,  and  the  mass  removed 
under  local  anesthesia,  by  enucleation.  The 
overlying  mucosa  was  cut  through,  revealing  a 
tumor  which  was  irregularly  spherical  and  cov- 


tion of  the  throat  and  slight  discomfort  in  talking 
for  which  she  consulted  her  family  doctor,  who 
noticed  the  swelling. 

Examination 

This  showed  a mass  in  the  soft  palate,  lying  be- 
tween the  left  tonsil  and  uvula,  which  was  par- 
tially obliterated  by  the  bulging.  The  tumor  is 
rounded,  hard,  and  circumscribed;  and  the  size 
of  a small  peach.  It  does  not  infiltrate  the  mu- 
cosa, which  is  freely  movable  over  the  mass. 
There  is  no  redness,  nor  tenderness  in  this  region, 
nor  any  local  signs  of  inflammation  present. 
Posterior  rhinoscopy  was  possible  only  with  a 
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Fig.  2.  Case  S.  P.  Low  power  (cellular  por- 
tion)— Region  of  capsule.  A,  cylindromatous 
portion ; B,  cells  merging  into  stroma ; C,  myxoma- 
tous tissue;  D,  note  the  microscopic  thin- 
ness of  the  capsule.  We  were  afraid  that  the 
tumor  had  invaded  tissue  beyond  this  capsule, 
but  there  has  been  no  recurrence  in  seven  years. 

areas  of  tissue  that  are  highly  cellular.  Their 
cells  are  polygonal,  possess  abundant  cytoplasm 
and  long,  frequently  anastomosing,  cytoplasmic 
processes.  They  often  appear  as  a syncitium. 
Their  nuclei  are  large  and  vesicular ; and  are  not 
differentiable  from  the  cells  in  the  alveolar-like 
structures.  No  mitotic  or  atypical  nuclei  are 
seen. 

3.  The  Loose  Areas. — Groups  of  cells  ar- 
ranged into  alveoli  and  anastomosing  cords  are 
separated  by  areas  containing  loose,  acellular, 
irregular,  slightly  basophilic,  mucoid  substance. 
Isolated  trabeculae  of  loose  connective  tissue  are 
present.  Cartilaginous  or  osseous  elements  are 
not  present.  No  mitoses  are  present. 

4.  The  Capsule. — The  tissue  received  shows  a 
portion  of  the  capsule  covered  externally  by 
typical  mucous  glands.  The  capsule  itself  con- 
sists of  dense  fibrous  tissue.  There  is  no  inva- 
sion of  the  capsule  by  tumor  tissue. 

Diagnosis:  Mixed  tumor  of  the  soft 
palate  with  areas  showing  predominantly 
an  adenomatous  character  (not  a malig- 
nant tumor) . 

Case  2. — Mrs.  S.  H.,  aged  43  years,  consulted 
me  on  February  2, 1933,  on  the  advice  of  her  den- 
tist, who  observed  a mass  in  the  palate  one  week 
previously.  The  family  history  is  irrelevant. 
Past  history  not  remarkable  except  for  a cervical 
gland  enlargement  every  winter,  associated  with 
a sore  throat.  She  has  had  chronic  tonsillitis. 
Aside  from  this,  she  was  totally  unaware  of  any 
mass  in  her  mouth,  and  has  been  in  perfect 
health.  One  year  ago  another  dentist,  who  saw 
her  once,  did  not  observe  any  extraordinary 


pathology  in  her  mouth.  The  tumor  lies  in  the 
soft  palate,  occupying  the  right  half ; is  the  size 
of  a small  apple,  and  is  fairly  round,  not  hard, 
nodular,  circumscribed,  and  freely  movable.  A 
diagnosis  of  mixed  tumor  was  made,  and  the 
mass  removed  by  enucleation,  under  local  an- 
esthesia. The  tumor  was  extremely  friable,  and 
its  capsule  very  thin. 

Pathologist’s  Report 

Gross  specimen  consists  of  four  pieces 
of  tissue.  (1)  The  main  mass  measures  2 cm.  in 
diameter  and  is  irregular  and  spherical.  It  is  very 
well  circumscribed  and  at  operation  it  was  noted 
that  it  could  be  shelled  out  very  easily  from  the 
adjacent  soft  palatal  tissue.  The  surface  is 


Fig.  3.  Case  S.  P.  Low  power  (cellular  por- 
tion). A,  lumen  of  glandular  structure;  B, 
region  of  epithelium  merging  into  stroma. 


yellowish  and  white,  and  presents  markings  sug- 
gestive of  lobulation.  On  section  these  super- 
ficial markings  do  not  extend  deeply  into  the 
mass.  The  latter  is  moderately  friable,  and  has 
the  consistency  of  fat  tissue.  The  central  por- 
tion, which  is  otherwise  solid,  shows  several 
lumina.  These  are  continuous  with  a portion  of 
the  surface  that  was  lacerated  in  removal  of 
specimen.  No  tissue  comes  off  on  scraping  the 
cut  surface  with  the  knife;  (2)  and  (3)  these  are 
pieces  of  tissue  apparently  removed  from  the 
lacerated  area  just  mentioned,  and  show  a 
smooth,  well-circumscribed  surface;  (4)  this 
consists  of  a red,  edematous,  striated  muscle 
tissue  and  fibrous  tissue,  apparently  part  of  the 
soft  palate  structure. 

Microscopic : The  tumor  tissue  presents  a non- 
homogeneous,  irregularly  arranged  number  of 
tissue  elements. 

1.  Cylindromatous  Elements. — These  consist 
of  narrow,  wide,  and  cystic  lumina  lined  by  either 
flattened  cells  with  scant  cytoplasm,  or  low  cu- 
boidal  cells.  In  the  main,  the  latter  are  not 
present  as  a single  layer  of  lining  epithelium,  but 
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Fig.  4.  Case  S.  H.  Region  of  capsule  (low 
power).  A,  capsule,  B,  tumor  tissue  (stroma), 
Bi,  tumor  tissue  (epithelial  structures),  C,  ad- 
jacent mucous  glands  of  palate. 

form  a part  of  a homogeneous  cellular  layer  sur- 
rounding the  lumina  and  continuous  with  the 
stroma.  A basal  membrane  as  such  is  not  pres- 
ent. The  nuclei  of  the  lining  cells  and  the  cellu- 
lar zone  just  described  are  rather  uniform  in  size., 
shape,  and  staining  intensity.  They  frequently 
show  nucleoli,  and  always  possess  a sharp  nu- 
clear membrane.  They  resemble  “basal  cells” 
and  “epithelial  cells.”  Nuclear  atypism,  mi- 
toses, or  multinucleated  cells  are  not  observed. 
The  lumina  of  the  cylindromatous  elements  oc- 
casionally contain  a homogeneous  hyalin,  eosino- 
philic, and  fuchsinophilic  material. 

2.  Myxomatous  Elements. — These  consist  of 
pale  stellate  and  branching  cells  of  the  loose  al- 
veolar tissue  type  with  varying  amounts  of 
anastomosing  cytoplasm.  A pale  intercellular 
(mucoid)  substance  is  present  between  the  loosely 
arranged  cells.  These  myxomatous  elements 
form  broad  zones  at  some  sites,  but  may  be 
found  as  small  foci  elsewhere. 

3.  Dense,  Hyalin  Cartilaginous  Elements. — 
These  consist  of  dense,  homogeneous  pink  stain- 
ing areas  in  the  H & E stains  and  bluish  in  the 
Van  Gieson  sections.  Small  lacunae  with  small 
nuclei  embedded  within  them  are  seen.  The 
periphery  of  these  sites  has  the  appearance  of  a 
fibrocartilaginous  matrix,  which  fuses  with  the 
septal  digitations  of  the  fibroblastic  tissue  pres- 
ent throughout  the  section. 

4.  Fibroblastic  Tissue. — This  consists  of 
fibrous  tissue  forming  thin  septa,  with  broad 
septa  at  their  cross  sections. 

5.  Bone  tissue  is  not  encountered. 

6.  Dilated  Blood  Vessels  Showing  Hyperemia. 

7.  The  Ensheathing  Capsule. — This  consists 
of  dense,  relatively  acellular  fibrous  tissue  with 
dense,  long  strands  of  layered  collagenous  tissue. 
Nowhere  do  the  immediately  adjacent  elements 


Fig.  5.  Case  S.  H.  High  power.  Periphery 
of  cylindromatous  area.  A,  gland  lumen,  B, 
compact  solid  epithelial  cords  separated  by 
looser  myxomatous  stroma  (C). 

of  the  tumor  invade  the  capsule.  Accompany- 
ing the  main  tumor  mass  is  a piece  of  palatal  tis- 
sue containing  striated  muscle,  mucous  glands, 
interstitial  stroma,  and  fat  tissue.  No  tumor 
tissue  invasion  of  these  structures  is  seen. 

Diagnosis:  (1)  Mixed  tumor  of  the 

soft  palate  (well  circumscribed  and  en- 
sheathed  by  a dense,  fibrous  capsule); 
(2)  invasion  of  the  capsule  or  adjacent 
palatal  tissue  is  not  found. 

Both  cases  have  been  seen  regularly  and 
no  evidence  of  recurrence  noted  (Septem- 
ber, 1939). 

In  spite  of  the  relatively  large  size  of 
the  tumors,  there  were  few  symptoms: 
no  nasal  obstruction;  no  sensation  of  a 
lump  or  fullness  in  the  throat  noted. 
This  speaks  for  the  long  duration  and 
slow  growth  of  the  tumor. 

Diagnosis  is  relatively  easy.  Inspec- 
tion and  palpation  are  usually  sufficient 
for  diagnosis.  However,  the  age,  onset, 
and  lack  of  symptoms  is  suggestive.  In 
the  presence  of  lymph  nodes,  carcinoma 
and  epithelioma  must  be  considered.  The 
differential  diagnosis  between  cysts  and 
fibromas  rests  entirely  with  microscopy. 

Morphology 

From  the  pathologic  study  it  is  evident 
that  the  multiplicity  of  its  component 
parts,  and  their  lack  of  an  organized 
morphologic  relationship  makes  it  impos- 
sible to  name  it  otherwise  than  what  it 
obviously  is,  i.e.,  a mixed  tumor. 
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As  a rule,  mixed  tumors  wherever  lo- 
cated are  hard,  firm,  rather  freely  mov- 
able masses  that  grow  very  slowly.  Con- 
cern as  to  their  malignancy  arises  mainly 
from  their  histologic  irregularity.  It  is 
the  consensus  of  opinion  that  they  are  to 
be  considered  malignant  only  where  they 
have  broken  through  their  enveloping 
capsule  and  infiltrate  the  surrounding 
tissues,  and  this  usually  only  after  some 
trauma,  especially  surgical.  One  should 
consider  them  of  relatively  low  malig- 
nancy. They  are  tumors  in,  but  not 
necessarily  of,  the  tissues  in  which  they 
are  situated. 

In  the  soft  palate,  however,  they  are 
usually  limited  to  that  structure,  and  are 
very  rarely  malignant.  The  pathologist 
may  pronounce  all  of  the  tumors  as  ma- 
lignant, but  the  clinician  none.  Eggers 
described  2 cases  with  histories  of  inva- 
sive or  recurrent  growth,  and  suggests  that 
here  not  sufficient  time  had  elapsed  be- 
tween operation  and  recurrence  to  prove 
anything.  I have  waited  seven  years  to 
report  these  cases.  There  may  have  been 
only  a continuity  of  the  original  growth 
after  incomplete  removal.  Radium  is 
hardly  indicated  since  the  tumors  are  en- 
capsulated. Surgery  is  the  treatment  of 
choice. 

There  is  no  predilection  for  sexes,  and 
the  tumors  occurred  in  the  cases  reported 
in  the  third  and  fourth  decades. 

Conclusion 

Two  cases  of  mixed  tumor  of  the  soft 
palate  are  reported,  with  microscopic 
malignancy  and  clinical  benignity. 

Follow-Up  Notation. — There  are  no 
signs  of  recurrence,  metastasis,  or  glandu- 
lar involvement  at  this  date,  September, 


1939,  in  either  of  the  patients.  They  are 
both  free  of  any  symptomatology  refer- 
able to  the  soft  palate. 

Note. — When  I stated  that  radium  is 
hardly  indicated  in  these  encapsulated 
tumors,  I did  so  with  the  full  knowledge 
that  the  mixed  tumor,  though  not  malig- 
nant, is  subject  to  local  recurrence. 
Therefore,  destructive  agents,  such  as 
radium,  cause  unnecessary  necrosis  of 
tissue,  especially  in  the  oral  cavity. 

Recurrent  masses  can  be  excised  as  they 
occur.  Again  a criticism  which  may  not 
be  without  foundation  is  the  method  of 
excision.  You  will  see  how  closely  the 
dissection  followed  the  capsule  of  the  tu- 
mor at  various  places.  One  should  not 
trust  his  ability  to  outline  the  exact  limi- 
tations of  a tumor  mass  by  surgery  but 
rather,  as  has  been  repeatedly  taught,  to 
make  a wider  excision. 

The  problem  here,  however,  cannot  be 
compared  to  a breast  tumor,  for  example, 
for  two  reasons  at  least:  (1)  from  per- 
sonal experience  and  from  a resume  of  a 
limited  literature,  malignant  recurrence 
and  metastasis  is  a rarity;  and  (2)  in  view 
of  the  above,  destruction  or  mutilation  of 
normal  tissue  in  the  oral  cavity  would  be 
no  less  than  criminal. 

The  pathologist  makes  a careful  note 
of  the  presence  or  absence  of  invasion  of 
the  tumor  capsule  by  the  tumor  elements. 
This  is  most  important  and  is  the  keynote 
upon  which  any  discussion  of  mixed  tumor 
must  be  based. 

We  should  not  overemphasize  the  possi- 
bility of  malignancy  and  subsequent  re- 
currence or  metastasis  of  a mixed  tumor 
when  the  tumor  is  intact  and  not  invaded 
microscopically  by  cellular  elements 
found  in  the  body  of  the  tumor. 


SULFAPYRIDINE  AND  INFANTILE 
PARALYSIS 

The  possibilities  of  sulfapyridine  being  ef- 
fective in  the  treatment  of  anterior  poliomyelitis 
(infantile  paralysis)  are  indicated  in  a report  by 
Dr.  John  C.  Wagner,  of  Ponca  City,  Okla.,  in 
The  Journal  of  the  American  Medical  Association 
for  May  13,  of  a case  in  which  the  drug,  admin- 
istered after  the  onset  of  the  disease,  appeared 
to  have  arrested  its  further  progress. 


HEALTH  INSURANCE  A BIT  SICKLY 
ITSELF 

“Health  insurance  in  Australia  is  dead,” 
reports  the  Australian  correspondent  of  the 
Journal  of  the  A.M.A.  In  neighboring  New 
Zealand  the  government  is  trying  to  put  a scheme 
of  health  insurance  into  effect,  but  it  is  opposed 
by  the  medical  profession,  and  only  twenty-two 
doctors  have  accepted  contracts  to  provide 
service.  The  future  of  the  plan  seems  dubious. 
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SUWANNEE  RIVER  BLUES 

Floyd  Burrows,  M.D.,  Syracuse,  New  York 


Iike  constipated  bowels,  reforms  move  slowly 
^ and  with  difficulty.  I do  not  expect  to  start 
a reformation  by  anything  novel  I say  in  this 
article.  But  marshalling  and  reviewing  salient 
facts  is  sometimes  a maneuver  that  fosters 
action.  It  may  serve  to  agitate  an  indolent 
mind  here  and  there  as  a blue  pill  occasionally 
does  a sluggish  liver. 

I never  could  understand  why  one  should 
doctor  for  nothing  if  one  can  get  paid  for  doing 
it.  Therefore,  I am  a firm  believer  in  collecting 
payment  for  what  one  does.  Psychologically,  it 
is  the  best  procedure  for  all  concerned.  After 
one  has  the  cash  in  his  wallet,  if  one  wants  to 
give  10  per  cent  to  the  Lord,  far  be  it  from  me 
to  hinder  by  word  or  deed  one’s  mazuma  slinger 
from  manipulating  for  a lusty  fling.  Personally, 
however,  I would  rather  lay  up  fewer  treasures 
in  heaven  and  acquire  more  of  them  on  earth. 
I never  have  had  a ravenous  desire  to  live  on 
skim  milk  while  laboriously  traversing  this  vale 
of  tears  and  rascality,  so  I could  have  lavish 
amounts  of  butter  beyond  the  clouds.  Scatter- 
ing bread  upon  the  waters  may  be  a noble 
pastime,  but  the  expanse  of  H20  has  always 
seemed  too  immense,  too  full  of  dampness  and 
moisture,  to  expect  my  loaf  to  come  sailing  back 
on  a gilded  yacht — all  sliced,  toasted,  and 
covered  with  jelly  made  from  ocean  currents. 
Probably,  I am  a sour,  gloomy  misanthrope  in 
the  sad  thralls  of  dotage  and  in  need  of  several 
transfusions  of  pious  blood  to  strengthen  my 
charitable  system. 

I never  can  solve  the  puzzle,  either,  why  a 
physician  doing  dispensary,  or  ward  hospital 
work,  or  caring  for  the  indigent  in  their  homes, 
or  in  his  office  can’t  put  just  as  much  humani- 
tarian interest  and  skill  into  his  ministrations  if 
he  is  paid  a nominal  sum,  as  he  can  if  he  works 
unpaid. 

Can’t  the  coal  merchant  provide  as  good  coal 
if  he  is  reimbursed  by  the  welfare  organization 
as  he  can  if  he  donates  it  free? 

Can’t  the  clothier  provide  as  ample,  as  warm, 
and  as  desirable  a coat  for  cash  as  he  can  if  he 
gives  it  away? 

Can’t  the  butcher  sell  as  tender  and  as  nourish- 
ing a hunk  of  roast  beef  for  coin-of-the-realm  as 
he  could  if  he  put  it  in  the  roaster  for  nothing? 

If  experience  and  prestige  are  the  goals  sought 
by  free  doctoring,  why  can’t  they  be  attained 
equally  well  if  one  is  paid  for  service  by  a govern- 
mental agency?  Is  there  no  prestige  or  experi- 
ence to  be  gained  in  successful  practice  among 
patients  who  pay? 

Of  course  the  answer  undoubtedly  will  be  to 
crack  the  old  chestnut  that  once  such  a system 
is  instituted,  socialized  medicine  will  arrive 
apace.  Perhaps — but  I think  such  a deduction 
is  erroneous.  Socialism  has  not  arrived  yet  be- 
cause payment  is  made  for  the  indigent’s  rent, 


coal,  groceries,  and  clothing.  I fear  medicos 
swallow  an  elephant  and  choke  on  a gnat! 

Style,  habit,  and  custom  are  great  tyrants! 
They  govern  our  daily  actions  like  dictatorial 
satraps.  And  so,  medicine,  like  a Prometheus, 
remains  chained  to  the  rock  of  free  service  be- 
cause it  has  become  the  style,  the  habit,  and  a 
customary  procedure. 

Sometimes,  I seriously  wonder  whether  doctor- 
ing is  a benevolent  occupation,  a philanthropic 
pursuit,  or  whether  it  is  actually  a worthy  pro- 
fession at  which  a practitioner  works  for  a liveli- 
hood and  economic  position. 

Our  brotherhood  unquestionably  has  been 
imbued  with  too  much  humanitarianism  for  its 
own  thrifty  welfare.  Trying  to  live  up  to  a silly, 
exalted  reputation  for  charitableness  has  re- 
sulted in  establishing  the  complex  problem  of 
doing,  and  being  expected  to  do,  an  immense 
amount  of  eleemosynary  work  without  remunera- 
tion. From  time  immemorial,  physicians  have 
been  accustomed  to  donate  their  services  lavishly, 
often  rushing  forward  in  an  enthusiastically 
zealous  manner  lest  they  be  deemed  inhumane. 
Now  the  public  has  become  educated  to  expect 
such  gratuitous  benefits  in  too  voluminous  a 
fashion. 

I am  not  advocating  a radical  course  of  action 
or  a harsh  system  of  ethics  that  will  impose 
increased  hardship  upon  the  shoulders  of  the 
indigent  ill  who  actually  cannot  pay  a doctor’s 
compensation.  Nor  is  it  my  attitude  to  stand 
by  in  a meekly  submissive  attitude  and  see 
additional  hardships  loaded  by  the  public  upon 
my  own  shoulders  and  those  of  my  brothers  in 
misery,  by  allowing  the  public  to  profit  through 
the  mistake  our  predecessors  negligently  made 
when  they  originated  the  devastating  habit  of 
working  for  nothing  and  boarding  oneself — 
a slipshod  habit  which  has  been  followed  blindly 
through  shiftless  apathy. 

The  exaggerated,  or  heavyweight,  type  of 
humanitarianism  dates  back  about  one  hundred 
years  to  1847  when  the  American  Medical 
Association  was  organized. 

Article  2 of  its  Constitution  adopted  at  that 
time  reads,  “The  objects  of  the  association  are 
to  promote  the  science  and  art  of  medicine  and 
the  betterment  of  public  health.” 

Section  1,  Chapter  1,  of  the  Principles  of 
Medical  Ethics  states:  “The  profession  has  for 
its  prime  object  the  service  it  can  render  to 
humanity;  reward  or  financial  gain  should  be 
a subordinate  consideration.” 

Now  this  magnificent  altruism  was  very  glow- 
ing and  lofty  and  no  doubt  warmed  the  heart 
cockles  of  all  the  medicos  a century  ago,  even 
though,  today,  it  gives  many  of  them  cold  feet. 

When  you  contemplate  this  beautiful  gesture 
of  generous  service  to  mankind,  reflect  that  then  a 
peck  of  spuds  would  not  set  one  back  as  much  as 
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it  takes  to  kill  a potato  bug  today;  that  you 
could  buy  a horse  for  the  cost  of  his  manure  to 
fertilize  a small  garden  at  the  present  time; 
that  the  overhead  for  doctoring  a family  of  a 
dozen  would  not  have  been  as  much  as  it  stands 
one  out  now  to  squirt  a few  shots  of  estrone 
under  the  hide  of  a nervous  wench  in  the  throes 
of  the  climacteric;  and  that  a moderate  sized 
hospital  could  have  been  run  for  the  expense  of 
a sterilization  department  in  one  of  our  modern 
palaces  of  brick  and  stone  where  operative  cases 
are  draped  with  about  five  layers  of  sterile  sheets 
—four  of  which  are  superfluous. 

If  the  prime  reason  for  the  existence  of  the 
medical  profession  is  the  service  it  can  render 
humanity,  then  the  secondary  reason  is  to  collect 
enough  revenue  from  such  service  to  permit  its 
“docs”  to  carry  on.  The  two  factors  are  as 
intimately  synchronized  as  the  left  auricle  and 
ventricle. 

Although  in  its  constitution  the  A.M.A.  did 
not  specifically  state  that  a member  needed  at 
least  a pair  of  pants  in  which  to  ensconce  his 
person  when  he  ventured  forth  to  visit  the  sick, 
it  can  be  assumed  the  association  expected  him — 
on  account  of  the  large  percentage  of  females 
who  are  indisposed — to  wear  such  gear  once  in 
a while.  If  a man  in  this  year  of  grace  is  going 
to  have  trousers  and  sartorial  trappings  com- 
mensurate with  what  is  decently  required  of  him, 
and  other  paraphernalia  which  the  public  de- 
mands him  to  possess,  he  has  to  cock  his  eye 
occasionally  at  a dollar,  mercenary  as  it  may 
seem,  even  though  his  sympathetic  soul  cries 
out  in  misery  because  he  can’t  work  for  nothing. 

It  must  be  conceded  that  doctors  have 
forged  and  fastened  the  fetters  of  free  work 
upon  their  earning  capacity;  have  riveted  the 
shackles  of  dispensary  and  hospital  ward  service 
upon  their  business  activities,  have  tied  the 
millstone  of  charitable  labor  around  their 
own  financial  necks.  They  have  nobody  to 
blame  for  the  mess  they  are  in  but  themselves, 
and  nobody  but  themselves  will  ever  succeed  in 
establishing  extricating  maneuvers.  Getting 
them  interested,  however,  in  new  business  ideas 
that  might  be  beneficial  to  adopt  has  about  the 
same  rosy  outlook  that  selling  baby  carriages  to 
eunuchs  presents. 

Just  recently,  two  lawyers  were  paid  $750  by 
the  County  of  Onondaga  for  trying  to  save 
the  life  of  a vicious  murderer.  A few  months 
previously,  two  other  hungry  mouthpieces  in 
Syracuse  received  approximately  $25,000  for 
appearing  during  a six  months  interval  in  certi- 
orari proceedings  to  prevent  tax  assessment 
reductions.  Let  the  medical  taxpayer  of  my 
home  city  laugh  that  off  when  he  recalls  that 
during  1938  he  cared  for  indigents  without  pay! 

No  holler  became  vocal  from  the  citizenry 
because  lawyers  had  ginger  enough  to  demand 
and  obtain  a lusty  sum  for  their  services. 

Did  a doctor  ever  get  $750  from  a government 
setup  for  taking  care  of  a poor  person  condemned 
to  death  by  cancer? 

Doctors  won’t  get  pay  for  charity  work  until 
they  arouse  themselves  sufficiently  to  exercise 
the  business  acumen  of  the  legal  fraternity  and 
demand  pay. 

It  is  easier,  though  less  lucrative,  for  them  to 
drowse  on  the  enervating  upholstery  of  the 
“Can’t  Club”  than  it  is  to  battle  for  their  rights. 


Lawyers  evidently  prefer  to  collect  their  fees 
and  enjoy  their  heaven  here  on  earth;  while 
doctors,  going  on  the  assumption  that  then- 
occupation  has  a special  flavor  of  holiness,  seem 
to  seek  a more  remote  heaven  by  acquiring  a 
pair  of  wings  with  which  to  volplane  like  glori- 
fied saints  into  such  a paradise. 

I think  the  lawyers  have  it  over  them,  just  as 
holding  a “warm  baby”  in  one’s  lap  has  it  over 
talking  to  some  doll  on  the  long  distance  phone; 
if  hazy,  but  nevertheless  enchanting,  recollec- 
tions of  early  life  are  not  misleading. 

Will  anyone  who  has  in  his  heart  such  an 
abounding  love  for  his  fellow  men  that  he  can 
go  on  day  after  day  wearing  out  his  clothing, 
using  up  his  automobile,  and  consuming  his 
vital  strength  to  give  them  service  without 
remuneration,  tell  me  just  what  he  is  going  to 
do  when  he  cannot  make  enough  from  his 
practice  to  pay  his  overhead  expense  and  feed, 
clothe,  and  support  himself  and  family? 

That  grave  question  today  lurks  just  around 
the  corner  from  many  a jolly  rotund  pill  slinger — 
and  some  spare  and  tall  ones  too — who,  with 
smiling  face  and  sickroom  charm,  have  gra- 
ciously, benevolently — but  carelessly — doled  out 
gratuitous  service  as  their  medical  life  has  flowed 
onward  through  the  rugged  domain  of  physic. 
Many  such  men  now  are  suffering  the  initial 
pangs  of  a financial  coronary  thrombosis — as 
well  as  a physical  one — while  they  try  in  a dis- 
couraged fashion  to  answer  these  questions. 

Pause  for  a moment  and  reflect  upon  a doctor’s 
economic  problem.  He  spends  ten  years  of  his 
life  at  an  expense  of  as  many  thousand  dollars 
to  fit  himself  to  practice.  As  soon  as  his  gilded 
shingle  is  exposed  to  the  view  of  a critical  and 
exacting  world,  other  heavy  expense  begins — 
expense  to  establish  himself  on  an  earning  basis 
to  make  both  ends  meet,  expense  for  rent,  secre- 
tarial hire,  telephones,  drugs,  and  the  thousand- 
and-one  items  that  eat  up  his  income  like  an 
elephant  eats  hay.  According  to  vital  statistics, 
thirty  years  is  the  approximate  span  of  time 
vouchsafed  to  the  average  practitioner  in  which 
to  recoup  himself  for  his  initial  outlay  and  to 
provide  a competency  for  his  old  age.  It  makes 
most  of  them  hump  some  to  do  it,  if  the  surro- 
gates records  don’t  lie. 

If  the  members  of  my  profession  had  the  guts 
and  were  fired  with  the  same  eager  enthusiasm 
to  liberate  themselves  from  the  intolerable 
business  shackles  that  bind  them  so  inexorably 
to  habit  and  to  the  precedents  of  a lackadaisical 
past,  and  if  they  were  stirred  as  a whole  with 
intensive  zeal  akin  to  patriotic  fervor  in  declar- 
ing freedom  from  present  customs — as  were  the 
men  who  framed  and  signed  the  Declaration  of 
Independence  against  England’s  tyranny — they 
could  free  themselves  from  their  thraldom  as 
successfully  and  triumphantly  as  our  determined 
forefathers  of  ’76  established  a new  order  of 
things. 

Why  doesn’t  the  medical  profession  put  itself — 
as  it  does  its  patients — through  a laboratory  of 
rigid  investigation  and  diagnose  what  is  wrong 
with  its  internal  mechanism  before  the  public 
performs  a postmortem?  Why  doesn’t  it  come 
out  into  the  open  and  tell  the  people  what  it 
wants?  Why  doesn't  it  thumb  its  nose  at  the 
new  deal  and  formulate  a definite  platform  of 
reasonable  essentials;  and  if  needs  be,  go  down 
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fighting  with  colors  flying  for  what  it  knows  is 
right  instead  of  jittering  tremulously  along  with 
no  more  apparent  spunk  than  a rabbit? 

Why  doesn’t  it  say  in  no  uncertain  terms  that 
it  wants  a reasonable  recompense  for  taking 
care  of  the  indigent  in  hospitals,  dispensaries, 
homes,  and  offices ; that  it  wants  more  hospitali- 
zation accommodations  for  the  poor  and  more 
free  laboratories  and  free  x-ray  facilities;  that 
it  wants  more  accurate  determination  of  who  the 
indigent  are  and  why;  that  it  wants  the  public 
to  budget  or  to  insure  for  sickness  and  accidents ; 
that  it  wants  everybody  to  realize  that  it  is  not 
going  to  keep  on  caring  for  the  sick,  free  of  charge, 
who  can  ride  up  to  doctors’  offices  in  automobiles 
wearing  fur  coats  and  more  costly  raiment  than 
M.D.’s  can  afford  for  themselves  or  for  their 
family;  and  that  it  wants  men  and  women  to 
get  the  idea  that  if  they  can  purchase  electric 
refrigerators,  radios,  oriental  rugs,  mahogany 
furniture  and  other  lavish  luxuries  too  numerous 
to  inventory,  if  they  can  take  vacations  and 
gallivant  around  the  country  on  expensive 
pleasure  trips  while  physicians  are  forced  to 
stay  at  home  because  such  patients  bills  are 
unpaid,  if  they  can  throw  lavish  parties,  patron- 
ize unholy  cafes,  night  clubs,  and  dancing  orgies 
— they  certainly  can  manage  to  come  across 
with  cash  on  the  wood  when  they  are  sick. 

Who  guzzles  all  the  beer,  wines,  and  liquors 
that  keep  the  saloons  and  other  drinking  joints 
running?  Who  attends  the  prize  fights,  the 
wrestling  matches,  the  dance  halls,  the  ball 
games,  the  skating  carnivals?  Who  patronizes 
the  movies  and  keeps  them  jammed  to  the  doors 
with  gaping  addicts?  Who  smokes  the  hundred 


and  sixty  billion  cigarets  and  consumes  the 
immense  amount  of  other  tobacco  each  year? 
Who  keeps  the  candy  stores  open  with  people 
crowding  them  like  hungry  flies?  Who  plays 
all  the  slot  machines  and  maintains  other  forms 
of  gambling  in  a rampant  fashion?  Who  keeps 
the  brothels’  red  lights  burning  to  make 
venereal  disease  for  medical  men  to  care  for 
gratis? 

Answer  these  questions  and  many  other  perti- 
nent ones  that  could  be  asked,  and  you’ll  have 
the  solution  to  the  question  of  why  the  practice 
of  medicine  is  on  the  skids.  Perhaps  it  is  true 
that  fees  have  been  too  high — especially  surgical 
and  specialism  fees — that  hospitalization  has 
cost  too  much,  and  that  x-ray  and  laboratory 
charges  have  mounted  to  lofty  heights.  But  it 
must  be  remembered  by  our  critics  that  people 
have  grown  demanding.  They  insist,  when  ill, 
on  special  nurses  galore  and  accommodations 
de  luxe.  They  insist  on  the  elaborate  and  the 
extravagant  until  they  are  milked  so  dry  a 
farrow  cow’s  udders  would  seem  a creamery 
in  comparison  to  what  they  can  squeeze  out  for 
their  physician  when  his  bill  is  rendered. 

Money,  money  for  everything,  but  no  dollars 
for  the  doctors! 

Yet,  like  a bunch  of  merry  coons  sitting  be- 
side a Suwannee  river — happily  crooning  planta- 
tion melodies  while  sunshine  plays  across  the 
water — as  care  free  summer  days  go  by,  so 
doctors  loiter  in  listless  fashion  on  the  banks  of 
the  medical  Mississippi,  humming  their  feeble 
songs  of  sixpence  while  basking  in  the  afterglow 
of  prosperity — as  the  autumn  days  of  socialized 
medicine  draw  nigh. 


PHONE  BOOKS  TELL  TYPES  OF  “DOCTORS” 


“The  users  of  Florida  telephone  directories 
published  by  the  Southern  Bell  Telegraph  and 
Telephone  Company  may  now  know  whether  a 
person  listed  therein  as  a doctor  is  a doctor  of 
medicine,  an  osteopath,  chiropractor  or  naturo- 
path, or  a practitioner  of  any  other  method  of 
healing,”  says  The  Journal  of  the  American 
Medical  Association.  “In  the  alphabetical  list 
in  the  directory,  after  each  name  of  a doctor 
of  medicine  appears  the  suffix  ‘Dr.  Phys.,’  and  a 
similarly  identifying  suffix  after  the  name  of  each 
cult  practitioner  listed.  The  classified  section 
in  the  directory  is  arranged  similarly  to  differ- 
entiate between  the  practitioners  of  the  dif- 
ferent methods  of  healing  authorized  by  law  in 
Florida. 

“This  change  in  the  method  of  listing  practi- 
tioners in  the  telephone  directories  followed  the 
enactment  of  a law  that  requires  every  practi- 
tioner of  the  healing  art  to  place  and  keep  in  a 


conspicuous  place  at  each  entrance  of  his  office 
or  usual  place  of  business  words  or  abbreviations 
denoting  the  particular  kind  or  branch  of  healing 
in  which  he  is  lawfully  entitled  to  engage.  This 
law  was  considered  as  having  established  as  a 
matter  of  public  policy  the  desirability  of  public 
disclosure  of  the  type  of  practice  in  which  each 
practitioner  engages. 

“The  telephone  company,  to  further  the  public 
policy,  and  at  the  request  of  the  medical  profes- 
sion of  Florida,  revised  its  methods  of  listing 
practitioners  in  its  directories,  a procedure  it  had 
heretofore  hesitated  to  undertake. 

“The  Florida  Medical  Association,  with  the  co- 
operation of  the  telephone  company,  has  thus 
succeeded  in  eliminating  a potential  source  of 
misinformation  and  danger  for  those  who  resort 
to  telephone  directories  to  ascertain  the  method 
of  practice  pursued  by  any  practitioner  of  the 
healing  art.” 


. Sixty  thousand  syphilitic  babies  are  born  The  technical  name  for  snoring  is  sheet 
every  year,  according  to  a report  of  the  U.  S.  music. — Bulletin  of  the  Bur  combe  County  (N.  C .) 
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Preventive  Medicine 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the  serv- 
ice of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descriptions  are 
not  complete  clinical  studies,  hut  will  accentuate  situations  from  the  point  of  view  of  individual 
mental  hygiene  such  as  crop  up  in  the  everyday  practice  of  medicine. 


The  Beginning  of  a Speech  Defect 


Most  cases  of  speech  disorders — tem- 
porary or  permanent — are  of  men- 
tal origin  or  are  due  to  mental  con- 
flicts or  situational  difficulties.  There  is 
a period  in  their  formation  when  they  can 
be  foreseen  and  forestalled.  When  de- 
veloped, they  are  difficult  to  cure. 

A mother  writes : 

Dear  Doctor  Y : I am  happy  to  inform 

you  that  Charlie  does  not  cough  any 
more.  I believe  he  is  all  through  with  his 
bronchial  trouble.  He  is  always  speak- 
ing about  you.  The  beautiful  pictures 
you  presented  him  with  grace  the  walls  of 
his  room  and  he  looks  at  them  the  last 
thing  before  going  to  bed  and  the  first 
thing  when  he  awakes  in  the  morning. 

But  I am  obliged  to  come  to  you  with 
another  problem,  which  may  not  be  very 
easy  to  solve.  Charlie  has  a nervous 
trouble.  The  sight  of  blood  strikes  such 
terror  at  his  heart  that  he  is  quite  ready  to 
faint.  Only  recently  he  cut  his  finger 
while  making  a toy  aeroplane.  I put  a 
bandage  on,  and  showed  him  that  it  was 
not  bleeding  any  more.  Still  he  feared 
the  flowing  of  more  blood  so  that  all  be- 
came dark  before  his  eyes,  and  I had  to 
dash  water  on  his  face,  throw  the  win- 
dows wide  open,  and  prop  him  up  with 
pillows  and  cover  him  with  blankets. 
This  nervousness,  however,  has  affected 
his  speech.  His  natural  power  of  speech 
is  good  and  clear.  At  the  age  of  two  years 
he  was  able  to  say  the  most  difficult  words. 
But  when  he  was  quite  young  I noticed  a 
tendency  to  rush  his  words,  which  would 
cause  stammering.  I have  been  thinking 


of  taking  him  to  the  Board  of  Education 
and  placing  him  in  a class  for  speech  cor- 
rection. But  I hoped  he  would  overcome 
it  by  himself.  I would  urge  him  to 
speak  slowly.  When  he  was  younger  I 
did  not  want  to  make  him  conscious  of  it, 
so  I tried  to  sing  to  him  when  he  seemed 
to  hurry  his  speech.  However,  I am 
afraid  it  is  getting  worse  instead  of  better, 
and  last  Friday  he  burst  out  crying  during 
a spell  of  restlessness,  and  after  I talked  to 
him  and  urged  him  to  tell  me  what  the 
trouble  was,  he  blurted  out  that  he  was 
worried  about  his  speech. 

When  I was  a child,  I remember,  I was 
not  conscious  of  any  defect  in  my  speech 
until  I reached  the  4A  Grade.  Our 
principal  was  a very  old  lady,  and  the 
room  I was  in  was  so  placed  that  she  had 
to  pass  through  it  very  often  in  order  to 
get  to  classrooms.  She  used  to  tiptoe 
her  way  through  our  room,  and  her  gen- 
eral expression  seemed  to  frighten  me 
and  I actually  became  so  nervous  that 
when  the  teacher  called  on  me  to  recite  or 
read  I was  unable  to  say  a word.  My 
heart  would  beat  so  fast  and  I would  get  a 
lump  in  my  throat.  This  condition  con- 
tinued getting  worse.  I was  afraid  to 
speak  to  anyone  about  it,  even  to  my 
parents,  as  I feared  they  would  not  under- 
stand or  sympathize  with  my  plight.  As 
a result  I became  terribly  self-conscious 
and  made  a habit  of  avoiding  meeting 
people,  etc.  When  I reached  my  late 
teens  or  probably  early  twenties,  I de- 
cided that  I must  overcome  this  condition. 
I diagnosed  my  own  case  as  being  afflicted 
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with  a decided  inferiority  complex,  and 
the  only  way  to  overcome  that  was  to 
develop  my  personality  and  feel  superior 
instead  of  inferior.  I began  to  read 
books,  as  much  as  time  would  allow,  at- 
tend lectures,  and  after  a number  of  years 
of  reading  more  and  more  books,  inter- 
ested myself  in  music,  art,  etc.,  I found 
myself  to  be  a good  conversationalist  and 
gradually  overcoming  my  old  trouble. 

When  I married  and  became  a mother  I 
decided  not  to  subject  my  child  to  the 
difficulties  and  disadvantages  to  which  I 
had  been  exposed.  I never  frightened 
my  boy  about  a bogeyman,  I tried  in 
every  way  to  make  him  a happy,  healthy, 
and  comfortable  child.  When  he  reached 
school  age  we  made  it  our  business  to  live 
near  the  same  school  all  the  time  so  he 
would  have  it  convenient,  and  feel  at 
home.  He  is  surrounded  with  plenty  of 
books,  and  is  already  well  read.  He  is 
one  of  the  best  and  most  intelligent  boys 
in  his  class,  so  his  teacher  tells  me,  and  he 
feels  very  much  at  home  while  in  school. 
And  still  his  nervousness  persists  and  his 
speech  is  not  what  it  should  be.  I am 
afraid  I have  already  waited  too  long. 
What  would  you  advise  me  to  do? 

I hope  you  will  forgive  my  long  letter, 
but  I feel  it  necessary  to  give  the  history 
of  the  case  so  you  may  be  in  a position  to 
judge  what  is  best  to  be  done. 

With  many  thanks  in  advance  for  your 
kind  advice  and  assistance,  I am,  etc. 

Mrs.  X. 

Dear  Mrs.  X:  Glad  to  hear  of  the 

improvement.  As  to  “nervousness”  and 
the  spells  of  speech  impairment  I wish  to 
say  that  we  have  to  be  extremely  careful. 
Neglect  may  be  bad,  but  oversolicitation 
is  very  much  worse.  It  would  be  easy  to 
recommend  you  a good  institution  where 
speech  defects  are  corrected  free  of  charge 
and  I will  do  so — if  it  becomes  necessary. 


But  I should  not  advise  meddling  unless  a 
real  defect  has  developed.  The  very  fact 
that  we  pay  attention  to  his  speech,  that 
we  create  a problem  out  of  it,  would  con- 
dition the  boy’s  mind  and  might  bring 
about  the  state  which  we  fear.  The 
human  mentality  is  funny  and  requires 
that  we  watch  our  step.  Intelligent 
neglect  or  make-believe  neglect  is  indi- 
cated in  this  case. 

Just  because  the  child  jams  his  speech 
when  excited  is  no  reason  for  doing  any- 
thing that  looks  like  a remedy. 

Speak  to  him  clearly  and  quietly  and 
when  he  is  entirely  free  from  excitement, 
long  after  his  attack  (if  I may  call  it  such), 
tell  him  how  important  it  is  not  to  take 
anything  overseriously.  Do  not  re- 
proach him  during  the  time  of  his  “fit,” 
just  pretend  then  that  you  pay  no  atten- 
tion to  it.  Or,  if  he  insists  on  blaming 
himself,  tell  him  he  exaggerates  his  condi- 
tion, etc.  And  be  gentle  to  him. 

Use  now  the  same  tactics  you  used  in 
his  earlier  years:  avoid  making  him  self- 
conscious.  But  do  not  be  alarmed  your- 
self because  you  may  transmit  your 
sensitivity  to  him. 

If  he’ll  meet  with  no  hostility,  if  his 
attention  will  not  be  attracted  to  the 
threatened  defect,  nothing  will  happen. 
He’ll  overcome  it.  I have  full  confidence 
in  your  intelligence  and  tact. 

Finally,  I wish  to  point  out  that  speech 
defects  are  not  hereditary  and  that  they 
are  not  the  direct  result  of  the  parents’ 
nervous  condition,  as  your  letter  might 
seem  to  imply.  If  it  ever  occurs  in  two  or 
more  persons  in  the  same  family,  it  might 
be  due  to  imitation. — Dr.  Y. 

Conclusion:  A long  time  has  passed 

and  no  speech  defect  of  any  sort  has 
developed. 

207  West  106th  Street 


A man  was  recently  found  to  have  a second 
appendix.  His  doctor,  we  understand,  has  de- 
cided to  regard  it  as  a reserve  fund. — Punch, 
London 


A fly  was  walking  with  her  daughter  on  the 
head  of  a man  who  was  very  bald.  “How  things 
change,  my  dear,”  she  said.  “When  I was  your 
age,  this  was  only  a footpath.” — Punch  Bowl 


Medical  News 


Poliomyelitis  in  Upstate  New  York 


During  the  first  eight  months  of  this  year, 
to  August  31,  upstate  New  York  reported 
161  cases  of  poliomyelitis,  with  87  in  Erie 
County  and  23  in  Genesee  County,  says  Health 
News,  published  by  the  State  Department  of 
Health.  September  added  largely  to  this  num- 
ber. Deducting  the  110  cases  reported  in  these 
two  counties,  the  upstate  area  had  but  51  cases 
to  September  1.  Past  experience  has  shown 
that  most  cases  occur  during  the  months  of  July, 
August,  and  September  with  the  peak  of  the 
reported  cases  in  September. 

Later  figures  are  given  in  another  issue  of 
Health  News  (Oct.  2).  Thus  far,  it  says,  the 
cases  have  been  confined  almost  entirely  to 
Genesee  and  Erie  counties.  From  July  22  to 
September  21,  inclusive,  a total  of  314  cases 
were  reported.  Of  this  number,  211  occurred  in 
Buffalo  and  38  in  Batavia.  The  number  of 
cases  reported  from  Erie  county,  exclusive  of 
Buffalo,  was  38  and  from  Genesee  county,  ex- 
clusive of  Batavia,  18. 

Of  the  Buffalo  cases,  156,  or  73.9  per  cent,  have 
occurred  in  individuals  under  ten  years  of  age 
and  in  Batavia  18  cases,  or  only  47.4  per  cent, 
have  occurred  in  children  of  this  age  group. 

As  to  sex  distribution,  134  of  the  Buffalo  cases, 
or  63.5  per  cent,  and  in  the  Batavia  experience, 
thus  far,  19  of  the  cases,  or  50  per  cent,  have 
been  in  males. 


The  number  of  cases  reported  from  upstate 
counties  from  January  to  August  31  follows: 

Broome 

1 

Oswego 

1 

Chautauqua 

1 

Putnam 

1 

Chemung 

2 

Rensselaer 

1 

Clinton 

1 

Rockland 

1 

Columbia 

1 

Schuyler 

1 

Dutchess 

5 

Steuben 

2 

Erie 

87 

Sullivan 

4 

Genesee 

23 

Ulster 

1 

Monroe 

3 

Warren 

2 

Montgomery 

1 

Wayne 

2 

Nassau 

6 

Westchester 

4 

Onondaga 

7 

Wyoming 

1 

Orange 

1 

Yates 

1 

The  greatest  number  of  cases  were  reported 
during  the  years  of  1916  and  1931  with  4,215 
cases  in  the  former  year  and  2,051  in  the  latter. 
The  smallest  number  of  cases  was  reported  in 
1920  when  there  were  only  60  for  the  entire 
upstate  area. 

Cases  reported — 1916  to  1938 — are  as  follows: 


Year 

Cases 

Year 

Cases 

1916 

4,215 

1928 

447 

1917 

156 

1929 

424 

1918 

99 

1930 

660 

1919 

104 

1931 

2,051 

1920 

60 

1932 

191 

1921 

565 

1933 

555 

1922 

393 

1934 

149 

1923 

367 

1935 

772 

1924 

870 

1936 

155 

1925 

488 

1937 

393 

1926 

564 

1938 

70 

1927 

378 

Infantile  paralysis  was  discussed  by  Buffalo 
doctors  on  September  13  at  a clinic  conducted 
by  physicians  who  have  devoted  much  of  their 
time  to  this  disease  epidemic  in  Buffalo. 

The  doctors  conducting  the  clinic  admitted  at 
the  outset  that  little  is  known  about  the  disease, 
but  hoped  that  some  day  a specific  cure  will  be 
found.  The  clinic,  held  in  Children’s  Hospital, 
was  part  of  a postgraduate  course  of  the  Univer- 
sity of  Buffalo  School  of  Medicine. 

The  cure  of  the  disease  was  discussed  by  Dr. 
W.  Ward  Plummer  and  Dr.  Robert  M.  Cleary, 
both  of  whom  have  treated  patients  afflicted 
with  poliomyelitis. 

Rest  Is  Key  to  Cure 

“The  nubbin  of  the  treatment  for  infantile 
paralysis  is  rest,”  Dr.  Plummer  declared. 
“There  should  be  rest  for  a month  even  in  cases 
where  it  is  doubtful  whether  the  patient  has 
paralysis,  because  it  often  has  been  found  that 
permanent  deformity  sets  in  when  a patient  is 
allowed  to  move  around  too  soon.” 

Dr.  Plummer  urged  doctors  to  “hospitalize  as 
many  cases  as  possible.” 

“The  work  can’t  be  done  at  home,”  he  said. 
“The  hospital  has  the  equipment  necessary  to 
keep  the  limbs  and  muscles  of  patients  quiet. 
There  is  a higher  rate  of  salvage  if  the  patient  is 
kept  down  in  a hospital.” 

Hospitalization  of  all  cases  was  also  advocated 
by  Health  Commissioner  Francis  E.  Fronczak 
who  said  that  “every  case  should  be  hospitalized ; 
the  home  is  not  able  to  give  proper  care.” 

Must  Not  Overdo 

Dr.  Cleary  observed  that  “the  hardest  thing 
to  decide  in  infantile  paralysis  is  when  the  cases 
can  get  up.”  He  said  that  ravaged  muscles 
which  have  been  able  to  regain  a little  power  lose 
this  power  immediately  if  they  are  allowed  to 
overdo.  He  said  that  stretching  a mending 
muscle  also  destroys  power. 

He  advised  doctors  to  have  their  patients  put 
in  a restful,  immovable  position  immediately  and 
then  to  “leave  them  alone  for  the  first  few  weeks 
because  you  can’t  tell  early  how  much  damage 
has  been  done.” 

Dr.  A.  Wilmot  Jacobsen  discussed  the  symp- 
toms and  diagnosis. 

“The  onset  of  the  disease  is  abrupt,”  he 
asserted.  “It  resembles  grippe  or  influenza. 
There  is  a fever,  headache,  and  frequently  vomit- 
ing. 

Stiffening  of  Neck 

“The  temperature  is  between  100  and  103 
and  there  is  likely  to  be  general  aching  all  over 
the  body.  These  are  the  early  symptoms. 

“In  making  a diagnosis  I pin  faith  in  a stiffen- 
ing of  the  neck  or  stiffening  of  the  spine.  You 
can’t  make  a diagnosis  for  infantile  paralysis 
without  these.  One  trick  in  making  these  tests 
is  to  have  the  patient  sit  up  in  bed  and  try  to 
put  his  head  between  his  knees!  He  can’t  do 
this  if  he  has  poliomyelitis. 
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“There  is  not  likely  to  be  paralysis  after  the 
eighth  day,  but  as  long  as  the  fever  lasts  paralysis 
may  still  occur.  Death  in  infantile  paralysis  is 
caused  by  respiratory  paralysis.” 

Dr.  Gilbert  M.  Beck  traced  the  probable 
course  of  the  disease  from  the  nasal  passages  to 
the  brain  and  nerve  centers,  but  then  cautioned 
that  even  after  paralysis  occurs  there  is  a chance 
the  patient  might  not  have  poliomyelitis. 

Certain  Exceptions 

“Once  paralysis  occurs,  the  diagnosis  seems 
simple,”  he  said.  “But  there  are  certain  cases 
where  the  patient  will  not  have  poliomyelitis. 
Rheumatic  fever,  for  instance,  with  its  swollen 
joints  may  cause  the  trouble.  Osteomyelitis 


may  confuse.  Or  perhaps  it  is  acute  neuritis 
which  causes  great  pain.” 

A discussion  of  recent  experiments  in  infantile 
paralysis  was  presented  by  Dr.  Edward  C.  Rose- 
now,  head  of  the  experimental  bacteriology  de- 
partment at  the  University  of  Minnesota  and  a 
research  specialist  at  the  Mayo  Clinic  in  Roches- 
ter, Minnesota.  Dr.  Herbert  H.  Bauckus, 
chairman  of  the  Buffalo  Health  Board,  dis- 
cussed the  closing  of  theaters  and  schools  for 
children. 

The  work  of  the  State  Health  Department  in 
the  present  epidemic  was  outlined  by  Dr.  Archi- 
bald S.  Dean,  district  director,  and  Dr.  Alexan- 
der Langmuir,  of  Albany.  The  speakers  were 
introduced  by  Dr.  Frank  N.  Potts. 


County  News 


Albany  County 

More  than  125  Albany  physicians  and  their 
wives  attended  the  annual  clambake  on  Septem- 
ber 6 at  Picardy  Grove,  arranged  by  Dr.  Thomas 
Tyrrell  and  Dr.  William  Rausch  as  co-chairmen. 
Highlight  of  the  program  was  a baseball  game 
between  the  Indians,  captained  by  Dr.  Tyrrell, 
and  the  Braves,  captained  by  Dr.  Martin 
Freund.  When  the  score  stood  at  8-8  after 
nine  innings  the  teams  split  the  prize — a box  of 
cigars. 

Dr.  Leonard  B.  Rosen  won  the  100-yard  race 
for  men.  Dr.  William  Coffer  was  first  in  the 
ball  throwing  contest,  while  Dr.  Harry  Jasper 
and  Mrs.  Joseph  Lawrence  placed  first  in  the 
needle  threading  contest. 

On  the  women’s  program,  Mrs.  John  Clemmer 
won  the  balloon  blowing  contest.  Mrs.  Benja- 
min Hoffman  won  the  ball  throwing  contest,  and 
Mrs.  Albert  Vander  Veer  the  75-yard  uphill  foot 
race. 

The  New  York  State  Society  of  Pathologists 
held  their  annual  meeting  and  dinner  on  October 
7,  at  Albany.  The  guest  speaker  was  Dr.  Terry 
M.  Townsend,  president  of  the  Medical  Society 
of  the  State  of  New  York. 

Dr.  W.  S.  Thomas  is  president  and  Dr.  M.  J. 
Fein  is  secretary  of  the  Society. 

Allegany  County 

The  annual  meeting  of  the  Allegany  County 
Medical  Society  will  be  held  on  October  26, 
at  Belmont,  with  election  of  officers.  There 
will  be  a paper  by  Dr.  Bernard  Brower  of 
Rochester  on  “Applied  Psychology  and  Its 
Relation  to  the  Practice  of  Medicine” — Reported 
by  E.  F.  Comstock,  M.D.,  Secretary. 

Bronx  County 

The  Bronx  County  Medical  Society  will  meet 
on  October  18  for  a “State  Society  Meeting.” 
The  speakers  will  be  Dr.  George  E.  Milani 
(inaugural  address),  Dr.  N.  B.  Van  Etten,  Dr. 
Terry  M.  Townsend,  Dr.  Joseph  S.  Lawrence, 
and  Dr.  Peter  Irving. 

Broome  County 

Dr.  Glenn  R.  Ford,  of  Endicott,  who  died  on 
September  9,  had  served  as  chief  of  the  x-ray 
department  of  the  Ideal  Hospital  since  its  open- 
ing sixteen  years  ago  and  for  the  past  two  years 
had  been  chief  of  the  medical  staff. 


Columbia  County 

The  annual  meeting  of  the  Medical  Society  of 
the  County  of  Columbia  was  held  at  the  City 
Hospital,  Hudson,  on  October  3.  Two  papers 
were  presented  on  the  treatment  of  pneumonia. 

Dr.  Louis  Van  Hoesen  has  resigned  as  Health 
Commissioner  of  Columbia  County,  effective 
December  1,  after  serving  seven  years,  or  since 
the  County  Board  of  Health  was  organized. 

Delaware  County 

The  village  of  Andes  honored  Dr.  Charles  L. 
Wakeman  on  August  25  for  thirty-three  years  of 
faithful  service  to  the  community.  In  the  after- 
noon there  was  a parade  of  children  whom  he 
had  delivered  into  the  world,  followed  by  a ball 
game  between  teams  chosen  from  the  group.  A 
banquet  was  held  at  6 p.m.,  attended  by  invited 
guests  and  members  of  the  county  medical 
society.  In  the  evening,  Senator  Joe  Hanley 
was  the  speaker  in  the  high  school  auditorium, 
which  was  filled  with  admirers  of  Dr.  Wakeman. 

The  September  meeting  of  the  Delaware 
County  Medical  Society  was  held  in  Walton  on 
September  20,  at  which  meeting  Dr.  M.  A. 
Mclver,  of  Cooperstown,  spoke  on  “Thyrotoxi- 
cosis.” Mr.  H.  T.  Hebbard,  Commissioner  of 
Public  Welfare  of  Delaware  County,  also  spoke 
on  the  problems  of  administration  of  relief,  fol- 
lowing which  there  was  a discussion. — Reported 
by  0.  Q.  Flint,  M.D.,  Secretary. 

Dutchess  County 

The  Dutchess  County  Medical  Society  will 
meet  at  the  Amrita  Club  in  Poughkeepsie  on 
October  18  at  8:30  p.m.  Dr.  William  C.  Clarke, 
of  Cornwall  Bridge,  Connecticut,  will  speak  on 
“The  History  of  Surgep^  for  the  Past  200  Years,” 
with  presentation  of  instruments. — Reported  by 
H.  P.  Carpenter,  M.D.,  Secretary . 

Erie  County 

The  October  meeting  of  the  Medical  Society 
of  the  County  of  Erie  will  be  held  on  October  16 
at  9:00  p.m.,  in  the  Georgian  Room,  Hotel 
Statler,  Buffalo. — Reported  by  Louise  W.  Beamis, 
M.D.,  Secretary. 

The  postgraduate  course  of  the  University  of 
Buffalo  School  of  Medicine  in  September  had  a 
registration  of  65  physicians,  representing  22 
states  and  the  Province  of  Ontario,  and  embrac- 
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ing  36  colleges.  Eighty-two  members  of  the 
medical  school’s  staff  conducted  classes,  round- 
table discussions,  clinics,  and  bedside  examina- 
tions. 

Jefferson  County 

The  Medical  Society  of  Jefferson  County  met 
at  Watertown  on  September  14  and  listened  to  a 
paper  on  “Infections  of  the  Face  and  Neck,”  by 
Dr.  Herman  E.  Pearse,  Jr.,  of  the  Rochester 
University  School  of  Medicine. 

Kings  County 

As  part  of  the  plan  to  increase  the  educational 
benefits  of  the  Kings  County  Medical  Society, 
the  clinical  committee  has  instituted  a program 
of  lectures  to  consist  of  reviews  and  recent  ad- 
vances in  all  the  divisions  of  medicine  and  sur- 
gery. These  refresher  courses  are  to  be  given 
every  Monday  afternoon  at  3:30  p.m.  in  the 
MacNaughton  Auditorium  of  the  Kings  County 
Medical  Society.  Two  courses  will  be  given  on 
the  same  afternoon,  and  when  they  are  com- 
pleted two  other  courses  will  be  started.  The 
periods  of  the  lectures  will  be  45  minutes,  the 
first  course  from  3 : 30  to  4 : 15  p.m.,  and  the  second 
course  from  4:15  to  5:00  p.m. 

The  courses  will  be  open  free  to  members  of 
the  society  in  good  standing  and  to  internes.  A 
fee  schedule  has  been  arranged  for  nonmembers 
as  follows:  any  single  lecture,  $1.00;  one  course 
in  one  department,  $5.00;  the  entire  course,  $15. 

Admission  for  both  members  and  nonmembers 
will  be  by  registration  card  only.  Registration 
can  be  made  by  application  to  the  Kings  County 
Medical  Society.  Registration  cards  will  be 
issued  in  advance  of  the  series  and  will  be  limited 
to  the  seating  capacity  of  the  room. 

Livingston  County 

Dr.  Albert  E.  Leach,  of  Mt.  Morris,  died  on 
September  8 at  the  age  of  seventy-three  follow- 
ing a coronary  occlusion.  Dr.  Leach  was  a 
graduate  of  New  York  Homeopathic  in  1891. 
He  was  in  active  practice  up  to  within  two  weeks 
of  his  death.  He  did  general  practice  and  was 
Health  Officer  of  Mt.  Morris  for  forty  years. 

The  regular  Annual  Meeting  of  the  Livingston 
County  Medical  Society  was  held  on  October  3 
in  Geneseo,  at  Big  Tree  Inn.  The  business 
meeting  with  election  of  officers  and  appoint- 
ment of  committee  chairmen  was  at  5 p.m. 
Dinner  was  served  at  6:30  p.m.  After  dinner 
Dr.  Joseph  B.  Loder,  our  guest  speaker  from 
Rochester,  discussed  “Common  Obstetrical  Com- 
plications.”— Reported  by  Alden  J.  Townsend, 
M.D.,  Secretary-Treasurer . 

Nassau  County 

The  October  meeting  of  this  Society  will  be 
held  at  the  Cathedral  House,  Garden  City,  on 
October  31. 

The  scientific  program  will  be  in  charge  of 
Dr.  Louis  C.  Kress,  Director,  Division  of  Cancer 
Control  of  the  State  Department  of  Health. 
Members  of  the  Nassau  County  Dental  Society 
and  many  prominent  laymen  have  been  invited 
to  attend  the  meeting  and  hear  Dr.  Kress 
explain  the  program  of  the  newly  instituted  Divi- 
sion of  Cancer  Control  and  discuss  the  present 
basis  for  hope  for  cancer  patients. 


In  the  afternoon  there  will  be  held  in  the  same 
place  a meeting  for  women  under  the  auspices  of 
the  Woman’s  Auxiliary  to  the  Nassau  County 
Medical  Society  and  the  Cancer  Committee,  and 
with  the  active  cooperation  of  the  women’s 
clubs  of  the  county.  This  meeting  will  also  be 
addressed  by  Dr.  Kress  and  by  Dr.  Norman 
Treves,  Consultant  to  the  Nassau  County  Tumor 
Clinic,  who  will  discuss  a paper  with  the  in- 
triguing title  "It’s  Your  Breast.”  At  both  the 
afternoon  and  evening  meetings  there  will  be  a 
display  of  educational  material. 

New  York  County 

Dr.  Walter  Clarke,  executive  director  of  the 
American  Social  Hygiene  Association,  has  been 
made  a knight  of  the  Legion  of  Honor. 

The  citation  was  made  for  his  work  with  the 
League  of  Red  Cross  Societies  and  other  interna- 
tional health  activities  in  which  the  French 
Government  is  interested,  as  well  as  for  service 
as  an  officer  in  the  A.  E.  F. 

The  official  presentation  was  held  in  the  office 
of  the  French  Consul  in  New  York. 

Dr.  E.  D.  Friedman  has  been  elected  President 
of  the  New  York  Neurological  Society  for  the 
year  1939-1940. 

Niagara  County 

Dr.  Victor  L.  Cohen,  of  Buffalo,  addressed 
the  Medical  Society  of  the  County  of  Niagara 
on  September  12,  in  the  Tuscarora  club,  Lock- 
port.  Dr.  Cohen  spoke  on  “Allergy”  with  par- 
ticular reference  to  the  management  of  the 
prevalent  ragweed-sensitive  patients.  Food  and 
other  allergies  also  were  discussed. 

Onondaga  County 

Dr.  Thomas  H.  Halsted,  of  Lyndon  Road, 
Fayetteville,  widely  known  Syracuse  physician 
and  medical  specialist,  has  announced  plans  to 
move  his  family  to  New  York  City,  where  he  will 
resume  the  practice  of  medicine  after  two  years 
in  retirement. 

Dr.  Halsted  is  a former  president  of  the  State 
Medical  Society.  In  practice  in  Syracuse  since 
1889  up  to  his  retirement  two  years  ago,  Dr. 
Halsted  is  a widely  known  specialist  in  laryngol- 
ogy and  otology. 

Dr.  Harry  J.  Bray  ton,  head  of  the  Onondaga 
County  Sanatorium  for  twenty-four  years,  from 
its  beginning  in  1915  till  his  retirement  last 
June,  died  on  September  20  at  the  age  of  fifty- 
eight. 

Ontario  County 

“Vitamins”  was  the  subject  of  a talk  by 
Dr.  W.  B.  Richards  of  the  Clifton  Springs 
Sanitarium  staff,  at  the  first  fall  meeting  of 
the  Canandaigua  Medical  Society  on  September 
14.  Dr.  Malcolm  R.  Blakeslee,  of  Shortsville, 
entertained  the  group  at  dinner  in  his  home,  the 
business  meeting  following. 

Dr.  James  F.  Maltman,  Canandaigua  physi- 
cian, has  been  appointed  medical  director  of  the 
Ontario  County  School  Hygiene  District,  suc- 
ceeding Dr.  John  A.  Crowther,  of  Honeoye,  who 
resigned  recently. 
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Queens  County 

The  fall  meeting,  outing,  and  dinner  of  the 
Associated  Physicians  of  Long  Island  was  held 
on  September  28,  at  Jamaica.  The  scientific 
program  was  provided  by  the  medical  staff  of 
the  Mary  Immaculate  Hospital,  Jamaica.  The 
program  for  the  day  was  as  follows:  12:30 

p.m.,  inspection  of  the  hospital;  1:00  p.m., 
luncheon  as  guests  of  the  hospital;  2:00  p.m., 
scientific  session:  1.  “Importance  of  Early 

Surgical  Diagnosis,”  Dr.  Frank  N.  Dealy; 
2.  “Coronary  Artery  Disease,”  Dr.  Goodwin 
A.  Distler;  3.  “Toxemia  of  Late  Pregnancy,” 
Dr.  James  P.  McManus;  4.  “Spina  Bifida,” 
Dr.  Benjamin  Shapiro;  5.  “Dentistry  in  a 
General  Hospital,”  Dr.  Joseph  Stahl;  4:00  p.m., 
executive  session;  6:30  p.m.,  dinner  at  the  Po- 
monok  Country  Club,  Kissena  Boulevard, 
Flushing. 

Rensselaer  County 

Dr.  Lebbeus  B.  Schneider,  who  died  at  his 
home  in  Troy  on  September  19,  at  the  age  of 
sixty-two  had  practiced  medicine  there  for 
over  forty  years. 

Saratoga  County 

The  October  meeting  of  the  Saratoga  County 
Medical  Society  will  be  held  October  26  at  the 
Metropolitan  Life  Insurance  Co.  Sanatorium  at 
Mt.  McGregor,  Saratoga. — Reported  by  M.  J. 
Magovern,  Secretary. 

Schenectady  County 

The  General  Electric  Company  invited  the 
membership  of  the  Schenectady  County  Medical 
Society  to  participate  in  the  following  program 
on  October  5:  2:00  p.m.,  tour  of  inspection 

through  factory,  followed  by  House  of  Magic 
show;  6:00  p.m. , dinner;  and  7:30  p.m.,  meeting 
with  General  Electric  officials  to  discuss  prob- 
lems of  mutual  interest. 

This  meeting  took  the  place  of  the  regular 
October  meeting. 

— Reported  by  Jos.  H.  Naumoff,  M.D.,  Secretary. 


Seneca  County 

The  regular  meeting  of  the  Seneca  County 
Medical  Society  was  held  at  Willard  on  October 
11.  The  program  was:  “Arthritis” — L.  M. 

Lockie,  M.D.,  Buffalo. 

“Arthritis  from  the  Orthopedic  View” — R.  D. 
Severance,  M.D.,  Syracuse. 

“Evaluation  of  Newer  Remedies  in  Arthritis” 
— T.  W.  Maloney,  M.D.,  Geneva. 

— Reported  by  D.  B.  Walker,  M.D.,  Secretary. 


Suffolk  County 

The  Suffolk  County  Medical  Society  will  meet 
at  the  Crescent  Club,  Huntington,  on  Wednes- 
day, Oct.  25. 


Tioga  County 

The  fall  meeting  of  the  Medical  Society  of  the 
County  of  Tioga  was  held  on  September  27  at 
1 p.m.  at  Fontainebleau  Inn,  on  Cayuta  Lake. 
The  speaker  was  Dr.  William  F.  Paine  of  the 
State  Institute  for  Cancer  at  Buffalo,  who  spoke 
on  “The  Microscope  in  Scientific  Crime  Detec- 
tion.” 

— Reported  by  I.  N.  Peterson,  M.D.,  Secretary. 


Westchester  County 

Mt.  Vernon  veterans  have  given  a resuscitator 
and  inhalator  to  the  city. 

Dr.  Wendell  R.  Ames,  of  Middletown,  at- 
tached to  the  State  Health  Department,  has 
become  acting  Health  Commissioner  of  Mount 
Vernon. 

He  will  take  over  the  department  during  the 
eight  months  Health  Commissioner  T.  A.  Jost 
will  spend  at  the  Public  Health  School  of  Har- 
vard University. 

Dr.  Thomas  A.  Manning,  of  New  Rochelle, 
who  died  on  September  5 at  the  age  of  seventy- 
five,  had  practiced  medicine  there  for  forty- 
two  years. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Siegfried  F.  Bauer 

60 

Wuerzberg 

September  2 

Manhattan 

James  H.  Borrell 

48 

Buffalo 

September  29 

Buffalo 

Harry  J.  Bray  ton 

58 

Syracuse 

September  20 

Syracuse 

Max  Bresler 

70 

P.  & S.  N.  Y. 

September  15 

Manhattan 

Eli  M.  Ellis 

30 

N.  Y.  Horn. 

June  20 

Brooklyn 

Glenn  R.  Ford 

46 

Syracuse 

September  9 

Endicott 

Isidor  B.  Goodman 

49 

Univ.  Pa. 

June  21 

Bronx 

Albert  E.  Leach 

73 

N.  Y.  Horn. 

September  8 

Mt.  Morris 

John  A.  Mogenhan 

45 

Buffalo 

June  2 

Rochester 

Lebbeus  B.  Schneider 

62 

Albany 

September  19 

Troy 

Loring  W.  Turrell 

30 

Yale 

September  15 

Smithtown  Branch 

The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Dear  Auxiliary  Members: 

I trust  that  you  have  had  a most  enjoyable 
summer  and  that  your  thoughts  are  now  turning 
toward  the  work  of  the  auxiliary. 

These  are  most  troublous  times  both  at  home 
and  abroad  and  there  will  doubtless  be  many 
demands  upon  our  time  and  our  purses,  but  do 
not  let  us  forget  that,  as  doctors’  wives,  it  is  our 
duty  to  help  uphold  and  preserve  the  best 
traditions  and  practices  of  organized  medicine. 

The  regular  Fall  Executive  Board  meeting 
will  be  held  October  17  and  18  in  Saratoga 


Springs  and,  at  this  time,  we  are  to  have  the 
great  pleasure  of  welcoming  as  members  of  our 
auxiliary  family  three  new  counties:  Sullivan, 
Erie,  and  Washington. 

Let  each  auxiliary  member  become  organiza- 
tion-minded this  year  so  that  New  York  State 
can  again  report  the  largest  increase  in  member- 
ship for  the  year  when  the  National  Convention 
meets  in  New  York  City  in  June,  1940. 

Won’t  you  all  help? 

Mary  T.  Towne,  President 


County  News 


Nassau  County 

The  first  autumn  meeting  of  the  Directors  of 
the  Woman’s  Auxiliary  to  the  Nassau  County 
Medical  Society  was  held  in  the  Nassau  Hospital 
auditorium  on  September  20.  It  was  reported 
that  extensive  work  has  been  done  by  the  Public 
Health  and  Public  Relations  committee  on  a 
most  interesting  program  for  our  Health  Institute 
which  is  to  be  held  in  the  spring. 

The  Woman’s  Auxiliary  is  working  in  close 
cooperation  with  the  County  Cancer  Committee 
headed  by  Dr.  Richard  Derby,  with  our  presi- 
dent, Mrs.  Luther  Kice  as  co-chairman,  on  a 
meeting  which  will  be  held  October  31  in  the 
Cathedral  House  at  Garden  City. 

At  the  auxiliary  meeting,  Tuesday,  September 
26,  Miss  Muriel  Bliss,  Chairman  of  the  Nassau 
County  Committee  on  Cancer,  was  guest  speaker. 

Saratoga  County 

A delightful  luncheon  was  enjoyed  by  the 
executive  committee  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Saratoga  County  last 
month  at  the  Glass  Restaurant  in  Schuylerville, 
guests  going  later  to  the  home  of  Mrs.  Thomas 
E.  Bullard,  acting  president. 

The  first  meeting  of  the  auxiliary  was  held  on 
October  3 at  8:00  p.m.,  at  the  home  of  Mrs. 
Duby  in  Schuylerville. 


Two  doctors  discussed  colds  and  pneumonia 
and  the  importance  of  hospitals  to  communities. 
Mrs.  Bullard  gave  her  reminiscences  as  a country 
doctor’s  wife  and  several  members  of  the  execu- 
tive committee  gave  news  items  of  interest  to  the 
medical  profession.  Musical  selections  con- 
cluded the  program. 

Sullivan  County 

An  organization  meeting  was  held  Tuesday 
evening,  June  21,  at  the  Lenape  Hotel  in  Liberty. 
It  was  well  attended  and  the  enthusiasm  shown 
augurs  well  for  the  success  of  this  auxiliary. 
Mrs.  Ralph  S.  Breakey  was  unanimously  chosen 
president.  The  meeting  was  followed  by  a 
delicious  buffet  supper. 

Washington  County 

In  conjunction  with  the  annual  picnic  of  the 
Washington  County  Medical  Society,  held  at  the 
Willard  Hotel,  Cleverdale  on  Lake  George, 
July  11,  a meeting  was  also  held  to  organize  a 
Woman’s  Auxiliary.  Washington  County  Medi- 
cal Society  was  one  of  the  first  counties  in  the 
state  to  organize  a county  medical  society,  and 
it  seems  most  fitting  that  so  early  in  the  auxiliary 
history  this  county  should  become  a member  of 
the  State  Auxiliary.  Mrs.  Royal  E.  La  Grange, 
of  Fort  Ann,  was  elected  president. 


HOUSEWIFELY  PHYSIC 

Dr.  Franklin  H.  Church,  of  Salem,  N.  J.,  has 
discovered  the  following  verses  written  by 
Thomas  Tusser,  an  English  farmer  who  was  born 
about  the  year  1523,  and  they  appear  in  the 
Journal  of  the  Medical  Society  of  New  Jersey. 
The  author  wrote  the  verses  about  the  year  1560, 
and  published  them  for  the  benefit  of  housewives. 
They  are  adapted  to  public  health  nurses  of  the 
present  day  in  giving  homely  advice  during  their 
visitations. 

HOUSEWIFELY  PHYSIC.  1550 
“Good  huswife  provides,  ere  a sickness  do  come. 
Of  sundry  good  things  in  her  house  to  have  some. 
Good  aqua  composita,  and  vinegar  tart, 
Rose-water  and  treacle,  to  comfort  thine  heart. 
Cold  herbs  in  her  garden,  for  agues  that  burn. 
That  over-strong  heat  to  good  temper  may  turn. 
White  endive  and  succory,  with  spinach  enow; 
All  such  with  good  pot-herbs,  should  follow  the 
plough. 


Get  water  of  fumitory,  liver  to  cool. 

And  others  the  like,  or  else  lie  like  a fool. 
Conserves  of  barbary,  quinces  and  such. 

With  syrups,  that  easeth  the  sickly  to  much. 
Ask  Medicus’  counsel,  ere  medecine  ye  take, 
And  honor  that  man  for  necessity’s  sake. 
Though  thousands  hate  physic,  because  of  the 
cost. 

Yet  thousands  it  helpeth,  that  else  should  be 
lost. 

Good  broth  and  good  keeping,  do  much  now 
and  then: 

Good  diet  with  wisdom,  best  comforteth  man. 
In  health,  to  be  stirring  shall  profit  thee  best; 

In  sickness,  hate  trouble;  seek  quiet  and  rest. 
Remember  thy  soul;  let  no  fancy  prevail; 

Make  ready  to  God-ward;  let  faith  never  quail: 
The  sooner  thyself  submittest  to  God, 

The  sooner  he  ceaseth  to  scourge  with  his  rod.” 
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Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


At  the  Soviet  Pavilion 


Russia’s  march  into  Poland  on  September  17 
did  not  prevent  a good  attendance  at  the 
Soviet  Pavilion  (World’s  Fair)  on  the  following 
day  by  medical  men  who  had  been  invited  to 
“a  discussion  on  Public  Health  in  the  Soviet 
Union”;  nor  were  any  unneutral  sentiments 
expressed.  Whatever  they  may  think  privately 
about  socialized  medicine,  the  visitors’  questions 
indicated  only  a courteous  interest  in  its  prac- 
tical exposition  in  Russia. 

Most  of  the  discussion  was  in  the  Russian 
language  and  took  place  between  the  lady  chair- 
man, Mrs.  P.  S.  Meyer,  and  a medical  visitor 
from  Moscow,  Dr.  A.  D.  Ochkin,  who  came  to 
this  country  for  the  recent  cancer  congress  at 
Atlantic  City.  Questions  asked  in  English 
were  translated  into  Russian,  answered  by  Dr. 
Ochkin  at  length  in  Russian,  and  then  a brief 
resume  of  the  answer  was  given  in  English. 
As  a result,  the  curiosity  of  the  audience  could 
not  well  be  appeased  in  the  short  time  available. 

Dr.  Ochkin  very  thoughtfully  refrained  from 
reading  his  opening  address  in  Russian;  it  was 
read  in  translation  only.  The  statistics  presented 
are  already  familiar  to  those  acquainted  with 
official  Soviet  literature*  and  deal  with  the  in- 
crease in  the  number  of  physicians,  hospitals, 
maternity  centers,  etc.,  and  the  decrease  in  mor- 
tality from  preventable  disease.  Russia's 
about-face  on  the  law  governing  abortion  was 
explained  on  the  ground  that  maternity  care  and 


the  general  welfare  have  now  advanced  to  a 
point  where  abortion  is  no  longer  necessary. 
They  have  even  advanced  to  the  point  where 
the  government  is  willing  to  subsidize  large 
families,  and  those  who  remained  to  see  the 
movies  enjoyed  a picture  of  a father  and  mother 
reading  an  official  reminder  to  “come  to  the 
bank  to  get  your  next  numerous  family  allow- 
ance.” 

Although  Dr.  Ochkin  modestly  refrained  from 
reference  to  his  own  specialty  of  cancer  surgery, 
the  group  was  naturally  anxious  to  learn  at 
first  hand  about  the  Russian  program  for  cancer 
control.  What  is  done  in  Russia  to  encourage 
early  diagnosis?  Apparently  no  more  than  is 
done  here — if  as  much.  The  doctor  knows  the 
people  in  his  district.  He  relies  apparently  on 
the  patient  complaining  of  symptoms.  It  is 
true  that  treatment  is  free,  but  “malingering” 
is  discouraged  by  the  most  effective  sort  of 
social  condemnation:  the  malingerer’s  name  is 
posted  with  his  selfish  record  on  the  bulletin 
board  at  the  factory.  It  is  easy  to  imagine  that 
a sensitive  person  would  wait  until  the  symp- 
toms were  pretty  serious  before  troubling  the 
doctor. 

But  it  may  be  that  imagination  misleads  me. 
It  may  be  that  in  the  Soviet  Union  they  really 
have  periodic  examinations  of  the  apparently 
well.  Difficulties  of  language  cramp  our  under- 
standing. 


Liquidating  the  Parrot 


The  Public  Health  Council  has  strengthened 
its  regulation  (No.  38)  prohibiting  impor- 
tation, breeding,  or  sale  of  psittacine  birds  by 
making  it  illegal  also  to  offer  these  birds  for 
sale.  The  amendment  comes  into  force  on  the 
first  of  October.  It  had  been  found  that  en- 
forcement of  the  old  regulation  was  difficult. 

The  parrot  has  been  condemned  because  it  is 
the  natural  reservoir  of  a virus  disease  which 
causes  serious  illness  in  man.  When  we  know 


more  about  virus  diseases,  shall  we,  I wonder,  dis- 
cover that  other  domestic  pets  also  are  natural 
reservoirs  and,  if  so,  how  far  shall  we  be  allowed 
to  go  in  liquidating  them?  Those  who  are  seri- 
ously concerned  about  preserving  our  pets  might 
well  interest  themselves  in  research  looking 
toward  active  immunization  against  the  viruses. 
This  may  turn  out  to  be  the  most  effective  pro- 
tection, although  so  far  it  has  not  been  too  suc- 
cessful, e.g.,  against  rabies  in  dogs. 


A Case  of  Diphtheria 


Pom  the  Homell  district  comes  a report  of  a 
somewhat  unusual  case  of  diphtheria.  The 
patient  was  65  years  of  age,  lived  alone,  and 
suffered  from  a severe  sore  throat.  In  this  emer- 
gency he  was  attended  by  a second  individual, 
63  years  of  age,  who  nursed  and  cared  for  him 


* See  Public  Health  Protection  in  the  U.S.S.R.  by 
Prof.  N.  Propper-Grashchenkov,  Assistant  People’s  Com- 
missar of  Public  Health,  Moscow,  1939. 


until  he  died  suddenly  of  dilatation  of  the  heart. 
Although  the  appearance  of  the  throat  was  not 
typically  diphtheritic,  swabs  were  taken  post- 
mortem and  virulent  diphtheria  organisms  were 
cultured.  The  nurse  also  contracted  diphtheria, 
was  given  antitoxin,  and  recovered. 

Now  that  the  incidence  in  the  preschool-age 
group  has  been  reduced  by  active  immunization, 
we  have  to  remember  that  diphtheria  may  occur 
at  any  age. 
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Red  Tape  Again 


The  State  Health  Department  considers  it 
worth  while  to  keep  an  “active  file”  of  every 
case  of  contagious  tuberculosis  in  each  district 
of  the  state.  This  file  is  fed  through  the  reports 
of  physicians  who  notify  cases  of  tuberculosis  as 
well  as  by  the  state  diagnostic  clinics,  but  also, 
to  be  kept  within  manageable  bounds,  it  must  be 
reduced  when  death,  removal,  or  recovery  has 
rendered  the  patient  no  longer  contagious.  It  is 
an  administrative  problem  to  maintain  such  a 
file  with  a minimum  of  red  tape. 

Recently  a district  health  officer  was  notified  by 
a city  welfare  department  that  an  individual  sup- 
posed to  have  tuberculosis  had  been  moved  by  the 
city  to  a neighboring  county  and  the  authorities 
in  this  county  intended  to  return  the  case  be- 
cause the  individual  was  tuberculous.  The  ac- 
tive file  showed  that  the  patient  had  been  re- 
ported as  tuberculous  by  a local  physician.  The 
matter  was  investigated  through  the  local  health 


officer  who  promptly  got  in  touch  with  the  welfare 
department  and  raised  the  question  of  removing 
the  case  of  tuberculosis  without  his  knowledge 
or  consent. 

The  welfare  department  in  its  own  defense 
pointed  out  that  they  had  information  from  the 
local  tuberculosis  sanatorium  that  the  patient 
was  not  tuberculous.  The  superintendent  was 
appealed  to  and  confirmed  this  evidence.  Ob- 
viously the  next  move  was  to  consult  the  attend- 
ing physician  who  had  reported  the  case  origi- 
nally as  a case  of  tuberculosis.  It  turned  out  that 
after  reporting  the  case  and  after  the  patient’s 
residence  at  the  sanatorium  the  physician  had 
satisfied  himself  that  the  case  was  not  tubercu- 
losis and  had  changed  his  diagnosis,  but  had  not 
informed  the  district  health  officer  of  the  change. 
A case  was  thus  eliminated  from  the  district 
files  but,  as  the  district  health  officer  says,  by 
“a  rather  roundabout  method.” 


‘BEHAVIOR  OF  A PHYSICIAN  TOWARD  HIS  PATIENT” 


This  was  discussed  by  Dr.  Max  Einhorn,  of 
New  York,  in  an  address  before  the  National 
Gastroenterological  Association  at  the  World’s 
Fair  on  May  31.  He  remarked  that  the  name 
“Physician”  means  “Naturalist,”  or  “one  acting 
according  to  the  demands  or  laws  of  nature,” 
and  went  on  to  say,  in  part: 

“Everyone  carries  in  his  system  all  the  healing 
powers  (or  remedies)  possible.  The  medical 
man  is  there  to  assist  nature  in  her  way  of  acting. 
We  arrive  in  this  world  unknowingly  and  leave 
it  in  the  same  way. 

“This  is  an  indication  that  we  should  keep  to 
this  arrangement,  i.e.,  nature  does  not  want  us 
to  know  of  our  arrival  or  departure  from  this 
world.  Every  living  being  is  made  welcome  to 
live  and  is  never  made  conscious  of  its  decease. 
That  is  the  way  fixed  by  nature,  and  we,  its  true 
disciples,  must  act  strictly  according  to  its  pre- 
cepts. The  question  now  arises:  ‘How  can  you 
adhere  to  this  principle  when  everybody  knows 
that  there  is  nothing  surer  than  death?’ 

“The  answer  is  that  each  patient  under  treat- 
ment must  not  be  made  aware  of  the  ultimate 
end  and  should  be  made  comfortable  until  he 
reaches  the  beyond. 

“For  a good  competent,  and  likable  physician 
I would  suggest  the  following  axioms: 

“1.  Think  twice  before  speaking. 

“2.  Never  use  harsh  words. 

“3.  Never  say  anything  that  may  worry  the 
patient  or  arouse  his  anxiety. 

“4.  In  answering  questions  as  to  his  ailment, 
you  can  tell  the  truth  when  dealing 
with  minor  ailments. 

“In  severe  ailments  you  should  use  expressions 
of  a mild  type  covering  conditions  of  the  diseased 
organ.  Thus,  for  ‘tuberculosis  of  the  lungs,’  say 
‘bronchitis,’  for  ‘heart  trouble’  use  the  expression 
‘circulation  of  the  blood  is  somewhat  disturbed.’ 


Whenever  there  is  ‘cancer’  present,  use  the  word 
‘ulcer  ’ and  say  that  it  is  curable,  either  by 
medical  treatment  or — whenever  an  operation  is 
indicated — by  a small  operation. 

“5.  With  regard  to  treatment  by  medicine 
or  by  any  other  means,  the  foremost 
principle  is:  ‘ Non  nocere ,’  or  look  out 
‘not  to  do  any  harm  ’ 

“6.  In  fatal  situations  it  is  forbidden  to  tell 
the  patient  the  truth.  For,  if  you  do, 
an  irreparable  harm  is  generally  done 
to  the  patient.  It  is  the  duty  of  the 
physician  to  keep  this  information 
from  his  patient  and  mask  the  situa- 
tion by  correct  handling  and  gentle 
words.  The  family,  however,  should 
always  be  informed  of  the  true  diag- 
nosis and  the  serious  outlook  of  the 
case  in  question. 

“7.  Never  apply  procedures  which  are  com- 
plicated and  hurtful  to  the  patient — if 
milder  forms  of  treatment  can  supplant 
them — unless  they  are  really  life  sav- 
ing. 

“8.  Always  be  agreeable  to  your  patient  and 
act  according  to  his  wishes. 

“9.  Never  contradict  your  patient,  even  if  he 
is  wrong  in  his  assertions,  and  smooth 
things  over,  so  that  he  believes  he  has 
gained  the  point.  For  contentment 
and  satisfaction  improve  the  general 
state  of  the  body,  while  anger  and  irri- 
tation lead  to  disturbances  of  the  har- 
monious functioning  of  the  organism. 

“10.  Never  refuse  a consultation  with  another 
practitioner,  if  patient  or  his  family  so 
desires. 

"11.  Always  arrange  to  carry  out  the  wishes 
of  the  patient  or  his  family  with  re- 
gard to  religious  rites.” 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Absence  of  Physician  at  Beginning  of  Delivery 


A physician  engaging  in  general  practice  was 
consulted  by  a young  married  woman  dur- 
ing the  early  stages  of  pregnancy  and  arrange- 
ments were  made  whereby  he  undertook  to 
deliver  her  and  render  to  her  the  necessary 
prenatal  and  postnatal  care. 

During  the  course  of  her  pregnancy  he  saw 
her  periodically  and  during  that  time  he  found  it 
necessary  to  carefully  prescribe  for  her  diet  and 
to  keep  her  in  bed  on  certain  occasions  because 
of  minor  complaints  which  developed. 

Finally  the  physician  received  word  by  tele- 
phone that  the  patient  had  entered  the  hospital 
agreed  upon  for  the  purpose  of  her  confinement. 
At  the  time  the  call  was  received  the  doctor  was 
taking  care  of  another  patient  and  as  soon  as  he 
finished  with  the  other  patient  he  went  directly 
to  the  hospital.  When  he  reached  there  he  found 
that  she  had  been  under  ether  for  about  twenty 
minutes  and  was  under  the  care  of  the  house 
physician.  He  completed  delivery  which  was 
made  without  any  trouble.  The  baby  turned 
out  to  be  an  immature  stillbirth,  the  size  of 
which  indicated  that  the  pregnancy  was  from 


six  and  one-half  months  to  seven  months 

Following  the  delivery  the  patient  remained  in 
the  hospital  for  about  ten  days  under  the  physi- 
cian’s care  at  the  end  of  which  time  she  was  dis- 
charged in  good  condition  so  far  as  her  womb, 
vagina,  and  general  health  were  concerned.  She 
never  returned  to  the  doctor  for  examination 
following  discharge  from  the  hospital. 

Subsequently  a malpractice  action  was  brought 
against  the  physician  charging  him  with  having 
neglected  the  case  and  abandoned  the  patient 
as  a result  of  which  she  claimed  to  have  sustained 
injuries  of  a very  vague  and  general  nature.  The 
action  was  predicated  upon  the  fact  that  the 
doctor  was  not  actually  present  at  the  hospital 
the  moment  that  the  delivery  was  com- 
menced. 

However,  it  appeared  that  the  plaintiff  was  un- 
able to  establish  any  sound  basis  for  the  action 
since  when  the  case  was  about  to  be  reached  for 
trial,  and  when  the  plaintiff’s  attorney  ascer- 
tained that  no  settlement  of  the  action  would  be 
made  on  behalf  of  the  doctor,  the  case  was  dis- 
continued. 


Insurance — Permanent  Disability 


A difficult  question  which  has  arisen  a num- 
ber of  times  was  recently  passed  upon  by 
the  courts  of  a mid-western  state  requiring  the 
determination  of  the  problem  of  when  the  law 
expects  an  individual  to  submit  to  the  perform- 
ance of  a surgical  operation.  * 

The  plaintiff  in  the  action  carried  with  the 
defendant  company  a policy  of  insurance  whereby 
it  agreed  to  pay  him  a stipulated  sum  in  the  event 
he  should  become  permanently  disabled.  The 
policy  defined  “Permanent  total  disability”  as 
“disability  caused  by  accidental  bodily  injury  or 
disease  which  totally  and  continuously  prevents 
the  insured.  . . from  performing  any  work  or 
engaging  in  any  occupation  or  work  for  wages  or 
profit.”  There  was  no  provision  in  the  policy 
which  by  its  terms  required  that  one  so  disabled 
should  submit  to  any  surgical  operation  in  order 
to  minimize  or  terminate  his  disability.  The 
policy  also  omitted  any  reference  to  insuring  only 
disabilities  which  are  incurable. 

The  plaintiff’s  action  was  brought  upon  the 
policy  to  enforce  the  payment  of  benefits  for 
disability  which  had  been  refused.  Upon  the 
trial  plaintiff  made  clear  that  he  had  in  fact  been 
injured  with  resultant  disability.  The  defendant 
at  the  close  of  plaintiff’s  testimony  contended 
that  plaintiff’s  right  to  hold  it  liable  should  be 
defeated  as  he  had  refused  to  submit  to  a surgical 
operation  to  aid  recovery  from  his  condition. 
The  defendant  offered  to  show  by  two  reputable 
orthopedic  specialists  that  the  plaintiff  was 
suffering  from  osteomyelitis  of  the  tibia  of  the 

* Pacific  Mutual  Life  Ins.  Co.  v.  Matz,  81  Pac.  (2nd) 
775. 


left  leg,  the  correct  method  of  treatment  for  which 
was  an  operation  for  the  removal  of  diseased 
bone,  which  would  be  performed  under  an 
anesthetic  with  little  pain  and  practically  no 
danger,  but  with  better  than  a ninety  per  cent 
chance  of  complete  recovery.  The  Trial  Court 
rejected  the  offered  testimony;  no  other  proof 
was  introduced  by  defendant  and  judgment  was 
entered  in  favor  of  the  plaintiff. 

The  defendant  appealed  substantially  pre- 
senting for  the  determination  of  the  Appellate 
Court  the  specific  question  as  to  whether  plain- 
tiff, as  a prerequisite  to  recovery  on  his  policy, 
was  required  to  undergo  a surgical  operation, 
and  risk  whatever  dangers  it  might  involve. 
That  Court  affirmed  the  ruling  of  the  Trial 
Court  quoting  from  an  earlier  decision  as  follows : 

“The  policy  does  not  purport  to  insure  merely 
against  incurable  disability,  but  against  total 
and  permanent  disability,  whether  curable  or 
incurable,  for  so  long  as  the  disability  continues, 
within  the  limit  fixed  by  the  policy.  Had  de- 
fendant at  the  time  of  the  issuance  of  the  policy 
desired  to  limit  its  liability  to  incurable  disa- 
bility only,  it  would  have  had  the  right  to 
have  done  so;  but  it  did  not  do  so,  and  we  can 
only  conclude  therefore  that  the  duty  to  submit 
to  an  operation  was  not  within  the  contempla- 
tion of  the  parties  when  the  contract  was  entered 
into. 

“It  may  in  all  probability  have  been  taken  for 
granted  by  the  parties  that  any  person  insured 
under  the  policy  would,  from  motives  of  self- 
protection and  self-preservation,  obtain  what- 
ever medical  or  surgical  treatment  his  particular 
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case  might  reasonably  require  and  his  purse 
permit,  but  this  matter  was  left  open  in  the 
contract.  It  was  a matter  which  the  employees 
of  the  lead  company  were  left  to  determine  for 
themselves,  and  if,  through  apprehension,  finan- 
cial embarrassment,  or  for  any  other  cause,  an 
employee  sustaining  a disability  otherwise  com- 
pensable under  the  policy  should  determine  not 
to  submit  himself  to  an  operation  in  order  to 
relieve  against  the  disability,  his  refusal  could 
avail  defendant  nothing,  since  he  is  under  no 
contractual  obligation  to  so  submit  and  thereby 
incur  expense  and  risk  his  life  so  that  defendant 
might  be  relieved  of  its  liability  to  him  under 
the  policy.” 

It  is  interesting  to  note  that  a few  years  ago  a 
similar  case  presented  to  the  courts  of  New  York 
State  led  to  a different  result.*  In  that  case  the 
plaintiff,  a butcher  thirty-seven  years  of  age, 
sustained  a large  irreducible  right  inguinal  her- 
nia. According  to  the  proof  his  duties  at  his 
trade  required  his  lifting  heavy  pieces  of  meat, 
and  the  injury  prevented  him  from  engaging  in 
such  activities,  or  in  fact  from  standing  on  his 
feet  for  any  length  of  time.  His  physician  had 
advised  operation  and  he  had  refused.  His  own 
doctor,  it  seems,  testified  that  in  his  opinion  a 

♦Finkelstein  v.  Metropolitan  Ins.  Co.  151  Misc.  113, 
152  Misc.  439,277  N.  Y.  S.  938. 


prudent  man  would  have  submitted  to  the  opera- 
tion. There  was  also  testimony  that  the  pro- 
posed operation  was  successful  in  a high  percent- 
age of  cases,  though  involving  some  risk  of  fail- 
ure, but  that  without  operation,  the  hernia 
would  become  progressively  worse,  and  eventu- 
ally might  cause  death.  Upon  the  trial,  the 
Court  ruled  that  the  plaintiff  was  under  no  duty 
or  obligation  to  undergo  an  operation  for  the 
repair  of  the  hernia,  and  judgment  was  awarded 
against  the  insurance  company. 

The  defendant  appealed  to  the  Appellate 
Term  of  the  Supreme  Court,  and  that  Court 
reversed  the  ruling  of  the  Lower  Court  with  a 
brief  opinion  as  follows : 

“Inasmuch  as  the  insured’s  doctor  advised  him 
to  submit  to  an  operation  for  hernia,  and 
testified  that  in  his  opinion  a prudent  man 
would  have  followed  that  advice,  it  cannot  be 
held  that  the  condition  from  which  the  assured 
was  suffering  constituted  a total  and  permanent 
disability  within  the  meaning  of  the  policy.  See 
Pallini  v.  B.  M.  T.  Corp.  215  App.  Div.  430  (a 
compensation  case).” 

That  decision  in  favor  of  the  defendant  was 
carried  upon  a further  appeal  to  the  Appellate 
Division  of  the  Supreme  Court,  and  that  court 
finally  affirmed  the  Appellate  Term’s  ruling  but 
in  doing  so,  wrote  no  opinion. 


“MURDER  BY  DISEASE” 

The  Journal  of  Criminal  Psychopathology  is  a 
new  publication,  issued  at  the  Woodbourne 
Institution  for  Defective  Delinquents,  New  York 
State  Department  of  Correction.  Dr.  Vernon 
C.  Branham,  the  Superintendent,  is  editor.  In 
the  first  issue  Dr.  Branham  reviews  a striking 
article  on  “Murder  by  Disease”  in  Annales  of 
Medical  History.  It  gives  a brief  resume  of  the 
biographies  of  four  Russian  physicians  who  were 
prevailed  upon  to  utilize  their  medical  knowledge 
for  the  elimination  of  enemies  of  the  Soviet  State. 
Levin,  the  most  active  of  the  group,  was  born  in 
the  lower  middle  class.  In  1920  he  was  trans- 
ferred to  the  Kremlin  Hospital  and  many  officials 
of  the  Soviet  Government  came  under  his  care. 
He  never  took  an  interest  in  politics  but  became 
involved  in  the  crime  of  murder  through  the 
intercession  of  others.  The  second  physician, 
Pletnev,  had  been  previously  convicted  of 
criminal  assault  on  a woman  patient.  His 
scientific  attainments  were  so  high,  however,  that 
he  was  able  to  live  down  his  disgrace.  Even 
after  his  imprisonment  he  was  permitted  to  have 
free  access  to  medical  literature  and  thus  suc- 
ceeded in  writing  a monograph  twelve  pages  long. 
The  third  member  of  the  group,  Kazahov,  was 
perhaps  the  most  gifted  of  the  three.  He  finally 
became  head  of  the  Institute  for  Research  in 
Lysate  Therapy  (glandular  extracts),  a very 
large  laboratory  and  clinic.  His  self-seeking 
attitude  and  the  use  of  his  official  position  to 
demean  his  colleagues  made  him  somewhat 


ostracized.  The  fourth  member  of  the  group 
Kazakov,  died  during  the  course  of  the  investi- 
gation. He  played  a small  role  only  in  the 
affair. 

During  the  years  1932-1934  an  opposition 
group  against  the  prevailing  Soviet  Government 
came  into  being.  Among  a number  of  prominent 
men  involved,  Maxim  Peskov,  the  son  of  the 
great  writer  Gorky,  stood  out.  While  he  was  of 
poor  physique,  a chronic  alcoholic,  and  a moral 
weakling,  he  had  a certain  following  because  of 
his  father’s  fame.  The  vice  chairman  of  the 
Soviet  Secret  Service  prevailed  upon  Dr.  Levin 
to  bring  about  the  death  of  Peskov  through  im- 
proper treatment  for  an  attack  of  pneumonia. 
The  other  physicians  entered  the  case  as  con- 
sultants. Two  other  victims  were  removed  by 
similar  methods  after  repeated  pressure  had  been 
brought  upon  the  physicians  by  the  police.  In 
this  case  a cardiac  condition  became  aggravated 
by  improper  treatment.  Finally,  the  writer 
Gorky  became  an  object  of  their  attack  but  his 
essentially  rugged  constitution  enabled  him  to 
withstand  excessive  medication  for  some  time. 
Upon  his  death  an  official  investigation  by  a 
Commission  of  Medical  Experts  resulted  in  a 
conviction  of  all  three  offenders.  The  author 
calls  attention  to  the  fact  that  this  is  a new 
chapter  in  the  history  of  medical  crime.  Some 
of  the  easily  detected  methods  of  poisoning  were 
avoided  through  a technic  of  improper  medica- 
tion. 


Hospital  News 

Emergency  Hospital  Flying  Squads 


The  Department  of  Hospitals  of  New  York 
City  has  started  the  organization  of  an 
emergency  corps,  equipped  to  render  swift  aid 
on  a large  scale  in  case  of  disaster,  such  as  the 
Wall  Street  bomb  explosion  of  September  16, 
1920,  in  which  30  persons  were  killed  and  100 
or  more  injured. 

The  Bellevue  Hospital  unit,  with  thirty-seven 
physicians  and  several  hundred  nurses  partici- 
pating as  volunteers,  was  established  by  an  order 
issued  on  September  9 by  Dr.  W.  F.  Jacobs, 
medical  superintendent  of  the  institution.  The 
unit  is  ready  for  service  at  any  hour  of  the  day  or 
night,  with  a motor  bus  in  readiness  in  the 
hospital  garage  to  take  physicians,  nurses,  and 
surgical  supplies  to  the  scene. 

Twelve  physicians  and  twelve  nurses  will  be 
subject  to  such  emergency  call  in  each  eight-hour 
period.  Emergency  supplies,  including  sterile 
drums  stocked  with  bandages,  splints,  instru- 
ments, and  drugs,  have  been  stored  in  a room 
adjacent  to  the  main  emergency  room  of  the 
hospital  and  are  to  be  kept  there  in  readiness  for 
instant  use. 

The  call  for  the  emergency  corps  will  be  issued 
by  Dr.  Adam  Eberle  or  Dr.  Edward  Bernecker, 
general  departmental  medical  superintendents. 


The  hospital  switchboard,  on  receipt  of  the  call,  is 
to  notify  at  once  the  chief  corps  physician  and 
the  chief  corps  nurse  on  duty  at  the  time.  On 
the  even  days  of  the  month  Dr.  Frank  Nobiletti 
will  be  on  duty  as  chief  corps  physician  and  on 
the  odd  days,  Dr.  Sidney  Lyons.  Miss  Godfrey 
will  be  acting  as  chief  corps  nurse  from  4 p.m. 
to  midnight;  Miss  Furman,  from  midnight  to 
8 a.m.  and  Miss  Chamberlain  and  Miss  Weddigge 
will  share  the  duty  from  8 a.m.  to  4 p.m. 

The  bus  driver  on  duty  and  the  nurse  in 
charge  of  the  hospital’s  emergency  ward  also  will 
be  notified  by  the  switchboard  operator.  The 
chief  corps  physician  and  the  chief  corps  nurse 
will  assemble  their  respective  staffs  at  the  garage, 
to  which  the  necessary  supplies  will  have  been 
sent  by  the  nurse  in  charge  of  the  emergency 
ward. 

Miss  Blanche  Edwards,  head  of  the  Bellevue 
Hospital  Nurses’  Training  School,  arranged  for 
the  participation  of  nurses  in  the  plan.  Miss 
Godfrey  is  acting  as  director  of  the  emergency 
corps  nurses. 

Similar  emergency  corps  of  doctors  and  nurses, 
to  act  as  “Home  Defense  Corps”  in  case  of  a 
major  disaster,  are  being  formed  in  Kings 
County  Hospital  and  other  city  institutions. 


Great  Improvement  in  Obstetrics  in  General  Hospitals 


A few  years  ago  Dr.  Joseph  B.  DeLee,  Paul  de 
Kruif , and  others  were  engaged  in  a violent 
attack  upon  all  general  hospitals  that  accepted 
maternity  patients.  The  data  they  published 
appeared  to  indicate  that  maternal  mortality 
was  unduly  high  in  such  institutions.  The  infer- 
ence was  even  drawn  by  some  writers  that  the 
general  hospitals  were  themselves  largely  re- 
sponsible for  the  high  maternal  mortality  in  this 
country. 

Undoubtedly  there  was  a core  of  truth  in  the 
statements,  remarks  the  editor  of  the  Modern 
Hospital.  Some  general  hospitals  did  accept 
women  for  delivery  without  having  the  proper 
physical  facilities  or  staff  organization  to  assure 
protection  to  these  women  from  the  infective 
hazards  to  be  found  in  any  general  hospital. 
Looking  back  upon  the  developments  of  the  last 
five  years,  we  may  now  feel  grateful  to  DeLee  and 
his  followers  for  their  overstatements. 

The  criticism  has  resulted  in  tremendous  im- 
provements. In  an  article  entitled,  “An  Ob- 
stetric Audit,”  which  appeared  in  the  Journal  of 
the  American  Medical  Association  for  July  29, 
Dr.  Scott  C.  Runnels,  secretary  of  the  Hospital 
Obstetric  Society  of  Ohio,  reviews  a mass  of 
evidence  on  the  present  state  of  obstetric  care. 
He  concludes  that  obstetrics  in  the  United 


States  has  been  making  decided  and  accelerated 
strides  in  the  reduction  of  maternal  mortality 
and  that  the  hospitalization  of  women  for  de- 
livery in  well-run  hospitals  has  played  an  im- 
portant part  in  achieving  this  reduction.  The 
puerperal  death  rate  per  thousand  live  births  has 
fallen  from  6.19  in  1933  to  4.89  in  1937,  a reduc- 
tion of  21  per  cent  in  four  years. 

Dr.  Runnels  gives  a substantial  share  of  the 
credit  for  the  improvement  in  obstetric  practice 
to  the  increased  percentage  of  deliveries  in 
hospitals  and  to  the  growing  sense  of  respon- 
sibility felt  by  hospitals  for  the  character  of  work 
being  done  within  their  walls. 

The  two  most  important  safeguards,  in  Dr. 
Runnels’  opinion,  are:  (1)  that  the  hospital 

maintain  proper  obstetric  regulations,  especially 
isolation  of  the  department,  as  outlined  by  the 
American  Hospital  Association;  and  (2)  that  the 
hospital  have  a proper  staff  organization,  in- 
cluding a chief,  with  power  to  enforce  consulta- 
tion for  all  questionable  conditions. 

That  there  is  still  much  ground  to  be  gained  is 
indicated  by  Dr.  Runnels’  final  statement  that 
“if  obstetric  conditions  were  as  favorable  over 
the  entire  United  States  as  are  those  existing 
today  in  a quarter  of  the  country,  there  would  be 
an  annual  saving  of  2,500  lives.” 


Operating-Room  Explosions 


The  frequency  of  explosions  of  respiratory 
anesthetics  occurring  in  hospital  operating 
rooms  is  a matter  of  growing  concern  to  both 
surgeons  and  hospital  administrators.  In  recent 
months,  we  are  told  by  Hospitals  (Chicago),  no 


less  than  five  explosions,  attended  with  severe 
injury  or  loss  of  life,  have  been  reported  in 
hospitals,  all  due  to  a static  spark. 

The  highly  explosive  nature  of  some  of  our 
anesthetic  gases,  including  cyclopropane,  ethyl- 
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ene,  or  ether  combinations,  increases  the  hazards 
of  accidents  over  the  dangers  of  anesthetic  gases 
in  use  several  years  ago. 

Too  great  dependence  must  not  be  placed  on 
metallic  grounding,  we  are  warned.  Such  ground- 
ing protects  only  the  piece  of  apparatus  actually 
grounded,  and  may  actually  increase  the  hazard 
if  brought  near  to  any  ungrounded  object  or 
person  that  may  be  a source  of  accumulated 
static.  Surgeons,  nurses,  other  personnel,  or 
rubber-shod  equipment  can  accumulate  static 
capable  of  producing  an  electric  spark.  In  one 
of  the  five  recent  operating-room  explosions,  the 
investigation  placed  the  responsibility  on  static 
developed  by  friction  of  the  anesthetist’s  cloth- 
ing on  the  rubber  cushion  of  his  chair. 

It  is  generally  accepted  that  a relative  humi- 
dity of  60  per  cent  provides  adequate  protection 
against  the  accumulation  of  static,  and  many 

Health  Examinations 

The  old  adage  that  the  cobbler’s  children  have 
no  shoes  applies  very  well  indeed  to  health 
examinations  for  hospital  employees,  observes 
Dr.  Lucius  R.  Wilson,  superintendent  of  John 
Sealy  Hospital,  Galveston,  and  chairman  of  the 
Council  on  Hospital  Planning  and  Plant  Opera- 
tion of  the  American  Hospital  Association,  in  a 
paper  now  published  in  Hospitals  (Chicago). 
This  paper  was  presented  at  the  American 
Hospital  Association  Convention,  Dallas,  Texas, 
September  26,  1938.  Very  few  hospitals  have  a 
carefully  worked  out  and  organized  department 
for  the  health  of  their  employees.  This  is  most 
peculiar  when  we  consider  that  hospitals  strive 
to  be  the  one  agency  of  each  community  to 
which  the  population  can  turn  for  aid  in  their 
health  problems.  Criticism  can  be,  and  justly 
should  be,  directed  to  hospitals  for  their  laxity 
in  caring  for  the  health  of  their  own  personnel 
while  attempting  to  dispense  health  services  to 
every  other  citizen  in  the  community. 

Some  hospitals  make  no  attempt  to  have  a 
health  program  for  their  employees,  and  depend 
entirely  on  the  ability  of  the  employee  to  find  a 
staff  member  with  patience  enough  and  time 
enough  to  listen  to  the  employee’s  complaints  and 
prescribe  something  to  alleviate  the  described 
symptoms.  Such  a health  program  is  practically 
useless.  Other  hospitals  depend  on  the  resident 

Newsy 

Mayor  F.  H.  LaGuardia  placed  the  cornerstone 
of  the  Tremont  Health  Center,  1826  Arthur 
Avenue,  the  Bronx,  on  September  18,  after  a 
speech  in  which  he  said  that  the  services  per- 
formed in  public  health  centers  did  not  infringe 
on  the  work  of  doctors  in  private  practice. 

The  Mayor  said  that  public  health  officers 
had  to  apply  themselves  to  such  problems  as 
prevention  of  illness,  control  of  contagious  dis- 
eases, and  sanitary  inspection,  and  that  doctors 
in  private  practice  did  not  have  the  necessary 
training  for  such  work. 

In  introducing  the  Mayor,  Dr.  John  L.  Rice, 
Health  Commissioner,  remarked  that  the  Tre- 
mont district  enjoyed  a low  death  rate  from 
diphtheria. 

“Some  people  may  inquire,”  the  Mayor  said, 
“why  we  want  to  build  a health  center  in  a dis- 
trict which  has  a high  health  standard  and  low 


hospitals  are  now  installing  air  conditioning  ap- 
paratus for  this  purpose.  However  well  in- 
stalled, the  effectiveness  of  air  conditioning  de- 
pends on  how  carefully  it  is  controlled  to  main- 
tain the  proper  degree  of  humidity  and  sufficient 
air  movement  to  prevent  undue  concentration 
of  the  explosive  gases. 

Investigators  are  studying  methods  of  install- 
ing absorbers  and  protective  screens  around  the 
anesthetic  machines  and  the  anesthetic  field, 
which  will  greatly  reduce,  if  not  entirely  elimi- 
nate, the  spark  hazard. 

Certain  it  is  that  the  inflammable  anesthetics 
are  here  to  stay.  Even  nitrous  oxide  ether  is 
inflammable  in  certain  mixtures,  and  the  hospital 
which  does  not  take  adequate  means  to  control 
the  ignition  hazards  of  the  operating  room  is 
not  “exercising  due  care  and  diligence”  in  the 
protection  of  its  patients. 

for  Hospital  Employees 

staff  and  the  outpatient  department  to  care  for 
the  employees.  This  results  in  somewhat  better 
care  but  is  time-consuming,  as  the  employees 
must  await  the  convenience  of  the  resident 
physician  or  await  their  turn  in  the  outpatient 
department.  This  method  has  the  distinct 
disadvantage  of  not  keeping  a complete  record  of 
the  illness  and  examination  of  each  employee. 

The  best  method,  but  unfortunately  the  one 
less  frequently  adopted,  is  to  have  one  physician 
assigned  this  duty  and  provided  with  an  office 
in  the  hospital  in  which  he  can  see  employees  at  a 
definite  hour  each  day.  This  hour  should  be 
early  in  the  morning,  preferably  between  eight 
and  nine  o’clock,  so  that  night  employees  going 
off  duty  can  be  seen  without  waiting  too  long 
and  day  employees  can  be  seen  as  they  report 
for  duty  or  shortly  thereafter.  If  an  emergency 
arises  he,  of  course,  is  expected  to  be  available. 

A prospective  new  employee,  before  assuming 
his  duties,  should  be  referred  to  the  health  office 
for  a complete  physical  examination.  A file  of 
all  employees’  health  records  should  be  kept  in 
the  physician’s  office. 

Physical  examinations  should  be  repeated  each 
year.  If  this  is  done  minor  conditions  which  in 
time  might  prove  serious  can  be  checked.  This 
will  protect  the  employee  and  spare  the  hospital 
the  expense  of  hospitalization  at  a later  date. 

Notes 

death  rate.  The  answer  is  the  real  definition  of  a 
health  center.  Its  function  is  not  to  cure,  but  to 
prevent  people  from  getting  sick.  Here  we  have 
a healthy  district.  That  is  all  the  more  reason 
for  keeping  the  district  healthy  and  not  delaying 
until  the  district  becomes  affected  by  contagious 
diseases.  People  of  healthy  districts  are  just  as 
much  entitled  to  health  centers  as  people  in 
districts  where  the  health  standards  are  low.” 

The  four-story  center,  which  is  being  built  by 
the  Department  of  Public  Works,  will  open  next 
May. 


Local  newspapers  give  large  headlines  to  what 
they  call  a hospital  “blackout”  for  the  Mayor  of 
North  Tona wanda,  who  is  reported  to  have  tried 
to  interfere  drastically  in  the  management  of  the 
De  Graff  Memorial  Hospital  there.  A referee  of 
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the  Supreme  Court,  in  a decision  on  September  2, 
holds  that  he  acted  in  “an  arbitrary,  capricious, 
and  unreasonable  manner”  in  refusing  to  appoint 
to  the  hospital  board  persons  legally  designated, 
and  in  trying  to  remove  hospital  trustees,  the 
superintendent,  and  others.  He  is  enjoined  to 
appoint  the  designated  board  members  and  not 
to  interfere  further.  The  physicians  of  the  Twin 
City  Academy  of  Medicine  had  vigorously  op- 
posed the  Mayor’s  attempted  “purge,”  as  it  is 
called.  The  Mayor  says  he  will  appeal  the  case, 
but  the  North  Tona wanda  Evening  News  com- 
ments that  he  “can  scarcely  expect  any  change 
even  if  he  should  appeal.” 

The  New  York  Junior  League’s  Hospital 
Libraries  course,  which  for  several  years  has 
served  14  city  hospitals,  will  be  opened  this  year 
to  volunteers  from  92  hospitals  represented  by 
the  metropolitan  United  Hospital  Fund.  Since 
the  league  cannot  supervise  library  service  for 
all  these  hospitals,  the  training  course  to  volun- 
teers will  be  given  twice  weekly  from  October  24 
to  December  12  at  the  league  clubhouse. 

Lecturers  will  include  Dr.  Edward  Allen,  of 
New  York  Hospital;  Miss  Jennie  Flexner,  readers 
adviser  for  the  New  York  Public  Library,  and 
John  McCormack,  president  of  the  Hospital 
Administrators  Association. 

“Our  young  women  are  not  content  with 
merely  collecting  and  distributing  books,  push- 
ing book  carts  around  hospital  wards,  mending 
and  rebinding  worn  books,”  said  Mrs.  A.  Victor 
Charbonnier,  chairman  of  the  league’s  hospital 
libraries  committee.  “They  want  to  inform 
themselves  more  adequately  on  book  needs  and 
book  service  so  that  they  can  make  the  personal 
contact  between  book  and  patient  truly  vital 
and  worth  while.” 


More  than  thirty  superintendents  and  assist- 
ants of  hospitals  attended  a luncheon  meeting  of 
the  Northeastern  New  York  Hospital  Association 
on  September  14,  in  the  Glens  Falls  Hospital  as 
guests  of  Miss  Rose  Q.  Strait,  superintendent  of 
the  hospital.  Miss  Clara  F.  Sinclair,  superintend- 
ent of  the  Saratoga  Hospital,  and  president  of 
the  association,  was  in  charge. 

The  luncheon  was  directed  by  Miss  Gladys 
Hedman,  dietitian,  and  the  visitors  later  in- 
spected the  new  local  hospital. 

Originally  scheduled  to  start  in  midsummer, 
construction  of  the  Contagious  Disease  Hospital 
on  North  Brother  Island,  New  York  City,  will  be 
postponed  “several  months,”  according  to  in- 
formation received  by  the  Bronx  Board  of  Trade 
from  the  Department  of  Hospitals  and  made 
public  by  William  E.  Matthews,  executive  sec- 
retary. Delay  in  demolishing  buildings  on  the 
site  of  the  proposed  hospital  structure  is  re- 
sponsible for  the  postponement  of  construction 
work,  it  was  explained. 

The  National  Cancer  Institute  of  the  United 
States  Public  Health  Service,  after  consultation 
with  state  departments  of  health,  has  recom- 
mended that  about  8V2  grams  of  government- 
owned  radium  be  lent  to  various  hospitals  in 
twenty  states  and  the  Territory  of  Hawaii. 


The  Cancer  Institute  bases  its  approval  for  the 
loan  of  the  radium  upon  the  need  for  radium, 
upon  the  staff,  and  upon  the  adequacy  of  facili- 
ties for  radium  treatment.  Approximately 
1,300  milligrams  of  radium  have  not  yet  been 
allotted,  and  applications  for  loans  will  con- 
tinue to  be  considered. 

Institutions  receiving  the  government-owned 
radium  have  to  agree  to  make  no  charges  to  the 
patients  for  its  use  and  to  meet  high  standards 
regarding  the  personnel. 

A Hospital  Prayer 

Located  in  the  metropolis  of  Pennsylvania’s 
anthracite  region,  surmounted  by  its  mountain 
ranges,  and  founded  by  practical  philanthro- 
pists among  a kindly  people,  is  Reading  Hos- 
pital, which  has  served  its  community  for  more 
than  fifty  years  in  every  way  that  a good  hos- 
pital can  serve,  says  Hospitals  (Chicago).  This 
is  the  Prayer  of  Reading  Hospital : 

Our  Prayer 

May  the  tall  tower  surmounting  these  great 
buildings  be  a call  to  all  the  people  to  “come 
and  use  your  hospital.” 

As  suffering  levels  all  ranks,  so  distinction 
vanishes  on  the  bed  of  pain. 

May  the  blessings  of  this  institution  descend 
like  gentle  rain  on  the  afflicted  of  the  community. 

Let  unselfish  and  earnest  devotion  to  duty 
be  our  aim  every  minute,  night  and  day. 

True  hospital  service  recognizes  no  social 
distinctions.  The  sole  purpose  is  to  still  the 
cry  of  agony  and  ease  the  pangs  of  pain. 

Let  the  sufferer  enter  with  hope  and  leave 
with  health.  That  is  medicine’s  greatest  wealth. 

Giving  the  benefit  of  knowledge  as  far  as 
known  is  our  duty,  extending  that  knowledge  a 
little  further,  is  our  hope. 

With  clear  eye  and  clean  heart  may  we  meet 
the  needs  which  prompted  this  great  commu- 
nity to  sacrifice  that  this  haven  could  be  estab- 
lished. 

Theme  Songs  for  Hospital  People 

Superintendent:  “No,  No,  a Thousand  Times 

No!” 

Social  Service  Worker:  “Nobody  Knows 

the  Trouble  I’ve  Seen” 

Dietitian:  “Yes,  We  Have  No  Bananas” 
Anesthetist:  “Good  Night,  Sweetheart” 
Discharged  Patient:  “There’s  No  Place  Like 

Home” 

Resident  Staff:  “The  Stein  Song” 

Cashier:  “I  Can’t  Give  You  Anything  But 

Love,  Baby” 

— Modern  Hospital 

Lots  of  hospitals  conduct  public  tours  of  the 
institution.  Recently  the  editor  of  The  Modern 
Hospital  ran  into  a new  twist  for  this  idea. 

Dr.  John  Gorrell,  of  Blodgett  Memorial  Hos- 
pital, Grand  Rapids,  Michigan,  believes  that  if 
hospital  tours  are  interesting  and  valuable  to 
the  public  they  can  be  just  as  interesting  and  even 
more  valuable  to  members  of  the  hospital’s  own 
staff.  So  Dr.  Gorrell  and  his  assistant,  Ronald 
Yaw,  are  taking  the  entire  personnel  through 
the  institution  in  groups  of  from  four  to  eight 
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at  a time.  The  student  nurses  are  scheduled 
for  trips  within  two  months  of  the  opening  of 
the  term.  It  is  surprising  how  many  hospital 
employees  are  unfamiliar  with  some  aspects  of 


the  institution’s  departments  and  their  work. 

The  tour  is  carefully  planned,  and  in  each 
department  some  interesting  piece  of  equip- 
ment is  actually  demonstrated. 


Improvements 


A movement  is  on  for  a city  hospital  in  the 
southern  section  of  Queens  County,  backed  by 
the  Queens  Southside  Allied  Association. 

Glenridge  Sanitarium,  the  150-bed  Schenec- 
tady County  Tuberculosis  hospital  located  five 
and  one-half  miles  north  of  Schenectady  on 
Glenridge  Road,  has  recently  installed  a power- 
ful new  x-ray  unit  which,  together  with  the  in- 
stitution’s present  x-ray  equipment,  provides 
the  staff  with  diagnostic  facilities  comparable  to 
that  available  at  the  largest  sanitariums. 


With  the  installation  of  new  apparatus  under 
a $4,000  project  for  equipment  and  renovation 
of  its  x-ray  department.  Corning  Hospital 
officials  declare  that  for  x-ray  work  the  institu- 
tion ranks  with  the  best  in  the  Southern  Tier. 


The  McCarty  Hospital  at  Ballston  Spa  has 
added  a large  annex. 


The  Stevens  Hospital  at  Granville  contem- 
plates extensive  remodeling  and  renovation. 


HOW  SOCIALIZED  MEDICINE  WORKS 

“How  does  socialized  medicine  work?  I had 
a friend  who  made  a personal  investigation  of  it 
in  England.  He  visted  a panel  doctor,  as  they 
are  called,  a doctor  paid  by  the  state  who  has 
100  or  200  families  under  his  care.  After  lunch 
the  doctor  invited  him  into  his  office.  There 
were  21  patients  there. 

“ 'How  many  of  you  have  a cough?’  asked  the 
doctor. 

Seven  said  they  had. 

“ ‘How  long  have  you  had  it?’  the  first  patient 
was  asked. 

“ ‘About  a week.’ 

“ ‘Then  take  this,  a teaspoonful  every  hour,’ 
said  the  doctor  as  he  handed  him  a bottle.  The 
other  six  also  were  given  a bottle  each. 

“ ‘How  many  of  you  have  rheumatism?’ 

“Another  group  stepped  out  and  after  a ques- 
tion or  two  were  given  medicine. 

“The  doctor  took  care  of  all  21  patients  in  about 
an  hour.  . . . and  that’s  the  way  socialized 
medicine  works. 


“No  such  doctor  has  any  great  interest  in  his 
patients  and  no  interest  in  research  and  study 
that  would  advance  medical  science. 

“To  have  socialized  medicine  in  this  country 
it  is  estimated  about  5 per  cent  of  every  man’s 
wages  would  have  to  be  taken  out  of  his  pay 
envelope.  That  would  mean  about  $100,000,000 
a year. 

“I  said  to  Senator  Wagner:  ‘Do  you  realize  it 
would  cost  our  own  state  of  New  York  about 
$67,000,000  a year,  and  we  are  having  trouble 
balancing  the  budget  now?’ 

“ ‘We  could  get  it,’  the  Senator  said. 

“We  doctors  would  rather  starve  than  to  lose 
our  liberty  of  action,  and  yours,  and  to  see  our 
profession  brought  down  to  a sordid  level  where 
somebody  in  Washington  will  tell  us  what  pa- 
tients we  must  serve  and  how.  We,  like  you, 
prefer  to  be  masters  in  our  own  house.” 

— Arthur  W.  Booth,  M.D.,  Address  before  Elmira 
Kiwanis  Club 


NEW  YORK  COUNTIES  AND  CITIES  WIN  HEALTH  AWARDS 


Two  counties  and  four  cities  of  New  York 
State  have  received  awards  in  the  1938  city 
and  rural  health-conservation  contests  spon- 
sored by  the  United  States  Chamber  of  Com- 
merce in  cooperation  with  the  American  Public 
Health  Association. 

Cattaraugus  County  won  first  award  and 
Cortland  County  an  award  of  merit  among  the 
competing  rural  health  units  in  the  northeastern 
division  of  the  United  States  while  Buffalo  and 
Yonkers  received  awards  of  merit  among  cities 


of  their  respective  population  groups  throughout 
the  country.  Schenectady  and  Syracuse,  both 
of  which  have  won  first  awards  on  two  or  more 
previous  occasions,  received  special  awards  for 
having  maintained  their  high  standards  in  1938. 

Health  News,  organ  of  the  State  Department 
of  Health,  remarks  that  “Awards  are  based  on 
statements  furnished  by  the  community,  often 
the  health  officer,  on  standard  questionnaire 
forms  which  apparently  are  accepted  at  their 
face  value.” 


Across  the  Desk 

The  Incubator  Doctor 


One  of  the  financial  casualties  of  the  World’s 
Fair,  it  seems,  is  the  71 -year-old  doctor 
who  conducts  the  Baby  Incubator  exhibit. 
For  over  forty  years  he  has  had  his  life-saving 
show  at  the  great  fairs  and  on  the  boardwalk 
at  Coney  Island  and  Atlantic  City,  and  has 
made  a comfortable  living  out  of  it,  only  to  meet 
disaster  in  the  slump  that  struck  the  enterprise 
on  Flushing  meadows. 

He  has  lost  most  of  his  $80,000  investment  at 
the  Fair,  we  are  told  in  the  New  York  World- 
Telegram,  and  it  has  upset  his  plan  to  retire  and 
leave  his  equipment  and  an  endowment  to  New 
York  City  for  a baby  incubator  clinic.  He  told 
the  reporter  that  this  is  his  first  financial  failure 
after  22  expositions,  and  “it  has  just  about 
cleaned  him  out,  and  he’s  very  weary.” 

“Everything  Strictly  Ethical” 

Dr.  Martin  A.  Couney  resents  the  imputation 
that  he  is  merely  a showman,  even  if  he  does 
charge  admission  to  his  exhibit  of  prematurely 
born  babies,  or  “preemies,”  as  he  calls  them. 
He  invariably  charges  the  parents  nothing. 
“All  my  life  I have  been  making  propaganda  for 
the  proper  care  of  preemies,  who  in  other  times 
were  allowed  to  die,”  he  said  to  a writer  for  the 
New  Yorker,  as  quoted  in  the  September  Reader’s 
Digest.  “Everything  I do  is  strictly  ethical,” 
he  added.  “He  regards  his  work  primarily 
as  educational,”  reports  the  World-Telegram, 
“as  do  medical  societies  and  Dr.  Morris  Fishbein, 
editor  of  the  professionally  skeptical  Journal  of 
the  American  Medical  Association,  who  declared 
it  is  ‘as  instructive  as  the  Hall  of  Man,’  the 
medical  profession’s  own  exhibit  at  the  Fair.” 
Dr.  Couney  is  a native  of  Alsace  and  studied 
medicine  in  Berlin  and  Leipzig,  then  went  to 
Paris  to  do  graduate  work  with  Pierre  Constant 
Budin,  who  was  Europe’s  leader  in  saving  pre- 
mature babies.  It  was  Budin  and  his  aides  who 
devised  a way  to  feed  prematures  too  weak  to 
take  milk  from  breast  or  bottle,  by  inserting  a 
long,  flexible  tube  down  the  throat  into  the 
stomach,  a delicate  feat  like  threading  a needle 
with  a life  at  stake. 

How  the  Exhibits  Started 

It  was  Professor  Budin,  too,  who  saw  in  the 
Berlin  Exposition  of  1896  a chance  to  bring  the 
conservation  of  prematures  to  the  public,  and  he 
happened  to  hit  upon  Couney,  then  only  28,  to 
demonstrate  his  discoveries.  The  young  doctor 
set  up  a booth  with  six  incubators,  and  a Berlin 
hospital  was  glad  to  loan  him  six  “preemies,” 
as  in  those  days  they  were  expected  to  die  any- 
way. Couney  called  his  exhibit  Kinderbrutan- 
stalt,  or  “child  hatchery.” 

No  question  of  the  ethics  of  advertising  ever 
came  up,  for  no  advertising  was  needed.  The 
“hatchery”  was  celebrated  in  comic  songs  and 
music-hall  gags  even  before  the  Exposition 
opened,  says  the  New  Yorker  article,  so  that 
from  the  first  day  the  pavilion  was  jammed.  It 
was  intended  as  a serious  scientific  demon- 
stration, but  it  outdrew  the  Congo  Village. 
The  main  point,  however,  was  that  it  was  a 


medical  success.  The  young  doctor  “graduated” 
several  batches  of  preemies  that  summer,  brought 
each  baby  to  a weight  of  five  pounds  or  more, 
gave  it  a good  start  as  a normal  infant,  and  did 
not  lose  one!  News  of  the  “hatchery”  spread 
to  other  lands,  and  Dr.  Couney  was  asked  to 
present  a similar  exhibit  in  London.  Success 
there  convinced  him  of  the  usefulness  of  interest- 
ing the  public  in  the  care  of  prematures,  and  he 
has  since  participated  in  20  expositions. 

The  “Hatchery”  Comes  to  America 

Leading  British  pediatricians,  we  are  informed, 
gave  Dr.  Couney  letters  of  commendation 
when  he  came  to  America  in  1898  to  exhibit  his 
“hatchery”  at  the  Omaha  Trans-Mississippi 
Exposition.  In  1901  he  was  “hatching”  at  the 
Buffalo  Pan-American,  and  then  he  decided  to 
stay  in  a land  that  seemed  to  have  a world’s 
fair  every  summer.  Between  fairs,  there  were 
Atlantic  City  and  Coney  Island,  almost  named 
after  him. 

Both  kinds  of  success  attended  his  exhibit  at 
Chicago’s  Century  of  Progress.  Receipts  rose 
to  $1,500  on  good  days,  and  the  show  received 
flattering  attention  from  the  medical  fraternity. 
After  the  Exposition,  Chicago  set  up  a free  pre- 
mature station. 

How  does  Dr.  Couney  procure  his  “preemies?” 
More  are  offered  him  every  year  than  he  can 
possibly  handle,  the  New  Yorker  article  says, 
for  few  hospitals  have  special  departments  for 
their  care.  Such  care,  it  seems,  may  be  “hide- 
ously expensive.”  One  item  is  $6  a day  for 
mother’s  milk,  another,  $15  a day  for  three 
shifts  of  nurses.  Then  there  are  the  rental  of 
incubator  and  hospital  room,  oxygen,  frequent 
visits  by  the  doctor,  and  plenty  of  incidentals. 

Plans  are  now  on  in  New  York  City  to  cen- 
tralize the  care  of  prematures  at  the  Cornell 
Medical  Center,  perhaps  within  a year,  and  Dr. 
Couney  told  the  New  Yorker  scribe  last  May 
that  then  he  would  retire,  feeling  that  he  had 
“made  enough  propaganda  for  preemies.” 
Now,  however,  it  seems  that  the  good  doctor’s 
resolution  was  itself  premature,  and  he  has  it  on 
his  hands,  another  “preemie”  to  nurse  through 
the  winter  in  the  hope  that  success  next  year  may 
give  it  life. 

Saved  for  Bullets? 

About  8,000  preemies  have  been  under  his 
care  since  that  first  exhibit  in  Berlin,  and  of  these 
he  has  kept  alive  about  6,500.  Now  war  is 
here,  “and  if  we  go  in,”  he  remarked  to  the 
World-Telegram  reporter,  “God  knows  how 
many  hundreds  of  my  kiddies  will  be  crippled  or 
die  on  the  battlefields.”  “It  wouldn’t  be 
human,”  he  added,  “not  to  feel  discouraged  and 
wonder  what  the  hell  good  there  is  in  all  my 
work.”  A more  cheering  side  of  it  is  the  eleven 
high  school  commencements  he  was  invited  to 
attend  this  year,  to  see  some  of  his  preemies 
graduate,  and  the  sight  he  had  of  two  of  his 
girls  graduating  as  nurses,  marching  down  the 
aisle  in  their  uniforms,  wearing  corsages  and 
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carrying  their  diplomas.  “When  I think  of 
that,  I feel  much  better  then,”  he  said. 

In  the  exhibit  at  the  World’s  Fair  are  16 
babies,  all  girls,  as  it  happens,  for  “they  seem  to 
come  in  cycles  of  sex,”  according  to  the  doctor. 
The  smallest  is  one  pound,  four  and  a half 
ounces.  Infants  over  three  and  a quarter  pounds 
are  refused,  we  are  told,  even  though  most  hos- 
pitals consider  those  under  five  pounds  pre- 
mature. As  the  doctor  put  it,  humorously: 
“At  five  pounds  they’re  big  enough  to  keep  in  a 
wash  basket  with  hot- water  bottles.  At  that 
size  they’d  knock  on  the  incubator  glass  when 
they  wanted  anything.” 

Fashion  Notes  from  the  Preemie-Donnas 

Some  interesting  bits  of  information  are  passed 
on  to  us  in  the  World-Telegram  story,  written 
by  Frederick  Woltman.  For  instance,  their 
prebaby  clothes  come  from  several  convents  on 
the  outskirts  of  Paris,  handmade  by  lay  sisters. 
The  inside  dress  is  fleece-lined  pique.  Then 
there’s  the  linen  skirt,  diaper,  and  wrapper, 
folded  up  at  the  feet  to  eliminate  a draft. 

Their  advantage,  according  to  the  doctor, 
whose  linen  bill  is  $3,000,  lies  in  their  softness 
and  simplicity.  Only  one  pin  is  necessary. 

Mother’s  milk  costs  $200  a week.  There  are 
two  wet  nurses  living  on  the  premises.  The 
weekly  laundry  bill  comes  to  around  $100. 

During  forty-one  years  in  America,  18  sets  of 
triplets  and  300  sets  of  twins  have  survived  the 
Couney  incubators.  None  turned  out  to  be 
geniuses,  idiots,  or  criminals,  says  the  doctor 
happily. 

A nitwit  once  protested  a blue-ribbon  pre- 
mature (a  male)  with  a pink-ribboned  female, 
in  the  same  incubator.  Youngsters  often  ask 
their  parents  to  “buy  me  one.”  The  asinine 
questions,  the  doctor  says,  are  from  grownups. 
Such  as:  “Where  do  you  get  the  eggs?”  “Are 
they  all  from  Chicago?”  “How  do  they  live  in 
the  gas  stoves?” 

And  “What  do  you  do  with  them  in  the 
winter?” 

To  this  he  makes  a point  of  answering: 
“Keep  them  in  cold  storage.” 

Parents  are  given  passes  to  the  Fair  and  they 
can  come  in  day  or  night  to  inspect  their  babies, 
since  there’s  a twenty-four-hour  staff  of  nurses 
on  hand.  But  they’re  forbidden  to  handle  their 
progeny  and  advised  against  identifying  them  to 
other  visitors.  The  babies’  names  are  known 
only  to  Dr.  Couney  and  his  head  nurse,  who  has 
been  with  him  forty-one  years. 

Dr.  Couney  has  been  on  twenty-four-hour- 
a-day  duty.  He  doesn’t  know  where  General 
Motors  lies  from  the  Amusement  Area,  for  a case 
of  cyanosis,  when  babies  turn  black,  or  mucus 
accumulation,  or  a rupture  or  other  difficulties 
get  him  up  two  or  three  times  a week. 


“Without  attention,”  he  points  out,  “they 
might  be  dead  in  two  minutes.” 

Brother  Physicians  Take  Him  Seriously 

Of  more  medical  interest  is  the  fact  that  while 
the  smallest  preemie  the  doctor  has  under  his 
care  weighs  one  pound,  four  and  a half  ounces 
the  smallest  reported  in  medical  literature  to 
have  survived  weighed  only  half  an  ounce  less. 
Smaller  ones,  fantastically  tiny,  pop  up  from 
time  to  time  in  newspaper  reports.  These  rouse 
the  doctor’s  ire.  He  once  checked  up  on  a press- 
service  report  of  a “nine-ounce  baby.”  and  found 
it  weighed  two  and  a half  pounds.  So  the  doctor 
told  the  writer  for  the  New  Yorker , Mr.  A.  J. 
Liebling,  who  notes  that  “brother  physicians 
take  Dr.  Couney  more  seriously  than  do  the 
laymen  who  pay  their  two  bits  to  gawk  at  his 
proteges.”  He  added  that  doctors  understand  the 
technical  difficulties  of  reconstructing,  in  the 
outside  world,  an  environment  equivalent  to  the 
mother’s  womb.  The  incubators  provide  only 
a small  part  of  this  environment.  The  phy- 
sician’s vigilance  and  experience  are  far  more  im- 
portant than  any  incubator  to  the  survival  of  a 
premature  baby. 

Dr.  Couney  employs  15  trained  nurses  who 
work  in  eight-hour  shifts,  and,  to  provide  the  es- 
sential supply  of  mother’s  milk  of  uniform 
quality,  he  engages  five  wet  nurses  each  season 
who  live  at  the  concession.  The  wet  nurses  eat 
virtually  all  day — good,  milk-producing  food.  If 
Dr.  Couney  catches  one  having  a hot  dog  out- 
side, he  fires  her. 

Before  being  fed  to  the  babies,  the  wet  nurses’ 
milk  is  boiled  to  get  rid  of  excess  butterfat,  and 
diluted  according  to  a formula  which  differs  for 
each  patient.  A preemie,  if  all  goes  well,  should 
gain  about  a pound  every  three  weeks.  The 
summer  is  a long  competition  among  the  nurses, 
with  weekly  prizes  of  stockings  for  those  whose 
charges  gain  the  most  weight. 

At  the  close  of  the  exhibition  season  Dr. 
Couney  returns  whatever  prematures  he  has  on 
hand  to  their  homes  as  soon  as  they  reach  stand- 
ard weight;  he  refuses  to  accept  any  more  until 
the  next  spring.  Other  physicians  have  fre- 
quently wished  that  he  operated  the  year  round, 
for  the  benefit  of  winter  preemies.  “But  I work 
hard  enough  in  the  season,”  he  says.  “Twenty- 
four  hours  a day  in  attendance.” 

Dr.  Couney’s  charges  are  invariably  anony- 
mous. To  prevent  their  getting  mixed,  each 
wears  a little  identification  necklace.  Grown 
persons  sometimes  turn  up  at  the  concession, 
proudly  showing  these  necklaces  as  proof  that 
they  were  once  Couney  preemies.  They  get  in 
free.  A few  seem  disappointed  because  the 
Doctor  doesn’t  recognize  them. 

W.  S.  W. 


An  Ohio  doctor  was  104  years  old  on  July  6 
and  had  a birthday  party.  He  is  Dr.  William 
E.  Thomson,  of  Bethel.  When  the  reporters 
asked  him  how  he  managed  to  live  so  long,  he  re- 
plied: “By  not  dying.” 


Doctor — “Merciful  heavens!  Who  on  earth 
stuffed  that  towel  in  the  patient’s  mouth?” 
Patient’s  husband — “I  did,  doctor.  You 
said  the  main  thing  was  to  keep  her  quiet.” — 
Neb.  State  Med.  Jour. 
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Pulmonary  Tuberculosis  in  Practice.  A Mod- 
ern Conception.  By  R.  C.  Wingfield,  B.A. 
Octavo  of  122  pages,  illustrated.  Baltimore, 
William  Wood  & Co.,  1937.  Cloth,  $2.50. 

Many  years  of  experience  coupled  with  a 
growing  sense  of  disappointment  have  stimulated 
the  author  to  attempt  a monograph  that  would 
give  to  the  general  practitioner  a suitable  and 
reliable  guide  to  problems  in  pulmonary  tuber- 
culosis as  they  arise  in  everyday  practice.  He 
has  divided  the  course  of  chronic  pulmonary 
tuberculosis  into  twelve  stages,  and  he  feels  the 
patient  will  be  in  one  of  these  when  he  presents 
himself  for  observation,  diagnosis,  or  treatment. 

The  book  is  divided  into  two  parts.  In  the 
first  half  is  traced  the  life  history  of  the  tuber- 
culous lesion  in  the  lung  from  its  initial  appear- 
ance through  all  its  possible  stages  of  develop- 
ment to  its  end  effect.  The  pathology  and  prob- 
able cause  of  each  stage  is  described,  the  manner 
in  which  the  lesion  passes  from  one  stage  to 
another,  and  possible  reasons  for  one  path  over 
another.  These  descriptions  are  supplemented 
with  a large  partially  colored  diagram. 

In  the  second  half  of  the  book  each  stage  of  the 
disease  is  described  from  the  viewpoint  of  clinical 
signs,  methods  of  diagnosis,  x-ray  appearance, 
and  clinical  course.  This  is  followed  by  sug- 
gested detailed  methods  of  treatment  as  they 
concern  the  general  practitioner. 

The  book  is  well  written,  and  the  text  well 
illustrated  with  x-ray  reproductions,  which  are 
further  amplified  by  black-  and  white-labeled 
sketches,  detailing  x-ray  findings.  It  is  a dis- 
tinctly worth-while  volume  for  a novel  but  a 
concise,  practical  approach  to  routine  problems  of 
pulmonary  tuberculosis  in  general  practice. 

Herman  E.  Wirth 

Die  Therapie  der  Thrombose.  By  Dr.  Ernst 
Friedlander.  Octavo  of  117  pages,  illustrated. 
Leipzig  und  Wien,  Franz  Deuticke,  1938. 
Paper,  R.M.  6.00. 

The  author  claims  that  the  average  course  of 
thrombophlebitis  as  to  patient  and  year  has 
been  decreased  from  75  days  to  6 days  only  and 
that  this  result  was  accomplished  by  his  methods 
of  treating  the  disease  as  described  in  this  book. 
There  are  plenty  of  theories  to  support  the 
author’s  particular  ideas,  i.e.,  that  the  increasing 
frequency  of  phlebitis  migrans  and  endangitis 
obliterans  is  due  to  the  increased  inhalation  of 
CO  on  account  of  the  exhaust  gas  of  automobiles 
and  other  causes.  In  cases  of  thrombosis,  con- 
sistency of  moving  the  diseased  extremity  is 
advocated  to  prevent  an  embolic  possibility; 
further,  the  application  of  leaches  is  advised,  and 
a detailed  description  of  their  administration  is 
given.  All  the  modern  methods  of  treatment  are 
duly  mentioned.  The  concluding  chapter  ad- 
vocates the  setting  up  of  special  departments  in 
hospitals  and  clinics  for  treatment  of  cases  of 
thrombosis  and  embolism. 

Max  G.  Berliner 


The  Physician’s  Business.  Practical  and 
Economic  Aspects  of  Medicine.  By  George  D. 
Wolf,  M.D.  Octavo  of  384  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1938.  Cloth, 
$5.00. 

In  this  volume  Dr.  Wolf  presents  many  facts 
and  ideas  concerning  the  practice  of  medicine, 
which  a physician  would  need  many  years  and 
a variety  of  experiences  to  obtain  for  himself. 
He  advises  the  medical  student  on  his  choice  of  a 
hospital  in  which  to  serve  his  internship  and  the 
young  physician  or  intern  as  to  specialization. 
He  describes  opportunities  in  fields  of  medicine 
other  than  private  practice.  He  advises  the 
doctor  with  regard  to  ethics,  professional  con- 
tacts, and  medical  societies.  He  also  advises 
the  doctor  on  how  to  select  a location  for  his 
office,  how  to  equip  the  office,  how  to  keep  rec- 
ords, including  case  histories,  and  how  to  act 
when  in  the  office.  There  is  a chapter  on  emer- 
gency treatment  and  one  explaining  the  various 
types  of  insurance  which  the  physician  might 
need.  The  work  ends  with  an  impartial  de- 
scription of  the  various  health  insurance  and 
socialized  medicine  plans. 

This  work  should  be  of  value  to  the  medical 
student,  intern,  and  the  physician  starting  prac- 
tice. 

Charles  F.  McCarty 


Internships  and  Residencies  in  New  York  City, 
1934-1937.  Their  Place  in  Medical  Education. 
Report  by  the  New  York  Committee  on  the 
Study  of  Hospital  Internships  and  Residencies. 
Jean  A.  Curran,  M.D.,  Executive  Secretary. 
Octavo  of  492  pages.  New  York,  Common- 
wealth Fund,  1938.  Cloth,  $2.50. 

This  is  a survey  of  internships  and  residencies 
of  hospitals  of  the  New  York  metropolitan  area. 
Its  object  is  to  give  some  idea  as  to  the  adequacy 
of  training  given  to  interns  and  residents  with 
an  evaluation  of  training  for  general  practice  and 
entrance  of  residents  into  the  specialties. 

There  are  1,760  internships  and  residencies 
offered  in  77  hospitals  approved  by  the  Council 
on  Medical  Education  of  the  A.M.A.  which  is 
over  one-sixth  of  those  offered  in  the  entire 
country.  Since  no  such  study  has  been  made 
before,  it  is  very  opportune  to  have  this  survey. 
The  task  of  covering  such  a large  field  has  led  to 
the  accumulation  of  many  important  and  valu- 
able facts  from  which  all  who  are  interested  in 
this  problem  should  profit. 

Much  credit  must  go  to  Dr.  Jean  Alonzo 
Curran,  now  Dean  of  Long  Island  College  of 
Medicine,  for  his  thorough  and  sympathetic  fact 
finding.  As  an  example  he  states:  “Instead  of 
part  of  the  free  time  being  used  wisely  for  study 
and  extra  sleep,  it  has  been  devoted  to  too  much 
social  activity.  Not  infrequently  an  intern  has 
been  more  tired  on  the  morning  after  his  evening 
of  rest  than  after  a night  on  call.”  Again  Dr. 
Curran  shows  remarkable  insight  into  the  work- 
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mgs  of  a hospital  in  the  following  passage: 
“An  average  census  of  ten  to  fifteen  patients  to 
a house  staff  member  may  rise  to  twenty  or 
thirty  patients,  exceeding  the  limits  of  efficient 
patient  care.” 

The  book  contains  helpful  suggestions  on  how 
to  improve  and  help  intern  instructions,  with 
no  dogmatic  conclusions  but  full  of  passages 
pointing  the  way.  It  should  be  read  by  all 
hospital  executives  and  all  others  who  come  in 
contact  with  the  training  of  interns  and  residents. 
Last  but  not  least,  the  interns  and  residents  would 
profit  much  by  reading  it. 

It  is  our  hope  that  the  New  York  Committee 
on  the  Study  of  Hospital  Internship  and  Re- 
sidencies will  continue  this  work  with  Dr.  Jean 
Alonzo  Curran  in  the  same  capacity. 

Joseph  Tenopyr 

Gonorrhea  in  the  Male  and  Female.  A Book 
for  Practitioners.  By  P.  S.  Pelouze,  M.D. 
Third  edition.  Octavo  of  489  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1939.  Cloth, 
$6. 

This  is  a decidedly  worth-while  book.  In  the 
first  edition  we  had  a treatise  on  gonorrhea,  re- 
viewing what  was  known  of  the  disease  with  ex- 
pressions of  new  scientific  approaches  for  its 
further  study,  all  told  with  a sincerity  of  ex- 
pression and  pleasant  style  that  made  it  serve  its 
purpose,  which  was  to  reawaken  interest  in  those 
physicians  who  had  neglected  modern  concep- 
tions. 

This  third  edition,  entirely  new  and  rewritten, 
discusses  the  value  of  new  cultural  methods, 
estrogenic  hormones,  sulfanilamide  therapy,  and 
the  value  of  fever  therapy.  The  third  section  is 
new,  and  consists  of  the  discussion  from  a public 
health  point  of  view.  The  attitude  of  the  pro- 
fession, the  management  of  dispensaries,  the 
attitude  of  the  druggists  in  meeting  the  demands 
of  the  public  for  selling  them  drugs  direct,  the 
character  of  charlatans,  follow  up  and  contact 
finding,  and  the  education  of  the  public  to  lend 
their  assistance  to  the  fight  are  all  discussed  with 
Dr.  Pelouze’s  ironic  charm.  Besides  being  en- 
tertaining, the  book  is  of  practical  use  to  every- 
one interested  in  the  treatment  of  this  disease 
because  of  the  excellent  statements  as  to  the  de- 
tailed management  of  gonorrhea  in  all  its  stages 
and  in  all  its  complications. 

J.  Sturdivant  Read 

The  Genuine  Works  of  Hippocrates.  Trans- 
lated from  the  Greek  by  Francis  Adams,  LL.D. 
Quarto  of  384  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  S3. 

We  have  in  this  new  reprint  of  Hippocrates’ 
works  a more  attractively  printed  volume  made 
less  forbidding  by  the  absence  of  a long  although 
learned  preface  and  footnotes. 

The  text  needs  no  dressing,  since  it  presents 
the  fruits  of  an  extensive  clinical  experience  by 
one  of  the  most  brilliant  medical  minds  of  all 
time  in  up-to-date  fashion.  Case  histories  are 
used  in  the  description  of  disease.  The  most 
minute  details  in  the  handling  of  surgical  prob- 
lems, especially  those  of  a traumatic  or  rectal 
nature  are  discussed.  Indications  and  contra- 
indications are  given.  That  epilepsy  before  pu- 
berty and  during  adult  life  were  different  dis- 
orders was  known  to  this  sage. 


There  are  hundreds  of  items  like  this  scat- 
tered throughout  this  true  medical  bible  which 
will  interest,  if  not  fascinate,  all  students  of 
medicine,  both  general  and  special. 

A.  J.  Lapovsky 

The  Horse  and  Buggy  Doctor.  By  Arthur  E. 
Hertzler,  M.D.  Octavo  of  322  pages,  illustrated. 
New  York,  Harper  & Bros.,  1938.  Cloth,  $2.75. 

Dr.  Hertzler’s  many  books  on  surgical  path- 
ology and  other  subjects  have  already  made  his 
opinions  and  methods  known  to  not  a few  readers. 
Forty  years  and  more  as  a doctor  in  Kansas — 
most  of  these  as  a country  doctor — special  stud- 
ies abroad  in  anatomy  and  pathology,  his  later 
years  as  a surgeon,  teacher,  and  consultant,  have 
produced  a broad  field  of  personal  and  profes- 
sional experience  which  Dr.  Hertzler  tells  about 
in  this  book.  To  those  of  us  whose  training  has 
been  in  a modern  hospital  the  stories  of  Kitchen 
Surgery  are  evidences  of  unusual  resourcefulness 
and  ingenuity. 

The  account  of  the  removal  of  the  large  ab- 
dominal tumor  by  piecemeal  dissection,  with 
the  patient  sitting  because  the  flat  position  was 
impossible,  seemed  to  strike  a high  note  in  sur- 
gical skill.  This  case  is  not  cited  as  an  instance 
of  bravado,  because  Dr.  Hertzler  prides  himself 
on  his  conservatism  and  preaches  many  a sermon 
on  “when  not  to  operate.”  We  can  appreciate 
the  spirit  of  personal  accomplishment  which  may 
have  prompted  the  doctor  to  tell  about  those 
cases  which  recovered,  but  his  technic  and 
ability  would  still  have  been  conceded  even  if  he 
had  included  the  story  of  some  in  whom  he  had 
not  been  successful. 

Dr.  Hertzler  is  of  course  opinionated.  He 
talks  on  social  and  marital  problems,  on  ethics 
and  education.  He  seems  to  approve  the  propa- 
ganda of  the  various  “Boards  for  Specialties,” 
but  appears  somewhat  petty  and  petulent  when 
he  discusses  hospital  standardization.  We  have 
offered  these  two  criticisms,  but,  as  is  evident, 
they  are  of  minor  importance  as  far  as  the  general 
interest  of  the  book  is  concerned.  This  book  has 
been  read  by  the  laity,  and  enjoyed  by  them  as 
the  story  of  a doctor  of  idealism  and  of  a rich 
experience.  Our  profession,  too,  finds  much 
of  interest  and  instruction  in  its  pages. 

Joseph  Raphael 

The  Principles  and  Practice  of  Obstetrics. 
By  Joseph  B.  DeLee,  M.D.  Seventh  edition. 
Quarto  of  1,211  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1938.  Cloth,  $12. 

Since  the  first  edition  of  this  textbook  was 
published  in  1913,  it  has  always  been  one  of  the 
best.  The  new  seventh  edition  is  on  the  same 
high  plane  as  the  others.  It  is  brought  up  to 
date  in  every  respect;  obsolete  matter  has  been 
omitted,  and  new  added. 

The  chapters  on  the  blood  chemistry  of  the 
toxemias  of  pregnancy,  mechanism  of  labor, 
tuberculosis,  heart  disease,  and  diabetes,  to 
mention  only  a few,  have  been  thoroughly  re- 
vised in  the  light  of  advancing  knowledge  of  these 
subjects. 

The  author  continues  to  stress  conservatism 
and  intelligent  expectancy.  The  illustrations  are 
clear  and  numerous.  The  text  is  written  in  a 
terse  and  pungent  style,  which  quickly  drives 
home  the  point  in  the  reader’s  mind. 

William  Sidney  Smith 
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Surgical  Pathology  of  the  Diseases  of  the 
Mouth  and  Jaws.  By  Arthur  E.  Hertzler,  M.D. 
Octavo  of  248  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1938.  Cloth,  $5. 

Dr.  Hertzler’s  monograph  on  Surgical  Pa- 
thology of  the  Diseases  of  the  Mouth  and  Jaws  is 
much  more  than  a pathologic  treatise.  The 
presentation  is  original,  critical,  and  analytical, 
and  will  be  well  appreciated  by  the  pathologist, 
the  surgeon,  and  the  specialist. 

In  his  chapter  on  classification  of  diseases  of 
the  oral  cavity  he  states:  “In  some  cases  the 

diagnosis  is  but  little  more  than  a name,  notably 
when  the  diagnosis  is  made  from  a frozen  section. 
It  becomes  useful  only  when  supplemented  by 
information  the  surgeon  must  supply  for  him- 
self.” 

We  think,  with  the  present  tendency  to 
publicize  the  idea  that  early  recognition  of 
cancer  can  result  in  a cure,  it  is  well  to  quote  his 
chapter  on  cancer  of  the  lips,  which  is  a com- 
paratively slow-growing  malignant  tumor:  “In 

the  present  commendable  campaign  against, 
cancer,  stress  is  laid  on  the  importance  of  early 
diagnosis.  The  theoretical  importance  of  this 
cannot  be  gainsaid,  but  in  our  wage  for  vigilance 
we  unconsciously  imply  that  if  the  diagnosis 
were  made  early  enough  cure  would  be  regularly 
achieved.  This  also  is  theoretically  correct. 
We  urge  frequent  pelvic  examinations  during 
the  cancer  age  so  that  malignant  lesions  may  be 
discovered  early,  which  they  rarely  are,  and 
mammary  glands  are  becoming  as  much  the 
object  of  attention  at  the  end  of  mature  life  as 
they  are  in  the  beginning.  All  this  is  for  the 
purpose  of  recognizing  malignancy  in  its  begin- 
ning.” 

The  text  and  photographs  are  so  complete 
that  on  reviewing  the  text  one  can  readily 
visualize  the  author  individually  demonstrating 
his  cases  and  the  pathologic  lesions. 

H.  M.  Feinblatt 

Spinal  Anesthesia.  By  Louis  H.  Maxson, 
M.D.  Octavo  of  409  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1938. 
Cloth,  $6.50. 

It  is  too  bad  that  the  author’s  untimely  death 
so  soon  after  the  publication  of  his  book  should 
deprive  him  of  the  satisfaction  of  a work  well 
done.  For  truly  this  book  is  a distinct  addition 
to  the  literature  on  spinal  anesthesia  in  this 
country.  It  should  be  in  the  library  of  every 
anesthetist  and  surgeon.  The  orderly  arrange- 
ment of  its  contents  bespeaks  one  who  is  well 
acquainted  with  the  subject.  The  anatomic 
considerations  of  the  spinal  cord  are  especially 
enlightening,  and  are  well  placed  at  the  begin- 
ning of  the  book.  The  chapter  on  physical 
factors,  with  its  accompanying  drawings  and 
diagrams,  has  greatly  helped  in  clarifying  many 
of  the  poorly  understood  features  of  subarach- 
noid analgesia.  Complications  and  idiosyn- 
crasies are  well  explained,  and  the  chapter 
devoted  to  “Advantages  and  Disadvantages” 
clearly  outlines  these  prerequisites  to  properly 
administered  anesthesia. 

The  author,  naturally,  leans  toward  the  use  of 
spinal  anesthesia,  and  varies  occasionally  from 
well-founded  contraindications  to  its  use.  The 
experiences  of  Wayne  Babcock  (who  wrote  the 
foreword)  have  taken  fruitful  roots  in  the  au- 


thor’s work  and  seem  to  exert,  perhaps,  too  much 
influence  upon  him.  However,  he  does  give  a 
generous  bow  to  other  forms  and  modes  of 
anesthesia  for  which  due  credit  should  be  given, 
coming  as  it  does,  from  such  a spinal  enthusiast. 
Altogether,  it  is  a work  well  done. 

F.  Paul  Ansbro 

Recent  Advances  in  Medicine.  Clinical, 
Laboratory,  Therapeutic.  By  G.  E.  Beaumont, 
M.A.,  and  E.  C.  Dodds,  M.V.O.  Ninth  edition. 
Octavo  of  431  pages,  illustrated.  Philadelphia, 
P.  Blakiston’s  Son  & Co.,  1939.  Cloth,  $5. 

In  the  revision  of  this  excellent  work,  the 
authors  make  many  additions  and  alterations. 
Sulfanilamide  drugs,  mandelic  acid,  vitamins, 
and  diuretic  agents  receive  attention.  Chapters 
follow  on  diabetes  and  the  kidneys,  stomach, 
and  other  organs.  Many  changes  made  in  the 
section  on  cardiovascular  diseases  include  a new 
series  of  electrocardiograms.  Chapters  on  the 
sex  hormones  and  anemias  bring  these  subjects 
up  to  date,  and  the  final  chapter  deals  with  blood 
and  urine  analysis.  The  combining  of  clinical, 
laboratory,  and  therapeutic  data  in  one  volume 
adds  to  the  value  of  a very  good  book. 

William  E.  McCollom 

The  Medical  Press  and  Circular,  1339-1939. 
A Hundred  Years  in  the  Life  of  a Medical  Jour- 
nal. By  Robert  J.  Rowlette,  M.D.  Quarto 
of  127  pages.  London,  W.C.2.,  The  Medical 
Press  and  Circular,  8 Henrietta  Street,  1939. 
Cloth. 

One  of  the  most  promising  but  as  yet  com- 
paratively untilled  fields  of  medical  history  is 
the  study  of  medical  journalism.  Any  con- 
tribution to  this  subject  is,  therefore,  extremely 
welcome ; and  it  is  consequently  a great  pleasure 
to  welcome  the  appearance  of  a history  of  the 
Medical  Press  and  Circular.  This  journal 
originated  in  Ireland  as  the  Dublin  Medical 
Press  with  the  purpose  of  reforming  conditions 
in  medicine  and  public  health.  The  motto 
nailed  to  its  masthead,  Salus  Populi  Suprema 
Lex,  is  expressive  of  this  intent,  and  indicates 
the  place  of  the  journal  in  the  reform  movements 
which  swept  the  British  Isles  during  the  thirties, 
forties,  and  fifties  of  the  past  century. 

The  first  number  of  the  Dublin  Medical  Press 
appeared  in  1839.  It  was  not  until  1852  that 
the  Medical  Circular,  with  which  the  earlier 
journal  was  to  merge,  was  founded  in  London. 
The  early  history  of  the  Medical  Press  was  a 
stormy  one,  and  it  was  frequently  involved  in 
violent  controversies.  It  is  interesting  to  note 
that  fee-splitting,  in  existence  even  at  that 
period  under  the  designation  “going  snacks,” 
was  subjected  to  vitriolic  denunciation  in  its 
columns.  In  1866  the  two  journals  were  com- 
bined under  the  title  of  Dublin  Medical  Press 
and  Circular,  but  Dublin  was  soon  dropped,  and 
in  time  it  became  an  English  rather  than  an 
Irish  publication. 

In  this  volume  Dr.  Rowlette  has  presented  us 
with  an  interesting  account  of  the  now  cente- 
narian medical  journal  and  its  position  in  relation 
to  contemporary  events  thoughout  this  period. 
The  book  beautifully  made  and  printed,  is 
undoubtedly  a worthwhile  accession  to  the 
library  of  those  interested  in  the  development 
of  medical  journalism. 

George  Rosen 


THE  NEW  YORK  ACADEMY  OF  MEDICINE 

Twelfth  Graduate  Fortnight 

October  23  to  November  3,  1939 

THE  ENDOCRINE  GLANDS  AND  THEIR  DISORDERS 


MORNING— ROUND  TABLE  CONFERENCES  AT  THE  ACADEMY  OF  MEDICINE 


Tuesday,  October  24 

Chairman,  Walter  Timme 
10:30-11:15  The  pituitary  gland 
Leader,  J.  B.  Collip 

11:15—12:00  Therapeutic  application  of  female  sex  hor- 
mones 

Leader,  Elmer  L.  Sevringhaus 

Friday,  October  27 

Chairman,  Eugene  H.  Pool 
10:30-11:15  Surgical  treatment  of  hyperthyroidism 
Leader,  Frank  H.  Lahey 
11 : 15—12 : 00  Disorders  of  the  pituitary  gland 
Leader,  Irving  H.  Pardee 


Tuesday,  October  31 

Chairman,  George  F.  Cahill 
10:30-11:15  The  adrenal  cortex 

Leader,  George  W.  Thorn 

11:15-12:00  Relation  of  diabetes  to  endocrine  system 
Leader,  R.  T.  Woodyatt 

Friday,  November  3 

Chairman,  George  Gray  Ward 
10:30-11:15  Therapeutic  application  of  male  sex  hor- 
mones 

Leader,  Carl  R.  Moore 

11:15-12:00  The  etiology  and  treatment  of  obesity 
Leader,  R.  G.  Hoskins 


AFTERNOON— HOSPITAL  CLINICS 
2 : 00  to  5 : 00  p.m. 


First  Week 

Second 

Week 

Monday,  October  23 

Wednesday,  October  25 

Monday,  October  30 

Wednesday,  November 

1. 

Babies 

6.  Montefiore 

12. 

Bellevue 

17.  Joint  Diseases 

2. 

Bellevue 

7.  Post-Graduate 

13. 

Flower  and  Fifth  Avenue 

18.  Lenox  Hill 

3. 

Beth  Israel 

Thursday,  October  26 

14. 

Neurological  and  Pres- 

Thursday, November  2 

8.  Mount  Sinai 

byterian 

19.  Morrisania 

9.  New  York 

20.  Post-Graduate 

T uesday,  October  24 

Friday,  October  27 

Tuesday,  October  31 

Friday,  November  3 

4. 

Memorial 

10.  Lenox  Hill 

15. 

Montefiore 

21.  Sloane 

5. 

New  York 

11.  Mount  Sinai 

16. 

St.  Luke’s 

22.  Woman’s 

Many  cases  will  be  shown  at  each  clinic. 


EVENING  SESSIONS— AT  THE  ACADEMY  OF  MEDICINE— 8 : 30  O’CLOCK 


Monday  Evening,  October  23 

This  evening’s  program  is  presented  jointly  with 
The  Medical  Society  of  the  County  of  New  York 

I.  Address  of  Welcome 

Malcolm  Goodridge,  President,  The  New  York 
Academy  of  Medicine 

II.  Scientific  Program 

1.  Historical  sketch  of  the  development  of  endo- 

crinology 

H.  M.  Evans,  Director  Institute  of  Experi- 
mental Biology,  University  of  California 

2.  Physiology  of  anterior  lobe  of  pituitary  gland 

J.  B.  Collip,  Professor  of  Biochemistry,  McGill 
University 

Tuesday  Evening,  October  24 

1.  Pituitary  hypothalamic  syndromes 

Leopold  Lichtwitz,  Chief,  Medical  Division, 
Montefiore  Hospital 

2.  Hypopituitarism  and  hyperpituitarism 

Leo  M.  Davidoff,  Chief  of  Department  of 
Surgery,  Jewish  Hospital  of  Brooklyn 

3.  Therapeutic  application  of  female  sex  hormones 

Elmer  L.  Sevringhaus,  Professor  of  Medicine, 
University  of  Wisconsin 

Wednesday  Evening,  October  25 

1.  Physiology  and  principal  inter-relations  of  the 

thyroid 

David  Marine,  Director  of  Laboratories, 
Montefiore  Hospital 

2.  Hypothyroidism 

J.  H.  Means,  Jackson  Professor  of  Clinical 
Medicine,  Harvard  University 

Thursday  Evening,  October  26 

1.  Medical  aspects  of  hyperthyroidism 

Harold  Thomas  Hyman,  Associate  Physician, 
The  Mount  Sinai  Hospital 

2.  Surgical  treatment  of  hyperthyroidism  and  other 

diseases  of  the  thyroid  gland 
Frank  H.  Lahey,  Boston 

Friday  Evening,  October  27 

1.  The  adrenal  medulla 

Walter  B.  Cannon,  Professor  of  Physiology, 
Harvard  University 

2.  Adrenal  insufficiency 

Robert  F.  Loeb,  Professor  of  Medicine, 
Columbia  University 


Monday  Evening,  October  30 

1.  The  adrenal  cortex 

C.  N.  H.  Long,  Sterling  Professor  of  Physio- 
logical Chemistry,  Yale  University 

2.  The  Cushing  syndrome.  Neoplasms  of  the 

adrenal  gland 

B.  S.  Oppenheimer,  Physician  to  The  Mount 
Sinai  Hospital 

3.  Overfunction  of  the  adrenal  cortex 

Hugh  H.  Young,  Professor  of  Urology,  Brady 
Institute,  Johns  Hopkins  Hospital 

Tuesday  Evening,  October  31 

1.  Relation  of  diabetes  to  endocrine  system 

R.  T.  Woodyatt,  Clinical  Professor  of  Medi- 
cine, Rush  Medical  College 

2.  The  influence  of  the  central  nervous  system  upon 

endocrine  activity 

John  F.  Fulton,  Sterling  Professor  of  Physi- 
ology, Yale  University 

Wednesday  Evening,  November  1 

1.  Physiology  and  pathology  of  parathyroids 

William  G.  MacCallum,  Professor  of 
Pathology,  Johns  Hopkins  University  School 
of  Medicine 

2.  Hyperparathyroidism 

Henry  L.  Jaffe,  Director  of  Laboratories, 
Hospital  for  Joint  Diseases 

Thursday  Evening,  November  2 

1.  Physiology  of  the  ovaries 

Philip  E.  Smith,  Professor  of  Anatomy, 
Columbia  University 

2.  Physiology  of  testes  and  therapeutic  application 

of  male  sex  hormones 

Carl  R.  Moore,  Professor  of  Zoology,  Uni- 
versity of  Chicago 
Friday  Evening,  November  3 

1.  Puberty,  menstruation  and  pregnancy 

Robert  T.  Frank,  Consulting  Gynecologist, 
The  Mount  Sinai  Hospital 

2.  Menopause 

Ephraim  Shorr,  Assistant  Professor  of 
Medicine,  Cornell  University  Medical  Col- 
lege 

3.  Concluding  remarks 

Harrison  S.  Martland,  Chairman,  Fortnight 
Committee 
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Dr.  James  E.  Sadlier 

Life  is  but  a journey  to  the  grave.  During  his  journey  along  this 
path,  Dr.  Sadlier  became  an  honored  figure  in  the  medical  circles  of 
our  state.  As  a delegate  to  the  State  Society,  as  president  of  the 
First  District  Branch,  as  both  member  and  chairman  of  numerous 
committees,  particularly  the  Committee  on  Public  Relations  and 
the  Board  of  Trustees,  and  as  president  of  the  society,  he  rendered 
distinguished  service  to  organized  medicine. 

He  was  a constructive  thinker,  a fine  surgeon,  and  a loyal  friend. 
We  shall  long  remember  his  contributions  to  our  deliberations,  his 
sage  advice,  and  his  enlightening  criticism,  as  well  as  his  genial  per- 
sonality. 

His  affiliations  brought  him  many  contacts.  He  found  friends  in 
all  walks  of  life. 

We  mourn  his  passing,  but  are  enriched  by  having  enjoyed  close 
association  with  him.  We  shall  long  remember  him.  His  whole 
medical  life  was  an  inspiration  and  an  example. 

First  Aid  at  Home 

Most  Americans  have  a profound  respect  for  scientific  methods. 
They  are  also  incorrigible  gadgeteers.  For  both  reasons  there  has 
been  a trend  to  overhospitalization  in  recent  years.  The  institu- 
tional equipment  attracts  even  when  it  is  unnecessary. 

Many  physicians  who  consider  this  objectionable  have  been 
influenced  primarily  by  economic  considerations.  Since  institu- 
tional facilities  are  limited  and  costly  to  expand,  they  believe 
hospital  care  should  be  reserved  for  people  who  really  need  it. 
Their  point  of  view  finds  support  in  recent  years’  experience  with 
home  medical  relief,  showing  that  many  diseases  are  treated  just 
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as  efficiently  and  at  far  less  cost  in  the  physician’s  office  and  the 
patient’s  home. 

Today  unexpected  confirmation  of  the  argument  for  home  and 
office  treatment  comes  from  the  war-ridden  countries  of  Europe. 
In  London  first-aid  posts  have  been  set  up  with  the  aid  of  the 
British  Medical  Association  “with  the  intention  of  protecting 
casualty  hospitals  from  a rush  of  minor  and  ambulant  cases  and 
of  providing  early  treatment  in  districts  where  the  hospital  is  some 
distance  away,”  to  quote  from  the  J.A.M.A. 

In  war  or  in  peace,  it  seems  sound  policy  to  make  the  offices  of 
private  practitioners  first-aid  centers  for  their  towns  or  neighbor- 
hoods. Even  in  large  cities  it  is  a waste  to  summon  an  ambulance 
for  an  injury  which  could  be  treated  just  as  effectively  by  a nearby 
private  practitioner.  Entirely  apart  from  military  necessity,  the 
development  of  the  private  practitioner’s  office  as  a local  first-aid 
station  would  materially  relieve  the  strain  on  our  hospitals  and 
lessen  the  medical  expense  attendant  upon  slight  accidents. 

Death-Dealing  Ignorance 

In  the  face  of  cumulative  evidence  one  would  expect  even  partially 
literate  persons  to  know  that  a scientific  medical  education  is  in- 
dispensable equipment  for  the  treatment  of  disease.  Yet  educated 
individuals  permit  themselves  to  be  diverted  from  proper  treatment 
of  their  maladies  and  submit  to  the  erratic  ministrations  of  quacks 
instead. 

Last  year  in  London,  according  to  a case  reported  in  the  J.A.M.A ., 
a schoolteacher  abandoned  insulin  and  the  diet  recommended  by 
her  physician  for  a regime  of  orange  juice  prescribed  by  an  osteopath. 
The  amazing  thing  is  that  she  had  been  progressing  satisfactorily 
and  living  a normal  life  under  the  care  of  her  regular  medical  adviser. 
Unfortunately,  she  paid  for  her  desertion  of  orthodox  therapy  with 
her  life. 

Recently  in  our  own  state  of  Washington  another  diabetic  sacri- 
ficed his  life  to  unscientific  treatment  methods.  Here  a “drugless 
healer,”  assuming  the  role  of  medical  man,  persuaded  his  victim  to 
give  up  the  use  of  insulin  and  the  limited-carbohydrate  diet  pre- 
scribed by  a regular  physician. 

In  both  these  cases  the  courts  found  the  irresponsible  “healers” 
who  counseled  the  abandonment  of  proper  treatment  guilty  of  man- 
slaughter. When  it  comes  to  the  treatment  of  disease,  ignorance 
ranks  as  a lethal  weapon  with  poison,  or  a knife,  or  a gun.  A person 
who  induces  another  to  discontinue  the  use  of  a necessary  drug 
threatens  the  life  of  the  other  as  surely  as  if  he  forcibly  withheld 
the  essential  medicine. 
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The  decision  of  the  courts  in  these  cases  will  satisfy  all  who  believe, 
as  intelligent  persons  must,  that  the  treatment  of  disease  by  un- 
qualified persons  is  a crime  even  in  the  absence  of  prohibitory  stat- 
utes. Unfortunately,  manslaughter  will  continue  to  be  committed 
upon  the  unwary  sick  by  untrained  sectarian  healers  as  long  as  the 
latter  “are  permitted”  (in  the  words  of  the  J.A.M.A.)  “either  by 
sanction  of  law  or  by  toleration  to  assume  responsibility  for  the 
treatment  of  sick  human  beings.” 


The  Mess  of  Medical  Literature 

This  is  the  title  of  an  editorial  in  the  Lancet 1 of  August  5,  1939. 
It  was  prompted  by  the  mass  of  correspondence  received  by  that 
Journal  concerning  the  difficulties  encountered  by  medical  writers 
and  libraries  in  obtaining  access  to  all  that  has  been  written  on  a 
given  subject.  Completeness  is  furnished  by  no  presently  published 
index  of  medical  literature,  nor  can  it  be,  despite  the  magnificent 
job  done  by  the  Quarterly  Cumulative  Index. 

For  one  to  say  that  fully  75  per  cent  of  the  papers  published  in 
medical  periodicals  should  never  have  been  permitted  to  pass  an 
editorial  desk,  merely  adds  emphasis  to  the  title  of  this  editorial, 
but  it  does  not  solve  the  problem  of  how  to  curtail  the  voluminous- 
ness of  what  we  physicians  must  read.  The  suggestions  made  by 
the  Lancet  to  establish  a control  over  the  amount  of  literature,  to 
ensure  complete  indexing,  and  to  secure  competent  and  adequate 
abstracting  service  will  only  partially  serve  to  get  us  out  of  this 
“Mess  of  Medical  Literature.” 

We  feel  that  there  are  several  factors  which  will  help  the  doctor 
to  separate  the  wheat  from  the  chaff.  All  papers  read  before  estab- 
lished scientific  organizations,  where  the  text  has  been  thoroughly 
discussed,  should  be  published  together  with  the  discussion.  Such 
writings  have  been  given  the  benefit  of  careful  scrutiny  and  rarely 
need  editorial  supervision.  Contributions,  the  work  of  which  has 
been  sponsored  by  an  accredited  department  in  a hospital  or  uni- 
versity, should  also  be  given  publication.  The  writings  of  recog- 
nized authorities  in  the  respective  fields  of  medicine,  when  submitted 
to  a medical  editor,  can  be  accepted  usually  without  question. 
But  the  enormous  number  of  periodicals  which  publishers  place 
before  the  profession  must  be  filled  with  so-called  scientific  contri- 
butions, and  here  is  where  the  trouble  lies.  We  are  cloyed  with 
printed  pages  based  upon  the  work  of  others  than  the  author. 
Where  the  Lancet  appeals  for  a competent  medical  abstracting 
service  in  the  English  language,  we  appeal  for  less — but  more  com- 
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prehensive — periodicals,  and  keen  editorial  supervision.  This  does 
not  mean  to  imply  that  an  observation  of  importance  by  an  indi- 
vidual will  not  be  given  an  audience.  On  the  contrary,  such  a 
notation  will  immediately  stand  out  among  the  plethora  of  articles 
written  just  because  of  the  urge  to  write  something.  By  all  means, 
let  something  be  done  about  this  “mess  of  medical  literature.” 


Irradiation  for  Gas  Gangrene 

The  mortality  from  gas  gangrene  is  still  high.  Callander,  Haim, 
and  Maximov,5  among  others  who  report  on  the  death  rate  caused 
by  the  clostridia,  found  it  to  be  51  per  cent  in  civilian  practice. 
The  use  of  the  antiserums  in  conjunction  with  surgery  has  been 
attended  with  considerable  success  but  it  would  appear  that  roentgen 
treatment  affords  an  even  better  prognosis. 

Kelly  and  his  associates1 2  have  employed  this  form  of  treatment  in 
143  cases  and  state  that  they  have  achieved  results  which  surpassed 
by  far  those  obtained  with  antiserum,  debridement,  and  ampu- 
tation. They  consider  roentgen  therapy  a specific  and  set  forth  the 
opinion  that  if  promptly  employed  within  the  first  twenty-four 
hours,  recovery  can  be  expected  in  all  instances.  Sewell3  feels  that 
it  is  to  be  regretted  that  the  general  surgical  literature  has  not 
yielded  more  information  on  the  value  of  irradiation  in  gas  gangrene 
since  most  roentgenologists  are  well  informed  of  its  merits  in  this 
disease.  Since  he  has  employed  this  form  of  therapy,  in  conjunc- 
tion with  sulfanilamide,  he  feels  that  this  type  of  infection  can  be 
controlled,  and  frequently  cured  without  resort  to  surgery.  Cases 
which  previously  would  have  been  submitted  to  immediate  surgery 
can,  under  this  regimen,  be  nursed  by  suitable  dietary  and  supportive 
measures  to  a stage  where,  if  amputation  finally  must  be  done,  the 
element  of  shock  will  be  reduced  to  a minimum,  and  the  extent  of 
the  surgery  be  limited. 

This  brings  up  the  question  of  prophylaxis.  Would  it  be  advisable 
to  irradiate  all  arteriosclerotic  and  diabetic  gangrenous  areas  before 
surgery  is  employed,  as  well  as  to  use  it  in  all  deeply  lacerated 
wounds  and  compound  fractures?*  Finally,  in  time  of  war,  where 
the  Welch  infection  is  much  more  common  because  of  the  intro- 
duction into  wounds  of  anaerobes  from  mud,  contaminated  missiles, 
and  sometimes  from  feces,  consideration  should  be  given  toward 
making  it  feasible  to  institute  prompt  administration  of  roentgen 
therapy  to  all  wounded.  This  should  be  done  as  near  the  front 
as  the  military  position  makes  possible. 


1 Callander,  C.  L.,  Haim,  A.,  and  Maximov,  A.:  Am.  J.  Surg.  42:  811  (1938). 

2 Kelly,  J.  F.,  Dowell,  A.,  Russum,  B.  C.,  and  Colien,  F.  E.:  Radiology  31:  608  (1938). 

2 Sewell,  R.  L.:  Surgery  6:  221  (Aug.)  1939. 
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“Medicine  must  once  again  prepare  to 
shoulder  its  almost  superhuman  obliga- 
tion of  mercy  among  a people  seemingly 
becoming  day  by  day  more  merciless.  . . . 
Aside  from  the  dispensation  of  mercy 
which  it  must  and  will  perform  as  always, 
Medicine  must  also,  unfortunately,  go  to 
war  in  this  neutral  country.  It  must  go 
to  war  for  the  preservation  of  its  basic 
philosophy  and  structure. 

“.  . . The  preliminary  political  steps 
have  been  taken  already  by  propaganda 
and  the  ‘threat  of  force’  to  seize  the 
property  and  persons  of  American  medi- 
cine. Government  acquisition  of  these 
medical  resources  will  probably  be  urged 
as  a primary  defense  measure.  And  if 
the  spirit  of  the  Administration  for  the 
emergency  is  to  be  honesty,  let  us  be  no 
less  honest  with  ourselves  and  with  the 
American  people.  Among  the  first  casu- 
alties of  the  present  European  war  may 
be  the  independent  institution  of  Ameri- 
can medicine  . . . unless!” — L.  D.  R., 
writing  in  the  October  issue  of  the  West- 
chester Medical  Bulletin. 


“We  should  be  mindful  of  the  fact  that 
the  greatest  advancement  in  the  science 
of  medicine,  that  of  the  past  century,  has 
taken  place  in  the  period  characterized  by 
the  greatest  human  liberty  and  freedom 
from  political  restraint.  In  no  other 
field  has  the  necessity  for  free  individual 
initiative  been  more  clearly  demon- 
strated than  in  the  science  of  medicine. 
It  is  of  the  utmost  importance  that  every- 
thing be  done  to  preserve  those  natural 
incentives  to  individual  accomplishments. 
Compulsion  and  the  lack  of  natural  re- 
wards for  individual  improvement,  such 
as  must  prevail  in  any  political  system, 
cannot  fail  to  have  a deleterious  effect 
upon  all  individual  effort.  Socialized 
medicine  would  of  necessity,  and  because 
of  the  manner  in  which  it  must  be  oper- 
ated, tend  to  freeze  the  present  state  of 
medical  knowledge  and  check  advance- 
ment.”— Quoting  the  Hon.  F.  C.  Smith, 


of  Ohio,  in  the  Cleveland  Academy  of 
Medicine  Bulletin  of  recent  date. 

“Whether  physicians  appreciate  it  or 
not,  state  medical  societies  and  the 
American  Medical  Association  represent 
distinguished  institutions  in  the  public 
mind.  Those  of  the  public  who  have 
been  rather  keen  observants  in  the  past 
look  to  these  institutions  to  speak  the 
voice  of  medicine  in  the  true  interest  of 
the  public  health,  when  questions  of 
major  concern  in  the  field  of  health  arise. 

“I  am  just  wondering  whether  the 
public  will  be  confused  in  future  thinking 
by  hearing  from  four  or  five  voices.  It 
has  happened  in  labor.  I hope  that  it 
does  not  happen  in  medicine. 

“If  physicians  divide  and  subdivide 
the  voice  of  medicine,  they  will  be  doing 
the  public  a notable  disservice,  whatever 
may  be  their  motives.” — A clergyman, 
commenting  recently  in  the  Wisconsin 
Medical  Journal. 

“The  hot  air  season  indoors  begins 
anew.  But  our  fervent  prayer,  this  New 
Deal  Thanksgiving,  will  be  for  surcease 
from  a recurrent  plague  of  public  forums, 
most  of  which,  in  our  experience,  have 
only  served  to  confound  the  issues,  con- 
fuse the  honest  listeners,  exfoliate  the 
‘experts,’  incite  the  rabble,  and  in  general, 
disturb  the  peace!” — According  to  “S.  Q. 
Lapius”  in  the  Westchester  Medical  Bulle- 
tin a short  time  ago. 


“Is  it  possible  that  the  Administration, 
shying  from  its  obvious  responsibility,  is 
seeking  to  divert  public  attention  from  its 
derelictions  by  making  a grandstand  play 
against  an  organization  of  individual 
medical  practitioners?  Is  legislation  in- 
tended for  the  control  of  the  big  fellows  to 
be  used  instead  for  the  harassment  of  a 
lot  of  little  fellows  ? 

“The  American  Medical  Association  is 
essentially  a labor  union — a union  of 
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workers  in  the  medical  field.  Why  does 
the  Administration  persist  in  gestures  of 
displeasure  against  it,  while  throwing 
around  labor  the  protection  of  additional 
legislation?  How  consistent  is  it  to  favor 
the  closed  shop  in  industry  and  to  insist 
on  the  open  shop  in  medicine? 

“Is  Washington  so  scared  by  the 
massed  votes  of  industrial  labor  that  it 
extends  carte  blanche  to  its  leaders,  while 
it  denies  to  doctors  of  medicine  their  tra- 
ditional right  to  discipline  their  own  pro- 
fession ? 


“Is  the  great  Federal  Government  so 
awed  by  the  massed  missions  of  Wall 
Street  that  it  must  shirk  its  duty  to  curb 
wealth,  the  w^hile  hiding  its  neglect  by 
attacking  a mythical  ‘medical  trust’? 

“If  massed  power,  whether  of  money  or 
men,  is  to  determine  hereafter  the  course 
of  justice,  then  Freedom  has  become  a 
mockery  and  Democracy,  despotism.” — 
A scathing  bit  of  comment  in  regard  to 
“The  Persecution  of  the  A.M.A.”  to  be 
found  in  the  August  17  issue  of  the 
N.A.R.D.  Journal. 


PROGRAM  FOR  THE  CONFERENCE  ON  CONVALESCENT  CARE 
at  The  New  York  Academy  of  Medicine,  November  9 and  10,  1939 


I.  (a)  MEDICAL  ROUND  TABLE— Novem- 
ber 9,  9:15  a.m.,  Morning  and  Afternoon 
Sessions 

A.  The  Physiology  and  Psychology  of  Con- 
valescence 

(1)  The  consequences  of  disease  processes 
and  the  need  of  readjustment  of  the 
nutritional,  endocrinological,  emo- 
tional, and  other  homeostatic  proc- 
esses with  particular  reference  to  age 
and  sex,  O.  H.  Perry  Pepper,  M.D., 
Philadelphia 

(2)  The  relation  of  chronic  disease  to  con- 
valescence 

Presented  by:  Ernst  P.  Boas,  M.D. 

B.  Results  of  Recent  Research  in  Nutrition 
with  Particular  Reference  to  the  Convales- 
cent State 

Presented  by:  H.  D.  Kruse,  M.D. 

C.  Institutional  Convalescent  Care  for  the 
Various  Types  of  Patients 

(1)  Medical  Patients 

a.  Respiratory,  Russell  L.  Cecil. 
M.D. 

b.  Alimentary  (gallbladder,  liver,  pep- 
tic ulcer,  etc.),  Howard  F.  Shat- 
tuck,  M.D. 

c.  Renal,  Urinary,  William  S.  Mc- 
Cann, M.D.,  Rochester,  New  York 

d.  Cardiovascular,  Robert  L.  Levy, 
M.D. 

(2)  Surgical  Patients 

a.  General  surgery  and  gynecology, 
I.  S.  Ravdin,  M.D.,  Philadelphia, 
Pa. 

b.  Goiter  operations,  Ralph  Colp, 
M.D. 

c.  Cancer,  William  P.  Healy,  M.D. 

d.  Orthopedic,  M.  Beckett  Ho- 
worth,  M.D. 

e.  Obstetric,  William  E.  Studdi- 
ford,  M.D. 

(3)  Pediatric  Patients,  Waldo  E.  Nel- 
son, M.D.,  Cincinnati,  Ohio 


(4)  Old  Age  Patients,  Lewellys  F. 
Barker,  M.D.,  Baltimore,  Md. 

I.  (b)  MEDICAL  ROUND  TABLE  (con- 

tinued) November  10,  9:15  a.m.,  Morning 
Session 

A.  The  Psychosomatic  Factors  of  Convales- 
cence 

Presented  by:  G.  Canby  Robinson, 

M.D.,  Baltimore,  Md. 

B.  Institutional  Convalescent  Care  for 

(1)  Neurological  Patients,  Hubert  S. 
Howe,  M.D. 

(2)  Psychiatric  Patients,  James  H.  Wall, 
M.D. 

II.  ROUND  TABLE  ON  SOCIO-ECONOMIC 
ASPECTS  OF  CONVALESCENT  CARE— 
November  10,  9:15  a.m.,  Morning  Session 

A.  Convalescent  Case  Finding,  Elizabeth  G. 
Gardiner 

B.  Where  Shall  the  Convalescent  Patient  Re- 
ceive Care? 

(1)  Institutional  Convalescent  Care 

a.  In  a department  of  a hospital; 
b.  In  a convalescent  home,  E.  M. 
Bluestone,  M.D. 

(2)  Convalescent  Care  in  the  Home 

a.  Boarding-out  method;  b.  Care  in 
patient’s  own  home,  Hugh  Chap- 
lin, M.D. 

(3)  Convalescent  Day  Camp 

Presented  by:  George  H.  Kojac, 

M.D. 

C.  Difficulties  Experienced  in  Placing  Certain 
Types  of  Patients  in  Convalescent  Homes 
Presented  by:  Mrs.  Fanny  L.  Mendel- 
sohn 

D.  The  Financing  of  Convalescent  Care 
Presented  by:  Arthur  W.  Jones 

III.  GENERAL  MEETING — November  10 
8:30  p.m. 

Speakers — Dr.  I.  Ogden  Woodruff 
Alfred  H.  Schoellkopf 
Dr.  E.  H.  L.  Corwin 


THE  ADVANTAGES  OF  SILK  IN  GENERAL  SURGERY 


Donald  Guthrie,  M.D.,  F.A.C.S.,  Sayre,  Pennsylvania,  M.  J.  Brown,  M.D., 
Davenport,  Iowa,  and  K.  W.  Woodhouse,  M.D.,  Sayre,  Pennsylvania 


Following  the  advice  of  the  eminent 
Kocher,  Halsted10  began  to  use  silk 
instead  of  catgut  as  a suture  material 
prior  to  1883.  His  use  of  silk,  therefore, 
preceded  the  introduction  of  rubber 
gloves  as  a part  of  the  modern  aseptic 
surgical  technic,  since  Bloodgood1  re- 
ports that  Halsted  first  employed  rubber 
gloves  in  1889.  He  believed  that  even 
under  these  circumstances  silk  gave  bet- 
ter results  in  surgical  wound  healing  than 
did  catgut.  In  spite  of  Halsted’s  ob- 
servations and  teachings,  the  widespread 
use  of  silk  has  come  about  in  only  com- 
paratively recent  years.  Whipple27  has 
become  one  of  the  leading  proponents  for 
the  employment  of  silk  in  clean  surgical 
cases,  and  the  popularity  of  this  type  of 
suture  material  is  due  in  large  part  to  his 
efforts. 

As  a result  of  his  experience  Whipple 
has  listed  the  errors  to  be  avoided  in  the 
use  of  silk.  These  errors  are:  (1)  tight 
sutures;  (2)  mass  ligatures;  (3)  blunt 
dissection;  (4)  careless  hemostasis;  (5) 
use  of  any  but  the  finest  grade  of  silk; 
(6)  combination  of  silk  and  catgut;  (7) 
use  of  silk  in  any  but  a sterile  field;  and 
(8)  continuous  sutures.  He  stated,  in 
1933,  that  a surgeon’s  percentage  of  clean 
wound  healing  is  not  only  a measure  of 
his  asepsis,  but  is  an  index  of  his  entire 
surgical  philosophy — his  knowledge  of 
healing  per  primam — as  well  as  his  atti- 
tude toward  his  patients’  welfare  and 
toward  the  improvement  of  his  art  and 
science.  Halsted  felt  that  when  a sur- 
geon’s results  with  silk  were  not  as  good 
as  with  catgut  the  failure  was  due  to  the 
surgeon’s  faulty  technic  rather  than  to  the 
silk. 

There  are  many  reasons  why  silk  has 
been  abandoned  since  Halsted’s  day  until 
recently,  when  experimental  work  has 


shown  its  value  in  surgery.  Duma,7 
working  in  Assaby’s  Clinic,  found  in  1903 
that  wounds  sutured  with  silk  apparently 
united,  but  should  deep  infection  occur, 
the  suppuration  ceased  only  when  the  silk 
sutures  were  removed.  He  concluded 
from  his  studies  that  silk  sutures,  es- 
pecially if  braided,  were  either  very  dif- 
ficult to  render  sterile  or  they  were  easily 
infected  during  operation.  Whiteford28 
in  1903  theorized  that  a suture  uniting 
muscles  that  are  constantly  changing 
position  and  form  gradually  cuts  its  way 
through  until  it  lies  loose  among  the 
tissues,  and  thence  must  become  encysted 
or  sloughed  from  the  wound. 

According  to  Lewis,14  some  surgeons 
simply  refuse  to  use  silk  because  it  is  non- 
absorbable and  when  buried  cannot  be 
removed.  He  found  that  many  surgeons 
object  to  silk  in  intestinal  anastomosis  on 
the  theory  it  may  cause  ulcers,  especially 
in  the  jejunum  after  gastroenterostomy. 

Whipple  warned  that  among  surgeons 
who  are  overdeliberate  and  have  a tend- 
ency to  putter,  the  use  of  silk  accentuates 
these  characteristics.  Fine  silk  cannot 
be  drawn  as  tightly  as  catgut  without 
breaking,  so  that  some  experience  is  re- 
quired before  it  can  be  successfully  used. 
Another  objection  to  silk  is  that  it  rapidly 
deteriorates  with  repeated  boiling  or 
wetting  and  drying.  It  is  necessary  to  use 
only  fresh  silk. 

Howes11  has  stated  that  in  infected 
wounds,  silk  remains  as  a nidus  of  infec- 
tion, but  that  catgut  does  not.  In  ex- 
perimental work,  however,  Shambaugh 
and  Dunphy23  have  shown  that  catgut 
may  remain  as  a nidus  of  infection  in  in- 
fected wounds.  It  has  been  noted  in  this 
clinic  that  an  infected  wound  that  has 
been  closed  with  catgut  may  be  kept 
suppurating  by  an  unabsorbed  catgut 
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knot.  Thompson25  found  that  fat  heals 
poorly  and  that  muscles  should  not  be 
sutured  because  nutrition  may  be  jeop- 
ardized, with  poor  healing  resulting. 
Meleney18  has  re-emphasized  that  catgut 
and  silk  should  not  both  be  used  in  the 
same  wound  because  there  is  more  li- 
ability of  it  becoming  infected  than  when 
either  suture  material  is  used  alone. 

The  objection  pointed  out  by  Duma  is 
perhaps  true  for  braided  silk;  but  the 
use  of  braided  silk  is  not  a Halsted  princi- 
ple, since  he  recommended  the  use  of  only 
fine  silk.  By  its  very  nature,  braided 
silk  cannot  be  fine  silk.  Whiteford’s 
theory  of  silk  cutting  through  muscles  is 
likely  correct  but  Halsted  did  not  recom- 
mend the  suturing  of  muscles.  The  belief 
that  silk  used  in  intestinal  anastomosis 
causes  ulcers  is  unfounded,  since  we 
know  marginal  ulcers  may  develop  re- 
gardless of  the  suture  material  used. 

In  a survey  of  the  literature  definite 
advantages  can  be  found  in  the  employ- 
ment of  silk  for  suture  material.  These 
advantages  are:  increased  per  primam 
healing;  more  firm  healing;  decreased 
disruption  of  wounds  postoperatively; 
security  of  knots;  sterility  and  safety  of 
suture  material ; and  economy. 

It  is  the  aim  of  every  surgeon  to  obtain 
per  primam  healing  of  clean  surgical 
wounds  in  order  to  avoid  the  infections 
that  may  prolong  hospitalization  and 
possibly  alter  the  expected  ultimate  result 
of  surgical  procedure.  Reliable  reports 
show  that  wound  healing  with  silk  ap- 
proaches the  perfect.  Whipple,27  in  a 
three-year  study,  found  that  8.9  per  cent 
of  810  catgut  cases  had  trivial  wound 
infections,  while  1.9  per  cent  had  serious 
infections ; whereas  1,169  silk  cases  showed 
1.5  per  cent  trivial  infections,  and  0.7 
per  cent  serious  wound  infections.  Mel- 
eney reported  1,078  clean  cases  from  the 
Presbyterian  Hospital,  in  which  54  cases, 
or  4.8  per  cent,  became  infected,  while 
only  1.1  per  cent  of  the  infections  were 
serious.  Thompson  found  that  by  using 
nonabsorbable  silk  or  linen  he  obtained 
95  per  cent  primary  wound  healing,  com- 
pared to  90  per  cent  primary  healing  with 
catgut.  He  felt  that  the  absorbability 


of  catgut  is  its  only  virtue  when  compared 
with  silk.  Goff  further  showed  the  reli- 
ability of  silk  when  he  reported  2,755 
clean  abdominal  wounds.  Of  this  num- 
ber, 1,645  closed  with  absorbable  sutures 
gave  extensive  infections  in  4.7  per  cent, 
while  there  were  slight  infections  in  5.3 
per  cent.  There  were  1,110  cases  closed 
with  nonabsorbable  sutures  with  resultant 
severe  infections  in  2.1  per  cent  and 
slight  infections  in  1.9  per  cent.* 

Guthrie  and  Sharer,8  in  1935,  stated 
that  the  abundant  blood  supply  of  the 
thyroid  region  with  its  rapid  healing  and 
resistance  to  infection  lends  itself  admir- 
ably to  the  use  of  silk.  They  further 
stated  that  mild  transient  infections  may 
develop  under  the  skin  flaps  but  that  in- 
fections beneath  the  strap  muscles  have 
been  absent.  Shambaugh  and  Dunphy 
found  that  the  silk  wound  is  better  able  to 
tolerate  slight  bacterial  contamination 
which  might  in  the  catgut  wound  result 
in  suppuration.  They  showed  histologi- 
cally that  satisfactory  healing  in  heavily 
infected  wounds  occurs  without  discharge 
or  removal  of  sutures.  It  was  shown  also 
that  catgut  may  occasionally,  even  in  the 
presence  of  infection,  resist  absorption 
and  remain  unchanged  in  the  tissue  for 
long  periods  of  time.  This  experimental 
finding  concurred  with  clinical  observa- 
tions that  complete  healing  of  catgut 
wounds  may  be  delayed  by  bits  of  un- 
absorbed  catgut.  Parsons22  found  12.7 
per  cent  recurrences  in  all  types  of  hernias 
when  repaired  by  catgut,  compared  to 
3.5  per  cent  recurrence  when  silk  was 
used. 

Mason16  stated  that  the  need  for  drain- 
age has  nearly  disappeared  in  thyroidecto- 
mies in  clinics  where  silk  is  used.  Also, 
in  breast  amputations  the  use  of  drainage 
has  decreased  and  the  period  of  hospitali- 
zation and  the  number  of  dressings  have 
decreased  accordingly.  Trout26  reports 
that  he  has  used  silk  in  over  600  breast 
amputations  with  very  good  results. 
Meleney  stated  that  the  superiority  of 
fine  silk  over  catgut  is  due  to  better 
hemostasis  because  silk  knots  do  not 
slip,  the  minimal  cellular  and  fluid  re- 
action about  the  silk  sutures,  and  the 
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gentleness  required  of  the  surgeon  in 
handling  the  tissues. 

The  healing  wound  that  has  been  su- 
tured by  silk  is  more  firm  than  catgut 
wounds.  Howes  and  Harvey,12  in  1930, 
showed  histologically  that  silk  sutures 
become  encysted  by  a fibrous  capsule. 
They  found  that  during  the  first  four 
days  a wound  is  only  as  strong  as  the 
holding  power  of  the  sutures.  In  this 
latent  period  silk  maintains  its  strength, 
while  catgut  is  rapidly  absorbed.  In 
1933  Howes  showed  experimentally  that 
the  strength  of  wounds  sutured  by  silk 
returns  more  rapidly  than  when  sutured 
by  catgut.  Howes  found  that  small 
bites  of  tissue  with  interrupted  sutures 
gave  the  greatest  holding  power  and 
strength  to  the  wound. 

Dehiscence  of  clean  surgical  wounds 
has  been  decreased  by  the  use  of  silk 
sutures.  Howes  found  that  less  exudation 
was  found  in  silk  wounds  and  that  exuda- 
tion was  rarely  present  after  the  fifth  day. 
He  found  that  a higher  percentage  of 
disruptions  occurred  with  catgut,  indi- 
cating a greater  unreliability  of  this 
material.  Kraissl,  Kesten,  and  Cimiotti13 
showed  that  sensitization  of  animals  to 
catgut  and  chromic  acid  definitely  dis- 
turbed and  prolonged  wound  healing. 
Five  patients  who  disrupted  their  wounds 
and  who  gave  a history  of  allergy  showed 
evidence  of  sensitivity.  They  found 
that  52  per  cent  of  those  patients  without 
allergic  history  gave  a positive  response 
when  tested.  These  authors  feel  that  by 
skin  testing,  the  allergic  factor  in  wound 
disruptions  may  be  eliminated,  thereby 
reducing  the  incidence  of  this  catas- 
trophe. The  presence  of  a positive  aller- 
gic response  to  catgut  should  be  a positive 
indication  for  the  use  of  silk  sutures. 

Silk  knots  are  more  secure  than  those  of 
catgut.  Meleney  believes  that  silk  knots 
do  not  become  untied  as  easily  as  catgut 
knots,  particularly  when  wound  surfaces 
move  to  a certain  extent,  as  in  thyroid 
operations.  A suture  material’s  safety  is 
dependent  on  its  degree  of  sterility.  It 
was  found  by  Meleney  that  22  of  174 
specimens  of  catgut  (12.5  per  cent) 
yielded  spore-forming  bacteria,  including 


gas-gangrene  organisms.  No  pyogenic 
cocci  were  found.  In  1933,  Clock2  found 
that  27  per  cent  of  American  copperized 
catgut  and  52  per  cent  of  German  brands 
were  contaminated.  He  also  found  that 
peppermint  oil  catgut  sutures  were  100 
per  cent  nonsterile.  He  made  a study  of 
foreign-made  brands  in  19343  and  found 
them  to  be  46.5  per  cent  nonsterile. 
Clock  concluded  that  carefully  controlled 
heat  sterilization  is  the  only  reliable  and 
positive  method  of  sterilizing  surgical 
catgut  sutures.  In  1935, 4 he  made  further 
bacteriologic  studies  of  American  catgut, 
from  which  he  concluded  that  the  pub- 
lished results  of  Meleney’s  study  of  catgut 
sterility  had  had  little  or  no  effect  in  rid- 
ding the  market  of  nonsterile  sutures. 
It  is  evident  that  the  danger  of  nonsterile 
catgut  sutures  still  exists.  This  places 
the  reputation  of  the  surgical  profession 
and  hospital,  as  well  as  the  welfare  and 
life  of  the  surgical  patient,  in  jeopardy. 

Clock  further  reported,  in  1937, 5 studies 
showing  that  silver  catgut  caused  definite 
irritation  to  the  tissues,  as  shown  by  the 
marked  leukocytic  reaction  and  infiltra- 
tion of  cells  of  abscess-like  appearance 
which  they  induced.  This  is  a contra- 
diction of  the  statement  made  by  Linhart 
and  Lieb  that  “the  silver  has  a nonirri- 
tant action  on  living  tissues.”  A con- 
tinuation of  the  catgut  studies  by  Clock, 
in  1938, 6 showed  that  all  the  bacteria  iso- 
lated from  nonsterile  catgut  were  spore- 
formers.  There  were  36  spore-forming 
bacterial  species  isolated  and  identified; 
of  these,  5 were  anaerobic  and  31  were 
aerobic  and  facultative  spore-forming 
bacilli.  The  senior  author  recalls  3 dis- 
tressing cases  of  fatal  tetanus  following 
the  employment  of  catgut  suture  mate- 
rial. Two  of  these  infections  followed  gas- 
trointestinal operations  in  another  clinic, 
and  1 in  a clean  open  operation  on  the 
knee  joint  in  our  clinic.  While  spores 
might  conceivably  have  been  on  the  skin, 
or,  in  the  gastrointestinal  cases,  have 
come  from  the  intestinal  tract,  it  is  safe 
to  assume  that  the  infections  were  prob- 
ably caused  by  nonsterile  catgut.  The 
thorough  studies  reported  here,  which 
were  made  by  Meleney,  Chatfield,18 
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and  Clock,  show  the  possible  hazards  the 
surgeon  faces  in  using  catgut  as  suture 
material.  In  contradistinction  it  is 
known  that  silk  may  be  completely  steril- 
ized by  boiling. 

The  cost  of  catgut  is  roughly  three 
times  that  of  an  equivalent  amount  of 
surgical  silk.  This  becomes  a considera- 
tion of  importance  to  economy  on  an 
active  surgical  service. 

In  the  use  of  silk  for  clean  surgical 
wounds  it  has  been  noted  that  morbidity 
and  drainage  have  decreased.  Patients 
who  have  appendectomies  performed  with 
the  silk  technic  are  up  by  the  fourth  day 
and  home  by  the  seventh,  whereas  for- 
merly they  were  hospitalized  nine  days. 
Incisions  in  the  upper  or  lower  abdomen 
for  gallbladder,  gastric,  or  pelvic  surgery 
are  sufficiently  healed  by  the  tenth  to 
twelfth  day  to  allow  the  patients  to  be 
up  and  they  are  discharged  by  the  four- 
teenth to  sixteenth  day — two  to  four  days 
before  comparable  wounds  closed  with 
catgut.  Similarly,  patients  having  herni- 
orrhaphy performed  are  saved  two  to 
four  days  of  hospitalization.  In  addition 
to  the  rapid,  firm  wound  healing,  it  is 
notable  that  there  is  a paucity  of  serum 
pockets  compared  to  those  found  with 
catgut  wounds. 

The  operations  of  thyroidectomy  and 
mastectomy — simple  and  radical — have 
been  much  improved  by  the  use  of  silk. 
A review  of  the  last  150  thyroidectomies 
performed  in  this  clinic  using  the  silk 
technic  has  been  recently  published.9 
Only  1 of  the  150  cases  was  drained,  and 
this  was  the  second  case  of  the  series. 
The  drains  were  removed  in  twenty-four 
hours  and  healing  was  per  primam.  In 
contrast,  when  catgut  was  used  we 
drained  nearly  all  thyroid  wounds  for  a 
period  of  fifteen  days.  We  do  not  hesi- 
tate now  to  close  wounds  with  even  deep 
substern  al  pockets  without  drainage. 
This  technic  has  markedly  improved  the 
percentage  of  per  primam  healing  and  the 
morbidity  in  thyroidectomies.  Serum 
accumulations  requiring  drainage  are 
rare.  The  hospitalization  period  for 
subtotal  thyroidectomy  patients  now 
averages  eight  to  ten  days,  as  compared 


to  a previous  fourteen  to  eighteen  days 
with  the  catgut  technic.  There  was  but  1 
infected  wound  in  this  series  and  this  was 
a trivial  infection  that  did  not  prolong  the 
patient’s  hospital  stay. 

Formerly,  all  breast  amputations,  sim- 
ple or  radical,  were  performed  using  cat- 
gut for  ligature.  Almost  invariably 
these  wounds  were  drained  and  serum  col- 
lections were  the  rule — infections  beneath 
the  flaps  fairly  common.  Using  the  silk 
technic,  the  wounds  have  been  uniformly 
closed  without  drainage.  Serum  accumu- 
lations have  been  infrequent  and  no  infec- 
tions have  developed.  The  hospitaliza- 
tion period  has  been  reduced  four  to  six 
days  in  these  cases.  We  uniformly  use  a 
rubber-sponge  pressure  dressing  following 
thyroidectomy  and  mastectomy,  and  feel 
that  this  is  of  value  in  obliterating  dead 
space  and  preventing  the  accumulation  of 
serum. 

All  of  the  surgeons  in  the  clinic  are  now 
using  silk  for  all  herniorrhaphies,  being 
convinced  that  recurrence  is  markedly 
decreased  over  chromic  catgut.  This  is 
the  opinion  of  most  surgeons  who  employ 
silk.  A recent  study  by  Longacre,15 
based  on  a careful  and  reliable  follow-up 
study  on  patients  operated  upon  at 
Presbyterian  Hospital,  proves  this  to  be 
true  without  question.  In  this  series, 
496  hernias  were  repaired  with  silk,  and 
of  this  group  3.4  per  cent  recurred.  Of 
270  hernias  repaired  with  chromic  catgut, 
12.5  per  cent  recurred.  In  the  direct 
inguinal  group,  89  silk  repairs  had  a re- 
currence of  4.49  per  cent,  as  compared 
with  13.6  per  cent  in  22  chromic  catgut 
repairs.  The  incidence  of  recurrence  in 
278  indirect  inguinal  hernias  repaired 
with  silk  was  2.16  per  cent,  in  contrast  to 
9.8  per  cent  in  153  with  chromic  catgut. 
Longacre  reports  15.04  per  cent  infections 
in  246  hernias  repaired  with  chromic  cat- 
gut in  this  series,  in  contrast  to  2.55  per 
cent  infections  in  470  cases  repaired  with 
silk. 

Infections  that  have  occurred  have  not 
run  a course  that  was  appreciably  differ- 
ent from  those  of  catgut  wounds.  Two 
appendectomy  wounds  that  were  infected 
drained  about  six  weeks,  and  a third  one 
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Infections  in  Silk  Cases — July  1,  1937,  to  April  20,  1939 


Operations 

Thyroidectomy 
Appendectomy 
Herniorrhaphy  (inguinal) 

Herniorrhaphy  (umbilical) 

Herniorrhaphy  (diaphragmatic) 

Excision  breast  tumor 
Mastectomy 
Radical  mastectomy 
Cholecystectomy 

Cholecystectomy -choledochostomy 
Cholecystogastrostomy-choledochostomy 
Cholecystostomy-gastroenterostomy 
Gastroenterostomy 

Graham  closure  ulcer-gastroenterostomy 
Pyloroplasty-gastroenterostomy 
Judd  pyloroplasty 
Polya-Balfour  gastric  resection 

Salpingo-oophorectomy  (with  or  without  appendectomy) 

Baldy- Webster — appendectomy 

Supravaginal  hysterectomy 

Exploratory  laparotomy 

Wilm’s  operation — appendectomy 

Meckel’s  diverticulectomy 

Colostomy 

Excision  cyst  of  testicle 
Bottle  operation — hydrocele 
Beck  operation — elephantiasis 
Excision  mixed  tumor  submaxillary 
Repair  spina  bifida 

Total 


Number 

Number 

Percentage 

Cases 

Infections 

Infections 

165 

1 

0.6 

124 

3 

2.4 

64 

1 

1 . 5 

2 

0 

0 

1 

0 

0 

5 

0 

0 

6 

0 

0 

10 

0 

0 

12 

0 

0 

6 

0 

0 

1 

0 

0 

1 

0 

0 

13 

0 

0 

1 

0 

0 

1 

0 

0 

5 

0 

0 

6 

0 

0 

8 

1 

12.5 

1 

0 

0 

25 

0 

0 

4 

0 

0 

1 

0 

0 

1 

0 

0 

1 

0 

0 

1 

0 

0 

2 

0 

0 

1 

0 

0 

1 

0 

0 

1 

0 

0 

470 

6 

1.27 

a shorter  period.  It  has  been  shown  ex- 
perimentally by  Shambaugh  and  Dunphy 
that  satisfactory  healing  takes  place  in 
even  severely  infected  wounds.  Ochsner 2 1 
feels,  in  fact,  that  silk  is  particularly  in- 
dicated in  cases  of  infection,  since  it  is 
these  cases  in  which  healing  is  delayed 
and  in  which  rupture  is  likely  to  occur. 
He  reiterates,  however,  Halsted’s  princi- 
ples of  fine  silk,  interrupted  sutures, 
knots  cut  short,  and  small  bites  of  tissue 
included  in  the  suture.  He  stresses  that 
it  is  continuous  silk  in  the  presence  of  in- 
fection that  is  dangerous.  Shambaugh 
and  Dunphy  showed  that  catgut  may 
remain  unabsorbed  in  infected  wounds 
for  months,  acting  as  a nidus  for  infec- 
tion. In  this  clinic  there  have  recently 
been  2 patients  who  had  infected  wounds 
in  which  catgut  sutures  were  used.  They 
had  drainage  kept  up  for  three  months 
by  buried  chromic  catgut  knots.  The 
sinuses  closed  only  when  the  knots  were 
removed  or  extruded. 

Analysis  of  Cases 

A short  time  after  July  1,  1937,  silk 
was  adopted  in  the  work  of  the  Guthrie 
Clinic  as  the  suture-ligature  material 
used  in  performing  all  thyroidectomies, 
many  mastectomies,  some  herniorrhaphies, 
and  a percentage  of  uncomplicated  ap- 


pendectomies. It  has  also  been  used  in 
the  closure  of  incisions  for  varied,  clean 
major  operations  by  some  of  the  surgeons. 
Although  absorbable  sutures  may  have 
been  used  in  whole  or  in  part  in  many  of 
these  operations,  silk  alone  was  used  in 
the  tier  closure  of  the  incisions.  Some 
members  of  the  surgical  staff  still  use 
catgut,  so  we  are  afforded  an  excellent 
opportunity  to  compare  the  healing  of 
wounds  in  which  catgut  and  silk,  respec- 
tively, are  used  as  the  suture  material. 
This  study  comprises  470  operations  in 
which  the  silk  technic  was  employed. 
These  cases,  with  the  resulting  infections, 
are  tabulated  above. 

Three  hundred  and  five  of  these  cases 
have  been  previously  reported.  It  is  of 
interest  that  in  this  smaller  series  the 
incidence  of  infection  was  1.3  per  cent; 
with  the  addition  of  165  cases  the  inci- 
dence of  infection  remains  1.27  per  cent — 
essentially  the  same.  Two  of  these  in- 
fections occurred  in  appendectomies  in 
which  the  pathology  of  the  appendix  had 
spread  beyond  the  confines  of  the  ap- 
pendix itself.  We  believe  the  use  of  the 
silk  technic  in  gangrenous  or  perforated 
appendicitis  is  ill  advised  and  we  shall 
not  use  it  in  such  cases  in  the  future.  It 
may  be  reiterated,  however,  that  the 
infections  cleared  up  within  three  and 
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six  weeks,  respectively,  in  these  2 cases. 

As  a basis  for  comparison,  2,047  clean 
eases  operated  upon,  using  catgut  as  the 
suture-ligature,  have  been  analyzed. 
These  cases  were  treated  during  the  same 
period  of  time  and  are  comparable  in 
every  way  to  the  group  of  silk  cases  pre- 
sented. There  were  59  wound  infections 
occurring  in  this  group.  This  constitutes 
an  incidence  of  2.9  per  cent  infection  in 
the  catgut  wounds,  as  compared  to  1.27 
per  cent  in  the  silk  cases ; or  an  incidence 
of  infection  in  catgut  closures  of  over  two 
times  that  occurring  in  silk  closed  wounds. 

In  the  year  preceding  the  introduction 
of  the  silk  technic  for  thyroidectomy,  110 
subtotal  thyroidectomies  were  performed 
with  the  use  of  a combined  silk  and  cat- 
gut technic.  The  incidence  of  infection 
was  1.8  per  cent,  compared  to  0.6  per  cent 
when  using  silk  alone. 

Since  July  1,  1937,  101  herniorrhaphies 
were  performed,  using  chromic  catgut, 
with  6 infections — 5.9  per  cent.  In  this 
series  66  herniorrhaphies  (64  inguinal 
and  2 umbilical)  have  been  performed 
under  the  silk  technic  with  but  1 infec- 
tion, an  incidence  of  1.5  per  cent. 

During  the  same  period  of  time,  13 
infections  occurred  in  463  clean  appen- 
dectomies using  catgut — an  incidence  of 
2.8  per  cent — compared  to  2.4  per  cent 
with  silk.  It  should  be  reiterated,  how- 
ever, that  2 of  these  infections  occurred 
in  cases  in  which  the  pathology  had 
spread  beyond  the  confines  of  the  ap- 
pendix, so  they  were  not  clean  cases. 

It  is  obvious  from  these  figures  that 
the  use  of  the  silk  technic  has  resulted  in 
only  about  half  the  number  of  infections 
encountered  with  catgut.  In  none  of  the 
infections  occurring  was  the  course  of 
the  infection  markedly  different  from  a 
similar  infection  of  a catgut  wound. 
Three  of  the  infections  should  be  desig- 
nated as  of  mild  and  3 as  of  moderately 
severe  degree. 

Summary  and  Conclusions 

The  use  of  silk  in  general  surgery  has 
found  many  advocates  among  careful 
surgeons  in  this  country  and  abroad.  Its 
use  is  increasing.  The  importance  of  the 


principles  to  be  observed  in  the  use  of 
silk,  originally  stated  by  Halsted  and  re- 
affirmed by  Whipple,  cannot  be  over- 
emphasized. 

Since  July  1,  1937,  the  silk  technic  has 
been  used  in  the  Guthrie  Clinic  in  the 
performance  of  470  surgical  operations. 
Based  on  this  experience,  the  authors  are 
convinced  that  silk  as  suture-ligature 
material  offers  definite  advantages  over 
catgut  in  clean  cases;  knots  are  tied  with 
greater  ease  and  when  tied  give  a feeling 
of  greater  security  than  when  tied  with 
catgut;  there  is  less  anxiety  on  the  part 
of  the  surgeon  as  to  the  sterility  of  his 
suture  material  because  silk  may  be 
readily  sterilized  by  boiling ; wounds  heal 
with  less  tissue  reaction  than  with  catgut, 
serum  pockets  seldom  result,  and  per 
primam  healing  is  the  rule;  infections 
occur  less  often  in  silk  than  in  catgut 
wounds  and  postoperative  wound  dis- 
ruption is  a rare  occurrence;  the  lower 
cost  of  silk  is  advantageous.  Because  of 
early  firm  healing  and  accurate  coaptation 
of  the  wound  throughout  the  healing 
process,  the  period  of  hospitalization  may 
be  materially  reduced  under  the  usual 
period  for  catgut  wounds,  with  resultant 
saving  to  the  hospital  and  patient. 
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Discussion 

Dr.  Frank  L.  Meleney,  New  York  City — 
Dr.  William  S.  Halsted  was  unquestionably  the 
first  great  exponent  of  the  use  of  silk  in  the 
ligature  of  blood  vessels  and  the  suture  of 
wounds. 1 His  technic  has  been  generally  followed 
by  those  who  came  under  his  influence,  particu- 
larly his  resident  surgeons,  who  are  widely 
scattered  throughout  the  country. 

This  technic,  however,  has  not  been  followed 
by  graduates  of  other  schools  until  recently.  It 
was  introduced  into  the  Presbyterian  Hospital 
in  1930.  This  came  about  indirectly  by  way  of 
China.  Dr.  Adrian  Taylor,  one  of  Dr.  Halsted’s 
assistant  residents,  was  head  of  the  Surgical 
Department  of  the  Peiping  Union  Medical 
College,  where  I served  a term  of  four  years. 
Here  I received  my  introduction  to  the  use  of 
silk. 

No  statistical  studies  had  ever  been  reported 
by  Dr.  Halsted  and  we  made  no  statistical 
studies  in  Peiping,  but  I was  convinced  of  the 
advantages  of  silk  over  catgut,  particularly  in 
thyroid  operations,  where  I had  been  accustomed 
to  frequent  collections  of  serosanguinous  exudate, 
the  frequent  use  of  drains,  and  a fairly  high  per- 
centage of  trivial  or  serious  wound  infections. 
The  kindly  healing  of  the  thyroid  cases,  where 
the  ligature  of  blood  vessels  and  the  suture  of 
wounds  were  done  with  silk,  was  in  sharp  con- 
trast to  the  stormy  healing  of  the  catgut  cases. 

In  1925,  when  a systematic  and  careful  study 
of  wound  infections  was  begun  at  the  Presby- 
terian Hospital,  the  base  line  was  laid  upon  which 
a careful  comparison  of  silk  and  catgut  cases 
could  be  determined.  This  was  first  done  in 
1930,  when  a small  series  of  thyroid  cases  which 
I closed  with  silk  was  compared  with  a similar 
series  closed  with  catgut.  The  favorable  results 
with  silk  led  to  an  experimental  comparison  of  a 
larger  series,  and  one  of  the  surgeons  in  the 
thyroid  clinic  became  completely  converted  to 
the  use  of  silk.  He  had  planned  to  run  a six- 
month  series,  but  at  the  end  of  three  months  it 
was  so  obvious  that  further  study  was  not 
necessary. 

In  1931,  the  surgeons  in  the  thyroid  clinic 
adopted  this  technic  and  it  was  applied  to  a 
large  group  of  inguinal  hernias  with  like  results. 
In  the  next  year,  the  fracture  service  took  it  over 


for  use  in  the  open  reduction  of  fractures  and 
arthrotomies.  Since  1934,  it  has  been  generally 
accepted  by  all  of  the  members  of  our  staff  for 
all  clean  cases,  and  Dr.  Whipple  has  become  an 
ardent  advocate.  Since  1930,  by  every  measure 
that  we  can  make  and  all  statistics  that  we  can 
gather  from  our  wound  healing  records,  the 
superiority  of  silk  over  catgut  has  been  demon- 
strated. 

Vivier7  brought  experimental  confirmation 
with  a series  of  experiments  in  animals,  in  which 
he  showed  that  the  reaction  of  the  tissues  to 
catgut  by  the  exudation  of  fluid  and  cells  far 
exceeded  that  which  occurred  with  silk.  He 
also  showed  that  the  tissues  reached  a maximum 
strength  on  an  earlier  day  with  silk  than  with 
catgut. 

Our  results  were  first  reported  in  1935,  but 
recently  Dr.  Parsons5  has  reported  a study  from 
the  point  of  view  of  recurrences  in  hernia  and 
this  study  has  been  enlarged  and  completed  by 
Longacre,2  whose  figures  amply  confirm  the 
earlier  report. 

In  recent  years  there  has  been  a tendency  to 
use  silk  in  cases  in  which  there  is  a large  degree 
of  contamination  of  the  wound  with  micro- 
organisms; for  example,  in  gallbladder  and 
intestinal  work.  Some  advocate  the  use  of  silk 
in  frankly  infected  cases6;  I feel,  however,  that 
this  is  treading  on  dangerous  ground  and  is 
likely  to  bring  the  silk  technic  into  disrepute. 
In  fact,  the  use  of  silk  requires  a high  standard 
of  general  surgical  technic,  which  includes  the 
gentle  handling  of  tissues,  strict  hemostasis,  the 
avoidance  of  mass  ligatures,  and  the  use  of  fine 
suture  material,  etc.  Those  who  use  silk  under 
any  other  conditions  may  come  to  grief.  I am, 
however,  convinced  that  anyone  who  has  schooled 
himself  to  high  basic  standards  of  surgical 
technic  will  be  able  to  demonstrate  promptly  to 
his  own  satisfaction  the  advantage  of  silk  over 
catgut. 

This  has  been  accepted  in  many  of  the  clinics 
in  New  York  City  that  have  followed  the  recent 
reports  and,  I am  sure,  the  Halsted  silk  technic 
is  gaining  in  favor  in  many  other  clinics  through- 
out the  country.  A recent  report  has  come,  for 
example,  from  the  Hospital  for  the  Ruptured 
and  Crippled  in  New  York  City,  which  was 
presented  at  a recent  meeting  of  the  New  York 
Surgical  Society.  In  the  discussion  of  this 
paper,  Dr.  Heuer,  who  was  brought  up  by  Dr. 
Halsted  in  the  use  of  silk,  explained  that  at  Johns 
Hopkins  Hospital  there  was  no  basis  for  com- 
parison of  silk  with  catgut  because  catgut  was 
never  used  in  clean  cases.3  It  is  of  considerable 
interest,  I think,  that  the  impression  of  Halsted, 
so  firmly  grounded  in  his  excellent  clinical  ob- 
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servation,  is  now  being  confirmed  by  unques- 
tionable statistical  evidence  in  many  different 
clinics. 

Dr.  Guthrie’s  figures  are  of  great  interest  and 
importance.  I wish  particularly  to  congratu- 
late him  on  the  low  incidence  of  wound  infection. 

Dr.  Guthrie’s  emphasis  on  fine  silk  as  compared 
with  the  coarser  grades,  including  braided  silk, 
has  been  repeatedly  confirmed. 

My  own  feeling  is  that  plain  silk  is  fully  as 
satisfactory  as  the  prepared,  waxed  silk  or  the 
so-called  serumproof  silks,  and  very  much 
cheaper.  It  is  true  the  ordinary  silk  deteriorates 
with  boiling,  but  it  is  so  cheap  that  this  factor 
is  hardly  important.  It  should  not  be  boiled 
more  than  twice.  The  combination  of  catgut 
and  silk  in  our  hands  has  shown  a higher  per- 
centage of  infection  than  catgut  or  silk  alone, 
which  confirms  a clinical  observation  that 
Halsted  made. 

I am  very  skeptical  of  using  silk  in  the  pres- 
ence of  infection  because  certainly  when  in- 
fection occurs,  silk  knots  are  very  much  more 
troublesome  than  catgut  knots  and  very  much 
more  likely  to  cause  continuous  drainage  until 
the  silk  stitch  is  either  spontaneously  discharged 
or  removed.  Therefore,  continuous  silk  is  of 
great  annoyance  in  a case  that  becomes  infected, 
because  the  end  of  the  suture  may  lie  in  unin- 
fected tissue  and  will  not  be  released  unless  the 
infection  travels  along  the  suture  to  the  knot  and 
separates  it  from  the  surrounding  tissue.  How- 
ever, the  continuous  silk  stitch  in  the  peritoneum 
is  of  great  value  in  giving  an  accurate  closure  of 
the  wound  margins.  We  frequently  use  it  for 
the  peritoneal  stitch,  which  includes  the  posterior 
sheath  of  the  rectus,  reinforcing  the  continuous 
silk  with  interrupted  sutures.  The  anterior 
sheath,  however,  can  be  well  approximated  with 
interrupted  sutures.  If  infection  occurs,  it 
usually  does  not  go  down  to  the  peritoneal  layer, 
so  that  the  continuous  stitch  at  this  site  is  not 
troublesome  in  an  undrained  wound. 


The  necessity  for  drainage  has  practically 
disappeared  with  the  use  of  fine  silk  in  thyroid 
cases,  and  there  has  been  a decided  shortening 
of  the  hospital  stay  even  with  toxic  cases. 

With  regard  to  the  sterility  of  catgut,  the 
situation  has  greatly  improved.  We  believe 
that  in  the  hands  of  the  Food  and  Drugs  Ad- 
ministration under  the  new  Food  and  Drugs 
Act  this  will  continue  to  improve,  and  only  in 
rare  instances  will  unsterile  catgut  be  found  on 
the  market.  However,  it  should  be  noted  that 
the  streptococcus  and  staphylococcus  wound 
infections  are  almost  never  due  to  catgut  con- 
taminated with  these  organisms,  which  are 
relatively  easily  killed  in  the  sterilization  proc- 
ess, even  when  this  may  not  be  adequate  to 
destroy  the  spore-forming  organisms.  Sterile 
catgut,  however,  in  the  presence  of  the  usual 
contaminating  organisms  (which  invariably 
enter  an  operative  wound  either  from  the  deep 
layers  of  the  skin  or  directly  or  indirectly  from 
the  air),  provides  a favorable  environment  for 
growth  because  of  the  presence  of  an  irritating 
foreign  body  and  the  resulting  exudation  of  cells 
and  fluid  into  the  tissues. 

I would  like  to  present  again  slides  showing 
our  comparative  figures  of  silk  and  catgut  in 
1930-1934,  which  appeared  in  our  report  of 
1935, 4 and  likewise,  a summary  of  Longacre’s 
figures.2 
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CHIROPRACTOR  CAMPAIGN 

New  York  State  chiropractors  are  planning  an 
intensive  campaign  to  break  the  “monopoly 
represented  by  the  A.M.A.”  The  drive  will 
take  the  form  of  newspaper  advertisements, 
radio  broadcasts,  mass  meetings,  and  the  forma- 
tion of  lay  chiropractic  “auxiliaries.” 

Expenditures  of  $50,000  to  this  end,  a spokes- 
man for  the  group  said,  were  expected  to  be 
approved  shortly  by  a special  committee. 


NEWS  FROM  RUSSIA 

Corneas  taken  from  the  eyes  of  corpses  and 
preserved  by  refrigeration  have  been  grafted  onto 
living  eyes  in  440  sight-saving  operations,  ac- 
cording to  Dr.  V.  P.  Filatov,  Director  of  the 
Odessa  Institute  for  Experimental  Ophthal- 
mology, says  Science  Service.  The  cold-storage 
corneas  graft  far  more  successfully  than  those 
from  the  eyes  of  living  persons,  he  finds,  and 
exercise  a beneficial  effect  on  the  adjacent  tissue. 


CONGENITAL  ABSENCE  OF  THE  VAGINA 

Features  Simplifying  the  Procedure  for  Reconstruction 

Nathan  P.  Sears,  M.D.,  Syracuse,  New  York 

(. Professor  of  Clinical  Gynecology,  Syracuse  University) 


Complete  congenital  absence  of  the 
vagina  is  a relatively  rare  condition, 
and  when  it  is  discovered  the  question 
presented  to  the  gynecologist  is  when  and 
how  the  condition  should  be  approached. 

First,  the  patient  should  be  an  adult 
and  established  beyond  doubt  as  a female. 
This  can  be  assured  if  the  body  conforma- 
tion is  of  feminine  type  with  normal 
breasts,  normal  hairsuit,  and  a normal 
vulva.  Conclusive  proof  is  obtained  by 
finding  the  female  sex  hormone  in  blood 
and  urine. 

It  is  obvious  that  the  reconstruction 
without  marriage  is  unwise,  and  also,  a 
better  result  is  obtained  if  marriage  fol- 
lows as  soon  as  the  new  vagina  is  healed. 

Whether  or  not  a woman  with  no  va- 
gina should  be  operated  upon  has  been 
questioned.  I am  convinced  a young 
woman,  otherwise  normal,  should  be 
given  the  chance  for  a normal  sex  life 
and  companionship  of  marriage.  That 
she  be  sterile  may  be  of  relatively  minor 
importance,  since  sterile  women  with  ap- 
parently normal  genitalia  have  either 
adapted  themselves  to  a sterile  marriage 
or  have  satisfied  the  desire  for  children 
by  adopting  them. 

Operative  Procedures 

When  all  the  necessary  requirements 
have  been  met,  the  next  question  is  what 
procedure  should  be  used.  In  discussing 
the  surgical  methods  of  the  day  I will 
omit,  with  due  respect  to  their  inventors, 
all  except  three  types,  namely,  the  Frank- 
Geist1  operation,  the  Mclndoe2  operation, 
and  the  procedure  described  by  Wharton.3 

In  the  Frank-Geist  operation,  a tube 
flap  is  raised  on  the  inner  aspect  of  the 
thigh  where  the  hair  is  scant.  The  distal 


end  of  the  tube  is  left  undisturbed  until 
circulation  seems  established  and  then 
gradually  divided  from  its  origin,  letting 
enough  time  elapse  to  prove  that  the  blood 
supply  is  established.  The  space  between 
the  bladder  and  rectum  is  then  prepared, 
the  flap  completely  released  at  its  distal 
end  and  the  tube  turned  with  the  skin 
side  in  and  placed  between  rectum  and 
bladder.  When  circulatory  contact  is 
established  the  proximal  pedicle  is  divided 
at  the  vaginal  orifice  and  the  remainder 
of  the  flap  sewed  down  to  cover  the  raw 
area  left  on  the  thigh.  A plug  is  used  to 
prevent  shrinkage  and  to  keep  the  graft 
in  place.  Good  results  were  reported  by 
Frank,  Dannreuther,4  and  by  Douglas.5 

The  operation,  although  an  excellent 
one,  requires  many  stages  over  a period  of 
weeks.  The  lining  of  the  newly  formed 
vagina  is  thick,  rather  harsh,  and  may 
contain  hair  and  sebaceous  material. 

Mclndoe  in  his  operation  used  either 
a Thiersch  or  half  thickness  graft  care- 
fully applied  to  a suitable  plug  and  in- 
serted into  the  space  between  rectum 
and  bladder.  The  plug  is  removed  in  two 
or  three  months  and  the  patient  wears  a 
removable  plug  part  time  for  two  or  three 
months  more.  The  result  is  a soft,  pliable 
vaginal  canal  that  functions  excellently. 
By  this  method  Counseller6  reports  7 
cases  and  Mclndoe,  1. 

Wharton,  after  making  the  opening 
where  the  vagina  should  be,  inserted  a 
plug,  preferably  of  balsa  wood  and  meas- 
uring 10  X 4 cm.,  which  is  kept  in  place 
three  weeks  while  the  patient  remains  in 
bed.  During  the  first  month  after  leav- 
ing the  hospital,  frequent  office  visits  are 
made  and  the  epithelialization  observed 
and  a loose  plug  is  worn  at  night.  Inter- 
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course  is  countermanded  for  three  or 
four  months.  One  patient  disobeyed 
this  order  and  had  a large  area  of  skin 
torn  away  and  required  another  operation. 

Wharton  reported  4 cases,  2 of  his 
own,  including  his  first,  done  in  1928,  and 
1 each  by  Dr.  J.  Mason  Hunley,  Jr.,  of 
Baltimore,  and  Dr.  John  Burch,  of 
Nashville.  Two  of  the  patients  were 
carefully  followed  and  had  excellent  re- 
sults. It  is  supposed  by  Wharton  that 
the  epithelium  grows  up  from  the  vaginal 
orifice,  and  biopsy  from  the  newly  made 
canal  showed  stratified  epithelium.  One 
case  in  which  this  method  was  used  in  a 
modified  form  was  reported  by  Meigs7 
in  discussing  Dannreuther’s4  paper.  In 
this  instance  he  had  used  a labial  graft, 
obtaining  only  a short  pouch.  He  later 
made  an  incision  in  the  vault  of  this 
newly  made  pouch  and  inserted  a glass 
plug  which  he  left  in  for  six  months  with 
a satisfactory  result. 

Case  Reports 

The  author  has  seen  3 cases,  2 of  whom  were 
operated  upon  as  follows. 

Case  1. — Miss  B.,  aged  18,  had  consulted  her 
doctor  because  of  the  failure  of  menstruation  to 
appear.  She  had  been  given  a long  course  of 
ovarian  hormones  with  no  result.  No  examina- 
tion had  been  made.  Her  appearance  and  con- 
tour were  typically  feminine.  The  breasts  were 
quite  normal,  as  was  the  distribution  of  pubic 
hair.  Pelvic  examination  showed  a normal 
vulva,  including  a well-developed  labia  and 
clitoris  and  normal  vestibule.  However,  the 
area  at  which  the  orifice  normally  appears  was 
covered  with  smooth,  thick,  normal  looking 
skin.  Rectal  examination  disclosed  what  was 
evidently  a rudimentary  uterus.  Blood  and 
urine  examinations  showed  a normal  ovarian 
hormone.  A Frank-Geist  tube  flap  operation  was 
decided  upon. 

On  April  5,  parallel  incisions,  27  cm.  long  and 
9 cm.  apart,  were  made  on  the  inner  surface  of 
the  right  thigh  extending  down  to  the  fascia. 
The  entire  flap  was  raised,  its  margins  approxi- 
mated into  a tube  with  the  skin  surface  out  by 
interrupted  silk  sutures.  By  undermining  the 
remainder  of  the  skin  of  the  thigh,  the  edges 
were  brought  together  with  tension  sutures 
underneath  the  tube. 

On  the  next  day  it  was  noted  that  exactly  in 
the  middle  portion  of  the  tube  the  skin  was  some- 
what purple.  Gentle  massage  and  hot  packs 


were  used.  In  spite  of  this,  complete  necrosis 
of  about  one  inch  in  the  center  of  the  tube  oc- 
curred. This  had  to  be  excised  on  the  fourteenth 
day,  thus  leaving  a proximal  and  distal  tube. 

On  June  1,  after  Dakinization  of  the  wound, 
the  distal  flap  was  returned  to  its  original  bed, 
since  it  had  ceased  to  be  of  any  value  in  the 
original  operation. 

On  June  15  pinch  grafts  were  applied  to  other 
granulating  areas. 

On  June  29  the  canal  was  made  between  the 
bladder  and  rectum  by  incising  the  skin  and 
easily  separating  the  loose  connective  tissue. 
However,  when  the  graft  was  elevated  prepara- 
tory to  turning,  some  seropurulent  material  es- 
caped from  underneath  the  graft.  The  vaginal 
canal  was  then  packed  with  gauze,  and  hot  com- 
presses applied  to  the  thigh. 

On  July  8 the  pedicle  tube  was  laid  open  and 
subcutaneous  fat  trimmed  off.  The  incisions 
were  extended  up  under  the  vulva  in  order  to  give 
a longer  tube  and  help  to  compensate  for  the  loss 
of  tissue  that  had  previously  occurred  owing  to 
the  slough  as  described  above. 

The  skin  flap  was  then  sewed  around  a 6/s 
inch  tube  and  passed  into  the  space  prepared  for 
it  between  the  rectum  and  vagina. 

On  July  29  the  base  of  the  pedicle  was  divided 
and  the  remaining  raw  surface  on  the  thigh 
covered.  The  vaginal  canal  admitted  two 
fingers  for  a distance  of  about  10  cm.  A glass 
plug,  prepared  by  filling  a large  test  tube  with 
paraffin  and  fitting  a large  flat  cork  to  the  outer 
end,  was  placed  into  the  vagina  and  held  there 
by  a T binder,  the  perineal  portion  of  which  was 
fastened  to  the  cork.  The  patient  continued  in 
the  hospital  until  August  24,  when  a discharge 
examination  showed  the  vagina  at  least  4 inches 
long  and  quite  pliable.  She  continued  to  wear 
the  plug  several  hours  a day  for  about  six  months. 

Comment:  It  is  the  author’s  opinion  that  the 
slough  occurred  in  this  case  because  the  flap  was 
originally  made  too  long  for  its  breadth  and  too 
much  fat  was  left  on,  so  that  when  it  was  made 
into  a tube  there  was  too  much  constriction. 
At  present  the  patient  has  a vagina  about  3 
inches  deep  and  easily  admits  two  fingers. 

Case  2. — Miss  S.,  aged  22  years,  engaged  to  be 
married,  was  admitted  to  the  Syracuse  Memorial 
Hospital  October  21,  1936. 

She  had  consulted  a doctor  in  another  city, 
who  had  discovered  absence  of  the  vagina,  and 
in  March,  1936,  had  made  an  opening  between 
the  bladder  and  rectum  and  over  a dilator  had 
applied  Thiersch  grafts  to  the  canal.  This  op- 
eration was  not  successful  and  when  I saw  the 
patient  there  was  a tortuous  channel  about 
3 or  4 mm.  in  diameter  extending  up  in  the  pelvis. 
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On  October  23  a Frank-Geist  operation  was 
started  and  a flap  7 X 3V2  inches  was  outlined 
on  the  middle  aspect  of  the  right  thigh.  The 
incision  was  carried  down  to  the  subcutaneous 
fascia  and  when  an  attempt  was  made  to  tube 
this  flap,  impairment  of  the  circulation  was 
noted.  The  flap  was  then  flattened  out  and 
returned  to  its  bed,  the  skin  edges  being  stitched 
with  fine  silk.  Circulation  remained  good,  and 
on  November  2 the  distal  end  of  the  flap  was 
incised  for  a short  distance. 

On  November  9 two  hours  and  forty  minutes 
were  consumed  in  making  the  canal  between 
the  bladder  and  rectum,  because  of  the  extensive 
scar  tissue  from  the  previous  operation.  When 
this  was  completed,  the  canal  was  packed  with 
gauze. 

On  November  13  operation  was  again  post- 
poned because  of  a small  serous  discharge. 

On  November  16  the  flap,  which  had  gradually 
been  divided  at  its  distal  end,  was  freed,  all 
subcutaneous  fat  removed,  and  the  tube  formed 
and  inserted  into  the  space  between  the  bladder 
and  rectum  by  an  especially  designed  plug.  At 
this  point  there  was  considerable  trouble  from 
sloughing  at  the  pedicle,  and  when  the  plug 
was  removed  two  weeks  later  the  major  portion 
of  the  flap  came  with  it. 

On  December  10  all  edges  were  trimmed  and 
the  patient  was  fitted  with  a glass  dilator.  The 
canal  was  partially  lined  with  epithelium  at  the 
outer  end. 

The  patient  was  discharged  on  December  18 
and  wore  a glass  plug  continuously  for  several 
months  but  later  only  for  one  or  two  hours  a day. 
When  last  seen  early  in  1939  she  had  a perfectly 
normal  vaginal  canal,  4 inches  deep,  lined  with 
soft,  epithelial-like  covering.  She  had  been 
married  for  one  year  with  perfectly  satisfactory 
sex  relation. 

In  this  case,  it  is  quite  likely  that  the  graft  did 
not  take  and  was  entirely  removed  when  the 
plug  was  withdrawn.  At  future  observations  it 
appeared  that  the  epithelium  was  gradually 
growing  upward  from  the  vaginal  orifice.  The 
glass  tube  prevented  constriction  until  this  proc- 
ess was  complete.  This  case,  therefore,  seems 
to  add  evidence  to  support  the  theory  of  Whar- 
ton, and  coincides  somewhat  with  Meig’s  case. 

Case  3. — Mrs.  X.,  aged  20,  complains  that 
she  has  never  menstruated.  Her  mother  had,  on 
occasions,  taken  her  to  doctors  but  the  patient 
had  never  permitted  a pelvic  examination. 
She  was  married  on  May  23,  1938,  but  admitted 
frequent  attempts  at  intercourse  over  a period 
of  six  years.  She  has  perfectly  normal  sex 
impulses  and  yet  feels  that  there  is  something 
slightly  wrong.  Examination  showed  a very 


attractive  young  woman,  breasts  unusually  well 
developed  and  normal  pubic  hair  distribution. 
Pelvic  examination  showed  a perfectly  normal, 
well-developed  vulva.  Two  fingers  were  easily 
inserted  into  a somewhat  shortened  but  spacious 
canal.  Rectal  examination  revealed  a small 
lump  in  the  region  usually  occupied  by  the  uterus. 
A closer  examination  of  the  vaginal  opening  re- 
vealed that  this  pouch,  which  was  about  3 
inches  deep,  could  be  drawn  out  in  a manner  re- 
sembling complete  prolapse  of  the  vagina  after 
panhysterectomy . 

In  this  case  it  seems  quite  logical  to  conclude 
that  attempts  at  intercourse  over  a period  of 
years  had  stretched  this  covering  and  forced  it 
up  between  the  bladder  and  rectum,  creating  a 
pouch  that  now  serves  as  a vagina.  I advised 
against  operation,  but  suggested  that  if  the 
symptoms  justified  it,  the  case  could  be  treated 
as  was  that  of  Meig’s,  namely  by  incising  the 
vault  of  the  pouch  and  having  her  wear  a large 
glass  plug  for  several  months. 

Since  this  girl  was  seen,  Frank8  has  reported  6 
patients  on  whom  he  had  used  mechanical  in- 
vagination of  the  membrane  covering  the  area 
where  the  vaginal  orifice  should  have  been.  In 

5 of  these  patients  by  this  method  alone  he 
was  able  to  create  satisfactory  vaginal  canals. 

Conclusions 

1.  Young  women  with  congenital 
absence  of  the  vagina,  under  proper 
circumstances,  are  justified  in  having  the 
condition  corrected. 

2.  The  operation  should  be  performed 
only  on  adults  who  are  definitely  female 
in  character  and  anticipate  marriage. 

3.  Recent  reports  seem  to  indicate 
that  this  deformity,  formerly  requiring 
either  a major  operation  or  multiple 
ones,  may  be  corrected  by  a very  simple 
operation  or  even  by  nonoperative  meth- 
ods. 

4.  From  the  author’s  experience  it 
would  seem  that  the  methods  of  Wharton 
would  be  most  worthy  of  trial. 
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Endoscopic  instruments  have  been 
used  for  a long  time  in  the  inspection 
of  body  cavities.  Their  technical  im- 
provement has  been  rapid.  It  is  now 
possible  to  excise  prostates,  remove 
tumors  of  the  bronchus,  or  sever  ad- 
hesions between  lung  and  pleura  by  endo- 
scopic means.  Endoscopic  inspection  of 
the  peritoneal  cavity  has  been  overlooked 
until  recently. 

Kelling1  in  1901  described  a method  by 
which  he  was  able  to  visualize  the  sur- 
faces of  the  abdominal  viscera.  Since 
that  time  there  have  been  a few  reports 
of  attempts  to  inspect  the  peritoneal 
cavity  with  an  optical  instrument.  These 
reports  have  seldom  been  supplemented 
by  their  authors.  All  sorts  of  instru- 
ments and  technics  were  described;  most 
of  them  utilizing  Kelling’s  method,  the 
induction  of  pneumoperitoneum,  and 
then  peritoneal  visualization  by  a lighted 
optical  instrument. 

Ruddock,  of  Los  Angeles,  finally  de- 
vised a workable  instrument  and  a 
technic  to  which  he  has  applied  the  term 
“peritoneoscopy.”  Ruddock’s2’3  reports 
have  done  much  to  popularize  peritone- 
oscopy in  this  country.  In  1935  there 
was  one  instrument  outside  of  Los  An- 
geles, but  at  the  present  time  there  are 
148  instruments  distributed  throughout 
the  country.  This  gives  an  indication  of 
the  increasing  use  of  the  peritoneoscope. 
The  reports  in  the  literature  are  still 
few — the  West  Coast  providing  the  most 
numerous.  There  was  one  paper  from 
Boston4  in  1938  and  recently  (February, 
1939)  a report  from  Ann  Arbor,  Michi- 
gan.5 

The  patient  is  prepared  for  peritone- 
oscopy as  for  any  abdominal  procedure. 
Preoperative  narcosis  is  helpful.  The 
procedure  must  be  carried  out  under 


strict  asepsis  in  a darkened  operating 
room.  The  preferred  site  of  puncture 
is  in  the  linea  alba , 3-4  cm.  below  the 
umbilicus.  In  the  presence  of  previous 
abdominal  scars,  any  quadrant  of  the 
abdomen  may  be  chosen ; the  one 
farthest  from  the  scar  being  the  safest. 
It  is  well  to  remember  the  course  of  the 
epigastric  vessels  when  going  elsewhere 
but  in  the  linea  alba.  The  skin  is  in- 
filtrated with  novocaine  and  this  in- 
filtration continued  down  through  the 
fascia  to  the  peritoneum.  An  incision, 
IV2-2  cm.  long,  is  then  made  through 
the  skin  and  fascia  either  with  a bistoury 
or  a small,  curved  blade.  The  small 
blunt  trocar  and  cannula  (Fig.  1)  are 
inserted  into  the  wound  and  pushed 
through  the  peritoneum.  This  should 
be  swung  in  a circle  to  determine  the 
presence  or  absence  of  surrounding  ad- 
hesions. A sphygmomanometer  bulb  is 
then  attached  by  a small  rubber  tube  to 
the  trocar  from  which  the  cannula  has 
been  removed.  The  abdomen  is  in- 
flated to  a point  of  tenseness.  This  is 
the  most  important  part  of  the  procedure. 
The  attainment  and  maintenance  of  a 
satisfactory  pneumoperitoneum  causes  the 
viscera  to  fall  away  from  the  anterior 
abdominal  wall,  and  leave  a large  free 
space  in  which  the  instrument  may  be 
moved.  The  large  trocar,  or  sheath, 
and  cannula  are  then  introduced  into  the 
wound,  and  with  a sudden  thrust  driven 
a short  way  into  the  distended  peritoneal 
cavity.  The  instrument  is  directed  to 
either  kidney  pole  at  the  time  of  intro- 
duction to  avoid  impinging  bowel  be- 
tween it  and  the  vertebral  column.  If 
fluid  is  present,  it  must  be  evacuated. 
An  “abdominal  aspirator”  that  fits  the 
sheath  is  used.  Care  must  be  taken  not 
to  injure  the  omentum  by  too  vigorous 
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suction  or  by  withdrawing  the  aspirator 
while  suction  is  being  maintained.  After 
removing  the  aspirating  cannula  from  the 
sheath,  the  telescope  (Fig.  2)  is  intro- 
duced. It  is  best  to  introduce  the  tele- 
scope under  direct  vision.  This  obviates 
the  soiling  of  the  lens  through  contact 
with  viscera  or  fluid. 




Fig.  1 


The  organs  are  examined  in  routine 
order,  beginning  with  the  right  upper 
quadrant  and  proceeding  in  a clockwise 
direction  around  the  abdominal  cavity. 
The  upper  surface  of  the  right  and  left 
lobes  of  the  liver  are  seen.  The  gall- 
bladder can  be  noted  beneath  the  liver 
edge.  The  greater  curvature  of  the 
stomach  and  its  anterior  surface  next 
comes  into  view.  It  is  difficult  to  see  the 
spleen  unless  the  patient  is  rolled  on  the 
right  side.  If  the  spleen  is  seen  during 
the  routine  examination,  it  suggests 
splenic  enlargement.  The  omentum  can 
be  examined  in  its  entirety.  The  sur- 
faces of  the  small  bowel,  the  cecum,  and 
the  ascending,  transverse,  and  descending 
colons  are  easily  visualized.  The  ap- 
pendix is  rarely  seen.  The  dome  and 
posterior  surfaces  of  the  bladder,  the 
fundus  of  the  uterus,  the  tubes,  and  the 
ovaries  are  next  brought  into  view. 
The  parietal  pelvic  peritoneum  can  be 
examined  completely  throughout.  After 
the  routine  inspection,  the  localized  areas 
of  pathologic  changes  are  carefully 
studied. 

The  instrument  is  equipped  to  take 
biopsies.  The  biopsy  forceps  fits  di- 
rectly into  the  sheath.  The  tip  is  so  ar- 


ranged that  specimens  may  be  taken  with 
the  punch,  and  the  tip  then  used  to  co- 
agulate the  area.  Biopsies  are  taken 
under  direct  vision.  They  should  not  be 
taken  from  the  surfaces  of  hollow  viscera. 
They  are  safely  obtained  from  the  parietal 
peritoneum,  the  spleen,  or  the  liver. 
Biopsies  from  carcinomatous  abdominal 
masses  are  dangerous.  To  take  specimens 
from  the  liver  requires  special  technic. 
The  capsule  must  be  punctured  with  the 
jaws  of  the  instrument  open.  The  for- 
ceps is  then  closed,  obtaining  the  biopsy 
with  the  tip  of  the  instrument  still  in 
place.  Suitable  coagulation  is  then 
carried  out.  It  is  a wise  precaution  to 
test  the  efficiency  of  the  coagulating 
current  by  observing  its  effect  on  the 
intact  liver  surface  just  before  taking 
the  biopsy. 

Each  time  the  instrument  is  with- 
drawn from  the  sheath,  there  is  an  escape 
of  air  from  the  peritoneal  cavity.  This 
air  must  be  continually  replaced  in  order 
to  maintain  the  pneumoperitoneum. 

After  completion  of  the  examinations, 
all  the  air  is  pressed  out  of  the  peritoneal 
cavity.  The  sheath  is  then  withdrawn 
from  the  wound  and  the  incision  is  closed 
with  one  or  two  clips  or  sutures. 

The  operating  table  used  should  be 
movable  in  all  directions  so  that  the  head 
or  foot  of  the  table  may  be  lowered  or 
raised  or  the  table  may  be  tilted  from 
side  to  side.  This  is  helpful  in  visualizing 
the  organs  that  lie  in  the  lateral  or  de- 
pendent portions  of  the  abdomen.  It 
allows  the  small  bowel  and  the  omentum 
to  fall  away.  In  examining  the  pelvis, 
the  fingers  of  an  assistant  placed  in  the 
vagina  can  push  the  pelvic  viscera  up 
into  a better  view. 
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There  is  generally  no  postoperative 
discomfort.  The  patient  is  left  flat  in 
bed  for  twenty-four  hours  until  all  air 
is  absorbed  from  the  peritoneal  cavity. 

The  operative  complications  are  few. 
Of  course  the  one  foremost  in  the  opera- 
tor’s mind  is  perforation  of  the  bowel. 
This,  however,  is  of  rare  occurrence,  be- 
cause it  is  likely  to  occur  only  when  the 
bowel  is  adherent  to  the  anterior  abdomi- 
nal wall  immediately  beneath  the  site  of 
puncture,  without  external  evidence  of 
this  fixation.  In  this  case  it  is  possible 
for  the  small  trocar  that  is  used  first  to 
enter  directly  in  the  lumen  of  the  bowel, 
instead  of  into  the  peritoneal  cavity. 
The  operator  is  at  once  informed  of  this 
situation  when  he  finds  that  the  trocar 
cannot  be  swung  in  the  usual  wide 
circle.  Hemorrhage  may  occur,  particu- 
larly from  the  liver,  as  a result  of  biopsies 
if  the  site  has  not  been  carefully  coagu- 
lated and  subsequently  observed  for 
bleeding.  Recently,  we  have  heard  of  a 
case  of  subcutaneous  emphysema  follow- 
ing peritoneoscopy,  but  details  of  this 
accident  are  not  known.  There  has  been 
an  occasional  hematoma  under  the  opera- 
tive wound.  The  only  serious  operative 
complication  encountered  has  been  a 
generalized  peritonitis  following  a biopsy 
from  a carcinomatous  pelvic  mass. 

Careful  selection  of  the  case  and  regard 
for  details  of  technic  will  prevent  com- 
plications. “Frozen  abdomens”  from 
previous  peritonitis  or  the  adhesive  type 
of  peritonitis  following  repeated  attacks 
of  tuberculosis  are  not  suitable  for 
peritoneoscopy,  because  pneumoperito- 
neum cannot  be  established. 

What,  then,  are  the  indications  for 
peritoneoscopy  ? 

The  most  important  is  to  clarify  diag- 
nosis in  such  suspected  conditions  as  the 
following : 

1.  Hepatic  cirrhosis. 

2.  Ascites. 

3.  Abdominal  tumors. 

4.  Tuberculous  peritonitis. 

5.  Peritoneal  carcinomatosis. 

6.  Ectopic  pregnancy. 

7.  The  operability  of  carcinoma  of  the 
stomach. 


This  list  of  indications  covers  the 
major  diagnostic  uses  of  this  instrument, 
but  the  advocates  of  peritoneoscopy  be- 
lieve that  the  instrument  is  useful  not 
only  in  diagnosis,  but  in  therapy.  Al- 
ready Ruddock6  is  dividing  intraperi- 
toneal  adhesions  through  this  instru- 
ment, and  the  further  development  of 
operative  peritoneoscopy  in  the  next 
decade  is  certain. 

Peritoneoscopy  is  a simple  procedure 
for  anyone  trained  in  the  fundamentals 
of  surgery.  The  accurate  recognition  of 
the  pathologic  changes  seen  is  difficult. 
Only  with  experience  does  one  become 
oriented  in  the  anatomy  as  viewed 
through  the  instrument.  The  artificial 
light  produces  new  and  confusing  color- 
ings. The  abdominal  viscera  have  colors 
unlike  those  seen  at  the  operating  table 
or  in  the  autopsy  room.  The  perito- 
neoscope opens  a new  field  of  descriptive 
anatomy.  In  viewing  the  liver,  not  only 
its  form  but  its  coloration  give  clues  to 
the  nature  of  the  disease  present.  In 
atrophic  cirrhosis  the  liver  is  a red-orange 
color,  in  chronic  passive  congestion  and 
hepatitis  it  is  dark  red,  and  in  hepatic 
obstruction  it  is  greenish  gray.  The 
latter  coloring  is  distinctive,  and  its 
presence  alone  indicates  biliary  obstruc- 
tion. The  rounded  livers  and  the  sharp- 
edged  livers  have  been  noted  to  occur  in 
both  normal  and  diseased  organs.  The 
size  of  the  gallbladder  and  presence  or 
absence  of  adhesions  about  it  are  im- 
portant facts.  When  associated  with  the 
liver  of  biliary  obstruction,  these  facts 
aid  in  the  differential  diagnosis  of  car- 
cinoma of  the  head  of  the  pancreas,  or 
common  duct  stone.  Peritoneal  adhesions 
are  easily  seen  and  it  should  be  noted 
whether  they  are  generalized  or  exist 
only  at  old  operative  sites.  They  may 
be  dense  or  spidery,  lacelike  bands. 
Distention  of  the  gastric  veins  or  of  the 
vessels  on  the  under  surface  of  the  dia- 
phragm indicates  portal  obstruction.  The 
extent  of  a growth  on  the  anterior  wall 
of  the  stomach  can  be  seen.  A careful 
watch  of  the  peristaltic  waves  moving 
over  the  anterior  surfaces  gives  a good 
.clue  as  to  the  amount  of  involvement. 
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Summary 

Peritoneoscopy  is  a simple  procedure 
done  generally  under  local  anesthesia. 
It  has  distinct  economic  advantages  over 
exploratory  laparotomy.  There  is  little 
or  no  discomfort  to  the  patient. 

The  peritoneoscopist  must  be  able  to 
recognize  the  pathologic  changes  as 
viewed  under  artificial  light.  This  re- 
quires experience. 


Utilization  of  this  procedure  facilitates 
the  diagnosis  of  many  types  of  intra- 
abdominal disease. 
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“SHARE  THE  WEALTH”  OF  KNOWLEDGE  AND  SKILL 


An  obstetrician  was  doing  a forceps  delivery 
at  a local  hospital,  says  the  Wichita  Medical 
Bulletin.  By  his  side  was  an  intern,  ready  to 
render  such  assistance  as  was  needed.  During 
the  process  of  the  delivery  the  obstetrician  kept 
up  a line  of  talk,  directed  at  the  intern,  explain- 
ing why  he  followed  this  procedure  instead  of 
that,  why  it  was  necessary  to  do  a forceps  de- 
livery, and  what  were  some  of  the  pitfalls  to  be 
avoided. 

When  the  ordeal  was  over  and  the  infant  was 
safely  delivered,  the  intern  turned  to  the  obste- 
trician and  said,  “Thanks  so  much,  Doctor.  I 
wish  all  the  staff  men  would  take  enough  interest 
in  us  to  explain  to  us  what  they  are  doing,  how 
they  are  doing  it,  and  why.” 

The  internship  is  probably  the  first  big  let- 
down since  the  young  medico  began  the  never- 
ending  study  of  medicine.  Fresh  from  academic 
and  didactic  training  he  is  fired  with  enthusiasm 
to  practice  what  he  has  learned.  Most  of  us 
bear  recollections  of  the  shortcomings  of  our  in- 
ternship. 

The  internship  might  be  looked  upon  as  a level- 
ing off  period  in  the  life  of  the  young  doctor.  It 


is  a time  when  he  should  cultivate  and  develop  a 
keener  and  more  accurate  judgment.  This  judg- 
ment is  going  to  be  formed  to  a great  degree  by 
observation.  To  see  a thing  done  is  one  thing, 
to  know  why  what  you  see  was  done  is  often 
another. 

As  staff  members  of  a hospital,  the  doctors  are, 
in  a sense,  instructors  in  postgraduate  work,  and 
have  a definite  responsibility  for  the  further  edu- 
cation of  the  intern. 

Not  all  physicians  are  born  teachers,  to  be  cer- 
tain, but  explanations  need  not  be  framed  in 
pedagogic  fashion.  Every  physician  is  a store- 
house of  knowledge  gained  from  real  experience. 
That  experience  helps  the  individual  to  form  his 
judgment  more  accurately.  Is  there  any  sound 
reason  why  the  benefit  of  experience  should  not 
be  shared  with  one  who  yet  has  to  create  and 
meet  his  experience?  It  may  save  the  young 
medico  many  pitfalls  and  perhaps  much  em- 
barrassment. 

And  even  from  the  selfish  viewpoint  it  be- 
hooves us  not  to  overlook  the  intern,  as  he  is 
likely  to  return  to  us  the  same  kind  of  coopera- 
tion that  is  accorded  him. 


CAN  MEDICINE  BE  MECHANIZED? 

The  practice  of  medicine  is  a personal  service. 
It  cannot  be  mechanized,  declares  the  editor  of 
the  Medical  Annals  of  District  of  Columbia.  No 
matter  how  much  laboratory  work  may  be  done, 
the  fundamental  service  is  that  rendered  by  the 
physician  in  taking  the  history,  examining  the 
patient,  determining  what  laboratory  tests  are 
necessary,  and  putting  all  of  the  data  together 
to  make  the  diagnosis.  Not  infrequently  re- 
peated examinations  and  prolonged  observations 
are  necessary  also. 

We  often  hear  the  expression,  “health  is 
purchasable,”  as  if  by  putting  so  much  money 
into  a slot  maahine  we  could  receive  a certain 
product  “health.” 

There  is  a limit  to  the  amount  of  medical  work 


a physician  can  do  well.  He  can  at  best  “work 
up”  not  more  than  4 new  cases  and  see  a few 
former  patients  in  a working  day. 

This  fact  alone  exposes  the  fallacy  of  the  “medi- 
cal mill”  that  systems  of  health  insurance  and 
medical  cooperatives  depend  upon  for  their  exist- 
ence. 

The  more  rapid  the  turnover  and  the  more  im- 
personal the  service,  the  less  valuable  is  the  indi- 
vidual piece  of  work. 

There  is  no  substitute,  and  never  will  be,  for 
the  individual  painstaking  service  that  char- 
acterizes the  best  type  of  medical  practice  of 
today. 

The  public  must  be  made  to  realize  this  for  its 
own  good. 


AN  EVALUATION  OF  INTRAVENOUS  ANESTHESIA 


Ralph  M.  Tovell,  M.D.,  and  Mario  Garofalo,  M.D.,*  Hartford,  Connecticut 
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This  paper  has  a twofold  purpose.  One 
is  to  present  a brief  review  of  reports 
dealing  primarily  with  intravenous  anes- 
thesia and  the  other  is  to  indicate  the  wide 
variety  of  cases  where  intravenous  anes- 
thesia may  be  employed.  Limitations  of 
the  agents  that  we  now  have  available  will 
also  be  outlined. 

History 

Intravenous  anesthesia  has  interested 
physicians  for  many  decades.  As  a 
method  for  introducing  anesthetic  agents 
it  would  be  ideal  were  it  not  for  the  fact 
that  children  in  general  and  some  adults 
in  particular  do  not  tolerate  needle  punc- 
ture well,  and  some  individuals  have  veins 
that  are  not  easily  accessible.  Or^,1  of 
Lyons,  was  the  first  to  attempt  the  produc- 
tion of  anesthesia  by  the  intravenous  ad- 
ministration of  chloralhydrate  in  1872. 
Hedonal2  was  employed  for  intravenous 
anesthesia  in  1905,  and  ether3  was  tried 
very  shortly  after.  Others  were  intro- 
duced as  follows:  paraldehyde4  in  1913, 
somnifene5  in  1924,  ipral6  in  1925,  per- 
nocton7  in  1927,  and  avertin8  in  1929. 
These  drugs  were  proved  to  be  unsatis- 
factory for  intravenous  use  and  they  have 
been  discarded.  Interest  was  renewed 
when  Zerfas  and  his  associates  used  so- 
dium amytal.9  Nembutal10  was  intro- 
duced in  1930,  evipal  soluble11  in  1932, 
pentothal  sodium12  in  1934,  eunarcon13  in 
1935,  narconumal14  in  1936,  and  recently 
sodium  thioethamyl.15  Search  for  better 
agents  continues,  but  so  far  sodium  ethyl 
(1  methyl-butyl)  thiobarbituric  acid 
(pentothal  sodium)  is  considered  superior 
for  the  production  of  surgical  anesthesia, 
while  the  longer  acting  derivatives,  so- 
dium amytal  and  nembutal,  are  reserved 

* Since  September  15,  1939,  Director,  Department  of 
Anesthesia,  St.  Francis  Hospital,  Hartford,  Connecticut. 


for  the  control  of  convulsions  associated 
with  epilepsy, 16  eclampsia, 17  tetanus, 18  and 
strychnine  poisoning.19*20  The  deriva- 
tives capable  of  producing  prolonged  or 
sustained  effect  soon  lost  favor  as  surgical 
anesthetic  agents  because  recovery  was 
too  prolonged  and  was  too  frequently  ac- 
companied by  restlessness  of  a sufficient 
degree  to  constitute  a nursing  problem. 
It  may  be  that  this  trend  was  hastened  by 
anesthetists  who  attempted  to  employ 
methods  for  predetermination  of  dosage 
rather  than  administer  these  older  deriva- 
tives of  the  barbiturate  series  by  frac- 
tional doses  during  the  course  of  the  sur- 
gical procedure.  In  spite  of  this  error  in 
management,  much  was  learned  concern- 
ing these  agents,  and  they  still  hold  a de- 
served place  in  our  armamentarium  as 
preoperative  sedatives  and  as  satisfac- 
tory agents  for  the  control  of  convulsive 
states  when  administered  intravenously 
or  rec tally  in  fractional  doses.  For  the 
control  of  patients  preliminary  to  a 
thyroidectomy,  Adams21  has  found  that 
if  their  basal  rates  are  high,  pentobarbi- 
tal sodium  (nembutal)  in  a 5 per  cent 
solution  may  be  administered  intrave- 
nously. Usually  from  3 to  41/ \ gr.  is  suffi- 
cient to  make  the  patient  drowsy  without 
the  danger  of  losing  his  cooperation  dur- 
ing the  establishment  of  regional  anes- 
thesia. 

Pentothal  Sodium 

Our  interest  now  mainly  centers  on  the 
use  of  those  derivatives  capable  of  pro- 
ducing transient  anesthesia.  In  this 
group  evipal  soluble  and  pentothal  sodium 
have  received  wide  clinical  trial  during  the 
last  five  years.  Although  insufficient  time 
has  elapsed  to  formulate  final  opinion,  we 
feel  justified  in  offering  an  interim  report 
gleaned  from  4,500  instances  in  which 
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pentothal  sodium  was  administered  intra- 
venously to  patients  at  Hartford  Hospital 
during  the  past  two  and  one-half  years. 
Time  permitted  the  critical  review  of  only 
1,545  histories  in  this  series,  but  we  can 
give  definite  assurance  that  this  group  of 
cases  is  representative  of  the  whole  series. 

Physiologic  Effects 

Previous  enumeration22  of  the  physical 
and  chemical  properties  of  pentothal 
makes  repetition  superfluous.  Although 
the  pharmacologic  and  physiologic  reac- 
tions of  this  drug  are  becoming  well 
recognized,  there  are  certain  features  that 
warrant  emphasis.  Pratt,  Tatum,  Hatha- 
way, and  Waters23  administered  pentothal 
to  dogs,  rabbits,  and  rats  and  found  it  to 
be  a respiratory  depressant  with  relatively 
little  untoward  action  on  the  heart.  Re- 
peated injections  with  80  per  cent  of  the 
minimal  lethal  dose  at  intervals  of  one 
week  for  one  month  did  not  change  its 
duration  of  action  or  effectiveness.  Rey- 
nolds and  Veal24  demonstrated  that 
minimal  doses  given  slowly  to  cats  or 
dogs  do  not  arrest  respiration  or  lower 
blood  pressure,  but  given  rapidly  may 
cause  cessation  of  respiration  without 
effect  on  blood  pressure.  Gruber25  stated 
that  the  respiratory  center  is  affected 
before  the  cardiovascular  system,  and, 
because  of  this,  artificial  respiration  can 
be  used  effectively.  When  the  drug  is 
administered  in  therapeutic  amounts,  de- 
pression of  the  respiratory  center  is  negli- 
gible. If  injection  is  too  rapid,  respirations 
become  shallow  and  cyanosis  may  occur. 
Volpitto  and  Marangoni26  found  that  the 
rate  and  rhythm  of  the  heart  are  not  in- 
fluenced and  that  pre-existing  irregulari- 
ties remain  unchanged.  These  findings 
have  been  confirmed  in  a representative 
group  of  patients  in  our  series.27  Elec- 
trocardiographic tracings  were  obtained 
previous  to  the  administration  of  pento- 
thal sodium,  during  the  administration, 
and  following  recovery.  We  failed  to  find 
evidence  of  any  marked  changes  in  the 
conductive  system  or  damage  to  the  myo- 
cardium. A transient  decrease  in  blood 
pressure  occurs.  Return  to  normal  is 
rapid  once  the  surgical  procedure  is  be- 


gun, unless  the  dose  has  been  large.  In 
the  presence  of  hypertension,  the  decrease 
in  blood  pressure  may  be  from  30  to  70 
mm.28  Blood  flow29  is  markedly  increased 
and  the  temperature  of  the  skin  of  the 
extremities  is  elevated  from  two  to  three 
degrees  unless  peripheral  vascular  dis- 
ease exists.  In  pregnant  dogs,30  the  bar- 
biturates pass  freely  from  mother  to  fetus 
and  back  again  into  the  mother’s  circula- 
tion. Horsley31  reported  that  the  pres- 
sure of  the  cerebrospinal  fluid  diminishes 
to  one-half  its  normal  level  and  that  return 
to  its  former  level  does  not  occur  until 
consciousness  is  regained.  The  drug  is 
rapidly  detoxicated  by  the  liver  and  the 
products  of  decomposition  are  excreted 
by  the  kidneys.  This  process  of  destruc- 
tion and  elimination  is  not  associated  with 
damaging  effect  on  either  the  liver  or 
kidneys  of  humans.  One  case,  however,  of 
toxic  jaundice  following  the  administra- 
tion of  pentothal  sodium  has  been  re- 
ported, but  it  may  have  been  coincidental. 
One  such  case  has  been  encountered  in 
our  series.  An  elderly  woman  was  given 
pentothal  sodium  to  produce  anesthesia 
for  extraction  of  her  teeth.  Within  forty- 
eight  hours  following  this  procedure  she 
developed  jaundice.  Subsequently  she 
had  her  gallbladder  removed  and  the 
operative  diagnosis  was  cholecystitis  with 
cholelithiasis.  Following  this  second 
operation  her  jaundice  cleared  completely, 
indicating  that  the  pentothal  could  not 
have  been  more  than  a contributing  cause, 
if  any. 

Preliminary  Medication 

The  question  of  satisfactory  preliminary 
medication  is  a moot  one.  For  those  pa- 
tients requiring  peace  of  mind,  our  usual 
plan  is  to  ensure  them  a good  night’s  rest 
by  administering  nembutal,  l1/ 2 or  3 gr. 
(0.1  to 0.2  Gm.),  the  evening  prior  to  opera- 
tion. The  next  morning  nembutal,  1 l/t 
gr.  (0.1  Gm.),  is  given  an  hour  before 
operation.  If  larger  doses  of  nembutal 
are  considered  necessary,  it  is  well  to 
increase  the  interval  between  adminis- 
tration and  operation  in  order  to  avoid 
having  the  patient  arrive  in  the  operating 
room  with  his  blood  pressure  considerably 
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reduced.  This  can  usually  be  avoided  if 
the  nembutal  is  given  two  hours  preopera- 
tively.  In  our  opinion,  it  is  seldom  that 
one  should  omit  the  administration  of 
atropine  sulfate,  V150  gr.  (0.0004  Gm.), 
subcutaneously  one  hour  before  opera- 
tion. 

One  of  the  main  untoward  symptoms 
occurring  after  the  administration  of  an 
overdose  of  a barbiturate  is  the  develop- 
ment of  pulmonary  edema.  By  adminis- 
tering atropine  this  hazard  may  be 
avoided . F or  the  average  adult,  morphine 
sulfate,  Vs  gr.  (0.01  Gm.),  may  also  be 
given  subcutaneously  one  hour  pre- 
operatively.  For  short  operative  pro- 
cedures, all  preliminary  medication  except 
the  atropine  may  be  omitted.  It  is  gener- 
ally conceded  that  for  long  operative 
procedures,  the  administration  of  ade- 
quate preliminary  medication  will  reduce 
the  amount  of  pentothal  that  otherwise 
would  be  required,  and  will  assist  in  the 
production  of  a smooth  and  rapid  induc- 
tion. The  likelihood  of  respiratory  de- 
pression is  not  increased  provided  due 
care  is  taken  to  limit  the  rate  and  amount 
of  the  pentothal  sodium  administered  for 
induction  of  anesthesia. 

Administration 

Pentothal  is  administered  by  fractional 
or  intermittent  injection  rather  than  by  a 
single  rapid  injection  of  a dose  based  upon 
a number  of  milligrams  per  kilograms  of 
body  weight.  Because  of  the  short  period 
of  induction  and  the  brief  duration  of 
anesthesia,  immediate  preoperative  prepa- 
rations, such  as  placing  the  patient  in 
the  desired  position,  preparation  of  the 
operative  field  and  of  the  site  of  injection, 
should  be  carried  out  before  the  needle  is 
inserted.  Two  to  4 cc.  of  a 5 per  cent 
solution  are  injected  in  approximately 
fifteen  to  thirty  seconds,  and  during  this 
interval  the  patient  is  encouraged  to  talk 
or  count.  Anesthesia  is  usually  estab- 
lished in  from  twenty  to  thirty  seconds. 
Onset  of  anesthesia  is  denoted  by  slurring 
speech,  depressed  respiration,  a sigh  or  a 
yawn,  nystagmus,  small  pupils,  and  loss  of 
conjunctival  reflex.  The  pharyngeal  re- 
flex is  not  abolished. 


Subsequent  injections  should  be  based 
upon  the  patient’s  reaction,  i.e.,  upon  the 
effects  produced.  Since  relaxation  de- 
velops more  slowly  than  unconsciousness, 
it  is  important  to  discontinue  adminis- 
tration for  at  least  thirty  seconds  after  the 
initial  injection.  Thereafter,  from  1 to  2 
cc.  may  be  injected  at  intervals  as  indi- 
cated. Indications  for  further  injection 
are  slight  movement  of  the  extremities, 
phonation,  reflex  movement  due  to  painful 
stimuli,  or  an  increase  in  respiratory  ex- 
cursion. 

The  best  single  guide  for  depth  of  anes- 
thesia is  respiration.  During  light  anes- 
thesia, the  respiratory  excursions  are  full ; 
in  deep  anesthesia,  the  respirations  be- 
come shallow.  The  degree  of  relaxation 
of  the  jaw  constitutes  a good  guide  for 
depth  of  anesthesia.  All  signs  are  subject 
to  swift  changes  associated  with  the  rapid 
destruction  of  the  drug.  Because  of  its 
rapid  destruction,  it  closely  parallels  the 
action  of  inhalational  anesthetics,  and 
when  pentothal  is  given  in  intermittent 
doses,  minute-to-minute  control  is  pos- 
sible. 

Recovery  is  usually  not  associated  with 
restlessness  or  hallucinations.  Head- 
aches and  vomiting  occur  rarely.  The 
duration  of  the  recovery  period  depends 
upon  the  preliminary  medication  that 
has  been  given  and  upon  the  amount  of 
pentothal  that  was  administered.  Re- 
covery is  more  rapid  than  with  other 
barbiturates  now  in  clinical  use.  The 
patient  awakens  as  from  a refreshing  sleep. 
A short  period  of  inebriation  may  be  mani- 
fested. Following  this  period,  the  pa- 
tient’s mentality  clears  quite  readily.  An 
ambulatory  patient  should  be  required  to 
rest  for  from  1 to  2 hours  after  operation, 
and  upon  leaving  the  hospital  he  should 
be  attended  by  some  responsible  person. 

The  cardinal  signs  of  overdosage  are 
imperceptible  respiration  and,  later,  cessa- 
tion of  respiration  accompanied  by  the 
development  of  cyanosis.  The  pulse  re- 
mains strong  and  steady  until  asphyxia 
occurs.  The  administration  of  pentothal 
should  be  discontinued,  an  airway  should 
be  established,  oxygen  under  controlled 
pressure  should  be  given,  intubation 
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should  be  done  if  necessary,  and  it  may  be 
necessary  to  administer  respiratory  stimu- 
lants. Some  patients  display  certain  less 
serious  reactions,  such  as  tremor,  sneezing, 
coughing,  and  hiccoughing.  These  reac- 
tions are  undesirable  but  usually  they 
can  be  eliminated  by  temporarily  with- 
holding further  injection  of  pentothal. 
When  atropine  has  been  used  as  a pre- 
liminary medication,  these  manifestations 
are  seldom  seen. 

Indications 

Pentothal  is  especially  indicated  for 
selected  patients  undergoing  operative 
procedures  lasting  from  fifteen  to  thirty 
minutes,  and  in  which  muscular  relaxa- 
tion is  not  essential.  Its  uses  may  be 
summarized  as  follows:  It  may  be  used 
for  a quick  and  pleasant  induction  pre- 
liminary to  the  administration  of  an 
inhalational  anesthetic.  It  may  be  given 
in  the  patient’s  room.  Pentothal  is  useful 
for  the  immediate  control  of  convulsions 
due  to  the  administration  of  cocaine, 
novocaine,  strychnine,  and  in  the  pres- 
ence of  tetanus  or  eclampsia.  If  elimina- 
tion of  the  agent  responsible  for  the  con- 
vulsions tends  to  be  prolonged,  it  is  ad- 
visable to  resort  later  to  a longer  acting 
barbiturate,  such  as  nembutal  or  sodium 
amytal.  Convulsions  during  the  adminis- 
tration of  inhalational  anesthetics  occur 
rather  rarely.  The  administration  of 
pentothal  will  control  them  and  provide 
opportunity  for  subsequent  methods  of 
treatment.  Horsley32  finds  it  a valuable 
drug  in  facilitating  the  investigation  of 
morbid  mentality.  Pentothal  may  be 
used  in  the  same  manner  in  medicolegal 
practice  to  interrogate  certain  individuals. 
Horsley33  reports  its  use  in  childbirth, 
especially  for  psychotic  patients:  2 cc. 
of  a 10  per  cent  solution  are  given  at  the 
onset  of  severe  contractions,  2 cc.  more 
after  one  minute,  then  1 cc.  as  required. 
It  is  useful  in  procedures  where  a cautery 
is  to  be  used.  This  drug  is  useful  as  an 
aid  in  evaluating  the  prognosis  of  patients 
suffering  from  Raynaud’s  disease34  or 
essential  hypertension.35  It  causes  a rise 
in  the  temperature  of  the  extremities  to 
a maximal  point.  If,  in  a case  of  sus- 


pected Raynaud’s  disease,  the  tem- 
perature of  the  fingernails  fails  to  reach 
35  C.,  one  may  conclude  that  some  periph- 
eral vascular  disease  exists  and  that  sec- 
tion of  the  cervicothoracic  sympathetic 
nerves  will  not  completely  relieve  the 
condition.  In  cases  of  essential  hyper- 
tension, preoperative  prediction  values 
can  be  obtained  following  the  adminis- 
tration of  pentothal.  The  temperature  of 
the  toes  and  the  blood  pressure  are  re- 
corded frequently  during  the  administra- 
tion of  1 Gm.  of  the  drug.  The  maximal 
temperature  is  usually  reached  in  about 
fifteen  minutes.  The  lowest  point  to 
which  the  blood  pressure  falls,  with  a dose 
sufficient  to  raise  the  temperature  of  the 
extremities  to  a maximum,  corresponds 
fairly  well  in  most  cases  with  the  level  of 
blood  pressure  that  will  obtain  following 
neurosurgical  intervention. 

Contraindications 

Pentothal  is  contraindicated  in  the 
following  conditions:  Children  under  12 
years  of  age  do  not  usually  tolerate  a 
barbiturate  intravenously  because  of  the 
susceptibility  to  respiratory  depression, 
and  it  is  difficult  to  maintain  a patent 
airway.  Moreover,  venipuncture  is  more 
difficult  in  children  because  of  their  small 
veins.  Patients  with  respiratory  em- 
barrassment due  to  cardiac  decompensa- 
tion, bronchiectasis,  advanced  pulmonary 
tuberculosis,  asthma,  or  emphysema  war- 
rant the  choice  of  an  alternative  type  of 
anesthetic  agent.  When  tumors  of  the 
neck  encroach  upon  the  lumen  of  the 
glottis  or  trachea,  pentothal  is  contra- 
indicated. When  inflammatory  conditions 
of  the  neck  are  present,  and  there  is  a 
tendency  to  produce  edema  of  the  glot- 
tis, pentothal  should  not  be  employed. 
Pentothal  should  also  be  avoided  in  pa- 
tients in  whom  rales  at  the  pulmonary 
bases  may  be  heard.  Evidence  of  gross 
hepatic  disease  contraindicates  the  use  of 
pentothal  because  such  patients  may  be 
unable  to  detoxicate  it.  Severe  toxemia 
eliminates  the  possibility  of  using  pento- 
thal safely  because  of  the  likelihood  of 
hepatic  insufficiency.  Patients  with  ne- 
phritic damage  may  be  given  pentothal,  -7 
T TRH  A.H  jl 
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TABLE  1. — Variety  of  Operative  Procedures 
Performed  Under  Intravenous  Pentothal 
Anesthesia 


Types  of  Operations 

Number 
of  Cases 

Dental 

Extraction  of  teeth 

536 

Total 

536 

Gynecology 

Dilatation  and  curettage 

318 

Conization 

36 

Radium  implantation 

24 

Posterior  vaginal  puncture 

13 

Removal  of  polyp 

11 

Examination  under  anesthesia 

8 

Incision  and  drainage  of  Bartholin  glands 

11 

Biopsy 

3 

Uterogram 

1 

Miscellaneous 

13 

Total 

438 

Surgical 

Incision  and  drainage 

143 

Excision 

61 

Hemorrhoidectomy 

9 

Suture 

8 

Biopsy 

6 

Removal  of  foreign  body 

3 

Radium  implantation 

2 

Amputation  of  finger 

2 

Closure  of  empyema  cavity 

2 

Cautery 

2 

Debridement 

2 

Miscellaneous 

9 

Total 

249 

Urology 

Cystoscopy  and  x-ray 

186 

Fulguration 

37 

Dilatation 

8 

Suprapubic  cystotomy 

6 

Removal  of  drain 

2 

Incision  and  drainage 

5 

Removal  of  calculus 

6 

Transurethal  resection 

5 

Miscellaneous 

5 

Total 

260 

Eye 

Enucleation 

6 

Sclerotomy 

7 

Recession  and  resection 

5 

Iridectomy 

2 

Excision  of  cataract 

4 

Discission  of  cornea 

4 

Miscellaneous 

4 

Total 

32 

Ear,  Nose,  and  Throat 

Bronchoscopy 

3 

Removal  of  polyp 

2 

Bilateral  nasal  antrotomy 

2 

Excision  of  cancer  of  antrum 

1 

Total 

8 

Orthopedics 

Reduction  of  fractures 

18 

Miscellaneous 

4 

Total 

22 

Grand  Total 

1,545 

but  extreme  care  in  its  administration 
should  be  employed,  and  large  doses 
should  be  avoided.  It  is  inadvisable  to 
use  this  drug  in  the  presence  of  low  blood 
pressure,  since  pentothal  may  cause  a 
further  decrease.  It  should  not  be  used 
in  the  presence  of  severe  anemia,  debility, 


or  shock.  It  is  usually  not  satisfactory  for 
bronchoscopies  and  esophagoscopies  un- 
less a local  anesthetic  has  been  applied. 

Statistical  Study 

The  data  in  the  following  tables  are 
based  on  1,545  administrations.  The 
variety  of  operative  procedures  is  indi- 
cated in  Table  1.  In  this  group,  994  were 
females  and  551  were  males.  The  young- 
est patient  was  9 years  of  age  and  the 
oldest  was  90  (Table  2).  The  oldest  pa- 
tient was  administered  pentothal  sodium 
on  three  separate  occasions  without  unto- 
ward effect.  Sixty-two  patients  received 
multiple  administrations,  indicating  to  a 
certain  extent  the  degree  of  patients’ 
acceptance  of  the  method  (Table  7). 
The  average  duration  of  anesthesia  was 
fifteen  and  one-half  minutes,  while  the 
shortest  duration  was  two  minutes  and  the 
longest  eighty  minutes  (Table  3).  The 
average  dose  was  525  mm.  and  the  largest 
dose  was  1,800  mm.  (Table  4).  Anes- 
thesia was  considered  unsatisfactory  in 
3.1  per  cent  of  cases  (Table  6).  Table  5 
indicates  that  a large  majority  of  the 
patients  were  considered  good  risks. 
There  were  no  operative  deaths. 

Comment 

The  trend  is  still  continuing  toward  the 
displacement  of  other  anesthetic  agents 
by  pentothal.  Inflammable  gaseous  anes- 
thetic agents  are  being  displaced  faster 
than  are  agents  used  for  the  production  of 
either  regional  or  spinal  anesthesia.  The 
use  of  intravenous  anesthesia  for  hemor- 
rhoidectomy is  gaining  in  favor  among 
surgeons.  Keith36  reports  that  bleeding 
is  less  and  relaxation  is  improved  when 
intravenous  anesthesia  is  employed,  com- 
pared to  inhalation  of  cyclopropane  and 
oxygen  or  nitrous  oxide  and  oxygen. 
With  the  patient  in  the  prone  position, 
one  may  have  difficulty  with  the  veni- 
puncture, but  it  is  worth  the  effort  to  the 
patient.  We  have  been  surprised  at  the 
ease  with  which  an  airway  may  be  main- 
tained. Pentothal  is  being  used  more  fre- 
quently as  a supplementary  agent  follow- 
ing the  administration  of  an  anesthetic 
agent  intraspinally.  Complete  uncon- 
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TABLE  2. — Age  Groups 


Age  in  Years 

Number  of  Cases 

Under  15 

8 

15-20 

83 

20-30 

328 

30-40 

316 

40-50 

306 

50-60 

199 

60-70 

99 

70-80 

44 

80-90 

23 

Miscellaneous 

139 

Total 

1,545 

Youngest — 9 years 

Oldest — 90  years 

TABLE  3. — Duration  of  Anesthesia 

Time  in  Minutes 

Number  of  Cases 

2-10 

392 

10-20 

695 

20-30 

245 

30-40 

138 

40-50 

41 

50-60 

14 

60-70 

4 

70-80 

2 

Unknown 

14 

Total 

1,545 

Average  duration — 

-15.5  minutes 

Shortest  duration — 

-2.0  minutes 

Longest  duration — 

80.0  minutes 

TABLE  4. — Dosage  of  Pentothal  5 Per  Cent 
Solution 


Amount  in  Cc.  Number  of  Cases 


2-20 

1,462 

20-30 

65 

30-40 

10 

Unknown 

8 

Total 

1,545 

Average  amount — 10.5  cc. 
Smallest  amount — 2.0  cc. 

Largest  amount — 36.0  cc. 

TABLE  5. — Anesthetic  Risks 


Risk 

Reason 

Number 
of  Cases 

Good 

1,366 

— 

Fair 

General  condition 

40 

Anemia 

18 

High  blood  pressure 

20 

Low  cardiac  reserve 

20 

Tuberculosis 

5 

Asthma 

3 

Postpneumonia 

3 

Diabetes 

2 

Obesity 

5 

Epilepsy 

4 

Cirrhosis  of  liver 

2 

Bronchiectasis 

2 

Arthritis 

2 

Sclerosis 

1 

Miscellaneous 

26 

Total 

153 

Poor 

General  condition 

4 

Deficient  cardiac  reserve 

5 

Dehydration 

2 

Anemia 

3 

High  blood  pressure 

2 

Hemiplegia 

1 

Shock 

1 

Diabetes 

1 

Elevated  temperature 

1 

Pulmonary  abscess 

1 

Miscellaneous 

5 

Total 

26 

TABLE  6. — Results  of  Anesthesia 


Results 
Satisfactory 
Not  satis- 
factory 


Reason 


Cyanosis  23 

Spasm  2 

Rigidity  3 

Postoperative 
vomiting  2 

Pallor  3 

Excitement  1 

Hiccough  1 

Miscellaneous  12 


47 


Number  Per- 
of  Cases  centage 
1,498  96.9 

3.1 


TABLE  7. — Repeated  Administrations 


Number  of  Times 
8 
6 
5 
4 
3 
2 

Total 


Number  of  Cases 
1 
1 
2 
4 
8 
46 

62 


TABLE  8. — Trends  in  Anesthesia  at  Hartford 
Hospital 


Types 

1936 

1937 

1938 

Inhalations 

9,096 

8,119 

7,492 

Surgeon’s  regionals 

1,195 

890 

605 

Resident’s  regionals 

0 

1,153 

1,370 

Intravenous  barbiturates 

41 

1,374 

2,093 

Avertin  (basal) 

880 

379 

166 

Total  (omiting  avertin) 

10,332 

11,536 

11,560 

Increases 

1,204 

24 

sciousness  need  not  be  produced.  It  has 
been  noted  that  the  level  of  the  blood 
pressure  has  been  influenced  but  little. 
Spinal  anesthesia  is  considered  a desirable 
method  for  diabetic  patients  where  it  is 
applicable,37  but  for  minor  surgical  pro 
cedures  intravenous  anesthesia  has  been 
found  to  be  satisfactory.  It  has  been 
our  experience  that  one  can  more  cer- 
tainly cope  with  the  elevation  in  blood 
sugar  following  the  administration  of 
pentothal  sodium  than  one  can  control 
vomiting  following  the  administration  of  a 
volatile  anesthetic  agent  by  inhalation. 
It  is  felt  that  the  use  of  the  barbiturates 
should  be  restricted  to  those  patients  who 
are  suffering  from  diabetes  which  is  com- 
paratively easy  to  control.38  When  the 
presence  of  marked  arteriosclerosis  is  a 
complicating  factor,  the  use  of  pentothal 
sodium  is  contraindicated.39 

Summary 

Intravenous  anesthesia  is  apparently 
gaining  in  popularity  (Table  8).  This 
trend  seems  to  be  justified,  provided  cer- 
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tain  precautions  in  the  selection  of  pa- 
tients and  in  the  administration  of  the 
agent  are  maintained.  Solutions  should 
be  freshly  prepared.  An  apparatus  for 
the  efficient  administration  of  oxygen  or 
oxygen  95  per  cent  and  carbon  dioxide  5 
per  cent  should  be  available.  An  ade- 
quate airway  must  be  maintained.  The 
anesthetist  must  be  competent  to  deal 
with  all  situations  that  one  may  encounter 
during  the  administration  of  any  general 
anesthetic  agent.  Further  exploration  of 
the  field  of  usefulness  of  intravenous 
anesthesia  is  warranted,  and  further  re- 
search for  agents  that  may  produce  a 
greater  degree  of  muscular  relaxation  is 
justifiable. 
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IN  THANKFULNESS  FOR  A SON 
RESTORED  TO  HEALTH 
Marjorie  Dent  Candee  in  F.  P.  A.’s  colyum 
in  the  N.  Y.  Post,  quoted  in  J.A.M.A. 

I saw  the  shadow  of  Death’s  dusky  wings 
Across  your  face;  in  sleep  you  turned  and 
brushed 

Aside  the  enemy  while  I stood  hushed 
With  fear,  and  watched  the  miracle  Life  brings. 
I raised  the  window  shade — the  cheerful  dawn 
Dispelled  the  dark,  let  in  the  warming  sun, 
And  lo  the  unwelcome  visitor  was  gone! 

I breathed  a humble  prayer  for  vict’ry  won. 

All  these  I thanked,  a gallant,  selfless  band: 
The  man  of  science  with  the  microscope; 

The  surgeon  with  his  skillful,  steady  hand; 
The  doctor’s  care;  the  faithful  nurse;  the  hope 
Of  friends;  and  God,  whose  mercy  chose  to 
spare 

The  life  of  one  I hold  most  dear  and  fair. 


CANCER  CELLS  PRESENT  IN 
EVERYONE’S  BODY 

Everyone  has  some  cancer  cells  in  his  body,  in 
the  opinion  of  Dr.  Albert  Fischer  of  the  Carls- 
berg  Foundation,  Copenhagen,  as  quoted  in  the 
Pennsylvania  Medical  Journal. 

Cancer  cells  are  a “variety  of  the  normal  aver- 
age tissue  cell,”  Dr.  Fischer  believes,  as  a result 
of  his  researches.  These  cancer  cells  are  present 
in  every  tissue  and  organ  of  everyone’s  body. 
The  reason  everyone  does  not  have  cancer  in  con- 
sequence of  having  cancer  cells  in  his  body  is 
that  there  is  an  extremely  small  number  of  them, 
and  because  they  die  easily,  they  do  not  have 
much  chance  of  multiplying  and  forming  a 
sufficiently  large  colony. 

“Old  age,  chronic  proliferative  activity,  in- 
fectious diseases  and  viruses”  are  the  “realization 
factors”  that  are  all  that  are  needed,  Dr.  Fischer 
says,  for  the  development  of  the  ever-present 
cancer  cells  into  a malignant  tumor. 


DISTRIBUTION  OF  TUBERCULOSIS  MORTALITY 
BY  PLACE  OF  DEATH 

Edward  X.  Mikol,  M.D.,  Albany,  New  York 

{From  the  Division  of  Tuberculosis,  New  York  State  Department  of  Health,  Albany,  New  York) 


IN  this  study  of  5,476  deaths  from  tuber- 
culosis that  occurred  in  upstate  New 
York  during  1936  and  1937,  an  analysis 
has  been  made  of  their  distribution  ac- 
cording to  the  place  of  death.  As  shown 
in  the  accompanying  table,  deaths  are 
divided  into  four  main  groups  according 
to  the  place  where  the  deaths  occurred, 
with  no  regard  for  the  previous  residence 
of  the  deceased,  since  we  are  here  con- 
sidering not  how  the  patient  became  in- 
fected but  how  his  infecting  others  may 
be  prevented. 

Deaths  in  Tuberculosis  Hospitals 

About  half  of  the  total  deaths  (49.2 
per  cent)  occurred  in  sanatoriums  and 
hospitals  that  are  either  operated  for  or 
have  facilities  for  the  treatment  of  tuber- 
culosis, including  14  general  hospitals 
which,  in  the  American  Medical  Associa- 
tion survey  of  tuberculosis  institutions 
in  1935, 1 are  reported  as  having  separate 
provisions  for  treating  tuberculosis.  The 
remainder  of  the  deaths  occurred  in  the 
decedents’  homes,  in  state  institutions,  or 
in  general  hospitals  without  separate 
tuberculosis  facilities. 

In  a study  of  recorded  tuberculosis 
deaths  in  1926  in  upstate  New  York, 
DePorte2  found  that  about  28  per  cent 
occurred  in  tuberculosis  hospitals,  54 
per  cent  in  private  dwellings,  10  per  cent 
in  state  institutions,  and  6 per  cent  in 


general  hospitals.  The  American  Medi- 
cal Association  survey  for  the  entire 
country  showed  that  only  22  per  cent  of 
the  tuberculosis  deaths  occur  in  tubercu- 
losis hospitals.  Thus,  by  contrast,  the 
present  status  in  upstate  New  York  ap- 
pears to  be  favorable,  in  view  of  the  fact 
that  segregation  of  infectious  cases  is 
recognized  as  being  a fundamental  princi- 
ple in  tuberculosis  control. 

In  this  connection,  it  is  important  to 
consider  the  availability  and  utilization 
in  upstate  New  York  of  tuberculosis  hos- 
pital beds  in  relation  to  the  number  and 
distribution  of  deaths.  The  present  ac- 
cepted minimum  standard  is  2 beds  for 
each  death  from  tuberculosis  in  the  com- 
munity. For  the  period  1934  to  1936 
the  average  annual  number  of  resident 
tuberculosis  deaths  upstate  was  2,643, 
and  the  total  number  of  tuberculosis  beds 
available  in  federal,  state,  county,  city, 
and  private  tuberculosis  hospitals  and  in 
some  of  the  general  hospitals  and  state 
institutions  is  at  least  6,000,  which  meets 
that  minimum  requirement.  In  the 
county  and  city  hospitals,  representing 
over  half  of  these  beds,  about  93  per  cent 
of  the  total  possible  number  of  patient- 
days  was  utilized  during  the  period  from 
1934  to  1936, 3 and  although  no  data  are 
available  for  utilization  in  the  other  tu- 
berculosis hospitals,  it  is  probable  that 
this  was  at  least  90  per  cent.  In  view  of 


Distribution  of  Tuberculosis  Deaths  in  Upstate  New  Yore  by  Place  of  Death — 1936  and  1937 


All  Forms 

Pulmonary* 

Other  Forms 

Place  of  Death 

No. 

Percentage 
of  Total 
Deaths 

No. 

Percentage 
of  Total 
Pulmonary 

No. 

Percentage 
of  Total 
Other  Forms 

Tuberculosis  hospitals  t 

2,701 

49.2 

2,610 

50.9 

91 

26.2 

Homes 

1,623 

29.6 

1,519 

29.6 

104 

• 30.2 

State  institutions  t 

614 

11.2 

604 

11.7 

10 

2.9 

General  hospitals 

538 

9.9 

399 

7.8 

139 

40.5 

Total 

5,476 

100 

5,132 

100 

344 

100 

* Includes  deaths  from  acute  miliary  tuberculosis. 

t Includes  federal,  state,  county,  city,  and  private  tuberculosis  hospitals,  and  14  general  hospitals  with  tuberculosis 
departments. 

t Includes  mental  hospitals,  institutions  for  mental  defectives,  and  correctional  institutions. 
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this  fairly  complete  utilization,  the  fact 
that  only  60  per  cent  of  all  tuberculosis 
deaths  occurred  under  such  conditions 
implies  that  the  standard  of  2 beds  per 
death  is  not  sufficient  for  the  needs. 

However,  it  is  probable  that  the  de- 
ficiency is  more  qualitative  in  nature  than 
quantitative.  Even  though  beds  are  oc- 
cupied, they  are  not  always  occupied  to 
advantage.  For  example,  during  the 
period  1934  to  1936,  about  12  per  cent  of 
the  adults  and  50  per  cent  of  the  children 
discharged  from  the  county  and  city 
tuberculosis  hospitals  were  classified  as 
either  observation  or  non  tuberculous 
cases.3  In  addition,  some  of  these  hospi- 
tals keep  under  treatment  a variable 
number  of  patients  who  have  only  obso- 
lete tuberculous  lesions  requiring  no 
specialized  care.  These  factors  result  in 
the  occupancy  of  many  beds  that  other- 
wise might  be  available  for  tuberculosis 
patients  actually  in  need  of  hospital  care 
and  treatment. 

Finally,  it  cannot  be  denied  that  failure 
to  utilize  available  facilities  may  be  due 
to  defects  in  the  quality  of  service  ren- 
dered by  some  tuberculosis  hospitals,  and 
it  is  hoped  that  with  a more  widespread 
application  of  modern  principles  of  ad- 
ministration and  treatment  the  needed 
improvements  in  service  will  be  realized. 

It  is  believed,  therefore,  that  the  pres- 
ent standard  of  2 beds  per  death  is  ade- 
quate for  present  needs  in  upstate  New 
York,  especially  in  view  of  the  present 
downward  trend  of  tuberculosis  mortality, 
but  that  there  is  need  for  more  effective 
utilization  of  the  present  facilities  and  for 
improvement  in  the  type  of  service  ren- 
dered. 

Deaths  in  Homes 

From  the  public  health  standpoint, 
the  deaths  from  tuberculosis  in  the 
patients’  homes,  comprising  almost  one 
third  (29.6  per  cent)  of  the  total,  are  of 
great  -significance.  These  deaths  also 
represent  about  one  third  of  all  of  the 
pulmonary  deaths,  and  when  it  is  con- 
sidered that  terminal  cases  of  tuberculosis 
are  generally  highly  infectious,  the  men- 
ace of  these  persons  dying  at  home  to 


their  intimate  household  contacts  be- 
comes at  once  manifest.  Paralleling  the 
factor  of  infectiousness,  and  at  the  same 
time  increasing  its  importance,  is  the 
knowledge  that  tuberculosis  occurs  with 
greatest  frequency  among  those  who  are 
economically  and  educationally  under- 
privileged and  in  whose  homes,  therefore, 
there  is  most  apt  to  exist  overcrowding, 
poor  sanitation,  lack  of  proper  ventila- 
tion, and  generally  unhygienic  circum- 
stances, representing  the  very  type  of 
environment  from  which  separation  is 
most  essential  in  the  control  of  tuberculo- 
sis. The  menace  exists  in  the  failure  of 
these  patients  to  carry  out  the  necessary 
sanitary  precautions  in  regard  to  expec- 
toration of  sputum  and  its  proper  dis- 
posal, and  because  the  contact  is  apt  to 
be  very  intimate,  especially  with  children, 
the  danger  of  transmission  of  infection  is 
at  a maximum. 

It  is  regrettable,  and  in  a measure  an 
indictment  of  the  tuberculosis  hospital 
service,  that  some  of  the  deaths  in  the 
homes  occur  in  patients  who  have  been 
either  brought  or  sent  from  tuberculosis 
hospitals  to  their  homes  to  die,  a practice 
that  may  be  justifiable  only  in  rare  in- 
stances, although  often  either  the  patients 
or  their  families  are  responsible  for  it. 

Deaths  in  State  Institutions 

The  tuberculosis  problem  in  the  mental 
hygiene  and  other  state  custodial  institu- 
tions merits  careful  appraisal,  not  only 
because  11.2  per  cent  of  the  deaths  oc- 
curred in  them,  but  also  because  of  a high 
morbidity  rate.  These  upstate  institu- 
tions are  reported  as  having  1,542  beds 
available  for  tuberculosis,1  which  would 
seem  to  be  adequate  for  the  approximate 
300  annual  deaths  occurring  there.  How- 
ever, for  the  period  1929  to  1931  it  was 
found  that  tuberculosis  ranked  fourth  in 
the  leading  causes  of  death  among  pa- 
tients with  mental  disease  in  New  York 
State  Hospitals,  accounting  for  9.5  per 
cent  of  the  total  deaths,  and  that  the 
tuberculosis  death  rate  was  828.4  per 
100,000  patients,  or  about  twelve  times 
that  for  the  general  population.4 

Furthermore,  that  the  incidence  of 
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tuberculosis  among  state  hospital  in- 
mates is  high  was  shown  by  a survey  of 
about  12,000  patients  in  Minnesota  in- 
stitutions,5 where  9.2  per  cent  had  x-ray 
evidence  of  parenchymal  infiltration, 
while  tubercle  bacilli  were  demonstrated 
in  1.9  per  cent  of  all  inmates.  In  this 
same  study,  of  2,430  employees  examined, 
3.7  per  cent  had  x-ray  evidence  of  tuber- 
culosis, and  0.6  per  cent  had  positive 
sputum.  In  an  upstate  New  York  mental 
hospital,  fluoroscopic  and  x-ray  examina- 
tion of  about  2,000  ambulatory  patients 
revealed  evidence  of  pulmonary  tuber- 
culosis in  3.6  per  cent,  almost  half  of  the 
cases  being  in  the  moderately  advanced 
or  far  advanced  stages.6  This  study  did 
not  include  patients  in  the  sick  wards  nor 
those  in  the  tuberculosis  pavilion.  In  a 
study  of  2,742  inmates  of  the  Newark 
State  School  for  Mental  Defectives  being 
conducted  by  the  Division  of  Tuberculosis 
of  the  New  York  State  Department  of 
Health,  2.9  per  cent  have  been  found  to 
have  clinically  significant  pulmonary 
tuberculosis,  and  here,  too,  ^about  half  are 
in  the  advanced  stages.7  Parkhurst  re- 
ported that  tuberculosis  was  the  chief 
cause  of  death  in  the  state  schools  for 
mental  defectives,  accounting  for  22  per 
cent  of  the  total  deaths.8 

It  is  apparent  from  these  studies  that 
among  inmates  of  state  institutions  there 
is  a high  morbidity  as  well  as  mortality 
rate,  a situation  that  requires  serious 
consideration  for  the  following  reasons: 
(1)  the  intimate  association  in  institu- 
tional life  results  in  a greater  opportunity 
for  transmission  of  infection  to  other  in- 
mates ; (2)  an  extra  hazard  to  the  attend- 
ants arises  from  the  inability  of  the  tuber- 
culous insane  or  mentally  defective  to  dis- 
pose of  sputum  properly;  and  (3)  there 
is  a hazard  to  outside  or  household  con- 
tacts both  before  admission  and  after 
parole  or  discharge.  This  group  thus  com- 
prises a reservoir  of  tuberculous  infection 
that  needs  more  intensive  investigation 
and  control  than  it  has  received  in  the  past. 

Deaths  in  General  Hospitals 

About  10  per  cent  of  the  total  tuber- 
culosis deaths  occurred  in  general  hos- 


pitals that  have  no  special  provision  for 
the  care  of  tuberculosis.  As  might  be  ex- 
pected, 40.5  per  cent  of  all  of  the  deaths 
from  nonpulmonary  tuberculosis  occurred 
in  these  hospitals,  and  this  might  at  first 
be  interpreted  as  minimizing  the  impor- 
tance of  this  group  from  a public  health 
standpoint.  However,  of  these  538  deaths 
in  general  hospitals,  only  139,  or  26  per 
cent,  were  due  to  other  forms  of  tubercu- 
losis, while  399,  or  74  per  cent,  were  pul- 
monary. 

Due  allowance  must  be  made  for  several 
factors  concerning  these  deaths.  As 
pointed  out  by  Pleyte  and  Holand,9  who 
reported  that  18  per  cent  of  the  tubercu- 
losis deaths  in  Wisconsin  in  1933  occurred 
in  general  hospitals,  many  of  these  ter- 
minal cases  “were  treated — and  presum- 
ably admitted — for  nontuberculous  con- 
ditions.” Yet,  until  the  time  of  death 
some  form  of  tuberculosis  was  present, 
whether  its  presence  was  known  or  not. 
In  this  connection,  in  1936  in  upstate  New 
York  it  was  found  that  61  per  cent  of  the 
pulmonary  deaths  in  general  hospitals 
represented  cases  that  were  not  reported 
as  such  until  after  death,  in  contrast  to  an 
incidence  of  from  12  to  32  per  cent  of  un- 
reported  cases  in  the  other  groups  of 
places  of  death. 

Some  of  the  deaths  in  general  hospitals 
were  no  doubt  those  of  patients  trans- 
ferred from  tuberculosis  hospitals  for  sur- 
gical treatment.  Others  may  have  oc- 
curred at  such  times  when  there  were  no 
immediate  vacancies  available  in  local 
tuberculosis  hospitals,  and  still  others  were 
those  due  to  acute  miliary  tuberculosis, 
whose  hazard  with  regard  to  infectiousness 
is  usually  slight. 

Notwithstanding  these  factors,  it  is 
nevertheless  believed  that  the  general 
hospital  patients  comprise  a very  impor- 
tant group  for  investigation,  and  particu- 
larly with  reference  to  case  finding. 
This  belief  has  been  confirmed  by  the  re- 
sults of  a chest  x-ray  study  conducted  by 
the  Division  of  Tuberculosis  among  4,853 
adult  general  hospital  admissions  in  up- 
state New  York. 10  It  has  been  found  that 
0.6  per  cent  of  the  adult  admissions  have 
active  pulmonary  tuberculosis  that  was 
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not  suspected  on  admission.  Similarly, 
Hodges11  found  0.4  per  cent,  and  Pohle,  et 
a/.,12  found  0.5  per  cent  with  undiagnosed 
active  tuberculosis  among  1,101  and  1,417 
general  hospital  admissions,  respectively. 

Applying  the  0.6  per  cent  incidence  to 
the  total  adult  general  hospital  admis- 
sions, it  has  been  estimated  that  in  upstate 
New  York  about  2,000,  and  in  the  entire 
New  York  State  about  5,000,  such  un- 
diagnosed cases  of  active  tuberculosis  are 
admitted  annually  to  the  general  medical, 
surgical,  and  obstetric  services.  There 
is  an  obvious  significance  in  this  because 
of  the  hazard  to  other  patients,  to  nurses, 
and  to  other  hospital  personnel,  besides 
demonstrating  the  hitherto  neglected 
opportunity  presented  by  this  particular 
population-group  for  better  general  diag- 
nosis of  disease,  as  well  as  for  effective 
tuberculosis  case  finding. 

Conclusions 

1.  Available  tuberculosis  hospital  fa- 
cilities should  be  utilized  more  effectively. 

2.  The  number  of  tuberculosis  deaths 
occurring  in  the  home  is  unnecessarily 
high. 


3.  The  high  tuberculosis  morbidity 
and  mortality  rates  in  state  institutions 
create  a special  and  serious  problem  that 
requires  further  study  and  vigorous  con- 
trol measures. 

4.  An  undeniable  tuberculosis  hazard 
exists  in  general  hospitals.  Advantage 
should  be  taken  of  the  ready  accessibility 
of  this  population-group  and  of  the  availa- 
bility of  diagnostic  facilities  in  promot- 
ing more  thorough  diagnosis  and  case 
finding. 
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Correspondence 


To  the  Editor: 

In  the  Editorial  “A  Wartime  Lesson”  in  No. 
19  of  the  New  York  State  Journal  of  Medicine 
you  speak  of  the  shortage  of  medical  men  in  Ger- 
many. This  shortage,  you  explain,  is  caused  by 
the  barring  of  Jewish  and  dissident  “Aryan” 
physicians  from  practice  by  closing  the  Kranken- 
kassen  to  them. 

Please  permit  me  to  inform  you  that  this 
interpretation  is  not  correct.  Although  a con- 
siderable number  of  Jewish  doctors  (those  who 
were  not  in  practice  before  1914  and  were  not 
so-called  “Frontkaempfer”)  were  barred  in  1933 
from  the  health  insurance  system,  the  main  rea- 
son is,  that  on  September  30th,  1938,  the  license 
to  practice  medicine  was  taken  away  from  all 
Jewish  physicians.  This  had  nothing  to  do 
with  the  Krankenkassen,  and  if  there  had  not 
been  any  health  insurance  system  the  situation 
would  be  just  the  same. 

Yours  very  truly, 
Alfred  Eliassow,  M.D. 

83-80  118th  Street 
Kew  Gardens,  N.  Y. 

October  9.  1939 

Our  correspondent  is  probably  correct  in  as- 
serting that  even  if  there  had  not  been  socialized 


medicine,  the  conditions  as  regards  the  shortage 
of  German  doctors  would  have  been  the  same, 
since  many  physicians  were  thrown  out  of  the 
profession  for  racial  and  religious  reasons,  and 
hence  the  shortage  would  have  existed  anyway. 
What  we  intended  to  convey  was  that  the  whole 
situation  as  it  developed  in  Germany  and  is  con- 
tinuing to  develop,  is  due  to  the  entering  wedge 
of  political  control  of  the  profession.  This  made 
it  possible  for  the  resulting  bureaucracy  to  reach 
into  every  home.  Once  this  wedge  was  firmly 
established,  the  rest  followed  easily,  and  the 
general  situation  resulted  as  stated.  Had  the 
German  people  not  meekly  accepted  control 
through  socialized,  regimented  medicine,  they 
might  not  so  easily  have  been  controlled  in  other 
things,  so  that  today  they  are  the  most  regimented 
people  in  the  world.  We,  here  in  America,  under 
the  impact  of  many  foreign  “isms,”  have  to  de- 
fend the  ideology  which  constitutes  our  cherished 
freedom,  and  we  point  to  the  analogy  which  the 
trend  of  events  in  Germany  show,  as  a lesson 
to  us.  We  want  no  regimentation  here,  and 
since  the  start  toward  it  here  commences  with 
an  attack  on  freedom  in  the  medical  profession, 
we  stress  the  lesson  which  it  teaches  us. 

— EDITOR 


CHRONIC  ARTHRITIS 

Differential  Diagnosis  and  Special  Treatment  Methods:  Medical,  Orthopedic, 
Physical  Therapy 

Bernard  L.  Wyatt,  M.D.,  Harry  E.  Thompson,  M.D.,  and 
James  Donald  Francis,  M.D.,  Tucson,  Arizona 

( From  the  Wyatt  Clinic,  Tucson ) 


IT  is  exceedingly  fortunate  that  the 
fundamentals  of  the  diagnosis  and 
treatment  of  chronic  arthritis  so  readily 
lend  themselves  to  visual  presentation. 

Many  physicians  find  the  literature 
descriptive  of  nomenclature,  etiology,  clas- 
sification, and  even  therapy  more  or  less 
confusing;  but  through  the  medium  of 
motion  pictures  it  is  relatively  simple  to 
show  that  all  arthritis  is  not  the  same 
arthritis  and  that  different  types  of  the 
disease  require  important  variations  in 
both  principles  and  methods  of  treatment. 1 

Not  only  is  greater  clarity  of  presenta- 
tion achieved  by  the  use  of  motion  pic- 
ture films,  but  also  the  wear  and  tear  on 
both  the  speaker  and  the  audience  is  re- 
duced to  a minimum.  Since  we  must 
have  scientific  meetings,  at  least  we  owe 
it  to  ourselves  to  make  them  as  “pain- 
less” as  may  be  possible.* 

Clinical  Groups 

Colored  photographs  of  patients  with 
chronic  infectious  arthritis,  chronic  de- 
generative arthritis,  and  chronic  metabolic 
arthritis  (gout),  demonstrate  the  out- 
standing characteristics  of  joint  involve- 
ments, general  condition,  etc.,  while 
close-ups  of  dental  and  gingival  disease, 
visceroptosis,  fusiform  fingers,  flexion  con- 
tractures, ankylosis,  subcutaneous  nod- 
ules, faulty  body  mechanics,  physical 
defects,  Heberden's  nodes,  and  tophi 
portray  very  clearly  these  causal  factors 
and  clinical  manifestations. 

Instead  of  merely  reciting  the  differ- 
ences between  the  principal  clinical 

* A motion  picture  in  Kodachrome  was  presented  when 
this  paper  was  delivered. 


groups,  views  of  cases  of  chronic  infec- 
tious arthritis  show  patients  in  the 
middle-age  brackets ; undernourishment 
is  apparent;  evidences  of  focal  infection 
are  seen,2  and  the  relatively  early  bi- 
laterally symmetric  involvement  of  the 
smaller  joints,  with  ultimate  disability 
from  ankylosis,  stands  out  upon  the 
screen. 

Similarly,  under  the  heading  of  chronic 
degenerative  arthritis,  the  factors  of  age, 
obesity,  asymmetric  distribution,  early 
localization  in  the  larger  joints  (particu- 
larly the  knees),  absence  of  muscular 
atrophy,  etc.,  are  clearly  visualized. 

Chronic  metabolic  arthritis  (gout),  when 
large  tophi  are  present  or  the  great  toe  is 
involved,  is  strikingly  photogenic. 

Differential  Diagnosis 

Sedimentation  Test. — Certain  labora- 
tory findings — such  as  sedimentation 
rates3 — take  on  added  significance  when 
shown  pictorially.  Also,  visualization  of 
the  ease  with  which  the  test  may  be  per- 
formed will  doubtless  tend  to  further  its 
more  general  use.  While  red  cell  sus- 
pension stability  is  of  value  in  differential 
diagnosis,  it  is  particularly  helpful  in  the 
selection  of  patients  for  vaccine  therapy, 
and  is  possibly  the  most  important  index 
of  the  extent  to  which  patients  are  re- 
sponding to  the  therapeutic  measures 
that  have  been  prescribed  to  meet  their 
individual  needs. 

Pathologic  Findings. — The  pathologic 
characteristics  of  these  three  types  of 
chronic  arthritis  are  briefly  summarized 
as  follows:  focal  collections  of  lym- 

phocytes in  proliferating  synovia4  (chronic 
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infectious) ; cartilage  fibrillation  and 
degeneration4  (chronic  degenerative) ; tis- 
sue reactions  primarily  degenerative  in 
character;  uric  acid  crystals  in  albumi- 
nous stroma  (chronic  metabolic,  or  gout). 

Obviously,  as  the  arthritis  progresses, 
other  structural  changes  occur  in  each 
type  of  the  disease  and  reference  is  made 
here  only  to  the  primary  or  initial  tissue 
reactions. 

X-ray. — Because  the  usual  roentgeno- 
logic classification5  of  chronic  arthritis 
refers  to  changes  that  are  either  atrophic 
or  hypertrophic , and  since  early  x-ray 
findings  are  either  absent  or  indefinite, 
the  presentation  of  close-ups  of  typical 
films  is  of  great  practical  value. 

In  chronic  infectious  arthritis  such 
phenomena  as  diminished  bone  density 
and  irregular  contour  of  joint  surfaces 
(from  cartilage  destruction,  ankylosis, 
etc.)  are  evidences  of  the  later  stages  of 
the  disease.  All  that  x-ray  films  should 
be  expected  to  reveal  in  connection  with 
early  diagnosis  is  swelling  of  the  peri- 
articular tissues  and  possibly  a slight 
excess  of  synovial  fluid  in  the  case  of  the 
larger  joints. 

The  findings  in  chronic  degenerative 
arthritis  are:  Early — Slight  enlargement 
of  joint  spaces  with  hypertrophy  of 
synovial  membrane;  slight  lipping  of  the 
articular  margins;  and  Late — More  pro- 
nounced lipping;  narrowed  joint  spaces; 
osteophyte  formation  and  hyperostosis; 
occasional  cysts  in  cancellous  bone. 

In  chronic  metabolic  arthritis  (gout), 
the  x-ray  films  may  show : Early — Slight 
periarticular  swelling;  and  Late — (After 
repeated  attacks),  punched-out  areas; 
hypertrophy  of  joint  structures;  tophi. 

Thus  it  is  demonstrated  that  the  funda- 
mental characteristics  of  the  three  main 
clinical  types  of  chronic  arthritis  may  be 
readily  recognized. 

Special  Treatment  Methods  (Medical) 

Chronic  arthritis  is  a disease  of  the 
body  as  a whole  and  the  outcome  is 
determined  very  largely  by  the  patient. 

Some  patients  believe  that  arthritic 
pains,  like  the  wicked,  will  flee  when  no 
man  pursueth,  but  we  can  assure  you 


that  they  make  better  time  when  the 
doctor  takes  after  them. 

Principles  A — Chronic  arthritis  does  not 
develop  overnight  and  should  not  be 
expected  to  disappear  by  magic.  More- 
over, the  task  of  recovery  is  funda- 
mentally a cooperative  undertaking. 
Therefore,  the  first  principle  is — or  should 
be — that  the  doctor  present  frankly  and 
fully  the  problems  with  which  the  busi- 
ness partnership  is  confronted,  and  un- 
less the  patient  is  prepared  to  assume  the 
obligations  and  responsibilities  that  will 
devolve  upon  him,  it  is  far  better  not  to 
start  at  all. 

Our  second  principle  is  that  patients  in 
one  clinical  group  require  materially 
different  composite  programs  of  therapy 
from  those  in  another. 

A third  principle  is  almost  equally 
obvious  and  relates  to  the  individual  and 
personal  requirements  of  each  patient. 
In  his  book,  The  Importance  of  Living, 
Lin  Yu  tang  has  stated  our  own  feelings 
both  precisely  and  with  a greater  lack  of 
restraint  than  we  would  be  permitted. 
He  does  not  “pull  his  punches”  and 
writes:  “A  doctor  who  prescribes  an 

identical  treatment  for  an  identical  dis- 
ease in  two  individuals  and  expects  an 
identical  development  may  be  properly 
classified  as  a social  menace.” 

Finally,  between  85  and  90  per  cent  of 
all  deformities  are  preventable,  and  to 
neglect  to  initiate  promptly  ways  and 
means  of  preventing  flexion  contractures 
and  other  disabilities  is  most  reprehensi- 
ble. 

Effective  treatment  is  dependent  upon 
early  diagnosis,  which  in  turn  calls  for 
thorough  case  histories  and  examinations. 
Every  year  that  an  arthritis  exists  un- 
treated affects  the  chances  of  complete 
recovery  to  some  extent,  although  delays 
vary  in  their  importance  to  individual 
patients. 

Focal  Removals. — The  most  important 
consideration  associated  with  the  removal 
of  demonstrable  foci  of  infection  is  that 
their  elimination  may  initiate,  but  does 
not  constitute,  adequate  therapy.  Also, 
it  is  just  as  important  to  minimize  or 
eliminate  the  effects  of  overweight,  pos- 
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tural  defects,  inadequate  elimination, 
occupational  influences,  etc.,  in  patients 
with  arthritis  of  noninfectious  origin  as 
it  is  to  get  rid  of  infective  foci  in  other 
instances. 

Vaccines. — Antigenic  biologicals  are 
beneficial  in  a considerable  percentage  of 
properly  selected  patients  with  the  in- 
fectious type  of  the  disease  and  are  more 
likely  to  be  effective  when  sedimentation 
rates  are  high.3 

Rest  and  Exercise. — The  majority  of 
patients  have  heard  altogether  too  much 
about  the  need  for  exercise  and  not  nearly 
enough  about  the  importance  of  rest. 

The  technic  of  passive,  assistive,  free, 
and  resistive  exercises  to  meet  individual 
requirements  is  illustrated  and  it  is 
pointed  out  that  every  arthritic  joint 
should  be  taken  through  its  painless 
range  of  motion  several  times  daily. 

Vitamins. — The  importance  of  vitamins 
is  noted  and  special  reference  made  to  A, 
Bi,  and  D. 

Blood  Transfusions. — The  relative  facil- 
ity with  which  blood  transfusions  may 
be  performed  by  the  citrate  method  is 
shown,  and  their  value  in  patients  who 
are  debilitated  or  whose  arthritis  is 
rapidly  progressive  is  often  outstanding.6 

Gold  Therapy. — Some  patients  with 
chronic  infectious  arthritis  may  respond 
to  gold  salts.  Our  preference  is  for  gold 
sodium  thiomalate,  administered  by  the 
intramuscular  method. 

Artificial  Jaundice. — Several  scenes  are 
devoted  to  the  preparation  of  bilirubin- 
bile  salts  compound,7,8*9  and  the  technic 
of  inducing  artificial  jaundice  in  patients 
with  chronic  infectious  arthritis. 

The  clinical  significance  of  artificial 
jaundice  may  be  summarized  as  follows: 

1.  The  benefits  in*  a considerable 
number  of  instances  are  comparable  to 
those  following  focal  removals. 

2.  The  effects  are  similar  to  those  that 
follow  an  intercurrent  clinical  jaundice. 

3.  This  duplication  of  nature’s  mecha- 
nisms is  subject  to  the  same  variations 
in  the  degree  and  duration  of  the  remis- 
sions that  characterize  clinical  jaundice 
when  it  occurs  in  arthritic  patients. 

Climatotherapy , Heliotherapy , and  Hy- 


drotherapy.— A series  of  views  is  presented 
in  which  a patient  carries  out  therapeutic 
exercises  in  a heated  pool  and  follows 
them  by  a sun  bath  on  the  lawn  sur- 
rounding the  outdoor  pool.  Such  a 
combination  of  hydro-  and  heliotherapy 
is  especially  recommended  for  patients 
with  wasted  muscles  and  impaired  joint 
function  due  to  contractures. 

The  benefits  of  a warm,  dry,  and  sunny 
climate  with  minimal  barometric  fluctua- 
tions are  beyond  question,  because  it  is 
under  such  conditions  that  continued 
sun  bathing  over  long  periods  of  time  may 
most  readily  be  indulged  in  and  is  most 
thoroughly  enjoyed.  That  heat  relaxes 
and  softens  while  cold  stiffens  and  tightens 
tissues  is  well  known  to  almost  every 
patient  who  suffers  from  chronic  arthritis. 

The  importance  of  composite  programs 
of  therapy  to  meet  the  personal  require- 
ments of  individual  patients  cannot  be 
stressed  too  strongly. 

Special  Treatment  Methods 
(Orthopedic) 

Supplementing  the  elimination  of  causal 
factors  and  the  institution  of  measures 
of  a constitutional  character,  there  are 
many  special  methods  of  treatment  per- 
taining to  the  problems  of  preventing  de- 
formities and  improving  joint  function. 

Joints  that  are  concerned  with  weight 
bearing  present  problems  of  a special 
character,  and  the  number  of  patients 
who  overuse  their  legs  is  vastly  greater 
than  those  who  overuse  their  arms.  Also, 
in  certain  respects  ambulatory  patients  are 
more  difficult  to  treat  than  bed  patients. 

While  joint  management  problems  in 
general  and  reconstructive  operations  in 
particular  pertain  to  the  field  of  ortho- 
pedics, there  is,  nevertheless,  much  that 
the  internist  and  general  practitioner  can 
do  toward  the  prevention  of  deformities. 
And  it  may  be  added  that  unless  the 
internist  and  the  general  practitioner  pay 
more  attention  to  these  fundamentals 
and  work  in  closer  cooperation  with  the 
orthopedist,  crippling  disabilities  in  pres- 
ent and  future  generations  will  not  be 
“conspicuous  by  their  absence.”  Typical 
illustrations  are  presented. 
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From  85  to  90  per  cent  of  these  de- 
formities are  preventable,  but  only  upon 
the  condition  that  existing  knowledge  of 
established  methods  of  procedure  is  more 
generally  applied. 

Swaim  and  Kuhns,10  in  discussing  pre- 
ventive measures,  state : 

“1.  Throughout  the  treatment  of  the 
patient,  constant  vigilance  must  be 
exercised  to  prevent  the  assumption  of 
position  likely  to  lead  to  deformity. 

“2.  The  physician  should  also  bear  in 
mind  that  rest  and  exercise  of  the  joint 
are  essential  to  its  well-being. 

“3.  Motion  should  be  encouraged  in 
all  stages  of  the  disease  but  must  never 
be  forced;  the  activity  should  consist 
wholly  of  the  patient’s  attempt  to  do 
what  he  can  in  the  normal  use  of  the  joint. 

“4.  Rest  in  a position  least  likely  to 
cause  strain  or  contracture  should  be 
secured  when  the  joint  is  not  in  use, 
particularly  at  night,  as  position  during 
sleep  is  most  important.” 

No  attempt  is  made  to  present  pictori- 
ally  more  than  a very  limited  number  of 
procedures.  However,  both  preventive 
and  corrective  measures  are  unusually 
photogenic,  and  to  be  able  to  show  the 
relative  facility  with  which  effective 
methods  may  be  carried  out  should 
stimulate  their  more  general  use. 

Rest  Casts. — The  manner  in  which  flex- 
ion contractures  of  the  knees  may  be  pre- 
vented by  “gutter”  casts  worn  at  night,  is 
presented.  This  “shot”  shows  the  cast 
extending  from  the  groin  to  the  toe, 
holding  the  knee  in  a position  between 
full  extension  and  five  degrees  of  flex- 
ion. 

Cock-up  Splints. — The  effectiveness  of 
cock-up  splints  (with  adequate  support  of 
the  arches  of  the  palm)  in  preventing 
wrist  deformities  is  readily  demonstrable. 
These  scenes  were  taken  with  the  wrist  in 
approximately  thirty  degrees  of  dorsi- 
flexion. 

Intermittent  T faction. — Contractures 

that  have  already  developed  may  often 
be  corrected  by  intermittent  traction. 
There  are  many  types  of  apparatus  for 
applying  traction  to  different  joints; 
but,  since  the  knee  stands  second  in  fre- 


quency among  arthritic  involvements, 
the  camera  portrays  the  use  of  an  im- 
proved Buck’s  extension  that  is  adaptable 
to  any  bed. 

Views  of  patients  with  metal  splints, 
braces,  and  calipers  are  also  included. 

Bed  Exercisers. — The  bed  exerciser 
is  of  great  value  in  maintaining  muscle 
tone  and  joint  mobility  when  weight 
bearing  is  contraindicated.  A most  satis- 
factory and  inexpensive  type  for  home 
use  is  shown.  An  eight-foot  upright, 
made  in  two  sections  with  a sleeve  union 
at  the  center,  is  fastened  to  either  the 
head  or  foot  of  the  bed  with  straps.  The 
upright  carries  a short  arm  extending  out 
over  the  bed,  and  through  the  tip  of  the 
arm  is  inserted  a cross  arm,  from  each  end 
of  which  are  suspended  double  elastic 
bands,  approximately  42  inches  in  length. 

Leg  exercises,  such  as  bicycling,  laterali- 
zation, swinging,  etc.,  may  thus  be 
practised  without  the  trauma  associated 
with  weight  bearing. 

“Banjo”  Splints. — Their  early  applica- 
tion will  often  prevent  the  development  of 
the  well-known  “bayonet”  deformities  of 
the  fingers.  An  adjustable  cock-up 
palmar  dome  is  important. 

Spinal  Traction. — Selected  patients 
with  chronic  degenerative  (hypertrophic) 
spondylitis  may  be  benefited  by  spinal 
traction  and  manipulations,  but  it  is 
contraindicated  in  most  cases  of  the  in- 
fectious (atrophic)  type. 

Manipulations. — Greatly  improved 

joint  function  frequently  results  from 
manipulations  (either  with  or  without 
anesthesia).  The  technic  is  subject  to 
wide  variations,  and  great  caution  must 
always  be  exercised. 

Reconstructive  Surgery. — Various  opera- 
tive measures,  among  which  may  be  men- 
tioned synovectomy,  capsuloplasty,  cap- 
sulotomy,  tenotomy,  osteotomy,  arthro- 
plasty, arthrodesis,  and  resection,  may  be 
necessary  to  minimize  residual  pain  and 
disability  or  improve  function. 

“Movies”  of  a patient  before  and  after 
bilateral  capsuloplasties  (knees)  are  pre- 
sented. In  the  case  of  this  patient,  who 
had  been  bedridden  for  almost  two  years 
on  account  of  severe  flexion  contractures 
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and  considerable  articular  damage,  com- 
plete restoration  of  joint  function  resulted. 

Intelligent  physical  therapy  and  proper 
protective  appliances  should  always  go 
hand-in-hand  with  well-conceived  surgery. 

Only  those  measures  and  procedures 
that  are  strikingly  photogenic  are  pre- 
sented. 

Special  Treatment  Methods  (Physical 
Therapy) 

Physical  measures  should  always  be 
supplementary  to  focal  removals  and 
other  therapy  directed  toward  the  con- 
trol of  constitutional  activity.  In  pa- 
tients with  chronic  arthritis  their  great 
value  lies  in  their  direct  action  upon  the 
infiltrations,  exudations,  and  adhesions 
that  enter  into  the  pathology  of  joints 
and  related  structures. 

Physical  therapy  exerts  primary  physi- 
cal effects,  which  in  turn  produce  second- 
ary physiologic  reactions.  Kovacs11 
has  aptly  described  physical  therapy  as 
“the  collective  use  of  all  of  nature’s 
forces  of  healing.”  Also,  he  has  classified 
the  primary  effects  as  thermal,  caloric, 
photochemical,  physiochemical,  electro- 
chemical, electrokinetic,  and  kinetic. 

Infrared  Radiations. — Radiant  heat 
generators  seem  to  be  more  generally  em- 
ployed in  the  treatment  of  the  arthritides 
than  any  other  single  type  of  equipment. 
This  is  doubtless  accounted  for  by  the 
fact  that  great  symptomatic  benefit 
usually  follows  their  use  and  that  they  are 
relatively  inexpensive  and  easily  oper- 
ated. Not  only  are  infrared  radiations 
of  value  per  se,  but  the  beneficial  results 
are  materially  improved  when  they  are 
utilized  in  conjunction  with  climatic  con- 
ditions characterized  by  warm,  dry  sun- 
shine. 

Carbon  Arc  Therapy. — Even  in  regions 
favored  with  an  abundance  of  sunlight, 
it  is  usually  desirable  to  employ  some 
type  of  generator  in  order  to  maintain 
proper  continuity  of  treatment.  Because 
of  the  wide  combination  of  radiations  of 
different  wave  lengths  and  physiologic 
effects  (which  is  further  enhanced  by  the 
use  of  filters),  the  carbon  arc  generator  has 
been  found  very  satisfactory. 


Galvanism. — The  galvanic  current,  un- 
like all  other  forms  of  electrical  demon- 
stration, has  not  only  physical  but  also 
chemical  effects.  According  to  Morse12: 
“The  physiological  action  of  the  positive 
pole  on  superficial  and  deep  tissue  has  a 
denutritional  action  and  may  be  used 
for  the  relief  of  pain  of  a congestive 
nature.  The  physiological  action  of  the 
negative  pole,  which  is  congestive  in 
effect,  may  be  utilized  where  a portion 
of  the  body  needs  increased  blood  supply 
to  improve  local  nutrition.  This  is 
effective  in  chronic  arthritis,  also  general 
extravasations  and  indurations.” 

Ionization. — Ionic  medication  is  em- 
ployed to  obtain  a change  in  the  nutrition 
of  postinflammatory  areas.  Different 
kinds  of  ions  have  different  effects  upon 
tissues.  Histamine  and  mecholyl  are 
among  the  therapeutic  agents  used  by 
our  clinic,  and  the  local  reactions,  as 
well  as  the  technic,  are  shown. 

Colonic  Therapy. — Like  analgesics, 
colonic  irrigations  seem  to  be  subject 
either  to  disuse  or  abuse.  However,  in 
our  experience,  selected  patients  with 
manifestations  of  intestinal  toxemia, 
whose  arthritis  has  resisted  other  treat- 
ment methods,  have  responded  promptly 
to  a composite  program  of  therapy  in 
which  colonic  irrigations  played  an  im- 
portant role.  Motion  pictures  of  a 
satisfactory  type  of  equipment  with  open 
valves  and  by-pass  between  inflow  and 
outflow  lines  are  presented. 

Postural  and  Corrective  Exercises  for 
Faulty  Body  Mechanics. — “Body  Me- 
chanics,”13 as  defined  by  the  White 
House  Conference  on  Child  Health  and 
Protection,  “is  the  mechanical  correla- 
tion of  the  various  systems  of  the  body 
with  special  reference  to  the  skeletal, 
muscular  and  visceral  systems  and  their 
neurological  association.  Normal  body 
mechanics  may  be  said  to  obtain  when 
this  mechanical  correlation  is  most  favor- 
able to  the  function  of  these  systems.” 

A series  of  comparative  poses  illustrates 
some  of  the  ways  by  which  arthritis 
patients  may  be  benefited  through  the 
correction  of  posture  and  weight-bearing 
lines. 
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Paraffin  Therapy. — Hot  liquid  paraffin 
is  especially  effective  in  the  treatment  of 
arthritic  feet,  ankles,  hands,  and  wrists 
because  it  enables  higher  temperatures  to 
be  more  conveniently  applied  for  longer 
periods  of  time  than  is  the  case  with 
solutions,  oils,  foments,  packs,  radiant 
heat,  etc.  The  benefits  produced  by 
paraffin  are  essentially  those  resulting 
from  an  increased  blood  supply  to  the 
affected  parts.14 

Close-ups  of  patients  receiving  treat- 
ment for  hands  and  feet  show  the  ap- 
paratus and  technic  of  application. 

A higher  stand  is  used  for  the  hands 
than  for  the  feet,  and  the  paraffin  con- 
tainer is  of  smaller  dimensions.  From 
75  to  100  pounds  of  paraffin  are  placed 
in  copper  containers,  which  fit  into  boxes 
with  galvanized  iron  linings  and  walls  of 
masonite  covered  with  wood.  One  hun- 
dred-watt heating  units  are  installed  in 
the  tops  of  the  stands  over  heavy  layers 
of  asbestos  and  ll/2  inch  porcelain  legs 
(upon  which  the  paraffin  tanks  rest) 
provide  the  necessary  elevation  for  air 
currents.  Paraffin  temperatures  of  120 
to  150  F.  are  employed. 

Short-Wave  Therapy  {General) .—The 
production  of  generalized  deep  tissue 
heat  (with  wave  lengths  ranging  from  12 
to  30  meters)  to  stimulate  the  defense 
mechanisms  of  patients  with  chronic 
infectious  (atrophic)  arthritis  is  demon- 
strated pictorially.  The  greatest  benefits 
seem  to  follow  very  slight  elevations  of 
body  temperature — 101  F.  or  less.  In- 
ductotherms  and  conductotherms  are 
very  satisfactory  types  of  generators. 

Short-Wave  Therapy  {Local). — Motion 
pictures  next  show  the  application  of 
radiothermic  energy  to  produce  localized 
heating  of  vascular  and  other  highly  con- 
ductive tissues.  The  technic  of  applying 
“strips”  and  “pancake  coils”  is  demon- 
strated. 

Massage. — The  main  varieties  of  mas- 
sage movements  are  classified  as  stroking, 
compression,  and  percussion.15  The  ob- 
ject of  superficial  stroking  is  to  produce 
only  a reflex  effect,  while  deep  stroking 
empties  veins  and  lymphatics  in  the 
direction  of  natural  flow.  Compression 


movements  also  assist  venous  and  lym- 
phatic circulation,  hasten  the  removal  of 
waste  products  from  muscles,  and  stretch 
adhesions,  retracted  muscles,  and  tendons. 
Percussion  movements  produce  circula- 
tory and  muscular  stimulation. 

There  are  but  few  arthritis  patients 
who  are  not  benefited  by  properly  pre- 
scribed and  applied  massage,  and  the 
concluding  scenes  of  this  reel  present  the 
technic  of  the  different  types  of  move- 
ments. 

The  great  value  of  physical  measures 
in  the  treatment  of  the  arthritides  is 
clearly  contingent  upon  an  understanding 
of  the  importance  and  technic  of  both 
“machine”  and  “manual”  methods. 
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Discussion 

Dr.  Harold  J.  Harris,  Westport,  New  York — 
The  presentation  of  Drs.  Wyatt,  Francis,  and 
Thompson  deals  mainly  with  the  treatment  of 
various  types  of  arthritis  by  physical  therapeutic 
means.  Therefore,  complete  classification  of 
arthritis  as  to  etiology  has  not  been  stressed. 
However,  since  treatment  depends  to  a large 
extent  upon  etiology,  I would  like  to  call  atten- 
tion to  that  relatively  large  group  of  arthritic 
cases  due  to  brucellosis  (undulant  fever)  that, 
so  far,  has  been  recognized  by  relatively  few. 
Hughes,  Bruce,  and  others  described  arthritis, 
culturally  shown  to  be  due  to  brucella  infection 
in  the  latter  part  of  the  nineteenth  century,  and 
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many  others,  including  Hardy,  Simpson,  Manson- 
Bahr,  Baker,  Antonine  and  Coulon,  Levine, 
Myers  and  Leggett,  and  Goldfain  have  confirmed 
these  early  observations  and  have  since  de- 
scribed scores  of  additional  cases.  These  have 
included  chronic,  subacute,  or  acute  infections 
or  atrophic  arthritis,  suppurative  arthritis,  and 
intermittent  hydrarthrosis  of  all  degrees  of 
severity.  I believe  that  some  instances  of 
periarthritis  and  osteoarthritis  are  also  due  to 
brucellosis. 

While  these  arthritides  due  to  brucellosis  are 
extremely  difficult  to  distinguish  from  those  of 
other  origin,  the  importance  of  making  the  dis- 
tinction as  to  etiology  cannot  be  overempha- 
sized. 

Those  due  to  brucellosis  that  fail  to  recover 
spontaneously  may  be  completely  cured  by  speci- 
fic measures,  such  as  vaccine  therapy  or  chemo- 
therapy. When  specific  measures  fail  to  cure 
the  joint  involvement  in  these  patients  with 
undulant  fever,  physical  therapy  has  proved  of 
great  value,  using  principles  similar  to  those  out- 
lined by  the  essayists.  Obviously,  arthritis  due 
to  brucellosis  must  first  be  recognized  before  it 
can  be  intelligently  treated  by  physical,  thera- 
peutic, or  other  means.  I would  therefore  urge 
that,  in  addition  to  the  usual  physical  examina- 


tion and  laboratory  procedures,  routine  tests 
for  brucellosis  be  carried  out  in  all  arthritic  pa- 
tients before  treatment  is  begun.  These  special 
tests  should  include  blood  agglutination  test, 
opsonocytophagic  test,  and  intradermal  test, 
and  whenever  aspiration  of  fluid  from  a joint 
space  is  possible,  also  careful  cultural  procedures 
using  the  special  technic  necessary  for  the  iso- 
lation of  brucella.  The  widely  held  idea  that  a 
negative  agglutination  test  with  Br.  abortus 
rules  out  brucellosis  has  long  since  been  re- 
peatedly disproved  by  clinical  and  experimental 
work.  The  classic  case  of  Alice  Evans,  whose 
blood  agglutination  test  was  persistently  nega- 
tive but  whose  blood  culture  was  positive  for 
brucella  illustrated  the  fallacy  of  the  use  of  the 
agglutination  test  alone.  In  long-standing  chronic 
cases  the  agglutination  test  is  negative  in  a large 
percentage  of  patients  or  positive  in  low  dilu- 
tions only.  The  additional  information  given  by 
the  intradermal  test  and  the  opsonocytophagic 
test  makes  it  possible  to  diagnose  chronic  brucel- 
losis with  a high  degree  of  accuracy.  Those  who 
look  for  brucellosis  as  a cause  of  arthritis,  as  well 
as  many  other  diseases  of  obscure  origin,  will 
find  a surprising  number,  even  in  urban  prac- 
tice— for  the  city  dweller  does  get  to  the  country 
where  he  can  get  “pure,  raw  milk.” 


NO  RECKLESS  SURGERY 

There  are  Aunty  Dolefuls  in  every  community 
who  love  to  shudder  as  they  pass  a hospital  and 
let  drop  mysterious  hints  of  the  unnecessary 
“cutting”  that  goes  on  behind  its  doors.  A close 
examination  of  the  surgical  statistics  of  any  im- 
portant hospital  dissipates  such  ideas,  observes 
the  New  York  Medical  Week. 

In  one  city  hospital  alone,  117  patients  who 
were  admitted  last  year  with  surgical  diagnoses 
were  treated  nonoperatively  when  follow-up 
studies  failed  to  confirm  the  diagnosis.  Another 
68  patients  with  surgical  conditions  were  treated 
conservatively  in  the  hope  of  effecting  cures 
without  operation.  These  are  just  one  year’s 
figures  in  one  institution.  Undoubtedly  manv 
other  hospitals  can  produce  similar  statistics. 


Doctors  do  not  operate  just  for  fun  or  fees. 
Even  if  a few  were  inclined  to  do  so,  they  would 
be  restrained  by  the  fact  that  almost  all  hospitals 
require  pathologic  examination  of  tissue  removed 
at  operation.  Staff  conferences  are  quick  to  in- 
quire into  the  activities  of  a surgeon  with  too 
many  normal  specimens  on  his  record. 

It  would  be  interesting  to  assemble  the  surgical 
statistics  of  a group  of  hospitals  and  compare  the 
percentages  of  nonsurgical  cases  admitted  with 
surgical  diagnoses  and  surgical  conditions  treated 
without  operative  intervention.  Comparative 
statistics  of  this  type  might  help  to  improve  ad- 
mission diagnoses  and  increase  the  number  of 
surgical  conditions  treated  successfully  by  non- 
operative methods. 


CHOICE  OF  SHOES  DURING  PREGNANCY 
The  choice  of  shoes  during  pregnancy  is  of 
special  importance  in  order  that  back  strain 
because  of  added  weight  may  be  avoided,  Mrs. 
Miriam  Townsend  Sweeny,  of  New  York, 
points  out  in  Hygeia,  The  Health  Magazine. 
“Shoes  of  the  proper  length  and  width,  with 


low  heels  which  have  a broad  base,  will  con- 
tribute greatly  to  comfort  during  the  childbearing 
period,”  she  says.  “Such  shoes  make  for  stabil- 
ity in  standing  and  walking,  eliminate  foot  strains 
and  lessen  the  danger  of  falls  or  of  sudden  twists 
in  the  trunk,  due  to  turned  ankles.” 
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Volumes  have  been  written  on  the 
treatment  of  deformities  in  childhood 
and  adolescence  But  very  little  atten- 
tion has  ever  been  paid  to  the  prevention 
of  such  of  these  deformities  that  have  had 
their  inception  during  infancy.  In  study- 
ing the  textbooks  on  orthopedic  surgery 
and  the  literature  on  prevention  of  de- 
formities and  their  complications,  the  in- 
vestigator cannot  fail  to  be  impressed  by 
the  paucity  of  information  on  early  pro- 
phylaxis. 

By  no  means  can  all  orthopedic  condi- 
tions be  attributed  to  defects  developing 
during  infancy.  But  many  of  the  diffi- 
cult postural  and  other  problems,  which 
must  be  corrected  later  in  life,  have  had 
their  inception  during  this  early  period. 
The  question  will  naturally  arise  as  to 
how  we  can  foretell  which  infants  will 
grow  straight  and  true  and  which  ones 
will  develop  orthopedic  defects  of  a pre- 
ventable nature.  Our  answer  to  this  is 
that  we  cannot  differentiate,  we  have  no 
means  of  knowing  which  of  a group  of  ap- 
parently normal  infants  will  later  develop 
these  defects.  The  only  logical  solution 
to  the  problem  would  be  the  universal 
institution  of  systematic  and  carefully 
supervised  exercise  for  all  infants  and 
children  of  preschool  age. 

The  training  of  the  infant  from  the  sixth 
month  to  the  eighteenth  month  is  de- 
scribed by  Dr.  Wilkes  in  his  book  entitled 
Baby's  Daily  Exercises.1  It  is  significant 
and  regrettable  that  this  book  apparently 
went  through  but  one  edition  and  is  now 
out  of  print.  We  cannot  help  but  feel 
that  many  orthopedic  conditions  so  diffi- 
cult to  correct  could  possibly  have  been 
prevented  by  following  the  principles  de- 
scribed in  this  book. 

The  importance  of  properly  directed 
exercises  for  the  development  of  a healthy 
body  is  conceded,  and  corrective  exer- 


cises for  the  treatment  of  certain  ortho- 
pedic diseases  are  an  accepted  method. 
The  importance  of  good  posture  and  its 
relationship  to  proper  functioning  of  all 
parts  of  the  human  system  is  well  known. 
In  our  attempt  to  attain  orthopedic  per- 
fection, good  posture  is  fundamental. 
For  good  posture,  a well-balanced  and 
well-developed  musculature  is  essential. 
Too  often  attention  to  these  details  is 
given  at  a late  period. 

The  physical  status  in  infancy  is  far 
different  from  that  of  adult  life.  The 
changes  that  take  place  during  the  first 
three  years  of  life  are  even  more  extensive 
and  violent  than  those  that  occur  during 
adolescence.  It  is  most  questionable 
whether  or  not  the  onset  of  some  ortho- 
pedic diseases,  e.g.,  bad  posture,  scoliosis, 
and  weak  foot,  can  be  traced  to  that  time 
of  life  between  the  sixth  and  twenty-first 
year.  The  foundations  for  these  troubles 
are  probably  laid  much  earlier  in  life. 
In  a recent  study  on  body  mechanics  in 
pediatric  practice,  Sweet2  correctly  stresses 
the  importance  of  a well-developed  and 
well -functioning  musculature  to  obtain 
a normal  upright  posture.  He  describes 
the  ideal  upright  posture  and  the  most 
common  obstacles  that  must  be  overcome 
to  obtain  this,  which  are  an  under-  or  over- 
development of  important  muscle  groups. 
“Much  can  be  done  to  prevent  these  de- 
formities in  young  children  and  they  can 
be  corrected  or  greatly  reduced  in  nearly 
if  not  all  normal  children  later  in  child- 
hood.” It  is  frequently  stated  that  the 
normal  child  will  develop  normally,  will 
find  its  normal  upright  posture  automati- 
cally, and  will  not  need  any  orthopedic  at- 
tention if  the  well-known  laws  of  feeding 
and  education  are  adhered  to.  But  as  we 
look  about  us  and  as  we  examine  sup- 
posedly physically  perfect  applicants  for 
admission  to  our  schools  we  become  dis- 
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couraged  as  we  note  the  true  extent  of 
postural  and  other  orthopedic  defects. 
We  must  recall  that  the  great  majority 
of  these  people  as  infants  were  considered 
to  be  perfectly  normal.  Any  suggestion 
for  prophylactic  exercises  at  that  period 
would  probably  have  been  met  with 
parental  and  even  professional  dis- 
approval. Therefore,  we  are  justified  in 
calling  more  attention  to  the  state  of  the 
musculature  in  early  childhood  and  to 
what  should  be  done  to  assure  its  normal 
development. 

Any  contraction  of  a muscle  causes  a 
pull  and  therefore  a stimulation  of  the 
bone  to  which  it  is  attached,  and  this 
stimulation  is  of  the  greatest  importance 
in  the  development  of  the  growing  bone 
as  to  form  and  strength.  The  normal 
baby  freed  from  his  diaper  and  wrappings 
will  immediately  start  to  throw  the  arms 
and  kick  with  the  legs— in  other  words  he 
will  exercise.  The  natural  desire  of  the 
child  for  these  movements  may  be 
checked  by  several  contingencies:  first, 

because  of  congenital  deformities,  second, 
because  of  acquired  diseases  (notably 
rickets  and  other  disorders  of  nutrition), 
and  finally,  because  of  habit  formation. 
It  happens  very  frequently  that  a normal 
child  overdevelops  certain  muscle  groups, 
the  one-sided  pull  of  which  causes  func- 
tional deformities  which,  if  not  controlled 
properly,  may  later  develop  into  a fixed 
deformity. 

We  wish  to  bring  to  your  attention  a 
group  of  simple  exercises  that  we  have 
found  to  be  most  effective.  Some  of 
these  exercises  require  the  use  of  appa- 
ratus, while  others  do  not.  The  popu- 
larity of  the  simple  apparatus  provided 
for  our  children  in  the  parks  and  play- 
grounds shows  that  they  are  happy  to  use 
it  when  available.  The  apparatus  that 
we  use  has  been  devised  by  Neumann- 
Neurode.3  None  of  these  exercises  are 
strenuous  or  exhausting.  Nevertheless, 
a thorough  examination  of  each  child 
should  be  made  to  detect  any  possible 
contraindication. 

1 Musculature  education  can  be  effected 
best  during  the  earliest  years  of  life,  as  it 
is  during  this  period  that  the  body  still 


Fig.  1.  This  is  a view  of  the  inclined  board, 
which  lends  itself  admirably  to  a number  of 
different  exercises.  Here  the  incline  is  used  to 
develop  flexibility  of  the  back.  The  child  is 
hooked  over  the  upper  end  of  the  board,  as 
shown,  while  the  operator  assists  her  to  assume 
the  required  posture. 

has  the  degree  of  flexibility  that  it  is  so 
desirous  to  preserve.  Some  of  this  flexi- 
bility is  inevitably  lost  as  the  child  grows 
older,  and  it  is  our  duty  to  see  that  these 
fixations  are  correct.  It  is  during  this 
critical  period  that  carefully  supervised 
exercise  will  prevent  the  formation  of 
habit  errors  in  posture  and  carriage. 

As  already  stated,  we  cannot  always 
know  in  advance  which  child  is  later  going 
to  develop  postural  defects.  Therefore, 
if  we  wish  to  prevent  a large  percentage  of 
our  orthopedic  problems  of  later  life,  it  is 
apparent  that  prophylaxis  must  be  insti- 
tuted early.  Those  exercises  that  are 
indicated  for  the  infant  can  be  adminis- 
tered by  the  mother  following  suitable 
instruction.  The  exercises  outlined  by 
Wilkes  are  ideal.  For  the  growing  child 
a vastly  different  regimen  is  essential. 
These  children  must  be  taught  their  exer- 
cises under  the  immediate  supervision  of  a 
competent  instructor.  In  this  connection 
it  is  interesting  to  note  some  of  the  diffi- 
culties that  we  have  encountered  in  the 
development  of  this  work.  Parents  have 
felt  that  their  strong  child  needs  no  cor- 
rective exercises.  Others  have  felt  that 
their  below-par  child  was  too  weak  for 
this  sort  of  thing.  In  either  case  nothing 
could  be  further  from  the  truth.  The 
strong  child  is  the  one  who  so  often  later 
shows  an  astonishing  and  totally  unex- 
pected spinal  curvature.  Many  reasons 
are  assigned  for  this.  But  if  we  examine 
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Fig.  2.  Here  the  child  is  shown  in  vertical 
suspension  on  the  trapeze,  with  most  of  the 
weight  suspended  from  the  occiput.  One  out- 
standing difference  noted  here,  when  compared 
to  exercises  in  a standing  or  sitting  position,  is 
that  the  point  of  fixation  is  very  high,  namely,  at 
the  back  and  shoulders.  Correction  of  a de- 
formity, therefore,  takes  place  from  above  down 
rather  than  from  below  up.  An  advantage  of 
this  is  that  we  may  combine  this  method  with 
another  to  secure  a greater  effect. 

the  record  carefully  we  will  see  that  they 
can  all  be  reduced  to  lack  of  physical 
supervision  during  development.  The 
weak  child,  provided  of  course  that  there 
is  no  actual  organic  disease  present,  is 
just  the  one  who  most  needs  carefully 
graduated  exercises.  Some  parents  have 
objected  to  gymnasium  work  for  their 
children  because  this  time  would  not  be 
spent  in  the  fresh  air.  As  a matter  of 
fact  these  same  parents  are  very  likely  to 
take  their  growing  child  for  his  airing 
tucked  deeply  in  a perambulator  with  a 
mass  of  blankets.  Surely  time  spent  in  a 
well -ventilated  gymnasium  could  very 
well  be  spared  from  a part  of  the  child’s 
“airing.” 

The  logic  of  our  contentions  is  not  at 


first  apparent  even  to  many  physicians, 
although  the  majority  have  been  con- 
vinced, upon  careful  explanation,  of  the 
value  of  this  work.  A noted  pediatrician 
ordered  treatment  of  one  patient  discon- 
tinued because  the  child  was  subject  to 
frequent  colds.  The  colds  are  no  more 
frequent  now  than  they  were  before  he 
started  his  course  of  exercises.  Children 
at  play  without  supervision  may  in  their 
enthusiasm  become  overheated  and  thus 
exposed  to  respiratory  infection.  This 
cannot  happen  with  supervised  gymnas- 
tics, where  the  child  is  carefully  watched 
for  the  slightest  sign  of  fatigue  and 
ordered  to  the  mat  to  rest  at  frequent 
intervals.  Moreover,  the  revised  second 
edition  of  the  Handbook  of  Physical  Ther- 
apy, published  by  the  Council  on  Physical 
Therapy  of  the  American  Medical  Asso- 
ciation, quotes  statistics  that  prove  the 
lessened  incidence  of  illness  in  a group  of 
students  trained  in  body  mechanics,  as 
contrasted  to  a control  group. 

The  exercises  are  given  with  three  prin- 
cipal objectives  in  view,  namely:  to 

strengthen  the  muscles  of  the  chest,  which 
will  influence  the  circulatory  and  respira- 
tory system ; to  stimulate  the  abdominal 
muscles,  which  will  influence  the  function 
of  the  intestines;  and  to  strengthen  the 
muscles  of  the  back,  which  will  provide  a 
good  upright  posture — which  in  turn  in- 
fluences the  coordination  of  all  systems  of 
the  body.  These  considerations  indicate 
the  needed  exercises  for  any  particular 
case.  Should  no  special  indication  be 
apparent,  then  the  routine  regimen  is  fol- 
lowed. 

To  say  that  all  children  must  receive 
prophylactic  exercise  is  too  broad  a state- 
ment. Several  definite  contraindications 
must  be  recognized.  As  a first  considera- 
tion the  child  must  be  of  a normal  men- 
tality. Obvious  congenital  or  acquired 
defects  must  receive  treatment  that  could 
hardly  be  classified  as  prophylactic.  The 
presence  of  an  acute  infection  will,  of 
course,  contraindicate  exercise,  but  spe- 
cial precautions  are  necessary  that  do  not 
come  within  the  scope  of  this  paper. 

Stewart, 4 discussing  corrective  exercises 
for  the  child  of  school  age,  has  recently 
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turned  against  all  monotonous,  dull,  and 
stilted  training.  We  fully  agree  and 
would  have  the  same  principles  applied  to 
the  child  of  preschool  age.  The  exercises 
generally  follow  the  well-known  routines 
that  are  found  in  all  so-called  gymnastic 
systems.  They  should  be  determined  by 
observing  the  play  of  the  antagonistic 
muscle  groups  and  any  deviation  from 
the  normal.  Every  care  should  be  taken 
that  the  child  should  not  develop  a dis- 
taste for  the  regular  instructions  in  exer- 
cises. Attempts  to  establish  contests 
among  small  children  may  have  a dele- 
terious result.  The  loser  may  come  to 
dislike  the  exercises  and  it  will  then  be 
very  difficult  to  regain  the  confidence  of 
the  child.  Exercises  should  be  discon- 
tinued as  soon  as  the  child  shows  even  the 
slightest  sign  of  strain  or  weariness.  If 
any  particular  exercise  is  found  uninter- 
esting, another  should  be  tried.  Should 
the  child  devise  any  exercises  of  his  own, 
he  should  be  permitted  to  follow  them 
provided  they  are  suitable.  The  child 
should  be  encouraged  in  every  way  to  fol- 
low both  the  routine  exercise  and  his  own 
initiative.  There  is  more  than  a purely 
physical  benefit  to  be  derived  from  this 
work.  A degree  of  discipline  is  gently 
developed  in  the  child,  and  the  environ- 
ment of  the  gymnasium  is  far  better  than 
that  which  the  average  child  will  find  in 
the  street. 

To  further  the  institution  of  prophylac- 
tic exercise  we  should  like  to  offer  the  fol- 
lowing suggestions: 

1.  A thorough  understanding  of  the 
basic  principles  and  objectives  of  prophy- 
lactic exercises. 

2.  Education  of  the  parents  through 
the  press,  popular  lectures,  and  the  radio. 

3.  Establishment  of  suitable  classes 
under  medical  supervision  for  those  who 
can  afford  to  pay  for  private  instruction. 

4.  Establishment  of  similar  facilities 
for  the  underprivileged  in  health  centers 
and  hospitals. 

5.  Precaution  that  all  those  in  charge 
of  physical  training  are  competent  to  do 
this  work.  Frequently  kindergarten 
teachers  totally  unqualified  to  prescribe 
and  supervise  such  exercise  are  entrusted 


Fig.  3.  In  this  picture  the  child  is  held  over 
the  operator’s  left  knee  with  the  legs  held  firmly 
with  the  right  knee.  From  the  sitting  position 
the  child  is  permitted  to  swing  backward  to  an 
ever-increasing  arch,  until  the  position  shown  is 
finally  attained  with  ease.  This  may  require 
some  time  to  accomplish,  and  must  never  be 
forced. 

with  the  only  prophylactic  exercise  that 
the  child  ever  receives. 

6.  A special  course  of  instruction  for 
a qualified  technician  must  include 
anatomy,  kinesiology,  physiology,  and 
psychology. 

7.  A special  course  of  instruction  for 
the  already  qualified  technician  should  be 
given,  stressing  the  particular  needs  of  the 
child. 
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Discussion 

Dr.  Harold  J.  Harris,  Westport,  New  York— 
If  there  is  any  field  in  medicine  that  is  more 
neglected  than  any  other  by  the  majority  of  us 
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Fig.  4.  Here  the  child  is  shown  in  suspension 
being  easily  held  by  the  operator,  provided  the 
child’s  weight  is  not  too  great. 

in  practice,  it  is  that  of  prophylactic  or  thera- 
peutic exercise  and  postural  training.  The 
reasons  for  this  are  not  hard  to  discover.  Our 
own  training,  in  most  instances,  included  little 
or  nothing  of  physical  therapy  in  general  and  of 
the  theory  and  practical  application  of  thera- 
peutic or  prophylactic  exercise.  The  attitude  of 
our  medical  school  instructors  twenty  years  ago, 
but  to  a lesser  extent  today,  was  that  everyone 
knows  that  exercise  is  a good  thing  if  not  over- 
done or  wrongly  applied  and  that  good  posture 
is  preferable  to  poor  posture. 

I think  we  should  hope  for  more  papers  on  the 
same  subject  and  of  the  same  excellent  quality 
as  those  presented  by  Dr.  Jordan  [October  1 is- 
sue] and  by  Drs.  Weiss  and  Behrend.  They 
have  gone  into  sufficient  detail  to  convince  me, 
at  least,  that  I must  know  more  about  these  sub- 
jects and  not  content  myself  with  the  assurance 
to  the  parent  that  a normal  baby,  normally  fed 
and  educated,  will  develop  into  a normal  adult 
and  that  such  a viewpoint  is  just  wishful  think- 
ing. Much  the  same  self-criticism  applies  as 
regards  posture  in  chronic  arthritis. 

The  remark  of  Drs.  Weiss  and  Behrend  con- 
cerning contests  among  small  children  seems  im- 


portant. Many  a child  does  fail  to  cooperate 
in  gymnasium  work  or  other  exercise  regime  if 
made  to  feel  inferior  to  the  others,  to  his  great 
disadvantage.  The  importance  of  the  advice 
as  to  the  proper  training  of  those  who  are  to 
train  these  children  deserves  emphasis. 

Dr.  Joseph  A.  E.  Syracuse,  Buffalo — Dr. 
Weiss  and  Dr.  Behrend  surely  deserve  sincere 
congratulations  for  selecting  as  a subject  one 
which  at  first  sounds  superfluous  but  which, 
thanks  to  their  ’ interesting  expose,  ultimately 
proves  to  bring  forth  several  profound  implica- 
tions. I shall  briefly  recapitulate  just  a few  for 
emphasis,  elaborate  a bit  on  several  others,  and 
then  conclude  by  making  one  or  two  additional 
observations  and  recommendations. 

Your  suggestion  of  “universal  institution  of 
systematic  and  carefully  supervised  exercises  for 
all  infants  and  children  of  preschool  age”  is 
splendid.  However,  the  mother  should  be  guided 
and  instructed  by  the  family  physician  relevant 
to  selected  exercises  for  her  infant,  e.g.,  those  for 
strengthening  the  back,  shoulders,  head,  neck, 
and  abdominal  muscles.  She  also  should  be  cau- 
tioned that  “certain  postural  changes  will  be 
incident  to  age  and  will  tend  to  return  to  a more 
desirable  state  if  not  interfered  with.  This  is 
true  to  about  three  years  of  age”  (Sweet). 

I fully  agree  with  your  prescription  that  “for 
good  posture  a well-balanced  and  developed  mus- 
culature is  essential.”  You  no  doubt  have  Wolff’s 
law  in  mind.  You  are  correct,  moreover,  in 
stating  that  “muscular  education  can  best  be 
effected  by  carefully  supervised  exercises  during 
the  earliest  years  of  life.”  However,  we  must  not 
neglect  to  add  that  this  effect  can  also  “be  in- 
fluenced by  nutrition,  infection,  shoes,  clothing, 
bed,  habits  of  walking,  standing,  sitting,  and 
muscle  training”  (Sweet).  For  these  reasons,  it 
is  paramount  that  the  understanding  mother 
follow  the  directions  of  the  family  physician; 
that  the  competent  school  instructor  follow  the 
prescriptions  of  the  school  examiner;  and  finally 
that  the  examiner  and  the  family  physician  have 
a mutual  understanding  regarding  the  physi- 
cal education  of  that  particular  child.  If  this 
relationship  be  disregarded,  then  we  shall  assume 
that  they  all  agree,  as  my  two  colleagues  infer, 
with  the  disillusioned  assumption  that  “the  nor- 
mal child  will  develop  normally  ...  if  the  well- 
known  laws  of  feeding  and  education  are  adhered 
to.”  You  have  put  it  so  modestly,  Dr.  Weiss  and 
Dr.  Behrend,  especially  when  statistics  show  that 
70  per  cent  of  all  elementary  school  children  need 
correction  for  faulty  body  mechanics  (Director  of 
Physical  Education,  University  of  Illinois). 

Besides  the  usual  exercises  and  games  for  the 
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preschool  and  school  age,  I gladly  note  that  you 
advocate  the  use  of  special  apparatus  and  that 
you  precede  this  by  careful  examination,  thus 
guarding  against  a hidden  or  lurking  defect  or 
unexpected  exhaustion.  We  both  agree  with 
Stewart  that  corrective  and  prophylactic  exer- 
cises for  children  should  be  varied,  interesting, 
noncompetitive,  nonexhaustive,  and,  if  need  be, 
of  their  own  creation  and  choice — if  suitable,  of 
course. 

Before  closing,  permit  me  to  make  two  observa- 
tions. The  child,  while  in  school,  sits  at  his  desk 
80  per  cent  of  the  school  hours  and  for  this  reason 
should  be  made  most  comfortable.  The  desk 
should  be  of  proper  height,  depth,  and  slant ; the 
seat  should  have  proper  depth  and  slant.  It 
should  permit  both  feet  to  rest  on  the  floor  and 
should,  preferably,  have  a low  back  rest.  In 


short,  both  the  desk  and  seat  must  picture  com- 
plete comfort  for  the  child  without  the  slightest 
evidence  of  stretching  or  cramping.  I well  re- 
member the  days  when  I attended  grade  school 
with  a cigar  box  under  my  arm.  I placed  it  on 
the  floor  under  my  desk  to  rest  my  feet  on — the 
seat  was,  to  my  misfortune,  too  high.  The 
second  observation  or  rather  recommendation — 
is  that  school  exercises  be  given  at  a fixed  time 
under  competent  directorship  and,  thereby,  be 
treated  equal  to  any  other  subject — after  all 
“sound  mind — sound  body.” 

In  conclusion  let  me  again  congratulate  you 
both  for  your  splendid  paper  and  screen  presenta- 
tion; let  me  thank  you  for  this  opportunity  to 
review  your  unusual  paper  and,  last  but  not  least, 
let  me  wish  you  success  in  your  application  of 
prophylactic  exercises  for  children 


ACHING  STOMACHS  ARE  NOT  ALWAYS  STOMACH  ACHES  EVEN  IF  THEY  ACHE 


Sometimes  when  you  think  your  stomach  is 
aching  it  isn’t,  even  though  it  is. 

Harry  Gauss,  M.D.,  of  Denver,  points  out  in 
the  Journal  of  the  American  Medical  Association 
that  diseases  of  the  brain  and  other  parts  of  the 
body  outside  of  the  digestive  tract  may.  reveal 
themselves  through  symptoms  in  the  stomach 
and  intestines. 

“The  interpretation  of  abdominal  pain  is  a 
perennially  interesting  subject,”  Dr.  Gauss  says. 
“Every  new  or  improved  diagnostic  agent  that  is 
developed  renders  finer  methods  available  for  the 
interpretation  of  abdominal  pain.  Thus  the 
electrocardiograph  (an  electric  instrument  for 
the  study  of  the  action  of  the  heart  muscles) 
has  helped  to  establish  the  fact  that  certain  types 
of  so-called  acute  indigestion,  both  fatal  and 
otherwise,  are  actually  heart  disease  with  re- 
ferred abdominal  pain  (telegraphed  from  the 
heart  to  the  abdomen). 

“The  abdomen  has  been  properly  called  the 
barometer  or  spokesman  of  the  body.  It  calls 
attention  to  trouble  but  it  does  not  locate  it. 
The  task  remains  for  the  physician,  who  must 
bear  in  mind  that  the  responsible  organ  may  be 
located  anywhere  in  the  body.  The  severity  of 
the  abdominal  pain  is  no  guide  to  the  location  of 
the  causative  agent.  The  most  violent  type  of 
abdominal  pain  may  arise  from  causes  within 
the  abdomen  as  in  the  case  of  gallbladder  colic, 
or  from  causes  outside  the  abdomen,  as  in  heart 
disease.  Likewise  mild  abdominal  pain  may 
arise  from  causes  originating  either  within  or 
outside  the  abdomen. 


“Certain  diseases  of  the  brain  are  apt  to  pro- 
duce digestive  disturbances.  These  are  brain 
tumor,  and  other  expanding  intracranial  lesions, 
syphilis,  epilepsy,  and  migraine  headache.  These 
lesions  of  the  brain  produce  three  types  of  gastro- 
intestinal symptoms:  (1)  dyspepsia,  with  nau- 

sea, vomiting,  and  abdominal  pain,  (2)  acute  re- 
curring attacks  which  occur  in  epilepsy,  migraine, 
and  syphilis,  and  (3)  the  group  of  symptoms  of 
peptic  ulcer  and  other  erosions  of  the  upper  part 
of  the  intestine. 

“The  dyspepsia  symptoms  occur  most  fre- 
quently in  association  with  brain  tumors.  The 
acute  recurring  attacks  of  abdominal  disturb- 
ances occur  in  cases  of  epilepsy,  migraine,  and 
syphilis.  Peptic  ulcer  and  other  erosions  of 
the  upper  part  of  the  intestine  occur  with  brain 
tumors  and  other  expanding  brain  lesions. 

“The  following  symptoms,  if  otherwise  un- 
accounted for,  should  suggest  the  possibility  of  a 
lesion  in  the  brain:  persistent  vomiting,  pro- 

jectile vomiting,  bizarre  disturbances  of  the  appe- 
tite, abdominal  stress  with  or  without  nausea, 
and  vomiting  without  relation  to  the  taking  of 
food. 

“In  deciding  between  gastrointestinal  disease 
and  referred  abdominal  symptoms  originating 
in  disease  of  the  brain,  a careful  consideration  of 
both  systems  (the  digestive  and  cerebral),  aided 
by  neurologic  and  x-ray  examinations,  is  neces- 
sary. 

“Digestive  symptoms  suggesting  the  presence 
of  a lesion  of  the  brain  are  usually  not  local- 
ized.” 


X-RAY  VISUALIZATION  OF  THE  SOFT  TISSUES  OF 
ADVANCED  PREGNANCY— NORMAL  AND  ABNORMAL* 

William  Snow,  M.D.,  New  York  City 
(. Roentgenologist , Harlem  Hospital  and  Bronx  Hospital ) 


Years  ago,  surgeons  frequently  had  to 
resort  to  exploratory  laparotomy. 
Roentgenology  has  had  an  important  part 
in  helping  to  eliminate  this.  Today  it  is 
very  common  to  resort  to  a trial  of  labor 
that  is  comparable  to  exploratory  lapa- 
rotomy. It  has  been  our  aim  to  apply  the 
roentgen-ray  study  to  the  obstetric  prob- 
lem in  the  hope  of  reducing  resort  to  trial 
of  labor  and  we  feel  that  this  will  assist  in 
reducing  infant  and  maternal  morbidity 
as  well  as  mortality. 

X-ray  pelvimetry  is  making  rapid 
strides  in  the  hands  of  others  as  well  as 
our  own.  Great  contributions  are  being 
made  in  x-ray  analyses  of  pelvic  archi- 
tecture by  Caldwell  and  his  co-workers. 
We  have  been  studying  soft  tissue  archi- 
tecture by  ordinary  uncomplicated  x-ray 
examinations. 

X-ray  visualization  of  the  soft  tissues 
of  advanced  pregnancy  is  being  developed 
as  a new  field  in  the  practice  of  clinical 
roentgenology.  Although  obstetricians 
and  roentgenologists  know,  as  yet,  very 
little  about  the  subject,  with  reasonable 
attention  to  principles,  and  with  good  film 
exposures,  real  practical  information  may 
be  obtained.  So  far,  we  have  been  able 
to  demonstrate,  with  the  method  to  be 
described,  the  following: 

1 .  The  site  of  the  placenta. 

2.  Placenta  praevia. 

3.  Premature  separation  of  the  pla- 
centa. 

4.  Varying  degrees  of  hydramnios. 

5.  Late  extrauterine  pregnancy  with 
living  and  dead  fetus. 

6.  Some  tumors  complicating  preg- 
nancy. 


Up  to  the  time  of  this  writing  we  have 
x-rayed  about  800  cases,  many  of  whom 
were  examined  primarily  for  pelvimetry. 
Nevertheless,  they  were  valuable  in  en- 
riching our  experience  with  what  were 
apparently  normal  soft  tissues  of  preg- 
nancy. 

Technic 

No  special  technic  is  required  as  far  as 
the  x-ray  exposures  are  concerned. 
About  200  cc.  of  air  is  introduced  into  the 
urinary  bladder,  following  which  the 
catheter  is  removed.  Likewise,  about  200 
cc.  of  air  is  introduced  into  the  rectum  and 
the  rectal  tube  is  removed.  The  air 
serves  to  bring  these  structures  into  relief 
against  the  lower  part  of  the  uterus.  We 
have  found  the  use  of  air  in  the  bladder  far 
superior  to  that  of  radio-opaque  ma- 
terial, in  disagreement  with  Ude3  and  his 
co-workers.  The  air  is  free,  while  some 
of  the  opaque  substances  are  costly. 
Air  produces  no  ill  effects,  while  sodium 
iodide,  for  example,  is  irritating.  More- 
over, we  think  that  it  is  an  unwise  selec- 
tion since  the  bladder  is  often  trauma- 
tized by  parturition — so  why  make  mat- 
ters worse.  Above  all,  the  air,  by  super- 
imposition on  the  surrounding  tissues, 
helps  bring  them  into  better  relief,  where- 
as radio-opaque  materials  hide  or  obscure 
by  overlapping. 

Anteroposterior  and  lateral  views  are 
obtained.  They  are  complementary,  al- 
though as  a rule  the  lateral  view  is  more 
helpful.  Sometimes  it  is  necessary  to 
obtain  a right  and  left  lateral  and  even  an 
oblique  view,  but  we  rarely  have  to  resort 
to  these  extra  films. 

It  should  be  noted  that  there  will  be  a 
tendency  to  overexpose  the  film  for  the 


* Material  for  this  paper  came  from  the  Harlem  and 
Bronx  Hospitals,  New  York  City. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 
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anterior  portion  on  the  lateral  view  of  the 
abdomen  in  order  to  obtain  sufficient  ex- 
posure posteriorly.  Under  such  condi- 
tions concentrated  light,  such  as  can  be 
had  from  a nearby  desk  lamp,  serves  to 
bring  into  view  the  overexposed  portion. 
It  is  also  possible  to  use  a special  beveled 
x-ray  filter  that  will  permit  less  radiation 
through  from  the  x-ray  tube  anteriorly 
than  posteriorly.  This  will  give  a more 
even  exposure,  so  that  the  film  may  be 
viewed  by  an  even  illumination. 

Experimental  Evidence 

Black  Line  of  Demarcation. — On  the  x- 
ray  film  of  advanced  pregnancy  there  can 
be  seen  a black  line  of  demarcation  be- 
tween the  fetus  and  the  surrounding  soft 
structures.  Powell  and  I1  described  this 
in  our  original  article  and  assumed  that 
it  was  produced  by  the  subcutaneous  fat 
of  the  fetus.  This  seemed  obvious  be- 
cause the  line  was  thickest  over  the  thighs 
and  at  the  back  of  the  neck,  where  the 
subcutaneous  layers  of  fat  are  greatest. 
Ude,  Umer,  and  Robbins4  admitted  the 
value  of  this  contribution,  but  claimed 
that  the  line  is  caused  by  vernix  caseosa. 
Weintraub  and  I6  decided,  therefore,  to 
clarify  this  point,  not  merely  in  order  to 
prove  the  contention  academically,  but 
rather  to  focus  the  attention  of  clinicians 
on  its  practical  importance. 

A stillborn  fetus  was  x-rayed  while 
immersed  in  an  aluminum  container  filled 
with  water.  Not  only  was  the  vernix 
caseosa  removed  from  the  specimen,  but 
large  areas  of  superficial  derma  were  also 
peeled  off.  Despite  this,  the  x-ray  film 
continued  to  show  the  same  black  line 
with  which  we  were  familiar  in  in  vivo  x- 
ray  examinations.  It  was  thus  evident 
that  the  shadow  in  question  was  not  pro- 
duced by  the  vernix  caseosa. 

Next,  a longitudinal  section  of  one  of 
the  lower  extremities  of  the  fetus  was 
made.  This  exposed  to  view  the  long 
bones  surrounded  by  muscles,  which  in 
turn  were  surrounded  by  rather  heavy 
layers  of  subcutaneous  fat.  An  x-ray 
examination  of  this  prepared  specimen 
proved  beyond  a doubt  that  the  subcu- 
taneous fat  was  the  cause  of  the  black  line 


under  consideration.  To  establish  fur- 
ther proof,  a quantity  of  vernix  caseosa 
was  rolled  into  a ball  about  1.5  cm.  in 
diameter.  This  was  x-rayed  on  one  film 
simultaneously  with  the  prepared  speci- 
men of  the  lower  extremity.  The  density 
of  the  vernix  was  approximately  that  of 
muscle  and  decidedly  not  that  of  fat. 
Vernix,  although  it  consists  of  sebaceous 
material,  also  contains  a large  amount  of 
desquamated  epithelium.  It  would  seem 
that  the  latter  decreases  the  x-ray  pene- 
trability of  the  mass. 

Hydramnios. — By  placing  a fetus  in  a 
container  of  water,  Weintraub  and  I5 
simulated  hydramnios.  Radiographi- 
cally, the  picture  was  identical  with  that 
which  Rosensohn  and  I2  had  previously 
described  for  in  vivo  examinations  of 
hydramnios.  Surrounding  the  fetus,  and 
hugging  it  on  all  sides  as  only  fluid  can, 
were  seen  the  soft  smooth  shadows  of  the 
water.  By  contrast  they  threw  into  re- 
lief the  subcutaneous  fat  of  the  fetus. 

Placenta,  Uterine  Wall,  and  Amniotic 
Sac. — The  normal  roentgenographic  find- 
ings for  advanced  pregnancy  must  be 
understood  so  as  to  be  prepared  to  cope 
with  the  abnormal. 

The  fetus  is  seen  to  be  enclosed  in  a 
large  pear-shaped  shadow,  which  is  pro- 
duced by  the  placenta-uterine  wall  and 
the  amniotic  sac. 

The  uterine  wall  can  usually  be  seen 
toward  the  dorsum  of  the  fetus,  and  it 
measures  from  0.5  to  1.5  cm.  in  thickness. 
It  is  usually  evident  when  contrasted 
against  the  air-filled  bladder.  It  may 
appear  thicker  or  of  uneven  thickness  in 
the  presence  of  hydramnios. 

The  placenta  occupies  about  one  third 
of  the  wall  space  of  the  uterus.  It  is 
thickest  in  its  middle,  where  it  may  meas- 
ure 7 cm.  across,  and  tapers  off  toward 
the  uterus  along  its  periphery.  The  most 
common  location  is  at  the  fundus  from 
whence  it  extends  downward  anteriorly  or 
posteriorly.  The  fetus  more  or  less  faces 
the  placenta  and  the  small  parts  cause 
digital  depression  in  its  substance.  The 
black  line  of  demarcation  of  the  fetal 
subcutaneous  fat  is  of  invaluable  aid  in 
seeing  where  these  bodies  meet.  For  the 
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elbow  this  line  may  measure  as  little  as 
2 mm.,  but  for  the  buttocks  or  neck  it 
may  measure  as  much  as  1 cm. 

Amniotic  Sac. — The  amnio  tic  sac  has 
only  been  seen  in  advanced  extrauterine 
pregnancy.  This  is  apparently  due  to  the 
absence  of  the  uterine  wall,  which  would 
have  overshadowed  it  if  it  had  been 
present. 

Amniotic  Fluid. — It  is  of  the  utmo3t 
importance  in  this  work  to  become  famil- 
iar with  the  x-ray  picture  of  hydramnios. 
This  condition  is  often  clinically  mistaken 
for  twins.  Radiographically,  even  small 
increases  in  the  amount  of  the  fluid  can 
easily  be  recognized.  This  is  very  dis- 
tressing because  fluid  casts  the  same  type 
shadow  as  the  placenta,  and  the  shadows 
of  both  appear  as  one.  It  is  this  phe- 
nomenon that  must  be  borne  in  mind  in 
placental  x-ray  studies.  Amniotic  fluid 
when  increased  in  amount  may  cast  a 
large,  soft  shadow  between  the  fetal  head 
and  the  air-filled  urinary  bladder  and  may 
resemble  placenta  praevia.  Also,  the 
bag  of  waters  is  often  exposed  to  view  by 
the  presence  of  air  in  the  rectum  and  air 
in  the  bladder.  It  often  resembles  a 
tumor  and  may  also  be  mistaken  for  a 
placenta  praevia  that  extends  posteriorly, 
especially  if  the  head  will  not  engage. 
Under  such  circumstances  it  is  very  help- 
ful to  know  the  pelvimetric  measure- 
ments, the  shape  of  the  pelvis  (referring 
specifically  to  Caldwell  and  Malloy’s 
work),  and,  above  all,  the  clinical  facts. 

Placenta  Praevia. — It  has  been  our  ex- 
perience that  central  placenta  praevia  ex- 
tending forward  could  be  demonstrated 
on  the  anteroposterior  and  lateral  views 
with  air  in  the  bladder.  The  appearance 
is  that  of  placenta  as  described  above  ex- 
cept that  it  is  located  over  the  lower 
uterine  segment.  Incidentally,  the  lack 
of  placental  shadow  in  the  usual  place, 
at  the  fundus  extending  downward,  has 
been  very  helpful.  We  use  air  in  the 
rectum  routinely  to  expose  the  placenta 
in  case  it  should  extend  posteriorly.  As 
was  mentioned,  the  bag  of  waters  may  be 
mistaken  for  placenta  praevia  extending 
posteriorly. 

Breech  presentation  in  the  presence  of 


placenta  praevia  may  also  be  confusing 
because  the  buttocks  can,  in  this  position, 
cause  marked  compression  of  the  pla- 
centa. In  such  a case  we  were  able  only 
to  confirm  the  clinical  diagnosis  of  pla- 
centa praevia  because  the  placental 
shadow  was  nowhere  to  be  seen. 

Placental  Apoplexy. — In  our  original 
paper1  on  x-ray  visualization  of  the  pla- 
centa, Powell  and  I also  described  the  x- 
ray  appearance  of  placental  apoplexy. 
This  was  characterized  by  a localized 
bulge  of  the  uterine  wall  at  the  site  of  the 
placenta.  In  thin  patients  where  the 
bulge  is  anterior,  it  can  be  disclosed  by 
palpation.  However,  where  the  bulge  is 
posterior  or  if  the  patient  is  obese,  palpa- 
tion does  not  help.  In  several  such  cases 
the  x-ray  examination  was  of  great  help. 
It  must  be  borne  in  mind  that  fibroids 
may  give  the  same  x-ray  findings. 

Extrauterine  Pregnancy. — Early  extra- 
uterine  pregnancy  can  be  recognized  on 
x-ray  examination  by  the  presence  of 
fetal  parts  lateral  to  the  uterus.  If,  how- 
ever, the  fetus  develops  to  full  growth, 
the  clinical  diagnosis  becomes  extremely 
difficult.  On  x-ray  examination  the  fetus 
is  disposed  high  and  in  an  unusual  posi- 
tion. The  uterine  wall,  which  can  be 
easily  seen  in  the  normal,  is  absent. 
Instead,  there  can  be  seen  the  amniotic 
sac  on  edge  where  it  measures  about  2 
mm.  in  diameter.  If  the  fetus  lies  close 
to  the  abdominal  wall,  the  shadow  of  the 
subcutaneous  fat  of  the  fetus  will  be 
separated  from  the  shadow  of  the  properi- 
toneal  fat  of  the  mother  by  a thin  white 
line  caused  by  the  amniotic  sac.  On  the 
other  hand,  if  the  fetus  is  in  the  uterus, 
the  wall  of  the  latter  will  be  interposed 
and  we  know  that  it  is  much  thicker.  We 
have  been  able  to  demonstrate  the 
amniotic  sac  only  in  extrauterine  preg- 
nancy. 

The  placenta  could  be  seen  between  the 
fetus  above  and  the  bladder  and  rectum 
below  as  a large  soft  shadow.  In  one  case 
the  edge  of  the  placenta  could  actually  be 
seen  to  taper  off  into  the  shadow  of  the 
amniotic  sac.  Air  in  the  bladder  will  ex- 
pose the  smallness  of  the  uterus  by  direct 
visualization  or  by  showing  a pressure 


November  1,  1939] 


X-RAY— ADVANCED  PREGNANCY 


2053 


defect,  which  could  only  be  produced  by  a 
small  uterus  as  against  a uterus  contain- 
ing a large  fetus. 

Where  the  fetus  has  grown  to  full  size 
outside  the  uterus  and  then  died  in  situ, 
the  x-ray  picture  may  be  different.  The 
fetus  shows  the  usual  signs  of  death  from 
overlapping  of  the  cranial  sutures  to  a 
bundle  of  bones.  In  two  such  cases  the 
amniotic  sac,  because  of  infection,  be- 
came so  thick  that  its  shadow  resembled 
that  of  uterine  wall.  Iodized  oil  injected 
into  the  uterus  proved  it  to  be  small  and 
empty  of  the  fetus. 

Tumors. — As  was  previously  suggested, 
a fibroid  complicating  pregnancy  may 
bulge  very  much  like  placental  apoplexy. 
Some  tumors  in  the  lower  uterine  segment 
or  in  the  pelvis,  causing  dystocia,  reveal 
themselves  on  x-ray  study  by  the  presence 
of  calcium  deposits  in  the  case  of  fibroids 
and  teeth  or  bone  in  dermoid  cysts.  In 
the  absence  of  the  lime  deposits,  air  in 
the  bladder  and  rectum  will  aid  in  outlin- 
ing them.  They  have  to  be  differenti- 
ated from  the  bag  of  waters  and  placenta 
praevia  when  depending  upon  the  x-ray 
film  alone.  The  fact  that  their  outline 
is  often  irregular  may  help,  but  caution 
must  be  used. 

Cesarian  Section. — If  there  had  been  a 
previous  cesarian  section,  we  feel  that  it 
is  of  great  value  to  locate  the  placenta. 
In  a personal  communication,  Dr.  Charles 

S.  B.  Cassasa,  as  a medical  examiner  of 
New  York  City  of  long  experience,  states 
that  he  has  seen  several  fatal  cases  where 
the  uterus  had  ruptured  at  the  site  of  the 
scar  because  of  placental  implantation  in 
that  zone.  In  some  cases  the  rupture  oc- 
curred during  labor  and  in  others  even  in 
the  absence  of  labor.  If  the  site  of  the 


placenta  is  disclosed  by  x-ray  examina- 
tion it  may  be  the  determining  factor  in 
deciding  whether  a mother  may  be  per- 
mitted to  deliver  per  vaginam,  all  other 
indications  being  favorable,  or  whether  to 
operate  again.  Hydramnios  may  hide 
the  placenta  because  the  shadow  of  the 
amniotic  fluid  and  the  placenta  are  of  the 
same  density.  Moreover,  there  is  no 
fat  between  them  to  serve  as  a line  of  de- 
marcation. In  such  cases  it  was  sug- 
gested in  a personal  communication  by 
Dr.  Ross  Golden,  of  the  Presbyterian 
Hospital,  to  x-ray  the  patient  in  the 
standing  position.  This  should  throw 
the  fetus  forward ; the  fetus  will  sink  in  the 
fluid  whereas  the  placenta  will  hold  the 
fetus  back. 

Summary 

X-ray  visualization  of  the  soft  tissues 
of  pregnancy  has  been  presented. 

It  includes  the  following : 

1.  Appearance  and  location  of  the 
placenta. 

2.  Appearance  of  the  uterine  wall. 

3.  Appearance  of  the  amniotic  sac. 

4.  Appearance  of  hydramnios. 

5.  Placental  apoplexy. 

6.  Placenta  praevia. 

7.  Extrauterine  pregnancy  with  living 
and  dead  fetus. 

8.  Tumors  complicating  pregnancy. 
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THE  SOULLESS  CORPORATION 

The  U.  S.  Supreme  Court  has  refused  to  review 
the  decision  of  the  California  Supreme  Court 
against  the  Pacific  Health  Corporation.  By  this 
refusal  the  highest  tribunal  in  the  nation  re- 
affirms the  principle  that  a corporation  may  not 
practice  medicine.  The  fact  that  it  hires  licensed 
physicians  to  render  the  actual  medical  service 
does  not  absolve  it  from  this  charge. 


NO  TWO  ALIKE 

Were  all  men  built  to  a stock  pattern  so  that 
they  responded  to  physical  agents  or  bacterial 
infections  in  regular  fashion  according  to  their 
peculiar  constitution,  the  practice  of  medicine 
would  be  a simple  business  . . . All  men,  however, 
are  like  contrary  women  of  whom  the  comedian 
sang:  “You  never  see  two  alike  any  one  time  and 
you  never  see  one  alike  twice.” — M.  J.  Australia 


CYSTITIS  EMPHYSEMATOSA  TREATED  WITH 
SULFANILAMIDE 

Seymour  F.  Wilhelm,  M.D.,  New  York  City 
( From  the  Urological  Surgical  Service , Beth  Israel  Hospital,  New  York  City) 


Spontaneous  pneumaturia  is  caused 
either  by  a vesico-intestinal  fistula 
or  by  the  formation  and  rupture  of  gas- 
containing  vesicles  or  blebs  in  the  bladder 
wall  itself.  Of  the  latter  condition, 
cystitis  emphysematosa,  42  human  cases 
have  been  collected.  Most  of  these  were 
discovered  at  autopsy  ;1,2’3’5’6’14’15  1 was 
diagnosed  at  suprapubic  cystotomy,7  and 
5 others,4,8,12,13  and  possibly  a sixth,9  at 
cystoscopy.  In  the  author’s  case,  the 
nature  of  the  lesion  was  recognized  cysto- 
scopically,  having  been  suggested  by  the 
passing  of  gas  with  the  urine.  A flat 
x-ray  plate  later  revealed  the  presence  of 
gas  outlining  the  bladder,  a spontaneous 
pneumocystogram  (Fig.  1). 

The  formation  of  gas-containing  vesi- 
cles in  the  bladder  wall  apparently  has 
several  etiologic  agents.  Most  commonly 
it  has  been  ascribed  to  bacilli  of  the  gas- 
gangrene  group,  or  to  a gas-producing 
colon  bacillus.  Hyperglycemia  was  fre- 
quently associated  with  the  latter  or- 
ganism. Hueper,2  on  the  other  hand, 
has  described  a case  in  a dog  in  which  no 
bacteria  were  found  in  the  tissues,  despite 
extensive  emphysema  and  marked  hyper- 
glycemia. He  inclined  toward  Olt’s  sug- 
gestion,10 that  enzymes  produced  by 
colon  bacilli  in  the  damaged  mucosa  are 
absorbed  into  the  lymph  vessels  of  the 
bladder  wall  and  there  split  off  CO2  from 
the  carbohydrates  present.  In  addition, 
a fourth  type,  cystitis  pneumatosis  cys- 
tica, has  been  described.  These  cases  are 
“characterized  by  circumscribed  groups 
of  gas-containing  cysts  from  the  mucosa 
of  the  bladder  wall  ...  in  which  there  is 
no  evidence  of  bladder  wall  infection.”8 
It  is  open  to  question  whether  these 
benign  circumscribed  lesions  (pneuma- 
tosis cystica)  and  the  fulminating  gas- 
gangrene  infections  of  the  bladder  wall 
really  belong  in  the  pathologic  and  clinical 


category  designated  as  cystitis  emphy- 
sematosa. Certainly  these  various  types 
have  little  in  common  from  the  point  of 
view  of  therapy  and  prognosis. 

The  gross  and  microscopic  pathology 
have  been  ably  described  by  Mills1  and 
others,2,3,11  and  therefore  need  no  repeti- 
tion. Giant  cells  have  been  observed  in 
several  cases  of  cystitis  emphysema- 
tosa.1,5,10  None  were  present,  however, 
in  the  biopsy  specimens  excised  in  the 
author’s  case. 

Up  to  the  present,  only  7 of  the  re- 
ported cases  have  recovered : 2 were 

cases  of  pneumatosis  cystica,4,8  and  1 a 
gas  bacillus  infection12;  the  other  4 were 
cases  of  cystitis  emphysematosa,  in  which 
colon  bacillus  was  cultured  from  the 
urine.  Of  the  latter  group,  the  first  case7 
improved  following  suprapubic  cystos- 
tomy  and  diverticulectomy,  the  second,8 
with  continuous  bladder  irrigations  and 
colonic  treatments,  and  the  third,13  more 
or  less  spontaneously.  The  fourth  case, 
herein  reported,  a diabetic  with  colon 
bacillus  in  the  urine,  was  specifically 
treated  with  sulfanilamide,  in  addition 
to  insulin  and  diet.  He  improved  rapidly. 

Case  Report 

G.  M.,  a 40-year-old  man,  was  first  seen  on 
May  16,  1938,  complaining  of  the  passage  of  gas 
and  blood  in  his  urine  for  the  past  three  weeks. 
Similar  symptoms  had  occurred  two  years  before, 
lasting  two  days  and  disappearing  spontaneously. 
He  was  a known  diabetic  for  ten  years,  taking 
25  units  of  insulin  daily.  Physical  examination 
was  negative  except  for  a moderate  anemia  and 
undemutrition.  The  voided  urine  was  frankly 
bloody  and  foamy.  Bubbles  of  gas  were  ex- 
pelled from  the  urethra.  On  cystoscopy,  the 
bladder  was  markedly  inflamed  with  hemorrhagic 
areas.  There  were  many  small,  clear,  glistening 
vesicles  studding  the  mucosa  throughout.  These 
were  more  numerous  in  the  trigonal  region. 
Some  broke  and  collapsed  when  touched  by 
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Fig.  1.  Flat  x-ray  plate  showing  the  bladder 
filled  by  gas,  a spontaneous  pneumocystogram. 
Note  small  rounded  negative  shadows,  which 
may  represent  gas-filled  vesicles  in  the  bladder 
wall. 

the  cystoscope.  Urine  examination  showed  a 
marked  trace  of  glucose,  in  addition  to  frank 
hematuria. 

The  patient  was  admitted  to  the  Beth  Israel 
Hospital  on  May  20,  1938.  The  urine  showed: 
glucose  4 plus;  albumin  3 plus;  acetone  0; 
many  red  blood  cells;  many  white  blood  cells; 
benzidine  positive.  The  blood  sugar,  on  ad- 
mission, was  400  mg.  A flat  x-ray  plate  (Fig.  1) 
showed  the  bladder  well  outlined  by  gas.  Excre- 
tory pyelography  revealed  normal  function  and 
outlines  of  both  kidneys;  the  pelves  and  ureters 
were  also  normal.  On  the  early  plates,  the 
bladder  was  filled  with  gas. 

Cystoscopy  on  May  23,  1938,  showed  findings 
similar  to  those  described  above.  Indigo  car- 
mine appeared  on  both  sides  in  normal  time  and 
concentration.  Bilateral  retrograde  pyelograms 
revealed  no  abnormality.  Colon  bacillus  was 
found  on  culture  of  the  right  and  left  ureteral 
specimens.  Culture  of  the  bladder  urine  on 
May  20  also  showed  colon  bacillus  and,  on  May 
31,  colon  bacillus  and  streptococcus.  Urine 
smears,  cultures,  and  guinea-pig  inoculations 
were  all  negative  for  tubercle  bacilli. 

Histological  examination  of  biopsy  specimens 
excised  at  cystoscopy  showed  inflamed  bladder 
tissue  with  unusual  thickening  of  the  epithelium. 
The  lymph  spaces  were  wider  than  normal. 
Numerous  sections  were  stained  especially  for 
bacteria,  but  none  were  found. 

From  May  26  to  June  3 a total  of  280  gr.  of 
sulfanilamide  were  administered  in  divided 
doses.  On  the  first  day,  10  gr.  was  given  four 
times,  at  four-hour  intervals.  Thereafter,  the 
daily  dosage  ranged  between  10  and  45  gr., 
varying  with  the  condition  of  the  patient.  An 
equal  amount  of  sodium  bicarbonate  was  given 
with  the  sulfanilamide,  and  the  fluid  intake 
limited  to  1 liter  daily.  In  addition,  the  diabetes 


was  treated  with  diet  and  the  patient’s  accus- 
tomed dose  of  25  units  of  insulin  daily.  During 
his  hospital  stay  the  glucose  in  the  urine  varied 
from  0 to  4 plus,  and  it  was  never  consistently 
sugar-free.  Blood  sugar  examinations  showed 
286,  286,  296,  and  285  mg.  at  intervals  during 
the  period  of  treatment.  There  were  no  symp- 
toms referable  to  the  administration  of  sulfanil- 
amide, except  for  pallor  and  weakness  on  June  1. 
On  that  day,  the  total  dose  was  limited  to  10  gr. 
The  urine  showed  87  mg.  per  cent  of  sulfanil- 
amide, and  the  blood  3.6  mg.  per  cent. 

The  pneumaturia  and  hematuria  cleared  up 
promptly.  The  patient’s  general  condition  im- 
proved, and  he  insisted  on  leaving  the  hospital 
on  June  3,  1938.  He  went  back  to  work,  and 
felt  well  except  for  edema  of  the  legs. 

The  urine  was  clear  until  August  12,  when  the 
patient  again  noticed  that  he  was  passing  gas 
through  the  urethra.  The  urine  contained  gas 
bubbles  and  many  white  blood  cells  in  clumps. 
Culture  showed  bacillus  coli  communior  fer- 
menting all  sugars.  Thirty  gr.  of  sulfanilamide 
were  given  daily.  The  gas  in  the  urine  cleared 
up  in  three  days,  and,  after  ten  days,  no  white 
blood  cells  were  found  in  a centrifuged  cathe- 
terized  specimen. 

He  was  reported  well  until  about  Christmas, 
when  he  noticed  an  infection  of  the  left  foot. 
This  gradually  progressed,  and  he  was  admitted 
to  Fordham  Hospital  on  February  1,  1939,  with 
diabetic  gangrene  of  the  left  foot.  Repeated 
urine  specimens  showed  albumin  and  many 
white  cells,  some  in  clumps.  Pneumaturia  was 
not  observed.  The  left  leg  was  amputated  on 
February  11.  The  patient  died  two  days  later. 
There  was  no  autopsy. 

Summary 

A case  of  cystitis  emphysematosa  in  a 
diabetic  man  was  recognized  at  cystos- 
copy. The  chief  symptoms  were  the 
passing  of  gas  and  blood  in  the  urine.  A 
spontaneous  pneumocystogram  was  dis- 
covered on  the  flat  x-ray  plate.  Colon 
bacillus  was  cultured  from  the  urine,  but 
no  bacteria  were  found  on  histological 
sections  of  excised  bladder  wall. 

The  patient  was  treated  with  sulfanil- 
amide, in  addition  to  diet  and  insulin. 
He  made  a prompt  recovery. 
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GREAT  FLU  EPIDEMIC  LIKELY  WITH  WAR 


“The  assembling  of  great  masses  of  men  under 
conditions  in  which  sanitation  is  difficult,  if  not 
impossible,  and  the  movement  of  great  numbers 
of  men  across  wide  areas  of  country  where  they 
come  in  contact  with  new  populations  invariably 
mean  the  spread  of  disease,”  the  Journal  of  the 
American  Medical  Association  says  in  an  editorial 
on  Epidemics  After  Wars. 

“The  louse  that  spreads  typhus  fever,  the  rats 
concerned  with  plague,  and  many  another  insect 
and  animal  carriers  of  disease  still  exist,  ready  to 
demonstrate,  when  the  favorable  opportunity 
comes,  that  man  is  but  a morsel  in  the  great 
cosmic  scheme  and  that  when  he  seeks  to  destroy 
himself  nature  stands  cynically  ready  to  assist  him. 

“In  practically  every  war  for  which  accurate 
records  are  available,  disease  has  always  caused 
more  deaths  than  military  maneuvers  and  en- 
gagements. Typhus,  plague,  cholera,  typhoid, 
dysentery,  pneumonia  and  influenza  do  more 
damage  under  military  conditions  than  can  be 
brought  about  by  dynamite,  torpedoes,  gun 
powder  and  poison  gas.  As  Dr.  Hans  Zinsser 
has  said,  ‘Epidemics  get  the  blame  for  defeat; 
generals  the  credit  for  victory.  It  ought  to  be 
the  other  way  around.’ 

“During  the  World  War,  Mercer  points  out, 
our  losses  were  58,119  from  disease,  50,385  killed 
or  died  of  battle  wounds.  A large  percentage  of 
deaths  were,  of  course,  the  result  of  the  pandemic 
of  influenza  which  prevailed  in  1918.  By  this 
time  typhoid  had  been  brought  under  control  so 
there  were  only  2,200  cases  of  typhoid  among 
more  than  4,000,000  soldiers,  and  only  200  deaths. 


“When  influenza  swept  the  world  in  1918, 
epidemiologists  undertook  investigations  and 
surveys  with  a view  to  developing  knowledge 
which  might  prevent  a similar  occurrence  in  the 
future.  At  that  time  it  became  evident  that 
there  is  a periodicity  in  these  attacks  and  that 
it  might  reasonably  be  suspected  that  a similar 
epidemic  would  return  twenty-five  or  thirty 
years  later.  Recently  Dr.  Thomas  M.  Rivers 
of  the  Rockefeller  Institute  told  the  Congress  on 
Microbiology  in  New  York  that  another  out- 
break of  influenza  may  well  be  expected  in  asso- 
ciation with  the  present  war.  He  pointed  out  at 
the  same  time  that  we  have  not  as  yet  any 
effective  weapon  for  either  the  prevention  or  the 
treatment  of  influenza. 

“In  the  World  War  of  1918,  the  problems  of 
tetanus  and  of  gas  gangrene  were  serious.  Much 
was  learned  relative  to  the  proper  treatment  of 
war  wounds.  Since  that  time  there  has  been 
great  advance  in  the  development  of  antiseptics 
and  of  the  surgery  of  injuries.  New  drugs  like 
sulfanilamide  and  sulfapyridine  give  possibility 
of  control  over  various  types  of  infection  which 
formerly  were  invariably  fatal.  Pneumonia  of 
certain  forms  has  begun  to  yield  to  specific  anti- 
serums and  to  sulfapyridine.  Gas  gangrene,  too, 
seems  to  be  more  amenable  to  modern  chemo- 
therapy, whereas  it  was  apparently  resistant  to 
all  efforts  in  1918.  In  the  last  world  war,  trench 
fever  and  trench  mouth  accounted  for  vast  num- 
bers of  cases  of  disability.  We  have  learned 
much,  too,  about  the  control  of  these  condi- 
tions.” 


FALL  SCIENTIFIC  SESSION  OF  NEW  YORK  HEART  ASSOCIATION 


The  fall  scientific  session  of  the  Committee  on 
Cardiac  Clinics  of  the  New  York  Heart  Associa- 
tion, to  be  held  Tuesday,  November  7,  at  the 
New  York  Academy  of  Medicine,  2 East  103rd 
Street,  will  include  among  its  speakers  Dr.  Harry 
Gold,  of  the  Department  of  Pharmacology, 
Cornell  Medical  College,  and  Dr.  Robert  Edward 
Gross,  of  Children’s  Hospital,  Boston.  Dr.  J. 
Hamilton  Crawford,  chairman  of  the  program 
committee  will  preside. 


Dr.  Gross  has  selected  as  his  topic  “Experi- 
ences With  Surgical  Treatment  of  the  Patent 
Ductus  Arteriosus.”  His  paper  will  be  dis- 
cussed by  Dr.  Charles  Hendee  Smith,  of  New 
York  University  College  of  Medicine  and  Belle- 
vue Hospital. 

Dr.  Gold’s  paper  will  cover  “Studies  on  the 
Nature  of  Digitalis  Action,”  and  Dr.  Robert  L. 
Levy,  Columbia  Presbyterian  Medical  Center, 
will  lead  the  discussion. 


PERFORATED  PEPTIC  ULCER 

Report  of  Two  Cases 

James  M.  Flynn,  M.D.,  Rochester,  New  York 


Two  interesting  cases  are  here  reported 
in  which  the  radiographs  were  almost 
identical  but  the  ultimate  outcome  was 
quite  the  opposite. 

Case  1. — G.  B.  T.,  a well-developed, 
rather  heavy,  white  male,  aged  39,  single. 
Occupation,  chef.  Pale  in  appearance, 
acutely  ill ; admitted  to  hospital  in 
ambulance. 

Family  history:  Father  died  at  40  of 
ulcer  or  carcinoma  of  stomach.  Mother 
died  at  80  of  cancer.  Brothers,  two,  alive 
and  well.  Sisters,  one,  died  at  childbirth. 

Past  history : childhood  diseases  irrele- 
vant. Had  been  a known  duodenal  ulcer 
patient  since  1935.  Had  two  previous 
operations  for  perforated  ulcer,  one  a 
gastroenterostomy.  Last  operation  was 
in  1937.  Had  been  in  hospital  four  other 
times  for  ulcer  treatment,  once  for  a 
bleeding  ulcer.  Other  than  ulcer  history, 
patient  had  no  illnesses.  Was  quite 
healthy  until  1935. 

Present  illness:  on  July  29,  1938,  at 
6:30  p.m.,  while  driving  his  car,  the  pa- 
tient experienced  a sharp  epigastric  pain. 
He  continued  to  drive  the  car  home,  a 
distance  of  five  to  six  miles.  Since  the 
onset  of  this  pain  he  had  taken  some  bi- 
carbonate of  soda,  followed  by  vomiting 
with  relief.  He  called  an  ambulance  at 
10  P.M. 

Physical  examination : head : scalp 

clear,  no  scars.  Eyes:  pupil  reacted  to 
light  and  accommodation.  Mouth:  hy- 
giene good,  a few  teeth  missing.  Ears: 
negative.  Nose:  negative.  Chest:  reso- 
nance and  vesicular  breath  sounds, 
normal,  no  rales.  Heart:  rhythm  regu- 
lar, sounds  of  good  quality,  no  murmurs. 
Cardia  respiration:  negative.  No  ankle 
edema.  No  precordial  pain.  Genito- 
urinary tract:  negative,  no  urinary  com- 
plaint. Abdomen:  boardlike,  with  gen- 
eralized tenderness  in  left  and  right  upper 


quadrant;  no  definite  mass  felt.  Ex- 
tremities: poor  muscle  tone,  normal  con- 
tour. Reflexes:  normal.  No  palpable 

glands.  Pulse:  120,  good  character. 

Respirations:  26.  Blood  pressure:  130/80. 
Temperature:  102  F. 

Laboratory  tests:  blood:  hemoglobin 
67;  R.B.C.,  3,700,000;  W.B.C.,  6,800; 
lymphocytes,  28;  polymorphonuclears, 
68;  endos.,4;  eosinophiles,  0 ; basophiles, 
0;  Wassermann  and  Kahn  negative. 
Occult  blood  in  stool.  Urine : color 

yellow,  sp.  gr.  1,016,  acid  albumen  strong 
trace,  sugar  negative,  epithelial  cells 
rare,  W.B.C.  many,  R.B.C.  few,  casts 
none.  Sputum : no  tubercle  bacilli  found. 
Type  XXXI  pneumonia. 

Radiographic  examination  of  chest  and 
upper  abdomen  in  erect  P.A.  posture  re- 
vealed free  gas  or  air  in  peritoneal  cavity 
between  diaphragm  and  liver.  Nothing 
unusual  or  abnormal  in  the  lungs. 

Perforated  ulcer  was  diagnosed  and 
operation  advised.  The  patient  was  very 
uncooperative,  refusing  to  take  any  ad- 
vice. On  August  3,  1938,  at  4 p.m.,  he 
said  he  was  feeling  good,  insisted  upon 
leaving  the  hospital,  signed  a release,  and 
went  home.  It  was  found  upon  inquiry 
that  he  made  an  uneventful  recovery. 

Case  2. — E.  L.  M.,  a well-nourished, 
white  male,  aged  41,  single.  Occupation, 
tailor.  Had  appearance,  objectively,  of 
being  in  very  severe  pain  and  of  being 
acutely  ill.  Was  admitted  to  hospital  by 
ambulance. 

Personal  history : pneumonia  at  5 years 
of  age.  He  was  a known  sufferer  from 
stomach  trouble  for  the  past  ten  or  twelve 
years,  during  which  time  he  was  under 
the  care  of  several  physicians.  His 
stomach  trouble  tended  to  be  periodic 
and  was  unrelieved  except  for  short 
periods.  No  history  of  previous  opera- 
tions. 
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Case  1 


Present  illness:  during  the  week  pre- 

vious to  admission  to  the  hospital  he  had 
a gnawing  pain  in  his  epigastrium,  much 
more  so  than  ever  before,  so  much  so 
that  he  hesitated  to  eat  for  fear  of  making 
the  pain  worse.  He  vomited  several 
times,  blood-streaked  on  two  occasions. 
He  had  been  acutely  ill  since  3 a.m.  on 
January  6,  1939,  or  eight  hours  before 
admission.  He  was  in  acute  pain  and 
any  movement  seemed  to  aggravate  the 
pain.  He  came  to  the  hospital  in  the 
ambulance,  arriving  at  10  a.m. 

Physical  examination:  head:  not  re- 

markable, negative;  hair,  sparse.  Eyes: 
pupils  not  irregular  and  no  increase  in 
size  over  the  other;  react  to  light  and 
accommodation;  sclera  clear,  no  icterus. 
Ears:  canals  clear.  Neck:  no  enlarged 
cervical  lymph  nodes.  Mouth:  tongue, 
grayish  coating,  moderately  bile  stained 
in  central  portion.  Pharynx:  no  evi- 


dence of  acute  inflammation.  Teeth: 
many  missing,  remaining  ones  in  fair  con- 
dition. Lungs:  no  abnormalities  noted 
on  physical  examination;  no  cough,  no 
bloody  expectoration,  no  chest  pain. 
Heart:  regular  rhythm,  rate  rapid, 

sounds  distinct  but  of  rather  poor  quality; 
no  murmurs  heard,  pulse  barely  percepti- 
ble. Pulse:  102.  Respiration:  22. 

Unable  to  get  blood  pressure.  Tempera- 
ture: 98.8  F.  Extremities:  not  remark- 
able. No  palpable  inguinal  lymph  nodes ; 
no  hernia.  Abdomen : boardlike  rigidity 
with  marked  tenderness  over  entire  abdo- 
men; slight  reddening  of  skin  over  mid- 
portion, ostensibly  from  heat  applications. 

Laboratory  tests : blood : hemoglobin, 
88;  R.B.C.,  4,810,000;  W.B.C.,  5,950; 
polymorphonuclear,  64 ; lymphocytes,  35 ; 
endos.,  1;  eosinophiles,  0;  basophiles,  0. 
Blood  grouping,  Type  III.  Urine:  no 
sugar,  slight  trace  of  albumen. 
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Case  2 


Radiographic  examination  of  lower 
chest  and  upper  abdomen  in  P.A.  erect 
position  revealed  free  gas  or  air  in  peri- 
toneal cavity  between  diaphragm  and 
liver. 

Perforated  ulcer  was  diagnosed  and 
operation  advised.  The  patient  was 
agreeable.  An  indirect  transfusion  was 
given  of  400  cc.  citrated  blood  for  indi- 
cated shock.  The  operation  was  started 
at  12:25  p.m.,  and  a right  pararectus  in- 
cision made  just  below  the  xiphoid  to  the 
opposite  navel.  The  peritoneum  was 
opened  and  a large  amount  of  air  and 
brownish-black  fluid  escaped.  On  the 
anterior  surface  of  the  duodenum,  just 
below  the  pylorus,  was  a gaping  opening 
with  thickened  everted  edges,  easily  ad- 
mitting the  thumb.  Two  layers  of 
chromic  catgut  were  used  to  infold  the 
ulcer  edges  and  to  close  the  opening. 
Gastrohepatic  omentum  and  omentum 
were  used  to  cover  the  suture  lines,  and 


rubber-dam  drains  under  the  liver,  also 
into  pelvis  with  stab  wounds  in  side  for 
upper  and  lower  drains.  Closure  was 
made  in  layers  of  interrupted  suture. 
The  operation  was  completed  at  1 : 10  p.m. 
Regardless  of  stimulation,  the  patient 
succumbed  at  6:55  a.m.  on  January  7, 
1938,  eighteen  hours  and  twenty  minutes 
after  operation. 

Postmortem  report : the  body  was  that 
of  a well-nourished,  middle-aged  man. 
Operation  for  laparotomy  and  suture  of 
the  stomach  and  drainage  had  been  done 
eighteen  hours  before  death.  On  the 
abdomen  was  a pararectal  incision  15  cm. 
long,  closed  with  sutures.  Two  rubber 
drains  were  in  place. 

Abdomen : opening  the  peritoneum, 

the  peritoneal  and  viscular  laminae  of  the 
peritoneum  were  found  covered  with 
yellowish  gray  fibrinous  exudate.  In  the 
pelvic  cavity  there  was  about  150  cc.  of 
cloudy  peritoneal  fluid.  The  intestines 
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were  filled  with  gas  and  markedly  dis- 
tended. On  the  free  margin  was  a longi- 
tudinal injection  of  highly  purulent  exu- 
date. One  part  of  the  omentum  was 
sewed  to  the  stomach.  The  ulcer  was 
sutured  in  two  layers  with  catgut.  There 
was  no  leakage  through  the  sutures,  and 
the  sutured  place  was  transit  for  a thumb. 

On  opening  the  stomach  and  taking 
out  the  sutures,  there  was  found  below 
the  pillars  an  ulcer  of  the  size  of  a quarter, 
with  round,  sharp  edges,  perforated  into 
the  free  abdomen.  The  ulcer  was  situ- 
ated on  the  anterior  surface  of  the  superior 
horizontal  part  of  the  duodenum,  close  to 
the  pylorus.  The  mucous  membrane  of 
the  intima  showed  no  other  pathologic 
changes.  The  stomach  was  slightly  en- 
larged. The  mucous  membrane  was 
slightly  hypertrophic. 

Other  organs : the  liver  was  normal  in 
size,  surface  smooth;  consistency  firm; 
on  the  cut  surface  was  a nutmeg  appear- 
ance. Spleen  was  one-half  normal  size; 
capsule  was  smooth  but  wrinkled;  cut 
surface  of  spleen  was  bloodless;  follicles 
and  small  trabeculae  very  easily  seen. 
Kidneys  were  normal  in  size;  capsules 
stripped  easily;  color  was  cyanotic.  On 
the  cut  surface  was  a marked  cyanotic 
striping  of  the  pyramid.  Adrenals,  pan- 
creas, gallbladder  and  ducts,  urinary 
bladder,  and  prostate  were  all  normal. 
Examination  of  the  heart  and  lungs 
showed  the  pericardial  cavity  free,  the 
right  auricle  and  left  ventricle  slightly 
dilated,  and  the  left  ventricle  showed 
slight  hypertrophy.  The  semilunar  valve 


and  the  bi-  and  tricuspidal  valves  were 
normal.  On  the  intima  of  the  aorta 
ascendance  there  were  a few  white  and 
yellow  thickenings  present. 

Both  coronary  arteries  showed  small, 
pinhead  size,  yellow  thickenings  of  their 
intima.  The  left  pleural  cavity  was  free. 
The  superior  lobe  was  emphysematous; 
the  inferior  lobe  showed  signs  of  hyposta- 
sis. The  bronchi  were  filled  with  mucoid 
purulent  exudate  and  the  mucous  mem- 
brane was  injected.  The  right  lung  ad- 
hered on  the  whole  surface  to  the  parietal 
pleura.  On  the  superior  pole  there  was 
an  anthracotic  fibrotic  area  of  almond 
size.  The  superior  lobe  was  otherwise 
emphysematous.  The  medium  lobe  was 
hypostatic  and  the  inferior  lobe  even 
more  so.  The  thoracic  aorta  and  the 
abdominal  aorta,  even  more  so,  showing 
yellowish  patches  of  various  sizes  on  the 
intima. 

The  diagnosis  of  the  pathologist  was 
fibrinous,  purulent  peritonitis ; perforated 
peptic  ulcer  of  the  duodenum,  sutured 
eighteen  hours  before  death;  cyanosis  of 
the  liver  and  kidneys;  dilation  of  the 
right  auricle  and  ventricle  of  the  heart; 
sclerosis  in  the  aorta  and  coronary  arter- 
ies; hypostasis  of  the  lungs;  adherent 
fibrous  pleuritis  on  the  right  side,  with 
fibrosis  in  the  right  apex  of  the  lung. 
Autopsy  tissue,  microscopic:  chronic 

peptic  ulcer. 

Conclusions . — It  is  impossible,  from  the 
radiograph  alone,  to  prognosticate  the 
seriousness  and  eventual  outcome  of  a 
perforated  chronic  peptic  ulcer. 


“MICHIGAN  MEDICAL  SERVICE” 

A news  release  from  the  Michigan  State  Medi- 
cal Society  declares  that  articles  of  incorporation 
for  “Michigan  Medical  Service”  have  been  filed 
with  the  Commissioner  of  Insurance  by  officials 
of  the  society. 

Michigan  Medical  Service,  according  to  the 
news  bulletin,  embodies  the  voluntary  group 
medical  care  plan,  which  is  the  result  of  ten 
years’  study  by  the  society.  An  enabling  act  in 
the  1939  Legislature  to  permit  this  type  of  non- 


profit service  to  the  people  was  sponsored  by  the 
medical  profession  of  the  state. 

Complete  organization  work  is  not  yet  finished, 
it  was  announced,  but  the  Service  will  act  as 
agent  to  enable  groups  of  Michigan  residents  to 
procure  medical  service  in  the  home,  the  physi- 
cian’s office,  and  the  hospitals  of  the  state  with 
free  choice  of  physician  for  the  patient.  The 
State  Insurance  Department  will  have  full  regu- 
latory power  over  this  nonprofit  medical  service. 


Thirty-Third  Annual  Meeting  of  the  Second  District  Branch 


PROGRAM 

Thursday — November  16,  1939 
Garden  City  Hotel,  Garden  City,  Long  Island 

On  view  all  day — an  exhibit  planned  to  illustrate  the  facts  presented  on  two  related  scientific  sub- 
jects— NEOPLASMS  OF  THE  CHEST  and  TUBERCULOSIS.  Pathological  specimens,  charts, 
roentgenograms,  models,  and  diagrams,  exhibited  by  various  hospital  staffs,  complete  the  program. 

Luncheon  will  be  served  at  12:45  p.m.  at  which  time  Dr.  Terry  M.  Townsend,  President  of  the 
Medical  Society,  will  give  a brief  address.  The  Woman’s  Auxiliary  is  asked  to  join  the  members  at 


luncheon. 

10:00  A. M.  Symposium  12:30  P.M. 

NEOPLASMS  OF  THE  CHEST 

Henry  M.  Moses,  M.D.,  Chairman 

1.  Diagnosis  By  Laryngo-Bronchoscopy 

Matthew  G.  Golden,  M.D. 

2.  X-Ray  Diagnosis  and  Therapy 

Irving  S.  Startz,  M.D. 

3.  Differential  Diagnosis  Between  Lung  Tu- 

mors and  Chronic  Inflammatory  Disease  of 
the  Lungs 

Carl  H.  Greene,  M.D. 

Raphael  A.  Bendove,  M.D. 

4.  Latency  in  Bronchogenic  Carcinoma 

Alfred  Angrist,  M.D. 

5.  Surgical  Treatment  of  Bronchiectasis 

William  H.  Field,  M.D. 


2:00  P.M.  Symposium  5:00  P.M. 

TUBERCULOSIS 

Charles  E.  Hamilton,  M.D.,  Chairman 

1.  Early  Clinical  Diagnosis 

Foster  Murray,  M.D. 

Discussion:  Abraham  Braunstein,  M.D. 

2.  Correlation  of  Roentgen  Ray  With  Clinical 

Findings 

Abraham  H.  Levy,  M.D. 

Discussion:  Willard  J.  Davies,  M.D. 

3.  Medical  Management  and  Sanatorium  Care 

James  C.  Walsh,  M.D. 

Discussion:  Edwin  P.  Kolb,  M.D. 

4.  Surgical  Methods  in  Tuberculosis 

a.  The  Use  of  Phrenic  Nerve  Operations 

Edwin  J.  Grace,  M.D. 

b.  The  Use  of  Pneumolysis 

Peter  Amazon,  M.D. 

c.  Thoracoplasty  and  Its  Modifications 

Carl  A.  Hettesheimer,  M.D. 


TOO  TRUE 

Original  poem  by  J.  A.  B.,  New  York  City,  published  in  the  J.A.M.A. 


When  creditors  are  yammering  for  obligations 
due, 

They  start  insistent  clamoring  and  say  they’re 
going  to  sue; 

Who  has  to  pay  immediately,  and  pay  com- 
pletely, too? 

The  butcher,  the  baker? 

The  candlestick  maker? 

The  lawyer,  the  preacher? 

The  dentist,  the  teacher? 

NO! 

The  doctor! 

When  governmental  nit-wits  try  to  regiment  a 
group, 

When  screw-balls  “socialize”  ’em  in  an  all-inclu- 
sive swoop, 

Who’s  the  baby  whom  you’ll  find  is  drowning  in 
this  legal  soup? 

The  butcher,  the  baker? 

The  candlestick  maker? 

The  lawyer,  the  preacher? 

The  dentist,  the  teacher? 

NO! 

The  doctor! 


Who’s  always  at  the  beck  and  call  of  every  tele- 
phone. 

Who’s  working  day  and  night  until  he  aches  in 
every  bone, 

Who’s  sometimes  never  reimbursed,  yet  battles  on 
alone? 

The  butcher,  the  baker? 

The  candlestick  maker? 

The  lawyer,  the  preacher? 

The  dentist,  the  teacher? 

NO! 

The  doctor. 


Who  bellyaches  about  his  work,  complains 
about  the  strife. 

Who  never  has  a minute’s  peace  at  home  with 
kids  and  wife, 

But  secretly  enjoys  it — gets  a swell  kick  out  of  life? 
The  butcher,  the  baker? 

The  candlestick  maker? 

The  lawyer,  the  preacher? 

The  dentist,  the  teacher? 

NO! 

The  doctor! 
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Rules  Announced  for  Medical  Expense  Indemnity  Insurance 


The  State  Board  of  Social  Welfare  has 
adopted  a set  of  rules  designed  to  expedite 
and  make  uniform,  within  limits,  the  establish- 
ment of  medical  expense  indemnity  organiza- 
tions whose  creation  was  authorized  by  the  1939 
legislature,  according  to  reports  in  the  press. 

The  medical  insurance  groups  will  permit 
patients  to  obtain  medical  care  and  nursing 
service,  although  not  hospitalization  for  a 
definite  annual  fee  to  be  fixed  by  the  group 
projecting  the  plan. 

Groups  to  provide  individual  and  family 
hospitalization  on  an  annual  basis  are  now  in 
operation  but  under  the  new  rules  drafted  by 
the  Social  Welfare  Board,  medical  indemnity 
groups  may  not  furnish  hospitalization  and  vice 
versa.  A patient  seeking  full  coverage,  thus, 
would  have  to  subscribe  to  two  different  corpora- 
tions. 

Alfred  H.  Schoellkopf,  chairman  of  the  Social 
Welfare  Board,  made  public  on  September  21 
the  rules  adopted  by  this  state  department  whose 
approval,  along  with  that  of  the  State  Insurance 
Department,  is  necessary  before  any  group  can 
obtain  from  the  secretary  of  state  a certificate  of 
incorporation.  The  Welfare  Board  named  a 
subcommittee,  of  which  David  M.  Bressler  of 
New  York  was  chairman,  to  study  medical  in- 
surance plans  and  to  confer  with  the  State  Insur- 
ance Department.  The  result  of  those  studies, 
embodied  in  definite  recommendations,  was 
made  to  the  Board  which  thereupon  drew  up 
the  rules. 

The  Requirements 

Here  are  the  requirements  which  the  Board  of 
Social  Welfare  says  each  local  group  must  meet 
before  getting  approval  for  incorporation  as  a 
“nonprofit  medical  indemnity  expense  organi- 
zation”: 

“Of  the  members  of  the  board  of  directors  at 
least  one  third  shall  be  persons  other  than 


physicians  and  at  least  one  third  shall  be  phy- 
sicians duly  licensed  to  practice  in  New  York 
State. 

“The  Board  of  Directors  shall  have  one  mem- 
ber for  each  100,000  of  population  in  the  terri- 
tory in  which  the  corporation  is  authorized  to 
operate,  but  not  less  than  7 nor  more  than  25. 

“The  members  of  the  Board  of  Directors  shall 
be  of  such  experience  and  standing  as  to  give 
assurance  of  their  ability  to  conduct  the  affairs 
of  the  corporation  in  its  best  interests  and  the 
interests  of  its  subscribers. 

Open  to  All  Physicians 

“The  plan  shall  be  open  to  the  participation 
of  every  duly  licensed  physician  in  the  territory 
to  be  served  and  the  corporation  may  terminate 
the  membership  of  any  physician  after  due 
hearing  before  and  determination  by  the  County 
Medical  Society  of  the  county  in  which  he  resides 
on  charges  that  he  does  not  conform  to  accepted 
standards  of  professional  conduct. 

“There  shall  be  free  choice  by  subscribers  of 
physicians  admitted  to  such  plans  subject  to  the 
acceptance  of  the  patients  by  the  physician.” 

At  the  moment  awaiting  approval  of  the 
board  are  applications  from  four  groups,  the 
Western  New  York  Medical  Plan,  Buffalo; 
Medical  and  Surgical  Care,  Utica;  Medical 
Expense  Fund,  Brooklyn,  and  York  Medical 
Service,  Manhattan. 

Application  Changes  Required 

On  the  basis  of  the  new  rules,  it  was  indicated 
some  of  the  applications  already  filed  will  have 
to  be  revised  to  conform  with  the  requirement  of 
at  least  one  third  nonphysicians  on  the  board  of 
directors. 

Just  how  soon  the  Social  Welfare  Department 
will  proceed  to  approve  any  or  all  of  the  pending 
applications  depends  upon  a resurvey  of  their 
form,  it  was  indicated. 


Record  Low  Infant  Mortality  Rate  in  This  State  Last  Year 


IN  1938,  out  of  every  1,000  babies  born  alive  in 
New  York  State  41  died  before  completing 
their  first  year.  This  rate  of  infant  mortality  is 
the  lowest  ever  recorded  in  the  state;  it  repre- 
sents a decrease  of  10  per  cent  from  the  previous 
minimum  of  1937  and  a reduction  of  almost  60 
per  cent  in  the  last  quarter  of  a century,  reports 
Health  News,  published  by  the  State  Depart- 
ment of  Health.  According  to  provisional 
figures,  the  infant  mortality  of  the  entire  country 
in  1938  was  51,  or  almost  25  per  cent  above  the 
figure  for  New  York  State. 

At  present,  by  far  the  most  important  cause  of 
death  in  infancy  is  prematurity,  being  responsi- 
ble for  32  per  cent  of  the  total  mortality.  Res- 
piratory diseases  were  next  in  order — 15  per 
cent,  while  injuries  at  birth  and  congenital  mal- 
formations accounted  for  13  per  cent  each.  The 
last  two  causes  of  infant  mortality  were  the 
exception  in  the  general  picture  of  steady  decline 


recorded  in  recent  years,  their  rates  having  re- 
mained practically  unchanged  for  the  entire 
period  of  years  for  which  accurate  statistics  are 
available.  In  the  last  decade  the  greatest  re- 
duction occurred  in  the  group  of  causes  titled 
“congenital  debility,  icterus  and  sclerema” — 
the  1938  rate,  0.5,  being  less  than  one  fifth  of  the 
rate  recorded  in  1929.  In  the  same  period  of 
years  the  death  rate  from  infectious  diseases 
dropped  from  4.6  to  1.8,  respiratory  diseases 
from  11.7  to  6.0,  gastrointestinal  diseases  from 
6.2  to  3.0. 

Detailed  statistics  available  for  the  state, 
exclusive  of  New  York  City,  show  that  in  the 
twenty-four-year  period  1915-1938  there  were 
steady  declines  in  the  mortality  of  infants  of  all 
ages,  the  degree  of  improvement  being  directly 
related  to  age.  The  least  reduction  in  mor- 
tality, 20  per  cent,  occurred  among  infants  who 
were  less  than  one  day  old,  while  the  mortality 
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of  infants  over  three  months  of  age  declined  75 
per  cent. 

The  mortality  among  Negro  infants  has  always 
been  higher  than  among  white  babies,  the  dis- 
parity being  greatest  after  the  first  month,  when 
the  causes  of  death  are  related  largely  to  en- 
vironmental conditions. 

The  mortality  among  children  of  foreign-bom 
mothers  has  declined  more  rapidly  than  that  of 
infants  whose  mothers  were  native  bom.  As  a 
result,  the  excess  of  mortality  among  the  former 
group  has  been  transformed  in  recent  years  into  a 


slight  excess  among  infants  of  native-born  mothers. 

For  years  New  Zealand  has  been  looked  on  as 
an  exemplar  of  achievement  in  the  protection  of 
infant  life.  In  1920  the  infant  mortality  of  New 
York  State  (86)  exceeded  that  of  New  Zealand 
(51)  by  69  per  cent,  while  last  year  the  disparity 
between  the  rates  (41  and  36)  was  but  14  per 
cent.  If  the  improvement  attained  in  this  com- 
paratively short  period  of  time  is  continued,  it 
may  not  be  too  much  to  hope  that  the  position 
now  occupied  by  the  distant  Dominion  will  be 
shared  by  the  state  of  New  York. 


Medical  Aid  to  China 


4 s this  issue  of  the  Journal  goes  to  press,  the 
United  Council  for  Civilian  Relief  in  China 
is  about  to  conclude  this  year’s  “Bowl  of  Rice” 
party  campaign  to  raise  funds  for  the  stricken 
people  of  war-torn  China.  Colonel  Theodore 
Roosevelt,  Jr.,  is  National  Chairman  of  the 
Council,  which  turns  over  the  funds  raised  to  the 
American  Bureau  for  Medical  Aid  in  China. 
The  Bureau  makes  its  purchases  in  accordance 
with  instructions  from  the  Chinese  Red  Cross  and 
an  American  Advisory  Council  in  Shanghai. 

New  York  had  the  honor  of  inaugurating  the 
“Bowl  of  Rice”  campaign  when  “China  Day”  was 
held  at  the  Fair  on  October  10,  and  will  close  the 
campaign  with  a “Bowl  of  Rice  Ball”  at  the  Hotel 
Pierre  on  November  9.  During  the  week  of 
October  30,  hundreds  of  “Bowl  of  Rice”  parties 
were  held  all  over  the  United  States.  In  New 
York  and  San  Francisco  the  parties  took  the 
form  of  street  festivals  in  their  respective  China- 
towns, and  elsewhere  there  were  teas,  balls, 
bridge  parties,  and  dinners. 

China’s  needs  are  so  great  that  the  funds  thus 
raised  can  be  used  for  only  the  absolutely  essential 
supplies.  Since  September,  1937,  six  tons  of 
quinine  have  been  shipped ; other  medical  neces- 
sities sent  include  tetanus  antitoxin,  aspirin, 
morphine,  tannic  acid,  and  procaine  hydro- 
chloride. Since  the  rape  of  Nanking,  there  has 
been  urgent  need  of  antisyphilitic  drugs,  and 
much  neoarsphenamine  has  gone  to  stricken 
areas.  Thousands  of  biological  unit  kits  have 
been  prepared  for  field  workers  behind  and  in  the 
front-line  trenches.  The  summer  unit  kit  con- 
tains prophylaxis  against  tetanus,  cholera,  and 


gas  bacillus.  In  the  winter  kit,  diphtheria  anti- 
toxin and  pneumococcus  antiserum  are  added. 
Bandages  and  dressings  are  made  in  China. 
Microscopes,  laboratory  and  surgical  supplies, 
and  x-ray  equipment  are  sent  from  the  United 
States.  It  is  the  definite  policy  of  the  Bureau  to 
spend  a considerable  portion  of  the  funds  col- 
lected in  America  for  American  supplies  in  the 
American  market.  In  this  way  money  is  kept  in 
America,  and  China  receives  supplies  of  assured 
and  proved  quality. 

Three  medical  bases  in  Hongkong,  Indo-China, 
and  Burma  save  time  in  transport  of  supplies 
and  ensure  their  safe  arrival ; if  for  any  reason,  one 
route  is  shut  off,  the  supplies  go  by  the  alternate 
routes.  Ambulance  parts  are  sent  to  Hongkong 
and  assembled  there.  Because  there  are  so  few 
in  relation  to  the  desperate  need,  they  are  large 
and  accommodate  twelve  beds,  arranged  in  two 
tiers  of  six  each.  Medical  workers  are  divided 
into  fifty-nine  “flying  units,”  which  can  be 
shifted  quickly  to  go  to  the  aid  of  bombed  cities. 

Although  this  year’s  “Bowl  of  Rice”  campaign 
officially  ends  with  the  Hotel  Pierre  party  on 
November  9,  China’s  great  need  continues  the 
year  round,  and  contributions  can  be  sent  at  any 
time  to  the  national  headquarters  of  the  United 
Council  for  Civilian  Relief  at  1250  Sixth  Avenue, 
New  York  City. 

From  that  Council  comes  the  statement  that, 
two  years  ago,  China  was  the  first  foreign  nation 
to  cable  a large  sum,  without  appeal,  to  aid 
American  men,  women,  and  children  made  home- 
less in  our  own  flood  disasters. 


County  News 


Broome  County 

Dr.  George  E.  Ellis,  of  Binghamton,  who  died 
on  September  25,  at  the  age  of  75,  had  practiced 
medicine  forty-eight  years,  and  was  city  health 
officer  thirty-four  years. 

Columbia  County 

The  newly  elected  officers  of  the  Medical 
Society  of  the  County  of  Columbia  are  as 
follows:  president,  Dr.  Leon  J.  Shank,  Kinder- 
hook;  vice-president,  Dr.  R.  P.  Harris,  Hudson; 
secretary  and  treasurer,  Dr.  Henry  C.  Galster, 
Hudson;  censors:  Dr.  C.  G.  Rossman,  Hudson, 
Dr.  S.  V.  Whitbeck,  Hudson,  Dr.  F.  C.  Maxon, 
Chatham,  Dr.  C.  L.  Nichols,  Philmont,  Dr.  H.  G. 
Henry,  Germantown. — Reported  by  Henry  C. 
Galster,  M.D.,  Secretary . 


Erie  County 

The  poliomyelitis  cases  which  numbered  three 
hundred  and  thirty-six  during  the  recent  epi- 
demic are  on  the  wane.  Only  fifteen  were  re- 
ported the  past  week  and  for  the  total  number 
reported  there  were  only  nine  deaths. 

A meeting  of  the  Medical  Society  of  the 
County  of  Erie  was  held  in  connection  with  the 
Academy  of  Medicine  and  the  Edward  J.  Meyer 
Memorial  Hospital,  on  various  phases  of  the 
disease. 

When  Buffalo  schools  were  opened  many 
members  of  the  medical  society  volunteered  their 
services  to  the  Department  of  Child  Hygiene, 
and  a very  thorough  inspection  of  the  children 
in  public  and  private  schools  was  carried  on 
through  their  assistance. 
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The  newspaper  educational  program  which 
covered  twelve  page  issues  of  the  Sunday  Courier- 
Express  and  was  sponsored  by  Erie  and  Niagara 
counties  has  been  entirely  satisfactory. 

It  was  used  primarily  to  educate  the  public 
as  to  the  true  value  of  medical  service  and  the 
patient-physician  relationship,  as  opposed  to 
socialized  or  state  medicine. — Reported  by  Louise 
W.  Beamis,  M.D.,  Secretary. 

Essex  County 

The  annual  meeting  of  the  Medical  Society  of 
the  County  of  Essex  was  held  at  the  Elk  Restau- 
rant in  Ticonderoga  at  8:00  p.m.  on  October  3, 
1939.  In  addition  to  the  usual  business  meet- 
ing, reports  of ' committees,  etc.,  it  was  voted  to 
approve  the  formation  of  a woman’s  auxiliary 
and  to  invite  members  of  the  State  Woman’s 
Auxiliary  as  well  as  the  wives  of  members  to  the 
semiannual  meeting  to  be  held  on  June  4,  1940. 

It  was  voted  that  the  Medical  Society  of  the 
County  of  Essex  continue  the  present  calendar 
dues  year  rather  than  to  change  the  fiscal 
year. 

The  following  officers  were  elected  for  1940: 
president,  Dr.  L.  H.  Gaus;  vice-president,  Dr. 
John  S.  Miller;  secretary-treasurer,  Dr.  Harold 
J.  Harris;  delegate  to  State  Society,  Dr.  Harold 
J.  Harris;  alternate,  Dr.  James  M.  Walsh; 
delegate  at  the  Fourth  District  Branch,  Dr. 
Joseph  Geis;  alternate,  Dr.  T.  J.  Cummins; 
censors,  Dr.  T.  J.  Cummins,  Dr.  James  Glavin, 
and  Dr.  Violet  McCasland. 

The  scientific  session  consisted  of  an  address 
by  Dr.  Arthur  Vorwald',  of  Saranac  Lake,  on  the 
subject  of  silicosis,  and  there  was  further  discus- 
sion of  the  subject  by  Dr.  Thomas  J.  Cummins, 
of  Mineville,  who  illustrated  his  remarks  by  the 
presentation  of  a series  of  x-rays  of  various  stages 
and  types  of  silicotic  pulmonary  involvement 
encountered  in  his  industrial  practice.  There 
was  informal  discussion  and  questioning  on  this 
subject. — Reported  by  Harold  J.  Harris,  M.D., 
Secretary. 

Franklin  County 

Dr.  Thomas  J.  Collinson,  physician  and 
surgeon,  mayor  of  Tupper  Lake  and  chairman  of 
the  Republican  committee  for  the  town  of 
Altamont,  was  unanimously  elected  chairman 
of  the  Franklin  County  Republican  Committee 
at  a special  meeting  on  September  21. 

Kings  County 

Mobilization  of  more  than  100  physicians,  in 
a campaign  to  safeguard  the  health  of  school 
children  among  the  underprivileged  families  in 
their  populous  district,  has  been  launched  by 
the  South  Brooklyn  Medical  Society.  The  pro- 
gram includes  free  health  examinations  and 
vaccinations. 

This  is  the  first  step  by  an  organized  medical 
society  to  bring  clinic  patients  back  to  the  private 
physician’s  office,  it  was  announced  by  Dr.  L.  W. 
Pearson,  president  of  the  society. 

“We  have  found  that  the  health  examinations 
to  which  children  are  submitted  in  the  public 
schools,”  said  Dr.  Pearson,  “are  of  necessity 
much  too  cursory  to  be  of  any  great  value  in 
detecting  serious  physical  defects. 

“Sometimes  serious  physical  ills  are  missed. 


Physicians  who  have  volunteered  their  services 
will  give  each  child  applying  for  such  examina- 
tion and  vaccination  a thorough  and  painstaking 
physical  examination  in  the  presence  of  the 
parents. 

“Such  an  examination  is  possible  only  in  the 
unhurried  atmosphere  of  a private  physician’s 
office.  With  the  parents  present,  it  will  be 
possible  for  the  physicians  to  discuss  the  chil- 
dren’s health  on  a more  intimate  and  more  satis- 
factory basis.” 

Dr.  Pasquale  J.  Imperato,  chairman  of  the 
society’s  council,  who  with  Dr.  Julius  Schlein 
heads  the  special  committee  for  the  campaign, 
reported  that  the  list  of  physicians  available  for 
service  will  be  posted  in  the  principal’s  office  of 
every  public  school  in  the  district,  in  Board  of 
Health  offices  and  stations,  and  in  every  drug- 
store in  the  district. 

“There  are  no  strings  attached  to  this  plan,” 
Dr.  Imperato  said.  “Parents  who  take  advan- 
tage of  the  offer  are  under  no  obligation  either  to 
the  physician  or  to  the  Society. 

“We  feel  that  the  work  of  the  public  health 
clinics,  operated  by  municipal  or  State  govern- 
ment, should  be  confined  to  preventative  medi- 
cine. Treatment  should  be  entrusted  to  the 
practicing  physician.” 

Monroe  County 

The  twelfth  annual  postgraduate  lecture  series 
of  the  Monroe  County  Medical  Society  opened 
on  October  2 at  the  Rochester  Academy  of 
Medicine  with  an  address  by  Dr.  John  J.  Morton, 
professor  of  surgery  at  the  University  of  Roches- 
ter Medical  School,  on  “The  Medical  Man  in 
Relation  to  the  Cancer  Problem.” 

Other  county  lectures:  October  9,  Dr.  Fer- 

dinand J.  Schoeneck,  Syracuse  University, 
“Maternal  Mortality”;  October  16,  Dr.  John 
F.  Erdmann,  New  York  Post-Graduate  Medical 
School,  “Gallbladder  Disease”;  October  23, 
Dr.  John  D.  Lyttle,  Columbia  University, 
“Nephritis”;  October  30,  Dr.  Kenneth  R. 
McAlpin,  New  York  Presbyterian  Hospital, 
“Primary  and  Secondary  Anemia.” 

New  York  County 

The  Medical  Society  of  the  County  of  New 
York  and  the  New  York  County  Pharmaceutical 
Society,  cooperating  with  the  New  York  State 
Pharmaceutical  Association  and  the  Association 
for  the  Advance  of  Professional  Pharmacy,  are 
sponsoring  a series  of  lectures  on  “Prescription 
Writing”  for  members  of  the  Medical  Society  of 
the  County  of  New  York  and  students  of  medical 
and  pharmaceutical  colleges.  These  are  being 
held  at  the  Columbia  University  College  of 
Pharmacy,  115  West  68th  Street.  They  started 
on  October  26. 

The  Department  of  Health  of  New  York  City 
has  had  many  inquiries  from  physicians  and 
hospitals  in  regard  to  the  reporting  of  cancer  in 
New  York  City. 

A recent  communication  from  Dr.  Edward  S. 
Godfrey,  Jr.,  State  Health  Commissioner,  says 
that  the  Attorney  General  has  ruled  that  Chapter 
954  of  the  Laws  of  1939  is  not  applicable  to  the 
City  of  New  York. 

It  is  therefore  not  necessary  for  physicians  or 
institutions  to  report  cases  of  cancer. 
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The  Henry  Street  Visiting  Nurse  Service  has 
recently  expanded  its  twenty-four-hour  home 
delivery  nursing  service  to  cover  all  of  Man- 
hattan and  the  Bronx.  It  has  also  enlarged  its 
Appointment  Service  so  that  it  can  take  calls  in 
the  early  evening,  which  is  frequently  of  real 
convenience  to  people  who  work. 

The  service  is  not  for  the  poor  only.  The 
nurses  are  available  to  anyone  who  is  sick  at 
home,  under  medical  supervision,  and  in  need  of 
part-time  nursing  service.  Approximately  half 
of  the  work  is  paid  for;  the  other  half,  free,  is 
supported  by  funds  raised  in  the  annual  cam- 
paign each  fall. 

Niagara  County 

The  Medical  Society  of  the  County  of  Niagara 
met  on  Tuesday,  October  10,  at  the  DeGraff 
Memorial  Hospital,  in  North  Tonawanda,  and 
heard  a paper  by  Dr.  James  P.  Jordon,  of  Buffalo, 
on  “General  Management  of  Heart  Disease,” 
with  discussion  by  Dr.  Grant  Guillemont,  Dr. 
Raymond  Holt,  and  Dr.  Edwin  Shoemaker. — 
Reported  by  Forrest  W.  Barry,  M.D.,  Secretary. 

Dr.  Robert  P.  Reagon,  of  North  Tonawanda, 
was  named  president  of  the  Twin  City  Academy 
of  Medicine  of  the  Tonawandas  at  the  recent 
election  of  officers. 

Other  officers  elected  include:  Drs.  Ernest  B. 
Eldridge,  vice-president,  and  Francis  J.  Maher, 
treasurer.  Dr.  John  C.  Kinzly  was  re-elected 
secretary. 

Dr.  Richard  H.  Sherwood  is  a candidate  for 
mayor  of  Niagara  Falls  on  a fusion  ticket.  A 
newspaper  report  says: 

“Dr.  Sherwood  already  has  indicated  that  he 
will  make  issues  of  the  new  sewage  disposal 
plant,  the  health  department,  the  welfare  de- 
partment, and  the  water  supply,  contending  that 
‘their  importance  equals  the  importance  of  any 
problem  in  the  city.’ 

“The  would-be  mayor  is  a former  president  of 
the  Niagara  County  Medical  Society,  the  medi- 
cal staff  of  Niagara  Falls  Memorial  Hospital  and 
the  8th  district  branch  of  the  New  York  State 
Medical  Society.  In  1930  he  was  a leader  in  the 
Academy  of  Medicine’s  drive  for  a new  munici- 
pal hospital  at  the  Falls. 

“Then  he  helped  draft  recommendations  to 
Governor  Lehman  which  led  to  enactment  of  the 
new  workmen’s  compensation  law,  giving  workers 
free  choice  of  physicians  and  establishing  local 
medical  committees  to  ensure  high  quality  of 
medical  care.  Dr.  Sherwood  has  always  been  a 
strong  advocate  of  greater  medical  management 
of  hospitals  and  of  greater  representation  of 
doctors  and  patients  on  their  governing  boards.” 

Oneida  County 

Speaking  at  the  annual  joint  meeting  of  the 
Syracuse  Academy  of  Medicine  and  the  Utica 
Academy  of  Medicine  at  Teugega  Country  Club 
at  Rome,  on  September  21,  Dr.  J.  Howard 
Ferguson,  Syracuse,  discussed  problems  facing  a 
doctor  at  the  scene  of  a crime.  Saying  close  co- 
operation is  essential  between  physician,  chem- 
ist, and  police  officers,  Dr.  Ferguson  stressed  the 
need  for  picture-taking  at  the  crime  scene,  since 
details  are  easily  forgotten.  He  supplemented 
his  talk  with  slides  and  explained  how  circum- 
stances surrounding  a gunshot  wound  can  be 


determined  by  its  appearance,  pointing  out  that 
a physician  can  tell  whether  the  gun  was  held 
close  to  the  victim  or  fired  from  long  range. 
The  appearance  of  the  wound  also  betrays  the 
angle  that  the  bullet  entered,  he  said. 

The  talk  followed  a dinner  and  sports  program 
in  charge  of  the  Syracuse  Academy,  with  Dr. 
Brooks  McCuen,  president  of  the  Syracuse 
Academy  of  Medicine,  in  charge  of  the  after- 
dinner  session.  Dr.  Joseph  L.  Golly,  Rome,  is 
president  of  the  Utica  Academy,  and  extended 
welcome  to  the  85  guests  present.  It  was  de- 
cided in  a brief  business  session  to  hold  the  next 
joint  meeting  in  Syracuse. 

The  two  academies  engaged  in  their  annual 
golf  match  in  the  afternoon  with  the  Syracuse 
group  winning  the  trophy. 

Onondaga  County 

The  first  institute  on  nutrition  and  diet, 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York,  is  being  conducted  on  four  con- 
secutive Wednesdays,  beginning  October  18,  at 
the  College  of  Medicine,  Syracuse  University. 

On  each  day  three  subjects  are  considered,  a 
physician  and  dietitian  speaking  on  each  topic, 
with  practical  demonstrations  being  given,  out- 
lines of  each  lecture  distributed,  and  ample  time 
for  questioning  provided. 

The  one-day-a-week  plan  was  adopted  in  order 
that  the  physicians’  practice  would  be  least  dis- 
turbed. The  course  covers  the  entire  field  of 
medicine,  and  speakers  are  authorities  on  subjects 
assigned,  representing  most  of  the  medical  col- 
leges of  the  state. 

The  initial  program  on  the  opening  day  had 
lectures  by  Dr.  A.  F.  R.  Andresen,  Long  Island 
College  of  Medicine,  Brooklyn,  on  “General 
Consideration  of  Diet”;  Dr.  Russell  L.  Cecil, 
Cornell  University  Medical  School,  New  York 
City,  “Diet  in  Cardiac  Diseases  and  Arthritis,” 
and  Dr.  Robert  A.  Cooke,  Cornell  University 
Medical  School,  “Diet  in  Relation  to  Allergy.” 

Other  medical  authorities  heard  on  October 
25,  were  Dr.  Edward  C.  Hughes,  College  of 
Medicine,  Syracuse  University;  Dr.  Henry  L.  K. 
Shaw,  Albany  Medical  College,  and  Dr.  Thomas 
T.  Mackie,  Roosevelt  Hospital,  New  York. 

On  November  1,  Dr.  Charles  B.  F.  Gibbs, 
University  of  Rochester  School  of  Medicine; 
Dr.  William  A.  Groat,  College  of  Medicine, 
Syracuse  University;  and  Dr.  A.  H.  Aaron, 
University  of  Buffalo  School  of  Medicine,  are  on 
the  program. 

On  November  8,  Dr.  William  S.  McCann  and 
Dr.  John  R.  Murlin,  University  of  Rochester 
School  of  Medicine,  and  Dr.  Samuel  Standard, 
New  York  University  College  of  Medicine,  will 
speak. 

Ontario  County 

The  annual  meeting  of  the  Ontario  County 
Medical  Society  was  held  in  Canandaigua  on 
October  10.  The  business  session  at  5:00  p.m. 
was  followed  by  dinner  at  6:30  and  scientific 
session  at  7:30,  with  the  following  program: 

1.  Burn  Cases,  End  Results.  Lantern  Slides 
and  Photos — Dr.  R.  E.  Doran,  Geneva; 

2.  Poliomyelitis.  Dr.  Francis  Gustina,  Chief 
of  Pediatric  and  Communicable  Disease  Service, 
Edward  J.  Meyer  Memorial  Hospital  (City 
Hospital),  Buffalo. 
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Otsego  County 

A well-attended  meeting  of  the  Otsego  County 
Medical  Society  was  held  at  the  Cooper  Inn, 
Cooperstown,  on  Friday  evening,  September  29. 
Dr.  Eldridge  H.  Campbell,  Neurosurgeon,  Al- 
bany City  Hospital,  spoke  on  “Injuries  of  the 
Head,”  and  Dr.  John  E.  Scarff,  Neurosurgeon, 
Neurological  Institute,  New  York  City,  spoke  on 
“Injuries  of  the  Spine.” — Reported  by  F.  J. 
Atwell,  M.D.,  Secretary. 

St.  Lawrence  County 

The  Medical  Society  of  the  County  of  St. 
Lawrence  will  hold  its  annual  meeting  November 
2 at  the  Arlington  Inn  in  Potsdam.  Dinner 
will  be  at  7 : 30  and  a business  meeting  will  fol- 
low at  8:30.  There  will  be  an  address  by  Dr. 
John  Free,  of  Ogdensburg,  on  “Chest  Surgery” 
(illustrated  with  moving  pictures).  Dr.  Jay 
Meeker,  also  of  Ogdensburg,  will  give  the  presi- 
dent’s address — his  subject,  “Delivery  of  the 
Occiput  Through  a Presenting  Cervix.” — Re- 
ported by  Robert  J.  Reynolds,  M.D.,  Secretary. 

Suffolk  County 

Citing  reasons  why  the  Suffolk  County  De- 
partment of  Health  seeks  to  enforce  its  order 
requiring  pasteurization  of  milk  sold  in  the 
county  after  January  1,  1940,  Dr.  William  H. 
Ross,  chairman  of  the  board,  has  issued  a state- 
ment to  acquaint  the  public  with  facts  concerning 
the  step  to  safeguard  health. 

Dr.  Ross  states,  in  part: 

There  have  been  151  milkbome  outbreaks  of 
communicable  disease  in  New  York  State  outside 
of  New  York  City  from  1917  to  1939.  Of  these, 
148  outbreaks  have  been  scientifically  traced  to 
the  use  of  raw  milk.  One  was  traced  to  con- 
tamination in  the  illness  of  a handler  of  milk 
after  pasteurization.  One  epidemic  was  traced 
to  a defective  apparatus.  One  of  them  was 
proved  fraudulent  labeling.  The  number  of 
cases  of  known  illness  in  these  epidemics  was 
8,332.  It  is  believed  that  the  number  is  larger 
because  it  is  known  that  not  all  cases  of  illness 
were  reported. 

The  occurrence  of  over  8,300  cases  of  milk- 
borne  infection  excluding  tuberculosis  in  the  last 
twenty-two  years  is  no  small  matter. 

Increasing  numbers  of  cases  of  undulant  fever 
are  being  discovered  in  New  York  State — 272  in 
the  last  year.  The  source  that  has  been  traced 
is  raw  milk  or  cream  from  infected  cows. 

The  large  reduction  in  infant  death  rates  in 
the  last  two  decades  is  mainly  due  to  pasteuriza- 
tion. 

Pasteurization  is  for  the  purpose  of  destroying 
bacteria  in  milk  that  cannot  be  kept  out  of  it  in 
the  usual  conduct  of  human  affairs.  Workers 
in  the  production  of  milk  may  have  sore  throats 
and  infect  the  teats  of  the  cow  in  milking,  or 
workers  may  be  unknown  carriers  of  disease  such 
as  typhoid  or  dysentery,  or  they  may  have  small 
infections  on  their  fingers  not  sufficiently  painful 
to  make  them  stop  their  work,  and  in  these 
cases,  milk  may  be  infected. 

The  Division  of  Laboratories  and  Research  of 
New  York  State  says  that  there  is  not  a record 
of  an  epidemic  of  sore  throat  in  New  York  State 
traced  to  the  use  of  properly  pasteurized  milk. 

The  Department  of  Health  will  not  knowingly 
take  a backward  step  in  the  prevention  of  disease. 


It  will  not  endorse  nonpasteurized  milk  It  is 
willing  to  harmonize  the  time  of  the  establish- 
ment of  pasteurization  with  public  opinion. 

Dr.  E.  Agate  Foster,  a practicing  physician  in 
Patchogue  for  forty-nine  years  and  former 
president  of  the  Suffolk  County  Medical  Society, 
died  on  September  28  at  his  home  in  that  village. 
He  was  seventy-two  years  old. 

Dr.  Foster  also  was  president  of  the  People’s 
National  Bank  of  Patchogue  and  a past-president 
of  the  Suffolk  County  Bankers  Association. 

Washington  County 

The  annual  meeting  of  the  Medical  Society 
of  the  county  of  Washington  was  held  October  3, 
1939,  at  Hudson  Falls. 

Officers  were  elected  for  1940  as  follows: 
president,  Dr.  Vernon  K.  Irvine,  Granville; 
vice-president,  Dr.  William  C.  Cuthbert,  Hudson 
Falls;  secretary,  Dr.  D.  M.  Vickers,  Cambridge; 
treasurer,  Dr.  Charles  A.  Prescott,  Hudson  Falls ; 
censors:  Dr.  Charles  H.  Holmes,  Cambridge 

(Chairman),  Dr.  Edward  D.  Farrell,  Whitehall, 
Dr.  Roy  E.  Borrowman,  Fort  Edward;  chair- 
man, committee  on  legislation.  Dr.  Walter  A. 
Leonard,  Cambridge;  chairman,  public  relations 
committee,  Dr.  M.  A.  Rogers,  Greenwich; 
delegate  to  State  Society,  Dr.  D.  M.  Vickers, 
Cambridge. 

After  the  business  meeting,  scientific  papers 
were  presented  as  follows:  “Sulfapyridine  in 

General  Practice,”  Dr.  William  B.  Nuzzo, 
Hartford;  “Some  Other  Uses  for  Gentian 
Violet,”  Dr.  V.  K.  Irvine,  Granville;  “Some 
Economic  Problems  in  Modern  Medicine,” 
Dr.  Homer  L.  Nelms,  Albany;  “A  Discussion 
of  Fungus  Infections  and  Their  Treatment,” 
Dr.  Francis  O’Brien,  Albany  School  of  Pharmacy. 

Dinner  was  served  at  the  Carlton  Hotel. — 
Reported  by  D.  M.  Vickers,  M.D.,  Secretary. 

Westchester  County 

Attempts  of  various  lodges,  labor  groups,  and 
social  clubs  throughout  Westchester  County  to 
have  physicians  attend  members  in  mass  medical 
care  at  lowered  rates  will  meet  with  failure, 
according  to  a report  of  the  Public  Relations 
Committee  adopted  by  the  Westchester  County 
Medical  Society  at  its  first  meeting  of  the  fall 
season  held  at  the  New  York  Hospital,  West- 
chester Division,  on  September  19. 

The  society  characterized  as  a “snare  and  a 
dangerous  delusion”  cheap  medical  care  plans 
contemplated  by  the  various  groups.  Under 
these  plans,  contracts  are  offered  local  physicians 
to  attend  all  medical  needs  of  individuals  in 
these  groups,  in  exchange  for  retaining  fees  of  a 
few  dollars  per  year  for  each  individual  member. 

“Such  extreme  cut-rate  plans,”  the  society 
asserted,  “will  provide  false  security  to  those 
who  rely  upon  them  for  medical  care,  and  in- 
evitably the  standards  of  medical  service  will 
suffer.  Neither  the  public  nor  the  medical  pro- 
fession can  or  will  tolerate  a lowering  of  the 
quality  of  medical  service,  and  the  first  duty  of 
the  medical  profession  is  to  protect  and  elevate 
these  standards  in  the  public  interest.  This  the 
County  Medical  Society  proposes  to  do  and  it 
covets  the  interest  and  support  of  the  public  in 
this  effort.” 

At  the  same  time  the  society  took  action  on 
another  front  to  safeguard  the  quality  and  effec- 
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tiveness  of  medical  care  for  citizens  on  public 
relief  rolls,  by  formal  approval  of  a plan  for  co- 
operative administration  of  medical  welfare 
service  that  has  been  prepared  by  a joint  com- 
mittee of  welfare  officers  and  physicians  repre- 
senting the  society.  This  plan  guarantees  the 
patient  freedom  to  choose  his  own  physician, 
preserving  the  confidential  relationship  between 
patient  and  physician,  and  assures  maintenance 
of  adequate  standards  of  service  by  establish- 
ment of  a system  of  professional  control  of  the 
services  rendered.  The  plan,  which  also  pro- 
vides for  expert  medical  guidance  of  the  medical 
programs  and  policies  of  the  welfare  department, 
has  been  accepted  by  six  local  welfare  offices  and 
by  the  County  Department  of  Public  Welfare 
under  Commissioner  Ruth  Taylor. 

The  Special  Committee  on  Cancer,  under  the 
chairmanship  of  Dr.  Dalldorf  of  Grasslands 
Hospital,  announced  that  a competitive  exhibit 
of  cancer  work  by  members  of  the  local  society 
will  be  held  in  connection  with  the  society  meet- 
ing in  January.  Individual  members,  groups, 
and  the  cancer  clinics  are  invited  to  exhibit 
case  records,  histories,  new  or  improved  instru- 
ments or  other  equipment,  examples  of  can- 
cer follow-up  service,  or  any  other  type  of 
achievement  in  cancer  work.  A special  award 
will  be  given  the  physician  or  group  presenting 
the  most  worthy  exhibit. 

The  society’s  guest  speaker  was  Dr.  Paul 
Reznikoff,  Associate  Physician  of  the  Depart- 
ment of  Internal  Medicine  at  New  York  Hospital 
and  Bellevue  Hospital,  whose  subject  was 
“Disorders  of  the  Blood  in  General  Practice.” 
Discussion  of  Dr.  Reznikoff’s  paper  was  opened 
by  Dr.  Daniel  A.  MacDonald,  of  White  Plains, 
and  Dr.  Ward  H.  Cook,  of  Yonkers.  Dr.  Ralph 
T.  B.  Todd,  of  Tarrytown,  President  of  the 
society,  presided,  and  more  than  two  hundred 
physicians  from  all  parts  of  the  county  were  in 
attendance. 

A new  health  education  service  available  to 
Parent-Teacher  groups,  service  clubs,  women’s 
clubs,  and  other  lay  groups  throughout  West- 
chester County  was  inaugurated  on  October  2 
by  the  Westchester  County  Medical  Society, 
according  to  an  announcement  by  the  Public 
Health  Committee  of  the  society. 

Dr.  Edward  H.  Marsh,  of  White  Plains,  chair- 
man of  the  committee,  explained  that  the  pur- 
pose of  this  program  is  two-fold.  One  objective 
is  to  focus  public  attention  each  month  upon  a 
single,  timely  health  subject. 

The  committee  has  laid  out  the  following 
schedule  of  month-by-month  educational  pro- 
grams. In  October,  “Mental  Hygiene”;  No- 
vember, “Cancer”;  December,  “The  Conserva- 
tion of  Eyesight  and  Hearing,”  and  “Traffic 


Safety  and  Prevention  of  Accidents  in  the 
Home”;  January,  “Pneumonia  and  the  Com- 
mon Cold”;  February,  “Healthy  Adults  for 
Healthy  Children”;  March,  “Preventive  Medi- 
cine and  Child  Health”;  April,  “Tuberculosis”; 
May,  “Maternal  Welfare”;  and  June,  “The 
Pre-School  Examination  of  Children.” 

Each  month  the  committee,  in  collaboration 
with  the  specialized  committees  of  the  County 
Medical  Society,  will  prepare  a health  talk, 
reading  time  from  five  to  ten  minutes,  and  copies 
of  these  talks  will  be  sent  to  units  of  the  PTA 
and  other  organizations  or  clubs  desiring  to  re- 
ceive them.  Each  talk  will  present  in  an  inter- 
esting manner  such  fundamental  facts  about  the 
subject  of  the  month  as  every  layman  should 
know. 

At  the  same  time  speakers  will  be  available 
through  the  society’s  speaker’s  bureau,  to  pre- 
sent a more  extended  discussion  of  the  subject. 
This  month-by-month  Health  Education  pro- 
gram has  already  had  one  year’s  successful  trial 
on  a limited  basis  with  the  Parent-Teacher 
Association,  and  the  popular  response  was  so 
great  last  year,  Dr.  Marsh  said,  that  the  com- 
mittee is  convinced  it  should  be  offered  to  other 
groups  as  well  as  the  PTA. 

The  second  aspect  of  the  educational  program, 
the  committee  reports,  will  be  an  active  solicita- 
tion of  speaking  dates  for  physician-members  of 
the  County  Medical  Society  who  have  volun- 
teered their  services  to  the  committee  for  health 
talks  before  lay  groups.  Speakers  are  to  be 
made  available  on  a large  range  of  health  topics 
of  popular  interest. 

The  entire  health  education  program,  Dr. 
Marsh  said,  will  be  given  by  the  county  society 
and  its  individual  members  as  a public  service, 
and  these  services  are  offered  without  cost  to 
the  lay  groups.  Any  organization  in  the  county 
desiring  speakers,  or  wishing  to  be  placed  on  the 
mailing  list  for  the  health  talks,  is  cordially  in- 
vited to  communicate  with  the  office  of  the  West- 
chester County  Medical  Society  in  White  Plains. 

“Important  news  is  the  announcement  by 
Health  Commissioner  T.  A.  Jost,  on  the  eve  of 
his  departure  for  a special  public  health  course 
at  Harvard,  that  this  city  will  have  the  first  free 
municipal  cancer  clinic  in  New  York  State,” 
says  the  Mt.  Vernon  Argus,  which  adds:  “And 
not  the  least  satisfactory  element  of  the  an- 
nouncement is  the  declaration  that  the  new  clinic 
will  add  nothing  to  the  taxpayers’  bills.  For 
this  the  city  owes  a debt  of  gratitude  to  Dr. 
William  T.  Liccione  who  will  furnish  his  dis- 
tinguished services  as  head  of  the  clinic  without 
remuneration  of  any  kind.  It  is  expected  that 
other  doctors  will  volunteer  for  this  life-saving 
work  without  pay.” 


NINETY  PER  CENT  IN  HIGH  SCHOOL  LACK  MEDICAL  CARE 


Nearly  90  per  cent  of  New  York  City  aca- 
demic high  school  students  are  suffering  from 
physical  ailments  and  are  in  need  of  medical 
attention,  it  is  disclosed  in  a public  health  study. 

To  remedy  this  situation,  the  study,  con- 
ducted by  the  Department  of  Health,  the  Board 
of  Education,  and  the  Progressive  Education 
Association,  recommends  that  medical,  nursing, 


and  dental  services  be  introduced  in  the  aca- 
demic high  schools  of  this  city.  At  present,  the 
educators  report,  these  services  are  almost  en- 
tirely lacking. 

According  to  the  study,  only  in  the  elementary, 
junior,  and  vocational  high  schools  is  any  at- 
tempt made  to  provide  adequate  medical  and 
nursing  aid  to  the  children. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
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Albany  County 

The  first  regular  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  County 
of  Albany  was  held  September  27.  Miss  Mary 
Thomas,  Executive  Secretary  of  the  Albany 
County  Chapter  of  the  American  Red  Cross, 
was  the  guest  speaker  and  her  topic  was  “Emer- 
gency Red  Cross  Closet.’’  It  was  agreed  at 
this  meeting  that  the  auxiliary  would  undertake 
to  equip  the  Emergency  Closet  to  be  available 
for  the  physicians  of  Albany  County. 

A motion  was  made  and  carried  that  a check 
for  ten  dollars  be  sent  to  Mrs.  Carlton  Potter, 
state  treasurer,  to  be  contributed  to  the  Physi- 
cians’ Home  in  New  York  State. 

To  enlarge  our  treasury,  a card  party  and 
bake  sale  was  held  at  St.  Peter’s  Hospital  Audi- 
torium on  October  24. 

Columbia  County 

The  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  County  of  Columbia  held  its  first 
meeting  of  the  fall  and  winter  season  on  Septem- 
ber 22  at  Liberty,  where  the  recently  organized 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Sullivan  met  with  them. 

On  October  24  the  auxiliary  held  a luncheon 
meeting  at  the  General  Worth  Hotel,  Hudson,  at 
which  Miss  Eleanor  Neal,  R.N.,  Director  of 
Nursing  of  the  Hudson  City  Hospital,  was  the 
speaker. 

The  annual  meeting  will  take  place  at  the 
General  Worth  Hotel  on  November  10.  Follow- 
ing the  meeting  a benefit  card  party  will  be 
held. 

Nassau  County 

The  Woman’s  Auxiliary  of  Nassau  County 
held  the  first  regular  meeting  of  the  fall  in  the 
Nassau  Hospital  Auditorium  on  September  26, 
with  Mrs.  Luther  Kice  presiding.  It  was  our 
privilege  to  have  two  members  of  our  advisory 
council  with  us.  Dr.  Louis  Van  Kleek  and  Dr. 
Charles  Martin. 

Miss  Muriel  Bliss,  Chairman  of  the  Nassau 
County  committee  on  cancer,  was  the  guest 
speaker.  The  cancer  clinic  was  organized  in 
1928.  The  aims  of  the  clinic  are:  first,  to 

improve  facilities  in  Nassau  County.  (A  tumor 


clinic  was  established  in  the  Meadow  Brook 
Hospital  and  is  now  called  the  model  clinic. 
The  clinic  then  purchased  radium  and  in  1938 
added  the  services  of  a visiting  nurse  who  made 
over  eleven  hundred  visits  in  one  year.)  Second, 
to  offer  opportunities  to  the  medical  society  in  the 
field  of  diagnosis  and  treatment;  third,  to  edu- 
cate the  public. 

The  October  meeting  of  the  auxiliary  was  held 
in  cooperation  with  the  cancer  clinic  at  the  Cathe- 
dral House  in  Garden  City.  At  luncheon  Mrs. 
Luther  Kice  acted  as  chairman.  Dr.  Earle 
Brown  and  Dr.  Arthur  Martin  were  speakers. 
At  the  afternoon  session  Dr.  Richard  Derby 
acted  as  chairman.  The  guest  speakers  were  Dr. 
Louis  Kress,  director  of  division  of  cancer  control 
of  New  York  State  Department  of  Health, 
and  Dr.  Norman  Treves,  consultant  at  Meadow 
Brook  Tumor  Clinic. 

Onondaga  County 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Onondaga  was  held 
October  3 in  St.  Joseph’s  Hospital  nurses’  audi- 
torium. Judge  Benjamin  Shove  was  the  speaker 
of  the  evening.  Mrs.  Paul  Cramer  was  the  chair- 
man of  hostesses. 

Saratoga  County 

The  last  quarterly  meeting  of  the  year  was 
held  on  October  3 at  the  home  of  Mrs.  M.  D. 
Duby,  Schuyler ville.  Plans  were  made  at  this 
time  to  entertain  the  various  county  auxiliary  of- 
ficers at  Saratoga  Springs  on  October  17  and  18. 
Dr.  James  P.  English,  Schuyler  ville,  spoke  on 
“The  Place  of  the  Hospital  in  a Community,” 
and  Dr.  Edward  J.  Callahan,  Saratoga  Springs, 
on  “The  Common  Cold.”  This  was  followed  by 
two  songs  rendered  by  Mrs.  Joseph  Bolton  of 
Stillwater.  Mrs.  Thomas  E.  Bullard,  Schuyler- 
ville,  gave  an  interesting  and  amusing  talk  on 
her  experiences  as  a country  doctor’s  wife  over  a 
period  of  four  decades. 

The  Saratoga  Springs  Woman’s  Auxiliary  in 
cooperation  with  the  Medical  Society  has  or- 
ganized a Speakers’  Bureau  whose  services  are 
available  to  any  organization  desiring  health 
talks.  Plans  are  also  under  way  for  an  Institute 
on  Maternal  Care. 


ONE  MORE  PERIL  IS  TOO  MANY 

Poisonous  lipsticks  have  been  discovered  on 
the  market  by  the  sleuths  of  the  Food  and 
Drug  Administration,  who  are  seizing  and  con- 
fiscating them  by  tens  of  thousands.  One  batch 
of  40,000  was  taken  in  June  as  it  entered  New 
York  harbor.  They  come  from  France,  and 
contain  selenium.  Feminine  lips  are  attended 
with  enough  perils  already,  without  adding  this 
new  danger. 


PUBLIC  IS  CONVINCED 

The  Medical  Society  of  the  State  of  New  York 
is  making  an  effort,  and  seemingly  an  effective 
effort,  to  marshal  public  opinion  against  social- 
ized medicine,  or  state  medicine.  In  opposing 
this  sort  of  thing,  the  doctors  have  at  least  one 
consideration  in  their  favor.  Signs  are  not 
wanting  that  the  American  public  is  pretty  well 
fed  up  on  bureaucracy  and  all  its  works. 

— New  York  Sun 
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Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Epidemiology  by  the  Private  Practitioner 


Out  in  the  Buffalo  district  they  are  still 
persuaded  that  the  most  effective  work  in 
the  epidemiology  of  syphilis  can  be  done  by  the 
private  physician  in  those  early  cases  of  syphilis 
that  occur  in  his  own  patients.  The  epidemi- 
ologists of  the  health  department  visit  the  physi- 
cian and  make  him  a present  of  the  official  form 


that  has  been  drawn  up  to  facilitate  such  in- 
vestigation. The  results  of  this  attempt  to  se- 
cure his  collaboration  have  not  yet  been  very 
encouraging  but  the  Department’s  specialists 
still  feel  that  once  a physician  has  enjoyed  the 
satisfaction  of  tracing  the  infection  of  his  patient 
to  its  source,  he  will  be  a more  enthusiastic  sleuth. 


The  New  Certificates 


It  is  two  years  since  the  U.  S.  Bureau  of  the 
Census  began  its  patient  work  to  secure  revi- 
sion of  the  birth,  stillbirth,  and  death  certificates 
on  which  the  nation’s  vital  statistics  ultimately 
depend.  In  Germany  or  in  Russia  the  revision 
would  have  been  accomplished  in  a few  hours  but 
in  a democracy  much  consultation  and  discus- 
sion must  precede  such  a step,  especially  where 
the  Boards  of  Health  of  forty-eight  states  and 
territories  must  be  persuaded,  since  they  cannot 
be  compelled,  to  adopt  the  new  forms  resulting 
from  the  various  deliberations. 

The  subject  was  discussed  at  the  meeting  of 
the  American  Public  Health  Association  in  New 
York  City  two  years  ago.  Thereafter  some  8,000 
questionnaires  were  mailed  and  some  1,500  re- 
plies were  analyzed.  A special  subcommittee 
of  state  registrars  worked  with  the  Bureau  to 
draft  revised  certificates  which  were  then  sub- 
mitted to  all  the  states  for  criticism.  And  so  on: 
altogether  there  have  been  three  revisions.  I 
might  fill  two  more  paragraphs  just  by  listing 
the  various  organizations  that  have  been  con- 
sulted; the  American  Medical  Association  is, 
of  course,  among  them. 

The  new  forms  will  be  distributed  to  local 
registrars  in  upstate  New  York  on  or  about  De- 
cember 15  and  should  be  used  throughout  the 
state,  exclusive  of  New  York  City,  beginning 
January  1,  1940.  Proofs  have  already  been  re- 
ceived at  Dr.  DePorte’s  office  in  Albany.  One 
is  struck  at  once  by  a great  improvement  in  dis- 
tinguishing clearly  the  place  where  the  event 
takes  place  and  the  usual  residence  of  the  prin- 
cipal character — the  mother  or  the  deceased  as 
the  case  may  be.  There  is  an  important  change 
in  the  form  of  death  certificates : instead  of  ask- 
ing for  the  cause  of  death  and  contributing  causes, 
the  new  form  calls  for  the  immediate  cause  of 
death  and  for  a statement  of  the  causes  to  which 
this  immediate  cause  is  due.  There  is  a space  for 
recording  “other  conditions  (including  preg- 


*  Political  Arithmetic,  edited  by  Lancelot  Hogben, 
F.R.S.  London:  George  Allen  and  Unwin  Ltd.  1938 


nancy  within  three  months  of  death).”  If  more 
than  one  cause  appears  on  the  certificate  the 
certifying  physician  is  requested  to  underline  the 
cause  to  which,  in  his  opinion,  the  death  should 
be  charged.  This  inquiry  is  essentially  similar 
to  that  made  in  England  since  1926  and  in 
Canada  since  1935.  It  paves  the  way  to  that 
desirable  goal — the  establishment  of  the  cause  of 
death  by  clinical  judgment  rather  than  by 
statistical  rote.  At  the  same  time  it  makes  pos- 
sible objective  observation  of  the  degree  to 
which  clinical  judgment  can  be  trusted  to  give 
uniform  results  under  essentially  similar  cir- 
cumstances. 

The  following  questions  will  appear  on  the 
birth  certificates  used  in  most  if  not  all  of  the 
states. 

“Pregnancy,  complications  of: 

Labor,  complications  of: 

Were  any  operative  or  instrumental  procedures 

used? 

Specify 

Indications 

Did  baby  have  any 

(1)  Congenital  malformation? Describe 

(2)  Birth  injury? Describe 

Weight  of  baby  at  birth grams  or.  . . .lbs ozs.’ 

The  answers  to  these  questions  will  be  con- 
sidered confidential  and  will  be  used  only  for 
statistical  purposes.  In  this  state  the  addition 
merely  makes  statewide  a service  that  has  al- 
ready been  instituted  in  Broome  and  Erie  coun- 
ties at  the  instigation  of  the  respective  county 
medical  societies.  Other  county  medical  so- 
cieties will  now  have  available  in  a somewhat 
elaborated  form  this  information  which  the 
medical  societies  of  these  two  counties  have  found 
to  be  so  valuable  in  the  past. 

The  certificates  used  in  New  York  State  will 
have  the  above  questions  on  the  reverse  side  and 
also  this  additional  question:  “Total  number  of 
years  the  mother  has  been  married.”  Those  who 
have  read  their  Political  Arithmetic*  will  have  no 
difficulty  in  appreciating  the  demographic  possi- 
bilities of  this  last  inquiry. 


Doctor:  “Shall  I make  a statement  now  to  Coroner:  “No,  just  state  that  you  treated 
the  effect  that  he  is  dead?”  him.” — Neb.  State  Med.  Jour. 
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Cowpox  Following  Vaccination 

Stanley  W.  Sayer,  M.D.,  Gouverneur,  N.  Y. 
New  York  State  Department  of  Health 


IN  a previous  issue*  I reported  with  Dr.  Frank- 
lyn  B.  Amos  an  “Outbreak  of  Cowpox,  Caused 
by  Vaccination,  Involving  Two  Families  and 
Two  Herds  of  Cattle.”  At  that  time  we  stated: 
“After  careful  inquiry  we  have  been  able  to 
find  no  report  in  medical  literature,  and  only  one 
report  in  veterinary  literature,  of  an  outbreak  of 
cowpox  in  a herd  of  cattle  and  family,  undoubt- 
edly intit)duced  by  smallpox  vaccination.  Such 
occurrences  are  perhaps  not  as  rare  as  the  scar- 
city of  references  would  seem  to  indicate,  since 
several  textbooks  consulted  mention  such  pos- 
sibility but  cite  no  specific  instances.” 

Dr.  John  T.  Fowkes,  Sr.,  of  LaFargeville,  who 
brought  the  former  cases  to  our  attention, 
again  reports  similar  cases  in  the  same  family 
but  in  a different  herd  of  cattle  in  1939.  When 
the  1935  episode  was  over,  there  remained  but 
two  persons  in  the  Zina  F.  family  who  had  never 
either  been  vaccinated  or  had  cowpox,  namely, 
Zina  F.,  the  father,  aged  56,  and  the  daughter 
Ellen,  aged  12.  In  1937  this  family  moved  to 
another  dairy  farm  in  the  same  town.  On  May 
16,  1939,  Ellen  F.,  now  sixteen  years  of  age,  was 


* August  15.  1936,  Vol.  36,  No.  16. 


vaccinated  by  Dr.  Fowkes  and  a primary  take 
resulted.  The  vaccination  was  healed  on  June 
17.  During  the  period  of  vaccination  Ellen 
milked  in  the  dairy  which  consisted  of  thirty 
cows.  On  or  about  June  10  cowpox  began  to 
appear  among  the  cows  in  this  dairy  and  approxi- 
mately one-half  of  them  became  involved.  On 
June  20  Zina  F.,  who  is  also  a milker,  developed  a 
pimple  on  his  left  index  finger  which  grew  larger 
and  worse  and  between  July  1 and  July  6 he 
visited  Dr.  Fowkes  daily  for  treatment.  The 
finger  was  swollen  and  red,  the  axillary  glands 
were  swollen  and  tender.  The  lesion  consisted 
of  an  indurated  swelling  with  large  vesicle  and 
pustule.  It  did  not  occur  to  Dr.  Fowkes  that 
this  was  cowpox  until  the  previous  experience 
was  recalled.  The  F.  family  was  visited  by  my- 
self on  July  19.  Ellen  F.  showed  a typical  re- 
cent vaccination  scar  on  the  arm.  Zina  F.  still 
showed  a small  ulcerated  area  on  the  index 
finger  which  resembled  a healing  vaccination.  In- 
quiry failed  to  elicit  that  cowpox  existed  in  other 
dairies  in  the  vicinity,  and  there  were  no  new 
milkers  in  the  dairy  before  the  cowpox  developed. 
Cowpox  from  human  vaccination  is  undoubtedly 
rare  and  its  occurrence  twice  in  the  same  family 
seems  noteworthy. 


PHYSICIAN’S  POLITICS 

The  impression  is  abroad  that  organized  medi- 
cine has  joined  hands  with  a major  political 
party  in  its  natural  battle  of  attempting  to  oust 
the  one  presently  in  power  nationally,  and,  in 
many  places,  locally.  Nothing  could  be  more 
false  than  that  baseless  assumption,  declares  the 
Editor  of  Southwestern  Medicine  (Phoenix, 
Arizona).  Organized  medicine  is  composed  of 
individuals  possessing  the  American  right  to 
dissent  and  even  raise  hell,  he  avers,  with  the 
concepts  of  any  political  party  in  power.  As 
individuals  in  the  political  scene  of  this  nation, 
physicians  are  not  one  whit  more  endowed  with 
the  power  to  prescribe  for  society’s  ills  than  are 
other  men  not  possessed  of  an  M.D.  degree. 

It  is  definitely  not  the  province  of  any  scien- 
tific organization  to  take  sides  in  political  argu- 
ments between  parties  seeking  the  power  of 
public  office.  One  of  the  reasons  that  organized 
medicine  enjoys  the  proud  prestige  it  now  does 
is  simply  that  it  has  wisely  refrained  from 
mating  with  any  political  party.  One  reason 
why  certain  business  elements  in  this  land  now 
occupy  low  places  in  the  public’s  esteem  is  that 
these  elements  have  horned  in  on  political 
affairs,  thereby  had  mud  spattered  on  their  togas. 

Recently  the  fool  proposal  was  made  that  the 
physicians  of  America  should,  as  a group,  affiliate 
themselves  with  a certain  political  party.  That 
nutty  notion  was  hustled  out  of  their  front  pews 


in  a trice.  What  a grand  spectacle  it  would  be 
to  see  the  windy  orations  of  the  politicos  blazoned 
on  the  scientific  pages  of  our  journals! 

The  American  Medical  Association  heard 
enough  gibberish  a few  years  ago  at  Atlantic  City 
when  a United  States  Senator  rambled  un- 
steadily and  pointlessly  on  and  on  before  the 
House  of  Delegates.  Any  physician  who  cares 
to  waste  an  hour  or  so  might  try  reading  certain 
portions  of  the  Congressional  Record.  If,  after 
this  insulting  experience  to  his  mentality,  he  is 
still  enamored  of  politics  as  it  is  played,  let  him 
cast  about  windily  and  bellow  aberrant  ideas, 
and  soon  he’ll  be  hailed  as  a new  beardless  Moses 
by  the  brethren  down  at  precinct  headquarters. 
But  let  him  leave  his  medical  society  out  of  it. 
There  are  too  many  sick  people  needing  our  best 
brains  to  allow  our  dallying  in  the  devious  by- 
paths of  vote-snaring. 

True  enough,  many  American  physicians  do 
not  agree,  singly  or  collectively,  with  some  of  the 
buffoonery  now  on  the  stage  at  Washington. 
That,  praise  Jehovah,  is  the  birthright  of  all  of 
us,  ditchers  or  doctors,  he  believes.  But  let  no 
recruiting  sergeant  for  any  political  party  try  to 
weld  those  individual  opinions  into  a mass  move- 
ment of  organized  medicine  as  a whole.  He 
would,  by  his  failure,  be  transferred  to  the  street- 
cleaning department  in  an  outlying  precinct 
far  from  the  lush  downtown  beat. 


Hospital  News 

Future  of  the  Voluntary  Hospital 


This  important  question  was  discussed  by 
Dr.  G.  Harvey  Agnew,  in  his  presidential 
address  before  the  American  Hospital  Associa- 
tion at  its  recent  convention  in  Toronto,  now 
published  in  Hospitals  (Chicago).  “The  world 
is  changing  faster  today  than  perhaps  ever  before 
in  the  knowledge  of  man,’’  he  declared,  and,  as 
Kipling  said,  “We  are  bound  on  the  wheel  of 
things.”  Social  changes  are  going  on  all  around 
us,  and  “that  our  hospitals  should  be  vitally 
concerned  must  be  recognized  as  a truism.” 

In  Germany  state  institutions  have  almost  en- 
tirely replaced  the  voluntary  hospitals ; in  Russia 
the  voluntary  hospitals  have  disappeared.  The 
same  trend  is  seen  in  France  and  other  parts  of 
Europe,  in  Latin  America,  and  elsewhere.  In 
Great  Britain  the  voluntary  hospitals  are  making 
a strong  bid  to  hold  their  pre-eminent  place,  but 
their  future  is  dubious. 

“What  will  happen  here?”  asked  Dr.  Agnew. 
“Already,”  he  said,  “payment  for  large  groups  of 
patients  no  longer  comes  from  the  individual. 
We  see  this  in  compensation  work,  in  industry,  in 
veterans’  care,  mariners,  and  other  groups,  such 
as  the  hospital  service  plans.  We  see  it  in  the 
hospitalization  of  mental  patients,  many  tubercu- 
losis patients,  ‘reliefees,’  and  the  indigent.  Gradu- 
ally, year  by  year,  more  and  more  patients  are 
slipping  into  the  group  who  pay  only  indirectly 
or  through  the  state. 

“Voluntary  hospitals  now  treat  over  two- 
thirds  of  all  hospital  patients.  Will  these  hos- 
pitals be  replaced  gradually?  It  is  inconceiv- 
able that  any  sudden  change  would  take  place. 
Will  the  voluntary  system,  upon  which  our  whole 
conception  of  charity  is  based,  and  which  has 
meant  so  much  in  the  history  of  our  hospitals, 
be  replaced  by  a state-controlled  system  of  hos- 
pital care? 

The  Answer  Lies  in  Service 

“Undoubtedly  the  answer  will  lie  in  the  service 
given  to  the  public.  If  the  voluntary  hospital 
system  can  give  conclusive  proof  that  such  a sys- 
tem is  more  efficient,  more  economical,  and  con- 
tains more  of  the  milk  of  human  kindness,  the 
public  will  insist  upon  its  retention  and  give  it 
adequate  support.  But  it  cannot  expect  to  sur- 
vive if  it  proves  inefficient,  if  its  interests  are 
individual  rather  than  communal,  if  there  is  du- 
plication and  waste  of  effort,  and  if  it  does  not 
fully  meet  community  needs. 

“The  disintegration  of  our  voluntary  system 
would  be  a tremendous  loss,  a loss  the  repercus- 
sions of  which  would  extend  far  beyond  the  hos- 
pital field.  It  has  become  a symbol  of  our  civili- 
zation. It  epitomizes  the  humanitarian  instincts 
of  our  people.  It  is  the  very  essence  of  the  Chris- 
tian spirit.  Actually  it  means  an  investment  of 
one  and  one-half  billions  of  dollars  in  these  two 
countries  and  an  annual  maintenance  bill  of 
$380,000,000!  Our  voluntary  hospitals  annually 
care  for  6,500,000  public  ward  patients  and  over 
200,000,000  outpatients!  Nearly  600,000  babies 
are  born  there  each  year.  Truly,  a remarkable 
record. 


“In  all  fairness,  however,  we  must  not  make 
the  mistake  of  Hollywood  and  put  all  virtue  in 
one  character  and  all  evil  in  another.  We  must 
not  forget  that  some  of  the  finest  administrators 
and  most  conscientious  trustees  are  in  govern- 
ment hospitals.  Many  of  these  hospitals  are 
very  efficient  and  are  entirely  free  of  political 
interference. 

“The  problem  facing  the  voluntary  hospital 
today  is  that  of  continuing  to  meet  the  commu- 
nity needs  with  the  resources  available.  Yearly 
the  task  becomes  more  difficult.” 

Two  Alternatives 

“Obviously,”  said  Dr.  Agnew,  “the  load  has 
become  really  too  much  for  the  voluntary  hos- 
pitals.” There  are  “two  possible  alternatives 
before  us,”  he  declared.  One  is  that  “we  could 
reduce  our  standards,”  and  he  did  not  dismiss 
that  as  unthinkable.  The  other  is  “that  society 
as  a whole  should  provide  the  necessary  subsidy.” 
To  go  on  as  now  “is  utterly  ridiculous.”  “Our 
trustees  and  administrators  should  be  getting  on 
with  their  jobs  of  running  hospitals,  rather  than 
scurrying  all  over  trying  to  pry  shekels  out  of 
prospective  donors.” 

“We  have  varying  degrees  of  state  assistance 
now  in  different  regions,  but  the  general  adop- 
tion of  a carefully  planned  basis  of  cooperation 
would  enable  our  hospitals  on  this  continent  to 
serve  the  poor  more  adequately,  would  provide 
outpatient  and  special  services,  cover  expansion 
in  neglected  areas,  provide  a more  complete  serv- 
ice for  all  the  sick  and  more  fully  participate  in 
preventive  and  other  public  health  activities. 
State  assistance  is  preferable  to  state  control  or 
state  competition. 

“There  are  those  who  are  opposed  to  all  state 
participation,  in  theory  at  least ; there  are  others 
who  would  put  all  responsibility  in  the  lap  of  the 
state.  One  policy  means  inadequate  service — 
the  other,  the  loss  of  one  of  our  greatest  social 
attributes.  Let  us  be  sensible  and  work  together 
on  this  great  problem. 

Essential  to  Keep  Autonomy 

“It  would  be  essential,  however,  that  the 
voluntary  hospitals  retain  their  autonomy.  Many 
hospitals  fear  this  loss  and  with  reason,  for  they 
have  no  desire  to  experience  political  control,  to 
fall  prey  to  the  fellow  who  is  ‘a  pillar  of  brass 
by  day  and  a column  of  gas  by  night.’  Never- 
theless, political  interference  can  be  eliminated 
if  we  say  so.  The  answer  is  in  our  own  hands; 
the  trouble  is  that  all  too  often  we  take  a defeat- 
ist attitude  and  do  nothing  about  it. 

“Another  hope  for  the  future  is  that  of  the 
hospital  care  plans,  described  by  Haven  Emerson 
as  the  ‘facilitation  of  collective  thrift.’  These 
plans  have  already  proved  their  value  to  all  par- 
ties concerned  and  sufficient  experience  has  now 
been  accumulated  to  reveal  potential  weaknesses. 
Thanks  to  wise  leadership  in  this  field  and  our 
basis  of  approval,  sound  principles  of  organiza- 
tion are  being  generally  adopted.” 
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State  Hospitals  Hit  by  Budget  Slashes 


Pinched  by  budgetary  cuts  imposed  by  the 
1939  legislature,  Dutchess  County’s  four 
major  state  institutions  are  operating  with  be- 
tween 145  and  160  fewer  employees  than  usual, 
while  the  number  of  patients  has  been  increas- 
ing, comments  by  various  institution  executives 
set  forth,  as  quoted  in  the  Poughkeepsie  papers. 
Shortage  of  help  caused  by  lack  of  funds,  to- 
gether with  overcrowding,  has  resulted  in  serious 
concern  among  institution  and  state  officials. 
The  Hudson  River  State  Hospital,  to  keep  within 
its  sharply  reduced  budget,  is  laying  off  between 
45  and  50  employees  as  of  October  1,  mainly 
ward  employees  of  more  recent  employment. 
At  the  Wassaic  State  School,  where  Dr.  Ray- 
mond G.  Weame,  superintendent,  said  that  the 
jump  in  inmate  population  from  3,800  normal 
capacity  to  4,200  has  necessitated  that  some 
patients  sleep  on  the  floor,  the  budgetary  cur- 
tailment was  met  by  carrying  on  25  staff  vacan- 
cies. At  the  Matteawan  State  Hospital  Dr. 
Raymond  F.  C.  Kieb  said  that  the  staff  was 
slashed  12  per  cent  starting  July  1,  and  that 
about  45  workers  were  released.  Dr.  Milton  M. 
Grover,  assistant  superintendent  at  the  Harlem 
Valley  State  Hospital,  said  that  the  institution 
is  operating  with  between  30  and  40  fewer  em- 
ployees. 

To  permit  operation  of  the  institutions  for  the 
remainder  of  the  fiscal  year  under  reduced  budg- 


ets, various  revisions  and  reductions  have  been 
made.  Dr.  William  J.  Tiffany,  commissioner 
of  the  mental  hygiene  department,  visited  the 
H.R.S.H.  for  a budget  conference,  when  cur- 
tailments in  employment  were  approved.  Dr. 
Ralph  P.  Folsom,  superintendent,  expressed  the 
hope  that  with  the  drastic  economies  effected, 
the  institution  will  be  able  to  operate  on  avail- 
able funds  left. 

Slashed  10  Per  Cent 

The  legislature  slashed  general  budgetary 
provisions  approximately  10  per  cent,  and  the 
cut  wras  reflected  in  reduced  allowances  for  op- 
eration. 

Necessity  for  providing  rigid  policing  of 
Matteawan,  coupled  with  the  staff  reductions 
and  occasional  illness  and  vacation  require- 
ments, has  made  the  administrative  problem  a 
troublesome  one,  according  to  Dr.  Kieb. 

Discussing  the  Wassaic  situation,  Dr.  Weame 
explained:  “It  has  been  quite  difficult  to  ac- 
complish the  work  here  as  we  have  more  pa- 
tients and  fewer  employees.  The  overcrowded 
conditions  have  made  it  necessary  to  arrange  for 
many  patients  to  sleep  on  the  floors.  The  over- 
crowded conditions  and  the  scarcity  of  employees 
have  made  it  difficult  to  get  along.  The  em- 
ployees now  on  the  job  have  to  do  more  work.’’ 


Newsy  Notes 


The  Hospital’s  Aid  To  Civilization 

To  maintain  and  develop  our  civilization,  we 
must  have  the  hospital,  “to  build  healthier  and 
happier  men,  women,  and  children,”  declare  the 
trustees  of  the  Roosevelt  Hospital,  New  York 
City,  in  their  appeal  for  a $2,965,000  fund  for  a 
new  building.  More  than  $700,000  of  this  sum 
has  already  been  raised.  The  appeal  says: 

“We  are  beset  by  a situation  common  to  all 
thoughtful  citizens.  The  catastrophe  of  the 
peoples  of  Europe  is  uppermost  in  everyone’s 
mind.  Everywhere  there  is  yearning  to  do  some- 
thing to  strengthen  and  preserve  civilization. 
But  few  can  escape  a sense  of  frustration  at  the 
smallness  of  what  we,  as  individuals,  can  do. 

“Americans  felt  the  same  way  in  1914.  But, 
in  the  light  of  what  has  followed,  we  now  see 
clearly  that  democracy  cannot  be  preserved  by 
arms  alone.  Democracy  must  first  of  all  be  de- 
fended from  within.  It  will  never  be  safe  until 
it  proves  to  its  own  people,  as  well  as  to  all 
others,  that  it  is  the  best  way  of  life.  We  must 
maintain  and  develop  a civilization  which  serves 
mankind  better  than  does  any  competing  alter- 
native. 

“Peace  offers  us  the  opportunity  to  do  this. 
The  time  has  come  to  sound  a call  for  action.  It 
is  the  call  for  everyone  to  do  the  things,  im- 
mediately at  hand,  which  will  strengthen  and 
better  our  way  of  life. 

“Individually  we  find  such  an  opportunity  in 
the  Roosevelt  Hospital,  with  which  we  are  as- 
sociated. Through  it  wc  can  fight  death  and 
suffering — here  and  now.  We  can  help  to  build 
healthier  and  happier  men,  women  and  children. 
We  can  help  to  advance  the  art  and  science  of 
medicine,  which,  both  in  peace  and  war,  has  al- 


ways proved  a certain  means  for  bettering  the 
lot  of  mankind. 

“In  asking  others  to  join  with  us  in  this  effort 
we  offer  positive  means  of  doing  something,  here 
and  now,  to  oppose  suffering  and  death — a 
means  to  strengthen,  from  within,  the  way  of 
life  on  which  we  base  our  hopes  both  as  indi- 
viduals and  as  a people.” 


Twilight  of  Tb. 

Mayor  La  Guardia,  as  he  laid  the  cornerstone 
for  the  new  550-bed  Triboro  Hospital  for  Tu- 
berculosis at  164th  Street  and  Grand  Central 
Parkway,  Queens,  on  September  28,  expressed 
the  hope  that  tuberculosis  would  be  wiped  out 
in  New  York  by  the  time  he  is  a grandfather. 

Deploring  the  lack  of  foresight  in  previous 
administrations,  he  said  that  if  sufficient  model 
housing  had  been  built  a generation  ago,  new 
tuberculosis  hospitals  would  not  be  needed  today. 
He  declared  that  construction  of  a hospital  bed 
cost  the  city  three  to  four  times  as  much  as  con- 
struction of  an  apartment  in  a model  housing 
development. 

“This  institution  should  be  called  the  Hospital 
of  Mistakes  of  the  Past,”  the  Mayor  told  300 
nurses,  doctors,  and  civic  workers  gathered  in 
front  of  the  nine-story  institution.  “It  would 
not  have  been  difficult  or  costly  to  catch  up  with 
this  disease  many  years  ago,  and  had  that  been 
done,  we  would  not  have  this  trouble  now. 
But  there  will  be  no  wake  in  this  depression. 
The  next  generation  will  not  inherit  disease, 
because  disease  does  not  flourish  in  clean,  cheer- 
ful, decent  homes. 
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“We  need  this  institution  badly  at  this  time, 
and  we  need  several  more  like  it.  The  best  pre- 
ventive of  disease  is  proper  housing,  and  while 
that  program  is  not  going  ahead  as  rapidly  as  I 
would  like,  I am  doing  the  best  I can  with  it. 

“We  are  certain  to  get  rid  of  tuberculosis. 
The  answer  to  it  is  an  improved  economic 
system,  exercise  of  preventive  means,  and  im- 
mediate care.  There  is  at  the  present  time  a 
long  and  discouraging  waiting  list,  and  it  is 
necessary  to  take  only  the  more  active  cases  for 
hospitalization.  I hope  that  by  the  time  my 
son  Eric  has  a son,  tuberculosis  will  be  so  thor- 
oughly mastered  that  my  grandson  will  not  even 
know  what  the  word  meant.” 

The  building  will  be  completed  in  the  Spring 
of  1940  at  a cost  of  $3,500,000,  with  the  Federal 
Government  furnishing  45  per  cent  of  the  cost. 
Using  large  quantities  of  clear  glass,  the  hospital 
will  contain  numerous  solariums  for  its  patients. 
The  wards  will  have  six  beds  each. 


A recent  appraisal  of  patients  on  the  waiting 
list  at  Grasslands  Hospital  has  resulted  in  more 
speedy  service  for  the  treatment  of  tubercular 
patients,  it  is  revealed  in  a report  of  a survey  of 
the  institution  made  by  Dr.  Julius  Katz,  of  the 
New  York  State  Department  of  Health. 

The  report  stated  that  an  investigation  of  the 
waiting  list  had  revealed  many  prospective  pa- 
tients were  ineligible  due  to  place  of  residence 
and  other  reasons.  There  has  been  no  waiting 
list  since  the  first  of  September,  due  to  this 
elimination,  the  report  said. 


The  Greenwich  Hospital  Association  has 
dropped  indefinitely  its  plan  for  a new  $1 ,000,000 
hospital  to  replace  the  present  building,  Hugh  D. 


Marshall,  president  of  the  hospital,  announces. 
Because  of  the  war  situation  in  Europe,  he 
pointed  out,  it  would  be  impossible  to  solicit 
funds  for  the  new  structure  and  plans  are 
now  under  way  for  the  alteration  of  the  ex- 
isting building  to  increase  the  bed  capacity  for 
temporary  relief  of  the  overcrowded  situa- 
tion. 


The  Oneida  City  Hospital  is  to  receive 
$10,000  from  the  $1,233,358  estate  of  Mrs. 
Elizabeth  R.  Fitch,  of  Westmoreland,  who  died 
last  April.  St.  Elizabeth  Hospital,  Utica,  will 
receive  $5,000;  and  Faxton  Hospital,  Utica, 
$5,000. 


In  a recent  letter  to  Hospital  Management, 
Mrs.  Walters  Baumgarten,  supervisor  of  Dr. 
James  Greenwood’s  Sanitarium,  Houston,  Texas, 
describes  the  system  she  uses  to  check  linen 
which,  she  states,  is  a great  time  and  labor  saver 
as  well  as  an  easy  method  of  keeping  check  on 
the  stock  in  use. 

“The  personnel  is  necessarily  limited  in  our 
40-bed  sanitarium,”  Mrs.  Baumgarten  points 
out,  “and  much  of  the  work  has  to  be  done  by 
floor  nurses.  To  facilitate  the  checking  of  linen 
to  each  of  our  five  floors,  we  purchase  all  linens 
in  five  colors.  For  the  first  floor  the  curtains, 
rugs,  towels,  etc.,  have  green  borders,  and  the 
sheets,  pillowcases  and  bedspreads  are  rehemmed 
in  green.  On  the  other  floors  we  use  pink,  yellow, 
blue,  and  orchid,  respectively. 

“When  the  linens  are  returned  from  the  laun- 
dry, a nurse  from  each  floor  rapidly  sorts  the 
color  for  her  floor  and  counts  and  checks  it  against 
her  list.  Any  losses  are  reported  by  color.” 


Improvements 


Unable  to  raise  more  than  $47,500  of  the  pro- 
posed $175,000  fund  to  construct  a new  wing  for 
Mount  Vernon  Hospital,  despite  a campaign 
waged  since  last  June,  institution  officials  an- 
nounce they  will  start  the  project  nevertheless, 
mortgaging  the  building  to  raise  the  extra  needed 
money. 

Harry  L.  Noyes,  president  of  the  Niagara  Falls 
Memorial  Hospital,  announces  that  at  a special 
meeting  of  the  board  of  trustees  of  the  hospital, 
it  was  decided  to  conduct  a campaign  for 
$200,000,  during  the  first  ten  days  of  November. 

“Our  hospital,”  said  Mr.  Noyes,  “has  been 
laboring  with  a debt  problem  for  the  past  ten 
years,  and  the  time  has  arrived  when  we  must 
pay  this  debt  and  modernize  our  entire  plant  in 
order  to  keep  abreast  with  the  present  trend  in 
hospitalization.  It  is  imperative  that  new 
scientific  equipment  be  obtained  to  meet  the 
requirements  of  the  medical  profession.  The 
original  buildings  of  the  hospital  have  been  in 
constant  usage  during  a long  period,  and  have 
given  a good  account  of  themselves.  We  now 
must  enter  upon  a program  of  modernization 
designed  to  restore  to  the  hospital  a maximum 
of  efficiency  based  upon  present-day  standards. 
Of  the  sum  needed,  $120,000  will  be  expended 


for  improvements  which  are  vital  not  only  to  the 
hospital,  but  to  those  requiring  its  service,  so 
that  we  can  continue  to  aid  all  with  a maximum 
of  efficiency  at  the  minimum  cost.” 

The  board  of  governors  of  White  Plains 
Hospital  is  conducting  a campaign  to  raise 
$60,000  to  supply  technical  operating  equipment 
for  the  new  $1,000,000  building. 

A campaign  is  on  for  the  construction  of  a city 
hospital  in  E.  New  York  and  Brownsville  district. 

The  Utica  Young  Men’s  Board  of  Trade  is  pro- 
viding an  iron  lung  for  use  in  the  Utica  hospitals. 

The  Long  Beach  Hospital  is  spending  over 
$3,000,  given  by  its  auxiliary,  in  improvements 
and  alterations. 

The  Freeport  mansion  where  more  than  a 
decade  ago  John  M.  Phillips,  the  “sewer  king,” 
lived  and  gave  gay  parties  in  ornate  surround- 
ings, has  been  transformed  into  a quiet,  white- 
walled  hospital.  Most  of  the  lavish  trappings 
of  the  Phillips  mansion  have  been  removed. 
Panelled  walls  have  been  ripped  out,  and  the 
entire  house  made  fireproof. 
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Miss  Rose  Waggoner,  superintendent  of  the 
Freeport  hospital,  said  that  the  new  place  will 
have  accommodations  for  twenty  patients,  six 
more  than  the  former  hospital  building. 


The  annual  report  of  St.  Luke’s  Hospital  in 
Manhattan  and  Convalescent  Hospital  in  Byram 
Woods,  Greenwich,  Connecticut,  includes  many 
interesting  facts,  showing  steady  modernization 
of  its  various  departments.  Among  these  are 
eight  new  ward  operating  rooms,  costing  above 

At  the 

These  hospital  officials  have  been  chosen: 

Dr.  F.  M.  Miller,  Jr.,  to  be  president  of  the 
medical  staff  of  the  St.  Elizabeth  Hospital  in 
Utica. 

Dr.  Bernhard  R.  Loewy,  to  be  president  of  the 
medical  board  of  the  Peekskill  Hospital. 

Charles  E.  Croft,  to  be  superintendent  of  the 
Yonkers  General  Hospital. 


$225,000.  Architects’  drawings  show  the  facade 
for  a much-needed  new  outpatient  building,  for 
which,  with  endowment,  $2,000,000  must  be 
obtained.  Drop  in  the  value  of  securities,  in 
common  with  other  institutions,  calls  for  an  in- 
crease of  endowment  of  $3,000,000.  A separate 
service  in  urology  and  a second  service  in  ortho- 
pedics were  established  in  1938.  Opening  of  the 
Eli  White  Memorial  Building  for  Nurses  per- 
mitted of  improvements  in  other  hospital  divi- 
sions. These  are  a few  of  many  greatly  needed 
changes  made. 

Helm 

Sister  M.  Valerian,  to  be  superintendent  of 
St.  Joseph’s  Hospital,  Elmira. 

Sister  Mary  Victoria,  to  be  administrator  of 
Mercy  Hospital,  Watertown. 

Miss  Hazel  Hallett,  to  be  superintendent  of  the 
Little  Falls,  New  York,  Hospital. 

Dr.  Fiske  Brooks,  to  be  superintendent  of  the 
Delaware  County  Sanatorium  at  Delhi. 


HOSPITAL  MOTHER  GOOSE 
Jack  and  Jill  drove  down  the  hill 
Much  faster  than  they  oughter. 

They  hit  a tree  and  broke  Jill’s  knee. 

To  the  hospital  they  brought  her. 

Around  Jack  hovered  ’till  Jill  recovered, 
And  promised  us  the  cash. 

The  hospital  bill  is  unpaid  still 
But  Jack  has  a brand  new  Nash. 

— Modem  Hospital 


HE  ISN’T  GOIN’TA  HURTCHA! 

“Now,  he  isn’t  goin’ta  hurtcha!” 

What  an  error  in  child  nurtcha — 

What  lack  of  parental  virtcha 
Do  those  silly  words  reveal! 

I have  yet  to  see  a child 

Whom  they’ve  not  made  still  more  wild, 

Utterly  unreconciled 

To  the  chap  who  tries  to  heal. 

— By  Park  J.  White,  Jr.,  in  Hygeia 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Aaron  Bockar 

65 

Louise  DiMoja 

55 

John  J.  Dooling 

64 

George  E.  Ellis 

75 

Rupert  W.  Ford 

65 

E.  Agate  Foster 

72 

Frederick  J.  Haendel 

73 

Kenneth  I.  Hoffman 

42 

Leon  Izgur 

55 

Fannie  H.  Kellogg 

82 

John  J.  Kirschenmann 

40 

Allen  R.  Long 

42 

Dennis  J.  McDonald 

74 

Joseph  J.  McNamara 

47 

James  E.  Sadlier 

74 

Walter  L.  Savage 

— 

Sydney  A.  Stein 

71 

Alfred  F.  Zittel 

67 

Medical  School 

Illinois  Med. 

N.  Y.  M.  C.  & H.  Worn. 
L.  I.  C.  Hosp. 

Univ.  Buffalo 
Albany 
N.  Y.  Horn. 

Univ.  Vermont 
Cornell 

P.  & S.  Atlanta 

N.  Y.  M.  C.  & H.  Worn. 

L.  I.  C.  Hosp. 

Buffalo 
P.  & S.  N.  Y. 

Fordham 
Albany 
Niagara  Univ. 

P.  & S.  N.  Y. 

Buffalo 


Date  of  Death 

Residence 

September  28 

Brooklyn 

July  5 

Manhattan 

October  3 

Malverne 

September  25 

Binghamton 

August  16 

Otego 

September  28 

Patchogue 

In  June 

Manhattan 

October  10 

Manhattan 

September  27 

Brooklyn 

October  11 

New  Rochelle 

October  4 

Brooklyn 

August  25 

Buffalo 

October  8 

Elmhurst 

October  1 

Rochester 

October  9 

Poughkeepsie 

July  24 

Buffalo 

September  29 

Manhattan 

August  28 

Buffalo 

Across  the  Desk 

Old  “Resurrection”  Days 


Few  Physicians  rise  to  the  heavenly  realms 
above,  if  we  are  to  believe  the  inscription 
on  a tombstome  at  Hoosick  Falls,  New  York, 
which  was  discovered  not  long  ago  by  Dr. 
Edward  F.  Timmins,  of  South  Boston.  This 
rather  saddening  assertion,  if  true,  is  the  final 
line,  the  sting  in  the  tail,  as  it  were,  of  a story  of 
the  old-time  custom  of  “body-snatching,”  or 
“resurrecting,”  as  practiced  years  ago. 

The  beneficent  side  of  the  custom  was  that 
the  very  bodies  of  those  who  had  succumbed  to 
the  Grim  Reaper  were  used  in  the  medical  schools 
to  train  the  young  doctors  to  defeat  him  in 
other  battles,  surely  a poetic  and  priceless  re- 
venge that  put  a nick  in  his  sickle.  But  the 
loving  relatives  refused  to  see  it  in  that  light, 
and  resorted  to  the  courts,  and  sometimes  even 
to  mob  violence. 

In  this  case  the  parents  tried  to  get  even  by 
“telling  the  world”  in  bitter  language  graven  in 
stone.  The  grave  “is  in  a prominent  location 
mighty  near  the  entrance  gate  of  the  cemetery,” 
writes  Dr.  Timmins,  and  can  easily  be  found  by 
any  interested  members  of  the  profession  who 
may  at  any  time  be  in  the  vicinity  of  Hoosick 
Falls,  which  is  in  the  northern  Rensselaer  County 
near  the  Vermont  border.  Dr.  Timmins  was  so 
intrigued  that  he  snapped  a picture  of  it,  repro- 
duced on  page  2076.  The  inscription  reads: 

RUTH  SPRAGUE. 

dau.  of  Gibson 
& Elizabeth  Sprague, 
died  Jan.  11,  1846;  aged 
9 years  4 mo’s  & 3 days. 


She  was  stolen  from  the  grave 
by  Roderick  R.  Clow  & dissect- 
ed at  Dr.  P.  M.  Armstrong’s  office 
in  Hoosick  N.  Y.  from  which  place 
her  mutilated  remains  were 
obtained  & deposited  here. 


Her  body  dissected  by  fiendish  Men 
Her  bones  anatomised, 

Her  soul  we  trust  has  risen  to  God, 

Where  few  Physicians  rise. 

“We  hope  that  there  is  less  truth  than  poetry  in 
the  last  line,”  remarks  Dr.  Timmins,  in  the 
New  England  Journal  of  Medicine,  to  which  he 
sent  the  photograph  and  description. 

What  Happened  to  the  Doctor? 

Whatever  may  have  been  his  final  destiny, 
“What  were  the  consequences  to  Dr.  Armstrong” 
in  his  practice  in  Hoosick  Falls,  wonders  Dr.  Tim- 
mins, in  correspondence  with  the  writer  of  these 
pages.  “Did  he  have  to  leave  town?  Was  he 
sued  in  the  county  court?  Did  Dr.  Armstrong 
want  Ruth  Sprague’s  body  to  decide  the  pathol- 
ogy of  her  last  illness,  or  because  he  was  teaching 
anatomy  to  some  pupil?”  Perhaps  some  prac- 
titioner in  Rensselaer  County  can  answer  these 
questions. 

If  he  was  sued  in  the  county  court,  he  very 


likely  got  off  with  a light  penalty,  or  none  at  all, 
as  the  courts  in  those  days  seemed  to  consider 
the  good  side  of  the  “resurrections,”  and  ruled 
that  the  only  person  wronged  was  the  deceased, 
who  made  no  complaint!  Resurrectionists  were 
careful  to  leave  all  the  clothing  in  the  grave, 
so  they  could  not  be  accused  of  stealing  it. 

A similar  monument  was  contemplated,  it 
seems,  in  Ipswich,  Massachusetts,  when  eight 
bodies  were  taken,  and  only  the  coffins  recovered. 
In  that  case,  the  parish  meeting  appointed  “a  day 
for  the  solemn  reinterring”  of  the  eight  empty 
coffins  in  “some  conspicuous  part  of  the  grave- 
yard,” and  voted  “that  a monument  be  erected 
over  them  by  subscription,  with  the  names  of  the 
deceased  whose  bodies  were  stolen  inscribed 
thereon  to  perpetuate  the  memory  of  the  horrid 
deed.”  But,  for  lack  of  funds  no  such  monu- 
ment was  erected. 

Cemetery  Looked  Like  a Zoo 

Charles  Dickens  gives  us  some  colorful  ac- 
counts of  grave-robbing  in  London,  and  Robert 
Louis  Stevenson  tells  of  similar  doings  in  Edin- 
burgh. In  fact,  it  is  related  that  in  the  early 
1820’s  the  cemetery  in  Edinburgh  looked  like  a 
zoo,  so  many  of  the  graves  were  protected  by 
huge  iron  cages,  heavily  padlocked,  to  ensure 
quiet  to  those  in  their  last  sleep  in  that  famous 
medical  center.  This  is  quoted  by  Dr.  Timmins 
from  a book  on  “Burke  and  Hare,”  published  by 
Hodge  in  Edinburgh  and  London,  where  we 
learn  the  origin  of  the  verb,  to  “burke,”  a word, 
he  remarks,  used  more  across  the  water  than  here. 
In  the  House  of  Commons,  the  Ministers  are 
often  accused  of  “burking  a bill”  in  some  com- 
mittee. 

The  following  cause  celebre  produced  the  verb. 
A friendless  old  army  pensioner  died  in  a cheap 
lodginghouse  in  Edinburgh.  The  lodginghouse 
keeper,  William  Hare,  sold  the  unclaimed  body 
without  difficulty  to  Dr.  Robert  Knox  for  7 
pounds,  10  shillings. 

This  profitable  transaction  furnished  the  idea 
for  a new  cottage  industry.  William  Burke  be- 
came Hare’s  accomplice  in  the  hospitable  practice 
of  inveigling  a series  of  obscure,  friendless  travel- 
ers to  the  lodginghouse,  where  they  made  them 
drunk.  Then  they  suffocated  them  tenderly, 
so  that  there  would  be  no  marks  of  violence. 
The  same  Dr.  Knox  bought  all  the  proffered 
bodies  at  factory  prices,  varying  from  8 to  14 
pounds.  After  sixteen  bodies  were  delivered  to 
science,  the  police  became  suspicious  and  effec- 
tive. Hare  turned  King’s  evidence,  and  Burke 
was  hanged  at  Edinburgh,  on  January  28,  1829. 

Soon  thereafter,  the  word  “burke”  was  used  to 
indicate  any  quiet  and  decorous  smotherings, 
where  the  corpus  delicti  disappeared  without 
trace  ( spurlos  versenkt).  Dickens  used  the 
word  in  Pickwick  Papers: 

“You  don’t  mean  to  say  he  was  ‘burked,’ 
Sam?” 

“Let  us  hope,”  writes  Dr.  Timmins,  “that  all 
bad  medical  bills  will  be  burked  in  committee.” 
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Mobs  Attacked  the  Medical  Schools 

The  interesting  communications  of  Dr.  Tim- 
mins were  prompted  by  an  article  a little  earlier 
in  the  New  England  Journal  of  Medicine  by 
Frederick  C.  Waite,  Ph.D.,  of  Cleveland.  Ohio, 
it  seems,  had  a turbulent  era  of  mob  violence 
directed  against  the  resurrectionists  that  actually 
drove  some  medical  schools  out  of  existence.  One 
attack  was  made  in  the  autumn  of  1839,  when  a 
crowd  from  a neighboring  town  attacked  the 
medical  school  at  Worthington,  Ohio.  They 
found  two  bodies.  Thereupon  the  leaders  of 
the  mob  directed  the  faculty  to  load  all  the 
movable  possessions  of  the  school  into  wagons, 
whereupon  an  armed  group  accompanied  the 


wagons  and  the  faculty  to  the  county  line  and 
warned  them  never  to  return.  They  never  did. 
Thus  ended  the  medical  school  at  Worthington. 

In  February,  1852,  in  Cleveland,  Ohio,  relates 
Dr.  Waite,  a mob  attacked  the  rooms  on  the 
upper  floors  of  a business  block  occupied  by  the 
recently  organized  Western  College  of  Homeo- 
pathic Medicine.  No  bodies  were  found,  but  the 
mob  destroyed  all  the  equipment  of  the  school, 
damaged  the  building,  and  attempted  to  burn  it. 
The  wreckage  was  so  complete  that  the  school 
never  reoccupied  the  premises.  Meanwhile  at 
the  Medical  Department  of  Western  Reserve 
College,  a half-mile  distant,  in  anticipation  of 
a similar  attack,  eighty  muskets  and  ammuni- 


‘ ‘Bitter  Language  Graven  in  Stone” 
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tion  were  secured  from  a neighboring  armory. 

The  white-haired  dean,  musket  in  hand,  stood 
on  the  front  steps  of  the  medical  building, 
with  his  armed  students  behind  him  awaiting 
the  mob,  which  did  not  come  when  its  scouts  ad- 
vised it  of  the  preparations  for  its  reception. 
Instead,  it  started  for  the  residence  of  the  dean 
of  the  Western  College  of  Homeopathic  Medicine, 
intent  on  destroying  his  private  property,  and 
was  stopped  only  when  met  by  a company  of 
militia  that  had  been  hastily  called  out. 

Search  of  a medical  school  by  a sheriff  was  a 
frequent  event.  These  searches  were  usually 
without  result,  since  every  medical  school  had  a 
place  of  concealment  for  the  few  cadavers  which 
it  might  have  on  hand — few  because  cadavers 
were  difficult  to  obtain,  and  because,  when  ob- 
tained, dissection  was  rapidly  completed  by  a 
small  group  of  students  and  the  skeleton  was 
removed. 

The  arrest  of  medical  students,  often  including 
the  demonstrator  of  anatomy,  for  suspected  par- 
ticipation in  resurrections  was  a common  oc- 


Medicine’s  Rocky  Road 

Here  we  have  just  a glimpse  of  the  hard  road 
patiently  and  painfully  traveled  by  the  science  of 
medicine  in  its  upward  climb.  It  was  only  a 
little  earlier  that  anatomists  were  forbidden  to 
dissect  the  human  body  at  all,  as  it  was  God’s 
handiwork,  and  therefore  inviolable.  The  anato- 
mist could  dissect  animals,  presumably  made 
by  the  same  Creator,  and  guess  as  best  he  could 
whether  the  human  organism  was  constructed 
on  the  same  lines.  Or  he  could  visit  battlefields 
when  the  carnage  was  over  and  inspect  bodies 
torn  to  pieces  by  human  savagery.  Indeed, 
divine  blessing  was  invoked  on  the  soldiery  go- 
ing out  to  hack  the  foe  into  red  hash,  but  the 
man  of  healing  must  not  explore  an  inch  of  poor 
dead  human  clay,  even  to  save  the  lives  of  others. 
He  was  kindly  allowed  to  view  the  gashes  hewn 
in  hate,  but  must  make  none  himself,  no  matter 
how  many  his  knowledge  might  help. 

It  is  easy  to  indict  the  errors  of  the  past, 
which  are  over  and  done  with  long  ago.  What  is 
more  needed  is  the  ability  to  see  the  errors  of 
today — and  can  we  doubt  they  exist? — and, 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


Recent  Advances  in  Haematology.  By  A. 

Piney,  M.D.  Fourth  edition.  Octavo  of  312 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  $5.00. 

Surgery  of  the  Eye.  By  Meyer  Wiener,  M.D. 
and  Bennett  Y.  Alvis,  M.D.  Octavo  of  445 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1939.  Cloth,  $8.50. 

Modern  Clinical  Psychiatry.  By  Arthur  P. 
Noyes,  M.D.  Second  edition.  Octavo  of  570 
pages.  Philadelphia,  W.  B.  Saunders  Co.,  1939. 
Cloth,  $5.00. 

The  Surgery  of  Pain.  By  Rene  Leriche,  M.D. 
Translated  and  edited  by  Archibald  Young,  M.D. 
Octavo  of  512 

A 


Baltimore, 


Williams  & Wilkins  Co.,  1939.  Cloth,  $6.50. 

Pneumonia  with  Special  Reference  to  Pneu- 
mococcus Lobar  Pneumonia.  By  Roderick 
Heffron,  M.D.  Octavo  of  1,086  pages.  New 
York,  Commonwealth  Fund,  1939.  Cloth, 
$4.50. 

Post-Mortem  Appearances.  By  Joan  M. 
Ross,  M.D.  Fourth  edition.  16  mo.  of  275 
pages.  New  York,  Oxford  University  Press, 
1939.  Cloth,  $2.50. 

The  Tissues  of  the  Body.  An  Introduction  to 
the  Study  of  Anatomy.  By  W.  E.  LeGros  Clark, 
F.R.S.  Octavo  of  372  pages,  illustrated.  New 
York,  Oxford  University  Press,  1939.  Cloth, 
$5.50.  i 


November  1,  1939] 


BOOKS 


2079 


The  beginning  of  the  book  discusses  the  various 
theories  of  general  anesthesia,  still  as  elusive  and 
unexplainable  as  the  sleep  and  dreams  whose 
nature  they  partake  of;  and  the  same  uncer- 
tainty of  definite  result  follows  the  conclusions 
of  much  of  the  research  work.  Yet  it  is  a good 
college  textbook,  no  partisan  statements,  but 
the  mere  outlining  of  laboratory  tests  for  the 
student  to  accept  for  what  they  are  worth. 

Medical  art  and  the  clinical  application  of 
drugs  appear  to  be  far  ahead  of  the  scientific 
laboratory  study  in  the  field  of  anesthesia  as  in 
many  other  branches  of  medicine.  Practical 
anesthesia  often  disregards  or  overlooks  the 
danger  signs  which  a study  of  the  physiology 
of  the  drugs  in  use  might  make  plainer;  hence 
this  companion  to  the  clinical  work  is  quite 
essential  to  any  student  of  the  subject. 

Geo.  W.  Tong 


Scarlet  Fever.  By  George  F.  Dick,  M.D.,  and 
Gladys  H.  Dick,  M.D.  Octavo  of  149  pages, 
illustrated.  Chicago,  The  Year  Book  Pub- 
lishers, Inc.,  1938.  Cloth,  $2. 

So  much  of  our  modern  knowledge  concerning 
the  specific  etiology  of  scarlet  fever  has  been  the 
result  of  research  work  carried  out  by  Drs. 
George  and  Gladys  Dick  that  a book  by  them 
is  at  once  authoritative  and  of  commanding  im- 
portance and  interest.  Despite  the  many 
skeptics  who  have  come  forward  to  question  the 
specificity  of  the  Streptococcus  scarlatinae,  there 
is  an  ever-increasing  volume  of  literature  sub- 
stantiating the  claims  that  the  Dicks  have  made. 
The  application  of  the  method  of  skin  testing  and 
active  immunization  with  scarlet  fever  toxin  has 
been  employed  in  many  countries,  and  has  con- 
sistently resulted  in  a notable  reduction  in  the 
incidence  and  mortality  of  the  disease  in  the 
immunized  group. 

While  all  fifteen  chapters  of  this  book  are  of 
interest,  those  devoted  to  the  clinical  aspects  are, 
appropriately,  more  briefly  considered  than  those 
dealing  with  the  important  subjects  of  etiology, 
treatment,  skin  test  for  susceptibility,  the  pro- 
phylaxis, specificity  of  hemolytic  streptococci, 
allergy,  antibacterial  immunity,  and  local  and 
oral  immunization.  In  addition  to  reviewing 
the  entire  question  of  specific  etiology  of  scarlet 
fever,  the  authors  take  up  many  controversial 
points,  and  bring  out  interesting  and  some  en- 
tirely new  observations  and  deductions.  In  all 
discussions  of  their  own  work  they  have  main- 
tained a most  commendable  modesty. 

Joseph  C.  Regan 

Emotions  and  Bodily  Changes.  A Survey  of 
Literature  on  Psychosomatic  Interrelationships, 
1910-1933.  By  H.  Flanders  Dunbar,  M.D. 
Second  edition.  Octavo  of  601  pages.  New 
York,  Columbia  University  Press,  1938.  Cloth, 
$5. 

This  valuable  work,  well  known  in  its  first 
edition  to  all  workers  in  the  field  of  psychosomatic 
relationships,  is  brought  down  to  the  year  1933 
in  this  second  edition.  Aside  from  this,  it  is 
little  changed,  and  remains  the  only  important 
critical  bibliography  in  this  domain.  Dr.  Dun- 
bar has  amply  attained  her  objective  of  bringing 
together  in  one  volume  a summary  of  material 


available  in  the  literature  of  biology,  psychology, 
psychoanalysis,  and  medicine  on  the  relations 
between  mind  and  body.  A glance  through  the 
book  will  convince  general  practitioner  and 
specialist  alike  that  there  is  something  of  impor- 
tance in  it  for  everyone  who  practices  clinical 
medicine.  Gynecologists,  for  example,  will  find 
rich  material  on  the  possible  etiology  of  such 
conditions  as  menorrhagia,  leucorrhea,  etc., 
which  they  may  have  considered  hitherto  only 
in  their  purely  physical  aspects.  Internists, 
ophthalmologists,  and  specialists  of  every  kind 
will  be  similarly  rewarded. 

The  plan  of  the  book  is  such  as  to  render  it  easy 
to  lay  one’s  hands  quickly  on  any  topic  or,  if 
preferred,  to  read  the  book  through  as  a com- 
prehensive whole.  Part  I deals  with  orientation 
and  methodology,  and  contains  a history  and 
critical  review  of  the  entire  subject.  Part  II 
discusses  in  detail  the  organ  systems.  Part  III 
contains  therapeutic  considerations.  One  would 
wish  for  a section  on  the  relationship  between 
emotions  and  changes  in  body  weight,  but,  aside 
from  this,  all  subjects  are  more  than  adequately 
covered.  It  would  be  highly  desirable  if  Dr. 
Dunbar  could  have  the  funds  and  help  made 
available  to  her  to  add  a yearly  review  which 
would  keep  the  bibliography  really  up  to  date. 
At  any  rate,  she  is  to  be  congratulated  on  her 
present  achievement  and  on  the  recent  publica- 
tion of  the  first  issues  of  Psychosomatic  Medicine 
which  contains  original  papers  in  this  important 
branch  of  medicine. 

Milton  Plotz 


The  Technique  of  Contraception.  By  Eric  M. 
Matsner,  M.D.  Fourth  edition.  Octavo  of  50 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1938.  Paper,  $0.50. 

The  ideal  contraceptive  has  not  yet  been  dis- 
covered. It  is  conceded  that  more  research  is 
needed,  and  more  experience  with  existing 
methods  is  required.  It  is  no  idle  dream,  how- 
ever, that  physicians  must  concern  themselves 
more  and  more  with  family  planning  and  child- 
spacing. Modernity  demands  it. 

The  latest  revision  of  this  small  brochure  gives 
in  outline  details  of  the  indication  for  and  the 
technic  of  contraception.  It  is  highly  recom- 
mended to  every  physician  in  need  of  such  in- 
struction. 

H.  B.  Matthews 


Getting  Ready  to  Be  a Father.  By  Hazel 
Corbin.  Octavo  of  48  pages,  illustrated.  New 
York,  Macmillan  Co.,  1939.  Cloth,  $1.25. 

This  little,  illustrated  book  of  forty-eight 
pages  will  be  found  useful  and  interesting  by 
many  prospective  fathers,  and  mothers  too. 

It  is  written  in  a clear  and  straightforward 
manner,  and  offers  definite  help  in  the  selection 
of  good  hospitals,  physicians,  and  nursing  care. 
It  gives  helpful  information  regarding  physical 
and  psychologic  problems  to  be  faced  by  both 
parents. 

While  the  author  has  dedicated  her  book  to 
men,  we  are  quite  sure  that  wives,  as  well  as 
husbands,  will  welcome  it  and  find  it  helpful. 

Wm.  Sidney  Smith 
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Allergic  Diseases,  Their  Diagnosis  and 
Treatment.  By  Ray  M.  Balyeat,  M.D.  Fifth 
edition.  Octavo  of  547  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Company,  1938. 
Cloth,  $6. 

The  fourth  edition  of  this  book,  issued  two 
years  ago,  has  been  revised  and  enlarged  to  form 
the  present  fifth  edition. 

This  volume,  written  primarily  for  the  general 
practitioner,  concerns  itself  mainly  with  asthma 
and  hay  fever,  although  a third  of  the  book  is 
devoted  to  other  manifestations  of  allergy. 
Theoretic  discussion  and  extensive  reference  to 
the  literature  have  been  curtailed  in  order  to 
permit  a more  practical  presentation  of  the  vari- 
ous subjects. 

The  chapter  on  the  therapeutic  value  of  the 
intratracheal  use  of  iodized  oil  in  the  treatment 
of  asthma  has  been  rewritten.  The  leukopenic 
index  as  a diagnostic  acid  in  food  allergy  is 
strongly  championed  by  the  author,  despite  its 
general  condemnation  by  most  allergists. 

The  possibility  of  allergy  as  a cause  of  de- 
tached retina,  ureterospasm,  and  hydroarthrosis 
is  discussed  in  the  present  edition. 

Matthew  Walzer 


A Manual  of  Tuberculosis  for  Nurses  and 
Public  Health  Workers.  By  E.  Ashworth 
Underwood,  M.D.  Second  edition.  Duo- 
decimo of  404  pages,  illustrated.  Baltimore, 
William  Wood  and  Company,  1938.  Cloth, 
$3.25. 

The  purpose  of  this  manual  is  to  bring  to- 
gether in  convenient  form  all  essential  informa- 
tion required  by  nurses  engaged  in  hospital 
and  private  nursing  of  tuberculosis,  and  to  give 
them  sufficient  working  knowledge  of  the  mani- 
festations of  the  disease  in  bodily  systems,  along 
with  the  procedures  and  apparatus  used  in 
therapeutic  approaches.  Consequently,  chap- 
ters are  devoted  to  the  etiology  and  pathology  of 
tuberculosis;  the  general  bodily  reactions;  the 
signs  and  symptoms  of  pulmonary  tuberculosis 
(in  splendid  detail),  and  the  sanatorium  treat- 
ment with  emphasis  on  sanatorium  nursing. 
Collapse  measures  are  presented,  with  various 
methods  used  here  and  abroad.  Chapters  are 
also  devoted  to  tuberculosis  in  children,  and  to 
joint  and  bone  lesions,  together  with  the  use  of 
tuberculin  in  diagnosis.  Helpful  advice  is  also 
given  for  general  administration  and  dispensary 
routines  in  practical  epidemiology. 

The  book  is  simply  and  intelligently  written, 
and  the  subject  matter  is  well  illustrated.  The 
salient  points  are  summarized  at  the  end  of 
each  chapter,  and  a helpful  glossary  is  appended. 
The  book  should  be  available  to  all  nurses 
affiliated  with  tuberculosis  work,  whether  it  be 
an  inpatient  or  outpatient  service. 

Herman  E.  Wirth 


Milestones  in  Medicine.  Laity  Lectures  of 
the  New  York  Academy  of  Medicine.  Intro- 
duction by  James  A.  Miller,  M.D.  Duodecimo 
of  276  pages,  illustrated.  New  York,  D.  Apple- 
ton-Century  Company,  Inc.,  1938.  Cloth,  $2. 

This  unusually  interesting  small  volume  in- 
cludes a series  of  lectures  delivered  at  the  New 
York  Academy  of  Medicine  to  the  laity.  These 


lectures  encompass  an  exhaustive  historical 
background.  Dr.  Smith  Ely  Jelliffe  discusses 
psychiatry,  Dr.  Charles  R.  Stockard,  heredity, 
and  the  late  Dr.  Frederick  Tilney,  the  evaluation 
of  the  human  brain.  There  are  interesting 
chapters  on  medical  history  by  Dr.  Henry  E. 
Sigerist,  on  leprosy  by  Dr.  Newton  E.  Wayson, 
on  endocrinology  by  Dr.  Walter  Timme,  and 
on  medicine  at  sea  in  the  days  of  sail  by  Dr. 
Karl  Vogel.  The  book  makes  interesting  read- 
ing for  the  layman,  and  may  well  find  a place  on 
a shelf  of  the  physician’s  library. 

A.  M.  Rabiner 


Diseases  of  the  Nose,  Throat  and  Ear.  By 

W.  Wallace  Morrison,  M.D.  Octavo  of  675 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1938.  Cloth,  $5.50. 

This  manual  is  intended  for  the  undergraduate 
student  and  practitioner.  It  is  written  from 
the  practical  experiences  of  the  author,  reflect- 
ing as  it  does  his  efforts  to  acquaint  the  reader 
with  the  fundamentals  of  otolaryngology. 

The  pen  and  ink  sketches  are  unique  and  dis- 
play accurately  and  in  a simple  manner  many 
of  the  conditions  and  procedures. 

This  book  is  recommended  highly  as  a primer 
for  diseases  of  the  ear,  nose,  and  throat.  It 
should  be  especially  valuable  for  the  student  and 
beginner  in  otolaryngology. 

M.  C.  Myerson 


Landmarks  in  Medicine.  Laity  Lectures  of 
the  New  York  Academy  of  Medicine.  Introduc- 
tion by  James  A.  Miller,  M.D.  Duodecimo  of 
347  pages,  illustrated.  New  York,  D.  Appleton- 
Century  Co.,  1939.  Cloth,  $2. 

This  volume  contains  the  third  series  of  lec- 
tures for  the  general  public  conducted  by  the 
New  York  Academy  of  Medicine.  With  one 
exception  these  seven  papers  are  all  historical. 
Especially  interesting  is  Dr.  H.  S.  Martland’s 
essay  on  Dr.  Watson  and  Mr.  Sherlock  Holmes. 

George  Rosen 


Synopsis  of  Clinical  Laboratory  Methods. 

By  W.  E.  Bray,  M.D.  Second  edition.  16  mo. 
of  408  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1938.  Cloth,  $4.50. 

This  second  edition  is  of  the  same  high  order  as 
was  the  first.  Its  purpose  according  to  the 
author  is  to  bring  together  a ready  reference  of 
the  most  important  and  most  frequently  used 
methods  of  laboratory  diagnosis.  This  purpose 
it  serves  well.  Though  a small  volume  it  covers 
the  field  of  clinical  pathology  fully.  The  direc- 
tions for  the  various  methods  are  brief,  to  the 
point,  and  sufficient;  extraneous  details  are 
omitted.  One  would  sometimes  wish  for  more 
adequate  explanations  and  interpretations  of 
some  of  the  methods  but  these  are  out  of  the 
question  in  a small  book  of  this  scope.  It  is 
undoubtedly  sufficient  in  content  for  most 
laboratory  work,  and  will  prove  useful  to  clini- 
cians who  wish  a small  compact  work  for  ready 
reference  to  the  more  recent  and  widely  used 
laboratory  methods. 


David  M.  Grayzel 
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“Who  Dunnit?” 

It  does  not  take  an  Ellery  Queen  or  Agatha  Christie  to  discover 
who  was  responsible  for  the  unsurpassed  mortality  record  of  New 
York  State  for  August,  1939.  Contrary  to  the  impression  that  ad- 
vocates of  state  medicine  seek  to  create,  the  drop  occurred  princi- 
pally in  those  conditions  which  are  treated  by  individual  physicians 
rather  than  by  governmental  agencies. 

? As  regards  infant  mortality,  for  example,  in  August,  1939,  there 
was  less  than  half  the  number  of  deaths  from  whooping  cough  re- 
corded in  August,  1938.  Diarrhea  and  enteritis  also  proved  less 
fatal  than  in  the  preceding  year. 

It  is  a pleasure  to  report  that  the  mortality  from  acute  and  chronic 
nephritis — important  causes  of  death  at  all  ages — declined  to  a new 
low  for  all  months.  The  appendicitis  death  rate  reached  its  lowest 
point  in  thirty-one  years.  Mortality  from  pneumonia  was  the  low- 
est on  record  for  August,  with  a drop  of  31  per  cent  from  the  rate  in 
August,  1938. 

With  the  exception  of  pneumonia,  which  has  been  the  subject  of  a 
joint  campaign  by  the  Department  of  Health  and  the  medical  pro- 
fession, all  the  diseases  cited  are  treated  almost  exclusively  by  pri- 
vate practitioners  of  medicine,  either  in  their  offices  or  hospitals  or 
the  patient’s  home.  Even  in  pneumonia,  treatment  is  usually  ad- 
ministered by  private  physicians  rather  than  state  medical  employ- 
ees, although  the  state  may  furnish  necessary  therapeutic  supplies. 

It  is  interesting  to  observe  that  the  death  rate  from  tuberculosis, 
which  is  more  often  treated  by  state  agencies  than  the  diseases  men- 
tioned above,  was  one  of  the  few  to  show  a slight  increase.  This  is 
no  aspersion  on  the  competence  or  industry  of  the  State  Health  De- 
partment. Another  month  the  situation  may  be  reversed,  with  a 
greater  gain  in  the  conditions  for  which  the  government  is  respon- 
sible than  in  those  under  the  care  of  independent  physicians. 
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The  above  rates  are  quoted  not  to  reflect  unfavorably  on  the 
Health  Department  but  to  dispel  the  illusion  that  state  medicine  is 
superior  to  private  practice  or  responsible  for  all  the  gains  in  health 
in  recent  years.  State  Health  work  is  indispensable  and,  when 
efficiently  and  honestly  performed,  as  it  is  for  the  most  part  in  New 
York,  can  effect  vast  improvements  in  the  public  health.  However, 
it  does  most  good,  in  proportion  to  the  effort  and  money  invested, 
when  it  is  confined  to  its  proper  sphere  and  does  not  conflict  with  the 
role  of  the  private  practitioner  of  medicine.  As  the  mortality  rates 
for  August  of  this  year  show,  the  independent  physician  is  still  an 
essential,  dynamic  force  for  better  health.  This  force  should  not  be 
dissipated  in  fruitless  competition  with  the  State. 

Stick  to  the  Charge 

The  United  States  Supreme  Court  has  refused  to  pass  on  the 
government’s  antitrust  suit  against  the  A.M.A.  “out  of  turn.”  A 
decision  must  be  obtained  from  the  United  States  Court  of  Appeals 
for  the  District  of  Columbia  before  the  Supreme  Court  will  review 
the  case. 

By  its  refusal  to  dispense  with  the  decision  of  the  Court  of  Appeals, 
the  Supreme  Court  rebuffs  the  Department  of  Justice’s  attempt  to 
depart  from  customary  procedure  in  its  action  against  the  A.M.A. 
It  is  reassurance  that  in  the  courts,  at  least,  the  case  will  be 
tried  on  its  statutory  merits  rather  than  as  a vehicle  for  reforming 
medical  practice  in  accordance  with  the  Administration’s  ideas. 

That  the  antitrust  suit  against  the  A.M.A.  is  merely  a subterfuge 
to  frighten  the  profession  into  compliance  with  the  Administration’s 
medico-social  policies,  is  again  evident  in  the  Department  of  Jus- 
tice’s statement  that  a decision  by  the  Supreme  Court  would  “affect 
the  conditions  of  medical  practice  throughout  the  United  States.” 
From  the  inception  of  this  case  the  Department  of  Justice  has  used  it 
as  a sounding  board  for  official  Washington’s  medical  views,  to  the 
extent  of  departing  radically  from  accepted  principles  of  juristic 
ethics.  In  its  latest  statement,  for  example,  the  Department  of 
Justice  tries  to  sway  public  opinion  by  hinting  that  medico-social 
progress  depends  on  the  outcome  of  this  case.  In  one  sense  this  is 
partially  true — but  not  in  the  way  the  Department  of  Justice  seeks 
to  convey. 

If  the  A.M.A.  loses  the  case,  it  is  likely  that  “the  conditions  of 
medical  practice  throughout  the  United  States”  will  change — for  the 
worse — for  it  will  demolish  medical  ethics  and  destroy  the  profes- 
sion’s power  to  exercise  its  collective  influence  for  better  medical 
education  and  higher  standards  of  practice.  If  the  A.M.A.  wins, 
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on  the  other  hand,  there  will  be  no  cessation  of  organized  medicine’s 
efforts  to  improve  the  quality  of  medical  service  and  make  the  latter 
available  to  all.  It  is  engaged  in  these  efforts  not  as  part  of  its 
differences  with  the  Department  of  Justice  but  in  line  with  estab- 
lished medical  tradition.  It  will  continue  to  seek  the  best  means  of 
bringing  high-grade  medical  care  to  the  people  of  this  country  as 
long  as  the  government  permits  it  to  go  on  with  its  work,  free  from 
political  persecution  and  bureaucratic  control. 

Pregnancy  in  Diabetics 

Pregnancy  in  diabetics  has,  until  recently,  been  attended  by  a high 
fetal  mortality  rate,  due  to  spontaneous  abortion,  premature  de- 
livery, stillbirth,  or  early  neonatal  death.  In  the  pre-insulin  era,  the 
percentage  of  fetal  deaths  in  diabetic  pregnancies  was  44  and  since 
the  introduction  of  insulin  it  has  dropped  to  38,  as  reported  by  the 
George  F.  Baker  Clinic.1  One  would  imagine  that  insulin  would 
have  solved  this  problem  as  it  did  other  complicating  diabetic 
situations,  and  that  these  high  figures  are  the  result  of  faulty  man- 
agement of  individual  patients.  On  the  contrary,  it  is  a matter  of 
record  that  prospective  mothers  who  have  neglected  the  diabetic 
routine  have  had  successful  pregnancies,  whereas  others  who  have 
carefully  followed  the  prescribed  regimen  have  had  accidents  in  late 
pregnancy  resulting  in  the  death  of  the  child. 

Based  upon  the  work  of  Murphy,2  who  suggested  the  possibility  of 
hormonal  imbalance  in  diabetic  pregnancy,  and  of  Smith  and  Smith,3 
who  made  a study  of  hormones  in  pre-eclamptic  toxemia,  White, 
Titus,  Joslin,  and  Hunt  investigated  the  relationship  between  serum 
prolan  and  the  incidence  of  fetal  mortality  in  diabetic  pregnancy. 
They  found,  with  but  one  exception,  that  all  of  these  occurred  in 
those  wherein  the  serum  prolan  was  above  normal.  They  state  that 
the  defense  mechanism  against  this  hormonal  imbalance  is  the 
destruction  of  the  placenta,  and  as  a result  the  death  of  the  fetus. 
Control  tests  for  serum  prolan,  after  the  twenty-fourth  week  of 
gravidity,  will  reveal  such  alterations  and  help  isolate  those  diabetic 
patients  who  present  a hazard  in  regard  to  the  development  of  pre- 
eclamptic toxemia. 

Where  diabetic  pregnancy  presents  supernormal  prolan  values 
in  the  serum,  replacement  therapy  by  estrin  and  progestin  may  re- 
store serum  prolan  to  normal  and  aid  immeasurably  in  the  delivery 
of  a viable  child.  The  fact  that  White,  et  al.y  have,  by  this  form  of 
therapy,  reduced  fetal  deaths  in  diabetic  pregnancy  from  31  per  cent 


1 White,  P.,  Titus,  R.  S.,  Joslin,  E.  P.,  and  Hunt,  H.:  Am.  J.  Med.  Sc.  198:  482  (Oct.)  1929. 

2 Murphy,  D.  P.:  Surg.,  Gyn.  and  Obs.  56:  914  (1933). 

3 Smith,  G.  van  S.,  and  Smith,  O.  W.:  Am.  J.  Obs.  and  Gyn.  36:  769  (1938). 
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during  1936-1937  to  6 per  cent  in  1938-1939,  speaks  for  its  efficiency. 
Particularly  it  emphasizes  the  increasing  role  that  endocrinology  is 
assuming  in  our  daily  practice.  To  those  who  attended  the  recent 
Academy  Fortnight  devoted  to  this  branch  of  medicine,  and  who 
were  eye  and  ear  witnesses  to  breath-taking  advances,  this  editorial 
comment  on  another  achievement  simply  emphasizes  how  much 
more  lies  before  us  in  the  study  of  the  glands  of  internal  secretion. 

Overtreatment  in  Syphilis 

In  the  present  intensive  campaign  against  syphilis,  in  which  the 
entire  medical  profession  is  taking  an  active  part,  there  is  an  im- 
portant factor  which  seems  to  have  been  overlooked,  namely  over- 
treatment. The  drive  to  eradicate  syphilis,  which  has  brought  in  its 
train  slogans,  propaganda,  and  statutory  regulations,  appears  to 
have  stimulated  a trend  toward  the  overtreatment  of  the  syphilitic 
patient.  Despite  all  criticism  to  the  contrary,  this  has  been  ac- 
companied by  a more  cursory  examination  of  the  individual  luetic, 
a lethargy  toward  investigation  into  what  significance  to  attach  to 
the  positive  Wassermann,  and  a lack  of  discernment  between  infec- 
tious and  noninfectious  syphilis  from  the  standpoint  of  the  com- 
munity. 

The  arsenical  preparations  may  cause  marked  disturbances  of  the 
gastrointestinal  tract,  skin,  capillary  system,  and  liver.  Mercurial 
drugs  are  known  renal  irritants.  Bismuth  rarely  produces  severe 
reactions,  although  headache,  joint  pains,  and  eczematoid  eruptions 
may  occur.  However,  Cormia,1  in  an  analysis  of  his  cases,  presents 
us  with  a prodromal  syndrome  for  overtreatment  which  covers  all 
antisyphilitic  therapy.  Nervous  instability,  uncontrollable  temper, 
insomnia,  throbbing  headache,  fatigue,  and  loss  of  weight  should  be 
interpreted  as  signs  of  unduly  prolonged  administration  of  arsenic 
and  bismuth.  Bismuth  intoxication  is  frequently  evidenced  by  a 
chronic,  nonproductive  cough.  Cormia  states  that  the  “insidious 
nature  of  the  symptom  complex  makes  it  particularly  susceptible  to 
misinterpretation,  and  many  patients  have  been  precipitated  into 
acute  mental  or  physical  breakdown  by  the  persistence  of  misguided 
therapeutic  measures.” 

i Cormia,  F.  E.:  Canad.  Med.  Assn.  J.  40:  445  (1939). 
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URETERAL  CALCULI 

A Review  of  350  Cases 

C.  C.  Higgins,  M.D.,  Cleveland,  Ohio 

( From  the  Cleveland  Clinic ) 


From  a clinical  study  of  ureteral  lithia- 
sis  it  appears  evident  that  the  majority 
of  ureteral  stones  have  their  origin  pri- 
marily in  the  kidney.  It  is  obvious  that 
calculi  can  form  in  the  ureter  only  with 
considerable  difficulty,  inasmuch  as  small 
accumulations  of  salts  are  usually  readily 
washed  into  the  bladder  by  the  urinary 
stream.  In  the  literature,  however,  in- 
stances are  cited  where  a calculus  has 
developed  ab  initio  in  the  ureter.  Such 
calculi  have  formed  in  diverticula  or  sac- 
culations,  the  latter  being  associated  with 
a stricture  of  the  ureter.  Even  in  some 
of  the  cases  of  the  latter  group,  an  ele- 
ment of  doubt  exists  as  to  whether  the 
stone  did  not  originate  in  the  kidney. 

Etiology 

As  the  majority  of  the  ureteral  calculi 
have  their  origin  in  the  kidney,  the 
etiologic  factors  associated  with  renal 
lithiasis  must  be  given  consideration.  A 
review  of  these  factors  is  not  within  the 
scope  of  this  paper,  so  they  will  be  men- 
tioned but  not  discussed.  It  must  be 
stressed,  however,  that  no  examination 
of  a patient  with  ureteral  calculi  is  com- 
plete without  intensive  preoperative 
study.  During  the  course  of  treatment 
the  presence  or  absence  of  the  following 
must  be  determined:  (1)  focal  infection; 
(2)  infection  in  the  urinary  tract;  (3) 
stasis;  (4)  vitamin  A deficiency;  (5) 
vitamin  B deficiency;  (6)  metabolic 
diseases;  and  (7)  hyperparathyroidism. 
It  seems  evident  from  clinical  and  experi- 
mental study  that  no  single  etiologic  fac- 
tor is  responsible  for  the  formation  of  all 
stones;  it  therefore  behooves  us  to  as- 
certain the  causative  factors  in  the  indi- 
vidual case.  Only  by  their  recognition, 
eradication,  or  correction  can  recurrent 


formation  of  ureteral  calculus  be  mini- 
mized. 

Age 

Stone  in  the  ureter  is  a disease  of  middle 
life,  approximately  two  thirds  of  the  cases 
occurring  between  the  ages  of  20  to  50 
years.  In  this  series  of  350  cases,  the  age 
incidence  was  as  follows : 1 to  10  years,  1 
case;  11  to  20  years,  10  cases;  21  to  30 
years,  39  cases;  31  to  40  years,  103  cases; 
41  to  50  years,  91  cases;  51  to  60  years, 
53  cases;  61  to  70  years,  31  cases;  over 
70  years,  11  cases;  age  not  stated  in  11 
cases — a total  of  350  cases.  The  young- 
est male  was  9 years  of  age  and  the  young- 
est female  13  years.  The  oldest  male 
was  79  years  of  age  and  the  oldest  female 
67  years. 

Sex 

It  has  frequently  been  observed  that  a 
preponderance  of  ureteral  calculi  occur  in 
the  male  sex.  Bumpus  and  Scholl1  found 
that  68  per  cent  of  the  cases  they  reviewed 
were  noted  in  men  and  32  per  cent  in 
women.  In  our  series,  279  occurred  in 
men  (79.7  per  cent)  and  71  in  women 
(20.3  per  cent). 

Side  Involved 

Ureteral  calculi  occur  with  equal  fre- 
quency on  both  sides.  In  this  series,  163 
calculi  were  present  in  the  right  ureter, 
181  in  the  left  ureter,  and  in  6 instances 
calculi  were  present  in  both  ureters. 
Bilateral  ureteral  calculi  are,  however, 
less  frequent  than  bilateral  renal  stones. 
Jeanbrau,2  in  a review  of  the  literature, 
collected  8 bilateral  cases  in  a series  of 
220  cases  of  ureteral  calculi  studied,  an 
incidence  of  3.6  per  cent.  Bumpus  and 
Scholl,1  in  a review  of  ureteral  calculi 
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seen  at  the  Mayo  Clinic,  reported  the 
incidence  as  1.2  per  cent,  while  the  in- 
cidence in  our  series  is  1.7  per  cent. 

Characteristics  of  the  Calculi 

The  chemical  constituents  of  the  calculi 
are  influenced  by  the  presence  or  absence 
of  renal  infection,  metabolic  diseases, 
stasis,  and  hyperparathyroidism.  Aseptic 
calculi  are  most  frequently  composed  of 
calcium  oxalate,  while  uric  acid  calculi 
may  be  found  in  association  with  gout,  or 
cystine  calculi  may  be  associated  with  a 
disturbance  of  intermediate  protein  me- 
tabolism. The  two  latter  types  of  calculi 
are  observed  frequently  in  urine,  the  cul- 
ture of  which  is  sterile.  It  is  also  true 
that  in  the  majority  of  cases  the  uric  acid 
and  cystine  stones  are  small,  round,  and 
smooth,  and  are  usually  expelled  from  the 
ureter  spontaneously.  At  times  the  pa- 
tient volunteers  the  information  that 
similar  calculi  have  been  passed  pre- 
viously. The  calculi  associated  with 
hyperparathyroidism  are  usually  com- 
posed of  salts  precipitating  in  alkaline 
urine.  In  one  case  in  this  series  a calculus 
was  present  in  the  kidney,  a ureteral  stone 
had  passed  previously  without  manipu- 
lative procedures,  and  a co-existing  hyper- 
parathyroidism was  present,  as  evidenced 
by  the  removal  of  an  adenoma  of  a para- 
thyroid gland. 

In  the  presence  of  infection  such  as  the 
staphylococcus  or  proteus  organism,  the 
calculi  are  usually  composed  of  alkaline 
salts,  i.e.,  calcium  phosphate  and  cal- 
cium carbonate.  This  is  also  true  in  the 
presence  of  an  infection  due  to  the  colon 
bacillus,  which  possesses  the  power  of 
splitting  urea  with  the  resultant  forma- 
tion of  ammonia,  rendering  the  reaction 
of  the  urine  strongly  alkaline. 

A mixture  of  salts  may  be  present. 
The  nucleus  may  be  composed  of  calcium 
oxalate,  which  formed  when  infection  was 
not  present;  then,  if  a urea-splitting  in- 
fection is  introduced,  the  outer  layers  of 
the  calculus  will  be  composed  of  phos- 
phates and  carbonates. 

The  size  of  the  calculus  obviously  varies 
from  that  of  a millet  seed  to  one  of  enor- 
mous proportions.  Heath3  removed  a 


ureteral  calculus  that  measured  6X1 
inches  and  weighed  65.8  Gm.  Joly4  states 
he  witnessed  the  removal  of  a ureteral 
calculus  that  was  7 inches  long  and  al- 
most 1 inch  in  diameter. 

A calculus  that  passes  rapidly  down  the 
ureter  and  is  expelled  spontaneously  is 
usually  small,  smooth,  and  round,  while 
a calculus  that  becomes  impacted  in  the 
ureter  tends  to  assume  a more  or  less 
definite  shape  depending  upon  the  length 
of  time  it  is  retained  in  the  ureter.  As  a 
calculus  enlarges  upward  in  the  ureter, 
there  is  a tendency  for  it  to  become 
elongated,  and  the  longitudinal  diameter 
exceeds  the  transverse  diameter.  This  is 
especially  true  of  larger  calculi  that  have 
been  present  in  the  ureter  for  a long  period 
of  time.  The  calculi  may  also  become 
rough,  and  in  some  instances  a groove  is 
formed  in  the  stone,  thus  permitting 
normal  passage  of  urine  into  the  bladder. 
At  times,  faceted  stones  may  be  observed ; 
these  are  usually  associated  with  dilata- 
tion of  the  ureter  and  the  presence  of  a 
ureteral  stricture. 

Site  of  Impaction 

It  has  been  generally  observed  that  the 
majority  of  ureteral  calculi  become  im- 
pacted in  the  pelvic  portion  of  the  ureter. 
This  hesitation  in  the  downward  progress 
of  the  stone  in  the  ureter  may  be  tempo- 
rary, in  which  case  the  calculus  later  passes 
spontaneously  into  the  bladder  or  as- 
sistance is  rendered  by  manipulative  ef- 
forts or,  at  times,  it  may  require  removal 
by  surgical  intervention. 

A satisfactory  explanation  for  impac- 
tion at  this  location  is  derived  from  the 
study  of  the  anatomic  characteristics  of 
the  ureter  in  cadavers.  Here  it  is  found 
that  the  caliber  varies  in  different  por- 
tions of  the  ureter.  The  points  of  con- 
striction that  occur  in  the  normal  ureter 
are:  (1)  at  or  just  below  the  junction  of 
the  ureter  and  the  renal  pelvis;  (2)  at 
the  point  where  the  ureter  crosses  the  iliac 
vessels ; (3)  at  the  base  of  the  broad  liga- 
ments in  the  female  and  the  vas  deferens 
in  the  male;  (4)  at  the  point  where  the 
ureter  enters  the  external  muscular  layer 
of  the  bladder,  the  so-called  juxtavesical 
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constriction ; and  finally  (5)  at  the 
ureteral  orifices.  Between  these  sites  of 
constriction  the  ureter  is  widened  into 
spindles,  the  diameter  of  which  decreases 
progressively  downward.  Joly4  states 
that  the  average  diameter  of  the  abdomi- 
nal spindle  is  10  mm.,  of  the  pelvic 
spindle,  6 mm.,  and  of  the  intramural 
ureter,  3.5  mm. 

In  addition  to  these  observations,  it  may 
also  be  noted  that  physiologic  angulations 
of  the  ureter  occur  at  two  points:  first, 
at  the  point  where  the  ureter  crosses  the 
iliac  vessels  and  dips  downward  into  the 
true  pelvis,  and  second,  at  the  pars 
juxtavesicalis,  which  presents  a physio- 
logic angulation  of  from  90  to  135  degrees. 
Undoubtedly  these  observations  explain 
the  incidence  of  stones  at  various  levels 
in  the  ureter. 

In  this  series,  77.4  per  cent  of  the  stones 
were  observed  in  the  lower  ureter;  of 
these,  63.3  per  cent  were  in  the  pelvic 
portion  of  the  ureter  and  14.1  per  cent 
in  the  intramural  portion. 

The  positions  of  the  calculi  were  as 
follows:  right  upper  ureter  in  14  cases; 
left  upper  ureter  in  16  cases;  right  mid- 
ureter in  21  cases;  left  mid-ureter  in  22 
cases;  right  lower  ureter  in  128  cases; 
left  lower  ureter  in  143  cases;  bilateral  in 
6 cases ; in  the  right  lower  ureter  and  left 
lower  ureter  in  3 cases ; right  lower  ureter 
and  left  upper  ureter  in  1 case;  right  mid- 
ureter and  left  mid-ureter  in  1 case; 
right  mid-ureter  and  left  lower  ureter  in  1 
case — a total  of  350  cases. 

Symptomatology 

The  symptoms  produced  by  a stone  in 
the  ureter  are  influenced  by  the  position 
of  the  calculus  in  the  ureter,  that  is, 
whether  it  is  moving  down  the  ureter  or 
is  impacted,  and  also  by  the  presence  or 
absence  of  infection,  and,  finally,  whether 
or  not  the  stone  is  producing  sufficient 
obstruction  to  produce  symptoms  of  back 
pressure. 

In  this  series  of  350  patients,  210,  or 
60  per  cent,  had  the  typical  severe  at- 
tacks of  pain  known  as  colic,  while  131, 
or  37.5  per  cent,  complained  of  dull,  in- 
definite abdominal  pain,  and  in  9,  or  2.5 


per  cent,  the  patients  complained  of 
dysuria,  frequency,  urgency,  and  stran- 
gury. 

During  the  attack  of  colic  it  is  usually 
impossible  to  presume  the  position  of  the 
calculus  without  roentgen  verification. 
As  a general  rule,  the  more  pronounced 
the  bladder  symptoms,  the  lower  the  cal- 
culus lies  in  the  ureter.  The  patient  may 
experience  a severe  attack  of  colic  fol- 
lowed by  expulsion  of  the  stone,  or  re- 
peated attacks  may  occur  with  or  without 
spontaneous  passing  of  the  calculus.  In 
this  group  of  cases,  54  per  cent  of  the 
patients  who  expelled  the  calculus  did 
so  within  sixteen  days  after  their  examina- 
tion at  the  clinic. 

When  the  calculus  is  producing  symp- 
toms of  back  pressure,  such  obstruction  is 
characterized  by  a sharp  or  dull,  fixed 
pain  in  the  loin  felt  in  the  posterior  renal 
area.  In  the  presence  of  infection,  an 
elevation  of  the  temperature  and  chills 
may  occur.  During  the  acute  attack, 
nausea,  vomiting,  and  abdominal  dis- 
tention frequently  occur,  simulating  intra- 
abdominal disease. 

When  the  calculus  is  lodged  in  the  upper 
part  of  the  ureter,  pain  is  usually  present 
in  the  costovertebral  angle,  and  the  symp- 
toms are  those  of  renal  colic,  although  the 
pain  may  be  referred  anteriorly  to  the 
right  or  left  upper  quadrants.  If  the 
calculus  is  lodged  in  the  pelvic  portion  of 
the  ureter,  the  symptoms  may  be  referred 
to  the  right  or  left  lower  quadrants. 

In  this  series,  20  per  cent  of  the  pa- 
tients presented  symptoms  definitely  not 
referable  to  the  urinary  tract,  the  pain 
being  referred  to  the  upper  quadrants  of 
the  abdomen  in  14  per  cent,  and  in  6 per 
cent  the  pain  was  referred  to  the  right  or 
left  lower  quadrants  of  the  abdomen. 

It  was  noted  that  exercise  or  exertion 
tended  to  aggravate  the  symptoms  in 
instances  in  which  a calculus  was  im- 
pacted in  the  ureter. 

The  examination  of  the  urine  revealed 
neither  pus  nor  blood  cells  in  1 1 per  cent 
of  the  cases.  Thus,  the  urine  may  appear 
normal. 

Microscopically,  blood  is  not  as  fre- 
quently associated  with  ureteral  calculi 
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as  it  is  with  stones  in  the  kidney.  When  a 
co-existent  infection  is  present  in  the 
kidney  and  is  associated  with  ureteral 
calculi,  albumin  and  pus  are  often  noted 
in  the  urine. 

In  15  per  cent  of  the  cases  in  this 
series  only  an  occasional  white  blood  cell 
was  present  in  the  urine;  31  per  cent  of 
the  patients  noted  gross  hematuria; 
while  in  an  additional  37  per  cent  red 
cells  were  found  in  the  urine  on  micro- 
scopic examination.  The  remaining  cases 
showed  frank  pus  in  the  urine  to  a greater 
or  lesser  degree  so  that  these,  of  course, 
were  complicated  by  renal  infection. 

Diagnosis 

The  symptoms  produced  by  a calculus 
in  the  ureter  so  closely  simulate  those 
produced  by  a renal  calculus  that  the 
distinction  cannot  usually  be  made  with- 
out roentgen  study.  In  this  series  the 
calculi  could  be  visualized  on  the  roentgen 
film  in  97  per  cent  of  the  cases.  Although 
it  is  stated  in  numerous  publications  in 
the  literature  that  the  calculus  cannot  be 
seen  on  the  film  in  from  8 to  12  per  cent 
of  all  cases,  refinements  in  technic  and 
improved  quality  of  the  film  and  roent- 
gen-ray apparatus  have  materially  re- 
duced this  high  incidence  of  so-called 
nonopaque  stones.  In  our  experience,  the 
most  difficult  to  visualize  are  calculi 
impacted  in  the  ureteral  orifice  in  a pa- 
tient in  whom  there  is  considerable  urine 
in  the  bladder,  or  calculi  in  the  pelvic 
ureter  which  may  be  obscured  by  the 
bony  pelvis  or  cast  only  a faint  shadow. 

Although  wax-tipped  catheters  are 
utilized  by  many  urologists  to  verify  the 
presence  of  a calculus  in  the  ureter,  my 
experience  with  this  procedure  has  been 
so  limited  that  no  definite  conclusions 
can  be  drawn  as  to  its  efficacy  in  this 
group  of  cases. 

Nonopaque  calculi  may  be  demon- 
strated by  intravenous  urographic  study 
or  by  making  a ureteropyelogram. 

On  many  occasions,  when  withdrawing 
the  ureteral  catheter,  I have  been  able  to 
feel  a definite  grating  of  the  stone  against 
the  catheter,  verifying  the  diagnosis. 
From  the  roentgen-ray  film,  not  only  can 


one  ascertain  the  size,  shape,  and  posi- 
tion of  the  calculus,  but  one  can  make  a 
prediction  as  to  the  likelihood  of  its  being 
expelled  spontaneously.  Furthermore, 
progress  roentgen  studies  permit  one  to 
visualize  the  stone  as  it  passes  down  the 
ureter. 

Finally,  by  intravenous  urographic 
studies  the  degree  of  obstruction  as  evi- 
denced by  back  pressure  can  be  visualized. 
On  several  patients  in  this  series  repeated 
roentgenograms  were  required  before  the 
calculus  could  be  visualized. 

As  the  calculus  approaches  the  bladder, 
characteristic  changes  occur  about  the 
ureteral  orifice,  and  these  may  be  visual- 
ized by  cystoscopic  study.  Bullous  edema 
about  the  orifice  may  be  present,  the 
orifice  becomes  gaping,  somewhat  fixed, 
and  does  not  close  completely.  When  the 
stone  lies  in  the  intramural  portion,  it 
makes  a round  or  oval  projection  in  the 
bladder  above  the  stone.  Occasionally  a 
small  portion  of  the  calculus  can  be  seen 
projecting  from  the  orifice. 

After  the  stone  has  passed,  the  edema 
subsides,  the  orifice  remains  somewhat 
gaping,  and  may  be  ragged  and  torn,  the 
surrounding  tissue  about  the  orifice  is 
injected,  and  petechial  hemorrhages  may 
be  present. 

Finally,  the  calculus  may  be  palpable 
on  vaginal  or  rectal  examinations,  which 
should  be  performed  in  all  cases  of  stone 
in  the  pelvic  ureter  as  revealed  by 
roentgenographic  study. 

Differential  Diagnosis 

While  the  majority  of  ureteral  calculi 
do  not  offer  difficulties  in  diagnosis  at  the 
time  of  an  attack,  occasionally  problems 
do  arise.  In  a small  percentage  of  cases, 
gastrointestinal  symptoms  such  as  nausea, 
vomiting,  or  abdominal  distention  with 
varying  degrees  of  muscular  rigidity 
strongly  suggest  acute  intra-abdominal 
disease.  In  my  experience,  this  has  been 
associated  more  frequently  with  a cal- 
culus in  the  left  ureter  in  which  the 
clinical  picture  suggested  acute  intestinal 
obstruction.  Tenderness  on  palpation 
over  the  kidney,  blood  and  pus  cells  in 
the  urine,  and  roentgen  study  with  the 
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passage  of  a ureteral  catheter  in  cases  of 
doubt,  suffice  to  establish  an  accurate 
diagnosis. 

That  a calculus  impacted  in  the  lower 
right  ureter  may  simulate  so-called 
chronic  appendicitis  is  attested  by  the 
many  patients  who  bear  a McBumey 
incision,  but  in  whom  an  appendectomy 
failed  to  relieve  symptoms  that  were 
produced  by  an  overlooked  calculus  in 
the  ureter.  Such  mistakes  are  due  to 
sins  of  omission,  and,  fortunately  for  the 
patient,  are  occurring  less  frequently. 

Perhaps  the  most  common  errors  in 
differential  diagnosis  are  due  to  mis- 
interpretation of  shadows  visualized  on 
the  roentgenogram,  phleboliths,  intestinal 
contents,  patches  of  atheromas  in  the 
iliac  arteries,  or  calcified  glands  being 
interpreted  as  calculi.  Again  complete 
urologic  study  will  avoid  the  possibility 
of  such  errors  in  diagnosis. 

Thus  it  is  essential  that  complete 
urologic  study  be  performed  in  patients 
with  atypical  symptoms  of  intra-ab- 
dominal disease,  not  only  to  rule  out 
calculous  disease,  but  also  other  urologic 
conditions  known  to  produce  symptoms 
especially  referable  to  the  gastrointestinal 
tract. 

Management 

The  procedures  that  may  be  utilized 
in  the  treatment  of  ureteral  calculi  are: 
(1)  medical;  (2)  cystoscopic,  including 
manipulative  procedures ; and  finally, 
(3)  surgical  intervention.  Several  con- 
ditions influence  the  type  of  treatment  to 
be  employed  in  the  individual  case. 

The  Economic  Status  of  the  Patient. — 
As  the  economic  status  of  a patient  may 
influence  the  treatment  to  be  instituted 
in  medical  problems  extraneous  to  the 
urinary  tract,  it  may  similarly  affect  the 
treatment  to  be  recommended  for  a 
patient  with  a stone  lodged  in  the  ureter. 
A laborer  who  has  a stone  impacted  in 
the  upper  part  of  the  ureter,  who  is 
subjected  to  frequent  disabling  attacks  of 
colic,  and  in  whom  the  stone  fails  to  move 
or  only  progresses  very  slowly  down  the 
ureter,  can  be  restored  to  his  gainful 
occupation  in  a shorter  period  of  time  by 


open  operation.  Similarly,  those  whose 
occupations  require  considerable  exertion 
and  expenditure  of  energy,  which  provoke 
frequent  attacks  of  colic,  may,  due  to 
their  financial  status  and  obligations,  re- 
quire more  immediate  relief  of  symptoms. 

Size  of  Calculus. — As  a general  rule  the 
larger  the  calculus,  the  less  likely  it  is  to 
pass  spontaneously  and  the  more  fre- 
quently will  manipulative  efforts  fail  to 
succeed.  Joly4  has  stated  that  patients 
passing  stones  at  varying  intervals  of 
time  are  able  to  pass  progressively  larger 
stones. 

If  a patient  has  not  passed  calculi 
before,  if  a co-existing  dilatation  of  the 
ureter  due  to  the  previous  passage  of 
calculi  is  not  present,  and  if  the  stone  is 
over  2 cm.  in  diameter,  repeated  manipu- 
lative efforts  to  facilitate  the  passage  of 
the  stone  are  not  advisable.  Similarly,  if 
the  patient  does  not  tolerate  cystoscopic 
manipulation  well,  as  evidenced  by  a pro- 
nounced clinical  reaction  or  by  the  de- 
velopment of  acute  pyelonephritis,  further 
manipulative  procedures  should  not  be 
employed. 

In  our  series  we  noted  that  calculi 
larger  than  1 cm.  in  diameter  infrequently 
pass  down  the  ureter  spontaneously,  al- 
though in  the  absence  of  evidence  of  back 
pressure  they  may  be  observed  and 
followed  by  roentgen  progress  studies. 

As  Moore5  has  stated,  a stone  in  the 
lower  third  of  the  ureter  is  more  amenable 
to  manipulative  treatment  than  one  in 
the  upper  part  of  the  ureter.  If  the  stone 
is  lodged  in  the  upper  ureter  and  is  not 
more  than  1 cm.  in  diameter,  manipula- 
tive efforts  at  expulsion  may  be  delayed 
until  the  stone  has  passed  into  the  lower 
third  of  the  ureter.  If  the  calculus  is  im- 
pacted in  the  ureter  and  repeated  roent- 
genograms show  no  downward  progress 
week  after  week,  it  probably  will  not  be 
expelled  spontaneously.  In  such  in- 
stances, if  manipulative  efforts  fail,  open 
operation  is  advisable. 

Status  of  the  Kidney  Above  the  Stone 
{Renal  Back  Pressure  Infection). — Con- 
tinued evidence  of  renal  back  pressure, 
as  evidenced  by  continuous  pain  over  the 
kidney  region  or  a progressively  enlarg- 
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in  g hydronephrosis,  as  revealed  by 
intravenous  urographic  study,  contra- 
indicates continuance  of  conservative 
treatment  or  manipulative  efforts.  This 
is  especially  true  in  the  presence  of  renal 
infection,  the  combination  of  obstruction 
and  infection  exerting  a deleterious  in- 
fluence on  the  kidney.  However,  in  many 
instances,  due  to  the  caliber  of  the  stones 
or  the  presence  of  a groove  in  the  calcu- 
lus, very  little  obstruction  is  present,  so 
that  in  the  absence  of  infection  conserva- 
tive procedures  can  be  advocated.  It  is 
also  true  that  the  presence  of  a nonfunc- 
tioning kidney,  as  evidenced  by  intra- 
venous urographic  study  in  the  presence 
of  a ureteral  calculus,  does  not  mean  that 
the  kidney  will  not  function  adequately 
after  removal  of  the  stone.  Even  in  the 
presence  of  a considerable  degree  of 
hydronephrosis,  conservative  treatment 
toward  the  kidney  should  be  instituted. 

Joly4  states  that  the  presence  of  a co- 
existing chronic  parenchymatous  nephritis 
contraindicates  conservative  medical 
management,  this  condition  preventing 
the  forcing  of  fluids. 

Age  of  Patient. — In  an  elderly,  debili- 
tated, senile  patient  frequent  manipula- 
tive procedures  are  not  well  tolerated  and 
may  be  attended  by  severe  clinical  reac- 
tions. In  a man  with  hypertrophy  of  the 
prostate,  cystoscopic  procedures  are  diffi- 
cult, and  are  attended  by  considerable 
trauma;  therefore,  repeated  manipula- 
tions must  be  used  with  caution. 

It  is  my  belief  that  in  small  children, 
due  to  technical  difficulties  and  the 
inability  to  secure  good  cooperation,  open 
operation  is  advisable,  especially  if  con- 
genital anomalies  are  also  present  in  the 
genital  organs. 

In  the  presence  of  anuria,  bilateral 
ureteral  stones  must  also  be  considered, 
or  even  the  possible  absence  of  one  kidney. 
Here  we  are  dealing  with  an  emergency, 
and  if  possible  the  passage  of  a catheter  or 
catheters  above  the  stone,  thus  facilitat- 
ing urinary  drainage,  is  the  preferable 
procedure,  delaying  the  immediate  attack 
on  the  calculus  by  the  procedure  ad- 
visable in  the  individual  case  until  after 
the  crisis  has  passed. 


Manipulative  Procedures 

In  recent  years,  surgeons  have  been 
more  enthusiastic  regarding  the  manipu- 
lative management  of  ureteral  calculi. 
It  is  my  impression  that  it  has  been  advo- 
cated too  extensively  and  is  frequently 
employed  in  cases  where  surgical  inter- 
vention would  lessen  the  hardship  on  the 
patient  and  be  attended  with  a lower 
mortality  and  morbidity.  The  large 
number  of  instruments  available  today 
for  the  manipulation  of  stones  in  the 
ureter  attest  to  the  fact  that  no  one  in- 
strument or  method  is  suitable  in  all 
instances.  While  large  series  of  cases  are 
reported  in  which  the  physician  has  been 
gratified  by  recovering  the  calculus  after 
manipulative  efforts,  there  exists  a pau- 
city of  communications  that  discuss  the 
hardship  on  the  patient  due  to  repeated 
manipulative  procedures,  and  the  com- 
plications, the  morbidity,  and  the  mortal- 
ity accompanying  this  line  of  attack.  I 
personally  believe  less  damage  is  done  to 
the  ureter  by  a clean  surgical  approach 
than  by  the  repeated  passage  of  metallic 
instruments  up  the  ureter.  It  is  also  true 
that  erroneous  deductions  may  be  drawn 
from  the  results  of  manipulation.  In 
this  series  of  cases,  18.9  per  cent  of  the 
stones  passed  spontaneously.  If  any  of 
the  patients  in  this  group  had  been  treated 
by  one  of  the  manipulative  procedures, 
the  urologist  would  have  been  delighted 
when  the  stone  was  removed  and  would 
likewise  speak  most  enthusiastically  for 
the  instrument  apparently  responsible 
for  his  success.  Similarly,  even  after  re- 
peated manipulations  failure  may  result, 
necessitating  open  operation.  Finally, 
even  though  painstaking  precautions 
may  be  used,  in  the  presence  of  stasis  the 
introduction  of  infection  may  complicate 
the  picture. 

My  personal  preference  in  manipula- 
tion of  calculi  in  the  ureter  is  for  the  use 
of  multiple  catheters,  although  recently 
I have  employed,  in  conjunction,  the 
avertin  technic  as  described  by  Jarman 
and  Scott.6  If  the  calculus  is  in  the  upper 
or  mid-portion  of  the  ureter,  if  it  is  less 
than  1 cm.  in  diameter,  and  if  it  is  moving 
spontaneously  down  the  ureter,  manipula- 
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tive  treatment  is  delayed  until  the  stone 
reaches  the  pelvic  portion.  Then  the  use 
of  multiple  catheters  is  advised. 

Calculi  in  the  intramural  segment  of 
the  ureter  can  be  visualized  cystoscopic- 
ally  by  a bulging  immediately  above  the 
ureter  and  by  the  presence  of  bullous 
edema  about  the  orifice.  In  this  group  a 
meatotomy  can  be  performed,  a spiral 
extractor  introduced,  and  the  stone  with- 
drawn. If,  however,  the  intravenous 
urogram  shows  considerable  dilatation 
above  the  calculus,  manipulation  is 
avoided,  as  the  calculus  may  be  dis- 
lodged and  slip  up  to  the  kidney  pelvis. 
Usually  within  twenty-four  hours  after 
the  meatotomy,  the  calculus  will  pass 
into  the  bladder. 

If  pronounced  edema  is  present  and  the 
orifice  cannot  be  visualized,  fulguration 
of  the  mucosa  over  the  stone  permits  its 
spontaneous  passage.  Occasionally,  a 
small  portion  of  the  calculus  can  be  seen 
extending  from  the  orifice;  it  then  can  be 
grasped  with  forceps  and  gently  teased  out 
of  the  ureter. 

Undoubtedly,  experience  with  numer- 
ous procedures  influences  the  advis- 
ability of  advocating  manipulative  pro- 
cedures and  the  instrument  to  be  em- 
ployed. 

In  a series  of  199  cases  of  ureteral 
calculi  reviewed  at  the  Cleveland  Clinic 
a few  years  ago,  it  was  noted  that  7.5 
per  cent  (15  cases)  passed  spontaneously, 
69  passed  after  cystoscopic  manipulation 
with  multiple  catheters,  12  were  extracted 
from  the  ureteral  orifice,  21  required 
operation  after  manipulative  efforts  failed, 
open  operation  was  performed  in  65  pa- 
tients, while  in  17  instances  operation  was 
advised  and  refused. 

In  a series  of  251  cases  reported  later, 
it  was  noted  that  43,  or  17.1  per  cent, 
passed  spontaneously,  171,  or  68.4  per 
cent,  were  removed  by  open  operation, 
and  37,  or  14.7  per  cent,  were  removed 
by  manipulation. 

In  the  third  series  of  350  cases,  in  66 
cases,  or  18.9  per  cent,  the  stones  passed 
spontaneously;  in  56  cases,  or  16  per 
cent,  the  stones  passed  after  manipula- 
tion, while  in  228,  or  65.1  per  cent, 


surgical  intervention  was  instituted. 
From  these  statistics  it  is  evident  that 
there  has  been  a gradual  increase  in  the 
number  of  stones  that  passed  spontane- 
ously. However,  approximately  only  1.5 
per  cent  more  stones  were  removed  by 
manipulative  procedures. 

In  a series  reviewed  by  Bumpus  and 
Scholl,1  approximately  72.7  per  cent 
were  removed  by  open  operation  and 
27.2  per  cent  by  manipulation.  The 
high  incidence  of  surgical  intervention  in 
our  series  is  due  apparently  to  the  large 
percentage  of  cases  of  long-standing  im- 
pactions. 

Therefore,  in  advocating  manipulative 
procedures,  the  following  should  be  con- 
sidered: the  economic  status,  the  age  of 
the  patient,  and  the  status  of  the  kidney 
above  the  calculus.  Likewise,  as  a general 
rule,  manipulative  procedures  should  not 
be  employed  (1)  if  the  caliber  of  the  stone 
is  more  than  2 cm.  in  diameter;  (2) 
when  the  patient  does  not  tolerate  cys- 
toscopy well;  (3)  following  the  develop- 
ment of  acute  pyelonephritis  after  a 
manipulative  procedure;  (4)  in  the 
presence  of  a progressively  enlarging 
hydronephrosis  or  especially  in  pyo- 
nephrotic  kidneys;  (5)  when  repeated 
attempts  at  manipulation  fail;  and  (6) 
when  the  stone  has  been  impacted  in  the 
ureter  for  a long  period  of  time.  Cer- 
tainly, dogmatic  statements  should  be 
avoided,  as  instances  may  arise  when 
each  of  these  objections  is  not  tenable. 

Operative  Treatment 

The  operative  removal  of  a calculus 
from  the  ureter  may  constitute  but  one 
phase  of  the  management  of  this  group  of 
patients.  The  status  of  the  kidney  must 
be  given  consideration.  In  instances  in 
which  intravenous  urographic  study  visu- 
alizes the  condition  of  the  kidney,  or 
a catheter  is  passed  by  the  obstructing 
stone,  functional  studies  and  visualiza- 
tion of  the  degree  of  hydronephrosis  and 
the  presence  or  absence  of  infection  can 
be  made.  However,  I have  seen  numer- 
ous cases  of  fairly  large  hydronephrotic 
kidneys  diminish  markedly  in  size  fol- 
lowed by  considerable  improvement  of 
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renal  function  after  removal  of  a calculus. 
In  recent  years  refinements  in  operative 
technic  have  diminished  the  period  of 
hospitalization,  the  morbidity,  and  the 
mortality  in  the  group  of  patients  with 
ureteral  calculi. 

A muscle-splitting  incision,  extraperito- 
neal  approach,  is  utilized  in  removing  the 
calculus  in  every  portion  of  the  ureter. 
This  lessens  the  incidence  of  hernia  and 
in  many  instances  the  patient  may  leave 
the  hospital  within  seven  days  after 
operation.  Drainage  with  a small  rub- 
ber tissue  is  instituted  in  all  cases. 

Our  personal  preference  is  for  spinal 
anesthesia  if  the  patient’s  general  condi- 
tion does  not  contraindicate  its  use. 
Relaxation  is  more  complete,  exposure  is 
more  adequately  secured,  and,  in  our 
cases,  postoperative  pulmonary  complica- 
tions have  been  definitely  lessened. 

In  removing  the  calculus  from  the 
ureter  I prefer  to  make  the  incision  in 
the  ureter  above  the  calculus.  We 
thereby  minimize  trauma  to  the  ureteral 
tissue  overlying  the  stone,  which  is 
already  the  site  of  a ureteritis  and  a peri- 
ureteritis. A forceps  is  gently  introduced 
into  the  ureter  and  the  calculus  is  re- 
moved. Following  this,  the  incision  in 
the  ureter  is  closed  with  triple  O plain 
catgut  sutures  passing  through  the  outer 
walls  of  the  ureter  but  not  through  the 
mucosa. 

There  is  one  operative  procedure  for 
the  removal  of  a calculus  from  the  lower 
ureter  that  I believe  has  not  received 
sufficient  attention.  This  is  the  employ- 
ment of  vaginal  ureterolithotomy.  In 
one  instance  in  particular  I have  removed 
a calculus  by  this  route  and  I believe  an 
operative  mortality  would  have  resulted 
if  any  other  procedure  had  been  employed. 
If  the  calculus  can  be  palpated  upon 
vaginal  examination  it  can  be  readily 
removed  by  this  route.  This  procedure 
has  been  employed  in  11  cases  success- 
fully with  no  complications  and,  while  it 
has  been  stated  that  a fistula  may  result, 
this  has  not  been  our  experience  in  any 
of  this  series. 

We  feel,  therefore,  that  open  operation 
is  indicated  when  a stone  in  the  ureter  is 


larger  than  1 cm.  in  diameter  and  when  it 
fails  to  show  downward  progress  toward 
the  bladder,  as  evidenced  by  roentgen 
investigations.  This  is  especially  true 
if  the  stone  is  in  the  upper  or  middle 
portion  of  the  ureter.  In  the  presence  of 
a progressively  enlarging  hydronephrosis 
or  renal  infection,  immediate  relief  is 
more  imperative.  It  is  true  that  under 
certain  conditions  one  or  two  manipu- 
lative attempts  at  removal  of  the  stone 
may  be  recommended  but  if  these  fail, 
delay  is  attended  with  danger  of  sacrificing 
the  kidney. 

Surgical  removal  has  been  performed 
in  this  group  of  228  cases  with  4 deaths, 
all  the  other  patients  being  discharged 
from  the  hospital  in  satisfactory  condi- 
tion. One  patient  died  of  peritonitis, 
1 of  postoperative  pneumonia,  1 of  cere- 
bral embolism,  and  1 from  cardiac  disease. 

In  this  series,  a ureteral  fistula  per- 
sisted in  1 instance,  later  requiring 
nephrectomy.  The  minimizing  of  com- 
plications is  avoided  by  adequate  post- 
operative care.  The  operative  procedure, 
per  se,  is  but  one  phase  of  the  management 
of  this  group  of  patients,  and  the  signifi- 
cance of  a careful  preoperative  study  and 
postoperative  routine  cannot  be  over- 
emphasized. 

Conclusions 

1.  A study  of  the  etiologic  factors 
associated  with  calculous  formation  is 
essential  in  every  patient  with  a ureteral 
stone. 

2.  A critical  evaluation  of  the  pro- 
cedures available  for  the  removal  of  the 
calculus  must  be  made  in  each  individual 
case. 

3.  The  indications  for  surgical  inter- 
vention must  not  be  overlooked,  and,  due 
to  the  low  operative  mortality  and  mor- 
bidity, should  be  advised  in  indicated 
cases. 

4.  The  operative  removal  of  the 
ureteral  calculus  is  only  a part  of  the 
problem;  the  condition  of  the  kidney 
above  must  also  be  considered. 

5.  Experience  with  the  various  pro- 
cedures undoubtedly  influences  the  treat- 
ment to  be  utilized  in  a given  case,  or  the 
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method  to  be  employed  should  be  that 
which  has  given  the  best  results  in  the 
individual  urologist’s  hands. 
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HEAVEN  FOR  AN  M.D.  FROM  ENGLAND 
Recently  the  doctors  of  Huddersfield  held 
their  annual  dinner,  and  during  the  speech- 
making were  much  amused  by  a poem  read  by 
Dr  H.  Tomlin. 

It  is  entitled  “The  Doctor’s  Heaven,”  and  is  as 
follows : 

Last  evening  I was  talking 
With  a doctor  aged  and  grey, 

When  he  told  me  of  a dream  he’d  had, 

I think  ’twas  Christmas  day, 

While  dozing  in  his  office, 

This  vision  came  to  view, 

He  saw  an  angel  enter, 

Dressed  in  garments  white  and  new. 

Said  the  angel  “I’m  from  heaven, 

To  earth  I’ve  just  come  down. 

To  call  you  up  to  glory, 

And  put  on  your  glorious  crown. 

You’ve  been  a friend  to  everyone, 

And  worked  hard  night  and  day, 

You  have  succoured  many  thousands, 

And  from  few  received  your  pay, 
vSo  we  want  you  up  in  glory, 

For  you  have  laboured  hard 


And  the  angels  are  preparing 
Your  eternal  just  reward.” 

Then  the  angel  and  the  doctor, 

Started  up  towards  glory’s  gate, 

But,  when  passing  close  to  Hades, 

The  angel  murmured  “Wait, 

I’ve  a place  I wish  to  show  you, 

’Tis  the  hottest  place  in  hell, 

Where  those  who  never  paid  their  bills. 

In  torment  ever  dwell.” 

And  behold  the  doctor  saw  there, 

His  patients  by  the  score, 

And  grabbing  up  a chair  and  fan, 

He  wished  for  nothing  more, 

He  desired  to  sit  and  watch  them, 

As  they  sizzled,  singed,  and  burned, 

And  his  eyes  would  rest  on  debtors. 
Whichever  way  they  turned. 

Said  the  angel,  “Come  on,  doctor, 

There  are  pearly  gates  to  see,” 

But  the  doctor  only  murmured, 

“This  is  heaven  enough  for  me!” 

— Contributed  by  E.  G.  T.,  M.D.,  to  the 

Rhode  Island  Medical  Journal 


CANCER  IS  CURABLE 
The  American  College  of  Surgeons  at  the  end 
of  1938  listed  29,195  people  as  cured  of  cancer, 
notes  the  Illinois  Medical  Journal.  Cancer  is 
costing  the  county  $900,000,000  a year.  Educa- 
tion of  the  public  relative  to  the  curability  of 
cancer  began  in  earnest  only  within  the  past 
few  years.  That  a great  deal  of  education  still 
remains  to  be  done  was  revealed  recently  by  a 
survey  of  the  American  Institute  of  Public 
Opinion.  This  survey  showed  that  more  than 
1 of  every  3 Americans  did  not  know  that  cancer 
is  curable,  if  treated  in  time.  Forty -one  per 


cent  thought  cancer  was  contagious;  and  as  to  be 
expected,  75  per  cent  of  the  people  polled  feared 
cancer  more  than  any  other  disease. 

Through  the  public  press,  radio  talks,  lectures, 
and  other  means  of  publicity,  intensive  cancer 
campaigns  have  been  carried  on  in  every  state. 
The  campaign  of  publicity  has  in  a large  measure 
dispelled  the  fear  that  has  hampered  the  efforts 
of  doctors  in  the  past.  Twenty-nine  thousand, 
one  hundred  and  ninety -five  former  victims  of 
this  disease  is  sufficient  proof  that  cancer  can  be 
cured. 


GRAND  FOR  DICTATORS 
One  constant  source  of  amazement  to  us  has 
been  the  adaptability  of  “State  Medicine”  for 
those  European  countries  where  it  is  in  force, 
observes  the  Milwaukee  Medical  Times.  Born 
under  a monarchy,  as  is  Germany,  it  has  since 
been  carefully  nurtured  by  a dictatorship.  And, 
why  not?  Through  “State  Medicine”  the  indi- 


vidual can  be  regulated  from  the  cradle  to  the 
grave.  His  life  history  becomes  an  open  book. 
Even  his  innermost  confidences  to  his  doctor  are 
at  once  government  property. 

It  matters  not  what  the  form  of  dictatorship 
be,  whether  fascist,  communist,  or  Nazi;  all  find 
“State  Medicine”  well  suited  to  their  needs. 


CLINICAL  APPLICATION  OF  STUDIES  IN  RESUSCITATION 


William  Branower,  M.D.,  New  York  City 


It  is  the  primary  purpose  of  this  paper 
to  plead  in  behalf  of  those  victims  of 
asphyxia  whom  the  resuscitative  meas- 
ures commonly  employed  fail  to  revive. 

A study  of  the  current  literature  on  the 
subject  of  resuscitation  and  our  experi- 
mental and  clinical  experience  at  the 
Mount  Sinai  Hospital  form  the  basis  of 
the  recommendations  herein  suggested. 
These  are  presented  in  the  hope  that  the 
organization  of  all  agencies  dedicated  to 
the  saving  of  life,  the  utilization  of  a more 
efficient  technic  for  artificially  ventilating 
the  lungs,  and  the  routine  use  of  adequate 
supplemental  measures  to  support  the 
cardiovascular  system  may  be  instrumen- 
tal in  saving  many  more  lives  threatened 
by  asphyxiation. 

Success  or  failure  to  revive  a victim  of 
asphyxia  depends  upon  the  degree  of 
asphyxia  and  upon  the  efficiency  of  the 
resuscitative  measures  employed  to  re- 
store the  circulatory  and  respiratory  de- 
pression. The  degree  of  asphyxia  is  pro- 
portionate to  the  extent  of  the  trauma 
that  the  asphyxial  agent  inflicts  upon  the 
brain  and  the  vital  centers.  The  extent 
of  the  cerebral  damage  is  in  direct  ratio 
to  the  potency  of  the  agent  and  the  dura- 
tion of  its  activity. 

It  must  be  granted  at  the  outset  that 
there  is  one  group  of  victims  in  whom  the 
central  nervous  system  has  been  so  in- 
tensely traumatized  by  prolonged  and 
profound  asphyxia  that  the  damage  is  ir- 
reparable. These  victims  have  passed 
beyond  life’s  threshold  and  no  known  hu- 
man efforts  can  save  them.  On  the  other 
hand,  there  is  that  group  of  victims  in 
whom  there  is,  what  is  so  aptly  termed,  a 
temporary  suspension  of  animation. 
There  are  no  visible  respiratory  move- 
ments, the  heart  sounds  are  inaudible, 
and  the  pulse  is  imperceptible.  But  the 
vitality  of  the  nervous  system  has  not 


been  completely  abolished  and  is  still  ca- 
pable of  recuperation.  These  victims 
are  often  revived  by  any  resuscitative 
measures,  and  survive  by  virtue  of  the 
“factors  of  safety”  with  which  benevolent 
nature  has  endowed  the  animal  species. 

It  is  not  for  these  groups  that  this  paper 
bespeaks.  It  is  for  that  tragic  interme- 
diary group  of  profoundly  asphyxiated 
victims  in  whom  the  respiratory  and  car- 
diac centers  are  almost  completely  para- 
lyzed and  life  is  at  its  lowest  ebb.  Al- 
though hope  is  not  completely  gone,  many 
of  these  cases,  unfortunately,  are  usually 
fatal.  These  may  possibly  be  rescued 
from  premature  death  by  more  efficient 
resuscitative  measures. 

Of  prime  importance  for  success  in  re- 
suscitation is  the  element  of  time;  those 
ephemeral  seconds  which  elapse  from  the 
moment  the  respirations  fail  until  ade- 
quate resuscitative  treatment  is  estab- 
lished. 

Yank,  Chornyak,  Patty,  Schrank,  and 
Sayers,1  in  their  Studies  in  Asphyxia, 
present  a thorough  picture  of  the  neuro- 
pathology and  blood  chemistry  changes 
that  rapidly  follow  asphyxia  by  carbon 
monoxide  and  by  atmospheres  deficient 
in  oxygen.  They  illustrate  their  findings 
by  many  photomicrographs  of  sections  of 
the  brains  of  asphyxiated  dogs  and  rats. 
The  following  brief  summary  of  their 
findings  is  taken  from  a review  of  their 
work  that  appeared  in  the  Journal  of  the 
American  Medical  Association: 

“Two  types  of  degenerative  changes 
were  observed  in  nerve  cells,  some  be- 
coming shrunken  and  staining  diffusely, 
others  showing  varying  degrees  of  chro- 
matolysis. In  dogs  these  changes  oc- 
curred chiefly  in  the  cells  of  the  cerebral 
cortex,  in  the  corpus  striatum,  and  other 
basal  ganglions.  In  rats  the  cortex  was 
much  less  injured.  In  both  species  of 
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Fig.  1.  Branower  respirator 


animals,  vascular  changes  were  marked; 
dilatation  of  the  blood  vessels,  stasis,  and 
perivascular  hemorrhages.  Edema  oc- 
curred throughout  the  brains  with  in- 
filtration of  leukocytes,  particularly  in 
the  meninges.  The  principal  changes  in 
the  chemistry  of  the  blood  were  decreased 
oxygen  content,  decrease  both  of  the  con- 
tent of  carbon  dioxide  and  of  the  carbon 
dioxide  capacity,  and  a lowering  of  pH. 
The  effects  of  asphyxia  by  simple  oxygen 
deprivation  and  by  0.6  per  cent  carbon 
monoxide  in  otherwise  normal  air  were 
essentially  similar.  None  of  the  changes 
in  the  blood  were  such  as  would  not  be 
readily  corrected  when  the  anoxemia  was 
relieved  by  treatment  with  oxygen  or  a 
mixture  of  from  5 to  7 per  cent  of  carbon 
dioxide  in  oxygen.  The  neuropathologic 
alterations  initiated  by  profound  and  pro- 
longed asphyxia  are  not  reversible.” 
These  findings  emphasize  the  para- 
mount importance  of  initiating  remedial 
measures  instantly  to  supply  oxygen  to 


the  brain  and  to  remove  carbon  dioxide 
from  the  tissues.  It  can  best  be  accom- 
plished by  immediate  and  effective  ven- 
tilation of  the  lungs.  This  imperative 
measure  is  often  inexcusably  delayed  by 
inefficient  organization  of  the  resuscitat- 
ing agencies  or  by  lack  of  adequate  fa- 
cilities. 

Life  depends  as  much  upon  competent 
circulation  as  it  does  upon  efficient  res- 
piration. Depression  or  failure  of  the 
respirations,  if  unrelieved,  is  quickly 
followed  by  the  ultimate  collapse  of  the 
circulation.  The  two  are  interdepend- 
ent, and  together  form  a vicious  circle. 
Simultaneous  measures  to  support  both 
must  be  instituted  immediately  for  effec- 
tive results. 

Wanger  and  Blackberg,2  in  their  Stud- 
ies in  Revivification,  point  out  that  in 
asphyxiated  dogs  artificial  respiration 
alone,  without  supportive  treatment  of 
the  cardiovascular  system,  revived  some 
animals  but  failed  to  do  so  with  others. 
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Success  was  more  assured  when  supple- 
mental measures  were  employed  to  sup- 
port the  cardiovascular  system. 

The  same  investigators  attempt  to 
standardize  a method  of  inaugurating  an 
artificial  circulation  that  would  retard 
the  damaging  effects  of  asphyxia  on  the 
central  nervous  system.  They  recom- 
mend, first,  extreme  shock  position. 
This  favors  drainage  of  the  splanchnic 
area  and  encourages  blood  supply  to  the 
cerebral  vessels.  Second,  efficient  artifi- 
cial respiration,  preferably  by  intratra- 
cheal insufflation.  Third,  a tight  ab- 
dominal binder,  which  assists  in  driving 
blood  from  the  splanchnic  area  to  the 
anemic  brain.  Fourth,  indirect  cardiac 
massage  by  manual  compression  of  the 
thorax.  (Direct  cardiac  massage  by  lapa- 
rotomy and  through  incision  in  the 
diaphragm  maintains  a fairly  satisfactory 
circulation  but  is  clinically  impracticable. 
It  should  be  reserved  for  operating  room 
emergencies  only.)  These  measures  will 
temporarily  retard  complete  dissolution 
of  the  vital  centers. 

Of  all  the  vital  centers,  that  governing 
the  vasomotor  mechanism  is  the  most  re- 
sistant to  permanent  damage  from  as- 
phyxia. The  heart’s  tenacity  to  life  has 
often  been  demonstrated.  Under  proper 
conditions  it  will  continue  its  rhythmic 
contractions  for  a variable  period  after 
its  excision  from  the  body.  Except  in 
primary  cardiac  failure,  as  in  acute  chlo- 
roform poisoning,  its  vitality  is  such  that 
it  will  continue  to  function  for  a variable 
period,  lasting  many  minutes  after  res- 
pirations have  ceased. 

To  maintain  an  efficient  circulation,  a 
cardiac  excitant  is  called  for.  Wanger 
and  Blackberg  strongly  recommend  the 
use  of  epinephrin,  whose  stimulating  ef- 
fect on  the  circulation  is  well  recognized. 
They  find  that  a concentrated  solution  of 
epinephrin,  injected  directly  into  the 
heart  or  into  the  vessels  close  to  the  heart, 
often  produces  untoward  phenomena, 
such  as  acute  cardiac  dilatation,  pulmo- 
nary edema,  and  ventricular  fibrillation. 
Injection  into  a distal  vein,  such  as  the 
femoral  or  saphenous,  is  preferable. 
They  recommend  that  an  initial  small 


dose  be  used  and  forced  toward  the  heart 
by  a rapid  injection  of  a small  quantity 
of  glucose  or  saline  solution.  The  dose 
may  be  repeated.  Excessive  doses  of 
epinephrin  should  be  avoided.  The  cir- 
culation should  be  maintained  by  a slow 
intravenous  infusion  of  6 per  cent  glucose 
solution  with  or  without  minute  doses  of 
epinephrin.  Schmidt3  points  out  that 
epinephrin  is  a respiratory  as  well  as  a 
cardiac  stimulant. 

Blood  transfusion  may  be  more  effec- 
tive than  saline  or  glucose  infusion  in  cer- 
tain cases,  such  as  in  profuse  hemorrhage 
and  in  carbon  monoxide  poisoning.  Fresh 
blood  containing  sufficient  red  blood  cor- 
puscles capable  of  carrying  oxygen  to  the 
tissues  is  necessary.  Might  it  not  be  ad- 
visable that  all  individuals  be  blood 
grouped,  and  the  result  indelibly  indi- 
cated on  at  least  two  accessible  places  of 
the  body?  For  urgent  blood  transfusion, 
in  an  emergency,  the  benefits  derived  from 
such  a precautionary  informative  measure 
are  self-evident. 

Artificial  respiration  that  adequately 
inflates  and  deflates  the  lungs  creates 
variations  in  the  intrathoracic  and  intra- 
pulmonary  pressures.  These  in  turn 
have  a marked  influence  upon  the  circula- 
tion. The  alternate  pressure  variations 
exert  an  indirect  massage  of  the  heart  and 
a “milking”  effect  upon  all  the  thoracic 
vessels.  Both  help  to  drive  the  blood 
from  the  ventricles  into  the  arteries  and 
to  propel  it  along  the  veins  back  into  the 
auricles.  A revitalized  heart  and  an  im- 
proved circulation  contribute  much  to 
stimulate  the  respiratory  mechanism. 
These  points  are  demonstrated  by  Her- 
ing’s  physiologic  experiment  ( American 
Text  Book  of  Physiology ),  which  illus- 
trates the  influence  of  respiratory  move- 
ments upon  the  circulation. 

Ultimately,  if  the  respiratory  arrest  is 
unrelieved,  the  tenacious  heart  also 
ceases  to  function  and  life  comes  to  an 
end.  If,  before  that  fatal  moment,  ef- 
fective artificial  respiration  is  established, 
which  will  definitely  supply  oxygen  to  the 
heart  muscle,  to  the  brain  cells,  and  to 
the  vital  centers  in  the  medulla,  we  may 
succeed  in  revitalizing  the  heart  and  in 
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restoring  it  to  vigorous  activity.  [Some 
of  these  points  were  demonstrated  in  the 
motion  picture  on  the  anesthetized  dog, 
which  followed  this  paper.] 

What  volumes  and  what  pressures  are 
essential  for  effectively  ventilating  the 
lungs?  Under  normal  conditions  there 
is  a respiratory  exchange  in  the  average 
adult  of  approximately  500  cc.  of  air  dur- 
ing each  quiet  respiration.  This  tidal 
volume  may  be  augmented  several  fold 
by  voluntary  deep  breathing.  It  is  esti- 
mated that  the  vital  capacity  of  the  adult 
lungs  is  about  3,500  cc.,  or  seven  times 
the  tidal  volume. 

The  normal  intrapulmonary  pressure 
ranges  approximately  between  minus  3 
mm.  of  mercury  at  the  end  of  a quiet  in- 
spiration, and  approximately  plus  3 mm. 
at  the  end  of  a quiet  expiration.  During 
violent  coughing,  singing,  sneezing,  or 
blowing,  the  intrapulmonary  pressure 
rises  to  50  mm.  of  mercury  or  more.  It 
seems  evident,  therefore,  that  in  extreme 
degrees  of  asphyxia,  with  respirations  at 
a complete  standstill,  two  or  three  times 
the  tidal  volume  may  be  insufflated  into 
the  lungs  and  the  intrapulmonary  pres- 
sures raised  to  20  mm.  of  mercury  or 
more,  without  danger  of  rupture  of  the 
alveoli  from  excessive  volume  or  pressure. 
Any  technic  or  apparatus  for  artificial 
respiration  should  provide  facilities  to 
deliver  with  each  inspiration  ample, 
measured,  and  controllable  volumes  of  air 
or  resuscitative  gases  that  will  effectively 
inflate  the  lungs  to  the  desired  capacity, 
within  safe  and  adjustable  pressure  lim- 
its. 

How  do  the  various  methods  of  artificial 
respiration  commonly  employed  meet  the 
requirements?  The  Schaffer  and  Sylves- 
ter postural  technics  have  their  advocates 
and  are  justly  credited  with  saving  many 
lives.  They  can  inaugurate  immediately 
some  artificial  respiration  because  no  ap- 
paratus is  required.  The  manipulations 
also  produce  an  indirect  massage  of  the 
heart.  However,  it  has  been  established 
that  these  technics  provide  a respiratory 
exchange  of  no  more  than  one  half  to  two 
thirds  of  the  average  tidal  volumes  of 
normal  respirations.  In  complete  re- 


spiratory arrest  with  a failing  circulation, 
these  small  volumes  may  not  be  effective. 
In  asphyxia  from  electric  shock,  neither 
of  the  postural  technics  is  easily  appli- 
cable because  of  the  spasticity  and  rigidity 
of  the  musculature  of  the  body. 

The  Drinker  apparatus  most  nearly 
simulates  natural  breathing.  It  func- 
tions by  virtue  of  the  negative  pressure 
rhythmically  created  about  the  encased 
body.  This  causes  the  chest  to  expand 
in  all  directions,  augmenting  the  nega- 
tive pressure  therein,  in  consequence  of 
which  air  enters  the  lungs  through  the 
exposed  oropharynx.  For  prolonged  arti- 
ficial respiration,  as  in  the  respiratory  em- 
barrassment of  poliomyelitis,  the  Drinker 
apparatus  has  no  equal.  It  has,  how- 
ever, certain  drawbacks  for  emergency 
use  in  acute  asphyxia.  Its  size  makes  it 
not  practically  portable.  It  requires 
several  persons  to  transfer  the  patient  to, 
and  adjust  him  in,  the  apparatus.  The 
negative  pressure  principle  by  which  it 
functions  rules  it  out  as  a resuscitating 
machine  in  the  operating  room  during 
laparotomies  for  fear  of  evisceration  (un- 
less the  abdomen  is  first  closed). 

Various  inhalators  commonly  used  to 
supplement  the  postural  methods,  and 
which  rely  upon  a face  mask  and  resilient 
bag  containing  resuscitative  gases,  may 
also  be  ineffectual  in  extreme  asphyxia. 
Sufficient  pressure  to  inflate  a lung  with 
the  necessary  volumes  cannot  be  de- 
veloped in  a resilient  bag,  even  at  its 
maximum  inflation.  Encasing  the  bag 
in  a cord  network  yields  slightly  better 
results.  In  either  event,  the  volumes 
and  pressures  remain  unknown  quantities. 

In  a previous  publication,  the  writer5 
described  his  apparatus  for  artificial  res- 
piration with  measured  and  controlled 
volumes  and  pressures,  and  for  inhalation 
therapy.  It  is  designed  to  deliver  either 
the  tidal  volume  or  double  and  triple  the 
tidal  volume  with  each  inspiration;  to 
indicate  visibly  the  intrapulmonary  pres- 
sure at  all  times;  and  to  guard  against 
excessive  intrapulmonary  pressure.  Oxy- 
gen, carbon  dioxide  oxygen,  or  other  re- 
suscitative and  therapeutic  gases,  or 
even  air,  may  be  employed.  Each  res- 
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piration  is  under  complete  control  of  the 
operator,  who  regulates  the  rate  and 
rhythm  of  the  respirations  and  the  am- 
plitude of  each  inspiration  and  expira- 
tion by  means  of  a respiratory  valve. 
Rhythmic  inflation  and  deflation  of  the 
lungs,  simulating  the  mechanics  of  physi- 
ologic respirations,  may  inaugurate  that 
chain  of  stimuli  that  motivates  the 
respiratory  center  and  controls  reflex 
breathing  conditions.  The  apparatus  is 
adapted  for  the  administration  of  artifi- 
cial respiration  through  an  intratracheal 
tube,  or  by  a face  mask  and  pharyngeal 
airway.  The  apparatus  also  incorpo- 
rates an  independent  suction  unit  (vacuum 
pump  and  receptacle)  to  maintain  unob- 
structed oral  and  air  passages  (Fig.  1). 

Unquestionably  the  most  effective 
method  of  artificial  respiration  is  through 
an  intratracheal  catheter,  which  should 
be  used  in  all  cases  where  conditions  per- 
mit. Unfortunately,  however,  when  the 
emergency  arises,  the  services  of  a physi- 
cian skilled  in  intubation  are  rarely  avail- 
able. There  is  no  choice  for  the  lay  res- 
cuer, who  usually  arrives  first  on  the 
scene  of  an  accident,  but  to  resort  to  a 
tight-fitting  face  mask  and  pharyngeal 
airway — the  only  other  practical  means 
of  artificial  respiration  by  positive  pres- 
sure. Potential  distention  of  the  stom- 
ach can  be  avoided  either  by  firm  pres- 
sure upon  the  epigastrium  or  by  the  in- 
sertion of  a stomach  tube. 

Any  suction  to  facilitate  expiration  is 
unnecessary,  even  dangerous,  and  is  in- 
tentionally dispensed  with.  Suction  closes 
and  obliterates  the  thin-walled  bronchi- 
oles before  it  succeeds  in  emptying  the 
alveoli  of  their  noxious  or  poisonous 
gases.  The  natural  high  elasticity  and 
resiliency  of  the  lungs  effect  their  imme- 
diate recoil  to  the  collapsed  state  when 
the  inflating  force  is  removed  at  the  end 
of  the  inspiratory  phase. 

Professor  Henderson  has  written  ex- 
tensively on  the  subject  of  carbon  dioxide 
in  relation  to  respiration,  and  advocates 
its  use  as  a resuscitative  measure  in  all 
cases  of  arrested  or  embarrassed  breath- 
ing. Carbon  dioxide  is  undoubtedly  na- 
ture’s best  means  of  stimulating  breath- 


ing. It  increases  the  tonus  of  the  skele- 
tal muscles,  adding  to  the  vasomotor 
pressor  effects.  It  thus  contributes  to 
the  return  of  venous  blood  to  the  heart. 
Cautiously  used  in  very  low  concentra- 
tions (5  to  7 per  cent)  for  a short  period, 
its  stimulating  effect  upon  the  respiratory 
center  and  upon  tissue  respiration  will  be 
beneficial.  Long-continued  use  in  high 
concentration  may  prove  disastrous. 

Other  respiratory  and  cardiac  stimu- 
lants may  be  used  as  supportive  measures 
only: 

Strychnine  in  small  doses  stimulates  the 
medullary  centers  and  increases  muscle 
tonus.  This  is  an  important  factor  in 
promoting  tissue  respiration,  and  helps 
the  return  flow  of  blood  to  the  heart. 
Caffeine  and  caffeine  sodium  benzoate 
are  good  heart  stimulants. 

Metrozole  (dose:  1-3  cc.  ampules,  re- 
peat one  to  three  hours)  is  a powerful 
heart  stimulant  and  increases  its  rate. 
It  should  be  used  cautiously,  as  it  may 
cause  convulsions. 

Coramine  (dose:  1-5  cc.)  and  lobaline 
(dose:  gr.  V20-V20)  stimulate  the  medullary 
centers. 

Camphor  in  oil,  intramuscularly,  stimu- 
lates the  respiratory  and  cardiac  centers. 
It  is,  however,  irritating  to  the  muscles. 

Picrotoxin  (dose:  1-2  cc.  intravenously, 
repeat  in  fifteen  to  thirty  minutes)  is  par- 
ticularly useful  in  barbiturate  poisoning. 
It,  too,  should  be  used  with  caution. 

Summary 

This  paper  makes  a plea  for  more  effi- 
cient methods  of  resuscitation  by  artifi- 
cial respiration,  and  advocates  more 
general  use  of  measures  to  support  the 
cardiovascular  system.  The  following 
points  are  touched  upon: 

1.  Effect  of  asphyxia  on  the  brain. 

2.  Tenacity  to  life  of  the  heart. 

3.  Degrees  of  asphyxia  in  relation  to 

clinical  groups. 

4.  Volume  and  pressure  in  relation  to 

intrapulmonary  pressure  and 
vital  capacity. 

5.  Effect  of  efficient  artificial  respira- 

tion on  the  heart  and  the  gen- 
eral circulation. 
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6.  Danger  of  suction  as  an  aid  to 

expiration. 

7.  Futility  of  inefficient  methods  of 

artificial  respiration. 

8.  Limitations  of  the  Schaffer  and 

Sylvester  methods. 

9.  The  Drinker  apparatus. 

10.  Intratracheal  and  face  mask  tech- 

nics. 

11.  The  role  of  carbon  dioxide  as  a 

cardiac  and  respiratory  stimu- 
lant. 

12.  Other  respiratory  and  cardiac 

stimulants. 


Some  of  the  above  points  were  illus- 
trated by  slides  and  motion  pictures,  and 
upon  a fresh  sheep’s  lung. 

285  Central  Park  West 
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VISIT  TO  A FIRST-AID  POST  IN  LONDON 

A visit  to  an  aid  post  in  London  under  the 
guidance  of  the  medical  officer  in  charge,  as  told 
in  the  British  Medical  Journal,  is  a lesson  in 
organization  and  preparedness.  This  aid  post 
was  established  in  the  premises  of  an  evacuated 
hospital.  It  includes  a storeroom  in  which  not 
only  is  everything  in  its  place,  but,  what  is 
equally  important  in  these  circumstances,  the 
place  of  everything  was  plainly  labeled  in  un- 
mistakable lettering  on  shelf  or  cupboard,  so 
that  should  some  exigency  call  away  the  usual 
guardian,  any  newcomer  could  instantly  lay 
hands  on  what  was  wanted. 

Here  were  a hundred  things  to  meet  every  pos- 
sible contingency — blankets,  buckle  straps,  tri- 
angular bandages,  tourniquets,  sanitary  towels, 
dressing  gowns,  decontamination  wraps,  picric 
acid  dressings  for  burns,  wool  swabs,  gauze 
dressings,  also  such  things  as  soda,  soap,  candles, 
matches,  medicinal  tumblers,  safety  lamps  such 
as  miners  used  to  carry,  various  instruments — 
in  fact,  the  A to  Z of  first  aid.  Even  a pile  of  old 
newspapers  was  included,  this  being  the  best 
ready-to-hand  material  for  absorbing  any  pool 
of  blood.  A blackboard  on  its  easel  announced, 
among  other  memoranda,  what  few  materials 
had  been  requistioned  and  not  yet  supplied.  The 
whole  ritual  of  the  treatment  of  a casualty  has 
been  thought  out  from  reception  to  discharge. 

The  cases  will  be  received  at  an  entrance  which 
has  a double  air-lock  (although  gasmasks  will 
still  be  necessary  on  account  of  the  impossi- 
bility of  sealing  such  a building  completely 
against  gas)  and  taken  to  treatment  rooms  so 
arranged  as  to  necessitate  the  minimum  of 


travel.  Stretcher  cases  and  walking  cases  are 
separated  and  brought  together  again  as  seems 
most  suitable.  A conspicuous  feature  was  a 
central  table  laid  out  with  all  the  necessary 
instruments,  dressings,  and  utensils  for  emer- 
gency surgery,  the  whole  being  covered  by  cello- 
phane stretched  on  a box  frame  so  that  it  could 
be  lifted  off  instantly  without  disturbing  any 
article. 

After  hemorrhage  has  been  arrested,  pain  re- 
lieved, and  any  other  immediate  treatment 
given,  the  patients  will  go  to  a large  and  pleasant 
rest  room,  equipped  with  beds,  couches,  and 
deck  chairs.  Afterward,  near  the  exit,  with  the 
registrar  in  attendance,  the  cases  will  be  cleared, 
those  with  only  slight  injuries  or  perhaps  having 
suffered  only  from  nervous  shock  being  sent  to 
their  homes,  while  others  will  be  sent  to  the 
casualty  hospital,  which  is  one  of  the  principal 
London  hospitals  not  far  away,  and  others  again 
to  the  base  hospital  of  the  sector  down  in  the 
country. 

The  small  staff  of  nursing,  nursing  auxiliary, 
and  ambulance  personnel,  all  well  drilled  and 
instructed,  with  an  evident  spirit  of  comrade- 
ship and  pride  in  efficiency,  relieve  the  tedium 
of  waiting  by  exercises  in  which  dummy  casual- 
ties, both  walking  and  stretcher  cases,  are  used. 
Special  attention  has  also  been  paid  to  the  staff 
recreation  room  and  kitchens.  The  function  of 
aid  posts  is  to  save  the  casualty  hospital  from  a 
rush  of  minor  and  ambulant  cases  and  to  provide 
early  treatment  in  districts  where  the  hospital 
is  at  some  distance.  They  may  well  have  a key 
value  in  dealing  with  the  results  of  air  attack. 


Nicotinic  acid  will  cure  chronic  pellagra  even 
without  a change  in  the  deficient  diet  that  pro- 
duced the  disease,  John  H.  Kooser,  M.D.,  of 
Hyden,  Kentucky,  and  M.  A.  Blankenhorn, 
M.D.,  of  Cincinnati,  report  in  the  Journal  of 
the  American  Medical  Association  for  June  24. 


If  you  have  bitter  medicine  to  take,  rub  your 
tongue  with  ice  and  you  won’t  know  you  aren’t 
dining  on  milk  and  honey,  according  to  the  ob- 
servations of  Dr.  Harald  Tangal  of  the  Uni- 
versity of  Budapest,  in  a recent  lecture  reported 
in  the  Journal  of  the  A. M. A. 


THE  PROBLEM  OF  THE  SCHIZOPHRENIC  AND 
THE  EFFECTS  OF  NEWER  FORMS  OF  TREATMENT 

Benjamin  Pollack,  M.D.,  Rochester,  New  York 

( Senior  Assistant  Physician,  Rochester  State  Hospital ) 


Schizophrenia  is  a term  used  in  this 
country  as  synonymous  with  that  of 
dementia  praecox.  However,  in  Europe, 
Bleuler’s  original  definition  of  schizo- 
phrenia is  still  largely  adhered  to  and  in- 
cludes a much  larger  group  of  cases  than 
the  American  classifications.  For  this 
reason,  the  results  of  treatment  vary, 
since  the  European  schools  include  cases 
that  ordinarily  are  not  considered  psy- 
chotic but  merely  prepsycho  tic  or  schizoid 
personalities.  These  people  are  regarded 
as  queer  and  not  too  sociable  or  talkative. 
They  may  have  definite  ideas  on  certain 
subjects  or  tend  to  misinterpret  or  exag- 
gerate real  or  imagined  experiences. 
However,  they  do  not  actively  take  meas- 
ures to  combat  this,  and  manage  to  get 
along  fairly  well  in  the  world. 

Schizophrenia  is  an  indefinite  term  com- 
prising a number  of  types  of  mental  dis- 
eases that  are  held  together  by  a few  com- 
mon characteristics.  The  most  outstand- 
ing of  these  is  a tendency  to  obtain  satis- 
faction by  a withdrawal  from  reality  and 
an  increasing  tendency  to  substitute  the 
unreal  for  the  real  until  finally  the  unreal 
becomes  the  dominant  and  most  constant 
method  of  approach  to  any  problem.  In 
this  fashion  various  fantasies,  poor  emo- 
tional responses,  and  abnormal  types  of 
thinking  become  demonstrated.  This 
leads  to  numerous  delusional  ideas  and 
unusual  forms  of  conduct.  All  of  these 
are  in  accordance  with  a pattern  governed 
by  unreality,  which  the  patient  has  found 
to  be  the  easiest  method  in  gaining  satis- 
faction As  a result,  there  has  been  an 
increasing  tendency  to  substitute  this 
form  of  thought  for  the  usual  type  in 
which  problems  are  faced  and  solved  to 
the  best  of  that  individual’s  ability. 
There  are  four  common  types  of  dementia 


praecox  or  schizophrenia ; the  simple,  the 
hebephrenic,  the  catatonic,  and  the  para- 
noid types.  Of  these  four  types  there  is  a 
natural  tendency  for  the  latter  two  to 
show  a much  greater  and  more  marked 
improvement  than  the  first  two  types. 

The  Economic  Factor 

A study  of  the  statistics  for  mental 
patients  in  the  entire  United  States  is  very 
illuminating.  In  1880  the  rate  per  100,- 
000  of  population  for  patients  present  in 
mental  hospitals  in  the  United  States  was 
63.7.  This  has  been  rising  quite  rapidly, 
as  the  following  figures  show:  in  1910 

the  rate  per  100,000  was  204;  in  1922, 
207.5;  in  1928,  222.2;  and  in  1931,  236.1. 
At  the  present  time  it  is  estimated  that 
the  rate  has  risen  to  approximately  300. 
Another  way  to  consider  these  figures  is 
to  study  the  total  number  of  patients  ad- 
mitted to,  or  present  in,  the  mental  hos- 
pitals throughout  the  United  States.  In 
1926  there  were  approximately  246,000 
patients  in  mental  hospitals  throughout 
the  United  States.  By  1931  this  number 
had  risen  to  almost  300,000.  At  the 
present  time  it  is  estimated  that  there  are 
approximately  a half  million  patients  in 
mental  hospitals  throughout  the  United 
States.  In  other  words,  to  make  the 
problem  more  startling,  over  half  of  the 
beds  of  all  the  hospitals  in  the  country  are 
occupied  by  patients  suffering  from  men- 
tal diseases.  This  figure  does  not  include 
patients  suffering  from  mental  deficiency 
and  epilepsy  who  may  be  confined  in  in- 
stitutions. 

New  York  State  has,  at  the  present 
time,  the  best  system  of  caring  for  the 
mentally  ill.  Not  only  has  this  state  the 
largest  number  of  state  hospitals  for  its 
proportionate  population,  but  in  addition 
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they  are  much  better  staffed  and  equipped 
than  the  majority  of  mental  hospitals 
throughout  the  country.  In  1929  there 
were  46,000  patients  in  mental  hospitals 
in  New  York  State.  By  1930  this  num- 
ber had  jumped  to  almost  50,000.  At  the 
present  time  there  are  approximately 
71,000  patients  in  mental  hospitals  in 
New  York  State  alone.  This  figure  com- 
prises between  15  to  20  per  cent  of  all  the 
mental  patients  in  the  United  States. 
The  cost  of  caring  for  these  patients  in 
New  York  State  alone  amounts  to  over 
$38,000,000.  This  figure  includes  also 
the  care  of  mental  deficients  and  epi- 
leptics. It  has  been  estimated  that  the 
cost  of  caring  for  1 patient  for  a year 
amounted  to  $331  in  1922  and  $373.47  in 
1933.  This  figure  varies  widely  through- 
out the  United  States  and  some  states 
report  as  high  as  $400  or  more  for  1 pa- 
tient per  year.  The  total  cost  for  the 
care  of  all  mental  patients  in  the  United 
States  for  one  year  amounts  (approxi- 
mately) to  over  $150,000,000.  In  other 
words,  there  is  an  average  cost  of  $1  to 
every  man,  woman,  and  child  in  the 
United  States.  The  amount  in  New 
York  State  is  double  this  figure. 

In  studying  the  statistics  for  schizo- 
phrenia obtained  from  all  mental  hos- 
pitals in  the  United  States  one  is  some- 
what surprised  that  the  problem  in  the 
past  has  not  been  quite  as  hopeless  as  is 
generally  expressed  in  the  majority  of 
textbooks.  The  number  of  cases  of  de- 
mentia praecox  has  been  estimated  vari- 
ously as  being  from  0.4  to  1 per  cent  of  the 
population.  However,  the  rates  for  ad- 
missions are  much  more  definite.  These 
vary  considerably  with  the  part  of  the 
country  and  the  residence  in  rural  or  ur- 
ban areas.  In  this  state  there  are  69.5 
first  admissions  from  cities  and  42.5  from 
rural  areas,  the  figures  quoted  being  for 
the  year  of  1920  and  reported  as  per  100,- 
000  of  population.  It  has  also  been  cal- 
culated that  in  this  state  the  incidence  of 
dementia  praecox  is  8 per  100,000  in 
rural  areas,  and  17  per  100,000  in  urban 
areas.  There  are  about  12,000  admis- 
sions per  year  to  New  York  State  mental 
hospitals.  Of  this  number,  approxi- 


mately 2,500  to  3,000  patients  are  cases  of 
dementia  praecox.  This  same  ratio  of  20 
to  25  per  cent  of  all  admissions  is  more  or 
less  true  for  the  entire  United  States. 
There  are  approximately  100,000  admis- 
sions per  year  to  mental  hospitals  in  the 
United  States.  In  other  words,  about 
20,000  or  more  cases  of  dementia  praecox 
are  admitted  to  mental  hospitals  each 
year.  It  can  thus  be  readily  seen  that 
this  presents  a very  grave  problem.  This 
point  can  be  made  more  outstanding  by 
quoting  a few  additional  figures.  Cases 
of  dementia  praecox  comprise  over  50  per 
cent  of  all  mental  patients  in  state  hos- 
pitals throughout  the  United  States.  At 
the  Rochester  State  Hospital  the  inci- 
dence is  somewhat  higher  and  amounts  to 
56.5  per  cent  of  the  entire  patient  popula- 
tion. 

There  has  been  a great  deal  of  contro- 
versy concerning  the  rate  of  improvement 
of  cases  of  dementia  praecox.  The  figures 
quoted  here  are  possibly  the  most  reliable 
that  can  be  found  in  the  United  States, 
since  they  include  all  the  known  patient 
population  in  this  country  and  are  taken 
from  the  United  States  Bureau  of  Census 
for  1929  and  1930.  The  figures  quoted 
comprise  the  ratio  of  mental  patients  dis- 
charged per  every  100  admissions  of  the 
same  psychosis  to  state  hospitals.  For 
dementia  praecox  this  ratio  in  1930  was 
48.4,  and  in  1929  this  amounted  to  51.1. 
In  other  words,  half  of  the  cases  of  de- 
mentia praecox  admitted  were  discharged. 
Lest  there  arise  instant  criticism  of  this 
figure,  it  is  readily  and  quickly  admitted 
that  the  problem  presents  a different  as- 
pect when  readmissions  are  considered  in 
the  same  fashion.  The  ratio  of  readmis- 
sions per  100  first  admissions  to  state 
hospitals  for  the  same  psychosis  rises  to 
the  startling  figure  of  33.  However,  the 
same  figure  for  readmissions  in  cases  of 
manic  depressive  psychosis  is  25,  although 
the  ratio  for  discharges  is  70  per  100  ad- 
missions of  the  same  psychosis.  It  may 
be  interesting  to  note  what  comprises  the 
1929  ratio  of  51.1  cases  of  dementia  prae- 
cox discharged  for  every  100  admissions 
of  this  psychosis  admitted  to  a state  hos- 
pital in  1929.  This  number  comprised 
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TABLE  1. — First  Admissions  of  Mental  Patients  to  State  Hospital  for  All  U.  S.  A. 
Ratio  per  100,000  of  General  Population 


Percentage 

Percentage 

of  all  admissions 

of  all  admissions 

for 

for 

Total 

1929 

1929 

State  Hosp. 

All  Hosp. 

Male 

to 

Female 

to 

1930 

1929 

1922 

1922 

1929 

1930 

1930 

1929 

1930 

1930 

All  admissions  to  all  mental  in- 

stitutions 

100 

100 

All  psychoses 

46.8 

46.0 

44.7 

60.8 

53.5 

52.0 

90.1 

40.0 

41.9 

95.0 

Dementia  praecox 

10.6 

10.0 

10.8 

14.1 

11.8 

10.9 

19.4 

9.4 

9.1 

22.0 

Manic  depressive 

7.0 

7.2 

7.4 

10.4 

6.2 

6.0 

10.4 

7.9 

8.4 

19.4 

Involutional  melancholia 

1.0 

0.9 

1.0 

1.6 

0.7 

0.6 

1.1 

1.3 

1.3 

3.1 

Psychoneurosis 

0.9 

0.9 

1.0 

2.5 

0.8 

0.7 

1.3 

0.9 

0.9 

2.6 

Readmissions  per  100  First  Admissions  of  the  Same  Psychosis 

All  psychoses 

25.0 

25.0 

21.6 

22.7 

22.9 

28.2 

28.0 

Dementia  praecox 

34.2 

36.3 

28.0 

32.3 

35.4 

36.6 

37.3 

With  other  somatic  diseases 

11.0 

8.1 

7.2 

9.1 

8.5 

12.6 

7.8 

Manic  depressive 

48.6 

48.2 

43.2 

45.1 

46.9 

51.5 

49.2 

Psychoneurosis 

26.0 

26.1 

19.9 

25.7 

27.6 

26.2 

25.1 

Involutional  melancholia 

22.1 

19.1 

18.6 

20.0 

18.8 

23.3 

19.3 

5.4  noted  as  recovered,  36.7  as  improved, 
and  8.7  as  unimproved.  In  other  words, 
the  ratio  of  recovered  and  improved  cases 
amounts  to  approximately  42.  To  make 
this  somewhat  clearer,  40  per  cent  of  all 
cases  of  dementia  praecox  admitted  are 
discharged  as  recovered  or  improved,  and 
approximately  50  per  cent  of  all  cases  of 
dementia  praecox  are  eventually  dis- 
charged from  the  hospital.  However,  it 
must  be  admitted  that  a great  many  of 
these  eventually  are  readmitted,  as  was 
shown  in  previous  statistics  quoted.  In 
New  York  State  the  statistics  studied  for 
the  period  of  1917  to  1934  are  more  or  less 
similar,  although  slightly  lower.  Only  2.3 
cases  per  100  admissions  were  noted  as 
recovered,  but  30.9  were  noted  as  much 
improved  and  improved.  Thus,  about 
one  third  of  the  cases  of  dementia  praecox 
admitted  to  state  hospitals  were  dis- 
charged as  recovered  or  improved. 
About  one  quarter  of  all  admissions  to 
state  hospitals  comprise  readmissions  (see 
Table  1). 

The  problem  presented,  therefore,  is 
evidently  a serious  one.  Every  year  the 
patient  population  is  steadily  increasing. 
In  this  state  alone  there  is  an  increase  of 
over  1,000  patients  per  year.  In  the  last 
years  the  effect  of  this  increase  was 
noted  in  the  annual  report  of  the  budget 
by  the  Governor,  when  it  was  noted  that 
an  appropriation  had  been  made  for  the 
establishment  of  another  state  hospital  in 
New  York  State  to  accommodate  this 
ever-increasing  number  of  mental  pa- 
tients. Thus  it  can  readily  be  seen  that 


the  treatment  of  dementia  praecox  is  of 
tremendous  economic  importance,  since 
these  cases  comprise  over  half  of  the  pa- 
tients housed  in  mental  institutions.  It 
has  been  estimated  that  45  per  cent  of  all 
cases  admitted  to  state  hospitals  are  due 
to  actual  organic  defects,  and  that  the 
remaining  55  per  cent  comprise  the  so- 
called  functional  psychosis  of  which  de- 
mentia praecox  forms  the  largest  number. 
As  a matter  of  interest  it  may  be  added 
that  the  general  recovery  rate  of  all  psy- 
choses is  17  per  100  admissions,  and  the 
much  improved  bring  this  figure  up  to  38 
per  100  admissions. 

Metrazol  Treatment 

The  foregoing  has  been  discussed  in 
some  detail  because  of  its  importance  in 
evaluating  the  effects  of  treatment  in 
cases  of  schizophrenia.  The  improve- 
ment noted  in  the  past  in  these  cases  has 
been  due  more  or  less  to  general  methods 
of  treatment,  such  as  attention  to  the 
general  physical  health,  the  use  of  sedative 
drugs,  and  various  other  methods  de- 
signed to  bring  the  patient  into  better 
contact  with  reality.  These  comprise, 
for  the  most  part,  occupational  and 
physical  therapy  as  well  as  the  various 
crafts.  In  general  this  method  of  therapy 
was  more  or  less  similar  to  that  used  in  the 
majority  of  psychotic  patients.  There 
have  been,  in  the  past,  other  means 
used,  such  as  artificial  fever  and  organo- 
therapy, but  these  have  in  general  pro- 
duced little  or  no  permanent  improve- 
ment. 
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TABLE  2. — Rates  per  100  Cases  of  Dementia  Praecox  Under  Treatment  Discharged 

from  the  Hospital 


Recovered 

Much  Improved  Improved 

Unimproved 

Total 

First  report  of  275  cases  treated 
with  insulin  in  N.  Y.  State  hos- 

pitals  for  1937 

24.4 

17.8  7.6 

49.8 

Actual  no.  of  patients 

66.0 

49.0  21.0 

(Much  Improved  and  Improved) 

1.0 

137.0 

275  cases  without  insulin 

U.  S.  A.  1929  rate 

5.4 

36.7 

8.7 

50.8 

Estimated  no.  of  patients 

15.0 

101.0 

23.0 

139.0 

U.  S.  A.  1930  rate 

5.1 

34.6 

8.5 

48.2 

Estimated  no.  of  patients 

14.0 

95.0 

23.0 

132.0 

This  table  shows  the  little  change  in  the  estimated  number  of  cases  that  would  be  discharged  compared  with  the 
first  group  of  cases  (and  thus  presumably  the  more  favorable  ones)  treated  with  insulin  in  the  New  York  State  hos- 
pitals. There  is,  however,  a difference  in  the  period  of  hospital  residency. 


TABLE  3. — Ratio  of  Patients  Discharged  per  100  Admissions  of  the  Same  Psychosis 


Condition  on  Discharge 


Total 

Recovered 

Improved 

Unimproved 

All  admissions 

1930 

49.1 

1929 

49.5 

1930 

1929 

1930 

1929 

1930 

1929 

All  psychoses 

46.6 

47.5 

15.9 

15.9 

24.4 

25.2 

5.8 

6.0 

Dementia  praecox 

48.4 

51.1 

5.1 

5.4 

34.6 

36.7 

8.5 

8.7 

Manic  depressive 

69.7 

68.2 

41.0 

39.4 

24.8 

24.5 

3.5 

3.4 

Involutional  melancholia 

48.7 

53.7 

18.9 

20.3 

24.2 

27.8 

5.5 

5.4 

Psychoneurosis 

78.0 

80.3 

28.4 

30.3 

41.8 

41.5 

7.3 

7.5 

Note:  Of  all  cases  of  dementia  praecox  eventually  discharged 
of  hospital  residence  and  80.4  per  cent  by  the  second  year. 

in  the  U.  S.  A., 

73.3  per  cent  occur 

in  the  first  year 

At  the  present  time,  two  methods  of 
approach  have  been  investigated  with  a 
great  deal  of  enthusiasm,  since  they  ap- 
parently show  great  promise  and  probably 
more  constant  successful  results  than  the 
methods  previously  at  our  command. 
These  comprise,  chiefly,  treatment  with 
metrazol  and  the  hypoglycemic  or  insulin 
treatment. 

The  first  treatment,  namely  that  with 
metrazol,  was  first  studied  and  reported  by 
Meduna,  and  most  of  the  reports  to  date 
on  this  method  of  treatment  have  come 
from  European  countries.  Meduna  postu- 
lated this  treatment  upon  his  observation 
that  apparently  there  was  some  type  of 
antagonism  between  schizophrenia  and 
epilepsy.  How  true  this  is — the  author 
cannot  state.  Nevertheless,  Meduna 
attempted  by  means  of  various  drugs  to 
produce  convulsive  seizures,  and  finally 
reported  a great  deal  of  success  with  the 
use  of  metrazol  and,  to  some  extent,  with 
camphor.  Should  this  treatment  prove 
efficacious,  it  will  be  of  great  value  be- 
cause of  its  simplicity  and  relative  free- 
dom from  danger.  Unlike  the  hypogly- 
cemic method,  a large  number  of  cases 
can  be  treated  by  a small  personnel.  The 
patients  require  little  aftercare,  and  ap- 
proximately 20  patients  can  be  readily 


treated  in  a morning  by  two  physicians 
and  probably  six  nurses  or  attendants. 

The  method  consists  essentially  in  the 
injection  of  a 10  per  cent  aqueous  solution 
of  metrazol  intravenously.  It  is  found 
that  the  more  rapid  the  injection,  the 
smaller  is  the  dose  required  and  the  sooner 
are  convulsions  produced.  In  the  major- 
ity of  cases,  the  patient  can  be  made  more 
sensitive  to  this  form  of  treatment  by 
making  the  urine  alkaline  for  a few  days 
by  the  use  of  various  drugs,  such  as 
sodium  bicarbonate.  Usually  about  5 cc. 
of  metrazol  is  given  intravenously  every 
other  day  and  this  dose  is  increased  by  1 
cc.  with  each  succeeding  injection  until 
the  convulsive  level  is  reached.  Very 
seldom  is  more  than  10  cc.  required,  and 
as  a rule  the  dose  is  much  lower,  but  oc- 
casionally as  high  as  16  cc.  may  be  re- 
quired. 

The  convulsions  following  this  injection 
are  very  similar  to  those  of  the  grand  mal 
type.  They  occur  almost  instantly  fol- 
lowing the  injection  and  are  frequently 
quite  severe  in  nature.  There  is  an  initial 
tonic  spasm  that  is  at  first  associated  with 
a marked  cyanosis,  which  at  times  appears 
somewhat  alarming  to  the  observer.  It 
is,  however,  of  relatively  short  duration 
and  is  then  followed  by  a clonic  convulsive 
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seizure  of  variable  duration.  At  the  be- 
ginning of  this  the  mouth  is  opened  auto- 
matically by  the  patient  and  at  this  stage 
a gag  is  usually  inserted  to  prevent  the 
patient  from  biting  or  swallowing  the 
tongue.  After  the  convulsions  have  dis- 
appeared the  patient  may  be  occasionally 
excited  by  stimulation  of  the  body,  such 
as  slapping  a limb.  General  observation 
so  far  would  indicate  that  the  more  readily 
the  convulsions  are  produced,  the  better 
is  the  general  outcome.  Very  frequently 
a marked  improvement  is  noted  after  two 
or  three  convulsions,  but,  as  a rule,  twenty 
or  more  convulsions  are  necessary.  Many 
observers  believe  that  a long  series  should 
be  given  regardless  of  whether  or  not  the 
patient  has  shown  good  improvement  on 
a shorter  course.  It  is  felt  that  in  this 
way  much  better  and  more  permanent  re- 
missions can  be  obtained.  Occasionally 
patients  complain  of  this  form  of  treat- 
ment because  of  the  unpleasant  symptoms 
associated  in  the  prodromal  period  or 
aura  preceding  the  convulsions. 

The  treatment  with  camphor  alone  has 
generally  been  abandoned,  but  in  many 
places  camphor  therapy  is  used  as  a pre- 
liminary to  metrazol  treatment.  A 25 
per  cent  oily  solution  of  camphor  is  in- 
jected intramuscularly,  beginning  at  16 
cc.  and  increasing  every  other  day  by  4 
cc.  until  the  convulsive  level  is  reached. 
Usually  less  than  50  cc.  are  required.  At 
this  point  the  camphor  therapy  is  aban- 
doned and  the  metrazol  treatment  is  con- 
tinued as  previously  outlined.  The  effect 
of  the  camphor  is  apparently  to  sensitize 
the  body  and  produce  convulsions  with 
metrazol  with  a lesser  dose  and  with 
greater  ease.  There  are  practically  no 
contraindications  to  either  the  camphor 
or  metrazol  treatment  except  those  usu- 
ally present  in  any  form  of  treatment,  such 
as  the  presence  of  heart,  kidney,  or  liver 
disease  or  a history  of  previous  severe 
brain  injury,  especially  where  the  latter 
is  associated  with  a period  of  unconscious- 
ness. 

In  this  country  there  are  very  few  sta- 
tistics present  as  to  the  results  of  this 
treatment.  For  the  most  part  the  results 
would  indicate  that  apparently  about  50 


per  cent  of  all  treated  cases  picked  at 
random  show  a good  remission.  How- 
ever, when  selected  cases  of  less  than  one- 
half  year’s  duration  are  treated,  the  results 
are  much  better,  and  Meduna  hopefully 
predicts  an  improvement  of  80  to  90  per 
cent  in  these  early  cases  with  a rapid  drop 
in  the  results  of  treatment  with  the  dura- 
tion of  the  disease.  Work  in  this  country 
so  far  would  appear  to  confirm  these  re- 
sults to  a fair  degree.  So  far  no  deaths 
have  been  listed  as  due  to  this  treatment, 
and  the  physiologic  effects  of  this  drug 
have  not,  therefore,  been  well  studied. 
However,  in  the  report  of  an  autopsy  on 
a nonpsychotic  individual  who  committed 
suicide  by  drinking  100  cc.  of  metrazol, 
some  of  the  changes  have  been  determined. 
These  appear  to  consist  essentially  of  a 
marked  hyperemia  of  most  of  the  vital 
organs,  such  as  the  heart,  kidneys,  and 
liver,  and  especially  the  brain. 

The  future  of  this  form  of  therapy  is 
still  in  the  experimental  stage,  but  many 
investigators  have  sounded  a very  hopeful 
note  that  it  will  prove  of  great  value  in  the 
treatment  of  dementia  praecox.  The 
ease  of  therapy,  the  small  personnel,  and 
the  little  time  required  for  direct  observa- 
tion of  the  patient  make  this  procedure  an 
ideal  method,  should  it  prove  of  value. 
The  convulsions  produced  by  metrazol 
last  about  three  to  five  minutes,  as  a rule. 
Following  this  there  is  no  necessity  for 
further  care  or  observation  of  the  patient 
by  nurses,  since  in  the  majority  of  cases 
the  patient  is  able  to  sit  up  or  get  out  of 
bed.  This  is  in  marked  contradistinction 
to  the  next  type  of  treatment,  namely  the 
hypoglycemic,  where  the  treatment,  in- 
stead of  extending  over  a period  of  five  to 
ten  minutes,  requires  direct  observation 
for  from  four  to  six  hours  by  trained  nurses 
and  physicians.  This  is  necessary  be- 
cause of  the  variable  rate  of  onset  of  shock 
and  the  different  reactions  that  the  pa- 
tient may  show,  especially  cardiovascular 
collapse. 

Hypoglycemic  Method 

The  hypoglycemic  method  of  therapy 
has  been  studied  to  a much  greater  degree. 
It  was  first  begun  by  Sakel,  working  at 


November  15,  1939] 


SCHIZOPHRENIA 


2105 


the  University  of  Vienna  and  at  Potzl’s 
Clinic  with  the  assistance  of  a co-worker, 
Dussik,  in  1933.  Apparently  this  also 
was  an  accidental  discovery.  Insulin  was 
being  used  by  Sakel  in  the  usual  method  of 
treatment  of  morphine  addiction.  Sakel 
attempted  to  find  out  the  effects  of  it  on 
cases  of  schizophrenia  and  was  surprised 
to  note  the  apparent  improvement  ob- 
tained. As  a result,  he  and  Dussik  have 
continued  various  experiments  and  devised 
a set  method  of  treatment  that  appears 
to  give  fairly  consistent  results.  In  his 
first  report  of  104  cases  treated  in  two 
years,  he  believed  that  he  obtained  88  per 
cent  improvements  in  the  early  cases,  of 
which  70.7  per  cent  were  full  remissions. 
In  the  older,  or  chronic  cases,  he  obtained 
47.8  per  cent  of  good  remissions  and  19 
per  cent  of  full  remissions.  Dussik  states 
that  8 out  of  the  early  10  cases  of  paranoid 
dementia  praecox  that  he  treated  are 
still  in  good  mental  health  after  a period 
of  three  years.  In  Sakel’s  original  group 
of  59  new  cases  (under  half  a year),  9 
patients  showed  recurrence  of  symptoms. 
Of  these,  5 were  retreated,  and  of  these,  3 
again  showed  good  remissions.  Of  the 
older  46  cases  of  this  group  (over  eighteen 
months’  duration),  6 were  retreated.  Of 
these,  1 showed  a good  remission,  1 a full 
remission,  2 social  remissions,  and  the 
other  2 showed  little  or  no  results. 

The  method  of  treatment  is  still  in  the 
process  of  standardization,  but  appar- 
ently must  be  altered  to  fit  the  individual 
cases.  At  first  the  patients  are  given  a 
small  dose  of  insulin  every  day,  usually  in 
the  morning  on  a fasting  stomach,  and 
this  is  gradually  increased  until  the  shock 
level  is  produced.  The  initial  dose  is 
usually  from  15  to  20  units  of  the  regular 
insulin.  No  food  is  given  for  about  four 
hours.  When  the  shock  dose  is  reached, 
the  succeeding  daily  doses  are  kept  at  this 
level.  Very  frequently  it  will  be  found 
that  as  the  treatment  progresses,  smaller 
doses  of  insulin  will  be  required  to  pro- 
duce shock.  The  amount  of  insulin  re- 
quired to  produce  shock  varies  for  in- 
dividual patients  and  with  each  patient, 
being  usually  anywhere  from  70  to  200 
units.  Shock  may  occur  within  a period 


of  from  one-half  to  three  or  four  hours. 
It  is  very  easily  terminated  by  glucose 
given  intravenously  or  by  means  of  a 
stomach  tube.  In  most  clinics,  one  or  two 
days’  rest  are  allowed  per  week  as  a rule, 
when  no  insulin  or  other  form  of  treat- 
ment is  given.  In  the  past,  convulsions 
have  been  regarded  as  danger  signals,  but 
at  the  present  time  there  is  no  very  grave 
alarm  felt  when  they  do  occur.  This  prob- 
ably has  been  influenced  by  the  metrazol 
treatment.  In  fact,  many  observers  to- 
day believe  that  convulsions  occurring  in 
the  hypoglycemic  state  may  be  actually 
beneficial. 

The  number  of  shocks  necessary  de- 
pends to  a great  extent  upon  the  judgment 
of  the  physician  treating  the  case.  Some 
observers  even  go  so  far  as  to  believe  that 
actual  shocks  are  not  necessary,  since 
some  forms  of  dementia  praecox,  especi- 
ally the  catatonic  types,  have  been  found 
to  show  marked  improvement  on  doses  of 
insulin  much  below  the  shock  level. 
Others  believe  that  excited  patients 
should  be  given  larger  doses,  which  pro- 
duce more  marked  shock  levels,  and  that 
the  apathetic,  retarded  cases  should  be 
given  smaller  doses  sufficient  to  produce 
an  increased  psychomotor  activity.  Sakel 
himself  stated  he  knows  of  no  definite 
rules  for  interruption  of  treatment  and 
also  stated  that  he  varies  his  method  of 
treatment  with  each  case.  Most  of  the 
European  workers  in  this  field  believe 
that  psychotherapy,  chiefly  suggestion,  is 
a necessary  adjunct  to  this  form  of  treat- 
ment, but  in  this  country  this  is  thought 
to  be  of  little  value. 

The  effects  of  insulin  on  the  patient  are 
quite  interesting.  In  favorable  cases,  a 
clear  period  is  produced  shortly  after  the 
injection  of  insulin.  As  the  case  continues 
to  be  treated,  this  clear  phase  becomes 
lengthened  and  may  extend  after  the 
treatment  has  been  terminated.  In  the 
more  favorable  cases  this  good  behavior 
may  be  present  until  the  next  day  when 
treatment  is  again  begun.  This  clear 
period  is  one  in  which  the  patient  seems 
to  show  a good  emotional  response  and  a 
freedom  from  delusions  and  hallucina- 
tions. At  this  point  a very  peculiar  and 
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interesting  phenomenon  occurs.  The 
patients  who  had  remained  clear  following 
their  treatment,  now,  when  given  treat- 
ment, begin  to  show  psychotic  periods 
during  their  hypoglycemia  and  a freedom 
from  psychotic  symptoms  following  the 
termination  of  their  hypoglycemia.  As  a 
rule,  cases  that  respond  with  satisfactory 
shocks  to  small  doses  of  insulin  usually 
show  the  best  improvement  mentally. 
Usually,  if  any  improvement  occurs,  evi- 
dence of  this  is  shown  in  the  first  five  or 
ten  treatments.  However,  the  full  course 
in  the  average  case  requires  twenty  to 
thirty  treatments,  and  occasionally  it  may 
be  necessary  to  increase  this  number  in 
more  refractory  cases  to  over  100  treat- 
ments. As  a rule,  the  resulting  improve- 
ment in  these  cases  is  not  as  good  as  in 
those  showing  an  earlier  response. 

All  observers  are  agreed  that  the  results 
of  therapy,  to  a large  extent,  are  depend- 
ent upon  the  duration  of  the  psychosis. 
In  early  cases,  under  six  months,  very 
satisfactory  results  have  been  generally 
reported,  and  include  as  high  as  80  to  90 
per  cent  recoveries.  There  is  also  a fairly 
good  recovery  rate  in  cases  treated  under 
eighteen  months,  this  usually  being  in  the 
neighborhood  of  70  per  cent.  However, 
for  cases  of  longer  duration  the  results  of 
treatment  rapidly  become  much  poorer 
as  the  duration  of  the  psychosis  increases. 
In  a series  of  118  cases  of  dementia  prae- 
cox  of  over  eighteen  months’  duration  re- 
ported by  Muller,  of  Switzerland,  there 
were  approximately  47  per  cent  fairly 
good  remissions.  In  general  reports  of 
treatment  by  European  workers  they 
would  appear  to  agree  that  70  to  80  per 
cent  or  more  make  good  remissions,  while 
older  cases  show  an  improvement  rate  of 
under  45  per  cent.  One  must,  however, 
be  somewhat  skeptical  of  the  results  in 
European  countries,  since  the  definition  of 
schizophrenia  there  includes  a much 
larger  number  of  cases  than  in  this  coun- 
try. Many  of  these  in  the  United  States 
would  be  considered  merely  as  peculiar, 
queer,  or  schizoid  individuals  and  not 
actually  psychotic.  In  this  country  a 
tremendous  amount  of  work  is  being  done 
and  gradually  statistics  are  mounting. 


The  results  of  treatment  have  not  been 
quite  as  successful  as  in  European  coun- 
tries, but  at  the  same  time  there  is  a cer- 
tain agreement  between  the  figures  re- 
ported by  all  workers.  The  New  York 
State  hospitals  at  the  present  time  have 
treated  a very  large  number  of  cases  but 
the  results  have  not  been  published  so 
far.  However,  of  the  first  275  cases 
treated,  a little  over  50  per  cent  were  dis- 
charged after  treatment.  Since  this  re- 
port appeared,  a small  number  of  these 
patients  have  returned  with  a recurrence 
of  their  former  symptoms. 

Exactly  what  factors  determine  the  re- 
sults of  therapy  are  unknown.  Some 
cases  that  apparently  seemed  hopeless 
have  responded  in  an  unusually  satis- 
factory fashion.  Occasionally  a chronic 
case  seems  to  show  a very  rapid,  perma- 
nent improvement  under  this  form  of 
therapy.  The  statistics  at  this  hospital  of 
treatment  administered  to  patients  by 
other  hospital  associates  indicate  approxi- 
mately 51  per  cent  improvements  and  re- 
coveries. According  to  Sakel,  full  re- 
missions include  those  patients  who  are 
restored  to  their  former  state  of  efficiency 
in  the  social  and  economic  world  and  who 
show  no  signs  of  psychotic  behavior  or 
thought.  Good  remissions  include  those 
who  are  able  to  resume  their  place  in  the 
world  again  and  are  free  from  psychotic 
behavior  but  who  still  demonstrate  some 
sign  of  a change  in  their  personality, 
which  may  only  be  recognized  by  a physi- 
cian. Those  having  defective  remissions 
continue  to  have  some  delusions  but  at 
the  same  time  have  some  degree  of  insight 
and  are  able  to  do  work.  If  they  continue 
to  manifest  many  psychotic  signs,  such  as 
delusions  or  hallucinations,  but  at  the 
same  time  cause  no  trouble  and  maintain 
their  working  ability,  they  are  classed  as 
belonging  to  the  group  of  social  remissions. 
The  best  results  so  far  have  been  obtained 
in  cases  of  paranoid  and  catatonic  de- 
mentia praecox. 

In  some  cases  the  insulin  therapy  seems 
to  be  of  greater  value,  while  in  others  the 
metrazol  produces  better  results.  Cases 
that  have  shown  poor  responses  to  one 
method  may  be  further  treated  by  the 


November  15,  1939] 


SCHIZOPHRENIA 


2107 


other  method.  Reports  have  been  made 
of  good  results  obtained  by  these  methods. 
Some  workers  have  used  a routine  com- 
bined form  of  treatment  in  which  both 
insulin  and  metrazol  have  been  used. 
The  great  problem  at  the  present  time  is 
to  decide  whether  or  not  the  cases  that 
show  good  responses  to  this  form  of  treat- 
ment would  eventually  recover  without 
the  specialized  forms  of  therapy.  Most 
workers  agree  that  a large  number  of 
these  cases  would.  No  one  doubts  that 
the  metrazol  or  hypoglycemia  methods 
accelerate  the  rate  of  recovery  and  reduce 
the  duration  of  hospitalization.  This  in 
itself  is  an  undoubted  achievement.  There 
appears  to  be  also  no  doubt  that  many 
cases  that  would  not  have  shown  improve- 
ment, do  so  under  these  treatments. 
However,  so  far  the  results  of  treatment 
by  either  method  have  not  shown  any 
marked  increase  in  the  recovery  rate  over 
the  former  one.  This  is  probably  due  to 
the  fact  that  both  recent  and  chronic 
cases  are  being  treated  by  most  workers. 
If  recent  cases  alone  are  used,  then  the 
recovery  rate  is  much  higher  than  the 
survey  rate  of  previous  years. 

The  great  question  to  be  answered  is, 
are  the  improvements  thus  produced  per- 
manent or  temporary  ? That  is  a question 
that  will  require  years  before  an  adequate 
answer  can  be  given.  Greater  attention 
should  be  paid  to  the  cases,  especially 
recent  cases,  that  fail  to  respond  to  treat- 
ment. We  know  that  psychoses  of  long 
duration  and  of  certain  types,  especially 
the  simple  and  hebephrenic  types,  do 
not  respond  satisfactorily  to  treatment. 
However,  we  do  not  know  why  certain 
apparently  satisfactory  cases  of  paranoid 
and  catatonic  dementia  praecox  fail  to 
react.  Undoubtedly  a previously  good 
personality  with  a few  schizoid  traits  and 
fair  emotional  affect  during  the  psychosis 
are  favorable  prognostic  signs.  The  mat- 
ter of  prognosis  is  still  much  in  doubt. 
All  workers  have  frequently  been  sur- 
prised by  the  rapid  response  of  chronic 
cases  who  apparently  appeared  more  or 
less  hopeless  from  the  standpoint  of  re- 
covery. 

In  the  majority  of  cases  seen  by  the 


writer  in  outpatient  clinics  following  then- 
treatment,  it  would  appear  that  insight 
seems  to  be  lacking.  They  tend  for  the 
most  part  to  minimize  their  former  be- 
havior and  actions  and  to  accept  their 
present  improved  behavior  without  any 
great  curiosity.  Before  the  real  results  of 
treatment  can  be  ascertained,  a period  of 
years  of  observation  will  be  necessary. 
It  is  quite  obvious  that  the  opinion  of 
relatives  cannot  be  accepted,  since  they 
frequently  try  to  hide  the  mental  condi- 
tion of  the  patient  for  fear  he  may  have 
to  be  returned  to  the  hospital. 

As  was  mentioned  in  the  early  part  of 
this  paper,  almost  50  cases  of  dementia 
praecox  are  discharged  every  year  for 
every  100  cases  admitted.  This  number 
comprises  over  40  cases  in  the  recovered 
or  improved  groups.  However,  all  50 
manage  to  adjust  at  home.  So  far,  the 
effect  of  treatment  has  produced  an  im- 
provement of  only  52  per  cent.  This  in- 
cludes cases  that  are  both  of  short  and 
long  durations.  The  obvious  benefits  of 
the  treatment  to  date  have  not  been  so 
much  the  greater  number  of  cases  of  de- 
mentia praecox  who  have  improved  suffi- 
ciently to  leave  the  hospital,  but  the  fact 
that  these  patients  were  enabled  to  leave 
the  hospital  in  a much  shorter  time  than 
they  would  have  had  they  not  had  the 
hypoglycemic  treatment  given  to  them. 
The  obvious  future  mode  of  attack  to 
compensate  for  the  increasing  number  of 
cases  of  dementia  praecox  who  become 
permanent  residents  in  state  hospitals  is 
apparently  to  educate  the  physicians, 
social  workers,  and  the  public  that  cases 
can  be  promised  the  best  results  with  the 
hypoglycemic  or  metrazol  forms  of  treat- 
ment only  if  they  are  brought  into  the 
hospital  in  an  early  stage.  The  tendency 
at  present  is,  unfortunately,  to  keep  many 
of  these  cases  at  home  until  such  a time 
as  their  behavior  becomes  objectionable 
or  dangerous.  In  this  way  valuable  time 
is  lost  and  the  probability  of  cure  di- 
minished. There  does  not  appear  to  be 
very  much  doubt  that,  should  the  public 
be  trained  in  this  view,  the  resident  popu- 
lation of  state  hospitals  of  cases  of  this 
type  would  diminish.  At  least  the  pa- 
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tient  will  be  required  to  remain  in  the 
hospital  for  a shorter  period  of  time  than 
formerly,  and  it  is  hoped  that  the  major- 
ity of  treated  cases  may  be  able  to  adjust 
permanently  in  the  outside  world,  al- 
though some  of  them  may  require  the 
sheltered  protection  of  the  home  and 
family. 

A word  of  warning  must  be  introduced 
that  the  treatment  is  not  without  danger. 
The  danger  to  life  itself  is  not  as  great  as 
would  seem  evident  from  the  apparent 
severity  of  the  treatment.  The  public 
still  regards  it  as  a therapy  during  which 
“the  patient  is  shocked  almost  to  the 
borders  of  death  itself  and  then  by  some 
magic  form  of  treatment  is  revived 
again.” 

Actually  the  death  rate  is  far  below  that 
of  most  of  our  more  common  abdominal 
surgery.  Within  the  past  year,  with  the 
accumulation  of  accurate  pathologic  study 
of  patients  who  died  under  such  therapy, 
some  of  the  effects  on  the  brain  and  other 
tissues  have  been  noted.  Ferraro  and 
Jervis  recently  demonstrated  extensive 
changes  in  the  brains  of  cases  who  had 
undergone  the  hypoglycemic  form  of 
therapy.  They  demonstrated  extensive 
changes  in  the  cyto  architecture  of  the 
cortex  from  areas  of  almost  complete  loss 
of  nerve  cells  to  irregular  patchy  areas 
with  frequently  marked  ischemic  changes 
in  many  of  the  remaining  cells.  This 
was  often  associated  with  extensive  prolif- 
eration of  the  walls  of  the  blood  vessels, 
leading  at  times  to  almost  complete  oblit- 
eration of  the  lumen.  Other  workers 
have  demonstrated  extensive  hyperemia 
with  petechial  hemorrhages  and  at  times 
much  more  extensive  hemorrhages  in  the 
brain  substance  or  ventricles.  The  patho- 
logic effect  of  metrazol  on  the  brain  has 
not  been  as  extensively  studied,  possibly 
due  to  the  lower  death  rate  and  the  less 
extensive  use  of  this  therapy,  as  com- 
pared with  insulin.  The  chief  complica- 
tions met  with  are  fractures  of  the  verte- 
brae, humeri,  and  femurs,  as  well  as  dis- 
locations of  the  jaw  and  shoulder  joints. 
Polatin,  et  al.t  found  43.1  per  cent  com- 
pressed fractures  of  the  vertebrae  in  51 
cases. 


Summary 

1.  Cases  of  schizophrenia  comprise 
over  50  per  cent  of  the  resident  population 
of  state  hospitals  throughout  the  United 
States. 

2.  Twenty  to  25  per  cent  of  all  ad- 
missions to  state  hospitals  are  patients 
belonging  to  the  schizophrenic  group. 

3.  The  ratio  of  readmissions  of  schizo- 
phrenics to  100  first  admissions  of  the 
same  psychosis,  is  about  33.  In  other 
words,  there  is  1 case  of  dementia  praecox 
admitted  to  a state  hospital  for  every  3 
first  admissions  of  this  disorder. 

4.  Between  45  and  50  cases  of  demen- 
tia praecox  are  discharged  from  state 
hospitals  for  every  100  schizophrenic  pa- 
tients admitted.  Of  cases  of  this  disorder 
discharged,  over  two  thirds  belong  to  the 
recovered  or  improved  groups. 

5.  The  results  of  insulin  and  metrazol 
therapy  have  been  outlined.  The  results 
apparently  are  very  similar  but  sufficient 
work  has  not  as  yet  been  done  on  the 
metrazol  treatment.  The  latter  is  much 
simpler  in  technic  and  requires  less  time 
and  personnel. 

6.  Results  of  treatment  are  dependent 
to  a large  extent  upon  the  duration  of  the 
disease.  There  are  other  factors  present 
in  the  psychosis  that  have  not  as  yet 
been  clearly  determined,  except  that  the 
paranoid  and  catatonic  groups  show  the 
best  response. 

7.  The  results  of  both  therapies  for 
unselected  cases  and  acute  onset  show  an 
average  recovery  rate  of  about  52  per 
cent.  Cases  of  shorter  duration,  as  a rule, 
show  a good  and  fairly  constant  improve- 
ment rate,  varying  between  70  and  90 
per  cent.  The  permanence  of  this  im- 
provement has  as  yet  to  be  tested  with  a 
lapse  of  time. 

8.  So  far  the  results  of  treatment  have 
tended  merely  to  hasten  improvement, 
since  it  is  felt  that  most  of  the  cases  treated 
would  ordinarily  have  a fair  remission. 
However,  there  are  a small  number  of 
cases  who  undoubtedly  would  become 
chronic  if  not  treated  by  these  methods. 

9.  Possibly,  with  the  lapse  of  time  and 
the  realization  by  the  laity  and  profession 
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that  early  treatment  is  essential,  the  resi- 
dent population  in  state  hospitals  of 
schizophrenics  may  be  decreased.  This 
cannot  be  settled  for  at  least  five  or  ten 
years. 

10.  At  the  present  time  no  preference 
can  be  given  either  method.  Apparently 
both  produce  more  or  less  the  same  results 
in  the  same  type  of  cases,  although  oc- 
casionally a case  seems  to  respond  to  one 
method  when  the  other  had  previously 
failed  to  produce  any  marked  improve- 
ment. 

11.  It  is  important  to  remember  that 
the  efficacy  of  the  entire  treatment  is  still 


in  the  experimental  stages.  There  are 
promises  that  indicate  a much  more  rosy 
future  for  schizophrenics,  but  time  must 
elapse  to  determine  whether  or  not  the 
improvement  noted  has  become  a per- 
manent state.  This  will  help  the  indi- 
vidual to  plan  for  the  future  should  a fair 
degree  of  permanence  in  future  good  men- 
tal health  be  possible. 

12.  There  is  some  indication  that  the 
hypoglycemic  treatment  may  be  of  value 
in  other  psychoses  besides  the  schizo- 
phrenic. 

1850  South  Avenue 


SECOND  ANNUAL  “PAY-YOUR-DOCTOR  WEEK” 


‘ ‘ Pay-Y our- Doctor  Week,”  inaugurated  last 
year  by  California  Bank  in  Los  Angeles  on  a 
purely  local  basis,  struck  a responsive  chord  in 
other  sections  of  the  country  with  the  result  that 
the  week  of  November  26  to  December  2 of  this 
year  has  been  designated  as  national  “Pay-Your- 
Doctor  Week”  with  banks  in  all  sections  of  the 
country  sponsoring  the  movement. 

The  November  issue  of  Banking,  official 
journal  of  the  American  Bankers  Association,  car- 
ries an  article  outlining  the  idea  and  suggesting 
that  one  bank  in  each  city  in  the  country  sponsor 
and  publicize  “Pay-Your-Doctor  Week.” 

The  article,  written  by  Rod  Maclean,  manager 
of  the  advertising  and  publicity  department  of 
California  Bank,  suggests  newspaper  advertise- 
ments, radio,  outdoor  advertising,  streetcar 
cards,  and  bank  statement  stuffers  as  means  of 
publicizing  the  occasion.  In  addition,  Mr. 
Maclean  suggests  that  everyone  engaged  in  the 
profession  of  healing  be  notified  in  advance  of 
the  date  and  that  a supply  of  reprints  of  the 
ads  be  made  available  for  statement  enclosures. 

A year  ago,  California  Bank  recognized  the 
fairly  widespread  tendency  on  the  part  of  the 


public  to  regard  doctor  bills  as  obligations  that 
can  wait  indefinitely  at  or  least  until  after  all 
other  bills  have  been  paid  and  inaugurated 
“Pay-Your-Docotor  Week”  in  Los  Angeles.  Be- 
cause the  movement  originated  entirely  outside 
of  the  profession  the  question  of  ethics  was  not 
involved  and  the  idea  found  instant  favor  with 
the  Los  Angeles  medical  fraternity. 

The  success  of  the  movement  was  thereafter 
publicized  in  several  national  banking  and 
medical  periodicals  and  California  Bank  became 
the  recipient  of  a stream  of  inquiries  from 
interested  banks  in  all  sections  of  the  country. 
When  it  became  apparent  that  1939  “Pay-Your- 
Doctor  Week”  would  be  observed  in  a number  of 
cities  scattered  throughout  the  country,  the 
machinery  for  making  it  a national  movement 
was  set  up  by  California  Bank. 

While  the  movement  is  not  entirely  altruistic 
on  the  part  of  sponsoring  banks  in  that  they  offer 
to  lend  funds  for  the  excellent  purpose  of  paying 
bills,  it  does  call  attention  in  a striking  manner 
to  the  plight  of  many  a doctor  who  is  on  call 
twenty-four  hours  a day  but  who  is  generally 
paid  at  the  patient’s  convenience. 


STATE  MEDICINE  A POLITICAL  FOOTBALL 


State  medicine  invariably  becomes  involved  in 
politics,  making  the  health  of  the  nation  a politi- 
cal football  to  be  used  by  the  particular  party 
or  clique  that  happens  to  be  in  control,  writes 
Hubbard  Prather  Saunders,  M.D.,  in  th e.  Peoria 
Medical  News. 

The  whole  theory  of  state  medicine  or  com- 
pulsory insurance  is  unsound  economically. 
There  has  not  yet  been  a scheme  of  state  medi- 
cine put  into  practice  that  gives  good  care  to  the 
indigent.  They  all  apply  only  to  those  having 
employment.  The  fact  is,  that  those  who  are 
employed  could  pay  for  their  own  medical  care 
if  they  put  their  health  before  their  pleasures 


and  luxuries.  The  average  family  in  America 
today  pays  more  for  tobacco  alone,  more  for 
candy  alone,  more  for  liquor  alone,  than  it  pays 
to  its  family  physician.  The  truth  of  this  state- 
ment was  very  aptly  expressed  by  Congressman 
Pettengill,  when  he  said,  “We  might  as  well  look 
the  fact  squarely  in  the  face  that  the  drive  for 
state  medicine  finds  its  chief  motive  power  in 
the  desire  to  shift  the  economic  burden  involved 
from  the  shirker  to  the  worker;  the  shiftless  to 
the  thrifty;  the  waster  to  the  saver;  the  unfor- 
tunate to  the  fortunate;  the  drunkard  to  the 
sober;  in  short,  to  reap  where  others  have 
sown.” 


SOME  UNUSUAL  CONDITIONS  MET  BY  THE  OTOLOGIST 

John  D.  Carroll,  M.D.,  Troy,  New  York 


This  paper,  as  the  title  specifies,  is  not 
an  attempt  to  cover  all  unusual  con- 
ditions met  by  the  otologist,  but  rather 
an  attempt,  by  citation  of  a few  unusual 
cases,  to  show  that  the  otologist  must 
still  be  observing  and  careful  in  his  con- 
clusions. 

In  these  days  there  is,  in  my  opinion,  a 
marked  decrease  in  the  number  of  cases  of 
mastoiditis,  as  compared  with  the  number 
of  such  cases  seen  fifteen  to  twenty  years 
ago.  I believe  this  condition  is  the  result 
of  gradual  education  and  enlightenment 
of  the  public  to  the  fact  that  the  earlier  an 
ear  condition  is  seen  by  the  otologist,  the 
less  are  serious  sequelae  and  complications 
apt  to  occur.  It  is  an  unusual  thing  to- 
day to  have  a mastoid  case  enter  your 
office  with  subperiosteal  abscess  forma- 
tion, whereas  many  years  ago  these  cases 
were  not  infrequent,  and  very  often  a 
snap  diagnosis  could  be  made  as  the  pa- 
tient entered  the  office — of  course  to  be 
followed  up  by  examination.  There  is 
another  factor  that  I also  believe  is  the 
cause  of  lessening  of  acute  mastoiditis 
cases:  from  my  experience  the  otologist 
today  is  seeing  acute  middle  ear  cases 
earlier  and  is  doing  more  paracenteses  or 
myringotomies,  thereby  offsetting  many 
probable  mastoids.  We  are  also  being 
deprived  of  some  of  these  opportunities 
by  many  of  the  general  physicians,  par- 
ticularly the  younger  men  and  by  some 
pediatricians  doing  paracenteses  in  these 
early  cases. 

We  are  still  confronted  by  the  neglected 
chronic  suppurative  otitis  media  cases 
and  especially  by  that  type  of  patient 
who,  after  having  a discharging  ear  for 
many  years,  refuses  to  submit  to  radical 
operation.  To  bring  out  my  point,  I am 
going  to  cite  a case  that  came  under  my 
observation  a few  days  before  our  last 
state  medical  meeting. 


Case  Reports 

Case  1—  On  May  4,  1938,  I saw  Mr.  A.  D.f 
aged  64,  at  my  office.  He  had  the  following  his- 
tory: when  a youngster,  lightning  struck  a 

telephone  wire,  and  hearing  in  the  left  ear  has 
been  poor  ever  since.  About  fifteen  years  ago 
the  patient  noticed  discharge  from  the  left  ear, 
which  has  continued  off  and  on  since  that  time. 
On  April  24  he  had  pain  about  the  left  ear  and  up 
through  the  left  temple.  The  day  before  he 
came  to  me  he  developed  frontal  pain.  He  has 
had  dizziness  at  times  for  the  past  four  or  five 
months.  Examination  showed  a chronic  sup- 
purative condition  of  the  left  middle  ear  and  a 
small  aural  polyp  half  filling  the  ear  canal. 
Salicylic  acid  in  alcohol  drops  was  prescribed  to 
be  used  in  the  ear  until  I could  see  the  patient 
again.  On  May  12,  after  I had  returned  from 
the  state  medical  meeting,  a fellow  otologist  noti- 
fied me  by  telephone  that  he  had  seen  this  man 
during  my  absence,  and  had  him  hospitalized 
and  ready  for  mastoid  operation.  He  turned  the 
case  back  to  me  with  the  report  that  this  man 
had  had  considerable  pain  since  seen  by  me, 
was  drowsy,  and  at  times  had  intermissions  when 
he  would  not  converse.  His  temperature  ranged 
between  100  and  102  F.  He  had  been  under 
treatment  by  his  family  physician  for  high  blood 
pressure  and  myocarditis. 

On  May  13,  1938,  I found  the  patient  in  very 
poor  general  condition.  The  mastoid  had  not 
been  particularly  tender  but  the  x-ray  showed  a 
cloudy  condition  in  the  mastoid  cells,  so  on  May 
13  I operated,  intending  to  do  a radical  mastoid. 
In  operating  I found  a sclerotic  mastoid,  the 
outer  plate  of  bone  being  the  hardest  I have  ever 
experienced.  After  getting  the  mastoid  cells 
gouged  out  where  I found  no  necrosis,  I did  find, 
on  entering  the  antrum,  a small  amount  of  serous, 
dark  straw-colored  exudate.  The  patient  at  this 
point  suddenly  collapsed  and  I had  to  stop  any 
further  operative  work,  putting  in  a drain  and 
getting  out.  This  patient  showed  evidence  of 
cardiac  decompensation  followed  by  ascites  and 
pulmonary  edema.  The  patient  expired  the 
following  morning. 

Permission  was  granted  for  a postmortem  ex- 
amination of  the  head.  There  was  found  to  be 
considerable  necrosis  in  the  pyramidal  portion  of 
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the  left  mastoid  bone,  and,  extending  from  the 
center  of  the  pyramidal  portion  of  the  left  mas- 
toid bone  irregularly  forward  under  the  frontal 
lobes,  was  a purulent-appearing  tract  about  2 or  3 
mm.  in  diameter,  the  anterior  end  of  which 
blended  with  the  meninges  under  the  left  frontal 
lobe.  There  was  a profuse  fibrinopurulent 
exudate  throughout  the  meninges  beneath  both 
frontal  lobes  but  the  rest  of  the  meninges,  al- 
though somewhat  thickened,  did  not  show  much 
evidence  of  the  exudate.  The  brain  tissue  be- 
neath the  meninges  was  moderately  edematous 
but  there  was  no  evidence  of  actual  abscess  to  be 
found.  The  microscopic  diagnosis  was  fibrino- 
purulent meningitis,  generalized  and  resolving. 

I think  this  case  very  conclusively  proves  a sad 
result  that  may  occur  from  a neglected  suppura- 
tive otitis  media  and  how  extensive  the  meningeal 
involvement  can  be,  although  with  so  few  symp- 
toms. This  patient  was  confined  to  bed  for  only 
about  a week  and  then  only  because  of  intense 
headache,  more  marked  on  the  left  side,  with 
nausea  and  a feeling  of  exhaustion. 

Another  type  of  case  that  concerns  us 
greatly,  but  may  or  may  not  be  directly 
in  our  field  of  work,  is  one  of  brain  tumor. 
The  following  description  of  such  a case 
will,  I believe,  show  why  we  may  be  con- 
cerned. 

Case  2. — Mr.  E.  W.,  aged  38,  was  first  seen  by 
me  in  May,  1929,  at  which  time  his  chief  com- 
plaint was  pain  in  the  frontal  regions  occurring 
quite  frequently  during  the  past  few  months. 
Examination  at  this  time  disclosed  a polyp  in  the 
right  nares,  but  the  greater  importance  was  at- 
tached to  the  eye  examination,  which  showed  no 
abnormalities  except  refractive  error.  I pre- 
scribed a plus  1.50  sphere  with  a plus  0.50  cylinder 
axis  90  in  the  right  eye  and  a plus  1.25  sphere 
with  a plus  0.37  cylinder  axis  90  in  the  left  eye. 

I did  not  see  the  patient  again  until  November, 
1934,  when  he  made  two  visits  for  a mucopuru- 
lent conjunctivitis  in  one  eye,  after  which  I did 
not  see  the  patient  until  July  12,  1938.  On  this 
latter  date  he  again  came  in,  complaining  bitterly 
of  frontal  headache  extending  up  over  the  top  of 
the  head,  noticed  for  the  most  part  each  morning. 

I re-examined  his  eyes  and  again  found  the  eye 
grounds  negative  except  for  refractive  error. 
His  refraction  had  changed  considerably  over 
the  period  of  years  so  that  the  following  lenses 
were  prescribed : O.D.  plus  2.25  sphere  with  a 
plus  0.25  cylinder  axis  105  O.S.  plus  2.50  sphere 
with  a plus  0.25  cylinder  axis  90.  This  man’s  nose 
was  examined  and,  while  he  had  some  hyper- 
trophy of  the  turbinates,  there  was  no  evidence 
of  sinus  infection.  About  two  weeks  later  this 


man  complained  of  head  pains  radiating  down  the 
neck.  He  was  advised  to  see  his  family  physi- 
cian for  a general  checkup. 

On  August  6 I was  called  back  on  the  case  by 
the  family  physician  to  do  an  opthalmoscopic 
examination  as  an  aid  to  diagnosis,  as  the  patient 
was  still  complaining  of  vague  symptoms  of  head- 
ache, and  without  other  symptoms  was  showing 
very  definite  physical  weakness.  The  eye 
grounds  on  that  date  were  absolutely  normal  in 
appearance.  The  ears  were  also  normal  in  ap- 
pearance and  function,  but,  because  of  the  pa- 
tient’s general  weakness,  hospitalization  was  ad- 
vised and  the  family  notified  that  while  we  had 
no  conclusive  symptoms  to  go  by,  brain  tumor 
was  suspected. 

The  man  was  admitted  to  the  hospital  the 
following  day  and  was  there  less  than  a day  be- 
fore he  expired.  At  postmortem  examination 
the  general  autopsy  showed  practically  normal 
findings.  The  brain  showed  a flattened  appear- 
ance with  the  right  hemisphere  larger  than  the 
left  and  shifted  to  the  left  side  of  the  midline. 
On  section  a cystic-appearing  tumor  was  found 
in  the  interior  of  the  right  frontal  lobe.  There 
was  an  irregular  cavity  in  the  middle  of  this  tu- 
mor about  3 cm.  from  the  anterior  tip  of  the 
frontal  lobe  in  the  white  matter  and  extending 
backward  through  the  basal  ganglia  and  the 
lateral  portion  of  the  right  external  capsule. 
This  cavity  measured  anteriorly-posteriorly 
about  10  cc.,  superiorly-inferiorly  about  3 cc., 
with  the  lateral  measurement  4.5  cm.  Its  walls 
were  irregular,  discolored,  and  necrotic  in  ap- 
pearance. The  cellular  tissue  was  greenish  yel- 
low and  the  swelling  in  this  region  had  caused 
moderate  compression  and  distortion  of  the  right 
lateral  ventricle.  Microscopic  sections  showed 
the  tumor  to  be  very  cellular  and  composed  of 
compactly  arranged  small  basophilic  oval-shaped 
nuclei  separated  by  a moderate  amount  of  cyto- 
plasm. Necrosis  and  pseudorosettes  were  pres- 
ent. Phosphotungstic  acid  hematoxylin  stains 
showed  the  presence  of  many  neuroglial  fibrils. 

Another  type  of  condition  that  the 
otologist  sees  occasionally  and  of  which 
there  seems  to  be  very  little  written  is  one 
in  which  sudden  vertigo  appears,  compli- 
cating a middle  ear  condition.  This  type 
of  condition  of  which  I speak  is,  I believe, 
caused  by  vestibulitis  or  an  irritation  or 
pressure  in  that  region  and  is  not  the  one 
that  goes  on  to  a generalized  labyrinthitis 
or  further  complications,  but  is,  after 
short  periods  of  treatment,  entirely 
cleared  up.  These  cases  are  no  respecters 
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of  age,  as  the  citation  of  the  following  few 
cases  will  show.  These  patients  are  all 
very  apprehensive — the  younger  the  pa- 
tient, the  greater  the  action  of  bewilder- 
ment; the  older  the  patient,  the  greater 
the  feeling  of  impending  calamity,  such 
as  fear  of  tumor  of  the  brain  or  of  sudden 
death. 

Case  3. — The  first  of  these  cases  is  one  of  a 
child,  4 years  of  age,  who  gave  a history  of  having 
had  a head  cold.  Two  days  before,  he  developed 
an  earache,  followed  by  profuse  purulent  dis- 
charge from  the  right  ear.  Although  his  tem- 
perature two  days  before,  according  to  the  par- 
ents, was  101  F.,  they  did  not  consider  the  condi- 
tion serious  enough  to  prevent  them  starting  on  a 
train  trip  from  Washington,  but  when  on  this 
particular  day  the  child  suddenly  developed  a 
dizziness  and  wobbly  gait,  he  was  taken  off  the 
train  and  brought  to  my  office.  He  was  led  into 
the  office  between  two  adults  to  prevent  him  from 
falling  sideways.  His  temperature  was  100  F., 
there  was  no  rigidity  of  the  neck,  no  mastoid 
tenderness,  no  exaggeration  of  reflexes,  and  his 
right  ear  canal  appeared  normal  but  filled  with  a 
thick  purulent  discharge.  Very  little  in  the  line 
of  testing  was  attempted  with  this  patient,  al- 
though the  Rinne  test  was  negative  on  the  right 
side  and  the  left  ear  appeared  normal. 

This  case  was  hospitalized,  the  right  ear 
cleansed  every  three  hours,  and,  outside  of 
catharsis,  no  special  general  treatment  given 
except  absolute  rest  in  bed.  After  a few  days  the 
dizziness  had  apparently  cleared  but  the  patient 
was  kept  in  bed  for  a full  week  and  in  the  hospital 
for  twelve  days,  when  apparently  all  symptoms 
had  subsided  except  for  a very  slight  discharge 
in  the  right  ear.  About  three  months  later  I 
received  a letter  from  the  boy’s  mother  stating 
that  he  had  been  perfectly  well  since  leaving  the 
hospital,  the  ear  having  ceased  discharging,  and 
that  there  had  been  no  recurrence  of  the  condi- 
tion. 

Case  4. — A young  lady,  aged  32,  had  noticed  an 
attack  of  vertigo  the  previous  summer  after 
swimming.  She  also  noticed  that  she  seemed  to 
have  imbalance  by  bending  her  head  backward 
and  to  the  left.  She  had  an  attack  in  August, 
1938,  and  again  in  September,  and  her  present 
complaint  existed  since  November  30. 

There  was  no  history  of  discharge  from  either 
ear,  nor  of  earache.  Her  general  health  had 
been  good.  Examination  of  her  ears  when  seen 
by  me  on  January  10,  1939,  disclosed  the  ap- 
pearance of  a chronic  catarrhal  otitis  media  in 
the  right  ear  with  the  drum  dull  in  luster  and 
slightly  retracted.  The  left  ear  appeared  nor- 


mal. In  the  right  ear  the  watch  test  was  12 
inches,  the  Rinne  test  negative,  and  the  Weber- 
Schwabach  test  referred  to  the  right  ear.  In  the 
left  ear  the  watch  test  was  30  inches  and  the 
Rinne  test  positive.  Eustachian  catheterization 
did  not  produce  much  relief  with  one  treatment, 
but  after  the  second  treatment  a week  later  she 
reported  having  relief  of  her  symptoms  for  about 
a day.  She  was  treated  weekly  for  four  weeks, 
the  periods  of  absence  of  symptoms  lengthening 
after  each  treatment  until  after  the  fourth  treat- 
ment she  reported  no  further  symptoms.  She 
was,  however,  given  two  more  treatments  at 
intermissions  of  two  weeks,  at  which  time  her 
hearing  had  improved  to  28  inches  with  a watch 
in  the  right  ear,  the  Rinne  test  had  become 
positive  in  the  right  ear,  with  the  Weber- 
Schwabach  test  uncertain. 

Case  5. — A woman,  aged  40,  in  which  there  was 
a history  of  discharge  from  both  ears  years  ago 
but  which  had  been  dry  until  an  attack  of  grippe 
the  previous  week,  during  which  the  right  ear 
had  begun  to  discharge  three  days  before  she 
came  to  me.  She  was  complaining  of  generalized 
head  pain  but  the  symptom  of  vertigo,  with  a 
tendency  to  fall  to  her  right  side,  was  the  alarm- 
ing symptom  to  the  patient.  An  acute  recurrent 
suppurative  condition  presented  itself  from  the 
right  middle  ear.  She  was  extremely  hard  of 
hearing,  with  both  drums  showing  large  perfora- 
tion, the  right  drum,  of  course,  being  red  but 
markedly  retracted,  the  left  very  dull  and  mark- 
edly retracted.  The  Rinne  test  was  negative  in 
each  ear,  and  the  Weber-Schwabach  was  uncer- 
tain. 

She  was  put  to  bed,  and  after  five  days  the 
vertigo  had  disappeared.  Ten  days  later  infla- 
tions were  started  in  my  office  at  weekly  intervals 
where,  after  six  treatments  by  catheterization, 
the  patient  claimed  her  hearing  was  as  good  as 
before  her  attack,  meaning  that  she  could  again 
hear  conversation  and  could  hear  the  telephone 
and  door  bell,  which  she  had  not  been  able  to  do 
during  her  recent  illness. 

Case  6. — A man,  aged  74,  was  sent  to  me  in 
November  of  last  year  to  have  his  eyes  examined 
because  his  family  physician  had  said  the  eyes 
were  the  cause  of  his  dizziness.  This  man  had 
to  be  helped  into  my  office  to  prevent  his  falling 
to  the  left  side.  His  only  complaint  other  than 
the  tendency  to  fall  was  a burning  feeling  in  the 
left  side  of  the  head,  which  may  or  may  not  have 
been  imaginary.  The  eye  examination  of  this 
case  showed  a very  slight  degree  of  myopic 
astigmatism,  which  I did  not  believe  could  ac- 
count for  the  symptoms.  Therefore,  I insisted 
on  examining  his  ears.  The  picture  here  was 
one  of  a chronic  catarrhal  otitis  media  in  each 
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ear,  with  both  drums  very  dull  and  considerably 
retracted.  The  hearing  with  a watch  in  the 
right  ear  was  1 inch,  in  the  left  ear  2 inches. 
The  Rinne  test  was  negative  in  each  ear  and  the 
Weber-Schwabach  test  referred  to  the  left  ear. 
There  was,  in  this  case,  a very  slight  degree  of 
lateral  mystagmus  but  only  demonstrated  with 
extreme  lateral  involvements.  Mystagmus  was 
not  demonstrable  in  the  above  cases. 

I did  a eustachian  catheterization  in  this  case, 
followed  by  the  same  treatment  four  days  later. 
There  was  dissatisfaction  evidenced  in  this  case 
because  I did  not  agree  that  there  was  definite 
evidence  of  cerebral  involvement,  so  this  case 
slipped  from  my  hands  to  those  of  another,  who 
thought  there  might  be  cerebral  involvement, 
and  to  still  another  examiner,  who  thought  as  I 
did  that  there  was  no  evidence  of  cerebral  in- 
volvement. Finally  this  man  was  placed  under 
the  care  of  a neurologist,  who  hospitalized  him 
for  observation.  That  point  was  a feather  in  this 
man’s  hat  because  with  absolute  rest  in  bed  this 
patient  was  discharged  after  two  weeks  in  the 
hospital  and  his  vertigo  had  cleared  up.  These 
latter  statements  are  made  on  the  basis  of  infor- 
mation furnished  me  by  a member  of  the  family 
whose  members  still  retain  friendship  for  me. 

This  case  is  not  conclusive  but  is  added  here 


because  of  the  age  of  the  patient  and  because  of 
the  predominant  symptom  in  this  type  of  case  of 
sudden  vertigo  which,  after  a comparatively  short 
period  of  time,  seems  to  clear  up. 

Audiometer  tests  were  not  done  in  the 
above  type  of  cases  because  I believe,  as 
I stated  at  the  beginning,  due  to  the  pa- 
tient’s apprehension,  that  we  do  not  get 
the  proper  cooperation  and  because  I be- 
lieve that  the  less  this  type  of  patient  is 
annoyed  by  examination,  the  better  will 
be  the  relations  between  the  patient  and 
the  doctor. 

Discussion 

Dr.  James  M.  Dunn,  Schenectady,  New 
York — Dr.  Carroll’s  paper  covers  a very  interest- 
ing and  instructive  range  of  subjects. 

He  is  to  be  congratulated  upon  the  unique 
manner  in  which  he  again  stresses  the  importance 
of  a complete  history,  an  early  and  accurate  diag- 
nosis, and  the  prompt  establishment  of  proper 
remedial  and  prophylactic  management.  The 
importance  of  viewing  every  case  as  a very  dis- 
tinct clinical  problem,  and  yet  adhering  to  a 
definite  comprehensive  examination  routine  is 
admirably  emphasized  in  this  paper. 


SULFANILAMIDE  AND  TUBERCULOSIS— A WARNING 


Recent  reports  that  sulfanilamide  has  proved 
beneficial  in  the  treatment  of  tuberculosis  draw 
a warning  from  the  National  Tuberculosis  As- 
sociation. The  Association  calls  attention  to  a 
report  in  the  current  issue  of  The  American  Re- 
view of  Tuberculosis  on  sulfanilamide  and 
tuberculosis. 

Here  the  serious  consequences  which  might 
ensue  should  tuberculosis  sufferers  take  sulfanil- 
amide compounds  for  the  treatment  of  this 
disease  are  emphasized  by  Dr.  H.  J.  Corper,  re- 
search director  of  the  National  Jewish  Hospital 
of  Denver,  Col.  Dr.  Corper  and  two  associates 
prepared  the  report  on  the  basis  of  findings  at 
the  Denver  Hospital. 

Results  of  their  tests  do  not  mean  that  a 
tuberculosis  patient  who  has  developed  pneu- 
monia or  streptococcus  infection  cannot  use  the 
drugs  as  prescribed  for  those  conditions,  but  that 
the  use  of  the  drug  should  be  confined  to  treat- 
ment of  pneumonia  and  streptococcus  infections. 

“The  tests  have  demonstrated,”  said  Dr 
Corper  in  summarizing  the  survey,  “that  the  ut- 
most caution  is  required  in  evaluating  the  action 
of  the  drugs  in  tuberculosis. 

“When  given  for  a short  time  to  man  and  ani- 
mals, sulfanilamide  and  similar  drugs  are  not 
evidently  poisonous,  but,  if  given  over  an  ex- 
tended period,  become  profound  blood  and  cell 
poisons. 

“It  is  these  effects  which  have  led  to  the  er- 


roneous deductions.  The  animal  that  is  poisoned 
from  the  prolonged  use  of  large  amounts  of 
sulfanilamide  and  allied  drugs,  such  as  sulfa- 
pyridine,  cannot  produce  tubercle  cells  in  cer- 
tain organs  as  readily  as  ordinary  tuberculous 
animals  do,  and  so  two  things  happen. 

“In  the  first  place,  a deception  occurs  in  that 
these  organs  only  appear  to  have  less  tuberculo- 
sis; secondly,  but  ever  more  important,  since 
the  tubercle  cells  are  the  ones  that  actively  fight 
tuberculosis  and  help  maintain  the  health  of  the 
individual  not  treated  with  sulfanilamide,  the 
injury  of  these  organ  cells  as  well  as  the  blood 
cells  actually  is  harmful  to  the  patient,  rather 
than  an  aid  in  fighting  his  tuberculosis. 

“This  should  serve  as  a timely  caution  to  save 
the  tuberculous  from  unnecessary  injury  from 
the  use  of  drugs  until  they  are  exactingly  tried 
out  in  the  research  laboratory  on  test  animals 
and  by  competent  analysts.  This  is  especially 
urgent  in  an  involved  and  intricate  disease 
problem  such  as  tuberculosis  presents  and  in 
which  all  the  phases  must  be  thoroughly  under- 
stood before  conclusions  as  to  the  value  of  the 
drug  for  man  can  be  drawn. 

“These  compounds  (sulfanilamide  and  sulfa- 
pyridine)  do  not  affect  tuberculosis  but  injure 
body  cells,  the  reacting  cells.” 

Maurice  L.  Cohn,  Ph.D.,  and  Clarence 
Bower,  Ph.D.,  collaborated  with  Dr.  Corper  in 
his  research  findings. 


Symposium  on  Surgical  Treatment  of  Chronic  Arthritis 
SURGICAL  TREATMENT  OF  CHRONIC  ARTHRITIS 

Seth  Selig,  M.D.,  F.A.C.S.,  New  York  City 


a rthritic  patients,  wearied  by  a long, 
slowly  progressive  illness,  usually 
accept  with  enthusiasm  any  proposed 
surgical  attack  on  their  diseased  joints. 
However,  they  must  not  be  led  to  expect 
too  much.  It  has  been  my  habit  to  ex- 
plain carefully  the  mechanics  of  the  pro- 
posed procedure  and  to  stress  the  expected 
disagreeable  aspects,  such  as  the  possi- 
bility of  pain  in  a contemplated  arthro- 
plasty or  the  awkwardness  of  a fused  knee 
joint  when  sitting  in  a streetcar  or  thea- 
ter. A full  discussion  of  the  various  pro- 
cedures that  can  be  employed  and  their 
effect  on  walking,  sitting,  lying,  or  work- 
ing often  helps  the  patient  to  make  a 
choice  between  a fusion  and  an  arthro- 
plasty. 

The  classification  of  chronic  arthritis  of 
unknown  etiology  into  proliferative  and 
degenerative  arthritis  is  justified  on 
clinical  and  pathologic  grounds  and  fur- 
nishes a reasonable  method  of  approach  to 
the  problem  of  treatment.  All  cases, 
however,  cannot  be  readily  classified,  as 
there  are  mixed  and  borderline  types  to 
add  to  the  confusion. 

Proliferative  Arthritis 

Among  the  common  synonyms  for  pro- 
liferative arthritis  are  rheumatoid  arthri- 
tis, atrophic  arthritis,  Type  1 arthritis, 
and  chronic  infectious  arthritis.  Pro- 
liferative arthritis  usually  occurs  in  the 
younger  age  group.  In  25  bedridden 
cases  at  Montefiore  Hospital,  8 began 
before  the  age  of  20,  and  1 1 began  between 
the  ages  of  20  and  30.  Rheumatoid  arthri- 
tis is  characterized  by  multiple  joint 
involvement  with  progressive  limitation 
of  motion  and  final  ankylosis  in  the  severe 
cases.  The  clinical  course  suggests  an 
infectious  process,  and  the  streptococcus 


is  under  suspicion  as  an  etiologic  factor, 
but  neither  of  these  points  has  been 
proved.  During  the  acute  stage,  charac- 
terized by  acutely  inflamed  joints,  fever, 
and  a rapid  sedimentation  rate,  surgery  is 
not  indicated.  Even  after  an  apparently 
quiescent  stage  has  been  reached,  one  can- 
not be  certain  that  it  is  not  merely  a re- 
mission until  many  months  or  several 
years  have  passed. 

Synovectomy. — However,  if  the  disease 
is  clinically  quiescent,  local  pathologic 
conditions  may  be  improved  by  the  pro- 
cedure advocated  by  Swett1  and  others — 
that  is,  removal  of  a large  part  of  the 
thickened  hyperplastic  synovial  mem- 
brane. Besides  improving  local  condi- 
tions, the  operation  may  delay  or  stop  the 
cartilage  destruction  from  within  the 
joint,  but  the  surgeon  must  remember 
that  the  connective  tissue  elements  of  the 
bone  marrow  are  similarly  attacking  the 
joint  cartilage  from  the  diaphysial  side 
and  that  this  may  continue  after  synovec- 
tomy. While  the  knee  joint  lends  itself 
particularly  to  synovectomy,  the  opera- 
tion is  applicable  to  other  joints;  a 
swollen,  chronic  metacarpophalangeal 
joint  can  often  be  markedly  benefited 
both  in  function  and  appearance  by 
synovectomy. 

Capsulotomy .—Often  a joint  that  has 
been  impaired  by  infectious  arthritis  re- 
tains an  appreciable  range  of  motion,  but 
the  motion  is  at  such  a sector  of  the  arc 
that  it  cannot  be  utilized.  This  is  often 
true  at  the  knee  joint,  and  the  flexion  con- 
tracture can  be  corrected  by  cutting  the 
posterior  capsule  and  lengthening  the 
shortened  muscles  and  tendons,  as  advo- 
cated by  Wilson2  and  others.  By  cap- 
sulotomy the  range  of  motion  is  usually 
not  increased,  but  it  is  transferred  to  a 
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more  efficient  position.  The  operative 
release  of  contracted  soft  parts  is  often 
indicated  in  other  joints,  such  as  the  hip 
and  ankle. 

Osteotomy. — Joint  deformities  can  also 
be  corrected  by  osteotomy  of  the  bone 
near  the  joint,  but  this  necessitates  long 
fixation  in  plaster,  which  is  to  be  avoided 
if  possible  in  rheumatoid  arthritis. 

Arthrodesis. — Deformity  can  be  cor- 
rected at  the  same  time  that  a joint  is 
fused  by  resecting  a wedge  from  the  joint 
and  fusing  it  in  a satisfactory  position. 
Joint  fusion  is  a sure  way  of  eliminating 
pain  and  is  the  method  of  choice  in  any 
joint  where  motion  is  not  very  important, 
such  as  the  acromioclavicular  joint  or  the 
tarsal  joints.  In  rheumatoid  arthritis 
there  is  a tendency  to  joint  fusion  as  the 
pannus  from  each  side  of  the  joint  be- 
comes confluent,  and  osteoid  tissue,  often 
followed  by  bone  or  cartilage,  is  deposited 
in  the  granulation  tissue.  This  tendency 
to  ankylosis  can  be  hastened  by  immobili- 
zation in  the  position  of  election.  How- 
ever, there  is  often  sufficient  motion  to 
cause  pain  even  after  immobilization  in 
plaster,  and  operative  fusion  is  necessary. 
There  is  usually  little  difficulty  in  obtain- 
ing early  surgical  fusion  in  joints  affected 
by  rheumatoid  arthritis. 

Arthroplasty. — One  can  often  restore 
movement  in  joints  stiffened  by  rheu- 
matoid arthritis  by  an  arthroplastic  pro- 
cedure, but  the  tendency  to  ankylosis 
usually  reasserts  itself,  and  eventually 
very  little  motion  is  left.  One  of  the  im- 
portant requirements  for  a successful 
arthroplasty  is  a healthy  musculature  to 
move  the  newly  formed  joint,  and  this  is 
usually  lacking  in  joints  ankylosed  by 
rheumatoid  arthritis.  However,  the  stiff- 
ness of  certain  joints,  such  as  the  tempero- 
mandibular  joints  or  both  hips,  is  so  dis- 
abling that  a surgical  attempt  at  obtain- 
ing motion  should  be  made.  Two  stiff 
hips  combined  with  a stiff  spine  preclude 
sitting.  The  hapless  patient  must  at  all 
times  walk  or  stand  or  lie.  Recently, 
Smith-Petersen14  has  reported  the  success- 
ful use  of  vitallium  as  an  interposition 
material  in  arthroplasty,  and  Wheeldon15 
has  used  cellophane  for  the  same  purpose. 


These  substances  are  said  to  cause  little 
or  no  reaction  in  the  tissues,  and  one  or 
both  may  prove  to  be  the  long  sought-for, 
ideal  interposition  material. 

Pseudoarthrosis. — Either  an  arthro- 
plasty or  some  form  of  pseudoarthrosis, 
such  as  the  Jones3  procedure,  will  enable 
the  patient  with  stiff  hips  and  a stiff  spine 
to  sit,  even  though  walking  may  be  more 
difficult.  The  Jones  procedure  ensures 
mobility  but  sacrifices  stability.  The  hip 
joint  is  approached  from  the  lateral  as- 
pect, and  the  trochanter  is  detached  with 
a chisel.  A large  portion  of  the  femoral 
neck,  including  its  base,  is  resected,  and 
the  great  trochanter  is  nailed  to  the  distal 
raw  surface  of  the  proximal  fragment, 
leaving  the  joint  undisturbed.  There  are 
other  methods  of  producing  a pseudo- 
arthrosis of  the  hip  joint  that  are  also 
satisfactory  as  to  mobility  and  are  oc- 
casionally surprisingly  stable. 

Joint  Resections. — In  the  hospitalized 
bed-  or  wheel-chair-ridden  arthritic  such 
as  I have  to  deal  with  at  Montefiore  Hos- 
pital, stiff  shoulders  counteract  the  serv- 
iceability of  stiff  elbows,  even  if  fused  in 
a satisfactory  position.  In  these  cases 
elbow  joint  mobility  is  to  be  sought  above 
stability,  although  both  are  desirable. 
Albee,4  in  his  indications  for  arthroplasty 
of  the  elbow,  states  that  bony  atrophy  or 
osteoporosis  adds  to  the  difficulties  of  the 
operation  and  that  the  important  muscles 
that  control  the  joint  should  be  free  from 
extensive  infectious  or  traumatic  scar- 
ring. For  these  reasons,  at  Montefiore 
Hospital  we  have  performed  resections  of 
the  elbow  rather  than  arthroplasties,  and 
the  results  have  been  gratifying  both  as  to 
mobility  and  stability.  Several  patients 
have  had  their  existence  made  tolerable 
by  their  ability  to  turn  pages  in  a book 
that  is  properly  supported  on  a rack,  tune 
in  a radio,  and  smoke  a cigarette. 

We  have  closely  followed  the  technic  of 
Ollier,6  the  great  French  surgeon  of  the 
last  century.  At  operation,  at  least  1 
inch  to  IV2  inch  of  the  humerus,  H/2  inch 
of  the  ulna,  and  3/4  inch  of  the  radius 
should  be  resected.  The  operation  ap- 
pears to  be  a mutilating  one,  and  the 
tendency  at  first  is  to  resect  too  small  an 


2116 


SETH  SEL1G 


[N.  Y.  State  J.  M. 


amount  of  bone.  In  several  cases  it  was 
necessary  to  reoperate  and  remove  more 
bone  to  obtain  satisfactory  motion. 
Arthroplastic  procedures  or  joint  resec- 
tions of  the  fingers  are  seldom  successful 
in  traumatic  cases  even  in  the  hands  of 
masters  like  Koch6  and  Kanavel,  and 
should  not  be  tried  in  rheumatoid  ar- 
thritis. 

Sympathectomy. — A more  general  sur- 
gical attack  on  rheumatoid  arthritis  has 
been  attempted  by  sympathetic  ganglion- 
ectomy  and  trunk  resection.  Fourteen 
years  ago,  following  the  visit  of  Hunter 
and  Royle,  the  operation  was  hailed  as  a 
panacea  for  a wide  variety  of  pathologic 
conditions.  I recall  the  enthusiasm  of  a 
ward  of  arthritic  patients  to  whom  I pro- 
posed the  procedure  and  the  satisfaction 
of  the  first  case  chosen,  a stout  female 
whose  knee  joints  were  involved.  A 
prominent  neurosurgeon  and  I spent  two 
and  a half  hours  searching  for  the  ab- 
dominal sympathetic  trunk  through  a 
transperitoneal  incision.  The  patient 
died  two  days  later,  and  although  an  au- 
topsy failed  to  reveal  the  cause  of  death, 
no  further  sympathectomies  for  chronic 
arthritis  were  performed  on  that  ward. 
Most  authorities  have  abandoned  the 
use  of  sympathectomy  as  a surgical  treat- 
ment of  chronic  arthritis.  Henderson 
and  Adson7  feel  that  sympathectomy  has 
a place  in  the  treatment  of  chronic  arthri- 
tis only  when  the  joint  symptoms  are 
complicated  or  aggravated  by  vaso- 
spastic phenomena,  such  as  cold,  wet,  pale, 
cyanotic  extremities.  They  found  it  of 
little  value  in  advanced  cases  or  cases 
in  which  the  infectious  process  was  still 
present. 

Osteoarthritis 

The  second  great  group  of  chronic 
arthritis  of  unknown  etiology  is  osteo- 
arthritis. Among  the  synonyms  for  this 
disease  are  degenerative  arthritis,  hyper- 
trophic arthritis,  and  Type  2 arthritis. 
In  certain  locations  it  has  special  names; 
in  the  hip  it  is  called  malum  coxae  senilis 
and  at  the  distal  interphalangeal  joints, 
Heberden’s  nodes.  The  clinical  and  pa- 
thologic picture  does  not  suggest  infection, 


and  most  authorities  feel  that  the  process 
is  degenerative.  The  joint  changes  follow- 
ing an  injury  or  a congenital  abnormality 
of  two  joint  surfaces,  so-called  traumatic 
arthritis,  are  probably  in  the  same  group. 
Although  attempts  have  been  made, 
notably  by  Allison  and  Ghormley,8  to 
classify  traumatic  arthritis  as  a separate 
entity,  it  is  usually  considered  a sub- 
variety  of  osteoarthritis. 

Degenerative  arthritis  is  essentially  a 
disease  of  advanced  years  in  which  the 
joints  become  stiff  and  painful,  but  there 
is  no  tendency  to  ankylosis  except  in  the 
spine  and  sacroiliac  j oints . Osgood9  states 
that  even  complete  immobilization  for 
long  periods  of  time  will  not  result  in 
ankylosis.  Often  the  amount  of  motion  is 
negligible,  but  it  is  sufficient  to  cause 
severe  pain.  The  weight-bearing  joints, 
especially  the  hips  and  knees  and  lum- 
bar spine,  are  commonly  involved  in  this 
condition.  Because  the  hips  are  so  often 
involved,  a bewildering  array  of  surgical 
procedures  has  been  devised  for  this  joint. 
They  may  be  classified  as:  (1)  Arthrode- 
sis; (2)  Osteotomy,  designed  to  change 
the  weight-bearing  area;  (3)  Acetabulo- 
plasty;  (4)  Arthroplasty;  and  (5)  Drill- 
ing. 

Arthrodesis. — Fusion  operations  are  in- 
dicated if  only  one  hip  is  involved.  Even 
if  the  good  hip  shows  some  x-ray  evidence 
of  osteoarthritis,  this  can  be  ignored  if  the 
joint  is  clinically  satisfactory.  Marked 
involvepient  of  the  lumbar  spine  by  osteo- 
arthritis will  also  militate  against  a satis- 
factory result  from  fusion.  Occasionally, 
however,  pain  in  the  back  is  actually  re- 
lieved by  a successful  arthrodesis.  The 
hip  joint  is  a difficult  joint  to  fuse,  and  I 
have  seen  a gradual  recurrence  of  the 
painful  flexion  adduction  deformity  in 
cases  that  I thought  were  satisfactorily 
fused.  Since  Watson- Jones 10  published 
his  use  of  the  Smith- Petersen  nail  to  ob- 
tain fusion  at  the  hip,  I have  used  it  as  an 
adjunct  with  excellent  results.  I think 
that  a properly  inserted  Smith- Petersen 
nail  after  a fusion  operation  will  lead  to 
rapid  union  in  almost  all  cases.  Immobili 
zation,  which  is  only  partial  even  in  a 
well-applied  plaster  spica,  is  definite  and 
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complete  with  the  nail.  Arthrodesing 
operations  are  also  indicated  in  painful 
osteoarthritic  joints  at  the  lumbosacral 
area,  in  the  acromioclavicular  joint,  in  the 
knee  joint,  and  in  the  tarsal  joints. 

Osteotomy. — If  the  patient  refuses  fusion 
or  if  both  hips  are  involved,  changing  the 
site  of  weight-bearing  by  an  osteotomy  of 
the  upper  end  of  the  femur  often  gives 
satisfactory  relief  of  pain  and  at  the  same 
time  corrects  the  flexion  adduction  de- 
formity. Osteotomy  is  not  to  be  con- 
templated as  a bilateral  procedure.  A 
careful  preoperative  planning  of  the  site 
of  the  osteotomy,  checked  by  x-rays  with 
metal  markers  in  place,  will  prevent  em- 
barrassing surprises  when  the  postopera- 
tive x-rays  are  examined. 

A cetabuloplasty . — Smith-Petersen11  de- 
vised a plastic  procedure  on  the  acetabu- 
lum to  relieve  pain  in  osteoarthritis  of 
the  hip.  He  and  others  report  excellent 
results  both  from  the  standpoint  of  mo- 
bility and  the  relief  of  pain,  but  more  time 
must  elapse  before  this  procedure  can  be 
accurately  evaluated. 

Arthroplasty. — Various  types  of  arthro- 
plasty, both  with  and  without  the  inter- 
position of  fascia  or  membrane,  have 
been  tried  in  osteoarthritic  hips.  The 
results  vary,  but  generally  the  amount  of 
pain  after  operation  is  roughly  propor- 
tional to  the  amount  of  mobility  obtained. 
I think  a fused  hip  is  more  satisfactory 
than  a movable  hip  with  pain,  assuming 
that  the  other  hip,  the  knees,  and  the 
lumbar  spine  are  essentially  normal. 

Drilling  {Forage). — In  1932,  a French 
orthopedist,  Graber-Duvernay,12  reported 
10  cases  of  osteoarthritis  of  the  hip  in 
which  pain  had  been  relieved  by  drilling 
the  neck  from  the  lateral  aspect  of  the 
femoral  shaft  and  inserting  a bone  peg. 
Although  his  explanation  of  the  improve- 
ment was  involved  and  fanciful,  based  on 
the  theory  of  interrupting  a vicious  vaso- 
motor circle,  his  results  have  been  con- 
firmed by  numerous  observers,  especially 
in  France  and  the  Scandinavian  countries. 
Many  surgeons  merely  drilled  the  neck 
and  did  not  use  the  bone  peg  advised  by 
the  original  operator.  Graber-Duvernay 
stated  that  pain  was  relieved  within  a few 


days  or  weeks  of  the  drilling.  But  one 
cannot  expect  effective  revascularization 
to  occur  in  a short  time.  A patient  whose 
hip  I drilled  was  discharged  two  months 
after  operation  unrelieved,  but  three 
months  later  she  returned  to  the  follow-up 
clinic  and  stated  that  her  pain  had  almost 
completely  disappeared.  Further  obser- 
vations must  be  made  before  this  method 
can  be  properly  evaluated. 

Summary 

I have  of  necessity  omitted  much  in  a 
brief  review  of  this  kind,  and  have  made 
didactic  statements  of  my  opinion  on  con- 
troversial topics.  Several  of  the  indi- 
vidual procedures  I mentioned  briefly  will 
be  more  thoroughly  evaluated  by  men 
particularly  qualified  in  each.  A surgeon 
who  undertakes  the  surgical  treatment  of 
chronic  arthritis  must  not  be  easily  dis- 
couraged. It  is  only  too  easy  in  any  in- 
dividual case  for  a conservative  physician 
to  enumerate  all  the  contraindications  to 
surgery,  because  we  are  dealing  with 
chronic  invalids  whose  tissues  are  dam- 
aged. The  attempt  at  surgery  should  be 
made  as  long  as  we  are  reasonably  sure 
that  the  patient  will  not  be  made  worse 
and  that  there  is  a fair  chance  of  improve- 
ment. We  must  realize  that  we  are  deal- 
ing with  a disease  of  unknown  etiology13 
and  can  at  best  give  only  symptomatic 
relief. 

17  East  96th  Street 
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THE  PRESENT  STATUS  OF  ARTHROPLASTY 


Fred  H.  Albee,  M.D.,  D.Sc.,  F.A.C.S.,  New  York  City  and  Yenice,  Florida 


The  occupation  and  social  status  of 
the  patient,  as  well  as  his  tempera- 
ment, are  often  determining  factors  in  de- 
ciding whether  or  not  to  operate  to  restore 
motion  to  bony  stiff  joints.  When  the 
hip  and  knee  on  the  same  side  are  both 
ankylosed,  the  advantages  of  arthro- 
plasty are  much  increased. 

Murphy  in  1904  reported  his  technic 
for  arthroplasty  of  the  hip,  and  in  1906 
Hoffa  reported  5 arthroplasties  of  the  hip 
(3  by  Rochet  and  2 by  Nelaton).  From 
that  time  on,  a slowly  increasing  number 
are  found  in  the  literature.  In  fact,  in  my 
clinic,  arthroplasty  has  become  very  fre- 
quent and  so  dependable  and  well  re- 
garded that  whenever  doing  an  operation 
to  arthrodese  a joint,  if  that  case  is  a 
possible  favorable  case  for  future  arthro- 
plasty, the  arthrodesing  operation  is  so 
planned  as  to  make  way  for  the  future 
mobilization. 

It  is  preferable  not  to  disturb  peri- 
articular structures  or  surrounding  mus- 
cles unduly  by  obtaining  the  bone  graft 
material  locally.  This  is  particularly  so 
at  the  hip,  where  it  is  not  desirable  to 
disturb,  more  than  absolutely  necessary, 
either  its  kinesiologic  lever,  of  which  the 
great  trochanter  is  a part,  or  the  impor- 
tant abductor  and  weight-bearing  muscles 
attached  to  it.  Therefore,  bone  graft 
material  for  arthrodesis  purposes  is  never 
taken  from  the  trochanter. 

At  the  knee,  for  the  same  reason,  the 
patella  is  no  longer  employed  as  a source 
of  arthrodesing  material.  After  its  dis- 
eased portion  has  been  removed,  the  re- 
mainder of  the  patella  is  left  as  intact  as 
possible.  To  the  patient  with  bony 
ankylosis  of  the  knee,  a functioning  joint 
with  adequate  mobility  and  stability  is 
his  objective  in  seeking  an  arthroplasty 
operation. 

Up  to  twenty  years  ago,  my  own  atti- 


tude concerning  arthroplasty  to  produce 
mobility  in  bony  ankylosed  knees  was 
one  of  great  conservatism,  both  because  of 
personal  experience  and  because  of  ob- 
servations that  I had  made  on  results  of 
others.  Either  those  patients  had  in- 
sufficient motion  to  satisfy  them,  or,  more 
often,  the  degree  of  mobility  was  satisfac- 
tory but  lateral  instability  was  present 
and  proved  so  troublesome  as  to  offset 
the  advantages  of  mobility.  Whether  or 
not  the  surgeon  follows  anatomic  con- 
tours in  modeling  the  new  joint  does  not 
interest  him,  so  long  as  the  joint  func- 
tions. It  has  been  found  by  Allison  and 
Brooks  that  it  is  absolutely  impossible  to 
duplicate  experimentally,  or  in  surgically 
constructed  joints  at  the  knee,  the  normal 
gliding  of  the  articular  bone  surfaces. 
This  being  true,  and  as  attempts  to  ap- 
proximate the  contour  of  the  normal  are 
so  often  followed  by  lateral  instability 
(consisting  of  lateral  buckling  due  either 
to  capsular  laxity  or  to  sideslipping  of  one 
joint  surface  on  the  other  because  of  ir- 
regular wearing  of  joint  surfaces),  in  1920 
I devised  a technic,  based  on  well-known 
mechanical  principles,  that  ignores  the 
normal  contours  of  the  joint  and  affords 
the  maximum  of  mobility  and  still  pre- 
serves the  stability. 

In  separating  the  tibia  from  the  femur 
and  in  the  bone  modeling,  a wide  V-shaped 
incision  replaces  the  usual  attempts  to 
follow  bony  contours  when  viewed  an- 
teriorly. The  convex  wedge-shaped  plane 
surfaces  of  the  femur  fit  accurately  into 
the  concave  wedge-shaped  plane  surfaces 
of  the  tibia.  Weight-bearing  forces  the 
apex  of  the  wedge-shaped  end  of  the  fe- 
mur so  firmly  into  the  tibia  that  the  dan- 
ger of  lateral  instability  is  practically 
eliminated  and  a definitely  improved 
prognosis  is  afforded.  When  the  newly 
modeled  joint  surfaces  are  relieved  from 
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weight-bearing,  they  recede  from  each 
other,  allowing  free  motion.  In  fact,  this 
laxity  and  space  between  the  elements  of 
the  new  joint  can  be  much  greater  be- 
cause of  the  wedge  modeling.  In  the 
case  of  the  hip,  the  same  stabilizing  ob- 
jective is  brought  about  in  an  entirely  dif- 
ferent manner.  Inasmuch  as  the  hip 
joint  is  of  a “ball  and  socket”  contour,  its 
stability  in  all  directions  is  provided 
wholly  by  muscle  action,  the  most  impor- 
tant of  which  is  that  of  the  muscles  in- 
serted into  the  greater  trochanter,  or 
kinesiologic  lever,  which  must  be  of  ade- 
quate length,  even  if  it  is  necessary  to 
elongate  it  by  operative  means. 

The  Position  of  Ankylosis 

Extreme  flexion  is  unfavorable  to  ar- 
throplasty because  it  makes  the  technic 
very  difficult  and  necessitates  extensive 
removal  of  bone  and  the  sacrifice  of  that 
portion  of  the  tibia  and  femur  that  has 
the  largest  diameter,  thus  tending  to 
produce  lateral  instability.  If  the  knee 
is  markedly  flexed,  it  is  advisable  to  per- 
form a preliminary  supracondylar  oste- 
otomy. 

Ten  years  ago,  I would  have  said  that 
ankylosis  in  extension  was  best  left  alone; 
but,  in  view  of  the  constantly  improving 
results  from  arthroplasty,  I have  become 
much  more  optimistic.  The  condition  of 
neighboring  joints  should  also  be  con- 
sidered. If  both  knees  are  ankylosed, 
arthroplasty  on  one  is  definitely  indi- 
cated; or,  if  the  knee  and  hip  on  the  same 
side  are  ankylosed,  there  should  be  slight 
reason  for  hesitation. 

To  women,  the  awkwardness  of  ankylo- 
sis is  more  annoying  than  to  men,  and  in 
young  women,  ankylosis  often  proves 
a distinct  handicap  socially.  For  both 
men  and  women,  the  nature  of  their  pro- 
fession or  occupation  will  often  deter- 
mine how  essential  mobility  of  the  knee  is 
to  them. 

In  few  operations  is  the  absolute  co- 
operation of  the  patient  so  essential  as  in 
arthroplasty.  However  perfectly  the  tech- 
nic may  be  executed,  a good  functional  re- 
sult cannot  be  obtained  unless  the  patient 
submits  with  patience,  courage,  and  in- 


telligence to  the  long  postoperative  treat- 
ment, which  is  likely  to  be  slightly  painful 
in  the  first  stages  and  is  always  tedious. 

All  persons  of  weak  will  or  of  excessive 
nervous  instability  and  those  who  have  a 
litigation  interest  in  not  getting  better, 
must  be  eliminated  if  the  surgeon  does 
not  wish  to  risk  unnecessary  failures. 

Age  and  Sex 

Age  and  sex  are  not  vital  factors,  al- 
though patients  under  18  years  are  some- 
times difficult  to  manage  after  operation  ; 
the  operation  should  never  be  done  on 
young  children,  and  patients  over  50 
have  not  the  same  degree  of  resistance. 
It  has  been  stated  by  some  authors  that 
men  are  more  favorable  subjects  than 
women,  but  this  has  not  been  my  expe- 
rience. 

Knee  Technic  of  Choice 

The  knee  is  approached  by  a U-shaped 
incision  in  the  skin  and  soft  parts  from 
the  inner  and  outer  aspects  downward  to 
just  below  the  tubercle  of  the  tibia.  The 
concavity  is  upward.  This  U incision 
gives  the  surgeon  absolutely  uninter- 
rupted access  to  all  parts  involved  in  the 
formation  of  the  new  joint,  and  is,  there- 
fore, distinctly  superior  to  the  lateral  ap- 
proach. Also,  it  does  not  interfere  with 
the  important  “extensor  apparatus”  above 
the  knee,  as  is  likely  to  happen  with  the 
inverted  U incision  or  lateral  approach. 

The  technic  of  arthroplasty  should  be  so 
designed  as  to  allow  passive  and  active 
motion  at  the  earliest  possible  moment 
without  danger  of  separation  of  impor- 
tant motor  structures.  Because  the  free 
gliding  of  the  soft  structures  of  the  “ex- 
tensor apparatus”  just  above  the  knee 
joint  is  absolutely  essential  to  free  motion 
and  active  control,  the  severing  and  re- 
suturing of  these  structures,  as  in  the  in- 
verted U incision,  are  to  be  avoided;  for, 
if  they  are  severed,  not  only  is  there  dan- 
ger of  union  being  insufficient  when  one 
wishes  to  start  exercise  and  passive  mo- 
tion as  early  as  two  weeks  after  operation, 
but,  because  of  the  cross-section  sever- 
ance, there  is  danger  of  adhesions  at  this 
point  between  the  gliding  intramuscular 
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and  tendinous  tissues.  These  considera- 
tions have  led  me  to  choose  an  incision 
that  does  not  section  or  traumatize  these 
soft  structures  above  the  knee  and  that 
turns  the  patella  upward  rather  than 
downward,  as  advocated  by  some. 

When  the  knee  is  being  opened  up,  care 
should  be  taken  to  leave  the  skin  flap 
overlying  the  interior  work  as  thick  as 
possible,  so  that  the  skin  and  line  of  suture 
will  not  break  down  following  the  opera- 
tion. The  lateral  ligaments  are  usually 
not  present  because  of  their  destruction 
by  the  lesion  producing  the  ankylosis. 
In  order  to  turn  the  patella  upward,  the 
ligamentum  patellae  and  the  tibial  tuberos- 
ity is  detached  with  a generous  amount  of 
bone  from  the  tibia  in  a dovetail  manner 
(Fig.  1).  By  means  of  the  motor  saw, 
the  tubercle  of  the  tibia  is  removed  with 
the  ligamentum  patellae , and  the  patella  is 
turned  upward.  This  bone  plastic  work 
is  done  very  rapidly  with  the  motor  saw. 
Because  of  the  dovetail  inlay  mortise  con- 
formation of  the  bone  graft,  including  the 
tibial  tubercle,  and  the  rapid  union  of  the 
closely  fitted  broad  bone  surface  to  bone 
surfaces,  the  surgeon  need  not  question 
this  method  of  detachment  of  the  liga- 
mentum patellae — a question  that  has 
been  raised  by  MacAusland,  who  con- 
siders it  inadvisable  to  sever  or  disturb 
the  patellar  tendon  or  its  attachment, 
because  of  fear  that  prompt  union  will  not 
occur.  It  is  distinctly  preferable  to  de- 
tach this  tendon,  as  trying  to  work  around 
it  involves  unnecessary  trauma  to  neigh- 
boring tissue,  slows  up  the  operation,  and 
limits  access  to  the  joint. 

It  is  well  known  that  bone  unites  to 
bone  more  readily  and  more  firmly  than 
tendon  to  tendon  or  fascia  to  fascia. 
This  method  of  detaching  the  ligament 
takes  advantage  of  this.  Prompt  union 
obviates  delay  in  the  application  of  post- 
operative physical  therapy,  which  should 
follow  within  three  weeks  after  the  arthro- 
plasty. In  marked  contrast  to  this  is  the 
union  of  a severed  tendon  to  tendon, 
which  is  both  slow’  and  unreliable. 

After  the  ligamentum  patellae  has  been 
thus  detached,  the  soft  tissues  and  capsule 
are  dissected  from  the  ankylosed  joint  to 


Fig.  1.  Diagram  showing  V-shaped  encision 
for  arthroplasty  of  knee,  which  absolutely  ensures 
stability  in  weight-bearing  and  walking. 


which  they  have  become  adherent,  and 
the  whole  mass — patella,  quadriceps,  and 
soft  parts — is  turned  upward,  completely 
exposing  the  anterior  and  lateral  surfaces 
of  the  junction  of  the  tibia  and  femur; 
at  the  same  time,  care  should  be  taken  to 
leave  as  much  fat  as  possible  attached  to 
the  head  of  the  tibia. 

At  this  juncture,  if  the  lateral  ligaments 
have  not  been  destroyed  by  the  original 
infection,  as  is  usual,  and  interfere  with 
free  motion,  they  should  be  severed.  The 
gliding  of  the  lower  part  of  the  quadri- 
ceps muscle  and  its  tendon  on  the  lower 
end  of  the  femur  is  tested.  If  this  tendon 
and  muscle  do  not  glide  up  and  down 
satisfactorily  and  are  not  of  sufficient 
length,  plastic  work  should  be  done  to 
lengthen  the  tendon.  This  is  a very  im- 
portant feature  of  the  operation,  because 
if  the  quadriceps  tendon  is  not  free  or 
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long  enough,  serious  interference  with 
postoperative  therapy  or  mobilization  of 
the  joint  will  occur. 

It  has  been  my  practice  to  remove  all 
immobilizing  splints  at  the  end  of  three 
weeks  and  to  institute  active  and  passive 
motion.  If  the  quadriceps  tendon  was 
severed  at  the  operation,  this  early  post- 
operative treatment  would  jeopardize  its 
union. 

After  freeing  the  patella,  one  is  ready 
for  the  bone  arthroplasty.  With  an 
osteotome,  iy2  inches  wide,  parallel, 
broad  V-shaped  incisions  with  the  apex 
downward  are  used  in  modeling  the  joint 
anteroposteriorly. 

The  lower  end  of  the  femur  as  viewed 
from  its  anterior  surface  is  thus  shaped 
into  a wedge  with  an  angulation  of  120 
degrees  between  its  plane  surfaces,  and 
the  tibia  into  concave  plane  surfaces  at 
the  same  angle  to  each  other.  Following 
this  modeling,  weight-bearing  forces  the 
wedge  contour  of  the  lower  end  of  the 
femur  into  the  corresponding  wedge- 
shaped  cavity  of  the  upper  end  of  the 
tibia  and  ensures  lateral  stability.  Be- 
cause of  this,  an  unusual  amount  of  laxity 
can  be  permitted  by  the  removal  of  an 
ample  amount  of  bone.  Great  care 
should  be  taken  not  to  leave  any  blocks 
of  bone  attached  to  soft  parts  in  the  pop- 
liteal space  because  of  the  danger  of  their 
acting  after  operation  as  osteogenic  ma- 
terial. 

A close  study  of  the  conformation  of  the 
bony  surfaces  of  the  new  joint  should  be 
made  in  order  to  shape  them  most  favor- 
ably for  the  function  of  joint  motion.  The 
proper  conformation  of  the  joint  should 
then  be  tested  by  flexing  the  knee  to  be- 
yond a right  angle.  Great  care  should  be 
taken  to  leave  the  bony  surfaces  as  smooth 
and  plain  as  possible  to  facilitate  gliding. 
Free,  full  motion  without  impingement  at 
any  point  should  be  striven  for,  before  the 
free  fascia- and-f at  graft  is  obtained.  To 
ensure  this,  the  patellar  ligament  with  its 
dovetail  bone  fragment  is  replaced  tem- 
porarily in  the  original  mortise  bed. 

The  joint  is  then  packed  with  hot  saline 
compresses,  while  a rectangular  graft  of 
fascia  lata  and  fat  is  being  obtained  from 


the  central  lower  portion  of  the  outer  as- 
pect of  the  thigh. 

The  edge  of  the  fascial  graft  is  sutured 
with  chromic  catgut  No.  1 to  the  remains 
of  the  capsule  and  fat  tissues.  The  re- 
mains of  the  capsule  are  then  sutured 
medially  and  laterally  with  chromic  cat- 
gut No.  1,  the  skin  is  closed  with  chromic 
catgut  No.  0,  and  dressings  are  ap- 
plied. 

Careful  observation  shows  that  a larger 
amount  of  bleeding  will  come  from  the  cut 
bone  surfaces  than  from  the  small  blood 
vessels,  which  will  escape  ligature  if  the 
tourniquet  is  left  on.  The  compression 
and  immobilizing  effect  of  the  well-molded 
plaster  of  paris  with  all  joint  spaces  filled 
with  the  fat-and-fascia  graft  acts  as  a 
marked  hemostatic  influence,  and  it  is, 
therefore,  preferable  to  leave  the  tourni- 
quet on  during  closure  of  the  wound  and 
the  application  of  the  cast,  thus  prevent- 
ing the  very  considerable  oozing  from  the 
bone  surface  that  would  occur  were  it  re- 
moved. The  hazard  of  hematoma  is  a 
real  one  and  should  be  carefully  guarded 
against. 

Fixed  traction  to  cause  the  new  joint  sur- 
faces to  be  held  apart  is  brought  about  by 
Kirschner  wire  or  Steinman  nail  in  the 
lower  end  of  the  tibia  or  os  calcis  incor- 
porated into  a double  plaster  of  paris 
spica;  counter  pressure  is  obtained  from 
the  molding  of  the  plaster  firmly  against 
the  foot  of  the  other  limb. 

The  patient  is  held  completely  under 
the  anesthetic  until  the  long  spica  is  well 
established  on  the  limb.  This  is  done  to 
prevent  muscle  spasm,  which  is  likely  to 
occur  as  the  patient  comes  out  from  under 
the  anesthetic,  and  which  might  cause  the 
approximation  of  the  bone  surfaces  and 
the  crushing  of  the  fascia  and  fat  graft 
between  the  bone  surfaces.  The  long 
double  spica  with  fixed  traction  has  been 
found  to  be  more  comfortable  than  trac- 
tion by  weight  and  pulley,  and  allows  the 
patient  to  be  turned  over  frequently.  The 
skeletal  traction  has  avoided  the  pulling 
downward  of  the  skin  below  the  incision, 
with  separation  and  opening  of  the  wound. 
In  the  case  of  the  hip,  because  of  the  dis- 
tance of  the  wounds  from  each  other,  there 
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is  no  disadvantage  to  the  use  of  mole  skin 
for  traction.  Otherwise  the  double  spica 
cast  is  used  just  the  same. 

Traction  is  continued  by  means  of 
Steinman  nail  for  at  least  a month  and  a 
half  after  the  plaster  has  been  removed 
and  the  massage  begun.  Even  after  the 
patient  goes  home,  the  traction  is  main- 
tained throughout  the  night,  although 
during  the  day  the  patient  is  allowed  to 
walk  with  crutches,  without  weight- 
bearing, the  latter  not  being  permitted 
until  at  least  two  months  after  operation. 
If  one  is  fearful  of  losing  the  motion, 
traction  with  locomotion  may  be  kept  up 
for  a longer  period  through  the  day  by  a 
Thomas  knee  brace  for  the  knee  or  the 
hip. 

Pain  does  not  usually  persist  after  the 
first  series  of  postoperative  physiotherapy 
treatments.  The  muscles  gradually  re- 
gain their  ability  to  contract,  even  if  they 
have  been  inactive  for  years;  the  reflexes 
reappear;  the  different  types  of  sensa- 
tion— superficial  and  deep,  and  sensation 
of  position — are  at  length  re-established. 
The  nearthrosis  possesses  still  another 
characteristic:  once  established,  it  is 

never  the  seat  of  effusion  or  of  swelling. 
It  seems  to  be  resistant  to  all  hema- 
togenous arthritic  processes. 

Hip 

To  be  classed  as  a good  result  in  arthro- 
plasty of  the  hip,  there  should  be  a mini- 
mum amount  of  voluntary  flexion  of  at 
least  35  degrees.  Everything  being  con- 
sidered, a hip  that  possesses  35  degrees  of 
painless,  active  motion  is  far  superior  to  a 
stiff  hip.  Not  only  should  the  hip  joint 
have  motion  to  allow  proper  sitting,  but 
it  should  be  painless  and  function  in  loco- 
motion, particularly  in  bearing  the  weight 
of  the  body.  It  is  far  better  to  have  a 
stiff,  immobile  hip  than  one  accompanied 
by  weakness  and  lack  of  satisfactory 
weight-bearing  or  abduction.  One  au- 
thor goes  on  to  say  that  “the  more  nearly 
the  joint  is  similar  in  size  and  shape  to  the 
original  joint,  the  greater  will  be  the  sta- 
bility.” This  statement  should  be  chal- 
lenged. A ball-and-socket  joint  situated 
at  the  hip  cannot  have,  per  se,  a desirable 


amount  of  motion  and  still  be  stable,  be- 
cause passive  stability  could  only  result 
from  the  capsule  acting  as  check  liga- 
ments to  motion,  and  this,  in  itself,  would 
prevent  adequate  motion.  Desirable  sta- 
bility with  a large  range  of  motion  must 
come  from  active  muscle  control. 

If  this  statement,  used  as  a premise,  is 
true  and  if  it  is  possible  to  maintain  this 
muscular  control,  then  the  careful  model- 
ing with  the  head  of  the  femur  tightly 
filling  a deep,  newly  made  acetabulum 
(with  the  difficulty  of  securing  a free 
range  of  motion  incidental  thereto)  is  not 
necessary  or  desirable.  The  deeper  the 
new  acetabulum  is  made,  and  the  corre- 
sponding femoral  head  fitted  to  it,  the 
less  the  chance  of  securing  a good  range  of 
motion.  Therefore,  in  selecting  cases  for 
arthroplasties  of  the  hip,  one  should  be 
sure  that  the  muscles  about  the  hip  are 
reasonably  preserved.  Formerly,  it  was 
my  practice  to  rule  out  cases  in  which 
there  had  been  extensive  shortening  of 
the  neck  of  the  femur,  either  from  bone 
destruction  or  from  a telescoping  of 
the  head  and  neck  of  the  femur  into  the 
pelvis,  for  the  reason  that  even  if  the 
abductor  muscles  were  intact  one  could 
never  expect  satisfactory  function  of 
active  abduction  because  the  trochanter- 
femoral  neck  lever  would  be  still  further 
shortened  by  the  modeling  of  the  new- 
formed  hip,  and  thus  furnish  inadequate 
leverage  for  the  abduction  or  weight- 
bearing muscles  to  pull  upon. 

Because  of  the  very  satisfactory  ex- 
perience with  the  mechanical  setup 
brought  about  by  elongating  the  kinesio- 
logic  in  a large  number  of  cases  of  un- 
united fractures  of  the  hip,  I began 
twenty  years  ago  to  apply  the  same 
principle  to  cases  of  arthroplasty  where, 
because  of  bone  destruction,  the  tro- 
chanter-neck lever  is  practically  absent 
or  much  shortened,  and  a satisfactory 
result  by  arthroplasty  alone  not  possible. 
Therefore,  in  recent  years,  the  destruc- 
tion of  the  head  and  neck  of  the  femur 
(with  telescoping)  has  not  been  a deter- 
rent influence  to  me  in  selecting  cases  for 
operation,  in  that  I have  found,  in  doing 
an  arthroplasty,  that  a hip  joint  could  be 
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modeled  with  the  head  of  the  femur 
much  smaller  than  the  acetabulum,  with 
sufficient  fascia  and  fat  to  fill  in  the  inter- 
spaces, and  that  the  mechanical  influences 
brought  about  by  the  provision  of  lever- 
age action  for  muscle  control  not  only 
prevented  dislocation,  but  allowed  active 
abduction  and  satisfactory  weight-bear- 
ing (Fig.  2). 

If  it  is  found  that  the  leverage  action 
of  the  neck  of  the  femur  is  not  sufficient, 
a bone  fragment,  consisting  of  the  tip 
and  the  outer  surface  of  the  trochanter 
of  varying  length  (approximately  3y2 
inches),  is  separated  with  a broad  thin 
osteotome,  with  the  insertion  of  the  ab- 
ductor muscles  intact,  and  swung  out- 
ward from  the  shaft  of  the  femur  from  20 
to  35  degrees  by  producing  a greenstick 
fracture  at  its  lower  end.  Into  this  tri- 
angular space,  between  the  remaining 
portion  of  the  shaft  of  the  femur  and  the 
bone  fragment,  a square  or  rectangular 
graft  from  the  crest  and  outer  table  of 
the  ilium  is  fitted.  This  graft  may  be 
supplemented  by  the  fragments  of  can- 
cellous and  cortical  bone,  also  obtained 
from  the  ilium.  The  kinesiologic  lever 
restoration  may  be  done  at  the  same  time 
as  the  arthroplasty,  or  before,  as  the  sur- 
geon thinks  best. 

Elbow 

Although  stability  at  the  elbow  may 
not  be  as  important  as  in  a weight-bear- 
ing joint,  a fair  degree  of  stability  is  most 
essential  to  certain  movements,  particu- 
larly active  control  in  extension.  A man 
cannot  wield  a hammer  or  saw  with  a flail 
elbow,  the  extension  of  which  depends  on 
gravity;  and  lifting  a weight  above  the 
head,  whether  it  be  books  or  bricks,  is  an 
important  movement  in  everyone’s  daily 
routine,  depending  quite  as  much  on 
stability  and  control  at  the  elbow  as  on 
mobility. 

In  a remade  elbow,  the  most  certain 
way  of  gaining  the  desired  stability  and 
muscle  control  is  by  providing  a suffi- 
ciently long  bone  lever  for  the  triceps  to 
pull  upon.  In  this  way,  active  extension 
is  restored  in  full  as  a balancing  influence 
or  antagonistic  pull  to  that  of  the  biceps 


holding  trochanter  laterally  to  increase  leverage 
action,  thus  providing  for  stability  of  the  hip  and 
better  weight-bearing  and  abduction  function. 

and  other  muscles.  Active  flexion  is 
present  in  all  movable  elbows  following 
arthroplasty;  whereas  active  extension  is 
rarely  restored,  because  of  inadequate 
olecranon  leverage.  The  original  technic 
that  is  presented  herewith  possesses  not 
only  the  advantage  of  restoring  olecranon 
leverage  with  active  extension  and  stabil- 
ity, but  it  also  affords  the  freest  access  to 
modeling  the  joint  (Fig.  3). 

Author’s  Technic 

The  approach  is  by  a skin  incision  on 
the  posterior  aspect  of  the  joint,  begin- 
ning just  over  the  tip  of  the  olecranon  and 
extending  proximally  about  4 inches  di- 
rectly over  the  superficial  posterior  crest 
of  the  ulna.  The  skin  and  subcutaneous 
tissue  are  dissected  laterally.  The  ole- 
cranon and  about  three  and  one-half 
inches  of  the  posterior  crest  of  the  ulna 
are  developed,  care  being  taken  not  to 
disturb  either  the  attachment  of  the  tri- 
ceps muscle  or  the  ulnar  nerve.  In  some 
instances,  when  infection  or  severe  trauma 
has  destroyed  or  shortened  the  ole- 
cranon process,  the  triceps  muscle  is  de- 
veloped to  its  bony  insertion  at  the  poste- 
rior surface  of  the  ankylosed  joint;  this, 
with  its  bony  attachment  as  a part  of  the 
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Fig.  3.  Diagram  showing  mechanical  advan- 
tage of  sliding  olecranon  process  posteriorly,  thus 
providing  a lever  for  the  triceps  to  pull  upon 
where  this  is  absent. 

larger  bone  fragment,  is  later  turned  back 
as  follows: 

With  a single  motor  saw,  held  at  an 
oblique  angle,  cuts  are  made  in  the  proxi- 
mal portion  of  the  ulna,  converging  both 
in  cross  section  and  longitudinally,  and 
extending  distally  from  the  olecranon 
process  or  insertion  of  the  triceps  muscle 
about  3V2  inches.  The  fragment  thus 
formed,  including  the  proposed  new  ole- 
cranon process,  is  then  turned  upward 
with  the  triceps  muscle  attached  to  its 
proximal  end  as  a hinge.  Thus,  com- 
plete exposure  is  obtained  for  modeling 
the  new  joint  from  the  posterior  and  lat- 
eral aspects. 

The  soft  parts  to  the  side  are  then  dis- 
sected from  the  bone,  and  the  ulnar  nerve 
is  either  meticulously  avoided  or  dis- 
sected out  and  held  laterally  by  a tape. 

Sufficient  bone  is  then  removed  to  per- 
mit free  flexion  and  extension  of  the  ulna 
and  radius  upon  the  condyles  of  the 
humerus,  and  to  allow  adequate  space  to 
receive  the  fascia-fat  graft,  which  will 
line  the  new  joint.  Care  should  be  taken 
to  so  mold  the  joint  surfaces  that  a free 
and  smooth  range  of  motion  is  allowed. 
This  should  be  tested  out  by  putting  the 
arm  through  the  full  range  of  flexion  and 
extension. 

With  the  arm  flexed,  this  aponeurotic 
tissue  is  sutured  in  place,  care  being  taken 
that  every  vestige  of  raw  bone  surface  is 
covered  on  both  elements  of  the  newly 
made  joint.  The  arm  is  then  extended, 
and  the  olecranon-ulna  fragment  turned 
downward  into  its  groove  and  slid  far 


enough  proximally  and  posteriorly  to 
furnish  a long  posterior  lever  for  the  full 
extension  and  stabilizing  action  of  the  tri- 
ceps muscle  (Fig.  3). 

One  need  not  fear  displacement  of  the 
olecranon-ulna  graft,  for,  because  of  its 
length  and  the  inlay  method  of  insertion, 
the  union  of  the  fascia  and  soft  parts 
drawn  over  the  graft  at  the  time  of  clos- 
ing the  wound  will  prevent  such  dis- 
placement, even  before  bony  union  has 
taken  place.  Therefore,  one  need  not 
wait  for  solid  bony  union  before  beginning 
active  and  passive  motion  and  physio- 
therapy, as  would  be  necessary  if  the  ole- 
cranon had  been  merely  severed. 

In  general,  one  may  say  that  the  con- 
traindications to  arthroplasty  of  the  elbow 
are  few.  In  view  of  the  great  inconven- 
ience and  awkwardness  resulting  from  a 
stiff  elbow,  the  patient  should  be  given 
the  benefit  of  mobility. 

Following  Tuberculosis 

With  regard  to  the  advisability  of 
operating  on  a bony  ankylosis  due  to  tuber- 
culosis, there  is  the  greatest  difference 
of  opinion.  I believe  that  arthroplasty 
should  be  approached  with  due  conserva- 
tism in  such  cases,  but  not  pessimism.  If, 
in  the  roentgenograms,  which  should  be 
taken  in  several  planes,  there  are  evi- 
dences of  diseased  pockets  or  cavity  for- 
mation, or  areas  of  extreme  osteoporosis, 
the  case  is  unfavorable;  but  if  the  bone 
structure  appears  fairly  uniform  and  there 
are  no  other  unfavorable  conditions, 
arthroplasty  should  be  successful.  Some 
of  my  most  brilliant  results  have  been  in 
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cases  of  healed  tuberculosis.  It  should 
be  emphasized,  however,  that  all  vestiges 
of  the  original  tuberculous  process  must 
be  entirely  absent  for  at  least  four  years 
before  operation  is  attempted  and  the 
roentgenograms  should  show  an  unusual 
homogeneity  as  to  structure  of  the  bone 
through  the  joint  area.  At  least  one 
year  should  have  elapsed  since  the  last 
symptom  if  the  infection  was  pyogenic  in 
character. 

Prognosis 

With  proper  selection  of  cases,  meticu- 
lous attention  to  technic,  and  intelligent 
postoperative  physical  therapy,  the  prog- 
nosis for  arthroplasty  of  the  maxillary 
joint,  elbow,  hip,  and  knee  is  good. 


Indications  for  Arthroplasty 

Those  who  have  had  the  widest  ex- 
perience and  the  greatest  success  with 
arthroplasty  are  unanimous  in  urging 
careful  selection  of  patients.  In  so  doing, 
the  following  points  should  be  considered : 

1.  The  original  cause  of  the  ankylosis. 

2.  The  position  of  ankylosis  (flexion, 
extension,  hyperextension). 

3.  The  condition  of  the  patient;  not 
merely  the  general  physical  resistance, 
but  the  condition  of  the  soft  parts  over- 
lying  the  joint.  Extensive  scar  tissue,  if 
it  cannot  be  replaced  with  healthy  tissue, 
is  very  unfavorable. 

4.  The  psychic,  social,  and  occupa- 
tional factors  must  all  be  weighed. 

57  West  57th  Street 


THE  USE  OF  SYNOVECTOMY  IN  CHRONIC  ARTHRITIS 

Paul  P.  Swett,  M.D.,  Hartford,  Connecticut 


The  text  for  this  paper  is  found  in  the 
following  quotation  from  Pemberton 
and  Osgood:  “In  theory,  assistance  from 
orthopedic  surgeons  should  rarely  be 
necessary  in  the  treatment  of  arthritis, 
which  is  primarily  a medical  problem. 
In  point  of  fact,  however,  the  inadequate 
results  of  general  medical  treatment  to 
date  have  necessitated  orthopedic  co- 
operation to  an  important  extent  in  a 
large  proportion  of  cases.  ...” 

One  among  the  many  forms  of  orthope- 
dic treatment  is  the  operation  of  syno- 
vectomy. That  this  is  a safe  operation 
is  shown  in  the  voluminous  literature 
that  has  been  published  on  this  subject 
since  1922,  when  this  procedure  was  first 
advocated  for  the  treatment  of  atrophic 
arthritis.  Synovectomy  has  been  exten- 
sively employed  with  uniformly  good 
operative  results. 

The  literature  also  shows  that  the  place 
of  synovectomy  in  the  treatment  of 
chronic  arthritis  needs  definition  and 
clarification.  For  example,  Inge  recently 


said  that  while  he  had  seen  some  dramatic 
results  from  synovectomy  in  his  series  of 
26  cases  of  chronic  arthritis,  unfortunately 
the  statistics  were  against  the  probability 
of  their  frequent  occurrence.  Again, 
Dawson,  in  his  discussion  of  Wilson’s 
paper  on  Surgical  Reconstruction  of  the 
Arthritic  Cripple , expressed  uncertainty 
as  to  the  proper  indications  for  synovec- 
tomy, and  he  wished  that  a five-year 
follow-up  on  a number  of  cases  could  be 
given.  Inge,  giving  the  results  of  his 
study,  found  that  out  of  a total  of  86 
synovectomies  of  the  knee  for  chronic 
nonspecific  proliferative  synovitis,  the 
operation  offered  a 95  per  cent  chance  of 
improvement  and  a 60  per  cent  chance  of 
restoring  a practically  normal  joint.  In 
atrophic  arthritis  he  found  that  synovec- 
tomy could  be  depended  upon  to  give 
symptomatic  relief  in  about  half  of  the 
cases,  but  that  many  knees  were  made 
worse  by  the  operation. 

Such  observations  are  fairly  represen- 
tative of  the  attitude  toward  this  ques- 
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tion.  Since  the  results  of  synovectomy 
are  gratifying  in  some  instances  and  dis- 
appointing in  others,  the  problem  is  to 
learn  how  to  select  the  appropriate  cases 
and  avoid  the  inappropriate.  This  prob- 
lem was  raised  in  my  first  article  in  1922. 
It  was  there  remarked  that  “apparently 
the  operation  is  most  likely  to  succeed  if 
it  is  done  in  the  type  of  case  or  at  the  stage 
of  the  disease  where  the  damage  is  entirely 
synovial,  the  effusion  extensive  and  the 
cartilages  are  not  ulcerated.”  At  that 
time  I was  not  certain  about  the  ideal 
type  nor  the  optimum  stage  and,  in  spite 
of  the  vast  amount  of  work  that  has  since 
been  done  on  this  subject,  these  questions 
remain  unanswered  by  a substantial  body 
of  statistics.  The  reasons  for  this  ob- 
viously lie  in  the  difficulty  of  acquiring 
and  disseminating  clear  conceptions  of 
this  baffling  disease.  Much  as  I should 
welcome  such  a five-year  study  as  Daw- 
son desires,  I do  not  regret  that  it  has  not 
been  made,  since  it  has  not  been  possible, 
until  relatively  recently,  to  define  the  con- 
ditions of  such  a study.  Lacking  defini- 
tion, a statistical  study  might  be  more 
confusing  than  enlightening.  In  this 
connection  it  is  comforting  to  note  that 
even  after  longer  and  wider  experience 
with  the  operative  treatment  of  spinal 
tuberculosis,  agreement  as  to  its  indica- 
tions is  still  far  from  general. 

For  these  reasons  it  is  the  purpose  of 
this  paper  to  give  the  writer’s  opinion 
concerning  the  type  of  chronic  arthritis 
and  the  stage  of  the  disease  best  suited  to 
the  use  of  synovectomy.  It  also  is  the 
purpose  to  give  the  reasons  for  these 
opinions  in  order  that  their  validity  may 
better  be  estimated.  The  classification 
of  chronic  arthritis,  which  recognizes  two 
main  groups,  is  followed  for  the  sake 
of  clarity. 

From  the  standpoint  of  the  applica- 
bility of  synovectomy,  atrophic  arthritis 
is  the  most  important  of  the  two  major 
types  and  it  will,  therefore,  be  dealt  with 
first. 

Atrophic  Arthritis 

The  incidence  of  atrophic  arthritis  is  de- 
termined by  a complex  set  of  etiologic 


factors,  and  its  presence  is  manifested  by 
certain  pathologic  changes  which,  sepa- 
rately and  together,  form  the  basis  of 
therapy.  In  an  effort  to  set  forth  the  in- 
dications for  synovectomy,  it  is  necessary 
to  review  the  pertinent  etiologic  and  patho- 
logic factors. 

Etiology 

Although  the  full  etiology  of  atrophic 
arthritis  is  not  known,  this  is  not  to  be 
interpreted  as  negligence,  since  the  same 
lack  of  knowledge  obtains  in  respect  to 
many  other  chronic  diseases.  In  atrophic 
arthritis  the  problem  is  complicated  by 
the  fact  that  certain  pathologic  processes 
caused  by  the  disease  take  on  etiologic 
significance  when  they  act  as  contributing 
factors  in  the  continuation  of  the  dis- 
ease. It  is  difficult  also  to  draw  the  line 
between  definitely  causative  factors  and 
those  which,  identical  in  nature,  may  arise 
during  the  course  of  the  disease.  For  ex- 
ample, the  disturbance  in  function  in  the 
extremities  caused  by  painful  joints  may 
result  in  atrophy  of  the  soft  tissues,  bone, 
and  cartilage  which,  in  turn,  acts  as  a 
contributing  factor  in  the  continuation  of 
the  disease.  If,  by  synovectomy,  it  is 
possible  to  restore  functional  activity, 
this  contributing  etiologic  factor  may  be 
removed. 

Toxemia  from  the  gastrointestinal 
tract  plays  an  important  part  in  the  in- 
duction of  atrophic  arthritis.  Such  toxe- 
mia results  from  ptosis,  dilatation,  angu- 
lation, and  stasis.  These  conditions  are 
often  of  congenital  origin  but  they  also 
occur  as  the  result  of  factors  that  lower 
the  tone  of  unstripped  muscle  and  par- 
ticularly as  the  consequence  of  bad  me- 
chanics in  posture.  Hence  it  is  that  a pa- 
tient who  is  confined  to  bed  or  a chair,  or 
who  is  unable  to  assume  the  upright  posi- 
tion, is  likely  to  suffer  from  the  resulting 
disturbance  in  gastrointestinal  physiol- 
ogy. Here  again  if  the  joint  condition 
can  be  relieved  by  synovectomy,  a con- 
tributing etiologic  factor  may  be  advan- 
tageously altered. 

Heredity  is  the  outstanding  factor  in  the 
induction  of  atrophic  arthritis.  What  is 
inherited  consists  of  various  imponder- 
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able  conditions  of  the  fluids  and  tissues, 
which  include  factors  of  resistance  or 
susceptibility  toward  various  diseases. 
More  conspicuous  are  the  inherited  con- 
formation and  carriage  of  the  body  as  a 
whole.  There  is  considerable  evidence  to 
show  that  the  tall,  slender  body  type  with 
the  accompanying  visceroptosis  is  often 
associated  with  atrophic  arthritis.  The 
connecting  link  here  may  reside  in  the 
greater  liability  of  this  body  type  to  gas- 
trointestinal toxemia,  or  it  may  be  on  ac- 
count of  the  inadequate  use  of  the  nutri- 
tive intake.  In  either  event,  synovec- 
tomy may  serve  a useful  purpose  if, 
through  the  relief  of  pain  or  by  the  res- 
toration of  motion,  the  patient  is  enabled 
to  assume  the  corrective  postures  neces- 
sary to  the  compensation  for  these  ad- 
verse conditions. 

Fatigue,  both  mental  and  physical, 
plays  an  important  role  in  atrophic  ar- 
thritis through  its  effect  on  the  sympathetic 
nervous  system.  This  is  so  manifest 
that  it  is  generally  agreed  that  a cure  of 
this  disease  never  can  be  obtained  with- 
out adequate  provision  for  rest  to  com- 
pensate for  previous  abuses  and  to  lay  a 
foundation  for  other  therapy.  If  it  is 
admitted  that  pain  and  worry  are  potent 
causes  of  fatigue,  then  it  is  logical  to  sup- 
pose that  synovectomy  may  be  helpful  in 
removing  this  pathologic  state  that  is  act- 
ing as  an  etiologic  factor. 

Sugar  metabolism  has  been  shown  to  be 
altered  in  the  arthritic  state.  This  is 
thought  to  be  due  to  the  disturbance  of 
muscle  function.  Here  again  is  found, 
resulting  from  the  disease,  a pathologic 
state  that  assumes  etiologic  significance 
to  whatever  extent  it  contributes  to  the 
continuance  of  the  disease.  Since  the 
restoration  of  the  function  of  the  muscles 
is  one  of  the  most  dependable  effects  of 
synovectomy,  it  seems  likely  that  by  this 
means  beneficial  correction  of  the  sugar 
metabolism  may  result. 

Focal  infection  is  generally  credited 
with  an  important  etiologic  role  in  the 
development  of  atrophic  arthritis.  I, 
unfortunately,  made  certain  postulations 
in  my  original  papers,  concerning  the  pos- 
sibility of  secondary  foci  of  infection  in 


the  diseased  joints.  It  now  appears  to 
be  clear  that  these  postulations  were  er- 
roneous, at  least  so  far  as  they  relate  to 
any  of  the  familiar  forms  of  infection, 
and  they  should,  therefore,  have  no  place 
in  the  considerations  leading  to  the  use  of 
synovectomy. 

Pathology 

Synovial  Proliferation. — Agreement  is 
general  that  the  first  joint  change  in 
atrophic  arthritis  is  found  in  the  synovial 
membrane.  This  change  takes  the  form 
of  proliferation  of  the  membrane,  which 
produces  tabs  and  fringes  projecting  into 
the  joint  cavity,  and  these  frequently  take 
on  a pannus  structure  that  spreads  over 
the  articular  cartilage  and  covers  it  like  a 
blanket.  The  pannus,  lying  in  close 
contact  with  the  cartilage,  first  produces 
erosion  and,  eventually,  destruction  of 
the  cartilage.  These  changes,  histologi- 
cally, present  an  initial  inflammatory  re- 
action with  a cellular  response  composed 
largely  of  plasma  cells,  leukocytes,  small 
numbers  of  eosinophiles,  and  small  round 
cells.  As  the  disease  becomes  older,  signs 
of  resistance  and  healing  appear  in  the 
form  of  fibrosis  and,  significantly  for  the 
surgeon,  this  process  sometimes  goes  too 
far.  The  pannus  is  composed  largely  of 
granulation  tissue,  which  may  be  vascu- 
lar and  infiltrated  with  lymphoid  and 
plasma  cells;  at  other  times  it  is  com- 
posed of  dense  fibrous  tissue  with  few 
blood  vessels  and  little  cellular  infiltra- 
tion. Fibrous  tissue  also  forms  between 
the  synovia,  the  pannus,  and  the  articu- 
lar cartilage,  thus  dividing  the  joint  cavity 
into  compartments  and  eventually  oblit- 
erating it.  Obviously,  in  these  circum- 
stances, there  is  abundant  reason  for  the 
use  of  such  treatment  as  is  available  to 
terminate  these  processes  before  the  dam- 
age by  fibrosis  becomes  irreparable. 

Muscular  fibrosis. — A variant  form 
manifests  itself  in  the  muscles  that  acti- 
vate the  joints  by  more  extensive  changes 
than  the  commonplace  atrophy  of  disuse. 
In  this  form  the  muscles  are  the  seat  of 
great  pain  and  disability  throughout  the 
course  of  the  disease.  In  such  instances  a 
type  of  fibrositis  occurs  with  an  over- 
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growth  of  fibrous  tissue  in  and  between 
the  muscle  bundles.  When  this  occurs  it 
is  difficult  to  restore  an  adequate  amount 
of  function  in  the  muscles,  and  it  is  prob- 
able that  the  continued  loss  of  function 
has  an  influence  upon  the  process  within 
the  joint.  In  such  cases  it  certainly 
would  be  futile  to  do  a synovectomy. 
It  is  likely  that  it  is  in  this  type  that 
synovectomy  has  been  followed  by  poor 
results. 

Capsular  Fibrosis. — In  contrast  with 
the  primarily  synovial  form  of  atrophic 
arthritis  there  is  another  variant  in  which 
the  predominant  changes  occur  in  the 
joint  capsule  where  they  are  marked  by 
an  extensive  increase  in  fibrous  connec- 
tive tissue.  This  process  goes  on  until 
the  capsule,  at  first  thickened,  eventually 
is  converted  into  dense  fibrous  tissue  ef- 
fectively depriving  the  joint  of  motion 
even  before  the  inner  structures  are  seri- 
ously damaged.  The  prototype  of  this 
form  is  found  in  gonorrheal  arthritis. 

Atrophy  of  the  Bone  Ends. — There  is  a 
third  form  of  variation  in  which  the 
changes  do  not  follow  the  pattern  of  the 
more  usual  predominantly  synovial  type. 
In  this  there  occur  early  signs  of  lessened 
density  in  the  bone  ends,  and  punched 
out  areas  appear  on  the  articular  surfaces. 
While  it  is  not  determined  whether  this 
process  is  an  essential  part  of  the  patho- 
logic process,  or  simply  a result  of  the 
disease,  it  is  known  that  in  numerous 
specimens  an  increase  in  the  connective 
tissue  exists  in  the  marrow  spaces,  and 
new  blood  vessel  formation  is  present  in 
the  bone  ends.  The  upward  extension 
of  such  granulation  tissue  invades  the 
articular  cartilage,  and  ankylosis  is  the 
final  stage  of  the  condition. 

These  four  forms  of  pathologic  change 
are  individually  clear  and,  once  this  is 
understood,  it  is  not  too  difficult  to  differ- 
entiate them  clinically.  Trouble  devel- 
ops, however,  when  more  than  one  type 
exists  in  a single  joint.  Thus,  while  it  is 
easy  to  separate  the  predominant  patho- 
logic changes  into  those  which,  in  order  of 
frequency,  are  marked  by:  (1)  synovial 
proliferation ; (2)  atrophic  changes  in  the 
bone  ends ; (3)  capsular  fibrosis ; and  (4) 


fibrositis  of  the  local  muscles;  it  is  not 
clinically  easy  to  determine  which  one  of 
these  four  is  predominant  when  they  co- 
exist. As  a rule,  the  joint  pathology 
during  the  early  part  of  the  disease  is  mani- 
festly one  or  the  other  of  the  four  basic 
types.  The  confusion  usually  does  not 
occur  until  the  late  stages  of  the  disease. 
Because  of  the  long  period  of  time  during 
which  these  pathologic  concepts  have 
not  been  translated  into  terms  of  therapy, 
it  probably  is  fully  as  well  that  more 
five-year  studies  have  not  been  made. 
Until  these  concepts  are  clinically  ap- 
plied, the  necessary  definition  of  the 
conditions  of  the  study  will  be  lacking 
and  the  results  will  be,  therefore,  inde- 
terminate. At  the  outset  of  an  investi- 
gation into  the  merits  of  synovectomy  in 
the  treatment  of  atrophic  arthritis  it 
should  be  understood  that  the  operation 
is  best  applied  to  the  type  in  which  the 
joint  changes  primarily  and  predomi- 
nantly are  synovial. 

Another  source  of  confusion  lies  in  the 
ambiguity  of  referring  to  the  stage  of  the 
disease  rather  than  to  the  stage  of  the 
local  process.  The  course  of  the  disease 
is  rarely  orderly  and  is  usually  variable 
within  wide  limits.  Frequently  terminal 
ankylosis  exists  side  by  side  with  early 
synovial  changes  in  other  joints.  Not  all 
joints  are  simultaneously  involved.  At 
the  outset  the  disease  characteristically 
produces  changes  in  one  or  several  joints; 
sooner  or  later  these  joints  may  clear  up 
or  become  ankylosed,  and  sometime  dur- 
ing or  after  this  occurrence  other  joints 
may  be  affected. 

The  optimum  stage  for  a synovectomy 
is  a matter  for  individual  decision  in 
every  case.  In  general,  there  is  no  ob- 
ject to  be  gained  if  resolution  of  the  local 
proliferation  is  satisfactorily  taking  place. 
On  the  other  hand,  there  is  every  reason 
for  a synovectomy  at  any  time  during  the 
course  of  the  arthritis  if  it  is  apparent  that 
irreparable  damage  otherwise  is  certain  to 
occur.  This  is  true  provided  that  the 
process  has  not  gone  too  far  in  the  capsule, 
the  articular  cartilages,  the  bone  ends,  or 
in  the  muscles.  This  optimum  period 
may  be  early  in  the  disease  in  some  joints 
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and  at  varying  stages  in  other  joints. 
The  point  is  to  be  determined  by  the  ex- 
act condition  in  the  particular  joints. 

Clinical  Guides 

Certain  clinical  guides  help  to  indicate 
the  most  suitable  type  and  stage  of 
atrophic  arthritis  for  the  use  of  synovec- 
tomy. The  first  point  to  consider  is  the 
predominantly  synovial  nature  of  the  proc- 
ess. This  is  evidenced  by  effusion,  pal- 
pable synovial  thickening,  coarse  crepi- 
tation, generalized  tenderness,  flexor 
spasm,  and  painful  movements.  The  x- 
ray  should  show  synovial  thickening, 
little,  if  any,  diminution  in  the  joint 
space,  and  slight  or  no  atrophic  changes 
in  the  bone  ends.  The  quality  of  the 
crepitus  is  significant,  and  it  is  important 
to  distinguish  between  the  soft,  squashy 
feeling  caused  by  tabs  and  fringes  and 
the  brittle,  grating  feeling  due  to  the 
rubbing  of  the  bare  ends  of  the  bone.  It 
is  also  significant  to  know  the  cause  of  the 
restriction  in  motion.  The  determining 
type  of  limited  motion  is  that  which  is 
chiefly  due  to  the  protective  muscle 
spasm,  and  this  must  be  differentiated 
from  the  restriction  caused  by  fibrosis  of 
the  capsule  and  the  muscles. 

Among  the  many  constitutional  as- 
pects, the  following  are  important.  The 
patient  should  present  the  customary 
signs  of  illness  in  the  form  of  moderate 
secondary  anemia,  moderate  temperature 
changes,  disturbed  nutrition,  a somewhat 
disproportionately  rapid  pulse,  a con- 
sistent increase  in  the  sedimentation  rate, 
and  some  degree  of  prostration. 

Before  a synovectomy  is  undertaken  it 
is  important  that  the  recognized  means  of 
nonoperative  treatment  should  have  been 
aggressively  applied.  Such  means  in- 
clude the  removal  of  foci  of  infection,  ap- 
propriate diet,  gastrointestinal  hygiene, 
suitable  regulation  of  the  basal  metabolic 
rate,  endocrine  medication  as  indicated, 
provision  for  an  adequate  vitamin  intake, 
and  corrective  body  mechanics.  Rest 
for  the  patient,  both  of  body  and  mind,  is 
of  fundamental  importance,  and  the  same 
also  applies  with  equal  force  to  the  need 
lor  rest  and  support  for  the  joints.  The 


latter,  most  often  omitted,  is  perhaps  the 
most  effective  of  all  local  treatment.  It 
appears  to  gain  its  results  by  relieving 
the  muscle  spasm  and  thus  improving  the 
circulation  and  the  nutrition  within  the 
joints. 

Presumably  the  need  for  resorting  to 
such  procedures  as  synovectomy  will  be 
less  when  the  above  means  are  more  gen- 
erally employed.  My  impression  is  that 
this  is  already  apparent  in  those  clinics 
where  the  treatment  is  conducted  on  such 
inclusive  plans.  However  interesting 
hobbies  may  be,  there  is  no  place  for  them 
in  the  management  of  so  complicated  a 
disease  as  atrophic  arthritis.  In  this 
connection  it  is  interesting  to  recall  the 
following  quotation  from  my  original  ar- 
ticle: “This  operation  cannot,  I believe, 
take  the  place  of  other  forms  of  treatment, 
and  it  should  not  be  resorted  to  on  any 
wholesale  basis." 

Case  Report 

The  following  case  report  is  given  to  illustrate 
by  prolonged  observation  some  of  the  features 
that  may  be  expected  from  a well-organized  five- 
year  study  on  a group  of  patients.  N.  B.,  a do- 
mestic servant,  was  first  admitted  to  the  Hart- 
ford Hospital  in  August,  1915.  Chief  complaint, 
rheumatism.  Present  illness  began  in  1911  with 
inflammation  in  the  midjoint  of  the  right  ring 
finger.  After  two  years  the  process  appeared  in 
the  right  wrist.  In  another  six  months  the  left 
wrist  became  involved.  Six  months  before  her 
admission  in  1915  (four  years  after  the  onset  of 
the  disease)  the  same  condition  started  in  both 
knees  and  in  both  ankles.  Tonsillectomy  was 
done  shortly  after  the  latter  joints  were  affected. 
When  I first  saw  the  patient  she  presented  the 
usual  picture  of  a severe  chronic  polyarthritis  in- 
volving the  hands,  wrists,  ankles,  elbows,  and 
knees.  The  wrists  were  fixed  but  the  knees 
showed  marked  effusion  and  only  such  restric- 
tion in  motion  as  was  caused  by  painful  spasm — 
that  is  to  say,  the  process  in  the  wrists  was  in  the 
terminal  stage  while  it  was  only  in  its  beginning 
in  the  knees.  However,  on  account  of  the 
knees,  the  patient  was  bedridden,  helpless,  for- 
lorn, and  alone  in  a strange  land,  emaciated 
and  anemic.  Besides  all  of  this  there  was  the 
ankylosis  of  the  wrists  to  indicate  what  was 
likely  to  happen  to  the  knees  unless  something 
could  be  done  to  prevent  it. 

The  idea  of  the  possibility  of  benefit  from 
synovectomy  in  such  cases  had,  for  several  years, 


2130 


PA  UL  P.  SWETT 


[N.  Y.  State  J.  M. 


been  in  my  mind  and  here  at  last  seemed  to  be  a 
chance  to  try  it.  The  patient  was  frankly  told 
that  I never  had  seen  or  heard  of  such  a proce- 
dure, but  she  felt  that  nothing  could  be  worse 
than  her  present  state.  On  that  basis  we  went 
ahead.  The  right  knee  was  synovectomized  in 
September,  1915,  and  five  weeks  later  the  left 
knee  was  similarly  treated.  Two  weeks  after 
the  latter  operation  she  was  able  to  get  up  from 
her  bed  and  to  begin  the  use  of  crutches.  She 
left  the  hospital  in  November  and,  gradually  in- 
creasing her  activities  while  her  strength  picked 
up,  she  was  able  to  resume  her  work  six  months 
later.  By  that  time  the  anemia  had  been  over- 
come, her  weight  was  again  normal,  the  stiff 
wrists  were  not  painful,  and  the  knees  were 
freely  movable.  In  other  words,  she  then  seemed 
to  be  on  the  road  to  a long  period  of  good  health. 
This  was  borne  out  by  the  subsequent  history. 
She  married  at  a relatively  young  age,  had  three 
children,  and,  in  spite  of  the  hardships  of  small 
income  and  hard  living  conditions,  she  remains 
well.  It  should  also  be  said  that  in  spite  of  her 
insistence  that  the  left  knee  should  be  opened  on 
several  occasions,  she  continues  to  have  excellent 
function  in  both  knees. 

Synovectomy  in  Chronic  Hypertrophic 
Arthritis 

If  synovectomy  is  to  be  useful  in  hyper- 
trophic arthritis  there  obviously  must  be 
present  some  degree  of  synovial  involve- 
ment, but  it  is  evident  from  pathologic 
studies  that  synovial  changes  are  rela- 
tively rare  in  this  form  of  arthritis.  In 
fact,  there  may  be  no  such  changes  that 
are  recognizable,  and  if  they  do  occur 
they  are  late  in  the  course  of  the  disease, 
and  then  they  seem  to  be  the  result  of  the 
earlier  essential  pathology  of  the  joint. 
In  such  changes  the  membrane  is  found 
to  be  thickened  where  it  is  thrown  into 
folds  at  the  periphery  of  the  joint,  and 
here  papillary  masses  of  granulation  tis- 
sue and  dense  edematous  tissue  may  be 
found.  Under  such  circumstances  there 
is  a basis  for  doing  a synovectomy  for  the 
relief  of  pain  and  the  improvement  of  the 
local  mechanics. 

In  such  instances  a partial  synovec- 
tomy is  all  that  is  required.  The  benefits 
of  acetabuloplasty  may  be  explained  by 
the  relief  afforded  by  the  removal  of  tabs 
and  fringes  that  are  constantly  being 
pinched  by  the  overgrowths  of  bone  at  the 


joint  margins.  I am  not  able  to  speak 
from  wide  personal  experience  in  this  type 
of  lesion  because  I never  have  discovered 
many  patients  suffering  from  uncompli- 
cated hypertrophic  arthritis  who  seemed 
to  be  suitable  for  synovectomy — besides 
which  I have  been  deterred  by  the  fear 
that  I might  become  overzealous  in  the 
use  of  synovectomy. 

In  addition  to  the  group  in  which  late 
synovial  changes  occur  in  hypertrophic 
arthritis,  there  is  another  group  in  which 
an  atrophic  arthritis  becomes  superim- 
posed upon  a long-standing  hypertrophic 
arthritis,  almost  invariably  during  a 
quiescent  stage  of  the  latter  process.  In 
this  group  the  characteristic  pathology 
of  atrophic  arthritis  is  found  in  the  syno- 
via and  here  there  is  a logical  reason  for 
considering  the  use  of  synovectomy  on  its 
essential  merits,  and  my  own  experience 
indicates  that  this  group  is  particularly 
favorable. 

The  differentiation  of  these  clinical 
variants  requires  careful  study  directed 
toward  the  local  condition  of  the  joints 
and  the  general  condition  of  the  patient. 
Hypertrophic  arthritis  ordinarily  causes 
little  increase  in  the  synovial  fluid,  and 
distention  of  the  capsule  is  therefore  lack- 
ing. Unless  there  has  been  a recent 
trauma,  the  presence  of  swelling  suggests 
the  addition  of  another  process.  An- 
other characteristic  of  hypertrophic  ar- 
thritis is  stiffness  after  rest  and  relatively 
little  pain  on  use.  When  pain  on  use  is 
marked,  it  is  likely  that  something  else 
has  been  added  to  the  hypertrophic 
arthritis. 

The  muscles  that  activate  the  joints 
show  early  wasting  in  atrophic  arthritis, 
while  in  the  hypertrophic  form  they  are 
only  at  late  stages  and  after  marked  limita- 
tion in  motion  has  occurred.  Severe 
grades  of  the  hypertrophic  form  are  most 
often  confined  to  a single  joint  and  almost 
never  involve  the  wrists,  the  metacarpo- 
phalangeal, or  the  metatarsophalangeal 
joints.  Most  patients  with  hypertrophic 
arthritis  are  well  nourished  and  vigorous 
appearing,  in  contrast  with  the  anemic, 
undernourished  appearance  of  the  pri- 
marily atrophic  type. 
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Case  Report 

The  following  case  is  briefly  reported  in  illus- 
tration of  an  instance  of  the  superimposition  of 
an  atrophic  arthritis  on  the  hypertrophic  form: 
B.  C.  B.,  the  captain  of  a fishing  vessel,  was  a 
large-framed,  obese  man  of  61  who  complained 
of  lame  knees  of  ten  years’  duration.  He  said 
that  for  the  past  three  years  following  a sharp 
exacerbation  marked  by  severe  pain  and  swelling, 
his  disability  had  been  extreme.  On  examina- 
tion the  knees  showed  marked  bilateral  varus, 
considerable  synovial  effusion,  coarse  crepita- 
tion, and  painful  restriction  of  motion.  The  x- 
rays  showed  an  extensive  hypertrophic  arthritis 
but,  on  account  of  the  sudden  change  in  the  na- 
ture of  the  disability  and  because  of  the  clinical 
signs,  it  was  felt  that  here  was  an  instance  of  the 
addition  of  an  atrophic  process  on  a previously 
existing  hypertrophic  form.  For  this  reason  the 
patient  was  subjected  to  bilateral  synovectomies. 
The  conditions  in  the  two  knees  were  almost  iden- 
tical. They  consisted  of  increased  synovial  fluid 
and  the  entire  membrane  was  grayish  red  in 
color,  thickened,  and  covered  with  villous  fringes. 
There  were  also  numerous  floating  islands  of  or- 
ganized exudate,  the  semilunar  cartilages  were 
partly  disorganized,  there  was  some  erosion  of 
the  articular  cartilages,  and  the  joint  margins 
showed  extensive  hypertrophic  changes.  The 
diseased  synovia  was  removed,  together  with  the 
semilunar  cartilages  and  a large  spur  from  the 
upper  inner  margin  of  the  tibia. 

The  patient  made  a splendid  recovery  and 
came  back  to  report  at  the  end  of  two  years 
largely  to  express  his  gratitude.  At  that  time 
he  was  found  to  have  been  able  to  carry  on  his 
usual  work  the  preceding  summer  and  to  have 
enjoyed  once  more  his  customary  good  health. 
His  knees  presented  no  swelling  and,  except  for 
five  degrees  of  loss  in  extension  in  the  right  knee, 
there  was  no  limitation  in  motion. 

Summary  and  Conclusions 

So  long  as  chronic  arthritis  remains  un- 
controllable by  medical  means  there  will 
continue  to  be  a useful  field  for  orthopedic 
surgery  in  the  treatment  of  these  dis- 
eases. The  operation  of  synovectomy  ap- 
pears to  have  a place  in  this  field,  the  ex- 
act limitations  of  which  are  not  generally 
understood  because  of  the  complex  nature 
of  the  problem.  From  the  experience 
thus  far  gained  it  is  apparent  that  the 
application  of  synovectomy  depends  upon 


the  nature  of  the  particular  form  in  ques- 
tion. The  following  conclusions  are  war- 
ranted as  guides  to  the  use  of  synovec- 
tomy: 

1.  In  properly  selected  cases  the  op- 
eration can  be  expected  to  overcome  cer- 
tain pathologic  processes,  both  local  and 
general,  which,  although  they  result  from 
the  disease,  assume  etiologic  significance 
because  they  help  perpetuate  the  disease. 
Such  conditions  are  fatigue,  pain,  re- 
striction in  joint  motion,  interference 
with  corrective  postures  and  with  local 
circulation,  and  disturbance  of  sugar 
metabolism. 

2.  Proper  selection  of  cases  is  based 
upon  the  nature  of  the  predominant  type 
of  the  local  process  and  upon  the  stage  of 
that  process.  Those  processes  that  are 
primarily  and  predominantly  synovial  in 
origin  and  in  extent  are  favorable.  Those 
local  inflammatory  conditions  that  pri- 
marily and  predominantly  involve  the 
bone  ends,  the  articular  cartilages,  the 
joint  capsule,  and  the  muscles  are  unfa- 
vorable. 

3.  The  stage  of  the  local  process  dur- 
ing which  synovectomy  is  most  effective 
is  when  it  is  apparent  that  resolution  is 
being  delayed  and  that  permanent  dam- 
age will  inevitably  result  from  its  con- 
tinued presence.  The  maximum  benefit 
may  be  expected  if  the  operation  is  done 
before  the  cartilages  are  ulcerated  and  be- 
fore the  bone  ends  have  undergone  exten- 
sive atrophic  changes. 

4.  Further  insight  into  the  exact  place 
of  synovectomy  may  be  expected  from 
the  study  of  large  groups  of  cases  thus 
treated  under  the  conditions  outlined 
above. 

5.  In  hypertrophic  arthritis,  par- 
tial synovectomy  is  indicated  when  there 
is  present  an  unusual  amount  of  synovial 
proliferation  at  the  articular  margins, 
and  sometimes  when  an  atrophic  process 
has  been  superimposed  upon  a quiescent 
process. 

Gun  Mill  Farm 
Bloomfield,  Connecticut 
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Charcot’s  joint,  synonymously  known 
as  tabetic  arthropathy,  neuropathic 
arthritis,  and  Charcot’s  disease,  is  a dis- 
ease principally  of  the  weight-bearing 
joints,  characterized  by  swelling,  insta- 
bility, and  absence  of  pain. 

There  is  gross  disorganization  of  the 
tissues  in  the  nature  of  an  exaggerated 
degenerative  arthritis  and  a fragility  of 
the  cartilage  and  bone,  associated  with 
fractures  and  attempts  at  ineffectual  re- 
pair. It  occurs  predominantly  in  males 
with  tabes  dorsalis. 

The  cause  of  these  trophic  bone  and 
joint  changes  is  not  definitely  known,  but 
is  most  likely  a combination  of  fragility 
and  loss  of  pain  sensation  of  the  affected 
parts.  The  absence  of  pain  sense  is  not 
always  complete,  but  is  probably  in  suffi- 
cient effect  so  that  minor  traumas  go  un- 
noticed and  there  results  a misuse  of  the 
damaged  joint  structures.  This  in  turn 
leads  to  progressive  destructive  change, 
the  effect  of  repeated  unnoticed  traumas. 

In  the  cases  presented  in  this  series, 
pain  was  a major  symptom  in  1,  a minor 
complaint  in  3 others,  and  absent  or  not 
complained  of  in  3 instances.  Instability 
was  the  disabling  feature  in  5 cases,  and, 
in  these  same  5,  swelling  of  the  knee  was 
also  a major  feature. 

It  is  interesting  and  important  to 
evaluate  the  part  trauma  plays  in  Char- 
cot’s disease.  Trauma  is  without  ques- 
tion a major  factor  in  the  development  of 
such  a joint,  but  its  responsibility  as  an 
agent  of  initial  etiology  is  not  so  easy  to 
dispose  of.  In  injuries  of  a compensable 
nature,  the  correlation  of  a given  injury 
to  the  onset  of  the  process  is  quite  diffi- 
cult. 

In  one  of  our  cases,  a specific  injury  was 
definitely  associated  with  the  onset  of 


disability  for  the  patient’s  job  (Case  6). 
In  another,  the  history  obtained  indicated 
that  something  gave  way  with  a break  at 
the  knee,  causing  the  patient  to  fall.  Im- 
mediate x-rays  revealed  a fracture.  In 
spite  of  weeks  of  splintage,  she  was  not 
able  to  walk  after  this  incident,  except 
with  crutches  (Case  1).  In  a third  case, 
the  patient  told  of  a fall,  three  years  be- 
fore, at  which  time  he  thought  he  frac- 
tured one  of  his  knee  bones,  but  had  no 
treatment  except  rest  in  bed  (Case  5) . 

It  is  stated  by  Reed  and  Emerson1  that 
a Charcot’s  knee  requires  five  years  to 
become  disabling,  so  that  any  trauma 
rightfully  claimed  as  an  etiologic  agent  is 
thus  placed  beyond  the  statute  of  limita- 
tions. While  it  is  agreed  that  a consider- 
able time  elapses  in  those  completely  an- 
esthetic knees,  and  in  which  disability 
results  from  instability  (Case  4:  twenty- 
six  years  from  time  of  diagnosis),  there 
are  others  not  completely  anesthetic,  in 
which  disability  may  antedate  the  phase 
of  instability  (Case  3 : seven  months  from 
onset  of  symptoms). 

The  treatment  of  these  cases  by  opera- 
tive fusion  apparently  has  not  been  at- 
tended in  a general  way  by  enthusiasm  or 
success,  from  the  few  cases  reported  in 
the  literature.  One  gathers  that  the  rea- 
sons for  this  are  the  difficulty  in  obtaining 
fusion  and  the  tendency  for  the  wounds 
to  break  down  and  become  infected. 
Thus,  the  cases  of  Charcot’s  disease  of 
the  knee  which,  by  reason  of  their  de- 
formity and  instability,  are  unable  to  wear 
supportive  apparatus,  must  needs  be  faced 
with  an  existence  of  extremely  limited 
activities. 

In  1931  Steindler2  reported  3 cases  of 
Charcot’s  disease  of  the  knee  treated  by 
arthrodesing  operations,  2 resulting  in 
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Fig.  1 Fig.  2 Fig.  3 

Fig.  1,  Case  2.  Roentgenogram  of  left  knee  before  operation. 

Fig.  2,  Case  2.  Roentgenogram  of  left  ankle  at  time  of  the  operation  on  left  knee. 
Fig.  3,  Case  2.  Roentgenogram  of  left  ankle  nine  months  after  knee  fusion. 


apparent  bony  fusion  and  1 in  fibrous 
union.  All  continued  to  wear  braces.  In 
the  same  year  Cleveland  and  Smith3  re- 
ported 3 successful  knee  fusions  out  of  4 
cases.  Cleveland4  reported  an  additional 
case  in  1935.  Soto-Hall5  reported  1 case 
of  successful  fusion  after  preliminary 
drilling  of  the  bone  ends  five  weeks  prior 
to  operation.  Drilling  a number  of  holes 
through  the  compact  bone  ends  also  oc- 
curred to  this  writer  as  a possible  aid,  and 
has  been  carried  out  in  the  last  3 cases 
here  reported,  not  as  a preliminary  meas- 
ure, but  as  part  of  the  arthrodesing  pro- 
cedure. Quite  recently  Cleveland6  sum- 
marized their  complete  experience  with 
these  joints.  They  have  operated  upon 
6 knees  with  2 failures,  and  1 ankle,  which 
was  successful.  He  feels  their  more  re- 
cent experience  is  less  fortunate  than  that 
reported  in  1931. 

On  the  Orthopedic  Service  at  Bellevue 
Hospital,  6 cases  of  Charcot’s  disease  of 


the  knee  joint  have  been  adjudged  suit- 
able for  arthrodesing  operations  since 
1932,  and  have  been  so  treated. 

Operative  Procedure 

A longitudinal  incision,  described  by 
Krida7  as  the  general  utility  incision,  has 
been  used  in  preference  to  the  usual 
U-shaped  approach  as  a circulatory  con- 
sideration. In  one  case  where  the  size 
and  deformity  called  for  wide  bone  ex- 
cision, a U-shaped  approach  was  used. 

In  all  cases  an  attempt  has  been  made 
to  oppose  flat  surface  bone  ends  in  an 
attitude  of  15  to  20  degrees  flexion. 

When  well  enough  preserved,  the  pa- 
tella has  been  used  to  bridge  the  joint  line 
or  to  fill  defects.  Sliding  grafts  from  the 
femur  have  been  used  in  several  instances 
and  the  drilling  of  the  bone  ends  has  been 
commented  upon. 

A plaster  of  paris  spica  was  the  type  of 
immediate  splintage  used,  and  maintained 
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Fig.  4,  Case  2.  Roentgenogram  four  and  a 
half  years  after  fusion. 


for  at  least  twelve  weeks.  This  was  fol- 
lowed by  a knee  cast  or  brace  until  solid 
clinical  and  x-ray  fusion  could  be  demon- 
strated. 

If,  in  addition  to  the  Charcot’s  joint, 
there  are  symptoms  of  neurosyphilis  indi- 
cating the  desirability  of  antiluetic  ther- 
apy, it  certainly  should  be  employed.  In 
the  event  of  a negative  blood  and  spinal 
fluid,  it  would  seem  wise  to  recognize  the 
Charcot’s  joint  as  an  indication  that  the 
neurosyphilitic  process  had  not  been  ar- 
rested, and  to  consider  at  least  mild 
courses  of  treatment.  In  the  present 


series  of  6 cases  the  blood  Wassermann 
was  positive  in  2 and  negative  in  4.  The 
spinal  fluid  Wassermann  was  positive  in 
the  same  2 cases  and  in  1 additional  in- 
stance. 

Case  Reports 

Case  1. — D.  R.,  a 58-year-old  housewife,  born 
in  Russia.  Symptoms  referable  to  right  knee 
for  one  year.  The  onset  was  that  of  an  in- 
flammatory process  for  which  she  received  physi- 
cal therapy.  During  this  period  she  felt  some- 
thing give  way  with  a break  at  the  knee,  causing 
her  to  fall.  X-ray  revealed  a fracture,  which 
was  treated  by  splints.  Subsequent  to  the  fall 
she  was  unable  to  walk  without  the  aid  of  a 
crutch. 

Chief  complaint  at  the  time  of  operation: 
instability. 

Luetic  history  for  seventeen  years.  Treat- 
ment: injections  in  arm  and  hip  twice  a 

week  for  seven  years.  General  physical  status 
good.  Pupils  fixed.  Knee  jerks  present.  Blood 
and  spinal  fluid  Wassermanns  negative.  Col- 
loidal gold  curve  0012100000. 

Right  knee:  painless,  moderate  swelling,  and 
bowleg  deformity  on  weight-bearing.  Marked 
instability.  No  other  Charcot’s  lesions. 

Operation  on  April  20,  1932.  Marked  de- 
generative changes  with  cavitation  into  medial 
tibial  tuberosity.  Postoperative  convalescence 
good,  excellent  relationship  of  bone  ends  by 
x-ray.  Wound  healed  normally. 

Result:  failure — at  no  time  was  there  any 
clinical  or  x-ray  evidence  of  attempts  at  anky- 
losis. Last  observation,  twenty  months  follow- 
ing operation,  revealed  that  she  was  walking 
with  a brace  and  that  the  instability  was  unim- 
proved. 

Case  2. — R.  T.,  a 58-year-old  male  steward, 
bom  in  Austria.  Symptoms  in  left  knee  for  five 
weeks.  Onset  was  that  of  an  inflammatory 
process,  redness,  swelling,  and  temperature  of 
102  F.  Complained  of  sharp  pains,  inter- 
mittent in  character,  in  both  legs  as  well  as  in 
the  left  knee  (probably  lightning  pains).  After 
the  inflammation  at  the  knee  subsided,  he  found 
he  could  not  walk.  This  was  his  chief  com- 
plaint at  the  time  of  operation,  and  was  due  to 
instability. 

Luetic  history  for  thirty-eight  years.  Con- 
siderable treatment  by  mercury  and  salvarsan 
at  various  times.  General  physical  status  fairly 
good.  Pupils:  loss  of  light  reflex.  Knee  jerks 
absent.  Blood  Wassermann  1 plus,  spinal 
fluid  Wassermann  4 plus.  Colloidal  gold  curve 
1122331000. 
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Left  knee:  moderate  swelling,  marked  in- 

stability, and  advanced  degenerative  changes 
(roentgenogram  shown  in  Fig.  1). 

No  other  Charcot’s  lesions. 

Operation  on  February  21,  1934.  Marked 
destructive  changes,  particularly  in  medial  tibial 
tuberosity  where  destruction  to  a depth  of  iy2 
inches  was  encountered.  The  patella  was  used 
to  fill  this  defect.  Postoperative  convalescence 
satisfactory,  wound  healed  normally.  Intensive 
antiluetic  therapy  was  administered  by  the  De- 
partment of  Dermatology  and  Syphilology. 
This  treatment  has  been  continued  at  appro- 
priate intervals  for  a slowly  progressive  tabo- 


Fig.  5,  Case  3.  Roentgenogram  of  left  knee 
on  April  17,  1935.  Area  of  degeneration  has 
been  retouched. 

paresis.  Splintage  was  enforced  for  a total  of 
three  years  by  cast  and  brace.  During  most  of 
this  time  he  worked,  running  a lunch  stand.  He 
developed  an  additional  Charcot’s  joint  of  the 
left  subastragaloid  joint.  Fig.  2 shows  this 
ankle  at  the  time  of  operation,  and  Fig.  3 shows 
it  nine  months  later.  Thus,  in  the  same  limb  a 
constructive  healing  process  occurred  at  the  site 
of  operation,  while  a new  focus  of  neurotrophic 
disturbance  proceeded  at  the  ankle.  This  focus 
has  given  him  practically  no  bother  in  four  and 
a half  years. 

Result:  solid  clinical  and  x-ray  fusion.  Fig.  4 
shows  recent  x-ray  status.  Note  the  improved 
quality  of  the  bone  at  the  knee  area. 

Case  3. — A.  K.,  a 49-year-old  male  salesman, 
born  in  the  United  States.  Symptoms  referable 
to  the  left  knee  for  seven  months.  Limp,  but 


Fig.  6,  Case  3.  Roentgenogram  of  left  knee  on 
September  9,  1935,  showing  advance  in  process. 

little  pain  at  onset.  Pain  became  progressively 
worse.  It  was  sharp,  cutting,  and  definitely 
localized  in  one  spot,  just  medial  to  the  patella. 
The  limp  became  progressively  worse. 

Chief  complaint  at  time  of  operation:  pain, 
only  on  walking,  accompanied  by  a grinding 
inside  the  joint. 

Luetic  history  for  twenty  years.  Malarial 
therapy  in  1932  and  a negative  blood  and  spinal 
fluid  since  that  time.  General  physical  status 
good.  Pupils  normal,  left  knee  jerk  and  ankle 
jerks  absent. 

Left  knee:  mild  swelling  principally  due  to 
effusion  within  the  joint,  and  slight  instability. 
Figs.  5 and  6 show  the  development  of  the 
process  from  April  17,  1935,  to  September  9, 
1935.  Fig.  5 has  been  retouched  to  show  the 
beginning  area  of  degeneration,  because  it  was 
only  on  careful  review  that  these  roentgeno- 
graphic  changes  were  noted.  It  is  in  this  type 
of  case,  if  a remembered  injury  to  the  knee 
preceded  the  x-ray,  that  trauma  might  well  be 
considered  the  agent  of  etiology. 

Operation  on  November  20,  1935.  Destruc- 
tion and  partial  avulsion  of  the  cartilage  of  the 
medial  condyle,  with  an  underlying  cavern  of- 
bone  destruction.  Postoperative  convalescence 
complicated  by  a persistent  cystitis  (urethral 
stricture).  Knee  wound  healed  normally. 

Splintage  was  enforced  by  plaster  and  brace 
for  seventeen  months.  The  brace  was  removed 
gradually,  so  that  at  the  end  of  twenty-one 
months  it  was  discarded. 

Result;  solid  clinical  and  x-ray  fusion,  with 
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Fig.  7,  Case  3.  Roentgenogram  of  left  knee 
twenty-one  months  after  fusion. 

return  to  his  job  as  a salesman.  Fig.  7 shows 
the  x-rays  twenty-one  months  after  fusion. 

Case  4. — J.  B.,  a 57-year-old  male  truckdriver, 
bom  in  the  United  States.  Symptoms  referable 
to  right  knee  twenty-six  years  before  admission, 
caused  a diagnosis  of  Charcot’s  knee  to  be  made 
at  that  time,  and  a brace  was  applied  at  a New 
York  hospital.  He  wore  the  brace  for  one  and 
a half  years,  then  discarded  it,  and  continued  at 
his  job  without  disability  until  six  months  prior 
to  admission. 

Chief  complaint  at  time  of  operation  was  a 
hugely  deformed,  unstable  knee,  for  which  he 
was  unable  to  wear  either  a brace  or  cast  because 
of  resultant  pressure  sores. 

Luetic  and  treatment  history  negative.  Gen- 
eral physical  status  fair.  Pupils  failed  to  react 
to  light.  Knee  jerks  absent.  Blood  and  spinal 
fluid  Wassermann  negative.  Colloidal  gold 
curve  negative. 

Right  knee:  massive  swelling  and  deformity, 
extreme  instability. 

Additional  Charcot’s  joint,  left  knee. 

Operation  on  February  7,  1938.  Gross  dis- 
organization of  all  joint  structures.  Drilling  of 
bone  ends  and  a sliding  bone  graft  were  em- 
ployed as  additional  measures.  Postoperative 
convalescence  satisfactory.  Splintage  was  em- 
ployed by  plaster  spica  for  five  to  six  months, 
in  which  he  walked  with  aid  of  crutches.  Union 
was  solid  at  the  end  of  this  period  but  additional 
splintage  by  circular  leg  plaster  was  enforced 
for  several  more  months. 

Result:  solid  clinical  and  x-ray  fusion.  He 
was  allowed  to  return  to  work. 


Case  5. — J.  L.,  a 39-year-old  male  dockworker, 
bom  in  the  United  States.  Symptoms  referable 
to  right  knee  for  about  three  months  prior  to 
admission.  The  swelling  developed  without  ap- 
parent cause,  became  progressively  worse,  and  a 
bowleg  developed  at  the  knee.  He  did  recall  an 
injury  to  this  same  joint  three  years  before,  at 
which  time  he  fell  and  believed  he  fractured  a 
bone,  but  no  x-rays  were  made  and  he  received 
no  treatment  except  a week’s  rest  in  bed. 

Chief  complaint  at  time  of  operation:  insta- 
bility. 

Luetic  and  treatment  history  negative.  Gen- 
eral physical  status  good.  Pupils  equal,  reacted 
to  light.  Knee  and  ankle  jerks  absent.  Blood 
and  spinal  Wassermann  4 plus.  Colloidal  gold 
curve  0112100000. 

Right  knee:  painless,  moderate  swelling,  de- 
formity, and  instability. 

Operation  on  April  4,  1938.  Marked  destruc- 
tive changes  in  the  medial  tibial  tuberosity. 
Bone  ends  drilled.  Postoperative  course : wound 
healed  by  primary  union  in  normal  time.  Splint- 
age by  plaster  of  paris  for  seven  months,  then  a 
knee  brace,  which  he  still  wears  eleven  months 
after  operation. 

Result:  solid  clinical  union,  progressing  bony 
ankylosis  by  x-ray. 

Case  6. — F.  P.,  a 43-year-old  male  restaurant 
worker,  bom  in  Italy.  Symptoms  referable  to 
right  knee  for  sixteen  months.  Onset  by  injury : 
stumbled  and  struck  right  knee  against  a box. 
Required  a doctor’s  care,  and  became  progres- 
sively worse,  so  that  after  two  months  he  was 
hospitalized  and  splints  applied. 

Chief  complaint  at  time  of  operation:  insta- 
bility. 

Luetic  and  treatment  history  negative.  Gen- 
eral physical  status  only  fair.  Pupils  fixed,  ankle 
jerks  absent,  Romberg  positive  Blood  Wasser- 
mann negative,  spinal  Wassermann  4 plus. 
Colloidal  gold  curve  not  typical  but  suggestive 
of  lues. 

Right  knee:  marked  swelling,  deformity,  and 
instability.  Complaint  of  pain  on  walking. 

Associated  lesions:  Charcot’s  disease  left  first 
metatarsal-cuneform  joint. 

Operation  on  December  7, 1938.  Joint  grossly 
disorganized.  Marked  destmctive  change  in 
medial  tibial  tuberosity.  Drilling  of  bone  ends 
and  a sliding  graft  from  femur.  Postoperative 
course  satisfactory,  wound  healed  by  primary 
union.  Removal  of  spica  at  end  of  three  months 
revealed  a reassuring  degree  of  stability  for  that 
period.  A long  leg  plaster  was  applied,  as  it 
became  necessary  to  transfer  him  to  another 
institution  for  developing  paretic  manifesta- 
tions. 
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Conclusions 

The  method  of  arthrodesis  and  post- 
operative treatment  that  has  been  em- 
ployed in  6 cases  of  Charcot’s  disease  of 
the  knee  during  the  past  seven  years  is 
outlined.  Efficient,  adequate,  and  pro- 
longed splintage  is  stressed  as  a require- 
ment in  most  cases. 

These  cases  are  reported  with  their  re- 
spective roentgenograms.  One  case  has 
been  operated  upon  too  recently  to  in- 
clude it  as  an  end  result,  although  a very 
reassuring  state  of  solidity  exists  two  and 
a half  months  after  arthrodesis.  Of  the 
5 remaining  cases,  1 was  a frank  failure, 
showing  at  no  time  any  attempt  at  anky- 
losis, 1 is  clinically  solid  and  roentgeno- 
graphically  satisfactory  for  progressing 
ankylosis  at  the  end  of  ten  months,  and  3 
are  clinically  and  roentgenographically 
solid  at  the  end  of  one,  three,  and  five 
years,  respectively. 

Operative  fusion  for  Charcot’s  disease  of 
the  knee  joint  is  felt  to  be  the  treatment 
of  choice  in  most  instances.  The  length  of 
existence  of  the  disease  and  the  degree 
of  its  advancement  have  not  been  found 
as  contraindications  to  such  treatment. 

References 

1.  Reed,  J.  V.,  and  Emerson,  C.  P.:  The  Relation- 
ship Between  Injury  and  Disease,  Ed.  1,  Indianapolis, 
The  Bobbs-Merrill  Co.,  1938,  p.  478. 

2.  Steindler,  A.:  J.A.M.A.  96:  250  (Jan.  24)  1931. 

3.  Cleveland,  M.,  and  Smith,  A.:  J.  Bone  & Joint 

Surg.  13:  849  (Oct.)  1931. 

4.  Cleveland,  M.:  J.  Bone  & Joint  Surg.  17:  1931 
(Oct.)  1935. 

5.  Soto- Hall,  R.:  Ann.  Surg.  108:  124  (July)  1938. 

6.  Cleveland,  M.:  Am.  J.  Surg.  43:  580  (Feb.)  1939. 

7.  Krida,  A.:  J.  Bone  & Joint  Surg.  23:  212  (Jan.) 
1925. 


Discussions  of  the  Symposium  Papers 
Dr.  George  L.  Inge,  New  York  City — From 
any  discussion  of  the  surgical  treatment  of 
chronic  arthritis,  one  inevitably  comes  away 
with  the  feeling  of  how  very  desirable  it  is  to 
prevent  the  deformities  and  disabilities  encoun- 
tered in  the  late  stages  of  this  disease.  All  the 
operations  suggested  are  but  makeshifts  and  at- 
tempts at  salvage.  Because  of  the  disinterest 
among  medical  men  generally  in  early  and  acute 
arthritis,  the  problem  of  treatment  in  those 
stages  is  being  put  more  and  more  up  to  the 
orthopedic  surgeon,  and  probably  this  is  as  it 
should  be.  Yet,  however  intelligent  the  early 
treatment,  we  shall  undoubtedly  continue  to  see 
the  painful,  stiff,  disorganized  joints  of  these  un- 


happy people,  and  the  ingenuity  of  the  ortho- 
pedist taxed  severely  in  the  effort  to  relieve  them. 

It  seems  definite  at  the  present  time  that  there 
is  no  surgical  procedure  that  one  can  expect  to 
change  the  course  of  the  disease  itself.  Dr.  Selig 
has  mentioned  the  failure  of  operations  upon  the 
sympathetic  nervous  system  to  improve  arthritic 
joints;  Dr.  Swett  has  often  emphasized  the  fact 
that  removal  of  a hypertrophied  synovial  mem- 
brane, although  it  improves  the  local  condition 
of  the  joint,  cannot  be  depended  upon  to  alter 
the  course  of  the  disease  elsewhere.  We  are 
therefore  called  upon  to  relieve  either  pain  or 
stiffness  or  instability  in  individual  joints  af- 
fected by  rheumatoid-  or  osteoarthritis.  In  view 
of  the  nature  of  these  operations  it  should  be 
understood  that  they  are  to  be  used  only  after 
intelligent  conservative  treatment  has  failed  to 
obtain  the  desired  end. 

Dr.  Selig  has  mentioned  the  chief  surgical  pro- 
cedures used  in  chronic  arthritis,  with  a brief 
estimation  of  their  value.  With  his  estimates 
most  of  us  will  probably  agree : that  a fused  hip 
in  good  position  is  superior  to  one  that  has  pain- 
ful motion;  that  arthroplasties  are  apt  to  be 
painful  if  significant  motion  is  present,  and  that 
therefore  a fused  hip  in  good  position  is  superior 
to  arthroplasty  unless  the  disease  is  bilateral; 
also,  that  resection  of  the  elbow  is  far  preferable 
to  arthroplasty  at  that  joint. 

At  the  New  York  Orthopedic  Hospital  we 
have  been  quite  disappointed  in  the  results  ob- 
tained with  the  acetabuloplasty  of  Smith-Peter- 
sen  in  osteoarthritis.  This  is  a relatively  simple 
procedure  and  theoretically  it  should  be  useful, 
but  most  of  the  patients  in  our  small  series  have 
come  to  hip  fusion  subsequently  because  of  pain. 
With  the  “forage”  or  drilling  of  the  femoral  neck 
for  arthritis  we  have  had  no  experience;  a priori 
I should  be  very  skeptical  of  its  usefulness. 

Of  all  the  surgical  procedures  used  in  chronic 
arthritis,  synovectomy  alone  offers  the  chance  of 
restoring  practically  normal  joints  in  properly 
selected  cases.  Its  usefulness  is  found  especially 
in  chronic  synovitis  of  the  knee,  although  it  has 
been  used  in  the  ankle  and  the  small  joints  of  the 
hand.  Dr.  Swett  has  had  more  experience  with 
the  operation  than  any  other  individual,  and  in  a 
recent  analysis  of  86  synovectomies  performed 
at  the  New  York  Orthopedic  Hospital  it  was 
found  that,  in  those  cases  selected  according  to 
the  principles  laid  down  by  Swett,  there  were 
more  than  90  per  cent  excellent  results  anatomi- 
cally, symptomatically,  and  functionally.  The 
failures  of  synovectomy  have  been  mostly  due  to 
lack  of  adherence  to  those  principles. 

I did  not  have  the  privilege  of  reading  before- 
hand the  paper  that  you  have  just  heard  on  ar- 
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throplasty,  so  that  I was  unable  to  include  a 
formal  discussion  of  it.  However,  in  general  it 
may  be  said  that  arthroplasty  in  chronic  arthritis 
has  a twofold  threat  of  failure:  it  creates  a joint 
with  bad  mechanics  in  a patient  who  already 
has  arthritis  and  a tendency  to  painful  ankylosis. 
Hence  careful  analysis  of  the  results  of  arthro- 
plasties reveals  that  they  look  much  better  on 
the  operating  table  than  they  do  in  the  follow- 
up clinic.  Arthrodesis  is  certainly  preferable  in 
unilateral  cases,  while  in  the  bilateral  deliberate 
pseudarthrosis,  formation  is  probably  the  method 
of  choice,  especially  in  rheumatoid  arthritis. 

The  Charcot  knee  is  a very  different  entity 
from  the  joints  discussed  above.  There  is  no 
doubt  that  these  joints  are  often  so  unstable  that 
braces  cannot  support  them,  and  ankylosis  is 
the  most  desirable  form  of  treatment.  Dr. 
McCauley  has  very  correctly  drawn  attention  to 
the  technical  difficulty  of  obtaining  fusion  in  this 
type  of  knee,  and  it  is  probable  that  everyone’s 
experience  has  been  similar.  Drilling  of  the 
bone  ends  should  help  to  ensure  fusion,  but 
ankylosis  is  so  much  to  be  desired  in  these  knees 
that  it  is  worth  while  even  if  two  or  three  at- 
tempts have  to  be  made  to  attain  it. 

Dr.  Richard  S.  Farr,  Syracuse,  New  York — 
It  is  most  encouraging  to  listen  to  a symposium 
such  as  we  have  heard  this  morning.  It  is  the 
first  duty  of  the  orthopedic  surgeon  to  prevent 
deformity  in  these  cases  and  he  should  be  called 
early  before  deformity  has  occurred. 

Atrophic  arthritis  is  multiple  and  occurs  in 
the  young.  When  operation  is  necessary  the 
patients  are  often  in  poor  physical  condition. 
This  should  be  corrected  before  they  are  sub- 
jected to  operation.  Dr.  Swett  brought  that 
out  very  well  in  his  paper,  and  it  should  be 
emphasized.  Atrophy  of  the  muscles  is  marked 
and  poor  musculature  may  be  the  cause  of  fail- 
ure in  synovectomy  or  arthroplasty.  Atrophy 
of  the  bone  with  punched  out  areas  and  also 
thickening  of  the  capsule  are  other  variations 
that  will  not  respond  to  synovectomy.  Arthro- 
desis may  be  indicated  in  these  cases. 

Osteoarthritis  occurs  in  older  people  and  is 
frequently  monarticular.  In  this  type  the  prog- 
ress may  stop  at  any  stage.  Relief  of  weight- 
bearing with  medical  care  often  relieves  the  pain. 
If  pain  continues,  arthrodesis  may  be  the 
method  of  choice. 

After  all,  each  case  is  an  individual  problem, 
and  surgical  procedure  and  the  proper  time  for 
operation  are  the  responsibilities  of  the  surgeon. 
No  cut  and  dried  rules  can  be  given.  But  we 
know  that  arthrodesis  will  relieve  pain,  arthro- 
plasty will  restore  a useful  range  of  motion,  re- 
section will  give  motion  and  sacrifice  stability, 


and  correction  of  the  deformity  will  often  re- 
habilitate a chronic  arthritic  invalid.  Not  many 
cases  are  made  worse  by  surgery. 

Dr.  McCauley  offers  us  great  hope  in  Charcot 
joints.  His  results  are  essentially  very  good. 
Arthrodesis  is  the  operation  in  Charcot  knee. 
Again,  early  recognition  of  a syphilitic  patient 
before  neurologic  symptoms  develop  would  per- 
haps prevent  the  joint  changes  that  take  place 
late  in  the  disease,  providing  adequate  treatment 
is  carried  out.  Lumbar  puncture  is  the  only 
means  of  diagnosis,  and  will  determine  the 
changes  in  the  nervous  system  before  physical 
signs  appear. 

Dr.  Selig  has  outlined  the  various  operations 
for  the  relief  of  the  patient  with  chronic  arthritis. 
His  descriptions  have  of  necessity  been  brief 
because  of  the  variety  of  procedures  that  have 
been  advocated.  Arthritis  is  a general  disease. 
The  manifestation  in  the  joint  is  local  and  is  an 
inflammatory  process.  The  resulting  ankylosis 
is  a scar.  Your  choice  of  procedure  in  removing 
the  scar  may  be  successful  if  the  correct  operation 
is  performed  at  the  proper  time. 

Dr.  Heywood  H.  Hopkins,  Rochester,  New 
York — The  paper  just  given  by  Dr.  Seth  Selig, 
which  refers  to  the  use  of  vitallium  as  a method 
of  doing  an  arthroplasty  of  the  hip,  is  of  great 
interest  to  me  and  it  might  be  of  interest  to  you 
to  know  that  the  first  arthroplasty  ever  done  in 
a human  subject  with  the  use  of  vitallium  was 
done  by  me  and  my  associate  Dr.  Frederick  N. 
Zuck  at  the  Veterans  Hospital  in  Bath,  New 
York,  on  February  11,  1938,  with  a vitallium 
cup  that  was  made  from  our  original  models  of 
human  hips.  The  first  article  to  appear  in  print 
on  this  subject  was  the  article  Arthroplasty  of  the 
Hip  with  the  Use  of  Vitallium  Cup,  appearing  in 
the  July,  1938,  issue  of  the  Medical  Bulletin  of 
the  Veterans  Administration,  Vol.  15,  No.  1,  by 
myself  and  Dr.  Zuck. 

Since  doing  this  first  case,  4 others  have  been 
done  with  our  type  cup,  and  I am  happy  to  re- 
port that  all  are  showing  satisfactory  progress. 
The  first  case  was  a man  who  had  been  confined 
to  bed  for  seven  years  and  when  last  seen  re- 
cently he  was  able  to  walk  for  a mile  or  more, 
ascend  stairs,  and  sit  erect,  and  he  has  a good 
functioning  joint  with  right-angle  flexion  and 
adequate  abduction,  adduction,  and  both  in- 
ternal and  external  rotation  without  pain. 

Our  type  cup  has  been  used  in  one  of  the 
above  cases  to  replace  a Smith-Petersen  glass 
cup  which  had  broken  and  become  painful. 

We  feel  that  the  use  of  vitallium  cups  is  justi- 
fied in  doing  hip  arthroplasties  and  see  no  reason 
why  the  patients  should  not  get  excellent  results 
from  this  type  of  surgical  procedure. 
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This  question  of  government  practice  of 
medicine  involves  more  than  the  mere  fate 
of  the  doctor.  The  profession  has  no  right  to  con- 
sider it  only  in  terms  of  its  personal  interests. 
The  fate  of  the  patient  also  is  involved,  and  per- 
haps the  destiny  in  this  country  of  democracy 
itself. 

What  is  democracy?  It  is  a national  way  of 
life.  Its  principal  characteristic  is  that  a 
citizen  acts  by  himself  and  for  himself,  in  the 
conduct  of  his  private  affairs,  with  the  least  pos- 
sible interference  from  government.  What  is 
autocracy?  Its  characteristic  is  that  the  state 
acts  for  the  citizen  in  many  of  his  private  affairs, 
and,  by  the  exertion  of  force,  requires  him  to  con- 
form to  a way  of  life  that  may  be  wholly  at 
variance  with  his  wishes. 

Democracy  is  always  in  danger.  It  must  con- 
stantly be  defended.  At  all  times  and  in  all  ages, 
the  urge  for  power  has  animated  some  of  our  most 
energetic  and  intelligent  citizens.  Thinking  they 
know  best  what  is  good  for  others,  they  seek, 
under  various  guises  or  disguises,  to  assert 
authoritarian  control.  Gradually  greater  power 
is  assumed,  always  ostensibly  for  the  good  of  the 
people.  We  are  now  in  such  an  era. 

History  records  that  free  peoples  are  seldom 
divested  of  their  liberties  suddenly.  The  seeds 
of  disintegration  are  first  sown.  The  malcontents 
and  discontents  are  told  that  they  are  entitled 
to  more  of  the  world’s  goods  than  they  are  get- 
ting. They  swallow  the  promise  of  the  politician, 
and,  for  paltry  subsidies,  give  up  first  one  and 
then  another  of  their  rights  and  privileges,  until 
finally  they  are  intellectually  and  morally  bank- 
rupt. They  give  far  more  than  they  get  but  they 
don’t  know  it. 

Gracchus  in  ancient  Rome  made  himself  for- 
ever famous  by  one  of  the  earliest  pieces  of 
social  legislation  of  which  we  have  record.  It 
was  the  two-price  system  for  wheat.  The  grain 
subsidy  was  needed  to  mitigate  the  evils  of  un- 
employment. Soon  this  became  direct  relief. 
At  one  time  the  right  to  free  food  was  hereditary. 
Later,  grain  distribution  was  withdrawn  by  Sulla, 
who  had  an  army  to  enforce  his  decrees.  Public 
pressure  demanded  restoration  of  the  bounty. 
Claudius  ran  for  tribune  on  a free  wheat  platform. 
A decade  later  Julius  Caesar  came  to  power  and 
found  320,000  persons  on  grain  relief.  Caesar 
became  a dictator.  He  no  longer  needed  the 
votes  of  citizens.  Promptly  he  promoted  the 
migration  of  the  reliefers  from  Rome,  where  they 
had  been  basking  in  the  bright  lights.  He  cut 
150,000  off  the  rolls  with  a means  test.  Next, 
80,000  citizens  were  sent  overseas.  A dictator 
can  quickly  cure  the  evils  brought  upon  democ- 
racy by  a demagogue.  But  the  cure  is  worse 
than  the  disease. 

I wish  to  make  the  point  that  dictatorship  had 


to  come;  that  only  dictatorship  can  end  the 
vices  of  a system  by  which  the  competent  persons 
in  the  community  are  required  to  carry  the  in- 
competent. The  time  comes  when  a major 
surgical  operation  is  required.  The  work  of  the 
world  must  be  done.  Under  a paternalistic 
government  the  demands  of  those  who  prefer 
life’s  bounties  to  life’s  burdens  increase  until  their 
number  is  so  great  that  the  industrious  and 
thrifty  revolt  at  the  load  of  taxation  they  must 
carry.  Only  a dictatorship,  then,  can  force  the 
parasites  to  contribute  their  share. 

One  of  the  great  lessons  of  history  is  that  the 
first  step  toward  autocracy  from  democracy  is 
the  sufferance  by  the  people  of  a paternalistic 
government,  and  the  acceptance  by  the  people 
of  subsidies — which  are  not  subsidies  at  all,  be- 
cause in  the  end  the  people  have  to  pay  for  them. 

I have  cited  the  example  of  free  wheat  and  the 
dictatorship  that  followed  only  as  an  illustration. 
I do  not  doubt  that  if  private  enterprise  in  an- 
cient Rome  had  built  the  machinery  of  medical 
care  to  be  as  successful  and  as  commonly  avail- 
able as  doctors  have  made  it  today,  this  too  would 
have  been  offered  as  a free  boon  by  the  dema- 
gogues who  sought  a cheap  and  easy  way  to  ob- 
tain political  power. 

In  Athens,  in  Rome,  in  Europe  today,  the 
conflict  is  raging  to  decide  whether  force  or  in- 
telligence shall  rule.  The  conflict  is  on  in  this 
country.  It  is  here  in  the  Bronx  tonight.  Is 
force  to  rule  or  is  intelligence  to  rule?  Com- 
munism or  democracy?  Fascism  or  democracy? 
Call  it  national  socialism,  or  collectivism,  or 
paternalism,  or  state  medicine,  it  is  all  one  and 
the  same  thing:  Force,  exerted  by  the  state  on 

the  citizens.  State  medicine  is  forced  medicine. 
You’ll  take  it  and  like  it.  It  is  the  doctor’s  dole. 
You’ll  do  what  you’re  told.  You’ll  get  a dollar 
from  a bureaucrat  and  wear  his  collar  forever. 
The  patient  will  give  up  his  freedom  of  choice 
of  physician  for  the  illusory  benefit  of  medical 
care  he  may  consider  to  be  of  questionable 
quality  because  he  does  not  have  to  pay  anything 
to  get  it. 

How  much,  then,  will  quality  count,  when  the 
emphasis  is  bound  to  be  on  quantity?  You  will 
see  fifty  or  sixty  patients  a day.  They  will  dis- 
trust you,  you  will  suspect  them.  A beautiful 
relationship!  All  this,  let  me  remind  you,  to 
obtain  a sense  of  security  at  the  hands  of  a 
government  that  can  instantly  cut  down  your 
dole  after  you  are  well  regimented,  if  it  becomes 
necessary  to  raise  the  wherewithal  to  satisfy  some 
new  clamoring  group  of  malcontents. 

It  is  shortsighted  to  accept  this  patrimony 
when  the  price  you  pay  is  loss  of  freedom  and 
disparagement  of  the  quality  of  your  service. 
But  such  shortsightedness  is  not  unknown  among 
professional  men,  or  among  those  who  call  them- 
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selves  professional  men.  The  fee-splitter  is 
shortsighted.  He  sells  his  honor  and  his  sure 
intent  for  a fee  that  he  has  not  earned,  and  he 
obtains  it  in  such  a way  that  if  the  patient  were 
aware  of  it  he  would  get  another  doctor.  Fee- 
splitting is  an  admission  of  failure.  It  is  a con- 
fession, a disgraceful  confession  of  incompetence. 
The  fee-splitter  is  a moral  indigent.  I will  not 
say  that  he  is  always  an  advocate  of  state  control 
of  the  practice  of  medicine,  or  that  all  advocates 
of  state  medicine  are  fee-splitters,  but  to  my 
nostrils  there  is  an  aroma  about  the  behavior  of 
both  of  them  that  makes  them  kin.  Rather  than 
gird  their  loins  through  the  lean  years,  and  “take 
it,”  they  both  seek  the  dubious  dollar.  They 
have  that  in  common,  and  by  their  voluntary 
acts  they  become  professionally  disfranchised. 

You  know  the  story  of  the  struggle  in  the 
Middle  Ages  between  king  and  nobility,  no- 
bility and  burghers.  In  the  14th,  15th,  and  16th 
centuries  no  citizens  other  than  the  burghers 
had  any  rights  or  privileges,  unless  granted  by 
the  feudal  lord.  Then  came  the  struggle  for  the 
right  of  individual  conscience.  In  the  17th  and 
18th  centuries,  the  right  of  property  developed. 
Then  came  the  revolutionary  individualism  of  the 
French  and  American  revolutions,  vesting  in  the 
citizen  many  rights  and  privileges  with  few 
powers  granted  to  the  state,  and  all  those  not 
specifically  granted  residing  in  the  people. 

I conceive  state  medicine  as  the  first  step 
toward  authoritarian  government  in  this  country, 
because  it  will  involve  so  many  millions  of  our 
population  in  the  grip  of  its  regimentation.  If 
I were  a Communist,  intent  on  changing  the 
form  of  our  society  by  a technic  of  infiltration, 
gradually  destroying  individualism,  I would 
start  precisely  with  medical  care.  It  is  the 


logical  place  to  insert  the  entering  wedge.  Throw 
the  doctor  a bone  to  chew  on,  walk  in  the  door 
of  the  American  home  and  say : “I  will  bring  you 
a doctor  and  you  will  not  have  to  pay  him.”  This 
is  far  closer  to  being  sure-fire  stuff  for  these  times 
than  the  free  wheat  of  Claudius.  That,  as  we 
have  seen,  resulted  later  in  a dictatorship  to  force 
the  people  back  to  work  to  avoid  national  in- 
solvency. We  do  not  have  the  advantage  of 
knowing  whether  free  medical  care  for  the  people 
of  Rome  would  have  facilitated  the  corruption 
of  the  populace.  Medical  care  in  Rome  was  not 
understood  or  highly  regarded  by  the  populace, 
but  I do  not  doubt  that  if  Claudius  were  here  to- 
day he  would  consider  it  a “natural.”  The 
creation  of  a modern  dictatorship  uses  modern 
tools,  but  the  philosophy  is  the  same.  Destroy 
the  people  with  gifts.  The  means  differ,  the 
ends  are  identical. 

It  has  taken  centuries  of  struggle  to  produce 
the  democracy  we  have  today.  Liberties  we 
enjoy  and  take  as  a matter  of  course  have  been 
won  for  us  by  our  ancestors  only  by  the  loss  of 
life,  by  imprisonment,  by  persecution,  by  exile. 
If  we  do  not  value  our  freedom  and  our  institu- 
tions enough  to  struggle  against  government 
patrimony  to  retain  them,  we  shall  lose  them. 
He  who  leans  on  the  state  will  be  crushed  when 
the  state,  lacking  his  support,  totters  and  falls 
on  him. 

Let  us  resist  beginnings.  The  state  cannot 
prosper  through  the  enslavement  of  the  people. 
What  we  have  had  to  fight  to  obtain  we  must 
fight  to  retain.  As  professional  men,  citizens  of 
a democracy,  we  should  be  leaders  in  the  age-old 
struggle  for  individual  rights  and  liberties,  which 
at  this  moment  of  American  history  is  approach- 
ing a crisis. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Biagio  Bartoli 

71 

Naples 

October  15 

Manhattan 

Jacob  L.  Brower 

66 

L.  I.  C.  Hosp. 

October  14 

Manhattan 

Duncan  A.  Dobie 

80 

Toronto 

October  23 

Manhattan 

Johanna  B.  Leo 

75 

W.  M.  C.  Pa. 

October  20 

Manhattan 

Roberto  F.  Mastella 

42 

Univ.  Rome 

October  15 

New  Rochelle 

M.  Clifford  Pardee 

71 

N.  Y.  Horn. 

October  25 

Brooklyn 

Augusta  P.  Schultz 

67 

N.  Y.M.  C.&H.  Worn. 

October  19 

Bronx 

William  H.  Snyder 

66 

N.  Y.  Horn. 

October  17 

Newburgh 

Willard  R.  Starks 

74 

Michigan 

October  6 

Chatham 

George  Stevenson 

77 

Jefferson 

September  11 

Mount  Morris 

Adam  H.  Straub 

73 

L.  I.  C.  Hosp. 

July  2 

Brooklyn  & 
Manhattan 

L.  Edward  Villiaume 

62 

Buffalo 

October  16 

Buffalo 

Owen  M.  Waller 

71 

Howard 

October  12 

Brooklyn 

Clarence  B.  Whittemore 

48 

Jefferson 

October  22 

Johnson  City 

Society  Activities 


Malpractice  Insurance  Under  Group  Plan 


*■  I ’he  parent  company  of  the  Yorkshire  In- 
* demnity  Company  of  New  York  is  the  York- 
shire Insurance  Company,  Ltd.,  of  England. 
For  that  reason,  in  the  present  war  situation 
some  members  of  the  Society  have  asked  whether 
that  connection  would  in  any  way  involve  the 
financial  status  of  the  Yorkshire  Indemnity 
Company  of  New  York.  This  matter  has  been 
carefully  scrutinized  by  the  Malpractice  Defense 
and  Insurance  Committee  of  the  Council,  and 
Mr.  H.  F.  Wanvig,  the  Indemnity  Representa- 
tive of  the  Medical  Society  of  the  State  of  New 
York.  The  answer,  which  is  entirely  satis- 
factory to  the  Council,  is  that  the  assets  of  the 
Yorkshire  Indemnity  Company  of  New  York 
will  not  be  affected  in  any  way  by  the  war.  The 
following  letter  has  been  received  by  Mr. 
Wanvig  from  the  Insurance  Department  of  the 
State  of  New  York. 

Mr.  H.  F.  Wanvig,  Indemnity  Representative 
Medical  Society  of  the  State  of  New  York 
70  Pine  Street 
New  York  City 

Dear  Sir: 

This  will  acknowledge  yours  of  September 
28th,  in  which  you  presented  a series  of  questions 
concerning  the  Yorkshire  Indemnity  Company 
of  New  York. 


To  permit  of  more  efficient  treatment  of  the 
subject,  we  have  chosen  to  answer  your  ques- 
tions in  the  order  of  their  submission. 

1.  The  Yorkshire  Indemnity  Company  of 
New  York  is  a New  York  State  corporation  and 
from  the  statements  filed  by  the  company  with 
this  department,  it  would  appear  that  all  of  its 
assets  are  held  within  the  United  States. 

2.  Statements  filed  by  the  company  with 
this  department  would  seem  to  indicate  that  its 
financial  condition  is  more  than  adequate  to 
meet  the  requirements  of  this  department  for 
the  lines  of  business  authorized.  Examinations 
made  by  this  department  would  also  tend  to 
show  that  the  reserves  maintained  by  the  com- 
pany are  adequate  to  discharge  its  liabilities. 

3.  Since  the  company  must  at  all  times  main- 
tain a capital  and  surplus  commensurate  with 
the  requirements  of  this  department  for  the 
lines  of  business  authorized,  it  is  felt  that  there 
is  little  danger  of  dissipation  of  the  assets  of 
the  company  through  payment  of  dividends  to 
its  parent  company,  the  Yorkshire  Insurance 
Co.,  Ltd. 

We  trust  that  the  foregoing  provides  you  with 
the  information  desired. 

Yours  very  truly, 

Louis  H.  Pink 
Superintendent  of  Insurance 
By  Charles  A.  Wheeler 

State  of  New  York  Chief  of  the  Casualty  Bureau 
Insurance  Department 
New  York  City 
October  6,  1939 


Correspondence 


To  the  Editor: 

May  we,  through  the  pages  of  the  New  York 
State  Journal  of  Medicine , request  that  members 
of  the  Medical  Society  of  the  State  of  New  York 
urge  unlicensed  graduate  nurses  with  whom  they 
may  come  in  contact  to  make  application  im- 
mediately for  a license  to  practice.  Such  appli- 
cation should  be  addressed  to  Miss  Stella  Haw- 
kins, Secretary,  State  Board  of  Nurse  Examiners, 
Albany,  New  York. 

May  we  also  call  attention  to  the  service  that 
is  being  given  by  our  professional  organization  to 
nurses  who  have  found  on  application  that  cer- 
tain deficiencies  need  to  be  corrected.  Any 
nurse  having  received  notice  of  a deficiency  and 
who  wishes  help  may  write  to  the  headquarters 
office  of  the  New  York  State  Nurses  Association, 
152  Washington  Avenue,  Albany,  New  York,  for 
advice. 


An  Advisory  Service  to  Graduate  Nurses  has 
already  been  established  in  Districts  13  and  14 
in  New  York  City  and  Brooklyn  with  a director 
in  charge  who  is  available  for  guidance  and  who 
arranges  such  courses  or  instruction  as  may  be 
necessary. 

New  York  State  registered  nurses,  sponsors  of 
the  nurse  practice  act,  are  eager  to  lend  a hand  to 
those  who  need  assistance  in  order  to  obtain  a 
license.  We  shall  be  grateful  for  the  opportunity 
afforded  by  your  Journal  in  making  known  this 
service. 

Sincerely  yours, 

Emily  J.  Hicks,  R.N. 

Executive  Secretary 

New  York  State  Nurses  Association 

October  13,  1939 
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Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  6,  1940. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name  and 
address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it  will 
not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  1940,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  2 East 
103rd  Street,  New  York  City. 

Eugene  H.  Pool,  M.D.,  Chairman,  Committee  on  Prize  Essays 


LECTURES  TO  THE  LAITY 

The  New  York  Academy  of  Medicine  an- 
nounces its  fifth  (1939-1940)  series  of  Lectures 
to  the  Laity  on  the  “Art  and  Romance  of  Medi- 
cine.” This  series  will  be  inaugurated  by  Mal- 
colm Goodridge,  president  of  the  New  York 
Academy  of  Medicine.  All  lectures  will  be 
given  at  8:15  p.m.  at  the  Academy. 

November  30:  “The  Inheritance  of  Mental 

Disease” — Dr.  Abraham  Myerson,  Clinical  Pro- 
fessor of  Psychiatry,  Harvard  Medical  School, 
Boston. 

The  theories  and  facts  of  the  inheritance  of 
mental  disease,  and  the  value  of  sterilization. 
December  28:  “The  Ascent  from  Bedlam” — 
Dr.  Richard  H.  Hutchings,  Professor  of  Clinical 
Psychiatry,  Emeritus,  Syracuse  University  Medi- 
cal College. 

The  remarkable  growth  of  the  mental  hos- 
pital. Is  mental  disease  increasing?  New 
standards  for  mental  health. 

January  25:  “The  Story  of  Our  Knowledge  of 
the  Blood” — Dr.  Paul  Reznikoff,  Assistant  Pro- 
fessor of  Clinical  Medicine,  Cornell  University 
Medical  College. 

Blood  has  had  a fascinating  importance  for 
humans  since  ancient  times.  The  invention 
of  the  microscope,  and  modern  knowledge  of 
blood.  The  great  medical  significance  of 
the  recent  hematological  discoveries. 


February  29:  “The  Romance  of  Bronchos- 

copy”— Dr.  Chevalier  Jackson  and  Dr.  Chevalier 
L.  Jackson,  Professors  of  Broncho-Esophagology, 
Temple  University  School  of  Medicine,  Phila- 
delphia. 

The  bronchoscope,  what  it  is,  how  it  is  used, 
and  what  is  seen  through  it  will  be  demon- 
strated by  lantern  slides  and  motion  pictures 
March  28:  “The  Story  of  the  Viruses” — Dr. 
Thomas  M.  Rivers,  Director,  The  Hospital  of 
The  Rockefeller  Institute  for  Medical  Research 

The  development  of  knowledge  of  viruses; 
a historical  review,  and  an  evaluation  of  that 
knowledge  in  relation  to  certain  other  biological 
facts. 

April  25:  “Chemical  Warfare  Against  Dis- 
ease”— Dr.  Perrin  H.  Long,  Associate  Professor 
of  Medicine,  Johns  Hopkins  University,  Balti- 
more. 

It  has  been  the  hope  of  physicians  for  many 
years  that  chemical  compounds  would  be 
available  that  would  cure  bacterial  infec- 
tions. Since  the  introduction  of  prontosil. 
remarkable  strides  have  been  made  in  the 
treatment  of  bacterial  infections  with  sulfa- 
nilamide or  its  derivatives.  It  now  ap- 
pears as  though  within  time  the  majority  of 
infectious  diseases  may  be  conquered  by 
chemical  products. 
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Medical  Expense  Indemnity  Insurance 

According  to  the  law  enacted  by  the  last 
Legislature  regarding  the  incorporation  of 
medical  indemnity  groups,  the  Department  of 
Social  Welfare,  as  well  as  the  Department  of 
Insurance,  must  pass  on  applications  for  in- 
corporation before  they  are  accepted  by  the 
Department  of  State.  The  Department  of  Social 
Welfare  has  had  several  conferences  with  repre- 
sentatives of  groups  during  the  summer  and  as  a 
result  of  these  conferences  it  has  announced  the 
following  rules  and  regulations  that  shall  be  fol- 
lowed by  those  seeking  certificates  of  incorpora- 
tion, as  revised  on  October  24,  1939: 

“Whereas,  subdivision  one-b  of  section  eleven 
of  the  Membership  Corporations  Law  (as 
amended  by  L.  1939  ch.  893)  requires  the  con- 
sent of  the  State  Department  of  Social  Welfare 
to  be  endorsed  on  a certificate  of  incorporation 
which  specifies  among  its  purposes  the  establish- 
ment, maintenance  and  operation  of  a medical 
indemnity  plan  as  permitted  under  article  IX-c 
of  the  insurance  law,  and 

“Whereas,  in  the  public  interest  and  in  this 
matter  of  public  concern  it  is  desirable  and  neces- 
sary to  take  certain  steps  to  protect  the  health 
and  welfare  of  individuals  involved  and  to  per- 
form effectively  the  duties  devolved  upon  the 
department  in  this  connection,  therefore  be  it 

“ Resolved , that  a new  rule  to  be  rule  M.C. 
eleven-one  be  adopted  to  read  as  follows : 

M.C.  11-1.  The  consent  of  the  State  Depart- 
ment of  Social  Welfare  to  a certificate  of  incor- 
poration which  specifies  among  its  purposes  the 
establishment,  maintenance  and  operation  of  a 
medical  indemnity  plan  as  permitted  under 
article  IX-c  of  the  insurance  law  shall  not  be 
granted  unless 

A.  the  members  of  the  board  of  directors 
shall  be  of  such  experience  and  standing  as  to 
give  assurance  of  their  ability  to  conduct  the 
affairs  of  the  corporation  in  its  best  interests 
and  the  interests  of  its  subscribers;  and 

B.  such  certificate  provides: 

(1)  of  the  members  of  the  board  of  di- 
rectors at  least  one-third  shall  be  persons  other 
than  physicians  and  at  least  one-third  shall  be 
physicians  duly  licensed  to  practice  in  the  State 
of  New  York. 

(2)  the  board  of  directors  shall  have  one 
member  for  each  one  hundred  thousand  of 
population  in  the  territory  in  which  the  corpora- 
tion is  authorized  to  operate,  but  not  less  than 
six  nor  more  than  twenty-four. 

(3)  the  plan  shall  be  open  to  the  participa- 
tion of  every  duly  licensed  physician  in  the  ter- 
ritory to  be  served. 

(4)  there  shall  be  free  choice  by  subscribers 
of  physicians  admitted  to  such  plans  subject  to 

(a)  the  acceptance  of  patients  by  the 
physician,  and 

(b)  rules  which  the  corporation  may 


adopt  to  regulate  the  professional  activities  of 
participating  physicians. 

M.C.  11-2.  Nothing  in  these  rules  shall  be 
construed  to  limit  the  power  of  a corporation, 
to  which  such  rules  apply,  from  establishing 
conditions  of  participation  of  every  duly  licensed 
physician  in  the  territory  to  be  served  and  from 
providing  appropriate  measures  of  discipline  for 
breaches  thereof.” 

The  House  of  Delegates  of  the  State  Medical 
Society,  at  its  last  meeting  in  Syracuse,  adopted 
the  following  suggestions  with  regard  to  the  aims 
and  objectives  of  such  a corporation: 

1.  It  must  be  nonprofit. 

2.  It  should  involve  cash  indemnity  and  not 
medical  service. 

3.  Patients  must  have  absolute  freedom  of 
choice  in  selecting  a duly  qualified  physician 
from  all  those  qualified  to  practice  and  willing 
to  give  service  within  the  locality  covered  by 
the  operation  of  the  company. 

4.  No  third  party  may  be  permitted  to  come 
between  the  patient  and  his  physician  in  any 
medical  relation.  The  method  of  providing 
service  must  retain  a permanent  confidential 
relation  between  the  patient  and  the  physician. 

5.  The  fees  should  not  be  below  those  of  the 
Workmen’s  Compensation  schedule;  but  there 
must  be  no  interference  with  higher  fees  being 
charged  to  the  higher  income  group. 

6.  Such  control  to  be  exercised  by  or  under 
the  direction  of  the  Medical  Society  of  the  State 
of  New  York  or  one  of  its  component  County 
Societies. 

7.  The  eventual  aim  of  any  plan  should  be  to 
cover  medical  care  in  the  office,  home,  and  hos- 
pital. 

Federal  Health  Insurance  Legislation 

Senator  Lodge,  of  Massachusetts,  introduced 
in  the  Senate  of  the  United  States  on  August 
4,  the  following  health  insurance  bill.  It  was 
read  twice  and  referred  to  the  Committee  on 
Finance.  This  bill  is  still  with  the  Committee 
and  may  be  acted  upon  by  the  next  Congress. 
It  should  be  carefully  studied  and  reactions  re- 
ported to  the  chairmen  of  the  County  Legis- 
lative Committees: 

“To  provide  health  insurance  to  certain 
workers  in  severe  economic  distress. 

“Be  it  enacted  by  the  Senate  and  House  of 
Representatives  of  the  United  States  of  America 
in  Congress  assembled,  That  this  Act  may  be 
cited  as  the  ‘Health  Insurance  Act  of  1939.’ 

“Sec.  2.  The  Social  Security  Act  is  amended 
by  adding  at  the  end  thereof  the  following  new 
title: 

‘TITLE  XII— HEALTH  INSURANCE 
‘Appropriation 

‘Sec.  1201.  For  the  purpose  of  assisting 
qualified  individuals  to  receive  medical  services 
when  they  require  such  care  but  are  without 
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means,  the  Secretary  of  the  Treasury  is  directed 
to  pay  each  month  from  the  “Old-Age  Reserve 
Account”  the  amount  estimated  by  him  and  by 
the  Chairman  of  the  Social  Security  Board 
which  will  be  expended  during  the  month  by 
the  Social  Security  Board  and  the  Treasury 
Department  for  the  administration  of  this  title. 

‘Qualified  Individuals 
‘Sec.  1202.  An  individual  shall  be  qualified 
for  health-insurance  payments  under  this  title 
if — 

‘(a)  he  has  been  registered  as  unemployed  for 
at  least  fifteen  consecutive  weeks  at  a public 
employment  office  or  other  agency  approved  by 
the  Board;  and 

‘ (b)  he  is  not  receiving  an  old-age  benefit  pay- 
ment under  title  II ; and 

‘(c)  he  has  been  paid,  after  December  31, 
1936,  not  less  than  $5,000  in  total  wages  (as  de- 
fined in  section  210  (a))  with  respect  to  employ- 
ment (as  defined  in  section  210  (b));  and 

‘(d)  he  has  been  paid  such  wages,  with  re- 
spect to  such  employment  on  some  three  days 
after  December  31,  1936,  and  before  he  attained 
the  age  of  sixty-five,  each  day  being  in  a dif- 
ferent calendar  year ; and 

‘(e)  he  has  filed  with  the  Social  Security 
Board  (1)  an  application  for  health-insurance 
benefits,  (2)  a bill  for  medical  or  hospital  serv- 
ices rendered  to  him,  and  (3)  the  sworn  affidavit 
of  the  attending  doctor  or  of  the  medical  super- 
visor of  a hospital  furnishing  assistance  to  him, 
that  the  applicant  received  medical  or  hospital 
treatment  from  such  doctor  or  such  hospital 
and  that  the  bill  rendered  is  a reasonable  charge 
for  such  services. 

‘HEALTH-INSURANCE  BENEFIT 
PAYMENTS 

‘Sec.  1203.  (a)  Every  qualified  individual 

shall  be  entitled  in  any  year,  upon  approval  of 
his  application  by  the  Social  Security  Board,  to 
have  forwarded  to  the  doctor  or  hospital  fur- 
nishing him  with  medical  or  hospital  services,  in 
part  or  full  payment,  for  such  services  a sum 
equal  to  all  or  to  any  part  of  the  health-insurance 
benefit  to  which  such  individual  is  entitled  for 
such  year.  The  health-insurance  benefit  to 
which  a qualified  individual  is  entitled  for  any 
year  shall  be  equal  to  one-fifth  of  1 per  centum 
of  his  total  wages,  except  that  such  benefit  shall 
not  be  in  excess  of  $25  for  any  year  and  the 
total  of  all  such  benefits  for  any  individual  shall 
not  be  in  excess  of  $100. 

‘(b)  If  the  Board  finds  at  any  time  that  more 
or  less  than  the  correct  amount  has  theretofore 
been  paid  in  behalf  of  any  individual  under  this 
section,  then,  under  regulations  made  by  the 
Board,  proper  adjustments  shall  be  made  in  con- 
nection with  subsequent  payments  under  this 
section  in  behalf  of  the  same  individual. 

‘REGULATIONS 

‘Sec.  1204.  (a)  The  Board  shall  have  full 

power  and  authority  to  make  rules  and  regula- 
tions and  to  establish  procedures,  not  inconsistent 
with  the  provisions  of  this  title,  which  are  nec- 
essary or  appropriate  to  carry  out  such  pro- 
visions, and  shall  adopt  reasonable  and  proper 
rules  and  regulations  to  regulate  and  provide  for 
the  nature  and  extent  of  the  proofs  and  evidence 
and  the  method  of  taking  and  furnishing  the 


same  in  order  to  establish  the  right  to  benefits 
hereunder. 

‘(b)  The  Board  is  directed  to  make  findings  of 
fact,  and  decisions  as  to  the  rights  of  any  indi- 
vidual applying  for  benefits  under  this  title. 

‘(c)  The  Social  Security  Board  shall  provide 
for  opportunity  for  a fair  hearing  before  an  im- 
partial tribunal  for  individuals  whose  claims  for 
health-insurance  benefits  are  denied. 

‘METHOD  OF  MAKING  PAYMENTS 

‘Sec.  1205.  Upon  approval  of  an  application 
and  the  bill  for  medical  or  hospital  services  sub- 
mitted therewith,  the  Board  shall  certify  to  the 
Secretary  of  the  Treasury  the  name  and  address 
of  the  doctor  or  hospital  entitled  to  be  paid  for 
medical  or  hospital  services  given  to  a qualified 
individual,  the  name  and  address  of  such  qualified 
individual,  the  amount  of  such  payment,  and  the 
time  at  which  it  should  be  made,  and  the  Secre- 
tary of  the  Treasury  through  the  Division  of 
Disbursement  of  the  Treasury  Department,  and 
prior  to  audit  or  settlement  by  the  General 
Accounting  Office,  shall  make  payment  in  ac- 
cordance with  the  certification  by  the  Board. 

‘PENALTIES 

‘Sec.  1206.  (a)  Whoever  in  any  application 

for  any  payment  under  this  title  or  in  any  docu- 
ment in  connection  with  such  application  makes 
any  false  statement  as  to  any  material  fact, 
knowing  such  statement  to  be  false,  shall  be 
fined  not  more  than  $1,000  or  imprisoned  for  not 
more  than  one  year,  or  both. 

‘(b)  Any  qualified  individual  participating  in 
any  such  false  statement  shall  lose  all  further 
rights  to  health-insurance  benefit  payments. 

‘(c)  Any  doctor  participating  in  any  such 
false  statement  shall  be  reported  by  the  Board  to 
the  medical  authority  which  issues  and  revokes 
licenses  to  practice  medicine  in  his  State. 

‘DEFINITIONS 

‘(a)  The  term  “hospital,”  when  used  in  this 
title,  includes  health,  diagnostic,  and  treatment 
centers,  institutions,  and  related  facilities,  ad- 
ministered by  a person  licensed  to  practice 
medicine  in  that  State  and  which  operates  on  a 
nonprofit  basis. 

‘(b)  The  term  “doctor,”  when  used  in  this 
title,  includes  any  medical  practitioner  licensed 
in  the  State  in  which  the  beneficiary  received 
treatment.’” 

“National  Hearing  Week” 

Speaking  on  a program  dedicated  to  “National 
Hearing  Week”  in  the  Hall  of  Medicine  at  the 
World’s  Fair  on  October  24,  Dr.  Augustus  J. 
Hambrook,  of  Troy,  New  York,  stated  that 
efforts  to  improve  the  condition  of  the  hard  of 
hearing  encounter  a great  obstacle  because  there 
is  no  popular  instinctive  sympathy  for  them. 

“We  all  help  the  cripple  across  the  street,”  he 
said,  “the  blind  man  groping  his  way  finds 
everyone’s  hand  outstretched  to  protect  him; 
but  the  person  whose  hearing  is  impaired — he  is 
just  regarded  as  a nuisance.” 

Dr.  Hambrook  is  chairman  of  the  committee 
on  the  conservation  of  hearing  of  the  Medical 
Society  of  the  State  of  New  York  and  vice-chair- 
man of  the  New  York  State  Commission  on  the 
Hard  of  Hearing  and  Deaf.  He  spoke  on  a pro- 
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gram  sponsored  by  the  New  York  League  for 
the  Hard  of  Hearing. 

“If  the  public  knew  how  much  improvement 
can  be  produced  by  education  in  lip  reading,  as 
well  as  by  scientific  advances  in  medical  knowl- 
edge of  the  ear,”  said  Dr.  Hambrook,  “the 
problem  of  helping  these  citizens  would  not  be 
so  difficult.  Popular  apathy  prevents  many 
people  from  knowing  they  can  get  help  from  the 
means  which  are  now  at  hand.  Yet  statistics 
show  that  the  problem  of  the  hard  of  hearing 
involves  4 per  cent  of  the  population.” 

Dr.  Hambrook  explained  progress  which  has 
been  made  by  the  state  commission  of  which 
he  is  vice-chairman.  He  explained  that  in  two 


years  many  advances  have  been  made  in  early 
discovery  of  children  suffering  from  hearing  de- 
fects. “Prompt  treatment  of  all  these  children 
is  now  the  rule,  rather  than  the  exception,”  said 
Dr.  Hambrook.  “Less  time  is  wasted  in  school, 
knowledge  is  more  quickly  gained,  and  a better 
adjustment  results  from  the  feeling  of  superiority 
which  compensates  for  the  physical  handicap. 
At  least  2 per  cent  of  the  school  population  has 
some  degree  of  hearing  impairment.  But  the 
future  looks  bright  for  the  hard  of  hearing  in  this 
state.  Legislation  provides  for  the  reporting  of 
all  cases,  and  the  law  providing  for  an  audiometer 
test  will  enable  us  to  discover  all  defects,  poten- 
tial or  acquired.” 


County  News 


Albany  County 

The  Medical  Society,  County  of  Albany,  on 
October  18,  listened  to  an  address  by  Henricus 
J.  Stander,  M.D.,  F.A.C.S.,  obstetrician  and 
gynecologist-in-chief,  New  York  Hospital,  on 
“General  Considerations  of  the  Toxemias  of 
Pregnancy.” 

Dr.  Stander  in  his  address  considered  the  new 
classification  of  the  toxemias  made  by  the  com- 
mittee appointed  by  the  American  Committee 
on  Maternal  Health. 

Each  type  of  toxemia  was  discussed,  particu- 
larly from  the  point  of  view  of  treatment.  These 
are  vomiting  of  pregnancy,  hypertensive  disease, 
renal  disease,  pre-eclampsia,  and  eclampsia. 
Although  chronic  nephritis  (renal  disease)  is  not 
a toxemia  of  pregnancy,  it  was  fully  discussed 
for  the  reason  that  it  must  be  differentiated  from 
hypertensive  disease  and  from  pre-eclampsia. 

The  next  meeting  of  the  Albany  County  Medi- 
cal Society  will  be  held  on  Wednesday,  November 
15.  Dr.  Carl  Eggers  of  New  York  City  will 
speak  on  “Carcinoma  of  the  Breast.” 

Bronx  County 

Dr.  Terry  M.  Townsend,  president  of  the 
Medical  Society  of  the  State  of  New  York, 
addressed  the  Bronx  County  Medical  Society  at 
Burnside  Manor,  on  October  18  (see  page  2139). 

Dr.  Joseph  S.  Lawrence,  executive  officer  of 
the  state  society,  discussed  medical  care  for  re- 
lief patients,  and  matters  relating  to  future  legis- 
lation. He  was  followed  by  Dr.  Peter  Irving, 
general  manager  of  the  society,  who  pointed  out 
the  need  for  the  physician  to  protect  the  confi- 
dential personal  relationship  with  his  patient. 

The  speakers  were  introduced  by  Dr.  George 
E.  Milani,  president  of  the  Bronx  Medical 
Society.  Among  those  who  welcomed  the  guest 
speakers  was  Dr.  Nathan  B.  Van  Etten,  presi- 
dent-elect of  the  American  Medical  Association, 
who  is  a member  of  the  Bronx  County  Society. 

Broome  County 

At  the  regular  monthly  meeting  of  the  Broome 
County  Medical  Society  at  the  Monday  after- 
noon club  house,  in  Binghamton,  on  October  10, 
Dr.  C.  J.  Marshall  and  Dr.  B.  I.  Wulff  presented 
a case  report  on  “A  Deformed  Pelvis  Due  to 
Cleido-Cranial  Dysostosis,”  and  Dr.  Milton  A. 
Carvalho  spoke  on  the  “Use  of  Cystogram  in  the 
Diagnosis  of  Placenta  Praevia.”  (A  study  of  111 
cases.)  Discussion  was  opened  by:  Dr.  S.  S. 


Sanderson,  Dr.  S.  B.  Blakely,  Dr.  H.  I.  Johnston, 
and  Dr.  G.  R.  Cheatham. 

Columbia  County 

Dr.  Willard  R.  Starks,  of  Chatham,  who  died 
on  October  6,  had  practiced  medicine  forty- 
eight  years.  He  was  also  president  of  the  State 
Bank  of  Chatham. 

Erie  County 

The  Erie  County  Medical  Society  is  launching 
an  insurance  at  cost  plan  under  the  caption  of 
The  Western  New  York  Medical  Plan,  In- 
corporated. The  committee  has  been  active 
since  October,  1938.  Through  Assemblyman 
R.  Foster  Piper,  in  the  legislature  it  was  known 
as  the  IX-c  bill. 

It  meant  a recodification  of  the  State  Insur- 
ance Law  and  included  the  new  section  which  is 
called  IX-c  and  which  provides  for  such  an 
organization,  according  to  the  committee’s 
plan.  It  was  referred  to  the  Department  of 
Social  Welfare  of  this  state,  and  approved  with 
some  minor  changes.  Then  papers  of  incorpora- 
tion were  secured.  We  were  the  first  society  to 
be  incorporated  after  the  signing  of  the  bill  by 
Governor  Lehman. 

The  keynote  of  the  Western  New  York  Medi- 
cal Plan  is  maintenance  of  confidential,  personal 
relations  between  physician  and  patient,  the  lat- 
ter having  completely  free  choice  of  his  physi- 
cian. With  the  entire  Erie  County  Medical  So- 
ciety enlisted  in  support  of  the  plan,  virtually  all 
licensed  physicians  in  the  county  will  be  mem- 
bers. This  means  that  the  subscribing  patient 
will  continue  to  have  his  or  her  own  family  phy- 
sician and  will  be  indemnified  by  the  corporation 
up  to  the  specified  limits  for  that  physician’s 
services.  The  subscribing  member  with  no 
previous  family  physician  will  have  full  and 
free  choice  of  all  member  doctors — subject  only 
to  the  selected  physician’s  acceptance  of  the 
case. 

The  tentative  annual  premiums  are  $18  for  a 
single  man,  with  indemnity  limited  to  $200; 
$26  for  man  and  wife,  with  indemnity  limited  to 
$300,  and  $36  for  man,  wife,  and  children  under 
18,  with  indemnity  limited  to  $400. 

The  annual  clinical  afternoon  and  dinner  of 
the  Buffalo  Academy  of  Medicine  was  held  at 
the  Hotel  Statler  on  November  8. 

The  Academy  met  at  the  Museum  of  Science 
on  October  25  and  heard  an  address  on  “Breast 
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Tumors/’  by  Dr.  Charles  F.  Geschickter,  of 
the  Johns  Hopkins  Hospital,  Baltimore,  Mary- 
land. On  October  18  the  Academy  listened  to  a 
paper  on  “Endocrinology  in  Gynecology,”  by 
Dr.  Elmer  L.  Sevringhaus,  of  Madison,  Wis- 
consin. 

Dr.  James  H.  Borrell,  president-elect  of  the 
State  Medical  Society,  who  died  in  September, 
bequeathed  $10,000  to  the  University  of  Buffalo 
and  the  Millard  Fillmore  Hospital  for  medical 
purposes,  it  was  disclosed  in  his  will,  probated 
on  October  5. 

Franklin  County 

The  annual  meeting  of  the  Franklin  County 
Medical  Society  was  held  at  the  Alice  Hyde 
Hospital  in  Malone  on  October  25,  with  the  fol- 
lowing program:  “Diverticulitis,”  by  Dr. 

Aloney  L.  Rust  and  Dr.  John  E.  White;  “Crush- 
ing Injuries  to  the  Chest,”  by  Dr.  Philip  E. 
Stamatiades;  “Resection  of  Stomach,”  by  Dr. 
Raymond  G.  Perkins;  “Treatment  Fracture  of 
Neck  of  Femur,”  by  Dr.  William  A.  Gaspar; 
and  “Influenza  Meningitis,”  by  Dr.  John  W. 
Kissane. 

The  first  in  a series  of  five  lectures  on  “Health 
Problems  for  the  Mature  Woman”  was  given 
on  October  13  in  the  Harrietstown  town  hall. 
Dr.  E.  M.  Jameson  was  the  speaker. 

The  lectures  were  arranged  by  the  Franklin 
County  Medical  Society  as  part  of  the  health 
program  sponsored  by  the  Franklin  County 
Home  Bureau. 

The  Home  Bureau  units  of  the  county  have 
been  divided  into  two  districts.  The  units  in  the 
northern  sector  met  in  Malone  and  those  in  the 
southern  part  at  Saranac  Lake.  The  same 
lectures  given  at  Saranac  Lake  were  given  in 
Malone  on  the  previous  evening. 

The  other  lectures  of  the  series  were  held  on 
successive  Thursday  and  Friday  nights. 

The  data  for  the  succeeding  lectures  as  pre- 
pared by  Dr.  Daisy  H.  Van  Dyke,  secretary  of 
the  medical  association,  follow:  October  19  and 
20,  “Cancer,”  by  Dr.  John  E.  White,  of  Malone; 
October  26  and  27,  “Degenerative  Diseases,”  by 
Dr.  R.  G.  Perkins,  of  Malone;  November  2 and  3, 
“Tuberculosis,”  by  Dr.  Francis  B.  Trudeau,  of 
Saranac  Lake;  and  November  9 and  10,  a 
summary  of  the  series  given  by  Dr.  Joseph  P. 
Garen,  head  of  the  Saranac  Lake  office  of  the 
New  York  State  Department  of  Health. 

Fulton  County 

The  regular  monthly  meeting  of  the  Fulton 
County  Medical  Society  was  held  at  the  Hotel 
Johnstown,  Johnstown,  New  York,  on  October 
19.  There  were  about  thirty  members  present. 
President  John  Shannon  presided.  A consider- 
able amount  of  business  was  disposed  of. 

The  Society  went  on  record  as  being  desirous 
of  a more  active  Woman’s  Auxiliary  Unit,  and 
it  was  decided  that  the  Society  would  plan  to 
avail  itself  of  some  of  the  postgraduate  instruc- 
tion offered  through  the  facilities  of  the  State 
Society  as  soon  as  the  arrangements  can  be  made. 

Dr.  George  M.  Mackenzie,  physician-in-chief 
of  the  Mary  Imogene  Bassett  Hospital,  in 
Cooperstown,  New  York,  talked  on  the  “Diag- 
nostic and  Therapeutic  Applications  of  the  Newer 
Knowledge  of  the  Physiology  of  the  Extra- 
Hepatic  Biliary  Tract.”  The  talk  was  il- 


lustrated with  lantern  slides.  The  paper  was 
discussed  by  Dr.  B.  G.  McKillip,  Dr.  E.  G. 
Gillmore,  and  others. 

A luncheon  followed  the  meeting. — Reported  by 
Louis  Tremante,  M.D.,  Secretary. 

Herkimer  County 

Dr.  Harry  Dan  Vickers,  of  Little  Falls,  was 
nominated  for  president  of  the  Herkimer  County 
Medical  Society  to  succeed  Dr.  George  A.  Burgin, 
also  of  Little  Falls,  at  a meeting  on  October  10 
at  the  Mohawk  Valley  Country  Club.  Election 
takes  place  in  December. 

Other  nominations:  first  vice-president,  Dr. 
George  Frank,  of  Frankfort;  second  vice- 
president,  Dr.  B.  G.  Shults,  of  Herkimer; 
third  vice-president,  Dr.  D.  N.  Lill,  of  Dolge- 
ville;  treasurer,  Dr.  A.  L.  Fagan,  of  Herkimer; 
secretary,  Dr.  Fred  C.  Sabin,  of  Little  Falls; 
librarian,  Dr.  George  S.  Eveleth,  of  Little  Falls. 

Dr.  R.  C.  Hall,  Utica,  read  a paper  on  “In- 
travenous Pyelography  in  Diagnosis.”  Clinical 
reports  were  given  and  specimens  shown. 
Dinner  followed. 

Kings  County 

The  Medical  Society  of  the  County  of  Kings 
and  Academy  of  Medicine  of  Brooklyn  met  on 
October  17  at  the  MacNaughton  Auditorium, 
and  heard  this  scientific  program : 1.  “Regional 
Ileitis:  Medical  Aspects,  Surgical  Indications,” 
by  Burrill  B.  Crohn,  M.D.;  2.  “Bleeding  Le- 
sions of  the  Intestinal  Tract  and  Their  Roent- 
genologic Diagnosis,”  by  Byrl  R.  Kirklin, 
M.D.;  and  3.  “Carcinoma  of  the  Duodenum, 
Jejunum,  and  Ileum,”  by  Charles  W.  Mayo, 
M.D. 

Recent  Friday  afternoon  lectures  at  thvj  Mac- 
Naughton Auditorium  included:  October  13 — 
“Office  Procedures  in  the  Diagnosis  and  Treat- 
ment of  Fractures  for  the  General  Practitioner,” 
by  David  Telson,  M.D.;  October  20 — “The 
Diagnostic  and  Therapeutic  Aspects  of  Cancer 
for  the  General  Practitioner,”  by  George  T. 
Pack,  M.D.;  October  27 — “Insulin-Modifica- 
tions, Methods  of  Use  and  Their  Evaluation,” 
by  H.  Rawle  Geyelin,  M.D.;  November  3 — 
“Diagnosis  and  Therapeutic  Ophthalmological 
Procedures  for  the  General  Practitioner,”  by 
John  H.  Dunnington,  M.D. ; and  November  10— 
“Diagnosis  and  Treatment  of  Obesity,”  by  Max 
A.  Goldzieher,  M.D. 

Dr.  K.  C.  McCarthy,  of  Toledo,  was  the  guest 
speaker  at  the  regular  meeting  of  the  Horace 
Wells  Anesthesia  Society  on  October  16  at  the 
Hotel  St.  George. 

Dr.  McCarthy,  who  is  anesthetist  for  the 
Toledo  Hospital,  Mercy  Hospital,  and  Lucas 
County  Hospital,  is  considered  one  of  the 
greatest  exponents  of  gas  oxygen  anesthesia  in 
the  country.  He  spoke  on  “The  Scope  and 
Safety  of  Nitrous  Oxide  Oxygen  Anesthesia.” 

Officers  of  the  society  are  Dr.  Nathan  Kaplan, 
president;  Dr.  A.  Bromberg,  vice-president; 
Dr.  Perry  L.  Diamond,  treasurer;  Dr.  J.  A. 
Heidbrink,  honorary  president;  Dr.  Charles  E. 
Murphy,  historian,  and  Dr.  M.  Lee  Garland, 
secretary. 

Dr.  Owen  Meredith  Waller,  Brooklyn  Negro 
physician,  aged  71,  who  died  on  October  12, 
was  also  a Doctor  of  Divinity  and  assistant 
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rector  of  St.  Augustine’s  Protestant  Episcopal 
Church.  He  studied  at  Oxford,  Howard  Uni- 
versity Medical  School,  and  the  General  Theo- 
logical Seminary,  and  had  practiced  medicine 
in  Brooklyn  for  thirty -five  years. 

Madison  County 

The  annual  meeting  of  the  Madison  County 
Medical  Society  was  held  at  the  Hotel  Oneida, 
in  Oneida,  on  October  26.  The  scientific  pro- 
gram was  as  follows: 

Afternoon:  “The  Medical  Care  of  County 
Welfare  Patients,”  Lee  C.  Dowling,  Deputy 
Commissioner,  New  York  State  Welfare  De- 
partment, Albany;  President’s  Address,  “Al- 
buminuria in  Children,”  Ernest  Freshman, 
M.D.,  Oneida;  “Peripheral  Vascular  Disease,” 
Arthur  N.  Curtiss,  M.D.,  Syracuse — illustrated 
by  slides. 

Evening : “Pneumonia — Diagnosis  and  Treat- 
ment,” Henry  V.  Hyde,  M.D.,  Syracuse.  This 
was  presented  in  a forum  discussion,  when 
questions  were  asked  from  the  floor  and  answered 
by  the  speaker.  “Diagnosis  of  Ovarian  Dysfunc- 
tion by  Means  of  Endometrial  Biopsy,”  Fred  L. 
Ritter,  M.D.,  Syracuse — illustrated  by  slides. 

Monroe  County 

Public  demand  for  some  form  of  health  in- 
surance must  be  met  by  physicians,  or  others  will 
endeavor  to  do  it,  Charles  S.  Baker,  legal 
counsel  for  the  District  of  Columbia  Medical 
Society,  told  members  of  the  Monroe  County 
Medical  Society  and  Rochester  Bar  Association 
at  a meeting  at  the  Rochester  Academy  of  Medi- 
cine on  October  17. 

“Physicians  have  come  to  realize  also  that 
they  must  try  it  out  so  that  they  will  be  in  a posi- 
tion not  to  think,  but  to  know  the  strong  points 
and  weak,  which  are  inherent  in  such  a scheme,” 
he  said.  He  outlined  for  Rochester  physicians 
some  of  the  difficulties  and  obstacles  encountered 
in  forming  the  Group  Health  Association  spon- 
sored by  the  District  of  Columbia  Medical 
Society. 

At  a brief  business  session,  officers  and  censors 
were  nominated  for  1940. 

Montgomery  County 

The  third  lecture  on  “Organic  Neurology”  in 
the  postgraduate  course  of  the  Medical  Society 
of  the  County  of  Montgomery  was  given  on 
October  10  in  Amsterdam  at  the  Elks  Club  by 
Wardner  D.  Ayer,  M.D.,  of  the  University 
Medical  School  of  Syracuse,  through  the  Council 
Committee  on  Public  Health  and  Education, 
New  York  State  Medical  Society,  and  the  Com- 
mittee for  Post-Graduate  Course  for  the  Medical 
Society  of  the  County  of  Montgomery.  Dr.  L. 
H.  Finch,  president,  presided  and  introduced 
the  speaker. 

Dr.  Ayer  had  as  his  topic,  “Acute  Infectious 
Processes,”  covering  meningitis,  encephalitis, 
poliomyelitis,  and  myelitis. 

New  York  County 

A special  meeting  of  the  Medical  Society  of  the 
County  of  New  York  on  October  18  authorized 
Dr.  Howard  Fox,  president,  to  appoint  three 
committees  to  study  three  aspects  of  the  prob- 
lem of  medical  care  for  the  poor.  The  com- 
mittees will  report  back  next  March.  The  meet- 


ing was  held  in  the  Academy  of  Medicine, 
Fifth  Avenue  and  103rd  Street.  About  700  at- 
tended, an  unusually  large  gathering. 

Dr.  Fox  announced  the  following  appoint- 
ments : 

Committee  on  Medical  Care  of  Indigents — 
Dr.  Bernard  S.  Denzer,  Dr.  Adolph  G.  De 
Sanctis,  Dr.  Charles  E.  Farr,  Dr.  Peter  M.  Mur- 
ray, and  Dr.  Giles  W.  Thomas. 

Committee  on  Voluntary  and  Cooperative 
Health  Insurance  Plans — Dr.  Clarence  G. 
Bandler,  Dr.  Harold  B.  Davidson,  Dr.  W. 
Bayard  Long,  Dr.  Kingsley  Roberts,  and  Dr. 
Theodore  Sanders. 

Committee  on  Economic  Conditions  of  Physi- 
cians in  New  York — Dr.  Ernst  P.  Boas,  Dr. 
Joseph  A.  Devlin,  Dr.  David  J.  Kaliski,  Dr. 
Rathau  Ratnoff,  and  Dr.  Harry  S.  Mackler. 

Dr.  Denzer  urged  the  society  to  develop  its 
own  plan  for  the  treatment  of  the  indigent,  in 
order  to  keep  the  problem  out  of  politics 
and  prevent  coercive  legislation.  He  said  a 
“reorientation  of  the  care  of  the  medically 
indigent  seems  inevitable.” 

Dr.  Roberts  advocated  consideration  of  the 
various  methods  of  prepayment,  share-cost, 
spread-cost  theory  of  health  insurance,  under 
which  the  costs  of  medical  treatment  are  shared 
by  large  groups  and  spread  over  a period  of  time, 
as  in  regular  indemnity  insurance. 

According  to  Dr.  Roberts,  ordinary  workers 
under  this  plan  would  become  “self-supporting, 
independent  purchasers  of  medical  care.”  He 
asserted  that  the  share-cost,  spread-cost  sys- 
tems were  the  solution,  and  that  the  initiative 
in  adopting  their  principle  should  come  from 
organized  medicine  unless  it  wished  to  see  such 
plans  devised  and  operated  by  others  less 
competent. 

“Action  is  clearly  indicated,”  he  added,  “be- 
cause action  is  desired  by  the  people  and  in  this 
democracy  of  ours  what  the  people  want  they 
usually  get  sooner  or  later.” 

Dr.  Boas,  a son  of  Professor  Franz  Boas,  the 
anthropologist,  warned  against  a “blind  opposi- 
tion” by  doctors  to  plans  designed  to  bring 
medical  aid  to  the  needy.  He  said  such  opposi- 
tion might  bring  destruction  or  restriction  of 
private  practice  among  the  low  income  groups 
and  the  substitution  of  voluntary  health  in- 
surance systems  among  the  middle  income 
groups. 

The  monthly  meeting  of  the  Medical  Society 
of  the  County  of  New  York  on  October  23  at 
the  New  York  Academy  of  Medicine  listened  to 
addresses  on:  1.  “Historical  Sketch  of  the 

Development  of  Endocrinology,”  by  H.  M. 
Evans,  M.D.,  director  of  the  Institute  of  Experi- 
mental Biology,  University  of  California,  and 
2.  “Physiology  of  Anterior  Lobe  of  Pituitary 
Gland,”  by  J.  B.  Collip,  M.D.,  professor  of 
Biochemistry,  McGill  University. 

Dr.  Richard  J.  O’Connell,  Jr.,  an  associate 
visiting  surgeon  of  Bellevue  and  Knickerbocker 
hospitals,  received  an  award  of  $100,000  from 
a jury  on  October  19  in  an  action  before  Justice 
Peter  M.  Daly,  of  the  Supreme  Court  in  Queens, 
against  Westinghouse  X-Ray  Company,  Inc., 
21-16  Forty-third  Avenue,  Long  Island  City,  in 
which  he  alleged  that  he  suffered  x-ray  burns 
while  using  one  of  the  defendant’s  machines, 
causing  him  to  undergo  partial  amputation  of 
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two  fingers  of  his  right  hand  and  one  finger  of 
his  left  hand  since  December  31,  1937. 

The  verdict  was  returned  by  a jury  of  eleven 
men  and  one  woman  after  six  hours’  deliberation. 
The  legal  department  of  Westinghouse  Electric 
and  Manufacturing  Company,  of  which  the  x-ray 
firm  is  a subsidiary,  plans  to  appeal  the  verdict. 

The  Comitia  Minora  of  the  Medical  Society 
of  the  County  of  New  York  has  recommended 
the  following  resolution  for  adoption  by  the 
county  society: 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  (1)  reaffirms  its  approval  of 
a form  by  which  certification  of  the  fact  of  death 
and  of  the  cause  of  death  are  recorded  on  separate 
forms  in  a manner  whereby  the  Department  of 
Health  may  reproduce  and  release  to  private 
parties,  certificates  of  the  fact  of  death  without 
revealing  the  reported  cause  of  death;  and  (2) 
deplores  the  fact  that,  after  obtaining  the 
Society’s  approval  to  the  use  of  such  a form  in 
the  Borough  of  Manhattan  (County  of  New 
York)  commencing  January  1,  1939,  and  en- 
couraging the  physicians  of  this  County  to  be- 
lieve that  they  could  freely  report  medical 
diagnoses  without  fear  of  having  the  information 
used  for  other  than  public  purposes,  the  Board 
of  Health,  without  consulting  the  Society  or 
advising  it,  in  advance,  of  its  contemplated 
action,  voted  on  June  13,  1939,  to  make  the  in- 
formation contained  in  physicians’  confidential 
medical  reports  filed  in  connection  with  cer- 
tificates of  deaths  from  natural  causes  in  the 
Borough  of  Manhattan  since  January  1,  1939, 
accessible  to  a life  insurance  company,  thus  be- 
traying the  confidence  of  the  physicians;  and 
be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  strongly  protests  against 
this  action  of  the  Board  of  Health  and  urges,  in 
the  interests  of  the  public  health  which  require 
the  collection  of  accurate  data  concerning 
morbidity  and  mortality,  that  this  action  be  re- 
considered and  that  the  disclosure  of  information 
from  physicians’  confidential  medical  reports  to 
private  parties  be  discontinued  forthwith.” 

The  death  rate  for  mothers  from  causes  as- 
sociated with  childbirth  is  3.2  to  1,000  live 
births  so  far  this  year,  the  lowest  record  since 
New  York  City  has  been  keeping  vital  statis- 
tics, Dr.  John  L.  Rice,  City  Health  Commis- 
sioner, reported  on  October  10.  In  the  compar- 
able period  of  1936  the  rate  was  4.7,  in  1937,  4.2, 
and  last  year,  3.8. 

For  this  steady  decline  Dr.  Rice  commended 
the  work  of  the  special  committees  on  maternal 
welfare  of  the  medical  societies. 

Onondaga  County 

Dr.  Rollin  L.  Bauchspies,  captain  in  the  army 
medical  corps,  and  professor  of  military  science 
and  tactics  at  Syracuse  University  College  of 
Medicine,  gave  an  illustrated  talk  on  “Medical 
Services  of  the  United  States  Army  in  the  Field” 
at  the  initial  fall  meeting  of  the  Onondaga  County 
Medical  Society  at  the  College  of  Medicine  on 
October  3. 

Ontario  County 

Officers  elected  at  the  annual  meeting  of  the 
Ontario  County  Medical  Society  held  at  Canan- 
daigua, October  10,  follow:  president,  Dr.  Albert 


G.  Odell,  Clifton  Springs;  pres.-elect,  Dr.  Mal- 
colm R.  Blakeslee,  Shortsville;  secy.-treas..  Dr. 
Daniel  A.  Eiseline,  Shortsville;  delegate  to  State 
Society,  Dr.  Homer  J.  Knickerbocker,  Geneva; 
alternate,  Dr.  Melville  D.  Dickinson,  Jr., 
Geneva;  board  of  censors,  Dr.  M.  Edgerton 
Deuel,  Geneva,  Dr.  Philip  M.  Standish,  Canan- 
daigua, Dr.  Major  W.  Gasper,  Gorham. 

Oswego  County 

The  Oswego  County  Medical  Society  met  at 
the  Elks  Club,  Oswego,  Wednesday,  October  25. 
Dinner  was  at  6:30. 

Program:  Dr.  Eldridge  H.  Campbell,  Johns 
Hopkins,  Medical  School,  professor  of  neuro- 
surgery, Albany  College — subject,  “Diagnosis 
and  Treatment  of  Brain  Tumors.”  Dr.  Stanley 
Alderson,  assistant  surgeon,  Albany  City  Hos- 
pital, Albany — subject,“Intestinal  Obstruction.” 

Otsego  County 

At  a meeting  of  the  Otsego  County  Medical 
Society  held  on  September  29  at  the  Cooper  Inn 
in  Cooperstown,  with  thirty-five  members  in 
attendance,  Dr.  Ralph  Horton,  of  Oneonta,  was 
nominated  for  president  for  the  coming  year. 
The  election  takes  place  at  the  December  meet- 
ing. 

Other  nominations  were:  Dr.  C.  C.  McCoy, 
of  Cooperstown,  vice-president;  Dr.  F.  J.  At- 
well, of  Cooperstown,  secretary;  Dr.  F.  E.  Bolt, 
of  Worcester,  treasurer,  and  Dr.  E.  C.  Winsor, 
of  Schenevus,  censor. 

The  addresses  of  the  occasion  were  given  by 
Dr.  Campbell,  of  Albany,  and  Dr.  Scarff,  of 
New  York  City. 

Queens  County 

The  Medical  Society  of  the  County  of  Queens, 
listened  to  this  program  on  Tuesday,  October  31  : 
“Carcinoma  of  the  Colon  and  Rectum,”  by 
Richard  B.  Cattell,  M.D.,  of  the  Lahey  Clinic, 
Boston;  “Treatment  of  Cancer  of  the  Breast,” 
by  Frank  E.  Adair,  M.D.,  surgeon,  Memorial 
Hospital,  surgeon,  New  York  Hospital;  Re- 
marks by  G.  Allen  Robinson,  M.D.,  chairman 
of  Council  on  Cancer. 

St.  Lawrence  County 

Dr.  Harry  Gold,  of  New  York  City,  gave  a 
lecture  on  “Therapy  in  Heart  Disease”  before 
the  Medical  Society  of  the  County  of  St.  Law- 
rence at  the  fourth  of  the  lecture  series  held  at 
the  A.  Barton  Hepburn  Hospital  auditorium  in 
Ogdensburg  on  October  5.  The  lecture  was  pre- 
ceded by  a dinner  at  the  Crescent  Hotel. 

Following  the  lecture  by  Dr.  Gold,  physicians 
heard  Dr.  F.  M.  Miller,  Jr.,  of  Utica,  talk  on 
Medical  Indemnity  Insurance,  a plan  to  be  put 
into  effect  in  Oneida  County. 

The  medical  group  appointed  a committee,  of 
which  Dr.  Fred  E.  Clark  is  chairman,  to  investi- 
gate the  possibilities  of  organizing  a medical  and 
surgical  plan  to  be  incorporated  in  St.  Lawrence 
County. 

Schenectady  County 

A new  germ-killing  ultraviolet  lamp  that  even- 
tually may  be  used  in  hospitals  and  air  condi- 
tioning systems,  has  been  developed  by  General 
Electric  research  engineers. 

Demonstrated  on  October  5 for  the  first  time 
before  members  of  the  Schenectady  County 
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Medical  Society,  engineers  said  a series  of  in- 
vestigations showed  the  lamp  would  kill  bacteria 
in  113  cubic  feet  of  air  per  minute. 

Several  hospitals  are  experimenting  with  the 
lamp  to  sterilize  circulated  air  and  to  form  a 
germ-killing  curtain  with  its  rays  over  cubicle 
entrances  to  protect  patients  from  cross  infection. 

From  2 to  5 o’clock  the  guests  were  shown 
through  the  works,  visiting  various  departments 
and  watching  operations.  At  5:30  dinner  was 
served  in  the  works  restaurant,  after  which 
Wendell  M.  Nelson  gave  a short  talk  on  safety 
and  exhibited  some  safety  devices,  including 
shoes,  goggles,  and  respirators. 

Seneca  County 

At  the  annual  meeting  of  the  Seneca  County 
Medical  Society  at  Willard,  on  October  11,  Dr. 
John  H.  Travis,  superintendent  of  Willard  State 
Hospital,  Dr.  O.  A.  Kilpatrick,  attending  physi- 
cian at  Willard  State  Hospital,  and  Dr.  Stanley 
B.  Folts,  of  Lodi,  New  York,  were  elected  to 
membership. 

It  was  recommended  by  the  Public  Relations 
Committee  that  the  Seneca  County  Medical 
Society  should  staff  and  operate  preschool  and 
other  clinics,  but  no  action  was  taken  in  this 
matter. 

A movement  to  organize  a woman’s  auxiliary 
was  approved  and  the  matter  was  referred  to  a 
committee. 

The  society  voted  to  institute  proceedings  to 
make  the  society  a membership  corporation. 

A resolution  was  passed  by  the  society  to  the 
effect  that  none  of  its  members  would  treat 
welfare  patients  referred  by  the  County  Com- 
missioner because  the  original  physician  of 
choice  had  exceeded  his  welfare  quota,  except  in 
cases  of  emergency. 

Dr.  L.  M.  Lockie,  of  Buffalo,  gave  a discussion 
on  arthritis  and  Dr.  T.  M.  Maloney,  of  Geneva, 
discussed  the  newer  drugs  in  the  treatment  of 
arthritis. — Reported  by  Duane  B.  Walker,  M.D., 
Secretary. 

Sullivan  County 

The  130th  annual  meeting  of  the  Medical 
Society  of  the  County  of  Sullivan  was  held  at 
the  Lenape  Hotel  in  Liberty,  New  York,  on 
October  18,  1939,  at  8:30  p.m.  The  following 
officers  were  elected  for  the  year  1940 : president, 
Dr.  Harry  Golembe,  Liberty;  vice-president, 
Dr.  Ralph  S.  Breakey,  Monticello;  secretary- 
treasurer,  Dr.  Deming  S.  Payne,  Liberty; 
delegate  to  State  Society,  Dr.  Irving  Greenberg, 
Fallsburgh;  alternate  delegate,  Dr.  Louis 
Launer,  Liberty;  board  of  censors,  Doctors 
Duggan,  Komblum,  Launer,  Mills,  and  J.  M. 
Rosenthal;  compensation  committee.  Doctors 
Breakey  and  Jacobs;  alternates  to  compensation 
committee,  Doctors  Golembe  and  Seiken. 

Following  the  business  meeting  a scientific 
lecture  was  delivered  by  Dr.  Charles  Solomon, 


attending  physician,  Brooklyn  Jewish  Hospital. 
The  topic  “Therapeutics  of  Sulfanilamide  and 
Sulfapyridine,  Indications,  Contraindications, 
and  Dangers”  was  very  timely  and  well  received. 
— Reported  by  Harry  Golembe,  M.D.,  President. 

Tompkins  County 

The  regular  meeting  of  the  Medical  Society 
of  Tompkins  County  was  held  on  October  17. 
A most  interesting  and  timely  talk  and  moving 
pictures  were  presented  on  medical  service  of 
the  United  States  Army  in  the  field  by  Captain 
Rollin  L.  Bauchspies,  of  the  Medical  Corps  of 
the  United  States  Army  and  professor  of  Medical 
Science  and  Tactics  in  Syracuse  University. — 
Reported  by  Willets  Wilson,  M.D.,  Secretary. 

Warren  County 

Dr.  Herbert  A.  Bartholomew,  of  Glens  Falls, 
was  elected  president  of  the  Warren  County 
Medical  Society  at  the  annual  meeting  on 
October  11,  at  Glens  Falls. 

A scientific  program  was  presented  after  the 
business  meeting,  devoted  to  the  subject  of 
obstetrics.  The  speaker  was  Dr.  Newell  W. 
Philpott,  assistant  obstetrician  and  gynecologist. 
Royal  Victoria  Hospital,  Montreal. 

Wayne  County 

On  invitation  of  Dr.  Deegan,  the  Wayne 
County  Medical  Society  held  their  meeting  and 
luncheon  at  the  Herman  Biggs  Memorial  Hos- 
pital, Ithaca,  New  York,  October  7,  1939. — Re- 
ported by  James  L.  Davis,  M.D.,  Secretary. 

Westchester  County 

The  Westchester  County  Medical  Society,  at 
its  October  meeting,  New  York  Hospital, 
Westchester  Division  in  White  Plains,  announced 
the  inauguration  of  a third  annual  series  of  post- 
graduate “refresher”  courses  for  members  of 
the  society.  The  “refresher”  sessions  are  held 
in  various  parts  of  the  county  and  consist  of  an 
afternoon  devoted  to  brief  practical  lectures  and 
scientific  discussions  conducted  by  local  physi- 
cians specializing  in  the  various  fields  of  practice 
covered  by  the  program. 

The  public  health  committee  under  the  chair- 
manship of  Dr.  Edward  H.  Marsh,  of  White 
Plains,  announced  the  first  of  these  sessions  for 
October  18  at  Lawrence  Hospital,  Bronxville. 

In  November  a program  on  “Laboratory  Aids 
in  Clinical  Practice”  is  being  given  by  Dr. 
Gilbert  Dalldorf,  director  of  laboratories  of 
Grasslands  Hospital,  and  Dr.  Ward  H.  Cook, 
director  of  laboratories  of  the  City  of  Yonkers. 

In  December  a program  on  “The  Prevention 
and  Treatment  of  Acute  Infectious  Disease  of 
Childhood”  will  be  given  by  members  of  the 
public  health  committee. 

The  Yonkers  Academy  of  Medicine  held  its 
annual  dinner  on  October  18  at  the  Hudson  River 
Country  Club,  Yonkers. 


The  United  States  Board  of  Health  claims  that 
75  per  cent  of  heart  disease  develops  in  children 
under  the  age  of  10,  as  compared  with  about  12 
per  cent  in  persons  past  the  age  of  40. 


Doctor  (commenting  on  lawyer  who  has  just 
finished  his  speech  to  the  jury):  “If  he  had  his 
conscience  taken  out  it  would  be  a minor  opera- 
tion.”— Rocky  Mt.  Med.  Jour. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Saratoga  Springs,  the  “Laughing  Waters” 
of  the  Iroquois,  was  the  convention  city 
for  the  executive  board  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  New  York  State, 
October  17  and  18.  The  historic  background  of 
the  locality  together  with  October’s  bright  blue 
weather  lent  to  the  meeting  a zest  subconsciously 
felt  by  all  the  delegates. 

The  convention  was  opened  on  October  17, 
with  a delicious  dinner  at  unique  Ashgrove 
Products  House,  with  Mrs.  G.  Scott  Towne, 
the  state  president,  as  hostess.  Mrs.  Thomas 
Bullard,  vice-president  of  Saratoga  County 
Auxiliary,  extended  to  the  forty-one  members 
present,  a warm  welcome  to  Saratoga  Springs. 
Briefly  reviewing  the  history  of  Saratoga  Springs, 
naming  the  notable  men  who  have  visited  the 
spa  and  helped  make  the  history  of  our  country 
from  colonial  times  to  the  present,  Mrs.  Bullard 
made  us  feel  that  we  were  really  on  historic 
ground. 

At  ten  o’clock  Wednesday  morning,  October 
18,  the  executive  board  meeting  was  held  in  the 
Nurses’  Lounge,  Cramer  House,  Saratoga  Hos- 
pital, with  Mrs.  Towne  presiding.  Forty-one 
members  answered  roll  call.  Reports  were  read 
by  officers,  committee  chairmen,  and  county 
auxiliary  presidents.  The  budget  for  the  year 
was  adopted.  Mrs.  Towne,  in  her  report,  stated 
that  New  York  State  had  again  won  the  silver 
vase  award  for  the  greatest  increase  in  county 
auxiliaries  organized  during  the  year.  The 
organization  committee  chairman  reported  that 
five  new  counties — Broome,  Erie,  Oneida,  Sul- 
livan, and  Washington — have  joined  the  state 
ranks  and  there  is  promise  of  other  counties 
organizing  in  the  near  future.  A good  cause 
will  gather  strength  as  its  ideals  are  pursued. 
The  special  revisions  committee  suggested  some 
changes  to  be  made  in  the  constitution  and  sug- 
gested that  the  Auxiliary  elect  a smaller  nominat- 
ing committee  and  a business  group  from  the 
members  of  the  executive  board.  These  sug- 


gestions are  to  be  acted  upon  before  the  next 
meeting.  Reports  of  county  auxiliary  presi- 
dents gave  evidence  of  the  importance  of  and 
general  interest  in  medical  auxiliary  work. 

At  this  time  recess  was  called  by  the  president 
and  the  meeting  was  adjourned  until  after  lunch- 
eon which  was  a “Dutch  treat”  at  Ashgrove 
Products  House. 

The  afternoon  session  convened  in  the  Nurses’ 
Lounge.  New  business  was  brought  before  the 
board  and  discussed.  One  of  the  projects  of 
the  State  Auxiliao'-  for  the  year  is  to  give  financial 
aid  to  the  Physicians’  Home  located  at  Stam- 
ford. Mrs.  Carlton  Potter,  the  treasurer,  an- 
nounced that  a number  of  gifts  have  been  re- 
ceived from  county  auxiliaries  to  assist  in  this 
worthy  cause.  A beautiful  piece  of  needlepoint, 
made  by  Mrs.  Edwin  Griffin,  is  to  be  sold  to 
raise  a larger  sum  to  donate  to  the  Home.  Mrs. 
Luther  Kice,  president-elect  of  the  State  Auxili- 
ary, reported  that  plans  are  being  made  for  the 
New  York  convention  to  be  held  in  May,  1940, 
and  the  national  convention  in  June,  1940,  in 
New  York  City. 

After  the  meeting  the  guests  spent  the  re- 
mainder of  the  afternoon  in  taking  mineral  baths 
and  in  sightseeing  trips.  Each  guest  was  given 
a carton  of  Saratoga  Springs  mineral  water. 

The  two  days’  session  closed  with  a buffet 
supper  and  bridge  party  given  by  the  Saratoga 
County  Auxiliary  at  Newman’s  Saratoga  Lake- 
house. 

With  the  manifest  feeling  of  friendliness,  and 
all  working  together  in  a common  cause — self- 
education,  cooperation  with  each  local  medical 
society,  education  of  the  public  in  matters  of 
health — the  Woman’s  Auxiliary  looks  forward 
to  the  realization  of  its  ideals.  A welcome  is 
extended  to  those  counties  which  have  joined  the 
auxiliary  this  year  and  a warm  welcome  awaits 
all  those  which  have  not  yet  organized. 

The  next  executive  board  meeting  will  be  held 
in  February  at  Albany. 


County  News 


Cayuga  County 

The  regular  monthly  meeting  of  the  Woman's 
Auxiliary  to  the  Medical  Society  of  Cayuga 
County  was  held  October  25  at  Auburn  City 
Hospital,  Mrs.  Raymond  Johnson,  the  presi- 
dent, presiding.  Plans  were  made  for  an  open 
meeting  in  November  when  Dr.  George  B. 
Adams  will  speak.  Dr.  Adams  is  Director  of 
Cayuga  County  Laboratory  and  will  have  as 
his  subject  "Laboratory  Service  in  Cayuga 
County.” 

Jefferson  County 

An  interesting  project  sponsored  by  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
Jefferson  County  was  an  essay  contest  through- 
out the  county.  The  subject  was  “Highway 
Hazards.”  The  contestants  numbered  102 — 
students  twelve  to  fourteen  years  of  age.  The 


prize  was  won  by  Emma  Lawler,  fourteen 
years  old,  of  Alexandria  Bay  High  School. 

Thursday,  October  19,  under  the  auspices  of 
the  Woman’s  Auxiliary,  Dr.  Lucy  M.  Cobb, 
noted  psychiatrist  of  Utica,  lectured  on  “This 
Business  of  Living”  at  the  Sherman  School 
Auditorium,  Watertown. 

Kings  County 

The  second  annual  Health  Institute  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  County  of  Kings,  held  on  October  10  at  the 
Medical  Society  building,  attracted  a large  and 
interested  gathering.  Mrs.  Milton  B.  Bergmann, 
president,  greeted  the  guests  and  introduced  the 
speakers. 

Dr.  Philip  I.  Nash,  president  of  the  Medical 
Society  of  Kings  County,  gave  an  address  of 
welcome.  Dr.  Charles  Solomon,  chairman,  Sub- 
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committee  on  food  and  drugs  of  the  Public 
Health  Committee,  spoke  on  “The  Evils  of 
Self-medication,"  and  Dr.  Walter  Bromberg, 
psychiatrist-in-charge,  Court  of  General  Ses- 
sions, New  York  City  Police  Department,  had 
as  his  subject  “Marihuana.” 

Other  speakers  spoke  on  various  phases  of 
tuberculosis,  its  causes  and  methods  of  preven- 
tion. They  were  Dr.  Adele  Streeseman,  chair- 
man, Advisory  Council  Woman’s  Auxiliary; 
Dr.  Jean  A.  Curran,  Long  Island  College  of 
Medicine;  Dr.  Herbert  R.  Edwards,  director, 
Tuberculosis  Division,  Department  of  Health; 
Dr.  Thomas  A.  McGoldrick,  Medical  Director, 
St.  Anthony’s  Hospital;  Dr.  Foster  Murray, 
Director  of  Tuberculosis,  Kingston  Ave.  Hos- 
pital, and  Dr.  Eugene  R.  Marzullo,  chairman, 
Public  Health  Committee. 

The  Health  Institute  was  arranged  and  pre- 
sented by  the  auxiliary  as  its  contribution  toward 
Health  Education.  Representatives  of  the  Board 
of  Health  and  the  Brooklyn  Tuberculosis 
and  Health  Association  presented  exhibits  and 
demonstrations  in  an  effort  to  curb  the 
disease. 

Orange  County 

An  executive  meeting  of  the  Woman’s  Auxil- 
iary to  the  Medical  Society  of  the  County  of 


Orange  was  held  at  the  home  of  the  president, 
Mrs.  H.  F.  Pohlmann,  of  Middletown,  on  October 
10.  Tentative  plans  were  made  to  hold  another 
Health  Institute  such  as  the  one  held  in  the 
spring. 

Several  members  of  the  newly  organized  Sul- 
livan County  Woman’s  Auxiliary  were  guests 
at  this  meeting  and  of  Mrs.  Pohlmann  at  an 
informal  tea  given  after  the  meeting. 

Members  of  the  Orange  County  Auxiliary  have 
been  invited  by  the  Rockland  County  Auxiliary 
to  attend  a tea  at  the  country  club  at  Suffern  on 
November  14. 

Rensselaer  County 

The  first  fall  meeting  of  the  Woman’s  Auxil- 
iary to  the  Medical  Society  of  Rensselaer  County 
was  held  in  the  McKean  Staff  House  of  Leonard 
Hospital.  Mrs.  James  H.  Donnelly,  the  presi- 
dent, presided.  Dr.  Eugene  F.  Connally  spoke 
on  “Some  Methods  Used  in  Diagnosis  and 
Treatment  of  Cancer.”  Reviewing  past  and 
present  methods  of  work  with  cancer,  Dr.  Con- 
nally praised  the  aid  given  practitioners  by 
modern  pathologic  laboratories  and  by  the  in- 
creased use  of  x-ray. 

Mrs.  Connally,  wife  of  the  speaker,  was  in 
charge  of  the  program.  A social  hour  followed 
the  meeting. 


ANTITETANUS  IMMUNIZATION 

All  soldiers  in  France  are  now  required  by  law 
to  be  given  antitetanus  immunization.  In  1936 
over  400,000  were  vaccinated.  The  immunity 
varies  considerably.  It  may  drop  to  a minimum 
level  within  ninety  days  after  the  second  injec- 
tion or  retain  a high  level  over  a period  of  years. 
This  basal  immunity,  which  is  probably  lifelong, 
is  rapidly  and  markedly  accelerated  at  any  time 
with  an  injection  of  toxoid. 

Rogers  {Bull.  New  York  Acad.  Med.  15:  553, 


August,  1939)  has  suggested  that  active  tetanus 
immunization  should  be  given  to  those  who  are 
sensitive  to  horse  serum,  to  asthmatic  patients, 
and  other  allergic  individuals  if  they  are  in  oc- 
cupations or  indulge  in  avocations  which  carry 
with  them  danger  of  injury.  He  includes  in  an 
optional  group  children,  especially  those  living  in 
the  country  or  those  who  ride,  and  nonallergic 
individuals  engaged  in  hazardous  occupations  or 
avocations. 


SOCIETY  FOR  THE  STUDY  OF  SYPHILIS 

The  local  office  of  the  United  States  Public 
Health  Service,  with  headquarters  at  the  Sub- 
Treasury  Building,  Wall  Street,  New  York  City, 
announces  the  beginning  of  a “Society  for  the 
Study  of  Syphilis.”  Membership  is  offered  to 
all  physicians  in  Greater  New  York  City  inter- 
ested in  the  diagnosis  and  treatment  of  syphilis. 
There  will  be  no  dues. 

The  basic  program  of  the  Society  will  be  by 
and  for  the  general  practitioner  of  medicine. 
Informal  meetings  are  planned  at  which  physi- 
cians can  discuss  their  problems  with  an  “In- 
formation Please”  board  of  invited  specialists. 
These  men  will  be  available  to  answer  specific 
problems  and  discuss  definite  phases  of  interest 
to  the  membership. 


Doctors  C.  C.  Pierce  and  M.  F.  Haralson, 
active  in  this  district  in  venereal  disease  control, 
are  participating  in  the  formation  of  this  Society 
A representative  group  of  physicians  is  being 
invited  to  act  as  an  Advisory  Board.  These 
physicians  will  be  selected  from  the  various  bor- 
oughs of  the  city. 

The  Bureau  of  Social  Hygiene  of  the  New  York 
City  Department  of  Health  has  agreed  to  donate 
secretarial  services,  announcements,  and  meeting 
room,  so  that  no  membership  fee  will  be  neces- 
sary. 

Physicians  in  the  city  who  are  interested  are 
requested  to  write  to  the  Acting  Secretary,  So- 
ciety for  the  Study  of  Syphilis,  Room  329,  125 
Worth  Street,  New  York  City. 


Across  the  Desk 


The  British  Doctor  Prepares  for  the  Worst 


We  have  just  fifteen  minutes,”  is  a state- 
ment repeated  over  and  over  in  London 
conversations.  It  means  that  in  fifteen  minutes 
from  the  time  raiding  bombers  are  detected  over 
the  English  Channel,  they  will  be  dropping  bombs 
on  London.  So  any  emergency  setup  must  be 
ready  in  that  time,  and  not  the  least  important 
of  these  is  the  medical  first-aid  station,  with  the 
doctor  in  charge,  fully  prepared  for  the  worst. 

London  is  sprinkled  with  patriotic  signs — 
Nelson’s  monument  carries  a huge  one  saying, 
“IT’S  UP  TO  YOU” — and  the  British  physician 
must  thrill  as  he  looks  at  it,  for  it’s  up  to  him  in 
grim  reality.  No  matter  what  others  do,  his 
work  is  in  the  danger  zone,  and,  as  Lord  Horder 
remarked  during  a debate  in  the  House  of  Lords, 
the  first  air  raids  must  count  among  their  casual- 
ties a large  number  of  medical  men. 

The  Machinery  Clicks 

The  last  war  found  the  British  doctors  willing 
and  anxious  enough  to  play  their  part,  but  with 
no  emergency  organization  prepared  in  advance 
to  classify  their  members  according  to  their  vari- 
ous abilities,  to  distribute  them  where  needed,  or 
to  safeguard  their  interests.  This  time  the 
British  Medical  Association  got  in  touch  with 
the  government  many  months  ago  and  drew  up 
a classified  index  of  medical  practitioners  for  use 
in  war,  and  this  voluntary  national  register  has 
been  kept  continually  up-to-date. 

The  supply  and  distribution  of  doctors  is  prac- 
tically entirely  in  the  hands  of  the  Central 
Emergency  Committee  of  the  British  Medical 
Association,  where  it  has  been  placed  by  the 
Ministry  of  Health.  The  Central  Committee 
works  through  a network  of  Local  Emergency 
Committees,  and  not  only  supplies  the  medical 
man  power  for  the  armed  forces  and  civilian  re- 
quirements, but  draws  up  plans  to  protect  the 
practices  of  absentee  doctors,  both  general  prac- 
titioners and  consultants  and  specialists. 

Fully  95  per  cent  of  the  British  medical  pro- 
fession have  placed  their  services  at  the  command 
of  the  Emergency  Committee  and  with  millions 
of  the  various  city  populations  transported  to 
rural  districts  for  safety,  the  dislocation  of  medi- 
cal practice  is  evident.  This  is  all  provided  for, 
however,  and  no  patient  will  lack  a doctor  and 
no  doctor  will  be  idle.  Some  doctors  will  give 
their  full  time,  some  part  time.  The  full-time 
ones  are  Class  A,  and  will  receive  all  the  way 
from  $7,000  a year  for  “consultant  advisers” 
down  to  $1,750  for  “house  officers.”  Class  B 
doctors  receive  from  $13  a session,  for  consult- 
ant and  specialist  work,  down  to  $8  a session  for 
general  practitioners.  Women  doctors  are  re- 
ceived on  the  same  terms,  but,  in  cases  of  ration- 
allowance,  get  only  80  per  cent  of  the  allowance 
for  men. 

The  Doctor  Under  Fire 

The  most  dangerous  place  for  the  doctor  is 
the  first-aid  post.  These  posts  are  scattered  all 
over  London  and  other  cities  so  thickly  that  no 
wounded  will  be  very  far  from  succour.  The 


post  staff  will  protect  the  hospitals  from  a rush 
of  minor  cases  by  treating  the  lightly  wounded 
and  sending  them  home,  and  will  give  first  aid 
to  the  more  serious  cases — arrest  hemorrhage,  re- 
lieve pain,  and  prepare  them  to  go  to  the  casualty 
hospitals  with  the  least  possible  harm.  Each 
first-aid  post  is  in  charge  of  a physician,  who  has 
instructed  the  lay  workers  under  his  control, 
and  there  are  in  Great  Britain  about  2,000  of 
these  posts.  For  every  100,000  of  the  population, 
there  are  sixty  men  and  women  trained  in  first-aid 
work  and  forty  men  trained  in  rescue  work. 

The  British  medical  journals  have  been  run- 
ning articles  for  months  on  the  treatment  of 
war  wounds,  and  every  medical  gathering  has 
been  hearing  lectures  on  this  subject,  which 
very  likely  may  be  gathered  and  published  in 
book  form,  valuable  to  have  here  if  the  U.  S.  A. 
should  unhappily  be  drawn  in.  A Hartford  sur- 
geon, Dr.  C.  W.  Goff,  attended  one  of  these 
lectures,  by  Sir  John  Fraser,  in  Edinburgh,  and 
tells  about  it  in  his  state  medical  journal.  Sir 
John  described  the  expected  intense  shock  from 
hemorrhage  produced  by  the  bursting  of  a 
modern  aerial  bomb,  its  casing  marked  off  in 
small  squares,  making  a veritable  hail  of  small, 
sharp  fragments.  These  will  produce  multiple 
deep  wounds,  any  one  of  them  liable  to  sever  an 
important  artery. 

A particularly  startling  effect  of  a new  high- 
explosive  bomb  was  explained.  This  bomb  can 
produce  death  by  concussion,  without  wounding, 
at  400  yards.  The  overwhelming  concussion 
sends  the  air  and  gases  under  tremendous  pres- 
sure into  the  respiratory  tract  and  produces 
death  by  multiple  hemorrhages  within  the  lungs 
and  sinuses.  The  air-raid  reports  from  Spain, 
Abyssinia,  and  China  have  been  studied,  and 
strategic  data  found  for  building  modern  air- 
raid defenses. 

All  persons  with  open  wounds  will  have  a 
prophylactic  dose  of  tetanus  antitoxin,  and  sup- 
plies are  stored  at  more  than  fifty  centers  in 
England  and  Wales,  so  as  to  be  quickly  available 
at  both  hospitals  and  first-aid  posts.  Supplies 
of  gas  gangrene  antitoxin,  too,  are  being  held  in 
the  big  centers  throughout  the  country,  and  will 
be  available  wherever  required.  Special  types 
of  injury  will  be  sent  to  special  centers,  where 
they  will  be  treated  by  appropriate  specialist 
staffs. 

Operating  in  Gas  Masks? 

The  operating  rooms  at  the  hospitals  and 
first-aid  posts  are  of  course  protected  in  every 
possible  way  by  barricades  and  gas-proof  doors, 
and  are  in  many  cases  underground,  but  it  is 
still  not  at  all  unlikely  that  gas  may  creep  in, 
so  that  everyone — patient,  surgeon,  and  nurses — 
may  have  to  wear  gas  masks.  One  surgeon,  Mr. 
J.  S.  Rowlands,  planned  a rehearsal  at  his  hos- 
pital, with  the  entire  operating-room  staff 
masked,  but  gave  up  the  idea  and  wore  the  mask 
alone  during  an  operation  for  disarticulation  at 
the  cubometatarsal  joint.  Then  he  met  a series 
of  problems,  as  we  are  told  in  the  British  Medical 
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Journal.  The  coarser  part  of  the  operation,  the 
disarticulation,  was  accomplished,  but,  when  it 
came  to  the  finer  points,  he  was  compelled  to 
discard  the  mask — he  found  it  entirely  unsuited 
to  this  work.  It  is  also  suggested  that  if  the 
patient  has  to  wear  a gas  mask,  the  choice  of 
an  anesthetic  will  be  limited. 

The  Radium  Peril 

It  fortunately  occurred  to  someone  that  if 
any  quantity  of  radium  was  dispersed  by  a bomb 
explosion  in  an  air  raid,  the  debris  in  which  it 
was  scattered  and  all  the  surrounding  area  would 
for  many  years  be  a menace  to  everyone  living 
there.  The  inhalation  of  0.01  mg.  would  prob- 
ably be  fatal.  So  it  was  decided  to  take  steps 
to  locate  all  owners  and  holders  of  radium  and 
make  arrangements  for  its  safe  custody.  That 
was  in  last  May.  Now  we  read  in  the  J.A.M.A. 
(Oct.  14) : “Most  of  the  national  stock  of  radium 
has  been  buried  at  the  foot  of  a fifty-foot  hole 
specially  drilled  for  use  in  war  time  at  one  of 
the  hospitals.  The  radium  and  its  containers 
are  in  a steel  cylinder,  which  before  being  lowered 
was  loaded  at  the  well  head  by  an  operator  who 
stood  for  protection  behind  a thick  block  of  lead. 
This  valuable  stock  of  radium  is  thus  protected 
against  risk  of  accident  not  only  with  the  object 
of  preserving  it  but  as  a safeguard  against  the 
damage  which  might  be  caused  if  it  should  be 
scattered  by  an  explosion.  For  the  present,  high- 
voltage  roentgen  therapy  will  be  used  instead 
of  radium  treatment  wherever  possible.  The 
resumption  of  radium  treatment  in  some  parts 
of  the  country  will  soon  be  considered.” 

Huge  Problem  of  Blood  Transfusion 

Another  problem  is  the  supply  of  blood  for 
transfusion.  It  seems  that  experience  in  Spain 
showed  that  at  least  10  per  cent  of  air-raid 
victims  are  so  badly  wounded  as  to  need  blood 
transfusions,  so  it  became  essential  to  organize 
an  adequate  scheme  for  the  supply  of  blood  for 
a large  number  of  transfusions.  Accordingly, 
London  was  divided  into  sectors,  each  one  with 
a “blood-supply  officer”  to  set  up  stations  for 
listing  and  testing  blood  donors. 

Spain’s  war  also  showed  the  wisdom  of  col- 
lecting and  storing  large  quantities  of  blood  in 
adequate  plants  for  refrigeration  and  steriliza- 
tion, and  four  depots  have  been  provided  in  the 
London  area,  each  equipped  to  store  about  1,000 
bottles.  Blood  will  be  dispatched  from  these  as 
needed  in  refrigerated  vans.  Each  depot  is 
expected  to  have  a panel  of  20,000  volunteer 


donors,  of  whom  some  8,000  will  be  universal 
donors. 

Many  thousands  of  volunteer  donors  have  al- 
ready been  tested  and  listed.  Some  figure  that 
for  central  London  100,000  donors  will  be  needed, 
and  for  Greater  London  and  environs  250,000. 
It  is  planned,  if  food  grows  scarce,  to  give  the 
donors  extra  rations  to  keep  up  the  quality  of 
their  blood. 

Transfusion  Syphilis  Suggested 

A danger  is  pointed  out  by  the  director  of  the 
Whitechapel  Clinic — that  syphilis  may  be  trans- 
ferred from  an  infected  donor  to  a healthy  re- 
cipient. This  risk  is  very  real,  he  says  in  a 
letter  to  a London  medical  journal,  and,  “so 
far  as  can  be  ascertained,  there  are  few  blood 
transfusion  empaneling  centers  in  which  exami- 
nation of  volunteer  donors  for  syphilis  is  carried 
out  as  a routine.”  He  then  proceeds  to  cite 
articles  from  thirty  medical  journals,  British, 
French,  and  American,  reporting  cases  of  trans- 
fusion syphilis,  and  adds:  “This  gives  a total  of 
over  forty  cases  of  transfusion  syphilis  occurring 
under  peace-time  conditions,  and  probably  a great 
many  more  instances  have  occurred  but  have  not 
been  diagnosed  as  such.  It  is  obvious  that  if 
one  out  of  every  ten  persons  wounded  in  air 
raids  requires  blood  transfusion,  the  danger 
under  war-time  conditions  will  be  very  much 
greater  unless  the  most  careful  measures  are 
taken  to  eliminate  syphilitic  donors.  In  most 
instances  it  would  appear  that  the  donors  caus- 
ing transfusion  syphilis  were  in  the  latent  phase 
of  the  disease  and  were  quite  unaware  of  their 
infection.  In  some  instances  the  donors  were 
serologically  negative,  being  in  the  pre-chancre  or 
incubation  stage  of  syphilis.” 

A Disquieting  Thought 

It  has  been  found,  according  to  the  New 
England  Journal  of  Medicine,  that  the  milk 
distributing  plants  have  all  the  needed  facilities 
for  storing,  refrigerating,  and  distributing  the 
blood  for  transfusions.  The  total  capacity  of 
the  plant  may  not  be  needed  for  the  blood  supply, 
and  the  delivery  of  milk  may  even  be  made  in 
the  same  vans.  Winter  mornings  are  cold  and 
dark  in  blacked-out  London,  and  mistakes  are 
only  natural.  However,  “the  housewife  cannot 
be  expected  to  view  with  equanimity  the  ap- 
pearance of  a quart  of  blood  on  her  back  stoop 
in  place  of  the  accustomed  Guernsey,  nor  will 
even  a British  surgeon  accept  complacently  a 
pint  of  medium  cream  for  an  intravenous  pick- 
me-up.”  W.  S.  W. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

Written  Examination:  March  2,  1940,  in 
various  cities  throughout  the  country.  This  will 
he  the  only  written  examination  in  1940. 

All  applications  for  this  examination  must  be 
received  before  January  1,  1940.  All  applicants 
must  pass  satisfactory  written  examination  be- 
fore being  admitted  to  oral  examination. 


Oral  Examination:  New  York  City,  June  8 
and  10.  Fall  examination  to  be  announced  later. 

Case  Reports:  Candidates  planning  to  take 

June  examination  must  file  case  reports  before 
March  1. 

For  application  blanks  write  at  once  to  Dr. 
John  Green,  6830  Waterman  Ave.,  St.  Louis,  Mo. 
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Attaining  Womanhood.  A Doctor  Talks  to 
Girls  About  Sex.  By  George  W.  Corner,  M.D. 
Duodecimo  of  95  pages,  illustrated.  New  York, 
Harper  & Bros.,  1939.  Cloth,  SI. 00. 

Office  Gynecology.  By  J.  P.  Greenhill,  M.D. 
Octavo  of  406  pages,  illustrated.  Chicago,  The 
Year  Book  Publishers,  Inc.,  1939.  Cloth,  $3.00. 

Diseases  of  the  Ear,  Nose  and  Throat.  Prin- 
ciples and  Practice  of  Otorhinolaryngology. 
By  Francis  L.  Lederer,  M.D.  Second  edition. 
Quarto  of  840  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Co.,  1939.  Cloth,  $10. 

Sterility  and  Impaired  Fertility.  Pathogene- 
sis, Diagnosis  and  Treatment.  By  Cedric  Lane- 
Roberts,  F.R.C.S.,  Albert  Sharman,  M.D., 
Kenneth  Walker,  F.R.C.S.,  and  B.  P.  Wiesner, 
Ph.D.  Octavo  of  419  pages,  illustrated.  New 


York,  Paul  B.  Hoeber,  Inc.,  1939.  Cloth, 
$5.50. 

Hospital  Public  Relations.  By  Alden  B. 
Mills.  Octavo  of  361  pages,  illustrated.  Chi- 
cago, Physicians’  Record  Co.,  1939.  Cloth, 
$3.75. 

Diseases  of  the  Foot.  By  Emil  D.  W.  Hauser, 
M.D.  Octavo  of  472  pages,  illustrated.  Phila- 
delphia, W.  B . Saunders  Co.,  1939.  Cloth,  $6.00. 

Nutrition  and  Diet  in  Health  and  Disease. 
By  James  S.  McLester,  M.D.  Third  edition. 
Octavo  of  838  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $8.00. 

Gynecology,  Medical  and  Surgical.  By  P. 
Brooke  Bland,  M.D.  Third  edition.  Quarto  of 
843  pages,  illustrated.  Philadelphia,  F.  A. 
Davis  Co.,  1939.  Cloth,  $8.00. 
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Clinical  Gastroenterology.  By  Horace  W. 
Soper,  M.D.  Quarto  of  314  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $6.00. 

This  practical  and  profusely  illustrated  book 
presents  an  outline  of  gastroenterology  which 
should  make  an  immediate  appeal  to  the  busy 
practitioner.  The  text  on  each  subject  is  short 
and  factual,  and  consequently  makes  easy  read- 
ing. The  validity  of  dogmatic  statements  is 
supported  in  many  cases  by  data  from  the  ex- 
perience of  a successful  physician  who  relieves 
his  patients.  Chapters  on  ulcer  and  colon  con- 
ditions are  sound,  and  present  many  helpful  and 
practical  suggestions  both  in  diagnosis  and 
treatment. 

Some  of  the  therapy  advised  is  empiric,  and 
calomel  again  assumes  importance  in  the  treat- 
ment of  many  conditions.  The  author  devotes 
a chapter  to  the  case  against  milk  as  a food, 
claiming  that  gastric  ulcer  in  adults  and  children, 
as  well  as  poliomyelitis,  are  due  to  the  strepto- 
coccus in  raw  milk.  That  pasteurization  is  not 
a sure  protection,  and  that  the  only  proper  milk 
for  human  consumption  is  evaporated  are  two 
other  themes  developed.  Finally  one  is  warned 
against  “hypodermic  injection  cures  for  ulcer, 
the  wild  claims  made  by  allergists  in  the  cure 
of  many  gastrointestinal  conditions,  colon  irri- 
gations, and  the  multitude  of  new  drugs  and 
vitamin  preparations  with  which  we  are  bom- 
barded.” 

Gastroenterology  is  truly  made  simple  by 
omitting  much  of  the  scientific  material  which 
has  accumulated  in  this  subject  during  the  past 
decade.  Henry  F.  Kramer 


Surgical  Treatment  of  Hand  and  Forearm 
Infections.  By  A.  C.  J.  Brickel,  M.D.  Quarto 
of  300  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1939.  Cloth,  $7.50. 


This  single  volume  of  300  pages  with  166  text 
illustrations  and  35  plates,  10  of  which  are  in 
color,  is  well  bound,  and  printed  on  excellent 
paper,  with  a clear  type.  The  method  here  pre- 
sented differs  radically  from  any  of  the  previous 
works  on  the  same  subject.  The  author  has 
spent  four  years  of  special  study  in  the  anatomic 
laboratory  at  Western  Reserve  University  pre- 
paring the  data  as  it  appears  in  his  book. 

The  first  chapter  consists  of  fourteen  plates, 
both  in  color  and  in  black  and  white,  illustrating 
the  anatomy  of  the  hand  and  forearm.  The 
dissection  represented  in  each  plate  is  described 
in  the  accompanying  text.  Following  each  plate 
is  a series  of  clinical  notes  which  interpret  the 
anatomy  in  terms  of  various  surgical  approaches 
and  procedures. 

Every  conceivable  type  of  infection,  including 
human  bites,  is  described  and  illustrated  by  a 
specific  case  as  seen  in  the  hospital.  Photo- 
graphs of  the  lesions  thus  described  accompany 
nearly  all  of  them.  The  influence  of  systemic 
diseases  upon  hand  infections  is  properly  em- 
phasized. 

A great  many  x-ray  plates  taken  after  the 
injection  of  the  various  fascial  spaces,  bursae, 
and  tendon  sheaths,  with  an  opaque  substance, 
disclose  vividly  the  anatomic  relationship  of 
these  structures  one  to  another.  Most  of  the 
illustrations  accompanying  the  text  are  actual 
photographs  of  patients  who  have  been  under 
the  care  of  the  author  or  his  associates.  In 
many  instances  a picture  of  the  preoperative 
lesion  is  followed  serially  by  photographs  of  the 
immediate  and  the  final  postoperative  results. 

For  anyone  who  may  be  called  upon  to  assume 
the  responsibility  of  handling  these  ever  serious 
hand  infections,  whether  he  is  a general  prac- 
titioner, a surgeon,  or  one  doing  compensation 
work,  this  book  is  most  highly  recommended. 

Merrill  N.  Foote 
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The  American  Way 

“The  best  program  for  medicine  should  be  the  product  of 
the  best  minds  of  the  American  people.  I propose  that  it 
be  written  by  physicians,  and  when  approved  by  organized 
medicine  that  it  be  submitted  to  the  Congress.  I believe 
that  we  should  try  to  find  an  American  Way — built 
upon  the  sound  foundations  of  American  experience.,, 

Nathan  B.  Van  Etten,  M.D., 
President-elect , American  Medical  Association 

According  to  newspaper  reports,  the  A.M.A.  will  soon  offer  a 
health  program,  based  on  its  estimate  of  current  requirements,  as  a 
substitute  for  the  Wagner  National  Health  Bill.*  This  is  welcome 
news  to  the  many  physicians  who  believe  that  opposition  to  ill- 
advised  lay  schemes  would  be  immeasurably  strengthened  if  the 
profession  had  a concrete  counterplan  of  its  own. 

Many  congressmen  in  their  hearts  realize  that  the  Wagner  Bill 
is  a speculation  rather  than  an  investment  in  health.  In  the  ab- 
sence of  any  other  specific  proposal,  however,  they  are  afraid  to  vote 
“no”  on  the  Wagner  Bill,  fearing  that  such  a vote  might  be  inter- 
preted by  their  constituents  as  indifference  to  the  public  health. 
These  senators  and  representatives  would  welcome  a medically 
sponsored  plan,  based  on  actual  conditions  and  designed  to  supply 
the  need  without  concentrating  unprecedented  powers  in  a few  ap- 
pointive officials  of  the  Federal  Government. 

The  details  of  the  A.M.A.  plan  have  not  yet  been  revealed.  Judg- 
ing by  previous  expressions  of  policy,  however,  it  is  safe  to  assume 
that  it  will  provide  for  a Federal  Department  of  Health  to  coordi- 
nate all  national  health  activities,  except  those  of  the  Army  and 
Navy.  It  is  a firm  tenet  of  medical  policy  that  such  a department 

* Since  the  writing  of  this  editorial  the  eight  principles  of  the  A.M.A.  program 
were  announced  on  November  17,  1939,  at  the  Conference  of  Secretaries  of  Con- 
stituent State  Associations.  See  page  2218 — Editor. 
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should  be  headed  by  a physician-secretary,  with  a seat  in  the 
Cabinet  to  assure  him  easy  access  to  the  President  as  well  as  to 
Congress. 

There  is  little  doubt  that  the  A.M.A.  plan  will  propose  voluntary 
medical  expense  indemnity  insurance  to  lessen  the  burden  of  ill- 
ness on  small  and  moderate  wage  earners.  It  will  undoubtedly  call 
for  the  expansion  of  medical  services  to  the  indigent — as  dictated 
by  demonstrable  necessities,  however,  rather  than  political  con- 
siderations. It  will  endeavor  to  enhance  preventive  medicine,  and 
limit  all  extensions  to  recognized  requirements. 

There  is  great  scope  for  governmental  activity  in  public  health; 
but  it  must  be  clearly  understood  where  the  boundaries  of  state  con- 
trol properly  end  and  those  of  private  practice  begin.  In  the 
field  of  individual  service  it  has  repeatedly  been  shown  that  the 
quality  of  medical  care  is  best  when  there  is  a minimum  of  bureau- 
cratic interference  with  the  physician.  The  A.M.A. , with  its  in- 
sight into  the  problems  of  both  private  practice  and  large-scale 
administration,  will  know  how  to  define  the  roles  of  private  and  pub- 
lic medicine  so  that  there  is  no  clash  between  the  two. 


Above  Ethics? 

“Newspaper  publications  by  a lawyer  as  to  pending  or  an- 
ticipated litigation  may  interfere  with  a fair  trial  in  the 
courts  and  otherwise  prejudice  the  due  administration  of  jus- 
tice. Generally  they  are  to  be  condemned  ....  An  ex  parte 
reference  to  the  facts  should  not  go  beyond  quotation  from 
the  records  and  papers  on  file  in  the  court;  but  even  in  ex- 
treme cases  it  is  better  to  avoid  any  ex  parte  statement.” 

The  above  is  the  twentieth  rule  in  the  Canons  of  Professional 
Ethics  of  the  American  Bar  Association.  It  is  commended  to  the 
attention  of  Assistant  Attorney  General  Thurman  Arnold  and  his 
associates  in  the  antitrust  suit  against  the  American  Medical 
Association. 

From  the  outset  of  this  action  the  Department  of  Justice’s  repre- 
sentatives have  shown  a blatant  disregard  of  the  ethical  canon 
cited  above  and  other  rules  of  good  legal  manners.  Charles  C. 
Pearce,  a special  assistant  to  the  U.  S.  Attorney  General,  made  a 
public  address  in  advance  of  the  trial  in  which  he  spoke  of  “the 
formula  of  illegal  procedure  ....  pursued  by  organized  medicine’’ 
as  if  a verdict  of  guilty  had  already  been  brought  in.  Pretrial  pub- 
lished statements  of  Mr.  Pearce  and  others  were  not  limited  to 
“quotations  from  the  records”  but,  as  Justice  James  M.  Proctor 
observed  of  the  indictment  proper,  abounded  “in  uncertain  state- 
ments” and  “highly  colored,  argumentative  discourse.” 
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Since  the  dismissal  of  the  indictment  against  the  A.M.A.  by  the 
Federal  District  Court,  Mr.  Arnold  and  his  associates  have  con- 
tinued to  try  this  case  in  the  press  in  spite  of  the  fact  that  an  appeal 
is  pending.  After  the  District  Court  had  thrown  out  the  antitrust 
charge  against  the  A.M.A. , Mr.  Arnold  issued  a public  warning  to 
the  profession  not  to  commit  acts  that  the  Court  had  just  declared 
legal.  Asking  the  Supreme  Court  to  waive  the  usual  procedure  and 
consider  the  case  without  a previous  decision  by  the  Circuit  Court  of 
Appeals,  he  broadly  hinted  that  continued  medical  progress  de- 
pended on  the  success  of  his  plea. 

In  certain  circumstances  it  is  conceivable  that  a lawyer  in  the 
government’s  employ  cannot  be  bound  by  the  same  ethical  principles 
as  attorneys  in  private  practice.  Certainly,  there  is  nothing  in  the 
antitrust  suit  against  the  A.M.A.,  however  (except  the  palpable 
artificiality  of  the  charge),  to  account  for  the  disregard  of  legal 
ethics  that  Mr.  Arnold  and  some  of  his  associates  have  displayed. 


Plumbism  and  Vitamin  C 


Chronic  lead  poisoning  is  one  of  those  conditions  in  which  a cure 
is  difficult  to  obtain.  The  ingestion  of  high  amounts  of  calcium 
salts  to  some  extent  alleviates  the  symptoms,  but  not  to  a degree 
sufficient  to  enable  the  person  afflicted  to  regain  his  former  activity. 
Increased  irritability  and  nervousness  are  common  complaints  that 
accompany  calcium  therapy  for  this  disease,  and  these  may  further 
incapacitate  the  sufferer  from  bad  poisoning. 

Holmes,  Campbell,  and  Amberg,1  in  a study  of  400  men  exposed 
to  lead  daily,  found  34  who  showed  signs  and  symptoms  of  chronic 
poisoning.  They  were  impressed  by  the  similarity  of  these  findings 
to  those  exhibited  in  cases  of  subclinical  scurvy,  and  selected  17  of 
the  group  to  be  treated  with  vitamin  C alone.  Following  the  oral 
administration  of  100  mg.  daily,  a marked  clinical  improvement  was 
noted  within  one  week.  A decided  improvement  in  the  color  of  the 
skin,  the  vigor  of  the  patient,  and  his  cheerfulness  was  apparent. 
There  was  a return  to  normal  sleep,  and  tremors,  where  present 
before,  disappeared.  The  blood  picture  likewise  showed  a return 
toward  normal  with  a gain  in  the  number  of  mature  neutrophiles 
in  the  blood. 

The  other  17,  who  in  addition  to  vitamin  C continued  the  calcium 
therapy,  did  not  respond  as  well  as  the  other  group ; here  the  gain 
was  less  marked  and  there  was  no  increase  in  mature  neutrophiles. 
As  in  chronic  alcoholism,  where  many  of  the  symptoms  are  the  re- 
sult of  vitamin  deficiency,  it  would  seem  that  lead  intoxication  also 


i Holmes,  H.  N.,  Campbell,  K.,  and  Amberg,  E.  J.:  J.  Lab.  & Clin.  Med.  24:  1119 
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leads  to  an  avitaminosis,  and  that  it  is  on  this  basis  that  plumbism 
should  be  treated. 


Carcinoma  of  the  Lip 

There  is  a marked  difference  of  opinion  between  surgeons,  derma- 
tologists, and  radiologists  concerning  the  results  obtained  from  the 
various  measures  employed  for  the  treatment  of  carcinoma  of  the  lip. 
This  difference  is  probably  due  to  the  fact  that  both  irradiation  and 
surgery  are  equally  efficacious  forms  of  therapy  when  properly 
employed.  Newell,1  who  made  a comparative  study  of  the  merits 
of  deep  therapy,  cauterization,  and  surgery,  using  the  five-year 
follow-up  as  an  index,  reports  the  following: 

The  Mayo  Clinic  surgery  yielded  80.3  per  cent  of  five-year  cures 
in  217  cases.  At  the  Royal  Prince  Albert  Hospital  in  Australia, 
five-year  cures  were  reported  in  90.3  per  cent  of  228  cases  treated 
surgically  and  in  82.7  per  cent  of  70  cases  in  which  radium  alone 
was  employed.  At  the  University  of  Michigan  Clinic,  local  de- 
struction, with  or  without  irradiation,  gave  53.8  per  cent  of  five-year 
cures  in  49  patients. 

Newell,  reporting  from  Johns  Hopkins,  had  80.9  per  cent  five- 
year  cures  in  149  cases  where  the  tumor  only  was  excised;  where 
in  addition  radical  excision  of  the  cervical  glands  was  performed  for 
metastases  in  75  cases,  only  22.5  per  cent  lived  beyond  five  years. 
On  the  whole,  his  cures  total  82.4  per  cent  from  surgery  where  no 
metastases  were  present.  From  his  evaluation,  therefore,  it  would 
seem  that  there  is  little  to  choose  between  surgery  and  irradiation, 
since  the  use  of  each,  individually,  yields  equally  good  results.  On 
the  other  hand,  local  cauterization  of  carcinoma  of  the  lip  has 
not  been  attended  with  the  success  achieved  by  the  other  thera- 
peutic means,  regardless  of  whether  or  not  it  is  followed  by 
irradiation. 

1 Newell,  E.  T.,  Jr.:  Arch.  Surg.  38:  1014  (1939). 


SCIENTIFIC  EXHIBIT 

Application  blanks  are  now  available  for  space  in  the  Scientific  Exhibit  at  the 
Annual  Meeting  at  New  York  City,  May  6,  7,  8,  9,  1940.  Attention  is  called  to  the 
fact  that  applications  close  on  January  1.  Blanks  will  be  sent  on  request  to  Dr. 
William  A.  Krieger,  Chairman,  Committee  on  Scientific  Exhibits,  103  Hooker  Avenue, 
Poughkeepsie,  New  York. 
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“The  economic  issue,  so  far  as  it  af- 
fects the  practitioner,  has  been  all  but 
suppressed  in  most  investigations.  Yet 
there  is  little  doubt  that  the  preservation 
of  the  private  practitioner’s  present  eco- 
nomic status  has  been  a major  concern 
of  organized  medicine.  . . . The  obvious 
truth  is  that  the  physician  has  as  much 
right  as  any  other  citizen  to  demand 
economic  conditions  which  will  insure  him 
a livelihood.  Hard  as  their  plight  may 
be,  members  of  the  low-income  group 
have  no  more  claim  on  him  for  medical 
care  than  they  have  on  the  corner  grocer 
for  food.  Even  in  these  days  of  open- 
handed  relief  there  are  still  Americans 
who  refuse  to  become  objects  of  a private 
practitioner’s  charity.  . . .” — The  New 
York  Times  of  October  23,  1939,  brings 
out  a good  point  in  its  editorial  discus- 
sion of  “Medical  Economics.” 

“We  have  witnessed  with  growing 
alarm  the  various  movements  being  spon- 
sored by  various  cults.  In  the  interests 
of  the  health  and  welfare  of  the  people 
these  movements  must  be  curbed  and  the 
public  truly  informed  as  to  the  deleterious 
results  that  such  and  similar  movements 
would  have  on  the  health  and  general 
welfare  of  the  public.  ...  A people  so 
educated — a public  that  knows  what  medi- 
cine is  trying  to  do — is  the  best  safeguard 
that  the  profession  of  medicine,  and  the 
health  of  the  people  of  the  state  can 
have.” — The  Bulletin  of  the  Los  Angeles 
County  Medical  Association  recently  em- 
phasized the  importance  of  sound  public 
relations  between  the  profession  and  the 
public. 

“Politics  and  medicine  are  mutually 
incompatible — and  though  the  two  ele- 
ments be  ever  so  insistently  shaken  to- 
gether, they  will  not  mix.  Medicine, 
having  the  greater  specific  gravity,  must 
sink  to  the  bottom  of  the  bottle,  to  be 
overlaid  by  the  frothy,  ill-smelling  layer 
of  opaque  politics  above.  The  patient, 


seeking  medical  care,  will  get  .mostly 
politics — unless  he’s  strong  enough  to 
shake  the  whole  bottle!  ” — From  a cur- 
rent issue  of  the  Westchester  Medical  Bul- 
letin, 

“One  refuge  in  times  of  anxiety  is  to 
turn  back  to  the  simple  things  which  lie 
at  the  heart  of  normal  human  life.  In  any 
society  these  will  be  the  things  that  make 
life  worth  living.  Indeed,  they  are  the 
things  that  account  for  the  persistence  of 
our  species.  They  are  individual  things, 
individually  experienced,  and  in  that  way 
an  answer  to  the  mass  manias  around  us. 

“The  spirit  of  freedom  is  not  in  laws  and 
institutions  alone.  It  is  expressed  in  the 
expansion  of  the  personal  experience,  in 
an  individual’s  rather  than  a nation’s 
room  to  grow,  in  the  unlocking  of  human 
powers  and  human  opportunities.  No 
disaster  can  black  out  a nation  which 
lives  in  that  spirit. 

“We  cannot  climb  an  ivory  tower  and 
cultivate  our  souls  in  indifference  to  the 
dark  tumult  which  rises  on  every  side. 
But  we  can  build  in  a democracy,  in 
peace,  a kind  of  life  that  shall  seem  to  all 
men  desirable,  and  which,  whatever  the 
fate  of  liberty  and  men’s  hopes  elsewhere, 
shall  not  be  forgotten.” — The  Reader's 
Digest  for  November  condensed  an  edi- 
torial from  the  New  York  Times , and 
we,  in  turn,  desire  to  quote  from  it. 

“Incident  to  the  court  action  consider- 
able misinformation  was  spread  about  the 
motives  that  impelled  the  Medical  Associ- 
ation [the  A.M.A.]  to  take  its  stand.  The 
most  senseless  argument  was  that  the  doc- 
tors wish  to  operate  as  a clique  which 
has  no  concern  over  the  plight  of  persons 
in  the  lower  income  bracket.  The  thou- 
sands of  hours  of  service  which  physicians 
the  country  over  tender  without  thought 
of  compensation,  their  cooperation  in 
free  clinics,  their  willingness  to  adjust 
fees  to  fit  the  pocketbooks  of  persons  with 
small  incomes,  their  vigilance  in  matters 
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regarding  public  health — all  sufficiently 
answer  the  charge  of  callousness  in  the 
medical  profession. 

“But  many  doctors  are  justly  appre- 
hensive over  any  attempt  at  socialization 
of  their  profession.  They  are  fearful  of 
federal  encroachment  on  a domain  where 
there  should  never  be  government  domi- 
nation with  all  its  attendant  political  ills. 
Likewise  they  believe  that  state  control  of 
medicine  would  destroy  initiative  and  dis- 
courage research,  both  of  which  are  essen- 


tial if  the  profession  is  to  make  progress. 
We  are  sympathetic  with  this  attitude, 
believing  that  the  best  interests  of  all  will 
be  satisfactorily  served  if  the  profession 
continues  as  it  has  in  the  past,  imposing 
all  its  own  regulations  on  its  members  and 
contributing  more  than  its  share  to  the 
public  weal.  Expose  the  profession  to 
politics,  make  it  merely  an  unwieldy  arm 
of  the  government  and  it  will  be  wrecked.” 
— From  an  editorial  in  the  October  24, 
1939,  St.  Louis  Globe-Democrat. 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  6,  1940. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name  and 
address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it  will 
not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  1940,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  2 East 
103rd  Street,  New  York  City. 

Eugene  H.  Pool,  M.D.,  Chairman,  Committee  on  Prize  Essays 


1940  M.D.  License  Plates 

Physicians  should  apply  directly  to  their  local  motor  vehicle  depart- 
ment offices  by  mail  or  in  person.  It  is  necessary  to  attach  a prescription 
blank  or  stationery  showing  that  the  applicant  is  an  M.D. 


DOCTORS,  LAWYERS,  AND  INJURED  BRAINS 

Irving  J.  Sands,  M.D.,  Brooklyn,  New  York 


automobile  accidents  are  on  the  in- 
crease.  Injuries  to  the  brain  have 
been  increasing,  both  in  accidents  as  well 
as  in  industrial  pursuits.  Industrial 
compensation  laws  have  been  enacted  in 
almost  every  state  of  our  country. 
Greater  demands  are  being  made  upon  the 
medical  profession  in  managing  these 
patients.  Moreover,  medical  men  are 
now  called  both  as  witnesses  and  as  ex- 
perts in  litigations  following  these  acci- 
dents. An  evaluation  of  the  problem, 
therefore,  seems  opportune. 

There  are  certain  anatomic  peculiarities 
of  the  skull  that  predispose  the  brain  to 
injury.1  The  upper  surface  of  the  orbital 
plate  of  the  frontal  bones  contains  numer- 
ous sharp  ridges.  The  lesser  wings  of  the 
sphenoid  are  also  very  sharp.  The  inner 
tables  of  the  parietal  and  the  squamous 
portions  of  the  temporal  bones  contain 
several  bony  projections.  The  incisura 
tentorii  has  a very  sharp  edge  and  this 
makes  it  a potential  menace  to  the  ad- 
jacent brain  structure.  The  meninges, 
the  falx,  and  the  tentorium,  the  large 
vessels  and  the  cranial  nerves,  as  well  as 
the  anatomic  peculiarities  of  the  cranial 
fossae,  tend  to  limit  the  movements  of  the 
brain  within  the  skull.  Certain  portions 
of  the  brain  are,  therefore,  peculiarly  sus- 
ceptible to  injury. 

The  frontal  lobes  are  relatively  free 
and,  in  injuries,  their  orbital  surfaces  are 
commonly  contused  and  often  lacerated 
because  of  the  sharp  ridges  on  the  upper 
surfaces  of  the  orbital  plates  of  the  frontal 
bones.  The  tips  of  the  temporal  lobes 
are  lodged  under  the  lesser  wings  of  the 
sphenoid  and  they,  too,  are  often  con- 
tused or  lacerated  whenever  there  is  a 
fracture  involving  these  bony  structures. 
The  temporal  and  parietal  lobes  are  more 
or  less  rigidly  fixed  within  the  skull,  and 
they  are  commonly  injured  because  of  the 


sharp  spicules  of  bones  from  the  adjacent 
inner  tables  of  the  skull.  The  occipital 
lobes,  as  well  as  the  cerebellum,  are 
fairly  well  protected  by  the  adjacent 
venous  sinuses  and  by  the  smoothness  of 
the  adjacent  bone  of  the  skull.  Therefore, 
these  parts  of  the  brain  are  relatively 
spared  in  accidents.  The  pons  and  the 
peduncles  are  frequently  injured  because 
of  the  sharp  edge  of  the  incisura  tentorii. 
The  cranial  nerves  may  be  bruised  and 
even  lacerated.  The  arteries  of  the  brain 
are  more  or  less  tortuous  in  their  course 
and  tolerate  trauma  fairly  well.  Oc- 
casionally, however,  aneurysms  of  the 
cerebral  vessels  may  result  from  an  acci- 
dent.2 Still,  a rupture  of  the  large  vessels 
of  the  brain  is,  indeed,  a rare  necropsy 
finding.  The  smaller  vessels,  however, 
are  in  intimate  association  with  the  brain 
tissue  and  are  commonly  injured.  This  is 
particularly  true  of  the  arteries  of  the 
pons.3  The  middle  meningeal  artery, 
because  of  its  unique  anatomic  course,  is 
not  uncommonly  injured  or  torn  in  frac- 
tures of  the  adjacent  bone,  and  produces 
the  well-known  syndrome  of  epidural 
hemorrhage. 

The  Virchow-Robin  lymph  spaces  are 
often  ruptured  at  the  time  of  an  accident, 
cause  disturbance  in  lymph  circulation, 
and  become  a factor  in  brain  destruction. 
The  walls  of  the  sinuses  of  the  dura  are 
strong  and  elastic  and  they  tolerate 
trauma  fairly  well.  However,  the  petrosal 
sinuses  may  be  contused  or  torn  in  frac- 
tures, involving  the  petrous  portions  of 
the  temporal  bones. 

At  necropsy1  the  following  types  of 
brain  injuries  are  encountered: 

1.  A heavy  and  soggy  brain  of  brown 
or  dark  red  appearance,  exuding  blood- 
tinged  fluid.  Clinically,  this  type  of  lesion 
is  characterized  by  nuchal  rigidity,  hyper- 
tonicity of  the  lower  extremities,  bilateral 
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Babinski,  and  marked  delirium  and  excite- 
ment. The  spinal  fluid  is  usually  blood- 
tinged,  but  occasionally  it  may  be  clear. 

2.  A heavy  and  edematous  brain, 
showing  extensive  contusions  and  lacera- 
tions. Clinically  this  is  characterized  by 
subarachnoid  hemorrhage,  focal  neuro- 
logic signs,  cranial  nerve  involvement,  and 
marked  stupor. 

3.  A heavy  and  edematous  brain, 
showing  no  lacerations  or  contusions 
macroscopically,  but  microscopically 
numerous  punctate  perivascular  hemor- 
rhages, especially  in  the  brain  stem,  corpus 
striatum,  and  frontal  lobes  are  found. 
This  type  is  accompanied  by  the  syn- 
drome of  cerebral  concussion. 

4.  A heavy,  edematous,  and  blood- 
discolored  brain  with  lacerations  and  con- 
tusions and  associated  with  subdural 
hematoma. 

5.  A heavy  and  edematous  brain  pre- 
senting minimal  pial  discoloration,  no 
contusions  or  lacerations,  but  numerous 
subdural  blood  clots. 

All  of  these  types  may  occur  with  or 
without  fracture  of  the  skull. 

The  treatment  of  acute  brain  injuries 
has  been  fairly  well  standardized  in  most 
clinics.4-6  An  appreciation  of  the  under- 
lying anatomic  and  pathologic  changes 
gained  by  experience,  both  in  the  labora- 
tory as  well  as  in  the  wards,  is  an  in- 
dispensable prerequisite  for  the  successful 
management  of  these  patients. 

Most  serious  brain  injuries  are  accom- 
panied by  shock,  which  must  receive  first 
consideration  in  the  treatment  of  the 
patient.  When  in  shock,  the  extremities 
are  cold  and  clammy,  there  is  marked 
disturbance  of  consciousness,  the  pulse 
is  generally  rapid,  although  it  may  be 
slow,  the  respiration  is  irregular,  rapid, 
and  shallow,  and  there  is  marked  per- 
spiration. The  patient  should  be  kept 
in  the  Trendelenburg  position.  Heat 
must  be  applied  to  the  extremities. 
Cardiac  stimulants  must  be  judiciously 
administered.  Normal  saline  or  10  per 
cent  glucose  solution  should  be  given 
intravenously  or  by  hypodermoclysis. 
Blood  transfusions  may  be  necessary. 
All  efforts  must  be  directed  to  combat  the 


initial  shock.  The  patient  should  be  dis- 
turbed as  little  as  possible  during  this 
period.  An  initial  lumbar  spinal  puncture 
is  advisable  because  it  establishes  the 
presence  or  the  absence  of  subarachnoid 
bleeding  and  gives  a clue  as  to  the  intra- 
cranial pressure.  Subsequent  spinal  punc- 
tures will  depend  upon  the  presence  or 
absence  of  subarachnoid  hemorrhage. 
Blood  in  the  subarachnoid  space7  tends 
to  injure  the  brain  tissue,  occasionally 
plugs  the  arachnoid  villi,  and  tends  to 
increase  intracranial  pressure  because  it 
interferes  with  the  osmotic  pressure  in 
the  spinal  fluid.  Cerebral  edema  must 
be  combated  with  hypertonic  sucrose 
and  occasionally  with  lumbar  puncture. 
Excitement  should  be  combated  with  ap- 
propriate medication.  Sodium  pheno- 
barbital,  sodium  amytal,  and  paraldehyde 
are  the  drugs  most  frequently  employed. 
Morphine  should  not  be  used,  as  it  tends 
to  depress  the  already  disturbed  medul- 
lary centers.  After  shock  has  been  suc- 
cessfully treated,  it  is  advisable  to  elevate 
the  head  of  the  bed  to  forty-five  degrees. 
This  procedure  aids  proper  intracranial 
hydrodynamics  and  lowers  intracranial 
pressure.  Patients,  as  a rule,  feel  more 
comfortable  when  in  this  position. 

Death  in  brain  injuries  generally  re- 
sults from  massive  cerebral  hemorrhage, 
cerebral  laceration,  subdural  or  epidural 
hematoma,  or  from  shock. 

Most  of  the  brain  injury  cases  show 
marked  improvement  at  the  end  of  a 
week  or  ten  days  after  admission  to  the 
hospital.  Nevertheless,  these  patients 
should  be  kept  in  bed  for  at  least  three 
weeks  to  a month  to  allow  the  process  of 
repair  to  occur.8 

The  relationship  of  fracture  of  the 
skull  to  brain  injuries  is  fairly  well  under- 
stood by  those  who  have  had  experience 
in  treating  such  patients.  A fracture  of 
the  base  of  the  skull  is  frequently  accom- 
panied by  laceration  of  the  dura  and 
arachnoid,  subarachnoid  hemorrhage,  es- 
cape of  cerebrospinal  fluid,  and  cranial 
nerve  lesions.  Meningitis  may  complicate 
such  fractures.  Basilar  fractures,  there- 
fore, have  a grave  prognosis.  Fractures 
of  the  vault,  unless  they  are  accompanied 
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by  tearing  of  the  middle  meningeal  artery 
or  veins,  are  generally  benign  and  carry 
a favorable  prognosis.  The  younger  the 
patient,  the  more  favorable  is  the  progno- 
sis. 

In  the  vast  majority  of  cases,  it  is 
advisable  to  postpone  x-ray  examination 
of  the  skull  until  the  patient  has  entered 
convalescence.  No  patient  while  in  shock 
should  be  subjected  to  the  manipulations 
necessary  for  x-ray  examination.  How- 
ever, whenever  the  patient  shows  signs 
of  epidural  or  subdural  hematoma,  x-ray 
examination  must  be  immediately  made. 

Rupture  of  the  middle  meningeal  artery 
is  usually  recognized  by  the  history  of 
an  accident  with  initial  loss  of  conscious- 
ness, followed  by  a relatively  lucid 
interval,  and  a secondary  period  of  in- 
creasing loss  of  consciousness.  Occasion- 
ally this  lucid  interval  may  be  of  such 
brief  duration  as  to  be  unrecognizable. 
Its  early  recognition  and  the  institution 
of  adequate  surgical  measures  will  save 
the  patient’s  life.  The  presence  of  sub- 
dural hematoma  may  be  suspected  when- 
ever the  patient  who  has  suffered  a head 
trauma  begins  to  complain  of  headache 
a few  days  to  several  months  or  years 
after  the  injury,  and  who  shows  a slow 
pulse  and  disturbance  in  consciousness.9 
Exploration  by  trephining  the  skull  on 
both  sides  should  be  done,  as  this  method 
alone  will  exclude  the  presence  of  a sub- 
dural hematoma.  The  dilated  pupil10  on 
the  side  of  the  hematoma  is  no  longer  re- 
garded as  an  infallible  localizing  sign. 

While  the  symptoms  of  acute  brain 
injuries  are  thoroughly  understood  and 
fairly  well  managed,  the  greatest  diffi- 
culties encountered  are  those  signs  and 
symptoms  that  follow  after  the  patient 
has  been  discharged  from  the  hospital. 
The  train  of  symptoms  following  head 
injury  are  those  of  headaches,  dizzy  spells, 
undue  fatigue,  lack  of  concentration,  ir- 
ritability, impulsiveness,  states  of  apathy, 
moody  spells,  loss  of  ambition,  and 
impairment  in  efficiency.  Fainting  spells 
and  convulsions  may  follow.  Occasion- 
ally sensory  disturbances  in  the  nature  of 
numbness,  visual  and  olfactory  hallucina- 
tory phenomena,  and  peculiar  episodes  of 


feeling  of  collapse  are  present.  On  ex- 
amination of  these  patients,  neurologic 
signs  may  or  may  not  be  detected.  The 
symptoms  are  the  result  of  glial  and  con- 
nective tissue  scars11  that  have  replaced 
the  destroyed,  hemorrhagic  brain  areas, 
of  the  contraction  of  these  scars12  and  the 
consequent  irritation  of  brain  tissue,  of 
subpial  or  subarachnoidal  collections  of 
fluid,  of  meningocerebral  adhesions,  of 
inadequate  Virchow-Robin  lymphatic  sys- 
tem drainage,  of  distortion  of  the  ven- 
tricular system,  and  of  disturbed  in- 
tracranial hydrodynamics.  Whenever 
neurologic  signs  are  absent  in  these  pa- 
tients, spinal  fluid  and  encephalographic 
studies  should  be  done.  The  encephalo- 
gram may  disclose  meningocerebral  ad- 
hesions, focal  cortical  atrophies,  or  varia- 
tions in  the  size  and  shape  or  position  of 
one  or  more  of  the  ventricular  horns.  It 
may  disclose  the  presence  of  a subdural 
hematoma.  The  electroencephalogram 
is  still  in  the  experimental  stage. 

Brain  abscess,  traumatic  Parkinsonian 
syndrome,  and  massive  cerebral  hemor- 
rhage13 may  be  delayed  complications  of 
brain  injury.  Postencephalitic  Parkin- 
sonian states,14  various  clinical  types  of 
neurosyphilis,  dementia  praecox,  or  at- 
tacks of  manic  depressive  psychoses  may 
be  precipitated16  (not  caused)  by  brain 
injuries. 

Psychotic  reactions  resulting  from  brain 
injury  are  usually  classified  under  the 
heading  of  traumatic  delirium,  Korsakoff 
syndrome,  post-traumatic  personality  dis- 
orders, and  post-traumatic  mental  de- 
terioration. These  reactions  are  known 
to  those  who  have  had  experience  and 
adequate  training  in  managing  these 
patients. 

The  most  perplexing  problems  en- 
countered in  managing  these  patients  are 
the  various  manifestations  of  behavior 
disorders  that  these  patients  show  after 
they  have  recovered  from  the  acute 
stage  of  injury.16  The  various  conflict- 
ing opinions  expressed  by  equally  com- 
petent authorities  have  made  this  subject 
a matter  for  the  cynic.  This  difference  of 
opinion  is  in  part  due  to  the  difference  in 
training  and  experience  of  these  authori* 
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ties.  A thorough  training  in  neuro- 
anatomy, neuropathology,  clinical  psy- 
chiatry, and  psychoanalysis  is  an  indis- 
pensable prerequisite  for  the  adequate 
evaluation  of  the  behavior  disorders  of 
the  large  group  of  the  post-traumatic 
neurotic  patients.  For  this  reason  the 
neuropsychiatrist  (one  who  has  had 
training  and  experience  in  all  phases  of 
the  subject),  rather  than  the  super- 
specialist17 (one  who  has  received  inten- 
sive training  and  has  limited  his  experience 
to  only  one  phase  of  the  subject)  in  neuro- 
psychiatry, is  best  qualified  to  pass 
opinion  on  the  behavior  disorders  of  these 
patients. 

The  post-traumatic  behavior  disorders 
may  be  divided  into  four  groups1:  (1) 
post- traumatic  constitution ; (2)  trau- 

matic neurosis ; (3)  traumatic  hysteria; 
and  (4)  malingering. 

The  term  “post- traumatic  constitu- 
tion” should  be  limited  to  those  patients 
who  give  a history  of  a head  injury  and 
who,  on  examination,  present  obvious 
neurologic  signs  or  encephalographic 
changes,  and  who  complain  of  headaches, 
dizziness,  fainting  spells,  dysesthesias, 
paresthesias,  and  somatopsychic  halluci- 
natory disturbances.  They  occasionally 
have  convulsions.  They  show  mood 
fluctuations  varying  from  apathy  and 
indifference,  on  the  one  hand,  to  irritability 
and  impulsiveness  on  the  other.  They 
lack  the  power  of  concentration,  and  dis- 
play emotional  instability  and  marked 
impairment  in  efficiency. 

“Traumatic  neurosis”  should  be  ap- 
plied to  those  patients  who  have  recovered 
from  brain  injuries  and  who  complain  of 
the  above  physical  or  mental  disturb- 
ances, but  who  on  neurologic  examina- 
tions or  encephalographic  studies  reveal 
no  abnormalities.  Yet  they  show  definite 
changes  in  their  personality.  A thorough 
survey  of  their  personalities  will  disclose 
rather  pleasant,  agreeable,  self-supporting, 
and  normally  reacting  individuals  prior  to 
their  accidents.  However,  following  the 
accident  they  have  become  irritable,  are 
given  to  brooding,  are  restless,  easily 
excitable,  cannot  maintain  any  sustained 
effort,  and  are  generally  inefficient.  They 


complain  of  dizziness,  headache,  are 
easily  fatigued,  and  become  quarrelsome. 
This  type  of  reaction  frequently  follows 
the  cerebral  concussion  type  of  brain 
injury. 

The  term  “traumatic  hysteria”  should 
be  applied  to  those  people  who  have  been 
in  an  accident,  but  who  have  sustained 
either  no  injury  at  all  or  an  insignificant 
scratch  or  abrasion ; in  other  words, 
the  trauma  to  which  they  attribute  all 
their  difficulties  has  been  an  insignificant 
one.  A careful  history  will  elicit  evidence 
of  neurotic  types  of  personality,  who 
utilize  trivial  accidents  as  an  excuse  for 
maladjustment  in  life.  Their  ego  has 
inflated  its  injured  narcissism.  Fre- 
quently bad  management  on  the  part  of 
the  physician  or  legal  advisors  tends  to 
fixate  their  symptoms. 

“Malingering”  is  a subject  that  is 
known  to  others  besides  neuropsychia- 
trists. The  trained  neuropsychiatrist 
should  find  no  difficulty  in  appraising  the 
reaction  of  these  patients.  However, 
even  the  most  skillful  physician  has  oc- 
casionally been  misled  by  the  complaints 
of  these  patients,  particularly  when  they 
are  sustained  by  corroborative  evidence 
from  the  high-power  salesmanship  of 
some  legal  advisor. 

The  management  of  head  injury  pa- 
tients after  they  have  left  the  hospital 
may  tax  the  skill  and  ingenuity  of  many  a 
physician.  Many  patients  will  insist 
upon  resuming  their  work  even  though 
they  are  unable  to  do  so.  On  the  other 
hand,  there  are  a few  who  will  refuse  to 
return  to  work  even  though  they  are 
capable  of  doing  so.  The  majority  of 
them  are  able  to  work  at  the  end  of  a 
month  or  so  after  they  have  left  the 
hospital.  Many  require  a longer  period 
of  rest.  There  are  some,  however,  who 
cannot  resume  their  original  occupations 
because  of  the  hazards  inherent  in  their 
particular  type  of  employment.  Driving 
trucks,  climbing  scaffolds,  and  working 
in  high  places  or  in  very  noisy  environ- 
ments may  have  to  be  postponed  for  a 
long  time,  and  occasionally  altogether 
abandoned.  It  may  then  become  neces- 
sary to  rehabilitate  the  patients  and 
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train  them  along  other  occupational  lines 
that  may  not  be  as  hazardous  as  their 
original  trades  or  occupations.  Changes 
must  be  made  in  the  patients’  home  situa- 
tions, their  social  activities,  and  avoca- 
tional  pursuits.  The  families  of  these 
patients  must  be  informed  of  the  handi- 
caps resulting  from  the  injuries,  and  they 
must  often  be  instructed  in  their  proper 
reactions  toward  the  patients. 

In  the  management  of  these  patients, 
the  physician  should  be  guided  by  the 
personality  of  the  patients,  the  severity 
of  the  injuries  sustained,  and  the  general 
home  environment.  He  must  recognize 
any  neurotic  reactions  that  may  result 
from  thwarting  home  conditions,  from 
situations  arising  as  a result  of  litigation 
procedures,  or  from  unsatisfactory  com- 
pensation awards.  He  must  train  the 
patients  to  face  reality  in  accordance 
with  their  own  assets  and  abilities.  He 
must  warn  against  protracted  litigations, 
and  may  often  advise  lump  settlements  of 
compensation  claims  as  therapeutic  meas- 
ures.18 Each  case  must  be  judged  as  an 
entity,  and  must  receive  individual  at- 
tention in  order  to  obtain  the  best 
therapeutic  results. 

While  the  prime  function  of  the 
physician  is  to  treat  the  sick  and  restore 
them  to  as  nearly  normal  states  as  pos- 
sible, he  often  has  secondary  functions  to 
perform  that  are  involved  in  the  medico- 
legal aspect  of  brain  injuries.19  The 
physician  may  be  called  upon  to  testify 
as  to  his  findings  at  the  time  of  his  ex- 
amination and  to  the  treatment  he  has 
given  the  patients.  Occasionally  he  is 
called  upon  as  an  expert  by  the  attorneys 
representing  either  the  litigants  or  the 
defendants  in  the  case.  In  performing 
these  functions,  the  physician  should  be 
guided  by  the  very  same  ideals  of  profes- 
sional conduct  as  at  the  bedside  of  the 
patients.  He  should  try  to  give  the  same 
opinion  on  the  witness  stand  as  he  would 
at  a medical  conference.  When  serving 
in  the  capacity  of  an  expert,  he  should 
conduct  himself  as  if  he  were  called  into 
consultation  by  a colleague.  The  physi- 
cian should  be  acquainted  with  the  fact 
that  the  attorney  who  engages  his  serv- 


ices is  merely  acting  as  the  patient’s 
agent,  and  he  should,  therefore,  make 
definite  arrangements  for  any  compensa- 
tion that  he  may  expect  for  such  services. 
The  physician  should  know  that  an  agree- 
ment for  his  compensation  as  an  expert 
witness  contingent  on  his  testimony,  or 
on  the  result  of  the  litigation  being  favor- 
able to  the  promisor,  is  illegal.20  In 
simpler  terminology,  it  is  illegal  for  a 
physician  to  agree  on  a contingent  fee. 
It  is  preferable  for  the  physician  to  collect 
a fee  before  he  takes  the  witness  stand, 
for  that  clears  him  of  any  suspicion  of 
his  being  a partner  to  the  law  suit. 

In  general,  it  may  be  said  that  the  aid 
of  a physician  is  required  at  a law  suit 
for  the  purpose  of  establishing  the  nature 
of  the  person’s  injury,  the  amount  of 
handicap  he  sustained  as  a result  of  the 
accident,  and  the  probable  duration  of 
this  handicap.  It  is  obvious  that  those 
who  have  treated  the  patient  at  the  time 
of  his  accident  and  during  his  hospitaliza- 
tion are  best  qualified  to  express  opinion 
as  to  the  nature  and  extent  of  the  injuries. 
The  extent  of  the  handicap  should  be 
gaged  by  the  nature  of  the  injury,  its 
extent  and  severity,  its  aftereffects,  and 
the  functional  limitation  that  it  imposed 
on  the  particular  individual.  The  per- 
manency of  the  injury  can  be  determined 
only  by  appraising  the  severity  of  the 
accident,  the  personality  type  of  the 
person  who  sustained  the  injury,  his  oc- 
cupation, his  interests,  and  his  obliga- 
tions to  his  family  and  society.  It  must 
be  remembered  that  the  vast  majority  of 
patients  who  have  sustained  brain  in- 
juries sooner  or  later  resume  their  former 
work.  Nevertheless,  there  are  many  who 
do  not,  and  more  than  a few  who  are 
permanently  incapacitated.  The  brain 
is  the  master  organ  of  the  body.  An 
injured  brain  is  an  organ  of  lessened 
efficiency.  The  anatomic  alterations  as 
a result  of  both  the  pathologic  changes 
and  reparatory  processes  are  permanent. 

When  a physician  is  engaged  as  an  ex- 
pert, he  must  obtain  as  thorough  an 
anamnesis  as  is  humanly  possible.  Every 
source  of  information  should  be  utilized 
to  obtain  necessary  data.  The  anamnesis 
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is  the  most  important  part  of  the  examina- 
tion of  the  patient.  The  following  cases 
are  illustrative. 

Case  Reports 

Case  1. — A 24-year-old  single  female  was  ad“ 
mitted  to  the  Coney  Island  Hospital  on  March 
16,  1939,  for  pleurisy  and  possible  pneumonia. 
On  March  25,  1939,  she  fell  in  the  lavatory,  and 
sustained  a slight  swelling  in  the  occipital  region 
of  the  scalp.  She  vomited  and  had  epileptiform 
seizures.  A spinal  puncture  was  done,  but  the 
patient  struggled  and  a bloody  spinal  fluid  was 
obtained.  X-ray  of  the  skull  was  negative  for 
fracture.  She  continued  to  have  convulsions, 
foamed  at  the  mouth,  and  vomited.  She  be- 
came incontinent.  I examined  her  on  March  29. 
There  were  no  abnormal  neurologic  findings. 
She  showed  purposeless  movements,  which  are 
so  commonly  present  in  the  catatonic  form  of 
schizophrenia.  The  mother  was  then  inter- 
viewed, but  she  denied  that  the  patient  had  ever 
been  seriously  ill  before.  However,  an  ap- 
parently intellectually  retarded  brother  of  the 
patient,  who  was  present  when  the  mother  was 
being  questioned,  suddenly  scolded  his  mother 
for  not  telling  the  truth.  It  was  then  learned 
that  the  patient  had  been  paroled  from  a state 
hospital  only  two  months  ago,  after  a residence 
of  three  years  at  the  institution.  A telephone 
conversation  with  the  physician  at  the  state 
hospital  disclosed  the  fact  that  the  patient  was 
still  on  parole  from  that  institution,  and  that  her 
diagnosis  was  dementia  praecox,  catatonic  type. 
Moreover,  he  said  that  the  patient  would  fre- 
quently have  spells,  would  fall,  and  would  throw 
herself  about  the  floor.  She  was  immediately 
returned  to  the  state  hospital. 

Case  2. — A 47-year-old  married  female  was 
examined  by  me  on  September  30,  1938.  Dur- 
ing the  preceding  year,  she  had  shown  a definite 
change  in  her  personality,  being  irritable,  face- 
tious, and  neglectful  of  her  home  and  of  her 
family.  She  would  occasionally  have  headaches 
and  nausea.  On  September  20,  1938,  her  hus- 
band heard  a loud  noise  coming  from  her  bed- 
room, went  to  her  room,  and  found  her  uncon- 
scious on  the  floor.  She  regained  consciousness 
in  five  minutes.  Eight  hours  later  she  had  a 
generalized  convulsion.  When  I examined  her,  I 
found  signs  of  an  expanding  intracranial  lesion, 
which  could  not  be  localized.  I sent  her  to  the 
Brooklyn  Jewish  Hospital.  At  the  time  of  her 
admission  to  the  hospital  she  was  in  coma. 

An  exhaustive  survey  of  the  patient,  including 
an  encephalogram,  disclosed  evidence  of  an  ex- 
panding intracranial  lesion,  but  one  that  could 
not  be  localized.  The  history  of  the  altered 


personality  for  over  a year  made  the  diagnosis 
of  a cerebral  neoplasm  the  most  likely  one.  Her 
condition  grew  worse,  and  it  was  decided  to  do  a 
decompression  operation.  Fortunately,  the 
trained  eye  of  the  skillful  surgeon  detected  a 
hematoma  of  the  scalp  as  he  was  preparing  the 
patient  for  operation.  He  changed  the  diagnosis, 
therefore,  to  one  of  a subdural  hematoma,  pro- 
ceeded to  operate  accordingly,  and  evacuated  a 
large  but  fresh  subdural  hematoma  from  the 
left  hemisphere. 

The  patient  made  a complete  recovery,  and 
has  been  well  since  her  operation.  I discussed 
her  case  with  the  family  physician,  who  has 
known  the  patient  for  many  years.  He  then  told 
me  that  the  patient  had  been  drinking  rather 
heavily,  but  this  was  a subject  that  was  never 
discussed  at  home.  It  then  became  apparent 
that  the  alcohol  was  the  cause  of  her  changed 
personality. 

After  a thorough  anamnesis,  one  must 
review  the  records  of  the  hospital  where 
the  patient  was  treated.  The  severity 
of  the  injury,  the  duration  of  hospital 
residence,  and  the  treatment  given  should 
be  carefully  analyzed.  A thorough  neuro- 
logic examination  must  then  be  made. 
The  physician  should  then  communicate 
his  findings  to  the  attorney. 

On  the  witness  stand  the  expert  must 
give  his  findings  in  as  intelligent  and  con- 
cise a manner  as  is  possible.  No  physician 
is  expected  to  answer  any  question 
with  absolute  certainty;  only  reasonable 
certainty  is  required.  No  expert  is  ex- 
pected to  know  everything,  and  not 
infrequently  even  an  expert  cannot  answer 
all  the  questions  that  some  lawyers  may 
put  to  him.  There  should  be  neither 
shame  nor  anxiety  attached  to  being 
unable  to  give  a definite  answer  to  some 
questions.  Objections  have  frequently 
been  raised  by  many  physicians  to  the 
hypothetic  questions  and  to  other  legal 
procedures.  We  must  be  very  cautious 
in  criticizing  existing  codes  of  legal  pro- 
cedure without  being  ready  to  offer  con- 
structive substitutes.  We  must  never  lose 
sight  of  the  fact  that  the  pillars  of  our 
freedom  are  our  courts  of  justice,  and  one 
should  not  indiscriminately  offer  de- 
structive criticisms. 

The  duty  of  the  lawyer  is  to  safeguard 
the  client’s  interest  and  to  do  all  in  his 
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power  to  obtain  as  much  compensation 
for  his  client’s  injury  as  is  possible. 
Lawyers,  too,  are  guided  by  a high  code 
of  professional  conduct.  They  need  the 
assistance  of  physicians  in  order  to  estab- 
lish the  basis  for  their  claim,  and  to  pre- 
sent all  facts  necessary  for  the  jury  or 
presiding  justice  to  arrive  at  a just  verdict. 
They  employ  medical  experts  for  the 
purpose  of  establishing  a causal  relation- 
ship between  the  alleged  trauma  and  the 
client’s  complaints  and  handicaps.  More- 
over, they  frequently  seek  expert  testi- 
mony for  the  purpose  of  resolving  any 
doubts  as  to  the  patient’s  signs  and 
symptoms  being  related  to  the  accident. 
Unfortunately,  they  occasionally  desire 
that  the  physician  should  be  guided  solely 
by  the  attorney’s  questions  when  on  the 
witness  stand  and  even  when  advising 
the  attorney  regarding  claims  made  in 
the  bills  of  particulars.  Thus,  on  one  oc- 
casion I advised  an  attorney  that  the 
patient  was  suffering  from  traumatic 
convulsions,  but  he  insisted  that  he  was 
suffering  from  epilepsy.  The  opposing 
counsel  took  advantage  of  this  point,  and 
the  entire  medical  testimony  eventually 
centered  upon  the  etiology  of  epilepsy 
rather  than  on  the  relationship  of  the 
brain  injury  to  the  patient’s  convulsions, 
with  the  result  that  the  verdict  was  in 
favor  of  the  defendant.  There  must  be 
an  intelligent  cooperation  between  law- 
yers and  their  experts,  but  always  on  an 
honorable  and  honest  basis. 

I have  heard  lawyers  complain  that 
they  cannot  get  medical  men  to  agree 
on  anything.  This  charge  is  not  true. 
Those  who  are  familiar  with  the  psycho- 
logic mechanisms  of  projection  and  dis- 
placement will  have  no  difficulty  in  ex- 
plaining this  particular  charge.  As  a 
matter  of  fact,  physicians  agree  more 
often  than  they  disagree.  They  address 
each  other  as  colleagues  rather  than 
honorable  opponents.  When  in  doubt 
about  any  phase  of  diagnosis  or  therapy, 
older  and  more  experienced  colleagues  are 
called  into  consultation  for  help  and 
guidance,  and  the  proper  treatment  is 
rendered  because  a plan  for  management 
of  the  patient  has  been  agreed  upon  by 


the  different  physicians.  Moreover,  it  is 
unreasonable  to  expect  any  group  of 
professional  people  to  always  agree.  This 
is  particularly  true  with  the  medical 
profession.  Medicine  is  not  an  exact  or  a 
static  science.  It  is  in  a state  of  con- 
tinuous growth.  Newer  truths  are  dis- 
covered almost  daily.  Personal  experi- 
ences vary.  Medical  men  have  the  same 
right  to  disagree  as  others  have.  It  is 
the  refusal  of  scientific  workers  to  accept 
current  opinions  that  leads  to  scientific 
discoveries  and  achievements.  To  deny 
physicians  the  right  to  disagree  would  be 
tantamount  to  stopping  medical  progress. 
Honest  differences  of  opinion  stimulate 
medical  thought  and  progress.  There  is 
much  in  medicine  that  is  still  speculative, 
for  the  truth  is  yet  unknown  in  many 
medical  situations.  The  following  cases 
are  illustrative: 

Case  3. — M.  R.  was  admitted  to  the  Neuro- 
surgical Service  of  Dr.  Leo  Davidoff  at  the 
Jewish  Hospital  of  Brooklyn  on  February  3, 
1939,  and  died  on  February  9,  1939.  The  history 
as  given  to  the  physicians  at  the  time  was  that  in 
January,  1937,  he  was  struck  in  the  right  occipital 
region  with  a hard  object.  After  remaining  at 
home  for  ten  days,  he  resumed  his  work  as  a 
taxi  driver.  However,  he  continued  to  have 
severe  headaches.  In  June,  1937,  he  developed 
convulsions  in  the  right  side  of  the  body.  He 
was  admitted  to  the  Kings  County  Hospital, 
from  there  to  the  Psychiatric  Division,  and  later 
to  the  Brooklyn  State  Hospital,  where  he  re- 
mained for  eight  months.  He  was  discharged 
against  advice.  Four  weeks  before  admission 
to  the  Jewish  Hospital  he  developed  projectile 
vomiting,  progressive  personality  changes,  in- 
continence of  urine  and  feces,  and  ataxia  in  gait 
and  in  station.  His  memory  and  retention  were 
decidedly  impaired.  On  admission  to  the  Jewish 
Hospital  he  was  confused  and  disoriented.  He 
could  not  see.  The  pupils  were  fixed  to  light. 
He  had  bilateral  papilledema,  a right  central 
facial  paralysis,  and  astereognosis  in  the  left 
hand.  X-ray  of  the  skull  gave  findings  indicative 
of  a brain  tumor,  but  it  was  not  localizable. 
Encephalogram  was  done  and  only  30  cc.  of 
oxygen  could  be  injected.  Following  the  en- 
cephalogram he  reacted  poorly  and  died,  despite 
all  therapeutic  measures. 

At  necropsy  a large  glioblastoma  was  found 
occupying  the  entire  left  hemisphere,  sparing 
only  the  frontal  and  occipital  poles,  invading  the 
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corpus  striatum,  and  spreading  through  the 
corpus  callosum  to  the  opposite  hemisphere. 

A review  of  the  State  Hospital  records  dis- 
closed the  facts  that  he  was  admitted  to  that 
institution  on  September  11,  1937,  and  was  dis- 
charged to  a private  institution  on  March  22, 
1938.  The  history  of  a shut-in,  seclusive  per- 
sonality was  obtained,  and  a history  of  trauma 
was  given  to  the  physicians.  In  June,  1937,  he 
began  to  experience  persecutory  delusions  and 
ideas  of  reference.  He  was  finally  committed 
to  the  State  Hospital.  He  was  diagnosed  as 
dementia  praecox,  paranoid  type.  A neurologic 
examination  on  October  27, 1937,  by  Dr.  Perkins, 
disclosed  no  evidence  of  any  organic  pathology 
of  the  central  nervous  system.  On  March  4, 
1938,  he  had  a convulsive  seizure  that  lasted  for 
ten  minutes,  and  another  one  on  March  5,  1938, 
that  lasted  for  five  minutes.  Neurologic  ex- 
amination at  that  time  again  failed  to  disclose 
any  evidence  of  organic  neurologic  nature. 

Case  4. — A.  N.,  a 39-year-old  man,  was  ad- 
mitted to  the  Neurosurgical  Service  of  Dr. 
Davidoff  at  the  Jewish  Hospital  of  Brooklyn  on 
January  4,  1939,  and  was  discharged  on  January 
31,  1939.  In  1934,  he  fell  down  an  elevator  shaft 
for  a distance  of  seven  floors,  without  any  ap- 
parent immediate  injury.  However,  he  soon  be- 
gan to  show  personality  changes,  becoming  quite 
irritable  and  morose.  Within  a year  following 
the  accident  he  developed  convulsive  movements 
initiated  by  clonic  movements  in  the  left  ex- 
tremities, but  soon  becoming  generalized.  The 
convulsions  continued  to  the  time  of  his  admission 
to  the  hospital. 

On  admission  he  showed  a considerable  de- 
gree of  impairment  of  function  of  the  left  side, 
and  on  x-ray  examination  there  was  found  a 
calcified  area  in  the  right  frontoparietal  region 
suggesting  a gliomatous  tumor.  At  operation  a 
brownish,  soft,  degenerated  material  was  found 
at  a depth  of  3 cm.  from  the  cortex  in  the  right 
middle  frontal  convolution,  extending  into  the 
parietal  region.  It  was  partially  removed.  On 
histologic  examination  the  mass  was  found  to  be 
a glioblastoma  multiforme.  Postoperative  course 
was  uneventful. 

These  2 cases  present  problems  in 
which  there  may  be  honest  differences  of 
opinion.  Case  3 has  had  the  benefit  of 
observation  and  study  by  many  compe- 
tent psychiatrists  and  neurologists.  The 
necropsy  finding  alone  proved  the  true 
nature  of  his  lesion.  In  Case  4 the  true 
diagnosis  was  established  only  on  histo- 
pathologic studies.  What  was  the  rela- 


tionship between  the  alleged  trauma  and 
the  development  of  the  psychosis  in  Case 
3?  What  was  the  relationship  between 
the  trauma  and  the  brain  tumor?  If 
necropsy  examinations  had  not  been 
made,  what  would  have  been  the  most 
likely  diagnosis  in  either  of  the  two  cases? 
What  is  the  time  interval  of  the  alleged 
trauma  and  the  development  of  the 
symptoms?  Who  can  be  so  wise  as  to 
be  definite  in  answering  the  above  and 
other  questions  that  these  cases  present? 
Of  course,  there  are  many  problems  in 
brain  injury  cases  upon  which  physicians 
can  and  do  agree,  even  on  the  witness 
stand.  The  selection  of  experts  so  certi- 
fied by  the  American  Board  of  Psychiatry 
and  Neurology  would  materially  enhance 
the  value  of  expert  testimony. 

The  fact  that  law  suits  are  often  tried 
two  or  three  years  after  the  accident 
presents  many  problems.  The  situa- 
tion has  changed  materially  in  the  inter- 
val, and  symptoms  that  are  present  when 
the  patient  is  at  the  hospital  are  different 
from  those  found  by  the  expert  who  ex- 
amines him  two  or  three  years  later  for 
the  purpose  of  testifying  in  court.  Not 
infrequently  the  hospital  records  do  not 
contain  an  examination  by  a competent 
neuropsychiatrist.  It  is  a fact  that  pa- 
tients who  have  sustained  serious  brain 
injuries  and  who  have  disabling  subjective 
complaints  may  show  but  few  and  even 
no  abnormal  neurologic  signs  two  or  three 
years  later.  The  patient  may  have  made 
a reasonably  satisfactory  adjustment  to 
his  environment,  but  the  fact  remains 
that  the  gross  or  microscopic  alterations 
in  the  brain  resulting  from  the  injury  and 
reparatory  processes  are  permanent. 

The  relationship  of  an  alleged  trauma 
to  the  development  or  aggravation  of 
mental  deficiency  is  a subject  too  large 
to  be  discussed  at  the  present  moment. 
Nevertheless,  the  very  same  principles 
outlined  above  apply  in  this  condition  as 
well. 

There  should  be  mutual  respect  of 
physicians  and  lawyers  for  the  responsi- 
bilities and  duties  of  each  other.  This 
would  prove  a positive  contributing  factor 
to  judicial  verdicts. 
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Summary  and  Conclusions 

1.  Brain  injuries  are  accompanied  by 
definite  anatomic  and  physiologic  altera- 
tions and  are  influenced  by  the  severity  of 
the  injury,  its  location,  the  age  of  the  pa- 
tient, the  personality  of  the  individual, 
and  the  therapy  administered. 

2.  Adequate  training  and  experience 
are  indispensable  prerequisites  for  the 
treatment  of  the  patient,  not  only  for  the 
acute  manifestations  of  his  injury,  but 
also  for  its  aftereffects. 

3.  Honest  differences  of  opinion  re- 
garding certain  aspects  of  brain  injury 
patients  may  be  expected. 

4.  The  physician  must  be  guided  by 
high  ethical  standards,  not  only  at  the 
bedside  of  the  patient,  but  also  on  the 
witness  stand. 

5.  Appreciation  and  respect  of  each 
other’s  duties  and  responsibilities  would 
contribute  to  a better  relationship  be- 
tween doctors  and  lawyers. 

202  New  York  Avenue 
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EXAMINATIONS— AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  written  examination  and  review  of  case 
histories  (Part  I)  for  Group  B candidates  will  be 
held  in  the  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  6,  1940,  at 
2:00  p.m.  Formal  notice  of  the  place  of  exami- 
nation will  be  sent  each  candidate  several  weeks 
in  advance  of  the  examination  date.  No  candi- 
date will  be  admitted  to  examination  whose 
examination  fee  has  not  been  paid  at  the  Secre- 
tary’s Office.  Candidates  who  successfully  com- 
plete the  Part  I examination  proceed  auto- 
matically to  the  Part  II  examination  held  in 
June,  1940.  Receipt  of  Group  B applications 
for  the  current  examination  (January  6,  1940) 
closed  October  4,  1939. 

Candidates  for  re-examination  in  Part  I (written 
paper  and  submission  of  case  histories)  had  to 
submit  their  requests  by  writing  the  Secre- 
tary’s Office  not  later  than  November  15,  1939. 


Candidates  who  are  required  to  take  re-examina- 
tions must  do  so  before  the  expiration  of  three 
years  from  the  date  of  their  original  examination. 

The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting 
in  Atlantic  City,  New  Jersey,  on  June  8,  9,  10, 
and  11,  1940,  immediately  prior  to  the  annual 
meeting  of  the  American  Medical  Association  in 
New  York  City. 

Application  for  admission  to  Group  A,  Part  II 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  15,  1940.  After 
January  1,  1942,  there  will  be  only  one  classifi- 
cation of  candidates,  and  all  will  be  required  to 
take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pa. 


AMERICAN  LARYNGOLOGICAL.  RHINOLOGICAL.  AND  OTOLOGICAL  SOCIETY 


The  sectional  meetings  of  the  Society  are 
scheduled  as  follows: 

Eastern  Section — Pittsburgh,  Pa. — January  5. 
Southern  Section — Columbia,  S.  C. — January 
8-9. 

Middle  Section — Kansas  City,  Mo. — January  19. 
Western  Section — Los  Angeles,  Cal. — January 
26-27. 


Subject  to  confirmation  by  the  Council,  the 
annual  meeting  in  1940  will  be  held  in  New  York 
City  on  June  6,  7,  and  8;  the  annual  meeting  in 
1941,  in  Los  Angeles. 

Dr.  Hurd  has  the  program  for  the  1940  annual 
meeting  practically  completed.  It  will  include 
papers  on  many  interesting  and  timely  subjects. 

C.  Stewart  Nash,  M.D.,  Secretary, 


SENSITIZATION  TO  SIMPLE  CHEMICALS.  V 

Comparison  Between  Reactions  to  Commercial  and  to  Purified  Dyes 


Rudolph  Hecht,  M.D.,  Chicago,  Ludwig  Schwarzschild,  M.D.,  and 
Marion  B.  Sulzberger,  M.D.,  New  York  City 

{From  the  Skin  and  Cancer  Unit  of  the  New  York  Post-Graduate  Medical  School  and  Hospital  of 

Columbia  University ) 


The  previous  papers  of  this  series  were 
concerned  with  the  role  of  simple 
chemical  substances  as  causative  agents 
of  allergic  cutaneous  disease,  as  well  as 
with  their  effects  in  experimental  sensiti- 
zations.1-5 Wedroff  and  Dolgoff,6  Land- 
steiner,7-9  and  many  others  previously, 
(Schwarzschild, 10  Silverberg,11  Frei,  12 
Sulzberger,13  Sulzberger  and  Simon,14 
R.  L.  Mayer,15  W.  Jadassohn,16  and  Bloch 
and  Steiner- Wourlisch17)  have  also  studied 
cutaneous  sensitizations  to  simple  sub- 
stances in  both  laboratory  animals  and 
man. 

Numerous  modern  investigators  have 
demonstrated  the  importance  of  dye  al- 
lergy in  various  eruptions  due  to  cosmet- 
ics; and  there  are  several  reports  on  the 


role  of  allergy  to  dyes  in  the  etiology  of 
lipstick  cheilitis.  The  most  recent  and  ex- 
tensive reports  on  this  subject  are  those 
of  Sulzberger  and  Joseph  Goodman. 1'2* **18 
These  authors  concluded  that  the  most 
frequently  culpable  components  of  lip- 
sticks are  the  derivatives  of  fluorescein 
(the  eosin  dyes).  These  dyes  are  used  to 
give  “indelibility’ ’ to  the  lipsticks.  Hecht, 
Rappaport  and  Bloch19  recently  noted 
sensitization  to  tetrabromfluorescein  in 
a patient  presenting  cheilitis,  a possible 
fixed  eruption  and  gastrointestinal  symp- 
toms, all  from  lipstick. 

We  have  frequently  observed  that  pa- 
tients with  cheilitis  gave  positive  patch- 
test  reactions  to  their  own  lipsticks. 
However,  when  these  patients  were  patch 


Patch  Tests  with  Commercial  and  Purified  Bromfluoresceins 
C All  tests  were  read  forty-eight  hours  after  application) 


Controls 

Seven  patients  without  demonstrable  sensitivity 


1. 

M.  R. 

2. 

M.  M. 

3. 

S.  B. 

4. 

S.  S. 

5. 

Y.  Y. 

6. 

R.  S. 

7. 

A.  F. 

Experimental  Series 

Eight  female  patients  with  cheilitis  proved  due 
to  lipstick  and  with  established  patch-test  reac- 
tions to  commercial  brands  of  tetrabromfluo- 
rescic  acid 


Calco  Bromo  Yellow**  Calco  Bromo  Blue* 
Shade  (Commercial)  Shade  (Commercia11 


Tetrabromfluorescein  t 
(Purified) 

o 


1.  N.  O. 

2.  R.  B. 

3.  M. 

4.  M.  M. 

5.  A. 

6.  M.  J. 

7.  t 

8.  M.  G. 


| 

+ 

o 

o 


* Calco  Bromo  Blue  Shade  is  “Commercial  grade  of  tetrabromfluorescein  without  any  purification.  This  is  the 
quality  used  for  lake  purposes.” 

**  Calco  Bromo  Yellow  Shade  “Represents  a commercial  product  of  the  quality  used  for  lake  purposes.  It  con- 
sists of  a mixture  of  dibrom  and  tetrabromfluoresceins  without  any  purification.” 

t Purified  Tetrabromfluorescein  is  “The  best  grade  of  commercial  tetrabromfluorescein  purified  by  passing  through 
a soluble  salt  and  back  to  the  free  acid  followed  by  crystallization  of  a soluble  salt  from  alcohol  and  conversion  to  the 
free  acid.” 

+ Case  7 is  a patient  of  Dr.  Joseph  Goodman,  of  Boston.  Dr.  Goodman  was  kind  enough  to  test  this  patient 
for  us  and  to  permit  us  to  include  these  findings  in  our  series. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 
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tested  with  a group  of  lipstick  dyes,  many 
of  them  would  react  to  one  or  several 
fluorescein  derivatives,  but  not  to  other 
apparently  closely  related  substances. 
Moreover,  we  have  noted  on  several  oc- 
casions that  a patient  would  react  to 
patch  tests  made  with  a dye  prepared  by 
one  manufacturer,  but  would  not  react 
to  what  was  ostensibly  the  identical  dye 
prepared  by  another  manufacturer.  This 
observation  naturally  brought  up  the 
point  as  to  whether  or  not  the  patients 
who  reacted  to  patch  tests  with  tetra- 
bromfluorescein  were  actually  sensitive 
to  the  pure  dye  itself  or  were  sensitive  to 
impurities  in  the  dyes  as  commercially 
prepared;  or  whether  they  were  sensitive 
to  byproducts  not  completely  removed  in 
certain  of  the  usual  methods  of  manufac- 
ture, or  were  sensitive  to  the  synergistic 
action  of  certain  impurities  acting  in  con- 
junction with  the  pure  dye. 

It  seemed  to  us  that  the  problem  of 
whether  apparent  allergic  sensitivity  to 
indelible  dye  was  directed  to  the  dye  it- 
self or  was  in  any  way  attributable  to  the 
presence  of  certain  impurities  or  accom- 
panying and  nonessential  ingredients  was 
not  only  of  theoretic  interest  but  also  of 
practical  importance  to  the  manufacturer, 
the  consumer,  and  the  physician,  as  well 
as  to  legislative  and  administrative  au- 
thorities concerned  with  standardizing  and 
regulating  the  manufacture,  labeling, 
advertising,  and  distribution  of  articles 
containing  coal  tar  dyes.  For  these  rea- 
sons, we  undertook  a study  of  the  skin 
reactions  elicited  in  sensitive  patients  by 
patch  tests  with  various  “commercial” 
and  “purified”  preparations  of  dyes.  In 
the  present  communication  we  report  our 
preliminary  results  with  eosin  dyes  pre- 
pared in  various  ways. 

As  a first  step  in  this  study  we  compared 
the  reactions  elicited  by  two  common 
commercial  dyes  of  the  bromfluorescein 
variety  and  by  a purified  preparation  of 
tetrabromfluorescein.  The  patch  tests 
were  all  performed  in  the  usual  manner 
with  the  moistened  powder  of  undiluted 
dye.2  Seven  women  with  cheilitis  but 
without  known  sensitivity  to  fluorescein 
dyes  were  used  as  controls.  The  fact 


Fig.  1.  Patch-test  reactions  to  different 
commercial  and  purified  dyes  in  Patient  4 of 
the  table.  Site  1:  Reaction  to  ethylated  tetra- 
bromfluorescein technical.  Site  2:  Reaction 
to  “calco  bromo  blue  shade” — commercial.  Site 
3:  Reaction  to  "calco  bromo  yellow  shade” — 
commercial.  Site  4:  Absence  of  reaction  to 

tetrabromfluorescein  purified.  Site  5:  Re- 

action to  ethylated  tetrabromfluorescein  puri- 
fied. Site  6:  Reaction  to  erythrosine  purified. 

Note  positive  eczematous  reactions  to  com- 
mercial blue  and  commercial  yellow  fluorescein 
dyes  (Sites  2 and  3,  respectively);  and  lack  of 
reaction  at  Site  4,  where  the  purified  tetra- 
bromfluorescein was  applied.  (Site  4 is  marked 
with  ink-square  to  show  site  of  application.) 

that  there  was  no  reaction  in  any  control 
demonstrates  that  the  reaction  elicited  in 
the  8 reactors  was  based  on  cutaneous 
hypersensitivity.  The  8 women  of  the 
experimental  series  were  all  cases  of  lip- 
stick cheilitis  with  proved  hypersensitivity 
and  who  had  been  previously  shown  to 
have  positive  patch-test  reactions  to  one 
or  more  commercial  lots  of  tetrabrom- 
fluorescein dyes. 

The  table  shows  the  reactions  obtained 
in  these  8 patients  and  in  7 controls.  It 
will  be  noted  that  with  only  one  exception 
the  reaction  given  to  the  “pure”  dye  was 
always  less  than  that  to  the  commercial 
dyes;  and  that  in  5 out  of  our  8 cases  the 
commercial  dyes  gave  strongly  positive 
reactions  while  the  “pure”  dye  gave  no 
reaction  whatsoever.  (The  exception  is 
Case  5,  in  which  the  one  impure  dye, 
namely,  the  blue  shade,  elicited  no  reac- 
tion, while  the  “pure”  dye  elicited  a plus- 
minus  reaction.  But  even  in  this  case  the 
yellow  shade  impure  dye  produced  a 
stronger,  namely,  a 1 plus  reaction.  We 
have  no  explanation  of  the  plus-minus  re- 
action to  the  “pure”  dye  in  this  particular 
case.) 
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The  cases  here  reported  were  tested  and 
retested  several  times,  and  the  reactions 
noted  were  confirmed  by  repetition  of  the 
patch  tests  on  different  skin  sites  and  at 
different  times. 

Fig.  1 shows  the  reactions  obtained  in 
Patient  4,  who  was  tested  with  several 
different  additional  types  of  dyes  besides 
the  two  commercial  tetrabromfluores- 
ciens  and  the  purified  tetrabromfluores- 
cein  discussed  in  this  report. 

Investigations  are  now  under  way  with 
additional  commercial  dyes  and  additional 
purified  dyes.  The  various  commercial 
dyes  and  their  corresponding  purified 
products — purified  by  different  methods 
— have  been  prepared  for  us  by  the  Calco 
Chemical  Company,  and  the  reactions  to 
these  dyes  by  patients  with  the  respective 
hypersensitivities  are  now  being  studied. 
It  is  to  be  hoped  that  we  may  in  this  way 
obtain  some  information  regarding  the 
nature  of  the  most  harmful  sensitizing 
impurities  and  the  best  methods  for  their 
avoidance  or  removal. 

Summary  and  Conclusions 

Commercial  brands  of  tetrabrom- 
fluorescein  dyes  as  used  to  give  “indeli- 
bility” to  lipsticks  are  the  most  frequent 
causes  of  cheilitis  and  dermatitis  about  the 
lips  in  patients  with  allergic  eczematous 
hypersensitivity  to  lipstick.  In  the  8 
patients  studied,  two  commercial  brands 
of  tetrabromfluorescein  dyes  elicited 
reactions  on  patch  tests.  Tetrabrom- 
fluorescein purified  by  chemical  methods 
elicited  no  reactions  in  5 of  the  8 hyper- 
sensitive patients,  and  reactions  much 
milder  than  those  to  commercial  dyes  in 
2 of  the  8.  This  finding,  together  with 
previous  patch-test  results  and  clinical 
experience,  suggests  that  not  the  dye  it- 
self, but  rather  some  impurity  or  by- 
product of  manufacture,  may  be  respon- 
sible for  certain  allergic  reactions ; or 
that  impurities  may  act  as  synergists 
with  the  dye  itself  in  producing  certain 
reactions  in  cases  clinically  sensitive 
to  products  containing  the  commercial 
dyes. 

Should  future  studies  prove  that  it  is  a 
general  rule  that  associated  impurities 


contribute  materially  in  the  causation  of 
reactions  in  many  cases  of  allergic  hyper- 
sensitivity due  to  commercial  dyes,  the 
conclusions  would  be  apparent.  Efforts 
would  have  to  be  made  to  identify  and  to 
avoid  or  remove  the  commonly  responsible 
impurities;  and  the  establishment  of 
standards  for  purity  and  innocuousness 
of  commercial  dyes  would  have  to  take 
the  minimum  permissible  amounts  of 
common  allergenic  or  synergistic  im- 
purities into  consideration. 
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Discussion 

Dr.  Marion  B.  Sulzberger,  New  York  City — 
The  idea  that  not  alone  the  dyes,  but  accom- 
panying impurities,  might  be  of  importance  in 
producing  allergic  responses  first  presented  itself 
during  a series  of  extensive  studies  with  lipstick 
dyes  that  were  recently  carried  out  by  Dr. 
Joseph  Goodman  and  myself  [Arch.  Dermat.  & 
Syph.  37:  pp.  597-615  (Apr.)  1938].  In  the 
course  of  our  patch  tests  we  were  astonished  to 
find  patients  who  reacted  strongly  to  skin  tests 
with  a certain  dye  or  pigment  and  who  failed 
entirely  to  react  to  what  was  ostensibly  simply 
another  factory  lot  of  the  identical  dye  or  pig- 
ment. 
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Our  present  results  indicate  that  as  yet  un- 
known impurities  play  a very  distinct  part  in 
producing  the  allergic  reactions  to  tetrabrom- 
fluorescein  dyes.  I believe  that  the  possible 
practical  significance  of  our  finding  is  apparent. 
Our  present  study  shows  that  even  in  this  form 
of  allergy,  an  allergy  that  is  directed  toward 
simple  chemical  compounds,  the  minute  amounts 
of  unknown  accompanying  impurities  play  a 
very  significant  role  in  the  production  of  the 
allergic  responses.  If  this  should  prove  to  be  a 
general  rule,  we  may  have  to  revise  a great  many 
of  our  practical  procedures  in  the  management 
of  cases  of  eczematous  dermatitis,  in  the  elimi- 
nation of  allergens,  in  the  endeavors  to  produce 
the  least  allergenic  compounds,  and  in  the  fixing 
of  regulations  and  standards  regarding  chemicals 
that  are  to  come  in  contact  with  the  human  skin 
as  ingredients  of  cosmetics,  wearing  apparel, 
and  so  forth. 

Moreover,  the  theoretic  significance  of  our 
finding,  should  it  be  confirmed,  and  should  it 
prove  to  have  general  application,  would  be  of 
the  very  greatest  immunologic  importance.  If, 
for  example,  one  should  find  that  the  effect  of 
the  impurities  contained  in  the  dyes  was  a syner- 
gistic one,  i.e.,  if  it  should  be  shown  that  neither 
dye  alone,  nor  impurities  alone,  but  only  the 
combined  action  of  both,  produced  the  eczema- 
tous sensitivity  or  elicited  the  eczematous  reac- 
tion, then  this  would  demonstrate  a phenomenon 
in  eczematous  allergy  closely  comparable  with 
phenomena  that  now  have  been  so  generally 
recognized  in  other  forms  of  allergic  changes. 

As  you  all  know,  the  synergistic  effects  of  the 
accompanying  polysaccharides  and  small  molecu- 


lar constituents  have  been  shown  to  be  of  great 
significance  in  the  sensitivity  to  natural  antigens, 
so  that  action  formerly  attributed  to  proteins 
can  now  in  many  instances  be  seen  to  be  due  to 
accompanying  “impurities,”  or  to  smaller  mole- 
cules attached  to  or  forming  part  of  the  protein 
complex.  Moreover,  the  synergistic  effects  of 
toxins  and  organ-substances  (Burky),  of  virus 
and  cerebral  lipoids  (Rivers),  of  different  frac- 
tions, such  as  the  phosphatides  and  proteins  of 
the  tubercle  bacillus  (Sabin  and  Joyner),  etc., 
are  all  examples  of  the  role  of  synergism  in 
various  forms  of  immunologic  alteration.  There 
are,  perhaps,  other  examples  of  synergism  even 
in  the  case  of  eczematous  allergy.  For  example, 
one  occasionally  encounters  cases  in  which  a 
combined  exposure  consisting  of  two  or  more 
allergens  produces  dermatitis,  while  each  one  of 
the  separate  ingredients,  when  applied  alone,  is 
innocuous.  A common  instance  of  possible 
synergism  in  eczematous  allergy  is  that  of 
hydrarg.  ammoniati  and  salicylic  acid.  On 
tests  on  several  thousand  patients  I have  found 
over  50  per  cent  to  react  to  an  ointment  con- 
taining 5 per  cent  each  of  the  mercurial  and 
salicylic  acid;  but  the  great  majority  of  these 
individuals  failed  to  react  to  either  10  per  cent 
hydrarg.  ammoniati  or  10  per  cent  salicylic  acid, 
when  applied  separately.  The  mechanism  of 
this  synergism  of  a mercurial  and  salicylic  acid 
awaits  elucidation. 

For  the  reasons  just  expressed,  I believe  that 
the  study  just  presented  promises  to  open  many 
new  avenues  for  further  experimentation,  and 
may  prove  of  fundamental  practical  and  theo- 
retical significance. 


REVISED  CARDIAC  CLINIC  DIRECTORY  NOW  READY  FOR  DISTRIBUTION 


A revised,  up-to-the-minute  directory  of  New 
York  City’s  affiliated  cardiac  clinics  is  just  off  the 
press  and  ready  for  general  distribution,  it  is 
announced  by  the  New  York  Tuberculosis  and 
Health  Association.  The  directory,  compiled 
by  the  Heart  Committee  of  the  Association, 
covers  the  entire  city,  lists  all  cardiac  clinics 
affiliated  with  the  New  York  Heart  Association, 
notes  the  clinic  chiefs  and  social  workers  connected 
with  each  hospital,  and  quotes  the  hours  the 


various  clinics  are  at  the  public’s  disposal. 
For  the  first  time,  it  carries  a list  of  employment 
services  and  rehabilitation  bureaus  available  to 
those  suffering  from  heart  disease. 

The  directory  is  for  the  use  of  social  workers, 
public  health  nurses  and  teachers,  and  copies 
may  be  obtained  free  of  charge  at  the  offices  of 
the  New  York  Tuberculosis  and  Health  Associa- 
tion, 386  Fourth  Avenue,  New  York,  New 
York. 


A PLACE  IN  THE  SUN 

The  moment  that  we  get  people  to  living  prop- 
erly we  shall  see  an  enormous  reduction  in  dis- 
ease. One  of  the  most  extraordinary  things  is 
that  the  good  Lord  gives  us  sunshine  and  chloro- 
phyll and  other  things  that  science  talks  about 
and  yet  when  the  sun  appears  man  hides  himself, 


and  when  it  disappears  he  comes  out  in  the  open 
again.  God  puts  His  people  in  the  sun  and  then 
society  comes  along  and  shoves  His  people  back 
into  dungeons  and  behind  bars  and  in  dark  rooms 
— and  that  is  what  we  call  civilization. — Gaha, 
F.,  British  J.  Tuber c. 


COMMUNICABLE  DISEASES  AND  THE  SCHOOL 


Ernest  L.  Stebbins,  M.D.,  Albany,  New  York 

(. Assistant  Commissioner  for  Preventable  Diseases,  New  York  State  Department  of  Health) 


The  acute  communicable  diseases  have 
always  been  a matter  of  considerable 
concern  to  the  school  authorities  because 
of  the  relatively  high  incidence  of  these 
diseases  in  children  of  school  age.  Over 
50  per  cent  of  the  reported  cases  of  four 
of  the  common  communicable  diseases — 
scarlet  fever,  whooping  cough,  measles, 
and  diphtheria — occur  between  the  ages 
of  five  and  fourteen.  With  the  tendency 
toward  concentration  of  educational  facili- 
ties into  larger  units,  it  has  been  as- 
sumed that  there  has  been  an  increase 
in  the  opportunity  for  exposure  to  infec- 
tion. 

Fortunately,  effective  control  measures 
have  been  developed  for  one  of  these 
diseases  which  has  more  than  offset  the 
greater  possibilities  of  exposure,  and 
there  has  been  a consistent  decrease  in 
the  incidence  and  mortality  from  diph- 
theria in  the  school-age  group  as  well  as 
in  younger  children. 

In  New  York  State  there  has  been  in 
some  instances  confusion  as  to  the  re- 
sponsibility for  communicable  disease 
control  activities  in  the  school,  and  widely 
differing  practice  has  prevailed  in  differ- 
ent parts  of  the  state.  In  general,  it  has 
been  assumed  that  communicable  disease 
control  is  the  responsibility  of  the  health 
officer,  but  school  authorities  have  in 
some  instances  imposed  additional  or 
supplementary  regulations. 

There  can  be  little  doubt  that  uniform- 
ity of  practice  is  desirable  in  communi- 
cable disease  control  activities,  provided 
that  the  established  policies  are  in  ac- 
cordance with  known  facts  and  generally 
accepted  procedures.  It  is  the  responsi- 
bility of  the  official  health  agency  to 
establish  such  standards  on  the  basis  of 
the  broadest  possible  experience.  Fur- 
ther progress  in  the  control  of  communi- 
cable diseases,  or  even  the  maintenance  of 
advances  already  made,  will  depend  upon 
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the  vigorous  application  of  known  meth- 
ods of  control  and  the  development  of  new 
methods  to  fit  changed  conditions. 

In  the  rapidly  developing  field  of  pre- 
ventive medicine  it  is  not  surprising  that 
there  is  difficulty  in  maintaining  complete 
uniformity  in  communicable  disease  prac- 
tice. It  is  inevitable  that  there  will  be 
differences  of  opinion  as  to  the  value  of 
existing  methods  of  control,  and  new 
technics  not  adequately  tested  as  to 
efficacy  may  appear  desirable  merely  be- 
cause of  their  newness.  Those  of  us 
engaged  in  communicable  disease  control 
activities,  either  as  health  officers  or 
as  school  physicians,  should  make  an 
effort  to  test  the  value  of  existing  pro- 
cedures and  not  too  hastily  accept  new 
and  untried  methods  of  procedure.  The 
admonition  to  “be  not  the  first  by  whom 
the  new  is  tried  nor  yet  the  last  to  lay 
the  old  aside”  is  especially  applicable  in 
the  field  of  communicable  disease  con- 
trol. 

Entirely  ineffective  methods  of  fumi- 
gation were  used  until  quite  recently, 
and  in  fact  are  still  occasionally  used  as 
terminal  disinfection  following  communi- 
cable diseases.  Unnecessarily  long  peri- 
ods of  isolation  and  quarantine  are  oc- 
casionally insisted  upon  in  spite  of  evi- 
dence that  such  isolation  and  quarantine 
is  unnecessary.  Closing  of  schools  when 
cases  of  communicable  disease  occur  has 
been  frequently  resorted  to  in  spite  of 
evidence  that  this  measure  may  result  in 
an  increase  rather  than  in  a decrease  in 
the  spread  of  infection. 

Changing  conditions  as  a result  of 
natural  factors  or  as  a result  of  preventive 
activities  may  also  make  necessary 
changes  in  procedures  originally  sound. 
One  example  of  especial  interest  to  school 
physicians  may  here  be  cited. 

This  particular  example  relates  to  the 
control  of  diphtheria.  It  has  been  quite 
74 
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generally  assumed  that  in  a large  propor- 
tion of  individuals  artificially  immunized 
against  diphtheria,  permanent  protection 
was  provided,  but  recent  experience  indi- 
cates that  the  permanency  of  this  im- 
munity may  be  dependent  upon  occa- 
sional stimulation  by  contact  with  a case 
of  diphtheria  or  a carrier  of  the  organ- 
isms. There  is  considerable  evidence 
that  with  the  marked  reduction  in  diph- 
theria there  is  a parallel  reduction  in  the 
carriers  of  the  virulent  organism  which 
may  eventually  reach  the  point  where 
there  is  insufficient  stimulus  resulting 
from  subclinical  contact  with  the  organ- 
ism to  maintain  immunity.  If  this  is 
definitely  established,  control  measures 
may  have  to  be  modified  in  some  way  to 
provide  the  necessary  additional  stimulus. 

There  must  be  the  closest  cooperation 
between  practicing  physicians,  the  school 
authorities,  and  the  health  authorities  in 
studies  of  the  efficacy  of  measures  for  the 
control  of  communicable  diseases  and  in 
the  development  of  new  procedures  or 
modifications  of  existing  procedures  which 
will  result  in  more  effective  control. 
Reciprocal  reporting  of  cases  of  com- 
municable diseases  by  the  health  officer 
and  the  school  medical  officer  is  necessary 
if  adequate  school  and  community  pro- 
tection is  to  be  provided.  Teachers, 
school  nurses,  and  the  school  physician 
are  in  an  especially  advantageous  posi- 
tion to  aid  in  the  control  of  certain  of  the 
communicable  diseases  in  preschool  as 
well  as  in  school  children. 

For  example,  prompt  recognition  and 
reporting  of  the  occurrence  of  measles  in 
a school  child  may  enable  the  health 
authorities  in  cooperation  with  the  prac- 
ticing physician  to  provide  protection 
for  an  infant  exposed  in  the  home.  A 
suspected  case  of  scarlet  fever  in  a school 
child,  if  reported  to  the  health  officer 
by  the  school  authorities,  may,  if  the  case 
is  a resident  on  a dairy  farm,  make  pos- 
sible prompt  protection  of  the  community 
from  a possibly  contaminated  milk  sup- 
ply. 

The  teacher  and  the  school  nurse  may 
be  of  great  assistance  in  the  early  detec- 
tion of  communicable  diseases,  but  this 


method  of  case  finding  has  frequently 
been  sadly  neglected.  It  is  rarely  pos- 
sible to  have  daily  inspection  of  all  school 
children  by  a medical  officer,  but  an  effec- 
tive screening  process  can  be  developed. 
It  is  not  expected  that  the  teacher  or 
even  the  school  nurse  can  be  relied  upon 
positively  to  identify  communicable  dis- 
eases but  they  can  develop  a fine  sense 
of  suspicion.  Any  child  showing  evidence 
of  acute  illness  or  suggestive  symptoms  or 
signs  at  the  daily  inspection  by  the 
teacher  should  be  referred  to  the  school 
nurse,  if  the  school  is  so  fortunate  as  to 
have  a nurse.  She  in  turn  will  refer  those 
children  whom  she  considers  possible 
cases  of  communicable  disease  to  the 
school  medical  officer  or  family  physician, 
preventing  in  the  meantime  exposure  of 
other  children  in  the  school.  A high 
degree  of  teamwork  in  this  phase  of  the 
school  health  program  is  greatly  needed 
and  will  result  in  earlier  recognition  of 
cases  of  communicable  disease  and  a 
consequent  reduction  in  the  amount  of 
exposure  of  the  school  group.  Once  a 
case  has  been  discovered,  reported,  and 
removed  from  the  school,  full  responsi- 
bility for  further  preventive  measures 
may  well  be  placed  upon  the  health  officer 
and  the  public  health  nurse. 

No  discussion  of  a school  health  pro- 
gram is  complete  without  a reference  to 
immunization  procedures,  but  in  our 
present  state  of  knowledge  the  part  of 
the  school  in  an  immunization  program 
has  become  a relatively  minor  one.  Of 
the  communicable  diseases  for  which 
immunizing  agents  of  proved  value  are 
available,  smallpox  is  the  only  one  in 
which  the  school  immunization  program 
has  in  recent  years  been  of  major  impor- 
tance. In  the  larger  cities,  according  to 
the  provisions  of  the  Public  Health  Law, 
facilities  for  the  vaccination  of  children 
before  admission  to  school  must  be  pro- 
vided unless  evidence  of  previous  vac- 
cination is  presented.  The  responsibility 
for  the  determination  of  those  children 
for  whom  vaccinations  must  be  provided 
by  the  community  is  that  of  the  school 
authorities.  The  actual  provision  of 
facilities  for  vaccination  is  usually  the  re- 
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sponsibility  of  the  health  authorities. 
This  dual  responsibility  makes  close  co- 
operation between  these  two  governmental 
agencies  a necessity. 

In  cities  of  less  than  50,000  population 
or  in  rural  areas,  smallpox  vaccination 
of  children  is  required  for  school  entrance 
only  if  the  disease  exists  in  the  com- 
munity. Many  school  physicians  in  the 
state  working  in  the  smaller  cities  or 
rural  schools  in  cooperation  with  the 
health  officer  and  practicing  physician 
have  been  able  to  maintain  a well  im- 
munized school  population  in  spite  of  the 
absence  of  compulsion.  As  many  of  you 
will  agree,  I am  sure,  this  is  frequently  a 
difficult  task.  After  a period  in  which 
smallpox  has  not  occurred  in  a com- 
munity, public  interest  is  apt  to  lag  and 
an  unusual  stimulus  must  be  given  in 
order  to  maintain  a safe  proportion  of 
vaccinated  persons.  A good  example  of 
the  result  of  lack  of  public  interest  in  the 
vaccination  program  occurred  in  New 
York  State  about  three  years  ago.  After 
a period  of  several  years  in  which  no 
cases  of  smallpox  had  occurred  in  the 
state,  there  developed  in  many  communi- 
ties a feeling  of  security  from  this  disease 
and  smallpox  vaccination  was  sadly 
neglected.  In  one  community  in  which 
the  numbers  of  children  vaccinated 
against  smallpox  had  decreased  markedly, 
a school  child  was  exposed  to  a case  of 
smallpox  which  was  not  recognized  as 
such  at  the  time.  This  child  developed 
a mild  and  unrecognized  attack  of  small- 
pox and  remained  in  school,  exposing  a 
large  group  of  un vaccinated  children. 
A widespread  epidemic  of  smallpox  was 
the  inevitable  result. 

When  immunization  against  diphtheria 
was  first  introduced,  the  school  group 
was  most  readily  available  and  mass 
immunization  in  the  schools  was  at- 
tempted in  many  places.  The  ineffec- 
tiveness of  such  a program  on  the  general 
morbidity  and  mortality  from  diphtheria 
was  most  discouraging,  but  easily  ex- 
plained in  that  immunization  of  the 
school-age  group  and  neglect  of  the 
younger  children  failed  to  protect  that 
group  of  individuals  in  which  both  mor- 


bidity and  mortality  were  highest.  In 
recent  years  emphasis  has  been  placed 
upon  the  immunization  of  the  younger 
group  with  more  encouraging  results. 

Unfortunately,  effective  immunizing 
agents  are  not  available  for  the  preven- 
tion of  several  of  the  more  prevalent  com- 
municable diseases,  notably  measles  and 
scarlet  fever.  Measles  frequently  occurs 
in  epidemic  proportions  in  the  schools 
because  of  almost  universal  susceptibility 
to  this  disease  and  because  of  the  difficul- 
ties of  diagnosis  in  the  early,  highly  com- 
municable stage.  This  disease  is,  how- 
ever, relatively  benign  in  children  of 
school  age.  Activities  for  the  control  of 
measles  must  be  directed  primarily  to- 
ward the  protection  of  infants  or  young 
children  in  the  homes  to  which  school- 
age  children  may  bring  the  infection. 
Many  older  children  suffering  from  mea- 
sles are  not  sufficiently  ill  to  impress  the 
parents  with  the  necessity  of  medical 
advice.  Knowing  that  if  the  child  were 
sent  to  school,  he  would  not  be  admitted, 
the  parents  keep  him  at  home  and  if  no 
follow-up  of  absentees  is  made  from  the 
school,  the  disease  may  remain  unre- 
ported and  possibly  unrecognized.  This 
mild  case  in  a school  child  may  be  the 
source  of  the  fatal  infection  of  an  infant 
in  the  home. 

Reports  from  the  school  physician  or 
school  nurse  to  the  health  officer  of  ab- 
senteeism by  cause  or  suspected  cause 
can  be  of  material  aid  to  the  health 
officer  in  carrying  out  an  effective  pro- 
gram in  the  control  of  communicable 
diseases.  These  reports  may  also  be  of 
great  assistance  to  the  health  officer  in 
the  recognition  of  the  unusual  prevalence 
of  other  communicable  diseases.  A recent 
outbreak  of  gastroenteritis  first  came  to 
the  attention  of  the  health  officer  through 
a report  from  the  school  nurse  of  a num- 
ber of  children  absent  from  school  be- 
cause of  diarrhea.  Individual  health 
records  in  the  school  provide  information 
of  value  to  the  school  authorities  as  well 
sls  to  the  health  authorities  and  are  neces- 
sary for  the  development  of  a well- 
rounded  program  of  health  supervision  in 
the  school. 
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Scarlet  fever  frequently  presents  a 
problem  to  the  school  health  authorities 
that  seems  almost  impossible  of  solution. 
The  most  rigid  enforcement  of  isolation 
and  quarantine  of  recognized  cases  of 
scarlet  fever  usually  fails  to  prevent  the 
spread  of  this  disease.  Careful  search 
for  the  source  of  infection  of  cases  of 
scarlet  fever  rarely  elicits  a known  con- 
tact with  a previous  case  in  more  than  20 
per  cent  of  those  suffering  from  the  dis- 
ease. Investigation  of  previous  illness 
in  households  in  which  cases  of  scarlet 
fever  occur,  frequently  brings  to  light  a 
preceding  infection  diagnosed  as  tonsil- 
litis, laryngitis,  or  other  related  infec- 
tion. 

The  evidence  is  more  than  suggestive 
that  these  cases  may  serve  as  a source  of 
infection  of  clinically  typical  cases  of 
scarlet  fever.  The  frequency  of  this  type 
of  infection  makes  control  of  the  disease 
by  isolation  of  recognized  cases  far  from 
perfect.  During  the  season  of  increased 
prevalence  of  scarlet  fever  it  seems  cer- 
tainly advisable  to  require  isolation  or  at 
least  exclusion  from  school  of  cases  of 
related  infections  or  so-called  nonspecific 
sore  throat. 

Poliomyelitis  also  presents  a most 
difficult  problem  to  both  the  health 
officer  and  the  school  physician.  Hopes 
of  a means  of  prevention  have  repeatedly 
been  raised  only  to  end  in  disappoint- 
ment. A few  years  ago  methods  of  im- 
munization by  the  injection  of  killed  or 
attenuated  virus  were  proposed,  and  in 
some  places  widely  used,  but  careful 
study  failed  to  demonstrate  any  evidence 
of  protection  among  groups  of  children 
so  treated.  On  the  contrary,  there  was 
evidence  of  definite  danger  of  producing 
the  disease  directly  as  the  result  of  the 
inoculation. 

The  more  recent  demonstration  that 
experimental  animals  can  be  temporarily 
protected  against  intranasal  infection 
with  the  virus  of  poliomyelitis,  by  the 
application  of  various  chemicals  to  the 
mucous  membrane  of  the  olfactory  area 
by  means  of  sprays,  raised  the  hope  that 
chemical  prophylaxis  might  offer  a means 
of  control  of  this  disease.  Unfortunately, 


the  application  of  this  principle  to  human 
subjects  has  met  with  unexpected  diffi- 
culties. The  successful  application  of  the 
chemical  to  the  area  of  the  nasopharynx, 
believed  to  be  the  portal  of  entry  of  the 
virus,  has  been  extremely  difficult  and  at 
the  present  time  even  in  the  hands  of 
the  most  skilled  workers  is  impossible 
in  a considerable  proportion  of  children. 
Careful  studies  in  well-controlled  groups 
in  which  this  method  has  been  used  by 
well-trained  otolaryngologists  show  no 
evidence  of  protection  in  the  treated 
groups. 

The  use  of  the  various  nasal  sprays  for 
protection  against  poliomyelitis  must  be 
considered  as  yet  very  much  in  the  ex- 
perimental stage  and  should  not  be  under- 
taken except  by  especially  skilled  workers 
under  controlled  conditions  which  may 
be  expected  to  provide  statistically  signifi- 
cant evidence  either  of  the  value  of  the 
method  or  possibly  the  harmful  effects  of 
this  treatment  as  given. 

Since  in  our  present  state  of  knowledge 
there  is  no  specific  preventive  measure 
that  can  be  generally  employed,  there  is 
frequently  considerable  public  hysteria 
in  communities  in  which  cases  of  polio- 
myelitis occur.  Pressure  may  be  brought 
to  bear  upon  the  school  authorities,  urg- 
ing closing  of  the  schools  during  periods 
when  cases  of  this  disease  are  known  to 
exist.  There  is  no  evidence  that  this 
measure  will  limit  the  spread  of  the  dis- 
ease. In  fact,  there  is  more  justification 
for  the  closing  of  schools  because  of  the 
occurrence  of  the  common  cold  as  a 
means  for  preventing  pneumonia,  which 
from  the  standpoint  of  morbidity  and 
mortality  even  in  the  school-age  group  is 
of  far  greater  public  health  significance 
than  poliomyelitis. 

To  summarize:  Communicable  disease 
control  in  the  schools  must  be  a coopera- 
tive activity  of  the  practicing  physician, 
the  school  medical  staff,  and  the  health 
officer.  Protection  of  the  public  health 
can  be  provided  only  if  each  utilizes  to 
the  fullest  extent  adequately  tested 
methods  of  control  and  maintains  a re- 
ceptive but  critical  attitude  toward  pro- 
posed activities  in  this  field. 


OBSTETRIC  COMPLICATIONS  IN  RELATION  TO  THE 
GENERAL  PRACTITIONER 

Edward  A.  Schumann,  M.D.,  F.A.C.S.,  Philadelphia,  Pennsylvania 


It  is  manifestly  impossible  to  discuss 
in  a short  paper  all  of  the  complica- 
tions of  labor  that  may  be  met  by  the 
obstetrician,  so  I have  ventured  to  select 
four  conditions  that  have  troubled  me 
greatly  during  the  course  of  the  years 
and  that  I feel  merit  a rather  detailed 
discussion. 

The  toxemia  of  late  pregnancy  makes 
itself  manifest  in  a variety  of  forms, 
some  of  them  so  obvious  that  prompt  and 
energetic  treatment  is  indicated  from 
the  start,  while  in  other  cases  the  early 
symptoms  of  the  condition  are  exceed- 
ingly mild  and  are  prone  to  be  regarded 
as  unimportant  until  a sudden  exacerba- 
tion makes  treatment  imperative. 

In  a survey  of  maternal  deaths  carried 
on  by  the  Committee  on  Maternal  Wel- 
fare of  the  Philadelphia  County  Medical 
Society  several  years  ago,  there  were 
certain  facts  concerning  toxemia  that 
were  frequently  repeated  in  the  case 
histories.  It  was  noted  that  in  a great 
majority  of  toxic  women  there  had  been 
a slight  and  relatively  insignificant  rise 
in  blood  pressure  for  several  weeks  before 
active  symptoms  supervened.  Women 
whose  systolic  pressure  had  been  110  and 
120  mm.  during  the  early  months  of 
pregnancy  developed  a gradual  or  sudden 
hypertension  of  not  more  than  10  to  20 
points.  In  most  instances  this  slight  in- 
crease had  been  ignored  by  the  physician 
or  at  most  had  been  treated  by  a reduc- 
tion in  diet.  It  was  noticed  that  in  this 
group  of  patients  there  developed  a sud- 
den marked  hypertension,  usually  in  the 
last  two  months  of  pregnancy,  with  edema 
and  all  the  evidences  of  severe  toxemia. 
In  another  group  of  women  the  initial 
symptom  was  a rather  marked  weight 
gain  with  or  without  edema  which,  if 


untreated,  developed  in  many  instances 
into  a severe  toxemia.  Urinary  changes 
were  late  in  appearing  in  many  of  these 
women.  Such  findings  have  caused  me 
to  regard  even  a slight  increase  in  blood 
pressure,  with  or  without  excessive  weight 
gain,  as  definite  evidence  of  potential 
eclampsia,  and  as  a result,  during  the 
last  four  years  we  have  insisted  at  the 
Kensington  Hospital  for  Women,  as  well 
as  the  Philadelphia  General  Hospital, 
on  the  immediate  admission  of  patients 
whose  blood  pressure  reaches  140  mm. 
systolic,  in  order  that  they  may  be  treated 
by  bed  rest,  diet  reduction,  and  possibly 
saline  purgation.  If  the  patient  is  to  be 
treated  in  the  home,  she  should  be  con- 
fined to  bed  and  closely  observed  to  de- 
termine the  degree  and  the  rate  of  blood 
pressure  reduction.  The  results  have 
been  most  gratifying  in  that  active  treat- 
ment for  one  week  or  less  usually  brings 
about  a restoration  of  the  normal.  After 
being  discharged  from  active  treatment, 
these  patients  are  closely  observed  during 
the  remainder  of  their  pregnancy  and 
warned  to  report  immediately  any  sub- 
jective symptoms,  such  as  headache, 
nausea,  or  the  sudden  development  of 
edema. 

In  the  minority  of  instances  treatment 
does  not  bring  about  improvement  but, 
rather,  the  hypertension,  edema,  etc., 
increases,  and  in  agreement  with  the  work 
of  Clifford  and  others  we  have  found 
that  it  is  inadvisable  to  attempt  to  carry 
a definitely  toxic  patient  to  term,  because 
not  only  is  there  the  danger  of  a sudden 
fulminating  toxemia,  but  the  infants  of 
these  women  are  themselves  apt  to  be 
toxic,  and  at  term  are  usually  less  fitted 
to  cope  with  extrauterine  existence  than 
if  they  are  bom  as  premature  babies 
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who  have  not  yet  become  toxic.  We 
therefore  feel  that  the  induction  of  labor 
after  seven  months’  gestation  is  advisable 
in  definitely  toxic  women. 

Eclampsia  itself,  that  devastating  end 
result  of  pre-eclamptic  toxemia,  may 
almost  be  classed  with  the  disappearing 
diseases.  While  it  is  still  prevalent  in 
certain  sections  of  the  country,  notably 
among  the  colored  women  of  the  south, 
it  is  steadily  and  rapidly  decreasing  in  all 
areas  where  prenatal  care  is  available  and 
employed  by  the  women  of  the  com- 
munity. For  example,  the  Kensington 
Hospital  for  Women  is  a small  institution 
devoted  exclusively  to  gynecology  and  ob- 
stetrics with  an  annual  service  of  about 
1 ,000  deliveries.  In  this  hospital  there  has 
not  been  a single  case  of  eclampsia  seen  in 
the  last  two  years,  although  patients  are 
admitted  from  any  outside  source  as  well 
as  those  studied  in  the  prenatal  clinic; 
and  many  of  the  women  belong  to  the 
underprivileged  class,  there  being  a large 
proportion  of  free  beds.  The  same  condi- 
tions are  found  throughout  the  hospitals 
of  Philadelphia  and,  indeed,  the  teaching 
clinics  in  that  city  complain  because  there 
are  too  few  cases  of  convulsive  toxemia 
admitted  to  furnish  adequate  instruction 
to  the  students. 

There  is  not  time  in  this  brief  summary 
to  discuss  the  detailed  treatment  of 
eclampsia  and,  indeed,  the  matter  has 
been  the  subject  of  so  much  excellent 
work  that  the  profession  is  almost  united 
in  accepting  the  conservative,  medical 
management  of  this  lesion  rather  than 
radical  surgical  intervention. 

The  second  complication  to  labor  that 
has  greatly  disturbed  me  is  that  of  inertia 
uteri,  so  often  associated  with  spontane- 
ous rupture  of  the  membranes  without 
development  of  active  labor.  Among 
these  women  exhaustion  from  prolonged 
or  ineffectual  uterine  contractions  often 
occurs.  In  addition  to  this,  the  amniotic 
fluid  having  been  drained  away,  the 
uterus  sometimes  molds  itself  to  the  body 
of  the  fetus  with  the  formation  of  one  or 
several  retraction  rings  and  great  danger 
of  fetal  asphyxia  from  pressure  upon  the 
cord.  Infection  via  the  open  amniotic 


sac  is  a common  danger.  In  hospital 
practice  this  symptom  complex  seems  to 
be  rather  on  the  increase,  and  its  manage- 
ment is  at  best  unsatisfactory. 

The  stimulation  of  uterine  contractions 
by  repeated  very  small  injections  of 
pituitrin  (two  minims  every  twenty 
minutes  for  six  or  eight  doses)  may  be 
tried,  but  is  often  without  avail.  Ex- 
pectant treatment  has  given  rise  also  to 
many  feeble  or  stillborn  infants  with 
difficult  operative  delivery,  and  our  pres- 
ent plan  is  the  use  of  dilating  bags  intro- 
duced into  the  lower  uterine  segment 
under  rigid  aseptic  precaution  in  an  at- 
tempt to  produce  cervical  dilatation  and 
spontaneous  uterine  contractions.  This 
plan  has  given  the  best  results  in  my 
hands  but  an  analysis  of  the  records  of 
patients  so  treated  shows  a discouraging 
morbidity  rate. 

One  is  inclined  to  relieve  the  nagging 
pain  by  analgesias,  morphine,  or  barbi- 
turates as  the  case  may  be,  labor  usually 
ceasing  for  some  hours,  after  which  the 
pains  recur  and  one  is  then  tempted  to 
stimulate  contractions  by  the  use  of  pitui- 
trin. This  alternation  of  stopping  and 
starting  uterine  contractions  is,  in  my 
belief,  bad  practice  and  should  be  avoided 
whenever  possible. 

The  third  complication  of  labor  that 
at  once  occurs  to  any  obstetrician  is  the 
matter  of  postpartum  hemorrhage.  Ade- 
quate prophylaxis  undoubtedly  reduces 
the  frequency  of  this  accident.  Patients 
who  enter  labor  with  an  adequate  blood 
supply,  who  have  not  undergone  exces- 
sive weight  gain,  and  who  are  not  toxic 
present  a considerably  lower  incidence  of 
hemorrhage  than  those  not  so  fortunate. 

The  unhappy  modern  trend  toward 
excessive  analgesia  and  anesthesia  has  a 
pronounced  influence  on  excessive  bleed- 
ing, which  is  all  too  apt  to  occur  among 
women  who  have  much  sedation  during 
the  earlier  stages  of  labor,  followed  by 
prolonged,  deep  anesthesia,  notably  that 
induced  by  the  administration  of  nitrous 
oxide  at  the  end  of  the  second  stage. 
An  understanding  of  the  physiology  of 
the  third  stage  of  labor  and  the  mainte- 
nance of  physiologic  principles  during 
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that  period  is  a most  important  factor 
in  the  prophylaxis  against  postpartum 
hemorrhage  and  one  that  is  all  too 
often  neglected.  Authorities  all  agree 
that  immediately  after  the  birth  of  the 
baby  the  uterus  becomes  converted  into  a 
fairly  hard  mass  of  contracted  muscle. 
There  are  normally  rhythmic  periods  of 
relaxation  during  which  the  muscular 
fibers  rearrange  themselves  before  an- 
other wave  of  contraction  begins. 

Presently  the  fundus  will  be  felt  to 
soften,  rise  definitely  in  the  abdomen, 
and  again  become  firmly  contracted. 
This  phenomenon  indicates  the  separa- 
tion of  the  placenta  and  its  descent  into 
the  lower  uterine  segment.  Then  and 
then  only  should  efforts  to  facilitate  ex- 
pulsion be  attempted  and  these  should 
consist  of  gently  but  firmly  grasping  the 
fundus  uteri  and,  using  this  as  a piston, 
pushing  the  placenta  into  the  vagina  and 
out  through  the  vulva. 

The  kneading  and  compression  of  the 
uterus  after  the  method  of  Crede  is  not 
to  be  performed  unless  definite  evidences 
of  adhesion  of  the  placenta  become  ap- 
parent. 

The  common  practice  of  having  at- 
tendants firmly  grasp  the  uterus  im- 
mediately upon  the  expulsion  of  the  in- 
fant and  subjecting  it  to  strong  kneading 
and  massage  is  a faulty  one,  since  by  this 
artificial  stimulation  the  normal  rhythm 
of  placental  separation  is  interfered  with, 
nor  are  the  uterine  muscle  fibers  given 
any  opportunity  to  rearrange  themselves 
into  their  normal  relationship. 

It  has  been  stated  that  the  physiologic 
processes  of  the  third  stage  of  labor  are 
frequently  inhibited  by  the  use  of  anal- 
gesics and  especially  anesthetics.  Under 
such  circumstances  stimulation  is  re- 
quired to  combat  the  anesthetic  effects 
and  nothing  has  been  described  that  im- 
proves upon  the  generally  accepted  prac- 
tice of  exhibiting  hypodermically  1 cc. 
of  obstetric  pituitary  gland  extract  as 
soon  as  the  baby  is  born.  At  the  same 
time,  1 cc.  of  aseptic  fluid  extract  of  ergot 
is  administered  intramuscularly  to  secure 
a more  lasting  oxytocic  effect.  Theoreti- 
cally, the  use  of  ergot  before  the  expulsion 


of  the  placenta  is  wrong,  because  such  a 
general  contraction  of  the  uterus  may 
result  as  will  imprison  the  separated 
placenta  within  the  closed  cervix.  This 
objection  has  never  impressed  the  writer 
because  with  the  routine  use  of  ergot  as 
described  in  many  thousands  of  obstetric 
cases,  cervical  obstruction  to  the  delivery 
of  the  placenta  is  so  rarely  observed  as  to 
be  negligible.  When  the  above  pro- 
phylactic measures  are  consistently  car- 
ried out,  the  incidence  of  severe  post- 
partum hemorrhage  will  be  small,  but 
the  statement  is  emphasized  that  when 
blood  loss  exceeding  500  cc.  does  occur 
the  condition  must  be  regarded  as  a dan- 
gerous complication  and  treatment  to  be 
effected  must  be  prompt  and  vigorous. 

The  survey  of  maternal  deaths  in 
Philadelphia  before  alluded  to  brought 
out  some  interesting  points  with  regard 
to  postpartum  hemorrhage,  and  the  data 
concerning  postpartum  hemorrhage  in 
this  survey  have  recently  been  published 
by  Beecham,  who  found  that,  in  most  of 
the  fatal  instances,  the  interval  between 
the  occurrence  of  the  hemorrhage  and 
the  death  of  the  patient  was  between 
five  and  six  hours,  and  that  active  treat- 
ment in  most  cases  was  not  inaugurated 
until  shortly  before  death,  hours  after 
the  bleeding  first  made  itself  manifest. 
Observations  of  patients  suffering  from 
this  complication  have  led  me  to  reach 
the  conclusion  that  the  patient  in  whom 
the  bleeding  is  violent  at  the  onset  most 
generally  recovers,  whereas  the  woman  in 
whom  the  bleeding  is  moderate — -a  con- 
stant trickle  of  blood  from  the  vagina — * 
is  apt  to  go  on,  with  various  mild  measures 
to  stop  hemorrhage  being  employed, 
until  suddenly  the  anemia  becomes  so 
acute  that  symptoms  of  shock  supervene, 
the  pulse  suddenly  rises,  the  blood  pres- 
sure falls,  and  death  occurs  before  active 
treatment  has  been  instituted. 

My  own  belief  and  practice  is  that 
postpartum  hemorrhage  of  any  degree 
is  a serious  complication  of  labor  and  that 
definite  treatment  should  be  instituted 
quickly.  The  treatment  may  be  summed 
up  in  a phrase:  “Haste,  packing,  and 
transfusion.”  The  necessity  of  haste  is 
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shown  by  the  fact  stated  above,  that  so 
many  of  these  women  bleed  to  death 
before  efforts  to  control  the  hemorrhage 
are  seriously  considered.  Of  all  plans 
for  controlling  bleeding  after  labor,  I 
think  firm  packing  of  the  entire  uterus 
is  the  best  single  measure  available  to  the 
obstetrician. 

The  objection  has  been  urged  that 
packing  leads  to  infection  and  that  in 
certain  instances  it  does  not  control  the 
hemorrhage.  The  first  of  these  objections 
is  unimportant  because,  under  modern 
aseptic  technic,  it  is  perfectly  feasible  to 
pack  the  uterus  even  in  the  home,  with 
sterile  gauze  contained  in  large  glass  tubes 
or  jars,  without  any  appreciable  danger 
of  inserting  infective  material  into  the 
uterine  cavity.  Indeed,  I feel  that  the 
presence  in  the  uterus  of  blood  clots  that 
are  extruded  piecemeal  sometimes  for 
days  after  delivery,  is  much  more  apt  to 
provide  a series  of  infections  than  the 
sterile  packing  material. 

As  to  the  second  objection,  that  pack- 
ing does  not  always  control  hemorrhage, 
this  is  admittedly  true,  and  it  is  a part  of 
all  proper  obstetric  routine  to  carefully 
note  any  seepage  through  the  packing 
and,  in  the  event  of  this  continuing 
bleeding,  the  packing  should  be  re- 
moved, under  aseptic  precaution,  the 
uterine  cavity  cleaned  out  with  a hot 
intrauterine  douche,  and  then  more 
packing  should  be  introduced.  It  is 
most  unusual  to  have  a second  packing 
fail  to  accomplish  its  purpose. 

Transfusion  needs  but  little  comment. 
Any  woman  who  has  lost  much  blood 
should  have  the  blood  replaced  by  direct 
transfusion,  if  possible,  or  by  the  intro- 
duction of  solution  of  acacia  glucose  or 
saline — indeed  any  appropriate  blood 
that  may  be  available. 

In  the  Kensington  Hospital  for  Women 
we  have  found  much  comfort  from  the 
establishment  of  a placental  blood  bank, 
there  being  always  in  supply  many  100 
cc.  of  placental  bloods  of  various  types. 
Transfusion,  with  the  aid  of  such  a blood 
bank,  can  be  carried  out  within  a few 
minutes  and  without  the  usual  delay 
from  the  assembling  of  donors  and  the 


typing  and  other  preliminaries  required. 
In  addition  to  this  measure,  we  utilize 
gentle  massage  of  the  uterus  and  employ 
Koagamin,  the  hemostatic  agent  recently 
developed  by  the  Research  Foundation, 
Kensington  Hospital  for  Women,  as 
adjuvant  measures.  It  seems  unneces- 
sary to  add  that  in  every  case  of  bleeding 
after  delivery,  careful  visual  inspection 
of  the  birth  canal  is  carried  out  in  order 
to  eliminate  laceration  of  the  cervix  or 
perineum  as  a possible  source  of  the  hem- 
orrhage. 

The  fourth  matter  to  be  considered  is 
that  unconquered  enemy  of  the  obste- 
trician, puerperal  sepsis.  Supreme  among 
the  causes  of  maternal  death,  sepsis  has 
continued  to  prevail,  despite  the  improve- 
ments in  asepsis  and  in  technic,  and  has 
resisted  all  attempts  to  lessen  its  ravages 
during  the  past  half  century.  Only  lately 
has  sulfanilamide  been  brought  forth  as 
a somewhat  successful  therapeutic  meas- 
ure in  ameliorating  the  severity  of  the 
disease. 

Notable  work  has  been  done  toward 
classifying  the  etiology  of  puerperal 
sepsis,  especially  the  contributions  of 
Colebrook,  of  London,  and  Watson,  of 
New  York.  These  observers  are  agreed 
that  infection  via  the  respiratory  passages 
of  streptococcus-carrying  attendants  in 
the  delivery  room  and  lying-in  chamber 
constitutes  a most  important  etiologic 
factor.  Despite  the  scope  and  accuracy 
of  the  experimental  work  that  has  been 
carried  out,  and  the  logical  deductions  of 
the  proponents  of  respiratory  tract  in- 
fections, the  writer  is  not  wholly  con- 
vinced of  the  importance  of  this  avenue 
of  contamination. 

Certainly  much  study  is  still  required 
before  this  baffling  problem  is  elucidated, 
one  of  the  most  promising  leads  being  the 
morphologic  alteration  of  the  anaerobic 
streptococci  ordinarily  demonstrable  in 
the  birth  canal,  to  aerobic  types  with 
their  potentialities  for  producing  septic 
processes. 

As  prophylactic  measures  it  is  a truism 
to  state  that  the  woman  who  goes  into 
labor  in  good  physical  condition,  her 
resistance  high,  and  who  is  subjected  to  a 
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minimum  of  manipulation  and  operative 
invasion  will  be  less  liable  to  develop 
sepsis  than  her  less  fortunate  sister. 

However,  even  this  statement  is  sub- 
ject to  great  modification  since  everyone 
is  familiar  with  the  patient  who  experi- 
ences a rapid,  easy  delivery,  without 
pelvic  examination  or  interference  of  any 
kind  and  who  becomes  a victim  of  puer- 
peral fever  in  its  most  serious  form. 

The  management  of  sepsis  is  the  ques- 
tion that  concerns  us  at  the  moment  and 
here  there  is  but  little  to  add  to  the  gen- 
eral information  on  the  subject.  In  the 
blood  stream  infections,  frequent  small 
transfusions  of  whole  blood,  abundant 
nourishment,  sunshine,  and  avoidance  of 
exertion  are  the  cardinal  factors  of  treat- 
ment. Here  it  is  that  sulfanilamide 
comes  into  its  own.  Doses  of  from  60  to 
80  gr.  daily  by  mouth  exert  a profound 
effect  in  many  instances,  and  records  of 
brilliant  cures  as  a result  of  the  adminis- 
tration of  this  drug  are  steadily  accumu- 
lating. The  cyanosis  and  depression  that 
so  often  are  corollaries  to  its  use  often 
become  alarming,  but  it  has  been  shown 
that  these  ill  effects  are  not  often  absolute 
contraindications  to  the  continued  ex- 
hibition of  sulfanilamide. 

Work  with  sodium  bicarbonate  and 
nicotinic  acid  seems  to  offer  some  hope 
that  these  or  other  adjuvant  drugs 
may  counterbalance  the  untoward  effects 


of  this  most  valuable  therapeutic  agent. 

When  puerperal  sepsis  takes  the  form 
of  a pelvic  infection  with  or  without  peri- 
tonitis, it  is  imperative  that  a careful 
vaginal  examination  be  made  from  time 
to  time  to  exclude  the  possibility  of 
localized  abscess  formation.  Cornual 
abscess,  purulent  salpingitis,  pelvic  ab- 
scess— all  are  common  and  should  be  at- 
tacked by  incision  and  drainage,  either 
by  the  vaginal  or  the  abdominal  route, 
according  to  the  location  of  the  collection. 

The  profound  anemia  may  be  combated 
by  the  hypodermic  administration  of  iron 
salts  or  liver  extracts,  and  on  occasion 
the  so-called  immuno  transfusion  as  de- 
veloped by  Crocker  and  his  associates 
gives  gratifying  results. 

Taken  all  in  all,  however,  puerperal 
sepsis  is  one  of  the  gravest  diseases  to 
be  met  by  the  obstetrician,  and  at  best 
the  results  of  its  treatment  have  much  to 
be  desired. 

There  are  so  many  complications  of 
pregnancy  and  labor  that  rise  to  one’s 
mind  that  this  brief  paper  might  be  in- 
definitely extended,  but  time  does  not 
serve  to  discuss  them  all.  The  subjects 
that  have  been  offered  to  your  attention 
are  all  major  problems,  and  if  they  have 
been  somewhat  cursorily  dispatched  it 
is  because  of  one’s  inability  to  crowd  an 
enormous  subject  matter  into  a small 
Space.  1814  Spruce  Street 


IT  CAN  HAPPEN  HERE 

The  need  for  more  adequate  protection  against 
theft  of  narcotic  drugs  possessed  by  physicians, 
pharmacists,  veterinarians,  dentists,  and  hos- 
pitals has  been  pointed  out  by  his  department 
from  time  to  time,  says  Frank  J.  Smith,  super- 
visor, Bureau  of  Narcotic  Control  in  Health  News 
(Albany).  For  the  past  few  years,  the  Bureau  of 
Narcotic  Control  has  emphasized  the  importance 
of  providing  better  protection  of  such  stocks. 
Improvement  has  been  obtained  in  a large  num- 
ber of  instances,  but  the  general  attitude  is  that 
narcotic  storage  is  satisfactory  and  that  added 
safeguards  are  unnecessary. 

Information  received  by  the  Bureau  contra- 
dicts the  assurance  of  many  institutions  and  pro- 
fessional persons  that  their  supplies  of  narcotics 
are  not  affected  by  theft.  Losses  have  been  re- 
ported by  physicians,  hospitals,  and  pharmacies. 
Hospitals  under  the  jurisdiction  of  this  depart- 


ment have  not  been  exempt  from  such  inci- 
dents. 

Harry  D.  Anslinger,  United  States  Commis- 
sioner of  Narcotics,  advises  that  for  the  country 
as  a whole  approximately  11  per  cent  more 
losses  were  reported  in  the  twelve  months  ending 
June  30,  1939,  than  in  the  preceding  year.  It  is 
suspected  that  many  thefts  have  not  been  dis- 
covered or  reported. 

As  enforcement  of  narcotic  control  measures 
increases  the  difficulty  of  obtaining  illegal  sup- 
plies, the  legitimate,  high-quality  stocks  intended 
for  medical  and  scientific  use  become  more  de- 
sirable to  the  addict  and  peddler.  Persons  who 
are  responsible  for  narcotic  supplies  should  see 
that  safe  storage  is  provided.  Locks  and  keys 
should  be  furnished  and  used.  It  should  be 
assured,  not  assumed,  that  thefts  of  narcotic 
drugs  can't  happen  here. 
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Since  active  clinical  attention  has  been 
directed  to  chronic  constrictive  peri- 
carditis, we  are  finding  that  this  syndrome 
occurs  more  frequently  than  was  for- 
merly appreciated.  White1  has  recently 
made  a historical  resume  of  Pick’s  disease2 
and  analyzed  its  clinical  manifestations 
in  a paper  that  facilitates  the  recognition 
of  this  syndrome.  The  separation  of 
these  patients  from  those  of  chronic 
cardiac  decompensation  is  important 
since  it  is  a cardiac  lesion  which  lends 
itself  to  surgical  treatment  by  peri- 
cardiectomy.  This  treatment  has  been 
carried  out  most  extensively  in  this  coun- 
try by  Churchill  and  White,3-5  Beck,6-8 
Blalock  and  Burwell,9-11  and  us.12-14 
In  our  clinic  at  the  New  York  Hospital, 
we  have  had  the  opportunity  of  seeing  12 
cases  of  chronic  constrictive  pericarditis 
in  five  years,  and  in  10  of  them  one  of  us 
has  resected  part  of  the  pericardium.  As 
a result  of  this  experience,  we  have  been 
able  to  explore  the  pathologic  physiology 
of  the  circulation  in  this  syndrome.  Ob- 
servations have  been  made  before  opera- 
tion and  in  certain  ones  after  operation. 

Plan  of  Observations 

All  observations  were  made  in  the 
morning  while  the  patient  was  in  a basal 
metabolic  state.  The  cardiac  output  was 
estimated  by  the  acetylene  method,  three 
samples  of  gas  being  taken,  as  first  recom- 
mended by  Grollman15  and  as  further 
elaborated  by  Grollman,  Friedman,  Clark, 
and  Harrison.16  Three  samples  of  gas 
were  taken  during  each  period  of  re- 

*Drs. Norman  F.  Crane,  Robert  F.  Watson,  Charles 
H.  Wheeler,  John  E.  Deitrick,  and  Robert  L.  Bailey,  Jr., 
assisted  in  the  studies  of  the  circulation. 


breathing  for  estimation  of  the  arterio- 
venous oxygen  difference.  The  oxygen 
consumption  was  measured  with  a Bene- 
dict-Roth  spirometer.  The  vital  capacity 
was  measured,  and  the  height  and 
weight  were  recorded.  An  electrocardio- 
gram was  taken,  the  arm-to-tongue  cir- 
culation time  recorded  (Decholin17),  the 
venous  pressure  estimated  by  the  direct 
method  (Taylor,  Thomas,  and  Schleiter18), 
and  the  blood  pressure  measured.  Fi- 
nally, a roentgenogram  of  the  heart  was 
made  at  a distance  of  2 meters.  Sufficient 
time  was  allowed  between  each  procedure 
for  restoration  of  the  basal  metabolic 
state.  Examination  under  the  fluoroscope 
and  roentgenkymograms  were  also  made. 
Infrared  photographs  were  taken  to  record 
the  state  of  the  peripheral  veins.  The  pa- 
tient assumed  as  nearly  as  possible 
exactly  the  same  position  for  each  obser- 
vation. 

Results  of  Studies  of  the  Circulation 
Before  operation,  the  arteriovenous 
oxygen  difference  was  increased  (range 
71.5  to  88.6  cc.),  the  cardiac  output  per 
minute  decreased,  the  stroke  volume  de- 
creased (range  20  to  42  cc.),  the  cardiac 
index  decreasedf  (range  1.35  to  1.84  l./sq. 
m./min.),  the  circulation  time  prolonged 
(range  15.4  to  29.8  sec.),  and  the  venous 
pressure  elevated  (range  17.9  to  24.0  cm.). 
The  average  measurements  made  by  the 
same  technics  on  normal  individuals  are 
arteriovenous  oxygen  difference  61.5  cc., 
stroke  volume  59  cc.,  cardiac  index 
2.09  l./sq.  m./min.,  circulation  time  14.4 


t Cardiac  index  = cardiac  output  in  liters  per  sq.  m. 
of  body  surface  per  minute. 
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ABODE 

Fig.  1.  In  this  figure  are  presented  the  infrared  photographs  of  A.  B.  Fig.  1A  was  taken  on  May 
20,  1936,  before  operation,  Fig.  IB  on  June  29,  1936,  about  three  weeks  after  pericardiectomy  (per- 
formed on  June  5, 1936),  Fig.  1C  on  October  20,  1936,  Fig.  ID  on  April  6,  1937,  and  Fig.  IE  on  Novem- 
ber 12,  1937.  Attention  is  directed  to  the  progressive  decrease  in  number  and  in  distention  of  the 
veins,  disappearance  of  ascites,  and  change  in  shape  of  the  chest  with  loss  of  ascites. 


sec.,  and  venous  pressure  10.1  cm.19 

After  operation,  in  those  in  whom  ob- 
servations were  made,  all  the  measure- 
ments approached  or  attained  normal 
levels;  in  short,  the  arteriovenous  oxygen 
difference  approached  or  became  normal 
(range  51.4  to  68.7  cc.),  the  cardiac  output 
per  minute  increased,  the  stroke  volume 
increased  (range  33  to  50  cc.),  the 
cardiac  index  increased  (range  1.80  to 
2.72  l./sq.  m./min.),  the  circulation  time 
became  shorter  (range  7.3  to  17.1  sec.), 
and  the  venous  pressure  fell  (range  8.3 
to  16.7  cm.). 

Preoperative  infrared  photographs  re- 
vealed an  increase  in  the  number,  caliber, 
and  distention  of  the  superficial  veins 
(Fig.  1).  After  operation  the  veins  be- 
came less  conspicuous  and  many  channels 
became  invisible. 

There  was  limitation  of  motion  of  the 
cardiac  chambers  and  fixation  of  the 
heart  on  fluoroscopic  examination. 
Roentgenkymograms  also  revealed  a de- 
crease in  extent  of  contraction.  In  5 
patients  calcification  was  observed  (Fig. 
2).  After  operation  the  extent  of  con- 
traction increased  in  all  except  one  pa- 
tient. 


The  size  and  shape  of  the  cardiac  sil- 
houette was  not  uniform.  In  4 cases  it 
was  moderately  large  and  in  2 conspicu- 
ously small  (Fig.  2) . In  others,  the  heart 
appeared  normal  in  size  or  only  slightly 
enlarged.  It  is  recalled  that  the  cardiac 
silhouette  includes  the  shadow  of  the 
heart,  together  with  the  thickened  peri- 
cardium, and  that  the  cardiac  size  may 
be  small  though  the  shadow  is  large. 

From  an  analysis  of  the  clinical  fea- 
tures that  our  cases  have  exhibited,  it  ap- 
pears that  the  following  manifestations 
contribute  to  this  syndrome:  signs  of 
congestive  heart  failure  have  been  pres- 
ent in  the  absence  of  the  usual,  more 
common  causes.  Organic  valvular  lesions 
have  been  absent.  Enlargement  of  the 
liver  and  ascites  are  usually  present. 
Edema  and  pleural  effusion  occur.  Dis- 
tention of  peripheral  veins  is  a constant 
finding.  The  cardiac  silhouette  may  be 
small,  moderately  enlarged,  or  approxi- 
mately normal.  The  point  of  maximal 
impulse  may  not  shift.  A paradoxic  pulse 
has  been  present  in  every  case.  The  blood 
pressure  is  usually  low  and  the  pulse 
pressure  small.  Decrease  or  absence  of 
motion  of  the  several  chambers  of  the 
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Fig.  2.  In  this  figure  are  shown  roentgenograms  of  A.  B.  A and  B were  taken  on  June  2,  1936, 
before  operation,  and  C was  taken  on  April  6,  1937.  Calcification  is  shown  in  the  lateral  view  (B), 
before  operation.  Increase  in  size  of  the  heart  occurred  after  pericardiectomy  had  been  performed  on 
June  5,  1936. 


heart  may  be  observed.  Calcification 
may  be  seen  in  the  fluoroscope  and  in 
roentgenograms,  although  oblique  views 
may  be  necessary  to  demonstrate  it.  The 
electrocardiographic  characteristics  ap- 
pear to  be  low  amplitude  of  the  QRS  and 
T waves.  The  T wave  in  leads  I and  II 
may  be  “cove”  shaped.  The  electrical 
axis  may  not  shift  or  may  shift  only 
slightly  with  change  in  position  of  the 
body;  too  much  emphasis  is  not  to  be 
placed  on  this  finding,  however.  Slight 
right  or  slight  left  axis  deviation  may  be 
present.  Normal  rhythm  is  usually  pres- 
ent, although  auricular  fibrillation  oc- 
curs in  a few  cases.  Taking  into  consid- 
eration the  operative  procedures  and  the 
changes  in  the  clinical  state  of  the  patient, 
it  may  be  said  that  marked  changes  do 
not  occur  in  the  electrocardiogram  after 
operation.  Since  3 of  our  patients  were 
observed  during  the  stage  of  pericardial 
effusion,  through  the  stage  of  absorption 
and  then  through  the  stage  of  constric- 
tion, this  sequence  is  not  uncommon. 
Patients  suffering  from  pericardial  ef- 
fusion, in  the  absence  of  rheumatic  val- 
vular disease,  should  be  kept  under  ob- 
servation to  be  prepared  for  this  develop- 
ment. We  have  been  impressed  just  as 
White1  was  with  the  absence  of  the  usual 
rheumatic  manifestations  in  these  cases 
in  which  constriction  has  occurred. 

Operative  Technic 

In  the  10  cases  in  which  operation  was 
performed,  ether  anesthesia  was  used. 
The  third,  fourth,  fifth,  and  if  necessary 
the  second  or  sixth  costal  cartilages  and 


the  adjacent  part  of  the  ribs  were  re- 
sected on  the  left  side.14  The  pericar- 
dium was  incised  over  the  left  ventricle 
and  excised,  after  which  a similar  pro- 
cedure was  carried  out  over  the  right 
ventricle.  The  left  ventricle  was  de- 
compressed first;  so  it  was  ready  to  re- 
ceive the  increased  amount  of  blood  that 
might  flow  to  it  after  decortication  of  the 
right  ventricle.  The  pericardium  was  re- 
sected from  as  much  of  the  anterior  sur- 
face of  the  heart  as  possible.  The  cardiac 
muscle  herniated  through  the  defect  in 
the  pericardium  in  all  cases.  The  skin- 
muscle  flap  was  closed  in  layers.  Since 
the  periosteum  of  the  ribs  was  left  in 
place,  regeneration  and  reformation  of 
the  bony  part  of  the  thorax  occurred. 
Convalescence  was  rapid. 

In  3 of  the  9 cases  in  which  operation 
was  performed,  “cure”  has  been  obtained, 
and  in  5 cases  the  condition  has  been  im- 
proved. It  is  too  early  to  foresee  the 
result  in  1 case.  These  operative  re- 
sults, so  far  as  they  go,  are  an  improve- 
ment over  those  previously  reported.14 
One  patient  died  nine  months  after  opera- 
tion. He  had  suffered  from  the  syndrome 
for  nine  years  before  operation,  and  from 
his  condition  it  was  felt  that  operation 
had  been  undertaken  too  late.  Improve- 
ment may  begin  shortly  after  operation 
and  proceed  rapidly;  on  the  other  hand, 
one  of  our  “cured”  cases  improved 
slowly  over  a one-year  period. 

Comment 

These  studies  show  that  chronic  con- 
strictive pericarditis  is  associated  with 
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Fig.  3.  In  this  figure  are  plotted  data  relating  to  cardiac  output  per 
minute  and  per  beat,  circulation  time  and  venous  pressure,  and  the  clini- 
cal signs  of  A.  B.  before  and  after  pericardial  resection;  “f.b.”  indicates  finger 
breadths  below  the  costal  margin.  The  change  in  these  objective  meas- 
urements of  the  circulation  to  normal  after  operation  is  demonstrated 
also  the  parallel  regression  of  the  physical  signs. 


decrease  in  the  cardiac  output  per  beat 
and  per  minute,  elevation  of  venous  pres- 
sure, and  prolongation  of  the  circulation 
time.  The  alteration  in  the  circulation 
appears  to  be  the  result  of  two  defects. 
In  the  first  place,  there  is  interference 
with  the  filling  of  the  heart.  This  is  ob- 
served clinically  on  fluoroscopic  examina- 
tion, in  that  there  is  decreased  filling  of 
the  heart  in  diastole,  as  well  as  when  the 
heart  is  exposed  at  operation.  In  the 
second  place,  contraction  is  impaired, 
since  on  fluoroscopic  examination  and  at 
operation  decreased  contractions  of  the 
heart  are  observed.  These  two  defects 
result  in  decrease  in  the  cardiac  output 
per  minute  and  per  beat  and  accumula- 
tion of  blood  on  the  venous  side,  which  is 
detected  objectively  in  the  rise  in  venous 
pressure.  The  clinical  manifestations  of 


the  disease  appear  to  be  associated  with 
these  alterations  of  the  circulation.  When 
clinical  improvement  or  cure  followed  re- 
lease of  the  heart  by  pericardial  resection, 
parallel  alterations  of  the  circulation  oc- 
curred toward  or  to  normal  levels,  owing 
to  greater  filling  of  the  heart  in  diastole 
and  an  increased  discharge  of  blood  in 
systole.  The  parallelism  between  the 
physical  signs  and  the  objective  circula- 
tory impairment  in  these  cases  is  illus- 
trated by  the  case  of  A.  B.  (Fig.  3). 
Digitalis  appears  to  be  contraindi- 
cated 13»20-22  except  in  those  patients 
who  exhibit  auricular  fibrillation.  In 
them  it  is  used  to  keep  the  ventricular 
rate  slow.  Our  experience  with  these 
patients  leads  us  to  recommend  peri- 
cardial resection  for  the  treatment  of 
chronic  constrictive  pericarditis.13,14 
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Discussion 

Dr.  Robert  L.  Levy,  New  York  City — As  Dr. 
Stewart  has  said,  constrictive  pericarditis  is  not 
a rare  condition.  But  it  is  not  one  of  the  com- 
moner forms  of  cardiac  disease.  First  adequately 
described  by  Lower,  in  1669,  it  has  been  the  sub- 
ject of  renewed  interest  in  this  country  during  the 
past  nine  years,  due  largely  to  the  work  of 
Churchill  and  White  in  Boston  and  of  Beck  in 
Cleveland. 

The  etiology  is,  as  a rule,  obscure.  Tubercu- 
losis can  occasionally  be  demonstrated.  It  may 
follow  an  acute  pericarditis.  But  the  absence  of 
rheumatic  fever  from  the  list  of  causes  is  strik- 
ing and  should  be  stressed.  The  patients  are 
usually  comparatively  young  at  the  time  of  on- 
set. 

The  two  cardinal  symptoms  are:  (1)  dyspnea; 


(2)  abdominal  enlargement.  The  two  signs  con- 
sistently observed  are:  (1)  enlargement  of  the 
liver — usually  with  massive  ascites;  (2)  engorge- 
ment of  the  jugular  veins.  The  venous  pressure 
is  elevated.  Edema  of  the  feet  and  legs  is  often 
present. 

The  heart  is  characteristically  small  but  may  be 
slightly  enlarged.  The  blood  pressure  tends  to  be 
low.  Heart  murmurs  are  infrequent.  A systolic 
murmur  at  the  apex  is  sometimes  heard.  But 
the  presence  of  mitral  stenosis  rules  out  the 
diagnosis  of  constrictive  pericarditis  of  signifi- 
cant degree.  The  pulsations  of  the  heart  as  a 
whole,  or  of  portions  of  it,  as  observed  under  the 
fluoroscope  or  recorded  in  the  roentgenkymo- 
gram,  are  usually  diminished.  The  electrocardio- 
gram shows  either  low  voltage  of  QRS,  or  in- 
version of  the  T wave  in  lead  I or  lead  II,  or 
both.  Low  voltage  and  T-wave  negativity  may 
be  observed  in  the  same  case.  Sometimes  the 
auricles  are  fibrillating. 

The  most  important  conditions  from  which 
constrictive  pericarditis  must  be  differentiated 
are:  mitral  stenosis;  polyserositis  (Concato’s 

disease);  portal  cirrhosis  of  the  liver;  and,  oc- 
casionally, nutritional  edema.  The  differential 
diagnosis  can  usually  be  made. 

If  untreated  by  surgical  measures,  the  condi- 
tion is  chronic,  though  occasionally  stationary, 
for  long  periods.  Sometimes  remissions  occur 
following  suitable  medical  therapy  and  ab- 
dominal paracentesis.  In  certain  instances,  the 
course  is  rapidly  progressive,  ending  in  death 
within  a year  or  two.  Spontaneous  cure,  be- 
cause of  the  mechanical  nature  of  the  source  of 
cardiac  embarrassment,  cannot  take  place. 

The  results  of  surgical  treatment,  if  success- 
fully carried  out,  are  dramatic.  Compression  is 
released.  The  young  but  chronic  invalid  is  re- 
stored to  full  health  and  is  enabled  to  resume 
normal  activity.  That  this  end  may  be  achieved, 
accumulated  experience  has  amply  shown.  The 
manner  in  which  beneficial  changes  are  induced 
in  the  circulation  has  been  clearly  demonstrated 
by  Dr.  Stewart’s  observations. 


NEW  PAMPHLET  ON  GONORRHEA 

The  Bureau  of  Social  Hygiene,  Department  of 
Health,  New  York  City,  announces  publication 
of  a pamphlet  on  Management  of  Gonorrhea  in 
the  Male,  based  on  procedures  recommended  by 
the  American  Neisserian  Medical  Society. 

The  pamphlet  is  the  latest  in  the  series  pre- 
pared for  the  physician  in  practice  on  the 
diagnosis  and  treatment  of  venereal  diseases. 
Copies  may  be  obtained  by  writing  to  the  Bureau 
of  Social  Hygiene,  Department  of  Health,  125 
Worth  Street,  New  York  City. 


BEERS  AND  BIERS 

“All  I Had  Was  Two  Beers”  was  the  title  of  an 
address  given  by  Dr.  Herman  A.  Heise,  of  Mil- 
waukee, before  the  Wisconsin  District  Attorneys’ 
Association  on  August  5.  Dr.  Heise  is  chairman 
of  the  American  Medical  Association’s  Commit- 
tee to  Study  Problems  of  Motor  Vehicle  Acci- 
dents, which  has  recommended  the  use  of  chemi- 
cal tests  for  intoxication  whenever  physicians  are 
called  on  to  diagnose  the  degree  of  alcoholic  influ- 
ence for  city  and  state  enforcement  departments. 


TREATMENT  OF  TRAUMATIC  WOUNDS  WITH  ZINC  PEROXIDE 


Frank  L.  Meleney,  M.D.,  New  York  City 
( From  the  Presbyterian  Hospital) 


Man  is  traveling  with  ever-increasing 
speed  and  has  become  subject  to 
greater  and  more  frequent  trauma.  The 
human  body  has  developed  no  adequate 
protection  to  meet  this  trauma  and  the 
safety  devices  that  man  has  developed  do 
not  adequately  protect  him. 

Accidents  resulting  from  high-speed 
automobiles,  trains,  and  airplanes  produce 
injuries  to  the  human  body  that  differ 
from  accidents  occurring  in  the  horse  and 
buggy  days,  chiefly  in  the  increased  mo- 
mentum of  the  moving  object.  This  may 
produce  injury  to  deep  tissues  or  be  trans- 
mitted from  the  site  of  contact  to  distant 
parts  of  the  body.  The  chief  importance, 
however,  of  modern  accidents  is  the 
greater  number  of  people  involved  and, 
therefore,  the  greater  variety  of  injuries 
that  are  incurred. 

All  of  the  tissues  of  the  body  are  sub- 
jected to  traumatic  wounds,  and,  in  the 
absence  of  infection,  if  the  body  as  a whole 
survives,  these  wounds  will  heal  by  the 
production  of  scar  tissue  within  a fairly 
definite  period  of  time.  Whenever  any 
accidental  wound  is  made,  an  incalculable 
number  and  variety  of  organisms  are  in- 
troduced into  the  wound  and  they  com- 
bine with  the  other  foreign  bodies  and  the 
injured  tissue  to  interfere  with  wound 
healing.  If  they  multiply  and  gain  a 
foothold  in  the  tissues  and  produce  their 
poisons,  they  may  damage  more  tissue 
and  thus  further  interfere  with  the  local 
and  general  effort  on  the  part  of  the  body 
to  repair  the  damage.  When  injured 
tissues  are  put  at  rest,  unless  there  is  some 
mechanical  factor  interfering  with  contact 
of  the  wounded  surfaces,  these  wounds 
will  heal  with  a fairly  uniform  regularity 
and  speed.  The  progress  of  wound  heal- 
ing and  the  strength  of  the  repair  follows 
a fairly  constant  curve  for  all  tissues,  as 
shown  by  Harvey  and  Howes.  The 
restoration  of  normal  tissue  stability  is 


complete  at  the  end  of  about  two  weeks, 
except  for  such  tissues  as  tendons  or  bone, 
which  pull  or  hold  heavy  weights  or  loads 
For  these  tissues  also  there  are  fairly  con- 
stant periods  for  repair,  which  have  been 
well  established.  These  periods  are,  of 
course,  prolonged  by  any  interference  of 
the  blood  supply  to  the  part  or  by  certain 
chronic  debilitating  diseases,  such  as  can- 
cer. The  length  of  time  for  the  repair 
may  be  shortened,  on  the  other  hand,  by 
certain  dietary  regimens;  for  example, 
high  protein  feeding.  When  the  require- 
ments for  tissue  growth  and  tissue  repair 
are  better  understood,  it  may  be  possible 
to  shorten  greatly  this  interval  of  time. 

The  bete  noir  of  wound  healing  in 
traumatic  cases  is  infection.  Microor- 
ganisms call  forth  an  exudate  of  fluid  and 
cells  that  not  only  separate  wound  sur- 
faces but  also  interfere  with  the  metabo- 
lism of  the  regenerating  cells. 

Wounds  that  are  made  in  the  operating 
room  in  clean  cases  are  always  contami- 
nated from  a number  of  sources,  but  we 
know  these  sources,  and  our  sterile  tech- 
nic is  directed  toward  the  minimizing  of 
such  contamination.  The  skin  is  cleaned 
and  treated  with  an  antiseptic,  which, 
while  it  does  not  destroy  all  the  organ- 
isms in  the  deep  layer  of  skin,  cuts  the 
number  down  to  a minimum.  The  in- 
struments that  produce  the  wound  are 
rendered  sterile  and  the  wound  is  pro- 
tected as  much  as  possible  from  the  bac- 
teria that  may  fall  into  it  from  the  air  on 
dust  particles,  or  from  the  noses  and 
throats  of  the  personnel  of  the  operating 
room.  If  these  well-known  steps  in 
aseptic  technic  are  not  strictly  followed, 
a high  proportion  of  clean  operations  de- 
velop wound  infections  ranging  from  5 to 
30  per  cent  in  various  reports. 

When  an  accidental  wound  occurs  in 
surroundings  that  have  not  been  rendered 
relatively  sterile,  countless  numbers  of 
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organisms  are  introduced ; organisms 
that  were  already  present  on  the  skin  of 
the  injured  individual  or  on  the  instru- 
ment producing  the  wound  or  on  the 
clothing  or  other  foreign  bodies  that  have 
been  introduced  into  the  wound.  These 
organisms  are  deposited  upon  the  surface 
of  the  injured  tissue,  and  while  some  of 
them  may  be  washed  out  by  the  flow  of 
blood,  many  of  them  are  retained  in  the 
crevices  and  interstices  of  the  wound. 
The  elasticity  of  certain  tissues  that  have 
been  cut  across,  such  as  muscles  and  blood 
vessels,  may  withdraw  these  organisms 
into  the  deeper  parts  of  the  wound,  where 
they  are  protected.  It  is  obvious  that  if 
these  bacteria  could  be  removed  immedi- 
ately after  the  accident,  or  inactivated, 
wound  healing  would  go  on  with  the  same 
rapidity  that  it  does  in  a sterile  wound. 

The  initial  treatment  of  such  a wound 
in  most  hospitals  at  present  is  directed 
largely  toward  the  mechanical  removal  of 
the  gross  dirt  particles  and  other  foreign 
bodies  and  of  as  much  of  the  injured  tis- 
sue as  can  be  safely  removed,  rather  than 
toward  the  inactivation  of  the  contami- 
nating bacteria. 

Up  to  the  present  time  no  antiseptics 
have  been  found  that  will  selectively  de- 
stroy organisms  and  not  injure  the  tis- 
sues. Dakin’s  solution,  which  was  so 
extensively  used  during  the  war  in  gunshot 
wounds,  served  a very  useful  purpose  but 
had  its  limitations,  the  most  important  of 
which  was  the  necessity  for  the  very  fre- 
quent introduction  of  the  solution  into 
the  wound  because  of  its  transient  action. 
More  recently,  other  chlorine  antiseptics 
have  been  advocated  that  are  supposed 
to  have  a more  prolonged  action,  but  this 
action  is  not  continuous  and  many  patho- 
genic organisms  are  not  affected  by  it. 
The  dyes  and  the  mercury  compounds, 
the  antiseptics  of  the  phenol  group,  as 
well  as  iodine,  damage  tissues  and  leave 
a mass  of  dead  or  dying  tissue  in  the 
wound,  and  in  general  do  not  destroy 
many  of  the  more  virulent  organisms. 

Under  the  present  circumstances  the 
large  percentage  of  accidental  wounds  be- 
come infected.  The  proportion  of  infec- 
tions rapidly  increases  with  any  delay  in 


the  primary  surgical  care.  If  such  cases 
are  seen  within  the  first  hour  and  the  in- 
jured tissue  can  be  completely  removed, 
infection  may  be  minimal.  If  the  initial 
treatment  is  not  begun  until  an  hour  or 
more  after  the  accident,  the  incidence  of 
infection  rapidly  increases;  and  if  the 
primary  surgical  procedure  does  not  re- 
move all  of  the  injured  tissue  or  is  delayed, 
infection  approaches  100  per  cent. 

The  establishment  of  infection  is  also 
much  higher  in  wounds  that  are  closed 
than  in  wounds  left  open,  and  the  surgeon 
who  closes  an  accidental  wound  takes  a 
serious  responsibility  upon  himself,  for 
he  declares  by  that  act  that  he  does  not 
think  a serious  infection  will  result.  It 
should  be  done  only  when  the  initial 
treatment  is  given  within  the  first  two 
hours,  when  all  injured  tissue  has  been  re- 
moved, and  when  the  resulting  deformity 
from  an  open  wound  would  prove  to  be  a 
serious  handicap  to  the  restoration  of 
normal  form  and  function. 

The  majority  of  accidental  wounds  come 
to  the  surgeon  after  the  first  two  hours. 
Consequently,  the  majority  of  such 
wounds  should  be  left  open,  and  the  bur- 
den of  proof  is  on  the  man  who  closes 
them.  This  closure  applies  particularly 
to  the  skin  and  subcutaneous  tissues. 
Sometimes  the  deeper  tissue,  such  as  bone 
and  muscle,  have  to  be  closed  in  order  to 
restore  function;  for  example,  fractured 
bone  may  require  plating,  or  a tendon  or 
muscle  require  sutures.  The  skin  and 
subcutaneous  tissue  can  rarely  be  justi- 
fiably closed,  except  in  such  exposed  re- 
gions as  the  face  and  occasionally  the 
hands,  where  the  deforming  scar  may  be 
of  considerable  extent  and  where  the 
blood  supply  is  unusually  good.  Even 
here  the  surgeon  takes  a serious  responsi- 
bility upon  himself  when  he  closes  such  a 
wound. 

It  may  be  said,  therefore,  that  the  great 
majority  of  such  wounds  should  be  left 
open.  With  train  and  automobile  acci- 
dents there  is  often  a delay  of  several  hours 
or  more  before  a patient  reaches  the  hos- 
pital. With  war  wounds  this  delay  may 
be  prolonged.  If  wounds  are  to  be  left 
open,  therefore,  the  opportunity  is  given 
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for  the  use  of  substances  or  solutions  that 
do  not  injure  the  tissues,  but  inhibit  the 
multiplication  of  microorganisms. 

Certainly  the  degree  of  contamination 
of  these  wounds  varies  considerably,  and 
it  is  of  great  importance  to  know  what 
organisms  have  entered  the  wound.  Cul- 
tures that  may  be  taken  from  one  part 
of  the  wound  frequently  fail  to  reveal  or- 
ganisms that  are  in  another  part.  There 
may  be  many  organisms  in  the  wound 
that  are  not  revealed  by  the  culture  mate- 
rial, either  because  the  right  medium  is 
not  employed  or  because  the  organisms, 
for  some  reason  or  other,  are  not  in  a 
proper  growth  phase  to  multiply  in  the 
artificial  medium  presented  to  them. 

We  do  know,  however,  from  observa- 
tion of  wounds  of  this  kind  that  have  be- 
come infected,  what  the  causative  organ- 
ism commonly  is.  We  can  frequently 
predict  what  organisms  have  contami- 
nated the  wound  by  knowing  exactly 
under  what  circumstances  the  wound  was 
produced.  For  example,  we  know  that 
gunshot  wounds  are  frequently  contami- 
nated by  the  organisms  of  the  soil,  which 
come  from  the  fertilization  of  the  soil  with 
human  and  animal  excreta;  namely,  the 
tetanus  bacillus  and  the  organisms  of  the 
gas  gangrene  group.  The  same  is  true  of 
accidental  wounds  that  occur  in  gardens 
and  orchards.  All  wounds  on  the  body 
surface  are  contaminated  with  the  ubiqui- 
tous staphylococci.  Wounds  in  certain 
parts  of  the  body  are  also  contaminated  by 
the  well-known  organisms  normally  pres- 
ent in  those  regions.  For  example,  hu- 
man bites  have  mouth  organisms  di- 
rectly inoculated  into  them,  such  as 
spirochetes,  fusiform  bacilli,  and  hemo- 
lytic and  nonhemolytic  streptococci. 
These  organisms  normally  found  near  the 
mouth  and  neck  are  also  seen  in  external 
wounds  of  this  region.  In  like  manner, 
wounds  in  the  area  of  the  anus  and  but- 
tocks are  frequently  contaminated  with 
organisms  from  the  intestine,  bacilli  of  the 
colon  group  and  gas  gangrene  group,  as 
well  as  numerous  nonspore-forming  anaer- 
obes. Organisms  that  have  been  de- 
posited on  soiled  clothing  in  this  region 
may  also  be  carried  into  such  wounds, 


and  the  infection  is  not  infrequently  of 
such  a degree  that  death  ensues. 

There  is  no  known  antiseptic  that  will 
have  an  inhibiting  action  on  all  of  these 
organisms  without  at  the  same  time  in- 
juring tissues,  but  recently,  fortunately, 
a new  antiseptic  has  become  available 
that  not  only  has  a continuous  inhibiting 
effect  on  the  worst  of  these  organisms, 
but  has,  as  well,  a bactericidal  action  and 
a detoxifying  action.  This  substance  is 
zinc  peroxide,  which  is  now  available  in 
the  proper  physical  state  so  that  it  may  be 
applied  to  the  wound  with  the  expecta- 
tion that  it  will  liberate  oxygen  over  a 
long  period  of  time  and  thus  inhibit  the 
growth  of  most  of  the  contaminating  or- 
ganisms. If  the  more  important  organ- 
isms are  rendered  impotent  the  less  im- 
portant organisms  have  much  less  chance 
of  gaining  a foothold. 

Zinc  peroxide  is  a white  powder  that  is 
not  a pure  chemical  but  a mixture  of  end- 
and  byproducts  following  the  chemical 
and  physical  interaction  of  ZnCl2  and 
Na202.  About  50  per  cent  of  the  final 
product  is  zinc  peroxide.  If  it  is  prop- 
erly prepared  and  properly  sterilized  it 
becomes  active  when  water  is  added,  and 
liberates  oxygen  slowly  over  a long  period 
of  time.  It  has  been  a difficult  physical- 
chemical  problem  to  produce  a standard 
product  that  can  be  invariably  depended 
upon  to  be  active.  As  far  as  I know,  the 
du  Pont  Chemical  Company  is  the  only 
manufacturing  firm  that  has  been  able  to 
make  it  satisfactorily.  The  products  of 
two  other  firms  in  this  country,  namely, 
Merck  and  Mallinckrodt,  and  all  foreign 
preparations  that  we  have  tested  are  al- 
most entirely  inactive.  Merck  and  Mal- 
linckrodt have  not  given  up  trying  to 
make  it  themselves,  and  are  prepared  to 
distribute  the  du  Pont  material. 

The  powder  must  be  sterilized  at  140  C. 
for  four  hours  in  a dry  oven  in  order  to 
render  it  safe  for  instillation  into  a wound 
and  in  order  to  activate  the  material. 
It  is  best  to  sterilize  it  in  small  quantities; 
for  example,  5-15  Gm.  in  large  glass  test 
tubes.  After  sterilization,  a sample 
should  be  tested  for  activity.  This  is 
done  by  adding  50  cc.  of  sterile  distilled 
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water  to  5 Gm.  of  the  powder  in  a test 
tube  and  shaking  until  an  even  emulsion 
is  obtained.  The  suspension  is  then 
allowed  to  stand.  If  the  powder  is  ef- 
fective, the  material  will  rapidly  settle 
as  a flocculent  curd  and  leave  a clear, 
supernatant  fluid.  In  the  course  of  an 
hour,  bubbles  of  oxygen  will  appear  in 
the  sediment  and  gradually  lift  it  up. 
Oxygen  continues  to  form  for  several 
days  and  the  quantity  may  be  measured 
to  see  if  it  meets  the  standard  require- 
ments. The  sterilized  powder  will  keep 
effective  for  a month  or  more.  Further 
details  of  this  test  have  been  reported. 

The  first  treatment  of  the  wound  is,  of 
necessity,  complete  debridement.  The 
tissues  removed  must  be  cultured  aero- 
bically and  anaerobically  to  determine 
what  organisms  are  present  in  the  wound. 
The  zinc  peroxide  powder  is  then  sus- 
pended in  an  equal  amount  of  sterile  dis- 
tilled water  so  as  to  form  an  even  mixture 
approximating  the  consistency  of  40  per 
cent  cream.  An  “asepto”  syringe  seems 
to  be  the  best  instrument  for  getting  an 
even  mixture  and  is  then  used  to  flood 
the  wound  with  the  suspension.  Care 
must  be  taken  to  obtain  contact  with 
every  part  of  the  wound  surface.  Fine 
meshed  gauze  is  then  soaked  in  the  sus- 
pension and  laid  on  the  wound  surfaces 
in  a double  layer.  Gauze  compresses, 
wet  with  water,  are  then  laid  over  the 
fine  meshed  gauze  and  the  whole  dressing 
sealed  with  fine  meshed  gauze  impreg- 
nated with  vaseline  or  zinc  oxide  oint- 
ment so  as  to  prevent  evaporation. 

After  twenty-four  hours  the  dressing 
may  be  lifted  off  almost  as  one  piece; 
the  gauze  does  not  become  adherent  to 
the  wound  if  it  has  been  kept  moist.  On 
the  other  hand,  the  zinc  peroxide  does 
adhere  to  the  tissues.  After  the  first 
dressing  the  wound  looks  gray  and  inert. 
One  is  struck  by  the  complete  absence  of 
any  inflammatory  reaction  or  edema. 
The  wound  edges  are  soft  and  pliable  and 
there  is  no  swelling.  An  irrigation  of  the 
wound  with  saline  will  wash  away  all  of 
the  loose  particles  and  whatever  exudate 
there  may  be  present.  No  effort  should 
be  made  to  remove  the  adherent  zinc 


peroxide.  The  wound  should  be  dressed 
as  before. 

On  the  third  to  the  fifth  day,  granula- 
tions will  begin  to  appear  in  the  wound, 
and  thereafter  they  rapidly  increase  until 
the  whole  wound  is  covered  and  the  ad- 
herent zinc  peroxide  loosens  and  is  washed 
away.  By  this  time  the  report  of  the 
culture  of  the  d£brided  tissue  indicates 
the  organisms  with  which  the  surgeon  has 
to  deal.  If  they  are  pathogenic  organ- 
isms that  are  susceptible  to  zinc  peroxide, 
this  treatment  must  be  continued  until 
repeated  cultures  show  that  they  have 
disappeared.  If  the  cultures  show  trivial 
organisms,  secondary  closure  may  be  con- 
sidered. If  pathogenic  organisms  are 
present  that  are  not  susceptible  to  zinc 
peroxide,  particularly  hemolytic  Staphy- 
lococcus aureus  or  Bacillus  coli , the  ap- 
propriate bacteriophage  may  be  used. 

With  this  method  of  treatment,  serious 
infections  with  .the  gas  gangrene  group 
or  organisms — hemolytic  or  nonhemo- 
lytic, microaerophilic  or  anaerobic  strepto- 
cocci, or  anaerobic  gram-negative  bacilli 
— will  be  avoided  in  the  majority  of  cases. 
For  this  reason,  gunshot  and  shell  wounds 
require  the  zinc  peroxide  treatment  im- 
mediately after  the  primary  debridement. 

Summary. — Traumatic  wounds  are 
always  contaminated  by  organisms,  and 
become  infected  unless  the  cases  are  seen 
early,  d£brided  thoroughly,  and  treated 
antiseptically. 

The  most  virulent  contaminating  or- 
ganisms are  the  hemolytic  streptococci, 
the  gas  gangrene  clostridia,  and  the  non- 
spore-forming anaerobic  cocci  and  gram- 
negative bacilli,  which  are  susceptible, 
both  in  the  test  tube  and  in  the  wound,  to 
zinc  peroxide. 

The  prophylactic  use  of  zinc  peroxide 
in  the  immediate  treatment  of  traumatic 
wounds  will  in  most  cases  prevent  infec- 
tion with  these  organisms. 

The  method  of  using  the  zinc  peroxide 
in  these  cases  is  given  in  detail. 
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THE  ERYTHROCYTE  SEDIMENTATION  TEST 

Observations  on  Sedimentation  Rates  and  Leukocyte  Changes  in  103  Hospital 
Cases* 

Robert  O.  Gregg,  M.D.,  and  Ellery  G.  Allen,  M.D.,  Syracuse,  New  York 

( From  the  Medical  and  Surgical  Services  of  the  University  Hospital) 


Coin cidently  with  the  more  recent 
interest  in  hematology,  there  have 
been  developed  a number  of  laboratory 
tests  which,  if  properly  interpreted,  have 
served  to  aid  the  physician  in  diagnosis, 
prognosis,  and  therapy.  Of  these,  the  sedi- 
mentation test  has  gained  considerable 
favor,  although  like  other  laboratory  pro- 
cedures its  value  may  be  limited  whenever 
one  fails  to  correlate  all  of  the  clinical  and 
laboratory  data  in  a given  case.  It  is 
a common  experience  to  find  those  who 
depend  almost  entirely  on  the  total  leuko- 
cyte count  and  the  degree  of  “left  shift” 
as  a method  of  determining  the  existence 
and  severity  of  infection.  Others,  search- 
ing for  a laboratory  test  that  gives  infor- 
mation with  regard  to  the  presence  of 
tissue  damage,  from  whatever  cause,  have 
become  more  enthusiastic  about  the 
sedimentation  test.  Since  few  compara- 
tive studies  of  these  two  methods  have 
been  reported,  we  felt  it  might  prove  of 
interest  to  study  the  results  of  the  two 
procedures  in  a group  of  unselected  hos- 
pital patients. 

Since  Ehrlich’s  introduction  of  the 
differential  white  blood  count,  many 
studies  of  the  neutrophiles  have  been 
made,  the  object  in  view  being  an  effort 
to  determine  the  percentages  of  the  vari- 
ous neutrophile  types  in  various  diseases. 
It  was  also  hoped  that  such  studies  might 
eventually  lead  to  a classification  that 
would  prove  of  definite  clinical  value. 
The  studies  of  Ameth  and  others  proved 
of  considerable  worth,  but  his  method 
proved  too  laborious  for  general  use. 
In  1929  Schilling1  presented  a relatively 
simple  neutrophile  classification  and  his 
methods  have  become  a standard  pro- 
cedure in  many  laboratories.  Farley, 


Reisinger,  and  St.  Clair2  modified  and 
simplified  the  Schilling  classification,  di- 
viding the  neutrophiles  into  two  classes, 
the  filamented  and  nonfilamented  cells. 
The  criterion  advanced  by  Cook  and 
Ponder  and  utilized  by  Farley,  Reisinger, 
and  St.  Clair  for  dividing  the  filamented 
from  the  nonfilamented  forms  is  simple 
and  clear  cut.  Even  though  this  method 
may  not  give  as  much  information  as  a 
more  detailed  study  of  the  cytoplasms 
in  addition  to  the  study  of  the  nucleus,  as 
advised  by  Fitz-Hugh3  and  Mendell  and 
Meranze,4  it  has  proved  its  worth  clini- 
cally and  has  the  added  advantage  of  not 
being  readily  affected  by  minor  changes 
in  staining  technics. 

Fahraeus’5  studies  on  the  suspension 
stability  of  the  blood,  first  made  in  1918, 
and  particularly  his  extensive  report  in 
1921, 6 definitely  established  the  sedi- 
mentation test  in  modern  medicine. 
Since  that  time  many  other  workers  have 
revised  the  technic,  using  various  types 
of  tubes  and  anticoagulants,  and  have  re- 
ported the  results  of  their  observations  in 
varying  ways.  Some  have  attempted 
corrections  for  anemia,  while  others  have 
deemed  these  corrections  unnecessary 
and  at  times  misleading.  All  are  agreed 
on  certain  fundamentals  of  technic : 
(1)  that  the  tube  should  be  strictly  verti- 
cal; and  (2)  that  a uniform  technic  as 
regards  temperature,  amount  of  blood, 
anticoagulant,  and  method  of  reading  be 
employed.  All  of  the  commonly  used 
technics,  adhering  to  the  above  stand- 
ards, give  information  of  essentially  the 
same  clinical  value. 

From  a study  of  100  normal  persons, 
Farley,  Reisinger,  and  St.  Clair  concluded 
that  16  nonfilamented  polymorphonuclear 
leukocytes  in  100  white  blood  cells  should 
be  accepted  as  the  upper  limit  of  normal. 


* This  study  was  aided  by  a grant  from  the  Hendricks 
Research  Fund  of  Syracuse  University  Medical  College. 
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Pregnancy  is  the  only  physiologic  state 
in  which  this  limit  is  exceeded.7  The 
filament-nonfilament  ratio  has  proved 
of  value  in  the  prognosis  of  acute  mas- 
toiditis, often  being  the  first  indication 
of  complications.8  The  Schilling  count 
has  been  found  to  have  definite  worth  in 
estimating  the  severity  and  extent  of 
surgical  infections.9-11  It  is  particu- 
larly applicable  to  appendicitis,12-14 
in  which  condition  Crocker  and  Valen- 
tine15 found  the  changes  in  the  blood 
smear  to  vary  almost  in  mathematical 
proportion  with  the  amount  of  tissue 
involved  in  the  inflammatory  process. 
The  filament-nonfilament  count  reflects 
the  clinical  state  of  chronic  ulcerative 
colitis  better  than  any  other  laboratory 
test.16  In  a study  of  30  cases  of  chronic 
infectious  arthritis,  Steinberg17  found  29 
to  show  a definite  left  shift  by  the  Schill- 
ing index.  The  nonfilament-filament 
ratio  has  some  value  in  the  diagnosis  of 
typhoid,  malaria,  and  undulant  fever, 
in  all  of  which  a 1.1  ratio  is  exceeded.18 
The  diagnostic  and  prognostic  significance 
of  the  Schilling  index  is  well  reviewed  by 
Crocker  and  Valentine15  and  Eisenberg 
and  Newens.11  Both  of  these  groups  of 
workers  conclude  that  the  changes  in  the 
hematologic  picture  not  only  reflect,  but 
usually  precede,  changes  in  the  clinical 
state. 

A review  of  recent  literature  indicates 
that  in  both  this  country  and  in  Europe 
the  sedimentation  test  has  proved  its 
worth  in  tuberculosis,  rheumatic  fever, 
arthritis,  and  gynecologic  conditions.  In 
these  states  it  is  used  primarily  to  esti- 
mate the  degree  of  activity  of  the  infec- 
tion or  destructive  process.  It  has  some 
diagnostic  value  in  differentiating  atrophic 
arthritis  from  hypertrophic  arthritis 
and  fibrositis.19  A normal  sedimentation 
rate  in  the  presence  of  suspected  func- 
tional disease  is  a link  in  the  chain  of 
evidence  ruling  out  organic  pathology. 
It  is  helpful  in  the  differential  diagnosis 
of  acute  appendicitis,  for  rarely  is  an 
accelerated  sedimentation  rate  found  in 
early  appendicitis,  unless  due  to  compli- 
cating disease  elsewhere  in  the  body. 

In  malignancy,  since  the  rate  is  rarely 


accelerated  in  early  cancer,  its  use  is 
limited  largely  to  follow-ups  of  patients 
after  radical  operations,  when  an  acceler- 
ated sedimentation  rate  may  be  the  first 
indication  of  recurrence.20  Recently  there 
have  been  reports  of  its  use  in  differentiat- 
ing myocardial  infarction  from  an- 
gina.21-23 The  working  concept  of  the 
sedimentation  rate,  important  to  the 
doctor  handling  patients,  was  voiced  by 
Reichel.20  “Senkungsbeschleunigung  fin- 
det  sich : 

1.  bei  entziindlichen  Prozessen. 

2.  bei  Nekrosen  und  Zellzufall. 

3.  bei  parenteraler  Eiweissresorption 
und  zwas  ist  bei  alien  deiser  Zustander 
der  Grad  der  Senikingsbeschleunigung 
mit  abhangig  von  der  Resorption  snio- 
glichkeit  der  entzundeichen  nekroitischen 
Produckts.” 

Whereas  Reichel  states  that  the  degree 
of  increased  sedimentation  rate  is  de- 
pendent upon  the  possibility  of  the  prod- 
ucts of  inflammation  and  necrosis  reach- 
ing the  circulation,  Fahraeus5  believes 
that  the  accelerated  sedimentation  rate 
is  a natural  response  of  the  patient  to 
tissue  destruction,  even  as  changes  in  the 
white  blood  cells  reflect  the  efforts  of  the 
host  to  repel  an  invader.  Whether  or  not 
we  wish  to  define  the  “purpose”  for  these 
humoral  and  cellular  changes  in  the  blood, 
it  is  certain  that  coincidently  with  tis- 
sue destruction,  from  whatever  cause, 
changes  in  the  sedimentation  rate  and  the 
leukocytic  picture  usually  occur.  It  is 
possible,  therefore,  that  studies  of  these 
two  factors  may  be  of  more  than  passing 
interest  and  may  yield  much  practical 
clinical  information.  Comparative  stud- 
ies of  the  sedimentation  test  and  the 
white  blood  cell  picture  have  been  re- 
ported in  pregnancy,  arthritis,  rheumatic 
fever,  acute  infections,  and  chronic  ul- 
cerative colitis.  In  pregnancy,  Griffin7 
found  both  a gradual  rise  in  sedimentation 
rate  and  a slight  but  definite  left  shift  in 
the  polymorphonuclear  leukocytes.  Wes- 
tergren40  found  a slight  correlation  be- 
tween total  leukocyte  count  and  sedimen- 
tation test,  “although  there  are  numerous 
and  important  exceptions.”  In  tubercu- 
losis,24 chronic  ulcerative  colitis,16  and 
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Represents  the  relation  of  the  percentage  of  nonfilament  polymorphonuclears  of  total 
leukocytes  to  the  sedimentation  rate  in  one  hour — Cutler — all  cases. 


atrophic  arthritis,17  studies  of  both  the 
sedimentation  test  and  of  the  leukocytes 
have  been  made.  In  general,  changes  in 
the  nuclear  structure  of  the  polymor- 
phonuclears have  paralleled  changes  in 
the  sedimentation  rate,  but  the  filament- 
nonfilament  ratio,  or  Schilling  index, 
appears  to  be  slightly  more  accurate 
than  the  sedimentation  test  in  these  con- 
ditions. These  two  procedures,  along 
with  others,  have  been  checked  in  rheu- 
matic fever  by  Clifton25  and  Ernstene26 
and  both  are  agreed  that  the  sedimenta- 
tion test  is  more  reliable  except  in  cases 
of  decompensated  heart  in  which,  as 
shown  by  Wood,21  the  sedimentation  rate 
may  be  very  slow.  In  gynecologic  cases, 
Baer  and  Reis27  found  the  sedimentation 
time  (Linzenmeir)  a more  sensitive  and 
delicate  prognostic  index  than  the  leuko- 
cyte count  or  temperature  curve,  while 
Yates,  Davidow,  Putnam,  and  Ellman28 
found  the  sedimentation  test  most  valu- 
able in  the  estimation  of  the  extent  of 
pelvic  inflammatory  disease.  In  a study 
of  27  indices  of  surgical  infection,  Harkins9 
found  the  Schilling  count  most  valuable. 


Authors1  Observations 

We  are  presenting  our  observations  on 
the  sedimentation  test  and  the  nonfila- 
ment count  in  a series  of  103  hospital 
patients.  A comparison  is  also  made  of 
the  sedimentation  test  with  the  total 
leukocyte  count  and  of  the  sedimentation 
test  with  the  differential  white  blood 
count.  In  each  case,  the  hematocrit 
value,  the  hemoglobin  content,  and  the 
red  cell  count,  in  addition  to  other  spe- 
cific tests  as  required,  were  determined. 
These  patients  were  those  for  whom 
hematologic  consultation  was  sought, 
and  are  briefly  classified  thus:  acute  and 
chronic  infections,  including  pneumonia, 
cellulitis,  ulcerative  colitis,  amebic  dysen- 
tery, rheumatic  fever,  chronic  cholecys- 
titis, catarrhal  jaundice,  syphilis,  undu- 
lant  fever,  chronic  appendicitis — a total 
of  40  cases;  malignancies,  12  cases; 
leukemias,  5 cases;  benign  tumors,  2 
cases;  atrophic  arthritis,  2 cases;  cirrho- 
sis of  the  liver,  3 cases;  arteriosclerotic 
heart  disease,  6 cases;  nephritis,  3 cases; 
diseases  of  the  thyroid,  6 cases;  Hodg- 
kin’s disease,  2 cases;  bleeding  without 
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TABLE  1. — Cases  with  Increased  Sedimentation  Rate  and  Normal  Filament-Nonfilament  Count 


Case  No. 

Diagnosis 

Filament 

Nonfilament 

Sed.  1 hour 

Hematocrit 

2 

Bronchopneumonia — recovery 

50 

7 

29 

34 

6 

Fibroids — tubo-ovarian  abscess 

54 

12 

24 

40 

7 

Bronchopneumonia — pericarditis 

61 

17 

36 

8 

Yeast  infection — lung 

34 

12.5 

28 

37 

23 

Ca  of  stomach — metastasis  to  liver 

59 

14 

29 

22 

25 

Ca  of  pancreas — metastasis  to  liver 

52 

15 

24.5 

40 

26 

Carcinoma — pathologic  fracture 

49 

14 

27 

39 

33 

Atrophic  arthritis 

38 

12 

15 

36 

36 

Arteriosclerosis — decompensated  heart 

54 

7 

12 

40 

38 

Rheumatic  carditis — (mild) 

41.5 

13 

9 

46 

43 

Chronic  cholecystitis 

58 

9 

17 

46 

44 

Chronic  cholecystitis 

33 

6 

9 

44 

45 

Chronic  cholecystitis 

29 

12 

11 

43 

47 

Asthma  (bronchial) 

41 

15 

19 

42 

54 

Lead  poisoning 

56 

13 

17.5 

35 

59 

Undulant  fever 

30 

14 

12 

37 

62 

Menorrhagia — functional 

42.5 

12.5 

17 

35 

64 

Hyperthyroidism 

30 

5 

13 

39 

66 

Hyperthyroidism 

18 

6 

16 

42 

67 

Thyrotoxic? 

39 

13 

15 

46 

70 

Gonococcal  arthritis 

30 

12 

27 

45 

75 

Pernicious  anemia 

33 

5 

14 

35 

78 

Pernicious  anemia 

29 

10 

16 

38 

82 

Pernicious  anemia 

79 

7 

39 

12 

86 

Metastatic  carcinoma 

62 

15 

28 

40 

87 

Arteriosclerotic  heart  disease 

64 

12 

20 

42 

94 

Pernicious  anemia  & bronchopneumonia 

48 

10 

24 

29 

97 

Froelich’s  syndrome 

44 

11 

9 

40 

99 

Carcinoma  of  stomach 

48 

10 

15 

22 

101 

Undiagnosed 

8 

9 

24 

38 

102 

Hyperthyroidism 

34 

10 

14 

40 

110 

Cirrhosis  liver — ascites 

45.5 

11 

33 

25 

111 

Luetic  aortitis 

55 

9 

23 

20.5 

gross  infection,  6 cases ; pernicious  anemia 
(uncomplicated)  3 cases;  polycythemia, 
2 cases;  agranulocytosis,  1 case;  and 
miscellaneous,  10  cases. 

Hematocrit  values  were  determined  in 
the  Sanford-Magath  tube,  using  5 cc.  of 
blood  and  1 cc.  of  1.4  per  cent  sodium 
oxalate,29  centrifuging  at  3,000  revolu- 
tions per  minute  for  thirty  minutes. 
Hemoglobin  was  determined  in  the 
Haden-Hauser  hemoglobinometer,30  clini- 
cal model  1935. 

Red  cell  counts  and  white  cell  counts 
were  determined  in  certified  pipets  and 
counting  chambers,  using  2 pipets  for  each 
determination. 

Differential  counts  were  made  from 
smears  on  slides  stained  with  Wright’s 
stain,  enumerating  the  percentage  of  the 
filamented  polymorphonuclears,  nonfila- 
mented  polymorphonuclears,  lympho- 
cytes, monocytes,  eosinophils,  and  baso- 
phils, counting  100-300  cells  in  each  case. 

Sedimentation  tests  were  made  in  the 
1 cc.  Cutler  tube,31  using  9 parts  of  blood 
to  1 part  3.8  per  cent  sodium  citrate, 
readings  being  made  at  fifteen  minutes 
and  one  hour.  The  tests  were  done  at 
room  temperature,  the  tubes  kept  verti- 
cally, and  all  tests  completed  within  four 
hours  after  withdrawing  the  blood. 


Results 

The  relation  of  the  sedimentation  rate 
and  the  nonfilament  count  is  graphically 
presented  in  Chart  1.  If  we  accept  16 
nonfilamented  cells  as  the  upper  limit  of 
normal,  and  8 mm.  sedimentation  in  one 
hour  as  a maximum  in  health,  then  the 
graph  is  easily  divided  into  four  quad- 
rants: A,  B,  C,  D.  In  quadrant  A,  the 
values  for  both  tests  are  within  normal 
limits;  in  quadrant  C,  both  are  in- 
creased. 

These  two  groups,  constituting  58  read- 
ings, represent  those  instances  in  which 
results  of  the  two  procedures  agree.  In 
quadrant  D,  those  patients  showing  a 
normal  nonfilament  count  and  an  in- 
creased sedimentation  rate  are  presented . 
This  group  of  33  cases  is  outlined  in  some 
detail  in  Table  1.  It  can  be  seen  that  in 
all  types  of  cases  represented  in  this 
group,  an  accelerated  sedimentation  rate 
has  usually  been  found  by  other  workers, 
with  the  possible  exception  of  the  thyroid 
dysfunctions.  In  these  4 cases  the  aver- 
age rate  is  14.5  mm.  with  normal  hemato- 
crit reading.  Each  of  these  patients  also 
had  a relative  lymphocytosis.  The  pa- 
tients with  anemia  are  of  interest.  One 
case  of  lead  poisoning  had  a hematocrit 
of  35  and  a sedimentation  rate  of  18  mm., 
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Chart  2.  Relationship  of  total  leukocyte  count  to  sedimentation  rate  in  one  hour — Cutler. 


1 case  of  menorrhagia  of  functional  type 
had  a sedimentation  rate  of  17  mm.  with 
a hematocrit  reading  of  35.  One  case  of 
pernicious  anemia  (untreated)  with  a 
hematocrit  reading  of  16  had  a rate  of 
38  mm.,  and  1 case  of  microcytic  anemia 
with  a hematocrit  of  12  showed  40  mm. 
sedimentation  in  one  hour.  Whereas 
these  patients  with  anemia  show  an  ac- 
celerated rate,  which  is  perhaps  attrib- 
utable to  the  anemia  per  se,  there  is  1 
case  of  menorrhagia  with  a hematocrit  of 
36  and  a rate  of  6 mm.,  and  1 patient 
with  polyposis  of  the  colon  with  a 
rate  of  only  13  mm.  with  a hematocrit 
of  27. 

In  group  B are  found  those  6 instances 
in  which  a normal  sedimentation  rate  is 
associated  with  evidences  of  immaturity 
in  the  leukocyte.  These  include  single 
readings  on  a patient  with  localized  car- 
cinoma of  the  penis,  1 with  a papilloma 
of  the  breast,  1 with  chronic  tonsillitis, 
1.  with  pulmonary  infarction  with  car- 
diac decompensation,  and  two  read- 
ings on  a patient  with  polycythemia 
vera. 

In  Chart  2 the  total  leukocyte  count  is 
plotted  as  the  ordinate,  and  the  sedimen- 


tation in  mm.  at  the  end  of  one  hour  as 
the  abscissa.  No  striking  correlation 
can  be  said  to  exist.  The  fact  that  only 
18  cases  of  acute  infections  are  included 
in  this  group  probably  accounts  in  part 
for  this  lack  of  correlation. 

In  Chart  3 the  millimeters  sedimenta- 
tion in  one  hour  is  plotted  against  the 
polymorphonuclear  percentage  (leuke- 
mias omitted).  Although  there  is  a 
slight  correlation  existent,  it  can  be 
readily  seen  that  the  sedimentation  rate 
is  much  more  often  increased  than  the 
polymorphonuclear  series  of  leukocytes. 
If  we  accept  8 mm.  as  the  upper  limit  of 
normal  for  the  sedimentation  rate,  and 
75  per  cent  polymorphonuclear  leuko- 
cytes as  a maximum  in  health,  we  have 
57  cases  in  which  the  sedimentation  rate 
is  increased  and  in  which  the  usual  dif- 
ferential count  gives  no  evidence  of  in- 
fection or  tissue  damage.  In  this  group 
there  are  2 cases  of  pernicious  anemia 
and  2 of  anemia  due  to  blood  loss.  The 
remainder  gave  clinical  evidence  of  tissue 
damage.  One  single  case  is  found  in  which 
the  sedimentation  rate  is  within  normal 
limits  and  the  polymorphonuclear  leuko- 
cytes are  increased.  This  patient  is  the 
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Chart  3.  Represents  the  relation  of  the  per- 
centage of  polymorphonuclears  of  total  leukocytes 
to  the  sedimentation  in  one  hour— Cutler. 


one  previously  referred  to  with  pulmo- 
nary infarction. 

Discussion 

We  have  presented  our  observations 
on  the  sedimentation  tests,  the  total 
leukocyte  count,  the  percentage  of  poly- 
morphonuclears, and  the  nonfilament 
count  in  a series  of  103  hospital  cases. 
There  appears  to  be  no  correlation  be- 
tween the  total  leukocyte  count  and  the 
sedimentation  rate,  although  some  corre- 
lation exists  between  the  polymorpho- 
nuclear percentage  and  the  sedimenta- 
tion rate.  In  this  series,  however,  the 
sedimentation  rate  appears  to  be  a more 
sensitive  index  of  existing  pathology. 

Comparing  the  relative  merits  of  the 
sedimentation  test  and  the  filament- 
nonfilament  count,  the  two  tests  appear 
to  give  much  the  same  general  informa- 
tion. The  sedimentation  test  appears 
more  sensitive,  for  of  the  34  cases  in  which 
the  nonfilamented  polymorphonuclear 
leukocytes  were  within  normal  limits 
and  the  sedimentation  rate  was  increased, 


the  clinical  picture  would  point  to  definite 
tissue  damage,  except  in  4 patients  with 
anemia.  The  group  that  showed  a “left 
shift”  of  the  leukocytes  with  a normal 
sedimentation  rate  was  made  up  of  pa- 
tients with  early  malignancy,  benign 
tumor,  chronic  tonsillitis,  and  polycythe- 
mia vera  and  represent  minimal  tissue 
damage.  One  might  gain  the  general 
impression  from  these  results  that  the 
sedimentation  test  offers  a more  sensitive 
index  of  the  degree  of  tissue  damage  than 
does  the  nuclear  pattern  of  the  leuko- 
cytes. 

The  factor  of  anemia  in  relation  to 
the  sedimentation  rate  has  been  much 
discussed,32-36  and  many  correction 
charts  have  been  devised.  The  basis  for 
these  correction  charts  has  been  test  tube 
experiments,  not  studies  of  true  anemias. 
In  a series  of  14  patients  with  pernicious 
anemia,  Reichel36  found  that  in  recovery 
from  a relapse,  the  sedimentation  rate 
slows  much  more  quickly  under  treat- 
ment than  the  hemoglobin  rises,  showing 
that  an  increase  in  the  sedimentation  rate 
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in  pernicious  anemia  is  not  merely  a dilu- 
tion problem.  In  experiments  with  rab- 
bits, one  of  us37  has  shown  that  in  anemia 
due  to  blood  loss  the  acceleration  of  sedi- 
mentation depends  on  the  stage  of  the 
anemia;  that  it  is  analogous  to  the  dilu- 
tion experiments  in  acute  anemia,  but 
that  in  chronic  anemia  the  rate  is  much 
slower  than  dilution  experiments  would 
suggest.  In  this  present  series  there  were 
but  3 cases  in  which  the  anemia  factor 
was  confusing.  The  fact  that  each  of 
these  had  normal  filament-nonfilament 
ratios  would  indicate  that  the  increased 
sedimentation  rate  may  have  been  due  to 
the  anemia  itself.  In  Guernsey’s38  series 
of  76  patients  with  acute  abdominal  dis- 
ease, anemia  became  a confusing  factor 
in  the  interpretation  of  the  rate  in  only 
1 case.  Routine  correction  for  anemia, 
from  these  facts,  seems  unnecessary. 
Even  Wintrobe,39  whose  chart  is  rather 
widely  used,  suggests  that  occasionally 
the  corrected  rate  may  be  misleading. 

Summary 

The  results  of  our  observations  on  the 
filament-nonfilament  count,  the  total 
leukocyte  count,  the  polymorphonuclear 
percentage,  and  the  sedimentation  rate  in 
103  hospital  cases  have  been  presented. 

A definite  correlation  did  not  exist 
between  the  sedimentation  rate  (Cutler) 
and  the  total  leukocyte  count,  except  in 
the  pyogenic  infections  with  considerable 
tissue  damage. 

Fifty-seven  cases  showed  an  increased 
sedimentation  rate  in  the  presence  of  a 
normal  differential  count.  In  4 of  these, 
anemia  may  have  accounted  for  the  ac- 
celerated rate;  the  remainder  presented 
evidence  of  tissue  necrosis.  One  case 
had  an  increase  in  polymorphonuclear  cells 
with  a normal  sedimentation  rate. 

In  34  cases  with  accelerated  sedimen- 
tation rate,  the  percentage  of  nonfila- 
mented  polymorphonuclear  leukocytes 
was  within  normal  limits. 

In  8 cases  the  rate  was  normal,  the 
nonfilament  leukocytes  increased.  The 
same  4 cases  of  anemia  that  showed  an 
increased  sedimentation  rate  and  a 
normal  polymorphonuclear  percentage 


also  showed  a normal  nonfilament  count. 

In  this  series  of  cases,  the  sedimenta- 
tion rate  appeared  to  be  a more  reliable 
index  of  the  degree  of  tissue  destruction 
than  was  the  total  leukocyte  count,  the 
polymorphonuclear  percentage,  or  the 
nonfilament  percentage.  The  increased 
nonfilament  count  seemed  more  indica- 
tive of  tissue  damage  than  the  polymor- 
phonuclear percentage. 
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HISTAMINASE  IN  THE  TREATMENT  OF  PHYSICAL  (HEAT) 
ALLERGY  AND  SOME  OTHER  CONDITIONS 

Report  of  5 Cases 

Maurice  Vaisberg,  M.D.,  Patchogue,  New  York 


Recently  there  has  been  an  increasing 
interest  among  both  research  and 
clinical  workers  in  the  properties  of  the 
enzyme  histaminase.  In  the  constant 
search  for  a single  ultimate  remedy  for  all 
allergic  conditions,  the  properties  of  this 
enzyme  have  been  under  close  scrutiny. 

The  theory  has  been  advanced,  with 
some  laboratory  proof,  that  the  allergic 
wheal  and  perhaps  other  allergic  reactions 
are  due  to  the  liberation  of  histamine. 
The  inference,  therefore,  is  that  if  an 
enzyme  (histaminase)  is  present  in  the 
body  tissues  at  the  time  of  the  liberation 
of  the  histamine,  this  enzyme  will  destroy 
the  noxious  histamine  and  the  allergic 
reaction  will  not  occur. 

Preparation  of  Histaminase 

Accordingly,  potent  extracts  of  his- 
taminase were  prepared  in  the  author’s 
laboratory  and  a limited  clinical  investi- 
gation was  carried  out.  In  1929  Best 
found  histaminase  present  in  ox  and  dog 
lung.  Most  of  the  subsequent  work  in 
its  pharmacodynamic  and  other  proper- 
ties was  done  by  E.  W.  McHenry  and 
associates  of  the  University  of  To- 
ronto.1-3 With  the  kind  advice  and 
guidance  of  Dr.  McHenry,  batches  of  the 
enzyme  were  prepared  by  defatting 
minced  hog  kidney  and  then  pulverizing 
the  dried  material.  This  was  extracted 
with  a buffered  phosphate  solution  of  pH 
7.2.  This  solution  was  Seitz -filtered, 
tested  for  sterility,  and  stored  in  rubber- 
capped  vials  in  the  icebox. 

Tests  for  potency  were  then  made. 
Unfortunately,  the  standard  method  of 
assay  required  cats,  and  since  these  were 
not  available,  a new  intradermal  test  on 
human  skin  was  devised.  In  the  stand- 
ard method  a known  amount  of  histamine 
(1  mg.)  is  incubated  in  a water  bath  at  38 
C.  with  varying  quantities  of  histaminase 


solution,  while  a current  of  oxygen  passes 
through  the  solution.  The  quantity  of 
enzyme  that  inactivates  this  1 mg.  of 
histamine  in  twenty-four  hours  is  called  a 
unit.  At  the  end  of  this  time  the  mixture 
is  injected  intravenously  into  a cat  and 
the  remaining  quantity  of  histamine  is 
estimated  by  the  drop  in  blood  pressure. 
If  the  histamine  is  totally  destroyed,  then 
there  is  no  drop  in  blood  pressure.  Uti- 
lizing the  fact  that  the  reaction  is  not  im- 
mediate but  takes  about  four  hours  to  get 
well  under  way,  the  intradermal  approxi- 
mation test  was  devised. 

The  mixture  of  histamine  and  histami- 
nase (to  be  tested)  was  prepared  asept  - 
cally,  and  0.1  cc.  injected  intradermally 
into  the  human  skin.  There  was  always 
a typical  histamine  wheal  and  flare  pro- 
duced in  twenty  minutes.  Then  the 
mixture  was  incubated  as  above.  In 
twenty-four  hours  0.1  cc.  of  the  incubated 
mixture  was  injected  intradermally. 
Only  a rough  index  of  the  potency  was 
ascertainable  because  only  a completely 
negative  skin  reaction  would  give  indica- 
tion of  the  viability  of  the  enzyme.  The 
size  of  the  second  reaction  could  not  be 
used  as  a reliable  guide  of  the  potency. 
However,  no  skin  reaction  to  the  mixture 
would  unequivocally  denote  an  active 
extract  of  histaminase. 

Further  purification  of  the  enzyme  be- 
yond this  stage  of  simple  extraction  was 
not  carried  out.  After  many  attempts  to 
secure  a standard  purified  extract,  it  was 
found  that  most  final  batches  were  not 
potent.  In  50  purified  batches  there  were 
only  2 that  were  potent.  Apparently  the 
purification  inactivated  the  enzyme. 
However,  almost  every  batch  of  the  sim- 
ple extraction  was  potent.  Incidentally, 
the  test  for  histamine  of  Hanke  and 
Koessler4*5  (the  ^-diazobenzenesulfonic 
acid  reaction)  was  shown  to  be  totally  un- 
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reliable  in  the  detection  of  this  substance. 
Repeated  parallel  tests  by  the  intracu- 
taneous  biologic  method  proved  this. 
This  finding  was  reaffirmed  by  McHenry. 

Case  Reports 

Five  cases  were  treated  by  injection  of 
histaminase.  Two  of  these  involved 
heat  allergy,  1 was  a case  of  allergic  head- 
ache and  sinusitis,  1 a case  of  asthma,  and 
the  last  a case  of  acne  rosacea  with  bi- 
lateral corneal  involvement. 

Case  1. — A white  female,  aged  35,  had  had 
asthma  for  four  years.  Maximum  clinical  sensi- 
tivity was  present  to  dust,  tobacco,  and  milk. 
The  asthma  cleared  up  on  a strict  allergic  regi- 
men. Although  the  asthma  was  controlled,  she 
had  painful  edematous  swelling  of  the  ankles 
and  calves  only  during  the  hot  weather.  In  the 
winter  there  was  no  swelling,  but  an  intense 
itching  of  the  thighs  resulted  on  exposure  to  cold. 
In  June,  1938,  during  very  hot  weather  she  de- 
veloped marked  swelling  of  the  feet.  Two  intra- 
muscular injections  of  potent  histaminase  solu- 
tion of  5 units  each  were  given  three  days  apart. 
There  was  complete  relief  of  the  swelling  for  two 
months  (July  and  August),  during  which  time 
there  were  many  hot  days.  In  early  September 
another  hot  spell  produced  some  mild  swelling. 
No  further  injections  were  given  because  of  the 
onset  of  cool  weather.  Distinct  relief  was  ob- 
tained for  about  two  and  a half  months. 

Case  2. — A white  female,  aged  53,  who  after 
careful  study  was  diagnosed  as  a case  of  gall- 
bladder disease,  complained  of  some  sinus  trou- 
ble. For  the  latter  an  allergic  study  was  made 
and,  surprisingly,  on  a rigid  allergic  regimen  all 
the  abdominal  and  gallbladder  symptoms  dis- 
appeared. The  ingestion  of  a forbidden  food 
would  produce  abdominal  symptoms  in  a few 
hours.  However,  despite  this  relief  on  the 
allergic  diet,  she  had  painful  swellings  of  her 
forearms.  As  an  industrious  housewife  she  had 
her  arms  near  the  oven  a great  deal  of  the  time 
and  she  noted  that  the  heat  would  induce  this 
swelling.  She  had  noted  this  for  many  years. 
Two  injections  of  potent  histaminase  of  5 units 
each  were  given  intramuscularly  in  July,  1938. 
Since  then  and  to  date  (Oct.,  1938),  a period  of 
four  months,  there  has  been  no  recurrence 
although  she  still  has  her  hands  near  and  in  the 
hot  oven  as  frequently  as  before. 

Case  3. — A white  woman,  aged  23,  had 
suffered  for  five  years  from  headaches  and  stuffed 
nose.  Examination  showed  evidence  of  an 
allergic  basis.  Injections  of  from  5 to  10  units 
of  potent  histaminase  were  given  for  a period  of 


six  weeks.  Relief  from  the  headaches  usually 
lasted  from  twenty -four  to  forty-eight  hours 
after  an  injection,  but  promptly  recurred. 
Later  an  allergic  study  and  regimen  was  insti- 
tuted with  complete  relief  of  the  headaches  and 
nasal  stuffiness.  Here  the  histaminase  was 
effective  for  only  very  short  periods. 

Case  4. — A white  male, aged  50,  had  had  asthma 
for  over  ten  years.  A course  of  histaminase 
was  given  for  about  three  months.  About  75  per 
cent  relief  was  obtained  for  periods  lasting  from 
one  to  two  weeks  after  an  injection.  Ultimately 
the  asthma  returned.  Here,  again,  the  action 
of  the  enzyme  was  of  relatively  short  duration. 

Case  5. — A white  woman,  aged  50,  had  had 
acne  rosacea  of  the  face  for  twenty  years.  For 
the  past  two  years  she  had  progressive  bilateral 
corneal  involvement.  Reasoning  that  there 
might  be  a connection  between  the  capillary 
dilatation  in  this  disease  and  allergy,  histaminase 
in  10  unit  doses  was  given  intramuscularly  every 
other  day  for  three  weeks.  Previously  the  pa- 
tient had  had  a complete  study  and  a thorough 
trial  of  every  remedy  suggested.  There  was 
absolutely  no  effect  of  the  histaminase  on  either 
the  facial  or  corneal  lesions. 

Previously  there  had  been  frequent  conjunc- 
tival flare-ups  and  corneal  spread  of  the  infiltra- 
tions. However,  after  four  months  on  an  allergic 
regimen  and  following  cauterization  of  an  in- 
fected cervix  uteri,  there  was  no  further  progress 
of  the  skin  or  corneal  rosacea  lesions.  It  is  as  yet 
too  early  in  this  chronic  disease  to  report  the 
effect  of  this  combined  treatment.  However,  it 
was  quite  definite  that  the  histaminase  had  no 
effect  whatsoever. 

Theoretic  Considerations 

The  hypothesis  has  been  advanced  that 
the  allergic  reaction  is  due  to  the  libera- 
tion of  a histamine-like  substance.  This 
evidently  cannot  be  entirely  true  because 
of  the  evidence  presented  by  the  phe- 
nomenon of  passive  transfer  (Prausnitz- 
Kustner  reactions).  If  the  same  sub- 
stance (reagin)  were  always  liberated, 
then  we  would  expect  every  passive  trans- 
fer site  to  either  give  an  immediate  wheal 
or  to  react  to  every  antibody  injected. 
We  know  that  this  is  not  so.  It  is  pos- 
sible, however,  that  a histamine-like  sub- 
stance bears  the  specificity  and  gives  the 
skin  reaction.  The  mechanism  might  be 
as  follows : 

Reagin  = histamine  o specific  body 

The  specific  body  inhibits  the  histamine 
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in  this  hapten  combination  until  the  anti- 
gen reacts  with  the  specific  substance  and 
liberates  the  histamine. 

Antigen + specific  antibody  =c=  histamine  = 
(antigen-antibody)  + free  histamine 

Of  course  this  hypothesis  puts  us  a step 
back  in  the  search  for  the  ultimate  cause 
of  allergy.  But  perhaps  it  may  serve  to 
explain  the  more  satisfactory  results  ob- 
tained in  physical  allergy  as  compared 
with  the  poor  results  obtained  in  the 
other  true  allergies. 

In  physical  allergy  it  is  quite  likely  that 
only  a histamine-like  substance  is  liber- 
ated and  that  there  is  no  specific  antibody 
linked  to  it.  That  histamine  is  liberated 
in  physical  allergy  has  been  shown  by 
various  authors,  such  as  Horton  and 
Roth,6  Saylor  and  Wright,7  and  Levine.8 
In  a review  of  physical  allergy,  Walzer9 
reports  that  an  analysis  in  the  experi- 
ments in  which  positive  passive  transfers 
were  reported  yielded  littl^  to  substanti- 
ate the  hypothesis  that  reagins  were 
responsible  for  the  allergic  reactions  to 
cold.  Hence,  most  of  the  attempts  to 
show  the  presence  of  reagins  in  physical 
allergy  failed  to  demonstrate  conclusively 
the  presence  of  these  antibodies.  Since 
only  histamine  is  liberated  in  physical 
allergy,  it  would  be  much  easier  for  his- 
taminase  to  attack  it  than  if  it  were  linked 
to  another  substance  (hapten).  This, 
then,  might  account  for  the  much  more 
satisfactory  results  obtained  by  the  use  of 
histaminase  in  the  physical  allergies  as 
contrasted  with  its  poor  results  in  the 
other  true  allergies. 

Literature 

Roth  and  Horton6  reported  a case 
demonstrating  the  protective  influence  of 
histaminase  in  a cold-sensitive  case  before 
exposure  to  cold.  Goodson11  found  prom- 


ising results  in  physical  allergy  from  the 
use  of  histaminase  and  also  minute  in- 
creasing doses  of  histamine. 

At  the  recent  Medical  Congress  in 
Zurick  there  were  favorable  reports  on  the 
use  of  histaminase  in  desensitizing  cold- 
sensitive  patients.  The  general  belief 
was  that  histamine  was  set  free  in  various 
types  of  anaphylactic  shock.10 


Summary 

1.  In  considering  the  ultimate  mecha- 
nism of  allergy,  histamine  in  some  form 
seems  to  play  an  important  part.  His- 
taminase may  shed  some  light  on  this 
mechanism. 

2.  A new  method  for  the  approximate 
clinical  assay  of  histaminase  potency  is 
described. 

3.  Histaminase  is  apparently  most 
effective  in  physical  allergies,  in  which 
probably  only  histamine  is  liberated.  In 
other  allergic  conditions  (true  allergy), 
histamine  may  be  liberated  in  a hapten 
form  with  a specific  antibody.  The 
beneficial  effects  of  histaminase  in  other 
allergies  is  more  transient  than  in  physical 
allergy. 

4.  The  good  results  attained  in  2 cases 
of  the  physical  allergy  agree  with  results 
obtained  by  other  workers  in  the  field. 
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Boston  City  Hospital  authorities  believe  that 
operating  suits  of  surgeons  in  the  future  will  be 
blue  so  that  the  glare  produced  by  white  will  not 
interfere  with  vision  while  operating,  according 
to  the  Medical  World.  The  late  Dr.  John  G. 
Clark,  of  the  University  of  Pennsylvania,  always 
used  blue  drapes. 


Arthritis  of  the  “gouty”  type  is  more  common 
in  Buffalo  and  western  New  York  than  in  any 
other  part  of  the  country,  declared  Dr.  L.  Max- 
well Lockie,  of  the  University  of  Buffalo  Medical 
School,  at  the  43rd  annual  convention  of  the 
Podiatry  Society  of  the  State  of  New  York  in 
Buffalo. 


RELATION  BETWEEN  ANEMIAS  AND  DIGESTIVE 
DISEASES  IN  CHILDREN 

I.  Newton  Kugelmass,  M.D.,  D.Sc.,  New  York  City 


The  digestive  tract  bears  a reversible 
relationship  with  the  blood.  On  first 
impression  it  appears  as  an  ultrafilter 
surrounded  by  blood,  the  reaction  be- 
tween the  two  phases  being  reversible 
and  involving  diffusible  compounds  of 
relatively  small  molecular  weight.  But 
on  careful  study  the  two  systems  have  a 
more  deep-seated  dependence  on  each 
other,  with  the  functions  of  each  deter- 
mined by  nutritional  factors  on  the  one 
hand  and  constitutional  factors  on  the 
other.  We  may,  therefore,  evaluate  the 
relationship  in  terms  of  nutritional,  di- 
gestive, and  blood  factors,  respectively, 
before  proceeding  to  the  anemias  asso- 
ciated with  alimentary  dysfunction. 

Nutritional  Factors 

The  hematopoietic  system,  like  all 
others  of  the  body,  must  be  properly 
nourished  for  normal  function.  It  is  a 
highly  specialized  tissue  that  generates 
rapidly  and  continuously  a supply  of  cells 
indispensable  for  life.  The  chemical 
composition  of  the  blood  cells  is  unique, 
and  necessitates  not  only  a continuous 
and  adequate  supply  of  certain  specific 
nutrients  for  their  synthesis,  but  about 
fifty  nonspecific  nutrients  for  the  main- 
tenance, growth,  and  development  of  the 
body  as  a whole.  The  integration  of  the 
body  systems  is  such  that  no  one  system 
can  be  nourished  adequately  unless  all 
others  participate  in  the  nutriment.  It  is 
not,  therefore,  a matter  of  providing 
special  nutrients  for  the  hematopoietic 
system,  but  all  necessary  nutrients  for  all 
bodily  systems. 

Nutritional  adequacy  can  no  longer  be 
considered  in  terms  of  protein,  carbo- 
hydrate, fats,  minerals,  and  vitamins. 
The  newer  approach  is  to  assess  optimal 
nutrition  in  terms  of  twenty-two  amino 


acids  from  protein;  dextrose  from  carbo- 
hydrate; linoleic  acid  from  unsaturated 
fats;  twelve  minerals  from  fruits  and 
vegetables;  ten  vitamins  from  various 
types  of  foods ; water;  and  oxygen.  The 
formation  of  blood  cells  by  the  reticulo- 
endothelial system  necessitates  special 
nutritional  factors  such  as  arginine,  glu- 
tamic acid,  proline  and  oxyproline  from 
protein;  iron,  copper,  manganese,  nickel, 
and  other  minerals;  the  extrinsic  factor 
of  liver  and  other  viscera ; and  vitamins  B2, 
C,  and  D.  In  other  words,  of  the  fifty 
nonspecific  nutrients  necessary  for  the 
formation  of  all  bodily  cells,  these  few 
specific  systems  are  indispensable  for  the 
maturation  of  blood  cells.  A deficiency 
in  the  provision  of  any  of  these  nutrients 
produces  corresponding  types  of  anemia. 

The  amino  acids  are  obviously  indis- 
pensable for  the  synthesis  of  blood  cells. 
The  hemoglobin,  in  particular,  composed 
of  globins  and  pyrrhols,  requires  the 
specific  amino  acids  previously  mentioned. 
Prolonged  deficiency  in  any  of  the  amino 
acids  will  produce  anemia  despite  ade- 
quate provision  of  all  other  nutrients,  for 
the  marrow  cannot  produce  the  normal 
number  of  cells  at  a normal  rate.  It  will 
function  at  a slower  rate  of  speed,  with  the 
cells  delivered  into  the  circulation  remain- 
ing normal  until  the  marrow  is  exhausted. 
The  protein  level  of  the  diet  in  infancy  is 
usually  adequate  because  it  is  formulated 
with  milk  as  the  basis.  But  as  the  child 
gets  older  the  protein  intake  is  gradually 
replaced  by  a variety  of  foods  poor  or  in- 
complete in  essential  amino  acids.  As  a 
matter  of  fact,  most  proprietary  foods 
devoid  of  protein  so  displace  the  amino 
acid-bearing  foods  that  protein  deficiency 
is  not  an  uncommon  source  of  anemia. 

Iron,  copper,  and  other  minerals  are 
essential  for  the  production  of  fully 
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hemoglobinized  red  cells.  The  body  is 
not  very  efficient  in  accepting  and  utiliz- 
ing iron;  hence  the  supply  must  be  both 
adequate  and  continuous.  In  the  infant, 
iron  is  part  of  its  maternal  inheritance, 
the  hepatic  store  being  designed  to  sup- 
plement the  low  iron  value  of  breast 
milk.  Cow’s  milk  is  equally  deficient  in 
iron.  Hence  the  need  for  supplementing 
breast  or  cow’s  milk  feedings  with  iron 
from  other  foods  or  chemical  compounds. 
A deficiency  of  iron  causes  an  anemia 
in  which  the  red  cells  are  produced  in 
relatively  normal  numbers  but  are  un- 
saturated with  hemoglobin.  The  anemia 
is,  therefore,  hypochromic  with  a low 
color  index.  Microcytosis  and  poikilo- 
cytosis  are  usually  associated  with  hypo- 
chromia. 

Copper  catalyses  the  utilization  of  iron, 
accelerating  the  conversion  of  inorganic 
iron  into  hemoglobin,  and  thereby  speeds 
up  the  process  of  red  cell  maturation. 
Copper  is  only  effective  in  the  presence  of 
iron,  and  when  the  intake  of  calcium  is 
large  the  amount  of  iron  required  is 
lessened.  But  the  traces  of  copper 
necessary  are  nonspecific,  as  other  metals 
— e.g.,  manganese,  nickel,  chromium — 
also  accelerate  red  cell  maturation. 

The  extrinsic  factor  is  particularly 
abundant  in  meat  protein.  When  acted 
upon  by  the  intrinsic  factor — an  enzyme 
contained  in  normal  gastric  juice — a sub- 
stance is  formed  indispensable  for  the 
maturation  of  red  cells.  The  reaction  is 
probably  reversible  according  to  the  law 
of  mass  action.  The  substance  has  been 
designated  by  many  names,  such  as  the 
liver  principle,  the  antianemia  principle, 
the  pernicious  anemia  factor,  etc.  Once 
formed  in  the  stomach  or  upper  duo- 
denum in  an  acid  medium,  it  is  absorbed 
from  the  stomach  and  stored  in  the  liver, 
kidney,  brain,  and  other  viscera.  Its 
fundamental  action  is  to  mature  the  red 
cells  or  to  prepare  them  for  emergence 
from  the  marrow,  and  may  be  designated 
more  specifically  as  the  erythrocyte  ma- 
turing factor — E.M.F. 

It  makes  the  red  cells  smaller  when 
ready  for  delivery  from  the  marrow,  as 
the  point  of  action  is  at  the  megaloblast 


stage — hence  the  decrease  in  the  volume 
of  the  red  cells.  A higher  colloid  os- 
motic pressure  of  the  cell  thus  indicates 
maturation  effected  by  the  E.M.F.,  while 
an  increase  in  the  volume,  or  a macro- 
cytosis,  usually  indicates  a deficiency  in 
E.M.F.  by  virtue  of  lowered  colloid 
osmotic  pressure.  The  normal  child  de- 
rives material  from  the  food  required  to 
prevent  macrocytic  anemia.  But  defects 
in  gastric  and  duodenal  digestion  or  ab- 
sorption of  the  substances  formed  from 
food  lead  to  macrocytic  anemia. 

The  vitamins , particularly  B2,  C,  and 
D,  are  essential  for  normal  hematopoiesis. 
Vitamin  B2  has  been  thought  to  act  like 
an  extrinsic  factor,  but  it  is  now  known 
that  the  sources  of  B2  contain  the  extrinsic 
factor  apart  from  the  vitamin.  The 
vitamin,  however,  has  been  demonstrated 
to  be  essential  for  vascular  integrity  in 
the  formation  and  repair  of  the  semiper- 
meable  membranous  tissue  composing 
vascular  structure.  Vitamin  C produces 
a definite  reticulocyte  response  in  micro- 
cytic anemia,  the  point  of  action  of  the 
vitamin  being  at  the  normoblast  stage  of 
red  cell  maturation.  Vitamin  D is  in- 
volved in  the  synthesis  of  platelets  from 
megakaryocytes . 

Digestive  Factors 

Hydrochloric  Acid . — The  concentration 
of  acid  secreted  by  the  stomach  deter- 
mines the  availability  of  some  of  the 
nutrients  necessary  for  normal  hemato- 
poiesis. It  gradually  increases  from  birth 
and  varies  in  infancy  according  to  hered- 
ity, constitution,  and  nutrition.  It  is 
markedly  decreased  by  infections,  fevers, 
hot  weather,  and  emotional  excitement. 
Optimal  concentration  of  hydrochloric 
acid  usually  assures  the  secretion  of  the 
intrinsic  factor,  the  availability  of  iron 
and  catalytic  metals.  The  total  iron 
content  in  food  is  no  true  indication  of 
the  amount  that  will  actually  be  absorbed, 
for  in  food  the  iron  is  present  in  the 
ferric  state,  which  must  be  transformed 
into  the  ferrous  state  before  absorption. 
This  is  effected  by  acid  digestion,  low  oxy- 
gen tension,  and  an  abundance  of  readily 
oxidizable  substances  in  the  food  ingested. 
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Meat  foods,  for  example,  although 
rich  in  iron  may  be  very  poor  sources  of 
the  metal,  for  as  much  as  90  per  cent  of 
the  iron  in  beef  is  nonionizable.  Much  of 
the  ferric  iron  may  be  lost  before  conver- 
sion to  the  ferrous  state  in  soluble  and 
ionizable  form  as  the  result  of  precipita- 
tion by  phosphates  or  other  salts.  Gas- 
tric hypoacidity  decreases  iron  absorption 
in  the  upper  intestines  because  of  the  lack 
of  acid  poured  from  the  stomach  into  the 
duodenum.  Reoxidation  is  very  liable  to 
occur  in  the  alkaline  contents  of  the  small 
intestine.  Rapid  or  small  intestine 
evacuation,  loss  of  alimentary  tone,  and 
excessive  mucus  will  decrease  the  avail- 
ability of  iron  to  less  than  50  per  cent 
in  iron-rich  foods.  As  to  copper,  the 
evidence  at  present  indicates  that  practi- 
cally all  of  food  copper  is  made  available 
in  the  digestive  tract  because  it  occurs 
combined  essentially  in  inorganic  form 
in  food,  readily  forms  soluble  salts  in 
gastric  juice,  and  is  absorbed  without 
need  for  reduction.  When  there  is  a 
hypochlorhydria,  the  indications  are  for 
increased  doses  of  iron  and  hydrochloric 
acid. 

Intrinsic  Factor— The  normal  stomach 
secretes  an  enzyme  that  acts  upon  the 
extrinsic  factor  in  food  to  produce  the 
erythrocyte  maturing  factor  according  to 
the  law  of  mass  action.  It  has  already 
been  indicated  that  a proper  concentra- 
tion of  hydrochloric  acid  is  indispensable 
for  the  secretion  of  this  enzyme.  The 
pyloric  and  Brunner’s  glands  are  appar- 
ently involved  in  the  formation  of  the 
intrinsic  factor.  But  if  these  glands  are 
deprived  of  this  function  the  upper  duo- 
denum will  produce  this  enzyme  in  the 
presence  of  an  acid  medium  derived  from 
gastric  juice. 

Alimentary  Enzymes . — The  specific  en- 
zymes secreted  at  various  levels  in  the 
gastrointestinal  tract  for  catalyzing  the 
hydrolysis  of  various  foods  are  indis- 
pensable for  making  available  not  only 
the  nutrients  necessary  for  normal  hema- 
topoiesis, but  also  those  essential  for 
maintenance,  growth,  and  development. 
The  amino  acids,  in  particular,  must  be 
made  available  in  sufficiency  to  synthe- 


size blood  cells  necessarily  of  high  pro- 
tein content.  Fortunately,  conditions  are 
rare  in  which  such  an  insufficiency  of 
enzymic  activity  occurs. 

Bile. — The  neutral  or  slightly  alkaline 
bile  contains  bile  pigments,  cholesterol 
and  lecithin,  and  the  salts  of  the  bile 
acids.  While  bile  is  capable  of  dissolv- 
ing fatty  acids  and  the  soaps  of  calcium 
and  magnesium  insoluble  in  water,  it  has 
been  demonstrated  that  it  can  also  facili- 
tate iron  absorption  and  utilization. 
Further,  the  hematinic  value  of  green 
vegetables  has  been  associated  with  the 
chlorophyll  content,  which  has  a similar 
function  in  regard  to  iron  utilization. 

Blood  Factors 

The  erythron  constitutes  the  system  of 
circulating  red  cells  and  their  precursors 
in  the  bone  marrow.  These  are  in  contin- 
uous dynamic  equilibrium,  the  red  cells 
being  constantly  produced  by  the  mar- 
row, disintegrated  in  the  blood  stream, 
and  removed  by  the  reticuloendothelial 
tissue,  especially  the  spleen.  The  red  cell 
level  is  maintained  constant,  despite  the 
fact  that  a trillion  cells  are  formed  and 
destroyed  each  day  in  the  growing  child. 
This  is  made  possible  by  an  exact  balance 
between  the  rate  of  production  and  the 
rate  of  destruction.  The  span  of  life  of 
each  cell  averages  about  thirty  days. 

Anemia  is  produced  in  two  fundamen- 
tal ways — an  increased  rate  of  destruc- 
tion or  loss  of  red  cells  from  the  body, 
or  a decreased  rate  of  formation  of  red 
cells.  An  increased  rate  of  loss  or  de- 
struction of  red  cells  may  be  perfectly 
compensated  by  an  increased  rate  of 
production,  thus  giving  no  evidence  of 
anemia  although  there  exists  a factor 
producing  anemia.  But  a decreased  rate 
of  destruction  of  red  cells  can  only  be 
compensated  by  a decreased  rate  of  for- 
mation, and  since  there  is  a limit  to  the 
duration  of  life  of  these  cells,  a complete 
cessation  of  the  production  leads  to  severe 
grades  of  anemia. 

Decreased  formation  of  red  cells  may 
be  due  to  a decrease  of  the  substances 
necessary  for  their  construction  or  matu- 
ration, to  a deficient  quantity  of  bone 
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marrow  to  produce  the  required  number 
of  cells,  or  to  a partial  or  complete  failure 
of  the  marrow  cells  to  divide.  An  ex- 
cessive rate  of  removal  of  red  cells  from 
the  blood  stream  may  be  due  to  an 
external  or  internal  hemorrhage,  hemoly- 
sis, mechanical  destruction  of  the 
cells,  or  an  excessive  activity  of  the  nor- 
mal blood-destroying  mechanism.  A loss 
of  cells  from  the  body  will  tend  to  deplete 
the  store  of  red  cells,  while  internal  hem- 
orrhage or  blood  destruction  will  not 
bring  about  such  a depletion. 

Erythropoiesis The  cells  concerned  in 
normal  blood  formation  are  the  endo- 
thelial cells,  megaloblasts,  erythroblasts, 
normoblasts,  reticulocytes,  and  erythro- 
cytes, normal  development  proceeding  in 
this  sequence.  Transitional  forms  may 
be  recognized  in  any  section  of  the  bone 
marrow  if  one  is  conversant  with  blood 
cells  in  the  making.  Normally  about 
70  per  cent  are  normoblasts,  25  per  cent 
later  erythroblasts,  and  about  5 per  cent 
earlier  erythroblasts.  But  in  disease  the 
proportion  of  these  cells  is  considerably 
different.  Red  cells  are  formed  from 
most  nutrients  available  to  the  endothelial 
cells  of  the  marrow.  But  there  are 
several  specific  substances  that  are  re- 
quired for  the  maturation  of  red  cells  at 
various  stages.  This  is  best  appreciated 
when  an  absence  of  these  substances  pro- 
duces a pathologic  blood  and  marrow 
picture. 

Absence  of  E.M.F.  interferes  with  the 
normal  transition  of  the  megaloblast  to 
the  mature  erythrocyte.  There  is  a 
marked  hemoglobinization  of  the  megalo- 
blast and  a resultant  failure  of  diminution 
in  cell  size,  with  consequent  emergence  of 
macrocytes  from  the  bone  marrow.  A 
deficiency  of  iron,  copper,  vitamin  C,  or 
thyroxin,  on  the  other  hand,  interferes 
with  a normal  division  and  growth  of  the 
normoblast  and  the  formation  of  hemo- 
globin. This  usually  occurs  at  the  eryth- 
roblast  stage,  and  the  resulting  normo- 
blast, being  deficient  in  hemoglobin,  pro- 
duces a hypochromic  erythrocytosis. 
With  a decrease  in  the  normal  amount  of 
hemoglobin  in  the  blood  there  is  a decrease 
in  the  hemoglobin  in  the  red  cells,  or  a de- 


creased color  index.  Since  there  is  no 
value  in  having  red  cell  stroma  without 
hemoglobin  to  fill  it,  the  cells  become 
smaller,  the  color  index  decreases,  and 
microcytes  emerge  from  the  bone  marrow. 

Anemias  in  Digestive  Diseases 

The  anemias  associated  with  diseases 
of  the  gastrointestinal  tract  may  be 
macrocytic,  microcytic,  or  normocytic. 
The  determining  cause  is  frequently 
difficult  to  recognize  because  of  disturb- 
ances in  digestion,  absorption,  and  stor- 
age. There  are  also  reflex  changes  in 
gastric  function  that  affect  the  availability 
of  hematopoietic  substances.  Finally, 
the  food  intake  is  so  markedly  diminished 
that  there  is  progressive  deprivation  of 
indispensable  nutrients.  The  resultant 
of  these  nutritional  and  digestive  factors 
gives  rise  not  to  one  specific  type  of 
anemia  but  more  often  to  blood  pictures 
that  cannot  be  fitted  into  any  one  of  these 
three  types. 

The  anemia  at  any  stage  of  the  disease 
frequently  exhibits  all  sorts  of  hemato- 
logic cell  sizes,  cell  content,  hemoglobin 
deficiency,  and  other  diagnostic  factors. 
The  determining  type  of  anemia  produced 
is  thus  evaluated  according  to  the  par- 
ticular child  and  the  clinical  picture,  the 
secondary  factors  necessarily  reflecting 
associated  disturbances  of  nutrition  and 
digestion.  Occasionally  the  determining 
anemia  may  pass  gradually  or  abruptly 
into  an  entirely  different  picture,  so  that 
a diagnosis  of  anemia  in  any  one  stage  of 
the  disease  is  never  final  with  regard  to 
type. 

Macrocytic  Anemia  in  Digestive 
Diseases 

Macrocytic  anemia  develops  when  the 
supply,  absorption,  or  use  of  the  erythro- 
cyte maturing  factor  is  deficient.  The 
characteristic  blood  picture  is  a macro- 
cytosis.  The  large  red  blood  cells  appear 
more  deeply  stained,  although  the  hemo- 
globin content  per  unit  volume  is  normal. 
There  is  a variation  in  the  size  of  the  cells 
(anisocy tosis) . The  volume  index  is  be- 
tween 1. 2-2.0,  saturation  index  between 
0.85-1.15,  and  cell  diameter  between  8 
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and  10  micra.  The  bone  marrow  as 
shown  by  puncture  is  hyperplastic,  but 
very  few  cells  are  delivered  to  the  blood 
stream.  Hence  the  reticulocyte  count  is 
low — about  0.5  per  cent. 

Chronic  intestinal  obstruction  may  pro- 
duce a macrocytic  anemia  because  the 
resultant  vomiting  and  diarrhea  interfere 
with  the  ingestion  of  the  extrinsic  factor 
and  with  the  absorption  of  the  E.M.F. 
Hence  the  need  for  a bland,  low-residue 
diet  rich  in  liver  extract,  or  the  adminis- 
tration of  E.M.F.  by  injection  to  correct 
the  blood  picture  in  the  surgical  manage- 
ment of  the  obstruction. 

Celiac  disease  may  be  complicated  by 
a macrocytic  anemia  because  of  the  defi- 
cient absorption  of  the  E.M.F.  from 
the  small  intestines  aggravated  by  the 
diarrhea.  While  there  is  no  specific  de- 
fect referable  to  the  absorption  of  this 
factor,  the  loss  of  fats,  carbohydrates, 
and  minerals  in  the  fatty  stools  fre- 
quently decreases  its  complete  absorption. 

Sprue  in  particular  produces  macro- 
cytic anemia,  partly  because  of  the  dietary 
deficiency  in  the  extrinsic  factor  and 
partly  because  of  the  deficient  absorption 
of  the  E.M.F.  from  the  small  intestine. 
The  loss  is  increased  by  the  character- 
istic foamy  diarrhea.  The  anemia  is 
generally  of  the  normocytic  type  (Table 

i). 

Normocytic  Anemia  in  Digestive 
Diseases 

Normocytic  anemia  develops  from  an 
acute  external  or  internal  hemorrhage 
from  the  gastrointestinal  tract,  from  in- 
ternal blood  destruction  from  hemolytic 
poisons  and  intestinal  parasites,  and  from 
deficiency  diseases.  The  blood  picture  is 
characterized  by  color  index  0.8-1. 2, 
volume  index  0.8-1. 2,  saturation  index 
0.85-1.15,  and  cell  diameter  7 to  8 micra — 
all  normal  values  except  for  anisocytosis. 

Acute  external  hemorrhage  in  hemor- 
rhagic disease  of  the  newborn,  intussus- 
ception, etc.,  produces  a relatively  normal 
blood  picture  at  first.  But  within  a day 
the  red  blood  cells  decrease  and  a large 
number  of  polychromatophilic  cells,  nu- 
cleated erythrocytes,  and  reticulocytes 


TABLE  1. — Macrocytic  Anemia  in  Digestive  Dis- 
eases 


Intestinal 

Cell 

Count 

2.0 

Color 

Index 

1.4 

Volume 

Index 

1.5 

Satn. 

Index 

0.9 

Cell 

Diam. 

9 

obstruction 
Celiac  disease 

2.5 

1.2 

1.3 

0.9 

8 

Sprue 

2.2 

1.7 

1.8 

1.0 

8 

Color  index  >1.1  = cells  containing  more  hemoglobin 
than  normal. 

Volume  index  > 1.1  = cells  larger  than  normal. 


appear  in  the  blood.  The  symptoms  of 
shock  are  due  to  decreased  blood  volume 
corrected  by  intravenous  acacia  solution 
and  blood  transfusion. 

Internal  blood  destruction  in  lead  poi- 
soning, intestinal  parasites,  etc.,  is  charac- 
terized by  the  signs  of  rapid  destruction 
of  hemoglobin  and  rapid  red  cell  forma- 
tion. There  is  no  damage  to  the  bone 
marrow,  the  hemoglobin  lost  from  the 
blood  circulation  is  decomposed  within 
the  body,  and  the  substances  necessary 
for  red  blood  cell  formation  are  trans- 
ported back  to  the  marrow  for  regenera- 
tion of  new  erythrocytes.  But  chemical 
poisoning  shows  basophilic  stippling,  and 
an  increase  in  reticulocytes  of  the  blood 
and  intestinal  parasites  stimulate  an 
eosinophilia. 

Deficiency  diseases  such  as  pellagra, 
sprue,  etc.,  reveal  a failure  of  maturation 
beyond  the  karyocyte,  pronormoblast, 
and  normoblast  stages,  for  the  bone 
marrow  is  charged  with  these  cells  while 
the  blood  shows  a low  reticulocyte  count, 
few  nucleated  erythrocytes,  and  no  evi- 
dences of  increased  red  blood  cell  destruc- 
tion. Normocytic  anemia  occurs  more 
often  in  these  conditions  than  does  the 
macrocytic  type  of  anemia  (Table  2). 

Microcytic  Anemias  in  Digestive 
Diseases 

Hypochromic  microcytic  anemia  de- 
velops as  a result  of  a deficiency  in  the 
substances  necessary  for  the  formation  of 
hemoglobin — usually  iron,  copper,  or  pro- 
tein. Hypochromic  anemia  is  character- 
ized by  a low  red  cell  count  between  2 and 
5 million,  low  hemoglobin  between  3 and  1 1 
Gm.,  low  color  index  between  0.4  and 
0.8,  low  volume  index  between  0.5  and  0.8, 
low  saturation  index  between  0.6  and 
0.8,  low  cell  diameter  between  6 and  7 
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Acute  external  hemorrhage 
Hemorrhagic  disease  newborn 
Intussusception 
Internal  blood  destruction 
Lead  poisoning 
Intestinal  parasites 
Deficiency  diseases 
Pellagra 
Sprue 


Cell 

Count 

Color 

Index 

Volume 

Index 

Satn. 

Index 

Cell 

Diam. 

Reticulocyte 

Percentage 

3.2 

3.5 

0.8 

0.8 

0.8 

0.9 

1.0 

0.9 

7.0 

8.0 

3.0 

2.0 

2.8 

3.0 

0.9 

1.0 

0.9 

0.9 

1.0 

1.1 

7.5 

7.0 

4.0 

2.0 

Basophilic  stippling 
Eosinophilia 

3.2 

3.0 

0.8 

0.7 

0.9 

0.8 

0.9 

0.9 

7.0 

7.0 

0.3 

0.8 

Pronormoblasts  incr. 
Pronormoblasts  incr. 

Cell  count  = within  normal  limits. 

Color  index  = 0. 8-1.2  = cells  contain  normal  or  decreased  hemoglobin. 
Volume  index  = 0.9— 1.1  = cells  are  normal  size. 


micra,  a preponderance  of  cells  smaller  in 
size  and  paler  in  color  than  the  normal, 
poikilocytosis,  and  anisocytosis. 

Chronic  hemorrhage  in  ulcerative  coli- 
tis, amebic  dysentery,  Meckel’s  diverticu- 
lum, etc.,  produces  a microcytic  anemia 
because  of  the  loss  of  iron  from  body 
reserves.  But  the  administration  of  ade- 
quate doses  of  iron  as  part  of  the  therapy 
for  this  condition  corrects  the  anemia 
despite  continued  loss  of  blood.  There  is 
difficulty,  however,  in  providing  the  body 
with  sufficient  iron  because  of  loss  of  appe- 
tite, and  the  infection  of  the  ulcerated 
areas  frequently  causes  hypoplasia  of  the 
bone  marrow. 

Iron  deficiency  in  alimentary  allergy 
produces  a microcytic  anemia  because  of 
protein  restriction,  thus  limiting  iron  con- 
taining foods.  The  associated  intestinal 
indigestion  decreases  absorption  of  iron, 
and  the  occasional  decrease  in  the  concen- 
tration of  gastric  hydrochloric  acid  further 
diminishes  the  liberation  of  iron  from 


organic  combinations.  The  administra- 
tion of  inorganic  iron  as  a dietary  supple- 
ment clears  the  anemia. 

Semistarvation  in  esophageal  stenosis 
causes  microcytic  anemia.  Proper  feed- 

TABLE  3. — Microcytic  Anemia  (Hypochromic)  in 
Digestive  Diseases 


Cell 

Color 

Volume 

Satn. 

Cell 

Count 

Iron  deficiency 

Index 

Index 

Index 

Diam. 

Alimentary  4 . 0 

allergy 

0.6 

0.6 

1.0 

7 

Esophageal  3 . 7 
stenosis 

Chronic  hemor- 
rhage 

0.4 

0.5 

0.9 

6 

Ulcerative  3 . 8 

colitis 

0.7 

0.6 

1.1 

7 

Meckel’s  4.2 

diverticulum 

0.5 

0.5 

1.0 

6 

Cell  count  = normal  or  decreased. 

Color  index  > 0.8  = cells  contain  less  hemoglobin  than 
normal. 

Volume  index  > 0.8  = cells  are  smaller  than  normal. 

ings  by  gavage  with  added  inorganic  iron 
salts  and  oral  administration  of  iron  com- 
pounds after  instrumental  dilation  of  the 
stricture  corrects  the  anemia  (Table  3). 
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STRIKING  RESULTS  PRODUCED  BY  DIABETIC  CAMP 


Conclusive  proof  of  the  efficacy  of  fresh  air, 
exercise,  and  sunshine  in  the  treatment  of  dia- 
betes was  offered  by  the  statewide  diabetic  camp 
for  children  just  ended  at  Whitaker’s  Forest,  a 
holding  of  the  University  of  California  in  Tulare 
County.  The  camp  was  provided  by  a number 
of  organizations  and  friends  of  the  little  diabetics, 
we  are  told  in  California  and  Western  Medicine. 

Evidence  that  the  camp  has  made  possible 
important  new  developments  in  the  treatment  of 
the  disease  was  offered  by  Dr.  Mary  Olney,  of  the 
department  of  pediatrics,  University  of  Cali- 
fornia Medical  School,  who  was  in  charge.  Dr. 


Olney  noted  a remarkable  reduction  in  the 
amount  of  insulin  required,  due  to  exercise  and 
diet.  She  found  also  that  the  recreation  features 
could  be  enlarged  upon,  due  to  the  response  made 
by  the  children  to  the  general  health  conditions 
prevailing.  One  overnight  pack  trip  was  made 
to  General  Grant  National  Park  and  another  to 
Sequoia  National  Park.  On  both  occasions  the 
children  slept  in  their  blankets  on  the  ground  and 
prepared  their  meals  in  the  open  in  camp  style, 
but  with  critical  attention  being  paid  to  the  items 
and  the  quantity  of  the  diet,  in  keeping  with  their 
condition. 


Stage  Instructor:  “Have  you  had  any  stage 
experience?” 

Cadet:  “Well,  I had  my  leg  in  a cast.” — West 
Point  Pointer 


Obese  Patient:  “Do  I take  these  reducing 

pills  on  a full  stomach?” 

Doctor:  “Goodness.no!  They  would  roll  off.” 

— Medical  World 


THE  MODERN  APPROACH  TO  THE  EARLY  DIAGNOSIS  OF 
PULMONARY  TUBERCULOSIS 

James  Alexander  Miller,  M.D.,  New  York  City 


It  was  less  than  sixty  years  ago  at  a 
time  which  corresponded  with  the 
discovery  of  the  tubercle  bacillus  and 
also  with  the  birth  of  the  sanatorium 
movement  that  even  among  the  best  in- 
formed there  existed  no  treatment  of 
pulmonary  tuberculosis  that  was  con- 
sidered to  be  of  material  value. 

It  is  only  since  the  turn  of  the  century, 
less  than  forty  years,  that  our  knowledge 
crystallized  into  the  modern  antitubercu- 
losis campaign  through  which  this  knowl- 
edge became  generally  available  to  the 
medical  profession  and  also  was  gradually 
diffused  among  the  laity. 

It  was  soon  recognized  that  the  great 
majority  of  patients  applying  for  treat- 
ment were  already  in  an  advanced  and 
often  hopeless  stage  of  the  disease.  Con- 
sequently, quite  properly,  the  importance 
of  earlier  diagnosis  has  since  then  been 
constantly  emphasized  and  the  responsi- 
bility therefore  placed  largely  upon  the 
physician.  We  have  made  great  progress 
but  today  physicians  are  expected  to  be 
able  to  recognize  pulmonary  tuberculosis 
at  the  time  of  its  earliest  development  and 
yet  it  is  a matter  of  common  knowledge 
that  this  is  still  a comparatively  rare 
achievement  and  that  a considerable 
portion  of  cases  are  diagnosed  and  placed 
under  treatment  only  after  they  have 
reached  the  stage  of  advanced  disease. 

It  is  my  present  purpose  to  explore 
some  of  the  reasons  for  this  situation. 
This  will  lead  us  into  the  field  of  the 
pathogenesis  of  the  disease  so  that  we 
may  better  realize  what  it  is  that  we  are 
looking  for,  and  toward  that  end  it  will 
be  helpful  to  review  the  steps  by  which 
we  have  thus  far  arrived  at  our  present 
situation. 

In  the  past  generation  increasing  re- 
finements of  methods  of  physical  exami- 


nation were  elaborated,  under  the  leader- 
ship of  Grancher,  Kroenig,  and  others, 
in  an  effort  to  detect  apical  foci  of  disease 
at  their  very  incipiency.  This  emphasis 
upon  physical  signs,  which  were  often 
elusive,  led  to  a great  complication  rather 
than  to  simplification  of  the  problem  for 
the  ordinary  practitioner  and  to  con- 
fusion and  differences  of  opinion  among 
the  experts.  In  general,  it  may  be  said 
that  it  achieved  only  a moderate  degree 
of  success. 

Then  came  advances  in  the  roentgen- 
ray  technic  and  the  widespread  use  of 
this  method  of  examination.  It  immedi- 
ately became  obvious  that  many  lesions 
could  be  detected  by  the  roentgen  ray 
which  gave  no  detectable  physical  signs 
and  that  the  extent,  character,  and  be- 
havior of  these  lesions  could  be  more  ac- 
curately determined  by  this  method.  It 
did  not  take  long  to  develop  a school  of 
thought  that  came  very  close  to  the 
elimination  of  physical  examination  from 
the  picture.  Overemphasis  upon  physical 
signs  undoubtedly  led  to  the  failure  to 
detect  many  cases,  and  its  overrefine- 
ment has  in  its  turn  resulted  in  the 
unjustified  diagnosis  of  clinical  tubercu- 
losis in  many  cases  where  the  tuberculosis 
was  obsolete  or  where  no  tuberculosis  at 
all  existed.  In  like  manner,  overempha- 
sized and  overrefined  roentgen  diagnosis 
has  led  to  similar  errors  in  the  interpreta- 
tion of  shadows  as  due  to  tuberculosis 
which  had  quite  other  etiology,  or  which, 
if  tuberculous,  were  entirely  healed  and 
clinically  obsolete.  It  is  quite  true  that 
in  general  we  can  see  more  in  the  film 
than  we  can  hear  with  our  ear,  but  the 
problem  of  interpretation  remains.  We 
still  need  to  be  clinicians,  not  simply 
technicians. 

However,  it  must  be  agreed  that  roent- 
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gen  examination  has  facilitated  tremen- 
dous progress  in  our  knowledge  of  the 
pathogenesis  and  clinical  evolution  of 
tuberculosis  in  the  lungs  and  thus  has 
done  much  to  further  more  accurate 
diagnosis.  It  has  corroborated  physical 
examination  and  focused  attention  upon 
the  apices,  and  it  has  shown  us  how  much 
more  widespread  than  previously  was 
supposed  is  the  incidence  of  recognizable 
apical  lesions  in  the  lungs  of  persons  ap- 
parently well.  It  has  also  brought  out 
the  importance  of  the  more  acute  modes 
of  onset,  the  so-called  “infraclavicular 
infiltration,”  and  it  has  greatly  helped 
in  the  interpretation  of  the  physical  signs 
which  occur  both  in  the  latent  and  often 
innocuous  lesions  and  also  in  those  cases 
of  phthisis  which  develop  slowly  and  in- 
sidiously. 

It  still  remains  true,  however,  that 
physical  examinations  and  roentgen  ex- 
amination, whether  employed  separately 
or  combined,  by  no  means  give  us  the 
complete  answer  to  our  problem  of  early 
diagnosis. 

There  still  remain  for  consideration 
the  reactions  created  in  the  body  by  the 
infection  the  evidence  of  which  is  con- 
tained in  the  symptoms  and  certain  clini- 
cal tests.  It  is  by  the  symptoms  elicited 
through  the  clinical  history  that  the  pres- 
ence of  the  disease  is  often  first  suspected. 
It  is  also  through  them,  as  well  as  the 
clinical  tests,  that  the  question  of  activity 
of  the  lesions  and  consequently  the  sig- 
nificance of  the  physical  and  roentgen 
findings  can  best  be  determined. 

In  brief  outline  this  completes  the  ros- 
ter of  the  means  at  our  command  to 
make  an  early  diagnosis  of  pulmonary 
tuberculosis.  It  will  be  noted  immedi- 
ately that  there  is  nothing  new  or  novel 
about  them.  The  method  and  combina- 
tion of  their  use  is  varied  and  will  be 
summarized  later,  but  they  are  all  well 
known  and  what  I have  ventured  to 
characterize  as  the  modern  approach  to 
early  diagnosis  has  nothing  to  do  with 
these  means  in  themselves  but  rather  with 
the  objective  toward  which  their  use  is 
directed.  Do  we  realize  just  what  we  are 
looking  for  in  our  effort  to  find  early  pul- 


monary tuberculosis?  I suspect  that 
many  of  us  do  not  and  I believe  that 
clarification  of  our  ideas  is  to  be  found  in 
a better  understanding  of  the  pathogene- 
sis of  the  disease. 

Pathogenesis 

It  is,  therefore,  a concept  of  the  patho- 
genesis with  its  clinical  implications 
which  is  modern  and  which  I wish  to  em- 
phasize. After  that  is  understood  we  will, 
I hope,  be  in  a position  to  appreciate  how 
the  well-known  means  and  methods,  the 
old  familiar  tools,  can  be  better  employed 
so  as  more  nearly  to  obtain  our  objective 
— early  diagnosis. 

Building  upon  the  foundations  laid  by 
Kuss  and  Ghon,  it  was  Ranke  who  de- 
veloped the  modern  concept  of  the  pat- 
tern underlying  the  evolution  of  tubercu- 
losis in  the  body,  namely,  the  three 
stages'  of  the  primary  lesions,  the  generali- 
zation of  the  infection  through  the  lymph 
and  blood  streams,  and  finally,  its  loca- 
tion in  the  various  organs,  especially  in 
the  lungs. 

This  corresponds  closely  to  the  pattern 
already  established  for  syphilis  and  other 
systemic  infections,  but  in  tuberculosis 
there  is  a very  widespread  notion  that 
pulmonary  tuberculosis  follows  directly 
the  inhalation  of  the  tubercle  bacilli, 
that  is,  that  there  is  a direct  relation  be- 
tween cause  and  effect  with  no  inter- 
mediate process  interposed. 

It  now  appears,  however,  to  be  defi- 
nitely established  that  the  lesions  following 
the  primary  infection  rarely  develop  di- 
rectly into  serious  disease  of  the  lungs  but 
that  the  bacilli  drain  from  the  primary 
focus  into  the  adjacent  lymph  nodes 
where  they  multiply,  but  are  held  in 
check  for  indefinite  periods  of  time;  and 
it  is  from  these  nodes  that  generalization 
of  the  infection  occurs  by  the  lympho- 
hematogenous  route  and  thus  promptly 
reaches  the  lungs.  Here  they  are,  for 
the  most  part,  though  not  invariably, 
held,  and  characteristic  lesions  result, 
the  nature  of  which  depends  upon  the 
dosage  of  bacilli  and  the  reaction  of  the 
tissues,  but  which  are,  in  general,  discrete 
and  nodular  in  character,  tend  to  become 
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fibrotic  or  calcified,  and  in  the  great  ma- 
jority of  cases  are  quite  innocuous. 

In  a certain  number,  however,  sooner 
or  later  activation  of  these  nodular  lesions 
occurs.  The  bacilli  multiply,  break 
through  their  barriers  into  the  neighbor- 
ing air  passages,  and  thus  it  is  that  pul- 
monary tuberculosis  of  clinical  signifi- 
cance begins.  Technically,  we  designate 
as  pulmonary  phthisis  this  stage  of  the 
process  where  the  method  of  extension  of 
the  disease  through  the  air  passages  has 
come  to  prevail.  We  may  with  propriety 
designate  as  prephthisical  the  nodular 
pulmonary  lesions  above  described  which 
are  the  residues  of  the  lymphohematoge- 
nous  stage  of  dissemination  before  break- 
ing through  into  the  air  passages  occurs. 

The  modern  concept  of  the  pathogene- 
sis of  pulmonary  phthisis,  which  is  the 
most  usual  form  of  pulmonary  tubercu- 
losis that  we  have  to  recognize  clinically, 
is  that  it  almost  always  has  its  origin  from 
these  previous  residues  or  prephthisical 
lesions  and  not  from  an  immediate,  new, 
outside,  or  exogenous  infection. 

The  transition  of  prephthisical  lesions 
into  a progressive  phthisical  process  is 
associated  with  caseation  and  breakdown 
of  these  lesions  which  leads  to  their  break- 
ing through  into  the  air  passages  and  thus 
to  further  dissemination  of  the  infection 
through  the  bronchi.  What  starts  these 
old  foci  into  activity  is  not  always  clear, 
but  local  and  general  factors  of  resistance 
certainly  play  their  part  as  does  the  effect 
of  new  exposure  to  outside  infection 
which  produces  a sort  of  localized  conges- 
tive tuberculin  reaction,  the  so-called 
“trigger  action”  of  Roedeker. 

When  the  transition  occurs,  for  the 
most  part  it  does  so  insidiously  and  the 
development  of  the  resulting  phthisis 
is  very  slow  and  may  remain  subclinical 
for  a long  time.  In  other  cases,  however, 
the  onset  is  more  or  less  acute,  associated 
with  fever  and  other  systemic  symptoms, 
and  is  usually  accompanied  by  the  abrupt 
appearance  of  infiltrative  lesions,  the  so- 
called  “infraclavicular  infiltrations.”  In 
these  acute  cases,  as  compared  with  those 
of  insidious  onset,  the  difference  appears 
to  be  that  of  dosage  on  the  one  hand,  and, 


on  the  other,  the  direct  accessibility  to  a 
fairly  large  bronchus  which  thus  facili- 
tates the  simultaneous  involvement  of  a 
considerable  number  of  lung  units.  In 
still  another  type  of  acute  onset  the  drift 
of  the  infection  is  toward  the  pleura 
instead  of  toward  the  air  passages  and 
here  the  resulting  process  is  an  acute 
pleural  effusion,  the  essentially  tubercu- 
lous nature  of  which  is  now  generally 
recognized. 

From  this  brief  review  of  the  patho- 
genesis, the  answer  to  the  question  which 
we  have  raised  as  to  what  we  are  looking 
for  in  our  efforts  to  make  an  early  diag- 
nosis of  pulmonary  tuberculosis  is  that 
in  the  main  we  are  first  to  look  for  the 
secondary  lesions  which  we  have  desig- 
nated as  prephthisical,  and  not  for  the 
primary  lesions  which  for  the  most  part 
do  not  produce  clinical  disease  either  in 
children  or  in  adults.  Then,  having  dis- 
covered these  secondary  lesions,  which  is 
usually  best  accomplished  by  roentgen 
rather  than  by  physical  examination,  we 
are  confronted  with  the  difficult  problem 
of  determining  their  activity,  for  their 
presence  alone  presents  only  potential 
and  by  no  means  necessarily  definitely 
established  phthisis. 

The  fact  is  that  not  only  is  there  a 
latent  period  of  variable  length  (from  a 
few  months  to  many  years)  during  which 
these  lesions  may  persist  practically  un- 
changed, but  it  is  also  the  circumstance 
that  the  majority  of  these  lesions  defi- 
nitely undergo  more  or  less  complete  re- 
gression and  ultimate  healing.  Thus, 
there  will  be,  at  one  extreme,  cases  in 
which  prephthisical  foci  will  take  decades 
for  their  transition  to  phthisis,  and,  on 
the  other,  there  will  be  cases  in  which  the 
transition  is  acute  and  abrupt,  occurring 
within  a few  days.  Between  these  two 
extremes  there  naturally  occur  all  possible 
combinations  in  which  the  foci  undergo 
transition  to  phthisis  after  they  have  re- 
mained in  the  prephthisical  stage  for 
varying  periods  of  time.  Thus,  under 
apparently  identical  conditions  incipient 
pulmonary  tuberculosis  may  be  diag- 
nosed too  early  in  the  case  of  the  pre- 
phthisical lesions  which  are  destined  to 
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persist  for  many  years  without  change 
and,  on  the  other  hand,  it  may  be  de- 
tected too  late  in  the  case  of  prephthisical 
lesions  which  have  already  acquired  a 
progressive  phthisical  character  and  may 
presently  undergo  abrupt  breakdown, 
although  this  may  not  be  revealed  to  us 
by  either  the  roentgen  or  other  clinical 
evidence. 

We  thus  begin  to  appreciate  some  of 
the  difficulties  of  the  situation  and  why 
cases  reach  a very  advanced  stage  before 
they  are  discovered.  In  approaching  the 
problem  the  physician  will  be  aided  by 
recognition  of  the  fact  that  neither  the 
roentgen  film  nor  the  physical  examina- 
tion, no  matter  how  skillful,  will  suffice 
to  establish  a definite  diagnosis,  but  that 
in  addition  he  should  acquire  a thorough 
understanding  of  all  of  the  circumstances 
under  which  the  development  of  phthisis 
is  to  be  suspected,  especially  the  presence 
of  prephthisical  lesions,  and  should  also 
carefully  study  all  of  the  environmental 
and  clinical  criteria  in  each  individual 
case. 

He  must  recognize  the  fact  that  to 
stamp  an  individual  as  phthisical  and 
subject  him  to  a long  and  expensive  cure 
with  all  of  its  mental  anguish  just  because 
an  old  obsolete  lesion  has  been  discovered 
is  a serious  mistake  to  be  as  carefully 
avoided  as  the  more  serious  failure  to 
recognize  phthisis  in  its  earliest  phase. 

Both  of  these  pitfalls  can  be  avoided 
in  most  cases  and  we  will  now  attempt  to 
summarize  briefly  how  the  means  at  our 
command,  to  which  we  have  already  al- 
luded and  with  which  we  are  all  familiar, 
can  be  best  utilized  toward  that  end. 

Clinical  History 

The  value  of  the  case  history  cannot 
be  overemphasized  in  the  study  of  pul- 
monary tuberculosis.  Unraveling  the 
story  of  what  has  preceded  is  often  the 
key  to  the  diagnosis.  At  the  same  time 
the  history  gives  us  invaluable  aid  in 
prognosis  by  acquainting  us  with  back- 
ground and  personality  of  the  patient. 
Our  inquiry  must  first  be  directed  to 
probably  familial  predisposition  and  op- 
portunities for  exposure.  In  the  light  of 


recent  epidemiologic  studies  we  know  that 
a history  of  exposure  is  of  significance, 
regardless  of  age,  although  it  is  of  greater 
significance  in  children,  adolescents,  and 
young  adults  than  it  is  in  individuals 
above  the  age  of  twenty-five;  however, 
even  in  the  latter  we  must  constantly 
bear  in  mind  the  possibility  of  resensiti- 
zation and  its  effects  which  result  from 
overexposure.  Then  our  inquiry  must 
include  search  for  predisposing  factors  in 
the  economic,  social,  and  mental  life  of 
the  patient  which  may  lead  to  a decrease 
of  resistance  which  plays  an  important 
role  in  the  exacerbation  of  long  latent  pre- 
phthisical residues. 

Realizing  the  marked  tendency  of 
tuberculosis  toward  latency  and  also  its 
tendency  to  masquerade  under  a great 
variety  of  trivial  ailments  or  other  mis- 
leading conditions,  we  must  not  overlook 
any  symptom  or  complaint  of  the  patient. 
The  correlation  of  preceding  events,  often 
widely  separated  in  time,  and  the  locali- 
zation of  their  focal  symptoms  will  aid  us 
in  piecing  together  the  story  of  the  evolu- 
tion of  the  tuberculous  process  in  the 
individual  in  question.  This  in  turn  will 
give  us  the  key  to  the  place  or  signifi- 
cance of  the  immediate  presenting  symp- 
toms. 

Symptoms 

We  have  already  seen  that  many  cases 
with  obvious  prephthisical  foci  in  their 
lungs  present  no  symptoms  whatever. 
When  these  lesions  become  active  they 
usually  develop  symptoms  which  may  be 
very  mild  or  gradual  in  the  evolution  or 
may  come  on  abruptly  with  acute  mani- 
festations. The  former  type  of  onset  is 
the  more  common  one  and  represents  the 
slow  spread  of  the  bacilli  into  the  air 
passages  in  only  moderate  numbers, 
while  the  latter  or  acute  type  usually  in- 
dicates a sudden  spread  of  larger  numbers 
of  bacilli  involving  a more  extensive  area 
of  the  lung. 

The  gradual  onset  is  characterized  by 
indefinite  constitutional  symptoms  such 
as  malaise,  fatigability,  indigestion, 
nervousness,  slight  afternoon  tempera- 
ture, mild  night  sweats,  and  by  such  focal 
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symptoms  as  cough,  expectoration,  which 
is  often  slight,  and  sometimes  hemopty- 
sis. These  symptoms  are  often  so  slight 
and  so  little  disabling  that  the  patient 
frequently  neglects  to  seek  medical  ad- 
vice for  weeks  or  even  months  and  then 
an  unaware  physician  may  fail  to  recog- 
nize their  significance. 

The  acute  onset  usually  occurs  in  one  of 
two  ways: 

(a)  In  a manner  very  similar  to  a 
grippe  attack  with  considerable  fever, 
general  body  pains  and  prostration, 
cough,  and  expectoration,  frequently  with 
hemoptysis.  This  is  frequently  the  so- 
called  “infraclavicular  infiltration,”  but 
may  occur  in  other  parts  of  the  lung. 
The  acute  symptoms  often  subside  in 
ten  days  or  two  weeks  and  the  diagnosis 
of  grippe  or  bronchopneumonia  is  fre- 
quently made  and  thus  the  golden  oppor- 
tunity for  early  diagnosis  of  tuberculosis 
is  lost.  In  other  cases  the  disease  pro- 
gresses with  persistence  of  fever  and  in- 
crease of  symptoms  and  physical  signs. 
This  is  the  type  of  case  which  frequently 
calls  for  prompt  collapse  therapy.  Or, 

(b)  The  onset  is  characterized  by  an 
acute  pleural  effusion.  This  condition  is 
usually  promptly  diagnosed  but  all  too 
often  its  tuberculous  significance,  which 
should  influence  both  the  diagnosis  and 
treatment,  is  missed  and  one  of  the  most 
curable  forms  of  tuberculosis  is  thus 
allowed  to  drift  until,  after  a lapse  of 
months  or  even  years,  the  disease  next 
manifests  itself  as  progressive  phthisis. 

Roentgen  Examination 

In  the  clinical  study  of  pulmonary 
tuberculosis,  roentgen  examination  is 
definitely  more  important  and  valuable 
than  is  the  physical  examination.  This 
is  partly  because  the  roentgen  film  often 
reveals  the  lesions  in  a quasi -anatomic 
manner  so  far  as  location  and  extent  are 
concerned,  but  even  more  so  because  it 
affords  us  the  all-important  earliest 
diagnosis  both  at  the  first  appearance  of, 
or  in  the  subsequent  changes  occurring 
in,  the  lesions,  as  it  reveals  changes  long 
before  they  could  be  detected  by  physical 
examination.  Moreover,  it  permits  the 


most  accurate  and  permanent  basis  for 
the  comparative  study  of  the  progression 
of  each  case  at  any  desired  interval. 

The  advantageous  use  of  this  method 
depends,  however,  upon  proper  technic 
and  interpretation  which  can  only  be 
acquired  by  considerable  experience. 

In  early  diagnosis  the  prephthisical 
nodules  can  generally  be  recognized  only 
by  the  roentgen  examination.  One  of  the 
most  valuable  and  significant  develop- 
ments in  modern  preventive  medicine  is 
the  increasingly  widespread  use  of  roent- 
gen-ray  surveys  of  large  groups  of  people 
supposedly  well. 

These  surveys  have  revealed  the  ex- 
traordinary prevalence  of  theseprephthisi- 
cal  lesions  and  have  placed  upon  roent- 
genologists and  especially  upon  clinicians 
a new  and  very  great  responsibility  for 
correct  interpretation  of  these  films  and 
for  an  appreciation  of  the  fact  that  the 
determination  of  their  clinical  significance 
can  usually  not  be  made  solely  by  this 
method  but  requires  a combined  study 
including  the  other  criteria  of  activity  of 
the  disease. 

There  are,  however,  some  roentgen 
film  changes  which  either  denote  or 
strongly  suggest  the  presence  of  activity. 
In  the  type  of  case  with  gradual  onset, 
comparative  films  which  show  an  in- 
crease in  extent  of  densities  previously 
observed  or  in  which  changes  from 
sharply  circumscribed  to  softer  areas  with 
fuzzy  outlines  are  noted,  or  in  which  a 
breakdown  to  a cavity  is  visualized — all 
indicate  that  the  disease  is  active  and 
progressive. 

Also  in  the  cases  with  more  acute  onset 
the  sudden  appearance  of  a new  shadow 
of  notable  size  with  the  soft  outlines 
characteristic  of  an  exudative  process, 
with  or  without  evidence  of  cavities, 
clearly  indicates  the  infraclavicular  in- 
filtration, although  here  both  symptoms 
and  physical  signs  are  usually  also  pres- 
ent, but  in  no  case  is  the  evidence  so  con- 
vincing as  it  is  upon  the  roentgen  film. 

Fluoroscopic  examination  has  its  place 
as  a screening  procedure  and  with  prac- 
tice it  can  be  made  most  useful,  but  as  a 
general  rule  it  is  the  film  upon  which  final 
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reliance  must  be  placed,  both  for  an  ac- 
curate portrayal  of  the  densities  and  as  a 
basis  for  their  later  comparative  study. 

In  general,  it  may  be  said  that  no  diag- 
nostician, no  matter  how  experienced, 
can  afford  to  neglect  an  examination  by 
the  roentgen  film  in  every  case  in  which 
the  suspicion  of  pulmonary  tuberculosis 
has  been  aroused. 

Physical  Examination 

We  hear  much  of  the  lost  art  of  physi- 
cal examination  in  diseases  of  the  lungs. 
A better  appreciation  of  this  time- 
honored  and  still  valuable  method  would 
be  served  by  definition  of  its  restricted 
field  of  usefulness  rather  than  by  preten- 
sion to  a complete  reliance  upon  it. 

The  truth  of  the  matter  is  that  a very 
large  proportion,  perhaps  more  than  half 
of  the  cases  of  the  type  of  which  we  are 
here  considering,  present  no  detectable 
physical  signs  whatever.  On  the  other 
hand,  the  means  of  physical  examination, 
unlike  those  of  x-ray,  are  always  available 
at  the  bedside,  and  also  very  occasionally 
significant  signs  are  present  when  the 
roentgen  films  are  negative,  although  it 
should  be  emphasized  that  this  is  a rare 
occurrence. 

For  this  method  to  be  really  useful,  it 
should  be  recognized  what  physical  signs 
to  look  for  and  where  to  look  for  them. 
I would  recommend  that  we  clear  out  of 
our  way  the  very  numerous  refinements 
of  physical  examination  that  have  found 
their  way  into  the  literature,  and  concen- 
trate upon  the  single  sign  of  fine  moist 
rales  and  how  to  elicit  them.  These  rales 
constitute  the  cardinal  essentials  of 
physical  examination  and  they  are  elicited 
by  the  use  of  sharp  expiratory  cough. 
Fine  crackling  rales  are  frequently  present 
above  the  clavicle  in  the  presence  of  pre- 
phthisical  foci.  They  do  not  have  the 
clinical  significance  of  the  moist  rale. 
Also  it  is  not  generally  appreciated  that 
moist  rales  may  temporarily  appear  over 
inactive  foci  during  the  presence  of  an 
intercurrent  infection  of  the  upper  air 
passages  or  bronchi.  Under  such  cir- 
cumstances the  rales  last  only  for  a few 
days  but  are  often  mistaken  for  evidence 


of  renewed  activity  of  the  disease.  With 
this  exception  the  appearance  of  localized 
moist  rales  where  they  have  previously 
been  absent  is  a strong  indication  of  pos- 
sible active  disease. 

The  location  of  the  rales  which  have  a 
special  significance  in  tuberculosis  is,  of 
course,  the  apical  portions  of  the  upper 
lobes  and  at  first  are  usually  unilateral. 
On  the  chest  wall  this  corresponds  an- 
teriorly to  the  areas  above  the  clavicle 
and  to  the  first  and  second  intercostal 
spaces,  especially  their  inner  or  outer 
thirds,  and  posteriorly  to  the  supraspi- 
nous fossae  and  the  upper  intrascapular 
areas  above  the  level  of  the  fourth  dorsal 
vertebral  spine. 

The  signs  of  pulmonary  tuberculosis 
may  of  course  also  make  their  first  ap- 
pearance posteriorly  over  the  upper  por- 
tion of  the  lower  lobe  or  anteriorly  in  the 
axillary  region,  but  generally  speaking, 
localized  rales  over  the  lower  lobes  are 
more  apt  to  be  caused  by  nontuberculous 
infections. 

Additional  Clinical  Tests 

{A)  Examination  of  Sputum . — The 
demonstration  of  tubercle  bacilli  is  the 
absolute  and  unimpeachable  evidence 
of  the  tuberculous  nature  of  the  lesions. 
The  examination  of  the  sputum,  there- 
fore, still  remains  first  among  the  labora- 
tory aids  to  the  diagnosis  of  pulmonary 
phthisis. 

There  is  a tendency  to  lose  sight  of  the 
great  importance  of  this  method  of  ex- 
amination and  of  the  fact  that  without 
positive  sputum  there  can  be  no  persistent 
progression  of  the  phthisical  process. 

On  the  other  hand,  absence  of  tubercle 
bacilli  in  the  sputum  by  no  means  ex- 
cludes the  presence  of  disease  in  a clini- 
cally important  form  and  it  is  fatal  to 
early  diagnosis  to  wait  for  a positive 
sputum  to  confirm  it,  for  in  the  transition 
stage  from  prephthisical  to  phthisical 
lesions,  scanty  expectoration  containing 
no  demonstrable  tubercle  bacilli  is  prac- 
tically the  rule. 

(. B ) The  Tuberculin  Test. — A positive 
tuberculin  reaction  indicates  a pre-exist- 
ing tuberculin  infection  but  by  no  means 
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necessarily  indicates  the  presence  of  ac- 
tive disease. 

A negative  tuberculin  reaction  indi- 
cates absence  of  active  disease  with  the 
exception  of  very  advanced  cases  or 
those  who  are  suffering  from  some  other 
intercurrent  disease,  notably  measles. 
It  was  formerly  thought  that  a negative 
reaction  indicated  the  absence  of  a pre- 
vious infection,  but  it  is  now  recognized 
that  allergy  represented  by  a positive 
tuberculin  reaction  may  disappear  to 
recur  only  after  a new  exposure  to  infec- 
tion, but  this  fact  is  more  important  from 
an  epidemiologic  than  from  a diagnostic 
point  of  view. 

Practically,  the  tuberculin  test  is  of 
value  mainly  in  infants  or  young  children 
where  the  infection  it  represents  must, 
from  the  very  nature  of  the  case,  have 
been  recent.  The  intensity  of  the  tuber- 
culin reaction  does  not  have  any  definite 
relationship  to  the  degree  of  activity  of 
the  lesions. 

(C)  Blood  Tests . — 

1.  The  Erythrocyte  Sedimentation 
Rate.  The  rate  of  sedimentation  of  the 
red  cells  in  the  blood  is  increased  in  a 
number  of  other  conditions  as  well  as  in 
tuberculosis.  It  is,  therefore,  of  diagnos- 
tic value  in  tuberculosis  only  when  all 
of  the  other  possible  causes  can  be  ex- 
cluded. 

This  procedure  is  of  very  great  value 
as  an  index  of  activity  and  also  for  prog- 
nosis when  repeated  determinations  are 
made  at  intervals  for  comparison.  The 
normal  rate  is  below  10  millimeters  per 
hour  and  anything  above  18  millimeters 
is  of  real  significance  as  an  indication  of 
active  disease. 

2.  The  Leukocyte  Count.  Changes 
in  the  leukocyte  blood  picture  are  fre- 
quent and  of  significance  in  the  progress 
of  pulmonary  tuberculosis,  and  are  of 
value  both  in  diagnosis  and  prognosis. 

The  total  leukocyte  count  is  usually 
low  in  early  tuberculosis  but  when  acute 
exudation  or  caseation  occurs  it  is  apt  to 
be  elevated  sometimes  to  a considerable 
degree.  The  differential  count  may  be 
quite  normal  but  in  the  case  of  active 
disease  the  polynuclear  cells  tend  to  in- 


crease at  the  expense  of  the  lymphocytes 
and  conversely  the  lymphocytes  become 
relatively  increased  as  the  process  be- 
comes less  active.  With  active  disease 
the  polynuclear  blood  picture  shows  an 
increase  in  the  percentage  of  the  immature 
forms,  presenting  the  shift  to  the  left  in 
the  differential  polynuclear  count,  em- 
phasized by  Arneth  and  by  Schilling. 

Sabin  has  also  shown  that  changes  in 
the  number  and  percentage  of  the  mono- 
cytes afford  a valuable  guide  to  the 
progress  of  tuberculosis  in  animals  and 
clinically  they  have  been  found  of  value 
in  human  tuberculosis  also.  The  method 
that  has  been  found  of  greatest  value  is 
expressed  in  the  monocytic-lymphocytic 
ratio.  The  relative  increase  of  monocytes 
tends  to  denote  increased  activity  and 
progression  of  the  disease  and,  conversely, 
a similar  increase  of  the  lymphocytes  de- 
notes less  activity  and  a more  favorable 
prognosis.  The  normal  M/L  ratio  aver- 
ages 0.2  to  0.5.  A materially  higher  ratio 
than  this  is,  therefore,  an  indication  of 
activity  and  progressive  disease  and  a 
normal  ratio  is  correspondingly  favorable. 

Medlar  and  Crawford  have  elaborated 
an  index  of  the  leukocytic  picture  which 
includes  all  of  the  factors  of  the  M/L 
ratio,  the  total  leukocyte  count,  and  the 
percentage  of  monocytes.  This  is  known 
as  Medlar’s  index.  A combination  of  the 
determination  of  the  sedimentation  rate 
and  of  Medlar’s  index  is  becoming  in- 
creasingly employed  as  a test  of  activity 
of  disease  and  is  of  real  value. 

3.  The  Complement  Fixation  Test. 
This  is  still  being  used  by  some  workers 
as  a diagnostic  test  in  tuberculosis,  but 
its  value  is  very  restricted  and  doubtful. 
Recently  Wadsworth  and  his  co-workers 
have  suggested  improvements  in  the 
method  which  may  restore  it  to  a place 
among  the  tests  for  activity  and  as  a 
guide  in  prognosis. 

4.  Brown  and  Sampson’s  Five  Car- 
dinal Points.  These  workers  have  ana- 
lyzed the  histories  of  280  cases  of  minimal 
pulmonary  tuberculosis  in  a manner 
which  is  a real  contribution  to  the  simpli- 
fication of  earlier  diagnosis.  Their  results 
are  tabulated  on  the  opposite  page. 
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Positive  X-Ray 

Positive 

Physical  Signs 

History  of 

History  of 

Evidence 

Sputum 

(Rales) 

Hemoptysis 

Pleural  Effusion 

99% 

35% 

27% 

26% 

12% 

From  these  studies  one  finds  that  the 
x-ray  evidence  is  the  factor  of  outstand- 
ing importance  and  that  positive  sputum 
is  present  in  only  35  per  cent  of  these 
early  cases  and  definite  physical  signs  in 
only  27  per  cent. 

In  estimating  the  practical  value  of 
this  simple  table  of  findings  one  can 
assume  that  the  unimpeachable  evidence 
of  positive  sputum  establishes  the  diag- 
nosis quite  independent  of  any  other 
finding.  That  the  presence  of  any  one  of 
the  other  four  conditions  establishes  a 
definite  suspicion  of  tuberculosis.  That 
the  association  of  any  two  of  the  four  to- 
gether in  one  case  establishes  a positive 
diagnosis  and,  finally,  that,  of  them  all, 
the  x-ray  evidence  is  the  most  constant 
and  consequently  the  most  valuable. 

Combined  Evidences  of  Activity 

It  is  obvious  from  this  discussion  that 
the  determination  of  the  presence  or 
absence  of  activity  of  disease  is  a crucial 
factor  in  the  diagnosis  of  early  clinical 
tuberculosis. 

What  has  already  been  said  on  this 
subject  may  be  summarized  as  follows: 

1.  There  is  no  single  absolutely  reli- 
able sign  or  symptom  of  activity.  Its 
determination  must  rest  upon  the  most 
careful  and  thorough  consideration  of  all 
of  the  general  and  local  symptoms  and 
signs,  together  with  the  results  of  the 
various  laboratory  and  clinical  studies. 

2.  The  suspicious  general  symptoms 
are  fatigue,  anorexia,  irritability,  loss  of 
flesh  and  strength,  afternoon  fever,  and 
night  sweats. 

3.  Suspicious  local  symptoms  are 
cough,  expectoration,  hemoptysis,  and 
pleural  pain. 

4.  The  suspicious  physical  signs  are 
localized,  moist  rales  over  certain  special 
areas,  especially  the  upper  lobes,  and 
those  of  pleural  effusion. 

5.  The  suspicious  roentgen  evidence 
is  the  appearance  of  new  soft  densities, 


especially  in  the  upper  lobes,  the  exten- 
sion of  areas  of  density  previously  noted 
or  their  change  from  circumscribed  nodu- 
lar or  prephthisical  shadows  to  soft  hazy 
ones,  or,  finally,  the  appearance  of  new 
additional  densities. 

6.  Certain  blood  changes,  especially 
an  increased  erythrocyte  sedimentation 
rate  and  an  elevated  M/L  ratio,  either 
alone  or  in  combination  with  the  other 
leukocyte  factors  included  in  Medlar’s 
index,  indicate  activity. 

In  concluding  this  brief  review  of  signs 
of  activity,  I wish  to  comment  upon  two 
of  them  which  sometimes  present  puz- 
zling problems.  I refer  to  the  fact  that 
neither  positive  sputum  nor  hemoptysis 
necessarily  in  themselves  indicate  active 
disease,  but  the  decision  that  they  do  not 
in  any  individual  case  should  only  be 
made  after  careful  study  and  by  a physi- 
cian who  has  had  considerable  experience 
with  tuberculosis. 

Conclusions 

I have  emphasized  the  importance  of 
the  recognition  and  behavior  of  prephthisi- 
cal lesions  for  the  reason  that  with  the 
development  of  widespread  roentgen  sur- 
veys'it  is  my  belief  that  it  is  in  this  par- 
ticular direction  that  the  most  important 
immediate  advance  can  be  made  in  earlier 
diagnosis  of  phthisis  and  consequently 
in  the  prevention  of  much  of  the  ad- 
vanced and  disabling  disease  that  now 
exists. 

It  is  to  be  recognized,  however,  that 
the  prephthisical  lesions  are  not  always 
discernible  upon  roentgen  films  and  that 
in  many  cases  the  first  clinical  manifesta- 
tions of  the  disease  are  already  in  the 
stage  of  phthisis.  It  is  also  to  be  recog- 
nized that  in  some  of  these  cases  the 
active  disease  may  be  attributable  to  a 
new  exogenous  infection. 

The  recognition  of  these  cases  is  com- 
paratively easy  and  in  any  event  the  same 
principles  apply  to  them  as  we  have  al- 
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ready  discussed  in  our  consideration  of 
the  signs  of  activity. 

In  conclusion  it  is  to  be  emphasized 
that  the  final  step  in  the  diagnosis  is  the 
correlation  of  all  the  data  available  from 
the  history,  the  general  condition  of  the 
patient,  and  the  findings  by  the  various 
methods  of  examination. 

In  many  cases  this  requires  time  and 
study.  The  physician  should  always  be 
willing  to  keep  the  patient  under  observa- 
tion and  to  make  several  examinations 
before  reaching  a final  conclusion ; unless 
the  evidence  is  conclusive  on  the  first 
examination. 

Snap  diagnoses  have  no  place  in  medi- 
cine, and  nowhere  do  they  lead  to  more 
unfortunate  consequences  than  in  the 


problems  of  pulmonary  tuberculosis.  On 
the  other  hand,  it  should  be  possible  to 
reach  a definite  conclusion  within  a rea- 
sonable length  of  time.  The  few  cases 
that  are  still  doubtful  after  observation 
for  a week  or  two  can  be  kept  under 
further  observation  under  conditions 
which  will  safeguard  their  health,  in  the 
event  that  tuberculosis  is  finally  dis- 
covered. 

An  undiagnosed  early  tuberculosis  may 
result  in  the  most  serious  consequences 
to  the  patient.  An  unjustified  diagnosis 
of  tuberculosis  results  in  hardship  and 
injustice.  With  care  and  with  proper 
consultation,  if  necessary,  a true  diagnosis 
can  almost  invariably  be  determined. 

133  East  64th  Street 


FRENCH  MEDICAL  MOBILIZATION 

Long  before  the  war,  France  had  prepared  its 
medical  mobilization.  A large  number  of 
France’s  28,000  physicians  have  been  drafted  for 
the  army,  says  a Paris  letter  to  the  J.A.M.A . In 
fact,  a law  passed  last  year  permits  the  govern- 
ment to  commandeer  the  services  of  every 
Frenchman  18  years  and  over,  including  female 
physicians.  The  character  of  modern  warfare  is 
different  from  that  of  previous  centuries.  Until 
the  French  Revolution,  war  was  a vocation  and 
mercenary  soldiers  fought  on  limited  territories. 
Their  wounds  were  treated  by  “surgeons,”  one  of 
whom  was  Ambroise  Pare,  the  father  of  French 
surgery.  Many  others  have  left  their  mark  in 
the  history  of  medicine.  Today  the  entire  na- 
tion, except  women  and  children,  is  engaged  in 
war. 

Few  physicians  have  been  exempt  from  mili- 
tary duty : 72  per  cent  serve  in  the  national  de- 

fense ; 67  per  cent  of  these  wear  uniforms ; 5 per 
cent  are  civilians  who  function  partly  under  army 
orders  or  those  of  the  civil  government.  Accord- 
ingly, there  remain  about  6,000,  many  of  whom 
are  elderly  or  infirm.  In  consequence,  many 
small  towns  and  country  regions  have  no  medical 
service.  Formerly,  armies  carried  with  them  not 
only  their  “surgeons”  but  also  their  ambulances 
and  to  a certain  degree  their  hospitals.  Nowa- 
days, except  for  establishments  at  the  front  which 
are,  above  all,  centers  of  first  aid  and  subject  to 
quick  changes,  military  health  service  coincides 
with  civil  health  service.  It  includes  large  medi- 
cal centers  the  equipment  of  which  has  been 
planned  in  times  of  peace  and  which  utilize  the 
hospital  resources  of  peace  times.  Besides  the 
wounded,  the  sick,  such  as  tuberculous  persons, 
have  to  be  taken  care  of.  From  the  medical 
point  of  view,  both  the  tuberculous  soldier  and 


the  tuberculous  civilian  are  the  same.  Shifts  of 
specialists  have  therefore  been  provided  who 
look  after  civilian  and  military  tuberculous  pa- 
tients in  the  sanatoriums,  look  after  their  recovery 
and  follow  them  up  after  they  leave  the  army. 

What  becomes,  under  these  circumstances,  of 
medical  instruction?  Students  continue  to  en- 
roll to  the  extent  to  which  mobilization  permits 
young  men  to  undertake  university  studies,  but 
the  means  of  instruction  have  been  greatly  re- 
duced. In  large  cities  hospital  training  has 
reached  a stage  of  anemia,  partly  because  of  the 
reduced  population  evacuated  in  large  numbers 
and  because  of  the  abandonment  of  many  class- 
rooms as  too  exposed  to  the  dangers  of  bombard- 
ment. The  Faculty  of  Medicine  of  Paris  had  to 
move  to  Nantes  to  remain  until  further  orders. 
Fifty-two  per  cent  of  its  professional  staff,  75  per 
cent  of  the  agreges,  or  assistants,  and  90  per  cent 
of  the  heads  of  laboratories  or  prosectors  have 
enlisted.  The  students  called  to  the  colors  there 
receive  credits  corresponding  to  their  medical 
standing.  Not  only  are  arrangements  made  for 
examinations  and  thesis  preparation  but,  in  cer- 
tain towns  farther  back  from  the  front,  courses  of 
study  lasting  several  weeks  are  organized  which 
permit  the  students  to  get  ready  for  examinations 
before  examiners  who,  likely  enough,  will  con- 
sider emergency  conditions.  Precautions  have 
been  taken  for  laboratories.  Fragile  instru- 
ments, museum  collections,  ornamental  objects, 
and  rare  books  have  been  stored  in  protected 
cellars.  The  Faculty  of  Medicine  of  Paris  con- 
tinues, but  its  activities  have  been  largely  cur- 
tailed. War  destroys  not  solely  human  lives  and 
human  works.  It  undoes  spiritual  and  moral 
values  often  more  difficult  of  replacement  than  a 
railroad  bridge  or  a model  factory. 


Society  Activities 


At  its  meeting  on  November  9,  1939,  the  Council  adopted  the  following  resolutions 
in  memorium  of  two  recently  deceased  officers. 


Dr.  James  H.  Borrell 


The  Medical  Society  of  the  State  of  New  York 
has  suffered  an  unusually  tragic  loss  in  the  death 
of  its  president-elect,  Dr.  James  H.  Borrell, 
on  September  28,  1939.  Dr.  Borrell  was  born 
in  Buffalo  in  1890  and  graduated  from  the  School 
of  Medicine  of  the  University  of  Buffalo  in 
1914.  He  continued  his  studies  by  a three- 
year  residency  in  the  Edward  J.  Meyer  Memorial 
Hospital  of  Buffalo  and  followed  this  with  a 
course  in  urology  at  the  Post-Graduate  Hospital 
of  New  York  City.  In  his  specialty  Dr.  Borrell 
rose  to  the  heights  of  leadership  and  became  a 
member  of  the  American  Urologist  Association, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a diplomate  of  the  American  Board  of 
Urology. 

Along  with  his  steady  advance  in  the  private 
practice  of  medicine.  Dr.  Borrell  contributed 
greatly  to  humanity  by  devoting  a natural  ap- 
titude and  much  sacrifice  of  time  and  thought 
to  the  needs  of  organized  medicine.  He  was 


for  years,  representing  Erie  County,  a member 
of  the  house  of  delegates  of  the  State  Society. 
In  1936  he  was  elected  second  vice-president, 
and  in  1937  he  was  chosen  delegate  to  the  Ameri- 
can Medical  Association.  In  1938  he  became 
a member  of  the  Council  of  the  State  Medical 
Society  and  was  selected  chairman  of  the  Com- 
mittee on  Legislation.  At  the  Annual  Meeting 
in  1939,  the  Society  recognized  and  honored  him 
by  elevating  him  to  the  office  of  president- 
elect. 

His  love  and  consideration  for  others,  his 
fairness,  and  his  frank  fearlessness  to  defend  the 
cause  of  justice  are  a revered  memory  to  his  col- 
leagues and  will  be  an  inspiration  to  young 
physicians  for  many  years  to  come. 

Be  it  resolved  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  adopt  these 
statements  as  an  appropriate  and  permanent 
record  of  the  death  of  its  late  president-elect. 
Dr.  James  H.  Borrell. 


Dr.  James  E.  Sadlier 


Dr.  James  E.  Sadlier,  past-president  of  the 
Medical  Society  of  the  State  of  New  York,  was, 
at  the  time  of  his  death,  chairman  of  its  Board  of 
Trustees,  having  been  a member  of  that  Board 
continuously  since  1935.  Previously  he  had  been 
chairman  of  the  Public  Relations  Committee 
from  1928  to  1935,  and  as  such  was  actively 
engaged  in  the  formulation  of  guiding  principles 
for  the  acceptance  of  the  responsibilities  of 
organized  medicine  for  the  public  good.  He 
was  the  enunciator  of  principles  of  social  and 
economic  justice  which  are  secure  in  medical 
precept  forever.  During  the  period  of  his 
executive  connections  with  the  Medical  Society 
of  the  State  of  New  York  (1926  to  1939),  as 
president-elect,  president,  and  past  president, 
things  were  designed  that  have  become  essential 
machinery  for  the  influential  operation  of  the 
State  Society  in  relation  to  public  affairs,  and 
for  a beginning  of  a new  epoch  in  the  practice 
of  medicine  and  the  social  sciences.  This  par- 
ticularly important  period  in  his  career  was 
the  most  rapidly  changing  one  of  all  time  in 
medicine  and  in  public  health  administration. 
That  he  lived  effectively  the  while  with  sim- 
plicity and  honesty,  saying  and  doing  things 
with  clarity,  thoughtfulness,  and  tranquility  is 
his  unique  contribution  to  medicine  as  an  au- 
thoritative agency. 

Dr.  Sadlier  was  never  a timeserver,  never 
did  he  seek  the  limelight.  He  was  an  unostenta- 
tious doer  of  good.  The  bright  light,  however, 


shone  on  him  to  illumine  his  very  worth.  As 
a busy,  successful  surgeon  and  hospital  organizer 
he  sought  fulfillment  of  his  obligations  not  only 
to  his  family  and  his  profession,  but  also  to  the 
civic  affairs  and  to  the  religious  life  of  his  home 
town.  He  built  for  the  community,  he  worked 
for  it,  and  he  brilliantly  served  it.  He  was  a 
forceful,  charitable,  and  lovable  friend  to  all 
men. 

We  hear  at  times  some  elder  practitioner  of 
medicine  spoken  of  as  "a  doctor  of  the  old 
school.”  It  is  a term  of  endearment  and  re- 
spect. It  grows  out  of  an  association  with  a 
pleasing  character  through  many  years.  Dr. 
Sadlier,  however,  was  not  a doctor  of  the  old 
school.  To  be  sure,  he  had  the  courtliness,  the 
courteousness,  and  the  charm  of  bygone  days. 
Nevertheless,  he  was  a doctor  of  a new  school. 
He  was  of  that  school  that  sees  vividly  and 
analyzes  keenly  the  more  recent  things  that 
have  glorified,  advantaged,  puzzled,  or  troubled 
medicine  as  the  circumstance  may  be.  A warm, 
colorful  personality,  his  equanimity,  his  freedom 
from  rancor  in  debate,  and  his  generosity  made 
him  a much  sought  councilor.  He  did  not 
raise  a voice  in  idle  controversy,  let  petulance 
mar  argument,  or  anger  rob  understand- 
ing. 

His  own  standards  for  charity  through  right- 
eousness, for  human  kindliness,  and  for  gentle 
sincerity  fix  in  him  the  attributes  of  a great 
physician  and  a noble  friend. 
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1939  Annual  Conference  of  State  Medical  Association  Secretaries  and  Editors 


Great  interest  in  several  matters  of  more 
than  ordinary  present  import  to  the  medical 
profession  was  shown  at  the  Annual  Conference, 
which  was  held  under  the  auspices  of  the 
American  Medical  Association  on  November  17 
and  18,  1939,  in  Chicago. 

The  keynote  of  the  meeting  was  the  announce- 
ment by  the  Board  of  Trustees  of  an  eight-point 
platform  of  principles  of  purely  constructive  na- 
ture that  had  been  designed  to  solve  the  na- 
tion’s health  problems.  These  are  in  accord 
with  policies  adopted  by  the  House  of  Delegates 
of  the  Association.  The  announcement  follows. 

The  Platform  of  the  American  Medical 
Association 

“1.  The  establishment  of  an  agency  of 
federal  government  under  which 
shall  be  coordinated  and  admin- 
istered all  medical  and  health  func- 
tions of  the  federal  government  ex- 
clusive of  those  of  the  Army  and 
Navy. 

“Today  the  medical  and  health  functions  of  the 
United  States  are  divided  among  a multiplicity 
of  departments,  bureaus,  and  federal  agencies. 
Thus,  the  United  States  Public  Health  Service 
is  in  the  Federal  Security  department;  the 
Maternal  and  Child  Welfare  Bureaus  in  the  De- 
partment of  Labor;  the  Food  and  Drugs  ad- 
ministration in  the  Department  of  Agriculture; 
the  Veterans’  Administration  and  many  other 
medical  functions  are  separate  bureaus  of  the 
government.  The  WPA,  CCC,  and  PWA  are 
concerned  with  a similarity  of  efforts  in  the  field 
of  preventive  medicine.  The  Federal  Works  Ad- 
ministration and  the  Federal  Housing  Adminis- 
tration also  have  some  medical  functions. 

“Since  1875,  the  American  Medical  Association 
has  urged  the  establishment  of  a single  agency  in 
the  federal  government  under  which  all  such 
functions  could  be  correlated  in  the  interest  of 
efficiency,  the  avoidance  of  duplication,  and  a 
saving  of  vast  sums  of  money.  Such  a federal 
health  agency,  with  a secretary  in  the  cabinet, 
or  a commission  of  five  or  seven  members,  in- 
cluding competent  physicians,  would  be  able  to 
administer  the  medical  and  health  affairs  of 
the  government  with  far  more  efficiency  than  is 
now  done. 

“2.  The  allotment  of  such  funds  as  the 
Congress  may  make  available  to  any 
state  in  actual  need  for  the  preven- 
tion of  disease,  the  promotion  of 
health,  and  the  care  of  the  sick  on 
proof  of  such  need. 

“The  physicians  of  the  United  States  have 


given  freely  of  their  time  and  of  their  funds  for 
the  care  of  the  sick.  Their  contributions  to  free 
medical  service  amount  to  at  least  $1,000,000  a 
day.  The  physicians  of  this  country  have  urged 
that  every  person  needing  medical  care  be  pro- 
vided with  such  care.  They  have  urged  also  the 
allotment  of  funds  for  campaigns  against  ma- 
ternal mortality,  against  venereal  disease,  and 
for  the  investigation  and  control  of  cancer.  The 
medical  profession  does  not  oppose  appropria- 
tions by  Congress  of  funds  for  medical  purposes. 
It  feels,  however,  that  in  many  instances  states 
have  sought  aid  and  appropriations  for  such  func- 
tions without  any  actual  need  on  the  part  of  the 
state,  in  order  to  secure  such  federal  funds  as 
might  be  available.  It  has  also  been  impossible, 
under  present  technics,  to  meet  actual  needs 
which  might  exist  in  certain  states  with  low  per 
capita  incomes,  with  needs  far  beyond  those  of 
wealthier  states,  in  which  vast  sums  are  spent. 

“It  is  proposed  here  simply  that  Congress  make 
available  such  funds  as  can  be  made  available  for 
health  purposes;  that  these  funds  be  admin- 
istered by  the  federal  health  agency,  mentioned 
in  the  first  plank  of  this  platform,  and  that  the 
funds  be  allotted  on  proof  of  actual  need  to  the 
federal  health  agency,  when  that  need  be  for 
the  prevention  of  disease,  for  the  promotion  of 
health,  or  for  the  care  of  the  sick. 

“3.  The  principle  that  the  care  of  the 
public  health  and  the  provision  of 
medical  service  to  the  sick  is  primarily 
a local  responsibility. 

“Obviously,  if  federal  funds  are  made  available 
to  the  individual  states  for  the  purposes  men- 
tioned in  the  second  plank  of  this  platform,  there 
might  well  be  a lessened  tendency  in  many  com- 
munities to  devote  the  community’s  funds  for 
the  purpose,  and,  in  effect,  to  demand  that  the 
federal  government  take  over  the  problem  of 
the  care  of  the  sick.  Hence,  it  is  suggested  that 
communities  do  their  utmost  to  meet  such  needs 
with  funds  locally  available  before  bringing  their 
need  to  the  federal  health  agency,  and  that  the 
federal  health  agency  determine  whether  or  not 
the  community  has  done  its  utmost  to  meet  such 
need  before  allotting  federal  funds  for  the  pur- 
pose. 

“4.  The  development  of  a mechanism  for 
meeting  the  needs  of  expansion  of 
preventive  medical  services  with 
local  determination  of  needs  and 
local  control  of  administration. 

“The  medical  profession  is  not  static.  It 
wishes  to  extend  preventive  medical  service  to  all 
of  the  people  within  the  funds  available  for  such 
a purpose.  Obviously,  this  will  require  not  only 
a federal  health  agency,  which  may  make  sug- 
gestions and  initiate  plans,  but  also  a mechanism 
in  each  community  for  the  actual  expansion  of 
preventive  medical  service  and  for  the  proper 
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expenditure  of  funds  developed  both  locally  and 
federally.  In  the  development  of  new  legislation 
such  mechanism  may  be  suitably  outlined. 

“5.  The  extension  of  medical  care  for  the 
indigent  and  the  medically  indigent 
with  local  determination  of  needs  and 
local  control  of  administration. 

“The  medical  profession  does  not  yield  to  any 
other  group  in  this  country  in  its  desire  to  extend 
medical  care  to  all  of  those  unable  to  provide 
themselves  with  medical  service.  The  American 
Medical  Association  through  its  House  of  Dele- 
gates has  already  recognized  the  possible  exist- 
ence of  a small  group  of  persons  able  to  provide 
themselves  with  the  necessities  of  life  commonly 
recognized  as  standard  in  their  own  communities, 
but  not  capable  of  meeting  a medical  emergency. 
It  is  recognized,  however,  that  only  persons  of 
the  same  community  fully  familiar  with  the  cir- 
cumstances can  determine  the  number  of  people 
who  come  properly  under  such  classification  and 
that  only  persons  in  actual  contact  with  such 
instances  are  capable  of  administering  suitably 
and  efficiently  the  medical  care  that  may  be  re- 
quired. Hence,  it  is  the  platform  of  the  Ameri- 
can Medical  Association  that  medical  care  be 
provided  for  the  indigent  and  the  medically  in- 
digent in  every  community,  but  that  local  funds 
be  first  utilized  and  that  local  agencies  de- 
termine the  nature  of  the  need  and  control  the 
expenditure  of  such  funds  as  may  be  developed 
either  in  the  community  or  by  the  federal 
government. 

“6.  In  the  extension  of  medical  services 
to  all  the  people,  the  utmost  utiliza- 
tion of  qualified  medical  and  hospital 
facilities  already  established. 

“In  the  so-called  National  Health  Program  it 
is  asserted  that  one-half  the  counties  of  the 
United  States  are  without  suitable  hospitals,  and 
vast  sums  are  requested  for  the  building  of  new 
hospitals.  In  contrast,  reputable  agencies  within 
the  medical  profession  assert  that  there  are  only 
13  counties  more  than  30  miles  removed  from  a 
suitable  hospital  and  that  in  8 of  those  13  counties 
there  are  five  people  per  square  mile.  In  the 
United  States  today  the  percentage  of  hospital 
beds  per  1,000  of  population  is  higher  than  that 
of  any  other  country  in  the  world.  This  fact  is 
completely  ignored  by  those  who  would  indulge 
in  a program  for  the  building  of  great  numbers  of 
new  hospitals. 

“Moreover,  it  seems  to  be  taken  for  granted 
that  hospital  building  has  languished  in  recent 
years,  whereas  considerable  numbers  of  hospitals 
have  been  built  with  federal  funds  by  various 
state  agencies  and  also  by  the  PWA,  the  WPA, 
and  by  the  Federal  Works  Administration. 

“Analyses  may  indicate  that  in  many  in- 
stances such  hospitals  were  built  without  ade- 
quate study  as  to  the  need  which  existed  or  as  to 
the  possible  efficient  functioning  once  it  was 
erected.  Moreover,  there  is  evidence  that  in 
recent  years  many  of  the  hospitals  of  the  United 
States  known  as  nonprofit  voluntary  hospitals 
have  had  a considerable  lack  of  occupancy  due 
no  doubt  to  the  financial  situation  in  considerable 
part.  It  seems  logical  to  suggest,  then,  that  such 


federal  funds  as  may  be  available  be  utilized  in 
providing  the  needy  sick  with  hospitalization  in 
these  well-established  existing  institutions  before 
any  attempt  is  made  to  indulge  in  a vast  building 
program  with  new  hospitals.  In  this  point  of 
view  the  American  College  of  Surgeons,  the 
American  Hospital  Association,  the  Catholic 
Hospital  Association,  the  Protestant  Hospital 
Association,  and  practically  every  other  in- 
terested voluntary  body  agree. 

“Again  it  has  been  argued  that  the  demands 
for  medical  care  in  some  sections  of  the  country 
might  require  the  importation  of  considerable 
numbers  of  physicians  or  the  transportation  of 
numbers  of  physicians  in  the  areas  in  which 
they  now  are  to  other  areas.  In  this  connection 
it  would  seem  to  be  obvious  that  a change  in 
the  economic  status  of  the  communities  con- 
cerned would  result  promptly  in  the  presence  of 
physicians  who  might  be  seeking  locations.  The 
utilization  of  existing  qualified  facilities  would 
be  far  more  economical  than  any  attempt  to  de- 
velop new  facilities. 

“7.  The  continued  development  of  the 
private  practice  of  medicine,  subject 
to  such  changes  as  may  be  necessary 
to  maintain  t*he  quality  of  medical 
services  and  to  increase  their  avail- 
ability. 

“In  the  United  States  today  our  sickness  and 
death  rates  are  lower  than  those  of  any  great 
country  in  the  world.  This  fact  was  recognized 
by  the  President  of  the  United  States  when  he 
sent  the  National  Health  Program  to  the  Con- 
gress for  careful  study.  The  President  empha- 
sized that  a low  death  rate  may  not  mean  much 
to  a man  who  happens  to  be  dying  of  tuberculosis 
at  the  time.  The  medical  profession  recognizes 
the  importance  of  doing  everything  possible  to 
prevent  every  unnecessary  death.  At  the  same 
time  it  has  not  been  established  by  any  available 
evidence  that  a change  in  the  system  of  medical 
practice  which  would  substitute  salaried  govern- 
ment doctors  for  the  private  practitioner  or 
which  would  make  the  private  practitioner  sub- 
ject to  the  control  of  public  officials  would  in  any 
way  lower  sickness  and  death  rates. 

“There  exists,  of  course,  the  fact  that  some 
persons  are  unable  to  obtain  medical  service  in 
the  circumstances  in  which  they  live  and  that 
others,  surrounded  by  good  facilities,  do  not 
have  the  funds  available  to  secure  such  services. 
Obviously,  here  again  there  is  the  question  of 
economics  as  the  basis  of  the  difficulty  and  per- 
haps lack  of  organization  in  distribution  of 
medical  service  and  a failure  to  utilize  new 
methods  for  the  distribution  of  costs  which  might 
improve  the  situation. 

“The  medical  profession  has  approved  prepay- 
ment plans  to  cover  the  costs  of  hospitalization 
and  also  prepayment  plans  on  a cash  indemnity 
basis  for  meeting  the  costs  of  medical  care.  It 
continues,  however,  to  feel  that  the  development 
of  the  private  practice  of  medicine  which  has 
taken  place  in  this  country  has  led  to  higher 
standards  of  medical  practice  and  of  medical 
service  than  are  elswhere  available,  and  that  the 
maintenance  of  the  quality  of  the  service  is 
fundamental  in  any  health  program. 
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“8.  Expansion  of  public  health  and 
medical  services  consistent  with  the 
American  system  of  democracy 
“Careful  study  of  the  history  of  the  develop- 
ment of  medical  care  in  various  nations  of  the 
world  leads  to  the  inevitable  conclusion  that  the 
introduction  of  methods  such  as  compulsory 
sickness  insurance,  state  medicine,  and  similar 
technics  results  in  a trend  toward  communism  or 
totalitarianism  and  away  from  democracy  as  the 
established  form  of  government.  The  intensifi- 
cation of  dependence  of  the  individual  on  the 
state  for  the  provision  of  the  necessities  of  life 
tends  to  make  the  individual  more  and  more  the 
creature  of  the  state  rather  than  to  make  the 
state  the  servant  of  the  citizen.  Great  leaders 
of  American  thought  have  repeatedly  emphasized 
the  fact  that  liberty  is  too  great  a price  to  pay  for 
security.  George  Washington  said:  ‘He  who 

seeks  security  through  surrender  of  liberty  loses 
both.’  Benjamin  Franklin  said : ‘They  that  can 
give  up  essential  liberty  to  obtain  a little  tempo- 
rary safety  deserve  neither  liberty  nor  safety.’ 
“In  these  times,  when  the  maintenance  of  the 
American  democracy  seems  to  be  the  most  im- 
portant objective  for  all  the  people  of  this  country, 
the  people  may  well  consider  whether  some  of 
the  plans  and  programs  that  have  been  offered 
for  changing  the  nature  of  medical  service  are  not 
in  effect  the  first  step  toward  an  abandonment  of 
the  self-reliance,  free  will,  and  personal  re- 
sponsibility that  must  be  the  basis  of  a demo- 
cratic system  of  government.” 

The  various  angles  of  this  program  were  dis- 
cussed by  Dr.  Arthur  W.  Booth,  chairman, 
and  Dr.  Austin  A.  Hayden,  secretary  of  the 
Board,  Dr.  Rack  Sleyster,  president,  and  Dr. 
Nathan  B.  Van  Etten,  president-elect  of  the 
American  Medical  Association. 

The  progress  of  the  Survey  of  Medical  Care 
by  county  and  state  medical  societies  was  de- 
scribed by  C.  Ellsworth  Nyberg,  of  the  Bureau 
of  Medical  Economics.  Reports  had  been  re- 
ceived covering  upwards  of  49,000,000  of  the 
population  in  different  areas.  The  data  will  ap- 
pear in  a volume  to  be  issued  in  January,  1940. 

Medical  service  plans  in  four  states  were  the 
subject  of  addresses  by  Norman  F.  Scott,  execu- 
tive assistant  of  the  Medical  Society  of  New 
Jersey,  L.  Fernald  Foster,  secretary  of  the  Michi- 
gan State  Medical  Society,  V.  W.  Spickard, 
secretary  of  the  Washington  State  Medical  As- 
sociation, and  Walter  F.  Donaldson,  secretary  of 
the  Medical  Society  of  the  State  of  Pennsylvania. 
These  were  all  of  the  nature,  in  general,  of  volun- 
tary cash  indemnity  insurance  for  medical  ex- 
pense. Considerable  variation  in  method  exists 
and  it  was  made  clear  by  all  that  these  plans 
face  many  problems  that  await  trial  for  final 
solution. 

Other  subjects  of  discussion  were  “Rural 
Medical  Service”  and  “Meeting  Legislative 
Problems.” 


At  the  dinner  meeting  of  the  editors  of  state 
medical  journals,  the  speaker  of  the  evening  was 
Dr.  Samuel  J.  Kopetzky,  of  New  York  City,  of 
the  New  York  State  Journal  of  Medicine. 
His  address,  “The  Role  of  State  Medical  Journals 
in  Organized  Medicine,”  follows. 

“I  know  of  no  peculiar  attributes  or  personal 
experiences  which  entitle  me  to  talk  to  you,  my 
colleagues,  with  great  authority  on  the  subject 
to  which  I am  called  upon  to  respond.  I must, 
therefore,  assume  that  it  is  due  to  my  maturity, 
and  the  experience  I have  gained  in  over  eighteen 
years  in  the  editorship  of  the  New  York  Medical 
Week.  The  sole  revenge  that  maturity  can  take 
upon  the  rest  of  you — all  editors  and  secretaries 
of  medical  societies — is  to  preach  at  you ! I have 
been  the  victim  of  innumerable  postprandial 
addresses:  I should  have  mercy  in  my  heart! 

The  after-dinner  speech  is  an  American  vice, 
which  surely  ought  not  to  be  unduly  encouraged! 

“However,  we  are  met  upon  a suitable  oc- 
casion, and  I shall  mix  mercy  with  justice  and, 
if  possible,  add  what  I can  of  wisdom.  I shall 
attempt  to  be  reasonably  brief. 

“We  are  all  interested  in  state  medical  journals ; 
we  are  representatives  of  the  editorial  group,  and 
as  such  are  presumed  effectively  to  function  as 
editors. 

“What  is  an  editor?  One  who  edits;  one  who 
oversees  the  selection,  preparation,  and  ar- 
rangements of  material  for  publication;  one  who 
prepares  for  use  or  publication  by  reviewing, 
compiling,  collecting,  and  correcting;  one  who 
has  been  charged  with  the  responsibility  of  a de- 
partment of  a newspaper  or  publication;  one 
who  writes  editorials. 

“Here  tonight  we  are  less  concerned  with 
these  routine  duties — we  take  them  in  our  stride 
and  either  competently,  or  indifferently,  carry  on. 

“What  constitutes  an  editorial?  This  is  an 
article  in  a journal  or  publication  presumably 
written  by  the  editor  or  his  subordinates  and 
published  as  an  official  argument  or  expression  of 
opinion.  It  is  upon  this  aspect  of  editorship 
that  I want  to  concentrate  your  thoughts  and 
evoke  your  reactions.  The  success  of  a journal 
or  publication  is  not  based  so  much  upon  its  in- 
formative articles — although  they  too  are  im- 
portant— as  it  is  upon  the  editorial  expression 
of  opinion.  The  articles  are  of  use  to  the  medical 
profession  by  reason  of  their  novelty,  their  in- 
genuity, or  their  report  of  completed  research,  as 
well  as  because  of  the  interest  that  recorded 
laboratory  data  and  clinical  bedside  observa- 
tions hold  for  the  average  run  of  the  medical 
journal  reading  public.  But  only  that  medical 
publication  reaches  distinction,  attains  prestige, 
and  wields  influence  whose  editorial  pages  make 


December  1,  1939] 


MEDICAL  NEWS 


2221 


it  a journal  of  opinion.  Where  you  find  a great 
medical  journal  of  opinion,  there  you  invari- 
ably find  that  the  printed  page  reached  the  light 
through  the  shadows  cast  upon  it  by  a competent 
editor.  An  editor  is  as  great  as  his  ability  to 
bring  to  his  readers  those  facts  and  opinions 
which  they  had  but  were  unable  to  express 
clearly.  In  presenting  to  them  their  thoughts 
anew,  an  editor  is  great  if  he  can  so  bring  them 
back  to  his  reader  in  an  angle  which  will  cause 
him  to  fall  into  line  with  the  policies  in  the  publi- 
cation. When  done  with  skill,  this  may  fre- 
quently cause  the  reader  to  do  an  about-face. 

“Among  us  who  are  editors  of  journals,  in  the 
interlocking  chain  of  constituent  bodies  of  this 
great  American  Medical  Association,  the  edi- 
torial message  naturally  must  be  based  upon  the 
adopted  policy  of  the  organizations  we  serve. 
The  editor  must  be  anonymous.  If  his  editorial 
is  not  unsigned  and  anonymous,  it  becomes  the 
opinion  only  of  the  one  who  signed  it ; and  when 
quoted,  it  is  quoted  as  his  opinion.  It  is  a 
fundamental  formula  in  democratically  controlled 
and  run  organizations  that  the  association — the 
aggregate  of  its  members — and  its  voice  is 
more  important  and  of  higher  value  than  that  of 
any  one  officer  or  individual  within  the  organi- 
zation. So,  too,  with  our  publications — the 
journal  itself  is  greater  than  any  of  its  editors, 
and  it — the  journal — must  express  itself,  and  it 
must  not  express  or  enhance  the  editorial  writer. 
If,  perchance,  what  the  editorial  page  says  is 
good,  rings  true,  and  carries  a potent  message, 
then  the  journal  should  be  credited,  and  the 
journal  is  quoted  and  attains  prestige. 

“A  real  editor — one  who  knows,  lives,  and  feels 
the  worth  of  his  job — rejoices  in  the  glorious 
anonymity  which  good  editorial  writing  implies. 
An  editor  is  presumed  thoroughly  to  know  the 
topic  upon  which  he  writes.  So  comprehensive 
should  be  his  grasp  that  he  should  be  able  to  de- 
liver his  message  in  a few  pungent  paragraphs. 
It  is  a truism  that  the  better  the  mastery  of  any 
topic,  the  less  will  be  the  number  of  words 
necessary  to  tell  its  story.  Thus,  the  editorial 
becomes  distinguished  and  differentiated  from  an 
article  written  upon  the  same  topic.  Reiteration 
is  the  essence  of  teaching.  Hence,  it  is  within 
the  realm  of  good  editorship  to  repeat,  in  different 
form-patterns  of  words,  the  same  message  over 
and  over  again.  Truths  held  sacred,  traditions 
hallowed  by  time  and  usage,  and  policy  which  is 
being  stressed — these  lose  nothing  in  being  retold 
and  re-emphasized.  Every  truth  and  every 
policy  has  many  facets.  One  aspect  and  one 
elemental  factor  should  be  the  backbone  of  each 
repetition  of  the  editorial  comment.  As  an  ex- 
ample in  point:  Recently  the  president-elect. 


Dr.  Nathan  B.  Van  Etten,  in  his  address  before 
the  Pittsburgh  Academy  of  Medicine,  said,  in 
speaking  on  ‘The  American  Way’:  ‘The  best  pro- 
gram for  medicine  should  be  the  product  of  the 
best  minds  of  the  American  people.  I propose 
that  it  be  written  by  physicians,  and  when  ap- 
proved by  organized  medicine  that  it  be  sub- 
mitted to  the  Congress.  I believe  that  we  should 
try  to  find  an  American  Way — built  upon  the 
sound  foundations  of  American  experience.'  This 
we,  in  New  York,  will  put  on  our  masthead,  and 
keep  it  there  during  succeeding  issues.  Edi- 
torially we  shall  reiterate  the  message  this  mast- 
head contains,  in  our  endeavor  to  make  it  reach 
the  value  of  a household  word. 

“An  editor  must  be  entirely  untrammelled,  and 
free  to  express  himself.  This  freedom  should 
range  far  and  wide,  but  not  extend  beyond  the 
framework  of  adopted  policy.  Intramural 
groups  and  political  blocks  must  never  be 
favored  one  above  the  other.  They  all  must  be 
tolerated.  All  must  have  the  editor’s  sympa- 
thetic ear,  but  no  one  must  control  his  potent 
pen.  His  office  must  never  be  used  as  an  intra- 
mural steppingstone  for  the  almost  unavoidable 
political  groupings  and  ambitious  aspirations  of 
one  sector  of  the  membership  over  that  of  another 
— since  the  whole  membership  is  actually  the 
editor’s  collective  employer.  He  serves  all  of 
them  best  when  he  remains  an  observer,  some- 
what aloof,  intensely  sympathetic,  and  yet  always 
beyond  intramural  politics.  Policies  are  greater 
than  people,  and  problems  always  outweigh 
parties. 

“Happy  indeed  is  the  editor  of  a state  journal 
who  successfully  attains  such  a position  among 
his  fellow  members.  He  must  beware  lest  he  be 
lured  by  the  siren  voice  of  intramural  pressure 
groups  who  have  a vested  intellectual  and  evange- 
listic interest  in  some  form  of  public  health 
education  propaganda.  I am  referring  to  very 
worthy  groups  among  us,  as,  for  example,  groups 
interested  in  the  blind,  in  the  deafened,  and  in 
the  control  of  cancer  and  of  tuberculosis.  Such 
groups  send  to  the  public  their  own  particular 
messages.  The  editor  of  our  state  journal — 
having  won  the  confidence  of  his  readers — serves 
them  as  a guide,  and  must  stand  between  the 
strenuous  special  pleaders  of  these  groups  and 
the  general  run  of  the  profession.  In  no  case 
should  the  editor  become  one  of  the  special 
pleaders. 

“The  editor  must  defend  traditional  policies  of 
the  profession  against  the  general  public,  which 
often  clamors  for  hasty  and  unwise  change.  The 
editor  must  know  that  there  are  always  those  who 
delight  in  tagging  themselves  with  the  label  of 
‘progressive,’  because  of  an  inherent  restless  de- 
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sire  to  bring  about  change.  It  remains  to  be 
seen  whether  or  not  the  change  is  really  a pro- 
gression! At  the  same  time,  the  editorial  must 
be  so  employed  that  it  must  lead  the  profession 
itself  away  from  its  inbred  aversion  to  any  change. 
The  editor  must  be  a courageous  leader,  and 
editorially  our  state  journals  must  stress  an  ap- 
preciation of  new  situations  and  new  methods 
to  meet  them.  The  age  we  live  in  is  one  of  fast 
movement.  The  editor  must  sense  the  trends  of 
the  time  in  which  he  is  living,  and  must  present 
the  trends  of  his  day,  so  that  our  readers — first, 
the  medical  profession,  and  second,  the  public 
it  serves — will  appreciate  the  changes  taking 
place  about  us  and  be  prepared  mentally  by  an 
intelligent  awareness  of  the  current  situation,  and 
thus  be  able  to  build  new  methods  and  evolve 
new  technics  to  meet  the  changing  trends  of  the 
day.  All  this  must  be  within  the  framework  of 
sound  proposals  and  adopted  policies. 

“The  end  to  be  achieved  by  the  medical  editor 
goes  further  than  merely  to  educate  both  public 
and  profession  for  cooperation  on  accepted 
policies  only.  He  must  prepare  groundwork, 
pave  new  highways,  light  up  darkened  avenues  of 
thought  for  the  appreciation  of  needs  for  change 
in  policy  and  in  the  development  of  policy.  He 
must  do  this,  even  though  some  of  these  changes 
are  generally  felt  to  be  unpopular  with  the  pro- 
fession at  the  given  moment. 

“The  medical  editor  should  avoid  the  use  of 
generalities  to  help  him  win  his  fights.  Facts 
and  figures  are  always  the  best  arguments,  and 
the  editor  himself  should  never  be  fooled  by 
generalities  and  slogans.  Slogans  are  the  verbal 
anesthetics  which  lull  intelligent  apprehension  of 
factual  data  into  discards.  Most  slogans  are 
actually  trite  phrases  framed  to  nullify  the  neces- 
sity for  thinking.  They  are  put  forward  in  the 
effort  to  have  the  casual  reader  substitute  them 
for  conclusions  arrived  at  by  deductive  reasoning. 
The  editor  himself  must  scrupulously  avoid  em- 
ploying slogans.  If  worthy  of  the  editorial  pen 
he  wields,  his  readers  have  a right  to  expect  better 
things  than  that  from  him. 

“The  medical  editor  naturally  must  be  a 
student  of  medical  affairs.  His  studies  should 
be  almost  wholly  objective;  he  should  carefully 
examine  every  proposal — no  matter  how  falla- 
cious or  fantastic  it  may  seem.  There  may  be 
some  germ  of  good  in  it  somewhere,  and  if  such  is 
found,  that  little  good — no  matter  ,how  small — 
should  be  conserved  for  incorporation  in  editorial 
policy.  Our  constant  effort  is  to  bring  compre- 
hension of  better  methods  and  technics  to  the 
profession  so  that  the  public  welfare  is  better 
served. 

“The  editor  is  the  paramount  factor  in  bring- 


ing the  general  public  and  the  medical  profession 
into  close  copartnership  in  the  endeavor  to  main- 
tain high  standards  of  medical  practice  and  a 
high  level  of  public  health.  Organized  medicine 
needs  no  subterfuge  in  exchanging  views  with 
the  public  or  in  telling  the  public  its  stand  on 
current  moot  questions.  The  public,  repre- 
sented by  its  general  newspapers  and  government 
agencies  concerned  with  public  health,  is  bound 
to  listen  to  organized  medicine  speaking  in  the 
name  of  its  115,000  physicians,  through  our 
American  Medical  Association’s  journal  and 
our  state  journals.  If  we,  as  editors,  thoroughly 
understand  our  jobs  and  conscientiously  perform 
our  duties,  mutual  confidence  will  soon  become 
the  established  order.  Organized  medicine  needs 
no  camouflaged  pressure  group  to  lead  its  fights 
toward  better  medicine  and  higher  grades  of 
medical  care,  nor  even  to  popularize  the  develop- 
ment of  its  technics  for  delivering  medical  care 
to  the  indigent  and  the  near-indigent,  who  are 
separated  from  receiving  such  care  by  financial 
barriers.  Organized  medicine,  free  and  unafraid 
and  ‘in  the  open,’  can  advocate  its  own  considered 
judgments  on  such  questions. 

“But — organized  medicine  must  clearly  define 
its  medical  policy.  No  body  of  men,  however 
expert  as  publicists,  can  sell  “nebulae.”  We 
may  be  told  that  a nebula  consists  of  an  ag- 
gregation of  exceedingly  bright  stars,  but  it 
takes  an  expert  astronomer  and  a strong  tele- 
scope to  see  even  one.  You  cannot  beat  a horse 
with  no  horse.  Our  national  health  policy  must 
be  stated  plainly;  our  goal  must  be  set  so 
clearly  that  all  who  run  may  read.  It  must  be 
broad  enough  to  cover  the  general  medical  needs 
of  the  whole  country  and  flexible  enough  to  fit 
every  conceivable  local  situation.  This,  of 
course,  is  in  the  hands  of  the  policy-forming 
groups  in  our  organization,  and  I am  sure  that 
they  are  endeavoring  to  accomplish  their  desig- 
nated tasks. 

“The  program  handed  in  this  morning,  con- 
sisting of  the  adopted  policy  of  the  Board  of 
Trustees  of  the  American  Medical  Association, 
announcing  its  affirmative  platform  of  what  the 
American  Medical  Association  desires  in  a Na- 
tional Health  Policy,  is  a fine  first  step  in  this 
direction.  I look  upon  this  American  Medical 
Association  program  as  an  excellent  first  begin- 
ning, a basic  formula  of  a national  health  policy 
which,  under  the  leadership  of  the  policy-making 
group  of  the  American  Medical  Association,  will 
develop  further.  I have  trust  that  eventually 
this  adopted  policy  of  ours  will  find  fruition  in 
legislative  enactments  putting  it  into  force.  Then 
our  state  organizations  can  begin  to  strive  for 
action  under  these  general  principles. 
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"We,  as  editors,  however,  need  this  definitely- 
outlined  policy  as  the  framework  within  which 
lies  our  field  of  endeavor.  Our  efforts  henceforth 
should  be  to  popularize  it,  and  let  everyone  know 
our  stand. 

“There  should  be  a paralleling  activity  on  the 
part  of  all  editors  of  state  medical  journals.  I 
am  not  implying  that  the  editorial  impetus  along 
a given  line  shall  come  from  a central  source. 
But  have  we  not  all  exactly  similar  aims?  Are 
not  the  goals  of  our  endeavors  the  same?  This 
is  true,  whether  we  are  editors  of  the  journal  in 
Maine,  or  in  California,  Texas,  or  Illinois.  I 
would  that  it  were  possible  for  each  of  us  to  have 
a preview  of  what  our  confreres  and  colleagues 
intend  to  publish,  so  that  each  of  us  might  be 
able  to  parallel  the  other.  Progress  most  rapidly 
follows  an  intelligent  objective  discussion  and 
differences  of  opinion  honestly  held  but  dis- 
passionately expressed.  Among  us,  every  propo- 
sition is  debatable,  within  the  realm  of  good  taste 


and  the  necessary  observances  of  the  decencies. 

"Knowing  the  policies  adopted  by  organized 
medicine  to  meet  the  changing  needs  of  our  times, 
and  having  foreknowledge  of  the  thoughts  of 
our  editorial  colleagues  in  the  constituent  medical 
journals,  I feel  that  we  will  be  better  able  to 
serve  organized  medicine,  and  more  properly  fill 
the  role  which  it  is  intended  that  we  shall  play 
in  the  integration  of  our  joint  editorial  policies — 
namely,  to  express  the  official  opinion  of  organ- 
ized medicine.  All  this  to  the  end  that  Ameri- 
can medicine  shall  better  serve  our  people.” 


Discussion  of  this  address  and  of  the  other 
presentations  will  appear  in  due  course  in  the 
Journal  of  the  American  Medical  Association. 

Peter  Irving,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


Medical  Expense  Insurance 


From  different  regions  in  New  York  State, 
western,  central,  and  southeastern,  has 
come  news  of  the  recent  actual  launching,  with 
the  aid  and  cooperation  of  County  Medical 
Societies,  of  three  organizations  incorporated 
for  the  purpose  of  supplying  cash  indemnity 
insurance  for  medical  expense  on  a nonprofit 
and  voluntary  basis.  All  have  been  given  ap- 
proval for  incorporation  by  the  State  Depart- 
ment of  Social  Welfare  as  provided  by  Article 
IX-C  of  the  recently  amended  insurance  laws 
of  the  State.  These  are: 

Western  New  York  Plan,  Inc. 

Hotel  Statler,  Room  1810,  Buffalo,  N.  Y. 

Individuals,  families,  and  physicians  are  con- 
cerned who  are  resident  in  the  eight  western 
counties:  Allegany,  Cattaraugus,  Chautau- 

qua, Erie,  Genesee,  Niagara,  Orleans,  and 
Wyoming. 

Medical  and  Surgical  Care,  Inc. 

252  East  Genesee  Street,  Utica,  N.  Y. 

For  those  resident  in  the  eleven  central  coun- 
ties: Chenango,  Clinton,  Essex,  Franklin, 

Fulton,  Herkimer,  Lewis,  Madison,  Mont- 
gomery, Oneida,  and  St.  Lawrence. 

Medical  Expense  Fund  of  New  York,  Inc. 
122 — 76th  Street,  Brooklyn,  N.  Y. 

For  those  resident  in  the  seventeen  south- 
eastern counties:  Bronx,  Columbia,  Dela- 

ware, Dutchess,  Greene,  Kings,  Nassau,  New 
York,  Orange,  Putnam,  Queens,  Richmond, 
Rockland,  Suffolk,  Sullivan,  Ulster,  and 
Westchester. 


Officials  of  these  organizations  expect  them  to 
begin  operation  very  soon.  When  certain  de- 
tails have  been  finally  arranged,  invitations  will 
be  issued  to  physicians  and  to  groups  of  those 
gainfully  employed  to  take  part. 

Those  concerned  in  the  promulgation  of  these 
companies  or  "plans”  seem  unanimous  in  the 
belief  that  in  this  way  the  cost  of  catastrophic 
illness,  in  particular,  may  be  so  spread  as  to  aid 
the  lower  income  class  to  maintain  independence 
in  meeting  its  medical  expense  obligations  while 
still  employing  its  own  individually  chosen 
physicians.  Thus,  it  is  said,  the  values  of 
private  practice  may  be  preserved  for  the 
public  and  its  physicians  without  resort 
to  what  is  now  being  called  “political  medi- 
cine.” 

The  details  of  procedure  of  these  plans,  while 
similar  in  some  regards,  differ  in  others.  All 
call  for  an  agreement  between  the  organization 
and  the  physicians  who  are  willing  to  be  listed. 
All  set  a yearly  limit  to  the  amount  payable  for 
various  types  of  service.  All  provide  for  a 
contract  with  the  policyholder.  Premiums 
differ. 

As  a protection  against  unreasonable  usage 
subscribers  are  required  to  pay  the  cost  of  the 
first  visit  or  two,  measured  generally  at  $10  in 
any  illness.  In  all  the  plans,  physicians  play  a 
large  part  in  the  direction  of  the  work,  and 
arrangements  have  been  made  for  the  scrutiny 
by  physicians  of  bills  as  to  their  propriety.  A 
definite  tendency  to  recognize  different  income 
levels  of  subscribers  has  been  evidenced;  the 
policy  in  each  level  to  call  for  corresponding 
higher  or  lower  premiums  with  suitable  maxi- 
mum figures  in  each  case. 

These  companies  will  announce  in  detail  the 
various  conditions  under  which  the  work  will  be 
carried  out  before  the  public  and  physicians  are 
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invited  to  enroll.  The  Council  of  the  Medical 
Society  of  the  State  of  New  York,  it  has  been 
announced,  has  gone  on  record  as  “recognizing 
with  satisfaction  the  creation”  of  these  three 
organizations  for  nonprofit  medical  expense  in- 
demnity insurance.  It  has  appointed  a sub- 
committee of  its  Committee  on  Public  Relations 
and  Economics  as  a fact-finding  body  ready  to 
advise  with  County  Societies  and  with  such 


organizations  on  procedure  as  experience  is 
gained.  The  personnel  of  that  committee  is 
Dr.  Herbert  H.  Bauckus,  Buffalo,  Chairman; 
Dr.  William  Hale,  Utica;  and  Dr.  Walter  T. 
Dannreuther,  New  York. 

There  are  many  minor  problems,  the  solution 
of  which  it  is  commonly  believed  will  require 
actual  experience  in  order  to  arrive  at  the 
soundest  possible  method. 


New  Treatment  of  War  Wounds 


Just  now  anything  authoritative  on  the  treat- 
ment of  war  wounds  and  air-raid  casualties, 
especially  if  based  on  actual  experience  of 
modern  warfare,  deserves  the  closest  attention 
of  the  medical  profession.  One  such  recent  con- 
tribution,1 reviewed  in  the  British  Medical 
Journal,  presents  the  results  of  a unique  ex- 
perience in  the  treatment  of  wounds  at  the 
base  hospital  in  Barcelona  during  the  Spanish 
War. 

Practically  all  the  wounds,  which  were  the 
result  of  air  attack,  were  infected,  and  many  of 
the  injuries  were  of  the  gravest  type,  involving 
severe  lacerations  and  comminuted  fractures. 
They  were  all  treated  in  the  same  way — namely, 
by  surgical  excision  of  the  wound  followed  by 
encasement  in  closed  plaster — and  the  results 
described  are  far  superior  to  those  claimed  for 
any  other  method. 

Such  a method,  contrasting  so  sharply  with  all 
accepted  surgical  principles,  requires  the  strong- 
est possible  credentials,  and  these  are  supplied, 
not  only  in  a foreword  to  this  volume  by  Pro- 
fessor Hey  Groves  from  his  own  observations, 
but  from  the  photographic  records  which  ac- 
company the  cases  recorded.  That  these  results 
are  not  merely  a happy  accident  is  shown  by  the 
fact  that  out  of  1,073  cases  of  open  fractures  of 
the  limb  there  were  only  six  deaths.  Since  in  a 
large  number  of  these  cases  the  average  surgeon 
would  have  adopted  immediate  amputation 
the  results  can  only  be  described  as  extra- 
ordinary. 

The  first  procedures — namely,  thorough  cleans- 
ing of  the  wound  with  the  excision  of  all  con- 
tused tissues,  removal  of  foreign  bodies  and  loose 
bone  fragments,  and  provision  of  adequate 
drainage — need  no  comment,  but  to  encase  the 
whole  limb  in  a closed  plaster  cast  after  merely 
packing  a little  gauze  into  the  cavity  demands 


1 Treatment  of  War  Wounds  and  Fractures,  with  Spe- 
cial Reference  to  the  Closed  Method  as  Used  in  the  War 
in  Spain.  By  J.  Prueta,  M.D.  (Pp.  143;  48  illus.; 
8s.6d.  net.)  London:  Hamish  Hamilton  Medical  Books, 
1939. 


considerable  courage.  The  plaster  rapidly  be- 
comes soaked  in  blood  and  exudate,  and  as  no 
provision  is  made  for  drainage  or  dressing,  the 
stench  becomes  horrible,  so  that  “it  is  impossible 
to  keep  the  patient  for  more  than  ten  or  fifteen 
days  near  others  in  a ward.”  It  might  be  sup-» 
posed  that  the  patient  would  hardly  survive 
such  a time,  but  this  is  not  the  case,  and  when  the 
plaster,  having  reached  an  entirely  intolerable 
condition,  is  changed  for  another,  the  general 
condition  of  the  patient  is  greatly  improved  and 
the  wound  is  obviously  healing. 

That  such  results  should  have  been  obtained 
during  the  heat  of  a Spanish  summer  is  astound- 
ing. On  arrival  at  hospital,  patients  were  first 
received  by  a team  whose  sole  duty  it  was  to 
undress  them  and  store  their  clothing  and  port- 
able valuables.  Complete  removal  of  clothing 
was  essential,  for  although  the  external  wounds 
produced  by  light  bombs  were  very  small  and 
often  painless,  the  internal  damage  was  often  so 
great  that  only  immediate  surgical  operation 
could  save  life  or  limb.  Since,  fortunately,  we 
in  this  country  have  not  as  yet  had  experience  of 
the  nature  of  the  wounds  which  result  from  aerial 
bombardment — that  is,  from  explosion,  blast, 
fallen  masonry,  etc. — it  may  be  timely  to  quote 
what  this  author  has  to  say : “Wounds  produced 

by  aerial  bombs  and  fallen  masonry,  unlike  many 
bullet  and  shrapnel  wounds,  must  be  treated 
without  delay.  . . . The  three  factors  essential 
to  reducing  the  toll  of  aerial  bombardment  are 
rapid  direct  transport  to  the  centre  where  im- 
mediate surgical  treatment  is  possible,  the  ap- 
plication of  plaster  casts,  and  the  early  evacua- 
tion of  treated  cases  to  a base  hospital.” 

Professor  Trueta  gives  detailed  descriptions 
of  the  application  of  his  method  to  wounds  in 
every  region — shoulder,  forearm,  femur,  etc. — 
and  so  good  is  the  case  he  has  made  out  that  the 
method  deserves  to  be  tried  out  fully.  Should 
it  prove  as  successful  as  in  Spain  it  will  solve 
many  problems.  If  we  could  equal  his  figures 
and  reduce  the  mortality  from  open  fractures  to 
0.6  per  cent.,  concludes  the  British  Medical 
Journal,  the  whole  treatment  of  war  injuries  will 
have  been  revolutionized. 
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The  New  Cancer 

The  State  Department  of  Health  is  reorganiz- 
ing its  cancer  control  program  with  the  pri- 
mary purpose  of  amplifying  the  resources  available 
to  practicing  physicians  throughout  the  state  for 
the  diagnosis  and  care  of  the  disease,  according  to 
Health  News,  published  by  the  Department. 

Public  and  professional  education  will  be  ex- 
panded under  the  new  program.  The  Division 
of  Cancer  Control,  of  which  Dr.  Louis  C.  Kress 
has  been  appointed  director  and  Dr.  Morton  L. 
Levin,  assistant  director,  will  continue  the  popu- 
lar education  designed  to  reduce  the  period  of 
delay  between  the  appearance  of  the  first  signs  of 
the  disease  and  the  time  the  patient  seeks  medical 
advice.  Special  effort  will  be  made  to  administer 
this  educational  program  through  practicing 
physicians  in  various  localities.  The  entire  re- 
sources of  the  Division,  together  with  those  of  the 
Division  of  Public  Health  Education,  will  be 
placed  at  the  disposal  of  physicians  to  assist  them 
in  keeping  abreast  of  recent  advances  in  cancer 
control  and  to  promote  postgraduate  education 
in  this  highly  complex  field. 

The  State  Institute  for  the  Study  of  Malignant 
Diseases  at  Buffalo,  with  its  improved  facilities, 
will  continue  to  care  for  patients  to  whom  diag- 
nosis or  treatment  is  not  available  locally  and  to 
examine  specimens  for  diagnosis  in  cases  of  sus- 
pected malignancy.  It  will  serve  also  as  a center 
for  research  into  the  cause,  methods  of  preven- 
tion, and  treatment  of  cancer. 

Another  Major  Feature 

Another  major  feature  of  the  general  program 
will  be  the  promotion  of  tumor  clinics  in  associa- 
tion with  existing  hospitals.  It  is  expected  that 
tumor  clinics  organized  in  association  with  the 
Division  of  Cancer  Control  will  function  as 
teaching  centers  as  well  as  diagnostic  and  thera- 

County 

Albany  County 

A plaque  commemorating  the  medical  and 
philanthropic  work  of  the  late  Dr.  Albert  Vander 
Veer,  and  designed  by  David  Lithgow,  Albany 
artist,  was  unveiled  in  the  main  library  of  the 
Albany  Hospital  on  October  6. 

Dr.  Vander  Veer  was  a former  president  of  the 
Albany  County  and  State  Medical  societies  and 
an  officer  in  numerous  other  medical  bodies. 

Bronx  County 

Dr.  George  Farragut  Raynor,  president  for 
fifteen  years,  until  his  retirement  in  1935,  of  the 
medical  board  of  the  Metropolitan  Hospital  on 
Welfare  Island,  died  on  November  1 at  the 
Flower  Hill  Hospital  after  an  illness  of  two 
months.  He  was  68  years  old  and  lived  at  249 
East  176th  Street,  the  Bronx. 

Dr.  Raynor  was  associate  professor  of  medi- 
cine at  the  Homeopathic  College  and  a former 
president  of  the  New  York  State  Homeopathic 
Medical  Society. 

Dutchess  County 

The  Dutchess  County  Medical  Society  met  on 
November  8 in  Poughkeepsie,  and  heard  an  ad- 
dress by  Dr.  Jesse  Godfrey  M.  Bullowa  on  “The 
Appropriate  Treatment  of  the  Pneumonias, 


Control  Program 

peutic  centers  for  cancer  and  allied  diseases. 
The  aid  to  be  given  these  clinics  may  vary  with 
local  needs  but  experience  indicates  that  in  most 
localities  the  services  of  qualified  cancer  consult- 
ants to  act  in  an  advisory  capacity  is  the  form  of 
aid  most  often  desired  and  requested. 

The  reporting  of  cancer  by  physicians,  hos- 
pitals, and  pathologic  laboratories  will  aid  greatly 
in  the  planning  and  integration  of  the  cancer 
program.  Report  forms  are  being  devised  that 
will  call  for  a minimum  of  information  of  the  kind 
that  every  physician  usually  has  in  his  office 
records.  In  order  to  allow  ample  time  for  organ- 
ization of  the  required  personnel,  it  is  thought 
wise  not  to  ask  physicians  to  report  their  cases 
until  January  1,  1940.  Prior  to  that  date,  com- 
plete information  in  regard  to  reporting  will  be 
sent  to  them  by  letter. 

A Strong  Advisory  Committee 

A cancer  advisory  committee  has  been  ap- 
pointed by  the  State  Commissioner  of  Health  to 
assist  the  Division  of  Cancer  Control  in  outlining 
policies  and  to  make  available  the  benefit  of  their 
specialized  knowledge  and  broad  experience  in 
various  phases  of  clinical  and  laboratory  cancer. 
The  committee  consists  of  Dr.  J.  S.  Cunningham, 
dean,  Albany  Medical  College,  Albany;  Dr. 
James  Ewing,  director,  Memorial  Hospital,  New 
York  City;  Dr.  Thomas  P.  Farmer,  chairman, 
Council  Committee  on  Public  Health  and  Educa- 
tion, Medical  Society  of  the  State  of  New  York, 
Syracuse;  Dr.  J.  J.  Morton,  surgeon-in-chief, 
Strong  Memorial  Hospital,  Rochester;  and  Dr. 
Francis  Carter  Wood,  professor  of  cancer  re- 
search, Columbia  University,  New  York  City. 

It  is  believed  that  by  full  cooperation  in  this 
program  the  medical  profession  of  the  state  may 
assume  a leading  place  in  the  control  of  cancer. 

News 

Serum  & Drug  Therapy.” — Reported  by  H.  P. 
Carpenter,  M.D.,  Secretary. 

Herkimer  County 

The  annual  meeting  of  the  Herkimer  County 
Medical  Society  and  election  of  officers  will  be 
held  at  the  Mohawk  Valley  Club  at  Little  Falls 
on  December  12.  The  Welfare  Committee  will 
report  on  the  proposed  change  in  fee  schedule. 
At  the  meeting  on  October  10  it  was  voted  to 
support  the  medical  insurance  plan  of  the  Oneida 
County  Society. 

Kings  County 

The  December  stated  meeting  of  the  Medical 
Society  of  the  County  of  Kings  and  Academy  of 
Medicine  of  Brooklyn  will  be  held  on  Tuesday 
evening,  December  19,  at  8:45  p.m. 

A new  treatment  of  allergies,  under  which 
sufferers  from  migraine,  hives,  asthma,  and  angio- 
neurotic edema  remain  on  their  regular  diets, 
was  outlined  before  the  South  Brooklyn  Medical 
Society  by  Dr.  August  A.  Thomen,  formerly  of 
the  New  York  University  Medical  School,  on 
October  19. 

Dr.  Patrick  Chalmers  Jameson,  Brooklyn 
ophthalmologist,  died  on  October  27  in  Long  Is- 
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land  College  Hospital  after  a long  illness.  Dr. 
Jameson,  who  was  72  years  old,  lived  at  139 
Montague  Street,  Brooklyn. 

Dr.  Jameson,  who  was  senior  surgeon  of  the 
Brooklyn  Eye  and  Ear  Hospital  and  secretary  of 
its  board  of  directors,  was  chiefly  responsible 
for  the  hospital’s  new  building  at  29  Greene 
Avenue,  Brooklyn,  opened  in  1930  in  the  face  of 
many  difficulties.  He  had  practiced  in  Brooklyn 
for  more  than  forty-five  years. 

Monroe  County 

The  University  of  Rochester  Medical  School’s 
anemia  research  was  praised  by  Dr.  Kenneth  R. 
McAlpin,  of  New  York,  in  the  concluding  post- 
graduate lecture  of  the  Monroe  County  Medical 
Society  at  the  Rochester  Academy  of  Medicine 
on  October  30. 

Dr.  McAlpin,  anemia  authority  on  the  staff 
of  New  York  Presbyterian  Hospital,  said:  “Per- 
nicious anemia  is  a misnomer,  as  the  disease  now 
responds  splendidly  to  liver  therapy,  a result 
largely  due  to  the  initial  research  done  at  the 
medical  school  here  under  direction  of  Dr.  George 
H.  Whipple,  dean.’’ 

In  the  first  of  a series  of  monthly  public  meet- 
ings on  October  29  at  the  academy,  Dr.  William 
S.  McCann,  professor  of  medicine,  University  of 
Rochester  School  of  Medicine,  declared  the 
individual  practice  of  preventive  medicine  “must 
exist  side  by  side  with  public  health  administra- 
tion, coordinated  but  not  regimented  by  it.” 

Montgomery  County 

The  fourth  and  fifth  lectures  of  the  post- 
graduate course  on  organic  neurology  before  the 
Medical  Society  of  the  County  of  Montgomery 
were  given  on  October  17  and  24  at  the  Elks 
Club  by  Dr.  Wardner  D.  Ayer,  of  Syracuse 
University. 

New  York  County 

Dr.  Daniel  F.  Crowley,  of  the  Bureau  of  Social 
Hygiene  of  the  New  York  City  Health  Depart- 
ment, spoke  on  October  21  at  the  second  of  a 
series  of  lectures  for  physicians  on  the  control  of 
venereal  diseases  held  in  the  Health  Department 
Building,  125  Worth  Street.  Dr.  Crowley  said 
that  last  year  the  serologic  laboratory  of  the 
Health  Department  reported  the  results  of  more 
than  500,000  blood  tests  to  physicians,  clinics, 
and  hospitals,  and  that  this  year  the  laboratory 
would  make  about  100,000  more. 

“Five  thousand  physicians  in  New  York  City 
are  availing  themselves  of  this  Health  Depart- 
ment service  for  their  patients,”  said  Dr.  Crow- 
ley, “as  compared  with  about  100  when  the 
service  was  begun  in  1930,  in  which  year  the 
laboratory  performed  20,000  tests.” 

The  Alumni  Association  of  the  New  York 
University  College  of  Medicine  announces  the 
election  of  the  following  officers  for  1939-1940: 
president,  Dr.  James  W.  Smith;  vice-president. 
Dr.  L.  B.  MacKenzie;  secretary,  Dr.  Phineas 
Bernstein;  committee  on  science  and  education, 
Dr.  Elaine  Ralli,  Dr.  Samuel  Standard,  and 
Dr.  Norman  H.  Jolliffe. 

Dr.  Francis  Washington  Sovak,  authority  on 
gynecology  and  obstetrics  and  member  of  the 
Nobel  Prize  Committee  for  Medicine  in  1935, 
died  on  October  27  after  a short  illness.  He  was 
54  years  old,  lived  at  910  Park  Avenue,  and 


maintained  offices  at  755  Park  Avenue,  in  New 
York  City. 

Dr.  Otto  Rank,  internationally  known  psy- 
chologist and  writer,  who  had  been  associated  for 
twenty  years  with  the  late  Dr.  Sigmund  Freud 
and  who  later  radically  differed  with  the  founder 
of  psychoanalysis,  died  on  October  31  of  a strep- 
tococcic infection  at  the  New  York  Polyclinic 
Hospital  after  a brief  illness. 

Oneida  County 

Cancer  control  was  discussed  by  six  Oneida 
County  physicians  in  a program  on  October  26  in 
the  New  Century  Auditorium  in  Utica  arranged 
by  the  Oneida  County  Medical  Society  and  the 
Oneida  County  Home  Bureau. 

Dr.  Louis  C.  Kress,  director  of  cancer  control 
for  the  State  Health  Department,  was  the  prin- 
cipal speaker.  Dr.  G.  M.  Fisher,  county  chair- 
man for  the  cancer  control  committee,  presided. 

The  other  speakers  were  Dr.  Paul  Gregory,  of 
Rome,  president  of  the  Oneida  County  Medical 
Society;  Dr.  J.  L.  Golly,  of  Rome,  president  of 
the  Utica  Academy  of  Medicine;  and  Dr.  Hyzer 
W.  Jones,  Dr.  William  Hale,  Jr.,  and  Dr.  F.  M. 
Miller,  Sr.,  of  Utica. 

Dr.  Henry  Marbel,  of  Boston,  told  members  of 
the  Utica  Academy  of  Medicine  on  October  19 
that  industrial  medicine,  operative  through  the 
Workmen’s  Compensation  Law,  had  introduced 
a factor  of  great  scientific  importance  to  medical 
practice. 

Dr.  Marble  was  guest  speaker  at  the  first 
meeting  of  the  season  of  the  academy,  discussing 
“Compensation  Insurance  and  Its  Relation  to 
the  Patient,  the  Doctor  and  the  Insurance  Com- 
pany.” 

Onondaga  County 

Dr.  E.  N.  Boudreau  spoke  on  “The  Medical 
and  Social  Challenge  of  Alcoholism,”  and  Dr. 
Wardner  D.  Ayer  opened  discussion  of  the  sub- 
ject at  the  regular  scientific  session  of  the  Onon- 
daga County  Medical  Society  on  November  7 at 
the  Syracuse  University  College  of  Medicine. 

New  officers  of  the  society  were  nominated 
and  action  was  taken  on  applications  for  member- 
ship. A case  report  was  given  by  Dr.  R.  C. 
Schwartz. 

Queens  County 

Dr.  John  B.  D’Albora  addressed  the  Medical 
Society  of  the  County  of  Queens  on  November  3 
on  “Peptic  Ulcer.” 

Saratoga  County 

The  annual  meeting  of  the  Saratoga  County 
Medical  Society  was  held  at  the  Metropolitan 
Life  Insurance  Sanatorium  at  Mount  McGregor 
on  October  25. 

At  the  afternoon  session,  a paper  on  “Syphilis 
in  the  Young  Adult”  was  given  by  Dr.  Webster 
M.  Moriarta,  county  consultant  in  venereal  dis- 
eases. 

The  postgraduate  course,  conducted  by  the 
society  every  Wednesday  in  November,  wel- 
comed as  its  initial  speaker  Dr.  Louis  Conner,  of 
New  York  City.  His  subject  was  “Degenerative 
Forms  of  Heart  Disease,  Hypertension  and 
Arteriosclerosis.  ’ ’ 
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All  sessions  of  the  course,  except  the  first, 
were  on  Wednesday  afternoons  at  the  Saratoga 
Hospital.  The  society  invited  upward  of  250 
physicians  in  the  surrounding  counties  to  par- 
ticipate. Each  session  was  given  over  to  a talk 
by  an  outstanding  man  in  the  profession,  one 
who  had  conducted  considerable  research  and 
was  of  exceptional  ability. 

At  the  conclusion  of  the  annual  meeting  on 
October  25,  the  society  members  were  guests  of 
the  Metropolitan  and  Dr.  William  H.  Ordway 
at  dinner  at  6 : 00  p.m. 

Schenectady  County 

The  regular  meeting  of  the  Schenectady 
County  Medical  Society  was  held  on  November 
7 in  the  library  of  the  Ellis  Hospital. 

The  scientific  program  was  “Roentgenologic 
Skeletal  Changes  in  the  Diseases  of  Infants  and 
Children,”  by  Dr.  Ralph  S.  Bromer,  radiologist 
at  the  Philadelphia  Children’s  Hospital. — 
Reported  by  Joseph  H.  Naumoff,  M.D.,  Secretary. 


Warren  County 

The  Medical  Society  of  the  County  of  Warren 
held  its  annual  fall  meeting  on  October  11  in 
Glens  Falls.  The  following  officers  were  elected 
for  the  ensuing  year:  president.  Dr.  H.  A. 
Bartholomew;  vice-president,  Dr.  H.  F.  Carroll; 
and  secretary -treasurer,  Dr.  Roger  Mitchell. 
Dr.  Morris  Maslon  was  re-elected  delegate  for  a 
period  of  two  years. 

The  speaker  of  the  evening  was  Dr.  Newell  W. 
Philpott,  assistant  obstetrician  and  gynecologist 
of  the  Royal  Victoria  Hospital  in  Montreal. — 
Reported  by  Jesse  S.  Parker,  M.D.,  Ex-Secretary. 

Dr.  Russell  L.  Cecil,  professor  of  clinical 
medicine  in  Cornell  University  School  of  Medi- 
cine, was  guest  speaker  at  the  first  fall  meeting 
of  the  Glens  Falls  Academy  of  Medicine,  Thurs- 
day, October  26,  in  the  Crandall  Library.  He 
discussed  “The  Problems  of  Pneumonia  in  New 
York  State,”  with  special  reference  to  the  use  of 
sulfapyridine. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Frederick  G.  Brathwaite 

71 

P.  & S.  N.  Y. 

October  30 

Manhattan  and 
Stamford,  Conn. 

Avery  K.  Brodie 

67 

Buffalo 

October  4 

Derby 

James  W.  Cassell 

76 

Bellevue 

November  4 

Manhattan 

Ignatius  Colletti-Reina 

68 

Palermo 

October  29 

Manhattan 

Benjamin  B.  Eichner 

46 

P.  & S.  N.  Y. 

November  6 

Manhattan 

Livingston  Farrand 

72 

P.  & S.  N.  Y. 

November  8 

Brewster 

Karl  Fischel 

62 

Vienna 

October  29 

Saranac  Lake 

Theodore  G.  Gaskins 

35 

Virginia 

October  30 

Mt.  Vernon 

Nicholas  T.  Grace 

33 

L.  I.  C.  Med. 

November  9 

Brooklyn 

P.  Chalmers  Jameson 

72 

L.  I.  C.  Hosp. 

October  27 

Brooklyn 

James  E.  Mansfield 

69 

Dartmouth 

In  July 

Oswego 

John  H.  Martin 

86 

N.  Y.  U. 

October  4 

Binghamton 

H.  Leo  Moskowitz 

50 

U.  & Bell. 

October  31 

Manhattan 

Alice  Z.  Patterson  Murphy 

64 

Boston 

August  21 

Flushing 

George  F.  Raynor 

68 

N.  Y.  Horn. 

November  1 

Bronx 

Max  J.  Schwerd 

76 

P.  & S.  N.  Y. 

November  8 

Great  Kills  and 
Prince  Bay 

Frank  Shapiro 

52 

L.  I.  C.  Hosp. 

October  27 

Bronx 

Francis  W.  Sovak 

54 

U.  & Bell. 

October  27 

Manhattan 

Frank  J.  Weigand 

60 

L.  I.  C.  Hosp. 

October  29 

Richmond  Hill 

Knowledge  that  drops  into  one’s  lap  like  a 
ripe  apple  seldom  arouses  enthusiasm  or  zest. 
The  discovery  of  new  knowledge,  however  trivial, 
thrills.  Most  of  the  science  we  learn  today  repre- 
sents the  accumulation  of  discoveries  pains- 
takingly explored  by  pioneers.  In  accepting  it, 
we  seldom  give  thought  to  the  laborious  search- 
ings, the  discouraging  pursuits  of  blind  trails, 
the  disdain,  even  persecution,  suffered  by  those 


who  announced  the  discovery  of  facts  that  were 
contrary  to  traditional  belief.  Yet,  each  scout 
of  science  who  helped  blaze  the  trail  made  it 
easier  for  the  next  explorer.  Some  left  no 
landmarks.  Others  established  temporary  sta- 
tions, long  since  forgotten.  A few  built  bridges 
of  theory  that  enabled  other  explorers  to  reach 
new  facts. 

— H.  E.  Kleinschmidt,  M.D. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


For  every  county  medical  society  in  New  York 
State  an  auxiliary!  A startling  fact  to  be 
able  to  publish.  At  the  present  writing,  how- 
ever, it  is  mere  fiction,  although  a dream  and  a 
goal  toward  which  we  strive.  This  year,  al- 
ready, the  Auxiliary  has  been  strengthened  by 
the  addition  of  five  new  counties.  Surely  there 
are  others  interested,  and  we  hope  to  have  the 
pleasure  of  welcoming  them  soon  to  the  state 
organization. 


Mrs.  Bullard,  our  capable  chairman  of  organi- 
zation, will  be  glad  to  visit  any  county  medical 
society  or  meet  with  any  group  from  the  society 
to  give  information  concerning  the  Auxiliary  or 
to  organize  an  auxiliary  for  the  county.  Any 
medical  society  may  have  this  service  free  from 
expense  or  obligation.  Write  to  Mrs.  Thomas 
C.  Bullard,  103  Church  Street,  Schuylerville, 
New  York,  for  full  information  concerning  the 
organization  of  an  auxiliary  in  your  county. 


County  News 


Kings  County 

At  the  regular  November  meeting  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  County  of  Kings,  Miss  Caroline  Hood,  of 
Rockefeller  Center,  gave  an  interesting  illus- 
trated lecture,  “Life  Behind  the  Scenes  at  the 
Center.”  Mrs.  Adolf  Fardelmann  gave  a book 
report  on  Next  to  Valor  by  John  Jennings.  The 
meeting  closed  with  a social  hour. 

Nassau  County 

The  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  Nassau  County  held  the  October  meet- 
ing in  conjunction  with  the  Nassau  County 
Cancer  Control  Committee.  Luncheon  at  the 
Garden  City  Hotel  preceded  the  meeting.  On 
the  committee  with  our  president,  Mrs.  Luther 
Kice,  were  Mrs.  Walter  Loebmann,  Nassau 
County  representative  of  the  Federation  of 
Women’s  Clubs;  Mrs.  T.  G.  Armstrong,  presi- 
dent of  the  Nassau  County  Public  Health 
Nursing  Council;  Mrs.  Franklin  S.  Coons, 
president  of  Nassau-Suffolk  Mother’s  Center; 
Mrs.  Nathaniel  Robin,  chairman  of  the  Public 
Health  Committee  of  Nassau  County  Auxiliary; 
Mrs.  Henry  P.  Davison,  one  of  the  founders  of 
Nassau  County  Cancer  Committee;  and  Dr. 
Shealy,  head  of  the  National  Institute  of  Cancer 
in  Washington. 

The  speakers  at  the  luncheon  meeting  were 
Dr.  Arthur  Martin,  former  chairman  of  Nassau 
County  Cancer  Committee;  Dr.  Earle  G.  Brown, 
the  capable  Health  Commissioner  of  Nassau 
County;  and  Dr.  John  M.  Swan,  secretary  of  the 
New  York  State  Committee  on  Cancer  Control, 
and  chairman  of  the  Cancer  Committee  of  the 
State  Lion’s  Club. 

About  150  women  from  Nassau  County 
attended  the  afternoon  meeting.  Dr.  Richard 
Derby,  chairman  of  the  Nassau  County  Cancer 
Committee,  introduced  the  speakers:  Dr.  Louis 
C.  Kress,  director  of  the  Division  of  Cancer 
Control  of  the  New  York  State  Department  of 
Health,  who  showed  lantern  slides;  and  Dr. 
Norman  Treves,  consultant  at  Meadow  Brook 
Tumor  Clinic,  who  talked  on  cancer  of  the 
breast. 

In  addition  to  the  speaking,  a March  of  Time 
film  on  cancer  control  was  shown. 


The  November  meeting  was  held  with  the 
second  district  branch  of  the  Medical  Society 
at  Garden  City  Hotel.  Dr.  Joseph  Lawrence, 
executive  officer  of  the  Medical  Society  of  New 
York  State,  was  the  guest  speaker.  Four  coun- 
ties were  represented:  Nassau,  Queens,  Kings, 
and  Suffolk. 

Onondaga  County 

At  the  November  meeting  of  the  Woman’s 
Auxiliary  to  the  Onondaga  County  Medical 
Society,  Miss  Ellen  Buell  spoke  on  "Public 
Health  Nursing.”  After  the  meeting  a social 
hour  was  enjoyed. 

Oswego  County 

The  annual  dinner-meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  County 
of  Oswego  was  held  in  October  at  the  Hotel 
Pontiac.  The  following  officers  were  elected: 
Mrs.  John  L.  H.  Mason,  president;  Mrs.  F.  E. 
Fox  and  Mrs.  F.  L.  Carroll,  vice-presidents; 
Mrs.  W.  McD.  Halsey,  treasurer;  Mrs.  Anthony 
J.  Cincotta,  assistant  treasurer;  Mrs.  Harold 
J.  Latulip,  recording  secretary;  Mrs.  A.  B. 
Thompson,  corresponding  secretary;  and  Mrs. 
Harold  F.  McGovern,  assistant  corresponding 
secretary. 

Plans  were  made  for  the  year’s  work,  which 
will  include  continuation  of  a campaign  against 
syphilis  and  for  immunization  against  diphtheria 
for  school  children. 

Members  of  the  auxiliary  joined  the  members 
of  the  medical  society  to  hear  the  after-dinner 
talks  given  by  Dr.  Eldridge  H.  Campbell,  pro- 
fessor of  surgery  in  Johns  Hopkins  University 
and  Dr.  Stanley  Alderson,  assistant  surgeon  in 
Albany  City  Hospital. 

Schenectady  County 

At  the  October  meeting  of  the  Woman’s 
Auxiliary  to  the  Schenectady  County  Medical 
Society,  Sergeant  Russell  of. the  State  Police 
spoke  on  “Finger  Printing  and  Its  Relation  to 
Crime.”  A social  horn:  was  enjoyed  after  the 
meeting.  Early  in  November  a bridge-luncheon 
was  held  at  Newman’s  Lake  House,  Saratoga 
Lake,  the  proceeds  from  which  were  contributed 
to  the  Physicians’  Home. 
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Malpractice — Plaintiff’s  Burden  of  Proof 

A case  decided  a few  months  ago  in  one  of 
the  midwestern  states  shows  the  rigid  rule  of 
proof  required  to  establish  a cause  of  action 
against  a physician  in  a certain  type  of  case, 
namely,  when  an  unusual  result  follows  treat- 
ment properly  administered.* 

The  plaintiff  in  the  case  was  one  C.,  an  elderly 
woman  who  was  afflicted  with  an  incipient  cata- 
ract of  her  right  eye.  She  came  for  treatment 
to  a clinic  conducted  by  certain  physicians  and 
there  she  was  treated  by  a Dr.  W.,  associated 
with  the  clinic  as  an  eye  specialist.  The  treat- 
ment administered  included  the  injection  under 
the  conjunctiva  of  the  affected  eye  of  5 drops 
of  a solution  of  oxycyanide  of  mercury.  It 
appears  that  the  solution  consisted  of  a strength 
of  one  to  ten  thousand.  The  purpose  of  the 
injection  was  to  cause  an  irritation  or  inflamma- 
tion of  a sort  which  would  cause  a stimulation 
of  circulation  in  the  eye  in  order  to  arrest  the 
development  of  the  cataract. 

A week  after  the  injection  an  excessive  reaction 
in  C.’s  eye  was  noted  by  Dr.  W.  and  he  treated 
the  condition  on  various  occasions  for  a period 
of  about  two  months.  She  later  went  to  a 
Dr.  B.,  another  eye  specialist,  who  diagnosed  a 
condition  of  chronic  inflammation  and  treated 
it  over  an  additional  period  of  four  months. 

The  patient  instituted  a malpractice  action 
against  Dr.  W.  and  certain  other  physicians 
associated  with  the  clinic  to  recover  damages 
alleged  as  a result  of  claimed  improper  treatment. 

On  the  trial  there  was  no  question  raised  as  to 
the  skill  or  ability  of  Dr.  W.  and  there  was  no 
evidence  to  show  that  the  solution  used  was 
other  than  compounded  and  dispensed  properly 
for  the  purpose  for  which  it  was  used.  It  ap- 
peared that  the  solution  was  kept  in  a bottle 
having  a rubber  cork  through  which  a hypo- 
dermic needle  was  thrust.  The  same  bottle, 
according  to  the  testimony,  had  been  used  in 
connection  with  injections  into  the  eyes  of  at 
least  twenty  persons,  but  of  these  persons  so 
treated  there  seems  to  have  been  unusual  re- 
actions in  the  treated  eyes  of  two  persons  other 
than  the  plaintiff. 

The  plaintiff  upon  the  trial  called  two  medical 
witnesses,  one  of  whom  gave  no  opinion  with 
respect  to  the  treatment  complained  of,  he  not 
being  an  eye  specialist,  and  the  other  of  whom 
was  Dr.  B.  who  subsequently  treated  C.  Dr. 
B.’s  testimony  included  a recital  of  the  care  he 
had  rendered.  He  stated  that  while  in  his 
practice  he  did  not  use  the  methods  followed 
by  Dr.  W.,  it  was  good  standard  practice  among 
eye  specialists  to  so  use  oxycyanide  of  mercury. 

Defendant  called  certain  eye  specialists  as  his 
expert  witnesses,  and  they  gave  as  their  opinion 


that  the  injection  of  the  solution  used  was  “good 
standard  practice  of  eye  specialists.”  They 
gave  the  opinion  that  a safe  dose  of  the  solution 
used  could  be  up  to  15  or  20  drops,  three  or  four 
times  that  used  in  the  case  in  question.  Their 
explanation  of  the  untoward  result  was  that  the 
plaintiff’s  reaction  had  either  been  caused  by 
some  focal  infection  in  her  body  or  by  her  super- 
sensitivity to  the  drug. 

The  plaintiff,  however,  in  addition  to  the  proof 
of  bad  results  following  treatment,  introduced 
proof  of  an  admission  alleged  to  have  been  made 
in  her  presence,  and  in  the  presence  of  another 
woman,  by  Dr.  W.  that  he  had  injected  too 
much  of  the  solution.  Plaintiff  also  emphasized 
the  fact  that  Dr.  W.  admitted  in  his  testimony 
that  another  patient  had  had  a reaction  equal 
to  that  of  plaintiff.  On  the  other  hand,  the 
defendant,  Dr.  W.,  denied  admitting  the  ad- 
ministration of  too  much  of  the  solution. 

With  the  proof  substantially  as  summarized 
above,  the  trial  Court  submitted  the  case  to  the 
jury  and  a verdict  of  $3,000  was  rendered  in  favor 
of  the  plaintiff. 

The  defendants  appealed  to  the  Supreme 
Court  of  the  state,  contending  that  the  plaintiff 
had  failed  to  establish  her  cause  of  action. 
That  Court  reversed  the  judgment  appealed 
from  and  ordered  a new  trial  of  the  case.  In  so 
ruling  the  Appellate  Court  commented  upon  the 
case  in  part  as  follows : 

“Common  experience  teaches  that  whether  a 
drug  is  injected  into  the  tissues  or  the  blood 
stream,  or  taken  internally,  the  reaction  is  not 
the  same  in  all  persons  of  the  same  age  or  ap- 
parent same  condition,  and,  even  as  to  the  same 
person,  it  varies  greatly  at  times,  depending 
upon  the  physical  or  mental  condition  of  the 
patient.  ... 

“There  are  no  facts  proven  in  this  case  from 
which  the  jury  without  the  aid  of  expert  medical 
testimony  could  find  malpractice  in  the  treat- 
ment of  plaintiff’s  eye.  . . . 

“Courts  rightly  scrutinize  the  evidence  in 
malpractice  cases  to  ascertain  whether  there  is 
proof  sufficiently  pointing  to  negligence  or  lack 
of  requisite  care  and  skill  of  the  doctor  as  the 
cause  of  the  alleged  injury,  so  that  the  basis  for 
the  verdict  be  not  a mere  conjecture  or  guess.  . . . 

“Of  course,  we  do  not  overlook  the  fact  that 
there  is  no  dispute  that  the  origin  or  start  of  the 
irritation  or  inflammation  which  Dr.  B.  found 
and  which  still  persisted  at  the  time  of  the  trial 
came  from  the  injection  that  Dr.  W.  made 
September  9,  1937.  But  that  does  not  prove  or 
tend  to  prove  negligence,  for  all  the  experts  agree 
that  starting  an  irritation  in  the  eye  to  stimulate 
circulation  is  the  standard  practice  in  the  treat- 
ment of  incipient  cataract.  What  causes  the 
inflammation  to  persist  is  unknown  to  the 
medical  experts.  As  we  read  Dr.  B.’s  testi- 


* Cassidy  V.  McLaughlin,  285  N.  W.  889. 
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mony,  plaintiff’s  only  eye  specialist,  he  does  not 
venture  any  opinion  that  attributes  the  pro- 
longed persistence  of  the  irritation  in  plaintiff’s 
right  eye  to  any  fault,  want  of  skill,  or  negligence 
of  defendants  or  any  of  them.” 


Alleged  Improper  Administration  of 
Barbiturates 

In  July,  1935,  a young  man  complaining  of 
general  fatigue,  depression,  and  extreme  nervous- 
ness as  a result  of  financial  strain  and  business 
reverses  consulted  his  physician,  a specialist  in 
internal  medicine. 

An  examination  by  the  physician  demonstrated 
that  this  patient  was  in  good  physical  condition 
but  was  extremely  nervous  and  depressed.  The 
physician  suggested  that  the  patient  go  to  a 
sanitarium  for  a rest.  The  patient  demurred  to 
this  and  the  physician  thereupon  gave  him  a 
prescription  for  a sedative  with  a barbiturate 
base.  A few  days  after  this  visit  the  patient 
again  visited  the  physician  and  stated  his  willing- 
ness to  go  to  a metropolitan  sanitarium  for  a 
rest.  The  patient  was  duly  admitted  to  a sani- 
tarium and  while  there  was  given  substantially 
the  same  type  of  medication  as  had  been  pre- 
viously prescribed  for  him. 

About  two  days  after  his  admission  to  the 
sanitarium,  he  became  so  agitated,  noisy,  and 
boisterous  that  the  authorities  there  communi- 
cated with  the  police,  who  after  seeing  the 
patient  called  for  an  ambulance  which  took  him 
to  the  psychopathic  ward  at  Bellevue.  Upon 
his  admission  to  the  psychopathic  ward  all 
medication  was  discontinued.  The  patient’s 
condition  improved  and  he  was  discharged 
about  three  weeks  later.  Subsequent  to  his  dis- 
charge he  again  visited  the  office  of  his  doctor, 
who  again  prescribed  barbiturate  sedatives  for 
him. 

His  condition  from  August  to  December  re- 
mained about  the  same  and  in  December  at  the 


suggestion  of  the  doctor  he  went  to  a mental 
institution  as  a voluntary  patient.  He  remained 
in  the  mental  institution  for  approximately  six 
weeks  and  upon  his  return  again  visited  the 
office  of  his  physician.  At  that  time  his  physi- 
cian called  in  a psychiatrist  in  consultation  and 
arrangements  were  made  to  have  the  patient 
taken  over  by  the  psychiatrist  for  psychiatric 
treatment. 

Shortly  after  he  changed  physicians  the  pa- 
tient brought  a malpractice  action  against  his 
doctor.  Two  charges  were  made:  (1)  that  the 
doctor  departed  from  proper  practice  in  pre- 
scribing barbiturates  to  this  patient  after  it  had 
been  demonstrated  that  the  reaction  of  this  drug 
was  unfavorable,  and  (2)  that  without  the  pa- 
tient’s consent  or  permission  he  was  placed  in 
the  second-named  sanitarium. 

The  case  came  on  for  trial  before  the  Court 
and  jury  and  in  support  of  his  contention 
that  barbiturates  affected  him  deleteriously,  he 
showed  that  during  the  time  he  was  in  the 
psychiatric  ward  at  Bellevue  no  barbiturates  of 
any  kind  were  given  and  that  his  condition 
without  these  barbiturates  had  improved.  He 
also  showed  that  subsequent  to  his  discharge 
from  Bellevue  he  was  again  under  the  influence 
of  these  drugs  and  again  became  excited,  irra- 
tional, and  difficult  to  handle.  These  charges 
were  substantiated  by  the  psychiatrist  brought 
in  by  the  doctor.  He  testified  that  the  bar- 
biturates given  were  contraindicated  in  this 
patient’s  case  and  further  that  they  were  re- 
sponsible for  the  mental  aberrations  which 
necessitated  his  removal  to  Bellevue. 

In  the  defense  of  the  case  testimony  was  pre- 
sented to  establish  that  this  patient  suffered 
from  manic-depressive  psychosis,  and  medical 
testimony  to  the  effect  that  this  psychosis  could 
not  have  been  caused  by  the  barbiturates  pre- 
scribed by  the  defendant. 

These  issues  were  thereupon  submitted  to  a 
jury  and  after  deliberation  a verdict  was  returned 
in  favor  of  the  defendant,  thereby  exonerating 
him  from  these  charges. 


COUNTY  MEDICAL  SOCIETIES  AND  THE  WAGNER  BILL 


Every  one  of  the  two  thousand  or  more  of  the 
county  medical  societies  should  devote  at  least 
one  or  more  of  the  fall  and  winter  monthly 
meetings  to  a joint  session  of  doctors,  dentists, 
druggists,  and  allied  professions  together  with 
members  of  the  legal  profession  and  the  ministry, 
says  the  Illinois  J.  M. 

At  a conference  of  this  kind,  problems  of  com- 
mon interest  can  be  properly  discussed.  There 
is  no  question  but  what  there  is  a movement  on 
foot  to  make  all  scientific  vocations  bow  to 
government  paternalism.  It  is  time  for  all  the 
allied  interests  to  get  together  and  formulate 
plans  to  prevent  regimentation,  not  only  the 
medical,  but  all  of  the  professions,  it  urges. 

There  is  only  one  answer,  so  far  as  the  doctors 
are  concerned,  to  the  Wagner  bill,  and  that  is 
“No!”  We  cannot  depend  upon  the  politicians 
to  sponsor  our  cause  in  legislative  halls.  The 
rank  and  file  will  have  to  make  whatever  effort 
is  made  to  head  off  the  attempted  regimentation 


which  is  sweeping  the  country  like  a cyclone. 

The  rank  and  file,  which  make  up  the  member- 
ship of  over  two  thousand  component  medical 
societies  throughout  the  nation,  seem  to  feel  that 
the  officers  of  their  respective  county,  state,  and 
national  organizations  have  been  elected  to  do 
the  job  of  fighting  the  aggression  of  bureaucratic 
control  of  everything  and  everybody.  This 
impression  is  dead  wrong  and  impossible  of  ac- 
complishments. 

No  army  of  generals  ever  won  a battle,  de- 
clares the  Illinois  editor.  It  is  the  soldiers  in  the 
ranks  who  do  the  actual  fighting.  The  officers  of 
your  county,  state,  and  national  organizations 
can  provide  the  ammunition  and  formulate 
strategy  and  certain  technics  needed  for  victory. 
But  the  power  to  win  or  the  lethargy  and  laziness, 
which  means  defeat,  rest  entirely  upon  the  forti- 
tude and  alertness  engendered  by  the  personnel 
that  makes  up  the  component  county  and  respec- 
tive state  societies. 


Hospital  News 


London  Hospitals  in  War  Time 

The  great  teaching  hospitals  of  London  have 
adapted  themselves  to  the  war  crisis  with  a 
speed  and  genius  for  improvisation  that  amazes 
everyone,  but,  as  the  British  Medical  Journal 
says,  it  is  really  the  outcome  of  long  forethought 
and  planning.  At  the  very  outbreak  of  the  war, 
enough  patients  were  moved  to  outside  hospitals 
or  to  their  homes  to  provide  200,000  beds  ready 
for  civilian  air-raid  victims,  and  this  number  is 
being  steadily  maintained. 

First-aid  posts,  both  fixed  and  mobile,  have 
been  established  and  equipped.  The  emergency 
ambulances  have  been  assembled  and  fitted  up. 
Motor  coaches  in  the  provinces  as  well  as  in  Lon- 
don have  been  converted  for  use  as  inter-hospital 
ambulances.  The  full  complement  of  casualty 
evacuation  trains  for  civilian  cases  has  been 
assembled  and  staffed  and  provided  with  medical 
equipment.  Some  shortage  of  extra  beds,  bed- 
ding, dressings,  and  surgical  equipment  has  been 
reported  from  a number  of  places,  but  is  being 
met  as  rapidly  as  possible  by  accelerating  the  de- 
livery of  goods  on  order,  by  the  diversion  of  sup- 
plies from  places  more  favorably  situated,  and  by 
placing  fresh  orders.  In  particular,  surgical 
instruments  are  being  delivered  in  considerable 
numbers  and  others  obtained  on  loan  from  hos- 
pitals and  surgeons  having  a surplus  available. 

Note  of  Quiet  Preparedness 

Everywhere  the  note  of  quiet  preparedness  is 
struck,  we  are  told.  The  buildings  of  the  hos- 
pitals are  in  some  cases  modern,  and  even,  as  at 
the  new  Westminster,  influenced  by  war  experi- 
ence and  anticipations,  but  more  often  they  are  old 
and  rambling,  and  there  is  all  the  more  credit  to 
those  concerned  that  they  should  have  been  made 
as  proof  against  air  warfare  as  steel  girders  and 
sandbagging  and  other  measures  can  make  them. 
Earlier  in  the  present  year  the  Ministry  of  Health 
issued  a memorandum  on  structural  and  other 
modifications  against  air-raid  risks  in  hospitals, 
and  the  advice  given  has  proved  most  valuable. 

But  apart  from  structural  alterations,  the  new 
demands  have  meant  an  upheaval  and  dispersion 
enough  to  wring  the  heart  of  any  hospital  ad- 
ministrator. From  the  London  Hospital,  for 
example,  it  seems,  equipment  to  the  value  of 
£40,000  has  been  transferred  to  the  hospitals  in 
the  two  sectors  which  radiate  from  it.  The  staff 
has  also  been  split  up,  and  450  nurses  have  gone 
from  the  hospital  to  other  institutions. 

Very  generally  the  in-town  hospitals  have 
“come  downstairs,”  and  basements  and  semi- 
basements which  were  formerly  disregarded  have 
been  found  to  have  a considerable  use  and  now 
house  the  principal  departments  of  the  hospital. 
Here  a degree  of  safety  is  afforded  which  en- 
ables the  work  of  the  hospital  to  proceed,  if  not 
in  peace,  at  all  events  in  quietness. 

At  St.  Bartholomew’s  the  former  x-ray  rooms 
and  cardiographic  room,  which  were  in  the  semi- 
basement, also  the  canteen  and  the  hospital 
printing  department,  have  been  converted  into 
theaters  for  major  and  minor  operations,  prepara- 
tion and  service  rooms,  stores  for  medical  and 


surgical  supplies,  and  small  emergency  wards. 
In  one  part  of  the  grounds  entirely  below  the 
surface,  the  ear,  nose,  and  throat  operating 
theater  has  been  reconstructed. 

A labyrinth  of  vaults  under  the  anatomic  de- 
partment has  been  cleared,  reinforced,  and  made 
into  shelters.  One  interesting  construction  at 
St.  Bartholomew’s  is  a special  one-way  ambu- 
lance road,  together  with  a ramp  for  walking  or 
stretcher  cases,  to  facilitate  speed  in  reception. 
At  Guy’s  there  are  two  emergency  operating 
theaters  in  the  basement,  heavily  protected  and 
air-conditioned.  Charing  Cross  has  two  operat- 
ing theaters  on  the  ground  floor. 

Day  and  Night  Shifts 

The  medical  staff  at  St.  Bartholomew’s  is 
working  in  three  eight-hour  shifts,  the  nurses  in 
twelve-hour  shifts.  There  are  three  teams  of 
physicians,  surgeons,  qualified  assistants,  and 
student  assistants,  with  A.R.P.  (Air-Raid  Pre- 
caution) workers  and  ambulance  men  standing  by. 
Guy’s  also  has  a triplicate  arrangement — one 
staff  on  duty,  one  on  call,  and  the  third  off 
duty. 

On  an  air-raid  warning  being  given,  the  staff 
on  duty  go  straight  to  their  prearranged  posts, 
the  staff  on  call  take  what  shelter  they  can  in  the 
hospital  precincts,  and  the  staff  off  duty  are  not 
required  to  go  to  the  hospital.  Guy’s  has  its 
own  decontamination  squad,  but  it  is  only  pre- 
pared to  deal  with  both  gassed  and  wounded. 
As  a casualty  receiving  station  it  deals  in  an  air 
raid  with  ambulance  and  stretcher  cases,  no 
walking  wounded  being  admitted ; for  these  there 
is  available  on  or  near  the  premises  the  first-aid 
station  of  the  local  authority.  Guy’s  is  making 
no  distinction  between  ordinary  sick  and  casu- 
alties— that  is  to  say,  if  sick  require  admission 
they  are  taken  in,  but  they  are  evacuated  as  soon 
as  possible  to  the  outer  hospitals.  At  present  the 
accommodation  is  135  beds  for  the  ordinary  sick 
— only  about  one-third  of  these  are  occupied  at 
the  moment — and  200  for  casualties. 

This  is  not  the  time,  remarks  the  British  Medi- 
cal Journal,  to  add  up  the  bill  of  costs  which  this 
immense  hospital  change-over  has  entailed.  The 
house  governor  of  one  hospital  reports  that 
£8,000  has  been  spent  on  emergency  theaters, 
emergency  lighting  and  darkening,  and  other 
such  work,  and  that,  of  course,  is  only  one  rela- 
tively small  item.  The  tremendous  interruption 
of  ordinary  hospital  work  has  been  a dishearten- 
ing matter,  but  everyone  seems  to  have  risen  to 
an  unprecedented  occasion,  efficiency  and  good 
humor  everywhere  obtain,  and,  above  all,  a sense 
of  readiness  for  any  demand  that  the  times  may 
bring. 


Newsy  Notes 

“Frozen  Sleep”  for  Cancer 

“Hibernation”  is  another  name  used  for  the 
cancer  treatment  being  given  to  several  patients 
in  the  Lenox  Hill  Hospital,  New  York  City.  As 
described  in  the  New  York  newspapers,  from  an 
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announcement  by  Superintendent  John  H. 
Hayes,  the  treatment  originated  and  developed 
at  Temple  University  in  Philadelphia,  will  be 
studied  for  at  least  two  years  at  Lenox  Hill. 

The  superintendent  said  that  a special  ‘‘hiber- 
nation” room,  insulated  from  the  rest  of  the  hos- 
pital, has  been  constructed  and  equipped.  The 
funds  have  been  provided  by  an  anonymous 
woman,  the  Amidon  Fund  of  the  hospital,  and 
the  Metropolitan  Life  Insurance  Company.  A 
committee  representing  the  different  medical 
specialties  will  contribute  its  time  and  service 
during  the  investigation  to  survey  the  scope, 
possibilities,  and  limitations  of  the  method.  Its 
members  will  select  the  patients  and  conduct  the 
investigation. 

The  method  was  devised  by  Dr.  Temple  Fay 
and  Dr.  Lawrence  W.  Smith,  of  Temple  Univer- 
sity. The  treatment  induces  in  the  patient  a 
condition  akin  to  the  hibernation  of  animals. 

Results  observed  in  Philadelphia  and  elsewhere 
indicate  that  some  patients  have  been  given  con- 
siderable relief  from  pain,  but  physicians  agree 
that  at  least  another  five  years  of  investigation 
must  be  made  before  the  treatment’s  value  can 
be  estimated.  During  the  treatment  the  patient 
actually  simulates  a hibernating  animal. 

In  the  general  method  of  cooling,  the  patient 
is  first  put  to  sleep  with  sedatives  while  still  in 
his  ward.  While  unconscious,  he  is  moved  to 
the  special  air-conditioned  room  for  the  rest  of 
the  treatment.  For  a brief  time  his  tempera- 
ture is  reduced  from  normal,  98.6  F.,  to  91  F.  by 
packing  the  body — but  not  the  extremities — in 
ice.  When  the  patient’s  temperature  reaches 
91  F.  the  ice  is  removed.  Experience  shows  that 
the  patient’s  temperature  will  continue  to  drop 
for  a while  until  it  reaches  88  F.  or  89  F.  It  gen- 
erally takes  a patient  about  five  hours  to 
"emerge,”  or  come  back  to  normal. 

Treatments  and  observations  of  the  Lenox  Hill 
patients  will  last  from  one  and  one-half  to  five 
days.  The  first  treatment  will  be  for  thirty-six 
hours  in  the  air-conditioned  room,  following 
which  the  patient  will  be  returned  to  his  ward  for 
observation.  After  two  or  three  days  he  will  go 
back  to  the  refrigeration  room  for  a second  treat- 
ment, this  one  for  seventy-two  hours.  The  third 
treatment  covers  a period  of  from  ninety-six 
hours  to  five  or  more  days. 

The  Lenox  Hill  refrigeration  room  will  be  kept 
at  a temperature  of  58  to  65  degrees.  Every 
possible  safeguard  will  be  taken  in  the  care  of 
the  patients.  Nurses,  assigned  to  the  special 
room  in  four-hour  shifts  throughout  the  day,  will 
keep  constant  records  of  each  patient's  tempera- 
ture, pulse,  and  respiration. 

Lenox  Hill  patients,  chosen  from  a long  list  of 
applicants,  will  be  treated  two  at  a time.  The 
hospital,  while  assured  of  at  least  two  years’ 
work,  hopes  that  the  investigation  can  be  car- 
ried on  for  the  full  five-year  period  necessary. 


Striking  Rise  of  Hospital  Standards 

Hospitals  all  around  the  state  are  being  con- 
gratulated on  their  inclusion  in  the  new  list  ap- 
proved by  the  American  College  of  Surgeons.  A 
number  are  in  for  the  first  time,  and  appear 
among  the  2,720  thus  honored  in  the  United 
States  and  Canada,  as  announced  at  the  twenty- 
second  annual  Hospitalization  Standardization 


Conference  in  Philadelphia  in  October  by  Dr. 
George  Crile,  of  Cleveland,  chairman  of  the 
Board  of  Regents  of  the  College.  Dr.  Crile,  in 
making  the  announcement,  said : 

"On  the  first  List  of  Approved  Hospitals  of  the 
American  College  of  Surgeons  twenty-two  years 
ago,  the  names  of  only  eighty-nine  hospitals 
appeared.  The  balance  of  the  approved  hospi- 
tals have  in  that  relatively  short  interval  earned 
a right  to  appear  and  to  be  retained  on  the  Ap- 
proved List. 

"Even  those  originally  approved  which  still 
appear  on  the  list  have  had  to  strive  for  better- 
ment in  order  to  meet  enlarged  conceptions  of  the 
Minimum  Standard  requirements  in  the  light  of 
mechanical  and  scientific  progress. 

"Behind  the  statistics  has  been  a powerful  im- 
pulse to  improvement  engendered  by  hospital 
standardization  and  this  impulse  has  been  shared 
by  a great  many  hospitals  that  have  not  yet  won 
approval.  They  are  working  zealously  to  over- 
come difficulties,  and  they  will  succeed  in  doing 
so  if  the  public  gives  them  the  support  that  it 
should  in  view  of  the  benefits  that  it  will  derive. 

“One  out  of  every  fourteen  persons  in  a com- 
munity, on  the  average,  is  a patient  in  a hospital 
each  year.  Does  it  not  therefore  behoove  the 
public  to  encourage  adequate  care  of  these 
patients,  and  also  to  cooperate  with  the  hospital 
in  health  conservation  efforts? 

“Medical  science,  solicitous  for  the  welfare  of 
the  patient,  has  set  a high  standard  of  approval 
for  hospital  service;  equally  solicitous,  and  de- 
manding equally  high  standards,  should  be  every 
enlightened  community.” 


Bellevue’s  “Flying  Squad”  Tries  Its  Wings 

The  organization  of  an  “emergency  flying 
squad”  at  Bellevue  Hospital,  New  York  City, 
was  recently  described  in  these  pages.  It  had  its 
first  tryout  on  October  10.  Its  principal  vehicle 
was  an  old  bus,  which  had  last  seen  service  carting 
children  between  clinics,  fitted  as  a hospital  on 
wheels.  Shelves  and  boxes  were  loaded  with 
every  possible  medical  supply,  instruments,  and 
equipment  for  emergency  work  in  any  disaster 
the  doctors  could  conceive. 

Some  drugs  were  too  valuable  or  dangerous  to 
be  left  in  the  bus  between  emergencies,  so  certain 
members  of  the  unit  were  assigned  the  duty  of 
placing  these  medicines  in  their  proper  places  at 
the  emergency  signal. 

Dr.  Cutola  divided  the  interns  and  nurses  as- 
signed to  the  unit  into  two  major  groups — one, 
commanded  by  Dr.  Frank  Nobiletti,  to  deal  with 
victims  suffering  bone  injuries,  and  the  other, 
commanded  by  Dr.  Sidney  Lyons,  to  handle 
the  medical  cases. 

Then  the  unit  drilled.  Day  after  day  they  re- 
hearsed exactly  what  each  member  was  to  do  in 
case  of  an  emergency  until,  as  one  said,  “We  even 
dreamed  about  it.” 

And  on  October  10  the  unit  had  to  go  through 
its  paces  in  earnest. 

At  11:35  a.m.,  the  hospital  was  notified  that 
many  were  injured  in  an  explosion  at  23rd  St. 
and  Lexington  Ave. 

The  word  was  flashed  to  Dr.  Cutola.  And 
the  telephone  operator,  drilled  in  her  role  as  much 
as  any  member  of  the  unit,  began  telephoning 
the  wards  in  prearranged  order: 
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“Take  stations  for  emergency  call!” 

Within  eight  minutes  the  unit  was  speeding 
to  the  scene — 30  interns  and  all  nurses  in  the  bus 
and  five  ambulances  and  seven  more  interns  in 
Dr.  Cutola’s. 

Dr.  William  F.  Jacobs,  medical  superintendent 
of  the  hospital,  took  two  additional  nurses  to  the 
scene  in  his  car.  He  went  to  help,  but  also  to 
watch  critically  the  functioning  of  Dr.  Cutola’s 
unit. 

The  moment  the  unit  reached  the  scene,  each 
intern,  nurse,  and  driver  sprang  to  the  task  as- 
signed in  drill — some  getting  out  supplies,  some 
setting  up  a field  hospital  in  the  basement  of  the 
Gramercy  Park  Theater,  some  bringing  in  the 
injured,  some  taking  stations  in  case  there  was 
another  blast. 

And  just  an  hour  later,  with  all  of  the  injured 
on  the  way  to  hospitals,  the  members  of  the  unit 
stopped  to  catch  their  breath  All  were  ordered 
back  to  the  hospital  except  four  or  five,  who  re- 
mained at  the  scene  with  a single  ambulance  in 
case  more  injured  were  found  in  the  debris. 

“Well,”  Dr.  Jacobs  said,  “it  worked  without 
the  slightest  hitch  or  confusion,  didn’t  it?  I 
think  the  results  speak  for  themselves  and  our 
rehearsals  were  productive  of  fine  execution  in 
the  stress  and  excitement.” 

Which  was  an  opinion  expressed  in  fewer 
words  by  a cop  who  had  watched,  marveling, 
as  the  unit  worked.  He  put  it  this  way : 

“Sonny,  it  was  smooth,  damned  smooth.” 


A committee  of  sixty  women  is  bending  its 
energies  to  secure  a government  loan  of  $60,000 
to  reopen  the  Memorial  Hospital,  on  Jefferson 
Avenue,  Buffalo,  closed  since  February  and  in 
the  hands  of  a receiver.  The  committee  reports 
it  has  the  promised  support  of  fifty-seven  physi- 
cians. These  doctors  not  only  have  promised  to 
send  patients  to  the  reopened  hospital,  but  many 
have  offered  financial  aid. 


The  new  $500,000  adult  hospital  building 
which  is  nearing  completion  at  the  Niagara  Sana- 
torium on  the  Upper  Mountain  road,  west  of 
Lockport,  has  been  named  the  Guillemont  Hospi- 
tal in  memory  of  Dr.  Frank  Guillemont,  Niagara 
Falls,  former  president  of  the  sanatorium  board. 


Improvements 

Taking  cognizance  of  a report  of  overcrowd- 
ing and  a need  for  additional  facilities,  the  Board 
of  Trustees  of  St.  Francis’  hospital  at  Pough- 
keepsie has  taken  initial  steps  looking  to  the 
erection  of  a $125,000  hospital  addition. 

A committee  was  named  to  devise  ways  and 
means  of  raising  money  and  effecting  the  other 
steps  necessary  to  the  project.  The  embryonic 
proposal  suggests  the  addition  of  a new  wing  to 
the  Roosevelt  building,  main  hospital  structure, 
erected  and  named  in  honor  of  the  late  J.  Roose- 
velt Roosevelt  a substantial  contributor  to  the 
hospital. 


During  a recent  visit  to  Gloversville  by  Lucius 
N.  Littauer  he  revealed  to  officials  at  Nathan 
Littauer  hospital  plans  for  important  improve- 
ments to  the  equipment  which  will  include  a new 
x-ray  apparatus,  provision  for  a maternity  ward 
and  obstetrics  department  in  the  Eugene  Lit- 
tauer Memorial  laboratory  building,  and  the  in- 
stallation of  a deep  therapy  unit  for  the  treat- 
ment of  malignant  diseases. 


In  the  dedication  of  the  new  Department  of 
Radiology  at  Samaritan  Hospital  in  Troy,  in 
October,  Dr.  Robert  S.  Cunningham,  dean  of 
Albany  Medical  College  said  he  saw  the  first  step 
toward  establishment  of  a medical  center  in  the 
Capital  District. 


The  new  wing  of  the  Swedish  Hospital,  in 
Brooklyn,  was  dedicated  on  October  8.  It  ac- 
commodates 100  beds. 


The  new  $100,000  three-story  north  wing  of 
Columbus  Hospital,  Buffalo,  which  contains 
twenty  private  and  semiprivate  rooms  and  new 
operating  rooms  and  equipment,  was  opened  in 
October. 

Air-conditioned  throughout  with  individual 
room  control,  the  new  wing  has  a capacity  of 
thirty  patients  in  addition  to  an  enlarged  out- 
patient quarters  in  the  basement. 


THE  WOMAN  WHO  SEES 
International  Complications 

The  Woman  met  a friend  for  luncheon  the 
other  day  in  one  of  those  swanky  French  places 
where  she  delights  to  dine,  after  which  she  goes 
on  a strict  diet.  This  particular  place  was  new 
to  the  Woman  but  her  friend  had  been  there  very 
often  and  was  greeted  by  name  when  the  portly 
head  waiter  caught  sight  of  her. 

“Ah,  Henri,”  the  friend  said  as  she  seated  the 
Woman  and  herself  at  a choice  table,  “you  must' 
be  finding  the  situation  in  Europe  very  trying 
these  days.  Henri,”  she  went  on  to  explain 


to  the  Woman,  “is  half  French  and  half 
Italian.” 

Henri  nodded  and  sighed  deeply  and  self- 
pityingly.  “Ah,  it  is  very  trying  to  one  like  my- 
self who  is  sensitive,”  he  agreed  mournfully. 
“The  world  is  in  a bad  way,  madame.  Every- 
body today  is  selfish.  And  very  often  I say  to 
myself  if  it  were  not  for  my  two  wives — the  one 
in  Europe  by  whom  I have  had  four  daughters 
and  the  one  here  in  America  by  whom  I have 
had  three  sons — I should  renounce  the  world 
altogether  and  enter  a monastery.” 

— New  York  Times,  Nov.  8 
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ers it  will  serve  a useful  purpose  as  a quick 
reference  for  diagnostic  purposes. 

Thurman  B.  Givan 

Insulin,  Its  Chemistry  and  Physiology.  By 

Hans  F.  Jensen,  Ph.D.  Octavo  of  252  pages. 
New  York,  The  Commonwealth  Fund,  1938. 
Cloth,  $2.00. 

The  author  was  an  associate  of  the  late  Dr. 
John  J.  Abel  in  the  chemical  researches  on 
insulin  at  Johns  Hopkins  University. 

His  work  is  without  question  one  of  the  finest 
monographs  this  reviewer  has  had  the  pleasure 
to  read.  For  a physician  at  all  interested  in  the 
subject  of  insulin  this  excellent  work  offers  more 
than  a postgraduate  course. 

There  are  the  following  seven  chapters:  (1) 

The  History  of  Insulin;  (2)  Preparation  of 
Insulin;  (3)  Preparation  and  Chemistry  of 
Crystalline  Insulin;  (4)  Standardization  of 
Insulin;  (5)  Administration  of  Insulin;  (6) 
Insulin  Substitutes;  and  (7)  Physiological 
Action  of  Insulin. 

One  of  the  outstanding  values  of  this  mono- 
graph is  the  unusually  extensive  bibliography. 
The  624  references  for  just  the  final  chapter  on 
the  physiologic  action  of  insulin  give  some  idea 


of  the  vast  amount  of  source  material  upon 
which  the  text  is  based. 

Jensen’s  Insulin  is  highly  recommended. 

Paul  C.  Eschweiler 


Zur  Entdeckung  der  Insulinschocktherapie  bei 
Akuten  Geisteskrankheiten,  Insbesondere  bei 
der  Schizophrenic.  By  Dr.  Julius  Schuster. 
Octavo  of  90  pages.  Budapest,  Druckerei 
der  Pester  Lloyd-Gesellschaft,  1937.  Paper,  2 
Pengo. 

The  action  of  insulin  in  schizophrenia  is  re- 
garded as  “brain  anaphylaxis.”  The  author 
claims  to  have  treated  successfully  acute  mental 
diseases,  especially  schizophrenia,  with  insulin 
since  1922.  He  reported  his  results  with  this 
treatment  in  April,  1926,  at  a meeting  of  the 
Section  of  Neurology  and  Psychiatry  of  the 
Royal  Hungarian  Association  of  Physicians  in 
Budapest.  “The  insulin  therapy  is  wrongly  as- 
cribed to  Sakel;  the  priority  of  the  insulin  treat- 
ment of  psychoses  belongs  to  me.” 

The  30  case  histories,  some  of  them  only  three 
to  five  lines,  covering  dementia  praecox,  epilepsy, 
melancholia,  and  depressive  states,  are  unsatis- 
factory as  to  symptoms,  diagnosis,  duration  of 
disease,  reaction  during  treatment  and  duration 
of  remission. 

Instead  of  a clinical  report,  75  pages  of  the 
publication  are  a thesis  on  the  chemistry  of 
phosphatides,  active  substances  of  the  hypo- 
physis, esterases,  vitamins  and  histopathologic 
investigations  of  the  author,  concluding  with 
the  chemistry  of  the  genes. 

This  monograph  is  of  no  practical  value  for 
the  evaluation  of  insulin  shock  therapy  in  schizo- 
phrenia. 
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Editorial 


The  American  Way 

“The  best  program  for  medicine  should  be  the  product  of 
the  best  minds  of  the  American  people.  I propose  that  it 
be  written  by  physicians,  and  when  approved  by  organized 
medicine  that  it  be  submitted  to  the  Congress.  I believe 
that  we  should  try  to  find  an  American  Way — built 
upon  the  sound  foundations  of  American  experience.” 

Nathan  B.  Van  Etten,  M.D., 
President-elect , American  Medical  Association 

The  A.M.A  Platform 

The  public  health  platform  promulgated  by  the  A.M.A.  conforms 
closely  to  principles  enunciated  by  the  Medical  Society  of  the  State 
of  New  York  and  its  constituent  organizations.  Its  clarity  is  in 
sharp  contrast  to  the  ambiguities  of  the  Wagner  National  Health 
Bill.  It  decisively  refutes  the  charge  that  the  profession  has  no 
constructive  medicosocial  policy. 

It  should  be  news  to  no  one  that  organized  medicine  desires  com- 
plete medical  care  for  all  the  people : physicians  contribute  at  least 
a million  dollars’  worth  of  free  service  daily  toward  this  end.  The 
A.M.A.  favors  Federal  aid  in  the  development  of  adequate  health 
measures ; but  it  desires  that  such  aid  be  on  the  strict  basis  of  dem- 
onstrated need.  It  believes  that  taxpayers’  money  may  rightfully 
be  spent  to  provide  necessary  medical  care  but  should  not  be  spent 
on  unproved  theoretical  needs. 

Two  principles  run  side  by  side  throughout  the  A.M.A.  platform — 
proved  need  and  local  responsibility . The  care  of  the  public  health 
and  the  provision  of  medical  service  to  the  sick  are  primarily  a local 
responsibility.  Congress  should  make  funds  available  for  these  pur- 
poses to  any  state  in  actual  need.  In  other  words,  a community 
should  do  its  utmost  to  provide  necessary  services  before  appealing 
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to  the  Federal  government  for  aid.  Having  done  its  utmost  and 
demonstrated  its  eligibility  for  Federal  assistance,  it  should  be  per- 
mitted to  control  the  expenditure  of  the  monies  allotted  to  it.  . . . 
Only  persons  of  the  same  community,  fully  familiar  with  the  circum- 
stances, can  determine  the  number  of  (medical  indigents).  . . . and 
....  only  persons  in  actual  contact  with  such  circumstances  are 
capable  of  administering  suitably  and  efficiently  the  medical  care 
that  may  be  required.”  Hence,  the  A.M.A.  holds,  a mechanism 
should  be  developed  for  the  expansion  of  preventive  medicine  in  each 
community,  and  medical  care  for  the  indigent  and  medically  indi- 
gent should  be  extended,  “with  local  determination  of  needs  and 
local  control  of  administration.” 

The  A.M.A.  declares  against  that  irresponsible  enthusiasm  which 
wrould  like  to  scrap  everything  in  the  present  system  of  medical  care 
in  order  to  effect  a few  minor  reforms.  Since  the  existing  system  of 
private  practice  in  this  country  has  brought  about  higher  standards 
of  service  and  lower  morbidity  and  mortality  rates  than  any  other 
great  nation  enjoys,  the  profession  urges  the  continued  development 
of  private  practice.  This  does  not  preclude  certain  beneficial 
changes  in  the  distribution  of  medical  service.  Medical  societies  all 
over  the  country  have  endorsed  group  hospitalization  insurance  and 
are  inaugurating  nonprofit  cash  indemnity  plans  for  defraying  the 
costs  of  medical  care. 

Just  as  it  insists  on  the  continued  development  of  private  medical 
practice,  the  A.M.A.  would  like  to  see  the  fullest  utilization  of  exist- 
ing institutional  facilities  for  the  care  of  the  sick.  The  United 
States  has  a higher  percentage  of  hospital  beds  per  thousand  than 
any  other  country  wdth  a comparable  population.  There  are  only 
thirteen  counties  that  have  not  a hospital  within  a distance  of  thirty 
miles;  “and  in  eight  of  these  ....  there  are  five  persons  per  square 
mile.”  Many  first-rate  voluntary  hospitals  are  suffering  from  a lack 
of  funds  which  hampers  full  employment  of  their  facilities.  “It 
seems  logical  to  suggest  then”  that  Federal  monies  be  used  to  hos- 
pitalize the  needy  sick  “in  these  well-established  existing  institu- 
tions before  any  attempt  is  made  to  indulge  in  a vast  building  pro- 
gram. . . .” 

From  the  point  of  view  of  administrative  efficiency,  the  A.M.A. 
urges  a reform  that  is  long  overdue ; namely,  the  establishment  of  a 
single  Federal  agency  which  shall  coordinate  and  administer  all  na- 
tional health  activities  except  those  of  the  Army  and  Navy.  The 
present  division  of  Federal  health  functions  among  a multiplicity  of 
bureaus  is  wasteful  and  inefficient. 

To  those  who  see  no  connection  between  political  philosophy  and 
medical  care,  the  A.M.A. ’s  insistence  on  an  expansion  of  public 
health  and  medical  services  “consistent  with  the  American  system 
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of  democracy”  may  seem  irrelevant.  However,  experience  in  many 
other  countries  has  shown  that  state  control  of  medical  care,  with  its 
implied  abandonment  of  individual  responsibility  and  self-reliance, 
is  often  a first  step  away  from  democracy  in  the  direction  of  totali- 
tarian government.  It  has  not  produced  the  improvement  in  physical 
health  expected  of  it  where  it  has  been  tried.  It  is  certainly  not 
conducive  to  better  mental  or  political  health.  As  no  less  an  Ameri- 
can than  George  Washington  warned,  “He  who  seeks  security 
through  surrender  of  liberty  loses  both.” 


Misuse  of  Tax  Funds 

Health  News,  issued  weekly  by  the  New  York  State  Department 
of  Health,  was  established  to  publish  authentic  facts  about  public 
health  work  and  to  aid  in  the  furtherance  of  accepted  public  health 
measures.  It  was  not  intended  as  a medium  for  the  propagation  of 
the  Health  Commissioner’s  personal  views  or  as  an  instrument  for 
the  aggrandizement  of  the  Health  Department  at  the  expense  of  the 
medical  profession.  The  current  campaign  for  state  medicine  which 
is  being  waged  in  the  columns  of  Health  News  is  a perversion  of  its 
intended  purpose  and  a misuse  of  tax  funds. 

The  offense  is  aggravated  by  the  fact  that  the  course  that  Health 
News  advocates  is  as  ambiguous  as  it  is  controversial.  For  example, 
Commissioner  Godfrey  recommends  that  “health  authorities  should 
have  increasing  opportunity  to  acquire  experience  in  the  delivery  of 
medical  care  as  rapidly  as  possible,”  but  he  does  not  state  how  this 
experience  is  to  be  acquired.  Is  private  practice  to  be  abolished  in 
favor  of  outright  state  medicine  or  state-controlled  compulsory 
health  insurance?  There  are  hints  of  this  in  the  statement  that 
“there  is  no  reason  why  we  should  not  adapt,  develop,  and  improve 
any  form  for  the  social  reorganization  of  medicine  that  may  be  sug- 
gested by  the  experience  of  other  countries”  and  in  the  somewhat 
specious  comparison  made  between  free  public  education  and  public 
health.  He  condemns  the  “fee-for-service”  system  also  without 
saying  what  he  would  substitute. 

Like  most  propagandists,  Health  News  does  not  display  any  great 
regard  for  the  truth.  When  it  says,  for  example,  that  “it  is  hard  to 
understand  the  present  opposition  to  measures  for  improving  the 
medical  care  of  the  people  from  those  who  have  taken  the  Hippo- 
cratic Oath,”  it  implies  that  physicians  are  opposed  to  all  measures 
for  better  public  health.  This  is  not  the  truth  and  Commissioner 
Godfrey  knows  it.  The  only  “measures  for  improving  the  medical 
care  of  the  people”  to  which  the  profession  is  opposed  are  measures 
which,  tried  elsewhere,  have  failed  to  produce  the  promised  results 
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and  which  the  profession  believes  to  be  detrimental  to  continued 
medical  progress  in  the  long  run.  The  medical  profession  is  ab- 
solutely opposed  to  “ political  medicine .” 

The  educational  value  of  Health  News  at  its  best  is  open  to  ques- 
tion. Giving  it  the  benefit  of  the  doubt  on  this  score,  the  public 
may  be  willing  to  pay  for  education  but  it  certainly  is  not  willing 
to  be  taxed  for  propaganda.  A publication  that  engages  in  a one- 
sided presentation  of  a highly  controversial  issue  loses  its  claims  to 
an  educational  status  and  becomes  a mere  propaganda  sheet.  The 
desirability  of  continuing  Health  News  on  this  basis  should  be  care- 
fully weighed.  Misuse  of  taxpayers’  money  must  be  avoided.  In 
the  interest  of  economy  which  our  Governor  is  desirous  of  enforcing, 
the  money  spent  on  a propaganda  sheet  might  be  saved,  and  put  to 
better  use. 


Why  Cults? 

The  medical  profession  has,  with  the  aid  of  the  legislative  and 
judicial  bodies  of  the  country,  bent  every  effort  to  protect  the  public 
from  exploitation  at  the  hands  of  cultists.  Nevertheless,  people 
continue  to  go  to  them  and  in  some  communities  the  cultists  do  a 
thriving  “business.”  In  an  illuminating  discussion  of  the  factors 
responsible  for  this,  Knight1  analyzes  the  reasons  for  the  attraction 
of  the  cults  and  the  role  played  by  the  physician  in  driving  the  sick 
to  them. 

The  doctor,  in  his  honesty,  realizes  his  limitations.  For  the  cult- 
ist,  there  are  none.  Physicians  are,  all  in  all,  too  general  in  reassur- 
ing the  patient  as  to  their  ability  to  help  him  and  often  fail  to  relieve 
his  anxiety  concerning  his  illness.  Where  definite  pathology  is  not 
discovered,  the  patient  is  branded  a “neurotic”  and  his  symptoms , 
though  they  continue,  are  lightly  dismissed.  After  a series  of  such 
experiences  with  “scientific”  medicine,  they  are  ripe  for  the  cultist. 
He  first  eases  their  worries  with  promises  to  remove  these  subjective, 
psychologic  factors  which  cannot  be  auscultated,  or  measured  by 
blood  studies  or  roentgenologic  examination.  He  then  makes  use 
of  forms  of  therapy  that  physicians  as  a whole  look  upon  somewhat 
contemptuously.  “People  like  to  be  rubbed  and  massaged  and  they 
often  feel  better  after  such  measures  are  used,  but  . . . they  find  it 
hard  to  get  such  soothing  procedures  prescribed  by  physicians.” 
So  they  go  to  chiropractors,  Swedish  masseurs,  or  to  spas.  The 
psychiatrist  realizes  that  it  is  important  for  the  psychologically  sick 
man  to  tell  his  story  to  a sympathetic  listener,  but  the  average  physi- 
cian is  loathe  to  hide  his  lack  of  interest.  “The  cultists  are  super- 


1 Knight,  R.  P.:  J.  Kansas  Med.  Soc.  40:  285  (1939). 


December  15,  1939] 


EDITORIAL 


2239 


ficially  correct  in  meeting  this  need  for  omnipotent  magical  assur- 
ances for  cure,  in  taking  all  of  the  patients’  complaints  seriously  and 
sympathetically.  ’ ’ 

Knight  states  correctly  that  “All  treatment  measures  which  meet 
the  needs  of  the  patient,  either  physiological  or  psychological,  are 
ipso  facto  scientific  in  the  broadest  sense  of  the  term.”  They  prop- 
erly belong  therefore  in  the  realm  of  scientific  medicine.  We  have 
inadvertently  encouraged  the  cults  to  exploit  them  unscientifically; 
we  can  eliminate  the  cults  if  we  reclaim  for  our  scientific  use  these 
therapeutic  measures,  which,  in  our  rapid  advance  in  medical  learn- 
ing, we  have  discarded  as  being  merely  palliatives.  It  is  to  psychiatry 
that  our  thanks  must  go  for  showing  us  that  these  palliatives  are 
curatives  when  applied  correctly,  and  that  while  objective  findings 
are  of  importance  to  us,  symptoms  are  just  as  important  to  the  pa- 
tient. 


With  Pardonable  Pride 

The  Quarterly  Bulletin  of  the  Department  of  Health  in  the  City 
of  New  York1  again  brings  us  the  vital  statistics  of  twenty-four  of 
the  larger  cities  in  the  United  States  for  the  year  1938.  It  is  a 
comparative  study  of  “Friendly  Rivalry”  in  the  fight  against  mor- 
bidity and  mortality. 

Public  health  authorities  generally  regard  the  infant  mortality 
rate  as  a useful  index  of  health  conditions.  The  vast  improvement 
that  has  been  noticeable  during  the  past  decade  is  more  than  grati- 
fying. Whereas  in  1929  only  two  of  the  twenty-four  cities  had  an 
infant  death  rate  below  50  per  1,000  live  births,  in  1938  there  were 
17.  In  this  connection,  one  wonders  why  our  national  capital  still 
has  an  infant  mortality  rate  of  71  per  1,000  live  births,  the  same  as 
recorded  for  1929 ! 

Deaths  from  cardiovascular-renal  diseases  constitute  the  largest 
figure  per  100,000  of  population,  with  malignant  disease  as  the  next 
in  line.  New  York  City  is  exceeded  only  by  New  Orleans  in  the 
number  of  deaths  from  typhoid  fever.  The  dreaded  epidemic 
diseases,  such  as  poliomyelitis,  epidemic  encephalitis,  diphtheria, 
and  scarlet  fever,  have  a negligible  mortality  figure  per  100,000. 
Pulmonary  tuberculosis,  syphilis  and  its  sequelae,  pneumonia,  and 
appendicitis  still  remain  factors  that  require  intense  study.  The 
high  suicide  rate,  which  exceeds  deaths  from  appendicitis,  suggests 
that  perhaps  a new  field  in  preventive  medicine  is  in  the  offing  for 
our  public  officials  in  whose  hands  lie  the  consideration  of  taxes, 
housing,  business,  and  labor. 


i Quarterly  Bulletin,  N.  Y.  C.  Dept,  of  Health  7:  77  (Nov.)  1939. 
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Taken  as  a whole,  the  vital  statistics  of  these  larger  cities  indicate 
that  the  health  conditions  for  an  urban  population  of  approximately 
27,000,000,  “were  generally  good.”  And,  with  pardonable  pride, 
we  did  it! 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  6,  1940. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name  and 
address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it  will 
not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  1940,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  2 East 
103rd  Street,  New  York  City. 

Eugene  H.  Pool,  M.D.,  Chairman,  Committee  on  Prize  Essays 


1940  M.D.  License  Plates 

Physicians  should  apply  directly  to  their  local  motor  vehicle  depart- 
ment offices  by  mail  or  in  person.  It  is  necessary  to  attach  a prescription 
blank  or  stationery  showing  that  the  applicant  is  an  M.D. 


SCIENTIFIC  EXHIBIT 

Application  blanks  are  now  available  for  space  in  the  Scientific  Exhibit  at  the 
Annual  Meeting  at  New  York  City,  May  6,  7,  8,  9,  1940.  Attention  is  called  to  the 
fact  that  applications  close  on  January  1.  Blanks  will  be  sent  on  request  to  Dr. 
William  A.  Krieger,  Chairman,  Committee  on  Scientific  Exhibits,  103  Hooker  Avenue, 
Poughkeepsie,  New  York. 


PROSTATIC  OBSTRUCTION 


Medical  and  Surgical  Aspects* 

Hugh  H.  Young,  M.D.,  Baltimore,  Maryland 

( From  the  James  Buchanan  Brady  Urological  Institute,  Johns  Hopkins  Hospital ) 


The  prostate  presents  many  problems 
to  the  surgeon  and  medical  prac- 
titioner. It  is  frequently  involved  in 
gonorrheal  infections,  and  with  the  semi- 
nal vesicles  forms  a serious  problem. 
Fortunately,  with  the  introduction  of 
chemotherapy,  intravenous  injections  of 
1 per  cent  mercurochrome,  and  more  re- 
cently sulfanilamide  in  daily  doses  by 
mouth,  many  previously  intractable  cases 
of  extensive  infection  of  the  prostate  and 
vesicles  in  gonorrhea  are  now  curable. 
The  persistence  of  a catarrhal  prostatitis 
following  not  only  gonorrheal  but  other 
forms  of  prostatic  infection  often  presents 
a troublesome  problem,  owing  to  the  onset 
of  painful  and  neurologic  symptoms, 
which  may  have  a serious  effect  on  the 
patient,  especially  when  associated  with 
marked  disturbances  in  sexual  inter- 
course, or  accompanied  by  referred  pain 
to  the  back  and  other  regions.  The  re- 
mote symptoms  may  be  so  prominent 
and  the  local  symptoms  so  slight  that 
chronic  prostatitis  may  be  completely 
overlooked. 

In  the  presence  of  low  back  pain  and 
also  various  other  painful  conditions 
in  the  region  of  the  back,  hips,  thighs,  and 
legs,  the  prostate  always  should  be  ruled 
out  by  rectal  palpation,  stripping,  micro- 
scopic examination,  and  culture  of  the 
expressed  contents.  Prostatic  massage, 
intraurethral  medication,  diathermy,  etc., 
will  often  clear  up  long-standing  painful 
referred  symptoms  in  remote  regions. 

Tuberculosis  of  the  prostate  occurs 
much  more  frequently  than  usually  sup- 
posed, not  only  in  cases  where  the  disease 
was  thought  to  be  localized  to  the  epi- 

*  This  paper  was  based  on  lantern  slides  and  motion 
pictures. 


didymides  or  kidneys  but  also  sometimes 
to  the  lungs  or  peribronchial  glands. 
By  a radical  operation  (which  was  demon- 
strated by  lantern  slides  and  motion 
pictures)  satisfactory  complete  eradica- 
tion of  tuberculosis  of  the  entire  seminal 
tract  can  be  accomplished. 

Obstructive  conditions  of  the  prostate 
are  of  many  types.  Some  are  congenital 
in  character,  either  in  the  form  of  con- 
tractures or  bars,  or  of  valves  springing 
from  the  verumontanum,  which  may 
produce  such  great  obstruction  to  urina- 
tion as  to  cause  serious  lesions  in  the 
kidneys.  The  symptoms  presented  by 
these  infants  are  often  typical — marked 
marasmus,  distended  abdomen,  palpably 
enlarged  kidneys,  ureters,  and  bladder, 
and  incontinence  of  urine,  which  escapes 
in  a very  fine  stream.  A small  catheter 
generally  is  arrested  in  the  deep  urethra, 
being  halted  in  the  pouch  beneath  the 
valves.  These  cases,  which  previously 
were  discovered  only  at  autopsy,  are  now 
easily  found  by  endoscopy,  and  cured  by 
destruction  with  the  high  frequency  cur- 
rent. General  practitioners  should  be  on 
the  lookout  for  these  rare  but  very  fatal 
conditions  in  the  newborn. 

Later  in  life,  contractures  and  bars  at 
the  vesical  orifice  may  come  on  as  the 
result  of  chronic  inflammation.  Many 
years  ago  the  author  presented  a simple 
operation  for  radically  curing  these  cases : 
a punch  operation — by  means  of  which 
the  obstruction  at  the  orifice  was  en- 
trapped in  the  fenestra  of  the  urethro- 
scopic  instrument  and  excised.  This  op- 
eration inaugurated  transurethral  resec- 
tion of  the  prostate,  which,  with  modified 
instruments,  has  been  extended  to  every 
form  of  prostatic  obstruction.  Some 
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operators  go  so  far  as  to  say  that  even  the 
greatest  hypertrophies  are  amenable  to 
this  method. 

In  about  700  cases  in  which  the  author 
has  employed  his  method  of  prostatic 
excision  or  transurethral  resection,  as 
it  is  generally  called,  he  has  usually 
confined  the  operation  to  contractures  of 
the  vesical  orifice,  bars,  and  early  hyper- 
trophies. The  results  obtained  have 
been  excellent,  and  the  mortality  prac- 
tically nil.  At  various  times  he  has  used 
the  method  on  progressively  larger  hyper- 
trophies, but  after  considerable  experience 
has  found  that  for  such  cases  an  enucleat- 
ing prostatectomy  is  preferable.  Statis- 
tics to  this  effect  will  be  given  later. 

Prostatic  hypertrophy  is  frequent  in 
men  past  50  years  of  age,  and  is  often 
associated  with  carcinoma,  which  re- 
cently has  been  shown  by  Rich  and  by 
Moore  to  be  present  in  over  14  per  cent  of 
autopsies  on  males  past  45  years  of  age. 
In  50  per  cent  of  the  cases  of  carcinoma, 
adenomatous  hypertrophy  of  the  median 
or  lateral  lobes  of  the  prostate  is  present. 
Calculi  are  also  not  infrequently  found, 
both  in  the  hypertrophied  and  in  the 
unenlarged  prostate. 

These  conditions  form  an  important 
group  of  cases  that  cannot  be  satisfac- 
torily treated  by  transurethral  resection, 
and  for  these  and  other  reasons  the  peri- 
neal method  of  approach  is  the  most  satis- 
factory procedure.  Owing  to  imperfect 
perineal  technic  by  early  operators  in 
which  a median  incision  was  used  that 
went  through  the  bulbous  and  membra- 
nous urethra,  greatly  injuring  the  external 
sphincter  and  triangular  ligament  with 
consequent  incontinence  in  many  cases, 
the  perineal  operation  for  a long  time 
was  looked  upon  with  general  disfavor. 
With  the  introduction  of  an  anatomic  ap- 
proach through  an  inverted  “U”  peri- 
neal incision  with  simple  development  of 
the  lateral  spaces  back  of  the  triangular 
ligament  by  blunt  dissection  and  accurate 
division  under  the  eye  of  the  central 
tendon  and  rectourethralis  muscle,  we 
have  shown  that  the  prostate  can  be  ex- 
posed without  danger  of  injuring  the 
external  sphincter  or  rectum.  After  the 


introduction  of  our  tractor  through  an 
incision  at  the  apex  of  the  prostate,  the 
posterior  surface  can  be  so  completely 
exposed  that  it  can  be  studied,  palpated, 
incised  and,  if  necessary,  biopsies  made  to 
determine  whether  any  portion  of  the 
prostate  is  malignant.  The  ease  with 
which  this  can  be  done  certainly  makes  it 
incumbent  upon  practitioners  and  sur- 
geons to  try  to  discover  carcinoma  of  the 
prostate  early,  when  it  can  easily  be  cured 
by  a radical  operation. 

Statistics  presented  first  by  us,  and 
confirmed  by  Rich  and  by  Moore,  show 
that  carcinoma  of  the  prostate  in  a large 
percentage  of  cases  begins  in  the  posterior 
lobe  just  beneath  the  capsule,  where  it  can 
easily  be  palpated  as  an  indurated  area 
by  the  finger  in  rectum.  If  practitioners 
could  be  induced  to  make  rectal  examina- 
tions a routine  part  of  all  physicals  in 
men  past  40  years  of  age,  many  early 
cases  of  carcinoma  of  the  prostate  could 
be  recognized  and  cured.  If  the  case 
proves  to  be  nonmalignant,  through  bi- 
lateral capsular  or  inverted  “V”  inci- 
sions, the  adenomatous  lobes  may  be  easily 
enucleated  (Fig.  1),  and  the  prostatic 
wound  closed  by  drawing  down  the 
mucous  membrane  of  the  vesical  neck  and 
suturing  it  to  the  prostatic  urethra  and 
capsule  lower  down. 

In  this  way  complete  surgical  clo- 
sure of  the  operative  wound,  with  the 
exception  of  a small  area  used  for  drain- 
age, is  secured,  and  often  healing  of  the 
perineal  wound  without  urinary  leakage 
is  obtained.  Not  infrequently  the  pa- 
tient is  ready  to  leave  the  hospital  twelve 
or  fourteen  days  after  the  operation; 
some  have  gone  home  sooner.  The 
advantage  of  a completely  sutured, 
clean  wound  and  the  absence  of  necrotic 
tissue  that  has  been  destroyed  by  electri- 
cal excision  or  fulguration,  which  often 
becomes  infected,  is  very  great.  The 
surgical  result  obtained  more  nearly 
conforms  to  those  principles  of  aseptic 
surgical  closure. 

It  has  been  argued  that  transurethral 
resection  should  supplant  prostatectomy 
because  it  is  a simpler  operation,  a safer 
operation,  and  the  patient  is  more  quickly 
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Fig.  1.  Enucleation  of  lateral  lobes  through  inverted  “V”  incision.  In  a the  inverted  “V” 
flap  of  posterior  capsule  and  urethra  is  pushed  backward  while  with  enucleating  scissors  the  enu- 
cleation of  left  lateral  lobe  is  begun. 


cured.  That  such  is  generally  the  case, 
I deny.  Many  collections  of  cases  in 
which  the  transurethral  operation  has 
been  used  show  that  in  the  first  100  cases 
the  operator  usually  has  had  a mortality 
varying  between  5 and  20  per  cent,  and 
not  infrequently  higher.  The  most  com- 
plete and  commendably  frank  series  of 


cases  by  one  of  the  greatest  transurethral 
resectionists,  Dr.  Alcock,  is  presented  in 
Table  1.  As  shown  here,  the  mortality 
is  low  when  the  amount  of  tissue  resected 
is  small,  whereas  the  mortality  increases 
considerably  as  large  amounts  of  tissue 
are  resected.  Other  series  of  cases  with 
lower  mortality  have  been  presented  in 


TABLE  1. — Mortality  in  Relation  to  Amount  of  Tissue  Removed  by  Transurethral  Prostatic  Resection  in 

800  of  Dr.  Alcock’s  Cases 


Weight  of  Tissue 
Gm. 

No.  of  Cases 

Percentage 

Deaths 

Mortality 

Percentage 

0-10 

89 

11.1 

3 

3.3 

10-20 

358 

44.7 

20 

5.5 

20-30 

195 

24.4 

19 

9.7 

30-40 

75 

9.3 

7 

9.3 

40-50 

37 

4.6 

2 

5.4 

50-60 

22 

2.8 

3 

13.6 

60-70 

13 

1.6 

1 

7.8 

Over  30 

158 

19.7 

13 

8.2 
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recent  papers.  The  objection  to  some 
reports  of  very  few  deaths  is  raised: 
that  it  is  unfair  to  base  operative  mor- 
tality simply  on  the  few  postoperative 
days  in  which  the  patient  remains  in  a 
surgical  bed,  and  that  deaths  occurring 
while  the  patient  is  under  necessary  local 
treatment  in  a hotel  two  or  three  weeks 
immediately  following  the  transfer  from 
hospital  to  hotel  should  be  included. 

Recent  statements  made  in  an  exhibit 
by  the  Section  on  Urology,  Mayo  Clinic,  at 
meetings  of  the  American  Medical  Asso- 
ciation and  the  American  Urological 
Association,  give,  we  believe,  an  inaccu- 
rate basis  of  comparison.  In  this  exhibit 
the  following  statements  were  made : 

“Transurethral  resection  is  a safer  operation 
than  prostatectomy.” 

“Prostatectomy:  Out  of  1,922  cases  oper- 

ated on  from  1924  to  1932  there  were  138  deaths 
(7.2  per  cent  mortality).” 

“Transurethral  resection:  Out  of  4,492  cases 

operated  on  from  1932  to  1938  there  were  52 
deaths  (1.2  per  cent).” 

That  these  statistics  from  the  Mayo 
Clinic  give  an  inaccurate  comparison, 
and  a particularly  erroneous  view  of  the 
results  obtainable  by  prostatectomy,  is 
indicated  by  many  statistics  from  other 
clinics.  I may  cite  particularly  the  re- 
sults with  perineal  prostatectomy  pub- 
lished by  Cecil,  who  reported  a mortality 
of  0.6  per  cent  in  patients  under  80  years 
of  age.  Edwin  Davis  reported  741  cases 
of  perineal  prostatectomy  with  a mortal- 
ity of  2.7  per  cent. 

I have  reported  1,049  consecutive 
cases  of  perineal  prostatectomy  with  36 
deaths  (3.2  per  cent).  During  the  time 
comprised  in  my  report,  there  was  one 
period  in  which  there  were  128  consecu- 
tive cases  without  a death,  and  another  in 
which  there  were  198  consecutive  cases 
without  a death.  The  199th  patient 
died  six  weeks  after  operation  of  femoral 
thrombosis. 

Another  evidence  of  the  benignity  of 
the  perineal  operation  is  shown  by  a re- 
port from  one  of  our  resident  urologists, 


Dr.  Walter  W.  Baker,  who  reported  48 
cases  of  perineal  prostatectomy  for  benign 
hypertrophy  without  a death. 

More  recently  Dr.  Samuel  A.  Vest 
has  collected  all  the  cases  operated  upon 
by  the  last  five  resident  urologists  at 
The  Johns  Hopkins  Hospital.  During 
this  period  there  were  233  prostatecto- 
mies, 217  of  which  were  perineal,  7 being 
radical  operations  for  carcinoma.  Among 
these  217  cases  there  were  3 deaths  (1.2 
per  cent),  which  is  distinctly  lower  than 
the  mortality  rate  for  transurethral  re- 
sections during  the  same  period. 

Dr.  John  E.  Dees,  who  has  just  com- 
pleted his  residency  at  the  Brady  Uro- 
logical Institute,  has  had  only  1 death 
in  60  operations  on  the  prostate  through 
the  perineum:  for  benign  hypertrophy, 
perineal  prostatectomy,  46  cases,  1 death. 
In  addition  Dr.  Dees  did  the  following 
perineal  operation  with  no  deaths : radical 
perineal  prostatectomy  for  carcinoma,  5 
cases ; conservative  perineal  prostatectomy 
for  carcinoma,  1 case;  perineal  prostato- 
lithotomy  (with  partial  prostatectomy  in 
3),  5 cases;  complete  removal  of  the  pros- 
tate, seminal  vesicles,  and  portion  of 
the  bladder  for  carcinoma  of  bladder 
and  prostate,  1 case;  radical  excision  of 
the  seminal  tract,  including  both  seminal 
vesicles  and  most  of  the  prostate,  2 cases 
(this  gives  a total  of  60  perineal  pro- 
statectomies with  only  1 death).  Supra- 
pubic cystotomy  for  drainage  was  carried 
out  in  1 case  only,  previous  to  perineal 
prostatectomy.  There  were  2 cases 
of  suprapubic  prostatectomy  with  no 
deaths. 

Additional  information  concerning  pro- 
static  operations  has  been  given  at  the 
Mayo  Clinic  exhibit  at  the  Golden  Gate 
International  Exposition  (San  Francisco, 
1939)  from  which  the  following  extracts 
may  be  cited:  “Fearing  the  grave  dan- 
gers and  suffering  attendant  on  the  old 
type  of  operation,  most  men  waited 
until  they  were  too  weak  to  stand  the 
operation.”  . . . “The  operation  is  done 
painlessly  through  an  electrically  lighted 
tube.”  . . . “No  cut  is  made  in  the  abdo- 
men or  crotch.” 
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Fig.  2.  Case  1.  Lobes  enucleated  perineally 
two  and  one  half  years  after  transurethral  elec- 
tric resection. 


Fig.  3.  Case  2.  Transurethral  resection 
three  years  previously.  Median  lobe  had  been 
completely  resected,  but  large  laterals  remained 
and  were  enucleated  perineally. 


The  wide  usage  of  transurethral  re- 
section is  relatively  recent,  but  already  a 
considerable  number  of  cases  have  been 
encountered  in  various  urologic  clinics 
that  testify  to  the  frequent  incomplete- 
ness of  this  operation,  the  frequency  of 
chronic  infection,  prostatitis,  painful  con- 
ditions at  the  vesical  neck,  dysuria,  re- 
current hemorrhage,  gradual  develop- 
ment of  more  and  more  obstruction, 
vesical  calculi,  cystitis,  and  other  com- 
plications. 

Perhaps  we  can  best  demonstrate  our 
point  by  citing  a series  of  cases  that 
have  come  to  us  after  having  been  pre- 
viously subjected  to  transurethral  re- 
section elsewhere  with  unsatisfactory 
results. 

Case  Reports 

Case  1. — T.  DeS.  had  moderate  difficulty  of 
urination ; arose  twice  at  night  to  urinate. 
He  underwent  transurethral  resection  elsewhere 
seven  months  ago,  and  since  then  had  suffered  a 
great  deal.  He  had  marked  difficulty  of  urina- 
tion, nocturia  every  half  hour,  day  frequency  of 
every  horn,  pain  on  urination,  hesitation.  The 


prostate  was  much  enlarged.  The  residual  urine 
was  40  cc.  Cystoscopy  showed  that  much  tissue 
had  been  removed,  but  much  more  remained. 
Perineal  prostatectomy  was  done : median 

and  lateral  lobes  (Fig.  2)  removed;  the  tissue 
weighed  42  Gm.  Patient  was  cured. 

Case  2. — C.  W.  S.  A transurethral  resection 
had  been  performed  elsewhere.  Following 
operation  the  patient  had  marked  burning,  fre- 
quency, and  periods  of  hematuria.  Two  years 
later  the  symptoms  persisted  and  the  patient 
had  to  arise  seven  times  at  night  to  urinate. 
Examination  showed  that  the  median  lobe  had 
been  completely  removed,  but  large  lateral  lobes 
remained.  Perineal  prostatectomy  was  carried 
out.  Two  lateral  lobes,  weighing  55  Gm.,  were 
removed  (Fig.  3).  The  ultimate  result  was 
excellent. 

Case  3. — P.  B.  underwent  transurethral  resec- 
tion elsewhere  three  years  previously.  On  ad- 
mission the  patient  complained  of  attacks  of 
retention  and  intermittent  hematuria.  The 
prostate  was  considerably  enlarged.  A perineal 
prostatectomy  was  performed  and  tissue  weigh- 
ing 60  Gm.  was  removed  (Fig.  4).  The  result 
was  splendid. 

Case  4. — W.  C.  underwent  a transurethral 
resection  elsewhere  two  years  before.  After 
operation  he  had  marked  hesitancy,  diminution 


2246 


HUGH  H.  YOUNG 


[N.  Y.  State  J.  M. 


Fig.  4.  Case  3.  Lobes  enucleated  three 
years  after  transurethral  resection.  A very 
small  median  lobe  remained,  but  laterals  were 
very  large. 

in  the  size  and  force  of  the  stream,  marked  noc- 
turia, dribbling,  and  cystitis.  The  prostate 
was  much  enlarged.  Perineal  prostatectomy 
was  carried  out.  The  tissue  removed  weighed  69 
Gm.  The  result  was  excellent. 

Case  5. — K.  L.  K.  had  a transurethral  resec- 
tion elsewhere  in  1930  and  again  in  1935.  On 
admission  the  patient  had  marked  frequency, 
urgency,  difficulty,  and  cystitis.  The  prostate 
was  considerably  enlarged.  Residual  urine 
amounted  to  425  cc.  Cystoscopy  showed  large 
lateral  and  median  lobes.  A perineal 
prostatectomy  was  performed  successfully  and 
the  tissue  removed  weighed  62  Gm. 

Case  6. — M.  J.  B.  had  a transurethral  resec- 
tion elsewhere  in  1933,  but  he  continued  to  have 
marked  burning,  hesitation,  frequency,  and 
dribbling.  Cystoscopy  showed  incomplete  re- 
moval of  hypertrophied  lobes.  The  prostate 
was  markedly  enlarged.  The  residual  urine 
was  50  cc.  Perineal  prostatectomy  was  success- 
ful and  the  tissues  removed  weighed  62  Gm. 

Case  7. — C.  C.  H.,  a physician,  underwent 
transurethral  resection  elsewhere  two  and  one 
half  months  prior  to  admission.  He  said: 
“The  operation  lasted  two  hours,  a handful  of 
tissue  was  removed,  and  the  bleeding  lasted  in- 
termittently for  twenty-eight  days.  I never  re- 
gained control,  and  have  total  incontinence 
when  on  my  feet.”  Examination  showed  that 
the  median  and  left  lobes  had  been  removed 
along  with  a portion  of  the  membranous  urethra 
and  sphincter. 


Through  a suprapubic  incision  the  remaining 
prostatic  lobe  was  removed,  and  through  the 
perineum  a segment  of  the  scarred  urethra  was 
excised  in  an  effort  to  cure  the  incontinence, 
which  was  partially  successful.  The  lobe  re- 
moved weighed  18  Gm. 

Case  8. — G.  A.  underwent  a transurethral 
operation  elsewhere  two  years  previously.  He 
continued  to  have  pain  and  hematuria.  A 
suprapubic  operation  was  performed  and  a cal- 
culus removed  six  months  later.  On  admission 
the  patient  voided  every  two  hours  with  dif- 
ficulty. There  was  a severe  cystitis.  Cysto- 


Fig.  5.  Case  9.  Median  and  lateral  lobes 
removed  two  years  after  transurethral  resection. 


scopy  showed  enlarged  median  and  lateral  lobes. 
At  perineal  prostatectomy  (Jewett)  lobes  weigh- 
ing 43  Gm.  were  removed.  The  result  was  ex- 
cellent. 

Case  9. — C.  S.  had  a transurethral  operation 
elsewhere  two  years  previously.  Since  then 
there  had  been  persistent  burning,  urgency  and 
frequency,  and  nocturia  seven  times.  The 
prostate  was  markedly  enlarged  and  a calculus 
found  in  the  bladder.  Perineal  prostatectomy 
was  carried  out  and  a calculus  two  inches  in 
diameter  and  prostatic  tissue  weighing  81  Gm. 
removed  (Fig.  5).  The  result  was  excellent. 

Case  10. — J.  C.  On  June  20,  1936,  a supra- 
pubic prostatectomy  was  performed.  On  July  6 
a transurethral  electric  resection  was  performed 
elsewhere,  56  Gm.  of  tissue  being  removed. 
This  failed  to  remove  the  obstruction.  A second 
transurethral  resection  was  performed,  and  16 
Gm.  removed.  After  that  the  patient  had  pro- 
longed fever  and  still  was  unable  to  void. 
The  prostate  was  found  to  be  considerably  en- 
larged. Cystoscopy  showed  three  lobes  that 
projected  into  the  bladder.  On  August  21, 
1936,  perineal  prostatectomy  was  carried  out 
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Fig.  6.  Case  10.  Huge  lobes  weighing  174 
Gm.  enucleated  after  two  transurethral  resec- 
tions had  been  done,  and  72  Gm.  tissue  removed 
without  relief  of  obstruction. 

and  two  very  large  lobes  weighing  174  Gm.  (Fig. 
6)  were  removed. 

The  cases  cited  above  exemplify 
the  point  that  has  been  stressed  by 
numerous  observers,  namely,  that  in- 
fection before  or  after  operation  is  the 
frequent  cause  of  imperfect  results  with 
transurethral  resection.  As  Kretschmer 
has  said : 

“Secondary  infections  on  the  fourteenth 
day  or  thereabouts  are  due  to  infection 
or  sloughing.  Infection  has  been  the  big 
bugbear  with  transurethral  resection.” 

As  another  has  put  it : 

“Long-continued  and  often  permanent 
infection  of  the  urine  is  the  worst  feature. 
These  patients  usually  have  frequency 
and  urgency  of  urination  worse  than  be- 
fore operation.  One  does  not  see  this 
state  of  affairs  after  prostatectomy. 
It  must  be  due  to  infection  in  the  re- 
maining, partly  resected  hypertrophied 
lobes.  Some  of  these  patients  pay  dearly 
for  their  shorter  period  of  hospitaliza- 
tion.” 

It  has  also  been  shown  that  whereas 
the  patient  undergoing  transurethral  re- 
section may  remain  in  the  hospital 
only  a week,  he  generally  requires  several 
weeks’  postoperative  treatment.  Even 
though  he  may  have  left  the  hospital,  he 
generally  remains  in  a hotel  under  medi- 
cal treatment  so  that  little  is  saved  in 
expense.  The  cases  cited  above  present 


so  succinctly  the  varied  complications 
that  may  follow  transurethral  resection 
that  further  comment  is  unnecessary. 

The  strongest  indictment  of  the  dic- 
tum that  all  cases  of  prostatic  obstruction 
can  best  be  treated  by  transurethral  re- 
section is  the  fact  that  such  an  ideology 
fails  to  include  any  effort  whatever  to 
cure  cancer  of  the  prostate,  in  which  the 
author  has  shown  that  a high  percentage 
of  cures  can  be  obtained  by  his  radical 
operation,  in  which  the  prostate  with  its 
capsule,  neck  of  the  bladder,  and  both 
seminal  vesicles  are  removed  in  one  piece 
(Fig.  7).  A positive  diagnosis  of  early 
carcinoma  can  only  be  made,  in  many 
cases,  by  perineal  exposure  and  biopsy. 
It  is,  therefore,  incumbent  upon  pros- 
tatic operators  to  be  prepared  skillfully 
to  expose  the  prostate  through  the  peri- 
neum, and  to  carry  out  examinations 
and  operations  shown  to  be  indicated. 

As  one  largely  responsible  for  the 
development  of  transurethral  operations 
upon  the  prostate,  I would  be  the  last  to 
condemn  this  procedure  that  I have 
employed  so  effectively  in  hundreds  of 
cases,  but  I am  forced  to  state  that  such 
technic  is  certainly  not  the  ideal  in  many 
prostate  cases.  It  is  not  only  reprehen- 
sible to  give  no  chance  of  cure  to  early 
cases  of  cancer  of  the  prostate,  but,  also, 
to  attempt  by  a whittling  operation  to 
remove  great  hypertrophies,  which  at  best 
can  only  be  partially  tunnelled  and  which 
not  infrequently  require  other  operations 
to  obtain  a permanent  cure,  unsurgical 
to  say  the  least.  It  is  on  a par  with 
routine  injection  treatment  of  hernias. 

Conclusions 

The  frequency  of  prostatic  disease  and 
the  remote  symptomatology  accompany- 
ing it  make  it  essential  that  all  prac- 
titioners carry  out  routine  rectal  exami- 
nations of  the  prostate.  By  so  doing, 
many  unsuspected  pathologic  conditions, 
including  early  carcinoma  of  the  prostate, 
may  be  disclosed. 

By  early  radical  perineal  prostatec- 
tomy, carcinoma  of  the  prostate  often 
may  be  cured.  In  cases  of  benign  ob- 
struction, a transurethral  operation  with 
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Fig.  7.  Specimen  removed  at  radical  operation  for  cancer  of  prostate:  a,  posterior  view  showing 
portion  of  membranous  urethra  and  prostate  with  its  capsule,  both  seminal  vesicles  and  ampullae 
of  vasa  deferentia;  b,  lateral  view  showing  same  and  cuff  of  bladder  attached  to  prostate. 


the  Young  punch  or  some  of  its  modifica- 
tions is  a highly  successful  operation  in 
early  cases  and  also  in  fibrous  contrac- 
tures and  bars. 

For  larger  hypertrophies  such  methods 
are  not  ideal,  and  simple  enucleation,  es- 
pecially through  the  perineum,  is  a more 
rational  operation,  for  it  is  permanently 
curative  and  also  carries  low  mortality. 

In  cases  in  which  the  patients  have 
been  subjected  to  transurethral  resection 
and  return  with  obstruction,  hemorrhage, 
prostatitis,  calculi,  or  other  complications, 
complete  enucleation,  usually  through 
the  perineum,  of  the  remaining  hyper- 
trophied lobes  is  the  operation  of  choice. 

Discussion 

Dr.  Alexander  R.  Stevens,  Syracuse — This  as- 
sembly has  been  particularly  fortunate  in  hear- 
ing the  subject  of  prostatic  diseases  presented 
by  a master  urologist.  I feel  sure  I express  the 
opinion  not  only  of  the  many  workers  who  ob- 
tained their  initial  ideas  and  enthusiasms 
directly  from  the  reader  of  the  paper,  but  also  of 
urologists  in  general,  that  Dr.  Young  has  done 
more  than  anyone  else  to  clarify  this  field  and 
differentiate  the  various  pathologic  conditions 
of  the  prostate.  He  has  shown  the  way  in 


therapy  and  has  devised  original  technics,  now 
standard,  for  sound  surgical  treatments.  His 
paper  includes  so  many  individual  items  that  I 
should  prefer  to  confine  my  remarks  to  the  two 
most  common  conditions  of  the  prostate : 
chronic  prostatitis  and  prostatic  obstruction. 
In  the  minds  of  many  doctors,  inflammatory 
conditions  and  the  different  pathologic  condi- 
tions which  cause  obstruction  are  badly  con- 
fused. The  expression  “prostatic  trouble”  seems 
to  include  a multitude  of  symptoms  and  dis- 
closes vagueness  concerning  notions  of  etiology. 
I would  emphasize  a simple  differential  point, 
useful  in  a high  percentage  of  cases,  which  con- 
cerns nocturnal  frequency  of  urination.  Long- 
standing chronic  prostatitis  (with  the  associated 
posterior  urethritis)  may  give  marked  frequency 
of  urination  in  the  daytime  but  (in  contrast)  often 
none  at  night,  whereas  obstructive  states  will 
cause  frequency  at  the  same  interval  when  the 
patient  is  reclining  as  when  he  is  upright.  More- 
over, residual  urine  is  rarely  present  with  chronic 
prostatitis  and  when  it  is  found,  an  obstructive 
factor  exists.  The  knowledge  of  symptoms  of 
chronic  prostatitis  has  advanced  little  in  the 
past  two  decades,  and  indeed  the  treatment  is 
basically  as  it  was  years  ago — massage  (not  too 
frequent),  heat  in  various  forms  aimed  at  the 
prostate,  and  at  times  urethral  dilatation  and 
applications.  The  more  recent  emphasis  on 
better  drainage  by  enlarging  prostatic  sinuses 
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emptying  into  the  urethra,  ,by  transurethral 
methods,  is  applicable  to  only  a few  cases.  The 
use  of  sulfanilamide  in  chronic  prostatitis  has 
been  reported  of  benefit,  but  in  my  experience 
it  is  very  disappointing  in  the  chronic  cases. 

The  problem  in  prostatic  obstruction  is  first 
to  establish  the  fact  that  obstruction  really  exists 
and  is  the  cause  of  existing  symptoms,  and  that 
inflammation  and  sexual  disturbances  are  not 
to  be  held  accountable.  This  is  fundamentally 
important  and  particularly  so  since  someone  intro- 
duced the  idea  of  prophylactic  operating!  The 
necessity  of  excluding  the  neurologic  factor  is 
present  in  every  case  of  urinary  disturbance, 
and  a neurologic  examination  should  be  in- 
cluded as  routine.  Then  the  nature  of  the  le- 
sion and  the  particular  type  and  contour  of  the 
obstruction  are  determined  as  accurately  as 
possible,  as  these  factors  influence  greatly  the 
subsequent  advice.  The  benign  conditions  are 
all  susceptible  to  cure  by  more  than  one  sur- 
gical method.  The  day  of  hormonal  treatment 
may  be  in  the  near  future,  but  such  efforts  are 
but  experimental  at  present.  The  tremendous 
popularity  of  the  transurethral  mode  of  attack  is 
known  to  all  who  read  the  daily  papers.  The 
advantage  of  this  over  open  operation  by  either 
suprapubic  or  perineal  approach,  in  certain 
types  of  obstruction,  is  quite  universally  ac- 
knowledged. The  many  failures  in  the  past  to 
remove  fibrous  obstructions  in  the  bladder  neck 
by  suprapubic  approach  is  known  to  all.  Such 
cases — small  bars  and  median  lobes — can  better 
be  removed  by  transurethral  surgery  than  an 
open  method.  Just  how  far  this  method  shall 
be  used  in  general  enlargement  of  the  prostate  is  a 
matter  of  personal  judgment.  Surgeons  differ 
widely  in  their  technical  skill.  Indeed  I know 
of  no  operation  that  has  such  a large  personal 
factor.  Only  one  person  can  be  responsible  for  a 
transurethral  resection  and  he  must  assume  full 
responsibility  for  poor  results  or  even  disasters. 
The  choice  between  suprapubic  and  perineal 
approach  is  apparently  based  largely  on  one’s 
early  and  present  influences — much  as  is  the 
case  with  politics  or  religion.  No  one  should 
use  the  perineal  approach  without  proper  train- 
ing and  knowledge  of  the  detailed  anatomy. 
The  suprapubic  method  should  be  preferred  by 
the  occasional  operator;  and  it  has  been  im- 
proved in  recent  years  by  a better  approach  to 
the  bladder,  avoiding  dissection  into  the  space  of 
Retzius  with  possible  serious  infections  subse- 
quently ; also  the  methods  of  control  of  hemor- 
rhage have  been  improved  upon.  But  it  is  most 
important  that  the  perineal  method  be  employed 
in  any  patient  in  whom  one  suspects  possible 
carcinoma.  The  use  of  radium  and  x-ray  in 


carcinoma  of  the  prostate  is  so  disappointing 
that  I feel  the  most  reasonable  hope  of  a cure  is 
by  employment  of  complete  prostatectomy  as 
described  by  Young,  in  early  cases.  His  method 
of  perineal  approach,  with  a frozen  section  diag- 
nosis made  from  the  tissues  from  suspicious 
areas,  is  most  rational.  This  operation  is  not  so 
difficult  and  the  functional  results  as  concerns 
urinary  control  are  amazingly  good. 

I am  delighted  that  I have  been  able  to  hear 
Dr.  Young  again  and  never  fail  to  profit  from  his 
addresses. 

Dr.  Clarence  G.  Bandler,  New  York  City — 
Dr.  Young,  in  his  characteristically  lucid  manner, 
has  graphically  presented  the  problem  of  pro- 
static obstruction  with  its  variegated  clinical 
manifestations,  together  with  therapeutic  ap- 
proaches to  the  correction  of  such  pathology. 
It  must  be  apparent  that  such  a small  anatomic 
section  of  the  body,  bounded  as  it  is  by  the  inter- 
nal and  external  vesical  sphincters,  exerts  a pro- 
found influence  not  only  locally  but  systemically 
as  well. 

The  posterior  urethra  in  the  male  represents 
the  site  of  fusion  of  the  urinary  and  reproductive 
systems.  Any  aberration  in  the  development  or 
normal  fusion  of  either  system  may  predispose  to 
direct  or  indirect  interference  with  the  egress 
of  urine.  The  resultant  urinary  obstruction, 
whether  it  is  partial  or  complete,  sets  up  clinical 
manifestations.  These  may  be  readily  apparent, 
but  far  more  important  is  the  lesion  which  in- 
sidiously acts  over  a period  of  years  to  cause 
eventual  renal  insufficiency. 

The  vesical  neck  and  its  encircling  prostate,  by 
its  very  location,  has  complete  mechanical  con- 
trol over  urinary  excretion.  A unilateral  upper 
urinary  tract  obstruction,  even  if  it  entails  com- 
plete interference  with  the  outflow  of  urine  from 
one  kidney,  is  of  little  consequence  when  com- 
pared with  the  absolute  control  over  both  kid- 
neys exerted  by  the  prostatic  urethra.  From 
infancy  to  senescence,  the  importance  of  un- 
impeded urinary  outflow  is  essential  and  the 
brunt  of  this  responsibility  should  not  fall  so 
much  upon  the  urologist  as  it  should  upon  the 
obstetrician,  pediatrician,  and  general  practi- 
tioner who  first  see  such  cases. 

To  Dr.  Young  goes  credit  for  making  the  first 
clinical  diagnosis  of  valvular  obstruction  of  the 
posterior  urethra.  Previously,  the  condition 
had  been  noted  at  autopsy,  by  Langenbeck  in 
1802,  and  was  accidentally  found  in  vivo  by 
Eigenbrodt  in  1892.  However,  it  was  not  until 
1913  that  Dr.  Young  demonstrated  the  lesion 
clinically  through  urethral  instrumentation  and 
visualization. 
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In  conjunction  with  a consideration  of  valves 
of  the  posterior  urethra,  one  should  be  ever 
mindful  of  the  role  of  the  verumontanum,  whence 
the  valvular  flaps  may  arise  and  then  course  to 
the  lateral  wall  of  the  posterior  urethra  or  the 
internal  sphincter.  In  1923,  Bugbee  and  Woll- 
stein  reported  a series  of  8 children  with  bilateral 
dilatation  of  the  ureters,  7 of  whom  had  hyper- 
trophy of  the  verumontanum,  without  any 
demonstrable  bands  or  valves.  We  have  seen  2 
such  cases,  with  beginning  urinary  obstructive 
manifestations,  where  simple  fulguration  of  the 
hypertrophied  structure  resulted  in  relief  of 
obstruction  with  prompt  disappearance  of  symp- 
toms. In  effect,  these  male  children  experience 
similar  symptomatology  to  the  elderly  prostatic 
victim,  since  the  mechanical  factor  is  the 
same. 

The  treatment  of  prostatic  hypertrophy  has 
been  the  subject  of  endless  discussion  and  often 
bitter  controversy ; we  shall  not  continue  it  here. 
Suffice  it  to  say,  the  ideal  treatment  is  that  which 
fits  the  particular  pathology,  presented  by  the 
individual  case,  utilizing  the  technic  with  which 
the  individual  operator  is  most  familiar  and 
most  successful.  I have  deliberately  emphasized 
individualization  of  cases,  for  then  only  can  the 
best  interests  of  the  patient  be  served. 

Dr.  Young  has  long  advocated  and  conclu- 
sively demonstrated  the  efficacy  of  perineal  pro- 
statectomy for  the  relief  of  prostatic  obstruction. 
In  his  hands,  and  in  the  hands  of  those  whom  he 
has  trained  (and  even  unto  the  third  generation 
who  have  trained  under  the  master’s  pupils), 
it  is  an  ideal  procedure.  On  the  other  hand,  for 
the  inexperienced  or  inept,  such  a procedure  can, 
and  often  has,  resulted  in  excessive  morbidity, 
to  say  nothing  of  vesical  incontinence  due  to 
injury  to  the  external  sphincter. 

There  are  urologists  who  routinely  subject 
all  prostatic  hypertrophies  to  perineal  prostatec- 
tomy; there  are  others  who  do  nothing  but 
suprapubic  enucleation  of  the  gland;  and  still 
others  who  have  adopted  the  closed  method  of 
transurethral  resection  of  the  encroaching  organ 
to  the  exclusion  of  any  other  method.  I hold  no 
brief  toward  any  of  them.  If  one  were  to  take 
a Utopian  view,  each  method  is  ideally  suited 
for  a specific  type  of  prostatic  pathology  and  the 
ideal  urologist  would  be  one  adept  in  all  tech- 
nics. Since  this  is  difficult  of  attainment  one 
must  be  content  with  fitting  suitable  therapy  to 
the  urologist’s  surgical  attainments. 

An  illustrative  instance  of  my  point  of  view  is 
that  of  the  treatment  of  carcinoma  of  the  pro- 
state. In  the  early  case,  and  I use  the  term 
“early”  hesitatingly,  complete  extirpation  of  the 
prostate  and  adnexa  represents  ideal  surgical 


procedure.  Dr.  .Young  has  carried  out  such 
surgery  often  and  successfully.  It  is  a formi- 
dable task  which,  however,  is  often  well  re- 
warded. 

Furthermore,  it  is  impossible  to  tell  really 
whether  the  malignancy  has  not  spread 
beyond  the  reaches  of  the  most  expertly  wielded 
scalpel  by  the  time  the  patient  comes  to  surgery. 

It  has  been  stated  that  15  per  cent  of  all  males 
over  50  years  of  age  are  victims  of  carcinoma  of 
the  prostate.  The  deep-seated  nature  of  the 
process  often  precludes  early  diagnosis  and  when 
clinical  manifestations  occur  it  is  often  too  late 
to  hope  for  complete  extirpation.  It  is  in  this 
group  that  the  method  of  transurethral  resection 
of  the  prostate  finds  ideal  application.  Car- 
cinoma of  the  prostate  is  characteristically  slow 
in  its  growth  and  slow  to  metastasize.  If  one 
can  give  such  patients  even  a few  years  of  com- 
fort, much  will  have  been  attained.  In  fact, 
many  of  the  elderly  victims  of  the  disease  die, 
not  of  the  carcinoma,  but  of  some  intercurrent 
infection  or  cardiovascular  complication. 

The  subject  of  surgical  therapy  in  prostatic 
obstruction  has  taken  on  a strong  sectional  com- 
plexion. Facetiously,  transurethral  resection 
has  been  allocated  as  the  sine  qua  non  of  the 
corn  and  cotton  belt.  The  Mid- West  and  South 
have  admittedly  “gone  overboard”  on  this 
particular  procedure.  To  carry  on  the  geo- 
graphic division  of  the  country,  one  may  consign 
perineal  prostatectomy  to  the  oyster  belt. 
Suprapubic  prostatectomy  would  seem  then  to 
have  become  a homeless  and  forgotten  waif. 
Recent  survey  of  our  statistics  at  the  New  York 
Post-Graduate  Hospital  shows  that  about  60 
per  cent  of  cases  coming  to  prostatic  surgery  are 
being  subjected  to  transurethral  resection  while 
the  remaining  40  per  cent  are  handled  by  supra- 
pubic enucleation. 

A small  group  of  cases,  constituting  urinary 
obstruction  in  the  aged  or  markedly  debilitated, 
is  worthy  of  special  consideration.  Where  sur- 
gery is  absolutely  contraindicated  or  has  to  be 
deferred,  or  where  it  is  refused,  intermittent  ure- 
thral catheterization,  or  the  use  of  the  in- 
dwelling urethral  catheter  for  a period  of  time, 
finds  worthy  application.  It  may  sound  like 
heresy  for  an  actively  practicing  urologic  sur- 
geon to  advocate  such  procedures,  yet  I have 
seen  patients  live  for  several  years  on  such  a 
regimen. 

Before  closing,  I believe  a brief  reference  to 
recent  advances  in  the  field  of  endocrine  therapy, 
with  special  reference  to  the  prostate  gland,  is  in 
order.  Considerable  investigation  is  being  car- 
ried on  experimentally  in  the  laboratory  and  also 
clinically  with  endrogenic  and  estrogenic  sub- 
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stances  and  their  influence  on  the  prostate  gland. 
Testosterone  represents  the  product  of  extrac- 
tion, isolation,  and  recrystallization  from  testicu- 
lar tissue.  Its  use  in  patients  with  benign  pro- 
static hypertrophy,  in  the  hands  of  various 
groups  in  this  country  and  abroad,  has  been 
attended  in  some  instances  by  marked  decrease 
in  hesitancy  and  nocturia,  ability  to  void  a freer 
stream,  variable  reduction  in  residual  urine  but 
without  demonstrable  evidence  of  actual  diminu- 
tion in  the  size  of  the  gland. 

In  no  sense  of  the  word,  is  hormone  therapy  a 
substitute  for  surgical  intervention.  Prostatic 
obstruction  due  to  carcinoma  or  sclerosis  from 
previous  inflammatory  lesions  is  not  amenable 
to  such  therapy.  It  is  possible  that  a portion 
of  that  large  group,  comprising  benign  prostatic 
hypertrophy,  may  be  helped  clinically  by  hor- 
monal medication.  Whether  the  present  avail- 
able substances  represent  the  potent  and  true  sex 
hormone,  or  its  byproduct,  or  just  one  of  a 
number  of  allied  hormones  remains  for  future 
work  to  prove  or  disprove.  In  the  past,  endo- 
crinology has  been  the  happy  hunting  ground  for 
quacks  as  well  as  genuine  clinicians.  Let  us  not 
be  unduly  swayed  by  preposterous  miracle 
workers  nor  too  smug  to  consider  the  possibilities 
of  a field  which  may  open  a new  vista  to  the 
problem  of  prostatic  hypertrophy. 

Dr.  Roy  B.  Henline,  New  York  City — I have 
enjoyed  Dr.  Young’s  very  comprehensive  dis- 
cussion of  prostatic  disease  and  was  particularly 
interested  in  the  beautiful  motion  pictures 
demonstrating  radical  perineal  prostatectomy 
and  radical  perineal  surgery  for  tuberculosis. 
These  form  an  excellent  method  of  teaching  and 
when  done  so  well,  as  shown  in  these  pictures, 
they  appear  to  be  fairly  simple  procedures. 

I should  like  to  call  your  attention  to  the  value 
of  cystourethrograms  as  an  additional  method  of 
determining  the  size,  location,  and  extent  of  en- 
largement of  the  prostate.  It  is  estimated  that 
the  impression  concerning  the  size  of  the  pros- 
tate is  incorrect  in  50  to  60  per  cent  of  cases 
from  rectal  examination  alone.  We  believe 
that  cystoscopy,  although  often  helpful,  may 
be  inadvisable  in  certain  cases. 

The  size  of  the  obstructing  prostate,  its  loca- 
tion and  extension  may  help  determine  the  best 
surgical  procedure  to  be  employed.  This  can 
often  be  determined  by  a cystourethrogram, 
which  affords  little  discomfort  to  the  patient. 
(Lantern  slides  showing  the  value  of  urethro- 
grams in  prostatic  enlargement.) 

The  perineal  approach  to  the  prostate  is  the 
only  procedure  which  actually  permits  one  to  do  a 
real  prostatectomy  in  contradistinction  to  what 


should  be  called  an  “adenectomy.”  In  many 
types  of  enlargement  of  the  prostate,  an  adenec- 
tomy only  is  required.  These  are  the  most 
common  types  of  prostatic  enlargement. 

However,  I should  like  to  stress  again  the 
fact  that  patients  with  early  malignancy  of  the 
prostate,  and  those  with  multiple  prostatic  calculi 
with  marked  infection,  require  definite  surgical 
procedures.  In  these  patients,  the  prostate 
itself  is  involved  and  occasionally  no  adenoma 
exists.  Since  the  prostate  itself  is  involved 
and  the  process  exists  down  to  and  including  the 
capsule  of  the  prostate,  it  is  almost  impossible 
to  remove  adequately  the  affected  area  without 
including  the  capsule  in  the  removal.  In  some 
of  these  patients  we,  therefore,  must  remove  the 
entire  prostate  and  capsule  by  performing  a total 
or  subtotal  excision  of  the  involved  area.  This 
can  only  be  done  by  a perineal  approach  to  the 
prostate. 

It  has  been  our  practice  to  follow  approxi- 
mately the  perineal  approach  as  outlined  by 
Young.  In  excising  the  prostate  with  its  cap- 
sule, we  usually  leave  a small  cuff  of  tissue  at  the 
apex  of  the  prostate  which  is  finally  sutured  to 
the  vesical  orifice.  By  this  procedure,  we  remove 
all  the  local  carcinoma  in  early  cases  and  offer 
the  best  chance  for  cure.  In  prostatic  calculi 
and  severe  chronic  infections,  we  have  removed 
the  entire  focus  of  infection,  although  this 
usually  is  done  only  in  elderly  patients. 

Dr.  John  E.  Heslin,  Albany,  New  York — 
Few  papers  dealing  with  diseases  of  the  prostate 
fail  to  quote  Dr.  Young  and  certainly  no  dis- 
cussion of  his  paper  is  complete  without  a tribute 
to  his  contributions.  No  greater  tribute  to  his 
work  in  prostatic  surgery  could  be  given  than 
the  recent  statement  that  had  we  all  the  skill  of 
this  master  perineal  operator  there  would  be 
no  further  discussions  as  to  the  method  of  re- 
lieving prostatic  obstruction. 

Dr.  Young  in  his  very  complete  paper  and  the 
previous  discussants  have  covered  the  subject  so 
thoroughly  that  what  little  I have  to  say  is  apt 
to  be  a repetition  but  will  emphasize  some  prac- 
tical points. 

I have  always  been  interested  in  chronic 
prostatitis  and  its  role  as  a focus  of  infection. 
It  is  often  overlooked  and  seldom  looked  for  in 
the  routine  search.  Response  to  proper  treat- 
ment directed  to  the  gland  may  aid  greatly  in 
clearing  up  cases  without  other  foci  or,  what  is 
also  important,  cases  not  responding  after  re- 
moval of  other  foci — residual  infection  in  the 
prostate  accounting  for  the  continuance  of 
symptoms. 

Chronic  prostatitis  does  not  necessarily  follow 
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acute  attacks  nor  is  it  necessarily  associated 
with  acute  symptoms.  Although  most  cases 
give  a history  of  previous  gonorrheal  infection, 
absence  of  this  history  does  not  rule  out  infec- 
tion of  the  prostate  by  any  means.  In  suspicious 
cases,  more  than  one  massage  with  examination 
of  the  expression  should  be  given  before  infection 
is  ruled  out.  All  cases  of  prostatitis  do  not 
show  symptoms,  and  therapeutic  tests  will  prove 
the  relation  of  this  infection  to  the  particular  case. 

In  spite  of  the  efficiency  of  sulfanilamide  and 
other  drugs  in  infections  of  the  urinary  tract, 
many  cases  of  pyuria  will  persist,  due  to  deep- 
seated  infection  in  the  prostate.  Associated  local 
treatment  may  secure  the  desired  result. 

Other  frequent  manifestations  of  chronic 
prostatitis  are  the  symptoms  associated  with  the 
sexual  act.  Before  the  immediate  use  of  the 
present  potent  hormone  therapy,  organic  disease 
in  the  urethra  and  prostate  must  be  ruled  out. 

In  applying  treatment  to  the  infected  gland, 
we  must  visualize  its  anatomy,  and  observation 
and  treatment  should  be  carried  out  over  some 
period  of  time  with  visits  at  increasing  intervals. 

The  value  of  rectal  examination  in  routine 
yearly  checkup  visits  has  long  been  stressed. 
The  value  of  the  estimation  of  residual  urine  at 
this  examination  in  some  cases  was  illustrated  in 
a case  cited  at  a recent  New  York  meeting. 
An  internist,  in  a complete  examination  of  his 
patient,  was  disturbed  to  find  a very  small  output 
of  phthalein  in  a two-hour  period.  Further  in- 
vestigation revealed  a large  amount  of  residual 
urine,  accounting  for  the  low  phthalein  output 
and  probably  the  patient’s  general  symptoms. 

Transurethral  resection  of  the  prostate  in 
skilled  hands  has  earned  a place  with  enucleation 
of  the  gland  as  a means  of  relieving  obstruction. 
Possessed  with  sufficient  skill,  the  resectionist 
can  remove  a large  amount  of  tissue  to  allow 
excellent  function  with  little  reaction  and  no  re- 
maining lobules  of  prostatic  tissue  to  slough  and 
cause  long-standing  cystitis  with  its  symptoms. 
Results  in  resection  as  well  as  in  perineal  and 
suprapubic  removal  of  the  gland  depend  directly 
upon  the  skill  of  the  operator  and  his  hospital 
organization  for  the  pre-  and  postoperative  care 
of  his  patients.  Lacking  these,  one  should  limit 
his  resections  to  the  simple  cases. 

Proficiency  in  all  three  procedures  is  the  ideal 
desired  and  should  be  considered  in  the  training 
of  urologists.  The  resectionist  must  be  a well- 
trained  urologist,  capable  of  not  only  recognizing 
the  indications  for  the  operation  and  its  limita- 


tions but  also  of  handling  any  local  complica- 
tion that  may  arise.  His  training  in  resection 
must  be  under  strict  guidance  if  we  are  to  avoid 
the  experience  of  now  excellent  operators  in  their 
early  cases.  It  has  often  been  stated  that  the 
purchase  of  a cystoscope  does  not  make  a cysto- 
scopist.  Certainly  the  simple  purchase  of  a 
resectoscope  should  not  qualify  a man  in  the 
use  of  so  potent  an  instrument. 

Resection  has,  in  addition  to  its  clear,  un- 
contested indications  in  median  bar,  contracture 
and  obstruction  in  extensive  malignancy,  con- 
tributed much  to  the  handling  of  two  types  of 
cases. 

The  early  case  with  symptoms  of  obstruction, 
little  residual  urine,  not  relieved  by  palliative 
measures,  will  often  submit  to  resection  when 
he  would  not  accept  open  operation.  With  little 
risk,  obstruction  is  relieved  and  progressive 
damage  to  his  upper  urinary  tract  averted. 
This,  to  my  mind,  is  a valuable  contribution  to 
the  conservation  of  renal  function. 

The  second  group  includes  the  elderly,  the 
poor  risk  and  the  case  of  extensive  malignancy, 
most  of  them  doomed  to  spend  their  remaining 
days  in  discomfort,  dependent  upon  the  catheter. 
With  short  bed  and  hospital  confinement,  these 
men  can  be  given  relief  by  resection  when  we 
could  not  consider  enucleation  of  the  gland.  I 
feel  that  these  individuals  who  depend  upon  us, 
as  physicians,  to  relieve  them  in  their  discomfort 
deserve  not  only  the  knowledge  that  they  can 
be  given  relief  but,  in  the  light  of  mortality 
figures  and  results,  be  urged  to  avail  themselves 
of  the  comfort  assured  them  in  their  remaining 
days. 

Enucleation  of  the  prostate  is  too  satisfactory 
an  operation  and  has  secured  for  us  too  many 
grateful  patients  to  be  completely  discarded. 
However,  indications  for  enucleation  are  apt  to 
be  found  in  the  group  between  the  two  classes 
mentioned  above.  Patients  in  this  group  now 
handled  by  many  by  resection  will  probably 
determine  the  fate  of  the  general  use  of  the 
resectoscope.  Recurrence  of  obstruction  and 
development  of  malignancy  in  the  remaining 
prostatic  tissue  are  two  important  factors  to  be 
determined  by  time  and  careful  observation  of 
operated  patients. 

Dr.  Young  has  given  us  a practical  and  very 
valuable  discussion  of  an  important  subject. 
His  opinions  based  upon  long  and  scientific 
experience  must  be  strongly  considered.  We  are 
most  fortunate  in  having  him  with  us  today. 


“Teach  the  tuberculous  patient  to  regard  something  to  worry  about.” — Nat.  Tuberculosis 
symptoms  as  red  and  green  signal  lights  and  not  Assn. 
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The  diagnosis  of  periarteritis  nodosa 
has  seldom  been  made  during  life,  and 
then  it  has  been  more  or  less  accidental. 
It  is,  therefore,  a matter  of  great  interest 
to  record  3 cases  with  the  correct  intra- 
vitam  diagnosis. 

Case  Reports 

Case  1. — F.  H.,  a man,  aged  36,  was  admitted 
to  Bellevue  Hospital  on  January  28,  1936,  with 
one  week’s  history  of  pain  in  the  right  abdominal 
flank  and  of  cough  and  dyspnea.  The  pain 
radiated  from  the  flank  to  the  anterior  aspect  of 
the  right  side  of  the  chest  and  sternum.  The 
coughing  spells  had  been  severe  at  times.  The 
dyspnea  was  more  marked  at  night,  particularly 
when  in  the  recumbent  position.  He  had 
vomited  on  three  occasions,  each  time  in  the 
morning.  For  the  past  month  he  had  had 
nocturia  two  or  three  times  and  also  polydipsia 
and  polyuria.  He  had  pneumonia  at  the  age  of 
9 years.  He  denied  venereal  disease. 

Physical  examination  on  admission  revealed 
a poorly  nourished  young  adult,  appearing  ex- 
tremely ill  and  in  great  distress.  His  color  was 
of  an  ashen-gray  hue.  There  was  marked 
dyspnea.  The  lungs  showed  loud,  moist  rales 
throughout.  The  heart  sounds  were  not  audible. 
The  pulse  was  very  rapid  and  regular,  but 
thready.  The  abdomen  was  moderately  spastic 
but  not  tender.  The  blood  pressure  could  not  be 
elicited.  The  temperature  was  100.2  F.  The 
white  blood  count  was  16,400  with  80  per  cent 
polymorphonuclears.  The  red  blood  count  was 
3,600,000  with  55  per  cent  hemoglobin.  The 
urine  showed  a specific  gravity  of  1.020,  with  3 
plus  albumin,  a few  granular  casts,  clumps  of 
white  blood  cells,  but  no  red  blood  cells.  The 
clinical  picture  was  suggestive  of  coronary 
thrombosis. 

On  January  29  there  was  an  improvement  in 
the  patient’s  general  condition.  There  was  still 
a marked  pallor  but  only  a moderate  degree  of 
dyspnea.  The  heart  appeared  enlarged  to 
percussion.  There  was  tachycardia  and  gallop 
rhythm.  There  were  signs  of  diffuse  pulmonary 
congestion  and  of  small  amounts  of  fluid  in  both 


pleural  cavities.  The  fundi  showed  a moderate 
degree  of  arteriolosclerosis.  The  temperature 
was  now  102.4  F.  The  electrocardiogram 
showed  right  axis  deviation,  QRS  complexes  of 
low  voltage,  and  sinus  tachycardia,  but  no  other 
striking  changes.  The  blood  nonprotein  nitro- 
gen was  35  mg.  per  cent.  It  was  now  thought 
that  this  might  be  a case  of  acute  glomerulo- 
nephritis associated  with  myocardial  failure. 

For  the  next  few  days  the  patient  appeared  to 
show  some  further  improvement  in  the  clinical 
picture.  The  temperature  dropped  to  99  F.  and 
the  pulse  was  100.  The  urine,  however,  con- 
tinued to  show  albumin,  many  hyaline  and 
granular  casts,  a few  white  blood  cells,  but  no  red 
blood  cells.  The  blood  pressure  was  now  164 
systolic  and  96  diastolic.  The  electrocardiogram 
now  showed  complexes  of  lower  voltage  and  a 
few  premature  auricular  contractions.  Except 
for  the  return  of  the  fever,  the  patient’s  con- 
dition remained  unchanged  until  February  10, 
when  he  appeared  very  ill  again.  Dyspnea  be- 
came marked.  The  heart  showed  a very  rapid 
rate  and  sounds  of  very  poor  quality.  The 
signs  of  myocardial  failure  were  pronounced. 
The  electrocardiogram  showed  amplitudes  of  still 
lower  voltage,  inverted  T waves  in  all  the  leads, 
and  occasional  premature  auricular  contractions. 
These  findings  were  indicative  of  progressive 
myocardial  damage.  The  blood  pressure  was 
172  systolic  and  114  diastolic.  The  white  blood 
count  was  12,300  with  84  per  cent  polymorpho- 
nuclears. The  blood  nonprotein  nitrogen  was 
36,  the  creatinine  1.6,  and  the  uric  acid  3.4  mg. 
per  cent.  The  abnormal  urinary  findings  per- 
sisted. Blood  Wassermann  was  negative.  The 
signs  of  renal  and  myocardial  damage,  hyper- 
tension, and  retinal  arteriolosclerosis  were 
indicative  of  a diffuse  vascular  disease.  The 
presence  of  an  irregular  fever,  moderate  leuko- 
cytosis, and  anemia,  in  addition  to  the  signs  of 
widespread  vascular  alterations,  led  to  the 
diagnosis  of  periarteritis  nodosa. 

His  further  clinical  course  was  mainly  one  of 
exacerbations  and  remissions.  There  were  pe- 
riods when  he  showed  a minimal  degree  of  cir- 
culatory failure  and  a practically  normal  tem- 
perature. These  were  frequently  interrupted  by 
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sudden  rises  in  temperature  and  the  development 
of  signs  and  symptoms  of  severe  myocardial 
failure.  The  blood  pressure  continued  to  rise 
progressively,  until  it  reached  a systolic  of  202 
and  a diastolic  of  156.  The  fundi  now  showed  a 
more  advanced  stage  of  arteriolosclerosis  and 
linear  hemorrhages. 

His  urine  showed  persistent  albuminuria, 
cylindruria,  and  a moderate  number  of  white 
blood  cells,  but  no  red  blood  cells  except  in  the 
last  specimen  taken  on  March  17.  The  specific 
gravity  of  the  urine  ranged  between  1.010  and 
1.016,  with  the  exception  of  two  determinations, 
which  were  1.020  and  1.025  respectively.  A skin 
and  muscle  biopsy  taken  on  March  2,  failed  to 
show  the  presence  of  periarteritis  nodosa. 

On  March  4 the  patient  developed  facial 
erysipelas.  This  responded  promptly  to  the 
specific  antitoxin. 

The  final  phase  of  his  illness  was  ushered  in  by 
a severe  hemoptysis  on  March  13.  This  was 
followed  by  a picture  of  shock,  with  collapse  of 
the  peripheral  circulation.  Supportive  treat- 
ment resulted  in  some  improvement.  From 
this  point  on,  however,  his  clinical  course  was 
rapidly  downward. 

On  March  16  he  became  semicomatose  and 
developed  signs  of  meningeal  irritation,  with 
moderate  nuchal  rigidity  and  positive  Brud- 
zinski  and  Kernig  signs.  A spinal  tap  yielded  a 
clear  fluid  under  increased  pressure.  The 
spinal  fluid  showed  30  cells  but  no  other  ab- 
normal findings.  The  blood  nonprotein  nitrogen 
was  now  90  mg.  per  cent.  The  patient  died  on 
March  17,  1936. 

Autopsy  (March  18,  1936;  Drs.  Overton  and 
Hutcheson) 

The  body  was  that  of  a poorly-nourished, 
poorly-developed  white  male,  36  years  of  age. 
There  was  no  external  edema.  There  was  a 
small  ulcer  over  the  dependent  portion  of  the 
right  sacrum.  On  section  the  subcutaneous  fat 
was  very  small  in  amount  and  the  muscle  tissue 
fairly  well  developed  and  deep  bluish  red  in 
color.  The  peritoneum  was  smooth  and  glisten- 
ing throughout.  There  were  old  fibrous  and 
fresh  fibrinous  adhesions  and  about  250  cc.  of 
pale  straw-colored  fluid  in  either  pleural  cavity. 
The  pericardium  was  smooth  and  glistening. 
The  heart  weighed  450  Gm.  In  the  right  auricle 
were  found  four  endocardial  thrombi  varying  in 
size  from  a pinhead  to  a pea.  On  section,  a 
mucoid  whitish  pus-like  fluid  was  released  from 
these  thrombi.  The  cusps  of  the  tricuspid  valve 
were  thin  and  delicate  and  the  chordae  ten- 
dineae  were  thin  and  not  fused  or  shortened. 
The  cusps  of  the  pulmonary  valve  appeared 


natural.  The  right  ventricular  chamber  was 
dilated  and  its  wall  slightly  hypertrophied. 
There  were  several  pinhead-sized  thrombi  at  the 
bases  of  the  papillary  muscles  in  the  region  of  the 
apex.  The  left  auricle  was  moderately  dilated 
and  its  wall  moderately  hypertrophied.  The 
auricular  appendix  was  free  of  thrombi.  The 
orifice  of  the  mitral  valve  admitted  two  fingers 
with  ease,  and  its  cusps  were  somewhat  thickened 
but  flexible.  The  chordae  tendineae  were  not 
fused  or  shortened.  The  left  ventricle  was 
slightly  dilated  and  its  wall  at  the  attachment  of 
the  posterior  mitral  leaflet  was  12  mm.  in  thick- 
ness. There  were  25  or  30  whitish  thrombi  on 
the  endocardium,  varying  in  size  from  a pinhead 
to  a marble.  On  section  these  thrombi  yielded 
a similar  fluid  to  that  already  described.  The 
orifice  of  the  aortic  valve  admitted  two  fingers, 
and  its  cusps  were  natural.  The  myocardium 
was  smooth,  glistening,  and  reddish  brown  in 
color.  The  aorta  was  small  in  caliber,  its  walls 
were  thin,  and  it  contained  many  raised  ather- 
omatous plaques.  The  coronary  arteries  were 
apparently  well  preserved.  The  lungs  were 
congested  and  contained  many  firm  areas  of 
deep  red  color.  Sections  from  these  areas  sank 
in  water.  The  bronchial  mucosa  was  moderately 
injected  and  the  lymph  nodes  were  anthracotic, 
edematous,  and  congested.  The  pulmonary 
arteries  and  their  branches  appeared  natural. 
The  spleen  weighed  250  Gm.  On  section  it  cut 
readily.  The  cut  surface  was  smooth,  moder- 
ately friable,  and  the  pulp  was  abundant  and 
grayish  red  in  color.  The  gastrointestinal  tract 
was  natural  except  for  some  congestion  of  the 
wall  of  the  small  bowel.  The  liver  weighed  1,800 
Gm.  On  section,  the  substance  was  nutmeg  in 
appearance.  The  lobules  were  not  distinctly 
made  out.  The  gallbladder  contained  a quantity 
of  thick  viscid  bile.  The  mucous  membrane  was 
apparently  well  preserved.  The  adrenals  were 
small,  with  a yellow  cortex  and  fairly  broad 
medulla.  The  kidneys  weighed  200  Gm.  each. 
Their  surface  was  rough  and  contained  grayish- 
red  depressions.  The  cut  surface  showed  very 
little  normal  appearing  cortex  and  medulla. 
The  greater  part  of  the  surface  was  occupied  by 
yellowish-white  firm  tissue,  which  in  places  ran 
out  from  the  pelvis  to  the  periphery,  forming  an 
appearance  similar  to  that  of  the  ribs  of  a fan. 
The  testes  were  small.  The  cut  surface  was 
smooth,  the  substance  pinkish  yellow  in  color, 
and  the  tubules  strung  out  readily.  The  skull 
presented  no  noteworthy  changes  to  the  naked 
eye.  The  dura  stripped  readily.  The  under- 
lying pia-arachnoid  was  moderately  injected. 
The  external  and  cut  surfaces  of  the  brain  ap- 
peared natural.  There  was  some  sclerosis  of  the 
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vessels  at  the  base.  The  lateral  ventricles  con- 
tained a clear  spinal  fluid. 

Gross  Anatomic  Diagnoses.  Subacute  diffuse 
glomerulonephritis;  hypertrophy  and  dilatation 
of  the  heart;  endocardial  thrombi;  coronary 
sclerosis;  atherosclerosis  of  the  aorta;  fibrous 
pleural  adhesion;  fibrinous  pleurisy;  pulmonary 
congestion  and  edema;  lobular  pneumonia; 
hydrothorax;  chronic  passive  congestion  of 
liver;  chronic  passive  congestion  of  spleen. 

Microscopic  Examination.  The  epicardial 
coronary  arteries  had  a moderate  number  of 
atheromatous  plaques.  Attached  to  the  endo- 
cardium were  fresh  fibrin  and  platelet  thrombi, 
which  in  places  had  broken  down  and  contained 
many  polymorphonuclears.  The  pleura  was 
partially  covered  by  a thin  fibrinous  exudate. 
The  parenchyma  of  the  lung  was  flooded  with 
fresh  blood.  The  veins  were  distended  with 
blood  and  fibrinous  thrombi.  Several  small 
arteries  had  necrotic  walls  that  were  infiltrated 
with  polymorphonuclears.  “Heart  failure”  cells 
were  prominent  throughout.  There  were  also 
small  areas  with  intra-alveolar  exudation  of 
polymorphonuclears  and  serum.  Some  of  the 
bronchi  had  desquamated  epithelium  and  intra- 
luminal polymorphonuclear  infiltration.  Small 
areas  of  fibrosis  were  also  present.  The  splenic 
sinuses  were  congested.  The  sinuses  in  the 
liver  lobules  were  distended  with  blood.  The 
submucosa  of  the  colon  had  many  large,  thin- 
walled  sinusoids.  On  one  side  of  these  was  a 
thrombosed  vessel.  The  entire  stroma  of  the 
vessels  was  edematous  and  infiltrated  with 
polymorphonuclears  and  lymphocytes.  The 
overlying  mucosa  was  similarly  involved.  The 
adrenal  capsules  were  greatly  thickened  by  scar 
tissue  in  which  there  were  many  thick-walled 
arteries  whose  lumens  were  stenosed  by  widened 
intimas.  There  were  focal  collections  of  lympho- 
cytes. The  medulla  of  one  of  the  glands  showed 
a freshly  thrombosed  artery.  Portions  of  the 
kidneys  were  perfectly  normal.  There  were 
areas  with  an  excess  of  fibrous  tissue  and  a 
striking  paucity  of  the  tubules.  The  convoluted 
tubules  were  entirely  absent.  At  the  apex  of  one 
of  these  triangular  areas  there  was  an  artery  with 
a greatly  thickened,  fibrosed  wall  and  a stenosed 
lumen,  which  was  filled  with  a partially  or- 
ganized blood  clot.  Its  wall  was  infiltrated  with 
a moderate  number  of  lymphocytes.  Another 
section  showed  a subcapsular,  anemic  infarct. 
Another  area  showed  a more  recent  infarct  with 
dense  polymorphonuclear  infiltration.  The 
small  arteries  showed  thickening  of  the  intima, 
but  little  evidence  of  inflammatory  activity. 
The  testicles  showed  several  vessels  that  were 
filled  with  thrombi  and  had  necrotic  walls.  The 


Fig.  1.  Section  of  adrenal  gland.  Note 
large  vessel  with  necrosis  of  wall.  The  smaller 
vessels  show  inflammatory  exudate  in  the  wall 
and  in  the  lumen. 

adjacent  tissues  were  hemorrhagic  and  also 
partially  necrotic.  Some  arteries  were  filled 
with  unclotted  blood,  had  normal  endothelium, 
and  were  surrounded  by  broad  zones  of  necrosis. 
The  brain  was  normal. 

Final  Microscopic  Diagnosis.  Same  as  the 
gross  with  the  following  additions : Acute 

pulmonary  arteritis;  acute  arteritis  and  en- 
darteritis obliterans  in  the  adrenals  (Fig.  1); 
multiple  renal  infarcts;  and  fibrosis  with  en- 
darteritis obliterans  of  renal  vessels. 

General  Diagnosis.  Periarteritis  nodosa. 

Bacteriology  Report.  Postmortem  cultures  of 
the  endocardial  thrombi  showed  hemolytic 
streptococcus  and  staphylococcus  aureus. 

The  correct  clinical  diagnosis  in  this 
case  was  based  on  (1)  the  presence  of 
signs  of  widespread  vascular  alterations, 
as  shown  by  the  signs  of  renal  and  myo- 
cardial damage,  hypertension,  and  reti- 
nal arteriolosclerosis,  (2)  the  evidence 
of  an  infection,  as  fever  and  leukocytosis , 
and  (3)  the  presence  of  an  anemia.  One 
can  only  speculate  on  the  possible  re- 
lationship between  the  bacteria  found  in 
the  endocardial  thrombi  and  the  etiology 
of  the  periarteritis  nodosa  in  this  case. 

Case  2. — O.  R.,  a man,  aged  53,  was  admitted 
to  Bellevue  Hospital  on  November  14,  1936, 
with  the  chief  complaint  of  numbness  and  pain 
in  both  legs  below  the  knees  for  two  months. 
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The  pain  was  aggravated  on  walking  and  was 
localized  mainly  in  the  calves  and  heels.  For 
the  previous  week  he  had  had  a staggering  gait. 
There  was  an  indefinite  history  of  chills  and  fever 
for  the  previous  two  weeks.  The  arms  and  hands 
were  not  affected.  He  denied  the  use  of  alcohol 
and  of  venereal  disease.  His  past  and  family 
histories  were  irrelevant. 

Physical  Examination.  The  patient  appeared 
pale  and  chronically  ill.  The  pharynx  was 
moderately  injected.  The  tongue  appeared 
normal.  There  were  a few  subcrepitant  rales 
at  the  bases  of  both  lungs.  The  heart  showed 
no  abnormal  findings.  The  blood  pressure  was 
130  systolic  and  80  diastolic.  The  liver  and 
spleen  could  not  be  felt.  Both  legs  showed 
weakness,  with  particular  involvement  of  the 
extensor  muscles.  There  was  slight  edema  of 
both  legs  and  distinct  tenderness  over  the  calves. 
The  pupils  were  equal  and  reacted  to  light  and 
accommodation.  There  was  an  old  right  in- 
ternal strabismus.  The  knee  and  ankle  jerks 
were  slightly  diminished,  but  all  other  deep 
reflexes  were  active.  The  abdominal  reflexes 
were  present.  The  Babinski  and  the  con- 
firmatory signs  were  negative.  There  was 
distinct  diminution  of  all  sensations  over  the 
lower  extremities.  His  gait  was  of  the  high- 
steppage  type.  There  was,  however,  no  ataxia. 
The  fundi  were  normal.  The  temperature  was 
102  F.  The  clinical  picture  was  that  of  a 
peripheral  polyneuritis,  involving  both  lower 
extremities. 

Laboratory  Studies.  Urinalysis  showed  a 
specific  gravity  of  1.025,  no  albumin,  glucose, 
casts,  or  red  blood  cells  and  only  five  white 
blood  cells  per  high-power  field.  The  erythro- 
cyte count  was  4,300,000  with  65  per  cent 
hemoglobin.  The  leukocyte  count  varied  be- 
tween 12,300  and  20,400.  The  differential 
showed  90  per  cent  neutrophiles,  2 to  9 per  cent 
lymphocytes,  and  1 to  7 per  cent  eosinophils. 
The  gastric  analysis  was  normal.  The  blood 
Wassermann  test  was  negative.  The  blood 
smear  was  negative  for  malaria.  The  blood  cul- 
ture was  sterile.  The  Widal,  Felix-Weil,  and 
Melitensis  agglutination  tests  were  all  negative. 
The  spinal  fluid  findings  were  essentially  normal. 
The  blood  showed  a sugar  content  of  138  mg. 
per  cent  and  a nonprotein  nitrogen  of  36  mg. 
per  cent.  A roentgenogram  of  the  lumbar  spine 
revealed  no  abnormal  findings. 

Course.  The  patient  continued  to  run  an 
irregular  fever,  ranging  between  99  and  104  F. 
The  pulse  was  proportional  to  the  temperature. 
There  was  progressive  drowsiness.  The  pain  in 
the  legs  and  the  neurologic  signs  remained  un- 
changed. During  the  second  week  of  his 


hospital  stay  he  developed  gastrointestinal 
symptoms,  namely  vomiting  and  diarrhea. 
These  were  controlled  by  appropriate  medica- 
tion. Examination  of  the  stools  showed  no 
parasites,  ova,  or  bacteria  of  the  salmonella  or 
dysentery  groups.  Repeated  blood  cultures  were 
negative.  The  blood  vitamin  B content  was 
reported  to  be  diminished.  The  leukocytosis 
persisted  and  there  developed  also  a marked 
secondary  anemia,  with  an  erythrocyte  count 
of  1,430,000  and  23  per  cent  hemoglobin. 

The  clinical  course  with  polyneuritis,  gastro- 
intestinal symptoms,  fever,  leukocytosis,  eosino- 
philia,  and  anemia  led  to  the  diagnosis  of  peri- 
arteritis nodosa.  Accordingly,  a muscle  biopsy 
was  done.  No  characteristic  lesions  were 
determined  in  these  sections. 

On  December  2 the  drowsiness  became  more 
marked.  The  blood  pressure  rose  to  150  systolic 
and  90  diastolic.  The  urinalysis,  which  had 
previously  been  normal,  now  showed  a specific 
gravity  of  1.012,  3 plus  albumin,  50  white  blood 
cells,  and  numerous  red  blood  cells.  The  blood 
nonprotein  nitrogen  advanced  to  150  mg.  per 
cent.  These  developments  indicated  the  pres- 
ence of  renal  damage  and  renal  insufficiency,  and 
furnished  further  evidence  of  the  existence  of  a 
widespread  vascular  disease. 

On  December  7 the  patient  had  a severe 
hemorrhage  from  his  nose  and  mouth.  The 
breathing  became  deep  and  rapid.  The  blood 
nonprotein  nitrogen  rose  to  200  mg.  per  cent. 
He  went  into  deep  coma  and  died  the  same  day. 

Autopsy  (December  8,  1936;  Drs.  Solomon  and 
Hutcheson;  5 days  after  death) 

The  body  was  that  of  a fairly  well-developed, 
well-nourished  white  male  of  about  50.  The 
lower  extremities  showed  a marked  edema,  well 
up  on  the  thighs.  On  abdominal  section,  the 
peritoneum  was  smooth,  gray,  and  glistening. 
There  was  no  free  fluid  in  the  peritoneal  cavity, 
and  the  abdominal  viscera  were  in  normal 
apposition.  There  were  fibrous  pleural  ad- 
hesions. The  pericardium  was  smooth,  gray, 
and  glistening.  The  heart  weighed  420  Gm. 
The  epicardial  surface  showed  a few  grayish 
white  areas.  The  myocardium  of  the  left 
ventricle  was  slightly  thickened  but  normal  in 
color  and  consistency.  There  was  no  change  in 
the  valves.  The  coronary  vessels  showed  a 
slight  amount  of  subintimal  lipoid  deposit.  The 
aorta  was  smooth  throughout,  with  a few 
scattered  atheromatous  plaques.  The  lungs 
were  natural  in  color  and  consistency.  The 
trachea  and  bronchi  contained  a small  amount 
of  frothy  fluid.  The  pulmonary  arteries  were 
natural.  The  liver  was  brownish  in  color  and 
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Fig.  2.  Section  of  diaphragm.  Note  cellu- 
lar infiltration  of  vessel  wall  and  periadventitial 
tissue. 


its  capsule  smooth.  The  gallbladder  contained 
about  10  cc.  of  dark  viscid  fluid,  but  no  stones. 
The  spleen  had  a thickened  capsule  that  was 
slate  gray  in  color.  The  cut  surface  showed 
irregular  grayish-white  nodules,  some  of  which 
were  calcified.  The  mucosa  of  the  gastroin- 
testinal tract  appeared  natural.  The  pancreas 
and  adrenals  were  natural.  The  kidneys  were 
enlarged,  each  weighing  300  Gm.  The  capsule 
stripped  with  ease  and  left  a fine  hemorrhagic 
surface.  The  cortex  showed  small  hemorrhagic 
areas.  The  brain  contained  a large  hemorrhagic 
clot  in  the  region  of  the  left  internal  capsule  and 
hypothalamus.  There  was  a subarachnoid  hem- 
orrhagic clot  over  the  surface  of  the  brain, 
medulla,  and  cord. 

Gross  Anatomic  Diagnoses.  Acute  glomeru- 
lar nephritis;  coronary  artery  sclerosis;  cardiac 
hypertrophy;  epicardial  fibrosis;  pleural  fi- 
brosis; pulmonary  edema ; cerebral  hemorrhage ; 
subarachnoid  hemorrhage  of  brain  and  cord. 

Microscopic  Examination.  The  heart  showed 
no  abnormal  findings.  The  alveoli  of  the  lungs 
were  filled  with  serum  and  the  vessels  were 
congested.  The  splenic  pulp  was  edematous 
and  infiltrated  with  polymorphonuclears.  Some 
of  the  small  arteries  had  thick  fibrosed  walls, 
while  others  had  necrotic  walls  with  dense  in- 
filtration of  polymorphonuclears.  Many  of  the 
vessels  contained  fresh  and  organized  thrombi. 
The  arteries  of  the  adrenal  capsules,  kidneys, 
and  diaphragm  showed  similar  changes.  In 
addition,  many  of  the  glomeruli  were  fibrosed, 
while  others  showed  cellular  infiltration  and 


crescent  formation.  The  kidneys  showed  also 
interstitial  fibrosis  and  lymphocytic  infiltration. 
The  brain  showed  an  extensive  fresh  hemorrhage 
surrounded  by  polymorphonuclear  infiltration. 

The  final  microscopic  diagnoses  were:  peri- 
arteritis nodosa  (Fig.  2);  subacute  glomerular 
nephritis;  cerebral  hemorrhage. 

The  correct  clinical  diagnosis  in  this 
case  was  made  on  (1)  the  presence  of  a 
polyneuritis;  (2)  gastrointestinal  symp- 
toms; (3)  severe  anemia;  (4)  signs  of  in- 
fection, as  fever  and  leukocytosis;  (5) 
slight  eosinophilia;  and  (6)  the  final  de- 
velopment of  renal  insufficiency. 

Case  3. — A.  R.,  a man,  aged  66,  was  admitted 
to  Sydenham  Hospital  May  18,  1939,  with  the 
chief  complaints  of  pain  in  the  extremities,  weak- 
ness, loss  of  weight,  and  fever  of  three  months’ 
duration.  The  onset  was  gradual,  with  chills 
and  fever  and  pain  involving  at  first  the  calves 
of  his  legs  and  later  also  the  upper  extremities, 
back,  and  neck.  The  pain  was  continuous  and 
severe  and  forced  him  to  stay  in  bed.  For  the 
past  two  months  he  had,  also,  numbness  and 
tingling  in  his  hands  and  feet.  There  was  a 
marked  progressive  asthenia.  The  weight  loss 
during  the  three  months  was  about  twenty 
pounds.  The  fever  was  irregular,  reaching  at 
times  102  F.,  and  was  frequently  accompanied 
by  chills.  He  gave  a past  history  of  syphilis 
for  which  he  was  treated  inadequately. 

Physical  examination  revealed  a pale  and 
cachectic  adult  appearing  chronically  ill.  His 
pupils  were  contracted  and  reacted  sluggishly  to 
light  and  accommodation.  The  lungs  were 
clear.  The  heart  showed  no  abnormal  findings. 
The  blood  pressure  was  190  systolic  and  90 
diastolic.  The  liver  and  spleen  could  not  be 
felt.  All  the  extremities  showed  cutaneous 
hyperesthesia  and  marked  muscle  tenderness. 
A few  small  subcutaneous  nodules  were  felt  over 
both  forearms.  The  fingers  were  clubbed.  The 
biceps  and  patellar  reflexes  were  normal,  but 
the  ankle  jerks  could  not  be  elicited.  There  were 
no  pathologic  reflexes.  The  fundi  were  normal. 
The  temperature  ranged  between  100  and  102  F. 

Laboratory  Studies.  Urinalysis  showed  a 
specific  gravity  of  1.013,  a trace  of  albumin,  a 
few  granular  casts,  an  occasional  red  blood  cell, 
and  5 to  7 white  blood  cells  per  high-power 
field.  The  erythrocyte  count  was  3,550,000 
with  56  per  cent  hemoglobin.  The  leukocyte 
count  was  23,900,  with  85  per  cent  neutrophiles, 
of  which  79  were  segmented  and  6 band  forms, 

5 per  cent  lymphocytes,  6 per  cent  monocytes, 
and  4 per  cent  eosinophils.  The  erythrocyte 
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sedimentation  rate  was  140  millimeters  in  one 
hour.  The  blood  showed  a nonprotein  nitrogen 
of  34,  a urea  of  17.5,  uric  acid  2.4,  and  a creati- 
nine of  1.7  mg.  per  cent.  The  blood  culture  was 
sterile.  The  agglutination  tests  for  typhoid, 
paratyphoid,  melitensis,  and  typhus  were  all 
negative.  The  Wassermann  and  Kahn  tests 
were  negative.  The  phenolsulphonephthalein 
excretion  was  24  per  cent  in  two  hours.  The 
sputum  was  negative  for  tubercle  bacilli.  A 
roentgenogram  of  the  lungs  showed  some  calcified 
areas  in  both  upper  lobes. 

The  clinical  picture  with  polyneuritis,  cachexia, 
anemia,  fever,  leukocytosis  with  slight  eosino- 
philia,  hypertension,  and  evidence  of  impaired 
renal  function  led  to  the  diagnosis  of  peri- 
arteritis nodosa. 

Biopsies  were  then  made  of  a subcutaneous 
nodule  and  of  a piece  of  gastrocnemius  muscle. 
Both  sections  showed  arteries  with  extensive 
necrosis  of  the  media  and  intima  and  cellular 
infiltration  of  the  vessel  wall  and  surrounding 
tissues  (Fig.  3).  The  cells  consisted  of  poly- 
morphonuclear leukocytes,  eosinophils,  and 
lymphocytes.  The  vessel  lumen  was  in  many 
instances  occluded.  The  adventitia  showed 
distinct  fibroblastic  thickening.  These  patho- 
logic findings  confirmed  the  diagnosis  of  peri- 
arteritis nodosa. 

Of  late  there  has  occurred  a definite  im- 
provement in  his  condition,  as  evidenced  by  a 
drop  in  temperature  to  normal  and  the  dis- 
appearance of  the  muscle  pain  and  tenderness. 

The  correct  clinical  diagnosis  in  this  case  was 
based  on:  (1)  the  presence  of  a polyneuritis; 

(2)  the  cachexia  and  anemia;  (3)  the  signs  of 
infection,  as  fever  and  leukocytosis;  (4)  the 
slight  eosinophilia ; (5)  the  subcutaneous  nodes; 
(6)  hypertension;  (7)  evidence  of  renal  damage. 

Periarteritis  nodosa  presents  an  ex- 
tremely varied  symptomatology,  as  would 
be  expected,  since  the  arterial  system  of 
any  organ  or  set  of  organs  may  be  in- 
volved. This  makes  the  antemortem 
diagnosis  very  difficult.  Meyer1  men- 
tioned the  combination  of  chlorotic 
marasmus,  polyneuritis,  and  gastroin- 
testinal symptoms  as  being  a diagnostic 
triad.  To  these  manifestations  Brink- 
mann2  added  nephritis.  Almost  without 
exception  there  are  also  signs  of  sepsis, 
as  fever  and  leukocytosis.  Varying 
grades  of  eosinophilia  are  said  to  occur  in 
about  12  per  cent  of  the  cases.  Erythema- 

1 Meyer,  S.:  Klin.  Wchnschr.  58:  473  (1921). 

2 Brinkmann:  Munehen.  med.  Wchnschr.  69:  703 
(1922). 


Fig.  3 


tous  and  hemorrhagic  skin  lesions  and 
subcutaneous  nodules  are  not  infrequent. 
A skin  and  muscle  biopsy  may  be  of  help 
in  establishing  the  diagnosis. 

In  Case  1 the  clinical  picture  was 
dominantly  one  of  heart  failure.  In 
addition  there  were  signs  of  sepsis, 
anemia,  and  finally  of  renal  disease.  It 
is  to  be  noted  that  the  muscle  biopsy  was 
negative.  Case  2 presented  the  com- 
plete evolution  of  the  tetrad  of  Meyer 
and  Brinkmann.  In  addition  there  were 
also  the  manifestation  of  sepsis  and  a 
slight  eosinophilia.  The  muscle  biopsy, 
however,  was  not  diagnostic.  The  third 
case  fulfilled  three  out  of  the  four  criteria 
of  the  Meyer  and  Brinkmann  tetrad, 
and,  in  addition,  showed  evidence  of  in- 
fection, a slight  eosinophilia,  subcutane- 
ous nodules,  and  positive  skin  and 
muscle  biopsies. 

It  seems  to  us  that  the  accurate  intra- 
vitam  diagnosis  of  periarteritis  nodosa 
can  be  made  more  often  if  the  clinician 
will  bear  in  mind  the  possibility,  whenever 
he  encounters  a case  with  signs  of  wide- 
spread vascular  involvement,  associated 
with  evidence  of  sepsis  with  a sterile 
blood  culture  and  anemia.  The  tetrad 
of  Meyer  and  Brinkmann  also  offers  a 
logical  foundation  for  the  diagnosis  of  this 
disease.  Finally,  it  is  important  to  per- 
form a skin  or  muscle  biopsy  whenever 
the  existence  of  periarteritis  nodosa  is 
suspected,  although  a negative  result  of 
this  procedure  does  not  rule  out  the 
possible  presence  of  the  disease. 


MALIGNANT  TUMORS  IN  CHILDREN 


Ellis  Kellert,  M.D.,  Schenectady,  New  York 
( From  the  Ellis  Hospital  Laboratory,  Schenectady ) 


W ROGER  williams,9  in  one  of  the 
• earliest  surveys  of  the  incidence  of 
malignant  neoplasms,  found,  for  England 
and  Wales,  many  such  tumors  in  early 
life  but  of  rare  occurrence  when  com- 
pared with  later  age  periods.  He  noted 
that  malignant  epithelial  tumors  were 
practically  unknown  under  the  age  of 
puberty,  that  retinal  glioma  was  peculiar 
to  early  infancy,  and  that  there  was 
marked  proclivity  of  infants  to  malignant 
neoplasms  of  the  kidney.  His  generaliza- 
tion was  that  the  tendency  to  malignant 
tumors  is  exceedingly  small  during  the 
periods  of  growth,  development,  and 
reproduction  and  that  those  parts  of  the 
body  attaining  maturity  earlier,  such  as 
the  uterus,  ovary,  and  breast,  were 
attacked  earlier.  Nevertheless,  his  own 
data  indicated  that  malignant  tumors  in 
children  were  most  frequent  in  the  kidney, 
retina,  and  adrenal  gland. 

Steffen’s  compilation,6  often  quoted, 
also  showed  that  tumors  of  childhood 
most  commonly  involved  the  kidney, 
adrenal,  brain,  and  eye  in  the  order 
named.  Berrisford  (1916),  in  a study  of 
153  cases  of  glioma  retinae,  found  that 
none  occurred  after  the  age  of  7 years. 
Merkel  (1912),  listed  110  cases  as  follows: 
large  intestine,  28;  ovary,  25;  skin,  16; 
testis,  3 ; buccal  cavity,  2 ; hypophysis,  2 ; 
liver, ' 13 ; stomach,  7 ; adrenal,  5 ; pan- 
creas, 5;  small  intestine,  larynx,  uterus, 
and  thyroid  gland,  1 each. 

Figures  for  the  United  States  registra- 
tion area  in  1914  for  ages  up  to  15  years 
showed  the  order  of  frequency  as  follows: 
kidneys,  adrenals,  bones,  brain,  and  eye. 
In  1936  there  were,  in  the  United  States 
registration  area,  under  the  age  of  14 
years,  282  white  male  and  257  white 
female  deaths  from  malignant  tumors  of 
all  kinds.  In  the  same  year  there  were 


133,953  white  deaths  from  tumors  of  all 
kinds,  or  1 childhood  tumor  to  248  in  the 
adult.  Under  1 year  of  age  there  were 
50  male  and  48  females.  Warthin,8  in  a 
series  of  2,000  malignant  tumors,  found 
44,  or  2.2  per  cent,  in  children  under  15 
years.  Of  these,  31  were  sarcoma;  6, 
carcinoma;  and  7,  mixed  tumors.  Fibiger 
and  Trier1  found  in  Denmark  a rate  of  43 
per  100,000,  or  0.52  per  cent,  childhood 
tumors. 

Frederick  L.  Hoffman,4  in  a recent 
survey  for  certain  areas  in  the  United 
States,  found  for  Albany,  New  York,  in 
the  period  1924-1929,  6 cases  under  15 
years,  or  a ratio  of  1 to  71  of  all  malignant 
tumors,  an  incidence  that  seems  unusually 
high  when  compared  with  other  statistics. 
Dr.  J.  V.  DePorte  informs  me  that  during 
1937  in  New  York  State,  exclusive  of 
New  York  City,  there  were,  out  of  a total 
of  8,904  cancer  deaths,  26  under  the  age 
of  15  years,  or  1 in  343.  We  thus  find 
for  the  state  and  the  nation  as  a whole 
that  tumors  in  childhood  maintain  a 
fairly  constant  ratio  under  the  age  of  15 
years  and  that  they  are  of  infrequent  oc- 
currence. 

Over  an  eleven-year  period,  1928-1938, 
we  observed  15  malignant  tumors  in 
children  up  to  15  years  of  age  and  a total 
of  2,050  malignant  tumors  of  all  kinds,  or 
a ratio  of  1 childhood  tumor  to  137  in  the 
adult.  Since  all  of  the  general,  medical, 
and  operative  work  for  Schenectady 
County,  with  a population  of  120,000, 
is  centralized  in  one  hospital,  we  feel  that 
few  if  any  malignant  tumors  escaped  our 
notice.  Several  undoubted  cases  from 
which  tissue  was  not  obtained  are  not 
included. 

The  table  lists  the  cases  according  to 
age  and  gives  certain  pertinent  data. 
All  of  our  cases  of  malignant  neoplasms 
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Malignant  Tumors  in  Children 


No. 

Age 

Sex 

Organ 

Tumor 

Trauma 

Bi- 

opsy 

Opera- 

tion 

Radia- 

tion 

Duration 

in 

Months 

Result 

1. 

5 Mo. 

F. 

Foot 

Fibrosarcoma 

— 

+ 

— 

+ 

36 

Alive 

2. 

10  Mo. 

F. 

Left  adrenal 

Neurocytoma 

— 

— 

— 

— 

6 

Dead 

3. 

2 Yrs. 

F. 

Right  adrenal 

Carcinoma 

— 

+ 

+ 

— 

12  + 

Dead 

4. 

2 Yrs. 

M. 

Left  adrenal 

Neurocytoma 

— 

— 

— 

+ 

3 

Dead 

5. 

27*  Yrs. 

F. 

Kidney 

Adenosarcoma 

— 

— 

+ 

— 

3 

Dead 

6. 

2i/j  Yrs. 

F. 

Right  adrenal 

Neurocytoma 

— 

— 

- 

6 

Dead 

7. 

5 Yrs. 

M. 

Retroperitoneum 

Myxosarcoma 

— 

+ 

+ 

- 

2 

Dead 

8. 

5x/i  Yrs. 

F. 

Humerus 

Ewing  tumor 

— 

+ 

— 

+ 

12 

Dead 

9. 

7 Yrs. 

F. 

Brain 

Glioma 

— 

— 

+ 

— 

6 + 

Dead 

10. 

8 Yrs. 

M. 

Kidney 

Carcinoma 

— 

— 

+ 

+ 

24 

Dead 

11. 

11  Yrs. 

F. 

Uterus 

Carcinoma 

— 

— 

+ 

+ 

9 

Dead 

12. 

12  Yrs. 

M. 

Brain 

Glioma 

— 

— 

— 

— 

2 + 

Dead 

13. 

14  Yrs. 

F. 

Tibia 

Osteosarcoma 

+ 

+ 

+ 

— 

2 

Dead 

14. 

15  Yrs. 

M. 

Orbit 

Gliosarcoma 

— 

+ 

+ 

+ 

? 

Dead 

15. 

15  Yrs. 

F. 

Femur 

Giant  cell  sarcoma 

+ 

+ 

+ 

— 

2 

Dead 

occurred  in  white  children;  10  females 
and  5 males.  Under  the  age  of  8 years 
the  kidney  and  adrenal  were  most  often 
affected,  whereas  above  the  age  of  8 
years  the  nervous  system  and  bones  were 
most  often  involved.  Of  the  15  cases, 
but  1 is  alive,  a 5-month-old  female  child 
with  a fibrosarcoma  of  the  foot,  now  two 
years  since  the  tumor  was  first  seen.  All 
others  died  in  less  than  a year  from  the 
time  of  onset  of  symptoms  except  1 case, 
a hypernephroma  of  the  kidney,  which 
lived  two  years. 

There  were  but  2 cases  under  the  age  of 
1 year — 1 at  5 months  and  the  other  at 
10  months.  Three  of  the  tumors  of  the 
adrenal  gland  were  of  the  neurocytoma 
type — 1 illustrating  a typical  Pepper 
syndrome,  the  other  2 a typical  Hutchin- 
son syndrome.  There  were  only  3 bone 
sarcomas.  Biopsy  was  performed  in 
7 of  the  cases,  in  practically  all  of  which 
the  tumor  was  accessible,  and  in  each 
instance  the  pathologic  diagnosis  was 
clearly  evident.  In  the  case  reports  that 
follow,  only  sufficient  pathologic  data  are 
given  to  identify  the  type  of  tumor. 

Fibrosarcoma  of  the  Foot 

Our  youngest  patient  was  a 5-month-old  male 
child  who  in  June,  1937,  had  a small  swelling  on 
the  sole  of  the  left  foot  near  the  heel  and,  because 
of  its  apparent  rapid  growth,  a biopsy  was  per- 
formed. Microscopic  examination  showed  a 
very  cellular  tumor  made  up  of  closely  packed, 
elongated  cells  having  large,  oval  nuclei.  Mi- 
toses were  very  abundant.  The  cells  invaded 
and  replaced  the  subcutaneous  fatty  tissue  and 
gave  the  impression  of  rapid  growth.  A series 
of  x-ray  treatments  were  administered;  the 


tumor  disappeared  and  there  has  not  been  any 
recurrence  to  date. 

An  interesting  feature  in  the  record  is 
the  definite  response  to  radiation  by  this 
type  of  tumor,  which  is  usually  considered 
radioresistant. 

The  Suprarenal  Group 

These  tumors  proved  interesting  and 
instructive  because  of  the  startling  clini- 
cal syndromes. 

A blond  female  child,  21/2  years  old,  pale  and 
puny,  had  digestive  disturbances,  vomiting, 
dyspnea,  and  an  enlarged  and  tender  abdomen. 
She  was  emaciated,  dehydrated,  and  three  small 
ecchymotic  spots  appeared  in  the  upper  right 
eyelid.  The  temperature  was  100  F. ; pulse, 
142;  and  respirations,  22.  The  chest  appeared 
normal.  The  abdomen  was  distended;  the 
superficial  veins  prominent.  There  was  palpated 
in  the  right  side  of  the  abdomen  a large,  firm, 
notched  mass  that  extended  from  the  sixth  rib 
to  the  pelvis. 

At  the  necropsy,  the  left  adrenal  gland  ap- 
peared normal.  The  right  adrenal  was  replaced 
by  a tumor  measuring  10  X 7 X 6 cm.  Its 
upper  surface  was  adherent  to  and  incorporated 
with  the  liver.  The  tumor  appeared  encapsu- 
lated and,  on  section,  soft,  spongy,  and  markedly 
hemorrhagic  except  for  large  central  areas,  which 
were  firm,  yellowish  white,  and  resembled  in- 
farcted  tumor.  The  only  other  organ  having 
gross  pathologic  changes  was  the  liver.  It 
measured  23  X 20  X 8 cm.,  and  its  dark  red 
surface  was  studded  by  small  and  large,  slightly 
elevated  nodules.  Some  were  grayish,  others 
deep  red,  and  the  majority  were  umbilicated, 
particularly  the  larger  ones  in  the  right  lobe. 
Cut  section  disclosed  numerous  similar  nodules, 
but  more  sharply  defined  than  the  surface  tu- 
mors. Other  organs  were  not  involved  and  bone 
studies  were  not  made. 
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Microscopic  examination  showed  a cellular 
tumor  composed  of  small,  rounded  or  oval  cells 
with  scarcely  visible  cytoplasm  and  deeply 
staining  nuclei  of  fairly  uniform  size.  Those 
cells  having  nuclei  in  mitosis  were  larger  and 
the  cytoplasm  more  abundant.  Incomplete  or 
atypical  rosettes  were  fairly  numerous;  stroma 
scarcely  visible. 

This  case  illustrates  neurocytoma  of 
the  adrenal  gland  with  the  Pepper  syn- 
drome. 

A 10-month-old  female,  previously  well 
nourished  and  normal,  developed  greenish  yellow 
discoloration  in  the  right  eyelids  that  was 
thought  to  be  due  to  unobserved  injury.  Shortly 
after,  similar  discoloration  involved  the  left 
eyelids  and  a mass  was  palpable  in  the  left  side 
of  the  abdomen.  The  child  slept  poorly  and 
was  irritable  and  pale.  Blood  changes  were 
those  of  secondary  anemia.  The  face  soon  be- 
came asymmetric,  with  pronounced  swelling  of 
the  left  side,  bulging  eyes,  and  many  elevated, 
purplish  green  areas  in  the  pinnae  of  the  ears  and 
temporal  regions.  The  exophthalmos  became 
more  marked;  the  right  eyeball  was  almost 
extraorbital.  A tumor  mass  within  the  mouth 
pushed  the  teeth  outward  and  the  infant  ex- 
pectorated numerous  immature  teeth,  mainly 
from  the  tumified  left  side  of  the  jaws.  A large 
mass  was  palpated  in  the  left  side  of  the  ab- 
domen. 

Necropsy  disclosed  a large  retroperitoneal 
tumor  involving  the  left  adrenal  gland  from 
which  it  appeared  to  take  origin,  for  in  its  capsule 
was  a remnant  of  adrenal  tissue.  The  tumor 
was  brownish  red,  soft,  and  slightly  lobulated. 
The  cut  surface  was  brownish  red,  hemorrhagic, 
and  sprinkled  with  pale  gray,  soft  areas.  Me- 
tastases  were  found  in  the  ribs  and  bones  of  the 
skull,  particularly  the  left  half  of  the  cranium 
and  the  base.  Large  hemorrhagic  tumor  nodules 
projected  inward  from  the  inner  table  of  the  left 
parietal  bone.  The  tumor  was  composed  of 
cells,  the  majority  of  which  resembled  lympho- 
cytes. Some  cells  were  larger,  had  considerable 
cytoplasm,  and  were  multinucleated.  Others 
were  spindle  shaped  and  associated  with  a fine 
intercellular,  fibrillar  substance.  Characteristic 
rosettes  were  present. 

This  case  illustrates  the  Hutchinson 
syndrome,  associated  with  neurocytoma 
of  the  left  adrenal  gland. 

A 2-year-old  boy,  six  weeks  previously,  de- 
veloped a “black  eye.”  Several  purplish  dis- 
colorations appeared  in  the  lids  of  both  eyes  and 
a few  days  later  small  swellings  over  the  entire 


Fig.  1.  Fibrosarcoma  of  the  foot.  Five- 
month-old  child.  Tumor  disappeared  after  x-ray 
treatment. 

head.  The  child  was  irritable,  anemic,  and  lost 
weight  rapidly.  The  swellings  over  the  skull 
and  face  became  larger  and  soft  and  were  tender. 
The  blood  showed  36  per  cent  hemoglobin  (S) ; 
1 ,900,000  erythrocytes ; 9,000  leukocytes ; 48  per 
cent  polymorphonuclears ; 47  per  cent  lympho- 
cytes. The  clotting  and  bleeding  times  were 
normal  and  the  urine  not  remarkable.  Several 
weeks  later  the  face  became  distorted  by  the 
growing  tumor  masses  in  the  bones  and  soft 
tissues.  Ulcerating,  bleeding  tumors  involved 
the  buccal  mucosa;  there  was  marked  exoph- 
thalmos, the  right  eye  was  extraorbital.  The 
anemia  and  emaciation  increased  markedly. 

Necropsy  showed  a normal  right  adrenal  gland. 
The  left  adrenal  was  replaced  by  a large,  purplish 
red,  soft  tumor  6.5  X 5 X 4.5  cm.,  which  ap- 
peared encapsulated.  The  cut  surface  was 
brownish  red,  almost  hemorrhagic.  At  the 
upper  end  of  the  tumor  were  several  areas  of 
grayish  yellow,  but  firm  tissue.  Several  en- 
larged retroperitoneal  lymph  nodes  were  present, 
attached  to  and  continuous  with  the  tumor. 
The  pelvis  also  contained  enlarged  lymph  nodes 
replaced  by  tumor. 

The  head  was  large  and  asymmetric  due  to 
bulging  of  the  frontal  and  parietal  regions.  The 
calvaria  contained  six  protruding,  soft,  round,  or 
oval  nodules,  nearly  equal  in  size  and  measuring 
2X3  cm.  They  involved  the  outer  table  of  the 
skull,  but  the  inner  surface  of  the  calvaria  was 
quite  smooth  and  pale  except  opposite  the 
nodules,  where  the  bone  was  red  but  firm.  The 
base  of  the  skull,  particularly  the  mid  portion, 
was  almost  completely  destroyed,  as  well  as  the 
orbital  plates,  and  tumor  tissue  was  seen  ex- 
tending into  the  orbits  and  antrums.  A few 
metastatic  nodules  were  found  in  the  liver  but 
not  in  any  of  the  other  organs  or  long  bones. 
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Fig.  2.  Neurocytoma  of  left  adrenal  gland 
(Case  No.  4).  Note  distortion  of  face,  bulging 
eye,  cranial  metastases.  Photomicrograph  of 
tumor  showing  typical  rosette  (X  270). 

Microscopic  examination  disclosed  an  abun- 
dance of  tumor  cells  in  the  meninges,  liver,  lung, 
ribs,  and  marrow  of  the  femur.  The  tumor 
cytology  was  similar  in  all  organs.  The  cells 
were  round  or  oval,  of  the  size  of  a lymphocyte, 
and  with  very  little  cytoplasm.  The  nuclei 
were  round,  stained  deeply,  and  mitotic  figures 
were  absent.  Supporting  the  cells  was  a delicate 
network  of  fibrous  tissue  containing  prominent 
blood,  vessels.  Typical  rosettes  were  seen. 
Considerable  necrosis  was  present.  The  skull 
metastases  were  very  vascular. 

This  case  also  illustrates  the  Hutchin- 
son syndrome  associated  with  neurocy- 
toma of  the  left  adrenal  gland. 

The  spread  of  neurocytoma  from  the 
left  adrenal  gland  is  quite  unlike  that  from 
the  right  adrenal  gland  and  gives  rise  to 
the  totally  dissimilar  clinical  pictures, 
although  the  cellular  pathology  is  identi- 
cal. As  explained  by  Frew2  and  quoted 
by  Ewing,  when  the  neurocytoma  of  the 
right  adrenal  gland  spreads,  it  extends  to 
the  lymphatics  at  the  upper  pole  of  the 
gland  and  directly  to  the  liver  at  the 
point  where  the  adrenal  is  incompletely 
covered  by  peritoneum  and  in  contact 
with  a bare  area  of  liver.  A similar 
tumor  of  the  left  adrenal  follows  the 
lymphatics  of  the  lower  pole  of  the  gland 
to  the  regional  nodes,  the  mesenteric 


nodes,  the  hilum  of  the  liver,  the  portal 
spaces,  the  intercostal  lymphatics,  and 
the  deep  cervical  chain  along  the  carotid 
artery  to  the  base  of  the  skull.  These 
conditions  appear  to  determine  the  major 
deposits  of  the  tumors. 

Another  variant  of  suprarenal  tumor  in 
our  series  is  that  of  adrenal  carcinoma  of 
cortical  cell  type,  which  is  associated  with 
a syndrome  designated  virilism.  This 
case  was  recently  reported  in  detail  by 
Dr.  Frank  van  der  Bogart  and  is  here 
briefly  summarized: 

A 2-year-old  female  child  in  previous  good 
health  but  overweight,  at  the  age  of  14  months 
developed  rapid  growth  of  hair  and  marked 
hirsuties.  All  teeth  but  the  deciduous  molars 
were  present.  The  clitoris  was  greatly  enlarged, 
practically  the  size  of  a penis;  the  vulva  were 
markedly  hypertrophied  but  the  vagina  and 
urethra  were  normal.  The  blood  picture  was 
that  of  marked  secondary  anemia;  blood  sugar 
136  mg.  per  100  cc.  Hypertension  was  found; 
the  fundus  vessels  were  tortuous.  Roentgeno- 
grams showed  a very  small  sella  turcica  and 
tumor-like  shadow  in  each  side  of  the  abdomen 
above  the  kidneys. 

A laparotomy  was  performed  and,  from  the 
right  adrenal  gland,  79.7  Gm.  of  tumor  tissue 
was  received  in  many  pieces.  The  largest  piece, 
6 X 4.5  X 3 cm.,  was  soft  and  hemorrhagic, 
simulating  blood  clot,  but  the  smaller  pieces 
were  pale  yellow  and  resembled  fat.  The  left 
adrenal  gland  was  also  found  enlarged  but  was 
not  disturbed.  The  cells  of  the  tumor  varied 
greatly  in  size  and  shape  but  in  general  were 
large,  round,  with  acidophilic  cytoplasm,  usually 
vacuolated  or  foamy,  and  with  indistinct  mar- 
gins. The  nuclei  also  varied  greatly  in  size. 
Many  macronuclei  and  all  degrees  of  hyper- 
chromatism were  present.  Death  followed 
shortly  after  the  operation  but  a necropsy  was 
refused  and  the  presence  of  metastases  was  not 
ascertained. 

Retroperitoneal  Myxosarcoma 

A 5-year-old  male  child  complained  of  pain 
in  the  left  side  of  the  abdomen  and  frequent 
urination.  He  was  nauseated  but  did  not  vomit. 
The  abdomen  was  spastic  and  tender  near  the 
lower  right  quadrant.  There  was  fever  and 
rapid  pulse;  the  urine  was  normal  except  for 
constant  presence  of  acetone;  blood  culture  was 
sterile.  The  appendix  was  removed  and  showed 
subacute  and  chronic  inflammation  and  organiz- 
ing peri-inflammation.  Owing  to  the  peritoneal 
inflammation,  the  abdomen  was  not  explored. 
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The  boy  returned  to  the  hospital  in  about 
three  weeks,  complaining  of  a mass  in  the  ab- 
domen. It  was  not  painful  but  was  growing 
rapidly  and  at  this  time  appeared  quite  large, 
filling  the  lower  and  middle  abdomen.  The 
urine  was  negative.  Blood  studies  were  not 
made.  The  abdomen  was  again  opened  and 
500  cc.  of  grayish  brown,  soft,  translucent  tissue 
removed.  Death  occurred  eighteen  days  after 
operation.  Necropsy  was  refused. 

The  tumor  consisted  of  poorly  defined  fasciculi 
of  large,  oval,  and  polyhedral  cells  with  large, 
oval,  pale-staining  nuclei  and  rather  scanty 
cytoplasm.  Numerous  mitotic  figures  were 
present.  The  stroma  was  abundant  and  more 
granular  than  fibrillar.  A few  stellate  cells  were 
present  in  the  edematous  areas.  Only  an  oc- 
casional prominent  blood  vessel  was  seen.  It 
was  reported  as  myxosarcoma. 

The  Glioma  Group 

There  were  2 brain  tumors  in  this  group,  1 a 
glioma  of  the  left  cerebrum  in  a 7-year-old  girl, 
who  had  the  usual  pressure  symptoms  of  this 
type  of  tumor.  A decompression  was  performed 
and  the  tumor  grew  to  large  size  outside  the  skull. 
Months  later  death  occurred  and  the  necropsy 
disclosed  a tumor  replacing  the  left  half  of  the 
cerebrum  and  greatly  compressing  the  right 
cerebrum.  Histologically  it  was  considered  a 
spongioblastoma. 

The  other  tumor  was  in  a 12-year-old  boy,  who 
complained  of  occipital  and  frontal  headaches 
for  about  a year.  He  was  also  dizzy,  nauseated, 
and  at  times  vomited.  When  walking,  his  left 
foot  dragged  and  he  tended  to  fall  forward  and 
to  the  left.  No  other  data  were  available,  for 
he  died  on  his  first  day  in  the  hospital.  Nec- 
ropsy disclosed  a grayish  white,  nonvascular 
tumor  4X2X2  cm.  in  the  fourth  ventricle, 
which  compressed  but  did  not  invade  the  medulla 
or  cerebellum.  It  appeared  to  arise  from  the 
ependymal  lining,  but  microscopically  the  tumor 
consisted  of  fasciculi  of  narrow,  elongated  cells 
having  prominent,  oval,  deeply-staining  nuclei 
and  an  abundance  of  coarse  and  fine  intercellular 
fibrils.  Numerous  mitoses  were  present.  The 
usual  cytology  of  ependymoma  was  absent  and 
rosettes  were  not  seen.  It  was  reported  as 
glioma,  although  there  was  considerable  re- 
semblance to  leiomyoma. 

Of  the  2 orbital  tumors , 1 occurred  in  the  left 
orbit  of  a 15-year-old  boy  without  involvement 
of  the  globe.  A biopsy  specimen  was  reported 
as  glioblastoma.  A limited  necropsy  permitted 
the  removal  of  tumor  tissue  from  the  orbit. 
This  consisted  of  abundant  small  cells  of  variable 
shape  with  very  little  cytoplasm  but  large, 


Fig.  3.  Virilism  associated  with  adrenal 
cortical  tumor  (Case  No.  3).  Note  obesity, 
hirsuties,  hypertrophied  clitoris.  Photomicro- 
graph of  right  adrenal  tumor  (X  270). 

deeply-staining  nuclei.  Mitoses  were  abundant. 
It  was  reported  as  gliosarcoma.  The  other 
orbital  tumor  was  a typical  retinal  glioblastoma, 
but  no  tissue  was  obtained  and  it  is  not  included 
in  our  list. 

These  gliosarcomas  or  retinoblastomas 
are  occasionally  seen  at  birth,  but  most 
frequently  during  the  first  year,  and 
gradually  diminish  until  the  eighth  year, 
after  which  they  are  exceedingly  rare. 

The  Bone  Sarcoma  Group 

The  3 cases  of  bone  tumors  occurred  in  the 
humerus,  femur,  and  tibia,  all  in  girls. 

A tumor  was  found  in  a 5V2-year-old  girl  as  a 
soft  fusiform  swelling  in  the  upper  end  of  the 
right  humerus  which  on  incision  yielded  soft, 
hemorrhagic  tissue.  Sections  showed  fibrous 
trabeculae,  necrotic  and  but  little  viable  tumor, 
the  latter  being  composed  of  groups  of  large, 
rounded,  or  polyhedral  cells  resembling  endo- 
thelial or  large  lymphoid  cells.  Mitotic  figures 
were  not  seen.  It  was  reported  as  Ewing  tumor 
and  radiation  therapy  instituted.  Subsequently, 
there  was  marked  reduction  in  size  of  the  tumor 
and  healing  of  bone.  A year  later  multiple 
areas  of  bone  absorption  in  the  cranium  were 
found,  and  the  patient  died.  Necropsy  was  not 
obtained. 
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A 14-year-old  girl  while  playing  baseball  two 
months  previously  fell  on  her  right  knee.  There 
followed  swelling,  severe  pain,  and  tumor  masses 
about  the  knee.  A biopsy  specimen  was  re- 
ported as  sarcoma.  Roentgenograms  disclosed 
extensive  destruction  of  the  knee  joint  and 
articular  ends  of  the  bones  and  “lung  tumors.” 
The  leg  was  amputated,  and  in  the  upper  end  of 
the  tibia  was  found  a fusiform  tumor  16  X 12  X 
10  cm.,  the  bulk  of  which  was  on  the  inner  lateral 
aspect.  The  tumor  encircled  the  joint  and, 
although  soft,  it  cut  with  a gritty  character.  It 
was  a typical  osteochondrosarcoma.  The  pa- 
tient died  the  day  after  operation.  Necropsy 
was  not  obtained. 

A 15-year-old  girl  fell  while  skating  on  ice  and 
struck  her  right  hip,  which  became  painful  and 
tender  on  motion.  Four  days  later  a roentgeno- 
gram showed  a fracture  through  the  neck  of  the 
right  femur  and  bone  changes  suggestive  of 
malignancy.  Later  x-ray  examinations  showed 
increased  bone  destruction  but  a biopsy  specimen 
did  not  reveal  tumor.  A second  biopsy  a week 
later  showed  characteristic  giant  cell  tumor. 
She  died  seventy-three  days  after  the  injury  of 
septicemia. 

The  Kidney  Group 

Steady  enlargement  of  a “lump”  in  the  ab- 
domen was  noted  by  the  mother  of  a 2V2-year- 
old  girl  over  a period  of  three  months.  Pain  and 
gastric  symptoms  were  absent.  The  urine 
showed  a trace  of  albumin,  leukocytes,  and  red 
blood  cells.  No  radiographic  studies  were  made. 
An  enlarged  right  kidney  was  removed  that 
measured  15  X 6.5  X 4 cm.  and  weighed  423 
Gm.  One  pole  was  lacerated,  exposing  soft, 
grayish  tumor  tissue,  which  spread  diffusely  into 
the  normal  renal  parenchyma  at  the  opposite 
pole.  The  pelvis  was  normal  but  several  calyces 
were  filled  with  tumor. 

Sections  showed  a mixed  tumor  composed  of 
columns  of  spindle  cells  of  fairly  uniform  size, 
with  but  little  cytoplasm,  and  prominent,  deeply 
stained,  oval  nuclei.  Mitotic  figures  were  very 
abundant.  Within  the  areas  of  tumor  cells  was 
an  occasional  glandlike  structure  resembling  an 
isolated  acinus.  The  tumor  areas  were  separated 
by  broad  bands  of  connective  tissue.  It  was 
reported  as  adenosarcoma  (Wilms’  tumor). 

An  8-year-old  boy,  resident  in  an  orphanage, 
had  never  been  very  active  and  recently  com- 
plained of  shortness  of  breath  when  running,  and 
of  a mass  in  the  upper  right  side  of  the  abdomen. 
The  urine  was  negative  and  the  blood  showed  a 
moderate  secondary  anemia.  A pyelogram 
suggested  a cyst  of  the  right  kidney. 

The  kidney  on  removal  weighed  750  Gm.  Its 


upper  half  was  replaced  by  a soft,  grayish,  nodu- 
lar tumor.  The  cut  surface  was  spongy  and 
made  up  of  grayish  white  and  faintly  yellow 
areas  with  a sprinkling  of  small  cysts  in  the 
center  and  periphery. 

Sections  showed  masses  of  closely  packed, 
undifferentiated,  spindle-shaped  tumor  cells 
having  little  cytoplasm  and  large,  oval  nuclei. 
Mitotic  figures  were  quite  numerous.  Lipoid 
cells  were  not  present.  It  was  reported  as 
embryonal  carcinoma.  The  operation  was  fol- 
lowed by  radiation  therapy,  but  the  child  died 
with  evidence  of  metastases  at  the  end  of  two 
years. 

Carcinoma  of  the  Uterus 

So  exceedingly  rare  is  cancer  of  the 
uterus  in  childhood  that  Roger  Williams 
stated  that  malignant  epithelial  tumors 
of  the  uterus  prior  to  the  age  of  puberty 
were  practically  unknown.  In  approxi- 
mately 190,000  surgical  specimens  and 
3,000  autopsies  under  our  direct  super- 
vision we  observed  but  1 such  case,  which 
was  reported  by  Dr.  Judson  B.  Gilbert 
in  1932. 

The  tumor  was  found  in  an  11-year-old  girl, 
who  complained  of  pelvic  tumor  and  vaginal 
bleeding.  The  uterus,  when  removed,  measured 
14  X 6 X 9 cm.  and  was  made  up  of  a solid,  firm, 
fibrous  tumor,  markedly  nodular  and  exhibiting 
on  section  numerous  yellowish  puncta.  The 
tumor  filled  and  distorted  the  endometrial  cavity, 
replaced  one  half  of  the  uterus,  and  fused  with 
the  right  ovary.  The  right  tube  was  not  in- 
volved. The  left  tube  and  ovary  were  not  re- 
moved. 

Microscopically  the  tumor  consisted  of  masses 
of  slightly  undifferentiated  tumor  cells  separated 
by  thick,  fibrous  strands.  The  cells,  which  were 
in  multiple  layers  as  one  sees  in  a noncornifying 
carcinoma  of  the  uterine  cervix,  varied  greatly 
in  size  and  outline  and  contained  but  few  mitotic 
figures.  The  tumor  was  sufficiently  character- 
istic to  warrant  the  diagnosis  of  carcinoma  of  the 
uterus.  She  died  about  eight  months  after  her 
operation,  apparently  from  lung  metastases,  as 
disclosed  by  a radiograph.  An  autopsy  was  re- 
fused. 

Trauma 

It  is  interesting  to  note  that  a history 
of  trauma  was  present  in  only  2 of  our 
cases — the  bone  neoplasms.  The  giant 
cell  tumor  of  the  femur  was  most  cer- 
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tainly  present  at  the  time  of  injury,  for 
a very  large  tumor  was  found  one  month 
after  the  fracture  and  evidence  of  union 
was  not  seen.  The  sarcoma  of  the  tibia 
was  quite  prominent  two  months  after 
the  child  fell  while  playing  ball.  Swell- 
ing was  noted  immediately  and  increased 
steadily. 

These  data  lend  little  weight  to  the 
claim  that  trauma  is  a factor  in  inducing 
malignant  tumors.  Coincidence  may  ex- 
plain our  cases,  as  well  as  many  others  of 
like  nature,  for  children  so  often  sustain 
injuries  of  varying  degree  in  all  parts  of 
the  body  and  yet  malignant  neoplasms 
are  very  rare  in  the  traumatized  areas. 

Summary 

These  few  cases  from  an  active  patho- 
logic service  illustrate  the  infrequency  of 
tumors  in  children  and  their  varied  points 
of  origin.  It  appears  that  no  age  is 
exempt  from  attack  by  any  malignant 
neoplasm  and  that  slight  but  persistent 
symptoms  in  children  must  be  carefully 
investigated  with  the  possibility  of  tumor 
kept  in  mind. 

Since  surgery  carries  a high  immediate 
mortality,  all  other  means  of  diagnosis 
should  first  be  exhausted,  such  as  frequent 
physical  examinations,  laboratory  tests, 
x-ray  studies,  and  biopsy.  Chronic  non- 
traumatic  pain,  persistent  unexplained 
swellings,  and  discolorations  in  the  skin, 
particularly,  are  worthy  of  constant  ob- 
servation until  tumor  is  definitely  ex- 
cluded. Biopsy  is  the  most  important 
single  method  to  employ  whenever  the 
tumor  is  accessible. 

As  soon  as  the  diagnosis  is  established, 
treatment  must  follow  promptly  because 
of  the  high  degree  of  malignancy  of  these 
childhood  tumors.  All  such  neoplasms 
should  receive  the  benefit  of  radiation 
therapy,  regardless  of  the  histologic 
character  of  the  tumor. 
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Discussion 

Dr.  Istvan  A.  Gaspar,  Rochester,  New  York — 
When  malignant  tumors  are  considered,  most  of 
us  think  mainly  about  those  occurring  in  adults. 
Now  Dr.  Kellert  has  brought  to  us  a series  of 
malignant  tumors  originating  mainly  in  the 
adrenals,  brain,  bones,  and  kidneys  of  children 
under  15  years  of  age.  Although,  as  pointed 
out  by  Dr.  Kellert,  the  ratio  of  malignant  neo- 
plasms developing  in  children  is  only  a minute 
fraction  of  that  occurring  in  adults,  there  may  be 
occasions  when  the  familiarity  with  such  tumors 
will  be  of  help  to  those  called  upon  to  make  a 
diagnosis  or  to  those  who  are  consulted  to  give 
an  opinion.  For  this  reason,  I think,  we  have 
to  be  thankful  that  Dr.  Kellert  has  brought  this 
subject  before  the  Section. 

Dr.  Kellert’s  report  aroused  my  curiosity,  and 
I attempted  to  find  out  what  can  be  offered  in 
this  line  by  a general  hospital  and  whether  or  not 
I could  substantiate  his  findings. 

During  a ten-year  period  (1929-1938)  at  the 
Rochester  General  Hospital,  I found  only  7 
malignant  tumors  in  children  under  the  age  of 
15  years.  There  were  3 brain  tumors,  2 of  which 
belonged  to  the  glioma  group,  while  the  third  one 
was  an  angiosarcoma  of  the  fourth  ventricle. 
There  was  1 embryonal  adenomyosarcoma  of  the 
kidney,  1 Ewing’s  tumor  of  the  right  fibula,  1 
osteogenic  sarcoma  of  the  left  humerus,  and  1 
case  of  a large  retroperitoneal  teratoid  tumor. 
There  were  no  tumors  originating  from  the 
adrenals.  Every  patient  is  dead. 

Clinical  diagnosis  was  made  at  an  early  time, 
almost  as  soon  as  the  patients  came  under 
observation.  The  necessary  treatment  was 
promptly  instituted.  The  angiosarcoma  of  the 
fourth  ventricle  and  the  Wilms’  tumor  of  the 
kidney  were  operated  upon.  This  kidney  tumor, 
and  also  the  Ewing’s  tumor  of  the  fibula  and  the 
osteogenic  sarcoma  of  the  humerus,  were  heavily 
irradiated  without  much  benefit. 

Histologic  diagnosis  of  these  tumors  is  not 
difficult.  Clinical  diagnosis,  however,  is  not 
easy. 

Traumatic  origin  was  considered  only  once  in 
this  series,  namely  in  the  case  of  Ewing’s  tumor 
of  the  fibula.  Pain  and  slight  swelling  of  the 
fibula  developed  within  a month  after  injury. 
This  is  a sufficiently  short  time  to  allow  the  con- 
sideration of  trauma  as  a possible  etiologic 
factor. 
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Fortunately,  malignant  tumors  in  children  are 
of  rare  occurrence.  But  when  they  do  occur 
their  prognosis  is  very  unfavorable.  As  Dr. 
Kellert’s  paper  indicates  and  as  my  small  series 
of  tumors  substantiates  his  findings,  it  becomes 
evident  that,  in  spite  of  heroic  efforts,  there  is 
very  little  one  can  do  with  a very  few  exceptions 
to  alter  the  fatal  outcome  of  the  overwhelming 
majority  of  malignant  tumors  developing  in 
children. 

Dr.  N.  Chandler  Foot,  New  York  City — Dr. 
Kellert  has  reported  a very  imposing  list  of 
malignant  tumors  observed  in  children  over  a 
period  of  eleven  years.  I have  not  been  able  to 
work  out  the  total  incidence  of  these  tumors  in 
our  Department  of  Surgical  Pathology  over  a 
similar  stretch  of  time,  but  I have  had  a com- 
pilation made  of  those  that  came  in  during  the 
past  five  years. 

There  is  a similarity  in  the  types  encountered 
in  a Department  of  Surgical  Pathology  and  in 
one  of  General  Pathology.  We  had  a total  of 
18  malignant  neoplasms  during  that  time, 
among  a total  of  58  tumors  of  all  sorts  in  children. 
Of  the  nonmalignant  tumors,  there  was  a great 
preponderance  of  hemangiomas,  of  which  we  had 
22.  Of  the  malignant  tumors  we  had  4 cases  of 
Hodgkin’s  granuloma,  3 sympathicoblastomas 
(of  which  1 was  a true  neuroblastoma  arising  in 
the  suprarenal  region),  2 leukemias,  and  1 ex- 
ample each  of  retinal  glioma,  malignant  gan- 
glioneuroma of  the  thorax  and  spinal  canal 
(an  hour-glass  tumor),  retothelial  (or  reticulum- 
cell sarcoma),  lymphosarcoma  of  the  thymus, 
embryoma  (embryonal  carcinoma)  of  the  ovary, 
1 Ewing’s  sarcoma,  and  1 neurogenic  sarcoma. 

There  was  a very  low  incidence  of  tumors  of 
the  bone  and  kidney,  as  we  had  no  malignant 
tumors  of  this  sort  excepting  the  1 Ewing’s 
sarcoma  in  the  lower  end  of  the  femur  of  a boy  of 
12.  I believe  that  Dr.  Kellert’s  collection  rep- 
resents a rather  typical  cross  section  of  tumors 
that  one  might  expect  to  find  in  a general  patho- 
logic service,  as  I seem  to  remember  that  we  had 
a very  similar  distribution  of  cases  while  I was 
assistant  pathologist  at  the  Boston  Children’s 
Hospital,  with  particular  emphasis  on  the 
embryonal  tumors  of  the  kidney. 

Two  of  the  tumor  groups  that  Dr.  Kellert 
mentions  are  especially  worthy  of  discussion; 
I refer  to  those  of  the  kidney  and  sympathetic 
nervous  system  arising  in  the  region  of  the 
suprarenals. 


Our  knowledge  of  the  histogenesis  and  classi- 
fication of  the  malignant  neoplasms  of  the  kidney 
in  children  is  still  very  hazy  and  insecure.  That 
organ  arises  in  a veritable  embryologic  play- 
ground and  the  tumors  that  may  originate  in 
rests  of  the  antecedents  of  the  kidney  and  gonads 
may  be  very  puzzling.  Ewing  lumps  most  of 
them  in  the  class  of  “tumors  of  the  renal  blas- 
tema,” which  is  a very  inclusive  term,  as  the 
blastema  includes  most  of  the  precursors  of  the 
kidney  and  possibly  of  other  structures.  Prob- 
ably the  mesonephros  is  the  most  important 
of  these.  The  “embryonal  carcinomas”  and 
Wilms’  tumors  are  the  best  known  of  the 
group. 

Sympathicoblastomas  have  been  overhauled 
and  reclassified,  since  J.  Homer  Wright  first 
called  them  “neuroblastomas,”  with  rather  com- 
plicated results.  There  are  three  possible  stem 
cells  concerned:  the  neuroblast  (giving  rise  to 
sympathetic  neuroblastomas  and  neurocytomas), 
the  neuroglial  spongioblast,  and  the  pigmented 
phaeochromoblast.  The  neuroblastomas  may 
be  quite  immature,  or  they  may  develop  into 
ganglioneuromas.  The  spongioblasts  may  de- 
velop sympathetic  gliomas,  or  differentiate  into 
capsule  cells,  in  which  case  the  usual  “sym- 
pathicoblastoma”  (Wright’s  “neuroblastoma”) 
is  produced  and  may  follow  the  clinical  types 
known  as  the  Pepper  and  the  Hutchinson.  This 
tumor  forms  pseudorosettes  of  small,  rather 
readily  recognized  cells,  with  more  or  less 
neuroglia  in  the  matrix. 

The  phaeochromoblasts  are  difficult  to  dis- 
tinguish from  the  cells  of  the  so-called  “chromaf- 
fin tumors”  and  may  be  the  same.  They  take 
on  chromium  salts  in  a granular  form,  showing 
a brownish  stippling,  or  they  will  also  take  on 
reduced  silver  that  impregnates  the  granules  a 
brilliant  black.  Hence  they  are  sometimes 
known  as  “argentaffinomas.”  Two  types  are 
readily  distinguished:  those  that  arise  in  the 
intestinal  tract,  in  the  form  of  “carcinoids” 
(possibly  also  seen  in  the  rather  rare  para- 
bronchial  tumors  known  as  “bronchial  adeno- 
mas”), and  those  that  are  found  in  connection 
with  the  carotid  body;  the  other  type  arises 
more  or  less  independently  and  may  be  found 
near  the  kidney. 

There  is  much  work  to  be  done  in  the  classifi- 
cation and  recognition  of  the  two  groups  I have 
dwelt  upon.  One  may  consider  our  present 
knowledge  as  still  unsatisfactory. 


“Are  Figures  Misleading?”  asks  the  Medical  In  the  case  of  bald-headed  men,  it’s  hair  today 
Record.  Well,  not  in  the  1939  bathing  styles.  and  gone  tomorrow. — III.  Med.  J. 
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The  fact  that  metastatic  growths  from 
distant  sites  do  encroach  upon  and 
even  surround  the  rectum,  causing  symp- 
toms referable  to  the  lower  bowel  and 
findings  misinterpreted  as  primary  rectal 
malignancy,  deserves  more  than  cursory 
mention;  and  toward  the  avoidance  of  a 
radical  extirpation  in  such  a case,  a thor- 
ough understanding  of  the  condition  in 
all  of  its  phases  is  imperative. 

As  will  be  remembered,  the  peritoneum 
in  the  female  passes  over  the  summit  of 
the  uterus,  the  round  ligaments,  the  inner 
two-thirds  of  the  Fallopian  tubes,  the 
posterior  surface  of  the  uterus,  and  the 
upper  third  of  the  posterior  wall  of  the 
vagina,  where  it  passes  backward,  form- 
ing the  floor  of  the  pouch  or  cul-de-sac 
of  Douglas  (rectouterine  pouch)  by  its 
reflection  onto  the  anterior  and  lateral 
aspects  of  the  upper  rectum  and  posterior 
wall  of  the  pelvis.  Laterally  the  perito- 
neum spreads  outward  to  the  sacroiliac 
joints  to  form  the  posterior  leaflets  of  the 
broad  ligament.  Springing  backward 
and  upward  from  the  posterior  cervical 
wall  are  two  crescentic  folds  of  perito- 
neum interspersed  with  smooth  muscle 
fibers  (uterosacral  ligaments)  which,  as 
they  pass  to  the  first  sacral  vertebra, 
form  the  lateral  boundary  of  the  pouch  of 
Douglas.  Ordinarily  the  most  dependent 
portion  of  the  peritoneum  lining  the  cul- 
de-sac  descends  to  within  5 or  7 cm.  of  the 
perineum.  In  the  male,  however,  the 
peritoneum  is  reflected  from  the  bladder 
onto  the  upper  two-thirds  of  the  anterior 
and  lateral  aspects  of  the  rectum.  The 
excavation  or  pit  thus  formed  is  known 
as  the  rectovesical  pouch,  which  de- 
scends to  a point  within  1 cm.  of  the  base 
of  the  prostate.  When  the  rectum  is 


filled  or  the  bladder  distended,  two  peri- 
toneal folds  can  be  found  passing  from  the 
lateral  walls  of  the  bladder  to  the  rectum. 
These  rectovesical  ligaments  form  the 
lateral  boundaries  of  the  pelvic  peritoneal 
pouch  and  are  analogous,  morphologi- 
cally, with  the  uterosacral  ligaments  in  the 
female. 

Metastatic  deposits  in  the  cul-de-sac 
under  ordinary  circumstances  can  be  pal- 
pated through  the  anterior  or  antero- 
lateral wall  of  the  rectum  according  to 
their  anatomic  distribution.  Growths  the 
size  of  a pea  may  be  felt  occasionally, 
although  it  has  been  our  experience  that 
the  size  as  estimated  by  digital  examina- 
tion of  the  rectum  is  not  always  verified 
by  that  found  at  operation  or  necropsy. 
Coalescence  of  these  deposits,  which  vary 
in  shape,  size,  and  number,  produces  a 
ledge  spoken  of  as  the  “rectal  shelf.” 
In  such  a case,  digital  examination  of  the 
rectum  elicits  a nodule  or  growth  anterior 
or  anterolateral  to  the  rectal  wall  and  ap- 
proximately 2 to  4 inches  above  the  anal 
margin  in  the  female  or  l/i  inch  above  the 
prostate  in  the  male.  As  would  be  ex- 
pected, it  is  of  hard  consistency  and  not 
tender.  Ordinarily  a sulcus  can  be  felt 
between  the  mass  and  the  upper  rounded 
border  of  the  prostate.  The  mucosa  of 
the  rectum,  being  uninvolved,  is  freely 
movable  over  the  growth;  this,  it  should 
be  remembered,  is  the  main  feature  in 
distinguishing  it  from  primary  carcinoma 
of  the  rectum.  Increase  in  size  and  extent 
may  readily  cause  impingement  on  the 
anterior  rectal  wall,  in  which  case  the 
examining  finger  encounters  backward 
displacement  of  the  rectum  by  a mass 
anterior  to,  and  outside  of,  its  wall.  Oc- 
casionally the  metastatic  process  encircles 
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Fig.  1.  Sagittal  section  of  normal  male  and  female  pelvis. 


the  rectum  so  as  to  cause  occlusion,  either 
partial  or  complete.  It  is  quite  possible, 
as  cited  by  Kappeler,27  for  the  process  to 
infiltrate  the  rectal  wall  proper  and  cause 
fixation  of  the  mucous  membrane,  under 
which  circumstance  it  would  not  be  un- 
likely that  the  resultant  proliferating 
changes  might  be  confused  with  a pri- 
mary carcinoma;  yet  in  our  series  of 
cases,  even  those  presenting  almost  com- 
plete obstruction,  the  mucosa  was  mov- 
able and  free  of  ulceration. 

Search  of  the  literature  reveals  that 
Hermann  Strauss39  in  1895  reported  a 
case  of  gastric  carcinoma  with  metastasis 
to  the  pouch  of  Douglas.  Four  years 
later,  2 additional  cases  were  cited  and 
mention  was  made  that  such  metastasis 
may  not  only  be  early,  but  may  be  the 
only  manifestation.40  In  1908,  Schnitz- 
ler37  described  11  cases,  in  one  of  which 
the  pancreas  was  the  primary  site. 
Worthy  of  mention  is  this  quotation  from 
his  original  German:  “The  important 
feature  was  that  all  these  patients  con- 
sulted the  doctor  for  symptoms  produced 
by  the  metastasis,  without  having  the 
slightest  suspicion  of  the  presence  of  the 
primary  growth.”  In  his  report,  this  in- 
vestigator remarked  that  in  1 case  he  mis- 


took the  tumor  for  a primary  rectal 
growth  and  performed  a radical  sacral 
extirpation.  Examination  of  the  patient, 
who  survived  six  months,  revealed  a gas- 
tric carcinoma  of  long  latency.  Payr36 
described  a case  in  which  he  performed  a 
colostomy  for  rectal  stenosis  due  to  peri- 
proctitic  and  parametritic  induration. 
The  patient  died  of  peritonitis;  autopsy 
revealed  a gastric  carcinoma  and  the 
presence  of  perirectal  metastasis  of  the 
infiltrative  type.  Other  cases  were  re- 
ported simultaneously  by  Bensaude  and 
Okenczyc,7  Brosch,11  Chiari,15  Kappeler,27 
Kaufmann,28  Kelling,30  Orth,35  and  Toyo- 
sumi.42  Blumer8  in  1909  reviewed  the 
literature  in  addition  to  his  report  of  2 
cases — 1 primary  in  the  gallbladder  and 
the  other  in  the  stomach.  Because  of  his 
excellent  description,  this  extrarectal 
site  has  been  referred  to  frequently  as 
“ Blumer’ s shelf.”  Since  that  time  few 
reports  have  been  published, 13’14,22,26,29,34 
although  several  quotations  or  reviews 
are  to  be  found.  1,2,17’18,2()*25’32,45,46 

Judging  from  the  available  literature  at 
hand,  as  well  as  our  own  series  of  cases, 
the  stomach  is  by  far  the  most  common 
primary  site  affected.  Feldner20  is  quoted 
as  saying  that  metastasis  to  Douglas’ 
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TABLE  1. — Cases  Reported  to  Date 


Author 

Primary  Site 

Number  of 

Cases 

Strauss40 

Stomach 

3 

Blumer8-9 

Stomach 

15 

Gallbladder 

1 

Orth35 

Stomach 

1 

Kelly  and  Burnam31 

Kidney 

1 

Schnitzler37 

Stomach 

10 

Pancreas 

1 

Kelling30 

Stomach 

1 

Kappeler27 

Stomach 

5 

Payr36 

Stomach 

1 

Chiari15 

Stomach 

1 

Handley23 

Breast 

3 

T ackson26 

Stomach 

1 

Carnett13 

Breast 

3 

Keith29 

Stomach 

1 

Toyosumi42 
I rsigler25 

Stomach 

1 

Stomach 

1 

Schofield38 

Stomach 

1 

Melchior34 

Esophagus 

1 

Stomach 

1 

Breast 

1 

Sullivan41 

Stomach 

4 

Breast 

1 

Cecum 

1 

Pancreas 

1 

Gallbladder 

1 

Retroperitoneum 

1 

Bacon2>6 

Stomach 

8 

Ascending  colon 

2 

Pancreas 

2 

Breast 

2 

Retroperitoneum 

1 

Common  bile  duct 

1 

Kidney 

1 

Daniel16 

Stomach 

2 

Pancreas 

2 

Adrenal 

1 

Vier47 

Stomach 

1 

pouch  occurs  in  20  per  cent  of  gastric 
carcinomas  and  in  18  per  cent  of  gall- 
bladder carcinomas.  Such  frequency  we 
have  been  unable  to  confirm. 

While  there  is  no  conclusive  proof  as 
to  the  mode  of  spread,  it  seems  pertinent 
to  review  briefly  the  opinions  and  inves- 
tigations of  various  workers.  By  metas- 
tasis we  understand  the  dissemination  of 
a malignant  growth  either  by  continuous 
extension  or  tumor-cell  emboli.  Many 
writers  lean  toward  dissemination  by  the 
hematogenic  route,  which,  it  is  agreed,  is 
the  usual  means  of  spread  in  the  case  of 
sarcoma.  As  previously  stated  by  the 
author,3’4*5  it  is  recognized  that  an  im- 
plantation type  of  cancer  does  exist,  sev- 
eral authentic  cases  of  which  have  been 
reported.10*21*24’33 

The  occurrence  of  carcinomatous  im- 
plants in  the  abdomen,  especially  in  ad- 
vanced cases,  is  not  an  uncommon  fea- 
ture. The  explanation  first  mentioned 
by  Schnitzler  is  today  almost  universally 
accepted — that  pelvic  involvement  from 
a malignant  stomach  or  gallbladder  occurs 
by  fragments  of  cancerous  tissue  gravi- 


Fig. 2.  Examining  finger  against  extrarectal 
metastatic  process.  The  mucous  membrane  is 
freely  movable  over  the  growth,  a.  Supra- 
peritoneal metastatic  growth  as  seen  in  case  of 
carcinoma.  b.  Infraperitoneal  metastatic 
growth  as  seen  in  sarcoma. 

tating  to  the  pouch.  Eusterman  and 
Balfour18  have  said  that  it  would  seem 
that  when  the  tumor  reaches  the  gastric 
serosal  layer,  carcinoma  cells  are  mechani- 
cally carried  to  the  pelvis  and  there  oc- 
casionally take  root.  In  fact,  they  state : 
“Although  the  gastrocolic  and  greater 
omentums  are  favorite  sites,  the  most 
common  situation  is  the  pelvic  perito- 
neum.” This,  however,  while  quite  possi- 
ble and  highly  probable,  does  not  explain 
entirely  the  occurrence  of  an  isolated 
metastatic  pelvic  deposit  in  the  absence 
of  other  visible  and  palpable  implants. 
In  two  instances,  sections  of  the  smaller 
retroperitoneal  lymphatics  in  the  lower 
dorsal  and  lumbar  regions  presented 
evidence  of  malignant  invasions.  Some 
investigators  contend  that  lymphatic 
embolism  and  continuous  permeation  are 
commonly  associated.  Ewing19  considers 
it  probable  that  the  rapidly  growing 
epidermoid  and  glandular  carcinomas 
disseminate  chiefly  by  lymphatic  embo- 
lism, while  the  slowly  growing  and  re- 
current tumors  often  extend  by  continu- 
ous permeation.  Retrograde  flow  through 
lymphatic  and  blood  channels  is  a sub- 
ject that  always  invites  discussion.  Or- 
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Fig.  3.  Differential  diagnoses,  showing  extra- 
rectal  lesions  other  than  Blumer  shelf  metastatic 
processes. 

gans  in  which  there  is  a normal  venous 
pulse,  or  where  there  occurs  violent  ex- 
piration or  increase  of  intrathoracic 
pressure  would  be  the  most  common  sites. 
Occlusion  of  the  main  lymphatic  or  ve- 
nous channels  gives  rise  to  disordered  func- 
tion, as  a result  of  which  retrograde  flow, 
even  though  a slow  process,  may  super- 
vene. Examples  of  retrograde  venous 
and  lymphatic  flow  have  been  cited  by 
Heller,  Bonome,  Arnold,  Ernst  and  von 
Recklinghausen,  Vogel,  Poncet,  Most, 
and  Troisier. 

Walther43  is  of  the  belief  that  a large 
number  of  the  cases  with  alleged  retro- 
grade lymph  node  metastasis  are  in- 


stances of  continuous  dissemination,  be- 
cause in  the  majority  of  his  cases  he  was 
able  to  demonstrate  that  diseased  lymph 
nodes  that  were  not  in  the  vicinity  of  the 
primary  growth  were  regional  metastases 
of  an  organ  that  had  become  involved  by 
the  hematogenic  route. 

Regarding  breast  carcinoma,  Sampson 
Handley22  said:  “It  must  never  be  for- 
gotten that  the  first  sign  of  epigastric 
invasion  may  be  found  not  in  the  epigas- 
tric region,  but  in  the  pelvis.”  He  main- 
tains that  in  nearly  every  case  dissemina- 
tion in  the  abdominal  cavity  occurs  by 
transcelomic  spread;  the  secondary  de- 
posits arising  from  gravitations  of  can- 
cerous particles  into  the  pelvis;  that  in 
the  late  stage  the  whole  pelvis  may  be 
filled  with  cancer,  and  its  contents  matted 
together.  Carnett12*14  concurred  in  the 
view  that  lymphatic  permeation  is  a com- 
mon process  in  the  liver  and  that  in  other 
parts,  especially  the  deeper  or  pelvic  parts 
of  the  abdomen,  lymphatic  permeation 
may  begin  around  implanted  nodules. 
He  differed,  however,  in  that  he  believed 
widespread  lymphatic  permeation  may 
occur  in  the  abdomen  in  the  absence  of 
implants. 

There  are  a number  of  conditions  that 
may  simulate  a metastatic  growth  in  this 
locality.  Among  them  should  be  men- 
tioned: adherent  coils  of  small  intestine 
and  omentum  encountered  in  certain 
types  of  peritonitis,  especially  the  diffuse 
tuberculous  variety,  scybalum  in  the 
small  bowel,  subperitoneal  myoma,  sig- 
moidal carcinoma  prolapsing  into  the 
pouch,  and  chronic  inspissated,  partially 
encapsulated  pelvic  abscess  in  the  process 
of  organization;  carcinoma  of  the  upper 
pole  of  the  prostate  or  of  the  posterior 
bladder  wall  infiltrating  the  rectum;  a 
loculated  pelvirectal  abscess,  a hypertro- 
phied valve  of  Houston,  endometriosis 
of  the  rectovaginal  septum  or  distal  sig- 
moid, and  extension  from  an  ovarian  or 
uterine  malignancy.  There  should  arise 
no  difficulty  in  distinguishing  a primary 
rectal  carcinoma,  except  in  rare  instances 
where  the  metastatic  process  infiltrates 
the  rectal  wall. 

During  the  five-year  period  ending 
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December,  1938,  22  cases  have  come  under 
our  observation.  For  the  sake  of  brevity, 
these  have  been  compiled  in  the  accom- 
panying chart. 

A perusal  of  this  chart  shows  that  in 
the  majority  of  instances,  symptoms 
referable  to  the  lower  bowel  were  cited 
by  the  patient,  although  not  those  symp- 
toms frequently  stated  that  are  sugges- 
tive of  primary  carcinoma  of  the  rectum 
— namely,  change  in  bowel  habit,  such  as 
early  morning  diarrhea,  frequency  and 
urgent  desire  for  and  incompleteness  of 
stool,  and  bleeding.  In  all,  digital  ex- 
amination of  the  rectum  elicited  a hard 
mass  of  varying  size  and  number  anterior 
to,  rather  than  in,  its  wall.  In  no  in- 
stance was  the  rectal  wall  ulcerated.  The 
prognosis  in  such  cases  is,  of  course,  poor 
in  that  it  usually  represents  a far  ad- 
vanced malignancy.  Surgery,  other  than 
as  a palliative  procedure,  such  as  some 
type  of  enterostomy,  is  contraindicated. 

Summary 

Twenty- two  proved  cases  of  upper  ab- 
dominal and  mammary  malignancy  with 
metastasis  to  pelvic  peritoneal  pouch  have 
been  reported.  Of  these,  15  occurred  in 
the  male  and  7 in  the  female;  there  were 
16  white  and  6 Negroes;  the  youngest 
was  37  and  the  oldest  70,  with  an  average 
age  of  54.5.  Whereas  all  in  this  series 
were  advanced  cases,  it  must  be  realized 
that  such  metastasis  may  occur  early 
and  be  the  only  site  of  invasion.  The  con- 
dition is  of  importance  in  that  it  is  not 
extremely  rare  and  the  symptoms  may 
not  direct  attention  to  the  primary  site, 
because  the  extrarectal  process  may  be  in- 
correctly diagnosed  and  a radical  extir- 
pation performed.  The  primary  growths 
were  found  most  frequently  in  the  stom- 
ach. As  to  the  type  of  tumor,  21  were 
adenocarcinomas  and  1 was  a sarcoma. 
Although  misinterpreted  in  many  in- 
stances, the  growths  by  rectum  were  pal- 
pated. This  can  be  attributed  to  the  fact 
that  the  more  recent  graduates  have 
learned  that  no  physical  examination  is 
ever  complete  without  a thorough  digital 
and  proctosigmoidoscopic  examination. 

1527  W.  Girard  AVenue 
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Discussion 


Dr.  A.  W.  Martin  Marino,  Brooklyn — In  his 
characteristic  encyclopedic  manner.  Dr.  Bacon 
has  collected  for  us  the  many  theories  that  at- 
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tempt  to  account  for  the  occurrence  of  Blumer’s 
shelf.  Although  the  problem  as  to  how  this 
metastasis  occurs  remains  unsolved,  the  value 
of  the  significance  of  this  sign,  when  properly 
interpreted,  cannot  be  overemphasized. 

Forty-five  years  ago  it  was  shown  that  in 
carcinoma  of  the  abdominal  viscera,  notably 
gastric  cancer,  metastases  in  Douglas’  pouch  are 
common.  These  metastases  are  readily  pal- 
pated by  rectal  examination.  The  method  by 
which  this  is  done  was  well  brought  out  by  the 
essayist.  The  importance  of  properly  inter- 
preting a rectal  palpation  need  not  be  enlarged 
upon  to  an  audience  composed  of  gastroenterolo- 
gists and  proctologists. 

The  many  conditions  with  which  Blumer’s 
shelf  can  be  confused  should  be  kept  in  mind. 
As  mentioned  by  Dr.  Bacon,  they  are  abdominal 
tuberculosis,  subperitoneal  myomas,  loculated 
pelvirectal  abscesses,  endometriosis,  hypertro- 
phied valves  of  Houston,  and  scybala  in  the  small 
intestine.  Inasmuch  as  the  majority  of  patients 
in  whom  a Blumer’s  shelf  is  found  also  present 
other  evidences  of  metastatic  involvement 
(usually  in  the  liver  and  cervical  nodes),  the  sign 
is  merely  confirmatory  in  such  cases,  and  the 
differential  diagnosis  is  simple.  There  are  cases 
of  gastric  carcinoma,  however,  in  which  the  ear- 
liest metastasis  occurs  in  Douglas’  pouch,  and 


in  such  cases  the  sign  is  of  great  value  in  dis- 
tinguishing between  an  ulcer  and  a neoplasm  of 
the  stomach.  In  proved  cases  of  gastric  cancer, 
the  presence  or  absence  of  the  sign  is  of  prognostic 
significance. 

In  reviewing  the  22  cases  of  extrarectal  meta- 
static tumors  presented  today,  one  is  impressed 
by  the  fact  that  the  symptoms  from  the  primary 
lesions  were  so  mild  as  to  be  overlooked  by 
many  of  the  patients.  For  that  reason,  the 
extrarectal  tumor  was  discovered  before  the 
primary  growth.  For  example,  in  cases  of  gas- 
tric cancer,  the  disease  in  the  stomach  may  be 
silent  and  latent  while  the  metastasis  in  Douglas’ 
pouch  may  reach  such  size  as  to  cause  symptoms 
of  partial  obstruction.  Rectal  resections  have 
been  done  in  such  cases,  and  only  at  autopsy  was 
it  recognized  that  the  primary  lesion  was  in  the 
stomach. 

As  Blumer  stated  thirty  years  ago,  the  rectal 
shelf  is  “a  neglected  rectal  sign  of  value  in  the 
diagnosis  and  prognosis  of  obscure  malignant 
and  inflammatory  disease  within  the  abdomen. 
. . . The  not  infrequent  occurrence  of  this  rectal 
shelf  makes  it  a diagnostic  and  prognostic  sign 
of  a good  deal  of  importance,  and  warrants 
the  statement  that  in  no  case  of  obscure  ab- 
dominal disease  should  a rectal  examination  be 
omitted.” 


MEDICINE  GOES  TO  THE  WANDERERS 

It  is  figured  that  over  300,000  migrants  are 
roaming  the  highways  of  California,  ‘‘and  more 
coming  daily,”  presenting  a huge  problem  to  state 
and  local  authorities.  Many  are  ill  before  they 
come,  and  many  more  fall  ill  from  time  to  time, 
so  that  the  medical  angle  of  it  is  acute,  and  the 
state  has  had  to  tackle  it.  Medicine  is  coming  to 
California’s  migratory  workers,  called  to  public 
attention  by  John  Steinbeck’s  novel,  The  Grapes 
of  Wrath,  says  a dispatch  in  the  San  Francisco 
News.  Four  auto  clinics  are  on  the  road. 

The  roving  workers  can’t  afford  to  go  to  a doc- 
tor’s office — so  the  doctor’s  office  is  being  brought 
to  them.  And  spread  of  epidemics  from  farm  to 
farm,  from  field  to  field,  is  being  checked. 

From  many  states  come  the  migrants  to  fol- 
low the  crops.  Their  poverty,  their  nomad  life 
make  them  very  susceptible  to  contagious  dis- 
eases. There  are  more  than  fifty  thousand  of 
these  families,  and  their  living  conditions  range 
from  absolute  squalor  to  the  comparative  luxury 
of  Federal  Farm  Security  Administration  camps. 

Each  mobile  clinic  is  staffed  by  a physician,  a 
nurse,  and  a sanitation  expert.  Each  is  equipped 
like  a doctor’s  office.  Each  roams  agricultural 
areas  with  the  families,  giving  care  when  care  is 
needed. 

The  chief  goal  of  the  squadron  is  immuniza- 
tion. Since  1937,  the  State’s  Department  of 
Public  Health  has  vaccinated  23,701  workers 
against  smallpox,  inoculated  74,257  against 


typhoid  fever.  The  prevention  program  has  cut 
down  the  state’s  typhoid  death  rate  to  the  lowest 
point  in  history. 

Job  of  the  sanitation  experts  is  to  check  condi- 
tions in  all  camps  and  settlements.  Drainage, 
sewage  disposal,  source  of  water  supply  must  be 
inspected. 

If  conditions  in  a squatters’  camp  do  not  meet 
requirements,  the  entire  population  may  be 
compelled  to  move  to  a new  location.  In  a camp 
maintained  by  a grower,  the  owner  is  ordered  to 
correct  the  trouble. 

Should  an  emergency  case  arise,  the  clinics  are 
ready.  Rear  ends  of  the  station  wagons  are 
sometimes  used  as  operating  tables. 

In  a newly  inaugurated  auto-clinic  survey, 
Wassermann  tests  are  being  made  to  find  preva- 
lence of  syphilis.  Early  results  indicate  that 
there  is  less  venereal  disease  among  the  migrants 
than  among  permanent  residents. 

Dovetailed  with  the  clinic  work  is  the  recently 
established  medical  program  of  the  Agricultural 
Workers’  Health  and  Medical  Association — a 
nonprofit  corporation  of  Federal  and  state  organi- 
zations. Farm  Security  Administration  funds 
pay  for  medical  care  for  workers  treated  in  camp 
clinics  and  the  offices  of  private  physicians. 

Dr.  W.  M.  Dickie,  State  Director  of  Public 
Health,  says:  “We  were  shocked  into  doing 

something  by  the  sight  of  migratory  workers  liv- 
ing under  wretched,  insanitary  conditions.” 
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These  experiments  began  with  studies 
of  the  unsettled  problem  of  the  toler- 
ance and  toxicity  of  insulin  in  various  ani- 
mal species.  The  observations  made  dur- 
ing the  first  few  years  were  published  only 
as  an  abstract  in  1932. 1 The  later  re- 
ports are  now  being  published  in  several 
papers,2  to  which  reference  must  be  made 
for  details,  since  only  a brief  summary  and 
conclusions  can  be  presented  here.  The 
question  of  the  physiologic  action  of  insu- 
lin, including  a possible  toxicity  of  high 
doses  apart  from  mere  hypoglycemia,  has 
a practical  relation  not  only  to  diabetic 
treatment  but  even  more  directly  to  its 
recent  use  in  psychiatric  treatment. 

It  should  be  noted  at  the  outset  that 
the  production  of  hunger  either  by  insulin 
or  by  hypoglycemia  is  by  no  means  as  in- 
variable as  commonly  supposed  in  either 
man  or  animals.  Differences  occur  ac- 
cording to  species,  dosage,  and  other 
conditions.  Experiments  are  divisible 
into  those  with  spontaneous  eating  and 
those  with  artificial  administration  of 
glucose,  and  in  the  former  group  the  toler- 
ance of  insulin  is  governed  chiefly  by  the 
effect  on  appetite. 

Cats  seem  to  show  considerable  indi- 
vidual variations,  but  frequently  rather 
small  doses  of  insulin  cause  anorexia  and 
vomiting  and  consequent  hypoglycemic 
attacks.  Increased  gastric  contractions 
and  secretion  were  demonstrated  in  dogs 
by  Bulato  and  Carlson3  and  La  Barre4 
with  doses  between  20  and  40  units. 
Doses  amounting  to  hundreds  or  thou- 
sands of  units  cause  depression  and  vomit- 
ing, independent  of  hypoglycemia,  but  the 
precise  limits  of  tolerance  have  not  been 
established.  Considerable  doses  of  insu- 
lin in  proportion  to  weight  are  tolerated 
by  rabbits,  since  a 2-Kg.  rabbit  shows  no 
more  than  a diminution  of  appetite  and 
resists  hypoglycemia  with  doses  of  50  to 
75  units  subcutaneously.  Higher  doses 
lead  to  loss  of  appetite  and  fatal  hypo- 


glycemia. Rats  and  mice,  which  are 
known  to  be  sensitive  to  very  small  insulin 
doses  in  the  fasting  state,  have  a higher 
tolerance  than  any  other  known  mammals 
when  fed,  because  they  are  least  subject 
to  anorexia.  Thus  a 20-Gm.  mouse  may 
tolerate  20  units  of  insulin.  McIntyre 
and  Burke5  did  not  reach  the  maximum 
limit  of  tolerance  in  rats  because  these  ani- 
mals, weighing  from  100  to  250  Gm.,  read- 
ily endure  300  to  1,000  units  of  insulin 
without  dangerous  symptoms.  The 
literature  assigns  to  some  varieties  of 
birds  a still  higher  rank,  by  reason  not 
only  of  their  practically  unlimited  insulin 
tolerance  with  feeding  but  also  their  re- 
markable insensitiveness  during  fasting. 
These  graded  differences  between  species 
may  possibly  to  some  extent  be  conform- 
able with  Sakel’s  suggestions  connecting 
insulin  action  with  the  phylogeny  of  the 
nervous  system. 

Human  diabetics  are  known  to  need 
and  tolerate  very  high  insulin  dosage  in 
certain  special  states,  such  as  acidosis. 
The  giving  of  750  to  1,000  units  in  a single 
injection  in  the  present  work2  seems  to  be 
the  highest  recorded  dose  for  an  ordinary 
diabetic  not  in  a specially  resistant  state. 
It  did  not  cause  anorexia  or  dangerous 
symptoms  and  was  readily  antidoted 
with  carbohydrate.  Other  observations, 
especially  in  tuberculous  patients,  indi- 
cate a wide  range  of  tolerance  in  human 
subjects,  so  that  in  some  individuals  com- 
paratively small  doses  produce  anorexia 
and  malaise  and  large  doses  might  well 
be  dangerous.  The  danger  arising  in 
psychiatric  treatment,  when  profound 
hypoglycemia  is  intentionally  protracted 
over  a considerable  time,  is  different  in 
nature,  although  Sakel  hypothetically 
assumes  a physiologic  and  toxic  action  of 
insulin  apart  from  hypoglycemia.  This 
point  deserves  further  investigation,  for 
if  the  clinical  benefit  is  due  to  hypo- 
glycemia there  may  be  ways  of  obtaining 
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it  with  smaller  and  less  dangerous  insulin 
doses  than  used  by  Sakel ; while  if  it  is  due 
to  a specific  action  of  insulin  independent 
of  hypoglycemia  there  may  be  ways  of 
giving  larger  doses  with  less  of  the  hypo- 
glycemic danger. 

When  hypoglycemia  is  not  prevented 
by  the  amount  of  food  eaten  spontane- 
ously, it  is  a natural  step  to  administer 
glucose  parenterally.  The  deaths  that 
occur  when  certain  limits  of  dosage  are  ex- 
ceeded must  then  be  attributed  to  either 
the  insulin  or  the  glucose.  Glucose  injec- 
tions can  be  injurious  through  osmotic 
and  possibly  also  through  toxic  action. 
Previous  publications  purporting  to  prove 
the  non  toxicity  of  insulin6  are  flagrantly 
deficient  and  erroneous.  Some  of  the 
facts  elicited  by  the  experiments2  may  be 
summarized  as  follows : 

A.  Very  small  glucose  injections,  rang- 
ing under  different  conditions  from  a frac- 
tion of  a gram  to  a few  grams,  suffice  for 
the  temporary  antidoting  of  even  the 
largest  insulin  doses,  amounting  to  hun- 
dreds or  thousands  of  units. 

B.  The  effect  of  the  largest  insulin 
doses  is  only  to  a slight  extent  an  intensi- 
fication of  insulin  action,  as  judged  by  the 
quantity  of  glucose  required  for  antidot- 
ing from  hour  to  hour,  but  is  pre-emi- 
nently a prolongation  of  the  time,  so  that 
repeated  administrations  of  glucose  may 
be  necessary  to  prevent  fatal  hypogly- 
cemia more  than  forty-eight  hours  after  a 
single  subcutaneous  insulin  injection. 

C.  When  one  of  these  large  insulin 
doses  is  injected  in  a leg,  and  amputation 
performed  after  an  interval  of  ten  hours 
or  longer,  the  course  of  the  symptoms  is 
not  ameliorated  and  the  animal’s  life  is 
not  saved.  The  prolonged  effects  of  the 
dose,  therefore,  represent  a true  constitu- 
tional hyperinsulinism,  not  a mere  delay 
of  absorption  or  local  retention  of  insulin. 

D.  There  is  a limit  to  the  insulin  toler- 
ance of  different  animal  species  even  when 
hypoglycemia  is  prevented.  A dose  of 
200  to  250  units  subcutaneously  is  regu- 
larly fatal  to  a 2-Kg.  rabbit.  Intrave- 
nous administration  being  less  effective 
from  every  standpoint,  there  may  be 
death  from  a single  sudden  injection  of 


this  amount,  or  a slightly  larger  dose  may 
be  required.  An  average-sized  cat  can 
tolerate  between  1,000  and  1,200  units 
subcutaneously,  but  dies  from  larger 
doses.  A 14-Kg.  dog  survived  2,000 
units  subcutaneously,  but  other  dogs  have 
died  from  somewhat  similar  amounts. 
The  fatality  following  doses  above  the 
limit  for  each  species  is  inevitable  and  not 
preventable  by  any  treatment  yet  known. 
The  possible  causes  are  (1)  the  demand 
created  for  a fatal  quantity  of  glucose; 
(2)  a specific  toxic  action  of  the  insulin 
itself. 

E.  In  addition  to  the  immediate  evi- 
dences of  the  toxicity  of  insulin,  notice 
may  be  taken  of  the  aftereffects,  as,  for 
example,  in  cats.  Doses  that  are  non- 
fatal  in  the  acute  sense  sometimes  lead  to 
death  after  a number  of  days.  Other- 
wise, the  animals  may  for  weeks  exhibit 
poor  appetite,  weakness,  unsteady  or 
staggering  gait,  and  more  or  less  stupidity 
or  mental  alteration.  These  apparent  in- 
dications of  a severe  shock  to  the  nervous 
system  are  in  harmony  with  Sakel’ s hy- 
pothesis of  insulin  action,  and  suggest 
further  study  of  the  question  whether 
hypoglycemia  or  massive  insulin  dosage 
per  se  is  the  more  important  factor  in  the 
treatment  of  psychoses. 

F.  Very  few  glycogen  analyses  were 
possible,  but  the  few  made  seem  to  indi- 
cate extreme  glycogen  poverty  with  the 
high  insulin  doses,  in  contrast  to  the 
glycogen  richness  that  is  the  rule  when 
glucose  alone  is  given.  If  this  result  is 
confirmed,  the  disappearance  of  glycogen 
must  be  interpreted  not  as  a defense 
against  hypoglycemia  (which  is  not  al- 
lowed to  occur),  but  rather  as  a direct 
action  of  the  maximal  insulin  doses  in 
breaking  down  glycogen  or  inhibiting 
glycogen  formation,  even  in  the  presence 
of  marked  hyperglycemia. 

G.  Large  subcutaneous  glucose  injec- 
tions may  concentrate  the  blood  if  the 
solutions  are  strongly  hypertonic;  or  if 
the  solutions  are  dilute  they  may  cause 
extreme  hydremia,  with  reduction  of  the 
corpuscle  count  by  50  per  cent  or  more. 
In  either  case  the  result  is  oliguria,  either 
in  an  absolute  sense  or  in  proportion  to 
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the  amount  of  fluid  injected.  It  is  not 
true  that  intravenous  glucose  injections 
reproduce  the  polyuria  of  diabetes,  be- 
cause the  diuresis  is  due  to  gross  osmotic 
disturbance  and  hydremia  such  as  are 
not  found  in  diabetes.  Typical  diabetic 
polyuria  with  normal  or  even  increased 
blood  concentration  stands  in  antithesis 
to  the  combination  of  hydremia  and 
oliguria  which  is  the  typical  effect  of 
glucose  in  normal  animals.  This  con- 
trast, pointed  out  long  ago,7  is  seen  in 
intensified  form  in  the  present  observa- 
tions, and  it  remains  as  one  of  the  un- 
solved and  apparently  fundamental  prob- 
lems of  diabetes. 

Some  results  of  observations  with  pro- 
tamine zinc  insulin  in  various  species  may 
be  summarized  as  follows : 

A.  Both  regular  insulin  and  protamine 
insulin  have  far  lower  potency  (as  judged 
both  by  the  quantity  of  glucose  required 
for  antidoting  and  by  the  toxic  effects) 
when  given  intravenously  than  subcu- 
taneously. But  especially  when  the  doses 
are  large,  the  more  prolonged  action  of 
protamine  as  compared  with  regular  in- 
sulin is  demonstrable  also  intravenously, 
though  it  is  far  shorter  than  with  the 
subcutaneous  injection. 

B.  Protamine  insulin  is  somewhat 
more  toxic  than  regular  insulin,  even  in 
its  early  effects,  e.g.,  rabbits  or  cats  die 
with  somewhat  smaller  doses  in  the  early 
stages,  and  rats,  which  tolerate  hundreds 
of  units  of  regular  insulin,  promptly 
develop  anorexia  as  a typical  symptom  of 
insulin  intoxication  with  doses  of  60  units 
or  less  of  protamine  insulin,  and  their 
lives  can  then  not  be  saved  by  any  means 
whatever.  The  principal  cause  of  fa- 
tality, however,  consists  in  the  creation 
of  a demand  for  fatal  quantities  of  glu- 
cose, by  reason  of  the  excessively  pro- 
longed effect  of  the  protamine  insulin. 
A dose  of  10  or  15  units  of  protamine 
insulin  is  harmless  to  a rat  which  can  eat 
ad  libitum,  and  MacKay  and  Callaway8 
have  made  the  interesting  observation 
that  daily  repetition  of  such  doses  results 
in  marked  obesity.  In  fasting  rats,  how- 
ever, one  such  small  dose  is  regularly 
fatal.  There  is  no  sign  of  injury  from 


the  insulin,  and  the  condition  may  re- 
main good  for  twenty-four  hours  or  longer, 
merely  with  the  aid  of  occasional  glucose 
injections  to  prevent  hypoglycemia.  But 
the  relentless  persistence  of  the  effect  of 
the  small  dose  of  insulinate  is  such  that 
the  glucose  injections  may  have  to  be 
continued  for  three  to  five  days,  with  the 
result  that  death  occurs  not  only  in  the 
insulin  animals  but  also  in  controls  re- 
ceiving the  same  quantities  of  glucose. 
The  longest  effect  of  protamine  insulin  in 
any  animal,  with  recovery,  was  observed 
in  a rabbit,  in  which  hypoglycemic  attacks 
occurred  for  one  week  after  a single  sub- 
cutaneous injection  of  200  units. 

C.  It  was  previously  remarked  that 
large  doses  differ  from  small  doses  of 
regular  insulin  rather  in  duration  than  in 
intensity  of  effect.  The  long  duration  of 
the  action  of  protamine  insulin,  far  more 
marked  in  animals  than  in  man,  is  re- 
sponsible for  the  fantastically  larger 
quantity  of  glucose  required  for  anti- 
doting,  unit  for  unit,  as  compared  with 
regular  insulin.  This  time  factor  has  not 
been  adequately  considered  in  the  at- 
tempts of  most  authors  to  establish  fixed 
insulin-glucose  equivalents,  and  it  alone 
probably  suffices  to  invalidate  all  such 
calculations.  In  addition,  various  patho- 
logic states  are  known  to  cause  enormous 
variations  in  the  effectiveness  of  insulin. 
Furthermore,  there  has  never  been  any 
proof  that  insulin  is  concerned  directly 
and  solely  with  glucose  metabolism,  and 
the  clinical  proofs  of  the  influence  of  the 
total  metabolism  and  body  weight  upon 
the  insulin  requirement  of  diabetics  are 
too  plain  and  positive  to  be  denied.  It 
would  appear  that  knowledge  of  these 
facts  should  have  forestalled  attempts  to 
establish  fixed  insulin-glucose  ratios. 

D.  Crystalline  zinc  insulin  (Sahyun) 
proved  to  be  intermediate  in  duration, 
toxicity,  and  other  effects  between  pro- 
tamine and  regular  insulin,  in  agreement 
with  clinical  observations. 

E.  When  injections  are  made  into  a 
leg,  the  effects  of  protamine  insulin  can 
be  terminated  by  amputation  of  the  leg. 
This  result,  which  was  not  obtainable 
with  regular  insulin  even  after  compara- 
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tively  short  intervals,  is  obtained  with 
protamine  insulin  over  much  longer 
periods,  up  to  sixty-two  hours.  With 
protamine  insulin,  therefore,  the  element 
of  constitutional  hyperinsulinism  seems 
to  be  less  prominent,  and  the  chief  cause 
of  the  extremely  prolonged  effects  con- 
sists in  retention  at  the  site  of  injection. 
Correspondingly,  the  very  prolonged  hy- 
poglycemic effects  of  protamine  insulin 
can  be  approximately  reproduced  by  suc- 
cessive injections  of  fractional  quantities 
of  regular  insulin.  These  findings  har- 
monize with  and  explain  the  clinically 
recognized  fact  that  the  cumulative  action 
of  protamine  insulin  may  extend  over  at 
least  three  days,  and  is  greatest  with  the 
largest  doses.  It  is  possible  that  if  pa- 
tients were  given  still  larger  doses  the 
effects  might  be  demonstrable  over  a still 
longer  period. 

F.  These  facts  regarding  hypogly- 
cemia do  not  warrant  a conclusion  that 
the  great  surplus  of  insulin  is  lying  idle 
at  the  site  of  injection,  because  the  effects 
of  large  doses,  in  the  form  of  anorexia, 
depression,  and  nonhypoglycemic  death, 
are  not  duplicated  by  small  doses.  Fur- 
thermore, the  toxic  symptoms  seem  to 
occur  practically  as  early  with  protamine 
as  with  regular  insulin,  and  the  hypo- 
glycemic action  in  early  stages  is  not  less 
violent,  even  though  continuing  so  much 
longer.  The  constitutional  factor,  there- 
fore, cannot  be  ignored,  and  further  in- 
vestigation of  the  comparative  effects  of 
small  and  large  doses  of  ordinary  and 
protamine  insulin  should  be  instructive. 

Experiments  of  this  type  may  also  add 
to  the  information  concerning  interrela- 
tions of  glands.  For  example,  since  tiny 
quantities  of  glucose  suffice  for  the  tem- 
porary antidoting  of  even  the  largest 
insulin  doses,  it  is  interesting  to  try  the 
effect  of  epinephrine.  The  trials  show 
that  the  antidoting  action  of  epinephrine 
is  slight  and  brief,  and  repeated  sub- 
cutaneous or  intraperitoneal  injections 
fail  to  protect  like  repeated  doses  of  glu- 
cose. I had  occasion  years  ago  to  oppose 
the  pluriglandular  theories  of  diabetes, 
which  were  then  almost  universally  ac- 
cepted and  associated  the  adrenal  me- 


dulla with  the  etiology  of  diabetes.  Al- 
though this  hypothesis  has  been  suffi- 
ciently disproved  and  although  the  only 
valid  association  of  the  adrenals  with 
diabetes  has  been  shown  to  be  through 
the  cortex,  the  discovery  of  insulin  and 
the  temporary  antidoting  of  small  insulin 
doses  by  epinephrine  has  kept  alive  the 
idea  of  an  antagonism  between  the  two 
substances  or  between  the  pancreas  and 
the  adrenal  medulla.  It  seems  evident, 
however,  that  epinephrine  has  one  specific 
function,  namely  the  augmentation  of 
sympathetic  activity,  and  that  a mobili- 
zation of  liver  glycogen  is  merely  inci- 
dental to  this  function.  The  supposed 
antagonism  to  insulin  is,  therefore,  only 
superficial  and  accidental,  not  specific  or 
fundamental.  Years  ago7*9  I pointed 
out  that  when  an  animal  is  depancreatized 
so  far  that  the  removal  of  a fraction  of  a 
gram  of  additional  pancreatic  tissue  will 
produce  diabetes,  no  amount  or  repetition 
of  epinephrine  doses  will  bring  on  dia- 
betes; also  if  an  animal  is  mildly  diabetic, 
epinephrine  still  causes  only  a temporary 
glycosuria,  and  repeated  doses  fail  to 
make  the  diabetes  severe,  although  a brief 
period  of  mere  carbohydrate  excess  will 
induce  the  severe  stage.  These  experi- 
ments, together  with  the  negative  results 
of  extirpation  of  the  adrenal  medulla  as 
proved  by  several  investigators,  suffi- 
ciently demonstrate  the  absence  of  true 
antagonism  between  epinephrine  and  in- 
sulin or  between  the  adrenal  medulla  and 
the  islands  of  Langerhans. 

The  thyroid  is  not  established  as  having 
any  diabetogenic  action  beyond  intoxica- 
tion and  stimulation  of  total  metabolism. 
Obviously,  this  action  can  greatly  aggra- 
vate an  existing  or  latent  diabetes,  but  it 
has  never  been  proved  to  produce  dia- 
betes in  a nondiabetic  organism.  In  par- 
ticular, a dog  depancreatized  almost  to 
the  point  of  diabetes  is  not  made  diabetic 
by  any  amount  of  thyroid  feeding.  Since 
the  function  of  the  parathyroids  has  been 
elucidated,  their  previously  assumed  con- 
nection with  diabetes  seems  to  have  been 
forgotten.  The  posterior  pituitary  lobe, 
which  was  confidently  included  in  the 
pluriglandular  speculations  and  diagrams, 
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can  be  dismissed  all  the  more  positively, 
since  Young11  has  demonstrated  the 
fallacy  of  interpreting  the  hyperglycemic 
action  of  its  extract  as  partaking  of  the 
nature  of  diabetes. 

These  statements,  which  are  mostly  a 
simple  repetition  of  what  I published 
years  ago,  are  reinforced  by  the  dis- 
closure of  a gland  that  appears  to  meet 
all  the  above  tests  of  antagonism. 
Houssay’s  discovery  of  the  powerful  ar- 
rest of  pancreatic  diabetes  by  removal  of 
the  anterior  pituitary  is  now  classic. 
After  several  workers  had  obtained  either 
brief  or  chronic  glycosuria  by  injections 
of  anterior  pituitary  extracts  in  normal 
animals,  a further  brilliant  triumph  was 
achieved  by  Young10  in  the  production  of 
permanent  diabetes  by  prolonged  injec- 
tions of  anterior  pituitary  material. 
Three  years  ago,  through  the  cooperation 
of  H.  M.  Evans  at  a time  when  I was  cut 
off  from  all  facilities  for  dog  experiments, 
I provided  for  tests  with  partial  pan- 
createctomy. The  amount  of  pancreatic 
tissue  removed  was  far  short  of  that  re- 
quired for  producing  diabetes;  animals 
thus  prepared  have  only  a trivial  reduc- 
tion of  glucose  tolerance  and  can  never  be 
made  diabetic  with  any  amount  or  dura- 
tion of  carbohydrate  feeding.  Dr.  Evans 
readily  succeeded  in  making  these  animals 
permanently  diabetic  by  injections  of  an- 
terior pituitary  extract.12  I have  repro- 
duced these  results  in  a few  experiments 
that  I have  recently  managed  to  perform 
under  limited  conditions,  by  the  use  of  an 
anterior  pituitary  emulsion  as  described 
by  Young  (mostly  prepared  by  Dr.  Asher 
Yaguda,  of  Newark).  Difficulties,  such 
as  the  long  time  required  under  the  Young 
plan  and  the  total  resistance  of  some  dogs 
as  mentioned  by  some  workers,  seem  to  be 
obviated  by  this  method.  Diabetes  is 
not  only  obtained  more  quickly  and 
surely,  but  it  may  also,  by  appropriate 
means,  be  made  to  imitate  more  closely 
the  different  grades  of  human  diabetes. 
The  tendency  of  the  animals  to  thrive 
and  actually  gain  in  weight  and  vigor 
under  the  pituitary  injections  still  con- 
forms to  Young’s  description  at  least  in 
the  early  stages,  and  in  this  respect  con- 


trasts quite  sharply  with  simple  pan- 
creatic diabetes. 

Since  1913  I have  tried  to  insist  upon 
the  distinction  between  the  disease  dia- 
betes and  the  symptom  glycosuria  (or 
hyperglycemia),  as  prerequisite  to  clear 
thinking  on  fundamental  diabetic  prob- 
lems. Obviously,  diabetic  patients  and 
animals  may  often  be  free  from  glyco- 
suria or  hyperglycemia,  while  on  the 
other  hand  most  forms  of  glycosuria  and 
hyperglycemia  are  not  diabetic.  Except 
for  the  usage  of  “adrenalin  diabetes”  and 
similar  indefensible  phraseology,  the  en- 
tire mass  of  pluriglandular  errors  might 
perhaps  have  been  avoided.  It  is  possi- 
ble that  attention,  which  I failed  to  gain, 
may  now  be  given  to  Young,  who  stresses 
this  same  point  and  who  succeeds  in 
establishing  the  difference  between  the 
mere  hyperglycemic  action  of  some  pitui- 
tary preparations  and  the  true  diabeto- 
genic action  of  others. 

The  resistance  of  pituitary-in jected  ani- 
mals to  huge  insulin  doses,  such  as  have 
been  used  in  some  “insulin  resistant”  dia- 
betic cases,  is  still  under  investigation  and 
I hope  to  publish  further  experiments 
along  the  lines  described  in  the  earlier 
part  of  this  paper.  A hopeful  sign  of  the 
present  time  is  that  all  the  scientists  who 
have  made  the  recent  discoveries  con- 
cerning glandular  interrelations  have  con- 
fined themselves  very  carefully  to  scien- 
tific methods  and  conclusions.  It  is  to  be 
hoped  that  clinicians  will  imitate  this 
conservatism,  by  refraining  from  rash 
guesses  concerning  pancreatic  and  hypo- 
physeal factors  in  diabetes,  until  definite 
evidence  is  available.  The  former  endo- 
crinologic  fantasies,  and  the  vagaries  of 
one-sided  fat  or  carbohydrate  diets,  illus- 
trate the  amazingly  wide  acceptance  that 
can  be  gained  by  unproved  assertions. 
By  adherence  to  scientific  methods  it  is 
possible  that  a new  clinical  era  will  be 
opened  up  by  the  splendid  laboratory 
discoveries  centering  about  the  anterior 
hypophysis.  On  the  other  hand,  the 
possibility  still  remains  that  the  hypophy- 
sis may  be  strictly  normal  in  the  great 
mass  of  clinical  diabetic  cases. 
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A CHILD  BORN  TO  A CHILD 

Dr.  Martin  J.  Backenstoe,  a former  Pennsyl- 
vania physician  now  living  at  Manhattan  Beach, 
in  California,  recently  visited  the  maternity 
hospital  in  Lima,  Peru,  and  saw  the  little  mother 
of  six  or  seven  years  of  age  reported  in  press 
dispatches,  and  her  baby.  He  wrote  an  account 
of  his  visit  to  his  son,  Gerald  S.  Backenstoe, 
M.D.,  of  Emaus,  Pa.,  an  active  member  of  the 
Lehigh  County  Medical  Society,  who  gave  per- 
mission for  its  publication  in  the  September  issue 
of  the  county  society’s  bulletin.  Dr.  Martin  J. 
Backenstoe  is  an  affiliate  member.  The  letter  is 
reproduced  in  the  Pennsylvania  Medical  Journal 
through  the  kindness  of  J.  Frederick  Dreyer, 
editor  of  the  Lehigh  County  Medical  Bulletin. 

The  newspapers  chronicled  the  event  discussed 
in  Dr.  Backenstoe’s  letter,  but  most  physicians 
dismissed  it  as  “another  one  of  those  things’’ 
which  happen  (or  are  said  to  happen)  on  the 
other  side  of  the  universe.  The  letter  runs  thus: 

“With  the  thought  that  this  letter  might  be 
interesting  to  physicians  back  in  Pennsylvania, 
I beg  to  say  that  I succeeded  yesterday  in  visiting 
and  casually  examining  the  subject  of  the  news 
report  ‘A  Child  Born  to  a Child’  at  Lima,  Peru. 
My  itinerary  of  South  America  allowed  only  a 
few  days’  stop  here.  This  district  is  probably 
the  high  spot  of  ancient  South  American  history 
and,  I am  now  ready  to  say,  will  probably  be  a 
record  spot  for  the  ages  in  the  humanities  of  our 
days. 

“The  state  quite  properly  had  taken  charge  of 
the  situation  and  strictly  forbade  all  general 
visitation.  Being  a foreigner  and  vouched-for 
American  medico,  I was  heartily  accorded  per- 
mission and,  accompanied  by  the  very  courteous 
and,  I judged,  expertly  competent  medicos, 
walked  into  the  orderly  room  of  this  patient  in 
the  Lima  Maternity  Hospital  with  400  beds,  30 
physicians,  and  25  average  daily  confinements. 

“ ‘There  she  is,’  said  the  doctor,  pointing  to  a 
little  girl  walking  across  the  room.  My  reaction, 
not  expressed,  of  course,  was  ‘Crazy — Impossi- 
ble.’ ‘Man  can  pass  through  the  eye  of  a 
needle,’  I now  do  believe. 

“Residing  in  the  Andean  foothills  and  being 
Indian  is  all  the  history  available  of  the  parent- 


age. Mixed  Indian  is  the  hospital  designation. 

“Very  early  menstruation  and  also  very  early 
sexual  congress  are  noted  on  the  record.  Men- 
struation never  interrupted  and  all  regular  all 
along.  In  appearance  a robust,  heavy-framed 
six-year-old.  Milk  teeth  all  intact  and  in  good 
condition.  First  incisor  loose  and  about  ready 
to  drop  out. 

“Small  cylinder-shaped  pendulous  breasts  well 
filled  with  milk.  Nursing  allowed  every  morning 
only — a fine  amply  equipped  wet  nurse  furnishing 
additional  nourishment.  Wide  pelvic  brim 
evident — narrow  pelvic  outlet  recorded.  Heavy, 
flabby,  striated  abdominal  muscles — the  telltale 
cesarean  scar  small  and  nicely  healed.  This  ap- 
parently entirely  innocent  child  after  nursing 
and  fondling  her  bodily  child  every  morning  is 
busy  playing  with  one  or  more  of  her  neatly  ar- 
ranged shelf  full  of  dolls. 

“Age  as  reported  (no  record)  given  as  5 years, 
6 months.  Age  as  credited  on  record  as  prob- 
able 6 years,  6 months.  Age,  as  I would  guess, 
surely  less  than  8 years.  Height,  1 meter,  16 
mm.  Weight,  65  pounds. 

“Cesarean  done  supposedly  at  onset  of  eighth 
monthly  period.  Baby — fully  and  finely  de- 
veloped and  formed.  Head  full  of  long  black 
hair.  Apparently  of  normal  mentality — nurses 
ravenously.  Weight  at  birth — 2 Kg.,  700  Gm. 
Weight  at  2 months — 4 Kg.,  620  Gm. 

“I  was  shown  films  of  present  pelvic  condition  of 
patient  and  other  films  of  children  of  same  ac- 
cepted age.  Trochanteric  changes,  probably 
resorption,  explain  apparent  epiphyseal  detach- 
ment or  separation.  No  history  of  any  sort  as 
to  father  of  this  child. 

“I  did  not  have  the  heart  to  inquire:  ‘Why  no 
baby-in-utero  pictures?’  Am  willing  to  concede 
expense  as  the  explanation  that  the  proper  ap- 
praisement of  the  situation  was  not  made  in  time. 

Naturally,  entirely  skeptical  as  I was  before,  I 
am  now  very  glad  to  have  seen  and  believe,  and 
so  say  to  you  my  medical  brothers:  Mark  this 

down  on  memory’s  tablet  as  a new  and  recorded 
event — definitely  true.” 

Martin  J.  Backenstoe,  M.D. 

Lima,  Peru 


A report  of  the  New  York  City  Department  of 
Health  reveals  but  1 case  of  botulism  reported 
for  seven  million  people  over  a period  of  seven 
years,  and  but  2 cases  of  pellagra.  There  was 
no  smallpox  for  a period  of  five  years,  1933-1937, 
during  which  time  there  were  27  cases  of  leprosy. 


“If  we  could  only  discover  why  so  many  people, 
especially  those  of  the  fair  sex,  derive  so  much 
pleasure  from  the  discussion  of  their  operations 
with  their  neighbors,  we  should  be  making  one 
of  the  great  contributions  to  the  principles  and 
practice  of  surgery.” 


NEW  YORK  STATE  PROGRAM  FOR  CANCER  CONTROL 

Edward  S.  Godfrey,  Jr.,  M.D.,  Commissioner  of  Health 


Cancer  as  a public  health  problem  is 
not  a new  venture  for  the  State  of 
New  York.  In  1898  the  state  legislature 
granted  the  sum  of  $10,000  for  the  study 
of  the  cancer  problem,  and  from  this 
small  beginning  has  developed  the  State 
Institute  for  the  Study  of  Malignant  Dis- 
eases in  Buffalo,  New  York,  treating  over 
5,000  patients  annually.  During  the 
first  twelve  years  of  its  existence,  this 
Institute  confined  its  efforts  to  laboratory 
research.  At  the  end  of  that  period  it 
was  decided  to  extend  the  research  to  in- 
clude the  clinical  aspects  of  cancer,  and 
especially  the  results  of  treatment  by 
radiotherapy.  A twenty-two-bed  hos- 
pital adjoining  the  laboratory  was  erected, 
and  to  this  institution  any  doctor  in  the 
state  could  send  a patient  for  diagnosis 
and  treatment  without  charge. 

The  first  radium  that  came  into  the 
possession  of  the  Institute  was  a gift  of  50 
milligrams,  which  was  later  supplemented 
by  a State  purchase  of  some  eight  grams, 
one  of  the  largest  accumulations  in  any 
institution  in  this  country. 

During  the  legislative  session  of  1937,  a 
bill  was  introduced  in  the  state  legislature 
providing  for  the  erection  of  a 100-bed 
hospital  for  cancer  cases,  in  connection 
with  the  Institute,  and  provision  was 
made  for  the  purchase  of  sites  for  two 
additional  hospitals.  The  primary  mo- 
tivation of  this  was  the  result  of  the  over- 
crowded condition  existing  in  the  clinic  of 
the  Buffalo  Institute,  which  had  come  to 
the  attention  of  several  members  of  the 
legislature.  In  view  of  the  fact  that  it 
was  not  certain  that  the  building  of  state 
hospitals  devoted  solely  to  the  treatment 
of  cancer  was  the  best  answer  to  the 
problem,  it  was  deemed  wise,  while  ex- 
panding the  facilities  of  the  Institute  by 
the  addition  of  100  beds,  to  submit  the 
general  question  of  cancer  control  to  a 
legislative  commission  that  would  study 


it  and  make  recommendations  for  legisla- 
tion at  the  next  annual  session. 

This  legislation  was  passed,  the  new 
hospital  addition  will  be  opened  in 
November,  and  the  Commission,  con- 
sisting of  three  assemblymen,  three  sena- 
tors, and  three  members  appointed  by  the 
Governor,  was  organized  in  July,  1937, 
under  the  chairmanship  of  Assemblyman 
Frank  A.  Gugino  of  Buffalo,  who  spon- 
sored the  original  bill.  It  was  found  im- 
possible to  make  a complete  report  for  the 
1938  legislature  and  the  Commission  was 
continued  for  another  year,  the  only 
changes  being  in  certain  legislative  mem- 
bers. The  physicians  appointed  by  the 
Governor  were  Dr.  James  Ewing,  of  New 
York,  Dr.  Floyd  Winslow,  of  Rochester, 
and  the  State  Health  Commissioner. 

A survey  was  planned  early  in  the  life 
of  the  Commission,  and  Dr.  R.  S.  Fergu- 
son, of  the  Memorial  Hospital,  New  York 
City,  was  appointed  its  director.  The 
facts  brought  out  in  this  survey  and  the 
recommendations  of  the  Commission  are 
contained  in  the  report  of  the  Commission 
that  was  made  to  the  1939  legislature. 
The  bill  recommended  was  passed  sub- 
stantially as  introduced,  with  the  excep- 
tion that  the  initial  appropriation  was  re- 
duced from  $50,000  to  $35,000,  and  the 
reporting  that  the  Commission  recom- 
mended was  limited  to  New  York  State, 
exclusive  of  New  York  City. 

In  the  meantime,  in  1931  the  Institute 
for  the  Study  of  Malignant  Diseases  had 
been  transferred  to  the  State  Department 
of  Health,  in  accordance  with  the  general 
plan  of  State  reorganization,  and  the 
same  law  created  the  Division  of  Cancer 
Control,  designed  to  carry  out  some  of  the 
extramural  functions  that  are  believed  to 
be  important  in  connection  with  the  con- 
trol of  this  disease.  The  director  of  the 
Institute  for  the  Study  of  Malignant  Dis- 
eases was  made  the  director  of  the  Divi- 
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sion  of  Cancer  Control,  and  the  position 
of  assistant  director  to  carry  out  the 
extramural  functions  was  created. 

Unfortunately,  since  the  headquarters 
of  this  Division  were  in  Buffalo,  three 
hundred  miles  distant  from  the  central 
office  of  the  department,  and  since  the 
administration  of  the  Institute  is  a full- 
time job,  and  finally,  since  the  extramural 
and  intramural  services  were  not  clearly 
separated,  the  field  services  were  severely 
hampered.  The  Commission  recognized 
this,  and  the  new  law  specifically  provides 
that  the  director  of  the  Division  shall  not 
be  the  director  of  the  Institute. 

The  law  provided  for  a director  and  for 
the  reporting  of  cancer  and  other  malig- 
nant tumors  in  the  state,  exclusive  of  New 
York  City.  Such  reports  must  be  made 
by  physicians  and  hospitals,  and  patho- 
logic laboratories  are  required  to  report 
any  specimens  showing  malignancy.  A 
previous  requirement  of  the  Sanitary 
Code  provides  that  representative  speci- 
mens, or  sections  for  microscopic  examina- 
tion, of  tissue  removed  at  operation  or  at 
necropsy  which  require  laboratory  ex- 
amination as  an  aid  in  the  diagnosis,  pre- 
vention, or  treatment  of  disease  or  to 
determine  the  cause  of  death  shall  be  sub- 
mitted to  an  approved  laboratory,  to  the 
State  Laboratory  at  Albany,  or  to  the 
State  Institute  at  Buffalo.  The  approval 
of  these  laboratories  is  based  upon  a care- 
ful appraisal  of  them  by  the  Division 
of  Laboratories  and  Research.  The  law 
defines  the  functions,  aims,  and  purposes 
of  the  reconstituted  Division  as  a part  of 
the  State  Department  of  Health,  with  its 
offices  in  the  central  office  of  the  depart- 
ment in  Albany. 

The  Commissioner  of  Health  has  ap- 
pointed an  advisory  committee,  composed 
of  physicians  representing  different  fields. 
Two  of  these  are  world-known  patholo- 
gists, Dr.  James  Ewing  and  Dr.  Francis 
Carter  Wood.  The  third  is  Dr.  John  J. 
Morton,  a widely  known  surgeon  and 
student  of  the  pathology  of  clinical  can- 
cer— the  professor  of  surgery  in  the  Uni- 
versity of  Rochester.  The  State  Medical 
Society  is  represented  by  Dr.  Thomas  P. 
Farmer,  a gynecologist  familiar  with  the 


cancer  problem  as  it  affects  the  practicing 
physician.  The  fifth  member  is  the  dean 
of  the  Albany  Medical  College,  Dr. 
Robert  S.  Cunningham.  It  seems  certain 
that  a committee  of  such  highly  qualified 
men  will  be  of  great  assistance  in  outlining 
the  policies  of  the  new  Division  and  will  be 
able  to  bring  to  it  a wealth  of  advice  on 
the  varied  aspects  of  this  disease.  It  is 
to  be  noted  that  this  advisory  committee 
is  not  required  by  the  law. 

Reporting  of  cancer  will  be  accom- 
plished by  cards  similar  to  those  used  for 
communicable  diseases.  They  are  not 
complicated,  yet  they  will  provide  con- 
siderable information,  enabling  a compre- 
hensive statistical  study.  These  cards 
will  be  furnished  the  physicians.  For  the 
hospitals  and  laboratories  there  will  be  a 
more  detailed  report,  giving  additional 
important  information  concerning  each 
patient.  The  district  health  officer  will 
play  an  important  role  in  obtaining  these 
records.  They  will  pass  through  his 
office,  and  will  be  forwarded  when  fully 
completed  to  the  central  office.  Duplica- 
tion is  anticipated,  but  wherever  this 
occurs  it  may  add  desirable  information. 
Reporting  should  in  the  course  of  time 
make  available  to  the  medical  profession 
accurate  information  instead  of  uncertain 
estimates  on : 

1.  The  true  magnitude  of  the  cancer 
problem. 

2.  The  relative  incidence  of  cancer  in 
the  various  sections  of  the  state  and 
among  various  social  and  economic 
groups. 

3.  The  relation  between  cancer  and 
such  factors  as  occupation. 

4.  The  extent  of  the  alleged  increase 
in  cancer  above  that  due  to  the  aging  of 
the  population. 

5.  The  accuracy  of  mortality  statis- 
tics. 

6.  The  true  incidence  of  the  various 
forms  of  cancer. 

In  addition,  there  will  be  an  available 
index  showing  what  sections  of  the  popu- 
lation and  what  forms  of  cancer  require 
the  greatest  attention  and  application  of 
such  control  measures  as  education  and 
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the  establishment  of  tumor  clinics.  Stat- 
isticians will  be  provided  for  handling 
the  reports  received  in  the  central  office 
and  for  field  assignments  to  carry  out 
studies  for  the  tumor  clinics  and  aid  them 
to  establish  adequate  records  and  filing 
systems.  These  studies  will  provide  more 
accurate  mortality  and  morbidity  records 
with  respect  to  site,  type,  occupation,  age, 
sex,  color,  and  geographic  distribution. 

Tumor  Clinics 

The  best  approach  to  professional  edu- 
cation appears  to  be  through  the  tumor 
clinic.  With  this  in  mind,  the  Division 
will  promote  the  establishment  of  clinics, 
both  for  diagnosis  and  treatment,  at 
strategic  points  throughout  the  state. 
They  will  conform  to  the  regulations  set 
forth  by  the  American  College  of  Sur- 
geons, until  such  time  as  it  may  become 
necessary  to  raise  the  standards.  It  is 
planned  that  the  therapeutic  clinics  shall 
be,  except  in  large  urban  centers,  at  least 
fifty  miles  from  each  other,  thus  affording 
diagnostic  and  therapeutic  facilities  with- 
in the  reach  of  all  cancer  patients  in  the 
state.  To  establish  therapeutic  clinics 
in  closer  approximation  except  for  good 
reason  perhaps  would  result  in  failure  for 
all  because  of  the  large  initial  investment 
and  cost  of  upkeep  entailed  in  such  a 
venture. 

At  present  there  are  49  tumor  clinics  in 
the  state,  of  which  23  are  in  New  York 
City,  leaving  26  in  so-called  upstate  New 
York.  Of  these  49,  24  are  fully  approved 
by  the  American  College  of  Surgeons. 
By  means  of  aid  supplied  to  the  various 
clinics  through  the  Division,  it  is  hoped 
that  more  will  be  fully  approved.  This 
aid  will  provide  consultants  well  qualified 
to  diagnose  and  treat  cancer  by  means  of 
surgery,  radium,  and  x-ray.  This  will 
enable  the  local  staffs  to  obtain  knowledge 
of  radiation  and  stimulate  training  among 
the  staff  members,  resulting  in  a self- 
operated  unit  requiring  consultation  only 
occasionally.  It  has  been  found  through 
consultation  with  the  staffs  of  tumor 
clinics  that  there  is  a need  for  clinical 
assistants,  such  as  younger  doctors  willing 
to  devote  one  morning  a week  to  taking 
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histories,  making  physical  examina- 
tions, thus  preparing  the  clinical  data  so 
that  an  interesting  and  intelligent  pres- 
entation can  be  made  at  the  clinic. 
Other  clinics  are  in  need  of  clerical  aid,  to 
keep  records,  transcribe  progress  notes, 
etc.  Most  clinics  report  an  absence  of  or 
inadequate  supply  of  radium  or  radon. 
While  some  have  received  radium  from 
the  federal  government,  there  was  not 
enough  to  supply  all.  It  is  hoped  that 
the  Division  at  some  future  time  will  find 
itself  in  a position  to  satisfy  this  urgent 
need.  It  is  understood  that  only  clinics 
will  be  given  radon  that  have  on  their 
staffs  members  or  consultants  who  know 
how  to  use  this  therapeutic  agent. 

Cancer  Institutes 

It  is  also  proposed  to  hold  cancer  insti- 
tutes, along  the  lines  that  have  met  with 
marked  success  in  pneumonia  and  syphilis 
control.  They  will  be  held  in  various 
cities,  well-known  cancer  authorities  as 
well  as  qualified  local  doctors  participat- 
ing in  programs  on  the  various  phases  of 
the  cancer  problem.  This  will  be  done 
through  the  cooperation  of  the  state  and 
county  medical  societies. 

X-ray  and  Radium-Clinical  Studies 

Further  studies  will  be  made  to  ascer- 
tain the  amount  of  radium  and  x-ray 
apparatus  available  in  the  state  and  to 
study  the  needs  of  the  various  hospitals  in 
regard  to  them.  Some  of  these  data  have 
been  reported  by  the  Legislative  Cancer 
Survey  Commission,  but  they  require  com- 
pletion and  must  be  kept  up-to-date. 
The  economic  phase  of  the  cancer  prob- 
lem has  been  somewhat  neglected,  and  it 
is  imperative  that  studies  of  this  aspect  be 
made. 

It  is  believed  a program  so  far-reaching 
is  bound  to  produce  results.  The  report- 
ing of  cancer  may  be  objectionable  to  a 
certain  few  who  despise  so-called  paper 
work,  but  the  data  obtained  cannot  be 
procured  in  any  other  manner.  How  can 
a disease  be  controlled  if  the  amount  and 
types  of  disease  are  not  known?  Control 
can  only  be  accomplished  when  the  mag- 
nitude of  the  problem  is  ascertained,  not 
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by  guess,  but  by  means  of  accurate  data. 
The  tumor  clinics  will  not  only  be  of  value 
in  teaching,  but  also  in  making  diagnosis 
and  treatment  more  accessible  to  the  pa- 
tient, who  in  most  instances  will  stay  at 
home  or  near  home,  being  among  relatives 
and  friends  while  receiving  treatment. 
This  will  afford  a definite  economy  to  the 
patient,  as  well  as  a certain  peace  of  mind 
and  contentment.  Early  diagnosis  be- 
fore metastasis  should  be  accomplished  in 
a higher  percentage  of  patients,  thus 
affording  more  cures. 

The  estimates  of  the  possibility  of  pre- 
venting death  and  disability  from  cancer 
rests  upon  the  results  already  achieved  in 
hospitals  and  clinics  where  adequate 
therapy  is  given  to  patients  still  at  an 
early  stage  of  the  disease.  The  great 
majority  of  patients  do  not  receive  such 
early  treatment.  The  extent  to  which 
patients,  once  under  treatment,  receive 
adequate  therapy  is  unknown,  but  there  is 
evidence  that  many  patients  receive  only 
symptomatic  treatment  or  treatment  that 
is  inadequate  by  modern  standards  of 
surgery  or  radiotherapy.  In  upstate 
New  York  over  80  per  cent  of  all  cancer 
patients  admitted  to  hospitals  enter  gen- 
eral hospitals,  fully  half  of  which  have  no 
facilities  for  x-ray  therapy  and  few  of 
which  possess  facilities  for  radium  therapy 
in  adequate  dosage. 

The  case  fatality  over  a four-to-five- 
year  period  of  over  8,000  cancer  patients 
admitted  to  various  hospitals  and  clinics 
in  New  York  State  was  82  per  cent  in 
1932-1933.  This  group  of  patients  was 
undoubtedly  a favorably  selected  one, 
since  many  of  these  patients  received 
treatment  at  two  cancer  institutes. 
However,  assuming  that  the  case  fatality 
in  this  group  holds  true  for  the  general 
cancer  population,  a conservative  esti- 
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mate  based  on  results  achieved  with  pa- 
tients adequately  treated  at  an  early  stage 
of  the  disease  indicates  that  the  case 
fatality  could  readily  be  reduced  60  per 
cent,  which  would  mean  in  upstate  New 
York  a saving  of  2,300  lives  each  year. 
Half  of  these  would  be  cancer  of  the  rec- 
tum, uterus,  breast,  and  skin,  the  remain- 
der scattered  among  the  other  sites  of 
cancer  that  account  for  70  per  cent  of  the 
yearly  deaths  from  the  disease.  On  this 
basis  for  the  entire  nation,  this  would 
amount  to  38,000  lives  saved.  This  is  a 
goal  worth  striving  for,  and  with  an  ade- 
quate cancer  program  we  believe  it  can  be 
accomplished. 


A MOVE  IN  THE  RIGHT  DIRECTION 
Labor  unions  in  New  York  City  are  starting 
a big  x-ray  diagnosis  campaign  to  find  and 
remedy  tuberculosis  among  their  members.  The 
mass  diagnosis  of  about  92,000  members  of  the 
International  Ladies  Garment  Workers’  Union 
is  expected  to  be  only  a beginning  of  similar 
work  in  other  unions. 


TO  KEEP  THE  RAID  FROM  RADIUM 
Great  Britain’s  radium  is  being  rushed  to  pro- 
tected locations  so  that  bursting  air  raid  bombs 
will  not  scatter  it  and  cause  a menace  for  years 
to  come.  If  bombs  dispersed  radium,  buildings 
and  surrounding  areas  would  be  contaminated 
permanently.  As  little  as  one-hundredth  of  a 
milligram  would  probably  be  fatal  if  inhaled. 


Case  Reports 

PRIMARY  LYMPHOSARCOMA  OF  THE  TONSIL 

The  Importance  of  Sending  Removed  Tonsils  to  the  Laboratory 
for  Pathological  Diagnosis 

William  Vernon  Wax,  M.D.,  Catskill,  New  York 


In  very  few  hospitals  where  tonsillectomies 
are  performed,  and  more  rarely  when  they 
are  performed  in  the  surgeons’  offices,  are  the 
removed  tonsils  routinely  sent  to  the  laboratory 
for  pathological  diagnosis. 

The  case  in  point  is  that  of  an  adult  white 
male,  G.  I.,  aged  38,  weight  128  pounds,  height 
5 feet  674  inches,  a farmer,  who  for  about 
three  years  had  recurrent  “sorethroat"  at  ir- 
regular intervals  during  the  winter  seasons.  He 
had  measles  and  whooping  cough  as  a child, 
with  no  unusual  complications.  Examination 
disclosed  a fairly  well  nourished  man  whose 
head  showed  no  gross  deformities,  pupils  re- 
acted equally  and  actively  to  light  and  accom- 
modation, ears  showed  no  obstruction  and  no 
inflammation,  the  ear  drums  were  intact.  The 
throat  showed  moderately  enlarged  faucial 
tonsils  which  were  rather  red  and  cryptic  in 
areas.  There  was  no  ulceration  or  gross  active 
inflammation.  The  tonsillar  pillars,  the  pharynx, 
and  the  soft  palate  showed  no  gross  pathological 
findings.  There  was  no  palpable  enlargement  of 
the  cervical,  axillary,  or  other  lymph  nodes. 
There  were  no  other  positive  findings  on  general 
physical  examination.  Wassermann,  Kahn,  and 
urinalysis  tests  were  negative.  Blood  count  was 
within  normal  limits. 

On  August  22,  1936,  under  general  anesthesia, 
at  The  Memorial  Hospital  of  Greene  County,  at 
Catskill,  a tonsillectomy  was  performed.  Be- 
cause the  left  tonsil,  on  examination  after  re- 
moval, felt  rather  hard  and  indurated,  and  be- 
cause of  a history  of  repeated  tonsillitis,  the  re- 
moved specimens  were  sent  to  the  laboratory. 
The  patient  made  an  uneventful  recovery  and 
was  discharged  from  the  hospital  the  following 
day. 

Three  days  later,  a report  received  from  the 
New  York  State  Institute  for  the  Study  of 
Malignant  Disease  at  Buffalo,  New  York, 
stated:  “Sections  of  tissue  from  the  left  tonsil 
show  a malignant  neoplasm  composed  for  the 
most  part  of  round  cells  of  lymphoblastic  type 
appearing  at  one  pole  of  tonsil.  In  this  area  the 
squamous  epithelium  covering  has  been  eroded. 
Diagnosis:  lymphosarcoma  of  tonsil.  Signed: 
Dr.  A.  A.  Thibaudeau,  Pathologist.” 


The  patient  was  immediately  contacted  and, 
after  arrangements  were  made,  he  was  sent  to 
the  State  Institute  for  the  Study  of  Malignant 
Disease  at  Buffalo,  New  York,  for  radiation 
treatment.  A careful  checkup  there  revealed  no 
other  foci  of  lymphosarcoma.  Following  an 
intensive  course  of  radiation  therapy,  the  pa- 
tient today,  more  than  a year  and  a half  after 
operation,  is  in  apparent  good  health  and  shows 
no  signs  of  metastasis.  Careful  and  complete 
physical  examination,  including  radiographic 
examination,  on  January  13,  1938,  at  the  State 
Institute  revealed  no  recurrence  and  no  glandular 
enlargement. 

Thomas  Fitz-Hugh,  Jr.4  states  that  the 
majority  of  patients  with  lymphosarcoma  are 
over  40  years  of  age,  and  makes  careful  dif- 
ferential diagnosis  between  Hodgkin’s  disease 
and  lymphatic  leukemia.  In  this  instance  none  of 
these  conditions  was  suspected  and  the  tonsils 
were  simply  removed  for  recurrent  “sore  throat.” 
Kundrat1  was  the  first  to  give  a clear  descrip- 
tion of  the  disease,  which  he  outlined  as  lympho- 
sarcomatosis.  MacCallum2  states  that  lympho- 
sarcoma is  a widespread  growth  arising  from  a 
group  of  lymph  glands  (but  rarely  occurs  from 
a single  one),  or  from  a tract  of  lymphoid  tissue, 
such  as  occurs  in  the  intestinal  wall  and  pharynx. 
He  mentions  only  8 cases,3  and  none  of  these  was 
primary  in  the  tonsil. 

Conclusions 

1.  Removed  tonsils  are  not  routinely  sent  to 
the  laboratory  for  diagnosis  by  most  hospitals 
and  surgeons,  especially  in  rural  communities. 

2.  Because  specimens  are  not  routinely  sent, 
a case  is  reported  in  which  a primary  lympho- 
sarcoma of  the  tonsil  was  discovered  only  through 
laboratory  diagnosis  at  the  State  Institute  for 
the  Study  of  Malignant  Disease,  Buffalo,  New 
York,  which  otherwise  would  have  been  entirely 
missed  and  not  discovered  until  the  patient  pre- 
sented himself  at  a later  date  with  probably  mas- 
sive recurrence  in  the  thoracic  or  abdominal 
cavity.  Because  of  this  fortunate  discovery, 
adequate  follow-up  treatment  was  given  and  the 
patient  is  now  living  and  well  with  no  signs  of 
metastasis,  more  than  a year  and  a half  after 
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Fig.  1.  Section  of  tonsil  under  low-power 
magnification  showing  infiltration  and  invasion 
of  lymphoid  growth  throughout  the  tissue,  which 
fails  to  respect  the  capsular  boundaries. 

operation  for  primary  lymphosarcoma  of  the  ton- 
sil.* 

3.  It  is,  therefore,  suggested  that  tonsils, 
whether  removed  in  the  office  or  hospital,  should 
always  be  sent  to  an  accredited  laboratory  for 
pathological  diagnosis. 


I wish  to  express  my  indebtedness  to  the 
State  Institute  for  the  Study  of  Malignant 


Fig.  2.  Section  of  tonsil  under  high-power 
magnification  showing  a delicate  reticulum,  in 
the  meshes  of  which  lie  cells  of  a lymphoid 
character. 

Disease,  Buffalo,  New  York,  for  the  kind  co- 
operation and  loan  of  the  original  slides  for  the 
photomicrographs. 

291  Main  Street 
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BERIBERI 

Herbert  Berger,  M.D.,  Tottenville,  S.  I.,  New  York 
( From  the  Medical  Service  of  the  Richmond  Memorial  Hospital,  Dreyfus  Foundation,  New  York  City) 


While  this  disease  is  endemic  in  tropical 
countries  where  rice  forms  the  principal 
article  of  diet,  a case  in  this  part  of  the  country 
is  sufficiently  rare  to  warrant  its  report. 

Etiology. — This  condition  is  due  to  a lack  of 
certain  food  substances  comprising  vitamin  B 
and  its  subdivisions.  Experimental  production 
of  the  characteristic  syndrome  can  be  produced 


* The  patient  was  again  carefully  examined  on  Sep- 
tember 15,  1939,  and  there  was  no  evidence  of  metas- 
tasis. 


by  complete  deprivation  of  vitamin  B for  a 
period  of  three  months.  On  diets  that  are  par- 
tially lacking  in  the  essential  accessory  food  sub- 
stance, the  symptoms  are  just  as  severe  but  the 
incubation  period  is  considerably  lengthened. 
The  vitamin  appears  in  so  many  foods  that  it  is 
difficult  to  imagine  a case  in  this  country,  where 
the  standard  of  living  is  fairly  high. 

Pathology. — Patients  dying  from  beriberi  show 
the  following  pathognomonic  features ; degenera- 
tive changes  in  all  peripheral  nerves;  congestion 
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and  softening  of  the  brain  and  spinal  cord; 
fragmentation  and  hyaline  degeneration  of 
cardiac  musculature  and  dilatation,  particularly 
on  the  right  side  of  the  heart  and  more  pro-' 
nounced  in  the  auricles  than  in  the  ventricles; 
anasarca  and  chronic  passive  congestion  of  all 
viscera  in  the  so-called  wet  types  of  the  disease. 

Chemistry  of  Vitamin  B. — After  extraction  of 
enormous  amounts  of  rice  hulls,  Jansen  and 
Donath  have  succeeded  in  isolating  a crystalline 
vitamin  B.  It  is  a single  molecule  bearing  the 
empirical  formula  C12H13C2N4S.  This  substance 
is  now  commercially  available  as  thiamin  chloride. 

Symptomatology. — The  onset  of  the  condition 
is  insidious,  with  malaise,  heaviness  in  the  legs, 
mild  gastroenteric  disturbances,  palpitation  of 
the  heart,  and  shortness  of  breath  on  exertion. 
Definite  neuritis  soon  develops  with  paresthesias, 
soreness  over  the  principal  nerve  trunks,  loss  of 
deep  reflexes,  hypesthesia,  and  eventually 
paralysis  and  anesthesia  to  all  sensory  modalities. 
In  the  wet  type  of  the  disease,  edema  rapidly 
develops.  The  condition  is  usually  progressive, 
with  increasing  muscular  flaccidity  and  atrophy. 
The  edema,  if  present,  may  go  on  to  a general 
anasarca.  At  any  time  in  the  course  of  the 
disease  the  patient  may  die  of  cardiac  collapse. 
This  is  true  even  in  the  mildest  cases.  Mental 
symptoms  are  not  uncommon. 

Diagnosis. — The  combination  of  myocardial 
weakness  with  peripheral  neuritis,  edema,  and 
a history  of  an  unbalanced  dietary  regimen  is 
characteristic  of  no  disease  other  than  beriberi. 
However,  the  condition  is  a diagnostic  problem 
in  its  incipiency.  In  suspicious  cases  the  fol- 
lowing procedures  may  throw  some  light. 
Squeezing  of  the  calf  muscles  produces  intense 
pain.  Areas  of  anesthesia  may  be  found  on  the 
anterior  surface  of  the  leg.  Patellar  reflexes  are 
diminished  and  a patient  with  beriberi 
cannot  rise  from  the  squatting  position  without 
severe  pain  in  the  posterior  tibial  group.1 

Prognosis. — Only  3 to  5 per  cent  of  the  cases 
die,  but  we  must  not  forget  the  possibility  of 
some  cardiac  failure  even  in  the  mildest  cases. 
The  response  to  a proper  diet  is  nothing  short  of 
miraculous.  Extensive  neuritis  will  almost 
always  disappear  completely,  provided  the  con- 
dition is  not  neglected  for  too  long  a time  after 
paralysis  has  set  in. 

Treatment. — Prophylactic.  This  disease  must 
be  kept  in  mind,  particularly  by  physicians  in 
charge  of  troops,  sailors,  and  those  in  institu- 
tions. It  need  never  appear  where  the  diet  is 
well  balanced.  Among  the  mass  of  people  in 
the  lower  social  strata  the  problem  is  primarily 
one  of  education.  The  following  rules  will 
effectively  prevent  the  disease: 


1.  Undermill  rice  where  it  is  the  main  staple 
diet. 

2.  Where  bread  forms  the  most  important 
food,  whole  wheat  flour  should  be  used  in 
its  preparation. 

3.  Beans,  peas,  or  other  legumes  in  the  diet  at 
least  once  each  week. 

4.  Use  whole  barley  in  all  soups. 

5.  Fresh  meat,  fish,  eggs,  and  milk  at  least 
once  a week. 

6.  Avoid  excessive  use  of  canned  foods. 

The  treatment  of  the  disease  where  it  already 

exists  is  primarily  dietetic.  Foods  containing 
largest  quantities  of  vitamin  B are:  whole  grain 
cereals,  wheat,  germ,  asparagus,  tomatoes,  leafy 
vegetables,  yeast,  milk,  spinach,  liver,  bananas, 
and  legumes. 

Symptomatic  treatment  is  indicated  where 
complications  exist,  such  as  digitalis  in  cardiac 
failures,  tapping  of  effusions,  strychnine,  and  iron 
in  secondary  anemias,  and  orthopedic  measures  in 
the  correction  of  deformities  where  muscular 
antagonists  are  not  equally  paralyzed. 

Case  Report 

Patient  was  an  11 -year-old  female  first  seen 
on  January  4,  1936.  At  that  time  the  mother 
complained  that  the  child  was  very  nervous, 
had  bad  dreams,  loss  of  appetite,  and  was  ir- 
ritable. Family  history:  sister,  aged  13,  had 
juvenile  diabetes  requiring  the  use  of  85  units  of 
insulin  a day.  The  mother  was  pregnant  and 
had  pernicious  anemia.  The  father  had  a long 
history  of  gastric  distress  but  was  negative  to 
gastric  analysis  and  x-ray.  One  brother  and  one 
other  sister  were  normal. 

Past  history:  Child  was  delivered  normally, 
had  the  usual  childhood  exanthemeta,  no  scarlet 
fever  and  no  serious  illness  other  than  numerous 
sore  throats  and  occasional  growing  pains. 

Present  illness:  The  mother  placed  the  date 
of  onset  with  difficulty.  The  child  was  always 
difficult  to  manage  but  within  the  past  six 
months  she  felt  that  her  nervousness,  irritability, 
and  general  failure  to  gain  had  become  more 
marked.  Her  schoolteachers  had  noted  a dimi- 
nution in  her  scholastic  acuity.  They  too  noted 
her  nervousness.  The  appetite  was  poor  and,  as 
she  had  failed  to  gain  in  weight,  the  mother  re- 
quested that  she  be  given  a tonic.  She  claimed 
that  the  child  would  not  eat  and  no  amount  of 
coercion  would  make  her  take  food.  However, 
she  had  a peculiar  fondness  for  onion  sandwiches 
on  white  bread.  She  would  go  to  the  kitchen 
between  meals  and  whenever  able,  she  would  eat 
several  of  these  sandwiches.  This  constituted 
the  major  item  of  her  diet  for  over  two  months. 
The  mother  tried  to  keep  the  child  from  this  food 
but  when  she  did  the  child  ate  nothing.  Conse- 
quently, she  was  forced  to  accede  to  her  demands 
rather  than  see  her  go  without  anything. 

Tracts:  Respiration.  No  cough  or  other 

respiratory  signs,  but  there  was  a tendency  to 
perspiration  at  night. 

Cardiac:  Dyspnea  on  exertion,  palpitations, 

occasional  precordial  pain,  no  orthopnea. 

G.  U:  No  untoward  symptoms. 


December  15,  1939] 
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G.  I:  Perversion  of  the  appetite  as  noted. 

Moderate  constipation. 

Special  senses:  Normal. 

Physical  examination:  An  11 -year-old  nerv- 
ous, ill-nourished,  irascible  child,  weight  62 
pounds,  optimum  70,  height  54  inches,  optimum 
the  same,  temperature  100.6  F.,  pulse  96, 
respiration  20.  Head — eyes  normal,  no  nystag- 
mus, pupils  equal,  round,  react,  no  disturbance 
in  extraocular  motility,  fundi  normal.  Ears  and 
nose  normal.  Throat — tonsils  removed,  teeth 
good,  mucosa  pale.  Neck — slight  cervical 

adenopathy.  No  palpable  thyroid.  Chest — 
lungs  clear  and  resonant  throughout.  Heart — 
definite  systolic  mitral  murmur  transmitted  to 
the  axilla.  Rate  96.  Blood  pressure,  100/60. 
Sound  of  poor  muscular  quality.  No  evidence  of 
any  congestive  failure.  Abdomen — no  abnormal 
masses,  no  tenderness.  Extremities — deep  re- 
flexes present  and  equal.  Purposeless  move- 
ments that  could  not  be  restrained. 

Diagnosis:  Due  to  the  history  of  frequent  at- 
tacks of  tonsillitis,  nervousness,  growing  pains, 
and  the  physical  findings  of  temperature,  mur- 
mur, and  purposeless  movements,  a tentative 
diagnosis  of  chorea  with  active  rheumatic  heart 
disease  was  made. 

Laboratory  procedures:  Blood  count,  R.B.C. 
3,850,000,  W.B.C.  6,300,  polymorphonuclears  52, 
lymphocytes  48.  Stool  negative  for  ova  and 
parasites.  Urine  normal.  Sedimentation  test 
8 mm.  per  hour.  Tuberculin  test  markedly  posi- 
tive in  twenty-four  hours  with  lymphangitis, 
lymphadenitis,  and  a marked  urticarial  reaction 
over  the  entire  body.  The  tuberculin  test  was 
so  impressive  and  coupled  with  fever  and  night 
sweats,  that  a chest  plate  was  taken.  This  re- 
vealed enlargement  of  the  bronchial  hilar  glands 
and  a barely  perceptible  infiltration  of  both  up- 
per lobes  diagnosed  by  the  roentgenologist  as 
childhood  tuberculosis.  The  normal  sedimenta- 
tion rate,  however,  made  me  believe  that  her 
condition  was  primarily  chorea. 

Course:  The  child  was  put  to  bed.  Fever 
therapy  in  the  form  of  typhoid  vaccine  was  not 
used  because  of  the  active  carditis.  Salicylates, 
high  caloric  diet  with  added  tomato  juice  and 
codliver  oil,  Fowler’s  solution,  iron  ammonium 
citrate,  and  general  nursing  care  were  used.  The 
temperature  slowly  returned  to  normal.  Chest 
signs  were  never  present  to  physical  examination 
and  cardiac  murmur  remained  the  same.  Heart 
rate  dropped  with  the  temperature  to  normal. 
However,  the  mother  found  it  impossible  to  make 
the  child  swallow  the  high  caloric  diet.  She 
would,  however,  eat  the  onion  sandwiches 
whenever  she  could  get  them.  The  general  con- 
dition remained  the  same. 

On  January  19  the  mother  called  me  and  ex- 
plained that  the  child  had  not  been  able  to  hold 
anything  in  her  hand  for  the  past  day.  She 
dropped  her  eating  utensils  and  oould  not  even 
hold  a glass  of  water.  As  she  was  in  bed,  no 
notice  was  made  of  any  disturbance  in  her  legs. 
Examination  revealed  a flaccid  type  of  weakness 
in  all  four  extremities.  There  was  a diminution 
in  sensory  acuity  to  all  modalities  of  superficial 
and  deep  stimulation,  i.e.,  vibratory,  touch, 
pressure,  pain,  temperature,  and  position  below 
the  elbows  and  knees.  The  reflexes  that  had 
been  present  before  had  all  disappeared.  This 
was  obviously  a peripheral  polyneuritis.  I 
noted  that  the  father  had  been  painting  the 


child’s  bedroom  and  suspected  lead  poisoning, 
but  no  stipple  cells  appeared  in  the  patient’s 
blood  smear  and  urine  was  negative  for  lead. 
Study  of  the  paint  showed  it  to  be  lead-free.  A 
spinal  tap  showed  no  abnormality  in  manometric 
pressure,  cytology,  or  chemistry. 

A diagnosis  of  B avitaminosis  was  considered 
because  of  the  perverse  dietary  habits,  weak- 
ness, and  generalized  peripheral  neuritis.  At  the 
present  time  the  diagnosis  can  be  verified  by  the 
determination  of  the  excretion  of  thiamin  chlo- 
ride in  the  urine.2  Less  than  12  international 
units  in  the  twenty-four-hour  specimen  is  con- 
sidered diagnostic  of  vitamin  B deficiency.  This 
test  was  not  available  at  the  time  the  patient  was 
under  treatment. 

Further  course  and  treatment:  Plaster  splints 
were  made  to  support  all  four  extremities. 
Daily  massage  was  instituted  to  the  entire  body. 
The  child’s  body  was  exposed  to  Alpine  light 
weekly.  Six  tablets  of  brewers’  yeast  were  given 
daily,  Bemax — a vitamin  B rich  proprietary 
cereal — was  given  twice  a day  and  a high 
caloric  diet  with  added  vitamins  was  again 
prescribed.  Foods  rich  in  vitamin  B were  eaten 
daily.  Within  a few  days  the  appearance  of 
the  child  changed.  The  nervousness  disappeared. 
She  was  more  friendly  and  brighter.  Her  sister 
told  me  that  she  was  beginning  to  like  her  more 
than  she  ever  did.  Color  appeared  in  her  cheeks 
and  she  began  to  eat  avidly.  The  vitamin  B 
complexes  completely  dispelled  her  anorexia. 

On  February  26  her  hands  had  completely  re- 
covered their  motor  power.  Superficial  sensation 
had  returned.  There  was  still  a loss  of  vibratory 
sense  and  position  sense.  During  this  time  she 
had  gained  eight  pounds.  Legs  remained  the  same. 

On  April  1 the  upper  extremities  had  com- 
pletely recovered  all  motory  and  sensory  power. 
The  legs  had  improved  in  that  she  could  move 
her  toes  and  there  was  some  recovery  of  sensa- 
tion in  the  area  above  the  ankles. 

On  April  27  sensation  in  the  legs  was  more 
accurate  but  there  was  still  a complete  loss  of 
vibratory  and  position  sense  below  the  ankle. 
Foot  drop  continued  (right). 

On  June  15  the  child  was  able  to  bear  weight 
and  walk  with  the  aid  of  a cane.  She  rode  around 
on  a tricycle.  She  weighed  86  pounds,  a gain  of 
24.  Her  height  was  57  inches,  a 3-inch  gain. 
There  was  a complete  return  of  vibratory  sensa- 
tion and  superficial  sensation.  Position  sense 
fair.  The  movements  about  the  ankle  joint 
were  still  limited.  She  was  not  permitted  to 
increase  her  weight  for  the  preceding  three 
weeks  as  she  was  becoming  too  much  of  a load 
for  her  weakened  legs  to  carry.  The  anterior 
and  posterior  tibial  muscles  were  still  partially 
paralyzed.  The  general  condition  was  excellent. 
The  child’s  behavior  had  so  improved  that 
her  own  parents  felt  that  they  did  not  know  her. 

During  this  period  the  orthopedic  problem  of 
preventing  deformity  and  of  re-education  of  the 
child  had  been  carried  on  in  her  own  home.  The 
intelligent  cooperation  of  her  parents  contributed 
largely  to  the  success  enjoyed  thus  far. 

The  choreic  movements  and  nervousness  dis- 
appeared and  the  mitral  insufficiency  was  pres- 
ent only  sporadically  for  two  months,  finally 
disappearing  by  December,  1936.  It  has  been 
absent  ever  since.  X-ray  and  physical  examina- 
tion show  no  evidence  of  advancing  tubercular 
disease.  Perhaps  many  of  the  symptoms  that 
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were  originally  attributed  to  these  two  diseases 
were  bizarre  symptoms  of  the  avitaminosis. 
Two  years  later  there  is  still  paralysis  of  the  right 
anterior  tibial  group  of  muscles,  but  the  child  is 
in  perfect  health  otherwise. 

Summary  and  Conclusion 

1.  A case  report  of  beriberi  occurring  in  a 
child  with  perverse  dietary  habits  has  been  pre- 
sented. 


2.  It  is  well  for  the  clinician  to  keep  this  con- 
dition in  mind  so  that  the  disease  may  be  recog- 
nized in  its  incipiency. 

3.  Permanent  paralysis  can  be  prevented 
only  by  early  specific  treatment. 
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GUMMA  OF  THE  NASAL  SEPTUM 

Lester  L.  Coleman,  M.D.,  New  York  City 
{From  the  service  of  Dr.  Rudolph  Kramer,  Mount  Sinai  Hospital,  New  York  City) 


The  role  of  syphilis  in  obscure  nasal  conditions 
is  becoming  more  important  because  of  its 
earlier  recognition.  Syphilis  of  the  nose  is  an 
entity  frequently  overlooked  unless  made  ob- 
vious by  an  ulcerated  primary  lesion.  In  the 
absence  of  a personal  or  family  history  of  syphilis, 
we  are  prone  to  consider  lesions  of  the  nose  and 
the  septum  as  being  due  to  other  nonsyphilitic 
causes. 

E.  S.  No.  57285. — A 4-year-old  male  child  of 
Porto  Rican  parents  was  admitted  to  Mount 
Sinai  Hospital  on  September  8,  1936,  with  a 
story  of  having  had  a small  swelling  of  the 
vestibule  of  the  nose  two  months  before  admis- 
sion. The  swelling  progressed  in  size  and  soon 
extended  to  the  other  side,  causing  complete 
obstruction  of  the  nose  to  nasal  breathing.  His 
past  history  was  in  no  way  enlightening  or  sig- 
nificant. His  family  history  was  irrelevant; 
both  parents  vigorously  denied  luetic  history 
by  sign  or  symptom.  Subsequent  Wassermann 
and  Kahn  tests  of  both  parents  and  two  other 
children  were  negative.  A friend  who  boarded 
with  the  family  was  said  to  have  had  tuberculosis 
but  could  not  be  located  for  further  investiga- 
tion. Other  than  the  history  of  nasal  obstruc- 
tion and  occasional  epistaxis,  there  were  no 
further  complaints. 

Examination  on  admission  showed  a well-de- 
veloped and  well-nourished  male  child  not 
acutely  ill,  in  moderate  distress  because  of  nasal 
obstruction,  with  no  evidence  of  congenital 
syphilis.  There  was  a marked  nasal  twang  to 
the  voice.  The  eyes,  eye  grounds,  and  ears  were 
entirely  negative.  There  were  many  hard,  firm, 
nontender,  nonfluctuant  lymph  nodes  palpable 
at  the  angle  of  the  jaw  in  the  submaxillary  region. 
Epitrochlear  glands  were  palpable,  as  were  small 
discrete  ones  in  the  axilla  and  groin.  The  nose 
was  completely  obstructed  by  a soft,  gummy, 
rubbery  tissue  associated  with  the  septum.  The 
mucous  membrane  had  a peculiar  bluish  red 
cast  and  was  covered  by  a profuse  mucoid  dis- 
charge. Cocaine  and  adrenaline  application  did 
not  shrink  this  infiltrated  tissue.  The  naso- 
pharynx showed  the  choanae  to  be  patent,  with 
no  thickening  of  the  posterior  part  of  the  septum. 
The  pharynx  was  moderately  congested  and  the 
tonsils  hypertrophied  and  cryptic. 

The  heart  had  a regular  sinus  rhythm  and  no 
murmurs.  The  lungs  were  perfectly  clear  to 


percussion  and  auscultation.  There  was  no 
widening  of  the  mediastinum.  The  spleen 
could  not  be  felt.  The  liver  was  one  finger 
breadth  below  the  costal  margin.  The  extremi- 
ties showed  no  bony  abnormalities.  The  skin 
showed  no  petechiae,  no  rash  or  ecchymosis. 
Neurologic  examination  was  entirely  negative. 
Blood  count  taken  on  admission  showed  10,000 
cells  per  cubic  millimeter  with  66  per  cent 
lymphocytes,  5 per  cent  monocytes,  1 per  cent 
eosinophiles,  and  28  per  cent  segmented  poly- 
morphonuclear leukocytes.  The  hemoglobin 
was  80  per  cent.  Examination  of  the  urine 
showed  nothing  abnormal.  The  Von  Pirguet 
and  Mantoux  tuberculin  tests  were  negative. 
The  Wassermann  and  Kahn  tests  taken  on  two 
consecutive  occasions  were  4 plus.  The  biopsy 
taken  from  the  nose  reported  as  chronic,  non- 
specific inflammation.  Roentgen  examination  of 
the  chest,  sinuses,  long  bones,  and  mandible 
showed  no  abnormality.  Temperature  was  102  F. 
on  admission  and  rose  to  103  F.  during  the  next 
three  days,  after  which  it  dropped  to  normal 
limits  and  remained  thus  until  the  time  of  dis- 
charge from  the  hospital. 

Four  days  after  admission  the  child  was 
started  on  a course  of  antiluetic  treatments, 
which  consisted  of  the  weekly  administration  of 
0.1  Gm.  of  neosalvarsan  intravenously,  comple- 
mented by  the  intramuscular  injection  of  V*  cc. 
of  bismol.  After  the  first  injection  of  bismol 
there  began  a very  definite  recession  of  the  nasal 
mass.  Within  two  days  after  the  injection,  a 
small  portion  of  the  anterior  part  of  the  septum 
was  visible.  It  was  only  after  further  injections 
that  the  glands  in  the  neck  receded.  It  was  felt, 
however,  that  the  glands  in  the  neck  were  caused 
by  a superimposed  respiratory  infection. 

The  condition  of  the  child  progressively  im- 
proved and  at  the  time  of  discharge  on  October 
10,  1936,  there  was  no  evidence  of  septal  gumma, 
sagging  of  the  dorsum  of  the  nose,  or  perforation 
of  the  septum.  When  seen  at  the  follow-up 
clinic  in  January,  1937,  and  in  July,  1938,  the 
Wassermann  was  still  strongly  positive.  There 
was,  however,  no  evidence  of  any  nasal  lesion. 
At  the  time  of  writing  the  child  is  still  under 
antiluetic  therapy. 

Discussion 

The  early  recognition  of  the  tertiary  syphilitic 
lesion  of  the  nose  is  dependent  on  the  invariable 
inclusion  of  syphilis  in  differential  diagnosis. 
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The  absence  of  personal  or  family  history  of 
syphilis  must  not  be  regarded  as  being  significant 
in  the  establishment  of  the  diagnosis.  The  ap- 
pearance of  the  nose,  though  not  being  character- 
istic, is  highly  suggestive  by  its  reddish  blue 
appearance.  The  underlying  pathology  is  not 
that  of  a suppurative  condition  but  of  an  in- 
filtrative one,  the  tissues  being  packed  with 
round  cells  forming  an  integral  part  of  the 
mucosa  and  submucosal  structures.  The  tertiary 
syphilitic  lesion  often  has  a predilection  for  the 
lateral  nasal  wall  and  the  anterior  part  of  the 


nasal  septum.  The  color  of  the  lesion  is  distinctly 
not  that  of  the  fiery  red  of  an  acute  inflammation, 
resembling  an  impediment  to  venous  outflow 
rather  than  hyperemia. 

Summary  and  Conclusion 

A case  is  reported  of  a gumma  of  the  nasal 
septum  in  a 4-year-old  child  of  a family  that 
showed  no  evidence  of  syphilis,  clinically  or 
serologically.  The  early  recognition  of  the 
disease  with  prompt  antiluetic  therapy  resulted 
in  a rapid  recovery  without  residual  deformity. 

162  East  80th  Street 


HEMORRHAGIC  BARTHOLINITIS 

Harold  J.  Harris,  M.D.,  Westport,  New  York 


A search  of  the  literature  fails  to  discover 
any  case  of  hemorrhage  into  Bartholin’s 
glands  exactly  similar  to  the  one  described  below. 

Mrs.  W.  M.,  aged  39,  primipara,  consulted  the 
writer  for  prenatal  care  on  June  13,  1938.  Her 
pregnancy  was  about  seven  months’  advanced. 
Her  only  complaint  was  urinary  frequency  and 
marked  swelling  of  the  legs.  Urine  showed  many 
pus  cells  in  a catheterized  specimen.  Hemoglobin 
was  11  Gm.  Skin  test  for  brucellosis  was  posi- 
tive. Since  the  urinary  findings  and  edema  did 
not  fit  in  with  the  usual  picture  of  toxemia  of 
pregnancy,  especially  in  view  of  a normal  blood 
pressure,  therapeutic  test  doses  of  B.  abortus  were 
decided  upon.  Promptly  following  its  inception, 
the  pyuria  and  edema  rapidly  disappeared. 
Hemoglobin  increased  to  11.6  Gm.  under  iron 
and  ammonium  citrate  by  mouth.  The  patient 
seemed  entirely  well  except  for  a sharp  attack  of 
vulvovaginitis,  due  to  Trichomonas  vaginalis, 
which  was  controlled  by  insufflation  with  aldar- 
sone . Castor  oil  and  quinine  were  given  J uly  2 1 to 
induce  labor  but  with  no  effect.  On  July  28  it 
was  repeated  and  she  was  delivered  on  July  29 
of  a 6V2-pound  child  after  only  one  hour  of  active 
labor.  There  were  no  tears.  The  mother’s 
condition  seemed  excellent  for  the  first  two  days 
but  the  fundus  showed  a tendency  to  rise  at  times 
and  marked  pallor  was  noted.  On  August  5 the 
patient  complained  of  a painful,  rapidly  appear- 
ing tender  area  in  the  left  labium  majus, 
which  she  thought  had  begun  two  nights  before. 
Temperature  was  99.4  F.  Examination  revealed 
a tense,  exquisitely  tender  swelling  in  the  region 
of  the  left  Bartholin’s  gland,  about  the  size  of  a 
golf  ball.  Pain  was  entirely  relieved  following 
the  administration  of  one  6-meter  diathermy 
treatment.  Six  days  later  pain  suddenly  re- 
curred. The  gland  was  incised  on  that  day  and 
was  found  to  be  completely  filled  with  clotted 
blood.  No  attempt  was  made  to  excise  the  gland, 
which  was  packed  with  iodoform  gauze.  On 
August  15,  ten  days  after  the  appearance  of  the 
Bartholin  gland  cyst  on  the  left  side,  a similar 
condition  occurred  in  the  right  gland.  This  was 
incised  before  it  had  reached  as  great  a size  as 
the  previous  one  and  was  also  filled  with  clotted 
blood.  It  was  packed  in  a similar  way. 

In  the  meantime,  hemoglobin  was  found  to 
have  dropped  to  8 Gm.  (45  per  cent) ; red  cells 


were  2,500,000.  Hemoglobin  fell  as  low  as  7 
Gm.  (40  per  cent)  and  red  cells  to  2,250,000. 
Differential  count  was  normal  except  for  slight 
achromia  and  anisocytosis  in  the  red  cells.  No 
platelet  count  was  done.  There  had  been  no 
hemorrhage  other  than  slightly  increased  flow 
for  the  week  after  delivery.  The  patient  re- 
ported one  possibly  purpuric  patch  on  one  thigh 
which  had  occurred  spontaneously  a few  days 
following  delivery  and  had  disappeared.  Moc- 
casin venom  was  given  daily  at  first,  along  with 
large  doses  of  liver  concentrate  intramuscularly 
and  iron  and  ammonium  citrate  by  mouth. 
Response  was  extremely  slow  at  first.  By 
September  17  hemoglobin  had  reached  11.2 
Gm.,  pallor  was  disappearing  and  the  patient 
feeling  almost  well.  The  left  Bartholin  gland 
cyst  was  packed  daily  with  iodoform  gauze  for 
six  days,  the  right  for  two  days.  Both  cysts 
healed  completely  within  three  weeks.  The 
only  diagnosis  that  could  be  arrived  at  was  hemor- 
rhagic purpura. 

The  two  cases  briefly  abstracted  below  bear 
some  resemblance  to  the  above  instance. 

In  1878  a multilocular  hemorrhagic  cyst  of 
Bartholin’s  gland  was  reported  by  Weinlechner 
(Bericht  der  K.  K.  Krankenanstalt  Rudolph- 
Stiftung  in  Wien  1877,  p.  300,  1878).  This  was 
a gradually  growing  tumor  of  the  left  labium, 
which  was  only  slightly  painful.  On  incision 
partly  coagulated  blood  escaped.  A dark  blue 
tumor  about  the  size  of  a dove’s  egg  lay  deeper. 
This  was  incised,  a greenish  fluid  escaped  and  the 
cyst  was  dissected  out  as  completely  as  possible. 

In  1879  Cheron  reported  a hematic  cyst  of  the 
vulvovaginal  gland  (Rev.  med.-chir.  d.  mal.  d. 
femmes,  1:  484,  1879).  This  patient  was  a 
woman  of  50  who  had  a swelling  of  three  months’ 
duration  at  the  base  of  the  left  labium  majus, 
about  the  size  of  an  egg.  A trocar  was  passed 
through  the  tumor,  followed  by  the  escape  of 
dark  altered  blood.  The  removal  of  the  cyst 
was  gradually  accomplished  by  elastic  ligatures 
placed  around  it. 

The  case  seen  by  the  writer  was  unique  in  the 
following  respects:  It  was  acute  in  onset,  simu- 
lated infectious  bartholinitis,  was  bilateral,  oc- 
curred in  a patient  ill  with  brucellosis  and  was 
accompanied  by  a rapidly  developing  anemia. 
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LEPROSY 

With  Special  Reference  to  the  Upper  Respiratory  Tract 

David  Ide,  M.D.,  New  York  City 

( Associate  Attending  Welfare  Hospital  and  Assistant  Attending  City  Hospital,  New  York  City) 


Ieprosy  is  a disease  of  great  antiquity  first 
u described  by  the  Egyptians  in  1350  b.c. 
In  India  it  is  mentioned  in  the  Vedas  of  1400 
b.c.,  one  of  the  disciples  of  Confucius  having  had 
the  disease.1  Zaraath  is  the  biblical  name  of  the 
affliction.2  In  this  country,  the  northeastern  sea- 
board is  comparatively  free  of  this  disease. 
Fordyce  and  Wise3  reported  a leper,  65  years 
old,  born  in  Odessa,  who  had  lived  in  the  United 
States  for  twenty-five  years  and  developed  the 
disease  only  five  years  ago.  Morrissey4  reported 
a case  of  a 44-year-old  Italian,  who  was  in  this 
country  ten  years  and  symptomless  for  seven 
years.  Lane5  described  a case,  who,  born  in 
Thessaly,  arrived  in  New  York  in  1912.  His 
Wassermann  was  positive  and  the  lepra  bacilli 
were  present  in  the  nodules  and  nasal  smears. 

Pathology 

The  disease  is  the  result  of  infection  with  Bacil- 
lus leprae,  discovered  by  Hansen  in  1874.  It  is  a 
slowly  developing  affection,  of  extreme  chronic- 
ity,  in  which  nearly  all  the  tissues  become  in- 
vaded by  the  bacilli.  These  bacilli  are  rod 
shaped  and  acid  fast,  resembling  the  tubercle 
bacillus.  Recent  investigation  has  shown  that 
these  lepra  bacilli  show  resemblances  to  the  fungi, 
and  now  the  name  of  lepra  has  been  replaced  by 
Mycobacterium  leprae.  The  bacillus  is  found 
lying  in  parallel  bundles  or  in  round  masses  as 
compared  with  the  irregular  grouping  of  the 
tubercle  bacillus.  Few  or  no  toxins  are  produced 
in  this  disease.  The  round  cell  and  epithelioid 
infiltration  of  the  connective  tissue  is  soon  fol- 
lowed by  destruction  of  hair  follicles  and  glands. 
Thus  is  formed  a granuloma  with  distended  blood 
vessels  and  lepra  cells.  The  latter  arise  from  the 
reticulo-epithelial  cells  which  have  taken  up  the 
mycobacteria.  These  phagocytic  cells  are  large 
and  pale  with  a single,  rather  pale  vesicular  nu- 
cleus and  vacuolated  or  foamy  cell  protoplasm. 
They  are  called  “Foam  Cells.” 

These  foam  cells  are  so  numerous  as  to  be 
crowded  together,  and  are  far  larger  than  any 
other  cells  to  be  found  in  a microscopic  field. 
Stained  with  fuchsin,  they  are  found  to  be  packed 
full  of  bacilli.  It  is  also  true  that  other  cells 
contain  them,  and  that  many  are  scattered  loose 
or  lie  in  phagocytic  cells  in  the  blood  vessels  or 
even  in  the  endothelium  of  the  blood  vessel. 
With  ulceration,  thousands  of  these  bacilli  are 
set  free.  Scarring  of  such  ulcers  is  progressive 
and  produces  rather  pale  areas,  in  contrast  to  the 
normal  pigmented  skin.6  A similar  microscopic 
picture  is  seen  in  the  mucous  membrane  of  the 
upper  respiratory  tract.  In  the  pharynx,  larynx, 
trachea,  and  bronchi  the  same  lesion  is  found,  but 
to  a lesser  degree.  Due  to  this  infiltration,  the 
vocal  cords  become  thickened  and  ulcerated; 
the  voice  sinks  to  a rough  whisper,  “leprous 
huskiness.” 


Course 

Acute  phases  associated  with  recessions  are 
characteristic  of  leprosy.  This  is  particularly 
true  in  the  nasal  region.  A sudden  blocking 
with  swelling  of  the  nasal  mucous  membrane 
occurs.  This  may  continue  from  a few  days  to 
several  weeks.  A quiescent  period  follows, 
which  to  the  untrained  eye  appears  free  from  dis- 
ease; but  careful  inspection  will  show  evidence 
of  lepromatous  masses  and  scarring  over  the 
inferior  turbinates  and  septum.  Soon  another 
acute  attack,  then  recession  and  quiescence. 
This  keeps  on,  and  over  a period  of  time  the 
scarring  produces  atresia  of  the  nasal  chambers. 
Pain  is  not  a constant  symptom,  but  when  it  does 
occur  it  may  be  of  great  intensity.  The  onset  of 
leprosy  is  conspicuous  by  its  insidiousness. 
Fluctuations  in  the  course  and  manifestations 
in  the  skin  and  nerves  have  parallels  in  the  mu- 
cous membranes  and  structure  of  the  nose  and 
throat.7 

Because  of  the  rarity  of  leprosy  in  this  region 
and  its  great  interest  to  the  otolaryngologist, 
this  case  is  presented : 

G.  K.,  female,  age  62,  accidentally  burned  her 
left  arm  in  1917.  Her  condition  was  diagnosed 
as  being  due  to  spinal  disease  because  of  the 
anesthetic  area  at  the  site  of  the  burn.  Follow- 
ing this  episode  various  areas  of  her  extremities 
were  burned  without  associated  pain.  She  was 
given  thyroid  and  was  told  that  her  trouble 
was  due  to  “glands.”  X-rays  diagnosed  an  en- 
larged pituitary.  Bad  headaches,  not  limited 
to  any  region  of  her  cranium,  were  present. 

In  1921  a definite  diagnosis  of  leprosy  was 
made.  Mercury,  bismuth,  salyrgen,  and  chaul- 
moogra  oil  were  given.  The  blood  Wassermann 
was  negative.  Chaulmoogra  oil  was  continued 
for  fifteen  years.  Two  years  ago  hopes  for  cure 
were  lost,  but  because  of  the  marked  nasal  ob- 
struction, the  pressure,  and  huskiness  of  her 
voice  she  was  referred  to  the  writer. 

This  patient  gave  birth  to  six  children,  one 
died  during  infancy,  five  living  are  all  well  with 
no  evidence  of  leprosy.  The  oldest  child  is  42. 
There  are  two  grandchildren  who  are  normal. 
Her  mother  died  at  the  age  of  80,  her  father  at 
87.  There  were  three  sisters,  one  died  of  car- 
cinoma of  the  colon,  the  others  are  well.  She 
had  two  brothers.  One  died  of  cancer  of  the 
stomach;  the  other  was  killed  in  an  accident. 
Her  husband  is  normal.  She  first  came  to  this 
country  in  1904  from  Kurland,  now  known  as 
Latvia,  on  the  Baltic  Sea.  Her  medical  history 
was  negative  until  1917  when  she  first  learned 
that  she  could  burn  her  skin  without  pain.  In 
1931  a septum  operation  had  been  performed  for 
nasal  obstruction.  The  results  were  poor,  the 
obstruction  became  progressively  worse.  She 
was  referred  to  me  May  28,  1935,  complaining  of 
nasal  obstruction. 
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The  patient  presented  the  typical  leontiasis 
facies.  Her  nose  was  flattened,  its  tip  a loose, 
flabby,  and  formless  mass.  The  entire  body  was 
covered  with  brownish  nodules.  She  spoke  in 
the  typical  leprous  huskiness,  and  only  in  a 
whisper.  Her  breathing  was  difficult.  Both 
nasal  canals  were  almost  entirely  obliterated, 
tbe  mucous  membrane  dry  and  parchment-like. 
A fine  probe  could  be  passed  through  these  canals 
only  with  difficulty.  The  buccal  mucous  mem- 
brane presented  nodular  formation  with  atrophy. 
The  tongue  appeared  much  enlarged.8  The 
uvula  was  at  least  three  times  the  usual  size 
and  covered  with  nodules  and  ulcerations. 


The  tonsillar  pillars  as  well  as  the  tonsils 
appeared  thickened  and  infiltrated.  There  were 
several  large  nodules  in  the  left  tonsil.  Indirect 
inspection  of  the  larynx  showed  an  enormous 
thickened  epiglottis,  distorted  and  somewhat 
curled  on  itself.  The  vocal  cords  were  thickened, 
no  ulcerations  were  seen,  their  excursions  were 
greatly  limited.  The  arytenoids  stood  out 
prominently  and  were  mobile.  The  blood  Was- 
sermann  was  four  plus.  A biopsy  was  taken 
from  the  uvula  October  10,  1938,  and  the  micro- 
scopic report  follows : 

“Sections  reveal  a few  fragments  of  tissue  from 
the  uvula.  These  fragments  are  covered  by  a 
squamous  epithelium  which  in  areas  was  intact 
and  which  in  other  areas  was  superficially  ulcer- 
ated. There  is  some  acanthosis  present  with  a 
tendency  toward  formation  of  penetrating 
strands  of  epidermis.  In  the  vicinity  of  the  ul- 
cerated area,  the  underlying  tissue  contain 
numerous  polynuclear  cells.  The  bulk  of  this 
tissue  is  composed  of  a peculiar  granuloma 
which  occupied  all  of  the  subepidermal  tissues. 
This  granuloma  is  composed  of  strands  of  fibrous 
tissue,  enclosing  large  nests  of  vacuolated  cells. 
These  cells  conform  to  those  which  have  been 
described  as  “lepra”  cells.  In  addition  to  con- 


nective tissue  and  nests  of  lepra  cells  there  are 
areas  containing  young  fibrous  tissue  with  many 
aggregations  of  plasma  cells.  Acid  fast  stain 
reveals  myriads  of  acid  fast  bacilli,  particularly 
within  the  lepra  cells.” 


The  Wassermann  Test 

Kalmer  and  Dunny9  attempted  to  explain  the 
presence  of  a positive  Wassermann  in  leprosy. 
Eliasberg  reported  the  presence  of  80.6  per  cent 
positive  Wassermann  reactions  in  his  series. 
Sordelli  and  Fisher  had  68  per  cent  positives. 
Lues  can  occur  in  association  with  leprosy. 
Kalmer  and  Dunny,  studying  this  problem,  con- 
cluded that  the  antigen  used  was  the  important 
factor  in  question.  The  antigen,  as  cholesterin- 
ized  and  lecithinized  alcoholic  extract  of  heart 
muscle,  improved  by  Kalmer,  was  used  in  a 
study  of  125  cases  of  leprosy.  These  were  also 
checked  with  the  old  antigen.  The  new  antigen 
has  all  the  lipoidal  and  protein  substances  re- 
sponsible for  anticomplementary  and  nonspecific 
reactions  entirely  eliminated.  Using  the  new 
antigen  all  cases  had  negative  Wassermann  while 
the  old  antigen  gave  7.2  per  cent  positive  Was- 
sermanns.  Kalmer  and  Dunny  state:  “When 
positive  reactions  with  the  new  method  occur 
with  the  serums  of  such  persons  we  believe  that 
evidences  of  syphilis  will  be  found.” 

A luetic  history  and  clinical  findings  were 
positively  ruled  out,  yet  the  Wassermann  was 
four  plus  in  my  case.  A cholesterolized  alcoholic 
antigen  was  used.  The  report  of  the  pathologist, 
the  clinical  description  of  the  patient,  and  the 
progress  of  the  case  only  emphasize  the  correct- 
ness of  the  diagnosis.  The  positive  Wassermann 
without  the  history  of  lues  also  is  characteristic. 
No  hopeful  prognosis  can  be  given  as  to  cure. 

With  all  the  treatment  given  in  the  past  fifteen 
years,  the  disease  progressed.  Our  aim,  there- 
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Fig.  1.  Photomicrograph  high  power  show- 
ing “Foam  Cells”  and  Acid  Fast  Bacilli. 


fore,  was  to  alleviate  symptoms  as  they  arose. 
The  nasal  condition  was  very  objectionable. 
She  complained  bitterly.  By  gradual  dilatation 


Fig.  2.  Photomicrograph  low  power  show- 
ing the  squamous  epithelium  with  ulceration  and 
infiltration  with  polymorphonuclear  cells. 


Fig.  3.  Photomicrograph  low  power  show- 
ing acanthosis  and  marked  ulceration. 


with  a long  dilating  nasal  speculum  and  lubrica- 
tion, I was  able  to  enlarge  the  canal  about  1 cm. 
This  procedure  had  to  be  performed  at  least  once 
every  month. 


Comment 

1.  It  was  an  error  to  do  a resection  of  the 
nasal  septum  in  a known  case  of  leprosy. 

2.  Although  the  organisms  can  still  be  found 
in  the  tissues  of  a leper,  the  disease  is  not  appar- 
ently easily  communicable. 

3.  Conservatism  should  be  practiced  in  such 
cases. 

1749  Grand  Concourse 
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KILLING  THE  GOOSE  THAT  LAYS  THE  GOLDEN  EGG 


Doctor  McTavish  had  worked  hard  to  put  his 
boy  Sandy  through  medical  school.  When 
Sandy  graduated  and  returned  home  the  old 
doctor  turned  his  practice  over  to  the  boy  and 
took  a well-earned  vacation. 

Upon  his  return  he  was  greeted  by  Sandy  at  the 
station,  who  said:  “Father,  I’ve  made  some 


marvelous  cures.  I even  cured  Mrs.  Mac- 
Gregor’s stomach  trouble  after  you  had  treated 
her  for  four  years!” 

“What?”  exclaimed  the  old  doctor.  “I’ll  have 
you  to  know  that  Mrs.  MacGregor’s  stomach  put 
you  through  college.” 

■ — Illinois  M.J. 
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The  Value  of  the  Medical  Society  of  the  State  of  New  York  to  the  Pathologist 

Delivered  before  the  Annual  Meeting  of  the  New  York  State  Society  of  Pathologists  at  the  Dewitt  Clinton 

Hotel,  Albany,  October  7,  1939 


The  correct  determination  of  value  rests 
upon  the  relation  of  what  is  given  and  what 
is  received.  To  obtain  a clear  view  and  correct 
understanding  of  the  relations  between  the 
Medical  Society  of  the  State  of  New  York  and 
the  physicians  who  are  devoting  their  professional 
attention  to  pathology,  we  must  enumerate 
what  is  given  and  what  is  received  on  the  part 
of  each. 

There  is  no  right  or  privilege  that  does  not 
carry  a commensurate  obligation  or  responsi- 
bility. To  receive,  it  is  also  necessary  to  give. 
We  know  that  many  physicians  licensed  by  our 
state  and  practicing  pathology  are  not  members 
of  organized  medicine.  Nevertheless,  our  State 
Society  is  interested  in  the  welfare  of  these  non- 
members. The  mass  is  composed  of  integers. 
When  disintegration  occurs,  mass  progress  is 
lost.  It  follows  that  if  your  State  Society  is  to 
do  its  utmost  for  your  advancement  it  must  have 
your  complete  support  in  obtaining  100  per  cent 
membership  in  your  State  Society. 

The  advantages  of  membership  in  organized 
medicine  have  been  stated  so  frequently  that  I 
hesitate  to  reiterate  them.  The  material  ad- 
vantages are  (1)  the  attendance  at  and  par- 
ticipation in  the  meetings  of  your  county, 
state,  and  national  organizations;  (2)  receipt 
without  additional  cost  of  your  local  and  state 
medical  journals;  (3)  your  right  to  protection 
from  malpractice  suits  and  insurance  coverage. 
Finally,  there  is  a spiritual  satisfaction  in  join- 
ing with  your  colleagues  in  a common  purpose 
of  protecting  the  public  from  disease  and  death 
by  casting  out  charlatans;  by  dissemination  of 
knowledge;  by  helping  to  lead  the  public  away 
from  their  false  leaders  such  as  the  misinforma- 
tion of  social  workers,  uninformed  politicians, 
those  of  communistic  theories,  and  inducing 
them  to  accept  the  health  advice  of  doctors  of 
medicine  and  not  doctors  of  philosophy. 

We  are  deeply  interested  in  the  status  of  the 
pathologist  and  his  laboratory.  Within  the  past 
two  decades  we  have  observed  the  gradual  taking 
over  of  pathologic  and  laboratory  work  by  the 
federal,  state,  and  municipal  institutions.  In 
many  public  laboratories  any  laboratory  pro- 
cedures may  be  had  gratis  and  all  pathologic 
opinions  are  given  free  without  regard  to  the 
patient’s  private  means.  If  these  services  were 
limited  to  the  indigent  there  could  be  no  com- 
plaint of  injustice,  for  the  indigent  is  the  affair 
of  the  state. 

There  has  been  drawn  no  line  of  demarcation 
between  Wassermanns  and  smears,  and  suspected 
tuberculosis  sputums,  which  by  liberal  interpre- 
tation could  be  tolerated  since  it  involves  dis- 
semination of  infection  inimical  to  the  citizenry. 


These  Public  Health  laboratories  go  further, 
and  investigate  and  report  on  tissue  sections. 

Standards 

The  Medical  Society  of  the  State  of  New 
York  is  much  interested  in  raising  the  standards 
of  pathologists  and  improving  the  efficiency  of 
their  laboratories.  We  desire  the  pathologist 
to  be  a member  of  the  medical  board  of  the  hos- 
pital with  which  he  is  affiliated;  that  he  assume 
his  rightful  position  on  the  staff  instead  of 
merely  holding  one  or  two  pathologic  confer- 
ences monthly,  which  is  the  custom.  Unfor- 
tunately your  State  Society  has  no  power  to 
bring  this  about.  This  power  rests  with  you. 

Your  State  Society  can  do  much  to  raise  the 
status  of  pathology  by  insisting  that  each  one  in 
charge  of  a department  shall  be  a diplomate  of 
the  National  Board  and  by  insisting  that  all 
pathologists  who  may  be  called  in  consultation 
shall  be  diplomates.  We  can  do  much  for  you 
by  endorsing  the  efforts  of  the  Public  Health 
authorities  in  raising  the  standards  and  qualities 
of  the  laboratories  to  approach  the  excellence  of 
the  Public  Health  laboratories.  The  City  of 
New  York  is  now  attempting  to  have  the  labora- 
tories in  that  city  emulate  the  standards  of  the 
state  laboratories. 

Economic  Status  of  the  Pathologist 

The  present  economic  status  of  the  pathologist 
is  admittedly  low.  Some  causative  factors  have 
been  mentioned  such  as  the  ingression  of  state 
laboratories.  There  are  other  factors  attribut- 
able directly  to  the  pathologists.  When  they 
first  became  paid  employees  of  hospitals  and 
clinics  they  opened  the  first  break  in  their  armor. 
They  definitely  contracted  to  perform  an  in- 
definite amount  of  professional  services  for  a 
definite  fee.  It  is  questionable  whether  the 
word  fee  should  be  used.  Possibly  salary  would 
be  a better  designation.  So  long  as  the  hospital 
prospered  he  had  a reasonable  hope  for  profes- 
sional advancement  and  a reasonable  expecta- 
tion of  increased  income.  But  like  all  businesses, 
and  the  management  of  a hospital  is  a business, 
when  financial  depression  wiped  out  the  donor 
class  all  on  the  hospital  payroll  received  cuts. 
In  desperation  the  hospital  clutched  at  the  heels 
of  the  pathologist  and  others  like  a drowning 
man  to  the  proverbial  straw.  He  was  obliged 
to  accept  a lower  income  and  increased  work. 

The  pathologist  cannot  be  severely  blamed  for 
the  predicament  into  which  he  plunged  himself 
if  we  stop  for  a moment  to  review  his  career. 
His  urge  in  college  had  been  toward  that  end; 
his  training  fitted  him  in  particular  for  that  work ; 
his  surroundings  formed  a cloister.  He  never 
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found  himself  by  taste  or  opportunity  facing 
the  surgical  defeat  of  a ruptured  suppurating 
appendix  or  the  approaching  crisis  of  a vicious 
pneumonia.  He  had  always  dealt  with  the  most 
exact  part  of  our  medical  art  and  practically 
with  none  of  the  skill.  What  could  be  more  ex- 
pected than  that  he  affiliate  himself  with  an 
institution  where  his  education  and  talents  could 
be  put  into  immediate  use?  With  that  step  he 
relinquished  his  individuality. 

To  many  men  “economics”  means  “How  much 
money  am  I going  to  receive?”  Money  as  we 
know  it  is  the  yardstick  and  scale  arm  of  serv- 
ices rendered  or  commodities  exchanged.  If 
we  are  to  be  happy  in  medicine  we  must  accom- 
plish an  inner  freedom  by  which  a man  can  rid 
himself  from  the  strongest  power  in  the  world, 
that  is  acquisition  of  money.  Good  and  efficient 
medicine  never  requires  economics  to  help  pay 
its  way.  A healthy  discontent  is  more  valuable 
than  a healthy  bank  account  since  the  discon- 
tent is  a spur  and  a stimulus  to  better  work. 

Relief 

It  is  questionable  when,  if  ever,  the  unfair 
state  subsidies  to  laboratories  will  be  changed. 
Legislators  fear  any  change  in  the  laws  desig- 
nated as  for  the  public  good.  The  moment 
physicians  present  their  point  of  view  in  the 
problem  they  are  told  that  the  basis  of  justice  is 
to  obtain  the  greatest  good  for  the  greatest 
number  and  that  physicians  are  in  the  great 
minority  as  compared  with  the  public.  Your 
leaders  in  organized  medicine  will  always  bear 
this  inequity  in  mind  and  lose  no  opportunity  to 
rectify  it. 

You  as  pathologists  are  able  to  help  your 
State  Society  to  help  you  by  determining  once 
and  for  all  the  classification  of  laboratories.  To 
the  best  of  my  knowledge,  a registered  laboratory 
means  nothing;  a licensed  laboratory  is  no 
stronger  or  better  than  the  authority  that  gave 
it  a license ; an  approved  laboratory  is  presumed 
to  carry  the  blessing  that  would  bring  it  beyond 
suspicion.  This  question  is  a vital  one  to  be 
solved  before  basic  construction  work  can  be 
done  on  your  behalf. 

Pathology  in  Relation  to  the  Hospital 

I have  made  prior  reference  to  the  necessity 
of  a high  degree  of  training  and  experience 


necessa^  for  pathologists.  If  one  thinks  of  the 
responsibility  the  pathologist  must  occasionally 
carry,  the  demand  for  excellent  qualifications  is 
readily  understood.  From  the  medicolegal  as- 
pect there  is  no  alibi  for  a mistake  in  typing  and 
cross  matching  in  emergent  transfusions,  in 
typing  for  paternity  tests,  and  autopsy  findings. 

The  role  of  the  pathologist  in  the  hospital 
has  been  secondary  because  of  the  pathologist 
himself.  Can  you  truthfully  say  that  you  make 
regular  rounds  with  the  chief  of  any  service? 
Have  you  volunteered  to  do  so?  Have  you  by 
diligent  work  in  your  specialty  impressed  the 
chiefs  of  staff  that  you  can  help  solve  puzzling 
clinical  questions?  Do  you  attend  all  staff 
meetings  prepared  to  discuss  and  shed  light  on 
morbidities  and  mortalities? 

With  the  present  attacks  on  medicine  we  all 
find  ourselves  against  the  same  blank  wall. 
Your  difficulties  are  no  greater  than  those  of 
any  other  branch  of  our  profession.  The  en- 
croachments on  your  department  due  to  the 
lowered  morale  of  the  public  are  no  deeper  than 
in  other  specialties.  Unless  we  present  a united 
front  we  may  be  separately  attacked.  Medicine 
will  never  fail,  but  its  progress  may  be  retarded. 

Summation 

The  highest  standards  obtainable  must  be 
achieved. 

That  which  each  of  us  can  do  in  the  achieve- 
ment of  that  end  is  of  infinitesimal  importance, 
but  that  we  should  do  everything  in  our  power  is 
of  infinite  importance. 

You  as  pathologists  can  raise  yourselves  into 
greater  positions  by  excellence  of  work  and  in- 
creased laboratory  efficiency. 

The  Medical  Society  of  the  State  of  New  York 
is  ever  regardful  of  the  profession  within  its 
boundaries  and  makes  every  effort  to  preserve 
equitable  relations  between  the  profession  and 
the  public. 

We  have  knowledge  which  makes  us  proud, 
but  we  also  have  wisdom  which  keeps  us  humble 
because  we  know  no  more. 

In  the  end  we  must  rely  on  each  other,  for 

“Craven,  we  seek  a leader,  who  will  raise 
a torch  and  make  our  pathway  smooth 
again,  forgetting  that  within  us  sleeps  a fire 
sufficient  in  itself,  to  make  us  men.” 


PHI  DELTA  EPSILON  CONVENTION 
The  Phi  Delta  Epsilon  Medical  Fraternity 
will  hold  its  36th  annual  convention  at  the 
Waldorf-Astoria  Hotel,  December  29,  30,  and 
New  Year’s  Eve.  Morris  Fishbein,  M.D.,  Edi- 
tor, Journal  of  the  American  Medical  Association 
and  national  president  of  the  fraternity,  will 
preside  at  the  sessions. 


PHI  LAMBDA  KAPPA  CONVENTION 
“The  Thirty-second  Annual  Convention  of 
the  Phi  Lambda  Kappa  Fraternity  is  to  be  held 
in  New  York  City  at  the  Park  Central  Hotel  on 
December  30  and  31,  1939,  and  January  1,  1940. 
The  Convention  Chairman  is  Dr.  Albert  H. 
Busky,  411  Linden  Boulevard,  Brooklyn,  New 
York. 


Medical  News 


County  News 


Albany  County 

The  Medical  Society  of  the  County  of  Albany, 
listened  on  November  15  to  an  address  by  Dr. 
Carl  Eggers,  attending  surgeon,  Lenox  Hill 
Hospital,  New  York  Post-Graduate  Hospital; 
clinical  professor  of  surgery,  Columbia  Univer- 
sity, on  “Carcinoma  of  the  Breast.” 

Allegany  County 

All  officers  of  the  Allegany  County  Medical 
Society  were  re-elected  at  the  annual  meeting  on 
October  26  at  Belmont.  The  business  session 
was  held  in  the  Antlers  Room  of  Village  Hall, 
following  luncheon  at  The  Belmont. 

Dr.  Bernard  Brouwer,  of  Rochester,  delivered 
the  principal  address  on  “Applied  Psychology 
and  Its  Relation  to  the  Practice  of  Medicine.” 

Officers  for  the  ensuing  year  are : Dr.  Phillips 

L.  Morrison,  of  Bolivar,  president;  Dr.  J.  Paul 
Rems,  of  Belmont,  vice-president;  Dr.  Edwin  F. 
Comstock,  of  Wellsville,  secretary;  and  Dr.  Roger 
W.  Blaisdell,  of  Wellsville,  treasurer.  Dr.  Ly- 
man C.  Lewis,  of  Belmont,  was  named  a member 
of  the  State  House  of  Delegates. 

Bronx  County 

The  November  meeting  of  the  Bronx  County 
Medical  Society  was  held  in  conjunction  with  the 
Bronx  Tuberculosis  and  Health  Committee  at 
Burnside  Manor,  on  November  15. 

The  subject  of  discussion  was  “The  Role  of  the 
General  Practitioner  in  Pulmonary  Tuberculo- 
sis.” 

Talks  were  given  by  Dr.  Max  Pinner,  chief  of 
the  Division  of  Pulmonary  Diseases  at  Monte- 
fiore  Hospital,  and  Dr.  Edgar  Mayer,  assistant 
professor  of  clinical  medicine  at  Cornell  Uni- 
versity Medical  College. 

Discussants  were  Dr.  Herbert  R.  Edwards, 
Dr.  Jacob  Segal,  and  Dr.  Eli  Rubin. 

Many  instructive,  pointed,  and  valuable  ex- 
hibits were  on  display. 

Broome  County 

The  Broome  County  Medical  Society  met  at 
the  Monday  Afternoon  Club  House,  in  Bingham- 
ton, on  November  14,  and  heard  a paper  by  Dr. 
Charles  D.  Squires  on  “First-Aid  Treatment  of 
Fractures,”  illustrated  by  motion  pictures. 

Chemung  County 

The  annual  joint  meeting  of  the  Chemung 
County  Medical  Society  and  the  Elmira  Dental 
Society  was  held  at  the  Elmira  City  Club  on 
November  29.  Dean  E.  W.  Kock,  of  the 
University  of  Buffalo  Medical  and  Dental 
School,  spoke  on  “Medical  and  Dental  Educa- 
tion.”— Reported  by  F.  S.  Hassett,  M.D.,  Assist- 
ant-Secretary. 

Erie  County 

The  Section  of  Pathology  of  the  Buffalo 
Academy  of  Medicine  presented  this  program  on 
November  22  arranged  by  the  Buffalo  Patho- 
logical Society: 


1.  “Morphologic  Variations  in  Adenocarci- 
noma of  the  Uterine  Fundus,  with  Special  Refer- 
ence to  the  Activity  of  a Luteinizing  Hormone,” 
by  Dr.  Norman  W.  Elton.  2.  “Experimental 
and  Clinical  Observations  on  the  Action  of 
Sulfanilamide  in  Meningococcal  Meningitis,” 
by  Dr.  Erwin  Neter  and  Dr.  Carl  A.  Stettenbenz. 
3.  “Significance  of  Bronchial  Obstruction  in 
Pulmonary  Tuberculosis  in  Children  and  its 
Relation  to  Epituberculous  Pneumonia,”  by  Dr. 
Kornel  Ter  plan. 

Franklin  County 

These  officers  for  1940  have  been  elected  by 
the  Medical  Society  of  the  County  of  Franklin: 
president,  Dr.  Kenneth  A.  Tulloch,  of  Malone; 
vice-president,  Dr.  Arthur  Vorwald,  of  Saranac 
Lake;  secretary-treasurer,  Dr.  Daisy  H.  Van 
Dyke,  of  Malone;  censor,  three  years,  Dr. 
William  P.  McKenna,  of  Chateaugay;  delegate 
to  the  State  Society  Meeting,  Dr.  C.  C.  Trem- 
bley,  of  Saranac  Lake;  alternate,  Dr.  John  E. 
White,  of  Malone. — Reported  by  Daisy  H.  Van 
Dyke,  M.D.,  Secretary. 

Jefferson  County 

At  the  annual  meeting  of  the  Medical  Society 
of  Jefferson  County  on  November  10  the  follow- 
ing members  were  elected  to  office:  president, 

Harold  L.  Gokey,  of  Alexandria  Bay;  vice- 
president,  F.  R.  Calkins,  of  Watertown;  trea- 
surer, W.  F.  Smith,  of  Watertown;  and  secretary, 
C.  A.  Prudhon,  of  Watertown.  Censors  were 
James  E.  McAskill,  of  Watertown,  Harlow  E. 
Ralph,  of  Belleville,  Carl  B.  Alden,  of  Adams, 
J.  R.  Pawling,  of  Watertown,  and  D.  G.  Gregor, 
of  Watertown.  Delegate  to  the  State  Society, 
C.  A.  Prudhon;  alternate,  W.  W.  Young,  of 
Watertown;  delegate  to  fifth  district  branch, 
W.  N.  Maloney,  of  Cape  Vincent;  and  alternate, 
L.  L.  Samson,  of  Alexandria  Bay. 

The  scientific  program  was:  “Diagnosis  and 

Treatment  of  Lung  Abscess  and  Bronchiectasis,” 
by  Dr.  Ethan  Butler,  of  Ithaca. — Reported  by 
Charles  A.  Prudhon,  M.D.,  Secretary. 

Nassau  County 

There  will  be  a special  meeting  for  the  Junior 
Members  of  the  Nassau  County  Medical  Society 
at  the  Cathedral  House,  Garden  City,  on  Decem- 
ber 19,  at  nine  o’clock,  with  a group  of  speakers 
on  the  general  theme,  “How  the  State  and 
County  Governmental  Agencies  Can  Assist  the 
Private  Practitioner.” 

Instead  of  the  regular  monthly  meeting,  the 
society  held  its  Annual  Beefsteak  Dinner  at  the 
Wheatley  Hills  Golf  Club  on  December  12. — 
Reported  by  J.  Louis  Neff,  M.D.,  Executive  Secre- 
tary. 

Niagara  County 

The  Medical  Society  of  the  County  of  Niagara 
met  on  November  14  at  the  Niagara  Hotel, 
Niagara  Falls,  and  heard  Dr.  Henry  N.  Kenwell, 
of  Buffalo,  speak  on  “The  Management  of  Breast 
Tumors.” 
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Oneida  County 

Medical  and  Surgical  Care  Incorporated,  non- 
profit medical  plan,  elected  a staff  of  officers 
headed  by  Dr.  F.  M.  Miller,  Jr.,  president,  at  its 
organization  meeting  in  Utica  on  November  2. 

Other  officers  chosen  were:  first  vice-presi- 

dent, Dr.  H.  N.  Squier;  second  vice-president, 
Dr.  J.  F.  Kelley;  treasurer,  Charles  W.  Hall. 

The  officers  and  these  members  comprise  the 
board  of  directors:  Edward  Clumey,  Nicholas 

E.  Devereux,  Albert  O.  Foster,  Dr.  Arthur  R. 
Grant,  Dr.  William  Hale,  J.  David  Hogue,  Dr. 
Hyzer  W.  Jones,  Dr.  James  B.  Lawler,  Dr.  Dan 
Mellen,  Dr.  F.  M.  Miller  Sr.,  F.  E.  Richmond, 
Walter  F.  Roberts,  Dr.  Robert  Warner,  and 
Michael  Yust. 

These  committees  were  appointed:  Invest- 

ment Committee,  A.  O.  Foster,  chairman;  Rich- 
mond, Clumey,  Roberts,  Yust,  Devereux,  and 
Hogue.  Participating  Physicians  Enrollment 
Committee,  Dr.  Mellen,  chairman;  Drs.  M.  T. 
Powers,  Grant,  Lawler,  James  I.  Farrell,  Andrew 
Sloan,  and  Robert  Warner.  Claims  Committee, 
Dr.  Hale,  chairman;  Dr.  Kelley,  vice-chairman; 
Drs.  Harold  Pender,  J.  L.  Golly,  Fred  G.  Jones, 
Anthony  Panzone,  and  Warner. 

The  plan,  the  first  in  this  state,  was  created 
under  a special  act  of  the  legislature  to  provide 
for  payment  of  physicians’  fees  for  treatment  in 
the  home,  office,  or  hospital  of  all  types  of  illness 
and  accidents.  It  will  be  offered  in  connection 
with  the  present  Hospital  Plan  in  these  12  coun- 
ties: Oneida,  Madison,  Lewis,  Herkimer,  Che- 

nango, Otsego,  Montgomery,  Fulton,  St.  Law- 
rence, Franklin,  Essex,  and  Clinton. 

The  Hospital  Plan  maintains  13  district  offices 
outside  the  city  of  Utica  and  the  medical  plan  will 
be  offered  through  the  same  sales  organizations 
operating  these  district  offices,  according  to 
Harold  C.  Stephenson,  managing  director. 

More  than  50,000  questionnaires  have  been 
mailed  to  Hospital  Plan  subscribers  to  ascertain 
what  benefits  the  majority  desire.  Upon  receipt 
of  the  answers,  the  final  plan  will  be  completed 
and  offered  to  the  public  in  a few  weeks. 

Onondaga  County 

Among  six  Syracusans  prominent  in  city  civic 
life  who  were  honored  by  the  Rotary  Club  last 
month  on  the  eve  of  Armistice  Day  was  Dr. 
Thomas  P.  Farmer.  Mr.  Grant  W.  Ernst  pre- 
sented the  following  citation: 

“In  honoring  you  today,  the  Rotary  Club  of 
Syracuse  is  itself  honored  by  your  presence. 
Educated  in  Syracuse  schools,  a graduate  of  our 
own  University’s  College  of  Medicine  in  1906, 
your  long  record  of  accomplishment  in  this  city 
is  one  to  make  us  justly  proud  of  you  as  a citizen. 

“In  these  few  minutes  we  can  only  touch  on  the 
highlights  of  your  long  and  successful  record  of 
service — as  commissioner  of  health  of  the  City 
of  Syracuse  in  1922,  as  president  of  the  Syracuse 
Academy  of  Medicine  in  1924,  as  president  of 
the  Onondaga  County  Medical  Society  in  1933, 
with  terms  as  president  of  both  St.  Joseph’s 
and  Memorial  Hospitals.  Your  record  as  a 
public  servant  might  well  rest  on  these  distinctive 
services  alone.  But  Rotarians  know  these  were 
only  the  beginnings. 

“We  honor  you  today  as  well  for  your  service 
as  chairman  of  the  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society  of 
the  State  of  New  York  and  for  your  creation  of 


the  Institute  of  Nutrition  and  Diet,  sponsored 
jointly  by  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Dietetic 
Association. 

“As  one  of  the  first,  if  not  the  first,  physician 
to  employ  radium  in  the  treatment  of  cancer  in 
Syracuse,  your  work  in  this  field  has  been  duly 
recognized  by  your  profession  through  your 
membership  in  the  sub-committee  for  the  control 
of  cancer,  through  membership  on  the  Public 
Health  Committee  of  our  own  Onondaga  County 
Medical  Society,  and  as  recently  as  October  12 
of  this  year,  when  you  were  named  by  Dr. 
Edward  S.  Godfrey,  Jr.,  commissioner  of  health 
of  the  State  of  New  York,  to  the  state  committee 
for  control  of  cancer. 

“We,  of  course,  all  know  you  better  as  chair- 
man of  the  Syracuse  Housing  Authority,  an 
active  job  in  which  you  are  making  an  outstand- 
ing and  a permanent  contribution  to  the  welfare 
of  this  city. 

“So  our  Rotary  Club  presents  you,  in  honor,  a 
rose.  Edwin  Markham,  the  great  American 
poet,  best  expresses  our  presentation  of  this 
symbol  with  these  words: 

“ There  is  a destiny  that  makes  us  brothers, 
None  goes  his  way  alone ; 

All  that  we  send  into  the  lives  of  others, 
Comes  back  into  our  own.” 

Dr.  E.  N.  Boudreau  discussed  “The  Medical 
and  Social  Challenge  of  Alcoholism”  before  the 
Onondaga  County  Medical  Society  on  No- 
vember 7. 

Ontario  County 

At  the  monthly  meeting  and  dinner  of  the 
Canandaigua  Society  of  Physicians  and  Surgeons, 
held  on  November  9 at  the  home  of  Dr.  C.  Harvey 
Jewett,  the  speaker,  Dr.  C.  Arthur  Elden,  of 
Strong  Memorial  Hospital,  Rochester,  discussed 
“The  Use  of  Endocrines  in  Gynecological  Prac- 
tice.” 

The  seventeenth  annual  meeting  of  the  Geneva 
Academy  of  Medicine  was  held  at  the  Hotel 
Seneca,  Geneva,  on  November  16.  The  guest 
speaker  was  Dr.  George  B.  Eusterman,  of  the 
Mayo  Clinic,  Rochester,  Minnesota,  who  spoke 
on  “The  Nonsurgical  Aspects  of  Acute  Ab- 
dominal Conditions.”  Dr.  William  S.  McCann, 
of  Rochester,  and  Dr.  Samuel  A.  Munford,  of 
Clifton  Springs,  discussed  the  subject.  An  un- 
usually large  number  of  physicians  were  at  the 
meeting. 

Oswego  County 

The  Oswego  County  Medical  Society  met  at 
the  Citizens  Club,  Fulton,  on  November  15  and 
heard  an  address  by  Dr.  Clyde  A.  Heatley,  pro- 
fessor of  otolaryngology,  Rochester  Medical 
School,  on  “Bronchoscopy  from  the  Standpoint 
of  the  General  Practitioner.” 

Putnam  County 

The  speaker  at  the  October  meeting  of  the 
Putnam  County  Medical  Society,  which  was 
held  on  October  4 at  the  Gipsy  Trail  Club, 
Carmel,  was  Dr.  E.  Everett  Bunzel,  associate 
obstetrician  and  gynecologist  at  Sloane  Hospital 
and  associate  gynecologist  at  Vanderbilt  Clinic. 
Dr.  Bunzel’s  topic  was  “Some  Practical  Con- 
siderations in  Obstetrics.”  A forum  discussion 
followed  the  address. 
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The  Putnam  Society,  to  provide  more  amply 
for  scientific  programs,  has  arranged  to  meet  on 
the  first  Wednesday  of  every  month  at  the  Gipsy 
Trail  Club,  with  a dinner  at  7:00  p.m.  followed 
by  a program. 

At  the  monthly  dinner  and  business  meeting 
of  the  Putnam  County  Medical  Society  held  at 
the  Gipsy  Trail  Club,  Carmel,  on  the  evening  of 
November  1,  Dr.  Leon  T.  LeWald,  consulting 
roentgenologist,  Willard  Parker  Hospital,  for- 
merly roentgenologist,  Bellevue  Hospital,  spoke 
upon  the  subject  “Thymus  Gland  Therapy.” — 
Reported  by  John  T.  Jenkin,  M.D.,  Secretary. 

Rensselaer  County 

At  the  meeting  of  the  Medical  Society  of  the 
County  of  Rensselaer  on  November  14,  officers 
were  nominated  for  the  election  on  December  12. 

Dr.  Shields  announced  that  the  principal 
speaker  at  the  annual  dinner  would  be  Dr.  Sarah 
M.  Jordan,  of  the  Lahey  Clinic. 

Dr.  F.  A.  D.  Alexander,  director  of  Anesthesia 
and  Gas  Therapy  at  the  Albany  Hospital,  pre- 
sented the  following:  “Oxygen  Therapy;  Indi- 

cations, Complications,  and  Technique.” — Re- 
ported by  Leo  S.  Weinstein,  M.D.,  Secretary. 

Richmond  County 

Dr.  George  Kosmak,  F.A.C.S.,  was  the  guest 
speaker  at  the  Maternal  and  Child  Welfare  Com- 
mittee meeting  Friday,  November  3,  in  the 
auditorium  of  the  Health  Center,  St.  George. 
The  Maternal  and  Child  Welfare  Committee  was 
organized  in  June  through  the  efforts  of  Dr.  D.  V. 
Catalano,  chairman  of  the  Maternal  and  Child 
Health  Committee,  Richmond  County  Medical 
Society. 

A symposium  on  pneumonia,  stressing  new 
theories  of  chemotherapy,  featured  a meeting  of 
the  Richmond  County  Medical  Society  in  the 
Richmond  Health  Center,  Stuyvesant  Place,  St. 
George  on  November  8.  Dr.  Frederick  M. 
Schwerd  presided. 

Speakers  were  Dr.  Norman  Plummer,  attend- 
ing physician  at  New  York  and  Post-Graduate 
Hospitals,  Manhattan,  and  chief  of  pneumonia 
service  at  Bellevue  Hospital;  and  Dr.  Wheelan 
D.  Sutliff,  director  of  the  New  York  City  Health 
Department  Laboratories.  Dr.  Plummer  spoke 
on  “Present-Day  Therapy  of  Pneumonia,  with 
Special  Reference  to  Sulfapyradine,”  and  Dr. 
Sutliff  spoke  on  “Bacteriological  and  Clinical 
Differences  under  the  New  Therapy  of  Pneu- 
monia.” 

Saratoga  County 

Dr.  Ralph  B.  Post  was  re-elected  president  of 
the  Saratoga  County  Medical  Society  at  its  an- 
nual meeting  at  the  Metropolitan  Life  Insurance 
Sanitarium  at  Mt.  McGregor,  on  October  25. 

Others  elected  were  Dr.  Gilbert  Pasquera,  of 
Mt.  McGregor,  vice-president;  Dr.  Malcom  J. 
MacGovern,  of  Saratoga  Springs,  secretary;  Dr. 
W.  J.  Maby,  of  Mechanicville,  treasurer;  Dr. 
Frederick  J.  Resseguie,  Dr.  Edward  J.  Callahan, 
and  Dr.  Thomas  J.  Goodfellow,  board  of  censors; 
Dr.  G.  Scott  Towne,  of  Saratoga  Springs,  dele- 
gate to  the  state  convention;  and  Dr.  J.  M.  Mac- 
Elroy,  of  Jonesville,  alternate. 

Members  of  the  society  were  the  guests  of  Dr. 
William  H.  Ordway,  superintendent  at  Mt.  Mc- 


Gregor, at  a dinner  at  which  Dr.  Webster  M. 
Moriarita,  of  Saratoga  Springs,  and  Dr.  Lewis 
O’Connor,  former  editor  of  the  American  Heart 
Journal  and  now  professor  of  clinical  medicine  at 
Cornell  University,  were  the  guest  speakers. 

Steuben  County 

Officers  elected  by  the  Steuben  County  Medi- 
cal Society  at  Bath  on  November  9 are:  presi- 

dent, Dr.  Richard  A.  O’Brien,  of  Corning;  vice- 
president,  Dr.  W.  J.  MacFarland,  of  Hornell; 
secretary-treasurer,  Dr.  Rudolph  Shaffer,  of 
Corning. 

Delegates  to  the  meeting  of  the  State  Medical 
Society  are:  Dr.  L.  M.  Kysor,  of  Hornell,  and 

Dr.  Herbert  B.  Smith,  of  Corning;  alternates, 
Dr.  W.  J.  Tracy,  of  Hornell,  and  Dr.  Guy  M. 
Parkhurst,  of  Bath. 

The  Board  of  Censors  is:  Dr.  L.  A.  Thomas, 

of  Painted  Post;  Dr.  E.  P.  Smith,  of  Cohocton; 
Dr.  James  J.  Sanford,  of  Bath;  Dr.  Stuart  Beam, 
of  Addison;  Dr.  M.  A.  Place,  of  Hornell;  Dr.  C. 
M.  Lapp,  of  Corning. 

Westchester  County 

Cooperation  among  physicians,  business  men, 
lay  agencies,  and  others  interested  in  medical 
care  was  the  keynote  of  an  address  delivered  by 
Dr.  Ralph  T.  B.  Todd,  of  Tarrytown,  retiring 
president  of  the  Westchester  County  Medical 
Society,  at  its  One  Hundred  and  Forty  Second 
Annual  Meeting  on  November  21. 

Dr.  Todd  pointed  to  misunderstandings  that 
sometimes  occur  among  these  groups.  He  called 
upon  the  medical  society  to  carry  on  an  active 
program  of  self-interpretation  to  the  public, 
“broadening  as  it  goes  and  clearing  up  the 
enigmas  that  medicine  presents  to  the  lay- 
man.” 

Dr.  Todd  noted  that  the  cost  of  medical  care  has 
increased  tremendously,  with  the  result  that 
diagnostic  and  treatment  centers  have  been 
developed  which  require  business  methods  in 
their  operation.  “So  it  is  here  that  the  business 

man  must  enter  the  field  of  medicine We 

need  his  aid,  but  insist  that  he  realize  his  added 
responsibility  when  he  enters  our  field.” 

Dr.  Henry  J.  Vier,  of  White  Plains,  in  his 
inaugural  address  as  president,  pointed  to  a new 
unity  of  thought  in  the  medical  profession.  “It 
is  concerted  effort,”  he  said,  “that  assisted  in 
bringing  about  a new  unity  of  purpose  in  the 
profession,  as  evidenced  in  the  policy  of  our 
national  body  toward  the  Wagner  Health  Bill 
and  other  proposals  for  state  medicine.  The 
economic  welfare  of  our  patients  and  ourselves,” 
he  declared,  “will  be  greatly  benefited  by  the 
eventual  adoption  of  medical  indemnity  insur- 
ance, which  apparently  is  at  hand.” 

“The  New  York  State  and  Westchester 
County  Medical  societies,  and  the  American 
Medical  Association  are  bending  every  effort  to 
promulgate  such  assistance  to  the  public,  but 
this  does  not  mean  that  we  have  in  any  sense 
abandoned  our  opposition  to  compulsory  sickness 
insurance  or  other  programs  involving  the 
political  domination  of  our  profession  and  its 
service  to  our  patients.” 

A pressure  group  to  end  pressure  groups  was 
advocated  by  Dr.  Terry  M.  Townsend,  president 
of  the  New  York  State  Medical  Society,  in  his 
address. 
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“Our  greatest  peril,”  said  Dr.  Townsend,  “is 
from  rule  by  minority  pressure  groups.  Our  real 
experts,  those  who  know  most,  may  be  over- 
looked in  the  welter  of  selfish  claims.  Everybody 
seems  more  vocal  on  medical  care  than  the 
doctor,  who  gives  what  the  others  are  talking 
about.” 

“Most  of  us  feel  that  control  by  the  state  would 
result  in  deterioration  of  the  quality  of  medical 
practice,  make  a timeserver  and  a clock-watcher 
of  the  physician  and  substitute  mutual  suspicion 
for  mutual  confidence  between  doctor  and  pa- 
tient. If  we  made  clear  to  the  great  majority — 
the  American  public  itself — what  is  really  at 
stake,  the  health  of  the  patient,  there  would  be  no 
question  of  the  ultimate  decision. 

“Go  to  the  public  with  your  views,”  Dr.  Town- 
send urged,  “you  have  a right  to  express  them 
both  individually  and  as  groups;  you  are  citizens 
and  taxpayers;  you  will  never  be  criticized  for 


making  your  voices  heard  above  the  babble  of 
conflicting  claims  from  pressure  groups  that 
confuse  the  average  person  in  this  country 
today.” 

The  main  speaker  was  Mr.  J.  G.  Crownhart, 
secretary  of  the  State  Medical  Society  of  Wiscon- 
sin, who  described  the  government  system  of 
compulsory  health  insurance  and  sickness  care  in 
various  European  countries  that  he  visited  in 
1938  on  a four-month  tour  of  study.  Mr.  Crown- 
hart  warned  that  compulsory  sickness  insurance 
will  mean  a great  increase  in  the  total  cost  of 
medical  care,  because  fifteen  or  twenty  cents  of 
every  dollar  collected  will  go  to  the  lay  bureauc- 
racy required  to  administer  the  system.  He 
maintained  that  both  quantity  and  quality  of 
care  would  suffer  because  of  administrative  red 
tape  that  would  make  the  physician  responsible 
primarily  to  the  lay  supervisor  rather  than  to 
the  patient. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Lewis  N.  Anderson 

67 

P.  & S.  N.  Y. 

November  10 

Brooklyn 

Meleatus  Bruce 

70 

Albany 

October  25 

Richmondville 

Lewis  N.  Eames 

59 

Buffalo 

November  15 

Rome 

Philip  R.  Flanagan 

73 

P.  & S.  N.  Y. 

August  4 

Chatham 

David  McD.  Hackwell 

46 

Buffalo 

November  9 

Holland 

Eddie  D.  Hall 

66 

Syracuse 

October  14 

Central  Square  & Caughdenoy 

John  A.  Heim 

56 

Cornell 

November  17 

Manhattan 

Francis  J.  Murray 

66 

P.  & S.  N.  Y. 

November  16 

Manhattan 

William  B.  Reid 

66 

Syracuse 

November  10 

Rome 

John  Rogers 

73 

P.  & S.  N.  Y. 

November  19 

Manhattan 

MALFORMED  BABIES  LIKELY  TO  REPEAT 

The  mother  of  a congenitally  malformed  child  b 
is  approximately  25  times  more  likely  to  have  t 
another  malformed  offspring  than  is  the  average  b 
mother  in  the  general  population,  Dr.  Douglas  P.  b 
Murphy  of  the  University  of  Pennsylvania’s  b 
School  of  Medicine  told  the  Seventh  International  s 
Congress  of  Genetics  in  Edinburgh,  as  reported 
in  a copyrighted  dispatch  to  Science  Service.  c 

As  the  result  of  an  extensive  investigation  of  t 
nearly  1,500  cases  of  congenital  defects  and  over  I 
500  successful  interviews  of  mothers  in  such  cases,  1< 
Dr.  Murphy  was  able  to  show  that  there  is  real  t 

danger  of  malformed  children  if  defective  I 

offspring  have  already  been  born  to  the  b 
parents.  c 

One  reason  the  investigation  was  undertaken  I 


by  Dr.  Murphy  and  his  medical  students  was 
that  a colleague,  asked  by  parents  of  a “monster” 
baby  whether  subsequent  offspring  were  likely  to 
be  malformed,  answered  “no”  according  to  the 
best  knowledge  available,  and  yet  the  next  off- 
spring turned  out  to  be  a monster. 

Dr.  Murphy  found  that  parents  of  malformed 
children  suffer  from  varying  degrees  of  reproduc- 
tive inefficiency,  of  which  the  birth  of  a mal- 
formed child  is  only  one  expression.  There  is  a 
long  period  of  relative  sterility  which  precedes 
the  birth  of  the  malformed  member  of  the  family. 
Fifth  and  subsequent  children  are  more  likely  to 
be  malformed  than  the  first  four  children,  the 
chances  increasing  with  the  number  of  children. 
Dr.  Murphy  found. 


The  Seventeenth  Annual  Meeting  of  the 
American  Orthopsychiatric  Association,  an  orga- 
nization for  the  study  and  treatment  of  behavior 
and  its  disorders,  will  be  held  at  the  Hotel  Stat- 


ler,  Boston,  Massachusetts,  on  February  22,  23, 
and  24,  1940. 

Dr.  Norvelle  C.  La  Mar,  Secretary,  149  East 
73rd  Street,  New  York  City. 
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Albany  County 

At  the  November  meeting  Mr.  Serge  de  Gerou 
gave  a lecture  on  hair  culture.  Miss  Dean  and 
Miss  Miller  demonstrated  the  art  of  makeup. 
A luncheon  meeting  is  planned  for  December 
when  Mrs.  Luther  Kice,  president-elect  of  New 
York  State,  will  be  the  guest  speaker. 

Cayuga  County 

Annual  reports  of  officers  and  committee 
chairmen  were  read  at  the  November  meeting. 
Officers  for  the  coming  year  were  nominated. 
The  December  meeting  will  be  a Christmas  din- 
ner with  the  doctors. 

Jefferson  County 

At  the  dinner  meeting  last  month  the  guest 
speaker  was  Mrs.  Brown  Northrob,  executive 
secretary  of  the  Red  Cross  of  Jefferson  County, 
who  gave  a brief  history  of  the  Red  Cross,  its 
local  activities  and  its  cooperation  with  the 
Visiting  Nurse  Association  and  with  Public  Wel- 
fare. 

Kings  County 

At  the  November  meeting,  in  the  home  of 
Mrs.  Edwin  Griffin,  plans  were  made  for  a 
benefit-bridge  to  be  held  in  December,  the  pro- 
ceeds to  be  donated  to  the  Physicians’  Home  of 
New  York.  Tea  was  served  after  the  meeting. 

Nassau  County 

The  November  meeting  was  held  in  conjunc- 
tion with  the  Second  District  branch  which 
consists  of  Nassau,  Suffolk,  Queens,  and  Kings 
county  medical  societies.  Mrs.  Luther  Kice 
presided.  After  the  meeting  luncheon  was 
served  to  two  hundred  doctors  and  their  wives. 
Dr.  Louis  Bauer,  president  of  the  second  district 
branch,  introduced  the  guests  of  honor:  Dr. 

Terry  Townsend,  president  of  the  New  York 
State  Medical  Society;  Dr.  Eugene  Calvelli, 
president  of  Nassau  County  Medical  Society; 
Dr.  F.  Reilly,  second  vice-president  of  the  second 
district  branch;  Mrs.  William  Lavelle,  president 
of  Queens  County  Auxiliary;  Dr.  Joseph  Law- 
rence, executive  officer,  State  Medical  Society; 
Mrs.  Milton  Bergmann,  president,  Kings  County 


Auxiliary;  Dr.  Peter  Irving,  secretary,  the  State 
Medical  Society;  Mrs.  Luther  Kice,  president, 
Nassau  County  Auxiliary;  Dr.  W.  Gardener,  first 
vice-president  of  the  second  district  branch;  Dr. 
E.  Thompson,  secretary  of  the  second  district 
branch;  Mrs.  Edwin  Kolb,  president,  Suffolk 
County  Auxiliary;  Dr.  MacLain,  president, 
Suffolk  County  Medical  Society;  and  Dr.  Joseph 
Wrana,  president,  Queens  County  Medical 
Society. 

In  the  afternoon  a bridge  party  was  held  for 
the  ladies  of  the  auxiliary  at  which  Dr.  Joseph 
Lawrence  gave  a brief  address. 

The  December  meeting  is  to  be  in.  the  form  of 
a Christmas  party  and  all  members  are  requested 
to  bring  as  a guest  anyone  eligible  to  membership 
in  the  auxiliary. 

Rensselaer  County 

Dr.  John  J.  McShane,  former  radiologist  at 
the  Troy  Hospital,  was  the  guest  speaker  at  the 
November  meeting.  Dr.  McShane  gave  an 
illustrated  description  of  his  recent  trip  to 
Europe,  Asia,  and  Africa.  After  a brief  business 
session  the  meeting  was  adjourned  for  a social 
hour. 

Rockland  County 

Rockland  County’s  history  came  alive  in  a 
talk  given  by  former  Assemblyman  Laurens  M. 
Hamilton  before  members  of  the  Woman’s  Aux- 
iliary and  their  guests  at  the  November  meeting 
held  at  the  Houvenkopf  Country  Club  in  Mah- 
wah,  New  Jersey.  Mrs.  John  C.  Dingman, 
president,  presided.  Mrs.  S.  W.  S.  Toms,  chair- 
man of  public  relations  committee  for  the  New 
York  State  Auxiliary,  gave  a report  of  the  state 
board  meeting  held  at  Saratoga.  After  the 
meeting  a social  hour  was  enjoyed. 

Saratoga  County 

On  November  21  Mrs.  G.  Scott  Towne,  presi- 
dent of  the  State  Auxiliary,  and  Mrs.  Thomas 
Bullard,  chairman  of  State  organization,  organ- 
ized the  Montgomery  County  Auxiliary  at 
Gloversville. 

The  Saratoga  County  Auxiliary  planned  to  hold 
a Health  Institute  early  in  December  under  the 
direction  of  Miss  Marian  Laird,  executive  secre- 
tary of  the  Tuberculosis  and  Public  Health 
Association. 


flforry  Cijrtatmaa! 
trappy  Hear! 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


A Textbook  of  Occupational  Diseases  of  the 
Skin.  By  Louis  Schwartz,  M.D.,  and  Louis 
Tulipan,  M.D.  Octavo  of  799  pages,  illustrated. 
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Standardized.  By  William  E.  Robertson,  M.D., 
and  Harold  F.  Robertson,  M.B.  Duodecimo  of 
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McLellan,  M.D.  Octavo  of  197  pages,  illus- 
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Cloth,  $4. 

A Synopsis  of  Surgical  Anatomy.  By  Alex- 
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230  pages,  illustrated.  Baltimore,  Williams  & 
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Octavo  of  1,165  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $12.50 
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Physiological  Chemistry.  A Textbook  for 
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trated. Baltimore,  Williams  & Wilkins  Co., 
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1,303  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  with  thumb  index, 
$7.50. 

Obstetrical  Practice.  By  Alfred  C.  Beck, 
M.D.  Second  edition.  Quarto  of  858  pages, 
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1939.  Cloth,  $7. 

Handbook  of  Bacteriology.  For  Students  and 
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for  Pupil  Midwives.  By  Sir  Comyns  Berkeley, 
M.D.  Third  edition.  Octavo  of  166  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $3. 

Textbook  of  Nervous  Diseases.  By  Robert 
Bing.  Fifth  edition.  Quarto  of  838  pages,  il- 
lustrated. St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $10. 

Psychobiology  and  Psychiatry.  A Textbook 
of  Normal  and  Abnormal  Human  Behavior. 
By  Wendell  Muncie,  M.D.  Octavo  of  739 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1939.  Cloth,  $8. 

Synopsis  of  Pediatrics.  By  John  Zahorsky, 
M.D.,  assisted  by  T.  S.  Zahorsky,  M.D.  Third 
edition.  Duodecimo  of  430  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $4. 


REVIEWED 


The  School  Health  Program.  By  C.-E.  A. 
Winslow.  Octavo  of  120  pages.  New  York, 
The  Regents’  Inquiry  (McGraw-Hill  Book  Co., 
Inc.),  1938.  Cloth,  $1.50. 

This  comprehensive  and  searching  inquiry  into 
the  New  York  State  school  health  program  will 
be  of  extreme  interest  to  all  concerned  with  the 
health  and  welfare  of  the  school  child,  whether 
they  be  classroom  teachers,  health  educators,  or 
members  of  the  medical  profession. 

The  survey  covered  five  major  divisions  of 
health  in  its  widest  sense — school  sanitation, 
mental  hygiene,  health  instruction,  physical 
education,  and  health  services.  Sampling  sur- 
veys were  made  in  various  picked  communities 
that  included  some  of  the  best  and  some  of  the 
worst  conditions  to  be  found.  The  health  service 


aspect  seems  to  be  the  least  effective  of  any  of 
the  phases  studied. 

Recommendations  are  made  to  correlate  the 
educative  and  health  fields  to  provide  a program 
culminating  in  sound  mental,  emotional,  and 
social  health  in  the  student.  Facilities  for  more 
comprehensive  health  examinations  are  needed, 
as  well  as  the  integration  of  school  hygiene  into 
the  program.  A Bureau  of  Health  Education 
as  an  integral  part  of  the  State  Education  De- 
partment seems  indicated,  with  correlation  and 
desirable  technical  assistance  to  be  obtained 
by  inviting  the  State  Department  of  Health  and 
the  State  Department  of  Mental  Hygiene  to 
participate. 

Mark  J.  Wallfield 
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The  Medical  Applications  of  the  Short-Wave 
Current.  By  William  Bierman,  M.D.  Octavo 
of  379  pages,  illustrated.  Baltimore,  William 
Wood  & Co.,  1938.  Cloth,  $5. 

Although  the  literature  on  short-wave  therapy 
is  now  extensive,  there  is  need  for  just  such  a 
book  as  is  here  presented.  A clear  exposition  of 
the  underlying  physical  principles,  uncolored  by 
any  convenient  distortions  is  most  acceptable. 
A complete  review  and  evaluation  of  the  work 
previously  done  in  the  field  of  short-wave 
therapy  is  given,  to  which  the  authors  have  added 
their  own  observations  and  suggestions.  The 
book  actually  constitutes  a complete  course  in 
short-wave  therapy,  and  to  obtain  its  fullest 
value  it  must  be  read  through  from  cover  to 
cover.  The  logical  order  of  the  text,  which  is 
well  written  and  clearly  printed  and  illustrated, 
facilitates  such  a study. 

Jerome  Weiss 

Health,  Hygiene  and  Hooey.  By  W.  W. 
Bauer,  M.D.  Octavo  of  322  pages.  Indian- 
apolis, The  Bobbs-Merrill  Co.,  1938.  Cloth, 
$2.50. 

Surely  this  book  deserves  a place  among  the 
best  sellers  for  popular  reading.  In  this  day  and 
age  of  high-pressure  radio  salesmanship  of  drugs, 
tooth  pastes,  health  gadgets,  and  misinformed, 
fear-producing  health  “facts,”  not  to  mention 
special  health  magazines  and  news  items,  it  is 
welcome  to  have  a counterirritant  in  the  form 
of  Dr.  Bauer’s  publication. 

Paragraphs  ad  lib  start  off  with  a mirth-pro- 
voking, catchy  sentence  to  be  followed  by  good, 
sound  medical  horse  sense.  Certainly  Dr.  Bauer 
debunks  many  of  the  popular  health  miscon- 
ceptions. 

Physicians  might  well  read  this  volume,  not 
only  to  get  a good  laugh,  but  to  fortify  their 
arguments  as  they  try  to  break  down  the  medical 
fallacies  of  their  patients  and  the  general  com- 
munity. 

A.  E.  Shipley 


Emotional  Problems  in  Children.  Technical 
Approaches  Used  in  Their  Study  and  Treatment. 
By  J.  Louise  Despert,  M.D.  Octavo  of  128 
pages.  Utica,  State  Hospitals  Press,  1938. 
Cloth,  $1.50. 

The  purpose  of  this  book  is  to  provide  special 
technics  for  the  study  of  emotional  problems 
in  children.  The  contents  are  divided  into  six 
portions,  of  which  the  first  five  are  devoted  to 
a presentation  of  specific  technical  approaches, 
and  the  sixth  and  final  part  to  a correlation  of 
the  previous  data  plus  an  evaluation  of  the 
methods  outlined.  The  material  used  is  from 
the  Psychiatric  Institute  and  Hospital,  New  York 
State. 

Part  I is  devoted  to  “The  Story,”  as  a form  of 
verbalized  fantasy.  In  this  study,  careful 
analysis  is  made  of  three  types  of  stories.  Part 
II  is  concerned  with  the  use  of  a knife  under 
specific  conditions.  In  Part  III  use  is  made  of 
drawing  in  two  groups  of  children,  one  psychotic, 
the  other  neurotic,  including  behavior  problems 
of  children.  Part  IV  is  concerned  wkk  collec- 
tive fantasy.  In  Part  V pstf  *i£  made?  pf  tfte  , 
playroom.  \ 


In  the  final  portion  of  the  work  the  author  de- 
scribes the  procedure  at  the  Psychiatric  In- 
stitute and  the  study  of  a child  from  the  moment 
of  entrance  to  the  final  disposition  of  the  situa- 
tion. It  is  her  impression  that  the  problem  of 
aggressiveness  in  children  and  its  sublimation 
may  be  one  of  the  most  important  to  solve. 
There  is  an  excellent  reference  list  arranged  by 
parts  at  the  conclusion  of  the  work. 

Stanley  S.  Lamm 

The  Scientist  in  Action.  A Scientific  Study 
of  His  Methods.  By  William  H.  George,  M.Sc. 
Octavo  of  354  pages.  New  York,  Emerson 
Books,  Inc.,  1938.  Cloth,  $3.00. 

This  publication  is  a view  of  the  author’s 
philosophy  of  science.  To  those  who  are  pri- 
marily interested  in  the  mental  motivation  of 
research,  it  should  prove  of  interest.  To  those 
who  must  face  the  actualities  of  laboratory  prac- 
tice without  inquiring  into  their  own  urge  for 
investigation,  the  reviewer  has  his  doubts. 

G.  B.  Ray 

Cancer.  Its  Diagnosis  and  Treatment.  By 

Max  Cutler,  M.D.,  and  Franz  Buschke,  M.D. 
Quarto  of  757  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1938.  Cloth,  $10. 

The  special  purpose  of  this  work  is  to  make 
accessible  to  the  reader  a critical  evaluation  of 
the  pertinent  facts  in  the  diagnosis,  prognosis, 
and  treatment  of  cancer  as  gleaned  from  the 
literature  and  reviewed  in  the  light  of  our  own 
experience. 

There  are  42  chapters,  a bibliography,  a name 
index,  and  a subject  index,  totaling  some  757 
pages.  It  is  well  illustrated.  All  in  all  it  is  a 
reasonably  good  reference  work. 

However,  it  does  not  lessen  the  confusion, 
perplexity  and  bewilderment  as  noted  by  the 
authors  in  their  preface — the  clarification  of 
which  was  another  purpose  of  the  work. 

It  may  be  of  some  value  to  the  general  prac- 
titioner, but  has  very  little  to  offer  the  specialist 
except  as  a reference  work. 

John  J.  Gainey 

A Manual  of  Fractures  and  Dislocations.  By 

Barbara  B.  Stimson,  M.D.  Duodecimo  of  214 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1939.  Cloth,  $2.75. 

As  stated  by  the  authoress  in  her  preface,  this 
handbook  is  intended  primarily  for  medical 
students. 

The  work  is  an  excellent  introduction  to  the 
study  of  fractures;  it  contains  a wealth  of  ma- 
terial for  so  small  a volume.  The  content,  for 
the  most  part,  is  not  controversial.  Modern 
thought  concerning  the  pathology,  diagnosis, 
and  treatment  of  fractures  of  all  types,  except 
skull  fractures,  which  are  not  mentioned,  is  well 
epitomized. 

Deserving  of  special  commendation  are  the 
preliminary  chapters  dealing  with  general  con- 
siderations of  classification  and  diagnosis,  bone 
repair,  principles  of  treatment,  and  details  of 
technic  in  treatment.  These  well  merit  careful 
stqdy  rby  all  who  treat  fractures,  experts  in 
tniumatje  surgery  included. 

‘ M.  E.  Ross 
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Eliot,  Ellsworth,  Jr.,  A Tribute  to,  5 

Emerson,  Haven  (quoted) : See  Compelling  Testimony 
Epilepsy,  An  Anticonvulsant  for,  1338 
Equal  Standards  for  All  {licensing  foreign  physicians) , 
662 

Equine  Encephalomyelitis,  Human,  1450 

Familiar  Complaints  {Regents’  inquiry  into  school  health), 
192 

Farmers’  Mutual  Aid  Corporation:  See  Foregone  Failure 
First  Aid  at  Home,  2005 

Fordham  Law  Review:  See  Some  Legal  Facts 
Foregone  Failure  {Farmers’  Mutual  Aid  Corporation) , 
1526 

Foreign  Service  Officials:  See  Why  Special  Favors? 
Forensic  Medicine,  Need  for  an  Institute  of,  860 
Fight  Both  {Wagner  and  Boccia  bills),  859 

Gannett  Committee:  See  No  Political  Ties 
Gas  Gangrene,  Irradiation  for,  2008 
Geriatrics,  1337 

Giordano  Bill:  See  The  Legislative  Picture 
Glaucoma,  New  Drugs  for,  965 

Godfrey,  Edward  S.  (quoted):  See  Misuse  of  Tax  Funds 
Goldwater,  S.  S.:  See  Doctors  Agree 
Gray,  Frank  (quoted) : See  Strictly  Limited 
Groat,  William  A.,  862 

Hanley-Mailler  Bill:  See  Support  the  Lien  Act;  The 
Legislative  Picture 
Hay  Fever,  Oral  Treatment  of,  1171 

Health  Insurance:  See  A Better  Approach;  In  a Nut- 
shell; Legislative  Balance;  Many-Sided  Truth; 
Medicine  Looks  Ahead;  Monopoly  by  the  Inferior; 
No  Political  Ties;  On  the  Witness  Stand;  Some  Legal 
Facts;  The  Better  Way;  The  Right  Road 
Health  News:  See  Misuse  of  Tax  Funds 
Herpes  from  Vitamin  Bi,  403 

Heyd,  Chas.  Gordon  (quoted):  See  Compelling  Testi- 
mony; Monopoly  by  the  Inferior 
Hoarseness,  Significance  of,  7 

In  a Nutshell  {Dr.  Mattingly  on  organized  medicine),  102 
Inescapable  Facts  {osteopathy  bill),  770 
Infant  Mortality,  Premature,  1450 
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Is  This  Justice?  ( Department  of  Justice's  conduct),  1707 

Legislative  Balance  ( medical  legislation,  1939),  1260 
Legislative  Picture  ( medical  bills),  964 
Leland,  G.  (quoted):  See  Compelling  Testimony 
Licensing  Foreign  Physicians:  See  Equal  Standards  for 
All;  Privilege  Not  Right 

Maddock,  Walter:  See  Foregone  Failure 
Mailler  Commission:  See  A Better  Approach 
Many-Sided  Truth  (“ The  British  experience"),  2 
Marasmus,  Cortical  Extract  in,  771 
Martland,  H.  S.:  See  Forensic  Medicine 
Mattingly,  Thomas  E.:  See  In  a Nutshell 
Medical  Literature,  The  Mess  of  (Lancet  editorial),  2007 
Medicine  Looks  Ahead  ( state  and  city  health-insurance 
Programs),  102 

Military  Medicine  {in  Germany),  1899 
Milmoe  Bill:  See  Inescapable  Facts;  Osteopathy’s 

Limits;  The  Legislative  Picture 
Misuse  of  Tax  Funds  ( Health  News),  2337 
Monopoly  by  the  Inferior  {Dr.  Heyd  on  compulsory 
health  insurance),  300 
My  Doctor  {vs.  panel  doctor),  1167 

National  Health  Bill:  See  under  Wagner  Bill;  Health 
Insurance 

National  Health  Program:  See  A Deliberate  Foul 
National  Health  Survey:  See  A Different  Kind  of  Sur- 
vey; Compelling  Testimony;  Weak  Foundation 
Neuropsychiatry,  Forensic,  194 

New  York  State  Temporary  Commission  to  Formulate 
a Health  Program:  See  Doctors  Agree 
No  Political  Ties  {organized  medicine  and  Gannett  Com- 
mittee), 963 

On  the  Witness  Stand  (compulsory  health  insurance),  194 
Orange  Juice  and  Calcium  Metabolism,  1902 
Orr,  D.  W.,  and  Jean,  W.:  See  Many-Sided  Truth 
Osteopathy’s  Limits,  661 

Pancreatic  Function,  1820 

Physicians  in  New  York  State,  Distribution  of,  196 
Piper  Bill:  See  Legislative  Balance;  Legislative  Picture; 

The  Better  Way;  The  Right  Road 
Plumbism  and  Vitamin  C,  2157 
Pneumococcus  Antigen  as  Prophylactic,  664 
Premature  Claims  {United  States  Public  Health  Reports), 
1900 

Privilege  Not  Right  {licensing  foreign  physicians),  1449 

Quarterly  Bulletin:  See  With  Pardonable  Pride 

Raw  Milk  Dangerous,  1708 
Regents’  Inquiry:  See  Familiar  Complaints 
Rochester  Community,  A Service  to,  105 
Roentgenology,  Progress  in,  1639 
Rypins,  Harold,  1709 


Sadlier,  James  E.,  2005 
Salutatory,  1 

School  Health  Program  {New  York  State) : See  Familiar 
Complaints 

Serum  Sickness  Preventable,  1640 
Smallpox  Scares,  1259 
Smallpox:  See  Sulfanilamide 

Some  Legal  Facts  {monopoly  suit  against  A.M.A.),  402 
Stammering  and  Allergy,  492 
Static  Spark,  Prevention  of,  1711 

Stick  to  the  Charge  {Supreme  Court  and  A.M.A.  case), 
2082 

Stock-Taking  Time  {Annual  Meeting),  769 

Strictly  Limited  {state  medicine  in  Great  Britain),  1638 

Sugar  Metabolism  with  Vitamin  Bi,  965 

Sulfanilamide:  See  And  Still  They  Come 

Sulfanilamide  in  Smallpox,  1262 

Sulfanilamide,  Symptoms  Marked  by,  1819 

Sulfapyridine,  404 

Sulfapyridine  in  Pneumonia,  1710 

Sulfapyridine  Therapy,  1527 

Support  the  Lien  Act  {Hanley- Mailler) , 401 

Suprarenal  Cortex,  104 

Syphilis,  Overtreatment  in,  2084 

The  A.M.A.  and  Court  Action,  1526 
The  A.M.A.  Wins  {antitrust  indictment  dismissed) , 1637 
The  American  Way  {A.M.A.  Health  Program),  2155 
The  American  Way  {A.M.A.  Health  Program),  2335 
The  Better  Way  {voluntary  cash  indemnity  insurance) , 
489 

The  Right  Road  (Piper-Hampton  Law),  1336 
Threat  to  Health  {laxatives),  1056 
To  Die  of  Improvements  {Wagner  Bill),  1055 
Townsend,  Terry  M.,  865 

Townsend,  Terry  M.  (quoted):  See  Premature  Claims 
Trichiniasis,  Unrecognized,  High  Incidence  of,  301 

Undulant  Fever,  1170 

Van  Etten,  Nathan  B.,  A Tribute  to,  4 

Van  Etten,  Nathan  B.  (quoted):  See  The  American  Way 

Wagner  Health  Bill,  659:  See  also  A Better  Approach; 
Compelling  Testimony;  Fight  Both;  The  American 
Way;  The  Legislative  Picture;  To  Die  of  Improvements; 
Weak  Foundation 

Walch,  J.  Weston:  See  On  The  Witness  Stand 
Weak  Foundation  {National  Health  Survey),  1167 
With  Pardonable  Pride  (1938  Vital  Statistics),  2339. 
“Who  Dunnit?”  {mortality  in  New  York  State),  2081 
Whooping  Cough,  Ascorbic  Acid  in,  771 
Why  Cults?,  2338 

Why  Special  Favors?  {free  medical  care;  foreign  service 
employees) , 1525 

Williamson  S.:  See  The  Legislative  Picture 

Winslow,  C.  E.  A.:  See  Familiar  Complaints 
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Absence  of  Physician  at  Beginning  of  Delivery,  1993 
Advertising  by  Professional  Men,  1514 
Alleged  Improper  Administration  of  Barbiturates,  2230 
Alleged  Malpractice  in  Delivery  Case,  1333 
Anesthesia  Death,  955 
Broken  Anesthesia  Needle,  94 
Burn  Sustained  During  Operation,  1893 
Cancer  Cure — Responsibility  of  Physician  and  Hospital, 
92 

Case  Ignited  by  Cautery,  1703 
Claim  of  Malpractice  in  an  Obstetric  Case,  954 
Claimed  Burn  Following  Treatment  of  Acne,  756 
Claimed  Injury  to  Eyes,  1893 
Death  Action — Measure  of  Damages,  1892 
Death  During  Incision  and  Drainage  of  Abscess,  1333 
Evidence  in  Will  Contest — Confidential  Communica- 
tions, 1332 

Expert  Testimony — Osteopathic  Physician  as  Witness, 
1703 


Insurance — Permanent  Disability,  1993 

Licensing  of  Foreign  Physicians,  752 

Malpractice — Bad  Result  Not  Proof  of  Negligence,  1045 

Malpractice — Expert  Testimony  Required,  953 

Malpractice — Failure  of  Proof  in  Fracture  Case,  290 

Malpractice — Plaintiff’s  Burden  of  Proof,  2229 

Operation  Upon  Breasts,  1703 

Physicians  and  Surgeons — Fee  for  Professional  Services, 
391 

Physician’s  Fee,  A.,  851 

Practice  of  Medicine  by  Chiropractor,  177 

Removal  of  Scar  by  Plastic  Surgery,  180 

Removal  of  Superfluous  Hairs,  392 

Treatment  of  Injury  to  Hand,  755 

Treatment  of  Obesity,  481 

Treatment  of  Pott’s  Fracture,  392 

Unlicensed  Practitioner  of  Medicine  on  Trial  for  Man- 
slaughter, An,  479 
X-ray  Treatment  of  Psoriasis,  179 


Scientific  Articles 


Abdomen,  Atypical  Surgical  [Frieberg  and  Siegel]  1646 
Abortion,  Incomplete,  Complicated  by  Fever  [Studdi- 
ford]  1274 

Abscess,  Pelvic,  Syndrome  of  Retroperitoneal  [Ingegno 
and  Spitz]  794 

Adenoma,  Fetal:  See  Thyroid,  Substernal 
Aftercoming  Head  in  Obstetrics  [Lowrie]  1655 


Afterpains  [Blakely]  411 
Agranulocytosis:  See  Sulfanilamide 
Allergic  Manifestations:  See  Nervous  System 
Allergy:  See  Histaminase 
Antitoxin:  See  Meningitis 

Amenorrhea  and  Sterility — X-ray  Treatment  with  Sub- 
sequent Birth  of  Normal  Children  [Kaplan]  1380 
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Anatomicoradiographic : See  Spine 

Anemia  and  Digestive  Diseases  in  Children,  Relation  Be- 
tween [Kugelmass]  2202 
Anemia,  Problem  of  [Allen]  1861 

Anesthesia,  Intravenous,  An  Evaluation  of  [Tovell  and 
Garofalo]  2026 

Anesthesia  Problems  in  Small  Communities  [Wells]  816 
Anesthetics:  See  Surgery,  Thoracic 

Anoxemia — A Plea  on  Behalf  of  the  Anoxemic  Patient 
[Evans]  709 

Anxiety:  See  Hyperthyroidism 
Aorta,  Coarctation  of  [Ingham]  1865 
Appendicitis,  Chronic,  in  Children  [Denneen]  1392 
Arthritis,  Chronic,  Circulation  of  the  Joints  of  [Ghormley 
and  Silverglade]  1489 

Arthritis,  Chronic:  Differential  Diagnosis  and  Special 

Treatment  Methods — Medical,  Orthopedic,  Physical 
Therapy  [Wyatt,  Thompson,  and  Francis]  2037 
Arthritis,  Chronic,  Role  of  Posture  in  [Jordan]  1823 
Arthritis,  Chronic,  Surgical  Treatment  of  [Selig]  2114 
Arthrodesis  in  Charcot’s  Knees  [McCauley]  2132 
Arthroplasty,  Present  Status  of  [Albee]  2118 
Avertin:  See  Surgery,  Thoracic 

Azotemia,  Experimental,  Liver  in  [Cytronberg]  1316 
Azotemia,  Prerenal,  in  Digestive  Tract  Disease,  Clinical 
Significance  of  [Rafsky  and  Weingarten]  1086 

Bacillen  Emulsion,  Koch’s:  See  Tuberculosis 
Back:  See  also  Spine 

Back — Industrial  Low  Back  from  the  Orthopedic  Stand- 
point [Kleinberg]  1725 

Backache,  Neurologic  Aspects  of  [Friedman]  1734 
Bacteriophages,  Therapeutic  Use  of,  Particularly  in 
Sepsis  [MacNeal]  451 
Bartholinitis,  Hemorrhagic  [Harris]  2289 
Belladonna,  Bulgarian:  See  Encephalitis,  Chronic 
Benzedrine  Sulfate  Therapy — Present  Status  [Reifen- 
stein  and  Davidoff]  42 
Beriberi  [Berger]  2285 

Birth  of  Normal  Children:  See  Amenorrhea  and  Sterility 
B.  Lignieri:  See  Microorganism 

Bladder,  Carcinoma  of — Open  Surgical  Treatment 
[Harris]  1603 

Blood  Culture:  See  Pneumonia,  Lobar 
Bowen’s  Disease,  Malignant  Manifestations  of  [Stout] 
801 

Brain  Injuries — Doctors,  Lawyers,  and  Injured  Brains 
[Sands]  2161 
Breast:  See  Cancer 
Bromide  Intoxication  [Odell]  1398 

Bronchoscopy — Discussion  of  Some  Problems  [Bozer] 
1852 

Bursas:  See  Tuberculosis 

Calcification,  Intracerebral,  Multiple  Areas  of  [Mc- 
Kendree,  Wortis,  and  Soltz]  495 
Calculi,  Ureteral — A Review  of  350  Cases  [Higgins]  2085 
Calmette’s  B.  C.  G.:  See  Tuberculosis 
Cancer:  See  also  Cardia 

Cancer  of  the  Breast,  Value  of  Irradiation  in  [Hoffman] 
1481 

Cancer  Survey,  New  York  State  Legislative  Commis- 
sion, Summary  of  Report  of  [Levin  and  Ferguson]  725 
Carcinoma:  See  also  Bladder 

Carcinoma,  Jejunal — Report  of  Case  [Jetter]  1614 
Carcinoma  of  the  Rectum  and  Colon — Early  Diagnosis 
and  Treatment  [Yeomans]  439 
Carcinoma,  Primary,  of  the  Rectum,  Extrarectal  Meta- 
static Malignancy  Simulating  [Bacon]  2267 
Cardia,  Cancer  of,  Roentgenographically  Considered 
[Stewart  and  Illick]  1685 

Cardiac  Emergencies,  Recognition  and  Treatment  of 
[Reifenstein]  1339 

Caries,  Dental,  and  Diet  [Bunting]  18 
Carotene:  See  Vitamin  A 
Carrier:  See  Typhoid 
Caseous  Vaccine:  See  Tuberculosis 
Cerebral  Emergencies,  Acute  [Perkins]  1949 
Cervical  Plexus  Block  [Wertheim  and  Rosenstine]  1311 
Cesarian  Section — Its  Relation  to  Maternal  Mortality 
[Titus]  1173 

Chancroid — Comparative  Study  of  the  Ito  Test  Made 
with  Three  Vaccines  [Saunders,  Canizares,  and  Reider] 
447 

Chancroid,  Sulfanilamide  in  the  Treatment  of  [Kornblith, 
Jacoby,  and  Wishengrad]  364 
Charcot’s  Knees:  See  Arthrodesis 

Children:  See  Anemia  and  Digestive  Diseases;  Appendi- 
citis; Communicable  Diseases;  Gonococcis  Infections; 
Malignancies  in;  Malignant  Tumors  in;  Prophylactic 
Exercises;  Urinary  Infections 
Chondritis:  See  Osteomyelitis 
Circulation:  See  Arthritis;  Pericarditis 
Cirrhosis,  Pigment — Rate  of  Occurrence  and  Difficulties 
in  Diagnosis  [Lisa  and  Hart]  521 
Clamp  Method:  See  Hysterectomy 


Colon:  See  also  Carcinoma 

Colon,  Surgical  Treatment  of  Diseases  of  [Jones]  60 
Communicable  Diseases  and  the  School  [Stebbins]  2174 
Compensation:  See  Eye  Injuries;  Weil’s  Disease 
Constitutions  and  Situations  [Wile]  884 
Convulsions,  Induced,  Physiologic  Observations  Follow- 
ing [Orenstein]  1921 

Coronary  Occlusion  in  Young  Adults — Review  of  Litera- 
ture with  Report  of  Case  Aged  26  [Ferguson  and  Lock- 
wood]  1618 

Coronary  Artery  Occlusion,  Prevalence  of  [Master, 
Jaffe,  and  Dack]  1937 

Coronary  Thrombosis,  Radiologic  Diagnosis  of — A New 
Approach  [Berk]  672 
Cyclopropane:  See  Surgery,  Thoracic 
Cystitis  Emphysematosa  Treated  with  Sulfanilamide 
[Wilhelm]  2054 

Depressions,  Mild,  Cared  for  by  the  Family  Doctor 
[Adamson]  1941 

Dermatitis,  Bracelet  [Levin  and  Behrman]  1877 
Dermatophytosis,  Treatment  of,  with  Trichophytin, 
Convalescent  or  Immune  Serum  and  Vaccines  [Traub 
and  Tolmach]  305 
Diabetes:  See  also  Tonsillectomy 

Diabetes,  Diagnosis  and  Treatment  of — Use  of  Protamine 
Zinc  Insulin  [Allan]  1924 
Diabetes,  Relation  of,  to  Surgery  [Abell]  13 
Diabetics,  Dispensary  [Terry  and  Folk]  1768 
Diabetic  Experiments  [Allen]  2274 

Diarrhea,  Epidemic,  of  the  Newborn  [Frant  and  Abram- 
son] 784 

Diarrheal  Diseases — Report  of  Findings  in  220  Consecu- 
tive Cases  [Fradkin]  1578 

Diathermy,  Short  Wave,  Medical  [Coulter  and  Osborne] 
699 

Digestive  Diseases:  See  Anemia 
Digestive  Tract  Disease:  See  Azotemia,  Prerenal 
Diphtheria  of  the  Pleura  [Davies]  1084 
Diverticulitis,  Colonic,  Treatment  of  [Jones]  1846 
Duct  Stone:  See  Typhoid 

Dyes,  Commercial  and  Purified:  See  Sensitization 
Dysentery,  Bacillary,  Newer  Concepts  of,  and  Other 
Types  of  Intestinal  Infection  [Felsen]  1562 

Electrocardiography,  Values  and  Limitations  of  [Tar- 
nower]  1108 

Electrolysis — Surgical  Procedure  [Cipollaro]  1475 
Electrophoresis:  See  Hay  Fever 

Encephalitis,  Acute,  Treatment  of,  by  the  Intravenous 
Injection  of  Hypotonic  Salt  Solution  [Retan]  1774 
Encephalitis,  Chronic,  Bulgarian  Belladonna  Treatment 
of  [Neal]  1875 

Encephalitis,  Otogenous  Nonsuppurative — A Clinical 
Entity  [Atkinson]  994 

Enteritis,  Cicatrizing — A Neglected  Entity  in  Abdominal 
Pain  and  a Common  Disease  [Cutler]  328 
Epidemiology:  See  Gonococcic  Infections 
Epididymitis  and  Epididymo-Orchitis,  Industrial  [Slot- 
kin]  1096 

Epithelioma:  See  Tonsil 

Erythrocyte  Sedimentation  Test,  Microsedimeter  for 
[Vollmer]  1583 

Erythrocyte  Sedimentation  Test — Observations  on 
Sedimentation  Rates  and  Leukocyte  Changes  in  103 
Hospital  Cases  (Gregg  and  Allen]  2192 
Estrogen  Therapy,  Indications  for  [Geist  and  Salmon] 
1759 

Evipal:  See  Surgery,  Thoracic 

Eye  Injuries,  Compensation  for — Its  Past,  Present,  and 
Future  in  New  York  State  [Snell]  1531 
Eyelids,  Treatment  of  Tumors  of,  by  Surgery  [Wheeler] 
870 

Fractures  of  the  Radius  or  Ulna — Lower  Fifth — in 
Adolescence  [McKenna]  692 

Gallbladder  Disease — Optimum  Time  for  Operation 
[Prince]  516 

Gas-Oxygen,  Regional  and  Local:  See  Surgery,  Thoracic 
Gaucher’s  Disease — Brief  Review  of  the  Disease  with 
Report  of  a Case  in  a Male  [Schleussner  and  Schnee] 
1665 

Gonococcic  Infections  in  Children,  Practical  Epidemiol- 
ogy of  [Rosenthal  and  Weinstein]  718 

Hay  Fever,  Treatment  of,  Coseasonally  by  Electrophore- 
sis of  Active  Constituent  of  Ragweed  Extract — Pre- 
liminary Report  [Abramson]  1611 
Head  Injuries  [King]  1369 
Head  Injury  Mortality  [Geib]  1832 
Heart  Disease  and  Pregnancy  [Tilgham]  248 
Hemorrhoids,  Limitations  of  the  Injection  Treatment  of 
[Manheim  and  Druckerman]  1473 
Herniations  of  the  Nucleus  Pulposus  and  Hypertrophied 
Ligamenta  Flava  [Bosworth  and  Hare]  1739 
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Histaminase  in  the  Treatment  of  Physical  (Heat) 
Allergy  and  Some  Other  Conditions — Report  of  5 Cases 
[Vaisberg]  2199 

Hoarseness,  Significance  of  [Negus]  9 

Hormone  Medications,  Intense,  Social  and  Asocial  Ac- 
companiments of  [Liss]  875 

Hyperthyroidism,  Anxiety  in  Relation  to  [Beck]  1453 
Hyperthyroidism,  Kidney  Function  in  [Bartels]  117 
Hyperthyroidism,  Surgery  in  [Lahey]  108 
Hysterectomy:  See  also  Panhysterectomy 
Hysterectomy,  Vaginal,  Experiences  with,  by  Clamp 
Method  [Potter]  1962 

Impetigo  Contagiosa  Complicated  by  Acute  Nephritis 
[Silvers]  1093 

Industrial  Medical  Work,  Influence  of,  on  General  Health 
and  Medical  Science  [Sayers  and  Jones]  1005 
Industrial  Medicine,  Relationship  of,  to  Private  Practice 
[Selby]  896 

Infancy  and  Childhood:  See  Malignancies 
Infant  Welfare,  A Study  of,  in  St.  Lawrence  County  in 
1935  [Sayer]  314 

Injection  Treatment:  See  Hemorrhoids 
Insulin,  Protamine  Zinc:  See  Diabetes 
Insurance:  See  Neurotics 

Intussusception  [Mendelson  and  Sherman]  1353 
Iodized  Oil:  See  Pneumothorax,  Spontaneous 
Irradiation:  See  Cancer  of  the  Breast 
I to  Test:  See  Chancroid 

Jejunum:  See  Carcinoma 
Joints:  See  Arthritis 

Kidney  Function:  See  Hyperthyroidism 
Kidney,  Subacute  Blood  Stream  Infections  of — Diagnosis 
and  Management  of  [Montgomery  and  Cabot]  818 
Kidney  Tumors — Some  Causes  of  Poor  End  Results 
[Mintz  and  Gaul]  1405 

Laughlen  Test:  See  Syphilis 
Leprosy  [Ide],  2290 

Leukocyte  Changes:  See  Erythrocyte  Sedimentation 

Test 

Ligamenta  Flava:  See  Herniations 

Lymphogranuloma  Venereum,  Systemic  Manifestations 
of,  with  Illustrative  Case  Reports  [Gutman]  1420 

Maggot  Therapy:  See  Osteomyelitis,  Chronic 
Malignancies  in  Infancy  and  Childhood — A Clinico- 
pathologic  Survey  of  64  Consecutive  Cases  [Scotti] 
1188 

Malignant  Tumors  in  Children  [Kellert]  2259 
Mastoiditis:  See  Sulfanilamide  Therapy 
Maternal  Deaths,  Prevention  of  [Gordon]  535 
Maternal  Mortality:  See  also  Cesarian  Section 
Maternal  Mortality  [Siegel]  775 

Measles,  Fatal  Prodromal  [Homrighouse  and  McKee] 
1934 

Mediastinum:  See  Tumors 

Meningeal  Tuberculosis:  See  Tryptophan  Reaction 
Meningitis,  Meningococcic,  Treatment  of  a Case  with 
Meningococcic  Antitoxin  [Tunick  and  Goldbloom]  1608 
Meningococcemia,  Chronic — Report  of  a Case  [Fried- 
man and  Buchanan]  1662 

Microorganism,  Unidentified,  Resembling  B.  Lignieri 
and  Past.  Pseudotuberculosis , and  Pathogenic  for  Man 
[Schleifstein  and  Coleman]  1749 
Microsedimeter:  See  Erythrocyte  Sedimentation  Test 
Muscle  Balance:  See  Obstetric  Paralysis 

Nasal  Septum,  Gumma  of  [Coleman]  2288 
Nephritis,  Acute:  See  Impetigo  Contagiosa 
Nervous  Health  and  Disease:  See  Vitamins 
Nervous  System:  See  also  Syphilis 

Nervous  System,  Central,  Allergic  Manifestations  in 
[Clarke]  1498 

Nervous  System,  Studies  in  Water  Metabolism  in  Rela- 
tion to  [Bellows]  1470 
Neurologic  Care  [Perkins]  1296 

Neurologic  Conditions,  Physical  Measures  in  the  Treat- 
ment of  [Kovacs]  917 

Neurologic  Practice,  Tonics  and  Sedatives  in  [Howe]  31 
Neuropsychiatry,  Forensic  [Keschner]  218 
Neurosyphilis,  Asymptomatic  [O’Leary]  1303 
Neurotics,  Insured,  Prognosis  of — A Study  of  1,000 
Disability  Insurance  Claims  [Denker]  238 
Newborn:  See  Diarrhea 
Nucleus  Pulposus:  See  Herniations 

Obstetric  Complications  in  Relation  to  the  General 
Practitioner  [Schumann]  2178 
Obstetric  Paralysis,  Restoration  of  Muscle  Balance  in 
Treatment  of  [L’Episcopo]  357 
Obstetrics:  See  Aftercoming  Head 
Orthopedics:  See  Back 
Osteomyelitis,  Acute  [Harris]  1554 


Osteomyelitis,  Chronic,  the  Rationale  and  Results  of 
Maggot  Therapy  in  [Buchman]  1540 
Osteomyelitis,  Typhoid,  and  Chondritis  [Ritter  and 
Bochner]  877 

Otitis  Media,  Acute:  See  Sulfanilamide  Therapy 
Otolaryngologic  Conditions,  Drug  Therapy  in  [Almour] 
128 

Otology — Some  Unusual  Conditions  Met  by  the  Otologist 
[Carroll]  2110 

Oxygen-Want  in  Pilots  Flying  at  12,000  Feet  Altitudes 
[Barach]  121 

Palate,  Soft,  Mixed  Tumors  of  [Liggett]  1976 
Panhysterectomy,  A Study  Based  on  2,773  Consecutive 
Hysterectomies  [McDonald]  503 
Para-Aminobenzenesulphonamido  Pyridine:  See  Pneu- 

monia, Type  III  Pneumococcus 
Paralysis,  Spastic,  Surgical  Treatment  of  [Chandler] 
338 

Paresis,  General,  Biologic  and  Serologic  Variants  Affect- 
ing the  Results  of  the  Treatment  of  [Pollack]  431 
Past.  Pseudotuberculosis:  See  Microorganism 
Patch  Test — An  Evaluation  of  Its  Possible  Dangers 
[Bechet]  829 

Periarteritis  Nodosa  [Appelbaum  and  Kalkstein]  2253 
Pericarditis,  Chronic  Constrictive — Measurement  of  the 
Circulation  Before  and  After  Resection  of  the  Peri- 
cardium [Stewart  and  Heuer]  2183 
Peripheral  Vascular  Diseases — Prognosis  and  Indications 
for  Treatment  [Collens  and  Wilensky]  1360 
Peritoneoscopy  [Sawyer]  2022 

Photosensitization,  Delayed,  of  the  Skin  Due  to  Sulfanil- 
amide [Wax]  723 

Phrenic  Nerve  Interruption:  See  Pneumothorax,  In- 

duced 

Physical  Measures:  See  Neurologic  Conditions 
Physical  Therapy:  See  also  Arthritis 

Physical  Therapy  in  Smaller  Hospitals — Its  Economic 
Implications  [Syracuse]  1387 
Physicians  in  New  York  State — A Study  of  the  Distribu- 
tion of  [Lawrence]  198 

Pilonidal  Sinus  and  Its  Treatment  [Silverman]  1598 
Placenta  Praevia,  Use  of  the  X-ray  in  the  Diagnosis  of 
[Beck  and  Light]  1678 

Plastic  Surgery,  Deformities  of  the  Ear  and  Nose  Treated 
by  [Cox]  1956 
Pleura:  See  Diphtheria 
Pneumococcus  III:  See  Pneumonia 
Pneumonia:  See  also  Sulfapyridine 

Pneumonia  in  Westchester  County  (New  York)  Health 
District,  1931-1935  [Lane]  225 
Pneumonia,  Lobar,  Blood  Culture — An  Aid  in  Deter- 
mining Type  in,  with  a Note  on  Sulfanilyl-Sulfanil- 
amide  in  Type  III  Lobar  Pneumonia  and  Septicemia 
[Millett  and  Roecker]  26 

Pneumonia,  Lobar,  Clinical  Experience  with  Sulfapyri- 
dine in  Treatment  of  [Levitt,  Levy,  and  Jaskiewicz] 
1916 

Pneumonia,  Lobar,  Treatment  of,  with  Sulfapyridine 
[Whittemore,  Royster,  and  Riedel]  540 
Pneumonia,  Type  III  Pneumococcus,  Treatment  of,  with 
Rabbit  Serum  and  Sulfanilamide  [Twiss  and  Garrett] 
345 

Pneumonia,  Type  III  Pneumococcus,  Effect  of  Para- 
Aminobenzenesulphonamido  Pyridine  in  Treatment 
[Lawrence]  22 

Pneumonia,  Type  III  Pneumococcus,  Treatment  of,  with 
Sulfanilamide  [Bennett,  Spitz,  and  Laughlin]  1722 
Pneumonia,  Types  V,  VII,  and  VIII  Pneumococcus, 
Treatment  of,  with  Rabbit  Antipneumococcus  Serum 
[Laughlin,  Bennett,  and  Spitz]  1713 
Pneumothorax,  Induced,  and  Phrenic  Nerve  Interrup- 
tion [Harwood]  1929 

Pneumothorax,  Spontaneous,  in  Asthmatic  Patient 
Treated  with  Iodized  Oil  [Fuchs]  791 
Postosteomyelitic  Scar:  See  Ulcers 

Postpuncture  Reactions — A Clinical  Study  [Davenport] 
1185 

Posture:  See  Arthritis 
Pregnancy:  See  also  Heart  Disease 

Pregnancy,  Advanced,  X-ray  Visualization  of  Soft  Tis- 
sues of  [Snow]  2050 

Proctology,  Preventive,  Responsibility  of  Physician  in 
[Buie]  232 

Prophylactic  Exercises  for  Children  [Weiss  and  Behrend] 
2044 

Prostatic  Obstruction  [Young]  2241 

Psychosomatic  Monism,  General  Reflection  on  [Jelliffe] 
1017 

Psychotherapy,  Nondogmatic  [Gallinek]  665 

Rabbit  Antipneumococcus  Serum:  See  Pneumonia 

Radiation  Therapy:  See  Thyroid 

Radiography : See  Spine 

Radius:  See  Fractures 

Ragweed  Extract:  See  Hay  Fever 
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Rectum:  See  Carcinoma 

Renal  Sympathectomy  [Ritter  and  Shifrin]  1587 
Resuscitation,  Clinical  Application  of  Studies  in  (Bran- 
ower]  2094 

Rheumatic  Patient,  Vaccine  Therapy  in  [Weiner]  1786 
Roentgen  Rays:  See  Placenta  Praevia;  Pregnancy 

Advanced 

Roentgen  Therapy:  See  also  Amenorrhea  and  Sterility; 

Cardia;  Thyroid  Disease;  Thyroid,  Substernal 
Roentgen  Therapy — Dosage  Specifications  in  X-ray 
Therapy  [Quimby]  509 

Sarcoid,  Boeck’s,  Report  of  a Case  of,  with  Constitutional 
Symptoms,  Eye,  Glandular,  Pulmonary,  and  Skin 
Lesions  [Frissel  and  Medl]  124 
Schizophrenia,  Problem  of,  and  Effects  of  Newer  Forms 
of  Treatment  [Pollack]  2100 
School:  See  also  Communicable  Diseases 
School  Program:  See  Tuberculin  Skin  Tests 
Sedimentation  Rate,  Rapid  Bedside  Test  for  Measuring 
[Goldberger]  867 

Sensitization  to  Simple  Chemicals.  V — Comparison 
Between  Commercial  and  Purified  Dyes  [Hecht, 
Schwarzschild,  and  Sulzberger]  2170 
Sepsis:  See  Bacteriophages 

Serum,  Convalescent  or  Immune:  See  Dermatophytosis 
Silk,  Advantages  of,  in  General  Surgery  [Guthrie,  Brown, 
and  Woodhouse]  2011 
Sinus:  See  Pilonidal 
Skin  Reactions,  VIII:  See  Hay  Fever 
Soft  Tissues:  See  Pregnancy 

Spine,  Anatomicoradiographic  Studies  of — Changes 
Responsible  for  Certain  Painful  Back  Conditions 
[Hadley]  969 

Spine,  Compression  Fractures  of — Treatment  by  Spinal 
Fusion  [Beckett]  891 
Spleen:  See  Tuberculosis 

Status  Thymicolymphaticus — Unusual  Clinicopatho- 
logic  Observations  [Wyatt]  132 
Stillbirth  and  Neonatal  Death  Problem  in  Rochester 
(1936)  [Soule]  1905 

Subacute  Blood  Stream  Infections:  See  Kidney 
Sulfanilamide:  See  also  Chancroid;  Cystitis  Emphy- 

sematosa; Photosensitization,  Delayed;  Pneumonia 
Sulfanilamide,  Agranulocytosis  Due  to  [Taub  and  Lef- 
kowitz]  1659 

Sulfanilamide  Therapy,  Clinical  Experiences  with,  Special 
Reference  to  Toxic  Effects  [Ottenberg]  418 
Sulfanilamide  Therapy,  Evaluation  of,  in  Acute  Otitis 
Media  and  Mastoiditis  [Seal]  1790 
Sulfapyridine:  See  also  Pneumonia,  Lobar;  Pneumonia, 
Type  III  Pneumococcus 

Sulfapyridine  in  the  Treatment  of  Pneumonia  [Allison] 
1558 

Surgery:  See  also  Abdomen;  Bladder  Carcinoma; 

Diabetes;  Eyelids;  Hyperthyroidism;  Paralysis,  Spas- 
tic; Plastic  Surgery;  Silk;  Thyroid  Disorders,  VIII; 
Thyroid,  Substernal;  Vagina 
Surgery,  Thoracic,  Clinical  Comparative  Study  of  Anes- 
thetics in  1,370  Cases  of  (Cyclopropane,  Evipal, 
Avertin,  Gas-Oxygen,  Regional  and  Local)  [Coryllos 
and  Bass]  525 

Synovectomy,  Use  of,  in  Chronic  Arthritis  [Swett]  2125 
Syphilis,  An  Evaluation  of  Laughlen  Test  in  Diagnosis  of 
[Churg  and  Sobel]  1754 

Syphilis — Can  Syphilis  Exist  Apart  from  Sex?  [Hudson] 
1840 

Syphilis  Control — Administrative  and  Epidemiologic 
Aspects  of  [Sargent]  1011 
Syphilis  of  the  Nervous  System  [McGraw]  1973 
Syphilis,  Outline  of  Treatment  for  [Cannon]  70,  145,  and 
254 

Syphilis,  Laughlen  Test  for  [Price]  880 

Tabes  Dorsalis,  A Syndrome  Simulating  [Costello]  781 
Tactile  Fremitis,  Use  of  Flask  as  a Simple  Aid  to  [Reich] 
1654 

Tendon  Injuries  [Henson]  1265 

Tendons  and  Tendon  Sheaths:  See  Tuberculosis 


Thyroid  Disease,  Toxic,  Roentgen  Therapy  in  [Freid  and 
Goldberg]  900 

Thyroid  Disorders,  VIII.  Operability  of  the  Hyper- 
thyroid Patient  as  Indicated  by  the  Responses  to 
Operation  [Goetsch]  1059 

Thyroid,  Substernal,  Irradiation  as  an  Adjunct  to  Sur- 
gery in — Response  of  a Recurrent  Fetal  Adenoma 
[Kaplan  and  Rubenfeld]  1795 
Tibia:  See  Ulcers 

Tonics  and  Sedatives:  See  Neurologic  Practice 
Tonsil,  Epithelioma  of — A Study  of  162  Cases  [Mattick] 
1412 

Tonsil,  Primary  Lymphosarcoma  of  [Wax]  2284 
Tonsillectomy  in  the  Diabetic  Child  [Terry]  1622 
Toxic  Effects:  See  Sulfanilamide  Therapy 
Traumatic  Wounds,  Treatment  of,  with  Zinc  Peroxide 
[Meleney]  2188 

Trichophytin:  See  Dermatophytosis 

Tryptophan  Reaction  as  an  Aid  to  the  Early  Diagnosis  of 
Meningeal  Tuberculosis  [Buchanan  and  Ballweg]  58 
Tuberculin  Skin  Tests  in  a School  Program,  Value  of 
[Ayling]  1463 

Tuberculosis  Clinics  of  the  New  York  City  Department 
of  Health,  Economic  Status  of  Patients  Admitted  to 
[Edwards]  351 

Tuberculosis,  Hematogenous  [Billard]  1670 
Tuberculosis,  Meningeal:  See  Tryptophan  Reaction 
Tuberculosis  Mortality,  Distribution  of,  by  Place  of 
Death  [Mikol]  2033 

Tuberculosis,  Pulmonary,  Modern  Approach  to  Early 
Diagnosis  of  [Miller]  2208 

Tuberculosis  of  Tendons,  Tendon  Sheaths,  and  Bursas 
About  the  Hand  [Potts]  983 
Tuberculosis  of  the  Spleen  [Solomon  and  Doran]  1288 
Tuberculosis,  Vaccination  Against — Comparative  Re- 
sults Obtained  with  Koch’s  Bacillen  Emulsion,  Cal- 
mette’s B.  C.  G.,  and  the  Caseous  Vaccine  of  the  Sara- 
nac Laboratory,  Fourth  Communication  [King- 
horn  and  Dworski]  810 
Tumors:  See  also  Eyelids;  Kidneys 
Tumors,  Mixed:  See  Palate 
Tumors  of  the  Mediastinum  [Foot]  999 
Typhoid  Carrier  Problem,  Present  Status  of  [Hanssen] 
1347 

Typhoid,  Case  of  a Common  Duct  Stone  in  an  Early 
Carrier  [Vickers]  369 

Ulcer,  Perforated  Peptic  [Flynn]  2057 
Ulcers:  See  also  Varicose 

Ulcers,  Multiple  Traumatic,  Superimposed  on  a Post- 
osteomyelitic  Scar  of  the  Tibia — Successful  Plastic 
Repair  [Warshaw]  1643 
Ulna:  See  Fractures 

Urethra,  Accessory — Report  of  Two  Cases  with  a Review 
of  Literature  [Lowsley]  1022 
Urinary  Antiseptics,  Value  and  Use  of  [Parmenter]  1871 
Urinary  Infections  in  Infants  and  Children — Comparison 
of  Therapeutic  Methods  [Carey]  685 
Urticaria  of  Emotional  Origin  [Blitz]  1309 

Vaccination:  See  Tuberculosis 
Vaccines:  See  Dermatophytosis 

Vagina,  Congenital  Absence  of — Features  Simplifying 
Procedure  for  Reconstruction  [Sears]  2091 
Varicose  Veins  and  Varicose  Ulcers — Experiences  in  800 
Cases  [Rakov]  1569 

Vitamin  A,  Topical  Application  of — Efficiency  Judged 
by  Growth  Stimulation  [Eddy  and  Howell]  406 
Vitamins  in  Nervous  Health  and  Disease  [Words]  1178 

Water  Metabolism:  See  Nervous  System 
Weight  Reduction,  Study  of  63  Patients  Before  and  After 
[Beck  and  Hubbard]  1102 

Weil’s  Disease — A Compensable  Infection  in  New  York 
State  [Farrell]  1969 
Wheal  Formation:  See  Urticaria 

Wilms’  Tumor — Report  of  a Case  [Sheldon  and  Canaday] 
1857 

Zinc  Peroxide:  See  Traumatic  Wounds 
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Administrative  Medicine  [Emerson],  1115 
American  Medical  Association  Health  Program  Platform , 
2218 

Annual  Meeting — House  of  Delegates,  Minutes  of  the, 
1126  and  1209 

Annual  Meeting,  Index  to  Minutes,  1246 
Annual  Meeting  Program,  624 
Annual  Reports,  Index  to,  550 

Conference,  Annual,  1939,  State  Medical  Association 
Secretaries  and  Editors,  2218 


Education  Versus  Compulsion  [Bolduan],  1505 
Gastroenterology  and  Proctology — Chairman’s  Address 
Before  the  Section  [Andresen],  1507 
Hearing  Surveys,  School,  Observations  and  Analysis  of 
[Freund],  1770 

Income  Tax — 1939,  The  Physician’s,  373 
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854 

Malpractice  Insurance,  Changes  in  Group  Plan  Rates 
and  Coverage  for,  78 
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Medical  Syracuse,  History  of,  544 
Motion  Pictures,  Medical,  Available  for  Loan,  371 
National  Health  Program  [Emerson],  990 
New  York  State  Program  for  Cancer  Control  [Godfrey], 
2280 

Opening  Address,  1939  Annual  Conference  of  Health 
Officers  and  Public  Health  Nurses  [Godfrey],  1626 
Presidential  Addresses — -Dubious  Dollars  [Townsend], 
2139;  Educating  the  Public  [Groat],  931;  Is  the 
Practice  of  Medicine  Becoming  Too  Scientific? 
[Groat],  157;  The  Value  of  the  Medical  Society  of 


the  State  of  New  York  to  the  Pathologist  [Town- 
send], 2293 

Professional  Club  of  the  New  York  World’s  Fair,  1161 

“Quo  Vadis?” — Address,  Dedicatory  Dinner  [Simpson], 
268 

Role  of  State  Medical  Journals  in  Organized  Medicine 
[Kopetzky],  2220 

School  Health,  Past  and  Present  [Levitan],  1692 

Surgical  Lessons  from  the  War — “Get  them  Back’’ 
[Cutler],  141 

Suwannee  River  Blues  [Burrows  |,  1981 
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Whatever  the  Cause  . . . 

NEO-SYNEPHRIN  HYDROCHLORIDE 
will  relieve  the  Symptoms 


With  the  season’s  barrage  of  pollens  in  the  air.  it  is  comforting  to  know 
that  your  hay  fever  patients  may  obtain  relief  from  the  distressing 
nasal  symptoms. 


ltfEO-SYNEPHRIN  HYDROCHLORIDE 

(laevo-alpha-hydroxy-beta-methyl-amino- 
3-hydroxy-ethylbenzene  hydrochloride) 

Applied  topically  to  the  nasal  mucosa,  Neo-Synephrin  Hydrochloride 
promptly  reduces  the  congestion,  diminishes  the  excessive  secretion,  and 
facilitates  comfortable  breathing. 

Quick  Action — Prolonged  Effect — Free  from  Sting — 
Well  Tolerated — Stable — Convenient 

EMULSION — Vi%  (1-oz.  bottle  with  dropper) 

SOLUTION— M%  for  dropper  or  spray  1 j l,ott[e 
1 % for  resistant  cases  / 

JELLY  — 34%  (in  collapsible  tubes  with  applicator) 

FREDERICK  STEARNS  R COMPANY 

DETROIT,  MICHIGAN 

NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 

WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 


SOLUTION  EMULSION  JELLY 


PABLUM  is  Richer 

than  an  if  of  these  Vegetables 

in  SRON  and  CALCIUM 


NOT  only  does  Pablum  have  a higher  iron  and 
calcium  content  than  vegetables  but,  most  im- 
portant, clinical  studies  of  children  have  demonstrated 
that  in  Pablum  these  minerals  are  in  available  form. 
Investigations  by  Stearns  and  Stinger,  Schlutz,  and 
Cowgill  show  that  even  such  an  iron-rich  vegetable 
as  spinach  did  not  increase  iron  storage  in  the  body, 
in  fact,  caused  a loss  in  some  instances.  A factor  re- 
sponsible for  this  difference  may  be  the  higher  content 
of  soluble  iron  in  Pablum — 7.8  mg.  per  oz.  Then,  too, 
the  water  in  which  Pablum  is  cooked  (by  a patented 
process)  is  dried  with  it,  whereas  the  cooking  water  of 
vegetables  is  usually  discarded,  with  its  valuable  con- 
tent of  minerals  and  vitamins.  Stearns  reports  difficulty 
in  feeding  spinach  in  sufficient  quantities  to  affect  the 
iron  balance  of  children.  Spinach  and  other  highly 
flavored  vegetables  are  often  difficult  to  feed.  Pablum, 
on  the  other  hand,  is  a palatable  cereal  that  can  be  fed 
as  early  as  the  third  month,  and  for  older  children  it 
can  be  varied  in  dozens  of  appetizing  dishes.  Recipes 
and  samples  available  on  request  of  physicians. 

Pablum  consists  of  wheatmeal  (farina),  oatmeal, 
wheat  embryo,  cornmeal,  beef  bone,  brewers  yeast, 
alfalfa  leaf,  sodium  chloride  and  reduced  iron 

MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA,  U.S.A. 


1 / 1 2 as  much  Fe, 
1 / 32  as  much  Ca 
as  PABLUM 


£t/Unxj,  Beasvi 

1 / 31  as  much  Fe, 
1/15  as  much  Ca 
as  PABLUM 


i+iacli 

1/12  as  much  Fe, 
1/10  as  much  Ca 
as  PABLUM 


1/17  as  much  Fe, 
1 /27  as  much  Ca 
as  PABLUM 


Mg.  per  Oz. 


Iron 

Calcium 

PABLUM 

8.5 

221.0 

Beets 

0.67 

6.8 

Carrots 

0.17 

13.1 

Peas 

0.50 

8.0 

Spinach 

1.13 

21.8 

String  Beans 

0.27 

14.2 

Tomatoes 

0.12 

3.1 

1 oz.  of  Pablum  contains  221 
mg.  Ca,  8.5  m'j.  Fe — So  absorp- 
tive is  Pablum  that  when  mixed 
to  the  consistency  of  ordinary 
hot  cooked  cereals  it  holds  7 
times  its  weight  in  milk  — be- 
fore being  served  with  milk  or 
cream.  Hence  an  ounce  serving 
of  Pablum  thus  mixed  with 
milk  adds  at  least  .53  Gm. 
calcium  to  the  diet. 


^ojnato&l 

1 / 70  as  much  Fe, 
1 71  as  much  Ca 
as  PABLUM 


GdAAoti 

1 /50  as  much  Fe, 
1/17  as  much  Ca 
as  PABLUM 
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Sulfapyridine  therapy  in  pneumonia  — 


PNEUMOCOCCIC  PNEUMONIAS 

JANUARY- JULY  1939 
THERAPY  INSTITUTED  WITHIN  4 DAYS  OF  ONSET 


ACUTE  STAGE  TERMINATING  IN  24  HOURS 


% 15 

DIED 


THERAPY  INSTITUTED  WITHIN  4 DAYS  OF  ONSET 
— 

FATALITY  RATE 


10 

5 


SULFAPYRIDINE 


SERUM  SERUM**'  SULFAPYRIDINE 


AS  SOON  AS  THE  CLINICAL  DIAGNOSIS  IS  MADE, 
ADMINISTER 

SULFAPYRIDINE 


The  use  of  sulfapyridine  in  the  treatment  o 
pneumococcal  pneumonias  is  now  consideret 
fundamental. 

Authorities  are  agreed  that  sulfapyridine  shoulc 
be  employed  in  all  cases  except  in  the  instance  o 
the  rare  individual  in  whom  the  administration  o 
the  drug  produces  toxic  manifestations  of  sufficien 
importance  to  prohibit  its  use. 

long  and  wood*  reported  a fatality  rate  of  7.2 
per  cent,  in  1 39  adults  treated  at  the  Johns  Hopkins 
Hospital.  The  authors  attributed  this  low  death 
rate  to  the  use  of  sulfapyridine,  antipneumococcal 
serum,  and  a combination  of  serum  and  sulfapyri- 
dine. Investigators  are  now  uniformly  reporting 
lower  fatality  rates  than  were  before  thought  at- 
tainable. 


Toxic  manifestations  of  the  drug  are  similar  to 
those  described  in  the  course  of  sulfanilamide 
therapy — central  nervous  system  disturbances,  drug 
rashes,  drug  fever,  and  disturbances  in  the  red  and 
white  blood  cells.  Impairment  of  renal  function  is 
one  of  the  most  important  complications. 

Obtain  sputum  and  blood  cultures  for  bacterio- 
logic  diagnosis  as  a guide  in  treatment  and  aid  in 
prognosis. 

Administer  sulfapyridine  in  adequate  dosage  to 
all  cases. 


Observe  precautions  against  toxic  effects  of  the 
drug  by  making  daily  urine  examination,  red  and 
white  blood  cell  count,  and  hemoglobin  determi- 
nation. 


SEND  FOR  BOOKLET,  “TREATMENT  OF  PNEUMO- 
COCCAL PNEUMONIAS  WITH  SULFAPYRIDINE 

and  antipneumococcic  sera  JZ> edecle ” 


*LONG,  perrin  H.  and  wood,  w.  Barry,  jr.:  Ann.  Int.  Med.,  Vol.  13, 
No.  3,  Sept.,  1939,  Page  487. 

J&ederle 

Ijeder le  Laboratories,  inc. 
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Bullowa:  Harlem  Hospital 


AIR  RAID  ON  S.M.A. 


fjubt  S&jpsie  Mi e Gan  UA  Sealed, . . . 

To  prevent  oxidation  or  change  in  the  physical  or  chemical  composi- 
tion of  S.M.A.,  the  atmosphere  is  exhausted  from  the  container  and  is 
replaced  with  nitrogen  which  keeps  the  contents  — S.M.A. — fresh 
and  sweet  in  any  climate. 

The  physical  and  chemical  character  of  S.M.A.  is  always 
the  same,  providing  a vitamin  A,  B1?  and  D activity  in 
each  feeding  that  is  constant  throughout  the  year. 

S.M.A.  feedings  are  always  uniform  whether  they  are 
prepared  in  Maine  or  California. 

NORMAL  INFANTS  RELISH  S. M. A.  — DIGEST  IT  EASILY  AND  THRIVE  ON  IT! 


S.  M.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows’  milk,  the 
fat  of  which  is  replaced  by  anima  l and 
vegetable  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  similar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


OLEUM  PERCOMORPHUM  (Liquid) 

10  and  50  cc.  brown  bottles  in  light-proof  cartons.  Not  less  than 
60,000  vitamin  A units,  8,500  vitamin  D units  (U.S.P.)  per  gram. 


OLEUM  PERCOMORPHUM  (Capsules) 

Especially  convenient  when  prescribing  vitamins  A and  D for  older 
children  and  adults.  As  pregnancy  and  lactation  increase  the  need  for 
vitamin  D but  may  be  accompanied  by  aversion  to  large  amounts  of 
fats,  Mead’s  Capsules  of  Oleum  Percomorphum  offer  maximum 
vitamin  content  without  overtaxing  the  digestive  system.  25  and  100 
10-drop  soluble  gelatin  capsules  in  cardboard  box.  Not  less  than 
13,300  vitamin  A units,  1,850  vitamin  D units  (U.S.P.)  per  capsule. 

Capsules  have  a vitamin  content  greater  than 
minimum  requirements  for  prophylactic  use, 
in  order  to  allow  a margin  of  safety  for  excep- 
tional cases. 


FOR  GREATER 

ECONOMY, 

the  50  cc.  size  of  Oleum 
Percomorphum  is  now 
supplied  with  Mead’s 
patented  Vacap-Drop-  | 
per.  It  keeps  out  dust 
and  light,  is  spill-proof, 
unbreakable,  and  deliv-  ; 
ers  a uniform  drop.  The 
10  cc.  size  of  Oleum 
Percomorphum  is  still  I 
offered  with  the  regu- 
lation type  dropper. 


Uses:  For  the  prevention  and  treatment  of 

rickets,  tetany,  and  selected  cases  of  osteomalacia; 
to  prevent  poor  dentition  due  to  vitamin  D defi- 
ciency; for  pregnant  and  lactating  women;  to  aid 
in  the  control  of  calcium-phosphorus  metabol- 
ism; to  promote  growth  in  infants  and  children; 
to  aid  in  building  general  resistance  lowered  by 
vitamin  A deficiency;  for  invalids,  convalescents, 
and  persons  on  restricted  diets;  for  the  preven- 
tion and  treatment  of  vitamin  A deficiency  states 
including  xerophthalmia;  and  wherever  cod  liver 
oil  is  indicated. 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.S.A. 


ETHICALLY  MARKETED 

We  purposefully  selected  for  these 
products  classic  names  which  are 
unfamiliar  to  the  laity,  or  at  least 
not  easy  to  popularize.  No  effort 
is  made  by  us  to  "merchandise” 
them  by  means  of  public  displays, 
or  over  the  counter.  They  are  ad- 
vertised only  to  the  medical  pro- 
fession and  are  supplied  without 
dosage  directions  on  labels  or  pack- 
age inserts.  Samples  are  furnished 
only  upon  request  of  physicians. 

If  You  Approve  This  Policy 
Specify  MEAD’S 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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